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Mr. Presipent,—Before discussing the problem of carcinoma 
I must emphasize the importance of isolating all forms 
of hyperplasia from the processes now described under the 
comprehensive term “ inflammation.’’ All authorities in 
pathology agree that so-called ‘‘ chronic inflammation ”’ 
is a different process from ‘‘ acute inflammation.’’ The 
inclusion of so many different processes under one term 
compels me to say that the time has come to orientate 
afresh the present chaotic outlook on the subject of 
‘inflammation ”’ and to discover how the matter can be 
simplified. I urge the limitation of the term ‘‘ inflamma- 
tion’ to the circulatory disturbances which occur inside 
and outside injured and structurally intact blood vessels, 
provided the injury does not cause their death. I exclude 
all forms of hyperplasia from ‘“ inflammation,’’ and by 
hyperplasia I mean that process where even one cell begins 
to divide into two cells; therefore, I would exclude from 
the subject of ‘‘ inflammation ”’ the formation. of granula- 
tion tissue and the healing of wounds, and place them under 
the term ‘ hyperplasia,’’ of which they are very beauti- 
fully controlled and regulated forms, the laws governing 
which are slowly beginning to dawn upon us. If all forms 
of hyperplasia were included in one self-contained subject 
important changes in our conception of many things would 
necessarily follow. For example, the condition now de- 
scribed as ‘‘ chronic mastitis’? would not be regarded 
as an ‘‘ inflammatory ’’ process. The desquamative epithe- 
lial hyperplasia and the hyperplasia of the pericanalicular 
and periacinous connective tissue containing lymphocytes, 
which are characteristic of so-called ‘‘ chronic mastitis,’ 
will be seen to have a fundamental physiological signi- 
ficance when they are compared with the precisely similar 
changes in breasts of newly born male and female children 
and of females at puberty and ‘lactation. ‘‘ Chronic 
mastitis ’’ is really a state in which physiological activity 
becomes pathological by being present when the breast 
should be at rest. It is not an inflammatory condition 
at all. Again, the cellular flora evoked by the irritation 


of the tubercle bacillus is an example of the importance © 


of considering the morphological effects from the point of 
view of hyperplasia, instead of regarding them merely 
as ‘inflammatory ’’ in origin. The importance of the 
point lies in this respect: all the connective tissue cells are 
in contact with the irritant at the site of inoculation, 
yet the cells which undergo hyperplasia are only the 
endothelial cells which produce the epithelioid and giant 
cells of a tubercle. This fact shows that there is a mutual 
affinity, so far as hyperplasia is concerned, between the 
irritant and endothelial cells only. 

Take another example. Gonococcal infections can induce 
formation of papillomata, showing that only the epithelial 
cells responded by hyperplasia to the irritant, although 
many other types of cells are in contact with it at the 
same time. I give this as an example of gonococcal 
selection for epithelium, knowing full well that certain 
observers—Dr. G. M. Findlay of the Imperial Cancer 
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Research, for example—believe that the formation of 
papillomata of the skin in gonorrhoeal infections is not 
due to the gonococcus but to the presence of an ultra- 
microscopical organism which is capable of inducing warts 
in other situations also. In any event the formation of 
papillomata is a decisive example of a selective action 
between the products of micro-organisms and one type 
of tissue cells only. 

Before leaving the subject that concerns the relationship 
between direct irritation of epithelium and the formation 
of papillomata I must point out that formation of papillo- 
mata is of frequent occurrence in proemial epithelial 
hyperplasia of the large and small ducts respectively in 
carcinoma of the breast. Lastly, the staphylococcus, when 
inoculated into the subcutaneous tissue, induces the hyper- 
plasia of fibrous tissue in two parts—(1) as a process of 
repair in the parts that are killed, and (2) in the strands 
of fibrous tissue which surround the lesion. 

There is another important example of the necessity to 
separate hyperplasia from ‘‘ inflammation.”’ It is pretty 
widely held, and I believe wrongly held, that the dilatation 
of the blood vessels, and also increase in their number, 
causes hyperplasia. John Hunter appears to have main- 
tained this thesis, and in order to demonstrate that hyper- 
plasia occurs as the result of increased blood supply he 
transplanted a cock’s spur into a cock’s comb, expecting 
that in consequence the cock’s spur would undergo hyper- 
plasia. His expectation was fulfilled, and the spur under- 
went an enormous increase in size. I repeated Hunter’s 
experiment and, besides transplanting one spur into a 
cock’s comb, I transplanted at the same time the other 
spur under the skin of the cock’s back. These transplanted 
spurs underwent about the same amount of hyperplasia 
during the time they were under observation. I had to 
kill these birds before I wanted to because the noise they 
made interfered with the classes in King’s College and with 
the amenities of several business offices in its neighbour- 
hood. During the operation of transplanting the spur into 
the cock’s comb there was decided haemorrhage from the 
wound made by excision of the spur, and there was no 
haemorrhage when I incised the cock’s comb, which appeared 
to me to consist of gelatinous,- glutinous, avascular struc- 
ture. The comb is’ vascular only -when it is erect. By 
planting the spur into the comb it did not,appear to. me 
that I was placing it in a more vascular medium. ; Then 
what could be.the explanation of Hunter’s transplanted 
spur? The explanation seems to me te be this—that in 
its new situation it was not subjected to the wear and tear 
of life it met.with in its normal position, and in conse- 
quence grew into enormous proportions. There are many 
other examples of continuation of growth occurring in the 
structures not subjected to the ordinary normal wear and 
tear of life—the claws of animals, for example. However, 
let us suppose for a moment that Hunter was right, that 
this cock’s spur became so large because it was receiving 
a greater supply of blood than normal. If this were so 
Hunter’s experiments would have raised the following much 
more vital problem of hyperplasia: if a comb were able, 
on account of its presumed enormous blood supply, to 
induce hyperplasia in another structure, why did the comb 
itself cease growing? 

Beyond what I have stated I do not consider that 
Hunter’s experiment proved anything at all. In granula- 
tion tissue there is a vast amount of new blood-vessel 
formation, but when it has been covered by epithelium 
and ends in a scar these new blood vessels all atrophy. 
Why should this be so? The answer is perfectly clear to 
me. It is the hyperplasia of granulation tissue formation 
that demands the increased blood supply, and when the 
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demand is over the large vascularity is no longer necessary 
to maintain the life of the cicatrix, and consequently the 
blood vessels disappear. So far as I am concerned, it is a 
law that the demand of hyperplasia induces vascularity, 
and hyperplasia is not induced by an increased blood 
supply. 

I pass on to the hyperplasia which more intimately 
concerns carcinoma. There are decided indications in 
breast pathology that an addition should be made, with 
all due care, to the present limited conception of the 
morphological appearances of carcinoma. All pathologists 
agree that carcinoma exists when epithelial cells can be 
seen invading alien country, wherein they grow and from 
which they are disseminated and grow in different parts 
of the body. My statement that an addition to the 
morphological status of carcinoma is essential is based 
upon what I consider to be a law—namely, that before 
epithelial cells invade the parts outside the normal 
boundaries of ducts and acini there has been malignant 
epithelial hyperplasia within them, and that the process 
of carcinoma really begins before invasion occurs. I can 
see in every early carcinoma of the breast the presence of 
this malignant change within the normal boundaries of 
ducts and acini. It can frequently be discovered in 
advanced carcinoma in microscopical sections that have 
been made in series of the whole focus of primary disease. 
The epithelial cells outside the normal boundaries possess 
the same morphological appearances as those inside. I 
feel sure that the epithelial hyperplasia inside the normal 
boundaries is malignant and that it is the source of supply 
to the invading cells. 

I now show you a state of things which can be commonly 
demonstrated in breast lesions which are not now generally 
considered to be carcinoma. Here are terminal ducts and 
acini that are filled by an epithelial hyperplasia that 
cannot be distinguished from the invading cells of car- 
cinoma in other specimens, but here they are all enclosed 
in normal boundaries. This type of lesion usually occurs 
in the breasts of females before the carcinoma age. This 
specimen I removed from a woman of 25 years. I believe 
the catastrophe of carcinoma here was a question of time 
and opportunity, and that this lesion represents the true 
precancerous stage, and can be regarded as malignant if 
not carcirttomatous. I may here state that I have never 


seen in the earliest examples of carcinoma of the breast. 


this malignant change occurring in the acini alone; the 
terminal ducts as well have always contained the malignant 
epithelial hyperplasia. In all instances the elastica must 
be stained to make sure that the cell-containing spaces 
are dilated ducts. : 

Before leaving this part of my subject I would like 
to state definitely that by morphological examination TI can 
never detect any visible indication of a local attempt to 
arrest the process of carcinoma. Some people have 
suggested that the enormous hyperplasia elastica around 
the’ ducts and even the acini, which I have shown some- 
times occurs in carcinoma, is an indication of an attempt 
to bar its progress. All I can say on ‘this matter is that 
hyperplasia elastica is rare in breast carcinoma and when 
present has proved to be inefficient ; and that hyperplasia 
elastica occurs frequently round ducts and acini wherein 
there is nothing more than a slight desquamating epithelial 
hyperplasia. Other people consider the accumulations of 
lymphocytes which are observed at some parts of a growing 
carcinomatous edge to be further indications of a local 
attempt to limit the disease. There are so many parts of 
the growing ‘edge at which there are no lymphocytes that 
it is hardly fair to Nature to believe her capable of exert- 
ing so feeble a defence. Again, upon post-mortem exam- 
ination of a patient who had suffered from advanced 
mammary carcinoma I discovered small unsuspected supra- 
clavicular lymphatic glands, which contained vigorous-look- 
ing epithelial cells which must have’ been Iving dormant 
for ‘a considerable time. There was no local reaction of 
any kind round these cells, although the disease must have 
been growing with intense rapidity in the liver of the 
person at the same time. This observation demonstrates 
two points: (1) that where the disease was lying dormant 
there was no visible reaction to account for the stagna- 
tion of growth, and (2) that there was probably systemic 


‘ 


influence in operation to arrest the growth of the epithelial 
celis in the supraclavicular lymphatic glands and to allow 
or encourage the intensely rapid growth in the liver. 

There is another factor that I consider important, 
although at first sight it appears to be merely academical. 
It is this: it seems to me important to separate in one’s 
mind those factors which induce carcinoma from those 
intrinsic and extrinsic cellular operations that occur in 
a cell dividing into two cells. For example, there can 
be no doubt that tar and even x rays can induce carcinoma, 
that the filtrates of the Rous tumour can induce one of 
four varieties of sarcoma, and that the entrance of a 
spermatozoon into an ovum initiates a propagation of 
species; yet we are perfectly ignorant of the intrinsic 
invisible factors that are operating in the cells, nor do 
we yet understand how they are influenced by variations 
in evolution, biochemistry, internal secretions, and so 
forth, operating upon them from outside. 

In considering the induction of carcinoma one factor 
remains of paramount importance—the irritant must be 
applied directly to the actual cells which are eventually 
parents of the subsequent carcinoma, and the irritant is 
the main factor in the localization of the future disease. 
There must be also a time factor in the process of carei- 
noma. Experimentally the length of time carcinoma takes 
to appear seems to depend upon the intensity of the tar 
application. If tar be applied only once a week the 
period at which the carcinoma develops in mice is within 
about ten to twelve months. If it be applied twice a 
week or oftener the time can be reduced to four to nine 
months or less. There is a time factor even in intensive 
application of tar. The time factor may have an im- 
portant bearing in giving time for proemial epithelial 
hyperplasia in the ducts and acini of the breast, to which 
I have already drawn your attention. in addition to the 
visible effects in carcinoma there are some very cogent 
reasons for believing that there is a systemic invisible 
action or inhibition of action associated with the induction 
of carcinoma. 

I, pass on to adduce the evidence there is of a systemic 
influence upon the process of carcinoma. 

(a) I have already indicated one, to which I do not again 
refer. 

(b) It is perfeetly well known that metastatic deposits 
in subcutaneots tissue in carcinoma of the breast may 
remain latent and show no signs either of their presence 
or activity for a period of thirty years after removal of 
| the breast, then with almost dramatic suddenness a cancer 
en cuirasse develops covering the chest. Here is an indicg- 
_tion of a systemic influence arresting carcinoma, and also 
of an influence which induces its subsequent intensely 
rapid -growth. It is. impossible to state whether the 
influences are different or whether they are due to modi- 
fication of the same one. , 

(c) Primary carcinoma appearing in the same _ person 
at the same time in two different viscera, or on the skin 


suggests that the existence of a primary carcinoma protects 
a patient from the incidence of a primary carcinoma 
elsewhere in the body. In Great Britain most women 
who die. of carcinoma are attacked either in their breasts 
or uteri. Yet it is extraordinarily rare for primary 
carcinoma of the breast to be complicated by a primary 
carcinoma of the uterus, and vice versa. It makes one 
wonder whether the incidence of a primary carcinoma in 
the breast protects a woman from a primary carcinoma 
in the uterus, and vice versa. In Holland carcinoma of 
the breast and uterus in females is not so common as in 
Great Britain. The females of Holland suffer more from 
carcinoma of the alimentary tract. Does primary carci- 
noma arising in these situations protect the women of 
Holland from primary carcinoma of the breast and uterus? 
Upon this point another factor must be taken into 
consideration. a 

While granting that these examples are indications of 
protection, there may be an explanation for the different 
sites of primary carcinoma of women in the twe countries 
mentioned. It must also be granted that different sources of 
irritation may select different viscera for residual purposes. 


For instance, the nematode worm Gorgylonema neoplasticum 


and viscera, is a rare occurrence. The fact of its rarity. 


‘ Fib 

blac 

diff 

the 

res} 

( 

of 

pai 

non 

are 

tha 

or. 

the 

exis 

( 
fro 

ap} 

are 

( 

pai 

me 

by 
( 

: clu 
the 

anc 

_ pri 

ma 

pre 

car 

ade 

no! 

the 

( 

cay 
eal 

ani 

[ 

ren 

_ to 
san 

cys 

dis 

. the 

whi 

is 
sur 

rat 

_has 

anc 

“tha 

ren 
mic 
not 

pre 

| mu 
it n 

sec 

the 

upc 

infl 

gre 

upe 

in | 

| 
| gre 

me} 

the 

desi 
of 1 


ta 


JULY 7, 1928] THE PROBLEM OF CANCER. ee 
Fibiger selects the stomach, another nematode worm | continuation of this demonstration I pointed out that if 


‘Trichosomoides crassicauda Lowenstein selects the urinary 


_ pr imary carcinoma. 


bladder. The result of selection of different viscera by 
different agents of irritation, even though they belong to 
the same species, would explain the different viscera 
affected in the women of Great Britain and Holland 
respectively and collectively. 

(d) There are indications that the removal of that part 
of an area in which carcinoma has appeared in a tar- 
painted area induces a later appearance of primary carci- 
noma in another apparently non-cancerous part in the same 
area (Murray). This experiment supports the assumption 
that the presence of one primary carcinoma may prevent 
or delay the appearance of another primary carcinoma. 

(e) The fact that only a proportion of mice subjected to 
the action of tar develop carcinoma also indicates the 
existence of normal local or systemic protection. 

(f) When carcinoma has developed and has been removed 
from one tar-painted area, it requires a more intcise 
application of tar to induce a primary carcinoma in another 
area of the same mouse (Murray). 

(g) The same difficulty in inducing carcinoma in a tar- 
painted area is experienced when the mouse under experi- 
ment has had a mammary carcinoma previously removed 
by operation (Murray). 

(h) The work of Dr. Cuthbert Dukes especially con- 
clusively proves that multiple adenomatous papillomata of 
the colon invariably end in carcinoma, yet only one or two, 
and occasionally three, among them ‘become the site of 
Why is it that so few become carcino- 
matous unless the presence of one primary carcinoma 
protects from the incidence of another? When a primary 
carcinoma has appeared in two or three separate colonic 
adenomatous papillomata it may be that primary carci- 
noma appeared in them either at the same time or before 
the acquisition of immunity. 

(i) Dr. Cramer excised and minced up the spleens from 
a number of mice and returned each to the peritoneal 
cavity of its own mouse. Tar carcinoma appeared much 
earlier in these mice compared with otherwise untreated 


_ animals. 


[I pass on to another problem—namely, whether the 
removal of a primary benign tumour makes. any difference 


_to the rate of growth of secondary benign tumours. of the 


same nature. [ cannot verify the statement, but it is 
said by clinical observers that the removal of an intra- 
cystic papillomatous state in an ovary will. induce the. 
disappearance of secondary papillomata scattered over 
the peritoneal cavity.. There is an observation of my own. 
which bears upon this point.. Small microscopic multiple 


_fibro-adenomata in the breast occur more commonly than 


is generally supposed in the area of the breast immediately 
surrounding an obvious clinical fibro-adenoma. Yet it is 
rather rare, but by no means impossible, to discover a case 


_.in which the removal of a clinically obvious fibro-adenoma. 


-has been followed at a later period by the appearance of 


another fibro-adenoma in or near the same situation. - All 


‘that can be said now upon this point is that either the 


removal of the -obvious fibro-adenoma has no effect on its 


microscopical neighbour, or if there be one it is certainly 


not one that intensifies. growth. I must say that at the 
present moment it is a hazardous speculation only, and— 
much more investigation is required in this direction, Yet. 
it may be that the effect of removal of benign tumours upon 
secondary foci of the same tumours may be different from 
the effect of the removal of malignant primary tumours 
upon secondary. primary tumours. } 

(j) Several years ago I drew vateap ge attention to an. 
influence—for want of a better term ‘‘ a trophic influence ”’ 
—of the nervous system upon epithelial structures, and 
I pointed out that in some examples where hairs become 
grey as the result of advancing age, grey patches appear 
upon the maximum points described by Sir Henry Head 
in his work upon herpes zoster. These are points at which 
nerves become cutaneous. [ have seen beards becoming 
grey on four symmetrical points—namely, where the 
mental and great auricular nerves become cutaneous on 
the face. Moreover, I showed that the mental nerve areas 
described by Dr. Head were completely white when the rest 
of the beard was only scattered with a few grey hairs. In 


concerning carcinoma. 


a diagram were made of all patients suffering from small 


-rodent ulcers of the back their points of instance would 


coincide with those pcints on which the posterior spinal 
branches of intercostal nerves become cutaneous. In this 
respect they resemble carly patches of leucodermia and 
sclerodermia of the back. Further, I published examples 
in which the areas occupied by extensive rodent ulcers 
are sometimes identical with the distribution of nerves. 
1 also showed some examples in which the spread of a 
rodent ulcer was arrested at the edge of the areas which 
had lost their tactile and thermal sensations. Dr. Cramer 
of the Imperial Cancer Research Fund, Londen, in the 
British Journal of Experimental Pathology (voi. 6, p. 21) 
published a paper upon “ Innervation as a factor in the 
experimental production of cancer,’ in which he said his 
experimental observations were in agreement with my 
clinical observations. His conclusion was as follows: 

Loss of nervous control in an area of skin docs not predispose 
to cancer; on the contrary, the presence of a peripherz! neryovs 


mechanism is an ecsential fectcr in the process of chronic 
irritation which leads to the development of cancer. 


I would not dwell so much on this clinical observation 
of mine but for the fact that it has, after twenty-five 
years, begun to attract attention. Cramer and Oe6crtel, 
for instance, have lately drawn some attention to it. T 


do not want it to be understood that the distribution of 


rodent ulcer alone occasionally occupies definite nerve 
areas, because 1 have examples where infective processes 
such as erysipelas, tuberculosis, and tertiary syphilis are 
also occasionally delimited at the margins of nerve areas. 
1 have no doubt that there is a mutual affinity between 
nerve areas and infective processes which occasionally can 
be demonstrated clinically as weil as in rodent ulcer. The 
anastomosis of blood vessels and lymphatic vessels at these 
margins is so complete that these vessels cannot influence 
the limitation of which [ have spoken. Moreover, micro- 
scopical sections made of these margins show no mechanical 
obstruction to spread of disease. 

(k) Miss Maud Slye considers that heredity plays the 
most important part in the incidence and genesis of 
disease. 

Finally I refer to some recent contemporary notions 
(a). Gve’s conception of the genesis 
of carcinoma is that it.is induced by the combined action 
of an witra-microscopic virus and a specific factor. ~Pis 
coneeption has caused a great deal of controversy, and 
most observers have failed to confirm beyond: any possi- 
bility of doubt the presence of two agents, even when they 
repeat Gye’s technique and experiments. Even. if Gye 
were right in- his: coneeption, there “are many points in 
the problem of carcinoma it would not touch, mainly 
those intrinsic and eatrinsic cellular influences to which 
I have already alluded. I do not suppose for a moment 
that Gye would explain the evalution of an ape into a man 
by saying it was connected with the union of an ultra- 
microscopic virus and a_ specific factor. (b) Blumenthal 
associates. a bacillus- with the -induction of ‘malignant 
disease; Fibiger connects a nematode worm with rat 
carcinoma, and Borrel discovered a filarial worm in the 
breast carcinoma ef mice. - Other observers have associated 
with caréinoma bilherziasis, Trichina spiralis, the em- 


bedded. head of a tapeworm, and hosts of other living 


agents.. 

After taking - into consideration all these points it still 
has to. be. admitted that knowledge does not yet permit 
any definite statement to be made in answer to the question 
whether the incidence of carcinoma is induced by a living 
or lifeless agent, or both. Should a living agent. be a 
factor, then the establishment beyond all doubt of the 
existence or non-existence of ultra-microscopic organisms 
will be more essential than ever. All the living and lifeless 
agents that have been described in association with carci- 
noma may be contaminated by the presence of these 
organisms. The complete establishment of their existerce 
will upset a great deal of present bacteriological knowledge. 

Do carcinoma cells differ specifically from any cther 
cells? Warburg says that they do, and his work on the 
biochemistry of melignant cells enables him to state that 
under aerobic and anaerobic conditions they split glucose 


| 
4 
| 
| 
! 
| 
| { 
| 
7] 
L 
: 
| 
| 
4 
| 
| 
| 
a 


4 JULY 7, 1928] 


THE DICK TEST. 


Tur Britise 


except retinal cells. This is the only biochemical difference 
that is known between normal (except retinal cells) and 
malignant cells. Warburg also states that the blood of 
the veins leaving the malignant tumour contains more 
lactic acid than the blood in the arteries supplying it. 
The excess of lactic acid in the veins leaving the tumour 
disappears when the blood reaches the general circulation, 
therefore examinations of the blood for an excess of lactic 
acid is of no value for purposes of diagnosis. Since 
Warburg’s work it has been discovered that regenerating 
tissues can in aerobic and anaerobic conditions break up 
glucose into lactic acid, but the amount of lactic acid is 
relatively much less than in malignant disease. On the 
basis of his work Warburg suggests a hypothesis accounting 
for tumour origin. He conceives that normal tissues are 
not homogeneous, but consist of a mosaic of cells growing 
and surviving by oxidation process of carbohydrate, inter- 
spersed with isolated cells which have a dual capacity of 
using either the carbohydrate oxidated process or the 
splitting process into lactic acid. In spite of the immense 
labour of Warburg and the wonderfully accurate and 
careful experiments he has conducted, the question still 
remains not very satisfactorily answered—whether normal 
cells can, after a time, develop the peculiar metabolism 
of carcinoma cells when the life of normal cells grows 
under conditions which impair their normal metabolism. 
Even if it be demonstrated that Warburg is completely 
right, that there are normal cells which from the moment 
of their existence can break up glucose into lactic acid, 
** it does not explain why cancer cells grow ’? (W. Cramer). 
In carcinoma there is another outstanding morphological 
fact that may have a biological significance. No nerve 
endings can be discovered in carcinoma. Although Horst 
Oertel has issued a preliminary report on “ Innervation 
and tumour growth’? (Canadian Medical Association 
Journal, 1928, xviii), in which he says he has been able 
to stain nerve fibres among carcinoma cells, I think it 
would be wiser to wait to hear what Oertel says in his 
final communications. Great care will have to be exer- 
cised in excluding the possibility that the nerves seen in 
malignant tumours are due to the presence of pre-existing 
nerve fibres among which the invading tumours have spread. 
Finally, it may be asked, Why is there so much sterility of 
definite statement when the attention of scientific observers 
throughout the world is being devoted to carcinoma? The 
answer to this question can be only, that the problem will 
never be solved completely until we know what life is. 


SOME OBSERVATIONS ON THE DICK TEST. 
BY 
B. A. PETERS, M.D., B.C., D.P.H.Caytan., 


MEDICAL OFFICER IN CHARGE, HAM GREEN HOSPITAL AND SANATORIUM, 
BRISTOL; LECTURER iN FEVERS, UNIVERSITY OF BRISTOL ; 


AND 
S. F. ALLISON, M.B., Ca.B.Epix., D.P.H.Canran., 


FIRST ASSISTANT MEDICAL OFFICER, HAM GREEN HOSPITAL AND 
SANATORIUM, BRISTOL. 


TuE investigation here recorded was primarily undertaken 
to determine if there was any difference in the reaction to 
the Dick test in the fourth week of scarlet fever between 
cases with septic complications such as rhinitis and un- 
complicated cases. We found in 48 septic cases that 21 
(44 per cent.) remained Dick-positive, and of 103 clean 
cases 31 were positive. The preponderance of positives 
was only noted in the cases with rhinitis and “ spotty ” 
faces. 

The septic patients were given scarlet fever prophylactic 
vaccine in doses of 0.1 to 0.3 c.cm., but, except in the case 
of rhinitis, the effects were not favourable. In rhinitis 
the administration of an anticatarrhal or even a simple 
staphylococcal vaccine will often bring about improvement 
so that the effect is possibly not specific. } 

Four patients under observation, who had had definite 
initial attacks, showed relapses in the following cir- 
cumstances. One who was convalescent had a definite 
relapse the day after a test dose, giving at the same time 
a positive test; on retesting him, fourteen days after the 


into lactic acid and thereby differ from normal cells, 


acute stage of the relapse, he was still strongly positive 
A second patient had a relapse nine days after giving 
a positive test. In another convalescent Dick-positiy 
patient, with rhinitis, relapse followed the injection of 
0.1 c.cm. prophylactic (=250 skin doses). The fourth 
patient, who was strongly positive during the acute stage, 
relapsed nineteen days later after a fourteen day 
apyrexial period. A fortnight after this second attack h 
was still strongly positive. 

Since two of these patients remained positive after t 
attacks of scarlet fever, and such a high proportion of 
convalescents were giving positive reactions, we decided to 
extend our investigation. We treated 194 convalescenty 
in the fourth week of the infection, and found that 6] 
(31 per cent.) remained positive. As a control we tested 
116 diphtheria convalescents, and found 48 positive 
(41 per cent.). 

The next group examined was 131 patients with scarle 
fever in the first three days of thé disease, while still 
febrile and showing a rash. We found that a_ positive 
reaction could easily be read, even when a rash was present, 
because the scarlet fever rash affects only the papillae of 
the skin, giving the punctate appearance, while a positive 
Dick test causes a generalized erythematous patch. Many 
positive cases showed up brilliantly, even in a_ profuse 
rash. Here we found 64 positives and 67 negatives—that 
is, 49 per cent. positives. We retested 59 of these in the 
fourth week; all those giving an initial negative test 
remained negative (20 cases). Of the initial positives 
(39 cases) 24 remained positive and 15 became negative; 
5 patients in this latter group had had antitoxic serum, 
We did not observe any clinical difference in the course of 
the disease between those giving positive or negative 
initial tests. 

Another group reviewed was composed of newcomers to 
our staff during the previous twenty months; 24 were 
tested and 33 were found positive (36 per cent.). Eighteen 
of the staff tested gave a previous history of scarlet fever, 
and in 5 (28 per cent.) of these the result was positive, 
This proportion does not differ materially from that 
obtained among those who had no history -of a former 
attack. Seventeen of these patients were given 0.1, 0.2 
and 0.5 c.em. doses of the prophylactic (1 c.cm.=2,500 
skin test doses) and retested. Eleven of them were nega 
tive and 6 still remained positive. These became negative 
after two further doses of 1.0 c.cm. One of the patients 
who received three doses developed scarlet fever six months 
later, and after being tested again gave a strong positive 
reaction. She also gave a history of a mild attack of 
scarlet fever six years previously. 

In recording the results of repeated test doses duriig 
scarlet fever convalescence one great fallacy has to be 
recognized—namely, that many persons with positive 
reactions may be easily converted into negative reactors 
by the small amount of toxin introduced into the skim 
by the test. To prove this point we gave repeated single 
skin test doses to eleven members of our staff who had 
given strong positive reactions on the first test. The 
results were as follows: one became negative after a single 
skin test dose; three after two doses; one after four doses; 
two after five doses; one after six doses; one after seven 
doses; while two who reacted as very strong positives t@ 
the first dose remained positive after seven doses. 

Since it seemed possible that these negative results might 
be due to a local tissue immunity, some of those who became 
negative were tested on the skin of the leg. The results 
roved the immunity to be general, and not local. 

All the staff while being immunized were employed in out 
sanatorium, which is a quite separate institution, so that 
there was no possible chance of their gaining immunity 
by small doses of infection apart from the injections. One 
nurse rendered negative by this latter method developed 
scarlet fever three months later; she was then found to 
be positive again. The attack was a very mild one, but 
was complicated by the onset of rheumatism and endo 
carditis. Tested in the third week of disease she was 
again negative. No nurse who was originally Dick-negativé 
has contracted scarlet fever up to the present.* 


* Since writing, one Dick-negative reactor has contracted scarlet fever 
She was tested seven months ago. On testing again the first day of het 
illness she was still negative. 
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THE DICK TEST. 


Before discussing the interpretation of these unexpected 
results, the effects of scarlet fever antitoxin treatment in 
our wards may be recorded. Out of 960 admissions 114 
of the worst cases have been given doses of scarlet fever 
antitoxin in amounts of 10 to 40 c.cm., according to our 
estimate of the severity and duration of the disease. In 
96 of these the results have been extremely favourable. 
In this group we have observed rapid decrease in the fever, 
cleaning of the throat, cessation of purulent nasal dis- 
charge, and a low incidence of septic complications, such 
as otorrhoea (7 per cent.), in view of the fact that all the 
eases are severe ones. We have found antitoxin effective 
even so late as the fifth day of disease in septic cases. 
Only 3 deaths occurred out of a total of 960 cases, compared 
with 15 in the immediately preceding cases of the same 
number, none of whom received serum. 

One of the fatal cases was a patient with the malignant 
haemorrhagic type of infection, who died a few hours 
following admission, after thirty-six hours’ iilness; 2 died 
of septic pneumonia. In these 3 cases the serum had no 
appreciable effect. In 15 others the disease was not in- 
fluenced by serum. One of these was a second-day case; 
6 were third-day cases; 2 were fourth-day cases; and 
6 fifth-day and after. 

These failures are difficult to explain, since the patients 
appeared no worse than others with equal duration of 
disease who were strikingly benefited. For many years we 
have used galvl with good effect in cases of scarlet fever 
with phagedaenic ulceration of the throat; in some of these 
serum failures it was used with benefit. As this drug is 
no longer procurable in England we have recently tried 


sulpharsenobenzene (three different brands), but it does: 


not appear to be nearly so effective. 

One complication that appeared in 20 per cent. of the 
serum-treated cases was severe secondary cervical adenitis, 
although only one of these cases eventually suppurated. 


Discussion. 

In our results the most striking feature is the remarkably 
slight difference among the proportions of positives in the 
various groups: 31 per cent. in the scarlet fever con- 
valescents, 34 per cent. in the staff group, and 41 per cent. 
in the diphtheria convalescents. The surprisingly high pro- 
portion of negatives in the acute stage of scarlet fever was 
also quite unexpected (51 per cent.). The fact that all the 
negative eases in the group-remained negative and most 
of the positive cases positive on retesting strongly confirms 
our opinion that there was no error in observation. 

Although some of the acute scarlet fever cases showed a 
reversal of reaction from positive to negative on retesting 
during convalescence more than half still remained positive. 
While our results on retesting in convalescence differ 
from those of many other observers who have retested 
scarlet fever cases repeatedly during convalescence, we think 
that others have not sufficiently recognized the powerful 
effect of a few repeated skin tests in producing immunity 
against the toxin in certain individuals. ° 

Although four of the Dick-positive convalescents had 
second attacks of scarlet fever within a month clinical 
experience proves that the bulk of these persistently 
Positive reactors are unlikely to contract scarlet fever 
again. It may be that the nose and pharynx acquire local 
immunity, although general antitoxic immunity is not 
developed. 

We first thought the test material was at fault, but this 
cannot be the reason, because, if it had been too weak, 
while the number of positive reactions in convalescence 
would have diminished, the number of negative reactions 
im the acute stage would have increased. If strong 
enough to make all the acute cases positive it would 
presumably also have increased the number of positive 
reactions in convalescence. 

Another curious fact in the etiology of scarlet fever is 
the rarity of attacks of scarlet fever in infancy; many 
observers have stated that this is inditated also by infants 
always being Dick (as Schick) negative. It has been 
too hastily assumed that this result is due to a passive 
Mmunity inherited from the mother. This view cannot be 
accepted in all cases, because.we have frequently seen a 
hursing mother contract scarlet fever while her baby 


escaped. Two such instances occurred in our present series 
of cases. In one instance the 8-day-old infant of a woman 
with definite scarlet fever, contracted the day after par- 
turition, was tested and found Dick-negative. She escaped 
infection, although in a scarlet fever ward, while her 
mother ‘was actually suffering from the disease; it is 
obvious that an infant cannot inherit what her mother does 
not possess. 

Recently Dr. Fletcher’ has stated that in the Dutch East 
Indies, where scarlet fever does not occur, the bulk of 
young children give positive Dick reactions. With increas- 
ing age the number of negatives becomes equal to that 
found in countries where scarlet fever is endemic; thus an 
immunity is obtained in spite of the absence of scarlet 
fever. 

We would suggest that immunity to scarlet fever is 
partly inborn or hereditary and partly a function of age, 
being high in infancy, rapidly decreasing in early 
childhood, rising again in later childhood, and becoming 
comparatively high in adult life. It would appear that 
in any age group outside infancy reactors to the Dick 
test might be placed in three groups: those who are 
persistently strongly negative; those who fluctuate between 
positive and negative; and those who are strongly positive 
and, though convertible into the negative by artificial 
means, tend soon to become positive again. 

We do not think the doctrine of immunity increasing in 
age, due to subminimal doses of infection through life, 
will cover all the recognized facts, especially the immunity 
of infants. 

If it were not for the strikingly beneficial results of 
streptococcal antitoxin in 90 per cent. of the cases we 
could feel doubtful of the etiological relationship of 
Streptococcus scarlatinae to scarlet fever; but even here 
there are some inexplicable complete failures. Moreover, 
although this serum reduces the fever within forty-eight 
hours by several degrees in most cases, in many it does 
not appear to extinguish it completely, as the tempera- 
ture tends to hover between 99° and 100° F. for three or 
four further days. 

Another interesting feature is that serum does not appear 
to prevent secondary cervical adenitis—that is, adenitis 
after the throat is apparently normal. This phenomenon 
does not commonly occur in other streptococcal throat 
infections, although in scarlet fever it is certainly common 
even after the mildest cases. These facts, coupled with our 
experience of the beneficial effect of galyl (one of the 
arsenicals) where serum has failed, suggest the possibility 
that there may be another symbiotic factor, at present 
unknown, which might explain much that is inexplicable 
in the recent discoveries concerning the etiology of scarlet 
fever. 

REFERENCE. 
1 British Medical Journal, March 17th, 1928, p. 448. 


THE ANTIRACHITIC ACTION OF IRRADIATED 
ERGOSTEROL IN CHILDREN AND 
ADOLESCENTS. 

BY 


S. J. COWELL, M.R.C.P. 
(From the Royal Infirmary, Sheffield.) 


Ir is now ten years since rickets was first proved by 
scientific experiment to be intimately related to the absence 
from the dietary of a specific food factor. This new con- 
ception of the etiology of the disease met with considerable 
opposition, but it has held its own against all previously 
recognized hypotheses, and to-day there are grounds for 
believing that the specific antirachitic food factor has 
actually been isolated as a pure chemical substance. The 
story of the experimental work that led from the original 
proof of the existence of the antirachitic factor to its 
isolation is a long but fascinating one, and the main steps 
in the chain of discovery may be condensed as follows. 

To Metlanby? belongs the credit of establishing the 
existence of the antirachitic factor by means of his ex- 
haustive investigations on puppies. He demonstrated that 
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ANTIRACHITIC ACTION OF IRRADIATED ERGOSTEROL. 
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rickets could be produced with certainty, and be prevented 
or cured with equal certainty, by the omission from, or 
addition to, the diet of certain foodstuffs, the most impor- 
tant of which were cod-liver oil, egg-yolk, cream, and 
butter. These foodstuffs, which he found were able to 
prevent the occurrence of rickets when given to growing 
animals, were known to be rich sources of the then 
comparatively recently discovered fat-soluble vitamin, or 
vitamin A. For some years it remained doubtful whether 
this growth-promoting vitamin A and the antirachitic 
vitamin were identical bodies, but in 1922 McCollum and 
his co-workers? proved that they were two distinct entities, 
one of which (vitamin A) was more easily destroyed by 
oxidation than the other. 

Many attempts were made to isolate these factors, and 
though it was found possible to obtain highly concentrated 
active fractions from such substances as cod-liver oil which 
were rich in fat-soluble vitamins, efforts to separate 
the vitamins as pure chemical substances were never 
successful, 

In the meantime Huldschinsky* had demonstrated that 
rickets could be cured in children by exposing them to 
ultra-violet light. Shortly afterwards it was found by 
Hume,* and by Goldblatt and Soames,* that rats kept 
without a supply of fat-soluble vitamin would grow better 
if they were exposed to ultra-violet light. Hume and 
Smith® later found that stimulation of growth and good 
bone calcification occurred in rats as the result of exposing 
the cages in which they were housed to ultra-violet light; 
it was subsequently found that this occurred only when 
sawdust was present in the cages during the irradiation, 
some of the sawdust being afterwards eaten by the animals. 
Steenbock and Black’ were working at this time on the 
effects of ultra-violet irradiation, and they had already 
found that the irradiation of common foodstuffs previously 
devoid of any fat-soluble vitamins conferred on them the 
property of promoting growth and good bone calcification. 

It seemed important to determine whether these findings 
were applicable to cases of human rickets, and in 1925 
Cowell* showed that active rickets could be cured in 
children by giving them milk which had previously been 
irradiated. Hess shortly afterwards published similar 
results obtained with dried milk; the same worker later 
found that the irradiation of apparently pure cholesterol 
rendered it powerfully antirachitic both in animals and 
children. For a short time it was believed that irradiated 
cholesterol might prove to be the much sought after anti- 
rachitic vitamin. It was soon proved that perfectly pure 
cholesterol could not be made antirachitic by irradiation 
and in 1927 Rosenheim and Webster,® and Windaus and 
_Hess,'® showed that the irradiation of the chemically 
related ergosterol converted it into an intensely potent 
antirachitic agent. It is now considered highly probable 
that this sterol is the true parent substance of the anti- 
rachitic vitamin, or ‘ provitamin,’’ and is converted into 
the actual antirachitic vitamin under the influence of 
ultra-violet light. 

Irradiated ergosterol was shown to have a marked 
curative effect in clinical cases of rickets, and commercial 
preparations have been put on the market by reputable 
firms both in this country and in Germany. The German 
preparation is sold under the trade name of “ vigantol ”’; 
numerous articles have been published in Continental 
medical journals during the past few months describing 
the successful results obtained by its use in cases of 
rickets and osteomalacia: Three widely advertised British 
preparations are sold by the British Drug Houses under 
the names of (1) radiostol, which contains the anti- 
rachitic vitamin alone; (2) radiostoleum, which contains 
vitamin A as well as the antirachitic vitamin; (3) radio- 
malt, which contains both vitamins, together with malt. 
Few reports as to the efficacy of these preparations in 
clinical cases have yet been published. Aidin™ has recently 
recorded a series of five cases of rickets in young children 
treated successfully by radiostol. The dose given to his 
patients was at first 3 minims three times a day; this 
was found to be insufficient to bring about rapid healing 
ong the amount was increased to 10 minims three times 
a day. ; 


The cases of rickets about to be described were treated 
with the commercial preparations of irradiated ergosterol 
under controlled conditions in hospital. The diagnosis of 
active rickets was confirmed in every case by means of 
radiograms, and progress was followed by a series of «-ray 
photographs taken at frequent intervals. The patients 
diets were chosen in such a way as to exclude the possi. 
bility of any considerable amount of antirachitic vitamin 
being consumed—that is to say, they were given but a small 
daily allowance of milk, no eggs, and no butter; they were 
allowed green vegetables, which furnished a supply of 
vitamin A. The patients themselves were kept in such 
positions in the wards that direct sunlight could not fall 
on them. It has previously been shown that under thes 
conditions no appreciable healing of active rickets takes 
place in the course of a few weeks. 

Case 1—A girl, aged 1} years, with marked deformities of the 
lower limbs, and bronchial and nasal catarrh. Treatment: For 
the first twenty days 3 minims of radiostol were given twice 4 
day; subsequently ¥ minims three times a day. light healing 
at the epiphyses was noted after three weeks, and rapid healing 
after four weeks; healing was virtually complete in six weeks, 
After ten days in hospital she developed acute bronchitis; her 
allowance of milk was at once increased to 1 pints a day, and 
sho became afebrile in three days. She gained 4 lb. in weight 
during the six weeks of treatment. ; 

Vase 2.—A boy, aged 5, with marked rickety deformities, 
Treatment: For the first twenty days 4 minims of radiosto! twice 
a day, subsequently 5 minims three times a day. Pronounced 
healing was apparent in three weeks, very dense calcification at 
the ends of the diaphyses in six weeks, though the margins 
were still irregular. He gained 4} lb. in the course of the 


treatment. 

Case 3.—A girl, aged 2, with moderate deformities of the lower 
limbs; florid rickets radiographically. Treatment: 5 minims of 
radiostoleum three times 2 day. Pronounced healing was apparent 
in three weeks, and healing was complete by the sixth week, 
Her general condition was much improved, and she gained 1 Ib, 


during the six weeks. 
Case 4.—A girl, aged 13, with late rickets; she had noticed 
pain in her knees and slight knock-knee deformity for about 
two months; active rickets was clearly shown in the «x-ray photo 
raphs. Treatment: 5 minims of radiostol three times a day. 
ealing was just beginning after ten days, and was practically 


complete in five weeks. 

Case 5—A girl, aged 17, with late rickets. She was small 
and under-developed for her age; she began to menstruate at the 
age of 16. When she was 15 she first noticed that she was getting 
knock-kneed; for two or three months before admission she had 
had considerable pain in her knees, Treatment: 5 minims of 
radiostol three times a day. Healing was just beginning after 
ten days; it proceeded rapidly after three weeks, and was almost 


complete in five weeks. i 
These cases show that the commercial preparations of 
irradiated ergosterol employed will bring about the healing 
of active rickets in young children of various ages and 
in adolescents. The minimal effective dose for bringing 
about rapid healing was approximately determined im 
Case 1, where 6 minims of radiostol a day produced only 
very slight healing in three weeks, whereas the later cases 
healed very rapidly in this space of time with 15 minims 
a day. It would appear probable that 15 minims of 
either radiostol or radiestoleum is a sufficient daily dose 
for most cases of rickets. It is unlikely that any ill effects 
would follow the giving of even considerably larger doses, 
though Kreitmar and Moll!* have recently shown that 
certain experimental animals can be poisoned in a few 
weeks by giving them daily doses of irradiated ergosterol 
of the order of 1,000 times the minimal effective antl 
rachitic dose. 

It may perhaps be emphasized that though irradiated 
ergosterol wiil bring about the healing of rickets it does 
not, like cod-liver oil, contain vitamin A, and evidence 
is now accumulating to show that an adequate supply of 
this vitamin is all-important to secure resistance to il 
fections. When, therefore, any preparation of irradiated 
ergosterol is employed as an antirachitic agent, it B 
essential to see that a sufficient supply of vitamin A 8 
given at the same time. This can be done by including 
egg-yolk, butter, milk, and green vegetables in the diet, 
or by using a preparation which contains this vitamil 
in a concentrated form. All the young children whosé 
cases are reported here put on weight during their treat 
ment. Curiously enough the one that gained least weight 
was the one that received the extra supply of vitamin 4 
in the form of radiosto!leum, 
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INGESTION OF 1,000 GRAMS OF GLUCOSE. 
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This work was assisted by a grant from the Medical Research 
Council, to whom my thanks are due. I wish to express my 
thanks to Professor Mellanby for permission to publish these 


cases, which were under his care at the Royal Infirmary, Sheffield. 
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REPORT ON THE RESULTS OF EXAMINATION OF 
NINE CASES AFTER THE ORAL INGESTION 
OF 1,000 GRAMS OF GLUCOSE. 

BY 
WALTER J. MAY, M.D.Guas., M.R.C.P.Eb., 


CONSULTING PHYSICIAN TO THE NATAL MENTAL HOSPITAL, 
PIETERMARITZBURG. 


Ir has been stated by different authorities that it is 
impossible to make a normal person pass sugar in the urine 
after the oral ingestion of glucose. 

The leak point of the kidney for glucose is now generally 
recognized as being between 0.16 and 0.18 per cent. 
MacLean' states that the hyperglycacmia resulting from 
the ingestion of carbohydrates appears, in the normal 
individual, to be limited to about this level, the threshold 
level for glucose, and cannot easily, if at all, be forced 
above it. He also goes on to state that in this fact lies 
the explanation of the difficulty in provoking glycosuria in 
the normal individual by giving glucose, a difficulty referred 
to in several recent publications. Later on in the same 
book* he quotes Taylor, who, as the result of experimental 
work,* stated that ‘‘ in the majority of healthy males there 
is no limit of assimilation of glucose; glycosuria does not 
occur following the largest possible ingestion of pure 
glucose."’ These observers in five instances gave doses of 
500 grams of glucose, with the production of glycosuria in 
one case only. 

Shapland,* commenting on this subject, states that— 

A striking phenomenon in the curve of the healthy subject is 
ihe intervention of the storage mechanism, directly the blood 
sugar concentration approaches the normal renal threshold for 
sugar. This storage mechanism is so efficient that even if sugar 
ingestion is pushed to the limit of digestive tolerance, it is 
rarely possible to produce a demonstrable glycosuria in a normal 
subject. It is indeed doubtful if alimentary glycosuria can occur 
in perfect health. Should it occur in a subject with a norma! 
renal threshold for sugar, it indicates a defect in dealing with 
excess of carbohydrate, and, therefore, the patient should be 
regarded as a potential diabetic. 

Up to the present all attempts at giving doses of more 
than 500 grams of glucose have failed, owing to the nausea 
and vomiting which were induced. It occurred to me that, 
as the native races of Natal are fond of sugar, it might be 
possible to induce them to take larger doses than those 
previously recorded. Acting on this assumption nine 
natives were examined. In each case an ordinary glucose 
tolerance curve was first done in order to eliminate any 
cases in which there might be any disturbance of the 
glycogen-storing power of the liver. For this the usual 
dose of 50 grams of glucose was employed. 

MacLean’s method of estimating the blood sugar was 
employed throughout the investigation, and the urine 
tests were made with Benedict’s solution. It will be seen 
from examination of the charts that, with the exception of 
Cases 3 and 5, a normal glucose tolerance was found. 
(Cases 3 and 5 each showed a maximum blood sugar con- 
centration of 200 mg. per 100 c.cm. of blood. I think that 
it may be assumed that these two readings are within the 
limits of experimental error. Each patient was then given 
a dose of 1,000 grams of glucose, and in each case this 
huge dose was swallowed without any mausea or vomiting. 
Cases 1, 5, 6, 7, and 9 show a distinct rise in the blood 
sugar. aud a definite glycosuria. Examination of the charts 
will show that the glycosuria varied from a trace up to 
: per cent. The hyperglycaemia varied within rather wider 
imits. 


This series of cases, though small, shows definitely that 
the ingestion of huge doses of glucose strains the g!vcogen- 
storing capacity of the liver to its fullest extent, and that 
there is then a certain degree of overflow. 

During the course of this investigation I discussed these 
cases with Professor MacLean, who pointed out that in 
his opinion the interesting point was that some of the 
cases passed sugar in the urine with a blood sugar content 
which was lower than that which is ordinarily accepted as 
the normal excreting level. (See Cases 2, 3, 4, and 8.) It 


In cach of these charts the continuous curve shows blood sugar 
after 50 grams of glucose; the interrupted eurce shows blood 
sugar after 1,000 grams of glucose. 
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Cuart 1 (Case 1).—Urine after 50 grams of glucose; 1 hour, nil; 2 hours, 
nil. After 1,000 grams of glucose; 1 hour, trace; 2 hours, 14 per cent, 

Cart 2 (Case 2).—Urine after 50 grams of glucose : 1 hour, nil; 2 hours, 
nil. After 1,000 grams of ghucose: 1 hour, nil; 2 hours, 1 per cent.; 
8 hours, 2 per cent.; 13 hours, 1 per cent. 

Cuart 3 (Case 3).—Urine after 50 grams of glucose : 1 hour, nil; 2 hours, 
nil. After 1,000 grams of glucose: 1 hour, nil; 2 hours, trace; 14 hours, 
trace; 20 hours, trace. 
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Cuart 4 (Case 4).—Urine after 50 grams of glucose : 1 hour, nil; 2 hours, 
nil. Urine after 1,000 grams of glucose: 1 hour, trace; 2 hours, 1 per 
cent. ; 6 hours, 14 per cent.; 18 hours, 1 per cent. 

CxHirt 5 (Case 5).—Urine after 50 grams of glucose : 1 hour, nil; 2 hours, 
nil: 3 hours, nil. After 1,000 grams of glucose: 1 hour, nil; 2 hours, 
1 per cent.; 3 hours, 2 per cent.; 4 hours, 2 per cent. 

Cuart 6 (Case 6).—Urine after 50 grams of glucose : 1 hour, nil; 2 hours, 
nil. After 1,000 grams of glucose: 1 hour, trace; 2 hours, 1 per cent. ; 
6 hours, 14 per cent.; 18 hours, trace. 
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CHart 7 (Case 7).—Urine after 50 grams of glucose: 1 hour, nil; 2 hours, 
nil; 3 hours, nil. After 1,000 grams of glucose: 1 hour, nil; 2 hours, 
trace; 3 hours, 1 per cent. 

Cuarr & (Case 8).—Urine after 50 grams of glucose: 0 hour, nil; 1 hour, 
nil; 2 hours, nil. After 1,000 grams of glucose ; 3 hours, trace; 16 hours, 
1 per cent. 

Cuarr 9 (Case 9).—Urine after 50 grams of glucose : 1 hour, nil; 2 hours, 
nil: 3 hours, nil. After 1,000 grams of glucose: 1 hour, nil; 2 hours, 
1 per cent.; 7 hours, trace, ‘ 


was interesting also to note that in some cases the glycos- 
uria persisted for periods up to eighteen hours after the 
ingestion of the glucose. 

In view of the information derived from these experi- 
ments it is interesting to review again the current views 
on alimentary glycosuria and renal glycosuria. Cammidge® 
admits that if the glycogenetic powers of the liver are 
exceeded a portion of the carbohydrate derived from the 
food may enter the peripheral circulation, and so produce 
hyperglycaemia and glycosuria. In this way, he states, it 
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is possible to account for the glycosuria produced by large 
doses of sugar, even in healthy people. 

Graham® states that a study of the blood sugar in cases 
of so-called alimentary glycosuria and severe diabetes does 
not suggest that there is any difference between the two 
types. In both the machine which regulates the taking up 
of the sugar from the blood is only out of action to a 
greater or less extent, the tissues are unable to burn sugar, 
which therefore floods the blood and is excreted in the 
urine. é 

Commenting on this series of investigations, Professor 
MacLean suggested that in the cases where the normal 
renal threshold was not exceeded, but where glycosuria 
was found, there might be some mechanism which lowered 
the normal threshold in order to eliminate the excessive 
quantity of sugar ingested. Cases 2, 3, and 4, and possibly 
8, show that it is not necessary to have hyperglycaemia 
before glucose is passed in the urine, while in Cases 1, 5, 
6, 7, and 9 a hyperglycaemia as well as a glycosuria was 
demonstrated. 

The investigation was carried out on natives in the 
Mental Hospital, Pietermaritzburg. It might be contended 
that these subjects were not nermal. I maintain, however, 
that the normal glucose tolerance, after 50 grams, shown 
by the cases eliminates any possibility of there being 
any defective power of glucose storage due to their mental 
condition. I have come to the tentative conclusion that 
in normal persons there is present in the kidney a hypo- 
thetica! mechanism which is brought into play when huge 
doses of glucose are given. By this mechanism the kidney 
ean eliminate the excess of sugar in the urine without 
increasing the blood sugar content. If this is so, then it 
would be possible to explain renal glycosuria as either an 
absence of this hypothetical mechanism or else as an 
impairment of it. 


ScMwaRy, 

Nine cases showing a normal glucose tolerance were 
examined after the administration of 1,000 grams of 
glucose. 

Five of these cases showed a hyperglycaemia with a 
corresponding glycosuria. Four of the cases showed no 
hyperglycaemia, but showed a glycosuria varying from 
a trace to 2 per cent. Therefore, these cases passed sugar 
in the urine at a leak point which is below what is considered 
to be the leak point of the normal person. Seven of the 
cases continued to pass sugar in the urine for varying 
periods up to eighteen hours after the blood sugar had 
returned to normal limits. 

‘I wish to thank Dr. Egerton Br i it 2 
Mental Hospital, for hia 


tion during the investigation, and also Dr. J. D. Montgom 
for her help in the blood sugar estimations. 
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A NOTE ON ETHER CONVUISIONS. 


BY 


A. C. REES WALTON, M.B.Brrm., M.R.C.S., 


THE CHILDREN’S HOSPITAL, BIRMINGHAM, 


In view of the interest aroused recently in convulsions 
occurring during ether anaesthesia, the following case is 
recorded as one in which impurities in the ether were a 
causative factor in the condition. 


A girl, aged 8 years, was admitted to the Children’s Hospital 
Birmingham, on April 28th as a case of acute abdominal 
crisis. Careful inquiry failed to elicit any previous history 
of epilepsy either in the child or in the parents. On admission 
she presented a very toxic appearance and marked pyrexia 
although the symptoms were only of a few hours’ duration. 
Immediate laparotomy was performed at 11.30 p.m. No morphine 
was given before operation, but atropine sulphate 1/100 grain was 
administered according to routine half an hour previous to it. 

‘Operation.—Anaesthesia was induced by a mixture containing 
two parts of ether to one of chloroform, and open ether sequence. 
The child passed quietly through the opening stages, and all 


- five minutes she was again seized by an attack, 


was procoeding comfortably until the intestines were handled, 
Although deeply anaesthetized she began to show distress, indi- 
cated by ierky respiration and a slightly greyish tinge. Various 
measures were tried at this stage to combat the difficulty— 
namely, air breathing alone, deeper anaesthesia, and oxygen 
administration together with ether. As a result her colour 


improved, and gradually the breathing became more regular, so. 


ether alone was resumed. In a short while twitching of both 
eyebrows occurred, and the facial muscles next became involved; 
the eyeballs remained stationary with the pupils fixed and widely 
dilated. These myoclonic movements were rapid and continuous, 
at the rate of, approximately, seven per second. In turn the left 
arm, abdominal muscles, trunk muscles, leg and right arm muscles 
were involved. The rate of twitching became less and _ the 
amplitude of movement increased. Until the skin sutures were 
inserted periods of generalized convulsions alternated with 
briefer intervals of flaccidity. The jactitation of legs and abdo- 


men was of sufficient magnitude to throw off instruments which. 


were laid there, and to interfere with peritoneal and muscular 
suture. Continuous oxygen through an airway—which latter had 
been used throughout—had no effect on the convulsive movements, 
The ether-chloroform mixture was also tried for about ten 
minutes during the later part of the operation, and this coin- 
cided with the onset of intermittent but more powerful convul- 
sions. . 

Condition Found at Opcration.—No free pus was found, but there 


* was hyperaemia of the lower abdominal peritoneum. The appendix 


was bound down to the posterior wall of the caecum, and _there- 
fore was not removed, since the caecum could not be mobilized, 
A tube was left to drain the pelvis, and later a sero-purulent 
discharge issued, from which pneumococci were isolated in culture, 
The operation took approximately forty-five minutes. Convulsions 
persisted for about thirty minutes. The optic fundi examined at 
the close of the operation revealed no abnormality. Before leaving 


the operating table the patient showed profound exhaustion as a 
result of the continued convulsions, the pulse rate having risen 


from 140 to 180 
pulse volume. 


per minute, with a coincident marked fall in 


Subsequent Progress.—After leaving the theatre at 12.15 a.m, 


the patient remained quiet for half an hour; a second series of 
convulsions then occurred. They were, as_ before, epileptiform, 
and generalized in distribution. This time they lasted for twenty 
minutes, being controlled by a small rectal dose of potassium 
bromide and chloral hydrate. After a free interval of twenty- 
lasting for 
twenty minutes, during which time a further dose of potassium 
bromide and chloral was given. At 2.15 a.m. a fourth and last 
series of convulsions occurred after a free interval of twenty-five 
minutes. This time the spasms were of mild degree and confined 
to the right side. Consciousness was not regained in the usual 
manner afterwards, but the patient had a restless night and 
was very dazed. 

During the following twenty-four hours she only vomited twice. 
For forty-eight hours afterwards there was marked delirium and 
restlessness, but, judging from the high temperature and_ pulse 
rate, this might have been due to the virulence of the infecting 
organism. The patient has since made gradual but good progress 
towards recovery. 


ComMMENT. 

By a coincidence a short article on tests fer ether 
impurities appeared in the Lancet of the same date as 
the above-described case. E. B. Robinson' of Manchester 
University describes two tests as advocated by W. Wobbe.? 
One is for the detection of acetaldehyde by means of 
an alkaline-ammoniacal solution of silver nitrate; the 
second test is for the presence of peroxides by means 
of a reagent consisting of potassium iodide and phenol 
puthalein. 

I am indebted to Dr. Hickmans, biochemist to the 
Children’s Hospital, who investigated samples of the ether 
administered in the above case, and nine cther sample 
bottles from the same batch. The ether employed in the 
present case was a new bottle, which was only opened 
shortly before use, and had been kept in dark storage since 
it was received from the makers in April, 1628. 

The nine other bottles, taken at random from stock, 
failed to respond to either test, whereas the bottle of ether 


used at operation gave a strongly positive reaction to the 


presence of acetaldehyde and peroxides. Moreover, when 
a small sample of ether from the implicated bottle was 
poured into the palm of the hand and allowed to evaporate, 
a noticeably pungent acrid smell was noted, whereas the 
other samples merely left a clean, sweet, ether odour. 

It is necessary, 1 think, to mention here that the first 
test solution is more unstable than hinted at by E. B. 
Robinson. When the reagent A (the alkaline solution 


of silver nitrate) and the tested ether mixed with it 
were poured away, on the day following the test, a 
violent explosion occurred in each case, a biochemist bein 
temporarily disfigured by spots of black silver stain. I 
the solutions are poured away immediately after the cone 
‘clusion of the test all is well. 
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Causes oF Erner ConvuLsIons. 

Various factors have been presented as giving rise to the 
alarming and only too frequently fatal convulsions arising 
during ether anaesthesia. 

1. Impurities in the Ether.—This factor was strongly 
upheld by the late Dr. S. R. Wilson.* He maintained that 
the convulsions were of toxic origin, and resulted from the 
action of acetaldehyde causing cell asphyxia by its- in- 
herent properties as a reducing agent, with the subsequent 
formation of acetic acid. That this was the cause in my 
own case I have no doubt. The convulsions gave every 
appearance of arising from severe and continuous irritation 
of the central nervous system. Evidently there was present 
some toxic product which was not eliminated from the 
system as rapidly as ether, hence the post-operative con- 
vulsions. Again in favour of a nerve cell disorder was 
the subsidence of convulsions after the exhibition of 
bromides and chloral. 

2. Deep Etherization.—This has been suggested as a 
cause. In answer to this, it may be asked how many cases 
of ether convulsions have been observed in comparison with 
the number of cases that have been deeply etherized? 

3. Excess of CO, in the system is suggested by Dr. 
Pinson* as a cause of dyspnoea, with exaggerated muscular 
activity overflowing from the respiratory group to the rest 
of the body. In, the case recorded, at no stage of the 
operation was there any marked excess of CO,. An airway 
was used throughout, and except for one short period the 
patient kept a good colour. 

4. Lack of oxygen supply to the brain, due to oedema 
and collapse of the lung bases, is suggested by Dr. 
Gwathmey® as a result of various animal experiments. 
Against this theory is the failure to arrest the convulsions 
in my own case by free ventilation of the patient with 
oxygen. 

5. Atropine overdosage has been put forward by Dr. 
Hornabrook.® On the other hand, the dose administered 
in this case was the usual routine pre-operative measure 
adopted at this hospital, and no similar case had occurred 
before. 

6. Renal origin has been suggested. In the present case 
the urine before operation was found to be free from 
pathological elements, but after operation ketone bodies 
were present in abundance. This latter finding is again 
in support of a toxic origin of the convulsions. 

7. Idiosyncrasy has been offered as being the basic 
factor. Obviously this affords a very wide field for specu- 
lation, and only time will prove or disprove this theory. 

8. Various minor factors, such as youth, pre-existing 
toxaemia, and heat, have been postulated. Cases are on 
record supporting and opposing these factors. 


SumMary. 

A case of epileptiform convulsions is described occurring 
during the course of ether anaesthesia. 

The ether was shown, by readily utilized tests, to contain 
large proportions of two well-known impurities sometimes 
assoviated with ether. . 

Although nine other bottles of the same batch were 
subjected to the same tests no impurities were detected 
in these. 

Acetaldehyde was probably the factor causing the con- 
vuisions by its action on a nervous system perhaps already 
rendered susceptible by a pneumococcal septicaemia, but 
certainly a nervous system to which epilepsy was previously 
quite foreign. 

Acetaldehyde, being of higher specific gravity and there- 
fore less volatile than ether, accumulated in the system 
and was eliminated less speedily, thus causing the delayed 


post-operative seizures. 


No cases of ether convulsions were recorded when ether 
was used as an anaesthetic during the seventy years 
previous to 1919. At this time various contentions were 
published that pure ether was not an anaesthetic, and as 
‘a result impure ethers came into use. 
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THE SYSTEMIC TREATMENT OF INFECTIVE 
ARTHRITIS. 
BY 
VINCENT COATES, W.C., M.A., M.D.Cantas., 


M.R.C.P.Lonp., 
PHYSICIAN, ROYAL MINERAL WATER HOSPITAL, BATH. 


MasquerapE of the condition formerly designated rheum- 
atoid arthritis and, more recently, infective arthritis under 
the title of focal arthritis, together with the importance 
attached to the discovery of a focus of infection, has 
resulted in too narrow an outlook and oversight of the 
fact that, at any rate from the therapeutic point of view, 
this condition should be regarded as a systemic infection 
and not as a disease of joints. 

This view, which of necessity embraces a wider outlook, 
calls for more comprehensive methods of treatment, the 
essentials of which are a raising of the individual’s 
immunity and the correction of biochemical abnormalities: 
the former implying the principles of treatment commonly 
applied to the active stage of, say, tuberculosis, and the 
latter, adjustment of departures from the normal in each 
system, the alimentary, the haemopoietic, etc., stage by 
stage. The success of such treatment depends in large 
measure upon individual experience in knowing just when 
to tackle each system. It will thus be seen that every 
case requires individual -consideration in the matter of 
treatment, section by section. Actual joint treatment will 
not be discussed in this paper 

The removal of infective foci, when present and obvious, 
should automatically take place, not necessarily in the 
hope of immediate results, but as a routine to relieve the 
individual from any embarrassing load factor. 

Bearing in mind the common incidence of tonsillar and 
oral sepsis in non-arthritics it does not seem unreasonable 
to suggest that the alimentary tract, even in virtue of 
size and occultness alone, is potentially the source of in- 
fection in a large percentage of cases of arthritis, and the 
not unusual methods of treatment by intestinal antiseptics, 
Plombiéres douches, and vaccines made from intestinal 
organisms are tacit witnesses to this view. 

The relative value of any form of intestinal disinfection 
is difficult to assess correctly, in that some cases respond 
more readily to one treatment than others, and the 
chronicity of the disease bears a definite relationship to 
this response. I am rather in favour of the administration 
of small doses of calomel, such as one-sixth of a grain 
every hour for six doses on alternate days, followed by a 
saline the next morning. Another method found most 
efficacious in some instances is that of changing the pH 
value of the intestinal medium by administration of pure 
cultures of lactic acid bacilli in milk twice a day. On some 
occasions the rectal administration of this has been tried 
after colon evacuation by enemata. Plombiéres douches 
have been found extremely useful on the whole and are 
always worth consideration. It is difficult to estimate the 
disinfecting powers of potassium permanganate in capsules 
when taken by the mouth and followed by a draught of 
water on an empty stomach, but this method, with o1 
without rectal irrigation with permanganate solution, has 
its advocates. Guaiacol carbonate with sublimed sulphur 
in cachets over a long period of time is a routine of long 
standing. The administration of streptococcal vaccines 
would seem to be most indicated where there is an 
associated nasopharyngeal involvement, especially when 
allergic in origin. In the atrophic form of arthritis achlor- 
hvdria is exceedingly common, and if the result of a 
fractional test meal proves this to be the case hydrochloric 
acid well diluted should be given at meal times. 

Although in many cases of infective arthritis, personally 
investigated, the levulose tolerance test and Widal’s 
haemoclasic test seem to be too gross to demonstrate a 
liver inefficiency, yet an hepatic inadequacy of a mild 
or moderate degree may be assumed on the summary 
of evidence obtained by a skilled biochemical opinion on 
the urine and stools, and the somewhat haphazard diet 
sometimes prescribed for these patients is capable of adjust- 
ment to mect the capabilities of any particular digestion 
until such time as the temporary rest afforded to the liver 
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by these means is no longer required. When the sugar 
storage mechanism is at fault and an emaciated patient is 
required to put on -weight, insulin in suitable doses, 
together with the ingestion of glucose or sugar-candy, has 
been found very useful. 

Moderately seyere secondary anaemia is usual in infec- 
tive arthritis. This has to be combated by the methods 
usually adopted in secondary anaemia, such as iron and 
“arsenic by the mouth or injections of serum ferrugineux, 
‘but it is not unusual in chronic cases to find a fatigued 
‘bone marrow, and recently liver feeding has produced some 
hopeful results. The troublesome leucopenia which follows 
prolonged arthritis sometimes responds to injections of 
nucleic acid. 

The value of skilfully given massage as a_ general 
measure in infective arthritis is too well known to need 
comment, but hydrotherapy (though its indiscriminate use 
‘in the acute and subacute stages has brought discredit on 
many spas) is useful, when properly applied, throughout 
the course of the disease, quite apart from the question of 


joint treatment, as a general sedative or stimulant to. 


metabolism, to induce sweating and ensure sleep. More- 
over, any well-equipped spa, being an arthritic unit in 
‘itself, implies the presence. of specialized apparatus and 
personnel. In the systemic treatment of arthritis hydro- 
therapy is particularly useful in increasing the function 
of that highly specialized but much neglected organ the 
skin. The sweat in the grosser forms of arthritis has a 
characteristic and tenacious odorr, and the skin is apt to 
be either greasy and opaque or else atrophic and shiny; 
the various methods of hydrotherapy, therefore, in over- 
coming the dysfunction of the skin cannot be orer-esti- 
mated. In arthritic cases complicated by fibrositis and 
more particularly by panniculitis there is no treatment 
which adequately takes the place of hydrotherapy. 


PERSISTENT PRIAPISM DUE TO SECONDARY 
CARCINOMA IN THE CORPORA 
CAVERNOSA, 


: BY 
R. CAMPBELL BEGG, M.C., M.D., F.R.C.S.Ep., 
F.A.C.S., F.C.S.A., 
SENIOR UROLOGIST, WELLINGTON HOSPITAL, NEW ZEALAND. 


Scuevurr,* in an elaborate classification of the causes of 
priapism published in 1911, mentions as a subheading 
‘“ neoplastic diseases of the penis.’? This appears to be, 
however, a rare phenomenon, as is, indeed, priapism itself. 

It seems worth while to record the following case in 
which the etiology of the symptom was not ascertained 
during life. 


A labourer ed 62, was admitted to my service in the 
Wellington Hospital on March 18th, 1926, with the history that 
five weeks previously the penis had become erected and had 
remained so. There was mild aching pain about the crgan, at 
times shooting into the perineum and thighs. He had had mild 
nocturia for some years. Since the onset of the priapism there 
had been some scalding on micturition, but no difficulty, and the 
stream was good. He stated that at times the urine was dark 
in colour. ere was no definite haematuria. He had not lost 
weight or strength. 

Examination showed him to be a_ well-nourished, somewhat 
adipose man. No oedema was present. The cardiac and respira- 
tory systems were normal. Blood pressure 140/80. The abdomen 
was very large owing to fat, and was difficult to palpate. There 
was no apparent enlargement of the liver or spleen; no dullness 
in the flanks; no pain on pressure in the costo-vertebral angles. 
Neither kidney was palpable or tender. The testicles and scrotum 
appeared to be normal. The penis was erect, hard, and turgid 
lying parallel to the abdominal wall. _No irregularities were felt 
on careful palpation of the corpus spongiosum or corpora 
cavernosa. 

On rectal examination a soft, uniformly enlarged prostate gland 
was felt projecting markedly into the rectum and extending 
upwards: so that the examining finger could barely reach the 
uppermost limit. No nodules or indurations were felt in the 
- * of the bulb or membranous urethra. 

- The urine was acid, with no deposit; specific gravity 1018. No 
white cells, organisms, or red cells were present. ee 

A blood count showed red cells 4,500,000, white cells 7,000: 
om ba 34 per cent. The central nervous system seemed 
normal. 

The Wassermann test of blood and spinal fluid was negati 
‘The Kahn test also was negative. ever —. 


Kidney function: phthalein, 52 per cent. in first two hourm 
Blood, non-protein nitrogen, 40 mg. per 100 c.cm. There “was” no 
residual urine. It was impossible to pass a cystoscope for +i dy, 
Plain x ray gave negative results. : 

Provisional Diagnosis —Leukaemia and central. nervous disease 
having been eliminated, the cause of the priapism remained 
obscure. The only notable pathological feature was the very 
large prostate. ; 

- 4 the usual non-surgical measures were tricd without any 
effect. : 

Opcration.—Suprapubie prostatectomy was performed. The masg 
removed, comprising two lateral lobes, had the dimensions of 
6 cm. by 5 cm. Microscopically there was no sign of malignancy, 

The patient seemed to recover well from the_ operation, but 
the priapism was litile, if at all, improved. He was_ allowed 
up on the third day. On the eleventh day he was not so well, 
and there was very little urinary secretion. In spite of all treat 
ment. the urinary flow was not properly re-established, the mon. 
protein blood nitrogen reached 67 mg., and he died in coma on 
April 28th, fourteen days following the operation. : 

Necropsy Findings.—There was a suprapubic wound partially 
healed and a healthy-looking prostatic cavity. Tho bladder 
showed no inflammation and but little trabeculation. The ureters 
were not dilated. The ‘right kidney was normal in size, but on 
section showed early dilatation of the pelvis and some toxi¢ 
pallor of the cortex. The left kidney presented a cystic swelling 
on its upper and outer aspect. The cyst was lined by necrotit 
membrane and filled with blood-stained turbid fluid. It did not 
communicate with the pelvis, which was somewhat dilated. _The 
kidney was pale, and at one part of the cortex was a_ small 
whitish nodule of tumour. The liver was filled with discrete 
masses of new growth. The corpora cavernosa were infiltrated 
with white masses of tumour, which in parts showed red patches 
of degeneration. The fibrous capsule was not invaded; except. om 
section there’ was no evidence of the growth. There was no 
glandular involvement and there were no other metastases. ‘ 

Microscopical Appearance.—The nodule in the kidney and the 
walls of the cystic cavity, ae with sections of the deposit 
in the liver, all gave a similar appearance—namely, masses of 
cubical cells having an elongated acinar arrangement strongly 
resembling the convoluted tubules of the kidney. This is a not 
uncommon appearance in sections of certain portions of so-called 
Grawitz tumours, and is fairly characteristic of carcinoma as 
seen in the renal substance, Primary carcinoma in the corpora 
themselves would presumably not take on this formation, but 
would be of the carcinoma simplex type with stroma more or 
less developed. For this reason it is assumed that the primary 
growth was renal. The late development of symptoms associated 
with a lesion of the corpora would confirm this view. 


Comment. 

The commonest causes of priapism of the persistent 
type appear to be leukaemia and lesions of the central 
nervous system. Cases in which it is due to blocking 
of the circulation in the corpora cavernosa by malignant 
growth are rare. Dr. Frank Hinman* published in_ the 
Annals of Surgery in 1914 a comprehensive review of the 
subject of priapism in general, and in 173 references in 
the bibliography attached not a single one was due t 
malignancy. 

The only reference found in a casual survey of more 
recent literature was in a case reported by Cowie,' in 
which the substance of the corpora cavernosa was replaced 
by myxosarcomatous tissue spreading from a primary 
growth in the prostate. 

Dr. W. A. Frontz? of Baltimore recently reported a case 
at the annual meeting of the American Association of 
Genito-urinary Surgeons, Atlantic City, N.J. This case 
was not diagnosed until necropsy. An attempt was made 
to relieve the condition by incision into the corpora 
cavernosa. At necropsy extensive metastases were found, 
but Dr. Frontz was inclined to think that the tumour 
was primary in the corpora cavernosa, At the same 
meeting Dr. H. H. Young® of Baltimore mentioned that 
he had encountered a similar case. 

Diagnosis in these cases is apt to be erroneous as the 
growth is well confined in the sheath of the corpus and 
no nodulation can be felt from the outside. In cases where 
malignancy is widespread in other parts of the body no 
treatment appears to be of any use. 
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urinary Surgeons, 1927. 
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THE EIGHT STAGE CLASSIFICATION OF 
PULMONARY TUBERCULOSIS. 

BY 


B. A. PEROTT, M.D.Prerrocrap, L.M.S.S.A.Lonp., 


CONSULTING PHYSICIAN TO THE RUSSIAN RED CROSS SOCIETY (OLD 
ORGANIZATION) AND RELIEF FUND IN GREAT BRITAIN. 


TuERE is no doubt that classification plays a very important 


part in the questions of regime, treatment, and prognosis 
of tuberculosis of the lungs. The more exact the diagnosis 
the more definite and the more successful may the result 
of treatment be. Not only is the stage of disease impor- 
tant, but even still more, in my opinion, is the tendency 
of the process—that is, the rapidity of the development 
of the disease and transition into the next stage. It 
reminds me of a non-stop train rapidly travelling towards 
its destination and passing all stations. The damage may 
only be noticed at the end of the journey, when it may 
be too late or too complicated to repair, or there may be 
a serious accident on the way, quite suddenly and unex- 
pectedly. But if the train stopped at each station and 
was inspected and examined in every detail remedial 
measures might be undertaken and disaster be averted. 

A brief classification is comparable with such a ‘“ non- 
stop’ train, and is especially unsatisfactory for the in- 
experienced practitioner, since the most important part 
of the disease—the rapidity of development—may entirely 
escape attention. This is especially serious when the patient 
is sent to another medical consultant, because everything 
turns on two fundamental points—the exact stage of the 
disease and how quickly it developed. The rest depends 
upon the experience of the doctor and the condition in 
which the patient is and to which he could afterwards 
attain. It is unnecessary to enumerate all the classifica- 
tions, but some should be mentioned, especially the well- 
known and most imperfect Turban-Gerhard, where the 
third stage includes an immense quantity of variations 
under only one label. 

Brehmer’s classifieation resembles that of Turban in 
character, but combines all forms of pulmonary tuber- 
culosis in three groups. 

1. The acute form—as, for example, miliary tuberculosis. 

2. The subacute and chronic forms, including the caseous, caseo- 
fibrous, and fibrous varieties. 

3. Abortive forms, such as that at the apex of the upper lobe. 

A slightly more detailed classification was suggested by 
Dr. A. Sokolovsky of Poland (Wyklady kliniczne choréb 
drég oddechowych). He also recognizes three stages, but 
subdivides them into more detailed forms. 


A. Chronic Tuberculosis. 

1. The early stage: (a) With evident signs of lesion of the 
aoa of respiration. § ) With concealed signs: (1) pseudo. 
chlorosis, (2) pseudo-cardiac form, (3) pseudo-malarial form, (4) 
form, (5) pseudo-pleural form, (6) 
ronchial form, (7) pseudo-laryngeal form, (8) pseudo-emphy- 
sematous form. 
2. Tuberculosis of lungs completely developed—stage of lique- 
destruction. 

3. The fibrous form. 


B. Acute Tuberculosis. 
1, Acute caseous tuberculosts : (a) local, (b) diffuse. 


: C. Acute Mikary Tuberculosis. 

1. Typhoid form (septicémie bacillaire tuberculeuse). 

— tuberculosis (form asphyxique de la phthisie aigue— 

Sir Robert Philip bases a detailed classification on the 
degree of systemic intoxication, recognizing that the 
toxaemia plays the great part in the course of the malady. 
Often the local changes are most extensive, but systemic 
intoxication is very slight; on the other hand, compara- 
tively slight changes in the systemic disturbances in the 
lungs may be extremely serious. The prognosis in these 
cases depends upon what condition governs either the 
extension of the process or the systemic intoxication. 

He adopts a symbol L to designate the local lesion of 
the lungs, and a symbol § for the systemic involvement ; 
by combining capital and small letters it. is possible to 
express the diagnosis with more or less accuracy. In 
addition, Sir Robert Philip uses the small numbers, 1, 2, 
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and 3 indicating the stages of Turban. For instance, 
L,s means early local process with slight systemic intoxica- 
tion, and L,S the same early process but with more severe 
intoxication. Symbol | represents the relatively hopeless 
case; so,. for instance, 1s, /,s, and I,s are the groups 
where the toxaemia is not in proportion to the extent 
and severity of the local lesion of the lungs. 

His classification divides tuberculosis of the lung into 
twelve clinical groups. This classification is very detailed, 
but gives place to subjectivism because the degree of 
systemic toxaemia is less distinctively conceived than the 
extension of the lesion. Various observers may indicate 
the same degree of toxaemia differently; besides which, 
used as a basis in this way, the Turban classification is 
particularly inexact. 

I do not think it is necessary to describe the classifica- 
tions proposed by Petruschky, Cornet, Rohden, Beneke, 
Laomis, Williams, Germain Sée, Hoffmann, Bard, Frankel, 
Meissen, and others; none of these, in my opinion, give an 
exact definition of the stage of the process. This is why 
I propose the classification of Professor Gabrilovitch as the 
best one for attaining this purpose and the most detailed 
and exact. 


CLASSIFICATION OF PRoFEssoR GABRILOVITCH. 
Gabrilovitch divided all forms into two groups: (1) the 
primary, and (2) the secondary. Each of these groups he 

subdivided into four forms or stages: 


The Primary Group. 
1. Sicca. 
2. Catarrhalis. 
3. Fibrosa. 
4. Ulcerosa. 
The Secondary Group. 
A. Broncho-pneumonia metastatica chronica 
1. Fibrosa. 
2. Ulcerosa. 
B. Pneumonia tuberculosa chronica : 
1. Fikrosa. 
2. Ulcerosa. 


For the basis of this classification was taken the patho- 
logico-anatomical conditiow of the lungs and the clinical 
signs. Toxaemia plays a very important part in the 
‘index prognosticus,’’ but is not included in the classifica- 
tion. With regard to the general characteristics of this 
classification it is very expedient to divide tuberculosis 
into two groups—the primary and secondary—the latter 
being merely the consequences of the former. 

The tuberculous process in the lungs extends chiefly in 
two ways. One of these is often the result of aspiration 
of particles of lung (especially after haemoptysis) into 
the lower lobes; Gabrilovitch calls it ‘‘ broncho-pneumonia 
metastatica chronica.’’ The other way is infection spread- 
ing by continuity and gradually involving adjacent parts 
of the lungs—the so-called ‘‘ pneumonia  tuberculosa 
chronica.’’ In the first case the middle lobe of the right 
lung is always found in good condition without any signs 
of inflammation, but the upper and lower lobes are affected. 
In the second case the area affected is only the continuation 
of the process from the neighbouring part of the lung. 

Turban’s classification gives no distinction between these 
two forms, attributing them to the third stage only; but 
there is a very great difference between them, and, as 
a rule, the first is much the more dangerous, and is very 
grave as regards prognosis. ; 

I will now describe the details and characteristics of 
all forms of this classification. 


Primary ForMs. 

1. Sicca.—This, the initial form of the process, is dis- 
tinguished from pathologico-anatomical standpoints by the 
formation of a very small fibrous nodule, partly under- 
going caseous degeneration. Slight dullness at one or both 
apices may be present. Auscultation may reveal a weak 
inspiration or prolonged expiratory sound over the affected 
region. As a rule there are no complications. The healing 
process may consist in the formation of fibrous tissue, and, 
clinically, there may sometimes be found signs of the 
healed area, which is nearly the same, but not so distinct, 
as at the time of development. The capacity for work is 
undiminished. 
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2. Catarrhalis.—This, pathologico-anatomically, means 
the transition of a fibrous nodule into caseous masses 
and the formation of exudative caseous foci. As a rule the 
upper lobe is affected, and some degree of dullness is 
present with bronchial Lreathing and crepitation. There 
are complications in approximately 15 per cent. of the 
cases. Healing is due to the formation of fibrous tissue, 
which is interspersed also between the affected and sound 
parts of the lung. Clinically in 30 per cent. crepitation 
disappears, and dullness is not so distinct as before. The 
patient’s capacity for work is about 90 per cent. 

3. Fibrosa._'The pathologico-anatomical condition is the 
further spread of caseous masses, their liquefaction, and 
the formation of tuberculous ulcers. Marked dullness may 
be detected over the affected area with bronchial breathing 
and prolonged expiration. Fine moist rales and medium 
rales as a rule may be heard. There are complications in 
about 25 per cent. Healing is due to the removal of 
caseous masses from the bottom of the ulcer; then follows 
the contraction of the cavities by fibrous. tissue. Clinic- 
ally bronchial breathing and dullness over the affected 
area are always present; moist rales are absent in about 
10 per cent. The capacity for work is relatively about 
70 per cent. . 

4. Ulcerosa.—This, _pathologico-anatomically, is the 
spreading of the process with caseous degeneration, and 
the coalescence of small cavities to form large ones. Over 
_the area of small cavities there is no marked change in 
the dullness, but a large cavity with thick walls or sur- 
rounded by caseating lung tissue, especially when empty, 
will give, as a rule, a dull note of high pitch with some 
resonance. On auscultation a low-pitched amphoric breath- 
ing is heard, with bubbling rales, crepitations, and also 
resonant rales. Complications occur in about 40 per cent. 
of the cases. The process of healing is due to the empty- 
ing of the cavities and the contraction of their walls by 
fibrous tissue. Clinically, with the exception of 5 per cent., 
rales and very distinct amphoric breathing are usually 
present. The capacity for work is about 35 per cent. 


Seconpary Forms. 

If caseous masses are not ejected from the affected area 
of the upper lobe they may be transferred by aspiration 
through bronchi and form new foci either in the lower lobe 

‘or in the neighbouring part of the lung. In this way they 
givé rise to an exudative caseous process and to pneumonic 
foci. 


A. Broncho-pneumonia Metastatica Chronica. 

1. Fibrosa.—Pathologico-anatomically this form is due 
to the aspiration of caseous masses into one of the bronchi 
of the lower lobe. There are the same changes in the lungs 
as in the primary form of fibrous tuberculosis, but between 
the two affected areas there is a quite normal one. Com- 
plications occur in 50 per cent. of the cases, and recovery 
is impossible. The capacity for work is 15 per cent. 

2. Ulcerosa.—The condition resembles that just described, 


_ with the exception of the character of the process, which 


is the same as in tuberculosis ulcerosa. The incidence of 
complications and the capacity for work are the same as 
in the foregoing. ' 


B. Pneumonia Tuberculosa Chronica. 

This form is due to coalescence of many broncho-pneu- 
monic foci, and develops into continuous exudative caseous 
tuberculosis. 

1. Fibrosa.—Infiltration or consolidation of nearly the 
whole lung, with the clinical signs previously described. 
Recovery is impossible. Complications occur in more than 
50 per cent., and there is practically no capacity for work. 

2. Ulcerosa.—Cavities may be found in all parts of the 
lung. The clinical signs are as previously described. 
Recovery is impossible. Complications are found in more 
than 50 per cent., and the capacity for work is practically 
nil, 

In comparison with Turban’s classification this one is 
exceptionally complete. Instead of Turban’s third stage it 

ives a full account of all the progressive changes in the 
fangs. Turban’s third stage does not indicate the condi- 


tion of the lungs, but from Gabrilovitch’s classification the 
condition of the pulmonary process may be discerned 
without further investigation. 

This classification shows not only the character of the 
process, but also the prospects as regards treatment and 
prognosis—an exceptionally important point. Broncho. 
pneumonia is always more dangerous than simple pneu- 
monia; the regime in this case must be very severe, and 
the prognosis extremely grave. Turban’s classification 
gives us no indication as to the nature of the process 
nor how it spreads. All these considerations are based not 
on my personal experience only, but also on statistics. If 
the same area is affected both by broncho-pneumonia and 
pneumonia, and even if the affected area in the case of 
pneumonia is the larger, the prognosis is always better for 
pneumonia than for broncho-pneumonia. 


As regards statistics, Turban’s ‘‘ third ’’ stage is silent, | 


and all statistics founded on this classification give not the 
slightest idea about the nature of tuberculous processes and 
are of very little value. 

The advantage of this classification has been proved 
statistically. In my work (with Miss Elderton) ‘‘ Correla- 
tion between prognosis based on the condition of the 
tuberculous patient at entry to a sanatorium, and the 
issue ”? (Annals of Eugenics, Vol. If, Parts I and IT, April 
1927; Cambridge University Press), on page 65 we find: 
‘‘ There is no doubt that the three stages of the Turban- 
Gerhardt Classification are not sufficient for prognosis, and 
that the subdivision of Group III by Professor Gabrilo- 
vitch’s method is an improvement.’’? And further (page 75), 
as a conclusion: ‘‘ (2) In estimating issue from stage, 
the Stage III of the Turban-Gerhardt Classification shoud 
be subdivided following the divisions used by Professor 
Gabrilovitch.” 


COLLOIDAL ANTIMONY IN THE TREATMENT OF 
TUBERCULOSIS. 
BY 


PERCY MOXEY, M.B., Ch.B., 


TUBERCULOSIS OFFICER AND DEPUTY M.O.H., PORT AND BOROUGH 
OF SOUTHAMPTON. 


In previous articles' attention has been drawn to the treat- 
ment of tuberculosis by means of intramuscular injections 
of collosol antimonium (Crookes). A large number of cases 
have now been treated by this method, and the results 
obtained are given below. Cases are separated into 
sputum+ and sputum—, and the sputum+ cases are 
separated into groups according to the classification adopted 
in the Ministry of Health Memorandum 37/T. 

During the latter half of 1826 196 cases were placed on 
this treatment; 90 were sputum—, and have nearly all 


done very well, 3 only having died up to date, but no- 


detailed statement will be made concerning these, as with 
sputum— cases the diagnosis is open to doubt, and the 
value of the treatment cannot therefore be demonstrated. 

The sputum+ cases numbered 106—11 in Group 1, 23 in 
Group 2, and 72 in Group 3. No case is included which did 
not have at least two months’ treatment in 1926, and the 
results are as follows. - 


Quiescent. |Improved. Died. 

+1 1 4 0 0 © jJuly Ist, 1927—6 months or 
+2 6 17 0 0 0 more after commence- 
+3 2 56 9 5 0 | ment of treatment. 

+1 7 3 0 1 0 |Jan.1st,1928—12 months or 
+2 13 9 0 0 1 more after commence 
+3 5 4 10 19 4 ment of treatment. 

+1 3 0 1 0 j|At present—18 months or 
+2 15 5 2 ) 1 more a ter commence 
+3 7 15 13 32 5 | ment of treatment. 


Four deaths were from other causes, but as the tuber-_ 


culosis was a contributing factor these are included in the 
above figures. It will be noted that 67 cases of the original 
106 are still under observation or treatment. 
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Of the cases coming under treatment in the first half 


of 1927 the following is the result. 
Quiescent. Improted. | 

+1 4 12 — j|Jan. lst, 1928—6 months or 
+2 2 15 1 1 — | more after commence- 
+3 1 26 6 3 _- ment of treatment. 
+1 9 5 1 1 — |At present—12 months or 
+z 6 7 4 1 1 more after commence- 
+3 0 12 5 18 1 ment of treatment. 


Every case, however severe, is placed on this treatment, 
and when it is remembered that patients attending muni- 
cipal clinics come mostly from the poorest section of the 
community—unsuitably housed, overcrowded, often ill nour- 
ished—then I think that the results will compare favourably 
with those obtained by other methods. With selection of 
cases for treatment the results would be much better. 

Very little change has been made in the method of 
treatment given in previous articles, except that the collosol 
antimonium has been increased up to 2 c.cm. twice weekly, 
and in cases where the muscle will not tolerate this amount 
it is given intravenously. So far I have found no contra- 
indications to the use of antimony, and with some 30,000 
injections there has been no worse result than a swollen 
and slightly painful arm. 

The present article deals mainly with the results obtained 
by the use of colloidal antimony, but good results cannot 
be expected without the usual rest, fresh air, good food, 
and other measures which are generally accepted as 
essential to the treatment of all cases of pulmonary 
tuberculosis. ; 


REFERENCE. 
OS aia Medical Journal, February 26th, 1927. Public Health, July, 


Memoranda : 


MEDICAL, SURGICAL, OBSTETRICAL, 
THE PAPILLAE FOLIATAE AND CARCINOPHOBIA. 


Tak papillae foliatae are a row of small vertical projec- 
tions of mucosa on the side of the tongue immediately 
anterior to the attachment of the palatoglossal folds. 
Wholly vestigial in human beings, they contain a few 
taste buds, and represent much larger structures such as 
are seen in the rabbit. It would seem that~ but little 
pathological significance could be ascribed to them, yet 
during the past few vears they have quite frequently come 
under my attention in two types of circumstances. 

In the commoner type they are in no way diseased, but 
they have caused grave worry to the patient, who, both 
mentally and physically introspective, has discovered at 
the side of the tongue these warty structures, alongside 
which as » rule a few largish veins are evident. It is 
characteristic of these cases that the tongue can be pro- 
truded almost for its whole extent from the mouth. It 
should at once be recognized that the sole duty then of 
the medical practitioner is to make the emphatic state- 
ment, ‘‘ You have not a cancer’; with very few excep- 
tions this utterance is rewarded by a look of intense con- 
tentment. In some instances, however, they are inflamed— 
vedematous and swollen—and are causing pain. The 
infection is from an adjacent molar tooth or tonsillar 
crypt (the pain sometimes is probably referred along the 
lingual nerve); treatment is obvious. 


C. Jennincs M.S., F.R.C.S., 
Assistant Surgeon, Charing Cross Hospital. 


OVERLOOKED ALVEOLAR ABSCESS. 
In view of the renewed interest in the effect of dental 
fonditions on the general health [ think it worth while 
recording two cases of a condition more obvious than 
infected pulpless teeth. Such cases are not rare in dental 
practice, but in view of the prolonged medical treatment 
that was given ineffectively they may help to direct atten- 
tion to them at this time. 

(1) A girl, aged 13, had noticed pain and swelling on the left 


side of the lower jaw, and had n receiving medical treatment 
*r more than twelve months. Examination revealed the presence 


of two diseased roots of the lower left first moiar tooth, the 
crown having broken off. The gums were chronically inflamed 
from the irritation, but no obvious signs of pus were visible in 
the mouth. Externaily there was an indurated swelling with a 
discharging sinus. A probe could be passed along the sinus 
into the body of the mandible. The carious roots were extracted, 
and were found to be surrounded by a mass of granulation tissue 
and a small amount of pus. A suitable mouth-wash was pre- 
scribed, and at two subsequent visits the socket was examined, 
and syringed once. Two months later the sinus had completely 
healed up, and a year later appeared quite healthy. The scar 
was still visible. 

(2) A girl, aged 17, had noticed fifteen months previously a 
swelling of the lower left jaw region, associated with much pain 
and tenderness, for which various remedies were tried. She was pale 
and anaemic, with almost a chlorotic tinge of the skin. On the 
left side of the mandible was a raised red area, two inches long 
and 3/4 in. wide; it was indurated and painful on the slightest 
touch, and pus oozed from a sinus. In the mouth a carious 
lower left first molar tooth was surrounded by highly inflamed 
ag tissue and three pea-like swellings containing pus. The 

reath was fetid, and the whole mouth had an offensive odour. 
On extracting the tooth foul-smelling pus welled up, and the 
roots were very offensive. Pus was expressed and the socket and 
sinus were thoroughly syringed. The usual treatment at home 
was prescribed, and within two weeks improvement was observ- 
able. Two months later the patient’s general health and diges- 
tion were much better, and the swelling and sinus had almost 
completely healed. 


Both these patients had been under treatment for more 
than a year with no apparent improvement; in the second 
case, the general health was getting worse, in spite of 
ultra-violet ray treatment, among other remedies adopted. 
The most effective treatment for such cases appears to be 
extraction of the tooth as early as possible, since this 
nearly always has to be performed eventually, before the 
condition can be cured. It is, of course, regrettable that 
teeth, especially children’s, should ever get to this stage, 
when proper dental treatment of early caries can usually 
save them. 


G. Granam Macrues, M.B., Ch.B., L.D.S.Glas. 


DUPLICATION OF THE TESTICLE. 
With reference to the interesting account by Mr. 
Edington on June 2 (p. 937) of a case of duplication 
or subdivision of the testicle, the following details of 
another case encountered a few days after the publication 
of Mr. Edington’s article may be worthy of record. 


A boy, aged 6, was admitted to the North Staffordshire Royal 
Infirmary with a diagnosis of double inguinal hernia associated 
with double undescended testicles. On examination the right 
testicle was felt high up, just outside the external abdominal 
ring. It was smaller than normal in size and could be brought 
down easily into the scrotum. The — was slightly enlarged and 
a definite impulse was obtained when the patient coughed. On the 
left side no testicle could be palpated and no hernia was demon- 
strable. A condition of penile hypospadias was present. ; 

Opceration.—The right external ring was exposed. A congenital 
sac was found, at the lower end of which was present a small 
testicle with a well-formed Aggay oe and vas; this was the 
testicle palpable before operation. About 1} in. higher up the sac’ 
a second body, exactly similar in size and = * was present; it 

° 


had. a_ well-formed epididymis and _ vas. communication 
between the two swellings was apparent. The two vasa did not 
communicate as far up as the abdominal ring. The _ testes 


measured 1.25 cm. in length and 0.5 cm. in breadth. The neck of 
the sac was tied and divided, and the distal portion of the sac 
was left in situ. In view of the failure to demonstrate an 
testicle on ihe left side, it was considered desirable to leave bot 
testicles on the right side. . 


This case would seem to come into class “ B”’ in Mr. 
Edington’s group—namely, pseudo-duplication or trans- 
verse ectopia; it is of interest to note its association with 
hypospadias. 

I am indebted to Mr. Harilev for permission to record the case. 


Stoke-on-Trent. Joun S. Ramage, M.B., F.R.C.S.E. 


‘TRAUMATIC RUPTURE OF TUBERCULOUS 
ILEO-CAECAL GLANDS. 
Rupture by violence of tuberculous mesenteric glands is 
perhaps sufficiently rare to render the following clinical 
details worthy of record. 

A child ed 5 years, was brought to hospital with the story 
that she had been playing on her sister’s back some three hours 
previously, when she had fallen off and her sister had fallen on 
top of her. The child had at. once cried out in pain, and shortly 
afterwards had vomited. _ 

I found the child suffering severely from shock; she had a 
weak thready pulse of 156, and a temperature of 101.4°F. She 
complained of pain all over the abdomen and the legs were drawn 
up; the abdomen moved very slightly on respiration and was 
chisat board-like in its rigidity, and very tender on palpation, 
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Nothing localized could be made out on palpation; there was no 
free fluid in the flanks; the absence of liver dullness was doubtful. 
A diagnosis of ruptured viscus was made and immediate operation 
was undertaken under open ether by Dr. Bark. ‘ 

The abdomen was opened in the middle line, and some free 
fluid at once escaped, in which were bits of what looked like milk 
curds. On examining the stomach, however, no perforation was 
found nor was there any evidence of rupture of the bowel on 
tracing down the small intestine as far as the ileo-caecal valve. 
Here, however, in the right iliac fossa, was a big mass which 
seemed at first to be an intussusception. Careful examination of 
this, however, revealed it as a mass of tuberculous glands about 
the size of a tangerine orange, situated in the ileo-caecal angle. 
The glands were soft, and in the mass was a ragged cavity from 
which had come the “ milk curds’’ we had found on opening the 
abdomen. The child’s condition and numerous adhesions of Senet 
to the mass made any attempt at resection out of the question, 
and we had to content ourselves with covering in what raw 
surfaces we could with peritoneum, and closing the abdomen 
with through-and-through sutures. tal salines were given for 
the first twenty-four hours, after which convalescence was entirely 
uneventful. 

Six weeks after the operation the child was quite well; she was 
cating well and sleeping well, and having no trouble with the 
bowels. She had, of course, medical treatment during the con- 
valescence, and had been in the open air for the last five weeks. 


_ The mass of caseating glands must have been ruptured 
by the force of the sfster’s fall on to the child’s abdomen, 
and it was interesting to see what an acute peritoneal 
crisis was thereby produced. 

Earlestown, Lancs. J. Sims, M.B., Ch.B. 


A CASE OF MUSCULO-SPIRAL NERVE 
PARALYSIS. 
In view of the comparative rarity of lesions of the musculo- 
pray nerve the following case is, I think, worthy 
of record. 


In June, 1927, a paper-maker, aged 32, had forcible traction 
applied to his left arm while it was in the semi-abducted position. 
As the lower part of the limb had been caught between revolving 
rollers there was considerable bruising, which-extended above the 
elbow: It was not until this had subsided and he had started to 
move the joint freely that he noticed that he had little strength 
with which to flex the forearm,’ and was unable to hold it semi- 
flexed for any length of time without support. Wasting of the 
biceps brachii now became apparent, and an area of anaes- 
thesia was found to be present over the outer border of the 
forearm from the elbow to the base of the thenar eminence. 
Neither the coraco-brachialis nor the biceps responded to faradism, 
and the reaction of degeneration was present when the nerve was 
stimulated with the galvanic current. 

Some slight improvement has-taken place after some months’ 
treatment with the sinusoidal current and massage. There would 
ane to be a slight reaction to faradism, and the cathodal 
closing contraction is definitely greater than the anodal on 
galvanic stimulation. However, the. muscle bulk remains the 
same. The patient shows signs of a return of the appreciation 
of coarse stimuli in the proximal part of the previous anaesthetic 
area. He thinks his arm is stronger, but has noticed no improve- 


ment for the past month. 

The main point of interest in this case is that there 
was no apparent_injury either to the lateral cord of the 
brachial plexus or to the lateral head of the median nerve. 
Henco tho lesion may be accurately localized as being 
distal to the bifurcation of the lateral cord and proximal 
to the point of entry into the coraco-brachialis of the 
musculo-cutaneous nerve. That some regeneration of nerve 
has taken place is obvious from the change in electrical 
reaction. It is therefore assumed that the original lesion 
was incomplete, or perhaps due to pressure from a haema- 


toma, which later became, in part, absorbed. The question 


of whether a neurolysis wou 
under consideration. 
Ottawa, Canada, ©. MERLIN Eynon, M.D., F.R.C.S.Ed. 


d be of any benefit is now 


PIGMENTATION ASSOCIATED WITH LOW BLOOD 
PRESSURE WITHOUT SUPRARENAL CHANGES. 
Tue following details of ‘a case in which progressive 
debility, skin pigmentation, and a low blood pressure 
terminated fatally are of special interest in view of the 
apparent absence of endocrine abnormality. 
A married woman, age i pi 
history of debility and loss of weight since the previous December 
and bouts of nausea, retching, and occasional vomiting after food. 


These attacks had become steadily worse, and were accompanied by — 


some pain in the lower lumbar region. The bowels were usually 
regular. She had noticed brown pigmentation of the face, neck 
and ‘wrists for a few months before admission. There had been 
no previous serious illnesses, and there were six healthy children, 
the youngest being aged 9. ” 


On- admission the patient was well covered. The complexiog 


‘was sallow; there were small patches of vitiligo on the face and 
neck, and marked patches on the wrists. There was slight Pig: 


mentation of the face, neck, arms, and abdomen, Several carious 
stumps were present in the upper jaw. Examination of the 
abdomen and lungs revealed no abnormality. The heart was 
normal in size and position, but the heart sounds were weak and 
the rhythm tick-tack. The central nervous system was normal, and 
investigations of the urine and faeces gave negative results, 
A fractional test meal showed the presence of complete achlor 
hydria. A blood count showed: red cells 5,128,000 per c.mm, 
total leucocytes 16,000 per c.mm., haemoglobin 75 per cent., a 
colour index 0.7. The blood pressure on admission was 100 systolig 
and 50 diastolic; this rose to 120 systolic before the patient was 
discharged on April 4th, 1927. With rest and light diet the gastric 
symptoms had disappeared and the patient Felt stronger. She 
attended the out-patient department for several weeks and 
improved until the end of May, when she complained of loss of 
power, and pain in the legs and arms. The blood pressure had 
fallen to 95 systolic and 45 diastolic. 

On readmission on June 2nd the pigmentation was much mor 
marked on the face, arms, and abdomen, and had now spread to 
the chest. Patches of vitiligo were present in all these regions, 
Adrenaline mv_ t.d.s. was given; the blood pressure rose to 
110 — and .55 diastolic, but fell again after a few days to 
100/50, where it remained steady. A diagnosis of Addison’s disease 
having been made, the chest was examined radiologically for 
evidence of tuberculosis, but only root-thickening on both sides 
was found; there was no clinical evidence of tubercle. The 
patient again improved and was discharged on June 21st. | 

She was again readmitted on August 11th ee of 
marked debility and severe pains in the limbs, especially the legs, 
The pigmentation was more marked. Muscular power in the legs 
and arms was poor, but the reflexes were normal and there was 
no alteration of sensation. The blood count now was: red cor 


puscles 3,584,000 per c.mm., total leucocytes 24,000 per c.mm,, 


polymorphonuclears 81 per cent., lymp ocytes 15 per cent, 
eosinophils 4 per cent.; the haemoglobin percentage was 55, and 
the colour index 0.8. The blood pressure. was maintained at 4 
steady level of 95-100 systolic and 45-50 diastolic. She was given 
suprarenal gland gr.j t.d.s., and adrenaline m xv _t.d.s. by the 
mouth. She seemed to improve and felt better until August, 29th, 
when she complained of nausea and severe shooting pains in the 
legs, and took food badly. The general condition became worse, 
and on August 3lst the blood pressure rose to 115 systolic, and 
later to 130. There was some oedema of the legs and dullness at 
the base of the right.lung; the liver was palpable and tender, 
No reflexes could be elicited. in either leg.. Symptoms of heart 
failure increased, and the patient died at 10.45 p.m. The blood 
pressure two hours before death was 70 systolic and 40 diastolic. 
At the necropsy the heart muscle was thin and showed degener® 
tive changes. No evidence of pulmonary tuberculosis was found, 
but both lungs, —* the right, were oedematous at the bases, 
The suprarenal glands showed post-mortem changes only. The 
kidneys were slightly enlarged, and the left one showed some 
thinning of the cortex. The other organs, including the brain, 
showed no. abnormality. Sections of the suprarenal glands and 
of the heart muscle Ly Dr. H. E. Harding showed that the 
former organs were normal, while the latter showed myocardial 
degeneration. 
This case was clinically very similar to another recorded 
by one of us (N. B.) in 1926.' In the previous instance, 
however, there were definite symptoms of hyperthyroidism 
to azcount for the sympathetic exhaustion. In the case now 
reported there were no such symptoms. 
Norman Burecess, M.B.Camb., M.R.C.P., 
Late Assistant Physician, St. Mary’s Hospital, 
Plaistow. 


M. Browne, M.B.,B.S.,°0 


Late Acting Resident Medical Officer, St. Mary’s 
Hospital, Plaistow. 


Reports of Societies. 


be MOVABLE KIDNEY. 

Ar a meeting of the Section of Urology of the Royal 

Society of Medicine, held on June 28th, with the President, 

Mr. Franx Kipp, in the chair, Professor Jurasz (Poznan) 

read a paper on movable kidney. 
Professor Jurasz said that the well-known mechanical 

effects of movable kidney were only a part of the clinical 


‘picture. The symptomatology of mobile kidney was little 


understood and therefore the disease presented many diff- 
culties in diagnosis. Movable kidney had been wrongly 
diagnosed as appendicitis, gall-bladder disease, and gastri¢ 
ulcer, since the signs and symptoms were often referred 
to these organs. The clinical picture of movable kidney 
was not clear-cut, and there was nothing pathognomonlt 
in the disease. Renal symptoms were often slight or absent, 
and from his wide experience Professor. Jurasz only blamed 


the kidney after careful elimination of diseases of the other . 


1 Proc. Roy. Soc. Med. (Sect. of Dermat.), January, 1926. 
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abdominal viscera. He quoted a case of jaundice with 
symptoms of choleeystitis upon which he had operated and 
found no evidence of disease of the biliary passages. A 
movable right kidney was found and fixed, with complete 
disappearance of the jaundice and symptoms. He believed 
that the symptoms were due to a visceral reflex spasm of 
the biliary passages initiated by the movable kidney. The 
complex symptoms present in patients with a mobile kidney 
were probably the result of visceral reflexes—viscero-sensory 
and viscero-motor impulses through the sympathetic and 
para-sympathetic systems. Viscero-sensory reflexes were 
well seen in diseases of the gall-bladder, ete., and in 
headache often associated with movable kidney. Viscero- 
motor effects were seen in cases of pylorospasm and spasm 
of the gastro-intestinal tract as a whole. Vertigo was 
sometimes present in patients with a movable kidney, and 
it had been suggested that this was due to stimulation of 
the vagus nucleus and irradiation from it to the vestibular 
nucleus. 

Professor Jurasz believed that viscero-visceral reflexes led 
to mechanical disturbances in various organs, and finally 
might produce pathological results. He mentioned many 
examples of the effect of visceral reflexes on nerve cells— 
namely, the thickening of the coeliac plexus in some cases 
of enterospasm. Also these visceral reflexes produced 
definite psychical effects. The commonest visceral reflexes 
were spasms of various portions of the aliment»ry tract, 
cardiospasm, spasm of the sphincter of Oddi, spasm ef 
the appendix, etc. This spasm set up a vicious cycle, and 
the symptoms often persisted after removal of the apparent 
cause, such as the appendix. Professor Jurasz thought 
that the movable kidney produced visceral reflexes, and on 
these grounds many of the symptoms of mobile kidney 
could be explained. The dilatation of the renal pelvis, 
slight or marked, could not always be attributed to 
mechanical obstructions, such as kinking of the ureter, an 
aberrant renal vessel, or twisting of the axis of the kidney. 
The speaker had proved by ureteric catheterization, uretero- 
pyelography, and by exploration that none of the‘ factors 
were necessarily present. On the other hand, he had 
demonstrated a diminished motor power of the pelvis of 
the movable kidney. This was done by timing the return 
of an indigo-carmine solution into the bladder after its 
injection into the renal pelvis. The time for a normal 
kidney was four to five minutes. Examination of the urine 
from « movable kidney showed a definite functional 
derangement of the organ, since the urea content was 
diminished, anuria sometimes occurred, and also the specific 
gravity was low. It had been said that abdominal sym- 
ptoms could be produced by pressure or kinking of the 
viscera by the movable kidney, but he had never found 
evidence of this at operation. 

Professor Jurasz held very strongly that the involuntary 
nervous system played the most important part in the 
symptom-complex of mobile kidney, and consequently dia- 
gnosis was often difficult. He had found movable 
kidneys in children, and he therefore thought that the 
etiology might be congenital, and also that some cases of 
pyelitis and nervous instability in children might possibly 
be due to a movable kidney. Early diagnosis and treatment 
was most important, because prognosis was bad in cases 
in which there were secondary changes in the kidney, 
in other abdominal organs, and in the nervous system. “A 
slightly movable kidney often produced more symptoms 
than a very mobile organ. Nephropexy was indicated in 
every case of mobile kidney when diseases of the abdominal 
organs could be definitely excluded. The presence of renal 
symptoms was not necessary. He said he fixed the kidney 
by slinging it to the last rib. His results had been on the 
whole very satisfactory. 

- Many interesting pyelograms were shown by Professor 
Jurasz, demonstrating dilatation of the renal pelvis with 
no kinking of ureter and no obstruction to the outflow of 
urine. Pyelograms of movable kidney in children. were 
also shown. 

‘Sir Joun Toomson-Waxker said that movable kidney was 
usually associated with a general visceroptosis, and he 
thought, therefore, that the kidney alone was. not respon- 
sible for the various symptoms. He said that the drag of 
the caecum and ascending colon was probably an important 


factor in the production of a movable kidney, and there- 
fore if a mobile kidney was fixed the ascending colon and 
caecum should also be’ fixed if definitely displaced. He 
thought that if the mobile kidney produced reflex dis- 
turbances these would be more marked in cases in which 
the kidney was extremely mobile, but this was not the case. 
He had often demonstrated kinking of the ureter by 
adhesions passing from the posterior surface of the bowel. 
Concerning the choice of cases, he did not agree with 
Professor Jurasz that all cases should be operated upon, 
but only those cases with definite renal symptoms. Good 
results were obtained if cases were selected with care. In 
order to ascertain the type of case to he benefited by 
nephropexy he put the patient to bed for a fortnight, and, 
if the symptoms improved, but recurred on getting up, 
then the case was suitable for fixation. If, however, the 
symptoms became worse while lying in bed the case was 
certainly not suitable. Preliminary z-ray examination of 
the gastro-intestinal tract was also useful in this respect. 
Sir John Thomson-Walker did not think that merely sling- 
ing the kidney was all that was necessary. He advised firm 
fixation to the posterior abdominal wall, thoroughly strip- 
ping the capsule from the posterior aspect of the kidney, 
but not decapsulating the anterior surface, since there was 
a risk of adhesions forming to the bowel. Fixation of the 
kidney in the norma! position was not necessary as long 
as the organ was securely fixed and there was no inter- 
ference with the outflow of urine. He felt that perhaps 
colopexy should be performed as well as nephropexy. 3 

Mr. Hue Lert said that he did not perform nephro- 
pexy unless there was definite evidence of renal symptoms 
or dilatation of the renal pelvis. 

Mr. JocetyN Swan agreed with Sir John Thomson- 
Walker that movable kidney was a part of a general 
visceroptosis and that the adhesions. between the kidney, 
duodenum, and gall-bladder described by Professor Jurasz 


. were evidence of visceroptosis. He said that slinging of 


the kidney was good treatment if at the same time the 
posterior surface of the kidney was thoroughly decapsu- 
lated and the lower pole of the kidney was fixed by a 
suture to the quadratus lumborum. Mr. Swan thought 
that the dilatation of the renal pelvis may be explained 
in a few cases by the reflex mechanism, the viscero-visceral 
reflex described by Professor Jurasz, but adhesions at 
various points around the course of the ureter could often 
be found on tracing it downwards. : 

Mr. F. A. G. Jeans said he only fixed the kidney when 
there was no evidence of general visceroptosis. Prelim- 
inary x-ray examination of the stomach and colon was 
always made. 

Mr. G. E. Nevican asked how fixation of the mobile 
kidney removed the source of the visceral reflexes which 
had been described. Mr. Frank Kupp said that though 
Professor Jurasz believed that reflex spasms and sensations 
caused the symptoms of movable kidney, yet he advised a 
mechanical operation to overcome them. He thought it 
possible that stripping of the kidney to perform nephro- 
pexy destroyed nervous tissue which conducted the reflex 
impulses. 

Professor Jvrasz, in reply, said the operation of nephro- 
pexy was discredited because a wrong diagnosis was often 
made, Functional derangement of the pelvis and kidney 
must occur, since in many cases mechanical obstructions 
could not be demonstrated. He admitted that certainly 
not all cases were functional due to a reflex effect, but 
that some were definitely mechanical. He did not mean 
that all cases of mobile kidney should come to operation, 
but only those cases in which, after excluding diseases 
of other organs, the symptoms were due to the kidney, 
though the symptoms were not necessarily renal. Func- 
tional derangements gave rise finally to pathological 
changes, as. was well seen in rare cases of non-infected 
gall-stones produced by obstruction due to the spasm of the 
sphincter of Oddi. Fixing the kidney prevented increased 
stimulation of the nervous tissue, and thus the visceral 
reflexes were abolished. In conclusion, Professor Jurasz 
said that the whole question of the reflexes of the in- 
voluntary nervous system was still difficult and needed 
investigation, but the functional effects produced by such 
reflexes must be realized, 
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REVIEWS! 


Rebielus. 


CALMETTE’S ‘‘ TUBERCULOSIS.” 

Tue third French edition of Professor Catmetre’s work on 
tuberculosis! has undergone considerable expansion. The 
most interesting addition deals with the problems of pro- 
phylaxis, especially the preventive treatment in man and 
animals by means of the bacillary preparation introduced 
by the author and his collaborator, C. Guérin, under the 
designation ‘“ B.C.G.’’ The bacillary strain employed is 
of bovine origin; by a series of cultures on bile media it 
is rendered non-virulent. Living cultures of the “ B.C.G.” 
when injected intravenously into heifers rendered these 
animals immune against subsequent inoculation by virulent 
tubercle bacilli. Moreover, heifers immunized by means 
of ‘‘ B.C.G.”’ proved to be protected against infection even 
while living in close contact with animals infected with 
virulent organisms. Later experiments showed that sub- 
cutaneous vaccination was as protective as the intravenous, 
or even more so. After satisfying himself by many animal 
experiments that ‘‘ B.C.G.’’ was innocuous trial was made 
of this method to protect the newborn infants of tuber- 
culous mothers against infection. Calmette claims a large 
measure of success in human subjects; he states that up 
to the end of 1927 the number of newborn infants immunized 
by means of ‘ B.C.G.’”’ in France had reached fifty 
thousand. Whether his claims as regards successful pro- 
tection against contagion in an infected household will be 
completely substantiated remains to be proved, but even 
if the achievement should fall below his expectations his 
efforts must command great admiration. 

The plan Calmette recommends is to administer to the 
infant by mouth during the first ten days after its birth, 
at forty-eight-hour intervals, three successive doses of 
bacterial emulsion. Each dose consists of 1 cg. of ‘‘ B.C.G.’’ 
in 2 c.cm. of preservative fluid. This dose is given in a 
teaspoonful of milk warmed to body temperature half an 
hour before a feed. In many departments and munici- 
palities of France the systematic treatment of infants in 
this way is being undertaken by official health organizations. 
The duration of immunity is stated to be from fifteen to 
eighteen months. If the child is in contact with infected 
relatives it may be advisable to repeat the ‘‘ vaccination ”’ 
at the end of the first and of the third year, but this is said 
to be not absolutely necessary. The author considers that 
there is sufficient evidence already to show that ‘a single 
series of doses will protect children up to the age of 
5 years, even though they are exposed during that time 
to frequent and massive infections from the mother or other 
members of the family. 

There are some further additions to this latest edition 
of Professor Calmette’s book, but: it is for the information 
which it contains upon the use and value of “ B.C.G.” 
that it will be most eagerly read. 


DISEASES OF THE STOMACH. 
DuRinG recent years there has been a large increase in 
the number of monographs on the stomach and _ its 


disorders, and many of them owe not a little to the 


publisked work of Dr. B. B, Croxun and his co-workers. 
He has now produced his own textbook Affections of the 
Stomach,? and it is a well-documented, profusely illus- 
trated, authoritative volume. Dr. Crohn has sought to 
2pproach the subject from the point of view of ‘ patho- 
logical physiclogy,’’ as he calls it, and all that the labora- 
tory -workers ang radiologists can produce to aid the 
clinician in his diagnosis and treatment has been well con- 
sidered and carefully worked into the substance of the 
book, which has not by any means lost its essentially prac- 
tical outlook in the process. Moreover, in certain sections 
Dr. Crohn has obtained the collaboration of experts, as, 
for example, in the chapter on radiography of the stomach, 


1L'Infection LEacillaire et ia Tuberculose chez Vhomme et chez les 
animaur. Par A. Calmette. Troisieme édition. Avec la collaboration 
de -A. Boquet et L. Negre. Paris: Masson et Cie. 1928. (64 x 10, 
pp. xxiv + 833; 30 figures, 34 plates. 125 fr. sans majoration.) 


and London’: W. B. Saunders Company. 1927. (Roy. 8vo, pp. 


a of the Stomach. By Burrill B. Crohn, M.D. Ehiledeiphie: 
We; 


written with Dr. S. J. Goldferb, and in an excellent dis- 


cussion of the gastric neurosis with Dr. A. Kardiner, | 


The classification of non-organic diseases of the stomach 
presents many difficulties, and Dr. Crohn’s discussion of 
these so-called fiinctional disorders is very clear. He 
rightly insists that ‘‘ the most common causes of disturbed 
digestion (dyspepsia) are bad eating habits, excessive or 
injudiciously chosen foods, a ‘ nervous’ constitution, or 
mental excitement during meal times.’? Tho chapters on 
the treatment of gastro-duodenal ulcers and the results of 
such treatment, medical and surgical, are especially good, 
An extensive bibliography follows most of the chapters, and 
Dr. Crohn may claim to have produced a very complete 
survey of this vast field. 


Dr.. Stantey Wyarp’s Handbook of Diseases of the 
Stomach® appeared some time ago, and it is noticed here 
because, like Dr. Crohn’s book, it gives a careful clinical 
presentation of laboratory and radiological evidence. It 
is essentially a practical work, and the chapters on diet 
and dietetics and on certain therapeutic measures are 
especially valuable. On certain aspects of the subject Dr, 


Wyard states his own views very dogmatically, which may- 


be an advantage for the purpose of teaching, but is not 
always so acceptable to other workers in the same field. 
He has little use for bismuth and other drugs in diseases 
of the stomach, and we gather that in his belief alkalis act 
mainly by relieving symptoms and ‘‘ have no curative 
properties whatever.’? In discussing the treatment of 
gastric ulcer (page 283) he states that ‘‘ medical treatment 
requires that the patient shall be absent from his work 
three months at least; present surgical pract:ce necessitates 
his ,absence for little more than three weeks.’’ This. is 
surely an overstatement of the facts, for very few, if any, 


-gastro-enterostomy or gastrectomy patients are back at 


work within a month, and many ulcers are treated 
medically. in out-patient departments with the patients at 


work all the time and the healing controlled and watched — 


by radiography. Dr. Wyard writes in an_ interesting 
manner, and his own views are stimulating. The volume 
is well produced and gives a good practical exposition of 
the subject under review. ; 


Dr. F.  Ramon’s Diseascs of the Stomach and 
Duodenum,* in its essentially ‘‘ Continental ’’ outlook, 
provides an’ interesting contrast to the two volumes 
noticed above. The clinical aspects of symptomatology are 
especially well handled, and the chapter on aerophagy is 
very good. An interesting section is on inflammation of 
the duodenum, ‘ duodenitis and periducdenitis,’’ a topic 
usually neglected in books on this subject. The chapter on 
tho nervous dyspepsias is instructive, more especially for 


its view that some underlying gastritis or other real gastrio 


disorder is often present. 


AN AMERICAN TEXTBOOK OF MEDICINE. 
Tue time has gone by when it was possible for one man 
unaided to sit down and compile a successful textbook of 
medicine; the. field to be covered is altogether too wide, 
and the subjects to be handled call for knowledge too 
accurate and too complex for the unassisted brain of one 
individual, however eminent he may be. In the prepara- 


tion of A Text-Book of Medicine,>. by American authors,: 


edited by Dr. Russett L. Cecrt, no fewer than one hundred 


and thirty contributors have taken part. This means that - 


every subject has been discussed by a specialist interested 
in that particular subject. A- glance through the list of 
authors is sufficient to show te what pains the editor has 


gone to obtain the services of the best talent in America, 


and this in itself is a guarantee of. the sound: orthodoxy 
of the teaching contained in the book. Provided that the 


3 Handbook of Diseases of the Stomach. By Stanley Wyard, M.D., B.S., 


M.R.C.P. Oxford Medical.Pub‘ications. London: Milford, Oxford Univere’ 


sity Press, 192/. (Demy 8vo, pp. x + 287; 32 figures. 16s, net.) 


4 Les Maladies de lU'Esiouac ct du Duodénum, Par Félix Ramon. Paris: 


(Med. 8vo, pp. 414; 17 figures. 40 fr. sans 


Masson et Cie. 1927. 
mayjoration.) 

3°4 Text-Book of Medicine. By American Authors, Edited by Russell L, 
Cecil, A.B., M.D. Associate Editor for Diseases of the Nervous System, 
Professor Foster Kennedy, M.D., F.R.S.E. Philadelphia _and_ London: 
W. B. Saunders Company. 1927. (Roy. 8vo, pp. xxii + 1500; 29 figures, 
403, net.) 
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REVIEWS. 


‘editor maintains harmony and consistency throughout the 
whole of the contributions the plan of presenting a text- 
book in which a large number of authorities have collabo- 
rated has obvious advantages to the student preparing for 
his final examination and to the practitioner of more mature 
years seeking recent and reliable information.” Dr. Cecil 
is to be congratulated on the success with which he has 
brought this magnum opus into being. The information 
given as to pathology, symptomatology, and treatment is 
up to date, and the pursuit of pet theories, to which even 
the greatest may be prone, seems to have been successfully 
eliminated. The general plan of.the work follows closely that 
of most other textbooks of medicine, but one very commend- 
able feature is the citation of a short list of references 
at the end of each chapter in which recent work has been 
mentioned. This should be very helpful to the earnest 
reader who wishes to extend his knowledge of a subject. 
The book is well printed and turned out, but is rather 
bulky and heavy for reading in comfort in an easy chair; 
but then textbooks are not meant to be read in easy 
chairs. It certainly deserves a welcome, not only in 
America, but in all English-speaking countries. 


MATRIARCHY. 
Mr. Ropert Brirrsvutt’s massive anthropological work in 
three volumes, entitled The Mothers,® is one of exceptional 
interest from the novelty of its outlook; it exhibits, more- 
over, a rare degree of erudition and a masterly faculty for 
handling whole armies of facts which compel our admira- 
tion. Apart from his own personal knowledge of the 
subject, the author displays an extraordinary acquaintance 
with the literature, and enforces his arguments with details 
of evidence culled from thousands of sources. The subtitle 
—‘*‘ A study of the origins of sentiments and _ institu- 
tions ’’—indicates that the book deals with the foundations 
of social development generally, and also definitely pro- 
pounds a particular thesis—namely, that in the earliest 
human groups the influence and authority of the female 
were predominant; and the main object of the author has 
been to review the development of social institutions in the 
light of that thesis. A view commonly held has been that in 
the primitive races the female was systematically oppressed, 
enslaved, and maltreated by the ferocity of the male. 
This has undoubtedly been the position in a certain number 
of degenerate races, as among the native Australians, but 
speaking generally the popular notion of the treatment of 
females is a mere travesty of the actual facts, as Mr. 
Briffault pretty conclusively shows. In the earliest social 
groups the woman was mistress in her own home, was 
eceupied in agreeable and productive work, was the 
guardian of such accumulated wealth as was available, 
and possessed full economic control. To the male was 
deputed the duty of protecting the home and bringing in 
game; he thus held a position of economic inferiority, and 
he gained little additional advantage from being the father 
of the family, for he was regarded merely as the material 
agent whereby the spirit of the child was introduced into 
the body of the woman, the children belonging rather to 
her and her kin than to him. The home thus constituted 
on matriarchal lines formed the earliest social unit; to call 
it a family, as we understand the word, would be a mis- 
nomer, and the author has made use of the term “ mother- 
hood ’’ as being more appropriate. The custom governing 
the organization of these motherhoods, and permitting 
their expansion into larger associations without the loss 
of their feminine constitution, is known as “ exogamy,” 
implying that marriages shall not take place within the 
group, but always with a member of another group. The 
males under this system either left the parental group and 
‘were adopted into the group to which their wives belonged 
or they simply visited their wives while continuing to 
live within their own group. In either case the males 
married out, while the females remained within their 
groups and continued to exercise a predominant  in- 
fluence in the home, ensuring its stability and con- 
tinuity. In these larger associations, as in the smaller 


*The Mothers. By Robert Briffault. 
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motherhoods, women continued, almost exclusively, to per- 
form those duties which have given rise to material 
cuiture. Leather work, basketry, pottery, and building 
came within their sphere; as the sole producers of manu- 
factured commodities tliey were the primitive traders; they 
cultivated the soil and were the keepers of all surplus 
production; and, further, they were the physicians of the 
group. It thus appears, according to Mr. Briffault’s 
showing, that the primitive social instincts: upon which 
human mental and social development depended were the 
maternal instincts and the ties of kinship that derive 
directly from them. 

The matriarchal character of the primitive social order, 
depending as it did om the economic predominance of 
women, persisted so long as men possessed no fundable 
wealth. Definite economic power, it appears, was -first 
placed in the hands of men by the domestication of animals, 
which were always regarded as appertaining to the pro- 
vince of the hunter, and by the development of pastoral 
societies. It became a custom for women to be purchased 
with cattle, to leave their homes, and to live with their 
husbands; and thus the patriarchal type of society was 
introduced. Where no domestication of animals took 
place, as among some North American tribes, the matri- 
archal system still persists; but even where the patriarchal 
system has become most firmly established, as in civilized 
societies, traces of an original matriarchal constitution are 
recognizable in the customs and sentiments of the peoples. 
This the author shows to be the case as regards the Indians, 
Chinese, Japanese, Semites, Egyptians, Greeks, Teutons, 
Celts, and Romans. 

Mr. Briffault’s volumes abound in_ interesting facts 
relative to the customs, sentiments, and beliefs of primitive 
peoples, and there is a naiveté about some of these old 
beliefs which is of considerable charm. We have already 
alluded to the curious belief that the essential cause of con- 
ception was not sexual congress, but the entry of the spirit 
of the child, and that this might take place through some 
merely physical agency, such as a shower of rain or puff of 
wind; thus it happened to a certain Scottish lassie, of whom 
it is related that as she chanced to be wandering one night 
on an ancient battlefield, still strewn with the bones of the 
dead, she ‘‘ took up her cloathes and uncovered herself 
sum part, when a sudden whirlwind threw some of the 
ashes in her private member. Whereupon she conceaved 
and bore a son called Gillie Downak Chravolick.”’ 


BLOCHEMISTRY AND CHEMICAL PHYSIOLOGY. 
Tue exhaustion of the first edition of Prypr’s Recent 
Advances in Biochemistry in the short space of one year 
from its first appearance has given the author an oppor- 
tunity of revising and extending his work. In the second 
edition,’ which is now upon the market, he has described 
the more outstanding researches of the year, and where 
necessary has modified and enlarged the reviews of various 
biochemical problems to include new evidence. It is 
impossible in a brief description to give any account of 
the subjects with which this book deals, but particular 
mention should perhaps be made of the chapters dealing 
with the recent work upon the metabolism of carbohydrates 
and phosphates, and the structure of carbohydrates—a 
subject upon which the author can give first-hand informa- 
tion. These are, however, only examples taken from a 
considerable mass of new material. Indeed, as Mr, Pryde 
himself points out, the extreme rapidity of the progress 
of his subject is well illustrated by the fact that such 
extensive alterations and additions have already been 
required. One might add that the necessity for bringing 
out another edition after so short a time is a testimony 
to the fact that many readers have appreciated the author’s 
clear and easy style, and his skill in the choice and 
arrangement of material. - . 


The short textbook of chemical physiology by Professor 
Ernst Scumitz was first published seven years ago. A 
second and rigorously revised edition’ now appears. The 


?T Recent Advances in Biochemistry. By John Pryde, B.Sec.St. And., 


M.Sc.Wales. Second edition. London : J. and A. Churchill, 1928. (5; x 8}, 
pp. x + 379; 38 figures. 12s. 6d. net.) : : ' 

8 Kurzes Lehrbuch der Chemischen Physiologie. Von Dr. Ernst Schmitz. 
Zweite, neubearbeitete Auflage. Berlin: S. Karger. 1927. (63 x 93, 
pp. vi + 384. M.16.80.) 
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book follows conventional lines. The early chapters are 
devoted to the chemistry of the major constituents of 
protoplasm, and are followed by others in which the special 
chemistry of individual organs and the functional aspects 
of biochemistry in digestion, respiration, internal secre- 
tion, and total metabolism are considered. From the scope 
of the book it would appear that it is intended for medical 
students or other students of science first entering upon 
the study of biochemistry. By such it will be much appre- 
ciated, provided they have that measure of chemical expe- 
rience which will permit them to comprehend the great 
wealth of detail which the author has managed to cram 
within the covers of this small volume. The text is 
literally annotated with references to the original litera- 
ture, and the author claims to have surveyed the literature 
up to the middle of 1€26. The book is certainly up to 
date, but in saying this we do not mean to suggest that 
the author is forever seeking new gods, for his selection 
from recent work is restrained and judicious. 


A GUIDE TO TRAINING. 

Mr. H. M. AsranaMs and Dr. A. ApranaMs are particu- 
larly well qualified for the task of writing a book on 
Training for Athletes,’ for they both possess the experience 
of distinguished track athletes, and one of them has the 
medical and physiological knowledge which is necessary for 
any authoritative statements as to methods of training. 
Not content with their own knowledge they have enhanced 
the value of their book by enlisting the help of Lord 
Messrs. D. G. A. Lowe, F. R. Gany, B. Howarp 
Baker, and M. C. Noxes in the articles on the special 
subjects in which those gentlemen have distinguished 
themselves. Naturally this book is more concerned with 
running and jumping than with rowing, which leaves far 
less to the choice of the individual than does the racing 
track. Although this is only a small book its 189 pages 
seem to contain all that it is possible to teach in a book 
about training and competing, including the necessary 
physiological facts expressed in language comprehensible 
to the non-medical reader. Some conception of the effort 
involved in running one hundred yarcs at full speed may 
be got from the statement, .made on the authority of Pro- 
fessor A. V. Hill, that a crack sprinter accumulates in his 
muscles in those ten seconds 40 grams of lactic acid, 
an amount corresponding to that accumulated during 
twenty-seven minutes at rest. As all this acid has to be 
-emoved by oxygen inspired, the necessity of good lung 
and heart capacity is evident to the least scientific reader. 

if the absurd and oppressive regimen of beef ad libitum 
and beer in moderation still lingers in the training of 
oarsmen at our older universities the authors of this book 
are more enlightened, for they sanction all wholesome 
digestible food in a diet including a due proportion of 
protein, fat, and carbohydrates, and as to alcohol they use 
no uncertain language. ‘‘ We are of opinion,’ they write, 
‘* that alcohol is quite unnecessary to an athlete, and we 
strongly deprecate the advice often given to regard it as a 
useful ‘ tonic’ in training.”” The necessity of well-fitting 
shoes is properly insisted upon, but we are disappointed to 
find no statement as to their shape. Such running shoes 
as we have seen have all tended to be pointed and to 
preclude the free and proper use of the great toe. .We 
are shown what a great cumulative difference a very small 
disadvantage may cause in the course of a race of only 
ene hundred yards in which six inches at the tape makes 
all the difference between victory and defeat. It seems 
possible that a properly acting great toe might give just 
such a small but final advantage over the abducted useless 
digit in a pointed shoe. 

The authors take a sane and balanced view of the 
question of athletics for women,-and while allowing that 
some girls who anatomically approximate to the male type 
may excel, they hold that, except for swimming, women’s 
development is less adapted to athletic excellence than 
men’s, and that perhaps severe physical exertion is to be 
deprecated when practised by potential mothers. 


*Training for Athletes By H. M. Abrahams and Dr. A. Abrahams, 
in collaboration with Lord Burghley, D. G. A. Lowe, F. R. Gaby, 
B. Howard Baker, and M_ C. Nokes. London: G. Bell and Sons, Ltd. 
1928. (Cr. 8vo, pp. viii + 183; 12 plates 5s. net.) 


“NOTES ON BOOKS. : 


L’Année Médicale Pratique,*° under the skilful editorship 
of Dr. Camitte Lian, continues to provide a vast amount of 
information which is in many ways of interest and value to 
English readers. The main part of the book consists of 
articles on-a wide range of subjects, written by experts and: 
arranged in alphabetical order, and it concludes with a section 
on professional matters, a list of new pharmaceutical prepara- 
ticns, and a subject index to the previous six volumes. It is 
a work that should be better known to the profession in this 
country. 


The seventh edition of the late Dr. Gwirym Davis's Applied 
Anatomy'' has appeared, edited, as before, by Dr. G. P. 
Mutter. Many of the sections have been rewritten, and 
accounts of new procedures, such as cervical sympathectomy 
and the Billroth and Polya operations, have been added. The 
excellent series of illustrations has been further improved by 
corrections of some errors in previous issues and by the addition 
of new figures. The considerable amount of revision which has 
been performed has made this extremely useful book even more 
valuable than its predecessors. 


Professor E. SeticMann’s work on the control of infectious 
diseases!? is a collection, as its subtitle states, of lectures 
delivered at the Charlottenburg Academy of Social Hygiene. 
The work is divided into two unequal parts. The first or 
general part includes chapters on the principles of epidemio- 
logy, including experimental epidemiology in which the work 
of Topley and Webster receives recognition; on the trans- 
mission of disease and susceptibility to disease; and on the 
legal principles of control of infectious disease, including inter- 
national sanitary conventions and disinfection. In the second 
part, which forms the bulk of the work, the various infectious 
diseases are considered under the headings of infections (1) of 
the respiratory tract, (2) alimentary canal, (3) blood, lungs, and 
nerves, and (4) skin and mucous membranes. The appendix 
contains a variety of miscellaneous information arranged in 
ten sections, including a list of diseases notifiable’ in 
different countries, a summary of the mortality from tuber- 
culosis in the two hemispheres, and various German sanitary 
enactments, of which the most interesting is the law passed 
in February, 1927, for the control of venereal disease. 


No doubt some of the movements, exercises, and procedures 
described in The Technique, Effects, and Uses of Swedish 
Medical Gymnastics and Massage,'* by Dr. J. ARVEDsON, and 
translated by Dr. Mina L. Dospie, are of proved value in 
various conditions, but a perusal of this book leaves us some- 
what sceptical of the practical effect of some of the more 
complicated. For instance, we find difficulty in persuading 
ourselves of the therapeutic efficacy of “‘ sitting nose-reot 
shaking.”’ In this process ‘‘ the gymnast grasps the patient’s 
occiput with one hand ” (in itself a difficult task for a woman, 
and the illustrations show all female gymnasts), ‘‘ while the 
other grasps the root of the nose and performs a shaking as 
forcibly as necessary to affect the chronic catarrh on the 
mucous membrane of the nose. Sometimes combined with 
wing-stoop-stride-sitting back raising.’”” (See page 205.) -We 
cannot help thinking that ‘‘ as forcibly as necessary ’’ must be 
very forcibly indeed if it is to relieve chronic catarrh, and we 
should personally prefer the catarrh to the cure. The above 
quotation is an example of the cumbrous compound titles or 
words of command given to many of these proceedings; but 
for all that, one of the shortest—namely ‘‘ talk-standing "—is 
the mbst. incomprehensible. We learn that ‘‘ talk-standing 
arises by rotation outwards of the arms and hands,” and that 
‘‘it is used to produce a slight expansion of the chest.” No 
doubt talk, if loud enough, may produce expansion of the 
talker’s chest, but except among deaf-mutes it is seldom 
performed by movement of the arms and hands. Is there 
a mistranslation here, or are we betraying ignorance of 
Swedish massage jargon? Apart from all this, however, there 
is much in the book of value to masseuses. In particular, the: 


- movements and exercises for the remedial treatment of scoliosis, 


seem to us practical and beneficial. The illustrations are many, 
but their value is much reduced by the circumstance that all, 


the patients are represented as fully clothed. er | from 
these figures, Sweden appears to be still in the long-haired, 
black-stocking stage, which with us is now only a memory. ~ 


10 L’Année Médicale Pratique. Publiée sous la direction de Dr. Camille 
Lian. Septime édition. Paris; R. Lépine. 1928. (Fceap. 8vo, pp. 5515 
7 figures. 24 fr.) 44 

1. Applied Anatomy. By Gwilym _G. Davis, M.D. Seventh | edition, 
revised by George P. Muller, M.D. London: J. B. Lippincott Company. 
1927, (Sup. roy. 8vo, pp. xii + 638; 656 figures. 42s, net.) Z 

12 Seuchenbekdmpfung. Vorlesungen an der socialhygienischen Akademie 
Charlottenburg. Von Professor Dr. E. Seligmann. Berlin: S. Karger. 
1927. (Sup. roy. 8vo, pp. 282; 38 figures, M.16.50.) — ; 

13 The Technique, Effects, and Uses of Swedish Medical Gymnastics and 
Massage. By Dr. J. Arvedson. Translated by Mina L. Dobbie, M.D., 
B.Ch: London: J: and A. Churchill. 1927, (55 x 8}, pp. x + 259; 
131 figures. 12s, 6d. net.) 
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Allen’s Commercial Organic. Analysis'* is a handbook of 
instruction in methods of analytical examination dealing more 
especially with materials which are wholly or principally of 
organic composition. The book is representative of a great 


_variety of subjects, including, besides articles of food and 


substances used in medicine, a wide range of materials used 
in the arts. Our comments on four volumes of the book have 
already appeared. Volume v, which is now before us, deals 
with inks, leather, and the artificial colouring of foods; it 
includes also benzene and aniline, together with an assortment 
of substances more or less related to them. Each of the 
subjects is treated as a distinct section, and is the work of 
a contributor chosen for his experience in the particular sub- 


ject. Of the contributors four are citizens of the United 
. States, while five belong to this country. In this volume a 


number of therapeutic substances are described, including 
several of the pyrazolone group, to which antipyrine belongs. 


‘The work appears to have been treated on the best plan 


possible for the purpose in view, and although it incorporates 
a good deal of matter taken from original memoirs in unaltered 
or slightly altered form, there is much besides, which repre- 
sents exhaustive labour by the writers. It is a book that 
practising analysts cannot well do without. Volume vi is 
of the same character. It is concerned wholly with dyes and 


. colouring matters. It is divided into four sections, dealing 


separately with their properties, constitution, identification, 
and methods of colorimetry. The treatment of the subject is 


7 eames and the information always appears easy to 
nd. 


1 Allen's Commercial Organic Analysis, Vols. vy and vi. Fifth edition, 
revised and in part rewritten. Editors:; Samuel Sadtler, S.B., 
Elbert C. Lathrop, Ph.D., C. Ainsworth Mitchell, F.1.C. London: J, and 
A. Churchill. 1 and 1928 (Med. 8vo, vol. v, pp. xii + 700; 6 figures; 
vol. vi, pp. ix + 658. 30s. each volume.) 
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PREPARATIONS AND APPLIANCES. 


Artery Forceps AND LiGature Carrier FOR PLaceD 

VESSELS. 
Mr. E. Mitne Eaton (London, W.) writes: The forceps of which 
the jaws are illustrated in the figure have been designed 
rimarily for the application of ligatures to vessels in the tonsil 
ed. The difficulties to be overcome are: to get the loop of the 
ligature over the tip of the forceps without stripping off the 
grasped tissue, and, in tightening the knot, to apply tension to 
the ligature in a direction strictly transverse to the axis of the 
forceps. 

The terminal part of the instrument is steeply tapered, and its 
sides are recessed to give accommodation for the lateral parts of 
the wedge of tissue raised from the general surface level, thus 
avoiding its detachment in tightening the loop. The carrier con- 
sisis of a short cross-piece 
with a hook at each side, 
and a straight stem slightly 
longer than the forceps, 
with, for handle, a small 
roughened sphere. By its 
means ligature is 
pushed. forward posi- 
tion; and the direction of 
pull is altered to become 
parallel to the tissue 
surface. 

When applying the liga- 
ture the forceps need not 
be held. It is convenient 
to hold the carrier and one 
end of the ligature in the 
right hand, and the _ re- 
maining end in the left; 
although, with a little 

ractice, the manceuvre can 

carried out with one 
hand. The second knot is 
applied by exact repetition; 


i and in the case of soft tissue such as that of the pharyngeal wall, 
_ it is unnecessary to remove the forceps until the procedure is 
.completed. 


The length of the instrument is 7} in., but a 5 in. size is avail- 
able for es surgical use. It will be found of value when, 
owing to lack of assistance or to the site of application, a liga- 
ture has to be applied without elevation of the tip of the forceps. 


-The use of the carrier is, of course, unnecessary with the smaller 


forceps, or with the larger one when applied in moderately 
accessible positions. The instruments have heen made for me by 
Messrs. Mayer and Phelps, London, W. 


TRINITRINE 
Trinitrine caféinée Dubois are pills containing 0.03 gram of 


‘liquor trinitrini (1 per cent. solution) and 0.02 gram caffeine. 


The pills are sugar-coated with a soft centre, and are intended 
to be masticated. This permits the immediate absorption of the 


_trinitrin through the mucosa of ‘the mouth. The preparation 


2 bane to be a convenient form of medication for use by cases 
of angina pectoris. The weer age, F: ents for the British Empire 
are the Anglo-French Drug Co., Lid. (238a, Gray’s Inn Road, 


LONDON ASSOCIATION FOR MENTAL WELFARE. 


Appress BY Dr. Mapotner on Tue Psycuratric 
THE annual meeting of the London Association for Mental 
Welfare, presided over by the Hon. Lady Lawrence, J.P., 
L.C.C., was held at the Royal United Serviees Institution 
on June 27th. 


In giving an account of the work of the year, Miss K. T. 
Wattas, L.C.C., chairman of the council, spoke of the several 
masters which the association had to serve. A part of its 
work was statutory and a part voluntary. To the first cate- 
gory belonged the work it did for the Mental Hospitals 
Department of the London County Council by supervising in 
their own homes all cases subject to be dealt with under the 
Mental Deficiency Act, and by the conduct of occupation 
centres’ for these children; also “work for the Ministry of 
Labour in the placing and after-care of mentally defective boys 


and girls; and, further, the inquiries it made on behalf of the - 


London Education Authority regarding children leaving special 
schools at the age of 16. The work for voluntary cases, for 
which the association received a grant from the Board of 
Control, was again many-sided, including, in the first place, 
the aiding of those who needed care and protection to secure 
this through the Mental Deficiency Act as afforded by homes 
and institutions, and the supervision of those who were to some 
extent able to become partially self-supporting, but who, 
without this friendly guidance, would be unable to do so 
A very important feature of the voluntary side of the work 
was the watch and guard maintained over those who, though 
undoubtedly weak in character and subnormal in intellect, did 
not come within the scope of the Act, and could not therefore 
be helped through legislative provision. During the past year 
reughly 4,000 cases had been assisted on the statutory sice 
of the association’s task, and 4,000 others on the voluntary 
side. The number of youths and girls placed in employment 
had been 675. Miss Wallas-spoke in moving terms of many 
encouraging features in the work. 

Lord SrratHcona, who has lately become treasurer of the 
association, presented the accounts, which showed an income of 
£6,300, 97 per cent. of which was in the form of grants from 
the public bodies just named. 

An address on the work of a psychiatric clinic was then 
given by Dr. E. Maporner, medical superintendent of 
Maudsley Hospital. Dr. Mapother defined such a clinic as an 
institution which attempted to carry out on a voluntary basis 
the treatment of curable mental disorder. The distinction 
between mental disorder and mental defect, always rather 
artificial, was becoming more so. Formerly there were two 
more or less distinct groups of cases—namely, those originating 
before or shortly after birth, and those occurring not before 
adolescence, the two being separated by the years of child- 
hood. But now this fairly long gap in between was being 
filled up by cases of post-encephalitis lethargica and its sequels. 
This new state of affairs had been recognized by the law in 
making the provisions of the Mental Deficiency Act applicable 
to cases practically of adult life. Conditions like delinquency 
had always been common territory to mental defect and dis- 
order, and, moreover, there were a large number of slightly 
subnormal people who developed acute psychoses on top of 
the subnormality, and who came under treatment for a short 
time, but otherwise were able to live quite useful lives. Unless 
there was to be an extravagant duplication of arrangements, 
a good many such arrangements should be common for the 
borderline cases of mental defect and disorder alike. In 
connexion with the arrangements for the treatment of mental 
disorder there were four main considerations : the ability of 
the patient to pay for his treatment; the severity of his 
malady (practically his certifiability or otherwise); his willing- 
ness or unwillingness tosreceive treatment or indifference thereto ; 
and the question of prognosis. At present the situation was 
deminated by the first two of these considerations. England 
was about thirty years behind Germany and Holland and the 
most progressive States of America in respect to the arrange- 
ments for early mental cases, though in respect to established 
cases of mental disorder there was practically no country in 
the world where the arrangements were as good. The present 
position in most places outside Londen—London was far ahead 
of the rest of the country—was that treatment of mental 
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disorder at public expense was only to be obtained when a 
case was bad enough to be suicidal, or a burden, or a nuisance. 
In his view the clinic might take in a certain number of cases 
ordinarily certifiable, such as those with suicidal tendencies, 
provided they were willing to accept treatment. If the 
psychiatric clinie was to be a training ground for such workers 
as those embraeed by the Association for Mental .Welfare— 
and it was the educational functien of the clinic, alike for 
members.of the medical. profession and for social workers, 
which -was of the greatest impertance—it was necessary that it 
should cover the widest possible range of cases, so long as the 
principle of voluntary treatment was not infringed. As to 
whether the public wanted clinics, he thought the experience of 
Maudsley, where they had disappointed the expectations of 
those who had said that within two years of its foundation 
it would become an ordinary mental hospital for certifiable 
cases, supplied the answer. As for the question of cost, the 
maintenance of a patient in a psychiatric clinic was about 
the same as in a general hospital, and a good deal Jess than in 


* facilities. 


a mental hospital. The addition of private wards assisted 
considerably in reducing the overhead expenses. He thought 
that psychiatric clinics should be run by local authorities; 
without such assistance they were crippled for lack of funds, 
and were not able to provide the wards, personnel, and 


overcome. 
Dr. Lerrria Farrrieip also added some remarks on the care 


-of the. delinquent defective, based on her experience of the 


female delinquent (using delinquency in the narrow sense 
of criminality) notified from police courts to the Mental 


_ Hospitals Department of the London County Council during 
the last three years. The total number of these was only 49 
' —a very small number in comparison with the male delinquents. 


The crimes with which these girls and women were charged 
were in nearly all cases of a trivial character, obviously 


_ arising out of failure to adjust themselves to the responsibilities 


of life. 


UNIVERSITY COLLEGE, NOTTINGHAM. 
THe New Burprnes. 


Wuen the British Medical Association held its Annual 
Meeting in Nottingham in 1826 members were given an 
opportunity of visiting the New University College Build- 
ings, then in pregress. The main buildings are now com- 
plete, and the University Park is laid out to the fullest 
‘advantage both as regards beauty and recreation. The 
whole city is looking forward with pleasurable anticipation 
to the opening of the new 


where there could be adequate buildings, possibility of 
extension, and opportunity for recreation. He then gave 
£30,000 to form the nucleus of a building fund, and, to 
make his ideal possible as he visualized it, he presented 
a site of almost 50 acres to be laid out as a University Park. 

From that time onwards Sir Jesse Boot has not ceased 
giving, and the buildings, erected at a cost of £285,000, 
have been his princely gift to his native city. His first 
intention was to erect the main buildings, leaving the 
Great Hall and the Women’s Hostel to be built later. But 
so appreciate was he of his 
architect and his manager, and 


buildings on Tuesday next, 
July 10th, by His Majesty the 
King. An appeal has gone 
forward, and much has already 
been done towards raising the 
£250,000 required in endow- 
ments if the New University is 
to ebtain its charter. 
The present University 
CoHege has developed step by 


founded in this country 130 . 
years ago -by the Quakers of 
Nottingham. 1877. the 
present buildings in Shake- 
speare Street were commenced, 
the town council of the day 
being pledged to give its sup- 
port. ‘The Treasury inspectors 
stated in the 1890 report that 
the Nottingham University 
College exhibits the nearest 
approach of all colleges which 
we have visited to a people’s 
university.” 

In the year 1913 the College 
Council had decided that the 
scope of the work of Univer- 
sity College was extending, 
and that the time was 
approaching when every effort Bown: is 
must be made to raise it to the — 


of the skill of the workmen 
engaged on the building, that 
he promised to guarantee the 
cost of the building of the 


Great Hall if it were not 
possible to defray this by 
public subscription. His en- 


thusiasm grew as the work 
progressed, and he eventually 
decided to bear the expense of 
the entire building himself. 
Lady - Boot, equally en- 
thusiastic, associated herself 
with the work, and offered ta 
build the Women’s Hostel, for 
which plans had already been 
got out. This undertaking was 
estimated to cost £45,000, and 
it was indeed a great burden 
which she took from the 


shoulders of the women of 
Nottingham when she gave so 
generous a promise. 


** One of our chief reasons for 
coming to this decision,’’ says 
Sir Jesse Boot, ‘“‘is to avoid 
confusing the public mind by 
simultaneous appeals, both for 
the actual building of the univer- 
sity and for its endowment. 
We thought it would simplify 


status of a university. Unfor- 
tunately, the outbreak of war 

and the difficult post-war conditions made it impossible for 
them further to develop their projected schemes. Mean- 
while, the ever-growing needs of the college were being met 
-as best they might. New departments were housed in‘any 
available premises in the vicinity of the college, and the 
chemical, physical, and biological lahoratories, though 
extended, had completely outgrown the old buildings. 

It was at this point that Sir Jesse Boot, Nottingham’s 
great benefactor, came forward with gifts unparailelled in 
their generosity. His realization of the difficulties that 
beset the chemical department led to his first gift of 
£20,000 to endow a chair of chemistry. As he came into 
still closer touch with the college he felt the urgent neces- 
sity of moving it from the centre of the city to some place 


UNIVERSITY COLLEGE, NOTTINGHAM. 


_ laboratories. 


‘Mr. P. Morley Horder. 


matters very much if the appeal 
to the public could be solely 
for the endowment fund, and 
this will now be the case... . At the moment of the opening 
by His Majesty the King, when the stones of the coming univer- 
sity are still unweathered by time, it is difficult to appreciate the 
full significance of this educational development. t ousands of 
students yet unborn will pass along these corridors and learn 
in the lecture-rooms and wrest the secrets from Nature in the 
Their work will link still more closely industry 
with science, add to the honour of the city, and help to increase 


‘the well-being of our nation.”’ 


The whole scheme has been fortunate in its architect, 
The beauty of the new. buildings, 
situated almost on the crest of the hill, ean be appreciated 
from different points for many miles around. The eam- 
panile adds grace to a building of simple dignity. The 


The difficulty of public apathy on all matters: 
‘connected with the treatment of mental cases had to be. 
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entrance hall is below this tower, the Great Hall and 
the library to west and east giving balance to the stately 
proportions of the fagade. From the south front a wonder- 
ful prospect can be seen of the park, the open-air swimming 
bath, the lake—once a pond, now a beautiful pleasure 
lake of 14 acres—the pavilion by the lake side, the new 
University boulevard, its playing fields and tennis courts, 
and the distant Trent flowing ‘‘ smug and silver ’’ by its 
wooded hills. 

On the east of the entrance hall is the council chamber, 
oak-panelled, approached by marble corridors. At the 
extreme end of the east corridor is the library, occupying 
two floors in height and of noble proportions. The Great 
Hall is at the extreme end of the west corridor. It is 
built entirely of Portland stone and, but for the ceiling, 
is austere in its simplicity. A colonnade runs round the 
gallery, the front of which is carried out in oak. The 
ceiling is flat, with plaster enrichments in colour. Below 
the Great Hall is a lesser hall, while under the library 
there is the refectory, the corridor rooms on the lower 
floor being used as common rooms, staff rooms, and dressing 
rooms. 

Grouped round the three courts on the ground floor 
are museums, laboratories, and workshops. The first floor 
gives accommodation for lecture theatres and larger class- 
rooms, while on the second floor are the examination 
rooms and private research laboratories and _ studies. 
Mention should also be made of the extensive laboratories 
at the disposa! of the departments of physics and inorganic 
chemistry, each of these having an area of more than 
2,500 sq. ft. The crying need for these new larger 
buildings will be readily understood when it is realized 
that in 1$£6-27 there were in all 2,275 students at the 
college. Last year 68 took degrees, and 238 received 
diplomas. 

It is impossible to mention in so short an article many 
of those who have been inspired by the generosity of Sir 
Jesse Boot to contribute to the coming University. But 
the citizens of Nottingham remember with gratitude the 
never-failing sympathy and encouragement which they 
have received for many years from His Grace the Duke 
of Portland, President of Court of Governors, nor will the 
name of Alderman Huntsman, now Mayor of Nottingham, 
he forgotten. He has devoted vears, energy, and all the 
force of his own strong idealism to this project. As 
chairman of the College Council he has guided the destinies 
of the University College with a sure hand and with high 
hopes for its future. ; 

Our illustration, from a sketch of the South Front, is repro- 
duced by permission of Messrs. Jenkins and’ James, publishers, 
Nottingham. : 
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RADIOTHERAPY OF UTERINE CANCER, 


MertnHops, Recorps, REsuLts. 


In accordance with a report by the Cancer Commission. 


to the Health Committee of the League of Nations in 
May last a subcommission of experts was appointed to 
study the radiotherapy of cancer, with special reference 
to cancer of the uterus. Emphasis was laid in this report 
on the importance of collecting data from different sources 
regarding the methods of radiological treatment and their 
modern results. In addition, it was suggested by the 
president of the Cancer Commission, Sir George Buchanan 
(senior medical officer of the British Ministry of Health) 
that it might be well for the subcommission to take 
cognizance of the following points: (1) Available supplies 
of radium. (2) The centralization of radium in each 
country for the supply of the smaller clinics and indi- 
vidual practitioners, in the event of this being considered 
desirable. (3) The form of record which should be kept 
with the view of comparing the results obtained in different 
countries after some five years’ observation after cessation 
of treatment. 

The subcommission includes the following experts in 
radiology and gynaecology : 
Professor Cri. ReGaup, Director of the Radium Institute of the 

Curie Foundation, Paris (Presi¢ent). 

Mr. Comyns Berketey, Director ot the Gynaecological. Service, 


Middlesex Hospita] Cancer Charity. 


Professor Déperterm, Director of the Gynaecological Clinic of the 
University, Munich. 

Professor W. Laum, Director of the Laboratory Research Work, 
the State Gynaecological Clinic, Chemnitz. 

Professor van Rooy, Director of the Gynaecological Clinic of the 
University, Amsterdam. 

M. R. Ferrovx, Chief of the Therapeutical Works at the Curie 
Foundation, Paris. - 


Professor Votrz, Gynaecological Clinic of the University, Munich. 
Professor G. Forssett and Dr. Heymay, Radiumhemmet, Stockholm. 
Professor Pestavozza, Director of the Gynaecological Clinic, Rome. 
Dr. Janet E. Lanz-Craypow (Investigator), attached to the Depart- 
mental Cancer Committee of the Ministry of Health, London. 
The first preliminary meetings of the subcommission were 
held on June 18th and 19th, and were attended by the 
president of the Cancer Commission. Detailed consideration 
was first given to the nature of the information to be 
collected and the sources to which application should be 
made. It was considered necessary to cbtain individual 
details of a numerically large series of cases of cancer of 
the uterus, classified according to their treatment (a) by 
radium, (b) by « rays, or (c) by both, taking account only 
of those cases in which the treatment was completed more 
than three years ago, and in which the after-histories were 
traceable; it will also be necessary to have statistical data 
of all observed cases in each of the clinics taking part in 
the inquiry. The details to be given were settled, but the 
subcommission jeft the preparation of model forms, cards, 
ete., to the Health Secretariat of the League, which, for 
this purpese, will have the advice of Dr. Lacassagne 
(Paris), Professor Voltz (Munich), Dr. Heyman (Stock- 
holm), in addition to that of Dr. Janet Lane-Claypon, who 
has been appointed the technical inquiry officer of the com- 
mission for this purpose. The same group of experts will 


assist in the collection and codification of the replies — 


received. 

The clinics and institutions to be applied to are to be 
limited, in the first instance, to those which possess a 
sufficiently large experience, and their assistance may be 
invited either directly or through national health adminis- 
trations or other appropriate national organizations. 

As some cancer or gynaecological clinics have already 
expressed their willingness to co-operate in an inquiry 
whose practical value they recognize, it is hoped that these 
data may be collected without delay. It is intended that 
the results, when analysed, should be submitted in the form 
of a report to the Health Committee of the League, and 
published in due course. While the clinics or institutions 
chosen will be specially requested to follow the system of 
record proposed to them for purposes of international com- 
parison, they will also be invited to summarize their own 
observations» and views regarding the efficiency of radio- 
logical treatment in any manner which they consider may 
be useful to the Commission. The inquiry as such is to be 


limited to uterine cancer (cervix and body), but accessory 
‘information regarding cancer of other gynaecological sites 


may be supplied for separate study. 

On the broader questions relating to the treatment of 
uterine cancer by radiology the president, Professor Regaud, 
submitted a series of considerations which, after a general 
discussion; -were adopted by the subcommission as repre- 


senting the most important directions to which its future - 


discussions should be directed, and on which definite recom- 
mendations should be made in due course to the Health 
Committee with a view to publication. Among these con- 
siderations were: 

1. Propaganda among doctors and the general public in order to 
ensure the early discovery and early and correct treatment of 
cancer of the uterus. 

2. Increase in the number of consultation centres. 

3. Organization of centres for microscopic analysis in order to 
ensure early diagnoses. 

4. Recommendations for the organization of the correct treatment 
of the disease. i d 

5. Recommendations for the radio-iherapeutical equipment of 
clinics. 

6. Disadvantages of out-patient treatment. 

7. Recommendations for the compilation of reliable statistics. 

8. Recommendations for special scientific research. 


The Commission also noted, as subjects for inquiry, the 
available supplies of radium and the need for an authori- 
tative opinion as to the advantages and drawbacks of 
distributing radium or radium emanations to hospitais and 
individual practitioners. 


RADIOTHERAPY OF UTERINE CANCER. 
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AMERICAN ANALOGIES. 
Tue resemblance between the American Medical 


Association and the British Medical Association is 
as great as the similarity of names implies; many 
analogies can be found in their machinery and pro- 
cedure. As is only natural in a country whose popu- 
lation has quadrupled itself in three generations, the 
American body, though seventeen years younger than 
its British counterpart, has a membership twice or 
thrice as large, and with ampler resources it undertakes 
some public duties at present beyond the means of 
the organized profession in these islands. Apart from 
differences of size and scope, the two Associations 
have a great deal in common and work on corre- 
sponding lines. With each the turning-point of its 
year is a congress, in some large centre, for scientific 
and medico-political business; and just as our own 
Association is about to hold its ninety-sixth Annual 
Meeting at Cardiff, so the A.M.A. has lately held its 
seventy-ninth annual session at Minneapolis. Each 
also invites on these occasions distinguished colleagues 
from abroad. Among those taking part in the scien- 
tific proceedings at Minneapolis three weeks ago was 
Sir Lenthal Cheatle, and his address on cancer is 
printed in the opening pages of our present issue. 
At Edinburgh last summer we welcomed as a delegate 
of the American Medical Association its president- 
elect, Dr. W. 8. Thayer, Emeritus Professor of 


Medicine in Johns Hopkins University, whose dis- } 


course at Guy’s Hospital during the Richard Bright 
centenary celebrations appeared in these columns 
about the same time.' Professor Thayer has now 
succeeded to the presidential chair, and his inaugural 
address at Minneapolis is before us.?_ It is a note- 
worthy address, eloquent, thoughtful, suggestive, and 
will well repay perusal in full. It surveys a great 
deal of ground—the ideals and characteristics of the 
medical profession, the specific amenities which the 
Association offers to its members, medical education 
and the organization of clinical instruction, the corre- 
sponding training of nurses, the relation of the prac- 
titioner to communal health activities and lay public 
health organizations, the effects of the growth’ of 
specialism and the elaboration of diagnostic methods 
on professional relationships. Many wise words are 
said on these subjects, and they serve to bring out 
the essential similarity of views, aims, and methods 
of the American and the British Medical Associations, 
together with some not unimportant differences in the 
conditions under which they work in the Republic 
and in the Empire. 

The American Medical Association has, in the 
United States, to perform the fuhctions not only of 
the British Medical Association, but also, as far as 
possible, of our General Medical Council. It has to 
be the great guardian of the standards of medical 
education and of medical conduct in the interests of 
the public. Its task in this regard is not easy, and 
without its influence both these standards would be 
lamentably lowered. Though in Great Britain these 
matters are the prime duty of the General Medical 
Council, it must not be overlooked that the British 
Medical Association is in no small degree also con- 


1 British Medical Journal, July 16th, 1927, p. 87. 
3Journ, Amer, Med, Assoc., June 6th, 1928, p. 1917. 


cerned with them. It is a powerful means of formus 


lating and encouraging correct professional behaviour; 
and is constantly vigilant, so far as the imperfect 
constitution of the General Medical Council will allow, 
in securing that, in the matter of medical education, 
the views of those who are trained receive considera- 
tion as well as the views of those who conduct the 
training. Professor Thayer refers to the admirable 
report of Mr. Abraham Flexner on the medical schools 
of America, and to Sir Andrew Macphail’s address on 
‘* American Methods in Medical Eduecation,’’ which 
was printed as the principal article in our last Educa- 
tional Number; and he well reminds us of the 
influence which general professional ideals must have 
upon education as well as upon conduct, and of the 
reciprocal influence of a wide basic education upon 
conduct and ideals. Even within the bounds of 
strictly medical training *‘ the specialist who has not 
had a good basic medical training is a danger to 
society. Too early specialization is one of the great 
faults of American education.’’ With us it is perhaps 
not so much too early specialist training as the absence 
of some degree of wider medical experience which is 
the danger in the development of specialism. . 

The spread of specialization is causing great changes 
in medical practice. Both the time and the expense 
entailed by a complete physical investigation of a 
patient have much increased, and there is a marked 
tendency towards group practice and co-operative 
clinics. Professor Thayer warns us that this is not 
always wise, in so far as it diminishes the opportunity 
for the exercise of the most vital and important 
element in the practice of medicine—the human 
influence, the close personal association between 
doctor and patient. Experience and wisdom are 
worth many instruments. Our main functions, our 
immediate duties, are ‘‘ to care individually for our 


‘patients, to treat them when ill, and to give them 


such advice that they may preserve their good health; 
to prevent the spread of disease from our patients to 
others within the household or outside; to co-operate 


in every respect with local boards of health in the. 


early reporting of registrable disease and through 
scrupulous attention to all prophylactic measures.” 
Professor Thayer adds some wise words, useful here 


as well as in the United States, with regard to the 


wider duties of the medical profession in relation to 
public health. He reminds us that we share these 
duties ‘with the public. 


of ‘special’ responsibility, lies. 
collectively we are especially qualified to advise the 
public in these matters. We must seek to direct the 
public toward sane and efficient action.’’ Yet ‘‘ in 
the broader matters of public health the public has 
the same right, after seeking what advice it will, to 
take just what action it chooses: neither as individuals 
nor as an association have we the right to demand 
that the public accept our views.’’ Members of both 
Associations, impatient to realize their ideals and 
zealous in professional and public interests, are liable 
to forget this truth. Both these great medical Asso- 
ciations are in a peculiarly delicate position. 


using our power as an organization to oppress others. 


We must be careful to see that such reproaches are | 


wholly unjustified. The rarest and most valuable of 
human qualities is the ability to square one’s ideals 
with the realities of existence. 
fession and as an association make this effort.” 


% British Medical Journal, September 3rd, 1927, p. 373. 
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Happily, the history, the work, the accomplishments 
of both the Associations show that such ‘accusations 
are, in fact, without foundation, and that, in main- 
taining the honour and interests of the profession, 
there has been equal care and success in the advance- 
ment of medical science and the promotion of the 
public good. 

Professor Thayer's final appeal to certain members 
of the profession is worth quoting in the hope that 
it may not be without its effect in relation to the 
British Medical Association. ‘* In this life,’’ he says, 
“there are always those, often superior men and 
women, who are so occupied with their special interests 
and pursuits that they lose touch with the larger 
activities of life. Such are very likely, subconsciously, 
to manifest a certain impatience with public move- 
ments and discussions. From the privacy of their 
peaceful alcove they are prone to regard with sus- 
picion and distrust those who enter into public life. 
There are such men in our own profession who, 
rarely departing from the quiet round of their existence, 
look on those who direct the functions of this body 
with something of suspicion. I wish that some of 
these men might have the opportunity that has been 
given to me to see the working of the central organiza- 
tion of this Association. They could only feel, as I 
do, a sense of the deepest admiration for the character 
and devotion and idealism of those men who repre- 
sent us; and they could not fail to marvel at the 
magnitude and the beneftcence of the work they have 
accomplished and are accomplishing.” 


POOR LAW AND LOCAL GOVERNMENT 
REFORM. 
THe Minister of Health has just issued to local 
authorities a Parliamentary Paper’ expounding the 
third, but not final, version of the Government’s 
proposals for Poor Law and other local government 
reforms. ‘The first version was described in our 
issue of December 12th, 1925 (p. 1136). In this con- 
nexion a special committee was set up by the Council 


-of the British Medical Association early in 1926 to 


watch the matter; a memorandum on the subject 
Was prepared, and this memorandum and the com- 
ments of the Committee on the Minister's tentative 
proposals were endorsed by the Council a little later 
and by ~the Representative Body, after a full dis- 
cussion (reported in the Supplement of July 31st, 1926) 
at Nottingham. -A revised scheme, in many respects 
differing radically from the first, was set out in an 
official memorandum, with a covering letter to local 
authorities, issued by the Minister in June of last 
year. We printed two articles describing and com- 
menting on this second schethe in the Journal of 
June 11th, 1927 (p. 1973), and that of July 2nd, 1927 
(p. 21). The Association welcomed and gave a 
general approval to the first set of proposals as going 
a good way towards that simplification and even 
unification of administration in matters of health 
which has for so long been the policy of the Associa- 
tion. Two important objections in detail were, how- 
ever, raised: that there was no compulsory ¢o-option 
of medical representatives and other suitable persons 
on the statutory committees dealing with health 
matters, including those transferred from Poor Law 
administrations ; and that county councils were to be 
given a general supervising power over, and responsi- 
bility for, the administration of health services in the 
hands of all borough and urban district councils 
Within the county. We expressed profound dis- 
Stationery Office, Cmd. 3134. 1s. net. 


appointment with the second set of proposals as 
seeming to abandon—except in county boroughs, and 
even there with qualifications—this main principle of 
unified administration. Boards of guardians were 
not to be abolished; their areas and methods of election 
were merely to be modified. Rural district councillors 
were to be perpetuated as ex-officio guardians, and 
though greater freedom in the use of institutions was 
to be brought about, their financial and general 
administration was to become even more complicated 
than at present. These and other defects seemed to 
us to make the second scheme not worth having in 
county areas. 

The third set of proposals, just made public by the 
Minister of Health, is now placed as an integral part 
of the whole policy of the Government for rating and 
local government reform. It is intended to be judged 
along with the relevant proposals of this year’s Budget 
and with the Rating and Valuation (Apportionment) 
Bill now before Parliament. The proposals are not 
final; they are presented for the information and 
consideration of local authorities and other bodies 
directly concerned therewith, and discussions between 
such bodies and the Ministry of Health during the 
next few months may be expected to result in some 
modifications, perhaps of considerable nmportance, in 
detail. It may be said at once, however, that this 
third scheme, so far as it relates to Poor Law reform 
and consequential modifications of health administra- 
tion, approximates much more closely to the first of 
the earlier schemes than to the second, and it will 


almost certainly, therefore, be found that the British’ 


Medical Association will welcome it and be in a 
position to give it as a whole its cordial support. The 
ill-advised proposal of the first scheme, to which we 
have alluded, that county councils should have super- 
vision of, and responsibility for, the health administra- 
tion of urban authorities with their area, does not 
appear to have any place in this third version. Boards 
of guardians are definitely to be abolished and their 
functions transferred in toto to county councils and 
county borough councils. Each county and county 
borough will be a complete unit, and the council of 
each such authority will be required to prepare, in 
anticipation of the date of the Act coming into opera- 
tion, a scheme of the administrative arrangements 
which it will make for the discharge of its new 
functions. Every such scheme will be subject to the 
approval of the ‘Ministry of Health, and before this 
is given there will be an opportunity fer the repre- 
sentations of other authorities and of persons interested 
to be considered. It is intended that there shall be 
a good deal of freedom and elasticity in the formula- 
tion of these schemes, but the Parliamentary Paper 
gives definite indications of some of the things they 


should provide for and of the arrangements which. 


would probably be favoured as convenient and proper. 
Much, therefore, will depend upon the action of county 
councils and county borough couneils; but if they 
act in accordance with the indications given, and in 
the spirit of the Government memorandum, a great 
advance will have been made in the direction desired 
by the British Medical Association. 

Three important points to which attention should 
be particularly directed are: (1) distribution of func- 
tions; (2) delegation of functions; (3) co-option of 
members on administrative committees. In none of 
these directions is there to be the compulsion which 
the Association would have preferred, but all of them 
are to be within the power of the councils, and the 
Ministry indicates that it may in most eases be desir- 
able to adopt them. This is obviously true. For 
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a council simply to hand over the transferred functions 
(apart from the power of raising a rate or of borrowing 
money) en bloc to a new committee instead of referring 


-the health functions to its Health Committee (or 


Maternity and Child Welfare Committee or Mental 
Deficiency Committee as the case may be), the 
education functions to its Education Committee, and 
the assistance functions to another committee, would 
be to reduce all advantages of the reform to a 
minimum. Not to use the ‘power of establishing local 
subcommittees for suitable areas in a large county 
would clearly be a mistake. Further, where in a 
county area there are non-county boroughs or urban 
districts of suitable size which are themselves autho- 
rities for health, education, maternity and child 
welfare, or other such purposes, it would result in 
a lamentable confusion and overlapping if the county 
council did not delegate the appropriate functions 
(apart perhaps from residential institutional provision) 
wholly to such authorities. Again,.if, with all this 
extra work thrown upon it, a council did not utilize 
on its committees and subcommittees the services of 
interested and experienced persons, including members 
of the medical profession, who did not happen them- 
selves to be members of the council, much valuable 
help would be wantonly lost, and the work would 
probably be done less efficiently. It appears certain, 
however, that no council is to be obliged to adopt 
these desirable methods, and it may therefore be 
necessary in some cases to bring persuasion and 
even pressure to bear in order to secure their 
adoption. It may be added that it is proposed 
to provide that existing Poor Law officers shall 
be transferred to the new authorities or that 
proper compensation shall be paid. Some modi- 
fications of the proposals will be required in their 
application to London and to Scotland. In London 
the Metropolitan Asylums Board will cease to exist, 
and it is proposed that in Scotland—as in England 
and Wales since 1902—the separate education autho- 
rities shall also disappear, their functions being trans- 
ferred to the main local government authority of the 
area. 

Besides explaining this scheme for the reform of 
the Poor Law and of local health administration, the 
Minister’s memorandum also deals’ with’ highway 
administration and with financial proposals with regard 
to rating reform and grants from the Exchequer for 
local services. These are, of course, of very great 
importance, but, though no doubt many of our readers 
will be interested in them, they are not the particular 


* concern of the medical profession as such. A some- 


what elaborate formula is given whereby the appoint- 
ment to areas of the new and greatly increased grants- 
in-aid is to be made. This will not be fully understood 
by the uninitiated; but it may be of some interest to 
note that its main features are very similar to those 
of a_suggestion made some fifteen years ago by 
Dr. Brackenbury in connexion with evidence given 
before an interdepartmental committee on education 
finance. He suggested that the chief factors in such 


a formula should be (1) population, (2) proportion of | 


children up to 14 years of age to total population, 
(3) rateable value per head of population below a 
certain figure, (4) in sparsely populated areas the 
number of persons per acre. In the formula now put 
forward for the wider purpose these are the factors 

but the proportion of children below 5 years of age 
is taken instead of up to 14 years, and the sparsity 
is judged in reference to mileage of roads instead of 
acreage. There is also now added a further factor’ 


relating to the figure of unemployment in each area. 


THE PSYCHOLOGY OF THE SICK. 
Sm Farqvaar Buzzarp, Regius Professor of Medicine in 
the University of Oxford, gave an address some weeks 
ago to the Royal Institution on ‘‘ The psychology of the 
sick,’’ and the text of this has now been printed in 
pamphlet form. His first object was to show how great 
a motive ili health had been behind man’s desire and man’s 
search for knowledge about himself, his structure, and his 
functions. It might be questioned, he said, whether mere 
curiosity, without the stimulus of ill health, would have 
afforded the necessary incentive; whether, for instance, we 
should not still have been ignorant of the composition and 
activities of the gastric juice had not indigestion marred 
the happiness of countless lives. Disease, indeed, had not 
only prompted research, but had provided man with much 
of the material essential for his investigations. At every 
step in the progress of biology careful observation and 
study of the abnormal had given us the means by which 
our conceptions of the normal could be controlled and 
checked. Conduct and behaviour, as the expressions of 
mental activity, had hitherto been regarded as the special 
province of the psychologist, but evidence was accumulating 
to show that such study must depend in the future more 
and more on the co-operation of workers in other branches 
of science. Sir Farquhar Buzzard reminded his hearers 
of certain salient features pertaining to. the normal 
anatomical and physiological development of the brain, 
and how, as in the animal scale, so in the course of the 
growth of each human being, a close parallel was found 
between the degree of development of the brain and the 
degree of development of intelligence or mental capacity. 
The newborn infant possessed a brain not only smaller 
but more primitive in structure than that of an adult; 
large numbers of the nerve elements were immature and 
therefore incapable of taking their part in those activities 
for which they were destined. The development of these 
elements continued far into adult life, and corresponded 
with the increase of knowledge and expansion of intelli- 
gence characteristic of those years. After . middle-age 
the multiplication of processes and the formation of new 
links between various centres gradually ceased and the 
mind became less and less capable of acquiring fresh 
knowledge or of making novel adjustments. After pre- 
senting in outline the life-history of a normal human brain 
and a normal human mind, the lecturer went on to discuss 
those agencies which disturbed the stream of mental and 


moral progress, and later the structural changes found _ 


in the brain in association with those disturbances, in- 
stancing and illustrating the law whereby those functions 


of the brain acquired most recently in time, and most, 


highly specialized or complex in character; were the first 
to fail and the last to recover. Passing next to the 
associated psychical and physical disorders attendant upon 
disease, Sir Farquhar Buzzard spoke of the effects pro- 
duced on the brain and mind in sufferers from encephal- 
itis lethargica—a subject dealt with at length by Dr. 
Allan Parsons in the report of which a notice appeared 
in our last issue at p. 1122. In this disease any part of 
the brain might be attacked, and all forms of paralysis, 
blindness, deafness, loss of speech, and of mental faculties 
were, from time to time, left in its train. One group of 
cases called for particular attention, a group consisting 
of children of school age who had been bright, well con- 
ducted, and of average ability and character, and whom 
this disease had left not physically impaired, but hopelessly 
lacking in moral sense and responsibility. After demon- 
strating by lantern slides the relationship between dis- 
orders of mentality and structural changes in the brain, 


"Sir Farquhar Buzzard concluded his address by stating 
that the evidence drawn from pathological sources warned 


us that we could not remember, recognize, reason, or 


eas at to 18 


he © we = 


we 


| 
= 
} 
| 
| 
| 
| li 
| es 
w 
bi 
th 
| of 
th 
th 
la 
sti 
of 
an 
| na 
Le 
| | 
the 
| He 
ma 
| the 
| of 
the 
an 
Fo 
| suff 
| anc 
| Ins 
| me: 
sup 
had 
of 
| Was 
| wor 
ord 
Ho: 
| thre 
| 
was 
Hol 


JULY 7, 1928] 


MEDICINE AND FLYING. 


express ourselves unless our brains were structurally 
healthy and intact, and that there were material altera- 
tions of structure, physical or chemical~in origin, under- 
lying and perhaps even _ determining the psychology of 
the sick. 


LINACRE’S INFLUENCE ON ENGLISH MEDICINE. 
Tuomas Linacre (1460-1524), the prototype and father 


of the scholar: physicians in this country, exerted a lasting } 


influence on medicine by founding the Royal College of 
Physicians of London in 1518, and brought the spirit of 
Greek learning into the intellectual life of the country. 
By his will he also established lectureships at the two 
older universities, but unfortunately these did not fulfil 
the intentions of the pious founder; for example, at 
St. John’s College, Cambridge, the lectureship.beeame a 
college appointment and largely @ sinecure; twenty years 
ago, however, the character of the office there was changed, 
and a distinguished leader in medicine was appointed each 
year. In 1908, as the first lecturer under the new regula- 
tions, the late Sir William Osler gave an account of 
Thomas Linacre’s life, of his activities as a medical 
humanist and a grammarian, and of the history of the 
Cambridge foundation; in 1913 the late Sir Norman Moore 
discoursed in his inimitable manner on ‘“‘ The Physician 
in English History,’’ and on May 5th last Sir George 
Newman read an essay, both learned and delightful, on 
Linacre’s influence on English medicine, which has just 
been attractively printed for private circulation as a 
pamphlet of 37 pages. Though the subject is much the 
same as Sir William Qsler’s it is treated on different 
lines, and the reader realizes that these two scholarly 
essays are complementary to each other. Going to Italy 
with a scholastic grounding in the classics, Linacre brought 
back to England a living comprehension of the service 
which pure Hellenism could render to English medicine, of 
the essential importance of Aristotle, and of the necessity 
of a re-orientation of medical knowledge as transmitted by 
the Arabs. In conclusion, Sir George Newman points out 
that, although Linacre and his pupil Sir Thomas More 
knew that the future well-being of the English nation 
lay with simple methods of prevention, this practice’ is 
still widely disregarded. Readers of the author’s book 
of essays, The Interpreters of Nature, published last year 
and reviewed in our issue of April 30th, 1927, will 
naturally hope that in its second edition the Linacre 
Lecture of 1928 will be included. 


MEDICINE AND FLYING. 
Sm Samvet Hoare, Secretary of State and President of 
the Air Council, after presenting the prizes at the London 
Hospital Medical College and Dental School on June 29th, 
made some interesting remarks on the contacts between 
the new profession of flying and the ancient profession 
of medicine. He said that there was no profession in 
the world which demanded a higher standard of physical 
and nervous efficiency than flying. As the Royal Air 
Force had developed, the old tests which had proved 
sufficient for the Army and Navy were quite out-distanced, 
and it was soon evident that the man who had what the 
insurance companies would call a first-class life was by no 
means necessarily a good pilot. Other tests had to be 
superimposed, and the medical officers of the Air Force 
had accordingly gone to work in a special way. Instead 
of merely ascertaining that a candidate for a commission 
was free from any obvious disability or disease, they had 
worked out some special tests for the efficiency and co- 
ordination of brain, eye, hand, and foot. Sir Samuel 
Hoare mentioned that a short time ago he himself went 
through these tests, and he was glad to report that, not- 
withstanding five years’ work in the Cabinet, his eyesight 


was classed in the same category as that of Mr. Jack - 


Hobbs, the well-known professional cricketer, who had 


| habit of continual motor-driving in London. 
om | applied to candidates at the medical stations were. sup- 


even in dogs under the influence of morphine. 


been examined shortly before. But he was excelled by 
Lady Maud Hoare, who accompanied him in his flight to 
India and back, in respect of co-ordination of movements 
of hands and feet, excellences which he attributed to her 
The tests 


ported in a remarkable degree by reports received after- 
wards from. the. units “to which the newly commissioned 
officers were sent. This series of tests had. been developed, 
not from theory, but froni practice. The men who had 
proved themselves to be the best pilots were taken and 


‘their qualities. analysed, and. the result of the analysis 


was made the standard for application to subsequent candi- 
dates. . Sir Samuel Hoare pleaded that the medical services 
of the Air Force should be considered not only as an 
integral part of the ‘“‘ new arm,’’ but as an important 
branch of the medical profession. “He mentioned also the 
services which the aeroplane itself was rendering as an 
instrument of first aid. During some recent military 
operations in a difficult mountainous region of Kurdistan, 
about one hundred men of the regiment fell ill of dysentery. 
Thanks to the Royal Air Force, every one of those men 
was transported with the utmost swiftness to the hospital 
at Baghdad—an operation which otherwise than by air 
would have involved days of painful journeying—where 
they all completely recovered. One of the principal sheiks 
of the desert, a man who had lived his life under similar 


' conditions to the patriarchs of the Old Testament, went 


down with pneumonia. An aeroplane was sent to his 
assistance ; he, too, was conveyed to the hospital at Baghdad, 
and made a good recovery. The aeroplane, besides being 
an instrument of defence and of civil transport, was 
specially well adapted for ambulance purposes. Some of 
the fastest aeroplanes were now being equipped in such 
a way that they could easily accommodate stretcher cases, 
and Sir Samuel Hoare said that he himself had recently 
flown in one of these machines a distance of two hundred 
miles in sixty-eight minutes. 


A CAROTID RESPIRATORY REFLEX. 
THE exaggeration of the respiratory movements caused 
by pressure on the side of the neck was formerly attri- 
buted to stimulation of the vagus nerve; recent investiga- 
tions, however, by Drs. D. Daniélopolu, I. Marcu, G. G. 
Proca, and E. Manesco of Bucarest have thrown some 
doubt upon this explanation. In a preliminary note 
published last year in the Revista Stiintelor Médicale 
they ascribe this respiratory reflex to mechanical excitation 
of the carotid sinus. They found that this phenomenon, 
together with the alterations in cardiac rhythm, blood 
pressure, and contractility of the stomach which accom- 
panied it, could only be produced by pressure at one spot 
just below the angle of the jaw. Though the pneumo- 
gastric is accessible to the finger below this spot, pressure 
on the lower part of the nerve did not produce the reflex 
effects. By means of experiments on dogs the observers 
satisfied themselves that the starting place of this 
phenomenon was the bifurcation of the common carotid 
artery, which corresponds with the spot just below the 
angle of the jaw. From their experiments these observers 
have arrived at some preliminary conclusions. | They 
have found that mechanical irritation of the central end 
of the vagus will only produce alteration in respiration 
if it is exceedingly intense, and then merely to a small 
degree. Anatomical examination of the nerve supply of 
the carotid sinus, though not yet eomplete, has shown 
the presence of filaments from the superior cervical 


-ganglion, from the upper part of the trunk of the vagus, 


and from the glosso-pharyngeal nerve. The area of dis- 
tribution of these filaments is very susceptible to pain, 
Surrounding 


areas are by no means so sensitive. When the carotid 
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_ eardio-vascular circulation, the functions of the respiratory 


_ researches which are proceeding have a bearing upon medi- 


26 JuLy 7, 1928] DAWSON WILLIAMS 


MEMORIAL FUND. Barron 


sinus was carefully exposed in morphinized dogs, pinching 
with the fingers readily provoked the respiratory reflex; 
and as the phenomenon occurred whether the common 
carotid were tied or not, it could have nothing to do 
with the cerebral circulation. The observers have con- 
vinced themselves that the reflex is started in the tunica 
intima of the artery, and at a particular spot in the 
carotid sinus. Though excitation of the sinus, either 
from within or without, may lead to pain, the respiratory 
reflex itself is not painful. In connexion with their 
experiments on the tunica intima study was made of the 
vascular-depressor reflex described by Hering as_ being 
caused by mechanical irritation of the internal wall of 
the carotid sinus. It was found that the reflex could be 
conducted by a sympathetic or a purasympathetic route, 
with correspondingly different results, and it is proposed 
to term it the pressor-depressor carotid reflex. It is sug- 
gested, as a result of these investigations, that the 
dyspnoea of effort may have its origin in excitation of 
the carotid sinus region, and that there exists in the 
arterial tree a reflex-procucing zone able to regulate the 


centres, and possibly even other vegetative functions in 
the body. So far very little study has been undertaken 
of the relation of the reflex to pathological conditions; 
but the present authors have noted in an old case of 
encephalitis that compression of the carotid sinus produced 
a prolonged period of apnoea instead of the normal effect. 


THE NATIONAL PHYSICAL LABORATORY. 
Some hundreds of visitors journeyed to Teddington on 
June 26th, when the National Physical Laboratory was 
thrown open for inspection. They were received by Sir 
Ernest Rutherford, chairman of the general board of the 
laboratory, Sir Richard Glazebrook, chairman of the 
executive committee, and Sir Joseph Pctavel, the director, 
and were then allowed, under most competent cicerones, 
to wander over the laboratory. The Jaboratory, we may 
recall, is not a single building, but an estate of perhaps 
fifty separate buildings, divided by roads, some of which 
bear such names as Kelvin and Rayleigh Avenues. The 
work of the laboratory has often been described in these 
pages in connexion with the annual reports which emanate 
from it. It is an extraordinarily varied and impressive 
work, and to the man whose bent is for physics and 
mechanics it must offer as many exciting points as the 
zwological gardens to a small child. Not many of the 


cine. There is, of course, the routine testing of clinical 
thermometers, and the visitors were introduced to the 
groups of patient ladies who are engaged upon this rather 
drudging toil, ascertaining and registering the accuracy 
of thermometers to the number of something like two 
thousand a day. The testing of z2-ray protective materials 
goes on continually, and specimens of the cements and 
plasters which are advised for lining the walls of z-ray 
cubicles and departments were on view. Other features 
of interest to the x-ray worker were the testing of pastilles, 
the experiments (still in the preliminary stage) on the 
ionization standard of 2-ray dosage, the alpha-ray testing 
of radioactive materials, the gamma-ray testing of radium, 
and some apparatus for ‘the ready identification and 
measurement of radium containers. These, however, are 
all side-shows in comparison with the great work of the 
laboratory in aerodynamics, engineering, and _ electro- 
technics. The wind tunnels in the aerodynamics depart- 
ment, where experiments are proceeding on interference 
effects which have a close bearing on the control of aero- 
planes, excited a great deal of interest, as did also the 
high-voltage building, with its power equipment, and the 


illumination building, where the efficiency of light wells 


in buildings is heing measured and the reflection charace 
teristics of road materials are under investigation. The 
great purpose of the whole laboratory is measurement, 
from the standardizing of wrist watches or ancroid 
barometers to the gauging of radio-frequencies of £0 
million cycles per second. 


DAWSON WILLIAMS MEMORIAL FUND. 

We again remind subscribers to the Dawson Williaivs 
Memorial Fund that they are invited to attend a general 
meeting at the house of the Royal Society of Medicine 
(1, Wimpole Street, W.) on Tuesday next, July 10th, at 
5.30 p.m., to hear a statement by the honorary treasurer 
(Sir StClair Thomson) and to consider the form which 
the memorial shall take. The recommendation of the 
organizing committee is that the memorial shall be a 
prize, to be awarded every two years or at longer intervals, 
for the best work which has appeared on pediatrics since 
the previous award. Disease in childhood was the branch 
of medicine which engaged Sir Dawson Williams’s earliest 
interest, and this special interest continued right through 
a career which necessarily involved a close acquaintance 
with every side of medicine. The meeting will also con- 
sider the arrangements as to the trusteeship of the fund 
and the appointment of auditors. It is hoped that as 
many subscribers as possible will attend the meeting or 
make known their preference in order that the memorial 
may go forward with the full approval of all those whose 
gifts have made it possible. At the time the circulais 
summoning the meeting were issued the net amount to 
be invested stood at somewhat over £800, but it is possible 
that the announcement of the closing of the list on 
July 10th may bring forth a number of delayed contribu- 
tions. Cheques should be sent to the honorary treasurer, 
Sir StClair Thomson, at 64, Wimpole Street, W., befoie 
the date of the meeting. 


THE TRUDEAU MEDAL. 

Ix connexion with the announcement in our issue of 
June 23rd (p. 1087) that Sir Robert Philip has been 
awarded the Trudeau Medal, it should have been mentioned 
that this medal is the gift of the American National 
Tuberculosis Association and was founded in memory of 
Edward Livingston Trudeau, its first president. This 
association is the largest national organization of ihe 
kind in the world and is representative of all that is 
most authoritative on the subject of tuberculosis in the 
United States. This-fact still further enhances the value 
and importance of the award of the Trudeau Medal to 
the President of the British Medical Association. 


We regret to announce the death, on July 1st, in his 
seventieth year, of Dr. E. M. Crookshank, Emeritus 
Professor of Comparative Pathology and Bacteriology at 
King’s College, London, and for-many years a prominent 
member of the Court of Governors of the Royal Veterinary 
College, Camden Town. 


In the Supplement this week we publish again the pro- 
visional programme for the Annual Mecting of the British 
Medical Association at Cardiff, with additions and cor- 
rections received up to the time of going to press. 
Arrangements for the scientific and clinical work of the 
meeting on July 25th, 26th, and 27th are now almost 
complete, and it will be seen from the detailed announce- 
ments under each heading that a wide range of interesting 
subjects of practical importance will be discussed in the 
eighteen sections. Members who have not yet secured 
rooms should read the notice about accommodation in 


and near Cardiff printed at p. 6. 
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JHE PLACE OF THE VOLUNTARY HOSPITALS 
IN RELATION TO HEALTIL SERVICES.* 


BY 
Sm THOMAS HORDER, Br., K.C.V.O., M.D., 
PHYSICIAN TO ST. BARTHOLOMEW’S HOSPITAL. 


I assume that thirty-five years of close and continuous 
association with one of the large voluntary hospitals, as 
physician and as teacher, has been considered to fit me 
tor speaking on certain aspects of this difficult but impor- 
tant subject. I do not dispute the reasonableness of this 
view. A man must be obtuse indeed if he has nothing 
he wants to say, or no observations to make that are 
worth listening to, in connexion with a subject in which 
the institution where he has spent so much of his life is 
so closely involved. 

But 1 must make it clear that there are many points in 
connexion with the thorny problems which face your asso- 
ciation concerning which I cannot help you; nor.am I so 
presumptuous as to try. Yet it was probably apparent to 
the council, in sending me this invitation; that the prac- 
tice of medicine and the making of doctors are matters 
intimately bound up with the existence and with the fate 
of the voluntary hospital. Also that the exercise of these 
two functions imposes upon. every thoughtful man and 
woman engaged in them the clear duty of associating 
himself with you in finding satisfactory solutions to the 
problems presented to you. 

For many years I have been deeply impressed by the 
whole nexus of co-ordinated human effort represented by 
the institution which has, from long association, won not 
only my deep affection but also my utmost admiration and 
respect. The business acumen of its governing body, the 
administrative ability of its lay staff, the whole-hearted 
devotion of its multitude of loyal friends and supporters, 
the ample scope it affords for the pursuit of medical 
research and progress, the complete training ground it 
furnishes for the education of medical men and of nurses, 
and, finally, the confidence which its prestige inspires in 
the hearts of its patients—all these things combine to 
make a large voluntary hospital a unit of singular and 
enormous value in the social economy. 

The committee of the medical council of my hospital, 
appointed to consider the letter from the Ministry of 
Health with which we are all here now so familiar, in 
their report, which was sent to the governing body, 


‘proudly drew attention to the fact that St. Bartholomew’s 


Hospital is in no sense a local hospital, but rather a 
national institution, I would go further: I would say that 
St. Bartholomew’s, like every one of our voluntary hos- 
pitals with attached medical schools, is an international 
institution. This fact was demonstrated a few weeks ago 
when delegates from over forty nations collected in the 
great hall of Harvey’s hospital to do honour to his work 
and to his memory. And there are voluntary hospitals for 
the treatment of special diseases, both in London and the 
other large centres of Britain, without schools, yet possess- 
ing great and wide reputations, partly because of the high 
standard of the work done in them, and partly because of 
the distinction of members of their visiting staffs. . 


The Bogy. of State Control. 


There are ‘some who fear that the voluntary principle 


underlying these great institutions, and under the aegis of 
which so much work and progress are possible, is in danger 
of supersession by State control. I think this is a hogy. 
1 find it impossible to believe that any statesman can 
sincerely consider such a step. Quite apart from the fact 
that the Minister of Health has so many irons in the fire 
that he is continually in danger of leaving one or two of 
them to get quite cold—a notoriously unpopular thing to 
do—and therefore has little enough room for such a large 
iron as this would prove to be, I credit him with too much 
desire for efficient medical service for the nation to wish 
to demolish the edifice which is, of all edifices yet built 


* Abstract of a paper read at the British Hospit ssociati 
Conference at Soutnport on June 2ist, 1928, ited ate 


with this purpose in view, the most efficient... That we 
should wish to co-ordinate the national health services 
seems reasonable, but to burden his bureau by instituting 
State control over institutes so firmly established, and so 
generally acknowledged to be effective, as are the large 
voluntary hospitals of the country, seems to me the least 
likely thing to attract him. 

For some time after the war the greatly increased 
expenditure of the voluntary hospitals certainly tended to 
increase the fears to which I have referred, and suggestions 
of State subsidies naturally furthered these fears. But 
that time of stress lias fortunately passed, and the balance 
sheets of most of these institutions have in recent years 
shown a much healthier state of affairs. It is worthy of 
notice in this connexion that, if we consider the sources 
of income, this improvement is not so much the result of 
increased donations and subscriptions as it is of actually 
earned income. In the case of quite a number of the 
voluntary hospitals the receipts on- account of services 
rendered actually exceeded those from voluntary gifts in 
the year 1926. And in one case the receipts from public 
authorities alone amounted to a figure much less than that 
from total voluntary gifts. Thus it seems clear that, in 
an indirect fashion, the voluntary hospitals are receiving 


ciple which must surely receive our commendation, and 


those who help themselves, rather than remove its support 
when it discovers that the ‘ voluntary principle ’’ has 
changed somewhat in its connotation. 


Centres of Health Services. 

And yet these fears of which I spoke have not departed ; 
indeed, they have recurred of late, because, in his desire 
to ventilate certain difficulties relating to other parts of the 
national health services, the Minister has, not unnaturally, 
cast his eye upon the voluntary hospitals, and has con- 
sidered what relation they might bear to a co-ordinated 
scheme. But we should not, I think, read more into such 
a survey, or into the questionary which he has issued 
through his permanent secretary, than this. It is clear 
that no such scheme can possibly be considered without 
reference to the part that may be played by the largest 
and the most active units now operating in regard to the 
study and the treatment of disease. The chief aim of a 
Ministry is to foster and to encourage rather than to 
control. Reform of the Poor Laws and co-ordination of 
the health services go naturally hand in hand. In attempt- 
ing these things it is a statesmanlike thing to preceed from 
the centre outwards. The centre is the voluntary hospital 
system, and_ the Minister begins by inquiring to what 
extent and in what manner he may expect help from this 
quarter. This is how the present position appeals to me. 

We cannot, any one of us individually, decide upon the 
degree to which co-ordination is necessary, since conditions 
vary so much in different places. The Minister of Health 
and his chief officers are alone able to say how much need 
there is for fresh organization, for they alone are able to 
visualize the whole positior By its regional committees, 
however, the British Hospitals Association should also be 
cognisant, to a very large extent, of the gaps and the 
overlapping in various areas. The association can therefore 
render valuable aid to the Minister in this respect. © 
_ There are some reforms which make an appeal to all of 
us. Of the alleged shortage of beds in the voluntary 
hospitals I am not very competent to speak. But that the 
large number of beds in the Poor Law infirmaries should 
be more efficiently utilized, and should receive more 
definite and more systematic medical supervision, is clearly 
desirable. Neither destitution nor senility should con- 
stitute a bar to thorough medical treatment. Nor should 
they of themselves qualify for beds that are badly wanted 
for sick persons. A revision of the Poor Law infirmary 
wards might well lead to the utilization of some of the 
beds, in close association with the voluntary hospital of 
the area concerned, thus allowing of a natural expansion 
of the voluntary hospital without incurring heavy addi- 
tional capita! expense. Certain types of case might with 


advantage be drafted into these remodelled Poor Law 


State aid, and that to a not inconsiderable degree. In- 
other words, they are being paid for work done, a prin-. 


we may trust the public to imitate Divinity in helping: 


| i 
| 

| 
f 
n | 
d 
il 
yf 
is 
iS 
1S 
it 
y 

| 
| 
h ry 
Se | 
st 
ig 
18 
d 


THE VOLUNTARY HOsPITALS AND SHE HEALTH SERVICES. 


wards, such as: cases of inoperable cancer, of chronie 
diseases of the heart and kidneys, and of chronic arthritis. 
To the advantage of such an arrangement in relation to 
medical research, and to medical education, I shall refer 
later. 

Problems in Country Districts. 

In London and the large centres the question of over- 
lapping, with consequent duplication of effort and wastage 
of material, scarcely arises, but this is no doubt an urgent 
problem in the country districts. How best to deal with 
it lies outside my special knowledge. This is an example 
of the fact that we are not faced with one inclusive 
problem, but with many different problems. Indeed, each 
area has its own problems, and each area is best competent 
to solve its own problems. Two great principles, it seems 
to me, should guide us. So far as London and the other 
great centres are concerned we should not consider decen- 
tralization a deterrent to progress, but rather a stimulus 
to it. So far as the county areas are concerned, combina- 
tion and co-ordination are the great needs. These two 
processes are mutually complementary, and the operation 
of them, conducted skilfully and with foresight, should 
effect solutions to most, if not all, the problems that arise. 

Perhaps one of the most urgent of all our problems is 
the provision of adequate medical and surgical treatment 
for middle-class patients of limited means. This is a crying 
need. We in London have no alternative between the 
general wards of a large hospital and a private nursing 
home where, often enough, the cost to the patient is 
absolutely prohibitive. In other large centres the state 
of affairs is much the same. In the country districts these 
patients are often better catered for, many cottage hos- 
pitals having a few small rooms where such persons can be 
treated for reasonable fees. It should be a sine qua non 
in the reconstruction of every large hospital that an annexe 
for ‘‘ paying patients’’ is included in the lay-out. 
Administered with the same business ability shown in 
running the general wards, such annexes might be made to 
pay a handsome sum annually to the hospital exchequer. 
Here is a reform that can be proceeded with at once, 
without waiting for Poor Law reform to give the voluntary 
hospitals power to act. 

There is also need for considerable extension of the 
convalescent homes in connexion with the large voluntary 
hospitals; but the patients at these homes should be under 
fuller medical supervision. This would admit of a quicker 
turnover of cases in the parent hospital, where many 
patients are kept during the convalescent stage of their 
disease, thus blocking the beds for more acute cases. The 
system of pooling the beds at these homes seems, for 
reasons that are obscure to me, to be much less in operation 
than I should think possible and desirable. 


Health Services and Medical Education. 

When I said, at the beginning of my remarks, that the 
problems of co-ordination of the health services have a 
bearing upon medical education, I had in mind the extra 
teaching facilities that such co-ordination would yield at 
all periods of the doctor’s career. There are three such 
periods in medical education, and at each period the 
voluntary hospital has, up till now, provided almost entirely 
the material and the opportunities for the medical man’s 
training. There is the education of the student prior to 
his qualification; there is the valuable experience which 
he gains by holding a resident staff appointment imme- 
diately after qualification; and there are the ‘ refresher ”’ 
classes and demonstrations which are so essential to the 
maintenance of his efficiency after he gets into practice, 
and which are summed up in the term “ post-graduate ”’ 
medical education. 

It may be thought that during the first of these periods 
further co-ordinatisr. of the health services offers very little 
by way of extra facilities to the medical student’s training. 
But this thought is superficial. It is quite true that this 
is a period of intensive culture, and that the time of the 


embryo doctor is very largely taken up at the centre of : 


tuition, which is his medical school and hospital. But even 
at this stage the sphere of his education might be enlarged 
profitably if some of the ideas recently mooted were brought 


into effect. All the obstetric, and even much of the 
gynaecological, practice might go on in certain wards im 
municipal hospitals, and thus offer a good field for teaching, 
The same principle might apply to certain plastic opere 
tions, as for hernia—for which, by the way, there is said 
to be a definite shortage of beds in the voluntary hospitals. 
Again, what could be more useful to the student than a 
series of demonstrations wpon the diseases and disabilities 
of old age? And where could .anything like such good 
material be found for this purpose as in the Poor Law 
infirmaries? The types of clinical material which would be 
rendered available for tuition .in the municipal hospitals 
might easily be amplified, so that, just as the medical 
student in London has, for some time past, gone to. hos- 
pitals under the Metropolitan Asylums Board for special 
instruction in fevers and in lunacy, so he. will, perhaps, m 


the future go to similar institutions for other, and equally _ 


important, branches of his study. - 


More Resident Appointments. 

When we turn to the second stage in the doctor’s 
training—the preparation of the qualified medical man 
for more efficient practice than his mere diploma gives 
him—we can visualize, under a co-ordinated scheme, a 
much larger number of house appointments, whether 
resident or not, than is now open to him. The value of 
these would be quite incalculable. It is my lot to 
meet many practitioners up and down the country and 
to discuss their patients with them. The difference in 
efficiency between those who have, and these who have 
rot, had the immense advantage of holding house appoint- 
ments is very striking, so much so that it is not very 
difficult to grade these colleagues according to this very 
point. Clos» contact with hospital management, the sense 
of responsibility, the daily intercourse with their seniors, 
the discussions with their fellow-residents, the conduct of 
emergencies—these are some of the great benefits which 
the holding of such a post as house-physician, house- 
surgeon, or resident medical officer confers, and which 
helps to make the doctor competent, reliable, and tactful 
when he comes to engage in actual practice. Any organiza- 
tion of the health services which multiplies these posts, 
whether in the large centres or in country areas, would 
add greatly to the total efficiency of medical practice. 

But it is probabiy in the third stage of medical education, 
that of post-graduate tuition, where we may foresee the 
greatest good to ensue from a_ well-planned scheme of 
hospital co-ordination. And this applies, as in the second 


‘stage, both to the centres and to the country districts. 


The seemingly indefinite postponement of a large and 


_adequate system of post-graduate education in this country 


is, to my thinking, a matter for grave concern, and the 
present hold-up of the scheme which had been evolved as 


the result of the work of the Departmental Committee. 


of the Ministry is a source of great personal regret. That 
London, the centre of a great empire, should still Jack 
such a scheme in esse is an astounding anomaly. There 
are tears for these things, but I must not depress you 
to-day ; you. have troubles enough of your own! 


Post-graduate Study Facilities, 

Assuming that we do some day get seriously to work 
on the matter, it is generally agreed, following the work 
of the Athlone Committee, that a complete post-graduate 
clinical unit or hospital is essential, since the segregation 


‘of post-graduates from undergraduates seems imperative 


to a successful scheme. The linking up of such a unit 
with certain of the Poor Law hospitals would provide 
excellent facilities for post-graduate education, and the 
staffing, the pathological investigations, and the opera- 
tive work might well be undertaken by the central post- 
graduate institution. Following such an_ institution in 
London would naturally come affiliated post-graduate 
hospitals in other large centres. The present tendency 
towards the introduction of an earlier retiring age for 
members of the staff at the undergraduate teaching hos- 
pitals frees a number of men who have had great experi- 
ence in medical education and practice for engaging in 


just this class of work, and a panel of such teachers would 
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be available both for the central ‘institutions and for 
travelling to the smaller areas, where a rota of lecturers 
and demonstrators might be in operation. In most of 
the large provincial towns, again, there are senior men 
with considerable hospital experience who could do valuable 
work of this kind, given that the clinical material were 
properly assembled. Thus there would come into existence 
teaching centres of sufficieht size and importance to enable 
practitioners to engage in post-graduate study within their 
own areas, and thus the necessity of leaving their practice 
in order to live for a time in London, or some Jarge but 
remote academic centre, would be obviated. These facilities 
would be of inestimable service to the panel practitioner, 
who is too often blamed for not being ‘‘ up to date,’’ yet 
has no organized means at present of escaping such censure. 
Post-graduate instruction is, after all, a duty which the 
Ministry owes to those doctors whom it employs under 
the National Health Insurance Acts. 

Research in connexion with the causation of disease, 
and especially in connexion with treatment, would be 
greatly aided by such segregation of cases as has been 
suggested in considering the revision of the Poor Law 
hospitals and the placing of the beds at these institutions 
under the aegis of the large voluntary hospitals. Com- 
parative methods of treatment in such diseases, for example, 
as inoperable cancer, can only be undertaken with scientific 
methed where a number of similar cases are assembled in 
one institution. Similarly, a ward given up to arthritis 
would allow of that team work which is notoriously desirable 
in the investigation and in the treatment of such a disease. 
Time prevents me from enlarging upon this aspect of the 
question. 

And now, in conclusion, let us assume that a definite 
position is really created by the questionary issued by the 
Ministry, and that the replies of the voluntary hospitals 
are seriously awaited and will be as seriously considered. 
Then I submit that they have here a great opportunity. 
I suggest that they approach it not only carefully and, if 
you like, cautiously, but with enthusiasm. Let them 
demonstrate their recognized supremacy by an active and 
progressive spirit, and a willingness to co-operate in any 
forward move on the part of the Ministry. They are 
to-day the centre and focus of medical science and of 
medical art. In proportion as they are these they have 
a duty in connexion with every advance that is suggested, 
whether in the direct transmission of . knowledge and 
administrative experience or in any co-ordination of the 
health services which may be desirable in the national 
interest. 
resides a large mass of potential energy of a very high 
order, and this energy should be at the service of the 
State if, and when, it is required. The infusion by this 
energy of outlying units is a process which should com- 
mend itself to all of us, since the result would inevitably 
mean the raising of the general level of the health services. 
There should be a constant stream of influence from the 
centre to the periphery, so that only the inevitable barriers 
of place and time—and these barriers become less and 
less with the years—should determine that John Jones in 
the Poor Law infirmary, or in the cottage hospital, receives 
less skilful treatment for his disease than does Thomas 
Smith in the wards of the institutions of which we are 
justly so proud. 

- But perhaps the interest of the Ministry in our answers 
to its questions has already subsided, the 'Minister’s 
scheme of Poor Law reform having received a serious 
check in deference to the larger projects of his more 
ambitious colleague. “Or perhaps another Minister will 
shortly sit in his place to whom the zeal for organization 
may not make the same appeal. I still hold that our 
better attitude is one of advance rather than of standing 
still in these matters. I think the recent stirring of the 
waters has been for the public good, and I suggest that 
we each and severally busy ourselves in doing our utmost 
to co-ordinate the health services by any means in our 
power. I feel confident that any move we ourselves make 
in this direction will receive sanction froni the Ministry if 
only it spells greater efficiency and a wider application of 
the knowledge we possess. It is only by such advances 


that the voluntary hospitals can hope to maintain their 


Within the walls of the voluntary hospital : 


present position in the confidence of the public as the 
responsible bodies to whom it looks for guidance and 
control. 

I find, indeed, that your Association is pledged to just 
such activity as I am now advocating, for in the statement 
of its policy there occur these words: 


‘The voluntary hospitals should be ready to fulfil their 
proper functions in relation to all the other agencies, State, 
municipal, or voluntary, concerned with the general health 
of the community.” 


I feel sure that the spirit of this readiness to function 
in this particular direction is intended to be active and 
not passive. How much of such activity is practicable, and 
in what directions it can be exercised, ‘can only be deter- 
mined by energetic but tactful approaches to the various 
authorities concerned. 


EPSOM COLLEGE. 


Tue seventy-fifth annual general meeting of the Governors 
of Epsom College was held at 49, Bedford Square, W.C., 
on June 29th, when Dr. Raymond Crawfurd was in the 
chair. 

The CHAIRMAN, in proposing the adoption of the annual 
report, referred to the progress of the fund for the new 
sanatorium, of which outline plans, together with full details 
as to the accommodation to be provided, were published in 
the British Medical Journal of December 3rd, 1927. He 
pointed out that if two sums of £5,000 were received the 
council could put the work in hand, as the total sum collected 
to date amounted to nearly £5,000. The College would 
benefit in another direction by the provision of the new 
building, because the old sanatorium could be easily adapted 
for the admission of about forty more boarders. The en- 
largement of the school in this way would result in many 
economies, and the further increase in income would enable 
the council to improve the salaries paid to the masters. 
The report was adopted. 

Dr. F. W. Collinson and Dr. R. W. Innes Smith were 
elected vice-presidents of the College in recognition of their 
valued services, each having collected over £1,000 as an 
honorary local secretary. a 

A new by-law and various alterations in the existing 
by-laws were confirmed, including changes made as a result 
of the council’s decision to abolish the Lower School and to 
raise the age of candidates for Foundation scholarships. 

The scrutineers announced the result of the voting as follows ¢ 


Hadlow Pensionerships (£75 @ year): Votes. 
Dr. James S, Robertson 4,157 
Mrs. Gertrude Middlemist 3,326 
Mrs. Elizabeth Christian 2,485 
Mrs. Mary G. S. Kenny .. 2,086 

Ordinary Pensions (£30 a year), with an addition of £10 

a year from the Dr. Strong Fund: 
Mrs, Ellen M. Blake 2,057 
Dr. Lambért Houghton 2,012 
Mrs. Ida M. 8S. Style ... 1,672 
Dr. Vincent O. Taylor 1,634 
ugh Pension (£80 a year): 

Mrs. Mary K. Ingledew 1,481 

Brodie Sewell Annuities (£30 a year): 

Miss Ella M. Leney. ... ove ooo ove 2,631 
Miss Elizabeth E, B. D’Olier 1,793 
vundation Scholars: 

— Alfred G. Stansfeld 17,65? 
Geoffrey G. Wallis 13,079 
John R. Copeland 11,042 
John A, K..Holburn ... 10,757 
John Watson 10,496 
Antony L. Haynes ren 

i on ... 
Louis C. Dillon << 


Eric J. Holborow 


The SEcRETARY mentioned that Mrs. Eliza M. Morison, 
Dr. Theodore M. Kendall, and Mrs. Lilian Marshall would 
be appointed ordinary pensioners under By-law 16 at the 
council meeting which would be held immediately after the 
annual general meeting, further vacancies having arisen. 

A vote of thanks to the Chairman was adopted with 
acclamation on the motion of Sir John Broadbent, who referred 
to the many constructive suggestions for the improvement of 
the College which Dr. Crawfurd had cordially supported. 
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JOURNAL 


SOMETHING NEW IN MEDICAL DEFENCE. 
Inpivipvar, medical defence is not provided by the British 
Medical Association, sinée this is outside its legal powers. 
Every medical practitioner is, however, advised by the 
Association to join one of the recognized medical defence 
societies immediately upon registration. This advice is 
given with every possible emphasis in the Association's 
Handbook for Recently Qualified Medical Practitioners, 
and is repeated year by year in the Educational Number 
of the British Medical Journal. Particulars of the three 
well-established professional bodies, which for a small yearly 
sum undertake the legal defence of their members, are 
given in the Handbook. Their names are the Medical 
Defence Union, Ltd., the London and Counties Medical 
Protection Society, Ltd. (both with offices in London), and 
the Medical and Dental Defence Union of Scotland, Ltd. 
(with offices in Glasgow). 

It appears that a fourth body "i now heen formed to 
undertake the same kind of work under the personal 
direction of Mr. William Findlay, formerly secretary and 
treasurer of the Medical and Dental Defence Union of 
Scotland. According to the printed circulars, this new 
competitor in a field already well covered is styled ‘‘ The 
Surgical and Medical Protection Union of London, Ltd.,’’ 
having registered offices in London and a ‘ Department 
for Scotland’? in Glasgow. The particulars filed at 
Somerset House show that the company was registered on 
April 13th, 1928, with a nominal capital of £15,000, the 
shareholders and directors being Mr. W. Findlay and Mr. 
A. McClure, solicitors. No provision is made for the 
appointment of a council or for any representation of 
members or subscribers either in the management of the 
company’s affairs or in the direction of its policy. It is 
in fact a proprietary concern, owned and managed by two 
non-medical persons. The circular letter inviting the 
adhesion of members of the medical profession states that 
“the annual subscription is £1 per annum, and to prac- 
titioners who are transferring from another Defence 
Society the subscription is 15s., and will be retained at 
that sum for at least three years. No entrance fee is 
payable on admission. The subscription includes an insur- 
ance, unlimited in amount, and all costs, in cases which 
may be raised against a subscriber, in which he may be 
found liable in damages.’’- As a further attraction the 
directors of the company pledge themselves to defend 
subscribers ‘‘ against all claims which may be made 
against them, in respect of their professional work, in- 
cluding liability, not only for the acts of the subscriber 
himself, but of all assistants and dispensers in his employ- 
ment, and of other practitioners acting en his behalf.” 
Moreover, according to the memorandum and articles of 
association, these benefits are to be extended not only 
to registered medical practitioners, dental surgeons, and 


‘veterinary surgeons, but also to nurses, proprietors of 


nursing homes, etc., and all other persons or institutions 
having for one or more of their objects the cure of physical 
or mental disease. 

We are informed that Messrs. Findlay and McClure and 
Co., on hehalf of this new body which they have founded, 
recently circularized the members of the Medical and 
Dental Defence Union of Scotland. offering to acquire the 
whole assets and undertaking of the Union for £10,100, 
and to enrol its members at an annual subscr iption of 15s., 
including an insurance, unlimited in amount, against all 
professional responsibility, with “‘an unqualified guarantee ”’ 
that every subscriber will be defended ‘“ without any dis- 


_ eretionary power to refuse defence; and, if damages are 


awarded, that these will be paid unconditionally, as well 
as all costs. awarded to claimants.’’ A special general 
meeting of the Medical and Dental Defence Union of 
Scotland, attended by some 300 members, was called to 


consider this matter on’ June 13th, and unanimously 
rejected the offer. We are not surprised. 

It does not appear that Mr. Findlay and his co-director 
have so far offered to buy up the Medical Defence Union 
or the London and Counties Medical Protection Society, 
but have contented themselves with the general statement 
that the subscription to their union is 15s. to practitioners 
who transfer from another defence society. We anticipate 
that few members of these societies will be tempted to 
forsake the substance for the shadow. 


England and Wales. 


Dinner to Sir Robert Jones. 
On June 28th, at the Café Royal, London, a group of 
surgeons—friends, colleagues, and pupils—entertained 
Sir Robert Jones to dinner. A book, specially written for 
the occasion and entitled The Robert Jones Birthday 
Volume, was presented to him. This book comprises a 
collection of surgical essays. After the loyal toast had 
been ‘honoured, the health of the guest was proposed by the 


’ chairman, Sir Berkeley Moynihan, President of the Royal 


College of Surgeons of England, in a speech distinguished 
alike by its brilliance and its affectionate intimacy. Sir 
Robert Jones replied in a charming and _ characteristic 
speech. As an indication of the feelings which prompted 
this tribute we cannot do better than quote from the 
preface- of the volume Sir Berkeley Moynihan’s s actual 
words : 

“This volume, written by a band of brothers, is dedicated with 
greatest respect and with warmest affection to Sir Robert Jones 
on the occasion of the seventieth anniversary of his birth. 

““The opportunity to pay tribute to our friend, in whom we 
recognize one of the masters of surgery, was most eagerly 
welcomed. We felt that it gave us the chance to say openly what 
has long been in our hearis, in regard to his work for our pro- 
fession and in acknowledgement of the inspiration, encouragement, 
and example he has given to all who have had the high privilege 
of association with him. 

** All those who contribute to this volume are proud to think 
that the influence of Robert Jones, of his methods, and of his 
teaching has inspired them, has found a place in their work to 
be transmitted by them in due course to their successors. Spirit 
alone is immortal. In the practice of orthopaedic surgery the 
spirit of Robert Jones will live for ever. 

‘The story of the triumphs of Robert Jones as prophet, high 
priest, and practitioner im orthopaedic surgery makes plain the 
reason for our deep respect. Our affection for him transcends, 
if it be possible, our gratitude for his professional worthiness. 


Few men have ever possessed in so radiant a degree the genius — 


for friendship. No one can be long in his company, none can 
work with him or play with him, without realizing not only the 
sweet simplicity of his character, but the greatness of his heart. 
He speaks ill of no man. He seeks and finds good in all things 
and in all men. He sets an ideal and a standard of action in 
friendship which all strive to reach when with him. In a long 
and very intimate friendship I have never heard an unjust 
criticism, a cruel jibe, or a word of bitter cynicism on his lips. 
He covers His displeasure or stern disapproval by silence, or @ 


restrained reproof that is often weightier than a torrent of 


words from others. His personality radiates cheeriness, good 
temper, and goodwill. All men are attracted by him, and in 
war-time conflicting temperaments found in him something that 
appeased their differences, assuaged animosities, and encouraged 
a desire for friendliness. He was .then called upon to rule in 
various places, over colleagues at first unfriendly, openly antagon- 


. istic, indifferent to his rule, or incredulous of his practice. We 


were all amazed at his success in overcoming very real difficulties 
by gentleness, sympathy, a true understanding of the minds of 
others, and a tactfulness which in times of crisis was almost 
magical. - 

“To Robert Jones, great surgeon, inspiring teacher, loyal 
colleague, and good friend, we affectionately inscribe this 
volume.” 


In addition to Sir Robert's daughter and son-in-law, 


Mr. and Mrs. Frederick Watson, and his son and daughter- 


in-law, Mr. and: Mrs. Arthur Probyn Jones, the following 
were present: Sir Berkeley Moynihan, Sir Harold Stiles, 
Sir John Lynn-Thomas, Mr. E. Muirhead Little, Professor 
Murk Jansen, Mr. A. B. Mitchell, Mr. Thurstan Holland, 
Sir William de Courcy Wheeler, "Mr. E. Laming Evans, 
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Mr. H. A. T. Fairbank, Mr. E. W. Hey Groves, Mr. R. C. 
Elmslie, Mr. A. S. Blundell Bankart, Mr, W. Rowley 
Bristow, Mr. Naughton Dunn, Mr. G. R. Girdlestone, 
Mr. Harry Platt, Mr. D. McCrae Aitken, Mr. W. H. 


-Trethowan, Mr. T. P. McMurray. 


Radium Treatment at University College Hospital. 

The fifth annual report of Mr.-N. Asherson, the Harker- 
Smith registrar, deals with all cases treated with radium 
at University College Hospital, with the exception of 
rodent ulcer, from November 1st, 1926, to October 3lst, 
1927, and includes a report of the subsequent histories of 
cases recorded by previous registrars. During the year 
under review a new departure was the adoption of metallic 
radium as the ‘standard of measurement of dosage. All 
gynaecological patients treated with radium at this hospital 
are first examined under general anaesthesia. In the case 
of non-malignant or doubtfully malignant diseases the 
uterus is curetted and a portion of the lesion or scrapings 
is examined microscopically. The Harker-Smith records 
thus include a statement of the microscopical findings in 
all cases treated with radium. During the six years since 
the institution of this form of treatment at University 
College Hospital the number of cases dealt with has been 
as follows: carcinoma of the cervix, 118; menopausal 
menorrhagia, 68; fibroids, 61; carcinoma of the uterine 
body, 18; essential menorrhagia, 17; cervicitis, 10; dys- 
menorrhoea, 8; and endometrioma, 1. A summary of these 
cases under the respective headings is given, including 
an account of the subsequent progress. Among the con- 
clusions drawn is a general impression that, as regards 
carcinoma of the cervix, radium seems to stop the advance 
of the disease locally, any extension being slow. Although 
in many instances the pelvis contained large growths, 
metastases were not clinically. detectable in the liver or 
elsewhere in the abdominal cavity,-.apart from pelvic 
glandular deposits. Radium appeated to be definitely 
beneficial in the treatment of intractable menorrhagia not 
due to the menopause and unassociated with pelvic ab- 
normality. All the patients with dysmenorrhoea were 
apparently cured. The use of radium therapy in non- 
malignant conditions is being extended, and cases of deaf- 
ness due to catarrhal otitis media are being treated by 
small ‘doses. 


The Medical Superintendent cf Maudsley Hospital. 


When, in 1922, the name of Dr. Edward Mapother was 
submitted for appointment as the first medical superinten- 
dent of Maudsley Hospital, the condition was laid down that 


the appointment should be held subject to the pleasure of the 


London County Council, and Dr. Mapother, as well as the 
other candidates, were informed that the Council would 
probably exercise its pleasure at the expiration of six years 
at latest. Dr. Mapother has now completed his six years of 
service, and the Mental Hospitals Committee of the Council 
has reviewed the appointment. Its report is to the effect 
that the work which’is carried on at the hospital, the first 
of its kind to be established, and possessing a number 
of special features, is still in process of development, and 
that the development has reached its present stage under 
the guidance and largely as the result of the energy and 
high ability. of Dr. Mapother. The committee has there- 
fore come to the conclusion that it is essential for the 
full realization of the purposes of Maudsley that its present 
direction should continue, and that it would be undesirable 
for the Council to exercise its discretionary power to 
determine the appointment at the expiration of the six 
years’ tenure of office. 


_ London Mental Hospitals. 

In November last an arrangement was authorized for the 
services of Consultants on the staff of London Hospital and 
Guy’s Hospital to be available for Claybury and Bexley 
Mental Hospitals respectively, at an honorarium of £4-14s. 
a visit, subject to.the total expenditure during any year 
being limited to £200 at each hospital. The Mental Hos- 
pitals Committee of the London County Council now pro- 
poses that arrangéments of a similar kind shall be made 
for the services of consultants on the staff of University 
College Hospital to be available for Long Grove Mental Hos- 


pital and the Ewell Colony. The consultants proposed are a 
physician, a surgeon, .an ophthalmologist, an ear, nose, 
and throat surgeon, and a gynaecologist. Arrangements 
were also made last year for one assistant medical officer 
in the mental hospital service to be placed at the disposal 
of the Minister of Health for special work at Horton 
Mental Hospital in connexion with the malarial therapy 
of general paralysis of the insane. The Ministry of Health 
has now asked that, pending some plan of a permanent 
character being devised for the carrying out of the work 
in question, the existing arrangement may be extended 
until March 31st, 1929. 


Royal Sanitary Institute. 

The retirement of the secretary and director of the 
Royal Sanitary Institute, Mr. E. White Wallis, O.B.E., 
was made the occasion of a complimentary dinner at tho 
Café Royal on June 27th. A gathering of about one 
hundred, including many medical officers of health, 
assembled under the chairmanship of Professor A. Bostock 
Hill, M.D. The Duke of Northumberland, president of the 
Institute, was to have presided, but was prevented by ill- 
ness from attending. Professor Bostock Hill, in proposing 
the health of the guest, said that Mr. White Wallis was 
appointed secretary of the Institute in 1880, at a time 
when the Institute was only four years old, and had a 
membership of little more than 300, whereas to-day it had 
4,700 members on its roll. Mr. White Wallis had been 
largely responsible for the establishment of branches of the 
Institute overseas and for the introduction of the Institute’s 
system of examinations for sanitary officers into the 
Dominions and Colonies. He had also trained a staff in 
his own singularly efficient methods of scretaryship, and 
this fact caused the council to regard his retirement witli 
more equanimity, though with no less regret. Sir Arthur 
Newsholme and Dr. Charles Porter added brief tributes 
to Mr. White Wallis’s genius in affairs, his astute manage- 
ment of a varied team, and especially his skill in handling 
the arrangements for a long series of successful annual 
congresses in provincial towns. The chairman then, in the 
name of many subscribers, presented Mr. White Wallis 
with a wireless set and a cheque. The recipient suitably 
acknowledged the gift and recalled some of the outstand- 
ing changes, events, and personalities with which he had 
been brought into contact during his secretaryship. He 
counted it a matter of special pride to have served the 
Institute while three sovereigns had been its patrons and 
three Dukes of Northumberland its presidents. The Insti- 
tute was unique in its happy combination of several pro- 
fessions and interests, and this gave a never-ending variety 
and stimulus to its work. The only other toast was that 
of ‘‘ The Chairman,’’ the proposer, Mr. John D. Watson, 
emphasizing the value of Professor Bostock’s Hill’s thirty- 
five years of service on the council and committees of the 
Institute. 

_ Open-air School for B rmo dsey. 

-The Nightingale House Open-air School, established by 
the London County Council in Fort Road, Bermondsey, 
was opened on June 29th by Dr. F. Barrie Lambert, 
chairman of. the Special Services Subcommittee. The new 


_ school provides accommodation for 125 children. It is one 


of the two additional schools for tuberculous children which 
were included in the programme of educational develop- 
ment. The cost of the school, including furnishing, has 
been about £7,5C0. It stands in one acre of ground, which 
has been laid out by the Parks Department, and gardening 
will be one of the subjects of the curriculum. The build- 


-ings consist. of an administrative block, open-air dining 
. room, and rest shed, and five open-air shelters of the latest 


type. The school will work in close co-operation with thie 
Bermondsey Tuberculosis Dispensary, the tuberculosis 
officer for the borough having been appointed medical 
officer, and a part-time nurse from the dispensary will 
attend. The temperatures of the children will be taken 
daily, rest periods observed, aud regular meals provided, 
for which the parents will pay if they are able. The children 
can be required to remain at school until they are 16. 
They will, however, be specially examined at the age of 
14, and, if fit, allowed to leave school and enter suitable 
employment. 
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Scottish Graduation Ceremonies. 

A GRADvATION ceremony took place at Edinburgh Univer- 
sity on June 28th, when several eminent members of 
the medical profession received the honorary degree of 
Doctor of Laws. Among those accorded this distinc- 
tion were Sir John Rose Bradford, K.C.M.G., M.D., 
President of the Royal College of Physicians of London; 
Professor J. Cossar Ewart, M.D., F.R.S., emeritus pro- 
fessor of natural history in the University of Edinburgh ; 
James Haig Ferguson, M.D., late gynaecologist to the 
Royal Infirmary of Edinburgh; R. A. Fleming, M.A., 
M.D., President of the Royal College of Physicians of 
Edinburgh; G. Lovell Gulland, C.M.G., M.D., late pro- 
fessor of medicine in the University of Edinburgh; Dame 
Mary Scharlieb, D.B.E., M.D., president of the School 
of Medicine for Women, London; and Mr. Henry S. 
Wellcome, founder of the research laboratories at Gordon 
College, Khartum, the Bureau of Scientific Research, 
London, and the Museum of Historical Medicine, London. 
‘A graduation ceremony took place also at St. Andrews 
University on June 28th, when the members of the medical 
profession who received the degree of LL.D. were Professor 
E. P. Catheart of the chair of chemical physiology in the 
University of Glasgow, and Professor William Darroch of 
Columbia University, New York, who did important work 
as a surgeon with the 51st Division in the great war. On 
the occasion of the installation of the new Chancellor of 
the University of Aberdeen on July 3rd, the honorary 
degree of LL.D. was conferred on emeritus professor J. A. 
MacWilliam, M.D., F.R.S. 


New St. Andrews Professor. 


The Court of the University of St. Andrews has 
appointed Professor John M‘Gibbon, M.B., F.R.C.P.Ed., 
to succeed Professor Kynoch, who recently resigned the 
chair of midwifery and gynaecology. Professor M‘Gibbon 
has also been appointed by the directors of the Royal Infir- 
mary, Dundee, to be a medical officer in charge of obstetrics 
and gynaecology in the Infirmary. He graduated in medicine 
at Edinburgh in 1898 and became a Fellow of the Royal 
College of Physicians of Edinburgh in 1912. He succeeded 
his father in a well-established practice in the Stockbridge 
district of Edinburgh, but immediately after graduation 
began to devote himself specially to obstetric work. For 
some years he was a lecturer in midwifery and gynaecology 
in the School of Medicine of the Royal Colleges at Edin- 
burgh, and acted as assistant to the late Dr. Haultain on 
the staff of the Hospital for Women at Archibald Place, 
Edinburgh, in the establishment of which he had taken a 
great interest. He was also for a number of years assis- 
tant physician on the staff of the Royal Maternity and 
Simpson Memorial Hospital at Edinburgh, and’ lecturer 
on clinical midwifery to the University. In 1922 he was 
appointed professor of obstetrics in the University of 
Johannesburg, a post which he held till his appointment 
at St. Andrews University. He has contributed numerous 
perers to the literature of the branch of medicine in which 

e is specially interested, and during the past six years 
he has been actively engaged in the organization of the 
department of obstetrics and gynaecology in the University 
and in the Hospital for Women at Johannesburg. At one 
time he was examiner in midwifery in the University of 
‘Aberdeen, and for the past six years has been examiner 
in midwifery and gynaecology to the University of Cape- 
town. He is expected to take up duty at the Royal 
Infirmary and Medical School, Dundee, in October of the 
present year, when the winter session commences, 


Increase of Sickness Benefit in Scotland. 


At the Scottish Conference of Friendly and Approved 
Societies, held in Edinburgh on June 23rd, Dr. G. M. 
Cullen of the Scottish Board of Health, speaking on the 
subject of medical certification under the National Insur- 
ance Act, said that the friendly societies had pointed the 
way which was afterwards taken by the Government. and 
had -very largely constructed the road on which national 


insurance had become possible. Most doctors, he thought, 
had changed their minds in regard to national health 
insurance since the introduction of the Act. Within the 
past few years, however, a danger had appeared in the 
shape of lax certification, which must be carefully con- 
sidered lest it should become a serious handicap to future 
administration. There was no doubt, so far as the general 
population of the country was concerned, that the mor- 
tality rate was lower and that so far as could be judged 
illness was less frequent and less severe. In respect of this, 
however, the amount spent in Scotland upon sickness and 
disablement benefit had risen from £1,570,000 in 1925 to 
£1,940,000 in 1926, and £2,020,000 in 1927. Some societies 
were giving a larger weekly benefit than previously, 
but it was the general opinion that the real cause of the 
increase was lax certification. In the speaker’s opinion 
three factors should be kept in view when trying to 
reduce such laxity—namely, the insured person, the doctor, 
and the approved society. There was a certain impression 
in the mind of insured persons regarding their right to 
money under the Insurance Act, and approved societies 


might do something to spread among insured persons a ~ 


clearer idea of what their privileges were. With regard 
to the doctors, he did not think that any layman had any 
idea of the difficulties of certification. Some people were 
unwell all their lives and yet continued to work, while 
others would cease work for two or three weeks because of 
a condition of health which was no worse than the condi- 
tion of the first class he had mentioned. The question 
of the will to work was just as important as the physical 
condition. There had been lax certification from the 
beginning, and there always would be, but it ought to be 
kept within reasonable bounds. Some doctors were not 
sufficiently careful, and possibly the imposition of a severe 
penalty might be advisable. Dr. Cullen thought, however, 
that such doctors formed a small number and the difficulty 
would not be properly met by blaming the doctors alone, 
He believed that something might be done by increasing 
the number of visiting nurses, and societies might com- 
bine to arrange that the certificates were supervised by 
some skilled person. Dr. Cullen also made a plea for more 
extended use of the medical referees. Sir James Leishman 
gave an address reviewing the year 1927, which, he said, 
had not been bad from the point of view of health. The 
death rate, which was one great test in vital statistics, 
was 13.5 per 1,000, and almost at its lowest. The tubercu- 
losis rate was stationary. A sinister shadow, however, 
was the mortality from malignant diseases, which was the 


highest on record, both in numbers and in rate. Heart | 
‘disease still accounted for nearly 8,000 deaths in Scotland, 


malignant disease nearly 7,000, apoplexy 6,000, pneumonia 
nearly 6,009,’and bronchitis nearly 4,000. One of the dis- 
turbing outbreaks of the year had been influenza. Un- 
employment still remained high, though not so high as in 
former vears, but it affected certain areas, such as those 
of the coal, steel, iron, shipbuilding, and, in some respects, 
the textile industries. Sir James thought that the Poor 
Law and labour exchange authorities were tightening up 
administration with a view to saving as much public money. 
as possible, and he did not criticize that, though he had 
been seriously disturbed by experience of the national 
health insurance scheme during the past two years. The 
year 1926 was thoroughly bad—the expenditure being 20 per 
cent. above that of the previous year; the expenditure so 
far for the present year was 25 or 26 per cent. above that 
of 1925. They were actually at the present time spending 
more in sickness and disablement benefit by about 8 per 
cent. than had been calculated, and in Scotland the expen- 
diture in this respect had practically doubled within four 
years. This meant practically for the great majority of 
societies that no additional benefits could be paid, and 
some would only be able to provide the ordinary benefits 
by falling back on previous accumulations. They had to 
face the disagreeable possibility that a considerable number 
of claims were being made that were not genuine. Were 
the societies examining the claims with due care and 
capacity, and were the doctors certifying carefully and 
properly? Many doctors were not lax, but a minority, 
particularly in industrial areas, were less satisfactory. In 


Northern Ireland, where the experience had also been very ° 
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bad, nine doctors had been removed from the certifying 
panel within the last four months, and the example might 
havo to be followed in Scotland. The administrators of 
the Insurance Act did not wish that any good claim should 
be disowned or not paid, even if by doing so a society 
should be put on the wrong side financially. They were 
bound, however, as trustees, to refuse bad claims, and Sir 
James hoped that in Scotland there was sufficient know- 
ledge and sense, as well as character, to keep the scheme 
right and to stop leakage. 


Fees under the Midwives and Maternity Homes Act. 

The Scottish Board of Health has issued a circular relat- 
ing to a revised scale of fees for medical practitioners called 
in by midwives in cases of emergencyin accordance with the 
Midwives (Scotland) Act, 1915, and for doctors attending 
women in childbirth under the Midwives and Maternity 
Homes (Scotland) Act, 1927. The fee for all attendances 
during confinement, including subsequent visits during the 
first ten days, is two guineas, and for a second doctor to 
give an anaesthetic, one guinea. The fee for various 
minor operative procedures during this period is one 
guinea, but this is not available when the sum of two 
guineas is already payable. The fee in connexion with 
a miscarriage, including ten days’ attendance, is one 
guinea. For any subsequent visit to the mother or child 
a fee of 5s. is chargeable for the first visit and 3s. 6d. for 
following visits, with double fee during the night. No 
fee is to be paid by the local supervising authority in 
cases where the patient is being attended under arrange- 
ments with some club or other association, or when the 
doctor is under obligation to treat the patient under the 
National Health Insurance Act, or where he is in receipt 
of 2 fee from the patient already. With regard to services 
after the tenth day, the fee is only paid if the doctor has 
reported to the local authority that he considers his further 
attendance necessary and submits his claim within two 
months from the date of the last visit covered by the 
scale. 


Correspondence. 


DIRECT REPRESENTATION ON THE GENERAL 
MEDICAL COUNCIL. 

Sir,—Owing to the lamented death of Dr. J. A. 
Macdonald of Taunton, and to the resignation of Sir 
Robert Bolam (who has been appointed representative 
for the University of Durham), there will be, in October, 
an election of two Direct Representatives on the General 
Medical Council by the medicai practitioners of England 
and Wales. It is understood that meetings of the pro- 
fession will shortly be called in all parts of the country 
to consider nominations for such representatives. 

The educational side of the Council’s work is well cared 

for by the representatives of the various universities and 
licensing bedies. Many of these representatives, too, are 
thoroughly conversant with the special problems of con- 
sultant practice, being themselves actively working in that 
sphere. 
: Only two general practitioners at the moment have seats 
on the General Medical Council. The penal cases, which 
absorb so large a proportion of the Council’s time, deal 
often with situations arising in the lives of general practi- 
tioners, as is only natural seeing that general practitioners 
constitute the bulk of the profession. The preparation 
of the medical student for ordinary family practice 
demands emphasis in the regulations laid down for his 
education, and for this the advice of general practitioners 
ought to be useful. 

We are advised of a strong feeling that opportunity 
should be taken of this by-election to place upon the 
General Medical Council two Direct Representatives who 
have the closest possible touch with the problems and 
difficulties of the general medical practitioner. Having 


been approached on the matter, we venture to solicit the 
support of the profession as two general practitioners 
representing industrial and rural areas respectively. We 
are both in the active pursuit of our profession, and have 
had a good deal of experience of administrative and 


medico-political work, which we hope would be of value 
if the profession should see fit to endorse our candidature. 
One of us (J. W. Bone) has had thirty-two years in general 
practice, private and contract, in the industrial area of 
Luton, has served on the Insurance Acts Committee for 
five years, and at the present time has the honour to 
be a member of the Council of the British Medical Associa- 
tion and chairman of its Medico-Political Committee. The 
other (E. K. Le Fleming) is familiar with other aspects 
of private and contract practice through twenty-seven 
years’ work in the rural area of Wimborne; whilst in 
addition to sérving on the Council of the British Medical 
Association and the Insurance Acts Committee he has 
been honoured by the confidence of the insurance practi- 
tioners for the past five years as chairman of the Conference 
of Local Medical and Panel Committees of the United 
Kingdom. 

Our experience in interpreting the collective views of 
our fellow practitioners and our willingness to devote 
whatever time and energy may be necessary to the proper 
fulfilment of the duties of a Direct Representative embolden 
us to solicit the support of the profession generally.— 


We are, etc., JoHN W. Bone. 
June 27th. E. K. Le Fiemrine, 


PROTECTION OF THE MEDICAL PRACTITIONER 
SIGNING LUNACY CERTIFICATES. 

Sir,—On June 7th a meeting of the Bournemouth 
Division of the British Medical Association was held to 
discuss certain matters arising out of the Annual Repoit 
of Council. The most important subject discussed was the 
protection of medical practitioners discharging duties in 
pursuance of the Lunacy Acts. Two resolutions apper- 
taining to this question were proposed and carried, with 
only one dissentient. In the Supplement for June 16th 
(p. 253) you publish these two resolutions sent up from the 
Bournemouth Division, which read as follows: 

I.—In regard to Section 330 of the Lunacy Act, 1890—(a) the 
onus of proof of want of reasonable care and want of good faith 
should be on the plaintiff; (4) unless the plaintiff can satisfy the 
judge that he is able to prove in a court of law the want of 
reasonable care and good faith, the case should not proceed to 
trial; and (c) the judge should be able to call in expert opinion 
on the point of reasonable care in respect of medical certificates 
if he himself is in any doubt. 

II.—If, under Sections 13 and 16 of the Lunacy Act, 1890, a 
magistrate mak: an order to one or two medical men as the 
case may be (two medical men under Section 13 and one under 
Section 16) to examine a person believed to be of unsound mind, 
it should be considered that the magistrate should be solely 
responsible as an instrument of the law and the doctors should 
have the status of a witness and enjoy the immunities of a 
witness. 

I was present at that meeting and whole-heartedly 
supported both these resolutions. At the request of some 
of our members and with the consent of our chairman 
(Dr. Asten), and at the suggestion of Dr. Hawthorne, 
Chairman of the Representative Body of the Association, 
may I be allowed to state my reasons, emanating from 
many years’ experience of the working of the Lunacy Acts, 
for supporting the above-named resolutions? : 

I should first like to draw the attention of your readers © 
to the following recognized facts. All Lunacy Acts and 
Royal Commissions in Lunacy have been initiated and 
carried into being: (1) for the protection of the persons 
alleged to be of unsound mind, for their supervision and 
care and treatment; (2) for the protection of the general 
public. Many sections of the Lunacy Act of 1890 deal with 
misdemeanours, and in Section 317, Clause 2, we find: 

“‘ Any person who makes 2 wilful misstatement of any material 
fact in any medical or other certificate or in any statement or 
report of bodily or mental condition under this Act shall be 
guilty of a misdemeanour.”’ 

But protection is given to the medical certifier under 
Section 330, Clauses 1 and 2: 

1. If any proceedings are taken against any person for signin 
a certificate under this Act such person shall not be liable ~ any 
civil or criminal proceedings, whether on the ground of jurisdiction 
or on any other ground, if such person has acted in good faith 
and with reasonable care. : 

2. If any proceedings are taken against any person for signirg 
a certificate, such proceedings, upon summary application to the 
High Court or a udge, may be stayed, upon such terms as to 
costs and otherwise as the Court or Judge may think fit—if the 
Court or, Judge is satisfied that there is no reasonable ground ~ 
for alleging want of good faith or reasonable care. 
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It is, of course, only right and just to the person alleged 
to be of unsound mind that the greatest possible care 
should be taken by medical men before signing such certifi- 
cates; for it must never be forgotten that such certificates 
mean practically that for a time, or perhaps for the rest of 
his life, the alleged person of unsound mind is deprived of 
all his civil rights, may lose appointments of much value, 
or have a lucrative partnership dissolved. 

Prior to the 1880 Lunacy Act anyone could sign an order 
for the legal care, control, and treatment of a person of 
unsound mind; as a result of actions and agitations on 
the part of the public the intervention of thé magistrate 
became embodied in the Lunacy Act, and I am certain this 
intervention will never be done away with. But to avoid 
anxiety and expense to doctors against whom actions might 
be started, often by impecunious persons, and advised by 
equally impecunious and shady solicitors, Clauses 1 and 2 of 
Section 303 were inserted in the Act of 1890. 

There is no doubt that the Parliamentary Committees 
of the British Medical Association and the Medico-Psycho- 
logical Association, set up in 1889 (on both of which I had 
a seat), quite imagined when this Section 330 was dis- 
cussed, and especially Clause 2, that the onus of proof 
before the judge of want of good faith and reasonable 
care would be on the plaintiff, for does not English law 
demand that the prosecution must establish the guilt of the 
accused rather than that the accused should have to prove 
his innocence? I do not think any single member of the 
British Medical Association will vote against Resolution I, 
and it need not be further discussed. 

With regard to Resolution II it is clear that the 
British Medical Association’s Committee in its evidence 
and suggestions before the Royal Commission agreed as to 
the principles embodied in this resolution, but the Royal 
Commission would not or could not see eye to eye with 
it. Surely the non-agreement of the Commission is no 
reason why the British Medical Association should not 
strive for these principles, not merely for the safety of the 
medical man, but for the safeguarding of the patient and 
the general public. Later on I shall hope to show how these 
principles are agreed to by eminent judges of the King’s 
Bench, the Court of Appeal, and the House of Lords. 

Let me state three classes of mental cases giving no end 
of anxiety to relations und being in certain degrees a 
danger and a nuisance to the public and yet cases refusing 
to place themselves as voluntary boarders under the Act 
for care and treatment. Yet in many of these cases the 
relatives dread taking the initiative, and the doctors fear 


certifying because they both know that the illness under | 


proper control and care may be quickly recovered from, 
while they recognize. that on discharge many patients 
will resent their loss of liberty, and if litigiously inclined 
and ill advised may cause no end of trouble and anxiety 
and expense to those who had taken what they believed 
to be the right and only course. I mention three special 
forms of mental disease in which this difficulty is most 
likely to arise. 

(1) Cases of circular insanity in which periods of excitement and 
exaltation alternate with periods of deep depression, while, either 
intervening or followmg after the latter, come periods of apparent 
normality. 

(2) Cases of alcoholic insanity (not delirium) in which under 
legal care, control, and treatment the symptoms quickly clear 
up. In these cases the patient almost invariably feels great resent- 
ment on his discharge against those who have only acted for his 
welfare. 

(3) Some cases of paranoia, especially those so graphically 
described by Dr. Rutherford Jeffrey, medical superintendent. of 
Bootham Park Mertal Hospital, York, in his book Common 
Symptoms of an Unsound Mind, and called by him “ false 
paranoia,”’ in which there are periods of apparent normality when 
the delusions of persecution are either in abeyance or non-assertive 
as to conduct. There are many ‘such patients, and they prove 
a source of great anxiety and trouble to the relatives, to the 
family medical man, and maybe to the public also; they are cases 
in — the medical man is afraid to certify on the initiative of 
a relative. 


In all these cases such an alteration of the law as stated 
in Resolution II—giving medical men who sign certificates 
of lunacy by the direction and with the authority of a 
magistrate the status and immunity of an ordinary witness 


—would really be a boon to many patients and a relief to 
relatives and the general public. This status and im- 
munity should apply to all doctors signing certificates by 


the direction of a magistrate under Section 13 (private ° 


patients), Section 15 (persons of unsound mind found 
wandering) and Section 16 (rate-supported patients). In 
such cases information has to be given to a magistrate 
especially appointed under the Act of 1890 by the relieving 
officer or the police, and he thereupon directs and autho- 
rizes one, or two doctors, as the case may be, to examine 
and report to him, and he himself sees and examines the 
alleged person of unsound mind before making the order 
for his detention, care, and treatment, whether in a public 
mental hospital, a registered mental hospital, a private 
mental hospital, or private care. 

Now let me draw your readers’ attention to the opinions 
of judges on this important matter. 


The case of Everett v. Griffiths and another (the doctor) was 
first tried in the Court of King’s Bench before the Lord Chief 
Justice. It was then taken to the Appeal Court, and finally to 
the House of Lords, and is’ reported in Law Reports (1921). It 
was the case of a rate-supported person about whom information 
had been given to the relieving officer. He had reported it to the 
magistrate Griffiths, who had directed the Poor Law medical 
officer to examine and report. There is no doubt from the 
evidence that the doctor took great care, and the patient was 
under his supervision prior to. certification and detention in Colney 
Hatch, from which he quickly escaped. The action was tried 
before the Lord Chief Justice. The jury disagreed, but the judge 

ave judgement for both defendants. For the magistrate because 
he was acting judicially in signing the order, and for the doctor 
as the plaintiff’s detention was caused not by the medical certificate, 
but by the order of the magistrate. The doctor was consulted in 
an advisory capacity. In the Court of Appeal the appeal was 
dismissed and the Lord Chief Justice’s judgement upheld, Lord 
Justice Atkin dissenting as he considered there was no difference 
between Section 16 and Section 6, which is the section dealing with 
the ordinary petition by a relative, and two medical certificates, 
and on these the magistrate is asked to sign an order. The case 
was taken to the House of Lords and by the Law Lords dismissed, 
and the judgement of the Lord Chief Justice upheld. In giving 
judgement Lord Atkinson entirely disagreed with Lord Justice 
Atkin re Sections 13 and 16 being on the same footing as Section 6. 
The latter, he said, is a ‘‘ family affair,’’ while the former are 
“ judicial.””. Under Section 6 the magistrate need not see the 
patient, while under Sections 13 and 16 he must. 

Lord Moulton showed to my mind in all he said a distinct 
feeling that in these cases the medical man was protected. 
Surely. with these jegal opinions of+such eminent judges 
the British Medical Association should take heart and try 
to get this immunity once and for all. decided in cases 
dealt with under these sections. Such alteration will, 
I believe, be, from my long experience, a blessing, not only 
to the patient, but to the relatives, their friends, and the 
general public, while the safeguarding of the alleged person 
of unsound mind will be well insured. 

I hope I have made clear to all my reasons for supporting 
these resolutions, and I only wish 1 could have been able 
to attend the Cardiff Meeting, but this, unfortunately, I 
find impossible. 

When the Voluntary Boarder Section is made to apply 
to public mental hospitals and private care much less 
certifying need be done, and when a proper and workable 
Early Treatment Bill is passed there will, I hope, be far 
less chances of vexatious actions against medical men for 
trying to the best of their ability to do what is right for 
theif patients afflicted with mental disorders.—I am, etc., 
Lionex A. Weatuerty, M.D. 


Bournemouth, June 27th. 


VOLUNTARY HOSPITALS AND THE STATE. 

Sir,—The proposals for ‘‘ reform in local government " 
to be submitted to Parliament in the autumn session by 
the Minister of Health have now been published (White 
Paper, Cmd. 3134). These proposals, as they affect the 
medical services, are separately described for London and 
for the provinces. In the provinces each county and county 
borough will be a complete unit of administration of all 
the medical services hitherto assigned to Poor Law autho- 
rities. In London the London County Council will become 
responsible for all Poor Law medical services, as well as 
those now performed by the Metropolitan Asylums Board, 
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which will cease to exist. The effect upon the voluntary GASTRIC AND DUODENAL OPERATIONS. 
hospitals will be indirect, but none the less real. All the Srmr,—I was wrong in believing that. Sir Berkeley 


hospitals other than the voluntary hospitals will be under 
a unified control by a body which will have the power of 
imposing a rate for their development and maintenance. 
Contrasted with these arrangements will be the position 
of tho voluntary hospital, an isolated unit in each area, 
having to face the competition of a county organization 
with complete command of the rates. As the larger sub- 
scribers to hospitals are also ratepayers, the position must 
come about that the subscriber, faced with the necessity of 
paying an enormously increased rate for the public hos- 
pitals, will not be able, however desirous he may be, to 
make the same subscription to the voluntary hospitals that 
lie may have done in the past. Centralization, backed by 
tue power of the purse, is thus opposed to isolated private 
ciort, and the ultimate effect upon the voluntary hospitals 
iust, I tliink, be extremely serious. 

it is, I submit, unfortunate that the voluntary system 
should be further menaced by recommendations -in the 
Report of the Council of the British Medical Association to 
be brought forward for adoption by the Representative 
Body at Cardiff. In this Report it is suggested that ‘‘ the 
lirst step in the attempt to co-ordinate the work of the 
voluntary and municipal hospitals must be the establish- 
ment of a central advisory authority appointed by the 
Minister of Health ”’ (the italics are mine). I submit that 


if the Minister of Health is to have the chief voice in the ° 


_ appointment of that central advisory authority the volun- 
tary system vanishes. The scheme is, as the Report itself 
mentions, on the same lines as the plan suggested by the 
Dawson Committee, whose recommendations were published 
in 1820. An editorial in the Times of December 2nd, 1927, 
commenting upon the Dawson plan, said: 


“The weakness of the scheme lies in the fact that the pre- 
dominant partner is the health authority, and that behind the 
nealth authority stands the Ministry of Health—that is, the State. 
He would be a sanguine observer of existing methods who su posed 
tnat the voluntary spirit would remain undiminished in a close 
contact with what would, of necessity, soon become a highly 
crganized ‘service.’ The lamb of voluntaryism and the lion of 
socialism cannot lie down together.” 


, My own opinion entirely coincides with that expressed by 
ais leader in the Times. I am so much impressed with the 
danger to the voluntary system thus imminent that I put 
down an amendment to the Annual Report for considera- 
tion by the Marylebone Division at its meeting on June 
26th, 1928, in the terms detailed below. The Marylebone 
Division probably includes more consultants than any other 
single Division of the British Medical Association. The 
secretary informed the meeting that fifteen hundred invita- 
tions to attend it had been sent out: actually the meeting 
consisted of eleven persons, only four of whom were 
members of the teaching staffs of London hospitals. My 
umendment was rejected on a vote by this small meeting, 
seven voting against, three for, the chairman not voting. 
1 cannot think that the staffs of voluntary hospitals are 
as indifferent on the matter as this singularly small attend- 
ance would indicate. I have given notice that I shall 


move an amendment to the Report of the Council when it - 


comes before the Representative Body at Cardiff, my amend- 
ment being in the following words: 


That tho Representative Body, having considered the scheme for 
the co-ordination of hospital provision submitted by the Council 


(Appendix 7, Annual Report), disapproves of the recommendation . 


that the central advisory authorit 
the voluntary and municipal ieapitale be appoinied by the Minister 
of Health, inasmuch as such appointment would inevitably transfer 
the control of the voluntary hospitals to the State ‘as repre- 
sented by the Ministry of Health. The Representative Body desires 
to keep the voluntary system intact, and would prefer to see a 
central advisory authority in which representatives of the volun- 
tary hospitals would be in a majority, and the co-ordination would 
be effected with a voluntary hospital acting-as the primary or 
central hospital of any group of medical services to be ‘thus 
co-ordinated. 


to co-ordinate the work of 


I hope that I may have more support for this motion at 
Cardiff from the staffs of voluntary hospitals than was 
forthcoming at this very unrepresentative mecting of the 
Marylebone Division last week.—I am, etc., 


E. Granam 


London, W.1, July 2nd 


Moynihan had any leanings towards the views of those who 
advocate gastrectomy as a treatment for duodenal ulcer, 
and I hasten to offer him my. apologies. 

His weighty opinion so definitely expressed in his cour- 
teous letter will, I hope, dissuade anyone in this country 
or America from adopting such a line of treatment.— 
I am, etc., 


Liverpoot, June 20th. Srrone Hranrey. 


OF MALIGNANT DISEASE BY 
COLLOIDAL LEAD. 

S1r,—I have been informed that there is the possibility 
that my remarks (Journal, June 23rd, p. 1088) regarding 
the work of Dr. Todd at Bristol with lead selenide may be 


TREATMENT 


misinterpreted to mean that the preparation used there 


was made ‘‘ on my instructions.’”’ It seems impossible that 
such a construction can be put on my words, but if any- 
one should so misconstrue them I hasten to say that the 
work at Bristol, although based on our work in Liverpool, 
has been conducted entirely independently, and that the 
Bristol workers alone are responsible for what has been — 
done. I congratulate them on their enterprise and success. 
Perhaps Dr. Todd will allow me to point out that in his 
published report, by some oversight, the word ‘“ decidua ”’ 
is used instead ef ‘‘ chorionic epithelium ’’—the two tissues 
are, of course, entirely different: the one is maternal, the 
other foetal. 

Without in any way wishing to underrate the assistance 
given to us by Mr. Patterson some years ago, which | have 
acknowledged in my earlier publications, I must point out 
that his claims (Journal, June 30th, p. 1134) are somewhat 
ridiculous. I first met Mr. Patterson when he was a 
chemist, under Mr. Ward, in the employ of the British 
Collosol Company. I hoped that this company would be 
able to make for me colloidal preparations of lead. I had 
a long conversation with Mr. Patterson and suggested 
various preparations of lead he should attempt to make, 
one of which was lead iodide—I have a letter from 
Mr. Patterson, dated May 9th, 1920, which entirely con- 
firms this statement. As a satisfactory preparation was 
not then produced, the company generously allowed Mr. 
Patterson to come to Liverpool to work under my direction, 
and subsequent improvements made were suggested by 
me—I need not go into details, for we do not use the 
material now. Mr. Patterson was never appointed to 
“take sole charge of the chemical work of [our] cancer 
research,’”’ nor did he-ever do so; he may have been for a 
short time the only whole-time chemist working for us. It 
is, therefore, absurd of Mr. Patterson to talk about 
‘‘ his”? preparation. I regret to have to inflict such 
trumpery details on your readers.—I am, etc., 


Liverpool, July 2nd. W. Bram BE tt. 

** We have received a copy of the interim report 
by Dr. A. T. Todd and his colleagues at Bristol, entitled 
Chemo-therapeutic Researches on Cancer, with Especial 
Reference to the Lead and Sulphur Groups, to which 
reference was made by him in the letter printed in our 
issue of June 16th (p. 1048). This report is published by 
Messrs. J. W. Arrowsmith, Ltd., of Bristol and London, 
at the price of 2s. 6d.—Ed. B.M.J. 


BATTERSEA (ANTIVIVISECTION) HOSPITAL. 

Sir,—My attention has been drawn to a statement made 
by Mr. J. F. Peart, F.R.C.S., and published in your issue 
of June 23rd (p. 1080), giving an account of a meeting of 
the Research Defence Society, from which it would appear 
that some people draw the wholly inaccurate conclusion 
that I was anxious to associate myself with methods in 
contravention of the accepted principles of the Battersea 
General (Antivivisection) Hospital. As chairman there 
for twelve years | think this calls for some explanation. 
Mr. Peart was quite correct in stating that I was willing 
to afford him every facility for treatment other than was 
permitted at our hospital, provided it was not done 
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there. During my term of office I always made it quite 
clear that patients and their relations should be at liberty 
to have any treatment they desired, and the patients 
should, if they wished, be removed to other hospitals if we 
were not able to give it. I consider it no part of the 
chairman’s duty to act as adviser to medical experts or 
to lay down the law as to how a patient should be treated, 
except in so far as the principles of an antivivisection 
hospital were concerned. 

I held Mr. Peart in very great esteem, as‘I consider 
he did a- great deal of valuable work-for the Battersea 


Hospital, and although I could not take over his responsi- | 


bilities, the rules and regulations of the hospital had to, 
as he has stated, be most strictly adhered to.—I am, etc., 


London, 8.W.7, July Ist. TENTERDEN. 


Sm,—It has been brought to my notice that my remarks 
at the Research Defence Society meeting have been mis- 
construed as regards my reference to Lord Tenterden. In 
fairness to him I wish to state that I merely meant to 
convey that he gave me every assistance possible within the 
limits of his obligations to the hospital. Nothing could be 
further frota the truth than that he tried in any way to 
infringe those obligations.—I am, etc., ‘ 

London, W., July 2nd. 


J. F. Prart. 


Obituary. 


JOHN WILLIAM MACKENZIE, 0.B.E., T.D., M.D., 


Physician, the Northern Infirmary, Inverness. 


We regret to record that Dr. J. W. Mackenzir, physician 
to the Northern Infirmary, Inverness, died recently at his 
residence there from septic pneumonia, after an illness of 
only a week’s duration. 

John William Mackenzie was born in 1876 and received 
his medical education at Edinburgh University, graduating 
M.B., Ch.B. in 1892, and proceeding M.D. (with com- 
mendation) in 1903. He commenced practice in his native 
town in 1906, after gaining special experience in diseases 
of the ear, throat, and nose in London and Cardiff, and 
soon built up a large and successful practice. At the 
beginning of the war he was in command of the Highland 
Mouuted Brigade Field Ambulance, with which he served 
with distinction in Gallipoli and Egypt, being subsequently 
promoted to the rank of lieutenant-colonel; for his ser- 
vices during the war he was twice mentioned in dispatches 
and awarded the O.B.E. On his return to Inverness he not 
only gave of his best to his greatly increasing practice, but 
also played a large part in the publie affairs of his pro- 
fession and of the community in which he laboured. He 
was a member of the medical staff of the Northern 
Infirmary as physician and as specialist ‘in diseases of the 
throat, ear, and nose, and took a keen interest in the 
scheme for reconstructing and endowing that institution in 
an up-to-date form to serve as a key hospital for the 
Northern Highlands. 


A colleague writes: His medical brethren were immensely 
indebted to Dr. Mackenzie for the time and effort he 
expended as honorary secretary of the Inverness Division 
of the British Medical Association, and at the time of his 
death he held office as a vice-president of the North of 
Scotland Branch. He was a Fellow of the Royal Society 
of Medicine, and a member of the Scottish Laryngologicai- 
Otological Society. In many ways he gave an enthusiastic 
helping hand to the civic activities of the capital of the 
Highlands. He possessed a kindly, lovable character, which 
endeared’ him as both friend and professional adviser to his 
patients, and which won the affection of all with whom he 
came in contact. His death is a severe loss to his medical 
brethren and to the northern public. An eloquent testi- 
mony to the affection which he inspired in them was~given 
by the large attendance at his funeral, representatives of 
all classes and of many public bodies being present. He 
was indeed greatly loved and is deeply mourned, and 
widespread sympathy is felt for his widow. a 


Dr, Avexanper Stewart Gorpon, who died suddenly at 
his residence in Inverkeithing on June 28th, was a native 
of Bathgate. He received his medical education at Edin- 
burgh, where he graduated M.B., Ch.B. in 1904, and 
proceeded M.D. in 1910. In the latter year he also 
obtained the diploma in public health of the Royal Colleges 
of Physicians and Surgeons, Edinburgh. While still a 


student, he had acted as a member of the staff of the 


Edinburgh and East of Scotland Hospital which was 
dispatched to South Africa during the Boer war. After 
holding the post of house-surgeon in Edinburgh Royal 
Infirmary to Sir Montagu Cotterill Dr. Gordon acquired 
the practice of the late Dr. Philip at Inverkeithing in 1911, 
and was appointed medical officer of health for the burgh. 
He was also parochial medical officer and local medical 
officer to the post office and school board. With the growth 
of the district around Inverkeithing consequent upon the 
construction of the naval base at Rosyth, Dr. Gordon’s 
practice increased greatly and he was appointed Admiralty 
surgeon’ and agent. During the late war he was medical 
officer in charge of the troops of the inner Forth defences, 
and later medical officer to the R.A.F. station at Donibristle. 
His services during the war were recognized by the award 
of the Order of the British Empire. Dr. Gordon was a 
member of the British: Medical Association and of various 
medical societies; he was the author of a paper on the 
“Refractory phase of the heart under digitalis and 
strophanthus.’’ well-known and popular practitioner 
throughout the district of West Fife, he was known to a 
wider circle as a_ skilled curler. Dr. Gordon had not 
reached the age of 50, and is survived by a widow and two 
children. 


Dr. Amertc Epwix Friaxman, who died on June 11th 
at his residence, St. Nicholas, Pittenweem, had been in 
ill health for a long time, and virtually retired from 
practice some eight years ago. After obtaining the M.A, 
degree at Oxford in early life he later decided to take up 
medicine, and studied at Middlesex Hospital, becoming a 
Licentiate of the Society of Apothecaries of London in 
1882. He subsequently held the appointments of clinical 
assistant to this hospital and resident clinical assistant 
in the East London Hospital for Children. He settled 
thereafter in Pittenweem and St. Monance, where he con- 
ducted a large practice for some forty years. In middle- 
life he was well known in sporting circles as a lover of 
horses and dogs. For a number of years he took part 
successfully in trotting matches at a time when this form 
of racing was popular in Britain. He was a well-known 
breeder of dogs, and among dog fanciers is still known as 
the introducer of the breed of white West Highland 
terriers, which has’ recently become fashionable. He was 
‘also fond of travel, and, ‘despite the calis of a large circle 
‘of- patients by whom he was greatly beloved, he had 
managed to pay several visits to the West Indies and to 
the East. He was a’ descendant of John Flaxman, the 
celebrated sculptor and ceramic artist of the eighteenth 
century, of whom he preserved numerous mementos. 


Dr. Bensamin Pore Bartiett, who died in his sleep, 
on June 20th, at his residence at Bourton, Dorset, was 
born in 1861, and received his medical education at Guy’s 
Hospital; he obtained the diploma L.S.A. in 1882 and the 
M.R.C.S. in 1883. After holding a resident appointment 
at Leicester Infirmary, he assisted the late Dr. Webber 
of Crewkerne, Somerset, for two years, and then settled 
in Bourton in 1886, where he practised for forty-two years. 
He was district medical officer under the Mere and 
Shaftesbury boards of guardians, and medical officer of 
health of the Mere Rural District for the whole of that 
time. Throughout the war he was anaesthetist and radio- 
grapher of the Red Cross Hospitals at Mere, Wilts, and 
Plank House, Gillingham, Dorset. He held the post of 
chairman of the Bourton parish council from its inception, 
and was an ardent Freemason, being a past master of 
the Dorset Masters Lodge and a past officer of the Pro- 
vincial Grand Lodge of Dorset. He had a great reputation 
as a geologist, and was an expert on the Bourton neigh- 
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bourhood, his collection of fossils and specimens being 
very complete. His health had been failing for the past 
two years, but he continued in his practice until last 
April. He is survived by one son and six daughters. 
He had been a member of the British Medical Association 
for forty-five years, having served for various periods 
on the Somersetshire, Dorset, and Wiltshire Panel Com- 
mittees. He was a member of the Executive Committee 
of the West Dorset Division from 1917 to 1921, and of 
ee and West Hants Branch Council from 1919 to 
21. 


Medical Notes in Parliament. 


[From our PARLIAMENTARY CORRESPONDENT. ] 


Foot-and-Mouth Discase: Inspection of Imported Meat. 

On June 27th Lord Srracuie, in the House of Lords, raised 
the question of the introduction of foot-and-mouth disease into 
this country. He moved that it was undesirable that the Ministry 
of Agriculture should aceept foreign inspection of imported meat 
from South American countries where foot-and-mouth disease 
prevailed, while refusing to accept foreign inspection of meat from 
Continental countries. He urged the Government to stop the 
danger of infection from chilled meat, which, he said, was 
practically taking the place of frozen meat. Lord SrrapsRoxke, in 
reply, said that there were very good reasons why the Government 
should discriminate between meat imported from the Continent and 
that from South America. It had been clearly proved that infec- 
tion was introduced into this country by the carcasses of pigs 
brought from the Continent. There had Cen no proof, however, 
that infection had been introduced in carcasses from South 
America. There had been a good many surmises, and the Ministry 
of Agriculture had taken every possible step to prevent infection 


being brought in. Although there might be possibilities of the- 


survival of the virus in the carcasses from South America, time was 
so important a factor that it could not be ignored, and in practice 
it was wise to assume that the longer a carcass took to reach this 
country the less likelihood there was of the virus surviving in 
or on it. The experiments by the Research Department had not 
yet developed in the way the Ministry would desire, in that the 
experimenters had not: yet found a direct antidote to the disease. 
The experiments were in a more or less tentative condition, and 
so far the results were not conclusive. It was impossible to say 
definitely how long the virus continued alive in the blood or 
bones of carcasses. There was no evidence to show that freezing 
the meat would kill the virus, which seemed to live in the bones 
just as long as in frozen meat. To deal with this, an order had 
Sees issued with regard to the disposal of ‘bones. 

Lord BiepisLogz, who has just returned from South America, said 
that the Argentine Government were doing their utmost to carry 
out effective inspection. It might be the opinion of some medical 
authorities here that frozen meat was just as wholesome and 
nutritious as chilled meat. It was quite certain, however, that 
that was not the view of a large number of medical authorities 
in this country. The British public, quite properly, has developed 
a taste for chilled meat compared with frozen meat, as being more 
attractive to the palate and, in their opinion, more wholesome and 
nutritious. There was no scientific information to lead them to 
believe that the danger of infection would be lessened by the 
importation of frozen carcasses in preference to chilled. Lord 
Erne said that frozen meat contained an advantage over chilled 
meat. The Ministry of Agriculture ought to alter the regulations 
about the disposal of bones, and penalize the butchers if they 
allowed an unboiled bone to leave their premises. A quarantine 
ought to be placed on chilled meat. Lord Srracniz withdrew 
his motion. 


Scientific Cinematograph Films: Suggested Excmption 
rom Duty. 

During the Committee stage of the Finance Bill, in the House 
of Commons, on July 3rd, Captain Fraser moved a new clause to 
exempt from duty films recording scientific investigations or 
research imported into Great Britam or Northern Ireland if the 
Commissioners were satisfied that the films would not be sold, 
hired, or publicly exhibited for profit. He said that the man 
who had carried out researches with a microscope or in other 
directions of a scientific, and particularly of a medical-scientific, 
kind now found it possible, through the technique which had 
been developed, to record those researches and investigations on 
a film. Science knew no barriers, and ought not to be subject 
to any taxation. There had recently been one or two instances 
where eminent foreign scientists desired to bring to this country 
films recording valuable work they had done, not for profit, but 
to demonstrate to their colleagues working on similar lines in 
this country. Cancer was very likely to be alleviated by some 
of the researches being made in America, England, and Germany 
by men who used the microscope and the cinematograph for 
recording their researches. The free interchange of the results 
of their investigations was something which no taxation should 
be allowed to impede. 

Dr. Surets seconded the new clauses He said that its object was 
one with which every member must have sympathy. Even in the 
few years since 1925 the importance of these scientific films had 
considerably increased. Many of them had originated in America, 
Germany, and other countries, and were most valuable for teach- 
ing and scientific purposes. It had always been one of the 


roudest features of science that it recognized no frontiers. 
‘here ought to be free trade in all that appertained to science 
and research, and anything that would: make for the alleviation 
of human suffering. Therefore there could be no question that 
the suggested removal of this taxation would have the sympathy 
of them all, and no doubt also of the Chancellor of the Exchequer. 
The only possible objection was that of administration, bul it 
should be possible for the scientific bodies to which such films 
would be consigned. to give a certificate which would permit 
of the working of this exception without causing much adminis- 
trative difficulty. He hoped that the Chancellor of the Exchequer 
would receive the proposal in a sympathetic spirit. If he did, 
he would receive the thanks, not only of scientific bodies, but 
of general public opinion in this country. 

r. A. M. Samuer said that this clause had received the most 
careful consideration with a desire, if possible, to give effect to 
it. It had been found, however, that to distinguish the scientific 
films from those which could be shown in the ordinary way would 
be impossible from an administrative point of view. The revenuo 
authorities could not trace films which were produced as scientific 
films in these days of popular science and be sure that they were 
not subsequently shown in picture houses in the ordinary way. 

Captain Fraser appealed to the Chancellor of the Exchequer to 
give the matter careful reconsideration, as the films to which the 
clause referred were only of scientific interest, and were in no 
sense of the word popular.” 

Mr. CHURCHILL re fied that he could give no undertaking in the 
matter. In view of what Captain Fraser had said, however, he 
would see that all the facts which had been adduced were examined 
once again. Those responsible for making that inquiry would 
receive any further evidence that Captain Fraser might bring 
forward. 

-The proposed clause was then withdrawn. 


Dogs Act (Amendment) Bill. 

The Dogs Act (Amendment) Bill was read the second time in 
the House of Lords on June 28th. Lord Bertie pointed out that 
under the principal Act no dog seized by the -police could be 
iven or sold for the purposes of vivisection, but under this 
bill dogs which were found were not so protected. He intimated 
that in the Committee stage he would move an amendment to deal 
with this point. 


Shops Bill. 

The Shops (Hours of Closing) Bill was read a third time by the 
House of Commons cn June 29th. During the discussion on the 
Report stage that day Dr. Drummonp Snurets said chocolates and 
ice-cream were better for health if not taken late at night. It 
was in the interests of the community that as few chocolates and 
as little ice-cream as possible should be taken after 8 o’clock at 
night. On the motion of Sir Vivian. HENDERSON an amendment 
was made adding to the proviso about the sale of “ refreshments ”’ 
after closing hours the words “including table waters, sweets, 
chocolates, sugar confectionery, and ice-cream.” 


Medical Services in the Highlands and Islands.—Sir J. Gimovr, 
replying on July 3rd to Sir A. Sinclair, said the statement in the 
Report of the Scottish Board of Héalth that the gap was widening 
between the standard of medical services in the Highlands and that 
in the Lowlands, expressed the view of the Consultative Council on 
Highlands and Islands, whose report he had seen and was now 
considering. The money available in the Highlands and Islands 
(Medical Service) Fund was sufficient to maintain. the medical 
services on their present scale during the current year. It was 
anticipated, however, that the fund would be exhausted by the 
middle of the next financial year, before which time the question 
of what further financial provision should be made would be fully 
considered in the light of the whole circumstances of the case. 
Sir A. Srvciarr asked if provision would be made in the meantime 
for catching up the leeway as well as maintaining these services 
at the lower level to which they had fallen. Sir J. Gitmour said 
that the provision for this year had been made out and would 
be carried out to the full. 

Post-operation Te tanus.—On July 3rd Sir J. Grover, in reply 
to a question, said that consideration of the report on post-operation 
tetanus was still proceeding, but he was not yet in a position to 
make a statement. He hoped to be able to do so very shortly. 

Annual Returns of Vaccination Officers—On July 3rd Mr. 
Cuamsertain told Mr. Pethick-Lawrence that a summary of the 
annual returns of the vaccination officers for the years 1918 to 
1925 would be found in Appendix A to the report of the Chief 
Medical Officer of the Ministry for 1926, and similar figures for 
1926 would be published in the forthcoming report for 1927. The 
preparation of a return for each county would involve an expendi- 
ture of time and labour out of proportion to the value of such 
a return. 

Smail-por: Inspection of Casuals.—On June 28th Mr. Cramper- 
LAIN, in an answer to Mr. Shepherd, said the present order for 
the medical inspection of casuals was due to-expire at the end 
of June, but he was continuing it to the end of September, In 
tho week ended June 23rd there were 230 cases of small-pox noti- 
fied in England and Wales. From January 24th to June 25th, 
1928, the number of cases of small-pox reported among casuals was 
124. Mr. SuHepuerp asked if many of these cases would not be 

revented if the casuals were medically inspected on arrival, 
instead of when they had been in the casual ward over twelve 
hours. Mr. CHamperLain said it might be impossible to examine 
all casuals at the moment of arrival, but he would look into 
the matter. 
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Anatomical Examination of Unclaimed Bodies.—Mr, Krity asked 
the Minister of Health, on June 28th, why his department had 
requested that the unclaimed bodies of deceased patients in the 
Park Prewett and Brookwood hospitals and other mental institutions 
under the Farnham Union should be handed over to the University 
of Oxford for anatomical examination. Mr. .CHAMBERLAIN said 
ihese and similar institutions had been requested to assist in the 
provision, under proper safeguards, of unclaimed bodies for 
anatomical examination, which was indispensable to medical 
education. 

Inspector of Medical Supplies, War Officc.—In a reply made on 
June 27th to Mr. Palin, Sir L. Wortnutncton-Evans said the 
inspector of medical supplies employed by the War Office was a 


ualified pharmacist. There was only one army medical store 
depot, and the inspection of it was not part of the duties of this 
inspector. His advice had been taken on what medicinal prepara- 


tions could be conveniently and economically prepared in the 
dispensing laboratories of army hospitals. 

Biochemical Research.—Mr. H. G. Wiuiams told Miss Wilkinson, 
on July 2nd, that a considerable amount of biochemical research 
was conducted by the Department of Scientific and Industrial 
Research,* particularly in relation to its investigations on the 
preservation and transport of foodstuffs. The department also 
made granis to a number of co-operative research associations, 
organized by various industries to investigate their own special 
problems, whose work was partly of a biochemical nature. As 
this work was closely linked up with other work not directly 
biochemical in nature, it was impossible to estimate its cost 
separately. 

Welsh Board of Health.—Questions concerning changes made in 
the Welsh Board of Health were put to Mr. Chamberlain on June 
28th by Mr. Mardy Jones, Mr. T. Griffiths, Mr. John, and Mr. 
Ernest Evans. Answering them together, Mr. CHAMBERLAIN said 
the objections raised to the new arrangements seemed largely 
based on misunderstanding. The status of the Board had not been 
lowered. He did not anticipate any need for the appointment of 
a chairman or secretary in the future. The National Health 
Insurance Act, 1924, provjded for the appointment to the National 
Health Insurance Jot Committee of ‘‘a person having special 
kuowledge and experience of national health insurance in Wales.” 
Sir L. Forestier-Walker fulfilled this condition, though not officially 
connected with the Welsh Board of Health, and Mr. Chamberlain 
did not propose to make any change. Mr. John Rowland had been 
appointed to succeed Sir Thomas Hughes as deputy to Sir L. 

orestier-Walker. In future, as in the past, the Welsh Board of 
Health would carry on work in its individual capacity rather than 
in its collective capacity. It was not a board in the ordinary sense 
of _the word, and the Act said nothing about a chairman. It was 
originally constituted of three members; later the administrative 
officer for public health became an ex-officio member of the Board. 
Mr. Chamberlain added that he was willing to discuss the subject 
with a deputation of Welsh members of Parliament. 

Assessment of Voluntary Hospitals—On July 2nd Sir Kiycsiey 
Woop informed Captain Cazalet that the Central Valuation 
Committee had reported the existence of considerable civersity of 
practice in the assessment of voluntary hospitals. The Minister 
of Heaith had circulated the committee’s recommendations on this 
matter to the local authorities concerned, but he was not 
empowered to interfere with their discretion in the assessment 
of. any class of hereditament. The matter was not germane to 
the Government’s proposals for giving relief from rating burdens 
to agriculture and industry. Sir Cooper Rawson asked if the 
Parliamentary Secretary was aware of the effect of the operation 
of the 1925 Rating and Valuation Act on some hospitals. For 
instance, in the case of the Middlesex and Westminster Hospitals 
the rate was £4 per bed, whereas the new rate in Brighton for 
the new Sussex Hospital was £23. The rates had been increased 
twenty or thirty times in amount. 

Spitting in Public Places.—On July 2nd Sir W. Joyyson-Hicxs 
informed Major Colfox that no fresh legislation was required to 
prohibit the practice of spitting in public places in the interests 
of —— health. The matter could be dealt with by the local 
authorities by means of by-laws under the Municipal Corporations 
Act and al Government Act. 
force in a number of places.,... .. : 

Diseases and Procesecs Scheduled under the Workmen's Com- 
pensation Act.—S8ir_ W. Joynson-Hicks, replyin on July 3rd to 
Colonel J. Ward, said that he would send him a fist of the diseases 
and processes scheduled under Section 43 of the Workmen’s Com- 
pensation Act, 1925. It must be remembered that the scheduling of 
certain pave in the case of particular diseases did not have the 
effect. of limiting to persons —— in that process the right to 
claim compensation in respect of the disease; it merely established 
a presumption that where the workman was employed in a scheduled 
process at or immediately before the time of disablement, the 
disease was due to the nature of that employment. Where the 


By-laws on the subject were in 


workman was employed in some other process the onus of proof 


that the disease was due to the nature of the employment rested 
upon him. In addition to the scheduled diseases, two schemes had 
been made under Section 47 of the Act for silicosis—one for the 
refractories industries and the other for the metal-grinding 
industries. 

Blind Pensioners and Poor Relief. —Sir J. Gumovr, answering 
Mr. Buchanan, on July 3rd, said that he was not aware that 
blind persons in receipt of pensions, who were regarded for pur- 
poses of poor relief as being in the same position as old age 
pensioners, were penalized by parish councils refusing to provide 
clothing and medical attendance. Parish councils must, on applica- 
tion, consider the circumstances of each case, and where it was 
found that the pension, together with any other resources, was 
inadequate for the pensioner’s requirements, it was tiie duty of 


the parish council to render what assistance was considered 
necessary. There was no necessity for the issue of a general 
circular on the matter. 

Notes in Brief. 

Sir Kingsley Wood, on July 2nd, told Lieut.-Colonel Heneage 
that the Minister of Health had received a petition from inhabi- 
tants in Louth calling attention to the burning refuse pit in the 
town, and he was communicating with the town council on the 
matter. 

Sir W. Joynson-Hicks states that in the Metropolitan Police 
District the accommodation for the reception of strayed and lost 
dogs was adequate. It was a condition required of the con- 
tractors that the dogs handed over to them which were not 
claimed should be destroyed in such manner as to cause as little 
pain as possible. 

The cancer death rate per 1,000 of the population in the 
metropolitan ena of Southwark was 1.04 per 1,000 in 1914 and 
1.41 per 1,000 in 1927. 

During 1925 120 boys under 18 years of age were killed and 
21,419 disabled for more than three days by accidents in mines 
under the Coal Mines Act. The corresponding figures for 1927 
were 88 and 18,832 respectively. 


Unibersities and Colleges. 


UNIVERSITY OF OXFORD. 
AT a congregation held on June 28th the following medical 
degrees were conferred : 


D.M.—A. A. F. Peel, F. E. Fremantle. 
B.M.—F. G. Parker. 


Research Fellowship at Magdalen College. 

John Farquhar Fulton, B.A., D.Phil.Oxford, and B.Se., M.D. 
Harvard, U.S.A., has been elected to a Research Vellowship in 
Natural Science at Magdalen College. Dr. Pulton entered 
Magdalen as a Rhodes Scholar in 1921. He obtained a first-class 
in the Final Honour School of Physiology in 1923, and subsequently 
the degree of D.Phil. by research. He returned to Harvard aud 
completed his courses for the M.D. degree of that University. 
Since then he has been working iu Dr. Harvey Cushing’s Clinic at 
the Harvard Medical School. He proposes to carry on research in 

hysiology under Sir Charles Sherrington, and to write on the 
At of physiology and the bibliography of the works of the 
Hon. Robert Boyle. He is the autbor of an important work 
entitled Muscular Contraction and Reflex Control of Movement. 


UNIVERSITY OF CAMBRIDGE. 
At a congregation held on June 16th the following medical degrees 
were confirmed : 
M.D.—W. Edwards. 
M.B., B.Curr.—D. E. Oakley, R. C. L’E. Burges, G. 8. W. Evans. 
M.B.—E. J. E. Topham. 


UNIVERSITY OF BIRMINGHAM. 


AT a congregation held on June 30th the following degrees were 
conferred : q 

M.D.—I. de B. Daly, J. F. Brailsford, F. W. M. Lamb. — 

M.B., Cx.B.—-*G. H. Knight (distinction in medicine and surgery), 
*A. B. Taylor (distinction in medicine and midwifery and diseases 
of women), M. Badr-El-Din, C. Davies, I. K. Donovan, R, E.. Johnson, 
Cc. ®. Perry, F. R. Roberts (distinction in midwifery and diseases 
of women), Margaret C. Rosser, M. D. Sandoz, J. G. Stooke, 
N. Yacoubia. 


* With second-class honours. 


UNIVERSITY OF SHEFFIELD. 
THE following candidates have been approved at the examination 
indicated: 


Frvau M.B., C#.B.—*K. J. G. Milne, *G. B. Thomas, W. Alcock, 
me D. -Dewar, T. E. Gumpert, T. K. Owen, W. A. Timperley, 


Joan J. J.. Wallace. 
* With second-class honours. 


UNIVERSITY OF GLASGOW. 
At the graduation ceremony on June 29th the degree of M.D. was 
conferred upon Mary P. McCunn (with commendation), R. Arm- 
strong, and D. Henderson. : 

The History of Medicine Prize of £60, for an essay on some 
subject in the history of the science or practice of medicine, other 
than a subject on some limited branch thereof, was presented to 
Dr. W. J. Rutherford for an essay entitled ‘* A cock to Aesculapius.” 


UNIVERSITY OF DUBLIN. 
THE following degrees were conferred on June 30th : 


Hon. M.Cu.—Sir John Bt., Past President, Royal College 
of Surgeons of England. . 

Hon. D.8o.—Dr. George Linius Streetor, Director of the Department of 
Ew bryology in the Carnegie Institute of Baltimore, Maryland. 

Hon. M.A.—Miss Margaret Huxley, in recognition of distinguished 
service to the nursing profession in Ireland. 

M.D.—C. R. Boland, G. 8. Dickson, J. J. Hugo (in absentia). 

M.B., B.Cu., AND B.A.O.—E. 8. Adderley, R. F. G. K. Allen, R. H. Bland, 
D. M. Brink, A. J. Burden, L. R. H. Keatinge, Marie M. E. Lea- 
Wilson, F. A. G. A. Mahon-Daly, I. C. Malone, C. P. Martin, 
G. G. F. Pratt, H. J. Robinson, H. S. Smithwick, H. R. F. Tweedy, 


D. 8. P. Wilson. 
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MEDICAL NEWS. 


Medical Netus. 


THE Fellowship of MeJlicine aunounces that Dr. A. C. 
Roxburgh will give a dermatological demonstration on July 
10th, at 2.30 p.m., in the out-patient department of St. 
John’s Hospital, at 262, Uxbridge Road, W.12. On July 
llth there will be a urological demonstration at 2.30 p.m. 
at All Saints’ Hospital, Vauxhall Bridge Road, and on 
July 12th, at 3 p.m., Mr. M. L. Hine will give a clinical 
demonstration at the Royal Westminster Ophthalmic Hos- 
pital. These demonstrations are free to medical practitioners. 
A course of clinical demonstrations, operations, and lectures 
on medicine, surgery, and the specialties will be held at the 
Prince of Wales’s Hospital, 'lottenham, from July 9th to 21st, 
from 10.30 to 5.30 daily. A special course in proctology at 
St. Mark’s Hospital, from July 9th to 14th, will consist of 
lectures, demonstrations, and operations. A whole-day 
course at Queen Mary’s Hospital, from August 27th to 
September 8th, will include demonstrations in medicine, 
surgery, and the specialties. There will be a course in 
diseases of the chest at the Brompton Hospi‘al from July 30th 
to August 4th; one in diseases of infants at the Infants Hos- 
pital, Westminster, from August 13th to 25th; and another 
in urology at All Saints’ Hospital, from. August 7th to 
September lst. Copies of all syllabuses aud information on 
other post-graduate work may be obtained from the secretary 
of the Fellowship, 1, Wimpole Street, W.1. 

Dr. E. A, COCKAYNE, physician to the Middlesex Hospital, 
has joined the Medical Advisory Committee of the Asthma 
Research Council, and Dr. F. E. Fremantle, M.P., has joined 
the Council. Active steps are now being taken to prosecute 
the investigation of the causes and possible cures of asthma 
and its kindred complaints. An advertisement will be found 
elsewhere in this issue for a part-time research scholar to 
investigate inhalation and physical treatment. The selected 
candidate will be required to visit Mont Dore and other 
Continental resorts for the treatment of asthma prior to 
taking up his appointment in London. 

THE June issue of The World’s Health appears as a special 
number published jointly by the League of Red Cross 
Societies aud the International Union against Venereal 
Diseases. It contains articles by Professor A. Bayet, chair- 
man of the Union; Dr. Cavaillon, chief of the department of 
venereal disease control in the French Ministry of Health; 
and Dr. F. Humbert, chief of the health division, League of 
Red Cross Societies. Reports are given of the measures 
adopted and the progress made in different countries, aud 
there are accounts of the work in this respect carried out by 
the League of Natious and the Intervational Labour Office. 
The review may be obtained from the League of Red Cross 
Societies, 2, Avenue Velasquez, Paris VILi®; price 1s. 

THE large number of guides to London's complex transport 
system indicate that few have been found entirely satisfactory; 
some have been too complicated for ordinary use, and others 
have been too bulky. Vhe I'ube-Bus Guide to London, how- 
ever, escapes these faults, and it should prove exceedingly 
useful to visitors and Londoners alike. It gives in un- 
ambiguous terms the most convenient methods of travel 
between all the principal landmarks and iv an area where 
the streets are counted in hundreds. This is as much 
guidance as one is entitled to expect. ‘The information 
regarding such matters as omnibus stopping-places appears 
to be more precise than usual, while the chief centres are 
illustrated by unusually clear little maps. In size the booklet 
is no‘larger than the third part of a pack of ordinary playing- 
cards. 1t has been prepared by Mr. J. C. Willis, M.A., Se.D., 
¥F.R.S., and is published at the price of 6d. by Messrs. W. 
Heffer and Sons, Cambridge. 

Mr. C. E, KENNETH MEEsS, D.Sce., will give a public lecture 
on ‘* Physics in Photography,’’ on Thursday, July 12th, at 
8 p.m., in the rooms of the [nstitution of Electrical Engineers, 
Savoy Place, Victoria Embankment, W.C.2, under the chair- 
manship of Sir William Pope. 

Dr. LEONHARD SEIF of Munich will give a lecture on indi- 
vidual psychology in general practice, diagnosis, and treat- 
ment of the neuroses, on Thursday, July 12th, at 8.30 p.m., 
in the rooms of the Adler Society, 55, Gower Street, W.C.1. 
A discussion will follow the lecture, to which practitioners 
ad senior students are invited. 

THE Harben goid medal of the Royal Institute of Public 
Health was presented on June 28th to Sir Ronald Ross, in 
recognition of his great work in making the tropics healthier. 
The medal is awarded every three years for ‘‘ eminent services 
to public health, irrespective of nationality.’’ 

A NEW edition—the nineteenth—of volume i of Martindale 
and Westcott’s Extra Pharmacopoeia, revised and brought up 
to date by W. Harrison Martindale, Ph.D., is published this 
week by H. K. Lewis and Co., Ltd. 


THE current number of the Police Journal, a quarterly 
review for the police forces of the Empire, the first issue of 
which was reviewed on January 14th (p. 67), contains several 
articles of some medico-legal interest. One of these, Pro- 
fessor Sydney Smith’s paper on ‘* The identification of fire- 
arms and projectiles, as illustrated by the case of the murder 
of Sir Lee Stack Pasha,’’ has been reprinted, by permission, 
from our issue of January 2nd, 1926. Dr. M. Hamblin Smith, 
medical officer to H.M. Prison, Birmingham, contributes an 
interesting article on ‘‘The value of psychology in court 
work,’’ which should be of considerable use to those to whom 
it is primarily addressed. ‘‘ The prosecution of offenders: 
English practice,’’ by Sir Archibald Bodkin, Director of 
Public Prosecutions, gives a clear explanation of a legal 
process which is frequently misunderstood, but which 
deserves inclusion in the average person’s stock of ‘‘ general 
knowledge.’’ 

A PUBLICATION of some fifty pages entitled dAclino-therapy 
or Ultra-violet Radiation, and illustrating the apparatus of 
the Cox-Cavendish Electrical Company, Limited (105, Great 
Portland Street, W.), contains particulars of a bewildering 
variety of mercury vapour and tungsten and carbon arc 
lauwps; in one apparatus these three types are combined on 
the one stand, so that any one or more of them can Le used 
by a simple adjustment. Attention is drawn to the quartz 
mercury arc lamp, supplied in various forms under the name 
of ‘“‘ulviarec.’’ lu a quartz mercury vapour lamp termed the 
‘“‘uviator’’ the old type of water-cooled vacuum has been 
replaced by a forced draught. ‘lhe latest developments in 
ultra-violet lamp productiou seem to relate not so much to 
the source of the radiation as to its adjustment to suit 
various positions and needs. 

THE following appointmeuts have recently been made in 
foreign medical faculties: Dr. Alfved Guttich of Greifswald, 
professor of oto-rhinc-laryngology at Cologne; Dr. 8. Weber 
of Kiev, professor of ioentyenolovy at Riga; and Dr. Akira 
Agata, professor of hormoue chemistry at Tokyo. 


Letters, Notes, and Anstluers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the Britisu Mepican JougNaL 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 


Authors desiring REPRINTS of their articles published in the 
British Mepicac JournaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 


All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 


The TELEPHONE AUMBERS of the British Medical Association 
and the Barrisa Mevicat Journat are MUSEUM 9861, 9862, 9363, 
and 2864 (internal exchange, four lines). 


The TELEGRAPHIC ADDRESSES are: 
EDITOR of the Britis Mevicat Journat, Aitiology Westcent, 
London. 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, ete.), Articulate Westcent, London, 
MEDICAL SECRETARY, Medisecra’ Westcent, London. 


The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, (telegrams: Associute, 
Edinburgh; 24361 Edinburgh). 


QUERIES AND ANSWERS. 


INJECTION TREATMENT OF VARICOSE VEINS, 
“G, W. I.” would like to know whether there are any hospitals 
in Central London where varicose veins are treated by injection. 


FinGER SUCKING. 

“S.C. M.”’ asks for suggestions for the cure of finger sucking in 
an infant aged 20 weeks. The habit started when she was 
4 weeks old. Local application of aloes and tincture of asafoetida 
has been tried without success. 


FORMICATION. 

Dr. Joun THomMpsoN (Lisburn) asks for suggestions in the treat- 
ment of formication of the skin. The patient’s sensations 
commence in the back and pass into and over the bead. At 
times they start in the epigastric region, 
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LETTERS, NOTES, AND ANSWERS. 


Tue Barnen 
MepicaL JouRNAL 


Status EPILEPTICUS. 

Dr. L. Harris-LisTon (Middleton St. George, co. Durham) writes: 
In answer to “ H. C. B.’s ” query about the treatment of status 
epilepticus, I may advise as I have treated many such and not 
seen a death since I adopted the cutting short method of giving 
a hypodermic injection of 1/100 grain hyoscine hydrobromide. 
One then is usually sufficient; occasionally another after an 
hour’s interval if the convulsions have not ceased, and rarely a 
third is needed. A useful combination is hyoscini hydrobromidi 
1/100 grain, morphinae sulphatis 1/6 grain, and atropinae sul- 

hatis 1/180 grain, and this can be obtained as tabloid hypod. 
co. A” (Burroughs Wellcome and Co.). I would also 
advise the administration of luminal-sodium 1 grain every night 
and a dose of saline every morning. 


TREATMENT OF SEPTIC TONSILS. 

**J. A. E.” writes: In the letter on tonsil suction printed in the 
Journal of June 16th (p. 1048), Dr. R. Scott Stevenson quotes 
a formula of Sir James Dundas-Grant: iodine gr. v, acetic 
ether (acid free) pil, glycerin ad 3j. I prescribed this only two 
days ago, but the prescription was returned by the chemist 
on the ground that the acetic ether was ‘ incompatible’’ with 
the glycerin. He states that his acetic ether was definitely acid- 
free. I did not know enough to argue the matter and I substi- 
tuted Mandl’s paint. Ishould like very much to use the Dundas- 
Grant formula, and I should be grateful if you can suggest 
anything which will help. 

*,* We have referred this inquiry to Sir James Dundas-Graut, 
who replies : 

As the ingredients of the iodine, acetic ether, and glycerin 
paint for the tonsils, formulated by me, are not strictly miscible, 
it is advisable t> dispense a fluid ounce of the mixture in a 
two-ounce bottle, so as to allow of shaking up before application. 


INCOME Tax. 
Cash Basis. 


“ E. M. A. W.” states that for some years he has paid income tax | 


on the basis of fees earned, and inquires whether there is any 
definite ruling on the question. : 

*,* It has to be admitted that the legal basis is the value of 
fees earned—that is, the amount of gross bookings for the year 
less a carefully ascertained allowance for probable losses by non- 
payment. But for many years the revenue authorities have 
agreed, as a concession for mutual convenience, to accept, in lieu 
of the strict gross amount, the total of the cash receipts, provided 
that there are no circumstances, such as the growth of the 
practice, which render that basis an unfair index of the true 
earnings. The matter was discussed some years ago between 
& prominent official at Somerset House and a deputation repre- 
senting the profession, and the above is the gist of the agreed 
position. 

Proof of Partnership. 

“H.I.J.’’ has recently taken X into partnership, and has been 
requested by the inspector of taxes to forward the partnership 
agreement for perusal. 

*,* So far as our knowledge goes such a request is not usual 
in the case of a professional partuership, where the boua fides of 
the parties is undoubted and the facts are free from the complica- 
tions that may attend similar agreements in tlhe business world. 
We think, therefore, that our correspondent is justified in 
demurring to the request, while supplying such information 


* with regard to the terms of the agreement as may be relevant. 


LETTERS, NOTES, ETC. 


. HERPES AND VARICELLA. 

Dr. VAUGHAN PENDRED (East Sheen) writes: My brother-in-law 
had a severe attack of herpes, and both his daughters developed 
varicella two weeks later. A boy, aged 12, contracted a mild 

‘attack of herpes, and a fortnight later his sister and two 
brothers, younger than he is, were all down with chicken-pox. 

* These make my sixth experience of this phenomenon. 


HOSPITALS FOR MIDDLE-CLASS PATIENTS, 

THE RicuT REV. MONSIGNOR CARTON DE WIARY writes: Speaking 
at the conference of the British Hospitals Association at 
Southport, Sir Thomas Horder is reported to have said that one 
of the most urgent of our problems to-day was the provision 
of adequate medical and surgical treatment for middle-class 

- patients. ‘‘ It isa crying need,” he said. ‘ We in London have 
no alternative between the general wards of the large hospital 
aud the private nursing home, where, often enough, the cost to 
the patient is absolutely prohibitive.” May I be allowed to state 
that a hospital for the middle-classes has been in existence since 

. 1913 in the north of London. St. Andrew’s Hospital, Dollis Hill 
for the professional and middle-classes was opened in 1913 for 
the reception of patients who, while not suitable subjects for 
free treatment in charitable institutions, are yet unable to meet 
the charges necessary to secure adequate medical or surgical 
treatment in private nursing homes. Standing on the crest of 
Dollis Hill, it commands a beautiful view, in all directions, of the 


picturesque country outlying London. The building has been 
equipped and furnished according to all modern requirements, 
and stands in its own grounds of seventeen acres. Patients are 
admitted ouly on the recommendation of their own medical 
adviser. They are received irrespective of nationality or creed, 
Medical and surgical cases are received, but those of a mental, 
contagious, consumptive, or chronic nature are not admitted, 
The hospital depends for its maintenance upon voluntary con- 
tributions and patients’ payments. It is under the care of a 
most efficient honorary medical staff and two resident medical 
officers. It is now well known, and its accommo !ation is taxed 
to the utmost. The number of beds must be increased at once, 
The opening of a children’s ward is imperative, aud more 
accommodation must be provided for the staff. ‘he cost of the 
extension will be £3),000, towards which £6,601 is available. 
To all who are interested in this work, and auxious to provide 
for this ‘‘ crying need,” we urgently appeal for assistance to 
enable us to provide the necessary accommodation. Plans have 
been prepared and building cau proceed at once if help is forth. 
coming. Full particulars concerning the hospital will be supplied 
on application to the Administrator, St. Andrew's Hospital, 
Dollis Hill, N.W.2. 


MIDWIFERY MORTALITY. 


Dr. J. H. DupGron (Workington) writes: Dr. Roxburgh in his - 


letter (June 30th, p. 1126) has pointed ont the danger of handing 
over midwifery to ‘‘a body of midwives who are licensed to 
attend cases . . . but who are totally unfit to take the responsi- 
bility thrown upon them.”? This is due to their very elementary 
and inefficient training, as at present any womau (many of an 
indifferent class), with no knowledge of surgical and medical 
nursing, is given one year’s midwifery training and turned out 
licensed. 1 do not think this is good for the patients or doctors. 
No woman should be eligible for the examination in midwifery 
until she has bad three years’ thorough training in hospital and 
has passed the State examination in general nursing. The 
doctor spends at least five years in training; the trained uurse, 
with her maternity, spends four years; the untrained woman 
spends a year at midwifery and is then licensed. Another bad 
feature is that these untrained nurses, but licensed midwives, 
are sent out to country districts and are expected to attend cases 
of all kinds, surgical or medical or midwifery, which is unfair to 
trained nurses and to those treated by them. 


Dr. FERDINAND REES (Southend-on-Sea) writes: Will you allow 
me to plead for serious consideration of Dr. Roxburgh’s letter? 
For a long time I have been striving to draw attention to the 
same question. General practitioners who are not attached to 
hospitals or clinics are the ones affected, but there are some who 
will never take notice until affected pecuniarily. What is most 
serious is the loss of professional skill and knowledge that must 
come to them. I write feelingly, because I have made it my 
business to watch the story of the profession for the last thirty- 
five years. When the general practitioners refused to man thie 
the clinics I knew they were making a fatal mistake. The idea 
of retaining an imagined surgical monopoly has driven the 
members of the Hospitals Association to uphold blindly’a volun- 
tary system which has been compelled to be none too scrupulous 
as to how money was raised for the voluntary hospitals. This 
has been in vain, and the Hospital Savings Association and the 
middle-class hospitals will, in the end, hurt them financially, 
as well as the general practitioners; as Dr. Roxburgh so ably 
poinis ont, these organizations will render the practitioners 
‘Jess efficient’? and more ignorant. Lvery surgical case will 
go straight to the hospitals. When Iwasa young practitioner 
in Lancashire all minor surgery, and most of the patients with 
fractures aud dislocations, were attended by general practitioners 
in their surgerics or in the workmen’s homes. But when the 
employers were able to pexsuade the workmen to give weekly 
contributions to the hospitals, then they stopped paying the 
general practitioners, and all surgical cases were dealt with at 
the hospitalss The divorce of the general! practitioners from the 
hospitals and the clinics will go on fora time, but finally medical 
men of all kinds must be paid for all the work they do for the 
nation, and the general practitioners will have to be attached to 
the hospitals and clinics. The profession must awake to @ 
realization of what is going on. 


CORRIGENDA. 

In the annotation entitled “ Fine work and eyestrain,’’ published 
in the Journal of June Wth (p. 1119), the name of the ophthalmic 
surgeon referred to appeared as ‘‘ Mr. 'T’. G. Clegg ”; this should 
have been Mr. J. Gray Clegg. ~ 


In Mr. R. Chalmers’s note on pneumonia after operation for 
gastric and duodenal ulcers (June 30th, p. 1134), line 6 in column 2 
should read: ‘* Morrison’s and suprapubic pouches. On the 
second day consolidation of the left lower lobe appeared . . .” 


VACANCIES. 


NOTIFICATIONS of offices vacant in universities, melical coileg 
and of vacant resident and other appointments at hospitals, will 
be found at pages 47, 48, 49, 52, 53, 54, and 55 of our advertisement 
columns, and advertisements as to partnerships, assistuntships, 
and locumtenencies at pages 50 and 51. 


A short summary of vacant posts notified in the advertisemen& 


columns appears ini the Supplement at page 11. 
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THE SURGICAL TREATMENT OF 
DIVERTICULITIS. 


BY 


K. W. MONSARRAT, M.B., F.R.C.S.Eb., 


SURGEON TO THE NORTHERN HOSPITAL, LIVERPOOL; LECTURER IN 
OPERATIVE SURGERY, UNIVERSITY OF LIVERPOOL. 


Tue figures for the distribution of diverticula in the colon 
have been given by Dr. Spriggs in 158 cases, as follows: 
pelvic colon 116, descending colon 76, ascending colon 30, 
transverse colon 31, whole colon 23, caecum 7. Of these 158 


‘eases 12 per cent. had an inflammatory process associated 


with the diverticula—in other words, diverticulitis. 

From the point of view of the surgeon the following two 
questions are important: (1) In what proportion of cases 
is diverticulosis confined to the iliac and pelvic colon? 
(2) In diverticulitis is the condition restricted as a rule 
to one limited section of the bowel, or does it usually 
involve a considerable length of the colon simultaneously? 
I put these questions lately to Mr. Marxer of Ruthin 
Castle, and he has answered as follows: 

“In the last 100 consecutive cases of diverticulosis 16 had pro- 
ceeded to diverticulitis at one or more points. In only 3 cases 
were the hypertrophic changes confined to the iliac and pelvic 
colon exclusively. In 11 of the 16 cases of diverticulitis the disease 
in the pelvic and iliac colon was associated with diverticulosis in 
other parts. In 8 of the cases less than 6 inches of bowel was 
a corey aggre in the other 8 there was either more than 6 inches 
affected or more than one area.” 

These facts have a bearing on the operative treatment, 
more particularly on the question of resection, which 
I shall discuss later. In the cases of acute inflammatory 
colitis originating in diverticula a very long length of the 
bowel is usually infiltrated. 

As a preliminary to the discussion of treatment it is 
necessary to distinguish the different clinical conditions 
which have their beginnings in diverticulitis, the acute 
and the chronic, and the sequelae or complications. These 
may be defined as follows: 

1. Acute diverticulitis. 

2. Chronic diverticulitis. 

3. Acute perforative diverticulitis. 
4. Chronic perforative diverticulitis. 
5. Diverticulitis with stenosis. 


I have seen in all 18 cases suffering from the disease. 
My experience agrees with that of those who find it 
comparatively uncommon among the industrial classes— 
only six cf my cases were seen in hospital. 

The cases may be tabulated as follows: 


Diverticulitis (18 Cases). 


Type. Treatment. Result. 
Acute without complica-| 1. None a 
tion—2 cases 2. Caecostomy D. 
Chronic without complica- | 1. None = 
tion—2 cases 2. Fixation and wrapping Cc. 
Acute perforation; general | 1. Diverticulum excisei C. 
peritonitis—4 cases and drainage 
2. Diverticulum excised 
and drainage 
3. Drainage Cc. 
4. Drainage D 
Chronic perforation with | 1. Drainage C. Four weeks. 
abscess—6 cases 2. Drainage; separation) F. Fistula persists. 
of adhesions 
3. Drainage C. Three weeks, 
4. Drainage C. Four weeks. 
5. Drainaze C. Three weeks. 
6. Drainage C. Seventeen days. 
Stenosis—4 cases 1. No operation 
2. Short circuit Cc. 
3. Colostomy Cc, 
4. Resection Cc 


1. Acute Diverticulitis. 

This type is subacute at the start. The patient has 
some vague abdominal pain which increases in severity 
until, at the end of about forty-eight hours, he is acutely 
ill with severe localized pain, pyrexia, and increased 


pulse rate. On examination a large extremely tender 
tumour is found, usually in the left lower abdomen. The 
following case is typical. 

A woman, aged 61, was first seen on September 14th, 1925. For 
a week previously she had been ill with fever, occasional vomiting, 
constipation, ee | acute abdominal pain. On examination a large 
tender tumour extended from the left iliac fossa as far up as 
the lower left ribs. The diagnosis was acute diverticulitis of the 
iliac and descending colon. I advised that no operation should 
be done unless there were definite signs of abscess. This inflam- 
matory mass gga ad disappeared. She had a slight recurrence 
of the condition in November, 1926. Her doctor reports to me that 
in January, 192%, he could make out nothing but a little thicken- 
ing of the colon; further, that she had had no signs of stenosis, 
and that by avoiding salts and by careful dieting she had remained 
well up to the present. 


2. Chronic Diverticulitis. 

The chronic form of the disease is the commonest of all. 
The clinical features have been described in detail by Dr. 
Spriggs, and I shall take the liberty of epitomizing his 
account. The patient has abdominal discomfort, less often 
pain, in the lower abdomen at or about the navel, but 
especially in the left iliac fossa. General flatulence and 
a feeling of distension are complained of. Constipation is 
frequent, or irregularity of the bowels or diarrhoea, or 
a sense of incomplete evacuation. Occasionally there is 
haemorrhage from the rectum, A sausage-shaped tumour, 
sometimes tender, but not always, can be felt in the left 
iliac fossa except in the obese. The following is an example 
of this chronic type. 

A man, aged 60, was first seen on March 23rd, 1927. This 
patient had had attacks of abdominal pain at intervals for about 
two years. The pain had never been acute. His chief complaint 
was total loss of appetite. There had been considerable loss of 
flesh, but this had not been progressive; he had been persistent] 
troubled with flatulence. The site of the pain was in the left 
iliac fossa. Growth of the colon was suspected. Operation was 
performed on March 27th, 1927. The pelvic colon was found 
adherent to the parietes in the left side of the pelvis. It was 
freed; the condition was considered to be inflammatory and due 
to diverticulitis. The adherent part of the colon was wrapped in 
omentum, a forty-eight-hour drain was placed in the pelvis. For 
the last nine months he has been free from symptoms and his 
appetite has returned. 


3. Acute Perforation, 

Acute perforation may be the initial symptom of the 
disease. This was so in all of the four cases of perforation 
on which I have operated, the duration of the symptoms 
before operation being six hours, thirty-six hours, four 
days, and one week. In one case the perforation concerned 
the transverse colon, in one the descending colon, in the 
remaining two the pelvic colon. The sequelae of this 
accident are those which would be expected to follow a 
perforation at this bowel site. 

In one of my cases, the transverse colon perforation, 
there was an unlimited peritonitis, but the operation was 
done within six hours and recovery followed resection of 
the diverticulum, cleansing of the peritoneum, and drainage. 

In the second case there was also an unlimited peritonitis. 

The patient was admitted to hospital after thirty-six hours; 
his pulse rate was 132, his temperature 100.8° F., and the abdomen 
showed signs of an acute and generalized peritonitis of a severe 
type. A perforation of a diverticulum of the sigmoid colon was 
found and an intense diffuse peritonitis with fetid blood-stained 
exudate. He died nine days after operation from persistence of 
the peritonitis, and ileus. 


In the third case the resultant infection was more 
localized. 


The patient was a woman, aged 44; the onset was sudden 
severe fpegestrie pain with vomiting. On the fourth day there 
was an exacerbation of the pain with a pulse rate of and 
temperature of 100.4° F. When seen she had signs of an acute 
peritoneal infection in the lower abdomen. A perforated diver- 
ticulum of the pelvic colon was demonstrated, the bowel having 
become adherent to the parietes in the pelvis; there was a 
large pelvic collection of fetid pus. The diverticulum was 
excised, the pelvis drained, and recovery followed. 


In the fourth case the infection following the perforation 
was also localized. 


This patient was also a woman, aged 39. The symptoms were 
a week old when she was admitted to hospital. Her illness 
commenced with acute pain around the umbilicus and then in the 
left iliac fossa; throughout the week she vomited frequently. At 
the end of the week she had a temperature of 101.4° F., and a 
pulse of 110, with signs of an acute infection in the lower abdo- 
men towards the left side. A sloughed diverticulum of the 
descending colon was found and a large purulent collection in the 
left iliac fossa. After operation she had a faecal fistula which 
closed in three weeks. 
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The sequelae of this accident of perforation are similar 
to those following a perforative lesion of the appendix, the 
peritonitis is of a severe type and localization may or 
may not occur. 


4. Chronic Perforation. 

There is no sharply cut line between the cases of acute 
and the cases of chronic perforation. This group com- 
prises those in which there is no sudden flooding of the 
peritoneum, where the perforation is shut off before it is 
complete and the typical sequel is an abscess. In fact, the 
group is best described as ‘‘ chronic perforation with 
abscess,’’ and may include the cases where no single gross 
perforation is demonstrated. If so, it will include all the 
cases of so-called ‘“ pericolitis sinistra,’’? the old original 
term. It will form the largest group which comes under 
surgical treatment. 

Six of my cases belong to this group. One case was seen 
in an attack, of which the patient had had several in the 
previous two years. The disease was recent in the remain- 
ing five. They illustrate the variations which will arise 
in the clinical course according to the site of the focus 
and its limitation. Four of them were simple abscess 
evacuations in which the symptoms had been present nine 
weeks, fifteen days, fourteen days, and four days. Healing 
after evacuation occurred in seventeen days, twenty-two 
days, twenty-eight days, and twenty-eight days. In one 
case the ascending colon was the part of the bowel con- 
cerned, in the other three the sigmoid colon. The remain- 
ing two cases have points of special interest. 


1. A female patient, aged 40, who had an attack of sharp 
pain in the lower abdomen six weeks previously. She had a 
second attack three weeks later, and a third a week after this. 
In the last attack the pain was hypogestric, she vomited several 
times, and the pain lasted three days. The pre-operative diagnosis 
was appendicitis. The appendix was healthy; a mass was found 
by the examining hand on the pelvic brim on the left side. 
The mass consisted of ileum adherent to iliac colon and on 
separation an abscess was opened. A perforation of a diverticulum 
was demonstrated on the mesenteric aspect of the iliac colon. 
The wound was drained, and healing took place in three weeks. 


The last case of the group illustrates an important 
surgical point to which I shall refer later. 


2. A male patient, aged 43, for two years had had short attacks 
of abdominal pain of moderate severity. He came under observa- 
tion in the course of an attack which had lasted a month—an 
exceptionally mom time. He was ill with pyrexia and diarrhoea. 
Above the symphysis pubis and to the left of the middle line 
was an acutely tender mass. The diagnosis was diverticulitis with 

. At operation an abscess was found buried in a matted 
mass of pelvic colon and adherent ileum. A faecal fistula followed 
this operation and has persisted up to the present, rendering the 
patient unable to follow his occupation. Some months after opera- 
tion the Wassermann test gave a double plus result, and this may 
have had something te do with the persistence of the fistula. 


5. Diverticulitis with Stenosis. 

Attacks of flatulent distension with actual colic are 
comparatively frequent incidents in many cases of chronic 
diverticulitis. | Usually they are subacute and can be 
warded off by diet; a medical man of my acquaintance 
found complete relief from recurring attacks of this kind 
during a month spent in Barcelona eating the food of the 
country cooked in oil. By continuing the same type of 
cooking at home he has escaped further attacks during the 
last eighteen months or so. 

There are four cases of persistent subacute obstruction 
from stenosis in my list. 


1, A man, aged 61, in February, 1926, had an attack of constipa- 
tion with distension and griping pain. Radiological examination 
demonstrated obstruction of the colon at the pelvic brim. The 
abdomen was opened by another surgeon; no growth was found, 
but diverticulitis of the pelvic colon was demonstrated. Nothing 
further was done. I saw this patient in October, 1927; he then 
complained of troublesome constipation and occasic: al distension. 
The pelvic colon was tender to palpation. A further radiological 
examination showed diverticulitis of the pelvic colon and many 
diverticula elsewhere. As he had no progressive sympioms no 
operation was advised. 

- The second case is that of a man, aged 47, who complained 
of constipation varied by occasional diarrhoea, and also occasional 
haemorrhage, of four months’ duration. The pelvic colon could 
be felt. as an indurated and tender mass in the left iliac fossa and 
mto the loin. Operation showed the whole length of the pelvic 
colon indurated with inflammatory exudate. On account of the 
signs of stenosis a transverse colostomy was performed. With 
irrigation the condition of the bowel improved, so that it was 
— close the colostomy in two months, the stenosis being 
reliev 
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3. The patient in this case was a woman, aged 42. During the 
previous eight years she had had six attacks of abdominal pain, 
diarrhoea, and haemorrhage. The pain was kypogastric; in some 
of the attacks there had been vomiting. Radiologically the opaque 
meal was held up in the caecum and ascending colon for nmety- 
six hours. At operation an inflammatory mass was found in the 
central part of the transverse colon. An anastomosis was made 


between the terminal ileum and pelvic colon. Her symptoms have ~ 


been entirely relieved. 

4. The last case is that of a man, aged 44. He had had attacks 
of abdominal pain for five months. He was seen durimg an 
attack, which commenced suddenly with acute abdominal pain; 
there was no action of the bowels for eight days. On admission 
to hospital a tender tumour was palpable in the left iliac fossa. 
The operative diagnosis was carcinoma of the pelvic colon, and the 
supposed growth was resected. Examination of the specimen 
showed the mass to be inflammatory and due to diverticulitis, 
The iliac anus was closed later. 

Questions of surgical treatment may be discussed in 
relation to these five clinical types. 

1. First, in regard to acute diverticulitis without com- 
plication. The case quoted illustrates what 1 consider 
should be the attitude of a surgeon to this type—namely, 
that unless unequivocal signs of abscess make their appear- 
ance no operation should be done. There is nothing useful 
to do. Resection of a long length of colon would be a 
difficult and risky proceeding, and would have to finish with 
a colostomy. Isolation of the inflamed bowel by wrapping 
it with omentum is unnecessary, as the bowel can be trusted 
to isolate itself by adhesions. Lastly, any exploration for 
a suspected abscess would very likely result in the leaving 
of a faecal fistula. The one duty of the surgeon is to 
be on the look out for general and local signs of abscess 
formation. Unless this occurs the prognosis is good so far 
as subsidence of the acute attack is concerned. Even if 
abscess is suspected, delay is best; the case of persistent 
faecal fistula in my fourth group shows the danger attached 
to exploration for an abscess buried in a mass of adherent 
coils of large and small intestine; in this case it is true the 
adhesions were old and the patient a particularly bad 
subject, but even in recent cases the risk of serious damage 
to the bowel wall is considerable. 

In one such case, operated on in 1921, I performed 
caecostomy; I have to admit that the evidence on which 
the diagnosis of diverticulitis is based in this case is not 


conclusive, but I believe it to have been an example of the ™ 


disease. 

The patient was a woman, aged 40, who had had symptoms for 
four weeks—general abdominal pain and blood in the stools. She 
was confined to bed during this time. The abdomen was dis- 


tended and a mass was — in the left iliac fossa. Tempera- ° 


ture 101° F., pulse 116. Her general condition was poor. At 
operation, six days after admission to hospital, the sigmoid colon 
was found transformed into a large inflammatory mass; there 
was no evidence of new growth. Caecostomy was performed. Her 
eneral condition did not improve; watery stools continued, with 
Death occurred one month after caecostomy. 

This case is no test of the value of colostomy in acute 
diverticulitis, but I believe this to be unnecessary. On 
this matter there is difference of opinion. Sir Charles 
Gordon-Watson has said: ‘ In these acute cases colostomy 
will often be necessary ’’?; and again, ‘‘ In the absence of 
a definite abscess active inflammation subsides with 
surprising rapidity after colestomy.’”’ This is the only 
recommendation of colostomy as a measure to be applied 
in the acute cases which [ have met with. It may be that 
it hastens subsidence, but before adopting it we shall want 
to know what is the prospect of subsidence in these cases 
without. it. I suspect this prospect to be favourable, and 
we should, I think, be very sure that it is unfavourable 
before we adopt a procedure which is so distressing to the 
patient and which involves many weeks of discomfort 
before the artificial anus can be closed. Sir C. Gordon- 
Watson says: ‘‘ After a reasonable interval recovery may 
be so complete that the colostomy can be closed.”’ For 
some forms of infiltrative colitis colostomy is the remedy, 
and without it the disease cannot be controlled; but I 
doubt very much whether it is the right procedure in the 
acute colitis which originates in diverticulitis. 

II. The second class of case, chronic diverticulitis without 
complication, will not often come to surgeons. The treat- 
ment has been laid down by the physicians. If such cases 
come to operation on account of the suspicion of new 
growth, there is one thing that appears to me to be worth 
doing. The worst of all the complications of the disease 
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is a bladder fistula, a complication which has been recorded 
in quite a number of cases. Lf the affected coil of colon is 
lifted out of the- pelvis and wrapped in omentum a perfora- 
tion of the bladder will not occur should an abscess form 
at a later period. Chronic diverticulitis without complica- 
tion is not, then, a surgical disease, but if operated on 
for any reason the bowel should be isolated by omental 
wrapping and fixed in the left iliac fossa. F 

Ill. The accident of acute perforation is not likely to 
be diagnosed precisely before operation. It should be 
looked upon as a cause of acute peritonitis of not infre- 
quent occurrence ; one of the conditions to be borne in mind 
when the abdomen is opened on account of acute peritonitis 
of uncertain origin. It is treated.on the ordinary surgical 
lines: the perforated diverticulum is excised and the bowel 
wall invaginated, drainage being provided as may be neces- 


sary. ‘The infection is likely to be of a severe type. 


IV. In subacute and chronic perforation it is best to 
wait until the abscess is well defined, and, in the second 
place, to confine surgical treatment strictly to the evacua- 
tion of the abscess and the drainage of its site. I am 
unable to offer any information regarding the prognosis of 
recurrence of abscess after simple drainage, a question 
which would be worth while following up. The danger 
of serious damage to the bowel wall if anything more is 
done than evacuation of the abscess has already been 
mentioned. There is not, in fact, any need to search for 
a sloughed or perforated diverticulum in order to obtain 
healing. 

V. Stenosis, when it is certainly known to be secondary 
to diverticulitis, will require separate discussion in each 
individual case. There is no such clear indication for 
operation as in cancer, where it is known with certainty 
that the stenosis will be progressive. The study of a large 
group of cases of chronic diverticulitis followed over several 
years,would be of much value. In what proportion of such 
cases does stenosis supervene? In what proportion of cases 
of stenosis does acute intestinal obstruction occur? 

Mr. Lockhart-Mummery writes as follows: 

“Early recognition of the disease is of the utmost importance, 
but if symptoms of chronic obstruction associated with the forma- 
tion of a tumour and chronic sepsis are already present, I believe 
that immediate surgical interference is indicated and that pallia- 
tive measures at this stage will more than probably result in a 
disaster from which it will be difficult, if not impossible, for the 
surgeon to extricate the patient. As in so many other diseases, 
one sees that the bad results -following operation are almost 
invariably in those cases which have been submitted to operation 
at a too advanced stage.” 

The first question to answer in any given case is, 
Is operation required? If the patient is suffering, in spite 
of treatment, from recurring attacks of subacute obstruc- 
tion with griping pain, distension, and constipation, then 
operation is undoubtedly required. 

What operation is to be done? If the disease is so 
situated and so localized that resection is easy, then this 
is the operation to choose. But it may be ruled out by 
two different conditions: first, the disease may be situated 
so far along the pelvic colon that anastomosis is impossible ; 
and secondly, the extent of bowel involved may be so 
great that reunion is difficult. It is all the more unjusti- 
fiable to submit the patient to an extensive operation 


involving risks, in that in colostomy we have not a mere 


pis aller, as in cancer, but a remedy for the disease 
offering at any rate a fair prospect of cure. It proved 
curative of the stenosis in one of my patients. In stenosis 
of the pelvic colon when resection is impossible colostomy 
in the transverse colon seems the proper thing to do. 
Unfortunately a short-circuit operation will rarely be 
feasible in view of the usual site of the disease, but will be 
preferred to colostomy under favourable conditions as in 
case No. 4 of this group. 

In three cases in this group, one of which was treated 
by resection, one by colostomy, and the third by diversion, 
the necessity for operation was clear. The fourth is a 
borderline case in which the question of the necessity for 
Operation is one for debate: a male, aged 61, not a good 
surgical risk, operated on two years ago on suspicion of 
growth, with symptoms of constipation and recurring 
griping pain with distension. The sequel is interesting as 
showing that the stenosis is not necessarily progressive. 
To-day, although nothing was done, his attacks are of less 


severity, and recent radiological examination shows the 
stenosis definitely less marked than it was two years ago. 
The diverticulitis and constriction involve the distal part of 
the pelvic colon, but he has diverticula in the whole of the 
sigmoid loop and in the lower part of the descending colon ; 
colostomy here would be the operation necessary, but as 
his symptoms at present. show no tendency to increase in 
severity I advised against any surgical treatment. 

At the beginning of this paper I gave the observations 
supplied to me by Mr. Marxer on the localization of diver- 
ticulosis on the one hand and of diverticulitis on the other ; 
the bearing of these on the treatment by resection may 
now be discussed. Is resection generally applicable to cases 
of chronic diverticulitis without complication ? 

For two reasons it appears necessary to answer this 
question in the negative. In the first place it is reported 
by physicians that the patient can usually be kept in 
satisfactory health by diet and paraffin. In the second 
place, the site of the actual disease is often unfavourable 
for resection and the extent of the bowel involved would 
necessitate a very extensive colectomy in the great majority 
of cases. If it is true that the average patient with uncom- 
plicated chronic diverticulitis can be kept in fair health 
by medical measures, a major operation which is not 
without its risks does not seem justifiable. 

Is resection an operation to be generally adopted for 
cases of chronic diverticulitis with stenosis? Probably it 
will be employed more and more frequently in these cases ; 
but it will always, except in a very few cases, be an exten- 
sive resection. Resection must go wide not only of the 
area of diverticulitis, but of any associated diverticulosis. 
A portion of bowel has to be chosen for anastomosis which 
is free of developed diverticula; this must be confirmed 
radiologically, as the presence of diverticula is liable to be 
overlooked in the course of a laparotomy in a fat-laden 
bowel. Mr. Marxer, in his letter, refers to one such case 
in which an anastomosis was made in bowel in which 
diverticula were present, necessitating a further excision 
after four years of suffering. Before the indication for 
resection can be settled the value of colostomy in these 
cases of stenosis will have to be estimated. It may be 
that if the bowel is kept empty by colostomy the inflamma- 
tory condition will subside and the stenosis resolve. In 
cases of stenosis obviously unfavourable for resection it is 
the method to be recommended with a fair prospect of 
its proving curative. 
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E. P. CUMBERBATCH, B.M.Oxon., D.M.R.E.Cams., 


M.R.C.P., 


MEDICAL OFFICER IN CHARGE OF THE ELECTRICAL DEPARTMENT, 
ST. BARTHOLOMEW’S HOSPITAL. 


In this lecture I shall doubtless be expected to give a list 
gf diseases which can be relieved or cured by ultra-violet 
rays, and to say how the treatment should be administered. 
This I shall do, but before I proceed to this part of my 
lecture I must give an introductory account of the rays 
and their action on the body. This is necessary, because 
the subject ot ultra-violet ray therapy is -far from being 
standardized, and although I can give some help in the 
selection of diseases for treatment, and some advice in 
regard to methods of administration, the general practi- 
ticner will frequently be confronted by cases in which he 
will have to use his own judgement in the treatment of 
patients. For the benefit of those who desire to practise 
ultra-violet ray therapy as a ‘‘ side-line”’ in their general 
work I shall lay emphasis on methods and apparatus suitable 
for this purpose. 

The first fact to recall is that ultra-violet rays are not 
all of the same kind. They differ in their wave-length, 
and they do not all possess the same biological chemical 
or physical properties. Those with the shortest wave- 
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length } shalt designate by the number 20, and those with 
the longest wave-length by 39.¢ There are rays of every 
wave-length between 20 and 39. Rays with wave-length 
shorter than 20 do not coneern us, beeause they do not 
reach the body. Those with wave-length of 40 are the 
visible violet fight rays. The réstble red light rays have 
« wave-length of 79. Rays with wave-length of 80 and over 
are the radiant heat waves, sometimes called the infra-red 
rays. [ mention these facts because the ultra-violet lamps 
‘also emit these other rays as well as the ultra-violet, and 
the former possess therapeutic properties too. So when 
the practitioner exposes his patients to the ultra-violet 
lamp he administers phototherapy and thermotherapy as 
well as ultra-vielet therapy. This is especially the case 
when certain types of lamp are used. 

When tlrese different rays fall upon the bedy they 
penetrate for certain distances, and then they are absorbed. 
Rays possess energy, and this energy is not lost when the 
rays are stopped. Kither heat is produced or chemicai. 
changes oecuy, depending on the wave-length of the ravs 
and the kind of tissue in which the rays are absorbed. The 
tisstes react to these thermal and chemical changes, and 
various hiolegical effects ensue. These effects, whether 
physiological, pathological, or therapeutic, are the outcome 
of the therma! or ehemical changes eaused by the rays. 

Before we study these effects | must say a few words on 
the distance to which the different rays penetrate before 
they are stopped. ‘Fhis is important, because various kinds 
of tissue he im the path of the rays, and the distance 
reached by the latter is dependent on the nature of the 
tissue as well as on the wave-length of the rays. Ultra- 
violet rays with wave-length from 20 to 24 are stopped 
in the stratum corneum of the epidermis. hose with 
wave-length from 25 to 33 pass through this layer, but are 
stopped in the stratum mueosum of the epiderntis—that is, 
im the living epidermal cells. Those with wave-length 
from ZA to 3Y pass through the entire epidermis, but are 
stopped by the blood in the subepidermal capillaries. Rays 
with wave-length of 40 (these are the visible violet light 
rays) probably do net penetrate further than the longest 
ultra-violet rays. On the other hand, the visible red rays 
(wave-length 79) have a much greater penetrating power ; 
some of thenr reach the superficial strata of the muscles 
under the deep fascia before they are stopped. The visible 
greem and yellow rays have an intermediate penetrating 
power. The invisible heat rays have a feeble penetrating 
power. It is doubtful whether these with the shortest 
wave-length (80) penetrate much deeper than the sub- 
epidermal capillaries, while those with longer wave-length 
do not penetrate as far. 

We may now study the action of the various rays on the 
tissues which absorb them. As I have already said, the 
rays expend their energy in the production of thermal or 
chemical changes; their action ends there. The infra-red 
rays heat the tissues that absorb them. Since their pene- 
trating power is very slight the distribution of the heat is 
superficial. The maximum temperature is produced on the 
surface; below the surface the temperature rapidly drops 
to normal. The visible hight rays also expend their energy 
in the production of heat. By reason of the greater pene- 
trating power of most of these rays they can heat to a 
greater depth than the infra-red rays. By means of the 
visible red rays it is possible to elevate the temperature of 
the superficial layers of muscle under the deep fascia. The 
ultra-violet rays with the longest wave-lengths (34 to 39) 
expend their energy in heating the blood in the sub- 
epidermal capillaries. They have no action, so far as is 
known, on the epidermis. These are the so-called ‘ long ” 
ultra-violet rays. 

The rays wieiols pass through the stratum corneum but 
are stopped by the cells of the stratum mucosum (25 to 33) 
produce chemieal changes in these cells. These changes are 
of a destructive nature, and they kill the cells if the rays 
are sufficie:.tly intense or applied for a sufficiently long 
time. The dead cells are cast off by the process of 
desquamation. The separation of the remains of dead 
in’ millionthe of millimetre? whem’ meltighies by one hundred’ they 
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cells is, of course, a natural process, but in physiological 
states the cells that-are east- off have died of old age. Tle 
artificial destruction of epidermal cells by ultra-violet rayg 
is followed by certain biological effects. They will be 
described presently. These rays are sometimes called the 
‘medium length” rays. The rays with wave-length from 
20 to 24 (the ‘* short ”? rays) do not pass beyond the horny 
layer of the epidermis. Since this layer is composed of 


‘dead tissue the rays cannot produce any biological effect 


im it. Hf they fell on living tissue they would destroy it, 
but only to a very slight depth, because their penetrating 
power is so littl. These very short rays can also kill 
bacteria; but to kill them they must reach the bacteria 
and not be stopped by overlying tissue. Unfortunately the 
rays which are most powerfully bactericidal (23 to 24) have 
a very feeble penetrating power. As the wave-length gets 
longer the germ-destroying power falls rapidly. Conse. 
quently we cannot expect ultra-violet rays to destroy 
bacteria (that is, by direct action) if they lie more than 
the very slightest depth below the surface. 

There is another important chemical change which the 
rays bring about. This is what is known as the ** activa. 
tion ef cholesterol.’’ This substance is present in all 
growing tissues, and it plays an important part in meta. 
bolism. It cannot perform its function unless it is rendered 
active. Ultra-violet rays possess this activating power, 
In this way the curative action of the rays in rickets is 
explained. 

Let us now consider the biological effects. which follow 
the physical and chemical changes brought about by the 
different rays. The invisible heat rays and the visible 
light rays are thermogenetic. Consequently the biological 
effects of these rays are those of heat. The effects of 
heat are far-reaching, but the time at my disposal does 
not allow me to go into the matter. I might mention, 
however, that heat increases the action of those ultra 
violet rays which bring about chemical effects. 

It is helieved that the ultra-violet rays with the longest 
wave-lengths (34 to 39) have no chemical action on the 
tissues. It is probable that they are thermogenctic. Their 
biological effects are therefore those of heat. The chemical 


. changes induced in the living epidermal cells by the rays 


of shorter wave-length are not immediately followed by any 
visible effect; but after an interval of two to ten hous 
there develops an erythema. It lasts from a few hours to 
a few days, according to the length of exposure and the 
intensity of the rays. It then fades away. Desquamation 
hegins after four or five days. The degree of erythema 
and the amount of the desquamation also depend on the 
length of exposure and the intensity of the rays—that is, 
on the dosage. With small doses the erythema is slight 
and the desquamation is indiscernible. With less small 
dosage the erythema is more evident and the desquama- 
tion is apparent. With heavy dosage the erythema is 
intense and blisters may form. After a few exposures 
sufficient to procure a fair degree of erythema there 
develops in many subjects a pigmentation of the skin. 
This is due to the formation of a substance known 4 
“‘ melanin ”’ in the basal cells of the epidermis. The most 
potent erythema-producing rays are those with wave- 
lengths from 29 to 30. The pigment-producing rays are 
those with wave-lengths from 29 to 33. Rays with wave 
length a little shorter than 29 can produce marked 
erythema without pigmentation. 

Accompanying or following these changes in the skin are 
others in other parts of the body, but the mechanism of 
their production is not known. We may attribute them 
the absorption of substances formed by the action of the 
rays on the epidermal cells. One of these substances 38 
activated cholesterol. Some of these changes are know?. 
One of these is an increase of the calcium and phosphorus 
content of the blood; more are absorbed from the alimen- 
tary canal. The caleinm content of the blood cannot be 
increased by taking calcium compounds by the mouth. 
Hence this method of administration is of little vaine 
unless the skin is irradiated by ultra-violet light. The red 


| blood corpuscles and haemoglobin are increased by a cours 


of exposure of the skin to the rays. 
Another very important change is an increased power of 
the irradiated hody to combat chronic infection. Eidenow 
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has shown that the bactericidal power of the blood of 
animals is increased by irradiating the skin. In man, 
however, the bactericidal power of the blood is usually 
high, but it is possible that the gain in power to deal with 
infection may be due to the absorption of proteins which 
may be formed by the destruction of the protoplasm of the 
epidermal cells, the action perhaps being akin to that of 
protein shock. ’ 

The ultra-violet rays, or the products'of their action on 
the epidermal cells, stimulate the nerve endings. In this 
way the organs of the body and their blood supply may be 
influenced by reflex action. The dilatation of the sub- 
epithelial blood vessels is an axon reflex (Dixon). It is 
likely that there are other forms of reflex action. The 
internal secretion of the ductless glands may be influenced. 
The nature of the influence—whether stimulation or 
depression—and the wave-lengths which are most potent 
for the production of different effects are at present 
urknown, and need investigation by the experimental 
physiologist. 

Our knowledge of the physiological properties of ultra- 


violet rays is insufficient to enable us to foretell with 


accuracy all the diseases which can be successfully treated. 
Most of what we know regarding the therapeutic properties 
of these rays has been learnt by clinical experience. The 
power of the rays to produce erythema renders them useful 
in the treatment of inflammation of the skin when the 
state is chronic and the blood supply poor. The direct 
bactericidal power of the rays renders them of some addi- 
tional use in focal infection, although this action is very 
restricted on account of the slight penetrating power of 
the germ-killing rays. The production of local erythema is 
of use in the treatment of referred pain. Relief may be 
procured by a process of the nature of counter-irritation. 
The increased power of the body to deal with infection 
after administration of the rays renders the treatment 
of value in cases where the resisting power of the body 
is enfeebled, as in conditions of debility after fevers or 
local infection. The increased absorption of calcium and 
phosphorus following general irradiation renders the treat- 
ment of value in certain types of bone disease, and, if 
suppuration is present, there is an additional indication by 
reason of the enhanced power of the body to combat in- 
fection. 

Thus it is mainly by indirect action that the ultra-violet 
rays bring about therapeutic action. Obviously it must 
be by indirect action when the disease is deeply situated 
and beyond the range of penetration of the rays. But 
even when the irradiated skin is the seat of disease it is 
almost always by indirect action that therapeutic results 
are obtained. These results can be obtained by exposing 
the skin of other parts of the body and leaving out the 
affected part. It is only in a very few diseases that local 
treatment of the affected part gives some benefit, and even 
in these the treatment of other areas of the skin—that is, 
general treatment—is of more value than the local. 

Apart from their power to activate cholesterol and in- 
crease the absorption of calcium and phosphorus, and 
perhaps their power to increase the resistance to infection, 
none of the known therapeutic properties of ultra-violet 
rays are peculiar to them and not possessed by some other 
agents. Many of the maladies for which the rays are 
recommended by various workers can be treated just as 
well, or better, by other physical or electrical or thermal 
agents. I say this with no intention of disparaging ultra- 
violet ray therapy. Indeed, this form of treatment is 
capable of yielding results such as a feeling of well-being, 
increased mental vigour, heightened resistance to infection, 
and other good effects in which the modus operandi of the 
rays is difficult to ascertain. Even for the production of 
results which can be obtained by other methods the rays 
are convenient and frequently efficient. But if we treat 
by ultra-violet rays all, the cases that do not respond to 
drugs or expectant treatment we shall not obtain a good 
balance sheet of success and failure. 

With regard to apparatus, there is no lamp which 
emits heat, light, and ultra-violet rays of every wave- 
length. Different lamps give different selections of all 
three. So far no essential difference has been established 
between the results obtained by the use of one type of lamp 


as compared with another. The plain carbon are lamp 
emits much heat and light, but the proportion of ultra- 
violet rays is small. Consequently the exposure of the 
patient is lengthy. By coring the carbon with certain 
metal salts the exposure can be reduced, but white fumes 
are given off, and these make the air cloudy and the 
objects in the room are gradually covered with a thin film 
of white powder. Lamps with tungsten electrodes are 
open to the same objection; their output is poor in heat 
rays but rich in ultra-violet rays. The lamp which I 
recommend is the mercury vapour lamp. Its output is rich 
in ultra-violet rays but poor in heat rays. It gives off no 
fumes. It is a clean, cold lamp. It works automatically, 
needing very little attention. Patients feel no warmth 
when under it, and they may complain of chilliness during 
treatment, especially in the winter months, unless the room 
is adequately warmed. A lamp of full size should be 
chosen. Small lamps are not of much use. Treatment of 
relatively small areas of the skin can be given by their 
means, but too much time is occupied when general treat- 
ment is required. For local treatment of less accessible 
regions such as the nose, throat, etc., a special lamp, the 
water-cooled mercury vapour lamp, and quartz rod appli- 
cators, are used. It is also necessary when long exposures 
are to be given to cutaneous lesions and exsanguination of 
the skin is required. This type of a will only be needed 
by those who practise ultra-violet ray therapy as specialists. 

I shall now describe what I think is the simplest and 
one of the most effective ways of administering ultra- 
violet ray treatment to the patient. It must first of all 
be realized that general treatment—that is, the exposure of 
the entire skin or large areas of it—is necessary in almost 
all the diseases which can be benefited by the rays. General 
treatment is required if the disease is general, even if its 
manifestations are local. .It is necessary even if the 
disease is local. Only in a very few loca] diseases is local 
treatment advisable. 

The patient, divested of clothing, except the genitalia, 
should lie horizontally on a couch on his back, his eyes 
protected by goggles. The lamp should hang three feet 
above the middle of the body, but a little to one side, so 
that if the lamp should break the hot mercury will not fall 
on the skin. At his first visit give a two minutes’ exposure 
to the anterior surface. Then turn him on his back and 
give the same length of treatment at the same distance. 
Repeat the treatment every other day, increasing the 
exposure by half a minute at each successive visit until he 
receives ten minutes to the front and ten minutes to the 
back. This will complete a course of treatment. This 
method will, in the great majority of patients, cause little 
or no erythema, scarcely any desquamation, and no pig- 
mentation. If erythema is caused it is faint and transient, 
lasting for a few hours only, and disappearing before the 
next treatment. Should it be noticed when the patient 
comes for his next treatment, he should receive no further 
application until it has disappeared; his next dose should 
be no larger than the preceeding one. Should it be found 
necessary to give a longer course, time can be saved by 
bringing the lamp nearer the patient—say two feet. If 
this is done the exposure should last, not ten, but five 
minutes, 

Children should receive an exposure of one minute at 
their first visit, and it should be increased by half a 
minute at each successive visit, In the case of infants the 
initial exposure should be half a minute and subsequent 
exposures should be increased at the rate of a quarter of 
a minute for each successive treatment. These figures are 
only intended to provide a rough guide. If, on any occa- 
sion, the patient interrupts his course, the practitioner, 
when resuming the application, must take note of the 
length of the intermission and reduce the length of the 
next exposure in accordance, If the interval has been as 
long as two weeks or more he should resume with the 
initial dose. 

Local treatment can be practised to a limited extent with 
the mercury vapour lamp. The action of the rays can be 
restricted to the affected area of skin by shielding the skin 
in the vicinity by black paper. When giving local treat- 
ment it is usually necessary to increase the dosage so as 
to procure evident erythema. The skins of different 
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patients vary greatly in their sensitivity to the rays, and 
the dose which would cause slight erythema in one might 
procure intense redness and subsequent blistering in 
another. 
of test exposures on small areas of skin. Four small 
windows, each being one inch square, should be cut fairly 
close together in a sheet of black paper. The paper should 
then be wrapped around the forearm and the four areas 
of uncovered skin exposed to the rays, the lamp being at 
a distance of two feet. These areas should receive one, 
two, three, and four minutes’ exposure respectively. The 
same hour next day the areas should be examined. The 
length of exposure to the area in which there is distinct 
redness should be the length of treatment to the affected 
region. 

The diseases which may be treated by ultra-violet rays 
I shall classify in three groups. The first includes those 
in which the treatment will always effect a cure. The 
second contains those in which the treatment will generally 
effect a cure, either alone, or in conjunction with other 
forms of treatment. The third includes a large number 
of diseases or cases, mostly common and obstinate, for 
which the treatment is now being tried. In these diseases 
the insufficiency of experience renders it difficult to say 
whether the rays are of real use. To these groups I shall 
add a fourth, which will include those in which the treat- 
ment is likely to produce harmful results. 

Group 1.—The disease which must be given pride of place 
in ultra-violet ray therapy is rickets. For this the treat- 
ment may justly be regarded as a specific. I do not know 
any other disease for which it is a specific, although tetany 
and laryngismus stridulus—when occurring in rickety 
children—are said to respond equally well. 

Group 2.—In this group I would place first the cases of 
infants who are unable to assimilate their food, and who con- 
sequently waste. If no organic disease is present the major 
number begin to thrive and put on weight. The treatment 
must be applied very cautiously and minute doses given. 
Children who have been the subjects of the fevers which 
commonly occur during their early years, but are left in 
a weak debilitated state, respond well to the treatment. 
Their health improves and they gain in weight. ‘Nasal and 
bronchial catarrh lessens or disappears, and aural discharge 
loses its offensive character and may disappear. If the last- 
mentioned trouble is present, that most valuable form of 
treatment, zinc ionization, must not be forgotten. Adults 
who are left in a debilitated state after influenza or similar 
types of fever improve greatly after ultra-violet irradia- 
tion. In surgical tuberculosis the rays can play a valuable 
part in bringing the disease to an end; but additional 
treatment is generally required, such as surgery, applica- 
tion of splints, etc.; and residence at the sea or in the 
eountry are necessary for most cases. For this reason the 


treatment of surgical tuberculosis by ultra-violet rays in 


large towns is frequently unsuccessful. In dermatology the 
disease which is most often treated by the rays is lupus 
vulgaris. General treatment is more effective than local, 
though they. can be combined with advantage. Local 
treatment requires the water-cooled lamp. The electro- 
thermic methods are very useful in local’ treatment, but 
general treatment should not be omitted. Other infective 
diseases of the skin, such as impetigo contagiosa and acne 
vulgaris, respond well. Patients who are liable to boils and 
carbuncles may be treated by the rays with advantage. 
Their low resistance to infection by staphylococci can 
thereby be increased. In seborrhoea I have had some good 
results in obstinate cases. In true eczema success is not 
often obtained. The so-called “‘ weeping eczema” (which 
is really seborrhoea) improves under the treatment, and 
the ‘‘ trade eczemas ”’ (which are really forms of dermatitis 
caused by chemical irritants) can be cured if the causes are 
removed. Non-specific indolent ulcers should receive a 
trial of the treatment, both local and general, and success 
will often be obtained. Erythema pernio is said always 
to respond to the rays, but I prefer diathermy. In true 
psoriasis I have had no success with ultra-violet rays. 
Some cases of pruritus ani and vulvae can be freed from 
the itching. These cases require local treatment, and 
when it is given every particle of mucus and exudation 
and previously applied unguents must be removed. Some 


The best way to avoid this is to make a series | 


writers have described good results in the treatment of 
erysipelas by the rays. I have had no personal experience. 
In alopecia areata the hair grows again after a course of 
local treatment by the rays. A long course may be required. 

Group 3.—This includes a large number of chronic 
maladies and obstinate cases which resist drug treatment. 
The ‘‘ rheumatic material,’’ such as chronic fibrositis and 
arthritis, with which the various departments of physio- 
therapy are so plentifully supplied, has been treated by 
the rays, but I have had infinitely better results—at any 
rate in women—by pelvic diathermy. Treatment of chronic 
fibrositis and arthritis by the rays will generally be followed 
by disappointment. The ultra-violet rays have been tried 
in infection of the uterus and its adnexa and the pelvic 
supporting tissues, erosion, and some forms of dysmenor- 
rhoea, but here again pelvic diathermy gives far better 
results. In obstinate cases of sciatica and brachial neuritis 
I have had little success with the rays after other forms 
of physiotherapy had failed, although it is possible that 
the cases which had been cured by the latter would have 
responded to the rays. Hyperpiesis, chronic bronchitis, 


- bronchial asthma, hay fever, Raynaud’s disease, acro- 


cyanosis, and other diseases are being treated by ultra- 
violet rays, and success has been claimed by different 
writers, but sufficient experience has not been gained to 
enable a definite statement to be made regarding the 
therapeutic value of the rays in these diseases. 

Group 4.—This includes the diseases and patients for 
which the rays should be administered with extra caution 
or not at all. Patients with general pyrexia should not 
receive ultra-violet ray treatment. In acute local infection 
the rays should not be applied locally, nor should general 
treatment be given if the body temperature is raised. If 
pus is present the treatment should not be given until it 
has been evacuated. If it is suspected, the treatment 
should be postponed. In pulmonary tuberculosis the treat- 
ment should not be given, except by an expert; quiescent 
phthisis has been rendered active. It is inadvisable to 
apply the rays to patients who are suffering from failing 
hearts or who are the subjects of Bright’s disease. It is 
generally inadvisable to give the treatment to very old 
people. During menstruation ultra-violet ray treatment 
should be omitted. 

In concluding a short lecture on a very large subject 
I would insist on treatment by ultra-violet light being 
under the direction of medical men. Unqualified people, 
even if they are trained, can only administer the rays, but 
the doctor can employ them to treat disease, 
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ConcENiTAL malformations of the oesophagus are by no 
means extremely uncommon, and. usually manifest their 
presence within a few days of birth; almost all prove 
rapidly fatal. Life may, however, be saved in some of the 
rarer cases by prompt intervention, and I propose to give 
détails of a case of complete oesophageal obstruction, 
operation, and recovery, followed by pyloric stenosis, a 
second operation, and recovery. Before doing so I will 
outline the development and the congenital malformations 
of the oesophagus. 
DEVELOPMENT. 

From the primitive foregut the pharynx, oesophagus, and 
stomach are developed. In the third week the oesophagus 
is a mere sphincter, or constriction, between the pharynx 
and the stomach.! When the neck is differentiated during 
the second month the oesophagus undergoes a rapid elonga- 
tion; the chief factor in producing this elongation is the 
development of the lungs and pleural cavities, whereby the 
stomach is pushed backwards into the body cavity. Up 
to the third week the trachea and oesophagus form a single 
structure; the lung-buds have not yet appeared. There is, 
however, a histological differentiation of the two parts, 
which will be described later. : 
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Separation of the oesophagus from the trachea takes 
place during, the third and fourth weeks by the growth 
of two lateral septa, which eventually meet and fuse in the 
mid-line to form a partition from which is differentiated the 
posterior (membranous) wall of the trachea and the anterior 
wall of the oesophagus (Fig. 1). The last portion to fuse 
is the caudal extremity of the partition—that is, at the 
level of the bifurcation of the trachea. In the fourth 
week the lung-buds arise from the distal extremity of the 
respiratory tube, and by their rapid increase in size cause 
the elongation of the oesophagus referred to above. 


Differentiation of the Histological Structure. 

In a 4 mm, embryo the oesophagus is an epithelial tube, 
flattened from side to side, with a ventrodorsal lumen. It 
is lined with two layers of cells, the nuclei nearest the 
lumen showing mitotic figures. The upper portion of the 
sxesophagus shows a slightly different structure; here the 
dorsal portion of the tube is lined with a single row of 
cells, while the ventral portion shows three or four layers; 
this thickened portion is destined to form the respiratory 
tract. The tube is surrounded by a mass of undifferentiated 
mesencliyme. 

_After the trachea and oesophagus have been separated 
by the fusion of the septa the cesophageal lumen becomes 
greatly narrowed by a proliferation of the epithelial lining; 
wme authorities consider that it becomes entirely obliter- 
ated;? others maintain that the original lumen is never 
entirely lost.* 4 The former view is probably correct. In 
20 mm. embryos vacuoles appear in the epithelium. There 
are two theories as 
tv their origin: (1) 
that they are due 
to accumulation of 
intracellular fluid; 
(2) that they are 


happens that a fold of mucous membrane covers this 
opening. (b) If the plane of development of the oesophage- 
tracheal septum is faulty, the latter becomes attached to 
the posterior wall of the foregut and so leads to oblitera- 
tion of the upper part of the cesophagus, together with a 
fistulous communication of the Jower part of the oesophagus 
with the trachea,® This is the commonest congenital 
anomaly of the. oesophagus (Mig. 3). 

4. Partial Obliteration of the Oesophagus.—(a) Simple 
blind ending of the upper part of the cesophagus may 
occur, possibly as a result of a deviation in the lines of 
development of the two lateral septa. In these cireum- 
stances the proximal end of the lower part of the oéso- 
phagus is blind also. Another explanation is that the rapid 
growth of the lung-buds has ruptured the continuity of 
the slender tube which is the primitive oesophagus,’ - It 
sometimes happens that the upper and lower blind ends 
are united by a strip of muscle tissue (Fig. 4). Phis would 
appear to be due either to a rupture of the inner layer 
of cells or to a failure of the epithelium in a portion ef 
the oesophagus to undergo vacuolization, and therefore 
the lumen, which, according to some observers, has been 
entirely obliterated at one stage of development, . never 
again becomes patent. The outer layer of cells, however, 
persists, and forms a thin strand of muscle. () Oblitera- 
tion of the oesophagus may occur only from the level of 
the tracheal bifurcation downwards, the oesophagus above 
this level being normal (Fig. 5). 

These varieties of malformatior of the oesophagus are 
of interest because of their frequency and hecause of 
the embryological 
factors concerned 
in their prodac- 
tion. Clinically, 
however, they are 
of small importance 


due to an active because no treat- 
moving apart of ment is of any 
the cells through avail. These 
a transference of anomalies are often 
mitotic activity associated with 


from the inner to 
the outer laver of 
cells, The latter is 
regarde:} being 1 2 
the most probable 
explanation of their 
formetion. The result is an enlargement of the lun 
to coalescence of neighbouring vacuoles. 
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ConGenttaL MALFORMATIONS, 
There are seven types of congenital malformation : 
. Total absence of the oesophagus. 
. Doubling of the oesophagus. 
. Oesophago-tracheal fistulae. 
. Partial obliteration of the oesophagus. 
. Diverticulum formation. 
Simple congenital strictures. 
. Membranous or valve-like strictures. 


1. Total Absence of the Oesophagus.—This eccurs only 
in acardiac monsters, in whom the head also is usually 
missing, and this type is of no importance. 

2. Double Ocsophagus.—Blasius (1674)° records case 
of » newborn infant in which the middle two-fourths 
of the oesophagus was double; this, however, did not 
cause any obstruction. I can find no record of any 
similar case. 

3. Oesophago-tracheal Fistulae.—As was stated in the 
section dealing with the development of the oesophagus, 
the two lateral septa of the cephalic extremity of the 
foregut, which meet and fuse in order to differentiate the 
upper half of the oesophagus from the trachea, have their 
point of ultimate fusion at the lower end of the trachea. 
In this situation they may fail te meet, and hence an 
vesophago-tracheal fistula results. (a) If the oesophago- 
tracheal septa develop in their normal plane, apart from 
the fistula, both organs are normal (fig. 2). It rarely 


Fics. 1 To 9.—Diagrams snowing congenital anomaties of oesophagus. 
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other congenital 

malformations—for 

example, Meckel’s 

diverticulum, im- 

perforate anus, and 
duodenal atresia. 

In Types 3 and 4 above severe interference with swallow- 
ing is occasioned; gurgling sounds are heard when fluid 
enters the trachea as soon as the infant swallows, fellowed 
by violent attacks of coughing and vomiting. If feeding 
is persisted in the child may be asphyxiated or pulmonary 
complications may supervene. Death oecurs either from 
these or from inanition. 


6 7 ‘8 9 


Curable Types. 
I shall now describe the varieties of congenital anomalies 


' of the oesophagus which, although very rare, yet are of 


great clinical importance because their early recognition 
and prompt treatment may make all the difference between 
the life and death of the patient. 

5. Congenital diverticulum at the pharyngo-oesophageal 
junction is extremely rare, eccurs in the same positien as 
the acquired Zenker’s pulsion diverticulum, and eventually 
produces similar symptoms. It is possibly atavistic in 
origin, being present normally in the hog and some othe: 
animals.* *'° It differs from a true Zenker’s diverticulum 
by having a complete muscular covering, but its treatment 
is the same as that of the acquired form. 

6. Simple Congenital Strictuses.—In these cases there is 
a definite narrowing of the whole circumference of the 
oesophageal wall at one or more places. This type is very 
uncommon. The narrowed portion may be either circular 
and confined to only a small area (Fig. 6) .or may extend 
through more or less of the length of the oesophagus 
(Fig. 7). Ravely is the upper end of the gullet the 
affected region;'!'*'° more commonly it is the lower 
segment.''~'* The symptomatology is similar to that of 
the succeeding variety. 
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7. Membranous or Valve-like Strictures—Membranous or 
valve-like strictures are, according to Kraus,'® very rare. 
The membrane may form a ring-like fold (Fig. 8) or a 
complete diaphragm (Fig. 9), and is generally situated a 
very short distance above the cardia. The condition has 
been known to be associated with an oesophago-tracheal 
fistula, but may be the only abnormality. 

Tho etiological factors concerned in the formation of 
simple congenital strictures and of membranous strictures, 
whether complete or incomplete, would appear to be one 
or more of the following errors of development. 

1. The ‘‘ mere sphincter ’’? between the pharynx and the 
oesophagus in a 4 mm. embryo referred to above does not 
elongate equally, but leaves a stenosis of one portion of 
the canal. . 

2. The obliterated tube fails to canalize at one place. 

3. Although canalization occurs, yet the inner layer of 
cells fails to transfer its mitotic activity to the outer layer, 
and therefore a local area of oesophageal wall remains 
without coalescence of the local vacuoles, and_ stenosis 
results. 


Symptoms aND DraGnosts. 

In both simple congenital and annular membranous 
strictures cases have been recorded in which symptoms 
were not produced until, after weaning, the child was 
found to be unable to take solid food, which was almost 
immediately regurgitated. By feeding solely upon fluids, 
chiefly milk, life has been maintained, and patients hdve 
lived for many years before the true nature of the lesion 
has been discovered. These patients are very under- 
developed and thin, and males are said to show only 
slight masculine characteristics, 

On the other hand, depending upon the degree of atresia, 
symptoms of oesophageal obstruction, notably dysphagia 
and the regurgitation of fluids, may make their appearance 
as soon as fluid is given to the newborn infant. 

If the membranous stricture is not annular but in the 
form of a complete diaphragm, symptoms of complete 
oesophageal obstruction are always present from birth. The 
precise diagnosis of the actual type of oesophageal mal- 
formation which is present can only be arrived at by means 
of a careful z-ray examination and oesophagoscopy, and 
should not be left until the ‘post-mortem examination is 
reached. 


ComPLicaTIons. 

If left untreated all cases of complete occlusion die of 
inanition; also the more severe stenoses. With an inade- 
quate lumen the stagnated food may produce a marked 
oesophagitis in the portion of the oesophagus which is 
dilated above the stricture. The ulcerative process may 
actually cause perforation. In rare instances a pressure 
diverticulum is formed above the stenosis, as in one of my 
cases. Probably apart from this secondary dilatation of 
the oesophagus a true congenital dilatation does not occur. 


TREATMENT. 
(a) For Simple Congenital and Annular Membranous 
Strictures. 

Simple strictures are best treated by slow gradual dilata- 
tion by means of bougies. This produces a more permanent 
result, and much less damage, than when dilatation’ is 
performed rapidly. Rapid dilatation causes ulceration at 
the site of the lesion, and is followed by fibrosis, contrac- 
tion, and a tighter stricture than was present before treat- 
ment commenced. In addition, too rapid dilatation may 
cause perforation or rupture of the oesophagus. 

Treatment, therefore, consists in the passage of care- 
fully. graduated bougies. At the first sitting a bougie 
which only comfortably fits-the stricture is passed under 
direct vision through the oesophagoscope. At subsequent 
sittings, which should take place once or twice a week, 
bougies may be passed blindly provided there is not a great 
deal of dilatation of the oesophagus or diverticulum forma- 
tion above the stricture. Commence with a bougie of the 
same size as the one passed through the oesophagescope 
and when this has remained in situ for a few minutes 
replace it by a bougie of one size larger; and at each sub- 
sequent sitting pass, if possible, one bougie a size larger 


than the largest previously used. In no circumstances 
should any force be used. . 

Annular membranous strictures may respond to similar 
treatment, but, as with this type of stricture considerable 
dilatation of the oesophagus is usually’ present, and the 
lumen. is always eccentric, the bougies must invariably be 
passed under direct oesophagoscopic vision. This type of 
stricture lends itself to internal oesophagotomy, whereas 
with simplg strictures involving a considerable length of 
the oesophageal canal this procedure is fraught with much 
danger. A ring-like stricture may also be treated success- 
fully by electrolysis. 

In an emaciated, dehydrated patient, or if in spite of 
great care and patience improvement does not occur, a 
gastrostomy is necessary. This allows rest to the oeso- 
phagus, permits feeding of the patient, and a retrograde 
oesophagoscopy may be performed. By this means, or by 
peroral endoscopy, a filiform bougie to which is attached 
a silk thread is passed through the stenosis. The thread 
is drawn upwards or downwards, as the case may be, until 
one end projects out of the mouth and the other through 
the gastrostomy opening. Each end of the thread is 
attached to the two ends of a fine piece of rubber tubing, 
and therefore a continuous or endless chain is present, 
By means of the thread the tubing is pulled hard enough 
to render the diameter of the rubber small enough to pass 
the stenosis. When tension on it is relaxed its length is 
diminished and its diameter increased, and it then exerts 
continuous pressure on the stricture and causes further 
dilatation. The rubber is left in position for an hour or 


Fics. 10 AND 11.—Congenital stricture of oesophagus treated by 
rubber tube. 


two every day, and then by pulling upon the thread the 
rubber is displaced from the oesophagus and its place taken 
by the thread. Every few days the tubing must be replaced 
by one of larger calibre until sufficient dilatation is 
obtained (Figs. 10 and 11). 

(b) A complete membranous diaphragm in a newborn 
infant may be perforated by means of the oesophagoscope 
or a bougie., In this way I have recently treated with 
success an infant less than two days old suffering from 
this condition. 


Case or CompLeTE MEMBRANOUS DIAPHRAGM. 

The patient was a female child, who was born on the evening 
of January 18th, 1 The mother was a primipara, and the 
labour, which was not abnormal in any way, lasted twenty-one 
hours. The child weighed 7} lb., and appeared to be perfectly 
healthy. 

Throaghout the whole of the following day attempts were made 
to feed the child at regular intervals. At no time would she 
suckle the breast, and when given teaspoonfuls of milk and water 
the infant appeared to have great difficulty in swallowing, 
regurgitated the fluid as. soon as it had been taken. On one 
occasion only was there a small quantity of blood, but on each 
occasion she coughed and choked a great deal and became very 
cyanosed- 

I saw the child with Dr. Henry Robinson about noon on 
January 20th, when she was just forty-two hours old. Outward 
she appeared quite normal; but on feeding with a teaspoonf 
of water she coughed, became cyanosed, retched, and retained 
none of it. The child obviously had a congenital abnormality 
of the oesophagus, and this was most likely to be in the nature 
of an qsenphagptsechea! fistula. The infant was twenty-five ¢ 
from London, and z-ray examination was not immediately avail 
able; but, having an oesophagoscopic outfit, I decided to perform 
oesophagoscopy forthwith. This was done without, of course, any. 
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anaesihetic, using a 4 mm. tube (Jackson’s pattern), which passed 
quite freely down to and beyond the level of the bifurcation of 
the trachea. About 1 in. below this level, however, the lumen 
became obstructed by a glistening membrane with a ‘‘ mother-of- 
pearl appearance, was at first thought to be inspissated 
mucus. Careful swabbing, however, showed it. to be a _ solid 
structure, and no opening could be found in it (Fig. 12). 

By pressing firmly with the endoscope the membrane was rup- 
tured and normal oesophageal mucosa was scen below it. Gastrie 
mucosa was easily recognized after the tube had been pushed 
about 1 in. further. On withdrawing the oesophagoscope a few 
drops of blood obscured the view of the wall of the gullet at 
the level where the membranous diaphragm had: previously been 
seen. No other abnor- 
mality was detected in 
the pharynx, larynx, or 
oesophagus. 

One ounce of exhausted 
breast milk was now given 
to the infant, who 
swallowed it normally and 
retained it. This appeared 
very satisfactory, and we 
thought it worth while to 
investigate the case still 
further by means. of 
gx rays. With Dr. Robert 
Knox we examined the 
infant the same afternoon 
with the fluorescent screen 
while she swallowed an 
emulsion of bismuth, and 
a definite narrowing of the 
lumen of the oesophagus, 
together with slight 
delay in the passage of 
the bismuth, was noted 
about an inch above the stomach. No other abnormality of the 
upper alimentary tract could be detected, and we were able to give 
a fairly good prognosis. This was borne out by the fact that the 
child, although she persisted in refusing the breast, swallowed and 
retained fluid normally, and scarcely vomited again. Temperature, 
pulse, and respiration were normal throughout. 

The baby, which had lost about 3 Ib. in weight, made steady 
rogress until four weeks later, when she weighed 8 lb. She then 

gan to vomit forcibly through both the nostrils and the mouth. 
A gastric tumour was visible and a pyloric tumour palpable on the 
second day of these symptoms, and hypertrophic pyloric stenosis 
was diagnosed. Laparotomy, on February 18th, confirmed this, and 
no other abnormality of the stomach or duodenum was found. 
Rammsiedt’s operation under gas and oxygen anaesthesia was 
followed by an uninterrupted recovery. For some considerable 
time after this the child was difficult to feed, but has now settled 
down and is doing well; at 5 months old she weighed 114 Ib. 


Fic. 12.—Membrane as seen by 
oesophagoscope. 


The points which I wish to emphasize with reference to 
this case are: 
1. So far as I know, this case is unique; I can find no 


record in the literature of any previous’ case which ‘has 
survived. 


2. Congenital oesophageal malformations are not so rare 


as might be supposed. 
3. The symptoms of all varieties are almost identical. 


4. Some cases which are curable are probably diagnosed 
as being incurable. 


5. A careful examination by means of prompt oesophago- 
scopy, with or without x-ray examination, should lead to 
‘cure of a number of cases for which at present no treat- 
ment is undertaken. 
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PRIMARY SPASMODIC DYSMENORRHOEA AND 
ITS TREATMENT. 


BY 


Cc. W. A. EMERY, M.B., B.Cu., 


Wesicliff-on-Sea. 


Pain at the commencement of the menstrual period is 
very common, and is met with in varying degrees of 
intensity. It may be only a transitory sensation, or it 
may be severe enough to force the patient to bed. The 
more severe types present a trying problem, not only by 


reason of the distress, but also because of the interference . 


with the patient’s livelihood as a result of her inability 
to follow her normal occupation, which may be more 
important from her point of view. Patients are nearly 
always nullipara, though there are exceptions. 

In typical cases the pain may come on a few hours 
before, and end with the menstrual flow, or it_may con- 
tinue for forty-eight hours of that period. Nearly always 
cessation of pain coincides with a freer flow. There are, 
of course, cases in which pain lasts longer, even’ throughout 
the period, but in suggesting a treatment it is better to 
consider only the typical cases which constitute “the 
majority. The atypical yield to treatment devised on the 
same lines. 

The patients, as a rule, are anaemic and listless, but the 
rapid improvement which follows removal of pain suggests 
that these are; in a large part, secondary symptoms. The 
increased menstrual flow which follows the usually sudden 
cessation of pain indicates that an obstruction has been 
overcome. That obstruction occurs at the junction of the 
body of the uterus with the cervix. When menstruation 
commences, in the normal subject, the potential uterine 
cavity becomes a real one through separation of its walls 
by accumulating menstrual fluid. Real resistance is met 
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with, however, at the junction of the body with the neck, 
and this is overcome by a “lifting”? of the body as a 
result of increasing intrauterine tension, so that a con- 
tinuing line through the cavity of the body and that of the 
cervix tends to become one straight line. When this 
happens the loss becomes free and, tension in the body 
having dropped, there is no pain. Should the uterine body 
find difficulty in. performing this movement intrauterine 
tension steadily increases above the normal, and a stage is 
reached when- spasmodic muscular contractions are set up 
ia the uterine wall with resulting pain, the condition now 
constituting spasmodic dysmenorrhoea. 

That a body such as the uterus does tend to assume but 
one position on distension can be shown experimentally. 
If the stem of a small rubber balloon is placed between 
two fingers, at the junction of the bulbous part with the 
stem, the body lying deflated on the back of the hand, it 
will be found on inflation that a line drawn through the 
centre of the bulbous portion to its junction with the stem 
tends to form, and in this case actually does form, a 
straight line continuous with one drawn through the centre 
of the stem, in its length. If, before inflating, a small area 
of the bulbous portion, near its junction with the stem, is 
painted with rubber solution and allowed to dry—this area 
representing the portion of the uterus on the side on which 
it is flexed—the lines drawn as before will not form a 
continuous straight line when the balloon is inflated. If 
these lines followed the course of potential channels a fluid 
would be obstructed at their junction to a degree dependent 
upon the angle. 

Again, the operation of dilatation for menstrual pain 
by the very type of instrument used merely ‘ straightens ” 
the uterus, and for success depends upon that position 
being maintained. Following pregnancy a cure often 
results, because here again the same thing occurs, though 
the hyperplasia in the uterine wall tends to overcome any 
lack of elasticity present. 

It is clear, accordingly, that inability of the body to 
assume easily this new and normal position at the com- 
mencement of menstruation must result in increased 


intrauterine tension due to accumulation of menses and 


turgidity, and that as a result the musculature falls into 
painful spasm. Two factors are at work in preventing 


a desired state of affairs, and they may operate separately. 


or in varying degrees of combination. These factors are: 
(1) the elasticity and flexibility of wall, in the angle formed 
between body and cervix, is below normal, and (2) too 
acute an angle is formed by the body with the cervix. 
Intrauterine tension has to overcome one or both of these 
factors, and if it does so completely relief from pain 
follows. Just before relief occurs the uterine angle has 
reached its ideal or ‘ essential to flow’’ degree, and the 
vital point in treatment is to ensure the uterus contracting 
in this position. In my opinion all efforts at causing con- 
traction should, if possible, be commenced just before this 
_tension is released, because immediately afterwards there 
is a sudden return to the ‘‘ resting’’ or intermenstrual 
state. 

I had thought that perhaps a natural rhythmic increase 
in general blood pressure governed the menstrual flow, and 
that the cases of amenorrhoea which quickly responded to 
tonics supported this theory, but continued blood pressure 
recordings yielded no evidence, so I am convinced that the 
increased intrauterine pressure is purely the result of 
local conditions. 

I have discussed the causes of spasmodic dysmenorrhoea, 
as I see them, at some length, because so much depends 


on their being thoroughly understood. Treatment is simple, 


but the results [ have obtained as the result of this reason- 
ing over a period of four years are very good; patients 
have remained free from pain for varying periods up to 
three and a half years. 

Successful treatment depends on increasing intrauterine 
congestion and distension so as to get as much “ straighten- 
ing’’ of the uterus and as great an ‘“ essential to flow ” 
angle as possible; the uterus is then made to contract in 
this position. It is necessary to establish very carefully 
the time when the pain commences, and when it ceases, 
with relation to the commencement of the menstrual flow. 


It is very advisable to warn the patient that the effects 


of the actual treatment will only be noticeable at the! 


periods succeeding the one treated. For the pain at the 
period for which the patient first consults you there are 
only the time-honoured sedatives. 

In outlining this treatment I will assume that the patient 
comes for treatment between the periods; but it is possible 
to commence at any stage. A good general tonic should 
first be given, and be continued up to the commencement 
of the period. One such as the following is very satis- 
factory: Ferri et ammon. citrate 1 drachm, liq. arsenicalis 
1 drachm, aq. chlorof. to 6 0z.; one tablespoontul to be 
taken in water thrice daily after meals. 

When pain commences, whether the menstrual flow has 
started or not, a hot hip bath is ordered, and for the pain 
aspirin, phenazone, and bromides may be prescribed, 
Morphine is unnecessary; the patient will have had attacks 
before the present one and her desire for treatment is only 
a very faint justification for its use. 

Having ascertained how long the pain lasts as a rule 
the following mixture is commenced a few hours befere the 
pain ceases; the prescription is: Liquid extract of ergot 
30m, pot. brom. 5 grains (or tr. chlorof. et morph. 3m), 
water to 1/2 oz. If the pain lasts thirty-six hours or more 
the mixture is given two-hourly for six hours previous to 
its cessation and four-hourly afterwards. If it lasts for 
about twenty-four hours commence about four hours 
previous to its cessation; if much less than twenty-four 
hours commence just before cessation, but give only at 
four-hourly intervals. 

The patient should not be permitted to keep the medicine 
by her for long, because the instability of these prepara- 
tions is notorious. The age of the patient does not affect 
this dose of ergot, though for patients under 18 it is 
unnecessary to give it more often than every four hours. 
Frequently the following period will be free from pain, 
but the patient should be advised to continue the tonic 
between periods, to come for the ergot mixture before the 
period, and to repeat the treatment if pain recurs. As 
a rule up to four treatments constitute a maximum. If 
pain recurs an exact record should be kept of its relative 
time; this will give guidance as to variation in the time 
at which you must give the medicine. The time of cessa 
tion of pain may vary under treatment in many cases; 
it must be observed, and the inferences translated into 
action. 

In one type of case a certain number of months remain 
free and then there is a relapse. Some of these can be 
corrected, if the duration of the pain is known, by an 
injection of posterior pituitary extract, about four hours 
before its cessation, the medicine being used as before. 
The treatment indicated greatly reduces the cases in which 


‘operative intervention may be necessary; there will still 
‘yemain a few, in which the mechanical solution (dilatation, 


or the more natural one, pregnancy) must be considered. 


For example, a patient may have been married for three 


or four years without conception having occurred; this 
may indicate,obstruction in the length of the canal, and 


heroic measures) may be necessary; but my advice is “ try 


medicinal treatment first.” 

With special reference to pregnancy, when faced with 
unsatisfactory results following the prevailing methods in 
the treatment of unmarried women, refrain from falling 
back on the idea that as a last resort it is right to suggest 
that this is ‘‘ Nature’s cure.’”’- It may be so, but what 
a wealth of impotence on the part of the practitioner is 
implied! Moreover, the results will sometimes be most 
unsatisfactory, and there is the risk of precipitating a union 


which may be followed by misery in other respects. 


One of my patients, a woman aged 38, had been so 
advised, but a baby, born thirteen years ago, brought 


no relief. The two periods following her first medicinal: 
treatment have been the only ones in her menstrual life 


free from pain. 
In conclusion, let me repeat that what has been described 


is the treatment of typical cases; since these preponderate 
‘among a large number of women whose livelihood is 
affected, I make no other excuse for stating an unfinished- 


_case, 
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A CARBOHYDRATE DIET FOR 
HYPERTHYROIDISM. 


BY 


HENRY MOLL, M.D., M.R.C.P., 


MEDICAL TUTOR AND REGISTRAR, UNIVERSITY OF LEEDS. 


Hivuerro not enough importance has been given to diet 
in Graves’s disease, treatment being focused mainly on the 
thyroid gland. There are, however, important reciprocal 
actions between the thyroid gland and the gastro-intestinal 
tract of which we have little knowledge yet, but which 
nevertheless demand a closer study of dietary in hyper- 
thyroidism. Thus, various manifestations of nervous 
dyspepsia are not only common symptoms of —hyper- 
thyroidism, but may also precede for a variable time the 
other cardinal signs. This was borne out by a statistical 
study of the more important symptoms in a series of 
sixty-nine cases of Graves’s disease, in which the symptoms 
were tabulated both in order of frequency and time of 
occurrence. 


TasLe 1.—Percentage Incidence of Symptoms in 


Hyperthyroidism. 
Palpitation, shortness of breath, and weakness .... 100 per cent. 
Mental ex¢itability and loss of weight . 
Swelling of the neck, exophthalmos, and tremor 70 PA 


Taste I1.—Order of Occurrence of Symptoms in 
Hyperthyroidism. 
B.—Later Symptoms : 
5. Swelling of the neck. 
6. Mental excitability. 
7. Diarrhoea. 
8. Exophthalmos and tremor. 


A.—Early Symptoms : 
1. Weakness. 
2. Indigestion. 
3. Shortness of breath. 
4. Palpitation. 


From these tables it will be seen that indigestion—and 
under this term are included nausea, vomiting, anorexia, 
gastric discomfort, and sometimes pain—iot only occurs in 
half the cases of Graves’s disease, but, when present, is 
usually a very early symptom, and accompanies other 
prodromal signs of hyperthyroidism such as loss of weight, 
weakness, shortness of breath, and palpitation. Moreover, 
in 50 cases of hyperthyroidism in which fractional gastric 
analyses were carried out it was found that gastric motility 
and secretion become profoundly modified in exophthalmic 
goitre.! 

The rate of gastric emptying is exceedingly rapid, often 
so rapid that very little is to be found in the stomach at 
the end of an hour, the average emptying rate being fifty- 
five minutes in cases of achlorhydria and ninety minutes 
in cases of hypochlorhydria, This rapid emptying of the 
stomach may be largely explained by the achylia so com- 
monly found in Graves’s disease, and which was actually 
present in 22 cases out of 50 examined. The hurrying of 
food which takes place in hyperthyroidism, together with 
the lack of secretion, must to a certain extent prevent 
digestion occurring in the stomach, and may afford an 
explanation of the frequency of digestive troubles in 
exophthalmic goitre. Some generalities may therefore be 
drawn from this with regard to dietary. 

As the intestines probably have to act vicariously and 
digest food for the stomach, it is important to arrange 
the diet so that it can easily be acted on by the intestinal 
juices. Proteins, being largely digested by the stomach, 
should be given only in easily digestible forms—for 
example, brains, scraped beef, sweetbreads, chicken, and 


fish—and their amount reduced to a minimum, as they can 


be positively harmful by stimulating physical and mental 
activities and thereby increasing the strain on the thyroid 
gland. 

The food must be broken up in fine particles and given 
as far as possible in liquid form. Six to seven small 
meals should be given at intervals of two to three hours 
rather than three full meals in the course of the day. 
The caloric value of the diet should be high, with a 
tendency towards superalimentation in order to keep pace 
with the raised metabolic rate. 


Amongst the protein sparers to be substituted in the 
diet, fats are unsuitable. Hyperthyroid patients seldom 
tolerate fats and these should be given in the more diges- 
tible forms, such as the artificial fatty foods. Carbo- 
hydrates, on the contrary, may be freely given, as they are, 
as a rule, well tolerated by patients suffering from hyper- 
thyroidism, and may be given in sufficiently large amount 
tv raise the caloric value of the diet to a high level. As a 
matter of fact 1 have found carbohydrates act so favour- 
ably in hyperthyroidism that the following dietary con- 
taining a large excess of carbohydrates was adopted in 
conjunction with other. forms of medical treatment of 
Graves’s disease. The dict is of a caloric value of 2,700 
calories, and contains roughly 80 grams of protein, 60 grams 
of fat, and 440 grams of carbohydrates. 


Dict Sheet of a Fuil Carbohydrate Dict for the Treatment 

of Graves’s Discase. 

6 a.m. (Breakfast).—Catmeal porridge 4 oz.; tea with cream; 
bread, two slices; butter 1/4 oz.; honey or jam 1/2 oz.; fruit 
4 to 6 oz. (bananas, grapes, plums,. prunes, apples, pears, cherries, 
apricots, oranges). 

8 a.m.—Proprietary food 6 oz. (Benger’s food, Mellin’s food, 
Horlick’s malted milk, bananina, Robinson's groats or patent 
barley, ete.); bread, two slices. 

10 a.m.—Milk 8 oz. with Mead’s dextrimaltose. 

12 a.m. (Lunch).—Meat 2 oz. (scraped beef, brains, sweetbrends, 
chicken, pigeon, rabbit); or fish 2$ oz. (cod, haddock, whiting, 
hake, plaice, sole). Vegetables—Group 1, 4 to 6 oz. (potatocs, 
artichokes, parsnips, peas, carrots, onions, beetroots, turnips); 
Group 2, 3 oz. (broccoli, brussels sprouts, cabbage, cauliflower, 
leeks, spinach, tomatoes, celery, lettuce). Bread, two slices; milk 
6 oz.; milk pudding 4 oz. (rice, arrowroot, cornflour, sago, 
tapioca). 

3.30 p.m, (Tca).—Same as breakfast, but without porridge. 

6 p.m. (Supper).—Preprietary food 6 oz.; bread, two slices; one 
egg. 
16 p.m.—Milk 8 oz. with malt extract or milk sugar. 
Ertras.—Cream up to half a om or fatty artificial foods (cod- 
jiver oil, cremalto, etc.), 1 oz. thrice daily. 


Fats in the form of cod-liver oil and cream are added 
later as extras, thus raising the caloric value of the diet 
to over 3,000 calories, while a liberal amount of dilute 
hydrochloric acid should be given in the ferm of a long 
drink to be sipped during mealtime to counteract the 
achylia so often present in exophthalmic goitre. Patients 
take the diet particularly well, and, barring cases in which 
it May cause or aggravate a flatulent dyspepsia, can usually 
he kept on it for quite a considerable time without tiring 
of it. Often the appetite improves remarkably. 

In watching the progress of the case, the extreme varia- 
bility of the appetite so often present in Graves’s disease 
has to be taken into account, as periods of anorexia alter- 
nate with periods of hunger, vacillating with the emotional 
instability. The improvement is shown by the lessening 
of the nervous symptoms, by the fall of the pulse rate and 
of the pulse pressure, and by the rapid increase of weight. 
Some patients gain as much as 10 |b. in a fortnight. The 
patients should be kept on the diet for several months 
and afterwards revert to a normal diet by degrees, first: by 
the addition of fats and then of proteins. 

It may he objected that it is unsafe to give a full 
carbohydrate diet in .a disease where there is often a 
lowered sugar tolerance. This is often revealed by the 
response which is observed in exophthalmic goitre to a 
sugar tolerance test, although there may be only a latent 
defect of sugar storage without glycosuria. Thus, in three 
cases of hyperthyroidism, taken at random, but sugar-free 
on a basal diet, one gave a normal response to a glucose 
tolerance test (50 grams), another showed a lag type 
curve, and the third had a high threshold and a high 
rising curve typical of diabetes mellitus. Apart from these 
cases, in which the disturbance of carbohydrate metabolism 
is only detected by a sugar tolerance test, there are other 
cases of hyperthyroidism with glycosuria of varying 
degrees, from severe forms with marked denutrition and 
ketosis to milder ones of intermittent glycosuria. In the 
light of these findings a full carbohydrate diet would at 
first appear to be inadvisable in Graves’s disease. How- 
ever, glycosuria very rarely occurs after a carbohydrate 
excess diet, and when it does the glycosuria very often soon 
disappears after pushing the diet still further. 

While certain cases of hyperthyroidism with glycosuria 
have to be treated on true diabetic lines, others can be 
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JAUNDICE DUE TO EXTRAVASATIONS OF BLOOD. 


given starchy food with impunity, and it is remarkable 
how glycosuria rapidly disappears on full carbohydrate 
diet, as is shown by the following case. 

A woman, aged 22, had had an enlarged thyroid gland since 
the age of 15, but without symptoms of hyperthyroidism. Six 
months ago the thyroid gland increased in size, and for the 
first time signs of hyperthyroidism made their appearance— 
namely, breathlessness, sweating, exophthalmos, an tremor. 
Examination revealed a large adenomatous thyroid gland, ocular 
signs, exophthalmos, tremor, and a high pulse pressure. At 
this time there was no # cosuria, The patient while in hospital 
developed diphtheria and had to be removed to a fever hospital. 
On her return a month later the general symptoms of hyper- 
thyroidism seemed somewhat intensified and glycosuria had 
appeared. Thereupon a glucose tolerance test (50 grams) was 
made and showed a lowered tolerance for sugar, the values being 
as follows: resting blood sugar normal, half an hour after 
glucose administration 0.18 per cent.; one hour later 0.20 per 
cent.; 14 hours later 0.22 per cent.; two hours later 0.135 per 
cent. A trace of sugar (0.5 per cent. approximately) appeared 
after the second hour. 

The patient was put on a full carbohydrate diet and the 
glycosuria disappeared thereafter. 


This case is of particular interest because it illustrates 
two facts not infrequently found in Graves’s diseaso— 
namely, that glycosuria made its first appearance with the 
intensification of hyperthyroid symptoms, following an 
acute throat infection; and, in the second place, that it 
disappeared on giving carbohydrates freely. 

It is difficult to give a satisfactory explanation of the 
paradoxical response of thyroid glycosuria to a carbo- 
hydrate diet. That the mechanism of thyroid glycosuria is 
more complex than we imagine is revealed by the very 
contradictory evidence of the effects of feeding animals 
with thyroid extract. I have failed to produce glycosuria 
in four dogs after administering thyroid extract (Burroughs 
and Wellcome) equivalent to one gram of fresh gland per 
kilo of body weight daily for over a month. Cramer,? 
Kuriyama,* and Burn and Marks* have also reported 
similar failures to produce glycosuria by thyroid feeding. 
Cramer, however, has observed that experimental hyper- 
thyroidism produced by thyroid feeding leads to a 
complete disappearance of glycogen from the liver, and 
Burn and Marks have made the interesting observation 
that this disappearance of glycogen only occurred at a 
later stage when thyroid feeding had been continued for 
some time. These experiments suggest that the action of 
the thyroid hormone is at first to stimulate the glycogenic 
function of the liver, and that later one may reach a 
stagé in which this function may become exhausted. If 
such be the case it is reasonable to suppose that a diet 
rich in carbohydrates may compensate a defective glyco- 
genic function of the liver, dependent on an excessive 
thyroid action, by reducing to a minimum the stimulating 
effect of proteins on the thyroid gland. ’ 

A similar explanation may be extended to the effect of 
a carbohydrate diet on hyperthyroidism generally, thus 
supporting the view that careful dieting should play an 
important part in the treatment of exophthalmic goitre, 
whether surgical or medical, and that carbohydrates should 


be freely given, as they appear to have a soothing action 


on the thyroid gland. 


Summary. 

1. Attention is drawn to the importance of careful 
dietetic treatment in hyperthyroidism, from the following 
observations: (a) in a study of 69 cases of hyperthyroidism 
it was found that dyspepsia was both a common and an 
early symptom in hyperthyroidism ; (b) in fractional gastric 
analyses made on 50 cases of Graves’s disease rapid empty- 
ing of the stomach and achylia or hypochlorhydria were 
an almost constant feature. 

2. A diet rich in carbohydrates is advocated in the 
treatment of exophthalmic goitre. 

3. Mention is made of the paradoxical response of 
thyroid glycosuria to carbohydrates. 


I have to thank Professor Telling for affording me faciliti 
carrying out these observations on pationts his cane. 
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JAUNDICE CAUSED BY LARGE EXTRAVASATIONS 
OF BLOOD. 


BY 


C. E. NEWMAN, M.D.Cantan., M.R.C.P.Lonp., 


MEDICAL REGISTRAR, KING'S COLLEGE HOSPITAL. 


In spite of the general trend of recent work on the pathology 
of jaundice there ave still many who feel that a definite 
clinical jaundice is impossible without the intervention of 
the liver. The study of fluids aspirated from haematomata 
has for some time suggested its possibility, and the two 
cases I propose to describe seem to put the matter almost 
beyoml question, 
Haematoma Fluids. 

When blood is extravasated into the tissues it is cons 
verted into a thick brown mucoid fluid, whose pigments 
consist of unchanged blood pigments ‘and haematoidin, a 
substance which has the same composition as bilirubin, and 


which reacts to van den Bergh’s test in the same manner ~ 


as ‘delayed reaction”? bilirubin. The direct van den 
Bergh test is often difficult, because the mucoid fluid 
may be impossible to separate by spinning, but the quan- 
titative estimation is simple, as the alcohol used to pre- 
cipitate the serum protein carries down the haemoglobin 
at the same time, leaving a clear extract containing the 
bilirubin. The following table gives the results of the 
van den Bergh test on several haematoma fluids. 


| 
Time since : 
Source of Direct | Quant. 
No Extra- ep Notes. 
Haematoma. vacation. Test. |(Units). 
1 | Bruise of thigh 14 days — 4.0 
2 | Breast operation 27hours | Delayed 2.5 
3 | Ney hrectomy 9 days Delayed} 12.0 
4 | Breast operation 5 days = 5.0 
5 | Breast operat‘on 12 days Delayed; 4.0 
6 | Breast operation 2 days Delayed} 2.0 
7) Bruise Zhours | Delayed} 0.2 | Unultered blood. 
8 | Pleural effusion 5days | Delayed| 0.75 | Bloodintroduced 
by previous 
aspiration. 
9 | Cyst of breast 3days | Delayed; 3.0 /After previous 
aspiration. 
10 | Traumatic hydrocele | 4months ; Delayed} 1.2 
11 | Haemothorax 20 days Delayed; 4.2 
12 | Haematoma auris 6 days Delayed| 4.2 
5dayslater | Delayed| 4.5 Had filled up 
again. 


None of these patients was jaundiced or passed bile in 
the urine. The blood bilirubin was estimated in Cases 1, 3, 


8, and 12, and was found to be normal. It appears that. 


in between three and twenty-four hours the local reticulo- 
endothelial cells start to convert the haemoglobin into 
“delayed reaction ”’ bilirubin, and that thereafter the 
fluid contains a higher concentration of bilirubin than the 
circulating bleod. It does not seem likely that the liver 
plays any part in this pigment formation. Many other 
investigators have already arrived at these conclusions. 


Jaundice from Haematoma. 


Case 1, 

A male, aged 62, had a large hypernephroma removed through 
a asedeotal incision on ivaty 10th, 1925. The wound was 
closed without drainage. The anaesthetic used was ether. On 
February 12th a good deal of bruising was visible round the wound 
and on the 14th the conjunctivae were yellow, with a great deal 
of urobilin in the urine, but no bile. Next day the patient was 
jaundiced all over and there was the most intense local jaundice 
round the wound. The van den Bergh test on February 16th, on 
the blood, gave a delayed reaction (after half an hour) with @ 

uantitative figure of 2.7 units. The levulose tolerance test gave 

e following result : 


Fasting blood sugar ... 0.103 per cent. 
50 grams of levulose taken fasting. 

Half an hour after 

One hour after ... 

One and a half hours after ... 0.137 as 
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|. The bile content of the faeces << perfectly normal. The 
jurine contained urobilin, but no bile. The fragility of the red 
blood corpuscles was normal. On February 18th more than a pint 
of brown slimy blood was aspirated from the wound. This con- 
tained 6 units of bilirubin. The jaundice faded rapidly, and except 
for the reactionary temperature during the process of absorption 
of the remains of the blood the patient made an uninterrupted 
recovery. There were no symptoms of catarrhal jaundice, and the 
levulose tolerance test was thought to indicate no likelihood of it. 
There was no past or family history of jaundice. 


Case 2. 

A female, aged 27, unmarried, was admitted to hospital with a 
large haemoperitoneum on February 23rd, 1927. It probably took 
place on February 17th, but was not associated with any symptoms 
except a severe anaemia. The red blood corpuscles, on admission, 
were down to 2,696,000 per e.mm., and she was definitely jaundiced, 
with a very slight coloration of the conjunctivae. The van den 
Bergh test on the blood gave a delayed reaction (in about half an 
hour) with 3.5 units. There was no bile pigment in the urine, but 
Hay’s test for bile salts was positive on one or two occasions, done 
in a test tube. Oliver's test was always negative. The levulose 
tolerance test gave the following result : 


Fasting blood sugar ... wee es 0.096 per cent. 
50 grams of levulose taken fasting. 
Half an hour after 0.111 


One hour after ... 0.120 


She was given a blood transfusion, and an operation was per- 
formed on March 4th, 1927. A sarcoma of the uterus was found, 
which had eroded the uterine artery and had caused a large 
extravasation of blood through the broad ligament into the peri- 
toneal cavity. The blood was unfortunately not kept, so that it 
was not submitted to the van den Bergh test, but it was brown 
and slimy like other haematoma fluids. There was no past or 
family history of jaundice, and she had none of the constitutional 
ee J catarrhal or toxic jaundice. The jaundice persisted 
1 arch 7th. 


There seems to be no plausible explanation of these two 
cases except that the jaundice was caused by the absorption 
into the blood stream of the ‘‘ delayed reaction ’’ bilirubin 
formed locally in rather exceptionally large internal 
haemorrhages. The positive Hay’s test in Case 2 is prob- 
ably of no significance. IL had not then seen Gerrard’s 
paper,’ and have since had abundant evidence of the false 
positives given by the test tube method. 


My thanks are due to Sir John Thomson-Walker and Mr. W. 
Gilliatt for their kindness in allowing me to publish these cases, 
to Dr. R. D. Lawrence for the levulose tolerance tests, and to 
Dr. C. R. Lane for the blood fragility curve. 
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Memoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


A METHOD OF REPLACING THE RETROVERTED 
GRAVID UTERUS. 

THREE years ago Professor Werner of Vienna demonstrated 
an interesting method of replacing the retroverted gravid 
uterus, the value of which I have since been able to prove 
in my own practice. Although it has many advantages 
over the methods employed in this country, it does not 
appear to be generally known. It is useful in those cases 
where manual manipulation fails to replace the uterus. 

The patient, lying on her back, has her pelvis tilted up 
slightly either by a pillow or on an operating table. 
A stout rubber bag with a capacity of three fluid ounces 
is passed, after being sterilized, into the vagina, behind 
the cervix. For this purpose a pair of Champetier de Ribes 
forceps are useful, but not absolutely necessary. Through 
,the tube of the bag is poured slowly a measured quantity 
of mercury, which, by its weight and diffuse pressure, almost 
immediately raises the fundus past the sacral promontory. 
Except in the case of an extremely nervous patient, the 
method can be employed without an anaesthetic; indeed, an 
anaesthetic is undesirable in view of the possibility of the 
uterus being bound down by adhesions. If the mercury is 
poured in slowly, any pain due to adhesions will be reported 
in time, and the operation can be stopped. The method 
does not appear to have any ill effect on the uterine 
contents. 


One point of practical importance may be mentioned with 
regard to the withdrawal of the bag, when the fundus of 
the uterus can be felt by abdominal palpation. If an 
attempt is made to withdraw it when full, there is a grave 
risk of scattering about twenty-five shillings worth of mer- 
cury. The pelvis should be lowered, and the patient 
encouraged to cough or sit up. 

This method, in addition to curing the retroversion 
without delay, and therefore diminishing the risk of abor- 
tion, has the advantage of having a strong suggestive effect 
in the case of a patient suffering from hyperemesis, 
associated with a retroverted gravid uterus. 

Carlisie. J. N. Doveras Smitru, M.B., Ch.B. 


MALARIA AND APPENDICITIS. 
From time to time articles have appeared in the British 
Medical Journal on the etiology and diagnosis of appendicitis, 
but I do not recollect reading any article where malaria 
has been shown to be confounded with appendicitis, and so 
1 desire to record the following cases which have occurred 
in my practice during a period of sixteen years. 


Casc i.—In 1913 I was called to attend a European woman, 
aged about 40, in Quetta. She had had pain and tenderness in 
the right iliac region, fever, and vomiting since the morning, and 
a rapid pulse. There was slight rigidity of the right rectus 
muscle. The menstrual history was normal. I took a specimen of 
blood for a rough leucocytosis, and found to my surprise benignant 
tertian malarial parasites present. I gave her an injection of 
quinine, and by the next morning she felt well. I saw this 
patient about fourteen years afterwards. She had not undergone 
an operation for appendicitis, and so I surmise malaria was the 
cause of the symptoms. 

Casc 2.—A European man, aged about 26, was sent into hospital 
at Aden one evening in 1915 for a laparotomy the next morning 
on account of an acute abdomen. e had been taken ill that 
morning with abdominal pain, fever, and vomiting, and was told 
that he had appendicitis or some other acute abdominal lesion. 
On examination I found Pe and tenderness in the right iliac 
region, but the rigidity of the right rectus was not pronounced. 
This resembled my, previous case, so I examined his blood anid 
found benignant tertian parasites. I gave him an injection of 
quinine immediately, and next morning he was able to get up and 
have his breakfast, all the symptoms having disappeared. 

Casc 3.—1 was called to see an Indian male, aged 19, at Karachi 
in 1921. The symptoms were similar to the two previous cases, 
and benignant tertian parasites were found in the blood. He 
received similar treatment and had quite recovered on the next day. 

I have had a few more cases since then, and now make it 
a rule to examine the blood for malarial parasites. 

1 wish to point out, however, that the finding of malarial 
parasites does not negative appendicitis, as the following 
two cases will illustrate. 

Casc 1.—A European, aged 21, at Karachi was admitted for 
operation with acute abdominal symptoms, under the care of the 
surgeon in charge; an operation revealed a swollen appendix con- 
taining muco-pus. That evening his temperature ran up, and an 
examination of his blood revealed malarial parasites; an injection 
of quinine made the subsequent progress uneventful 

Case 2.—An Anglo-Indian, aged 18, at Kotri in 1923 was under 
my treatment for malarial cachexia; the spleen was considerably 
enlarged and malignant tertian parasites were found in the blood. 
After two months’ treatment he regained normal health and the 
spleen returned to its normal size. Later, one morning, he 
reported sick with fever, vomiting, and pain in the epigastric 
region, and examination of the blood showed malignant tertian 
parasites, The injection of quinine had no effect. nat night the 
pain became more pronounced in the right iliac region and he 
was operated upon twenty-four hours later, when it was found 
that he had a suppurating appendix on the point of perforation. 

Many authorities have recorded very accurately the sym- 
ptoms of acute appendicitis and the periods when operation 
should and should not be undertaken, but the surgeon’s 
aim is to operate early within the first twenty-four hours 
to obtain the best results. It is during this early period 
that symptoms are apt to mislead, and in the tropics 
I seggest that malaria should always be excluded. I hope 
that my cases may interest medical practitioners in the 
large presidency hospitals in the tropics, and that further 
investigations may be made. 

In malaria the endothelium of the capillaries in the liver 
is swollen and the parasites are abundant in the capillaries 
of the villi of the intestine. Does a similar condition occur 
in the appendix and does it lead to inflammation ? 

My thanks are due to Dr. Cairns, the chief medical officer, for 
permission to publish this note. 

H. C. De Pennine, M.R.C.S., L..R.C.P., 
Medical Officer, Kotri District, Sind. 
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A FRENCH TREATISE ON CANCER. 


PRroressor MENETRIER’s second volume on cancer! completes 
his treatise on that subject. The first volume, which we 
reviewed in February last year, dealt with generalities ; 
the present volume deals with the forms and varieties of 
cancer and their treatment. The two volumes, comprising 
two thousand pages, give an excellent summary of our 
present knowledge on the subject of malignant disease. 

The view has always been held by Professor Menetrier 
that thero is no specific cause of cancer, and he consiclers 
that the bearings of modern discoveries and experiments 
tend to confirm that view, more especially the discovery of 
a@ means of producing malignant growths experimentally, 
evabling their cause and mode of production to be investi- 
gated. The causes of cancer, he contends, are multiple 
and non-specific; physical agents such as x rays, ordinary 
irritants such as tar, and divers parasites are capable of 
starting the cancerous process, which is to be regarded as 
the mode of reaction of the organism against these irri- 
tants. He further considers, as the result of his investi- 
gation of malignant growths in their earliest stages, that 
cancer always originates at the site of some pre-existing 
lesion, apart from which the growth would not arise. Such 
antecedent lesions are multiple and various in nature, and 
are grouped by the author under two headings—namely, 
(1) cellular displacements (heterotopy) caused by irregu- 
larities of development, and (2) inflammatory or functional 
hyperplasias, either simple in character or differentiated 
into the form of some tumour, such as adenoma or 
papilloma. According to this view of the origin of cancer 
it would seem that the line of research demands some 
shifting of its objective, and should be directed rather 
towards the elucidation of the chemical, physical, and other 
effects of ordinary irritation than towards the detection of 
some definite cause. It might be argued that the extreme 
frequency with which the tissues of the body are exposed 
to irritation and the comparative infrequency with which 
cancer develops at the site of such irritation, renders a 
causal relation between them improbable. If, however, it 
is a continuous irritation that is in question, the dis- 
crepancy in the frequency of association is probably not so 
great as might be supposed. - The important part played 
by antecedent lesions has induced Professor Menetrier to 
devote a large amount of his space to the description of 
the pre-cancerous conditions mentioned above. Thus a con- 
siderable part of the work is occupied with the inflamma- 
tory affections and non-malignant growths of the several 
organs; in the case of cancer of the breast, for example, 
the various forms of chronic inflammation, cysts, adenomas, 
and fibro-adenomas, chondromas, osteo-chondromas, and 
mixed tumours are described in some detail. 

Professor Menetrier takes note of the vantage ground 
which has been gained in recent years through the ability 
to produce a cancer experimentally, and emphasizes the 
altered views now held as to the curability of cancer. For 
centuries cancer has been considered to be incurable; we 
now know that it is not so. Being in its early stages a 
strictly local affection, excision of the affected tissues will 
effect as certain a cure as in the removal of a non- 
malignant growth; moreover, the introduction of modern 
methods of treatment give some hope that even in some- 
what later stages the growth may be completely destroyed. 
The numerous methods of treatment that are now put in 
requisition are mostly on their trial, and their proper mode 
of application is the subject of investigation; Dr. H. R 
Duval, director of the laboratory of St. Michel for the 
study of cancer, contributes a critical examination of them 
and their results. Apart from surgical treatment, he 
speaks in high terms of radiotherapy as applied by those 
who are conversant with the method. More especially in 
cancer of the cervix uteri, radiation has given notable 
results ; for example, Regaud’s statistics show 26.3 per cent. 


1 Nouveau Traité de Médecine et de Thérapeutique. i 
direction de MM. P. Carnot et P. Lereboullet. is: 
et Variétés des Cancers et leur Traitement. Par P, Menetrier Deuxie = 
édition, revue et considérablement augmentée. Paris: J, B. "Baillitre et 
Fils, (Roy. 8vo, pp. vi + 433-2000; 344 figures. 120 fr.) . 


of cures in inoperable cases, 43.7 per cent. in cases at the 


limit of operability, and 63.6 per cent. in operable cases, 
Meanwhile the practical application of radiotherapy has by, 


no means become more simple in technique, and in incom- 
petent hands it may cause dissemination instead of cure of 
the disease, 


RADIUM IN GYNAECOLOGY. 

A Book on radium in gynaecology is very welcome at a time 
when this treatment is so much before the medical profes- 
sion. The subject-matter of Drs. Crark and Norris’s 
volume? is well arranged. It opens with a short historical 
review of the discovery of radium, and an all too brief 
history of that wonderful scientist Mme Curie. Following 
this is a very complete chapter on the physics of radium by 
Groaccnino Far1a of the Memorial Hospital, New York, 
which at first sight may frighten the ordinary clinician. 
The necessity, however, of knowing at least the elements 
of the physics of radium cannot be over-emphasized, and 
no clinician should start on radiotherapy without such 
elementary knowledge. This particular chapter is extremely 
well written, and the book should be read if only for that 
reason. The next section is somewhat quaintly headed 
“The pathology and action of radium.’’ The action of 
radium is still a matter which requires a great deal of 
investigation, but the general trend of recent work is well 
summed up. 

It is the second half of the book which really deals with 
the clinical uses.of radium in gynaecology; and tumours of 
the external genitalia are the first to be dealt with. The 
authors are not satisfied with merely dealing with the 
methods of treatment by radium and their results, but go, 
in considerable detail, into such matters as diagnosis and 
etiology of the disease. They advocate radical surgical ex- 
cision where possible, with removal of glands, implantation of 
radium emanation, followed by x rays as soon as healing is 
complete. Unfortunately they do not give any figures as to 


the results of such treatment compared with excision alone.. 


In describing the technique they do not mention whether 
their ‘‘ seeds ” are purely glass or encased in thin platinum. 
They also make use of that very indefinite measurement 
millicurie hours. To give one example, they say that the 
inguinal region is treated for 3,000 millicurie hours at 
4 cm. with lead blocks. At the end of this paragraph it is 


stated that excellent results were obtained by this method, 


but no figures as to the length of time the patient survived 
or other details are given. The next chapter deals with 
tumours of the vagina. The authors raise an interesting 
point concerning the production of fistulae, and quite 
rightly remark how often this complication is due to the 
disease and not to the radium, as is sometimes suggested. 
The chapter on carcinoma of the cervix is somewhat dis- 
appointing, especially for the way in which the statistics of 
the authors’ own cases are dealt with. Even after reading 
through this chapter it is difficult to get any clear idea of 


how long the patients lived and to what extent they were 


relieved of their various symptoms when treated by radium 
alone. A few ‘tables in this connexion would show at once 
what the results were. The word “ cure”’ appears fairly 
frequently, and it can only be surmised that three years 
without symptoms or signs of disease is meant. Clark and 
Ferguson are quoted as saying that irradiation alone cured 
28.5 per cent. of Stage I cases, but irradiation combined 
with cautery and trachelectomy cured 83 per cent. This 
certainly suggests that in their hands a trachelectomy has 
more to do with the ‘‘ cure ” than the irradiation. 

In their discussion of technique the authors state that in 
Stage I operation is justifiable, but in their opinion radium 
is better. It appears that in these cases they combine the 
radium treatment with a trachelectomy, but how much 
radium is used and how long they use it for are difficult to 
gather. In Stage II they follow much the same procedure, 
except that they do not always perform trachelectomy. 
In Stage III cases are treated by a singlo dose of 2,500 
milligram hours (by a printer’s error this appears as 
milligrams). Stage IV cases—that is, the very advanced— 


2 Radium in Gynecology. By John G. Clark, M.D., and Charles C. 
Norris, M.D. With a chapter on- Physics a Failla, E.E., D.S.C. 
Soa ok) J. B. Lippincott. 1928. (Med. 8vo, pp. vii + 315; 49 figures. 
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should not, in the opinion of the authors, be treated by 
irradiation. In discussing on page 199 the action of 
radium Drs. Clark and Norris state dogmatically that 
this is produced in three ways—namely, by autolytic 
degeneration (particularly noticed when applied to the 
unripe type of tumour), by caustic action, and finally by 
growth restraint. Most people will find it difficult to be so 
certain about the action of radium. The next chapter, 
on carcinoma of the body of the uterus, deals more with 
surgical than with radiological treatment. Here, again, 
we are told that 5,000 to 7,000 milligram hours is 
nene too much, but are not told for what number of hours 
the treatment is given. The rest of the book deals with 
non-maligrnant conditions, such as fibroids. 


DEVELOPMENT OF THE HUMAN EYE, 

THERE is no type of book which repays the reader with more 
pleasure and stimulation than the monograph wherein a 
writer who has laboured long over a subject gives to the 
world his results and deductions, and in the light of the 
new knowledge recasts his subject, sometimes in essentials, 
sometimes in minutiae, to conform with his conceptions. 
If he is right in his main contentions a landmark may have 
been reached; if he is wrong the interest is but little 
lessened, for he has usually succeeded in imbuing the 
facts of science with some of the clothing of personality 
and giving them an interest richer than they had before. 
Ophthalmological embryology in this country owes a debt 
of this kind to Miss Mann. Until a few years ago this 
subject was to all intents and purposes neglected, and its 
elucidation was left to Continental investigators; she has 
saved English ophthalmology from a reproach, and has 
given this branch of the specialty a vitality of its own 
with results that speak for themselves. With the help of 
Professor Frazer of the University of London she has 
accumulated the largest selection of human embryos at 
different stages of development that has yet been gathered 
in this country, and these she has studied in detail, at 
the same time correlating her findings with these of others. 
From her own observations she has been able to build up 
a connected story of the development of the eye; most 
of it was known before and is merely recapitulatory, but 
she has filled in several important blanks, and she has 
been able to express a reasoned opinion on several debatable 
points. With her opinion everyone may not agree—if they 
did embryology would lose much of the interest which it 
appears destined to claim for a long time to come; 
whether they do or not is immaterial, but there will be 
few who will deny that she has attained the position of 
one whose opinions on this particular subject with which 
she has identified herself demand respect and consideration. 

The Development of the Human Eye* opens with a 
chapter on the early stages of the formation of the primary 
optir vesicle, the development of the embryonic plate, its 
latcral out-pouchings to form the optic pits, and its differ- 
entiation to form the optic vesicle. There follows a 
description of the development of the neural and surface 
ectoderm and the mesoderm which is associated with it, 
until tho fully differentiated eye at birth is reached; 
incidentally the rationale of several congenital deformities 
is explained, such as microphthalmia, congenital cystic eye- 
ball, anophthalmia, colobomata. The development of the 
lens is then dealt with, in which connexion reference is 
made to the subject of congenital cataract. The fourth 
chapter deals at great length and in considerable detail 
with the differentiation of the neural ectoderm into the 
different layers of the retina and the prolongation of this 
structure over the ciliiry body and iris; it includes a 
description of the sphincter and dilator of the pupil, and 
an account of the development of the optic nerve and 
chiasmal region. The next chapter, dealing with the 
Vitreous, is one of the most interesting, for over the 
development of this tissue disputations have taken place 
since the middle of last century. The author’s suggested 
Solution of the problem is that the vitreous has a triple 
origin, partly from the lens plate, partly from the optic 
vesicle, and partly from the mesoderm which enters the 


D.Se., M.B., F.R.C.S., F.R.S. London: Cambridge University Press. 1 
(Roy. 8vo, pp. x + 306; 241 figures. 36s. net.) ” a 


optic vesicle through the foetal fissure. Under the heading 
of ‘‘ the associated mesoderm ’”’ the next chapter deals with 
the foetal blood system—the larger vessels in the orbit, the 
development of the choroid, the development and the retro- 
gression of the foetal. intraocular blood system, and the 
development of the definitive retinal arteries and veins— 
the mesodermal portion of the iris and ciliary body, and 
the development of the cornea and sclerotic. The differ- 
entiation of the structures of the orbit and its contents is 
then detailed, and the book finishes with a comparative 
study of phylogenetical and morphological points of interest. 
There is appended a comparison, in synopsis, between ocular 
and general development, and, finally, a comprehensive 
bibliography. 

In the preface Miss Mann hints that the book will have 
a limited interest. If it does it will be unfortunate. To 
the embryologist, the anatomist, the zoologist, and the 
biologist it should be a necessity; to the ophthalmologist 
it should be more than a luxury. A certain amount of 
embryological knowledge is needed if clinical findings in 
the eye are to be rightly interpreted, for the explanation 
of many ocular appearances is embryological; moreover, 
upon the differential diagnosis of congenital from acquired 
conditions many decisions of importance rest, and this can 
only be adequately appreciated in the light of a knowledge 
of the normal and abnormal development. in this con- 
nexion it should be noted that the British Journal of 
Ophthalmology has undertaken the financial responsibility 
for Miss Mann’s book. The volume is lavishly and beauti- 
fully illustrated with drawings executed by the author, 
and can have been produced only at considerable cost; it 
is well for British ophthalmology that work of scientific 
value and international significance should be sponsored 
and facilitated in this manner by its official organ. 


BLOOD TRANSFUSION. 

La transfusion du sang de Panimal a4 Vhomme,* by Pro- 
fessor René Crucuet of Bordeaux and his assistants, Drs. 
A. Racor and Caussrmon, deals with a subject on which 
the professor’s name is well known, for at the Nottingham 
Meeting of the British Medical Association in 1926 he 
covered much the same ground, though naturally in less 
space and with fewer illustrations. In his introduction 
Professor Cruchet tells the reader the story of the diffi- 
culties and opposition he had to overcome in carrying out 
his animal experiments on transfusion. The _ historical 
summary shows that, although the idea of transfusion is 
almost as old as history, it was not put on a sound logical 
basis until Harvey's discovery of the circulation was pub- 
lished in 1628. The true story of the opposition to Jean 
Denys’s transfusion of man by sheep or calf’s blood in 1667 
and the long period of its neglect shows that it was due to 
the Medical Faculty of Paris, which enacted that trans- 
fusion could not be done without the approval of a member 
of the Faculty. Denys, it is significantly pointed out, was 
a professor of mathematics and philosophy at Montpellier, 
and not a medical man. Attention is directed to the work 
of Oré of Bordeaux, who between 1860 and 1876 advocated 
human transfusion with animals’ blood, and ascribed the 
untoward effects sometimes seen to coagulation and 
embolism. These conclusions are confirmed and expanded 
by Cruchet and his colleagues as the result of numerous 
experiments. They advocate heterogeneous transfusion as 
free from disadvantages, such as want of control of the 
human donor, and as possessing the obvious assets that an 
animal can be immunized against a number of infections, 
and that the therapeutic results are better than those 
obtained by transfusion of one human being with the blood 
of another. The precautions to be taken in transfusion 
ate set out, the causation of serious reactions is fully 
considered, and the conclusion is reached that agglutination 
and haemolysis are harmless, provided that the proper 
technique of transfusion is followed; the most important 
point being that the procedure should be carried out very 
slowly, especially in transfusion from animals to man, a 
method which the authors consider is then free from 
danger. 

“Tha transfusion du sang de Vanimal Vhomme. Par René Cruchet 
A. Ragot, et J. Caussimon. Collection Médecine et Chirurgie vratiques. 


Paris: Masson et Cie. 1928. (54 x 73, pp. 106; 13 figures. 12 fr. sans 
majoration.) 
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PATHOLOGY. 

Tux revision for the fourteenth edition of Detarrerp and 
Pruppen’s Texct-Book of Pathology® has been carried out 
by Dr. F. Carrer Woop. The general features of the book 
remain unaltered, but additional matter has been included 
on the subject of vitamins and hormones, changes have 
been made in the chapters on diseases of the thyroid, 
pancreas, lungs, and blood, and modifications in our con- 
ception of certain lesions of the liver and _ gall-bladder 
have been referred to. Additional matter has also been 
inserted in the chapter on infectious diseases, in that 
dealing with the bones and joints, and in that on the 
nervous system. The chapter on lesions following various 
types of poisoning has been eliminated, as these matters 
are considered to be covered more fully and satisfactorily 
in the standard works on legal medicine. The description 
of the technique of post-mortem examinations has been 
curtailed in order to make room for more important 
matters. As a textbook for the student of pathology the 
work remains one of the soundest and most reliable 
among the numerous works of the kind at his dis- 
posal. It presupposes a fair knowledge of gross and 
microscopic anatomy, embryology, biological chemistry, 
and physiology on the part of the student, and starting on 
this basis furnishes him with the fundamental facts of 
pathology, fully yet tersely described, with a clear dis- 
crimination between fact and theory, but with an adequate 
discussion of the latter in all problems of importance. 
Dealing with so large and rapidly expanding a subject 
a work of this kind, notwithstanding its considerable size, 
necessarily gives to some extent an epitomized. presenta- 
tion, but in connexion with the description of almost every 
lesion useful and well-chosen bibliographical references are 
given to guide the student who seeks for more detailed 
information. 


GUY’S HOSPITAL REPORTS. 
A.ttHovGH there is not any contribution in the April instal- 
ment of the Guy’s Hospital Reports* actually under the 
editor’s name, his influence is obvious, especially in the 
first four articles dealing with various gastric conditions, 
the first two of which are based on the material from the 
New Lodge Clinic since its opening in February, 1921. 
Dr. L. J. Barford’s statistical inquiry into the etiology, 
symptoms, signs, and results of treatment in 166 cases of 
gastric and duodenal ulcer is a very valuable analysis and, 
the diagnosis being based on clinico-chemical and _par- 
ticularly on radiological data, differs from most previous 
collections which have been the result of observations made 
at operations or post-mortem examinations. Among the 
160 chronic cases, 128 were duodenal, 30 gastric, and 
4 ulcers in both regions. This article is followed by Mr. 
T. Evans Jones’s analysis of 55 cases of unsuccessful 
gastro-jejunostomy, of which 36 were diagnosed as jejunal 
or gastro-jejunal ulcers, 4 as persistent or recurrent 
gastric or duodenal ulcers, and 15 as other bad results or 
complications. Dr. R. C. Brock’s article on four cases of 
gastro-colic fistula contains a useful commentary on the 
subject, which shows that malignant disease of the colon 
formerly almost the sole cause, has now become rare, 
and that most of the cases are due to jejunal ulcer follow- 
ing gastro-jejunostomy for duodenal ulcer, all except one of 
these fistulae being in males. In an investigation, under- 
taken at tho suggestion of Dr. Hurst, into the relative 
efficiencies of the commoner substances, collectively known 
as ‘‘ alkalis,” in the neutralization of free hydrochloric 
acid in the gastric juice, Messrs. C. R. E. Freezer, C. 8, 
Gibson, and E. Matthews find that tribasic magnesium 
phosphate is the most suitable for the rapid correction of 
gastric acidity, although tribasie calcium phosphate, the 
citrates, and calcium carbonate are almost as good; that 


5A Tezxt-Book of Pathology. By Francis Delafield 
T. Mitchell Prudden, M.D., edition.” 
Francis Carter Wood, M.D. Edinburgh: E. and §. Livingstone. 1928. 
(65 x 93; pp. vi + 1339; 826 figures, 15 plates, 55s, net.) 

® Guy’s Hospital Reports. Vol. 78 (Vol. 8, Fourth Seri 
1928. Edited by Arthur F, Hurst, M.D. London: ye: Timer 


bo (6 x 92, pp. 127-252; 3 plates, 15 figures. Annual subscription for 


ume of four parts, £2 2s., or 12s. 6d. net per issue.) 


magnesium oxide and carbonate are rapid neutralizing 
agents, but that they both produce a hydrogen-ion con- 
centration far from the optimum for the tissue cell, and 
further, that after their administration alkalosis is liable 
to occur; and that of the substances examined, bismuth 
oxycarbonate is the least effective for the neutralization of 
gastric hydrochloric acid. Jaundice of the newly born, 
with special reference to physiological jaundice and grave 
familial jaundice, is described by Dr. A. C. Hampson, 
who has made a number of observations on the blood. Dr. 
Baird records a case of typhoid fever in which a relapse 
occurred seventy-five days after the original attack. Mr. 
Gibberd communicates a case of epistaxis and haematoma 
of the vulva associated with the albuminuria of pregnancy, 
and Dr. C. P. Blacker discusses at length the dreams of a 
patient as an index of his inner life. In conclusion, it may 
be pointed out that these Reports always contain papers 
of special value which are not published elsewhere. 


NOTES ON BOOKS. 


Dr. Roserr Hvrcnison, in the preface to his reprint of three 
addresses, Some Principles of Diagnosis, Prognosis, and T'reat- 
ment: A Trilogy,’ admits that there is nothing in them that 
has not been said often before, but the critic, however candid 
he may wish to be, must admit that there can seldom have 
been more interesting and shrewdly worded advice than that 
closely packed in these fifty-four pages. The first address, on 
diagnosis, appeared originally in our issue of March 3rd, 1928 
(p. 335). While thoroughly practical and full of common sense, 
wisely diluted with humour, there are many aphorisms which 
the medical man would do well not only to read but to 
remember; and there can be no doubt that mental physic so 
pleasantly flavoured will have much more lasting effect than the 
formal dogmatism of the dry-as-dust type of textbook. It is 
easy reading, but this is the artful product of long clinical 
experience, an extensive acquaintance with good literature, and 
much successful writing. 


Culture: the Diffusion Controversy,’ a volume in the General 
Series of the Psyche Miniatures, contains four short essays. 
In the first of these Professor G. Extior Smitu states the two 
views of the origin of civilization; the first, held by the vast 
majority of anthropologists at the present time, is that civiliza- 
tion has grown up in various communities quite independently 
of similar events taking place elsewhere in the world; the 
other, which he strongly supports by many instances, is that 
civilization, like any invention of which we have knowledge, 
has spread from one centre. Professor MALINOWSKI in the next 
twenty pages vigorously controverts Professor Elliot Smith’s 
arguments, and sums up to the effect that diffusion never takes 
place : culture is a readaptation, a truly creative process in 
which external influence is remodelled by native genius. In 
the longest of these essays, ‘‘ The prosaic versus the romantic 
(diffusionist) school in anthropology,” Dr. Semper brings in 
the analogy of parasitic diseases, which he considers are most 
unlikely to arise spontaneously in different areas, and expresses 
doubt. whether any parasitic disease of importance was common 
to the New and Old Worlds at the time of the discovery of 
America and its colonization by Europeans; he apparently has 
no hesitation in accepting the view that syphilis spread from 
America to the rest of the world. He, however, concludes in 
somewhat scornful terms against the romantic school. Dr. 
GoLDENWEISER also criticizes Professor Elliot Smith’s contention, 
and in the main agrees with Dr. Malinowski, but he is not 
inclined to deny dogmatically the influence of diffusion. 


Drs. E. M. Brocksank and A. Ramsspotrom’s compact little 
handbook on The Clinical Examination of the Lungs,? which 
was reviewed in our columns seven years ago, when it first 
appeared, has now passed into a second edition. It has been 
slightly enlarged, has some new diagrams, and four plates, 
each containing two skiagrams, of the normal and morbid 
appearances of the chest. It is admirably adapted for students 
when commencing work in the medical wards and out-patient 
departments. 


7 Some Principles of Diagnosis, Prognosis, and Treatment: A Trilogy. 
By Robert Hutchison, M.D., F.R.C.P. Bristol: John Wright and Sons, 
Lid. ; London: Simpkin, Marshall, Ltd. 1928. (Cr. 8vo, pp. 54. 2s, 6d. 
net.) 

8 Culture: the Diffusion Controversy. By G. Elliot Smith, D.Sc., 
Bronislaw Malinowski, D.Sc., H. J. Spinder, Ph.D., and A. Goldenweiser, 
Ph.D. Psyche Miniatures, Generai Series, No. 18. London: Kegan Paul, 
Trench, Trubner and Co., Ltd. 1928. (Pott 8vo, pp. 89. 2s. 6d. net.) 

9 The Clinical Examination of the Lungs. By E. M. | 
M.D.Vict., F.R.C.P., and Albert Ramsbottom, M.D.Vict., F.R.C.P. Secon 
edition. London: H. K. Lewis and Co., Ltd. 1928. (Cr. 8vo, pp. viii + 112; 
35 illustrations, including 4 plates. 5s, net.) 
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ROYAL MEDICAL BENEVOLENT FUND. 


Tue Britise 
MEDICAL JouRNAL 57 


The American Medical Association of Vienna, which was 
founded in 1903 to promote post-graduate medical work in that 
city, Was reorganized in 1921. and, at the beginning of 1927, 
adopted as its official organ Ars Jedici,’° an English edition 
of which had existed for five years previously. The journal 
is published monthly, and. includes abstracts of current German 
medical literature, answers to clinical and scientific questions 
arising in practice, notes*en drugs, and official, information 
about the association. The bound volume for 1927 represents 
a well-arranged and useful summary of German medical litera- 
ture during the year, together with an index of subjects and 
of authors. 


The application of science to everyday life involves the dis- 
appearance of empiricism even from the art of cookery. Thus 
we find a physiologist, Professor Morrram, associated with 
Miss Jessie Linpsay. head of the household arts department 
of King’s College for Women, in the production of a Manual 
of Modern Cookery." Cook can now learn the respective 
amounts of proteins, fats, carbohydrates, salts, and vitamins 
she should allow to the family for which she caters; and, if 
kept properly informed, she will cure the constipation of the 
household with a due administration of ‘‘ roughage.”” Miss 
Lindsay discourses on the various methods of cooking food, 
and the reasons for adopting different methods for different 
joints. Her 854 recipes include every variety of dish, and 
though the book is perhaps more suitable for schools and 
colleges than for the ordinary domestic servant, many of the 


recipes are well within the competence of the good plain cook. 


' Ars Medici, Vol. V. Edited by Dr. M. Ostermann, Vienna: Spital- 
gasse 1A. 1927. (54 x 8), pp. 588. 14s.) 

™ Manual of Modern Cookery. By Jessie Lindsay and V. H. Mottram, 
M.A. London: University of London Press, Ltd. (5) x 8, pp. 316. 4s. 6d.) 


PREPARATIONS AND APPLIANCES. 


Eye 

Tue dangers of using ordinary celluloid for articles that may 
be brought near fire is very great, and there have been noted in 
the columns of the Journal not a few incidents that provide a 
warning against the use of this material. It might be thought 
that eye shields were unlikely to be a danger in this respect, 
but the recent experience of a patient who was severely burned 
about the face through wearing a celluloid eye shield proves the 
contrary. While he was lighting a cigarette a wisp of cotton-wool 
projecting from beneath the shield caught fire; this in turn fired 
the shield, with the result that a grave burn was sustained. 
Common celluloid can usually be recognized by its slight smell 
of camphor; ‘* non-flam ’’ has no smell. Messrs. Solport Brothers, 
Lid., of 184, Goswell Road, E.C.1, have now produced appliances 
which, though very like the former celluloid shields in appearance, 
are non-inflammable. They are sold under the trade name of 
* Portia ” shields, and are marketed in the usual opaque form 
of single eye shields, and also as tinted transparent shades for 
protecting the eyes from excessive sun or artificial light. If one 
is rash enough to throw an ordinary celluloid shield into the 
fire there is an instant burst of flame of almost explosive force. 
When one of these non-flam shields is put into a bright fire it 
gradually curls up, and then half smoulders, half burns away, 
leaving an appreciable residue. There is no doubt about the 
safety of this new material; it burns with reluctance even in the 
heart of the fire. One point, however, might well receive atten- 
tion from the makers. These eye shields have no provision for 
ventilation; there should be a series of small perforations, parallel 
with the upper border, and at a sufficient distance from it to allow 
tree access of air when the appliance is fitted to the face. Water- 
proof shields fit so well that unless ventilated they are worse 
than useless; they act as incubators and are definitely injurious 
to the eye. With the ventilation suggested these ‘‘ Portia ”’ non- 
flam shields will be a useful surgical appliance. 


Sinus Forceps ror Buryinc THE AppeNDIx Stump. 

Mr. HuGu Donovan, F.R.C.S, (Birmingham), writes: In the 
common method of burying the appendix stump after appendic- 
ectomy by thrusting it with forceps into a purse-string surrounded 
area, it 1s a not unusual experience to find the forceps held by 
the purse-string on withdrawal. Messrs. Thackray of Leeds have 
made for me a modification of Hilton’s sinus forceps, the blades 
heing perfectly plain without any serrations, and being free from 
the slightest trace of a bulbous erid. These forceps have proved 
satisfactory in practice. 


ROYAL MEDICAL BENEVOLENT FUND. 


Tue Fund is endeavouring to help the widows of medical men 
who in many cases are living in penury, to assist orphans who 
are faced with hunger, and to support broken and_ infirm 
medical men who in the last days of their life are in need. 


An urgent appeal is made for subscriptions and donations, as - 


funds are very greatly needed to continue this work of kind- 
ness. Cheques should be sent to the Honorary Treasurer, Sir 
Charters Symonds, 11, Chandos Street, Cavendish Square, W.1. 

At the last meeting of the committee 47 applications for 


assistance were considered, and grants amounting to £792 were 
voted, making the total sum of £5,536 in grants this year. 
This sum is considerably larger than the amount voted during 
the corresponding period of last year, thereby showing that 
increased demands are being made upon the Fund. 

Of the many applications considered, the following short 
notes on two of the cases are typical, and show how distressing 
are the stories which are told.. 


Mrs. X, aged 72. Her husband died this year at the age of 92. He had 
held a post as medical officer of health, and had to retire in 1919. 
Aithough the post carried no pension, he was granted £350 a year under 
the complimentary title of consulting medical officer. For nine years of 
retirement this old couple lived on £350 a year. On the husband's death 
this payment ceased, and the widow was left without a penny. Of her 
three sons, the eldest suffers from a war disability and is only able to 
earn £50, but contributes £25 towards his mother’s maintenance; the 
second son was badly hit in the war, and is now a clerk in Canada and 
cannot help; the youngest is farming in the colonies, is married, and 
has his own family to keep. The Fund voted £36 in four instalments, 

Mrs. Y, whose husband was killed in an accident, was left with four 
boys. The practice was sold, and with the proceeds thereof the widow 
tried to run a boarding house, which failed. Realizing what she could 
out of this failure, she rented a house and took in lodgers, when a 
devastating and unexpected blow fell upon her. Her husband had been 
given a loan by a friend, which had always been looked upon more as 
a gift than as a loan. The friend had also undertaken to pay for the 
education of one of the boys. The friend died recently and the 
executors insisted on the repayment of the loan. The widow offered a 
cash payment of half the sum, but this was refused. There followed a 
foreclosure and the seizure of all the furniture in the lodging house, 
and the loss to the widow of her last means of livelihood. The Fund 
voted £40. With this timely help and by the generous action of the 
local Panel Committee the widow has been enabled to restart. 


Subscriptions to help cases such as these are asked for. 

The Royal Medical Benevolent Fund Guild still receives many 
applications for clothing, especially for coats and skirts for 
ladies and girls holding secretarial posts, and suits for working 
boys. The Guild appeals for second-hand clothes and household 
articles. The gifts should be sent to the Secretary of the 
Guild, 58, Great Marlborough Street, W.1. 


NEW ZEALAND HOSPITALS. 
A SuRV®Y oF THE SYSTEM. 

Tue Department of Public Health of New Zealand has 
recently issued, as an appendix to its annual report, a 
voluminous survey of the hospital system of the Dominion.* 
This should prove of interest to British readers, for they 
will find in its pages an account of the changes through 
which a spontaneous and sporadic charitable provision of 
hospitals has become a more or less systematized organiza- 
tion. The hospitals and charitable aid system of New 
Zealand has recently been the subject of considerable 
comment, due in large measure to the increase in hospital 
expenditure, and the aim of the report has been to give 
the record of an unbiased examination of the whole 
position. 

Some of the hospitals of New Zealand are maintained 
entirely by the Government; most receive subsidies equal 
in amount to their voluntary subscriptions and local levies ; 
a few receive higher payments. By an Act of Parliament 
of 1909 a hospital and charitable aid board was set up 
for each district. A primary defect now seen in this 
arrangement is that the hospital districts are not large 
enough to be self-contained—that is, to maintain a base 
hospital, infectious disease and maternity hospitals, 
secondary or cottage hospitals, an old people’s home, 
district nurses, and subsidized medical men in outlying 
areas. Many districts have no base hospitals or special 
hospitals ; their cases therefore go elsewhere, and there 
is constant friction over costs. Further, the multiplicity 
of boards tends to make administration costly. Amal- 
gamations have been attempted, but local prejudices are 
too strong to permit them, and the tendency has been for 
outlying districts to claim independence in_ the hope of 
lightening costs. The boards are elected bodies, repre- 
sentation being proportional to a mean between the popula- 
tion and the value of the rateable property in the con- 
tributory areas. This again gives rise to disputes between 
town and country, for the townsmen favour the parlia- 
mentary franchise. The Government provides most of the 
money, but is practically unrepresented on the boards; for, 


f Public Health. Appendix to the Annual Report for 
PRR ages Maseh ‘3st, 1927. Containing a Survey of the New Zealand 
Hospital System, December, 1927. Wellington: W. A. G. Skinner, 
Government Printer. 1928. 
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while the Director-General of Public Health may attend, 
he manifestly cannot be present at all meetings. It is 
argued that it would be good if there were a Government 
representative present, if only as a liaison officer. ‘‘ With 
a view to reducing rhetoric, all the more important boards 
form committees ’’’; these do the work, and the boards 
may co-opt outsiders to them, 


Work of the Hospital Boards. 

An improvement in personnel is noted: ‘‘ There is not 
a great deal of kudos in hospital board work, and men 
merely seeking personal advancement in public life do 
not as a rule use the hospital boards as a stepping stone 
thereto.’’? But the work is of enthralling interest, and 
‘‘we find men giving up other public work and devoting 
themselves entirely to hospital board activities.’’ The 
chairman may receive an honorarium of from £100 to 
£250 per annum, according to the scale of revenue, and 
members may receive travelling and sustenance expenses. 
The Board of Health for the Dominion is stated to be 
a thoroughly representative body, and we note that it 
contains a representative of the British Medical Associa- 
tion. Local boards are permitted to appoint representatives 
of the honorary medical staffs to their membership. There 
are the usual finance and house committees, and recently 
‘** fees committees ’’’ have been formed, the reason being 
that “‘ the growing cost of hospitals, and the tendency to 
extend their advantages to all classes of the community, 
makes it desirable that boards should give more attention 
to the matter of the collection of fees.’? There is a para- 
graph describing the internal administration of the hos- 
pitals, and the relationship of medical superintendent, 
managing secretary, and matron. ‘‘ The medical super- 
intendent is the recognized head of the institution,’ yet 
the others are in charge of their own departments and 
responsibie, therefore, to the board. 

It will have been noted that the boards are not hospital 
authorities only; they are also charitable aid authorities 
and provide for the destitute. The report quotes a long 
paragraph from Mr. Sidney Webb’s book The Prevention 
of Destitution on tho development of modern Poor Law 
methods, as showing the superiority of prevention of desti- 
tution over casual charity. New Zealand authorities, the 
report says, have done little in this direction; they merely 
give such relief as is necessary and sufficient. It is urged 
that ‘‘each board should be a charitable organization 
society for its own district,’’? co-ordinating existing 
charities, which can do things that the ratepayers’ boards 
cannot do. The report is strongly opposed to the sugges- 
tion that charitable aid should be separated from hospital 
administration and that it should be undertaken by the 
State, on the ground that relief would cost more, and 
that ‘‘ some of the most enlightened methods of relief could 
hardly flourish except under a voluntary system.’’ The 
care of orphan children comes within the scope of the 
welfare branch of the Education Department. 


Financial Organization. 

The district boards are financed from four sources: 
patients’ payments, voluntary gifts, levies through the local 
rates, and State grants or subsidies. The State gives £1 
for every £1 collected through gifts or through the levies 
on the rates, and it is therefore to the ratepapers’ interest 
that the voluntary gifts should be as high as possible. But 
it appears that voluntary contributions have not increased 
by reason of this stimulus: ‘“ It having been decided that 
the care of the sick is a national affair, and not one to be 
left to haphazard charity, the public no doubt consider 
that, having paid their hospital rates, there is no need 
to supplement such payments by voluntary contributions. 
Many boards have abandoned the idea of collecting yvolun- 
tary contributions at all, and will not undertake a hospital 
Saturday, holding that, as hospital finance is assured, a 


-clear field in this respect should be left to other charities 


who are dependent solely on voluntary contributions.’? The 
proportions obtained from the main sources for last year 
were as follows: patients’ payments, 20 per cent.; volun- 
tary contributions, 1.3 per cent.; local levies, 29.2 per 
cent.; State grants, 36.6 per cent. 


Private Wards, 
The suggestion that there should be wards for paying 


patients is strongly opposed by some on the ground that © 


it will promote class distinctions. In many country dis- 
tricts there is no such demand, for all are content to avail 
themselves of the existing service. 

“Tho opinion of many business men with considerable hospital 
experienco is that it would be a difficult task to make private 
wards pay at the fees usually charged by private hospitals, 
Apparently it would cost at least £8 8s. a week to cover the full 
cost, including all overhead charges, in view of the eight hours 
system for nurses and other factors to be taken into consideration, 
and this is only if the wards were constantly full and there were 
no bad debts. Even a hospital designed for paying patients by 
such a skilled administrator as Henry Ford does not appear to 
be able to pay its way at less than the above rates.” 


Payment of Medical Staffs. 

The medical staff do not receive any financial recognition 
of their services, but: 

“The Director-General has definitely expressed his opinion that 
the time has come for the abolition of the honorary staff, and 
that, as hospitals are open to all, it is not right to expect the 
services of the medical profession in an honorary capacity. It is 
difficult to see from a financial aspect, at any rate, what other 
conclusion could be come to. The honorary system is only suit- 
able for hospitals treating only pauper patients, and it could not 
be expected that the medical profession should give their services 
free unless some quid pro quo in the form of a voice in regard 
to hospital policy and administration were given them. The 
engagement, however, of any other class of employee upon such 
an understanding would be absurd and unbusinesslike, and it 
seems just as unbusinesslike in the case of the medical staff.”’ 

The views of the New Zealand Branch of the British 
Medical Association are then printed in cxtenso; these 
correspond closely with the hospital policy of the British 
Medical Association at home, but with certain special 
stipulations. The report sums up the effect of the local 
British Medical Association policy thus: 

“The British Medical Association appear to favour the ‘ open 
hospital’ system—that is, that they apparently are prepared to 
continue to give their services free in the public wards, provided 
the boards will erect private wards in which they can treat their 
private patients. The tendency of the hospital boards seems to be 
opposed to such suggestion, and they appear generally to favour 
the ‘closed’ hospital—that is, a hospital on which the medical 
staff is stipendiary....” 


General Conclusions. 

It appears from this report that the hospital system in 
New Zealand is unique: 

“Through the length and breadth of the Dominion hospitals 
are available for all who seek admission. ... The necessary money 
for the upkeep of these hospitals is fully assured, and is not 
dependent upon sentimental appeals. These institutions are owned 
by the people, administered by the people, and paid for by the 
people. One of the main principles of our system is that of local 
autonomy, the administration being in the people themselves by 
means of boards elected by the people of the district in which the 
hospital is situated. ‘There is, indeed, a measure rather of super- 
vision than control vested in the department, but the department 
is not represented on the hospital boards and does not desire to 
be represented.” 

The second part of the report deals in detail with the 
several departments of hospital administration—costs, 
accounting, and so forth. There is evidently a definite 
struggle in progress between the advocates of payment 
by patients and free hospital service. At present patients 
who can do so pay 9s. a day; an attempt to raise the 
normal charge to 15s. in 1925 failed. Others assert that 
their payment of rates provides the service for them when 
they need it, like the payment of fire insurance. Friendly 
societies pay the dues required of their members and their 
families, but demand a 50 per cent. reduction in the charge 
in return for their guarantees of payment; this the report 
declares to be unconscionable, as the charge made falls far 
short of the cost. Reference to this question was made 
in the British Medical Journal of March 3lst (p. 568). 
Attempts have been mado to develop State-subsidized 
industrial contribution schemes as an insurance against 
hospital benefit. 

The answer to criticisms of the high cost of the hospital 
service is given tersely thus: 

“‘Decreaso in the purchasing power of the £1 note; increased 
number of hospital beds; increase in staff required owing to the 
more complicated methods of hospital treatment, including the 
employment of a greater proportion of trained nurses; and the 
institution of employees’ superannuation.” 
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NATIONAL CONFERENCE ON MATERNITY AND 
CHILD WELFARE. 


A CONFERENCE under the auspices of the National Associa- 
tion for the Prevention of Infant Mortality, and presided 
over by Sir Grorgk Newman, was held at the London 
Guildhall on July 5th and 6th. It was largely attended 
by representatives of medical and social welfare organiza- 
tions and of local authorities. In his address from the 
chair Sir George Newman said that he doubted whether 
anyone could point to a voluntary movement which had 
been taken up so readily, pursued so persistently, and had 
yielded its results so promptly as that for the saving of 
child life. He described the fall in the infant death rate 
during the last thirty years as the result of many factors, 
but of one above all, namely, the awakening of interest in 
maternal care on the part of the community. He indi- 
cated four lines of further advance: steady continu- 
ance of the attack upon preventable mortality; concentra- 
tion on, and a fuller understanding of, the social causes 
of mortality and sickness; the development and extension 
of the care of children of pre-school age; and, finally, an 
increase of solicitude for the mcther. When a woman 
died in performing the greatest of all physiological func- 
‘ions there should be an adequate inquiry into the cause. 


Maternal Mortality and Morbidity. 

A discussion on the causes and prevention of maternal 
mortality was opened by Mr. Eardiey Holland, who said 
that childbirth ranked third as a ‘killing condition ”’ 
among women of child-bearing age; it was exceeded by 
tuberculosis and organic disease of the heart. The puer- 
peral mortality rate had fallen only by a fraction since the 
early years of the century, a humiliating state of affairs, 
having in view the improvement which had taken place 
in general health. Five countries had an appreciably lower 
mortality than our own—namely, Holland, Denmark, 
Sweden, Norway, and Italy—the figures ranging from 2.3 
to 2.8 per 1,000, as compared with the British figure of 
rather over 4. By a comprehensive and well-directed effort 
we might place ourselves on a level with the Scandinavian 
countries, thus halving our maternal mortality rate, saving 
the lives of 1,500 mothers a year, and improving the health 
of an infinitely larger number. It was a significant fact 
that the Swedish maternal mortality rate had not fallen 
during the last twenty-five years, and it appeared as though 
a mortality rate of about 2.5 per 1,000 was the irreducible 
mitimum, Mr. Holland went on to describe the conditions 
in Sweden, from which he had lately returned. Medical 
students there, during four months of their curriculum, 
lived and worked in the maternity hospital. The period 
of training for midwives was two years, and the training 
was uniform, being conducted in the big maternity hos- 
pitals, and not in a large number of minor training 
centres as was the case in Great Britain. Midwives in 
Sweden were educated women, many of them of a high 
social class. No woman in Sweden, not even the highest 
lady in the land, was attended at her confinement by a 
medical practitioner unless there were complications. Even 
when the doctor administered the anaesthetic, the labour 
was left entirely to the midwife. Of all the confinements 
in Sweden 30 per cent. took place in maternity hospitals. 
Among the differences which Mr. Holland had noted as 
between the Scandinavian and the British outlook was that 
the British woman regarded approaching childbirth with 
fear—indeed, the impression of fear was sown in her heart 
as a girl when she attended church and heard the prayer 
for ‘‘ women in travail, sick persons, and young children ” 
—and he believed that fear affected the function of the 
uterus and accounted for many painful and _ lingering 
labours. In Scandinavian countries, on the other hand, 


. childbirth was regarded as a perfectly natural and even 


domestic function, largely because of the complete confi- 
dence in the obstetric services. 

Dr. Verren Crark (M.O.H., Manchester) said that there 
was likely to be a diminution in the number of those 


delayed and difficult labours which occurred as a result 
of deformities of the pelvis. The great cause of bony 
deformity was rickets, and from various sources, including 
school medical examinations, there was evidence that rickets 
was a disease which the public health administration in 
this country was eliminating. Dr. Clark pleaded for a 
subsidized midwifery service. Mr. Ateck Bourne said 
that while watching the work of some nurses he had been 
convinced that the true principles of asepsis had never 
been learned. Too much antisepsis was sought—in other 
words, reliance on disinfectants to kill organisms on the 
hands and appliances—and there was not enough emphasis 
on cleanliness by washing. The killing power of chemical 
preparations was perhaps emphasized too much in teaching, 
and so an excess of confidence in these substances was 
created. Even the rubber glove was dangerous if the nurse 
used it in touching objects other than the patient’s genital 
passages, but he had known nurses who seemed to think 
that the rubber glove per se gave complete protection. 

A discussion on maternal morbidity, which in some ways 
overlapped the discussion just reported, was opened by 
Dr. Beckwith WuitrHovsE, who set out certain essential 
factors in the attainment of a low morbidity rate—namely, 
that the trained nurse-midwife should be recognized as the 
most suitable attendant for all normal obstetric cases; that 
ante-natal supervision ought to be considered as the duty 
of the medical profession; that ante-natal centres should 
be set up in all areas, at which medical practitioners might 
attend and see their own patients as well as those sub- 
mitted by midwives in the area; that these centres shoul’ 
provide at public cost sterilized obstetric outfits; that pane!s 
of obstetric specialists or consultants should be instituted 
to provide expert opinion if required by a medical practi- 
tioner; and that in-patient maternity departments miglit 
be made available in all hospitals and infirmaries for the 
investigation of difficult ante-natal problems. Mr. Frank 
Cook (assistant obstetrical surgeon to Guy’s Hospital) deait 
with the maternal morbidity due to miscarriages and abor- 
tions, which he was inclined to think that women as a whole 
regarded far too light-heartedly; and Professor Lovisr 
McIzroy and Miss Estner Rickarps discussed the advan- 
tages of post-natal clinics, the former describing the system 
which had been practised for four years with excellent 
results in the obstetric department of the Royal Free 
Hospital, and which served to link together the obstetric 
and infant welfare departments. 


Reduction of Infant Mortality. 

Yet another discussion was on the value of intensive 
methods in the reduction of infant mortality. Dr. Eric 
PritcHaRD gave an account of some investigations into the 
neo-natal death rate of certain boroughs. The very general 
decrease in this death rate recorded in recent years 
was not attributed by those concerned to any one factor, 
but to a combination of factors, mostly connected with the 
improved organization of child welfare administration, the 
greater number and efficiency of health visitors, better 
housing, and the more satisfactory midwifery service. 
Dr. 8. G. Moore (M.O.H., Huddersfield) gave an account 
of the intensive methods adopted in his area, whereby the 
infant mortality figures in a special district fell from 
111 in 1912-14 to just below 70. Dr. Hamiiton Woop also 
described certain results in Warwickshire in the -same 
direction, pointing to the value of voluntary effort and 
co-operation in a rural community. Sir Frepertck Trusy 
Kine told the now familiar story of the child welfare move- 
ment in New Zealand of which he is the director. 

Finally, a discussion was held on the particular problem 
of the unmarried mother and her child, in the course of 
which Dr. R. A. Lyster (M.O.H., Hampshire), after 
mentioning that the mortality rate for illegitimate infants 
was almost double the general rate, dealt with the social 
handicaps placed upon the illegitimate child and its mother. 
He contended that the unmarried mother did not receive 
fair play. Her condition was certainly better than it was 
ten years ago, but among religious bodies and some social 
workers much prejudice still remained. The position of 
the unmarried mother in England was rather worse than 
in many other countries, though better than in certain 
of the American States. Years ago it was quite common 
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for district nursing associations to make it an unbreakable 
rule that the district nurse should not be allowed to attend 
the unmarried mother, and although, through the active 
help of the Ministry of Health, this rule had been broken 
dewn, such concessions as were made were in a grudging 
spirit, and enormous pressure had to be exercised to secure 
the entry of these unmarried mothers into institutions. Dr. 
Lyster contended that such segregation was entirely bad 
as a general principle, and that a strong effort ought to 
be made to keep mother and child together in domestic 
surroundings, the institution being the last resort. 

The Guildhall discussions were only the centre of a large 
amount of activity, and lectures, film displays, and visits 
to welfare institutions filled up a busy programme. 


THE ROBERT JONES BIRTHDAY BOOK. 


Tne dinner and presentation to Sir Robert Jones on his 
seventieth birthday, which was reported in our last issue, 
formed an occasion very unusual in this country. It was 
singular, in the first place, because only one speech was 
made and replied to, and in the second because the guest 
of the evening was presented with a collection of papers 
written for that occasion by his hosts and brother surgeons. 
The Robert Jones Birthday Volume,! as the book is called, 
contains twenty-five original essays by as many friends and 
admirers, and a preface by Sir Berkeley Moynihan, which 
we printed last week at page 30. In making the formal 
presentation of the book Sir Berkeley simply but eloquently 
expressed the feeling of all those present, as well as of 
many colleagues who could not attend. 

Sir Robert Jones has endeared himself, by his charming 
manners and the native kindliness of his nature, to every- 
one who has had to do with him, as much as he has aroused 
admiration and respect by his surgical knowledge and 
ability. For a good many years before the war he was 
highly thought of by orthopaedic surgeons in Europe, and 
still better appreciated by those in America. The war gave 
him the opportunity of serving his fellow men on a scale 
hitherto undreamed of—an opportunity which he seized, 
with results which have long been celebrated. The work 
he did for the wounded in every field of battle where the 
Thomas splint and such-like appliances had been used, and 
in the 35,000 military orthopaedic beds which were placed 
under his direction in the United Kingdom, spoke for itself, 
as his teaching did through the surgeons, both British and 
American, whom he trained. Only a man of extraordinary 
tact, power of conciliation, and sweet reasonableness could 
have done what he did in those eventful years. 

Since the armistice he has not rested on his laurels, but 
has devoted his time and talents to the organization 
throughout the country of the care and cure of cripples, 
with a success to which many clinics and hospitals already 
bear witness. 

It is perhaps well that the orthopaedic surgeons of to-day 
should be reminded that mighty men lived ere Agamemnon, 
and should be told of the achievements of their prede- 
cessors, some of whom made remarkable steps in advance, 
which often, however, led to little permanent progvess, 
because the time was not ripe till Morton and his followers 
had abolished pain from the operation table and Lister had 
abolished suppuration from surgical wounds. Mr. Muirhead 
Little’s opening paper on orthopaedics before Stromeyer 
should have such an effect, while at the same time it once 
more brings home to us how fleeting is surgical, and 
especially orthopaedic, reputation. Among the twenty-two 
clinical essays in the volume are six by leading surgeons 
of the European continent and America, one of whom 
Dr. Murk Jansen of Leyden, has been so long closely ‘ieee. 
ciated with British orthopaedic surgeons that we hardly 


1 The Robert Jones Birthday Volume: A Collection of Surgical 
Oxford Medical Publications. London: Milford, 
1928. (Cr. 4to, pp. xii + 434; illustrated. £2 2s. net.) : 


think of him as a foreigner, since his devoted services to 
British sailors interned in Holland earned our hearty 
gratitude. His paper on dissociation of bone growth is a 
valuable and suggestive contribution to surgical know- 
ledge and pathology. Professor Clarence Starr of Toronto 
is one of ourselves. He writes a pithy essay on a subject 
which he has made his own—that of acute infections in 
hone. He urges once more the importance of early recog- 
nition and early treatment of osteomyelitis. 

In the scope of this notice it is impossible to do justice 
to a collection such as this, whose authors are all recognized 
authorities on orthopaedic subjects, and we can do little 
more than indicate them and recommend the study of the 
originals to our readers. Professor Osgood of Boston dis- 
cusses the relations of intestinal stasis with spinal and 
sacro-iliac arthritis, a subject which requires much investi- 
gation before any exact pathology is possible. Professor 
Putti describes cases of tumour of the femur and _ the 
extensive bone-grafting operations which were necessary to 
fill the gap left by excision of the growths. Professor Hey 
Groves draws attention in a practical paper to the possi- 
hilities of cure of congenital dislocation of the hip, which 
ought to be better appreciated by practitioners than they 
yet seem to be. Professor Nathaniel Allison of Harvard 
has chosen the open operations for the same deformity as 
his subject. He is not very hopeful in estimating the 
results of manipulative reduction, but favours open opera- 
tion in many cases, or, as a last resort, Lorenz’s bifurca< 
tion operation. Mr. R. C. Elmslie writes on fibrocystie 
diseases of the bones, a subject to which he has given much 
attention. Mr. Thurstan Holland of Liverpool gives us 
the benefit of an almost unequalled experience and keen 
observation and judgement in his well-illustrated essay on 
the accessory bones of the foot and some other conditions. 
The difficult subject (as regards treatment) of spiral frac- 
tures is discussed by Mr. A. Brownlow Mitchell of Belfast, 
with instructive illustrations. Mr. Harry Platt of Man- 
chester draws upon his large experience of nerve injuries 
for his essay on nerve complications in injuries of the 
elbow. Mr. Fairbank’s paper on infantile or cervical coxa 
vara is full of interest, and should give its readers much 


help in the diagnosis and treatment of this deformity.. 


Mr. McCrae Aitken writes hopefully of the treatment of 
curvature of the spine, emphasizing the importance of the 
cultivation of postural reflexes in its correction, as well as 
plaster jackets. Mr. Rowley Bristow gives a good account 
of cysts of the semilunar cartilages of the knee, and well 
sums up the evidence for and against the various theories 
of their causation without being able to arrive at a 
positive decision. This paper is illustrated by colour 
prints of microphotographs as well as by ordinary photo- 
graphs. Mr. Alwyn Smith of Cardiff offers many points of 
interest in his paper entitled ‘“ Sidelights on knee-joint 
surgery,’? as does Mr. McMurray of Liverpool on the 
diagnosis of internal derangements of the knee. Mr. 
Blundell Bankart has written a practical paper on disloca- 
tions of the shoulder-joint. Dr. Calvé of Berck-Plage 
writes on infantile vertebral osteochondritis, Sir W. I. 
de Courey Wheeler on bone grafting in Pott’s disease, Mr. 
Girdlestone on operations for tuberculosis of the hip, and 
Mr. Laming Evans on astragalectomy, which operation 
he shows to have been practised as long ago as 1608. The 
paper of Mr. Naughton Dunn on arthrodesis of the tarsus 
for deformity, and that of Mr. Trethowan on fracture 
dislocation of the ankle-joint, are as practical and valuable 
as might be expected of surgeons of their ability and 
special experience. 

The volume is appropriately wound up with an apprecia- 
tion of Sir Robert Jones by Sir John Lynn-Thomas, who 
indicates from first-hand knowledge the part played by 
his friend in the marvellous development of orthopaedic 
surgery during and after the war. 
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LUNACY LAW AND ADMINISTRATION: 
WISE WORDS TO THE PUBLIC. 


In the Times of July 4th and 5th Sir Frederick Willis, 
who recently retired from the chairmanship of the 
Board of Control for England and Wales, gave a few 
of the impressions he has gained during his seven 
years of office in that capacity. In these two artieles 
he discusses matters of grave national importance, 
and these ‘‘ impressions ’’ will be justly appreciated 
as the weighty conclusions of one who has spent a life- 
time in the public service with much distinction, 
latterly in a position which invests his utterances 
with exceptional authority. 

Sir Frederick Willis has addressed himself to the 
general public, and it was no doubt fitting that he 
should say, first of all, that there is no foundation for 
the allegation that sane persons are frequently certified 
as insane and detained in mental hospitals or that 
cruelty to patients is practised in these institutions. 
Shortly after he entered on his duties, he says, grave 
complaints of this nature were made in certain 
quarters; frequently lurid details were given, but 
generalivy no information by which the institution 
could be identified. When the complaints admitted 
of investigation inquiries were made, and in every 
case it was proved that the charges were without 
foundation. The Royal Commission on Lunacy and 
Mental Disorder, it will be remembered, reported to 
the same effect, and it is to be hoped that, for a little 
while at least, the public mind may be set at rest on 
a matter with which all who have to deal with the care 
of the insane are well satisfied. Yet this same public, 
apprehensive and at times darkly suspicious of mental 
hospitals, has not been aroused as it should be, Sir 
Frederick says, on the whole subject of the incidence 
and treatment of mental disease. Indeed, he describes 
the attitude of the public to this most dreaded form 
of illness and to the supremely important matter of 
the mental health of the nation as one of singular 
apathy. ‘‘ The view seems still to obtain that insanity 
cannot. be avoided; that nothing can be done to pre- 
vent or cure it; and that all that can be done is 
to place sufferers in some institution where they will 
be looked after; and, unfortunately, in too many 
— the friends then desire to forget all about 
them.”’ 

After paying a well-deserved tribute to the mental 
hospitals of this country, which have evolved from 
asylums to real hospitals, with expert and specialist 
services and instructed and devoted nursing staffs, 


, Sir Frederick Willis calls attention to the apparent 


fact that, notwithstanding the great improvements of 
recent years in the care and treatment of the insane, 
the incidence of insanity has not been materially 
reduced, nor. has the recovery rate materially im- 
proved. In support of these serious statements he 
quotes official figures which show that the ratio of 
first admissions (the index to ‘‘ occurring ’’ insanity) 
to all mental hospitals per 10,000 of population, which 
was 4.07 in the year 1869, rose to 5.25 in 1919, and 


with minor fluctuations declined to 4.48 per 10,000 in 
the year 1926. Similarly, with regard to recoveries the 
returns made to the Board of Control show that during 
the last twenty-five years the recovery rate for all insti- 
tutions has remained practically stationary at about 
32 per cent. of the numbers admitted. These figures 
Sir Frederick Willis considers exceedingly unsatis. 
factory, especially in comparison with the marked 
improvement in the publie health as revealed by the 
striking reduction in the general death rate from 22.4 
per 1,000 in the five years 1846-50 to 10.9 per 1,00C 
for the quinquennium 1921-25. The only hope he 
sees of reducing the incidence of insanity and im- 
proving the recovery rate lies in so altering the law 
as to allow and encourage the early and _ skilled 
treatment of persons mentally ill. 

Deferring for the moment any excursion into the very 
intricate subject of lunacy statistics, it is to be noted 
that in these two articles the late chairman of the 
Board of Control—himself a lawyer, a civil servant, 
and, from the medical point of view, a layman—is 
urging the public to press for legal reforms which 
have been advocated time and again in the columns 
of the British Medical Journal, concerning which 
the whole medical profession is at one, and which 
were strongly recommended to Parliament by the 
Royal Commission on Lunacy and Mental Disorder 
in July, 1926. The law as it stands to-day 
(and as it is likely to stand, Sir Frederick Willis 
thinks, until public opinion is fully aroused to 
the need for action) is a compromise between the 
principles of medical treatment and the cardinal legal 
principle of safeguarding the liberty of the individual 
to manage himself and his property. Unfortunately 
the compromise has a strong bias in favour of the 
Jatter principle, inherited from the time when asylums 
were places of detention rather than of scientific treat- 
ment. The existing lunacy code, said the Royal Com- 
mission, bristles with precautions against improper 
detention, with the result that, whereas in every other 
type of institution for the treatment of disease the aim 
is to get in touch with the patient at the earliest 
possible stage, in the case of insanity the patient is 
not admissible to most institutions until the disease 
has so far progressed that he is a certifiable ‘* lunatic.’’ 
Certification, the Commissioners said, should be the 
last resort in treatment, not its prerequisite. For this 
purpose they recommended a great extension to all 
mental hospitals of the voluntary system, whereby 
uncertified patients, able and willing to submit tc 
treatment, might be admitted. This system is at 
present restricted in England and Wales to registered 
hospitals and licensed houses for private paying 
patients, and to two hospitals maintained with public 
money—namely, the Maudsley Hospital and the City 
of London Mental Hospital. 

Apart from financial considerations, the extension 
of the voluntary system to public mental hospitals is 
not likely to provoke much opposition. The real bone 
of contention will be the further proposal to legalize 
the provisional or temporary treatment without certifi- 
cation in public and private mental hospitals, or, if 
the institutions meet with the approval of the Board 
of Control, in general hospitals, nursing homes, and 
‘* single care,’’ of the involuntary mental case. In 
this connexion the term “‘ involuntary,’’ for reasons 
which appeared to them sufficient, was taken by the 
members of the Royal Commission to apply both to the 
case without volition and to the unwilling or resistant 
patient. No doubt the Royal Commissioners were 
correct in maintaining that even if there is no volition 
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the liberty of the individual is none the less infringed 
if he is removed and detained under treatment. It 
may be hazarded, however, that the assimilation of the 
non-volitional with the unwilling or resistant case 
contributed at least to the recommendation by the 
Royal Commission that a necessary preliminary for the 
treatment without certification of the whole involun- 
tary class of patients should be the intervention of 
a magistrate. There can be no question that this 
procedure—the bringing in of the justice—will be 
regarded by the public as tantamount to certification, 
and if carried into effect will remove the chance of 
early treatment of mental disorder without certification 
from a considerable proportion of the very cases to 
whom it ought to be given. This is the criticism very 
cogently expressed in the report of the Lunacy and 
Mental Disorder Committee of the British Medical 
Association,’ which will be discussed by the Repre- 
sentative Body at Cardiff in a few days’ time. The 
following words of the report of the Royal Commission 
seem very much to the point: “* But when all is said 
and done, reliance must inevitably be placed at some 
point on the skill and integrity of the medical man. 
If confidence is not reposed in the medical profession 
no system of protection can be devised which will 
not ultimately break down.”’ If such confidence in 
the profession is well founded, the intervention of a 
magistrate becomes superfluous in all cases in which 
the patient does not deliberately resist treatment. 
Unless the law is altered, says Sir Frederick Willis 
in conclusion, no improvement in the incidence of 
insanity or the recovery rate would seem to be likely. 
“The fact that we have failed to get the legislation 
necessary is at least an indication that public opinion 
has not been aroused on this subject as it should be.’’ 
It is greatly to be hoped, on every ground, that his 
wise words will do something to shake the public out 
of its apathy. 


BOVINE TUBERCULOSIS IN THE UNITED 
STATES. 


BovixeE tuberculosis has many aspects of interest to 
the medical. man, not the least of which is the part 
it plays in causing disease in human beings. The 
bacillus can be conveyed to man both in meat and in 
milk; but as milk is the only animal food largely used 
in the raw state it is by far the more important. The 
value of a pure milk supply cannot be overestimated, 
and it is of considerable interest to know what the 
United States are doing to produce this. Tubercle- 
free milk, in theory, need not necessarily be clean milk; 
and a tubercle-free herd of cattle is not necessarily a 
healthy one. Nevertheless, the work of the last ten 
years in America has shown that, in practice, when 
a herd is freed from tuberculosis the general hygiene 
improves, the poor stock becomes weeded out, the milk 
yield increases in individual animals, and the bacterial 
purity of the milk improves enormously. At the seme 
time the price of milk does not rise. 

The general campaign in America takes two forms— 
antituberculosis work among stock and the passing of 
pure milk ordinances. In both respects it is recog- 
nized that little can be accomplished without the aid of 
the stock owner and the milk producer, and so in all 
cases the first and probably the most important step 
is to educate the people generally. The forming of 
accredited herds was the first active step, taken ten 
years ago; and the herds thus passed as free from 
bovine tuberculosis have increased from 204 in the first 


1 British Medical Journal Supplement, April 28th, 1928, p. 170. 


accredited or are under process of becoming so. One 
of the most active of the States in this work is New 
York, and some account of the methods adopted there 
may be of interest.'. All testing is confined to areas— 
a township being the unit—and 90 per cent. of the 
herd owners must sign up before testing commences, 
The test adopted is the ophthalmic-intradermal one, 
as it is believed that the double method has definite 
advantages over any single method. Arrangements 
are made so that all the cattle in the unit can be tested 
in # week, and a sufficient force of veterinarians is 
employed to do this. All reactors are branded, segre- 
gated, appraised, and shipped to a public abattoir, 
Where they are slaughtered. All infected premises 
are disinfected according to printed instructions, and 
infected herds are retested at intervals of two or three 
months until a clean test is obtained. Even though 
no lesicns are observed at necropsy, if one or more 
reactors are found the herd is treated as infected. All 
additions to herds must be made from other accredited 
herds, and after 90 per cent. of cattle have been tested 
a quarantine may be instituted prohibiting the intro- 
duction of cattle which have not been tested within 
sixty days. Accredited herds are retested yearly. This 
plan has now been in operation for two years with 
very beneficial results, and over half the cattle in the 
State have been tested. It is estimated that by the 
vear 1936 all the herds in the State will be accredited. 
* The other plan for the eradication of bovine tuber- 
culosis is to a certain extent complementary. This 
consists in the adoption of pure milk ordinances, and 
so far more than 2,000 towns and cities have done this. 
In Chicago, for example, such a pure milk campaign 
has been instituted.? All milk sold must be from 
healthy cows, and in spite of numerous objections from 
the milk trade and others this has been enforced. The 
supply has remained ample, while the consumption 
of milk has been raised by 15 per cent. to nearly 
a million and a quarter quarts daily. The yield 
of milk per cow has increased, and the price has 
remained at the old level (14 cents per quart). 
Improved quality and further safeguarding of the milk 
supply at its source have been secured through inspec- 
tion of dairy farms. Tuberculin testing has become 
immensely popular, and it has been found that the 
cleaning up of the disease in cattle has been accom- 
panied by A general improvement in hygiene and 
methods. Most striking of all, the bacterial quality of 
the milk has improved by 45 per cent. during the past 
year, and infant mortality (children under 1 year) has 
decreased by 11.5 per cent., while deaths from enteritis 
and diarrhoea in children under 2 years have been 
reduced by 33.2 per cent. Similar results are reported 
from other localities, and many neighbouring counties 
and cities are following the examples set by New York 
and Chicago. 

America is evidently taking this problem very, 
seriously. Although the results of the strictly anti- 
tuberculosis campaign will not be apparent for several 
years yet, the general improvement of milk has had an 
immediate find beneficial effect, and this has provided 
us with an example which deserves the most serious 
consideration of those concerned with public health 
in these islands. 


1 E. T. Faulder: Journ. Amer. Vet. Med. Assoc., 1928, }xxii, 771-781. 
2H. M. Bundesen; Ibid., 810-812. 
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A TAX ON KNOWLEDGE, 

Tur idea of a tax on knowledge has ever been repugnant 
to the spirit of the British constitution, of which the 
House of Commons is the prime guardian, and it is there- 
fore in keeping with tradition that a member of that 
House, Captain Ian Fraser, should have drawn the atten- 
tion of the Chancellor of the Exchequer to the fact that 
the customs duty on imported cinematograph films operates 
as a means of excluding from this country certain films of 
high scientific value. A summary of the debate in the 
House of Commons appeared in our Parliamentary Notes 
last week (p. 37), from which it will be seen that 
Captain Fraser, who was supported by medical members of 
Parliament, proposed an amendment to exempt from duty 
films recording scientific investigation or research. The 
official reply was, in the first instance, to the effect that it 
would be impracticable to attempt to discriminate between 
“ wholly educational films ’’? and others. It seems possible 
that this view arises from the use of the word 
“educational ”? in the cinematograph industry to describe 
films of travel, of scenic interest, or of wild life, which 
are educational only in the broadest sense. Captain 
Fraser’s amendment referred to films of the type described 
by Professor H. H. Turner of Oxford in a letter to the 
Times which appeared on July 3rd, relating in detail the 
almost incredible difficulty and delay which arose when a 
distinguished American astronomer, visiting this country 
on the invitation of the Royal Astronomical Society, 
brought with him two films of high scientific interest 
illustrative of his subject-matter—the atmosphere of the 
planets. One was intended for presentation to that 
society. Evidence that ‘‘ Circumlocution Department ”’ 
methods persist is given by the fact that, despite the 
ample assurance of the integrity of purpose of the owner 
of the films given by his sponsors in this country, dealings 
with seven successive officials were necessary before one 
of the films could be released on payment of the duty, 
amounting to 29s. Other items brought the total expense 
to about £4, and the second film was returned to America; 
the proceedings occupied between two and three days. 
Certainly, if the procedure adopted in this case, where 
there was no attempt at evasion, is essential, the adminis- 
trative obstacles seem almost insurmountable. The com- 
plexity and absurdity of the business, however, really adds 
weight to the suggestion made in Parliament by Dr. 
Drummond Shiels, and developed by Captain Fraser, that 
the Customs administration should agree to accept certifi- 
cation by responsible scientific bodies, such as the Royal 
Society, the Royal Astronomical Society, or the British 
Medical Association, as evidence that certain films are 
worthy of exemption from duty. Mr. Churchill has under- 
taken that the question shall be reopened, and it is to be 
hoped that no opportunity will be lost by those interested 
in pressing the point at issue. The incidents quoted above 
—as well as others reported in the Times by Dr. R. G. 
Canti on June 27th and by the secretaries of the British 
Association on July 6th—make it clear that the duty on 
such films is a tax on knowledge, to be resisted by 
organized science with the same tenacity of purpose which 
animated a long-dead Scottish publisher at Greenock, in 
the days of the stamp duty upon newspapers, to produce 
his weekly journal printed upon cotton sheets and describe 
it as the Greenock News Clout! The cinematograph is now 
not merely a valuable aid in medical education; it has 
already established itself as an instrument of precision in 
scientific research. In a matter of this importance it is 
the duty of the Treasury to override the objections of 
Customs officials, particularly when the films concerned, 
almost without exception, neither compete with any British 
commercial product nor offer any prospect of profit to 
their owners, their importers, or their users. 


CRIME AND THE CRIMINAL. 
Ir is opportune, now that the public mind is seriously 


_ exercised as regards police organization and methods, and 


while the revival of Mr. Galsworthy’s powerful play Justice 
has renewed thought and deepened concern with refer- 
ence to prison conditions and their effect on the prisoner, 
that there should recently have been published for the Penal 
Reform Committee of the Society of Friends a pamphlet 
on English Penal Methods,' and in the well-known ‘ To-day 
and To-morrow ”’ series a little book by George Godwin 
entitled Cain, or the Future of Crime.? Both are short. 
The former contains only thirty-three pages of reading 
matter with a short bibliography, and the latter just over 
one hundred small pages, to which are added some twenty 


others advertising the series to which it belongs. The 


general content and main thesis of both publications are 
similar, but the pamphlet—less than half the length of the 
booklet, and enly one-fifth its cost—is by far the clearer, 
saner, more logical, better arranged, more practical of the 
two. It claims, and in fact justifies its claim, to present 
for the first time within small compass an up-to-date outline 
of past and present aims in penal administration, to 
summarize the changing approach to the treatment of 
delinquency, and to outline what are held to be the most 
desirable and immediately practical steps in penal reform, 
and it does these things in a plain, orderly, and effective 
fashion. The booklet—in accordance, probably, with the 
aim and intention of the series to be startling, vivacious, 
whimsical, provoking—presents a very similar attitude 
towards immediate practical problems in a less balanced 
manner, and looks beyond these to a more remote and 
doubtful future when (if we follow the author aright) the 
chief crimes will be to be financially successful, to have 
no children, to beget children at too short intervals, or to 
have leisure; and when the chief punishments for these 
crimes will be for the State to appropriate accumulated 
individual possessions, to confiscate and rear children (occa- 
sionally allowing the mother to be its trustee), and to 
exterminate or at least sterilize the offenders. Society’s 
attitude towards the criminal is here indicted as a relic. of 
barbarism; the criminal is considered to be curable or 
incurable, and the duty of society to cure him if it can 
and to destroy him if it cannot. The more restrained 
manner is the more effective in calling attention to a 
practical problem and in pointing to a rational method of 
dealing with it. There are few thinking people who now 
dispute that the prime aim of punishment should be 
reform of the offender, his transformation, if possible, 
from a social liability to a social asset. This is not incom- 
patible with the further object of protecting society— 
indeed, where possible it is obviously the best way of 
affording that protection. At first our prisons (except the 
debtors’ prisons) were not places of punishment, but merely 
places of detention for those who would, when the judge 
came, be discharged; or hanged, or transported. The 
judge’s: business was to empty them, not to fill them. 
Later they became places for the incarceration of convicted 
persons as an alternative to transportation. Of recent 
years it has been increasingly the object to avoid sending 
offenders to prison at all when this can possibly be done, 
and to make the prison, when used, a place of psycho- 
logical investigation, of educational ‘work, and of reforma- 
tive intention. These objects are as yet, however, very 
imperfectly carried out, partly because public opinion and 
magisterial practice are not sufficiently enlightened, partly 
from other difficulties which are gradually being overcome. 
Children’s courts and the treatment of young offenders, 


1 English Penal Methods. Published for the Penal Reform Committee of 
the Society of Friends. London; Friends’ Book Centre. Price 6d. 

2 Cain, or the Future of Crime, By George Godwin. To-day and 
To-morrow Series. London: Kegan Paul, Trench, Trubner and Co., Ltd. ; 
New York: E. P. Dutton and Co, 1928. (Fcap. bvo, pp. 108. 2s. 6d. net.) 
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the probation system, poor -persens’ defence, medical 
observation and report before conviction or before 
sentence, the imposition of fines with an extended time for 
payment, the remission to reformatory or Borstal institu- 
tions (though these are not in all respects suitable, and 
are in some degree still penal), are all proving satisfactory 
means of avoiding ordinary imprisonment. The effective 
application of the Mental Deficiency Act, especially in its 
recently amended form, will do much in the same direction. 
The use of specialized prisons, education and recreative 
work in prisons, and prison visitation, are giving a more 
rational character to the detention itself; and = such 
organizations as discharged prisoners’ aid societies, with 
their more constructive recent methods, are helping to 
combat recidivism. The effects and still necessary develop- 
ments of all these means are well set forth in the pamphlet 
under review, and, in addition, such subjects as capital 
punishment, preventive detention, and the indeterminate 
seitence are touched upon. 


MINERS’ PHTHISIS IN SOUTH AFRICA. 
Owe to the regrettable illness and retirement of Dr. 
Watkins-Pitchford from the chairmanship of the Witwaters- 
rand Miners’ Phthisis Medical Bureau, the publication of 
the annual reports on the work of the bureau during the 
last two years of his term of office has been delayed. 
They are now published in a single report by his successor, 
Dr. Louis G. Irvine, who has been first medical examiner 


to the bureau since its inception in 1916. This report: 


follows the lines of the previous ones, and is packed with 
information. Unfortunately, however, the information is 
so condensed that it is not easy for the casual reader to 
get a grasp of the medical problems with which the gold- 
. Mining industry of South Africa has to contend. It would 
be a great advantage if the more important features of 
the report could be set forth in a brief summary, and we 
should like to enter a plea that this be done in future 
years. The methods employed for diminishing the amount 
of dust in the air of the mines have been so successful that 
the old type of ‘‘ miners’ phthisis ”’ is disappearing. The 
large, heavy lung with extensive fibrosis is giving place 
to the type in which the infective process plays the 
predominant part. Indeed, Dr. Watkins-Pitchford has 
expressed the opinion that in these days the development 
of what appears to be a simple silicosis is initiated by 
a tuberculops infection. Whereas in the past tuberculosis 
supervened upon silicosis, it is now believed that the 
precesses are reversed, and that a retention of silica in 
the lungs depends upon the presence of a tuberculous 
infection. Pathological confirmation of this view is still 
lacking, but it has at least the value of focusing attention 
upon the importance of the initial physieal examination 
of all individuals applying for employment in the mines. 
During the ten years 1916-17 to 1925-26 there have been 
only ten cases of simple silicosis arising among ‘ new 
miners,’’? one case of combined silicosis and tuberculosis, 
and fifteen cases of simple tuberculosis, Taking into con- 
sideration the number of men employed, these figures are 
by no means excessive, and, if Dr. Watkins-Pitchford’s 
views are correct, the continuation of a system of rigid 
initial examinations, combined with measures for the 
detection of tuberculosis in the earliest stages in indi- 
viduals, should be followed by an even more satisfactory 
diminution of pulmonary diseases on the Rand. The 
bureau has always been justly proud of its z-ray service, 
and continued improvement in the radiographs is recorded 
in this report. The radiographs are controlled by clinical 
examinations and the pathological examinations of the 
lungs of diseased miners, but it is not clear whether this 
correlation includes the pathological examination of the 
thoracic viscera in situ. No doubt, for ordinary purposes, 
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examination of the lungs after removal from the body is 
sufficient, but for accurate control of the clinical and 
z-ray findings a careful inspection of the cadaver itself is 
necessary, and should yield extraordinarily interesting 
data. The work of the bureau is conducted on truly 
heroic lines, and throughout the whole report there is 
abundant evidence that the medical officers of the Rand, 
whether officials of the bureau or in the employment of the 
mines, are fully alive to their responsibilities. Not far 
short of a quarter of a million miners, Europeans and 
natives, are employed in the mines, and only a_ highly 
efficient organization could deal adequately with these 
numbers. The very satisfactory state of affairs revealed in 
the report is a matter of congratulation to all concerned. 


TREATMENT OF PLACENTA PRAEVIA. 
Tue Transactions of the American Gynecological Society* 
for the year 1927 maintain their usual high standard of 
interest and value. Communications on a variety of sub- 
jects are presented, and of the eighteen papers eight refer 
to obstetrical and ten to gynaecological conditions. The 
list of contributors includes many well-known names, such 
as Polak, Novak, Rubin, DeLee, Sampson, and Bill; but 
apart from the papers themselves great interest attaches 
to the discussions upon each separate paper read to the 
seciety. The transactions cover a wide field, for pathology, 
surgery, radiotherapy, and research have been dealt with in 
the year’s work. To single out any one article for special 
comment is not easy, but Dr. Bill’s communication on the 
treatment of placenta praevia is one of definite clinical 
importance. That most women who succumb to placenta 
praevia do so after delivery has long been recognized, and 
Dr. Bill asserts that injury to the placental site in the 
lower segment is the cause of the haemorrhage which so often 
proves fatal. Such injury may occur without any evidencé 
of trauma of the cervix. Any treatment which will avoid 
such injury will give improved results, and accordingly 
Caesarean section is urged for all but the mildest degrees 
of placenta praevia. The statement is made that scant 
attention has hitherto been paid to the amount of blood 
lost before treatment is started, and a plea is therefore 
put forward on behalf of blood transfusion when carried 
out before delivery is begun. ‘‘ No patient is delivered 
who has a blood count below 3 million reds and a blood 
pressure below 90-100 systolic and 60 diastolic, until blood 
transfusion has been given.’”? Dr. Bill’s results are very 
good both for mother and child, even admitting that all 
the cases were treated in hospital. Vaginal examination 
is not performed, in order to eliminate one great source of 
infection in such cases. The paper was well supported in 
the subsequent discussion, but more than one speaker 
remarked that podalic version was still the most useful 
line of treatment for patients who must he attended 
outside of hospital. The combination of blood transfusion 
and the Caesarean operation is not a fresh method of 
dealing with so grave an obstetrical complication as the 
one under discussion, but it is well that such procedures 
should receive the attention of the leading scientific 


societies. 


A GUIDE TO SPECIALIZED INFORMATION. 
Frew experiences cause more annoyance to anyone engaged 
in research or study than to reach the point when the 
available mine of information has been worked out to its 
last vein and one has not the least idea how to locate the 
next. The mineralogical metaphor is pardonable, for there 
is indeed a close resemblance between the geological struc- 
ture of the ecarth’s surface and the distribution and 
varying accessibility of our stock of knowledge as embodied 


1 Transactions of the American Gynecological Society for tie Year 1927. 
Edited by Flovd E. Keene, M.D. Vol. 52. St. Louis: C. V. Mesby 
Company. 1928. (Roy. 8vo, pp. Iviii + 277; illustrated.) 
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in books and documents. There are large quarries like the 
British Museum library, capable of yielding more than 
a little of everything; there are mines useful for one 
particular subject, such as the libraries of the learned 
societies and trade organizations; there are rich inacces- 
sible little veins in all sorts ef unexpected places. Some of 
the deposits lie on the surface; some within easy reach; 
some are buried in the depths where only experts can locate 
them. The preparation of The Aslib Directory' represents 
an effort to survey the field of written and printed know- 
ledge as it exists in Great Britain and Ireland, and to 
turnish the seeker after truth with a map of the territory 
open to his exploitation. It is a work of reference of a 
type and scope which has often been envisaged but never 
realized in this country until now. A subtitle describes it 
as ‘*‘a guide to sources of specialized information,’’ but 
this is perhaps an understatement—the directory may well 
prove attractive to the general reader whose tastes are 
catholic, whose curiosity is easily aroused, and who will be 
glad to know where he can find reading matter to satisfy 
his appetite fer knowing a little about everything. Serious 
students will, however, be specially grateful to the Associa- 
tion of Special Libraries and Information Bureaux, from 
whose initials the book takes its uncouth title, and whose 
efforts, with the financial assistance of the Carnegie United 
Kingdom Trustees, have made its production possible. 
Mr. G. F. Barwick, late Keeper of Printed Books at the 
British Museum, has acted as editor, while Sir Frederic 
ti. Kenyon and Sir Ernest Rutherford contribute short 
introductions explaining the genesis and aim of the work. 
In these days, when scienttfic periodicals are nunrbered in 
thousands and new books appear in hundreds every month, 
the value of one general index to existing collections of 
printed matter needs no emphasis. The compilers of the 
Astib Directory have cast their nets wide, but the mesh 
has been small; the range of subjects dealt with is there- 
fore extensive. Entries under the letter ‘‘A’’ in the 
subject index include ** amber”? and archery as well 
as agriculture ’’ and anthropology.” In format and 
typography the volume is well fitted to its purpose. The 
method of arrangement should make reference easy; the 
main part of the directory falls into three sections, of 
which the first is arranged under subjects, the second under 
places, and the third is an index to names and named 
collections occurring in the two others. Information under 
subject headings includes, where appropriate, an indication 
of the nature, extent, availability, and location of known 
collections of material; a note of any useful source (for 
example, banks, consular agencies, trade organizations) ; 
a list of any periodicals dealing with the subject. The 
second section embodies similar information wnder the 
names of towns and villages; in some cases readers may be 
surprised to learn how rich are their local resources. It 
is probable that the appearance of this first edition will 
lead to an access of information to the association which 
will be embodied in future issues. Meantime it is intended 
that the material should be kept up to date in the office 
files of that body, where it is available for members. 
Both Sir Frederic Kenyon and Sir Ernest Rutherford, in 
their introductory notes, appeal for the co-operation of 
scientific workers and others in this enterprise, and their 
plea should find a ready response everywhere. 


CANCER CONTROL. 
In view of the International Conference on Cancer in 
London next week, to which we referred again on June 
23rd (p. 1076), attention may perhaps be drawn to a paper 
by Dr. W. B. Coley in the June issue of the Atieriean 


"The Aslib Directory. Edited by G. F. Barwick, B.A. Introductions 
by Sir Frederic G. Kenyon, G.B.E., K.C.B., D.Litt., and Sir Ernest 
Rutherford, O.M., D.Se. London: Association of Special Libraries and 
Information Bureaux: London, Edinburgh, and Glasgow: Oxford Uni- 
versiiy Press, 1928. (75 x 114, pp. xiii + 425. 2lIs. net.) 


Journal of Surgery. Dr. Cotey—whose interest in a 
possible bacterial cause of cancer is wéll known—discusses 
the problent of control in considerable detail. It appears 
that the American Society for the Control of Cancer has 
lately obtained a million dollars for endowment, and the 
question arises how the income from this fund can be most 
profitably laid ont. He suggests that a substantial amount 
should be spent on collecting more accurate-~ first-hand 
information ahout the geographical distribution of cancer, 
with special reference to its wide variation in incidence, 
and that propaganda among the laity, directed towards 
the recognition of early cases, should be supplemented by 
more instruction to medical practitioners im the diagnosis 
of malignant tumours. In his opinion it is better to place 
money at the disposal of hosprtals and laboratories already 
established, and possessing clinical and laboratory staffs, 
than to use it in founding new institutions. As might be 
expected, Dr. Coley advises further and more intensive 
research into the infective origi of cancer and the possi- 
bility of treating inoperable tumours—especially sarcomata 
—by bacterial toxins. He advocates a systematic attempt 
to obtain complete after-histories of all patients treated 
for malignant disease in the leading hospitals of the world, 
and the publication of these end-results, so that some 
definite notion may be gained of the percentage of patients 


-with malignant tumours who have kept well for a period 


of five vears after treatment. As Dr. Coley will be taking 
part in the forthcoming conference he may have an oppor- 
tunity then of pressing upon his fellow workers the opinion, 
stated in this paper, that international cancer congresses, 
for the interchange of experience and ideas, ought to be 
held at least every three years. 


DAWSON WILLIAMS MEMORIAL FUND. 

MEETING OF SUBSCRIBERS. 
A GENERAL meeting of the subscribers to the Dawson 
Williams Memorial “Fund was held at the house of the 
Royal Society of Medicine on July 10th wnder the chair- 
manship of Sir Humpary Rotieston. The purpose ef the 
meeting was to hear a statement by the honorary treasurer 
(Sir StClair Thomson) and to decide on the form of the 
memorial. Among others present were Dr. H. B. 
Brackenbury (Chairman of Council of the British Medical 
Association), Dr. C. O. Hawthorne (Chairman of Repre- 
sentative Body), Mr. W. McAdam Eecles, Mr. H. 8. Souttar, 
Dr. William Hunter, Dr. Charles Buttar, Dr. H. W. Nott, 
Dr. Alfred Cox (Medical Secretary, British Medical Asso- 
ciation), and Dr. N. G. Horner (Editor, British Medical 
Journal). 

Letters expressing regret at inability to attend were 
read from Lord Dawson, Sir Robert Philip (President of 
the British Medical Association), Sir Donald MacAlister, 
Sir James Berry, Mr. V. Warren Low, Dr. Andrew Balfour, 
Professor Fraser, Dr. E. R. Fothergill, and a number of 
others, and several of these indicated their approval of the 
suggestion that the memorial should take the form of a 
periodical prize for the hest work on pediatrics. Professor 
Blair Bell wrote that he thought it might be a condition 
of the prize that the work should be published in the 
British Medical under a_ suitable heading to 
identify it with the memorial, and Dr. Chalmers Watson 
wrote to suggest that the memorial should be in some way 
directed to the enconragement of the general practitioner, 
in whose interests Sir Dawson Williams lahouretl for the 
greater part of his working Efe. 


A Prize for Pediatries. 

Sir SrCrarm Tromson reported that the contributors to 
the fund numbered 389, and the sum subscribed was £880, 
out of which a small amount—less than 5 per cent. of the 
total—had been eapended on the necessary postages, 
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printing, and clerical work. The proposal of the Organizing 
Committee that the memorial should take the form of 
a prize, to be awarded every two years or at longer 
intervals, for the best work which had appeared on 
pediatrics since the previous award, was then considered. 
Sir Husxipury Roiieston said that this suggestion arose 
out of a remark by Sir Dawson Williams’s successor in the 
editorship of the British Medical Journal, that disease in 
childhood was the subject which held Sir Dawson’s special 
interest right up to the end of his life, and it was his 
desire, as expressed in their last conversation, that the 
then projected testimonial should take some such form. 
The interest on the money subscribed would be scarcely 
enough for a worthy prize to be offered annually, and there- 
fore it was thought that it might be given every two 
or three years. The question was debated whether the 
prize should carry the obligation of giving a lecture, Dr. 
Ha\wTHorNE pointing out that a lecture would have the 
advantage that it would appear as such in one or other 
of the medical journals, whereas in any other form the 
work might come within the cognizance of very few. Sir 
S7rCiam Tomson suggested that the details should be left 
in the hands of the trustees to be appointed, and after some 
discussion, the main proposal of the Organizing Committee 
having been adopted, it was agreed to leave it to the 
discretion of the trustees as to whether they should ask 
the winner of the prize to give a lecture. The question 
whether the prize should be open to workers in all countries 
or restricted to the British Empire was discussed, and it 
was agreed in this matter also to leave the trustees 
unfettered, 
Appointment of Trustees. 

With regard to the appointment of trustees, Sir 
Humpnry Roiieston suggested that in order to avoid the 
necessity of alteration of deed the trusteeship should be 
placed in the hands of those who for the time being held 
certain offices. He proposed, and it was agreed, that the 
trustees should be the Presidents of the Royal College of 
Physicians of London, the Royal College of Surgeons of 
England, the British Medical Association, the Royal 
Society of Medicine, and the Section of Diseases of 
Children of that Society, together with the Editor of the 
British Medical Journal. Mr. McAvam Eccuirs asked 
whether the trustees would also be adjudicators of the 
award, to which Sir Humpury Rotzeston replied that 
no doubt, as was the practice in similar cases, they would 
refer the adjudication to a small committee. The Medical 
Secretary of the British Medical Association was appointed 
convener of the trustees, and it was agreed to ask Dr. 
A. M. H. Gray and Mr. Geoffrey Edwards, respectively 
honorary treasurer and secretary of the Royal Society of 
Medicine, to act as auditors of the accounts. 

The proceedings closed with votes of thanks to the Royal 
Society of Medicine for the use of the premises, to Sir 
Humphry Rolleston for presiding, and to Sir StClair 
Thomson for his valuable services as honorary treasurer 
of the fund. 


CENTENARY OF THE SHEFFIELD MEDICAL 
SCHOOL. 


SHEFFIELD is a city of recent growth in the industrial 
sense, although as a village it was famous for its special 
products in the time of Chaucer. With the industrial 
revolution. of the nineteenth century it expanded rapidly; 
and, from the health point of view, unfortunately. But 
it was among the first of the new industrial centres to 
realize the necessity for training medical men in the 
provinces. Its medical school, which celebrates its cen- 
tenary this week, is junior only to Manchester and 
Birmingham among modern provincial cities. 


Apart from its local interest the history of the medical 
school, written by the late Dr. W. Smith Porter, and now 
published by the University, is an important contribution 
to medical history. Dr. Porter’s recent death robbed his 
colleagues and his many friends in Sheffield of a distin- 
guished and much beloved personality. In addition to his 
eminence as a physician he was well known in literary 
and archacological circles not only as an authority on the 
history of Sheffield, but as an expert on the history and 
the topography of Derbyshire. To tramp with Porter over 
the hills and among the dales and villages of Derbyshire 
and South Yorkshire was a privilege which only those who 
knew him can appreciate. 

The history of the Sheffield Medical School was his last 
literary work, and, unfortunately, he did not live to 
complete it. It is probably also his best work, and should 
be widely read. His book shows briefly and vividly the 
condition of medical practice and education at the end of 
the eighteenth century and in the first half of the nine- 
teenth century. It sets forth the gradual dawning of the 
public conscience to the fact that doctors needed some sort 
of decent training for their work, and that it was no 
longer desirable that such training should be availeble only 
to persons who could afford to go to London. 

The Sheffield Medical School originated in the private 
enterprise of a Dr. Overend, who was succeeded by his 
son, and who established a school, a museum, and a course 
of instruction in anatomy. They and their successors were 
intimately associated with ‘‘ body-snatching.’’ Dr. Porter 
makes it clear that Dr. Overend ran his business as a 
‘* commercial proposition,’’? although he was at the same 
time a pioneer in the teaching of anatomy and medicine in 
the provinces. The illegal acquisition of corpses, however, 
led to tumult and riot, then the principal method of 
argument among the inhabitants of Sheffield and the 
district. A medical school, of a more “ official ’’ character, 
was wrecked and burned a generation later, after the 
Burke and Hare revelations. But in spite of these mani- 
festations of popular indignation, and the justification 
that undoubtedly existed for them—a Sheffield clergyman 
was imprisoned in connexion with abuses in his cemetery 
—there were ardent scientists and public-spirited and 
enlightened men in Sheffield, and the Sheffield School of 
Medicine was formed with new and more adequate premises 
in 1888. This became later the University College of 
Sheffield, and there is no doubt that the activities of the 
medical school had much to do with the final establishment 
of the Sheffield University in 1905. 

Owing to the death of Dr. Porter the record of the 
University has been brought up to date largely by Professor 
Arthur J. Hall, who has been intimately associated with 
its development. A handsome tribute is paid to the work 
of Sir John Robertson, who, as medical officer of health 
for Sheffield, was responsible for the establishment of what 
is now the department of pathology, and whe brought 
about, while in Sheffield, the compulsory notification of 
tuberculosis, after proving by voluntary reports on a 
large scale that notification was the first essential step in 
any campaign directed against this disease. 

The old Sheffield Medical School is now, of course, the 
medical faculty of the University, and occupies a large part 
of the modern and handsome buildings which were opened 
by King Edward VII in 1905, having all the departments 
necessary to a modern medical school, fully equipped and 
up to date, as are the Sheffield hospitals. The teaching 
staff includes a number of men whose reputation is world- 
wide. That the Sheffield students enjoy facilities for 
training comparing favourably with those of any other 
teaching centre has been abundantly proved by the 
eminence which many of them have already attained 
in their profession. . ' 

In celebration of the oentenary the University of 
Sheffield on Wednesday, July 11th, held a congregation, 
and delegates from other universities, with representatives 
of the-city and the University, were entertained at an 


official luncheon by the faculty of medicine. An account 


of the proceedings will be published in the next issue of 
the Journal. 
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BRITISH EMPIRE CANCER CAMPAIGN. 
ANNUAL GENERAL MEETING. 


THE annual general meeting of the British Empire Cancer 
Campaign was held at the House of Lords on July 9th 
under the chairmanship of Sir Joun Bianp-Surron. 

A letter was read from H.R.H. the Duke of York, Presi- 
Jent of the Campaign, in which, after referring to the fact 
that during the year His Majesty had consented to become 
patron, he stated that the forthcoming International Con- 
ference which the Campaign had organized would be 
attended by 120 international and Dominion delegates, and 
nearly 300 delegates from this country. His Royal High- 
ness was happy also to think that the various branches of 
the Campaign were all moving forward in the direction 
of research. The Birmingham Council was now established 
and doing valuable work; the Yorkshire Council had 
founded its research centre in association with Leeds 
University; the Lancashire, Cheshire, and North Wales 
Council, under the presidentship of the Duke of Gloucester, 
had met with a spiendid response to its preliminary appeal. 
Northumberland was contemplating the further augmenta- 
tion of the research work being done at Newcastle under 
grants from the Grand Council. Further afield, the Irish 
and the New South Wales campaigns, both affiliated, were 
developing well, and a campaign had also been instituted in 
Queensland. The letter concluded: ** 1 am happy to he 
your president, and 1 hope to occupy that office when the 
great work with which we are all associated is brought to 
a successful conclusion.’’ 

On the proposal of Mr. Crcr, Rowntree, the Grand 
Council was re-elected en bloc. 

Sir Cuartes Gorpon-Watson, in proposing the adoption 
of the annual report, paid a tribute to Mr. Lockhart- 
Mummery’s editorship. As the document consisted of a 
series of reports from research bodies and individual 
workers, presenting at times conflicting views, it was no 
small compliment to Mr. Lockhart-Mummery that during 
all the years he had carried out the editorial duties the 
reports should have been presented in so. fair-minded a way 
that no note of adverse criticism had ever been raised. 
This was hardly the time to refer to the research in detail; 
much of it would be laid bare at the forthcoming con- 
ference. The Campaign did not itself carry out research. 
Its carefully thought-out policy from its inception had been 
to bring together, in close sympathetic touch, the workers 
throughout the Empire. It prevented the overlapping of 
lines of research, checked all new work by counter-research, 
left no information or inquiry unconsidered, and gave 
financial aid and encouragement to accredited workers 
whenever the proposed research offered promise of fruit. 
He drew special attention to the radiological work at the 
Cancer Hospital at St. Bartholomew’s; in the latter a 
good deal of work on radium, which was hampered by the 
high cost of the material, was proceeding. Another feature 
of the report was the work done, after the Liverpool 
technique, on treatment by lead. Some two years ago the 
Campaign sent representatives to see Professor Blair Bell’s 
work, and on their advice a grant was made to St. Bar- 
tholomew’s Hospital for research on the lead treatment of 
cancer. The report of the committee at St. Bartholomew’s 
was unfavourable to the method under test. On the other 
hand, some similar work in Birmingham had been more 
encouraging. He concluded by remarking that the Campaign 
rendered great service by disseminating with considerable 
rapidity all new results of research workers throughout the 
world. With regard to institutional provision for curable 
cancer cases, the transference of Mount Vernon from a 
hospital for tuberculosis to one for cancer might help the 
situation considerably. On the financial side he mentioned 
how greatly the Campaign was indebted to Sir Richard 
Garton, honorary secretary and chairman of the Finance 
Committee, through whose generosity the expenses of the 
International Conference would be met without infringing 
Campaign funds. 

Sir Ricwarp Garton said that on the Campaign year 
(ending March 31st) the income exceeded the expenditure 
by £8,822, but this result was due to the munificent gift of 


£10,000 from an anonymous donor. The cost of appeals 
was only 8.6 per cent. of the money received in donations. 
He added that £150,000 had been raised for the Yorkshire 
campaign, and £100,000 for that of Lancashire, Cheshire, 
and North Wales. 

Afterwards, at a quarterly meeting of the Grand Council, 
the Marquess of Reading was elected chairman in succession 
to the late Earl Cave, and Lord Dawson of Penn and Sir 
John Bland-Sutton were elected vice-chairmen. 

The outstanding features of the annual report are men- 
tioned in the above proceedings. On the subject of lead 
treatment, the standing committee of the Council of 
St. Bartholomew’s Medical College reports conclusions 
highly unfavourable to the method. The committee states 
that so far as its limited investigation goes, no evidence 
has been obtained that the use of lead by intravenous injec- 
tion leads to the resorption of neoplastic tissues in man. 
It also reports that the average duration of life of the 
patients treated by lead was less than their expectation 
had they not been so treated. On the other hand, as 
Sir Charles Gordow-Watson stated, the Birmingham Cancer 
Committee has been conducting an experimental inquiry 
into the value of colloidal lead compounds in the treatment 
of malignant disease, and reports provisionally that of 
34 cases treated 10 derived benefit, and that there is 
warrant for the opinion that the method is of distinct 
therapeutic value and deserves further investigation. The 
main therapeutic value of lead, say these workers, appears 
to lie in its ability to restrain metastases or to destroy 
small and recent deposits of growth. In addition, the 
report embodies statements on various lines of cancer 
research from institutions receiving grants, including the 
research departments of the Cancer Hospital, St. Mark’s, 
the Middlesex, and Westminster Hospitals, the Christie 
Hospital, Manchester, and the Cancer Research Committee 
of the London Association of the Medical Women’s Federa- 
tion. Reports are also forthcoming from various individual 
workers, notably Dr. Thomas Lumsden, working at the 
Lister Institute. Dr. Lumsden and his assistants have been 
extensively investigating the feasibility of producing a 
vaccine against malignant tumours. If appropriate cases 
ean be found the answer to the question whether 
vaccine treatment will cure spontaneously occurring 
tumours, and especially the tumours of man, should, 
according to Dr. Lumsden, be forthcoming within the next 
year or two. It is stated that the total sum expended 
by the Campaign on research work during the past year 
approximated £20,000, and that with the opening of new 
centres of research the financial needs have increased rather 
than abated. 


THE MANCHESTER CANCER CAMPAIGN. 
Tue campaign against cancer recently inaugurated by the 
Manchester Committee on Cancer may be regarded as 
having been a genuine success from many points of view. 
The medical profession of the city and the civic authorities 
are to be congratulated on their co-operation in an 
endeavour to fight the evils of this scourge. 

The campaign began in July, 1924, with the establish- 
ment of a provisional committee by Dr. Veitch Clark, 
medical officer of health for Manchester, and after several 
meetings it was reconstituted in December of the same year 
in such a way as to connect it with the various bodies in 
the city concerned with the many aspects of cancer. It 
then consisted of lay and professional representatives from 
the Public Health Committee, the University, the Royal 
lnfirmary, and other large hospitals in the district. Its 
object was to centralize the efforts being made in cancer 
research and investigation. A sum of £12,500 was raised 
and a scheme of work put into operation. 

The committee decided to concentrate upon three lines 
of activity—laboratory research, inquiry into the results of 
cancer treatment, and distribution to all sections of the 
community of wp-to-date information upon cancer, which 
included a course of post-graduate lectures for medical 
practitioners, and were delivered by specialists in the parii- 
enlar subjects dealt with. These lectures are now published 


} 
| 
4 
) 
a 
q 
) 
} 
| 
| 
| 
aa 
ft 
r 
Tr be 
d 
n 
it 
yf 


— 


— = 


68 JuLyY 14, 1928] 


MANCHESTER CANCER CAMPAIGN, 


Tue Drittse 
Mepica. 


in an attractive book form,! which has just reached us, 
together with a survey of the work of the special investiga- 
tion officers into the results of treatment of cancer of the 
breast. The manner in which the work has been conducted 
is particularly to be commended, and the institution of 
such propaganda must call for the cordial approbation of 
the Ministry of Health. 

The course of lectures was opened by Dr. Veitch Clark 
ou October Ist, 1926, who chose as his subject the general 
survey of the incidence of cancer. After approaching the 
subject from a statistical and also from a medical aspect, 
he comes to the only possible conclusion, that the increase in 
cancer is a definite fact in most countries, not only in 
Europe but in the Far East as well. He emphasizes the 
incidence of cancer from 45 years upwards, and the higher 
rate of prevalence in women due to cancer of the mamma 
and generative organs. He deals with the various aspects 
of occupational cancer, and shows the enormous prepon- 
derance of cancer incidence amongst cotton operatives. 

The subject of mule-spinners’ cancer, which is so closely 
associated with the Lancashire cotton industry, is dealt 
with more fully in lectures in the same series by Dr. 
Henry, Mr. A. H. Southam, and Dr. Twort. Mr. 
Southam’s lecture, which deals with the clinical features 
and treatment of the disease, has already been published 
in our columns.?. This is one of the most favourable types 
of malignant disease, as it can be detected in an early 
stage and can then be cured by radical removal. Dr. 
Powell White summarizes the modern views as to the 
causation of cancer, and after discussing Gye’s hypothesis 
states that, in all probability, tissue culture experts will 
assist us in finally solving this difficult problem. In dealing 
with the idea of cancer houses and cancer districts he finds 
the evidence very insufficient and unlikely to satisfy any- 
one accustomed to weighing up the value of evidence. 
Professor Jamieson, in his lecture on the lymphatic system, 
reminds us that a close and accurate knowledge of regional 
lymphatic anatomy is necessary for good operative work. 
It appears probable that many cancer cells are killed in 
the glands, but it is only too obvious that some survive 
and form secondary tumours. The important point is to 
regard the spread of a tumour as evenly centrifugal, and 
consequently that the glands are not likely to be affected 
by other means than this peripheral permeation. The 
permeation theory is an extension of our knowledge, and no 
operation can be regarded as truly radical unless the 
tumour, a wide area round it, the lymphatic trunks of the 
areas, and the lymphatic glands are removed. Professor 
Burgess deals with cancer of the gastro-intestinal tract, 
and emphasizes the importance of the early symptoms and 
the early diagnosis of cancer in this situation. In referring 
to the great frequency of cancer of the stomach he does not 
regard pre-existent ulceration as an important etiological 
factor. This view is supported by clinical experience, and 
is of great practical importance in the surgical treatment 
of gastric ulcer. 

With the mastery of the technique of radiotherapy 
we may look forward to a new era in the treatment of 
malignant disease, and it is probable that in a few years 
radium will be recognized as the best form of treatment 
for certain types of cancer—for example, cancer of the 
tongue, rodent ulcer, and epithelioma of the skin. The 
use of radium and @ rays in the treatment of cancer is 
dealt with by Dr. Burrows, and his results, whilst working 
in Manchester, show 10 per cent. of apparently perma- 
nent cures in what were nearly all inoperable cases. In 
carcinoma of the cervix 30 per cent. of inoperable cases 
cleared -up, but about 15 per cent. of these recurred at 
a subsequent date. Professor Donald, however, prefers 
operation to the use of radium in those cases where there 
seems a reasonable chance of total extirpation of the 
disease, and does not agree with American gynaecologists 
with whom the use of radium in the treatment of uterine 
cancer has largely supplanted operative treatment. 

The main line of experimental research which has been 


1 Lectures.on cancer, also special report on the results of operation in 
cases of cancer of the breast. Published by the Manchester Committee 
on Cancer. 

3 British Medical Journal, February 26th. 1927. 


undertaken by the Manchester committee has been in 
connexion with the origin and prevention of mule-spinners’ 
cancer, The scientific staff, working in the laboratories at 
the University of Manchester, have examined different 
samples of lubricating oil used in cotton mills, and have 
produced cancer in mice with the oil actually used in 
cotton mills, which confirms the view that mule-spinners’ 
cancer can be produced by a mineral oil. Further, it was 
found that shale oil was much more liable to produce 
cancer than a shale-free petroleum oil, and a lubricating 
oil made from sperm oil was quite harmless. Observations 
were made also on toxic oils purified by various methods, 
with interesting results. Samples treated with sulphuric 
acid were rendered harmless, and one process has been 
found which may be of commercial value. In addition, 
research work on the investigation of the cancer-producing 
qualities of a special form of tar gave striking results— 
namely, 100 per cent. of tumours appeared in mice in 
seventeen weeks. 

The report contains also the result of the special 
statistical inquiry carried out by the full-time investigators 
appointed by the committee—Dr. Greta Wardle and Dr, 
John Murray. These officers have been conducting an 
inquiry into the later history and results of treatment of 
cases of cancer of the breast treated during the two 
periods 1910-13 and 1919-21. The work appears to have 
been carried out with great care and exactness, and was 
based primarily on the pathological diagnosis to ensure 
correct diagnosis. In all 521 cases were investigated, 375 
being cases of primary tumour in which the growth was 


proved histologically malignant. The report shows clearly . 


that when cases of cancer of the breast are treated by 
modern surgical methods in the early stages the outlook is 
very hopeful—over 80 per cent. being alive at the end of 
ten years after the operation. When the axillary glands 
are involved treatment appears to offer three years of life 
to 50 per cent., five years to 33.3 per cent., and ten years 
of life or more to 20 per cent. The majority of the cases 
under review were suffering from cancer of the spheroidal- 
celled type. The report emphasizes the importance of the 
early recognition of the disease and of immediate operation 
by surgeons who are experienced in this type of work. 

The production of a book such as this is specially to be 
commended, for it must serve to concentrate attention on 
the different aspects of the cancer problem, and it may be 
expected to bear good fruit in the future. 


THE SCIENTIFIC CONTROL OF LIQUOR 
CONSUMPTION. 


Ar a meeting of the Society for the Study of Inebriety, 
on July 10th, Dr. H. M. Vernon, investigator for the 
Industrial Fatigue Research Board, expounded a scheme 
for the control of alcoholic drinking by what may be called 
scientific taxation. Dr. Vernon reminded his audience that 
during the war several restrictions on the production 
and sale of alcoholic liquors were introduced by the Liquor 
Control Board, and made for the sobriety of the nation 
to an extraordinary degree. The restrictions were based 
largely on a scheme of physiological regulation, the object 
of which was to diminish alcoholism by modifying the 
conditions under which drink could be procured. Before 
the war alcoholic liquors were on sale continuously from 
sixteen to nineteen and a half hours a day. This was 
reduced by the Board to five and a half hours; no liquor 
was obtainable before mid-day, so that almost inevitably 
the first liquor taken in the day was taken with food, and 
was thus rendered less harmful; public-houses were closed 
during the afternoon, which resulted in the prevention 
of soaking. The total supplies of liquor were also reduced 
owing to food shortage. The result of all this was that by 
1918 the convictions for drunkenness had fallen to 17 per 
cent. of their pre-war number, and the deaths from 
alcoholism showed a similar fall. In this connexion it may 
be mentioned that Dr. Vernon was criticized in the sub- 
sequent discussion for not taking into account the fact that 
during this period a large part of the male population of 
the country was abroad on service or under discipline at 
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home. Dr. Vernon went on to say that any such restric- 
tions would be difficult to apply in peace time, but there 
was a method of control, through taxation, which could 
be instantly applied on any Budget. At present, though 
the expenditure per head on alcoholic liquors was 15 per 
cent. above its pre-war level, the amount of alcohol con- 
sumed was only 55 per cent. as great, and the convictions 
for drunkenness were 41 per cent. of the pre-war figure. 
Taxation of liquor was now so high that any alteration 
was likely to be in the direction of remission rather than 
of increase, but by adopting a scientific scheme of differ- 
ential taxation the very remission of taxation on intoxi- 
cating liquors could be made in such a way as to reduce 
intemperance. The principle of this scheme was that 
dilute liquors were far less deleterious than concentrated 
liquors, therefore the sale of these dilute liquors sheuld be 
encouraged by lightening the tax, while the tax on con- 
centrated liquors should be increased. As the result of 
a long series of experiments he had shown that beer con- 
taining 3 per cent. of alcoho! by volume was non-intoxi- 
cating, and he suggested that the tax on such liquor 
should be lowered, while the tax on strong beer (5.7 per 
cent. of alcohol) should be raised, and that on average 
beer (4.6 per cent.) should remain as at present. The 
present tax on wines he thought absurdly low, for, reckoned 
in proportion to their alcoholic content, it was no more than 
the tax on beers. On the other hand, the average spirit 
drinker who was accustomed to dilute his spirits with two 
to four parts of water, and thus reduce them to the 
alcoholic strength of wine, was heavily overtaxed. As 
nothing should be done to encourage the consumption of 
neat spirits, Dr. Vernon suggested that spirits should be 
issued at two concentrations, very differently taxed. 
Instead of the present tax of 72s. 6d. per proof gallon, 
spirits at 60° under proof (only -slightly more alcohelic 
than port) should be taxed at 50s. per proof gallon (or 
20s. per actual gallon), while spirits at 30° under proof 
(the strength now customary) should be taxed at 95s. Dr. 
— S suggestions are best appreciated by the following 
e: 


| 
' Present Taxation. ‘<uggested Taxation. 


Liquor. alcohol 
by vol. | Per For each Per | For each 
| gallon % of alch.) gallon. | % of alch. 
Very wa: k beer ... 2.9 0 10 | 3.4d. 0 4 1.44. 
Average beer ns 4.6 | 1 8 | 47a. 1 8 4.3d. 
Strong beer... ... 5.7 | 2 3 | 4.74. 2 9 5.8d. 
Cet | 6 0 7.0a, 
Port and sherry ... 20.0 8 4.8d. 16 9.€d. 
Spirits up... 22.8 - | 20 0 10.5d. 
Spirits 30° u.p. 40.0 60 (152d. 66 


In the ensuing discussion the chief criticism was that the 
cause of temperance was not necessarily served by making 
even a lower strength of beer comparatively cheap. 


India. 


Future of Medical Research in India. 
As previously mentioned in these columns an endeavour 
to improve medical research in India is engaging the 
attention of the central Government, and an inquiry into 
the matter is being conducted by a committee with Sir 
Walter Fletcher as chairman. It may- be recalled that 
under the diarchal constitution medicine and public health 
are ‘‘ transferred ”’ subjects (that is, they are entrusted 
to the provincial Governments), while medical research is 
among the subjects reserved to the central Government. 
In the annual report for 1927 of the Calcutta School of 
Tropical Medicine, the director, Lieut.-Colonel J. W. D. 
Megaw, I.M.S., records the views he expressed to the 
members of the Fletcher Committee on the occasion of their 


visit to the school*last January; his notes throw an inter- 
esting light on to the general question and on to its rela- 
tion to the Calcutta school. The school, though primarily 
a Government of Bengal institution, actually serves all 
parts of India; its researches relate to problems arising 
throughout the sub-continent, and its students are drawn 
from almost every province and state. Colonel Megaw 
indicates its deficiencies in respect of personnel and organ- 
ization, and suggests the steps that should be taken to 
remedy these. He believes that the most profitable line of 
development for medical research in India lies in the 
expansion of existing institutions rather than in the 
creation of new centres, and that the greatest need is 
for men rather than buildings. It is suggested that the 
Caleutta school provides a natural centre for future 
development. To secure co-ordination of research, how- 
ever, Colonel Megaw believes the establishment of a central 
bureau, as distinct from a new research institute, would be 
desirable ; the bureau would be associated with the Govern 
ment of India, would accommodate the secretariat of t” U 
Research Fund Association, be responsibic fcr 
and propaganda work, and serve generally as a nerve 
centre of medical research. The need for encouraging 
suitable men to undertake research work is emphasized, 
and various proposals are outlined. In dealing with the 
present position of the Calcutta school it is stated that the 
most important deficiency is the absence of a department 
of biochemistry, though the creation of a chair of 
helminthology is also necessary. Reference is made to the 
question of higher teaching and research in public health. 
The school is at present the only institution in India 
properly staffed for the training cf men in the routine 
work of public health, but it can admit only a limited 
number; an increasing proportion of those who desire 
training have to be rejected each year owing to lack of 
accommodation. As at present constituted the Calcutta 
institution can deal only with candidates from Bengal 
and those provinces which contribute to its funds, and 
Colonel Megaw suggests that if adequate provision for 
research and specialized training in public health is to be 
made a new school of hygiene for all India should be 
established. 


Prevention of Cholera in Bihar and Orissa. 

The provincial death rate from cholera rose in the 
province of Bihar and Orissa during 1926, the mortality 
being worse in the district of Patna and in certain towns. 
A sharp outbreak occurred in the Purnea district early in 
April, but prompt steps were taken and the epidemic was 
cut short. In his annual report for 1926 Lieut.-Colonel 
J.°A. S. Phillips, 1.M.S., director of public health for the 
province, gives an account of the preventive measures 
which are adopted in connexion with the fairs and 
festivals. A special staff is provided for the cholera 
hospital at Puri, and additional medical officers are 
appointed to supervise the general sanitation of the town, 
where three great festivals are held in June, July, and 
November. The town is regarded as consisting of five 
areas, with an epidemic officer in,charge of each, and 
working in co-operation with the chief health officer and 
his sanitary staff. The pilgrims are accommodated in lodg- 
ing houses for the most part, which are cleaned and 
whitewashed and then licensed by the health officer for 
the number of pilgrims allowed to occupy them. Each 
epidemic officer is given a small headquarters in the centre 
of his area, where disinfectants are stored and the police 
and sanitary staff can report the occurrence of any form 
of epidemic disease. His duties include daily examination 
of the lodging houses in his area, supervision of the dis- 
infection of wells, removal of cholera patients to hespital, 
and the purification of their dwellings. On one occasion 
when infection was imported into Puri just before a fair 
several persons contracted cholera, but they were so 
promptly dealt with that no second case occurred in any 
one lodging house. In another town a temporary cholera 
hospital was erected, consisting of grass huts. In this 
province the disinfection of wells is effected by chlorinated 
lime, a great advantage of which is that it can also be 
used for treating cholera dejecta, so that it is not necessary 
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to carry more than the one disinfectant ‘to a village where 
an outbreak occurs. The use of potassium permanganate 
is not possible for the disinfection of wells, the inhabitants 
objecting, presumably because it colours the water. 
Bleaching powder, properly stored, is considered much 
superior to potassium permanganate, but if carelessly 
kept becomes inert. Ample supplies of cholera vaccine 
are kept at the vaccine depot at Namkum, and civil 
surgeons are supplied with reserve stocks of kaolin and 
disinfectants so that they can act immediately when 
cholera appears, 


Civil Hospitals in Burma. 

An increase in the incidence of cholera in Burma has 
led to the suggestion that an inquiry should be set on foot 
into the prevalence of seasonal variation of this disease. 
There were in 1926, according to the report on hospitals 
and dispensaries prepared by Lieut.-Colonel L. E. Gilbert, 
I.M.S., officiating Inspector-General of Civil Hospitals, 
1,208 cases treated as against 378 in the previous year. 
The death rate among in-patients was 46 per cent. 
Dysentery cases also showed an increase, the total being 
27 per cent. higher at 36,744; the disease was largely 
water-borne, and ‘ts prevalence is attributed to the back- 
ward state of the water supplies. The number of patients 
dealt with jn civil hospitals was 2,157,446, an increase of 
93,923; of the total 2,063,523 were cutdoor patients. 
Reference is made to the system of treatment by 
subsidized medical practitioners, the cost to the Govern- 
ment being about forty rupees for each twenty patients. 
This is described as ‘‘a very high figure,’ but it is 
regarded as too soon to pronounce a final opinion on 
the working of the scheme. Special clinics for venereal 
diseases and leprosy were opened during the year; details 
of the latter were published on January 22nd, 1927 
(p. 158). At the end of the year there were 295 hospitals 
and dispensaries open, an increase of fcur on the previous 
year. Many schemes of hospital reconstruction have been 
delayed owing to the decision of the Government to contri- 
bute only one-third of the cost, local bodies being unable 
to find the balance; but in several important cases good 
progress has been made, notably in the construction of the 
Dufferin Hospital for Women in Rangoon and of the new 
mental hospital at Tadagale. 


Radium Ins‘itute Removed from Ranchi to Patna. 

The Radium Institute, formerly situated at Ranchi, has 
been transferred, by instruction of the Government of 
Bihar and Orissa, to Patna, where it will, for the present, 
be housed in rooms forming part of the Patna General 
Hospital; the institute will have at its disposal in the 
hospital separate accommodation for its patients. This 
change has been made partly because of the difficulty 
of reaching Ranchi from Northern India, but also because 
it is believed that both the institute and the hospital will 
benefit from the closer co-operation which will be made 
possible by their proximity. The radiological experts of 
the institute will henéeforth be able to work in collabora- 
tion with the physicians and surgeons of the hospital staff. 
It is also believed that it will be of advantage to the medical 
college attached to the hospital to have available for its 
students the facilities for instruction in the employment 
of radium which the institute can afford. ? 


A Tuberculosis Sanatorium in Madras. 

The foundation stone of a sanatorium for the treatment 
of tuberculosis was laid on April 11th at Thambaram, 
Madras, by Sir C. P. Ramaswami Aiyar, who made an 
appeal for public support. The project owes its origin to 
Dr. D. C. Muthu. It is intended to create a garden 
colony at the new centre, to provide treatment for tubercu- 
lous patients, and to undertake preventive and educative 
work. An area of 300 acres is available for the develop- 
ment of the colony, which is designed to afford full scope 
for all forms of open-air activity on an extensive scale, 
Dr. Muthu contemplates also the establishment of a similar 
colony at Bangalore. 


Ireland. 


Rotunda Hespital, Dublin. 

In his first annual report, dealing with the year 1927, 
Dr. Bethel Solomons, Master of the Rotunda Hospital, 
mentions that the outstanding feature during the period 
under review was the installation of the a-ray plant. He 
adds that this new department has already been found most 
useful in obstetrical diagnosis, especially for the perform. 
ance of pelvimetry, as well as for gynaecological diagnosis 
and treatment. The scope of the ante-natal department 
has been considerably increased. Dr. Solomons revived the 
** Rotunda estimation,’? which was originated by Dr. 
Tweedy, and the percentages of this and of the British 
Medical Association standard are exactly the same—a 
coincidence which never occurred in the many years when 
this estimation was previously employed. The number of 
Caesarean sections increased, partly in consequence of 
facility of transporting patients. The lower segment was 
chosen for the operation site whenever possible. Dr. 
Solomons refers to the paper he read on this subject in the 
Section of Obstetrics and Gynaecology at the Annual 
Meeting of the British Medical Association at Edinburgh 
(see Journal, November 19th, 1927, p. 921). He comments 
in some detail on various outstanding features of the 
clinical work of the year under review, and mentiors 
twenty-three cases of accidental haemorrhage and thirty cf 
placenta praevia, all without mortality. The 381 patients 
admitted to the wards with albuminuria all recovered, 
except one who had hyperemesis. The report includes an 
interesting table of cases of disproportion between the 
foetus and the mother. It is stated that whenever possible 
the pelvis is measured with the Skutsch or Tottenham 
pelvimeter, and outlet measurements are taken. The 
Miiller-Kerr estimation has been performed as a routine, 
and a modification of it is being tested; a trial of labour 
is allowed when advisable. The infant’s head is now 
measured as a routine procedure after birth. Forceps were 
applied 131 times, or in 6.6 per cent. of the cases. The 
number of patients (673) admitted to the gynaecological 
wing during the year constituted a record. Many cases of 
sterility were dealt with, and the tubes are tested as a 
routine procedure whenever doubt exists. The pathological 
laboratory was reopened in February, 1927. During the 
previous seven years these investigations had been entrusted 
to the Trinity College laboratory, but the need was felt of 
pathological facilities in the hospital itself. Dr. F. 8. 
Bourke contributes a description of the various examina- 
tions made. The report contains an abundance of instruc- 
tive tables relating to the obstetrical and gynaecological 
departments of this famous institution. 


New Maternity Hospital forjBelfast. 
At a mecting in the Belfast City Hall on June 29th, 
Colonel Forrest, superintendent of the Belfast Royal 
Victoria Hospital, announced that, as a result of the 
appeal made by the Duchess of Abercorn, the sum of 
£18,600 had been raised for the building fund of the new 
maternity hospital. The Lady Mayoress stated that she 
had undertaken to take charge of the collection of money 
in Belfast with a view to raising the necessary funds for 
the maintenance of the new hospital. Professor Lowry, 
commenting on the necessity of an up-to-date maternity 
hospital, said that it would not only help to save the lives 
of mothers and children directly, but would be of great 
assistance in the training of medical students and maternity 
nurses. Colonel Forrest remarked that they needed a 
hospital which would help in saving lives and in the training 
of students and nurses; it was not to be a barrack nor a 
mere ornamental building. A maternity hospital required 
70 per cent. more nurses than an ordinary hospital. 


Amalgzmation of Hospitals. 

The annual report of the Meath Hospital showed that the 
income for the year was slightly in excess of expenditure, 
The overdraft at the bank on March 31st was £4,744, as 
compared with £5,003 in 1927. The total expenditure 
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was £14,300, and the income £14,627. There were in the 
wards on April 1st, 1927, 120 patients; 1,787 were admitted 
during the year, making a total of 1,907. Of these, 1,679 
were discharged cured or relicved, 106 died, and 122 
remained in hospital on March 31st, 1928. The total 
number of days spent in hospital was 43,274; the average 
daily number of beds occupied was 118.55. The average 
number of days spent by each patient in hospital was 22.69, 
and the mortality was 5.75 per cent. on the total cases 
treated to a termination. There were 5,027 accident cases 
treated as out-patients, and the dispensary cases numbered 
16,123. There was thus a grand total of 23,057 persons 
who received medical or surgical treatment during the year. 
The report added that the hospital had suffered a very 
severo loss through the death of Dr. Richard Lane Joynt, 
who had inaugurated the tinfoil collection; it was due 
entirely to his efforts that the hospital benefited by some 
hundreds of pounds. The committce acknowledged their 
indebtedness to the Dublin County Council for giving, in 
addition to their annual grant of £1,000, a bonus of £1,800, 
and to the Commissioners of the county borough of Dubiin 
for their grant of £400. Dr. W. Boxwell moved the adop- 
dion of the report, and Sir John W. Moore seconded. The 
chairman, Mr. William Stewart Collis, said that all the 
hospitals in turn were making appeals for funds. He 
feared that they were falling behind in the general advance 
of medical science as regards housing of the sick, teaching, 
and research work. This was chiefly due to lack of organ- 
ization and money, and if these hospitals were to maintain 
their existence in the front rank they must reform and 
come into line with those of other great cities. It was 
obvious, too, that there were medical students scattered 
in a number of small hospitals who could not have the same 
opportunities for learning as in a central hospital with 
five times the number of patients. The chairman com- 
pared the hospitals in Dublin with those in Belfast, and 
added that this difficult and important question was being 
considered, and that financial help was being sought in 
other quarters. 


Tuberculosis in Waterford. 

Dr. Hogan, tuberculosis officer for the borough of Water- 
ford, in his annual report states there has been a steady 
decrease in the death rate from tuberculosis in the city. 
Dr. Hogan urges that a sanatorium for the treatment 
of advanced cases only would never be popular, as the mere 
mention of such a condition was looked upon by the patient 
as a sentence of death. An institution was required where 
early cases, advanced cases, middle cases, and even surgical 
cases could be dealt with. Dr, Hogan remarks that in old 
cities like Waterford, where so many small houses exist, 
it is virtually impossible to eradicate the disease; the 
presence of one tubeTculosis patient in a house is sufficient 
to infect all the other members of the family. The original 
victim is often not aware of his condition for years, during 
which his relatives have become infected, some fatally. 
Notwithstanding their efforts the incidence of the disease 
was far greater than could be wished, but that was not 
surprising in view of the number of small houses and the 
amount of poverty in the city. 


International Convention on Cancer. 

The Minister for Local Government and Public Health 
(Irish Free State) has appointed Dr. Maurice R. J. Hayes 
of Dublin to represent him at the forthcoming International 
Convention on Cancer, to be held from July 16th to the 
22nd in.London, at the House of the Rayal Society of 
Medicine. Dr. Hayes is the President of the Leinster 
Branch of the British Medical Association. 


Public Health Congress in Dublin. 

The Royal Institute of Public Health has now issued the 
preliminary pregramme for the annual congress, to be 
held this year in Dublin, from August 15th to 20th 
inclusive. His Exceileney the Governor-General of the 
Irish Free State has accepted the office of honorary 
president of the congress, and General Richard Mulcahy, 
Minister for Local Government and Public Health, that of 
president, Reference to the work of the Institute and to 
the arrangements for the congress was made in an address 


by Sir William Thompson, M.D., reported in the British 
Medical Journal on May 5th (p. 770). Detailed sectional 
arrangements will be announced at a later date by the 
Institute. Meanwhile it may be stated that the scientific 
proceedings will be organized in five main sections, the 
first, devoted to State medicine, having as subsidiaries two 
subsections, dealing with municipal and county sanitation, 
and epidemiology respectively. Bacteriology, pathology, 
and biochemistry will furnish the subject-matter of the 
discussions in the second section, and the third will be 
concerned with maternity and child welfare, and schocl 
medical inspection. The fourth section will deal with the 
production and control of milk and food—a subject which 
should provoke considerable interest in Ireland—and the 
fifth with tuberculosis. An interesting programme of sup- 
plementary events-—official entertainments, social functions, 
visits to places of interest, etc.—has been arranged, and 
a large number of the leading figures in the realm of public 
health and allied sciences, from Great Britain and abroad, 
will attend. The Council of the Institute extends an 
invitation to all who may be interested to attend the 
congress. Information may be obtained from the Nonorary 
secretary, at the offices, 37, Russell Square, W.C.1. 


Scotland. 


Health of Edinburgh. 
THE annual report of Dr. William Robertson, medical 


’ officer of health for Edinburgh, dealing with the year 1927 


was issued last month. The population of the city, esti- 
mated to the middle of the year, was 425,147, with a 
density of 13 persons per acre, and the number of in- 
habited houses was 104,488; the birth rate was 19 and 
the death rate 14.3, while the infantile mortality was 80 
per 1,000, the same figure as in the preceding year. 
Emphasis is laid on the fact that in Edinburgh, as in other 
large centres of population, too many children under 
1 year of age are still dying, although considerable re- 
ductions of infantile mortality have been effected, and 
although last year the Edinburgh figures were below the 
average for other cities in Scotland. During the year there 
were 219 deaths from epidemic diseases, including enteric 
fever, scarlet fever, diarrhoea, enteritis, whooping-cough, 
measles, and diphtheria; out of this total 114 deaths, or 
more than half, were due to whooping-cough and measles. 
Mention is made of the great difficulty found in preventing 
the spread of these diseases when they invade the com- 
munity. Of the deaths, 43 were due to diphtheria, the 
same number as in the previous year, Attention is drawn 
to the fact that payment is received by medical practi- 
tioners for submitting swabs from persons who have been 
in contact with this disease with the object of recognizing 
carriers who might convey the disease to school. The total 
amount paid in 1927 for these swabs of ‘‘ contacts’? wag 
£103 7s., but it is pointed out that this outlay probably 
saved much larger sums which would have been required 
for the treatment of infected persons in hospital. Immuniza- 
tion of children is also being continued, and the facilities 
offered in this way have been very considerably utilized 
by citizens of Edinburgh for their children. During 1926 
the toxin-antitoxin mixture previously used for diphtheria 
immunization was replaced by toxoid-antitoxin, which is 
not liable to dissociate on keeping. Among 11,608 children 
who had been found to be immune or had been protected 
in this manner, 58 cases of diphtheria occurred, but none 
of these was fatal, while in the same period 2,741 cases 
had occurred among children who had not been immunized, 
and of this number 242 had died. With regard to venereal 
diseases reference is made to the refusal of the House of 
Commons to allow a second reading of the bil! promoted by 
the Edinburgh Corporation; the report points out that 
certain forms of the disease are on the increase, notwith- 
standing all efforts to educate the public, and the need for 
legislative measures to deal with this problem is urgently 
pressed. Although there has been progress in dealing 
with the housing problem there are still 7,328 single-roomed 
houses in the city, while approximately 12,000 houses are 
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still occupied. at rents below £10, and £2,822 houses with 
rents between £10 and £15. There is a great necessity for 
providing low-rented houses for low wage earners, espe- 
cially for those who have larger families than can reasonably 
be accommodated in two-roomed houses. Good progress 
has been made during the year with the erection of new 
houses under the various corporation housing schemes, a 
‘total of 5,899 houses having been constructed. Regret is 
expressed in the report that the question of a grant stands 
in the way of the hostel proposed for single men. In 
regard to hospital services, attention is drawn to what has 
been done by the city of Aberdeen in co-ordinating the 
services of various hospitals within the municipal area, 
and it is added that this step will be forced on local 
authorities in the near future. With regard to maternity 
and child welfare, a scheme started in 1917 for the super- 
vision of children through the ante-natal period and up 
to 5 years of age is subsidized, half by the corporation and 
half by the State. The percentage of births which had 
received ante-natal supervision at the centres had increased 
from 20 per cent. in 1921 to 44 per cent. in 1927. The 
number of attendances during the year at eight centres 
had been. 15,417, as compared with 10,777 in 1926. Eight 
preventive clinics were held for the prevention and correc- 
tion of dietetic errors and minor ailments; at these there 
had been 32,611 attendances, as compared with 28,978 in 
the preceding year. Certain special investigations had 
been performed, including the study of strains of haemo- 
lytic streptococci from cases of scarlatina with reference 
to their toxigenic and immunological properties; strepto- 
cocci of both scarlatinal and. non-scarlatinal origins had 
been found to possess toxigenic properties. The necessity 
for examining the throats of persous attending obstetrical 
cases complicated by puerperal infection was brought out 
by the results of examining attendants in a_lying-in 
institution where four cases of puerperal fever had 
occurred; one | nurse was notified as suffering from 
erysipelas, several other nurses developed cases of sore 
throat, and on taking throat swabs from 54 persons on the 
staff of the hospital, 15, or 27 per cent., were found to give 
positive results as regards haemolytic streptococci. A large 
number of tests were made in regard to the virulence of 
different strains of the diphtheria bacillus. It was found 
that the intracutaneous test was more satisfactory than 
subcutaneous administration. 7 


Small-pox Outbreak in Scotland. 

An outbreak of small-pox of mild type has been reported 
by the medical officer of health for Arbroath, some dozen 
cases having so far been traced. Another case, which 
appears to have been infected in Brechin, has been found 
in an institution. As chicken-pox is at present notifiable 
in Scotland, and as the cases of small-pox so far reported 
have been mild, it is possible that cases of the latter 
disease may be mistaken for chicken-pox, so that practi- 
tioners are requested by the Scottish Board of Health to 
scrutinize carefully all chicken-pox notifications, and in 
doubtful cases to request investigation by the local medical 
officer of health. The Board is prepared to supply local 
authorities with vaccine lymph at the cost price of 3d 
per dose. 


Edinburgh Veterinary College. 

At the annual distribution of prizes at the Royal (Dick) 
Veterinary College, Edinburgh, on June 27th, Sir Thomas 
Hudson Beare, chairman of the board of managers, who 
presided, remarked that it was particularly gratifying 
that the number of post-graduate students remained large. 
It was hoped to develop post-graduate teaching and research 
more and more each year. The board of management 
would gladly strengthen its teaching staff if more money 
became available. Lord Novar, who distributed the prizes 
said that veterinary science, thanks largely to the Royal 
Veterinary College, had made great progress in the last 
half century. The old-time veterinary practitioner, like 
his contemporary the old Highland bonesetter, was a ‘great 
personage, and often did good work, thanks to his indi- 
vidual experience, character, and popularity. The transi- 
tion period to the new style had been rather an anxious 


one for the stock-owner, and agriculturists sometimes re- 
garded the half-trained veterinary surgeon with some 
trepidation. The human bond between the patient and his 
medical adviser was one of the closest known, and a similar 
bond should exist between the stock-owner and the veter- 
inary surgeon. Lord Novar believed that there was a great 
future for veterinary practice, because in Great Britain 
they possessed the finest stock in the world. A great deal 
depended upon research, and the speaker suggested that 
in this respect some inborn qualifications were essential. 
The college was, however, entitled to support, and he 
hoped that agriculturists would subscribe more liberally 
to it when they could do so. He suggested also that county 
councils would find the college worthy of financial support. 


Memorial to the Late Dr. J. W. Allan. 

A tablet, erected by former colleagues of the late Dr, 
James Watson Alian to perpetuate his memory, was 
unveiled on June 26th in the Belvidere Fever Hospital, 
Glasgow, of which he was physician superintendent for 
many years. An account of his career was published in 
the Journal of February 21st, 1925. In handing over the 
tablet an appreciative address was given by Dr. A. K, 
Chalmers, formerly medical officer of health for Glasgow, 
who said they had met to place on permanent record a 
tribute to the bond of friendship and affection which had 
grown up between one of the early superintendents of 
Belvidere and those whose privilege it was to serve with 
him. The special significance of their meeting was in this, 
that although Dr, Allan was with them until three years 
ago, it was more than half a century since he was 
appointed physician superintendent at Belvidere, and 
fully a generation had passed since he resigned office. Yet 
the influence which radiated from him still lived. He was 
appointed in 1875 and resigned in 1893, and during these 
eighteen years a succession of residents not only reaped 
a rich harvest from the wealth of his clinical experience, 
but came to regard him with an almost filial devotion, 
In all there were fifty-four residents during this period, 
Many of them had already completed their tale of years, 
and the others were widely scattered. Some had gone to 
the ends of the earth—Africa, India, Australia, and China 
had claimed some; many were in England; about a dozen 
only were in Scotland; and still fewer were im, or near, 
Glasgow. Discussing the nature of Dr, Allan’s influence, 
Dr. Chalmers said that residents saw, on the one hand, 
strenuous effort to reach a high standard of efficiency in 
the ward work, and on the other a studied consideration 
for their social comfort. The speaker then recalled the 
position of the hospitals fifty years ago, and spoke of the 
part played by Dr. Allan in gaining public confidence in 
those institutions and in promoting: the education and 
training of nurses. When Dr. Allan left Belvidere, he 
said, the hospital was established in the confidence of the 
public, and its reputation had already extended far beyond 
the boundaries of the city of Glasgow. The dominant note 
in his character was sympathy—sympathy with the patients 
and with the anxiety of their friends, and sympathy with 
the nurses and the demands on their patience. Dr. 
Chalmers concluded by asking the Health Committee to 
accept the tablet from the residents of Dr. Allan’s time 
as an expression of their affectionate remembrance of one 
who did so much to establish Belvidere in the public 
confidence and esteem. 


Conference of Sanitary Inspectors. 

The thirty-fifth annual conference of the Sanitary In- 
spectors’ Association of Scotland was held at Dunfermline 
on July 6th. Mr. Archibald Eaglesim, public health depart- 
ment, Paisley, in his presidential address said that it was 
desirable that sanitary inspectors in larger centres should 
hold a diploma from a university, but there was no opening 
for such specialists in the smaller burghs. Dr. Dittmar, 
Chief Medical Officer, Scottish Board of Health, remarked 
that the sanitary inspector nowadays had to know some 
thing about buildings, building construction, meat inspec- 
tion, and dairy work, so that he must be a man of fairly 
wide training. Some educational scheme on the lines of 
that provided for articled pupils in the engineering trade 
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would have to be devised, with a combination of theoretical 
teaching and practical experience. He thought that if a 
course like this were worked out the status of the sanitary 
inspector would take care of itself. 


Gngland and Wales. 


Presentation to Sir George Makins. 
Ox June 20th, in the Governors’ Hall at St. Thomas’s 
Hospital, Sir George Makins, G.C.M.G., C.B., was pre- 
ented with his portrait, the gift of his old friends, pupils, 
and colleagues. The painting is the work of Mr. James 8. 
Sleator, and was much admired. The proceedings, which 
were quite informal, were opened by Sir Arthuy Stanley, 
treasurer of the hospital, with a few warmly appreciative 
words on behalf of the governors. He was followed by 
Sir Percy Sargent, Sir Cuthbert™Wallace, and Dr. H. G. 
Turney, who, as friends and colleagues of different periods, 
dwelt in turn on the length and value of Sir George’s 
services to the medical school and hospital, and on the 
affectionate regard in which he was held by all with whom 
he was associated. Special reference was made to Lady 
Makins, who had taken so large a share in establishing 
and maintaining these kindly relations. Sir George Makins, 
in reply, expressed his profound appreciation of the honour 
done to him. He was deeply touched by what the various 
speakers had said, and he proffered his sincerest thanks to 
his many friends for the gift of his portrait, which in the 
fullness of time would become the property of the hospital. 


London Hospitals and the Middle Class. 

The report of the Pay Bed Committee of King Edward’s 
Hospital Fund for London on hospital accommodation for 
the professional and middle classes will, it is understood, 
bo issued shortly. According to a forecast of the com- 
mittee’s findings, which has gained general acceptance, the 
report suggests the allocation of beds in all the large 
London hospitals for persons who, while they cannot afford 
to meet the normal specialist fees and private nursing 
home charges, can make a fixed weekly payment for hos- 
pital treatment. Proposals for the initiation of a volun- 
tary insurance scheme for this class are believed to have 
found favour in the eyes of the committee.’ It is suggested 
that each person entering the scheme should make an 
initial payment of £10, so providing funds which could be 
used to extend pay-bed accommodation. An annual pay- 
ment of £2 16s. would also be required, and, while this 
alone would confer a title to participation in the benefits 
of the scheme, those who made initial payments would 
secure a measure of preferential treatment. Lord Riddell, 
president of the Royal Free Hospital, commenting on the 
proposal outlined above, has said that the provision of 
beds was the main problem, and that cheap paying beds 
were needed not only in the big central hospitals, but in the 
suburbs and outlying districts. The best arrangement, in 
his belief, would be the provision of paying beds at the 
various local hospitals, giving the patients’ doctors access 
to them. 


Blackburn Royal Infirmary Extensions. 

A new wing at the Blackburn and East Lancashire Royal 
Infirmary, erected as the main feature of the town’s war 
memorial scheme, was opened on June 16th by Mrs. R. A. 
Yerburgh. The extension scheme, which has involved 
an expenditure of about £95,000, was prepared by Dr. 
D. J. Mackintosh, medical superintendent of the Western 
Infirmary, Glasgow, in conjunction with the local archi- 
tects; it provides accommodation for ninety beds in five 


‘wards, together with two operating theatres, new adminis- 


trative offices, quarters for the resident medical staff, and 
a section which will be used to house members of the 
nursing staff until the extension of the existing nurses’ 
home is possible. The War Memorial Wing, as it is to be 
called, consists of an octagonal central building, connecting 
the two new ward blocks, and having in front of it a two- 
story block for the administrative offices and operating 
theatres. Covered corridors connect the extension to the 
older building. In the new wing, on the ground floor, the 


west block contains the children’s department, and the 
east block the medical staff quarters. On the first and 
second floors, in both blocks, there are wards of sixteen 
beds each and small two-bed wards, together with the usual 
ancillary accommodation; all four large wards have open 
sun balconies on. the south side. The third floor contains 
bedrooms for the domestic staff, those in one block being 
occupied meantime by members of the nursing staff. Over 
the porte-cochére at the entrance is a corridor linking the 
operating theatres with the central part of the new wing. 
Special attention has been given throughout to the equip- 
men of the building, and notably to heating, lighting, and 
ventilation. At the opening ceremony the mayor of 
Blackburn, Mr. J. A. Ormerod, announced that £101,632 
had been contributed to the War Memorial Fund, and 
stated that this had sufficed to cover the cost of building 
and furnishing the War Memorial Wing and also of 
erecting a memorial monument elsewhere in the town. As 
a result of the extension the board of management has 
carried out a supplementary scheme at a cost of about 
£50,000; a new laundry, boiler-house, mortuary, and post- 
mortem room have been provided, and extensive additions 
have been made to the kitchens. A large z-ray, electrical, 
and massage department, including an_ orthopaedic 
gymnasium, has been erected. It is proposed, in the near 
future, to extend the nurses’ home and to enlarge the 
out-patient waiting hall and casualty department. 


Medical Supervision of Children. 

The London County Council resolved recently, on the 
motion of Dr. Stella Churchill, to ask its Education and 
Public Health Committees to consider and report as to 
the advisability of unification of the medical supervision 
of school and other children in London in order to obtain 
continuity of medical work throughout child life. The two 
committees concerned have met and have heard the views 
of Dry. Churchill, who has stated that what she had in mind 
was medical supervision alike of children of school age and 
of pre-school age. Instructions have been given for a 
report to be prepared on the subject, dealing with it 
from the broader aspect of the best method of bringing 
into relation with one another, and securing co-operation 
between, the school medical service and the services respon- 
sible for the welfare of children of pre-school age. The 
committees are to report as soon as possible after the 
summer recess. 


Wholesale Dairy Organization. 

The opening of what is claimed to be the largest and 
most modern wholesale milk depot in the world, that of the 
London Wholesale Dairies, Limited, at Vauxhall, was cele- 
brated by a luncheon on July 6th, presided over by the 
Hon. Sir Arthur Stanley, and attended by the mayors of 
Lambeth and Deptford and by a number of London medical 
officers of health, one of whom, Dr. Charles Porter of 
Marylebone, spoke to the principal toast. The guests were 
taken round this remarkable building, and were impressed 
by the absolute cleanliness and efficiency of the handling— 
an unfortunate word, because the process is a rather extreme 
example of mechanization—of the thousands of gallons 
of milk which pass every day through this depot on its 
way from the farmer to the retail dairyman. The visitors 
were taken to the pasteurizing floor, where the milk is 
heated to 145° F., and held at that temperature for thirty 
minutes. In the bottle and churn room they watched the 
filling process, which takes place entirely by machinery, 
and is so arranged that the filling begins the moment the 
sterilization of the vessels is completed. In the sterilizing 
room the milk was shown being sterilized in the bottle 
under pressure. An interesting feature of the plant is the 
huge glass-lined holding tanks, which have no crevices 
or corners, and thus lend themselves to easy cleansing ; 
also the ‘‘ homogenizers,’’ machines which exert a pressure 
of 3,000 Ib. to the square inch and break up the fat cells 
in the milk so that the cream does not separate and a 
uniform product in the finished sterilized milk is ensured. 
It was stated that samples of milk are taken for laboratory 
control every half-hour throughout the entire process. 
The visitors also noted the provision of baths and wash- 


rooms for the employees, and the excellent lighting and. 


ventilation of a modern hygienic factory. 
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Correspondence. 


DIRECT REPRESENTATION ON THE GENERAL 
MEDICAL COUNCIL. 

Sir,—In a letter from Dr. Bone and Dr. Le Fleming 
appearing in your issue of July 7th it was pointed out 
that as the university, professorial, and consulting clement 
is so fully in evidence on the General Medical Council it is 
fitting that the direct representatives of the profession 
should be general practitioners. With this | am absolutely 
in accord. 

At a meeting of the profession in my Division (Kensing- 
ton) it was resolved to put forward my name as a candidate 
for nomination at the coming election. 1 am, and have 
been for the whole of my professional career, a general 
practitioner pure and simple. I served for five years on 
the General Medical Council as a direct representative, and 
therefore am thoroughly conversant with its methods and 
procedure, so that if L were re-elected 1 could at once take 
my place in its deliberations without having to serve any 
apprenticeship. 

In the British Medical Association I have held every 
possible office except that of Chairman of Council and 
Treasurer, having been Chairman of my Division, President 
of my Branch, member of the General Council for seventeen 
years, Chairman of the Representative Body, 1915-18, 
Chairman of the Medico-Political Committee for seven 
years, President of a Section at the General Meeting, 
1920, member, chairman, and vice-chairman of numerous 
special and ad hoc committees, and have also repre- 
sented the Association on many outside bodies, in some 
cases for many years. During the whole of this time, 
both within the B.M.A. and also very largely as 
a member of outside councils, 1 have done my utmost 
to further the honour and best interests of my _pro- 
fession. For these reasons I have allowed my name to go 
forward as a candidate, and I appeal to all members of the 
profession for their support. Should I be re-elected I 
should do my very best to carry out the duties of the post, 
as I did when I was a member some years ago, when I never 
missed a single session or sitting of the Council.—I am, etc., 


E. B. Turner. 


London, W.2, July 7th. 


Sm,—At the request of a meeting of the practitioners 
of Leicestershire and Rutland I have agreed to submit 
myself as a candidate for the General Medical Council. 
I am in entire agreement with Drs. Bone and Le Fleming 
that it is essential to secure the election of those who have 
a thorough acquaintance with the problems and difficulties 
of the general practitioner, an acquaintance which I believe 
I possess. 

As Honorary Secretary for nearly twenty years of a 
Division which is composed almost equally of industrial 
and rural constituents, as Chairman for fourteen years 
of the Leicester Panel Committee, as the promoter of the 
largest public medical service in the country, and now 
the President of the Leicester section, 1 have been in close 
touch locally with every form of medical practice, while 
as Chairman of the Representative Body of the British 
Medical Association and a member of all its standing 
committees, either in the past or at the present time, 
I have been actively engaged for many years in central work 
on behalf of the profession. 

On these grounds I venture to invite the support of the 
profession as a whole.—I am, etc., 


Leicester, July 9th. R. Wariace Henry. 


Sir,—In the current issue of the British Medical Journal 
I notice there is a letter, dated June 27th, giving the 
experience of, and asking for support for, two practitioners 
who are candidates for the election in October to the 
General Medical Council. 

In consequence of that appeal, I venture to state that 
I also have been nominated unanimously by a meeting of 


the profession here, called by the local Division. If the 
accompanying list of my experiences and appointments, 
past and present, is not too long, I should be greatly 
obliged if you will be good enough to insert it in your next 
issue; and so to give voters, whom L cannot reach in any 
other way, information that will show I have had adminis- 
trative and other experience which might be useful on the 
General Medical Council. 

I do not make any promises, beyond that of a faithful 
attention to the honour and interests of the profession 


‘(which really are those of the community), as the duties 


of the General Medical Council are limited to the carrying 
out of the Medical Acts, so far as they concern medical 
education and registration.—I am, etc., 
C. H. Mirsurn. 
Harrogate, July 9th. 


** A summary of Dr. Milburn’s experience in public 
and medico-political work will be found in the Supplement 
this week at page 18, together with details relating to the 
other candidates who have been nominated at meetings 
of the profession convened by Divisions of the British 
Medical Association. 


VOLUNTARY HOSPITALS AND THE STATE. 

Sir,—On the agenda paper of the last meeting of the 
Marylebone Division there appeared the cryptic words 
“ Amendment by Dr. Graham Little, M.P.,”’ and a copy 
of this paper was sent to the 669 members of the British 
Medical Association in the Marylebone Division, not, 
as Dr. Little would have us believe, to 1,500 medical 
practitioners. 

The whole Division became astir on receipt of the agenda, 
but so content, apparently, are the members of the British 
Medical Association in this large and influential Division 
with the Report of the Council, including the well-thought- 
out Appendix VII, that only eleven thought it worth 
while to attend in order to become acquainted with the 
terms of this secret amendment. One of these was a close 
follower of the proposer, who in due course seconded the 
amendment, but in terms which brought strong condemna- 
tion from a stalwart of the Division. 

The amendment was so amazing in its wording that no 
one could be surprised—not even Dr. Little himself—at 
the deserved defeat it sustained. 

In his letter printed in your issue of July 7th (p. 34) 
Dr. Little states that the italics were his own in his extract 
from the scheme to be put before the Representative Body. 
Unfortunately, his italics, and perhaps intentionally, miss 
the essential word in the extract. Here I reproduce the 
extract with italics which are my own: 

‘“The first step in the attempt to co-ordinate the work of 
the voluntary and municipal hospitals must be the establishment 
of a central adrisory authority appointed by the Minister of 
Health.” 

The Council in adopting this portion of the carefully 
thought-out scheme of the Hospitals Committee for the 
co-ordination ‘of hospital provision did so fully aware that 
the words implied: 


1. That a central advisory authority was essential. 

2. That this body had to be central, but only advisory. 

3. That such a body could be called into existence cnly by 
the Minister of Health himself. 


Being solely advisory in function, this body could not 
possibly lead to the inevitable transfer of the control (again 
the italics are mine) of the voluntary hospitals to the State 
as represented by the Ministry of Health. Sir Thomas 
Horder, in his statesmanlike address to the British Hos- 
pitals Association Conference, puts the matter in a nutshell 
when he says, ‘‘ I think this is a bogy. I find it impossible 
to believe that any statesman can sincerely consider such 
a step” (British Medical Journal, July 7th, p. 27). With 
this statement I am in entire agreement, and so I believe 
will he the majority of those astute persons who will make 
up the Representative Body at Cardiff.—I am, etc., 

W. McAvam Eccies, 


B.M.A. House, July 9th. Chairman of the Hospitals Committee. 
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_Sm,—The recent conference of the British . Hospitals 
Association at Southport does not seem to have received 
as much notice in the press as its chief subject-matter 
deserved. That matter was the part the voluntary hospital 
system should take in the forthcoming arrangements for 
the public health services of the country. ; 

Sir Thomas Horder’s address' brought out clearly and 
strikingly the value of the voluntary system in the pro- 
duction of a body of well-trained medical men, and it 
showed how their training might be made still more 
valuable if to the resources of the voluntary hospitals those 
of the Poor Law institutions should be added. It was, 
however, of cardinal importance that the principles under- 
lying the voluntary system should be maintained, and the 
activities of the Association might be very usefully employed 
in the consideration of means to this end. In the debate 
that followed different possibilities were considered. The 
optimistic thought that the two greatest assets of the system 
were the affection of the patients for the voluntary hos- 
pitals, and the interest taken in them by their supporters. 
The doubting averred that both these classes of the com- 
munity were inarticulate, and that the first sign of 
dissatisfaction on the part of the supporter might be the 
withdrawal of his support. The debate ended on a note of 
hope—not over-sanguine—that it might be possible for two 
bodies to work in co-operation, one managing the volun- 
tary, the other the municipal hospitals. 

To many it will occur that the fulfilment of this hope 
could only furnish another instance of the lamb lying down 
beside the lion: voluntary control would soon be engulfed, 
and voluntary support would promptly disappear. This, 
fortunately, is not the end desired by the Minister of 
Health, who has expressed himself emphatically in favour 
of the retention of the voluntary system. But it was 
indicated at the conference that he may find arrayed 
against him forces of a formidable nature. For instance, 
a large number of the younger medical men who would be 
required to serve the transformed Poor Law institutions, 
and in consequence those also now on the staff of the 
voluntary hospitals, might strongly favour State or muni- 
cipal control as connoting remuneration for their services. 
The spirit which animated their elders to accept honorary 
posts, and wait for the rewards that come in later life, 
would fade to vanishing point when faced with the oppor- 
tunity of making at once a substantial income as a set-off 
against the much heavier expenses and costlier way of life 
of a young consultant of the present day. Whatever justice 
there might be in this claim the real problem would be, 
Could the country, at a time when economy is so vitally 
needed, stand the large additional expense? 

Another opposing force anticipated at the conference was 


‘the abiding influence of the permanent officials of the 


State and municipal. departments. Could such a fellow 
as the voluntary hospital be stabled with the municipal 


institution accustomed to a liberal diet of red tape? 


A disquieting prospect for the municipal eye. Moreover, 
it was thought possible that a vast additional outlay might 
be involved in specious but ill-considered projects. What 
opportunities there would be in the costly equipment of 
modern hospitals! It has been suggested by an eminent 
municipal officer that under the new regime the voluntary 
hospitals would necessarily come under the control of the 
London County Council. As evidence of the capacity of 
the Council to assume control of large undertakings their 
management of education and housing were instanced. 
Many think there is plenty of room for criticism in their 
expenditure on the former; Becontree does not exactly 
support the testimony of the latter. It will not be for- 
gotten, either, that the patient Londoner has to make good 
annually a deficit of some £250,000 on his trams. 

The time would seem to be ripe for the representatives 
of the London hospitals to devise a scheme under which the 
voluntary and municipal institutions could work together 
without the loss of the voluntary management and support. 
The representatives of the Scottish hospitals have been in 
communication with the Secretary of State for Scotland 
in regard to this matter, and they have been asked to form 
a committee and frame their suggestions. It might be of 


1 British Medical Journal, July 7th, p. 27 


appreciable assistance to the Minister of Health if. the 
London hospitals would become articulate by adopting a 
similar course.—We are, etc., 


LONDONDERRY, 
President. 
Freperick Evry, 
Chairman of Council. 
R. Roy Wison, 
Chairman of Weekly Board. 
Chelsea Hospital for Women, July 9th. 


ARSENIC AND THE REALM OF UNCERTAINTY. 

Sir,—The problem of arsenical poisoning is intimately 
bound up with certain problems of the circulation, and in 
particular with the circulation in the liver. In the British 
Medical Journal of December 17th, 1927 (p. 1137), a method 
of direct observation of the circulation in the liver in 
the toad was detailed by me, and in addenda published 
privately the existence of very considerable stasis in the 
liver sinusoids was discussed. The possibility of the influence 
of respiratory compression of the liver as a determining 
factor in ensuring a flow of blood in all the liver sinusoids 
was foreshadowed; and recent research by Professor 
Leonard Hill (see forthcoming paper in the British Journal 
of Experimental Pathology), wherein he notes that, 
no matter how careful manipulation may be, in_ toads 
profound stasis exists, leads him to state that respiratory 
movements are essential, and, of course, muscular move- 
ment of the body generally. The heart alone cannot ensure 
a complete circulation of the liver, but needs to be aided 
by respiratory and muscular movements. Consequently, 
in disease it is imperative that we look for evidence of 
liver stasis. 

The problem of shock involves the problem of the dis- 
appearance of blood from active circulation. Professpr 
Cannon considered that blood might be dammed back in 
the portal circulation by constriction of the hepatic radicles 
of the portal vein; but it is obvious in shock, with general 
muscular passivity and with very feeble breathing and 
diminished arterial blood pressure, that all the factors are 
present which would produce the stasis of the liver seen 
under the microscope by L. Hill and by myself. Now as 
the amount of blood normally circulating in the liver is 
a large fraction of the total blood—rather more than a 
quarter—stasis in the liver would throw out of circulation 
blood than can ill be spared. Further, in certain forms 
of heart disease (paroxysmal tachycardia) the liver may 
swell considerably and quickly subside on restoration of 
normal cardiac rhythm. Hence one can say, as the liver 
swells, more blood flows into the liver than flows out, 
and the extra blood in the liver is either stasic in the 
sinusoids or the total mass must be moving very slowly. 

In the case of arsenical poisoning the condition of cloudy 
swelling of the liver cells must increase resistance to blood 
flow, and as the blood pressure of the portal vein is roughly 
10 mm. of Hg, any extra resistance to the passage of the 
blood must lead to stasis. L. Hill has measured the blood 
pressure in the liver sinusoids where blood is moving, and 
found the blood pressure about 2 mm. of Hg. In arsenical 
poisoning a so-called fatty degeneration of the liver exists. 
The evidence from phosphorus poisoning leads one to 
believe that the fat deposited in the liver is really carried 
to the liver from the fat depots of the body, and that the 
protein of the liver cell is not transformed into fat. The 
carriage of this fat is also a problem of the circulation, 
and if it be the case that the liver microphages engulf fat, 
the existence of stasis of blood flow in liver sinusoids will 
influence such removal of fat from the blood stream, 

We are now in a position to consider something in 
the realm of uncertainty and arsenic. In the case of 
R. v. Maybrick, Professor Tidy objected to an estimation of 
the total quantity of arsenic in the liver being based on 
an estimation in a part of the liver only. In other words, 
if the arsenic present in, say, one-third of the liver in one 
piece was determined, Professor Tidy maintained that 
multiplying the amount found by the appropriate factor 
would not necessarily give a correct amount for the whole 
liver. In other words, arsenic was found by him to be 
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differently distributed in amount in different portions of 
the same liver. The reason for this discovery may be 
(1) unequal penetration of the cells of the liver by arsenic; 
(2) unequal eliminating power of the cells of the liver for 
arsenic; (3) unequal distribution of blood flow (carrying 
arsenic) to different portions of the liver; (4) unequal 
carriage of arsenic away from the liver owing to unequal 
distribution of blood flow to portions of the liver. As 
regards (1) and (2) it is difficult to see how peculiarities of 
individual cells would not cancel themselves out in the vast 
number of cells that must be in a portion of the liver. We 
are left then with (3) and (4), which could be accounted 
for by stasis in the liver. If this be granted it is well 
that one should note the consequent bearing on the medico- 
legal question of the quantity of arsenic found in the body 
in different cases of proved arsenical poisoning. 

If one is going to argue from quantities of arsenic in 
the liver and in other organs of the body, say heart and 
kidney, in different cases, one ought to be sure that the 
poisoning cases compared were alike in the existence or 
non-existence of stasis in the liver. And such knowledge 
is not in the realm of certainty, but in the realm of 
uncertainty. The symptoms of arsenical poisoning, the 
peripheral neuritis leading to a partial or more or less 
complete paralysis of the limbs—it may be also paralysis of 
the intercostal muscles, leading to immobility—would favour 
stasis. Vomiting and straining might lead to removal of 
stasis for the time taken by the muscular acts to be per- 
formed, to relapse once more into immobility. It seems 
fair, too, from the descriptions given in R. r. Armstrong 
and other cases, to conclude that, terminally at least, shock 
plienomena are present ; and shock leads to stasis. Further, 
the rapidity of the heart’s action, due no doubt to weaken- 
ing of the heart by the poison, is also to be expected where 
the total volume of the circulating blood is diminished 
either by haemorrhage or by stasis. 

tn the case of R. rv. Seddon, as pointed out by Sir 

William Willeox,' the amount found in the liver was 
0.17 grain, while 1.03 grains were found in the muscles. 
Sir William Willcox states that this distribution of arsenic 
was probably “‘ owing to there having been a break in the 
repeated dosage.”? But it might be just as well argued 
that the relatively low figure of 0.17 grain in the liver 
was lune to the absence of stasis in the liver, or that the 
stasi® in the liver occurred after the liver had been largely 
depleted of arsenic, while the high figure of arsenic found 
in the muscles, over 1 grain, was due to increased muscular 
activity during spasms of writhing, vomiting, and strain- 
ing, because the researches of Krogh, etc., have revealed the 
great increase of capillary blood flow in the muscles during 
activity. Muscular activity would assist the circulation 
in the liver, thereby depleting it of arsenic, and muscular 
activity would tend to arsenic penetrating the muscle cells 
though increased muscular capillary bed. 
_ I pass now to the question of the quantity of arsenic 
found after death in the stomach and intestinal tract. In 
the very valuable paper by Sir William Willcox tables are 
given of quantities found in various cases. But I do not 
find in this paper, or in the new edition of Taylor's 
Medical Jurisprudence, any help in solving this problem. 
When arsenic is taken into the system it is absorbed and 
earried to the liver in the first instance by the portal 
circulation. Some of the arsenic remains in the liver, 
depending in great part on the circulatory conditions, and 
above al] on the absence or presence of stasis. But some 
of the arsenic in the liver will be re-excreted along the 
stomach and intestinal tract; and in none of the analvses 
I have read do I find any attempt made to state how much 
ef the arsenic found in the contents of the stomach and 
intestines was excreted arsenic from the liver, and not a 
portion of the arsenic originally taken which remained in 
the stomach or bowels. Further, there seems to be no 
attempt made to settle whether the arsenic in the intestinal 
tract, excluding the conteats, was arsenic that had been 
absorbed on its way to the liver or arsenic that was in 
process of excretion from the liver. 

I do not say these problems can be solved, but one is 
bound to consider them before applying a gastro-intestinal 


4 Transactions of the Medico-Legal Society, vol. xvi, p. 187. ° 


time-table. By that I mean calculating the time when 
a dose of arsenic was taken by the distribution of the 
arsenic in the stomach and bowels. How does one know 
that cases may not crop up where the whole of the arsenie 
in the stomach and intestinal tract was arsenic excreted 
from the liver; and if stasis may be present in the liver, 
how long has that arsenic before excretion been lying 
there? Yet on the question of the time of a dose may 
depend a verdict.—I am, etc., 
Halesowen, July 7th. 


James M. McQveen. 


GASTRIC SECRETION OF NEUTRAL CHLORIDE. 

Sir,—In his letter which you published on June 30th 
(p. 1128) Dr. F. S. Hansman writes to defend a pap-r 
by himself and his colleagues against some criticism said to 
be contained in a letter from me in the British Medical 
Journal of March 24th (p. 521). As Dr. Hansman writes 
from Australia 1 am anxious to say nothing of a con- 
troversial nature, and would indeed prefer te say nothing 
at all; but as silence is sometimes more dangerous than 
speech I would like to point out that the letter he refers 
to was written in reply to one from Dr. Poulton, and that 
from beginning to end it contained no word of criticism 
of the work of Dr. Hansman and his colleagues; and J} am 
quite at a loss to know where he can possibly have found 
it. I merely stated the main conclusions at which they had 
arrived and contrasted them with those of Baird, Campbell, 
and Hern in order to show that the two sets of authors 
were diametrically opposed in their views as to the origin 
of the gastric neutral! chloride, and that they could not 
therefore be cited together as witnesses on the same side, 
1 added no critical comment of my own on either paper. 
1 am sorry if in giving Dr. Hansman’s conclusions f un- 
wittingly made much of his statement that the chlorides 
passed through the stomach wall; I admired the restraint 
that led him to claim no more than his evidence warranted 
and therefore 1 purposely used his own phraseology. 

Dr. Hansman’s last paragraph has really no connexion 
with anything I wrote. I have never questioned the 
accuracy of his mathematics; what 1 do question in my 
own mind is the accuracy of the data on which his calcula- 
tions are based. I do not accept his assumptions on the 
chloride content of the duodenal contents, and his simple 
little: sum of 141 represents itself to me as 1+2 where & is 
the sum of various unknowns. Controversy on this point 
is useless, and for that reason I have carefully refrained 
from it; the question can only be settled by further 
experiment.—I am, cte., 


London, S.W., July 4th. G. W. Goopuart. 


——$— 


ADRENALINE IN MEDICAL AND SURGICAL 
PRACTICE. 

Sim.—-Mr. W. M. Beaumont, in his article of June 30th 
(p. 1104), gave a list of conditions in which adrenaline 
mvdriasis occurs when this substance is instilled into the 
conjunctival sac. He omitted the important group of 
patients who give this reaction at the time of the meno- 
pause, a condition which I have shown in this Journal 
and elsewhere? is associated with a general increase in 
the tonus of the sympathetic nervous system. 

In my latest publication on this subject® I showed that: 


(1) Women at the menopause who complain of flushing 
display an inereased sensitiveness to adrenaline. 

(2) This increased sensitiveness is manifested as certain 
atypical phenomena associated with intravenous and sub- 
cutaneous injections of adrenaline, and its instillation into 
the conjunctival sac. 

(3) Whereas these atypical phenomena occur in all cases 
of association of the menopause with flushing, adrenaline 
mydriasis is present only in cases complaining of severe 
flushing. 

(4) The atypical adrenaline phenomena do not occur in 


1 British Medical Journal, 1927, ii, 14-15. 
2 The Flushings of the Menopause. Baillitre, Tindall and Cox, 1927. 
3 Endocrinology, January-February, 1928, pp. 59-64. 
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those women at the menopause who do not complain of 
flushing nor in women whose menstrual cycles are normal. 

(5) Adrenaline sensitiveness at the menopause associated 
with flushing disappears when the attacks of flushing cease. 
—I am, ete., 


London, W.1, June 29th. Joun H. Hannan, M.D. 


THE PAPILLAE FOLIATAE AND CARCINOPHOBIA. 

Sir,—I was much interested in the memorandum entitled 
“The papillae foliatae and carcinophobia’? by Mr. C. 
Jennings Marshall in your issue of July 7th (p. 13). I have 
frequently come across the condition he describes, and have 
found it to be almost invariably bilateral and to occur only 
in adults. I had previously regarded it as an hypertrophied, 
inflamed, or oedematous condition of one of the laterally 
placed papillae vallatae of the tongue, but will in future 
look more closely into its site of origin ——I am, etc., 


F. Coreman, M.C., M.R.C.S., L.D.S., 


July 10th, Dental Surgeon, St. Bartholomew's Hospital. 


ANAESTHETICS AND DIABETES. 


Srr,--In his letter in the Journal of June 30th (p. 1127) 
Dr. S. Levy-Simpson does not mention a most suitable gas 
anaesthetic for diabetic cases—namely, ethylene. The late 
Dr. S. R. Wilson of Manchester, in his book Outlines of 
Anaesthesia, describes this gas as specially valuable, inas- 
much as any operation can be performed on a person who 
is anaesthetized with it. The only danger is asphyxia, 
which is easily avoided by using sufficient oxygen. Dr. 
Wilson says: 

““In my experience after-effects are extremely rare and the 
gas in this respect is very similar to nitrous oxide. One or two 
subjects had a feeling of nausea and no vomiting. Its greatest 
value is in bad risk anaesthetics when nitrous gas is insufficient 


er undesirable owing to associated anoxemia, and ether is con- 
sidered detrimental to tissues already damaged.’ 


_ Dr. Wesley, Bourne, in a paper read before the joint 
meeting of the Canadian Medical Association, the Ontario 
Medical’ Association, and the Canadian Society of Anacs- 
thetists on June 17th, 1827, quotes a series of tests proving 
that ethylene has no deleterious effect on the body cells 
generally, aud especially the liver. According to similar 
tests ether, chloroform, and ethyl chloride had considerable 
detrimental result. 

I think it is generally admitted that diabetic patients 
have reduced carbohydrate tolerance after anaesthetization 
with these substances. 

In days gone by, before the introduction of insulin, 
diabetes was often treated with opium, and, in my own 
experience, with very good results, especially in the case 
of patients over the age of 50. Therefore my suggestion for 
an ideal anaesthetic for a diabetic would be a fair dose of 
opium or morphine one hour before operation and then a 
nitrous oxide and oxygen gas anaesthetic. Almost any 
operation can be done with this, and it is very satisfactory 
to both the surgeon and patient. 

I have just returned from a visit to the United States 
and Canada, where I saw gas and oxygen given for nearly 
every operation imaginable, and many surgeons did exten- 
Sive operations with no other anaesthetic.—I am, etc., 


Doncaster, July 2nd. E. J. CHambers, 


. Srr,—In reply to your correspondent in the Journal of 
June 30th (p. 1127) the quotation from my paper, as so 
often happens, is incomplete. Removed from its context, 
the sentence is liable to convey an erroneous impression. 

I would point out that my opinion of ether as a satisfac- 
tory anaesthetic in diabetes has only been proved after 
treating these cases (which are always productive of grave 
anxiety) with great care. With the exception of the 
acute urgencies, all cases have been carefully prepared 
and rendered sugar-free before operation. During this 
time and for a week afterwards blood sugars have been 
estimated at least four times daily, in order to secure 
adequate control. And further, in my service, no case is 
allowed to be operated upon unless 50 grams of glucose 


and an adequate insulin dose have been administered half 
an hour before anaesthetization. 

Apart from such routine care, I have no knowledge of 
anaesthesia in diabetes, but I would repeat that under 
these conditions ether is a satisfactory and a safe anaes- 
thetic as regards both the immediate and remote results.— 
I am, etc., 


Manchester, July 6th. G. J. Lanewey. 


EXPERIMENTS ON ANIMALS. 

Sir,—May I congratulate you on your article on the 
above subject in the British Medical Journal of June 30th 
(p. 1119). Its moderation and good sense are to be com- 
mended, and I should like to suggest that you might see 


your way to go a little further in bringing about a better 


feeling in the mind of the general public. ; 
There is no doubt that there is a certain uneasiness 


at the vast increase in animal experiments, and the average 


layman does not realize that the great majority of ‘‘ experi- 
ments ’’ are painless. It is realized, however, that, looking 
at physiology from an international standpoint (and after 
all the physiologists of different countries are largely work- 
ing together), a great amount of prolonged and unnecessary 
pain is inflicted on animals, owing either to anaesthetics 
not being compulsory in cutting experiments in certain 
countries or to the existing law not being properly 
administered. If the defenders of research could use their 
influence to interest the League of Nations in this inter- 
national question, and aim at purging the science of 
physiology from all reproach, what an advance in humanity 
it would be! 

The British are renowned for their kindness to animals. 
Surely British physiologists would have no objection to 
helping to free their science from the reproach under 
which it at present labours.—I am, etc., 


Bridgwater, July 2nd. Haroitp Parsons, M.B.Camb. 


MIDWIFERY MORTALITY. 

Srr,—In your issue of June 30th (p. 1126) Dr. David 
Roxburgh submits some remarkable observations for—as 
he puts it—‘‘ the consideration of your readers.’’ He 
actually laments the passing of the “ignorant and un- 
trained woman ’”’ who acted in the capacity of nurse, and 
deplores the ‘ shortsightedness and stupidity ’’ of certain 
doctors who helped to bring the Midwives Act into being. 
He admits that these untrained women “ did nothing, did 
not attempt to do anything.’’ That is quite true. Most 
of us have suffered from them. They ‘ did nothing” so 
frequently that when the unfortunate doctor was at last 
called in he often could do little or nothing either. That 
was one of the reasons why they were abolished. 

I may have mistaken the intention of Dr. Roxburgh’s 
letter, but surely he is not suggesting that these women 
should be reinstated, even though it might be to the 
advantage of the young doctor who needs more expe- 
rience in obstetrics. Presumably these ‘ untrained and 
ignorant ’? midwives were abolished in consequence of the 
high rate of mortality and puerperal sepsis that were so 
rampant in those days. I would ask Dr. Roxburgh a plain 
question. Which would he prefer to see at the bedside 
of one of his own midwifery cases—a clean, smart, 
up-to-date, efficient, well-trained licensed midwife, or some 
old body whose only qualification for the job was, in her 
own words, ‘“‘ Cos I’ve bin a mother of ten meself, so I 
knows what ’er’s going through’’? And if a properly 
trained nurse-midwife is available nowadays for the richer 
classes surely her services are needed still more for those 
who are less fortunate in their financial resources. 

I agree with Dr. Roxburgh that the average young 
newly qualified doctor is but ill equipped in knowledge and 
experience when he is called upon to tackle a difficu't 
confinement. I trust that I do not come under this 
category, for I have personally attended, I suppose, at 
least the 1,000 cases which he considers are necessary to 
make a man efficient. But the recently qualified man’s 
inexperience is not caused by the Midwives Act. It is due, 
and always has been, to the inadequate obstetric training 
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which he undergoes at his medical school. A minimum 
of twenty cases in order to get “‘ signed up”’ is far too 
small a number, and even if, during these twenty cases, a 
difficult one crops up, he always has the hospital obstetric 
medical officer at his back whe will: do the work for him. 
It is true that when he starts general practice in earnest 
he can learn a very great deal by ante-natal methods, 
even though he may not be called upon to attend a large 
number of cenfinements, but this does not excuse his 
medical school for giving him so poor a start. 

As a matter of fact, judging from the advertisements 
for the sale of medical practices, the average general 
practitioner wants to do as little midwifery as he possibly 
can. In the advertisements, phrases such as these con- 
stantly occur: ‘* midwifery not encouraged,’’ ‘ no mid- 
wifery.”’ And apparently they are inserted as an induce- 
ment to buy. The general practitioner of to-day seems 
only too pleased to: leave all, or as many confinements as 
possible, to the well-trained and efficient licensed midwife. 

Thank Heaven the ‘ untrained and ignorant women ”’ 
have passed out of existence for ever, and I, for one, never 
wish to see their like again.—I am, etc., 


Joun Reap Poorer, M.B., Ch.B. 
Newport, Shropshire, July 2nd. 


HAEMATURIA AND INSULIN ADMINISTRATION. 
Sin,—In your issue of June 9th (p. 977) Drs. R. D. 


Lawrence and A. S. Hollins drew attention to the occur- 
rence of haematuria during the administration of insulin 
in diabetes. In view of the rarity of the condition the 
following two cases would seem worth recording. 


_ Case 1,—This patient, a boy aged 3 years, had severe diabetes 
in May, 1925, when he was 2 years old. He had been sugar-free 
with dieting and with 12 units of insulin twice daily until May 5th 
1926, when he contracted scarlet fever. 'Cemperature 100° F., 
vomiting, and a marked rash. Tonsils much injected and tonsillar 
glands enlarged and tender. Urine, sp. gr. 1030, sugar plus, Rothera 
very marked, no albumin. Drowsy. May 6th, semi-conscious, 
vomited once, temperature 99° F.; given insulin 12 units twice; 
urine as before, no albumin, volume 30 oz. in twenty-four hours. 
May 7th, condition the same, temperature 99° F., insulin 12 units 
twice ; urine 25 oz., sp. gr. 1032, sugar p/us, Rothera very marked, a 
thick cloud of albumin, smoky colour, many red blood cells but 
no casts seen. May 8th, frequent vomiting, comatose. In spite 
of large doses of insulin with glucose and alkalis per rectum he 
became completely anuric, and died the following day. A necropsy 
was not obiained. 


The chief points in this case are that nephritis does not 
commoniy occur so early in the course of scarlet fever, 
haematuria appeared at a time when only comparatively 
small doses of insulin were being given, and a marked 
ketonuria was present without albuminuria before the 
haematuria developed. 


Cause 2.—A boy, aged 10 years, came under treatment for thirst 
and weakness of the legs on January 26th, 1928. These symptoms 
had then been present for one month. Urine, volume 40 oz., 
sp. gr. 1032, neutral, much sugar, acetone and aceto-acetic acid p/us, 
no albumin. He was drowsy, but could easily be roused. The 
temperature was normal and remained so throughout. The tonsils 
were normal and the tonsillar glands were neither enlarged nor 
tender. There was no obvious source of local sepsis, and there 
was no history of any recent sepsis or acute infections. Several 
teeth were carious, and were later extracted without any general 
reaction. There was no obvious pyorrhoea or gingivitis. On 
January 27th he became comatose, the blood sugar then being 
0.476 per cent. He was given five doses of 20 units of insulin, and 
in the morning of the 28th two more doses with 20 grams of 
glucose, He made a rapid recovery from the coma and thereafter 
felt quite well. During the day he passed 41 oz. of bright red 
urine. He remained free from glycosuria on a diet of 1,060 
calories and two doses of 12 units of insulin a day. The urine 
became free from blood on the fourth day after this symptom 
had first appeared. 


Perhaps the most interesting feature of this case is the 
complete absence of any acute infective process or septic 
lesion, as far as could be ascertained, which might have 
itself caused the haematuria. As Drs. Lawrence and 
Hollins have pointed out, all the cases so far recorded 
have been males.—I am, etc., 


London, July 2nd. Artuur A, OsMAN. 


ROYAL COLLEGE OF SURGEONS MUSEUM: 
ANNUAL EXHIBITION, 

Srr,—At the suggestion of Sir Arthur Keith, I beg to 
inform you, and those of the profession who are interested 
in the work of the Royal College of Surgeons of England, 
that there has been placed on view at the annual exhibition 
—which is open until July 28th—a series of new and 
original photomicrographs illustrative of the results of the 
process of osteolysis as it occurs in the oral cavity. Osteo- 
lysis is particularly well studied in this region, and, 
although at present but little investigated, already explains 
some of the pathological changes in the alveolar processes 
of the jaws and the dental articulation tissues which are 
so universal in man and many of the lower vertebrates.— 
am, ete., 

Beckenham, July 6th. Artour 


ACUTE APLASTIC ANAEMIA. 

Dr. A. Hayes Smirn (Bradford), in a further letter on 
this subject, writes: 

Your reviewer in the Journal of June 30th (p. 1129), 
in answering the charges of inaccuracy preferred against 
him by Dr. Young and myself, states: ‘‘ The actual figures 
for the two counts were 60 and 87 polymorphonuclears per 
c.mm.; it seems quite accurate to describe such a state of 
affairs as an absence of polymorphs.” I have never 
previously encountered such an illogical and unjustifiable 
deduction in a scientific journal. A standard of such 
laxity that counts of 60 and 87 might be ** quite ac- 
curately ’’ described as nil needs no further comment, 
He commits an equally gross error when he refers to my 
use of the term ‘“‘aleukia,’’ and states that it ‘ surely 
means ‘ absence ’ of leucocytes.’’ Reference to the glossary 
at the end of the book gives the accepted meaning of the 
term in haematology. Aleukia is no more synonymous 
with ‘‘ absence of leucocytes ’’ than is ‘‘ anaemia ’’ synony- 
mous with ‘ absence of blood.’? The sweeping statement 
that ‘‘ similar observations ’’ (to those made by me) ‘“ are 
quite frequently to be made in secondary anaemia of 
various types’’ cannot be supported by reference to a 
single case in the literature, although Dr. Young and I 
have asked for such a reference. 


Obituary. 


HENRY HANDFORD, M.D., F.R.C.P., D.P.H., 
Consulting Physician, Nottingham General Hospital: Consulting 
Medical Officer of Health for Nottinghamshire. 

We have to announce, with regret, the death of Dr. 
Henrv Handford, one of the best known figures in the 
medical profession in Nottinghamshire, where he was medical 
officer of health for many years after having taken an 
active part in other spheres of medicine, notably in the 
work of the Nottingham General Hospital. He died at 
his residence at Southweli, Nottinghamshire, on June 24th, 

in his seventy-fourth year. 

Henry Handford commenced his medical education at 
the University of Edinburgh, graduating M.B., C.M., with 
henours, in 1878, and obtaining the diploma M.R.C.S.Eng. 
in the same vear. Subsequently he pursued his medical 
studies in Paris and Vienna, and in 1882 proceeded 
M.D.Ed. -He obtained the Cambridge D.P.H. two years 
later, and in 1899 was admitted to the Fellowship of the 
Royal College of Physicians. The greater part of his pro- 
fessional life was spent in Nottinghamshire, where he soon 
gained a high place in the esteem of his fellows and was 
appointed physician to the Nottingham General Hospital, 
a position which he resigned in 1906 on account of the 
pressure of his duties in connexion with the public health 
services of the county. When he retired, early in 1926, 
from the post of medical officer of health for Notting- 
hamshire he had completed over twenty-six years’ service 
in that capacity. During the war he held a commission 
as major in the Royal Army Medical Corps, being attached 
to the sanitary service. 

The affairs of his profession absorbed much of Dr. 
Handford’s leisure, and he gave his assistance freely to 
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various organizations. As a member of the British Medical 
Association he acted as honorary local secretary to the 
Annual Meeting at Nottingham in 1882, and was a member 
ot the Central Council from 1899 to 1903. He had filled 
the office of president in the Midland Branch of the Society 
of Medical Officers of Heaith and in the Nottingham 
Medico-Chirurgical Society, and was a Fellow of the Royal 
Sanitary Institute and a member of the Royal Medical 
Society of Edinburgh. 


Dr. F. H. Jacos writes: Those who knew Dr. Handford 
well admired him equally for his excellence as a physician 
and for his qualities as an English gentleman. No man 
could be more kind and courteous than he, at all times and 
under all circumstances. There was about him a refined 
dignity of bearing which compelled respect. A love of 
literature and music and a positive hatred of untruthful- 
ness completed the picture of the true, cultured gentleman. 
As a physician he was learned; he was an extensive reader, 
but his knowledge was his own—acquired by diligent 
observation, and the most painstaking and exact examina- 
tion of his patients; interpreted in the light of the most 
recent pathological knowledge, and his own most care- 
ful pathological investigations. As illustration of this 
one may recall a paper to the Nottingham Medical Society, 
in 1884, on bacteria, in which he showed pure cultures 
of pathogenic organisms. In 1885 he demonstrated micro- 
scopic preparations of bilharzia haematobia, sections from 
cases of choreic insanity, and of myelitis, actinomycosis, 
and supposed malignant pustule. In 1904 he described a 
case of heart-block, showing the heart and sections of the 
gumma involving the bundle of His. Thus throughout 
the wide field of medicine did he keep abreast with the 
mest recent scientific knowledge of his day. In his work 
as county medical officer of health he displayed the same 
character of thoroughness, extreme conscientiousness, and 
courtesy to all with whom he worked that he had shown 
in clinical medicine. But clinical medicine suffered a 
grievous loss which remained a source of regret to his 
old friends for many years. On January Ist, 1916, his 
two sons were killed at the Hohenzollern Redoubt. From 
this terrible blow his kindly and _ sensitive disposition 
never properly recovered, and it tinged his later years 
with sadness, 


EDGAR MARCH CROOKSHANK, M.B., 
Emeritus Professor of Bacteriology and Comparative Pathology, 
King’s College, London. 

As recorded in our last issue, Professor E. M. Crookshank 
died suddenly on July Ist, at his residence at East 
Grinstead, in his seventieth year. He received his early 
education at King’s College School, London, and later at 
King’s College Hospital, obtaining the diploma M.R.C.S. 
in 1881, and graduating M.B.Lond., with honours in 
obstetrics, three years later. He had been one of Lord 
Lister’s dressers at King’s, and subsequently held the post 
ct house-surgeon. In 1882 he was chosen for special duty 
on the staff of Sir James Hanbury, principal medical 
cflicer of the Egyptian expedition. Dr. Crookshank was 
present at the battle of Tel-el-Kebir, and received the 
Egyptian medal and the Khedive’s star; he prepared a 
report on the antiseptic methods employed in the hospitals 
in this expedition, and gave evidence before the Royal 
Commission on the Medical Services in Egypt. He then 
undertook bacteriological research in Paris and Berlin 
under Pasteur and Koch. He published in 1886 his well- 
known Textbook of Bacteriology and Infective Diseases, 
which passed through four -editions. In the same year he 
was appointed professor of bacteriology at King’s College, 
and was later put in charge of the first laboratory to be 
established in England for research and teaching in com- 
parative pathology. On resigning his chair in 1889 he was 
elected a Fellow of King’s College, and was appointed 
emeritus professor, and shortly afterwards published a 
work in two volumes entitled The History and Pathology 
of Vaccination. In 1894 he became a J.P. for Sussex, and 
from then onwards took an active part in public life, 
contesting unsuccessfully in 1806 the East Grinstead Parlia- 


mentary Division as a Unionist and Tariff Reformer. He 
travelled widely in the Dominions, investigating the social 
and economic problems of the places he visited. For nearly 
forty years Professor Crookshank was one of the governors 
of the Royal Veterinary College, holding office as chairman 
of the General Purposes Committee, and of the Committee 
of Management oi the Research Institute in Animal Patho- 
logy. At the time of his death he was deeply interested 
in a comprehensive scheme for the reconstruction of the 
existing college building in Camden Town. 


FREDERICK THOMAS THISTLE, M.D., 

Senior Physician, Torbay Hospital, Torquay. 
Ir is with deep regret that we have to record the death 
of Dr. F. T. Thistle, which occurred on June 26th at 
Torquay. His passing removes a well-known and much 
esteemed figure from the ranks of the medical profession 
in South Devon. 

Frederick Thomas Thistle was born at Whitby in 1859 
and received his medical education at St. Bartholomew’s 
Hospital, obtaining the diplomas M.R.C.S. in 1880 and 
L.R.C.P. in 1881. In the final examination for the former 
diploma he took first place in midwifery and was bracketed 
first in surgery. In 1899 he graduated M.D.Durham. 
Aiter a term as resident medical officer at Stoke Newington 
and Clapham Dispensary he went to the Torbay Hospital as 
house-surgeon. Soon afterwards he commenced practice 
at Torre, and about the same time was appointed honorary 
visiting surgeon to the Torbay Hospital. He rapidly built 
up a reputation as a physician and obstetrician, and when 
the opportunity offered he transferred from the surgical 
to the medical side of the hospital, where for many years 
he presided ably over the meetings of the medical council. 
It was as an obstetrician of exceptional ability that he 
came to be best known, and his record of over 6,000 cases 
would be hard to equal. 


A colleague writes: Dr. Thistle was a man of the highest 
honour and integrity; energetic and untiring to the 
utmost degree. He avoided publicity and had no desire 
for civic or social honours. He was, however, a member 
of the British Medical Association and of the Torquay 
Medical Society, in the work of both of which he took 
the keenest interest, serving as vice-president of the latter 
body. Universally respected by his colleagues and deeply 
beloved by his patients, ‘his kindly personality could ill be 
spared, and he will be greatly missed. 


Dr. Turner, who died in tragic circumstances 
at his home at Hale, Altrincham, Cheshire, on June 25th, 
had been in practice in that district for over twenty years. 
He received his medical education at the University of 
Aberdeen, graduating M.B., Ch.B. in 1901, and continuing 
his studies later in Dublin and London. After serving in 
resident posts at the Crichton Royal Institution, Dumfries, 
and the Scarborough Hospital and Dispensary, he com- 
menced practice at Hale, and soon built up an extensive 
connexion in that neighbourhood. During the war he held 
a commission as captain in the Royal Army Medical Corps, 
being awarded the Military Cross for his services. He was 
for a long period engaged on the Salonika front, and 
suffered considerably from ill health, the effects of which 
were apparent in his later years. In the affairs of his 
profession he played an active part; he was a member of 
the Manchester Medical Society and of the British Medical 
Association, and at the time of his death was a member of 
the Executive Committee of the Mid-Cheshire Division of 
the Association. He was chairman of the Division in 1921, 
after holding various other offices. Dr. Turner was a 
prominent figure in his profession in the Altrincham 
district, where he was recognized as an exceptionally able 
and conscientious practitioner. At the funeral service, held 
at St. Peter’s Church, Hale, there were present many of 
his professional brethren, representatives of various public 
bodies, and members of all classes of society. Deep sym- 
pathy is felt for his widow and his young son, 
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Dr. Grorce SurHertanp, who died suddenly at Storno- 
way, in the Isle of Lewis, on June 28th, was among the 
best known members of the medical profession in the Outer 
Hebrides, where he had been in practice for the last seven 
er eight years. He received his medical education at the 
University of Edinburgh, and after graduating M.B., 
Ch.B. in 1910, served as house-physician at the Royal 
Southern Hospital, Liverpool. Thereafter he spent several 
years abroad, in British Malaya and India, and during the 
war held a temporary commission in the Royal Army 
Medical Corps; he was at one time medical officer to the 
station hospital at Quetta. At the end of the war he took 
up his residence at Invergordon in Ross-shire, but soon 
afterwards removed to Stornoway, where he was associated, 
as medical officer, with the work of the Lewis Hospital 
situated in that town. He was also medical officer for the 
parish of Stornoway. Dr. Sutherland was an active member 
of the British Medical Association, and at the time of his 
death held office as vice-chairman of the Islands Division 
of the Northern Counties Branch. 
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We regret to record the death of Dr. Ricnarn Downen, 
principal medical officer, Federated Malay States, which 
occurred suddenly from heart failure at Kuala Lumpur, 
Selangor, on June 24th, in his fifty-fourth vear, on the eve 
of his retirement, after nearly twenty-five years in the 
Colonial Medical Service. He was the son of a well-known 
professor of English at Trinity College, Dublin, where he 
himself received his medical education, graduating M.D. 
B.Ch. in 1898, and continuing his studies for a time at 
Vienna. In 1910 he obtained the Diploma in Tropical 
Medicine of the University of Liverpool. The greater part 
of his professional life was spent in the medical service of 
the colonies. In his earlier years Dr. Dowden was em- 
ployed in the West Indies, where he was assistant medical 
officer in the Government Lunatic Asylum at Kingston 
Jamaica. Subsequently he was transferred to the 
Federated Malay States, of which he was appointed prin- 
cipal medical officer in 1922, after being, ‘for a period, 
senior officer in Perak. He had served as a lieutenant in 
the Royal Army Medical Corps. A colleague writes: An 
impulsive and kind-hearted Irishman, Dr. Dowden will be 
much regretted by his friends, who had hoped that he would 
spend many happy years of well-earned leisure at home. 


The following well-known foreign medical men have 
recently died: Dr, Hennecuy, professor at the College 
de France and member of the Institut and Académie de 
Médecine; Dr. IsraEL pe JoNnG, an eminent Paris physician 
and authority on tuberculosis and respiratory diseases; 
Dr. Hans Scuese, senior physician to the Children’s 
Hospital and professor of pediatrics at Bremen, aged 50; 
Professor Hsatman Scuiorz, an eminent Danish ophthalmo- 
logist, aged 77; Dr. J. H. Cuartizr, emeritus professor at 
the Naval University at Montreal and formerly president 
of the College of Physicians and Surgeons of the Province 
of Quebec; Dr. Xavier Arnozan, honorary professor of 
clinical medicine at Bordeaux and editor of the Journal 
de Médecine de Bordeaux et de Sud-Quest, aged 76: 
Professor H. Marenanp, a prominent pathologist of Leipzig 
aged 82; Dr. Lupwie Licurer, professor of internal 
medicine at Kénigsberg; Dr. Jutes Movrer, professor of 
ote-rhino-laryngology at Montpellier, aged 62; Dr. AncrL 
Frrn&npkz Caro ‘Novvittas, president of the Spanish 
Society of Hygiene and vice-president of the Royal Spanish 
Academy of Medicine; Dr. Newroxn Metman SuHarrer 
emeritus professor of orthopaedic surgery, Cornell Univer- 
sity Medical College, and past-president of the American 
Orthopaedic Association, aged 81; Professor Karu 


Garrk, who recently retired from the chair of surgery | 


at Bonn University; Professor Kart the 
Hamburg pathologist, aged 69, whose name is often used 
in Germany in association with that of Professor Vincent 
of Paris as a synonym for ulcero-membranous angina; Dr. 
NascimENTO GurGEL, professor of children’s diseases at 
Rio de Janeiro; and Professor Mrver-Wirz, a Ziirich 
gynaecologist, aged 66. 


Medical Notes in Parliament. 


[From our PARLIAMENTARY CORRESPONDENT. ] 


Tue House of Commons this week discussed Estimates for the 
Home Office and Post Office, completed the Committee stage of 
the Valuation (Ascertainment) Bill, and made progress with 
a number of other bills. A meeting of the Parliamentary 
Medical Committee had been arranged, but has been postponed 
till next week. 


Scottish Board of Health. 

In the House of Commons, on July 9th, the Reorganization 
of Offices (Scotland) Bill was considered on the Report stage. 
The measure provides that the powers and duties of the 
Scottish Board of Health, the Board of Agriculture for Scotland, 
and the Prison Commissioners for Scotland shall cease to exist 
from the appointed day, and shall be transferred to a Depart- 
ment of Health for Scotland, a Department of Agriculture for 
Scotland, and a Prisons Department for Scotland respectively. 

Mr. Harpie moved to delete the provision abolishing the 
Scottish Board of Health. 

Sir J. Gmmovr, resisting the amendment, said that the 
new system would lead to greater efficiency. Under that system 
there was nothing to prevent the technical officers from coming 
into the closest possible touch with himself or with the Under- 
Secretary for Health. In his judgement a_ responsible head 
of each department, with the full responsibility of his office, 
and with the knowledge that he had to give advice to his 
Minister, was infinitely preferable to the system of boards. 
From experience he had found that in a case of urgency it 
was much preferable to have a head of a department to whom 
he could go than to have to submit a question to the chairman 
of a board, who would have to consult the members, who 
might have conflicting opinions on a question. With regard 
to the technical experts, he was prepared to give them every 
opportunity to express their views, in close consultation with 
the head of the department and with the Minister, but the 
final word must be with the Minister and with Parliament 
and not with the experts. If the medical man of science, for 
example, had his way, he might very possibly impose upon 
the House of Commons and the country a system eminently 
desirable in itself, but so extravagant, or so much in advance 
of the times, that Parliament could not tolerate it. Hon. 
members had said that it was desirable that some undertaking 
shouid be given that those in the present boards would be 
fairly treated in the changes that were to be made. That, 
undoubtedly, would be done. Unfortunately the chairman of 
the Board of Health, a doctor who was well known to members 
of the House, had had to retire through ill health. There had 
never been a time in the history of the administration of the 
offices in Scotland when this change over would be made more 
easily and with less disturbance and difficulty so far as the 
individuals were concerned. 

“Dr. Surets said that the Secretary for Scotland had not shown 
that te change from the board system to that of the depart- 
mental system was necessarily moving with the times. The 
board system suited the genius of the Scottish people. In all 
departments of industry the technical expert had become much 
more important. This bill showed no method by which the 
Minister could be kept in touch with the technical experts. 
Under the new system, in the Scottish Board of Health, the 
heads of the Medical Department, the National Health Insur- 
ance Department, the Pensions Department, and the Law 
Department would have to go back one step. Their decisions 
and advice would then go to the Minister by way of this new 
chief of the department, who would be a civil servant with no 
technical knowledge, and who would not be in a position to give 
any greater weight to the views of his experts than the right hon. 
gentleman himself. The right hon. gentleman by this system 
was letting somebody else make up his mind for him, with no 
better authority and ability to do it, and probably with less. 
Instead of having direct. access to the Minister the technical 
men would have less. They would have to go through this 
civil servant, and their views might or might not be done 
justice to. The Minister had said that there was no reason 
why the experts should not come to see him. If that was the 
case, what would become of the discipline in the depariment if, 
behind the back of the chief of the department, any of the 
technical heads were to go to the Minister and give, perhaps, 
different advice from that tendered by the chief himself? 
The future position of the Board of Health was one of the 
greatest tragedies which this bill would bring about.. The 
Board of Health was a most efficient and up-to-date depart- 
ment. It had done a great deal of work, not only in administra- 
tion, but in stimulating and strengthening Scottish local autho- 
rities in various directions. That work could only be less and 


not more efficiently performed as the result of the changes in 
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this bill. He (Dr. Shiels) wished to know why there was such 
delay in filling the vacant medical posts under the board. Were 
they going to see an example of the anglicizing process in 
Scotland by individuals being appointed from the Ministry of 
Health to fill the vacancies? 

The amendment was rejected, the Report stage was concluded, 
and the bill read the thire time. 


Coroncr’s Law and the Pace Case. 

In the House of Commons, on July 9th, Mr. Purcert asked the 
Prime Minister whether he would consider the case of Mrs. Pace, 
the widow who had been subject to a protracted coroner’s inquiry, 
had been arrested on a charge of murder, and had now been 
released, no case having been proved ainst her. Mr. Purceil 
further asked whether the Prime Minister would institute a 
public inquiry into the position and powers of coroners. 

_ Sir T. Inskrp replied that the proposal to hold a public inquiry 
into the legal position of coroners would receive due consideration 
by the proper authorities. 

Mr. Morris asked if Sir T. Inskip proposed to introduce an 
amendment of the law -relating to coroners’ juries, and limiting 
the power of such juries to inquiry into the cause of death only, 
leaving the verdict to be inquired into by the magisterial courts 
and the assize court. 

Sir T. Inskip: I did not say that the Government are con- 
semplating an inquiry into the question of coroners’ inquisitions. 
What I said was that the question wi!l receive due consideration 
from the proper authorities. 


Biils. 

In the House of Lords, on July 9th, the Child Destruction Bill. 
(formerly the Infanticide Bill) was recommitted to a Committee of 
the whole House. Lord Dartmne formally moved that the amend- 
ments which had been made by the Select Committee, to which 
the bill had been sent, should be agreed to. This was done, and 
-On July 9th the Dogs Bill was considered and 
Committee in the of Lords. 

In the House of Lords, on July 10th, the Marriage (Prohibited 
Degrees of Relationship) Bill and the Reorganization of Offices 
{Seotland) Bill were read the first time. 


Motor Traffic Dangers. 

On July 10th, in the House of Lords, Lord Lamixncton asked what 
e*eet one-way thoroughfares had had on the number of accidents to 
nedestrians in the metropolitan ared, the number of accidents to 
nedestrians for the twelve months preceding the date of the last 
return, and if the Government had any proposals for making the 
thoroughfares less dangerous to people on foot. Lord De CrirrorD 
said that a large percentage of people killed and injured by motor 
traffic were children, and policemen should be posted outside all 
schools on main roads to assist the children in crossing. Strict tests 
should be imposed on every person who applied for a driver’s 
licence. Lord MowntaGu or Bravutrev said that the report of the 
Commissioner of Police for 1927 showed that of 1,027 fatalities 
528 were ascribed to pedestrians crossing the road without due care, 
and 116 to hesitation and faltering. There was such a thing as 
walking to the public danger as well as driving. Taken as a whole, 
the one-way system had been a success. Before long escalators 
would have to be provided either under or over the streets to 
enable pedestrians to cross with some convenience. The results of 
a very large number of coroners’ inquests all over the country 
showed that 36 per cent. only of the accidents were avoidable b 
drivers and 64 per cent. were unavoidable. Earl Russett said that 
the mortality among children was a very regrettable feature. 
A great deal had been done by giving instruction in the schools 
on this matter, but it took time, probably a generation, to get 
people used to the fact that the roads were now in reality unfenced 
railway tracks. The old bogy of a test for drivers had been con- 
sidered by various committees for years and years, and they had 
all come to the conclusion that skill in driving was not the same 
as care in driving. Viscount Ceci said it was a serious matter 
that_in the whole country last year 4,000 people were killed and 
160,000 injured by motor traflic. The great majority of these cases 
would not have arisen if the vehicles fad not been driven so fast 
and if proper care had been taken by drivers. He asked the 
Government to appoint a departmental committee to go into the 
question of increasing the safety of the roads. Viscount Pre. said 
that the question of street accidents was engaging the attention of 
the Home Office and the Ministry of Transport, and was a very 
difficult problem to deal with. It was not the experience of the 
Ministry of Transport that many of the accidents had been due to 
the roundabout and one-way system of traffic. Those systems had 
not been in force long enough to be judged in that respect. It was 
hoped that as the public became more familiar with them the 
number of accidents would be considerably reduced. In the effort 
to make the streets less dangerous, refuges had been provided and 
crossing signs, while police had been stationed at the crossings. 
Special investigations were being made as to the streets where the 
greatest number of accidents took place. The London Traffic 
Advisory Committee was going into the question of accidents to 

e 


children, and hoped to be a to report on the whole problem 
very soon. 


Voluntary Hospitals and Motor Accident Cases. 
Colonel Asutey, replying to Mr. Hore-Belisha and Sir J. Marriott 
on July 10th, said that he had received a copy of a resolution calling 
attention to the heavy and increasing burdeu imposed on voluntary 


hospitals in the treatment and maintenance of motor accident cases. 
The compulsory insurance of all motor vehicles would involve great 
difficulties, but even if they could be overcome, he did not think 
that it would be practicable to make the cost of treatment and 
maintenance in voluntary hospitals a first charge on the insurance 
moneys. In order to bring the matter within the scope of a policy 
of insurance, it would be necessary, in the first place, that the 
hospital should have an enforceable claim against the patient, and, 
in the second, that the patient’s injury, if he was a third party, 
should have been due to negligence on the part of the driver of 
the vehicle, 


National Insurance: Change of Doctor.—Sir Krxcstey Woop told 
Sir H. Brittain, on July 4th, that representations from the London 
Insurance Committee relating to the conditions under which an 
insured person who proposed to transfer himself from the list of 
one insurance practitioner to that of another could obtain imme- 
diate treatment from the second practitioner, were received by the 
Minister of Health on July 3rd. He was not yet in a position 
to reply to the hon. member on the matter. 


Industrial Poisoning.—On July 4th Sir W. Joynson-Hicks told 
Mr. W. Thorne that his attention had been called to the report 
of the Battersea coroner on the inquest on two girls who died in 
hospital following illness which they contracted while employed at 
a scouring-powder works at Battersea. A full report had been 
submitted to him by the medical inspectors of factories who 
attended the inquest and investigated the circumstances. In the 
opinion of the medical inspectors these cases originated when the 
mixing and filling of the powder were done by hand. At the 
beginning of 1927, on the instructions of the district inspector of 
factories, mechanical methods of working were introduced. The 
plant since that date had been totally enclosed, and exhaust 
ventilation applied to all points where dust was liable to escape. 
He was advised that the present arrangements should prove 
effective, but they would continue to receive close attention. 


Lead Poisoning.—Sir W. Joynson-Hicxs, replying on July 5th 
to Lord H. Bentinck, said that 33 cases of lead poisoning among 
painters were reported in the first five months of 1927, and 40 in 
the same period in 1928. All cases of lead poisoning and com- 
plaints were fully investigated by the factory inspectors. It had 
always been recognized thac on account of the special conditions 
under which the industry was carried on it would be necessary 
to rely to a large extent on the —— of the industry itself 
for securing general compliance with the regulations. With this 
object conferences were arranged with the employers’ and opera- 
tives’ associations. Both sides had taken steps to impress on 
their members the importance of a strict observance of- the 
regulations, and had promised to assist the department in every 
possible way. 


Vaccination —Mr. CHAMBERLAIN, replying to Sir B. Peto, on 
July 5th, said that he had received representations from boards 
of guardians as to the risk to the community from unvaccinated 
persons. The question of making any change in the present 
facilities for the exemption from vaccination of infantis, in view 
of the spread of small-pox, would be considered in connexion 
with the report of the committee on vaccination about to be 
published. 


Medical Examination of Vagrants.—Mr. on July 
5th, told —— Fairfax that he had received an appeal from 
the Norfolk Vagraney Committee for assistance in providing extra 
remuneration for medical officers of Poor Law institutions now 
cailed upon, by order of the Ministry of Health, to examine ail 
casuals for small-pox. He could not, however, undertake to defray 
all or part of the additional fees involved, in view of the fact that 
this work was outside the duties ordinarily performed by those 
dociors. There were no funds at his disposal out of which such 
a contribution as was suggested could be paid. Captain Farrrax 
asked if the Minister expected these doctors to do the extra work 


_ gratis, or did he expect the local authorities to defray the extra 


cost. Mr. CHAMBERLAIN said that he had no power to make any 
contribution. Mr. SxerpnHerp asked if the right hon. gentleman 
would see that the medical officers undertook the inspection of 
casuals in the evening, and thus give some value to- their 
inspection. Mr. CHampertarn replied that that would certainly 
involve a claim for an extra fee. Sir Kiyestey Woop informed 
Lieut.-Colonel Troyte, on July 10th, that thirty-six boards of 
guardians had forwarded resolutions in favour of making the cost 
of inspection of casuals for small-pox a national charge. In reply 
to the question whether he proposed to take any action in the 
matter, he referred the hon. member to the reply given on July 5th. 


Mental Deficicncy.—The Dvucness or ATHOLL, replying, on July 
9th, to Mr. Harris, said that the President of the Board of 
Education hoped that the report of the special committee set 
up in to investigate various problems relating to mental 
deficiency would be available before the end of the year, and that 
it would be published. 


Grants for Health Purposcs—Mr. in a tabular 
answer to Sir N. Grattan-Doyle, on suly 5th, stated that the 
percentage grants to local authorities in England and Wales, for 
the latest year available, for tuberculosis was £1,640,098, for 
maternity and child welfare £767,082, welfare of the blind £3,195, 
venereal disease £302,158, and mental deficiency £505,642—a total 
of £3,218,175. In addition, percentage grants amounting to £317,775 
were made to voluntary associations as follows: maternity and 
child welfare £197,119, welfare of the blind £112,082. venereal 
disease £152, and mental deficiency £8,422, 
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DEATHS IN THE SERVIC 


Tue Britise 
Mepicat JounnaL 


Maternal Mortality—Mr. Cuampertaix, on July Sih, told Mr. 
Groves that in 1924 the deaths due to childbirth in England and 
Wales were 2,847, with a percentage of 3.90 per 1,000 live births. 
In 1925 the figures were 2,900 deaths, percentage 4.08; 1926, 2.860 
and 4.12; and 1927 (provisional figures), 2,690 and 4.11. In 1924 
in West Ham there were 12 deaths, with a percentage of 1.66; in 
1925, 20 deaths, percentage 2.85; 1 13 and 1.94; and 1927 
(provisional figures), 18 and 3.00. . 


Defective Children.—On July Sth the Ducness or ATHOLL, in 
reply to Mr. Harris, said that according to the information in the 
possession of her department, 240 a education authorities had 
provided no special schools of their own for mentally defective 
children, and 257 had provided no special schools of their own 
for physieally defective children; but 131 of the former authorities 
and 221 of the latter sent children of these types to special schools 
Eeovidet by other authorities or by voluntary managers. Some 

authorities made provision for the orthopaedic treatment of 
crippled children. In addition, about 50 authorities had arranged 
for the es ge ee of mentally defective children in their areas. 
The Board of Education already had before it proposals for 
the provision of five new schools for menially defective children 
and twenty-eight new schools for physically defective children. 


Notifiable Discases.—Myv, in reply to Mr. Groves, 
on Ju Ny Sth, said that his department received trom the local 
medical officers of health each week particulars of the numbers of 
cases of notifiable diseases occurring in their areas, and the crude 
attack rates for each year per 1,000 of the civilian population 
were worked out from the figures so supplied. Measles was not a 
notifiable disease in any of the administrative areas included in 
the West Ham Union, but particulars of the numbers of cases 
and the attack rates of diphtheria and scarlet fever in each of 
these areas had been published for 1924, 1925, and 1926 in the 
Registrar-General’s statistical review. Similar particulars for 1927 
and 1928 would be published in due course in thesstatistical review 
for these years. 


London Lock Hospital—On July 9th Sir Kinestey Woop in- 
ormed Mr. Pethick-Lawrence that he understood that the 
committee appointed by him last March to inquire into the 
management, administration, and staffing of the London Lock 
Hospital, wilh special reference to the arrangements for the 
medical treatment of patients, had held six meetings, and had, 
in addition, visited a number of institutions. He was informed 
that the inquiry was eqgreaching completion, but that the com- 
_ was not yet able to say when it would conclude its 
abours. 


Anthrac in Man.—Sir W. Joynson-Hicks, in reply to Dr. Salter, 
on July Sth, stated that the number of cases of anthrax in human 
beings which had been notified to his department in the years 
from 1923 to 1927 were 50, 45, 48, 42, and 35 respectively, of which 
8, 4, 10, 4, and 3 were fatal. In all except seven of the cascs the 
patient was found to have been in contact with materials likely 
to be infected with anthrax. Sir W. Joynson-Hicks also told Dr. 
Salter that each of the cases of anthrax at Newcastle, Warrington, 
and Bolion reported this year had been investigated. I was 
found that in every case except one the workman had been in 
contact with bides imported from China. The question of further 
precautions had for some time past been under discussion with 
the employers’ and workers’ associations, but it was agreed that 
the only measure likely to be effective would be disinfection. 
Investigations for this purpose were commenced some time ago by 
the United Tanners’ Federation, and were being actively pursued, 
but no satisfactory, method had vel been worked out. The issue 
of a draft welfare order was » so under consideration, and be 
hoped that a decision would be reached very shortly. 


_ Haydock’s Infantile Mortality Rate.—Sir Woop, reply- 
ing to Mr. R. Young on July 10th, said thai the atiention of the 
Minister of Health had been called to the annual ‘report of the 
medica! officer of health for Haydock, Lancashire, which showed 
that, while the death rate was slightly below the average for 
England and Wales, the infantile death rate was 4 per 1,000 
higher, He proposed to arrange for a local investigation of all the 
circumstances. 


Prescriptions for Food Products.—Mr. Cuampertain, on July Sih 
answering Miss Wilkinson, who asked whether certain insurance 
committees had decided that insurance practitioners must not 
order for their patients vitamin preparations on the ground that 
they were not drugs but food, while other committees allowed 
doctors to prescribe vitamin preparations, said that the question 
whether any particular preparation could be 
medicine within the meaning of the National Health Insurance 
Acts was one to be determined by the local Insurance Committee 
and would only come before him formally on an appe:l from 
their decision. He was aware that there was a divergence of 
practice between committees on the point, and he proposed to 
issue a statement to assist Imsurance practitioners and commitiees 
in their consideration of it in future. 


Overcrowdcd Dwellings —On July 4th Sir W 
informed Admiral Beamish that as the large numbers of estan 
which had been built in recent years had exceeded the require- 
ments of the increased population, it was obvious that they must 
have contributed very largely towards the relief of overcrowding 
including overcrowding in the slums, He had no later information 
as to the densities of persons per room than the statistics con- 
tained in the 1921 census. Those figures were not confined to 
slum areas, . 


regarded as 


Rating of Hospitals —Sir Kincstey Woop, on July 4th, told 
Sir C, Rawson that the Minister of Health had received com- 
munications from the British Hospitals Association and from the 
authorities of certain hospitals as to the effect of the operation 
of the Rating and Valuation Act of 1925 on hospitals and similar 
institutions. He had received no such communication from local 
authorities. Sir C. Rawson asked if Sir Kingsley Wood was aware 
that the Sussex County Council had had its assessment raised from 
£100 to £1,600, and if the assessment committees of the different 
localities were justified in making nominal assessments, as they had 
done hitherto? He asked if the House would have any oppor- 
tunity of discussing the matter at an early date, as it affected so 
many hospitals all over the country. Sir KinGstey Woop replied 
that if assessment committees were not ain properly and within 
the law there was a remedy by way of appeal. 


Income Tar: Children’s Allowanecs.—During the discussion of 
the Finance Bill in the Committee of House of Commons, on 
July 3rd, Mr. Gates moved a new clause to extend the allowance 
granted to parents of children receiving full-time instruction at a 
university, college, school, or other educational establishment, to 
parents obliged by their financial circumstances to apprentice their 
children to trades or to article them to professional people. He 
said that a great many professional people, such as the widows 
of lawyers, doctors, and so on, had to maintain their children at 
home while they were apprenticing them to business or articling 
them to lawyers or accountants. It was very unfair that the better 
class of parents, who could afford to send their children to the 
university, should have the benefit of the allowance, while parents 


Ettior resisted the new clause, which would permil an allowance 
to be made indefinitely while the children of the claimant were 
learning a trade or profession. Mr. Gates, he said, who was a 
professional man, would realize that even professional men were 
kept by their parents up to rather an advanced age. It was not 
supposed that a surgeon could make much more than his laundry 
bills until the age of 40, and it would be quite unreasonable to 
expect the Inland Revenue to keep track of such people up to such 
an age. The clause was negatived. 


The Serbices. 


DEATHS IN THE SERVICES. 

Deputy Inspector-General William Digby Longfield, R.N. 
(ret.}, died at Plymouth on May 23rd, aged 89. He took the 
L.R.C.S.I. in 1860, and entered the navy as assistant surgeon 
on October 4th, 1861. He served in the Abyssinian war of 
1868, in that rank, in the frigate Oetaria and in the sloop 
Spitejul. On May Ast, 1875, he was promoted to surgeon, and 
when serving in H.M.S. Venedos landed in charge ef the 
contingent from that vessel to the naval brigade in the Zulu 
war of 1879. He then served as senior medical officer, first on 
the Lower Tugela, and afterwards with the Ekowe relief 
column, was dangerously wounded by a gunshot wound of the 
chest at the battle of Gingihlovo on April 2nd, 1879. was twice 
mentioned in dispatches, and received the Zulu medal with a 
clasp; also the thanks of the Commander-in-Chief, Lord 
Chelmsford, and = special promotion to fleet surgeon with 


the Gilbert Blane gold medal for the best. medical journal of 
the year. In 1891 he was appointed fleet surgeon at Devonport 
Naval Barracks, and retired on October 16th, 1893, with an 
honorary step as D.I.G. On March 20th, 1904, he was granted 
a Greenwich Hospital good service pension. 


Colonel George Hutcheson, Bengal Medical Service (retired), 
died on May 21st, aged 83. He was born on June 27th, 1844, 
the son of Mr.John Hutcheson of Glasgow, took the Edinburgh 
double qualification in 1868, and graduated as M.B, and C.M. 
Glasgow in 1869, and as M.D. in 1871. Entering the Indian 
Medical Service as assistant surgeon on October Ist, 1868, he 
attained the rank of surgeon colonel on October Ist, 1897, and 
retired on October Ist, 1902. After a few years of military 
duty he was posted to civil employ in the North-West 
Provinces, now the United Provinces of Agra and Oudh, 
There he served chiefly in the sanitary department. becoming 
sanitary commissioner of the province in May, 1869. He was 
posted’ to the Central Provinces in May, 1896, as -acting 
inspector-general of civil hospitals, confirmed tn. that post a 
vear later, and in May, 1899, transferred in the same capacity 
to the United Provinces. He was the author of a_ work, 


son entered the I,M.S. shortly before his retirement, aud is 
now inspector-general of civil hospitals in Assam. 


Indian Railway Medical Service, died at Charlton Kings, 
Cheltenham, on May 17th, aged 71. He was educated at 
Trinity College, Dublin, and took the L.R.C.S.1. in 1880 and 
the L:K.Q.C.P. in 1881, also the F.R.C.S.1, in 1696. After 
qualifying he took an appointment in the medical service of 
the East Indian Railway, in which he served for about thirty 


Cholera, its Causes and Mode of Dissemination, 1885. His. 


Lieut.-Colonel James Stuart Brooke, V.D., late of the East 


of the poorer classes of professional people could not get it. Dr. « 


seniority from July 3rd, 1879. In the same yea? he received . 
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years, erg | as chief medical officer, stationed at Allahabad. 
Throughout his service in India he held a commission in the 
E.I.R. Volunteers, in which he rose to be surgeon lieutenant- 
colonel and senior medical officer, and received the Indian 
Volunteer Decoration. After his retirement he served in the 
recent great war in medical charge of troops in the Northern 
Irish Command from 1914 to 1919. 


— 


Gnibersities and Colleges. 


UNIVERSITY OF LONDON. 
THE following have been recognized as teachers of the University 
in the subjects indicated : London School of Medicine for Women, 
Miss Muriel Bond (physiology); St. Mary’s Hospital Medical 
School, Dr. George W. Ellis (chemistry). 

Professor V. H. Mottram has been appointed to the board of 
examiners in goer | for internal students in 1928. 

The annual report of the Graham Legacy Committee for the 

ear ending August 3lst, 1927, records that the activities of the 
aboratories continue along the usual lines, and points out that, 
apart from the recipients of definite grants for the expenses of 
their investigations, most of those engaged in research in Univer- 
sity College Hospital Medical School are substantially assisted 
by the facilities and equipment provided by the fund. Grants 
amounting to £180 were made to six workers engayed in carrying 
out special inquiries. 

Professor A. K. Boycott, F.R.S., has been reappointed Director 
of Research under the Charles Graham Medical Research Scheme 
for one year from September lst, 1928. 

The following degrees have been conferred: Ph.D. in Chemistry 
in the Faculty of Science, W. J. N. Burch (St. Thomas’s 
Hospital) for a thesis on the organic phosphorus compounds; 
D.Sc. in Anatomy, Ida C. Mann (St. Mary’s Hospital) for a thesis 
on the development of the human eye; D.Sc. in Physiology, 
C.H. Best (University College and National Institute for Medical 
Research) for a thesis on the effect of insulin on the dextrose 
consumption of perfused skeletal muscle. 

The scheme for the second examination for medical degrees, 
Parts Land II, for internal students, approved in July, 1925, is to 
be continued for a period of five years from September, 1928. 

Applications for the William Julius Mickle Fellowship must be 
received by the Principal Officer of the University (from whom 
fall particulars can be obtained) not later than the first post on 
October Ist, 1928. It is of the value of at least £200, and is awarded 
annually to the mau or woman who, being resident in London and 
agraduate of the University, has, in the opinion of the Senate, 
done most to advance medical art or scieuce within the previous 
five years and has therein shown conspicuous merit. 


UNIVERSITY COLLEGE. 

At the Assembly of Faculties on July 5th Sir Gregory Foster 
anounced a conditional gift of £120,000 for the equipment and 
endowment of a Department of Zoology and Comparative Anatomy, 
——, — the remaining £120,000 was raised within a reason- 

e period. 


UNIVERSITY OF LIVERPOOL. 


TEE following candidates have been approved at the examinations 
indicated ¢ 


M.D.—C, B. Bamford, C. A. Birch, J. D. Craig, M. M. Datnow, 
R. Y. Dawbarn, S. B. Hall, Nellie Wall-Mesham. 

Cu.M.—P. R. Hawe, P. Malpas. 

M.B., CH.B.—! 2347, B. Davie, H. Follows, W. Jones, 
525. T. Bates, 52 T. L. Dowell, 54M. Silverstone. (Purt IIT, O.R.): 
8. W. Adler, 8. Canter, Gladys A. Coventry, Ariel R. S. Deacon, 


®°M. J. Bennett-Jones, 67891. Findlay, A. T, Halton, J. C. Hill, 
197. N. A. Jeffcoate, D. A. Jones, 6789 J, Libman, G. A. C. Lynch, 


} First-class honours. 6 Distinction in special pathology. 
; Distinetion in medicine, 7 Distinction in forensic medicine. 
Distinction in surgery. 8 Distinction in public health. 
‘Distinction in obstetrics and ® Distinction in pharmacology and 
general therapeutics. 
Second-class honours. 
\ The following Fellowships and scholarships in the Faculty of 
edicine have been awarded; Ethel Boyce Fellowship in Gynae- 
oxy, Dr. Gwyneth Griffith; Robert Gee Fellowship in Human 
tatomy, Dr. E. N. Wardle; John W. Garrett International 
powship in Bacteriology, Dr. J. S. Logan; Holt Fellowship in 
Mhology, Dr. J. F. Galloway; Holt Fellowship in Physiology, 
R. K. lsowes; Johnston Colonial Fellowship in Biochemistry, 
Dr. L. Earlam; Thelwall Thomas Fellowship in Surgical Patho- 
ried Dr. R. Y. Dawbarn; Samuels Memorial Scholarships— 
urgery, Dr. A. L. Kerr ; Obstetrics and Gynaecology, Dr. M. M. 
Datuow ; Johu Rankin Fellowship in Anatomy, Dr. J. B. Rushton; 
niversity Graduate Scholarship in Medicine, J. Libman; John 
‘ukin Exhibition in Practical Anatomy, divided between W. 8. 
Digsle and T. L. Hughes, 


UNIVERSITY OF LEEDS. 
THE following candidates have been approved at the examination 
indicated : 


M.D.—A. Cannon, H. Sugdre, Gretta M. Wardle. 

FINA M.B., Co B.—(Part ID: 8. G. Bedford, 8. K. Foster, W. Greaves, 
Dorothy Halstead, P. Hampshire, L. B. Heseltine, C. R. Hiley; 
H. Hopkinson, J. R. O'Neill, T. L. Owen, N. Pyecroft, Doreen M. 
Robertshaw, Mary G. Shawe, L. Silman, L. Smith, J. O, Terry, 
Ivy R..Watson, J. E. H. West. (Part IID): *L. Brill, *L. B. Hesel- 
tine, *J. H. Kahn, *V. P. Squire, C. R. Adgie, D. W. E. Burridge, 
H. W. Davis, L. Godlove, R. C. Hanson, A. Milner, J. P. O’Donnell, 
J. R. O'Neill, A. Reichlin, J. E. H. West. 

D.P.H.—H. M. Holt. 


* With second-class honours, 


UNIVERSITY OF MANCHESTER, 
ae ~~ a candidates have been approved at the examination 
ndicated : 


Finat M.B., Cu.B.—*G. I. Brown, Doris Bernard, E. H. Brooks, 
Mary G. Davies, R. Edmundson, Alexandra W. Groves, G. B. Hard- 
man, S. Kelly, M. Levine, J. A. Longworth, 8. Nowell, 8. L. Rowley, 
R. F. Sheppard, H. Tickle, J. F. Wilkinson. Forensic Medicine : 
J. S. Miller. Medicine: I. M. Hughes. Hygiene and Preventive 
Medicine: R. T. Wimmer. Obstetrics and Surgery: L. Bold, 
Alice M. Butterworth, M. A. Chamberlain, J. H. Pattyson, 
Evelyn I. M. Sheppard, R. Whitehead, F. Wraith. (New Regulations— 
Part I, Forensic Medicine and Hygiene and Preventive Medicine): 
A. Allan, H. S. Bagshaw, F. H. Bentley, H. Boardman, Edith M. 
Booth, B. R. Bramwell, R. O. Brooks, J. A. K. Brown, Bessie H. E. 


DIPLOMA IN PSYCHOLOGICAL MEDICINE.—R. Handley, J. E. Howie, 
W. H. Shepley, H. stafford. (Part I): N. Gebbie. 

IN BACTERIOLOGY.—A. W. Laing. 

DipLoma IN PusBLic HeautH (Part I).—A. Anderson, F. Appletor, 
Helen G. M. Bennett, A. Brown, J. J. O'Reilly, Jean M. Orkney, 
Mary I. Prentice, Kathleen Sheehan, P. H. J. Turton. 


* Second-class honours and distinction in obstetrics, 


UNIVERSITY OF GLASGOW. 
WE have been notified that the name of Miss Margaret Elizabeth 
Wylie, M.B., Ch.B., was inadvertently omitted from the list of 
degrees conferred at Glasgow University on June 29th, published 
in our issue of July 7th (p. 58). 


UNIVERSITY OF DUBLIN. 
SCHOOL OF PHysIc, TRINITY COLLEGE, 
THE following candidates have been approved at the examination 
indicated: 


Frinat M.B. (Part I, Materia Medica and Therapeutics; Medical Juris- 
prudence and Hygiene; Pathology and Bactertology).—*Eva E. 
Moore, F. O. Pilkington, J. T. Robinson, R. T. O’Shea, Dora G. 
Bradley, E. 8S. Tweedy, Frances E. Wilson, R. E. Hemphill, W. A. 
Robinson, Kathleen A. Wilson, N. S. Klass. (Part II, Medicine) : 
Cc. P. Martin, E. K. Malone, J. Sayers, D. M. Brink, I. F. Ratthaus, 
R. H. Bland, J. Horwich, N. Burstein, R. I. G. Reid, J, M. M’Elligott. 
(Surgery): W.J. E. Jessop, C. P. Mariin, G. W. F. Pratt, I. W. Pigott, 
H. S. Smithwick, R. F. W. K. Allen, R: H. Bland, E. 8. Adderley, 
Nora A. Stack, D. S. P. Wilson, F. O. W. A. Mahon-Daly, H. R. F. 
Tweedy, D. M. brink, EB. C. Hicks, Mollie Finegan, A. J. Burden, 
H. J. Robinson, Marie M. E. Lea-Wilson, L. R. H. Keatinge. 
(Midwifery—B.4.0.): *G. C. Dockeray, *A. G. Thompson, M. H. 


Alice E. 8. Delany. 
DIPLoMA IN GYNAECOLOGY AND OBSTETRICS.—Eva Ho Tung, 
DIPLOMA IN PsycHOLOGICAL MEDICINE (Parts I and II).—K. K. Drury. 


* Passed on high marks. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, 
ELECTION TO THE COUNCIL. 
On July Sth four Fellows were elected into the Council to fill the 
vacaucies caused by the retirement in rotation of Sir Anthony 
Bowlby, Bt., Sir D'Arcy Power, and Mr. Steward, and by the 
death of Mr. Thelwall Thomas. 


he result of the poll was as follows: 
Votes. Plumpers. 


Ropert ERNEST KELLY, C.B.(Liverpeol) .. “46 15 
FRANCIS JAMES STEWARD (Guy’s Hospital) 409 ie 27 
RoBEeRT GEorGE HoGaRtH (Nottingham) 407 12 
LEONARD PARKER GAMGEE (Biimingham) .. 399 14 
Charles Coley Choyce, C M.G., C.B.E. 389 10 
Thomas Percy Legg, C.M.G. _... ~~ 286 5 
John Percy Lockhart-Mummery 283 2 
Robert Milne ... 263 5 
Russell John Howard, C.B.E. ... ose 258 
Sir Crisp English, K.C.M.G. je 244 13 
Harold William Wilson . 223 
Herbert William Carson ... 214 4 


In all, 1,168 Fellows voted, including 189 Fellows resident out of 
Great Britain and Ireland; in addition, four votes were found to 


i lid. 
soy Reensae becomes substitute. Member of Council for the late 


Mr. Thelwall Thomas until July, 1935. 


Cadness, T. H. Chadwick, D. L. Cran, W. W. Fox, J. M. Greenwood, i : 
W. H. Harris, R. W. Luxton, F. N. Marshall, A. B. Moffatt, ; 
W. H. Newton, H. J. O'Longhlin, G. E. Plowright, B. P. Robinson, -_ | 
le 
| 
of 
p 
a 
= 
of 
1e 
a 
h 
7 Fridjhon, M. E. Kirwan, lL. L. Griffiths, W. R. Johnston, Josephine M. — 
Enright, Anna M. E. M'Cabe, J. E. C. Cherry, N. H. Lindsay, 
rt w. A. Y. Knight. 
Mn D.P.H. (Part I, Chemistry ; Bacteriology and Parasitology ; Physics, : 
d Meteorology, and Climatology)... R. Nunan, A. Q. OMeara, 
. Kk. Dugdale, Ruth M. Fennell, Agnes G. Gillespie, R. G. Gornall, Wa'se, Caney, Fea th 
J.J. Graham, @. T. Harris, K. Jilani, Mary G. Jones, W. E.J. Jones. 
T. Lasker, N. R. Lawrie, H. Leiper, J. Mitchell, T. C. Newman Administration; Hygiene a 
), Winifred O'Callaghan, J. Pasvolsky, H. Paterson, H. W. Smith, Vital Statistics): C. R. Nunan, P. H. Lemass, Katbleen M. Ball, ’ a 
4, G.G. Warburton. A. L. Williams. (Pa 
1. J. A. Murtinez, J. Partington, C. L. Pratt, C. K. Sconce, 
mn E. B. Whittingham, J. P. Woodward. (Part I, O.2t.): A. L. Beres- 
ford, F. J. H. Crawford. (Part II, 0.R.); J. D. Bright-Richards, 
d Florence M. E. Davies. 
D.P.H.—W. T. Donovan, 8. C. Gawne, Thirza Redman, Mary H. Wild, ~ 
‘y Grace H. Wood. : 
st DirLoma IN TROPICAL HYGIENE.—J. D. Bilimoria, W. L. Blakemore, 
) K. V. R. Choudari, K. K. Dhar, W. E. Holmes, W. S. Maclay, i e 
1, A. H. Morley, L Sanderson, 8. Sivalingam. 
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Medical Detus. 


THE secretary of the British Empire Cancer Campaign 
informs us that the number of those who have signified their 
intention of being present at the Internationa] Cancer Con- 
ference in London next week is already very large, and 
having regard to the limited space at the Royal Society of 
Medicine and the College of Nursing, where the scientific 
meetings are to be held, it will be necessary to confine 
admission (which will be by ticket only) to official delegates 
aud to a small number of others who specially desire to be 
present. Those wishing to attend should apply to the secre- 
tary, International Cancer Conference, Royal Society of 
Medicine, 1, Wimpole Street, W.1. 

THE aunual meeting of the British Institute of Philo- 
sophical Studies will be held at the Royal Society of Arts, 
18, John Street, Adelphi, W.C., on Monday, July 16th, at 
5.30 p.m., when the Earl of Balfour will preside and deliver 
a short address. 

THE tenth annual meeting of the Mental Hospitals Associa- 
tion will be held at the Guildhall, London, on July 18th, 
af1l a.m. 

A MEETING of medical Freemasons interested in the forma- 
tion of a British Medical Association lodge will be held in 
Manchester at 8, S. Peter’s Square, on Wednesday next, 
July 18th, at4 p.m. The meeting has been arranged for the 
benefit of those who may not be able to attend the function 
at Cardiff owing to the distance, Al! medical Freemasons are 
iuvited. It is expected that Bro. Bristowe and Bro. Howell 
Evans, two provincial grand officers and leaders in the 
present venture, will address the mecting. 

FOUNDER’S DAY will be celebrated at Epsom College on 
July 28th, when Lord Riddell will present the prizes. At 
midday there will be a service in the chapel, and in the 
evening a choral performance of lolanthe by the College 
Musical Society. 

THE Feliowship of Medicine and Post-Graduate Medical 
Association announces that a special course in diseases of 
the chest will be given at the Brompton Hospital in the week 
beginning on Monday, July 30th. A four weeks’ course in 
urology begins on August 7th at the All Saints’ Hospital, 
and a fortnight’s course in diseases of infants begins on 
August 13th at the Infants Hospital. From August 27th to 
September 8th a ‘‘refresher’’ course in medicine, surgery, 
and the specialties will take place at Queen Mary’s Hos- 
pital, Stratford, occupying the whole of each day, with the 
entire hospital open to post-graduates during the course. 
Copies of all syllabuses and information regarding the Fellow- 
ships’ general course may be obtained on application to the 
secretary to the Fellowship, 1, Wimpole Street, W.1. 

ACTING on behalf of his father, the Duke of Connaught, 
who was absent through indisposition, Prince Arthur of 
Connaught, on July 10th, laid the foundation stone of the 
New Bethlem Hospita!, which will stand on a site occupying 
330 acres of the Monks Orchard Estate at Shirley, Surrey, 
and will permit extensive developments not possible at the 
existing institution in Lambeth Road. Sir Charles Wakefield, 
president of the hospital, mentioned that the Bethlem Royal 
Hospital was founded for the treatment of mental disease 
many centuries ago. It is intended to erect detached build- 
ings for patients and a separate science and treatment unit 
containing the pathological, bacteriological, psychological, 
dental, electrical, x-ray, and operating departments. A gift 
of £25,000 from the.president will provide the ‘‘ Sir Charles 
Wakefield Science and Treatment Departments’ and the 
‘*Lady Wakefield Chapel’’; Lady Cooper has given £5,000 
for the main recreation hall iu memory of the late Sir E. E, 
Cooper. An appeal for £120,000 is beiug made to permit the 


opening of the new hospital free of debt, and it is pointed out 
that this is the only appeal made for the hospital within - 


living memory. 

THE annual report of the British Science Guild was pre- 
sented to the general meeting of the guild on June 2lst. The 
report deals with the activities of three committees ; one is 
engaged in inquiring into ‘the position of the teaching of 
introductory science and nature study in elementary schools 
and central schools,’’ a second is studying problems of 
reform in the patent laws, while the third is concerned with 
the alleged failure, both in Government departments and in 
industry, tomake adequate use of the knowledge and abilities 
of technieal experts. It is stated that elementary science 
occupies a worse position to-day in most primary schools than 
it did twenty years ago. Industry is said to be hampered by 
the insecurity of British patent laws, and by the existence 
of large numbers of * paper’’ patents, while inventors are 
burdened with charges, some of which are absorbed, as with 
the taxes on motorists, into revenue for gencral expenditure. 
With regard to technical experts the British Science Guild 


considers that a ‘‘root-and-branch’’ reorganization of 
Government departments is necessary in order that proper 
status may be given to professional officers in the publig 
services. As an addendum to the report short accounts arg 
given of some recent developments in the application of 
science to national life. They include an account of the 
production of vitamin D on a large scale by irradiation of 
ergosterol. 

NEW public baths, erected at a cost of £37,000, were 
formally opened at Lytham St. Annes, Lancashire, by Sir 
William Milligan on June 9th. In addition to a larg 
swimming bath the scheme comprises an extensive suite 
of remedial baths, designed to permit the development 
of the Lancashire borough as a seaside spa. Vario 
types of douches, shower and needle baths, mustard, 
sulphur, aud pine baths, vapour baths, etc., in fresh water 
and sea water have been provided, and there are als 
facilities for radiant heat and artificial sunlight treatment, 
Sir William Milligan, at the opening ceremony, emphasized 
the value of the baths and the auxillary establishments as 
a treatment centre, notably for rheumatism, and suggested 
that they had in the new institution an opportunity for 
a great anti-rheumatic clinic. He pointed out that the 
outcome of the corporation’s venture would depend alike on 
the support of the public aud the co-operation of the medical 
profession.~ 

THE second summer meeting of the British Pathologists’ 
Association, held in the pathological department of the Royal 
Infirmary, Chester, on June 30th, with Dr. W. H. Grace in 
the chair, was devoted to the discussion of the methods used 
in the examination of the blood. Dr. J. G. Greenfield demon. 
strated the making and staining of blood films, the differential 
count of the white cells, enumeration of the red and white 
cells, the estimation of haemoglobin by the Hellige method, 
and the reticulocyte count. Dr. A. Renshaw described the 
examination of the blood for parasites and the presence of 
organisms, and Dr. 8. C. Dyke dealt with the platelet count, 
the grouping and matching of bloods, avd the determination 
in the blood of cholesterol, bilirubin, and inorganic phos 
phates. Dr. W. H. Grace discussed the estimation of the 
blood sugar by the Folin-Wu method and Dr. A. G. Shera its 
estimation by MacLean’s method and the determination of 
the blood urea by Kennaway’s method. Dr. A. I’. Sladden 
described the estimation of the blood urea by a modification 
of MacLean’s method and Dr. W. E. Carnegie Dickson the 
estimation of the serum calcium. The staff of the Chester 
Royal Iufirmary entertained the members of the association 
at dinner in the evening. 

Mr. W. P. SYMES, of Messrs. H. K. Lewis and Co. Ltd, 
delivered a lecture, on July 6th, at Gordon Hall School of 
Pharmacy for Women, Gordon Square, W.C., on medical 
book-keeping and the duties of a dispenser-book-keeper in 
general practice. The lecture was illustrated by demonstr 
tions and was followed by questions and discussion, and the 
principals of the school decided to add this subject to their 
syllabus. 

' ON his retirement from office as surgeon to ‘*S’’ Division 

of the Metropolitan Police, Dr. James Maughan was 02 
July 4th, at Albany Street Police Station, presented with 
a portfolio from the officers and men of the division, I 
returning thanks Dr. Maughan recalled that his connexion 
with the division began in 1886, and referred to the various 
aspects of his work, remarking upon the satisfactory nature 
of his dealings with the superior officials of the force, and 
stating that the relations between the inspectors, sergeants, 
constables, and himself had always been most cordial. He 
concluded by saying that he was proud of his long asssocit 
tion with the Metropolitan Police, and of the fact that the 
best years of his life had been spent in its service. 

Dr. ARTHUR WESTERMAN has been elected president of the 
Hunterian Society for the coming year, and Mr, W, KE. Tannet 
and Dr. D. C. Norris honorary secretaries. 

A CIVIL list pension of £100 has been granted to Mrs. Strange 
ways in recognition of the services rendered by ber husband, 
the late Dr. T. 8. P. Strangeways, to the cause of medical 
science. . 

THE Mental Hospitals Committee of the London County 
Council has had under consideration the question of revising 
the salaries of the three technical assistauts to the directo 
of the pathological laboratory at Maudsley Hospital. The 
committee has come to the conclusion that the basic salaries, | 
which were fixed in 1919 and 1925, ave not adequate. Its 
proposed that for the chief assistant to the pathologist 
(a professional man with scientific qualifications) the 
basic rate shall be £400 a year (instead of £350), rising DY 
annual increments of £25 to £600 a year. . With regard # 
the second and third assistants, these have had a minimu® 
respectively of £250 and £120, rising by annual increments 
£20 and £10, to a maximum of £350 and £150. It is now 
proposed to increase the maximum basic salaries of the 
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present holders to £400 and £250 respectively. Tie salaries 
mentioned are subject to temporary additions on the basis 
approved by the Council in 1920, so that the total remunera- 
tion at £600 will be £776; at £400, £547; and at £250, £361. 


THE third ordinary general meeting of the Ross Institute 
and Hospital for Tropical Diseases was held on June 28th. 
The chairman, Sir Charles McLeod, in dealing with the 
annual report, commented on the cancer investigation of Dr. 
Shaw-Mackenzie, which had been confirmed by an inde- 
pendent investigator from the electro-physical standpoint. 
The chairman called attention to the appeal for an endow- 
ment fund of £250,000, and also to the need of obtaining 
£30,000 for extending the laboratories and hospital wards. 
He emphasized the importance of creating a central indus- 
trial antimalarial advisory board, and mentioned that it 
would be presided over by Sir Malcolm Watson, who intended 
to visit some part of the tropics each year for a short period. 


A MEDICAL practitioner, Dr. C. H. Vernon, of Boscombe, 
Bournemouth, won the Daily Telegraph Cup at Bisley on 
July 9th, being the only competitor to secure a ‘possible ”’ 
among about a thousand who entered. Dr. Vernon last year 
won the King’s prize. He served during the war, first as a 
combatant officer with the Hampshire Regiment, later hold- 
ing commissions successively in the R.A.F'. Medical Service 
ag the R.A.M.C., having graduated M.B., B.Ch.Camb. 
in 

THE proceedings of the Conference on Rheumatic Diseases, 
held at Bath on May 10th and 1lth, have now been published 
in book form by the Hot Mineral Baths Committee of the 
Bath City Council at the price of 5s. (5s. 3d. by post). 

IN conjunction with the Second International Congress of 
Radiology, to be held at the end of this month at Stockholm, 
there will be an exhibition of apparatus in the Parliament 
House, including an exhibit of British-made z-ray apparatus 
contributed by the leading firms in this industry. This is 
the tirst occasion on which it has been possible for British 
manufacturers to show their products on a large scale at such 
congress outside Great Britain. 

THOSE who intend to visit the first International Congress 
of Oto-Laryngology, at Copenhagen, from July 30th to August 
Ist, are asked to foward their subscriptions without delay, if 
this has not already been done. As previously announced, 
the membership subscription is 30 Danish kroner and 
15 Danish kroner for each lady accompanying a member. 
Payment may be made by an English cheque, which should 
be forwarded to the honorary treasurer, Dr. Jérgen Moller, 
Vestre Boulevard 13, Copenhagen. On receipt of this a pro- 
gramme of the festivities and excursions will be dispatched 
from Denmark, together with a form of application for 
tickets. Hotel accommodation may be obtained through 
Bennett’s Tourist Office, 45, Raadhuspladsen, Copenhagen V, 
and particulars and tickets for the journey from Messrs. 
Bennett, 66, Haymarket, 8.W.1, or Messrs. Thomas Cook and 
Son, Berkeley Street, W.1. 


THE issue of Upsala Lakareforenings Férhandlingar (Pro- 
ceedings of the Upsala Medical Association) for June 16th is 
dedicated to Dr. Ulrik Quensel, professor of pathology at 
Upsala, on the occasion of his 65th birthday. It contains 
nineteen papers, fourteen of which are in German, three in 
Swedish, and two in English (Plague in Sweden in 1927, by 
C. Naeslund and R. Strémar; and the genesis of tumours, 
by W. Bosaeus). 

A POST-GRADUATE course on balneology and balneotherapy 
will be held at Carlsbad from September 23rd to 29th, when 
lectures and practical demonstrations will be given. Professor 
Hugh MacLean will speak on the treatment of gastric and 
duodenal ulceration with large doses of alkalis, and Dr. 
George Graham will deal with the cause of the diminution 
of sugar tolerance in diabetes. Special travel and excursion 
facilities are available to medical practitioners and their 
friends attending the course. Further information may be 
obtained from Dr. Edgar Ganz, Carlsbad, Czechoslovakia. 

A CONFERENCE of German societies concerned with the 
treatment of juvenile neuropathies will be held at Hamburg 
from September 13th to the 15th. Dr. Villinger of Hamburg 
will read a paper on the education of the public in this 
connexion; Dr. Frankwood Williams of New York will 
describe the efforts made in America to prevent juvenile 
delinquency ; and there will be short contributions on various 
aspects of education and preventive treatment, together with 
Visits to local institutions. Further information may be 
obtained from Professor F. Sieginund-Schultze, Potsdamer 
Strasse 118 C, Berlin W.35. 

THE tenth Congress of the Association of French-speaking 
Physicians of North America will be held at Quebec, under 
the presidency of Dr. Dagneau, from September 5th to 7th, 
on the occasion of the twenty-fifth anniversary of the founda- 
tion of the association. The two principal subjects for dis- 
cussion will be puerperal infection and diphtheria. 


| 


Letters, Notes, and Anstvers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.!. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the Brittsm Mepican Journan 
alone unless the contrary be stated. Correspondents wlio wish 
notice to be taken of their communications should autheuticate 
them with their names, not necessarily for publication. 


Authors desiring REPRINTS of their articles published in the 
British Mepicat must communicate with the Financial 
Secretary and Business Manager, British Medical Assocration 
House, Tavistock Square, W.C.1, on receipt of proofs. 


All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Jourmat, should be addressed to the 
Financial Secretary and Business Manager, 


The TELEPHONE NUMBERS of the British Meilical Association 
and the Brrrism Mevica Journat are USEUM 
and 9864 (internal exchange, four lines). 


The TELEGRAPHIC ADDRESSES are: 
EDITOR of the Britisi Mepican Journat, Aitiology Westecnt, 
London, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Mediscerua’ Westcent, London. 


The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin gs gh net Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Seottish Office, 
7, Drumsheugh Gardens, (telegrams: Associ.te, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS. 


Corns, 
©. A. A.” wishes to learn of any suggestions for the relief and 
cure of corns on toes and soles of feet. He has found the usual 
remedies quite useless in most cases, as also the advice to wear 
sensible shoes. . 


VAGINITIS AND PROCTITIS IN CHILDHOOD, 


‘““M. S.”’ asks for suggestions for the treatment of vaginitis and 
proctitis in a healthy child of 2 years aud 3 months. Investiga- 
tion has shown gonococci and intestinal worms absent. 


INJECTION TREATMENT OF VARICOSE VEINS. 

Dr. GERALD Stor (London) writes in answer to “'G. W.1.’s” query 
(British Medical Journal, July Tth, p. 39) to say that the injection 
treatment of varicose veins is practised at the Royal Waterloo 
Hospital on Tuesday afternoons. 


INCOME Tax. 
Benejit of Free Board and Lodging. 

SoME weeks ago a correspondent explained that he was engaged as 
a temporary assistant on terms which gave him free board and 
lodging at the expense of his principal, though not under the 
latter’s roof. The local income tax authorities had claimed to 
include the value of that advantage in his assessment to tax, but, 
acting on our advice, he contested the validity of that view and 
has now informed us that the issue has been settled by agree- 
ment, to his complete satisfaction. With the best will in the 
world taxing authorities scattered about the country must no 
doubt be occasionally guilty of error, but there is one feature of 
this case which induces the opinion that it may be typical of 
others where the official error persists, and that is that, unlike 
other errors against the taxpayer’s interest, it is not inherently 
unreasonable. From the assistant’s point of view he may well 
regard the provision of free board and lodging to the valine of 
£40 week as equivalent to that amount in terms of income and 
as taxable accordingly; from the principal’s point of view it may 
seem only right that au expense which he is entitled to treat in 
bis accounts as remuneration of the assistant should rank as 
part of the latter’s income. However reasonable that view may 
be, it is not sound in law. In one of the leading cases it was 
laid down many years ago that an advantage or benefit accruing 
by virtue of employment is not taxable in the hands of the 
employee unless it is received in money or in a form capable of 
conversion into money. This clearly covers the case of the 
provision of board and lodging, which a man can benefit from 
but cannot sell or otherwise convert into money. It is, however, 
advisable to bear in mind the distinction between such a case 
as the above aud one where the contract of service provides 
a monetary salary coupled with a condition that part of it be 
expended ina particular way. If, for instance, our correspon- 
dent’s agreement had provided that he should receive £50 4 


of 
oper 
bl 
3 are 
n of Ay 
| the 
n of 
Were 
Sir 
Suite 
nent 
rious 
tard, 
rater 
also 
1ent, 
sized 
ts as 
sted = 
y for 
the 
ce On 
dlical 
sists’ 
Loyal 
ce in 
used 
mon- - 
ntial 
v hite 
thod, 
1 the 
ce of 
punt, 
ation 
phos- 
the 
ra. its 
on of a. 
dden 
ation 
» the 
ester 
ation 
Ltd, 
01 of 
ical 
er in 
istra- 
i the 
‘ision 
oD 
with 
. 
rious 
ature 
, and 
ants, 
s0cia- 
t the 
of the 
pand, | 
ical 
rising 
ector 
The 
2ries, 
It is 
logist 
the 
ig by 
rd 
nts ol 
now q 
the 


Tue B: 


86 JULY 14, 1928] LETTERS, NOTES, AND ANSWEBS. ry 


mouth, but should reside under Mrs. Bardell’s roof and pay 
her £15 » month for board and lodging, then he would have 
been liable to income tax on the full £50 per mensem. It is 
a point which prospective assistants or their principals. might 
keep in view when entering intoa service agreement. 


Income Taxed before Receipt. 

Vy. V. V.” explains that, in declaring his private income, he 
the amount for the year ending December 31st, 1927, and 
has vow received a letter requesting detailed particulars for the 
year to April 5th, 1928, for his own and his wife’s taxed income. 

*.* ltis not quite clear by whom the request is made, but 
assuming that it is made by. the authorities dealing with super- 
tux, we fear that our. correspondent must comply. Where 
iucome of that kind is concerned, April 5th is the correct ter- 
minating date—the choice of December 3lst or any other date 
applies to professional earnings. The authorities have no 
specific authority to ask from what source “V. V. V.’s” 
daughter obtained her £400 capital, but a refusal to inform them 
that it represents gifts received in childhood—and thereby to 
dissipate any erroneous idea they may have—for example, that 


is perhaps unwise. 


Sale of Practice. 

“A. M. B.” expects to transfer his practice as from August 1st 
next. His past returns have been calculated on the basis of cash 
receipts for the calendar year. - 

*,* The precise method of adjustment depends to some 
extent on the decision of the Board of Revenue, who have some 
statutory authority in the matter, and as the question is a new 
ove, we have as yet no definite guidance. It seems, however, 
probable that our correspondent’s liability for the four months 
to August Ist, 1928, will be regarded as determined by four- 

i seveuths of his earnings for the seven months to August Ist, 1928, 

: those profits being calculated on the cash basis as regards 

receipts. As regards the year to April 5th, 1928, it is similarly 

probable that the revised liability—ifan occasion for revision 
is considered by the authorities to have arisen—will be based on 

(1) the remaining three-sevenths plus (2) nine-twellths of the 

year to December Slst, 1927. “A. M. B.” might usefully 

a approach his local inspector of taxes to ascertain his views as to 

t. the basis and method to be applied. 


‘LETTERS, NOTES, ETC. 


4 TREATMENT OF A SWALLOWED FOREIGN Bopy. 
. Dr. A. F. DoyLe (Wirksworth) writes: The following case is, 


a - ment in the case of a swallowed foreign body, a very common 
t occurrence amongst children. The patient, my own ciild, a girl 
aged 4, swallowed a large gold sleeve link, one end of which was 
te sharply pointed; 1 was very auxious on account of the risk of 
I perforation of the gut. As an alternative to the stodgy and 
‘ ludigestible diet usually recommended in such cases, I adminis- 
tered ‘* normacol ” iu 2-drachm doses eight-hourly; the foreign 
; body was passed in thirty-six hours, without the least difficulty 
_ or pain, embedded in the gelatinous mass of normacol. This 
vegetable product, 1 may add, owes its laxative action to the fact 
that it swells to au enormous size on coming in contact with 
water. 


TREATMENT OF PHTHISIS: A SUGGESTION. 


Dr. J. M. THORNE-(Bletchworth) writes to suggest that in early 
pulmonary tuberculosis treatment by fresh air, rest, and dieting 
might be associated with the performance of incisions over one 
or more ribs, the wounds being prevented from healing at once 

by the insertion of gauze strips, thus promoting the free flow of 

i lymph and serum. He thinks that the effect of healing wounds 

as in Albee’s bone-grafting procedure, may be an important 

factor in the treatment of tuberculous foci, the formation of 
serous fluid with its antigenic content helping to check the 
progress of tuberculous disease elsewhere in the body. 


SEA-SICKNESS. 

FLEKT SURGEON W. E. Home writes: Dr. Elliott’s letter 
sickness (June 23rd, p. 1089) reminds me of old times. I om first 
sent to sea in a big, steady battleship in the Mediterranean, and 
a) suffered little, and was best treated with highly spiced ees 
Tr ) (cayenne pepper) after gastric relief had been attained. Ina 
‘ oo where not being on Auty I could treat myself as I chose 
found the hypodermic injection of 1/4 grain morphine 8 
comfort, tiding one over till tolerance was attained. Later, in 
H a small. gunboat in bad. weather off the coast of Nova Scotia 
I was very miserable one afternoon, and promised myself that 
nothing should take me from the wardroom on the upper deck 
However, a marine wanted a tooth extracted, and I had to go 
f down to the stuffy steerage, inwardly protesting. ‘Che marine 
lost his tooth, I lost my sea-sickuess, and it has never come back 
j so badly since, not even in the same gunboat, hammering against 
! the sea of the north-east trade, on passage from Jamaica to 


it represents accumulated earnings from some unknown source— 


1 thiuk, worthy of record, since it provides an alternative treat-. 


Trinidad.. Yet on our seventh day out an artificer complained 


he had had no food since starting: half an ounce of Worcester 
sauce pub him right, also many patients subsequently. The 
Service trentment for sea-sickness is work, and a good treatment 
too, as I found it. Lord Kxmouth in 1793 took the lrench 
Cleopdtre with the Nymphe, whose newly raised crew were mostly 
landsmen—Cornish miners. It was noted that during the actiou 
they forgot their sea-sickness, but that they relapsed when the 
fighting was finished. : 


NEWSPAPER MEDICINE. 


Basi Hueues, D.S.O., F.R.C.S. (Bradford), writes: Is not it 


time we called a halt to certain articles relating to health aud 
disease which are appearing almost daily in the public press? 
These effusions nearly always involve mention of the name 
and opinions of some physician or surgeon who may or may 
not be known to the general public. The Daily Mail of June 19th 
contains a leading article emphasizing the views of Sir William 
Arbuthnot Lane on the method adopted by the Chinese in coping 
with illness. * ‘l’o quote a few lines: ‘‘ The system of calling in 
the doctor when a breakdown occurs, with the possibility of all 


‘the heavy expenses of operations, nurses, aud nursing homes, is 
‘one which, as Sir William says, may-cripple for years the 


financial position of those who ure in moderate circumstances. 
The alternative system avoids much of this heavy expense, and 
is specially welcome to the medical profession.” Were these 
the views of Sir Arbuthnot Lane wheu he was in his hey-day as 
an operating surgeon, or are they his views of more recent years, 
or are they merely the Daily Mail’s views of his views? Does 
the last sentence imply that the alternative system would be 
more welcome to the general practitioner when the surgeon's 
ng 7 gua could be dispensed with? This would be, of course, 
the ideal. 


POSSIBILITIES OF ORAL INFECTION. 


Mr. A. E. Sawpay, I’. R.C.S.Ed. (Derby), writes: We hear much of 


the effects produced by organisms which euter the body via the 
mouth. I wish to draw attention to two factors, both remedi- 
able, which are possibly of no little importance iu the spread of 
disease. It is a lamentable and disgusting fact that 99 out of 
every 100 shop assistants put their fiugers to their mouths before 

icking up wrapping paper, and indeed in many cases before 
Ceodting articles of food. Considering the prevalence of oral 
sepsis this widespread habit cannot fail to infect food with 
streptococci and other orgauisms, and is possibly a factor in the 
spread of tuberculosis. The handling of food in shops at all is 
eutirely undesirable, and could easily be obviated by the pro- 
vision of suitable tongs for the purpose. Another means by 
which disease may be spread is the use of infected spoons and 
forks. ‘lhese receive a very perfunctory cleansing, which woul! 
be considered eutirely inadequate for a spatula or other instru- 
ment used in the mouth; they could easily be boiled, and | look 
forward to the time when all respectable restaurants and house- 
holds will keep a sterilizer for this purpose. Knives with metal 
handles could be similarly treated, but as they do not (or should 
not) enter the mouth, they are of less importance. The spread 
of syphilis by infected spoons and forks is a very real danger. 


TREATMENT OF CANCER BY INJECTIONS OF PERITONEAL FLUID. 


Dr. SYDNEY PEKN (Melbourne, Australia) writes: In your issue ol 


February 4th (p. 204) appeared a letter by Dr. J. B. Tombleson 
describing two cases of inoperable cancer greatly benetited by 


* injections of blood or peritoneal fluid subjected to the tungsten 


arclamp. In the hope that others will give the method a trial 
Lrecord the following case. The patient, aged 52, was found at 
operation to have an inoperable carcinoma, involving almost 
the whole stomach. When I saw him he could just swallow 
a few teaspoonfuls of liquid and retain only a very little. His 
weight was 12st. 841b. on March 22nd, when he received his first 
injection; on April 24th it had fallen to 11st. 41b. alter the second 


injection. He was feeling better and taking more food. He had — 


a distinct feeling of well-being and bis complexion was becoming 
pink, instead of the previous very earthy colour. On May 2lst, 
when he had his fifth injection, his weight was 11st. 84lb. He 
was eating two eggs and a plate of bread and butter for break fast, 
brains aud vegetables for dinner, could take a pint bowl] of bread 
and milk ata sitting, eat a banana, take a glass of claret, and 
enjoy a cigarette. From being hardly able to crawl, he can now 
walk about for the best part of the day without fatigue. He has 
gained 4 1b. in the last month and has had six teeth extracted in 
that time, two at one sitting and four at the other, which, in his 

reviously weak condition, would have affected him seriously. 

e is retaining all his food now, but about once a fortnight he 
brings up some bile. What is going to be the end it is impossible 
to say, but I will report later. 


CORRIGENDUM. 


Dr. C. MERLIN EYNON asks us to correct a mistake which occurred 


in the typescript of his memorandum pubiished on July 7th 
(p. 14). The titie should have read: * A case of musculo- 
cutaneous nerve paralysis.” 


VACANCIES. 


NoriFicatTions of offices vacaut in uuiversities, melical colleges, 


and of vacant resident and other appointments at hospitals, will 
be found at pages 48, 49, 52, 53, and 54 of our advertisement 
columns, and advertisements as to partnerships, assistantships, 
apd locumtenencies at pages 50 and 51. 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 20. 
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Obserbations 


ON 


NASOPHARYNGEAL EPIDEMICS 
IN PUBLIC SCHOOLS.* 


BY 


J. ALISON GLOVER, O.B.E., M.A., M.D.Cantan., . 
M.R.C.P., D.P.H. 


CERTAIN semi-isolated communities, which are under strict 
control, seem to be designed for epidemiological study, and 
of these the public schools of England offer a unique field 
for observation. Few communities are more comparable 
and homogeneous in the age distribution, in the nationality, 
and in the nurture of the individuals comprising them. 
Yet, with the exception of the classical work of Clement 
Dukes, little systematic epidemiological work seems to have 
been carried out with this matchless material. 

Surgeon Commander .Dudley has, however, shown what 
can be done with somewhat similar material, and ‘his two 
reports on the Royal Naval-Schoaql at Greenwich, based 
largely upon the careful records of Surgeon Captain P. M. 
May, R.N., and published by tho Medical Research Council,' 
are, I think, even more important contributions to school 
epidemiology than Dr. Clement Dukes’s studies at Rugby. 

As early as 1905 Dukes showed that the public schools 
were suffering an increased number of infectious diseases ; 
this was largely due to the greater care exercised at home 
and at preparatory schools in preventing infectious disease, 
and to the consequent greater proportion of boys who 
reached public schools unprotected by previous attack. 
There is, I think, a general impression that a further post- 
war increase has taken place. Other factors may be con- 
cerned in this post-war increase, such as: (1) the greater 
prevalence of influenza since the epidemic of 1918; (2) the 
great increase in the number.of boys sent to public schools 
since the war, causing overcrowding in classrooms and 
dormitories; and perhaps (3) the greater attention paid 
to what we may term (with Dr. Simey) ‘“ febricula.’’ 

I think all agree that most of the infectious diseases 
now prevalent in public’ schools are spread by naso- 
pharyngeal or ‘‘ droplet ’’ infection, but I doubt if we 
all realize the enormous proportion of the total illness 
caused by direct nose-to-nose and mouth-to-mouth infection. 
The accompanying diagram shows the number of boys 

admitted to the sana- 
torium each term as 
a percentage of the 
number of boys in a 
certain public school 
which I shall call 
The top of 
the column shows the. 
total percentage ad- 
missions, the shaded 
portions the admis- 
sions for diseases by 
nasopharyngeal 
fection, and the black 
portions for all other 
diseases acci- 
dents. This school 
is convenient for this 
purpose as there are 
no house sick-rooms, 
all boys ill enough to go to bed being admitted direct to 
the sanatorium; this fact partly explains the somewhat high 
admission rates in this case. 

Let us now divide the “ droplet’ infection into the 
several diseases. The figures are shown in Table I. 

On the whole, the ordinary infectious diseases of child- 


Chart showing the large proportion of 
admissions for diseases usually conveyed by 
nasopharyngeal “ droplet ’’ infection to total 
admissions for diseases of all kinds. Shaded 
portions=“ droplet" infection; black por- 
tions=all other diseases and accidents. 


*Communicated on June 22nd, 1928, to the Section of Epidemiology and 
State Medicine of the Royal Society of Medicine. ‘ 

+ Most of my information is confidential; the names of schools are given 
only when statistics are quoted from published work. I am thus unable 
to give the names of the many ladies and gentlemen to whom I am 
indebted for information, but whose heip I very gratefully thus 
acknowledge. 


‘summer term of 1916). 


TABLE I.—‘* X”’ School ** Droplet” Infections. 


Admissions per cent. of the Total Poys por Term to the Sanatorium: 
tchool without Ho~se Sic’s-rooms. 


Droplet infections. 
— i=] 
22) § |] les] g 
1924. 
Shi 
3 9 9 8 
1925. 
1 43 1 42 1 40 
2 15 2 13 8 5 
3 57 4 53 1 — = 44 1 
1925. 
1 25 4 21 10 1 
2 ‘0 1 19 3 15 1 
3 34 7 27 3 13 a iar Bnd 
1927. 
1 46 7 1 1 3 
= 39 10 29 5 23 ts a tz 1 
3 33 8 25 7 18 


hood occur less than would be articipated, although measles 
comes twice in the four years, whilst German measles comes 
only once, diphtheria is-absent, and mumps, chicken-pox, 
and scarlet fever are absent save for one or two sporadic 
cases. The absence of scarlet fever is remarkable in view 
of the fact that the tonsillitis at this school has been 
shown bacteriologically to be due mostly to infection by 
haemolytic streptococci, often of scarlatinal type. 

Infi\.\za, on the other hand, occurs in epidemic form 
in three out of four years in the Lent terms, and once as 
** gastric’? influenza in a Christmas term. For comparison 
I will refer to a diagram from Dudiey’s* statistics of the 
Royal Naval School, showing a somewhat similar epidemic 
prevalence of influenza, whilst there is a fair amount of 
tonsillitis, which was so prevalent at “XX” (it must be 
noticed that tonsillitis has only been recorded from the 
There are several interesting differ- 
ences: scarlet fever and diphtheria appear in epidemic 
form, but measles and chicken-pox. are almost entirely 
absent (nothing- under 1 per cent. is shown) and German 
measles appears once, and then with an attack rate of only 
5.5 per cent. This comparative absence of measles, German 
measles, and chicken-pox may perhaps be explained by the 
fact that the Greenwich boys come from the public elemen- 
tary day schools, instead of from private boarding pre- 
paratory schools, and so probably have had most of these 
diseases before their entry at Greenwich, usually at the 
age of 12. The heading “ feverish cold, chill, etc.,’’ is 
apparently not recorded in the Greenwich statistics. 

Dr. Dukes’s Rugby statistics from 1871 to 1904 (Health 
in Schools, p. 467) have many points of interest, which 
include the’ absence of influenza before 1890, and even 
after that vear the comparatively small size of the attack 
rates for this disease. Compared. with Greenwich, the 
almost biennial visitation of measles, the frequent appear- 
ance of German measles, and the much greater prevalence 
of mumps, which all tend to offset the comparative absence 
of scarlet fever and the complete absence of diphtheria, 
are noticeable. The celebrated ‘‘ fourth disease ’’ appears 
in history in 1900. 

Returning to the ‘“‘ X”’ statistics (Table I), large pro- 
portions of admissions are due to the following: (1) 
influenza (28 per cent.); (2) feverish cold, chill, pyrexia, 
and bronchial catarrh (15 per cent.); (3) tonsillitis 20 per 
cent. of ‘all admissions for the four years under review. 
The three added together and compared with Simey’s*® 
published figures for *‘ febricula-’’ at Rugby (which term 
he uses to include all three), even after allowing for the 
absence of house sick-rooms at ‘‘ X,’’ show an increase, due 
in part to a persistent infection with haemolytic strepto- 
coccus, which has been endemic at ‘‘ X,’’ but partly due, 
I think, to the three factors already suggested. 

Some apparently regard it as almost impracticable to dis- 
tinguish between epidemics of influenza and those of febrile 
colds, but we should try, though difficulty often arises, 
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THe Common Cop. 

Dr. Lempriere* states that colds and feverish catarrh 
account for 25 per cent. of the admissions to the sana- 
torium—excluding epidemics of influenza. This agrees 
with the figures of the causes of absence for six public 
elementary schools in Sheffield, where 30 per cent. of the 
attendances lost on account of illness were due to coughs, 
colds, bronchitis, ete. These figures covered a period of 
eight weeks in February and March, 1921, and showed that 
80 per cent. of the absence was due to illness, confirming 
the opinion that in public elementary schools roughly 10 
percent. of school time is lost owing to illness. In 
Sheffield 10 per cent. of the sick absence was due to 
zymotic diseases, 6.7 per cent. to contagious diseases, and 
30 per cent. to coughs, colds, bronchitis, etc., while 3.8 per 
cent. was due to sore throats. The period in question was 
not one of influenza prevalence in Sheffield. 

Dr. D. K. Brundage’ has recently published a valuable 
paper analysing the sickness records of the Edison 
Company of Bostoa for the ten years ending December, 
1924, and showing the comparative importance of the 
common cold and the other respiratory diseases in produc- 
ing disability in adults. 

These duration figures correspond fairly with figures in 
English public schools, the usual time in sanatorium for 
influenza cases being about ten days (1925, 10.35 days; 
1926, 11.78 days; 1927, 9.36 days). Appended is a table 
of — between the Edison experience and that at 

Annual Experience per 100. 


Edison Company, Boston, 
ten years ending Decem- | = school four years 
ber, 1924, allabsences 4ins December, 1927, 


of one day or overdue | J admissions to 
to sickness. i sanatorium. 


Due to all diseases ... 104 95 


Proportion due to re- | 54 per cent. of allabsences , 68 per cent., or 88 per 
spiratory diseases cent. if measles and 

German measles be 

included. 

Days lost per absence 9.8 Approximately 10.* 

for influenza 


{ 


*Calculated from three years’ experience at ‘ Y"’ school. 


INFLUENZA. 

We are often in doubt whether an epidemic of febrile 
catarrh is influenza or not, but, as a rule, when the real 
epidemic comes there is no doubt about it; the character 
of the epidemic is a better guide even than the clinical 
character of the case. The true influenza epidemic has an 
explosive character, which was early remarked upon. Sir 
Thomas Watson wrote, in 1833: ‘‘ On April 3rd I saw the 
first two cases that I did see of the influenza; all London 
was smitten with it on that and the following day.’ A 
diagram was shown illustrating this explosive character in 
a school epidemic reported on by Dr. Copeman.* A similar 
explosive epidemic may be witnessed in a day school. In 
1890, for example, half the boys of Chesterfield Grammar 


School were attacked by influenza on the morning of 
Monday, January 27th. : 

High attack rates are very common, and in certain 
houses | have known the attack rate reach 95 per cent, 
There seems to be little or no correspondence between the 
height of the attack rate in an influenza epidemic and the 
prevalence of complications, such as pneumonia and otitis 
media. The pneumonia and otitis media are, in fact, 
secondary epidemics which may or may not occur. Thus, 
in 1890,’ on the training ship Shaftesbury 52 per cent. of 
the boys were attacked with influenza in eight days, but no 
case of pneumonia occurred. 
there was another epidemic; only 25 per cent. were 
attacked, but there were five cases of pneumonia. Dr, 
Lempriere has said true influenza is beyond the control of 
the school medical officer, but that this ought not to apply 
to that most persistent endemic condition, pyrexia of 
unknown origin (P.U.O.). 

We must ‘now ask ourselves if there is any immunity 
to be obtained against influenza; does, for example, a 
previous attack, or the use of vaccine, imply immunity? 
In the great epidemics of 1918 and 1919 there seemed 
to be evidence that a previous attack did confer some 
immunity against one or more of the subsequent waves 
of infection. Thus, at King’s College School, Cambridge,‘ 
where 100 per cent. of the boys were attacked by the 
epidemic in July, 1918, none were attacked in the epidemic 
of November, 1918, but 58 per cent. were again attacked 
in March, 1919. A somewhat similar sequence occurred 
at Rugby.’ In the July epidemic of 1918, 37 per cent. 
were attacked, in the November epidemic of the same year 
only 3 per cent., whilst in the March, 1919, 23 per cent. 
were attacked, those who had the disease in the July, 1918, 
epidemic having practically the same attack rate as the 
school as a whole. These attack rates include only admis- 
sions to the sanatorium. Dr. Simey,'® in 1922, considered 
that partial and temporary immunity is conferred by an 
attack of febricula against influenza, and by influenza 
against febricula. 1 am interested to know if he still 
holds this opinion, for in recent years it has seemed to me 
that no immunity is conferred by attack, but rather the 
reverse. In several epidemics recently there has been a 
tendency to a second attack only three or four weeks after 
the first; nearly 50 per cent. of the boys in one house 


-had definite second attacks in the same term in one 


epidemic which | investigated in February-March, 1925. 
Here is the experience of a preparatory school of fifty-eight 
boys. In the Christmas term of 1924, 52 per cent. of the 
boys were attacked with influenza. In the Christmas 
holidays and the following Lent term twenty of those thirty 
who had been attacked in the Christmas term were again 
attacked by influenza; whilst of the twenty-eight who had 
escaped in the Christmas term fourteen, or 50 per cent., 
were attacked, so that the figures are against immunity 
being conferred by the first attack. 

There is pretty general agreement that true epidemic 
influenza cannot be prevented by vaccines, but there is con- 
siderable difference of opinion as to whether the common 
or feverish cold, P.U.O., or febricula can be prevented, 


TABLE II.—Injluenza Attack Rates upon ail Boys, Inoculated Boys, and Uninoculated Boys respectively. 


| All Boys. Inoculated Boys. Uninoculated Hoys. 
School | 
Tern and Year. | Per cent. Per cent P t P Vaccines used and when given, 
| | lated, |Sttacked.| “Pate. attackea.| | No. | attackea.| Sttack 
| 
| 
1,019 30 443 44 302 149 49 717 294 41 ” mostly in Christ- 
mas holidays. 
aaa Pe gree 530 40 101 19 215 4 315 67 21 Parke Davis A.C. 95. ‘ Public 
Lempriere | School ’’ 120 
X" Lent, 1927...| 447 32 163 % 144 54 303 109 % Various in Christmas holidays. 
t ge Lent, 1928 ... 463 71 133 30 331 102 31 132 31 24 Special M. of H. in Nov., 1927. 
Y"’ Lent, 1926...| 380 56 44 12 212 27 13 168 17 10 Various in Christmas holidays. 
Y Lent, 1927...; 383 91 72 19 AT 62 18 36 10 28 Special M. of H. Vaccine given in 
November term, 1927 
Totals... | 3,222 | 48 956 30 | 1,551 | 428 2% jien| 528 32 


In the following April (1891) . 
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TABLE III.—‘* ¥ ” School Bacteriological Findings. 


Pfeiffer's Bacillus. Pneumococcus. | 
Year No. of 
Swabs: | Other. 
Positive to. Carrier rate. | Positive to. | Carrier rate. lL U. if. 1. 
1920 19 6 (all serologically id »ntical with 32 ll 58 Not determined. | Meningococcus in 1. 
1 Lister strain) 
1925 43 20 46 27 63 lt 0 5 21 | Meningococcus in 3 (8 per cent.). 
1926 52 25 48 24 46 0 0 2 22 Meningococcus absent: haemolytic 
streptococcus in 1. 
1927 43 32 (27 very profuse), 72 per cent. 73 98 65 lf 0 8 19* | Haemolytic para-influenza bacilli in 
no indol formation | 2, haemolytic streptococcus absent, 
| meningococcus absent. 


* Of these, 7 agglutinated with monovalent serums prepared from strains isolated from cases of pneumonia (4 Pn 85; 17 B; 1 Pn 10; 1 Pn 160), and 


the other 12 were not serologically identified. 


+The two Type I pneumococcus were found in carriers who h2d not had pneumonia. 


and whether the incidence of complicatiuns such as | 


pneumonia and otitis media can be diminished. 

As to the efficacy of vaccines in the prevention of infu- 
enza or fehiicula in public schools there is some little 
published evidence of a somewhat conflicting character: Dr. 
Lempriere’s'! distinctly favourable observations at Hailey- 
bury, and Dr. Attlee’s,!* at Eton, which are much less so. 
By the kindness of Dr. Graham Forbes I have seen the 
summary of the evidence produced by a questionary sent 
out by the Medical Officers of Schools Association. In one 
or two epidemics, with the assistance of my colleagues Dr. 
Griffith and Dr. Scott, I have in two schools tried out 
special vaccines made from strains of organisms actually 
found at the schools in recent outbreaks. The evidence is 
conflicting and I think entirely inconclusive. One thing 
must, however, be remembered. The scales are weighted 
against vaccines by the fact that boys specially prone to 
influenza and colds are more likely to be vaccinated than 
boys who do not suffer from colds. In answering the 
questionary thirteen medical officers thought that vaccines 
did good and thirteen others considered them of little or no 
value. Strangely varying opinions were expressed. One 
medical officer, for example, says: ‘‘ Cases of catarrh are 
fewer than in previous years. 1 believe the inoculations 
have done much good.’? Whereas another says: ‘ No 
inoculations—only thirty-eight out of school, average 
four; if the whole school had been inoculated low incidence 
would have been attributed to this. 1 do not consider 
prophylactic procedure justified by the figures.”” One 
observer considers that ‘‘ vaccines are useless in the presence 
of chronic nasal trouble ’’?; whereas another observer states 
that he has “ particularly noted good results from vaccines 
in adenoid cases.’? On the question of the prevention of 
complications, in one epidemic I had the opportunity of 
observing in the Lent term of 1927 a school of 450 boys 
among whom there were 163 cases of influenza (an attack 
rate of 36 per cent.) and 15 cases of pneumonia, five (that 
is, all those which were typed) of which were due to Type I 
preumococcus, whilst the attack rate of the inoculated 
(32 per cent. of the total population had been inoculated 
with various stock vaccines) and of the uninoculated (68 
per cent.) was almost exactly the same. None of the boys, 
however, who developed pneumonia had been inoculated. 
In November, 1927, 71 per cent. of tue boys of this school 
were given a special vaccine* prepared in the Ministry’s 
Pathological Laboratory, containing pneumococcus Types 
I and II, and although an outbreak of influenza occurred in 
the Lent term of 1928 with almost the same attack rate 
as in 1927 (36 per cent.), no cases of pneumonia occurred. 
But the uninoculated 132 boys not only had a slightly lower 
attack rate for influenza (23 per cent.) than the 319 inocu- 
lated boys, whose attack rate was 30 per cent. (boys only 
inoculated once omitted), but they also, like the inoculated, 
had no cases of pneumonia. In another school in the same 
term, where 90 per cent. of the total population had been 
vaccinated with a special vaccine of Pfeiffer’s bacillus with 
pneumococeus Types I and II, prepared in the Ministry of 


* This vaccine contained pneumococcus Type I, 200 millions in 1 ¢.cm., 
neumococcus Type II, 100 millions; Streptococcus haemolyticus (Dochez), 
millions. A form of tonsillitis due to infection with haemolytic strepto- 


coccus (Dochez) had been common in the November term of 1927. The 
following term tonsillitis recurred in epidemic form, but Dochez’s strepto- 
ecoccus was not identified, although several other strains of haemolytic 
streptococcus were, 


Health Laboratory from strains similar to those found in 
the previous year’s epidemic, and administered in the 
previous November by the school medical officers, there was 
an almost complete absence of complications; but that had 
been true also of two previous epidemics, in one of which 
stock vaccine had been used for 56 per cent. of the total 
population, and 2lso in much more severe previous epi- 
demics of ,which we had no information as to the vaccinal 
condition. My own fecling with regard to vaccine against 
influenza and febricula is that the question is still entirely 
open, but if it is determined to recommend prophylactic 
inoculation against influenza, colds, and their sequelae, it 
is important that the course of vaccines should be given 
before the epidemic prevalence begins, preferably in 
November. This means that the injections should be given 
at school, and this requires a good deal of rearrangement 
of time-tables, but my experience is that if the injections 
be left to the Christmas holidays they are as a rule deferred 
to the period of epidemic prevalence which usually begins 
about January 14th to 21st. . 


Bacteriological Findings. 

Drs. Griffith and Scott have examined many _naso- 
pharyngeal and tonsillar swabs taken by me in school 
epidemics. At one school, ‘‘ Y,’’ epidemics in four years 
—_ studied, the findings being set out in the following 
table: 

Previous to the 1927 investigation a vaccine (Pfeiffer’s 
bacillus with pneumococcus I and II) prepared at the 
request of the school.authorities in the Ministry’s Patho- 
logical Laboratory had been given in November, 1926— 
that is, before the epidemic season began—to 90 per cent. 
of the boys. 

It is interesting to note that at “ X”’ in the Lent term, 
1927, when some fifteen cases of pneumonia occurred in 
every case (five) in which the pneumococcus was typed, the 
type found was Type 1. Type I is sometimes termed the 
** pneumococcus of youth.” 


PROPHYLAXIS OTHER THAN VACCINES AGAINST INFLUENZA. 
_ Tam convinced that a more intensive prophylaxis against 
influenza and epidemic catarrh at the begianing of each 
Lent term (that is, during January and February) would 
well repay school authorities. Apart from the experience 
of most schools and all other experience, the Edison Com- 
pany’s charts, by Dr. D. K. Brundage," show admirably 
the periods of maximum incidence in January and 
February, when it seems that our chief efforts should be 
made. I recommend a special letter to parents and a 
special form of certificate for the Lent term. I have not 
seen any health certificate that mentions influenza or 
feverish cold, and 1 suggest that the Lent term certificate 
might be printed on red paper to distinguish it, and should 
include a statement that the boy had not had a severe cr 
feverish cold for a week prior to the day of return. I have 
seen three striking examples of the mischief that boys can 
do by returning to school prematurely after influenza. 
Here is one. One of two brothers contracted mild influenza 
at home in London on January 13th, 1925; the boy travelled 
by the ordinary school train on January 16th in a com- 
partment with seven other boys, and had dinner. in tho 
dining car. The seven boys in his compartment (four 
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belonging to his own house) and the boy who sat next to 
him in the dining car fell ill with influenza on the 18th 
or 19th. His brother, who may have been infected at 
home, became ill on January 17th. The boys of the house 
to which this boy belonged almost all suffered severely from 
influenza, the attack rate being 95 per cent., and many of 
the inmates had two attacks. The attack rate in this 
house was by far the highest of any house in the school. 

Temperature Taking.—I see no reason why the tempera- 
ture of all boys should not be taken for the first three 
weeks of the Lent term, as is done in so many preparatory 
and girls’ schools. Girls are certainly no less susceptible 
than boys, as is proved by evidence from co-education 
schools and from orphanages, etc., where boys and girls 
are under the same roof. Most of the evidence, including 
the Edison Company’s experience before quoted, is, I think, 
that females are slightly more susceptible, yet the girls’ 
schools appear to escape more lightly than the boys’. This 
is no doubt largely due to girls usually sleeping in 
cubicles, and that girls’ schools are, as a rule, of more 
modern design than boys’ schools, and partly to their 
being more under control than boys; but it is also, 
I believe, very largely due to the practice of taking every 
girPs temperature every night and morning for the first 
three weeks of term and to the immediate isolation of any 
girl with a slight pyrexia. Why a scientific procedure like 
taking a temperature should be regarded as ‘‘ coddling ”’ 
or “‘ fussing ” I cannot say. 

Isolation of Slight Pyreria.—The immediate isolation of 
any severe catarrh, or slight pyrexia, occurring within the 
first three weeks of term is of great importance. 

Early School.—t am strongly of opinion that there should 
be no work before breakfast during January, February, 
and probably March, though I should have no objection to 
a short sprint in the open air. Not only are boys’ 
resistances, | believe, at a lower level before breakfast 
(admittedly a point difficult of demonstration), but the 
heating of the classrooms is usually at an even lower ebb 
—a point which can often be easily shown. I have seen 
classrooms which started the day at 36° F. 

Nasal Douching and Sprays.—Much previous experience 
with the meningococcus has rendered me sceptical as to 
whether good results follow the use of nasal douches or 
sprays. 1 have, however, met one schoolhouse in which 
their use appeared to be successful, and Dr. O’Brien has 
expressed ‘‘ a considerable amount of faith ’’ in the power 
of an antiseptic oily spray to give a reasonable amount of 
protection. Gargling I regard as a*harmless procedure in 
catarrhal conditions, and possibly useful in tonsillitis, but 
I should not recommend any -form of nasal douche or spray 
as a routine measure for healthy boys; ‘‘ nasal drill” is 
less objectionable, but I am not enamoured of it. 

Baths.—It seems probable that a proper skin reaction 
is one of our greatest defensive mechanisms against chill, 
and I strongly urge, with this end in view, that all hot’ 
baths or hot showers should be followed by cold showers. 
The Scotch douche (alternating hot and cold showers) might 
be well worth a trial as a prophylactic méasure, especially 
for well-known susceptibles, and artificial sunlight might 
be worth trying for such boys as are known for their 
liability to colds. 

Diet.—lt appears to me important that in the Lent term 
fresh fruit, particularly oranges, or fresh vegetables such’ 
as salads, watercress, etc., should be taken daily. 


PREVENTION OF INFECTION, 

This is my main theme. Where does infection usually 
take place? There can. be. no doubt that by far the 
majority of infections take place in the dormitories. I have 
investigated the possibility of infection in classrooms, dining 
halls, chapels, ete. In comparing class incidence in badly 
ventilated classrooms with that in better classrooms, I found . 
that the attack rate in the poor classrooms was 38 per cent., 
in the good 32 per cent.,, but as the younger boys were, 
as a rule, in the poor classrooms, and the older classes in 
the better ones, the age distribution may have accounted 
for this difference, although it is not always the younger 
ages which suffer most heavily in influenza epidemics in 
In an epidemic which I investigated some years ago, 


in a great public school, most of the infection apparently 
occurred in common rooms, which were used alike for meals, 
for preparation of work, and for the accommodation of 
convalescents from influenza; the windows of these rooms 
could be opened for only a few inches—conditions which not 
unnaturally caused disastrous results, although the sleeping 
accommodation was admirable and on the cubicle system. 


INFECTION IN SLEEPING QUARTERS. 

I am convinced that the main body of infection is con- 
veyed in sleeping quarters. Where else do the infecting 
boy and the recipient of infection maintain close proximity 
for as long as the ten hours they spend in the dormitory? 
Again, the movement of air is less than during the day 
owing to the cessation of movement and the shut doors, and, 
unless the ventilation is really efficient, air pockets form 
(particularly in corners). 

Many boys sleep open-mouthed, the nasal filter is short- 
circuited, and the recipient receives the droplets of secretion 
containing the infection, particularly when sprayed by 
cough or sneeze through the open mouth. The way to 
minimize this infection is, of course, to keep the beds far 
apart with efficient cross-ventilation. 

One of the things which have struck me in public and 
private boys’ schools is the comparative crowding of beds 
which 1 have frequently encountered. The Royal Com- 
mission on Barracks which reported in 1861 insisted that 
there should be a distance of 3 feet between the edges of 
beds, 60 square feet floor space, and 600 cubic feet per bed. 

The Board of Education in 1914, in issumg their Buildtig 
Regulations for Secondary Schools,'® laid down the prin- 
ciple that there should be a space of at least 3 feet between 
beds, a floor area of not less than 65 square feet, and an air 
space of 700 cubic feet for each occupant; that ventilation 
must be adequate and that it is very desirable that a 
through current of air should be provided by arranging 
the windows on opposite sides of the room. Dr. Dukes'® 
lays down the standard of 800 cubic feet. Nevertheless in 
my experience it is quite an exception to find 3 feet space 
between beds. I have found, for example, six beds in 
27 feet of wall space, and this in dormitories which were 
not cross-ventilated, and [| have found dormitories venti- 
lating into each other, and even into classrooms ; dormitories 
with fifteen beds only 1 foot 4 inches between beds, with 
52 square feet of floor space. In these crowded rooms direct 
bacteriological evidence of cross infection with haemolytic 
streptococcus was found, reminding one of the cross infec- 
tion with meningococcus which one used to find in an over- 
crowded barrack room. 

In the bed plan of a certain public school dormitory 
showing the grouping of cases of influenza (attack rate 
50 per cent.), it may be coincidence, but the beds are less 
than 2 feet 6 inches apart, ventilation is ‘“ end ”’ and not 
“ cross,’? and there is much ‘‘ dead space.’’? In a dormitory 


from another school the beds are 22 to 18 inches apart, 


the ventilation is poor, the total floor space only 48 square 
feet per bed, the effective floor space less. Eleven of the 
fifteen boys were swabbed, and five of the eleven were 
carrying haemolytic streptoceccus, a carrier rate (non- 
contact) of 45 per cent. [Both of the plans were shown to 


‘the meeting. | 


TONSILLITIS. 

I have investigated persistent epidemics of sore throat 
in three schools. In one the condition seemed due to non- 
haemolytic streptococci and there was a possible connexion 
with some sanitary: defects; the infection at least cleared 
up immediately these conditions were rectified. 

In the other two the infection was due to haemolytic 
streptococci. | 
of “ dropping ” cases of scarlet fever that caused attention 
to be drawn to the infection, in the other the tonsillitis 
was the feature of the cases which attracted attention, and 
there was only one sporadic case of scarlet fever, although 
many of the patients with tonsillitis carried strains of 
haemolytic streptococci which were serologically identified 


by Drs. Griffith and Scott with strains obtained from cases 


of scarlet fever. In one term nearly all the cases examined 
carried a haemolytic streptococcus identical with a strain 
isolated in New York by Dochez; this strain is associated 
with scarlet fever, but not, so far as is known, with it in 
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epidemic form. It seemed possible at the school where 
the dropping cases of scarlet fever occurred that we were 
seeing a phenomenon (‘‘ the warning rise ’’) rather similar 
to that seen in cerebro-spinal fever'’ (and possibly in 
diphtheria)—that is to say that when the carrier rate (that 
is, the carrier epidemic) reaches a certain height (namely, 
20 to 30 per cent.) clinical cases may occur. The observa- 
tions were, however, too fragmentary for this to be anything 
but a surmise. 

In this school thorough ‘ spacing out’? of beds was 
carried out, together with improvement of the ventilation 


- of the dormitories, and since then no more cases have 


occurred, six months having now elapsed. 
This infection with haemolytic streptococci was in one 
or two instances, I think, definitely due to unsatisfactory 


- conditions (overcrowding and poor ventilation) in sleeping 


quarters. 
In connexion with tonsillitis the question of milk must 


- be raised. I have only dealt with three samples of public 
’ school milk, and all were definitely dirty and_bacterio- 


logically bad. Other evidence seemed to show that the 
milk was not responsible for the tonsillitis, but, apart from 
this, I should not feel happy as a school medical officer 
unless either pasteurized or Grade A milk were in use. 
Pasteurization is best done on delivery at the school 
premises, as at Dartmouth. 

I trust that medical officers of schools will forgive me 
if I suggest that there are great opportunities for interest- 
ing epidemiological study still unexplored in public schools. 
I suggest as examples: 

(a) The epidemiology and bacteriology of otitis media 


in relation to scarlet fever, measles, influenza, and febricula. . 


(b) Relative sickness rates of boys’ and girls’ schools, and 
of day and boardirg schools. 

(c) Relative incidence of droplet infections upon children 
whose tonsils have been enucleated and whose adenoids 
have been removed, compared with children who have not 
been operated upon. 


The adoption or recommendation of some uniform system 
of medical records by the Medical Officers of Schools Asso- 
ciation would be of great service. I hope that association 
will renew its activities, which have been so helpful to me 
in preparing this paper, and keep before its members their 
paramount duty of devoting as much time and thought to 
the preservation of health in schools as they do to the caré 
and treatment of the sick pupils. I urge, too, that the 
modern boy or girl is an intelligent being, and should be 
treated as such, and encouraged to take an interest and 
pride in keeping fit. This can be attained without fussing 
or coddling; public opinion nowhere has greater influence 
than in schools, and it should be formed to regard the 
training of the body against infection as being as manly 
an aim as its training to achieve athletic success or to 
endure fatigue. 


SumMary. 

In the following summary of my points I advance them 
not as ‘‘ conclusions,”’ or as proved by my observations, but 
merely for convenience. 

1. ‘Droplet ’? infections are responsible for at least 
80 per cent. of all sickness in our public schools. There is 
a well-marked ‘‘ danger period ’’—that is, the first two 
months of the Lent term. 

2. It is probable that no immunity influenza or 
febricula is conferred by previous attack, and evidence of 
the protective value of vaccines in inconclusive. There is, 
however, slight evidence that some protection may be 
afforded against complications, particularly pneumonia; 
the subject deserves more systematic study. Vaccines if 
given should be administered well before the beginning of 
the danger period, probably best in November. 

3. Intensive prophylaxis during the first half of the Lent 
term would probably amply repay the trouble. It should 
include : 

(a) Special efforts to prevent boys returning to 
school after the Christmas holidays infected with 
influenza or febricula. 

(b) Temperature-taking for three weeks. 

(c) Immediate isolation of all pyrexias and catarrhs. 


(d) No work before breakfast for at least the first 
six weeks of the term. 

(c) All hot baths and showers taken during the day 
or after games to be followed by cold showers. 

(f) Prevention of chill in watching matches, sports, 
ete. 

(q) Increased provision for drying clothes, uniforms, 
and boots. 


4. Infection mainly takes place in sleeping quarters, and 
proper spacing-out of beds and thorough ‘ cross ’’ ventila- 
tion in dormitories is of paramount importance. No school 
authority has done its duty to its pupils unless it has 
provided dormitory accommodation sufficient to allow of 
at least 3 ft. clear space between the edges of beds and 
thorough and through ventilation. Until these essential 
wants are met the provision of properly sited, amply 
spaced, and ‘“ cross ’’-ventilated dormitories should take 
precedence of all building requirements. 

5. Milk should be pasteurized. 

[Dr. Glover exhibited a large number of diagrams; of these it 


has been possible to reproduce one only.] 
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TREATMENT OF BURNS AND SCALDS 
BY TANNIC ACID.* 


BY 
W. C. WILSON, M.B., F.R.C.S.Eb. 


Burns and scalds are accidents of great importance in 
domestic and industrial life. They are often fatal, or 
inflict serious incapacity and deformity on those who 
survive. These serious consequences, tegether with the 


~ comparative frequency of the accidents, constitute a grave 


problem for the medical profession. The object of this 
paper is to give a very brief account of the more important 
studies which have been made in the subject, to review 
our present knowledge of it, and to inquire into the results 
of treatment. More especially the recently introdtced 
tannic acid method of treatment is discussed and described, 
and the results in a series of personally observed cases are 
presented. For ease of description thermal injuries, either 
by scalding or by actual burning, will be included under the 
term ‘* burns.” 


Cirnicat Course ANp PatHOLoGy. 

A consideration of the clinical course and pathology of 
the condition is essential to a discussion of its treatment. 
It is customary to divide the clinical course into three 
stages, thus: (1) shock, (2) inflammation, (3) healing. 

This classification is inadequate and misleading, and we 
prefer a division into four stages in the following way: 
I. Shock (‘‘ initial or primary shock ’’). 
II. Acute toxaemia (‘‘ secondary or toxic shock.’’), 
III. Septic toxaemia. — 
IV. Healing. 

Before proceeding to a consideration of these stages we 
shall refer briefly to the nature and causation of ‘ shock.”’ 
For a more complete account of the condition reference 
should be made to the numerous and exhaustive papers 
published by the Medical Research Committee.'* The 
question has been reviewed by Cannon‘ in relation to 
experimental traumatic shock, and the conclusion seems 
warranted that shock resulting from severe trauma, such 
as war wounds, is of two kinds—namely, “ initial or 
primary shock ” and “ late or secondary shock,” and these 


_ * From the Surgical Clinics, Royal Hospital for Sick Children, Edin- 
burgh, and the Clinic of Professor D. P. D. Wilkie, Royal Infirmary, 
Edinburgh. 


ly 
Is, 
of 
ng 
ot 
ig 
| 
ig . 
Ly 
1, 
| 
n | 
y 

d 
8 
- 
| 

| 


two conditions differ in causation, severity, and conse- 
quences. ‘‘ Initial shock ’’ is of nervous origin, is similar 
in nature to fainting or syncope, but longer in duration, 
and is due to a primary disturbance of the nervous vaso- 
motor mechanism. ‘‘ Late shock,’’ en the other hand, is 
due to the action of a toxic agent absorbed into the circu- 
lation from the site of injury. This toxin apparently is 
a product of protein disintegraticn at the site of injury. 
In a later section we shall show that the acute toxaemia 
(‘‘ secondary or toxie shock ’’) which follows injury by 
burning is of similar origin. The term ‘ shock ’’ will be 
reserved for the condition of ‘ initial shock.’”’ It appears 
more appropriate to designate the ‘* late or toxic shock ”’ 
as acute toxaemia, for it is essentially comparable in 
origin, pathology, and consequences with other acute toxic 
conditions. 


Srice I.—Stage of Shock (‘ Initial or Primary 
Shock ’’). 

The main clinical features are prostration, subnormal 
temperature, pallor, low blood pressure with a small rapid 
pulse, and cold skin. It arises immediately after the injury, 
and in the majority of cases is transient and slight in 
degree, and is rarely of serious significance. During the 
period 1913 to 1925 at the Royal Hospital for Sick Children, 
Edinburgh, 80 cases of burns terminated fatally. Of these, 
only 2 (2) per cent.) died during the stage of shock. 
In the case of burns the souree of shock is probably 
— damage to the numerous nerve-endings in the 
skin. 


Stace II.—Stage of Acute Toraemia Secondary 
or Toxic Shock ’’). 

There is no doubt that this toxaemic phase is the real 
danger period in the clinical course, and is largely respon- 
sible for the high mortality of burns. It commences 
between six and twenty-four hours after injury, and in a 
large majority of fatal cases terminates in death within 
forty-eight hours from the time of injury. Of the 80 fatal 
cases previously mentioned 64 (80 per cent.) died in the 
stage of acute toxaemia, and of these 50 (78 per cent.) 
died within forty-eight hours from the time of infliction 
of the burn. Between the stages of shock and acute 
toxaemia there is usually an interval during which the 
patient looks well, even in cases of extensive lesions. 


With the onset of toxaemia the temperature rises, often’ 


abruptly, and, more especially in children, it may attain 
remarkable heights—106° F. is by no means an uncommon 
level, and it may reach 116° F. shortly before death. 
The patient becomes restless, the expression is anxious, the 
pupils dilated, and the colour dusky or livid. Vomiting 
is a common feature of this as of other toxic states, and 
the vomitus is frequently ‘“ coffee-ground ” in character 
as a result of haemorrhagic gastritis. The blood pressure 
is low, the pulse rapid and small, and the respiration 
rate increased. Death is usually preceded for a few 
hours by coma; convulsions, in our experience, are rare. 

It is obvious that since acute toxaemia is the most 
serious danger to life in injuries by burning a knowledge 
of its origin is of great significance. " 

Since Cumin® of Glasgow, in 1823, published reports of 
post-mortem examinations on a series of five fatal cases 
many theories have been propounded to account for the 
fatal issue. Such theories are now of historical interest 
only; the original references can be obtained from 
Bardeen’s’ admirable article. 

Avdakoff,* in 1876, was the first to suggest that a 
specific toxin entered the circulation after the injury 
Since then evidence of 
been forthcoming in support of his contention. 
cite as especially significant the work of Ajello and 
Parascandalo,!~ who first practised experimentally a 
modification of “ exsanguination-transfusion ”’ : that of 
Kijanitzin;* the parabiosis and other experiments of 
Vogt;'* the  histo-pathological studies of Bardeen,? 
McCrae,'' and Weiskotten;'7 and the recent researches 
of Robertson and Boyd.!® These researches proved con- 
clusively that a toxin appears in the circulating blood 
within a few hours of the infliction of the burn. The 
toxin is formed at the burned area, is absorbed into the 


We may 


a most conclusive nature has- 


blood stream, and gives rise to the symptoms of acute 
toxaemia. The exact nature of the toxin has not yet 
been determined, but it is probably a product of protein 
disintegration occurring under the action of excessive 
heat,'* and it is said to consist chemically of primary 
and secondary proteoses.'* 

Stages II] and IV need not be discussed in this papa, 
In the collection of 80 fatal cases 12 (15 per cent.) died 
during the third stage. 


TREATMENT. 

The principles of treatment as indicated by the pathe 
logical condition in each stage will now be considered. 

Stage J.—In shock the main lines of treatment are to 
avoid undue exposure to cold and restore normal bedy 
temperature, to administer fluids, and to relieve pain, 
Pain is frequently severe, and for this drugs of the 
morphine group should be given to adults. The depressant 
effects of morphine or heroin in young childicn, however, 
must be borne in mind. Treatment of the injury by 
local measures is begun at the earliest possible opportunity, 
which is frequently during the first stage, and involves 
cleansing and dressing of, the affected area. Experience 
has convinced us of the value of a light general anaes 
thetic when the areas are being cleansed. 

Stage 11.—In this stage the primary indication of treat. 
ment is to prevent the absorption into the circulation of 
the toxin which is produced in the burned area. No 
antitoxin is available. To Davidson* belongs the credit 
of showing that absorption of the toxin may best be 
prevented by inducing coagulation of the damaged tissue, 
thus rendering the toxin non-soluble. For this purpos 
he employed a local application of tannic acid and found 
that it minimized acute toxaemia or prevented it entirely. 

Stage 111.—The treatment is that of a septic wound and 
need not be elaborated here. After primary tannic acid 
treatment, however, the management of this stage is 
considerably modified in these circumstances, since the 
application of wet dressings may be a source of danger. — 

Stage 1V.—The treatment in this stage is that of & 
healing sore. 


PERSONAL OBSERVATIONS. 
Our series consists of 42 eases in children and 8 in adults, 
iu which the principles of treatment outlined above were 
adhered to. 


Details of Management. 

On admission the patient is put to bed at once. From 
the commencement of treatment the burned area is exposed 
to the air. No dressings are applied and the bedclothes 
are supported on a suitable ‘ cage,’’ inside which electri¢e 
lamp bulbs are fitted. If shock is present, the foot of 
the bed is raised and artificial heat administered by means 
of the electric bulbs. Subcutaneous saline infusion is given 
if shock is severe. Morphine or heroin is prescribed for 
the relief of intense pain. 

Cleansing.—Having secured these arrangements, cleans 
ing of the Burned area is carried out immediately. Under 
a light gas and oxygen or ether anaesthesia any blisters 
are opened and evacuated and all epithelium which is 
loose or raised by blistering must be completely removed, 
in order that the tannic acid may come into direct con- 
tact with the damaged tissue beneath. It is in this tissue 
that toxin formation and absorption occurs, and of It 
coagulation must be secured. The area is rapidly cleansed 
with ether, which exerts a drying and purifying effect 
and is specially useful if oily or greasy substances have 
been previously applied, for grease prevents effective con- 
tact of the watery solution of tannic acid. 

Application of Tannic Acid.—An aqueous solution of 
tannic acid (2.5 per cent. in warm sterile water) is noW 
applied. It must be freshly prepared for each application, 
since tannic acid m solution is rapidly changed to gallic 
acid, which has no power to precipitate or coagulate 
protein. The warm solution is sprayed on the affected 
areas from an ordinary nasal spray atomizer, and the parts 
are then dried by means of the electric lamp bulbs in the 
bed-cage. Spraying and drying are carried out at frequent 
intervals until all the burned area is covered by a thin 
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layer of brown coagulated tissue. In hospital practice we 
have found it most convenient to carry out the spraying at 
intervals of one hour, but, if practicable, as, for example, 
where a special nurse or attendant is available, the 
length of the interval may be considerably reduced. Coagu- 
lation may occur more rapidly in some areas than in 
othtrs. So soon, therefore, as the desired result is 
observed in any part, that part should be protected by 
gauze during subsequent spraying. Application of tannic 
acid is stopped when a thin coagulum has formed, in 
order to avoid a too deep corrosive action of the acid. 
The risk of such an action is extremely slight when a weak 
solution is used, and can be entirely obviated by frequent 
observations of the area. The periphery of the burned 
area affected by a first degree lesion frequently shows a 
light chocolate brown after about eight applications. In 
the case of second and third degree areas a satisfactory 
coagulum is usually obtained after eight to twelve applica- 
tions. Areas more deeply involved may require several 
further treatments. 

Special Circumstances.—Special care is necessary in 
treating burns of the face. The eyes, the nostrils, and the 
external auditory meatus must be protected during spray- 
ing by means of pledgets of moist wool, and in this region 
it is convenient to dispense with artificial drying. In any 
case if the temperature be above 101° F., drying the parts 
by artificial heat is both unnecessary and _ inadvisable. 
In some cases it is not practicable to use the spray method 
of application to the whole of the burned area, as, for 
example, when both front and back of the trunk are 
involved. We employ the method of the spray and free 
exposure for the more extensively affected area and the 
method of tannic compresses to the less extensively injured 
surface which cannot be simultaneously exposed. The 
details of the latter method are as follows. 

Sterile gauze swabs very lightly wrung out of the warm solu- 
tion of tannic acid are applied to the burned area and covered 
with a light layer of sterile wool and a bandage. The part is 
examined at the end of eight, twelve, sixteen, and twenty hours 
from the time of the first application, and when a light brown 
caagulum has formed the dressings are removed. To avoid the 
risk of pulling off the coagulum when removing the dressings, they 
should first be moistened with fresh solution. Coagulation may 
not be uniform, and it will be necessary in such a case to apply 
fresh compresses to areas which are not sufficiently tanned, 
such areas being examined subsequently at intervals of four hours. 
When compresses are used the formation of coagulum is usually 
satisfactory in from twelve to twenty hours. The parts are then 
protected by a thin layer of dry gauze covered by cotton-wool. 
We have also used this method of compresses in cases when the 
lesions were not extensive and the patients were not admitted to 
hospital. 

Local Effects.—The immediate local effects of tannic 
acid treatment may now be enumerated. At an early 
stage of the process of coagulation, frequently after the 
first application, pain is relieved and rapidly disappears. 
Application by the spray is painless and, indeed, can some- 
times be carried out without rousing a sleeping patient. 
The entire affected area becomes covered by a thin brown, 
or brownish-black, leathery coagulum, which when dry is 
perfectly insensitive and can be handled freely without 
fear of damage to it or of conveying infection to the 
underlying tissue. By virtue of its tough rigid character 
the coaguium acts asa splint and ensures the best condi- 
tions for the healing processes which are in progress 
beneath it. 

Care of Burned Area.—From the time when the coagulum 
has completely formed until it is removed no special local 
treatment is necessary. The bedclothes are supported and 
the areas exposed directly to the air. Several important 
points in the care of the area, however, require mention. 
.As is well known, burns are, as a rule, more extensive than 
appears at first sight to be the case, and blisters frequently 
develop in areas which initially presented the characters 
of a first degree lesion. These are dealt with in the usuai 
Way and the raw areas sprayed with fresh solution. Occa- 
sionally fluid accumulates under the coagulum, and such 
4 collection should be at once evacuated through an aper- 
ture cut for the purpose with scissors. Very !ittle care 
Is necessary in adults to protect the coagulum from trauma. 
As has been mentioned, parts subjected to pressure are 
covered with dry gauze, and in children recumbency is 
secured by tying down the limbs. If the perineum is 


involved the bowels are regulated by rectal lavage, and 
nursing is facilitated if the patient lies in the prone 
position with a pillow supporting the pelvis. Soiling of 
the areas by urine may give rise to release of toxin and 
sepsis. 

Treatment of sepsis in the third stage is the most difficult 
problem in the tannic acid method. Signs of a mild degree 
of infection, as evidenced by a discharge of a little sero- 
purulent fluid from the edges and some reddening of the 
surrounding skin, are occasionally seen at different parts 
of the area. In this case no active treatment is necessary, 
and the parts may with safety be left alone. Gross infec- 
tion is fortunately a very rare occurrence, and is usually 
associated with the formation of sloughs in more deeply 
burned areas. In such a case a collection of pus may float 
up the coagulum, which can then be easily stripped off, 
or, should the coagulum continue to adhere firmly, it should 
be softened by vaseline and is then readily removed. 

In no circumstances whatsoever should wet dressings be 
applied over the coagulum. We have observed on several 
occasions that, while the coagulum is present, and particu- 
larly during the first week, the presence of moisture, 
whether in an unopened blister or in dressings applied 
over the area, is associated with some signs and symptoms 
of acute toxaemia. Apparently in these circumstances the 
toxin, previously imprisoned in the coagulum, becomes 
released and gains access to the blood stream. Only when 
all coagulum has been removed may wet dressings be 
employed in the treatment of sepsis. On this point we 
have confirmed the observations of Davidson. 

In the uncomplicated case the process of healing advances 
under cover of the protective coagulum layer. In super- 
ficial lesions, such as those of second and third degree, 
epithelium covers the raw surface completely in from eight 
to fourteen days. In deeper lesions the coagulated layer 
remains firmly attached to the subcutaneous tissue until 


loosened by the growth of granulations, usually between. 


the eighth and sixteenth days. The coagulum should be 
left until it can be easily peeled off. Then an ‘ointment 
dressing should be applied to any areas which are still 
uncovered by epithelium. The most satisfactory is sterile 
vaseline prepared in the following way. Squares of gauze 
or lint are laid out flat in a tin box along with a quantity 
of vaseline sufficient to cause a generous impregnation of 
the material, and the whole sterilized in the autoclave. 
The squares can be removed one by one as required and 
applied directly to the area. 

Lastly, the tannic acid method can be commenced as late 
as seventy-two hours from the time of injury, whether or 
not other methods of local treatment have been previously 
used. After this period the toxaemic danger has largely 
passed, and in the untreated case frank sepsis will be 
manifest. The lesion should then be treated as an infected 
wound. 


GENERAL TREATMENT. 

Abundant fluids are given. Oral administration of fluids 
is, as a rule, sufficient, since toxaemia is mild or absent. 
In the severest cases, where a_ considerable quantity 
of toxin enters the blood stream before coagulation of 
the injured tissues has. been effected, the procedure 
of ‘ exsanguination-transfusion,’’ as recommended by 
Robertson," is a valuable accessory method of dealing with 
the toxic state. A quantity of toxic blood is removed from 
the patient by bleeding,.and is replaced by an equal, or 
slightly greater, quantity of fresh blood from a_ suitable 
donor. We found that removal of 120 to 150 c.cm. in an 
infant, and of 250 to 300 c.cm. in a child of 3 years, was 
sufficient exsanguination. In an infant exsanguination 
and transfusion can easily be carried. out by puncture of 
the superior longitudinal sinus through the fontanelle, 
preferably with a special needle, described by Dott.’ 

In young children, and especially in infants under the 
age of 1 year, it is of the utmost importance to estimate 
the temperature frequently. If toxaemia is severe the 
temperature may rise rapidly to 106° F. or higher, and, 
as a consequence of this high temperature, death will 
shortly ensue unless active measures are taken to reduce 
it. Personal clothing and, if necessary, the bedclothes, 
should be lightened or removed, and tepid sponging may 
be required. Artificial cooling is a life-saving measure in 
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these cases. In our experience of the tannic acid treat- 
ment of burns hyperpyrexia has been almost unknown, 
largely because acute toxaemia is usually mild or absent, 
but also in part because the procedure of supporting the 
bedclothes on a cage and exposing the parts to the air 
assists natural regulation of the body temperature. 


RESULTS OF THE INVESTIGATIONS. 


Our personal experience of the influence of the tannic 
acid treatment on the clinical course, the mortality, and 
prognosis in these cases will now be summarized. 


Clinical Course. 

Stage I.—It was almost invariably noted that application of 
tannic acid was followed rapidly by the relief of pain. From 
the first, therefore, this form of treatment promotes analgesia, 
and is associated with no discomfort whatsoever. 

Stage II.—The action of tannic acid in preventing or 
minimizing the absorption of toxic products from the burned 
area has been amply proved in this series. Of 50 cases only one 
died in the stage of acute toxaemia, and this unfortunate result 
was probably due as much to severe prolonged shock as to 
toxaemia per se. The incidence of acute toxaemia in cases 


treated by tannic acid before the onset of this st 
shown in tabular form. of this stage may be 


Treated before Onset of Stage II—40 Cases. 


Gus. | 
No toxaemia 11 per cent. 
Mild toxaemia ... 16 Ww. 
Moderately severe toxaemia... ... 1 a 
Dangerous toxaemia . 2 « 
Fataltoxaemia ... ... 1 ai 


In the patient suffering from moderately severe toxaemia the 
burns were very extensive and coagulatidi proved slow. The 
general condition, however, gave rise to no anxiety. Dangerous 
toxaemia was the result of special circumstances. In one case 
the lesions involved 60 per cent. of the total surface of the 
body. The other was a case, probably unsuited to the tannic 
acid method of treatment, in which the tissues of one limb had 
been broiled by slow heat while the patient was unconscious 
from carbon dioxide poisoning. The case of fatal toxaemia 
has already been mentioned. In 8 cases treatment was com- 
menced during the toxic phase, and in all the symptoms and 
signs disappeared rapidly when coagulation of the injured 
tissues was effected. When it is recalled that 80 per cent. of 
deaths from burns occurred in this stage with previous methods 
of treatment the significance and importance of these results 

Stage 111.—The incidence of sepsis in cases treated by tannic 
acid is shown in tabulated form. ; 


Patients treated by Tannic Acid before onset of Scpsis— 
‘ases. 
No. of Cases. 


Moderate degree of sepsis ... 
Severe and fatal sepsis... 


The incidence of sepsis increases with the depth of the 
lesion, the presence of fluid, especially in blisters, which appear 
at the edges in the first few days, and the number of hours 
between the time of injury and commencement of treatment. 
In one or more of these factors was found the explanation of 
sepsis of mild or moderate degree. Severe sepsis was due to 
special circumstances, and occurred in the same cases in which 
severe acute toxaemia was observed. In both death resulted 
from sepsis. 

Stage 1V.—The protection afforded to the growing epithelium 
and the splint-like action of the coagulum, as well as the low 
incidence of sepsis, have been important factors in minimizing 
scar tissue formation and preventing contractures. In only one 
case has skin grafting been necessary. 


Mortality and Prognosis. 


The total number of deaths in the series was 7, of which 
ony 4 were directly attributable to the injury. The remaining 
3 deaths were in children, of whom 2 succumbed to virulent 
acute enteritis during epidemic periods and 1 to broncho- 
pneumonia following whooping-cough. The death rate was, 
therefore, 8 per cent. Three children and one adult were 


victims. Of the children, one died from severe shock, one from 
acute toxaemia after prolonged shock, and one from sepsis and 
exhaustion. Death in the adult occurred in the fifth week 
from sepsis. 

It is obvious that a prognosis based on the extent of the area 
affected, relative to the total surface of the body, is very 
considerably influenced by the use of the tannic acid method 
of treatment. Observations by Fraser’ and Klauder!® indicated 
that in children the prognosis was bad when 11 or 12 per cent, 
of the entire surface of the body was involved. In this series 
of 42 cases in children, 20 suffered from lesions involving 
12 per cent. or more of the total body surface, and of these 
17 recovered. Moreover, in the great majority the clinical 
course was marked, not as in the past by severe and prolonged 
illness, suffering, and distress, but by an appearance of comfort, 
health, and wit being from the commencement of the treatment, 


ConcivsIons. 

1. Fifty cases of burns have been treated by tannic acid, 

2. It has been shown that this method of treatment 
promotes rapid analgesia; there is complete absence of 
pain and discomfort while the coagulum is present, and 
during this time there is no necessity for dressing. 

3. In many cases tannic acid prevents acute toxaemia 
and invariably lessens the severity of this phase when 
it develops. The prognosis as to life, especially in children 
injured by extensive burns, is thus greatly improved. 

4. Sepsis is usually avoided in superficial lesions treated 
by the tannic acid method, and when sepsis occurs in 
deeper lesions it does so late in the course of the case and 
is of a mild degree. 

5. Scarring is probably less marked than in other forms 
of local treatment on account of the protection afforded 
to the growing epithelium, the diminution of sepsis, and, 
hence, the minimization of granulation tissue which is 
the precursor of scar. 

6. The death rate from burns in this series was 8 per 
cent.; the figure compares very favourably with any 
which have been quoted from the results of treatment by 
other methods. 

7. A prognosis based on the extent of the injury is 
considerably influenced by the tannic acid treatment. The 
outlook in children is not necessarily grave even if 40 per 
cent. of the entire surface of the body is affected. 

8. In view of the success with which this treatment 
has been attended we would recommend that its use be 
extended. 

Tannic acid should form part of the armamentarium 
of the country practitioner. 

In mines, factories, etc., it should find a place in the 
first-aid equipment, and its application by the compress 
method could be included in first-aid training. 

“Thus valuable time could be saved during transport 
of patients to hospital and the maximum benefits be 
derived from its life-saving properties. 

Tannic acid can be conveniently kept in powder form, 
made up in packets containing 110 grains. One such 
packet dissolved in half a pint of water gives a 2.5 per 
cent. solutjon. 

i . N. M. Dott and Miss Gertrude Herzfeld, 
comgoune to the oval Hospital for Sick Children, Edinburgh, and 


f D. . Wilkie, University of Edinburgh, for the 
pa afforded for this ineeniiondian. To the resident staf 


of both hospitals during the period of investigation I am deeply 


indebted for assistance and co-operation. 


REFERENCES. 


1 Ajello and. Parascandalo: Abstract in Centralbl. f. innere Med, 


1896, 1203. — 
2 Avdakoff: Dissertation, St. Petersburg, 1876 (quoted by Kijanitzin 
and Bardeen) 
3 Bardeen: Johns Hopkins Hosp. Rep., 1898, viii, 137; Journ. Exper 


Med., * 

4Cannon: Arch. Surg., 1922, 4, 1. 

5 Cumin: Edin. and Surg. Journ., 1823, 19, 337. 

6 Davidson: Surg., Gynecol. and Obstet., 1925, 41, 202. 

7 Dott: Fraser’s- Surgery ef Childhood, vol. i, ch. 5, p._ 66, 1926. 

8 Fraser: Surgery of Childhood, vol. i, ch. 3, London, 1926. 

® Kijanitzin: Arch. f. Path. Anat., etc., 1893, 131, 436. 

10 Klauder: New York Med. Journ. 1913, 98, 234. 

11 McCrae: Trans. Assoc. Amer. Phys., 1901, 16, 153. 

12 Medical Research Committee, Special Report Series, 1918-19 (Reports 
of the Special Investigation Committee on Surgical Shock am 
Altied. Conditions). 

13 Pfeiffer: Arch. f. Path Anat., etc., 1905, 189, 267. 

14 Robertson: Canad. Med. Ass. Journ., 1921, 11, 744; Arch. Surg., 1924 


15 Robertson and Boyd: Amer. Journ. Dis. Child., 1923, 25, 163; Joutn 
Lab. and Clin Med., 1923, 9, 1. re 

16 Vogt: Zeit. f. Exper. Path. u. Therap., 1912, ii, 191. 

17 Weiskotten: Journ. Amer. Med, Assoc., 1919, 72, 259. 


SIck 
inte 
med 
the 
som 
incr 
abse 
Exp 
wor 
nee 
dep: 
(lise 
may 
med 
T 
con 
inte 
to 1 
of 
atte 
app 
ord 
sucl 
well 
mel 
pre 
incl 
ete. 
ave 
per 


stri 
The 
the 
day 
in 

to | 
as 
of 


| | & 
— 
4 A 
1 
| eac 
of 
var 
| ave 
of 
me 
| vai 
the 
ind 
ind 
a 
| Wo! 
anc 
| cle: 
dia 
for 
hei 
we 
» dif 
eit! 
the 
the 
Wo 
atte 
ine! 


SICKNESS ABSENTEEISM. 


Mepicat 


JOLY 21, 1928] 


—— — 


SICKNESS ABSENTEEISM: 
A PRELIMINARY STUDY. 


BY 
MILLAIS CULPIN, M.D., F.R.C.S., 


MAY SMITH, M.A. 


SickNEssS records in industry are becoming of increasing 
interest. Firms having a well-staffed and well-equipped 
medical department are naturally desirous of knowing 
the resuits of its operation, and it is disconcerting to 
some to find that the expense of the medical branch 
increases year by year, and pari passu the sickness 
absentecism, while with others the reverse happens. 
Explanations vary; it may be that as the medical 
work becomes more effective, people are discovered who 
need treatment, but who in the absence of such a 
department would carry on until overcome by some serious 
disease ;* ov the other hand, workers inclined te slackness 
may take advantage of an inexperienced or overcautious 
medical officer. 

The difficulties of obtaining adequate standards of 
comparison and, even when records are available, of 
interpreting the results have been discussed in a report! 
to the Industrial Fatigue Research Board. 

This paper presents the results of a preliminary study 
of the sickness records of a few firms. We have not 
attempted to deal with the data available to the various 
approved societies; we have studied particular firms in 
order to bring into: relief individual problems masked in 
such data. The firms in question all had medical and 
welfare departments, and emploved large numbers of 
men and women of the same age groups; some were 
predominantly clerical, while others, besides clerical staffs, 
included factory workers, maintenance staffs, selling staffs, 
etc. The figure used for comparative purposes was the 
average number of days lost through sickness per year 
per 100 workers. This is crude, but useful practically. 

A study on this basis of about ten firms revealed some 
striking differences and suggested some serious problems. 
The range proved to be unexpectedly wide even within 
the narrow limits of this survey, and varied from two 
days per worker per annum in one firm to eighteen days 
in another; there is also a tendency for the remainder 
to cluster round those two extremes rather than to form 
a series. This phenomenon may be due to the limitation 
of the sample; we have no decisive evidence as yet. 

In the case of three firms situated in different towns, 
each with at least four departments dojng different classes 
of work, data were available for working out the monthly 
variations. Each department, with two exceptions, 
averaged more than 500 workers. While the actual amount 
of sickness varied from firm to firm, and from depart- 
ment to department within the same firm, the seasonal 
variations were of the same type throughout. From about 
the beginning of March to the end of August, with slight 
individual variations,- there is a gradual and _ significant 
decrease in the sickness; from August onwards there is 
a gradual increase. This variation is true of clerical 
workers, shop assistants, factory workers, workroom staffs, 
and general staffs—that is, engineers, transport workers, 
cleaners, etc. In the case of those firms where medical 
diagnoses are available the increase is largely accounted 
for by influenza and allied’ disorders, the other ailments 
heing fairly distributed throughout the vear. 

Comparing different departments within the same firm 
we find significant differences. In two large stores in 
different towns the workroom staff¢ has less sickness than 
either the clerical or the selling staff. This is in line with 
the very low sickness rates in some factories. 

Although as yet we cannot account for these differences, 
the following points are worthy of consideration: 

1. It is frequently asserted, (a) that the factory and 
workroom make greater demands on the physical health 
. Although this depends upon the assumption, not yet established that 
attention devoted to trivial illness in adults does actually reduce the 
incidence of serious disease. 

t The workroom staff is occupied in a wide range of activities com- 
Prising all branches of the sewing trades, some engineering, cookery, ete. 


of the worker, while the office demands mare intelligence, 
so that the physically strong children go to the factory 
and the less robust to clerical work, and (b) that the 
clerical worker is more intelligent. This assertion, though 
decidedly popular, distorts many facts. Much factory 
and workroom work is quite light and physically unexact- 
ing, and requires for its successful performance quite as 
much intelligence as do many forms of routine clerical 
work. Selection does, however, take place in some schools 
in so far as the children who are better at examinations 
are often advised to take up clerical work, and in some 
factories we have interviewed workers who say they would 
have taken up clerical work had they been able to pass 
examinations. If it were true that those who could pass 
examinations were mentally superior and physically inferior 
to those who could not, then it might be that the factory 
and workroom sciected the physically, as opposed to the 
mentally, superior, or rather that the range of choice 
was affected by the absence of the brighter children 
who had gone to clerical work. The degree to which this 
selection is operating cannot be determined. Experience 
of workers in modern factories and in offices indicates 
that the difference in social class, education, and intelli- 
gence is less than is commonly supposed.. The clerical 
occupations, it is true, may be attracting those who wish 
to be ‘ genteel,’”? and the mental conflict involved may 
add to the stress of life and play its part in determining 
sickness. 

2. There may be greater satisfaction to the worker who 
is actually producing something, or organizing its pro- 
duction, than to the clerk who records the results of the 
work of others. There is a considerable difference in 
experience between actually making 20 as against 200 
articles, and recording in a column 20 or 200—a difference 
of time, muscular activity, emotional excitement, etc. 
Certainly, so far as we have been able to get evidence, the 
clerical worker tends as life goes on to become more dis- 
satisfied with his work than does the producer. Some 
types are more likely than others to be thus affected. 

3. With the shop assistant, as compared with the clerical 
and workroom worker, there enters another factor. Unlike 
the others, he is always in contact with an incalculable 
rariable-—namely, some other person. Like the tele- 
graphists and telephonists (both of whom have a high 
sickness rate), he is always adjusting to some other person. 
Even machines have moods, and raw material is not always 
up to standard, but there is a limit to the possibilities 
of variation—a limit easily learnt by the machinist. The 
salesman, however, has to be constantly adjusting to an 
almost limitless range of variation in his customers. This 
adjustment is a source of interest to some people, but 
certain types may find in it considerable strain, which may 
find its expression in sickness.* The man or woman who 
reacts emotionally to the reactions of a’ customer, or who 
feels a sense of guilt if he fails to please, or who worries 
at night over the work of the day, is more likely to break 
down as a shop assistant than as a workroom worker. 

4. The borderline between sickness and health is a narrow 
one, and no observer can fail to see mental factors operating 
as well as physical. In one department of a large estab- 
lishment were two rooms containing an equal number of 
workers, selected by the same tests and doing the same 
work; the head of one room was competent and mentally 
well balanced, the head of the other was nervous and 
difficult. Towards the end of a week during a mild 
influenza epidemic about 10 per cent. of the workers of 
the one room were away and over 80 per cent. of the 
other. It is true it might have been a chance occurrence, 
but in the light of the known effect of the particular 
persons in charge one may at least consider whether mental 
dissatisfaction had not played a part in determining the 
borderline people. 

Types of authorities who are irritable, difficult, or some- 
what overwhelming are not a negligible factor in deter- 
mining absenteeism, particularly where the conditions of 
work involve practical security of tenure. 


*The selling staff might be supposed to be more in contact with 
infection than the workroom staff; when, however, it is considered that 
a worker in a factory or workroom may be in contact with hundreds 
of others the apparent difference is not so real. Nor is the proportion 
of infectious disease higher in the selling staff, 
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No one wants to keep a sick person at work, but pre- 
vention of sickness by any means available is a good thing. 
A “ breakdown”? may conceivably bear some relation to 
being ‘‘ fed-up.” . 


NATURE OF THE SICKNESS. 

So far. we have eonsidered the amount of sickness; in 
some cases it has been possible for us to compare the medical 
diagnoses, Such diagnoses would in all cases be made by 
-a large number of different panel doctors in different 
neighbourhoods, so that no one doctor’s fads of nomen- 
clature can be represented. We have only considered the 
diagnoses for people on long sick leave—that is, over thirty 
days. These show extraordinary diversity, not only in the 
gross amount of illness, but in its nature, as_ indicated 
by its diagnostic classification. Here are the details of 
cases involving long sick leave during one year in two firms: 


Firm-—F. C. | Firm—H. W. 

Diagnosis. | Diagnosis. 

A. 222 | Sarcoma of ilium. A. 278 eo me and nervous 

ebility. 

B. 126 | Motor accident. B. 243 | Pyrexia, hydronephrosis. 

C. 108 | Pulmonary tuberculosis. C. 181 | Cough. high blood pressure, 

bronchial catarrh. 

D. 98 | Renal calculus; operation. | D.159 |Inflnenza, influenza de- 
bility, nervous debility, 
nervous exhaustion. 

90 | Pulmonary tuberculosis. E. 156 | Influenza and pleurisy. 
72 | Appendicitis ; operation. F. 140 | Rhinitis. 

48 | Cold; abscess of thigh. G. 124 | Nervous debility. 

43 | Duodenal ulcer; operation. || H.123 | Nervous breakdown. 


Influenza. I. 109 | Cardiac and nervous over- 
38 | Motor accident. J. 105 | General debility. 
33 | Appendicitis ; operation. K. 94 | Debility. 
30 | Influenza. L. 92 | Debility after appendicitis, 


influenza, and lumbago. 


Average days’ sick leave her head 


Average days’ sick leave per head 
per annum for men and women 
=> 


per annum =7.7 for men and 14 for 
women. 


It is clear that there is considerable difference between the 


two firms, though both do the same kind of work, and 
both employ numbers of men and women. H. W. is remark- 
able for the number of diagnoses of the type called nervous 
breakdown, whereas that type is absent in F. C. With 
regard to these two firms we are able to throw some light 
on the difference. 

In the course of an investigation into telegraphists’ 


cramp’ we had occasion to inquire into the type of person - 


who got cramp, and were able to show that a majority 
of cramp subjects were of a psychoneurotic or “ nervy ”’ 
temperament—that is to say, that fear in some form 
played an undue part in their mental make-up. Con- 
tinuing the problem of the incidence of the psycho- 
neurotic temperament in the ordinary population, we have 
investigated sample groups of workers in several firms, 
among which are F, C. and H. W. F. C. is remarkable 
in having a higher percentage of people free from psyeho- 
neurotic symptoms, and those with such symptoms had them 
to a lesser degree than any other group. This is correlated 
with the absence of psychoneurotic illness. Circumstances 
peculiar to the firm directed the attention of the medical 
staff to the importance of excluding the temperamentally 
as well as the physically unfit, and their success in that 
direction is verified by the results. A study of the medical 
diagnoses of H. W. showed that at least 51 per cent. of 
the long sick leave was psychoneurotic in character, F. C. 
had also a large percentage of employees—84 per cent.— 
who said they were interested in, and satisfied with, their 
jobs. H. W. had only 60 per cent. who were satisfied. 

So far we have not investigated any shop assistants 
so we do not know to what extent, if at all, their 
relatively high sickness rates are due to the presence 
of psychoneurotics or to the nature of the work. It is 


‘ulceration in any part of the intestine. 


to be noted that although the variation within these fey 
firms is great, both as to quantity and quality of the 
illness, yet all have good material conditions. 
There are many problems in connexion with this. subject, 
some of which are in the process of investigation : 


1. What part is played in the mind of the doctor as well 
as of the patient by the knowledge that there is practical 
security of tenure? There seems to be a tendency in such 
a case for a lengthier convalescence than where the position is 
risked, and that is not always beneficial. 

2. What conditions affect the so-called ‘‘ nervous disorders ”! 
What occupations are most suitable for a ‘‘ nervous ’’ person, 
or will he break down in any occupation whatsoever ? 

3. In firms where there is a yearly increase in sickness, why 
should that increase be in disorders of a psychoneurotic type 
and not in those of an organic’ nature? . 

4. In determining the incidence of disease, what part is 
played by the knowledge that ‘‘ compensaticn’’ may be 
obtained? Where this factor has resulted in an_ increased 
rate, what. type of person has been affected? What is the 
effect of allowing full payment for a fixed number of days? 

5. Does the size a the firm make any difference? In a 
small firm a worker often feels more important, and knows that 
his work’ falls on someone else in the case of absence; he 
therefore may hesitate to stop away for trivial reasons. 

6. Do people who do not stay away for trivial illnesses 
actually develop more serious illness than those who do? 


REFERENCES, 
1 Industrial Sickness Statistics, Fifth Annual Report, Industrial Fatigue 
Research Board, ; 
24 Study of Telegraphists’ Cramp. Industrial Fatigue Research Board, 
Report No. 43. 


FULMINATING DYSENTERY IN A CHILD, CAUSED 
BY B. DYSENTERIAE SONNE. 
BY 
W. HOWEL EVANS, M.B., Cx.B., B.Sc., 


LECTURER IN PATHOLOGY, UNIVERSITY OF LIVERPOOL; PATHOLOGIST, 
ROYAL LIVERPOOL CHILDREN’S HOSPITAL, LIVERPOOL. 


Srxce Sonne (1915) first isolated and described the organism 
now generally associated with his name as a frequent cause 
of dysentery in Copenhagen, it has been very widely recog- 
nized in other countries. Thus its occurrence has _ been 
reported by d’Herelle, France (1916); Ohnell, Sweden 
(1917); Thjétta, Norway (1919); Mita, Japan. (1921); 
Patterson and Williams, Australia (1922); Smith, Scotland 
(1924 and 1926); Channon, England (1926); and Nabarro, 
England (1927). 

In several of the reports it is specifically stated that the 
disease commonly produced by the bacillus is of mild 
character. Thjétta states that the organism would be more 
frequently found but for the fact that the only symptoms 
are those of a mild diarrhoea which does not require 
medical attention. Fraser, Kinloch, and Smith (1926), in 
reporting 33 such patients in Aberdeen, none of whom 
died, state that while in exceptional cases the symptoms 
are of urgent description, in the ‘‘ vast majority ”’ of 
cases the disease is relatively mild compared with Flexner 
dysentery.» The present case is therefore exceptional in 
regard to the severity of the symptoms and the rapidity 
with which death was brought about. 

The patient, E. B., aged 10, was a strong and apparently 
robust schoolboy. He went to school as usual on the morning 
of September 8th, 1926, and at 10.30 a.m. vomited. He was 
sent home, and at 2 p.m. severe and frequent diarrhoea began, 
persisting until the evening, when the child appeared so ill 
that at 10 p.m. he was taken to the Royal Liverpool Children’s 
Hospital. Death occurred at 3 a.m., September Sth—that is, 
sixteen and a half hours after the onset of the first symptoms. 

On admission to the hospital the child was unconscious and 
dehydrated. Temperature 105° F., pulse 150. No stools were 
passed while in the mg 

Necropsy, September 9th, 2 p.m. (eleven hours after death). 


‘The body was that of a well-grown boy of 10, but showin 


The large intestine and lower part 0 


marked dehydration. 
fluid 


the ileum were intensely congested, and contained reddish 


‘and mucus. The mesenteric glands in the ileo-caecal angle were 


soft and red, and the Peyer’s patches in the terminal part 
of the ileum were slightly swollen and red. The proximal part 
of the small bowel was practically unaffected. There was no 
The thymus and other 


‘lymphoid tissues were normal for the age of the child. 
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THE AGGLUTINATION TESTS IN BACILLARY DYSENTERY. 
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Microscopically the intestine showed nothing beyond intense 
congestion and catarrh. Death was therefore due to an intense 
intoxication, there being no time for structural changes to be 
produced. 

Cultures from the contents of the large intestine and from the 
jleo-caecal lymphatic glands yielded abundant and almost pure 
growths of the Sonne bacillus, but cultures from the contents 
of the ileum, spleen, and heart blood were negative. 

The bacillus had the following characters. On the MacConkey 
plate it formed rather large, opaque, rounded colonies, which 
at first remained colourless. Subcultures into the fluid sugar 
media gave the results tabulated below : 


Lactose Acid on 6th day. 
Glucose Acid in 24 hours. 
Mannite... Acid in 24 hours. 
Maltose... Acid in 72 hours. 
Saccharose Unchanged. - 
Gelatin No liquefaction. 

Motility ... Negative. 


It was not agglutinated by Shiga, Flexner, typhoid, and 
paratyphoid antiserums, but it was strongly agglutinated in the 
first subculture by a Sonne antiserum obtained by the kindness 
of Professor Cruickshank of Aberdeen. Later, at the request 
of Dr. A. D. Gardner of the Standards Laboratory, Oxford, the 
strain was sent to him and its serological identity independently 
confirmed 


There are two difficulties in connexion with this organism 
which probably account for its infrequent recognition in 
the past. When first isolated the majority of the strains 
ferment lactose very late—six to ten days—and are there- 
fore regarded as non-lactose fermenters. As they are not 
agglutinated by the usual standard antiserums, as detailed 
above, they have been frequently regarded as “ inagglutin- 
able Flexner” strains. On the other hand, as pointed out 
by Thjétta, the strain may ferment lactose in two or three 
days, and may therefore not be distinguished from colon 
bacilli growing on the same plate. Final proof can only 
be obtained by serological tests, and fortunately the group 
specificity is very high. 

Inquiries entirely failed to elicit the source of the 
infection. No further case occurred in the child’s family 
or apparently in the school. 
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LIMITATIONS OF THE AGGLUTINATION REACTION 
IN THE DIAGNOSIS OF BACILLARY 
DYSENTERY. 

BY 
J. MENTON, L.R.C.P. ann S.T., 


COUNTY BACTERIOLOGICAL LABORATORY, LICHFIELD. 


A recent outbreak involving 120 cases afforded an oppor- 


tunity of further investigating the reliability of the usual 
routine agglutination tests in the diagnosis of bacillary 
dysentery. Standardized cultures and the technique 1ecom- 
mended by Professor Dreyer were employed for estimating 
the agglutinins; in the absorption tests the procedures 
detailed in the Medical Research Council Special Report 
Series No. 51 were followed, and each absorption experiment 
was controlled by comparison with known dysentery strains. 
Blood samples were examined from 47 affected individuals, 
of which 19 were positive to the Flexner group and 28 were 
hegative. 

Ten cases, positive later, were negative at the first 
examination. The duration of disease at the first and 
second tests in these ten cases was as illustrated in the 
following table. 


Table showing Duration of Disease at First and Second Tests in 
Ten Cases of Bacillary Dysentery. 


At Time of Negative Reaction. At Time of Positive Reaction. 
Duration of No. of Duration of No. of 
Disease. Cases. Disease. Cases. 

3 days 5 days ... 

39 


Predominant agglutinins for Flexner’s bacillus Type V 

were present in the ten specimens, and ranged from 4 to 
114 units per cubic centimetre of serum; five of them 
which showed 23 units or over were from patients who 
had been ill for thirty days or longer. One case of thirty- 
eight days’ duration showed only 4 units,and the remainder 
reacted in the neighbourhood of 11 units. Agglutinins 
were also present for Type W, but to a less degree in 
7 of these cases. Two of the serums showing 114 units 
to Type V contained 65 units to Type W. Of the three 
samples negative to Type W one showed 4 units and two 
11 to Type V. Agglutinins to Type Y were present in all 
ten, and ranged from 4.4 to 8.8 units. Completely negative 
results were obtained with Sonne cultures and with Types 
X and Z. Absorption experiments pointed to a Type V 
infection, the reactions to the other types being attributed 
to the phenomenon of coagglutination. This diagnosis was 
supported by the isolation of Flexner’s bacillus Type V 
from some of the cases in the same outbreak. 
* As the investigation proceeded it was noticed that all the 
specimens did not react in a similar manner to the first 
batch, and although a Type V culture was still agglutinated 
in the highest dilution, on translating the results into 
agglutinin units it was found that some of the specimens 
contained more agglutinins to Type W than to Type V; the 
suspension factor for the V culture was 11, while that for 
the W culture was only 1.9. 

A Flexner bacillus was now isolated from the faeces of 
one of the cases, which proved on absorption to be Type W 
and not Type V. This point was verified by immunization 
tests. It was agglutinated by several of the positive serums, 
whether from the Type V or Type W cases, but without 
marked predilection, except that the serum of the patient 
from which it was recovered agglutinated it up to 1 in 5,000. 
This serum presented a peculiar anomaly—showing more 
agglutinin units to Type V than to Type W in the routine 
test, but absorption tests conducted on it with known 
V and W cultures were inconclusive. There was insufficient 
serum to repeat the investigation, and, owing to circum- 
stances over which there was no control, a month elapsed 
before another specimen could be obtained; by that time 
the agglutinins had greatly diminished, and those to Type W 
were principal and predominant. This isolated bacillus only 
agglutinated the three stock standard antiserums V, W, 
and Y up to a dilution of 1 in 125, but all the agglutinins 
were removed from the W antiserum by absorption with it, 
while the V and Y antiserums were but slightly affected. 

An important fallacy in the routine test was discernible 
in some of the early and late cases in which the agglutinins 
were not present in high amount. For instance, an estab- 
lished Type W infection reacted in late convalescence to 
Type V 1 in 25and 1 in 50, and was negative to Type W 
in these dilutions, but reacted to it in lower dilutions. This 
effect was due to the great difference in the agglutinability 
of the respective cultures. The discrepancies which may 
arise when using dilutions of serum below 1 in 25 are recog- 
nized, but the example is tentatively put forward to illus- 
trate what may happen when working with cultures possess- 
ing widely different suspension factors. 

Taking the total 19 positives, 10 worked out as a Type V 
infection, and 2 were established as due to Type W. There 
were probably other cases of Type W among the 7 remaining 
positives and the 28 negatives, but owing to difficulties 
in procuring repeat specimens, and the fact that the 
Type W infection was not diagnosed until late in the 
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epidemic, further investigations in this direction were 
hampered. The 7 remaining serums, though positive for 
the Flexner group, were equivocal as to type by ordinary 
agyiutination methods, and the amounts of the serums did 
not permit of absorption tests. 

In four instances bacilli showing the morphological and 
cultural characteristics of the dysentery group, but not 
agglutinating with any of the stock antiserums except the 
patients’, were isolated. One of these organisms was also 
well agglutinated by another patient’s serum. None of the 
serums in this epidemic agglutinated Shiga cultures, and 
none of the principal bacilli isolated were agglutinated with 
Shiga serum. In a few cases typhoid infection was co- 
incident with the dysentery, but the agglutinins of the one 
infection were uninfluenced by absorption with the other 
micro-organisms. 

ComMENT. 

It will be seen that one negative agglutination reaction 
does not exclude acute bacillary dysentery, and this remark 
applies much more to these infections than to those of 
the typhoid-paratyphoid group. In typhoid infections the 
appearance of agglutinins with a few exceptions is constant 
about the seventh or eighth day, but in acute dysentery 
they may appear earlier in a few cases, though in many 
instances they are much later. Sir Leonard Rogers! states 
that ‘‘ agglutination may occasionally be obtained as early 
as the third or fourth day, but it is not until about the 
tenth or fourteenth days that a larger’ proportion of cases, 
such as 50 per cent., yield positive results, while by the 
third or fourth week as many as 82 per cent. of successes 
have been reported.’’ Keersmakers? obtained positive agglu- 
tination tests in 75 out of 170 affected cases. W. Moodie 
infers that agglutination may be delayed for several 
weeks, and is of little diagnostic use. The literature 
abounds with divergent opinions as to the value of agglu- 
tination tests, and one is obliged to judge by one’s own 
experience. In the epidemic under review the tentative 
diagnosis of a Flexner infection was made on repeated 
agglutination tests from a fair number of cases, but while 
a main group diagnosis, such as that of Shiga or Flexner, 
can be arrived at by this means, it is obvious that agglutin- 
ation alone is not a valuable means of distinguishing 
between the various types of Flexner’s bacillus, and even 
when the varying agglutinability of the cultures are known 
and taken into account such procedures must be supported 
by isolation of the micro-organism and absorption tests. 

The duration of agglutinins resulting from these infec- 
tions varies enormously, and in some of the cases under 
consideration they had practically disappeared within six 
weeks of recovery. They may, however, last for years and 
cause confusion; but such persistent agglutination can be 
distinguished from that resulting from active disease by 
repeated estimation of the titre, when it will be found to 
vary very slightly, if at all, when resulting from an old 
infection which is not active. 

The presence of different types of Flexner’s bacillus in 
this outbreak is not unique. Difficulty has at times been 
experienced by some observers in fitting the causative 
organism into the present recognized types even by absorp- 
tion tests. This difficulty was experienced in one of the 
cases; in another, from which a definite Type W bacillus 
was isolated, agglutinins to Type V appeared to be the 
most prominent in the patient’s serum, and the absorption 
tests were inconclusive. This may have been a double 
infection, but the last word has not been said on typing, 
and it is quite likely that organisms can exist showing a 
mixture of the antigenic properties of the several strains 
at present recognized. 

The difficulty of giving an outbreak a type designatio 
may be realized by the experience of Amako,* who recovered 
five different types from a local epidemic, but the organisms 
isolated in his outbreak were so far removed from one 
another as to include members of the main Shiga and 
Flexner groups, and their main means of separation was 
by cultural reactions. While this observer’s findings support 
the possibility of multiplicity of types in the same outbreak 
the development and improvement of serological technique 
since the time of this investigation must not be ignored. 
Modern serological procedures show that cultural charac- 
teristics must take second place. 


— 


In this outbreak the occurrence of several types could be 
reasonably expected, since dysentery has been endemic in 
the institution for years, and there are probably several 
sources of infection. 

With reference to the strength of the agglutination 
reaction which is deemed diagnostic the Medical Research 
Council® states that the presence of 10 or more ** standard 
agglutinin units’? per cubic centimetre of serum in a 
male, and of 20 or more units in a female, is for all practical 
purposes diagnostic of acute bacillary dysentery infection 
caused by the bacillus agglutinated—that is, if old infection 
or previous inoculation can be excluded. The presence 
of 6 to 8 units in a male and 12 to 16 units in a female 
justifies a strong suspicion of dysenteric infection. 


CoNCLUSIONS. 

1. Owing to lack of any correlation between the day of 
disease and appearance of agglutinins a negative agglutin- 
ation reaction, even if shown by several affected cases, does 
not exclude bacillary dysentery. 

2. If the serums from a number of cases are repeatedly 
examined for the presence of agglutinins it is often 
possible in the event of positives to place the cases in 
the main Shiga or Flexner group, and such findings may 


be further refined by absorption tests on these serums with 


known dysentery bacilli, but for exact work isolation of the 
causative micro-organism from the patient is essential. 

3. The possibility of the multiplicity of,types of Flexner’s 
bacillus in an outbreak is again established, but it has not 
beén settled whether the lack of correspondence between the 
agglutinins as found in some of the patients’, serums and 
the type of bacillus recovered from the faeces was the result 
of a double infection or the outcome of the close relation- 
ship of the W and V strains. The possibility of inter- 
mediate strains must also be borne in mind, but further 
work in this direction is necessary. 

My thanks are due to Mr. F. W. Duke for the assiduous manner 
in which he helped in this investigation. P 
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PATHOGEN-SELECTIVE CULTURES AS AN AID TO 
THE DIAGNOSIS OF INFECTIVE FOCI.” 
BY 
E. CRONIN LOWE, M.B.E., M.B., B.S.Lonp., 


HONORARY PATHOLOGIST AND BACTERIOLOGIST TO THE SOUTHPORT 
INFIRMARY, AND TO THE EYE AND EAR INFIRMARY, LIVERPOOL. 


(Abridged.) 


Tue bacteriological examinations carried out in this work 


do not refer to findings in acute infective or septic con- 


ditions, in which the causal organism is indisputably 
present in the pathological material and frequently isolated 
in pure culture, but to the more difficult matter of attempt- 
ing to determine in a subacute or chronic case if any 
bacteria pathogenic to the patient are present in_ the 


-specimens examined. In the bacteriological overhaul of 


any one case many specimens of possibly infective material 
may be examined in the search for the infecting organism. 
Improved technique and_ differentiating media have 
increased the possibility of isolating with greater pre 
cision organisms which may have pathogenic importance. 
This. elaboration means that an increasing number of 
bacteria have to be considered in any case under examina- 
tion, and the result of this las been to add to the difficulty 
of deciding as to which, if any, of such an assortment of 
isolated organisms are pathogenic to the patient and which 
are not. 

Many serological tests are available to decido this ques- 
tion, such as agglutination, precipitation, haemolysin, and 
absorption tests, etc., but, except for special conditions, 
are either too elaborate or indefinite to be applied as 4 
routine test in clinical bacteriological examinations. They 
all, however, indicate that serum or blood, preferably that 


* Read before the Liverpool Medical Institution on Mareh 29th, 1928. 
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PATHOGEN-SELECTIVE: CULTURES AS.AN AID TO DIAGNOSIS. 


of the patient concerned, does contain some factor which 
is utilizable to decide this question of pathogenicity, if it 
can be applied practically. 

Various workers' have shown that natural immunity in 
animals is associated with the presence in their blood of 
bactericidal action to the organism concerned. 

Black, Fowler, and Pierce? conclude that an estimation 
of the bactericidal power of the blood ‘is the most 
dependable criterion of immunity in an animal.’’, 

In 1927 Solis-Cohen* of Philadelphia published a paper 
on ‘‘ Accentuating pathogenic organisms in culture,’’? which 
utilized this bactericidal power of blood as a means of 
differentiating the pathogenic from the non-pathogenic 
bacteria present in any specimen as far as the patient 
under examination was concerned, and called his method of 
doing this Pathogen-Selective Culture.” 

During the past year, with the hope of determining the 
relative pathogenic importance of organisms isolated from 
rarious foci in the same patient, this pathogen-selective 
culturing method has been resorted to in over 600 speci- 
mens. As far as it has gone the findings of Solis-Cohen 
have been fully confirmed, and one or two other points 
which were not mentioned in his paper have been 
emphasized, 

By this method an equal quantity of any specimen to 
be examined is inoculated, as far as possible simultaneously, 
on to suitable media on the one hand, from which, after 
incubation, will be obtained the ordinary direct or ‘“ A ”’ 
ewtures, and on the other hand into 5 c.em. of the 
patient’s own blood (freshly drawn), which, after incuba- 
tion and subsequent subculture on to similar media, will 
provide the pathogen-selective or ‘“‘ B’’ cultures, according 
to whether the patient’s blood happens to be able to 
inhibit, or otherwise, any or all of the bacteria shown by 
the ‘‘ A”? cultures to have been present in the specimen. 

The principal point of difference between this method 
of pathogen-selective culturing and others which attempt 
to obtain evidence of pathogenicity of the organisms present 
is that: 


1. The original material under suspicion is used as the 
inoculum of the patient’s blood, and not the isolated 
bacteria from such infected material. 

2. That the whole blood, and not the serum, of the 
patient is used. 

5. It is important that equality of distribution of inoculum 
between the ‘‘ A’ and ‘‘B”’ cultures should be ensured, 
so that the results may be reasonably comparable, for it is 
obvious that the implantation of infected material into the 
patient’s blood specimens should not be unduly heavy. 


One has, therefore, as far as possible, standardized the 
emulsion of faecal and urinary deposits to be not greater 
than a strength approximately similar to a_ bacterial 
emulsion of 2,000 million organisms per cubic centimetre, 
from which three loops are inoculated into 5 c.cm. of blood 
freshly drawn from the patient. 

In the case of sputum, catarrhal discharge, and tonsillar 
and dental infective material, the specimen to be inocu- 
lated has been thoroughly mixed in a few drops of broth, 
and from this equal quantities have been inoculated on to 
the direct ‘‘ A’? plates and into the freshly drawn blood. 
An analysis of 400 specimens shows that the results of the 
pathogen-selective cultures fall into one of the following 
five groups. 

1. Similarity of results in the ‘‘ A” and ‘“ B”’ cultures. 
This might be expected to be the most common result 
of such a procedure, and the opinion has been expressed 
by several critics that such findings would be usual. On 
the contrary, it has occurred in only 6 per cent. of exam- 
inations in this series. The explanation of this is that 
the blood of the patients in this series of tests was defi- 
cient in normal bactericidal power, and failed, therefore, 
to inhibit any of the organisms present, thereby suggesting 
marked absence of general immunity. 

2. A selection of more than one organism out of the 
many present in the specimen, as shown by the results of 
the direct cultures. This result was obtained in 30 per 
cent. of the tests. ‘ 

5. The selection by the ‘°B” cultures of a single 
organism out of the several shown to be present in the 


direct ‘‘ A” cultures. This result was found in 35 per 
cent. of examinations and constitutes the largest group 
of findings, which means that the most common result of 
culturing pathological specimens by this method is that the 
patient’s blood will suggest that only one of the many 
organisms present is pathogenic to him, and that the 
others are non-pathogenic, in that the specific bactericidal 
action of the blood is adequate to inhibit them. 

4. That. in 18 per cent. of the specimens examined by 
this blood selective method organisms were isolated in 
the “‘B”’ cultures which did not appear in the direct 
“A” cultures. Solis-Cohen says of these findings—that 
‘ordinary cultures may fail to contain the etiological 
factor in an infection,’’? and suggests that these are either 
outgrown by the more luxuriant non-pathogenic organisms 
present in the specimen, or that the inhibition by the 
patient’s blood of such non-pathogens has actually encour- 
aged the growth of the pathogenic organisms, which are 
thereby readily recognized. 

5. In the fifth group of findings, in spite of there being 
many possible pathogenic organisms present in the speci- 
mens as shown by the direct ‘‘ A” cultures, all of these 
were completely inhibited by the patient’s blood cultures, 
suggesting that as far as bacterial contents of such speci- 
mens were concerned, the organisms were not pathogenic 
to the patient. This result obtained in 22 per cent. of 
the examinations, and is of equal clinical importance to 
the previous positive findings, for when it comes to 
evaluating the pathogenic importance of the bacteriological 
findings of several specimens from one patient, it would 
appear reasonable to exonerate areas from which no 
pathogenic organisms can be isolated, and blame those in 
which such can be demonstrated as harbouring foci of 
infection capable of producing systemic infection in the 
patient concerned. 

In classifying the findings of 400 examinations of various 
specimens into the five groups already detailed it is foupd 
that in ever 50 per cent. of the examinations pure single 
cultures of organisms pathogenic to the patient were 
differentiated by this method from the many present in 
the specimens, and in 88 intestinal examinations the 
striking result appears that all the organisms present 
in the faecal emulsions of 32 per cent. of these were com- 
pletely inhibited, suggesting that the intestinal flora, 
however important its bacterial content might appear to 
be, was not likely to be a source of infection to the patient 
concerned. 

The same applies to the urine cultures; out of 20 cases 
showing bacilluria in carefully collected catheter specimens, 
in 14, or 70 per cent., the organisms present were shown 
to be non-pathogenic to the patient. This is quite in 
keeping with clinical experience, and while it is probable 
that in such cases the bacteria may be producing local 
irritation of the urinary passages, which requires local 
treatment, these organisms are not causal of systemic 
infection if such exists, and vaccine treatment prepared 
from such cultures (which are thus proved non-pathogenic 
to the patient) is not likely to be of any value, which 
probably accounts for the occasional disappointment 
attending vaccine treatment of such cases. 

Several control experiments have been made to ascertain 
whether this pathogen-selection would allow of accurate 
repetition, and equal quantities of the same specimen 
were planted into more than one sample of the respective 
patient’s blood. The result was the selective isolation of 
the same bacteria only in each case. These findings appear 
to confirm the contention that the pathogen-selection on 
the part of the patient’s blood is associated with some 
want of specific bactericidal power. 

The clinical importance of this method of bacteriological 
examination is the possibility of utilizing it to differentiate 
the pathogenic importance of organisms isolated from 
various areas which are suspected of harbouring a focus 
causing generalized infection. Space will only allow of 
three examples being given. 

The examination of post-nasal, tonsillar, sputum, and faecal 
specimens in a case of chronic catarrhal asthma demonstrates 
that the patient suffers from infection of the respiratory 
tract, probably associated with some dental condition requiring 
treatment, but with no evidence of intestinal infection, 
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In a further case asthma alternated with urticaria and 
vaginitis, and the examination of sputum, urethral, vaginal, 
urine, and faecal specimens suggested an intestinal origin of 
the whole condition as probable; subsequent treatment seemed 
to confirm this conclusion. 

A case of severe subacute infective arthritis gave a history 
of commencing as a result of puerperal infection accidentally 
contracted at a first confinement. ost-nasal, tonsil, cervical, 
urine, and faecal specimens were examined, and it was found 
that in spite of there being many organisms present in_ the 
ordinary cultures which might have been accredited as likely 
infective agents in such a case, the only strain that the 
patient’s blood selected from them all was the comparatively 
simple Streptococcus faecalis from the faeces. It is, however, 
most likely that this would be the organism capable of infect- 
ing her at the confinement, and against which she had not 
yet regained an adequate immunity. It is further suggestive 
that this is so, in that she has proved disturbingly sensitive 
to the smallest doses of a simple autogenous vaccine prepared 
from. this organism, but is slowly improving under this 
treatment. 


In conclusion, the findings in over 600 examinations by 
the pathogen-selective culturing method confirm the opinion 
expressed by Solis-Cohen, that: 


1. Cultures as ordinarily made fail to differentiate 
organisms that are pathogenic for the host from those 
that are non-pathogenic for him. 

2. Ordinary cultures may fail to isolate the etiologic 
factor in an infection in certain cases. 

3. In the pathogen-selective culture the patient’s fresh 
blood is used to inhibit organisms that are non-pathogenic 
for him, thus permitting the free growth of organisms 
that are pathogenic for him. 

4. To these I would add, that this form of culture will 
also differentiate between foci in the same patient, and 
indicate those which contain organisms that are pathogenic 
for the patient and which are only of local infective 
importance. 

5. That such positive pathogen-selective cultures when 
obtained from dental, tonsillar, or sinus material indicate 
the need for radical removal of such a focus of infection, 
if this is clinically possible. 

6. That when similar positive findings in intestinal 
specimens are associated with any clinical evidence of 
appendicular trouble the same radical attitude should be 
adopted. 

7. That negative pathogen-selective cultures suggest that 
the focus of infection from which the specimen was col- 
lected, while probably requiring local treatment, is not 
causal of systemic infection if such exists. 

8. That this pathogen-selective culturing method is only 
applicable to the bacteriological examination of cases in 
which some focal infection is causal of a systemic infection. 
Where the condition is a purely local infection, as occurs 
in many cases of chronic catarrh, cystitis, or colitis, the 
negative selective cultures will demonstrate this fact, and 
fcr such, if vaccine treatment is to be employed at all, the 
pveparation should be made from the ordinary direct A” 
cultures. Nor does this method apply to the preparation 
of ordinary prophylactic vaccines. It is essentially a means 
by which the selected pathogen represents the required 
antigen for the patient concerned. 

The pathogen-selective culture. method is therefore sug- 
gested as a valuable contribution to clinical bacteriological 
investigation, both as regards the presence of focal infec- 
tion and as a guide to the treatment required for such 
a condition. 

I wish to thank my colleagues of the Southport Infirmary and 
the Liverpool Eye and Ear Infirmary, and the many clinicians 
who have allowed me to examine their cases by this method; 
aiso, I wish to express my appreciation of the detailed and 
accurate work of my two assistants, Mr. Osmond and 


Mr. L. H. Bennett, which has added value ‘to the conclusions 
d:awn from these ‘‘ pathogen-selective cultures.’ : 
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A CASE OF PERTHES’S DISEASE OF THE HIP, - 
BY 
T. GARFIELD EVANS, M.D.Lonp., D.M.R.E.Camn., 


PHYSIO-THERAPIST, CARDIFF ROYAL INFIRMARY. 


Tuer patient in the case here recorded was a boy, aged 
8! years, who attended for examination on June 20th of 
this year.: 

The family history is good. He has a brother aged 5, 
and a sister aged 4, both of whom are fit. His father and 
mother also are well. There is no history of a similar 
condition in any other member of the family. 

History of Present Conditton.—His mother states that 
eighteen months ago, while running and playing about, he 
strained his left thigh and complained of pain in his left 
knee, and limped a little. He was kept resting in the 
house for a week, and had massage. At the end of a fort- 
night he appeared quite well again. Three weeks ago he 
stumbled over a molehill, and has complained of pain in 
the left thigh and knee ever since, and the limp returned, 
Some nights the pain has been severe enough to make him 
cry. Eight weeks ago he walked a distance of two miles, 
and the pain and the limp have since been worse. 


The general condition of the patient on June 20th was 


good. He is a little undersized for his age. He walks — 


with a definite limp on the left side, but he is able to walk 
and even run about with comparative ease. His mother 
states that he complains of pain around the knee and over 
the middle of the thigh in front. There is a quarter of an 
inch wasting of the left calf, and three-quarters of an inch 
wasting of the left thigh. No definite shortening of the 
left lower limb could be made out. While resting on the 
couch it was noticed that the left thigh was held slightly 
flexed and rotated outwards. Marked muscular spasm 
could be detected on manipulating the left hip, but the 
patient did not complain of any pain, and appeared quite 
cheerful. Flexion and extension of the hip were good, 
but definite limitation, though slight in extent, could 
be made out on careful examination. Abduction and 
external and internal rotation of the hip were very 
limited. 

X-Ray Examination.—The x-ray appearance of the left 
hip-joint, as shown in the radiograph, is typical of Perthes’s 
disease. The epiphysis of the head of the femur is much 
flattened and elongated; it appears to creep over the 
outer part of the neck of the femur, There is z-ray 
evidence of fragmentation of this epiphysis, the normal 
single ossific nucleus being broken up into numerous nuclei, 
which vary in densit# and shayg. Towards the centre of 
the epiphysis can be made out a large and markedly 
dense bony nucleus, and on either side are tiny nuclel 


‘scattered irregularly. When compared with the normal 


sid 
the 
inc 
Ge 
| wh 
} pa 
in 
| 
| cal 
| an 
| 
| en 
Pr 
| ar 
ca 
| 
. 
‘ 
| 
Vl 
il 
J 
hi] 
to 
| fil 
| su 
Oo} 
m 
0} 
be 
M 
la 
Ay | de 
a 


B.y 


aged 
h of 


d 5, 
and 
nilar 


that 


he 
left 
the 
fort. 
> he 
n in 
ned, 
him 
iles, 


JULY 21, 1928] 


MEMOR 


ANDA. 


side it can be seen that the outline of the acetabulum on | 


the affected side is distinctly irregular. There is definite 
increase in the vertical depth of the neck of the femur. 
General rarefaction of the neck can also be seen. The 
Whole of the shaft of the femur shows rarefaction. 

Treatment.—Mr. J. B. Haycraft, who also examined the 
patient, was of opinion that complete fixation of the hip 
in plaster was not necessary; he advised that a walking 
calliper splint would give all the necessary rest to the joint 
and protection from weight-bearing. 

Conclusion. 

The recognition of Perthes’s disease as a_ pathological 
entity became possible only through g-ray examination. 
Practically all our information regarding it has been 
arrived at by radiological investigation. Previously these 
cases were not recognized, and were usually classified as 


tuberculous joints. It is very probable that some of the 
cases diagnosed as osteo-arthritis of the monarticular 
varicty occurring in adult life have been cases of Perthes’s 
disease, and that the secondary arthritic changes have 
been due to using an injured point. 

In my opinion the case recorded, if examined a year and 
a half ago, would have shown changes in the hip-joint, and 
the prognosis would have been more favourable. The 
symptoms in this case are comparatively slight, but serve 
to bring into prominence the importance of an g-ray 
examination of any joint trouble in a child. I hope to 
examine this patient at six-monthly intervals for several 
years, and at a later date to give an account of the 
changes that have taken place in the joint. 


I am indebted to Dr. William Murphy for his kind permission 
to publish this case. 


Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


AN UNUSUAL CAUSE OF PAIN AND 

HAEMATURIA. 
THE ultimate fate of a ‘‘ buried ”’ silk ligature is that it 
becomes. encvsted, extruded, or absorbed: The last result 
has only been observed in the case of very fine silk liga- 
tures, such as the four ‘QO’ size. Excision of the tissue 
in which this silk had been placed twelve months previously, 
with subsequent microscopical examination, 
discover any trace of the ligature material. 


It is very well recognized that any infection of a ligature 


will lead to its ultimate extrusion In the case of an 


’ 


infected ligature near the skin surface, a ‘ stitch ’’ abscess 
results; but if the ligature is in proximity to a hollow 
viscus, and originally included either the mucous or sub- 
mucous coats, then, if it becomes infected, it will ulcerate 
through into the lumen of that viscus. 

In the case to be described the ligature must have been 
passed through the mucous or submucous coat of the 
hladder. 


On July Sth, 1926, Dr. Churchill Davidson of Camberley referred 
to me a patient who had had hysterectomy performed for 
fibroids in February, 1925. 

History.—The patient, a woman aged 49, stated that she had 
suffered from severe pain on miciurition from the day of her 
operation. The pain was paroxysmal in character, worse afier 
micturition, with occasional haematuria. For six weeks after the 
operation the pain was very severe, but after that time it 
became gradually less severe, and almost entirely disappeared til! 
March, 1925, when the pain returned and persisted. 

The patient stated that she suffered from an aching pain, 
lasting from five to ten minutes after micturition, and that lying 
down eased the pain. There was no increased frequency. The urine 
on examination was ‘‘ smoky,’’ and microscopically red blood cells 
and many triple phosphate crystals were seen. 


failed to. 


Cystoscopy.—The mucous membrane of the bladder was healthy. 
About half to three-quarters of an inch above the right ureteral 
orifice the ends of a ligature could be seen projecting into the 
bladder, like a villous papilloma. The ligature was coated with 
crystals, and the appearance is well shown in the beautiful draw- 
ing by Mr. Thornton Shiells. With a ureteral forceps, used 
through an operating cystoscope, the ligature was seized and 
removed without much difficulty. This was followed by a 
moderate amount of haemorrhage. In withdrawing the ureteral 
forceps the ligature was dropped in the bladder; but was voided 
by the patient shortly afterwards. Since the removal of the 
ligature the patient has been quite free from pain, and has had 
no recurrence of the haematuria. 


It must be very seldom that one has the opportunity of 
seeing a case similar to that described above, although 1 
have removed from the bladder a calculus the nucleus of 
which was a silk or linen thread ligature. The patient. in 
this case had had hysterectomy performed four years 
previously. 

London, W. 


Frank Harvey, F.R.C.S.Ed, 


THYMOMA SIMULATING ABDOMINAL TUMOUR. 
THE rarity of the condition to be described and its clinical 
features make it of special interest. 


A male child, aged 2 years and 5 months, was admitted to the 
Falkirk and District Infirmary with a history of progressive 
swelling of the abdomen of one month’s duration. Three weeks 
before admission the child had fallen and bruised the anterior 
abdominal wall. 

When first seen the child, who was very well developed, was 
sleeping peacefully. The respirations were slightly increased and 
mainly thoracic in type. The abdomen was markedly and uniformly 
distended. Palpation of the abdomen showed it to be neither 
rigid nor tender, but on deep pressure a mass could be felt, which 
resembled enlarged abdominal glands. The note all over the 
abdomen was tympanitic. There was some dullness, and rales were 
heard, at the bases of both lungs posteriorly. The pulse rate was 
112 per minute and the volume good. There was no sign of 
bruising of the anterior abdominal wall. A provisional diagnosis 
of enlarged abdominal glands with broncho-pneumonia was made, 
and medical treatment was prescribed, 

The subsequent clinical history presented no features inconsistent 
with this diagnosis. There was no diarrhoea or vomiting, and 
the temperature was irregularly febrile. On the actné ay in 
hospital fluid of a serous nature was withdrawn from both sides 
of the chest, a total of 20 c.cm. being obtained. By this time the 
respirations had become very laboured, and the child had to be 
propped up in bed. The abdomen was ‘still much distended, but 
there were no signs of free fluid. The patient grew rapidly worse, 
and died on the fourth day of residence in hospital. 

At the necropsy there was found in the abdominal cavity a 
globular mass, of fairly firm consistency and pale appearance, 
stretching from the vertebral column and occupying the mesentery 
of the small intestine. There was no increase of fluid in the 
abdomen. Both lungs were collapsed, and there was much serous 
fluid in the cavities. Pale-coloured tissue resembling that found 
in the abdomen was present in the anterior mediastinum, 
although the mass was not much larger than a normal thymus 
gland; it was adherent to the pericardium andthe diaphragm. 
The spieen and liver were apparently normal, but a nodule of 
the same pale tissue was found in the cortex of the left kidney. 
Portions maar the abdominal and mediastinal masses, from a 
discrete gland in the mesentery, and from the nodule in the left 
kidney were sent to the Royal College of Physicians, Edinburgh, 
and the following pathological report was received. 

‘Sections show the tumour to be a sarcoma (thymoma) with 
origin in the thymus (reticulum), with metastases to mesentery, 
glands, and kidney. The tumour cells are large in parts, and 
the picture in many respects resembles that of Hodgkin's 
granuloma.” 

Besides the fact that the clinical picture in this case 


was dominated by the abdominal mass due to lymphatic 
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spread, it is of interest to note the presence of a distant 
metastasis in the kidney, especially in view of the 
resemblances to Hodgkin’s granuloma, 

I am indebted to Mr. Tennent and Dr. Hunter for permission 


to publish this case, and to Dr. Simpson for confirming the 
history of the patient prior to admission to hospital. 


Falkirk. Brown, M.D.Glas. 


TABES DORSALIS AND GUMMATA OF THE 
TESTES. 
Tue following case presents certain unusual features: 
(a) tho association of tabes dorsalis with gummata of the 
testes; (lL) the complete absence of findings for syphilis in 
the blood serum and the cerebro-spinal fluid. 


A man, aged 64, was admitted to St. Paul’s Hospital under 
Mr. W. K. Irwin on August 19th, 1927. He stated that a slightly 
painful swelling had suddenly appeared a week previously in the 
right testicle, and four days later in the left. The urinary sym- 
ptoms, which were of a fortnight’s duration, were straining, 
slight dribbling, and incontinence during sleep. He had Argyll 
Robertson pupils, and there was some inco-ordination of the limbs; 
Romberg’s sign was present, and there was marked hypotonia of 
the lower limbs. The outer borders of tie feet and the ulnar 
borders of the forearms were insensitive to tactile stimuli, and 
there was extreme hypoalgesia to pressure of the larynx and the 
testes. The epigastric and abdominal reflexes were present, but 
the cremasterics were absent; the plantar reflexes were flexor. 
All the deep reflexes were absent. The bladder reached to the 
umbilicus and contained 32 ounces of foul alkaline urine. Rectal 
examination revealed little if any enlargement of the prostate, 
which was soft and mobile. 

No scar of a previous chancre could be detected on the penis. 
Both spermatic cords were thickened, the constituent structures 
being matted together. The left scrotum and testis were adherent, 
forming a firm mass—hot, red, and enlarged to the size of a large 
goose-egg. The opposite side was in a similar state. In addition 
there was present on the anterior aspect of the right scrotum a 
fluctuating area in the centre of whish the skin had broken down 
leading to the body of the testis. On dilating the skin openin 
with forceps the base was seen to be yellowish and sticky. Bot 
testicles were absolutely painless to pressure. There were no 
enlarged inguinal or lumbar glands. The temperature of the 
patient on admission was 100° F. and the pulse rate 90. 

The diagnosis made was tabes dorsalis and gumma of the testis. 
_He was given 0.45 gram of novarsenobillon and 0.2 gram of 
bismostab. Tho bladder was slowly emptied and washed out with 
1 in 10,000 silver nitrate solution, and this was repeated daily. 
The og testis was packed every four hours with gauze soaked 

eusol. 

On August 24th there was a distinct area of softening in the 
left testis, which by the next day had broken down, giving exit 
to much foul pus. The appearance then presented was identical 
with that of the right side on admission, and similar treatment 
was adopted. 

Tho laboratory reports were to the effect that the Wassermann 
reaction in the blood was negative and the cerebro-spinal fluid 
healthy. The Wassermann reaction of the blood, repeated six days 
after the provocative injection of novarsenobillon, was negative. 

Injections of novarsenobillon and bismostab equal to the first 
se were repeated weekly, By September Ist both testes had 
ecome much cleaner and were healing rapidly; by September 


20th healing was complete. The condition of the urine also. 


remarkably. 

‘The Wassermann reaction of the blood was tested for the third 
time on September 19th, and was again negative. The cerebro- 
spinal fluid remained healthy. On September 21st Mr. Irwin, on 
cystoscopic examination, found the typical appearances of atonic 
bladder as seen in tabes. There was no intravesical enlargement 
of the prostate. 


The patient was discharged from hospital the next day. 


I desire to thank Mr. Irwin for his kind permission to 
publish this report and also to acknowledge my indebted- 
ness for his help and advice. 


J. Gabe, M.B., B.S.Lond., 
Resident Medical Officer, St. Paul’s Hospital for 
Genito-Urinary Diseases, London. 


EXTENSIVE EPITHELIOMA OF THE CHEEK AND 
LOWER JAW TREATED BY DIATHERMY. 

Tue following case appears to be of sufficient interest 

to record, in view of the fact that growths of a smaller 

size are often pronounced inoperable. 


A clergyman, aged 70, was sent to consult me on March 20th, 
1925. About eighteen months previously he had consulted his 
doctor on account of pain in the mouth on the left side at 
about the angle formed by the ascending and horizontal rami of 
the. jaw, but there was nothing to be seen or felt at the time of 
the examination. He said that some time later a small sore 
appeared, but he did not consult his doctor again until two or 
three days before he was sent to me. During this time the 
ulcer gradually extended until the condition at the time of 


the examination was as follows. There was very slight limitation 
of movement of the jaw. When the mouth was opened an ulcer 
was seen extending over the cheek from the junction of the 
ascending and horizontal rami of the jaw to within half an inch 
of the angle of the mouth. He is edentulous, and the upper 
limit could be seen a little below the level of the upper alveolar 
margin, and from there it extended downwards and on to the 
outer aspect of the lower jaw. Clinically and microscopically the 
condition was malignant. 

At first it appeared beyond the limits of any operation, but 
there were certain points which made me decide to use diathermy. 
The growth had not appeared till the patient was old (69), and 
although extensive it did not appear to infiltrate to any great 
extent. It had extended slowly and there was _ no glandular 
enlargement. The patient was in very gvod condition. 

Opcration.—The whole growth was coagulated with the button 
electrode and the coagulation was carried deeply on the jaw. In 
the anterior part the coagulation was carried out more lightly 
in order to avoid, if possible, making a perforation. 

A month later it was apparent that a certain amount of 
growth remained, particularly anteriorly, and the whole area was 
again gone over with the button electrode, and in addition the 
knife was used, criss-crossing through the tissues. When the 
sloughs separated a perforation about the size of a threepenny- 
— ’ eomies close to the angle of the mouth, and radium was 
applied. 

When he left the nursing home he went away to the Midlands, 
and the surgeon who looked after him informed me that a 
sequestrum separated from the lower jaw and after that he 
healed rapidly. The hole near the angle of the mouth at first 
caused considerable trouble owing to the escape of saliva, but a 
— of oiled silk strapped over it gave considerable relief, and 

roposéed closing it later. I did not see him again till April 
1986, when there was no sign of a recurrence Bn the hole had 
become so small that it gave no trouble. He is still free from 
any recurrence and carrying out his parochial duties. 


W. J. Harrison, 


Surgeon, Ear, Nose and Throat Hospital, 
Newcastle-upon-Ty ne. 


Reports of Societies. 


SOCIETY OF BRITISH NEUROLOGICAL 
SURGEONS. 
Tue summer meeting of the Society of British Neurological 
Surgeons was held in Edinburgh on June 8th and 9th, 
under the presidency of Mr. 

Mr. Norman Dorr opened the proceedings by performing 
an operation at the nursing home in Great King Street, 
when he removed an osteoma from the roof of the orbit by 
means of an osteoplastic craniotomy. Dr. Logan TurRNER 
gave an account of his work on the paths of intracranial 
infection, demonstrating the meningeal and vascular con- 
nexions, particularly those in relation with the nasal 
passages. In the afternoon Professor Sir E. SHarpey- 
ScHarer reported a study of nerve section and regeneration 
in his own hands. This was followed by a discussion 
introduced by Drs. Traquarr and SrncvarR on the relations 
of ophthalmology to neurological surgery, with special 
reference to visual field defects. Dr. Granam and Mr, 
Dorr showed some cases illustrating this subject. Professor 
Epwin BramweE.t described a case of intracranial aneurysm 
and showed a specimen. The Society’s dinner was held the 
same evening at the North British Hotel. 

On Saturday morning a demonstration of radiograms of 


the skull was given by Drs. Wooppurn Morison and Hops. 


Fowitrr. Dr. Hope Fowler discussed the radiotherapy of 
intracranial tumours. Some of Mr. Dott’s cases thus 
treated were shown. Professor D. P. D. Witx1r contri- 
buted an account of a case of intracranial dermoid cyst, 
successfully operated on by himself, and a case of acoustic 
neuroma in which a cerebellar decompression operation had 
been performed. Professor JoHN Fraser showed a case of 
injury to the brachial plexus, associated with a fracture of 
the clavicle by direct violence, and a case of elephantiasis 
and trophic disturbance of a lower extremity in a child 


affected by spina bifida. Mr. W. W. Wacstarre read a . 
paper on the incidence of traumatic epilepsy after gunshot - 
wounds of the head, and gave figures of, the frequency of ' 


Jacksonian and generalized epilepsy after these injuries. 
A most instructive meeting was concluded by a demon- 


stration of various kinds of cranial anomalies by. Mr. - 
D. M. Greic, curator of the museum of the Royal College - 


of Surgeons of Edinburgh, in the beautiful hall of the 
College. 
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RHEUMATIC DISEASES. 

Tuosr who took part in the Conference on Rheumatic 
Diseases at Bath last May must have felt aware that the 
success of the conference was due, not merely to the very 
signal hospitality of the City Council, but largely to the 
thoughtful preparation and plentiful hard work undertaken 
by the organizing committee. The same readiness to spare 
no pains is evident in the volume of the Proceedings of 
the conference, which has now been published.!| The con- 
stituent addresses and papers together form an excellent 
survey of the subject of the conference, witli a minimum of 
overlapping or padding; and the editor, Dr. R. G. Gorvon, 
is to be complimented on the fact that the work of the 
conference is presented to us in a form which enhances 
its scientific value and also makes, for many, a pleasing 
memento. 

In our issue of May 19th we published full accounts of 
the individual contributions to the conference, and thus ‘in 
noticing the volume of the Proceedings there is no need to 
refer to these again in detail, nor to rehearse the names 
of the many authorities whose views are to be found in 
this book. Rather does this seem the opportunity, now that 
the conference can be reviewed as a whole, to try to see 
what lessons it has for us and for the future. 

The scope of the conference included all conditions called 
“rheumatic,’”? and it is evident that in one respect at 
least those who confined their attention to acute rheumatic 
infection enjoyed an advantage over others dealing with 
muscular and chronic joint conditions. At the least they 
had a ‘disease’? to speak on, and when they used the 
term *‘ rheumatism ’’ everyone understood them. And here, 
though we digress, we cannot forgo the pleasure of praising 
Dr. Carey Coombs’s paper on “ The bacterial factor in the 
rheumatic infection of childhood.’? When heard in the 
rather hurried circumstances of the conference it was 
generally recognized as a little masterpiece; and now, 
having read it at full length, it would be difficult to over- 
praise it. It is rare to find in medicine a writer who can 
unfold the drama of an infective disease in this way, in a 
style so suave, so light, and so convincing, and yet with 
such modesty that the last thing that strikes the reader is 
the amount of personal work upon which all is based. 
Outside the group of acute rheumatic infection the term 
rheumatism ’? was indeed allowed its fling, not, we fear, 
for the last time. It may well be that the atmosphere of 
a celebrated spa is not a favourable one in which to attempt 
to restrict the use of a popular term, yet it would seem 
as though, at the conference, even the non-committal word 
“ fibrositis ’? was almost forgotten. Taking the Proceedings 
as a whole, it becomes apparent that this meaningless 
nomenclature is now no little drawback, and that a real 
effort should be made to insist on a classification on more 
correct lines. Such would at present necessarily. be very 
incomplete, but if started on the right lines expansion as 
accurate knowledge increases would not upset it. Another 
matter, not altogether dissociated from that of nomen- 
clature, is the possible connexion between the true 
rheumatic infection and the various more or less chronic 
disorders still grouped as rheumatic. Very little light was 
thrown on this subject, important as it is, by the con- 
ference. It seems hardly to be doubted that there must be 
a chronic form of true rheumatism, yet at present we do 
not recognize it with any certainty; indeed, we do not yet 
know by what tests we are to attempt such recognition. 

Perhaps it is not unfair to say that in the more chronic 
and crippling forms of ‘‘ rheumatism ”’ the matter of treat- 
ment claims attention more insistently than any other 
aspect of the problem, and in this volume there are the 
experiences of many in the various forms of treatment in 
current use. The amount of attention paid by some of 
the writers to the influence of the endocrine glands and the 
skin is striking. It is not altogether clear on what grounds 
the endocrine ‘‘ factor ”’ is classed as among the causative 


1 Proceedings of the Bath Conference on Rheumatic Diseases. Bath: 
The Hot Mineral Baths Committee of the Bath City Council; London: 
if, K. Lewis and Co., Ltd. 1928. (Demy 8vo, pp. xi + 292. 5s. net; 
53. 3d. by post.) 


factors rather than as a secondary phenomenon. On this 
particular subject the amount of disagreement shown in 
the various papers is considerable. 

England is the home of the ‘‘ rheumatic diseases,’’ and, 
we hope, of rheumatic research. It is gratifying that the 
meeting. at Bath drew together not only workers and 
observers in this country, but also from the Continent and 
America. That the conference was a success and did good 
to the study of “ rheumatism ’’ we do not doubt. The 
volume of the Proceedings is of great value, for it shows 
us, as perhaps nothing else could have done, where there 
is agreement, where there is doubt, and where there is 
almost complete ignorance. 


DISORDERS OF THE HEART. 
THE appearance of a posthumous edition of The Sensory 
and Motor Disorders of the Heart,? by Dr. ALEXANDER 
BuackuHatt-Morison, is sure to be appreciated by a wide 
circle of admirers. Those who are not able to accept 


his point of view will ‘find in his work much that is 


stimulating, and something to emulate in the constancy 
with which he pursued his investigations and the vigour 
with which he has presented his case. Unlike many books 
that appear from time to time, in this the reader will 
seek in vain fer any suspicion of plagiarism. Where 
authors are quoted it is more frequently to contest their 
views than to accept unconfirmed their opinions. | Dr: 
Blackhall-Morison placed himself among the ‘‘ neuralists,’’ 
and while recognizing that they are in the minority. as 
compared with the ‘ muscularists ’’ believed that the 
disparity will gradually be reduced. 

The arrangement of the book is well defined. The open- 
ing chapters deal with the development of the heart and 
the nature of the cardiac musculature and innervation, 
and the coronary circulation, many of the arguments being 
deduced from the author’s observations in the embryo 
fish. The section on sensory disorders of the heart, dealing 
as it must with cardiac pain and the various forms of 
angina pectoris, is well worth perusal by all who are inter- 
ested in a branch of the subject which has attracted many 
of the great physicians of modern times. This section 
closes with a discussion of such surgical procedures as 
precordial thoracotomy and nerve section for the relief of 
pain, the latter of which the author considers unjustifiable. 
The section on’ the motor disorders is perhaps a litile 
more difficult to follow, as he tends to depart from gener- 
ally accepted terminology, and likewise from many of the 
views generally held as to the basis of the disordered 
mechanism. In the management of the case, however, 
and its medicinal treatment, the fruits of a wide expe- 
rience are displayed. 

While we are unable to agree with many of the views 
expressed or to accept the arguments upon which these are 
based, the perusal of the book has supplied both pleasure 
and profit. It is refreshing to read a work in which the 
personality of the author is so clearly portrayed on the 
printed pages. 
THE ART OF OBSTETRICS. 

Dr. W. G. Ler, the author of a book entitled Childbirth,* 
died before completing its revision for the press, and no 
one who reads his posthumous work can but feel deep 
regret that an original thinker, gifted with a rare power 
of clear exposition, should have thus early been lost to 
medicine. His style is simple and so unencumbered with 
medical idioms and phraseology that, as his colleague who 
supplies the prefatory..note. remarks, “‘a layman with 
sufficient interest in the subject would: find most of the 
book within his grasp.’? But it is not easy to discover 
the precise object of the book or place it in any definite 
category. The impression obtained from its opening 
chapter is that the author had struggled against certain 
tendencies, especially allowing the science of medicine 


2 Sensory and Motor Disorders of the Heart. -By Alexander 
Bie Mortem, M.D., F.RC.P. Second edition. Foreword by Sir John 
Rese Bradford, K.O.M.G.,’F.R.S., M.D. London: Bailliére, Tindall and 
Cox 1928. (Demy 8vo, pp. x + 362; 113 figures. 18s. net.) at 

3 Childbirth. By William.George Lee, A.B... M.D. Chicago; The Univer- 
sity of Gnicago Press; London. :, Cambridge University Press. 1928. (Roy. 
8v0, pp. Xi +.230; illustrated. 15s, net.) 
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tov far to outstrip the art. In his own words, the mass 
of detail in the heavy tomes written from a narrowly 
technical standpoint has put the student in the place of 
Yeankee-Doodle who ‘“ couldn’t see the town, there were 
s») many houses.’’ He thinks the teachers of obstetrics 
are to blame for keeping new wine in old bottles and 
could put the time allotted to them in the curriculum 
to more advantage by greater concentration on principles 
and practice. 

The care of the pregnant and lying-in woman is regarded 
as consisting largely of an application of the principles 
acquired in the study of general medicine and surgery, 
whereas in parturition special knowledge and_ training 
are required because of the rapidly succeeding and striking 
changes that occur then and which may endanger the life of 
mother and babe. It is here that the general practitioner 
is prone to deviate from the high plane of his art. His 
judgement and skill are not apt to work swiftly, for the 
restriction upon his time preverts the constant observation 
necessary for proper obstetrical care. During the period 
of short and rapid change ‘“‘ many women suffer, either from 
failure to recognize in time progressively increasing peril or 
from subjection to a needlessly early operative attack.’’ 
The need for continued and careful observation throughout 
the whole course of labour is stressed, and full instructions 
are given as to accurate record keeping. The chapters 
on the forceps and its use will be found of particular 
interest. The agitation for an undue limitation of the 
forceps and the search for inferior methods of delivery 
the author considers to be due to a lack of knowledge 
of the mechanical principles involved, and he therefore 
devotes much space to a consideration of these principles 
and how they are applied in specific conditions. 

The book is beautifully turned out and a pleasure to 
read, Its paper, type, and wide margin do credit to the 
Chicago University Press. It may be prescribed with 
confidence as an antidote to the heavy tomes that drove 
the author into other paths, and will repay study by those 
interested in obstetric problems, 


EXPOSURE OF LONG BONES. 

In the pre-anaesthetic days, when surgical procedures were 
comparatively few and well defined, each step in an opera- 
tion was clearly described and taught to the student in the 
practice of operations on the dead body. The immense 
extension of the field of operative surgery since the intro- 
duction of anaesthetics and asepsis has led perhaps to some 
neglect of exact teaching of this subject, in view of the 
multiplication of procedures and the magnitude of the 
task of teaching all of them. Professor Arnotp K. 
Henry’s book will be welcomed as supplying a want in 
this connexion as well as introducing some novel operative 
measures and appliances. In Exposures of the Long Bones 
and other Surgical Methods* he describes ways of gaining 
access to the shafts of long bones with the least damage to 
the soft parts, and with the fullest possible exposure of the 
field of operation. For instance, the usual lateral incision 
for plating the shaft of the femur necessitates much 
division of muscular tissue and takes little heed of the 
presence of important blood vessels, while it is awkwardly 
situated unless the patient is laid on his side. Professor 
Henry’s methods minimize all these drawbacks, and their 
adoption should increase the security of patients from the 
risk of haemorrhage. In the second part of the book are 
described original methods of approach to the cervico- 
dorsal ganglia of the sympathetic in Jonnesco’s operation 
for angina, and to the vertebral and subclavian arteries 
from behind, and also an original apparatus for the 
practice of pituitary surgery by a new method. The 
author’s cup-and-ball aneurysm needle for deep ligations 
appears to us to be an ingenious and practical appliance 
of considerable value. As Sir Wrir1am WHEELER says in 
a foreword: ‘‘ Professor Henry’s book not only is full of 
good things, but overflows with practical information which 
cannot be obtained from any other source.’ The illustra- 
tions render the descriptions effective beyond any doubt. 


4 Exposures of the Long Bones and other Surgical Methods. By Arnold- 
K. Henry, M.B., B.Ch. Univ. Dublin. Foreword by Sir W, I. de C. Wheeler. 
Bristol: J. Wright and Sons, Ltd.; London: Simpkin Marshall, Ltd. 
(icd. 8vo, pp. xil + 80; 51 figures, 10s. 6d. net.) 


PHYSIOLOGY. 

PuystoLocy must, on the whole, be accounted fortunate in 
the excellence of her teachers. Prominent among these 
must rank Professor H. Howett, whose Text-Book 
of Physiology, which now appears in a tenth edition,® has 
won for him a great body of students vastly out. 
numbering those who have been privileged to attend 
his classes at Johns Hopkins University. In these 
days, when the bulk output of the research laboratories of 
the world continues to increase on a curve which gives no 
indication of a slackening rate, and when the literature of 
science becomes more and more highly specialized, the value 
of the ‘‘ old-fashioned ’”? comprehensive textbook should, 
and we believe does, become more fully appreciated; it is 
indispensable. At the same time the labours of its author 
are correspondingly increased, so that, indeed, it is now 
well-nigh beyond human powers to be familiar at first hand 
with all the original literature which deserves a place in 
such a book. Professor Howell acknowledges that he has 
only been constrained to revise once more his book by the 
appreciation of ‘‘ a certain obligation, in the case of a book 
already established, to maintain its usefulness as far as 
possible by the preparation of new editions at frequent‘ 
intervals.”? It is our obligation to acknowledge with grati- 
tude the magnitude of the labour involved. In the case of 
this latest edition our thanks are unqualified, since it 
indicates a very patient, enlightened, and judicious revision 
of the text. The chapter headings remain unchanged, the 
new matter being skilfully woven’ into the text so that the 
fabric bears no patent signs of renovation. That new cloth 
can be sewn into an old garment is a pretty compliment to 
the garment. 


Under the title of problems of the moment in physiology*® 
Professor Léon Bryer publishes the substance of a series 
of ‘‘ conférences ’’ held by the Faculty of Medicine of Paris 
during the academic year 1925-26. So much is indicated 
by the preface, but it is difficult to comprehend the precise 
character of these ‘‘ conférences.’’ Twenty-four chapters 
deal with twenty-four more or less distinct problems; 
fourteen of these occupy less than ten pages, and in the 
form in which they are here presented they could have 
occupied an audience only a few minutes. It will be clear, 
therefore, that they make no serious attempt to survey 
the present state of the physiological problems with which 
they are concerned. Indeed, the majority of the chapters 
represent brief summaries of a variety of researches upon 
which members of the faculty have recently been engaged. 
Much of it has been published already in the scientific 
journals in more adequate detail, and actually some of the 
lectures have already appeared in La Presse Médicale, 
The book scarcely justifies its attractive title, and appears 
to serve no useful purpose other than to survey the recent 
activities of this prominent French school of physiology. 
The problems to which the various chapters are devoted are 
too numerous and- unconnected to allow brief review. They 
range from histological studies of the lungs, various respira- 
tory and circulatory questions, digestive functions of the 
pancreas, to thirst, sleep, and tobacco smoke. 


APPLIED CHEMISTRY. 
Tuorre’s Dictionary of Applied Chemistry’ seems to touch 
upon every subject to which chemistry has been applied. 
It may fairly be said that there is hardly anything 
comprised in the term chemistry that is not effectively 
described and explained in its pages. One of the most 
remarkable articles is that on water; it treats of the 
chemical purification of water, indicating the subtle nature 
of the impurities which are most difficult to detect and 
remove in preparing water of absolute purity; it gives the 
physical properties and constants connecting pressure with 
freezing and boiling points, and describes varieties of ice 


54 Text-Book-of Physiology. By William H. Howell, Ph.D., Sc.D., 
LL.D. Tenth edition, thoroughly — revised. Philadelphia and London: 
W. B. Saunders Company. (Med. 8vo, pp. 1081; 308 figures. 30s. net.) 

6 Questions ene @ Actualité, Par Léon Binet. Paris: Masson 
et Cie. (6 x 9, pp. 227; 55 figures. 18 fr. sans majoration.) 

74 Dictionary of Applied Chemistry. By Sir Edward Thorpe, C.B. 
LL.D., F.R.S., assisted by eminent contributors. Vol. vii, revised and 
enlarged edition, London and New York: Longmans, Green and Co., 
Ltd. *1927. (Med. 8vo, pp. viii + 765. 60s. net.) 
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which are heavier than water. All these matters are dis- 
cussed with a wealth of detail, much of which is of 
absorbing interest; such, for example, as the fact that but 
for the compressibility of water, slight as it is, the mean 
sea-level would be 116 feet higher than it now is, and 
about 4 per cent. of existing land would be submerged. 
Viscosity, surface tension, refractive index, magnetic and 
electrical properties, are a few of the many items relating 
to water on which detailed information is given. One 
section treats of the constituents of natural spring waters, 
another of potable waters and the various forms of pollu- 
tion, their causes and the means by which they may be 
detected. The article on water is typical of the whole 
character of the dictionary. All the different aspects of 
every chemical subject are adequately noticed, and the 
interest is not restricted to any particular section or group. 
Pure chemistry, inventions, medicines, and the arts are all 
represented, and what is lacking in the text of the work 
is made accessible by the copious references to original 
publications. The seventh volume, now published, makes 
the new edition complete. It is an invaluable work to 
these whose occupation is concerned in any way with 
applied chemistry. 


NOTES ON BOOKS. 


Diabetes, its Treatment by Insulin and Diet,’ is a handbook 
prepared for the instruction of diabetic patients by Dr. O. H. 
Perry, who is professor of diseases of metabolism in the 
University of Pennsylvania. The purpose of the book is to 
provide the patient with the information necessary to enable 
him to make an intelligent choice of diet. The author empha- 
sizes the point that this volume is in no way intended to act 
as a substitute for medical advice, but merely aims at pro- 
viding the mformation essential for the intelligent carrying 
out of medical instructions. Its success is indicated by the fact 
that it has passed through four editions since its apperrance 
in 1924. The present edition has been somewhat enlarged and 
certain sections have been rewritten. Perusal of the work shows 
that care lins been taken te bring it completely up te date. 


We have received a copy of Professor Ricarpo JorGe’s work 
on alastrim and post-vaccinai encephalitis,? which first appeared 
in the Archivos do Institute Central de Higiene. The work is 
divided into two main parts. The first, which deals with the 
relation of alastrim to small-pox, contains Professor Jorge’s 
address on this subject delivered before a meeting of the Inter- 
national Office of Public Health in Paris in October, 1924, 
followed by a slightly abridged translation which appeared in 
the Lancet of December 20th and 27th, the correspondence in 
subsequent numbers of that journal, and the discussion which 
ensued at the meeting in Paris. The second part deals with the 
occurrence of encephalitis following vaccination in Holland, 
Great Britain, and Switzerland, and contains two papers, pre- 
sented respectively to the International Office of Public Health 
in October, 1925, and a special conference convened at the 
hespital under the auspices of the League of Nations in 
January, 1926. Epidemiologists will be glad to have collected 
in book form these important papers by a leading authority 
though it is obvious that in neither of the subjects discussed 
has finality been reached. 


How to Drive a Car,'® by the editor of The Motor and his 
staff, suffers from the effort to make the book fool-proof. Hence 
much vain repetition and a multiplicity of words, wherein the 
would-be motorist may become befogged. Many of the dangers 
and emergencies of driving are depicted in illustrations, but for 
acquiring the art of ‘‘ skidding round corners ’”’ tha reader is 
left to letterpress which is not a model of lucidity. Early in 
the book it is stated that a driver must possess not only a 
licence, but also a knowledge—by heart—of the rules of ‘the 
road, most of which would be pointed out in a later chapter. 
We have been unable to find this chapter ; perhaps because, 
when > editor got to it, he discovered that no proper rules 
existed: 


Diabetes, its Treatment by Insulin and Diet. By Orlando 
A.M., M.D., F.A.C.P. Fourth, revised, and enlarged edition. With . 
introductory foreword by John B. Deaver, M.D. Philadelphia : F. A. Davis 
Company. 1928. (5 x 73, pp. 152; 9 figures. 2 dollars net.) 
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Ricardo Jorge. Lisbon: Institut Central d’Hygi 4 
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INTERNATIONAL CONFERENCE ON 
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MEETING OF DELEGATES IN LONDON. 


Tue International Conference on Cancer, arranged by the 
British Empire Cancer Campaign, has been held in London 
this week. Delegates attending from abroad numbered just 
over one hundred, representing fourteen European countries, 
the United States, China and Japan, and six British 
Dominions; in addition, more than two hundred repre- 
sentatives of British hospitals, medical societies, public 
departments, and branch sections of the Cancer Campaign 
were registered. The British Medical Association was repre- 
sented by Mr. R. G. Hogarth, Past-President, and Sir 
Thomas Horder. 


Reception by the King. 

On the day of assembling (Monday, July 16th) the 
delegates from abroad, together with the officers and 
members of the Grand Council of the Empire Campaign, 
were received by the King at Buckingham Palace. In 
reply to an address presented by Sir John Bland-Sutton, 
President of the Conference, His Majesty said: 


“‘T thank you very sincerely for your address, and I am_ happy 
to welcome the delegates of the International Conference on Cancer. 
It is both gratifying and encouraging that representatives of 
universities, medical schools, and other learned bodies, and men 
who have won distinction in all parts of the world by their work 
in research, medicine, and surgery, have been able to attend 
this Conference. We im this country are indebted to the British 
Empire Cancer Campaign for much useful service in the field of 
cancer research; and particularly for organizing this Conference to 
take counsel together for the relief of suffermg humanity. © This 
large and distinguished assembly is a happy omen for the final 
success of the campaign, for they will have opportunity of 
looking from every angle at this great and complex problem, of 
contributing. to the general knowledge any light upon the subject 
gained by individual experience, and of discussing and comparing 
the various practical methods for combating the disease. ‘In 
struggling against so powerful and insidious an enemy, there is 
need for the most efficient staff work and the closest co-operation 
between all arms of our forces. 

“TI note with interest that your object is research both into 
the cure and causes of cancer. No doubt in the last resort the 
discovery of the cause is the only certain and absolute means 
of cure. But I am glad that you have not ignored the practical 
side of the problem. Remembering the thousands of sufferers from 
cancer I feel that if your discussions lead to advance in diagnosis, 
treatment, or even palliation of the disease, this Conference will 
have justified itself and earned the gratitude of mankind. 

“T° am grateful for the assurance that you recognize my 
sympathy, shared also by the members of my family, with the 
work upon which you are angrane. Throughout his life my father 
was deeply interested in all hospital work, and especially in cancer 
research; and myself, as President for several years of the 
Cancer Research Association, know the value of their labours, 
and am glad that my second son is now President of the British 
Empire Cancer Campaign. 

‘“T appreciate your pledge to pursue your quest to the end, 
and wish you God-speed in your arduous 2nd _ beneficent work, 
trusting that in years to come men may be able to look back 
to the deliberations of this International Conference as_ the 
beginning of ultimate triumph in the long war against cancer.”’ 


In the evening .a reception to the delegates and their 
ladies was given by Sir John and Lady Bland-Sutton at 
their house in Brook Street. 


Opening of the Conference. 

The delegates met on Tuesday morning at the house of 
the Royal Society of Medicine, when a letter of welcome 
was read from the Duke of York, who expressed the hope 
that the united experiences of those attending the Confer- 
ence would mean that a stimulus was given to the hospitals, 
institutions, and research centres from which they came, 
and to which they would return refreshed with new ideas 
and more intimate knowledge. He added that although he 
and the Duchess of York would entertain the delegates at 
Lancaster House, St. James’s, on the following evening, 
he could not let the opening of the Conference pass without 
wishing God-speed to all concerned. 

Sir Joun Buanpv-Sutton contented himself with the 
briefest of opening addresses. It was recognized by wise 
men who studied nature closely, he said, that living matter 
manifested an innate rhythm which induced insects to 
swarm and vertebrates to congregate; this irresistible 
impulse was for the welfare of the species, and was 
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manifest also in human beings. ‘‘ We are to-day in the 
midst of a swarm of able men keenly interested in a disease 
which, if we may believe the alarmist reports of irrespon- 
sible writers in the lay papers, threatens to exterminate 
civilized human beings. In this hive of busy men we have 
physicians, surgeons, pathologists, bacteriologists, radio- 
logists, physicists, and statisticians—indeed, as much sub- 
division of labour as may be found in a hive, a formicarir, 
or a termitarium. Out of this world-wide swarming we 
hope much good may come to allay public anxiety in regard 
to this puzzling disease. The profession is neither torpid 
nor asleep in regard to the importance of grappling with 
the problem, and I offer in the name of the British Empire 
Cancer Campaign a hearty welcome to all delegates, many 
of whom have travelled long distances over sea and land 
to help in devising means for the conquest of cancer.”’ 

After these opening proceedings the delegates divided 
themselves into two sections, some remaining at the Royal 
Society of Medicine for a discussion on ‘‘ The relative 
values of surgery and radiation in the treatment of cancer 
of the cervix uteri, rectum, breast, and buccal cavity,’’ 
which. was arranged to occupy two mornings, while other 
delegates went to the College of Nursing, where a discussion 
was held on ‘‘ The etiology of cancer.” 


RevatIvE VALUES OF SURGERY AND RADIATION. 

In the first discussion, which was presided over by Sir 
Joun Bianv-Surron, the general subject was opened by 
Professor C. Recavup, of the Radium Institute, Paris. The 
radio-sensitivity of cancers, he said, was extremely variable. 
In Paris the term “ epidermoid epithelioma’’ had been 
used to describe a stratified pavement epithelioma, which 
structurally exhibited in some degree the morphological 
changes or manner of growth peculiar to the epidermis. 
Such epidermoid epitheliomata of the skin, mouth, cervix 
uteri, and vagina formed a homogeneous pathological group 
and displayed a similar behaviour towards radiation. Of 
the two different species of cancer, epidermoid and 
glandular, in the same situation—the cervix uteri—cures 
by selective radiotherapy had been obtained only in the 
former. The cause of this difference of behaviour appeared 
to depend on the activity and rhythm of division on 
the one side and the secretory function on the other. In 
addition, many other factors independent of radio- 
sensitivity influenced the results of radiotherapy, such as 
the extent of the primary cancer, its distant spread, its 
accessibility to the various radiotherapeutic procedures, 
and the variable robustness or radio-resistance of the tissues 
and organs through which the rays had to travel before 
acting on the tumour. Ray action could be brought to 
bear on a small neoplasm which was out of the question in 
one more extensive. His conclusion was that none of the 
methods of treating cancer could promise uniform success; 
the judgement must remain impartial, and the various fields 
of technique continually compared. 


Cancer of the Cervix Uteri. 
Dr. Matcorma Donatpson (St. Bartholomew’s Hospital) 
gave the following grounds for definitely deciding in favour 
of radiation as against hysterectomy: _ 


(1) The negligible mortality due to the radiation treat- 
ment, 

(2) The fact that statistics of survival rate are in no 
way inferior in the case of radiation to those following 
hysterectomy, 

(3) By improving the technique of radiation treatment 
the number of patients who seek advice early will be 
increased and the results will correspondingly improve. 

(4) It will bring into general use radiation treatment ‘for 
those cases which have passed the possibility of being 
completely restored to health. 

(5) It will encourage the younger generation of gynaeco- 
logists to adopt a method of treatment which the greater 
number will be able to carry out more successfully than 
Wertheim’s operation, recognized as one of the most diffi- 
cult operations in the whole domain of surgery. 


Dr. Donaldson suggested that an international bureau of 
medical statistics should be set up by the League of Nations 


whereby certain standards might be recognized with which 
surgeons would have to comply if they desired universal 
acceptance for their figures; also that much might be done 
for the education of the public if insurance companies 
would give special terms for those who presented them- 
selves every six months for medical examination. Dr. A, 
LacassaGNE (Paris) held that correct treatment in every 
case must comprise irradiation by multiple foci. Four very 
variable factors conditioned the success of radiotherapy— 
namely, the extent of the disease, the quality of the treat- 
ment, the histological variety of the tumours, and any 
associated infection. Dr. W. P. Hearty (Memorial Hos- 
pital, New York) said that epidermoid carcinoma of the 
cervix might be classified histologically into three grades, 


based primarily upon the degree of anaplasia. These groups’ 


corresponded with three degrees of potential malignancy, 


as well as with three grades of radio-sensitivity (low, ° 


medium, and high). The factors which determined pro- 


gnosis in carcinoma of the cervix, as in other diseases, ' 


were multiple; the most important were the clinical stage 
of the disease at which treatment was instituted. and the 
radio-sensitivity of the tumour. When surgery was em- 
ployed the important factors in prognot:s were early 
diagnosis and the degree of malignancy as indicated by 
the cell type in the individual tumour. He believed that 
the treatment of carcinoma of the cervix by radium and 


xz rays offered better results than surgery, without the. 
attending operative mortality. Dr. Max Cueva (Brussels) 


described how, for two years, he had used a device contain- 


ing 4 grams of radium element to treat deep-seated tumours: 


by means of large fields, as usually practised in sz-ray 
therapy, and he reported continuing good results. Just 


as better results had been obtained in surgery by extended 


operations as against the old-fashioned technique of parsi- 


monious excisions, so; he believed, in radiotherapy the same . 


thing would occur. Dr. Zweirer (Munich) compared the 
results of various workers—mostly German—in treating 
cancer of the uterus by radiation and by surgery. The 
percentage results of the two methods worked out to about 
the same. 

The discussion of this part of the subject was concluded 
by two British surgeons. Mr. Comyns BERKELEY gave 
figures relating to his experience of radical operation for 
cancer of the uterus. He had analysed the notes of more 
than 600 cases operated on by himself and Mr. Victor 
Bonney, and going back to before the radiation era. The 


immediate mortality was 17 per cent., but he pointed out 


that such mortality was largely a matter of fortune; he 
had operated on two series of 36 and 22 cases without a 
death, followed by 9 deaths in 18 cases. It was his custom 
to remove all glands, large or small. In 616 cases, 276 had 
carcinomatous glands, and 240 had not. From a study of 
figures at his disposal, if the glands were carcinomatous 
the immediate operative mortality was raised from about 
12 to 20.6 per cent. Of 240 patients alive at the end 
of three years, out of a total of 517, 36 per cent. had 
had carcinomatous glands, and out of 162 alive at the end 
of five years, 37.8 per cent. had had such glands. Mr. 
Victor Bonney remarked that he was not there to defend 
surgery as against radiation. He had always said that 
when radiologists proved by figures that they got better 


results than surgery, he would abandon surgery and take. 


to radiation. But it was a question of classification, . | 


Instead of splitting up figures into a dozen categories it 
would be better for the radiologist simply to present the 
sum total of the cases he had treated by radiation and 
those that had survived five years. For himself he thought 
five years not enough; ten years should be taken before 
absolute cure was claimed. With regard to his own figures, 
up to the end of 1926 he had operated on 332 cases and 
had had 52 deaths—an operative mortality of 15.9 per cent. 
There were 137 deaths by recurrences, and of the remain- 
ing 143, 13 died of other diseases, but 6 of them after 
the five-year period had passed; 30 had been lost sight of, 
but 17 of these had been under observation for at least 
five years, and 100 of the total number were still known 
to him, and of these 64 had passed the five-year pericd. 
Further, 51 patients were alive and well from ten to 
nineteen years after operation, out of this total of 332. 
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Cancer of the Rectum. 

Sir Gorpon-Wartson, opening this part of the 
subject, said that his experience of the use of radium for 
cancer of the rectum by open operation dated only from 
a visit to Dr. Neuman’s clinic in 1925. Since then he 
had himself treated 27 cases of cancer of the rectum, 
employing radium salt in platinum needles. He described 
in detail his methods of approach by open operation from 
the perineum and by direct barrage through the abdumen, 
with radium barrage per vaginam and radium in bulk in 
the lumen of the rectum. In his opinion the whole future 
of successful radiation of cancer tissue would depend 
upon the possibility of administering an optimum dose in 
any individual case; at the present time empiricism was 
the main guide, and standards must necessarily be rough. 
Of the first 15 of the 27 cases, 2 were taken to be cures, 
and of the more recent cases there were several which he 
hoped would be cured. With one exception, all the cases 
had shown a period of improvement. The time might come 
when there would be such control of the action of radium 
that it would be possible to say that a case, though suit- 
able for a radical surgical operation, could be cured with 
greater certainty and less risk with radium. 

Mr. W. Ernest Mixes, with the aid of some excellent 
schematic illustrations, described the method of cancer 
spread from the primary growth in the rectal wall to the 
parts outside the rectum. He showed that the dissemina- 
tion of cancer cells by what he called the extramural 
lymphatic system was more widespread and of much greater 
consequence than that which involved the intramural 
lymphatics, and that of the three zones of possible extra- 
mural spread the upper zone was the most important. 
Since 1907 he had consistently employed the abdomino- 
perineal operation in all suitable cases, planning it so that 
the tissues comprising the upward as well as the downward 
and lateral zones of spread could be widely removed. The 
survival rate was infinitely better than in the case of the 
operation performed from the perineum alone. Mr. J. P. 
LocKHART-MUMMERY gave particulars of 223 patients who 
had survived operation for cancer of the rectum, of whom 
130 were operated on more than five years ago. When 
operation was performed under most favourable conditions 
the mortality was about 3.5 per cent., and the cures on a 
five-year basis 50 per cent. He thought it could be said 
that the best method of treatment for cancer of the rectum 
was by operation, that the prospects of cure were good, 
and in early cases excellent, and that no facts had as yet 
been brought forward to justify the recommendation of 
radiation treatment in place of operation where the latter 
was possible. The final contribution of the morning was 
that of Dr. Dovetas Quick (New York), who spoke of 
radiation methods, preferably radium, in inoperable cases. 


Tue Errorocy or Cancer. 

The second discussion was presided over by Lord Dawson 
or Penn, who said that medicine, above al] other callings in 
the world, was a cementing force between the nations. 
Physicians and surgeons were gathered during this week 
as comrades to try, by the exchange of ideas, to do some- 
thing towards removing one of the great scourges of the 
world. In a problem of such magnitude there were many 
and great difficulties, and so those attending the meetings 
did not’ come in any spirit of light-hearted optimism, 
thinking that by the exchange of a few words the gigantic 
problem would be removed; all that could be hoped was 
that this conference might do something to promote a 
further stage in its elucidation. Only by a summation of 
the results of the efforts of workers of all nations could 
real advance be made, only by treading the narrow road 
of patience and perseverance would victory eventually come. 

Professor James Ewinc (New York), opening the dis- 
cussion, said the problem of the origin of tumours was 
different from that of their continued growth. Therefore 
one question concerned the exciting factors, the other the 


nature of the tumour process itself. The exciting factors of . 


cancer did not act alone, but always with predisposing 
causes, The most important and oldest conception of the 
origin of cancer was that of chronic irritation, and the 
supervention of cancer in previously normal cells, through 


a series of complex tissue changes, had been experimentally 
proved. Some irritants excited only a slowly progressive 
process, so that it was a long time before the stage of 
actual cancer was reached, as in the case of leucoplakia 
following excessive smoking. Soft 2 rays and to a less 
extent sunlight and heat produced cancer, and carcinoma 
had been known to develop after a single burn of the skin. 
Cancer of the penis, unknown in Jews, could result from 
the irritation of decomposing smegma and infection. The 
older physicians were probably correct when they said that 
cancer of the mouth would probably disappear if tobacco, 
bad teeth, and syphilis could be eliminated. A fruitful 
field of research lay in the analysis of the factors of irrita- 
tion surrounding the inception of such acinar structure as 
the pancreas, liver, salivary glands, prostate, and thyroid. 
The question of trauma as a producer of cancer was still 
a highly controversial one, but the doctrine of precancerous 
lesions was an essential part of the irritation theory. It 
seemed clear that cancer arose only on tissue which had 
become altered by chronic irritation. 

Referring to heredity, Professor Ewing said generaliza- 
tions on this matter were unsafe; each form of cancer 
must be regarded as a problem by itself. No satisfactory 
evidence was forthcoming of a hereditary predisposition 
to cancer in normal tissues. Miss Slye of Chicago had 
clearly shown that selective breeding in mice might inten- 
sify the hereditary tendency. So far there was no com- 
plete answer to the query as to how the cells acquired 
the property of absorbing nutriment and multiplying 
incessantly to the great detriment of the body. The most 
profitable field of research dealt with the presence of 
growth-stimulating substances in embryonic and tumour 
tissue. Warburg, in his researches on the tissue respiratory 
rates and the lactic acid content, had contributed a 
valuable chapter on this subject. Professor Ewing declared 
that there was no one exciting cause of cancer, nor gne 
great secret in the cancer cell. 

Professor F. Brumentuat (Hamburg) pointed out that 
not all cancers arose from a parasitic origin, and said 
that cancer belenged to the category of malignant blastomas. 
All cancer stimuli seemed to be exerted by way of an 
inflammatory stage. 

Professor ArcuipaLpD Lettcn (London Cancer Hospital) 
said that in the last twenty years two outstanding dis- 
coveries had intrigued the minds of experimental patho- 
logists, the first of which was due to Rous and Murphy, 
and the other to the late Johannes Fibiger. The latter 
was the first to produce cancer experimentally. It seemed 
now necessary to modify considerably the theory of irrita- 
tion in respect of cancer as originally stated, since only 
a few irritating substances seemed able to induce tumour 
formation. For example, a pyrogenous extract of tobacco 
was applied to the skin of mice for a long period, and 
though chronic ulcerations resulted, at no time did 
neoplastic growth occur. Moreover, what would produce 
cancer in one species of animal would not do so in animals 
of a different species. All carcinogenic agents acted slowly ; 
the fact that cancer was a disease of middle or old age 
could not be attributed to mere senility of tissues; it was 
that those who had reached that period of life had allowed 
the necessarily long time to elapse. Even when it was 
clear that- some biological change had occurred, the cell 
was anatomically normal. He discussed the claims of Gye 
and Barnard to have discovered a cancer virus from fowl 
tumour, which he negatived. He thought that the ‘growth 
substance ’? might vet come within the range of experi- 
mental investigation. 

Professor A. Borren (Strasbourg) showed a large series 
of slides illustrating his investigation of the rat livér 
sarcoma, and the adeno-carcinoma of the mouse. The 
cancer age, he pointed out, coincided with the age of 
whitening of the hair, at which time the trophic system 
became a phagocytic system. 

Professor H. T. Dee~mMan (Groningen) discussed the ques- 
tion of leucoplakia and its relation to cancer in a woman 
aged 72, who had a small cancer on the mucosa of the 
mouth, but it was not ulcerating. Microscopically the 
tumour tissue passed gradually into the surrounding leuco- 
plakia; there was no sharp boundary between the two. 
There seemed to have occurred a gradual change of the 
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pre-existing epithelium into cancer cells in’a centrifugal 
direction. In the very early stages of the growth there 
were appearances only explicable on the assumption of 
inductive growth. 

Dr. J. B. Mureuy (New York) said that now, after many 
experiments of a crucial character, the real nature of the 
cancer agent seemed to be emerging. Two striking facts 
seemed, he thought, to indicate that one had to deal with 
endogenous chemical substances rather than with extrinsic 
living viruses. The first of these was the selectivity of the 
tumour agents. His chicken tumour No. 1 at first would 
grow, for four generations, only in blood-related animals 
of a special strain of Plymouth Rocks; for another eight 
generations it grew only in another pure-bred Plymouth 
Rock strain. Only after many generations would it grow 
in any other variety. The second point concerned the 
specificity of the types produced. The parasitic theory of 
cancer formation he regarded as highly improbable, from 
several considerations which he enumerated. 


Professor J: Matsin (Louvain) dealt with the question 
of metabolism and experimental cancer, and related the 
research he had conducted with the electrolyte ionium. 
This disintegrated slowly, giving off only alpha rays. 
Injected in large doses before commencing tar applica- 
tions, and in moderate doses during them, it resulted 
in a reduction of the time needed for the induction of 
cancer in mice; and in tar cancer in rabbits it prevented 
the regression of the cancers after tar applications had 
been discontinued. He was still working on the influence 
ef various albuminoid substances on tar cancer, and had 
tried the effects of various diets in this form of cancer. So 
far the effect of the liver diet of Whipple and Minot was 
seen to be to accelerate the evolution of tar cancer, and an 
effort was being made to determine the nature of the 


active substance. 


Professor Ruopa EpMann spoke of her attempts to pro- 
duce cancer in animals by giving them diets which were 
over-rich in certain constituents, such as vitamins B and D. 
In giving such foods it was found that the respiration 
quotient was altered—namely, from the average of —9 to 
—4. It was clear from her work, she said, that cancer 
was not a local disease, but a change in the whole body 
metabolism, a change which could be brought about by a 
variety of means. : 

Professor J. McIntosu (London) said that the various 
theories which had been put forward in explanation of 
the development of cancer could be collected under two 
groups: biological and parasitic. He dealt shortly only 
with the virus theory. If a virus was so small that it 
could live and multiply in the interior of cells it was 
well situated for influencing such cells. Hitherto, he 
thought, the virus theory had been regarded too lightly, as 
the evidence had not been well balanced. The evidence 
that the Rous sarcoma was due to a filterable virus the 
speaker regarded as good, though, so far, there had 
been no experimental evidence that ordinary mammalian 
tumours contained a virus. Attempts to cultivate the 
activating agent had been inconclusive. 

Dr, Tevtscuiaenver (Heidelberg) said that three impor- 
tant factors had to be understood in attempts to prevent 
cancer—that is, (1) the exogenous agent in relation to the 
ceils capable of growth; (2) the disposition (local and 
general) of the organism concerned; (3) the exposition. 
All three must he present, though their relative degree 
might vary. In the case of endogenous cancers, irritation 
played a secondary role in comparison with that in irrita- 
tion cancers. He dealt at length with the question of the 
long exposure of healthy cells to cancerogenetic agents as 
a necessary preliminary to the onset of true cancer. 

Professor Biericnh (Hamburg) referred to the accumu- 
lation of lactic acid in cancer tissue; all cancer tissue was 
rich in this acid, and it proceeded to invade neighbouring 
tissues, so breaking down barriers which might otherwise 
have hindered the progress of the disease, 

Professor Proust (Paris) concentrated on cancer of the 
skin, and suggested that public authorities in all countries 
should closely watch the cultivation and handling of 
vegetables eaten by the people. 


MEDICINE AND D1aGnosis. 

On Wednesday morning the conference met in four 
sections—Medicine and Diagnosis, Surgery, Radiology, 
and Pathology and Public Health. In the first section, 
over which Sir Wittiam presided, a discussion 
took place on ‘‘ Some present-day medical aspects of 
cancer.” 


Cancer Cacheria. 

Sir THomas Horper pleaded for a policy of more activity 
in very many cases of cancer cachexia. Too often one saw 
a meagreness of effort to combat the condition which 
betokened the doctor’s hopelessness. Even when the growth 
was inoperable the treatment of the cachexia must be faced, 
and the attitude of the medical man should be to prolong 
life by all means in his: power without adding to the 
patient’s discomforts. The treatment of the general health 
in eancer was important as an adjunct to whatever was 
being done for removal.or resorption of growth. The in- 
trusion of the layman with his panaceas was a tiresome 
obstruction, and the gratuitous advertisement given him by. 
certain of the medical profession was an almost intolerable. 
nuisance. In the matter of diet a wave of enthusiasm 
was now being witnessed in favour of vegetables and fruit, 
but the testing of diets at the Cancer Hospital led to the 
conclusion that patients suffering from inoperable. cancer 
maintained their weight, general. tone, and morale much 
better on a mixed diet than on the type of dietary 
just mentioned. Of the relief of cachexia after radiation 
treatment in some inoperable cases there could be no 
doubt. The keen practitioner would watch his patient 
carefully for the possibility of helping him by means of 
limited operations; if he could not control sepsis by this 
means he might do so by diathermy, by light, or by the 
use of antiseptics. Antigen therapy was sometimes of 
definite assistance in this connexion. 

Dr. Writ1am Hunter remarked that cancer cachexia now 
was not comparable with what it was thirty or forty years 
ago, when a truly ghastly picture was presented. 


Primary Carcinoma of the Lung. 

Dr. Roserr Hvtcuison (London Hospital) opened a dis- 
cussion on the alleged increased frequency of primary 
carcinoma of the lung. He gave figures from his hospital 
records from 1907 to 1925, which suggested that there 
had been a steady increase in such cases during the last 
decade—-not only an absolute increase, but a_ relative 
increase to carcinoma in general. His study of the records 
did not lend much support to the idea that the increase 
was to be attributed to the great epidemic of influenza. 
Nor was there any clear evidence in favour of the theory 
that the cause was irritation of the lungs by dust and 
fumes, though it was certainly suggestive. — 

Dr. L. 8. T. Burret (London) spoke of each of the three 
groups in which malignant disease of the intrathoracic 
viscera was seen by the physician—namely, endothelioma of 
pleura, carcinoma of lung, and sarcoma of mediastinum— 
and indicated some possibilities which should not be for- 
gotten in the diagnosis of intrathoracic neoplasms. Dr. 
Powe, Wuite (with Professor Shaw Dunn) brought for- 
ward the results of an inquiry made by the Manchester 
Committee on Cancer into the incidence of primary intra- 
thoracic cancers at various large hospitals in Great Britain. 
A clear and steady rise in the percentage of these cases 
as revealed at autopsies was shown. Of the six large cities 
taken, Manchester showed the highest percentages and the 
most consistent increase. Professor T. SHENNAN (Aberdeen) 
described, with the help of some beautiful photomicro- 
graphs, twenty-two tumours of the bronchus and lung 
removed post mortem from adults. He mentioned that 
a factor possibly of very considerable etiological importance 
was the presence of old-standing pulmonary disease. Pro- 
fessor W. G. Barnarp (London) deseribed certain growths 
frequently called ‘‘ out-celled ”? tumours, which had in the 
past, with few exceptions, been regarded as sarcomata of 
the mediastinum, and showed that they were in reality 
medullary carcinomata. 

In the course of more general discussion Dr, Leonard 
Hit gave an account of some feedjng experiments on 
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mice. Large numbers of the animals developed papillo- 
mata of the lung, especially as age advanced—that is, in 
the second year—but the quality or the adequacy of the 
diet appeared to have nothing to do with the incidence. 
Professor Duncan Granam (Toronto) testified that in his 
city a definite increase in primary cancer of the lung had 
been noted during i » last ten years. He had no sugges- 
tion to offer as to the cause. Dr. J. G. Turn said that in 
Singapore no increase in primary cancer of the lung was 
observed, but secondary infections of the lung were seen 
following the widespread frequency of primary cancer of 
the liver. Dr. Jonn Anverson (Hong-Kong) said that 
among 5,000 autopsies he had only seen primary carcinoma 
of the lung in one case. Dr. A. T. Topp (Bristol) men- 
tioned the possibility of arsenic as a cause of cancer, in 
view of the widespread use of arsenic in treating syphilis. 
Dr. W. C, MacCarty (Mayo Clinic) also had experienced 
an increase in primary carcinoma of the lung. Sir Wm11aM 
Wiicox said that at St. Mary’s carcinoma of the lung 
certainly appeared to be much more frequent than formerly. 


SurceERY. 
Bone Sarcoma. 
The Section of Surgery met, under the chairmanship of 


Sir Cuartes Gorpon-Wartson, to consider the classification 
‘and treatment of bone sarcoma. The discussion was opened 


by Professor James Ew1xe (New York), who presented a 


classification of bone sarcoma into osteogenic, giant-cell 


tumours, myeloma, and liposarcoma, with subdivisions 
of the first three. He supported his classification by the 
presentation of typical cases, and then proceeded to 
demolish it by the presentation of atypical cases which 
apparently did not come into the categories cited. 
Nevertheless, Professor Ewing thought that certain excep- 
tions and intermediates did not destroy ihe value of the 
classification. With regard to methods -of treatment, he 
considered that osteogenic sarcoma of the periosteal, 
medullary, and subperiosteal, telangiectatic, and sclerosing 


‘types were best ‘treated by immediate amputation. It 


would, however, be possible to obtain a certain proportion 
of successful results in periosteal sarcoma by radiation, 
and this applied also to fibrosarcoma. Giant-cell tumours, 
with certain exceptions, were best treated by radiation. 
He did not think there would be any great improvement in 
therapeutic results in the group of bone sarcomas so long 
as those concerned followed the plan of waiting for the 
full development of the disease so that it could be recog- 
nized in the radiograph or by clinical observation. The 
time had arrived when surgeons and pathologists should 
recognize that osteogenic sarcoma should be treated on 
suspicion, 

Mr. Sampson Hanpiey said that for periosteal sarcoma of 
the long bones he had adopted radium treatment of the 
tumour, using heavy doses, the technique of which he 
described to the Section. He was able to point to quite a 
small group of cases in which that treatment, repeated once 
or more, had been successful over periods of time up to 
nine years. In the radium treatment of periosteal sarcoma 
it was necessary to ignore the danger of producing a 
limited necrosis of the normal bone in the neighbourhood 
of the tumour. Unless that risk was taken it was probable 
that the dose given would be insufficient to destroy the 
tumour. He confessed that such a method of deliberate 
risk was far from ideal, but he anticipated that with 
improved technique it would be possible to avoid the danger. 
Dr. W. B. Corry (Cornell University) described his toxin 
method of treatment of malignant bone tumour by selective 
poison; many of his patients remained well from eight to 
eleven years after treatment. Mr. R. C. Emsuie thought 
curetting a more hopeful procedure in endosteal tumours 
than was generally realized. In diagnosing endosteal 
tumour only one method was safe—namely, exploration and 
careful microscopic examination. Even then it was neces- 
sary to remember that the cellular structure of endosteal 
tumours varied so enormously that mistakes arising from 
hurried microscopical examination were not uncommon. 
Professor M. J. Stewart (Leeds) spoke on giant-cell tumour 
and myeloma of bone, and the discussion was continued by 
Mr. Tayior (University College Hospital) and Dr. 


Cuanninc Simmons (Harvard), the latter describing the 
results of amputation in cases of giant-cell and other 
tumours. Professor Ficnera (Italy) spoke of the necessity 
in diagnosis of recognizing atypical conditions. 


In the Section of Radiology a discussion took place on 
biological effects of radium and z rays, and in the Section 
of Pathology, Statistics, and Public Health the subject of 
occupational cancer was debated by many speakers. 
Reports of these discussions will appear in our next issue. 


MIDDLESEX HOSPITAL BANQUET. 


On Tuesday evening the Board of the Middlesex Hos- 
pital and the Middlesex Cancer Hospital and the Council 
of the Medical School and Bland-Sutton Institute of Patho- 
logy entertained a large company to dinner at the Savoy 
Hotel. Prince Arthur of Connaught, Chairman of the 
Hospital, presided. 


The main toast, that of ‘‘ Cancer Research,’’ was proposed 
by Mr. Eric Pearce Govurp, Dean of the Medica! School, who 
welcomed the distinguished workers in all branches of the field 
of cancer research now gathered in London. He said that the 
Middlesex Hospital was proud to think that so far as the 
special study of this disease in recent times was concerned 
it had been early in the field. The charity of Samuel Whitbread 
(1720-1796), whose portrait appeared on the dinner ig pena 
gave to the Middlesex Hospital its first ward set apart for cases 
of incurable cancer. The first notable work on cancer was 

ublished by members of the hospital staff in 1857. He 
relieved that any success that had attended cancer research 
since those days at the Middlesex Hospital was due in no sma'l 
measure to the fact that the work had been carried out in 
an institution which combined under one management a genera! 
hospital with a complete medical staff, a medical school with 
teachers of distinction, and complete departments for all its 
branches, and special personnel and laboratories for research. 
From this combination arose the possibility of co-ordinatin2 
cancer research in all its branches—clinical, pathological, bio- 
logical, radiological, and statistical. In the belief that there 
were special opportunities for doing valuable work at — 
where the clinical and experimental — cauld be studied side 
by side, they recognized with peculiar satisfaction that the 
British Empire Cancer Campaign—to which they owed the 
conference that occasioned the dinner—had seen fit to support 
in the most handsome way the re sa made, before the 
Campaign was founded, at the Middlesex Hospital and the 
Cancer Hospital, and, further, that the Campaign had made 
possible the institution of cancer investigation work at many 
other important London and provincial hospitals. The lay 
public were perhaps impatient that the lavish expenditure 
of effort of which it read, and the money it was asked to 
provide, had as yet apparently resulted in so little. Workers 
on the problem of cancer did not share that impatience, 
believing two things—that Nature revealed her secrets only 
to the importunities of patient, unwearying, honest endeavour, 
and that in the case of cancer research the ~ at which they 
aimed was worth generations of this toil. In conclusion, Mr. 
Pearce Gould asked the company to drink with him in silence 
to the memory of the great men upon whose early labours they 
were now building, to the successful progress of those now 
striving in this field, and to the ultimate success of cancer 
research. The toast was briefly responded to in excellent 
English by Dr. H. T. Deetman, Professor of Pathology in the 
University of Groningen, and Dr. RarFrakLe 
Professor of Surgery in the University of Rome, who 
each paid compliments to British work and British workers 
in the realm of cancer investigation. Mr. W. Sampson 
Hanpbtey, Senior Surgeon to the Middlesex Hospital, in pro- 
posing the health of the many distinguished guests from abroad 
and at home, said that cancer could not be fought by a small 
professional army alone, but was everybody's affair. Professor 
C. Recaup, Director of the Radium Institute, Paris, replied 
in graceful terms in French; and Dr. James Ewin, Professor 
of Pathology in Cornell University, who also responded, said 
that it was now recognized that the cancer patient must be 
the subject of les comprehensive study and consultation 
by workers in many departments of medical science. Sir JOHN 
Bianp-Sutron, Consulting Surgeon to the Middlesex a 
and President of the Conference, in proposing the health of the 
chairman, spoke of the great services given to the Middlesex 
Hospital by Prince Arthur of Connaught and other members 
of the Royal Family ; and the CHarrMan, in his reply, expressed 
the hope that this conference in London would . advance 
the cause they all-had at heart 
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PUBLIC HEALTH TEACHING. 
A Guipe to Courses TEsts. 

It is more than three years now since the Current Resolu- 
tions and Rules for Diplomas and Degrees in Sanitary 
Science, Public Health, and State Medicine, as adopted by 
the General Medical Council, came into operation. It is 
to be presumed that within that period the various teaching 
and examining bodies have either amended old ways or 
adopted new ones, with the object of giving due effect to 
the changed requirements. Many persons, interested either 
directly or indirectly’in public heaith work, have doubtless 
speculated from time to time as to the probable scope of 
the new courses as contrasted with the old. Many young 
medical graduates, both at home and abroad, desiring to 
take a special qualification in public health, have felt the 
need of guidance and information as to the institutions 
which are best fitted to give the new teaching. The needs 
of both of these classes will be well served by the guide to 
the public health regulations, courses, and examinations 
prepared with praiseworthy thoroughness by Dr. Andrew 
Balfour, and published by the British Medical Association.' 

It appears from this valuable compilation that degrees 
in’ sanitary science are conferred in England by the 
Universities of London, Durham, Liverpool, and Birming- 
ham; in Scotland by the Universities of Glasgow and 


Edinburgh; and in Ireland by the University Colleges of. 


Dublin and Cork. In London and Durham the course is 
one year; in Liverpool and Glasgow two years. It is 
advanced as a special feature of the London degree that 
its conditions preclude its being taken by a_ part-timer. 
This is true, but surely not distinctive. Any course nowa- 
days, under the new regime which admits the part-timer 
to either a degree or a diploma in public health, must be 
rather illusory. In London a sanitary survey, in Liverpool 
a report on hygiene, and in Glasgow an investigation in 
applied hygiene form part of the course for the degree. 
These are special features. 

Diplomas in Public Health are granted in England by the 
Universities of Oxford, Cambridge, Durham, Leeds, Liver- 
pool, Manchester, and Birmingham, and by the English 
Conjoint Board; in Scotland by the Universities of 
St. Andrews, Glasgow, Aberdeen, and Edinburgh, and by 
the Scottish Conjoint Board; in Ireland by Trinity College, 
Dublin,, the University Colleges of Dublin and Cork, 
Queen’s University, Belfast, and the Trish Colleges, and in 
Wales by the University of Wales. The examination for 
the diploma, in terms of the regulations, is required to be 
in two parts, the second of which may not be taken prior 
to the completion of two years from the date of obtaining 
a registrable medical qualification. No partial pass in 
either Part T or Part II is permitted. In each part all the 
specified subjects must be taken and passed at one sitting. 
The course of actual study from start to finish must not 
be less than one year, and, given application and good 
fortune, need not exceed it. 

One of ‘the differences between the old system and the 
new is the reduction of the time devoted to chemistry. 
Another is the expansion of bacteriology to keep pace with 
progress. Another is the introduction of parasitology as 
a named subject, generally regarded as including proto- 
zoology, entomology, and helminthology. Another is the 
elevation of meteorology -jointly with climatology into a 
subject of Part [-in which a separate pass is required. 
The changes in Part IL mainly consist in the more precise 
delimitation of subjects and courses, most of which had 
been previously taught. Dr. Balfour’s comments upon the 
extent to which the teaching and examining bodies have 
complied with requirements under these heads are apt and 
to the point. 

As regards his comparison of the’ universities and other 
bodies with one another, were it not for Dr. Andrew 
Balfour’s modest disclaimer of any pretension to complete- 
ness, and his statement that here and ‘there, with some 
object in view, he has considered it desirable to. expand 
the critical reader: might be disposed to express surprise 
at the differences in the space which‘ he has .ailotted in 
Public Health and Tropical Medicine and in 
Ircland, A Compilation and Brief Review en Notes and Comments by 


Andrew Balfour, C.B., C.M.G., M.D., London : 
Association. 1928. (Post 8vo, pp. 170. 3s, ‘neG)e British Medics! 


different cases. He quotes some courses with a wealth 
of detail extending to a. number of pages, and dismisses 
others with a summary. Some of the full descriptions 
cited are admirable; others are merely lists of the obvious. 
Dr. Balfour is inelined to allow credit to bodies which 
name port hygiene in their curricula, but for universities 
situated in maritime cities port hygiene is so much a 
matter of routine that it has not apparently occurred 
to them to mention it in their syllabus or prospectus. They 
have, however, themselves to thank if they have failed 
to receive their due. They should cultivate the art of self- 
expression ! 

The second part of this handy guidebook gives informa. 
tion about qualifications in tropical medicine and hygiene. 
A degree or diploma in tropical medicine is granted in 
England by the Universities of London, Cambridge, and 
Liverpool, and by the English Conjoint Board, and in 
Scotland by the University of Edinburgh. Among the 
institutions which provide qualifying courses is the London 
School of Hygiene and Tropical Medicine. 

Dr. Balfour’s compilation is a most helpful piece of work, 
and carries us as far as we can go for the time being. As 
the various courses proceed and develop the test of their 
merit will effectively be made in two directions: first by 
the judgement of the General Medical Council, which has 
more direct control over these curricula than over under- 
graduate medical teaching; and second, by the record of 
the various graduates or diplomates as they make their 
places in the administrative field. As regards the result 
of the former test we do not presume to speak; as regards 
the latter we hazard the conjecture that the public health 
courses whose scientific training is soundest and most 
exacting will, in the end, produce the medical officers best 
qualified to win distinction and serve the community in 
positions of trust. 


vy ILLICIT TRAFFIC IN DANGEROUS DRUGS. 
Britisn Rerorr to tHE LEAGUE OF NATIONS. 
THE report to the League of Nations by the British Govern- 
ment on the traffic in opium and other dangerous drugs for 
1927 is accompanied by an official communiqué which states 
that the extent of the traffic illustrates the need for the 
application in all countries of the methods of control laid 
down in the International Opium Convention of 1925, 
which is discussed elesewhere in this issue (p. 117). Regard- 
ing smuggling, the report records that there is nothing of 
special interest to relate in the year under review, during 
which there were a few unimportant cases. The com- 
muniqué, however, adds the information that two important 
seizures of smuggled cocaine have already been made in 
London this year. One consignment, of Japanese manu- 
facture, was brought into this country by a lascar seaman; 
the other, of German manufacture, had been exported 
from that country to Lithuania, whence it was smuggled 
into Great Britain by a Lithuanian resident in London. 
Proceedings under the Dangerous Drugs Acts were initiated 
against 60 persons (compared with 95 in 1926 and 68 in 
1925), of whom 45 were convicted and sentenced, or dealt 
with under the Probation of Offenders Act. The commonest 
offence was ‘‘ unauthorized possession.’? No information 
was received during 1927 that any firm in Great Britain 
had been engaged in smuggling drugs abroad, nor have 
any seizures of drugs of British manufacture been reported. 

In connexion. with the international illicit traffic in 
drugs, information regarding 47 cases was transmitted 
to the League’s Opium Advisory Committee, particulars 
being supplied also to any other Governments  con- 
cerned. A large number of seizures were reported from 
British territories in the Far East. The direct interchange 
of information with other Governments proved valuable, 
and arrangements for an interchange agreement were made 
with the United States authorities. Action was taken in 
several cases to prevent vessels engaged in the opium traffic 
in Chinese waters from enjoying the protection of the 
British flag. 

Statistics of the manufacture and export of morphine 
and heroin show that the production of morphine decreased 
from 97,502 oz. in 1626 to 90,103 oz. last year, and the 
export from 73,289 oz. in 1926 to 66,107 oz. last year. 


The production of heroin, however, rose from 11,113 oz. in 
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1926 to 17,427 oz. last year, and the export from 6,799 oz. 
in 1926 to 11,165 oz. last year. The export of heroin to 
France increased on the year by 4,610 oz., while the export 


-of morphine fell by 5,595 oz. 


Imports of cocaine amounted to about 16,000 oz. The 
report records the fact that for the first time in history the 


‘manufacture of cocaine by any firm in Great Britain has 


been permitted. During 1927 a licence to carry on experi- 


“ments in the manufacture of this drug was issued to Messrs. 


May and Baker, Limited, of Wandsworth, by the Home 
Office. The firm was not originally allowed to sell its 
product, but since the beginning of this year permission 
to do so has been granted. 


/STANDARDIZATION OF THERAPEUTICAL 
PREPARATIONS. 


.Tae League of Nations has just published the report* of 


this year’s meeting of the permanent Commission on the 
standardization of serums, serological reactions, and bio- 
logical products. The problems dealt with by the Com- 


mission are highly technical, for the bio-assay of drugs 


involves methods in which every detail has to be regulated 


_exactly if reliable results are to be obtained. 


The work of the Commission is, however, of great service 


to the medical profession. In the first place it secures 


international agreement regarding the units of measure- 
ment to be used. This alone is a great advance, for medical 
literature is international, and the use in works of refer- 
ence of units which differ in value in different countries 
may lead to dangerous confusion. In the second place it 
is most important to have really trustworthy methods for 
measuring the activity of biological products, and the 
Commission is doing valuable work by its careful and 
critical examination of the numerous methods of standard- 
ization that have been evolved. 

The following is a summary of the more important con- 
clusions arrived at by the Commission. 


I.—STANDARDIZATION OF ANTIGENS AND ANTIBODIES. 
(1) Anti-diphtheritic Serum, 

“‘In view of new facts brought to light by the phenomenon 
of flocculation occurring in the mixture of specific toxin and 
anti-diphtheritic serum the Commission decided to study the 
evaluation of anti-diphtheritic serum and of diphtheritic antigen 
(toxin and derivatives) by the flocculation method.” 


(3) Anti-tetanus Serum. 
The Commission now proposes to adopt the following anti- 
tetanic unit : 
“The unit is to be determined with a standard.serum in 
such a way that its relation to the American unit is exactly 


2 International to 1 American unit.” 


(4) Anti-dysentery Serum (Shiga). 
The Commission proposes “‘ to adopt a standard serum pre- 
pared and distributed by the Danish State Serum Institute to 


_establish the international antitoxic unit.”’ 


‘* The serum is esr for distribution in such a way that 
1 unit is contained in 1/200 of 1 c.cm., and that a dilution 
in the proportion of 1 : 200 contains 1 unit in 1 ¢c.cm. cd 

“A test dose of a or. toxin shall be defined as such 
a quantity that, when 1 c.cm. of this serum dilution is mixed 
with it, the mixture shall cause death in one-third of the mice 
receiving it by intravenous injection. 

** When a toxin is dantodiond in this way it may be used 


titrating the serums.’’ 


(8) Blood Groups, 


“*T. Learns with satisfaction that, on the initiative of the 
Health Organization of the League of Nations, the nomen- 


clature proposed by von Dungern and Hirszfeld for the classifi- 


- cation of blood groups has been generally adopted, and recom- 


mends that this nomenclature shall be adopted for international 
use, as follows : 
O A B-~ AB 


To facilitate the change from the nomenclature hitherto 
employed the following is suggested : 
Jansky O(I) A(IT) B(IIT) AB(IV) 
Moss O(IV) A(II) AB(I) 
“‘ II. Recommends the adoption of the following method of 
designating test-serums : 
Test-serum A (anti-B) 
Test-serum B (anti-A).”’ 


* Publications of the League of Nations. III, Health. 1928, III, . 


II.—STANDARDIZATION OF THERAPEUTIC SUBSTANCES BY 
MetHops. 
(1) Salvarsan, 
The Commission endorsed the recommendations made at the 
Geneva Conference of 1925 with certain -modifications. The 


chief alterations were that it was decided to recognize a test 


for experimental action on animals infected with spirochaetes 
as an alternative to that in which trypanosomes are used. 

The Commission recommends that a 20 per cent. excess of 
toxicity above that of the standard would be a suitable limit 
for tolerance. It also recommends “‘ that the standard samples 
for neosalvarsan and sulpharsphenamine provided by Professors 
Kolle and Voegtlin respectively for trial are suitable, as regards 
toxicity and experimental therapeutic activity, for adoption es 
the basis for the international standards.”’ 


(2) Digitalis. 

“No. 3. The Commission considered that they had now 
sufficient evidence before them to justify a somewhat wider 
recommendation with regard to comparative methods of testing 
than that adopted by the Geneva Conference of 1925. It 
considered that the following methods might be recommended 
as suitable : 

*‘ (a) The frog method in the form recommended by the Geneva 
Conference, or in its other modifications. 

“4 (>) The method using intravenous infusion in the mammal, 
as described by Hatscher and modified by Magnus and _ his 
colleagues for the cat, by Knaffl-Lenz for the guinea-pig, or by 
Tiffeneau for the dog. 

** (c) The Commission considered that the methods described by 
Mansfeld, using portions of the isolated sinus venosus of the frog 
and by Trevan, using the isolated auricle of the rabbit, merited 
further investigation, with a view to consideration on a future 
occasion.”’ 


The Commission also recommended : 


“That, when the dosage of digitalis or its preparations is 
expressed in units of activity, the unit employed for any 
preparation and in any country should be an international unit, 
which should be defined as the specific activity contained in 
0.1 gram of the international standard powder.” 


(4) Znsulin. 

The Commission found that the results obtained by the use 
of the standard preparations recommended in 1925 ** were 
uniformly favourable, and that the unit adopted and recom- 
mended by the Geneva Conference of 1925 was now in use all 
over the world as the only unit of insulin. In view of this 
satisfactory position the Commission decided to adopt the recom- 
mendations of the Geneva Conference of 1925 as regards the 
standard of insulin without modification. . . . 

‘* That the dry preparation of insulin hydrochloride, prepared 
by the Medical esearch Council of Great Britain, at the 
request of the Edinburgh Conference, should be accepted 
as the international standard preparation of insulin. That 
1 milligram of this standard contains 8 units of insulin (or 
1 unit =0.125 milligram), as provisionally defined by the Insulin 
Committee of the University of Toronto.”’ 


(5) Pituitary Extract. 

‘““The Commission accordingly recommends, in the light of 
the uniformly favourable experience obtained since the Geneva 
Conference of 1925, that the dry preparation of the acetone- 
extracted fresh posterior lobe substance of ox pituitary be now 
definitely adopted as the international standard preparation for 
the biological evaluation of preparations of the terior lobe 
of the pituitary body, whether containing all the active 
principles of the lobe, or the pressor or oxytocic principle 
only, in separate solution.” 


None of these conclusions requires much comment. In 
general it may be said that three years’ experience in the 
use of the methods of standardization recommended at 
Geneva has shown that these are sound, and require only 
minor modifications. 

It is iriteresting to note that as regards biological 
standardization experience has confirmed the finding of the 
Geneva Conference that the only sound method of standard- 
ization is to compare the activity of the preparation to be 
tested with a standard preparation of the same substance. 
For example, preparations of digitalis and the pituitary 
gland have to be standardized against standard prepara- 
tions of these drugs, and experience has shown that it 
is not safe to attempt to standardize them against simpler 
chemical substances of known composition. For example, 
the methods by which digitalis was standardized against 
ouabain, and pituitary extract against histamine, are now 
recognized as unsound. 
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OXFORD OPHTHALMOLOGICAL CONGRESS. 
Tue eighteenth annual meeting of the Oxford Ophthalme- 
logical Congress was held at Oxford on July 5th, 6th, and 
Wh. The attendance was well over a hundred, a matter 
for congratulation, since there were hardly any members 
from abroad present, owing, no doubt, to the fact that the 
International Congress of Ophthalmology will be held next 
year at Amsterdam. Members met informally at dimer 
on July 4th in the Hall of Keble College, which again 
offered its hospitality, as in former years. The advantage 
gained by residence in college, where each member is 
assigned rooms and becomes for the time being a student, 
is a prominent feature of this successful annual gathering 
of ophthalmic surgeons. When not occupied in the formal 
proceedings members exchange views on every aspect of the 
specialty, while friendships are formed or renewed in a 
manner rarely possible otherwise. This companionable in- 
formality is what was always in the mind of the founder 
of the congress, the late Robert W. Doyne, a brilliant and 
original thinker. 

The proceedings of the congress were held in the Depart- 
ment of Human Anatomy of the University, kindly lent for 
the ‘purpose by Professor Arthur Thomson, to whom the 
congress owes much. Year after year Professor Thomson 
has granted the use of his department, so that it may almost 
be regarded as the ‘“‘ home ”’ of the congress. In addition 
to the scientific museum a commercial museum was estab- 
lished, in which fourteen well-known firms of ophthalmic 
instrument makers exhibited the latest forms of apparatus 
and instruments. 


Rays OrHTHALMOLOCY. 

The proceedings were opened on the morning of July 5th 
by a short address of welcome by the Master, Mr. Pamir H. 
Avams, Reader in Ophthalmology in the University of 
Oxford. Immediately following this Professor Leonarp 
Hix opened a symposium on ultra-violet rays. 

Professor Hill dealt with the biologically active rays, their 
measurement, and their penetration of the skin and eve, 
the theory of their action and of immunity to them, the 
comparison of sun and lamps as sources, and the action ef 
rays as evidenced by erythema; he touched also on haemo- 
bactericidal power, rickets, ergosterol, vitamin D, and 
pigment formation. Some interesting slides of the effect of 
erythema by ultra-violet ray were shown. 

Dr. G. M. B. Dosson discussed the effect of atmo- 
sphere, of the altitude of the sun, and of the presence 
of ozone on the transmission and the energy of ultra-violet 
rays. Curves and photographs illustrating these effects 
were shown. Dr. W. J. Turrety related his clinical experi- 
ences of the practical administration of ultra-violet rays, 
emphasizing the importance of the regulation of dosage. 
The lamp he favoured was the tungsten are lamp, which 
he had used for thirteen years. Mr, W. R. Acktanp dealt 
with phototherapy in the treatment of dental disease, 
referring especially to pyorrhoea and its relation to ocular 
diseases. Dr. N. 8. Lucas described his very interesting 
experiences of the treatment .of rickets in marmoset 
monkeys by ultra-violet rays, using a mercury vapour 
lamp. An important point observed was the effect upon the 
eyes when exposed to the rays; a reaction came on much 
more rapidly—namely, in from one to two hours—than in 
the human subject, but passed off more quickly. Dr. Lucas 
considered that some ultra-violet ray dosage was essential 
to monkeys not living in their natural state. Mr. G. O. 
Hume spoke on the local application of the ravs to the 
eye in certain conditions, emphasizing the importance of 
selection of cases and dosage. Mr. A. F, MacCanzian. while 
recognizing the beneficial effect of phototherapy, urged the 
need for a continued search for causal conditions, notably 
septic foci in the teeth and tonsils. Owing to illness Mr. 
W. S. Duke-Elder was unable to be present, but his paper 
will appear in company with the full report of the 
proceedings of the congress in the Transactions of the 
Ophthalmological Society of the United Kingdom. - 


OpHTHALMOLOGICAL DEMONSTRATIONS. 

The afternoon of July 5th was devoted to demonstrations 
and the examination of ophthalmic apparatus in the 
scientific and commercial museums, 

Mr. E. E. Mappox showed an accommodation balance 
test, a new fixation site for the globe in intracapsular 
cataract extraction, and an ingenious apparatus for train. 
ing amblyopia in squint on a new principle involving hand 
and eye, 

Mr. Raynrr Batzen showed an interesting collection of 
fundus drawings of diseases and anomalies of retinal and 
choroidal vessels. 

Dr. Marcarer Donson showed a test for astigmatism 
in which the duochrome principle was applied to the 
Maddox ‘‘ V ”’ test. 

Mr. Grorce Young demonstrated the instruments he 
now uses in the operation of double sclerectomy for glau- 
coma which he has devised, and also a number of slides in 
which the effect of the operation could be seen. 

Mr. W. Niccot showed slides of a carcinoma of the 
choroid secondary to carcinoma of the breast, and Mr. B, 
Cripianp exhibited a test type for children. 

The proceedings on the morning of Friday, July 6th, 
opened with a preliminary report by Mr. Burpon-Cooprr 
on spectroscopy of the crystalline lens, in which he gave, 
with a lantern demonstration, the results of the spectro- 
scopic examination of normal and cataractous lenses. The 
spectrograms showed that in cataractous lenses potassium 
was diminished and calcium increased. 

Mr. T. Harrison Butter read a paper on sympathetic 
ophthalmia, which was discussed by Messrs. S.  H. 
Brownixe, Marcorm Hepsurn, H. M. Tragvarr, and 
A. W. Ormono. 


Tue Eyes or Birps. 

Then followed the Doyne Memorial Lecture, which is 
undoubtedly the most important contribution to the pro- 
ceedings of the congress. Instituted in 1916 in memory 
of the founder, the late Robert Walter Doyne, these 
lectures have proved the occasion for the appearance of 
much valuable and original work. This year the lecture 
was by Professor ArtauR THomson, Lees professor of 
human anatomy in the University of Oxford, and was no 
exception to the rule. 

Professor Thomson, who took for his subject observations 
on the eyes of birds, reviewed the literature of the past 
250 years on the study of the pecten, and gave an exposi- 
tion of the anatomy of this little understood portion of a 
bird’s eye, aided by some excellent slides and models. 
It was shown that the most prominent portion of the 
pecten which projected furthest into the globe was more 
closely attached to the hyaloid membrane overlying it than 
it was at its sides. The hyaloid lying upon this black 
pigmented structure acted as a dark mirror, and Professor 
Thomson suggested that its function might very reasonably 
be one of elimination of dazzle from the direct rays of the 
sun, with Yeflection of objects from the upper field of 
vision to some other part of the retina. The value of this 
in the case of all birds other than birds of prey would be 
at once recognized. A bird of prey hovering with its 
back to the sun and in the region of dazzle so far as the 
ground bird was concerned was in a position of distinct 
advantage, while the latter with its enemy in the region 
of dazzle, and thereby difficult to see, was greatly handi- 
capped. If, however, it was true that the bridge of the 
pecten was a dark mirror, which could eliminate dazzle 
and reflect the image of the prey-bird, Nature had_pro- 
vided the ground bird with a suitable means of defence. 

Some excellent photographs were shown imitating these 
conditions as far as possible and undoubtedly supporting 
this fascinating and reasonable explanation of the function 
of the pecten. The subject is one which has received little 
attention since the days of Petit,“some two hundred years 
ago, and Professor Thomson is to be heartily congratulated 
on his work. The lecture, delivered in a very clear and 
lucid manner, commanded the greatest attention, and at 
its conclusion Professor Thomson was presented with the 
Doyne Memorial Medal for the year. 
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Various Papers anp Reports. 

Mr. G. R. ve Besr, lecturer in comparative and experi- 
mental embryology in the University of Oxford, then gave 
a most interesting paper on some original work on the 
development of the vertebrate eye. It was agreed that 
this paper was a most important contribution to the 
subject, and that its publication would enable it to receive 
the thoughtful attention it deserved. 

On July 7th the session opened with a speculative paper 
by Lieut.-Colonel Henry 1.M.S.(ret.), on the 
nutrition of the lens and the vitreous. Comparing the 
uterus with its rhythmic contractions as a means of main- 
taining circulation, and thereby nutrition, he suggested 
that a sluice-like action of the ciliary muscle of the eye 
occurred whereby the canal of Schlemm and neighbouring 
spaces were opened and relaxed, so aiding the circulation 
of the aqueous humour. , 

Reports of a series of interesting clinical cases were 
then given by the following: Miss Ipa Mann, a congenital 
abnormality of the retina; Mr. Joun Rowan, a case of 
gliomata of the retina (both eyes removed for gliomata at 
1 year and 5 months, no recurrence after over three and 
a half years); Mr. Grorce Young, a case for diagnosis 
(enuresis up to the age of 17, which disappeared after 
correction of some hypermetropic astigmatism); Mr. J. A. 
Ross, keratitis with intranasal causation (keratitis of 
fifteen years’ standing cured after treatment of an anterior 
ethmoiditis); Mr. C. G. Russ Woop, case of Mikulicz’s 
disease with complications; Mr. W. Niccon, a case of 
recurring membranous conjunctivitis, and Miss Marion 
GILCHRIST, a case of keratitis marginalis profunda 
occurring in both eyes. All the cases were freely discussed 
by members, 


Events. 

At the conclusion of the afternoon’s proceedings on 
July 5th members and their friends visited the gardens 
of Trinity College for tea, where they were welcomed by 
Professor and Mrs. R. A. Peters, who kindly acted as 
host and hostess. 

The annual dinner of the congress was held in the 
evening in the Hall of Keble College, and was unusually 
well attended. Among the guests were the Regius Professor 
of Medicine, Sir E. Farquhar Buzzard, K.C.V.O., Professor 
Arthur Thomson, Miss Kirkaldy, Dr. W. J. Turrell, Dr. 
G. M. B. Dobson, F.R.S., and Dr. N. S. Lucas. 

Speaking on behalf of the congress, the Master, Mr. 
Puiie H. ApaMs, mentioned that eighteen new members 
had been elected during the year, the total membership 
being now 414, including eight honorary members. The 
attendance at the meeting in 1927 was 104, and included 
many well-known ophthalmic surgeons from the Continent 
and America ; some delegates had even come from Australia, 
India, and South Africa. 

The toast of the visitors was proposed by Mr. R. J. 
Covtrer, who paid a tribute of thanks to all who had 
helped the congress in various ways. He referred especially 
to the interest which Professor Arthur Thomson had always 
displayed in the meetings since their foundation, and which 
had been no small factor in their success. In conclusion, 
he welcomed the Regius Professor of Medicine in this his 
first year of office, and coupled his name with the toast. 
Sir E. Farqunar Buzzarp, in acknowledgement, mentioned 
that not for 250 years—that is, since the Regius Professor- 
ship had been held by Dr. Bailey—had there been one 
elected who was so closely connected with ophthalmology as 
himself. 

On the afternoon of July 6th the scientific and commer- 
cial museums were again available, but, as an alternative, 
a visit to the Morris Motor Works had been arranged, and 
the majority of the members availed themselves of the 
opportunity to see the mass production of motor cars. 

It was generally agreed that this congress had been as 
valuable and as pleasant a meeting as had ever been held. 
Although its international character was less pronounced on 
this occasion than in 1927 yet the increase in the attend- 
ance of ophthalmologists from Great Britain and the main- 
tained usefulness and interest of the discussions are matters 
for congratulation. 


Hoba et Vetera. 


KIDNAPPING. 


In an article under the heading of ‘“‘ Nova et Vetera,”’ 
entitled ‘ A surgeon enslaved,” in our issue of September 
17th, 1927 (p. 511), an account was given of the way in 
which some of the prisoners taken at the battle of 
Sedgemoor were disposed of. There was nothing new in 
the proceeding which sent Henry Pitman a slave to 
Barbados. A large number of the Scottish prisoners taken 
at Dunbar by Cromwell were sent to the plantations of 
Virginia or elsewhere in America and Africa, and after 
the battle of Worcester the same method of disposal cf 
prisoners was resorted to. Their lot—like that of all 
prisoners and captives in those days—was a hard one. 
It was referred to in moving terms by Sir Walter Besant 
in his book on Westminster. Speaking of Tothill Fields, 
now represented by Vincent Square, which is still known 
as ‘Fields’? to all Westminsters, old and young, he 
wrote: 


‘“‘The saddest of all memories connected with Tothill Fields 
is that of the triumphal entry of Cromwell into London after the 
crowning mercy of Worcester. He brought with him the miser- 
able prisoners he had taken on that field. There were four 
thousand of them in all. They camped at Mile End Green when 
Cromwell drove into London; the next day they were marched 
right through the City and along the Strand to Westminster, and 
so to Tothill Fields. On the way they received alms, oatmeal, 
and biscuit, from any who were moved of their pity to bestow 
something upon them. So they lay in the marshy fields, where 
any died, until they were sold as slaves to the merchants of 

uinea,”’ 


The churchwardens’ accounts of St. Margaret’s, West- 
minster, exhibit, according to Wheatley and Cunningham’s 
London Past and Present, a payment of thirty shillings to 
Thomas Wright, for sixty-seven loads of soil ‘‘ laid on the 
graves in Tothill Fields, wherein 1,200 Scotch prisoners, 
taken at the fight at Worcester, were buried.’’ How the 
prisoners from the Western Midlands came to be at Mile 
End on the east of London Besant does not explain. 

Prisoners taken in battle, however, were only occasional 
windfalls to the American or African employer, and this 
source dried up after the revolution of 1688, for we do not 
hear of any large number of Jacobite rebels being trans- 
ported after the rebellion of 1745. The regular supply of 
white labour was maintained by the transportation of 
criminals and by kidnapping young persons—indenturing 
apprentices, the wise called it—for which Bristol, then the 
great port for the American and African trade, became 
notorious. In that erudite and entertaining work The 
Annals of Bristol in’ the Seventeenth Century Mr. 
Latimer has thrown a good deal of light upon this prac- 
tice. It appears that in the year 1 a corporate 
ordinance was adopted by the magistrates. 

“It premises that many complaints had been made of. the 
inveigling, purloining, and stealing away boys, maids, and others, 
and transporting them beyond seas and there disposing of them 
for private gain, without the knowledge of their parents and 
friends. ‘This being a crime of much villainy,’ it was ordered 
that all boys, maids, and others thenceforth transported as 
servants should before shipment have their indentures of service 
enrolled in the Tolzey Book. [The Tolzey was a kind of meeting 
place, Exchange, or Townhall.] A penalty of £20 was imposed on 
any ship captain or officer receiving persons not so enrolled. The 
offence was, however, too profitable to be suppressed by a mere 
by-law, and it is certain that kidnapping was habitually encour- 
aged by many merchants throughout the century and was not 
uncommon even later. 


Moreover, when offenders were caught they were treated 
with remarkable leniency by a sympathetic bench, and it 
is therefore not surprising that the practice was persisted 
in. This infamous traffic had attracted the notice of the 
Privy Council. Mr. Latimer states that 

“In July, 1660, their Lordships had received information that 
children were being daily enticed, away from their parents and 
servants from their masters, being,caught up by merchants and 


ship captains trading to Virginia and the West Indies, and there 
sold as merchandize. From the order which follows for the 
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KIDNAPPING. 


searching of three ships then in the Thames and the rescue of 
the children they contained, the system appears to have been as 
common in London as in Bristol.” 


The evil name of the Bristol Corporation in this matter 
of kidnapping did not escape the notice of Chief Justice 
Jeffreys. When he came to Bristol to carry out his 
mockery of a trial of the Sedgemoor prisoners he used 
the rough side of his very foul tongue on the mayor and 
aldermen. 

“Sir, Mr. Mayor, you I mean, kidnapper! and that old justice 
on the bench, (Alderman Lawford) an old knave; he goes to the 
tavern, and for a pint of sack he will bind people servants to the 


Indies! A kidnapping knave! I will have his ears off before 
I go forth of town.” 


It would be refreshing for once to feel sympathy with 
Jeffreys, could one but be sure that his indignation was 
genuine. He made the mayor enter the dock, and charged 
him and five aldermen with felony, but the prosecution 
seems to have been dropped, probably because the accused 
bribed the judge. It is well known that in this commission 
in the West Jeffreys made large sums from bribes received 
from wealthy prisoners. 

In the seventeenth century Scotland had. no share in 
colonial trade, but after the Union certain Scottish ports 
did a brisk trade with Virginia and the West Indies. It 
should be noted that in the sixteenth century, and later, 
the whole eastern seaboard of what are now the northern 
United States was included in the name of Virginia. In 
the eighteenth century kidnapping was frequent in Aber- 
deen. A strong light is thrown upon the state of things in 
that city by a curious pamphlet, published first in York 
in 1757, and entitled The Life and Various Vicissitudes of 
Fortune of Peter Williamson, A Disbanded Soldier. Con- 
taining a particular Account of the Manners, Customs and 
Dress of the Savages, ete., etc. The author, who afterwards 
became well known in Edinburgh, was born in the parish 
of Aboyne, near Aberdeen, and when ‘“ under the years 
of pupillarity,’’ probably at the age of 10, he was kid- 
napped—that is to say, he was enticed on board a vessel 
at Aberdeen, where he was detained with other children 
for about a month, until the ship sailed. She was wrecked 
“‘off Cape May near the Capes of the Delaware,” but the 
human cargo was safely landed and finally taken to 
Philadelphia, where the captain sold them at about £16 
a head. Peter was very fortunate in being bought by a 
certain Hugh Wilson, a North Briton, for the term of 
seven years. Wilson had himself been kidnapped from 
St. Johnstone in Scotland, but had become well-to-do. 
“‘ Happy was my lot,’’ says Williamson, ‘ in falling into 
my countryman’s power, as he was a humane, worthy, 
honest man.”’ The boy offered to serve for one year beyond 
his contract if Wilson would send him to school. To school 
accordingly he went every winter for five years. When he 
was 17, and his servitude presumably was ‘over, his master 
died, leaving him £200 currency, worth about £120 sterling 
his best horse, a saddle, and all his wearing apparel. After 
another seven years of various employment Peter married 
and settled down as a farmer near the forks of the Delaware 
river. At first all went well, but on October 2nd, 1654 
when luckily his wife was away on a visit, he was attacked 
by twelve Indians, who offered him quarter and carried 
him off prisoner, having destroyed everything that they 
could not remove. At length he escaped from the Indians 
and joined General Shirley’s regiment of the British 
army serving in America, from which he was invalided 
with a damaged hand after many strange chances, on its 
return to England, at Devonport. / 


‘For want of a certificate from my Colonel or som 
necessary qualifications,” he says, I not get any 
made for me by pension or otherwise. Indeed, as a reward for 
my a and services I had the favour of a pass allowed and 
the sum of six shillings paid, to carry me’ to Aberdeen, about 
eight hundred miles only from the place where I was discharged.” 


Somehow or other he managed to get as far as York 
where he got the first edition of his pamphlet (it con- 
tained 166 pages) printed as a means of making a little 
money, which carried him on to Aberdeen. What happened 
on his arrival there is told: in later editions of his Life 
one of which, “printed for and sold by the booksellers” in 


Edinburgh in 1782, is now in the British Museum. The 
title-page runs as follows. 

“French and Indian Cruelty/exemplified in the/Life and/ 
Vicissitudes of Fortune/of/Peter Williamson/ who was carried 
from Aberdeen in his / Infancy, and sold for a slave in/ 
Pensylvania./ Containing /The istory of the Author’s  sur- 
prising Adventures in/North America; his Captivity among the 
ndians/and Manner of his ape; the Customs, Dress, etc. /of 
the Savages; Military Operations in that Quarter ;/with a Descrip- 
tion of the British Settlements, etc., etc. 

‘To which is added/An account of the Proceedings of the 
Magistrates of Aberdeen b against him, on his Return to Scotland; 
a brief History of his/ Process against them before the Court of 
Session; and a short/Dissertation on Kidnapping.” 


It seems to have been reprinted often and to have 
become quite a popular chap-book in Scotland. The first 
(York) edition contained statements about his being 
kidnapped which grievously offended the merchants and 
Corporation of Aberdeen, who seized his books and had 
them burnt by the hangman, and put him in prison until 
such time as he should recant his statements aboyt them, 
This he at length did as the only means of obtaining his 
freedom. He found friends in Edinburgh and able lawyers 
to take up his case. The result of his appeal to the Court 
of Session was that their Lordships were pleased on 
February 2nd, 1762, to pronounce the following inter- 
locutor 

“The Lords having advised the state of the process, . . . find 
the libel relevant and proven; and find the Defenders, conjunctly 
and severally, liable to the Pursuer in damages, and modify the 
same to the sum of 100£ Sterling, and decern and_ find the 
Defenders also. conjunctly and severally, liable to the Pursuer in 
the expences of the process,’ etc. 

In vain the magistrates presented a reclaiming petition 
against this. A letter, signed by William Davidson and 
James Jopp, late bailies of Aberdeen, to Walter Scott, 
Writer to the Signet, has survived. In it they, of course, 
protest their innocence and ask his help, displaying a 
quite amusing dismay at the idea of having to put their 
hands in their pockets. This Walter Scott was the father 
of the novelist. 

In his dissertation on kidnapping as practised at 
Aberdeen Williamson says: 

“The trade of carrying off boys to the Plantations of America 
and selling them there as slaves, was carried on at Aberdeen as far 
down as the year 1744, with an amazing effrontery. It was not 
carried on in secret or by stealth, but publicly and by open 
violence, The whole neighbouring country were alarmed at. it. 
They would not allow their children to go to Aberdeen, for fear 
of being kidnapped. When they kept them at home, emissaries 
were sent out by the merchants, who took them by violence from 
their parents, and carried them off. If a child was amissing, it 
was immediately suspected that he was kidnapped by _ the 
American merchants; and upon inquiry that was often found 
to be the case;. and so little pains were taken to conceal them, 
when in the possession of the merchants, that they were driven 
in flocks through the town, under the inspection of a keeper, who 
overawed them with a whip, like so many sheep carrying to the 
slaughter . . . even the tolbooth and the public workhouses were 
made receptacles for them and a town officer employed in keeping 
them. The practice was but too general. The names of no less 
than fifteen merchants concerned in this trade are mentionéd 
in the proof.” 

In the Social Life of Scotland in the 18th Century, 
by Henry Grey Graham, vol. ii, 1899, the practice in 
Scotland of selling children is said to have arisen out of 
the terrible poverty caused by the famine of 1740, at about 
which date Williamson was carried off. Mr. Graham 
quotes entries in the Book of Bon Accord such as: ‘* To 
R. Ross for listing his son 1s. To Maclean for listing his 
son 1s. 6d.” If these sums are to be taken as Scots 
currency, in which a shilling equalled an Engiish penny, 
the poverty of the people is terribly emphasized. 

The Dictionary of National Biography tells us that Peter 
Williamson was successful in a second suit brought in 1765 
against the parties engaged in kidnapping. He settled in 
Edinburgh and became a bookseller and printer, and keeper 
of a tavern known as ‘ Indian Peter’s Coffee Room.’’ In 
1773 he issued the first street directory of Edinburgh. He 
also published a weekly periodical,-The Scots Spy or Critical 
Observer, and later The New Scots Spy. He established a 
penny post, which was taken over by the Government in 
1793, for which he was awarded a pension of £25 a year 
for life. He wrote many pamphiets. A portrait of him 
in the dress of a Delaware Indian is affixed to the Life. 
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THE PROBLEM OF SERUM SENSITIZATION. 
WHEN giving antitoxic serum the medical practitioner 
has always more or less definitely in his mind the 
possibility of ‘* anaphylaxis.’” The phenomena of 
anaphylaxis in the guinea-pig are well known and 
fairly well understood. A guinea-pig which has been 
*‘ sensitized ’’ by the injection of any foreign protein 
such as horse serum will, if injected several weeks 
later with the same protein, die in a few minutes with 
intense dyspnoea. It was at first generally assumed 
that human beings would be affected in the same way, 
and great fear of sensitization by the administration 
of serum arose. Experience has, however, taught 
that the average human being is incomparably less 
prone to develop anaphylaxis than the guinea-pig. In 
years past large numbers of people have been inocu- 
lated more than once with diphtheria antitoxin for 
protection against diphtheria; many soldiers were 
given antitetanic serum repeatedly at long intervals 
during the war, yet anaphylactic death, with the 
characteristic sudden dyspnoea, was very rare. Louis 
Martin,' after the war, went so far as to express his 
conviction that repeated subcutaneous injections of 
serum never provoked those grave anaphylactic crises 
in man that have been produced experimentally in 
guinea-pigs. amson,? who reviewed the literature 
in 1924, points out that most of the rare tragically 
sudden deaths that startle the physician follow a first 
injection of even small amounts of serum in those 
peculiar individuals who have a natural intense sensi- 
tiveness to horse serum. Boughton*® records death 
in less than an hour following the intravenous injec- 
tion of 5 minims of horse serum into an asthmatic 
subject; such patients are always liable to manifest 
acute or even fatal dyspnoea after injection of serum. 
Other authorst describe sudden death after the intra- 
muscular injection of a few cubic centimetres; Park*® 
found seven instances amongst 350,000 injections of 
diphtheria antitoxin—that is, 1 in 50,000—and some 
figure of this order agrees with general experience. 
But dangerous sensitization by a previous dose of 
serum, though it must be very rare indeed in human 
beings, far rarer than is generally supposed, does 
occur. Careful records of deaths following the re- 
injection of serum into patients who had shown no 
unusual symptoms after the first injection have been 
published by Tuft® (first reinjection) and Dean’ 
(fourth reinjection). 

What, then, is the practitioner to do when, for 
example, a child who has received scarlet fever anti- 
toxin some months previously is admitted with severe 
diphtheria and antitoxie serum clearly must be 
given? Can he test whether the child is sensitive, 
and, if so, can he desensitize? It was at one time 
hoped that the response to a drop of serum injected 
intracutaneously would give satisfactory guidance; 
but unfortunately, though it is broadly true that 
patients whose skin shows a positive reaction with 
oedema and flushing after the intradermic test are 
more likely to suffer from urticaria and arthralgia some 
seven days after the injection of serum than those 
showing no reaction, this is not, as Park’ pointed 
out, an invariable rule. Some who show a positive 


reaction take serum without incident; others who fail 
to react may, when given the main dose of serum, 
become alarmingly ill. Coca,* who probably goes 
further than most would follow, writes: ‘‘ It is useless 
to apply the cutaneous test or the procedure of 
sensitization.’” An anaphylactic guinea-pig can be 
desensitized by careful dosage, and it has been 
assumed that by several half-hourly subcutaneous 
injections of serum human beings also may be de- 
sensitized. There does not seem, however, to be any 
satisfactory evidence that this is true. Indeed, 
Blankenhorn’ and Tuft,* who reviewed the literature, 
recorded instances in which the procedure definitely 
failed. But it may be anticipated that the injection 
of 0.5 c.cm. of serum subcutaneously an hour before 
the main dose will justify itself in practice, not as 
a method of desensitization, but as a test for extreme 
sensitivity. It is probable that those few patients in 
the past who died after the injection of a few cubic 
centimetres intramuscularly would have been detected 
had this test been known and used. Where intra- 
venous injection is in question Besredka'! recom- 
mended the gradual introduction of large quantities of 
saline solution, the first volume of 1 c.cm. which flows 
into the vein containing perhaps 0.1 ¢.cm. of serum, 
and the next twice as much. An injection of a dose of 
50 ¢c.cm. of serum would require from half to one litre 
of saline solution, and would probably take an hour. 
Tuft recorded an instance which suggests strongly 
that if it is proposed to give serum intravenously—and 
the wider use of this method would probably reduce 
the present death rate from diphtheria—no trust can 
be placed in a preliminary subcutaneous injection of a 
small quantity of serum; an intravenous sensitivity 
test appears to be required. Besredka’s method may 
be adopted, or 10 c.cm. of saline solution containing 
0.1 c¢.em. of serum may be injected intravenously 
an hour before the main injection. We may con- 
clude that the practitioner pictured above would inject 
half a cubic centimetre of serum subcutaneously, 
and, in the absence of alarming symptoms within an 
hour, would give his main injection intramuscularly. 
If he decided that intravenous injection was necessary 
his preliminary test must be an intravenous one. 
Should his patient prove to be acutely sensitive the 
doctor has an anxious prospect, and if he cannot avoid 
giving serum he has no alternative but to introduce it 
very slowly, avoiding the intravenous or intrathecal 
routes. It may be pointed out in passing that it is 
a wise precaution to have adrenaline always available 
for immediate use, either intramuscularly or intra- 
venously, should disconcerting symptoms arise, for 
an injection of 1/2 to 1 c.cm. of the usual 1 in 1,000 
solution may abolish the dangerous respiratory 
symptoms almost instantly. Adrenaline also has been 
used in the treatment of serum sickness arising a 
week or more after an injection. 

Problems of sensitization arise also in connexion 
with the use of toxin-antitoxin mixtures in America, 
and toxoid-antitoxin in England, with which large 
numbers of children have of late years been injected. 
The amount of serum in 1 c.cm. of the prophylactic 
is usually one-thousandth of a cubic centimetre or less. 
Several American writers have described, in persons 
who had previously been immunized with toxin- 
antitoxin mixture, immediate reaction (Stewart'*), 
severe local reaction to intradermic serum injection 
(Lathrop'’), a superficial local necrosis—the Arthus 
phenomenon (Gatewood and Baldridge’*)—or a high 
percentage of serum sickness a week after the adminis- 
tration of serum (Gordon'’). Exact details of the 
composition of the prophylactics and the serum used 
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. infectious diseases lead us to believe that the figures 


by these authors are not given. It is evident that 
this suggestion that the injection of toxin-antitoxin 
mixture causes dangerous sensitization is not gener- 
ally accepted in the United States. W. H. Park, 
who has had experience of 800,000 Schick tests or 
immunizations in New York, tested by the intradermic 
serum method children who had been immunized 
with the New York mixtures. He confirmed the 
finding that an increased percentage showed a positive 
reaction, but is of opinion that the sensitization given 
by toxin-antitoxin is in all probability a clearly negli- 
gible factor, and that any fear of apparent sensitization 
may be dispelled from the mind of physicians. Dr. 
Sophie Spicer,’* working in the Willard Parker 
Hospital in New. York, has recorded the results of 
injecting. concentrated serum into 237 successive 
patients; serum sickness followed in 13 per cent. of 
164 patients who had never received serum injections 
or toxin-antitoxin mixture, in 17 per cent. of 45 
patients with a previous experience of antitoxin injec- 
tion, and in 14 per cent. of 28 children who had 
previously received toxin-antitoxin prophylactic. So 
far as we can trace, no similar groups of figures have 
been published in this country, but inquiries addressed 
to several experienced superintendents of hospitals for 


given by Spicer, and not the higher figures. quoted 
by Gordon, would represent the average experience in 


Britain. There is here no evidence that the adminis- . 


tration of mixtures of the type used by Park or of the 
English toxoid-antitoxin prophylactic produces any 
sensitization, -in the sense. in which this word is 
ordinarily used in everyday medical practice. Some 
of the American writers suggest the use of toxoid alone 
or of sheep and goat antitoxin in mixtures. Formalin- 
ized toxin—that is, toxoid or ‘* anatoxin ’’—is being 
tried in America and England, and has been used on 
a considerable scale in Europe. 
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OUR BRETHREN OVERSEAS. 
Ix another part of this issue Mr. Victor Bonney 
gives an eloquent account of his experiences in New 
Zealand and Australia, to the former of which 


Dominions he went, as official delegate of the British 


Medical Association at home, at the conference of the 
New Zealand Branch in February last. His is the 
latest of a number of successful visits which have 
been paid overseas by representatives of the Associa- 


tion, with the intention of maintaining contact and 


strengthening and multiplying the bonds between the 
profession at home and in the Dominions. In 1914 
the late Dr. J. A. Macdonald, then Chairman of 
Council, paid an official visit to Australasia which had 
the happiest -effects, and after the war, in 1920, he 
visited South Africa on his retirement from office. 
The visit of that great surgeon Sir William Macewen 


to Australia, just after the end of his year of office. 


assure the members of the profession there of the 
regard felt for them by those at home. He was 
warmly welcomed at the first Australasian Medical 
Congress in Melbourne, and later in New Zealand. 
At the next Congress, in Dunedin in 1927, Dr. Cooper 
Pattin of Norwich represented the Association. In 
1924 the visit of Sir Jenner Verrall and the Medical 
Secretary, Dr. Alfred Cox, to Canada did much to 
bring about that affiliation between the Canadian 
Medical Association and the British Medical Associa- 
tion which will be cemented by the Annual Meeting 
at Winnipeg in 1930. Again, Dr. Cox’s tour of the 
Union of South Africa during the winter of 1926-27 
was largely instrumental in the formation of the 
Medical Association of South Africa (British Medical 
Association) out of the two pre-existing rival bodies, 
and in the early part of this year the present Chairman 


of Council, Dr. Brackenbury, visited that Dominion 


and further strengthened the ties between us. 

This brief record of recent official visits shows that 
the Association here has been awake to the need of 
maintaining official personal contact with our brethren 
overseas, but we agree with Mr. Bonney that more 


‘than this is needed. Australia and New Zealand are, 


as he points out, much nearer in distance to the United 
States than they are to Great Britain, and America 
can in some sort be considered as the half-way house 
on the journey between the Antipodes and this island, 
so that there may be some danger that the spiritual 
home of Australasia may some day be transferred from 
Europe to America. It must be admitted by all of us 
that such a transfer would be regrettable, for the 
people of Australia and New Zealand are of almost 
pure British inheritance, while the population of the 
United States has for some time ceased to be pre- 
dominantly British in blood. More and more, in all 
probability, will the Southern European elements in 
the United States assert themselves in future genera- 
tions, despite the present regulation of immigration 
by means of quotas. Australians and New Zealanders 
show in many ways their affection for the Old Country.« 
Many of them come here to complete their profes- 
sional education, and many of them have earned our 
respect and affection and proved their worth as holders 
of posts in our hospitals. Sentiment, however warm 
and sincere, must nevertheless in the long run be 
anquished by self-interest, and if young medical men 
from overseas do not find what they want here they 
will seek it elsewhere. The most crying professional 
need in this country is for a post-graduate hospital 
and school whither not only visitors from overseas, 
‘but our own graduates, could resort for the higher 
‘medical education. In New York there is a large 
‘and well-equipped post-graduate hospital, and the. 
Johns Hopkins Hospital in Baltimore, of world-wide 
fame, also offers openings to graduates. Here in 
London the Fellowship of Medicine is worthy of 
support as a co-ordinating body, but its scope is too 
limited at present. 

Mr. Bonney comments on the smail number of 
British practitioners who visit Australasia as compared 
with the number of Australasians who come to these 
islands. It is not to be expected that the numbers 
of visitors from both sides should balance, but there is 
no doubt that the disproportion should be reduced. 
The inducements which New Zealand offers to the 
visitor are either little known or little understood here. 
The most beautiful and varied scenery of mountain, 
lake, forest, and river, with volcanic phenomena which 
are of great interest without danger, and withal @ 
‘temperate climate comparable with our own but more 


as President of the Association, could not fail to 


-sunny—all these and more will well repay a visit, to 
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CONTROL OF TRAFFIC IN DANGEROUS DRUGS. 


say nothing of the warm welcome which the medical 
tourist may safely count upon from our professional 
brethren overseas. No doubt the length of the sea 
vovage, and consequent time occupied in travel, has 
deterred tourists from going to Australasia, but if the 
aspirations of airmen are fulfilled it may soon be 
possible to make the journey between London and 
Auckland in as many days as it now takes weeks. In 
the meanwhile, we may be sure that the Council of 
the British Medical Association, with so many proofs 
before it of the value of official visits, will not be 
behindhand in furthering this good work on behalf 
of professional solidarity throughout the Empire. The 
Council is always on the look-out for prominent 
members of the Association who are thinking of 
visiting the Dominions, as it is often possible to 
nominate them as official delegates, and thus not only 
benefit the Association, but add much to the personal 
comfort and education of the visitors themselves. 


INTERNATIONAL CONTROL OF THE TRAFFIC 
IN DANGEROUS DRUGS. 
AccorRDING to the last report of the Advisory Committee 
of the League of Nations on the traffic in dangerous drugs, 
it is anticipated, as recorded in our issue of June 30th 
(p. 1119), that the Convention drawn up at Geneva in 
February, 1825, ** may begin to operate before the end of 
1928.” It will be remembered that this Convention was the 
outcome of the prolonged and contentious ‘* second con- 
ference ”’ held at Geneva in 1924-25 to implement the pro- 
visions of Chapter ILL of the Hague Opium Convention of 
1912, which dealt with the control of traffic in medicinal 
optum, morphine, cocaine, heroin, etc. The later Conven- 
tion was not to come into force until it had been ratified 
hy ten Powers, including seven of the States in respect of 
which the proposed central board is to be appointed, two 
of these to be Powers having permanent seats on the 
League’s Council. When the Advisory Committee made 
its last report fifteeu  ratifications had been received, 
four being those of members of the Council, including 
France and Great Britain, which are permanent 
members. It was then anticipated that Canada, the 
Netherlands, Japan, Switzerland, and Rumania would 
shortly deposit their instruments of ratification. The 
central control board, when constituted, is to consist 
of eight persons to be appointed by the Council of 
the League, the United States, and Germany. This 
hoard is to collect information as to the amount of drugs 
required for medical and scientific purposes in each country 
for internal consumption, and also as to the raw materials 
imported, the amount of drugs manufactured, and the 
stocks in hand. If excess of stock is proved, export to such 
country is to be suspended. Import and export of the 
drugs are to be effected only under Government’ certifi- 
cates. Factories are to be licensed, and persons engaged 
in the traffic registered. The board is to receive statistical 
and other information annually from the contracting 
parties; it may ask for explanation of, and call attention 
to, illicit or excessive traffic, and may make recommenda- 
tions us to the limitation of traffic, while a Government not 
disposed to act on the recommendation may invoke the 
Council of the League. The Advisory Committee is of 
opinion that ‘‘ very little progress can be made in the 
direction of suppressing illicit traffic until the Convention 
ot 1925 comes into force.’ This traffic ‘‘ continues on an 
enormous scale,’? and the position in regard to it ‘ is still 
highly unsatisfactory.”” The committee .“ are still very 
imperfectly informed as to the manufacture of morphine 
and the sources from which illicit traffickers in this drug 
draw their supplies.” While mueh-is hoped for from the 
Setting up of the board as the ‘ mechanism for realiza- 


tion ”’ of the Geneva Convention, which ‘‘ mechanism” the 
Hague Conference was by instructions precluded from 
discussing, it must be remembered that such producing 
countries as Turkey and Soviet Russia are not members of 
the League, and that “it is particularly unfortunate that 
certain (other) producing countries, as Bolivia, Greece, 
Peru, and Persia, have not yet seen their way to supply 
the committee with information.’’ It is satisfactory, how- 
ever, to note that a point of procedure, upon which the 
Italian delegates, Messrs. Cavazzoni and Scialoja, have 
insisted, has been satisfactorily settled, and further, that 
the close association of the central board with the secre- 
tariat of the League is to be secured by making the 
secretariat of the former an integral part of the latter, and 
by the provision that the staff, nominated by the board, 
are to be appointed by the Secretary-General of the League 
and subject to the approval of the Council. 


THE OSLER CLUB. 
THE anniversary of the birthday of Sir William Osler was 
celebrated in London on July 12th by the Osler Club. 
This club, which was founded in his memory and under 
the inspiration of his writings in April last for the study 
of the history of medicine, entertained a number of guests 
at an informal meeting. A reproduction of the Sargent 
crayon sketch of Sir William Osler, lent by the Royal 
Society of Medicine, occupied the place of honour, and 
through the kindness of several London librarians pictures 
of the triumvirate of British Medicine—Linacre, Harvey, 
and Sydenham—were displayed, together with some of 
Osler’s favourite books—Religio Medici, the Anatomy of 
Melancholy, Lettres de Gui Patin, and works by the Swiss 
Osler, Conrad Gesner. Sir Wilmot Herringham, delivering 
the first Oslerian Oration, spoke of Osler’s love of rare 
cases, not because they represented extremes of normal 
physiology, but because their rarity appealed to him as an 
artist. He told how the young Osler, inspired by the 
German educational *‘ system ’’ and by what he had seen 
of practical training here, completely altered the outlook 
of medical teaching in America, how later he = was 
responsible for the establishment of clinical units in 
this country, and of his part in the launching of the 
Quarterly Journal of Medicine. Dwelling happily on 
Osler’s personal charm affectionate nature, Sir 
Wilmot Herringham closed a_ speech notable for its 
genuine feeling and its dignified simplicity. Dr. Meynen, 
representing the German Ambassador, in proposing 
a vote of thanks, wished particular success to a club 
one of whose aims was the promotion of international 
goodwill, and the name of whose patron saint was 
held in such reverent esteem in Germany. Sir Humphry 
Rolleston pronounced his Oslerian Eulogy on ‘* Osler as a 
human being.’’ It was, he said, the combination of so 
many different personalities in one body that made Osler 
the beloved man that he was. No report could do justice 
to the charm of the eulogy, the final words of which 
summed up the spirit of the whole evening—*‘t We shall 
never look upon the like of such a man again.’’ Professor 
D. Fraser-Harris opened the symposium with a paper on 
Osler as physiologist. Dr. H. H. Scott spoke on Osler 
as naturalist and comparative pathologist; Dr. Andrew 
Balfour on Osler and tropical medicine ; Sir Squire Sprigge 
on Osler as a literary man; Sir Walter Fletcher on Osler 
as a friend; Dr. Franklin Martin, President-Elect of the 
American College of Surgeons, on Osler as an organizer; 
Dr. J. D. Rolleston on Osler as epidemiologist. Dr. Ernest 
Jones brought the symposium to a delightful conclusion 
with seme personal reminiscences. The exhibition of a 
selection of Osler’s writings, literary and scientific, of bio- 
graphical appreciations, and of hooks inspired by him, 
bore further witness te the breadth of the man and to the 
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many-sided nature of his interests and enthusiasms. 
Among other guests of the club were Sir Thomas Lewis, 
Dr. Burton Haseltine of Chicago, Messrs. Geoffrey Keynes 
and S. Damian, Dr. Henry Viets of Boston, and Mr. Philip 


Franklin. 


ANAEMIA IN INFANCY. 
In the June issue of the Archives of Disease in Childhood' 
Dr. Helen Mackay describes the results of a most exten- 
sive investigation of the anaemias of infancy between 
October, 1925, and December, 1927. Four groups of cases 
were taken: (1) artificially fed infants without special 
treatment; (2) breast-fed infants; (3) infants receiving 
light therapy; and (4) infants under treatment by iron; 
541 infants were observed, and 2,561 haemoglobin estima- 
tions were made. The economic status of the infants 
selected was very poor; their ages varied from 3 wecks to 
18 months, none being over 2 years at the end of their 
period of observation. Their general physical condition 
was subnormal, but no infants with acute illnesses were 
included. Dr. Mackay came to the conclusion that there 
was a typical haemoglobin age curve for the first year of 
life. Shortly after birth the haemoglobin fell steadily up 


5 months, after which it declined steadily up to the age of 
1 year. All the children investigated showed a very gross 
anaemia; in fact, in very few cases was the haemoglobin 
more than 75 per cent. The author concluded that the 
normal haemoglobin percentage in the blood in infancy 
from 4 months upwards was about 80 per cent., as esti- 
mated by Haldane’s haemoglobinometer. She emphasizes 
the fact that the majority of artificially fed infants and 
many breast-fed infants in London are anaemic, and that 
treatment with a mercury vapour quartz lamp did not 
prevent or cure this anaemia, which was similarly un- 
relieved by outdoor life. The anaemia developed on a large 
variety of diets, and there seemed no relation between it 
and vitamin deficiency. It appeared to be definitely due 
to an iron deficiency, and Dr. Mackay was able to cure it 
by a soluble iron salt given by the mouth. Iron and 
ammonium citrate was administered in doses of from 4} to 
9 grains daily; this was either dissolved in the milk feed 
or was given incorporated in the dried milk, so that in 
measuring the milk powder the mother included a portion 
of iron in it. The effect of this soluble iron on the infants 
investigated was striking, and the percentage of infants 
reaching 80 per cent. of haemoglobin was eleven times as 
great in the group receiving the medicated milk as in 
the control group. The author concludes that iron should 
be administered to artificially fed infants from the first 
months of life, and especially to those who are small at 
birth. Such iron-fed infants showed improvement in 
general health and resistance to infection; in this group 
the incidence of infection was only half that in the control 
group. The practical suggestion of the author that iron 
should be incorporated in dried milks by the manufacturers 
is of considerable interest. Dowbtless the manufacturers 
only require a lead from the medical profession, and 


confirmatory evidence of Dr. Mackay’s experience, before: 


they embark on the “ ironization ” of their wares. 


THE DEVELOPMENT OF FILARIA PERSTANS. 
by one the filaria worms parasitic in ‘man have yielded 
up the story of their life-cycle as the result of patient 
work of scientists in the tropics. The first to do so was 
Filaria bancrofti, which, as the result of Manson’s brilliant 
nypothesis, was found to be conveyed from man to man by 
the common mosquito—a hypothesis, incidentally, which 
proved to be the starting point of the development of the 
whole modern science of tropical medicine. This was 


1 Archives of Disease in Childhood, 
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followed by the work of Leiper, and later the Connals, on 
Filaria loa, the cause of Calabar swellings, which proved 
that this species reached its infective stage in certain 
species of Tabanids. Two years ago Blacklock was able to 
demonstrate that the nodular worm (Filaria volvulus) had 
as its vector a minute fly called Simulium damnosum. The 
life-story of the last of the common filarid worms in man— 
Filaria perstans—has now been unravelled by Dr. Dyce 
Sharp, working in the British Cameroons. This is the 
persistent filaria found by Sir Patrick Manson in the blood 
of an African negro in London nearly thirty years ago, 
Unlike Filaria nocturna (I. bancrofti), the larvae of which 
appeared in the blood stream mainly at night, and Filaria 
diurna (F. loa), the larvae of which appeared by day, this 
species could be found at any hour, although it is true 
that it was rather more numerous, as a rule, at night. It 
is, moreover, essentially a parasite of dark-skinned races, 
and is rarely, in West Africa at least, found in white men, 
From this fact Dyce Sharp! deduced that, since day-biting 
flies and night-biting mosquitos attack all colours impar- 
tially, the vector must object to light even at night, and 
so, with the assistance of his native boys, he commenced 
a search for such a fly, which he almost immediately found 
in the local species of Culicoides—a minute midge less than 
two millimetres long, with a hump back and dappled wings. 
This species objected to even one-quarter of a candle power 
at a distance of seven feet; it exhibited a decided prefer- 
ence for a black skin, and refused, to feed, even when 
hungry, on a white one. Using native boys as the hosts, 
the flies were readily infected, but difficulties were imme- 
diately encountered in keeping the flies alive in captivity. 
Even after the necessary information about feeding and 
housing was acquired, trouble was caused by ants. To 
avoid these pests the cage containing the flies was sus- 
pended from a string, but the ants dropped off the ceiling 
and, climbing in, removed the flies! Finally, success was 
obtained by the use of test-tubes plugged with cotton-wool, 
In the Culicoides the life-cycle appears to be similar to that 
of the other filarias. The microfilaria becomes very active 
immediately after entering the stomach of the insect, and 


within six hours after ingestion it moults and passes into 


the stomach wall or fat-body. Its movements become 
lethargic and its body shortens and broadens at first, but 
later increases greatly in length. As it grows older the 
larva migrates into the thoracic muscles, and finally, in 
seven to nine days, reaches the head. When the fly bites 
a host the larva passes down the proboscis, the distal end 
of which it dilates and finally. ruptures. How it actually 
enters the host, and, once there, how it reaches its adult 
habitat at the root of the mesentery or in the perirenal 
tissue, is a problem which has still to be solved. 


THE ROCKEFELLER FOUNDATION AND THE 

= ROCKEFELLER INSTITUTE. 

Tur review of the activities of the Rockefeller Founda 
tion during 1927? by its president, G. E. Vincent, and 
an account of the organization and equipment of the 
Rockefeller Institute for Medical Research,’ recently issued, 
show the admirable manner in which the funds of this 
‘wonderful benefaction are utilized in very widespread 
directions. During 1927 more than 11 million dollars 
were distributed in various ways, the last of these twenty 
categories being surveys of health conditions and of medical 
and nursing education in no fewer than fourteen countries. 
The question whether chief reliance should be placed upon 
private initiation and management, as in the United 
States, or upon Government control, as in Russia, is dis 


1N. A. Dyce Sharp, Trans. Roy. Soc. Trop. Med. and Hyg., 1928, 


2 The Rockefeller Foundation: A Review for 1927. By —— 


Vincent, President. New York. 1928. (Pamphiet, pp. 54; 


' Association. Yearly subscription (six n 
4s. 6d. 


), %5s.; a single number, 


3 The Rockefeller Institute for Medical Research: Organization am 
Equipment. New York. 1928. (Pamphlet, pp. 25; 2 plates.) 3 
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public is primarily a governmental responsibility, and 


that the policy of the Rockefeller Foundation has 
from the start been to build up official health organiza- 
tions by government authorities—national, state or pro- 
vincial, and local. An account follows of the emergency 
relief given in connexion with the devastating floods in the 
lower Mississippi basin in 1927, where at one time more 
than 600,000 persons were dependent upon public support. 
The Foundation gave 2 million dollars to enable the 
Bloomsbury site to be acquired by the University of London, 
and so to erect “‘ a shrine of learning worthy of the city 
and of the academic traditions of England.’”? The account 
of yellow fever research contains a sympathetic notice of 
the late Professor Adrian Stokes. In a_ section headed 
“The migration of man and the spread of ideas ”’ it is 
mentioned that in 1927 funds for fellowships were given 
to 864 persons from fifty-two different countries. The 
Rockefeller Institute for Medical Research is divided 
into three departments—the general laboratories, the 
hospital under the direction of Dr. Rufus Cole, and 
the department of animal pathology, over which Dr. 
Theobald Smith presides. Dr. Simon Flexner directs 
hoth the Institute as a whole and the general laboratories, 
which are grouped in several divisions and subdivisions; 
thus subdivisions in pathology were conducted by Dr. 
Noguchi, whose recent death from yellow fever is a terrible 
blow to medical science, by Drs. Peyton Rous, Olitsky, 
Sabine, Cowdry, and Gates. The main problems now under 
investigation at the Rockefeller Hospital are the acute 
respiratory diseases, acute rheumatism, cardiac disease, 
nephritis and blood chemistry, respiration, and chicken-pox. 


THE MAN WITH THE BARROW. 
ContTINUING its efforts to lighten the burden of human 
labour in industry, the Industrial Fatigue Research Board 
has published a report entitled The Physiological Cost 
of the Muscular Movements involved in Barrow Werk,' 
by Dr. G. P. Crowden. Two earlier reports conducted for 
the Board dealt with the carrying of loads by hand; one 
of them, relating to the physique of women in industry, 
was discussed in our issue of December 17th, 1927 (p. 1155). 
The preface to the report under review disarms one of the 
most obvious criticisms that might be directed against the 
choice of such subjects for research—that the amount of 
purely manual labour is constantly decreasing with the 
extended use of labour-saving appliances and mechaniza- 
tion generally—by the statement that there remain many 
occupations, especially within the ‘“ heavy ’’? mdustries, in 
which the demands made on the worker are mainly 
muscular. Dr. Crowden’s paper deals primarily with the 
physiological cost, as measured by oxygen consumption, of 
the muscular effort involved in heavy barrow work in the 
movement of bricks. His experiments were carried out 
near Peterborough, and his recommendations have been 
subjected to the test of actual working conditions, with 
satisfactory results. In effect, the report offers a technique 
for barrow work, with details regarding the design of the 
Vehicle used, the miost favourable relation between its 
dimensions and thé stature of the worker, the optimum 
load and best method of arrangement, the speed in transit, 
and the general working conditions. To the man in the 
street barrow work is just barrow work: to Dr. Crowden 
it has presented a whole series of physiological and 
mechanical problems requiring scientific investigation. 
Doubtless research on similar ‘lines in other directions 
Would bring about a very considerable amelioration in the 
lot of the manual labourer, and a substantial economy in 
effort. There is, however, one factor which seems to lessen 
the practical value of such investigations. It was found, 


* The Physiological Cost of the Muscular Movements involved in Barrow 

Work. By G. P. Crewden, M.Se., M.R.C.S., L.R.C.P. Industrial Fatigue 

Board, Report No. 50. London: H.M. Stationery Office. 1928. 
Net. 


in the brickworks in the area where these experiments 
were made, that with a normal load there was one method 
of arrangement which was invariably adopted by the 
workers. Now it is true that in this case, as the result 
of the inquiry and subsequent recommendations, workers 
are being advised to vary the load arrangements as suggested 
in the report. The fact that until outside influence had been 


-brought to bear neither the workers nor the management 


had apparently considered the possibility of change, serves 
to remind us how intensely conservative most men are 
with regard to their working methods. No one will suggest 
that such investigations as Dr. Crowden’s, which appear to 
have been executed with laborious care and considerable 
ingennity, are superfluous, but at the same time it is 
impossible to escape the conclusion that much good work 
of this nature is wasted, owing to the reluctance of those 
most directly concerned to profit by the fruits of scientific 
effort: It is probably easier to show that, as in the present 
case, the comfort and efficiency of barrow workers can be 
improved by taking thought than to convince employers 
and workmen that this is so. 


OPHTHALMOLOGY IN EGYPT. 
Mr. A. F. MacCatian, who was for long Director of 
Egyptian Ophthalmic Hospitals, communicated at the end 
of last year to the British Journal of Ophthalmology an 
interesting article on the history of ophthalmology in 
Egypt. Much of the material under review was collected 
by Dr. Meyerhof, whose researches were presented to the 
annual congress of the Ophthalmological Society of Egypt. 
The record. of mediaeval times is of particular interest, for 
in these we see the gradual appreciation of the grossness 
of eye disease, so common in that land. In 1598 a 
Bohemian baron visited Cairo, and first described the 
masses of flies on the eyes of the children, and expressed 
the opinion that the flies were the cause of the ophthalmia, 
‘as they soil, eat, and infect them.’? A Frenchman in 
1745 dubbed Egypt the ‘‘ land of the blind.’”? In the nine- 
teenth century Europe knew only too well the ill. effect of 
Egypt upon the eves, for nearly all the European armies 
that sojourned there during the Napoleonie wars were 
attacked, and many of the soldiers brought back the disease 
to their home lands. It was a mixture of trachoma, 
blennorrhoea, and more harmless forms of conjunctivitis, 
probably due to infections by the Koch-Weeks bacillus. 
The Italian and German oculists shared the British opinion 
as to the contagious nature of the disease, which was con- 
stantly denied by the French and by several of the Belgian 
and Russian observers. The French scholars who accom- 
panied Napoleon found no trace of scientific medicine in 
Egypt; the old Arab traditions had been lost. There was 
a hospital in Cairo—the only one in Egypt—which had been 
founded in the thirteenth century; it was a dirty prison 
where a few insane patients were kept in chains and treated 
with whips. The French introduced sanitary institations, 
but as soon as they left the country these were all destroyed. 
To Mohammed Ali, the Albanian adventurer. who became 
Pasha of Egypt and founder of the present dynasty, 
belongs the eredit of beginning modern sanitation in Egypt. 
He had his daughter vaccinated after Jenner’s new method, 
and by. spreading vaccination attacked one of the principal 
causes of blindness. The needs of his army demanded a 
sanitary service, and this was organized for him by a 
Frenchman, Clot, who founded a large military hospital 
and medical school. So great was the prejudice that Clot’s 
life was attempted in the anatomical theatre while he was 
performing an autopsy. Clot adhered to the non-contagious 
view of ophthalmia and plague, and himself s@fered 
seventeen attacks of ophthalmia during his twenty-five 
years’ residence. To him is due the credit of introducing 
silver nitrate and sulphate of zinc into the therapy of 
eye diseases. German influence was mainly dominant 
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between 1850 and 1880. Koch, during the study of cholera 
in Alexandria, not only discovered the comma bacillus, but 
found the gonococcus in many cases of summer ophthalmia, 


and also discovered the Koch-Weeks bacillus, which was at 


one time thought to be the cause of trachoma. Morax of 
Paris, working in the same city a few years later, found 
another organism, which is the cause of a specific form 
of chronic inflammation of the conjunctiva—the Morax- 
Axenfeld bacillus. Subsequently there came the British 
period of organization, marked by the gradual spread of 
hospitals over the land and the introduction of travelling 
clinics, financed out of a.fund provided by Sir Ernest 
Cassel. Now there are a hundred ophthalmic surgeons in 
the country, and in recent years there has been a notable 
decrease in the number of blind persons, 


PAY BEDS IN LONDON HOSPITALS. 
Tur Pay Beds Committee, appointed by King Edward’s 
Hospital Fund for London in May, 1927, has issued its 
report this week. The committee consisted of the late 
Viscount Hambleden (chairman), Sir John Rose Bradford, 
President of the Royal College of Physicians, Sir Bernard 
Mallet, Mr. V. Warren Low, F.R.C.S., and Professor 
Winifred Cullis, D.Sc. Its reference was to inquire into 
the question of hospital accommodation in London for 
persons prepared to pay more than voluntary hospital 
patients. The report strongly recommends the provision 
of beds on an extensive scale at from 4 to 6 guineas 


‘a week for the benefit of the professional and middle classes, 


whose position as regards medical attention in serious 
illness is much worse than that of the poorer classes. There 
are at present 1,055 pay beds in the London hospitals, a 
larger number than is generally supposed but still falling 
far short of the requirements. The committee recognizes 
that this shortage cannot be met at once, and it suggests 
a steady extension of present accommodation by way of 
new wings to existing hospitals, and possibly of separate 
hospitals for patients who would pay fees on a graduated 
scale. As foreshadowed in our last issue (p. 73), the com- 
mittee strongly advises the introduction of a mutual 
insurance scheme to help persons of moderate means to 
meet the cost of maintenance and medical fees when in 
hospital. In general it recommends that the volun- 
tary hospitals should make it a recognized part of their 
function to provide pay beds for the middle classes by 
means of fresh accommodation, and not using the beds now 
occupied by the working classes and the poor. For the 
well-to-do, who cannot obtain even in the most expensive 
nursing homes all the advantages of a fully equipped 
hospital, it is proposed that the hospitals should provide 
accommodation at charges which will show a clear profit, 
and thus provide a new source of revenue. By these 
various means, it is suggested, the voluntary hospital 
system would become a great co-operative effort for the 
benefit of all classes of the community. 


THE GENERAL MEDICAL COUNCIL. 
Ir would be well if the attention of the public and of the 
medical profession could be directed to an article in the 
July number of the Empire Review by Mr. Norman C. 
King, Registrar to the General Medical Council, in which 
he expounds the composition, the duties, and the limita- 


“tions of that Council. It is true that this task has 


previously been undertaken, and sometimes admirably 
performed, by various people on a number of occasions, 
even officially in the public addresses of the President of 
the Council, and in a ‘‘ Memorandum as to the constitu- 
tio functions, and procedure’’ of the Council by the 
Registrar himself, published not long ago. The present 
"1 Published for King Edward’s Hospital Fund by G, Baer and Son, 


Ltd., Furnival Street, Holborn, E.C.4. (1s.; post free, 1s. 5d. 
2 British Medical Journal Supplement, March 20th, 1926. 


article, however, in a popular review, is calculated to reach 
a different, possibly a wider, audience. It is, of course, 
authoritative, and remarkably clear and effective in spite 
of, or perhaps because of, its brevity. Mr. King points 
out that the Council was not created to promote the welfare 
of professional men or professional corporations, or to put 
down quackery or to advance medical science, but simply, 
as the preamble of the Medical Act, 1858, says, ‘‘ that 
persons requiring medical aid should be able to distinguish 
qualified from unqualified practitioners.’? The unqualified 
practitioner is left free in this country to practise for gajn 
amongst those who choose to employ him, but he is for. 
bidden, under penalty, to pretend that he is qualified, 
Qualified men, on the other hand, are subjected to the 
educational and disciplinary control of the Council. The 
Council consists of thirty-eight members, together with 
three dentists appointed for dental business only. Of these 
thirty-eight, only six are elected by members of the medical 
profession as a whole, and with regard to no fewer than 
twenty-three there is no obligation that they should even 
be members of the profession. The principal functions of 
the Council are three: first, to keep the Medical Register; 
secondly, to see that the name of no one is entered thereon 
unless his professional education has been adequate, or 
remains thereon when he has ceased to be entitled to public 
confidence; thirdly, te provide for the publication of the 
British Pharmacopocia, The limitations of the power 
possessed by the Council in respect of both education and 
discipline are explained in the article, and the facts are 
emphasized that .in considering charges made against 
practitioners the procedure of ordinary courts of law is 
followed as far as possible, that all the statutory powers 
are exercised for the protection of the public, and that 
there are special clauses in the Medical Act of 1858 which 
prevent the name of a practitioner being erased on the 
ground of his having adopted any special theory of 
medicine or surgery, and which prevent the licensing 
bodies from imposing on candidates any obligation to 
adopt, or refrain from adopting, any particular theory. 
These facts are well known to most members of the medical 
profession, but they seem to be but little understood by 
the public, and Mr. King and the editor of the Empire 
Review have performed a very useful service by the 
publication of this article. * 


DAWSON WILLIAMS MEMORIAL. 


Finat List or 

Suvce the last list of subscribers to the Dawson Williams 
Memorial Fund was published in these pages cheques have 
been received from the following: 

Adams, Dr. H., and members of the Tyneside Branch of the 

British Medical Association. 

Anderson, Dr. G. C. 

Baskin, Dr. J. Lougheed (Thame). 

Canti, Dr. Ronald. 

Cunningham, Dr. W. (Whitley Bay). 

Douglas, Dr. C. E. (St. Andrews). 

Gabb, Dr. J. P. (Guildford). 

Hall, Dr. Phyllis (North Shields). 

Jones, Dr. Herbert (Bigbury-on-Sea). 

Lord, Lieut.-Colonel J. R. (Epsom). : 

Leipoldt, Mr. C. L., F.R.C.S. (South Africa). 

Martindale, Mr. W. Harrison, Ph.D. 

Martin, Dr. D. (North Shields). 

Murray, Dr. J. (North Shields). 

Nixon, Professor J. A. (Clifton). 

Nixon, Dr. Doreen G, C. (Clifton). 

Nelson, Dr. C. (Earsdon). 

Rawson, Dr. N. R. (Whitley Bay). 

Smith, Major-General J. B., 1.M.S. (ret.). 

Sainsbury, Dr. H. 

Towers, Br. A. K. (Wallsend-on-Tyne). 

The fund is now closed. The total number of subscribers 

is 400, and the total amount contributed is £885 14s. An 
account of the general meeting of subscribers held ™ 


July 10th was published in last week’s British Medical 
Journal (p. 65). 
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AUSTRALIA AND NEW ZEALAND, AND 
OUR DUTY THERETO. 


BY 


VICTOR BONNEY, M.S., M.D., B.Sc., 
F.R.C8., F.C.S.A. 


As the official delegate recently returned from the Annual 
Conference of the New Zealand Branch of the British 
Medical Association held last February in Hamilton, it was 
my privilege to present to the Council here a beautiful 
inkstand as a token of the loyalty and affection of the 
Branch for its parent body. Inscribed on the plinth are 
the words of Horace, ‘‘ Coelum non animum mutant qui 
trans mare currunt,’’ the sense of which has been happily 
paraphrased by Kipling in the lines: 
‘They change their skies above them 

But not their hearts that roam.” 

My journey to the antipodes, which officially took me 
through practically all the larger towns in New Zealand, 
and later, but not officially, into all the principal cities of 
Australia, and brought me into contact with a large pro- 
portion of the medical men in both countries, has given me 
an understanding of the deep meaning and beauty of the 
words of Horace obtainable in no other way. Loyalty 
and affection to a degree impossible to appreciate 
without such a visit sum up the attitude of the profession 
in these great Dominions towards the ‘“‘ Old Country,’’ and 
this by men separated from the mother-soil sometimes by as 
much as three generations, and always by twelve thousand 
miles of sea. 

Listening to the brotherly words of greeting that were 
showered on me as representing ‘‘ Home,’’ and noting the 
living interest taken in our work, our problems, and our 
difficulties, the question arose in my mind: Are we on 
our side doing all we can in return, and not trusting too 
much to the call of British blood, strong though it be? 
Our attitude, in fact, reminds me of that so commonly 
seen between brothers living a distance apart, between 
whom a strong affection subsists, though they see little of 
one another and correspond less. Each is occupied with 
his own business, each has his own circle of friends and 
acquaintances, and each treads his own furrow, feeling 
certain the while that in that undemonstrative affection 
lies the surety of aid in difficulty and misfortune. This is 
good enough between brothers, but is it good enough 
between cousins and second cousins and connexions still 
more remote? The answer is that, as far as families are 
concerned, it certainly is not. The basic affections and 
tendencies that characterize men and women of British 
stock are among the most unchangeable things in the 
world, but the pressure of geographical, economic, and 
racial environment is a great moulding force, which, left 
to act uncountered, may eventually produce witle differ- 
ences in national outlook and national ‘ culture.’’ The 
antidote is closer contact and more intimate understanding, 
and in this matter the deficiency lies wholly on our side, 
for whilst, at a rough estimate, one out of every ten New 
Zealanders and Australians sooner or later visit the Old 
Country, one mm a thousand would, I think, be a liberal 
estimate for the number of Englishmen and Scotsmen who 
visit the southern Dominions. The adage that seeing is 
believing is truest of all in its application to travel, and 
no amount of reading or hearsay can give that intimate 
vision which is essential if our duties to these great 
Dominions are to be grasped in full perspective. 

New Zealand, which I visited first, is a country of 


beauties more varied than any other patch of land on the 


surface of the globe. Mountainous throughout its length 
and breadth, it yet contains rich agricultural plains very 
much like Kngland and the Scottish lowlands. Rolling, 
Sheep-carrying uplands adjoin them, and from thence you 


pass into high mountains which, in rock and glacier-type, 
more resemble Norway than Switzerland, though the peaks 
are of Alpine magnitude. From them, and from the great 
lakes that lie under them, rushing rivers proceed, which 
the angler at first glance perceives to be ideal salmon and 
trout waters, and the engineer vast potential sources of 
power. Across the North Island stretches the great 
thermal area with innumerable geysers, hot springs, and 
fumaroles, the medicinal value of which has only very 
partially been exploited. In the centre of it lies Lake 
Taupo, an inland fresh-water sea thirty miles long and 
broad, where anyone ambitious to catch a ton of trout 
can do so for a small licence fee. At its southern end 


stand three noble snow-covered volcanoes, one of them still 


active. One hundred and twenty miles south-westward is 
the extinct cone of Mount Egmont, which rivals Fuji in 


| perfection of form, and sixty miles north-westward are the 


Waitomo caves lit up by millions of glow-worms, a unique 
and amazing sight. The vegetation covering both islands 
is rich and varied, the coast scenery everywhere beautiful, 
and the climate delightful. 

The million and a half people of almost pure British 
stock who live in this gifted land have driven roads and 
railways throughout it and dotted it all over with well-built 
modern towns and townships, of which the largest, 
Auckland, has close on 200,000 inhabitants, and it is in 
such surroundings that medical practice is carried on. At 
Dunedin, in the South Island, is the very up-to-date 
medical school which forms a part of the University of 
Otago, the standard of whose training will bear com- 
parison with any other medical school in the world. The 
bulk of its graduates settle in the numerous towns as 
general practitioners, and, without making very large 
incomes, do well, for although the number of very rich 
people is small in New Zealand, yet, on the other hand, 
poverty is rare, and while certain articles are dearer there 
than here, yet on the whole the standard of luxury is 
lower, and there are less incentives and opportunities for 
spending money. General medical practice in New Zealand 
differs from that in England in that the distances from big 
centres are much greater, and the doctor has got to depend 
on himself to a much larger extent. Hence it comes about 
that nearly all general practitioners undertake not only 
minor, but major, surgery, and this is the more easily 
done because the Government has erected all over the 
islands small hospitals which, on the average, are much 
better equipped than the small hospitals here. In the 
larger towns there are finely equipped, big hospitals, also 
provided out of Government money, and certain of these 
are staffed, like our municipal infirmaries, by a paid super- 
intendent and assistants under him, the local practitioners 
having no place in them; a bad system both for the pro- 
fession and the community. The four capital cities possess 
big general hospitals with complete honorary staffs. 

For those of us who cling to the voluntary system, the 
drawbacks of State maintenance are well exemplified, for 
not only is private charity almost non-existent where 
hospitals are concerned, but, being State supported, there 
is a strong body of lay opinion in favour of anybody and 
everybody being eligible as patients. This exploitation of 
the doctor is being strongly combated by the profession, 
but it is in the difficult position of one who, having got 
someone else to pay the piper, wants to call the tune. 
The easy route for obtaining medical ideals by getting the 
Government to pay for them is alluring to those impatient 
for such, but the price ultimately paid is the loss of 
autonomy and the selling of professional birthright. 

Specialization is only possible in the capital cities, not 
merely because in these alone are there populations 
sufficient to maintain a specialist, but because to make a 
man an expert, and keep him an expert, a stream of cases 
sufficient in number from which to acquire and maintain 
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the necessary experience must be constantly forthcoming. 
In child welfare and district nursing New Zealand may 
be said to be one of the leaders of the world, and during 
the last year or two the question of how to reduce maternal 
mortality and morbidity has been receiving very serious 
attention. 

The difficulties that confront the country practitioner in 
New Zealand in this matter are great, for not only is he 
himself isolated from professional assistance, but his patients 
frequently live at great distances from him, and to reach 
them he has often to motor twenty, thirty, or forty miles 
along bush tracks which we, accustomed to our good roads, 
would consider impassable by a car. Statistics in this and 
other countries clearly show that the risks of child-bearing 
are greatest in districts where medical assistance is least 
easily available. To cope with these difficulties, to educate 
the public in the wisdom of placing women about to be 
confined in lying-in hospitals within easy reach of medical 
assistance, to encourage obstetrical research and to stimu- 
late interest in all that pertains to the advancement of 
midwifery, and particularly to move the Government to 
create an obstetric professorship at the University of Otago, 
the Obstetrical Society of New Zealand has recently 
been formed. It has already done much useful work, 
and may confidently be expected to do much more in the 
future. 

Australia is a land of such enormous distances that of its 
stupendous carpet I merely traversed a small part of the 
outer fringe. That part of the coastal zone that I saw 
is beautiful and of a pattern peculiar to itself. Ranges 
upon ranges of big hills covered with bluish-green ‘ bush ”’ 
are interspersed with great grass- and bush-covered plains, 
shimmering under the brilliant sun. The impression is one 
of vastness, both of space and potentiality. The cities are 
large and beautifully spaced out, with every house standing 
in its own tree- and flower-covered ground. Melbourne 
and Sydney hold between them over two millions of people, 
and, viewing them from within, you might imagine yourself 
in Liverpool or Manchester, rebuilt on a cleaner, freer 
scale. There are large medical schools in both of them, and 
also in Adelaide, staffed by men of the first rank and 
splendidly equipped, the department of anatomy and 
physiology at Melbourne, for instance, being by itself as 
large as any two London medical schools put together. 
The conditions of medical practice resemble those of New 
Zealand in some respects, and differ from them in others. 
Isolated from expert assistance as many New Zealand prac- 
titioners are, many of those in Australia are still more 
remote from it, and therefore have to equip themselves 
for, and undertake, eyery variety of work. Unlike New 
Zealand, however, the hospital system of Australia is 
largely voluntary, the Government merely supplementing 
the efforts of charitable subscribers, and the medical pro- 
fession therefore is free of those handicaps which beset its 
brethren in the smaller Dominion. 

The principal cities of Australia being as large as ours 
(London excepted), specialism obtains in them to the same 
extent that it does with us, and the average calibre of the 
men who staff the big hospitals and teach in the medical 
schools is also equal to ours. In both countries, but in 
New Zealand in particular, it is usual for the best of 
the younger men, after qualifying and holding house- 
appointments, to spend a year or more in Great Britain 
and the Continent for the purpose of post-graduate study 
and the holding of house-appointments in England, and 
a considerable proportion of them take the Fellowship of 
the English or Scottish College of Surgeons. As is well 
known, the average standard of those who take house- 
appointments here is very high. 

As regards surgery, Australia and New Zealand are in 
somewhat of a transitional state. In a new country, whose 
population is sparsely spread over great areas. its medical 


men have to undertake every sort of work, for specialists 
are few and not as a rule available by reason of the 
distances. As the population increases and large cities and 
better means of communication arise, the necessity for men 
in general practice to undertake major surgery becomes 
less and less, until at last the ideal stage is reached in 
which every person requiring an operation can, without 
difficulty or delay, be operated upon by a fully trained 
surgical specialist. Between the first and last stages lies 
an intermediate one in which both the general practi- 
tioner-surgeon and the surgical specialist have a place, and 
at which point this intermediate stage should pass into 
the last or ideal stage is a matter on which opinions differ. 
In order to produce a fully trained surgical specialist a 
large amount of clinical material, allocated to him alone, 
is required, and it is obvious, therefore, that the number 
of such men capable of being turned out year by year in 
any given country depends on the size of the population, 
assuming, of course, that the total clinical material is 
used to the full. In the intermediate stage, therefore, it 
becomes a question whether it is better for the community 
to have a large number of lesser-trained mediocre surgeons 
or a smaller number of fully trained first-class surgeons, 
It is for the purpose of regulating the growth of surgery 
and cultivating and maintaining the highest principles of 
surgical practice and ethics that the College of Surgeons 
of Australasia, which includes New Zealand, has been 
formed, and its inaugural meeting, which was opened by 
the Governor-General, Lord Stonehaven, at Canberra last 
March, marked an important step forwards. 

I have thus briefly reviewed the medical profession in 
the two Dominions, and the conditions and circumstances 
under which it trains and works, in order that those of us 
over here, who perhaps have not given the matter much 
thought, may realize the importance of maintaining to the 
full, and increasing if possible, the spiritual alliance which 
binds them to us. Medicine, like the body, is both spiritual 
and material. In so far as it is material it is cosmopolitan, 
for there is no difference in its technique throughout the 
world. On the spiritual side, however, there are wide 
differences depending on national outlook, national circum- 
stances, and national character, and the spirit of practice 
is far more important than the method of practice. 

Australia and New Zealand are an enormous distance 
from Great Britain, and unless we are prepared to over- 
come that disadvantage by more deliberate efforts than 
have yet been made, there is a possibility that the pressure 
of their more immediate environment may cause their 
spiritual outlook to become in time deviated from ours. 
The United States of America are comparatively near 
neighbours to them, and of recent years there has become 
apparent in certain quarters a tendency to lock to that 
great country for material help and spiritual guidance. 
The American outlook necessarily differs from the British 
outlook, and whether one is better than the other is @ 
matter of opinion, but there can be no doubt as to the 
desirability of British nations being guided by British 
ideals. A tour such as I have made leaves one with the 
impression that in this matter Great Britain is singularly 
supine. For one Englishman who visits the Dominions 
twenty Americans go, and of every twenty motor cars in 
Australasia nineteen are American, whilst, coming down 
to our own profession, all the radiological plant and most 
of the medical books, operating tables, and instruments 
are American, and this among peoples who ardently desire 
closer community with us. The necessity for a revision of 
our methods appears to me to be urgent, and as far as 
our own profession is concerned, two things are quite 
clearly called for: first, an improvement in the facilities 
open to Australians and New Zealanders for post-graduate 
work in this country, and secondly, personal visits to 
the Dominions by representatives of the profession at 
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home to promote better understanding and more intimate 
relations, 

The need to improve our post-graduate facilities is very 
great. Much admirable work has already been done by 
the Fellowship of Medicine, but we are still far behindhand. 
In the American and Continental clinics all the post- 


‘graduate work is under one roof, and classes, demonstra- 


tions, and courses in special work are without difficulty 
and without delay at the service of those seeking them. 
The graduate from abroad is deliberately catered for 
by well-organized arrangement, and, more than that, he is 
received with open arms as a visitor much to be desired, 
and all manners of kindness and hospitality are showered 
on him. London, with its widely spread hospitals and its 
multiplicity of staffs, is admittedly a knotty problem from 
the point of view of post-graduate education, and the more 
so because all the larger hospitals have their own medical 
schools, and it is difficult to organize post-graduate clinics 
without interfering with the education of the students. 
The prime requirement is a large hospital devoted solely 
to post-graduate work, but pending this a great deal more 
could be done by concerted effort if only the urgent need 
of such effort, not merely for professional but for national 
reasons, was grasped by ail concerned, 

Finally, I want to press the importance of personal 
visits, not for the sake of what the best of us can teach 
these brethren of ours, if it be anything at all, but for 
the sake of the gesture that the visit implies. Many of us 
visit America and the Continent, but those great lands 
wherein lies the ultimate hope of our race have first claim 
on us, and he who journeys out to them in interest and 
good fellowship puts another rivet in the great chain, 
and is an ambassador needing no other credentials for his 
welcome than that he comes from ‘“‘ Home.’? 


ROYAL SANITARY INSTITUTE. 


THIRTY-NINTH CONGRESS. 
Tue thirty-ninth Congress of the Royal Sanitary Institute 
opened at Plymouth on July 16th, under the presidency 
of Viscount Astor. Its work, which continued throughout 
the week, has been conducted in seven sections, dealing 
with various aspects of hygiene and sanitation, and in 
seven conferences of groups of workers and representatives 
of authorities. Lord Astor, in his address, contented 
himself with what he described as a superficial review of 
modern developments in preventive medicine and hygiene, 
and pointed some contrasts between present and former 
times. He declared that fewer lives were lost by plagues, 


‘including smail-pox, in a year than were lost through 


accident on a fine Bank holiday. 


The Tuberculosis Problem, 

In the Section of Preventive Medicine, over which Dr. L. 
RascuMan, medical director and secretary of the Health 
Committee of the League of Nations, presided, a discussion 
on the present position of the tuberculosis problem was 
opened by Dr. F. J. H. Coutts of the Ministry of Health. 
The factors which had brought about the decline in 
mortality from tuberculosis, he said, were certainly not 
due solely to special measures taken against the disease. 
Nor could he agree that mysterious cosmic forces over which 
we had little or no control were concerned. The pregress 
of sanitary reform and social well-being, greater apprecia- 
tion of the value of fresh air, sunlight, and exercise, as 
Well as special measures for prevention and treatment, had 
all played a part. He pointed out, however, that the 
recent figures showed that the age pericd 15 to 25 had 
failed to share in the general reduction of mortality, and 
that female mortality at this period had actually increased 
of late years. Dr. Ernest Warp (tuberculosis officer, 
Devon County Council) said that the best line of attack 
was preventive measures, and, ‘above all, avoidance of 
Infection, If public health officers collaborated on these 
lines with each other and with the general practitioner, 


tuberculosis should become a rare disease within two 
generations. Dr. Leonarp Kerru (M.O.H., Bethnal Green) 
spoke on tuberculosis as a family and economic problem, 
and advocated subsidized employment schemes. In another 
section Dr. W. G. Savage (M.O.H., Somerset) criticized 
the working of the Tuberculosis Order, 1925, from tle 
point of view of milk infection. He said that the cattle 
were for the most part only notified and slaughtered in 
the late stages of the disease, when they had already been 
infective for long periods. 


Rheumatism. 

In the Maternity and Child Welfare Section Dr. R. ©. 
Ligutwoop (Kensington) discussed the question of juvenile 
rheumatism from the point of view of public health 
administration.. He said that voluntary ‘hospitals—espe- 
cially the children’s hospitals—were seeing the gradual 
disappearance of groups of cases as they came under the 
organization of various State and municipal schemes, such 
as tuberculosis and venereal diseases centres, and school 
clinics. This had obvious disadvantages, the temedy for 
which was to keep such centres and clinics in close asso- 
ciation with hospitals. He urged that rheumatism super- 
visory centres should be, as was the case in Kensington, 
under consulting physicians who were attached to the 
hospitals, so as to ensure unity of control. He disagreed 
with the term ‘“ cardiac centres,’’ holding that the idea 
of the prevention of juvenile rheumatism should be in the 
forefront. _No scheme was complete without adequate 
provision of convalescent accommodation; public money 
might be wisely spent in providing hospital schools. Dr. 
MareGaret Emstie said that in the rear of the acute alarms 
of the rheumatic condition lurked a state of ill health and 
cachexia, in itself very possibly not specific until a specific 
infection was grafted on to it, and in this background 
vitamin deficiency was very likely to be an important 
factor. Dr. (Hornsey) protested that the 
classical teaching that rheumatism was a disease non- 
existent. in infancy and very rare in pre-school age had 
prevented its recognition at a time when this would have 
been most valuable. Dr. A. P. Cawaptas advocated the 
claims of spa treatment even for the slighter forms of 
rheumatism, and urged that children belonging to families 
in which chronic rheumatism prevailed should be sent to 
spas. In another section the relation of rheumatic heart 
disease to industry was discussed, Dr. Carey F. Coomps 
(Bristol) pleading for more careful consideration of the 
possible organization of suitable employment for persons 
with advanced cardiac disease; while the value of the 
factory clinic in dealing with industrial invalidity, one- 
sixth of which was said to be due to the ‘‘ rheumatic ”’ 
group of complaints, was emphasized by Dr. L. P. 
LockHart (Nottingham). 


Immunity Methods in Scarlet Fever and Measles. 

The Section of Preventive Medicine also discussed im- 
munity methods in scarlet fever and measles. Dr. W. A. 
LerueM (Ministry of Health) suggested a scheme for the 
general use of convalescent measles serum, which, he said, 
had proved to be an effective weapon of defence. It was 
worth while for medical officers of health and_ public 
authorities to go to some trouble and expense to provide 
this protection in time of need. Dr. W. T. Benson 
(Edinburgh) said that in scarlet fever the. Dick test and 
the subsequent active immunization of susceptible indi- 
viduals was worthy of more general application, while in 
certain limited fields, more particularly in hospitals or insti- 
tutions for children, the method of sero-prophylaxis or 
sero-attenuation of measles was also of undoubted value. 
The limited source of supply of the immunizing serum, 
however, practically invalidated the general application 
of the method to the child population. 
Kyrntocn (Aberdeen) considered that the available searla- 
tinal toxins could be used with advantage for purposes of 
community immunization. Even though complete immunity 
might not be achieved in all individuals taken, nevertheless 
the primary stimulus would have the effect of making the 
patient’s immunity mechanism respond with greater 


strength when sub-infectious—or even, infectious—doses of 
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streptococci were received. With regard to measles, certain 
work in Aberdeen indicated that, apart from the promising 
but limited field within which convalescent serum might be. 
used for inducing a passive immunity, the prophylaxis of 
measles on a comprehensive scale awaited the confirmation 
of the findings of Degkwitz (1927), whose extensive re- 
searches the speaker summarized Dr. E. H. R. Harrres 
(Birmingham) added a note on the serum prophylaxis of 
measles with special reference to two horse antiserums, as 
to which his verdict on the results was ‘“‘ not proven ”’; and 
Dr. R. A. O’Brien (Wellcome Research Laboratories), in 
another paper, claimed that it could fairly be said that 
the basis of a sound means of prevention, diagnosis, and 
treatment of scarlet fever had been laid. As for measles, 
the utility of convalescent serum for conferring either 
temporary blood protection or for giving active lasting 
immunity, dependent on the time of giving, was accepted. 
The problem for public health authorities was to provide 
and maintain a supply of serum by appeals for volunteers. 


. National Health Insurance. 

A discussion on this subject was to be opened yesterday 
(Friday) by Mr. Henry Lesser (president of the National 
Association of Insurance Committees), an advance copy of 
whose remarks shows that his general line of argument was 
that the State insurance system contained within itself 
elements of a much larger growth than was apparent 
to-day. He demurred to the title ‘ national.” It was not 
a national service; to enter insurance a man or woman must 
first be employed; individuals were brought within the 
scheme, not as citizens, but as wage-earners. It was this 
industrial character of the scheme which distinguished 
national health insurance from other public health services. 
Industry, it would appear, was bearing more than its fair 
share of the cost. Parliament might not unreasonably have 
increased the State grant, but decided instead, under the 
Economy Act, 1926, to reduce it. It might be true that in 
times of national stringency the nation must turn. from 
““ searching its conscience to exploring its purse,’’? but with 
the growth of democratic institutions human values could 
not for long be under-estimated without danger to society. 
Mr. W. M. Marsnaut (Scottish Association of Insarance 
Committees) held that sooner or later the Government must 
provide, where necessary, specialist and consultant treat- 
ment, and must face the difficult and perplexing problem 
of hospital accommodation. The approved societies must 
answer the growing demand that in respect to treatment 
benefits all insured must share alike, and the medical pro- 
fession would require to realize ‘‘ in a much greater degree 
that the granting of public moneys and the assumption 
of public service carry obligations which involve restraint 
and discipline on those of their number who are impatient 
or careless.” Mr. Strantey L. Durr gave an account of 
the development of approved societies, and cited some 
figures relating to additional benefits, from which it 
appeared that dental benefit covered approximately 
12,700,000 persons and _ involved appropriations of 
£2,642,402, and ophthalmic benefit 11,900,000 persons and 
appropriations of £421,199. A further paper was by Mr. 
Gut Hopeson (clerk to the Liverpool Insurance Com- 
mittee), who said that there appeared small likelihood of an 
extension to dependants being made for some time. In his 
judgement the present service should be made efficient and 
complete before any further classes of persons were brought 
into the scheme. Mr. E. F. Spurgeon (Prudential) spoke 
of the seriousness of the present high level of sickness 
experience. It was possible that the experience might be 
lightened by improvement in industrial conditions, but the 
progress of claims on the fund from year to year was not 
encouraging, and there was need for constant watchfulness 
on the part of approved society officials, for strict con- 
scientiousness in the granting or withholding of certificates 
by practitioners, and for cordial co-operation between 
approved society officials and the medical profession. Reso- 
lutions ‘were before the conference favouring the extension 
of the scope of medical benefit and urging the immediate 
provision of expert medical advice and treatment—alike for 
people able and unable to travel to meet the specialist— 
and laborvtory services; and also (in the name of Dr. F. G. 


Bushnell) urging that the Ministry of Health be asked to 
make provision to enable insurance committees to pro-- 
mote or assist local anti-cancer centres on approved lines. 
Among other communications presented to the Congress 
were a number of papers on light treatment and the expe- 
rience of municipal authorities in its provision, several on 
recent advances in research on puerperal fever, and a 
number of papers dealing with the less directly medical side 
of the Institute’s activities, of interest more particularly 
to sanitary inspectors, health visitors, and veterinarians, 


BEIT MEMORIAL FELLOWSHIPS. 


Ar the twentieth annual meeting of the trustees of 
the Beit Memorial Fellowships for Medical Research, the 
appointment as trustees was recorded of Mr. W. Ormsby- 
Gore, M.P., and Lord Onslow, in the place of the late 
Sir Arthur Shipley and the late Lord Cave. 

In his annual report the honorary secretary, Sir James K. 
Fowler, M.D., said that the Advisory Board was able to record 
that the high standard previously reached by candidates for 
election to fellowships had been maintained. Moreover, reports 
from the directors of laboratories showed that. as in previous 
years, the Beit Fellows had been actuated in their work by 
the true spirit of research. and were endeavouring to carry out 
the primary object of the Trast—‘* the advancement by research 
of medicine and of the sciences allied therewith.’’ The extreme 
subdivision of these sciences had now made it Very difficult 
to present in a manner intelligible to those not engaged in 
such studies a summary of the advances in knowledge made 
during the past year by the Fellows, owing to the wide field 
covered by their researches. To this general statement. how- 
ever, one exception might be made—that of Dr. Edward Hindle, 
on yellow fever—a disease to which unusual attention had 
lately been drawn by the lamented deaths of Adrian Stokes, 
Hideyo Noguchi, and William Alexander Young, while engaged 
in its study on the West Coast of Africa. Dr. Hindle, who 
was appointed last year to the newly established Beit Fellow- 
ship. in Tropical Medicine, began work in January, 1928, and 
in the short period that had elapsed since then had obtained 
results in the course of a research on yellow fever which gave 
good ground for the belief that a vaccine had been discovered 
which would afford protection against that disease. It had 
been long known that the causative agent was carried from 
patient to patient by Stegomyia fasciata, a mosquito with many 
aliases. To Adrian Stokes and his fellow-workers at Lagos 
the credit was due of having shown that by mosquito infee-. 
tion the disease could be transferred from man to the Asiatic 
monkey, Macacus rhesus, African monkeys. on the other hand, 
were known to be immune. Dr. Hindle and Dr. A. W. Sellards 
(British Medical Journal, April 28th, p. 713) proved that the 
virus would bear carriage by sea in a refrigerator for twelve 
days or more and still maintain its virulence, and that it 
belonged to the group of filterable viruses. Dr. Hindle, work- 
ing independently, had since shown (British Medical Journal, 
June 9th, 1928, p. 976)— 

(1) That the virus could be preserved when present in a portion 
of liver or of the blood of a monkey dead from the disease by 
drying it in a vacuum, and that as a dried paste or as a powder 
it retained its virulence apparently for an indefinite period. 

(2) That if air were admitted to the containing vessel the virus 
was still active after a period of certainly three weeks or a month. 

(3) That a very minute dose of the virus was invariably fatal 
in from four to seven days to monkeys of the species Macacus 


rhesus. 
(4) That a vaccine prepared from the livers of infected monkeys 


would protect a monkey from the effects of a dose of the vifus 
ten thousand times as great as the fatal dose, and the monkey 
continue to be healthy and lively. 


“There are many points [the report continues] still to be 
decided during the further course of Dr. Hindle’s research, 
such as : (a) the best methods of preparing and of administering 
the vaccine; (b) the dose necessary to afford protection ; (c) how 
long does the protection last? (d) will the vaccine keep? (e) the 
best form in which to transport it to the countries where it 1s 
wanted; (/) are the results obtained with monkeys also true 
of man? Dr. Hindle’s research at every stage in the process 
of manufacture and testing of such a vaccine will require the 
closest possible supervision by men skilled in laboratory tech- 
nique. It may prove advisable that it should be made in 
a country free from yellow fever and from the presence of the. 
mosquito (Stegomyia fasciata) certainly capable of acting as. 
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a carrier. The benefit conferred by this discovery, assuming 
its value to be ultimately established, will not be limited to 
Europeans living in a country where the disease is endemic 
er in which it appears at intervals. It will be shared by the 
native population, who are not immune, as some, in spite of 
what should be convincing evidence to the contrary, still appear 
to believe.’’ 


The following were elected to Beit Research Fellowships : 


Senior Fellowships (value £700 per annum); fourth year 
Fellows elected to Senior Fellows.—(1) Alan Sterling Parkes; 
subject :. The proportion of the sexes. (2) Miss Honor Bridget 
Fell; subject : Experimental studies on the differentiation and 
dedifferentiation of animal tissues. 

Junior Fellowships (value £400 per annum).—(1) Juda Hirsch 
Quastel, D.Se., Ph.D. ; (2) Percival Walter Clutterbuck, M.Sc., 
Ph.D.; (3) Bryan Harold Cabot Matthews, B.A.; (4) Douglas 
Roy McCullagh, M.Se.; (5) Wallace Ruddell Aykroyd, M.D. 


England and ales. 


Centenary of the Sheffield Medical School. 

THE centenary of the Sheffield Medical School was cele- 
brated on July 11th by a special degree congregation, over 
which the Marquess of Crewe, Chancellor of the University, 
presided, in the presence of a large assembly of members of 
the University and of the public in the Firth Hall. Lord 
Crewe expressed the regret of the University at the loss 
by death of Dr, Dyson, late professor of medicine, and after 
welcoming the delegates from other universities he said 
that the growth of the medical school and its development 
into the medical faculty of the University was a singular 
case of one limb of a great organism being more than four 
times as old as the organism itself, and yet not, in any 
sense, the parent of the organism. The medical faculty, 
he continued, was, in fact, an integral part of the Univer- 
sity; it was an advantage to the school of medicine to have 
become a department of the University, and no less an 
advantage to the University to possess so distinguished 
a medical faculty. The representatives of other univer- 
sities were then presented to the chancellor and tendered 
congratulatory addresses. Sir E. Farquhar Buzzard, 
Regius Professor of Medicine, Oxford, referred to the 
somewhat turbulent beginnings of the Sheffield school, 
largely due, he said, to the methods—necessarily secretive 
and sometimes unseemly—at which the profession was in 
those days forced to connive for the sake of promoting 
the study of human anatomy. In recent years, he added, 
the contributions of the Sheffield school to the advancement 
of medical knowledge had been numerous and valuable, and 
the names of its professors and teachers had become 
familiar to the profession throughout the world. © The 
record of the school was one to be proud of, as an earnest 
of even greater achievements in the future. Sir Humphry 
Rolleston, Regius Professor of Physic at Cambridge, said 
that one hundred years ago medical matters were in a 
state of turbulence; the Cambridge medical school was 
in low water and came near to being abolished about the 
time when the Sheffield school was born. Both schools 
could now look back with gratitude to the determined 
tien who had made their present position possible. 
Sir Humphry recalled the fact that the first regius pro- 
fessor of physic at Cambridge, who was appointed in 1540, 
vas John Blythe, a native of Sheffield. He then paid 
avery high tribute to Professor Arthur Hall, who for 
forty years had served the Sheffield Medical School and the 
University as teacher and administrator in many capacities, 

The honorary degree of doctor of science was then con- 
ferred by the Chancellor on Dr. H. Hallett Dale, Professor 
Arthur J. Hall, Sir Frederick Gowland Hopkins, and Sir 
Thomas Lewis. Professor Hall, as was to be expected, 

Yas received with enthusiasm, being known personally to 

ery member of the audience, not only as a,distinguished 

Physician, but also for his outstanding services to the 

Iniversity—in the creation of which he played a leading 

part—in, successively, the chairs of physiology, pathology, 

and medicine, and, latterly, as dean of the medical faculty. 

After the congregation the representatives of the city, of 

Sheffield University, and of other universities were enter- 


tained at an official luncheon by the faculty of medicine, 
and in the evening a large party attended a conversazione 
at the University. 


Welsh Board of Health. 

The Minister of Health, on July 11th, received a deputa- 
tion of Welsh members of Parliament, who waited upon 
him to discuss certain recent changes in the Welsh Board 
of Health, notably his decision not to appoint a successor 
to Sir Thomas Hughes, who was until recently chairman 
of the Board. Mr. Lloyd George said that there was a 
very strong feeling throughout the whole of Wales regard- 
ing the matter, and went on to refer to the effect of the 
changes in relation to national health insurance adminis- 
tration, saying that he had been under the impression that 
Wales was in the same position as England, Scotland, and 
Ireland in respect of the autonomous administration of its 
affairs under the Insurance Act. The Minister’s decision, 
he suggested, had the effect of drawing a distinction 
between Wales and the three other countries, and the 
deputation felt that this was a detriment to the Princi- 
pality. This feeling of indignation was shared by members 
of all parties in Wales. Mr. L. Lougher and Mr. Will 
John supported this view. Mr. Neville Chamberlain 
replied in terms similar to those he employed in explaining 
the change in answer to questions in the House of 
Commons, as reported in our Parliamentary Notes on 
July 7th (p. 38). The view that the recent changes affect- 
ing the Board would diminish its powers was, he said, 
an entire misapprehension. He had in his mind no policy 
the effect of which would be gradually to diminish the 
powers of, and possibly ultimately to abolish, the Welsh 
Board of Health. The steps objected to had been taken 
solely in the interests of good administration. Wales had 
never been in the same position as Scotland or Ireland. 
The Board was not an executive board in the ordinary 
sense of the term; its work was, in fact, done by its 
individual members in their separate individual capacities. 
He had considered the question and had come to the con- 
clusion that, for one reason or another, none of the exist- 
ing members of the Board could be regarded as suitable 
for the post of chairman; he had considered whether he 
should appoint some person who was not now a member of 
the Board, but such a man could not be found without 
causing inconvenience elsewhere, and, moreover, it would 
have involved expense which did not seem to him to be 
justified. He had therefore decided to make no appoint- 
ment. The deputation indicated that in view of the 
Minister’s statement they would like to discuss the matter 
further themselves, and would then, if necessary, approach 
the Minister again. Mr. Chamberlain said that he did not 
feel that any of the representations made would justify 
him altering his decision, but he would be pleased to 
consider any further points the deputation might raise. 


Un‘versity College, Nottingham: Opening of the 
New Buildings. 


On July 10th the King and Queen opened the new 
buildings of University College, Nottingham, of which an 
account appeared in our issue of July 7th (p. 20). Popular 
enthusiasm was heightened by the announcement made by 
the King on reaching the city boundary that, in considera- 
tion of the antiquity and importance of Nottingham, the 
chief magistrate should in future be entitled ‘ Lord 
Mayor.”’ The King was received at the east end of the 
college quadrangle by the Duke of Portland, who is presi- 
dent of the Court of Governors, and Alderman Huntsman, 
Lord Mayor of Nottingham, who is chairman of the College 
Council. They were accompanied by the President of the 
Board of Education, and a guard of honour of the Univer- 
sity College Training Corps was mounted in the East Court, 
where also was the band of the Sherwood Foresters. Their 
Majesties were then conducted to the main doorway in the 
quadrangle, above which is the inscription: Ad gloriam 
Dei et homines artibus instruendos has aedes curavit 
aedificandas Iesse Boot Baronettus MCMXXIII. Here 
several presentations were made, including Lady Boot; 
Professor W. H. Heaton, Principal of the University 
College; Dr. Frank Granger, Vice-Principal; and Mr, 


Morley Horder, the architect. The King then opened the 
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main doorway with a gold key, passing through the new 
buildings into the great hall, where a prayer of dedication 
was said by the Vicar of St. Mary’s. The chairman of 
the College Council read an address in which the history of 
the institution was traced from the year 1877, when it was 
established as a direct result of the Cambridge University 
Extension Movement. Reference was made to the Royal 
Charter granted in 1903, and to the rapid progress since 
that date. The part played by Sir Jesse Boot since 1921, 
in enabling the institution to accord the increased facilities 
for instruction which were urgently demanded, was then 
detailed; and mention was made of the hall of residence 
for some eighty women students, which Lady Boot had 
presented and which was nearing completion. Grants had 
also been received towards the assistance of students in 
poor circumstances. The chairman mentioned that, as the 
result of a public appeal, over £130,000 had already been 
received as the beginning of an endowment fund, and the 
hope was expressed that at no distant date Nottingham 
would be able to take its place among the fully chartered 
universities of the country. In reply to the address the 
King voiced his especial pleasure in opening the new 
buildings, and congratulated those concerned on the support 
that had been received from all classes of the population of 
the city. He added that in the prevailing conditions no 
nation could afford to withhold from its citizens the fullest 
measure of training and culture. The college was in a very 
real sense the child of the corporation, under the watchful 
and generous care of which it had thriven, so that it was 
now able to establish itself outside the city in magnificent 
buildings and grounds, with ample lecture rooms, labora- 
tories, library accommodation, and extensive playing fields. 
The King referred particularly to Lady Boot’s generous 
gift of the new hall of residence for women students. Their 
Majesties then proceeded to inspect the new buildings, 
including the lower hall, the library, the refectory, and the 
=— subsequently taking tea with Sir Jesse and Lady 

t. 


Presentation to Dr. D. S. Davies. 

On his retirement from the post of medical officer of 
health for Bristol, after over forty years’ service, Dr. D. §S. 
Davies was presented by his numerous friends and col- 
leagues with a portable wireless set and a cheque. The 
ceremony was provided over by. Dr. Kenneth Wills, presi- 
dent of the Bristol Medico-Chirurgical Society, in the 
unavoidable absence of Professor Hey Groves, president of 
the Bath and Bristol Branch of the British Medical Asso- 
ciation. The chairman voiced the regret felt at the retire- 
ment of Dr. Davies, and wished him long life, health, 
and happiness. Dr. Wills alluded to previous positions 
held by Dr. Davies, including those of president of the 
Bath and Bristol Branch of the British Medical Asso- 
ciation, of the Bristol Medico-Chirurgical Society, and of 
the Society of Medical Officers of Health. Dr. Davies has 
also been a member of Lord Trevethin’s Commission on 
Venereal Diseases in 1922, and an examiner in State 
medicine for London University, and for the diploma of 
public health examinations in connexion with the Conjoint 
Board and the Universities of Bristol, Cardiff, and Belfast. 
He received the honorary degree of LL.D. from Bristol 
University in 1912, 


The Cicely Northcote Trust. 

The admirable service rendered to St. Thomas’s Hospital 
by the Northcote Trust is made the subject of a foreword 
to the present report by Mr. G. Q. Roberts, the hospital’s 
secretary. The activities of the Northcote Trust are already 
widely known. It was established in 1909 by Mr, Hugh 
Northcote, aud one of the conditions of the trust was that 
the same measure of assistance already being given to the 
out-patients of the hospital should be available for the in- 
patients and their families. In 1904 the governors of 
St. Thomas’s appointed a lady inquiry officer to be known 
as the lady almoner. This appointment foreshadowed ao 


_very wonderful development of the hospital work, and led 


to the establishment of a staff of lady almoners, whose 
duties, however, were confined until 1909 solely to the 
investigation and relief of the social conditions of the ve 

inany out-patients in attendance. The medical staff quickly 


realized the great value of this assistance, and heartily 
welcomed the extension of the scheme to the in-patients 
and their families, as was made possible by the generosity 
of the Northcote trustees. Many instances ave given in 
the present report to show the very great benefit afforded 
to the in-patients as a result of inquiry and help by the 
lady almoners, and it may now be said that there are few 
patients in the hospital whose circumstances are not suff- 
ciently well known to obviate any possibility of hardship 
to them or to their families through neglect. Medical 
practitioners are well aware of the difficulty often encoun- 
tered of inducing many patients, especially mothers, to 
come to hospital in the early stage of an ailment, as, for 
example, an incipient cancer. A wife, perhaps, says she 
cannot leave her home. Who is to look after her children? 
It is just here also that the services of the lady almoners’ 
staff are so valuable. Arrangements are made with an 
employer to keep a situation open, or with someone to take 
the place of the worker at home, to carry on during the 
patient’s stay in hospital. The most delicate and difficult 
duties of the lady almoners’ staff, however, are concerned 
with the help and rehabilitation of patients suffering from 
mental ailments. In any large general hospital there are 
always to be found a number of patients who suffer from 
neuroses or from more serious mental disorder. It is not 
surprising that in cases where home conditions are particu- 
larly trying and disagreeable such patients should look on 
the hospital as a quiet haven from the struggle of life 
outside, and find it extremely difficult to return to their 
hard daily routine. In many cases it is the task of the 
lady almoners to find fresh enviroriment, new purposes, and 
interests which may open fresh avenues to a normal healthy 
life. The report refers to the need for full and adequate 
treatment in the early stages of mental disorder, and to 
the fact that the task confronting the Northcote Trust 
worker in these cases would be far less complicated if 
patients came for treatment before they had taxed to the 
utmost the resources and understanding of their family and 
friends. One of the chief difficulties in dealing with the 
re-establishment in the outside world of patients with long 
histories of neuroses is the inadequacy of the informa- 
tion as to their previous admissions to hospitals or clinics, 
and it is urged that some machinery for passing on the 
histories from treatment centres be evolved. It is only 
hy such means that the hospital after-care worker can hope 
to achieve her object. 


Scotland. 


Small-pox in Scotland. 
Tue outbreak of small-pox mentioned in the Journal of 
July 14th (p. 72) is attracting considerable attention from 
local authorities in Scotland. In Brechin investigation of 
cases notified as chicken-pox has resulted in the discovery 
that a certain number are in fact small-pox, similar to the 
type of which there were some 150 cases in Dundee last 
year. In Glasgow a warning has been issued by the 
medical officer of health advising Glasgow people who may 
be arranging to spend a holiday in the district where 
small-pox has broken out to be vaccinated before going 
there. 


Harvey and Aberdeen. 

At the June meeting of the Aberdeen Medico-Chirurgical 
Society, with Dr. Thomas Fraser in the chair, Professor 
J. A. MacWilliam, F.R.S., gave an address entitled 
** Reflections on Harvey’s work.’’ After some remarks on 
the life and personality of Harvey, he sketched the long; 
established views associated with the name of Galen, and 
the contributions of some of the precursors of Harvey 


Servetus, Leonardo da Vinci, Fabricius, and others. The 


fundamental observations and animal experiments were 
reviewed, and also the reasoning which led Harvey to the 
idea of ‘‘a movement, as it were, in a circle,”’ together 
with the work of the successors of Harvey (Malpighi, 
Leeuwenhoek, and others) in demonstrating the capillary 
circulation. The profound significance of Harvey’s great 
achievement was emphasized, not only in its obvious 


applications of fundamental importance in physiology and 
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medicine, but also as regards the change which it had 
induced in the general attitude of mind towards the 
problems of the animal organism, introducing a new spirit 
and method in the study of their relation to the forces and 
processes of the external world. Dr. W. Clark Souter read 
a paper on the visit to Aberdeen in 1641 of William Harvey, 
when he was made an honorary burgess of the city. Dr. 
Souter showed a number of lantern slides illustrating this 
and other Harveian topics, together with a number of 
Harvey portraits; he gave his views on the authenticity 
and origin of the Harvey portrait in the society’s posses- 
sion, a gift from Sir Walter Farquhar in 1815. 

~ Tuberculosis in Aberdeenshire. 

The annual report of Dr. H. J. Rae, medical officer of 
health for Aberdeenshire, dealing with the year 1927, is 
specially concerned with the question of tuberculosis. It 
is stated that, in this country, institutional treatment is 
provided on a most generous scale, and patients after 
treatment in an institution are offered the use of shelters 
which can be erected in rural areas and other places 
where open space is available. While it is agreed that 
efforts at eradicating tuberculosis have met with a con- 


siderable measure of success, which institutional treatment 


has undoubtedly helped, it is suggested that institutional 
treatment can never eradicate tuberculosis, for, although 
an expensive therapeutical method, it occupies a relatively 
short period in the patient’s life. Tuberculosis is a social 
problem intimately related to heredity, wage-earning 
capacity, and social and housing conditions, and it is 
really a disease of the home. Institutional treatment, 
however, teaches the patient how to live and regain some 
degree of working capacity as well as how to avoid a 
recrudescence of the disease. 


Edinburgh Post-grecuate Courses. 

Tho syllabus of post-graduate courses for the approaching 
vacation term has been issued by the committee appointed 
by the University and School of Medicine of the Royal 
Colleges to arrange them. These courses have now been 
given since 1906, except for the period of interruption 
during the war. The syllabus announces courses in tuber- 
culosis, venereal diseases, surgical pathology, diseases of the 
nose, ear, and throat, and ophthalmoscopy, to be held at 
various times of the year at fees ranging from two to 
ten guineas. Tho special vacation courses now commencing 
include the following. A course in obstetrics, gynaecology, 
and diseases of children will be held from July 16th to 
August 11th, and inciudes daily clinics at the Royal 
Maternity Hospital and in the gynaecological wards at the 
Royal Infirmary; attendance at child welfare clinics, ante- 
natal clinics, and clinics on diseases of children in the 
Royal Hospital for Sick Children, and a series of lectures 
upon such subjects as infant feeding and ophthalmia 
neonatorum; the fee for this course is ten guineas. A 
general practitioners’ course will commence on August 13th 
and continue for four weeks till September 8th; it will 
include demonstrations upon applied anatomy, but will be 
mainly clinical, with meetings in the Royal Infirmary for 
clinical medicine and clinical surgery daily; clinics twice 
weekly in the Royal Hospital for Sick Children and special 
clinics once weekly upon infectious diseases, gynaecology, 
diseases of the eye, diseases of the throat, and dermatology ; 
m the afternoons demonstrations will be arranged with 
reference to ba&cteriological diagnosis, morbid anatomy, 
lupus, radiology, ultra-violet‘ light treatment, dental treat- 
ment, and venereal diseases; the fee for this course is 
ten guineas. A general surgical course runs concurrently 
with the last, and includes demonstrations in applied 
anatomy, the surgical diagnosis of renal disease, abdominal 
surgery, orthopaedics, and surgical pathology; there are 
also clinics relating to general surgery, surgical out- 
patients, gynaecology, surgical diseases of children, 
venereal diseases, and radiology; the fee for this course is 
ten guineas. Various special courses at individual fees can 

takén at the same time if desired in such subjects as 
vaccine therapy, medical chemistry, and diseases of the 
lood. Application to join any of the courses should be 
made to the Secretary, Post-graduate Courses in Medicine, 
University New Buildings, Edinburgh. , 


Correspondence. 


CARBOHYDRATE METABOLISM IN 
HYPERTHYROIDISM. 

Srr,—Dr. Henry Moll has recorded in your issue of 
July 14th (p. 51) the beneficial effects of a diet rich in 
carbohydrates in cases of Graves’s disease. These clinical 
observations confirm the conclusions, arrived at by me ten 
years ago as the result of observations in experimental 
hyperthyroidism in animals, that ‘ in Graves’s disease a 
carbohydrate-rich diet is indicated to counteract the loss 
of flesh which is one of the features of the disease.”’' 
Since most writers on the relation of the thyroid gland to 
carbohydrate metabolism find it difficult to correlate the 
known facts, this may be a suitable opportunity to give 
a brief re-statement of a conception which I have put 
forward in a number of papers, and which, so far as I can 
see, affords an adequate explanation of the various appar- 
ently paradoxical features of hyperthyroidism. ; 

In hyperthyroidism, however induced, there is a stimula- 
tion of the glycogenic functions of the liver in the sense 
that more sugar is being passed into the blood and more 
glycogen is being formed by the liver. The sugar which 
is passed into the blood is oxidized away so that the blood 
sugar shows no marked deviations from the normal. As 
the result of the increased formation of glycogen the liver 
begins to attack the protein of the body and transforms it 
into glycogen. Hence the increased nitrogen excretion and 
the loss of weight. It is logical, therefore, to counteract 
this effect by increasing the available carbohydrate in the 
diet. 

This statement refers to the simple uncomplicated con- 
ditions of hyperthyroidism in which there is never a 
glycosuria. But hyperthyroidism, if prolonged, may be 
complicated by secondary changes which manifest them- 
selves clinically by more severe disturbances in the blood 
sugar or even by the development of diabetes mellitus. 

Experimentally Burn and Marks have recorded the para- 
doxical behaviour of the blood sugar occurring in rabbits 
which had been kept in a condition of hyperthyroidism for 
several weeks. Prolonged thyroid feeding produces changes 
in the suprarenal glands which I have interpreted as an 
inhibition of the gland, and I suggested that Graves’s 
disease may be due to a breaking down of this inhibiting 
mechanism in the suprarenal gland. It also produces 
definite changes in the islets of the pancreas, the signi- 
ficance of which is yet obscure. In pathological hyper- 
thyroidism, as it occurs sometimes spontaneously in mice, 
I have recently been able to observe definite changes in the 
suprarenals of four such cases. These mice, which were put 
at my disposal through the kindness of Professor L. Hill, 
showed a very pronounced exophthalmos and had greatly 
enlarged thyroid glands. In three the suprarenal medulla 
was greatly hypertrophied and was actively secreting. In 
the fourth animal the medulla of one suprarenal was 
greatly hypertrophied while the medulla of the other gland 
was almost completely atrophied. 

The observations indicate that in pathological hyper- 
thyroidism the suprarenal gland is frequently, if not 
always, involved, but that the extent to which it is 
involved differs greatly in different cases. At first there is 
stimulation, but, as the one case referred to shows, this 
may be followed by degenerative changes. The condition of 
the carbohydrate metabolism will vary accordingly. With 
a hyperactive suprarenal the glycogenic function will be 
stimulated; when the gland degenerates it will be in- 
hibited. In pathological hyperthyroidism, in which there 
is always a prolonged activity of the thyroid gland, the 
metabolic condition cannot be explained entirely by refer- 
ence to the state of the thyroid gland. The state of the 
suprarenals, and probably also of the islets of Langerhans, 
have to be considered. A more detailed statement will be 
found in my recently published book, Fever, Heat Regula- 


tion, Climate, and the Thyroid Adrenal Apparatus 


(Longmans, Green and Co.).—I am, ete., 
London, W.C.1, July 16th. W. Cramer. 


1 Cramer and McCall: Quart. Journ, Exp. Physiol., 1918, vol. 12, p. 105. 
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A CAROTID RESPIRATORY REFLEX. 

Sir,—In your interesting annotation on the work of 
Daniélopolu and his collaborators at Bucarest, under the 
above heading in the Journal of July 7th (p. 25) vou 
state that ‘‘ the reflex is started in the tunica intima of 
the artery, and at a particular spot in the carotid sinus.” 
Further on ‘‘ So far very little study has been undertaken 
of the relation of the reflex to pathological conditions.” 
If this observation is correct—that the reflex is started in 
the tunica intima—it may be of great importance, especially 
in its relationship to the causation of sudden death. 

In an investigation' of 100 cases of sudden death under 
anaesthesia and unexplained deaths circumstances 
which called for examination by the Crown authorities, Dr. 
John Anderson and I drew attention to the frequency with 
which cholesterol deposits were found in the intima of the 
carotid sinus, even in very young infants. ‘* The degenera- 
tive changes in the vessel wall are usually clear to the 
naked eye, the carotid vessels in a number of cases showing 
rows of fatty elevations of the intima as large as a pin 
head. These vessels, often omitted from routine post- 
mortem examination, show changes more commonly than 
others in status lymphaticus, especially at and just above 
the bifurcation.”? 

As no agreement about the size and weight of a 
“normal”? thymus is ever likely to be achieved, and as 
the trend of all modern opinion is against the thymus 
gland having any immediate relationship to the cause of 
death in cases of this kind, investigation of how far the 
involvement of the tunica intima by pathological infiltra- 
tions would alter this reflex during anaesthesia or under 
other strain, might provide a most fertile field for study 
and from a medico-legal point of. view might be of far- 
reaching importance and value. 

There are probably other areas of the arterial tree 
where similar reflexes have their origin, for instance, 
where the cocliac artery divides. This is another situation 
where involvement of the arterial wall is often found in 
sudden death.—I am, etc., 

Victoria Infirmary, Glasgow, July 8th. 


J. A. M. 


PROTECTION OF THE MEDICAL PRACTITIONER 
SIGNING LUNACY CERTIFICATES. 
Sir,—The first resolution of the Bournemouth Division— 
“That in ne to. Section 330 of the Lunacy Act, 1890— 
(a) the onus of proof of want of reasonable care and want of 
good faith should be on the plaintiff; (+) unless ihe plaintiff 
ean satisfy the judge that he is able to prove in a court. of law 
the want of reasonable care and good faith, the case should not 
proceed to trial; and (ce) the judge should be able to call in 
expert opinion on the point of reasonable care in respect of 
medical certificates if he himself is in any doubt ’— 
does not give the protection which was intended when the 
bill was introduced, nor that which medical men are 
entitled to demand. When the Act of 1889 was introduced 
into the House of Lords Lord Haishury said that one of the 
points in the bill was the protection of medical men and 
others against vexatious actions where they have acted in 
good faith, and the Home Secretary, Mr. Matthews, stated 
on June 3rd, 1889, in the House of Commons, that a new 
feature had been introduced into the bill—namely, that 
there should be an inquiry before a permanent judicial 
tribunal. In order to obviate the evils of vexatious actions 
against medical men, and also to provide a_ security 
against any possible abuse of the anomalous privilege which 
medical men have so long enjoyed, it is provided that a 
judicial inquiry shall be held and a judicial decision 
obtained before a person can be permanently confined as 
a lunatic. 

It is clear, therefore, that it was the intention of 
Parliament to give complete protection to the medical man 
signing a Junacy certificate, and apparently it was needed 
then, for Dr. Farquharson said that doctors at that time 
were in such dread of legal proceedings that they hardly 
ventured to certify lunacy at all. This is exactly the 
position we are in now, and the judicial tribunal which was 
set up to protect us and to ensure that our certificate might 
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not be the cause of the detention, has failed, because under 
Section 330, Clause 2 states that in order to arrest pro- 
ceedings we have to satisfy the judge that there were no 
grounds for alleging want of good faith or reasonable 
care. ‘ Reasonable care’? was a most unfortunate phrase, 
for what might appear as reasonable care before an event 
might look very foolish afterwards. It wonld require some- 
thing approaching infallibility to be able to convince the 
judge that there was no want of reasonable care; there 
have been, consequently, quite a number of vexatious 
actions. 

1 trust, therefore, that the Bournemouth resolution will 
be so strengthened that when a medical man has under- 
taken the unpleasant duty of issuing a lunacy certificate 
in the interest of his patient and the public he will be able 
to feel confident that while he acts in good faith he will 
not be liable to vexatious litigation, even if he has made 
an error of judgement—for who is infallible am, etc., 
Wa. R. Witson, D.P.H., F.R.C.S.1. 


Hornsey, July 10th. 


THE MERCURY BAG. 

Smr,—Dr. Douglas Smith, in his interesting note (July 
14th, p. 53), draws attention to a method which is capable 
of rendering wider service than he indicates. It has been 
used in Dundee Royal Infirmary since, about twenty-five 
years ago, 1 took it to replace compression by a_ shot- 
filled condom for persistent pelvic infiltrations such as 
haematoma. It has been employed with success for such 
cases, and also as Dr. Smith uses it for the incarcerated 
retroplaced uterus. On one occasion it enabled me to 
return an inverted uterus. The large Barnes’s bag is shit- 
able, and is easily laid transversely in the posterior fornix. 
The barrel of the old glass urethral syringe is a convenient 
funnel by which to pour the mercury into the tube. In 
using the method the fact that mercury in bulk feels 
rather cotd is worth remembering. The available stock of 
mercury should be about four pounds.—I am, etc., 


Dundee, July lth. R. C. Burst, M.D. 


RESULTS OF TREATMENT OF UTERINE CANCER. 

Srr,—I have received by post a pamphlet entitled ‘ The 
Radium Treatment of Cancer of the Uterus,’’ published by 
the Cancer Research Committee of the London Association 
of the Medical Women’s Federation, which is said to be a 
report of that committee to the Medical Research Council 
and the British Empire Cancer Campaign. On page 8 is 
a table giving certain statistics relating to the radical 
surgical treatment of cancer of the cervix. In that table 
1 am stated to have operated upon ‘‘ 90 cases out of a 
total of 150 cases seen, with a primary mortality of 
20 per cent. and a five-year cure rate of 40 per cent., and 
an absolute cure rate of 26.6 per cent.’’ In a bibliography 
appended a few pages later my. report is stated to have 
appeared in the British Medical Journal, 1€25, vol, it, 
page 282. ¢ 

Being unable to recognize the figures attributed to me, 
I looked up my original article according to the direction 
in the bibliography. I delivered it at Bath in 1925 at the 
Mecting of the British Medical Association, where I intro- 
duced the subject of the surgical treatment of malignant 
disease of the uterus at the Section of Obstetrics and 
Gynaecology. The figures that I gave on. that occasion 
were as follows: 182 operations out of 303 cases seen, with 
an operative mortality of 16 per cent., a five-year cure rate 
of 40 per cent., and an absolute cure rate of 25 per cent. 
These figures are given so clearly that no one reading the 
paper, even hurriedly, could be in any doubt about them. 

Under the table referred to it is stated that ‘ records of 
more recent cases by Wertheim and Bonney give the primary 
mortality as 8 per cent. and 16 per cent. respectively.” 
As regards Wertheim’s figures, all that can be said is that 
as he died many years ago, and his latest results were 
published many years ago, there seems no legitimate reason 
why they should not have been quoted in preference to 
those older figures which appear with his name in the 
table referred to. As regards myself, it would appear that 
the writer of the pamphlet knew that in 1926 I read at 


1 Status Lympbaticus and Sudden Death, Glasgow Medi al J 
Beptember, 1927 , g edical Journat, 


the Section of Obstetrics and Gynaecology, and subsequently 
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published in the Proceedings of the Royal Society of 
Medicine, an article dealing with 214 patients operated 
on out of 340 patients presenting themselves, with an opera- 
tive mortality of 15.8 per cent. (12 per cent. in the last 
114), a five-year cure rate of just under 40 per cent., and 
an absolute cure rate of 25 per cent. 

The pamphlet in question, since it was accompanied 
by a leaflet making a special appeal for money for which 
a form of donation was attached, has presumably been 
circulated with its inaccurate figures amongst the general 
public. This is bad enough, but, more than that, it is a 
report to the Medical Research Council and the authorities 
of the British Empire Cancer Campaign. At the outset of 
the pamphlet it is stated, ‘“‘ great care was necessary in 
making a comparative study of the reports of the surgical 
and radium treatment of uterine cancer.”’ This is per- 
fectly true, and therefore the least that can be said is that 
these misstated figures are an instance of gross carelessness. 

I seem to be unfortunate in this matter, for it was only 
in August last year that I and my colleague Mr. Comyns 
Berkeley had to protest in your correspondence columns 
against the imaccurate use made of our figures in the 
review of cancer of the uterus published by the Ministry 
of Health, and written by Miss Lane-Claypon, M.D.— 
I am, etc., 


London, W., July 17th, Victor Bonney. 


THE ETIOLOGY OF MONGOLISM. 

Sir,—The great majority of the cases of Mongolism 
which I have observed can be placed in one of the following 
groups: the first child of a very young mother; the first 
and only child, often, but not always, born of a late 
marriage; the last child of a family, generally bern of a 
mother nearing the menopause. 

I suggest the theory that there are five phases in the 
life of each ovary: (1) The period of immaturity. (2) A 
short period of pre-maturity in which the ovum is fertiliz- 
able but incapable of developing into a perfect embryo. 
(3) The period of sexual maturity. (4) A short period 
before the menopause in which the ovum is still fertilizable, 

§ but no longer capable of producing a perfect embryo. 
(5) The period of final degeneration after the menopause. 

The phases (2) and (4) are obviously those in which there 
is a risk of producing the Mongolian type; pathological 
degeneration of an ovary might occur at any period of the 
sexual life, thus accounting for the relatively common 
Mongol only child. There is no reason to suppose that both 
ovaries must degenerate simultaneously, so the occurrence 
of two, but only two, Mongols in one family is theoretically 
possible. 

Dr. Armstrong (whose paper appeared in the Journal of 
June 30th, p. 1106) will be interested to know that I have 
such a case under observation at the present time. There 
were seven children of the marriage; the fifth and seventh 
were typical Mongolian imbeciles, but the sixth was 
a normal child. The mother was 40 years old at the 
birth of the fifth child. 

The theory which I have vaguely outlined would be 
invalidated by a proved case of uniovular twins, of which 
the one was a Mongol and the other a normal chiid.— 
Iam, etce., 


Leicester, July Ist. J. M. Macxrntosu. 


SHOCK AND ABORTION. 

Smr,—In view of the letters on this subject published 

on February 25th (p. 327) and March 3rd (p. 375) the 
following occurrence may be worth recording. 
_ The coroner asked me to investigate the cause of death 
ma woman, aged 36, who was found dead in her bedroom 
with a bowl containing soap solution and a Higginson 
syringe under the bed. 

At the necropsy she was found to be a healthy woman, 
and the stomach contained a large undigested meal. In the 
uterus was a foetus of the age of 15 weeks. Between the 
membranes and the uterine wall there was a full half pint 
of soap solution, containing some undissolved soap shavings; 
the solution was so strong as to be like a thick paste. The 


os uteri was undilated, and there was no haemorrhage. 
Except that the blood and endocardium had a lavender-like 
tinge, there were no macroscopic changes in the organs. 

Tho history was that she ate a meal at noon and went to 
her bedroom. At 1 p.m. she said she was not well; she 
asked for tea, but died before it was prepared, giving a 
few gasps and falling back on the bed. 

It seemed incredible that undissolved soap shavings 
should pass the valve of a Higginson syringe and an 
undilated os, but I find that it will.—Il am, etc., 


London, E.13, July 8th. A. E. Kennepy. 


VOLUNTARY HOSPITALS AND THE STATE. 
Sir,—The agenda for the meeting of the Marylebone 
Division on June 28th had the following item : 


Awnnvuat Report or Councit (in large type). 
Adjourned discussion. 
Notice of Amendments have been received from : 
1. Dr. David Roxburgh. 
2. Dr. Graham Little, M.P. 
Mr. Eccles suppresses the material fact that my amend- 
ment was, as announced, an amendment to the Annual 
Report of Council, and describes it as ‘‘ cryptic” and 
“‘ secret.”? Of course, [ am not responsible for the form 
which the agenda took, but I do not think that his epithets 
are justified. 

The figure of 1,500 as being the number of invitations 
sent out was given to the meeting by the secretary and 
quoted by me on that authority. Since that date the 
secretary has informed me that the number was ‘ nearer 
1,200 than 1,500.” It is Mr. Eccles who is in greater need 
of correction on this point than I. 

With the agenda paper a leaflet was issued notifying 
these 1,200 recipients that the Division would proceed to 
nominate two direct representatives upon the General 
Medical Council. The business of the meeting, therefore, 
was perhaps of rather especial importance, and I submit 
that an attendance of 11 out of 1,200 summoned demon- 
strates a regrettable indifference, almost amounting to a 
boycott of the Marylebone Division. by the practitioners 
residing in Marylebone, who consist so largely of con- 
sultants. 

Mr. Eccles claims that the scheme of the Hospitals 
Committee over which he presides restricted the functions 
of the ‘“‘ Central Authority ’’ to advice only. Unfortun- 
ately for his contention, however, the Appendix to the 
Annual Report of Council goes on to say that the ‘‘ hospital 
grouping which the Association envisages would be on lines 
similar to those suggested in the Interim Report of the 
Consultative Council on Medical and Allied Services, 192Z0.”’ 
Reference to the report thus named, I think, disposes of 
the suggestion that the Central Authority would be content 
with giving advice only, whatever might be the desire of 
the Hospitals Committee. It is expressly set out in the 
recommendations of that Interim Report that by the opera- 
tion of the scheme recommended, all the medical services, 
including the teaching and other voluntary hospitals, would 
be ‘brought together in close co-ordination under a single 
Health Authority for each area.”’ Again, “ It is vital to 
the success of any scheme of Health Service that there 
should be unity of idea and purpose . . . and there will be 
need for a new type of Health Authority to bring about 
unity of local control [the italics are mine. E.G.L.] for all 
health services, curative and preventive.’? The composition 
of the health authority recommended by the Interim Report 
is set out in Section $8: three-fifths of the membership was 
to be constituted ‘‘ by representatives elected by popular 
vote’? (presumably by the same method as Poor Law 
guardians have been elected), and the other two-fifths, it 
was suggested, ‘‘ should be persons whose special know- 
ledge of health questions would be of value.” The report 
expressly says: ‘‘ By such an arrangement the elected 
representatives would hold the majority of votes, and the 
nominated members would contribute to the skilled know- 
ledge necessary for successful deliberation.” Inasmuch as 
the Ministry of Health inherits the wide powers of the 
Local Government Board, the “* representatives elected by 
popular vote ”’ would be under the authority of the 
Ministry. Surely my view that the control of all the 
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hospitals thus co-ordinated would under this scheme ulti- 
mately pass to the Ministry of Health is amply justified. 

The discussion at the Marylebone Division disclosed some 
interesting discrepancies in the views of the two pro- 
tagonists of the Council who were present. The Treasurer 
described the scheme detailed in the Appendix as ‘* a subtle 
maneuvre,”’ as ‘‘ an astute political move,’’ designed rather 
to outwit the enemy than to afford a really satisfactory 
solution of the problem, statements for which he was repri- 
manded by the Chairman of the Hospitals Committee, whose 
overweening self-complacency prevents him from seeing the 
report of his committee otherwise than as a “ carefully 
thought out scheme for the co-ordination of hospital pro- 
vision.”’ But if the Hospitals Committee can do nothing 
better than to reproduce in its essential features a scheme 
for co-ordination of medical services which fell stillborn 
upon its production in 1920 and has never exhibited any 
signs of life since then, they surely write themselves down 
as being singularly empty of initiative or statesmanship. 
By resuscitating this scheme the Hospitals Committee 
are doing their best to supersede the voluntary system by 
bureaucratic and ministerial control. 

It is interesting to note that the signatories of the much 
more important letter which follows that of Mr. Eccles in 
your issue of July 14th from the President, Chairman of 
the Council, and Chairman of the Weekly Board of the 
Chelsea Hospital for Women, take the view which I have 
ventured to urge. They say: ‘‘ The time would seem to be 
ripe for the representatives of the London hespitals to 
devise a scheme under which the voluntary and .municipal 
institutions could work together without the loss of the 
voluntary management. and support.’’ It is with the object 
of stimulating the ‘‘ representatives of the London 
hespitals ’? to combine in opposition to these’ insidious 
attacks upon the voluntary system that I am moving my 
amendment at Cardiff. I have received notice that the 
Hampstead Division has instructed its representatives to 
support that amendment, and I hope other Divisions will 
take the same action.—I am, etc., 


London, W.1, July 16th, E. Grauam Litt te. 


CARE OF THE HEALTH OF MERCHANT SEAMEN. 

Sir,—I venture to submit again that the British Medical 
Association should consider the case of merchant seamen, 
and adopt some means for forcing the hand of the Board 
of Trade to compel the Board to hand over the responsi- 
bility for the health of the 200,000 merchant seamen to the 
Ministry of Health. 

Merchant seamen, as regards their health, are hardly 
treated fairly by the State. No one is made definitely respon- 
sible for their health, but the Board of Trade has for vears 
recorded their deaths, and, by its surveyors, exercises 
control over the building of ships and so over the accom- 
modation and sanitary conditions under which seamen live. 
Their deaths are reported to the Board of Trade, but come 
under no medical scrutiny, the Board having no medical 
official of the standing of a medical officer of health. As 
a result, no annual report about their health is published 
—nothing resembling the annual reports of the chief 
medical officer of the Ministry, or the health reports of the 
services, which reports, between them, cover the health of 
all men in England and Wales except the merchant seamen. 

No valid excuse for such neglect can be seriously offered 
to the medical profession, particularly as the enteric death 
rate of seamen has only fallen by 50 per cent. in twenty- 
five years, but everywhere else in this country, in the same 
period, by 90 per cent., as 1 hope to show in a paper to 
the Royal Sanitary Institute this week. 

The deaths of landsmen assist the sanitary branch to 
lower the death rates of their successors, but it is not so 
in the merchant service, where death rates fall by reason 
of sanitary research conducted in relation to people on 
shore, not among seafarers, there being no co-ordinating 
authority to stydy the diseases of merchant seamen as 
a whole. The fullest knowledge of the diseases of seamen 
and the measures due for their prevention is that possessed 
by the medical officers of health of the port sanitary 
authorities, who hear from each ship as she arrives what 


diseases have occurred during her voyage, and learn, by 
their own immediate inspection, the sanitary state of the 
ship when she is working. (Board of Trade surveyors 
are by their own instructions forbidden to inspect ships 
unless they have been cleaned.) Now these medical officers 
of health are officers reporting to the Ministry of Health, 
not to the Board of Trade, and they publish most valuable 
reports, but there is no superior co-ordinating official to 
furnish each year a summary of the conditions most 
usually or, as the case may be, exceptionally found—a 
health report, in fact, for the merchant service. IT submit 
that a health superintendent is needed for the merchant 
service, to whom the Board of Trade would communicate 
the reports of deaths as they arrive, and he will do better 
work at the Ministry, among professional brethren, than 
if he were to be marooned at the Board of Trade. From 
next year on it will be easier, I understand, for him to 
prepare an accurate death rate, for the seamen’s national 
health insurance organization will be able in that year to 
state the number of crew-days served on articles, and a 
death rate for the merchant service will be as attainable as 
now for the Royal Navy. 

[ submit that a report published annually on the health 
of the merchant service will cause greater advance in ten 
years than without it will come in fifty. All changes are 
difficult. The slightest would be to have the Board of 
Trade send the notices it gets of seamen’s deaths over to 
the Ministry of Health, to be considered there by a skilled 
official to collate with them the reports of the medical 
officers of health of port sanitary authorities into an 
annual report on the health of the merchant service. Why 
should the Registrar-General be able to say, as- he does in 
his last decennial supplement, ‘‘ the seaman’s mortality 
from disease exceeds the average by 48.8 per cent., and his 
mortality from violence by 430 per cent.’’ Surely it is 
work for the medical profession to stop that.—I am, etc., 

W. EK. Home, 


Kew, July 16th. Fleet Surgeon. 


DIRECT REPRESENTATION ON THE GENERAL 
MEDICAL COUNCIL. 


Sir,—I must apologize for sending such-a long list of @ 


experience in public and medico-political work ’’ for 
inclusion in your columns with the list of nominations for 
election to the General Medical Council (Supplement, July 
14th, p. 18). Apparently the exigencies of space required 
considerable curtailment, and unfortunately, m pruning the 
tree, some branches were lopped off which to me appear to 
be of prime importance. I would therefore ask you to be 
good enough to supplement the record you kindly inserted 
by adding to it the following items: 


I have been in general and surgical practice for upwards of 

As well as being on the staff of the Victoria Hospital for Children, 
Hull, and that of the Hull and Sculcoates Dispensary, I am @ 
member of the boards of management of both institutions, and a 
trustee for the latter. é 

I was a founder of the Hull Medico-Eihical Soeiety (now Medical 
Society), and president in 1897, and a founder (and trustee) of the 
Medical Benevolent Society for the North and Kast Ridings of 


Yorkshire. 
I served on the Medical Acts Amendment Bill and on the 


Coroners Act Amendment Bill Committees of the British Medical 


Association. 
I was a D.C.M.S. and liaison officer between the Ministry of 


National Service and the Central Medical War Committee, British 


Medical Association, and was Commissioner of Medical Services and 
Deputy Regional Director for the Yorkshire Region, Ministry of 
Pensions. 

The most important of the omitted items is that I ama 
vice-president and have been for many years a member of 
Council (with 100 per cent. of attendances) of the Medical 
Defence Union. This, I submit, in conjunction with my 
membership of the Central Ethical Committee, British 
Medical Association (also with 100 per cent. attendances), 
has given me experience in considering, and dealing with, 
cases of alleged professional misconduct which I do not 
believe any other candidate has had, except Mr. E. B. 
Turner, when he was previously a member of the General 
Medical Council.—I am, etc., 

Harrogate, July 14th. C. H. Mirsurn. 
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Obituary. 
WILLIAM DYSON, M.D., 


Emeritus Professor of Medicine, Sheffield University, and Consulting 
Physician, Sheffield Royal Infirmary. 


By the death of Dr. William Dyson on July $th the city 


of Sheffield loses a useful citizen, the medical profession 
a recognized leader, and the University an Emeritus 
Prsiessor of Medicine of distinction. His death at this 
time cast a gloom over the celebration of the centenary 
of the médical school to which he had given such great 
service in the past. 

William Dyson was born at Thurgoland, Yorks, on July 
16th, 1849. He was one of a large family well known in 
Wesleyan circles, being the son of John Dyson, J.P. He 
was educated at the old Wesley College, Sheffield, and 
graduated B.A.Lond. in 1868 in his nineteenth year. He 
entered University College, London, in the following year 
as a student of medicine; his career there was most success- 
ful, and he had as fellow students Sir Thomas Barlow and 
the late Professor W. S. Greenfield of Edinburgh. He was 
a favourite pupil of Sir William Jenner, and in after years 
he often spoke in affectionate terms 


Branch in 1895, having been a member of the Branch 
Council since 1888, and a vice-president from 1897 to 1926. 
In 1908, when the Association met in Sheffield, he was 
president of the Section of Medicine, and in 1881 he was 
president of the Sheffield Medico-Chirurgical Society. 


Dyson was specially successful as a diagnostician, and 


was rarely at fault. His methods resembled those of the 
clinicians of last century, and he relied chiefly on his 
powers of observation and his great experience. His con- 
tributions to medical literature include the report of a 
case of haemoglobinuria (British Medical Journal, 1885), 
and a paper on acute dilatation of the stomach. He 
was also an early writer on myxoedema and acromegaly 
when these diseases were exciting great interest in 
the early nineties. For many years he had the bulk 
of the consulting field to himself, travelling many miles 
daily in Sheffield and the moorland districts around in all 
sorts of weather. In this connexion the older men will 
remember ‘‘ Joe,’’ his coachman, who was with him for 
over thirty years, and who, with his ‘‘ we’? when answering 

inquiries, was a well-known character. 
In the public life of Sheffield Dr. Dyson played a prominent 
part. He was made a magistrate in 1902, and was also a 
~ member of the Town Trust. Generous 


of his famous teacher of clinical 
medicine. He graduated M.B.Lond. 
in 1873, with honours in medicine 
and midwifery, and obtained the 
diploma M.R.C.S. in the same year. 
For a time he held the posts of 
physician’s assistant and obstetrical 
assistant at University College Hos- 
pital, and in 1874 he _ proceeded 
M.D.Lond. He next practised in 
his native village for a short time, 
but removed to Sheffield in 1875; by 
the time he was 30 he had acquired 
a large consulting practice in this 
town and the district around. In 
1876 he became physician to the 
Sheffield Hospital and Dispensary 
(now the Sheffield Royal Hospital) ; 
in 1885 he was appointed physician 
to the General Infirmary (now the’ 
Royal Infirmary), and for twenty- 
seven vears rendered great service to 
this institution, retiring in 1912 as 
consulting physician. 

Inthe Sheffield Medical School, which 
has just celebrated its centenary, he 
took a lively and practical interest. 


Wittiam Dyson, M.D. 


<a LITLE to a fault, he supported every good 


cause; many a lame dog has been 
helped over a stile by a timely cheque 
from Dyson. His hospitality in pre- 
war days—particularly to country 
doctors who seldom met _ their 
colleagues — was bountiful. About 
1912 his health began to fail he 
gradually withdrew from _ practice. 
He lived, however, almost to his 
eightieth birthday, and saw nearly all 
his contemporaries pass away before 
him, He was fond of music, and was 
an uccomplished organist. He com- 
posed’ one or two settings for hymins, 
which were published ; his musical ear 
enabled him to imitate many of the 
calls of the commoner birds. In his 
earlier years he was a cyclist, espe- 
cially during his’ holidays. He 
marricl Miss E. J. Andrews, 
daughicr of Thomas Andrews of 
Wortley, sister of Thomas 
Andrews, F.R.S., the well-known 
engineer, They celebrated their 
golden wedding in 1925. He is sur- 
vived by his widow, one daughter, and 


After holding positions of a minor nature he became lecturer | a son in the medical profession, Another son was killed in 
in physiology in 1882. In 1885 he was appointed joint | 


lecturer in medicine, and in 1896 was elected president of 


the school. It was during this as (1288) that the old | 


school in Surrey Street was transferred to more commodious 
quarters in Leopold Street. In 18$7 the school became part 
of the new University College, and Dyson was appointed 
the first professor of medicine. Together with the late 
Simeon Snell and the present professor of medicine, 
Dyson played a prominent part in the attempt made to 
obtain a charter for a university in Sheffield. The project 
materialized in 1905, and Dyson, having already resigned his 
chair, was appointed Emeritus Professor of Medicine as an 
acknowledgement of his great services to the school in the 
past. As a teacher Dyson was deservedly -popular, and a 
strong bond of affection was formed between ‘ Billy ’’ and 
his students. At the celebrations on July 11th many of his 
old students were present, and numerous kindly remarks of 
sorrow were voiced at his passing at this time. The Chancellor 
of the University (the Marquess of Crewe), before formally 
opening the congregation, paid a graceful tribute to the 
service that Dr. Dyson had rendered to the University. 

In the British Medical Association he was always to the 
fore. He was a member of the Central Council from 
1896 to 1903. This was an important period in the 
history of the Association, which was then being reorganized 
into the splendid body which it is to-day. The great 
interest which Dyson took in the decisions of that time is 
Well remembered. He was also president of the Yorkshire 


the war. 

Dr. Dyson was interred at Ecclesall Church on July 11th 
in the presence of many public men, old friends, and 
patients. Many of his old students absented themselves 
from part of the centenary celebrations in order to pay 
their last tribute to one who played a great part in the 
development of the School of Medicine of Sheffield. 

The photograph reproduced is by G. T. Y. Dickinson, Sheffield. 

We regret to record the death, on July 2nd, of Dr. Jonn 
Inetis Parsons, at his residence in Bournemouth, at the 
age of 71. He received his medical education at Guy’s 
Hospital, graduating M.B. at the University of Durham in 
1883, and proceeding M.D. in 1886; six years later he 
obtained the diploma M.R.C.P.Lond. After serving as 
house-surgeon at Guy’s Hospital he was appointed assistant 
surgeon to the Chelsea Hospital for Women in 1886, and 
throughout the remainder of his life maintained the 
keenest interest in this institution, to which he was 
subsequently appointed surgeon, and later consulting 
surgeon. He published numerous articles in the British 
Medical Journal and elsewhere on gynaecological subjects. 
He also took particular interest in the applications of 
electricity to treatment, particularly in gynaecology, and 
was a member of the American and French Electre- 
Therapeutic Societies. Other appointments held by him 
included those of surgeon to the Royal Maternity Charity, 


and lecturer on medicine to the Zenana Medical College. 
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Dr. James Dewar, who died at St. Margaret’s Hope, 
in the Orkneys, on July 11th, had spent nearly sixty years 
as a practitioner in those islands, and retired only a few 
months ago, when he took up his residence at Fochabers, 
Morayshire. After graduating in arts at Aberdeen Univer- 
sity in 1866 he pursued his medical studies in that city, 
graduating M.B., C.M. in 1870. He then, following the 
custom of the times among newly qualified medical men in 
the North of Scotland, undertook a voyage to Greenland 
as surgeon in a whaling ship. On his return he commenced 
practice in South Ronaldshay, in the Orkney Isles, where 
he was parochial medical officer for the exceptionally long 
period of fifty-six years. When he retired last May his 
services were recognized by his island patients and friends 
by the presentation of an illuminated address and other 
gifts. He was a member of the British Medical Association. 


Dr. Joun Tart, whose death occurred suddenly at his 
residence at Moffat, in Dumfriesshire, on July 12th, was 
the son of a solicitor in that town, and was born in 1861. 
He received his medical education at Edinburgh University 
and Owens College, Manchester, and in 1893 obtained the 
diplomas L.R.C.P., L.R.C.S.Ed., and L.R.F.P.S.Glas., sub- 
sequently commencing practice at Alyth, in Perthshire, 
where he spent the greater part of his professional life. 
He was for many years a keen member, successively, of the 
Volunteers and the Territorials, and attained the rank of 
lieutenant-colonel in the Royal Army Medical Corps, serving 
in this capacity throughout the war. After the conclusion 
of hostilities he gave up his practice, and was employed by 
the Ministry of Pensions. His later years were spent at 
the place of his birth. 


Medical Notes in Parliament. 


[From our PaRLiIAMENTARY CORRESPONDENT. ] 


In the House of Lords, on July 16th, the Reorganization of 
Offices (Scotland) Bill was read a second time. 

On July 17th the House of Commons read the Rating and 
Valuation (Apportionment) Bill a third time. On subsequent 
days the Racecourse Betting Bill was considered, and the week 
closed with a debate on the reports of the tribunal of inquiry 
into the examination of a witness at Scotland Yard. 

The Parliamentary Medical Committee met at the House of 
Commons on July 17th. It discussed the rating of hospitals, 
which had been debated in the House of Commons on the 
previous day. The committee decided to approach Mr. 
Chamberlain and ask him to institute an inquiry into the 
dangers arising from artificial sunlight treatment and into the 
frauds sometimes associated with its commercial exploitation, 
with a view to the control of such treatments by registration 
or otherwise. The committee discussed the Chiropodists Regis- 
tration Bill, which has been introduced in the House of Lords, 
but decided to take no action. 


Dogs (Amendment) Bill. 


In the House of Lords, on July 16th, the third reading of 
the Dogs (Amendment) Bill, which has passed the House of 
Commons, was moved, and a debate arose on vivisection. 


Lord Bansury moved the omission of Clause 2. He said that 
under the Act of 1906 Clauses 3 and 4 must be read together. This 
bili proposed to leave out Clause 4 and to substitute for it 
another clause, which he (Lord Banbury) proposed to leave out, 
That would leave the law in exactly the same position as it was 
now. Clause 4 of the Act of 1906 said that: “Any person who 
takes possession of a stray dog shall forthwith either return the 
dog to its owner or give notice in writing to the chief officer 
of police of the district where the dog was found.” Clause 3 
which must be read in conjunction with it, said: “Where a 

olice officer had reason to believe that any dog found in a 

ighway or place of public resort is a stray dog he may seize the 
dog and may detain it until the owner has pn Fa it and paid 
all expenses incurred by reason of its detention.” Subsection (5) 
said: ‘‘ No dog so seized shall be given or sold for the urposes 
of vivisection.”” That was the law as it stood now. In February 
of this year a bill was introduced in the House of Commons, the 
chief object of which was to make owners of dogs liable for 
injury to poultry. To that he had no objection. But it then went 
on to repeal Section 4 of the principal Act, which he had just read 
and to substitute this: ‘‘ Any person who takes possession of a 
stray dog shall forthwith either return the dog to its owner 
or deliver the dog to a police officer of the police area in which 
the dog was found and inform that officer where the dog was. 


_police would be used for the purpose of vivisection. 


found.’ The clause further said: A dog which has been delivered 
to a police officer under this section shall be treated as if it 
had been seized by that officer in pursuance of Section 3 of this 
Act.”’ That was to say, that if any dog was seized by a_policé 
officer it should be treated in pursuance of the Act of 1906, with 
the result that no stray dog or lost dog which was taken to the 
That was the 

ill as introduced in the House of Commons, and as it passed 
the second reading and the Committee stage. On the Report stage, 
however, an amendment was moved to leave out the clause and 
insert another one which was in the bill now before their lordships. 
The effect of that clause was that the protection which existed 
at the present moment against the use for vivisection purposes 
of a stray or lost dog was done away with. Under the clause 
which he proposed to leave out there were two alternatives. A 
a who found a stray dog had to take it to the police station. 
f the person did not want to keep the dog the police took 
possession of it, and they could not sell it for the purposes of 
vivisection. On the other hand, if the person who found the dog 
was a person whose object it was to look for stray or lost dogs, 
in order to make money out of them by keeping them for a month 
and then selling them for the purposes of vivisection, what was to 
prevent him? If a person was not. very scrupulous, and he found 
a dog with a collar on it, he could remove the collar and throw 
it away before taking the dog to the police station. In that case 
the identification of the dog was to a certain extent lost, and the 

rofit which the man was going to make was pretty sure. Knowing 

uman nature, and bearing in mind a case that occurred not very 
long ago when two dogs were found in a sack, and another case 
in which a dog had Goon taken off the doorstep of its owner, 
and where they were all found at an imstitution where vivisection 
was carried on, he said that it was pretty certain that under this 
alternative of the law there would be people who would take 
advantage of it for the purposes which he had suggested. He 
hoped the House would —" him, because this was an insidious 
attempt to do what had been attempted for some time and had 
failed—that was, to obtain all stray or lost dogs for the purposes 
of vivisection. 

Lord Dawson or Penn said that they had to consider two 
varieties of dogs. One was the owned dog. Was there any member 
of that House who would not take any precaution necessary to 

reserve the owned dog to its owner? Then there was the stra 

og, which wandered about, eking out such a living as it could, 
uncared for, a misery to itself, and a danger to the community. 
Each year something like 30,000 stray dogs were destroyed in the 
city of London alone. Was it not obvious, if there was to be 
the same provision for both varieties of dogs, that the cwned dog 
would sufier? If they put an embargo on the use of the stray 
dog for experimental purposes, would they not correspondingly 
endanger the owned dog? The bill provided extremely well for 
that contingency. Its provisions would help in the identification 
of the owned dog and diminish the chances of. mishap. Therefore, 
it deserved the support of that House. It was clear that the object 
of Lord Banbury was not the protection of the owned dog. 
Underlying all Lord Banbury’s remarks was this, that he was 
making this an opportunity for a flank attack on the use of dogs 
for experimentation. He (Lord Dawson) would take up _ his 
challenge, for it was clear enough that the question of experimenta- 
tion on animals stood or fell by the use or not of dogs. Which- 
ever way they approached this question of experimentation on 
dogs, surrounding it by as much misrepresentation of fact as 
they would—and there was no subject he knew of which was 
more misrepresented—they always arrived at two aspects of the 
question. The first was: Do material advantages accrue to man- 


- kind from experimentation on dogs and experimentation on animals 


in general? The second question, a totally different one, was: 
Whatever those advantages may be, is it ethically justifiable that 
mankind should take advantage of them? 


tribution of the stresses should be, would be left to the engineers. 
The problem of the engineer was nothing in comparison with the 
problems which arose in connexion with the body and mind_ of 
man. It was a remarkable fact that, while 1t was usual to find 
experts differing materially, on this question of experimentation on 
dogs there was such a consensus of opinion among the medical men 
of the civilized world that it amounted to practical unanimity. 
They had recently had a conference representing every aspect 
of medicine and surgery and of the sciences on which medicine 
and surgery rested. A more representative conference there 
could not be, and that conference said this to the British nation: 
That without experimentation on animals medicine and surgery, 
could not carry on. He did not mean that they would not carr 
on—of course they would do their best—but intellectually we should 
come to stagnation. He would put the matter in another “— 
Supposing he was asked to find a staff for a hospital of, say, 
come in London, and had to find surgeons and physicians of 
sufficient standing for the purpose who would embrace the 
rinciples that Lord Banbury advocated. He had to tell the 
Geen that he could not find such a staff; it did not exist. That 
would indicate to what extent unanimity existed among members 


_of the medica! profession on this question. 


The only honest opponents were those who approached the 
question from the ethical standpoint. He had in mind the man 
who said: ‘“‘ Whatever the advantages that ‘accrue to mankind, it 
is ethically unjustifiable that you should make use of them.” He 
respected that man, provided that he did not himself make use 
of those remedies in his time of trouble. It was a question 


bs 
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if The first question, whether material advantages accrued to 
a mankind, was surely a question for those people with skilled know- | 
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for the public. They invited the public to answer that question. | 


It was for them to say or “No.” If they said 
by ail means let them have the legislation which would make 
all these things illegal. That, at any rate, would be an honest 
and straightforward course. If, on the other hand, the answer 
was ‘*No; we do not wish to stop these things,’’ then he said; 
‘* For Heaven’s sake leave us alone to go on with our work and 
do not harass us day by day and year by year.’? What was 
true of the dog was true of other animals. The medical pro- 
fession told the House, with a real sense of responsibility, that 
they could not. do without dogs—that they could not substitute 
other animals in every case. Their universal rule was that they 
never used an animal higher in the scale of creation than was 
absolutely. necessary. They used the lowest animal possible, 
compatible with doing their best and getting successful results. 

In order that the public might be in a position to answer the 
question whether it was ethically justifiable, it would be of some 
profit if he tried to clear away a few misconceptions. Take the 
question of pain. Was it likely that those whose upbringing 
had been in association with pain from their student days were 
going to do anything which would needlessly increase pain when 
their whole careers were spent in assuaging it? They were not 
likely to be less sensitive than Lord Banbury on the question of 
inflicting pain. On the contrary, they knew more about it and 
what it meant. Therefore he would not waste time in dwelling 
upon any question of indifference of the medical profession to 
pain. As to the 30,000 animals that were anaesthetized every 
year, all they asked was that they should be made of use not 
only for the benefit of mankind but for themselves. It must be 
borne in mind that the large majority of experiments on animals 
were carried out under anaesthesia, and the dogs and other 
animals were completely ignorant of what was going on. 

He would admit that there were a minority of cases where 
animals were given diseases in order to aid in the diagnosis of 
disease in man. He admitted, further, that there were from 
tame to time what they called survival experiments. He would 
tell their’ lordships exactly what survival experiments meant. 
The greater part of the treatment of gastro-intestinal disease in 
modern times depended mainly upon experiment on animals. One 
of the most distinguished men of modern times was Professor 
Pavlov of Russia. As an example, let them take the case of 
a man who was going to be short-circuited for duodenal ulcer. 
They might take his pain and distress, and divide them into three 
parts. There was, first, the stage of anticipation. There was 
that stage when he had to make up his mind to face the risks to 
himself and his family. All these agonies of mind far exceeded 
distress of body. Man had to go through all that, not the animals. 
The animal had none of that, he had no power of anticipation 
whatever. The second stage was that of the actual operation of 
short-circuiting. There the man and the animal were on a par. 
They were both under anaesthesia and both felt nothing. The 
third stage, in some respects the most distressing of all, was that 
terrible process of building up the man’s health after illness; the 
time of shock, of convalescence. Let them contrast man and 
wimal there. The man might be weeks and months before 
he was well. In the case of the animal, what happened? They 


might have an operation on a dog for short-circuiting, and the | 


same day it would be playing about with its owner. In the case 
of an experiment on a monkey he had himself seen the animal 
within twenty-four hours sitting on his perch eating a banana. 
That horrible process of getting well, of recovering from shock 
was entirely unknown to the animal. 7 
The fact was that it was a slavery of terms. If they read i 
the papers that one of their lordships had been vivtenston cae 
that his appendix had been removed, they would be distressed and 
horrified; but if they read that he had beea operated upon they 
would think nothing of it. There was no difference between the 
one and the other, What had happened to the animal had 
happened to the man, but what happened to the man was tenfold 
or a hundredfold greater than what happened to the animal. 
__It was necessary to understand what the implication would be 
if a measure for suppressing experimentation on animals were 
passed. It would affect the whole range of medicine—the diseases 
of tho gastro-intestinal tract, typhoid, lockjaw—he could go on 
with a list which would occupy too much of their attention on 
an afternoon like that. Much of what we knew about gall-stones 
dogs had told us. Take jaundice, including the malignant jaundice 
of dogs. Whereas at one time a dog stricken with malignant 
jaundice nearly always died, since the discovery of trypan blue 
the majority of dogs stricken with this disease were saved. In 
the investigation of disease that animal had to be used which the 
particular problem required. For instance, for the investigation 
of infantile paralysis the monkey was the only animal which it 
was of use to employ. Again, take the case of tetanus. In the 
war they had more experience than they wanted of that terrible 
disease. He would not wish that anybody should experience what 
that disease was. It was important for people to know the con- 
Sequences of removing from medicine all these results based’ on 
experimentation on animals. They had only got to be understood 


by the public, and then he had no doubt what the public would - 


say. This result would have happened long ago, but for the fact 
that the propagandists age? vivisection were not themselves 
subject to their own gospel. If a propagandist against vivisection 
was stricken with any of those diseases he gave an implicit, if 
not an explicit, consent to vivisection. If those who were against 
all experimentation on animals were, in their own persons or 
in their own families, afflicted with disease, did their lordships 
for one moment suppose that they did not adopt the remedies 
which were based ‘on experimentation? He could assure them 
that with few exce tions they did adopt them; and was it to 

wondered at? agine: the crisis of love and life in the 


balance, the crisis of anxious illness. At such a time the theories 
of the comfortable armchair gave place to more common-sense 
and reasonable ideas. He would not be hard on their incon- 
sistencies. After all, one did not expect human beings to be 
consistent. Life would be a drab and dreary business if we 
were always consistent. If the uses of new drugs could not be 
worked out on animals, the alternative was to work them out 
on human beings. Perhaps Lord Banbury would form a band 
of people of conscientious convictions who would allow the medical 
profession to work out new drugs on them! When it came to 
working out new drugs like pituitrin, adrenaline, and digitaline, 
the question was whether it was better to work them out on 
animals before they transferred their use to human beings. He 
would not say anything against inconsistency if in the hour of 
trouble the philosophy of antivivisection broke down. He would 
think humanly of that, but what surpassed the limits of toler- 
ance was that these people could get these remedies when they 
liked, and yet they were constantly disturbing the minds of 
unknowing and innocent people in our hospitals in order to prevent 
these remedies reaching them. ; 

All hospitals in this country were up against the difficulty 
of getting funds at the present time. They made an appeal in 
their distress, and then along came these fanatical people. They 

ut advertisements in the daily press, they inveighed against the 

ospital, they sent letters to all the subscribers, and they did 
their best to spoil the appeal for funds. They appealed to the 
ignorant and the heedless by misrepresentations which might 


flow of charitable funds. Yet, let one of these propagandists 
himself be ill, and all he had to do was to go to a private doctor 
and not suffer at all. They might take it that that was the 
general rule. He would give an example. They had the terrors 
of lockjaw in the war, when they found people dying of convulsions 
which could only be described as agonizing, because they were 
continuous right up to the point of death, and consciousness was 
preserved up to the point of death. They adopted the plan, after 
most interesting investigations, of using a serum against lockjaw. 
The effect on the mortality from tetanus in the war was that 
it came down to quite small proportions. Since the war it had been 
the practice for all well-ordered hospitals to have constantly in 
stock antitetanic serum, because street accidents were brought in 
from time to time, and it was the rule that direcily a street 
accident was brought in antitetanic serum was iniected. That 
was contrary to the principles of the antivivisectionist. There 
was a hospital in London where they would not use antitetanic 
serum. A street accident was brought in, and they refused to give 
the serum, and the patient died of lockjaw. hat was more, 
‘two other patients subsequently died of lockjaw at this hospital ; 
and they called that hospital a charity! He called it a place 
for propagandism, and nothing more, and he hoped that King 
Edward’s Fund would take note of this episode and would not 
give that hospital a certificate that it was a charity ready to treat 
the maimed and the wounded by the best methods known to 
science at the present time. At the same time as these r 
people, the workers who had no choice where they should be 
taken, were taken to this hospital, would the governors of the 
hospital or their children, if they got an injury in a street 
accident, go without antitetanic serum? Not at ail; they would 
go home and cali in their private doctor, and it would be given. 

The fact was that it was an impossible situation. What 
it amounted to was that these people were practising their theories 
on the dog, cnly this time it was being tried on the ‘‘ human dog,” 
and the world suffered thereby. He put it to their lordships that 
the health of the nation was a momentous matter not to be treated 
lightly, but to be treated seriously, and not made the playing- 
ground of vain imaginings, of misguided thought; and he asked 
the House to reject Lord Banbury’s amendment. 

Lord Danesrort asked the House not to allow Lord Dawson, on 
an occasion like that, to use the debate for the purpose of 
justifying the vivisection of stray dogs and introducing a totally 
irrelevant question into the discussion. 

The Eart or Strapsroke said that the clause which Lord 
Banbury desired to eliminate was inserted after very careful 
consideration with various associations connected with the pro- 
tection and care of dogs. He thought they would agree that the 
clause as it now stood gave a stray dog a better chance. ‘The 
societies that discussed the question of this clause and agreed 
upon it were the Royal Society for the Prevention of Cruelty to 
Animals, the Canine Defence League, the Battersea Home for 
Lost Dogs, and the Glasgow Dogs’ Home. Up to the present, no 
objection had been lodged at the Government department against 
this clause, and therefore it was a surprise that this amendment 
should have been put down to eliminate it from the bill. It was 
the Government’s view that the bill would be better as it stood. 

Lord Bansury said that though he was against dogs being 
vivisected he was not an antivivisectionist. He did not raise the 
uestion. If a noble lord wanted to buy a dog in a legitimate way 
the law allowed him to do so, but it was another thing to say 
that if he (Lord Banbury) lost his dog it was to be a chance for 
some person who found it to keep it for a month and then sell it 
for vivisection. 

The Maraqvess or Sattssury opposed the amendment. He said 


‘that if Lord Banbury had proposed to replace the clause with 


another which would have equally achieved his end, and porbape 
secured the particular view he held on vivisection, that would have 
been a very different case, but what he did was to eviscerate from 
the bill one of its essential clauses without putting anything in 
its place. 

The amendment to omit the clause was rejected by 53 votes 
to 5. The bill was read the third time and passed. 


be called gross, and by that means they were destroying the. 
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MEDICAL NOTES IN PARLIAMENT. 


Tue 
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Industrial Accidents and Diseases. 
On July 11th the House of Commons discussed the estimate 
for the salaries and expenses of the Home Office, and Mr. 
Ruys Davies moved a reduction of the vote. 


He spoke of the increase in accidents in the factories and work- 
shops of the country. In 1927 these were 156,974, of which 973 
proved fatal, being increases of 17,011 and 166 over the accidents 
and fatalities recorded in 1926. He connected this increase with 
the inadequate number of inspectors employed by the Home 
Office. There was a substantial increase from year to year in the 
number of persons employed, but although in 1914 there were 222 
inspectors, at the end of March, 1928, the number was only 206. 
The number of female inspectors had remained almost stationary 
for seven or eight years. He asked for information about the 
working of the Act of 1926, which prohibited the use of white 
lead in interior painting. The figures relating io lead poisoning 
eee were alarming. The deaths in 1927 were reduced to 
4, but the reported cases numbered 249, an increase of two over 
1922. ¥orty cases of lead poisoning among house painters were 
reported in 1922, with 12 deaths, but in 1927 there were 98 cases 
and 21 deaths. Had the Home Secretary sufficient inspectors to 
see that the Act of 1926 was carried out? What had become of 
the recommendations made by the committee appointed in 1924 
to inquire into artificial humidity in textile and non-textile 
factories? He would like to know the figures for miners’ nystagmus 
in 1927. In 1914 the new cases were 3,218; in 1926 they numbered 
1,771, but the pits were stopped for seven months in that year. 
He understood that the Home Office was conducting an inquiry 
into silicosis. Silicosis among miners was not yet scheduled for 
workmen's compensation, and some sufferers got no benefit from 
any source. He was pleased to say that the cases of anthrax 
coming under the purview of the Factories Department of the 
Home Office had fallen from 45 with 5 deaths in 1922 to 31 with 
2 deaths in 1927. The Home Office recently appointed a committee 
to inquire into the cost of disinfecting East India wool, but the 
Government disinfecting station at Liverpool had no control over 
the hides and skins which had caused an outbreak at Bermondsey. 
He regretted that the report of the Factories Department for the 

receding year was never ready in time for the discussion of this 

ote in the House of Commons. 

Mr. Hottins said the process of getting an Order for any 
industry under the Silicosis Acts was very cumbersome, and only 
a fraction of the total number of workers affected had been 
brought under a scheme since the first Act was introduced. 
Silicosis should be scheduled as an ordinary occupational disease. 
At present only organized bodies could apply for an Order. and 
thousands of unorganized workers were beyond the scope of any 
possible inquiry. e pointed out also that if a worker had left 
a lead process for twelve months, or if the factory had given up 
the lead process for that period, it was impossible for that worker 
to claim compensation. etimes persons showed symptoms of 
the lead isoning several years after they had left the lead 
process. The period allowed for applications for compensation 
should be extended to three or five years. Mr. Hollins contended 
that the present method of appointing certifying surgeons was 
not the best. Surgeons were not appointed because they were 
experts in the knowledge of lead poisoning, or silicosis, or anthrax. 
In the pottery industry they were paid one shilling for en examina- 
tion, with the consequence that twenty workers had passed before 
a certifying surgeon in as many minutes. Certifying surgeons 
should be wihole-time men, without private practice. This had 
been successful in the refractories industries scheme. 

Mr. Mackrnper said it was impossible for the: present staff 
to inspect the factories and workshops in the West Riding of 
Yorkshire. In textile factories no adequate provision was made 
for the eating of meals. The only places where such provision was 
compulsory were those in which anthrax wools were handled. 
It was ——— to disinfect such wools in the country of origin. 
The public was running a tremendous danger from the -use of 
shaving-brushes made of what was called Chinese tail or mane 
hair, a material liable to be infected with anthrax. That hair 
was made into the cheapest imitation badger hair shaving-brushes. 
The Departmental Committee on anthrax had proved that it was 
possible to have these brushes and materials disinfected and 
made ‘safe. 

Dr. Fremantte supported the request of Mr. Rhys Davies that 
the annual report of the chief inspector of factories should be 
issued in time for this debate each year. The figures of lead 
poisoning given in the report for 1926 were disconcerting. He 
objected to prohibition if it could be avoided. The methods of the 
Home Office inspector were those of the adviser and the friend 
who could help the employer to put things right. Already under 
the law the sanitary officers and medical officers of health did a 
certain amount of inspection, and he urged that this should be 
considerably extended. Parliament weed be on the wrong line 
in seeking to increase the centralized bureaucratic inspectorate. 
It should open up the factory inspection system to local people, 
who would gladly take an interest in ii. Certifying actory 
surgeons ought to be given the opportunity of being more useful 
than they were at present. The suggestion of Mr. Hollins that 
they should be whole-time men was impracticable. Welfare work 
in factories was extremely beneficent. Statutory welfare orders 
had been made for fourteen industries. Were they to be extended? 

Mr. Jenkins said the miners had appealed to the Home Office 
for years, asking it to schedule silicosis as an industrial disease. 
The Home Office had done nothing since the introduciion of 
machinery for boring, though when boring was done in narrow 
working places the dust came back on the men and a large 
munber, particularly in South Wales, were unable to work in 
consequence. No compensation was paid to them. The Home 
Office had instructed one medical man to inquire into silicosis in 


the mining industry and other industries, and to report on cases, 
That was totally inadequate. A number of men who had worked 
where the dust came from the screening of coal had developed 
chest trouble from the dust they inhaled. Not one of these men 
was entitled to compensation. The Home Secretary should order 
that to be investigated. . 

Dr. Vernon Davies, speaking as an old certifying surgeon of over 
twenty years’ experience in textile mills, said the complaint 
against the small number of factory inspectors was justified. It 
was a physical impossibility for the inspectors adequately to inspect 
all the factories and workshops under their control. The Home 
Office had taken a retrograde step during the war in cancelling 
the reporting of accidents to certifying surgeons. Before the war 
the certifying surgeon had to visit the factory, see the place where 
the accident occurred, get a report, see the injured person, and 
get his or her report, and finaily to issue a report to the factory 
Inspector and to the Home Office. That ensured that the mill 
managements reported the majority of their accidents because 
they never knew when news of an accident might leak out and 

et to the factory surgeon. The mill authorities knew that the 
actory doctor might be in the mill any day, and it kept them 
up to the mark. The factory doctor was a sort of unofficial 
inspector, and if he saw things which were not right he could say, 
“You must not do this or I shall have to report the matter to 
the faciory inspector.’’ To save £7,000 a year the Home Office 
decided to do away with this reporting of accidents to the 
certifying surgeon, and accidents were only reported to the factory 
inspector, who might live fifteen miles away. It was possible to 
report an accident so as to create a false impression, and there 
might be many accidents which ought to be inspected by the 
factory inspector, but were not. Dr. Davies recalled an instance 
in his own experience when, by inquiring into an accident at a 
mill, he had discovered that guards of a new type had _ been 
removed from every mule by the workers. Unfenced machinery 
was not always due to the fault of the employer. Dr. Davies 
remarked that the figures for nystagmus were going up. In 
Belgium, where there was not the same increase as. in_ this 
country, compensation for nystagmus was only given for a definite 
time, afier which, for some reason, the cases improved. He drew 
an analogy with the old cases of ‘‘ railway spine,’ where, after 
railway accidents, people who got concussion of the spine never 
improved till the cases were settled by the railway companies, 
They were not malingering, but some psychological condition pre- 
vented them getting better till their claim was paid. He wondered 
whether the giving of a lump sum by way of compensation for 
nystagmus might not have some effect on the recovery of the 
patient. The question of silicosis had been grossly neglected in 
this country. The mining industry had been run without the 
slightest medical supervision, and children whom he had refused to 
certify as fit for work in the cotton mills had got work in the 
pits without any examination at all. 

Sir Vivian Henperson, intervening, said that age the Home 
Office had power to make schemes im relation to silicosis in any 
industry, the inspection of mines was a_ matter for the Mines 
Department. The question of allowing children to work in mines 
without examination was not a matter for the Home Office. 

Dr. Davies said silicosis by itself was not very dangerous. At 
the worst it caused shortness of breath and a little difficulty in 
breathing. The danger was contamination or infection with 
tubercle. That combination was extremely dangerous and fatal. 
Considering the risks miners ran from rock dust, regulations 
should be made by the Home Office to deal with the problem. 
Certain people were more liable to infection by tubercle than 
othevs, so in any scheme the health of the miner prior to and 
during his employment should be an important consideration. 
Examination of patients for silicosis should not be given to 
ordinary medical men, but should be done by Home Office 
specialists, because the disease was extremely difficult to diagnose 
accurately in the early stage. It was essential to have an 
expert radiographer, and the Home Office should consider appoint- 
ing a few specialists in silicosis to go round the country examining 
patients at difterent mines at regular periods. It was necessary 
only to examine the mines where there was a large proportion 
of silica. Coal dust itself did not produce silicosis. It did good 
by lessening the liability to consumption. Colliers were less 
subject to pulmonary tuberculosis than any other grade of workers 
except agricultural workers. Apart from accidents, the miner’s 
was a fairly healthy life. 

Mr. Tom Suaw praised the Home Office museum of safet 
appliances for machines. He thought that the Home Office coul 
deal by administrative order with the practice known in Lan- 
cashire as shuttle-kissing. -The trade unions could never get 
a body of medical opinion to say the practice was dangerous, 
but he associated it with the fact that nearly every weaver in 
Lancashire had badly decayed teeth or was wearing artificial 
teeth. Shuttle-kissing was a — pe dirty, and dangerous 
habit. If a weaver went off work with influenza the substitute 
who took the loom also quickly went off work with influenza. 
Sometimes three or four weavers used the same shuttle and went 
off work one after the other. It was impossible for the shuttle 
to remain clean. When ‘“ bleeding ’”’ colours were used in 
yarn any weaver who used weft of that kind had his lips, teeth, 
and inside of the mouth dyed. Years ago a committee, on wh 
Home Office representatives sat. with representatives of the 
workers and of the employers, had agreed that shuttles of the 
hand-threaded type did exist and were practical. Since then the 
employers had retracted a little, but at Colne one firm was 
issuing hand-threaded shuttles with an artificial silk weft. 

Mr. Renniz Situ spoke of the application of the 1927 silicosis 
scheme to the metal-grinding industries. He understood the regu- 
lations debarred from benefit any meu who after July Ist, 1927, 


had been employed on a new process, however long before that 
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date they might have used the sandstone grindstone, and however 
acute the silicosis from which they suffered. In the Sheffield 
district there had been a considerable removal of sandstone 
machinery about July 1st, and a man whom the local doctor said 
was suffering f.om silicosis could not have a medical referee. 
The Home Office should make the regulation retrospective. 

Mr. Conno.ty referred to draft regulations about to be issued 
by the Home Office in reference to the use of the oxy-acetylene 
welding machine in ships and elsewhere. These regulations were 
based on the lessons cf a fatal accident on the Mersey. They 
provided that prior to a welding operation by the oxy-acetylene 
machine there must be a purifying of the air in the space where 
the machine was to work, and also, during the operation, a con- 
tinual supply of fresh air. He contended that the use of the 
machine in confined spaces should be totally prohibited, and 
nothing but an electric welder used. In nine cases out of ten a 
man would take the risk before losing the time required to get 
the air machine put on the jub. 

Sir Vivian Henpverson, replying for the Home Office, said it 
was not fair to take the number of accidents in 1927 and compare 
them with the number in 1926. In 1925 there were 159,693 
accidents, of which 944 were fatal; in 1927 there were 156,974, of 
which 973 were fatal. He agreed that there had been a slight 
reduction of the factory inspection staff, and that the existing 
"oon was not satisfactory, but the inspection of factories had 

n more complete than in previous years. Any slackening had 
been in the inspection of small workshops, where there was not 
generally the same risk. The Factories Bill had been held up— 

e hoped only for the moment—but when it reached the Statute 
Book it would necessitate an increase in the Factory Department. 
The Home Secretary had promised to set up in the autumn a small 
committee on the staffing and organization of the factory inspec- 
torate in the Home Office. Of this committee Sir Vivian hoped 
to be chairman. Dealing with points raised by previous speakers, 
Sir Vivian said that to prohibit the importation of a particular 
kind of shaving-brush was already within the power of the Ministry 
of Health. Disease arising from the use of lead paint was hard 
to follow up by inspection, and the Home Office must rely to 
some extent on the industry itself. Both sides were co-operating 
m carrying out the regulations, and the position was improving. 
He had not the nystagmus figures for 1927. The Home Office 
was only concerned with nystagmus from the point of view of 
compensation. Prevention was a matter for the Mines Department. 

S was one of the unfortunate questions where they must get 
dual control. No satisfactory system of disinfecting hides for 
anthrax had been discovered, but the Home Office would prosecute 
inquiries. The report on the further scheduling of wool was in 
the press, but had not been published. It was extremely reassuring. 
He could not say what action the Home Secretary would take on 
it. Difficulties surrounded the question of silicosis, and the time 
spent in inquiries before schemes could be framed had caused 
exasperation. The Home Secretary would consider whether he 
could expedite matters, but to do so might involve legislation. 
He was inclined to agree with some of the strictures passed b 
Mr. Hollins on the work of certifying surgeons, but to alter the 
whole system of certifying surgeons would need legislation. It 
was true that the certifying surgeon in normal circumstances was 
hot competent to examine silicosis cases. A radiograph was also 
necessary, and the certifying surgeon had no power to get that, 
our the medical referee could. If they were to alter the 
certifying surgeon to a full-time medical ‘expert on a definite 
salary they would require a Home Office medical staff, or some- 
thing of the kind, and some compensation fund or medical fund 
into which employers would all pay. The possibility would have to 
be looked into, and was being looked into at present in connexion 
with silicosis, but he could not now come to a definite decision on 
it. The regulation about oxy-acetylene welding, to which Mr. 
Connolly had referred, would have to be put into force or a 
further inquiry made into it. 

The motion by Mr. Rhys Davies to reduce the Vote for the 


pe expenses of the Home Office was then defeated by 
o 110. 


Voluntary Hospitals and the Rating Bill. 

On July 16th the House of Commons considered the Rating and 
Valuation (Apportionment) Bill as it had been amended in Com- 
mittee. Mr. Harris moved a new clause to provide that the relief 
of rates offered to productive enterprises should be extended to 
hereditaments occupied and used as hospitals, but not to hospitals 
run for private profit or gain. He said that during the last few 
— the strain on the voluntary system had been almost at 

reaking point. People were implored to give money to the 
voluntary hospitals, and then it was- handed back ‘to the rate- 
payers in the form of taxation. Rates on the hospitals were 
tantamount to a tax on benevolence, on the sick poor, and on 


* medical science. 


Mr. CHAMBERLAIN said the bill was not a plan for decidin 
what kind of property might, with advantage, be relieved o} 
rates. It was a special proposal which the Government were 
making for the stimulation of industry, and it was a far-fetched 
Suggestion indeed to attempt to bring hospitals within the 
definition of industry. Although he had expressed a certain sym- 
pathy in this matter, he did not wish to be taken as in favour 
of any particular scheme for derating hospitals. If the question 
wero to be considered they could not stop at hospitals. There 
were other kinds of property for which arguments on similar 
lines could be made, and he did not wish to be taken as having 
accepted the principle, as he had not given the question the 
necessary consideration. He recognized that there was a good 
case for the relief of the voluntary hospital, and on some future 
Occasion they might have some general scheme which would relieve 


various classes of property which were rated to-day. In such a 
scheme the question of hospitals would properly find a place. 

Sir H. Cauttey pointed out that the assessment of the Sussex 
County Hospital had been put up tenfold. ; ’ 

Mr. T. Wutiams said the industrial depression and short time 
that was being worked made it a physical and financial impossi- 
bility for hospitals in necessitous areas to continue their work. 
The Minister of Health should consider the report of Lord Cave’s 
Commission and Lord Onslow’s Commission, and see what could be 
done. 

Dr. Vernon Davies said that he would have been pleased if he 
could have accepted the arguments of the Opposition in favour 
of the amendment, but he could not persuade himself that the 
bill was one for the relief of The 
had been used that hospitals might regarded as productive, 
in that they helped to produce medical men and nurses. Where 
was such an argument to stop? The hospital question at present 
was undoubtedly serious. He believed that.the Minister of Health 
had that fact well before him and was anxious to deal with it. 
Attempts had been made to prove that breweries, which were to 
be relieved of rates, were a prolific cause of work for the 
hospitals. That might have been so in the past. In the old days 
it was not an uncommon thing to have patients in the hospitals 
as a result of alcoholic excess, but it was well known that there - 
had been a great reduction in disease due to such excess. In 
his student days it was quite a common occurrence to come across 
cases of what were called “‘ beer drinker’s heart,” but at_present 
they were the greatest rarities in clinical medicine. Cases of 
cirrhosis of the liver were also markedly decreasing. | 

Sir Krycstry Woop, in opposing the amendment, said that the 
voluntary system, so far as the hospitals were concerned, was 
not fading away, but was firmly based. A great measure of the 
support came from the workers. So far as the rates on voluntary 
hospitals were concerned, the Central Valuation Committee had 
made valuable suggestions. If their advice was followed it would 
remove many difficulties. x 

The proposed clause was rejected by 219 votes to 110. 


Foot-and-Mouth Disease. 

On July 16th the House of Lords again discussed the question 
of foot-and-mouth disease and the risk of infection from im- 
ported meat. The Eart or STRADBROKE, replying to the debate, 
said that the Ministry of Agriculture was alive to the fact that 
infection could be brought in by blood, and the action ,taken 
against importation of carcasses from Europe was based on that 
fact. Experiments would be continued to find out, if possible, 
some way in which meat could be imported without any risk of 
i tion. 
ine the House of Commons, on July 16th, Mr. Gurewess, in reply 
to Sir R. Thomas, said he was having inquiries made into an 
alleged cure and preventive for foot-and-mouth disease, consisting 
of a herbal preparation administered to animals by mixture with 
their fodder, which was said to have been discovered by a Dutch 
experimenter. 


Poison Gas in Warfare. 

Lord Danesfort opened a debate in the House of Lords, on 
July 11th, on the use of —— gas in warfare. Lord Ha.pane 
remarked that the total amount of phosgene gas required to 
produce a lethal atmosphere up to forty feet im London from 
Chalk Farm to Clapham Common and the ks was under 
2,000 tons, a quantity which could be carried by enemy aircraft 
at the present time. Phosgene gas itself was out of date. The 
more modern gases, whose base was arsenic, could be brought 
over in a liquid form and blown into a fine smoke by a small 
amount of high explosive. Forty tons of such a new gas would 
suffice instead of 2,000 tons of phosgene. Intense mente! distress 
accompanied the symptoms of poisoning by these severe gases. 
Men had been known to act as though driven mad by their 
pain and misery. Chemical dye plants could be switched over 
very readily to produce these gases in large quantities. Within 
a week three large chemical firms in Germany could make 100 tons 
a day. Lord Rayteicn said mustard gas was a the 
most deadly of the purely gaseous substances which could be 
used for an attack on London. To produce it was simple, and 
prohibitive regulations would be simple. Preparations should be 
made in case of need for the evacuation of London, and something 
should be done to make gas-proof the buildings needed for 
administration. Arsenical gases were not gases in the true sense 
of the word, but finely divided smoke consisting of solid particles. 
Sir Oliver Lodge and his assistants had shown that such particles 
could be rapidly aggregated by suspending highly electrified con- 
ductors in the air to be cleared. -It might also be possible to suck 
away such gases through the London sewers. Lord Sarissury said 
the horrors depicted in the debate were not without foundation, 
and there was also the danger of panic. The last word of science 
had not been said on defence, and many methods to mitigate 
the severity of an attack; though discovered, had not yet been 
dealt with. 


Bill to Amend the Coroners Act. 

In the House of Commons, on July 11th, Mr. Hopkin Morerts 
introduced a bill to amend Section 4 (3) of the Coroners Act, -1887, 
This section indicates that a coroner’s jury has to inquire who 
the deceased was; how, when, and where he came by his death; 
and, if he died by murder or manslaughter, the persons, if any, 
whom the jury find to have been guilty of such murder or 
manslaughter. “Mr. Morris’s bill proposed to cut out that part of 
the subsection relating to the naming of the person found guilty 
of manslaughter. The bill, which was backed by Dr. Vernon 
Davies, was read a first time. 
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Child Destruetion Bill. 

On July 12th the House of Lords took the Report stage of 
the Child Destruction Bill (formerly the Infanticide Bill). On the 
motion of Lord DariinG, a subsection was remodelled to read: 
“For the purposes of this Act evidence that a woman had at any 
material time been pregnant for a period of twenty-eight weeks 
or more shall be prima facie proof that she was at that time 
pregnant of a child capable of being born alive.’? Other drafting 
amendments were also made. The bill was read a third time on 
July 16th and sent to the Commons. 


Medical Treatment of War Pensioners.—On July 12th Mr. 
CampseLL Strepuen asked what remedy an ex-service man had 
when he was recommended by the Ministry of Pensions for treat- 
ment at home by his panel doctor, but the panel doctor certified 
that treatment by the Ministry was necessary. Major Tryon said 
the case would fall to be dealt with under the ordinary arrange- 
ments available to insured persons under the National Health 
Insurance Acts. The Ministry could not accept the doctrine that 
the panel doctor should decide for them, and if the man had a 

rievance against the panel doctor the normal course would be 
or him to make an application to the Insurance Committee. 
Mr. Campsect Srepnen asked whether, if the man considered the 
advice of his panel doctor was right, there was a medical referee 
whose opinion the Ministry and the panel doctor could accept, or 
whether the Minister would set up such a referee. Major Tryon 
said he could not set up a referee. The case would be considered 
by the doctors of the Ministry of Pensions, whose opinions must 
decide the action to be taken by the Ministry. Major Tryon 
denied, on July 12th, that pensioners encountered difficulty in 
obtaining treatment owing to the reduction in the number of war 
pensions offices. The waiting period for admission to hospital had 
actually been reduced. 

Small-pox.—Mr. Groves, in a question to Mr. Chamberlain on 
July 12th, asserted that the cases of small-pox occurring in 
London were so mild as to be hardly distinguishable from chicken- 
pox, and that certain medical men believed these cases were not 
small-pox but alastrim or a new disease. Mr. CHamperzatn replied 
that the smail-pox now prevalent in this country should not be 
confused with chicken-pox or some new disease. Mr. Groves 
asked whether the Minister would issue fresh regulations per- 
mitting medical officers of health to leave the cases in their 
own homes, instead of having them removed to the small-pox 
hospital. Mr. CHAMBERLAIN answered that, in view of the risks 
to the public health which would be involved by further spread 
of the disease, he was not prepared to countenance the course 
suggested by Mr. Groves. 

Death Certification—On July 11th Sir Kinestey Woop told 
Mr. Naylor that Mr. Chamberlain had seen a report of observa- 
tions by Dr. F. J. Waldo, senior coroner for London, concerning 
the importance of not permitting burial or cremation until the 
certifying doctor had seen and examined the body. These 
observations, Sir Kingsley said, appeared to pay no regard to the 
practical considerations involved, and to ignore the fact that, 
with regard to cremation, the safeguards recommended and others 
more, stringent had long been compulsory. The whole subject had 
been discussed during the passage of the Births and Deaths Regis- 
tration Act, 1926, and Mr. Chamberlain was not prepared to 
introduce further legislation. 


Notes in Bricf. 

The number of metropolitan police magistrates is to be brought 
up to the statutory maximum of 27, instead of 25, the present 
number. An authoritative inquiry will be instituted this autumn 
into gs whole work and organization of the metropolitan police 
courts. - 

One of the medical inspectors of the Ministry of Education has 
been specially charged with the inspection of nursery schools 
under the direction of the chief medical officer. 

The Minister of Health states that substances sold as ice-cream 
sometimes contain the ingredients of which synthetic cream is com- 
posed. Local authorities generally have considered that they 
could not with advantage take any steps to prevent this practice, 
since there is at present no statutory definition of ice-cream. 

The Ministry of Agriculture has decided not to build a quaran- 
tine station at Glasgow until experience has been obtained of the 
extent to which the London quarantine station is utilized. 

The Minister of Health is not aware of the need for the issue 
of any special regulations by which medical officers’ wholly 
employed by, or resident in, a Poor Law union would "be required 
to inspect casuals on the evening of their arrival in an institution. 

Sir Kingsley Wood states that officers of the Ministry of Healih, 
when inspecting casual wards, will give special attention to the 
washing arrangements for casuals. | 

No experiments in wireless communication between the island of 
Foula and the mainland for medical purposes have yet been made. 


Gniversities and Colleges. 


UNIVERSITY OF OXFORD. 
F. HAWKiNG, University College, has been elected to the Th 
Williams Scholarship in Pathology for the year 1928-29. aed 
The following candidates have been approved at the examination 
indicated: 
B.Cu.—O. A. Beadle, M. V. Bhajekar, W. H. Brown, 
A. E. Porritt, L. T 


Alice D. K. Peters. Forensic Medicine and Hygiene: M. V. Bhajek 
G. Campbell, B. R. Caygill, R. M. J. Harper, E. R. Holiday, 


Joyce Wright. Pathology: A. D. C. Be 


Florence H. Johnson, Caroline E. MacNeice, Alice D. K. Peters, 
ii, T. M. Gledhill, 
R. D. Harding, H. C. Harley, E. Harvey, F. Hawking, E. R. Holiday, 
K. N. Irvine, J. M. Lees, A. W. D. Leishman, J. C. Nicholson, 
N.C. Parfit, A. B. Stokes, R. L. H. Townsend, W. B. Williams, 
Ruth Sandeman. Materia Medica: H. J. B. Atkins, F. W. Brown, 
N. P. Bruce, T. M. Davie, R. D. Harding, }. H. Hunt, J. E. Jenkins, 
Cc. J. King-Turner, J. C. Leedham Green, A. W. D. Leishman, 
R. C. MacKeith, J. N. O'Reilly, R. S. B. Pearson, B. T. Squires, 
A. B. Stokes, W. 8. Tegner, H. A. Treble, H. C. Wadge, Olive M, 
Capper-Johnson, Winifred Mercer, Elspeth W. Smellie. 


UNIVERSITY OF CAMBRIDGE. 
THE following candidates have been approved at the examination 


indicated : 

Diptoma IN MEpIcAL RADIOLOGY AND ELEcTROLOGY.—Part IT: 
E. Amarasinghe, O. Chance, J. C. Coutts, F. J. Farr, D. lL. Greig, 
D. A. Imrie, Leila K. Keatinge, D. F. Lawson, C. J. R. Morrison, 
H. C. Pilisbury, B. K. Roy, T. Takahashi, E. Thorpe, E. J. E. 
Topham, J. D. H. Wearing, F. G. Wood. 


UNIVERSITY OF LONDON. 
UNIVERSITY COLLEGE HosPITAL MEDICAL SCHOOL. 
THE Goldsmid Entrance Exhibitions have been awarded to 
E. 8. Harverson and A. L. Jacobs. 


UNIVERSITY OF MANCHESTER. 
Dr. G. H. H. Boovu has been appointed Demonstrator in Anatomy. 


QUEEN’S UNIVERSITY, BELFAST. 


Dr. E. B. C. Mayrs has been appointed to the Chair of Pharmaco- 
logy and Therapeutics and Dr. F. M. Allen Lecturer in Materia 


Medica and Therapeutics. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
A QUARTERLY Council meeting was held on July 12th, when the 
President, Sir Berkeley Moynihan, Bt:, was in the chair. 


Council Election. 

The President announced the re-election of Mr. F. J. Steward, 
and the election of Mr. R. E. Kelly (Liverpool), Mr. R. G. Hogarth 
(Nottingham), and Mr. L. P. Gamgee (Birmingham) as members 
of the Council. Mr. Gamgee becomes substitute member for 
Mr. Thelwall Thomas until 1935. The new members were intro- 
duced and took their seats in the Council. 


Professors and Lecturers. 
The following were elected professors and lecturers for the 


ensuing year: 

Hunterian Professors.—Sir Arthur Keith (six lectures on the anatomy 
of the human body); A. H. Evans, O.B.E. (one lecture on developmental 
enterogenous cysts and diverticula); G. E. Gask, C.M.G., D.S.O. (one 
lecture on radium in the treatment of malignant disease); C. A. Pannett 
(one lecture on local anaesthetics); R. J. MeN. Love (one lecture on the 
treatment of acute abdominal disorders) ; C. P. G. Wakeley (one lecture 
on the etiology, pathology, and treatment of tumours of the intestinal 
tract); R. T. Payne (one lecture on the treatment of varicose veins and 
varicose ulcers by injection). 

Arris and Gale Lecturer.—H. A. Harris (three lectures on the growth of 
the long bones in health and disease). 

Erasmus Wilson Lectureship.—T. W. P. Lawrence and C. E. Shattock 
(three demonstrations each on the pathological contents of the Museum). 

Arnott Demonstratorship.—Sir Arthur Keith (six demonstrations on 


the contents of the Museum). 


Honorary Fellows. 
Dr. Regaud (Paris) and Sir George Newman were elected honorary 
Fellows. 
Election of Officers. 


Sir Berkeley Moynihan was re-elected President and Mr. Hey 
Groves and Mr. Warren Low were elected Vice-Presidents for the 
ensuing year. Mr. R. H. Burne was re-elected physiological 
curator, Mr. ©. F. Beadles was re-elected pathological curator, an 
Sir Frank Colyer was re-elected honorary curator of the odonto- 
logical collection for the ensuing year. 


Diplomas. . 
The diploma of Fellowship was granted to J. C. B. Allen 
The diplomas of Membership were granted to Nellie Brown and 
H. J. Nimbalker. 

The following diplomas were conferred jointly with the Royal 
ont nb, N. Attygalle, H. K. Basu, 
an Ye Acom aile, 
box. C. H. Catroll, D.’ Malhoutra, G, Millar, 


A. A. Miller, G. W. Morey, W. J. Robertson, E, M. Steel, 


D. B. Sutton, M. R. Wadia. . F 
Psychological Medicine—Norah A. Haworth, R. Levinson, 
Agnes M. Macgown, J.J. B. Martin, A. Pool, G. M. Tothill. 
A report was read from the Board of Examiners in Anatomy and 
Physiology for the Fellowship stating that at the examination 
concluded on June 15th 50 candidates were approved and 108 


rejected. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
At the monthly business meeting of the College, held on July = 
the President dniy admitted as Licentiates in Medicine an 
Midwifery the following candidates, who had passed the Conjoint 
Final Examination of ‘the Royal Colleges of Physicians and 
Surgeons, Ireland: 


W. G. Greene, A. E. Lee. J. L. Maslin, S. C. Mattock, I’. J. A. Murray, 


F. G. Parker, H. G. Pritchard, C. R. Salkeld, D. CG. Shields, 


H. Rubinstein. 


T. B. Creamer, Hileen Cussen, M. Dunphy, R. A. Forde, J. Gaughan, . 
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Medical Motus, 


Dr. CHARLES FRANCIS WHITE of the Ministry of Health 
and formeriy assistant port medical officer for Liverpool has 
been appointed medical officer of health for the Port of 
London in succession to Dr. W. M. Willoughby, who is now 
medical officer of health for the City of London. 

AN afternoon reception will be held at Brockley Hill, 
Stanmore, the country branch of the Royal National Ortho- 
paedic Hospital, to-day, Friday, July 20th. H.R.H. the Duke 
of Gloucester, President of the Hospital, hopes to be present. 

THE Fetlowship of Medicine and Post-Graduate Medical 
Association announces that a special course will begin at 
the Hospital for Consumption and Diseases of the Chest, 
Brompton Road, on July 30th, occupying from 10 a.m. to 
4p.m. daily for a week, including Saturday. From August 
8th to September lst a special course will be undertaken by 
the staff of the All Saints’ Hospital for Genito-Urinary 
Diseases. Dr. Eric Pritchard will hold au afternoon course 
at the Infants Hospital from August 13th to 25th. From 
August 27th to September 8th an all-day ‘‘brush-up’”’ course 
will be held at the Queen Mary’s Hospital, Stratford, E.15, 
consisting of demonstrations in medicine, surgery, and the 
specialties. Courses in September will include the following : 
medicine, surgery, and the specialties, at the Westminster 
Hospital; diseases of children, at the Queen’s Hospital; 
electrotherapy, at the Royal Free Hospitat; ophthalmology, 
at the Royal Eye Hospital; psychological medicine, at the 
Bethlem Royal Hospital ; orthopaedics, at the Royal National 
Orthopaedic Hospital. Copies of syllabuses and information 
regarding the general course, which is continuous throughout 
the year, and may be taken for varying periods from one 
week upwards, may be obtained from the secretary of the 
Fellowship, 1, Wimpole Street, W.1. 

A REUNION dinner of the Lausanne Medical Graduates 
Association was held at the Langham Hotel, on June 14th. 
Dr. E. E. L. Burnier of Cliftonville, Margate, was elected 
president of the association. It was announced that the 
following British medical men have recently been approved 
by the University of Lausanne for the M.D. degree: Major 
= N. Bose, I.M.S., G. Elliot, P. E, M. Lamer, and J. J. F. 

uza. 

THE late Viscount Hambleden, who died on June 16th, had 
been a member of the Council of King Edward’s Hospital 
Fund since 1921, and of its Revenue Committee since 1923. 
He was a member of the Ambulance Cases Disposal Com- 
mittee from 1923 to 1924, and chairman of the Pay Beds 
Committee in 1927-28. He was also chairman of King’s 
College Hospital, and took an active interest in the British 
Hospitals Association, and in the raising of money generally 
for Loudon hospitals. The Management Committee of the 
King’s Fund has adopted a resolution recording its apprecia- 
tion of Lord Hambleden’s great services to the voluntary 
hospital system and its sorrow at his death. 

THE Marchioness of Titchfield, chairman of the special 
appeal of the National Association for the Prevention of 
Tuberculosis, announced at a luncheon on July 17th that an 
anonymous donation of £50,000 had been received, bringing 
the total sum raised by the appeal to £110,568. 

THE annual report of the Papworth Village Settlement for 
the year ending December 31st, 1927, has been published, and 
contains a fully illustrated description of the various activities 
at this institution. We referred on June 30th (p. 1115) to the 


opening by the Prince of Wales of the Clifford Allbutt © 


memorial cottages iv the settlement. 


THE name of the Highfield Sanatorium, at Edge Lane 
Drive, Liverpool, has been changed to Broadgreen Saua- 
torium. 

THE late Sir William Church, Bt., President of the Royal 
College of Physicians in 1899-1905, who died in April last, 
has left estate of the value of £52,493, with net personalty 
£51,623. He bequeathed £1,000 to the Royal Society of 
Medicine and £100 to Epsom College. 

HE second medical study tour in Czechoslovakia, organized 
by a French agency on the invitation of the spas of the :ormer 
country, will take place in September, the programme occu- 
pying ten days and including visits to Franzensbad, Mavien- 
bad, Carlsbad, Prague, and Brno, where a health exhibition 
Will be in progress. ‘The tour will commence at the frontier 
station of Cheb on the afternoon of September 8th and will 
terminate in Austria, at Vienna, on September 17th; the 
Inclusive cost between these points, with first-class travel, 
hotels; all meals, excursions, ete., will be 1,500 French francs 
(about £12) a head. At the spas the members of the party 
will be officially entertained and conducted on visits to the 
bathing establishments. Information may be obtained from 
the agency, ‘‘ Mon Voyage,”’ 9 rue de Ila Michodiére, Paris 2¢. 


THE following papers, among others, will be read at the 
International Congress against Alcoholism, to be held at 
Antwerp from August 20th to the 25th: The alcoho! question 
aud social hygiene, by Sir Arthur Newsholme; the concentra- 
tion of alcohol in the blood aud the diagnosis of drunkenness, 
by Professor Firket of Liége; latest experiments on alcohol 
and heredity, by Professor Laitinen of Helsing:ors; changes 
in the endocrine glands in the descendants of alcoholics, by 
Dr. Puusepp of Tartu; the results of American prohibition 
from the hygienic aspect, by Professor Haver Emerson of 
New York; aicoholism in Russia, by Dr. Dahigren of Malmdé; 
alcohol and sport, by Dr. Saleeby; and the organization of 
welfare centres for drinkers, by Professor Gonser of Berlin 
and Dr. Revilliod-Masaryk of Geneva. Further, inforuration 
can be obtained from the general secretary, Professor Charics 
Verlat, 10, Rue Van Dyck, Antwerp. 

_ THE. eighth. congress of the Society for the Study of the 
Physiology and Pathology of Digestion will be held at 
Amsterdam from September 12th to 14th. 

A POST-GRADUATE course in recent advauces of medicine 
will be held in Vienna, from September 24th to October 6th, 
and will be followed by practical classes during the subse- 
quent week. Further information may be obtained from 
the dean, Dr. Leopold Arzt, The University, Ring: des 
12 November, Vienna, I. 

PROFESSOR SIGALAS has been re-elected dean of the 
Bordeaux faculty of medicine. 

Dr. HANS THIERFELDER, professor of physiological 
chemistry at Tiibingen, has recently celebrated his 70th 
birthday. 


Letters, Notes, and Ansivers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publieation 
are understood te be offered to the British 

' alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their comimunications should authenticate 
them with their names, not necessarily for publication, 


Authors desiring REPRINTS of their articles published in the 
British Mevicat JournaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs, 


All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Jourmnat, should be addressed te the 
Financial Secretary and Business Manager. 


Tho TELEPHONE NUMBERS of the British Medical Association 
and the Barrisa Msvicat Journat are MUSEUM 9561, $862, 9S6S, 
and 986} (internal exchange, four lines). 


The TELEGRAPHIC ADDRESSES are: 
EDITOR of the British Mgpicat Journat, Aitiology Westccnt, 
London. 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 


The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone : 62550 Dubhn), and of the Scottish Office, 
7, Drumsheugh Gardens, (telegrams: Associute, 
Edinburgh; telephone 24361 Edinburgh), 


QUERIES AND ANSWERS. 


HAEMOPHILIA AND DENTAL EXTRACTION. 
«A, P. A.” asks for information regarding the best method of 
preparing & young man suffering from haemophilia and bad oral 
sepsis for dental extractions. 


FINGER SUCKING. 

_ J. BH. Bapcock (Loudon) writes in reply to “8. ©. M.” 
(Juty Tth, p. 39): A ehild who sucks its finger or thumb usually 
fumbles something with the other hand at the same time, often 
a blanket or a‘ woolly,’’ sometimes its hair, always something 
soft and warm. Sometimes the disengayed fingers of the same 
hand ave used, but this is rare. Stopping this correlated habit, 
often easily accomplished —for example, by taking away the 
* woolly ’’—will often cure the finger sucking in older children. 
I have no experience of babies, but give the hint for what it-may 
be worth. 

acement of Car. 

" ¢ car in 1923 for £270 and sold it in June, 1927, for 
3 make and type of car for £265. His 
to treat the out-of-pocket expense of £10 as a replacement is 
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expenditure. 


refused, the inspector of taxes holding the view that as a similar 
make and type of car could have been bought for £16) in 1927, 
the “replacement” cost is £85, and the remaining £105 repre- 
sents improvement, aud is therefore capital outlay. 


*,* It is difficult to refute the official view, because improve- 
ment is the characteristic of capital, as distinct from allowable 
Further, it must be admitted that when the cost 
of cars were rising, the revenue authorities were consistent, and 
practitioners were not infrequently allowed to deduct the full 
cost of replacemeut, though the cost of the new car was substan- 
tially greater than the cost of the old one. The depreciation 
allowance pays in the long run in practically every case—which 
is why the extension of that allowauce to professions was urged 
on the Royal Commission by the British Medical Association 
some years ago, aud why it has been consistently advocated in 
these columns. It is to be regretted that “‘ N.J.’’ did not put 
himself on that basis two or three years ago. 


“ W. E.” held a full-time appointment and owned a car run at his 


own expense. 
for £75, and bought a new one for 
the cost of replacement ? 

_*,* In the circumstances it seems impossible to contend 
successfully that the £170 was expended in the working of the 
practice. Either it was capital outlay for the practice or repre- 
sented delayed expenditure applicable to the appointment. ‘The 
best ‘* W. E.”’ can hope for is a depreciation allowance of 20 per 


cent. of £245—that is, £49. 
Decoration of Consulting Room. 


He then entered on gee practice, sold the car 
.» Cun he claim £170 as 


“FE. M. A.”’ started consulting practice two years ago and took 
over a house from auother doctor, having to spend a certain — 


amount upon redecoration of the waiting room and consulting 
room. Is that expenditure deductible, or is it capital outlay ? 
“*,* On the assumption that the rooms in question had been 
used for similar purposes by the previous practitioner and that 
there was no appreciable iiuprovement or alteration in the 
rooms as compared with their previous condition—that is, when 
the former decorations were new—we consider the expense was 
allowable. But there is no legal right to have it regarded as 
expenditure of any year but the year in which it was incurred. 


Change of Practice. 


“A, G. N.” left his former practice on May 14th last and has taken 


another practice in a different part of the country. He has been 


informed by the authorities that for 1928-29 he will be assessable | 


on the actual profits of that year, and that the assessment for 
1927-28 will be revised to the actual income of that year. 
*,* The official view is apparently correct. The matter was 


dealt with in a note on page 1037 of our issue of June 16th last, 


in which the effect of the legislative changes was explained. 
We suggest that our correspondent refer to that note, and, if 
necessary, write to us again ou any specific point of difticulty. 


Receipts after Retirement. 


“ SENEX” retired, owing to ill health, at the end of ‘the last 


poximecanty year, December 31st, 1927. Is he liable to return as 
pcome sums anny weet received by him for his share of the 
partnership income 

* 


«* No. 1t has to be assumed that during the continuance of 


the partuership the cash receipts approximated to the true 
gross earnings. ‘Senex’ has paid tax on the income up to 
December 31st, 1927, aud anything he may now receive is merely 
a belated payment to him of income which has already been 
taxed. Whether the partnership in its early years paid tax on 
more than its own net cash income we do not know—the 
authorities are apparently prepared to assume that it did, and 
no doubt will see that the cash basis is not applied to the early 
years of the new firm. 


LETTERS, NOTES, ETC. _ 


ARTERY ForcEPs AND LIGATURE CARRIER. 


N. I. Spriggs, F.R.C.S. (Leicester), referring to the description 


by Mr. K. Milne Eaton of au artery forceps and ligature carrier 
for. deeply placed vessels on July 7th (p. 19), pellet I designed 
an instrument for similar work several years ago, which was 
described in the Lancet of January 18th, 1913. I have a model of 
the instrument, but it was never manufactured in bulk owing 
at a meeting of the Midlan tetrical and Gynaecologi 

Association at Leicester. 


SEA-SICKNESS, 


“ TERRA Firma ” writes: It is difficult for one who has suffered 


severely from this curse to accept any but a labyrinthine 
explanation of it. After all, sea-sickness is one of a group, and 
the similarity of the effects of trains, cars, swings, roundabouts, 


aud even the old-fashioned waltz, is too striking to have anything | 


but a common cause. Once, in childhood, I drove a bishop and 
an archdeacon in disorder trom a railway carriage. ‘The trick 
of twisting a swing and allowing it to untwist rapidly, with 
myself in the seat, produced a similar effect upon me, which ig 
difficult to explain on any abdominal hypothesis. In the Physio. 
logical Laboratory at Cambridge I was induced to test the effects 
of rapid rotation of the vertical body, with the head in turn 
erect, stooping, aud on the shoulder. ‘‘he demonstration of the 
part played by the semicircular canals was convincing, to me at 
least, and my subsequent apparent rotation in three planes 
simultaneously led to prostration for the rest of the day, with all 
the symptoms of maldemer. Experiments during many crossings 
of all the seas round Britain have convinced me that no diet, 
in reason, has any effect upou the disability. ‘The weakness ig 
hereditary, and I have tried, without success, to prevent car 
sickness in my own children by liberal doses of glucose. In my 
experience children under 2 years of age are nearly immune; 
the disability increases from that age to adolescence and after. 
wards diminishes; in 1918-19 I circumnavigated Africa without 
being actually sea-sick. The advantage of tho supine position 
is certain, whatever may be the explanation; the acidosis 
appears to be secondary to the vomiting, as in hyperemesis 
gravidarum. For short crossings 1 recommend nerve depres. 
sauts, such as the bromides, chloral, and alcohol; for a loug 
voyage rest on the back until the sufferer is accustomed to the 
motion or the sea moderates. 


Mr. Gorpvon D. Knox (London) writes: The comments you have 


published on sea-sickness embolden me to give a personal 
experience. I can describe myself as a fair sailor, the type 
who is liable to be ill at the beginning of the season aud 
who is then immaue during reasouable weather. I made by 
accident what to me was the astonishing discovery that even 
after the feeling of nausea had begun it could be staved off 
and even prevented by smoking a pipe or cigarette and smoking 

ipe after pipe or cigarette after cigarette. Greatly daring, 
my treatment to a colleague who complained 
that he had never crossed the Channel without being sea-sick. 
Thoroughly sceptical, he triet my plan and made his _ first 
passage over in comfort. I recognize the danger of attempting 
to geueralize on two cases, but should like very much to know 
if there is medical evidence to justify my belief that with the 
habitual smoker smoking may stave off sea-sickuess. 


MUSCULO-SPIRAL PARALYSIS AFTER QUININE INJECTIONS. 


Dr. J. I. Kuir (Piet Retief, Transvaal) writes: I read in the 


Epitome for April 28th (para. 407) a reference to musculo-spiral 
paralysis following the injection of quinine for malaria. Towards 
the end of February last I had a bad attack of malaria. I was 
treated by a colleague, who ordered three daily injections of 
10 grains of quinine bihydrochloride. This was continued for 
about five or six d..ys. The injections were subcutaneous, and 
at my own request were given over the deltoid muscle, alter- 
nately right and left. After the second day the injections were 
absolutely painless ; as a matter of fact, the whole area from the 
voint of the shoulder to the middle of the upper arm on both sides 

ame completely anaesthetic. This has gradually worn off, and 
for the last fortnight the sensation has been normal. When first 
I left the nursing home, fourteeu days after the first injection, 
I could not hold a pen to write, and both arms were very weak; 
it was nearly three weeks before my arms felt in any way 
normal. That there must be some disturbance of the trophic 
nerves in my case is indicated by the fact that small pustules 
keep appearing ou both upper arms, and these are limited to the 
area that was anaesthetic. 


Houipays FOR Factory GIRLS, 


WE have received the following letter signed, on behalf of the 


Factory. Girls’ Country resem | Fund, by the Countess of 
Sandwich, Dame Mary Scharlieb, Miss Lilian Braithwaite, the 
Bishop of London, and Mr. J. F. Green: 


Will, you once again give us the opportunity of drawing the 
attention of your readers to the Factory Girls’ Country Holiday 
Fund, which may well claim to reuder good service to our poorer 
sisters, and so, to the whole community. The change wrought 
in these pale Loudoners in a few days is almost incredible, save 
to the eye-witness. Good food and plenty of it, rest on the beach, 
or in the fresh country fields, and above all, freedom from care— 
knowing their holiday is paid for before they go—work wonders. 
There are now hundreds of girls hoping to be sent away during 
the next few weeks. Fresh applications come in daily, but we 
have not enough funds to send half the number at present. 
Many of the applicants have beev saving out of their earnings 


- week by week since the beginning of the year towards their share 


of the cost of their holiday.... This fund helps chiefly the 
poorest class of factory workers; most of them are the maia 


support, too, of their families. Subscriptions and donations will , 


be thankfully received aud acknowledged by the honorary 
treasurer, Mrs. Slater, or by Miss Canney, 75, Lamb's Conduit 


Street, London, W.C.1. 


VACANCIES, 


NoriFicaTions of offices vacant in uuiversities, medical coll 


and of vacant resident and other appointments at hospitals, wil 
be found at pages 45, 46, 47, 50, and 51 of our advertisement 
columns, and advertisements as to partuerships, assistantships, 
and locumtenencies at pages 48 and 49. } 

A short summary of vacant posts notified in the advertisement 


columns appears in the Supplement at page 24. 
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NINETY-SIXTH ANNUAL MEETING, CARDIFF, 1928. 


President's Address 


ON 


SOME REACTIONS AND A RETROSPECT. 


Sm EWEN MACLEAN, M.D., F.R.C.P., Hon. F.A.C.S., F.R.S.Ep., 


PROFESSOR OF OBSTETRICS AND GYNAECOLOGY, WELSH NATIONAL SCHOOL OF MEDICINE. 


My Lorp Mayor, Lapres, axnp Gentizmen,—I profoundly 
appreciate the great honour of being asked by my colleagues 
and by the authorities of the British Medical Association 
to occupy the Presidential Chair for this year. 

Having regard to its.outstanding achievements in the 
past, its present status and power, and its future of ever- 
increasing authority and responsibility, to be the titular 
head of this great Association for the allotted span must 
surely evoke the humility and gratify the ambition of 
any man. 

The Annual Meeting of the Association last assembled in 
Cardiff in 1885—forty-three years ago. Queen Victoria was 
the reigning sovereign, and amongst the local mnemonic 
events of the vear was the transit of the first train through 
the Severn tunnel. Dr. W. T. Edwards, whose skill as a 
physician and whose high character and public: service are 
gratefully remembered, was the President, Dr. Alfred 
Sheen, & very distinguished practitioner, was the General 
Secretary, and Dr. Thomas Wallace, J.P., who is with us 
to-day, was an active member of the local executive. Dr. 
Denald Paterson, whose articles in the Journal on Cardiff 
and its surroundings have been so much appreciated, was 
a voung house-surgeon at the Infirmary, and already giving 
promise of his very distinguished career. At that Meeting, 
as now, the public, the Corporation, and other bodies of 
Cardiff placed every available facility at the disposal of the 
Association for the scientific work and the social relaxation 
of its members. ' 


' I take this opportunity, on behalf of my colleagues and | 


myself, to offer our grateful thanks to the Lord Mayor and 
Corporation, to the President, Principal, and Council of 
the University College, and to the President and Council of 


the Welsh National Museum, for so generously giving us 


the use of their magnificent buildings in the Cathays Park 
for the Sections, receptions, and administrative require 
ments. We also much appreciate the generous interest 
faken in our Meeting by the Marquess and Marchioness 
of Bute, as by the Marquess and Marchioness of forty 
years ago. 


Work oF THE AssociATION, 

Since 1885 Cardiff has so multiplied its population that 
it is now two and a half times as great as it was. then, and 
the city has achieved the rank of one of the foremost 
ports of the world; whilst the Association has trebled its 
membership to nearly 34,000, and manifolded the degree 
and range of its power. To-day the British overseas 
membership of the Association alone is nearly equal to 
the total membership in’ 1885. 

- It is alleged at times, in eriticism of the activities of 
the Association, that its great power is expended pre- 
dominantly in the personal interest of its members. This 


is very far from being the fact. It is certainly true that | 
the Association has achieved a great deal in its endeavours | 
to raise the status and improve the conditions of service | 


of medical men and women, whether in the public health 
Service, in the combatant services, in work wnder the 
National Health Insurance Acts, in the Colonial Medical 
Service, or in general practice. But, leaving all this aside, 
from its foundation the Association has been concerned 


chiefly with the maintenance of the professional standard 
ef education and conduet, both pre- and post-graduate, 
the promotion of scientific research, and the development 
of a national public health policy which will allow the 
profession to make its maximtm contribution to the well- 
being of the community. 

-Inasmuch as the British Medical Association represents 
the medical profession as an organized body, it is clear that 
its corresponding sphere of action lies rather with public 
bodies than with individuals. In seeking to inform the 
public as to the principles underlying a sound public health 
policy, the Association’s appeal is primarily to the respon- 
sible Government of the day, to members of Parliament, to 
the departments of State, to lecal authorities, and to the 
numerous voluntary bodies, whether: lay or professional, 
through which public opinion is formed. 

The general scope of the Association’s activities in this 
connexion, and the nature of its influence, may be illus- 
trated by the list of the Roval Commissions, Departmental 
Committees, ete., to which the Association has submitted 
evidence on matters not principaHy affecting the economic 
interests of the profession: the Government Committees 
on which the Association has been represented; and the 
publications of the Association. 

As early as 1868 the creation of a department of State 
to deal with specifically public health matters was urged 
upon the Government, and eventually in 1919 the Ministry 
of Health was formed. By the influence it exercised and 
yy the atmosphere it created the Association was largely 
instrumental in the setting up of this separate department 
of State. 

It was shortly after the Cardiff Meeting in 1885 that the 
Association promoted and financed an investigation into 
the health of 100,000 school children, and was largely 
responsible fer the creation of the Schooi Medical Service. 
The compulsory examination and treatment of school 
children has always been a feature of the Association's 
policy, and from 1905: repeated attempts were made to 
embody this principle in: legislation. Until _1907 these 
efforts were unsuccessful, but under the Education Act of 
that vear the School Medical Service was established. 

The action taken by- the Association in connexion with 
maternity and child welfare, has been, largely concerned 
with raising the general standard of midwifery, and with 
proposing amendments (often accepted) in the rules of the 
Central Midwives Board—amendments directed towards 
prevention of maternal and infant mortality. During 
1908-9 evidenge was prepared for submission te the 
Departmental Committee op the Midwives Act, 1902, and 
the recommendations of that committee included many of 
the reforms suggested by the Association. Special inquiries 
lave been conducted iutto the .important subject of 
ophthalmia neonatorum (1907-9), the value of maternity 
and child welfare in relation to the reduction of infant 


mortality (1920), cardiac disease in children (1923-27), and 


puerperal morbidity and. mortality (1924-27), 

& typical example of the: Associatron’s work for the pro- 
motion of maternity and child welfare is afforded by the 
story of its action in connexion with aphthalmia neonatorum, 
In 1906 this was the subject chsven by, the Council fov 
the Middlemore Prize. In 1907 the same subject was 
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chosen for discussion in the Section of Ophthalmology at 
the Annual Meeting of the Association, and on the recom- 
mendation of this Section the Council appointed a com- 
mittee to consider the question of prevention of the disease. 
The committee reported in 1909, and by 1910 public opinion, 
stimulated by the publicity given it by the Association 
throughout this period by the means already mentioned 
and by repeated reference in its Journal, had brought 
about the adoption of notification by a considerable number 
of authorities. In 1910 the Council issued a model scheme 
for administration in areas where notification had been 
adopted, and this was circulated to the Divisions of the 
Association. In 1914 the notification was made compulsory 
by statutory Order, and the general policy of the Associa- 
tion with regard to notification and treatment is now part 
of the health policy of the nation. 

In 1914 the Association gave evidence before the Royal 
Commission on Venereal Diseases, and in many important 
respects the recommendations of the Association were 
incorporated in the report of the Royal Commission. 

The Association has from time to time endeavoured to 
secure the elimination of defects from the Law of Lunacy 
and Mental Deficiency by means of (a) preparation and 
submission of evidence to Royal Commissions and other 
official bodies, and (b) appointment of special committees 
to consider and report on the lunacy law as a whole or on 
various aspects of it. 

The interest of the Association in the care and control 
of mental defectives has been long and continued. In 
many instances reforms urged by the Association have 
been embodied in legislation or in recommendations of 
Government bodies appointed to consider the whole question. 
For example, amendments were successfully introduced 
into the Lunacy Amendment Act of 1890, and the Defective 
and Epileptic Children Act, 1899 (to provide special instruc- 
tion for mentally deficient children). The Association also, 
in 1909, urged on the Home Secretary the need for giving 
full effect to the report of the Royal Commission on +he 
Care and Control of the Feeble-minded. In 1911 a memo- 
randum on the policy of the British Medical Association as 
regards amendment of the lunacy laws and care and control 
of the feeble-minded was forwarded to the Home Secretary. 
The Mental Deficiency Bill, which was introduced by the 
Government in the following year, and which eventually 
— law in 1913, was in general conformity with this 
policy. 

With regard to the work of the Association in connexion 
with the standard of therapeutic substances and appliances, 
this has been directed towards (1) the improvement of the 
British Pharmacopoeia, (2) the adequate standardization 
of therapeutic substances, (3) the protection of the public 
from the abuse of ‘‘ dangerous drugs,’’ drugs of addiction 
generally, and alcohol, (4) the protection of the public 
from the exploitation of fraudulent and harmful pro- 
prietary remedies (so-called patent medicines or secret 
remedies), and (5) the prohibition of improper and mis- 
leading advertisements of proprietary remedies. 

Since 1906 the Association has given evidence on thirty 
Royal Commissions and Departmental and Governmental 
Committees, excluding those which required evidence 
bearing mainly on the pecuniary interest of the profession. 

In regard to the education of the public in health 
matters, the Association has always played its part in 
directing the attention of the public to questions of 
hygiene, mainly by representations addressed to central and: 
local health authorities and to members of Parliament, but 
also on occasion by publications and addresses intended for 
the general public. It has also from time to time urged 
upon its members the necessity of individual efforts in this 
direction. 

With regard to the Council’s future proposals connected 
with the problem of the public education in health, a 
memorandum issued by the Association indicates the action 
which can be taken by Divisions and Branches in assisting 
in the education of the public in health matters. 

The foregoing, though but a short and incomplete review 
of its wider activities, goes far to answer the criticism 
referred to and to indicate the breadth of view which the 
Association takes of its obligations and responsibilities, - 

In two data, amongst others, in the history of the 


Association, the South Wales and Monmouthshire Branch 
can claim especial interest. In the year 1877 the first 
Gold Medal of the Association was awarded to Dr. Henry 
Naunton Davies for conspicuous bravery and skill in con- 
nexion with the Tynewydd Colliery disaster, and we are 
glad to have with us to-day, as an active member, one of 
his surviving sons. 

Then, again, that most significant event, the birth of the 
Représentative Body, took place at the Swansea Meeting 
in 1803, and the proceedings of the past few days go to 
show that the Representative Body, now a quarter of a 
century old, has much to its credit and is dealing wisely 
and thoroughly with problems arising within the profession, 
and with those questions, ever increasing in number, which 
by successive Governments and by the public ‘ stand 
referred ’’ to the Association. 


Ancient Cymric MEDICINE. 

Casting back to more distant times, the exhibit which, 
by the courtesy of the authorities, has been set up in the 
Library of the National Museum shows, I think, that 
* Antient Cymric’’? medicine affords a most attractive 
field for study and research, and I am indebted to my 
friend Dr. Roland Williams for many interesting observa- 
tions and gleanings in this connexion. 

Handed down from very remote times, a glimmering of 
medical science would seem to have existed in pre-Celtic 
and Celtic Britain. It is difficult to conceive, for instance, 
that the New Stone Age and the Bronze Age, rich as they 
were in the pioneer achievements of civilization, should 
have been lacking entirely in some form of indigenous 
medical lore. Possibly, too, those very early traders from 
the older Mediterranean civilizations who came to seek tin 
from Cornwall left behind them something of the healing 
traditions of other lands, At any rate, however such know- 
ledge may have accrued, there are some grounds for credit- 
ing the Druids with perhaps a greater preoccupation with 
medicine than was usual in a primitive priestcraft. The 
Greek geographer Strabo (born about 60 B.c.) has left it 
on record that the ** soothsayers are sacrificers and physio- 
logists; the Druids, in addition to physiology, practise ethia 
philosophy.’’? Pliny gave a brief account of a Druidie 
Materia Medica in which the mistletoe or ‘‘ All-Heal ’”? was 
held in highest esteem. Presumably, too, the British 
Druids were similar in type to the Druids of Gaul, to 
whose advanced ‘‘ knowledge of the Laws of Nature” 
Cicero referred. It is interesting to note that, as pre- 
ventives to ill health, the Druids prescribed cheerfulness, 
temperance, exercise, and early rising, qualities and prac- 
tices which—shall we say?—have remained characteristics 


of the Cymry to the present day. Albeit, another of the ~ 


Druidical maxims, asserting that ‘‘ Money lent in this 
world will be repaid in the next,’’ would not, I fear, in 
practice to-day, rank as a gilt-edged security. 

After the Druids came the Romans. Soldiers, engineers, 
administrators as they were in the main, we do not know, 
what legacy they left behind them towards the building up 
of a native medical tradition in Wales, but it is legitimate 
to surmise that at least some elements of the lore of 
Hippocrates and the great Greek medical tradition may 
have made their way into Britain with the legions, and, 
once implanted there, may have lingered, as the language of 
the legionaries lingered after their departure, in Cornwall, 
in Cumberland, and in Wales. It is a significant fact that. 
the modern Welsh word for a physician, the word meddyg, 
goes back directly to Roman times, being derived from the 
Latin medicus, and occurring first in its Welsh form in the 
old Cornish vocabularies. 

After Rome, the welter of the Dark Ages—a period dark 
to the historian everywhere in Europe, but darkened still 
more in Wales owing to the distrust to which many of the 
manuscripts relating to the period are subject. Not until. 
the beginning of the tenth century, and the codification of 
Welsh Tribal Law about that time, do we come upon reliable 
information regarding the profession of medicine. 

A thousand years ago King Hywel the Good caused thé 
Laws of Wales to be codified, and it is in these codes that 
we get the first authentic glimpses of our profession and the 
manner of men who practised it in tenth century Wales 
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This monarch had a court physician who was given place 
and prestige in his presence, had a grant of free land 
and a horse, and received his linen clothing from the Queen 
and his woollen clothing from the King. His seat in the 
hall within the palace was at the base of a pillar near 
to the King, and his lodging was with the chief of the 
household. It was his duty to administer medicine without 
charge to all within the palace, and to the chief of the 
household. It would appear that he was a_ whole-time 
officer, with intervals when, on the basis of a moderate 
tariff, he was allowed to enjoy the stimulating freedom of 
private practice. He had to accompany the armies, but 
ordinarily he was never to leave the palace without the 
King’s permission, when he was free to take any road or 
route with the messenger of the sick. In those days it was 


‘lawful for anyone to take another’s horse to procure a 


medical man for a person in danger, without being required 
to make amends. The same principle applied to-day in 
respect to motor cars might lead to serious misunder- 
standings. 

The chief interest of these early codes, from a medical 
point of view, lies in the way they assessed legal damages 
for injuries and laid down standard fees for treatment. 
The thumbnail, for instance, was worth thirty pence. One 
front tooth was equal to a finger; one molar tooth to a 
thumb. 
MEDIAEVAL TRADITIONS. 

The old laws are interesting as showing us something of 


‘the state of the Welsh meddyg under the Welsh tribal 


system in the tenth century. The eleventh century brought 


with it great changes in Welsh history. A great new 


formative influence came then into the life of Wales—that 
‘was the Norman. The Norman affected profoundly the 
whole course of Welsh life and politics. Under the walls 
of his castles there grew up townships, markets, forts. 
Once more, as in the days of the early wandering Celtic 
missionaries, Wales came into touch with the rest of Europe 
and the world. For not in Wales and England only, but 
in Ireland, in France, in Spain, in Sicily—in Palestine 
even, on the threshold’ of the immemorial East—there 
too were the castles of the Norman. Pilgrim and Crusader, 
merchant, monk and friar, errant knight and troubadour, 
all whose activities helped to render knowledge fluid and 
international throughout the Holy Roman Empire, must 
have helped towards the building up of a native medical 
tradition in mediaeval Wales, a tradition which has left 
behind as its monument a fourteenth century manuscript, 
the older of the two manuscripts ‘known as the ‘‘ Books of 
the Physicians of the Myddfai.”’ 

It was but natural that the tradition of the physicians 
of the Myddfai in mediaeval Wales should trace its origin 
back to the fountain-head of a legend. 

In the fastnesses of the wild Fan Mountains of 
Carmarthenshire there is hidden away a small lake known 
as Llyn-y-Fan Fach. Long ago, so the legend runs, a 
shepherd boy named Gwyn was tending his flock on the 
shore of the lake when a most beautiful maiden emerged 
from the mirrored surface of the water. After many 
complications, which are so essential to a fairy tale, Gwyn 
and the maiden of the lake became man and wife. Three 
sons were born to them, but after a time the maiden dis- 
appeared again into the depths of the lake, taking with her 
her faery dowry of cattle and chattels. At a later day, how- 
ever, she reappeared to her three sons, who kept vigil for 
her on the shore. The eldest son, Rhiwallon, she led aside 
to Pant-y-Meddygon (the Physicians’ Hollow); there she 
revealed to him the properties of the medicinal plants and 
herbs which grew around them, and called upon him to 
dedicate himself to the art of healing. This Rhiwallon 
did, so that he became the physician to Rhys Grug, Lord 


of Llandovery and Dynevor. Tradition claims, too, that — 


the descendants of Rhiwallon practised their art at 
Myddfai in unbroken lineage until the end of the 
eighteenth century. 

Such, in brief, is the story of the physicians of Myddfai. 
. Interesting though these earlier figures may be, however, 
it is only after the Renaissance had rejuvenated Wales that 
Wwe come upon the beginnings of a really brood-culture 
among Welsh physicians. Although not one of. the out- 


standing physicians of Wales in Tudor and early Jacobean. 


times had any claim to be compared to a Sydenham or 
a Harvey, they were yet figures commanding interest and 
respect in other ways. Educated, most of them that we 
know of, at the older English universities, their medical 
writings and their medical beliefs were, for their day and 
generation, reasonable and scientific. One striking charac- 
teristic which many of them had in common was the great 
breadth of their culture and their scholarly achievements 
in other arts besides medicine. Thus Phaer of Pilgeiran 
was one of the first great Elizabethan translators of the 
classics, while to Robert Recorde of Tenby we owe the 
introduction of the study of algebra into this country. 
Time does not permit to follow the fortunes of the Welsh 
meddyg through the seventeenth and eighteenth centuries. 


| Something of their ubiquity and prominence may be 


gathered from the fact that the two surgeons on board 
Captain Cook’s ship the Resolution in 1777 were Welshmen 
—Robert Davies of Wyddgrug and David Samuel of 
Denbigh. Samuel later became surgeon of the Discovery, 
and he may have suggested to his captain some of the 
jatter’s very enlightened ideas regarding the relationship 
of scurvy to diet. At any rate, Samuel.was a scientifically 
minded man, as shown by his treatise on the introduction 
of certain diseases among the South Sea Islanders. ‘‘ He 
was,’’ so wrote one of his contemporaries, ‘‘ extremely 
irritable, but one of those hearty fellows we expect a 
sailor to have been.’’ 

But however true it may be that the past, even the 
distant past, is ever with us and must tincture our every 
thought and deed, the blend of the present and the imme- 
diate future is the main incentive to individual and 
corporate action. 


HeattH ORGANIZATION IN ReEcENT TrIMEs. 

The population ef the world to-day is many times 
greater than it was a thousand years ago, and over the 
average of vears Mother Earth shows no signs of failing 
to respond to the food and other requirements of her 
increased family of humans. Correspondingly, however, 
much more work has to be done by these humans in order 
to extract and prepare these requirements. Effective work 
involves a sufficient measure of health, and hence, perhaps, 
one factor at least of the instinctively higher regard for 
the health of the individual and of the community which 
is so marked a social feature of the day. 

The demand is insistent, and from the nature of the 
case the supply can never wholly meet it. But quite won- 
derful achievements have been registered by organization 
and scientific discovery. At the same time those who know 
most know how much more remains to be done. 

A sign of the times, that enactment of outstanding im- 
portance the National Health Insurance Act, 1911, which 
provides domiciliary medical attendance for, say, sixteen 
million of the forty-five million of the population, has 
profoundly modified and to a significant extent refocused 
the conditions of the great bulk of medical practice in this 
country. 

Piloted with great ability and energy through a_ half- 
reluctant House of Commons by Mr. Lloyd George, the then 
Chancellor of the Exchequer, and menaced by vested and 
otherwise disturbed interests, this colossal measure came 
into operation in the early days of January, 1913. The 
unavoidably complex machinery of so far-reaching an Act 
was but as yet in the stage of graduating through the 
inevitable jolts and jars when the cataclysm of the great 
war and the disabilities of demobilization intervened as 
a further strain on administration. 

It says much for the administrative staff and even more 
for the 15,000 medical practitioners accepting service under 
the Act that, as set forth in the Memorandum of Evidence 
submitted by the British Medical Association to the Royal 
Commission on National Health Insurance, both the Repre- 
sentative Body of the Association and the Conference of 
Representatives of Local Medical and Panel Committees 
agreed ‘‘ that the measure of success which had attended 
the experiment of. providing medical benefit under tho 
National Health Insurance Acts system has been sufficient 
to justify the profession in uniting to ensure the con- 
tinuance and improvement of an insurance system,”’ 

It is demonstrable that insured persons under the Act, 
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taken as a whole, are provided with a better grade of 
medical service than were their equivalents before its 
inception. But of the making of regulations there is no 
end, and the officials concerned, and certainly the busy 
practitioner, may well be forgiven if, on occasion, a lapse 
of memory leads to executive error. It would be a real 
boen to the insurance practitioners, to the officials, and to 
the insured persons, and would prevent many mistakes 
and misunderstandings, if someone—it would admittedly 
require little short of a genius—would intelligibly collate 
the multitude of regulations. 

Under the Act as it stands much more could have been 
done, and should be done, in the matter of wise propa- 
ganda directed to the means of preserving health and of 
preventing disease; but, taking the Act in general, with 
its many inherent administrative difficulties, it can be said 
that the major provisions are being sympathetically and 
effectively implemented. But the degree of success so far 
attained in itself calls for further and fuller developments, 
which in due course should be equally available for all 
insured persons regardless of their membership of any 
particular society. 

Such further provisions should include complete consul- 
tant and specialist advice and treatment, and, under 
conditions, nursing and massage. Various salient advances 
by some of the approved societies have already been made 
into the region of these developments, notably in the form 
of dental, ophthalmic, or institutional extra benefits, and 
the experience and results accruing will, doubtless, ulti- 
mately encourage an advancement of the line, as indicated 
in recent enactments by Parliament. 

In such logical and, indeed, inevitable developments of 
the health insurance scheme, stage by stage being added 
after full consideration of the reasonable interests of those 
concerned, I for one fail to see the risk of any sudden 
ultimate transmutation to a whole-time State medical 
service, with its connoted and handicapping officialism and 
sacrifice of personal freedom. 


Procress AND RESEARCH. 

To endeavour to compass, even in outline, anything of 
the nature of an informing survey of the advances of 
medicine and surgery since the Association last assembled 
in Cardiff, or even in the past twenty years, would 
obviously be impossible on such an occasion as the present. 
The achievements are stupendous, and represent a vast 
saving of human suffering and an appreciable prolongation 
of human life, 

These results are not the product of knowledge acquired 
casually or in haphazard fashion. It is true that enlighten- 
ment may come, at times, from unexpected quarters, but 
the basis of real advance has been framed, as it always 
will be, in the tireless, persistent, relentless toil of our 
research workers, whose faithful services are so often 
unrecognized and unrequited. 

Happily for research in general, it would appear that 
successive Governments in most civilized countries are 
becoming increasingly aware of their obligations in regard 
to the provision of adequate funds for the acquiring of 
new knowledge, as well as for the costly machinery of 
imparting knowledge already gained. The latter avenue 
of disbursement is a real necessity, but, under conditions, 
the claims for moneys to support pioneer work in the as 
yet. unknown but assuredly rich fields calling for it must 
be accorded a high status. 

It may be usefully added that those who provide the 
means and facilities for research work must be as patient 
as the workers themselves. To call early for results, and 
thus, possibly, to bring about the premature announcement 
of findings, is to render a lasting disservice to research and 
to many unfortunate people who may be even vitally 
concerned. In most inquiries the problems are manifold, 
and the route to the objective is never by an “A” road 
in a fast car, but is almost always o’er moor and fen, crag 
and torrent, involving many, readjustments and delays. 
An clement of fascination is that it is often in the 
byways-—that is, in the collateral issues raised in the 
conduct of a piece of research—that treasure of the greatest 
value is found. 


The occasion is not suitable to review in detail the 
advances in medicine in the past few decades. But on 
the crest of the wave of recent years ride prominently 
the bacteriological and biochemical discoveries, the latter 
even overshadowing the former, as witness the new science 
of the endocrines, the chemistry of body fluids, the func 
tions of organs as expressed in their influence on the com. 
position of the blood—for example, liver and spleen—and, 
lastly, the vitamins. Incidentally, such a recital provokes 
the reflection that if one of the old alchemists came to life 
in our midst to-day, after the manner of Rip van Winkle, 
in all else but technique and terminology he might find 
himself very much at home. 

As regards endocrinology, we will not, of course, agree 
with one enthusiast who claims that the blood, the nervous 
system, and the glands of internal secretion form a triume 
virate of chemical machines whose interpreted functionings 
constitute the soul; nor when he proclaims that there 
is every reason for believing that life is a piece of chemical 
clockwork. Nevertheless the supreme importance of these 
glands has been proved beyond all question, and the thera 
peutic results of organotherapy are becoming day by day 
more clearly and scientifically appreciable. The thyroid, the 
parathyroids, the pituitary, the adrenals, are almost house. 
hold words; and who has not heard of that wonderful 
product of modern alchemy with which the name of 
Banting of Toronto is so prominently associated—insulin? 
—a drug which has given lite and the promise of life to many 
thousands at the hands of the physician, and one of whose 
especial values it is that by its preliminary and coincident 
use an avenue has been found opening towards curative 
surgery for many conditions hitherto denied that advantage, 

The topic of vitamins, descanted upon in the pulpit and 
press, from within the profession and by para-professionals, 
would appear to have entered into the web and woof 
of the national life, and no home is complete without it, 
You can have them arranged alphabetically or numerically 
and, if preferred, in concentrated form. It may interes 
the younger and less robust members of the community 
to know that the vitamin content of a ton of cod-liver oil 
can be reduced to about one quart. 

A striking feature is the large and ever-growing number 
of instances in which the bacterial origin of disease hag 
been and is being constantly discovered, and in which 
accordingly treatment is being more effectively directed, 
Many other diseases, further, in which the course and 
symptom-complex give good grounds for the assumption 
that they are of similar origin, are receiving close atten- 
tion, but so far the miscreant germ is perhaps even more 


difficult to identify than the ill-doer in an obscure case: 


in a process of law. 

With regard to tuberculosis there is little to add to 
what was said in the classical address of my predecessor, 
Sir Robert Philip, at the Edinburgh Meeting last year 
except that already there are signs that some of the 
forecasts in that exceptionally able pronouncement are 
being materialized. 

Of late years thought and deed have turned dramatice 
ally towards the prevention of disease, and, shedow-like, 
immunology dogs the footsteps of bacteriology. 
~ Among the general diseascs parnicious anaemia, by the 
liver treatment first applied by G. R. Minot 2nd W. P. 
Murphy of Boston, has been brought within the pale of 
substantial amelioration or even cure, 

The Association has taken an active part in the investis 
gation on a wide, thorough scale of that most prevalent 
and disabling condition—rheumatism; and the statements 
and tecommendations of the latest report should do much 
to establish a machinery calculated to control, at all events, 
the main features of the problem. 

The cause, whether it be single or collective, of that 
dread disease, cancer, still eludes, will-o’-the-wisp-like, the 
grasp of the intensive research which. has been and. is 
being conducted in the clinics and laboratores of the 
world. The ears of multitudes are indeed attuned to listen 
in to any glad news of a discovery; but the public and 
the press may be well assured that whencesoever the claim 
may arise it will be, in the interests of the whole com- 
munity, submitted to sympathetic but’ close examination 
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by those who are best qualified to judge. Nothing can be 
nore deplorable in its results than the premature announce- 
ment of claims as to causation or successful treatment of so 
prevalent a malady. ; 

Meanwhile, the wisely directed propaganda which has 
been carried on has undoubtedly had a widespread effect in 
inducing many people to seek advice when the carliest 
possible manifestations of the disease have appeared, and 
so becoming included within the ambit of definitely cura- 
tive treatment. Indeed, apart from the presence of sym- 
ptoms, in an increasing measure people are now coming to 
observe the wise precaution, more prevalent in America 
than in this country, of being overhauled or ‘*‘ checked-up ”’ 
at intervals by their medical attendants. By such a prac- 
tice the pre-symptomatic stage of disease may be detected 
and effectively dealt with. 

Passing reference only is permissible to the veritable 
pageant of advancement in the science and art of surgery— 
a pageant largely made possible by the brilliant work of 
Pasteur and of our own Lister, whose imperishable memory 
was so universally appraised in his centenary year, 


Maternat Mortanity. 

It has been urged, and with truth, that one of the most 
vitally important branches of medical practice—obstetrics 
—has hot shared in due proportion the benefits accruing 
from the Listerian epoch with regard to the incidence of 
infection. Many persons, and many interested bodies, 
including the Ministry of Health and our Association, have 
been, in their several spheres, devoting time and earnest 
attention to the problem, and it is of the first importance 
that Her Majesty the Queen has personally associated 
nerself with the movement to investigate adequately the 
governing causes and to endeavour to reduce the maternal 
mortality and morbidity rates. . 

No further incentive to this end need be furnished than 
the oft-quoted facts that more than 3,000 mothers lose 
their lives every year in England and Wales; that in more 
than half of this number death is due to septic infection, 
which, it is claimed, is, or should be, a preventable con- 
dition. Preventable, yes, given certain conditions. It is 
well known that under properly conducted institutional 
conditions mortal septic infection arising de novo is 
reducible to vanishing point. In these establishments the 
observance of every detail and circumstance of technique 
designed to secure asepsis can be carried out, and a con- 
fidence generated akin to that with which surgery in 
general is now undertaken. 

Inasmuch as, in a country like ours, all cases, or any 
very considerable proportion of them, cannot be institu- 
tionally provided for—the total in England and Wales 
vould require something like 30,000 beds—the problem 
would appear to be capable of solution if it were possible 
to reproduce in the homes of the people the essential 
factors of this provedly effective hospital treatment. This 
deduction loses little of its force even if it be urged, as 
with truth it may, that on the one hand there are some 
rapidly fatal cases of infection in which every known pre- 
caution has been taken, and, on the other hand, that 
some difficult and complicated cases, in the circumstances 
of which practically no precautions can be observed, may 
make a smooth recovery. Such cases are the exception and 
hot the rule. 

To reproduce, however, in the average home that veri- 
tahle Temple of Asepsis, the operating theatre, with its 
ministering priests and priestesses, is, of course, impossible. 
But to be effective the ritual need not be complicated, and 
the association of ante-natal care and, if necessary, treat- 
ment; the adequate nursing; the unhurried waiting upon 
‘vents in suitable cases; and the availability of skilled 
experience of all kinds if and when required, are equally 
indispensable elements in the right kind of institutional 
treatment. There are thousands of general practitioners 
who, in letter and in spirit and wherever possible, trans- 
mute the largest common denominator of these hospital 
advantages into their practices, and their results attest the 
fact. 

Every practitioner, however, and especially in certain 
districts, must not rarely encounter such conditions of 


poverty, ill-housing, previous unskilled interference, and 
other handicapping circumstances, as render it impossible 
to practise asepsis, and where accordingly the pathways to 
infection are hopelessly unguarded. It is gratifying to 
note that several local authorities are doing much to meet 
the circumstances of many who cannot afford even a very 
inexpensive equipment—the maternity benefit notwith- 
standing—and that the sequel is encouraging. 

It is much to be hoped that at no distant date the 
recommendations submitted by the Association to the Royal 
Commission on the Insurance Act in regard to this 
supremely important branch of medical practice will be 
materialized. 

Meanwhile the tendency exhibited in certain quarters to 
make the general practitioner the scapegoat for the sins of 
many is to be deprecated. To begin with, he cannot be 
sent into the wilderness. In his hands, either in original 
charge or as a consultant of first instance, must lie the 
application of the standard obstetrical practice of the day 
for the great bulk of domiciliary cases. He needs, not 
blame, but support in the form of the provision of facilities 
in suitable cases to cope with this most anxious, time- 
absorbing, underpaid factor of his work. As it is, his 
devoted response to its calls in most difficult circumstances 
is worthy of all praise. 

There are many aspects of this international problem 
which are baffling, and one cannot but earnestly hope that 
the intensified research which is now being directed not 
only into its bacteriology but also into the question as to 
the factors which constitute and the conditions which vary 
resistance to infection, may produce helpful light and 
leading. 

INTERNATIONAL CO-OPERATION. 

This and many other important topics of international 
concern are engaging the close attention of the appro- 
priate departments of our Annual Meeting. Indeed, we 
are, by the presence with Us on this occasion of so many 
distinguished representatives of other countries and other 
climes—whom we are delighted to have the privilege of 
greeting—strikingly reminded of the cosmopolitan character 
of the science and art of Medicine. Orthodox medicine 
knows no protection barriers and claims no patent rights. 
The international pooling of ideas, of discoveries, and of 
experiences is essential to the recognition of even a datum 
line ot the advances in the various departments. 

There is an impression abroad—and it is not, perhaps, 
il] founded—that in the British Isles we do not sufficiently 
organize and utilize the wealth of clinical material at our 
disposal for post-graduate demonstration in the interests of 
our home profession and of visitors from other countries. 
Good work has been and is being done in the various metro- 
politan centres, but these do not claim a monopoly of skill 
and clinical facilities. I have long felt that, with its 
wonderfully ramified machinery to link up the provinces 
and the capital, the rural areas and the towns, no body 
is so weli adapted as our Association to organize a_post- 
graduate system embracing existing institutions and 
developing many new centres, on a scale worthy of this 
country. 

1 am not without hope that there may be forthcoming a 
national, nay, an international, benefactor willing to entrust 
the Association, as a voluntary body, with the considerable 
sum of money necessary to establish and conduct such 
a system. I am convinced that thus we would not only 
raise the standard of efficiency, and therefore of health, in 
this land, but colleagues from overseas and other lands 
would find it more than ever worth their while to spend 
some time with us, to our mutual benefit. The advantages 
would not be limited to our professional spheres, but would 
surely develop in wider measure social and ethical results of 
far-reaching significance. 

No branch of the League of Nations exerts a wider 
general influence than the Health Organization, the head 
of which, Dr. Rajchman, we are so glad to have with us. 
That influence is not accidental. It is essential. For 
may we not, in all humility, venture to claim that no other 
profession or calling can offer a basis of union so broadly 
appealing to what is common to mankind as the objective 
of preventing, alleviating, and curing the diseases of 


humanity? 
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THE MODERN TREATMENT OF HERNIA 
BY TRUSSES. * 
BY 


W. McADAM ECCLES, M.S., F.R.C.S., 


CONSULTING SURGEON TO ST. BARTHOLOMEW’S HOSPITAL. 


Tur operative treatment of hernia has become so widespread 
during this century that the mechanical retention of viscera 
within the abdomen is likely to become a lost art. 

Undoubtedly hernia is amenable to successful treatment 
by operation in its early stages in suitable subjects, and 
the perfection to which such operations have been brought 
brings credit upon surgeons of many lands. But there will 
be for many years yet to come, and perhaps for the rest 
of time, quite a number of herniae, all of which are impor- 
tant because they constitute a danger to the sufferers, in 
which a truss may be the sole method of treatment. It 
has been my good fortune to gain experience of this type 
of instrument over a considerable number of years, and 
I make no apology for bringing before you in this British 
Medical Association Lecture some simple but practical 
points relating thereto. 

It can be imagined with what consternation the first case 
of strangulated hernia was regarded by our ancestors. 
When it became recognized that the terrible condition, 
ending usually in death, was due to the gut passing into 
a pouch, all sorts of attempts began to be made to retain 
the intestine within the abdomen. There is in the Wellcome 
Historical Museum an Egyptian statuette wearing a truss, 
and it reminds me of some of the crude apparatus sold 
at exorbitant prices in the twentieth century, and I suspect 
it was as efficacious. 

The variety of forms of trusses, even for one type of 
hernia, tends to prove that retention of prolapsed organs 
is not so easy a matter as some would think. The torture, 
literal torture, that some patients have suffered, and some 
still do suffer, from the improper instruments applied to 
their bodies is.indicative of a want of knowledge of proper 
‘truss treatment. 


EssEntIALs oF A Goop Truss. 

What, then, are the essentials of a good truss? They 
are: (1) close fitting, (2) ability to act when occasion for 
its function arises, (5) comfort, (4) durability, (5) economy 
in cost. 

Close Fitting. 

It is obvious that a truss which does not fit closely to 
the body is likely to become shifted in the movements 
of the wearer and so to become worse than useless—to 
become, in fact, a false security. It is for this reason that 
a truss should be worn next the skin, and not with inter- 
vening clothing. 

But a truss may fit so closely as to become a constricting 
circlet, and this is particularly so in those types in which 
there is an elastic band passing round the pelvis. I have 
seen instances where the band, having been worn low down 
and tightly across the buttocks, has caused actual inter- 
ference with the functions of the sciatic nerve. 

Close, but comfortable fitting, implies careful measure- 
ment for, and making and adjustment of, the apparatus. 
It requires some practice to measure even for a simple 
inguinal truss; it further requires considerable skill in 
the proper manufacture of the truss to the measure, and 
still more a good knowledge of anatomy for its right 
adjustment. 

Let us take the question of measurement first, and for 
an inguinal hernia. The tape must not pass horizontally 
round the pelvis—a mistake very frequently made—but 
obliquely, because when applied the truss has to lie 
obliquely. Therefore the tape must be placed high up 

shind, at the base of the sacrum, just below the anterior 
superior spines at the sides, and at the level of the upper 
part of the symphysis pubis in front. It is extraordinary 
how few know where this latter point really is, so many 
placing it much lower down than it actually exists. No 
attention should be paid to any “ ring,’’ partly because 
it is only confusing to do so, and parily because such 


** Being an abstract of a British Medical Association Lecture delivered 
before the Wiltshire Branch on June 27th, 1928, aus 


rings do not exist. The exit from the inguinal canal jg 
still often called the ‘‘ external abdominal ring,’’. whid 
is altogether a misnomer, for it is not ‘‘ external”’ but 
superficial,’? it is not ‘ abdominal ’’ but- inguinal,” 
and it is not a ‘‘ ring,’? which is a circle, but it isa 
‘‘ triangle.’’ So that a much more suitable, in fact the only 
correct, term for this exit is the ‘‘ superficial inguinal 
aperture.’’ It may also in passing be pointed out that this 
aperture has nothing whatever to do with the incidence of 
inguinal hernia, and the passing of the tip of the finger 
of an examining medical practitioner is indefensible. When 
measuring for a single truss the actual measurement taken 
is the right one to forward to the truss maker. 

If the patient requires a double truss, it will be well t 
add an inch to the actual measurement, as a double trug 
does not give at all. . 


Ability to Act when Occasion for its Function Arises, 

No proper truss should exercise pressure which is irksome 
to the wearer, but it should be able to bring pressure to 
bear over the hernial aperture when any marked increased 
intra-abdominal pressure arises, such as that occurring in 
coughing, sneezing, and defaecating. In connexion with 
this property of a truss, it should be emphasized that of all 
types of truss the one with a metal spring passing at least 
three-quarters of the way round the pelvis has proved to 
be the most comfortable and efficient. 

The curve of the spring is important, for if this is too 
marked it will make the pad exercise injurious pressure, 
The curve should be such as to cause the spring to give the 
pressure needed when an expulsive effort is trying to fores 
the viscera into the sac. The tempering of the steel must 
be perfect if the best is to be obtained from the truss.” It 
must be so good as to allow of the spring being opened 
out completely without snapping. In a single truss the 
end of the spring must’ be hammered thin—bevelled—s 
that it will give and adjust itself to the patient’s body, and 
have no tendency to force its way through the leather 
covering at its termination. This is one of the best tests 
between a well-made and a poorly made instrument. 


Comfort. 

No truss which is uncomfortable can be considered satis 
factory. It will certainly not be by the wearer, and it 
should not be by the prescriber. But comfort with eff- 
ciency is not always easy to secure. There is the personal 
equation of the patient, the skill of the manufacturer, and 
the materials from which the truss is made. An_ ideal 
truss is one which, while holding the viscera within the 
abdomen, causes the patient less discomfort than does 
either of his boots. Or, to put it in another way, one 
which is merely part ef his clothing. 

In a truss with a metal spring and pad there are two 
chief causes of complaint. One is the friction and the 
pressure of the spring over the parts behind on the back, 
and at the sides below the anterior superior iliac spines. 
In thin subjects it is sometimes difficult to secure complete 
comfort at first, but it is wonderful how soon, with patience 
and perseverance, discomfort disappears. 

The other cause of trouble is the actual pressure of the 
pad or pads at the site of the hernial aperture or apertures. 
Much of this is due to faulty construction of the pad or 
a wrong direction of the curve of the spring. Both can be 
overcome by a little knowledge of the proper manufacture 
of a truss. For a long while now I have been using 4 
honeycomb rubber facing to the pad beneath the chamois 
leather covering. This is a sponge, consisting of a multitude 
of air cells, and it not only exercises a soft pressure, but 
tends to mould itself to the body. The idea has not been 
patented, and is to be commended. The improper curve 
of the spring simply should not occur if the truss has been 
properly constructed. Further, comfort can be ensured 
by care of the skin, which has not as yet become 
accustomed to the unusual pressure upon it. 

Close attention must be given by the wearer to keep the 
skin clean and dry. Ointments, vaseline, or cold cream 
must be rigidly forbidden, but a little friction with 
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consisting of one part of boric acid, one part of zinc oxide, 
and two parts of fine starch powder, is helpful to keep the 
skin dry where the pads press. 

Tact, persuasion, and sometimes a little threatening, all 
have to be used in dealing with patients, paiticularly with 
those who, having been careless, have allowed their hernias 
to get out of control. It is wonderful how a comfortable 
and efficient truss conscientiously worn will diminish the 
size of the protrusion of the hernia; so much so that some- 
times a patient will consider himself cured and unwisely dis- 
pense with the truss, and then find that the hernia recurs. 

Not very infrequently the application of a truss to an 
easily reducible but large hernia will render a subsequent 
operation more simple and more sure of satisfactory results. 


Durability. 
All the materials from which a truss is made must be 
, and one made from cheap materials will wear out in 
a short time. Hence a good truss made by hand from the 
best materials cannot be a cheap article, but one for which 
a good price must be paid. 

Well-tempered steel, made as far as possible rustless, 
reliable leather covering, and neat sewing all tend for 
long life of the appliance and satisfaction to the wearer. 
It is distressing to see the shoddy specimens sometimes sold 
even by respectable firms, and all practitioners should know 
a good truss from a bad one. 


Economy in Cost. 

_ From what has been said the real economy in cost is to 
have, in the first instance, a well-made, well-fitting, and 
durable truss. Then to secure a second one made of the 
same type as soon as it is proved that the original is satis- 
factory, and to counsel the patient to wear them alternately 
week by week. In this way each will last longer, and, 
should one happen to go wrong, there is the other already 
comfortable and ready to wear whilst repair or renewal is 
being carried out. 


In the treatment of herniae by trusses close co-operation 
is required among all the three parties concerned—the 
patient, the practitioner, and the manufacturer. Per- 
sally I am certain that the patient should not go to the 
manufacturer, but the practitioner should measure for and 
adjust the instrument himself to his patient. This implies 
naturally a sound knowledge of the type of truss required, 
of the method of measurement, of the proper manufacture, 
and of anatomy for adjustment. It is for this reason that 
it is most desirable that all students should continue to be 
taught well the essentials concerning the mcdern treatment 
of herniae by trusses. 

[The lecture was followed by a demonsiratian of trusses 
and their application to a living man.] 
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BLACKWATER FEVER is without doubt the most important 
and serious disease affecting Europeans in_ tropical 
tbuntries; not even yellow fever can compare with it as 
tgards mortality. It is difficult to overestimate the 
retarding influence of this infection on the development of 
our tropical possessions. Apart from the regrettable loss 
of men who are just beginning to render valuable services 
to their country, there is the depressing effect on the 
surviving European population in endemic areas. The 
fever is regarded with great dread by the laity, and is a 
owl of grave anxiety to medical practitioners where it 
ists. 


The etiological theory which we now present is believed to 
be entirely new, but the evidence which we have obtained 
would seem to warrant our belief that it is correct. 


Distinctive Browocican Fratures or P. FALCIPARUM. 

It is to-day generally agreed that blackwater fever 
arises mainly in the course of prolonged infection with 
Plasmodium falciparum. As there is no evidence that the 
malignant tertian parasite produces a toxin which differs 
from that of the other malaria parasites, we must seek for 
the explanation of this association between blackwater fever 
and P, falciparum in some biological factor other than toxin 
production. 

The outstanding differences between P. falciparum and 
the other malaria parasites are that the former sporulates 
not in the peripheral blood but in the internal organs, and 
that the cells containing the sporulating forms adhere to 
each other and to the vessel walls. These phenomena 
were observed in the early work on the malaria parasites, 
and have been constantly recognized. Marchiafava and 
Bignami,' in 1894, said of malignant tertian malaria, 
‘* Malignancy coincides with an exceptionally abundant 
quantity of parasitic forms, a quantity much more abun- 
dant—where the. cases terminate fatally—in the blood of 
the viscera than in the blood of the finger.’’ Christophers 
and Bentley? noted that it was in infections by the malig- 
nant parasite that the organs were found to be most actively 
engaged in holding up the infective red cells, the very 
perniciousness of infections by this parasite being sugges- 
tively associated with such an action. Three observations 
serve to explain this tendency of the malignant tertian 
parasite to accumulate in the internal organs. Marchia- 
fava and Bignami* drew attention to the fact that 
corpuscles infected with malignant parasites, especially of 
the adult form, have lost their elasticity, and consequently 
resist the change of shape necessary for their passage 
through the capillaries, an observation which was again 
made by Bass.‘ Next Thomson and Thomson‘ recorded and 
illustrated marked clumping of the infected red cells in 
culture during all stages of sporulation of P. falciparum, 
whereas no tendency to clumping occurred in cultures of 
P. viver. The two observations so far mentioned would 
account for the accumulation of the sporulating forms of 
P. falciparum in the capillaries of any part of the body, 
but not necessarily in the internal organs. Their pre- 
dilection for the internal organs was explained by Bass, 
who showed that they lodge in those capillaries where the 
current is weakest or where slight obstruction is produced 
by the protrusion of endothelial cells inward. The 
commonest and most important site of this massing of 
infected cells is the spleen, though the bone marrow and 
other organs may be similarly affected. We may allude 
here to the massive infections found by Clarke* in the 
placentas of parturient women, even in cases where the 
peripheral blood was free from parasites, a finding which 
was confirmed by Blacklock and Gordon.’ 

We are convinced that the association between black- 
water fever and P. falciparum must depend on these dis- 
tinctive biological characters of this parasite; we hope 
also to make it clear that as a result of these very 
characters of the parasite the condition known clinically 
as blackwater fever has fundamental affinities with several 
other forms of haemoglobinuria and haemoglobinaemia. . 


DEFICIENT OXYGENATION IN THE HAEMOGLOBINURIAS AND 
HaEMOGLOBINAEMIAS. 


We have selected for comparison with blackwater fever 
a group of haemoglobinurias and haemoglobinaemias which 
seem at first sight to have little relationship to each other, 
but which on closer investigation reveal notable features 
in common. The group includes: haemoglobinuria in por- 
nicious anaemia complicated by venous thrombosis; haemo- 
globinuria in Raynaud’s disease ; haemoglobinaemia in dogs 
as a result of exercise; haemoglobinuria in man from 
marching; and myoglobinuria in horses. One feature 
common to all these conditions is the existence in them of 
a state which results in deficient oxygenation, cither local 
or general; the manner in which this state is brought about 


| may be considered under the various diseases. 
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1. Blackwater Fever.—\n an earlier paragraph we have 
described how the sporulating malignant tertian parasites 
adhere to each other and to the vessel walls, forming large 
agglutinated masses in the internal organs. Deficient 
oxygenation naturally follows, and the pre-existing malarial 
anaemia accentuates this local oxygen deficiency. 

2. Pernicious Anaemia Complicated by Venous Thrombosis. 
—Panton and others* describe two cases of repeated haemo- 
globinuria in men who had a clinical condition and blood 
picture suggestive of pernicious anaemia, complicated by 
the presence of thrombosis of superficial veins. The exist- 
ence of an oxygen want is inevitable in this combination of 
general anaemia and local stasis of blood, a condition which 
has a definite affinity with the conditions present in cases 
of blackwater fever. 

3. Raynaud’s Disease.—Haemoglobinuria is the most 
remarkable complication of this condition, and occurs in 
a considerable number of cases. As a rule the urinary 
changes are only met with during the existence of local 
cyanosis, and the attacks-are more likely to come on when 
the patient is up and about; when the patient is put to 
bed the haemoglobinuria may cease; haemoglobinaemia has 
also been observed. In Raynaud’s disease there is local 
deficiency of oxygen, brought about by spasm of the 
arterioles. 

4. Haemoglobinaemia in Dogs after Exercise.—Hastings® 
has described the frequent occurrence of haemoglobinaemia 
in untrained dogs which are subjected to running exercise. 

5. Haemoglobinuria from Marching.—Stephens'® has 
collected the records of twenty-three cases of haemo- 

lobinuria due to marching in otherwise normal persons. 

t seems legitimate to infer that this form of haemo- 
globinuria frequently occurs without being noted, because 
Feigl, in examining twenty-six persons after a long march, 
found haemoglobinuria in no fewer than eighteen, or about 
70 per cent. of them. 

6. Myoglobinuria in Horses.—Stephens also refers to the 
myoglobinuria which occurs in horses, long stabled on rich 
food, when they undergo sudden exposure to cold or exer- 
tion, either factor being said to suffice. As regards the 
untrained dogs mentioned above, there is clearly estab- 
lished in them an oxygen debt. It is similarly evident 
from the description of the cases of haemoglobinuria due 
to marching that, with one possible exception, sufficient 
exercise was taken to result in an oxygen debt; the excep- 
tional case was that of a boy who also had marked postural 
albuminuria, 

We have drawn attention to the fact that the members 
of the group have the state of anoxaemia in common; a 
difference between them lies in the manner in which this 
state is brought about. Whereas in blackwater fever the 
malignant tertian parasite plays an obviously important 
part, in the other diseases very different agencies are at 
work producing the same result. 

If we next consider the effects which arise from deficient 
oxygenation in the animal body, we shall observe how 
these effects influence the production of haemolysis in the 
selected group, taking blackwater as our type. 


Dericrent OXYGENATION AND Lactic Actp ForMation. 

The Effects of Deficient Oxygenation.—Recent work by 
Hill, Long, Lupton, Furusawa, and others''-'* has resulted 
in a considerable advance of knowledge of carbohydrate 


_ metabolism. Carbohydrate in the form of dextrose is 


brought by the blood stream and stored in the muscles as 
glycogen; the glycogen is converted into ‘ lactacidogen,” 
a hexose diphosphate, which is a compound of a mono- 
saccharide and phosphoric acid. This is a readily dis- 
sociable compound which, on muscular contraction, is 
broken down into phosphoric acid and sarcolactic acid; 
the reaction is anaerobic. When the oxygen supply is 
sufficient one-quarter to one-sixth of the sarcolactic acid 
is oxidized and some of the chemical! energy thus liberated 
is used to resynthesize the rest of the sarcolactic acid to 
Jactacidogen. In excessive exercise the body is incapable 
of immediately supplying sufficient oxygen, and the lactic 
acid accumulates to a maximum of 0.45 per cent. in the 
muscles and 0.2 per cent. in the peripheral blood. The 
lactic acid produced is neutralized only slightly by the 


carbonate of the plasma, the main reaction being with the 
sodium proteins, forming sodium lactate and an acid prp. 
tein; the chief protein used for this purpose when lactie 
acid is liberated in the blood stream is haemoglobin. There 
is thus a definite acidosis in exercise, due to the presence 
of ionized protein. The metabolism of carbohydrate in the 
other tissues of the body also produces lactic acid as an 
intermediate stage, though possibly not by an_ identical 
mechanism. 

It is very important to note that this cycle of carbo. 
hydrate transformation is a continuous one even in the 
normal resting state, when there is no visible evidence of 


muscular activity; it follows, therefore, that if for any. 


reason there is a deficient supply of oxygen, lactic acid 
will accumulate. This has been demonstrated by Clausen," 
who noted a marked increase in the lactic acid content 
of the blood of adults with cardiac decompensation and 
infants with anhydraemia from diarrhoea, both being con- 
ditions causing anoxaemia’® by circulatory disturbance, 
Macleod'* produced a great excess of lactic acid in the 
blood of dogs by making them breathe an atmosphere 
deficient in oxygen. 

The normal quantity of lactic acid in the blood of the 
resting individual is approximately 20 mg. per 100 c.cm,; 
the following table shows the effects produced by exercise 
and deficient oxygenation. 


TABLE I.—Showing the Quantity of Lactic Acid in the Blood after 
Exercise and Anoxaemia. 


Subject of sas Acid 

Author. Experiment. Condition. mig. per 
100 ¢.cm. 


Hill, Long, Lupton (1924)! Normal indi- | Severe exercise 80-100 
viduals 


Hill, Long, Lupton (1924) | Trained athlete Severe exercise 204 
Clausen (1925) .. | Adult (human) Cardiac decom-; 160 
pensation 


Anhydraemia - 22-150 
Atmospherecon-; % 
taining only | 
5.9% of oxygen | 
Dogs Extreme arox-— 
aemia | 


Clausen (1925) | Children 
Macleod (1921) 


Macleod (1921) 


The table illustrates how deficiency of oxygen from what 
ever cause always produces an excess of lactic acid in the 
blood. In view of the fact that all the haemoglobinurias 
and haemoglobinaemias. which we have included in our 
group are associated with oxygen deficiency, we are driven 
to the conclusion that in each of them excess of lactic acid 
is produced. 

That some normal product of body metabolism such a 
lactic acid is involved in the haemolytic process of black 
water fever appears probable from the facts which have 
been mentioned above. The etiological resemblance between 
blackwater fever and the other conditions in respect to 
anoxaemia has been shown. Now in certain of these latter 
conditions it is assured that the cause of the haemolysis 
is some natural product of the animal body; this is best 
seen in the experiments resulting in haemoglobinaemia 1 
normal dogs and in the observations on haemoglobinuria 
man caused by marching, where haemoglobinuria is indu 
simply by exercise. It appears, therefore, essential to 
investigate what haemolytic properties lactic acid possesses. 


Haemorytic Prorverties oF Lactic Acrp. 

Tn our first experiments we used a sample of commercial 
lactic acid which was in stock in the laboratory; this acid 
proved haemolytic up to 1 in 1,000, using a 10 per cent. 
cell suspension of normal human blood which had heen 
defibrinated; the sodium and ammonium salts prepared 
from the acid proved non-haemolytic. We did not per 
form any animal experiments with these substances as the 
racemic form does not occur in the animal body. In out 


next series of experiments with lactic acid we used a saree 


lactic acid which we ourselves prepared according to 4 
textbook technique; this substance was discarded after 
several months’ experimentation in vitro and in vivo, as it 
was then found that the presence of impurities in the act 
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mace te results of our experiments unreliable. We there- 
fore obtained from Dr. Martindale a supply, as pure as 
possible, of sodium and ammonium dextrolactate and also 
of dextrolactic acid itself. The sodium and ammonium 
salts proved non-haemolytic, in any concentration possible 
in the human body, to human red cells in ritro. The acid 
proved highly haemolytic to suspensions of thrice-washed 
red human cells in saline solution—for example, complete 


haemolysis was obtained in a dilution of 1 in 600 and 


slight haemolysis in a dilution of 1 in 1,200, when a 10 per 
cent. suspension of cells was used. The use of suspensions 
of washed cells, although of value in demonstrating the 
presence of a haemolytic agent, is somewhat artificial in 
that it does not allow for the protective action of the 
plasma. We therefore tested the acid on blood approxi- 


mating as nearly as. possible to its normal condition, as | 


in the following experiment. 


Five cubic centimetres of blood were withdrawn from the vein 
of a healthy European into 0.5 c.cm. of 1 per cent. solution of 
sodium citrate in normal saline. A series of tubes was then put 
up, cach containing 0.8 c.cm. of this blood and 0.2 c.cm. of a 
dilution of the acid; Table II shows the result of the experiment 
after three hours’ incubation at 37° C. 


Taste II.—Showing the Hacmolytic Kffect of Surcolactic Acid on 


. Human Blood. 
0.2 c.cm. of 


Lactic acid, Citrated human Finaldilution Haemolysis. 
Strength. blood. of acid. 
1 in 40 lin 200) ++ 
1 in 80 OSeccm. ...... Lin ........ 
lini20.... O8ccm. ...... Lin 600 ...... 0 
linled... O8c.cm. ...... 1in800__...... 0 
ima... ...... Lin ....... 0 
Saline conirol ... O.8c.cm. ...... 0 


From the in vitro experiments it appeared probable that 
if a concentration of 1 in 400 of sarcolactic acid could be 
brought about in the blood of an animal haemolysis would 
result. Knormous quantities of sarcolactic acid are pro- 
duced in the animal body by exertion, but it is extremely 
difficult to approach such quantities by means of injection. 
The difficulty is that if strong solutions are injected there 
is a risk of killing the animal; if, on the other hand, dilute 
solutions are used, the bulk of the injection is so great that 
the process takes a long time to complete and the necessary 
haemolytic concentration is not attained. Table III shows 
the results of intravenous injections of various amounts 
and strengths of lactic acid; we have omitted three 
rabbits, two of which died immediately after intravenous 
injections of very strong solutions, while the other had 


haemoglobinuria after two injections, of which an uncer- 


tain amount was introduced into the vein, the rest passing 
subcutaneously. In none of the animals included in the 
table was any serious after-effect noted. 


Taste III.—Showing the Results of Intravenous Injection of 
Sarcolactic Acid. 


Animal Sarcolactic Total volume Result. 

used, Acid. injected. 
Rabbit ... 5% ... ...... Haemoglobinuria. 
Rabbit .. 4% ... ...... Haemoglobinuria. 
Rabbit ... 3% 20.0c.cm. ...... Haemoglobinaemia, 
Dog 2% 26.5 c.cm. ...... Nil. 
Rabbit ... 2% 20.0¢.cm. ...... Slight haemoglobinaemia. 
Rabbit ... 2% ...100.0ccm. ...... Haemoglobinaemia. 
... 8% ...... Haemoglobinaemia. 
Rabbit ... 1% ... 10.0c.cm. ....... Nil. 


In those cases where haemoglobinaemia alene resulted 
the bands of oxyhaemoglobin were found on spectroscopic 
examination. In the two rabbits in which haemoglobinuria 
developed the urine was alkaline, dark reddish-brown in 
colour, and contained a dark granular deposit; bands of 
oxyhaemoglobin were present. It will be observed in 
Table III that the injection of 100 c.cm. of 2 per cent. 
strength resulted in haemoglobinaemia only, whereas the 
injection of 20 c.cm. of 4 per cent. strength produced 
haemoglobinuria. We have evidence that the haemolysis in 
this last animal was not produced to any extent by the 
Bolution acting in its original strength. The evidence is 
derived from in vitro experiments, which showed that this 
streneth of acid, acting on different volumes of blood, pro- 
duced different results according to the final concentration, 
When this was greater than 1 per cent. oxyhaemoglobin 
was not formed, while when haemolysis ensued at weaker 


concentrations oxyhaemoglobin was liberated. As from 
in vitro experiments the haemolytic titre was 1 in 400, or 
0.25 per cent., it appears probable that the concentration 
of acid which was responsible for the haemolysis in the 
rabbits lay between 0.25 per cent. and 1 per cent. Thus 
sarcolactic acid is haemolytic in vitro, and in vivo produces 
haemoglobinaemia and haemoglobinuria when injected in 
concentrations well borne by animals. _ 

To summarize our results so far, we have shown that 
there exists between blackwater fever and certain allied 
conditions the common factor of deficient oxygenation; we 
have illustrated how this deficient oxygenation gives rise to 
the production of lactic acid; and finally we have shown 
that lactic acid is haemolytic in vitro and in viro in doses 
well borne by the animals. 


Succestep Cause oF THE IN BLackWaTER 
Fever. 

The foregoing facts make it probable that lactic acid is 
the haemolytic agent responsible for the production of 
blackwater fever as well as for certain allied haemo- 
globinurias. The anaemia produced by chronic malignant 
malaria, the stasis in the circulation of such an organ as 
the spleen brought about by the agglutination of para- 
sitized red cells, and the frequently observed venous throm- 
bosis result in a considerable degree of local anoxaemia and 
lactic acid accumulation. Very relevant in this connexion 
is the haemolysis observed by Panski'’ in the spleens cf 
normal dogs three hours after ligature of the splenic vein. 

If we now find that the main exciting causes of black- 
water fever are such as will produce contraction of the 
spleen, already enlarged in volume and choked with para- 
sitized red cells, we may conclude that the circulation in 
the spleen will be thereby still further impeded and that 
the local anoxaemia will be increased. 


Lactic Retation To THE ExcitinG Causes oF 
BiacKWATER FEVER. 

The best record which we have obtained of the exciting 
causes in a long series of blackwater fever cases occuis 
in the medical and sanitary reports of the Protectorate «f 
Uganda for the years 1919 to 1924. In the total of 3°7 
cases of blackwater fever, no fewer than 214, or 65 per 
cent., were precipitated by either exertion or chill or by 
both combined. Now Barcroft'* has shown that the spleen 
contracts on exercise, even mild exercise reducing the size 
of the healthy spleen to one-half, while severe exercise 
causes it to contract to one-sixth of its normal volume. 
Secretion of adrenaline also causes it to contract, and for 
this reason we have a contraction in chill comparable to 
that. which results from exercise. Hoskins and Lee 
Gunning’® showed that adrenaline causes a brief dilata- 
tion followed by contraction of the spleen, and the work 
of Cramer?’ proved that exposure to cold is a powerful 
stimulus to the adrenal gland. The commonest exciting 
causes of blackwater fever are therefore exertion and chill, 
and each of these produces marked contraction of the 
spleen. Quinine is another exciting cause, and, according 


‘to the Uganda publication referred to above, it, either 


alone or in combination with some other factor, pre- 
cipitated the disease in 41, or 13 per cent., of the cases. 
In many of the quinine attacks it is not easy to exclude 


some other exciting cause, such as exertion or chill; these 


additional causes are, however, excluded in certain cases. 
Thomson?! describes those which, whilst in hospital, 
repeatedly developed blackwater fever after quinine. 
Here the quinine concentration obtained in the blood 
could never be sufficient to exert a direct haemolytic 
action; the maximum concentration of quinine in the blood 
found by Ramsden, Lipkin, and Whitley*? after oral 
administration of large doses was 1 in 60,000, and in vitro 
very much greater concentrations than this have absolutely 
no haemolytic effect. What is evident, however, is tht 
the drug, though non-haemolytic, would still exert its 
physiological action, demonstrated by Roth,” of causing 
active contraction of the spleen. The chief exciting causes 
of this fever—namely, exertion, chill, and quinine—have, 
therefore, this action in common, that they cause contrac- 
tion of the spleen. The contraction of the spleen on 
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agglutinated masses of parasitized red cells accentuates, 
as we have said, the local anoxaemia; further production 
of lactic acid necessarily follows, especially on exertion, 
and finally the local concentration reaches such a level that 
haemolysis occurs, Leakage of haemoglobin into the portal 
circulation results as soon as haemolysis commences, and 
becomes pronounced when the circulation through the 
spleen is re-established. 

“We have described the conditions leading up to the 
haemoglobinuria of blackwater fever as occurring in the 
spleen, and probably in the majority of attacks this is 
correct. As evidence in favour of this being the case we 
may quote the following observations. Christophers and 
Bentley** noted that in all their twenty-seven cases of 
blackwater fever splenic enlargement was present; Barratt 
and Yorke*® found that in their sixteen cases where record 
of the size of the spleen was kept, enlargement was present 
in fifteen, one case having a barely recognizable degree of 
haemoglobinuria without appreciable splenic enlargement ; 
Thomson** observed marked enlargement of the spleen in 
all the eight cases which were examined post mortem. 
Barratt and Yorke further make the following significant 
statement: ‘‘ The illness was severe in those attacks in 
which the enlargement of the spleen was greatest; in those 


in which enlargement was slight or not appreciable the_ 
attack may be described as mild, except in one case.’” 


The patient in this case died seven days after haemoglobin- 
uria had ceased. That a similar process may go on in other 
organs is, however, probable; we have already mentioned 
the massive infection of the placenta in endemic areas 
where P. falciparum occurs. During labour the contrac- 
tions of the uterus acting on vessels choked with sporulating 
parasites increase the existing local anoxaemia and prevent 
the oxidation of the lactic acid formed. For this reason 
haemoglobinuria during or as a result of labour might be 
expected to occur more readily in European women in an 
endemic area who have had chronic infection with malig- 
nant tertian parasites. In such cases where the taking of 
quinine has been very irregular or avoided entirely, the 
parasites multiply freely, the anaemia becomes progressively 
greater, and the spleen enlarges. Labour itself, with the 
excessive muscular contraction and exertion, acts as the 
exciting cause; in these cases a certain proportion of the 
haemoglobin to be disposed of is probably liberated in the 
uterine vessels. Thomson?’ gives records which are of great 
interest in this connexicn; he notes that of the nine cases 
of blackwater observed by him in which no quinine had 
been taken, no fewer than five were precipitated by 
childbirth. 


ConsmDERATIONS IN BLACKWATER FEVER. 

1. Typical Blackwater Fever.—The mechanism of this has 
been described above. ‘ 

2. Quinine Haemoglobinuria.—This is a condition in 
which a dose of quinine, whatever the amount, will with 
some certainty induce a transient attack of haemoglobin- 
uria in a susceptible person; there are innumerable records 


_of this in the literature. 


3. Transient Haemoglobinuria following a Chill or 
Exertion.—Parsons and Forbes** give their observations on 
forty-six cases of blackwater fever; they noted that the 
majority of cases presented a very transient haemoglobin- 
uria following exposure to cold or fatigue. These con- 
ditions of transient haemoglobinuria due to quinine, chill, 
or exertion could all be produced by the contraction of a 
spleen in which haemolysis had been slowly taking place, 
with the consequent expulsion of the contained haemoglobin 
into the circulation, from which it is quickly eliminated. 


We may distinguish from typical blackwater fever, in 
mechanism if not in results, those occasional cases in 
which numerous parasites are present in the blood 
throughout the attacks. The continued presence of large 
numbers of parasites in itself suggests a mechanism some- 
what different from that which occurs normally in black- 
water fever. The most probable explanation of the haeno- 
globinuria in such cases is that it is largely due to direct 
destruction of infected red cells by the parasite during 
schizogony, @ condition comparable rather with piro- 


plasmosis of than blackwater fever in man. Such a 
form of haemoglobinuria might occur equally well in infec- 
tion with other forms of malaria parasite. 


Some IN CoNNEXION W1ITH BLACKWATER 
Frver. 

1. The Length of Residence—Much difficulty has been 
experienced in giving an explanation to account for the 
period which elapses before the first attack of blackwater 
fever comes on, and also for the relative immunity which 
seems to develop after some years’ residence in the endemic 
areas. Table IV is an extract from a table given by 
Stephens”? showing that the majority of attacks occur after 
six months’ residence and before the end of five years’ 
residence, 


Taste IV.—Showing the Effect of Length of Residence on the 
Onset of Blackwatcr Fever. 


Length of No, of 

Residence. Cases. Per cent, 
Five years 4.0 


immunity of old residents in an endemic area. 

2. The Danger of Moving Blackwater Fever Cases.—It 
has long been recognized that there is a grave risk in 
moving a case of blackwater fever even with all possible 
precautions, and even for short journeys; no satisfactory 
reason for this has been offered. It appears to us that an 
explanation is available as a result of our observations 
recorded above. The blackwater fever patient is extremely 
anaemic, and has already had a sufficient degree of 
anoxaemia to result in haemolysis; he will, especially if 
he is suffering from pain, make the greatest possible 
efforts to avoid the discomfort to which he is subjected 
in transit, and in so doing he will contract his muscles 
continually, thus producing lactic acid in amounts which 
cannot be properly oxidized. It is to this lactic acid pro- 
duction that we attribute the relapses which occur so 
frequently when blackwater fever patients are moved. 

3. Jaundice in Blackwater Fever.—The occurrence of 
early and often intense jaundice of a degree such as does 
not appear in paroxysmal haemoglobinuria, nor after the 
injection of even large quantities of haemoglobin into 


animals, can be explained by the site of the injection, 


or of the haemolysis. In blackwater fever the haemoglobin 
is usually delivered directly into the portal system, and 
thus reaches the liver in a concentrated form, whereas in 
paroxysmal and experimental haemoglobinuria the haemo- 
globin is liberated in the peripheral blood and is consider- 
ably diluted before reaching the liver. Pearce and others® 
have shown experimentally that the injection of haemo- 
globin into the portal system produces less frequent and 
less marked haemoglobinuria coupled with more frequent 
and intense jaundice than a similar injection into a systemie 
vein; the site of haemolysis is therefore the important 
factor in the production of jaundice in blackwater fever. 


SumMaryY. 

1. Points of resemblance between blackwater fever and 
certain other haemoglobinurias and haemoglobinaemias are 
indicated. 
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2. These points include the presence of an anoxaemic 
state, and a resultant increase in sarcolactic acid either 
locally or generally. : 

3. We produce evidence from experiments, both in vitro 
and in vivo, that sarcolactic acid is haemolytic—in the 
former case to whole human blood, and in the latter to 


_whole animal blood. 


4. Intravenous injections of sarcolactic acid into rabbits 


have produced haemoglobinaemia and haemoglobinuria, 


followed by recovery of the animals. 

5. On the evidence brought forward by us, we conclude 
that sarcolactic acid is the causal agent in the production 
of the haemolysis in blackwater fever and these haemo- 
globinurias, 

6. The etiology of various types, symptoms, and com- 
plications of blackwater fever is discussed in the light of 


_this mechanism. 
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THE GUILLOTINE AND ETHYL CHLORIDE. 


Work For THE Removat oF TonsILs 
AND ADENOIDs. 
BY 
C. R. SANDIFORD, M.D., Cu.B.Vict., F.R.C.S.Ep., 


ASSISTANT SURGEON, THROAT HOSPITAL, GOLDEN SQUARE; ASSISTANT TO 
AURAL SURGEON, QUEEN MARY’S HOSPITAL, STRATFORD ; ASSISTANT 
' AURAL SURGEON TO THE LONDON COUNTY COUNCIL; 
AND 


J. C. CLAYTON, M.R.C.S., L.R.C.P., 


ANAESTHETIST, CHARING CROSS HOSPITAL, ROYAL EAR HOSPITAL (UNIVERSITY 
COLLEGE HOSPITAL), AND QUEEN MARY'S HOSPITAL, STRATFORD. 


"xe following observations and description of methods for 
the removal of the tonsils (with the guillotine) and of 
adenoids (with the curette) are based on experience 
gathered from 13,500 cases operated on at Queen Mary’s 
Hospital, Stratford. 

The ages of the majority of the patients ranged from, 
1 to 15 years. The operations were performed by special 
team work in sessions of twenty-five to thirty patients; and 
the method has permitted of thirty patients being operated 
on in one hour. The efficiency of this team work neces- 
sitated two operating tables and a movable instrument 
table; four sets of instruments at least; a sister, a nurse, 
and a porter who is experienced in carrying in the theatre; 
one nurse in the waiting room; two nurses in the recovery 
room for the first twenty cases, with an additional nurse 
for every ten extra cases or part of ten. 


Ethyl chloride was used in the entire series of cases, 
except for an occasional open ether for instructional 
purposes in operating. There has been one death. Tho 
patient, a girl of 19, was acutely poisoned by the ethyl 
chloride at the commencement of induction. 

For descriptive purposes our observations will be made 
under the headings: Pre-operative, Operative, and Post- 
operative. 


PRE-OPERATIVE CONSIDERATIONS. 

Cases for operation are divisible into those with definite 
indications and those with indefinite indications. 

Cases with Definite Indications.—These are the ordinary 
textbook cases: discharging ears, due to tympanic infection 
only, not complicated by attic disease, chronic mastoiditis, 
granular mucous membrane in the middle ear, aural 
polypus, enlarged tonsillar gland which is found at the 
anterior border of the sterno-mastoid about half an inch 
below a line drawn backwards along the lower border of 
the jaw, attacks of earache, deafness, frequent colds, 
snoring, and mouth breathing. The adenoid facies is 
becoming a rarity, and rightly, because its development 
signifies that the case has waited too long and changes huve 
occurred in the shape of the palate, which becomes raised 
in the form of a high arch, thus causing deformity of the 
nasal septum above and crowding of the teeth below. Even 
ia infants up to 6 months of age an indication that the 
adenoid tissue in the nasopharynx is excessive in amount 
is given by the state of the hair at the back of the head. 
The anoxaemia produced causes restlessness during sleep ; 
as a result the hair is often worn off the occipital region, 
leaving a thin patch. 

Cases with Indefinite Indications.—Many children are 
sent up for operation because they are not sufficiently 
bright, or they are not putting on weight, or they are too 
sallow and hollow-eyed. 

Acute Tonsillitis.—In order to increase the percentage of 
tonsils completely enucleated by guillotine it is advisable 
not to operate within one month of an acute attack of 
tensillitis, and preferably not for six to eight weeks. The 
amount of induration at the base of the tonsils is such as 
to make this region so ligneous that great difficulty arises 
in dislocating a tonsil from its bed, a process essential for 
its complete removal. 

Nasal Diphtheria.—When examining large numbers of 
children nasal diphtheria is occasionally observed, usually 
in cases least expected. One case seen with a _ typical 


membranous rhinitis was brought up because the boy had - 


been hit on the nose with a football the week before. One 
point in aid of diagnosis of this disease is that with few 
exceptions a florid red excoriated area of skin can be seen 
on the upper lip close to the columella of the septum. 
A typical membranous rhinitis is less common than an 
acute catarrhal rhinitis plus this excoriated area. 

Patients selected for operation are given a list of instruc- 
tions to follow; preparatory to operation and on the 
morning of operation the temperature is taken, the urine 
examined, and the chest auscultated. The urines are tested 
for albumin and sugar in groups of five, individual testing 
being carried out where any group shows a positive. About 
6 or 7 per cent. of children show some transitory albumin- 
uria, which may possibly be due to the preparatory 
starvation. 

OpeRATIVE TECHNIQUE. 
The Anaesthetic. 

As already stated, ethyl chloride was used except in a 

very few cases. Throughout the whole series the same 


inhaler was used, and the same brand of anaesthetic as - 


supplied by Messrs. Duncan Flockhart. The one thing 
materially altered after the first few hundred cases was the 
method of administration. 


The inhaler employed is called the “ Speen’ ”; it was first used 
at the Queen’s Hospital for Children, Hackney Road. It consists 
of a rubber bag, an L-shaped junction, and a facepiece. A strong 
red rubber bag is preferred for its durability and economy. The 
L-shaped junction has a movable device which permits of an easy 
regulation of air and anaesthetic, and is situated on the upper 
surface of the horizontal limb of the junction. Close to it, but 
nearer the bag, is the mouth of a tube which carries the ethy) 
chloride into the rubber bag, where it is soaked up by a swab of 
auze held in forceps at the end of the tube. This soaked gauze 
is prevented from damaging the rubber bag by a wire cage. 
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mouth of the tube is closed by a thumbscrew with a coarse 
thread : 


The mask is fixed to the vertical. limb of the junction. A 
celluloid mask with a pneumatic rubber facepiece is the best, but 
the latter should be solutioned on to the celluloid. This is impor- 
tant because, should the facepiece become slack, the air which will 
enter between it and the celluloid will materially affect the anaes- 
thesia. When the gag is in ition air -can best be excluded by 
leaving the pneumatic cushion very slack or empty. A series of three 
sizes of masks is necessary, to range from the infant to the adult. 

The Doyen type of gag, with a good ratchet which can be easily 
released, is found the most satisfactory. A quick release is neces- 
sary, so that the release of the ratchet a removal of the gag 
can be done almost simultaneously at the end of the ration. 
The gag which has been found most suitable, although still rather 
weak in its spring, is the children’s size ‘‘ Doyen”’ as supplied by 
Messrs. Mayer and Phelps. This gag has such good jaw range 
that it can used as well for adults as for childven. 


The old airless method of induction, which was employed 
in the first few hundred cases, where the air was at once 
cut off and the induction concluded with stertor and dilated 
pupils, was soon superseded by a method with improved 
oxygenation, producing a better anaesthesia with no stertor, 
and where dilated pupils were looked upon as a danger 
point. With the old method artificial respiration and 
administration of oxygen were found necessary in about 
10 per cent. of cases, whereas with the later method 
recovery is practically devoid of anxiety. With this more 
advanced method the quantity of anaesthetic agent required 
becomes greater. 

Commencing with a patient from 1 to 3 years of age an initial 
dose of 10 c.cm. may be squirted down the tube. It is often 
found that this initial dose is inadequate to produce anaesthesia 


im a satisfactory time, owing to the fact ‘that’ a great deal, 


of the anaesthetic is absorbed by the gauze and some hy the 
rubber, and also that the bag and inhaler hhave not become 
sufficiently heated by the exhalations of the patient and the 
manipulation by the anaesthetist. A further 5 c.cm. may be 
given for each child ranging from 3 to 7 years for the following 
eight to ten patients. After this the dose can be reduced to 
4 c.cm. or even 3 c.cm., until the ages of the patients begin 
‘to rise again to 11, 12, and 13, when a return to 2 c.cm. will be 
necessary, and even again to 10 c.cm. if the age increases to 
16. Se it is obvious that im a session of thirty children they 
should be brought in for operation in regular erder from the 
youngest to the oldest. ica 

The patient is placed on his back and the gag is inserted 
between the left eee incisor teeth. This position gives the 
best scope to the surgeon. The mask is slipped over the face 
so ‘as to exclude entry of air beneath it: the air regulator 
of the inhaler is steadily closed, but not -entirely, a slit the 
thickness of a visiting card being always left. 

The two most important items to watch now ave breathing and 
colour. The breathing may at first be rapid and irregular, or 
the breath. temporarily held, but this alters with advancement 
towards induction. 
and should remain so throughout the anaesthetic. 


When the breathing has become regular and deep, the jaw . 
relaxed (ascertained by ‘opening the gag), and no patpebral | 


reflex is observed when ‘blowing on the eyelids, then the patient 
is ready for operation. In a very small proportion cases 
the patient is ready for operation although the relaxation of 
the jaw is not complete and altheugh the breathing is xegular 
and deep and there is no ren reflex. In such cases the 
anaesthetic should not be pushed, or an overdose will result, 
and force will have to be used, either by the anaesthetist 
——- his right hand into action to assist his left hand, or, 
= ,» by obtaining the assistance of the surgeon to open 

e jaw. - 

Difficulty in opening the jaw is experienced when the patient’s 
under-lip is misplaced between the gag and the lower teeth. 
This ‘is due to the anaesthetist failing to hold the patient’s 
lower teeth tightly against the gag during induction. Should 
this happen it is as well quickly to release the gag and free 
the lip, as much to save the lip from injury as to anticipate 


. 4 difficulty in respiration which occasionally occurs, attributable: 


to this cause, 

With the signs of completed induction as stated above, the 
pupils will usually be found contracted, or if with a slight 
tendency to dilatation they will contract rapidly to light. 
This stage of the proceedings is most important; the most 
urgent necessity is for the patient immediately to ‘begin elimin- 
atin the anaesthetic by expiration, and continue to do so. 
Anything that impedes this elimination before the return of 
the reflexes means that the anaesthesia will get radually 
deeper instead of lighter. Therefore it is important to realize 


the various ways in which the respirations can be impeded, in © 


their order of occurrence. 
The first respiratory difficulty may show itself at the very 


commencement of induction in cases where the tonsils are 


e colour will at auce become heightened, 


meeting in the mid-line. In these cases induction has to be 
coaxed, and because elimination of the anaesthetic is obstructed 
a little anaesthetic will produce induction. 

The next obstruction arises when the patient voluntarily holds 
the breath and then takes a sudden deep breath, for then the 
vapour is concentrated too suddenly. The effect is the same, 
A laryngeal spasm is set up, causing coughing where the breath 
is stitl held, and again the anaesthetic is prevented from being 
eliminated, so the patient will go quite deeply under with a 
small quantity of anaesthetic. 

The third difficulty occurs in some patients when the jaw 
is extended by the gag If this happens there should be time 
to remove the tonsils and turn the patient on the right side, 
but then the gag should at once be released until colour is 
again good and respirations steady, when the gag can be again 
opened and the adenoids removed. Each part of the operation 
will take from eight to ten seconds, which is the limit of timg 
that the patient should be left with obstructed respiration, 
With a well-timed anaesthetic the patient should cry, cough, 
or struggle on removal of the gag. 

Blood will be the fourth obstruction, and even at the end of 
the operation, although elimination of .the anaesthetic has 
occurred satisfactorily the whole time, the patient will often 
go quite deeply under again although on the verge of the return 
of reflexes. This is an obstruction found mostly in young 
children, and is easily remedied by holding the child’s legs 
well up to effect good gravity drainage and stinrulating with 4 
douche of cold water. Sometimes a swab on a liolder may be 
found necessary to remove clots. : 

Occasionally a large flabby tongue will cause » obstruction, 
No obstruction has ever been found due to a mass of adenoid 
tissue finding its way into the larynx. 


Two points have emerged from observations during this 
series of cases: (1) When trouble occurs with ethy! chloride 
anaesthesia it shows itself first in the respiration. (2) In 
nine cases out of ten it is due not to the toxic effect of the 
ethyl chloride or to an initial overdose, but to some 
mechanical factor preventing elimination. Patierts should 
not be removed from the table until the colour is good, 
and crying, coughing, or struggling has. taken place, 
Salivation is quite rare, but undoubtedly the secretion set 
up by acute-eatarrhal conditions will be greatly increased, 


and if excessive will cause respiratory obstruction; . This is. 


why operation is well postponed, especially when pee 
children are affected with acute catarrhal conditions, unti 
the symptoms have subsided. : 

From the point of view of team work, and time, it ‘is 
interesting to note that imduction, timed over a series of 
cases, takes fram thirty-five to forty seconds, and that this, 
added to a similar average period for the operation of from 
fifteen to twenty seconds, gives an approximate inclusive 
time of about sixty seeonds. Another sixty seconds should 
suffice for the patient to be broyght in and laid on ,the 
table, including also the retwrn-.of reflexes and removal to 
the recovery room, showing the pessibility of operating at 
the rate of thirty patients te the hour. 


For such efficient team work it is necessary for the 


anaesthetist to assist the surgeou-in his eperating. To de 
this the anaesthetist’s first action is to-slip the inhaler inte 
his lap. Then, with the patient on the back, to assist 
in the removal of the tonsils he should hold the head 
firmly between his two hands with the tips of the left 


fingers steadying the gag, the head being held at the most- 


convenient angle for the surgeon, 


As the surgeon is evulsing the tonsil the head can be- 


turned either to the right or left to assist this maneeuvre. 
The patient being turned on the right side, bis head is 
supported in the palm of the anaesthetist’s right hand} 


leaving the occiput free for the left hand of the surgeon. * 
The anaesthetist’s left hand steadies the gag and is ready * 


to release and remove it at the termination of the opera- 


tion, when the head of the patient is handed over to the 


nurse. A point in technique at this stage which saves 
considerable time is to ensure that the nurse who is holding 
the kidney receiver against the patient’s cheek, when the 
latter is on the side, shall press the receiver firmly against 
the cheek just above the anaesthetist’s thumb. By doing: 
this and receiving the patient’s head promptly, the anaes- 
thetist’s hands are kept free from blood, thus avoiding 
the necessity of washing between each case. 

Although the foregoing description with its detailed 
observances would lead some to consider that ethyl chloride 
was a difficult and dangerous anaesthetic to administer, it 
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must be remembered that whenever a detailed account of 
any act is written it invariably seems to make that act 
appear more complicated than it really is. The evidence 
over this large number of 13,500 cases shows that ethyl 
chloride may be looked upon as a safe agent for anaes- 
thesia where the surgeon and anaesthetist work in unison. 
Also, where numbers of patients have to be dealt with and 
a quick recovery is necessary and the patients are to be 
sent home at the earliest possible time, ethyl chloride 
is certainly the anaesthetic to meet the circumstances, 
although it is more suitable for children up to 16 years 
than for adults. It is found that with the latter, although 
induction is quite easy, recovery. is accompanied by a great 
deal of mental agitation and struggling. Children are also 
much brighter and fitter on the day after operation when 
ethyl chloride has been given than when ether has been 
administered. On the other hand, ethyl chloride is not the 
best anaesthetic for instruction in operating. 


The Operation. 

It is essential that a good source either of daylight or 
artificial light is so placed and so extensive in origin that 
the surgeon can work between the patient and the source 
of light without a shadow being cast. A table two or three 
inches too high is sufficient to interfere with the exactness 
of the most experienced surgeon , 

Removal of Tonsils.—The guillotines used are Heath’s 
reinforced Mackenzie pattern (blunted) in three sizes, and 
the removal is done by a continuous’ movement which 
resolves itself into: 


(a) Lift up the tonsil with the guillotine. 
(6) Push out the tonsil with the guillotine. 


(c) Push in the tonsil with the thumb or index finger of the 
opposing hand. 


(d) Shut home the blade with the thumb as much as possible. 


(ce) Completely shut home the blade by adding the pressure of 
the other thumb. 


(f) Roll the guillotine outwards. 


Bigelow epitomized the movements necessary for the 
reduction of a dislocated hip thus: ‘‘ Lift up, bend out, roll 
out,’? and his words might be paraphrased for the tech- 
nique of tonsillectomy as follows: ‘‘ Lift up, push out, 
push in, roll out.’? An unusually fibrous tonsil may ke 
helped from its bed during the last rolling movement by 
running the index finger of the free hand round the back of 
the guillotine and rapidly dissecting with the finger. This 
is better than using scissors at this stage, as scissors 
usually cut away some of the posterior pillar which has 
been twisted forwards. i 

Removal of Adenoids.—This is very often done imper- 
fectly. The instruments preferred are: Jenkins’s curette 
for the main mass; Beckmann’s baby unguarded for the 
lateral pads; Seymour-Jones’s tag forceps. Curettes should 
be very sharp and of two sizes—a large guarded curette for 
the removal of the main central mass, and a small un- 
guarded curette which can feel its way into the lateral 
recesses and remove all the remaining adenoid tissue with 
one cut on each side. With the former a steady strong 
pressure is exercised, with the latter a much gentler force. 
By this means a complete removal is invariably effected 
and adenoid tags seldom left. After a time the surgeon 
can become expert in palpating with a curette, so that the 
amount of adenoid tissue removed can be estimated before 
the curette leaves the post-nasal space, and any deficiency 
below this be sought for in the form of a tag. To such an 
extent is this the case that the anaesthetist, who is holding 
the patient’s head, can by transmitted impulse also feel 
what is happening in the post-nasal space, and be ready 
to register surprise when the “bag” falls below his 
timate. 


Post-OPERATIVE CaRE. 

On completion of the operation, should the patient show 
no return of consciousness, as evinced by crying, coughing, 
opening of the eyes, or struggling, a stimulus is useful 
in the form of iced water, which is allowed to splash on to 
the face from the height of a foot or so. While this is 
being done the nurse, who is supporting the patient’s head, 
should close the left auditory meatus with a finger. 
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j night where possible, or, if impossible, to remove home with 


Method of Carrying and Holding Patient. 

The porter plays a most important part in the technique of 
the team work, not only by holding and turning the patient, 
but also by removing the patient to the recovery room in 
such a way that all risk of respiratory obstruction from blood 
clot is reduced to a minimum. These manceuvres require rather 
careful studying. During induction the patient’s wrists are 
held lightly by the side of the hips, and this is continued until 
the completion of the removal of the tonsils (Fig. 1). During 


Fic. 1. 


removal of adenoids, the patient having been turned on to 
the right side, the porter still continues to hold the patient’s 
right wrist with his left hand, go that his left arm is encircling 
the patient’s hips and his left Sand is under the patient’s right 
buttock. In his free hand the porter holds a towel in readiness 
for the removal from the table Fig. 2). Passing his right hand 


with the towel under the patient’s head to the side of the 
mouth, and raising the body with the left arm encircling the 
hips, he carries the patient into the recovery room with the 
buttocks tucked well up into the porter’s left axilla and the 
head resting face downward in the — right hand at a 
much lower level than the hips (Fig. 3). 


“Fig. 30 


After recovery is complete the patient is allowed to take 
the position of election, some lying down, others sitting up. 
Most children vomit some time after recovery, but this is 
almost always caused by the blood swallowed. Children 
can be sent home three hours after operation, except in 
those cases where the pulse is found to be poor, when it 
is safer to wait a little longer, or even to admit for the 
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special care. It may be mentioned that a feeble pulse 
after recovery is more often found in patients of feeble or 
depleted physique, and would seem to be due more to this 
than to operation shock or effects of the anaesthetic. 


Hacmorrhage, Immediate and Late. 

If bleeding is considered to be brisker than usual it is 
a matter of experience that in the large majority of cases 
it will cease rapidly if nothing is donc. It is rarely 
necessary to hold a piece of gauze in the tonsillar bed, but 
this manceuvre will control those cases which do not cease. 

With regard to late haemorrhage, the source of the bleed- 
ing must be looked for. Generally it is coming from the 
post-nasal space, and frequency of occurrence varies in- 
versely with the sharpness of the adenoid curette, just as 
the frequency of tonsillar haemorrhage varies inversely 
with the bluntness of the guillotine. The treatment is to 
spray the post-nasal space with cold hydrogen peroxide 
(vols. 10) through the nose with an atomizer. If this fails, 
run the end of the index finger round the post-nasal space 
either to dislodge clots, which may be holding a vessel 
open, or to remove a half-detached tag. If the bleeding 
is from a tonsillar bed, apply pressure by means of a pad 
of gauze on a holder. Press gently at first, and increase 
the pressure gradually as the pharynx becomes used to the 
presence of a foreign body. 1f this fails, hydrogen peroxide 
(vols. 10) on gauze can be tried. Failing this,- oil of 
turpentine can be used on gauze, combined with horse serum 
or haemostatic serum, intramuscularly. As a last resort, 
which in this series of cases has had to be used on one 
occasion only, a general anaesthetic must be administered 
and the bleeding point ligatured. 


Points in After-treatment. 

(1) It is important to encourage the patient to eat and 
drink on the day fellowing operation if possible. The 
throat is cleaned up by the muscular contractions involved 
thereby far more quickly than by any other method. 

(2) It is very important to keep the bowels open. 

_ (3) A shawl fastened around the head, which at the same 
time keeps the neck warm, is very comforting, especially 
when the glands of the neck are painful or earache 
develops. 

_ (4) Earache is divisible into (a) that immediately follow- 
ing operation, and (b) that occurring after a lapse of 
twenty-four hours. The former is due to some reflex nerve 
pain and the latter to infection. For both warmth 
is essential, and for the latter the further appropriate 
treatment. 


A NOTE ON ECLAMPSIA. 
Wirth Report or Compiere Post-Mortem EXAMINATION. 
BY 
BETHEL SOLOMONS, M.D., F.R.C.P.1,, 


MASTER, 
AND 


F. S. BOURKE, L.R.C.P. anp S.1., 


PATHOLOGIST, ROTUNDA HOSPITAL. 


Durine the year 1926-27 there were twelve cases of 
eclampsia in the Rotunda Hospital, with two deaths. In 
addition, there were 381 cases of albuminuria without 
death. Details of these are given in the annual report. 
We stated in this report that it is difficult to compare 
statistics of the present with those of the past when ante- 
natal care was not customary, for we believe that many 
severe examples of present-day eclampsism would have been 
true eclamptics in the past. From March, 1927, until 
April, 1928, there was no eclamptic death in the hospital, 
and we hoped that we had finished with mortality. This 
was not to be, and the full notes of a fatal case are 
appended. The cases which we encounter nowadays are 
of marked severity. One of the two deaths in our last 
report occurred three and a half days after the woman had 
recovered from eclampsia, and the eclamptic toxin could 
not be held altogether responsible. In twenty-two cases 
since November, 1926, there were altogether three deaths 
—that is, 13.6 per cent., a percentage on which, with our 
treatment, it is possible to improve. If a woman has had 


a fit and albumin is present she is included in the eclampsia 
statistics. 

There are several features of interest in the fatal case 
under review, the most marked being that the post-mortem 
examination showed how impossible it was to achieve a 
successful result. 

Case History. 

A primipara, aged 24, was delivered spontaneously of a live 
child two hours after admission to the hospital. She had_ never 
attended the ante-natal department, and there was no history 
of previous illness. Routine examination of the urine revealed the 
presence of ‘solid’? albumin. There. was slight oedema. She 
vomited house mixture. The routine eclampsia treatment was 
iven. Glucose was taken by the mouth. The result of colon 
avage was never satisfactory (and a good result usually means a 
quet poagnesint. The first fit occured six and a half hours after 
elivery, and there were age fits ry There was a good 
deal of facial twitching. Three and a half hours before she died 
respirations ceased; the pulse continued comparatively good in 
tone and volume. In spite of continued efforts at artificial respira- 
tion (chiefly mouth-to-mouth) for three and a half hours she 
died. The other usual restorative measures—for example, oxygen, 
lobeleine, etc.—were also resorted to. 


We have never seen a case quite like this; we have often 
succeeded in resuscitating eclamptics apparently dead by 
clearing out the mucus from the throat, artificial respira- 
tion, oxygen, etc., but our efforts here were futile. 

We were fortunate in being able to obtain a complete 
post-mortem examination, the result of which was as 


follows. 
Findings at Necropsy. 

The body was well nourished and fully developed; no marked 
oedema was present. When the abdomen was opened the uterus 
presented the usual post-partum appearance; it was normal in 
size, shape, and position. The adnexa were normal. 

Liver.—The liver was enlarged, and weighed 1.878 kilograms 
(normal 1.2 to 1.4 kg.). Extensive subcapsular haemorrhages were 
most marked on the superior surface of the right lobe, and 
smaller areas were scattered all over the entire surface. On 
section, macroscopically the areas of haemorrhage were seen to be 
sprinkled evenly through the organ, giving an appearance of 
advanced nutmeg liver; the remaining liver tissue was of a pale 
buff colour. Microscopically the areas of haemorrhage were seen 
to be mainly in the periportal region of the liver lobule. In many 
lobules there was marked fatty degeneration of the liver cells in 
this region; there was also some morrhage in the centre of 
some of the lobules. The liver cells generally showed cloudy 
swelling, and in many of them the nuclei were undergoing karyo- 
lysis. Here and there through the section were seen vascular areas, 
probably haemangiomata. ey | to McCallum the poison 
eclampsia destroys the cells of the liver lobule nearest the portal 
vein, and the scattered areas of haemorrhage correspond with the 
areas of necrosis around the periportal region. This agrees with 
our findings in this case. According to Schmor] the liver necrosis is 
due to syncytial masses swept from the placenta into the liver veins, 
but we have not found any evidence of syncytial tissue in our 
sections of the liver. 

Gall-bladdcr.—Bile-stained ; nothing abnormal. 

Kidneys.—Weighed approximately 112 is each; they were 
slightly enlarged, but the relationship of cortex to medulla appeared 
normal. . The capsule stripped readily off both. The surface was 
covered with small subcortical haemorrhages, giving an appearance 
resembling flea-bitten kidney. Microscopically, there was much 
cloudy swelling and fatty degeneration of the renal epithelium, the 
vasa recta were congested, and there were some extravasations of 
blood in their vicinity. The glomeruli presented no marked 
abnormality, except that in some places there was seen a wide 
separation of Bowman’s capsule. There was no evidence of haemor- 
rhage in this region; according to some observers the primary 
renal lesion is a degeneration of the walls of the glomerular 


| capillaries, but‘this was not manifest here. (McCallum merely 


mentions that necrosis of the renal epithelium is sometimes found 
in eclampsia.) 

The ureters presented no marked abnormality to the naked eye. 

The bladder was distended and thin walled; it contained 
approximately five ounces of bloody urine. 

The spleen was normal. 

Stomach.—Normal in position, size, and shape. There was an 
extensive subperitoneal haemorrhage on the anterior and posterior 
aspects. This was most marked at the cardiac end towards the 
lesser curvature; it extended downwards about a hand’s breadth 


from the a junction, and was sharply limited 


above at this point. The wall was extremely thick and boggy to 
the touch. On opening into the cavity the entire mucous mem- 
brane, except for about two fingerbreadths at the pyloric end, 
was blood-stained, and the cavity contained about four ounces 
of dark fluid. There was no food present. A microscopical section 
of the stomach wall was made in the zone of haemorrhage. The 
wall was about 14 cm. thick at this point, and a rather extensive 
area of haemorrhage was found separating the muscularis mucosa 
from the outer muscle coats. The lining mucosa was mark 
oedematous, and showed some cloudy swelling. 

The duodenum, jejunum, and part of the iJewm were enormously 
distended with gas. The distension produced a wide separation 
of the parallel muscle fibres, giving a striated appearance to the 
parts. The mucosa of the duodenum also showed this dark stain- 
ing. The ileum in its remaining twelve inches was empty 
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LOBAR PNEUMONIA AS AN INFECTIOUS DISEASE. 


The caecum, ascending, transverse, and descending colon, and 
rectum, were also empty and collapsed. 

Heart.—The pericardial sac contained about two ounces of 
blood-siained fluid. The heart showed no abnormality. 

The /wugs were soft and congested. The condition was most 
marked at the bases. 

The brain showed patchy subdural haemorrhages, the largest 
of which was in extent about the size of a two-shilling piece. 
They were mainly on the superior surface, and in_the region 
of the frontal lobes. There was an extensive haemorrhage into 
both lateral ventricles and into the fourth ventricle. On section, 
three distinet areas of haemorrhage could be seen in the substance 
of the medulla oblongata. ‘ 


It will be seen from the above report that the woman was 
bevond cure, for death was obviously due to paralysis. of 
the respiratory centre in the brain as the result of haemor- 
rhage, and this accounted for the failure which attended 
our efforts at artificial respiration. 

The case provides an example of the necessity for training 
women to seek ante-natal care; had this been obtained here, 
a fatal result would have been unlikely. With ante-natal 
care there should be no deaths from eclampsia. 


LOBAR PNEUMONIA AS AN INFECTIOUS 
DISEASE 
BY 
C. H. WHITTLE, M.A., M.D.Caate., M.R.C.P.Lonp., 


CLINICAL PATHOLOGIST, ADDENBROOKE’S HOSPITAL, CAMBRIDGE. 
(Ernest Hart Scholar, British Medical Association.) 


Some eighty strains. of pneumococci have now been collected, 
and I have published three papers giving in detail the 
results of the work up to March, 1928. ?* 

The conclusions arrived at last year* have been amplified 
and confirmed. Lobar pneumonia, broncho-pneumonia, and 
empyema occurring in previously healthy persons are 
invariably caused by pneumococci of high virulence, 
measured by the effect on mice; whereas such conditions 
as terminal pneumonia and_ post-operative pneumonia, 
arising in subjects whose health is already impaired, are 
commonly caused cither by pneumococci of feeble virulence, 
or by organisms such as Strep. salivarius, M. catarrhalis, 
Friedlinder’s bacillus, ete. The pneumococci of low viru- 
lence resemble these catarrhal organisms in other respects, 
for like them they are frequently the cause of chronic 
bronchitis, conjunctivitis, nasal catarrh, and other com- 
paratively minor infections of the respiratory tract and of 
the membranes and sinuses adjoining it. A large propor- 
tion of the pneumococcal strains recovered from such con- 
ditions set up a chronic, low-grade type of infection in the 
mouse which may last as long as three weeks and ends in 
septicaemia. This response is unexpected and differs so 
completely from the typical septicaemia, which is fatal 
within forty-eight hours, that it calls for further detailed 
investigation. A number of mice affected in this way have 
been collected and are being examined, by serial sections 
of viscera, ete., in order to discover the nature and site of 
the lesion. 

The pneumococci causing lobar pneumonia or broncho- 
pheumonia in man have repeatedly been found to produce 
a parallel lobar pneumonia or broncho-pneumonia in the 
rabbit when introduced by the trachea. The symptoms, 
course of the disease, morbid anatomy, and histology in 
the two species are strikingly similar. In addition, strains 
of feeble virulence, from cases of terminal pneumonia, 
bronchitis, etc., have so far failed to produce any sign 
of pneumonia in the rabbit. Over twenty experiments on 
rabbits have been performed, but to complete the series a 
few more strains from lobar pneumonia are required. I am 


, Working out the results im detail, in co-operation with 


Dr. J. F. Gaskell. 

There is now evidence, collected from several cases,* that 
the virulence of pneumococci remains unchanged during 
the period when they can be recovered from human lesions. 
At the end of three or four weeks no change was noted 
in the virulence of the strains recovered. Needless. to say, 
the “type” also remained unchanged. Similar stability 
has also been noted in a strain recovered from a patient 


*Summary of an. investigation: report to the Science Committee of 
the British Medical Association, 1928. 


on three occasions during an attack of bronchitis. Though 
the intervals between the attacks were as great as eighteen 
months, the organism isolated’ im the second and third 
instance exhibited the same cultural and immunological 
reactions and possessed the same virulence as the one first 
isolated. Moreover, om each occasion it was obtained in 
pure culture. It appears, therefore, that a single strain 
of pneumococcus can produce recurrent attacks of 
bronchitis in a suitable subject. Such a subject may be 
considered peculiarly susceptible to such a strain. Whether 
each attack is the result of fresh infection, or whether 
it represents a flaring up of a process which is always 
smouldering but gives no symptoms, is a question to which 
no immediate answer can be given. 

The important question as to whether the feebly virulent 
pneumococci are capable of becoming sufficiently virulent 
to set up pneumonia in a healthy person has also been 
investigated. Attempts have been made to raise the viru- 
lence of some of them by various passage experiments on 
mice. Though in one case passage inoculations have been 
continued for over a year, with thirty passages, there was 
no appreciable increase in the virulence. These results 
are in marked contrast to the rapid increase im virulence 
following passage of strains which were originally of high 
virulence, but which had been allowed to deteriorate; eom- 
pare Griffith’s results.5 The pneumococci of feeble virulence, 
like those of high virulence, therefore present a striking 
constancy and stability in their virulence. 

The serological ‘‘ type’’ of the pneumococcus affords 
little evidence of its power to produce pneumonia save in 
so far as Type I organisms have all been highly pathogenic, 
and therefore potentially pneumonic, and Group IV 
organisms mostly the reverse. The dearth of Type If 
strains. still persists (compare Griffith’s statistics for the 
same period, 1924-27°), 


1. Lobar pneumonia and broncho-pneumonia arising in 
previously healthy subjects are caused by pneumocoeci 
whose virulence is invariably high. 

2. Such minor infections as nasal catarrh, chronic 
bronchitis, conjunctivitis, etc., may be produced by a 
pneumococcus, but its virulence is of an altogether different 
and lower order. Pneumococci of this elass are neverthe- 
less able to set up pneumonia in a debilitated subject, 
though they share this power with a number of other 
organisms commonly found in the respiratory traet, such 
as Strep. salivarius, M. catarrhalis, and Friedliander’s 
bacillus. 

3. The first class of pneumococc? possess virulence which 
is stable over considerable periods of time (at least four 
weeks) in rivo, and which is specific to the type of lesion 
they produce. This class may be regarded as_ the 
pneumonia-producing, or preumonic, type of pneumococcus. 

4. The second, or ecatarrhal, type also possess a stable 
order of virulence, and their conversion into the pneumonic 
type has. so far proved impossible by the usual methods of 


passage. 
5. All the experimental evidence shows that the 


/pneumonic highly virulent type of pneumococcus is the 


one responsible for the epidemiological spread of pneumonia ; 
the less. virulent catarrhal type is negligible is this respect. 
The mode of spread is‘ by contact, evidence of which is 


given in a paper | expect to publish shortly in conjunction 


with Dr. R. Ellis. The strains ef epidemiological impor- 
tance can be recognized by their high titre of virulence for 
mice (vide Gaskell, Bradshaw Lecture, 1927).. The isola- 
tion of persons. harbouring in their throats pneumococci of 
this type is therefore a measure worthy of consideration. in 
attenypting to prevent the spread of lobar pneumonia. 


I wish to thank Pr. J. F. Gaskell for suggesting the lines of 
research and for his unfailing help 4nd criticism; and Professor 
W. E. Dixon for the hospitality of his laboratory and for his help 
in drawing up this report. I should like, too, to take the oppor- 
tunity of expressing my gratitude to the British Medical Association 
for its generous support. 


1 Journ. Path. and Bact., 1927,, 30, 56% * Journ, Byg., 1928, xxvii, 200. 
3 Ibid., 1928, xxvii, 412. ‘4 British Medical Journal, 1927, ii, 
5 Griffith, F.: Journ. Ayg., 1928, xxvii, 13. 


| 
| | 7 
| 
| 
| 
im 
| 
ame 
i 
i 
= 
a 
= 
= 
] 
i 
) 
re 
Pon; 
} 
REFERENCES. 
q 


154 JuLy 28, 1928] 


MEMORANDA. 


[ Tre Baitiss 
Mepicst 


Memoranda : 


MEDICAL, SURGICAL, OBSTETRICAL. 


MULTIPLE TRAUMATIC ABDOMINAL ANEURYSM. 
Traumatic aneurysm of the abdominal aorta must be a 
very rare condition, and the following account of such a 
case appears, therefore, to ‘have a special interest. 

An old man died suddenly one morning when attempting to 
rise from bed. Some time previously a large abdominal tumour 
had been founli which, because of the expansile nature of its 
pulsation, had been diagnosed as an abdominal aneurysm. The 
manner of his death suggested that. this had ruptured, and the 
necropsy proved the assumption to be correct; but this diagnosis 
was by no means complete. Instead of one aneurysm there were 
four, occupying the whole extent of the abdominal aorta and the 
greater part ot the external and common iliac arteries. The 
peculiar point was noted that, whereas all the large arteries of 
the abdomen, from the origin of the coeliac axis to the termination 
of the external iliac arteries on either side, were degenerate, 
calcified, irregularly dilated, and aneurysmal, as shown in the 
accompanying illustration, the thoracic aorta and the other large 
vessels of the body showed only a slight degree of atheroma, which 
might be considered as even less than normal for a man of his 
age and occupation, and it is in the matter of occupation that, 
to my mind, the most interesting facts arise. 

By profession the patient had been an acrobat, strong 
man, and trapeze artist who, in his day, had acquired not 

a little fame both in this 
country and on the Continent. 
When we consider that almost 
every day for twenty years 
this man was spending some 
time, probably about half an 
hour, swinging and turning on 
a hard trapeze and _ rolling 
round the instrument on _ his 
stomach, we may arrive at 
a- possible, nay, a probable 
cause of this extraordinary 
aneurysmal condition of those 
vessels which, in the process 
of his acrobatics, would be 
most exposed to injury. The 
fact that that part of the 
aorta which was protected by 
his thorax was like the normal 
aorta of a young adult, while 
the abdominal aorta in the 
region of the bifurcation and 
the iliac arteries lying on the 
pelvic brim were in such a 

a remarkable state of degenera- 
tion, would, to my mind, point to the fact that these 
aneurysms were directly traumatic in origin. 

The patient was a senile dement who, although remark- 
ably grandiose, never showed any signs, clinical or sero- 
logical, of syphilis in any form. Moreover, there were no 
post-mortem signs of this. disease, and to my ‘mind the 
aneurysms appear to be of directly traumatic origin. 

I know of no case in which such an extensive aneurysmal 
condition of the abdominal aorta can be associated with 
direct trauma often repeated over such an extensive period, 
and I am of the opinion that the situation of the affected 
vessels where they could be directly crushed between the 
rigid vertebral column and pelvic brim and the still more 
rigid trapeze, considered together with the comparative 
immunity of the more protected vessels, proves conclusively 
that the cause of the aneurysms was directly traumatic. 

I should be interested to learn whether, as regards the 
abdominal aorta, there are any other such cases on record. 

I am obliged to the subcommittee of the Colney Hatch 
Mental Hospital for permission to publish this case. 
James McFapzran, M.B., Ch.B.Glas., 

F.R.C.S.Eng. 


Morecambe. 


INTESTINAL OBSTRUCTION: SPONTANEOUS 
RECOVERY. 
Instances of spontaneous recovery following intestinal 
obstruction are sufficiently unusual to merit recording. — 


The patient was a healthy, well-nourish ; 
previously uneventful history. On with 


|. iron er > the bars cf which were six inches apart. He said he 

felt a slight pain then over the abdomen, but did not tell his 
the lower abdomen and vomited. ‘There was no evidence of hernia 
and no tumour could be felt. The vomiting became very severe, 


pulse 100. Reflexes normal. . 

On May 25th there was a slight distension of the abdomen and 
the vomiting became definitely faecal. A turpentine enema was 
given with no result. Turpentine encmata were again adminis- 
tered on May 26th and 2ith, without success. At this stage, 
owing to the history of traumatism, and as the boy’s condition was 
good and there were no marked signs of collapse we decided to 
** wait and see.’’ On the night of May 27th the vomiting ceased, 
flatus was passed, and the pain was much lessened. A good 
result followed a turpentine enema on the following morning, and 
after this recovery was uneventful. 


The condition described above might have been caused 
by a kinking or a traumatic paresis of the bowel. 
E. P. Coyne, M.B., B.Ch., 
Aenes L. M.B., B.Ch. 


— 


Neath, Glamorgan. 


Reports of Societies. 


CHILD GUIDANCE. 
Ar a meeting of the London Association of the Medical 
Women’s Federation on June 26th, with Dr. Amy 
SuerparD in the chair, Dr, Letitia gave an 
address on child guidance. : 

Dr. Fairfield said that she had recently investigated the 
methods used in America for dealing with delinquent and 
difficult children, and had been greatly impressed. The 
idea that the chief need of the difficult. child was help 
in adapting itself to its surroundings was not a new one, 
but the scheme of clinics on a large scale designed to this 
end dated only from 1908, when a group of women in 
America, of whom the most prominent was Mrs. Dummer, 
recognized that the treatment of the juvenile delinquent 
was unsatisfactory and unscientific. Mrs. Dummer decided 
to finance a clinic in Chicago under Dr. W. Healy, who 
found that if the motives of the child delinquent were 
studied it often became apparent that he was not abnormal 
or psychopathic. Without careful inquiry it was often 
impossible to tell whether the child or the environment was 
responsible for the delinquency. From the failure of the 
child whose bad conduct had brought it into the hands of 
the police Dr. Healy worked back to those with lesser 
degrees of maladaptation, and came to the conclusion that 
the development of faulty habits might be checked and 


impulses might be trained in the right direction if the 
child were studied -at an earlier stage. Meanwhile other 


sociological efforts were being made. Mr. Clifford Beers, 


had suffered harsh treatment, resolved to dedicate his life 
to securing more understanding treatment of the insane. 
A great society, the National Committee for Mental 
Hygiene, with¢branches in all the States, arose from his 
efforts, and it was again found necessary to work back to. 
early years in order to find the origin of breakdowns 
in later life. This work had not proceeded on purely 
Freudian lines, nor had the child guidance movement 
developed on psycho-analytical principles, though all 
modern psychology had absorbed something from Freud’s 
ideas. The psycho-biological theories of which Dr. Adolphe 
Myer of the Johns Hopkins Medical School was the chief 
exponent had had much influence on the child guidance 
movement. This conception of conduct was that it repre- 
sented the reaction between personality and environment. 
Myer hardly reeognized types of mental disease—only types 
of individuals reacting to different conditions; he made no 
sharp distinction between the normal and the abnormal,, 
the sane and the insane. It was on these lines that 
American social work was developing. 

Dr. Fairfield proceeded to describe the organization of 
the child guidance movement, which involved a preliminary 
inquiry into the record of.the child at school and at home, 
and into the results of the standardized tests for mental 
ability. It was surprising how often the cause of the 


the evening of May 22nd, when. 


difficulty was that the child was being tried beyond its 


‘attempting to recover a ball, he squeezed himself through an_ 
parents of this Next morning he complained of colicky pains in’ 


and on May 24th was green with shreds of mucus. The bowels 
were confined without a passage of flatus. Temperature 99° F.,’ 


who had had an acute attack of insanity in early life and - 
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REVIEWS. 


Joursaz, 


mental capacity. Sometimes an incorrigible child was 
merely an overlooked defective. The tests could only be 
evaluated, however, with reference to the child’s emotional 
reactions, A physical examination was made in the case 
of each child and was followed by a careful study of its 
environment by a ‘ psychiatric ’’ social worker, who was 
trained on the lines of the British Charity Organization 
Society workers, but with special instruction in psychology 
and in the mechanism of behaviour. Dr. Fairfield pointed 
out that in America less emphasis was laid on material 
and more on personal factors. If a social worker in this 
country found that a child lived in a neat house and had 
good meals, she reported that he had a good home; if the 
child did not get on well the inference was that it was 
due to personal wickedness. No account was taken of a 
possibility that the mother might nag. at the child. or 
quarrel with her husband, in which case the psychological 
atmosphere would be that of a bad home. In any home 
one spoilt child might evoke revenge reactions on the part 
of the others. Since all these factors were reported, the 
American histories were fuller than those in Great Britain, 
and this was an advantage. The most important examina- 
tion of the child was the final one by the trained medical 
psychiatrist, who had before him the reports from all the 
other workers. The examination, when completed, usually 
gave clear indications for treatment for the child of pre- 
school age or of school age. Children who failed during 
the period of parental training of the simpler instincts 
might develop enuresis, bad habits, attacks of bad temper, 
and persistent and serious food fads. In a certain per- 
centage of cases they were very intractable. The education 
of teacher and parent in their management was being 
undertaken in association with kindergarten and nursery 
schools. For children of school age a ** visiting ’’ teacher 
with the training of a psychiatric social worker acted as 
adviser to the staff on problems of discipline. She also 
visited the home and reported to the teacher, and vice 
versa, acting as a liaison officer. Since these agencies were 
available to deal with difficult children, only the really 
intractable cases needed elaborate study at guidance clinics, 
which dealt with conduct problems and also with retarda- 
tion in school work. In America the child who did not 
advance with his class was considered to bring disgrace 
on himself and on his teacher. Very often the retardation 
was not a question of intelligence, but of conduct; in other 
cases the children were naughty because they were mentally 
dull, and were tried too hard. Dr. Fairfield explained that 
the guidance clinics were under voluntary bodies such as 
the Commonwealth Fund, or were conducted in connexion 
with the big hospitals. The Commonwealth Fund, a 
wealthy organization, had financed nine demonstration 
clinics, which served also, as training centres. One was 
about to be started in London and would be financed for 
three years. At the Johns Hopkins Hospital, Dr. Esther 
Richards was in charge’ ofan excellent clinic under the 
general direction of Dr. Myer. ‘The treatment might 
involve a radical change in ‘the plans for a child’s life, 
and was especially valuable for ‘* dependent ”’ children who 
were boarded out by voluntary sovieties in homes which 
might not be suitable to the individual need without con- 
siderable adjustment. The expansion of the movement, 
both for children and adults, was remarkable. Charitable 
societies were beginning to establish guidance clinics; so 
also were the great department stores. District nursing 
associations sometimes paid a psychiatric worker to advise 
the nurses. This expansion proved the value of guidance 
clinics more conclusively than any statistics. 

Dr. Mina Donate, in the subsequent discussion, remarked 
that in England also many dependent childrer were being 
boarded out in homes. Dr, Atice Hvutcntson said that in 
Leytonstone an admirable clinic was in operation, but that 
throughout this country the work was limited by lack of 
funds. Dr. H. Mackay asked what number of children 
could be dealt with at any one clinic; this was relevant 
to the financial aspect of the work. Dr. Farrrierp, ir 
reply, said that the Cleveland Clinic consisted of three 
medical practitioners, five social workers, and two or three 
psychologists; such a team could deal with as many as 
a thousand cases in a year. 


— 


Rebietvs. 


THE EXTRA PHARMACOPOEIA. 

WE have much pleasure in welcoming the nineteenth edition 
of the first volume of Martinpare and Westcort’s 
Extra Pharmacopoeia... It is forty-five years since the 
first edition appeared, and for nearly half a century this 
book has maintained its reputation as one of the most 
useful works of reference that the medical profession 
possesses. To have maintained a publication of this 
kind at a uniform high standard throughout such a long 
period is in itself a remarkable achievement, and the merit 
of this performance is enhanced by the fact that the 
number of new drugs that appear each year grows steadily, 
and hence the work entailed in keeping the volume up to 
date must correspondingly increase. It is only four years 
since the last edition appeared, but the index contains 
more than one hundred names of new drugs and prepara- 
tions. Inspection of any sample of the thousands of 
references shows that Dr..Harrison Martindale has main- 
tained the well-established reputation of this vade mecum 
by providing a full account of recent work. The labour 
must be enormous, and it is surprising to learn that the 
author has also found time to make personal investigations 
of a large number of drugs. 

’ A reference book of this kind cannot be critical, because 
no one could have first-hand knowledge of more than a 
tithe of the thousands of drugs and preparations men- 
tioned. All the author can hope to do is to give a 
fairly balanced summary of the claims made for drugs and 
the criticisms made of these claims. The high reputation 
of this volume gives, however, considerable authority to its 
pronouncements, and we think the remarks made regarding 
cocaine are biased in a rather dangerous direction. For 
example, the following quotations are chosen for repro- 
duction in prominent type: ‘‘ Forty years in the profession 
and never seen a drug addict ”’ (p. 334); ‘‘ None of its 
rivals appears to have any material advantage over 
cocaine ’’ (p. 342). The following statement of a committee 
appointed by the American Medical Association (1920) is 
reproduced in heavy type: ‘‘ None of the synthetic local 
anaesthetics equal cocaine when applied to mucous mem- 
brane,’’ but a later recommendation of the committee that 
** Cocaine should not be injected into the submucous tissue 
or subcutaneously ’’ (Journ. Amer. Med. Assoc., 82, 876, 
1924) is not mentioned. The author evidently believes that 
the dangers of cocaine have been exaggerated, and he has a 
very natural bias in favour of this valuable drug, because 
the late W. Martindale took a great share in introducing 
it into medical practice. We think, however, it would have 
been better if he had made it clearer that his views do 
not agree with the conclusions of the committees that have 
investigated the subject. After all, it is a great deal safer 
to overestimate than to underestimate the dangers of 
cocaine. We have referred to this point at some length 
because the well-deserved popularity of this volume gives 
its opinions a peculiarly wide currency. 

The perusal of a new edition of this work is always 
interesting because it provides an opportunity for esti- 
mating the extent and importance of recent advances in 
therapeutics. The application of liver therapy to per- 
nicious anaemia is undoubtedly the chief advance that has 
been made; another outstanding advance is the production 
of vitamin D by the irradiation of ergosterol. The develop- 
ment of the use of carbon tetrachloride against hookworm 
disease, and the prophylaxis of syphilis by the oral adminis- 
tration of stovarsol, are two other advances of great prac- 
tical importance. The use of colloidal lead in cancer must 
also be mentioned, although it is difficult at present to 
make any certain estimate of the practical value of this 
method of treatment. Finally, the rapid development of 
knowledge concerning the ovarian hormones promises in 
the future to provide results of great clinical importance. 
These examples of recent progress in therapeutics indicate 


1The Extra Pharmacopoeia of Martindale and Westcott. Revised by 
W. Harrison Martindale, Ph.D., Ph.Ch., F.C.S. Vol. I. Nineteenth edition. 
London: H. K. Lewis and Co., Ltd. ‘1928. (Feap. 8vo, pp. xxxvi + 1207. 
27s. 6d. net.a 
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the large amount of new information that is contained in 
the latest edition of the Extra Pharmacopoeia. 

At the conclusion of his preface’ Dr. Martindale pays 
a tribute to the services to British science and industry of 
the late Sir Dawson Williams and the late Mr. 8. W. 
Woolley, who was formerly editor of the Chemist and 
Druggist. We are sure that we are voicing the general 
opinion when we say that the medical “profession owes a 
great debt to Dr. Martindale for his long-continued labour 
in providing it with an accurate and convenient summary 
of up-to-date knowledge regarding the innumerable drugs 
and preparations that are to-day offered to the physician 
for his use, 


THE MEDICAL LIFE. 
Ir would seem to be a bold thing, if we may judge from th 
conventional criticism of the hour, to plan to-day a series 
of handbooks for the guidance of ambitious youth. The 
younger generation, we are told in many paragraphs, has 
no use for the counsels of its seniors, and the good old 
days of respectful obedience are but a memory and a 
regret. Whether this melancholy strain is either as new 
or as true as its authors affirm it to be, may be questioned. 
In any event, nothing daunted, an enterprising publisher 
‘has acted on the conviction that young men faced with the 
choice of a career may still welcome information and 
counsel from those who have walked the ways before them. 
Hence the appearance of twelve ‘ Vocational ’? guide-books 
dealing with all the professions, and ‘each written by an 
authority of the first rank and order. In the series it is 
not without significance that while theology, law, medicine, 
education, banking, and journalism claim each a single 
volume, engineering engages three volumes—one each for 
its mechanical, electrical, and civil departments. Here, 
however, we are concerned only with The Young Man and 
Medicine,? written by Professor Lewettys F. Barker of 
the Johns Hopkins University, and we may say at once 
that anyone who is contemplating a medical career will 
find in these pages a faithful account of the difficulties and 
delights of the journey. Where there are lions in the path 
they are not concealed, and the pleasant pastures are not 
presented in terms unduly expansive. The tale, in short, 
is a plain and unvarnished one, but it is full of encourage- 
ment for those who are stout of heart. 

As most of our readers have passed the threshold of 
decision and have acquired for themselves more or less 
personal experience of: what life and work in medicine 
mean, Dr. Barker has not perhaps much that is new to 
say to them. Yet his book is a very interesting one, and 
he has quite an individual word for such topics as the 
apprenticeship system, education before and after gradua- 
tion, specialism in medicine, and medica! societies, not to 
speak of less technical advice on fees, holidays, hobbies, 
investments, and matrimony; and even our respected 
seniors may collect a word of warning in the sentence, 
““One of the early signs of intellectual stagnation in a 
physician is the yielding to a tendency to neglect attend- 
ance upon medical mectings.”’ 

The chapter on the status, values, and opportunities of 
the general practitioner has a decidedly refreshing quality, 
and Dr. Barker has no ear for those who tell us that the 
function of medicine, in this application of it, is merely 
to direct the patient to the appropriate ‘ specialist.” 
After some recent announcements it is satisfactory to read 
on the authority of one who has had large opportunities 
for judgement, that “‘ no other kind of practitioner, and 
not even a ‘ group’ of specialists, can adequately perform 
the functions of the able general practitioner” ; and again, 
‘the legitimate province of the general practitioner’s 
work is much larger than the general public realizes.” 
These conclusions seem to us to be based upon a wise 
appreciation of the position which the art of medicine 
must hold in the body politic. In a similarly robust and 
common-sense fashion Dr. Barker deals with the subject 
of post-graduation study, and those who believe that such 
education and training are to be found only in the 
mysteries of a compulsory curriculum and under the shadow 


?The Young Man and Medicine. By Lewellys F. Barker, M.D., LL.D. 
Vocational Series. New York: The Macmillan Company-; London: 
Macmillan and Co., Ltd. 1928. (Cr. 8vo, pp. xiv + 202. 10s. 6d. net.) 
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of a special diploma, may profitably consider his conclusion 
that nothing in this direction is so important, for really 
keen students, as ‘‘ the work that can be done by their 
own brains, with their own books, and on their own 
patients.’’ The suggestion is that there may be so much 
running to and fro that opportunities that are at hand 
are overlooked and neglected. For many, such must be 
the only opportunities, and it is well to remember that 
within them lies much promise for those who cultivate 
observation and vision. 

In a brief statement Dr. Barker’s book may be presented 
as a description in balanced and lucid terms of the 
material, mental, and moral values of a life spent in the 
study and practice of medicine—the discipline and rewards 
offered to the disciple, the service and succour contributed 
to the community. 


THE SCIENTIFIC DESIGN OF ORTHOPAEDIC 

APPLIANCES. 
Dr. Gasriet Binov of Paris is known as an exponent of 
scientific principles in the devising and making of ortho- 
paedic appliances,* and two of his former works have been 
noticed in our pages. Orthopaedic instrument makers do 
not usually envisage their problems with the help of 
mathematical and dynamical formulae, contenting them- 
selves rather with the use of broad principles only. Pro- 
fessor Babinski has already testified to the value of the 
work done by Dr. Bidou for his patients at La Pitié, 
He seems to have been equally successful in the application 
of his method at the Salpétriére Hospital, ii which he was 
invited by Professor Georges Guillain to help in relieving 
the disabilities of paralysed patients. His success has 
been such that the Director of the Assistance Publique is 
about to arrange a special service of functional recupera- 
tion, to be in Dr. Bidou’s charge. In 1926 a foreign 
philanthropist, Dr. E. M. de Hoz, founded the special 
hospital of Sainte Isabelle for the treatment of paralytic 
and helpless patients by Dr. Bidou’s method and under 
his direction. 

Dr. Bidou has substituted for the traditional and rule- 
of-thumb methods of his predecessors a method relying 
entirely on exact measurement. In the first place he 
measures the resistance, such as the weight of the paralysed 
limb, to be overcome, next the force required to effect 
certain movements of a limb or segment of a limb, and 
calculates the strength and form of the various parts of 
the instrument required. For these purposes he has in- 
vented or adapted various instruments for measurement 
and certain improvements in the joints and other parts of 
appliances, which afford a nearer approach to the move- 
ments of living parts than has hitherto been thought 
practicable. After discussing the general principles in- 
volved, he proceeds to describe certain apparatus for the 
upper and lower limbs. These descriptions, which involve 
the use of a number of technical mechanical terms, are 
not easy for the reader unversed in engineering language 
to fcllow, and the rather elaborate illustrations of apparatus 
would be more , intelligible if they had been reproduced 
upon a larger scale. It is not easy to ascertain whether 
in practice Dr. Bidou has succeeded better than his pre- 
decessors in applying exact measurements to the solution 
of these problems, when it is so often difficult, or even 
impossible, to establish exact anatomical data from which 
to work. The proof of the pudding is in the eating, and 
a comparison of the functional results obtained at the 
Sainte Isabelle Hespital with those of older methods would 
be most valuable. Dr. Bidou is certainly to be commended 
for his attempts to put the design and application of 
orthopaedic appliances on a really scientific basis. 


SYPHILIS AND CANCER. 
Ir is generally admitted that certain syphilitic lesions— 
for example, tertiary manifestations in the tongue—may be 
succeeded by malignant new growth, but Drs. JacqupMART 
and Premrrer in Tréponéme et Néoplasmes* go much 


3 Principes Scientifiques de Récupération Fonctionnelle des Paralytiques. 
Par. Dr. Gabriel Bidou. Préface du Professeur Georges Guillain, Paris: 
Livre Pour Tous.”’ 1928. (6 x 7}, pp. 141; 45 figures. 20 fr.) 

4Tréponeme et Néovlasmes. Par les-Drs. Jacquemart et Ch. Pfeiffer. 
Paris: N, Maloine. 1928. (64 x 93, pp. 168. 15 fr.) 
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further. According to them, all human tumours, simple as 
well as malignant, are due to the syphilitic virus, Cancers 
are quaternary manifestations of syphilis. Early syphilis, 
which is caused by the ordinary Treponema pallidum—a 
visible, non-sporing organism, sensitive to certain treponemi- 
cides—is not productive of cancer, but the older the 
syphilis becomes the more it develops the power of generat- 
ing cancer. The old syphilis and congenital syphilis are 
due to invisible sporulating treponemata (an infra-virus 
or an ultra-microscopic virus) which are not affected by 
the various chemotherapeutic drugs. This invisible form 
infects the cells, and by provoking repeated karyokineses 
brings about neoplastic formation. Syphilis explains cancer 
families, cancer houses, cancer districts, and cancer epi- 
demics. Those races which have no syphilis or very little 
syphilis have very little or no cancer, and the campaign 
against cancer resolves itself into a fight against syphilis. 

The authors have arrived at these interesting conclusions 
from a careful study of the cases of cancer that have come 
under their personal observation, but such a study, to be 
careful enough, entails a meticulous examination not 
only of each individual patient but of his ancestry, 
collaterals, and progeny. The results of the Wassermann 
test, supposing them to be negative, should not blind one, 
because it is well known that such a test is not always 
successful. One must be familiar with every sign and 
symptom that indicates a syphilitic taint. Here is a case 
at random: a woman has cancer of the breast; her 
daughter had a malformation of the vagina, which was 
treated surgically; and a child of this daughter was ‘ un 
type d’hérédo.’’? The proof of the thesis, thus, is quite 
easy. As the authors put it: ‘Il n’y a l& aucun mystere, 
cest dune simplicité impressionante; mais c’est évidem- 
ment trop simple pour étre admis.”’ 

But it is not merely the clinical evidence that is relied 
on; more than half of the monograph consists of long 
quotations from various wise men (whose names are not 
infrequently misspelt) cunningly interpreted in support of 
the main or subsidiary contention. Several common sites 
of cancer are considered. The sceptic may ask, for example, 
what connexion exists between syphilis and such a common 
condition as cancer of the stomach. He receives this 
answer: Syphilitic lesions of the stomach have been found, 
and some of the finders have suggested that they are 
commoner than is generally supposed; a gastric cancer 
always succeeds a gastric ulcer; a gastric ulcer is caused 
by an obliterative arteritis which is due to syphilis; and 
the best treatment for gastric ulcer is bismuth, which, 
as everyone knows, is an excellent remedy for syphilis. It 
is admitted that all gastric ulcers do not become malignant, 
for the patient may die before this development occurs. 
The authors maintain that the circumscribed ulcers of the 
stomach and duodenum are always of syphilitic origin, but 
they are silent about the fate of duodenal ulcers, for 
duodenal cancers are pathological curiosities. Again, one 
might ask why syphilitic affections of the oesophagus 
scarcely exist outside textbooks, whilst carcinoma of the 
oesophagus is fairly common; and the answer is that the 
active functions of the oesophagus and its irritation by 
mechanical agents allow the treponema to act so quickly 
that cancer results before a syphilitic lesion is appreciated. 

The theory can explain many things that were obscure 
or uncertain. An instance is reported of a relatively large 
number of deaths from cancer in a part of a small town 
while the rest of the place was free. This was not mere 
coincidence. ‘‘Une jolie femme spécifique dans ce coin 
de village et tout s’explique le plus simplement du monde.”’ 
Of course, syphilis does not affect the lower animals and 
yet they may develop cancer. But to each beast of the 
field there is its besetting parasite. The rabbit is subject 
to coccidiosis, but it is an invisible filterable form of the 
parasite that produces the cancer. Cancer may be pro- 
duced in mice by applying coal tar to their skin. Tar is an 
exceedingly complex mixture; tar contains dyes; dyes are 
capable of staining nuclei; hence the tar damages the cell 
nucleus and allows a filterable micro-parasite to enter, and 
cancer results. But with it all one detects a note of 
despair in the authors’ remark: ‘ Mais tout le monde 
n’est pas encore de notre avis.” 


NOTES ON BOOKS. 


Tue textbook of gonorrhoea,’ edited by Buscuke and LANGER 
of Berlin in callidheoution with twelve other Berlin professors 
and physicians, is a comprehensive treatise dealing with every 
aspect of the disease in men, women, and children, with 
separate sections on the pathology and bacteriology, the affec- 
tions of the male adnexa, eye, and skin, and .on_ general 
gonorrhoeal infections, together with a full and_ practical 
account of modern methods of treatment, “both surgical and 
other. Chapters are appended on the related subjects of 
sterility and prostitution. The work is intended to embody 
the known facts relating to every branch of the subject and 
in every detail. 


Man already owes a very considerable debt to the domestic 
fowl. While it is the case that few avian diseases are trans- 
mitted to man, bird malaria was the basis of the discovery 
of human malaria, and fowl cholera was the starting-point of 
Pasteur’s investigations, to mention only two of the outstanding 
examples. Dr. McGowan’s book On ous, Leucotic, and 
Allied Tumours in the Fowl® draws attention to yet another. 
The study of malignant tumours is one which cannot fail to 
be of importance to human medicine, and Dr. McGowan raises 
many points of interest. He commences by discussing the 
nomen rea and origin of blood cells. He then records his 
observations on Rous No. 1 tumour, its intravital staining, and 
the spontaneous tumours of the Rous type which he has 
encountered, as well as leucotic and melanotic tumours in fowls. 
Chapters on the role of the lymphocyte in avian pathology, and 
on the etiology of tumours, are also given. Dr. McGowan’s 
book is not a textbook; rather it is a statement of his own 
observations and views on a particular and very important 
group of tumours. 


Volume xlvii of the 7ransactions of the Edinburgh Obstetrical 
Society’? contains the papers read during the session 1926-27; 
many of these were reported in our columns at the time. In 
his presidential address, which is included in this volume, 
Professor R. W. Johnstone discusses the relations of gynaeco- 
logy, medicine, and surgery from the historical and modern 
points of view. 


5S Lehrbuch der Gonorrhée. Werausgegeben von A. Buschke und E, 
Langer. Berlin: J. Springer. (Roy. 8vo, pp. xii + 570. R.M.46.50; 
geb. R.M.49.50.) 

©On Rous, Leucotic, and Allied Tumours in the Fowl. By J. P. 
McGowan, B.Sc., M.D. London: H. K. Lewis and Co., Ltd. 1928. (Demy 
8vo, pp. vii + 99; 21 figures, 11 plates. 10s, net.) 

7The Transactions of the Edinburgh Obstetrical Society. Volume 
xlvii. Edinburgh: Oliver and Boyd. 1927. (Med. 8vo, pp. xxiv + 200.) 
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An Improvep SrerHoscorr. 
Dr. J. Kivpatrick and Dr. W. Owen-Morrts (Liverpool) 
write : We have felt for a considerable time that the existin 
types of stethoscopes are inefficient, or too cumbersome and 
expensive for general use. To remedy this we have contrived 
and have been using for some time an instrument which combines 
the handiness of the pocket phonendoscope with the clear 
transmission of the wooden stick stethoscope. The ear-pieces 
are separate and made to twist well into the ears, where they 
remain firmly in place. The chest piece is of light compo- 
sition and very durable, and causes no such pull on the ears 


as does the usual heavy phonendoscope. The lumen of the 
transmitting tube is constant throughout, and by tapering at 
the joints between the tube and the chest and ear pieces all 
dead space for ‘‘ backwash ’’ is eliminated. The chest piece 
is protected by a rubber cap to ensure comfort for the patient 
and added clearness to the transmission. The essential 
distinctiveness of the instrument is its exceptional conduction, 
together with a handiness for carrying about which we have 
found in no other stethoscope. It has the additional advan- 
tage of selling at a moderate price. The stethoscope has been 
made for us by Messrs. R. Sumner and Company, Limited, of 
40, Hanover Street, Liverpool. 
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THE PRESIDENTIAL ADDRESS. 


In the course of his admirable Presidential Address 
on Tuesday last at Cardiff—an address which we print 
elsewhere in this issue of the Journal—Sir Ewen 
Maclean spoke of the “‘ veritable pageant of advance- 
ment in the science and ‘art of surgery.’’ Using the 
same metaphor, we may say that the new President 
of the British Medical Association has presented to us 
no fewer than three pageants—that of ancient Cymric 
medicine, that of the work of the British Medical 
Association for the public, and that of progress and 
research in the field of medicine since the last Cardiff 
meeting of 1885. Alike as showman and as chorus, 
in his presentation of the material and in his accom- 
panying comments Sir Ewen Maclean worthily main- 
tained the really high level of the whole series of 
Presidential Addresses. Both as a rapid and interest- 
ing historical survey and as a convenient and valuable 
assemblage of relevant facts, the Address will well 
repay perusal, even as it pleased its hearers. In that 
portion of it, indeed, which dealt with the earlier 
development of the Welsh meddyg, there was more 
than one indication that the President could reveal 
himself as a fascinating teller of folk-tale or fairy 
story. 
Sir Ewen Maclean is the first President of the 
British Medical Association who has also held office as 
Chairman of the Representative Body. It is perhaps, 
therefore, all the more natural and appropriate that 
he should have devoted considerable time and care 
to a public demonstration of the fact that the great 
power and influence of the Association is not, as is 
sometimes alleged, expended predominantly in the 
personal interest of its members, but that from its 
foundation ninety-six years ago the Association ‘‘ has 
been concerned chiefly with the maintenance of the 
professional standard of education and conduct, both 
pre- and post-graduate, the promotion of scientific 
research, and the development of a national public 
health policy which will allow the profession te make 
its maximum contribution to the well-being of the 
community.’’ It has not yet been realized by many 
members of the Association itself, certainly not by 
the public at large, how preponderant has been the 
influence of the Association in bringing about those 
salient changes in legislation and administration which 
have had the most profound effect on the health of 
the community. To name but a few of these, it may 
be pointed out that it was the British Medical Asso- 
ciation which first suggested, long ago, that a special 
department of Government should be created to deal 
specifically with matters of public health, which went 
on insisting on this proposal year after year, and which 
was the actual force that, in the fullness of time, 


brought about the establishment of the Ministry of 


Health. It was, too, an investigation and report 


and recommendation of the Association which was 
largely responsible for the creation of the School 
Medical Service. Action in regard to ophthalmia of 
the newborn is almost entirely due to the Association’s 
influence and instigation, and the same may be said 
of community care for the mentally deficient and 
epileptic. Though the same cannot be maintained 
with regard to national health insurance, it is yet true 
that it is the Association’s work and influence more 
than that of any other single body (always remem- 
bering the individual labour, enthusiasm, and skill of 
Sir Robert Morant) which has transformed «a creaking, 
lumbering, imperfect machine into a useful and 
beneficent instrument of public good. 

Even at the Cardiff meeting of the Representative 
Body (of which the first part of our full report appears 
in this week’s Supplement) there were discussed four 
considered pronouncements, with recommendations of 
the Council, on important matters of public interest: 
the regulation of treatment by means of electricity 
and radiation; puerperal morbidity and mortality; 
lunacy law reform; the co-ordination of hospitals. It 
is probable that, as in similar matters heretofore, all 
these will ultimately come to fruition on the general 
lines of the Association’s policy. Public work of this 
kind goes on week by week, but very little public 
recognition is accorded to it. It is well that the 
President should have invoked a wider attention. He 
might even have gone further, and pointed out that 
each year the Association awards one thousand pounds 
in scholarships and research grants, and devotes a con- 


‘siderable further sum of money to educational lectures, 


to special medical and health inquiries, and _ to 
collective investigations into the origin and treatment 
of diseases. 

Of the pageant of medical progress and research 
since the Cardiff meeting forty-three years ago Sir 
Ewen Maclean said: ‘‘ The achievements are stupen- 
dous, and represent a vast saving of human suffering 
and an appreciable prolongation of human life. These 
results are not the product of knowledge acquired 
casually or in haphazard fashion, . . . but the basis 
of real advance has been framed, as it always will 
be, in tireless, persistent, relentless toil.’’ Much 
of the wide field of bacteriology, and almost the 
whole of biochemistry and endocrinology, has been 
developed since then. Tuberculosis, as Sir Robert 
Philip told us a year ago in his Presidential Address 
at Edinburgh, is on the way to being conquered; 
diabetes and pernicious anaemia have lost much of 
their terror; and at least a beginning-has been made 
towards getting a grip on the scourges of rheumatism 
and cancer. Moreover, it is not true to say, as is 
sometimes said, that there has been no improvement 
in maternal mortality. The fall in the puerperal 
sepsis and mortality rate has been appreciable, but it 
has not been proportionate to that of the general or of 
the infant death rate. This, like those of rheumatism 
and of cancer, is a baffling problem. It is not suscep- 
tible of any easy or simple solution, either scientific, 
medical, or administrative. It is fitting that Sir Ewen 
Maclean—as, we believe, the first gynaecologist and 


obstetrician who has occupied the Presidential chair, 
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and himself one who, by his own distinguished work, 
is entitle? to speak with authority—should give 
some prominence to this matter. His words will be 
seriously weighed, and we hope that the findings and 
recommendations of the special committee of the 
Council of which he has been the chairman will be 
appreciated by the public and taken advantage of by 
the Departmental Committee which has recently been 
In this sphere, 
too, the pioneer, though necessarily inconclusive, 
work of the British Medical Association should be 
acknowledged. 

It is desirable that particular notice should be taken 
of the concluding and novel suggestion of the President 
with regard to the position of the British Medical 
Association in relation to post-graduate teaching. It is 
known that the Council and Representative Body— 
and, indeed, the general body of members for whom 
they speak and act—have for some years taken a great 
interest in this subject. It is of vital importance to 
them and to the public, and of even more than usual 
interest to that large body of membership of the Asso- 
ciation Coming from overseas. Much useful thought has 
been given to the matter, but very little has yet been 
done. Sir Ewen Maclean says: ‘‘ I have long felt 
that, with its wonderfully ramified machinery to link 
up the provinces and the capital, the rural areas and 
the towns, no body is so well adapted as. our Associa- 
tion to organize a post-graduate system embracing 
existing institutions and developing many new centres 
on a scale worthy of this country. I am not without 
hope that there may be forthcoming a national . 
benefactor willing to entrust the Association, as a 
voluntary body, with the considerable sum of money 
necessary to establish anid conduct such a system.” 
The machinery is appropriate. The need is great. 
Where is the benefactor? 

There is an obsolete phrase, “‘ to play one’s 
pageant “’—as we should now say, to act one’s part. 
It is apropos, perhaps, to conclude by saying, as 
legendary history tells us Launcelot said unto Arthur, 
“ EHlow now, yonder rydeth a knyght that playeth his 
pagents,”’ 


THE INTERNATIONAL CANCER 
CONFERENCE. 


We conclude in this issue our report of the Inter- 
national Cancer Conference which was held in London 
last week under the presidency of Sir John Bland- 
Sutton. It is difficult to give a full appreciation of 
the proceedings, so wide and varied were the subjects 
under discussion, but at least it is certain that, 
favoured by unusually brilliant weather, the Confer- 
ence achieved an equally brilliant success which 
probably surpassed the expectations of those respon- 
sible for it. All the arrangements proceeded with the 
utmost smoothness, which spoke of a highly efficient 
organization and much expert, detailed, and willing 
work by the committees and secretarial staff. The whole 
medical profession owes a debt of gratitude to the 
British Empire Cancer Campaign for the promotion 
of this undertaking, which has brought credit to itself 
and to the profession in this country. The success of 
the social aspect of the Conference was assured at the 
outset by the reception of the overseas delegates by 
His Majesty the King on Monday, July 16th—a simple 
and yet dignified ceremony, which was highly appre- 
clited by them. A remarkable gathering of men and 
women, whose names are known throughout the world 


in cancer work, was seen that evening at the recep- 
tion by Sir John Bland-Sutton, and the reception by 
the Duke of York at Lancaster House on Wednesday 
provided a brilliant spectacle in a delightful setting, 


which could not have been better chosen for an 


oceasion of the kind. 

The work of the Conference was opened on Tuesday 
by a letter from the Duke of York, as President of the 
Campaign, followed by an address of welcome to the 
delegates by Sir John Bland-Sutton. Two general 
discussions were then initiated—on ‘* The relative 
values of surgery and radiation in the treatment of 
cancer of the cervix uteri and the rectum,’’ and on 
The etiology of cancer.”’ In the former the opinion 
gradually crystallized that treatment by radium in 
massive doses over long periods, either with or without 
surgical access to a tumour, must be regarded, except in 
very early cases, as having a value at least equal to that 
of pure surgical methods. The discussion on etiology, 
opened by Professor Ewing on a broad basis, was 
carried on by a distinguished series of speakers, and 
here one of the most important communications of the 
whole Conference was made by Dr. James B. Murphy 
of the Rockefeller Institute. At his hands the virus 
theory of cancer, eloquently supported at this meeting 
by Professor Borrel, again received a severe blow. 
Murphy, working with the Rous chicken sarcoma, had 
found that these tumours were highlyespecific for the 
fowl, and that the unknown filterable agent reproduced 
the peculiar character of each individual tumour. 
These were facts telling against the parasitic nature 
of the disease. Experiments also showed that the 
chicken tumour agent was more resistant to the ultra- 
violet light energy than either bacteria or the viruses, 
and that it entered into a direct combination with the 
muscle tissues of susceptible fowls. A very notable 
advance is the isolation and the purification of the 
active agent by fractional precipitation of the proteins 
from extracts of the chicken tumour. It appears 
that this purified fraction is chiefly of nucleo-protein 
nature, and is capable of producing tumours in fowls 
with great regularity. This repeated fractional pre- 
cipitation is itself strong evidence against a living virus 
as the active agent; but the crowning proof, which 
dramatically was reserved to the end, was the isolation 
of this active fraction capable of producing tumours, 
trom the testicles of normal fowls free from contact 
with tumour-bearing animals. Analogous, though 
independent, work on the Rous tumours tending to 
confirm the enzymie character of the agent was 
reported by Professor Leitch. Whether this work on 
the fowl sarcoma can be brought into relation with 
the cause of mammalian tumours, or whether it 
will remain sui generis, future investigation alone 
‘an show. 

The difficult subject of ‘* The classification and 
treatment of bone sarcoma,’’ opened on Wednesday 
by Professor Ewing, produced an interesting and 
valuable discussion, in which emphasis was laid less 
upon amputation than upon the combined method of 
radium and bone surgery advocated by Mr. Handley. 
For certain cases Dr. Coley’s fluid received commenda- 
tion. Primary carcinoma of the lung received able 
treatment at the hands of Dr. Hutchison, Dr. Burrell, 
and Professor Shennan. The increased frequency of 
this condition appears to be undoubted, though its 
cause remains obscure. The interesting fact emerged 
from the discussion on the “* Biological effects of 
radium and x rays’’ that, although working with 
different methods, practical agreement on the wave- 
lengths to be employed has been reached by different 
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observers. ‘‘ Occupational cancer’’ produced a |- 
balanced and careful statement of this condition, the ANNUAL MEETING NOTES. The 
importance of which is receiving increasing recognition “The Book of Cardiff.’ Vic 
in other countries. The fact of individual susceptibility | A nmanpsome volume, lavishly illustrated, has been pro- Bu 
was emphasized by several speakers, a point to which | duced by the Printing and Publishing Committee at Ha 
sufficient attention has not always been paid. The | Cardiff, and a copy has been given to every member acc 
exciting cause and the natural history of the disease | attending the Annual Meeting this week. The Book of in 
in this field of cancer work being comparatively | Cardiff differs in shape and size from the corresponding tra 
definite, there was a considerable measure of agree- | volumes of previous years, though its arrangement and ma, 
ment as to methods of treatment and the possible | scope are not unlike those of some of its predecessors. The rel: 
lines of prevention. A valuable contribution to this | purpose of the committee has not been to provide a formal bas 
discussion was the work of Professors Schmorl and | guide-book, but rather to introduce readers to the history Su 
Rostoski on the Schneeberg lung cancer. and present-day activities of Cardiff, and indicate the dis: 

The discussion on the relative values of surgery and | important part played by it in the life of the country. The Ani 
radiation was continued on Thursday morning, with | keynote of the book is struck by Dr. D. R. Paterson in the Lo 
special reference to cancer of the buccal cavity and the | opening words of his introduction: pro 
breast. Here again the value of radium, especially in “ Cardiff suffers in the mind of strangers from two miscon- vie 
the treatment of cancer of the buccal cavity, was | ceptions. They generally seem to think, first, that it is an for 
convincingly shown. The demonstrations at St. | entirely modern and even mushroom town; and secondly, that it Bri 
Bartholomew’s Hospital afforded excellent evidence of | is black with coal dust and coal smoke. As a matter of fact, niti 
the use now being made of radium in the treatment of dea 
growths at various sites, and the display of tissue dec 
cultures from the Strangeways laboratory at Cam- Many readers will recall the descriptive and historical | of 
bridge, taken in conjunction with Dr. Canti’s remark- | ®otes on Cardiff and its neighbourhood contributed by Dr. int 
able cinematograph film of cells dividing or exposed to Paterson to our columns in recent months, and this volume his 
radium, indicated the modern developments of cyto- will go far to satisfy their wish for further information deli 
logical study in relation to cancer. The demonstra- about a subject full of interest. The longer sections include Ele 
tions at the Middlesex Hospital and the Radium Insti- | ® Concise account of Cardiff Castle by Mr. John P. Grant, Ass 
tute were also full of interest and were well attended. | 24 a description by Mr. W. S. Purchon of the fine public cou 
The discussion on the chemotherapy of cancer, with buildings of the city, which have been the admiration of whi 
particular reference to lead, shed “a little warmth, | very visitor during the past few days. It is not too much sam 
but not much light, on this keenly debated question. to say that in Cathays Park will be found some of the best “T 
The evidence seemed to show, on the one hand, that | ™odern architecture of its kind in our country, the give 
some cases had improved during, and possibly as the buildings admirably grouped in relation one to the other, cart 
result of, lead treatment, and on the other that lead | 2d placed in a setting of which every advantage has been tion 
is a dangerous drug, unfitted for general use owing to taken. An outline of the history and present position of on 1 
the narrow margin of safety; opinion as to its value the University College of South Wales and Monmouth- rece 
still remains unsettled. The serological work of Dr. shire is contributed by the Registrar, Mr. D. J. A. Brown, The 
Lumsden, and the chemical compounds described by and an account of Llandaff Cathedral by Mr. John elin 
some other speakers, indicated alternative methods of | Ballinger. The great position held to-day by Cardiff as a fina 
treatment other than by lead. Admirable demonstra- seaport is revealed in the sections dealing with the Bute poit 
tions illustrating the various phases of the work of Docks and with Cardiff as a centre of distribution; and tion 
the Cancer Hospital and its Research Institute were | Mr..D. Willson Lloyd brings out the intimate relation just 
to be seen on Thursday afternoon. The Lister Insti- | between the Port of Cardiff and the South Wales coal-field. inci 
tute, St. Mark’s Hospital, and the Westminster | As becomes a book mainly addressed to medical readers, the 
Hospital all gave interesting exhibits, which were well | considerable prominence is given to matters relating to but 
attended. Sectional discussions on Friday morning medicine. Thus Professor A. W. Sheen contributes an affo 
illustrated the difficulty of early diagnosis of cancer of | article on the Welsh National School of Medicine; Pro- elog 
the stomach, the importance of earlier treatment of | fessor D. A. Powell outlines the work of the King Edward. in t 
chronic gastric ulcers, and the necessity for laparotomy | VII National Memorial Association; Dr. Ralph Picken D 
in doubtful cases. In another section the importance | (M.O.H. for the city) supplies a note on the health of the 
of using all methods in the diagnosis of cancer—micro- | Cardiff; and ,the kindred subjects of municipal water Tepe 
scopic, radiological, and serological—was made mani- | supply, parks and recreations, and town planning are like- the 
fest, in spite of the limitations of each of them. In | wise brought to notice. The illustrations, as we have atte 
the important sections dealing with public health racial | implied, form a striking feature of The Book of Cardiff, in d 
differences were noted but not explained; and it was | and for this reason if for no other it will be valued as a sup} 
also shown that public education has in fact led to | souvenir by those members of the British Medical Associa- of | 
earlier treatment of the disease. The technical work | tion who have had the good fortune to take part in the obvi 
of the Conference ended with visits to the Medical | ninety-sixth Annual Meeting. com 
Research Laboratory at Mill Hill, to Guy’s Hospital, fron 
and to the Royal College of Surgeons, where special The Representative Meeting. | mod 
demonstrations were given on specimens of scientific Friday, July 20th. Wal 
and historic interest. We publish in the Supplement this week our full report J] & re 

Such, in brief outline, was the work of this Con- | of the first two days’ proceedings in the Annual Representa- forw 
ference, which has not only ‘stimulated great public | tive Meeting at Cardiff. The first morning session was, as enor 
interest, but has focused scientific attention from al] | usual, largely occupied with matters of domestic interest. the | 
countries upon’ many phases of the cancer problem. | For senior members the opening proceedings were marked ciati 
It has done much to foster good international relations, | by a sense of loss and change: loss, intimate and personal, tion. 
and the many foreign and Dominion delegates will | expressed in Dr. Brackenbury’s tribute to the memory of Buil 
carry away with them pleasant memories of our | J. A. Macdonald and Dawson Williams; change in the perh 
country. The scientific results may well be such as | unfamiliar aspect of a platform lacking the accustomed had 
to form a landmark in the history of cancer research presence of Sir Robert Bolam, and looking for legal repo 
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support to Mr. Oswald Hempson in the place of his father. 
The nomination of Mr, Hogarth and Sir Robert Bolam as 
Vice-Presidents of the Association, and of Mr. A. H. 
Burgess of Manchester as President for 1629, and Dr. W. 
Harvey Smith of Winnipeg for 1930, was received with 
acclamation. The representatives showed littie hesitation 
in casting off the cumbersome.machinery of the single 
transferable vote and returning to the method of the simple 
majority vote as that most appropriate to elections in a 
relatively small constituency on an individual and personal 
basis rather than one of party or policy. The proposal by 
Sunderland that the Representative Meeting should be 
dissociated from the scientific and social activities of the 
Annual Meeting by locating the former permanently in 
London received a decided negative. A suggestion by the 
proposer that this expedient had been put forward with a 
view to enhancing the attractions of the Annual Meeting 
for the general practitioner was not fully expounded. The 
Brighton motion directed to securing more adequate recog- 
nition of the services of members of the Association was 
dealt with by the only means available when a definite 
decision either way must do violence to a considerable body 
of sentiment. The rest of the morning, apart from the 
interlude of the Lord Mayor’s warm welcome to Cardiff, 
his generous appreciation of the scope of the Association’s 
deliberations, and the first appearance of the President- 
Elect on the platform, was devoted to a discussion of the 
Association’s relations with the organized profession in other 
countries, on the motion of Dr. Douglas and Dr. Lyndon, 
which was taken as covering the Brighton motion on the 
same subject. The debate recalled the judicial dictum: 
“T agree with my brother on the left, for the reasons 
given by my brother on the right.’? The ultimate decision, 
carried by an overwhelming majority, was that the Associa- 
tion should not lag behind the British Dental Association 
on the one hand, and the general public on the other, in its 
recognition of international obligations and opportunities. 
The confusion of mind engendered in the attempt to 
eliminate sentiment, even in considering a question of 
finance, was, as the Chairman of Council and Dr. Cox both 
pointed out, demonstrated by the Council’s original sugges- 
tion that membership of the A.P.I.M. would entail un- 
justifiable expense, but that the greater part of the work 
incidental to membership should be freely undertaken by 
the Medical Department on the request, not only of that, 
but of any other medical organization. The discussion 
afforded the meeting an opportunity to enjoy Dr. Douglas’s 
eloquent reasoning, and to acclaim the Medical Secretary 
in the character of an unashamed sentimentalist. : 

During the afternoon session the meeting dispatched 
the Finance, Building, Organization, Journal, and Science 
reports, and began discussion of the motions submitted in 
the Ethical report. Under Finance, Dr. Martley’s gallant 
attempt at criticism called forth some attractive essays 
in definition on either side, and allowed the Treasurer to 
supplement his lucid opening statement by an explanation 
of points he had in the first instance passed over as 
obvious. The motion from South-Eastern Ireland for a 
compulsory scheme of life insurance, proposed formally 
from the chair, did not command support, even in the 
modified form suggested for educative purposes by Dr. 
Walker and Mr. D. D. Evans. , The motion from Bath for 
a reduction of the annual subscription to two guineas, put 
forward by Dr. Gordon in a manner which indicated clearly 
erough his own opinion of its merits, elicited a reply from 
the Treasurer, in which he. assessed the value of the Asso- 
ciation to a member at thrice the amount of his subscrip- 
tion. Sir Robert Bolam’s report on the work of the 
Building Committee raised no criticism and little inquiry— 
perhaps because of his frank admission that the Committee 
had as yet produced no buildings. The presentation of the 
Teport on Organization by Dr. Morton Mackenzie was 


| distinguished by the remarkably short time occupied in 


dealing with over four pages of the agenda paper, and the 
number of ‘ schools of thought ’’ detected by Dr. Fothergill 
amongst the representatives. Such discussion as took place 
was almost wholly directed to an unsuccessful attempt to 
improve upon the wording of the by-law recommended in 
substitution for that which has regulated.the subscriptions 
of members engaged exclusively in the work of medical 
instruction or medical research. Beyond this it enabled 
the Chairman of the Representative Body to live up to his 
renown for scrupulous accuracy of interpretation by demon- 
strating to the meeting that the accepted practice in 
respect of amendments placed on the paper by Divisions 
and Branches was indubitably out of order under the 
existing by-laws. He subsequently modified the rigour of 
his ruling by promising to provide personally a means of 
escape from its application for the remainder of the 
meeting. The report on the progress of the Journal during 
the past year required no discussion or explanation, but it 


gave Sir Robert Bolam the opportunity to introduce to — 


the representatives Sir Dawson Williams’s successor in the 
service of the profession through the British Medical 
Journal—an introduction warmly welcomed by the meeting. 
The report of the Science Committee again provoked 
comparatively little controversy. The verbal amendment 
proposed by Hendon on the motion dealing with remunera- 
tion of non-professorial medical teachers and laboratory 
and research workers was readily accepted by Mr. Souttar. 
The main recommendation—that on treatment by radiation 
and electricity—was debated in some detail, but unfortun- 
ately the discussion was less calculated to inform the public 
on matters very urgently requiring attention in the 
interests of the health of the community than to confuse 
them as to the medical practitioner’s general attitude in 
accepting responsibility for such treatment as he may 
prescribe for his patient. The general acceptance by the 
representatives of the principle underlying the motions of 
Aberdeen and Lancashire and Cheshire in connexion with 
an investigation of the composition of secret remedies by 
the Association may have done something to mitigate the 
impression created by the previous debate. The time at 
disposal between the approval of the Science Committee’s 
report and the adjournment at 6.30 p.m. barely sufficed 
for the development of the strong feeling which is inevitably 
engendered by an open discussion of the more delicate and 
complex problems of ethical procedure. 


Saturday, July 21st. 

Taken as a whole, the second day’s session was remark- 
able for the sustained interest of the discussions, the relative 
absence of desultory and irrelevant comment, and the 
amount of highly controversial ground covered. The 


difficulty of the position which gave rise to the motion by 


North Middlesex for rendering ineligible for membership 


_a@ non-member who has accepted and continues to hold a 


post on terms contrary to the declared policy of the Asso- 
ciation was clearly defined in the course of discussion 
on that motion and of the amendment submitted by 
Hampstead. The decision to remit the matter to the 
Council was the outcome of a strong sense of the injustice 
of the position which has, in fact, been reached in certain 
cases in existing conditions, balanced by a healthy apprecia- 
tion of the dangers implicit in the remedies actually pro- 
posed. Dr. Dain’s report on the position created by the 
provisions of the new Health Insurance Act in connexion 
with additional medical treatment benefits, reinforced by 
Dr. Brackenbury’s lucid exposition, met with a ready 
response from the Representative Body as a whole. The 
representatives showed themselves more anxious to under- 
stand the position and lend the full weight of their support 
to those immediately responsible for safeguarding the 
position of the profession under any new schemes, than to 
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enjoy their very obvious opportunities for criticism. The 
debate should have gone far to assure Dr. Brackenbury 
that before the representatives passed to the next section 
of the agenda “ aimost all of them” actually understood 
the points at issue and the methods necessary to guard 
against all the possible dangers. The motion by Windsor 
on the periodical medical and dental examination of insured 
persons owed its success largely to the manner in which it 
was handled by Dr. Casson. The danger that an excellent 
piece of health propaganda might have its effect spoilt by 
inopportune emphasis upon the economic implications for the 
profession was an obvious one, and later in the day might 
well have proved insuperable. It was with the intreduc- 
tion of the medico-political report that the temper of the 
meeting changed. On the proposals for general approval, 
as a basis of negotiation, of the Council’s recommenda- 
tions for the conditions of service of assistant medical 
officers in mental hospitals, the York amendment (argued 
by Dr. Peter Macdonald with his accustomed vigour and 
restraint) served, together with the Perth amendment, only 
to emphasize the care and foresight with which the 
Council’s proposals had been drawn up, for on every point 
raised direct issue was joined by Dr. Brackenbury or Dr. 
Bone, and the sense of the meeting was sufficiently clear to 
justify the withdrawal of the major amendments. From 
the start of the discussion on paying centres for infant 
hygiene, the prescience of the Chairman in appealing at 
this point for ‘“‘ a maximum of forbearance and a minimum 
of conversation ’’ became apparent. The meeting as a 
whole was determined to stand fast on the ground that 
private practice must be defended from unwarrantable 
encroachments, and quite simply and very effectively 
declined to consider the Council’s plea for a most carefully 
weighed and adjusted piece of health propaganda, or the 
plight of that section of the public which, to secure from 
the existing body of general practitioners the guidance it 
needs, is in all good faith appealing to the profession for 
help in creating a new source of supply. From the moment 
when Mr. Turner brought his address to a term amidst 
enthusiastic applause it became clear that further argu- 
ment was useless and that most of the representatives had 
made up their minds. The debate was, however, respon- 
sible for a contribution of unusually high quality from 
Dr. L. W. Batten, and a sane and balanced appeal 
to past experience from Dr. Christine Murrell. Inspired 
by this victory, the Representative Body had _ itself 
just enough in hand to refuse the representative of 
Darlington permission to withdraw a vote of censure 


on the Council for the formulation and _ publication | 


of its recommendations on the contract rates for 
juvenile Oddfellows without first seeking the permission 
of the Divisions. This slight difficulty disposed of, a close 
conflict was joined between Dr. Bone and the several 
‘schools of thought ’’ to be distinguished amongst the 
representatives. It was Dr. Bone’s strength that he based 
his argument on facts gathered from the whole country 
and an evaluation of general experience of the profession. 
The weakness of his position was that no individual (or 
school of thought) seemed prepared to check the validity 
of a particular experience by comparison with general 
experience. The chief defect of a discussion maintained at 
a really high general level appeared to be a tendency to 
stand too much on the shifting ground of professional 
dignity. Eventually, after the introduction ¢f the three 
minutes limit to speeches, the debate ended by rejection of 
the motion to refer back, and acceptance of the Council’s 
proposals by 81 to 63—a margin insufficient to give to 
this verdict the status of a decision of the Association. 
It remains for the Divisions to find some other means 
either of altering the facts quoted by Dr. Bone, or of 
assimilating them before the subject comes before the 


The Welsh National Memorial. 
Before the representatives left Cardiff on their Sunday 
excursion they assembled around the Welsh National War 
Memorial in Cathays Park, when a wreath was deposited 
in the name of the Association at the foot of the memorial. 
Owing to the fact that Sir Robert Philip, the President of 
the Association, had not then reached Cardiff, the ceremony 
was performed by Sir Ewen Maclean, the President-Elect, 
with whom were the Chairman of Council and the Chairman 
of the Representative Body. The wreath, a large and 
beautiful one, in which red roses predominated, was 
deposited by Sir Ewen Maclean, who said that it was his 
privilege to do so in the name of the British Medical Asso- 
ciation in remembrance of the sons and daughters of Wales — 
who gave their lives for King and country in the great war. 


Luncheon to.Overseas Representatives. 

The officers of the Association and the Chairmen of the 
Organization and Dominions Committees entertained at 
lunch on the first day of the Representative Meeting the 
representatives attending from overseas Branches of the 
Association. The number of these guests present was 
sixteen, and in addition there were nine members of 
Council representing the profession in the Dominions and 
Colonies. Dr. C. O. Hawthorne, who presided, said that 
this was not meant to be a formal and official ceremony, 
but rather an opportunity for the promotion of good 
fellowship. He welcomed the guests as representatives of 
Branches in which the whole Association felt, naturally, 
a special interest, and he took occasion also to express the 
appreciation of the Association at home for the way in 
which generous and overflowing hospitality had been 
extended to those who in their turn had gone across the 
seven seas from the centre of the Association to its 
periphery. He assured the overseas representatives that the 
Central Council had a very ready ear for any suggestions 
which would make the Association a more successful profes- 
sional organization and a more effective instrument of 
public service throughout the Empire. Mr. C. L. Leipoldt 
(South Africa) was called upon to respond as one who 
‘carried the British Medical Association with him in 
parenthesis ’’—an allusion to the title of the South African 
organization. Mr. Leipoldt said that the parenthesis was 
like the dog’s tail, which wagged the dog; he hoped that 
the Association would continue its ‘* wagging.’’ In South 
Africa they were accustomed to look to the central body 
of the Association for inspiration and stimulus. To their 
great delight they had had visits from the Medical Secre- 
tary and later from Dr. Brackenbury, and the visits had 
been the means of knitting the Association in South Africa 
more closely ‘to the Association in the Mother Country. 
Professor D. B. Blacklock (Sierra Leone) also briefly 
responded, associating himself with what Mr. Leipoldt 
had said about the indebtedness of the profession in those 
far-away places to the profession at home. Some further 
remarks were made by Dr. G. W. Harty (New Zealand), 
who pleaded that consideration might be given to the 
facilities for post-graduate work in this country for those 
who came from the Dominions. One of his colleagues in 
New Zealand, who had visited both America and England, 
spoke regretfully of the absence of post-graduate oppor- 
tunities in England as compared with their almost 
embarrassing profusion in the States. In America, instead 
of having to go and inspect lists, advance programmes were 
posted on to him, and a car was even sent for him at six 1D 
the morning to take him to see an operation. Many of the 
younger graduates in the Dominions would like to come 
over to see refinements in surgery; they did not necessarily 
want elementary teaching. Dr. C. B. Blackburn (New 
South Wales) spoke to the same effect. In America there 


Representative Body again. 


P was no difficulty at all in finding post-graduate facilities; 
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it was a matter of picking and choosing. Dr. Hawthorne 
said that the ambition expressed was one which enlisted 
everyone’s sympathy. The difficulty of carrying out an 
organization for post-graduate teaching was considerable, 
but undoubtedly a movement in that direction was desired, 
and they all hoped that in course of time it would come 
to full fruition. In addition to those mentioned, the 
following overseas representatives were present at the 
luncheon party: Dr. E. R. Grey and Dr. J. C. Twomey 
(Border Branch, South Africa), Dr. A. W. Sanders 
(Pretoria), Mr. E, H. Hunt (Hyderabad), Dr. G. D. R. 
Black (Hong-Kong and China), Dr. R. G. McPhee 
(Victorian), Dr. R. D. Fitzgerald (Singapore), Dr. 
H. V. A. Gatchell (Tanganyika, Mashonaland), Dr. Gordon 
Spencer (Mesopotamia), Dr. A. G. H. Smart (Penang), 
Dr. A. Murphy (Queensland), and Dr. Fergusson Stewart 
(Western Australian). The representatives of overseas 
Branches on the Council present were: Dr. F. J. Gomez 
(British West Indies), Lieut.-Colonel Ashton Street, 
1.M.S.(ret.) (India), Dr. O. Marriott (Hong-Kong), Mr. 
7. P. Dunhill (New South Wales and Queensland), Dr. 
G. Clark Trotter (New Zealand), Sir Jenner Verrall 
(South Australian, etc.), Dr. Barcroft Anderson, (South 
Africa), Sir Malcolm Watson (Hong-Kong), and Dr. W. 
Watkins-Pitchford (South Africa). 


The Religious Service. 

The official religious service was held in the Parish 
Church of St. John Baptist, Cardiff, on Tuesday afternoon. 
The preacher was the Rev. Garfield Williams, O.B.E., 
M.B., B.S., Honorary Canon of St. Albans, and the Bishop 
of Llandaff was present. Members assembled and robed 
in the City Hall, from which a procession was formed to 
the church, preceded by the Cardiff banner which ordin- 
arily rests, with the other emblems of cities of former 
Aunual Meetings, in the Great Hail at Tavistock Square. 
The Lord Mayor and certain officials of the Corporation, 
preceded by mace-bearers, went in advance of the Associa- 
tion procession. At the service Charles Kingsley’s hymn, 
“From Thee all skill and science flow,’? was sung, and 
the lesson (Isaiah lv) was read by the President of the 
Association, Sir Ewen Maclean. Canon Garfield Williams’s 
scrmon was an exposition of the character of St. Luke, the 
“beloved physician.’”” He emphasized the evangelist’s 
professional attributes, including his insatiable curiosity 
about the personal details of those with whom he came ih 
contact. ‘‘ The general public imagine that in our pro- 
fession we treat diseases, but we do not, we treat persons. 
You cannot treat disease in vacuo, any more than you 
can deal with anything else in that way which has to do 
with personality. Perhaps medicine may have something 
to teach educationists in this respect. The teacher too 
often imagines that he can teach a subject, a science, or 
even a creed, but he can only teach a person.’’ Another 
trait of St. Luke to which the preacher drew attention 
was his eminently practical mind. He was a companion 
of Paul the visionary, but it was Luke, this travelling 
physician of the Levant, who thought out the ways and 
means. What must the new religion have meant to St. 
Luke as he journeyed from place to place in the Eastern 
Mediterranean? He must have witnessed how it brought 
about an inward peace in a distracted world. Peace— 
a word curiously abused—might be acquired through callous 
cynicism or through self-satisfaction, but the peace which 
Luke observed in his fellow religionists and experienced in 
his own heart was very different and infinitely more 
sure. It was something which brought serenity and 
courage and hope in a “orld where, then as always, noise 
and glare had largely displaced music and light. Another 
lesson to be drawn from St. Luke, and one which was 
needed by the present age as much as any, was his concep- 
tion of the Kingdom of God as a biological growth, not as 


a crystalline accretion. The things that mattered in 
religion were not the filling or the emptying of churches, 
the saying or not saying of creeds, the acceptance or 
rejection of revisions, but the inward life, the growth 
from within outward, expressing itself in modest and 
beautiful character such as Luke’s, and self-denying service 
such as he rendered to his Lord and his brethren. 


2 


LORD BALFOUR ON SCIENCE AND PHILOSOPHY. 
Tue Ear or Barrovur, as president of that body, on July 
16th gave an address to the third annual meeting of the 
British Institute of Philosophical Studies—which exists to 
establish contact between the professed philosophers and 
the educated public—dealing mainly with the philosophic 
problems arising from the advance of physical science. 
His words deserve consideration from all who, like members 
of the medical profession, are daily involved in the difficult 
task of reconciling the apparent, as suggested by percep- 
tion, with the real, as partially disclosed by an incomplete 
science. It is perhaps appropriate at this juncture to 
remark on the peculiar fitness of Lord Balfour for the part 
of mediator between the point of view of the world at 
large and that of the laboratory and the study. Lord 
Balfour—who has attained his eightieth birthday since 
the address was delivered—as Lord President of the Privy 
Council, is the titular head of the Department of Scientific 
and Industrial Research and of the Medical Research 
Council, and the Minister to whom the General Medical 
Council is responsible. His first philosophic work was 
written some fifty years ago, and his experience as a 
Minister of the Crown goes back almost forty years. In 
view of these circumstances, and of the known clarity of 
his mind, his address is of unusual interest; he took as his 
text some words of Professor L. T. Hobhouse: ‘‘ Philosophy 
does not consist in pieces of knowledge, but primarily in 
an attitude, a desire to understand and appreciate.’”’ Lord 
Balfour agreed with this statement, and proceeded to dis- 
cuss two of the problems which one should understand and 
appreciate—the problems of perception and induction. The 
plain man would ask what there was specially requiring to be 
understood in such simple matters. Perception and induction 
were fine names for the simple operations of observing the 
world in which we lived and drawing conclusions from our 
observations. Mankind was always doing it; mankind had 
always done it; and with the progress of natural science 
they would do it more successfully every year. So, said 
Lord Balfour, thought the plain man. But it was just 
science that was the cause of their troubles. In _ pre- 
scientific days formal logic, morals, metaphysics, and meta- 
physical theology chiefly occupied the thoughts of philo- 
sophers; to these had now been added problems raised by 
physics, and these all involved perception and induction. 
Taking, as the most important and most obvious kind of 
perception, perception by seeing, the speaker described the 
complex train of causes and effects underlying this process 
—the emission of energy by electrical charges from matter, 
the propagation of ethereal waves, followed or accom- 
panied by the psycho-physical process which in each indi- 
vidual case converted the physical message into a mental 
perception. There was a monotonous simplicity, continued 
Lord Balfour, about the world he had attempted to describe, 
and it could not be pictured as possessing either beauty or 
variety. But it was not merely aesthetically unattractive ; 
it had the further defect of possessing no resemblance to 
the world they saw. The more they knew what reality 
was, the less did natural fact harmonize with perceptual 
experience. In these circumstances, he asked, what became 
of experience, and by what process of logical legerdemain 
was science extracted from observation? They lived in a 
world of illusions; how, by observing such a world, did 
they succeed in reaching realities? This was one form of 
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the second question—namely, What is induction? The 
inductive logic which should justify the inference of general 
laws wholly from particular observation, even when the 
observations were admittedly valid, had, in his opinion, 
still to be discovered. What were they to think of such 
a task when the observations were admittedly invalid? 
What were they to say of the self-satisfied theorizing of 
the eighteenth and nineteenth centuries now that secing 
had not only ceased to be believing, but was in open revolt 
against it? He would make no attempt to solve these 
difficulties; it sufficed if he had succeeded in giving some 
support to Professor Hobhouse’s statement. Lord Balfour 
concluded: ‘1 do not suggest that it is every man’s 
duty to be a philosopher, or to spend his time speculating 
about the universe. I do suggest that those who make no 
effort to get beyond the teaching of common sense should 
do so in no boastful or self-confident spirit. Whenever 
they find common sense opposed to science, let them throw 
in their lot every time with science. To the man of science, 
ov the other hand, | would say that science, though on 
the way to truth, is always incomplete and not always true, 
and that in the present state of our intellectual develop- 
ment its ultimate basis, deeper even than expériment and 
observation, is faith.’’ Could there be, he asked, a better 
justification for the existence of such a society as theirs? 


c.G. 

An excellent summary of the work which has been done in 
France with B.C.G. (Bacillus Calmette-Guérin) during 
the last seven years is given by Dr. G. Poix in La Presse 
Médicale (July 11th). After noting that observations 
in Belgium, Rumania, Greece, Italy, Holland, Norway, 
Russia, Spain, Austria, Germany, and the United States 
have confirmed Dr. Calmette’s work, Dr. Poix briefly 
describes the experimental studies that have been made, 
and the statistical results, such as they are, of 94,301 
vaccinations of the newly born in France. He then deals 
with certain reservations as regards the efficacy of the 
treatment made by Austrian authors in particular, and 
asserts that sensitiveness to tuberculin and immunity are 
two states, distinct and independent, in organisms infected 
by the bacillus of Koch. Consequently the fact that the 
cuti-reaction does not always become positive in the weeks 
following vaccination is no indication that the subject is 
non-immune. The duration of the protection given by 
vaccination remains doubtful, but the infants vaccinated 
by Weill-Hallé and Turpin between 1921 and 1924, living 
in tuberculous surroundings, appear still to maintain their 
resistance to the disease. The objections to vaccination of 
infants not exposed to infection, which were recently raised 
by Dr. Ligniéres of Buenos Ayres at a meeting of the 
Académie de Médecine, are shown to be of no validity; 
they met with no support from the Académie. Whether 
the subcutaneous administration of B.C.G. to adults, as 
recently performed by Heimbeck and Scheel in Norway, is 
justifiable remains to be seen. In any case the method can 
only be applied satisfactorily in specially organized centres 
for the treatment of tuberculosis. Dr. Poix quotes 
Fontenelle as praising prolonged distrust as the acme of 
reason, but he considers that the facts about B.C.G. which 
he has summarized no longer justify scepticism. 


PHOTOCHEMISTRY. 
We wonder how many of the numerous practitioners of the 
modern methods of actinotherapy ever reflect that their 
brilliant clinical results depend fundamentally on the 
science of photochemistry. Professor Plotnikow, in a short 
treatise on this subject,' has done his best to induce the 


clinician to contemplate the principles which underlie the ' 


art which he applies to the treatment of his patients. 


1 Kurzer Leitfaden der Photochemie. Von Profess 
J. Plotnikow. ofessor Dr. phil. et chem. 
40 figures. M.7 


Py ie G. Thieme. 1928. (54 x 8}; pp. ix + 186; 


The clinician will not, indeed, glean any tips to enable him 
to grapple more successfully with those few ailments which 
even the most whole-hearted of ultra-violet-ray enthusiasts 
still admit to be intractable to their magic, but he will 
learn the laws that govern the chemical action of light, 
the conditions which determine whether any particular 
compound is susceptible to its influence, and how to calcu- 
late the speed or intensity of the reactions invoked; in 
short, he will gain the advantage of being able to view his 
own subject from a new angle. As a matter of fact, the 
author does not claim that he is able te make any contri- 
bution to actinotherapeutics; he is more concerned to apply 
his science to the problems of physiology, especially plant 
physiology, in which the actions of chlorophyll and some 
other allied bodies are of the most overwhelming impor- 
tance. He admits that the chemical reactions of the animal 
body are of such complexity that demonstration of the 
action of photochemical principles is almost impossible at 
the present moment; it is never practicable to isolate 
photochemical action from other phenomena taking place 
simultaneously. Professor Plotnikow does, however, point 
out that there is a field of great promise to medicine, as 
yet almost untouched, in the investigation of the photo- 
chemistry of proteids. We already know that certain 
foods, if irradiated, become endowed with vitamins; if we 
can elucidate the photochemical mechanism concerned the 
possibilities become limitless. The practical results of 
photochemistry are, however, by no means confined to 
biological fields. The wenders of the camera and_ the 
cinematograph are known to all. Professor Plotnikow fore- 
shadows a photo-electrical method of harnessing the solar 
epergy—the evolution of a light accumulator. Already in 
the laboratory a mixture of corrosive sublimate and ferrous 
chloride can be converted, under the action of light, into 
calomel and ferric chloride, and these bodies, re-forming 
in the dark the original compounds, produce an electrie 
current. Can we look forward to a time when the sun will 
supply the power each day for us to turn into electric 
light every evening? — 


EXTENSIONS AT ST. MARY'S HOSPITAL. 
Tue increasing frequency of demands for the accommoda- 
tion and treatment of casualty cases, arising from modern 
trafic conditions in London, was one of the main reasons 
for the new extension at St. Mary’s Hospital, Paddington, 
recently opened by Lord Iveagh. Mr. A. R. Prideaus, 
chairman of the Board of Management, stated that the 
‘increasing number of accident and sudden emergency cases 
which had had to be refused admission in recent years had 
caused grave concern, and plans were accordingly made for 
an extension. The completion of this work adds some sixty 
beds to the hospital’s accommodation, many of which will, it 
is understood, be utilized for casualty cases. In addition, 
two new operating theatre suites have been provided, and 
important alterations have been made in other directions. 


Central heating has been introduced throughout the old 


wards; the kitchens have been remodelled, and certain 
auxiliary plants have been installed. The four new wards 
are situated on the third floor of the centre block—one 
hearing Lord Iveagh’s name in recognition of his services 
to the hospital—and the theatre suite is on the fourth floor 
above. Of the amount asked for in the appeal made in 1926 
—namely, £60,000-—£52,000 has so far been received. Lord 
Iveagh, in the course of his address, referred to the work 
done in the advancement of medical research at St. Mary’s 
Hospital. 


Ix connexion with the Annual Meeting of the British 
Medical Association to be held at Winnipeg in 1930, the 
Representative Body has approved the nomination by the 
Canadian Medical Association of Dr. W. Harvey Smith of 
Winnipeg as President of the British Medical Association 


for the year 1930-31, 
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INTERNATIONAL CONFERENCE ON 
CANCER. 


MEETING OF DELEGATES IN LONDON, 

(Concluded from page 109.) 
THE discussions in the International Conference on Cancer 
in London continued with unabated vigour until July 20th. 
The repoit in our last issue carried the proceedings up to 
the Wednesday morning of Conference week, when the 
members met in four sections, two of which have already 
been reported. 


SecTIon or PatrHotogy anp Pvusiic 
Occupational Cancer. 

Professor W. S. Lazarus-Bartow presided over this full 
and interesting discussion. Dr. J. C. Bripeér and Dr. 
§. A. Henry (both of the Home Office) submitted a paper in 
which they expressed the view that cancer must, in order 
to be classified as of industrial origin, fulfil two conditions 
—nanely, that the incidence rate in the occupation under 
review exceeds that in. the general population to a signifi- 
cant extent, and that in the occupation concerned there 1s 
sufficient association of the worker with a substance proved 
experimentally to have carcinogenic properties. Investiga- 
tion had shown that certain classes of skin epitheliomata 
might be definitely regarded as industrial in origin. The 
results of investigations in several industries, including 
chimney-sweeps, patent fuel workers, cotton-spinners, and 
workers handling salts of arsenic, especially in the manu- 
facture of sheep-dip, were given in detail. The authors 
added that there was only one effective solution of the 
dificult question of prevention—namely, the substitution of 
imocuous bodies for those known to have carcinogenic 
properties. A binding substance to replace pitch had been 
invented and shown by Dr. Twort of Manchester to be 
non-carcinogenic to animals. Whether its use was a 
commercial possibility had yet to be proved. In some cases 
it might well be that substitution was impossible, and then 
the hope lay in early detection and treatment. The study 
of occupational cancer was a field of resezrch which should 
be fully investigated in every country. Dr. T. H. C. 
STEVENSON also read an opening paper on the relation of 
cancer to syphilis and alcoholism. The paper compared the 
cancer mottalities of two groups of occupations, sele¢ted as 
of lowest and highest recorded mortality from syphilitic 
diseases, and showed that for each site for which the com- 
parison could be made cancer mortality was higher than the 
average for the occupations of high syphilis mortality and 
lewer for those of low syphilis mortality. Another com- 
parison, between cancer and alcoholism (measured by 
cirhosis of the liver), yielded similar but less striking 
results. Dr. Stevenson pointed out that the carcinogenic 
influence of alcohol appeared to be less than that of syphilis. 
The results in both comparisons seemed to point to the 
tule of a ‘* godly, righteous, and sober life,’’? which one 
might well believe to be followed especially by the clergy, 
and to explain their relative escape from cancer. 

Two papers by Dr. O, Rostosk1 and Dr. G. Scumort, of 
Dresden, on Schneeberg lung cancer were read by Professor 
Leitcu. This is a pulmonary affection due to 
malignant tumours of the lungs found in the bismuth, 
cobalt, and arsenic mining industry in Schneeberg. The 
fact was established that in a quite circumscribed group 
of men who all followed the same occupation an excessive 
incidence of lung tumours was discovered. According to 
Investigations set on foot by the Saxon Cancer Committee 
there was no doubt that lung cancer occurred endemically 
among these workers, and a close connexion seemed to be 
possible between the lung carcinoma and the more or less 
mtense anthracochalicosis of the lungs from which these 
Miners suffered. Dr. A. Scorr (Broxburn) followed with a 
Paper on the role of mineral oils and paraffins in the 
Production of cancer. He recited the various conditions 
met with among the paraffin workers of the Scottish shale 
vil industry and discussed the statistics and the etiological 
actors predisposing to paraffin workers’ cancer, the chief 

which were age, length of service, and idiosyncrasy. 


Regular examinations of workmen exposed to contact with 
substances known to be carcinogenic agents were of great 
value. The occupational cancer of mule-spinners was the 
subject of a paper by Mr. A. H. Sovraam (Manchester), 
and after discussing incidence, clinical features, and treat- 
ment, he emphasized the importance of diagnosis at an 
early stage when operative treatment was a simple pre- 
cedure. ‘The workers should be educated to pay prompt 
regard to any warts or small sores on the skin. 

Dr. L. Carozzi1 (Geneva) dealt with the general question 
and pleaded for an international inquiry in the various 
industries involving exposure to cancer risk. Dr. A. F. 
SLADDEN (Swansea) dealt with the occurrence of cancer 
in briquette workers who handled pitch which got on to a 
dusty floor. In every case he had seen the disease had 
been in the scrotum, though it was possible that it could 
become malignant in other parts of the skin. After the 
age of 35 men were more prone to develop lesions, not 
necessarily malignant, and long duration of exposure was 
a factor. Dr. W. J. O’Donovan (London) contributed an 
elaborate paper on cancer of the skin due to occupation. 
He mentioned in particular arsenic cancer and oil cancer, 
and submitted a long list of cases of carcinoma of the 
hand with the object of showing to what extent a recogniz- 
able occupational agent entered into the causation. The 
hand was the part most frequently involved in occupational 
cancer, and he urged that those who had performed ampu- 
tations on hands should bring the cases forward, as these 
would be of great value to the investigations. Finally, 
Dr. W. M. pe Vries described occupational cancer in his 
country—the Netherlands. There appeared to be few such 
eases except in patent fuel factories, and even here it 
was usually a benign papilloma that occurred and not a 
carcinoma. 

Rapio.oey. 
Biological Effects of Radium and X Rays. 
In the Section of Radiology, on Wednesday morning, with 


Professor Sipney Rvss in the chair, the subject for dis- 


cussion was the biological effects of radium and gz rays. 
Professor C. Recavp (Radium Institute, Paris) said that 

experiments on the normal tissues of higher animals had 

shown that different tissues reacted very differently if the 


, intensity and duration of the treatment were varied. 


Friedrich and Krénig showed that, given the same quan- 
tity of radiation on human skin, earlier and more marked 
effects were produced when the dose was given in shorter 
periods than when spread over a longer time. It was, how- 
ever, a mistake to assume that the experimental results 
obtained with human skin could be applied to other tissues. 
In 1€27 Ferroux and himself, working with x rays, showed 
that it was practically impossible to produce stimulus in 
the male rabbit without producing necrosis of the skin, 
whatever filter might be used. On the other hand, steriliza- 
tion could be easily and constantly produced without 
causing any serious and lasting lesions of the integuments 
if one split the dose and extended it over four or five days. 
Thus there were differences in the behaviour of various 
tissues to radiations when the intensity and duration of 
the treatment were varied. He thought explanation must 
be sought in the alternation of the radio-sensitivity of the 
cellular stocks which were cependent on the renewal pro- 
cesses of the normal and ieoplastic tissues. He concluded 
by a reference to the teerapeutical applications. 

Professor H. Hoitusen (Hamburg) said thet certain 
factors must be considered in regard to dosage aperi from 
the actual quantity usec, snch as the -+-:ality of the 
emanation and the depth to which -t wie ¢.sired to 
penetrate. But, so far, no quantitative ruyes had been 
made in regard to the quality of rays to us used relative 
to the focus in a particular part of the body. Still, it was 
known that the skin-tolerance dose should not be exceeded 
in applying a focal dose. It had been found that the 
reaction of a certain s-ray dosage on human skin and 
pig skin, within the limits of rays used in deep therapy, 
was independent of the quality of the rays. The effect of 
cumulative doses was not denied, but the effect of a 
certain dose given at a number of sittings was greater 
than the same quantity given at once. Various cells 
recovered from the impact of rays in periods which showed 
considerable differences. Investigations made on single 
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cells were not likely to solve the problem, but they were 
valuable steps to further knowledge. 

Dr. D. Quick (New York) spoke as a physician who 
dealt with cancer, and his object was to show some 
correlation between the experimental data arrived at and 
clinical findings. Much valuable information had resulted 
from the method of trial and error. Too much was assumed 
from purely physical measurements, and he asked whether 
it was quite established that the rays caiculated were 
actually absorbed. Was the action a purely chemical one, 
or did ionization enter largely into it? 

Dr. Gustav Bucky (New York) emphasized the peculiar 
appropriateness of the skin for investigation of the effects 
of radiation on living tissue; it possessed a variety of 
functions, and had several layers superimposed on which 
the separate effects of rays could well be judged. He 
showed on the screen, in graphic form, the effects on the 
skin of radiations respectively of 100, 60, and 30 kilovolts 
to a depth of 1 mm. 

Dr. R. G. Cantr (London) discussed the relationship of 
radiation in time and intensity, basing his remarks on 
work which had been done at Cambridge University. He 
set out the various time and intensity thresholds which 
must not be passed. For cancer it was clearly better to 
use weaker intensities of radiation over a considerable 
time than a concentrated emanation for a short time. 

Dr. N. S. Frxzi concentrated attention on the latent 
period, which was important as a means of discovering the 
mode of action of the irradiation. He defined the latent 
period as the space of time after the application of radia- 
tions before some of their effects became obvious. The 


latent period depended on several factors, which he 
detailed. 

Other speakers were Professor Lanm (Chemnitz), Dr. L. 
Maurer (Paris), Professor Francis Woop (Columbia 


University), Dr. S. N. Waterman (Amstersdam), Dr. A. 
Piney (London Cancer Hospital), Professor Duang (Har- 
vard) who pleaded for uniformity of definitions of intensity, 
Dr. W. C. Stevenson (Dublin), and Dr. Spencer Mort 
(London), 


RevativeE VaLves or SurGERY AND RaprATION. 

The general discussion on the relative values of surgery 
and radiation in the treatment of cancer of the cervix 
uteri, rectum, breast, and buccal cavity, which was opened 
on Tuesday morning, July 17th, as reported in our last 
issue (p. 106), was continued on July 19th, under the 
chairmanship of Mr. J. P. Locknart-Mummery. 


Cancer of the Breast. 

Professor Burton Lrg (Cornell University) opened with 
a plea for conservatism in the treatment of primary 
operable cancer of the breast. He gave tables showing a 
higher percentage of satisfactory five-year results after 
irradiation and conservative surgery than were produced 
by radical amputation, preceded and followed by 2-ray 
therapy. He considered that irradiation in conjunction 
with conservative surgery justified itself as a therapeutic 
method in dealing with this disease. Mr. Sampson 
Hanpiry submitted as his conclusion that surgical opera- 
tion in breast cancer sti!i remained a necessity for 
removing the bulk of the g-awth and reducing the problem 
of the radiologist to manageshble proportions. For the 
present, at any rate, surgery and radiology must ke 
To use either means alone was 
to fight a dangerous antagonist with only one hand. Dr. 
Rosert Knox suggested as a possible grouping of cases: 
(1) early cases with no metastases detected in the glands; 
(2) cases with definite metastases in the glands, but no 
deep-seated involvement; (3) advanced cases. In a small 
number of patients treated at the Cancer Hospital by 
g rays after operation, those in the first class alive after 
five years numbered 71.4 per cent.; in the second class 
53.6 per cent.; and in the third class, 9.1 per cent. It was 
in the second class that radiation treatment appeared to 
have the best advantage over operation alone. He con- 
tended that the combined method offered the patient the 
best chance of recovery. As for inoperable cases, there 
was no question at all as to the immense value of radiation. 


Mr. Grorrrey Keynes said that during the past four 


years the surgical unit at St. Bartholomew’s had applied 
radium to 42 patients with primary carcinoma of the 
breast. The method of treatment had been to bury radium 
needles beneath the tumour and in all the accessible areas 
of lymphatic drainage. At first only patients unsuitable 
for operation were treated; later the number of cases in 
an operable condition was increased. Of the 42 patients, 
17 were inoperable, 22 operable, and 3 doubtful. Among 
the inoperable cases six had died of metastatic growths, 
Two other patients had died of intercurrent disease, and 
of the 34 patients alive, 13 were apparently cured, i5 had 
been too recently treated for any judgement to be formed, 
2 showed metastases, and 4 recurrences. He thought Mr, 
Handley’s position a little illogical, for Mr. Handley 
acclaimed the radium method, and yet seemed unwilling 
to trust to it in primary carcinoma of the breast. Dr, 
J. H. Dovetas Wesster agreed with Professor Burton Lee 
that there was not quite sufficient recognition of the unique 
value of radiation in breast cancer. Radiation treatment 
could, frankly, make inoperable cases operable; it could 
also sterilize the operation area, pre-operatively or post- 
operatively. He thought there was much to be made out 
in favour of pre-operative radiation. 


Cancer of the Buccal Cavity. 

The final discussion was opened by Dr. Dove as Quick 
(New York), who said that radiation should be regarded 
as an additional surgical equipment, not as an opposite 
to surgery. The experience of his hospital was that radium 
was preferable to a rays, and, lately, filtered radon 
‘* seeds ’? had been employed in the treatment of carcinoma 
of the buceal cavity, with good results. Out of 2,74 
patients in whom radium had been used in cancer of the 
buccal cavity in the course of eleven years, 1,346 were 
known to have died, and others had been lost sight of, 
but 780 of the patients were now included in a follow-up 
system, and of this number 602 were free from any gross 
evidence of disease. He added that applicators within the 
mouth had no value. 

Mr. Sranrorp Cape said that the superiority of radium 
treatment was such that, so far as the primary growth was 
concerned, it was, in-his opinion, the only method which 
combined both safety in the actual performance with the 
best results to be obtained, and this without mutilation. 
Surgical treatment had given results so indifferent that 
those obtained by radium appeared brilliant. In operable 
cases the immediate results were so good that, given the 
correct technique, this newer and more humane method 
ought gradually to supersede the older. As regards final 
cures, periods of five years had now been passed. In his 
own experience patients were alive and well as long as four 
years after the treatment, so that it could be confidently 
expected that ultimate results would be as gratifying a 
the immediate alleviation offered to the patient. Fifty 
cases of oral cancer had been treated during the last four 
years, either by himself or jointly with his colleague at the 
Westminster Hospital, Mr. Arthur Evans. From a study 
of these cages it was evident that the treatment of malig- 
nant disease of the oral cavity comprised three stages: 
(1) radium therapy of the primary growth; (2) surgical 


removal of the cervical glands; and (3) post-operative’ 


distance irradiation of the cervical area. Dr. G. B 
-Pran.er (University of Pennsylvania) said that during the 
past few years he had been treating carcinoma of the mouth 
according to the principles laid down by Regaud—namely, 
that a moderate amount of radiation continued over 4 
considerable time was better than a great amount of radia- 
tion given in a short time. As the radiation became more 
penetrating the diffuse necrotizing effects diminished, then 
practically disappeared, and finally only the selective effects 
remained which were manifested in the most radio-sensitivé 
cells, which were the cancer cells in the process of division, 
Dr. Pfahler had accordingly filtered the rays from radium 
through the equivalent of 3 or 4 mm. of lead, and prolong 
the effect over three or four weeks. The results had made 
~him enthusiastic, and he believed that, taking the average 
of eases as they first came to the physician, there shoul 
be a fifty per cent. chance of cure with thorough and skilfu 


treatment by the harder gamma radiation. Dr. B. T. Rost 
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(Birmingham) described some work in the Radium Depart- 
ment of the Birmingham General Hospital on buccal and 
rectal cancer. As to the relative values of surgery and 


radiation in the treatment of the former, it would appear. 


that both methods were often requisite in a particular case. 
A growth of the tongue or floor of the mouth which was 
frankly inoperable was undoubtedly best treated by radium ; 
in an operable growth he thought the choice should be for 
local excision with the diathermy knife and subsequent 
irradiation of the scar. : 


Evaluation of Statistics. 

Dr. Janet Lane-Crayron (Home Office) contributed a 
useful paper on the evaluation of statistics relating ‘to 
effectiveness of treatment, and mentioned a number of the 
improper uses frequently made of numerical statements, 
and the fundamental necessities which should be laid down 
for any statistical inquiry. The paper was full of illustra- 
tions of possible fallacies in the handling of statistics. One, 
for example, was the so-called ‘‘ cancer age.’? It was stated 
in a number of medical textbooks that cancer of the breast 
was most prevalent in middle life, and ages were given of 
patients attending hospital and found to be suffering from 
this condition. But if the deaths from cancer of any site, 
or of cancer in general, were compared with the total 
number of persons alive at that same age, it would be found 
that the death rate was greater in old age in proportion to 
the population than in middle life. The explanation. of 
the discrepancy was due to the fact that the actual number 
of persons alive was greater at middle life, and that after 
middle life persons ceased almost entirely to make applica- 
tion for operative treatment. 

The paper was discussed briefly by Professor JuncLiNG 
(Stuttgart) and Dr. Carter Woop (New York), the latter 
pointing out the fallacies underlying group statistics unless 
pains were taken to grade the cases, not only with regard 
to the anatomical extent of the tumour, but also to the 
histological character. 


Methods of Treatment by Chemotherapy. 

A general discussion was held on Thursday morning, 
July 18th, on methods of treatment by chemotherapy, 
with special reference to lead, when Sir THomas Horprr 
presided, 

Professor Brarr Bett (Liverpool), in an opening paper, 
defined chemotherapy as treatment by synthetic prepara- 
tions having a selective therapeutical action on abnormal 
tissues of the body and on the organisms which might 
infect it, with or without the production of associated 
constitutional phenomena. He was one of those who 
believed that malignant neoplasia was a specific growth- 
process (dedifferentiation) initiated by many predisposing 
factors. This reversionary process was directed towards 
the trophoblastic type, perhaps through, rather than to, 
that of the embryonic somatic anlage. Hence the adult 
somatic cell which underwent dedifferentiation passed back 
through the later stages of somatic development before 
reaching the primitive type, with the result that malignant 
neoplasms varied considerably in the degree of dedifferen- 
tiation they had undergone, and the most malignant 
tumours were those in which de#ffferentiation was greatest. 
After some elaboration of this’ point, Professor Blair Bell 
went on to say that every chemotherapeutic agent employed 
in malignant neoplastic disease should have two attributes 
at least—namely, the power to arrest cell growth generally 
and a special affinity for malignant cells and the chorionic 
epithelium. It had long been known that lead arrested 
growth generally and caused abortion. He and _ his 
colleagues had demonstrated that lead in suitable doses 
caused coagulation necrosis of the chorionic epithelium, 
and that abortion was the result of this rather than the 
Sequel to intrauterine haemorrhage of toxic causation. 
After treatment lead might be recovered from malignant 


neoplasms in considerable quantity. No very definite con- 


clusions had as yet been reached as to the way in which 
lead acted on normal growing tissues and on malignant 
cells, but it appeared possible that the action in regard 
to cancer was both local and constitutional. A further 


point was that cancer cells resembled iii matiy ways morpho- 


. neoplasm had developed. 


logically and functionally the cells from which they were 
derived, so that it followed that the less dedifferentiated 
the cells the more they would resemble the cells from which 
they arose. It seemed, therefore, that in the synthetic 
preparation of any chemotherapeutic substance, such as a 
lead complex, not only should the specific action of the 
remedial agent in regard to growth and the malignant cell 
generally be taken into account, but also the special 
chemical constitution function, or evokable reactions of the 
differentiated (specialized) tissue in which the malignant 
If it were found. possible to 
make on these lines a preparation of lead which was abso-. 
lutely specific for any one well-defined type of. malignant 
growth it would appear that the lead preparation used- 
should vary according to the original tissue from which the 
neoplasm had sprung. In conclusion, Professor Blair Bell: 
said that although it had been found that lead was detri- 
mental to the cancer cell, just as arsenic was well known 
to be to the spirochaete, there was still much work to be 
done, and on that account he would not repeat the 
analysis of his clinical results, which would be informative 
only in respect of the beneficial effects observed. He 
believed that the consensus of opinion would bear out the 
statement he made in 1622 that the effects of radiations 
were augmented by the previous use of lead. The employ- 
ment of lead as a prophylactic measure against recur- 
rence after surgical operations for cancer would, he 
thought, be held to be of great value. Finally there was 
a considerable body of evidence to support the view that 
by itself lead, even in the crude preparations now used, 
could cause the disappearance and apparent cure of malig- 
nant neoplasms in favourable circumstances,’and sometimes 
could beneficially affect leukaemia and other neoplastic 
conditions, 

At the conclusion of Professor Blair Bell’s opening the 
(Sir Thomas Horder) said that he could have 
wished Professor Blair Bell had said more about practical: 
therapeusis, but perhaps speakers would ‘so concentrate 
their remarks that Professor Bell could deal with the 
points in his reply. oa 

Professor Carter Woop (Columbia University) related 
his experimental studies in lead therapy. About a year 
ago he published some experiments pointing to the con-’ 
clusion that with one type of tumour a distinct advantage 
was gained by a combined administration of z rays and 
lead. Another—a highly. malignant sarcoma of the rat— 
was not benefited by this combination. Mottram lad 
recently shown that a combination of radium and lead was 
better than either used alone. Recent experiments. in. the 
Crocker Institute on colloidal lead and gold bore on the 
same question. Colloical gold was administered as against 
lead because of the lack of toxic action in the former on the 
cells. With colloidal lead the tumour was often converted 
into a haemorrhagic sac, the wall of which was composed 
of a small border of living cancer cells in contact with the 
normal connective tissues. The experiments he related 
showed no evidence that lead alone could cure a rapidly 
growing animal tumour, yet there was a distinct advantage 
in continuing to study the action of the drug. In the case 
of the Flexner-Jobling rat tumour the best effect was 
produced by giving 2 rays first and following that with. 
repeated doses of lead, beginning four or five days later. 
The fact that tumours did not alter in size under treat- 
ment did not prove that they had not been influenced, as 
they might well be much less malignant, though as large. 

Professor W. J. Ditxr1ne (Liverpool) said the success 
being achieved by Professor Blair Bell and others by using 
lead alone, or by radiation, was much greater than could 
be explained by spontaneous arrest or other cause. He 
expected a substance to be hit upon which would prove to 
be more effective than lead, but he did not expect a panacea 
of any kind for cancer. The aim of workers was to find a 
something which would retard the progress of the malig- 
nant cell without damage to surrounding tissues. In cases 
examined the tumour contained more lead than other 
tissues did. 

Mr. Bastt Hume (London) spoke of treatment carried out. 
strictly on the Blair Bell method at St. Bartholomew’s 
Hospital under a committee of the college (Professor Blair _ 
Bell visited the institution and expressed his full approval 
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of the method). The conclusions derived. were highly un- 
favourable to the method beimg tested, though in some of 
the patients the disease was in a comparatively early stage. 
All were far from moribund when the treatment was conm- 
menced. If they had not been so treated their average 
expectation of life should have been far greater than the 
thirteen weeks average they lived. The cases: afforded no 
evidence that the use of lead by intravenous injection led 
to the resorption of neoplastic tissue in the human subject. 
In several of the patients grave ill health commenced as 
soon as the treatment had been begun. No evidence was 
forthcoming, either, that the type had been changed to 
one of less malignancy. Yet none of the patients had died 
as a result of acute or chronie lead poisoning. 

Dr. Stantey Wyarp (Cancer Hospital, London) said that 
mest observers seemed to agree that there was no greater 
amount of lead in the tumour after this treatment than in 
the neighbouring tissues. Without any persenal bias, he 
had tried the effect of colloid lead in a-sevies of inoperable, 
but not moribund, patients. Of 40 who received sufficient 
lead 23 died, 10 were worse, 6 showed no change, and only 
one in any way impreved. His own conclusion was that 
lead was of absolutely no value in the treatment of malig- 
nant disease; there seemed no reason for regarding it as 
effective, and there was no evidence that it was. effective. 

Dr. Loewy (Paris) gave the results of his experimenta- 
tion with lead im combination with glycogen, and of the 
treatment of 21 cases with it. Im 4 there was an. arrest 
of the tumour following the treatment. 

‘Dr. A. P. THomson (Birmingham) said that among 55 
cases treated with lead that drug. seemed to have a favour- 
able imflwence on the disease fh 15. Even in those, how- 
ever, the improvement was only temporary. In his experi- 
ence, colloidal lead had yielded better clinical results than 
either lead glyeine or colloidal lead phosphate. He gave 
details of all the cases, in one-or two of which there was. 
a dramatic improvement. 

Dr. H. J. B. Fry (London) described the post-mortem 
changes he found in various organs and tissues in patients 
who had undergone the lead treatment. The chief changes 
were in the kidneys, liver, spleen, and brain. In the 
kidneys probably the changes were due to the selective 
action of the lead on the convoluted tubules. 

_Professor Buarr Bex, in reply, contended that little was 
said in the discussion on the principles of chemotherapy 
involved. The primary question was as to what advice 
should be given to patients. In Liverpool they had never 
allowed a scientifie curiosity to outrun humanity, and for 
that reason they had not restricted their inquiry and their 
efforts to lead. Many of the 1,000 cases treated had had. 
lead. alone, and a considerable number had that in com- 
bination with deep a-ray therapy. Others had had lead. 
and radium combined. Many patients who came to him 
from London had been given a harrowing account of the 
sufferings the treatment entailed, but the truth was it was 
now known how to prevent that suffering. He did not wish 
to make further comments on the report from the Cancer 
Hospital; his comments would be found in the British 
Medical Journal; he apologized to his colleagues for having 
had to speak so plainly, but misrepresentation of the work 
going forward at Liverpool could not be allowed. He did 
go to St. Bartholomew’s Hospital, but the report of that 
institution was based on only 20 cases, and 15 of those 20 
received only half the proper treatment. That was not the 


fault of Mr. Hume; it was simply that the patients were | 


too ill, and died before the treatment could have a proper 
chance. Admittedly, it was at present a crude treatment, 
but it was along a line which, he hoped, would eventually 
lead to a considerable lessening of cases of the disease 
which was afflicting. so many fellow beings. 

The general discussion was continued by Dr. T. LumspEn 


(of the Lister Fnstitute), who spoke of tumour immunity | 


and vaccine treatment. He said that antimalignant cell 
bodies could be produced which had’ a specific aitmnity Yor 
cancer cells; they attacked and killed the cancer’ cells 
without damaging normal tissue cells. After using vaccine 
the immunity was much higher than otherwise. He sug- 
gested that those who were treating tumours with radium 
should not be in a great hurry to get rid of the local growth 
so ag to cause sloughing, because this would prevent the 


increase’ of immunity. He offered to demonstrate the 
reactions: spoken of to any who would visit the Lister 
Institute. 

Dr. Monckton Copeman spoke of the enhanced effect. of 
irradiation after painting the surface with activated 
fluorescin. This. was an absolutely: non-toxic substance, 
and the effect of its. use was that a much enhanced effect 
was produced on the malignant cells. Dr. F. D. M, 
Hocking (London) described his work on uranium and 
thorium, and advocated research on mixed colloids in 
relation to the treatment of cancer. Dr. Peiczar (Cracow) 
referred to his research into the action of certain lipoids 
and albumins, and the diminution of tumours into whick 
they were injected. 


Sir Thomas Horder’s Summary. 

The Cuarrman, in closing the discussion, said that there 
were three questions which might be asked. (1) Had any 
patients got well after treatment with lead? The answer 
to that question, as evidenced by the morning’s discussion, 
was in the affirmative. (2) Had the evolution of the treat- 
ment reached such a stage that it had become a practical 
measure of therapeutics for unselected cases—in other 
words, could the medical man undertake the responsibility 


of advising his patient to undergo treatment? To such a 


question some in the discussion had answered “ Yes ’’ and 
others ‘‘ No.’’ There was no occasion to be unduly troubled 
by this lack of unanimity, which was common in the history 


of many remedies, whether they had ultimately emerged 


successfully or had been abandoned; but in discussing any 
method of treatment it was necessary to consider, not only 
the value of the remedy, but the technique of its adminis- 
tration. The man with the largest experience would for @ 
time after the introduction of a remedy get the best results 
from it. This might be entirely independent of any undue 
enthusiasm and consequent bias; but such a position could 
only be a temporary one. Very soon, if the remedy was 
really one of value, the results would be obtained by alf 


‘who took the trouble to master its technique. As to how 


far this consideration applied to the present position of 
the lead treatment of cancer, he felt it invidious to judge, 
but it was an important consideration, and the respon- 
sibility he had just referred to must be discharged by the 
practitioner himself, in whose judgement the patient put 
his confidence. They could not yet, as a result of that dis- 
cussion, relieve him of his personal responsibility. lt must 
be clear that no remedy was a practical remedy where the 
margin of safety between its lethal effects upon the vital 
tissues and the resorptive effects upon the growth was less 
than that which admitted of reasonable control. Had the 
preparations of lead at present available passed that level 
of practicability? He was not sure—he was speaking per- 
sonally—that this was not the crux of the position. He 
felt that they had not yet arrived at the point of safety 
which would enable them to advise their patients in this 


‘direction. One patient, an old pupil of his, declined to 


proceed further with the lead treatment on account of the 


. very great mglaise which the injections produced, and this 


was one of the cases in which z-ray treatment proved of 
considerable benefit. This might only mean that the London 
technique was different from the Liverpool technique, and 


it might involve one of those fallacies which in such @ 


complex subject were always with them. (3) The third 
question was: What were the steps it was desirable to take 
in regard to the non-operable treatment of cancer in the 
further exploitation of chemotherapy with special refer- 
ence to lead? In the first place, surely animal experiments 
should continue, with the proper scientific controls. which 
were usual in laboratory work. Secondly, still further 
research should be undertaken in the preparation of a lead 
compound less toxic in its effect than those which had been 
used, so that the margin of safety might be widened. He 
did not mean that. an entirely non-toxic product need be 
forthcoming; in such a product he would have little faith. 
If a drug was not a possible source of danger to the patient 


_ it. was difficult to believe that it could be productive of any 


great. good; too much must not be asked for in the way of 


- removal of the toxic principle in therapeutic measures: 


Thirdly, they need not, so to speak, put all their eggs in 
one basket; they had to get on with the treatment of 
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the patient. Surely it was not necessary to change over 
entirely from measures of known value to measures of 
unknown value; in other words, they should combine 
methods of treatment in these cases, and this, he personally 
thought, was a very hopeful line to take—to use, perhaps 
lead, perhaps a variety of these products, in combination 
with radiation. There was need for a wide horizon; no 
light should be neglected. All concerned should keep cool 
and deliberate; to use a political expression, they should 
“explore every avenue.’”’ If research was pursued patiently 
and dispassionately a goal would be reached which would 
justify that morning’s discussion. 


SecTionaL Discussions. 
Friday, July 20th. 
On the closing day of the Conference it again met in 
four Sections. 


Early Recognition and Treatment of Cancer of the 
Stomach. 

In the Surgical Section, over which Sir CHartEs GorpoN- 
Watson presided, Sir BerkeLEy Moyninan opened a dis- 
cussion on this subject. He said that it was to the earlier 
recognition of cancer of the stomach that attention must 
he directed. So many patients arrived at the operation 
table far too late to allow even the most resolute surgeon 
the opportunity ef giving permanent relief. He empha- 
sized the striking diversities found in the disease. If sym- 
ptoms were so multiform, and therefore so misleading, 
that sufferers did not seek relief in the curable stage what 
was to be done? Cancer here and everywhere was at first 
a local disease, and if it was removable a cure of the con- 
dition was possible. There were no symptoms pathognomonic 
of carcinoma in any of its stages; the symptoms were only 
suggestive, not conclusive. The success of medical treat- 
ment in early cases of cancer of the stomach was one of 
the causes of the very high mortality of the disease. It 
was not relief but knowledge that was wanted, and instead 
of seeking to subdue symptoms, one should seek to evoke 
them. The main inguiry centred upon the radiologist, 
whose approach to accuracy, though he was net infallible, 
was far greater than that of the clinical physician: When 
the radiologist was in doubt, it was for the surgeon to 
decide by inspection of the parts. Intemperate explora- 
tion was to be condemned. Only after the fullest, most 
earnest, and repeated inquiry was such a procedure to be 
undertaken. Examinations by the radiologist, and by the 
chemist for free hydrochloric acid in the stomach contents 
and for blood in the faeces must be insisted upon if the 
present lamentable condition of things in regard to the 
surgical treatment of gastric carcinoma was to be improved. 

Dr. A. F. Hurst adduced a number of cases which led 
to the conclusion that achlorhydria was not the result of 
carcinoma of the stomach, but preceded its development, 
and he expressed the view that the large majority of cases 
of achlorhydria were due to chronic gastritis, which had 
been shown to be present in almost all cases of carcinoma 
of the stomach. Dr. Epmunp Sprices (Ruthin Castle) 
thought that radiology and chemical tests introduced the 
danger of giving less time and attention to clinical 
inquiry. In every case an endeavour should be made to 
form a diagnosis on clinical evidence, though all other 
means should be used, especially radiology. de gave 
particulars of the early symptoms in a series of patients 
with cancer of the stomach, and said that it was wrong 
to treat indigestion for any length of time in a middle- 
aged person without taking steps to exclude cancer. 
Professor H. Finsterer (Vienna) dealt with the immediate 
and permanent results of the resection of the stomach for 
cancer. He advocated radical operation, with removal of 
the greater omentum and the entire lymphatic area of the 
tumour. He considered the removal of the greater omen- 
tum particularly important, as he had had to carry out 
a number of secondary operations for local recurrence 
in the greater omentum in cases operated on by other 
surgeons. Professor M. J. Srewartr (Leeds) analysed a 
series of 239 stomachs or portions of stomachs removed 
surgically, and pointed to a history in many of the cancer 
cases strongly suggestive of chronic ulcer. He also empha- 
sized the importance of multiple adenomatous polypi as a 


upon early diagnosis. 


pre-cancerous condition. Mr. A. J. Wauron said that many 
carcinomas were curable if subjected to early surgical 
intervention, but carcinoma of the stomach was one of 
the most unsatisfactory varieties, for early diagnosis was 
associated with much difficulty, and the late prognosis was 
not nearly as good as was at one time believed. It was 
therefore all the more satisfactory to notice that there 
was little or no evidence that the disease was on the 
increase. In his own series of cases there was definite 
evidence that a certain number of cases of carcinoma had 
started as chronic ulcers. The hope for greater success 
lay, not only in a wider recognition of the early symptoms 
of carcinoma, but also in the subjection of chronic ulcers 
in patients between 40 and 60 to early operative treat- 
ment, instead of a long period of medical treatment. 
Professor D. P. D. Wrxrr (Edinburgh) advocated 
periodical medical examination as the surest means 0! 
obtaining early diagnosis. The employment of a bariur 
meal z-ray examination in all cases of obscure ill health 
would reveal early carcinoma of the stomach when this 
was present, though clinical signs and symptoms were stil 
indefinite. But no single test was infallible. Mr. H. W. 
Carson said that the symptoms, such as pain and vomiting, 
which brought a patient to his doctor were late and not 
early symptoms. He believed the first of the symptoms 
to be loss of appetite, and the second loss of energy, followed 
by some anaemia and slight loss of weight. 

Professor RaFFaELe (Rome) gave a_ brief 
review of personal experience of 543 cases of cancer of the 
stomach. These included 239 resections (mortality 28 per 
cent.), 176 gastro-enterostomies (mortality 21.5 per cent.), 
and 118 explorations (mortality 15 per cent.). He ex- 
plained that he did not seek to find reasons for his mortality 
figures; a great deal depended on the sort of case a 
surgeon would operate upon. His guiding principle was to 
remove the stomach as often as the anatomical conditions 
would allow and as extensively as possible. A great part 
of the operative mortality was due to thoracic Gmplica- 
tions. For several years he had employed local anaesthesia 
in gastric operations, giving only a general anaesthetic 
in addition when the case demanded it. He favoured a 
Polya-Reichel technique, employing only Billroth I in excep- 
tional cases, for the former gave the best chances for an 
extensive successful operation. Special attention was paid 
to the smaller curvature. A study of the recurrences was 
important in determining the extent of an operative tech- 
nique, and a general routine ought to he adopted in all 
advanced cases. Professor Bastianelli did not think that 
the ovaries were affected from stomach cancer by cells 
dropping on to their surface, but the invasion occurred 
from the hilus by lymphatic spread. Surgery was only one 
part of treatment; it could not be expected to improve 
much further. It was no exaggeration to say that with 
the most hopeful surgical technique at present it could not 
be expected that more than 7 per cent. of patients with 
stomach cancer seeking advice would be likely to be cured. 
It was therefore necessary to study the precancerous lesions 
and use preventive surgery, and the earliest symptoms of 
cancer must be recognized. Professor Bastianelli discussed 
these symptoms and signs. 

Sir Berkerty Moyninan, in replying on the discussion, 
urged the simplification and cheapening of methods to 
make them more accessible to the public. This was a State 
problem, and he thought some representation to the Govern- 
ment from the Conference might have effect. Under the 
national health insurance scheme greater facilities should 
be given the general practitioner for radiological and 
laboratory assistance, while representations might be made 
to insurance companies to reduce the premiums to persons, 
especially the middle-aged and elderly, submitting them- 
selves to periodical medical examination. 


Diagnostic Methods in Relation to Cancer, 

In the Section of Medicing, Diagnosis, and Pathology, 
over which Sir presided, the dis- 
evssion was on diagnostic methods. 

Sir Toomas Horper, in opening, said that so long as the 
effective treatment of cancer rested with the surgeon and 
the radiologist, so long was its success directly dependent 
The significance of dyspeptic 


| 
£ 
d 
is 
| 
: 
r 
: 
18. 
t 
ul 
el 
: 
is 
18 
is 
of 
n 
4 
d 
is 
n 
le 
2. 
n 
if 


170 28, 1928] 


INTERNATIONAL CONFERENCE ON CANCER. 


[ Tre Barrisa 
Mxpicat 


symptoms arising in adults previously free from them 
could scarcely be over-emphasized. He did not, however, 
agree that the disease had a predisposition in ulcerations, 
displacements, motor defects, and other types of dyspepsia. 
That was contrary to statistical facts. In speaking of 
abdominal exploration’? he wondered if his surgical 
colleagues might not be defeating the object of diagnosing 
cancer in its very early stage by insistence upon the com- 
plete ritual of the operating theatre whenever a small 
incision was made for the purpose of ascertaining the 
nature of a doubtful lump or other abnormality. The 
ritual, and the alarming drama that so frequently attended 
it, made oxploratory laparotomies exceedingly unpopular 
with the patient and added greatly to the physician’s diffi- 
culties in the event of his decision to advise such pro- 
cedure. As to instruments used in diagnosis the speaker 
entered a plea for the more frequent use of the sigmoido- 
scope, the cystoscope, and the laryngoscope. Of late years 
radiology had, without question, proved the greatest addi- 
tion to diagnostic methods. That great care and much 
forbearance were needed in the interpretation of radio- 
scopic shadows went without saying. The fallacies and 
pitfalls in the science were admitted even by the most 
expert. Nevertheless, the value of the method was already 
scarcely calculable, and must tend to become even greater 
as experience and invention increased. Biopsy was a 
method of diagnosis that approached nearer to certainty, 
perhaps, than any other, but, again, only the expert 
realized all the fallacies. That form of biopsy termed the 
‘fresh section’ taken in the operation theatre was notori- 
ously more open to error in the hands of all except the very 
experienced. Serology was still in its infancy so far as 
cancer diagnosis was concerned. It might never grow 


to full stature because the stage of cancer development at 


which diagnosis was imperative was that before which blood 
changes were to be expected. Nevertheless, it would be 
foolish to set a limit to serology or to the methods of 
haematology and biochemistry. One never knew, in the 
history of a malignant growth, when changes might occur 
in the blood and tissue fluids which, though they might 
escape clinical detection, might yet not escape the lynx eye 
of the pipette or the test tube. 5 

Dr. T. Izop Bennett (London) confined his remarks to 
the diagnosis of cancer of the stomach. Indisputably z-ray 
examination, both by the screen and by z-ray photography, 
constituted the method of first choice in all cases of 
carcinoma, but it had to be remembered that occasionally 
benign tumours, or even syphilitic lesions, would give z-ray 
appearances quite indistinguishable from those of cancer. 
Much confusion existed in the minds of medical men as to 
the actual value of gastric analysis in the diagnosis of 
cancer of the stomach, but the speaker said that after 
many years’ experience he had come to the conclusion 
that a carefully performed gastric analysis yielded a 
reliable diagnosis in considerably more than 90 per cent. 
of all cases. It was more than fifteen years since gastro- 
scopy as a means of inquiry had been introduced in London, 
and it had to be confessed that up till now its results had 
been somewhat disappointing. Probably in ten years’ time 
it would become as rare for a surgeon to perform an 


exploratory laparotomy without gastroscopy as it was now: 


for the bladder to be operated on without preliminary 
cystoscopy. 

Dr. MacCarty (Mayo Clinic) asked what was meant by 
early diagnosis of cancer? Did early cancers give textbook 
signs and symptoms? They did not. No cancer in any part 
of the body was early if larger than half a centimetre in 
diameter. Did the general post-mortem pathologist see 
early cancer? He did not. Early cancer did not kill the 
patient. In attempting to discover early stages were there 
any specific diagnostic methods which could be used? If 
in the absence of specific diagnostic methods physicians 
waited for classical symptoms, then they might just as well 
cease urging the public to come early to them. Professor 
L. S. Duperon (London) described the wet film examination 
of new growths, the technique of which was based on 
Schaudinn’s method. It was, by that method, compara- 
tively easy to distinguish between malignant and benign 
growths, the carcinoma cell appearing very much larger 
than the benign. Professor W. C. M. Lewis (Liverpool) 


dealt with the influence of normal and cancerous blood 
serum on pancreatic lipase action and the effect of lead 
thereon. While admitting that the method was not neces- 
sarily diagnostic of cancer he thought it of undoubted value 
in estimating the severity of the lesion and rate of progress, 
Dr. H. J. B. Fry dealt with a flocculation reaction for the 
serodiagnosis of malignant disease, and Professor M. Ascour 
(Catania), in the course of some general remarks on serum 
diagnosis of malignant disease, expressed surprise that the 
Conference was apparently taking so little interest in such 
diagnosis. In his view it was only possible to diagnose 
early eancer by a careful study of blood changes. Professor 


_E. C. Dopps (London), on the other hand, detailed the 


result of observations he had made in conjunction with Dr. 
W. Lawson on methods for the diagnosis of cancer by a 
study of the blood, and took it that the fact that no one 
had mentioned the Abderhalden reaction and its modifica- 
tions was an indication that that reaction was dying the 
death it deserved. The Shaw-Mackenzie reaction, as well 
as the Ringold method, had been investigated, and proved 
to be non-specific. Dr. K. Icu1kawa (Sapporo, Japan) dis- 
cussed a method for the early serodiagnosis of cancer by 
means of the reaction of Botelho. Dr. J. A. Braxton 
Hicks described experiments carried out by himself and 
Dr. F. D. M. Hocking aiming at the evolution of a ‘‘ com- 
plement-fixation test ”’ for cancer, which, however, had had 
to be abandoned owing to the inconclusiveness of the results. 
Dr. SranteEy discussed the diagnosis of intra- 
thoracic new growth from the radiological standpoint. He 
thought primary sarcoma of the lung exceedingly rare, the 
most common malignant growths of the lung being carcino- 
mata. In his opinion the greatest aids to the diagnosis 
of lobe carcinoma were the production of an artificial 
pneumothorax for diagnostic purposes and intratracheal 
injection of lipiodol. 

Sir in closing the discussion, added 
points he regarded as of undoubted value in diagnosis cf 
cancer of the stomach, and said that the presence of a 
lump did not necessarily mean that the case was one of 
carcinoma. In the chemical diagnosis of carcinoma of the 
stomach it was well to remember that one of the early 
signs was a rapid falling off in the ferment activity. 
Further, it was necessary to decide in cases of carcinoma 
how much active hydrochloric acid was present in com- 
bination with protein, and for that reason he preferred the 
results of analysis of an ordinary test meal to the fractional 
method of examination. Another point to bear in mind 
was that in carcinoma of the stomach the percentage of 
inorganic chlorides was much increased. 


The Effects of Radium and X Rays on the Blood-vascular 

and Lymphatic Systems. 

In the Section of Radiology, over which Dr. Roserr 
Knox presided, the subject of discussion was the effects of 
radium and g rays on the blood-vascular and lymphatic 
systems, with special reference to malignant growths. 

Dr. F. Carter Woop (Columbia University) said it had 
long been known that radiation caused a thickening of 
vessel walls, ahd the changes in them, following radium and 
x rays, were clear-cut and interesting. Whether the tissue 
starvation following the partial or complete closure of 
vessels on irradiation was the cause of neoplastic changes 
in the skin following prolonged use of the rays had not 
been settled. Exner had pointed out that years after 
radium treatment a tumour might recur; he had himself 
seen epithelioma of the lip recur thirteen years after & 
radium cure. He regarded these vessel changes as among 
the most important factors in the arrest of cancerous 
growths by irradiation. 


Dr. A. LacassaGNe (Paris) asked what part was played © 


by circulatory changes in the regression of irradiated 
cancerous tissues. It might be due to lack of nutrition to 
the growth owing to obstruction in the capillaries, but he 
doubted this hypothesis, especially as attempts at ligation 
of a cancerous growth failed to arrest it; also because cyto- 


logical changes, analogous to those seen in regressing malig- 


nant tissue, were present in normal tissues after irradiation. 
With regard to lymphatic vessels, irradiation with cancer- 
sterilizing doses was capable of disturbing lymphatic 
circulation, as shown by the local oedemas seen. He con- 
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sidered that the death of the cancer cells (an absolute 
necessity for cure) was brought about by direct action of 
the radiation on the cancer cells themselves. 

Professor Hotretper (Frankfort-on-Maine) said that it 
was the vascular and lymphatic systems’ reaction which 
prevented more than a particular dose of rays being given. 
The aim in radiating should be to act as strongly as possible 
on the tumour cells while saving the vascular systems. 
Hence the method should be chosen which exerted the 


greatest selective effect on the tumour cells—that is, safe-- 


guarding surrounding tissues and blood vessels. Yet he 
agreed with Ewing that practical irradiation acted largely 
through vascular disturbance. The slow progress of the 
lymph stream was a cause of depositions of cancer cells 
being founds in lymphatics when metastases had occurred, 
when none were present in blood vessels of the part. Wintz 
of Erlangen had. directed attention to the favourable effect 
of a heavy radiation previous to amputation of the breast 


in. the prevention of lymphatic metastases. He asked that , 


reliable figures. might be eompiled by different workers 


as to the biological effects of a given amount of irradiation, . 
administered by various. methods, such as those of Alberti . 


and Politzer. Much importance was attached’to a wide 
exchange of. clinical experiences. 

Mr. Crurrrorp Morson, speaking as a surgeon who em- 
ployed radielogy, gave the results of his fifteen years’ 
experience on the effects of irradiation on the blood vessels. 
A very large dose of radium could cause extravasation of 
blood, while a smaller dose caused obliteration of the lumen 
without a rupture of the walls. Angioma could be eaused 
to disappear by appropriate radium treatment, while 
malignant growth of blood vessels (endothelioma) could ‘be 
destroyed by irradiation, The greater the vascularity of 
the organ in which the tumour was growing, the better were 
the results from the applieation of rays. Dr. Dovgras 
Wessrer said that huge doses of irradiation were needed 
to-damage caneer eells directly; not only was the cancer 
cell to be thought of, but also the connective tissue stroma 
in the growth, and the bleod and lymphatic distribution. 
It was difficult to devise experiments which would settle the 
fourfold factor present in malignant disease. Professor 
Horruvusen (Hamburg) asked that the functional side of 
the problem might ‘be kept in mind, and the fact that the 
reactiveness of blood vessels altered in tissues which had 
been irradiated, and in those subjected to ultra-violet light. 
Hence erythema was not always a true indicator of the 
damage done by rays on the cells. 

Dr. Water Stevenson (Dublin) gave some clinical expe- 
riences, and Dr. F. T. Burxrrr discussed the direct action 
produced on blood by purely gamma rays of irradiation, 
me result being the setting up of aplastic anaemia, espe- 
cally in those continuously working with radium. Dr. 
PranLER (Pennsylvania) said he was convinced that fibrosis, 
telangiectases, and necroses were the result of cumulative 
¢fiects of x rays, rather than of a single massive dose. Dr. 
W. Levirr spoke of a series of 34 cases of inoperable 
malignant disease which he ‘had treated by 2 rays ‘in an 
utensive way, all the patients being now apparently free 
from any signs of malignant disease. In all of them there 
had occurred a rapid decrease in the lymphocyte count. 


The Cuarrman (Dr. Knox) said that, quite correctly, | 


host importance was attached to the direct action of the 
‘ays on tumours. But m the past the indirect action had 
heen largely neglected or given too little weight. For some 
years he ‘had himself given considerable attention to that 


aspect, and now ‘he ‘had been able to organize a research | 


of a comprehensive nature, the blood having been selected 
a the tissue for the preliminary examination. Already 
Mportant points were emerging, and several times he had 
felt satisfaction that he jhad had systematic blood counts 
made in his cases. It would prove to be a valuable guide 
‘0 dosage. A drop in the number of lymphocytes could be 
aken as an indication to ‘‘ go slow” with radiation 
treatment, 


Geagraphical and Racial Prevalence. 
In the Section of Statisties and Public Health, pre- 
Sided over by Dr. F. E. M.P., the discussion 
"as on the geographical and racial prevalence of eancer. 
tofessor M. GREENWoop pointed out that comparisons 


| 


between races widely separated geographically were not 
always conclusive or reliable. After indicating certain 
differences in the mortality rate in various countries, le 
said that at present there was not enough information 
available to provide any explanation of such differences 
as that, for example, the rate of mortality from cancer of 
the female reproductive organs was very muclr higher in 
the Netherlands than in England and Wales. ‘Professor 
Greenwood also read two papers by foreign members. One 
of these, by Professor Atrrepo Nicrroro (Naples), set 
out a number of errors frequently made in the study of 
cancer mortality by means of demographic statistics, and 
the other, by Professor Pirtarp (Geneva), suggested that 
it was not-possible to consider the soil on which a disease 
might establish itself as devoid of interest in etiological 
research. The author thought the higher caneer mortality 
in London as compared with New York might ‘be due to 
the higher proportion in London of the Nordic type. Dr. 
Percy Srocks (London) set forth the evidence for a 
regional distribution of cancer prevalence in England and 
Wales. He drew the deduction that as the mean cancer 
indices of the county areas varied over such wide limits, 
and the counties grouped themselves inte such definite 
regions of high and lew prevalence, there could be no 
question but that geographical influences were in some 
way concerned. 

Dr. Sovurasky (London) dealt with the incidence of 
cancer among Jews. The total mortality from cancer in 


| Jews varied among different Jewish communities in much 


the same way as among non-Jews of the same areas; in 
other words, it had a geographical rather than a racial dis- 
tribution. But cancer of the uterus was low among Jewish 
women, not, he believed, as the result of amy degree of 
racial immunity, but of environmental factors operating 
in their lives. Dr. Marrnew Youne said that tf there was 
any relationship between the caneer mortality and ‘thé 
prevalence of brachycephaly in the different regions of 
Scotland, it appeared to ‘be an inverse relation and not 
the direct one which was supposed te exist in various 
European countries. 


Public Action in Regard to Cancer. 

Sir Grorce Bucwanan gave an account of the work of 
the Ministry of Health, the Departmental Committee on 
Cancer, the work in’ this direction of the League of 
Nations, and the increasing number of voluntary agencies, 
Though the public work done in this country might appear 
to be meagre, it had in it the elements of useful develop- 
ment on almost every side. Professor Maisrn (Louvain) 
urged the establishment in every country of anti-cancer, 
centres for treatment, research, instruction, and propa- 
ganda. The methods of the American Society for the 
Control of Cancer were explained by Dr. G. A. Soren (New 
York): These included printed and filmed instructions to 
the public, ‘“‘cancer weeks,” and the like. Dr. S. REIMANN 
(Philadelphia) said that as a result of the educational 
campaign in the States there had been a steady decrease 
in the length of thé period which elapsed before the 
sufferer sought medical advice. Sir Jonn Ropsertson 
(Birmingham) spoke of the problem of the education of 
the public as it presented itself to a medical officer of 
health, Dr. Verrca CiarK (Manchester) made certain 
suggestions as to how the public mind could be cleared 
of some popular misconceptions regarding cancer, and 
Professor Ficnena and Dr. L. M. McKrixop described 
cancer campaigns respectively in Italy and in Australia. 


DEMONSTRATIONS. 

On Tuesday afternoon visits were paid by the delegates 
to the Middlesex Hospital and the Radium Institute. In 
the Bland-Sutton Institute of Pathology, under the guid- 
ance of Professor J. McInrosn and Drs. Baxer, Morrrs, 
and Progsr, they were shown demonstrations of unusual 
tumours, studies of the Rous sarcoma, some experiments 
in lead therapy in cancer, and the application of the 
cinematograph to the study of tissue culture. At the 
Courtauld Institute of Biochemistry, Professor E. ©. 
Dopps. Mr. W. Lawson, and Drs. Dickens and Ler 
WARNER had arranged demonstrations OD the metabolism 
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-of tumours, a trial of some unsuccessful methods for the 


sero-diagnosis of cancer, and routine observations on 
patients undergoing radical operation. In the Barnato- 
Joel Laboratories, with Professor 8S. Russ and Drs. 
Morrison and in charge, there were 
demonstrations on the effects of x rays and radium upon 
tumour growth,and experiments on the physiological action 
of « rays. The delegates also witnessed operations in the 
theatres. At the Radium Institute demonstrations were 
given by Dr. Pamir Gossz and Dr. Roy Warp with 
radium applicators and radon ‘“ seeds,” the preparation 
and filling of which were shown. 


In the afternoon of July 18th a series of demonstrations 
was arranged at St. Bartholomew’s Hospital to illustrate 
the value of the radiological treatment of cancer in various 
situations, the principles of the technique employed, and 
the pathology of the process. Mr. Grorrrey Krynes 
showed a series of cases of carcinoma of the breast treated, 
for the most part, solely by radium. In one or two of 
the earlier cases in the series this had been combined with 
surgical measures, but in the majority the application of 
radium alone had been found to be fully effective. The 
number of cases and the high degree of success rendered 
this demonstration one of exceptional interest. Mr. Keynes 
later gave a practical demonstration of the insertion of 
radium needles for the treatment of this condition. 
Professor Gask showed a series of cases in which radon 


_ seeds had been employed for the treatment of rodent ulcer, 


secondary peritoneal growths, and cerebral tumours, the 
seeds being subsequently left in situ. In one instance the 
radon seed had been introduced into the pituitary fossa, 
the patient obtaining marked relief from giddiness, blind- 
ness, and headache, due to a tumour in this situation. 
Mr. Frank Rose, Dr. Finzi, and Dr. Levitt exhibited 
several successful cases of treatment of carcinoma of the 
tongue and larynx, the contrast with the results of old 
methods such as laryngo-fissure being very striking. The 
value of deep g-ray therapy was also illustrated. Mr. 
Rose also demonstrated the insertion of radon seeds in 
carcinoma of the ocsophagus. Sir CHaries Gorpon- 
Watson showed cases of carcinoma of the rectum treated 
by radium, and performed the operation for the insertion 
of radium in this condition. Gynaecological cases were 
shown by Drs. Barris, Donatpson, and Levitt, and the 
insertion of radium by the abdominal and vaginal routes 
for the treatment of uterine cancer was demonstrated in 
the operating theatres. A series of pathological demonstra- 
tions dealt particularly with tissue culture and the influence 
on mitosis of x rays and radium. Dr. R. G. Cantr showed 
specimens illustrating the effect of radium on uterine 
cancer. Exhibits by Miss Feix and by other members from 
the Strangeways laboratories were also on view illustrating 
tissue differentiation in vitro of the ear, and of cartilage and 
bone; cultures of Jensen’s rat sarcoma; and the delayed 
lethal effect of radium on tissues cultivated in vitro. 
Museum specimens of various unusual malignant tumours 
were also shown. Dr. Cantr later gave a cinemtatograph 
demonstration of living tissue cells cultivated in vitro, 
and indicated the action of radium upon them. It will be 
recalled that Dr. Canti gave a similar demonstration at 
the Annual Meeting of the British Medical Association 
last year at’ Edinburgh, of which a report appeared in our 
columns on August 20th, 1927 (p. 313). Lastly, Professor 
Horwoop and Dr. Levitt exhibited radiological apparatus, 
with special reference to deep z-ray therapy. © 


The visits paid by the delegates on Thursday after- 
noon were to the Cancer Hospital, Westminster Hospital, 
St. Mark’s Hospital, and the Lister Institute. At the 
Cancer Hospital Professor Archibald Leitch was able to 
show the first Rous tumour produced by the ferment 
referred to in the discovery reported by Dr. Murphy of 
the Rockefeller Institute two days previously. Other 
demonstrations, experimental and clinical, were given 
including one of: animal tumours produced by various 
soapmnarae agents. The radiological department was the 
scene of further demonstrations, and operations for cancer 
were performed by the surgeons attached to the hospital. 


At the Westminster Hospital there were clinical demonstra-' 


tions by Mr. Stanford Cade and Mr. Arthur Evans; Dr, 
Braxton Hicks and Dr. Hocking showed specimens, and the 
z-ray department was also open. At St. Mark’s Hospital 
also operations were performed and demonstrations were 
given in the research and other departments by Dr. Cuthbert 
Dukes and others. At the Lister Institute there was a 
series of demonstrations by Dr. Thomas Lumsden, assisted 
by Miss Kohn-Speyer. 


On the last afternoon of the Conference demonstrations 
by Dr. W. E. Gye and Mr. J. E. Barnard were given at 
the laboratories of the Medical Research Council, and 
at Guy’s Hospital demonstrations of cases and of deep 
therapy methods were given by Dr. W. L. Watt, and in 
the theatre operations were carried out by the surgeons 
of the hospital. At the Royal College of Surgeons Dr, 
J. A. Murray gave a lecture on the Imperial Cancer 
Research Fund and its work, Sir Arthur Keith gave a 
demonstration in the museum, and other demonstrations 
of pathological specimens and of objects of historical 
medical interest were given by Mr. T. W. P. Lawrence 
and Mr. J. F. Thomson. The Wellcome Museum of 
Medical Science was open every day to the delegates, for 
whom some special exhibits were arranged. 


On Saturday, July 21st, many of the delegates visited 
the Woolwich War Memorial Hospital on Shooter’s Hill 
and inspected the operating theatres, wards, and_ special 
departments. This fine institution was erected as a 
memorial to the 6,240 residents of Woolwich who .fell in 
the war; it was opened last November by the Duke of York, 
and descriptions of it appeared in our columns on May 
14th, 1927 (p. 892), and November 12th (p. 886). 


oF CaNcER. 

The following note of his contribution to the discussion 

on this subject, reported in our last issue, has been 
received from Professor Blair Bell. 


The title allotted to this discussion covers so wide a field of 
knowledge and of speculation. that it is impossible for any 
y tergei in the time at his disposal to do more than make a 
short general survey or to mention some one aspect of what in 
truth is a meshwork of interwoven and related chemical and 
physical phenomena. We may speak of predisposing factors 
of a constitutional nature, among which may be _ included 
inherited cellular characteristics, which can hardly be excluded 
from any pathological liability. We may identify metabolic 
changes in the acid-alkali balance, enzymic or co-enzymic modifi- 
cation in the blood, and even toxaemic states due to a variety 
of causes. We know, too, of many predisposing causes acting 
Iceally which have carcinogenic or precarcinogenic (precancerous) 
attributes, and for all we know these may be rendered more 
effective by association with constitutional predisposing factors. 
Coming to the question of the malignant neoplastic coe 
itself, we are here on safer ground, for this aspect of the 
subject is more readily open to experimental attack and to 
pathological investigation. My own views concerning the nature 
of malignant neoplasia—namely, that it is a specific growth- 
process of dedifferentiation back to the primitive type of cell 
represented by the chorionic epithelium—and the large body 
of evidence we have adduced in support of our thesis should 
be well known, for we have repeatedly discussed the matter 
in various publications. It may, however, with justice be 
argued that between the predisposing factor, whether it’ be 
sudden trauma or one of the long list of agents, extrinsic and 
intrinsic, that produce the precancerous state by what is called 
‘chronic irritation,’? but which would be described 
as gradual devitalization, possibly with reduction of the oxygen 
supply or diminution of the oxidation processes, and the ultimate 
degradation of the cell to an earlier phase of development, there 
is one event at least, possibly several, which determines the 
change-over from the highly specialized state to the reversionary 
retreat which enables the previously differentiated cell to survive. 

The questions I wish, therefore, to present are: (1) Is any 
intermediate factor apart from a metabolic change—for example, 
oxidation derangement—necessary? (2) If so, what is the nature 
of the intermediate factor? These are surely most difficult 
questions to answer on the evidence we possess. It is possible 
to believe that local, metabolic conditions which Jead to the 
production of an excess of lactic acid, with the resulting a 
to cellular multiplication and invasion, may be all that 1s 
necessary for us to postulate. On the other hand, if there be 
am intervening factor between cellular devitalization and malig- 
nant neoplasia, surely this ought—on a priori groun 
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related to the controlling factors of cellular differentiation which 
appear to be en ae connected with the relationship between 
one type of Sematic cell and another adjacent type. 

So it may be that metabolic isolation of a cell can be 
construed into a condition whereby there is a withdrawal or 
loss of the control of differentiation, or, indeed, it may be that 
the altered chemical state of the damaged cell may break some 
chemical relationship with, and control by, adjacent cells. 
@ne can conceive all kinds of alterations in this direction as the 
result of changes in cellular permeability alone—a disturbance 
of co-ordinated intercellular equilibrium. In this connexion it 
is interesting to note that Fischer has observed that while the 
normal differentiated cell cannot survive alone—a single unit— 
in cultures in vitro, the neoplastic cell can not only do so, but 
also can multiply. It seems, however, that we are too far from 
a knowledge: of these intimate physico-chemical matters—and the 
problem appears to be essentially a chemical one—to prosecute 
any method: of attack on malignant disease along such vague 
lines. For the present it is important to recognize the factors 
concerned in cellular devitalization in order to institute pre- 
ventive measures, and to understand the nature of the malignant 
process in order that we may conduct the treatment of the 
disease on scientific lines. 


CorRECTION. 

Mr. Victor Bonney asks that the following figures be sub- 

stituted for those which appeared in the report of his remarks 
published in the Journal of July 21st (p. 106, col. 2). 
- Up to the ‘end of 1927 he had performed Wertheim’s operation 
351 times. There were 53 deaths due to the operation—an opera- 
tive mortality of 15.1 per cent. Of the 298 patients who survived 
the eperation 139 had died of recurrence, and of the remaining 
159, 13 had died of other diseases, of whom 6 survived over five 
years (3 survived over ten years), and 30 had been lost sight of, 
17 after they had passed the five-year limit (5 had passed the 
ten-year limit), poll there were 116 patients whom he was still 
in touch with. Of these latter, 64 had passed the five-year 
limit, 35 of whom had passed the ten-year limit, whilst the 
remaining 52 had been operated on at periods less than five years 
ago. In all; then, 87 patients had survived the operation five 
or more years, 43 of whom had survived it ten or more years. 


CANCER HOSPITAL DINNER. 


In connexion with the International Cancer Conference a 
dinner was given at the Langham Hotel on the evening 
of July 19th by the medical and surgical staff of the 
Cancer Hospital, London. The chair was taken by Mr. 
W. Ernest Mixks, senior surgeon to the hospital, who had 
immediately beside him Sir John Bland-Sutton (president 
of the Conference), Dr. Rotgans (professor of surgery in 
the University of Amsterdam), Sir Berkeley Moynihan 
(President of the Royal College of Surgeons of England), 
Dr. James Ewing (professor of pathology in Cornell 
University), Dr. Raffaele Bastianelli (professor of surgery 
in the University of Rome), Professor C. Regaud (director 
of the Radium Institute, Paris), and Sir Richard Garton 
(secretary of the Conference). In submitting the toast of 
the ‘‘ Cancer Hospital,’’ Sir BerkeLEY Moyninan described 
the voluntary hospitals of this country as a monument to 
the compassion of the English people, and praised the 
work of the institution whose staff were the hosts on this 
occasion, recalling with special gratitude the memory of 
Charles Ryall. Two points he wished to drive home: that 
hospitals were not merely sanctuaries for the sick and 
suffering but also research institutions, and that research 
in ward and theatre must not be ranked behind that 
carried out in the ‘‘ criminal investigation department ”’ 
of the laboratory. The CuarrMman, after acknowledging the 
toast, proposed the health of the visitors from abroad, 
and expressed the debt of all present to the British 
Empire Cancer Campaign for providing an opportunity in 
this Conference of meeting workers from many countries 
and exchanging experience and ideas. As a surgeon it 
Was now evident to him that henceforth surgery, when it 
attacked cancer, must work hand in hand with radium. 
The toast was responded to by Professor RorGans, who 
said that international co-operation offered the best hope 
for the conquest of cancer, and expressed on behalf of his 
fellow guests their warm appreciation of British friendli- 
ness and hospitality. Dr. J. B. Murrny (pathologist to 
the Rockefeller Institute, New York), who also spoke in 
reply, proclaimed his deep respect for British medical 
mstitutions, and in particular for the Cancer Free Hos- 


pital, which, according to the minute book of 1851, was 
founded for ‘‘ investigation and treatment,’’ and the order 
of those words was significant. Further progress in cancer, 
he felt certain, must depend on consultation between 
surgeon, radiologist, and pathologist. The last toast, that 
of ‘‘ The Chairman,” was proposed by Sir Cuartes Gorpon- 
Watson, who paid tribute to Mr. Miles’s mastery of opera- 
tive technique and his qualities as a sportsman and a 


friend. 


Gngland and Wales. 


Centenary of a Yorkshire Medical Charity. 

Tue hundredth annual meeting of the Medical Charitable 
Society for the West Riding of the County of York was 
held recently in Leeds, under the presidency of Dr. A. G. 
Barrs ; the minutes of the society record that it was estab- 
lished in 1828 ‘‘ at a numerous and respectable meeting of 
physicians and surgeons of the West Riding of the County 
of York, held at Turnbull’s Hotel, Leeds, on Friday, July 
25th, Dr. Thorp in the chair.’’ In 1901 Mr. Wheelhouse, 
who had at that time been treasurer for many years, wrote 
the story of its origin and of its early years, and showed 
how, with care, enthusiasm, and economy, the society had 
developed into its then flourishing condition. He con- 
cluded his preface with the triumphant sentence: ‘‘ Let the 
condition of the society, now in its seventy-third year, 
speak for itself; it is relieving thirty-four families, is dis- 
tributing among them upwards of £1,200 every year, and, 
since it commenced its career, has disbursed among its 
applicants no less a sum than £34,403. Long may it 
succeed in carrying on so grand a work.’’ He might have 
added that, at that date, the society held investments of 
the nominal value of £26,799. The hope expressed by Mr. 
Wheelhouse has been more than realized, for during the 
twenty-seven years since it has distributed no less than 
£44,973 among its beneficiaries, making a grand _ total 
during the hundred years of its existence of £79,376; its 
invested funds have a nominal value of £44,996, in the 
purchase of which the sum of £40,604 has been expended. 
At the last annual meeting grants amounting to £1,874 
were made for the year beginning July 1st, 1928, and, in 
celebration of the centenary, a bonus of about 25 per cent. 
of the grant to each applicant was given in addition. The 
society has thus undertaken to pay out in grants and in 
bonus for the current year the sum of £2,342, and the 
treasurer, Dr. Wardrop Griffith, was able to assure the 
meeting that it could do so without fear. The society is 
essentially a charity, for those who join do so from altruistic 
motives and no application made to the society has any 
legal claim to relief. It is not only a duty for everyone 
who is eligible to join the society; it is an act of wisdom, 
for if he himself, or those whom he leaves behind him, 
should require assistance, he will know that the necessities 
of the case will be considered by a body of his fellows, and 
that all that can be done in equity and in fairness will 
be done. Quoting again from Mr. Wheelhouse’s interesting 
pamphlet, we give the following extract from the report 
for 1895: ‘‘ Of the former (a member, the last of whose 
family had passed away during the preceding year) it may 
be of interest to members to know that she and her mother 
and her father before them have been on our list of pen- 
sioners for no less than fifty-five years, and have received 
in accumulated grants since 1840, when the first was made, 
no less a sum than £1,750! A handsome return for the 
four guineas, which was all that the father’s membership 
had cost him; a fact which it seems to your officers should 
speak with trumpet tongue to nen-subscribers.’”’ Can- 
didates for membership have to be proposed and seconded 
by members to whom they are personally known, and are 
elected at the annual meeting. The largest number of new 
members elected in any one year has hitherto been 63. 
This year, in celebration of the centenary, no fewer than 
145 were elected, and the society now, for the first time, 
numbers more than 1,000, for the year begins with a 
membership of 1,043. Every medical man in the West 
Riding who is eligible for membership should consider 
joining this excellent society. : 
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The Surrey County Sana‘orium. 

In 1912 the Surrey County Council, under its tuber- 
culosis scheme, began to arrange with hospitals and sana- 
toriums in London and elsewhere for the provision of beds 
for tuberculous patients, paying fees approved by the 
Minister of Health. At the present time about 400 patients 
are under such treatment. In 1913 the county council 
acquired a site at Milford with a view to possessing its 
own sanatorium. It was proposed to accommodate 200 
patients at a capital cost of £35,000, or £175 per bed. In 
1919 the cost was estimated at £80,000, or £400 per bed, 
and considerations of economy led_to the postponement of 
the proposal to build the sanatorium, By 1924 the increasing 
number of patients requiring treatment led to 100 additional 
beds in existing institutions being occupied by Surrey 


patients. The original scheme for a sanatorium at Milford 


was extended with a view to accommodating 300 patients; 
amended plans were prepared, and the revised estimate 
became £198,000, or £660 per bed. The sanatorium is now 
complete, and has cost £210,000, or £700 per bed. There 
are six single-story pavilions in the sanatorium, each con- 
taining 50 beds. Two pavilions are for patients in an 
advanced stage of the disease; four for intermediate and 
early cases. In the centre is the administrative block, 
with main kitchens and dining rooms, connected with the 
pavilions by covered ways. The administrative block con- 
tains examination rooms, a-ray and dental departments, 
various offices, and residence for the assistant medical 
officers and the matron. The nursing staff is accommodated 
in a separate building. A water tower and a boiler-house 
form a prominent feature in the landscape. All water and 
heating pipes, electric cables, telephone wires, and _ fire 
mains are carried in a subway, to allow of easy examination 
and repair. The site of 110 acres cost £8,234. Building 
operations on the site began in April, 1926; the foundation 
stone was laid in May, 1927; and on July 20th of this year 
Mr. Neville Chamberlain, the Minister of Health, attended 
to declare the sanatcrium open. The chairman of the 
county council, after stating that there were more patients 
on the waiting lists in Surrey than could be provided with 
sanatorium treatment, emphasized the dual function of 
these institutions in providing direct benefit to individual 
patients and in removing potential sources of danger to 
others. The chairman of the public health committee 
said that, while in 1919 there were 3,000 known cases 
of tuberculosis in Surrey with 300 patients in various 
institutions, in 1927 there were 4,000 cases. The chief 
difficulty experienced was in finding beds for advanced cases. 
Mr. Chamberlain, in declaring the sanatorium open, noted 
that while an appeal had been made recently in London for 
£100,000 for the prevention of tuberculosis, £200,000 had 
been spent in the single county of Surrey for the sana- 
torium treatment of the disease. Slowly but surely during 
the last. fifty years tuberculosis was being mastered, and 
people were being led gradually to understand its cause 
and the way to reduce its incidence. The medica! superin- 
tendent of a sanatorium had much to do in adapting cir- 
cumstances to the condition of the patients; he must win 
their confidence and collaboration, and he would obtain the 
best results by devising occupations for those under his 
care. Sanatoriums were sometimes said to be a waste of 
money ; but this statement was based on imperfect informa- 
tion. For their full success early diagnosis was important. 
Mr. Chamberlain quoted evidence obtained from an investi- 
gation into the after-results in patients treated at the 
Brompton Hospital sanatorium, and concluded by urging 
the need for three procedures in dealing with tuberculosis: 
early diagnosis, careful conduct of institutions, and effective 
after-care work. 


Light Treatment of Tuberculosis in Lancashire. 

A special report on the treatment of tuberculosis by 
artificial light has been prepared by Dr. G. Lissant Cox, 
central tuberculosis officer to the Lancashire County 
Council, dealing with the methods adopted and _ results 
achieved in 1927 at the tuberculosis dispensaries in that 
county. Two experimental centres were established in 1925, 
and the satisfactory results of the treatment given to 187 
patients in the following year determined the county council 
to undertake, with the approval of the Ministry of Health, 


a comprehensive provision of facilities. This, when com- 
plete, will comprise fifteen light centres at tuberculosis 
dispensaries, and will involve the addition of one assistant 
tuberculosis officer and three tuberculosis health visitors. 
The council has also decided to pay the fares of necessitoxs 
patients attending the centres. There are now ten centres 
in full working order; seven, however, were opened this 
year or at the end of last year, so that the report deals 
only with three centres—Ashton-under-Lyne, Lancaster, 
and Chorley—which were in operation throughont 1927. 
Dr. Lissant Cox states that in his experience the most 
suitable equipment of lamps is as follows: two long-flame 
carbon are lamps for general treatment, one mercury 
vapour lamp (Jesionek or Hanovia) for general or local 
treatment, and one Kromayer water-cooled mercury vapour 
lamp for local -treatment. It should be noted that the 
report does not suggest that other apparatus or methods 
are not equally satisfactory in producing results; the choice 
has been dictated partly by conditions incidental to dis- 
pensary work alone. The capital cost of the lamps and 
subsidiary equipment has varied from £135 at Preston 
to £350 at Ashton-under Lyne, but the installations are 
not identical. At Eccles, where the dispensary has the 
standarg equipment mentioned above, the capital cost is 
given as £210. In some cases, where the public electric 
supply is unsuitable, it has been necessary to install a 
motor gencrator to give the current required for the 
carbon are lamps; a suitable generator costs about £100, 
but it is expected to repay its cost in a few years by the 
saving in current from the public supply. The treatment 
has been supervised by the consultant tuberculosis officers 
for the five dispensary areas into which the county is 
divided (there are also two small sub-areas supervised 
by the medical superintendents of sanatoriums situated 
within them), each dispensary area having, in addition, 
two assistant tuberculosis officers and from four to seven 
tuberculosis health visitors. At the three centres whose 
work is reviewed, patients have, as a rule, attended light 
sessions two or three times weekly; it has been found 
that patients who attended twice a week made, it seemed, 
as good progress as those who attended three times a 
week, but that the progress of those who attended only 
once a week was noticeably slower. About three-fourths of 
the patients have been able to continue their normal 
occupations during treatment. Cases selected for treat- 
ment are chosen almost entirely from those suffering from 
non-pulmonary (surgical) tuberculosis, and who are able 
to attend the dispensary. The average duration of light 
treatment for those completing treatment in 1927 and 
becoming quiescent and apparently cured was 7.5 months; 
previously, these patients had been undergoing other forms 
of treatment for the much longer average period of 
63 months. It is claimed by the report that the work in 
these three Lancashire centres has confirmed the view that 
great economy—and no less beneficial results—can be 
secured: by light treatment of cases of non-pulmonary 
tuberculosis which would otherwise be sent to institutions 
for residential or out-patient treatment. Of the 110 cases 
concluding treatment in 1927 on attaining quiescence of 
diseases, the consultant tuberculosis officers would normally 
have recommended 44 for treatment at special or general 
hospitals, and 28 for out-patient treatment at a skin 
hospital. The estimated cost of such treatment, based on 
average duration, is not less than £1,436, while the actual 
cost (all inclusive) of their treatment at the dispensary 
light centres was £525, a saving of £911. Summarizing 
the results of treatment of cases of non-pulmonary tubercu- 
losis Dr. Lissant Cox states that they have been ‘very 
satisfactory,’ particularly in two. conditions, (1) lupus, 
and (2) adenitis with abscess formation and skin involve 
ment, both being usually refractory to other forms 0 
treatment. Of the 70 cases of lupus treated at Ashton- 
under-Lyne (the two other centres had no suitable lamps 
for local treatment) during 1926 and 1927, 44 were dis 
charged as quiescent and apparently cured, while of the 
81 cases of adenitis treated at the three cenfres, treatment 
was similarly concluded in 60. cases. Many of the lupus 
cases had been under other treatment previously for 48 
long as twenty to forty years. The results of treatment 
of the other types of disease were often satisfactory 
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but less striking. No permanent ill effect, either local or 
general, has been caused by artificial light treatment. The 
report, however, states: 

“* No general rule can be laid down as to how particular persons 
will react to the light as the response to the treatment varies 
within very wide limits. It cannot be too strongly emphasized 
that each patient must receive individual treatment and attention 
so far as initial exposure and graduation of exposure is concerned. 
Wherever possible test exposure should be made before 
beginning treatment, in order to ascertain the sensitivity of the 
skin.” 

OF 106. cases which became quiescent and apparently 
cured in 1926, recurrences have occurred in three—one of 
lupus vulgaris, one of Bazin’s disease and tuberculous 
adenitis, and one of adenitis. 


Memorial to Mr. Littlewood at Leeds General Infirmary. 

Twice during the year 1922—namely, on January 7th 
(p.- 21) and again on May 27th (p. 844)—attention was 
called here to developments in the clinical teaching of 
medicine and surgery at the Leeds General Infirmary, aud 


in referring to the appointment of the three full-time _ 


tutors it was pointed out that to secure the fullest advan- 
tage an effort was to be made to provide a_ properly 
equipped instructional block in the Infirmary and easy of 
access from the wards. In the near future this will be 
accomplished; for some time a completed portion of the 
new block has been in use, and the teaching staff can now 
visualize the realization of their desires at an early date. 
Particulars of the block and its equipment will be given 
at a later date when it is completed, but it may be men- 
tioned now that the members of the honorary staff have 
subscribed a sum of money to carry out the equipment of 
the block and to place at its entrance a bronze relief of 
the late Mr. Harry Littlewood, who died in December, 
1921, as their double recognition of the valuable teaching 
work of a well-loved colleague. The bronze is the work 
of Mr. G. L. Wyon, and shows Mr. Littlewood in the 
service uniform of lieutenant-colonel R.A.M.C. At a 
pleasing ceremony held at the General Infirmary, which 
was attended by most of the members of the Board and 
Faculty and a few of Mr. Littlewood’s old friends, the 
bronze was unveiled by Mr. H. Secker Walker, who was 
appointed to the honorary staff on the same day as Mr. 
Littlewood. Mr. Secker Walker gave a very interesting 


and sympathetic account of his former colleague’s work | 


and character and his outstanding qualities as surgeon and 
teacher. ** With William Hey, Clifford Allbutt, Pridgin 
Teale, Fergusson McGill, Edward Ward, and others who 
have passed on, his name will rank high in the list of the 
most illustrious men who have spent their lives in the 
service of our General Infirmary.’’ A vote of thanks to 
Mr. Secker Walker was proposed by Mr. Coupland and 
seconded by Mr, A, L. Whitehead. In an obituary notice 
in the Journal of December 31st, 1921 (p. 1134), mention 
was made of the fine service rendered by Mr. Littlewood 
to the Leeds Medical School, the General Infirmary, and 
the 2nd Northern General Hospital in that city.  ~ 


Scotland. 


Glasgow Chair of Physiology 
Tur retirement of Professor Diarmid Noél Paton from 
the chair of physiology in Glasgow University is announced 
to take effect from September 30th, 1928. The Secretary 
of State for Scotland has recommended the appointment of 
Edward Provan Cathcart, M.D., D.Se., LL.D., F.R.S., to 
the vacancy. Professor Cathcart at present holds the chair 
of physiological chemistry in the University of Glasgow, to 
which he was appointed in 1919, and was previously pro- 
fessor of physiology at the London Hospital Medical School. 
He was born at Ayr in 1877, and graduated M.B. at Glasgow 
University in 1900, taking the degree of M.D. in 1904 and 
that of D.Sc. in 1906. He studied abroad at the universities 
ef Munich, Berlin, and Petrograd, and was afterwards a 
research scholar at the Lister Institute in London. In 
1905 he was appointed Grieve lecturer in chemical physiology 


in the University of Glasgow, an appointment which he 
held till 1915, when he returned to London. He has made 
numerous contributions to physiological literature, especia!ly 
on subjects dealing with physiological chemistry. 


‘ Edinburgh Medical Graduation. 

The summer graduation in medicine at Edinburgh Univer- 
sity was held in the McEwan Hall on July 18th. Principal 
Sir J. Alfred Ewing presided, and conferred the degrees. 
At the close of the ceremony Professor Wright Smith, who 
acted as promoter, recommending the candidates for degrees, 
delivered the customary address, saying that he believed 
that at the present time the general average of attainment 
in medicine was higher than in past times. He recorded 
an anecdote of Robert Louis Stevenson which had been told 
to him by his predecessor in the chair of botany, Sir Isaac 
Bayley Balfour. Stevenson had, early in his career, taken 
the class of zoology at Edinburgh University; in this class 
he and Balfour had been posted together for the dissection 
of a complicated invertebrate—the crayfish. The work was 
divided on the principle that Balfour did the dissection 
while Stevenson -read the details from the textbook. On 
the third day, however, under a summer sun, the crayfish 
had passed beyond dissection, and Stevenson departed never 
to reappear in the class. This experience, however, of the 
medical profession had given Stevenson a very high idea 
of medical men, and he had spoken of the doctor in the 
following terms: ‘‘ Generosity he has, such as is possible 
to those who practise an art, never to those who drive 
a trade; discretion, tested by a hundred secrets; tact, tried 
in a thousand embarrassments; and, what are more impor- 
tant, Heraclean cheerfulness and courage.’?’ The man in 
the street, Professor Wright Smith continued, had ideals 
about his fellow-men, even though he might not set a high 
standard for himself. The public therefore expected a 
high and inflexible standard from their profession. Medi- 
cine was no longer merely a healing art, for the trend 
of medicine was to be preventive. In the plant world it 
had loug been realized that cure was at best difficult, and 
prevention was the aim. We were still far, perhaps, from 
the institution of a scientific medical police, and it was an 
important question whether the medical man was tending 
to be more and more of an official, for officials were not 
loved. The speaker believed, however, that as long as the 
ethical obligations so characteristic of the past continued 
on the same high level, the favourable status of the pro- 
fession was assured. Opinions swayed between expectations 
of rapid advancement of the human race and a pessimistic 
view that all the material improvements did not further 
in any way the moral and intellectual development of man 
The triumph of the scientific world in the last fifty years 
had been chiefly in the physical field, but in this advance 
the medical man of the future would have his share, and 
the hope of the future was largely in the hands of present- 
day graduates. He advised his hearers to keep alive the 
spirit of inquiry which was open to all, for great workmen 
often worked with few tools. For a man to gain his due 
place in the scheme of things he required a calm. courage, 
which came of confidence in self justly founded. In no 
profession was individuality more important than in medi- 
cine, not merely as a means of professional advancement, 
but in the everyday work of the physician. Great responsi- 
bilities often fell upon them which could not be shared with 
others. He advised them never to cease to believe in their 
great vocation, and so they would not lose their impetus. 


Central Midwives Board for Scotland. 

At a special meeting of the Central Midwives Board for 
Scotland for the hearing of penal cases, Dr. R. C. Buist 
in the chair, a certified midwife appeared in reply to a 
citation for contravention of the rules as to notification 
to the local authority of being in contact with a patient 
suffering from puerperal fever, as also other breaches of the 
rules. A health visitor gave evidence in support of the 
charges. The Board found the charges proved, and in- 
structed the secretary to remove her name from the roll 
of midwives and to cancel her certificate, and in addition 
thereto, in terms of Section 8 of the Midwives (Scotland) 
Act, 1915, to prohibit her from attending women in child- 
birth in any other capacity. 
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Irelanis. 


Royal Victoria Hospital, Dublin. 
Tae new wing of the Royal Victoria Eye and Ear Hos- 
pital, Dublin, which has been erected at a cost of £20,000 
under the will of the late Mrs. Harvey Lewis, was declared 
open by the Governor-General of the Irish Free State at 
the annual meeting of the friends and supporters of the 
hospital, at which Sir George Roche presided. The meeting 
was largely attended. The Governor-General, in moving 
the adoption of the report, said that they would all agree 
that the accommodation provided by the new wing was 
greatly needed. The remarkable increase in the number 
of in-patients was sufficient proof of that, and it also 
proved that the work of the council and staff was appre- 
ciated throughout Ireland. He hoped that the establish- 
ment would meet with even more generous support in the 
future from all who sympathized with the prevention and 
cure of suffering. The chairman, in seconding the resolu- 
tion, referred to the excellent work shown in the report, 
which, among other matters, mentioned that the number 
of visits paid in the out-patient branch exceeded 36,000. 
The medical men attached to the hospital had a world-wide 
reputation. Referring to the new wing, the chairman said 


that it had been erected at an expenditure of about | 


£20,000, the fund coming from money left by the late Mrs. 
Harvey Lewis, in memory of her husband. By her will she 
left £80,000 for the building of a hospital in Dublin, to be 
called ‘* The Harvey Lewis Hospital,’’? but, in consequence 
of her death having occurred within three months of the 
making of her will, and as the greater part of her property 
consisted of real estate, only about £20,000 became avail- 
able for the charitable purposes of the will, and that 
amount was allocated by the court for the completion of 
the hospital by the erection of the new wing. The judge 
held that the application of the fund in that direction was 
one that would most closely carry out the charitable inten- 
tions of the testatrix. The wing had only recently been 
handed over to the board by the builders, and was not yet 
furnished or equipped; it was, however, hoped that by the 
next annual meeting it would be in full working order. 
Dr. Winter, President of the Royal College of Physicians, 
moved a resolution declaring that the hospital was worthy 
of public support. He said that it was the only hospital 
in the Free State devoted altogether to eye and ear work. 
There was a constant pressure of applications for beds, and 
he hoped that the new wing would enable them to cope 
with that trouble. x 


Bequests to Belfast Hospitals. 

The late Mr. Frederick L. Heyn of Belfast, who died in 
February leaving estate valued for probate at £209,707, 
has bequeathed £1,000 to the Royal Victoria Hospital, 
Belfast, to name two beds, one to be called the Frederick 
L. Heyn and Helen B. Heyn bed, and the other the 
F. L. Heyn Head Line of Steamers bed. Among his other 
bequests are £250 each to the Belfast Maternity Hospital 
and the Society for Providing Nurses for the Sick Poor of 
Belfast, £200 to the Samaritan Hospital, Belfast, and £100 
to the Belfast Hospital for Sick Children. 


: The Free State Dentists Bi‘l. 

In the Report stage of the Dentists Bill the Seanad 
accepted a Government amendment to add a section dealing 
with the position of any person who before the establish- 
ment of the board satisfied the responsible Minister, or 
after the establishment satisfied the board, that he fulfilled 
certain conditions, namely, that he was a citizen of the 
Saorstat on January Ist, 1928; that he was on December 
31st, 1921, not less than 21 years of age; that his prin- 
cipal means of livelihood during the whole period of 
seven years immediately preceding the passing of this Act 
was the practice of dentistry in the Saorstat; and that 
he was not guilty at any time of any crime or conduct 
which, if he had at that time been a registered dentist 
would have caused his removal from the register. Every 
person to whom the section applies shall, on passing either 
of the examinations in dentistry to be prescribed and held 


under this section, and on making the prescribed applica- 
tion, and paying the prescribed fees, be entitled to be 
registered. Two examinations will be held under this 
section, the first approximately five months, and the second 
approximately eleven months, from the passing of the Act. 


Local Autkorities (Officers and Emplovees) Bill. 

The Local Authorities (Officers and Employees) Bill, 
introduced by Mr. E. De Valera, was defeated in the Dail 
on the second reading by 76 to 47 votes. The Labour 
et | voted in the majority, with the Government, against 
the bill. 


Correspondence. 
HOLIDAYS FOR ORPHANS OF MEDICAL MEN. 
An Appeal. 

Sir,—The applications for assistance from the Royal 

Medical Benevolent Fund have in recent months been 
exceptionally numerous and urgent, and further sub- 
scriptions and donations will be, gratefully received at 
11, Chandos Street, Cavendish Square, London, W.1. 
_-A special plea which appears at this time of the year 
is for help for children. In co-operation with our Ladies’ 
Guild and other bodies the committee of this Fund is often 
able to secure admission of children of deceased medical 
practitioners to orphanages or schools where free education 
is given. 

nine the holidays provision must be made for these 
children, and when there are no friends, or no friends in 
a position to receive them, the difficulty is great. The 
committee does what is possible, but their efforts are much 
hampered by the lack of funds.—I am, etc., 


Tuomas Bartow, 
President. 


11, Chandos Street, W.1, July 23rd. 


TROPICAL AUSTRALIA. 

Sir,—Criticism of the views expressed by me on the 
problem of the colonization of tropical Australia by a 
white race continue to appear. Dr. J. F. C. Haslam, in 
addressing the Section of Tropical Diseases and Para- 
sitology, as reported in the Proceedings of the Royal 
Society of Medicine for April, 1928, made allusion to life 
assurance in the tropics, and expressed doubt respecting 
the conclusion reached by me. A communication was at 
once addressed to three of the leading life assurance 
companies in Melbourne, with the following result. The 


_Australian Mutual Provident Society, Australian Temper- 


ance and General Mutual Life Assurance Company, and 
the National Mutual Life Assurance Co., Ltd., impose no 
loading whatsoever on proponents for insurance by reason 
of their residence in tropical Australia. All of them impose 
loading of varying degree, according to circumstances, on 
those who intend to reside in Papua or the Australian 
mandated - territories, all of which are islands separated 
from the continent. 

Any reference to the official reports furnished by the 


Commonwealth Government respecting the mandated terri- - 


tories will show that there is good reason for loading is 
these cases. These islands contain a large native popula- 
tion heavily infected with some, but not with all, tropical 
diseases. The hygienic conditions in these extensive regions 
are’ in striking contrast to those in tropical Australia. 
The climates are not dissimilar, but in Australia there is 
practically no infected native population. My own opinion 
is thet if Australia did contain such a population the 
health conditions would be similar to those met with in 
other tropical countries. 

Criticisms of the view expressed will, no doubt, continue 
to appear, and I shall try and answer them to the best of 
my ability. May I, however, again state that the con- 
clusion reached has nothing to do with political considera- 
tions; it is based solely on the facts referred to in the 
vital statistics of tropical Australia, and on my personal 
experience of tropical Australia and of other tropical 
countries.—I am, etc., 


Melbourne, June 15th James W. Barretr. 
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CORRESPONDENCE. 


LIT 


THE PAPILLAE FOLIATAE AND CARCINOPHOBIA. 

Sir,—In your issue of July 7th (p. 13) Mr. C. Jennings 
Marshall, in the memorandum ‘‘ The papillae foliatae and 
carcinophobia,”’ gives some interesting information. I have 
recently had three such cases, all of which occurred in 
women at the menopause, and all of which were bilateral. 

Mr. Marshall divides them into two types—namely (1) 
where the papillae are in no way diseased but cause grave 
worry to the physically introspective patient; (2) where the 
papillae are oedematous and swollen, and cause pain. The 
latter he attributes to infection from an adjacent tooth 
or tonsillar crypt. 

In the most recent and pathologically affected of my 
cases I have been quite unable to find any site of infection. 
When the patient came to me all her teeth had been 
eXtracted many months previously, and she had been under 
treatment elsewhere for a ‘‘ painful tongue ”’ for nearly 
a year. On examination I found the papillae reddened, 
swollen, and painful, and the carcinophobia was so marked 
as to produce persistent insomnia. I emphatically assured 
her that she had no cancer. The result was spectacular. 
Not only did her general condition immediately improve, 
but the papillae themselves rapidly returned to the normal 
non-pathological state. 

The patient gratefully attributes the rapid cure to the 
magical properties possessed by the ‘ bottle.’”? In reality 
the magic was contained in the statement (which Mr. 
Jennings Marshall claims to be the sole duty of the medical 
practitioner), ‘‘ You have no cancer.’’—I am, etc., 


M. Innes PraNenett, M.B., Ch.B. 
Castleford, July 14th. 


GASTRIC SECRETION OF NEUTRAL CHLORIDE. 
Sirn,—Dr. E. P. Poulton, in his letter of April 28th 
(p. 729), says the papers of Hansman, Day, and Clifton, 
and of Campbell, Baird, and Hern, had evidently been 
-missed by Professor Hugh MacLean in his review of the 
literature. A copy of the Australian Medical Journal 
and a reprint containing the article were posted to 


* Professor MacLean in July, 1927, and I have verbal and 


written proof that the paper was read and discussed by 
members of the Medical Unit of St. Thomas’s Hospital ; 
therefore the failure of Professor MacLean and _ his 
colleagues to refer to our article in their papers in the 
Journal of Physiology of March 30th, 1228, in which essen- 
tially the same conclusions are drawn as expressed by us, 
needs some other explanation. I felt this oversight to 
give the usuai recognition of priority somewhat keenly, as 
1 worked in the Medical Unit of St. Thomas’s Hospital 
for nearly two years, but up to the time I left, over four 
years ago, there had been no mention of any proposed 
work on gastric chlorides, nor did I know that any such 
work was in progress till after our article was published.— 
I an, etc., 


Sydney, New South Wales, June 17th, F. S. Hansman. 


IMMUNIZATION IN SCHOOLS. 

Sir,—In the latest issue of the Journal to hand (May 
19th, p.’ 881) I note that the medical officer of a well- 
known public school has successfully brought a civil suit 
against a parent who was dissatisfied with the treatment 
meted out to his son who sickened of scarlet fever during 
term. In our small community. at Hankow we have 
followed the instructions of the medical officer of health 
for Aberdeen (Dr. Kinloch) and have immunized most of 
the white children against diphtheria and scarlet fever— 
using the products of Messrs. Mulford, Lilly, and Parke 
Davis. Possibly by the time I see England again there 
may be an extension of the Public Health Act, whereby 
will be facilitated the prosecution of parents who send 
non-immunized and susceptible children to a public school, 
causing unnecessary danger and expense by spreading pre- 
ventible diseases. The s@ool in question has apparently 
no rule barring the admission of boys susceptibie to these 
diseases. When will one of the larger public schools take 
a lead in this matter?—I am, etc., 


Hankow, June 29th, - A. H. SKINNER, 


THE OPTICIAN AND THE MEDICAL PROFESSION. 

Sir,—A few months ago a schoolmistress brought a child 
to me and asked if I would prescribe the necessary drug 
to dilate the child’s eyes, as she was taking it to an optician 
in London to have spectacles fitted. I explained to her 
what ‘* covering ’? meant, and my inability to prescribe the 
drug. In the meanwhile she had apparently communi- 
cated with the optician again, and wrote me a letter 
requesting that I should do what was necessary, at the 
same time enclosing a letter from the optician. The latter 
in his letter to her stated: ‘‘ Most doctors know the drug 
required to dilate the eyes of a child, as for myself I am 
not allowed to write the simplest prescription.” It would 
be interesting to know if opticians make a practice of 
asking their customers to prevail upon doctors to prescribe 
mydriatics for their benefit.—I am, etc., 

Haddenham, Bucks, July 10th. T. W. S. Paterson. 


THE PROBLEM OF CANCER. 

_ $rr,—In his address on this subject, printed in your 
issue of July 7th (p. 1), Sir Lenthal Cheatle concludes by 
saying: ‘‘ The answer to this question can be only, that 
the problem will never be solved completely until we know 
what life is.” 

One thing we do know—it is that the continuance of life 
and growth are due to fermentative activity, and it is 
very probable that a disturbance of the chemical reactions 
brought about by ferments is responsible for irregular 
growth. Nor should we lose sight of the fact that evolu- 
tionary processes are going on all the time. According to 


‘Ehrlich and others chemical evolution proceeds apace. 


New ferments are being formed even at tlie present time 
to deal with new conditions, and structure and arrange- 


‘ments are modified accordingly.' 


1 sometimes wonder, indeed, if cancer is not an attempt 
—so far a ghastly one—at the production of a new gland, 
for several observers have found evidence of enzyme 
activity in malignant cells.—I am, etc., 

Upholiand, nr. Wigan, July 10th. J. THomMson SHIRLAW. 


BATTERSEA (ANTIVIVISECTION) HOSPITAL. 

Sir,—It has been brought to the notice of the Research 
Defence Society that the action of Mr. J. F. Peart, 
F.R.C.S., in addressing the annual general meeting of 
the society on June 19th is being construed in certain 
quarters as if he had been called up by the society to 
explain his conduct while at the Antivivisection Hospital 
at Battersea. May I be permitted to state that Mr. 
Peart’s action was entirely voluntary and made in the 
interests of the public.—I am, etc., 


G. P. Crowpen, 
a Honorary Secretary, Research Defence Society. 


Obituary. 


We regret to record the death of Dr. Grorce BatstLue 
of Kendal on July ist, after a short illness, at the early 
age of 37. He received his medical education at the 
University of Edinburgh, graduating M.B., Ch.B. in 1917, 
and entered the Royal Navy, in which he held-a com- 
mission as surgeon lieutenant until 1920. After serving for 
the usual period as house-surgeon to Sir David Wallace in 
the Edinburgh Royal Infirmary, he commenced general 
practice in Kendal, and soon took an active interest in 
professional affairs. Two years ago he was elected honorary 
secretary of the Kendal Division of the British Medical 
Association, and at the time of his death he had been 
appointed a member of the Representative Body. Dr. 
Balsillie was, further, secretary to the Westmorland Cancer 
Commission and anaesthetist to the Westmorland County 
Hospital. He was a past-president of the Kendal Rotary 
Club and a Freemason, and as a member of the St. John’s 
Presbyterian Church, Kendal, served as an elder and as 
session clerk. A colleague writes: His death removes a 
public-spirited, conscientious, and capable practitioner who 
will be greatly missed. 


1 Mansell, Moulin: Bivlogy of Tumours 
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Dr. Kickuam Herrernan, who died at 
Killenaule, co. Tipperary, on July 15th, in his seventy- 
sixth year, was the son of Patrick Heffernan of Cuckoo 
Hill, Cahir, whose patronymic is an anglicized form of an 
old Gaelic name, and Catherine Kickham, of Knochelly 
‘Castle, Fethard, whose ancestors settled in Lreland under 
Cromwell’s regime. That they were speedily absorbed is 
shown by the fact that one of the family, Charles Kickham, 
the novelist and poet, narrowly escaped execution as a 
Fenian rebel in 1867. Dr. Heffernan, who was thus a 
typical example of the mixture of races which has produced 
the ‘‘men of Tipperary,’’ was educated at Clongowes 
Wood College, proceeding thence to his professional studies 
at the Catholic University, Dublin. He obtained the 
diplomas L.R.C.P.1., L.R.C.S.1. in 1874, and was subse- 
quently appointed to a resident post in the Mater Miseri- 
cordiae Hospital, Dublin. Later he spent some years at 
Jarrow-on-Tyne before returning to. commence practice 
in the county of his birth, where he was for a period 
medical officer of health for Killenaule. Dr. Heffernan 
held office as a justice of the peace for the county, and 
was for long a well-known member of the Tipperary Hunt. 
He is survived by his widow, one son, and one daughter. 
One of his sons was killed during the war while serving as 
an officer in France. 


We regret to announce the death of Dr. Ecaurs Storry~ 


Morynevx of Leamington, which occurred on July 16th 
as the result of septic poisoning contracted in the per- 
formance of an operation in a case of gas gangfene at the 
Warneford Hospital, to which he gave his services as 
honorary surgeon. He was the eldest son of the Rev. F. F. 
Molyneux, rector of Martyr Worthy, and was born in 1880. 
He received his medical education at the London Hospital, 
where, after obtaining the diplomas M.R.C.S. and L.R.C-P. 
in 1905, he subsequently became assistant demonstrator in 
physiology and clinical assistant in the aural and skin 
departments. He was afterwards senior house-surgeon for 
a period at the Royal Surrey Hospital, Guildford. During 
the war he held a commission as captain in the Royal Army 
Medical Corps, serving as a surgical specialist at Bourne- 
mouth and with a casualty clearing station in France. He 
was also, at one time, honorary surgeon to the British War 
Hospital, Wimereux. Dr. Molyneux was a well-known per- 
sonality in the medical profession in the Midlands, where 
he was held in high esteem as a surgeon and radiologist. 
He took a keen interest in professional affairs; he was a 
Fellow of the Royal Society of Medicine, a member of the 
British Medical Association, and of the Leamington Medical 
Society, and the author of a number of contributions to 
medical journals, mainly on the use of radium. His chosen 
sport was fox hunting, and he was widely known as a keen 
and straight rider to hounds. His funeral, which was 
attended by a large number of his medical colleagues, was 
led by his favourite hunter, saddled and bearing his pink 
coat and top-boots. 


Che Services. 


INDIAN CANDIDATES FOR THE T.M:S. 
Certificates of Age and Nationality. 
New rules governing the issue of certificates of age and 
nationality to natives of India who are candidates for per- 
manent appointment to the Indian Medical Service have been 


published by the Government of India in an army department 
notification (No. 864), dated June 16th. 


It is provided that certificates will require the signature of the 
secretary to the Government of a province, the commissioner of 
a division, or the highest political officer of an Indian State 
according to the area in which the family of a candidate resides. 
and it is to one or other of these officials that a candidate should. 
in the first instance, apply, stating his desire to obtain a com- 
mission in the Indian Medical Service. An inquiry will then be 
made by the magistrate of the district or politice! officer of the 
State in which the applicant’s family resides. These officers will 
interview candidates and other relevant witnesses regarding date 
and place of birth, and will scrutinize any documentary evidence 
available, such as horoscopes, family books, tradesmen’s account 
books showing entries relating to births, school records, and 
matriculation records. A full report of the inquiry, with copies 
of documents, eic., comments, and an expression of opinion, will 


be forwarded by the officer making it to the officer to whom the 
application was in the first instance addressed. 

t is provided that a duly certified extract from a register kept 
by a public official in British India will, where available, © 
accepted as sufficient proof of the date and place of birth. After 
the application of the new rules any declaration of age recorded in 
a formal and deliberate manner will be taken as_ conclusive 
evidence in disproof of the subsequent assertion by the same 
person that he is of a different age. 

Where the evidence produced by a candidate who is a British 
subject is satisfactory the competent official (secretary to a 
Government, commissioner of a division, or highest political officer 
in a native State) will issue the required certificate of birth and 
nationality; if the evidence is not satisfactory the certificate will 
be refused and the candidate will be unable to obtain admission 
to the Indian Medical Service. Where a candidate who is a 
subject of an Indian State satisfies the authorities regarding the 
date and place of his birth and his nationality the papers, with 
any bearing upon the nationality of his father, will be forwarded 
to the Government of India, who will consider whether a declara- 
tion of eligibility shall be issued. 

A certificate may be granted to the father or guardian of a 
candidate who has proceeded to England, provided that satisfactory 
evidence is produced, and that it is stated when the candidate 
went to England and where he has resided during his stay in that 
country. In the case of a Tamil of Ceylon the production of a 
certificate of age and nationality, sigiied by the secretary to the 
Government of Ceylon and similar to that demanded from natives 
of India, will be required. This certificate must show that evidence 
has been given that the candidate is the son or grandson of a 
person born in British India. 


Medico-Legal. 


RECKLESS CHARGES OF NEGLIGENCE. 

Tue Eastbourne County Court judge’s comments sufficiently 
describe the reckless allegations of negligence recently brought 
by Mrs. Grace Edith Hutt against Dr. Elfrida Coghill, medical 
attendant at the Eastbourne nec Maternity Home. The 
matters complained of occurred four years ago, but Dr. Coghill! 
waived her right to plead the Statute of Limitations because she 
naturally desired that the full facts should be investigated dy 
the court. The plaintiff was a patient of Dr. R. R. Pirrie. who 
sent her to the home in March, 1924, suffering from albuminuria 
of pregnancy. She was attended by Dr. Coghill, but her con- 
dition being grave, Dr. Pirrie was called in, and. after a con- 
sultation, he induced labour, a seven months child being born. 
Diet was the principal treatment, there being danger of* 
eclampsia, and the plaintiff’s life was saved. The child, how- 
ever, died. It was stated, in evidence, that the caer agees was 
below the normal, both physically and mentally. 

agreed that, but for the treatment they gave, the plaintiff herself 
would have died, it being a question of whose life should be 
saved—the mother’s or the child's. His Honour Judge Cann, 
in dismissing the action, praised the skill shown by the —s 
attendants. It became a question of saving either the life o 
the mother or possibly the life of her unborn baby, which 
would undoubtedly have been a puny weakling. The doctors, 
in the exercise of their discretion, most properly decided to save 
the life of the mother, and save it they did. The result of their 
exercising that discretion in saving the plaintiff's life had been 
that the most reckless charges had been brought which ought 
never to have been dreamed of. His Honour added that it was 
hardly necessary to say that the whole public had been grateful 
for the way in which the Maternity Home had been carried on 
and for the services rendered to the people who had occasion 


to use it. 2 


BOGUS DOCTOR SENTENCED FOR FRAUD. 

A “nature cure ”’ practitioner, William Patrick Faulkner, whose 
previous occupation was stated to have been that of a carpenter, 
was found guilty at Marylebone Police Court, before Mr. Bingley, 
on July 16th, of obtaining two sums of money by false preiences 
from Ernest Rose, another carpenter, with intent to defraud, and 
was sentenced to three months’ hard labour on each charge—six 
months in all. 

It was alleged at a previous hearing that the two men entered 
into parinership in premises at Praed Street, Paddington, in & 
“Nature cure establishment and sunray clinic,’’ Rose stating that 
Faulkner claimed to have qualified as a doctor of medicine at 
King’s College, London. Mr. Wallace, for the Director of Public 
Prosecutions, said that the charges against Faulkner related to 
£4, which he was alleged to have obtained from Rose to enable 
him to regisier his name with the General Medical Council, and 
to £8 8s., which Faulkner said he wanted for registering the 
premises with the London County Council. The prosecutor state 
that the accused signed the partnership agreement as ‘* William 
Patrick Faulkner, M.D.,” and that a brass door-plate on_ the 
Praed Street premises was inscribed : ‘‘ Doctors Faulkner and Rose, 
Nature-Cure Practitioners and Manipulative Surgeons.” 

Evidence was given that the clinic was open for eight weeks or 
so, and that about ten people were treated by, according to 
Rose, Faulkner. Rose, answering Mr. Bingley, stated that hardly 


any of the persons treated paid. It was disclosed, in the course 


oth doctors © 
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of the second day’s hearing, that Faulkner had, on a previous 
occasion, been fined £20 and ordered to pay ten guineas costs for 
falsely describing himself as a_ registered medical practitioner. 
The accused, giving evidence, said that he was a member of the 
“Nature Cure Practitioners’ Association.” 

Mr. Wallace remarked upon the — of sun-ray treatment by 
a “a. 3 one patient, he said, who paid the prisoner £6 
and was treated on two or three or more occasions, was finally sent 
to hospital, and found to be suffering from appendicitis. If she had 
gone on attending the clinic much longer, he added, she would 
probably have ceased to require any treatment at all. 


Medical Notes in Parliament. 


{From oun PARLIAMENTARY CORRESPONDENT. ] 


In the House of Commons this week the Finance Bill, the 
Companies Bill, and the Registration (Births, Deaths, and 
Marriages) Bill were read a third time, and unemployment, 
particularly in the mining industry, was discussed. A vote of 
censure moved against the Government on this subject by the 
Labour party was defeated. The House of Lords advanced a 
number of Government bills, including the Reorganization of 
Offices (Scotland) Bill, which passed through Committee; the 
Food and Drugs (Adulteration) Bill and the Shops (Hours cf 
Closing) Bill, which were read a third time and passed; the 
Marriage (Prohibited Degrees of Relationship) Bill, which 
amends the law relating to the marriage of persons with a 
nephew or niece by marriage, was read a second time, as also 
was the Rating and Valuation (Apportionment) Bill. With 
regard to the last-named bill Earl Beavcuamp regretted that 
the measure proposed no relief to hospitals. 


Finance Bill: Allowance for Earned Incomes, 

During the Report stage of the Finance Bill, in the House of 
Commons, on July 23rd, Mr. Lees-Smrrm moved a new clause 
providing that the allowance for earned incomes should be 
increased from one-sixth to one-fifth, Mr. Gmuerr in seconding 
the new clause, said a man who had qualified as a doctor might 
have been given very little beyond that qualification by his 
father, and might have little capital. A man in private practice, 
making his £1,000 a year, might have hardly any capital. A 
larger allowance in respect. to income tax should be made to such 
aman than to a man in a similar position who drew his income 
from investments or accumulated wealth, which he might have 
inherited, Mr. A. M. Samust said that although the Chancellor 
of. the Exchequer would like to grant the concession he was not in 
a position to do so. It would cost £2,700,000 a year, and they 
could not spare the money, The new clause was rejected by 
240 votes to 114. 


Scicntific Cinematograph Films: Excmption from Duty. 

On the Report stage of the Finance Bill, in the House of 
Commons, on July 23rd, Captain Fraser moved a new clause 
providing that the Customs duties imposed on negative and 
pesitive cinematograph films should cease to be payable in the 
case of a film certified by the Royal Society of London to be 
solely an illustration of scientific investigation bor exhibition before 
members of a recognized scientific body, and imported only for the 
purpose of such exhibition free of charge. Captain Fraser said 
that great developments had taken place in the technique of the 
use of films as a record and illustration of scientific research. He 
was happy to say that by the instructions of the Chancellor of 
the Exchequer conversations had taken place with the Customs 
officials which led him Fraser) to suppose that this 
clause could be worked by them if the House waked to pass it. 
The Royal Society would undertake the liability which it was 
suggested it should be asked to undertake, 

Mr. Crawrurp, in seconding, said that such a concession would 
ive a tremendous stimulus to the preparation of scientific films 
or use in medical and surgical cases. 

Mr. A. M. Samvet was glad to say that he could now accept the 
clause. The Royal Society of London would certify, when required, 
that a film was an illustration of scientific investigation. That was 
a statement which the Customs officials could accept. He did not 
think that the loss to the revenue would be more than £200. 

The clause was read a second time and added to the bill. 


Infectious Discascs Notified in 1927-28.—Sir Woop, 
m July 23rd, told Mr. Lansbury that during the fifty-two weeks 
tnded June 30th last the cases of small-pox and other infectious 
Ciseases notified in England and Wales were as follows : Small-pox, 
13,526 cases; scarlet fever, $3,206; diphtheria, €0,668; enteric fever, 
3,667; pneumonia, 60,303; puerperal fever, 2,238; puerperal pyrexia, 
5,386; cerebro-spinal fever, ; acute poliomyelitis, 749; acute 
polio-encephalitis, 104; acute encephalitis lethargica, 1,452; typhus 
ever, 3; continued fever, 24; dysentery, 673; ophthalmia neo- 
hatorum, 5,492; erysipelas, 15,736. The figures for tuberculosis were 
hot given, as so many corrections were received to the weekly 
figures that the totals were not made up until after the end of 
the year. The figures include port sanitary districts, but not cases 
among non-civilians. 

Deaths from Lysol Poisoning.—Answering Sir Frank Meyer, on 
July 18th, Sir-W. Joynson-Hicks said there had been a consider- 
eble increase during recent years in the number of deaths from 
the taking of lysol. The Home Office had brought the relevant 


statistics to the notice of the Inter-Departmental Committee now 
considering the law relating to the sale of poisons. The pro- 
visional figures for deaths from lysol poisoning in 1927 were—by 
accident 13, by suicide 361. 

Allonal.—In a reply to Mr. Robert Young, on July 19th, Sir 
W. Joynson-Hicks said the Dangerous Drugs Act did not apply 
to “allonal,’’ which was the proprietary name given by a Swiss 
firm of manufacturing chemists to a derivative of barbituric acid. 
He was aware of the dangers entailed in its use, and had brought 
the question of the need of further restrictions before the Inter- 
Departmental Committee. 


Administration of the Lunacy Acts.—Mr. Cuampervain told Mr. 
Pethick-Lawrence, on July 19th, that he had arranged for the 
administrative recommendations of the Royal Commission on 
Lunacy to be borne constantly in mind in the day to day 
administration of the Lunacy Acts. These recommendations were 
followed so far as was practicable. The problem of the after- 
effects of encephalitis lethargica was under constant review. 
Under the Mental Deficiency Act passed last year it would be 
possible to deal with ceriain of the patients suffering from the 
effects of that disease who were not suitable either for lunatic 
asylums or Poor Law institutions. 


Deaths from Puerperal Causcs.—Sir W. Joynson-Hicxs informed 
Mr. Viant, on July 19th, that he had no power to make an order 
that an inquiry should be held im all cases where death had 
resulted from puerperal causes. The Minister of Health was 
arranging, with the concurrence of the British Medical Association, 
for maternal deaths to be investigated for scientific and public 
health purposes by competent medical officers in each area. These 
investigations would be considered by the Committee on Maternal 
Mortality which Mr. Chamberlain had recently appointed. 


Foot-and-Mouth Discase——Mr. Guinness has brought before the 
Foot-and-Mouth Disease Research Committee the suggestion of 
experiments in the feeding of pigs upon remnants of Argentine 
meat to determine the risk of infection with foot-and-mouth 
disease from this imported meat. Mr. Guinness states that while 
foot-and-mouth disease still prevails in Western Europe he is not 
repared to withdraw the prohibition against the import of 
meat.from the Continent. 


Voluntary Insurance.—Mr. Chamberlain told Major Carver that 
the possibility of widening the scope of voluntary insurance under 
the joint scheme of national health insurance and contributory 
pensions was still under consideration, but he had not yet found 
a satisfactory solution of the serious difficulties which any such 
proposal presented. 


War Pensioners in Mental Institutions —At the end of June 
6,292 patients in mental institutions were maintained by the 
Pensions Ministry, their disabilities being due to war service. 
Exchequer grants are made for the maintenance in mental insti- 
tutions of rather over 500 ex-service men whose condition was not 
due to war service. 


Vaccination and Nervous Diseases —Mr. CHAMBERLAIN, answering 
Mr. Rhys Davies on July 19th, said the report of the Committee 
on Vaccination would deal with cases reported to that Committee 
while in session where encephalitis and other diseases of the 
central nervous system had occurred within a short period after 
vaccination. The Ministry of Health had arranged to investigate 
similar cases which were brought to their notice. 


River Pollution by Artificial Silk Works.—Sir Kinestey Wodp 
stated, on July 24th, that the Minister of Health was aware of 
the pollution of the River Gipping caused by the effluent from 
the artificial silk works at Stowmarket. He had no confirmation 
of cases of illness or of poisoning of stock from pollution, but had 
received from the rural district council an application for consent 
to take proceedings against the company, and had directed a public 
inquiry to be held. 


Illness duc to Antimony Compounds in Lemonadc.—On July 24th 
Mr. W. Tuorne asked the Minister of Health if his attention had 
been called to a report by the Newcastle city analyst about the 
illness of at least fifty of the staff of one of the big shops in the 
city caused by antimony compounds contained in the lemonade 
which the assistants drank; if he was aware that the cause of the 
illness was in consequence of the enamel on the buckets which con- 
tained the made-up lemonade; and whether he intended taking any 
action in the matter. Sir Kiyestey Woop replied that the 
attention of the Minister of Health had been drawn to this case, 
and he understood that the facts were as stated in the question. 
The city medical officer of health was preparing a report on the 
occurrence, on receipt of which the Minister would consider what 
action, if any, could be taken. 


Notcs in Brief. 

Mr. Chamberlain announces that the inquiry into the projected 
erection of a tuberculosis centre at the Denmark Road corner of 
Oxford Road, Manchester, will be held before a medical officer and 
an architect on the staff of the Ministry of Health. 

There were 16,522 cows and heifers slaughtered in 1926 under 
the Tuberculosis Order (1925), and 16,708 in 1927. Mr. Guinness 
is satisfied that the Order is properly executed. 

The Geneva Protocol of 1925 prohibiting the use of poison gas in 
warfare has only been ratified by six States. The British Govern- 
ment is not prepared to ratify unless all the other signatories are 
ready to do the same. 

A firm in the West of Scotland recently used imported inedible 
hog grease, after refining, in the manufacture of hog lard. The 
stocks are under the embargo of the public health authorities and 
the Scottish Board of Health is considering the question of legal 
proceedings. 
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Mr. Chamberlain is unable to say whether, under his plans 
for the reform of local government, the registration of births and 
deaths will be severed from Poor Law administration. — 

The possibility of studying the effects of noise and vibration 
upon health and efficiency is receiving the consideration of the 
—— Fatigue Research Board, under the Medicat Research 

ouncil. 

Visits of inspectors to casual wards are not infrequently paid at 
night. Nearly all inspections are surprise visiis. 

he Under Secretary for the Colonies discussed the 1924 report 
on social hygiene with the Governor of the Straits Settlements and 
his advisers during his recent visit-to Malaya. The Governments 
concerned are proceeding on the lines recommended by the 
Committee, 2ad the situation shows some improvement. 
_ Lord Eustace Percy states that in addition to the women 
inspectors and women executive and clerical officers, the Board 
of Education staff includes a chief woman medical adviser, two 
women medical officers, and a woman administrative officer. 

The accommodation to be made available for the use of the 
Scottish Board of Health in Glasgow is under discussion with the 
Office of Works. 


Gnibersities and Colleges. 


UNIVERSITY OF OXFORD. 
AT a congregation held on July 21st the following medical degrees 
were confirmed : 


B.M.—W. H. Brown, O. A. Beadle, L. T. Ride, A. E. Porritt, E. R. 
Holiday, Alice D. K. Peters. 


UNIVERSITY OF CAMBRIDGE, 


AT a congregation held on July 2lst the following medical 


degrees were conferred : 


M.B., B.Carr.—H. J. A. Simmons, J. K. Monro, T. R. Smith, M. C. 
‘Andrews, J. B. W. Roberton, E. G. Frewer. 

M.B.—V. C. J. Harris, D. N. R. Jones. : 

B.Cuir.—A. M. Roberts, E. G. Recordon, F. A. Richards, T. E. Lamech, 
A. M. Rhydderch, J. C. C. Poole, W. Smith, L. Chillito. 


UNIVERSITY OF LONDON. 
Ata meeting of the Senate of the University of London on July 18th 
the offer of the Duke of Connaught to transfer to the University 


the Duchess of Connaught Memorial Hostel was gratefully accepted. | 


A committee of management was appointed to manage it as a hall 

of residence for students of Luropean origin of the University, 
reference, if necessary, among such students being given to men 
rom Canada and the other Dominions. 

Dr. Robert Donaldson has been yee as from August Ist, 
to the Sir William Dunn Chair of Pathology, tenable at Guy’s 
Hospital Medical School. 

Mr, 8. J. Cowell has been appointed, as from September Ist, 
to the University Chair of Dietetics, tenable at St. Thomas’s 
Hospital Medical School. e 

Dr. H. D. Wright has been appointed, as from October Ist, 
to the University Readership in Bacteriology, tenable at University 
College Hospital Medical School. 

Dr. 8. L. Baker has been appointed, as from September Ist, 
to the University Readership in Morbid Anatomy and Histology, 
tenable at Middlesex Hospital Medical School. 3 

The title of Professor of Morbid Anatomy in the University was 
conferred on Dr. G. W. de P. Nicholson, in respect of the part-time 
post held by him at Guy’s Hospital Medical School. 

The title of Professor of .Bacteriology in the University was 
conferred on Mr. Alexander Fleming, M.B., I’.R.C.S., in respect of 
be  ‘teaeees post held by him at St. Mary’s Hospital Medical 

chool. 


In view of Mr. 8. A. Courtauld’s munificent gifts for the Institute - 


of Biochemistry and the medical school of the Middlesex Hospital, 
it was resolved that the title of the University Chair of Bio- 
chemistry, tenable at that medical school, should be changed to 
** Courtauld Chair of Biochemistry in the University of London.” 

Sir Holburt Waring has been appointed the representative of 
the University at the seventh centenary celebrations of the 
University of Toulouse, to be held in Pune, 1929, 

Dr. E. Graham Little, M.P., has been re-elected chairman of the 
Council for External Students, and Dr. John Fawcett elected 
chairman of the Committee of the Medical Members of the Senate. 
candidates have been approved at the examinations 

ndicated: 


M.D.—Branch I, Medicine: Margery G. Blackie, F. R. Fletcher, 
F. H. K. Green, B. H. Jones, J. W. Joule, R. A. E. Klaber 
G. L. 8S. Kohnstam, P. H. O'Donovan, N. K. Sahiar, I. H. Stevens’ 
Branch IT, Pathology: Cicely Weatherall. Branch III, Psycho- 
logical Medicine: N. Moulson. Branch IV, Midwifery and Diseases 
of Women: J. J. R. Robinson, 8. J. Scurlock, A. J. Wrigley 
(University Medal). Branch V, State Medicine: W. G. Booth. 
ey VI, Tropical Medicine: P. C. C. Garnham (University 

al). 

M8&.—Branch I, Surgery: Geraldine M. Barry, H. C. Edwards 
G. Steele. 

IPLOMA IN BACTERIOLOGY (London Se of Hygiene and 

Medicine).—M. A. El-Hamid Gohar, K. V. Krishnan, RB ne 

LOMA IN PsyYcHOLOGY.—C * wling, Myra Hayton, E 
Miller, Ruby W. Mornan, Edith M. Nevill, Nora M, uM. O'Gonnan 
Leila G. Studman, Lucy E. M. W . (Part I only): Doris I. 
Huband, Sara Rey Alvarez, Ellen M. Walford. . 


LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE, 
Division of Tropical Medicine and Hygiene. — 


at the termination of the eighty-fourth session (March-July, 1928)~ 


*C. N. Griffin (winner of Duncan medal), *M. C. Cairney, *G. L. Chadha, 
*C. D. Newman, *A. N. Sharma, T. D. Ahmad, M. Broadbent. W. W. 
Cadbury, B. Chase, S. 8. Crosse, G. R. Cousar, L. D. Dennard, C. H. 
Devereux, J. P. M. Donnelly, N. M. Dotivala, A. Downing, A. W. 
Duncan, G. C. Edwards, W. H. Emsilie, H. A. Gilkes, I. S. Gupta, 
D. C. G. Hanlon, A. Halawani, I. S. Hilmy, M. Jafar, H. C. Johnson, 
H. F. Johnson, H. Kaitz, M. Keith-Thompson, J. N. Leitch, A. CG, 
Lovett-Campbell, K. R. Lundeberg, R. Macconald, L. J. McGregor, 
E. G. Morris, A. B. Price, A. C. Reed, E. L. Robert, J. Rodger, 
M. Srisvasti, H. C. Tait, J. D. S. Thomas, W. S. Thomas, A. G, 
Thomson, R. F. Tredre, M. K. Tucker, K. H. Uttley, K. Vernon, 
R. N. Walker, E. R. Wide. , 

* With distinction. 


UNIVERSITY OF EDINBURGH. 
A GRADUATION ceremontal took place in McEwan Hall on July 18th,” 
when the following medical degrees and diplomas were conferred . 


M.D.—1!|H. Bedingfield, {J. C. R. Buchanan, |J. J. B. Edmond, F. W. 
Gavin, iC. G. Gooding, J. Gray, !Muriel G. Henderson, ‘J. C. 
Hodgson, J. C. Macgown, J. D. P. M'Latchie, !G. W. Milroy, 
*J. W. T. Patterson, N. H. Smith, |A. J. Wilson. 

M.B., Cu.B.—K. A. Abayomi, J. A. Adams, W. A. D’A. Adamson, I. Aird, 
S. W. H. Askari, E. L. Bartleman, D. F. Baxter, H. C. Benson, K. 8. P, 
Blatchley, |G. I. H. Braine, Dorothy D. W. Brander, Jane P. H. G; 
Brown, J. 8S. Brown, |\J. Bruce, !!|A. M. Calder, |\J. C. Clark, C. W. 
Clarke, J. L. Cover, J. D. Crerar, J. J. Cruickshank, F. H. A. Ix 
Davidson, W. Davidson, D. B. Davies, R. H. Dawson, J. B. Dewar, 
J. R. Dogra, C. R. E. Downing, I. D. Easton, J. C. Edwards-Jones, 
E. L. Farquharson, D.I. C. Finlayson, J. A. C. Fleming, |'T. M’L. 
Galloway, E. G. Gibbs, Margaret D. Gillan, T. W. Gillespie, T. H. 
Gillison. Esmé M. Gilroy, A. Gordon, A. A. Gordon, A. Greenberg, 
H. G. Hanan, K. N. A. Herdman, L. R. Hetherington, |!. G. W. 
Hill, Alice E. Hodge, R. M‘K. Honey, J. L. M. Jeffares; A. J. Jones, 
H. M. King, D. F. Laing, C. R. D. Leeds, A. J. M Cutcheon, W. A, 
M‘Dowall, J. H. M’Elney, T. N. MacGregor, F. C. M'N. M'Ilwrick, 
P. D. M‘Kenna, D. E. Mackenzie, J. A. M'Lauchlan, A. D. Macleod, 
J. G. S. M'Queen, M. Macvicar, G. H. Marshall, B. Matheson, J. A. 
Melanson, W. Miller, T. A. H. Munro, C. P. M. Neethling, R. F. 
Ogilvie. A. RB. Oliver, A. S. Paterson, J. B. Patrick, L. B. Patrick, 
D. P. Pick, F. B. Piatt, D. B. Parves, B. Ram, E, B. Rayner, T. A. 
Redhead, A. D. Reid, G. J. Roberts, D. Robertson, J. D. Robertson, 
Christian A. Rogan, P. K. Shand, W. Shaw, A. F. S. Silver, - 
A. Simpson, J. Sinclair, G. P. Smith, J. Stevenson, R, T. Thin, R. 8. 
Thompson, |\I. M. Tod, Ta-Ming Tso, A. J. Vakil, R. H. Vartan, 
Vera M. Walker, S. L. Ward, M. H. Watthews, J. 8. Webster, A. H.° 
Weston, J. S. Westwater. ; 

DreLoma IN TROPICAL MEDICINE AND HYGIENE.—G. W. Gale. : 

Drptoma IN RapioLoGcy.—G. G. Allan, A. J. W. Allen, R. 8. MacHardy, 
W. J. Mowat, F. G. Stephens. 

The following fellowships, scholarships, prizes, etc., were 

presented : ‘ 

Cameron Prize in Practical Therapeutics: Dr. Constantine Levaditi, 
Pasteur Institute, Paris. Thesis Gold Medal: J. W.‘T. Patterson.” 
Ettles Scholarship and Leslie Gold Medal, Allan Fe!lowship in” 
Clinical Medicine and Clinical Surgery, and the Pattison Prize in 
Clinical Surgery: I. G. W. Hill. Gunning Victoria Jubilee Prize in 
Pathology: J. D.A.Gray. Milner Fothergi!l Medal in Therapeutics: 
J. G. M’Crie. :Freeland Barbour Fellowship: A Walker. 
M'Cosh Graduates and Medical Bursaries: A. S. Johnstone. 
Mouat Scholarship in the Practice of Physic: T. M’L. Galloway. 
Buchanan Scholarship in Midwifery and Gynaecology: T. N. 
MacGregor. James Scott Scholarship in Midwifery, Dorothy 
Gilfillan Memorial Prize, and Scottish Association for Medical 
Education of Women Prize: Vera M. Walker. Beaney Prize in 
Anatomy and Surgery: I. M. Tod. Conan Doyle Prize: R. MK. 
Honey. Annandale Gold Medal in Clinical Surgery: I. Aird. 
Murdoch Brown Silver Medal in Clinical Medicine: C. W. Clarke. 
Royal Victoria Hospital Tuberculosis Trust Gold Medal: J. B. 
Patrick. Wightman Prize in Chinica! Medicine: A. F. K. Clarkson, 
A. S. Paterson (equal). Sir Robert Jones Prize in Orthopaedic 
Surgery: Esmé M. Gilroy. Wellcome Medals and Prizes in the 
History of Medicine: W. A. Bain (gold medal), J. A. P. Cameron 
(siiver medal)... Cunningham Memorial Medal and Prize in 
Anatomy: T.H. Brown. Whiteside Bruce Bursary: J. A. Baty. 

* Awarded gold medal for thesis. ; Commended for thesis. . 
+ Highly commended for thesis. {| With honours. 


NATIONAL UNIVERSITY OF IRELAND. 

AT its meeting on July 13th the Senate had under consideration. 
the reports of the examiners on the results of the examinations, 
Summer, 1928, and awarded passes, honours, etc., in connexion 
therewith. : 

The Dr. Henry Hutchinson Stewart Literary Scholarship was 
awarded to Kathieen M. Douglas, University College, Dublin. - 

The Senate appointed Dr. Patrick Bennett as a delegate to 
represent the University at the centenary celebrations of the 
medical school of the University of Sheffield, and Dr. T, G. Garry 
to represent the University at the centenary celebrations of th 
Faculty of Medicine, Cairo. } 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH. 
A QUARTERLY meeting of the College was held on July 17th, when 
the President, Dr. Robert A. Fleming, was in the chair. Dr. Justina 
Wilson (London) was introduced and took her seat asa Fellow 


the College. 
Dr. GD. T, Kerr Cross (Natal), Dr. R. N. H. Newton (Edin- 


burgh), Dr. Thomas Ferguson (Darlington), Major B. H. H. Neven- 


Spence, R.A.M.C., and Dr. R. D. Mackenzie (Edinburgh) were 
elected Fellows of the College. 


The following have successfully passed the school examination ) 
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MEDICAL NEWS. | 


| 


It was announced that Dr. Robert Dods Brown had been 
appointed Morison Lecturer for 1929. 

At an extraordinary meeting of the College held the same day it 
was decided to coufer the honorary Membership of the College 
upon Dr. Jobn Stewart Muir (Selkirk). 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH. 
AT a meeting of the Royal College of Surgeons of Edinburgh, held 
on July 19th, when Mr. Alexander Miles (President) was in ihe 
chair, the following 26 successful candidates, out of 81 entered, 
who passed the requisite examinations between March 26th ana 
3lst, were admitted Fellows: 


W. R. Angus, G. I. Boyd, H. C. Carter, H. S. Chhachhi, R. O. Davidson, 
N. J. Everard, E. 8, Freshman, F. C. Hunt, 8. Hunter, C. S. James, 
E. N. Jamieson, R. O. Jones, J. Kemyee, K. N. Kulshreshtha, 
A. Leigh, B. C. Mallys, W. G. Maclean, I. H. MacGillivray, 
C. M. Plumptre, G. E. J. A. Robinson, I. Rosin, A. J. Stout, 8. Strang, 
W. R. C. Stowe, Beatrice E. Turner, R. Watson. 


“The Ivison MacAdam Memorial Prize, consisting of bronze medal 
and set of books, has, after a oat examination in organic 
chemistry, been awarded to Mr. M. Goldfar. 


SOCIETY OF APOTHECARIES OF LONDON. 
Tue following candidates have passed in the subjects indicated: 


ScrGEry.—K. E. Clarke, K. G. Milad, H. Tenenbaum. 
MEDICINE.—M. K. Bryce, J. P. Collinson, N. Das, W. B. Hallums, A. H. 
- Hen: essey, E. P. Johnson, E, A. Lipkin, H. 8. Marks. 
FORENSIC MEDI(INE.—T. A. Barnabas, P. C, Basu, H. ©. Clifford- 
Smitb, J. P. Co'linton, H. H. Jackson, E. P, Johnson, A. A. 
IDW!IFERY.—'T. A. Karnabas, P. C. Basu, J. 8. 8. Bray, A. R. D’Abreu 
H. W. E. Dickey, N. H. Kettlewell, 5. Rahman~ 


The diploma of the Society has been granted to Messrs. P. C. 
Basu, M. K. Bryce, K. E. Clarke, W. B. Hallums, and H. 8. Marks. 


Medical Nelus. 


THE Medical Research Council announces that on behalf 
of the Rockefeller Foundation it has awarded five fellow- 
ships provided by the Foundation and tenable in the United 
States of America during the academic year 1928-29. The 
recipients are Mr. L. E. Bayliss, Ph.D.Cantab., Sharpey 
Scholar, University College, London; Dr. A. V. Neale, 
resident medical officer, Children’s Hospital, Birmingham ; 
Mr. F. J. Worsley Roughton, Ph.D.Cantab., lecturer in 
physico-chemical aspects of physiology, University of Cam- 
bridge; Dr. Dorothy S. Russell, research worker in the 
Baron Institute of Pathology, London Hospital; and Mr. A. 


_ Wormall, M.Sc.Leeds, lecturer in biochemistry, University 


of Leeds. ‘hese fellowships are awarded to graduates who 
have had some training in research work either in the 
primary sciences of medicine or iu clinical medicine or 
surgery, and who are likely to profit by a period of work at 
a university or other chosen centre in America before taking 
— for higher teaching or research in the British 
sles, 

THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that a special course ia diseases of 
the chest will begin on Monday, July 30th, for one week at 
the Brompton Hospital. From August 6th to September Ist 
clinical and cystoscopic demonstrations will be given by the 
staff at the All Saints’ Hospital on Mondays, Wednesdays, 
Thursdays, and Saturdays; those enrolling should apply to 
the hospital for particulars as to the times of operations. 
There will be a two weeks’ course, under Dr. Pritchard’s 
direction, at the Infants Hospital from August 13th to 25th; 
visits will be made to other baby welfare centres. ‘he staff 
at St. Mary’s Hospital will undertake an all-day “refresher ”’ 
course from August 27th to September 8th, consisting of 
demonstrations in all departments of medicine, surgery, and 
the specialties. Copies of syllabuses and information regard- 
ing the general course of the Fellowship may be obtained on 
application to the Secretary, 1 Wimpole Street, W.1. . 

AT a meeting of the Central Midwives Board for England 
and Wales on July 12th a letter from the Ministry of Health 
was read announcing the Minister’s approval of the new 
tuies for a period of eighteen months from June 30th last. 
Matters dealt. with by the Standing Committee included a 


: letter from the Departmental Committee on the Traiuving and 


Supply of Midwives, inviting the Board to give evidence before 
the committee, and asking whether the Board would be in 
& position to arrange for its representatives to give evidence 
early in October. It was agreed that the secretary be 
instructed to give evidence on behalf of the Board, and 
that the memorandum of his evidence be approved by the 
chairman of the Board. Sharoe Green Maternity Home, 
reston, was approved as a training school, and, subject to 
conditions, approval was also granted to Bramley Infirmary, 


Leeds. Approval as lecturer was granted to Dr. Annie 
Beattie, 


THE tenth annual meeting of the Mental Hospitals Associa- 
tion was held at the Guildhall, London, on July 18tb, with 
Sir William Hodgson, who was re-elected chairman for a 
further term, presiding. A resolution was carried urging th 
Minister of Health to introduce in the present Parliamen 
a bill dealing with the pressing matters arising out of the 
Rerort of the Royal Commission on Lunacy and Mental 
Disorder, Reference was made to the inadequacy of the 
existing accommodation in mental hospitals, and to the fact 
that there is little or no room for the large class of incipient 
cases, which were still untreated except to a limited extent, 
It was stated that without additional parliamentary powers 
little could be done. Several speakers called attention to 
the problems arising from the after-effects of encephalitis 
lethargica, reference being made to the recent Ministry of 
Health report on this subject, which was discussed in these 
columns on June 30th (p. 1123). The opinion was expressed 
by several speakers that few cases of encephalilis escaped 
without permanent damage in later years, and that unless 
a cure were found the patients would be permanently on 
their bands. 

AN inquiry is being instituted by the Dental Surgeon into 
deaths under general anaesthetics by means of a questionary 
circulated among its readers with the issue of July 21st. An 
editorial article in the same number explains that this step 
has been taken in view of the wide difference of opinion 
which still seems to exist regarding the best anaesthetics for 
dental purposes. It is hoped to collect a mass of details as 
to the anaesthetics usually employed and their comparative 
safety for dental operations, and also as to the health of 
patients and particulars of “-” special preparatory treatment 
they may have undergone. The results, after collation and 
classification, will be issued in a suitable form; publication 
will be confined to details of medical and physiological 
interest, and no names will be given. To make the inquiry 
successful by including within this survey every possible case 
of death under anaesthesia, the co-operation of all members 
of the inedical and dental professions who are in possession 
of details regarding such cases is invited. 

THE conference of port sanitary authorities at the Royal 
Sanitary Institute Congress at Plymouth on July 19th 
unanimously adopted a resolution ‘‘ That the council of the 
institute be recommended to direct the attention of the 
Government to the desirability of the care of the health of 
the men of the merchant service being placed in the charge 
of the Ministry of Health.’’ The resolution was proposed by 
Ficet Surgeon W. E. Home, who was the author of a letter 
on this subject published in the Journal last week (p. 150), 
and seconded by Alderman F. Askew, chairman of the Hull 
and Goole Port Sanitary Authority. 


AT a joint council meeting of the People’s League of Health, 
held on July 12th, it was decided to ask the Minister of 
Health to receive a deputation from the medical council of 
the league upon the need for the control and diminution 
of preventable noises in streets. The following have been 
asked to form the deputation: Sir E. Farqubar Buzzard, 
Sir Maurice Craig, Sir Robert Armstrong-Jones, Sir James 
Purves-Stewart, Dr. A. F. Tredgold, Professor G. Robertson, 
M.D., and Dr, Thomas Beaton. 


AT a meeting of the Metropolitan Hospital Sunday Fund 
held at the Mansion House on July 20th it was announced 
that the total sum collected this year amounted to £81,500. — 


Dr. FRANK M. HUGHES of Walmer, Kent, has been awarded 
the Médaille d’Argent de lst classe de la Société Frangais de 
Sauvetage, Paris, with the diploma of honour, 


A FURTHER section of the Encyclopaedia of Industrial 
Health has been issued by the International Labour Office, 
the pamphlet comprising Brochures Nos. 109 to 114, and 
including the articles completing the publication of subjects 
coming under the letter ‘‘A.’’ For binding, therefore, the 
appropriate brochures under this letter may be extracted 
from the temporary covers in which they have appeared 
seriatim and grouped together. The whole of the Encyclo- 

aedia will be published also in volume form. Brochure 
No. 109, of the latest issue, surveys the question of accidents 
in industry and the human factor, while the subjects of the 
others are rarefied air, aldehydes, ashes, atropine, auramine, 
aurantia, aurine, azines, azobenzene, and azo-triphenyl- 
methane. Another new pamphlet contains Brochures Nos. 115 
to 122, dealing respectively with bahelite, barium (com- 
pounds of) and bark, benzine derivatives and benzidine, 
bismuth, blood and industrial poisonings, boatmen, bromine, 
and bronzing and bronze manufacture. 


A FOLDING CARD has been issued by the Cambridge Instru- 
ment Company Ltd. illustrating various installations of heat- 
ing and ventilating plants in public and private buildings, 
inclnding theatres, public offices, colleges, and Government 
buildings. A list of hospitals where such installations are 
in use is also given. 
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Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded: for publication 
are understood to be offered to the British Mepicat JournaL 
alone unless the contrary be stated. Correspondents who wish 
notice to. be taken of their communications should authenticate 

- them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their artieles published in the 
Barris Mevicat. Journa must communicate with the Financial 
Secretary and Business) Manager, British Medical Association 
House, vistock Square, W.C.1,. on receipt of proofs. 

7 Ali communications with reference to ADVERTISEMENTS, as well 
7 as orders for copies of the Journat, should be addressed to the 

Financial Secretary and Business Manager. ~ ia 

The TELEPHONE NUMBERS of the British Medical Association 
and the Bartrsn Mevicat Jourwat are MUSEUM 9861, 9862, 9868, 
and 9864 (internal exchange, four lines).. 

The TELEGRAPHIC ADDRESSES are: : 

EDITOR of the Brittsu Mepicat Journat, Aitiology Westcent, 


London, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
Advertisements, etc.), Articulate Westcent, London. 
DICAL SECRETARY, Medisecra Westcent, London. 


is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
i hone : 62550 of the Scottish Office, 
inbur, 


telegrams: A inte, 
Edinburgh ; telephone 24361 Edinburgh). ( °S ssociute, 


QUERIES AND ANSWER 
$b: 
ARSENTIOUS Watt. Patnt. 
*C. D." wishes to know the best way of dedling with the painted 
walls of a dwelling house, the paint of which has been found 
. to contain an appreciable quantity of arsenions oxide. The 
nt of the room has been found to be suffering with 
arsenical poisoning. Is there any preparation that could be 
plied. to neutralize the arsenic left in the underiying plaster 
r the paint has been removed ? At ia 


TREATMENT OF CHRONIC NASOPHARYNGEAL CATARRH. 

Dx. Jounxn Donan (Glasgow) writes: I find that the only radical 
treatment is curetting the nasopharynx. Change of climate is 
very important. The form due to atrophic rhinitis shows 
wonderful improvement after applying a vacuum electrode in 
each nostril from # high-frequency current. The spark gap 

_ should be the smallest. and the electrode of suitable size for 
comfortable introduction. Each sitting shonld last fifteen 
minutes, and benefit results even from one sitting. 


Corns. 
‘ Dr. A. L. Martyn (Crantock, Cornwall) writes in answer to 
i * A. A. A.’ (July 14th, p. 85): Corus, so-called, are the result of 
focal pressure... Examine well.the inside floor of the foot covering; 
- search for symptoms of flat-foot. Above all, soak the foot well 
in good soap and water realiy hot for twenty minutes, then, with 
._ & good razor, pare away all the horny matter, taking care to get 
out the core without any haemorrhage—a little practice will 
‘suffice to ensure this; pare as if preparing a microscopical 
pesues. Use powder in shoes or boots and avoid mended 
. HAEMOPHILIA AND DENTAL EXTRACTION. 
Mr.. A. W. Davies: (London,. W.1) writes: Your correspondent. 
“A, P. A.” (July 21st, p. 137) may be interested to hear of a 
procedure I have adopted with success in these cases. 
ebsoiutelty essential to scale the teeth as if they were to be 
retained, as weil as any other teeth in the head. Oral sepsis 
must. be combated with a suitable mouthwash. I have found 
none better than 1 drachm of tincb. iod. fort. to the pint of 
cent. carbolic acid. 
An excellent deodorant. The extractions should never be done 
“ander local anaesthesia, but always in bed or on an o erating 
le under general anaesthesia. Extractions should not be 
in the surgery. The effort of getting home has always 
pr disastrous in my practice, A suitable blood: coagulant is 
always administered. ‘The one which has proved itself superior 
‘m my hands is coaguien ciba; 15 c.em. of this: preparation is 
administered intramuscularly the noon of the day before the 


other 15 c.cm., one hour before the operation, in the buttocks, 
he alveolus should be levered awa 
‘very shatp, thin elevators, and the tooth then removed with as 
ittle trauma as possible. As the patient is under general anaes- 
a there is no point in hurrying. There is:‘no better plag for 
socket than the tooth removed from it; therefore, the extracted 
has the apical one-sixteeuth of an inch clipped off, the 
rough edges carefully rounded, and any readily available pulp 
removed. The pulp orifice is then sealed over with high-heat 
ia-percha, and any debris or periodontal membrane carefully 
femoved from the root. The tooth is then earefully boiled and 
in sterile normal saline. The patient. should be kept 

n bed for three days, using the same mouthwash as previously 
used. Ice may-be given to suck with advantage. The food 
should be entirely fluid. The case which proved most difficult: 


from the teeth with 


‘ 


Tt is. 


This also has the advantage of being | 


extractions; 15 c.cm. more are given the same night, and ‘ 


progressed favourably until the third day, when the patien 
opened the socket with some semi-solid food. If haemorrhage 
sets in further doses of coagulen are given—1l5 c.cm. every four 
hours. In critical cases intravenous injections may be given, 
but only with the most careful eye on the pulse; transfusion ig 
also to be tried. The prepared teeth may be put back into the 
sockets and splinted into place. Their subsequent removal 
requires great care, or haemorrhage will again occur. Molar 
with markedly divergent roots are cut down until they may be 
inserted without scraping the sides of the socket. Care ig 
required for a further week or so. Stimulants, exercise, and 
— foods should be avoided, and the bowels should be kept 
active. 

Dr. A. B. LEAKEY (Golders Green) writes: I have had great 
success with small doses (1x) of coagulen, t.d.s. for four to seven 
days before the operation. In one case, when I had no time 
for this, I gave a hypodermic injection a few minutes bef and 
used the coagulen orally after. 

Dr. &. G. PapapopouLos (London, W.2) advises the following 
paar Give 5 grams of coagulen (powder). dissolved in 

00 c.cm. of water daily for five days by the mouth, and on the 
sixth day inject hypodermically the contents of one tube of 
coagulen solution (20c.cm.). The patient will then be ready for 
the extraction. Any local bleeding can bé arrested by sprinkling 
alittle of the a on the bleeding sockets. Further injections 
can be given hypodermically at any time without fear of anaphy- 
laxis or other ill effects. 


Dr. E. BALDWIN and Mr. A. W.: Ruscoe (Golders Green) write 
to the same effect. 


Income Tax. 
Car Transactions. 
M. M.’’,bought a car in 1925, for £260, and was 
allowed for depreciation £30 for 1926-27 and £30 as from 1927-28. 
In May, 1928, he bought a new car for £270, receiving £100 for his 
old car. What claim can he make ? 

*,* As the purchase of the new car took place in the financial 
year 1928-29, it does not affect his liability for that year, The 
depreciation allowance will therefore be based on the old figures, 
and will amount to, say, £25. For the year 1929-30 his return 
will be affected in two ways: (1) he can deduct as a professional 
expense the obsolescence allowance due on the old car—that is, 
£250 —(£100+ £30+ £30+ £25) = £260— £185, that is, £75; and (2) the 
depreciation allowance due will be £270 at 15 per cent.=£41. 


LETTERS, NOTES, ETC. 


A DISCLAIMER, 
Drs. P. A. Liuoyp and R. C. B. Macrar wish to state thata 
laudatory letter which appeared in the Pembroke County and 


West Wales Guardian of July 13th was sent for publication - 


without their knowledge or consent. 


‘©THE FUTURE OF CRIME,”’ 

Over annotation headed “ Crime and the Criminal,” published om 
July 14th, has brought a protest from Mr. George Godwin, whose 
book, Cain,. or the Future of Crime, was discussed ‘therein. fe 
objects, among other things, to a comparison being drawn 
between a pamphlet on penal methods and aw essay upon the 
much wider subject of the nature of crime and the problem of 
the delinquent member of society. - In citing me,” he writes, 
‘as having suggested that in the future it will be a crime to be 
financially successful, your reviewer misrepresents me. There 
is no such suggestion in my little book. What I did write was 

that great wealth will, likely enough, be regarded as a trust, 
an idea as old as Christianity. Neither is it anywhere suggested 
in my book, as your reviewer would have your readers ‘under- 
stand, that leisure will be a crime of the future. To suiggest, 
as I did, that the parasite, poor or rich, will not be tolerated isa 


very different proposition.” 


A CHOCOLATE BICENTENARY. 
Messrs. J. 8. Fry AND Sons, the well-known sunontncintoraas 
chocolate and cocoa, are this year celebrating the 200 
anniversary of the establishment of their business, and it t& 
interesting to recall that the founder was a medical practitioner, 
Joseph Fry, a native of Wiltshire. An extensive practideTin 
Bristol did not satisfy his ambitions, and he embarked ou 4 
number of business ventures, including the small cocoa-ané 
chocolate shop which has expanded into the gigantic concern we 


0-day. 
the paper on “Kidnapping,” published on July 21st (p. 113, 
in the second cofumn, reference to the 
Indians of Peter Williamson as taking place in 1654, The d 
should, of course, have beeu. 1754. 


VACANCIES. 

Nortrricatrons of offices vacant in universities, medical colleg 
and of vacant resident and other appointments at hospitals, wi 
‘be found at pages 42, 43, 46, 47, and 48 of our advertisement 

d. locumtenencies at es and. 45. 
shart summary of posts notified in the advertisement 


columns appears in the Supplement at page 56. 
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UNSUCCESSFUL FORCEPS CASES. 


Obserbations 
UNSUCCESSFUL FORCEPS CASES: 
CAUSATION, MANAGEMENT, AND END-RESULTS.*. , 


DOUGLAS MILLER, M.D., F.R.C.S.Ep., 


Lecturer in Clinical Obstetrics and in Clinical Gynaecology, 
University of Edinburgh. 


Tue anxiety which follows the unsuccessful application of. 
forceps, the difficulty of determining how best to effect 


_ delivery whether the patient is kept in her own home or 


transferred to hospital, and the’ frequency with which life 
is lost or serious disability incurred combine to invest the 
** unsuccessful forceps case ’’? with special importance and 
make it a subject peculiarly suitable for discussion at a 
meeting of this kind. ‘ 
The contribution which I would make is based on the 
study of 558 cases. I am indebted to Professor Fletcher 
Shaw for placing at my disposal the records of 281 patients 
delivered in Manchester, and to Professor Hendry of. 
Glasgow for the details of a further 125 cases. The 
remaining 152 patients were delivered in the Edinburgh 
Royal Maternity Hospital. 


_Eriowoey. . 

An analysis of these cases shows that in 211, or in rather. 
more than one-third of the total number, the underlying 
cause of dystocia was disproportion, due for the most 
part to pelvic contraction, and in a small number to 
abnormal size of the child. The pelves were chiefly of 
the flat rachitic and generally contracted types, the former 
variety predominating, especially in the Glasgow series. In 
14 cases deformity of the pelvic outlet was encountered. 
In 6 cases a contraction ring of the uterus was an additional 
obstacle to delivery. 

The degree of disproportion varied within wide limits. 
In more than one-half the head was found to be still freely 
movable at the pelvic brim when the patient was admitted 
to hospital; in many disproportion was so extreme that 
even when the head was crushed much difficulty was 
experienced in its extraction. In other cases the head 
was engaging satisfactorily in the brim and would have 
descended normally to the pelvic cavity had assistance 
been withheld to allow of further moulding and of more 
complete dilatation of the birth passages. 

A posterior position of the occiput was found to be 
an almost equally common cause of difficulty, and was 
encountered on 161 occasions. Twenty-two additional cases 
in which this abnormality was associated with pelvic con- 
traction have been included in the category of the latter. 
In a few the malposition had been recognized as such, 
as a rule after moderate forceps traction had failed. For 
the most part, however, the cause of obstruction had not 
been appreciated, the delay in labour being commonly 
attributed to a contraction of the pelvis which did not 
exist. The frequency with which such an error in dia- 
gnosis causes difficulty emphasizes the importance of 
accurate orientation of the head as a preliminary to the 
application of forceps; in this connexion the ear is a more 
reliable guide than are sutures or fontanelles, and in 
doubtful cases should always be sought for. 

In the majority of these cases of occipito-posterior posi- 
tion it was found, on admission, that the head was deeply 
engaged, with the occiput either in the hollow of the sacrum 
or still obliquely posterior. In a considerable number, how- 
ever, the head was still high in the cavity or movable at 
the pelvic brim. Such cases in particular frequently showed 
severe bruising and laceration of the soft parts from 
slipping of the forceps. In many in which a high forceps 
operation had been attempted the cervix was only partially 
dilated, and was, as a rule, more or less seriously torn; 
in seven cases a tear in the cervix had extended upwards 
so as to involve the lower uterine segment. 


*A paper read in opening a discussion in the Section. of Obstetrics 
and Gynaecology of the Annual Meeting of the British Medical 
Association, Cardiff, 1928. : 


to hospital. 


- twins. 


A third group comprises cases, 151 in number, in which 
no abnormality of the pelvis was present, the child was of 


>} average size, and presentation and position were normal. 
It is possible that some of these were patients in whom 


an occipito-posterior position ‘had been present when 
forceps delivery was first attempted, rotation of the occiput 
to the front having occurred during the patient’s transit 
In a large number, however, no obvious 
explanation of. failure could be found, or it was apparent 
that anxiety to relieve suffering had prompted an attempt 
to assist’ delivery before sufficient dilatation of the soft 
passages and adequate head moulding made this practic- 
able. In many of these patients the first stage of labour. 
through premature rupture of membranes, rigidity of the 
cervix, or inéffective uterine contractions, ‘had been un- 
usually prolonged and difficult. We all ‘know how trying 
such casés may bée and how easily the anxiety or impor- 


.tunity of relatives may combine with mental and physical 
_ fatigue to unbalance judgement and invite unwise inte1- 


vention. 
As m-many cases of contracted pelvis and occipite- 
posterior position above referred to, so in this group 


‘intervention’ failed largely because it was premature. Of 


necéssity, serious ifjury to cervix and vagina was not 


‘infrequently entailed. 


Finally, in a fourth group in which forceps delivery 
was unsuccessfully attempted there fall to be catalogued 
12 face cases, 5 of them mento-posterior, 8 cases of brow 
presentation, 8 cases of hydrocephalus, 2 cases df breech 
presentation, 2 cases of shoulder presentation, 2 cases of 
ovarian tumour obstructing labour, and 1 case of locked 


TREATMENT. 

In a communication read at the Annual Meeting of the 

British Medical Association a year ago I discussed the 
diagnosis and outlined the general principles of treatment 
which should govern the management of the failed forceps 
case. To-day I would concern myself shortly with. the 
different methods of treatment which have been employed, 
and indicate what the results, immediate and remote, have 
been. : 
In general, treatment varied with the cause of failure 
and with such other conditions as the degree of dispro- 
portion, the presence and extent of injury to the birth 
passages, and the general condition of mother and child. 
Shock, consequent on “severe trauma and intensified by 
transport to hospital, often over long distances, was not 
infrequently a serious complication, and was a primary 
consideration in the treatment of many cases. On occasion 
it was so profound as to make the outlook one of the 
utmost gravity, irrespective of whatever method might be 
employed to effect delivery. 


Dystocia due to Disproportion. 

There were 211 such cases; in 139 of these the patients 
were primigravidae; where previous pregnancies had 
occurred a history of difficult labour was commonly 
‘obtained. The management of cases in this group was 
influenced largely by such factors as the degree of dis- 
proportion, whether or not there had already been an 
adequate test of labour, and the condition of the child. 
In approximately one-half of the total number the child 
was judged to be already dead or dying at the time of the 
patient’s admission to hospital. r 

In many cases it was apparent that, with further 
moulding of the head. such disproportion as was present 
could adequately be overcome by the natural forces. 
Reference to Table I will show that in 78 patients, in 
whom earlier intervention had failed, spontaneous delivery 
eventually occurred or was accomplished by low forceps. 
Further, in many cases in which craniotomy was employed 
spontaneous delivery would probably have occurred had 
not this operation been performed merely to facilitate the 
extraction of a child already dead. 

In other patients disproportion was so marked as to 
preclude any possibility of delivering the child alive by 
the natural passages. In such circumstances there arose 
the difficulty of deciding which of the two operations, 
Caesarean section or craniotomy, entailed the less serious 


risk. 
[3526] 
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Farquhar Murray has recently drawn attention to the 
difficulty and danger which craniotomy entails in the 


presence of serious disproportion, and has strongly urged 
more frequent resort to Caesarean section in such cases, 
even where there is undoubted infection and the chiid is 
dead. On the other hand, the statistics of Holland and 
Kerr and of Routh indicate clearly how much more grave 
is the prognosis where Caesarean section is done in the 
potentially septic than in the ‘ clean ’’ case, the mortality 
in the former varying from 10 to 34 per cent. 

In the series of cases now presented Caesarean section 
was performed on twelve occasions, with three maternal 
deaths and five stilibirths. While such material does not 
afford an adequate basis of comparison of the relative 
merits of the twe procedures, the trend cf medern 
obstetrical opinion is reflected in the comparstively small 
number of cases in which abdominal delivery was pre- 
ferred. In Edinburgh, however, the tendency in recent 
years has rather been tc increase the scope of Caesarean 
section, so as to avoid the extreme mechanical difficulty 
and severe trauma which may be associated with a high 
craniotomy for marked disproportion. 

It is significant that in neve of the three centres from 
which the cases under analvsis have been drawn was 
delivery in any ease effected by pubiotomy. 

Of the 29 maternn! ceaths in this group, 21 were due 
to puerperal sepsis, 3 to post-partum shock, 2 to post- 
partum haemorrhage, 2 to shock and collapse associated 
with rupture of the uterus, and 1 to pneumonia. 


TABLE [.—Analysis of 211 Cases of Dystocia due to Contracted Pelvis. 


No. of Maternal; F 
vo. 0 or atern ‘oetal 
Method of Delivery. Cases. | Dyingon | Deaths. | Deaths. 
' Admission. 
| 
Spontaneous 13 6 0 7 
Low forceps ons 65 15 3 27 
High forceps ooo 15 2 2 ll 
Version 8 1 2 6 
Craniotomy ... vei 98 82 20 98 
Caesarean section 12 3 2 5 
| 
Total .. | | 109 | 2 


Dystocia due to Occipito-posterior Position, 

There were 161 such cases, rather more than half of 
whom were primigravidae. This figure is exclusive of 
22 cases in which pelvic contraction was also present, but 
includes a large number in which incomplete dilatation of 
the cervix had contributed to dystocia. 

Tho treatment of cases in this group depended largely 
on the level in the pelvis which the head had reached, on 
whether or not the cervix was fully dilated, and on the 
condition of the child. In the majority of cases the 
patient was advanced in the second stage of labour with 
the head arrested on the pelvic floor. In such circum- 
stances an attempt was made, as a rule, to correct the 
malposition by manval rotation and thereafter to com- 
plete delivery with forceps. Occasionally the head was 
found to be impacted so firmly as to make manual rota- 
tion impossible; for the most part in such cases no hope 
could be entertained of the child being born alive, and 
craniotomy was performed; in a few, however, a living 
child was extracted face to pubes. 

Not infrequently it was found that the head was arrested 
in a posterior position at the inlet of the pelvis or upper 
part of the pelvic cavity. In approximately two-thirds of 
these cases manual rotation of the head, combined with 
external rotation of the body, was carried out. In those 
in which the os was found to be fully dilated this was 
generally followed by the immediate application of forceps 
and delivery completed; in others, in which the cervix was 

not completely effaced, further intervention had _neces- 
sarily to be withheld until a later stage in labour. In 
contrast to the previous delay the rapidity of progress 
after correction of the malposition was, as a rule, grati- 
fying, and in many cases almost dramatic; in a relatively 
large number, moreover, no additional assistance was 


Internal version was a method employed in eleven of 
these cases of high arrest. Although only three of the 
children were saved, it should be pointed out that the 
procedure was employed for the most part as a last resort, 
after other methods of delivery had failed, and was under- 
taken in preference orly to craniotomy, since the foetal 
heart could still be heard. 

Finally, Caesarean section was performed on three occa- 
sions; in two cases a rupture cf the lower uterine segment, 
which had extended upwards from a cervical tear, provided 
the indication for opening the abdomen; in the third case 
a marked contraction ring of the uterus made vaginal 
delivery impossible. All three of these patients recovered, 
and in one case the child was born alive. There were 
sixteen maternal deaths in this group, the causes being: 
sepsis, 11 cases; rupture of uterus, 4 cases; pneumonia, 
1 case. 


TABLE II.—Analysis of 161 Cases of Dystocia due to Occipito- 
Posterior Position. 


No. of Maternal | Foetal 
: 0. 0 or atern ‘oe 
Method of Delivery. Cases. Dying on Deaths. Deaths. 
Admission. 
Spontaneous 15 1 6 
Forceps 95 26 8 46 
Version ll 3 1 9 
- Craniotomy.... 37 28 6 37 
Caesarean section 3 1 0 2 
ses 161 62 16 100 


Dystocia due to Premature Application cf Forceps. 

There were 151 cases in this group. Where no cause 
for failure was found other than that forceps had been 
prematurely applied, treatment was governed by the extent 
to which labour had progressed and by the general condition 
of the mother and of the child. In the majority of these 
cases the patient was placed under the influence of 
morphine or of twilight sleep, and labour allowed to 
roceed until delivery occurred spontaneously or could be 
completed by a low forceps operation. Where the child was 
already dead or dying craniotomy was commonly performed 
to make easier its extraction. In two cases in this group 
a traumatic rupture of the uterus necessitated abdominal 
delivery. In a third case of rupture of the uterus forceps 
had apparently been applied outside the cervix; the patient 
was admitted in a condition of extreme collapse and died 
within a few minutes of her arrival in hospital. There 
were in this group 9 maternal deaths, 5 of which were 
due to sepsis, 2 to rupture of the uterus, 1 to post-partum 
shock, and 1 to pneumonia. 


TABLE III.—Analysis of 151 Cases of Dystocia due to Premature 


Application of Forceps. 
On Admission. 
No. of iMaternal| Foetal 
Method of Delivery.| Gases, | Incomplete |Children| Deaths. | Deaths. 
Dilatation | Dead or 
of Cervix. | Dying. 
Spontaneous... ... 47 20 8 1 15 
Forceps ; 715 41 24 6 37 
Version ig Se 9 6 3 1 7 
Craniotomy ... . 18 12 16 0 18 
Caesarean section ... 2 2 1 1 1 
Total ... oe 151 81 52 9 78 
END-RESULTS. 


The tragic loss of life, maternal and foetal, associated 
with different types of unsuccessful forceps cases has already 
been referred to in different parts of this paper. In all, 
54 patients died, a mortality of 10 per cent., and one which 
is scarcely exceeded by any of the major complications of 
pregnancy or labour. The individual causes of death were: 


sepsis 37, rupture of the uterus 8, post-partum haemor- 


required. 


rhage and shock 6, and pneumonia 3. 
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In addition, im 132 cases (23.6 per cent. of the total 
series) the puerperium was morbid according to the British 
Medical Association standard. Many of the patients 
recovered sufficiently to leave hospital only after exhausting 
weeks of fever. Including stillbirths and neo-natal deaths 
357 of the infants were lost—a mortality of 64 per cent. 

Such figures indicate only too clearly how anxious must 
be the prognosis where an injudicious use of forceps results 
in failure to effect delivery. The full significance of such 
failure lies, however, not only in the immediate grave risk 
to life which it involves, but also in the frequency with 
which crippling invalidism may follow as the result of 
infection or injury sustained. Few patients escaped 
without more or less serious laceration of the cervix, 
yagina, or pelvie floor; sloughing of the vaginal tissues 
with fistula formation occurred in several cases. Further, 
it will be appreciated that a primary repair was seldom 
feasible or suecessful. Many patients were perforce dis- 
charged only to face further weeks or months of ill health. 

So that the extent of subsequent disability might be 
determined it was decided to make a follow-up study cf 
such patients in this series as were delivered in the Edin- 
burgh Royal Maternity Hospital. In all, 116 patients were 
communicated with and asked to report at the hospital for 
examination. Of these, 18 did not respond or could not 
be traced. The end-results of 98 cases, however, are avail- 
able, and may be summarized as follows. 

In 24 cases, or roughly one-fifth of the total, the patient 
stated that her health had not in any way suffered, and 
pelvic examination revealed no abnormality of importance. 
The remaining 74, however, had all suffered varying degrees 
ef inconvenience, or discomfort, sometimes amounting to 
serious ill health; in almost all of these one feund stigmata 
of the ordeal through which they had passed. 

Laceration of the cervix, with or without downward dis- 
placement of the uterus, was the lesion most commonly 
encountered in this follow-up investigation. The frequency 
with which such an injury was found is of special impor- 
tance; in. the first place it emphasizes how commonly in 
unsuccessful foreeps cases of all types failure is the result 
of an attempt to complete delivery before the cervix is 
fully dilated, and therefore before the, patient has had the 
benefit of the second stage of labour. ‘The corollary is 
likewise apparent: injury to the cervix and to the upper 
supporting structures of the uterus must inevitably occur 
where forceps are applied before the cervix has fully 
retracted over the presenting part. 

Backward displacement of the uterus was present in a 
considerable number of cases. In a few the condition was 
unaccompanied by any other pelvic abnormality. In the 
majority, however, it was associated with subinvolution, 


with downward displacement, or with pelvic infection; of | 


itself the retroversion was probably of less importance than 
were the other conditions of which it was a complication. 

Pelvic infection, evidenced by chronic subinvolution, 
impaired mobility of the uterus, or by enlargement and 
abnormal sensitiveness of the uterine appendages, was 
found in approximately one-third of the cases examined. 
In greater or less degree it was met with in almost every 
case in which the puerperium had been febrile. These 
patients complained of symptoms varying from minor dis- 
comfort to more or less constant and ‘acute misery. In 
most, such relief as medical measures could offer had 
already been afforded, and for many the ordeal of a 
Major operation was the only alternative to continued 
ill health. 

Twenty-four patients of those who reported had been 
subjected to operation for disability resulting directly from 
the type of dystocia under consideration; in 10 cases a 
reparative procedure had been carried out for injury to 
cervix or pelvic floor; in 3 cases an operation for vesico- 
vaginal fistula had been performed; 4 patients had been 
curetted tor menorrhagia; in 6 cases hysterectomy or the 
removal of the uterine appendages had been called for. 
There had, in addition, been one operation for extra- 
uterine gestation. The majority of these patients now 
enjoy reasonably good health. 

In 19 patients of those who reported, subsequent preg- 
nancy had occurred; in 13 cases the pregnancy had pro- 
ceeded normally to successful delivery at term; in 5 patients 


abortion had occurred, and in one case the gestation had 
been extrauterine in type. 

For the rest, in whom after a reasonable interval con- 
ception had not occurred, many admitted that through 
apprehension of its dangers pregnancy was being avoided. 
There were others whose chief concern was that they had 
been denied the privilege of a second chance, and for whom 
the suffering and danger to life which they had been called 
on to face had meant less than the disappointment of an 
empty cot. 

Such, in brief, is a record of the consequences which may 
follow ill-timed or misdirected efforts to supplement or 
supplant Nature’s methods. To what extent the unsuc- 
cessful forceps case is the indirect outcome of inadequate 
undergraduate training, of insufficient co-operation between 
midwife, family doctor, and consultant, or of defective 
municipal or public health administration, is open to 
question. Of this broader aspect of etiology Professor 
Fletcher. Shaw has spoken. More directly it is manifest, 
that many of these disasters could have been prevented by 
ante-natal recognition of contraction of the pelvis, undue 
size of the child, or other abnormality. 

In its immediate causation the unsuccessful forceps case 
would appear to be, very largely, the outcome of non- 
observance of one of three elementary rules in-regard to 
forceps operation. First, that forceps should not be applied 
in the presence of marked disparity in relation to the head 
and pelvis, and rarely, if ever, when the head is still 
movable above the pelvic brim. The frequency with which 
it was found that forceps delivery had been attempted while 
the head was still unengaged would indicate that the 
difficulty and danger of the high forceps operation are not 
sufficiently appreciated. Secondly, that forceps should not 
be applied without aa exact knowledge of the position which 
the head occupies in the pelvis. The initial mistake in 
unsuccessful forceps cases is so frequently one of diagnosis 
that it would appear necessary to re-emphasize the wisdom 
of the time-honoured dictum ‘ chloroform and the whole 
hand ” as a preliminary to forceps application. The third 
essential is that the cervix should be completely effaced and 
retracted over the presenting part. Qn so elementary a 
proviso to the safe use of forceps one would hesitate to 
insist, were it not so frequently disregarded. 

To remove the stigma which to-day attaches to the 
practice of midwifery by giving effect to such recommenda- 
tions as various committees of inquiry have made may be 
an extravagant hope. To insist that forceps should not be 
applied unless on strict obstetrical indications may be a 

counsel of perfection. To save many lives which need not 
be lost and to relieve the burden of much avoidable suffer- 
ing by a greater discretion and care in the use of forceps 
—this, surely, is an ideal which we may reasonably cherish, 
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In this newspaper age, is there any citizen who has not been 
made aware of the unsatisfactory state-of obstetric practice 
in this country? Hardly a week passes without some 
reference in the lay press .to conferences on maternal 
mortality, to questions in Parliament on the same subject, 
or to the appointment of departmental committees—for 
example, ‘ to advise upon the application to maternal 
mortality and morbidity of the medical and surgieal know- 
ledge at present available.’’ Obstetrics is made to appear 
the Cinderella among the ashes, while her gorgeously 
arrayed sisters, Medicine and Surgery, go to the ball. 
Occasionally the dignified weekly or monthly reviews enter 
the lists. Not many weeks ago the Spectator’s champion; 
a well-equipped Cr usader, arraigned the General Medical 


* Read in a discussion in the Section of Obstetrics and Gynaecology ot 
the Annual Meeting of tht British Medical Association, Cardiff, 1928, 
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Council for the inadequate teaching of medical students, 
arraigned the streptococcus as the cause of puerperal fever, 
and then arraigned ‘‘ the busy doctor, the perturbed father, 
and the weary mother’? for ‘‘ meddlesome midwifery ” 
which introduced the streptococcus. His plea was for the 
extension of ante-natal supervision and treatment. 

Interest in this subject has permeated every home in the 
land. At a very important meeting in the Westminster 
Central Hall, London, on February 28th, 1628, attended 
by representatives from county nursing associations, infant 
welfare centres, and maternity and child welfare com- 
mittees, a message was read from our gracious Queen Mary 
that she ‘‘ viewed with grave concern the continued high 
rate of maternal mortality, and felt that a very real 
endeavour should be made to remove this reproach from 
the national life. The Queen trusts this may be achieved 
through the education of mothers themselves in the need 
for ante-natal care, through inquiry into the immediate 
causes of mortality in childbirth, and through a wider 
provision of first-class medical and midwifery service.’ 

The members of the medical profession need be under 
no misapprehension as to whom the public are being 
encouraged to hold responsible for the high maternal 
mortality and morbidity rates. At that Central Hall 
meeting, attended not only by the representatives I have 
referred to, but also by Sir George Newman and Dame 
Janet Campbell of the Ministry of Health, Lady Selborne 
is reported to have crystallized the feeling of many present 
in her statement that ‘‘ there is danger in the doctor.” 
This is almost the identical phrase used by that famous 
midwives’ champion of the eighteenth century, Mrs. Nihell, 
in her diatribes against the ‘‘ men-midwives”’ of that 
time, among whom were the illustrious Smellie and William 
Hunter. 

In the present discussion we are not concerned with any 
consideration as to how or by whom obstetric practico 
should be conducted. We are simply analysing a series of 
actual cases in which instrumental interference was un- 
successful. Dr. Miller has dealt with the actual records. 
My special duty is to consider how far these cases of 
unsuccessful instrumental intervention could have been 
prevented by more efficient ante-natal care. 


ContractEep PELvis. 

Dr. Miller’s figures show that in more than one-third of 
the cases there was disproportion between the presenting 
part and the pelvis. In only a very small number was this 
due to unusual size of the child. It is, of course, well 
known that the incidence of contracted pelvis varies in 
different districts; while the average in all three sets of 
figures is about 33 per cent., the incidence in the Glasgow 
series is actually 50 per cent., and an unusually large 
number of these are of the flat rachitic type. 

A very large number of these cases could be identified 
early in pregnancy. Need I refer here to the fact that 
many of these women have very striking evidence of 
skeletal deformity—namely, stunted growth, spinal curva- 
ture, sword-blade tibiae, etc.? I should like to mention 
specially the relationship between kyphotic spinal deformity 
and contracted pelvic outlet, and between lameness, where 
the weight of the body has been from childhood borne on 
one thigh, and unilateral pelvic deformity. I do not 
dispute the fact that gross deformity may accompany a 
ey pelvis, but skeletal irregularity should be a danger 
signal. 

While external pelvimetry—that is, the measurement 
of the interspinous, intercristal, and external conjugate 
diameters—only gives an estimate of the inside pelvic 
diameters, irregularities in the former emphasize the neces- 
sity for internal examination. The form of the pelvic 
outlet should always be examined. A sharp subpubic angle 
with the distance between the ischial tuberosities reduced, 


‘indicates contraction at the outlet; without such an exam- 


ination this abnormality might escape notice until late in 
labour, because in such a case the head often passes easily 
through the brim and is only arrested low in the pelvis. 

An examination of the diagonal conjugate diameter 
should always be attempted. There are many women in 
whom an attempt at this measurement per vaginam may 


‘be extremely difficult in the early months; an attempt 


+ 


during the seventh or eighth month, however, is usually 
successful owing to the increasing softness of the parts, 
Where the examination is still difficult then, a certain 
amount of assistance is got by asking the patient to “‘ bear 
down ”’ during the examination, thus relaxing the perineal 
muscles. I have heard both students and practitioners 
assert that they were greatly handicapped by short fingers, 
but I submit respectfully that there are few fingers too 
short to measure the diagonal conjugate in the case which 
is likely to cause difficulty. In the series of cases which 
I have investigated I found the estimated true conjugate 
to be 3} inches in 19 cases; 3 inches in 14 cases; 2} inches 
in 9 cases, and 24 inches in 2 cases. In four of them 
craniotomy was extremely difficult owing to the small size 
of the pelvis. In all of them internal pelvimetry should 
have been fairly easy. 

An estimation of the diagonal conjugate is not a com- 
plete examination of the interior of the pelvis. The examin. 
ing fingers should always sweep round the pelvic brim; 
in this way many cases of asymmetrical deformity will be 
identified. In particular, the generally contracted pelvis, 
where the true conjugate diameter may be normal while 
the transverse diameter is markedly diminished, can be 
identified. I shall refer later to the fact that such an 
examination should also identify fibromyomata or ovarian 
cysts likely to give rise to grave difficulty in labour. 

Towards the end of pregnancy there are other methods 
of identifying cases of contracted pelvis. A pendulous 
abdomen in a primigravida should always arouse suspicion, 
Again, in a primigravida the head should descend into the 
pelvic cavity during the last month. While the non-descent 
may be due to faulty presentation, neoplasm, or even 
placenta praevia, it is very often due to contracted pelvis, 
In forty-six cases of failed forceps in primigravidae in 
my series, the head was still free above the brim in twenty 
cases when the patient was admitted to hospital. ; 

Again, at this stage the best of all pelvimeters—namely, 
the foetal head—is available. The most convenient way of 
using this pelvimeter, in my experience, is the modification 
of Miiller’s method, so long advocated by Professor Munro 
Kerr. If there is the slightest doubt about any case, I 
should recommend most strongly that an examination by 
this method be made under an anaesthetic within the 
last month. I should like to point out here that while 
diagrams may show the fingers in the pelvis with the 
radial borders towards the foetal head, it was never in- 
tended that the complete examinatien should be made in 
this position. No one would ever make such an examina- 
tion except with the palmar surfaces of the fingers. It is 
not only the relationship of the head to the true conjugate 
which should be examined, but the engagement of the 
whole surface of the presenting part to each point of the 
pelvic brim. 

There is an essential difference in the examination and 
prognosis of a case of generally contracted pelvis as com- 
pared with a flat rachitic pelvis. In the latter the amount 
of space available in the lateral bays on each side of the 
promontory is of great importance. In a favourable case 
the head engages transversely and makes its way through 
the brim by the descent of the occipital end through one 
bay. In a generally contracted pelvis, however, the total 
area of the brim is small and the head can only pass 
through in extreme flexion. This extreme flexion makes 
traction with forceps difficult, as only an insecure hold is, 
obtained. 

One would hardly think it necessary to mention the fact 
that the history of previous labours in a case of contracted 
pelvis is most valuable. In spite of this I have investigated 
seven cases of failed forceps in which the only previous 
pregnancy had terminated in a difficult instrumental still- 
birth, two in which both previous pregnancies had termin- 
ated in instrumental stillbirths, and one where one previous 
labour had terminated in a craniotomy and the other in 
an instrumental stillbirth. There was still another case 
with a history of five previous difficult instrumental labours 
with two stillbirths. ; 

In discussing the value of ante-natal examination In 
contracted pelvis I have nct made any mention of x-ray 
examination of the pelvis. Absolute measurement by 
a rays is not of great value except in extreme cases, and; 
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there examination of the diagonal conjugate is_ relatively 
easy. In borderline cases the foetal head is the true 
pelvimeter, and even. its position at the brim before the 
_ onset of labour does not give any indication as to how it 
will mould or alter its position and relationship under the 
influence of uterine contractions. Munro Kerr’s method 
of pelvimetry gives a far more reliable prognosis. 


In the generally contracted pelvis I believe that there is — 


a field for gz-ray examination. In a recent publication 
Professor Martius of Géttingen has recommended a pro- 
jection method of pelvimetry for such cases.1 The patient 
is placed in a position resembling Fowler’s position, so as 
to bring the pelvic brim parallel to the table. Using a 
fixed focal length, and knowing the height of the pelvic 
brim above the photographic plate, it is possible to calcu- 
late the actual area of the pelvic brim. Professor Martius 
believes that a normal-sized foetus cannot come through 
such a pelvis when the area of the brim is less than 
70 or 80 square centimetres. 

In all this reference to contracted pelvis I have claimed 
that it is possible to foretell difficulty. Cases suitable 
for induction of labour may be identified from the thirty- 
sixth week onwards. When a patient with a known 
deformity is allowed to go on ‘to term it is advisable to 
have the patient admitted to hospital at the onset of 
labour, or at any rate to have her regarded from the 
beginning of labour as one in whom even Caesarean section 
may become necessary. The result of the labour will 
depend not only on the degree of disproportion, but also 
en the mouldability of the head and the strength of the 
uterine contractions. 

If the use of forceps is decided on, a most careful 
re-examination of the patient should be made after she 
has been anaesthetized—if necessary, with the hand in the 


vagina. In this way the position can be accurately dia- 
gnosed. If there seems likely to be great difficulty it 


is better to stop with this examination rather than to 
endanger the mother and damage the child by violent 
efforts at delivery. I have myself had the mortification 
of performing Caesarean section in a ‘ failed forceps ”’ 
case, and delivering a child with a fractured skull and 
both cheeks very badly torn by the forceps, 

In such cases the number of vaginal éxaminations should 
be kept to a minimum. Rectal examination can become, 
with practice, just as satisfactory and certainly less 
dangerous. We have all been warned how much graver 
becomes the prognosis in a Caesarean section case with each 
vaginal examination. 

In borderline cases of contracted pelvis my own pre- 
ference is to allow the patient a good long labour, and 
then, if progress is not satisfactory, to perform the lower 
uterine segment Caesarean section. The longer the patient 
has been in labour, within limits, the easier is the operation. 


OccIPITo-POsTERIOR Postrions. 


Dr. Miller’s analysis shows that occipito-posterior posi- . 


tions were present only slightly less frequently in the 
series of ‘‘ failed forceps.’’ In comparatively few of these 
eases had the abnormal position of the occiput been recog- 
nized before the application of forceps, and in very few 
had any attempt been made to correct the position before 
using them. In some it would appear that the traction 
merely accentuated the malpresentation. 

Careful ante-natal examination can usually identify 
occipito-posterior positions. There are some cases in which 
a particularly thick or specially sensitive abdominal wall 
does make such an examination difficult. The ease with 
which limbs are palpated in front and the easy identi- 
fication of the foetal chin are useful guides. Where 
palpation is difficult a couple of x-ray photographs, frontal 
and lateral, should give a complete diagnosis. 

There is some difference of opinion as to whether occipito- 

osterior positions can be corrected before the onset of 
abour. While many hospital workers have reported dis- 
appointing results in this direction, Dr. Haultain, two 
years ago, published a series of cases in which he secured 
permanent correction by the use of pads and a binder in 
87 per cent. of the primigravidae, and in 83 per cent. of 
the multiparae.?, Dr. Haultain stressed then the impor- 
tance of carrying out this correction in the last month 


of pregnancy, and particularly in cases where the head 


remained free above the brim. The successes originally 
reported by Dr. Buist, and by many who have followed 
him, should have gained more widespread employment of 
this method of correction. Even where no attempt has 
been made to correct an occipito-posterior position before 
the onset of labour, we must remember that certainly 
60 per cent., if not quite the 80 per cent. referred to in 
most textbooks, do rotate spontaneously. The important 
point is to recognize the association of this malposition 
with a protracted labour. 

When the abnormal position has not been recognized 
before, it should never escape notice when the patient is 
examined before the application of forceps. Even a very 
firm and extensive caput succedaneum should not obscure 
the diagnosis. When forceps are applied while the head is 
still in the occipito-posterior position, especially when it 
is high in the pelvis, they certainly do slip easily. 

Associated with this position of the vertex, as also in 
cases of contracted pelvis, there is often slow dilatation of 
the cervix. In 50 per cent. of my series of cases in which 
forceps had been unsuccessfully applied in occipito-posterior 
positions the cervix was still incompletely dilated when the 
patient was admitted to hospital. 


OrneR ABNORMAL PRESENTATIONS. 

Face and brow presentations do not occur until the 
onset, of labour, except under most unusual circumstances. 
While such abnormalities cannot, therefore, be identified 
during pregnancy, the conditions likely to give. rise to 
them may be. Of these the most important are bony 
deformity of the pelvis and obliquity, of the axis of the 
uterus. While both can be identified, the latter can often 
be effectively treated by the use of a binder. Unusual size 
of the foetus and hydramnios can both be identified before 
labour comes on, but such other causes as anencephaly, 
meningocele, and congenital goitre can hardly be 
diagnosed in advance. 

Transverse and oblique presentations should be identified 
before the onset of labour. They may be corrected in the 
cases where a lax abdominal wall is responsible. Where 
the cause is a contracted pelvis, a malformed uterus, or 
a neoplasm, the early recognition of the cause will allow 
arrangements for proper treatment to be made. 

While breech presentations hardly come within the scope 
of this paper, there are two cases in the series where 
forceps were unsuccessfully applied to an undiagnosed 
breech. At that stage careful examination should have 
made a diagnosis easy. In breech presentations, especially 
in primigravidae, the important point is to have version 
performed before the onset of labour. This presumes timely 
diagnosis by palpation, which may be difficult. In cases of 
this type g-ray examination is most helpful, not only in 
arriving at a diagnosis, but also in indicating in which 
direction the foetus should be turned. 


TuMoURs. 

Uterine and ovarian tumours appear only twice in our 
series of cases. They can almost always be identified before 
the onset of labour, and in fact are usually noticed at the 
first pelvic examination. Whenever such a diagnosis has 
been made the patient should be in some institution at the 
onset of labour, so that major surgical interference may 
be carried out without delay, should it become necessary. 


Fortat ABNORMALITIES. 

In eight cases of the series the difficulty was due to 
hydrocephalus. Among all foetal abnormalities this is 
probably the one most easily diagnosed before the onset of 
labour. The outline of the large soft head can generally 
be identified, except where it is obscured by hydramnios. 
When it has been recognized, perforation, after about a 
three-finger dilatation of the cervix is reached, may 
prevent an exhausting labour. 

General foetal dropsy is generally associated with some 
other abnormaiity, such as an abnormal presentation ; and 
the over-distension of the uterus should determine the 
patient’s transference to hospital. 

Foetal monsters often escape notice until.the actual 
appearance of dystocia, as the presenting part may be of 
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normal proportions and in normal position. The difficulty 
of diagnosing anencephaly and congenital goitre has already 
been referred to. 


Cases or INcoMPLETE DILATATION OF THE CERVIX. 

In discussing occipito-posterior positions I referred to 
the slow dilatation of the cervix in such cases. In my 
series of 68 cases of contracted pelvis in which forceps 
had been unsuccessfully applied, the cervix was still incom- 
pletely dilated in 33 of the cases when the patient was 
admitted to hospital. In two of this group the dilatation 
was of such slight degree that it was difficult to imagine 
how forceps could ever have been applied to the foetal 
head. In all these cases there was a definite cause for the 
delayed labour and the slow dilatation of the cervix, but 
in 151 of all the cases reviewed by Dr. Miller there was no 
evidence of any abnormality; yet forceps had been applied 
before the cervix was fully dilated. In the 34 cases which 
I contributed to this group one mother died from rupture 
of the uterus, five had a morbid puerperium, but the 
remainder had an uneventful recovery. There are prob- 
ably many of these women who will still require treatment 
in gynaecological wards, because traction through an 
undilated cervix causes not only tearing of the cervix, but 
also forced descent of the cervix with subsequent uterine 
prolapse. However, it is when we consider the results to 
the child that the picture is blackest. Of the 34 children 
15 were stillborn, and several of the survivors showed 
extensive bruising at birth. 

I think we must agree that the application of forceps 
before complete dilatation of the cervix is a most dangerous 
procedure; yet we see how often it appears to have been 
practised. Efficient ante-natal care should identify the 
cases where labour is likely to be protracted and dilatation 
slow, but it is only effective teaching which can prevent 
the too early application of forceps in normal cases. From 
my experience as a teacher I know that on questioning 
students there is hardly one who does not remember to 
state that the cervix must be fully dilated before forceps 
are applied. 

The point on which I think teachers and textbooks do 
not lay sufficient emphasis is that manual dilatation of the 
cervix is seldom justified, and, even when it is attempted, 
is very often incomplete. I have even been informed by 
a young graduate, negotiating for the admission of his 
“failed forceps’? case to hospital, that he had first 
used gentle traction with the forceps to secure dilatation 
of the cervix. The patient eventually delivered herself 
spontaneously, 


Conciusion, 

In estimating how far the cases of “ failed forceps ”’ 
could have been prevented by efficient ante-natal care, 
I have tried to show that almost all of the real abnor- 
malities could have been identified during the course of 
pregnancy, and particularly in the last month. There is 
only a very small group of foetal abnormalities of the 
developmental type which cannot be detected before the 
onset of labour. Ante-natal supervision, however, cannot 
prevent the too early application of forceps in normal 
cases. 

When abnormalities have been detected they may either 
be corrected before the onset of labour, as in occipito- 
posterior, breech, and transverse presentations, or sent to 
a hospital or similar institution where appropriate treat- 
ment can be carried out in the most favourable circum- 
stances at the correct stage in labour. 

It may be asked whether the ante-natal supervision to 
which I have referred can be efficiently carried out by the 
femily physician. In many cases it can, but there must 
always be a considerable proportion of cases in which 
accurate diagnosis of pelvic disproportion or abnormal 
presentation is difficult, even for the hospital physician 
with special training. He may require the help of « rays 
to establish his diagnosis. It would appear, therefore, 
that an efficient obstetric service would require well- 
equipped consultative ante-natal centres to which the 
cases presenting difficulties to the family physician can be 
referred. Again, work of this kind is far too responsible 
and difficult for midwives, and I believe that a midwife 


should not be authorized to undertake the care of any 
pregnant woman without provision being made for. the 


patient to be examined carefully by a medical practitioner | 


before labour is due, 
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In the last few years more and more attention has been 
focused upon maternity practice ; meetings of various bodivs 
outside the profession have discussed the subject, often with 
great ignorance of the facts, and necessarily, from the 
composition of these meetings, the blame for the preseat 
high mortality in childbirth has been thrown upon tio 
members of our profession. 

In the great majority of instances these charges are an 
injustice, and a slight knowledge of the facts would prevent 
them from being made; but in some directions obstetric 
practice leaves much to be desired, and it behoves us, as a 
profession, to take stock of our methods and see if it is not 
possible to raise the standard. It is for this reason only 
that we have brought forward this subject for discussion 
before a meeting composed largely of general practitioners. 
We have stated our views as members of the staffs of 
maternity hospitals, and we hope that general practitioners 
will fully state their views, and that the discussion wiil 
bear fruit. In similar discussions in the past it has often 
been stated that the consultant speaks only from his expe- 
rience of hospital work, and compares his own results in 
ideal circumstances with those of men who have to conduct 
their cases in circumstances far from ideal. The fact is 
overlooked that few consulting obstetricians reach the staff 
of their hospital without an extensive experience of mater- 
nity work in the very poor quarters of their cities, and 
therefore are fully alive to all these disadvantages. One 
advantage, and one only, had we over the general practi- 
tioner—we were doing obstetrical work only, and had no 
anxiety about other cases being neglected when we were 
engaged for a long period over one maternity case. If this 
is a factor in bad midwifery, and I feel sure it is one of the 
most important, it is better to face the facts and see if 
a remedy cannot be found. 

The aspect of maternity work we are considering to-day 
is one of the greatest blots on our obstetrical escutcheon. 
The figures given by Dr. Miller occurred in the practice of 
three large maternity hospitals, but these hospitals were 
chosen at random, and there is no doubt that equally 
convincing figures could be produced from every other 
maternity hospital in the country. The facts are there and 
are incontrovertible. Dr. Miller has shown the types of 
cases which result in forceps failure, and has analysed tue 
causes and discussed the diagnosis and treatment. He has 
also detailed the appalling results to mother and child, 
results which could have been avoided with a little more 
care and knowledge. 

One of the most striking figures in this series is the large 
number of craniotomies performed. In the last twenty 
years the number of Caesarean sections performed in each 
obstetrical unit has enormously increased, and the first 
thought on seeing these figures is that many of these 
children could have been saved by this operation. In con- 
sidering this alternative treatment we must remember in 
the first place that the majority of the children were dead 
or badly damaged when the patient was admitted to 
hospital, but a small number wero alive and were 
deliberately sacrificed to save the mother. 

Caesarean section performed upon a “ clean’”’ patient 
is now a safe operation with a very lew rsortality, but 
Caesarean section performed upon a patient after attempts 


* Read in a discussion in the Section of Obstetrics and Gynaecology of 
the Annual Meeting of the British Medical Association, Cardiff, 1928. 
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at forceps delivery is a very different matter, and is 
followed by a dreadfully high maternal mortality,. Eardley 
Holland! in 1921, in a collection of 3,374 cases from the 
large maternity hospitals of the British Isles, showed that 
the mortality in cases in which the operation was per- 
formed before the onset of labour was only 1.6 per cent., 
whereas in the cases in which it was performed after 
attempts at forceps delivery it had risen to 26 per cent. 
With the introduction of Caesarean section through the 
lower uterine segment and delivery of the placenta and 
cord through the cervix and vagina after closure of the 
uterine incision, as suggested by Munro Kerr, there is 
probably less risk of infection, and he has published a 
number of such cases safely delivered. It is too early to 
write dogmatically upon this, but this method does seem to 
give much greater safety from infection in “ suspect ”’ 
cases, and there is a growing appreciation of its value. 

Another factor which renders these cases more liable to 
sepsis is that many of the women are admitted with 
lacerations of the cervix and vagina produced by attempts 
to deliver them with forceps; in many others the patient 
is so shocked by the previous manipulation that an abdo- 
minal section is quite out of the question. 

In the majority of cases admitted after attempted 


delivery Caesarean section is out of the question, owing — 


to death of or damage to the foetus, definite infection of 
the mother, shock, or severe lacerations of the cervix or 
vagina; and in the small remaining group of suspect cases 
where none of these definite contraindications appear there 
is a justifiable difference of opinion. Some operators, and 
a growing number, will operate through a lower uterine 
incision with delivery of placenta and membranes by the 
vagina, whilst others consider the risk of sepsis too great 
even by this method. 

When the dangers of Caesarean section. were overcome 
and the operation leaped into popularity it was expected 
that the number of craniotomies would reach a vanishing 
point, but this is far from being the case. In 1906 in 
St. Mary’s Hospital, Manchester, the number of Caesarean 
sections was only four, whilst there were fifteen cranio- 
tomies; in 1925 the number of Caesarean sections had 
jumped to 132, but the craniotomies, instead of diminish- 
ing, had increased to thirty. Craniotomy, nowadays, is 
seldom performed except upon cases sent in after inter- 
vention, and these figures are a strong indictment upon 
one class of obstetrical practice. 

Pubiotomy is another operation which may be employed 
in this type of case, and a few operators do employ it, 
but it has many disadvantages and has never become 
popular. The only type of case in which it is useful is 
- one in Which the pelvis has a degree of contraction which 
just prevents extraction of the head, but which will just 
allow the head to pass after it has been widened by the 
comparatively small amount obtained by the operation. 
If this amount is miscalculated there is great danger of 
severe laceration of the soft tissues. 

Dr. Hendry has pointed out how most of these cases 
could have been avoided by detailed ante-natal care. 

What we have now to consider are the main causes 
underlying this state of affairs and the best method of 
removing these causes. There is little doubt that apathy 
is the main reason—the general failure of both the pro- 
fession and the laity to realize the risks of labour and that 
special knowledge is necessary for the skilful treatment 
of abnormal cases—and the crowding of obstetrical teach- 
ing into any part of the curriculum not already occupied 
by medicine and surgery. These faults are due as much 
to the apathy and ignorance of the lay public as to that of 
our profession, and it behoves us, in seeking a remedy, 
to stress the importance of the education of the laity. 

in the minds of the laity labour is a natural function— 
if it ends successfully it is no credit to the doctor or the 
nurse; if anything goes wrong then the attendants must 
he to blame. A practical outcome of this is the very smal] 
remuneration paid for attendance upon a maternity case. 
A doctor may attend a case for twenty-four or forty-eight 
hours, may be up one or two whole nights, may completely 
dislocate the whole work of his practice for some days, 
during which time he is worn out with anxiety for this 


- 


patient and the others he is neglecting, and yet when all - 


is ever he receives in remuneration less than he would 
for removing tonsils or any minor operation, and in credit 
very little beyond what is due to his pleasant and sympa- 
thetic manner, as he has only been observing a normal 
function. 

If anything abnormal arises he is expected to recognize 
it and treat it; the fact that he is a qualified medical man 
makes him, in the opinion of most of the laity, an expert 
obstetrician capable of tackling any obstetrical problem. 
If, in his modesty, he recognizes that the abnormality 
requires someone more experienced than himself, he feels 
this means a loss of prestige in the eyes of the patient 
and her friends and that he will be blamed for the extra 
expense incurred. 

Until the general public realizes the responsibility 
entailed by every maternity case, no matter how straight- 
forward, and the anxiety, dislocation of work, and broken 
rest which many cases involve, and until the general public 
realizes the skill and patience necessary for the conduct 
of the simplest labour—increased a hundredfold in ,cases of 
delay and difficulty—and is prepared to pay fees commen- 
surate with the time and anxiety involved, so long will the 
temptation remain to hasten delivery by every available 
means. 

This subject of fees applies to the nursing as well as 
to the medical profession, and it is most noticeable at 
examinations of the Central Midwives Board to find that 
all the better class of candidates are taking this diploma 
merely to help them to secure senior appointments and with 
no intention of practising midwifery. 

The fault, however, does not lie entirely with the lay 
public; we as a profession must take a considerable share 
of the blame for the state of affairs which can allow such 
a series of cases to be brought forward. In the past mid- 
wifery has not been taken sufficiently seriously. Until 1888 
it was not compulsory for a student to attend any cases of 
labour before qualifying, and even now it is necessary for 
him to spend only one month in a maternity hospital, 


whereas he must spend six months dressing in a surgical - 


ward. After that date he had to be signed up for twelve 
and later for twenty cases, but it was possible to attend 
these without seeing any abnormality, and so he entered 
practice without any realization, other than theory, of the 
serious difficulties to be encountered, and, never having 
seen obstetrical operations performed, could not realize that 
a trained obstetrician would perform these operations more 
skilfully and with much less risk to mother and child than 
he could do in his own bungling way. 

When we remember the haste with which we completed 
our twenty cases, the surroundings in which many had to 
reside while attending these, the fact that many students 
never saw a member of the honorary staff of the hospital, 
or even an abnormality treated by a resident, can we 
wonder that midwifery was looked upon as a bore and 
every case of labour as a nuisance which must be 
terminated as quickly as possible, and especially that the 
student should soon consider himself, as did his neigh- 
bours, as capable of conducting a complicated case as any 
specialist? The month’s residence in hospital which is now 
compulsory has improved this, and it must be impossible 
for any student to spend this time in hospital without 
seeing a considerable number of complications treated by 
the members of the medical staff; but this time should be 
extended. 

It is the proud boast of many men in practice that they 
have attended a certain number of thousands of labour 
cases and carried out all obstetrical operations, and there- 
fore know as much as, or more than, any young con- 
sultant, though they overlook the fact that the consultant 
will probably have more experience of difficult cases con- 
centrated into one year of hospital life than the practi- 
tioner can acquire in a lifetime, and, moreover, learns to 
perform these operations under men already skilled in 
performing them. 

It is a great pity that there is this feeling of antagonism 
to young consulting obstetricians; it does not apply to 
young surgeons or physicians or even to young gynaeco- 
logists, and it would be all to the advantage of a young 
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practitioner if he would call to his aid in midwifery diffi- 
culties a highly trained specialist who would show him how 
best to deal with the problem. 

The fact that the young graduate is not a specialist in 
obstetrics and has not had experience in performing all 
obstetrical operations is often laid as a charge against the 
competence of his obstetric teachers. In the past there 
was perhaps some truth in this, though the chief fault lay 
in the regulations which allowed the student to attend a 
certain number of cases without being in a maternity 
hospital and without coming in contact with the teachers; 
but that is altered now, and during the month’s residence 
there is every opportunity to hold classes, and although the 
irregularity of the admission of abnormal cases makes it 
impossible for the senior members of the staff to demon- 
strate the operative treatment in all cases, they can hold 
classes on the most important clinical subjects. 

There has been a great revival in clinical teaching in the 
last few years, and every large teaching maternity hospital 
endeavours to make the best use of its opportunities, and 
in the month at their disposal give each series of students 
a sound clinical foundation for their future work; but it 
must be emphasized that there are limits beyond which 
they cannot go, and even with more time at their disposal 
it is impossible to make every student a specialist, if for 
no other reason than that the number of abnormal cases 
admitted even to the largest maternity hospital would not 
provide sufficient material. If a graduate wishes to have 
special experience in operative obstetrical work he must be 
prepared to spend some time as a house-surgeon in a 
maternity hospital. 

In teaching clinical obstetrics special emphasis must be 
laid upon certain sections of the work, and if this is done 
the graduate of the future will be turned out capable of 
taking charge of normal cases, of recognizing abnormalities, 
and of treating the minor ones, and with a sound clinical 
foundation upon which to build with future experience. 
The following four points are of importance and require 
special emphasis. 


1. Ante-natal Work, 

More and more emphasis is now laid upon the importance 
of the constant supervision of the pregnant woman. If this 
is universally done the great majority of the cases of 
eclampsia will be eliminated, defects in the measurement 
of the pelvis will be detected and appropriate treatment 
undertaken, and defects in the position of the child recog- 
nized and rectified. If this had been universally carried 
out in these three cities one large group of cases—the con- 
tracted pelvis—would have been eliminated from our tables, 
and these women saved much mutilation and _ have 
acquired living children. 

It is almost unbelievable how little attention is given to 
this in some quarters. One of the chief reasons is the 
modern tendency of women of the working class to engage 
a midwife, who calls in a doctor only in cases of difficulty. 
This is the wrong way round; every pregnant woman 
should be under the care of a qualified medical practitioner, 
and if no abnormality is found the actual labour could be 
attended by a midwife. Even with this defect it is difficult 
to imagine the mentality of a man who applied forceps to 
a patient with a history of four previous confinements, 
two of which ended in craniotomy and two in Caesarean 
section; and yet such a case occurs in the list from my 
hospital. 

Even the health authorities in many centres hardly realize 
the special training required for the work, and appoint to 
the charge of their ante-natal clinics young newly qualified 
practitioners without previous experience in this work, 
and with little or no chance of acquiring it in the future, 
as they will not see any of these cases in labour and so learn 
from their own mistakes. 


2. Antisepsis. 

It is impossible to overstress the importance of this, and 
it is impossible to shut one’s eyes to the fact that with 
many practitioners this is of a most sketchy variety. 
I cannot help thinking that the almost universal use of 


strength to be really antiseptic they are hard upon the 
hands, and so the tendency is to use them in insufficient 
strength. 

If thorough antisepsis had been carried out there is no 
reason why these unsuccessful forceps cases should show a 
higher morbidity than other forceps cases in the hospital, 
but the figures quoted by Dr. Miller show these to have a 
much higher incidence than those treated primarily at the 
hospital. 


3. First Stage of Labour. 

In a straightforward case this is undoubtedly the most 
trying to all concerned. The patient and her friends 
naturally desire its curtailment, and use what influence 
they can upon the doctor to terminate it. This, no doubt, 
accounts for the large number of cases in our list in which 
forceps were applied before the cervix was dilated, the 
majority of which delivered themselves after time had been 
given in hospital for the cervix to dilate. These cases 
admitted after forceps failure possessed stout cervices 
which would not tear, but for each of these there must 
have been a large number in which delivery was accom- 
plished by tearing through the cervix. 

It is impossible for any practitioner to resist the impor- 
tunities of the patient and her friends unless he has a 
good clinical experience of this stage of labour, and can 
assure them that all will be well with a little patience. The 
old method of attending a certain number of cases gave no 
experience in this stage, but it is being emphasized more 
and more to-day. In my own opinion—and I think all 
teachers will agree with me—a student learns much more 
from attendance upon one case from the earliest part of the 
first stage to the completion of labour than upon a large 
number observed only at the end of the second stage. 


4. Importance of making a Definite Diagnosis before 

applying High Forceps. 

Forceps applied when the head is on the perineum often 
relieves the patient of much suffering, and with many 
practitioners this is frequently done with great benefit, but 
forceps applied while the head is at the brim should be a 
rare operation, much rarer chan it was in the past, as 
Caesarean section has removed a large group which other- 
wise would require this operation, and it should be 
performed much less frequently than it is. 

A rule should be made never to apply forceps with the 
head at the brim merely because of delay in labour; a 
definite diagnosis of the cause of delay should be made, 
and if the practitioner cannot make this diagnosis he should 
call in the help of one with more experience. 

Occipito-posterior positions are very difficult to diagiwse, 
and those with the greatest experience will acknowledge 
that they frequently fail to make this diagnosis until the 
cervix is sufficiently dilated to allow a hand to be passed 
through the external os and the ear of the child felt; this 
is an infallible method, and if only it had been carried out 
before applying forceps this very large group in our series 
would have been eliminated. The treatment of occipito- 
posterior cases is simple, as Dr. Miller has pointed out, 
if only they are recognized, but to apply forceps at 
the brim with the head in that position is to court 
disaster. 

If only the rule of making a definite diagnosis before 
applying forceps at the brim had been carried out practi- 
cally all the cases im our series would have been eliminated, 
and many other women, in whom delivery was accomplished, 
would have been saved from mutilation. With this rule 
faithfully observed forceps would not have been applied 
before full dilatation of the cervix, while cases with con- 
tracted pelves and occipito-posterior positions would have _ 
been recognized and easily treated. 

This is a subject which behoves us, as a profession, to 
study carefully; it has been brought forward in no spirit 
of carping criticism, but in the hope that a free discussion 
between so many of us interested in obstetrical work, but 
looking at it from many angles, will result in practical 
advancement. 


“REFERENCE. 


coal-tar derivatives has had a bad effect. Used in sufficient 


1 Journ. Obstet. and Gynaecol, Brit. Empire, vol. xxviii, p. 351. 
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RECENT ADVANCES IN THE DIAGNOSIS AND 
TREATMENT OF HUMAN HELMINTHIASIS.* 
BY 
CLAYTON LANE, M.D.Lonp., 
Lieutenant-Colonel I.M.S.(ret.). 


ApvaNcE is not necessarily synonymous with progress. 
Recent work in these directions has concerned itself 
largely with ankylostomiasis. 


DIAGNOSIS. 

Recent advances in diagnosis have been direct, the 
recognition of a parasite, or of part of it, just as it is 
recovered from man; subdirect, implying its deliberate 
development to some further stage before diagnosis is 
attempted ; indirect, the searching for evidence of man’s 
reaction to the parasite, or of damage which it has 
inflicted on him. 

Direct Drsenosts. 

Animals being nearly always classified on their adult 
structure, accurate identification of an adult helminth, 
usually macroscopic, involves accurate diagnosis. But the 
stage ordinarily available for this purpose is an immature 
one, and immature forms may be closely similar over large 
zoological groups. Moreover, too small a quantity of 
material may be examined. An accurate diagnosis by 
recognition of eggs in faeces can be made only if a female 
intestinal worm have a normal oviposition rate, if this rate 
he known, and if there be examined a fair faecal sample of 
sufficient size to display eggs with certainty when a single 
female is normally ovipositing. The normal oviposition 
rate can be ascertained by accurate determination of the 
number of eggs in the faeces and of the number of worms 
in the bowel contents. So reliable has worm detection 
been held that it has unhesitatingly been used to check— 
and to condemn—the accuracy of microscopic diagnosis by 
detection of eggs. The microscope has cruelly retaliated 
by finding fertile eggs when search of the bowel contents 
has revealed no male worms. The worm content of the 
bowel is no easy matter to determine; nor is the ovum 
content of the faeces. 

Egg counts have been used since 1885 for determining 
the oviposition rate of hookworms, and recently for deter- 
mining the accuracy of various counting and concentrative 
“diagnostic techniques and for establishing the degree of 
infection of a community. These uses are correlated yet 
distinct, and merit further consideration. 


The Accuracy of Concentrative Diagnostic Techniques. 

These techniques, after complete disintegration of the 
faecal conglomerate into its constituent particles, lead eggs 
in one direction and faecal matter proper in another. 
Camouflage through overlying by faecal particles being 
largely removed, many eggs can be collected in a small 
area for ready examination. The efficiency of any such 
concentrative technique can be settled only by the use 
of controls which determine the number of eggs which the 
amount of faeces it uses contains and the number which it 
collects for diagnosis. Many concentrative techniques 
have been devised and advocated, almost none have been 
controlled. The first attempt to control a diagnostic 
technique by egg counts was my own ten years ago (1918). 
It was also, apparently, the first deliberately instituted 
egg-counting method used in determining the degree of 
infection of members of a community. Another egg- 
counting control was described by myself in December, 
1922, a third by Stoll in January, 1923, designated by 
him “ the egg-counting method,” three others by myself 
(1924), and one by the Caldwells (1926). In testing the 
relative value of these I reasoned that the technique which, 
measured by egg counts, habitually delivered the largest 
number of eggs from the same evened material must be the 
most nearly accurate, and I showed that that position is 
held by a peculiar modification of the concentrative tech- 
nique named direct centrifugal floatationt (D.C.F.), the 


*Read in openirg a discussion in the Section of Tropical Medicine. 
of the Annual Meeting cf tne British Medicai Association, Cardiff, 1928 
t The spelling implies the floating principle applied to diagnosis. 


modification by which it is ‘‘ pushed to finality.’’ No 
criticism has shaken that proof. 

Using carefully controlled conditions, _D.C.F. pushed to 
finality has given me higher, more regular, and therefore 
more accurate counts than any other, and Stoll’s technique 
the most erratic and undependable counts of all. The 
accuracy of D.C.F. pushed to finality has been questioned 
by Stoll and Hausheer and by Seper. I conclude from 
careful study of the papers that disintegration of the faeces 
was inadequate; the former, for instance, rejected pontifi- 
cally (without evidence offered) the comminutor advised, 
an instrument which ovum counts have shown to be the 
most accurate at our present disposal, and obtained that 
type of ovum collection which is produced by inadequate 
disintegration of faeces. Any technique can be discredited 
by failure to disintegrate faeces completely. For the 
accuracy of. Stoll’s technique its author has offered no 
evidence, but maintains, against his own work, that it is 
accurate to within 10 per cent. It has been declared 
inaccurate by Hill, Maplestone, Sweet, Davis, Gordon, 
Chandler, and Soper—that is, by all who have reported 
on it independently, with the one exception contained in 
the report of Barnes and Russell from the Straits Settle- 
ments. They held it accurate for the inadequate reason 
that from it they obtained even results, yet their assis- 
tants could not do so. Evidence shows, then, conclusively 
that D.C.F. pushed to finality is the most nearly accurate 
counting or control method of which we have knowledge. 
It is, on present findings, obligatory where exact knowledge 
is required. In the grading of concentrative techniques 
such exact knowledge is completely essential. 

The same investigation has shown that every concentra- 
tive technique has its limit of effective concentration, 
that if it be used in too great concentration it becomes 
inefficient, first relatively, then absolutely. With due 
regard to this reservation and to the proper disintegration 
of the faeces, D.C.F. in the first adequate spin or centri- 
fuging and with rapid lift, using faeces from a lightly 
infected case not on a milk diet, has delivered over a con- 
siderable series of cases 80 per cent. of the ovum content 
as shown by the same method pushed to finality. The 
minima and maxima were 61 and 95. 


The Oviposition Rate of Hookworms. 

The minimum ovum content normal for hookworms is the 
oviposition rate of the female hookworm expressed as the 
number of eggs present in a unit of faeces. I have not 
found that this number habitually drops below about 30 per 
c.cm. when tested by D.C.F. pushed to finality, and have 
concluded that this is the number produced by a single 
female in normal oviposition. The estimates of others, 
obtained by comparing egg counts with worm counts, are: 
Lutz (1885) 42; Leichtenstern (1885) 47; Darling (1922) 
22; Stoll (1923) 40. Now D.C.F. uses 1 c.cm. of faeces, 
and 1 c.cm.' of faeces contains 30 eggs if a single female 
be normally ovipositing. Used diagnostically, D.C.F. will 
deliver of these normally 24 and perhaps 18. If these 
conditions are fulfilled and these facts are correct, only 
gross carelessness can avoid a certain diagnosis by D.C.F. 
The acceptance of a higher rate for ancylostome infection 
may or may not prove correct. It is, I believe, based at 
present on undependable considerations. 


The Degree of Infection of a Community. 

Knowledge on this point is usually required »s< a pre- 
liminary to a treatment campaign. To its individual ascer- 
tainment strong exception has been and is being expressed 
on the score of uncertainty and cost. Since D.C.F. recog- 
nizes the presence of a single healthy. female hockworm, 
the first objection fails. Expense consists largely of pay 
of personnel, which itself depends on the time taken to 
prepare and to examine specimens. The time of prepara- 
tion for a single specimen, mainly taken up with that com- 
plete disintegration which is absolutely and fundamentally 
essential, varies comparatively little with different methods ; 
but no concentrative technique, other than D.C.F., permits 
of mass methods; in it twelve specimens can be disinte- 
grated and centrifuged as rapidly as one. The time of 
microscopic examination varies roughly with the area to be 
covered; in Willis’s technique, so commonly employed, this 
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practitioner if he would call to his aid in midwifery diffi- 
culties a highly trained specialist who would show him how 
best to deal with the problem. 

The fact that the young graduate is not a specialist in 
obstetrics and has not had experience in performing all 
obstetrical operations is often laid as a charge against the 
competence of his obstetric teachers. In the past there 
was perhaps some truth in this, though the chief fault lay 
in the regulations which allowed the student to attend a 
certain number of cases without being in a maternity 
hospital and without coming in contact with the teachers; 
but that is altered now, and during the month’s residence 
there is every opportunity to hold classes, and although the 
irregularity of the admission of abnormal cases makes it 
impossible for the senior members of the staff to demon- 
strate the operative treatment in all cases, they can hold 
classes on the most important clinical subjects. 

There has been a great revival in clinical teaching in the 
Jast few years, and every large teaching maternity hospital 
endeavours to make the best use of its opportunities, and 
in the month at their disposal give each series of students 
a sound clinical foundation for their future work; but it 
must be emphasized that there are limits beyond which 
they cannot go, and even with more time at their disposal 
it is impossible to make every student a specialist, if for 
no other reason than that the number of abnormal cases 
admitted even to the largest maternity hospital would not 
provide sufficient material. If a graduate wishes to have 
special experience in operative obstetrical work he must be 
prepared to spend some time as a house-surgeon in a 
maternity hospital. 

In teaching clinical obstetrics special emphasis must be 
laid upon certain sections of the work, and if this is done 
the graduate of the future will be turned out capable of 
taking charge of normal cases, of recognizing abnormalities, 
and of treating the minor ones, and with a sound clinical 
foundation upon which to build with future experience. 
The following four points are of importance and require 
special emphasis. 


1. Ante-natal Work. 

More and more emphasis is now laid upon the importance 
of the constant supervision of the pregnant woman. If this 
is universally done the great majority of the cases of 
eclampsia will be eliminated, defects in the measurement 
of the pelvis will be detected and appropriate treatment 
undertaken, and defects in the position of the child recog- 
nized and rectified. If this had been universally carried 
out in these three cities one large group of cases—the con- 
tracted pelvis—would have been eliminated from our tables, 
and these women saved much mutilation and _ have 
acquired living children. 

It is almost unbelievable how little attention is given to 
this in some quarters. One of the chief reasons is the 
modern tendency of women of the working class to engage 
a midwife, who calls in a doctor only in cases of difficulty. 
This is the wrong way round; every pregnant woman 
should be under the care of a qualified medical practitioner, 
and if no abnormality is found the actual labour could be 
attended by a midwife. Even with this defect it is difficult 
to imagine the mentality of a man who applied forceps to 
a patient with a history of four previous confinements, 
two of which ended in craniotomy and two in Caesarean 
section; and yet such a case occurs in the list from my 
hospital. 

Even the health authorities in many centres hardly realize 
the special training required for the work, and appoint to 
the charge of their ante-natal clinics young newly qualified 
practitioners without previous experience in this work, 
and with little or no chance of acquiring it in the future, 
as they will not see any of these cases in labour and so learn 
from their own mistakes. . 


2. Antisepsis. — 

It is impossible to overstress the importance of this, and 
it is impossible to shut one’s eyes to the fact that with 
many practitioners this is of a most sketchy variety, 
I cannot help thinking that the almost universal use of 
coal-tar derivatives has had a bad effect. Used in sufficient 


strength to be really antiseptic they are hard upon the 
hands, and so the tendency is to use them in insufficient 
strength. 

If thorough antisepsis had been carried out there is no 
reason why these unsuccessful forceps cases should show a 
higher morbidity than other forceps cases in the hospital, 
but the figures quoted by Dr. Miller show these to have a 
much higher incidence than those treated primarily at the 
hospital. 


3. First Stage of Labour. 

In a straightforward case this is undoubtedly the most 
trying to all concerned. The patient and her friends 
naturally desire its curtailment, and use what influence 
they can upon the doctor to terminate it. This, no doubt, 
accounts for the large number of cases in our list in which 
forceps were applied before the cervix was dilated, the 
majority of which delivered themselves after time had been 
given in hospital for the cervix to dilate. These cases 
admitted after forceps failure possessed stout cervices 
which would not tear, but for each of these there must 
have been a large number in which delivery was accom- 
plished by tearing through the cervix. 

It is impossible for any practitioner to resist the impor- 
tunities of the patient and her friends unless he has a 
good clinical experience of this stage of labour, and can 
assure them that all will be well with a little patience. The 
old method of attending a certain number of cases gave no 
experience in this stage, but it is being emphasized more 
and more to-day. In my own opinion—and I think all 
teachers will agree with me—a student learns much more 
from attendance upon one case from the earliest part of the 
first stage to the completion of labour than upon a large 
number observed only at the end of the second stage. 


4. Importance of making a Definite Diagnosis before 

applying High Forceps. 

Forceps applied when the head is on the perineum often 
relieves the patient of much suffering, and with many 
practitioners this is frequently done with great benefit, but 
forceps applied while the head is at the brim should be a 
rare operation, much rarer chan it was in the past, as 
Caesarean section has removed a large group which other- 
wise would require this operation, and it should be 
performed much less frequently than it is. 

A rule should be made never to apply forceps with the 
head at the brim merely because of delay in labour; a 
definite diagnosis of the cause of delay should be made, 
and if the practitioner cannot make this diagnosis he should 
call in the help of one with more experience. 

Occipito-posterior positions are very difficult to diagiwse, 
and those with the greatest experience will acknowledge 
that they frequently fail to make this diagnosis until the 
cervix is sufficiently dilated to allow a hand to be passed 
through the external os and the ear of the child felt; this 
is an infallible method, and if only it had been carried out 
before applying forceps this very large group in our series 
would have been eliminated. The treatment of occipito- 
posterior cases is simple, as Dr. Miller has pointed out; 
if only they are recognized, but to apply forceps at 
the brim. with the head in that position is to court 
disaster. 

If only the rule of making a definite diagnosis before 
applying forceps at the brim had been carried out practi- 
cally all the cases im our series would have been eliminated, 
and many other women, in whom delivery was accomplished, 
would have been saved from mutilation. With this rule 
faithfully observed forceps would not have been applied 
before full dilatation of the cervix, while cases with con- 


tracted pelves and occipito-posterior positions would have_ 


been recognized and easily treated. 

This is a subject which behoves us, as a profession, to 
study carefully; it has been brought forward in no spirit 
of carping criticism, but in the hope that a free discussion 
between so many of us interested in obstetrical work, but 
looking at it from many angles, will result in practical 
advancement. 


“REFERENCE. 
1 Journ. Obstet. and Gynaecol. Brit. Empire, vol. xxviii, p. 351. 
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RECENT ADVANCES IN THE DIAGNOSIS AND 
TREATMENT OF HUMAN HELMINTHIASIS.* 
BY 
CLAYTON LANE, M.D.Lonp., 
Lieutenant-Colonel I.M.S.(ret.). 


ApvANcE is not necessarily synonymous with progress. 
Recent work in these directions has concerned itself 
largely with ankylostomiasis. 


DIAGNOSIS. 

Recent advances in diagnosis have been direct, the 
recognition of a parasite, or of part of it, just as it is 
recovered from man; subdirect, implying its deliberate 
development to some further stage before diagnosis is 
attempted ; indirect, the searching for evidence of man’s 
reaction to the parasite, or of damage which it has 
inflicted on him. 

Direct Drscnosts. 

Animals being nearly always classified on their adult 
structure, accurate identification of an adult helminth, 
usually macroscopic, involves accurate diagnosis. But the 
stage ordinarily available for this purpose is an immature 
one, and immature forms may be closely similar over large 
zoological groups. Moreover, too small a quantity of 
material may be examined. An accurate diagnosis by 
recognition of eggs in faeces can be made only if a female 
intestinal worm have a normal oviposition rate, if this rate 
be known, and if there be examined a fair faecal sample of 
sufficient size to display eggs with certainty when a single 
female is normally ovipositing. The normal oviposition 
rate can be ascertained by accurate determination of the 
number of eggs in the faeces and of the number of worms 
in the bowel contents. So reliable has worm detection 
been held that it has unhesitatingly been used to check— 
and to condemn—the accuracy of microscopic diagnosis by 
detection of eggs. The microscope has cruelly retaliated 
by finding fertile eggs when search of the bowel contents 
has revealed no male worms. The worm content of the 
bowel is no easy matter to determine; nor is the ovum 
content of the faeces. 

Egg counts have been used since 1885 for determining 
the oviposition rate of hookworms, and recently for deter- 
mining the accuracy of various counting and concentrative 
“diagnostic techniques and for establishing the degree of 
infection of a community. These uses are correlated yet 
distinct, and merit further consideration. 


The Accuracy of Concentrative Diaqnostic Techniques. 

These techniques, after complete disintegration of the 
faecal conglomerate into its constituent particles, lead eggs 
in one direction and faecal matter proper in another. 
Camouflage through overlying by faecal particles being 
largely removed, many eggs can be collected in a small 
area for ready examination. The efficiency of any such 
concentrative technique can be settled only by the use 
of controls which determine the number of eggs which the 
amount of faeces it uses contains and the number which it 
collects for diagnosis. Many concentrative techniques 
have been devised and advocated, almost none have been 
controlled. The first attempt to control a diagnostic 
technique by egg counts was my own ten years ago (1918). 
It was also, apparently, the first deliberately instituted 
egg-counting method used in determining the degree of 
infection of members of a community. Another egg- 
counting control was described by myself in December, 
1922, a third by Stoll in January, 1923, designated by 
him ‘‘ the egg-counting method,’’ three others by myself 
(1924), and one by the Caldwells (1926). In testing the 
relative value of these I reasoned that the technique which, 
measured by egg counts, habitually delivered the largest 
number of eggs from the same evened material must be the 
most nearly accurate, and I showed that that position is 
held by a peculiar modification of the concentrative tech- 
nique named direct centrifugal floatationt (D.C.F.), the 


*Read in opening a discussion in the Section of Tropical Medicine 
of the Annual Meeting cf tne British Medical Association, Cardiff, 1928 
t The spelling implies the floating principle applied to diagnosis. 


modification by which it is ‘‘ pushed to finality.’”’ No 
criticism has shaken that proof. 

Using carefully controlled conditions, .D.C.F. pushed to 
finality has given me higher, more regular, and therefore 
more accurate counts than any other, and Stoll’s technique 
the most erratic and undependable counts of all. The 
accuracy of D.C.F. pushed to finality has been questioned 
by Stoll and Hausheer and by Seper. I conclude from 
careful study of the papers that disintegration of the faeces 
was inadequate; the former, for instance, rejected pontifi- 
cally (without evidence offered) the comminutor advised, 
an instrument which ovum counts have shown to be the 
most accurate at our present disposal, and obtained that 
type of ovum collection which is produced by inadequate 
disintegration of faeces. Any technique can be discredited 
by failure to disintegrate faeces completely. For the 
accuracy of. Stoll’s technique its author has offered no 
evidence, but maintains, against his own work, that it is 
accurate to within 10 per cent. It has been declared 
inaccurate by Hill, Maplestone, Sweet, Davis, Gordon, 
Chandler, and Soper—that is, by all who have reported 
on it independently, with the one exception contained in 
the report of Barnes and Russell from the Straits Settle- 
ments. They held it accurate for the inadequate reason 
that from it they obtained even results, yet their assis- 
tants could not do so. Evidence shows, then, conclusively 
that D.C.F. pushed to finality is the most nearly accurate 
counting or control method of which we have knowledge. 
It is, on present findings, obligatory where exact knowledge 
is required. In the grading of concentrative techniques 
such exact knowledge is completely essential. 

The same investigation has shown that every concehtra- 
tive technique has its limit of effective concentration, 
that if it be used in too great concentration it becomes 
inefficient, first relatively, then absolutely. With due 
regard to this reservation and to the proper disintegration 
of the faeces, D.C.F. in the first adequate spin or centri- 
fuging and with rapid lift, using faeces from a lightly 
infected case not on a milk diet. has delivered over a con- 
siderable series of cases 80 per cent. of the ovum content 
as shown by the same method pushed to finality. The 
minima and maxima were 61 and 95. 


The Ovriposition Rate of Hookworms. 

The minimum ovum content normal for hookworms is the 
oviposition rate of the female hookworm expressed as the 
number of eggs present in a unit of faeces. I have not 
found that this number habitually drops below about 30 per 
c.cm. when tested by D.C.F. pushed to finality, and have 
concluded that this is the number produced by a single 
female in normal oviposition. The estimates of others, 
obtained by comparing egg counts with worm counts, are: 
Lutz (1885) 42; Leichtenstern (1885) 47; Darling (1922) 
22; Stoll (1923) 40. Now D.C.F. uses 1 c.cm. of faeces, 
and 1 c.cm.' of faeces contains 30 eggs if a single female 
be normally ovipositing. Used diagnostically, D.C.F. will 
deliver of these normally 24 and perhaps 18. If these 
conditions are fulfilled and these facts are correct, only 
gross carelessness can avoid a certain diagnosis by D.C.F. 
The acceptance of a higher rate for ancylostome infection 
may or may not prove correct. It is, I believe, based at 
present on undependable considerations. 


The Degree of Infection of a Community. 

Knowledge on this point is usually required -s a pre- 
liminary to a treatment campaign. To its individual ascer- 
tainment strong exception has been and is being expressed 
on the score of uncertainty and cost. Since D.C.F. recog- 
nizes the presence of a single healthy. female hockworm, 
the first objection fails. Expense consists largely of pay 
of personnel, which itself depends on the time taken to 
prepare and to examine specimens. The time of prepara- 
tion for a single specimen, mainly taken up with that com- 
plete disintegration which is absolutely and fundamentally 
essential, varies comparatively little with different methods ; 
but no concentrative technique, other than D.C.F., permits 
of mass methods; in it twelve specimens can be disinte- 
grated and centrifuged as rapidly as one. The time of 
microscopic examination varies roughly with the area to be 
covered; in Willis’s technique, so commonly employed, this 
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extends to 1,250 sq. mm. (2 sq. in.), in plain D.C.F. it 


- is 150 sq. mm. (1/2 sq. in.), in D.C.F. with herding move- 


ments* it is 10 sq, mm. This small area can, in quite 
deliberate manner, be examined at the rate of sixty 
specimens an hour. Moreover, herding can be effected 


for twelve slides as rapidly as for one. Further, eggs 


in faeces covered with water and kept at a temperature 
not exceeding about 28°C. (80° F.) retain full capacity 
for floatation for several weeks. Accordingly a comfortable 
central laboratory (in which accurate and rapid work can 
be strictly exacted without hardship) can be fed from a 
wide collecting area, and reserves of specimens can be left 
for a time to accumulate until it is convenient to examine 
them. All this implies that a supervised laboratory party 
of four (in India two microscopists of the compounder class 
and two sweepers) supplied with a twelve-tube centrifuge, 
can report comfortably on a quarter of a million negative 
specimens a year, and on a greater number in proportion 


. as the number of positives is greater than this. It seems to 


me, then, that no justification exists, moral or financial, 
for denying to ‘‘ native’? communities an individual mass 
diagnosis. That, at present, must be effected by D.C.F., 
seeing that it is not merely accurate, rapid, cheap, and 
reasonably fool-proof, but is the only technique to which 
mass methods are applicable. It marks the fulfilment of an 
aim which I set before myself over ten years ago, and have 
since then steadily pursued. Here at least advance and 
progress seem synonyms. 

But if, in investigating the degree of infection of 
a community, individual diagnosis be not the aim and 
accuracy be not desired, any of the other counting tech- 
niques will suffice, as will an estimate of the numbers con- 
tained in the herd of a first D.C.F. preparation, or even 
the examination of a simple smear. The means should fit 
the end. I cannot picture Solomon trying either to extract 
a cataract with a shovel or to behead an elephant with a 
v. Graefe knife. 

If all eggs of a nematode species have about the same 
specific gravity all will float in a non-absorbed watery 
solution of sufficient heaviness; and addition to its specific 
gravity will not float more. Conversely, one concludes that, 
if further addition to the weight of a watery fluid does 
not float more eggs, all have been collected. D.C.F. pushed 
to finality in a saturated solution of common salt (sp. gr. 
120U) does not deliver more hookworm eggs than does the 
same process carried out in a solution with a specific 
gravity of 1150. It is reasonably concluded that with the 
Jatter solution D.C.F. indicates the content accurately. 
The same apparently holds for trichostrongylus and entero- 
bius eggs. To float all ascaris and trichuris eggs a specific 
gravity of 1300 is required. As a counting technique this 
has great practical disadvantages, yet the figures hitherto 
obtained show that, used diagnostically with a saturated 
common salt solution, the first spin displayed on the average 
40 per cent. of the ascaris and 25 per cent. of the trichuris 
eggs indicated as present. The minimum ovum content of 
both species is probably such that, used thus, D.C.F. will 
detect a single fertilized normally ovipositing female of 
either species, Chandler reports D.C.F. as floating hymeno- 
lepis onchospheres, but the percentage of success is 
unknown. For trematode eggs, onchospheres of taenia, un- 
fertile ascaris eggs, and strongyloides larvae all floatation 
methods are undependable. 

For the collection of those ova which it floats D.C.F. 
should be used selectively, employing a solution whose 
specific gravity is no higher than necessary. The usual 
practice of stating, both in original papers and in un- 
critical abstracts of them, that the local percentage of 
worm infections reaches a certain figure, without stating 
the diagnostic procedure used, is valueless. Such reports 
and abstracts do not register progress. 


Susprrect Dracnosits. 

For hookworm infection this method has recently been 
allotted primary value. Faeces containing hookworm eggs 
are ‘‘ cultured’ and extracted in water. The principle, 
that of Looss, is effective only if larvae are infective in 


*Herding is effected by to-and-fro and circular movements which 


collect ova about the centre of the hanging preparation obtai 
DCF. with rapid lift ging prep obtained after 


stage and active in movement. Its details have been 
altered needlessly. Baermann’s modification is convenient 
and well known; my own has the advantage of compact- 
ness in that several dozen cultures can be set or extracted 
simultaneously in a single incubator of ordinary size. 

This method of diagnosis has constantly failed for two 
opposite reasons—the first that the worms (eggs or larvae) 
have died before extraction, the second that their activity 
has carried them out of the culture before its extraction, 
A hookworm larva is obligatorily aquatic, living normally 
within the water films which enclose particles of a moist 
soil. It passes from one particle of soil to another—readily 
if both lie within the same film, laboriously if the film has 
to be lifted until contact and fusion with another film are 
established. A larva may burst through the surface of a 
film and travel on, clothed with a minute and steadily 
lessening film of its own. If it does not enter another 
before its own is lost it must surely die. 

To combat the diagnostic error introduced by larval 
death before extraction, our knowledge is at present 
insufficient. To circumvent the error induced by escape, 


every culture must be surrounded by a water trap. Into 


this trap migrating larvae tumble, and out of it they 
rarely escape. Indirect diagnosis not only is uncertain, but 
has introduced a completely unnecessary risk for those who 
have used it. It has been employed in a series of well- 
watered and untrapped soil samples to determine the dura- 
tion of infection of the soil--that is, the longevity of hook- 
worm larvae. Their disappearance from the sample may, 
however, be evidence, not of premature death, as is almost 
universally concluded, but, equally, of exuberant and 
vicious vitality. 

For strongyloides infection culture with extraction or 
tracking in agar has been used successfully. Large cul- 
tures are advised, but the method’s efficiency is really 
unknown, seeing that no satisfactory controls have hitherto 
been devised. It is, then, questionable to what extent 
there has here been advance; conclusions should be drawn 
with caution. 

In infection with Schistosoma japonicum, subdirect dia- 
gnosis has a possible concentrative place. As Faust and 
Meleney point out, miracidia hatching out in clean water 
congregate in its upper few millimetres and, if melaniae 
have left a slime-track there, hover excitedly about that 
particular portion. 

To sum up, apart possibly from infections elucidated by 
faecal examination, subdirect methods seem to offer little 
opening. 

Inprrect D1aGNosiIs. 
1. Evidences of Reaction to Helminthic Parasites. 

Eosinophilia in the blood was shown twenty-five years 
ago to be absent in the worst cases of hookworm infection. 
On the other hand, in Boycott’s two deliberate infections 
it appeared about three weeks before eggs were found. 
Local eosinophilia in the tissues may be a marked feature 
of local infection. Local fibrosis may follow the local leuco- 
cytosis of which the local eosinophilia is an evidence, and 
of fibrosis onchocerca nodules are perhaps the most striking 
clinical evidence. Yet recent investigation has shown that 
these may commonly be undetectable when the correspond- 
ing microfilaria is present abundantly in the lymph of the 
lumbar region. In the same direction points Dyce Sharp’s 
observation of a female onchocerca escaping from an 
ulcerated and non-nodular surface. A fibrous reaction 
seems no more a necessary part of the diagnostic picture of 
an onchocerca than of a loa infection. 

Creeping Eruption.—Looss described this in connexion 
with penetration of the skin of his arm by a number of 
strongyloides and ancylostoma larvae. Kirby Smith was 
apparently the first to demonstrate a larval nematode im 
the epidermis in such cases—cases, that is, not due to fly 
larvae. Fiilleborn has shown by serial sections that larvae 
of the dog uncinaria, applied to his own arm, produced 
tunnelling of the epidermis, the tunnels filling with lymph, 


breeding bacteria, and producing dermal inflammation. — 


His observation suggests that, when creeping eruption is 


due to the larva of a nematode, that larva belongs to 4 


species for which man is an unsuitable host. Failure to 
make the usual immediate entrance into the dermis 18 
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explicable as abhorrence of the larvae for lymph with 
man’s specific lymph character. The worms cannot, so to 
speak, bring themselves to enter as usual the dermis where 
that lymph is characteristic, but wander forlornly in the 
epidermis, where it is so disguised by excretions from 
epidermal cells and bacteria that it becomes, for those 
particular larvae, at least endurable. 

Sensitization.—The principle of the Casoni reaction for 
the diagnosis of hydatid disease has recently been extended 
to other helminthic infections, particularly by Fii’leborn. 
In_ strongyloides infection the ‘ flames,’’ consisting of 
masses of filariform larvae, are sterilized and dried. This 
yaccine, used within a year of production, is rubbed into 
the shallowest possible scratches in tlie skin, for the least 
bleeding is harmful. In a pronounced reaction urticarial 
swelling begins in a couple of minutes, reaches its full 
size of about 15 cm. in diameter in about fifteen minutes, 
and begins to disappear in about an hour. The reaction 
appears to be constant in infections having a duration of 
eighteen months or more, and was present once in eleven 
cases where all other evidence suggested absence of infec- 
tion. With this reaction Fiilleborn correlates like lesions 
constantly appearing perianally in chronic strongyloides 
infection, and that in spite of meticulous care in cleanli- 
ness. These he attributes to natural development to the 
filariform stage of larvae in tiny particles of faeces 
retained in minute perianal creases and their penetration 
of the perianal skin. Such repeated auto-inoculation would 
explain the long duration of some of Fiilleborn’s cases, one 
extending to over twenty-four years. For ascaris infection 
Fiilleborn makes his antigen from the body wall of Ascaris 
lumbricoides, recovered from the pig, after the cuticle has 
been rubbed off, while Ransom, Harrison, and Crouch use 
the body fluid of the worm. These last workers found four 
of twenty persons sensitive. None, apparently, had been 
or were infected, but their work had brought all four into 
contact with ascaris for five to twenty-five years. Sensi- 
tiveness to ascaris material seems to hold no necessary 
implication of infection. This reaction will have a prac- 
tica! diagnostic value only in so far as it is positive at least 
as frequently as is the appropriate direct examination. 

Complement Fixation.—Here the recent work of 
Hamilton Fairley is important. In echinococcus infection 
he finds that scolices must form the antigen. The most 
suitable material is scolex-containing fluid from pul- 
monary or hepatic hydatid cysts of the sheep. Examina- 
tion of nearly 1,000 cases showed that a positive reaction 
was clear evidence of hydatid infection; but absence of 
reaction did not necessarily exclude this. Age is impor- 
tent. Of infected persons under 20 years of age, about 
40 per cent. gave no reaction; while of those over 60 years 
old all reacted. Failure is variously caused. Not all 
cysts contain scolices—that is, antigan. Not always is 
antigen absorbed, as appearance of complement fixation 
for the first time after rupture of a cyst shows. Very 
rarely is antixody not formed. Fairley concludes on very 
strong grounds that persistence of this reaction for more 
than twelve months after removal of a cyst implies persis- 
tent latent infection. In schistosomiasis Fairley’s antigen 
is again a larval form—the cercaria in the snail’s liver. 
This reaction is not zoologically specific, since, using livers 
of Planorbis erustus infected with cercariae of S. spindalis, 
he has obtained effective reactions not only in infections 
by this parasite in goats and buffaloes, but by S. indicus 
in goats and by S. haematobium in man. Although a 
generic reaction, it is sensitive and valuable, seeing that 
no effective direct concentrative technique has been devised 
for the extraction of trematode eggs from faeces. 


2. Appraising the Damage done by Infection. 

Stiles instituted two methods of approach to this problem. 

(a) In the same community infected were compared with 
the presumably uninfected. He selected a group of school 
children containing individuals positive and negative to 
the smear, and to all of them applied certain physical 
and mental tests. Speaking generally, these were nega- 
tive, but those children infected with necator were lighter 
and shorter than those in whom the smear failed to detect 
infection. In Queensland Waite and Nelson, examining 


about 11 square inches of smear, partly centrifuged, con- 
cluded that they could demonstrate a retardation of 
mental development and of haemoglobin content corre- 
sponding to the degree of infection, and that the effect 
vas cumulative. Gordon could find no connexion between 
helminthic infection and haemoglobin percentage, physique, 
general fitness, or mentality, except that an ankylostome 
infection of over 15,000 eggs per gram of faeces involved 
loss of energy. 

Two drawbacks attend this method. First, factors other 
than helminthic infection may be influencing the subgroups. 
Neglect, ill feeding, and inherited mental weakness may 
well lie preponderatingly with the infected group. Secondly, 
the mode of diagnosis used has failed to differentiate the 
infected from the non-infected. 

(b) The same community was tested before and after 
treatment. In an infected person the bodily state at any 
particular moment represents the balance between damage 
done and repair effected. This repair entails an unusual, 
often continuous, call which depletes bodily reserves even 
if immediate compensatory hypertrophy occur, since 
capacity for hypertrophy is always limited and has been 
encroached upon. This depletion of reserve must be 
measured if the damage done by an infection is to be 
appraised. Stiles’s second group of tests noted the change 
in mortality, morbidity, and capacity for work which 
followed disinfestation. Under Wise, in British Guiana, 
disinfestation of those apparently in good health was 
follpwed by marked improvement in all these directions. 
Life became more comfortable, happier, healthier, longer. 
The same followed my own treatment of 20,000 infected 
persons in Darjeeling twelve years ago. This line of 
testing, dropped for some years, has happily just reappeared. 
For example, the Transactions of the Royal Society of 
Tropical Medicine and Hygiene (vol. xxi, No. 6, 1623) 
contains two instances. The first, by McKenzie (p. 461), 
records the gain in weight and working capacity following 
the disinfestation of a gang of “ healthy ’’. hard-working 
negroes; the second, by Rose (p. 486), stresses the striking 
rapidity with which lepers, who had failed to respond te 
treatment, did so when they were rid of their hookworms. 

Exact inquiry on these lines seems to have greater 
scientific possibilities than any other. It is more likely to 
deal with single factors, and it investigates that side of the 
matter which calis out for clarification. Two requirements 
are essential: (1) the diagnostic technique used must detect 
at least the single female worm, for which purpose D.C.F. 
is at present essential in hookworm infection; (2) there 
must be evidence that the tests used do actually detect 
disability present. When Smiilie and Spencer state with 
emphasis and confidence that, on the basis of the Stoll 
technique and of the physical and mental tests which they 
have used, ‘‘ very light hookworm infestations produce no 
measurable harm,’’ and conclude that these children are 
merely carriers whom it would be unjustifiable to treat 
to disinfestation, they assume, without evidence offered, 
unjustifiably, and as I believe incorrectly, that the tests 
they have arbitrarily selected are accurate and adequate. 
It is as useless to attempt to measure entamoebae with a 
foot rule, whether procured from Mr. Woolworth or from 
the Greenwich Observatory, as to record the hours of 
sunshine with the most delicate of barographs. There is 
no justification for the assumption that no individual harm 
is here measurable. That will be determined only when 
the two requirements just noted have been met. But what- 
ever may be the final answer on this point the matter will 
not thereby be closed; for the harm a light infection does 
is not limited to its possessor, nor does his degree of infec- 
tion constitute any measure of the risk which he is to the 
community. This wiil perhaps be startlingly clear from 
the conservative statement that, given ideal conditions of 
extracorporeal development and of establishing contact 
with man, a single pair of hookworms is mathematically 

capable of destroying the human race within a year. It 
must be, and is, these extracorporeal conditions which are 
all-important. It is almost true to say that the intensity of 
an individual’s infection is hygienically immaterial; what 
is vital is the fact of infection and his particular, and often 
peculiar, fancy in defaecation. Unless that be rigidly 
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DIAGNOSIS AND TREATMENT OF HELMINTHIASIS. 
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controlled in a primitive community, and generally it 
cannot, hope must lie in exact individual diagnosis and in 
treatment to disinfestation. 


TREATMENT. 

The perfect anthelmintic, when we find it, will be, or 
will produce, a selective poison which in a single dose will 
kill all worms without injuring the host or risking his life. 
Pending the discovery of a drug with these properties, 
effective against even a single worm species, anthelmintic 
dosage must be so limited that the enthusiastic prescriber 
will not find himself killing man in order to kill his para- 
sites. Since these parasites live in a fluid medium, it has 
been concluded that the greater the concentration of the 
drug in that medium the more helminthicidal will its action 
be. Hence has arisen the stereotyped routine for the 
expulsion of intestinal helminths—preliminary starvation 
and: purgation to lessen the volume of the intestinal con- 
tents and to produce thereby the maximum perihelminthic 
concentration of a vermicidal drug, when this is adminis- 
tered in the largest dose safe for man, which must be less 
than its minimum Iethal dose. 

It is profitable to consider first the action of tartar 
emetic and emetine in the treatment of schistosomiasis. 
Recent work has firmly established their value. Their 
mode of action is illumined by Fairley’s work. He showed 
that, as compared with solution in water, solution in 
serum increased the cercaricidal action of these drugs 
more than a hundredfold, while in plain normal serum, in 
that from a bilharzia case, in water, or in normal saline 
solution, cercariae live thrivingly. Clearly parasitic death 
in these cases is not due to direct poisoning by the drug. 
Quinine acts similarly on cercariae, which parallels its mode 
of action on the malaria plasmodia. These drugs them- 
selves are not parasiticidal, they must be changed into 
something else before they become so. Does the same hold 
good for intestinal anthelmintics? Apparently it may. 
I have not been able to consult originals, even in transla- 
tions, but it is stated that santonin and its derivatives are 
excreted into the lower part of the intestine when the 
drug is administered subcutaneously or by mouth after 
occluding the intestine; and that Takagame and Asada 
claim that santonin is not vermicidal, but after absorption 
it, by combination with bile and other substances, becomes 
so for certain intestinal worms. Accordingly certain 
anthelmintics are innocuous or nearly so, but poison worms 
indirectly. 

Moreover, when a drug has to be altered by the body 
before it. becomes vermicidal, an interval should elapse (in 
the case of santonin twelve hours) between its adminis- 
tration and the post-anthelmintic purge. For the use of 
this last, recent work has strengthened the triple reason: 
the man is well rid of such of the toxic drug as remains in 
his gut, of the toxins shed into his gut by dead worms, and 
of drunken but living worms (a condition marked with 
certain anthelmintics) which should be swept away before 
they recover their unpleasant instinct for attachment. 

Apart from schistosomes, hookworms have attracted the 
greatest medicative interest of recent years. Thymol in 
60-grain dosage has served well. More recently other drugs 
have been extensively used—for example, oil of cheno- 
podium and its active principle ascaridole. Schiiffner’s 
advocated dosage for the oil was 1.2 c.em., which is 48 drops 
delivered by the international drop-counter, not 48 minims. 
The use of this last and erroneous dosage has led to a number 
of deaths; the lower seems to be safe when the ascaridole 
content lies, as it usually does, between 50 and 70 per cent. 
In oils with a high ascaridole content, such as that issued 
by Burroughs Wellcome and Co. (90 per cent.), the 
dosage should be 0.8 c.cm. The usual dose of ascaridole 
is 0.5 c.cm. 


Carbon Tetrachloride. 

The most recently and enthusiastically advocated drug 
for the treatment of ankylostomiasis was introduced to 
medicine by that distinguished veterinarian Maurice C. 
Hall (who has done so much for the diagnosis and treatment 
of helminthic infection) in an advocated dose of. 3 c.cm. 
equally for man and dog, the dosage being. apparently 


irrespective of weight even between dog and dog. The 
drug is held to have no minimum lethal dose, and of it 


Lamson and Wing write: ‘In the very extensive use of | 


carbon tetrachloride in the treatment of hookworm disease, 
a@ few cases in each million have died.’?> What are the 
facts? By shutting one eye or the other they can be made 
to suit any fancy. On the one side are such instances as 
Khalil’s, with 150,000 cases treated with a partly redis- 
tilled drug, and one reported death, and he a poor creature 
—surely here, at last, is the perfect anthelmintic, which 
will destroy only ‘* a few cases in each million,”’ and those 
the ones we best can spare; Bishop’s in Trinidad with 
25,000 cases and no reported death; Lambert’s 40,000 cases 
with no deaths, and yet three deaths in the next 8,000; 
Kehrer and Oudendal’s, using 5 c.cm. with 1.5 c.cm. of oil 
of chenopodium, with no deaths in the first 9,000 and five 
in the last 6,000. On the other side lie Straub’s twa 
deaths in 1,400, one after a dose of 2 c.cm., and three 
deaths in hospital patients after doses of 14, 2, and 2 c.cm.; 
Kouwenar’s four deaths in 6,000, none getting more than 
3 c.cm. and the drug passing chemical tests of purity; 
Neave Kingsbury’s one in 143 with a dose of 5 c.cm.; 
Phelps and Wu’s with two deaths, one in an adult taking 
3 c.cm., the drug being pure; Bais’s with three deaths. It 
is well to read the results with both eyes. 

Are such deaths entirely unforeseeable? Carbon tetra- 
chloride produces fatty degeneration of the liver, and 
sometimes at least of kidneys and adrenals. In the former 
the change may be intense, and is ordinarily followed by 
phenomenally rapid regeneration. In single doses there 
may be produced a striking derangement of liver function, 
with increased bile pigment in the blood, reduced toler- 
ance to levulose, a drop in the blood fibrin with production 
of haemorrhages, and a lowering of the phenoltetrachlor- 
phthalein test for liver funetion. Yet if the drug be per- 
sisted in so that it actually produces ‘‘ tremendous liver 
lesions of necrosis, scar tissue formation, and all the signs 
of an early cirrhosis of the liver,’’? dogs so affected ‘ give 
normal values for all these liver function tests.’’ It is 
held that intoxication can probably be prevented by (a) 
avoiding administration of the drug without preliminary 
treatment for ascariasis, (b) refusing treatment to 
alcoholics; (c) having patients avoid alcohol and food 
before and after treatment; (d) ensuring an adequate 
calcium reserve. It may be said in comment that (a) in 
Neave Kingsbury’s case this was effected and death 
followed, while the proposal renders absolutely obligatory 
microscopic examination of the stool before giving the 
drug; (b) alcoholics are little prone to announce the fact; 
(c) Davis has shown that a diet rich in carbohydrates 
lessens liver damage; (d) we are left wondering how atten- 


tion to calcium deficiency can be effected on a mass scale, | 


In other words, the recommendations do not -enable the 
hygienist to foresee these tragedies. A dose of 1.5 c.cm, 
may kill and is less efficient than the older anthelmintics. 
I know, moreover, that all deaths from the drug are not 
being reported, and that such unreported fatalities have 
wrecked at least two hookworm campaigns. I believe that 
the general adoption of the drug is retrogressive, in that 
it obstructs investigation directed to the discovery of some- 
thing far more nearly approaching the ideal anthelmintic 
than any we now possess. 

The tests by which antiankylostome drugs have in the 


past been appraised are unsatisfactory, The work requires . 


repetition, using as a basis, the enumeration, by accurate 
means, of the number of eggs present in a unit of faeces 
before and after treatment. Recent progress in diagnosis 
admits, at last, of this being effected with confidence of 
success. 


Mass Treatment and Herd Treatment. 

Finally, mention must be made of treatment of hook- 
worm infection on an extensive scale. Of this there are 
two conceptions, surely morally incompatible. In the one, 
after a preliminary investigation of relatively few persons, 
to determine whether the community in question has a 
‘« sufficient ’? degree of infection, all are ‘‘ persuaded ” to 
accept treatment by a lethal drug without individual 
diagnosis. Euphemistically misnamed ‘ mass treatment,” 
this is, in fact, the drenching method which the veterinarian 
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applies te an infected herd of cattle. It is ‘herd treat- 
ment.’? I quote-once more words by Major Church: 


“To the native races,’ as Sir Frederick Lugard has said, 
‘civilization must mean something more than the methods of the 
development syndicate or the assiduous cultivation of new wants.’ 
... The pursuit of wealth, if it is accompanied by the careless 
exploitation of native races, is neither an honourable nor in the 
long run & profitable policy for the representatives of a great 
nation. 


Disinfested labour is more profitable labour; and it is 
easier to treat a whole heavily infected community herd 
fashion, at the risk of a few deaths in uninfected persons, 
_ to determine who are infected and to treat them 
only. 

The second and antithetic usage is an expression of the 
belief that every individual is entitled to an individual 
diagnosis of infection before he is treated with a possibly 
lethal drug. It is based on conviction of the extreme value 
of mass treatment, even to complete disinfestation; but 
admits of no justification in morality, science, or expedi- 
ency for the infliction of herd treatment on backward 
races. Those advocating this second usage can now ask, 
“What possible justification is there for the herd treatment 
of hookworm infection when mass diagnosis has become so 
exact, and can be carried out at the rate of a quarter of 
a million specimens a year for every four persons employed 
in the actual preparation and examination of specimens? ”’ 
Surely the answer is ‘‘ None.’”? We are further advised to 
adopt for herd treatment the use of a drug which has 
“no lethal dose’? yet kills unforeseen in a smaller dose 
than that which is in habitual use in herd treatment. At 
the same time we are warned that the drug should be 
avoided in,certain conditions whose presence, in the very 
nature of things, herd treatment precludes our discovering. 
If in these circumstances we elect to use herd treatment 
we shall, I am satisfied, not merely have disregarded our 
individual professional obligation to those we treat, but 
will have set our feet deliberately on a path which, for us 
at the present time, will be devoid alike of reason and 
humanity. . 


USE OF SUBCUTANEOUS INJECTIONS 
OF OXYGEN. 
BY 


T. S. KIRK, M.B., B.Cu., 


SURGEON TC TEE ROYAL VICTORIA IOSPITAL, BELFAST, AND THE 
BELFAST CHILDREN’S HOSPITAL. 


Earty in January of this year Dr. Murphy of Lisburn 
told me that, as a last resource, he had treated one of his 
dogs, suffering from double pneumonia following distemper, 
with a subcutaneous injection of oxygen, and that this was 
followed by a rapid and dramatic recovery. This method 
of treating pneumonia in dogs was introduced and has 
been advocated fer some time by Colonel Ryan, F -R.C.V.S., 
Cork. He treats such cases from the very start in this way 
and does not wait till the animal is seriously jill. I related 
this case to one of my colleagues, Dr. Rowland Hill, showed 
him how to give the oxygen, and he has had at least one 
wonderful recovery, which he has published. 

On February 4th of this year Dr. Boyd Campbell asked 
me to give oxygen to a man in his ward. It was the 
ninth day of an attack of double pneumonia in a man 
aged 45. When I saw him both lungs were completely 
involved and his blood pressure had fallen. He appeared 
to be moribund. He was given a large dose of oxygen at 
12 noon, and he died at 4 p.m. At 8.45 p.m. on the same 
day Professor Symmers performed a post-mortem examina- 
tion that was rather interesting. There was absolutely 
no rigor mortis, the blood that issued from the anterior 
skin incision was bright arterial blood, the muscles 
were a brilliant red, the parietal pleura was also bright 
red, xnd the blood in the inferior vena cava was a 
distin.t blue colour, not at all black and tarry, The lungs 
Were to a great extent in the state of grey hepatization 
and there was not a half-inch of healthy lung. 


Since then several cases of acute lobar pneumonia have 
been treated with subcutaneous injections of oxygen imme- 
diately on admission to hospital, and their charts show 
uniformly good results. The crisis comes on very rapidly. 
A case of pneumonia complicating glossitis, a post-anaes- 
thetic pneumonia, and a case in a man with a bad fracture 
of the pelvis have all done well. 

- These results, takea in conjunction with Dr. Cannon’s 
recent work, as published in the British Medical Journal 
of April 21st, on the inhalation of warmed oxygen as an 
early method of treating acute pneumonia, are very inter- 
esting and suggestive. Dr. Cannon claims that pneuno- 
cocci give off oxygen and when the gas is sufficiently con- 
centrated in the tissues the micro-organisms die. 

If oxygen—say about 150 c.cm.—is injected subcu- 
taneously into a rabbit and a few minutes later blood is 
drawn from a vein of its ear, the blood will be found to be 
arterial in character, and when shaken up with air its 
colour cannot be heightened. Also such a large dose does 
not produce any bad symptoms, such as apnoea. There is 
no doubt that oxygen is rapidly absorbed. 

In pneumonia there are two things wrong with the 
patient—a general toxaemia and the local changes in the 
lung. Usually the toxaemia is the cause of death; and the 
oxygen seems to do good by neutralizing the’ effects of the 
toxaemia as well as possibly by its action on the micro- 
organisms. Toxaemia kills by producing anoxaemia, with 
reduction of the alkalinity of the blood, and the clinical 
condition of acidosis is produced. The acids in the urine, 
and in bad cases the glycosuria, indicate this state. The 
kidneys and liver, the ergans apparently responsible for 
maintaining the proper alkalinity of the blood, may both 
be upset. It is possible, therefore, that oxygen given 
subcutaneously acts, as Dr. Cannon thinks, by helping to 
kill the pneumococcus and at the same time counteracts the 
toxaemia, 

Given subcutaneously oxygen certainly does not produce 
any lung trouble or aggravate any existing lung trouble, 
as it may when inhaled, even if heated; and although 
I have given it in at least two hundred cases, not a single 
local or general bad effect has been seen, so that it may 
be considered a perfectly safe procedure. 

Subcutaneous injections of oxygen, besides being of great 
use in cases of pneumonia, are ofayvalue in all cases of 
anoxaemia, and these are numerous and serious. 

Chloroform or post-anaesthetic sickness is due to acidosis, 
and all my operation cases in the Royal Victoria Hospital 
before leaving the table are given a dose of oxygen, with 
the result that sickness is much diminished; since January 
only one case out of two hundred has developed any post- 
anaesthetic pneumonia. 

A striking effect of subcutaneous oxygen is seen in con- 
nexion with extensive burns and scalds of the body. I have 
iong been interested in these cases at the Children’s Hes- 
pital, and have tried to solve the problem of the rise of 
temperature about the third day and the subsequent fatal 
result. For years I believed this toxaemia was due _ to 
microbie infection, but after trying all the known means 
to combat such infection, and not meeting with any success, 
I gave up that theory. Lately I found that scalds and 
burns that are going to do badly develop, before any sym- 
ptoms are noticed, a severe acidosis, and apparently the 
toxaemia is due, not to a bacterial infection, but to the 
breaking down of the damaged tissue—that is, it is due 
to histamine poisoning, or to something akin to it. Later 
on, undoubtedly, microbes may cause complications. 

During the last two months all the cases of burns and 
scalds of the trunk admitted to my beds have been treated 
with oxygen, and only one patient has died, but this case 
was not admitted till the third day, when the temperature 
was raised, the pulse rapid, and acidosis well established. 
Three similar cases were admitted a few hours after the 
accident, were given oxygen at once, and all did well; at 
most their urine showed a slight and temporary acidosis. 
The amount of oxygen given was largely determined by 
the amount of acid in the urine. ? 

An interesting point in connexton with anoxaemia is that 
symptoms do not appear till late, and once they appear 
the patient goes downhill very rapidly—almost as if he 
had fallen over a precipice. So that in treating anoxaemia, 
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RENAL DWARFISM. 


or conditions giving rise to it, oxygen must be given early, 
before the patient becomes obviously very ill. ; 


' A girl in my ward for some weeks had small boils in various 
parts of her body, then she developed acute periostitis of the 
right radius—all due to a staphylococcic infection. When admitted 
her urine was very acid and contained sugar—it reduced Fehling’s 
solution with the greatest ease, She was given 200 c.em. of oxygen, 
and in twenty-four -hours her urine ‘contained only a trace of 
sugar. She had another 200 ¢.cm. of oxygen, and next day her 
urine was free from sugar. During tliat {ime no incisions had been 

The apparatus needed for giving» subcutaneous oxygen 
consists of the gas cylinder,-a coarse. piece of rubber tubing 
attached to ‘the valve, and -this coarse ‘piece connected 
by a joint of glass tubing with a finer piece of rubber 
drainage tubing, to the end of ‘which is attached. the needle 
of a-serum syringe.’ There is no. need te heat or filter the 
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Cuart 1.—Acute lobar pneumonia: the right lower lobe exten- 
sively involved, the left lower lobe to a less degree. The oxygen 
was given on the third day of the disease. . 


gas. A convenient.place to give the injection is below and 
outside the nipple or breast. : 

At first | measured the amount injected by means of two 
graduated bottles, one of which contained water. Such an 
apparatus is a nuisance, and is not required. 1 found that 
if sufficient gas is admitted under the skin so as ‘to inflate 
an area equal in size to the palms of two hands, the amount 
given is roughly equal to 200 c.cem. Much larger amounts 
can be safely given. 

The time taken for the oxygen to be absorbed seems to 
vary aceording to the patient’s need. Jt seems well in bad 
cases to give at least 400 c.cm. at first and then see the 
patient in six hours, repeating the dose if most has been 
absorbed. A large dose of oxygen can he given as easily 
and quickly as a dose of serum, and it is less painful. . 
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Cuirt 2.—Acute lobar pneumonia: left lower lobe. The oxygen 
was given on the fifth day of the disease. 


Since the early, days of haematology, when Ehrlich’s 
work became known, attention has been focused on the 
various white cells of the blood, and the red cells, though 
far. more numerous, have not been talked about much in 
connexion with acute and chronic infections. Perhaps 
they have been unfairly neglected. By dosing our patients 
with oxygen in this safe and easy way we can give the 
red cells a chance to show what they can do. 

I have felt impelled to write this note on account of the 
uniformly good results seen in pneumonia and in burns 
and scalds; on account of the simplicity of the method, 
and because E believe that the giving of oxygen is of 
benefit in many conditions. It is interesting to remember 


that drugs such as alkalis, potassium chlorate, and 
potassium permanganate, all of which can help oxygena 
tion, have long been popular in the treatment of acute 
and chronic toxaemias. 

The accompanying temperature charts are typical of cases 
of acute pneumonia treated with subcutaneous oxygen. 


POST-MORTEM FINDINGS IN A CASE OF 
RENAL DWARFISM. 
H. A. COOKSON, M.B.; F.R.C.S-E.; 


PATHOLOGIST TO THE ROYAL INFIRMARY,. SUNDERLAND, AND TO THE 


CHILDREN’S HOSPITAL, SUNDERLAND.” 

Tue case here recorded appears to be of, interest. because 
of ‘the absence of bone deformity in a°girl presenting the 
other features of renal dwarfism. 


Clinical Notes, May Ist, 1928. 
The patient was a’girl aged 16 years. The history obtained 
stated that six months previously she had an attack of pain in 


Fic. 1.—Kidney, weight 21 grams (normal 
weight 140 grams). 


the abdomen with vomiting and diarrhoea. She went to an 
institution and returned benefited. She remained well until 
three or four weeks ago, when she suffered from abdominal pain 
and vomiting, and mentally was rather dull. 

When admitted to the Royal Infirmary, Sunderland, on 
May Ist, the child looked drowsy and complained of abdominal 
ain. She was seen to be markedly undeveloped, looking 
between 11 and 12 years of age. The abdomen was rather 


Fic. 2.—Kidney laid open. Weight 21 grams. 


| tumid. The heart showed no abnormality. The urine had 


a specific gravity of 1010, neutral reaction, albumin present, 
no blood, pus, or sugar. An endocrine defect was suspected. 
An x-ray report of the region of the pituitary fossa showed no 
enlargement of the sella turcica. The Wassermann reaction 
was negative. The blood count showed : haemoglobin 45 per 
cent., colour index 1.02, red blood cells 2,200,000 per c.mm., 
white blood cells 9,600 per c.mm. Differential white cell count : 
polymorphonuclears 81 per cent., lymphocytes 18 per cent., ne 
eosinophils or basophils, large mononuclears 1 per cent. 

The patient gradually became comatose and died on June 3rd, 
apparently of uraemia. 
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Post-mortem Examination. 

The general appearance suggested that of a child of 11 years 
of age. The body was well nourished and plump. No defor- 
mity of the limbs was noted. There was a bald patch, appar- 
ently alopecia areata, on the back of the head. 


Fie 3. 


Chest.—Both lungs showed old chronic tuberculosis and tuber- 
culous broncho-pneumonia. The thymus was not persistent, 
and there was no increase or decrease in the size of the thyroid 
gland. The heart presented no peculiarity. The large vessels 
showed no degenerative changes. 

Abdomen.—Tuberculous mesenteric glands. The spleen and 
liver presented no abnormality. The uterus and ovaries were 
very small and undeveloped. The intestine showed no 
abnormality. 

The brain showed some oedema and flattening of the con- 


velutions. No tubercles were seen. ‘The pituitary gland 
appeared normal. 

The kidneys specially described (see Figs. 1 and 2). These 
were very small. The surfaces were granular and the capsules 
stripped freely. A small cyst was present in the right kidney. 
The cortical area was greatly diminished. On section (see 


Figs. 3 and 4) the tubules of the kidney were dilated. The 
glomeruli (Fig. 3) showed slight fibrotic changes, but were 
otherwise normal. There was marked interstitial fibrosis, the 
arteries showing considerable thickening (Fig. 4). The con- 
dition was that of a progressive interstitial nephritis. 

During life an endocrine defect was suspected in the child, and 
it was only at the post-mortem examination that the condition 
of the kidneys was fully appreciated. 

I am indebted to Dr. R. Mair, assistant physician to the Royal 
Infirmary, Sunderland, whose case this was, for the clinical notes. 


HERPES AND VARICELLA., 


RY 
N. GRAY HILL, .C., M.B., B.S. 


Towarps the end of last century von Bokay noted the 
occurrence of herpes zoster and varicella in the same house- 
holds at the same time. Since there is a marked similarity 
of the skin lesions in the two conditions, he suggested that 
there might be a common cause for the two discases, or, 
to put it in other words, the two conditions might be 
different manifestations of the same disease. During the 
last thirty-five “years many papers have been published 
referring to outbreaks of varicella which have appeared 
to owe their origin to contact with cases .of herpes zoster. 
The relationship of the two diseases has frequently been 
discussed, but no definite decision has yet been reached. 

Le Feuvre, working among families living in isolated 
farmsteads in South Africa, made out a strong case on 
clinieal evidénce for the common origin of herpes zoster and 
chicken-pox, and Netler observed over a hundred cases, 
mostly French, in which herpes appeared to have given rise 
to varicella or varicella to herpes. On the other hand, 
chicken-pox was made a notifiable disease in Burton-on- 
Trent between November, 1922, and December, 1924, and 
the medical officer of health, Dr. Cowie, or his assistant 
investigated every one of the 813 cases reported in 559 
families. In only nine—that is, 1.6 per cent. of cases—was 
there a history of recent herpes in the family. 

In Queen Mary’s Hospital for Children, Carshalton, 
twenty-nine cases of herpes zoster have occurred among 
the patients and staff during the last two years. In spite 
of the fact that all cases of herpes and chicken-pox are 
isolated, eight of the herpes cases seem to be very closely 


associated with outbreaks of chicken-pox, as is shown in the 
accompanying table. This would suggest a common origin 


The R-lationship between Chicken-pox and Herpes Zoster. 


Date of Onset of No. of Days 
~ Date of Onset of between Onset 
Ward. | First row s H.Z. Subsequent Cases. of H.Z. ana 
Ist Case of C.P. 
C.6 H.Z. 24/11/27 C.P. 10/12/27 fixteen days. 
‘ 11/12/27 
(3 cases) 
25/12/27 
(3 cases) 
28/12 27 
1/1/28 
~ 11/1/28 
14/1/28 
E.4 H.Z. 3/11/27 C.P. 13/11/27 Ten days, 
16/11/27 
27/127 
28/11/27 
1/12 27 
3 16/12 27 
D.6 H.Z. 10/4/27 C.P. Lye! Seventeen days. 
(2 cases) 
12/5 27 
(2 cases) 
F.1 H.Z. 24/1/28 C.P. 11/2/28 | Eighteen days. 
} 13/2/28 
26/2/28 
| (2 cases) 
C.5 | HZ. C.P. 15/5/26 Fifteen days. 
31/5,23 
Ad | H.Z. 18/3/28 C.P. 2/4/28 Fifteen days. 
15,4/28 
E. 4 H.Z. 9/8/26 C.P. 24/8/25 Fifteen days. 
9,9/26 
E.1 C.P. 13/11/26 H.Z. 3/12/26 Twenty days. 


Cc. P.= Chicken-pox; H =He rpes zoster, 
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of the conditions. But against this finding we must place 
the fact that.an attack of varicella dees not confer any 
immunity against herpes zoster, seven of the twenty-nine 
patients gave definite histories of having had chicken-pox, 
and scars on the skin supported these statements. In not 
a single case’ have [ seen, or obtained histories of, a 
second attack of either chicken-pox or herpes zoster, and 
I have not observed herpes and varicella rashes out 
together on the same patient, although many such cases 
have been recorded. 


Conclusion. 

A case of herpes zoster may give rise to an outbreak of 
varicella, but a previous attack of varicella affords no 
protection against a subsequent attack of herpes zoster. 
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THE SECTIONS. 


SUMMARY OF PROCEEDINGS. 


ARRANGEMENTS have been made to publish, during the 
next few months, full reports of the opening papers com- 
municated to the Scientific Sections of the Annual Meeting 
at Cardiff. The summaries printed below and those which 
will appear in subsequent weeks are intended to give 
members who were not present a general view of each day’s 
proceedings. 


SECTION OF MEDICINE. 
Wednesday, July 25th. 
Diskasés oF THE Coronary ARTERIES. 

‘Sm Tomas Lewis, President of the Section, who toek 
the chair at the opening session of this Section, said that 
the generalization associating a man’s age with his arteries 
should be limited more particularly to the cerebral and 
ccronary vessels. The discussion about to be opened was 
timely in view of the recent growth in knowledge about 
this subject, and it might be recalled that rather over a 
century ago a small group of men in the counties bordering 
Wales had contributed materially to the little that was 
then known. 

* Dr. G. A. Attan, in opening the discussion, said that 
disease of the coronary artéries had been recognized for a 
considerable time, and its association with angina pectoris 
had been widely accepted. In recent years prominence 
had been given to certain anginoid symptoms which had 
been found associated with coronary blockage, usually 
thrombosis. In this country the papers by McNee and by 
Gibson had helped to focus attention on the subject, but 
Lindsay Steven had made a careful analysis of the litera- 
ture as far back as 1687. Coincident with this increased 
attention to the clinical aspect important anatomical in- 
vestigations had been. made by Gross and his collaborators ; 
in addition to making an accurate survey of the part of 
the heart supplied by each coronary artery he had also 
shown that the heart was perhaps the richest organ in the 
body as regards capillary and pre-capillary anastomoses 
between branches of the same artery as well as between 
branches of both arteries, antl that as age advanced there 
were anastomoses between the vessels in the epicardial fat 
and adjacent parts and the coronary arteries. The morbid 
processes affecting the coronary arteries might be classified 
into four clearly defined: conditions. (1) Atheroma, the 
commonest primary lesion, was a patchy disease first affect- 


— 


the deeper parts, proliferation of the fibrous elements, and 
encroachment on the lumen of the vessel. It was quite 
irregular in its distribution through the body, and might 
be well marked in the coronary vessels when there was 
no indication of it in the accessible arteries. (2) Arterio- 
sclerosis, a diffuse process characterized by thickening of 
media and intima, probably beginning as a_ hyperplasia 
in the media; it was much more uniform in its distribution 
than atheroma. (3) Syphilis was comparatively rare in the 
coronary vessels in spite of the fact that aortic syphilis was 
one of the commonest visceral manifestations of the disease. 


on either atheroma or arterio-sclerosis; but it might occur 
as a primary medial degeneration, and its association with 
atheroma was a potent factor in diminishing the lumen 
of the vessel. To obtain some idea of the relative frequency 
of these lesions he had examined the figures collected from 
1,000 consecutive autopsies in the Western Infirmary, 
Glasgow. In these there were 371 cases in which naked- 
eye lesions had been noted; the lesions were— 
Atheroma ... 80.6 per cent., with fibrosis in per cent. 


Calcification ... 10.8 77.5 


Of $7 cases in which the coronary lesion was noted as 
producing definite narrowing of the lumen— 


Atheroma was present in 85, with fibrosis in 82 per cent. 
Arterio-sclerosis ,, Pa 8&4 


Fifty-eight of the patients died suddenly, and in ten of 
these there was no evidence of fibrosis. Other points which 
emerged from this study were: (1) severe narrowing of the 
artery might be present without obvious myocardial lesion; 
(2) severe old-standing lesion and even occlusion might be 
present with no clinical history of its occurrence; (3) 
patients might die with symptoms suggesting coronary 
occlusion in which no such lesion was found. Disease of 
the coronary arteries in general tended to produce diminu- 
tion of the lumen; this caused starvation of the parts 
supplied, followed by replacement fibrosis, or, if sudden 
complete occlusion occurred, infarction resulted with sub- 
sequent fibrosis. It was apparent that there could 
be no diagnostic symptomatology to cover all cases of 
coronary artery disease; in the series quoted 35 per cent. 
of cases showed no gross lesion of the muscle, and of the 
remaining 238 only 58 patients could be said to have died 
as the immediate result of the coronary lesions. When the 
blockage was abrupt certain features were present with 
such regularity as to make diagnosis reasonably sure ; these 
would be deait with by subsequent speakers. The features 
that demanded attention were the duration and situation 
of the pain, the associated symptoms such as vomiting, 
collapse, respiratory and mental distress, and such signs 
as the rate and rhythm of the heart, fall of blood pressure, 
ete., and the information to be derived from the electro- 
cardiogram. The ultimate prognosis was in almost all cases 
bad; but judging from old lesions found at necropsy, those 
who made a good recovery, at least temporarily, must be 
fairly numerous. 

Dr. Carey F. Coomss (Bristol), discussing the etiology 
of the two great coronary syndromes, ischaemia and in- 
farction, gave an analysis of 1,600 cases of organic heart 
disease seen during the previous ten years. Both kinds of 
coronary attack occurred most often in the seventh decade 
of life, though ischaemia cordis was almost as frequent 
in the sixth, and appreciable in the fifth, partly owing to 
its relation to syphilis. Infarction was relatively more 
common in males than was ischaemia. Dr. Coombs showed 
a slide indicating that cardiac rheumatism, ulcerative 
endocarditis, and cardiac syphilis seldom excited the 
coronary syndromes, except that ischaemia was more 
frequent in cardiac syphilis in consequence of the liability 
of the coronary orifices to stenosis in aortic syphilis. Some 
coronary disorders might, however, be traced to endo- 
carditis lenta, and even a preceding phlebitis. 

Dr. Ivor Daviss (Cardiff) commented on the importance 
of symptoms in disease of the coronary arteries, .and 
referred especially to intermittent peripheral arterial 
claudication. Coronary sclerosis might be considered as a 


ing the deeper layers of the intima with degeneration of 


generic term to include angina pectoris and coronary 


(4) Calcification was most frequently found superimposed. 
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thrombosis. He then gave an account of the clinical mani- 
festations and discussed the physical signs in detail. 

Dr. A. E. Grsson (Oxford) dealt with diagnosis and 
prognosis, indicating the main features of importance 
with illustrative examples. He showed that when the 
initial lesion was not too extensive the heart could adapt 
itself to the structural damage, and that, therefore, if 
serious risks were obviated a good prognosis might be 
given for the immediate future. 

Dr. J. S. Camppeti (Belfast) showed a beautiful series 
of lantern slides of injected hearts illustrating the changes 
that occurred in the blood supply at different age periods. 
In the foetal heart there was an equal distribution of 
vessels to right and left ventricles; in adult life there was 
a much more abundant supply of vessels to: the left 
ventricle than to the right; whilst in old age this prepon- 
derance was even more striking. The second point that 
was clearly shown was the free anastomosis that occurred 
hetween right and left coronary arteries in cases of 
coronary thrombosis. In one case shown there was throm- 
bosis of the right coronary artery; injection of the left 
coronary artery filled the right artery up to the point 
of obstruction, through anastomoses chiefly in the intra- 
ventricular septum. The third point to which Dr. 
Campbell drew attention was the great variation in the 
distribution of the two coronary arteries to the various 
parts of the heart; this was especially noticeable in the 
circumflex branches and the blood supply to the posterior 
wall of the heart. 

Dr. Evan Breprorp (London) referred to the value of the 
electro-cardiogram in the diagnosis of cardiac disease. In 
cardiac infarction the process of myocardial necrosis and 
healing could often thus be followed accurately when physical 
signs gave no indication of what was going on. 
thrombosis might simulate acute abdominal disease, and 
then an electro-cardiographic investigation might save an 
unnecessary surgical operation. Similarly in slight and 
doubtful cases of coronary thrombosis such an examination 
might materially assist the medical practitioner in enforcing 
rest. Professor MoorueEap (Dublin) referred to Dr. Coombs’s 
views as to the occasional importance of the infective factor, 


and related one case recently seen which had now apparently, 


made a complete recovery. Dr. (Edinburgh) 
spoke of the association of attacks of anginal pain with 
paroxysmal tachycardia, and gave details of one case in 
which there was marked inversion of the T-wave. At 
necropsy there was no infarction and no thrombosis of the 
coronary arteries, but some stenosis at the orifice. 

Sir THomas Lewis, winding up the discussion, com- 
mented on the valuable ground which had been covered. 


He emphasized the importance of remembering the ana- 


tomical considerations. 


SECTION OF SURGERY. 
Wednesday, July 25th. 
Tumours OF THE SPINAL Corp. 
Ar the first meeting of the Section of Surgery, with the 
President, Professor A. W. SHEEN, in the chair, the subject 
for discussion was the diagnosis and treatment of spinal 
cord tumours. 

Mr. Donatp J. Armour (London) limited his remarks 
to tumours arising from the cord, nerve roots, and the 
spinal meninges, and excluded tumours of the vertebral 
column, except chondromata growing from the inter- 
vertebral discs. He said that tumours might be either intra- 
dural or extradural without it being possible to discover 
the point of origin. More than three out of four spinal 
cord tumours were extramedullary, the intradural type 
being the commoner. Intradural tumours occupied the 
dorsal or dorso-lateral position in two-thirds of the cases. 
Clinically the course of the disease could be divided into 


three stages: (1) of root symptoms, usually unilateral; (2) | 
of Brown-Séquard paralysis; and (3) of compression para- ' 


plegia. The first symptom was either pain or paraesthesia. 
Some cases, however, ran a painless course, or sensory 
symptoms appeared later in the disease. Pain, due to root 
irritation, was neuralgic, was referred along the course 


of the nerve involved, and was often increased by move-. 


ments. Paraesthesia might occur at the level of the tumour, 


Coronary. 


tumours was not so bad as was thought. The mortality 


due to root irritation; above this level, due to increased 
tension in the cerebro-spinal fluid or to sympathetic in- 
volvement; or, below the level, due to pressure on sensory 
tracts. The maximum sensory disturbance in extramedul- 
lary tumours was at the periphery, while with intra- 
medullary growths this maximum of sensory disturbance 
was often at or below the segmental level. During the 
early stages of involvement ef the anterior root irritative 
symptoms occurred, but usually when the patient was first 
seen these had been replaced by degenerative paralysis. 
Pressure on one side of the cord gave rise to the Brown- 
Séquard syndrome, but this soon passed into complete com- 
pression, with paraplegia or paraparesis. As the pressure 
increased two sets of spinal symptoms appeared—those due 
to the direct effect of the tumour on the involved segments 
and those due to pressure on the tracts of the cord. 
Sphincter disturbances did not appear until motor and 
sensory symptoms were well marked, and the loss of bladder 
control preceded rectal incontinence. It had been shown 
that the pressure effects of the tumour were limited, and 
that the widespread interference with the function of the 
cord was due to vascular disturbances. This explained the 
rapid recovery often seen after operation, even when the 
cord had been greatly narrowed and distorted. Paraplegia 
inflexion most frequently followed the paraplegia in exten- 
sion, and this condition indicated severe and _ localized 
pressure, and in cases of tumour called for immediate 
operation. Intra-abdominal disease was simulated by pain 
due to tumours in the lower dorsal region. Lesions situated 
in the lumbar region presented multiple root signs, and 
tumours of the cauda equina gave rise to intense pain. 
Atypical clinical forms of the disease were referred to 
briefly. As regards differential diagnosis, extradural 
tumours grew more rapidly and gave rise to bony changes 
much more frequently than intradural tumours, and root 
pain was often absent and the vertebral column was 
sensitive to pressure in the case of extradural growths. 
The differentiation of intramedullary and extramedullary 
tumours was difficult, and the speaker discussed fully the 
various methods of distinction. With regard to treatment, 
Mr. Donald Armour advised laminectomy after Victor 
Horsley’s method, and did not favour osteoplastic laminec- 
tomy or hemi-laminectomy. If after opening the dura no 
tumour was discovered the presence of cardiac and respira- 
tory pulsations, the condition of the posterior veins, and 
the escape or not of cerebro-spinal fluid should be noted. 
Posterior roots involved in the tumour might be divided if 
necessary, but every effort should be made to preserve 
the anterior roots. Intramedullary tumours were best 
dealt with by Elsberg’s ‘‘ extrusion ’’ method. The speaker 
concluded by referring to the use of radium and z rays. 

Dr. Gsorce Rippocn (London) briefly discussed the 
clinical aspects of the disease. He said that paraplegia, 
whether due to intramedullary or extramedullary lesions, 
followed a very definite sequence—spastic paraplegia in 
extension, followed by paraplegia in flexion, and finally 
flaccid paralysis. With anterior tumours flexion paraplegia 
might occur first. Focal signs of the level of the lesion 
were radicular and segmental. They were absent some- 
times with ventrally placed tumours and small tumours 
between the roots. The importance of finding the level of 
the junction of abnormal and normal sensation was men- 
tioned, but the crossing of the sensory fibres must be borne 
in mind. He briefly referred to the differential diagnosis 
of extramedullary and intramedullary growths. 

Sir Percy Sarcent (London) said that lipiodol gave rise 
to severe root pains im some cases; he wondered whether 
there would be some changes of the membranes of the 
cauda equina in after years due to the prolonged presence 
of this iodine-containing preparation. When clinical and 
other methods were satisfactory for diagnosis and loealiza- 
tion in a given case he stated that lipiodol should not be 
used. The speaker had had no success with the light solu- 
tion of lipiodol. Referring to the differential diagnosis of 
intramedullary and extramedullary tumours, he said that 
the number of segments and the elongated blockage of the 
canal helped to decide this point. Mere dissociation of. 
sensation was of little use for differential diagnosis. Sir. 
Percy Sargent said that the prognosis of intramedullary 
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rate of operation was low; the worse prognosis was given 
in growths from the second to fifth thoracic segments, 
where cardiac disturbances followed the operation. Lower 
down acute dilatation of the stomach occurred, and lower 
still intestinal paralysis supervened. Slides were shown of 
neurofibromata and endotheliomata, also z-ray photographs 
of lipiodol injections. 

Mr. Grorrrey JEFFERSON (Manchester) said that pain 
was not a common complaint in his cases, but spastic para- 
plegia. He divided spastic paraplegia into (1) a degenera- 
tive type and (2) a compression type. There was consider- 
able difficulty in distinguishing these groups, but the 
picture of cord compression with its definite sequence was 
often clear-cut. Ie had used Queckenstedt’s test with 
success to diagnose complete blockage of the canal. 
Excellent diagrams wero shown illustrating the valué of 
this test even in cases of partial blockage. Testing the 
cerebro-spinal fluid was also important, since stasis due 
to the blockage increased the albumin content. 

Mr. Lambrrt Rocers (Cardiff) reported a case of com- 
plete and rapid recovery after removal of a meningioma, 
though the spinal cord was flattened out into a tape-like 
form. The tumour, as well as containing the psammoma 
bodies, contained true bore. Mr. Rogers showed some 
interesting z-ray photographs after lipiodol injection. 

_Mr. Wrrrrep Trotter (London) disagreed with Mr. 
Jefferson that pain was not a common and early feature. 
Cases of spinal tumours were missed until a patient with 
an unexplained pain, which was mistaken for many other 
diseases, developed paresis. He said that Sir Percy 
Sargent stated that neurofibromata were the commonest 
tumours, and these gave rise to intense pain with few or 
no physical signs. It was of vital importarce to investi- 
gate these pains thoroughly, especially the character, 
position, and distribution of the pain, and the influence 
of coughing, etce., on it. Patients should come to opera- 
tion after a definite diagnosis was made, long before there 
were paralytic sigrs and symptoms. Mr. Apams (Bristol) 
reported one case in which there was no pain, but merely a 
slight limp on walking. He suggested that neurofibromata 
might cause root pains, while endotheliomata produced 
motor signs and symptoms. Mr. Stantry Fostrr (New 
Zealand) agreed with Mr. Trotter regarding the sensory 
symptoms. Mr. Brockman (Sheffield) said that pain duc 
to spinal tumour should be kept in mind when a patient 
came with a curious unexplained pain. 

Mr. Armovr, replying, said that he agreed that the 
upper dorsal region was the dangerous zone. The period of 
early pain was certainly the correct time for treatment. 
Ho mentioned that Professor Sicard now advocated imme- 
diate screening after injection of lipiodol. 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 
Wednesday, July 25th. 
Unsuccessrut Forceps Cases. 

Tur first meeting of the Section, under the presidency of 
Dr. T. W. Even, was devoted to a discussion on unsuccess- 
ful forceps cases, a subject which was introduced during 
the final meeting of the Section last year too late to 
permit of adequate consideration. The opening papers, 
by Dr. Douglas Miller (Edinburgh), Professor James 
Hendry (Glasgow), and Professor W. Fletcher Shaw 
(Manchester), are printed in this issue. 

The Present remarked that Dr. Miller had had results 
of three hospitals at his disposal. His account should he 
regarded as the standard picture of what was going on 
all over the country. Those present could realize how 
great the evil was. 

Dr. C. E. Dovetas (St. Andrews) spoke on behalf of the 
general practitioner. He had only meant to make a plea 
for version in failed forceps cases. He could look back for 
forty years, and much that happened then should not 
happen now. Now we had ante-natal supervision. A great 
future lay in front of the general practitioner if he would 
take advantage of it. He and he alone should be the 
person to do this-work. In the paper version had been 
employed in only 5 per’ cent. of the cases. All could apply 
version if they had a reasonable ‘degree of ‘skill. “The only 


safe rule was to do nothing at all until the os was suitably 
dilated; to do otherwise was courting disaster. Manual 
dilatation of the cs should be relegated to the scrap-heap, 
With chlo~al and patience the os would dilate itself. He 
had had nine cases of failed forceps; eight were occipito- 
posterior eases. There were no maternal deaths, but four 
babies had died. 

Dr. Berner Soromons (Dublin) said that it seemed extra. 
ordinary that no one was excited at the figures presented, 
There were two definite causes: (1) blissful ignorance—to 
be cured by better training; (2) wilful negligence. A man 
should be thrown out of the profession for applying forceps 
too early. The application of tentative forceps, with a 
view to possible pubiotomy or low Caesarean section, was 
quite justifiable. Post-graduate training should be insisted 
on; five years was far too short. In Sweden eight years 
was the minimum. YX rays were very useful in confirming 
the diagnosis. He did not think it was possible to diagnose 
a dying child, and it was dangerous to think it was. As 
for Caesarean section or craniotomy, he preferred the low 
Caesarean operation as safer than craniotomy. A_ live 
child should never be killed. The lower segment cperation 
with drainage was quite safe. Few cases of failed forceps 
occurred in Ireland. There was no mystery about this 
subject, and they should be perfectly able to grapple with 
it. In regard to adequate payment, a composite fee to the 
family doctor should be paid. He suggested that what 
was wanted was strength of mind to avoid forceps when 
contraindicated, and strength of arm to deliver when 
forceps were indicated. 

Dr. Manet Ramsay (Plymouth) lived in a district where 
there was no maternity hospital. She asked how long a 
trial labour should be—should it be two or three days? 
In private practice she had many more worries than in her 
Poor Law hospital, where she had the help of an excellent 
midwife. Craniotomy gave her a feeling of horror; she 
had never performed this operation. She had no fear 
of doing a Caesarean section if she had been in attendance 
on the case herself. Ante-natal schemes were very well, 
but the patient failed because she would not pay the fees. 
The fee question bulked very largely. Maternity and 
ehild welfare officers were not adequately trained. In 
future not only ante-natal, but post-natal work also, would 
have to be done. Mr. L. C. Rivetr first of all urged the 
extreme importance of antenatal care. Secondly, he 
agreed with the tentative application of forceps. He 
wished to emphasize that (1) the head must be engaged in 
the pelvic brim, (2) the cervix must be fully dilated, 
(3) the bladder must be empty, (4) uterine contractions 
must be present, before any attempt be made to apply 
forceps. He did not agree with attempting version or 
embryotomy after all the liquor had drained away, 
Caesarean section was much safer when the uterus was in 
an irritable state. There was less shock than in embryo- 
tomy. With regard to the training of students, he thought 
that six continuous months was the very minimum in which 
to teach them midwifery. Dr. Ketson Forp (Preston) 
thought that a composite fee should be charged, to include 
ante-natal supervision and attendance at confinements. 
He asked how it was that eight cases of ruptured uterus 
occurred, whereas only three Caesarean sections were 
reported. In the elderly primipara the fate of the baby 
was as important as the fate of the mother. He did not 
think that the possibilities of Caesarean section in definitely 
infected cases had received sufficient attention. He found 
that it was casier to get patients to attend for ante-natal 
supervision than for post-natal examination. He thought 
it was a debatable policy for general hospitals to open beds 
for normal midwifery, but that this work should be under-: 
taken by special State-aided institutions. 

Mr. Tentson Corns (Cardiff) said that a certain pro- 
portion of cases might be avoided if patients were not 
allowed to go over their time. They were constantly seeing 
cases where forceps had been applied too soon. The public 
thought that the best doctor was the one who produced the 
child in the shortest time. Much good would be done 
if it were being constantly brought to public notice that 


‘time must be given. Dr. Kennern Writson (Blandford) 


agreed that it was impossible to obtain a fee for ante-natal’ 


work in country districts, He thought payment should: 
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come from the State. He had had one case of failed 
forceps. He had attended this patient in two previously 
normal confinements. In this case he came to the conclu- 
sion that hydrocephalus was the cause. He performed 
craniotomy, and she subsequently developed puerperal in- 
sanity, but quickly recovered. In another case the head 
was floating free'y after forty-eight hours of labour. Under 
anaesthesia he pushed the head easily into the pelvis. 
After sixty hours chere was still no further progress. Six 
hours later, there being no progress, Caesarean section was 
erformed, and it was found that the whole uterus was 
spotted with multiple small fibromyomata. Mr. Paramore 
(Rugby) spoke in favour of pubiotomy. He had performed 
the operation seven times with one maternal and two foetal 
deaths. _Haemorrhage might be rather alarming, and 
laceration of the perineum and vagina might be consider- 
able. He advocated chlorine douches, given before and 
after delivery. Dr. Boyp (Manchester) supported the appli- 
cation of version. In 1,300 cases he had had many where 
forceps had failed and version had succeeded. It had to 
be confessed that many foetal deaths had to be recorded. 
He deprecated the sweeping statement that these cases were 
all due to ignorance or neglect. Dr. Quix (Dublin) reminded 
the meeting that no slums could be worse than the slums 
of Dublin, and the Master of the Rotunda had to have a 
long apprenticeship in these surroundings. Not enough 
stress was laid, in teaching, on the normal case. If non- 
interference in normal cases were practised Nature would 
do the rest. The high foetal mortality was caused hy 
injudicious attempts at treatment. He emphasized the 
value of morphine at the commencement of labour. He did 
not approve of the use of lysol. 

Miss Fraxcrs Ivens (Liverpool), while in considerable 
agreement with much that had been said by the openers, 
wished to bring forward some points based on an analysis 
of twenty-six failed forceps cases admitted to her depart- 
ment at the Liverpool Maternity Hospital during the last 
seven vears. Of these, two delivered themselves (both 
children alive); nine were deHvered by medium or low 
forceps, with seven living children; two by -high forceps 
(one living child); six by Caesarean section, with four 
living children; six by craniotomy and one by version, all 
stillbirths. In no case was craniotomy performed on a 
living child, and potential sepsis was not regarded as a bar 
to a classical Caesarean section (in one case forceps had 
been attempted four times). One mother out of the 
twenty-six died, delivered by Caesarean section after two 
forceps attempts. Her death was due to Staphylococcus 
aureus septicaemia, the source of infection being possibly 
from her husband, who was suffering from boils; she had 
been to a clinic, but had refused examination. Dr. Miller’s 
figures indicated that the high mortality in failed forceps 
cases was largely due to sepsis, and Miss Ivens’s figures 
corroborated this. Thirteen—that is, one-half—of the cases 
were morbid. streptococcus and Bacillus coli were 
present in five cases; a non-haemolytic streptococcus in two 
cases: a streptococcus and the Staphylococcus aureus in 
oe case; a streptococcus, Staphylococcus aureus, and 
B. coli in one case; and in a case where the child was 
gangrenous, B. coli and B. welchii. To combat this risk of 
infection special precautions were taken, antistreptococcal 
serum being given at the time of delivery by Besredka's 
method-—namely, with a large quantity of normal saline, 
This was followed whenever possible by the serum appro- 
priate for the infection. Some Weinberg anti-gangrenous 
serum, which had just arrived fromthe Pasteur Institute, 
was undoubtedly instrumental in saving the life of the 
patient with gas gangrene infection. Good uterine retrac- 
tion was obiained by the use of pituitrin and ergotia. In 
the cases of Caesarean section drainage into the cave of 
Retzius was employed, and steps were taken to obtain early 
and free bowel evacuation. In regard to the source 
o infection, the frequent presence of a non-haemolytic 
streptococcus and B. coli suggested an intestinal origin. 
The speaker made it a rule that there should be no vaginal 
€Xamination until the patient had been given a bath and 
the vulva shaved and thoroughly washed down over a douche 
pan. She emphasized the undesirability of making internal 
*xaminations either in ante-natal clinics or elsewhere very 
te in pregnancy without taking special precautions. She 


agreed with those who believed in correcting the posterier 
position, and always advised the exaggerated Sims’s position. 
She thought ante-natal teaching was beginning to bear good 
fruit, and there was a big field waiting for those doctors who 
would perfect themselves in it, so that the normal cases 
could be left to the midwives whilst the borderline cases 
might be more carefully watched or sent into hospital. 
Also, the education of students in midwifery was better, 
and the more recently trained graduates were realizing how 
easily a case could be spoilt for Caesarean section. She 
did not think that remuneration had much to do with the 
quality of medical work. If it had, the honorary work 
carried on in voluntary hospitals would not be so highly 
valued as it was. 

Replying to the discussion, Dr. Mriuer referred to the 
criticism of the expression ‘‘ dying child.’”’? He agreed that 
this description was misleading. The cases he had in 
mind were those in which fractures of the foetal skull 
could be detected. The small number of failed forceps 
cases admitted to the Rotunda spoke volumes for the 
teaching there. He explained the apparent discrepancy 
in the figures applied to rupture of the uterus and 
Caesarean section. Professor Hrenpry referred to a case 
to illustrate what he meant by a test labour. It was a very 
serious matter when patients did not turn up for ante- 
natal examination. It was difficult to say when forceps 
had been applied tentatively. He agreed with what had 
been said about attempting version or craniotomy when 
the uterus was irritable and the patient was suffering 
from shock. He did not advocate instrumental rotation. 
but much preferred manual rotation. He objected very 
strongly to remarks deprecating the value of z-ray ante- 
natal examinations. Mr. Fiercuer said that ante- 
natal work was carried out in Manchester as a routine 
long betore Dr. Ballantyne had published his paper from 
edinburgh. Lysol had done more harm in midwifery than 
anything else; it was not used in sufficient strength. 
With regard to fees for ante-natal treatment, these should 
be composite to cover everything. The ideal way would be 
for the doctor to have care of the patient before labour, 
the midwife to attend the normal confinement, the doctor 
to attend again during the puerperium. 


SECTION OF MENTAL DISEASES AND NEUROLOGY. 
Wednesday, July 25th. 
AUTOTOXAEMIA AND THE PSYCHOSES. 
Dr. Epwin Goopatt, President of the Section, in a brief 
introductory speech, referred to the achievements of Pro- 
fessor W. Weygandt, the opener of the discussion on auto- 
texaemia as a factor. in the causation of the psychoses. 
Professor W. WryGanpt (Hamburg) remarked that in the 
course of the past century a great change had taken place 
in the doctrine of the causation of psychoses; it had 
become more firmly settled that mental derangements were 
cerebral diseases, and that a morbid influence on the brain 
represented the cause of mental disorders. In 1896 
Kraepelin described dementia praecox as a_ metabolic 
disease, and called attention to an inherited disposition in 
70 per cent. of cases. The realization that an endogenous 
cause of the disease must be assumed had induced an 
intensive investigation of the blood and endocrine glands. 
Professor Weygandt then considered in detail the forms of 
retarded evolution in relation to endocrine metabolism. 
One of the most important problems of psychiatry was to 
determine the pathogenesis of dementia praecox, or schizo- 
phrenia. In 70 per cent. of cases there was an inherited 
factor. Pathological changes were feund in certain cerebral 
cells, especially those of the third cortical stratum. The 
fifth and sixth strata also might exhibit atrophy, while 
von Monakow claimed to have’ found changes in the choroid 
plexus. The basic conditions of manic-depressive psychosis 
(cyclothymia) he considered entirely different. The 
inherited factor in this was most important, and could be 
traced in 90 per cent. of cases. There was no question of an 
anatomical basis, and in his opinion we could not attribute 
great importance to the factor of autotoxaemia. Generatly 
speaking, there was present an instability of affective mind 
caused by heredity, and possibly connected with vasomotor 


‘fluctuations. Autotoxaemia was of great importance in 


| 
ap, 
He 
ito. 
tra. 
ted, 
| 
eps 
1a 
was | 
ted 
AT'S 
ing 2 
108@ 
As 
low | 
jive 
ion 
eps | 
his 
‘ith 
the 
hat 
1en 
en 
ere | 
r 
ys? 
her 
ent 
she | 
ear 
nce 
ell, | 
nd 
In 
ald 
che 
he | 
He 
in 
ad, 
ns 
ily 
or 7 
in 
ht 
ch | 
n) 
de | 
ts. | 
us 
re : 
by | 
ot 
ly 
id 
al | 
nt 
ds 
0- 
ot 
1g 
ic 
10 
at a 
1) q 
al’ | 
\d- 


| 


oe 


202 Ava. 4, 1928] 


‘THE SECTIONS: SUMMARY OF PROCEEDINGS. 


Tre Reina 
MepicaL 


true or cryptogenic epilepsy, as distinct from symptomatic 
epilepsy. As regards treatment, the facts discussed had 
been put to abundant use. Thyroid preparations were 
successful in the treatment of myxoedema and cretinism, 
while results in pituitary disorders were possible by a-ray 
treatment and glandular feeding. Malarial or pyrexial 
treatment had as yet no apparent success in dementia 
praecox, epilepsy, etc. Weisen had treated the endocrine 
glands with x rays in §8 cases of idiocy, including 
Mongolism, and in $4 cases the clinical condition and 
quality of the serum reactions had improved. Diagnosis, 
as well as therapeutics, demanded that research in the 
autotoxaemic influences in psychoses was to be regarded 
as one of the most important ‘tasks of psychiatry. Dr. 
PickwortH showed slides illustrating sphenoidal sinusitis 
and its relation to pituitary disturbance, in order to 
suggest that many symptoms of metabolic disorder were 
referable to dysfunction of a small portion of the brain 
near the pituitary stalk. 

Dr. E. Mavorner suggested that Professor Weygandt’s 
paper would have been better entitled ‘‘ Anomalies of meta- 
bolism associated with psychoses.”? He tliought all were 
equally agreed that every mental process was only the 
subjective aspect of a bodily one, which left traces and 
originated habits and reactions. As regards gross endo- 
‘crine abnormalities and mental disorder, he believed that in 
most cases, with the possible exception of the thyroid, the 
suggestion was rather one of frequent occurrences than of 
causal dependence. ‘Sexual disturbances and tlie psycho- 
logical reactions arising therefrom appeared to have more 
psychiatric importance than all the rest of tlie endocrine 
disorders. Such conditions as erotism and nymphomania 
on the one hand, impotence and frigidity on the other, were 
extremely common, and the reactions arising from these 
conditions were important. 

Dr. I. S. Wirz (New York) considered that the terms 
toxaemia and psychoses were employed in too broad conno- 
tation; they could not disregard heredity and infections. 
Endocrine disorders and psychoses might be due to a 
common underlying cause, as syphilis; be concomitant, as 
in presence of cerebral tumour and diabetes; be in causal 
relation, as mental enfeeblement and athyroidism; be co- 
existent, but with variation in time and intensity without 
causal relation. It was necessary to show causal relation- 
ship rather than coexistence of symptoms. In his opinion 
the distinctions between the biochemistry of psychoneuroses 
and psychoses were not marked or clear. Dr, Mary 
Barxkas said that the association of these physical dis- 
orders with mental disease might be explained otherwise 
than as direct causes of psychoses, and that the psychiatrist 
might promote the development of psychiatry far more by 
concentrating on the study of the mental processes of 
patients than by a flight into the laboratory. She believed 
that autotoxaemia and similar disorders might be related 
to mental disorder in the following ways: (1) as a precipi- 
tating factor, (2) as a source of mental stress, (3) as joint 
effect of some primary cause, (4) as chance concomitant, 
and (5)—and most important—as the result of the mental 
and emotional or psychomotor disorder. Moreover, Dr. 
Barkas thought they should consider whether the attempts 
at cure which were based on the bodily changes they found 
might not act indirectly through the mind, rather than 
directly through the body. Finally, she suggested that 
another factor should be considered in this relation of 
cause and effect. In many psychotics a sense of guilt 
and craving for self-punishment played a prominent part, 
as was often seen in attempts at self-mutilation or self- 
destruction. This might well be a factor in decreasing 
the resistance to disease. If these considerations were 
valid, Dr. Barkas thought it evident that investigation of 
the mental state of the insane was at least as likely to 
throw light on the causation of mental disorder as was 
laboratory research. She would urge that for the majority 
of asylum medical officers clinical psychiatry offered a far 
more fruitful field. 

Dr. R. D. Gitiesrie said that the conception of auto- 
toxaemia in this country had been restricted largely to 
conditions of supposed intestinal absorption. The bacterio- 
logy of the colon in persons mentally normal was in too 
vague a condition to make it safe to draw definite con- 


clusions from a bacteriological examination of the faeces 
in the psychoses. Similarly, regarding Dr. Pickworth’s 
work, it was very dangerous for him to argue frem his 
interesting findings to the psychoses in general. Regardin 
intestinal toxaemias, Dr. Gillespie said that cliniaal 
experience with Hirschsprung’s disease showed that mental] 
symptoms were usually absent in spite of the extreme stasis; 
when they were present they were of the confusional type, 
Ulcerative colitis, when absorption certainly occurred, was 
not associated with mental symptoms as a rule, whereas 
mental symptoms of a kind accompanied the so-called mucous 
colitis, when absorption was probably absent. Dr. HExey 
Boxxe (Brighton) remarked that it was cheering that Pro 
fessor Weygandt talked of recovery in dementia praecox, 
Clinicians would agree with him that some such patients 
appeared to recover. From his paper there seemed to be 
hope that some of his tests might serve to distinguish these 
cases from others. It was not satisfactory to assume merely 
that it was faulty diagnosis should recovery take place, 
With regard to manic-depressive states, she said that many 
patients seemed to show an association with Graves’s disease 
to a marked degree. . 

The Prestpent remarked that acute and recent cases 
admitted into mental hospitals and clinics were well known 
to improve in large measure with’a preliminary enema or 
two, and systematic colonic lavages. The same applied to 
ebullitions in habitués of mental hospitals. Admittedly 
these cases were not pure instances of auto-intoxication, 
There had been published, from the laboratory at Cardiff, 
work upon the distribution of the various nitrogen con 
stituents of plasma, cerebro-spinal fluid, and urine in some 
forty, mostly newly admitted, cases of mental disorder, 
All were males, excepting eight; the ages ranged from 
21 to 52 years. They found that non-protein nitrogen was 
high in the plasma; that urea nitrogen tended to be low; 
that the amino-acid nitrogen was low. These conditions 
were irrespective of the type of case. In fourteen cases 
the unknown nitrogen—which was got by subtracting the 
sum of the various non-protein nitrogen constituents esti- 
mated from the total non-protein nitrogen—was high in the 
plasma, It formed 20 to 40 per cent. of the total non 
protein nitrogen (a high proportion). With the high non- 
protein nitrogen and the frequently high urea nitrogen in 
the plasma went a low total nitrogen and urea nitrogen in 
the urine. The above results appeared to point to anomalies 
of protein metabolism in the mental cases studied. Of late 
years little had been heard of the Abderhalden method in 
psychiatry; and, therefore, it was very significant that the 
method of Abderhalden was now believed to give a posi 
tive result with the blood of schizophrenic patients, with 
cerebral cortex, gonads, and often with thyroid and 
pituitary. If these things were so there should surely 
by now be a welcome means of diagnosis between true 
schizophrenia and recoverable states resembling such. They 
had at the present time under investigation at the Cardiff 
Mental Hospital iaboratory the relation of anti-substances 
in the blood to testicular and thyroid extracts, using 
rabbits for inoculation with the latter. 


SECTION OF PATHOLOGY AND BACTERIOLOGY. 
Wednesday, July 25th. 
ENCEPHALO-MYELITIS IN THE Course oF Virus DIsEAsE 

AND THE EXANTHEMATA. 
Ar the opening meeting of this Section the chair was taken 
by the President, Professor E. H. Kertie, who called upo 
Professor H. M. Turnbull to introduce the discussiol 
on encephalitis. Professor TuRNBULL gave @ detailed 
account of the histological appearances, dividing them into 
acute and stthacute types. He distinguished thus post 
vaccinal encephalitis from poliomyelitis and encephalitis 
lethargica, assigning it to the group of conditions charac 
terized by demyelination. Similar histological conditions 
had also been observed in other conditions, such as chronie 
gonorrhoea, and in affections of the central nervous system 
complicating exanthemata. — 

Professor James Mclnrosu described an experiment 
and pathological study of encephalo-myelitis as found im 
encephalitis lethargica, small-pox, and after vaccination. 
Vaccinal lesions in the brain were more meningeal thaa 
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encephalitic, and frequently showed large areas of necrosis. 
He gave reasons for indicating a vaccinal etiology in these 
conditions, and defined the differences between the vaccinal 
lesions and those of poliomyelitis and encephalitis lethargica. 

Dr. J. G. GREENFIELD, whose paper was read by Professor 
Haprie.p, had examined a case of fatal encephalitis follow- 
ing measles. In this patient, four days after the fall of 
the temperature to normal, there were fever, coma, con- 
vulsions, and death within thirty-six hours. The histo- 
slogical changes found in the brain were a universal peri- 
vascular infiltration of a diffuse type, including a number 
of plasma cells, and perivascular demyelination, which was 
strictly confined to the white matter; occasional deposits of 
free stainable fat were demonstrable in these areas. The 
changes thus closely resembled those of post-vaccinal 
encephalitis. 

Dr. S. Puiiires Bepson discussed the hypothesis that 
post-vaccinal encephalitis was actualiy due to the virus of 
herpes activated by vaccination. This virus had been found 
in the brains of nine cases of epidemic encephalitis examined 
by Levaditi and in three examined by Perdrau. He 
rejected this hypothesis on the grounds that no herpetic 
eruption occurs in encephalitis; that in pneumonia, malaria, 
and cerebro-spinal fever, which frequently activate the 
virus with the production of a herpetic eruption, encephal- 
itis is unknown; that no antibodies to the virus are 
demonstrable in the blood from cases of encephalitis; and, 
finally, that the virus had been found by Flexner in the 
cerebro-spinal fluid from a case of cerebral syphilis. He 
referred to the difficulty of working on this subject with 
rabbits owing to the existence of two other varieties 
of encephalitis in the rabbit itself, and suggested that 
the resources of an institute devoted wholly to this 
subject could alone cope adequately with the problems 
involved, 

Professor G. Haprieip (Bristol) had examined the brain 
of one case of post-vaccinal encephalitis which showed 
lesions similar to those described, and four brains from 
children dying from other causes between the eighth and 
fourteenth days after vaccination, in none of which were 
any histological abnormalities demonstrable. He empha- 
sized the need of defining accurately the histological 
picture in post-vaccinal encephalitis ; its most salient feature 
hitherto demonstrated was the rapidity of myelin destruc- 
tion, and the absence from some demyelinated areas of any 
cellular infiltration. A possibility of further distinguishing 
the changes from those of other forms of encephalitis lay 
in the more minute study of the type of cellular infiltration, 
and of the nature of the microglial reaction. 

Professor J. H. Drste (Cardiff) regarded all the positive 
results obtained in work on lethargic encephalitis with 
rabhits as invalidated by the possibility that the lesions in 
rabbits were due to the virus of herpes. This hypothesis 
Was supported by the fact that brain material from cases of 
human encephalitis does not produce ketatitis in rabbits, 
Wherezs this lesion can be produced with the brain of a 
Tabbit succumbing to encephalitis after being inoculated 
with the same material. Discrepancies in the incubation 
period, which varied from three to sixty days, when 
attempts had been made to transmit the disease to 
honkeys, taken in conjunction with Flexner’s failure to 
produce the disease in monkeys at all, cast a similar doubt 
on the work which had been done with this animal. It 
was his belief that transmission of this disease to animals 
had not yet been accomplished. 

Dr. C. Forses observed that the word ‘ virus” had 
been used in different senses, and urged that the precise 
definition of pathological terms should be periodically 
reviewed. Dr. Barcrorr ANDERSON asked whether in post- 
Yaccinal encephalitis, and in the encephalitis of measles, 
there was any diminution in the lytic power of the blood for 
bacteria in general. Professor J. Crurcksnank (Aberdeen) 
observed as a noteworthy fact that herpes occurred in diseases 
of ordinary bacterial origin, and encephalitis in diseases 
believed to be due to a virus. He asked whether the calves 
used in the preparation of lymph were known ever to suffer 
from encephalitis. As bearing on the question of whether 
the agent producing the encephalitis was in the lymph or 
mm the patient, he quoted an observation of Levaditi’s, 
that a batch of lymph used for many thousands of cases in 


Spain without causing any encephalitis produced this 
complication in a number of patients in Holland. 

Professor TurNBULL, in his reply, expressed interest in 
the case of measles described by Dr. Greenfield, and in 
the controls examined by Professor Hadfield. Professor 
McIntosu said that he regarded encephalitis due to the 
virus of herpes as clearly distinguished by the changes 
in the parenchymatous cells of the brain. His general 
convictions were summed up in the statement that all 
exanthemata may be complicated by encephalitis, and that 
the encephalitis was due in each case to the virus of the 
exanthem itself. 

The PreEsIDENT, in summing up the discussion, thought 
it had done much to clear their ideas on this difficult 
subject. There seemed no doubt that a form of encephalitis 
was definitely associated with vaccination, and the evidence 
seemed to show that it was directly due to the vaccine 
virus. But from the practical point of view it did not 
greatly matter whether the vaccination actually caused 
encephalitis or whether it merely lighted up a latent infec- 
tion. If an individual suffering from heart disease was 
assaulted with fatal results his assailant could not escape 
punishment by the plea that the violence offered was-in- 
sufficient to kill a healthy man. Similarly, vaccination 
could not be held blameless if it lit up a latent infection. 
The possibility of encephalitis following vaccination could 
not be denied, and he had hoped that the discussion might 
have brought out some official information as to the number 
of fatalities associated with vaccination in recent years, so 
that the medical practitioner might be able to reassure the 
public, which was already fully informed of the complica- 
tion by the lay press. 


SECTION OF DISEASES OF CHILDREN. 
Wednesday, July 25th. 
Curonic SpLENOMEGALY UN CAILDHOOD. 

Dr. Atrrep Hower (Cardiff), President of the Section, 
took the chair at the first discussion of this Section, which 
dealt with chronic splenomegaly in childhood, with par- 
ticular reference to diagnosis and treatment. Dr. Roperr 
Hvtcutson opened the discussion by emphasizing the points 
in diagnosis of splenic enlargement, and mentioned the diffi- 
culties which might arise with a tumour in the splenic 
region, proceeding to consider the different varieties of 
splenomegaly in childhood; tumours, including cysts, new 
growths, abscesses, etc., were very rare. Of the chronic 
infections tuberculosis, syphilis, lymphadenoma, and chronic 
sepsis had to be considered. In the acute form of tuber- 
culosis in young infants enlargement of the spleen was 
very common. With regard to congenital syphilis he thought 
that its frequency as a cause of splenomegaly was exagger- 
ated. In  pre-Wassermann days every splenomegaly of 
doubtful origin was ascribed to syphilis, but the test was 
very often negative in these circumstances, Lymphadenoma 
causing splenomegaly without enlargement of glands any- 


. where was very rare. Chronic sepsis was blamed for spleno- 


megaly, but on rather doubtful grounds. The tropical 
diseases and splenomegaly presented the same features as 
in adults. Enlargement of the spleen in metabolic dis- 
orders chiefly meant the part that rickets played in causing 
such enlargement; here again the importance of rickets 
as a factor in producing splenomegaly was _ probably 
exaggerated. Gaucher’s disease might also now be included 
under the metabolic disorders, and was to be diagnosed by 
finding the characteristic endothelial cell in splenic puncture 
fluid. The value of splenectomy in such cases was disputed. 
Splenomegaly in diseases of the blood formed a big group. 
The leukaemias in childhood were almost always acute, and 
therefore not a cause of chronic splenomegaly. The splenic 
anaemia of infancy (von Jaksch) was apparently becoming 
rare. Dr. Hutchison believed it to be a disease sui generis, 
and said the blood picture during the acute phase was 
characteristic. The disease tended towards spontaneous 
recovery, and this must be remembered in considering 
treatment. In acholuric jaundice splenomegaly was well 
recognized, and splenectomy was the only effective form 
of treatment. Splenomegaly was not likely to be a pre- 
senting sign in purpura even in the chronic forms. True 
erythraemia probably did not occur in children as a cause 
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tr of splenomegaly. The next group of cases was very inter- | the cases described by Dr. Hutchison would do for either ear! 
a esting—splenomegaly associated with cirrhosis of the liver, | condition. In the past the tendency had been for many whe 
} of which three varieties (excluding Banti’s disease) were | pathological states to be included under one heading, but pat 
‘ recognized. Idiopathic non-alcoholic progressive cirrhosis, | now one pathological state was given more than one name, abo 
_ resembling the ordinary portal cirrhosis of adults, was always | In Banti’s disease cirrhosis was present from the earliest J Pe 
iH associated with enlargement of the spleen to some degree; | stage, but the presence or absence of ascites varied greatly J Sto! 
:7 in these cases the value of splenectomy was debatable. The | and caused much confusion, What was needed was af ep 
oF second variety was syphilitic cirrhosis associated with splene- | careful study of clinical and pathological findings in a alsc 
megaly, met with in later childhood. The third group con- | large series of such cases. Whatever the truth of the u 
1 sisted of splenomegaly with biliary cirrhos's, believed to | pathological condition the procedure in coming to a dia.'§ ren 
be the form which Hanot’s cirrhosis took in the child. | gnosis was, however, certain: a complete blood count, a § dis 


Another group of cases with chronic splenomegaly in child- 
hood -was the. result of thrombosis of the sptenic vein. 
The treatment of splenic anaemia of the adult type was 
splenectomy, but opinions differed as to the value of opera- 
tion once cirrhosis of the liver had supervened. Dr. 
Hutchison then suggested some points for discussion, and 
summed up the question of treatment. 

Mr. L. E. Barrineton-Warp said that the surgeon 
usually saw cases of splenomegaly when the diagnosis had 
already been made by the physician, who had generally 
decided that the spleen ought to be excised. Splenec- 
tomy was, incidentally, not so very frequently performed, 
for in the last ten years at Great Ormond Street the opera- 
tion had only been employed on ten occasions, in each 
case for acholuric jaundice, From a surgical point of view, 
splenectomy was required in two groups of cases. First, 
where a cure or amelioration of symptoms was expected, 
as in tumours, localized infections, and ‘abscesses, all of 
which were rare, but instances of which had been recorded. 
In this group also came chronic familial haemolytic 
jaundice cases and cases of thrombocytopenic purpura 
haemorrhagica, The second group consisted of cases in 
which there was some hope of bettering the patient without 
real cure. In Gaucher’s disease there were apparently 
only four cases in which successful removal of the spleen 
had been carried out in children, and in such cases splenec- 
tomy as a palliative operation was justifiable. In Banti’s 
disease, which Mr. Barrington-Ward believed did occur in 
childhood, he pleaded for earlier removal of the spleen. 
He had no personal experience of splenectomy in von 
Jaksch’s anaemia. In operating upon cases of splenic vein 
thrombosis great difficulties were experienced owing to the 
large efferent vessels connecting every surface of the spleen 
with adjacent organs. Dealing lastly with splenectomy as 
an operation, the speaker said that blood transfusion before 
and after was essential in every case, and retransfusion of 
the splenic blood was also valuable. He had no experience 
of preliminary irradiation of the spleen, but W. S. Mayo 
spoke highly of it. ‘‘Gas and oxygen’’ was the anaes- 


Wassermann reaction, fragility estimation, and a splenic 
puncture (unless splenectomy was immediately contem- 
plated) were essential in every case. 

Dr. C. Pacer Lapace (Manchester) agreed that the 
difficulty of diagnosing an enlarged spleen was not small, 
and ho described cases where a tuberculous omentum and 
a kidney tumour had caused uncertainty. The nature of 
the enlargement gave some help; the hard “ pancake-like ” 
spleen of von Jaksch’s disease and the nodular enlargement 
of new growth or lymphadenoma were characteristic. He 
went on to deal with twenty-two cases of von Jaksch’s 
anaemia which he had seen during the last sixteen years, 
The disease had certainly diminished in frequency, but was 
now increasing again. In his series of cases Dr. Lapage 
said the family history was good, syphilis played no part, 
the sex incidence was equal, all were under 3 years of age, 
and two cases occurred in twins. There was a history of 
dyspeptic disorders in many cases, and rickets also occurred, 
probably as a secondary condition. Bruising and purpuric 
spots were present in certain cases, but leukaemia had to 
be considered if the purpura was very marked. The 
temperature was not raised. The blood picture varied very 
considerably, and there was a large personal factor in 
making the blood counts. In treatment he employed 
arsenic, and sometimes benzene, and recently he had tried 
liver on one case with apparent improvement. In follow- 
ing up his cases Dr. Lapage found that eleven patients had 
been discharged improved, one of whom had subsequently 
died; five were discharged in statu quo, but at least two 
of these had made a good recovery. Two cases had died 
in hospital. In view of the fact that on the whole patients 
did well he was not inclined to recommend splenectomy. 
Dr. J. W. Scorr (Nottingham) said that with regard to 
splenomegaly and chronic sepsis he had seen cases with 
arthritic changes in which chronic pyogenic infection was 
believed to be the cause. In cases with haematemesis and 
enlarged spleen he found the diagnosis difficult. In two 
cases recently seen the patients had been in good health 
when haematemesis occurred with a rise of temperature and 


thetic of choice, and the left paramedian incision was the | slight ascites, and he considered that some active con- 
most useful. ; dition was present, possibly a perisplenitis. The shrinkage 
- Professor L. Fixptay (Glasgow) agreed with Dr. | which followed haemorrhage also supported this, as did the 
¥ . Hutchison that rickets did not play an important part in | condition of venous anastomosis found at operation. He 
q the production of chronic splenomegaly. Since the spleen | said that there were cases of enlarged spleen with anaemia in 
could not be embraced ‘the true state of its size was | in which everything else was normal, and they did very well. (R 
difficult to estimate, and all conclusions were drawn from Dr. Hiipa Storssterr described a case of spleneetomy Wo 
# its degree of palpability. The normal spleen could be dis- | for Banti’s disease in a boy aged 14, who was under the pe 
4 placed downwards by tumours, including enlargements of | care of Dr. Branson at the Royal Free Hospital in 1926. sid 
ie the liver, and also by deformities of the chest. He had | Beforo operation the patient had complained of abdominal ti 
Te never seen an enlarged spleen in rickets unless complicated | discomfort for a few months, and slight anaemia, leuco pu 
t by anaemia, syphilis, tuberculosis, or severe deformity of | penia, and a negative Wassermann reaction were present. wh 
Te the chest. He had once seen the spleen as the only palpable | A levulose tolerance test showed marked hepatic inefficiency, sig 
Te evidence of tuberculosis, when the diagnosis was made by | and at operation cirrhosis was well marked. Two years tri 
oie | splenic puncture. Professor Findlay agreed that the inci- | later the boy was very well, growing quickly, but puberty fie 
- } dence of congenital syphilis had been overestimated, and | was delayed and hepatic inefficiency was still marked. jec 
Se this accounted for only a small number of splenomegalies. | Dr. L. G. Parsons (Birmingham) commented on the diffi- de 
1 Nevertheless, in the presence of anaemia and enlarged | culties of diagnosis of splenic enlargement. He had felt sel 
eG spleen, syphilis must be eliminated in every case, and he | typical notching on a mass of tubercwous glands, and he a 
| oe placed great faith in the Wassermann reaction when | had never found the traditional colonic resonance over ha 
; =f properly carried out. He had seen a palpable spleen as | splenic tumour. He was especially interested in the cases ” of 
Te the only evidence of lymphadenoma, which was diagnosed | of splenomegaly with hepatic cirrhosis. Wallgren’s type de 
ie at autopsy. With regard to splenectomy in such condi- | with splenic vein thromboses had not been mentioned in pa 
tg tions as Von Jaksch’s anaemia he had never seen it do any | tho discussion at the Royal Society of Medicine in 1925, 


harm, but there was no sudden alteration in the blood 
picture, such as occurred after splenectomy in Banti’s 
disease, and the operation apparently interfered little with 
the natural course of the disease. With regard to the 
relation of splenomegaly to cirrhosis of the liver and the 
place of Banti’s disease Professor Findlay thought that 


but two cases which he, Dr. Parsons, had then described 
as cases of Banti’s disease had been claimed by Wallgre® 
as examples of his syndrome. The differentiation was very 
difficult, and the only point between Banti’s disease and 
‘cirrhosis with splenic predominance’? appeared to be 


that the latter was more rapid in its course. The question 
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of whether to operate or not in cases showing evidence of 
early cirrhosis. was answered by Dr. Hutchison’s patient, 
who was living twelve years after operation, and by a 
patient of his own living six years after. Dr. Parsons asked 
about the presence of spleniculi, and their removal at 
operation, and also inquired about the presence of gall- 
stones. He agreed that in rickets there was mechanical 
depression only, but prolonged pyrexia in this disease would 
also lead to splenic enlargement. 

Dr. E. A. Cockayne agreed that in acholuric jaundice 
removal of the spleen removed the symptoms but not the 
disease. He inquired about z-ray treatment of cases 
where operation was refused. He had tried this ineffec- 
tively in one case, and he wondered if such treatment made 
a Jater operation more difficult. He thought he had seen 
one case of biliary cirrhosis in a child in which the spleen 
was just palpable. In splenic anaemia, since primary 
disease of the spleen appeared to go on to produce cirrhosis 
of the liver, early splenectomy was correct treatment, but 
diagnosis was difficult. 

The mentioned some difficulties in dia- 
gnosis, quoting a case in which a tuberculous pyonephrosis 
had been mistaken for a spleen. He said that in 
acholuric jaundice excessive fragility of the red cells 
was sometimes absent, and he described a case in 
a lad aged 18. Mayo had found concretions in the gall- 
bladder in three out of five cases of acholuric jaundice, 
and it was therefore possible to get acholuric jaundice 
with an added obstructive jaundice in such cases. He said 
he was rather frightened of splenic puncture in some cases, 
and he inquired if there were any risk. __ 

Dr. R. Hurcntson, in reply, summarized the discussion 
which had arisen around the points he had raised. He 
thought that a clear history of splenic enlargement for 
some years before cirrhosis of the liver developed put a 
case out of the category of idiopathic cirrhosis, but it was 
difficult to lay down any hard and fast rule as to the 
period. He had not much experience of splenic puncture, 
but thought it ought to be performed more frequently. 
He believed that cases of ‘ residual spleen ’’ were not 
uncommon in which splenomegaly persisted. 

Mr. Barrineton-Warp agreed that spleniculi should 
be looked for and removed in operating upon cases 
of acholuric jaundice. Exploration of the upper abdomen 
should always be carried out in splenectomy cases. He 
thought that the effect of x rays in producing adhesions 
had been exaggerated. Splenic puncture, in his opinion, 
was free from serious risks. 


SECTION OF OPHTHALMOLOGY. 
Wednesday, July 25th. 
VisuaL Errictency aND WORKING ABILITY. 
Mr. F. P. S. Cresswetr, President of the Section, was 
in the chair at its first session. Dr. Frretanp FeEreus 
(Rothesay), in opening a discussion on visual efficiency and 
working ability, pleaded that rauch work could be done by 
persons who suffered from very defective eyesight. He con- 
sidered that too much stress had been laid on macular vision. 
Uncorrected myopes had little macular vision beyond their 
punctum remotum, but he knew of colliers with high myopia 
who had no difficulty in making as much money as the best 
sighted collier could; what was true of coal mining was 
true of almost every other form of manual work. In the 
field of vision important features were the sense of pro- 
jection and the subconscious estimate of distance, which 
depended on such factors as the light sense, the colour 
sense, convergence, and parallax. Interpretation was not 
a physical process but a mental one. Many men who 
had sufficient sight for their work were thrown out 
of cmployment because of the discovery of a trivial 
defect in their sight which had caused insurance com- 
panies to refuse the risk. To a considerable extent the 
dole in this way was the necessary corollary of the Work- 
men’s Compensation Act. The opener cited cases of men 


who had performed useful work with very defective sight, 
and of others whose employment had been lost on account 
of errors of refraction. 

Sir Joun Parsons said that Dr. Fergus had dealt with 


a small example of a wide general principle, which was 
elaborated in his book The Theory of Perception. When 
a stimulus, whether tactile, visual, auditory, or of any 
modality, was applied to a normal animal it impinged cn 
an already present complex perceptual paitern, which it 
consciously or unconsciously modified. Any such pattern 
was an integration of all the responses to all the stimuli 
which the animal was experiencing. It was not a mere 
mathematical summation, but a psychological integration 
sui generis. It was natural that biological, and especially 
visual, problems should have been attacked by mathematical 
treatment, but it was wrong to treat 6/6, 6/12, cte., us 
respectable members of the family of fractions. Standards 
of vision fer different occupations were called for during the 
war, and the Ophthalmic Section of the British Medical 
Association passed a resolution at the Portsmouth Meeting 
which resulted in the formation of the Physiology of Vision 
Committee of the Medical Research Council. That com- 
mittee had already a large amount of valuable work to 
its credit. 

Mr. BisHor said modern conditions of industry 
demanded good vision, and that meant standards of vision, 
for the purblind worker was likely to be both an inefficient 
worker and a danger to himself and others. Vision had 
many factors: acuity, field, colour and light sense, binocular 
vision, accommodation, and power of convergence. Each of 
these factors was a necessary part of the sense of sight 
that made a whole man. Each factor could be tested, and 
their tests must be simple, for they might have to be 
applied by the works doctor, and they must be understand- 
able by both employer and employee, and recognized by 
both parties as reasonable, otherwise the doctor would be 
the promoter of strife rather than work. There had becn 
attempts to depreciate the utility of some factors of vision. 
Acuity had been said to be less valuable than field, and 
so forth; he thought this was to be deprecated. Acuity 
marked the ‘ vision ’’ of those animals which were hunters, 
and “ field ’’ the hunted animals. Field made for general 
safety, but acyity was essential to skill and cunning. Man 
was easily first in this dual possession, and he ‘*‘ was a 
mighty hunter before the Lord!’’ The improvement in 
mentality, or the expression of it, that could be brought 
about in childreu by the correction of defective visual 
acuity was remarkable. So certainly established was this 
observation that it was now routine practice in the educa- 
tional treatment of defective school children to determine 
the state of the vision when the mental state had been 
called into question. His experience led him to the con- 
clusion that poor visual acuity was a common cause or 
associate of mental dullness and failure in attainment. The 
man who saw ‘‘ men as trees walking ’’ was out of joint 
with his time and place—a misfit that suffered accordingly. 

Air Vice-Marshal Davip Munro dealt with the visual 
requirements for flying officers and mechanics. At the end 
of the war 178 survivors applied for permanent commissions 
in the R.A.F., and of these 177 were found to have high 
visual acuity and perfect binocular vision. In other words, 
the men with lower standards of visual efficiency had 
dropped out. Mr. Career (Sheffield) spoke of the ease 
with which one-eyed men could accustom themselves io 
their loss. 

The discussion was continued by Messrs. Mackay (Hull), 
Spencer (Baghdad), Robson (Penarth), Coulter (Newport), 
the President, and Mr. Tudor Thomas (Cardiff), and Dr. 
Freeland Fergus replied. 


EXAMINATION OF THE Eyes ‘Young CHILDREN. 

Mr. T. H. WuirtrnctTon read a paper on ‘‘ The examina- 
tion of the eyes and eyesight of young children,” in which 
he dealt with the necessity for, and various difficulties met 
with during, examination of children at different ages. 
He discussed the amount of error and visual defect which 
should be counted abnormal, and emphasized -the necessity 
for a wide outlook upon the general mental condition of the 
child. The paper was discussed by Mr. Bishop Harman, 
Dr. Freeland Fergus, and Sir J. H. Parsons, 

Mr. Frank JuLer read a paper on bilateral obstruction 
of the central retinal arteries, which was discussed -by 
Mr. Caiger, Sir J. H. Parsons, and Mr. Frank Thomas. 
Mr. Covuttrer (Newport) read a paper on the light sense in 


100 cases of miners’ nystagmus. 
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SECTION OF TUBERCULOSIS, 
Wednesday, July 25th. 
RELATION BETWEEN TRAUMA AND TUBERCULOSIS. 

Dr. H. Morriston Davies (Ruthin), President of the 
Section, took the chair at its opening meeting. The subject 
to be discussed was the relation between trauma and 
tuberculosis, especially from the point of view of com- 
pensation and accident insurance. In opening the dis- 
cussion from the physician’s standpoint, Dr. Norman 
TATTERSALL confined his remarks to pulmonary tuber- 
culosis, and excluded local skin lesions such as butcher’s 
warts and the acute miliary form of the disease. The 
question to be answered seemed to him to be whether the 
accident localized a tuberculous lesion at the site of injury, 
or whether it merely mobilized an old focus. He thought 
that there was little evidence to suggest that injury pro- 
duced a lowered resistance of the tissues to the tubercle 
bacillus; and that it was probable that an injury directly 
or indirectly affected an existing focus of the disease, such 
as a caseous root gland or a latent apical focus. With this 
opinion all subsequent speakers agreed. Dr. Tattersall 
regarded the intensity of the injury as less significant than 
its nature and diffuseness; so that a crush from falling coal 
was more likely than a high velocity bullet to light up 
a latent lesion in the lung. A careful history of the case 
should always be taken, and the diagnosis verified by 
x-ray evidence. In most cases it could not be proved that, 
apart from the injury, the patient would later on have 
suffered from tuberculosis; but if the evidence convinced 
the observer that trauma had adversely affected the exist- 
ing condition, it must be considered the materially effective 
cause of the ill health. In every case the questions to be 
asked were: (1) Was the patient actively or passively 
tuberculous before the accident, and, if the former, what 
was his expectation of life? (2) Was the fact of injury 
definitely established, and was it of such a nature as to be 
likely to damage an active or quiescent lung focus? 
(3) What period of time elapsed between the injury and 
the diagnosis, and was this period covered by ‘ bridge ”’ 
symptoms? (4) Was the condition of the patient and the 
course of the disease such as might be expected if the 
injury had reawakened or aggravated an existing latent 
or active focus of disease? 

Mr. Rowert Mirnz illustrated his remarks on the surgical 
aspect of the discussion by means of lantern slides. He 
called attention to the difficulty which arose in compensa- 
tion cases, when a patient with old tuberculous disease of 
the knee suffered from physiological weakness of the 
quadriceps muscle. The weakness of the muscle might 
cause the accident for which the patient claimed. Mr. 
Milne was of opinion that the old figures of 15 or 20 per 
cent. of tuberculous joints being caused by injury could 
not be upheld. Probably 5 per cent. was the maximum 
proportion in which trauma played any part whatever. 
He had found that an examination of cases in which 
trauma was said to have caused tuberculosis showed that 
many conditions were included as tubercle which were not 
due to the tubercle bacillus at all. In such conditions as 
Kiimmell’s disease, pied forcé, and coxa plana, trauma did 
undoubtedly play a great part. In other cases the history 
given was not unbiased. Thus many patients stated that 
“‘ My doctor says I must have hurt the joint’; and the 
suggestion was sufficient to cause the patient to link up 
the tuberculous lesion with a supposed or at any rate an 
inadequate injury. 

From the insurance point of view, Dr. Orro May 
described some of the difficulties with which the doctor 
was faced in compensation cases. His own attitude was to 
refrain from dogmatizing; but if there was a history of 
the injured part having never quite recovered from the 
‘injury, he was willing to testify as strongly as possible in 
favour of the workman. If, on the other hand, there was 
a clear interval of apparently full recovery between the 
injury and the onset of the disease, he refused to uphold 
a causal connexion between the two conditions, even if 
there was a possibility of its being true. This touch of 
dogma was more helpful in the dispensation of justico than 
the cleverest exposition of scientific agnosticism. If the 
medical practitioner came to the conclusion that the causal 


relation, while possible, was not definitely probable, he 
should say so, and refuse to support the claim. 

Sir Roperr Pururpe thought that while an accident did 
not cause tuberculosis, it might lead to serious developments, 
There was no object in dividing these cases into groups, 
since the tuberculosis existed before the trauma, and the 
whole question was a matter of degree. He emphasized 
two practical points: first, that not only one x-ray examina- 
tion, but a series, was required; and secondly, that an 
accident might sometimes be a blessing in disguise by 
revealing the existence of tuberculosis which was pre- 
viously unsuspected. 

Dr. Brown.ee disagreed with the opinion that only a 
small percentage of tuberculous joints could be attributed 
t» trauma. In a statistical inquiry he had found a history 
of previous injury in from 22 to 32 per cent. of the cases, 
and in children a history of injury was frequently given; 
but he had to admit that amongst athletes, with whom he 


had frequently to deal, he had met with no case of tuber- » 


culosis following injury. He thought that the length of 
time up to which tuberculous disease might be attributed 


to an injury ranged from six months for a knee to two ° 


years for a spine. Dr. Cecrt Watt called attention to the 
effect of multiple minor traumata in activating quiescent 
tuberculosis. He regarded it as probable that such 
multiple traumata might act in the same way as fatigue 


by lowering the resistance even in those not previously | 


infected. Dr. James Crocker had found strain a 
prominent factor in producing exacerbation of the disease. 
Even massage might cause a flare-up and dissemination 
of the condition. Every tuberculous individual had _ his 
limit of strain. Dr. W. E. Watson said that an imme- 
diate report of the accident, and a continuous record of 
the symptoms which followed it, were essential if the 
patient’s claim was to be supported. Dr. H. V. Cantor 
described the distress resulting to certain patients who had 
developed tuberculosis after the war, and had failed to 
make a claim to the Ministry of Pensions before 1925. 

In reply, Dr. TarTersatt was gratified to find from the 
unanimous opinion of the Section that a blow had been 
struck against the notion of the implantation of the tubercle 
bacillus on damaged healthy tissues. He recognized fatigue 
and continued strain as causes of tuberculosis. In reply to 
Dr. Cantor, he said that the Ministry of Pensions limit 
of seven years erred on the side of generosity, and had 
opened the door to much deception. 

Papers were read subsequently on factors in the bio- 
chemistry of tuberculosis: by Dr. L. 8. T. Burreit on the 
therapeutic value of the heavy metals; by Dr. J. C. Hoyis 
on the serum calcium in experimental tuberculosis; and 
by Dr. W. H. Tytzrr on tho tuberculin-active fraction 
of the tubercle bacillus. Drs. J. R. Giirespre, H. V. 
Cantor, and Mary Nannertr contributed their experience 
in the use of sanocrysin. 
were given of the after-results of surgical treatment of 


tuberculosis, and cases were shown in the z-ray department. 


of the Cardiff’ Royal Infirmary. 


SECTION OF RADIOLOGY AND PHYSIO- THERAPEUTICS. | 


Wednesday, July 25th. 
Urra-vioLer Rays AND THE GENERAL 
Tunis Section was presided over by Dr. Owen LEWELLIN 
Ruys (Cardiff), who, in opening the proceedings, said that 


the subject arranged for discussion was one of exceptional _ 


interest and importance to the public. He had no doubt 


that the audience would have been much larger but for’ 


the concurrent meeting of the International Congress of 
Radiology at Stockholm. The subject of ultra-violet rays. 
was coming increasingly into prominence. Only recently, - 


in Cardiff, an unqualified practitioner was sued for damage, 


done to a person’s eye, and was called upon to pay. Two 
papers were read to the Section. The first was by Dr. 
W. E. Drxon (Cambridge), who discussed the nature of 
the radiations, the physiological action of light generally, 
and the question of skin sensitiveness and of injurious. 
effects, and insisted upon the need for careful examination 
of the patient before treatment. Treatment by radiation, 
he said, might be either beneficial or harmful; its employ- 
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ment by unskilled people might cause serious effects on the 
patient, and he suggested that the time had come when 
some sort of protection must be extended to the public. 
The second paper was by Dr. C. B. Hearty (London), and 
dealt in particular with the harm which might be caused 
by electrical treatments. Dr. Heald urged the need for 
the setting up of a register of persons regarded by a 
competent authority as suitably qualified to administer 
medical electricity. The register, he thought, should be 
somewhat on the pattern of that of the Central Midwives 
Board or the Dental Board. If the unqualified, unregis- 
tered chemist, dentist, and midwife were forbidden by 
law, then the unqualified electrotherapist, who certainly 


handled therapeutic measures as dangerous as those of any. 


chemist’s shop, and performed operations as delicate as 
those of any midwife or dentist, ought to be put in the 
same position, The Presmwent thought that the most 
striking point brought out in the two: papers was that 
here was an agent with potentialities of danger still largely 
unknown. Dr. A. J. H. Ines (Taunton) thought that a 
penal clause regarding unqualified practice should certainly 
be imposed, and that it should also be made illegal for 
a registered electrotherapist to employ people who them- 
selves were not qualified. When the register was compiled it 
should be made quite clear that admission to it did not 
imply permission to employ others who were not qualified. 
It should be made clear also to medical practitioners 
throughout the country that if they sent their patients 
to an unqualified radiologist they themselves were respon- 
sible for any damage that might be done to them. In 
reply to a question from a layman present, as to whether 
the proposed registrants would be required to be medical 
men or thoroughly qualified physicists, the PresmeEnt said 
that the qualification in physio-therapeutics must be defined 
hereafter; he took it that a certificate would be necessary 
from some board of examiners. Dr. Heap considered that 
a registrant should be required to produce some evidence 
of qualification such as the B.Sc. in physics, and should 
undertake that he would not act except under medical 
guidance as to treatment. Dr. Dixon agreed with the 
views expressed by Dr. Heald. It was the function of the 
physician to diagnose and then to prescribe treatment, but 
ina number of cases the treatment required was of a very 
special kind which the physician himself might not have the 
time, or perhaps not tho skill, to carry out. The physician 
did not make up his prescriptions; they were made up by 
skilled people called chemists. If a medical man decided 
on ultra-violet light treatment he should put down in the 
prescription the light source, the area to be irradiated, the 
time, and so forth, and the administration of the treat- 
ment should be carried out by people trained in a par- 
ticular way; that they should not bo unskilled people 
was perfectly obvious. Dr. Marta ARMstRONG (Ballymena) 
asked how far responsibility rested with the prescribing 
physician for any mistakes or unavoidably bad effects that 
night arise from special idiosyncrasies of the patient. In 
a cottage hospital with which she was connected “ arti- 
ficial sunlight ’’ lamps had been instituted, and the com- 
mittee had thought that the treatment might be in the 
hands of the masseuse, who, by her own admission, knew 
nothing about light treatment, and was not even qualified 
in electricity. The doctors, however, refused to allow the 
treatment to be placed in the hands of this woman, or to 
be responsible for any mistakes which might be made by 
her. Dr. P. W. Hamonp (Croydon) said that this matter 
had been discussed in the Representative Meeting, and 
the conclusion arrived at was that no absolute rule could 
be laid down, and that, if legal proceedings resulted, each 
case would have to be decided according to the circum- 
stances. Dr. Garriretp Evans (Cardiff) considered that 
there should be a definite course of training undertaken by 
the people who were going to administer light treatment, 
and that a register should be set up. Dr. T. Marui 
(London) said that he had refused to instal a mercury 
vapour lamp (although it was very convenient for treat- 
ment) because he felt that this was an agent of which so 
little was known. He did not blame others for using the 
lamp, for results were obtained therewith which were not 
got with the carbon arc, but he thought it safer to stick 
t the more natural form of light. 


SECTION OF TROPICAL MEDICINE, 

Wednesday, July 25th. 
Homan 
Dr. P. H. Manson-Banr, President of the Section, took 
the chair, and called upon Lieut.-Colonel Crayron Lanr, 
I.M.S.(ret.), to open the first discussion, on recent advances 
in the diagnosis and treatment of human _ helminthiasis. 
This opening paper will be found at page 191 of this issue. 
In the course of the discussion which followed the PRESIDENT 
said that he had found in the long-needed accuracy of 
diagnosis now afforded by ‘“ direct centrifugal floatation ” 
a valuable clinical advance. His clinical experience had 
made him positive that no infection with ancylostomes, 
however slight, should be neglected, both on its own account, 
and also as an important, because harmful, complication in 
other diseases. In his own hands, under conditions obtain- 
ing in hospital in England, carbon tetrachloride had proved 
a safe and effective drug in scores of cases of hookworm 
infection. There was, however, great need of standardiza- 
tion of anthelmintics. 

Dr. Epwarp Hrpie had noted, as the result of periodical 
examination of faeces of unselected patients in Cairo, that 
many recovered naturally from their hookworm infestation 
without any treatment. Prevention of reinfection was, 
therefore, of chief importance. Dr. C. M. Wenyon thought 
that the main objection to herd treatment without dia- 
gnosis appeared to lie in the unforeseeable lethalness of 
one of the drugs used. Discovery of a safer, yet effective 
anthelmintic would remove that objection. Dr. B. M. 
Wutson described the anti-hookworm campaign in Jamaica. 
A sanitary unit, dealing with village sanitation in general, 
and latrines in particular, took charge of the selected area; 
after their work was well established the treatment unit 
began to operate. This plan was based on the fact that 
treatment was largely wasted unless reinfection could be 
prevented. Deaths after carbon tetrachloride had occurred 
in Jamaica, and there thymol was now the drug of choice, 
and an effective one, against hookworms. Dr. H. M. 
HanscuEty recounted his experience of the success of ‘‘ direct 
centrifugal floatation ’’ in revealing very small ancylostome 
infections, where other not more time- or labour-saving 
technique had failed to do so. In certain of his cases of 
secondary syphilis proving unexpectedly resistant to treat- 
ment, discovery by this method, and expulsion by thymol, 
of the small number of hookworms present had been followed 
by rapid clinical and serological response to the same anti- 
syphilitic treatment. Carbon tetrachloride was a proved 
potent liver poison. It should not, therefore, be given to 
a purged and fasting patient unless sufficient glucose were 
given at the same time. For the same reason, to protect 
the liver, glucose should be given with antimony drugs also. 

Dr. J. B. Curistropuerson held that antimony acted 
directly on the schistosome, though possibly not as antimony 
tartrate, but perhaps in an organic combination. There 
was no evidence that action of the drug on body tissues 
produced an “ antibody.” 

Dr. Manson-Baur read a communication from Dr. F, G. 
Cawston of Natal, reporting success in treating ‘ creeping 
eruption ’’ with intramuscular colloidal antimony, or intra- 
venous tartar emetic, injections; and also with carbon 
tetrachloride by the mouth and intravenously in human 
schistosomiasis, and in distoma infestation of cattle. 


TRANSMISSION OF KALa-AZzAR. 

Dr. C, M. Wenyon, in opening the discussion on this 
subject, pointed out. that development of kala-azar and 
oriental sore parasites. into leptomonas forms was strong 
evidence for an insect host. Leptomonas were essentially 
parasites of insects or other invertebrates. The flea had 
such an infection, which \spréad from flea to flea as smali 
rounded bodies resembling leishmania. They escaped in 
the flea’s faeces, were ingested by flea larvae, and appeared 
as leptomonas in the hind-gut of the adult flea. All insect 
leptomonas had that simple life-history. A sand-fly which 
ingested parasites of kala-azar or oriental sore acquired 
leptomonas infection, but in stomach, oesophagus, and even 
buccal cavity, not in hind-gut. If such sand-fly fed 
through membrane into a fluid, it injected the leptomonas ; 
it must therefore inject these also into wounds it inflicted 
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in skin. That no one had actually transmitted kala-azar 
or oriental sore by its bite was not due to lack of in- 
fectivity, for if the flagellates were removed by dissection 
from sand-fly and injected into man’s skin (oriental sore) 
or into hamster’s peritoneum (kala-azar) infection 
oceurred. Perhaps a “‘ receptive ’’ condition was necessary 
to ensure infection from small doses injected through the 
proboscis. Leishmania parasites would develop in the bed- 
bug, but that could not be the host, for distribution of 
bug and disease differed, and if few leishmania were 
ingested by the bug only few flagellates developed. Jn the 
natural host there was progressive increase of flagellates 
which attached themselves to cells of intestine. No attach- 
ment occurred in the bug. Association of canine with 
human kala-azar in the Mediterranean region gave rise to 
the theory of flea transmission, but careful experiments 
had failed to incriminate that insect. Kala-azar parasites 
in the intestinal villi of man indicated their possible 
escape in faeces, and they had been demonstrated in the 
urine. Contamination infection was unlikely, for the 
parasites eould not withstand drying and would not 
survire in water. Ancylostomes were possible ingestors of 
the parasites, but these helminths from cases of kala-azar 
had not revealed a trace of infection. In the sand-fly, from 
a small dose of leishmania there developed large numbers 
of flagellates, attached to eells of the stomach and persist- 
ing for the life of the fly; thus the parasite behaved as in 
a natural insect host. Probably the site of infection, 
originally in the hind-gut, had changed; or perhaps the 
sand-fly was not the original insect host. Man having 
become infected from the original insect host, which might 
or might not now function, the sand-fly might have become 
secondarily infected from man. A similar problem was 
presented by tsetse-fly transmitted trypanosomes, where 
development in the tsetse fly was also an anterior one. It 
was a posterior one in the primitive Trypanosome lewisi in 
the flea; this spread from ‘flea to rat by the latter’s in- 
gesting flea faeces containing infective trypanosomes. If 
the sand-fly were the vector, there were several possible 
modes of infection of man. Flagellates might be occa- 
sionally ejected from the fly’s rectum on to the skin, but the 
dose deposited would be even smaller than that injected 
from the proboscis. Crushing of the sand-fly gave a larger 
dose, which might be imoculable by scratching or by con- 
veyance on the fingers to mouth or conjunctiva. In India 
distribution of kala-azar corresponded with that of the 
sand-fly Phlebotomus argentipes. In China the disease was 
found only north of the Yangtse. There was no informa- 
tion regarding existence of sand-flies south of it. In India 
P. argentipes was most suspected, though development 
occurred also in P. papatasti. In Northern China IP. 
major var. chinensis and P. sergenti var. became infected, 
but the former was the better host. With oriental sore 
LP’. papatasii in Palestine and Biskra had been infected; 
and in Baghdad P. sergenti. In India a single infected 
P. argentipes had been captured in a kala-azar house. 
With South American dermal leishmaniasis a single experi- 
ment suggested that P. intermedius might be the vector. 
There were infections of animals—for example, gecko and 
chameleon—and plants with leptomonas, but nothing was 
known as to the relations these might have to the human 
diseases. At present, therefore, the transmission problem 
of kala-azar and oriental sore centred around sand-flies. 
The extraordinary flagellate development of leishmania 
parasites in them was convincing evidence that they were 
the vectors. 

Dr. Epwarp Hinpte then gave an account of recent work 
supporting the view that sand-flies were mainly respon- 
sible for the transmission of leishmania. He pointed out: 
(1) The specific nature of the development in the sand-fly, 
the stomach of which did not serve merely as a favourable 
culture tube, for, if this were the case, different strains of 
leishmania should develop equally well in any one philebo- 
tomus species. Yet, though four different strains of 
leishmania all developed into the flagellate stage in the 
Chinese sandfly P. major var. chinensis, only the local 
strain of leishmania showed attachment of flagellates to 
stomach wall, and subsequent invasion of pharynx and 
buccal cavity. This presence of flagellates in the anterior 
gut occurred only in the species of sand-fly and with the 


particular strain of leishmania that seemed to be trans- 
mitted by it. (2) The virulence of the flagellates in the 
sand-fly, proved by inoculation of contents of infected flies 
into susceptible hosts. _As a corollary, since these flagellates 
were present in the infected fly’s proboscis, and must there- 
fore be inoculated into the skin when that fly fed, that 
fly’s bites would sooner or later produce infection. (3) 
The geographical evidence; in both India and China there 
was close agreement between distribution of kala-azar and 
that of the sand-fly presumably responsible for transmission 
of the disease. He criticized the transmission experiments 
hitherto carried out, and showed that with kala-azar they 
were inadequate in number to prove or disprove infectivity 
of the sand-fly. In China kala-azar occurred in infants who, 
by reason of age, could not have been exposed to sand-fiy 
bites. Low and Cooke’s case of kala-azar in an infant born 
in England, whose mother had contracted kala-azar in 
India, demonstrated that the disease might be congenitally 
acquired. The Chinese infant cases were doubtless of that 
kind. Referring to the possibility of a second insect host 
in the cases of leishmania and trypanosoma, in which the 
flagellate stage occurred only in the anterior gut of the 
insect vector, Dr. Hindle said that here the parasite had 
merely lost the hind-gut flagellate stage m becoming 
more closely adapted for life in the vertebrate host. 
Suppression of development in the insect host reached 
its limit in the disease “ dourine,’’? where the trypano- 
some had become a parasite of the vertebrate host only; 
and transmission was only by direet contact in coitus. 

Dr. J. B. Curtstornerson pointed out the profound 
biological difference between the morphologically indistin- 
guishable parasites of trivial oriental sore and fatal kala- 
azar. Parasites of oriental sore experimentally inoculated 
into human beings always produced only oriental sore. 
Clinical evidence suggested that oriental sore was the result 
of skin infection with insect flagellates, and kala-azar 
resulted after the flagellate had been further pathogenically 
modified by additional developmental cycle in another host. 
His own experience of naso-oral and dermal leishmaniasis 
in the Sudan showed that lesions could be the result of 
inoculation by insect, and also by direct contact infection. 

Colonel A. G. McKenprick, I.M.S., quoted results of his 
statistical inquiry in support of the theory of sand-fly trans- 
mission of kala-azar. Sir Frank Connor described his cases 
in Baghdad and in India of familial and of multiple 
oriental sore. His clinical observations of these and other 
cases, their personal habits and circumstances, favoured 
the view of the frequent occurrence of direct contact 
transmission of oriental sore. The President, Dr. P. H. 
Manson-Banr, said he had observed oriental sore appearing 
in one parent in India, and six months after the family 
of four had returned to England, the sore appearing in the 
other parent and the two children before the Jesion in the 
first parent had healed. This suggested direct. contact 
infection. He pointed out that to Dr. Wenyon we owed 
valuable and indispensable pioneer work on the transmis- 
sion of oriental sore. 


SECTION OF THERAPEUTICS AND PHARMACOLOGY. . 
Wednesday, July 25th. 
Recent ADVANCES IN THE TREATMENT OF GastTRIC 

Dr. W. Lanepox-Brown presided over the mecting of 
the Section of Therapeutics and Pharmacology, the firse 
subject to be discussed being recent advances in the treat- 
ment of gastric disorders. Dr, A. F. Hurst, the opening 
speaker, described in detail the modern treatment of gastri¢ 
and duodenal ulcer. He said that the acid factor ought 
to be considered first; hyperacidity must be combated by 
diet and by such drugs as belladonna and alkalis. The 
second factor—focal sepsis—was equally important, and 
search must be made in the nasal sinuses, and even im 
edentulous jaws, for possible overlooked sepsis. Tobacco, 
worry, and fatigue were important causes; the last two 
made treatment in bed necessary in many cases. Having 
shown charts illustrating the effects of drugs and diet on 


gastric acidity, he passed to after-treatment, and said that _ 


he was convinced that there was an ulcer diathesis, and 
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that a return to faulty dietetic habits must be prevented. . 


Recent observations on the value of various antacid sub- 
stances had shown that sodium citrate was efficient, and 
Dr. Hurst advocated the use of this and of tribasic 
magnesium phosphate rather than of sodium bicarbonate | 
and magnesium oxide, because the latter substances would | 
in some cases produce alkalosis. 

Dr. Izop Bennett, who followed, dealt with treatment 
by diet and drugs. He said that the statement made a 
week before that the present treatment of gastric ulcer was 
merely the revival of a very old method was a complete 
misconception ; the modern treatment involved the logical 
application of certain scientific principles over a period of 
time which must in some cases be somewhat lengthy. The 
essential principles were (1) the removal of septic foci; 
(2) the prolonged neutralization of hydrochloric acid ; (3) the 
reduction of peristaltic movements by using frequent fluid 
feeds; (4) the maintenance of treatment long enough to 
secure permanent healing, and (5) the prevention of 
relapses by prophylactic treatment. In Dr. Bennett’s 
opinion every patient should be re-examined every three 
or six months for a long time after all symptoms had been 
relieved and complete recovery had occurred. In his expe- 
rience the results of treatment by medical methods were 
eminently satisfactory. 

Dr. J. H. Anperson (Ruthin Castle), in an account of 
the medical management of gastric ulcer, outlined the 
dietary used by himself and Dr. E. I. Spriggs. They 
advised four weeks’ institutional treatment, followed by 
four weeks’ convalescence, and a third month during which 
the patient might gradually return to work. The appendix 


was a frequent septic focus, but if operative intervention 


was required the patient should return ts medical treat- 
ment afterwards, He supported the use of magnesium salts, 
although other antacid remedies were being investigated. 

Dr. stressed the importance of securing 
the active collaboration of the patient. He agreed ‘with 
the opener that sodium citrate was very valuable, especially 
on account of its effects in preventing the clotting 
of milk. Blood transfusion was a most useful adjuvant in 
cases with haemorrhage, and he had foand the duodenal 
tube valuable in cases in which vomiting had been 
prominent. Dr. A. P. Cawaptas emphasized the fact that 
focal sepsis was only one factor; he regarded inborn errors 
of the endocrine and autonomic systems as of importance. 
He had found protein shock therapy of considerable value 
in producing alleviation of pain and disappearance of the 
signs and symptoms. Dr. Bucnan (London) was depressed 
by the unpalatability and complexity of the diet advised 
by Dr. Anderson, and Dr. J. F. Biurton (Nottingham) 
referred to the frequence of relapses during hot weather. 

The Prestpent remarked on the increasing frequency of 
ulcer cases, but agreed that medical treatment was to-day 
very satisfactory. He strongly opposed the doctrine that 
ulcers should be excised on account of the danger of their 
becoming malignant, and held that the public had been 
needlessly alarmed on the subject. In his reply Dr. Hurst 
reviewed the results of surgical treatment, and expressed 
the opinion that medical treatment was infinitely safer, and 
satisfactory in the vast majority of cases. 

Dr. J. Manson of Warrington then read a short paper 
on the effects of valerian in gastric disorders; this was 
discussed by the President, Dr. Hamill, and Dr. Foster of 
Worcester. 


Rebietvs. 


SPECTACLES. 
A ruirp edition of Mr. A. S. Percrvat’s book on The 
Prescribing of Spectacles‘ has been issued. It is to all 
intents and purposes a new book, for so much new work 
has been done in optics since the last edition that the 
author has practically rewritten his material. Under this 
most modest title Mr. Percival offers a masterly work in 
which all the craft and art and science of the skilled 
ophthalmologist and mathematician and worker in lenses 
are displayed to the reader. The author is a master in 
mathematics; he revels in formulae. But let it not be 
supposed for one moment that his work is so altogether 
mathematical that it is of little use to the average hand 
and the average head for figures. Mathematics apart, the 
book is full of practical observation and advice, attention 
to which will greatly advance the skill of the already 
skilful. Some effects which we commonly obtain by tradi- 
tional rule of thumb are here explained and placed upon | 
a properly authenticated basis of proof. Many of the | 


pittalls in prescribing are indicated, and well marked for | 
the warning of the unwary. Particularly good are his 
observations upon the intricacies of the use of periscopic | 
lenses, of bifocal lenses, and of prisms. No less useful is 
his comment upon the use of the ophthalmometer, and we 
aro inclined to think that many, if they had read and | 
checked his observations thereon, would have spared them- 
selves tho expense of highly complicated instruments, and 
concentrated upon the perfection of their. skill in retino- 
scopy. Mr. Percival’s work is a credit and an ornament to 
British opithalmology, and that is saying a good deal, for 
there has never been wanting a succession of Briéish 
ophthalmologists who were able surgeons and _ brilliant 
mathematicians. 


SPECIAL CYTOLOGY.. 
Taz remarkable advances made in experimental cytology 
i recent times have placed new methods in the hands of 
investigators engaged in the study of the physiology and 
pathology of the cell. A general survey of this field from 
Th 
M.B., ‘B.CCantab,” Third edition, Bristol Toke 


Sons, Ltd.; London: Simpkin Marshall ’ ; 
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the new points of view-was given in Cowdry’s General 
Cytology, published four years ago. This volume, which 
was the collective effort of a number of workers, gave a 
general account of such topics as cell permeability, tissue 
culture, microdissection, cell inclusions, and the chromo- 
some basis of heredity. The work just published is entitled 
Special Cytology.? It is the joint production of thirty-five 
authors, under the editorship of Dr. E. V. Cowpry, and 
is published in two volumes of approximately seven hundred 
pages each, with nearly seven hundred figures in all. 

In the preface the editor explains that the principle 
underlying the organization of the work has been that 
each section should be ‘‘ entrusted to an investigator who, 
through his own researches, has personal knowledge of the 
subject on which he writes.’’ The result is that the work 
is divided into thirty-seven sections. Such a method has 
undoubted advantages. It also has its disadvantages, in 


| that a certain amount of overlapping is almost inevitable. 


We find, for example, the Kupffer cells of the liver 
described in the section on the cytology of the liver, and 
again in that on the macrophages. A certain unevenness 
is also bound to occur in a collective work. The editor 
says that in prder better to understand physiological pro- 
cesses, or more intelligently to treat disease (which amounts 
to much the same thing), the contributors have resorted 
to a study of the fundamental living units—that is to say, 
of the cells of the tissue with which they are concerned. 
The purpose of the book is therefore to present a detailed 
account of the “‘ types of cells which make up the body, 
and which serve different functions.’? Certain of the 
sections are an admirable practical expression of this aim. 
We might cite as illustration the sections by. Maximow on 
lymphocytes and plasma cells, and on macrophages, which 
are of particular interest to pathologists. The result of 
the application of the new method of research to these cells 
is described—what has been learnt from tissue culture, 
intra-vitam and supra-vital staining, and the result of 
applying the best modern methods for the study of cyto- 
plasmic structures. Some readers will regard the beautiful 
illustrations as the most valuable part of this contribution. 
We have particularly noted Maximow’s contribution to 
this work as dealing with topics of special interest in 
pathology at the present day. Other sections might 
equally well have been chosen for special commendation as 


In two volumes, 
(64 x 9b, pp. 1548 ; 693 illustrations.) 


2 Special Cytology. Edited by Edmund V. Cowdry. 
New York: P. B. Hoeber, Inc, 1928. 
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fulfilling the aim set out by the editor in his preface, but, 
judged from this point of view, some of the contributions 
are disappointing. We have some chapters without a single 
illustration at high-power magnification of the fundamental 
cell types. Others are badly illustrated from this stand- 
point. To us it seems that more attention might have been 
paid in the illustrations to representing the changes that 
occur in cellular structure under varying conditions of 
functional activity. Diagrams representing alterations in 
cell structure under varying conditions of metabolism are 
of much greater value to the average student than mere 
description. They also have the advantage of conveying to 
the trained inquirer at a glance more than a great deal 
of descriptive writing is able to do. 

Finally, there is the introduction by Dr. Alexis Carrel. 
We deal with it last because it points rather to the future 
than to our present knowledge. It emphasizes the possi- 
bilities of the new methods of tissue culture and micro- 
dissection. It points to our ignorance of the chemistry of 
protoplasm, and expresses the hope that ‘‘ some chemist 
will take up the study of vital staining in collaboration 
with a cytologist, as there is a need of new dyes for the 
discrimination of cytoplasmic structures.”’ 7 

Regarded as a whole, this work is a valuable contribu- 
tion to biological and medical literature. It represents 
the most concise and up-to-date work on the cytology of 
the mammalian tissues. It will undoubtedly be of great 
value to students of cytology and microscopic anatomy, 
and to all scientific workers who require a knowledge of 
the structure and function of cells. 


GENITO-URINARY SURGERY. 

Tue second edition of Dr. G. Marion’s Traité d’U rologie® 
contains several new chapters and a large number of addi- 
tional coloured plates. Since the appearance of the first 
edition in 1921 advances in genito-urinary surgery have 
heen made in various directions, particularly in methods of 
diagnosis. For this reason much has been added on the 
subject of cystography and pyelography. 

Dr. Marion has had an immense experience which few 
men can rival. He may be regarded as the senior exponent 
of genito-urinary surgery in Paris. His style is dogmatic, 
and he defers little to The opinion of other surgeons. In 
a less senior man, and in)one who had not received world- 
wide recognition as a Yodder, this might be regarded as a 
fault, but actually it will be found to increase rather than 
diminish the value of the book. Too many medical works 
are found on examination to be but a compilation of the 
opinions and writings of others. Unlike these, Marion’s 
Traité d’Urologie is the outcome of a life devoted to the 
subject of urology. Few people, for example, could have 
written as he does on the treatment of prostatic obstruc- 
tion, and have furnished the numerous small details which 
can come only from long practical experience. It is because 
the information to be found within its covers is essentially 
practical that this book is so valuable. Even where we 
disagree with the author’s opinions we feel bound to pay 
deference to them, since they are the outcome of a very 
wide experience. That he refuses to admit the existence of 
stenosis of the bladder, of the fibrous prostate, or of the 
fibrous bars of the American school of urology as clinical 
entities may cause us surprise, but we feel it is an honest 
view that has not been lightly arrived at. We can only 
assume that Marion’s heterodoxy in this instance is to be 
explained by a difference of terminology, and that he would 
include such cases under his heading of congenital hyper- 
trophy of the bladder neck. At the same time, we cannot 
help feeling that more often than not this type of obstruc- 
tion is acquired rather than congenital in its origin. 

The excellence of the coloured plates was noted in our 
review of the first edition; all that it is necessary to say 
is that these have been almost doubled in number and that 
the previous high standard has been maintained. Marion’s 
Traité d’Urologie has established itself as a standard work 
of reference, and the new edition will enhance its 
reputation. 


*Traité d’Urologie. Par G. Marion. Deuxieme édition, entitrement 
refondue. Paris: Masson et Cie. 1928. (64 x93, Tome I, pp. 663; 196 
figures, 28 plates; Tome Ii, pP- 529 ; gures, 3 plates. P00 fr, sans 
majoration, the two volumes. 


SENSATION. 

A Book with a title so attractive as The Basis of Sensation* 
will not fail to attract a public of diverse interests. Lest 
these be deceived, let it be known that Dr. E. D. Aprran’s 
book is a study in experimental physiology. It employs 
neither the language of metaphysics nor yet that of psycho- 
logy. Its vocabulary is that of the physiological laboratory. 
The book is, in fact, a review by the author of his own 
brilliant researches during the last few years into the 
nature of the nervous impulse and its relations with 
external stimuli and with the central nervous system. The 
philosophical reader should not be deterred by this descrip- 
tion. The work of Dr. Adrian is recognized to be a 
fundamental contribution to the problem of the relation of 
the organism to its environment. Moreover, his language 
is very simple. 

The argument centres around the three words—rhythm, 
adaptation, and integration. It appears that a stimulus 
to an end-organ must achieve a critical intensity in order 
to evoke any sensory recognition, Above this level it 
releases a rhythmic discharge of impulses whose rhythm 
varies with the intensity of the stimulus. If these impulses 
are crowded together the sensation resulting is intense; if 
they are separated by long intervals the sensation is corre- 
spondingly feeble. Moreover, the amount of information 
which the central nervous system can glean from a single 
end-organ is governed by the rate of adaptation of that 
organ to a constant stimulus. There is little to distin- 
guish the messages sent out by different receptors in 
response to such stimuli as heat, light, touch, etc., but 
the rates of adaptation of these various organs are 
characteristic. In this way the quality of the sensation 
evoked must depend, apart from degrees of intensity, upon 
the path which each particular impulse must travel. 
Finally, there occurs somewhere, somehow, a process of 
integration of these messages which traces the rise and 
decline of a sensation as a fair copy of the risc and 
decline in the excitatory process in the receptor. Dr. 
Adrian recognizes that here is the great gulf fixed. We 
can only say with him: “ Perhaps some drastic revision of 
our systems of knowledge will explain how a pattern of 
nervous impulses can cause: a thought or show that the 
two events are really the same thing looked at from 
different points of view. If such a revision is made I can 
only hope that I may be able to understand it.” 


NUTRITION AND DIET. 

Tue number of textbooks and monographs dealing with 
dietetics is now so large that the reader is justified in 
adopting a severely critical attitude with regard both to 
subject matter and mode of presentation. — Many of these 
works he will very justly condemn as being ill-balanced, 
ill-informed, or tedious. Nutrition and Diet in Health 
and Disease,i by Professor McLester, must, however, 
claim both his admiration and his gratitude. At first sight 
its bulk is a little disconcerting, but the size is largely 
explained by the insertion of tables which, while un- 
doubtedly invaluable in certain circumstances, yet are 50 
arranged that they do not obtrude themselves unduly on 
the general reader who, for the moment at least, Is not 
interested in them. The book is characterized by a sane 
and well-balanced outlook and a comprehensive and succinct 
treatment of the several aspects of dietetics. The opening 
chapters give a clear and readable exposition of the 
physiological principles of nutrition. Following this, there 
is a brief discussion of the phenomena of digestion. In the 
section dealing with “nutrition in health”? the author 
deals with the physiology of the various classes of food- 
stuffs, their availability and cost, and with the normal diet 
for persons of different ages and varying financial re- 
sources. There is also a chapter on infant feeding. The 
practical details contained in this section are, we feel, of 
particular value, though, since they are written for the 
American, the English reader has to translate them for 

i .P., F.R.S. 
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5 Nutrition and Diet in Health and sease. ames S. McLester, 
M.D. Philadelphia and London; W. B. Saunders Company. 1927. (6x 93; 
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himself into terms of more familiar materials and dietary 
habits. The rest of the book is concerned with nutrition 
in disease. The ground covered is wide and the method 
of classification good. The question of slight but chronic 
vitamin deficiencies is considered, and many helpful. prac- 
tical details have found a place. The work of Epstein on 
nephritis is dismissed perhaps a little too briefly; the dis- 
cussion of differential diagnosis and treatment of obesity 
and leanness are, on the other hand, excellent. We note 
Professor McLester has made a slip on p. 70, where the 
author suggests that tryptophane is concerned in the 
formation of thyroxine; and is *‘ pot-licker,’”’ on page 88, a 
misprint or an Americanism? 


TRAPS FOR TRANSLATCRS. 
Les Faux Amis,® notwithstanding its title, is, as its authors 
point out, not a piquant love story. MM. Maxime Ka@ssier 
and Jutrs Derocquicny have compiled a list of English 


words which, while similar in appearance to certain 


French words, have in fact a very different meaning. They 
doubt, for example, if the motorist would be grateful to 


the French translator of.an English book who advised his 


readers to apply Ambroise Paré’s huile de castor to his 
clutch instead of huile de ricin. The former would prob- 
ably prove a false friend. And if, with Carlyle, the 
translator stated that of two universities, ‘‘ Cambridge is 
decidedly the more catholic ’’ (catholique), most of his 
readers would jump to a wrong conclusion. Such a book 
as this must be of the greatest use to those who undertake 
to interpret the thoughts of one nation to the under- 
standiig of another; and similar work might well be done 
for other languages. But we venture to think that the 
authors made a mistake in not associating with themselves 
i its preparation an Englishman with a knowledge of 
French. It is plain that they relied largely on the New 
English Dictionary; and in the list of acknowledgements 
for asststance no English name appears. As a result the 
book is not wholly free from the strange little mistakes 
which it seeks to help others to avoid. Again, the authors 
have relied too much on Shakespeare as an exponent of 
English usage; and consequently have laid stress on many 
archaisms. Who, for instance, would have connected 
svuiller with the verb ‘ to file’? ? Yet a quotation from 
Macbeth is produced which may possibly bear this meaning. 
On the other hand, there are evidences of acquaintance 
with some of the latest Americanisms, as in the use of the 
expression ‘‘ to jacket documents.’”’? The close examination 
of the meanings of words has led MM. Kessler and 
Derocquigny into unnecessary, and doubtfully valid, refine- 
ments. ‘Thus the English word ‘‘ bier’? must undoubtedly 
come from the French “ biére.”? But the authors are 
concerned because biére—unless ‘“‘ wet ’’—is now usually 
applied to a coffin, while a bier is nearer akin to a 
brancard or civiére. Surely the Frenchman would not 
attribute to the last two words any meaning other than 
that of litter or stretcher; and bier would still be repro- 
duced best by translating it biere. The book is remarkably 
well put together; it displays much erudition; and, as 
suggested by M. Louis Cazamian in his introduction, it 
should help to cement the entente cordiale by removing 
erroneous interpretations of word and phrase in the two 
languages. 


NOTES ON BOOKS. 


In recently published writings by Mr. Vincent Nesrretp 
a method of treating deafness by operation has _ been 
advocated. Those who fear to condemn this method because 
“there may be something in it’’ have perhaps afforded un- 
deserved encouragement, which has resulted in the production 
of a book.’ The author states that the mastoid antrum always 
disappears in midd@le-ear catarrh; he does not distinguish 
between the attic and the antrum; the aditus ad antrum from 
the attic is apparently unknown to him as such, for he calls it 


® Les Faux Amis, ou les Trahisons du Vocabulaire Anglais. Par Maxime 
Kessler et Jules Derocquigny. Avec un ovant-propos de M. Lonis 
Cazamian, et une lettre de M. Fmile Borel Parie* Vuibert. 1928. 
(43 x 74, pp. xviii + 389. Paper cover, 30 fr.; bound, 32.50 fr.) 

7 Deafness and its Alleviation. By Vincent Nesfield, F.R.C.S.Eng. 
London: HK. Lewis and Co., Ltd. 1928. (Demy 8vo, pp. v + 85; 


W figures. 7s. 6d. net.) 


the fenestra spes; he is unable to make a diagnosis of oto- 
sclerosis without an exploratory operation on the temporal 
bene; and in describing his operation he refers to the sigmoid 
sinus as the external jugular vein. Further comment seems 
needless, but if there still be any who regard this operation 
seriously chapter iv, entitled ‘‘ Some cases,’ will disillusion 
them. The ‘author gives notes of nine cases, but, incredible 
as it may appear, there is no record of hearing tests. One of 
the patients had suffered from acute inflammation of both ears 
for two years, another was able to hear a bell after the opera- 
tion—-an improvement scarcely worth the danger and dis- 
comfort of an operation—and another improved her hearing 
still further after the operation by attending classes in 
lip-reading. 


In his scholarly work on Medical and Allied Topics in Latin 
Poetry,* Dr. Hérnrich Oppennermer has collected from the 

ets of the Augustan and Silver Ages all the passages more or 
ess remotely connected with medicine in the widest sphere of 
the term, with an English metrical version in the footnotes. 
Extracts will be found applicable to almost every branch of 
medicine, including infectious diseases, various internal dis- 
orders, balneology and hydrotherapy, toxicology, alcoholism, 
insanity, sexuology, surgery, midwifery, dermatology, and 
diseases of the eye, ear, nose, and throat. Of the twenty-six 
poets laid under contribution, those most frequently quoted 
are the satirists and comic dramatists, such as Horace, Juvenal, 
Martial, Plautus, and Terence, the philosopher Lucretius, and 
Ovid,’ whose value as an historian of the social life of 
ancient Rome is universally recognized. The work, as the 
author and publishers surmise, is not likely to have a wide 
circle of readers, but it will be welcomed alike by the medical 
historian and antiquarian. 


The fourth edition of the late Dr. Leo Hirscurarr’s manual 
on hypnotism and suggestion treatment® appears with a preface 
by Professor J. H. Scuutrz, who justly calls attention to its 
high practical and clinical value, both as a textbook for 
students and also as a handbook for those who use these 
methods in general practice. In less than 300 pages a good 
account is given of the history of this subject, with special 
reference to the influence of Liébeault ; a concise catalogue of the 
conditions in which this method is useful; a careful outline of 
the methods ; and a critical appreciation of the degree of benefit 
likely to be obtained. Dr. Hirschlaff had little sympathy with 
the followers of Freud and similar exponents of the sub- 
conscious self, and this may, for some, limit appreciably the 
utility of this handbook; but it can be recommended to those 
who are interested in the physiological methods associated with 
the names of James Braid, Forel, Charcot, and Bernheim. 
Two useful indexes—one of authors, the other of subjects— 
facilitate reference. 


We found it difficult at first to say for what class of readers 
Dr. Oscar Levin intends his book on The Care of the Face.'° 
It is not sufticiently technical for the medical practitioner. 
Although written in a popular and breezy style, it lays down 
no rules for the guidance of the otherwise uninstructed patient. 
In the end we have come to the conclusion that its real object 
—an exceedingly worthy one—is to induce the numerous members 
of the public, of both sexes, who are interested in facial con- 
servation to abandon the nostrums of the quack and the beauty 
parlour and to seek instead the consulting room (or in American 
the office) of the properly qualified and registered dermatologist. 
May his efforts be crowned with complete success ! 


One of the most recent additions to the To-day and 
To-morrow Series is Metanthropos or the Body of the Future, 
by Professor Ronatp Macriz. While admitting that 
it is impossible to argue from man’s far past state as ‘‘a 
glorious worm ’’ to the far or even near future, or to infer that 
the rate of progress in the future will be the same or nearly the 
same as in the past, the author is on the whole optimistic. 
The most striking feature in man’s evolution has been the 

rowth in size and complexity of the neo-pallium, and Professor 

Macfie considers that the metanthropos of the future will live 
a fuller and richer life than the man of to-day, partly because 
sexual selection, based on intellectual rather than on physical 
attraction, will have improved his brain, and partly because 
previous generations of brains will have improved his brain's 
environment in the way of books, wireless, and so forth. 


8 Medical and Allied Topics in Latin Poetry. By Heinrich Oppenheimer, 
M.D.Heidelberg, M.R.C.P.cond. London: John Bale, Sons, and Danielsson, 
Ltd. 1928. (vemy 8vo, pp. vii + 445. 20s, net.) 


tismus und Suggestirtherapie. Von Dr, med, et phil. Leo 
Hirechlatt Vierte auflage, durchgesehen von Prof, Dr, J. H. Schultz. 
Leipzig: J. A. Barth. 1928. (Cr. 8vo, pp. xii + 274. R.M.10. 


10 Tie Care of the Face. By Oscar L, Levin, M.D. London: W. Heine- 
mann, 1927. (Cr. 8vo, pp. xi + 225; 3 figures. 6s. net.) 

11 Metanthropos or the Body of the Future. By Ronald Campbell Macfie, 
M.B., C.M., LL.D. To-day and To-morrow Series. London: Kegan Paul, 
Trench, Trubner and Co., Ltd. 1928. (Pott 8vo, pp. 96. 2s. 6d.) 
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THE CARDIFF MEETING. 


Aux who took part in the ninety-sixth Annual Meeting 
of the British Medical Association, held at Cardiff last 
week under the presidency of Sir Ewen Maclean, will 
agree that the two salient features were the admirable 
organization and the hearty welcome everywhere 
accorded to the visitors. 

The beauty of the chief buildings of Cardiff is 
enhanced by their position in Cathays Park, and 
excellent internal arrangements add much to the con- 
venience of their close proximity one to another. The 
Lord Mayor and Corporation placed at the disposal of 
the local executive the magnificent City Hall for the 
annual session of the Representative Body, and the 
same assembly room, with its fine ceiling and Tonic 
decoration, made an appropriate setting for the presi- 
dential, civic, and Branch receptions, and for the 
Annual Dinner of the Association, reported in the 
Supplement this week. The governing body of the 
University College of South Wales and Monmouth- 
shire, by granting the use of its impressive building for 
most of the Sectional meetings, for the ladies’ club, 
and for various general purposes, deserves also a warm 
tribute of thanks; many members from other parts of 
the country will henceforth take a livelier interest in the 
progress of higher education in the Principality. Some 
of the Section meetings were held in the Technical 
College, by kind permission of the Education Com- 
mittee of the Cardiff Corporation. The beautiful 
National Museum of Wales attracted many visitors 
throughout the week; excellent musical performances 
were given daily by the National Orchestra of Wales; 
and the collection of manuscripts and other objects 
illustrating the contrasts between ancient superstition 
and modern medicine in Wales was much appreciated. 
The Council of the Museum, moreover, entertained 
members of the Association there at a delightful re- 
ception on Friday evening. Cardiff Castle, with ‘its 
beautiful grounds and ancient buildings, was greatly 
admired by the large number who accepted the 
generous hospitality of the Marquess and Marchioness 
of Bute at the garden party on Thursday, which also 
marked the opening of the festivities in connexion with 
the coming of age to-day of their eldest son, the 
Earl of Dumfries. The Marquess, moreover, invited 
members of the Association on more than one occa- 
sion during the week to Caerphilly Castle and Castell 
Coch, and entertained a large party to dinner in the 
banqueting hall of Cardiff Castle. Some account of 
the many other agreeable social functions will be 
found in the Supplement. 

As had been expected, the attendance at this Annual 
Meeting fell short of the very large figure recorded 
Jast year at Edinburgh; but during the week some 
1,300 members registered, not counting the many 
wives and daughters, and all were deeply impressed 


with the cordiality of their reception. A considerable 
part of the scientific programme of the meeting had 


been planned with an eye to practical questions of the — 


hour, and the debates in the principal Sections drew 
large audiences despite the many pleasant diversions 
provided elsewhere, There were no doubt other 
reasons, but the unusual number of subjects of general 
and topical interest, and even of controversy, must 
have been responsible in some measure for these good 
attendances. Arrangements have been made to pub- 
lish in the British Medical Journal during the next 
three weeks fuller summaries than heretofore of each 
day’s proceedings in the Sections. By this means it is 
hoped to arouse greater general interest than has been 
possible in previous years, when detailed reports of the 
scientific and clinical discussions were spread over five 
or six months. The first instalment of our concise 
accounts of the work of the Sections will be found at 
page 198 of the present issue. As usual, the Patho- 
logical Museum (housed this year in the Library of 
the University) was a great centre of attraction, 
illustrating as it did several of the discussions and 
reinforcing points made by word of mouth. 

Of the great mass of political and domestic business 
carried through by the Representative Body of the 
Association, under the courteous and vigilant chair- 
manship of Dr. Hawthorne, we need only say here 
that, though in several important matters substantial 
progress has been made, in two others the outcome of 
much debating has been a reference back to Council, 
while in regard to the International Union of Medical 
Organizations and the direction of infant hygiene 
clinics for the middle classes the Council's recom- 
mendations have been reversed. Notwithstanding 
the efforts made by electricians to improve the 
acoustics of the hall, many speakers found it 
difficult to get contact with their audience as a 
whole, and this favoured neither the presentation 
of an argument nor the dispatch of business. We 
publish in this week’s Supplement the remainder of 
our tull report of these proceedings, and on another 
page wi!l be found the conclusion of a series of notes 
giving impressions of the Representative Meeting by 
an onlooker in medical politics. 

It is almost a truism that an assembly like the 
Annual Meeting of 1928 takes its tone and colour from 
the personality of those who act as hosts. Sir Ewen 
Maclean, with his genial grace of manner and his 
intimate knowledge of the Association from past work 
in the middle of its affairs, had singular advantages 
for the leading part his colleagues called upon him to 
play, and the success of the meeting owed much to his 
high conception of what a President should be and do. 
His chief of staff, Dr. Gilbert Strachan, upon whose 
shoulders lay the heavy burden of local secretaryship, 
earned general praise for his unremitting work and 
inexhaustible good humour, and Dr. Strachan would be 
the first to wish that a share of the credit for this 
effective administration should go to the deputy general 
secretary, Dr. Tudor Thomas. The good ofiices of 
the Lord Mayor and Corporation have been referred to, 
and among many others who worked unselfishly to 
make the week a success must be mentioned, im 
particular, Dr. W. E. Thomas (vice-chairman of the 
General Committee), whose friendly greeting made 


everyone feel at home in South Wales, and the city, 
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treasurer, Mr. John Alleock, who gave skilled service 
as honorary treasurer of the Meeting. All these may 
feel assured that their labours are highly appreciated, 
and will be held in grateful remembrance by everyone 
who attended the Cardiff Meeting. 


ETHYL PETROL. 

WE summarize elsewhere (p. 219) the interim report, 
issued at the end of last week by the Departmental 
Committee, dealing with the risks to health of adding 
lead tetra-ethyl to petrol for use in the internal com- 
bustion engine. The Committee states in brief that 
any poisonous effect on the users of this spirit or on 
the public at large has yet to be proved. The only 
preparation of this kind on sale in Great Britain is 
‘ethyl petrol,’’ which is petrol with lead tetra-ethyl 
dissolved in it in the proportion of 1 part in 1,300 by 
volume. No Eniopean country has, as yet, used the 
spirit to any «x at, and most of the evidence on 
which the Comuuittee bases its report has been of 
American origin, in which country the spirit has been 
largely employed for some years past. 

Several interesting facts emerge on reading the 
report. Lead tetra-ethyl in the pure form is ex- 
tremely toxic. It is lipoid-soluble, and when placed 
on the skin is absorbed quickly and may cause death. 
Unfortunate accidents happened in the United States 
a few years ago during its manufacture and before its 
very poisonous nature was appreciated. It is easy to 
demonstrate that a few drops placed on the skin of 
small laboratory animals are absorbed, and may induce 
death in a few days, but this by no means proves 
that lead tetra-ethyl dissolved in petrol in the propor- 
tion stated is toxic. The evidence so far available 
goes to show that the lead compound is held by the 
petrol so firmly that its absorption by tissues does not 
occur. Carbolie acid in oil lacks antiseptic properties 
because the oil holds the carbolic acid and leaves none 
available for destroying bacteria; it seems possible 
that the same principle may hold for ethyl petrol. 
A second danger might arise from inhalation of the 
vapour, but the report informs us that no lead is 
evaporated in the first half of any ordinary distillation 
at body temperature. It is, however, less reassuring 
about what happens when a considerable amount is 
spilled about garages and allowed to evaporate slowly, 
perhaps to dryness. Here, undoubtedly, some lead 
would vaporize and find its way into the atmosphere, 
though in amount it would, perhaps, be negligible. 
The third possible danger of using this petrol is one 
which most nearly concerns the public; a small amount 
of lead must be deposited from the exhaust gases of all 
motor cars using ethyl petrol. This will no doubt 
continue to be insignificant for a long time to come, 
but if all cars used ethyl petrol it is difficult to believe 
that this lead may not be a potential factor of some 
Importance to the public health. 

Lead tetra-ethyl has an action different from that 
of ordinary lead salts, in that after absorption it is 
distributed in the body in an unusual way, the central 
nervous system absorbing relatively large amounts. 

ere it is apparently converted slowly into ionic lead, 
and induces cerebral effects which are not usual with 
Morganic lead. It may be compared with lipoid- 
Soluble arsenic compounds such as salvarsan, which 
are specifically absorbed into certain tissues, where 
‘onic arsenic is slowly liberated. 

It should be particularly noted that this carefully 


Phrased report does not say that petrol containing. 


lead tetra-ethyl in the proportion of 1 part in 1,300 


— 


by volume is harmless, but rather that there is at 
present no proof that it is harmful. We await with 
much interest the Committee’s final verdict, which, 
no doubt, will afford some positive proof on one side 
or the other. 


ANNUAL MEETING NOTES. 
The Representative Meeting. 
In the Supplement this week we conclude publication of 
the full report of the Annual Representative Meeting at 
Cardiff. The short notes printed below are intended to 
give, in very general and informal terms, an outline of 


the course of the discussions during the latter part of the 
meeting. 


Monday, July 23rd. 

The outstanding items on the agenda for Monday were 
the report on puerperal morbidity and mortality, the 
memorandum on the Report of the Royal Commission on 
Lunacy and Mental Disorder, and the speeches of the 
Dominion and Colonial representatives on the report on 
overseas Branches. The puerperal morbidity and mortality 
report met with but little criticism, but its presentation 
gave the chairman of the Committee, Sir Ewen Maclean, 
an opportunity, of which he made good use, to emphasize 
the importance—international, national, individual, and 
professional—of its subject and its recommendations. After 
his clear and detailed exposition of the method pursued by 
the Committee, the nature and object of the proposed action 
on the part of the Association, and the development of 
public policy since the drafting of the report, the amend- 
ments proposed by Edinburgh and Leith and South-West 
Wales served to illustrate the keen interest of the 
Divisions and Branches in the work already done, 
and their desire to accept full responsibility for develop- 
ment along the proposed lines, rather than to strike 
any note of criticism. The discussion of the memorandum 
on lunacy and mental disorder was, on the whole, dis- 
appointing. The representatives were not, it is true, pre- 
pared to follow Dr. Roxburgh and Dr. Temple Grey in 
referring the report back on the ground that specific action 
had not been taken to promote legislation for the protec- 
tion of the practitioner in the interval during which the 
policy now recommended for the purpose had been under 
review. Nor did they seem, on the whole, inclined to 
dispute the primary importance of securing means for 
adequate treatment. But something better might have 
been expected in the circumstances. The Divisions had had 
a full year to reflect on the issues at stake; the Committee 
on Lunacy and Mental Disorder had had a year in which 
to consider the exact terms best fitted to embody principles 
already fully debated, or to modify propositions which had 
failed to secure support at Edinburgh; and during a great 
part of that period there had been no specially hard case 
before the courts in connexion with certification in lunacy 
to alarm the profession. Yet the debate was characterized 
by a general confusion of terms and uncertainty as to facts, 
as opposed to feelings, and a tendency to discuss at large 
and at cross-purposes instead of to join issue on specific 
points. Of the amendments proposed some were already 
explicitly covered by the terms of the memorandum, others 
were so worded as to obscure rather than clarify the parti- 
cular points under discussion, whilst the terms of the two 
principal amendments actually carried was such as to 
reduce them, in form if not in intention, to pious opinions, , 
The overseas report was short, and contained no recom- 
mendations, but it gave the meeting the pleasure of 
hearing from Mr. Leipoldt, Dr. Spencer, and Sir Malcolm 


‘ Watson something of the work of the. Association in and for 
the overseas Branches, _Mr., Leipoldt’s shrewd . criticism: 
‘of the outlook and procedure of the Representative Body 
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from the standpoint of a member from South Africa, Sir 
Malcolm Watson’s testimony to the Association’s work to 
secure efficiency for the medical service in Malaya, and Dr. 
Gordon Spencer’s triumphant claim to a membership of 
100 per cent. in the nine-years-old Mesopotamia Branch 
could not but appeal powerfully te the imagination and 
sympathy of the meeting. On the items outstanding from 
the Medico-Political report two discussions merit special 
notice. That initiated by Dr. Peter Macdonald on the 
motion from York in connexion with ambulance lectures, 
and developed under the reduced time limit, was an 
ingenious piece of propaganda, and the rejection of the 
motion left the representatives pledged, personally at 
least, to a far more active support of the existing policy of 
the Association than has been general heretofore. The 
debate on the classically phrased proposition from Edin- 
burgh and Leith for reinforcement of the voluntary 
system for controlling venereal diseases by imposing a 
**compulsitor ’’ on infected persons allowed the Repre- 
sentative Body to express, by the decisive rejection alike 
of the motion and the amendment suggested by Mr. Turner, 
its opinion on a question which has been much before 
Parliament and the public in the past twelve months. The 
remainder of the day’s session was given to the report on 
medical benevolence, and the points arising from the 
opening recommendation on public health. 


Tuesday, July 24th. 
_ The business remaining for discussion on Tuesday in- 
cluded three of the most important matters on the agenda, 
and it was unfortunate that the necessity for bringing the 
session to an end by 4 o’clock not only imposed a time limit 
for speeches early in the proceedings, but also reduced 
to a hurried formality the presentation of the Scottish, 
Irish, and Naval and Military reports, and the votes of 
thanks to those who had contributed to the success of the 
meeting. On the Public Health report the motion defining 
the extension and limitation of the functions of an M.O.H. 
was passed as it stood, after a discussion which showed at 
once the thorough manner in which the Committee had 
gone into the whole question, the adequacy of the terms in 
which it had embodied its recommendation, and the need 
for further light on points whose elaboration was beyond 
the compass of the Annual Report of Council. The exten- 
sion of the time limit for temporary adjustment of the 
salary scale for public health appointments in Scotland was 
another matter on which full explanation of the conditions 
in the course of debate was all that was wanted to satisfy 
legitimate doubts about the need for this expedient. The 
remaining items under public health, including the motion 
from Edinburgh and Leith on noise and public health, went 
through without controversy—though this last resolution 
was one in which acceptance of the principle may well 
prove easier than its translation into effective action. The 
debate on the section of the national health insurance 
report dealing with spa treatment for insured persons was 
of considerable interest. Dr. Dain, with the support of 
Dr. Brackenbury and Dr. Thomson, was able to satisfy the 
representatives as to the details of the proposed scheme, 
but failed, even after Dr. Brackenbury’s reductio ad 
absurdum of the proposed amendment, to carry the basic 
definition of spa treatment, which was referred back for 
further consideration. This result may have been due to 
pressure of time and the consequent difficulty of finding 
a better formula. The Representative Body as a whole 
clearly felt that the claims of sea water should not be 
ignored, though reluctant to relax the safeguards applied 
by the Council’s definition. The debate on co-ordination of 
hospital provision was perhaps of more interest than any 
that had gone before, and its outcome was a signal success 
for the policy drawn up by the Hospitals Committee. The 


real point to be decided was whether hospital co-ordination 


on the basis of co-operation in the common interest is @ 
practical policy, or whether the dominant consideration 
must be the individual interests of the several existing 
hospital systems and the bodies of workers concerned in 
promoting their efficiency. By its decision the Representa- 
tive Body proclaimed that the medical profession is ready 
for the co-operation necessary for co-ordination, and left 
the Council in a position to take steps to secure that the 
voice of the profession is heard before any Governmental 
action by way of a partial readjustment can prejudice the 
main issue. In the discussion on criteria for practitioners 
treating private’ patients in paying wards or in nursing 
homes attached to hospitals a different note was struck, 
The danger of prejudicing the hospital policy of the Asso- 
ciation by a new definition which might lead to dissension 
in areas where working arrangements are established; the 
difficulty of setting up criteria equally applicable in so many 


differing circumstances; and the fact that the Association's 


policy in regard to middle-class hospital provision has yet 
to be formulated—all these combined to send the recom- 
mendation back for further consideration. Among the 
motions brought up at the end of the meeting and accepted 
by the Chairman for consideration in the coming session, 
that by Dr. G. W. Harty of Wellington, New Zealand, 
requires special mention, because it voiced a demand which 
has been growing more and more insistent since the war. 
The need for better post-graduate facilities for overseas 
members becomes more urgent every year, and it is only 
natural that these members should look to the Association 
at home to take effective action on their behalf. 


Popular Lecture: Medicine in Art. 

The New Theatre, Cardiff, was crowded in every part 
for the Popular Lecture delivered by Sir Berkeley 
Moynihan, Bt., P.R.C.S., on Friday evening. The lecture, 
which was illustrated by many lantern views, was on the 
subject of ‘‘ Medicine in art,’’ and although some doubtless 
had heard the substance of it before, the charm of its 
delivery, the many humorous and affecting touches, the 
culture and wisdom which lay behind it, would have made 
it worth hearing for the twentieth time. 

Sir Berkeley Moynihan began by remarking on the heavy 
load of responsibility which the medical man had to carry. 
The doctor held in his hands the health and lives of his 
fellow creatures. When he ended his arduous day’s work 
—a work which had made huge demands upon his nervous 
as well as upon his physical energies—he realized often 
that virtue had gone out of him. Even if he failed to 
realize it, it was none the less true. That store of virtue 
could be replenished in no other way so well as by the 
contemplatiop of things of beauty. It was of little use to 
play the indifferent round of golf or indulge in some other 
form of physical exercise; he had better devote himself to 
‘some quiet contemplation of art—beautiful furniture, china, 
pictures, books. Here was indeed rest for the weary mind. 
The lecturer then went on to speak of how the alliance 
hetween art and medicine was foreshadowed by the Greeks, 
how in the Greek mythology Apollo, the god of light and 
giver of life, was also the god of medicine, and bestowed 
on his favourite son, Aesculapius, the divine gift of healing. 
The association between art and medicine, thus begun, had 
been carried on in some of the works of the greatest artists, 
of which he proceeded to give examples. He began by 
showing some representations of deformities in sculpture— 
in the gargoyles of cathedrals, for example—and then 
passed to the innumerable examples in mediaeval painting 
of devil-possession and exorcism. People in the throes of 
such possession had been depicted by Raphael and many 
another, with more or less truth to the recognized picture 
of hystero-epilepsy. He commented upon the extra- 
ordinarily widespread and long-standing prevalence of the 
idea of an interior ‘ not ourselves.’’ Indeed, one found 
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the same thing in Socrates, with his ‘‘ divine sign,’ and 
Joan of Are, with her “ voices,’’ not to speak of Sir James 
Barrie’s ‘* M’Conachie”’ or the Irishman’s “ Flanagan.’’ 
The idea of ** somebody else inside us ’’ went right through 
the art of the Middle Ages. No testimony in a law court 
to-day was more confidently advanced and more unquestion- 
ingly accepted than the testimony in old time as to spirit- 
possession. It was vouched for by troops of witnesses. 
People said on oath and under torture that they had 
actually seen the evil spirits which Reubens and other 
artists grotesquely represented as being exorcised from the 
head or out of the mouth or fleeing the church. Even from 
far-away Peru he was able to show the representation of 
a female skull which had evidently been subjected to 
primitive trepanning for no other purpose than to allow 
of the escape of the evil spirit. 

Next came a series of studies of emotional expressions, 
including some by Sir Charles Bell, one of the greatest 
artists that the profession of medicine had produced. This 
series naturally included Reynolds’s famous picture of John 
Hunter in reverie. Another example was ‘‘ The ecstasy of 
St. Jerome,’’ in the Louvre, which the lecturer declared 
to he the picture that, of all others, had the greatest effect 
upon himself; nothing in the world spiritually did him so 
much good as to spend a few moments on every visit to 
Paris in contemplation of that work. (We are bound to 
say that the black-and-white reproduction which he showed 
had nothing of this quality, and appeared indeed to be 
rather repulsive, but the lecturer said that, having seen 
the original, he could see its beauty in the inadequate 
reproduction.) He concluded with a few pictures showing 
how artists depicted diseases, among them achondroplasia. 
Curiously enough, the achondroplasic was invariably repre- 
sented as being in charge of animals. Then there were 
such deformities as club-foot, a drawing of which was 
found at Luxor dating from 2500 B.c. Chronic rheumatoid 
arthritis existed in Egypt very badly, said the lecturer, in 
the period of the dynasties. Hydrocephalus and acro- 
megaly were other abnormalities represented in art. Rodent 
uler was depicted in one of Albert Durer’s engravings, 
dated 1502. A delightful picture was one by Franz Hals, 
shoving the operation for removal of sebaceous cyst from 
the scalp. The expressions of both patient and surgeon 
were eloquent, the patient in extreme apprehension, while 
the surgeon took the proceedings with quite phenomenal 
talm—very unlike Astley Cooper, who removed a sebaceous 
yst from the King’s scalp, and spent the ensuing days in 
adreadful state of anxiety lest anything should befall the 
wal patient. In the Franz Hals picture, by the way, the 


make matters doubly sure, the surgeon was wearing a 
wplica of it in his hat! Sir Berkeley Moynihan con- 
duded by saving that the medical man, visiging galleries 
tbroad or at home, could, from his professional knowledge, 
ind much to interest him in the details of many pictures 
thich were not apparent to the ordinary public. Moreover, 
the had said at the beginning, the contemplation of 
bantiful things did help him in his daily work, and it was 
well for every devotee of Aesculapius to turn aside now 
ind then and worship at the shrine of his father, Apollo. 

Sir Ewen Maclean, who presided at the lecture, and 
Dr. C. O. Hawthorne both expressed the thanks of the 
tthering to the lecturer, the latter remarking that what 
Sir Berkeley Moynilfan had said about the use of leisure 
fr the study of art filled him with a certain sadness at 
‘sown wasted opportunities. In responding to a vote of 
hanks, Sir Berkeley Moynihan said that it had been a 
Mivilege to give the address to an audience so attentive. 
It seemed to him that the big and important concerns in 
wie’s life, which might, be likened to the bricks in a wall, 


mortar filling the interstices. These things, these 


doctor’s diploma is shown hanging on the wall, and, to 


leded to be held together by something scarcely visible, 


interests, of which he had been speaking that evening, 
were the mortar between the bricks. Surgery was not 
merely a craft or a science; it was something bigger and 
better than cither or both. It was_a spiritual devotion, 
and in order to set it forth as an example recourse must 
be made constantly to some spring or well of refresh- 
ment. That was why he had rejoiced in the opportunity 
that evening, not so much to show pictures or to talk 
more or less trivial tittle-tattle, but to put into the minds of 
his colleagues in the profession that this way of refresh- 
ment was open to them. 


The Pathological Museum. 

The spacious library at University College was not too 
large to house the extensive and varied collection of 
exhibits which formed the Pathological Museum. Almost 
every branch of medical science was represented, and there 
can have been no visiting members, whatever their 
specialized interests, for whom the exhibition held nothing 
new and instructive. It is only possible to mention specifi- 
cally a few of the individual exhibits in any short account 
of so large a collection. Morbid anatomy naturally took 
the foremost place, being represented both by mixed collec- 
tions of bottied specimens, contributed chiefly by the 
Department of Pathology and by the Surgical Unit of the 
Welsh National School of Medicine, and by series of speci- 
mens of the same organ designed to illustrate variations 
in a single pathological process. In this category the organs 
treated were the stomach, the heart (from the point of 
view of coronary disease), the gall-bladder, and the 


appendix. The stomach received perhaps even more than. 


its fair share of attention, no fewer than three contributors 
—Professor Dible, Mr. C. A. Joll, and Mr. J. B. Haycraft 
—showing specimens illustrating peptic ulcer and_ its 
sequelae, and carcinoma, A remarkable feature in the 
section dealing with coronary disease was a series of skia- 
grams of injected hearts prepared by Dr. C. B. Perry, 
showing the changes in the vessels occurring in related 
patients exhibiting familial coronary disease. Specimens 
in some of these categories were accompanied by 
histological sections, and an_ interesting controversial 
note was struck in the nomenclature of renal tumours, as 
also in the series of sections of bronchial new growths 
shown by Dr. J. B. Duguid, illustrating varieties of strue- 
ture from a squamous to an apparently sarcomatous type. 
Radiology was the subject of five exhibits, four consisting 
of miscellaneous skiagrams, and one, by Dr. Lambert Rogers, 
confined to the appearances of spinal lesions, especially 
after lipiodol injection. ‘* Foreign hodies ’’ found a con- 
siderable place in the museum, the mest notable collection 
being that of Dr. D. R. Paterson, consisting of objects in 
great variety removed from the upper air and _ food 
passages, including the first recorded series of foreign 
bodies removed by operation in this country, amongst these 
being a fish-hook, the removal of which is still believed to 


_be unique. As a curiosity perhaps none of these equals 


the forbidding black boulder inserted by a male patient 
into his rectum for reasons and by means unstated, and 
removed with difficulty by midwifery forceps, with a fatal 
result. Another rarity must surely be the large leukaemic 
spleen, removal of which is said to have been followed by 
recovery. Much interest was excited by Dr. Hilda M. 
Cunnington’s living tadpoles, illustrating the effects of 
feeding with functionally distinct portions of thyroid 
gland. An exhibit of no little topical interest was the 
brain of a bilingual Welshman, who after abscess formation 
and softening of one side of the brain, remained able to 
speak only Welsh! Pride of place was finally taken by a 
long series of memorabilia of Lister, presented to the 
Welsh National School of Medicine by the Wellcome’ 
Historical Museum, and ranging from documents and photo- 
graphs to apparatus and original antiseptic solutions used 
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by Lister himself. The organizers and exhibitors are alike 
to be congratulated on the success of the museum, which 
will be memorable for the range of its subjects and for the 
excellence of its individual exhibits. 


History of Medicine in Wales. 

In the National Museum of Wales at Cardiff an inter- 
esting little exhibition had been gathered together for the 
purpose of illustrating the history of medicine in the 
Principality, various manuscripts, charms, remedies, and 
other objects having been selected from the National 
Library, the National Museum, and the Cardiff Public 
Library. Specimens‘of ‘‘ hydrophebia stones ’’ were shown ; 
these were composed of a kind of alabaster, and scrapings of 
them were mixed with milk and drunk by those who had been 
bitten by dogs and cats. The owner of one of these stones 
knew. a man who, after a bite, about the year 1850, 
** meowed ”’ like a cat, and was not relieved until he had 
received a dose of the medicine. The ‘‘ Laws of Hywel 
-Dda,’’ in the tenth century, prescribed the status of the 
doctor, who was one of the officers of the royal household. 
He received his linen from the queen and his woollen cloth 
-from the king. He had to. attend all within the court 
gratuitously, except in certain emergencies, for which he 
received ninepence and his food, together with the ‘‘ blood- 
stained clothes’’ of his patient. His ‘“‘sarhad’’ (in English 
‘insult ’’) was six kine and sixpence in silver; his social 
value was estimated at six score and six kine. One portion 
of the Laws dealt with the value of the members of the 
human body. Thus the value of a finger was one cow and 
twenty pence. The organs of generation were equal to 
ere-half of all the organs, as also was the tongue, which 
must have rendered computation occasionally difficult after 
an aggravated assault. The exhibition included the text 
of the ‘“‘ Meddygon Myddfai,’”’ to which the President 
alluded in his address, containing the medical lore of the 
twelfth century physicians of Myddfai in Carmarthenshire. 
A fifteenth century manuscript on vellum consisted of a 
‘Latin translation of Almansor, a popular Arabic medical 
work. The manuscript showed very fine workmanship, 
being rubricated throughout, and with an_ illuminated 
‘capital letter at the beginning of each of the ten books. In 
‘connexion with this exhibition at Cardiff it is interesting 
to note that the directors of the Wellcome Historical 
Medical Museum have announced the publication shortly 
of a book on the history and lore of Cymric medicine. It 
was hoped that this work would be ready in time for this 
year’s Annual Meeting, but the contributions of historical 
interest which are still being received have made it 
necessary to delay publication. 
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THE STOCKHOLM CONGRESS OF RADIOLOGY. 

Tue second International Congress of Radiology met this 
year in Stockholm under the presidency of Professor Gésta 
‘Forssell. The proceedings opened on July 23rd and lasted 
for four days. The importance of this congress is shown 
by the following points. In the first place, nearly 1,000 
enrolled as members, and these were drawn from thirty-nine 
different countries; with ladies and others the total number 
interested in the congress amounted to 1,500. The meeting 
was treated in Sweden as one of national and municipal 
importance, and the congress mectings were held in the 
House of Parliament, which the Government lent for the 
purpose; the neighbouring streets and important buildings 
were beflagged. H.R.H. the Crown Prince of Sweden 
declared the congress open in an admirable speech delivered 
in English. This meeting was held in the large concert 
hall, and opened with a speech from the president. The 
Prince stayed on to hear several of the opening papers, 
and also attended some of the section meetings. A badge 
and chain of office was presented at the opening meeting by 


the British radiologists. Mr. Thurstan Holland thanked, 
on behalf of all the foreigners present, His Royal Highness, 
the chancellor of the Swedish Universities, and the 
president and board of management of the congress. In 
the afternoon the members and their friends were enter. 
tained at the palace by the King and Queen. On the 
following evening the municipality gave a banquet and 
ball in the magnificent town hall; 750 guests attended the 
dinner, at which Professor Kaye made an eloquent speech, 
which was much applauded. Later on, close on 2,00 
attended the dance which took place in the famous Blue 
Hall. The organization of the congress was wonderfully 
carried out. All publications were printed in French, 
German, and English. Abstracts of all the papers, some 
250 in number, were supplied to each member, and also 
a book containing the portraits, etc., of those registering, 
One of the notable communications was a paper, read by 
invitation by Dr. Robert Knox, on ‘‘ The rationale of 
radiation therapy ’’; this drew a large audience. Professor 


-Forssell’s demonstration of cases showing the after-results 


of radium and g-ray therapy illustrated in a remarkable 
manner the success of this kind of treatment in malignant 
disease. A further feature of the congress was_ the 
exhibition of instruments, ete. A notable exhibit was that 
of the British manufacturers, who arranged a joint show. 
The next congress will be held three years hence in Paris, 
under the presidency of Professor Béclére. 


PARATYPHOID FEVER IN HERTFORDSHIRE. 
THE outbreak of paratyphoid fever which occurred in 
Hertfordshire during the closing quarter of 127 is well 
set forth by Dr. W. V. Shaw of the Ministry of Health 
in a report! just issued. The district affected includes the 
borough of Hemel Hempstead and the rural districts of 
Hemel Hempstead and Watford. Between October 23ed, 
when the first cases sickened, and December 29th, when the 
outbreak terminated, the total cases were 156. The number 
of cases week by week during the six weeks of prevalence 
were 8, 86, 56, 14, 1, and 1. The peak of the epidemic was 
on November 4th, when £8 persons fell ill. The curve 
declined more gradually than it rose, presenting a positive 
skewness. Though no deaths took place, the type was not 
wholly mild. Many of the early cases were considered t0 
be influenza, but the blood of almost every patient wat 
subjected to Widal’s test, with positive results to Bacillus 
paratyphosus B, and the same organism was demonstrated 
in the urine and faeces of a number of cases. The clinical 
manifestations varied. The onset was often abrupt, esp 
cially in children. Some attacks began with epistaxis 
followed by headache and anorexia. Many had sore throat 
and general malaise. Some had laryngitis and bronchitis, 
and a fewgpneumonia. Diarrhoea was not a constant 
feature, and many suffered from constipation. Intestinal 
haemorrhage was not infrequent. Three cases had severe 
abdominal pain suggestive of appendicitis, and one operatio 
was performed. Some had an early skin eruption resell 
bling scarlet fever, which later developed into rose spol 
a quarter of an inch and more in diameter. Pyrexia was 
intermittent, and hyperpyrexia up to 105° F. occurred. 
Several cases had relapses. The mild attacks with little 
constitutional disturbance made the outbreak difficult ® 
deal with, and it is probable that in a number of instance 
no medical advice was sought. In early stages, before the 
significance of the outbreak was realized, a number of the 
sick were treated at home. Dr. Shaw pointed out that ™ 
the interests of all copcerned all patients fit to be mov® 
should be admitted to hospital. The stress of the arrang 
ments fell upon the committees of the joint hospitals, #™ 
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REDUCTION OF FRACTURES 


UNDER LOCAL ANAESTHESIA, 217 


beds were freed for the reception of the sick, not only 
in the Hemel Hempstead and Watford Joint Isolation 
Hospitals, but also in the West Herts General Hospital, 
and, the necessary sanctions having been obtained, in the 
Hemel Hempstead Poor Law Infirmary. The distribution 
of cases was limited to a well-defined area in the situation 
stated ; and the only factor common to the persons infected, 
as inquiry showed, was the delivery of milk to them by a 
retailer whose premises were in Hemel Hempstead borough. 
The retailer obtained his milk—170 gallons daily at the date 
of the outbreak—from eleven sources, collecting it in the 
farmers’ churns by means of his own motor. He cooled it 
on his own premises, and distributed it in cans. Of twelve 
persons who took part in the retailing no fewer than seven 
figured as cases of paratyphoid, but in the times of their 
sickening they did not antedate the general outbreak, and 
could not be held responsible for it. Dr. Shaw therefore 
followed the line of milk supply a stage further back. He 
investigated the eleven farms from which the milk was 
derived. Ten were blameless, but at one he found that the 
farmer’s wife had been ill early in October, and one of his 
children later in the month. The wife admitted illness with 
‘reluctance; one of her symptoms had been diarrhoea. In 
‘the case of the child a doctor was called; he diagnosed 
broncho-pneumonia. Dr. Shaw advised the removal of both 
wife and child to isolation hospital. The faeces of both, 
on bacteriological examination, contained Bacillus para- 
typhosus B in abundance. The farmyard was ill drained; 
a pail closet was in use. The cows coming in for milking 
plashed through slop-water from the house. (The milk 
strainer was defective; the wire gauze was lost and replaced 
by butter-cloth. Dr. Shaw found the hutter-cloth hanging 
oa the clothes line along with domestic garments. Under 
these conditions two persons suffering from paratyphoid 
fever were resident in the farmhouse, one of them engaged 
in nursing the other, and at the same time washing the 
milk utensils, cooling the milk, and occasionally milking the 
cows. It seemed as though every precaution had been taken 
to ensure infection of the milk, which took place with the 
results recorded, 


REDUCTION OF FRACTURES UNDER LOCAL 
ANAESTHESIA. 
Tne best results in the treatment of fractures are only to 
be obtained after the displacement of the fragments has 
been corrected, but such correction is often prevented by 
the reflex muscular spasm or the pain which manipulation 
causes. In a recent paper in the Journal of the American 
Medical Associationt Dr. Carl O. Rice of Minneapolis 
advocates the use of local instead of general anaesthesia 
for the immediate reduction of fractures of the lower part 
of the forearm. The objections to inhalation anaesthesia 
in emergency cases are well known. Chief among them is 
the unpreparedness of the patient, who may not have the 
‘mpty stomach which is indispensable for the administra- 
tion of chloroform or ether, and preferred for the inhala- 
tion of nitrous oxide gas. Dr. Rice says that at the 
Minneapolis General Hospital fractures of the forearm 
are seen almost every day, so that a fair field is there 
offered for a trial of new methods or of old - methods 
‘revived. As long ago as 1885 J. R. Conway, jun., advo- 
fted the use of cocaine as an anaesthetic in fractures 
and dislocations in an article published in the New York 
Medical Journal, but although that drug or one of its 
substitutes has been employed for this purpose here and 
there ever since, its use has not become general. As alre rady 
tated, Dr. Rice has found local anaesthesia very useful 
in 2 well-equipped general hospital, but it seems probable 
that its advantages will be still more evident to the 
general practitioner, who must often have to deal with 


| 


Colles’s or other fracture of the forearm single-handed with- 
out skilled assistance, in circumstances which preclude the 
use of a general anaesthetic. To all such the precise diree- 
tions which are given in Dr. Rice’s paper should be 
valuable. The method he favours is that of circular con- 
duction anaesthesia, whereby all afferent stimuli are cut 
off from the sensorium by a zone of procain (novocain) 
hydrochloride injected close to the bone. The solution 
recommended is of the strength of 1 per cent., containing 
“one drop of epinephrine solution per drachm.” In the 
case of the radius—which alone is dealt with in this paper 
—the whole Circumference can be injected through two 
punctures, by one of which the anterior and outer surfaces 
can be reached and the posterior surface by the other. It 
is obvious that the ulna could be ‘anaesthetized with equal 
ease by a similar procedure. Some 4 or 5 c.cm. of the 
anaesthetic solution is also injected below the fractured 
surface of the bone. The amount of 1 per cent. procain 
hydrochloride solution used has varied in the cases reported 
from 15 to 60 c.cm. Generally speaking, Dr. Rice prefers 
the smaller quantity, which should be sufficient to produce 
anaesthesia without obscuring the bone-ends by swelling. 
Thirty minutes is allowed for the anaesthetic to take 
effect. Should, however, a second manipulation be found 
necessary the injection should not be repeated until several 
days after the first one, for, owing to swelling, it is unlikely 
to be effective. The ease with which reduction is effected 
is said to be surprising. So far Dr. Rice has treated fifty 
cases in this way, seven of which are reported in full, 
including fractures of both bones, as well as typical cases 
of Colles’s fracture and of displaced epiphysis. There is 
nothing very new in this method, but it is as well that 
attention should be recalled to it, for it is simple, ‘safe, and 
efficacious. 


REPORT OF THE MINISTRY OF HEALTH VACCINATION 
COMMITTEE. 

Ix February, 1926, a committee was appointed by the 
Minister of Health, in conjunction with the Medical 
Research Council, to consider matters relating to the. pre- 
paration, testing, and standardization of vaccine lymph; 
the practical methods available for diminishing or removing 
any risks which may result from vaccination; the most 
appropriate methods of vaccinating in epidemic and non- 
epidemic periods; and to co-ordinate investigation of these 
questions in this country and abroad. We have just 
received the report! of this committee, to which further 
reference will be made in a. subsequent issue. One or two 
outstanding points, however, deserve mention at once. 
The pathology of encephalo-myelitis occurring in the course 
of virus disease and the exanthemata was discussed in the 
Section of ‘Pathology and Bacteriology at Cardiff on July 
25th, and a summary appears at page 202. It is therefore 
interesting to note that in the report just issued it is stated 
that the available evidence acquits vaccinia virus of being 
the sole cause of encephalitis, though vaccination cannot be 


_ exonerated from playing some part in its iology. The 


committee declares its belief that ‘‘ the co-operation of 
vaccinia with the viruses of poliomyelitis or of encephalitis 
iethargica, or possibly some unknown neurotropic virus 
harboured by a vaccinee, must for the present be retained 
as a working hypothesis of causation pending further 
research into the nature and properties of neurotropic 
viruses in general.’? Among the recommendations is one 
that in order to promote the acceptance of vaccination the 
customary four insertions of vaccine should be replaced by 
one, and that multiple-scarification should not be used, 
though vaccination by multiple insertions should be made 
available for those who desire to obtain at one operation 
the maximum protection against small-pox. 


1 June 2nd, 1928, p. 1768. 


2 London : H. M. Stationery - Office. 1928. Price 7, net. 
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PARENTHOOD AND BIRTH CONTROL. 

In reviewing, in the Journal of March 12th, 1927 (p. 475), 
a book entitled Medical Views on Birth Control we con- 
cluded by recommending it to ‘ all those, medical or lay, 
who wish to be acquainted with the facts... and to be 
helped to form a reasonable opinion upon a very difficult 
and important subject.’’ The final conclusion of all the 
distinguished medical writers whose essays composed that 
book was adverse to the practices about which they had 
been arguing. We think it right, therefore, to direct 
attention to another booklet by a medical man, whose 
identity is properly undisclosed, entitled JDarenthood: 
Design or Accident?! in which the opposite conclusion is 
heartily commended, but in regard to which we can with 
equal sincerity use the words quoted above. There is a 
preface by Mr. H. G. Wells, in which he says of the book 
that “it is written extremely clearly and well,’’ that it is 
‘* yight-minded and well done,’’ that it is “‘ never vague, 
sloppy, lyrical, nor shamefaced.”’ 
accepted or not, there may be general agreement that these 
commendations are not undeserved; and it may be agreed 
further that ‘‘ people who do not want to practise birth 
control—and some very good reasons exist for restraint in 
its employment—people particularly who want to oppose 
it altogether ought to possess the minimum of lucid 
knowledge here conveyed.’”? The booklet or pamphlet 
is, in fact, the most moderate, clear, and useful 
presentation of the case for birth control that we 
have seen. It is published under auspices which seem 
to be directly or indirectly associated with the Labour 
Party, but while its special appeal is evident this does not 
really vitiate the exposition or the argument, except in 
so far as the last few pages are concerned with the internal 
question of whether that party should come to a definite 
official decision on this subject. The statements of the 
book are so logically made throughout that it may be worth 
while to point out two or three instances in which the 
full consequences of the arguments are just shirked, or in 
which certain of their bearings are avoided. The author 
deals with the suggestion that the use of contraceptives 
may result in the production of sterility, and he properly 
asks for evidence, especially for statistical evidence, that in 
fact it does so. He triumphantly concludes with the state- 
ment: ‘‘ There is no evidence that birth control produces 
sterility ; no couple need be deterred from practising birth 
control for fear that it will prevent their having children 
when they want them.’’ He cannot, however, properly stop 
tiere; his conclusion is not established, his case at the best 
only half proved. It is equally incumbent on the supporters 
of birth control to produce the statistical data required 
and to show from them that sterility is not so produced. 
In the absence of such evidence the proposition that 
_ sterility must be produced, or is usually produced, by the 
prolonged use of contraceptives is not proved. It remains 
equally true that this may be the case, and therefore the 
fear of it cannot confidently be dismissed by those practising 
methods for the control of conception. Again, dealing with 
the argument that a wide knowledge and practice of these 
methods would lead to men and women becoming “ Jess 
restrained in the expression of their sexual desire,’’ and so 
to increased illicit intercourse, he replies that conduct is 
not virtuous when it is produced by fear. ‘‘ There is no 
virtue in refraining from sexual intereourse through fear 
of undesired consequences.’’) Even this may be arguable; 
but should the soundness of the argument be admitted on 
the ethical plane, it can scarcely be admitted on the social, 
for, except in certain communistic circles, an increase 
in illicit sexual intercourse would admittedly entail un- 
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desirable consequences. Further, there scems to be some 
inexactness as to what is disallowed by authority in county 
or municipal maternity clinics. ‘In this matter all help 
or information is taboo ’’ is the statement; but while it is 


true that any general teaching or demonstration of birth - 


control methods is forbidden, it does not appear that advice 


on this matter in individual cases in which it is medically’ 


justified would be interfered with. In a book of the general 
character of that under review it is a pity to discover any 
overstatement of its case. The best advice we can give is 
that both the publications mentioned in this note should 
be read together. 


, 


DIRECT REPRESENTATION ON THE GENERAL 
MEDICAL COUNCIL. 
Gn Monday, July 23rd, the Representative Body of the 
British Medical Association adjourned at 12.30 p.m. to 
enable the representatives of English and Welsh Divisions 


to hold a special meeting for the selection of two candidates | 


at the forthcoming by-election of direct representatives on 
the General Medical Council. 
on receiving notice of the vacancies caused by the death of 
Dr. J. A. Macdonald and by Sir Robert Bolam’s resigna- 
tion of office as direct representative on his nomination to 
represent the University of Durham, the Medico-Politieal 
Committee circulated a notice to all Divisions in England 
and Wales advising them of the vacancies and requesting 
them to call meetings of the whole profession in their 
several areas for consideration of the matter. The list of 
nine names presented to the special meeting of English and 
Welsh representatives at Cardiff was the result of the 
nominations received from these meetings of the profession. 
The representatives themselves were instructed by the 
Divisions as to their vote, and the two candidates chosen, 
Drs. J. W. Bone and E. K. Le Fleming, will in due 
course be put forward as the Association’s candidates at 
the by-election in October, 


FOOT-AND-MOUTH DISEASE. ] 
Tue third progress report! of the Foot-and-Mouth Disease 
Research Committee has just been issued. Owing to the 
pressure upon our space this week in consequence of the 
Annual Meeting more than a brief announcement is not 
possible, but we hope in an early issue to consider the 
report at greater length. This Committee, which was 
appointed in 1924, published its second progress report 
rather more than a year ago, and in referring to it on 
March 5th, 1927 (p. 438), we expressed the hope that the 
time would gome when the eradication of this scourge would 
be by means of the hypodermic syringe rather than the 
pole-axe. The present report indicates that some slight 
advance in this respect can be recorded, though, unfor- 
tunately, the virus—whatever its nature—scems to have 
very little ability to immunize for longer than about six 
months. It is now possible, however, to distinguish between 


-an animal which has recovered fiom an attack and one 


which has not suffered; this suggests that the way may be 
opening for more efficient methods of controlling the 


infection. 


Tue contributors to the Ferrier Memorial Fund met 
on July 15th under the chairmanship of Sir Charles 
Sherrington, and resolved to invite the Royal Socicty to 
accept the sum of £1,000 in trust to found a David Ferriet 
Memorial: Lecture. It was further decided that the balance 
of the fund shall be applied as scems best when the total 
contributions are known. The fund will be closed .om 


September 30th. The honorary treasurer is Dr. W. Aldren 
- Turner, 18, Harley Street, W.1. ; 


1 Londen; H.M. Stationery Office. 1928. Price 5s, net. 
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LEAD TETRA-ETHYL IN MOTOR SPIRIT. 


Inter1M Report or THE ComMITTEE oF INQUIRY. 

Tae Departmental Committee on Ethyl Petrol, appointed 
by the Minister of Health on April 2nd to inquire into 
the alleged danger to health arising from the use of this 
type of motor spirit, issued an interim report’ on July 
th, in which it is stated that the Committee has con- 
duded that there are no reasons for prohibiting the use 
of ethyl petrol, so long as certain precautionary measures 
are maintained. The terms of reference of the Committee 
were as follows: 

“To inquire into the possible dangers to health resulting from 
the use of motor spirit containing lead tetra-ethyl or similar lead- 
containing compounds and to report what precautions, if any, are 


desirable for the protection of the public or of individuals in 
connexion with the use or handling of such motor spirit.’ 


Sir Frederick Willis, who was until recently chairman 
of the Board of Control, is chairman of the Committee, 
which is composed of the following members : 


Departmental Representatires.—Ministry of Health: Sir George 
Buchanan, C.B., M.D. Home Office: Dr. J. C. Bridge, F.R.C.S. 
(Senior Medical Inspector of Factories). Air Ministry: Mr. D. R. 
Pye, M.A. (Deputy Director of Scientific Research). Medical 
Research Council: Sir Charles J. Martin, C.M.G., D.Sc., F.R.S., 
FR.C.P. (Director of the Lister Institute). Government Chemist : 
Sir Robert Robertson, K.B.E., D.Sc., F.R.S. War Office: Major 
W. R. Galwey, O.B.E., M.C., M.B. (Director of Experiments in 
the Chemical Warfare Department). Department of Scientific and 


Industrial Research: Dr, C. H. Lander, D.Sc. (Director of Fuel 
Research). 


Non-official Mcembers.—Mr. A. Chaston Chapman, F.R.S., F.I.C., 


Sir William Willcox, K.C.I.E., C.B., M.D., F.R.C.P., Professor 
W. E. Dixon, M.D., F.R.S. 


The Committee held four meetings? in public and /heard 
evidence from representatives of the producing and import- 
ing companies and of the United States Public Health 
Service, and from other authorities. The members had 
the advantage of a conference with Surgeon-General 
Cumming, head of the United States Public Health 
Service, which during the past three years has given a 
considerable amount of attention to the investigation of 
the question now under review in this country. In their 
eforts the Committee had at their disposal the results of 
the exhaustive inquiries carried out in America by a com- 
nittee appointed to determine: What health hazards, 
itany, were involved in the retail distribution and general 
we of lead tetra-ethyl gasoline as an automobile fuel. 
After reviewing the work upon which the United States 
Committee based its conclusions, and considering the 
experience gained since, the British Committee has reached 
the view expressed above. 


Need for Precautionary Measures. 
The comment is made that certain safety measures are 
heessary ; these, however, are already being observed by 
the vendors of ethyl petrol, which is the only motor spirit 
the market containing any lead compound. The Com- 
mittee expresses its general conclusions, and summarizes 
ts work in the following terms: 


“Although there is no evidence to show that the use of ethyl 
ytrol as a motor fuel involves more dangers to health than the 
we of ordinary petrol, we think, for the time being, the precau- 
ons indicated in the regulations suggested by the United States 
lommittee are desirable. In particular we wish to emphasize the 
vurning that ethyl petrol should be used only as a motor fuel 
id not for such purposes as cooking and cleaning. No regula- 
Yons have actually been made in the United States as regards 

distribution of ethyl petrol, but careful observance of the 
"gulations recommended in regard to notices to the public—the 

‘lling of cans and pumps, the distribution of leaflets, and the 
veng of the substance red as an additional check against its use 
hy twise than as a motor fuel—has been secured the terms 

the contracts between the proprietors of the fuel and the 


i ers. Sales in this country are governed in the same way, 
| we do not desire to recommend any legislative action so long 
the terms of the contract are maintained.” 


Four sets of regulations wero suggested by the United 
tes Committee; these related to: (1) the manufacture 
lead tetra-ethyl and the blending of the latter with other 
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materials to make ethy! fluid; (2) the mixing of ethyl fluid 
with petrol; (3) the distribution of ethyl petrol, and (4) the 
ventilation and cleansing of garages, etc., irrespective of 
the use of ethyl petrol. 


Safeguards in Mixing Ethyl Petrol. 

The report states that the manufacture of lead tetra- 
ethyl or its blending to make ethyl fluid is not undertaken 
in this country, but the Committee understands that its 
manufacture in the United States is carried out in accord- 
ance with the regulations referred to above. Ethyl fluid 
is imported in drums from America and is mixed with 
petrol at nine stations in this country. The Committee 
visited one of these stations and is satisfied that the pre- 
cautions suggested by the United States Committee are 
observed in all respects, and that the arrangements are 
such that the health of the workers at these stations is fully 
safeguarded. 

It is pointed out that adequate ventilation of all garages, 
whether or not ethyl petrol is used, is a matter of con- 
siderable importance, and that the danger from carbon 
monoxide in an unventilated garage is very serious. 

Dealing with the events which led to the inauguration 
of these inquiries, the report explains that ethyl petrol 
consists of a mixture of petrol and ethyl fluid, the 
ethyl fluid being composed of lead tetra-ethyl, ethylene 
dibromide, and monochlornaphthalene. The amount of 
ethyl fluid added varies aceording to the nature of the 
petrol, but in no case does the amount of lead tetra-ethyl 
in ethyl petrol sold for ordinary commercial purposes 
exceed 1 part in 1,300 parts by volume, or about 1 in 650 by 
weight. ‘‘ Lead tetra-ethyl,’? it is stated, ‘‘is a very 
poisonous substance, and its manufacture, its blending with 
other materials to produce ethyl fluid, and the mixing of 
the latter with petrol, must be carried out with very great 
care.’ The absence of due precautions at first in the 
manufacture and handling of lead tetra-ethyl was the 
cause of a number of deaths in the United States in 1924, 
this occurrence leading to the institution of an official 
inquiry in that country. These deaths, however, were in 
no way attributable to the use of the diluted mixture sold 
as ethyl petrol. 

Tho investigations carried out in the United States 
proved that drivers of cars using ethyl petrol showed no 
definite signs of lead absorption after exposures approxi- 
mating two years. In the case of garage employees and 
similar workers it was found that they might show evidence 
of lead absorption and storage, and that the amount was 
somewhat increased where ethyl petrol was used. The 
effect, however, was slight in comparison with that shown 
by workers in other industries where there was a severe 
lead hazard, and for the periods studied was not sufficient 
to produce detectable symptoms of lead poisoning. It was 
further revealed that in the regions in which ethyl petrol 
had been used to the greatest extent for a period of 
between two and three years no definite cases had been 
discovered. of recognizable lead poisoning or other disease 
resulting from the use of ethyl petro!. In view of these 
conclusions the United States Committee reported that 
there were, at the time, no grounds for prohibiting the 
uso of ethyl petrol, of the composition specified, as a motor 
fuel, provided that its distribution and use were controlled 
by proper regulations. Subsequent inquiries, which are 
still hemg continued, have not so far detracted from the 
validity of these conclusions, 


Fear of Cumulative Effects. 

“The fear of danger to health arising from the use of ethyl 
petrol is mainly due,” the report observes, ‘‘ to the recognition 
of the lipoid solubility and peculiar toxic qualities of lead tetra- 
ethyl and of the cumulative effects of lead. It is also feared by 
some that harmful results may occur, and may not be evideni until 
many years hence.... The insidious nature of chronic lead 
poisoning is such that some of our witnesses have raised the 
question whether an experience of even three or five years would 
be sufficient to give practical value to a conclusion that there 
is no demonstrable risk. Spread over a still longer period, they 
argue, some form of lead. poisoning may yet result, possibly a 
specific form not ordinarily associated with lead, and this possi- 
bility must be taken into account. In regard to this contention we 
f have been impressed by the reassuring fact brought out in the 
United States inquiries that garage workers who have been 
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handling ethyl petrol continuously for between four and five years, 
though subjected to close and frequent medical supervision, have 
shown no signs of lead poisoning.’’ 


Investigation to Continue. 

The concluding paragraph of the report indicates why the 
Committee has deemed it necessary to issue an interim 
report, and explains that, having taken this step to reassure 
the public, it is proposed to proceed with further investiga- 
tions. The Committee states: 


“Having regard to the somewhat alarming statements made in 
the House of Lords and in the press, it has seemed to us desirable 
to make this interim report and to publish the evidence which we 
have taken. Owing to the small consumption of ethyl petrol in 
this country it would be impossible at present to embark upou an 
extensive examination of human subjects, and in view of the scope 
and thoroughness of the investigations of this type made in the 
United States we consider it would be superfluous to do so. The 
value of such work is in proportion to the length of time it has 
been carried on, and in this respect any investigations in this 
country would necessarily fall short by three years of the United 
States af a pray which are still being continued! We have, 
however, decided to make some investigations with a view to con- 
firming certain points in the work carried out in’ the United 


. States, and possibly elucidating some points which are not covered 


by that work.’ 


England and Wales. 


Epsem College. 

Tue seventy-fifth anniversary of Founder’s Day was 
celebrated at Epsom College on July 28th. During the 
past year the fives courts have been renovated, and a new 
one added; the swimming bath is being improved, and a 
system of daily disinfection has been introduced. Towards 
the erection of the new sanatorium more than £5,000 has 
been received, and it is hoped that the receipt of further 
donations will soon enable a start to be made with the 
building, the plans for which have been approved. 
Together with the valuable structural additions, such as 
the chapel, chemical laboratory, class rooms, and cricket 
pavilion, to which reference has been made previously in 
our columns during the last five years, there has been a 
considerable augmentation of the scholarships which enable 
the sons of medical practitioners to be educated at the 
school and to receive subsequently assistance in medical 
training at certain London hospitals. The headmaster, 
Mr. A. C. Powell, in his annual report described the out- 
standing features of a very good year’s work. The number 
of successes in previous years in the London University 
schoo] examinations had been surpassed, and it was clear 
that the already high standard of education in the College 
was being raised still further. A senior open classical 
scholarship had been won at Pembroke College, Oxford. 
Mr. Powell mentioned also successes in athletics and shoot- 
ing, and added that a very good report had been received 
on the O.T.C. He referred with gratitude to the sub- 
stantial increase in scholarships open to Epsom boys, and 
notably to those made available recently at St. Thomas’s 
and Charing Cross Hospitals. Lord Riddell, who gave 
away the prizes, addressed the large audience on the 
subject of ‘‘ verities,”’ which had not changed since the 
teaching of Hippocrates had defined them. They included 
devotion to truth, the recognition of the importance of 
training in observation and method, and retention of a 
view of the main objective, together with honesty of 
purpose and the use of tact. Dr. Raymond Crawfurd, in 
a brief, witty speech, thanked Lord Riddell for his address. 
The usual cricket match with a team of old boys was a 
popular item of the programme, and the band of the 
Ist Battalion of the King’s Own Royal Regiment played 
a selection of music. In the evening an excellent choral 
performance of Jolanthe was given by the College “Musical 
Society. 


The Interpretation of Vital Statistics. : 

Lord Cozens-Hardy, chairman of the St. Helens 
Insurance Committee, on July 24th gave a report on the 
vital statistics of the borough for 1926, which, besides 
possessing considerable local interest, served to illustrate 
the misleading results which may follow from a comparison 
of ‘ over-all’’ death rates for populations not identical 


in age composition. He pointed out that the true relativ 
mortality in St. Heiens, as compared with England and 
Wales, could be ascertained oniy by making a separaty 
calculation for each age; he had therefore divided the 
total population of 110,0C0 into males and females, and 
into their respective age-groups, comparing the figure 
with the corresponding figures for the whole country, 
Taking the English Life Table No. 9 (contained in the 
Registrar-General’s Decennial Sypplement last year) he 
then calculated the ‘ expected’? number of deaths in 
St. Helens for each age-group in 1926, comparing with 
this the actual number of deaths recorded. The result 
showed that the number of deaths under 5 years in 
St. Helens was higher than the standard (for England 
and Wales) by 30 per cent. for males and 24 per cent. for 
females; for ages 5 and over, males were 13 per cent. and 
females 15 per cent. higher than the standard. Lor 
Cozens-Hardy stated that, observing that the over-all death 
rate in 1926 in England and Wales was 11.6 per 1,000, and 
in St. Helens 12.0 per 1,000, many people had though 
that the death rate in St. Helens was only about 3 per 
cent. too high. This comparison was misleading owing ti 
differences in. age distribution; the ‘ expected ”’ over-all 
death rate in a population with the St. Helens distributio 
of age, if the death rate at each age were in accordance 
with the life table mentioned, was 10.2 per 1,000, whic 
indicated that in 1626 the St. Helens death rates wer 
18 per cent. higher than the rates for England and Wale 
as a whole. Analysing the chief causes of death ina 
similar fashion, Lord Cozens-Hardy stated that the mak 
death rate from pneumonia was no less than 59 per cent, 
above standard; from bronchitis it was 46 per cent. tw 
high; from congenital debility, ete., it was 37 per cent. 
too high, and from tuberculosis 7 per cent. too high. For 
heart disease St. Helens was 2 per cent., and for cancer 
15 per cent., better than standard. These six causes wer 
responsible for more than half the male deaths in 
St. Helens, and the male death rate from them, taker 
together, was 20 per cent. higher than the standard for 
England and Wales. The figures given, the speaker con 
cluded, did not pretend to be absolutely accurate, but 
they might be taken as giving a fair picture of the 
position, 


Notification of Mentally Dsficient Children. 

The Board of Education has issued a draft cf the pro 
posed new regulations for the notification of children under 
the Mental Deficiency Acts; the revision of the regulations 
has been made necessary by the passing of the Act of 18%, 
amending the Act of 1913. It is intended that the new 
order, the Mental Deficiency (Notification of Children) 
Regulations, 1928, shall come into force on October Is 
An important modification is the withdrawal of the require 
ment (imposed by the 1914 Regulations, now repealed) that 
every proposal to notify a child who is not either an idiot, 
an imbecile, or a moral imbecile must he referred to the 
Board. The regulations cover cases in which the certifying 
officer (the school medical officer or other prec 
appointed for the purpose) has certified that a child ¢ 
7 years or upwards is incapable by reason of mental defect 
of receiving benefit or further benefit from instruction ™ 


a special school or class, or is mentally defective and 
cannot be instructed without detriment to the interest 
of the other children. In such cases the local education 
authority is required normally to notify the name ™ 
address of the child to the local authority under the 
Mental Deficiency Act, 1913, furnishing the local authority 
with copies of the certificate and report of the certifying 
officer. In cases in which, upon consideration of th, 
reports of the certifying officer and cf teachers or others, 
the local education authority is in doubt as to the 
capability of the child, the education authority is requires 
to refer the matter to the Board before. netifying * 
child. If it is proposed to notify a child who is blind 5 
deaf the case must also be referred to the Board. ye 
further provided that if the certifying officer rerorts tha 
a child is not incapable by reason of mental defect, ete. 
and the education authority is satisfied that it is desira™ 
that the child should be placed under supervision ov st 
dianship or sent to an institution, the Board may author! 
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pi the notification of the child. Local education authorities | personal injuries sustained by the minor plaintiff while 


are instructed to notify to the local authority under the 


B 1913 Act the name and address of any mentally defective 

' child who, on or before attaining the age of 16, is’ about 
= to be withdrawn or discharged from a special school or 
‘try class, and in whose case the education authority is of 


"the opinion that it would be to his benefit to be placed under 
) he supervision or guardianship or sent to an institution. The 
parents of children affected by the regulations must, it is 


vik laid down, be informed by the education authority of any 
esukg 2¢t#on it is proposed to take in this connexion. 

Following-up by Almoners’ Departments. 

a The report of the lady almoner of the Royal London 
be Ophthalmic Hospital, Moorfields, on the work of the social 


Lord service department during 1927, contains an interesting 
Jeath account of an investigation into the results of sending 
certain children to the Metropolitan Asylums Board’s 
Ophthalmic Schools at Swanley. During the years 1924 

uae and 1925, fifty children, suffering from diseases of the 
Pri cornea, conjunctiva, and eyelids, were transferred from 


<= Moorfields to Swanley. Only twelve of these children had 
ution been ill for less than six months, and some had been out- 
ue patients for years. The average stay at Swanley was 
chia Ve months. After allowing a year to elapse, the 


almoner had each patient visited at home. It was found 
Wale that 70 per cent. of the patients had been cured by one 
period of residence at Swanley; 8 per cent. relapsed but 


a were cured by a second course; 16 per cent. relapsed 
pon after three to eight months, and underwent further pro- 
2 longed treatment at hospital; three of the fifty were still 
ae at Swanley at the end of 1927. Such well-organized follow- 


For ing-up of cases by almoners’ departments would be of great 
value in other directions, such as some surgical procedures, 


ance] and tuberculosis, These departments are particularly well 
Nes] fitted to undertake inquiries of thi 

Be. 3 ed to undertake inquiries of this nature. 
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Fermanagh County Hospital. 
Tae committee of the Fermanagh County Hospital 
received recently a deputation from the county Fermanagh 
e pry} medical practitioners. Dr. Leonard Kidd, medical officer 
under} of the county hospital, stated that the hospital committee 
ations} had received a letter from the Ministry of Home Affairs 
‘1%,) asking for comment on a letter of complaint which had 
e nevi been received to the effect that deaths of mothers and 
\dren)f} children had occurred for want of proper provision being 
rv Is.] made for their care and nursing. Dr. Kidd remarked that 
quire} this allegation was serious. He had read recently that the 
) that} total sum spent by the district councils in Fermanagh on 
idiot} maternity and child welfare was £120, a very inadequate 
to the sum for the care of the fathers and mothers of to-morrow, 
‘ifyitg] the makers of the nation to come, in comparison with the 
itione'} amount spent on the care of bees and hens, on sheep 
ild of dipping, on the proper raising of turnips and carrots, and 
defect the prevention of weeds. Maternity wards were urgently 
ion ™) necessary; there was no place in the county for a woman 
e and requiring obstetrical treatment in an institution unless 
terest] she became a pauper and went to the workhouse. Such 
eatioll a problem in Fermanagh was much more important than 


e any raising money for the provision of maternity wards in 
or thel Belfast. Dr. Kidd added that some of them might live to 
thoit¥l see the putting into force of the Poor Law Commission’s 
Hy report, but in the past many commissions’ reports had been 
of th only noted and pigeon-holed. He had authority for saying 
~_ that the Northern Government, which had received’ the 
to hs fommission’s report seven months previously, had now 
min’ * appointed another commission to examine it and to advise 
ne the Government. A special committee was appointed to 


tonsider the question raised by Dr. Kidd. 


It i 

ts ae A Hospital Patient’s Injury. 
oa Sudge Wakely, in the Circuit Court last May, awarded 
i £60 in the case of Mary Mulrennan, a minor suing through 


her father, against the Board of Health, King’s County. 


thori 


The action had been brought to recover damages for. 


under treatment in the hospital at Tullamore for appendic- 
itis; one of her feet, it was alleged, had been burned by a 
hot-water bottle placed in her bed by a convalescent patient 
while the plaintiff was in an unconscious condition follow- 
ing a successful operation. The County Health Board 
appealed against the decision of Judge Wakely and a 
reserved judgement was delivered, dismissing the appeal by 
a majority (Mr. Justice FitzGibbon dissenting). The Chief 
Justice, delivering his own judgement and that of Mr. 
Justice Murnaghan, said that arrangements were made to 
admit the plaintiff to the hospital, an agreement being 
come to whereby she was to pay 4s. a week. The jury 
found that the defendants were guilty of negligence or 
breach of duty in the caré and maintenance of the patient, 
and that the negligence was by reason of an insufficient 
staff. In their opinion, the jury were entitled on the 
evidence to hold that the hot-water bottle was negligently 
placed in the patient’s bed, and that the absence of nurses, 
due to an insufficient staff, was the cause of the injury. 
Considering the legal consequences that followed from 
these facts in regard to the powers and duties of the 
defendants, the Chief Justice said that the plaintiff was 
not in the position of a pauper or poor person eligible to 
receive treatment as provided by the legislation giving 
sanction to the county scheme. The jury found that the 
plaintiff was received under contract to be cared for and 
maintained, and the Board of Health was empowered to 
contract for the admission of paying patients in the 
county home, subject to such regulations and conditions as 
might be approved by the Minister. The defendants had 
not made any allegation that they had exceeded their 
powers by entering into the contract or that at the time 
of the bargain they had exempted themselves from provid- 
ing proper treatment and accommodation. At the trial 
of the action the defendants sought to make the case that 
the plaintiff must establish a statutory duty on the 
defendants to have sufficient nurses. For the reasons that 
he had stated, the duty was not a statutory duty, but was 
based upon express contract; there was abundance of 
evidence that the contract was broken, and in their opinion 
the appeal should be dismissed. Mr. Justice FitzGibbon, 
in his judgement, said that he could not accept the view 
of the facts or the law as stated in the case. The staff 
of the hospital had been approved by the Minister, and the 
defendants had no power to exceed it. There was no 
suggestion that the attendants were not properly qualifiea, 
and, in his opinion, the defendants had no power to con- 
tract that they would supply at the expense of the rate- 
payers a greater measure of accommodation to a paying 
patient than they had power to supply to poor persons. 
He could see no ground for awarding damages in this case. 
In his opinion the action should be dismissed, 


Correspondence. 


DISTRICT CO-ORDINATION OF HOSPITAL 
SERVICES. 

Sir,—It seems an immense pity to start our campaign 
of co-ordination and unification of hospital services by 
insisting that one system is the better and must therefore 
put the other under its heel—would it not be preferable 
to seek at once both the spirit and method of co-operation ? 
I write to suggest a method which, although local con- 
ditions will vary greatly, might have some application in 
one district or another, or at any rate which conveys 
what I think must be the right outlook. 

We want to keep the voluntary hospitals—both large 
and small—and the spirit that animates them, but we need 
not look far to find great work done in State departments 
of medicine. We have also to remember that the clinical 
field will have to be adequately staffed wherever it may 
be—whether in a voluntary, county council, or Poor Law 
system. Let us suppose that the co-operation, or even 
unification, of hospital services is decided on for some more 
or less self-contained district or area—say, for example, 


| 
— 


— 
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one of the suburbs of London. This area is likely to con- 
tain a fair-sized voluntary hospital, one or two biggish 
Poor Law hospitals, and a number of smaller institutions 
run on the cottage hospital system. The most centrally 
situated hospital, which for preference will be the largest 
of the group, should, for obvious reasons, take the bulk 
of the out-patient and ambulatory work, and function as 
a central general hospital. The smaller hospitals should. 
retain their voluntary capacity and keep their local 
patriotism by setting aside some part of their accommoda- 
tion for urgent local cases. With the remainder of their 
beds they would: specialize in some branch of medicine or 
surgery, undertaking this specialty for the whole area. 
This would be their contribution to the scheme; what they 
gave in this way they would receive back in different 
departments from other special units. 

So far as government is concerned, tliere wouid have 
to be a central governing body compounded of all interests 
concerned, including local practitioners, and with a general 
director of the service acting under it. Each hospital unit 
should keep its autonomy and local government. There 
should be a unified visiting staff for the whole area made 
up in the first place of the combined visiting staffs of the 
associated hospitals. Subsequent appointments would be 
made by the central body to the district hospital service, 
rather than to the individual hospitals. A system of rota- 
tion of nursing staffs throughout the district hospitals 
would be possible, so that all nurses would be fully trained. 
The scheme might be aided by the co-operation of local 
practitioners as a form of post-graduate study, and in 
selected cases a post-graduate medical college would have 
ample scope. (These points I have dealt with at length 
in a previous communication to the Journal on May 28th, 
1927, p. 985.) 

The question of finance is beyond the scope of this letter, 
and, though it is obviously a crucial point, it is of no 
significance in this aspect of the case, for it has to be dealt 
with in some way or another by whichever route we 
approach the subject. I am by no means convinced that 
such a scheme as I have outlined would be feasible or 
acceptable to the units, but it seems to me to put medicine 
and the good of the patient first, and to illustrate the 
spirit of co-operation and equality, rather than that of 
dictation. I may add that for myself I work under both 
voluntary and Poor Law systems.—I am, etc., 

London, W.1, July 23rd. T. H. C. Bentans, F.R.C.S. 


LEAD ETHYL PETROL. 

Srr,—The Departmental Committee has to-day issued 
its interim report, which endorses the verdict of the United 
States Committee that ‘‘ there are no reasons for prohibit- 
ing the use of ethyl petrol.’? Thus it becomes almost certain 
that its final report will be similar. 

Now does it follow that because careful expert inquiry 
can find no evidence of insidious damage to the public 
health resulting from lead ethyl petrol that no deterioration 


of health has resulted, or will do so? I think not, and for ° 


these medical reasons: : 
1. Ordinary lead poisoning can be recognized by the 
characteristic blue line, dropped wrist, and colic which it 


produces. Lead ethyl, —- non-ionized, seldom or never, 


causes these symptoms, but ‘has an affinity for the nervous 
system. Severe poisoning can be recognized (by an expert) 
by stippling of the blood cells and by its effects on the 
nervous system, but for the detection of mild poisoning 
or slow cumulative deterioration of health there appear 


to be no tests available for doctors. The comforting state-. 


ment that ‘‘ no evidence of evil effects are to be found ’’ 


- is therefore valueless and misleading. 


2. Doctors experienced in the old form of lead poison- 
ing know its insidious cumulative effect, and will be very 
hard to convince that habitual inhalation of small doses 
of vaporized lead in garages and crowded streets is free 
from deleterious effects on our tissues, even if we cannot 
detect them by our present crude methods. — 

3. It is like the old fallacy—not yet extinct—that because 
an expert cannot detect consumption in a patient with the 


.tests available we are entitled to say it is not there. We 


know that it. always exists (in a very curable stage) months 
before it makes recognizable noises in the lungs. It becomes 
a matter of definitions. If consumption is defined as a 
disease which makes noises in the lungs it is logically 
correct to deny its existence till it can be heard, though 
this attitude still sacrifices hundreds of lives. Similarty, 
if it is denied that lead ethyl poisoning exists till it can 
be recognized clinically, the reasoning is logical, but the 
public health will suffer in consequence of this lack of 
common sense. Recently I saw a man who for twelve years 
had been steadily inhaling silica dust at his work. For 
many years (probably ten) the slow poisoning would have 
been unrecognizable clinically, and yet it caused his death 
in thirteen years. 

The matter is not only one of analysis and definitions, 
but also tests our sense of values. Are we to put a higher 
value on a slightiy increased efficiency of our engines than 
on a certain—even if slight—impairment of the health, 
efficiency, and longevity of our exquisite bodily machinery? 
Even the prophetic vision of the author of Krewhon failed 
to anticipate the folly to which their idolatory of machinery 
would lead mankind. He would laugh (or weep) to see 
them feeding their engines with a deadly though diluted 
poison, and inhaling the gaseous excreta in garages and in 
the tall stagnant streets of their human ant-heaps. 

Whether intentionally or not this interim report will 
serve as a kite by. which the Government will judge which 
way the breath of public opinion blows: whether they will 
accept lead ethyl with mock indifference or with blasts 
of indignation strong enough to compel its exclusion from 
this country (save perhaps for aeroplanes). 

I believe that organized medical opinion is the last ditch 
in our defence against invasion by this diluted poison. 
It is part of the training of doctors to examine new dis 
coveries (and the reports of experts on them) in the light 
of common sense. They know very well that lead in the 
system is not good for anyone, and that if let loose on 
an ignorant, careless public lead ethyl petrol will do harm, 
however many precautionary leaflets are printed. They 
alone know their powerlessness to diagnose mild poisoning 
by lead ethyl, and they should be consulted on the matter. 

May I therefore venture to suggest that organized 
medical opinion (preferably the British Medical Association) 
should at once appoint a committee to scrutinize the 
evidence as it becomes available, so that when the final 
report of the Departmental Committee is issued they may 
possibly be able—without challenging the results—to point 
out that the clinical and medical aspects of this problem 
do not coincide with the scientific verdict? Thus it would 
sound almost stultifying for a Departmental Committee to 
report, ‘‘ We find no evidence against lead ethyl petrol, but 
we nevertheless advise its exclusion from this country.” 
But in the light of what I have written a medical committee 


would very possibly report in this sense.—I am, etc., 
Hull, July 27th. F. C. Eve, M.D., F.R.C.P. 


HAEMATURIA AND INSULIN. 

Srr,—The apparent rarity of haematuria occurring ™ 

diabetic patients under insulin treatment is noted by 

Lawrence and Hollins in the British Medical Jowrnal of 

June 9th (p. 977). The following case shows some points 
of corftrast with the cases there detailed. 


A boy, aged 5 years, was admitted to the Midland Hospital for 
Sick Children in April, 1928. ‘There had been no illness, except 
chicken-pox and measles at 2 years of age, until two months before 
admission, when he became poorly, lost weight, and had polyaemla 

ith glycosuria. 

“= aio, on April 17th, he was noted to be moderatelt 
wasted, and had a strong odour of acetone. The urine contam 

1.7 grams per cent, of sugar, and gave a strong reaction for ketones. 
The blood sugar was above normal. There was no albuminuria 
or other abnormal urinary constituent. There were a few carious 
teeth, but the tonsils were small and clean. There was no orien 
of infection. His progress in hospital was very good, and ‘ 
diabetic state was well controlled by dieting and insulin. An 
from the first twenty-four hours in hospital, when he had 20 = : 
of insulin, he never had more than 10 units of insulin in tweny 
four hours. On May’ 8th he was able to take an adequate 
without insulin. On May 10th the urine remained sugar-free, bY 
there was a slight positive Rothera’s test. He had commen 

up. 

“oe “May llth, at 8 a.m., whilst in bed, the boy had profs 
haematuria, the urine being copious and heavily loaded Ww 
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bright blood. There were no symptoms or signs otherwise. The 
es temperature (as usual) was quite normal. There was no renal or 
a ff vesical pain or tenderness. The urine was moderately acid to 


ly & litmus, contained a cloud of albumin, and no sugar. A slight 
ketosis was present. 
zh Microscopically there were very numerous red blood cells, but 


ly, jf uo epithelial or blood casts. Successive specimens of urine passed 
an § during the day showed a rapid progressive diminution in the 
he | smount of blood in the urine. At 6 p.m. on the same day the 
| specimen was practically normal to the naked eye, but a haze 
of J of albumin was present, together with a few red blood cells. The 
irs §f blood pressure was 105/60. 


‘or Two days later the urine was quite free from albumin, and no 
abnormal elements were present microscopically. The boy went 
home a few weeks later, and no further haematuria occurred, 


The points of peculiar interest in this case are: (a) That 
ns, | the haematuria was extreme but of very short duration. 
ner | (0) The rapid return of the urine to the normal. (c) The 
an | laematuria occurred two days after the last dose of insulin. 
th, | (¢) There was at this time only a slight ketosis. 

ry? { do not propose to discuss the true relationship of the 
Jed | haematuria, but I thought perhaps the former writers and 
ery their critics might be interested in the case. In accordance 
see | with Dr. Lawrence’s remarks the benign nature of the 
ted | winary abnormality is apparent also in this case.— 
| lam, ete., 


Birmingham. A. V. NEALE. 


rich THE MECHANISM OF BLACKWATER FEVER. 
Sin,—I was greatly interested in the recent-communica- 
tion by Professor D. B. Blacklock and Dr. G. Macdonald, 
in the Journal of July 28th (p. 145), which makes it per- 
tch fetly clear that sarcolactic acid by its haemolytic 

properties and its production in blackwater fever is closely 
dis. cnnected with the’ mechanism of the ‘disease. It is 
ight obvious, however, and this in spite of the arguments 
the brought forward by these authors on page 147 that sarco- 
lactic acid by itself does not account for the precipitation 
il of blackwater fever by quinine. In this latter case I have 
hey shown’ that urines of thirteen cases of blackwater fever 
ning amined by me contained large quantities of a strongly 
a haemolytic disintegration product of quinine to which 
r I have assigned the name ‘“ haemoquinic acid.” Like 
ion) arcolactic acid, haemoquinic acid is normally pxesent in 
the the organism (after the administration of quinine), but 
final | “Y in very small quantities, the ratio found being: 


may Haemoquinic acid in blackwater fever urines 578 
Haemoquinic acid in malarial urines 


-ould | The production of haemoquinic acid in large quantities 
ee to | UW blackwater fever thus accounts as much for the haemo- 
put | tic phenomena of this fever as does sarcolactic acid. 
try.” like sarcolactic acid, haemoquinic acid is an oxidation 
sittee J duct, the latter being derived from quinine through 

tte fission of the two nuclei A and B. This process takes 
.P.. | ace between the two carbon atoms a and 8, and is followed 
Wy oxidation, the a carbon atom being oxidized to a 
tarboxyl group, 


CH. 
oints B 


cH(OH)—crh cn, 
f \ 
except | P | 


before | A N 
rately N 
tail 


stones | However, the production of haemoquinic acid from 
Wine is of a highly specialized character, which is 
‘dene ably subordinated in the case of malaria, since quinine 


nd_ his oxidized by administrations in animal experiments,? 
emulsions from guinea-pig ‘and ox liver, and by 


Mirogen peroxide, only yields quitenine, no haemo- 


te diet unc acid being produced. Here the oxidation proceeds 
ee, bu 

men ‘War Office Ohecreations on Malaria, 1919, p. 68; Journ. Royal Army 

orps, Pp. le 
‘Giemsa ‘and Schaumann: Arch. f. Schiffs- und Tropen-Hyg., 1907 
Many other papers on the subject. ons 
WIE Lipkin: Ann. Trop, Med., 1909, p. 149. 


on quite different lines, the two y and 8 carbon atoms and 
not two a and 8 carbon atoms being attacked. 

These specific oxidizing properties of the organism prone 
to blackwater fever are probably due to . specialized 
oxidases, the action of which may be described as an 
idiosyncrasy, but which have to be taken into considera- 
tion. They form, in my opinion, a very important factor 
in the mechanism of blackwater fever if viewed either from 
the point of the formation of sarcolactic acid or from that 
of haemoquinic acid. 

May I, in conclusion, be permitted to quote from Sir 
David Bruce? In a letter to me, dated April 8th, 1919, 
Sir David wrote as follows: ‘‘ Blackwater fever is one of 
the most interesting conundrums. I suppose as knowledge 
grows light will be thrown upon it, and I hope that your 
haemoquinic acid is a particularly bright streak.’’ The 
discovery of sarcolactic acid as applied to blackwater fever 
by Blacklock and Macdonald is such a bright streak.— 
1 am, etc., 


M. Nrerenstern, Ph.D., D.Sc., 
July 30th. Lecturer in Biochemistry in the University of Bristol. 


** ACTIVATED ”? FLUORESCEIN IN INOPERABLE . 
CANCER. 

Sir,—Will you kindly afford me the opportunity of 
removing a misconception which might arise in connexion 
with the brief reference to my paper in your report of 
the proceedings of the recent International Cancer Con- 
ference? Your reporter refers to ‘‘ the enhanced effect 
of irradiation after painting the surface with activated 
fluorescein,’’? whereas in fact activation is brought about 
by mild irradiation subsequent to the use of the fluorescein. 
A 2 to 5 per cent. solution of the sodium salt is employed 


and, when necessary, the drug is administered internally in 
doses of 30 grains of the powder. Owing to the extreme 
diffusibility of the salt, it suffices to give it by the mouth, 
thus avoiding the trouble of intravenous injections. 

Within a few hours of giving fluorescein internally the 
whole surface of the skin takes on a yellowish coloration, 
which disappears again after a varying interval, elimina- 
tion of the drug being mainly by the kidneys. It is also 
worthy of mention that the application of fluorescein to an 
ulcerated surface causes no pain, and further, that its 
internal administration has not given rise to any unpleasant 
symptoms.—I am, etc., 


Brighton, July 29th. S. Monckton Copeman. 


THE GUILLOTINE AND ETHYL CHLORIDE. 

Sir,—In reference to the article by Mr. Sandiford and 
Dr. Clayton (British Medical Journal, July 28th, p. 149), 
when a gag is inserted before induction it is not always 
possible with a struggling child to ‘‘ hold the lower teeth 
tightly against the gag.’’ I found some years ago that a 
small piece of rubber (rectangular, with its lower corners 
rounded and a slit near its upper edge through which 
the lower plate of the gag is passed) will stay between the 
lower tecth and lip, so that nipping of the latter is 
prevented. May I draw attention to the importance of 
removing loose front teeth which are likely to be displaced 
by the gag or other instruments. 
As an anaesthetist I wish every operator would use 
La Force’s adenotome for the main mass of adenoids. 
When a guarded curette is used, even by a skilful operator, 
the mass may escape from it or tags may be left, and one 
may have to restrain or re-anaesthetize the child in diffi- 
cult or dangerous circumstances. The adenotome, acting 
like a shovel and not like a hoe, brings the central mass 
cleanly away in a box.—I am, etc., 


London, N.W., July 20th. J. D. Mortimer. 


HOSPITAL PATIENTS AND DOCTORS’ LETTERS. 

Srr,—In theso days when the sphere of the general prac- 
titioner is being encroached upon in so many and various 
directions by infant welfare centres, school and ante-natal 
clinics, and the like, it is rather disheartening, and I may 


‘Nierenstein ; Biochem. Journ., » p. 572 


say alarniing, to find that the great London hospitals are 


for painting the surface in the case of external growths, © 
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ccepting one’s patients for treatment without the time- 
onoured ‘‘ doctor’s letter.’’ 

Within my own practice of late I have heard of this 
happening in several instances, and this among patients 
who are quite capable of paying the moderate fees charged- 
in this country for private treatment. 

Whilst making this protest I should fail in my bc | 
if I did not acknowledge gratefully the magnificent wor 
done by the general hospitals and the great help afforded 
to us as general practitioners in the treatment of those 
cases we refer to the hospitals. , 

Surely the British Medical Association can use its influ- 
ence to protect the mass of its members from this form of 
attrition. Let the hospitals refuse, patients who present 


themselves for treatment unless they bear a letter from 


their private medica] attendant.—I am, etc., 


Sutton, Surrey, July 26th. R. H. A. Rirenie. 


Obituary. 


SIR ARTHUR CHANCE, F.R.C.S.I., 
Late President, Royal College of Surgeons in Ireland, and Royal 
Academy of Medicine in Ireland. 
We have to announce with deep regret the death of Sir 
Arthur Chance, which occurred at his residence in Dublin 
on July 26th. 

Arthur Gerald Chance was born in Dublin in 1859. He 
was educated at the Catholic University, Dublin, and 
obtained the diplomas L.R.C.S.I. in 1880 and L.R.C.P.I. 
in 1881, being admitted to the Fellowship of the Royal 
College of Surgeons ten years later. While still compara- 
tively young he won an outstanding position, and in the 
course of his professional career held many important 
offices, taking a leading part in affairs connected with 
medical education. 

He was senior surgeon to the Mater Misericordiae 
Hospital and consulting surgeon to a number of other 
Dublin institutions, including Dr. Steevens’s Hospital, the 
Orthopaedic Hospital of Ireland, the Dental Hospital of 
Ireland, and St. Michael’s Hospital. From 1904 to 1906 
he held office as President of the Royal College of Surgeons 
in Ireland, and during his tenure of that office he received 
the honour of knighthood. He was an honorary Fellow 
both of the Irish Royal College of Physicians and of the 
Royal College of Surgeons of Edinburgh, and was President 
of the Royal Academy of Medicine in Ireland from 1921 to 
1924. For two periods, from 1892 to 1895 and from 1906 
to 1915, he was surgeon-in-ordinary to the Lord Lieutenant 
of Ireland. During the war Sir Arthur held a commission 
as colonel in the Army Medical Service, and from 1917 to 
1920 was inspector of special military surgical hospitals in 
the Irish Command. He was at one time a member of the 
Senate of the National University. For some years he 
represented the Royal College of Surgeons in Ireland on 
the General Medical Council and the Dental Board, and 
was a medical visitor in lunacy under the Irish High Court. 
From 1919 to 1924 he served as a member of the first 
General Nursing Council for Ireland, having previously 
been chairman of the Irish Nursing Board, and in 1927 he 
was appointed a member of the Free State Medical Council 
on its formation. Sir Arthur Chance found time for active 
interest in the work of the British Medical Association ; 
he had been vice-president of the Leinster Branch and held 
office as chairman of the Dublin Division in 1903-4. 

A colleague writes: The reputation which Sir Arthur 
Chance enjoyed in the domain of surgery might be said to 
be world-wide; it was certainly European. His solicitude 
for the interests of his great profession never relaxed, and 
for many years he took an active interest in all matters 
that affected the welfare of even the humblest of his 
colleagues. The citizens of Dublin and the people of 


Ireland generally on many occasions recognized and appre-— 


ciated his sterling worth, and King Edward VII put 
his seal on that approval when he knighted the famous 
surgeon-in 1905. Sir Arthur was an indefatigable worker, 
and his devotion to his profession was such that his services 


were at the disposal of patients at all hours of the day 
and night. His activities were particularly in evidence at 
the Mater Hospital, Dublin, of which for many years he 
was senior surgeon; it may be said that it was mainly due 
to his exertions and self-sacrificing labours that this noble 
institution attained to the eminence which it now enjoys, 
No complete record could ever be made of the many charit- 
able and devoted acts which Sir Arthur Chance performed 
during his connexion with the hospital. His kindness tf. 
the poor was proverbial, and no deserving subject wag 
turned away. He might, indeed, be well described as the§ 
poor man’s surgeon. = 
In 1886 he married Martha, daughter of the late Danid§ & 
Rooney of Belfast, who died in 1891. In 1900 he waf § 
married to Eileen, daughter of the late Mr. William M. 
Murphy, Dartry. He was the father of eight sons and 
five daughters. After the death of Mr. William M. 
Murphy Sir Arthur Chance became one of the directors of * 
the Independent Newspapers, and displayed characteristic 
energy and capacity in the duties of this office. In his zeal 
for the development of the publications of the company he 
always bore in mind the welfare of the staffs, and was ever oh a 
kindly and considerate in his relations with the employees, | 
He was an unsuccessful candidate in the election for the 
Seanad Eireann in 1925. He seldom appeared on publicf 2B 
platforms, but on the rare occasions when he did speak jB¥ ord 
in public he was effective, terse, and interesting in hip? 
utterances. Sir Arthur’s brother, Mr. P. A. Chance, who 
pre-deceased him, was a member of the Irish Parliamentary The f 
Party from 1885 to 1894, representing the constituency off gar 
South Kilkenny. The funeral, which was private, was held 
on July 28th after High Mass at Westland Row Catholicf gj 
Church, Dublin. 


Dr. Joun Ranpiz, who died at Lagos, Nigeria, 
February 27th, was one of the oldest practitioners of hi}. 
race in West Africa. Born in 1855, he was a native ofpliceu 
Sierra Leone, where he became a dispenser in the Colonial 
Hospital, being later employed in the same capacity on the 
Gold Coast before coming to Great Britain. He receive 
his medical education at the University of Edinburgh] 1! 
graduating M.B., C.M. in 1888. On his return to Wet] Bia 
Africa he was appointed an assistant surgeon in ‘thg But 
Nigeria Medical Service, and as such served with the JewJ wy, 
Expedition in 1893, leaving the service soon afterwards t 
commence private practice in Lagos, where he waft 4p 
successful in building up an extensive connexion. He waf de | 
a member of the British Medical Association. Dr. Rande§ pj 
played an active part in public affairs in Nigeria, andj ‘ae 
was at one time a temporary member of the Legislativn] jj. 
Council. He had also served on a number of Governmenif D.R 
committees. The interests of his own people engaged bi§ 5. 
attention unceasingly, and he was at the time of his death &. ¢ 
president of the People’s Union and of the Reform Cluhi jew 
He contributed largely to the funds of the Fourah Bayf Ly 
College to supplement a legacy given by his friend and BN 
colleague Dr. Obadiah Johnson for the introduction OR oiipt 
the teaching of science, while the poor of his native villageg Pear: 
in Sierra Leone were the subject of an annual benefaction§ Rj, 
His funeral was attended by a large number of bis ve 


colleagues, including Dr. D. Alexander, Director OM Brow 
Medical and Sanitary Services, Nigeria. — 
A. k 
U . 
oye ile 
Gnibersities and Colleges. Wine 
q 
UNIVERSITY OF LONDON. 

Ar the June matriculation examination there were 168 succes 
candidates in the first division and 1,109 in the second division; ! — 
ge of 


addition, 48 took supplementary certificates in Latin. 
YNGOL 


UNIVERSITY COLLEGE. N.E. | 


Mill 
The following awards bave been made in t.1e Faculty of Medic ae 
_ Sciences: uc H 


Physiology: Sharpey Scholarship, E. Ogden; Senior Class Prize (0! imo 
yf L. G. Norman: Junior Class Prize ‘prize equivalent to si Dhala, 
medal), Kitty K. Cohen and G. E. Dunkerley (equal). Organic , 
. Applied Chemistry : General Course (silver medal), E. A. Devenish. 


ichae 
Pharmacology: (silver medal) D. Davidson. D. 


B. 
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OPHTHAULM:C MEDICINE AND SuRGERY.—C. H. Ackroyd, C. H. Bamford 

day Kine’s CoLLEGE HospiTaL MEDICAL SCHOOL, “W.J. Chapman, A. L. El Kirdani, Charlotte Fisher, B. B. Ghosh, 

> ab The following scholarships, etc., have been awarded : J.B. Hamilton, J, Harley-Mason. D. Re Jadeia, D. Katz, G. L. 

he Geoch Scholarships: J. H. Peel, G. H.Newns. Burney Yeo O'Neill, FW. G. Sinith: A. Stewact, J. M. Thomeon, 

due Scholarship: A. B. Stokes. Burney Yeo Exhibitions: G. T. Cook, A. Walbank, J. Wood 

oble N. M. James. Seaman Scholarship: N. C. Parfit. Pathology 
Scholarship: J. W. Suwmerhayes. Science Scholarship: H. Kirman. The names of the recipients of diplomas in Laryngology and ‘ a 

ys. Senior Scholarship, Todd Prize, Tanner Prize: D. W. 5. ae. Otology and Psychological Medicine were printed in the report of .s 

med Prize for Orthopaedic Surgery : P. C. C. De Silva. published in our issue of July 2ist (p. 136). ae 

s to Election of O 

St. THomas’s HospiraL MEDICAL SCHOOL. ection of Officers. 

wa ing ‘shi b ‘ded: The following officers were elected for the ensuing year:— 

William Tite Scholarship (£25): Mr. B. Gilbert. Entrance University | Qojlier, M.D., and R. A. Young, C.B.E ‘Sidney 
Scholarship (£100): Mr. L. T. Bond. Entrance Arts Scholarships 

anid | (450 each): Mr. H. B. C. Carter-Locke, Mr. A. B. Dempsey. Entrance P. Phillips, M.D. Registrur: Raymond Crawfurd, M.D. Hurveian - 
Science s holarship (£150): Mr. H. F. Chard, Entauce Science | Librarian: Arnold Chaplin, M.D. Assistant Registrar; R. O. 

on Scholarship (£60): Mr. 8. J. L. Taylor. Moon, M.D. 

L 

‘ Harveian Oration and Bradshaw Lecture. 

and UNIVERSITY OF MANCHESTER. Sir Wilmot Mewtnahume was appointed to deliver the Harveian 

©M D. M ike te inted Reader in Materia Oration and Dr. J. A. Arkwright the Bradshaw Leciure in 1929. 

itzPatric cturer for 1929; r. R. A. Young umileian 

ristey Lecturer for 1929; Dr. E. B. Verney, Goulstonian Lecturer for 

fer QUEEN’S UNIVERSITY, BELFAST. 1929 ; Dr. F. M. R. Walshe, Oliver-Sbharpey Lecturer for 1929; 


the Right Hon. H. A. L. Fisher, Lloyd Roberts Lecturer for 1929; 


, %, A. M. DR&NNAN, Professor of Pathology, Otago University, | gir Charles Martin, Croonian Lecturer for 1930. 


medin, has been appointed to the Chair of Pathology. 


Appointment of Representatives. 
J = ROYAL COLLEGE OF PHYSICIANS OF LONDON Sir Humphry Rolleston was re-elected as representative on the : 


Executive Committee of the Imperial Cancer Research Fund. 


speak EN ordivary meeting of the College was held on July 2€th, when | Sir Frederick Andrewes and Dr. William Hunter were elected 


President, Sir Johu Rose Bradford, was in the chair, 


n his delegates to the International Conference (1928) of the British 
. Empire Cancer Campaign, and Sir William Hale-White as che 
» Who Membership. representative of the College on the British National Committee 
ntarty § The following gentlemen were elected Members: _for Intellectual Co-operat:on. le 
of Charles Nathaniel Armstrong, M.B.Durh., Ramananda Bandyopadhyay, 
s hed M.B.Calcutta, L.R.C.P., Philip Bayer, M.B.Aberd., John Lawrence Murchison Scholarship. 
lic Edwards, M.B.Camb., Frank Rex Fietcher, M.D.Lond., Kobert Dick Mr. Arthur Sturgess Hollins, M.B.Camb., M.R.C.P., of King’s 
Horace Joules, M.B Lond., L.R.C.P., Charles. Ernest Kellett, | 5¢2olarship. 
trick Henry O’ Donovan, M.B.Lond., L.R.C.P , lan Henry Kenvyn Th ’ ; 
; } e Censors’ Board reported that they had considered the case 
a. werd of a licentiate, Mr. H. F. Strickland, whose name had Leen 
i 4 i i rsonally. After reviewing a e facts they had decide a 
ive of puicences were granted to the following 167 candidates (including is conduct, both as a man and as a practitioner, had been very 
oid women) Who had passed the Final Examination in medicine, dist bl d they had reprimanded him severely on that 
and midwifery of the Examining Board in England : e, an y P y 
on the G, Allen, J. McL. Anderson, W. R. Ashby, *Julia C. H. Avery, *Gertrude 
. H. Berrill, 8. P. atia, C. H. Birt, F. A. Blackwood, *K een 
burgh ‘Bland. Bond, Borgaouknr, J. Boulton, R. V. CONJOINT BOARD IN SCOTLAND. 
| Wet Bradiaw, J. V. Broad, *Neilio Brown, E. C. B. Butler, *Beairice A. | The following candidates have been approved at the examina- 
in Butterworth, E. N.Calium, *Catherine F. Cameron, L. A. Canaan, tion 
‘Mavis H. D. Carr, T. H. Carr, B. R. Caygill, *Muriel G. E. Clark, _—- 
e Jebiff Ww. A. Cloments, *Netlie Clifton, *Lilian M. C. Clopet, *Dorothy M: FINAL EXAaMINATION.—Medicine: J. T. F. Pearse, J. H. Brush, D. N. 
irds tf Conyers. IT. M. Corcoran, O. J. C. Coiton, E. Courtin, J. B. Craw- Chisholm, H. A. Mohamed, G. Kahn, H. Lazarus, L. O. Abeyaratne, 
ford. A. T. Croucher, A. M. Cunningham, D. W. Currie, T. Dagger, C. J. seph, L. Myers, A. K. M. Attia, S. 8S. Nagi, H. Saacs. Surgery: ‘ea 
e WS A Danie, H. W. Daukes, W. P. M. Davidson, E. L. F. de Mel, W. F. J. R. Martin, J. T. F. Pearse, H. Barsoum, J. H. Brush, C. H. a 
Je wag de Villiers, P. Dickman, C. J. V. Dobbin, G. H. Dobney, J. F. Wilkie, C. Joseph, L. Craig, O. Ajibade, A. L. Malik-Mansour, 
de Duesbury, J. W. Ellis, R. C. 8. Evans, A. C. Fisher, *Cecilia F. Fox, A. K. M. Attia, H. Craig, K. Kanagasalapatby. Midwifery and 
Ran P. H. Fox, E. Fulford, G. H. Garfield, R. J. S. Garrow, F. W. Gilbert, Gynaecology: J. R. Martin, F, R. B. H. Kennedy. H. Barsoum, 
a, ani “Agnes G. Giliespie, *Yetta Gimpelson, L. Godlove. $8. Goldman, B. A. D. Robert, H. A. Mohamed, J. Eliott, W. P. B. Winston, 
‘slative J.P. Gubbins, J. C. Heather, *Kathleen M. Henderson, *Laurel K. L. Craig, T. R. Jansen, L. Myers, 8S. W. Cruickshank, D. 8. 
isiall Heny, *He'en M. Herbert, “Alice D. M. Hodxe, F. E. G. Hopkins, McMillan, D. Brink, H. Saacs. Medical Jurisprudence and Public 
A.W. Jobns, S. Kaul, G. H. Kennett, B. G.G. Kirg, M. L. 2. Kennedy, G. G. brown, H. G. 
zed bis Kreitmayer, *Ne!lie I. Lanckenau, K. E. Lane, T. C. Larhworthy, Madwar, Dorothy Williams, L. Allan, L. C. 
5 death E.G. Laurence, R. R. Leaning, J. C. Leigh, G. Leighton. G. E. Leslie, H. Michaelson. Agnes F. Millar, R. T. Amour, J. E. 
Ciub.§ Lewis, I. B. Limbery, “Kathleen M. MacLaren, G. C. C. MacVicker, Morrison, J. W. Gregory, W. V. Anderson. 
J. Malley, F. B. Ma.liuson, H. M. Mikhail, *Hermia M. Mills, 
ah Bay L. Mi ner, W. E. 8. Mcreton, R. H. Morley, I. Morris, L. H. Morris, Out of 113 candidates entered the following have passed and 
tion 0 Oiiphar t, E. G. M. Palscr, A. W. Patton, *Margaret E. Peaker, M. G. Betty C. Hamilton, E. A. Downes, J. Campbell, D. A. Herd, A. J. A. 
village Pearson, A. L. P. Peeney, &. L. P. Peregrine, F. Phillips, J. A. Gray, O. Stern, J. L. Dudgeon, C. V. Salisbury, S. K. Pillai, M. J. 8. Re 
: Pocock, H. G. Pritcbard, N. L.: Probert, A. Rabincwitz,R. H Raine, Pillai, A. M. D’Cotta, Maud Heaton, H. 8. Lawrence, A. F. B. 7 
factiol.§ R. J. H. Raines, E. A. P. §. Rawlings, R. G. E. Richmond, D. T. Mackay, A. El Sayed El Khishin, A. B. Meadis, R. Rajaretnam, : 
of his§ Robinsor, J. B. Robinson, W. P. Roe, M. V. Samu], *Eluned Tamber, N. 8. Fraser, C. L. X. S. Muttukumaru, I. MacG. c hisholm, ~ 
f Sauuders. *Christire #. T. Saville, E H. Sears, H. M. Sein, H. Selby- A. M. Fraser, D. Bendel, B. Schulman, F. E. L. Stewart, H. Lazarus, : 
‘tor "R Brown, H. T. Simmons, W. H. Simonds, D. Sivasubrahmaniam, H. M. C. de silva, B. S. Swani, E. H. B. Gooch, W. D. Alvis, 
‘Constance B. Smith, *Edith J. L. smith, *Elizabeth 8. Smith, E. H. A. Jacorovitch, R. A. F. M. Sauaders, A. J. F. Almeida, F’. A. Silva, 
Bpickett, T. T. Stamm, D. M. Stern, . Strdém-Olsen, A. K. Suilivan, J. 8S. Goonting. 
A. Taylor, J. G. Thwaites, Kk. Timothy, W. E. Tucker, G. N. 
Upnithan, B. T. Utley, L. E. Vine, F. H. Ward, D. K. Weston, : 
D. B. J. Wijeyesekera, P. Wiles, *Gladys E. Wilkinson, G. W. | 
Willcox, *Enid M. Williams, L. D. Williams, W. A. Wilson, E. W. rt 


Winch, A. 8. H. Wood, J. L. M. Wood, *Elsie E. Wright, T. C. Yip, 
H. D. &. Zscherpel. 


* Under the Medical Act, 1876. 


Diplomas. 


te following diplomas were conferred jointly with the Royal 
‘ge of Surgcons : 


YNGOLOGY AND OTOLOGY.—J. Acomb, N. Attygalle, H. K. Basu, 
N.E. H. Box, O. H. Carrol), G. D. Maiboutra, T. G. Millar, A. A. 
Morey, W. J. Robertson, E, Mc.\, Steel, D. B, Sutton, 
ia. 


lic HEALTH.—D. R. Bernhardt, R. A. D. J. Bernhardt, H. P. 
Bilimoria, H. St. C. Colson, A. C. Counsell, G. I. Davies, C. H. 
hala, M. Farid, F. Harris. G. H. Hayes, Margaret Holdsworth, 
. &. Jandial, Iris A. Jenkin-Lloyd, Eva M. Malmberg, 8. N. 
Michaels, Josefine W. Nagel, M. A. Nicholson, F. W. Oldershaw, 
D.B. Parakh, Jees.e L. Robb, Mary Schofield, Beatrice M. Smith-es, 
Josephine [, ‘Terry, D. L. Tucker, G. R. Waller. 


LONDON INTER-COLLEGIATE SCHOLARSHIPS BOARD. 
‘Tux following awards have been made on the results of recent 
examinations held by the Board; 


——Bucknill Scholarships : (100 guineas), E. Galin- 
‘60 D. A. Andersen. Exhibitions (55 guineas each): 
Freida Yarmalinsky, J. W. James, 
:GE.—Warneford Medical Scholarships : (£120), J. F. Jarvis; 
Winteler. Sambrooke Scholarship in Medical Science 
(£.0), G. B. Davis. 
Krne’s COLLEGE MEDICAL Scuoon.—Scholarship in Science 
(£50), H. Kirman. 
NDON ( TAL). ScHoor, OF MEDICINE FOR WOMEN.— 
Thorne Scholarship (£30): M. E. Majeur. Mabel Sharmen-Crawford 
Scholarship (£80): B. F. Goldsmith. 
Lonpon HospiraL MEDICAL Scholarship in 


(£100); A. Birnbaum. Scierce p (£50): C. E. Langl 
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Medical Notes in Parliament. 


[From our PARLIAMENTARY CORRESPONDENT. } 


Tue parliamentary session was ended this week, arrangements 
being made to prorogue the House on August 3rd till November, 
when a new session will begin and last into the new year. All 
outstanding estimates were voted, debates arising on the Scottish 
Estimates and those for the Ministry of Health. On the latter 
the Labour Party arranged to discuss slums, the administration 
_ of the Poor Law, and the position of the Welsh Board of Health. 
The following bills passed through various a0 in the 
House of Lords. On July 27th the Offices (Scotland) Bill was 
read a third time. On July 30th the Marquess oF SALISBURY 
moved the second reading of the Registration (Births, Deaths, 
and Marriages) Bill. Lord Srracney moved the rejection of 
the bill, and the debate was adjourned. The Criminal Law 
Amendment Bill was read a second time on July 30th, and 
assed through Committee the next day. On July 3lst_ the 
g Flock Amendment Bill and the Merchant Shipping (Line 
Throwing Appliance) Bill were read a second time. The 
Marriage (Prohibited Degrees of Relationship) Bill passed 
‘through Committee. 
It has been necessary to hold over a few notes on matters 
connected with medicine dealt with in Parliament this week. 


National Health Insurance. 

On July 25th, in answer to Mr. .Haydn Jones, Sir KinGsey 
Woop said that during 1927 £5,400 had been discounted from the 
accounts of chemists who supplied drugs and appliances in Wales 
at a cost of 294d. per insured person. It was untrue to say that 
the .surplus which arose in Wales had been taken to meet 
deficiencies in England. 


On July 26th Mr. CuampBertarn told Mr. Short that he knew the’ 


East Sussex Insurance Committee had, on July 3rd, expressed the 
view that a practitioner should not cease to prescribe drugs which 
he believed to be reasonably necessary for the adequate treatment 
of panel patients. Mr. Sort asked whether Mr, Chamberlain 
knew that regional medical officers had recently brought pressure 
upon panel doctors respecting their prescriptions, thereby limiting 
their discretion in prescribing medicines for panel patients. Mr. 
CHAMBERLAIN said the duty of insurance practitioners was to 
prescribe proper and sufficient medicines, and the interviews 
artanged between certain practitioners and regional’ medical 
officers were solely to secure that this duty was performed. 


The Noise Nuisance. 

Sir W. Joynson-Hicks, in a reply on July 26th to Sir Robert 
Thomas, said he was aware there was much complaint, he thought 
with good ground, against the noise of urban streets. He had 
done all in his power to see the nuisance was abated, so far as 
that was possible by police action under present powers. He 
would discuss with the Ministers of Health and Transport whether 


anything further could be done. He had noticed that a medical ° 


authority at the recent meeting of the British Medical Association 
had estimated the loss in efficiency to the nation owing to these 
noises at £1,000,000 a week. Mr. Lanssury asked whether Sir 
William would communicate with the London County Council and 
ask them to keep their tramway tracks in order so as to prevent 
noise. .Sir Witt1am said he thought it would be the duty of the 
eer of Transport to communicate with the London County 

ouncil, 

Mr. CHamsBertarn, on July 30th, told Major Edmondson that he 
had not received a resolution passed at the Annual Meeting of 
the British Medical Association at Cardiff, on July 24th, about the 
effect of noise on public health. He could add nothing to the 
paragon made on the subject by the Home Secretary on 

uly 


Conjunctivitis among ‘Artificial Silk from 


inspectors of the Home Office show, according to Sir JOYNSON- 
Hicks, that, except in one works, where the number of persons 
employed has largely imcreased, the number of cases of con- 


junctivitis among men and women in the artificial silk industry 


as decreased during recent months. This industry was receiving 
close attention from the medical imspectors and from the general 
— of the Home Office, and much was being. done to improve its 
conditions. 


Proposed Cancer —— at Withington.—Mr. CHAMBERLAIN, 
answering Sir Thomas Watts on — 26th, said his attention had 
not been called to the proposed establishment of a cancer hospital 
in Palantine Road, Withington, a residential district of Manchester. 
Sir Tuomas asked whether, having regard to the depreciation in 
the value of property which would result, Mr. Chamberlain would 
set up an inquiry. Mr. CHAMBERLAIN answered that if, as he 
assumed, a voluntary hospital was to be established, he did not 
know that any action was open to him. 


Early Treatment of Mental Paticnts.—Dr. Vernon Davigs asked 


Mr. Chamberlain, on July 26th, if he was aware that the cnly | 


hope of reducing the incidence of insanity and improving the 


recovery rate was by aliering the law so as io allow and encou 

the early and skilled treatment of persons mentally. ills agj 
whether he would, at any early date, give this matter his serioy 
consideration and take the necessary action. Mr. CHAMBERY 
said he would be sorry to think that the only hope of reducing 
the incidence of insanity and improving the recovery rate ay jj 
the measures which Dr. Davies suggested, but he fully realed 
the great importance of improving the facilities for early ment, 
treatment, and hoped to be able to take the necessary actigg 
as soon as it was practicable to introduce legislation. : 


Tubcrceulosis Mortality Rate.—Sir KinGstey Woop told 
Robert Thomas, on July 25th, that the tuberculosis mortality mi 
for males between the ages of 15 and 25 had been little reduce 
since 1910, and that for females between the same ages it haj 
increased, but at the present time the rate for both males aj 
females between those ages appeared to be decreasing. 
Ministry of Health had considered the discrepancy between th 
rate of decrease in the mortality from tuberculosis in the genen| 
population and that in°these age groups, but the causes of this 
discrepancy were obscure. Investigation was gees and th: 
tuberculosis officers of local authorities would be asked to giv 
special attention to the question. 


he conditions under which allowances were payable had _ not bee 
changed, but Major Tryon had endeavoured to secure mor 
effective co-operation between Jocal tuberculosis officers and th 
medical officers of the Ministry of Pensions in the handling o 
cases of tuberculosis. The arrangements for reassessing hai 
resulted in a substantial increase in the average rate of pension 


; Notes in Bricf. 

At the suggestion of Dr. Vernon Davies, the President of 
Board of Trade will consult with the Minister of Health about th 
suggested issue of an annual report on the health of the merchar 
service, 

Mr. Chamberlain stated, on July 26th, that the committee whic 
had inquired into the London Lock Hospital was considering i 
report. He could not say when it would be ready for publication, 

Mr. Chamberlain knows of no reason for revising the regulati 
in force concerning the treatment of casuals, but officers of 
Ministry of Health have been instructed to secure full compli 
with the regulations. _ 

The Scottish Board of Health has decided that the condition 
the River Lochy does not warrant the local authority in calli 
on the proprietors to introduce a new water supply from an 
source. 

All local authorities now provide for the medical treatment 
school children. 

The Minister of Health is not aware that there is any mena 
to the health of the inhabitants of the parish of West Th 
from the sewage works of the West Kent Sewerage Board. © 


Medical Netus. 


TAE old students’ annual dinner of St. Bartholomew' 
Hospital and College will be held on Monday, October Ist, a! 
7.30 o’ciock, in the great hall of the hospital, with Sir D’4 
Power in the chair. The honorary secretary is Sir Charle 
Gordon-Waison, 82, Harley Street, W. 


THE annual meeting of the Smoke Abatement League ¢ 
Great Britain, followed by a conference, will be heid il 
Harrogate during the week-end commencing . Saturday, 
September 29th, at the Harlow Manor Hydro, The office 
the league is at 23, King Street, Manchester. 


CONDUCTED visits, in aid of King Edward’s Hospital Fung 
for London, will be made to the Tower of London 0 
August 9th and 23rd and September 6th at 2.30 p.m. Mf 
Walter Bell, F.8.A., will give addresses on the Tower 4! 
conduct parties round the building. Tickets (price 7s. 6d 
- mg obtained from the secretary of the Fund, 7, Walbroo 
E. . 


THE Central Association for Mental Welfare has organizeq’ 


two courses of training, each lasting three weeks and cou 
mencing on Saturday, September 8th; one is intended fo 
persons engaged in the training of mental defectives 
occupation centres, institutions, or mental hospitals; 
other is for officers of local authorities and local associatiol 
for mental welfare engaged in the ascertainment and supe 
vision of defectives. The courses comprise lectures 
practical work, emphasis being laid, in that for pers 
engaged in providing training, on teaching methods, W4 
for others the icgal and administrative side receives 
attention. Hostel accommodation has been secured at @ 
centre at which the courses will be conducted in Lond 
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The courses have. been approved by the Board of Control. 
Further information may be obtained from the honorary 
secretary of the association, 24, Buckingham Palace Road, 
§.W.1. 

' AMONG the speakers at a study conference to be held at 
Oxford in September, under the auspices of the Industrial 
Welfare Society, is Dr. Millais Culpin, whose subject wiil be 
* Nervous disease and its significance in industry ’’—a ques- 
tion associated with work now being undertaken by Dr. 
Culpin for the Industrial Fatigue Research Beard. The 
conference will take place at Balliol College, from Sep- 
tember 7th to llth, Dr. Culpin’s lecture being on Monday, 
September 10th. 

DR. EDWARD F. HOME, barrister-at-law, and neurologist 
to the Ministry of Pensions, has been appointed H.M. 
coroner for the county of Kast Sussex. 

THE Minister of Health, on July 23rd, received a deputa 
tion from the representatives of twelve metropolitan borough 
councils, who urged the reconsideration of letters recently 
issued by the Minister announcing a reduction in the 
Exchequer grant for the supply of milk by maternity and 
child welfare authorities during the present financial year. 
In reply, Mr. Neville Chamberlain said the reduction had 
been made in view of the gencral need for economy. In the 
estimates of the Ministry of Health he had come to the con- 
clusion that there were only two possible ways in which the 
necessary saving could be effected; one was to stop for the 
time being any further development of maternity and child 
welfare services, and the other was to make some reduction 
in the grants paid for the supply of milk. He had decided 
without any hesitation in favour of the latter course, but he 
wished to make it clear that be was not insisting that local 
authorities should reduce their expenditure on milk. Ail he 
bad done was to intimace to local authorities the maximum 
expenditure for this purpose which he could recognize for 
grant during the present year. 


THE second annual report of the Manchester, Salford, and 
District Mothers’ Clinic records that during the year the 
clinic has given advice to 334 new applicants, making 757 
since it opened in March, 1926. A statistical examination of 
the first 600 case papers of the clinic has shown they record 
2,331 previous pregnancies, the number of living children 
being 1,783, showing a loss of 578, or 24.8 per cevt., of all 
pregnancies. Nearly half of all losses were due to mis- 
carriages, of which a considerable number were definitely 
recorded as self-induced abortions. The hope is expressed 
that the newly appointed official committee on maternal 
mortality will give due hearing to experienced workers in 
birth control clinics, who, it is pointed out, have had a unique 
opportunity to hear the unvarnished histories of mothers. 


THE forty-third annual medical report of the Trudeau Sana- 
torium has been issued, and is combined with the twenty- 
third medical supplement for the year ending September 30th, 
1927, and the eleventh collection of the studies of the Trudeau 
Foundation. These studies, which are mainly reprints of 
articles published in current medical literature, include a 
discussion by Drs. Lawrason Brown and H. L. Sampson 
of the curability of intestinal tuberculosis, an account of 
immunity in tuberculosis by. S. A. Petroff, and the report of 
& case of primary pulmonary mesothelioma, 


THE last report of the Old Cairo and Menouf Medical 
Missions, Egypt, which are under the aegis of the Church 
Missionary Society, shows that in spite of political troubles 
and economic depression—which at times decreased attend- 
Bnce at the hospitals—a vast amount of work has been 
carried on at these institutions. At the Old Cairo hospital 
hew out-patients numbered 21,567 in 1926 and 21,903 in 1927, 
While the numbers of in-patients in the two years were 8,913 
and 8,644 respectively. Most of the latter were ankylo- 
stomiasis cases, 13,167 being treated in the two years. Other- 
Wise, surgical treatment accounted for the greater part of 
the woik, 9,677 operations being performed. The smaller 
hospital at Menouf dealt with over 5,800 new patients in this 
period, while the three dispensaries, the camp hospital, and 
the welfare centres cared for many more, It is stated in 
the report that the group receives patients every year from 
about 1,000 villages ; most of these are, of course, in the Nile 
delta, but some patients travel from remote parts of Upper 
Egypt and the Sudan for treatment, and a number have 
Come from Mecca. During the past two years the organiza- 
tion has been handicapped by the inadequacy of the European 


_ Btaff, particularly at Menouf, where the work was carried on 


from November, 1926, to the end’of 1927 without a regular 4 
aropean doctor. There is thus urgent necd for reinforce- 
ments from England, both of doctors and nurses. 


THE first Latin American Congress of Neurology, Psychiatry, 
and Legal Medicine will be held at Buenos Aires in the second 
fortnight of September, under the presidency of Professor 


THE German Society for Diseases of Digestion and Meta 
bolism will hold a congress at Amsterdam from Septembe1 
12th to 14th, when the following subjects will be discussed | 
physiology and pathology of hunger, introduced by J. Hudig 
of Apeldoorn, van Leersum of Amsterdam, Morgulis of the 
United States, and Determann of Wiesbaden; relations 
between the small intestine and diseases of the blood, intro- 
duced by Morawitz of Leipzig and Nordmann of Berlin; 
relations between the liver and diseases of the blood, intro- 
duced by Schottmiiller of Hamburg; tropical diseases and 
the blood, introduced by Schiiffner of Amsterdam ; diagnostic 
and therapeutical errors in alimentary diseases and their pre- 
vention, introduced by von Bergmann, Kuttner, and Berg of 
Berlin, and von Habercr of Diisseldorf; importance of raw 
meat, introduced by Friedterger of Berlin, Scheunert of 
Dresden, and Stepp of Breslau. Further information can be 
obtained from the general secretary, Professor R. von den 
Velden, Bamberger Str. 49, Berlin, W. 


Letters, Notes, and Anstuers. 


All communications in regard to cditorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, w.cC.!. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the Britism Mepica, JourNaL 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Mepica JournaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Brittsn Mepicat Journat are MUSEUM 9861, 9862, 
and 9864 (internal exchange. four lines). 

The TELEGRAPHIC ADDRESSES are: . 

ay of the Britisn Mepicat Journat, Aitiology Westcent, 
London, 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Mediscera Westcent, London. 

The address of the Trish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, Edinburgh (telegrams: Associute, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS. 


DERMATITIS EXFOLIATIVA. 

“W. M. B.”’ wishes for suggestions for treatment of a case of 
dermatitis exfoliativa in a man over 50 years of age. It is of 
five years’ duration. He asks if glandular treatment is of any 
avail in such cases, and if * light’’ treatment has been tried with 
success. 

ADIPOSITY OF BREASTS. 

W. A. BR.” would be glad to have suggestions for the treatment 
of a lady who has marked adiposity of the breasts and abdomen, 
He asks if ultra-violet ray treatment would be beneficial. 


DRESSING FOR FISTULA. : 
“RR. F.” would like to hear of a dressing suitable for the skin of 
the abdomen ina patient aged 72 years, following laparotomy for 
intestinal obstruction (benign), who developed a fistuia high u 
in the small intestine, the discharge causing intense pain a 
inflammation. 


RATE OF FLUID ABSORPTION BY THE Bopy. 

Dr. A. H. SKINNER (Hankow) writes: Are there any experiments 
showing the comparative rates of absorption of fini's injected 
under the skin and into the peritoneal cavity? The fluids under 
consideration are physiological saline, isotonic glucose solution, 
and horse serum. The matter is of importance in cholera where 
it is not always possible to give all patients in an epidemic the 
routine intravenous saline. I see that recent work has shown 
glucose given per rectum to be useless. I have seen it stated 
that a shipwrecked crew without water can be spared the pangs 
of thirst by the administration of sea water per rectum, Is there 
any experimental proof of this? 

INCOME Tax. 
Allowance for Garaging Cars. 

“7T.C.” and his assistant make use of one car and three cycles, 
There is one garage at the surgery and another at we C.’s"* 
yrivate house. What should he deduct for the cost of garaging? 

ould a commercial rate of 7s. 6d. for the car and 2s. 6d, for 
each cycle be reasonable? 

*,* The amount of the deduction must be determined by the 

actual facts of the case, but the commercial rate basis may be 
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usefal to check the amount arrived at—but it has to be remem- 
bered that those figures would presumably cover owner’s profit 
and expenses of management, which do not arise ou the present 
facts of the case. The amount deductible is a reasonable pro- 
portion of the rates paid on the premises of which the garages 
form a part and of the net Schedule A assessments also. Those 
assessments will include the ground rent payable, which, there- 
fore, cannot be reckoned as an additional expense. If the 
surgery garage is separately assessed, that will, of course, 
simplify the calculation. Repairs, aud any other expenses 
specifically relating to the garages, will obviously need to be 
iucluded. 


Benefit of Free Board and Lodging. 


“F.V.D.” asks fora reference to the leading case referred to in 


an income tax reply iu our issue of July 14th. 

*,* The decision of the House of Lords in Tennant r. Smith, 
[1892] A.C. 150, is the authority for the proposition’ that an 
advantage not convertible into cash is not assessable to tax. 
The distinction between such a case and that where a salary is 
paid after a deduction for cost of lodging, etc., as provided by the 
agreement for service, was dealt with in the Divisional Court in 
the more recent case of Cordy v. Gordon, £1925} 2 K.B. 276, 


Change in Proprietorship : Cash Basis. 


* Dorset” explains that up to a date in June there were four 


ony in the practice, but one partner died and the practice 
s since been carries‘ on by the remaining three. Asa result, 
if the present propriercs join with the executors of the deceased 
oe they may now require the income tax assessment for 
928-29 to be treated as if the practice had ceased and been 


recommenced. If they do so, can they discard the cash basis as 


regards the * new ”’ practice. ‘ 

*,* We know of no reason why the cash basis should be 
continued, and if it is dropped, aud the legally correct method 
of gross bookings, less a specific deduction for bad debts, substi- 
tuted, the revenue authorities cannot claim to-bring iu the old 
debts as chargeable to tax in the hands of the “new”? firm. 
They could presumably claim that the past assessments should 
be revised to put them on the basis of bookings, on the ground 
that if the cash basis is abandoned the new basis should be 


- applied to all the years now within the assessment time limit of 


six years. Butif the practice has been fairly constant during 
that period, the result would not be very substantial. It should, 
perhaps, be pointed ont that if 1927 was a ‘‘ good” year, the 
deceased partner’s executors may be unwilling to join in the 


. requisition, as it would involve them in an increased payment of 


tax for 1927-28. ‘ 


LETTERS, NOTES, ETC. 


THE MepicaL DirREcTORY.” 


Tae Editors of the Medical Directory inform us that their annual 


circular has been posted to each member of the medical pro- 
fession. Should any form not have reached its destination, they 
will be glad to send a duplicate. They hope that completed 
forms may be sent to them at 40, Gloucester Place, Portman 
Square, Londen, W.1, by au early post. 


MEDICAL TREATMENT IN CHINA. 


FLEET SuRGEON W. E. Home (Kew) asks whether there is any 


truth in the oft-repeated story that the Chinese, so long as 
they are well, pay retaining fees to their doctors, which are 
discontinued during illuess. He adds that his Chinese in- 
formants—one, a Manchu lady, formerly on the staff of the 
old Empress—declare that they have never heard of the system. 


He suggests that some medical missionary might be able to.} 


supply first-hand evidence to settle the question. 


MOHAMMEDAN PILGRIM SHIPS. 


Dr. Risrfarp Mac E6rn (R. A. Johnson) writes from Trichino- 


poly, Sonth India: With regard to the letter of Port Said” 
(May. 26th, p. 950), l served as surgeon on a cargo boat in 1924 
which carried about 1,000 pilgrims from Singapore to Jedda. 
The. pilgrims were housed for the most part in space which 
is ordinarily occupied by cargo; temporary latrines and cook- 
houses were erected, aud rations of fresh water and firewood 
issued. All foodstuffs were carried by the pilgrims themselves. 
An adequate supply of medicines was provided by the company. 
The ship’s officers were attentive and considerate. Deaths 
during the voyage were nil. The daily sick rate was’ about 


- 10 per 1,000,,of which about 3 per 1,000 were too ill to walk to the 


dispensary. -I might mention that the company with which 
I served—the Biue Funnel Line—has the reputation of being the 
best English company in the pilgrim-carrying trade. I agree 
with Dr.“Pope (June 9th, p. 1007) that conditions of health on 
the return journey from Mecca are always much worse, and that 
much of the sickness on the westward journey is due to many 
invalids and feeble old people undertaking the pilgrimage. They 
are not refused a passage for that reason, unless their disease be 
infectious. One of my pilgrims walked aboard at Singapore 


during an attack of acute lobar pneumonia. Only one pilgrim 
was rejected by me at the embarkation port—an infant suffering 
from ophthalmia neonatorum. I understand that pilgrim ships 
sailing from Dutch ports are subject to strict regulations as 


regards the housing and comfort of pilgrims. Mohammedans » 


living under English rule are not, so far as Iam aware, given 
any such protection. The only restriction I know of in their 
case is a rule forbidding the carrying of more than 1,000 pilgrims 
under the care of one surgeon. 


INSULO-PATHIC SYNDROMES. 


IN the course of an address to the New York Academy of Medicine 


on the endocrine glands in relation to infamey and childhood, 
Professor L. F. Barker of Baltimore, after referring to the now 
well known syndrome of hypoglycaemia after a dose of insulin, 
has discussed the spontaneous hypoglycaemia, which is perhaps 
due toa pathological oversecretion of insulin. In adults carci- 
noma of the islets of Langerhans has been incriminated as 
causing ‘* hyperinsulinism and hypoglycaemia ”’ (Wilder), and in 
Professor Barker’s clinic a patient with frequent hypoglycaemic 
crises, attributed, after blood-sugar estimations, to overactivity 
of the islets, was operated upon by Dr. Finney, who removed 
the part of the pancreas where the islets were most numerous; 
the result was that the hypoglycaemic tendency was definitely 
diminished and the general Gondition muéh improved. Tris 
case is tobe published im fall by Drs. Sprunt and Trescher, and 
is obviously of much interest, as bearing not only on the possie 
bility of a disease of the islets of Langerhans analogous to 
exophthalmic goitre, but on the way in which advances in treat. 
ment may stimulate, by their untoward results, investigation 
into previously unrecognized forms of disease. : 


‘ _ A BeGGiInG LETTER FRAUD. 

EVIDENCE ofa systematic vegging letter campaign directed again 
members of the medical profession was given at Cardiff in a case 
in which Jean Muriel Atherton, 22, was sentenced to twenty-one 
days’ imprisonment for attempting to obtain 30s. by false 
pretences from Dr. Sydney Bingham of Alfreton. It was stated 
that the accused sent Dr. Bingham a letter saying that her 
father was a former medical student of the same hospital, and 
continuing: ‘‘ He died a year ago of consumption and his allow; 
ance died with-him. Iam, nearly desperate with worry, as I have 
no relative to turn td.” “The letter then asked for 30s. to enable 
the writer to travel to Llandudno, where she had been offered 
a post: -It- was shown by the prosecution that the girl’s father 
was alive, and had lived with his daughter for some years. The 
police stated that they had had complaints from seventeen 
doctors who had received similar letters, and that the girl had 

reviously been convicted for obtaining charitable contributions 

yfraud. In the Journal of August 13th, 1927 (p. 290), we pub- 
lished details of a begging letter received by a London medical 
man from Cardiff,and evidently from the same person, appealing 
for help for the writer’s family. The recipient in each case was 
told “you will probably: remember him’”’ (the father of thé 
writer), but according to the earlier letter the father was not yet 
dead, although seriously ill with cousumption. Asa rule, ouly 
# small minority of those who receive begging letters trouble to 
inform the police, even when they suspect the nature of the 
appeal. If seventeen complaints have been received at the 
Cardiff police station, it is probable that a much larger number 
of letters have been sent out, and that others will follow iv due 
course when Miss Atherton is at liberty. 


ACCIDENTS WITH RAILWAY CARRIAGE WINDOWS. : 
Dr. B. W. Rycrorr (Bradford) writes: The holidays call attention 


to accidents peculiar to such times; one of these is that caused. 


by a person thrusting his head through the centre pane of @ 
railway carriage window under the impression that the window 
is lowered.- Such ‘accidents are most common in persons who 
are completing a long journey and sleeping in snatches. On 
awakening. they become apprehensive as to their exact situation 
and attempt to look out of the window. Their accommodation 
has not time to adapt itself for the glass window. Added to this, 
the uniformity of clear glass makes the synergy of accommoda- 
tion and convergence peculiarly difficult. Isuggest that all the 
centre panes of railway carriages should bear some prominent 
object embossed or engraved upon them, about 6in. below the 
- upper crossbar, which weuld act as an object of fixation and 
serve to stimulate the accommodation. Two of these accidents 
have been recorded in the past-week. i 


ANGOSTURA BITTERS. © 

Messrs. HENDERSON AND Co. (LONDON), LirD., write with reference 
toa note on this subject in the Journal of June 2nd (p. 956)¢ 
Angostura bitters do not contain, and have never contained, any 
angostura bark. The name ‘‘angostura”’ is derived from the 
‘fact that the bitters were originally manufactured as far back as 
1824 in the ‘town in Venezuela then called Angostura. ‘The name 
of the town was changed by official decree in 1846 to Ciudad 

- Bolivar; but’'the old name was still used for the bitters. , 


VACANCIES. 

NOTIFICATIONS of offices vacant in universifies, medical colleges, 
and of vacant resident and other appointments at hospitals, will 
be found at pages’38, 39, 40, 44, 45, and 46 of our advertisement 
columns, and advertisements as to partnerships, assistantstips, 
and locumtenencies at pages 42 and 43. ‘ 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 88. 
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Remarks 


ON 


HISTORICAL ASPECTS OF IDEAS 
REGARDING DROPSY. 


BY 


JOHN D. COMRIE, M.A., M.D., 
F.R.C.P.Eb., 
Physician to the Royal Infirmary, Edinburgh. 


THE appearance of dropsy or hydrops, to give it the original 
Greek form of the name, is a symptom which cannot fail 
to attract attention, although it is probable that in a 
primitive state of society a person affected by a malady 
sufficiently severe to produce this symptom would not long 
survive. Dropsy is mentioned in the Ebers papyrus and 
on the clay tablets of medical prescriptions from ancient 
Assyria, with the treatment, material and magical, 
believed to be appropriate to the condition. 

Hippocrates (400 B.c.) naturally has a good deal to say 
on dropsy, and he divides it into the three types of hydrops, 
anasarca, and tympanites. The first of these was a collec- 
tion of fluid in the abdomen; by the second term he meant 
a collection of fluid dispersed generally through the flesh; 
while in the third there was an associated condition of 
flatulence. 

In accordance with the general idea of disturbance in 
the humours as the cause of disease, he attributed dropsy, 
so far as he professed to theorize regarding the disease, to 
a malady of the spleen, in consequence of which the tissues 
liquefy and the belly and lower parts become full of water.! 
In other cases the formation of liquid was attributed to 
the liver, in others to the production of white phlegm, 
and in still others to dysentery.? . 

Although this process of liquefaction of the tissues is 
regarded by Hippocrates as the essence of dropsy, he 
evidently distinguishes dropsies which, from their clinical 
aspect, are of different nature and of very different impor- 
tance in their influence upon health and life. Dropsy in 
the legs, when it is combined with cough (by which appar- 
ently he means to indicate the filling up of the chest with 
fluid) he pronounces to be bad.* He recognizes that 
anasarca, beginning in the course of an acute illness with 
urine coming in small quantities and having little sedi- 
ment, is of a bad type. The dropsy which is succeeded 
by epileptic attacks (and by this he evidently indicates 
uraemia) is also very serious. Dropsy accompanied by colic 
is bad; when it is associated with diarrhoea (and here he 
is perhaps thinking of tuberculous peritonitis with enteritis) 


_ it is fatal; while dropsy which yields to treatment for a 


time and then recurs is to be regarded by the physician 
as hopeless.‘ 

In respect of treatment Hippocrates recommends that 
the flesh which has broken down and liquefied should be 
removed by laxatives, or the belly may be opened near the 
umbilicus and the fluid let out.s As a purgative he recom- 
mends veratrium in vinegar.® 

It is evident that the Father of Medicine does not profess 
to draw a clear distinction between different kinds and 
varying causes of dropsy, although he clearly indicates 
some of the conditions in which dropsy is a serious feature 
of illness. 

At the Alexandrian School of Medicine Erasistratus attri- 
buted dropsies to sluggishness and hardness of the liver— 
what he called scirrhus, and we should designate cirrhosis.? 

Galen, five centuries after Hippocrates, had a good deal 
more to say in detail in’ regard to dropsy, although he 
repeated most of what Hippocrates had pronounced. It is 
interesting to note that Galen, who wrote voluminously on 
the pulse, described the pulse of auricular fibrillation in 
anasarca as being small, rapid, irregular, and_ soft.* 
Galen, however, failed to recognize weakness of the heart 
as the important causal factor in dropsy; in fact, he com- 
pletely inverted the matter, and described the softness of 
the pulse and weakness of the heart as due to the softening 
of the heart and arteries caused by the dropsical fluid.® 


*The opening paper in a diseussion in the Section of History of 
a 2 the Annual Meeting of the British Medical Association, 
ardiff, 


He held that dropsies should first be treated by purgatives 
and at a later stage by the addition of remedies which 


drew off the humours from their place of formation, such — 


as drugs which produced vomiting, provoked urine, etc. 
By blood-letting also he declared that he had in some cases 
brought about cure of the dropsy. He was a great believer 
in various local applications which had the power of 
absorbing the fluid through the skin. Among these he 
mentioned with favour a paste, introduced by Asclepiades 
and consisting chiefly of cornflour, manna, and lard, which 
was smeared over the dropsical parts; also Egyptian earth 
and various forms of plasters. For the surgical cure he 
recommended that the abdomen should be punctured a little 
under the umbilicus towards the left with a knife shaped 
like a myrtle (leaf).° 

. As Galen had left the matter, so it virtually remained 
all through the Middle Ages, dropsy being regarded as.a 
primary disease, like epilepsy or fever, of which the cause 
was practically undiscoverable. It continued to be regarded 
as in some way connected with disorder of the liver or the 
spleen, but there was no clear connexion between the two 
sets of phenomena. So matters remained right up to the 
seventeenth century. 

I may be pardoned here, in this year of the tercentenary 
of Harvey’s discovery, for making a short digression to 
the new idea regarding the functions of the body in health 
and disease which followed as a corollary to his principle 
of the circulation. Galen perfectly understood the function 
of the valves of the heart, and is at considerable trouble 
to describe them.'! He and his followers, howerer, 
imagined apparently a leisurely ebb and flow of humours, 
and had no conception of the whirling rush which proceeds 
constantly like a mill-race through all the tissues of the 
body. When the vigour with which this process goes on is 
grasped it is easy to understand at the present day that 
any interference with it will naturally cause a stagnation 
of the fluid. The wonder is that nearly twe centuries 
elapsed after Harvey’s publication of the De Motu Cordis 
before the idea was generally accepted that faiiing power 
on the part of the heart was one of the main causes of 
dropsy. Malpighi and Leeuwenhoek, towards the end of 
the seventeenth century, demonstrated with their newly 
invented microscopes how the tissues were everywhere 
penetrated by minute vessels through which the blood 
corpuscles, floating in a fluid, passed in single file. 
Boreili and Pitcairne, about the same time, worked out 
with mathematical precision the hydrodynamics of this 
remote part of the circulation in a state of health, but 
there was as vet no attempt to apply the principle to the 
processes of disease. 

contemporary of Harvey, Theophilus Bonetus of 
Geneva, was the first person to issue a textbook of morbid 
anatomy. . This, which was called the Sepulchretum and 
published in 1679, is a storehouse of ail that was then 
known in regard to the anatomy of disease. He records 
numerous cases of dropsy, and mentions in one that the 
heart was of a great size, in another that a hardening was 
found in the heart, in a third that the right ventricle 
contained a pituitous substance like the yolk of egg, etc., 
but he does not anywhere connect these appearances with 
the cause of the dropsy.'* 

A century later Morgagni’s great work On the Seats and 
Causes of Disease carried the matter a little further. In 
regard to the cause of dropsy his pronouncement'* was: 


“That by the force of hypot hesis, rather than by the authority 
of Hippocrates, or the dissection of dropsical bodies, most physi- 
cians were formerly induc’d to believe the liver first, and after 
that the spleen, to be the cause of dropsy, you will learn from the 
S:pulchretum ; either in the place where it is shown, that in the 
books of Hippocrates, not any one, or two, viscera are sup os’d 
to be in fault, but many, or where many cxaminations of the 
viscera of dropsical bodies being produc’d, both of these viscera 
are, demonstratively, clear’d from the charge. And, certainly, 
whatever part, or whatever cause, can, for a considerable time, 
retard the motion of the blood, or lymph, or immediately 
inerease the secretion of the moisture, with which all the cavities 
of the body are furnish’d; or, in short, prevent, or diminish, by 
any means, its absorption, may give origin to this disorder. 


Morgagni is generally credited with having been the 
first person to describe disease of the mitral valve, and 
he cites numerous cases in which either this valve or the 
aortie valve was thickened, hardened, nodular, or even 
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ossified. In several of his cases he demonstrates the co- 
existence of this and a collection of fluid in the pleural 


- cavities,'* but he does not anywhere clearly specify the 


valvular defect as the mechanical cause of the dropsy. 

Matthew Baillie appears to have been one of the first 
persons to be impressed by the important influence that 
must be exerted by a valvular defect of the heart on the 
general functions of the body. In notes on the illustrations 
in his atlas (1799), which show thickening and ossification 
of the heart valves, he remarks that it is obvious that such 
valves must perform their office very imperfectly.'* 

Meantime, the subject of dropsy was being approached 
from another point of view, that of clinical medicine and 
therapeutics, and it gradually became clear that, as re- 
garded treatment, dropsy must be considered as a disease 
which in different cases is of diverse natures and due to 
varying causes, 

In the year 1775 William Withering, M.D., physician 
to the General Hospital at Birmingham, was shown a 
family receipt for the cure of the dropsy which had been 
used for long by an old woman in Shropshire, and had 
sometimes made cures of this condition after the more 
regular practitioners had failed. The prescription con- 
tained some twenty herbs, but it was obvious that the 
active ingredient was foxglove. Withering accordingly, in 
the summer of 1776, obtained a quantity of dried foxglove 
leaves with which he commenced to experiment upon 
patients attending the dispensary at Birmingham, using 
first of all a decoction, then an infusion, and, later, occasion- 
ally the powdered leaves themselves. He used digitalis 
especially for a number of dropsical cases which presented 
themselves in 1779, following upon an epidemic of scarlet 
fever and sore throat, which had raged generally at Birming- 
ham in the preceding year. As he had obtained good 
results with it, the use of the drug was communicated 
to the Medical Society at Edinburgh in February, 1779, 
and digitalis appeared in the new edition of the Edinburgh 
Pharmacopoeia in 1783 on the recommendation of Dr. 
Hope. Withering himself did not publish his results until 
1785, by which time he had collected over 160 cases of 
dropsy, in some of which the use of digitalis had been 
attended with remarkable benefit, while others had shown 
no improvement whatever.?® 

The cases of dropsy in which he found digitalis effective 
as a cure were those in which the pulse was feeble or 
intermitting, the countenance pale, the lips livid, the skin 
cold, the swollen belly soft and fluctuating, and the 
anasarcous limbs readily pitting under the pressure cf the 
fingers. These were obviously cases in which the dropsy 
had followed mitral disease. There was, indeed, at the 
time when he wrote, no means available for making a 
correct diagnosis of this condition. He concluded that, 
though digitalis would not act universally as a diuretic, 
it did so more generally than any other medicine. He also 
observed that it had a ‘‘ power over the motion of the 
heart, to a degree yet unobserved in any other medicine, 
and that this power may be converted to salutary ends.” 
He did not, however, draw any closer connexion between 
the dropsy and the heart disease. He excluded from the 
beneficial action of digitalis ovarian dropsy and hydro- 
cephalus or dropsy of the brain. 

An important monograph upon dropsy of the ventricles 
of the brain appeared in the year 1768 from the pen 
of Robert Whytt, professor of medicine in the University 
of Edinburgh. This treatise was the first description of 
tuberculous meningitis, and gave an almost perfect clinical 
description of the condition as we now know it, although 
of course Whytt could not trace its cause to the tubercle 
bacillus. He showed that it was due to some compression 
of the absorbent veins, whilo the normal amount of secre- 
tion of fluid went on from the small arteries.!7 

Dropsy of renal origin was not recognized for another 
fifty years, but meantime fresh light was being thrown 
upon the development of dropsy by investigations into the 
function of the lymphatic vessels. 

As early as 1622 Aselli, professor of anatomy at Pavia, 
had discovered the lacteals and their valves. By 1651 
Pecquet had noted the existence of the receptacle of the 
chyle and its continuation as the thoracic duct, and in 

1652 Jolive, an Englishman, in taking his doctor’s degree 


at Cambridge, presented in his thesis an account of the 
lymphatics, a matter which was ‘more fully described in 
the Nova Exercitatio Anatomica of Olaf Rudbeck, professor 
of anatomy at Upsala, in 1652. Rudbeck described, under 
the riame of vasa serosa or aquosa, the vessels containing 
a clear watery liquid, which we now call lymphatics. A 


inquire seriously into the functions of these minute vessels, 
Priority in elucidating the nature of these vessels wag 
claimed both by William Hunter and by Alexander Monro 
(secundus) of Edinburgh, and formed one of the celebrated 
medical controversies of the eighteenth century. Up to 
1755 everyone supposed that the lymphatic vessels were 
simply a class of very minute veins which originated, 
like the red veins, from the arteries. Monro and Hunter 
suggested that the lymphatics were the absorbents of the 
body, and Monro, in 1757, published a thesis, De Venis 
Lymphaticis Valvulosis, in which he dealt with their origi 
from spaces in the connective tissues, a subject which he 
traced by a method of injection. Hewson, in 1774, pub. 
lished his celebrated Description of the Lymphatic System 
in the Human Subject and in Other Animals. After this 
time the absorption of fluid from the tissues by the 
lymphatics was fully established. This matter of scientific 
knowledge practically coincided with Withering’s experi- 
ments on the use of digitalis in removing dropsy and 
with Morgagni’s statement that dropsy was due to any 
cause that retarded the lymph or prevenied the absorption 
of moisture from the cavities of the body. 

The next step in clearing up the question of d 
was the recognition of a cardiac type of this disease, 
Morgagni and other observers had already, about the 
middle of the eighteenth century, recorded numerous cases 
of dropsy in which, as an incident, abnormality of various 
heart valves or of the structure and size of the heart had 
been found, but they had not traced a connexion between 
the two sets of phenomena. The earliest case that I have 
been able to find in which suggestion is made of a definite 
causal connexion is recorded by Dr. Donald Monro, and is 
worth while quoting. He says: 

“In the year 1750 I dissected the me | of a man who died of 
an universal dropsy, in the presence of Dr. John Rutherf 

rofessor of medicine in the university of Edinburgh: we could 
nd no other cause of the disease than the ossification of the 
valvulae mitrales in the left ventricle of the heart, by which 
orifice of that ventricle was so straitned, that I could scarce force 
my little finger into it. The heart itself was very large. While 
the man was alive, all the soft parts of the neck were raised by 
every systole of the heart, in such a manner that the veins there 
seemed to have a pulsation.’’!§ 


Monro, however, did not press this point of narrowing 
at the mitral valve as being a common cause of obstruction 
to the circulation and consequently of dropsy. No doubt 
other cases were from time to time recorded in medical 
literature, but the first standard publication in which 
cardiac dropsy was definitely recognized seems to have 
been Corvisart’s Essai sur les maladies et les lésions 
organiques du cwur et des gros vaisseauz, first published 
in 1806. Hé refers to the opinions of Bichat and others, 
so that the idea of cardiac dropsy may be said to have 
taken root with the beginning of the nineteenth century. 
Corvisart describes the case of a blacksmith, aged 20 years, 
who complained of dysentery and haemorrhage from the 
bowels, accompanied by palpitation of the heart and general 
oedema of the body. From the strong, quick, and irregular 
intermissions of the pulse, Corvisart diagnosed at one 
of his clinical conferences ‘‘ an organic lesion of the heart.’ 
The patient having died twenty-five days after admission 
to hospital, the post-mortem examination revealed dilata- 
tion of the left auricle and contraction of its opening into 
the left ventricle to ‘‘ a kind of osseous slit through which 
a thin coin could scarcely have passed.’’!® Corvisart there- 
fore contended that the dropsy, haemorrhage, and other 
symptoms had all been due to the narrowing of the mitral 
valvo and not to dysentery, to which, on the old view, 
the whole of the symptoms had originally been attributed. : 
Since Corvisart’s book had a wide circulation and great 
reputation, this may be regarded as definitely establishing 
cardiac disease in the position of a cause of dropsy instead 
of the dysentery, disease of the liver and spleen, ett, 


which had previously been considered the essential origin. 


whole century passed,- however, before people began to‘ 
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It is important to note in passing that the method of 


and in the pleural cavities had been first invented by 
Auenbrugger and announced in his Invenfum Novum, 
published at Vienna in 1763. This practically coincided 
with the publication of Morgagni’s great treatise. It 
was, however, for long completely disregarded, and became 
generally known only after a French translation had been 
published?® by Corvisart in 1808. Thus we may conclude 
that in most cases with only a moderate amount of ascites 
or hydrothorax the presence of the dropsy was missed 
during life until the beginning of the nineteenth century, 
when diagnostic methods became more precise. 

A few years later we find the whole subject of the dia- 
gnosis of small collections of fluid in the pleural cavities 
and abdomen and the recognition of cardiac valvular 
disease during life placed on a firm basis by Laennec. This 
writer, in his De PAuseultation Médiate, describes how, 
in the year 1816, he discovered by chance that he could 
hear the heart sounds more clearly. through a_rolled-up 
exercise book than when he applied his ear directly to the 
chest. This was the beginning of the stethoscope. More- 
over, Laennec’s careful observations on the sounds made by 
the normal and diseased heart, compared with the observa- 
tions which he made on the same patients after death, 
laid a sure foundation for the diagnosis of organic heart 
diseases and their complications.2! He described clearly, 
for example, a bruit ‘‘ analogue a celui d’un soufflet ”’ 
which corresponded to the contraction of the left auricle 
in a case that presented dropsy of the hands and legs, 
hydrothorax and ascites, and in which the cause was found 
after death to be a state of warty vegetations on the 
mitral valve with rupture of one of its tendons and dilata- 
tion of the two ventricles. He gave also vivid pictures 
of other cases in which cartilaginous changes and narrowing 
of this valve had been the cause of dropsy.27 Laennec’s 
work may be regarded as the statement of our present- 
day knowledge regarding cardiac valvular disease as the 
mechanical cause of one form of dropsy. 

A new chapter in the history of dropsy was gradually 
opening while the elucidation of cardiac dropsy was still 
obscure. William Charles Wells seems to have been one 
of the first to call attention to another type of dropsical 
cases in a paper ‘‘ On the presence of the red matter and 
serum of blood in the urine of dropsy which has not origin- 
ated from scarlet fever.’’ The fact that dropsy accom- 
panied scarlet fever and other acute disease, and often 
led to the patient’s death had, of course, long been recog- 
nized. Wells, in 1811, drew attention to the fact that 
dropsy sometimes came on gradually, with a scanty secre- 
tion of urine, sickness, and other disorders of the digestion, 
bad-smelling breath, and convulsions. For years after 
these patients recovered, the urine, although clear, 
was found to contain blood serum because ‘ being boiled 
it became turbid, and afterwards deposited a considerable 
quantity of curdy matter.’”? ‘‘ Nitrous acid’ was also 
used as a ist by Wells. Wells mentioned twenty-nine 
cases of drops, of the skin not preceded by any disease 
to which dropsy was generally attributed, among which 
the urine of twenty-three gave this test. As, however, he 
did not bring any of the cases to post-mortem examination, 
the cause of the dropsy still remained in doubt.?* 

The subject was pursued further very shortly afterwards 
by John Blackall, physician to the Devon and Exeter 
Hospital, who published a manual upon The Nature and 
Cure of Dropsies. Blackall divides dropsy primarily into 
that torm in which the urine is coagulable by heat and 
that in which it is not coagulable. Despite the work of 
Corvisart, however, he does not recognize the mechanical 
effect of cardiac disease as an essentially important cause. 
He refers to observations by previous persons, such as 
Cotunnius, who had described a ‘ mucilaginous diabetes 
connected with the beginning of some dropsies,’’ Latham, 
who in 1795 had described ‘ diabetes with a copious 
discharge of serum from kidneys,’’ cthers. 
Blackall’s work deals largely with the matter of treatment 
and the clinical indications for the use of different 
remedies, such as squills, oi! of turpentine, cantharides, 


infusion of broom tops, tincture of opium, tapping, and 
scarification. 
It is not till we come to the classic work of Richard 
Bright, of which the centenary was celebrated last year, 
that a precise account is presented to us of disease in the 
kidneys as a cause of one type of dropsy.** Bright made 
a careful and complete study, both clinical and pathological, 
of his cases,,and published admirable plates showing the 
actual changes in the kidneys of the dropsical patients. 
Laennec had published in 1826 the second edition of his 
great work, and the connexion of heart disease with 
dropsy was firmly established. Bright had made a three 
years’ study of dropsy in the wards at Guy’s Hospital, and 
he says: 

** Where anasarca has come from exposure to cold, or from some 
accidental excess, I have in general found the urine to be coagul- 
able by heat. ... During some part of the _— of these 
cases of anasarca, I have in almost all instances found a great 
tendency to throw off the red particles of the blood by the 
kidneys, betrayed by various degrees of haematuria, from the 
simple dingy colour of the urine, which is usually nized; or 


the whole appears to be little but blood, and when not unfre- 
quently a thick ropy deposit is found in the bottom of the vessel.”’ 


He describes other chronic cases as follows: 


**In persons long the subjects of anasarca recurring again and 
again, worn out and cachectic in their whole frame and 
appearance, and usually persons addicted to an irregular life and 
to the use of spirituous liquors. . .. In all the cases in which I 
have observed the albuminous urine it has appeared to me that 
the kidney has itself acted a more important part, and has been 
more deranged both functionally and organically than has gener- 
ally been imagined. In the latter class of cases I have always 
found the kidney disorganized. In the former when very recent 
I have found the kidneys gorged with blood. And in mixed 
cases where the attack was recent, although apparently the 
foundation has been laid for it in a course of intemperance, I 
have found the kidney likewise disorganized.” 

The matter was subsequently verified in 1829 by Christison, 
who reported several instances of albuminuria with 
renal disease and who mentioned the progressive diminu- 
tion of the urea in the urine and the increase of the urea 
in the blood.*® Bright recurs to the subject in the second 
volume of reports of medical cases, published in 1831, where 
he deals with dropsy as it affects the brain both in cases 
of kidney disease and those due to various local causes. The 
importance of kidney disease as a cause of epileptiform 
convulsions, paralysis, and other signs of dropsy interfer- 
ing with the nervous system was fully described by Bright, 
and has, perhaps, come to receive too little attention in 
recent times.** 

Still another chapter, clearing up what had _ been 
regarded by earlier physicians as a puzzling group of 
dropsical cases, commenced with the description by Sir 
William Gull in 1873 of two cases showing a cretinoid 
state supervening in adult life in women. He gave a clear 
clinical picture of two elderly women who had come under 
his observation because of increasing languor and the 
development of a gradual appearance of dropsy. He 
described the complexion as having been: 

‘‘ Entirely different to what one sees in the bloated face of renal 
anasarca. This suspicion of renal disease failing, anyone who 
should see the case for the first time might suppose that the 
heart was the faulty og = and that this general change in the 
features and increase of bulk were owing to venous congestion. 
But neither would this be confirmed by an exact enquiry into the 
cardiac condition.” 

He had at that time no explanation to give of the cause 
that led to this state. With regard to treatment all he 
could say was: 

““The best suggestions I can make are to let events take their 
course very much, maintaining the strength by simple regimen and 
fresh air, and by the occasional or more or less continuous use of 
such remedies as quicken the peripheral venous circulation. Hot- 
air bath, or warm bath, frictions, ete., but the general good 
effect will, I think, be limited.’’?’ 

Four years later William M. Ord, physician at 
St. Thomas’s Hospital, went further and described in detail 
five cases of this condition which he carried to autopsy and 
showed to be associated with atrophy of the thyroid gland. 
He found that the skin, when cut up into small fragments, 
retained its oedematous condition, whereas the skin of 
dropsical patients collapsed when treated in this way; and 


copper sulphate, potassium citrate, tobacco, digitalis, 


he further found that fifty times the normal quantity of 
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mucin could be extracted from the subcutaneous tissues 
of these persons. He therefore gave the name of 
‘* myxoedema ”’ to supposedly dropsical cases of this type.?* 
The separation of these cases, which formerly had been 
classed as a type of dropsy, was further made in 1883 by 
Kocher, who found that the condition developed after 
removal of the thyroid gland,?* and by Semon,*® who in the 
same year suggested the identity of cretinism, myxoedema, 
and cachexia strumipriva, and whose suggestions on 
identity of origin were confirmed through an investigation 
held by the Clinical Society of London in the following 
year,*! 

In contrast to the helplessness expressed by Gull in 1873 
for the betterment of these cases, Murray*? in 1891 used 
with good result hypodermic injections of glycerin extract 
of sheep’s glands; and, in 1892, the treatment was further 
improved and simplified by Hector Mackenzie and Fox,** 
who independently and successfully used the administration 
of sheep’s thyroid gland, or its extract, by the mouth in 
the treatment of myxoedema. 

Other forms of dropsy of a localized nature have from 
time to time been shown to be duo to conditions which 
offer a local obstruction to the circulation of blood or 
lymph. It is unnecessary to particularize these, but one 
may simply mention the discovery by Bancroft in 1876 of 
the filaria which causes elephantiasis and allied conditions 
that were for long a puzzle to physicians practising in 
tropical regions, 

SumMary, 

Dropsy from the earliest times was an obvious morbid 
condition, and was for long regarded as a disease sui 
generis, due to liquefaction of the tissues. The ancient 
Greek physicians attributed it chiefly to a disorder of the 
liver, and hardening of this organ. was regarded as the 
principal cause by the Alexandrian School of Medicine. 
Galen regarded the defective action of the heart, which is 
often an accompaniment of dropsy, as an effect rather than 
a cause. In the eighteenth century Morgagni drew atten- 
tion to the frequency with which the heart is found to 
show valvular defects and other disorders in cases of 
dropsy, but he did not carry the matter further. 
Withering, who introduced the use of digitalis in 1775, 
recognized that only certain cases of dropsy were amenable 
to treatment by this drug. He described as the type of 
case in which the dropsy was chiefly benefited persons 
showing symptoms which we can now recognize as being 
those of advanced cardiac disease, although the means of 
diagnosing valvular disorder was not at the time available 
to him. In the beginning of the nineteenth century 
Corvisart, followed by Laennec, placed the diagnosis of 
cardiac disease on’ a sure foundation and showed that 
dropsy was frequently simply a sequel of this type of 
disease. The recognition of kidney disease as a cause of 
dropsy was first made early in the nineteenth century 
when Wells, Blackall, and others pointed out the fact that 
the presence of albumin in the urine was a prominent 
feature in certain dropsical cases, and these observations 
were placed on a sure footing by Bright in 1827. A further 
group of cases in which neither the heart nor the kidney 
is found to be at fault was demonstrated by Gull and Ord, 
in the seventies of last century, to be due to atrophy of the 
thyroid gland and to be of a different nature from 
simple watery oedema, ; 
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DISEASES OF THE CORONARY ARTERIES.* 


GEO. A. ALLAN, M.D., F.R.F.P.S., M.R.C.P., 


Visiting Physician, Western Infirmary, Glasgow. 


THE maintenance of an efficient circulation to the heart 
muscle is of fundamental importance if the heart is to 
be able to perform its function in health or disease to the 
best advantage. One of the essential requirements for this 
purpose is the possession 6f healthy coronary arteries, and 
it is to a consideration of diseases of these vessels that I 
have been asked to direct your attention. 

Before embarking on the subject proper it might not be 
inappropriate to indicate the scope of the discussion in 
relation to the title. Although diseases that affect the 
coronary arteries are the same as those that affect arteries 
in general, discussion of minute points in classification 
or of pathological details would be unfortunate and 
probably profitless. One should concentrate rather on the 
effects produced on the heart by such diseases as receive 
general acceptance. Again, because of the widely recog- 
nized connexion between angina pectoris and these diseases, 
one must guard against any concentration on the theories 
of angina pectoris, inteysting though that might be in 
itself, as a detraction from the value of the main subject 
before us. 

Further, coronary artery thrombosis is an important 
manifestation which has attracted much attention in 
recent years and will no doubt be freely discussed to-day, 
but it would denote a narrow outlook if discussion 
became limited to this condition. There is a danger ix 
any of these directions of overlooking other important 
considerations. 

In so far as special aspects of the subject will be dealt 
with in detail by subsequent speakers, these opening 
remarks will best serve their purpose if I survey ‘n a 
general way some of the essential features of the problem. 


Disease of the coronary arteries has been recognized for 
a considerable time, and its association with angina pectoris 
as more than a coincidence has been widely accepted, 
though many have refused to accept the view that coronary 
disease offers a complete explanation of that condition. 
Prominent among the latter have been  Alibutt,' 
Mackenzie,’ Cabot,? and Vaquez.'* In_ recent years, 
fifteen to twenty at most, prominence has teen given to 
certain symptoms, anginoid in nature, which have been 
found to be associated with coronary blockage—usually 
by thrombosis in situ. The importance of this syndrome, 
to which further reference will be made, is undoubted, and 
has anew directed attention to these vessels. Inquiries 
into the literature have been made by Hamman,’ and more 
recently by Parkinson and Bedford,'’® and while it would 
appear that the association of special symptoms with occlu- 
sion of the coronary blood supply had been recognized as 
far back as 1878, it is only during the last few years that it 
has received intensive study and that a clear distinction 
has been established between it and the more widely 
recognized syndrome of typical angina pectoris. 

In this country the papers published in 1925 by McNee*® 
and by Gibson* have helped to focus attention on this 
subject. It is interesting to note, however, that in 1887 


*A paper read in opening a discussion in the Section of Medicine of. 


the Annual Meeting of the British Medical Association, Cardiff, 1928. 
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lindsay Steven'® of Glasgow, whom I had the privilege of 
sisting in his clinic for a few years, in a lengthy paper 
m “ Fibroid degeneration and allied lesions of the heart 
and their association with disease of the coronary arteries,”’ 
made a careful analysis of the literature. One of the 
earliest cases he noted was recorded by Sir William 
Gairdner in 1854—‘‘ a case of ossification of the coronary 
uteries with tendinous degeneration of the heart.’’ Steven 
recorded sixteen cases with clinical histories and post- 
mortem reports, emphasized the relationship existing 
between disease or obstruction of the coronary arteries and 
fbroid degeneration, and distinguished in this connexion 
petween this fibrous transformation and chronic interstitial 
myocarditis due to other causes. It may be mentioned 
at this point, though somewhat anticipating subsequent 
remarks, that in two of the cases recorded Professor 
Coats demonstrated, by injection with Prussian blue, free 
anastomoses between a pervious coronary artery and the 
branches of a blocked vessel, and also between branches 
supplying the two auricles and the two ventricles. 

Coincident with this increased attention to the clinical 
aspects very important anatomical investigations have 
ben made, and to Gross* and his collaborators physicians 
owe a debt of gratitude. It may be appropriate at this 
pint to mention some of the results ‘of their work. The 
blood supply to the heart is subject to much variation, but 
certain main facts ought to be borne in mind. 

The right coronary artery emerges between the pul- 
monary artery and aorta, passes to the right in the 
auriculo-ventricular groove as the right circumflex branch, 
and, crossing the acute margin, continues to the posterior 
aspect of the heart, where it gives off the posterior descend- 
ing branch in the interventricular groove. It supplies the 
entire right ventricle except the left third of the anterior 
wall. It also supplies the right half of the posterior wall 
of the left ventricle and a strip of the interventricular 
septum. 

The left coronary artery divides, almost immediately after 
its origin from the left anterior syleus of the aorta, and 
under cover of the left auricle, into two branches, the chief 
branch being the anterior descending branch, which passes 
down in the anterior interventricular groove to the apex, 
curves round the apex, and ascends the posterior wall. 
The other, the left circumflex branch, passes to the left in 
the auriculo-ventricular groove. The left coronary artery 
supplies the left ventricle except the right half of the 
posterior wall, the left third of the anterior portion of the 
right ventricle, and part of the septum. Thus both vessels 
supply part of the posterior wall of the left ventricle, the 
anterior wall of the right ventricle, and the septum. The 
left aspect of the left ventricle and the anterior papillary 
muscle of the ventricle are only supplied by the left 
coronary artery. Further, the right branch of the 
auriculo-ventricular bundle is only supplied by the left 
cewmrtg artery, while the left branch is usually supplied 

th. 

From his studies Gross also concludes that the heart is 


perhaps the richest organ in the body as regards capillary’ 


and precapillary anastomoses between branches of the same 
artery as well as between branches of both arteries, and, 
further, that as age advances there is also an anastomosis 
between the vessels in the epicardial fat and other adjacent 
parts and the coronaries—a fact which has a certain clinical 
bearing in explaining some of the features presented by 
cases of occlusion in later life. 

Recently Kugel,* a co-worker with Gross, has more fully 
demonstrated that an artery, called by him the “ arteria 
anastomotica auricularis magna,’’ which constantly links 
the right and left coronary arteries, usually passes from the 


circumflex branch of the left coronary artery to the circum- 
flex branch of the right coronary artery through the inter- 
auricular septum. Incidentally this is the artery which 
sends twigs to the aortic cusp of the mitral valve when that 
valve is vascularized. 

The question of anastomosis has been investigated much 
earlicr and from different standpoints. In more immediate 
Connexion with our discussion one might mention the work 
of Miller and Matthews® on ligation of the descending 
branch of the left coronary artery in dogs from which the 
Presence of anastomosis was inferred, and the more recent 


and more extensive work of Smith,!* who arrived at the 
same conclusion by a similar method. Smith further 
correlated certain electro-cardiographic results with ligation 
of the left descending branch in dogs, and among several 
clinical cases reports,’ with electro-cardiographic records, 
one of a man who had the left descending branch ligatured 
for the stoppage of haemorrhage from the heart wall 
following a self-inflicted wound. 


Morsip ANATOMY. 

When we come to consider the morbid processes which 
are prone to affect the coronary arteries, we find that these 
can be classified into four clearly defined conditions. A 
classification built on minute histological detail is not 
necessary for the purpose of this discussion, and would 
probably in any case lead to profitless argument, but unless 
some uniform and simple classification is accepted con- 
fusion is likely to arise owing to the variety of terms that 
are often applied to the same pathological condition. 

The four conditions with which I shall deal are atheroma, 
arterio-sclerosis, syphilis, and calcareous degeneration. As 
an example of the need for uniform nomenclature may be 
cited the cases of three recent papers directly or indirectly 
dealing with coronary artery disease. Apart from syphilis, 
in one English paper atheroma is the only term employed 
to denote lesions of the coronary arteries, while in another 
English paper the term arterio-sclerosis alone is employed. 
In an American paper the term arterio-sclerosis is used 
with hypertension as an added condition, while the term 
atheroma is not once mentioned. The term athero-sclerosis 
also occasionally crops up. A definition of the terms 
‘proposed to be employed would therefore appear to be 
necessary. 

Atheroma.—The commonest primary lesion in the coro- 
naries is a patchy disease, first affecting the deeper layers 
of the intima. While there may be proliferation of fibrous 
elements on the aspect nearer the lumen of the vessel’ 
the deeper parts tend to degenerate, and in the later stages 
deformity is produced, encroaching on the lumen. Whether 
beginning originally’ as a fatty degeneration or not it is 
essentially the same condition as that called atheroma in 
the aorta, and, though with less frequency in the coronaries 
than in the aorta, is liable to produce atheromatous ulcer 
with a special tendency to thrombus formation. Atheroma 
is the term which I shall employ for this condition, as 
it affects the coronaries. It is to beenoted that not only 
is the disease patchy in its local manifestation, but that 
it is also quite irregular in its incidence in different parts 
of the same body, so that the aorta, the coronaries, or the 
cerebral arteries may be the seat of well-marked atheroma 
though the accessible arteries of the body give no indication 
of its presence. 

Arterio-sclerosis.—The second lesion met with is a much 
more diffuse process, characterized by thickening of the 
media and intima, probably beginning in the media as 
a hyperplasia and leading on at times to a certain degree 
of fibrous transformation of the muscular wall. It is the 
same as that described as the arterio-sclerosis of high blood 
pressure, and it may or may not produce any narrowing 
of the lumen of the vessel. It is much more uniform in 
its distribution throughout the body than is atheroma, 
and may be found throughout the vascular system, though 
certain parts may suffer more than others. The term 
arterio-sclerosis shall be confined to this type. 

Syphilis.—While aortic syphilis is one of the commonest 
visceral manifestations of that disease its presence in the 
course of the coronary arteries is comparatively rare. The 
coronary arteries, however, are liable to be implicated at 
their orifices in a patch of syphilitic mesaortitis, thus pro- 
ducing narrowing of their lumina where they arise just 
above the aortic cusps. 

Calcification.—The fourth condition met with is cal- 
careous degeneration, and it is frequently found super- 
imposed on either atheroma or aiterio-sclerosis, though 
it may occur as a primary medial degeneration. The 
deformity it produces in the coronary arteries in association 
with atheroma makes it a potent factor in diminishing the 
lumen, either directly or by the formation of thrombus on 
its surface. 

If the purists in pathological terminology will agree te 
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accept such a classification it will, T am sure, meet all the 


requirements of the present discussion. 

To obtain some idea of the relative frequency of these 
lesions of the coronary arteries, through the courtesy of 
Professor Muir, I took the figures from 1,000 consecutive 
post-mortem examinations made in the Western Infirmary, 
Glasgow, using only the routine reports of the naked-eye 
findings. It will be understood, therefore, that the figures 
will be below, rather than above, the actual, because the 
state of the coronary arteries was not mentioned in every 
report, and, further, the coronary arterioles did not come 
under observation. 

Under these conditions I was surprised to find that out 
of 1,000 consecutive post-mortem examinations made, there 
were 371 cases in which note was made by naked-eye 
observation of a lesion, whether trifling or severe, of the 
coronary arteries (see table). Of this number the average 


Lesions of Coronary Arteries, with Accompanying Muscle Defects, 
Found in 1,000 Consecutive Post-mortem Examinations. 


! 
Fibrosis, | Fibrosis No Fi . 
Coronary Lesions.| Number. Patchy or | 
€3 7 | 66 
A. and A. S. 96 52 it 31 
A.and ... 26 -« 
A.and8. ... 8 2 | o | o | 6 
A,, A.S., and C..... 6 6 | o | o | 0 
A., A.S., and ... 1 | o | 0 
A.S. and 4 1 | 2 
A.S.andS... 1 o | | | 1 
Ss. 3 2 1 
| 
Total lesions| 371 m | 
foun | 
No lesion _... 629 68 | | 


A.=Atheroma. A.S.=Arterio-sclerosis. C.=Calcification. $.=Syphilis. 


age of the patients was 55.4, the youngest being 13 and 
the oldest 85 years, and the causes of death were about 
as varied as one gets in any general hospital. Of these 
371 cases, 238 showed a definite lesion of the myocardium ; 
178 presented fibrosis, either patchy or diffuse; 12 fibrosis 
with fatty change; 48 fatty change alone; and in 133, or 
35.9 per cent., no obvious change was present or there was 
only simple or brown atrophy or hypertrophy. Thus the 
predominant lesion present was fibrosis, as it was found 
190 times (51.2 per cent.) in 371 cases with coronary artery 
lesions. In the remainder of the 1,000 cases in which no 
lesion of the coronary arteries was noted fibrosis occurred 
in only 68 (10.8 per cent.), the average age being 48.4 
years. The lesions found in these 371 cases, with the 
percentage incidence of fibrosis, were as follows: 


299 (80.6%), with fibrosis in 153 (51.2%) 
168 (45.3%) » 92 (54.7%) 


Atheroma... 
Arterio-sclerosis 


Calcification 40 (10.8%) » (77.5%) 
Syphilis (at or near 
an orifice) 13° (3.5%) 5 (38.0%) 


Using fibrosis, then, as an index of the effect of the 
various lesions of the coronary arteries, we found that 
calcification when present was the factor most likely to 
produce a lesion of the myocardium. It was usually found 
in association with atheroma or with atheroma and arterio- 
sclerosis. 

. There were 97 cases in which the lesion of the arteries 
was specially noted as producing definite narrowing or 
actual blockage of the lumen: 
Atheroma was present in 85, with fibrosis in 82 per cent. 
Arterio-sclerosis in 3l, ,, 
Calcification in 3, 45 85 

Fibrosis was present in 78, or 80.5 per cent. of the 97 

cases, in contrast with 51.2 per cent. of the whole group. 


Thus, it may be inferred that when a lesion is sufficient} 
severe to narrow the lumen, no matter what the lesion, 
fibrosis is the natural result. 

The last group I extracted from this series was that 
of 58 cases in which the patients died suddenly from 
coronary artery disease, or in which there was definite 
occlusion of a coronary artery or main branch. The 
average age in this group was likewise 55 years. Of the 
58, atheroma was present in 49, or 84 per cent.; arterio- 
sclerosis in 13, or 22 per cent.; calcification in 20, or 4 
per cent; and syphilis in 11, or 19 per cent. It is impor. 
tant to note that while this group is a little less than one 
sixth of the total, about one-sixth of the cases of atheroma 
are found in it, one-half of the cases of calcification, 
three-fourths of the cases of syphilis, but only one-twelfth 
of the cases of arterio-sclerosis. This supports the view 
that atheroma, the commonest lesion, is also a_ serious 
one, while calcification or syphilis materially increases 
the gravity of the case in the direction of promoting 
occlusion of the vessel. Fibrosis was present in 48 of 
these cases, but there were 10 in which there is no note 
of any fibrosis in the heart muscle. 

These cases present striking instances of the adapt 
ability of the anastomotic channels in suitable circum. 
stances, one of the conditions being slowness of the con- 
stricting process. The average age of the 10 patients was 
only 41. Space alone forbids details of these patients, 
ail of whom died suddenly; ail had well-marked, often 
extreme, old coronary lesions, and yet presented no gross 
fibrosis. More than half the cases had syphilis. One 
case must serve as an example: A female, aged 40, had 
suffered from angina for five years. At autopsy the right 
coronary artery was completely occluded with arterio- 
sclerosis, and there were syphilitic lesions in the aorta. 
The left coronary artery was small. There was no gross 
fibrosis and no recent thrombosis. 

From this study, in addition to the general information 
regarding the frequency of the lesions and their effects, 
three points emerged which are worthy of note: (1) severe 
coronary artery narrowing may be present without obvious 
lesion in the myocardium; (2) old-standing severe arterial 
lesions and actual occlusion with fibrosis may be present 
with no clinical history of its occurrence; (3) patients 
may die with symptoms suggesting coronary artery occlusion 
in which no such lesion is found. 


GENERAL Errects oF Coronary ARTERY Disease. 

In general it may be said that there is a tendency for 
disease affecting the coronary arteries to produce diminu- 
tion of their lumen. Rupture of a coronary artery, @ 
condition analogous to that producing cerebral haemor- 
rhage, must be very rare. Undoubted embolism causing 
blockage was not noted in this series. 

The effect of the narrowing is to produce starvation 
atrophy in the parts supplied, followed by replacement 
fibrosis, or, if sudden complete occlusion is produced, infare- 
tion results,’ which may show necrosis and at a later date 
fibrosis; or sudden death may occur before either is mani- 
fest. The infarction is usually smaller than the area 
supplied by the blocked artery and is generally found te 
affect the middle or inner two-thirds of the heart wall. 
Fibrosis may, if sufficiently general, lead to dilatation of 
the chamber affected, or, if more localized and sufficiently 
severe, to aneurysm of the heart wall. As the descending 


' branch of the left coronary artery is the vessel most com- 


monly involved, the fibrosis is usually most marked towards 
the apex of the left ventricle, in the anterior papillary 


muscle of the left ventricle, and in part of the inter- 


ventricular septum. 
_ If one takes a sufficiently wide outlook of the subject, it 
will be apparent that there can be no diagnostic symptom- 


‘atology which will cover all cases of coronary artery 


disease. Thus it may be remembered that in the series 
of cases to which I have alluded the disease did not 
progress so far as to interfere appreciably with the blood 
supply in 133, or 35 per cent. of the cases; at least no 
gross lesion in the muscle was apparent. In the remaining 
238 cases only 58 could be said to have died as an imme 
diate result’ of coronary artery lesions. In some of these 
a preliminary diagnosis, which would have been of value as 
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a guide to treatment, could not have been made, as the 
terminal event was the first indication of ill health. In an 
unknown proportion of the remainder, the coronary artery 
narrowing was no doubt a factor which promoted a fatal 
termination in the disease from which the patient chanced 
todie. In some patients death was due to ordinary cardiac 
failure, with or without dropsy, without any special 
symptoms or signs which might distinguish them from 
those dying with myocardial degeneration from other 
causes. In cases of arterio-sclerosis with high blood 
pressure, or in cases with evidence of atheroma in peri- 
pheral vessels, one might surmise that fibrosis of the myo- 
cardium due to these lesions in the coronary arteries was 
the cause of disease, if no other obvious cause was present. 
In some of them no doubt a more careful inquiry into the 
history during life might have directed the attention to } 
the coronary arteries and made a diagnosis possible in view 
of the symptoms and signs that we now know occur in 
typical cases. 
Coronary ArtERY OccLusIon. 

When the blockage is abrupt, as from thrombosis on 
an atheromatous or calcified patch, certain features are 
present with such regularity as to make diagnosis reason- 
ably sure. Even when coronary artery thrombosis is recog- 
nized it must be understood that the result is still variable, 
depending on the size of the artery blocked, the actual 
branch that is affected, and the age of the patient. 
Hamman,’ in his review on the subject, has divided cases 
of coronary artery thrombosis into six classes, according to 
the course of events—namely: (1) Cases of sudden death. | 
(2) Death in a few hours or days. (3) Continued myo- 
cardial insufficiency, with death in weeks or months. 
(4) Recovery after grave symptoms. (5) Cases that are 
not grave but recognizable. (6) Mild or uncertain cases. 

The clinical features and diagnosis of coronary artery 
thrombosis will be dealt with in detail by subsequent 
speakers. The features that demand attention in coming 
to a diagnosis, and which I trust will be fully discussed, 
are, among others, the duration and situation of the pain, 
the associated symptoms such as collapse, vomiting, respira- 
tory and mental distress, such signs as the rate and rhythm 
of the heart, the fall of blood pressure, pericardial friction, 
fever and leucocytosis, and the information that may be 
derived from electro-cardiograms. 

I forbear to say more on these points than to repeat 
what emerged from the pathological inquiry. In a few 
cases old crganized thrombosis may be present at autopsy 
without a history of antecedent acute illness; or there may 
be what appears to be a typical history and no thrombosis 
is found. The diagnosis must therefore be carefully 
assessed or it may readily overstep the truth. 


Prognosis. 
. Once the diagnosis has been made the outlook is un- 
certain, and even the immediate prognosis can only be 
assessed after time has elapsed to gauge the response to 
treatment. In almost all cases the ultimate prognosis is 
bad, particularly in view of the absence of any evidence 
that arterio-sclerosis, atheroma, or calcification can be 
influenced materially by any known line of treatment. 
Gradually increasing cardiac weakness and sudden death 
at a subsequent date are not uncommon features. _ Until 
the diagnosis of minor manifestations is more accurate the 
number who recover cannot be stated. Judging from the 
old lesions found at autopsy those who make a good 
recovery, at least temporarily, must be fairly numerous. 
TREATMENT. 

In considering treatment one must clearly distinguish 
between treatment of the actual disease which is affecting 
the coronary artery and treatment of a complication that 
may arise in the course of that disease, such as thrombosis. 

It may be advisable to speak first of treatment of a case 
of coronary artery thrombosis. When the patient is struck 
down with such a catastrophe the first indication is to 
relieve the pain. The pain presents a striking contrast, in 
respect of its response to treatment, to that of true angina 
pectoris, where vaso-dilators may give instant relief. In 


doses. It may be stated that in cases of persistent anginoid 
pain, or of low blood pressure, amyl nitrite is seldom 
effective and is usually dangerous. Morphine also aids 
in giving to the patient the mental and physical rest that 
is so essential. Some find digitalis of great value when the 
heart rate is accelerated, and in cases with auricular 
fibrillation the indication is obvious. Cases that rally from 
the initial attack, but present in time the ordinary signs 
of cardiac failure, should be treated along the usual lines 
for that condition. 

I have for some time been impressed with the value of 
glucose in strengthening the heart in cases of myocardial 
weakness, but I have not been able to follow a sufficiently 
large series of cases to make any dogmatic statement. The 
dose I have employed has been half a pound daily, and I 
should like to have the views of others who have adopted 
this line. 

In considering treatment of the actual disease of the 
ceronary arteries one must admit that the ideal stage at 
which to deal with it is the stage before it has produced 
any effects on the heart, and the treatment’resolves itself 
ultimately into the prevention of such conditions as 
atheroma and arterio-sclerosis. This implies a knowledge 
of etiology that is far from efficient. 

Arterio-sclerosis of the hypertensive type has been 
much discussed for many years. As we have seen, it is a 
widespread condition as a rule, and so may be recognized 
before it has produced any effect on the cardiac muscle. 
Since the introduction of the sphygmomanometer some 
useful and much useless speculation has been printed. In 
certain cases it would appear that the thickening of the 
arterial wall is a direct result of hyperpiesis without 
kidney disease, while in others disease of the kidney appears 
to produce both. Over twenty years ago W. Russell" 
enunciated the view that arterio-sclerosis was due to the 
putrefaction of protein bodies in the intestine, and a few 
years ago Batty Shaw,'? in his work on hyperpiesis, gave 
further support to that view. Treatment directed against 
the causes of hyperpiesis may then be of some value. The 
association of arterio-sclerosis and hard physical labour 
has not been clearly defined, though all conditions that 
tend to raise the blood pressure, even intermittently, over 
a long time may be expected to play a part. 

Atheroma is more elusive even than arterio-sclerosis; 
there need be nothing in the patient to give a clue to the 
condition. Irregular in its distribution as it usually is, 
and not infrequently confined to inaccessible vessels, no 
history of its presence may be forthcoming till an accident, 
such as cerebral or coronary thrombosis, occurs. Its 
predilection for the aorta should direct attention to a 
careful assessment of all points that might assist in a 
diagnosis. It causes a weakening of the elastic tissue and 
leads to fusiform ‘dilatation, which may be detected by 
x rays, by percussion over the manubrium, by palpation 
in the episternal notch, or by accentuation of the aortic 
second sound, these being of most value when the blood 
pressure is low and the Wassermann reaction negative. 

With regard to the causes, one title—that of senile 
atheroma—suggests that it is a natural process associated 
with old age. Though resident physicians have been known 
to index cases as senility and enter them on dismissal as 
cured, the prospect is not s» hopeful for those who have 
bad a little more experience in their profession. It is 
scarcely possible to assign any cause for the condition in 
the present state of knowledge. It is essentially a degener- 
ative process. Age, physical strain, infections, and disorders 
of metabolism have all been assigned as causes in different 
cases. Tho special susceptibility of the coronary arteries 
has suggested that one of the factors may be the constant 
buffeting they receive from the contracting ventricles, and 
it has been suggested that the relative predisposition of 
the descending branch of the left coronary artery might be 
explained by the position of the vessel in relation to the 
sternum. 

In these remarks I am afraid I have only presented 
what are to me the difficulties, and have not added any- 
thing constructive to the treatment of these diseases, It 
is important, however, to face the facts, and not to rest 
content with merely treating what are, after all, the 
accidents superimposed on the primary condition. I have 


this condition morphine is required, and often in large 
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attempted, and have only very imperfectly managed, to 
present you with the broad aspects of the subject. Diseases 
of the coronary arteries present a varied picture, and 
certain of the more dramatic aspects are apt to blind one to 
the fundamental condition. These remarks, however, will 
have been justified if they lead to a very general discussion 
this forenoon. 
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From the days when ophthalmology was first a science the 
etiology of glaucoma has given rise to investigations and 
discussions innumerable; to-day, although our knowledge 
has advanced, we are still quarrelling over the matter. 
I do not imagine for a moment that we have solved the 
problem, or that we have ended our quarrels; it is more 
likely that we are starting them afresh. But I would 
suggest that the trend of modern thought is throwing some 
new light upon the subject, and is introducing us to a 
completely new aspect of it. For too long the attention 
of investigators has been focused upon the gross patho- 
logical changes which have been observed in eyes excised 
for established glaucoma. The findings in these have almost 
invariably been interpreted as the essential causal factors 
in the disease, while it is more than possible that they may 
have been merely subsidiary causes, or even results. The 
essential cause is almost certainly something deeper and 
more subtle, and to discover its nature we shall have to 
go more deeply into the problem. Before we are in a 
position to understand pathological changes in the tension 
of the eye we must investigate first of all the more funda- 
mental question of the maintenance pf the intraocular 
pressure at its normal level and the variations to which 
it may be subjected under physiological conditions. 

At the outset of any problem which concerns itself with 
the intraocular pressure the first matter to be settled 
is the nature of the processes controlling the formation of 
the aqueous humour; for these essentially must play the 
most predominant role in the determination of any pressure 
conditions, and, until agreement can be reachéd upon this, 
we can never arrive at a satisfactory or generally accept- 
able theory of the etiology of glaucoma. This is, indeed, 
the most fundamental question in the physiology of the 
eye, and, strangely, it is a question on which there is, as 
yet, a great diversity of opinion. To it I propose to 
suggest a very definite answer: the aqueous is not a secre- 
tion, nor is it, in normal circumstances, a transudate. It is, 
on the other hand, a dialysate of the capillary blood, formed 
by the same processes as the other tissue fluids, the only 
difference being that the process is modified by the relative 
impermeability of the ocular capillaries in order to allow the 
physiological requirements of the eye to be met. If the 
eye is to be an efficient organ of vision it is essential that 
its fluid contents be kept clear and practically free from 
colloidal micelles to allow the light to pass through undis- 
turbed, and this is accomplished by making the capillary 
walls relatively impermeable. If the dioptric apparatus of 
the eye is to be kept properly adjusted it is essential that 


* The a of a discussion in the Section of Ophthalmology 
at the Annual Meeting of the British Medical Association, Cardiff, 


the various elements in the refractive system be kept each 
accurately in its own proper position, a condition which ig 
brought about by making the eyeball tense and filled with 
fluid under pressure; this again is accomplished, as we 
shall see later, by the same process of making the capillary 
walls relatively impermeable. The permeability of the 
capillary walls varies within wide limits throughout the 
body from organ to organ, and, in each organ, from time 
to time, adapting itself to suit the requirements of eack 
peculiar case ; thus, for example, in order that the functions 
of the liver may be carried out efficiently, the capillaries 
here are extremely permeable. By a modification of the 
same universal physiological process in the opposite direc. 
tion, the eye has become biologically adapted as an organ 
of vision; no more simple means could have been chosen, 


and I know of no more beautiful example of the purposive 


and teleological activities of the living orgavism. 

_The argument which has led me to adopt this view would 
take too long to go into in detail. It is essentially a 
physico-chemical one, and in essence it is as follows: A 
dialysate in equilibrium with its parent fluid must have a 
very precise and definite chemical composition, it must have 
a very definite osmotic pressure, a definite reaction, a 
definite electrical potential, and there must be a definite 
relationship between the hydrostatic pressure at which it 
is maintained and that of the parent fluid. 

During the past few years we have analysed the aqueous 
humour chemically, comparing it with the arterial an 
venous blood. We have measured its osmotic pressure, its 
electrical potential, its reaction, and determined the pres- 
sures in the chambers of the eye and in the arteries and 
veins. We have done it in normal conditions and in 
experimental variations from the normal, taking minute 
precautions against sources of error, and we have satisfied 
ourselves that the aqueous in all conditions is in complete 
thermo-dynamical equilibrium with the plasma—chemically, 
osmotically, electrically, and hydrostatically. 

It must be remembered that these relationships are very 
complicated and very precise, and if the aqueous shows all 
these very complex properties, it seems illogical to deny 
that it is a dialysate in the absence of any definite reason 
to the contrary. There is no evidence, experimental or 
otherwise, which I know, or which I can find in the litera- 
ture, and which will bear legitimate criticism, which can 
detract from this conclusion; to my way of thinking, at 
any rate, we are forced to accept it. Indeed, I think that 
the physico-chemical evidence which we have put forward 
is the most unequivocal obtainable. In the last resort th 
formation of the aqueous humour is a_physico-chemic 
process. In a case such as this, anatomical evidence must 
be subservient to physiological findings. In ‘much of the 
physiological work which has been done upon the eye con- 
fusion has arisen from a failure to appreciate the ease with 
which the normal equilibrium is disturbed, and many ef 
the results lay themselves open to the criticism of reason- 
ing from the abnormal to the normal. From this criticism 
a physico-chefnical method of inquiry is almost entirely 
free. We can separate the aqueous from the influences of 
the complex changes which beset it in vive, and in the 
isolation of the test tube we can determine with a very 
great degree of precision what the normal really is. 
Similarly, after introducing abnormal conditions, we can 
repeat the same process, and by comparison construct @ 
coherent picture of the train of events as they have actually 
occurred. 

The second fundamental question to be answered is thad 
of the circulation of the aqueous humour. It is to be 
remembered that although I have used the word “ equi- 
librium,”? the meaning is a dynamic and not a statio 
equilibrium. All vital equilibria are of this nature. 
Three factors enter into the circulation of the fluid in the 
eye. There is in the first place a continuous metabolio 
interchange between the blood and the aqueous humour 
through the capillary walls, on either side of which the 
balancing hydrostatic and osmotic pressures are continually, 
fluctuating, conditioning a flow of fluid now in one direc- 
tion, now in another, so that the whole is continually 
renewed. Secondly, there is an internal thermal circula- 
tion caused by convection currents in the anterior chamber. 
More important, there is a through-and-through pressurg 
circulation. We measured the pressure in the intrascleral 
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veins, and we found that, while in normal circumstances 
the venous pressure here was higher than the intra- 
ocular, when the intraocular pressure was raised it rose 
more rapidly than the venous pressure and readily exceeded 
it. The canal of Schlemm is in direct continuity with these 
yenous exits, and it seems to follow that when the chamber 
pressure rises suddenly it exceeds the pressure here, and 
this excess will condition an outflow of aqueous. Such 
rises of pressure will be continually provided by the move- 
ments of the ocular muscles, for these have a larger effect 
on the tension of the eye than may be imagined. By 
stimulating the orbicularis to contract it has been found 
with a manometer inserted into the eye that pressures of 
the order of 40 to 60 mm. of mercury are easily attained. 
This action is doubtless assisted by the suction of the scleral 
spur described by Professor Thomson, and the result of the 
two factors will be an almost continuous, though very 
minute, circulation of fluid. This appears to act as a 
safety valve mechanism to maintain the intraocular pres- 
sure at its normal level, for in a globe like the eye, whose 
walls are feebly distensible, the expulsion of a very small 
quantity of fluid entails a large fall of internal pressure. 

. Based on our experimental studies we have thus arrived 
at the conclusion that the aqueous humour is in a state of 
continuous dynamic equilibrium with the capillary blood 
through the capillary walls, and that it is propelled through 
the eye with a small but efficient circulation. Using this 
as a basis for our inquiry into the cause of pathological 
rises of pressure, we may summarize the position from 
which we start under these three heads: 

I. The intraocular pressure is maintained at its normal 
equilibrium by the height of the blood pressure in the 
capillaries, less the difference in osmotic pressure between 
the aqueous humour and the plasma. ; 

Il. Being maintained at this level the 
pressure may be varied: 


intraocular 


1. By altering the equilibrium level: (a) by raising 
the blood pressure in the capillaries, either by varying 
the arterial blood pressure, the venous pressure, or the 
local capillary pressure; (b) by varying the difference 
between the osmotic pressure of the plasma and the 
aqueous. Since the capillaries are freely permeable 
to crystalloids, the only common clinical condition 
wherein this can occur is when the colloid (protein) 
content of the aqueous is raised. 

2. Since the sclerotic is practically non-distensible, 
the pressure may also be raised by increasing the 
volume of the contents of the eye. The only common 
condition wherein this occurs is when the volume of 
the vitreous and lens are increased by physico-chemical 
influences involving changes in turgidity pressure. 


III. In normal circumstances these changes in pressure 
are to a large extent compensated by the expulsion of 
some of the aqueous through what we have called the safety 
valve mechanism of the canal of Schlemm, the lens and 
vitreous partially filling up the anterior chamber. The 
aqueous thus acts, within limits, as an elastic cushion, 
tending to maintain the intraocular pressure at its normal 
level. If, however, the swelling is great, the anterior 
chamber may be abolished, in which case an acute rise of 
tension will ensue; and again, if the exit channels are 
rendered inefficient so that they cannot deal with an 
increased, or even with a normal, pressure circulation, 
whether it be by the formation of synechia, or by sclerosis, 
or by any other means, a rise in pressure will be evident 
at a much earlier stage. Not only will aqueous be pushed 
out under these conditions, but the uveal blood channels 
will be conipressed as well, in which case the feeding 
arteries will pile up pressure to maintain the circulation 
at a higher level, until eventually their limit of effective 
pressure may be reached and finally overcome; in the first 
case the tension will be permanently raised, in the second 
the eye will be strangulated. 

Starting, then, with these basic factors as a foundation, 
we can proceed to apply them to the clinical condition of 
glaucoma. 

With regard to the first of these influences—the blood 
pressure in the capillaries—it is evident that the influence 
of both the arterial and the venous pressures will be felt only 


in so far as their effects are manifested in this part of the 
circulation. There is a large amount of statistical evidence 
now available, which indicates definitely that a high blood 
pressure in itself is not an essential, nor even an important 
factor in the etiology of glaucoma: The reason for this is 
obvious when we remember that the arterio-sclerosis which 
usually accompanies a persistently elevated blood pressure 
damps down the capillary flow to such an extent that the 
circulation here is frequently less than normal. There is one 
important thing to be remembered in this connexion: in 
the normal individual the blood pressure is kept at a 
remarkably constant height, but in the high pressure 
subject the regulating mechanism has ceased to be adequate, 
and the pressure, in addition to being kept at an abnor- 
mally high level, is subject to sudden and extensive varia- 
tions excited by influences so slight as would have little or 
no recognizable effect in the normal person. To this extent, 
therefore, a hyperpietic diathesis will predispose to an 
acute crisis in the eye. The venous pressure also is effec- 
tive only in as far as its influence is felt in the capillaries. 
Since its variations, in comparison with the arterial side 
of the circulation, are less adequately damped down by 
a vasomotor mechanism, any local interference with the 
venous return from the eye readily produces a rise in 
capillary pressure which may precipitate a glaucomatous 
attack. The frequency with which phlebitis and peri-, 
phlebitis of the vortex veins are seen in the pathological 
examination of glaucomatous eyes is significant in this 
connexion. 

There remains for consideration the essential question 
of the capillary pressure itself. This is controlled by 
many factors as yet little understood—physical, chemical, 
nervous, hormonal, and psychical. The tendency for the 
occurrence of acute glaucoma in persons of an emotional 
temperament or during a nervous crisis is well known, and 
the etiological importance of the endocrine group of 
glands and their association with the sympathetic nervous 
system is also significant. Whatever the action of these 
ductless glands and the sympathetic nerve—and at present 
it can only be expressed as a vague and indefinite associa- 
tion—there is no evidence that any other action than vaso- 
motor is called into play. The essential feature seems to 
be a state of capillary instability and a tendency to dila- 
tation. There may be other factors than these: possibly 
the accumulation of some toxic material, of the nature 
and action of histamine, may have some influence. It is 
possible that such an injurious substance might be bio- 
chemical in nature, the result of faulty metabolism, such 
as might upset the delicately balanced mechanism of the 
endocrine glands or induce a condition of sympathetico- 
tonus. Whatever it is, it is unknown, and mere specula- 
tion is useless; all that we do know and can be sure about 
is the essential condition of capillary instability and 
dilatation. 

We now come to the second factor—the difference 
between the osmotic pressure of the aqueous humour and 
the blood. The osmotic pressure may be considered to be 
made up of two components—that of the crystalloids and 
that of the colloids. Since the capillary walls are freely 
permeable to the former, only the latter can have a 
permanent influence on the tension of the eye. It may 
be of some significance, however, that there seems to be a 
tendency to hypotonicity in the blood of glaucomatous 
patients, for on the average in these subjects the total 
osmotic pressure is less and the sodium diminished in com- 
parison with normal people. I do not think, however, that 
the changes which have been found are great enough or 
constant enough to entitle us to attach much etiological 
importance to them: such as they are, however, they tend 
to indicate a change in the general metabolism. Colloids, 
on the other hand, are normally unable to pass the 
capillaries of the eye, and therefore any tendency towards 
an equalization of the colloid osmotic pressure of thie 
aqueous humour and of the blood will raise the pressure 
level in the eye. This may be done either by lowering the 
concentration of colloids in the blood or by raising the 
colloid content of the aqueous. The first of these is again 
unimportant clinically, and the blood of glaucomatous 
patients shows no decrease in its protein content. An 


| increase in the protein content of the aqueous humour, 
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however, is a common oceurrence in inflammatory states 
and cases of intraocular haemorrhage and thrombosis 
wherein pathological rises of tension are by no means un- 
known. It is to be remembered that in these cases the 
influence of the inerease in colloids in raising the pressure 
level is increased by the obstruction to the free exit of 
fluid which the albuminous nature of the aqueous will 
bring about. Finaily it is to be noted that the original 
cause of the entrance of colloid particles into the chambers 
of the eye is a dilatation of the capillaries involving an 
increase in the permeability of their walls; and thus we 
return again to our first consideration, the essentially 
important capillary cireulation. 

The remaining point to consider is the matter of changes 
in the volume of the contents of the globe, and among 
these the greatest interest centres round the changes which 
occur in the vitreous. The general appearance of a typical 
glaucomatous eye, with the anterior chamber shallow and 
the iris and lens pushed forward, strongly suggests that 
one of the commonest and most important changes which 
occur in this disease is an increase in the volume of the 
vitreous. The vitreous is a gel bathed in aqueous; its 
chemical constitution and its structure as seen under the 
ultra-microscope show that it is so. The main determinant 
of the volume of such a system is the amount of water 
which it retains in association with it—that is, the degree 
of hydration of its colloid particles. This question of the 
swelling of gels is an extremely interesting one, and, 
unfortunately, one about which little is known at present 
even in the domain of pure physieal chemistry. We are 
working on it at the moment, but the experiments are 
long and take weeks of observation, and it is too early yet 
to dogmatize on the results. This much we know, how- 
ever, that the pressures generated on occasion may be 
enormous; it is the same turgidity pressure which the 
Egyptians used to such good purpose in their gigantic 
building operations. They inserted dry wedges of wood 
into the crevices of rocks, and when they poured 
water upon them the swelling of the wood split the rock 
asunder. We are as yet unaware of all the factors con- 
trolling the swelling. One influence is a change in the 
reaction of the vitreous: within the limits compatible with 
life an increase of the pH causes an increase of turgidity 
pressure, while a decrease of pH has the opposite effect. 
The concentration of salts is another determining factor, 
and there are others about which we know less. Whatever 
the mechanism may be in clinical conditions, it is evident 
that pressures may be generated in the vitreous of sufficient 
magnitude to push forward the lens and the iris, to expel 
most of the aqueous, and to compress the uveal blood 
vessels to a degree which will strangulate the eye. 

These, then, appear to be the main mechanisms whereby 
the intraocular pressure may be raised. When the 
pressure is raised the ‘ pressure circulation ’’ makes its 
influence more markedly felt, and by the expulsion of 
some of the aqueous the normal pressure equilibrium is 
still maintained. With the anterior chamber rendered 
shallow, however, the margin of safety is lowered and 
a comparatively small increase of pressure, one with which 
the normal eye could deal quite safely, becomes a 
source of real danger. When, in addition, the exit 
channels lose their efficiency, the danger becomes greater; 
small rises of pressure become cumulative and large rises 
lead to complete and sudden strangulation of the globe. 
Probably many influences may act, either together or 
severally, in obstructing these channels; the formation of 
peripheral synechiae, sclerosis of the pectinate ligament, 
the deposition of iris pigment in the meshwork of the 
filtration angle, a defective inward pull of the ciliary 
muscle, or the pressure and obstruction of a gradually 
growing lens—each or all of these may be present and 
obstruct the exit of fluid, but it seems obvious that in 
the majority of cases their influence is adjuvant rather 
than primary, consequential rather than causal. 

Tt will be realized from what has been said already that 
the etiology of glaucoma is not to be sought in one direc- 
tion alone. The rise of pressure which we call glaucoma is 
a symptom common to many clinical conditions; further, 
there are clinical conditions wherein many of the symptoms 
characteristic of glaucoma are present in which no rise of 


pressure can be detected. It is easy to argue that in these 
cases rises of pressure may occur intermittently at times 
when they have not been detected, but this can hardly 
explain the fact that it frequently happens that the pro. 
gress of symptoms does not by any means run paralled 
with the tension, and frequently continues after ity 
efficient operative relief. If we admit that physico 
chemical changes do occur in the vitreous in some of these 
cases, it does not seem improbable that they continue after 
the mere mechanical relief of tension. After all, the nerve 
processes in the retina are ultimately physico-chemical in 
nature, and it is conceivable that they also may be 
deranged coincidently. There is a considerable amount of 
experimental evidence, for example, that scotomata can be 
formed by inducing retinal oedema, but this question raises 
mziters upon which so little has been done that their 
dis: ission seems unprofitable at the present time. 

Taking glaucoma, then, as a pressure symptom merely, 
I would suggest that the two main factors in its etiology 
are these: first, a derangement of the capillary cireula- 
tion, involving a capillary dilatation, which produces a rise 
in capillary pressure, or an increased permeability of their 
walis allowing an excess of colloids in the fluids of the 
eve; secundly, changes of a physico-chemical nature in the 
vitreous. About the first we know little, but are rapidly 
Jexurning more; about the second we know less, but are 
slowly finding out more. These two may act either alone 
or together, and their effectivity in causing a permanent 
rise of pressure depends directly on the efficiency of the 
drainage channels in the region of the angle of the iris. 
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Ix 1920 E. C. White! obtained from dibromo-fiuorescein 
and mercuric acetate an insoluble amorphous substance 
which he regarded on analytical grounds as dibromo- 
hydroxymercuri-fluorescein. He also analysed some com- 
mercial specimens of its di-sodium salt, ‘* mercurochrome 
220 soluble,’’? obtaining results which differed considerably 
from the theoretical values for the formula: 


Br \ y, Br 


2 


\co:Na 


Allowing for the water content of his samples, the agree- 
ment was better, but it is obvious that slight modifications 
in the method of manufacture might lead to the presence 
of one or more of the following impurities: (a) dibromo- 
fluorescein, (b) dibromo-di-hydroxymercuri-fluorescein, (¢) 
mercury salts, and (d) sodiuny acetate. Contamination 
with appreciable quantities of (a), (b), or (¢) might con- 
siderably modify the therapeutic properties of the drug 
(cf, Macht and Harden’). Elementary analysis affords the 
only criterion of purity for a non-crystalline substance of 
this type, and mercury determinations alone are not suffi- 
cient for this purpose, since, for example, the presence of 
(b) or (c) might be masked by that of (@) or (d). Accord- 
ingly it hecame of interest to examine a number of com- 
mercial samples of mercurochrome 220 more thoroughly, in 
order to determine first how nearly they approach in com- 
position to the above formula, and, secondly, whether the 
purer specimens are pharmacologically superior to the 
others. The analytical results given in Table I for what 
purport to be four samples of the same compound are sur- 
prising. A, B, and C were obtained from ordinary trade 
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sources, whilst D was manufactured by the published 
method by Messrs. British Colloids Limited. 


TABLE I, 
Cale. for dry 
Found. material. 
Mercurochrome 
220 soluble. Restate | 
Hg%*| Br%t as H20%1| Hg% | Br% | CoH102% 
C2H402* 
Theoretical for | 
C2x»HsO06Br2Na2Hg | 26.7 | 21.3 0.0 
White (loc. cit.) ... | 23.0 24-25 
37.4 | 10.4 6.9 8.5 | 40.9 | 11.4 7.5 
Benes ove oe | 24.1 17.4 1.2 11.3 | 27.2 | 19.6 13 
ove | 230 2.4 10.5 | 31.5 | 25.7 2.7 
D «| 232! 188] 15 10.5 | 250/210] 16 
| 


* By White's method (loc. cit.). 

t By the Carius method. 

t Loss of weight at 110° and 15 mm. pressure. Since all samples lost 
, trace of mercury under these conditions, the water contents and, in 
consequence, the values for the composition of the dried products are 
probably rather high, but, in view of the relatively large discrepancies 
sbserved, this is of little importance. 


The high acetate content of A indicates that the insoluble 
intermediate from which it was prepared has been insuffi- 
ciently purified by washing, while the high mercury and 
low bromine values show that approximately 40 per cent. 
of (b), (e), or similar impurities must be present. C, which 
contains, in addition to a rather large amount of acetate, 
more than the theoretical amount of both bromine and 
mercury, was probably prepared from an impure dibromo- 
fluorescein containing tetrabromo-fluorescein. Its composi- 
tion could be imitated by adding a mixture of tribromo- 
hydroxymercuri-fluerescein and dibromo-di-hydroxymercuri- 
fluorescein to mercurochrome 220. On the other hand, 
samples B and D are fairly pure. Allowing for the moisture 
and small quantity of acetate present, D has nearly the 
theoretical composition, 

Young, White, and Swartz,? in their original paper on 
mercurochrome, stated that 10 mg./kg. invariably killed 
rabbits in twenty-four hours, and that post-mortem 
examinations showed no gross lesions; 5 mg./kg. caused 
albuminuria lasting about a week. On the other hand, 
10 mg./kg. were well tolerated by dogs. In later papers it 
is stated that this toxicity to rabbits is about the same as 
for men.* * Other observations? have been made both on 
animals and on men suffering from gonorrhoeal urethritis, 
from which the conclusions are made that the intravenous 
injection of mercurochrome with glucose is less toxic than 
mercurochrome alone, and that the therapeutic efficiency 
is either not affected or is even enhanced. Mercurochrome 
glucose therapy is strongly advocated in the treatment of 
all types of genito-urinary infection. Macht and _ his 
co-workers point out that mixtures of mercurochrome with 
glucose soon undergo a change with the precipitation of 
mercury, and although they agree that the ghicose renders 
the mercurochrome less toxic, they insist that the mixture 
should be made immediately before injection.’ The same 
writers give evidence to show that the toxicity of mercuro- 
chrome 220 soluble is lower than has been stated, the 
average lethal dose for a rabbit being about 30 mg./kg. 
They regard their figures as due to the elimination of 
impurities by improving the method of production. 

Clinical experience of the intravenous injection of 
mercurochrome in man during the past four years has 
impressed the fact upon one of us that a concentration of 
1 per cent. frequently gives rise to symptoms of mercurial 
poisoning, as shown by acute colitis and diarrhoea with 
pinkish stools, and that comparable doses of 0.4 per cent. 
solution are relatively free from this objection. The 
present experiments were undertaken because our atten- 
tion was drawn- to the fact that certain samples of 
mercurochrome obtained in the open market were more 
toxic than others. 

In the following toxicity experiments the injections were 
always made as a 0.4 per cént. solution. Young adult 
rabbits, weighing about 1.5 to 2 kilograms, were selected 


for the toxicity tests; injections were made directly into 
the ear vein of doses varying from 10 to 27 mg. or more per 
kilogram of body weight. 

The results at first obtained were somewhat discordant, 
since doses up to 25 mg./kg. of body, weight were well 
tolerated by some animals, while similar or even smaller 
doses proved fatal in others in from five to ten days. 
The results of some experiments tabulated in ascending 
doses of the drug make this point clear. 


TABLE II, 
| Loss of 
Body | Sample | Dose in| Weight 
Rabbit Weight | ot mg./kg. | in Grams Result. 
No. in Mercuro- | of Body during 
Grams. |chrome 220.) Weight. | following 
48 hours. 
1 3,000 A 10 Nil Recovered. 
2 2,400 B 15 100 Recovered. 
- 2,200 A 18 40) Died (10 days). 
5 2,000 B 20 3co Recovered. 
6 2,300 D 20 200 Recovered. 
7 1,850 A 22 200 Died (5 days). 
9 1,900 A 25 300 Died (5 days). 
10 1,750 D 27 250 Recovered. 
17 2,500 D 30 300 Recovered. 
18 2,400 D 50 400 Died (2 days). 


The post-mortem appearances observed in animals dying 
shortly after the intravenous injection of mercurochrome 
220 were quite characteristic, and in addition to pinkish 
staining of the tissues and organs, especially the lungs, 
there was a marked excess of fluid, rose-pink in colour, 
in the peritoneal and pleural cavities, the intensity of 
colour being in inverse ratio to the length of time that 
elapsed between injection of the drug and death. 

These results suggested that the ‘‘ source of origin ’’ of 
the drug was of more importance than the magnitude of 
the dose given, within certain limits. At this stage the 
chemical constitution of several of the commercial brands, 
as already detailed, became available, and on reading the 
results of the toxicity tests in the light of this information 
it was seen that toxicity depended, in part at any rate, 
upon the amount of mercury in the mercurochrome. This 
point is well shown in Chart A (showing experiments with 
sample A), and in Chart B, in which sample D was used. 


Day DAY DAY DAY DAY 


2000 + 
1900 
1800 
1700 * 

1600 | —3 
\ 
1400 | 4-4 

1300 

4100 

1000 
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The same dose—that is, 25 mg. per kilogram of body 
weight—was used for each of six normal animals of nearly 
equal weight. 

The results shown in tabular form may be summarized 
by saying that four of the rabbits in Set A died within nine 
days with typical post-mortem appearances ; the rabbits in 
Set B showed in most cases similar initial loss of body 
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weight, but were otherwise unaffected, and were alive and 
well at the end of six weeks’ observation, with but one 
exception, which was killed accidentally. 


Serer 
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Repetitions of the series of experiments set out in 
Chart B were made, and established the fact that the 
young adult rabbit would tolerate a dose of 25 mg./kg. 
of body weight of Sample D when the concentration of the 
drug did not exceed 0.4 per cent. Further experiments were 
carried out to investi- 
gate the effect of em- 


ploying the same dose 
2100 —namely, 25 mg./kg. 
—but increasing the 

2000 4 concentration of mer- 
curochrome to 1 per 

1900 | cent. solution. A 
typical series of ex- 

1800 24 periments is set out 
in Chart C, which 
shows clearly the 

1600 marked drop in body 
26 weight (in one in- 
1500 stance amounting to 
650 grams); this was 

3 1400 associated with obvious 
malaise within forty- 

1300 > i eight hours after in- 
jection, and later 

fatal termination, 
1100 These observations ap- 


pear to support the 
clinical statement re- 
ferred to, that 0.4 per cent. was to be preferred to the 1 per 
cent. concentration for intravenous injection. 


Cuart C, 


INHIBITION COEFFICIENT. 

At this stage tests were begun with Sample D to deter- 
mine the inhibition coefficient—that is to say, the percentage 
of the drug which, when present in the nutrient medium, 
is sufficient to prevent the growth and multiplication of the 
test bacterium. The test organisms employed were B. coli 
communis isolated from a normal stool, and a_ highly 
virulent Streptococcus longus (haemolyticus) isolated from 
a fatal case of septicaemia following an infected insect bite. 
In the case of B. coli a solution of 1 part mercurechrome in 
3,500 nutrient broth (equivalent to 0.002 per cent. mercury) 
was the smallest quantity inhibiting growth, whilst, with 
the more sensitive streptococcus, growth was inhibited by 
a 1 in 8,000 dilution (=0.0004 per cent. mercury). . 


THERAPEUTICAL OBSERVATIONS. 

During the past few months, among both hospital and 
private patients, an unusually large number of cases of 
pyrexia have occurred, which when first seen were of 
unknown origin. These cases presented the clinical picture 
of septicaemia, and in a number it was decided to employ 
mercurochrome. For this purpose Sample D was employed, 
because analytical results conformed mcst clesely to the 
theoretical constitution. 


In many of these cases we failed to establish bacterion 
logically the diagnosis of septicaemia based on clinical 
appearances. For example, in one instance—a schoolboy, 
aged 13—Streptococcus longus and Staphylococcus aurcus 
were isolated from the pus of a suppurating nodule on the 
shin following a septic corn, which was the starting point 
of the illness, but no laboratory evidence could be obtained 
to show that either of these organisms had entered the 
blood stream. The result of the injection of mercuro 
chrome in this case was dramatic. The symptoms imme- 
diately disappeared and the patient made an uninterrupted 
recovery. 

In the case of another schoolboy, aged 14, a ‘ blood 
blister ’’ on the heel became septic, and on the third day 
rigors and a temperature of 104° F. occurred. On the fifth 
day a spreading cellulitis of both legs and the left hand 
and wrist necessitated incisions; an antistreptococcus 
serum was injected, without improving the condition, 
Bacteriological investigations were made on the sixth day 
and showed a growth of Staphylococcus pyogenes aureus 
from the various incisions, and a blood culture showed the 
presence of the same organism in the circulating blood. 


_Mercurochrome 15 c.cm. was injected after the withdrawal 


of the blood for culture, and further 10 c.cm. doses were 
injected on the eighth, tenth, twelfth, and fourteenth days. 
The temperature fell to a lower level, but the patient's 
condition became very grave. Cultures of blood made on 
the thirtieth day were sterile. Transfusion with Group IV 
blood was performed on the thirty-third day, and at the 
same time a specimen of blood was taken for cultural 
purposes; this also was sterile. A further transfusion was 
undertaken, but the patient gradually sank. In this case 
mercurochrome would appear to have dealt effectively with 
the general septicaemiz, although it did not prevent a 
fatal termination. 

From the remaining cases, three of puerperal sepsis and 
one of mastoid disease have been selected for description. 
In these the septicaemic 
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A married woman (D. M.), 
aged 32, required me 

livery after a prolon 
on Rigor RP coum erature of 104° F. followed on the ninth 
day of the puerperium, when 20 c.cm. of an antistreptoceccic serum 
(polyvalent) was injected, without producing any fall of tem- 
perature. On the fourteenth day a blood culture produced 
a growth of Streptococcus longus (haemolyticus); 15 ¢.cm. of 
me:curochrome was injected at ihe t:me the blood was withdrawn. 
The temperature fell to normal on the following rege 3 Artur 
forty-eight hours the temperature rose again (to 102°F.); a 
second dose of 15 c.cm. mercurochrome was given, and was 
followed by a fall of temperature to normal on the nineteenth 
day, after which convalescence progressed uninterruptedly. 


Cuart D.—D. M. 


In another married woman (M. T.), aged 27, labour was uncom- 
plicated; she was attended by a midwife. On the third day of the 

uerperium there occurred a rigor with a temperature of 106° F.; a 
Bioo culture gave a heavy growth of Streptococcus longus (hacmo- 
lgticus). 
acted intravenously; this was followed by a fall of tempera- 
ture on the following day. On the sixth day a second dose of 
10 c.cm. of mercurochrome was injected. On the eighth day there 
was a sudden rise of temperature to 104° F., at which point 
20 c.cm. of mercurochrome was injected. The temperature then 
fell steadily and was normal on the nineteenth day. 


Pyrexia of unknown origin occurred in an unmarried woman 
(N. W.), aged 28; the clinical symptoms suggested typhoid, but 
examination of the faeces and urine gave negative results. The 
serum agglutination tests against typhoid and paratyphoid bacilli 
were negative also up to the twenty-first day. blood culture on 
the twenty-seventh day showed a heavy growth of Streptococcus 
longus (haemolyticus) within forty-eight hours. On the twenty- 


ninth day 20 c.cm. of mercurochrome was — intravenously, 
followed on the thirtieth day of illness by c.cm. of mercuro- 
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chrome, immediately after the withdrawal of 10 c.cm. of blood 
for culture purposes. Of this culture three tubes only, containing 
2e.cm., 2c.cm., and 2.5 c.cm. respectively of blood, showed Strepto- 
coccus longus (hacmolyticus) after seventy-two hours’ incubation. 
On the thirty-third day mercurochrome (21 c.cm.) was again 
injected. A blood culture on the fortieth day was sterile. On the 
next day the temperature fell to normal and did not rise again. 


A girl (D. L.), aged 12, contracted measles at school; eight days 
later she complained of earache, which passed off. On the fifteenth 
day of illness.the temperature suddenly rose to 103° F., with return 
of the earache. On the seventeenth day the tympanum was incised 
and a radical mastoid operation was performed. On the twentieth 
day a rigor occurred and the temperature rose to 103° F.; 20 c.cm. 


mercurochrome can effect a cure in a considerable pro- 
portion of cases. 

We are, of course, aware that it has been stated that 
animals and men who have received mercurochrome exhibit 
no bactericidal properties in the blood and bile. This 
suggests that the action of this substance is not a simple 
effect on the micro-organisms, but that it follows the law 
of chemotherapy, in that it acts only through the body 


tissues. Bayer 205 has little apparent action on trypano-_ 


somes in vitro, though it may suffice te cure animals and 
men suffering from 7. gambiense. 
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of a polyvalent antistreptocoecic serum was injected without obvious 


improvement. On the eighteenth day a blood culture showed a | 
heavy growth of the Streptococcus pyogencs longus (hacmolyticus) ; | 
15 c.cm. of mercurochrome was injected immediately after the | 


blood had been withdrawn from the veir. On the twentieth day 
12 c.cm. of mercurochrome was injected, on the twenty-first day 
10 c.em., and another 10 c.cm. on the thirtieth day of illness. 
The temperaiure had become normal on the thirty-first day, and 
convalescence thereafter was uninterrupted. 


The general impression produced during the use of 
mercurochrome D was that its therapeutic activity was 
similar to other types of mercurochrome used during the 
previous four years, but that it was distinctly less toxic. 
ft is, of course, impossible to discount entirely the opera- 
tions of the long arm of coincidence. In dealing with 
clinical evidence of the type here presented it is equally 
impossible to affirm that no other treatment would have 
been equally effective, or, indeed, that the patients would 
not have done equally well without any treatment. But 
controlled experiments on animals have made it clear that 


Cuart F.—N, W. 


Cuart G.—D. L. 


ConcLusions. 

1.\The various specimens of mercurochrome on the 
market differ markedly in their chemical composition. 

2. Toxicity appears to bear a direct relationship to 
purity of composition, 

3. The nearer mercurochrome approximates its 
analytical results to its known chemical constitution, the 
better the preparation as regards therapeutic efficiency and 
low toxicity. 
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ARTIFICIAL HELIOTHERAPY IN THE ROUTINE 
TREATMENT OF SURGICAL TUBERCULOSIS. 
BY 


ERIC C. MEKIE, M.B., Cxu.B., F.R.C.S.Eb. 


Wirntn the past decade much attention has been paid to 


the curative effect of sunlight, and more especially to the | 


effect of the ultra-violet rays, in many kinds of disease; 
rickets, marasmus, skin conditions, neurasthenia, rheum- 
atism, hay fever, surgical tuberculosis, and a host of other 
conditions have been described as being amenable to treat- 
ment by heliotherapy. Indeed, a reviewer of a recent pub- 
heation on this subject says, ‘“‘apparently there is hardly any 
condition for which they [the authors] fail to recommend 
ultra-violet light.’’ Rollier has been the chief advocate of 
heliotherapy as a method of treating surgical tuberculosis, 
his results in alpine sanatoriums having been very success- 
ful. Owing to the lack of natural sunshine in this country 
artificial heliotherapy has been strongly urged as a useful 
and practical substitute, and many hospitals have installed 
artificial sunlight lamps. 

Such an installation was introduced in Edinburgh City 
Hospital in the latter part of 1924, and since then all cases 
of surgical tuberculosis in which there was no definite 
contraindication, such as pulmonary lesions or intolerance 
to light, have had routine heliotherapy. 

Apart from the use of heliotherapy, all the cases have 
been treated in the same manner as previously. The 


treatment of the local lesions consists in putting the part 
as completely at rest as possible. In the case of bone and 
joint infection this is attained by splinting: in the case 
of abdominal tuberculosis and other gland lesions where 
such anatomical rest cannot be secured, physiological rest is 
as far as possible obtained. In all cases the general health 
of the patient has been thoroughly investigated ; rest in bed 
is enforced during the earlier part of treatment, all foci of 
infection are sought out and, if possible, eradicated. The 
open-air life of a sanatorium is insisted on, and the wards 
are so constructed that whenever possible the patients are 
wheeled out in their beds into the open. 

The results of treatment by heliotherapy in cases of 
surgical tuberculosis have been ganged hitherto chiefly by 
the clinical observation of individual cases, but statistics 
of larger series of .cases are now available. 

I have attempted in the following statistics to tabulate 
the results of the treatment of surgical tuberculosis in the 
Edinburgh City Hospital, and to compare these with the 
results obtained hefore the introduction of heliotherapy. 

The method of heliotherapy employed has been general 
exposure to the rays from a carbon are lamp—using 
tungsten-cored carbons. The patients commenced with an 
exposure for ten minutes, and this was increased daily by 
ten minutes until a daily exposure of two hours was being 
received. With this routine very few patients have come 
under my notice on whom the treatment had any deleterious 
effect, such as skin irritation, gastro-intestinal upset, rise 
of temperature, loss of sleep, or general malaise. In a few 
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cases patients were found to be more tolerant to treatment 
by the mercury vapour lamp than by the carbon arc, the 
maximum exposure to the mercury lamp being half an hour. 

The ciinical result of this treatment was frequently most 
gratifying. I have personally observed how the general 
condition of the patient was improved, the muscle tone 
maintained or bettered, the appetite became good, the skin 
rapidly assumed a healthy tanned appearance, and how 
well the patients slept. In many instances the blood 
changes resultant upon the commencement of heliotherapy 
were studied, and in almost every case there was material 
increase of the red cell count and the haemoglobin content. 
The white cells also seemed to respond rapidly to the 
exhibition of ultra-violet rays, and a moderate leuco- 
cytosis has been demonstrable within a few days of the 
commencement of treatment. In a considerable number of 
cases the lymphocytes showed a relatively greater increase 
than the polymorphonuclear cells. _ 

The statistics of the results of treatment have been 
compiled from the case records and discharge notes of the 
patients, and the features selected have been chosen as 
being most likely to exclude errors and anomalies, and so 
to form a sound basis upon which to draw conclusions likely 
to be of value. Certain facts had therefore to be con- 
sidered. (1) In many of the cases it was impossible to 
estimate with any degree of accuracy the extent of the 
lesion when the patient commenced treatment. (2) Many 
of the patients had long-standing disease, and some showed 
gross deformity which demanded, if any such treatment 
were possible, operative intervention when the tuberculous 
process had quieted down. (3) The results of the treat- 
ment in hospital have been estimated by different medical 
officers; by some the results are claimed as cures in a higher 
percentage of cases than by others, who more modestly have 
estimated the majority of their patients as having made 
marked improvement or simply improvement. (4) The 
number of the cases is comparatively small when the 
different types of the disease are separately considered. 

In order to exclude fallacies and arrive at sound con- 
= the statistics given below have been selected as 
OHOWS: 


(1) The results of treatment classified as ‘‘ cures’’ or 
*“much improved”? have been taken together in the 
statistics given as “ very satisfactory.’’ Further, to obtain 
broad general results, all cases shown as ‘ cures,’’ ‘‘ much 
improved,”’ or ‘‘ improved”? are classified as satisfactory.”’ 
All other cases are recorded together as ‘‘ unsatisfactory.” 

(2) The cases have been dealt with in two age groups—up 
to 21 years and over 21 years; the total results for all ages 
have also been considered. It is hoped that by this division 
into age groups the majority of the frankly chronic cases 
will fall into the second age group, and can therefore be 
considered separately from the more recent cases. 

(5) The average stay of the cases in each group in 
hospital has been approximately estimated in months. 

(4) Only in those types of disease which were represented 
by a considerable number of cases are the figures tabulated 
in detail. The smaller groups of cases were also studied, 
and a note is added about their similarity to the other 
groups given. 

The total number of patients with surgical tuberculosis 
treated before the introduction of artificial heliotherapy 
was 169, of whom 125 were below the age of 21. Since 
the artificial sunlight was introduced 153 patients have 
been treated, 114 being under 21 years of age. Table I 
shows the various types of disease treated. 


Taste I. 


Cases before 


Cases since 
light treatment. 


Type of disease or site. light treatment. 
= 25 


26 
Knee ... 7 20 
Abdominal ... wad 4 42 
Glandular (cervical) vs ave 16 14 
Genito-urinary _... 5 2 
Joints (miscellaneous) . 3 
‘cases (eyes, etc.) 3 2 


Several cases where only two lesions were demonstrable 
have been included under two groups rather than classifying 
them as multiple. 

The detailed analysis of all these types of disease and 
the results of treatment to a very great extent agree, and 
the salient features to which I would draw attention ma 
best be demonstrated by the table given below. 


TABLE II.—Patients under 21 Years of Age. 


Hips. | Spine. | Knees. |Abdomen.! Glands, 
Pre-light Cases. 
No. of cases... in je 13 28 7 40 10 
Percentage very satisfactory! 46.15 14 28 42.8 27.5 10 
Percentage satisfactory ...| 92.3 57.13 85.6 52.5 80 
Average stay in hospital in} 1¢4 103 13 43 33 
months 
Post-light Cases. 
a 14 26 18 38 10 
Percentage very satisfactory | 57.14 26.92 38.9 21 05 50 
Percentage satisfactory 71.43 693 88.9 68.42 80 
Average stay in hospital in} 22 163 164 6 
months 


In abdominal disease it was impossible to classify the 
different varieties of tuberculosis in the abdomen, such as 
plastic peritonitis, ascitic peritonitis, and tabes mesenterica. 
The total figures have therefore been taken for comparison, 

The patients with tuberculous cervical adenitis who came 
to Edinburgh City Hospital for treatment were those 
severer cases in which the lymph glands on both sides of the 
neck were extensively involved and frequently complicated 
by the presence of one or more sinuses. Not infrequently 
the patient had had one or more operations for the removal 
of tho glands, but recurrence had followed. 

Table III shows the results ia all cases in those types of 
the disease where the figures for the total number of casés 
is considerably greater than for Age Group I (under 21 
years) alone. 

TABLE ITT.—Total Results. 


Hip. Spine. Abdomen. 

Pre-light Cases. 
«a 26 40 44 
Percentage satisfactory 53.8 55 54.5 
Average stay in hospital in months 12 13 6 

Post-light Cases. 
« 25 37 42 
Percentage satisfactory €96 64.3 
Average stay in hospital in months 224 134 7 

‘CoMMENTS. 


1. The statistics of the other groups are from so few 
cases that it would be unwise to base any definite conclu- 
sions on them, but the results resemble closely those 
obtained from the larger series of cases. 

2. In the figures detailed it should be noted that there 
has been an apparent improvement in tho results obtained 
by the treatment of spinal disease and abdominal disease 
sinco the patients have had routine treatment by ultra- 
violet light. The results of treatment of hip disease by 
heliotherapy are apparently less satisfactory than those 
previously obtained. The results of treatment of disease 
of the knee-joint and of cervical glands show no definite 
difference since heliotherapy has been introduced. 

3. It is to be noted also that the average duration of stay 
in hospital of patients in each of the five types of disease 
studied has materially increased. In cases of hip-joint 
disease the average stay in hospital has been doubled; in 
disease of the spine the stay in hospital has been increased 
by six months; in knee-joint cases the increase is three 
months; in abdominal disease two months; in glandular 
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disease three months’ treatment is now, on the average, 
increased to six months. In the few instances of adults 
above the age of 21 the figures of the results roughly 
correspond with the figures of the younger patients. 


CoNncLUSIONS. 

A study of this series of cases forces one to the con- 
clusion that the opinion which many of the earlier observers 
had that artificial heliotherapy would prove an almost 
specific treatment for cases of surgical tuberculosis has not 
been justified. 

Without placing too great weight on any of the figures, 
and without seeking to arrive at final conclusions, 1 think 
it may be stated that in the series here detailed the results 
of cases treated by heliotherapy do not show any marked 
improvement over the cases of a similar nature treated 
without heliotherapy. There are figures which suggest that 
spinal disease and abdominal disease have been benefited by 
the ultra-violet light treatment, but must we then conclude 
that the glandular disease in the neck and disease of the 
knee-joint are unaffected, while disease of the hip-joint is 
definitely made worse by the heliotherapy? I prefer to draw 
the simple conclusion that on the whole the results obtained 
by the use of artificial heliotherapy, when combined with 
routine sanatorium treatment and efficient local treatment, 
do not show any material improvement over the results 
obtained by treating cases by similar methods but without 
hehotherapy. 

I believe that the reason for the increased average stay 
in hospital is due to the fact that the patients look so well 
and tanned that we are inclined to give the local lesion, 
however resistant to treatment, ‘‘ another chance.’”? One 
is almost tempted to ask the question, What would the 
results of the earlier cases have been if they, too, had 
enjoyed the more prolonged sanatorium treatment ? 

The conclusion reached is that artificial heliotherapy does 
not change the fundamental principles of treatment of 
surgical tuberculosis. The efficient local measures taken to 
ensure rest and the general sanatorium treatment are the 
main methods to be adopted; heliotherapy is a useful aid to 
treatment, as are many drugs. This last point I would 
specially emphasize, because it is frequently observed that 
patients are moved in order that they may go to the 
sun-room ; splints and other apparatus which are usually 
religiously kept in place and undisturbed are then regarded 
as merely a nuisance and a hindrance to the transporting 
of the patient to the health-giving rays. 

I have to express my indebtedness to Mr. F. E. Jardine for his 
permission io use these figures. 


TUBERCULOSIS AS SEEN BY THE 
GENERAL PRACTITIONER.* 


BY 


R. CAMERON, M.D., Cu.B., D.P.H., 
Cardiff. 


Tusercctosts, from the general practitioner’s point of view, 
embraces the whole range of this widespread and fatal 
scourge of man, from the predisposing and infecting agen- 
cies to the successful er unsuccessful termination. There 
is no one who has more opportunities to watch its inception 
and course, and there is no one who has more cause to 
regret lost chances of early recognition. Early diagnosis 
is in some cases tragically simple, in, others as difficult as 
any which the physician has to make, since signs may be 
absent, and symptoms may be few, misleading, or equally 


‘applicable to other conditions of ill health. It is on early 


recognition that I wish to speak shortly, 

It will be of service in considering our problem if one 
gets in focus some figures and conditions of the tuberculosis 
population in such a town as Cardiff and considers the 
relative numbers of those treated in their own homes and 
elsewhere. In the year 1926—according to the last avail- 
able report of Dr. Ralph Picken, the medical officer of 
health—527 new cases were ascertained by notification and 
otherwise, and the number of deaths was 288, both being 


* Read in opening a discussion in the Section of Tuberculosis of. the 
Annual Meeting ef the British Medical Association, Cardiff, 1928. ~ 


relatively reduced numbers for this city on account of the 
absence of any serious epidemic of influenza during the 
year, 

Those figures in¢lude beth pulmonary and non-pulmonary 
cases, but they indicate only ‘a small part of the question. 
The average duration of life of a phthisical person is 
roughly assumed to be about three years, and an actual 
survey of the proved cases at the end of 1926 showed that 
there were 1,274, while at least 150 cases of suspected 
tuberculosis were under the observation of the public health 
department. 

The mortality mentioned (288) gives a tuberculosis death 
rate of 1.28 per 1,000, and it is important to note that the 
proportion of deaths from phthisis alone to deaths from 
all causes in Cardiff, between the ages of 15 and 65 years, 
was roughly 20 per cent. (or one-fifth of the whole). 

A further investigation revealed a serious condition, 
which is probably equally prevalent in other towns, and - 
may not be well known to doctors who visit by day; only 
46.1 per cent. of the patients slept by themselves or in a 
separate room, and therefore at least an equal number of 
contacts were exposed to infection, for eight out of every 
twenty-four hours, from that class of carrier who is chiefly 
responsible for dissemination. 

It is chiefly of importance to recognize that of the 1,274 
patients with frank tuberculosis known to exist in 
December, 1926, 96 were in institutions and the rest were 
in their homes. Some of these were having treatment from 
the general practitioner Alone, or in consultation with the 
tuberculosis physician, but a larger number were quiescent 
cases.. It is obviously desirable that a larger number of 
beds should be available in hospital for active and advanced 
stages of the disease. 

The practitioner may therefore be said to have his full 
share, in co-operating with the Welsh National Memorial, 
in treatment, and it is to be hoped that he will share also, 
so far as lies in his power, in the responsibility for preven- 
tive measures. These include incessant vigilance for indi- 
cations of the disease, especially in the finding of any 
material which may be used for laboratory examination, 
early notification, and early consultation with the tubercu- 
losis physician, in and behind whom lies the whole strength 
of the tuberculosis service and organization. This includes 
services of pathologist, radiographer, hospital, and sana- 
torium. The general practitioner can assist to improve 
the patient’s physique, his habits, and personal hygiene, 
and note and try to remedy domestic conditions. 

To recognize pulmonary tuberculosis when physical signs 
are well established and sputum abundant is to be wise 
after the event; to diagnose the disease at such an early 
period of its course as to afford a reasonable prospect of 
its cure is an investigation requiring many factors. Two 
of these are: patience to collect all symptoms which point 
to the condition, and such knowledge of other diseases with 
similar onsets as to be able to exclude them. Pottenger’s 
classification of all the well-known symptoms into three 
groups seems to me of great significance when we are aiming 
at the diagnosis of an obscure early case. They are: 
(1) Pulmonary—catarrh, expectoration, haemoptysis, and 
pleurisy. (2) Reflex—pain, hyperaesthesia, cough, and 
laryngeal irritation. (3) Toxaemic—pyrexia, malaise, loss 
of weight, tachycardia, anaemia, indigestion. 

Any or all of these may appear in every case of phthisis, 
but the order of their appearance in the march of events 
is certainly not always the same. In some they are 
frankly pulmonary from the heginning—cough, sputum, 
or haemoptysis—though even here those obvious signs 
probably obscure our observation of toxic effects. In the 
others—the larger number, and those most easily overlooked 
—the only evidence of tuberculosis in the early stage of the 
disease is toxaemia, with the train of syniptoms I have 
already mentioned. This superficial difference between two 
groups is due to the one being mainly a local reaction of 
the pulmonary tissue to the presence of a toxic foreign 
substance, while the other is chiefly, but not entirely, a 
poisoning, of the tissue cells of the body generally. In 
reality both processes are taking place in both groups, 
though not in the same degree of intensity. Even in the 
eatarrhal group physical signs are later in appearing than 
symptoms, while in the remaining cases reliance has to be 
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placed on symptoms alone, mainly those of toxaemia, for 
directing attention to the possibility of pulmonary tuber- 
culosis. For this reason it is well to consider the various 
modes of onset and how these vary in detail, since one 
of the chief pitfalls is found in concentrating on the dis- 
covery of physical signs which probably do not yet exist. 

Some cases begin without any localizing signs, and only 
pyrexia, loss of weight, and cardiac and muscular weakness 
are present. In others anaemia is marked in addition, and 
such are frequently treated on the lines of chlorosis. Some 
complain of digestive disturbance, with extreme fatigue at 
some part of the day. In others again the neurones seem 
so susceptible to the toxin that neurasthenia fills the 
picture. Some patients have repeated attacks of some- 
thing which resembles influenza—even to the pains of 
limbs and back. I have personally overlooked it in patients 
who had attacks like ague, and who had a history of 

- malaria during the war. 

The less ambiguous onsets, of course, are those in which 
bronchitis, pleurisy, or haemoptysis is the first symptom. 
Even when all pulmonary symptoms are latent, the persist- 
ence for a time of pyrexia, malaise, and loss of weight 
should point strongly to tuberculosis. It is true that, in 
the complete absence of sputum, without which at an early 
stage diagnosis is never complete, the group of blood 
diseases must be excluded—Addison’s and the secondary 
anaemias, leukaemia, and even typhoid—but each of these 
has distinctive tests which can be easily applied. 

Of the symptoms mentioned’ rise of temperature is 
perhaps the most important. A constant use of the 
thermometer will save many mistakes in this, as in other 
branches of medicine. As pyrexia may not be present 
to a marked degree & proper method of observation must 
be practised. Skin temperature has no constant reliable 
value, and I object personally to the routine use of the 
rectum. A half-minute thermometer should be placed 
under the tongue for at least five minutes, with the lips 
quite shut. If the patient takes the evening temperature 
himself the thermometer need not be shaken down, but may 
be left for the doctor to read in the morning. Occasionally 
it may be necessary to take it several times a day. In 
such circumstances, or in any case, the patient should be 
provided with a thermometer, and his intelligent co- 
operation obtained. hes 

The maximum temperature generally occurs between 
5 and 8 p.m., but in acute miliary tuberculosis it may be 
higher in the morning. Exercise augments the tempera- 
ture. A long walk—say, three miles on a level road—will 
raise the temperature of a normal individual. In con- 
valescence, in anaemia, and in some debilitated conditions 
it will raise it to 100° F., and a temperature above this is 
indicative of tuberculosis. 

The loss of weight can easily be taken by the patient 
himself and recorded regularly on a card with the 
temperature. 

An important point in coffsidering the value of such 
symptoms is to elicitate a clear family and personal history 
—in the former, because of the influence of tissue suscepti- 
bility and still more on account of the opportunities of 
infection. The personal history may help when there is 
a record of repeated febricula, of attacks of asthma lately 
developed, of pleurisy however remote, and, above all, of 
slight or severe haemoptysis. 

As lung tissue cannot be invaded without some damage 
to its elasticity, even at an early stage, deficient move- 
ment on the side involved may be present to a slight 
degree, and the other signs which may be present are 
cog-wheel inspiration, deficient respiratory sounds, and 
a slight relative dullness. The route of spread, from the 
apex along the anterior margin, does not help at this early 
stage—if indeed any signs at all are present. Radiology 
may be of service, especially in hilum or bronchial gland 
tuberculosis, but I have seen the lung screened only in 
the later stages when physical signs are markedly present. 
Like all forms of z-ray practice, it requires expert inter- 
pretation. 

Of the other indirect methods of diagnosis, the comple- 
ment-fixation test and the tuberculo-opsonic index have 

fallen into disuse on account of their uncertain value. 
The use of tuberculin for diagnosis, whether by injection, 


skin inoculation, or the conjunctural route, has never 
found general favour, since in each case positive results 
have occurred in health or in healed lesions, while in 
certain cases of proved disease maximum doses have failed 
to cause a reaction (Madeson). 

I have repeatedly said that the only real proof of 
tuberculosis is in producing the bacillus. This is com. 
paratively easy when the case is one with cough and 
sputum, haemoptysis, oi pleural effusion. In all these 
material can and should be got which will reveal the 
organism on examination or animal injection. There is 
sometimes difficulty in obtaining such material in the 
other group I have attempted to indicate, but it can be 
had eventually in every case. In some cases of fibroid 
phthisis in children, in the insane, and in the closed 
bronchial gland cases it may also take time and trouble, 
but it is the duty of the physician to find it as early as 
possible. Since the tubercle bacillus is not destroyed by 
the gastric juice or by the putrefactive state of the intes- 
tine, it may be recovered from the faeces when sputum 
has been swallowed. 

Next as an aid to diagnosis come symptoms, but these 
are present at an earlier period. They also continue 
throughout the course of the disease as the only real 
evidence of its activity and intensity. They are present 
from the beginning, but are frequently overlooked or 
ascribed to some other cause. 

Physical signs aud radiography are of service in judging 
the extent and progress of the pulmonary changes, but 
may occasionally support at an early stage the supposition 
which the symptoms imply. Family and personal history 
are valuable for corroborating other evidence. 


Che Sections. 


SUMMARY OF PROCEEDINGS. 
(Continued from page 209.) 


SECTION OF THE HISTORY OF MEDICINE. 
Wednesday, July 25th. 
ReGaRDING THE NaTURE AND TREATMENT OF 
Dnopsy. 
Tue President of the Section, Mr. W. G. Spencer, in opens 
ing the proceedings, referred to the fact that this was 
only the second year that the Section had been held; it 
was fitting that the inaugural meeting should have been 
held in Edinburgh, since the Edinburgh and Leith Division 
had been largely instrumental in bringing it to birth. 
Dr. J. D. Comrigz (Edinburgh) read a paper on the history 
of dropsy, which is published elsewhere in this issue 
. 229). 
Oe ane Dr. Comrie’s paper Dr. J. A. Nixon (Bristol) 
referred to war oedema or famine dropsy, first mentioned 
by Hesiod and subsequently by other ancient writers. In 
the Middle Ages the earliest allusion to it was in 1528, 
when it ravaged the French army besieging Naples. It 
was also noted among the defenders in the siege of Breda 
in 1625, and it was mentioned by Sydenham: ‘‘ Where 
scurvy leaves off, dropsy begins.’”? In 1762 Lind quoted 
a letter from a British naval surgeon, necessarily familiar 
with scurvy, who notes as a novelty a form in which dropsy 
was an outstanding feature. Kollreuther saw famine 
dropsy during Napoleon’s retreat from Moscow. In 1847 
the Medical Society of Ghent first defined its clinical 
characteristics—a form of oedema associated with brady- 
cardia, polyuria, and asthenia, unattended by albuminuria, 
cardiac dilatation, or neuritis, ‘lhe speaker quoted an 
interesting case of official stupidity exhibited by Sir Richard 
Temple during the Indian famine of 1877-78. This official 
mistook for fat the dropsical swellings produced by the 
cutting down of the diet of the people. His medical officer, 
Cornish, pointed out his chief’s mistake, with the result 
that Temple received the K.C.S.I., while Cornish’s name 
was struck out of the list of officers to be decorated for 
fighting the famine! Famine dropsy was reported in Lille 
in 1914 among the French civilians during the German 
occupation. Since then it had been heard of more and more 
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among prisoners of war and in some of the famine-stricken 
populations of Middle and Eastern Europe. The speaker 
had had brought to his notice a curious instance of the 
difficulty of diagnosing these nutritional dropsies during 
the war. A form of dropsy was occasionally exhibited by 
Indian labour troops; was it beri-beri? Army officials, 
always ashamed of the presence of such nutritional diseases 
reflecting on the quality of the ration supplied, argued 
that it could not be beri-beri, because it did not occur 
among certain tribes—men fed in exactly the same way 
forming another detachment. However, after much diffi- 
culty, the explanation was found in the confession that the 
immune tribesmen had, without authority to do so, supple- 
mented their ration with rats eaten raw! The PRESIDENT 
referred to the surgical treatment of dropsy since the days 
when, as a physician’s clerk, at St. Bartholomew’s, he had 
seen cases treated by paracentesis, a painful and hazardous 
procedure, or alternatively by the use of Southey’s tubes, 
with the danger of fatal erysipelas. He desired to say a 
word in favour of the old Talma-Morison operation of 
omentopexy, which had taught them much about the con- 
dition of the abdominal contents in dropsy, and had been 
occasionally successful in prolonging life for a considerable 
time. In a case in which he had been associated with 
de Havilland Hall he had, with the aid of omentopexy and 
other surgical procedures, lengthened a woman’s life for 
at least four years, only to lose her from an overdose of 
sme narcotic. Dr. Burst called the attention of the 
Section to the fact that percussion was used long before 
Auenbrugger. 


Wetsu PHYSICIANS AND THE RENAISSANCE, 

Dr. Rovanp (Maenclochog) read a paper on 
Welsh physicians and the Renaissance. He said that at 
that period there were two conflicting traditions: (1) of 
culture derived from the older universities, (2) a popular 
tradition, of course the older, originating in various super- 
stitions, and undoubtedly preoccupied with sheer filth and 
ordure as therapeutic agents. Traces of it still survived 
even to this day in out-of-the-way parts of the country. 
Another feature of this system was the fantastic employ- 
ment of drugs of animal origin—for example, ‘“‘ eye of 
newt and toe of frog,’’ ete. Even now goose grease and 
salt bacon had a distinct vogue, Such survivals showed how 
deep-rooted these beliefs and practices must have been, 
and by contrast therewith it was best possible to estimate 
the profound influence of the new learning on the practice 
of medicine in Wales. The physicians who came under it 
were stamped especially by the breadth of their cultural 
outlook. They laboured to extend the boundaries of learn- 
ing in other subjects while pursuing their practice. Among 
the most notable of these Welsh physicians were Alexander 
Read, by birth a Scotsman, but who practised on the Welsh 
horder; Robert Recorde of Tenby, als» a great mathe- 
matician, born in 1510, a Fellow of All Souls in 1531, at 
one time Comptroller of the Mint and inventor of the sign 
of equality (=). His chief medical work was The Urinal 
of Physick. Humphrey Liwyd of Denbigh (1527), who also 
studied at Oxford, was private physician to the Chancellor 
of the University. His chief medical works were The 
Judgment of Urine and The Treasury of Health. Among 
the early translators of the classics was a Welsh physician, 
Thomas Phaer, who translated nine books of the Aeneid 
into English verse. Many of the Welsh grammarians were 
also physicians; chief among them was John Dafydd Rhys, 
who, after studying for many years in Italy and writing 
a favourite textbook on the Italian language, returned 
to Wales to practise amid the sombre environment of the 
‘Brecknock Beacons. He was just such a personality as 
Browning has depicted in ‘‘ The Grammarian’s Funeral.”’ 

The sectional secretary, Dr. Freperick, in the absence of 
the author (Dr. Diverres) read the paper on the Welsh 
physician in the Middle Ages. He dealt with his subject 
from its Druidical beginnings, through the Roman era 
down to the end of the twelfth century, illustrating his 
remarks by quotations from Welsh manuscripts. Dr. 
in the discussion, said that the codifiers 
of the Welsh laws were preoccupied with the medico-legal 
aspects of medicine—for example, assessments of damages 
and of the value of medical services. 


History of Scarlet Fever. 

Dr. J. D. Rotteston read a paper on the history of 
scarlet fever. He said that it was only since the time of 
J. P. Ingrasias (1510-80) that scarlet fever had begun to 
be separated from other exanthemata. He called it 
rossalia or ‘ rosania.’? Next Baillou described the 
principal varieties of the disease in 1575. In 1600 (circa) 
Daniel Sennert identified an epidemic in Wittenberg with 
*‘ rossalia,’””? and gave a good account of its varieties. 
Sydenham was supposed to have‘\been the first to use the 
term “ scarlatina,’’ but the term “ scarlett fevour ”’ is also 
found in Pepys. Sydenham appeared only to have been 
acquainted with a very mild form of the disease; but 
possibly when Sydenham saw a bad case he failed to recog- 
nize it as such. However, he established it as a separate 
disease. In the eighteenth century many epidemics were 
described by various writers. Rosen von Rosenstein was 
one of the first to mention the possibility of a non- 
eruptive scarlet fever. There was undoubtedly a consider- 
able increase in the disease during the last quarter of the 
eighteenth century. Many observers during the nineteenth 
century had shown the tendency of the disease to give rise 
to malignant outbreaks succeeded by mild ones (Graves, 
Bretonneau, etc.).  Bretonneau also clearly differentiated 
scarlatina anginosa from diphtheria. During the nine- 
teenth century the disease appeared for the first time in 
several new parts of the globe (Madeira, South America, 
and other places). The mortality from scarlet fever in 
this country reached its maximum in 1863, since when 
_ there had been a steady decline. Since the war there had 
been a yvreat advance in our scientific knowledge of scarlet 
fever. Klein had suggested a streptococcal origin for 
scarlet fever in 1887, but it was not until 1923 that George 
and Gladys Dick had proved it and had subsequently 
evolved the Dick test and a curative serum. 

The PReEsIDENT, in the course of the discussion, recalled 
that between 1885 and 1887 Klein had worked on scarlet 
fever attributed to cow’s milk, and had cultivated the 
cow’s milk and set up surgical scarlet fever in calves. He 
had had the opportunity of watching Klein’s work. 
** Surgical scarlet fever’’ was a recognized condition 
occurring after injury, especially burns and scalds. 
Although not so common as formerly, he noted that in 
1927 there were references to post-operative scarlet fever 
in infants, surgical scarlet fever, and to traumatic scarlet 
fever. 

History of Cinchona. 

Mr. C. J. S. THompson read a communication on the 
history and lore of cinchona. He said that the mass of 
material was so great that he would briefly consider it 
in three aspects: traditional, empirical, and chemical. Its 
origin was very obscure; it was doubtful if it was known 
to the Indians, with the possible exception of the Malacotas 
tribe, a chief of which was the first recorded to have used 
the drug in 1600 in curing a Jesuit missionary. A Spanish 
functionary is said to have been cured by it in 1630. 
However, since its local name was ‘‘ quina-quina,”’ signify- 
ing * bark of barks,’ it was probable that some special 
value was attached to it. In modern times, on the con- 
trary, Indians had exhibited prejudice against it. It was 
introduced into Europe by the Countess of Chinchona, wife 
of one of the viceroys of Peru, in 1639, after she had just 
been cured of ague by it, administered by her physician, 
Dr. Juan de Vega. She returned to Spain in 1640 and 
brought a quantity with her. In 1659 Roland Sturm wrote 
a treatise on it, whence it appears to have been known in 
Rome, Brussels, and Antwerp. There was considerable 
dispute as to its efficacy. It was introduced into England 
in 1655 as the Jesuit’s powder, and was soon after 
exploited by Robert Talbor, who made his name and 
fortune by employing it as a secret remedy; after his 
death his methods were published. Among his patients 
were Charles Il and the Dauphin of France. The first 
appearance of Peruvian bark in regular medicine was in 
1677 in the London Pharmacopocia. La Condamine, a 
Frenchman, was the first to attempt to bring the plant 
to Europe, and it was first described botanically by 
Linnaeus in 1753. In 1839 Royle sugggsted the intro- 
duction of cinchona into India, and ultimately ‘this was 


| effected ; but the Dutch managed to grow it in Java earlier. 
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The Dutch were indebted to an Englishman, Robert 
Ledger, for their first seeds. On the chemical side Gomez 
of Lisbon was the first to isolate the basic properties of 
the drug. In 1820 French chemists isolated quinine and 
cinchonine. Since then more than thirty alkaloids had 
been found in it, but the most important by far was 
quinine. 


SECTION OF LARYNGOLOGY AND OTOLOGY. 
Wednesday, July 25th. 
Curonic 


Tue President of the Section, Dr. D. R. Paterson (Cardiff) 
took the chair at the opening meeting. Dr. Ross Haun 
SxrtiteRN (Philadelphia), who read the opening paper on 
‘Chronic ethmoiditis: its treatment, conservative and 
surgical,’ divided chronic ethmoiditis into the suppura- 
tive and non-suppurative types. In the first the infection 
was characterized by the formation and exudation of a 
purulent secretion; the secretion sometimes being thick 
and almost pure pus, at others thin and almost watery. 
The non-suppurative type was characterized by polypoid 
hypertrophies and the polyp formation was unaccompanied 
by truo leucocytic pus. He thought that all now recog- 
nized the hyperplastic ethmoiditis as a separate patho- 
logical entity in contradistinction to the earlier known 
suppurative infection. When the two conditions were 
found combined this was due to the suppuration being 
superimposed on the hyperplasia; in fact, the greater the 
polyposis the more likely that the commoner forms of sapro- 
phytic organisms would find a suitable medium for their 
growth. He then detailed a classification of the ethmoidal 
labyrinth infections and discussed the various types. In 
the treatment of ethmoidal disease it was essential to 
provide for aeration and drainage. He had long believed 
that removing all infected tissue was as unnecessary as it 
was radical; that with proper assistance nature would do 
much to bring about a resolution. In a case of simple 
catarrhal infection characterized by mild headache, stuffy 
nose, and a fairly constant mucoid discharge with very 
little to show on rhinoscopic examination, he found the 
removal of the swollen middle turbinate almost a sine qua 
non to treatment. The purpose of this was to allow for 
ventilation and permit the application of cotton poultices 
saturated with a silver preparation in glycerin. In cases 
of combined suppuration affecting the entire labyrinth he 
was quite satisfied that nothing but a so-called complete 
exenteration was of any avail. He described, with lantern 
slides, various operations for ethmoidal exenteration. 

Mr. Water G. Howarra approached the subject from the 
point of view of one who believed in the efficacy of an 
external operation in certain cases, and suggested that this 
method of treatment might be made use of more often. 
In chronic generalized polyposis improvement or cure might 
follow simple lavage and general hygiene. These cases were 
not usually seen until the’ cells themselves had become 
involved, and he did not then think that removal of the 
middle turbinate alone was of much use. The bone beneath 
must also be removed. In chronic suppuration with no 
polypi, but with crust formation and discharge, it was 
often found that after apparently thorough intranasal 
operative treatment there arose a doubt as to whether 
benefit was likely to accrue from any further operation. 
After many years he had come to the conclusion that 
some -external operation assured complete exposure. Hé 
had employed the external operation for fifteen years, and 
had definitely noticed that ethmoidal suppuration was the 
key to disease of the frontal sinus. The approach from out- 
side gave a more perfect exposure of all the ethmoidal cells 
was not dangerous, and in actual practice the scar produced 
was almost negligible. He did not guarantee even this 
method to expose all the ethmoidal cells in every case. 

_ The Prestpent emphasized conservative treatment. Look- 
ing over a few of his own cases he discovered some in which 
he had urged operation years ago but had been refused 
(both polypoid and suppurative type), and since some cf 
these cases had done remarkably well. It was well known 
that many patients did very well by relying on regular 
removal of the polypi, which were obvious on rhinoscopy, 


and therefore easy to attack. With regard to Mr. Howarth’s 
remarks about the external operation he cordially agreed, 
but thought that there was some risk involved. 

Mr. E. B. Wacacertrt drew attention to the association of 
ethmoiditis and antritis. He considered that more atten. 
tion should be paid to the bulla of the ethmoid, and in all 
cases operated upon this cavity should be opened. 

Mr. Hersert Tiiiry insisted that it was necessary 
to use the endoscope for the examination of the posterior 
ethmoidal cells in all cases. He considered the endoscope an 


essential instrument in carrying out a thorough examina. 


tion of the nose. He also stated that in all cases of 
chronic rhinitis he was in the habit of aspirating the 
antral cavity for the purposes of diagnosis. Mr. W1ILitam 
Hi, on the other hand, advocated more restraint in the 
matter of puncturing antra and exploring cavities in the 
course of a routine examination. He did not see much 
difference between the treatment described by Dr. Skillern 
and that which had been constantly practised in this 
country during the last ten years. 

Dr. P. Warson-Witi1aMs (Bristol) considered that patho- 
logically the non-suppurative and suppurative types de- 
scribed by Professor Skillern and Mr. Howarth as separate 
entities were really the result of the same type of infection. 
He agreed that the treatment of nasal infection by means 
of tampon applications was likely to find more favour in 
the future, but he thought that tamponage with vaccines 
rich in the specific antibodies would prove more useful. As 
regards diagnosis of the position of the infected cells, he 
thought his own method of aspiration by means of suitable 
trocars and cannulas more accurate than those mentioned 
by Dr. Skillern. He had long ago given up all external 
operations, as he considered the ethmoidal cells, etc., could 
be cleared up in all cases equally well by intranasal 
operations. 

Mr. Syme (Glasgow) believed that many cases of ethmoidal 
infection were not cured owing to the fact that the 
antrum and frontal sinus were not excluded as a focus 
of infection. He did not think that the external opera- 
tion presented any advantages as regards complete removal 
of the diseased area when compared with the intranasal 
approach. Mr. C. A. S. Rrpovur (Portsmouth) drew atten- 
tion to the constancy of pain between the eyes in cases of 
posterior ethmoidal suppuration. He was an advocate of 
the open operation in suitable cases, and stated that he 
had found that the maxillary antra were infected in 
practically all cases of infective ethmoiditis. Dr, Coates 
(Philadelphia) touched on the question of vaccine therapy 
as applied to nasal infections of the chronic type. He 
stated that in America the present tendency was not to 
rely greatly on this form of treatment. Mr. Horcan 
(Cork) upheld the methods of nasal examination recom- 
mended by Dr. Watson-Williams, and drew attention to 
the advantages he had found accrued from the use of his 
transantral method of approaching the ethmoidal cells. 
Dr. Locan Turner (Edinburgh) thought that Mr. Howarth’s 
method of approach conformed more to the general prin- 
ciples of surgical treatment. He was himself personally 
convinced that infection could spread along the olfactory 
nerve sheaths to the meninges, and said that in the Edin- 
burgh museum there were three specimens demonstrating 
this both macroscopically and microscopically. 


Optic Neuritis due to Sphenoidal Sinusitis. 

Dr. P. Watson-Wiii1aMs read a short paper on a case 
of optic neuritis due to sphenoidal sinusitis located by the 
differential exploratory test and cured. He first men- 
tioned that in cases of optic neuritis the saving of sight 
depended upon the drainage and cure of the focal infec 
tion. He reiterated the fact that the anatomy of the 
posterior ethmoidal cells and the sphenoidal sinus is ver 
irregular. He then described a case of optic neuritis whic 
had no nasal signs or symptoms of any kind. On examina- 
tion by his usual technique both sphenoidal sinuses were 
found to be sterile, but the antrum and ethmoidal cells 
were infected on one side. Eventually, on more careful 
examination, a small left sphenoidal sinus was found, 
which had been missed on the first examination. it was 
filled with muco-pus and blood. Both sphenoidal sinuses 
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were opened and drained, and within three months the eye 
symptoms had disappeared. The object of reading the 
paper was to draw attention to the necessity of thoroughly 
javestigating the nasal cavities in all cases of optic neuritis. 


SECTION OF ORTHOPAEDICS. 
Wednesday, July 25th. 
Low BackacHe AND SCIATICA. 
Tae first meeting of the Orthopaedic Section was held on 
Wednesday, July 25th, with the President, Sir Joxun 
Lynn-Tuomas, K.B.E., in the chair. Mr. W. A. 
CocHRANE (Edinburgh) opened a discussion on low backache 
and sciatica. Mr. Cochrane began by pointing out the 
frequency with which this complaint occurred, and esti- 
mated that back strains and injuries accounted for 20 per 
cent. of all accidents in some large industrial concerns. 
He emphasized the difficulties of diagnosis and the im- 
portance of a routine clinical examination of every patient 
as well as the necessity for good stereoscopic x-ray photo- 
graphs, or, failing these, a lateral as well as an anterior- 
posterior view. He thought that malingering “was less 
common than many suspected, and that ‘‘ compensation- 
itis’? was often the direct result of delayed diagnosis and 
treatment; this delay produced a curious mental state, 
which would never have arisen if prompt treatment had 
been instituted. He classified the patients into five 
groups—-namely: (1) acute traumatic strain; (2) general 
postural strain; (3) lumbo-sacral strain; (4) sacro-iliac 
strain; (5) combined pelvic joint strain. Each of these 
required its own appropriate treatment. Mr. Cochrane 
made a separate reference to ‘‘ idiopathic sciatica,’ and 
referred to Professor Putti’s views, with which he did 
not entirely agree, as he thought that certain abnormali- 
ties were more common and more important in producing 
“sciatica than the discrepancy between the inter- 
vertebral canal and the nerve trunk. The speaker showed 


anumber of excellent lantern slides illustrating the types °* 


of back which often give rise to pain. He indicate:l 
how some could be diagnosed by inspection of the patient’s 
back, and iow others were revealed by x rays or comparison 


abnormal anatomical specimens. 


Mr. P. Jenner Verrawz, who had been investigating the 
backache which so often occurs in pregnant women, thought 
that such patients were more orthopaedic than gynaeco- 
logical, and that the ideal attack was by a combination of 
ithe resources of these two branches of surgery. Similar 
pain was often due to a loaded rectum, referred through 
the third sacral nerve. Apart from these causes he cited 
the following types. (1) Diminished lordosis, with tender- 
ness over the origin of the erector spinae, and diminished 
postural tone of this muscle. This was due to prolonged 
strain from stooping, or from increased abdominal weight 
from pregnancy, abdominal fat, or loaded and prolapsed 
intestine. (2) Increased lordosis, persisting after parturi- 
tion, leading to lessened tone of the abdominal muscles, and 
lumbo-sacral strain, curable by a temporary belt and exer- 
tises. (3) Increased lordosis, due to a flexed hip on one 
or both sides, often due to chronic inflammation or irrita- 
tion of the ilio-psoas by the caecum, appendix, or sigmoid, 
and curable by attention to the primary cause. (4) True 
sacro-iliac pain, characterized by the now recognized sym- 
ptoms. Sacro-iliac subinvolution after pregnancy was a real 
entity; these joints relaxed during the latter months of 
pregnancy, and their tone was restored pari passu with 
that of the uterus. Too early strain would lead to weak- 
hess and displacement ; an adequate rest time after parturi- 
,tion was indicated. A further pregnancy, followed by a 
well-managed puerperium, would cure, as‘in the case of the 
uterus, but otherwise a suitable belt and pad, with or 
without mobilization, would meet the case. Somewhat 
similar relaxation occurred at the menstrual periods. 

Mr. D. McCrak AITKEN was impressed by the way in which 


the subject had been thrown open by previous speakers, — 


specially in so far as they had emphasized the great im- 
portance’ of posture. He believed that “‘ crush fractures ”’ 
of the vertebrae were common and that such injuries might 
secur even in children when the vertebrae were largely 
cartilaginous. He thought that the quadratus lumborum 
was a muscle peculiarly liabie to strain, and that it was 


probably a factor in the production of one group of painful 
back. He agreed with previous speakers in their advocacy 
of prompt support and rest in accordance with the prin- 
ciples laid down so long ago by Hilton, and pointed out 
that muscular re-education was, as had already been stated 
by the opener, a very important part of the later treat- 
ment of such patients. Mr. B. Warrcaurcn Howe. spoke 
of the frequency of ‘‘ lumbago’”’ amongst the industrial 
classes. He treated simple cases of recent trauma of 
lumbar region by immobilization for a short time, but 
mobilized the chronic cases under a general anaesthetic. 
He was against operative removal of a sacralized trans- 
verse process of the fifth lumbar vertebra in the present 
state of anatomical knowledge, but thought exploration 
of the sciatic nerve gave very good results in stubborn 
cases of true sciatica. Mr. A. Rocyn-Jones emphasized 
the importance of exactly locating the area of tenderness 
to pressure in any painful back. He described the physic 1l 
signs on which he was accustomed to rely in diagnosing 
hetween the various groups, and spoke of certain difficulties 
he had found in the reading of # rays of the lower third of 
the spine. Mr. Aran H. Topp thought that belts were at 
hest a témporary remedy, and that the training of the 
abdominal muscles was a very important step towards 
permanent natural support. He believed that patients with 
injured backs suffered from the lack of medical men and 
masseuses possessed of special experience in this work, and 
that there would be little progress in this direction until 
hospital beds were available for such patients. 

Dr. Mannertnc Wuite (Nantwich) referred to possible 
infective focuses, and Mr. Waterrretp (Banbury) and Dr. 
Sotty (Harrogate) followed. Dr. Morris (Birmingham) 
considered that overwork and general debility played a 
large part in producing ‘lumbago.’”” He had found 
Easton syrup a simple but effective remedy in several tired 


patients. The Prestpent spoke briefly of his past expe- 


riences in Cardiff, and then called on Mr. Cocnraneg to 
reply. 


SECTION OF PREVENTIVE MEDICINE. 
Wednesday, July 25th. 
Connon or Inrectious 

Dr. E. Cotstoxn Wiitiams (Cardiff), President of the 
Section, in a brief opening address, said that the present 
age was characterized by much impatience on the.part of 
the public in respect of the application of the results 
of modern scientific investigation to the prevention of 
disease. It was the duty of the administrator to glean 
what was most useful out of the results of such research, 
and then to apply it with firmness and tact. Dr. L. J. 
Rascuman (Geneva), opened a discussion on the value of the 
present methods of control of infectious diseases with 
special reference to small-pox, and exhibited many valuable 
statistical diagrams. He showed how the incidence in 
various countries had changed, and discussed the probable 
existence of two distinct types of this disease. Dr. J. 
Mipp.iEroN Martin (Gloucester) remarked that in a short 
time great advances had been made in the knowledge of 
infectious processes, and it was the more curious that the 
infecting agents of some of the common diseases remained 
unknown. Dr. Evstack (Durham) referred to the 
heavy incidence of small-pox in the county of Durham, 
but said that the case mortality had only been at the rate 
of 0.27. It was, therefore, a mild type of the disease, but 
he would not agree that it was specifically different from 
ordinary small-pox, or that it was right to relax efforts to 
control it on account of cost. Dr. R. P. Garrow (Chester- 
field) expressed his belief that small-pox as now seen was 
a different disease from the severe form. People preferred 
to have it with the comforts of a hospital for a few weeks 
to undergoing the inconvenience of vaccination. If cases 
were isolated at home it would encourage vaccination. 
Dr. R. Bruce Low said the proper methods of prevention 
were clearly laid down in the memorandum of the Ministry 
of Health, but they were not always adequately carried out, 
especially in rural districts. 

Sir Matcoum Watson (Malaya) said there were not two 
or three ways of controlling small-pox, but one, and that 
was adequate vaccination, which had entirely stamped out 
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small-pox in Malaya. Dr, Brinpiey (Derby) referred to 
the great practical difficulty of actually tracing contacts, 
and Dr. Kerr (Newcastle) thought the difficulties would be 
lessened if vaccination were modified so as to produce a 
less severe reaction. Dr. Picken (Cardiff) said there were 
different degrees in other diseases, such as enteric fever, 
but this did not justify the modification of methods of 
prevention in regard to them. 

Dr. R. A. O’Brien (Beckenham), in a paper on the 
control of diphtheria and scarlet fever, dealt mainly with 
the practical steps advisable, and indicated possible im- 
provements in testing an immunization. He concluded 
that, as regards diphtheria, an almost complete control was 
now possible, and emphasized the serious risk entailed 
by the undetected ‘“ profuse’ carrier. Further investiga- 
tion in scarlet fever was required before a similar satis- 
factory state could be reached. Dr. J. Granam Forses 
discussed the recent progress made in this country in 
the application of the Schick and Dick tests and active 
immunization. A number of statistical tables were shown 
as lantern slides. é 

Dr. B. A. I. Peters (Bristol) said that the Schick test 
had proved successful at the Westham Hospital, Bristol, 
in 98 per cent. of cases, though it was not infallible in 
face of a very virulent strain of the organism. Dr. E. H. R. 
Harries (Birmingham) gave the warning that the Schick 
test would not eliminate the immune carrier. Surgical 
treatment of the naso-pharynx in suitable cases had reduced 
their percentage of return cases from 2.9 to 0.2. Dr. 
Goopatt said he was convinced of the value of active 
immunization in protecting nursing staffs against diph- 
theria, but he had had no experience of the method in con- 
nexion with scarlet fever. 


SECTION OF MEDICINE. 
Thursday, July 26th. 
PREVENTION AND TREATMENT OF DIPRTHFRIA. 

Dr. J. D. Rotteston, in opening a discussion on the 
prevention and treatment of diphtheria, said it was 
doubtful whether isolation had reduced the incidence of the 
disease. No uniformly successful method had been found 
for putting an end to the carrier state, the persistence of 
which was usually due to local infection in the tonsils, 
adenoids, and nasal sinuses; success in dealing with it had 
resulted chiefly from surgical attention to these factors. 
Passive immunization by injection of antitoxin conferred 
an immediate immunity of short duration, usually not 
longer than four weeks» 500 units, irrespective of the age 
of the subject, might be given for this purpose either 
subcutaneously or intravenously; oral administration was 
useless. As @ general rule this method should be confined 
to children, and, in his opinion, in hospitals and in well- 
to-do families, where close observation could be kept up it 
was rarely necessary. Active immunization, on the other 
hand, conferred a much moro durable and possibly a 
permanent immunity. Nowadays it was customary to 
dispense with a preliminary Schick test in children under 
6 years old on tho assumption that the large majority wero 
susceptible; but in adults, who were much more likely to 
react severely to immunizing doses, a preliminary test was 
indispensable, No fatal accidents following active immuniza- 
tion had occurred in this country, but the local and consti- 
tutional disturbances were occasionally severe. With regard 
to treatment, it was usual in the Metropolitan Asylums 
Board hospitals to employ large doses of antitoxin—4,000 
to 8,000 units for mild faucial or nasal cases, 12,000 to 
16,000 units for moderate attacks, and 24,000 units, 
repeated if necessary, for severe cases. The intramuscular 
route was unquestionably the best. Antitoxin must, of 
course, be given at the earliest possible moment on clinical 
manifestations, independently of the bacteriological report. 
He denounced the suggestion that unless given by the fifth 
day of the disease it was useless. The chief advance in 
recent years in serum treatment was the introduction of the 
refined serum, the use of which had reduced the incidence 
of rashes and other unpleasant sequelae to a minimum. 
Next to early antitoxin administration the most important 
item in treatment was the enforcement of rest in bed, 

Dr. Granam Forses emphasized the need for keeping the 


carrier under close observation, and in this respect a watch 
on the nasal passages ,was of prime importance. Control 
of diphtheria by bacteriological methods by swabbing was 
unreliable, and dependence on immunization was more and 
more clearly indicated. With regard to the evidence in 
favour of preventive inoculation, he pointed out that in 
self-contained communities, such as hospital and residential 
institutions, this rested on a sure foundation; but proof 
of undoubted benefit from extensive preventive inocula. 
tion in a community, such as that of New York, was still 
awaited. For tho acceptance of diphtheria in a Schick. 
negative reactor it was essential that (1) the result of the 
test should be indubitable, (2) the clinical and bacterio. 
logical diagnosis must be firmly established, (3) the test 
must be carried out by an expert. Park had stated that 
he had never seen a case in which these conditions were 
fulfilled. With regard to the occurrence of diphtheria in 
those who had received the full immunizing course of three 
doses, he expressed the need for retesting three to four 
months after the third dose to show whether the original 
positive reactor had become immune as shown by a negative 
re-test. Dr. Forbes asked whether the presence of a large 
number of protected individuals who might become potential 
carriers would constitute a source of danger for the non- 
immunized. In the immunization of some 50,000 indi- 
viduals in this country, involving at least 300,000 injections, 
no known harmful effect had been reported. 

Dr. E. W. Goopatt discussed the advantages of the 
various routes for the administration of antitoxin. 
Undoubtedly the effect of the antitoxin was obtained more 
quickly by the intravenous route, but allergic reactions 
were an objection, and in children it might be very difficult 
to get the serum into the vein. The clinical results 
obtained were insufficiently striking to commend the 
practice as a routine method, and it should be reserved for 
severe cases. The antitoxin was absorbed more quickly if 
injected intramuscularly than by the subcutaneous route, 
and the former route should therefore be adopted in cases 
intermediate between the severe and the benign. With 
regard to dosage, after experimenting with various doses 
up to 100,000 units, he had decided that a dose of 30,000 
was the limit beyond which it was unnecessary to go. The 
earlier the patient was brought under treatment the more 
satisfactory were the results; but a severe case was not 
necessarily a late case, nor was a late case necessarily a 
severe one; each must be judged entirely on its clinical 


‘merits apart from its duration, and so long as any 


membrano was present antitoxin should be given. Dr. 
Goodall emphasized, in conclusion, the folly of waiting for 
the result of a bacteriological examination in a suspicious 
case, and his advice was that the culture swab should be 
abandoned altogether. 

Dr. Jonn McGarrrity (Cardiff) related the results of the 
immunization experiments carried out in conjunction with 
Dr. Ker in Edinburgh in 1922-24, and the subsequent work 
that had been carried on there since. Over 6,000 children 
had been immunized without any ill effects. With adults, 
however, considerable local reaction and constitutional dis- 
turbance was apt to occur; this was noticed amongst those 
who had a pseudo-Schick reaction; and since the use of 
toxoid-antitoxin had been general it was unusual to get. 
reactions even in an adult. He maintained that there was 
now clear evidence that the practice of immunization was 
perfectly safe. He recalled the evidence as to its efficacy 
contained in the recently published report of the medical 
officer of health for Edinburgh, and said that in Cardiff. 
no child who had been a negative Schick reactor when 
tested in the schools had up to date developed diphtheria. 
Dr. McGarrity advocated strongly the routine administra- 


‘tion of an initial intravenous injection of antitoxin im 


severe cases, following it up subsequently with intra- 
muscular doses. In ordinary moderate cases this procedure 
was unnecessary, intramuscular injections being quite 
sufficient. The diphtheria patient must be kept flat m 
bed until all danger of paralysis or heart failure had 
passed. Tho treatment of heart failure, as Meara had said, 
lay in its prevention by early dosage with sufficient anti- 
toxin; but if it showed itself he had found caffeine sodio- 
salicylate and camphor the best drugs to use, to be given 
hypodermically in from 1/2 to 2-grain doses according to 
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age every two to four hours. He had a liking for the use 
of alcohol in small doses, and adrenaline chloride at the 
beginning was sometimes useful, but it must be stopped at 
once if any irregularity of the heart occurred. 

Dr. Bixase (Altrincham) said that the public authorities 
now paid for every swab taken, and the results had been 
most satisfactory. Many early cases were diagnosed in 
this way before clinical manifestations of diphtheria had 
appeared, and cases left until too late had disappeared. 
This method of careful and early swabbing gave much more 

ractical results than could be hoped for by immunization 
methods as yet. Dr. G. W. Goopnmartr also advocated 
the use of early and adequate bacteriological examina- 
tion; it was essential to give antitoxin on the earliest 
clinical manifestation of diphtheria, even in face of a 
negative swab. Many early cases of diphtheria presenting 
themselves as simple tonsillitis would be missed until a late 
period but for bacteriological examination. 


SECTIONS OF SURGERY AND OF RADIOLOGY AND 
PHYSIO-THERAPEUTICS. 
Thursday, July 26th. 
Tue Fartacy or XY Rays IN ABDOMINAL D1Aenosts. 

Mr. Hersert J. Paterson, in opening this discussion, 
said that radiology must not be used as a_ substitute 
for clinical observation, but merely as an. aid to diagnosis. 
The main fallacies could be placed in four groups. Those 
incidental to x rays were well exemplified in the use of 
a barium meal to ascertain the degree of imtestinal stasis 
(the use of charcoal gave different results), and the numerous 
misinterpretations of local spasms of the alimentary tract. 
Fallacies due to technique were illustrated by the impor- 
tance of taking exposures in varying positions in the cases 
of gastric or duodenal ulcers, the ulcers otherwise being 
often missed. Again, errors in diagnosis occurred if the 
stomach were not adequately filled with the opaque meal. 
Occasionally a radiological examination might divert atten- 
tion from the disease suspected. Fallacies due to mis- 
interpretation were numerous. Examples were mentioned 
—namely, scybalous masses indistinguishable from shadows 
due to gall-stones, and the misinterpretation of phleboliths 
and calcareous glands as ureteric stones. Impacted faeces 
might show a well-marked filling defect with a barium 
enema, even after apparent clearing out of the bowels, 
and on re-examination later might show a normal colon. 
Another possible fallacy was that the impacted faeces might 
be due to an early carcinoma, which would not be con- 
firmed by 2-ray examination until it was too far advanced 
for surgical treatment. Diagnosis of adhesions, especially 
in the right iliac fossa, was rarely confirmed at operation. 
Mr. Paterson said that radiology showed apparent healing 
of a gastric ulcer in three to four weeks of intensive 
alkaline treatment. He stated emphatically that the patho- 
logical evidence was against this rapid change, and that the 
«-ray interpretation was wrong and fallacious. Radio- 
logical evidence as a gauge of the progress of the healing 
of a gastric ulcer was obviously useless and misleading. 
In abdominal diagnosis radiology was still in its infancy, 
but its value was unquestionable, and would be even greater 
in the future when experience had taught the correct 
interpretations of what was seen. If the radiological find- 
ings did not support the clinical signs and symptoms they 
should be disregarded, and an operation should not be per- 
formed only on purely radiological diagnosis. 


Dr. F. HernamMan-JOHNSON said that the barium meal: 


localized any stasis to a particular site in the gastro- 
intestinal tract, and that the method of administration 
of charcoal, as suggested by Mr. Paterson, was of no real 
value. A good practical rule was to disregard stasis up 
to twenty-four hours. When spasm, as shown by the barium 
meal, resisted all changes of posture, was present for long 
periods, and was not affected by belladonna given in large 
doses, it was nearly always evidence of organic disease 
of some portion of the alimentary tract or its offshoot, the 
gall-bfadder. Spasm of some part of the tract might 
constitute the disease. Thus the demonstration of spasm 
played an important part in abdominal diagnosis by radio- 
logy. Partial examination of the abdomen might lead to 
misdirection, but a complete one should not do so. Errors 


in interpretation were then fully discussed, and the speaker 
referred to the cases described by Mr. Paterson. It was 


‘necessary to distinguish between radiological findings and 


deductions. Regarding the diagnosis of adhesions, maimpu- 
lations under the screen were unreliable; it was better 
to repeat the examination in a few hours. 

Dr. Artuur F. Hurst said that charcoal was useless 
as a means of demonstrating stasis. It was most important 
to know the point in the alimentary tract at which stasis 
occurred. He now never diagnosed gastric or duoden:l 
ulcer without x-ray evidence given by a competent radho- 
logist. Radiological evidence was very important in the 
investigation of healing of ulcers. X-ray findings shouid 
not necessarily agree with clinical findings, to be of any 
value. Slides were shown of healing ulcers, and the 
speaker pointed out the possibility of misinterpretation 
of a shadow due to diverticulum of the cardiac region of 
the stomach. Dr. Hurst stated that inflation of the bowel 
with air helped in the radiological diagnosis of adhesions. 
He concluded by saying that the radiologist could not be 
expected to work alone, but must have the co-operation 
of his colleagues. 

Mr. W. McApam Eccizs pointed out that diagnosis of 
disease of the appendix by a barium meal was often 
fallacious, and was the outcome of incomplete z-ray in- 
vestigation. He referred to cases of young women with 
right iliac pain who were réally suffering from spasm of 
the pelvie colon giving rise to distension and pain on the 
right side. A barium enema would clear up the diagnosis. 

Mr. Fuiierton (Belfast) said that the physician, surgeon, 
radiologist, and pathologist should piece together their 
various findings to reach the correct diagnosis. He 
referred to the fallacies of x-ray examination in cases of 
urinary calculi, and said that the radiologist must not be 
expected to work unaided. Sir Witriam pe Courcy 
Wuerter (Dublin) advised the radiologist to attend the 
operations or obtain a detailed report of them. He warned 
radiologists not to give too dogmatic a report when dealing 
with cases from busy country practitioners. He added that 
a photograph should be taken before the introduction of 
bismuth, to discover the presence of anything abnormal, 
particularly in the urinary tract. All subsequent pictures 
must be taken in exactly the same position. 

Mr. Renptr Suort (Bristol) said that screening was very 
important. A barium meal often missed a carcinoma of 
the colon and a barium enema was not infallible. Explora- 
tion was justified when symptoms were reasonably sugges- 
tive and when z-ray diagnosis had been obtained. He had 
found that when symptoms and signs disagreed with radio- 
logical findings the latter were more often correct. Dr. 
Canpy (Newport) deseribed the difficulties which had to be 
overcome. The radiologist needed the clinical history and 
findings and opportunity for complete investigation just as 
much as the physician and surgeon. Professor A. W. 
SuHeen (Cardiff) said that co-operation was absolutely 
necessary. The value of negative results was pointed out. 
Referring to barium enemata, he said that they were 
fallacious because often there was not enough fluid in- 
jected, and secondly, the fluid did not show an early 
growth. Dr. Owen Ruys (Cardiff) was pleased to hear 
that the surgeons recommended co-operation with the radio- 
logists and that they were ready to share the responsibilities. 


SECTION OF SURGERY. 
Thursday, July 26th. 
Tue TReATMENT OF GANGRENE. 
Mr. W. Sampson Hanptey, who opened this discussion, 
limited his remarks to the vasomotor surgery of gangrene. 
He said that Leriche, in order to divide the sympathetic 
nerve supply to an artery, removed the outer coat of the 
vessel for some distance. This operation of arterial sym- 
pathectomy had met with success in Leriche’s hands in 
cases of (1) causalgia after war wounds; (2) the painful 
pre-gangrenous crises caused by obliterative endarteritis ; 
(3) painful acroparaesthetic syndromes following bruises 
and wounds, especially of the finger, hand, palm, or sole 
of the foot; (4) Raynaud’s disease; (5) sometimes in painful 
stumps; (6) in muscular spasms secondary to war wounds; 
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(7) in trophoedema ; (8) in trophic ulcers, but here the result 
might only be temporary. The operation was not recom- 
mended for actual senile gangrene. Mr. Handley stated‘ 
that his method of alcohol injection was a definite advance 
on Leriche’s operation. He said that in certain cases it 
prevented threatened gangrene and arrested the spread 
of senile gangrene. It sometimes averted the necessity for 
an amputation, or permitted a lower amputation to be 
performed. The technique of the operation was simple: 
after exposure of the artery in Hunter’s canal, 2 to 3 
minims of alcohol were injected at four equidistant points 
around the artery. After the injection was completed a 
white band, about half an inch wide, was seen around the 
vessel, but there was no constriction. The immediate effect 
was vaso-dilatation with no preceding vaso-constriction. 
Mr. Handley strongly recommended his method for 
threatened or incipient gangrene, especially during the 
prodromal stage, when pallor, coldness, and severe pains 
were present. In cases of extensive gangrene, owing to the 
risk of toxic absorption from the increased blood supply 
following the operation, the speaker did not recommend the 


amputation. The operation was contraindicated in cases 
of gangrene associated with already existing vaso-dilata- 
tion. It was useless for Buerger’s disease and of doubtful 
value in Raynaud’s disease. The greatest use of vasomotor 
surgery was during the pre-gangrenous period, though in 
the early stages of gangrene the vaso-dilatation of the 
vessels limited the spread and restored vitality to dying 
tissues. 

Mr, Pump Turner limited his remarks to the clinical 
aspects of periarterial sympathectomy. Clinical observa- 
tions certainly showed that there was improvement in the 
circulation and an increase in the amount of blood in 
the distal part of the limb. He gave a brief summary 
of eight cases of senile gangrene—two treated by sym- 
pathectomy and six treated by alcohol injection. He had 
not used these methods for threatened gangrene, but he 
thought in such cases that care should be taken that the 
pain was due to arterial disease and not to other causes. 
Mr. Turner said that periarterial sympathectomy did not 
replace amputation, but was a valuable additional method 
of treatment. He agreed that it was difficult in some 
cases and that alcohol injection was a better method. 

Mr. E. G. SLEesincer referred to Langley’s work on the 
course of the vaso-constrictor fibres, and said that the 
spinal nerves carried these fibres to the vessels. These 
nerves gave off branches to the vessel at different levels 
along the length of the artery. If this were true, pevi- 
arterial sympathectomy could not produce vaso-dilatation 
in the distal part of the limb. The speaker thought, there- 
fore, that the operation of periarterial sympathectomy 
destroyed the afferent fibres and so interrupted the reflex 
are and abolished the painful spasms. Pain was relieved 
even if there was no improvement in tho circulation. He 
had never seen the initial vaso-constriction described by 
Sampson Handley and Leriche. He favoured periarterial 
sympathectomy, since alcohol injection could not be con- 
trolled, and sympathectomy admitted of microscopic 
examination of the resected plexus. Referring to the 
classification of arterial disease, Mr. Slesinger said that 
the functional type, which included Raynaud’s disease and 
erythromelalgia, was only relieved by excision of the sym- 
pathetic ganglia concerned, while the organic type, senile 
arteritis, etc., was improved by periarterial sympathectomy 
and pain was generally relieved. 

Mr. W. A. Cocxrane (Edinburgh) said that he dissected 
the main artery for about two inches and swabbed the 
surface with gauze. No actual stripping was done. The 
operation gave good results in early cases of senile 
gangrene, and in promoting healing of varicose ulcers. 
No good effect had been obtained with perforating ulcers 
of the foot and endarteritis obliterans. In view of the 
good results obtained by Brown and Adson in endarteritis 
obliterans by sympathetic ramisectomy, it seemed that 
arteries had. a segmental nerve supply. If this was so, 
the question arose as to the best site for the operation on 
the sympathetic path. 

Sir Wituram Wueexer (Dublin) had found that neither 


alcohol injections nor periarterial sympathectomy improved 


cases of thrombo-angiitis obliterans. He disagreed with 
Mr. Slesinger’s statements that pain was relieved in such 
cases and that initial vaso-constriction did not occur. Care 
should be taken to divide all fibres. If the artery was 
sclerosed he employed alcohol injections. Varicose ulcers 
had healed rapidly after this method. Mr. Brockman 
(Sheffield) agreed that alcohol injection was easier and 
safer than periarterial sympathectomy. Sympathectomy 
presented real difficulties, especially when the vessel was 
hard. He thought that Mr. Slesinger’s explanation of the 
results of sympathectomy was wrong and that probably 
pain had a chemical basis in the periphery of the nerve, 
The speaker stated that a toxic patient could be improved 
in health by this method, in preparation for secondary 
amputation. 

Mr. Sampson Hanptey, replying, said that the operation 
was of use for threatened gangrene, but was of no use for 
endarteritis obliterans. He could not explain the lack of 
initial’ vaso-constriction in Mr. Slesinger’s case, and 
regarding his physiological theory he said that it required 
laboratory confirmation. 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 
Thursday, July 26th. 
DriaGNosis AND TREATMENT OF STERILITY. 

Mr. A. E. Gites opened a discussion on the diagnosis and 
treatment of sterility: He indicated the main lines of 
investigation necessary to ascertain whether the anatomical 
and physiological factors concerned were normal and 
healthy. He considered that marked retroversion and acute 
anteflexion of the utcrus undoubtedly produced a hindrance 
to conception, and that correction of these conditions fre- 
quently led to fertility. The patency of the tubes could be 
ascertained by the insufflation method. At this point their 
range of investigation ceased. They had no means of dis- 
covering whether healthy ova were maturing. He outlined 
the treatment called for in the different types of case. In 
under-development he spoke favourably of thyroid extract 
and hypodermic injections of freshly prepared ovarian sub- 
stance. If the patient were too stout weight should be 
reduced by diminishing the total intake of food. If the 
vagina were too narrow a plastic operation might effect a 
remedy; in pinhole cervix dilatation to a moderate degree 
might be successful. Noxious discharges should be treated 
by curetting and the application of tincture of iodine. In 
tubal obstruction surgical measures were called for. Finally, 
in cases of endocrine inadequacy, laboratory investigations 
into basal metabolism and blood morphology might lead to 
a scientific and successful line of treatment. 

Mr. Sipney Forsprke reviewed those cases in which no 
gross lesion was present and no lesion sufficient to stamp 
it as the cause of the condition. He stated that 25 per 
cent. of childless marriages were due to the condition of the 
husband. It was rare to obtain any living spermatozoa 
from the vagina, as they were rapidly killed, but living 
spermatozoa cguld be recovered from the cervical canal 
within a few hours of coitus. Investigation should then be 
transferred to the uterus, tubes, and ovaries. The possible 
lines of inquiry were exploration of the uterus by dilatation 
and curettage, inflation of the uterus and tubes, investiga- 
tion of the uterus and tubes by means of opaque bodies, and 
exploration of the pelvis by laparotomy. Mr. Forsdike 
outlined the methods of inflation which he employed. He 
did not consider that plastic operations carried out on the 
narrow part of the tube were justifiable. Obstruction at the 
fimbriated extremity was a different matter, though even 
then opinion should be guarded, as he had found that out of 
twenty cases, eleven were closed again within three months 
of operation. He described the results he had obtained in 
a hundred cases of inflation of the uterus and _ tubes, 
from which it would appear that 31 per cent. of apparently 
normal women became pregnant after inflation. After 
inflation with closed tubes operation was to be recom- 
mended if an injection of lipiodol demonstrated the obstruc- 
tion to be in the ampulla. In regard to the ovaries, cysts 


of one or both ovaries, in contradistinction to cystic ovaries, 


did present opportunities of success in cases of sterility, 


-He had operated upon six cases, in four of which pregnancy 
occurred within three months. 


It was difficult to under- 
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stand or explain these cases, but there was no doubt that 
the relationship was cause and effect. There remained the 
type of case when an apparently healthy man was married 
to an apparently normal woman, and yet the marriage was 
barren. He considered these cases to be due to the 
coincidence of minor defects in both parties, resulting in 
combined relative sterility. 

Mr. KennetH WALKER discussed the diagnosis and treat- 
ment of sterility in the male. Of 57 cases of men who had 
been referred to him by gynaecologists only 25 could be 
considered entirely normal, 18 out of the 32 being com- 
pletely sterile. Speaking generally, sterility in the male 
was more frequently the result of acquired conditions than 
of congenital abnormalities, and in the production of these 
venereal disease played the chief part. He then passed in 
review the conditions which might affect spermatogenesis, 
pointing out that the spermatogenic function of the 
testicle was far more sensitive to outside influence than was 
that of internal secretion. Thus mild infections, heat, and 
diet had been shown to affect the formation of healthy 
spermatozoa. Mr. Walker then discussed artificial in- 
semination: this procedure very rarely appeared to succeed 
in the human species, whereas in veterinary practice success 
was frequently achieved. He suggested that they should 
take a hint from the veterinary surgeons and change their 
technique. In regard to treatment, surgery offered very 
little help in cases of stenosis either of the epididymis or 
of the ejaculatory ducts. In cases of aspermatogenesis 
improvement in the general health undoubtedly increased 
fertility. Septie foci should be searched for and treated. 
Endocrine therapy was worth trying, anterior lobe pituitary 
extract being the most useful product, and it should be 
given over a period of six months. 
physiology of impregnation the gynaecologist and the 
genito-urinary surgeon must work together as colleagues 
engaged on a single task. ie 

‘Professor Beckwith WuitEHovsE (Birmingham) said 
that in dealing with sterility it was striking how 
dificult it was to secure pregnancy when everything 
seemed favourable. They must concentrate in future 
on physiological function. Reference to questions of 
diet and sunlight were very interesting. In regard to 
anatomical defect, he was sorry that Dr. Forsdike was 
so pessimistic in regard to plastic work. He did not 
think that they had yet arrived at the proper technique. 
In his cases he had injected lipiodol directly into the 
tube from the abdomen. He was a strong advocate of 
lipiodol; it prevented formation of adhesions. It was 
extraordinary how pregnancy might occur even after 
removal of the tubes. He had failed with artificial in- 
semination, for the reasons, he thought, put forward by 
Mr. Walker. At present he was advising swabbing the 
vagina with a diphtheria swab after coitus and painting 
the endometrium directly with the swab. 

Professor Vaupgscat (Paris) agreed with Dr. Giles. Nil 
nocere was the best’ motto in dealing with these cases. 
Pregnancy might occur at the most unexpected moment. 
In retroversion the position of the os was of no interest in 
the determination of sterility. Insufflation and injeetion 
of lipiodol must be a recognized method, but must be 
used with great circumspection. He preferred lipiodol as 
one could see what one was doing. He thought that 
undoubtedly pregnancy occurred after lipiodol, and as the 
result of its use, and not from coincidence. Dr. MarGaret 
BaspEN was much impressed with the frequency in which 
blocked tubes occurred in sterility. Nothing abnormal 
might be felt on vaginal examination. Blockage of tubes 
was much more common than was generally realized. She 
always used an anaesthetic during insufflation because of 
the possibility of spasm of the tube occurring. She had 
not vet used lipiodol, but had decided to do so. In the 
majority of cases stenosis was found to occur at the 
fimbriated extremity. Obesity was an important factor, and 
corpus luteum extract sometimes was very successful in such 
cases. Dr. Burst (Dundee) thought that the treatment for 
many cases of sterility could be summed up by the old- 
fashioned saying, “‘ Live on a shilling a day and earn it.”’ 
Vaginismus might be prevented by proper ante-marital 
education. He had personally experienced distress after 
taking a dose of ovarian extract by the mouth. Dr. 


THE SECTIONS: SUMMARY OF PROCEEDINGS. 


In elucidating the 


Farqgvuaar Murray (Newcastle) had examined a number of 
cases of sterility. In nearly one-half he had found definite 
evidence of infection of some sort. He had obtained a posi- 
tive test of sealed tubes in one-third of the cases. He always 
gave an anaesthetic. He did not advise laparotomy at 
onee on discovering a sealed tube; his rule was to. wait 
and see for a time. He carried out the test again before 
advising opening the abdomen. In five out of six cases 
he had explored he found evidence of tubercle, and he 
would not hesitate to open the abdomen where the history 
suggested tuberculosis. He had on two occasions embedded 
ovarian tissue in the .terine wall, but he could not say 
whether it was of value or not. Mr. Freperick Epce 
(Birmingham) said that sterility might be due to the ovum 
escaping at the wrong time, owing possibly to the density 
of the tunica albuginea. Dr. Gray Warp (New York) 
spoke on the subject of stimulation of the ovaries by 
g rays. This method was being used more and more in 
America. Only a very mild dose was employed. 

The Presment thought that progress was being made in 
this subject. Twenty years ago the importance of the 
male factor was not appreciated. Rubin had pointed out 
in the beginning that one test was not sufficient for giving 
a definite diagnosis. The use of lipiodol was a distinct 
advance. Another method was to insufflate a barium 
powder into the cervix. A few hours later it would be 
found in the tubes, and later still in the peritoneal cavity. 
No operation should be advised without investigation. 
Insuffation might work by dislodging some small plug of 
mucus. He had never practised artificial insemination, 
but he thought that success might follow if the technique 
of the veterinary surgeons was adopted. Irregularity of 
menstruation was not necessarily a cause of sterility, but 
a harmless method like stimulating with gz rays should 
certainly be tried in certain cases. 

In replying to the discussion Mr, Gries did not think 
that artificial insemination was called for in cases where 
normal intercourse was possible. He strongly advocated 
early operation in appendicitis, as, if pelvic peritonitis 
occurred, the danger of the tubes becoming blocked was 
very great. Mr. Forspike agreed that lipiodol prevented 
the formation of adhesions. With a pressure of 300 mm. 
of mercury in a conscious patient he was prepared to give 
a definite diagnosis of tubal patency on one test alone. 
He did not agree with using anaesthesia in insufflating. 
He did not believe that incompatibility existed. Mr. 
KennetoH Waker relied a great deal upon the veterinary 
surgeons in helping him to elucidate problems, and they 
did not believe in incompatibility. 


MyoMECTOMY DURING PREGNANCY. 

Professor Vauprscat (Paris) in his paper on myomectomy 
during pregnancy, said that judgement and common sense 
were required in the selection of each case, as only excep- 
tionally was that operation during pregnancy the correct 
procedure. The indications for operation, in his opinion, 
were: (1) when the fibroid was large, was diagnosed early 
during pregnancy before the third month, and when the 
swelling of the tumour was easily distinguishable from 
that of the uterus; (2) if, at any time, unmistakable signs 
of necrobiosis appeared; (3) axial torsion of the uterus 
or partial retroversion due to the presence of a fibroid; 
(4) torsion of the pedicle; (5) when the fibroid was causing 
pressure upon neighbouring structures. He described the 
main points to be attended to in operative technique, and 
quoted his statistics for a period of six years. In 38 per 
cent. of cases operated on myomectomy was performed, 
and in 62 per cent. it was found necessary to do hysteree- 
tomy. Operative interference during pregnancy should 
therefore be postponed as long as possible in order to 
obtain a living child. 

Mr. Gites had performed some twenty myomectomies 
during pregnancy, seventeen cases going to full term. The 
indications for operation were of great importance. If the 
chances of a natural delivery appeared to be reasonably 
good he was disposed to wait, if necessary dealing with the 
fibroids after parturition. He would prefer always to do 
a hysterectomy after involution than when the uterus was 
large from pregnancy. If symptoms of necrobiosis occurred 
then operation was called for. In properly selected cases 
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myomectomy in pregnancy was a very successful operation. 
Mr. L. C. Riverr thought there were two indications—the 
size of the fibroid and necrobiosis. He did not think that 
myomectomy should bo attempted when performing 4 
Caesarean section. He considered that myomectomy was 
called for if symptoms of red degeneration occurred. Dr. 
Farqunar Murray (Newcastle) advised expectant methods 
in cases of red degeneration. Operation during pregnancy 
should be avoided where possible. Professor BeckwiTH 
Wuitenovuse (Birmingham) did not dread myomectomy 
since he commenced doing Caesarean sections under spinal 
anaesthesia, haemorrhage under these conditions being 
practically negligible. Mr. Trntson (Cardiff) 
always removed fibroids of any size discovered at any 
period of pregnancy. 


SECTION OF PATHOLOGY AND BACTERIOLOGY. 


Thursday, July 26th. 
Tue Inrestinat Hearts anp CHRONIO 

DISEASE. 
Sm Tuomas Houston occupied the chair during this session. 
Professor CruicksHANK (Aberdeen), who opened the dis- 
cussion, traced the development of the intestinal flora of the 
adult from that of the suckling. The main types of organism 
normally found were described, together with the effects on 
their numerical proportions which could be exerted by 
variations in diet. The experimental arguments for 
and against the hypothesis of toxin absorption by 
the intact intestinal mucous membrane were discussed. 
By the employment of appropriate selective cultural 
methods it was possible to isolate bacteria sometimes 
alleged to be pathogenic from the faeces of healthy indi- 
viduals. The absence of a standard cultural technique, 
the multifarious action of such factors as diet, and the 
great variety of bacteria concerned, made it impossible to 
define a ‘‘ normal” condition of the intestinal flora, and 
dangerous to accept the frequently alleged pathogenicity 
of individual organisms in given cases: this was usually 
unsubstantiated by any specific reaction, or by any form 
of proof acceptable as demonstrating the causai connexion 
of the organism with the disease. 

Sir THomas Horprr, whose communication was read in 
his absence, regarded some of the criteria used to deter- 
mine pathogenicity of intestinal bacteria as inadequate. 
Three such criteria were instanced—namely, the so-called 
excessive proportion of streptococci, the late lactose-fer- 
menting type of coliform bacillus, and what was known as 
the serum-resisting type of coliform bacillus. The setting 
up of such arbitrary standards of pathogenicity as these 
was apt to mislead the general practitioner. 

Professor J. H. Drste (Cardiff), in dealing with the coliform 
group, observed that different techniques yielded a variety 
of results in culture, and emphasized the need of a stan- 
dard and generally recognized method of cultivating faeces. 
In three series of over a hundred cases each in which non- 
lactose-fermenting coliform bacilli appeared in the faeces 
he had studied the incidence of Morgan’s bacillus No. 1, 
and found that its frequency increased with the proportion 
of cases in which he found dysentery bacilli. In a study 
of the enterococcus he had compared the aesculin fermen- 
tation test with the heat-resisting property of the organism 
and found that they tallied in 206 out of 248 strains. In 
studying haemolysis among faecal streptococci in thirty- 
eight stools he had found streptococci exhibiting haemolysis 
on blood agar in thirteen cases, but of theso only eight 
were truly haemolytic, as evidenced by haemolysin produc- 
tion in a fluid medium. He regarded the closed loop 
experiments described by Professor Cruickshank as in- 
conclusive, in that in clinical intestinal obstruction there 
was an increased degree of absorption from the bowel. He 
had noticed that those who knew least about intestinal 
bacteriology were most impressed by the phenomena of sup- 
posed auto-intoxication ; the variable factors concerned were 
so numerous that he regarded conclusions drawn from an 
isolated stool examination as valueless. Dr. A. F. S. SrappEN 
(Swansea) observed that no branch of applied bacteriology 
stood in greater need of clarification. It was sometimes 
forgotten that the intestinal contents were outside the 
tissues; thus swabs taken by the sigmoidoscope from ulcers, 


and mucus or muco-pus found in faeces, were likely to yield 
more informative cultural results than the faecal material 
itself, in that they represented a nearer approach to the 
tissues of the body. Cultivation of a specimen of faeces 
innocent of mucus or other abnormal element was a procedure 
he regarded with both distaste and mistrust. A new and 
simple cultural technique was necessary, and a better test 
of pathogenicity than agglutination of the organism by the 
patient’s serum. The discovery of a similar organism in 
the urine sometimes helped to confirm the significance of 
bacteria found in the faeces. Dr. L. P. Garrop discussed 
the signiticance of variations in the streptococcal content 
of the faeces. A quantitative method of examination was 
essential. Tho principal factor concerned was diet; this 
could be demonstrated both by feeding normal individua!s 
with excessive and diminished carbohydrates, and by 
examining the faeces of carnivorous animals and diabetics, 
both showing few streptococci on a low carbohydrate diet, 
and herbivorous animals, such as the horse, and milk-fed 
infants, in whom the opposite phenomena was presented, 
In forty-two cases of normal subjects or patients suffering 
from no recognized intestinal abnormality the average 
proportion of streptococci in plate culture had been 36 per 
cent.; in thirty-five cases of colitis, arthritis, pernicious 
anaemia, and alleged auto-intoxication the average pro- 
portion was 38.3 per cent. He submitted that the patho- 
genic significance of an ‘‘excess’’ of streptococci was 
unproved. Dr. A. P. Cawapias drew a clinical distine- 
tion between the saccharolytic type of auto-intoxication, 
with diarrhoea, flatulence, acid light-coloured stools, and a 
positive Schmidt test, and the proteolytic type, with 
alkaline offensive dark brown stools and definite signs of 
toxic absorption. He urged that the significance of any 
bacteriological abnormality could only be determined by 
considering in conjunction with it the clinical features of 
the case. Dr. Barcrorr ANprrson asked what treatment 
was available when the patient’s antibody-producing 
mechanism had broken down: was a vitamin deficiency 
concerned in this process? 

Sir THomas Houston (Belfast) believed that clinicians 
would never be persuaded that the intestinal bacteria were 
not concerned in chronic disease; an important fact in this 
connexion was the frequent occurrence of chronic infections 
in various parts of the body after abdominal operations. 
He himself had particularly studied the enterococcus, and 
believed it capable pf assuming pathogenic importance, 
both on the ground that it was sometimes to be found 
in other parts of the body, such as the urinary tract, the 
tonsil, and the post-nasal space, and because in many cases 
agglutinins for this organism were to be found in the blo«:l. 
Anomalous results in agglutination experiments with tie 
enterococcus were apparently due to the existence of both 
rough and smooth strains. The diplococcus alleged by Bargen 
of the Mayo Clinic to be the causative agent in ulcerative 
colitis was a non-mannite fermenting enterococcus. 

Professor CruicKsHANK, replying, repeated that, in his 
opinion, the intact mucosa was an efficient barrier to toxic 
and bacterial absorption. An aspect of vaccine treatment 
in cases of supposed auto-intoxication which was sometimes 
forgotten was that antibody formation afforded no antidote 


to absorbed chemical products. He was convinced that | 


special methods would reveal so-called abnormal organisms 
in the faeces of healthy individuals. The enterococcus was 
a widely distributed organism, discoverable in dust, in the 
mouth, the tonsil, and elsewhere, and without more specific 
evidence of its pathogenic action in the cases quoted by 
Sir Thomas Houston he could not accept the conclusions 
drawn from them. 


SECTION OF PUBLIC HEALTH, 
Thursday, July 26th. 
Tae or HYGIENE. 
Tue President, Dr. R. M. F. Picken (Cardiff) called on 
Dr. W. W. Jameson (medical officer of health, Hornsey) 
to open the discussion on the teaching of hygiene. Dr. 
JaMEsON dealt in an illuminating way with the training of 
health workers, the teaching of hygiene to school children, 
and public education in health, his remarks being mainly 
concerned with principles. He pleaded for the better educa- 
tion in this respect of medical students and of teachers in 
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schools. The part played by capable sanitary inspectors 
could not be overestimated, and broadcast talks were still 
insufficiently employed. More continuity in the various 
methods adopted was very desirable. 

In the discussion that followed Dr. H. B. Brackenbury 
explained that the General Medical Council had no power 
over the teaching bodies except in the limited sense that 
it could approve their curriculum and inspect their 
examinations. As Dr, Jameson had mentioned, there were 
over a hundred voluntary organizations all engaged in 
promoting health teaching and propaganda, all doing the 
same thing and each with its own president and secretary. 
Perhaps the first step that should be taken would be to 
abolish these. The real places for education in matters of 
health were the school and the consulting room of the 
private practitioner. The education given in the schools 
was carried back to the parents, but the instruction should 
be given by the school teacher. 

Dr. Liewettyn (Welsh Board of Health) 
claimed that the instruction given in the past was respon- 
sible for much of the improvement that had already taken 
place in the public health. The teaching of hygiene to 
medical students was accordingly of first-rate importance. 
The general practitioner was the person most likely to see 
disease in its early stages, and the proper person to educate 
the public in preventive measures. Dr. Orrvz WHEELER 
(professor of education, University College of South 
Wales) emphasized the necessity of co-operation between 
educational and medical authorities. In the educational 
world there was a reaction against the over-intellectualism 
of the past, and the necessity of physical training and 
physical fitness was more fully realized. Professor Kerr 
(Newcastle) said the teaching of hygiene was side-tracked 
in many medical schools, especially in London. He thought 
more attention was given to it in the provincial medical 
schools, and described the very full course of instruction 
given at Dundee University. 

Mr. J. Mackenzie (secretary, Industrial Health Educa- 
tion Society) described the work of his society, and the 
great expansion that had taken place in a few years. 
There was a demand from the workers for such instruction, 
and they were entitled to have it. Dr. Ernest Jones 
(county medical officer of health, Cardigan) thought that 
hygiene was not a new subject in the schools. It had been 
taught, but the teaching had been a failure because the 
teachers themselves were ignorant of the basic principles 
on which hygiene was founded. He described the thethods 
adopted at Aberystwyth for the training of teachers as 
instructors in hygiene. Mr. J. Crew (organizing secretary, 
Central Council for Health Education) said that the 
general practitioner was essentially a missionary of health 
and the panel doctor should more and more become a 
teacher of health. Mr. Bompas (secretary for education, 
Dental Board of the United hingdom), describing the 
educational work of his board, said he often noticed that 
local authorities had a scheme for instruction on dental 
hygiene on paper, but frequently it did not get beyond that 
stage. He generally found that the medical officer and the 
school medical officer were in sympathy with the aims of 
the board, but it was not always so with the education 
authorities. 

Professor F. E. Wynne (medical officer of health, 
Sheffield) said the most important thing in the training 
of the medical student was to disabuso his mind of the 
prevalent idea that hygiene was a matter of drains and 
smells. In too many cases in “ non-provided ”’ schools the 
teaching of hygiene to the scholars was a farce, owing to 
the abominable sanitary conditions of the schools them- 
selves. Dr. Ross (medical superintendent, Belfast Fever 
Hospital) advocated an interchange of nurses between the 
general hospitals and the fever hospitals. Dr. E. Couston 
Wiu1aMs (county medical officer, Glamorgan) said the 
general practitioner was already a very busy man, and it 
Was difficult for him to devote much time to instruction in 
face of the demand of his patients for treatment. 

Other speakers in the discussion included Dr. Carstairs 
Douglas of Anderson College, Glasgow; Dr. Leipoldt, school 
medical officer of Cape Colony; Dr. Hamilton of Newport; 
Dr. Letitia Fairfield, London; Mrs. Neville Rolfe, Dr. 
Goodall, and Dr. T. Evans, Swansea. , 


SECTION OF ORTHOPAEDICS. 
Thursday, July 26th, 
VotkMANn’s IscHarMiIc CONTRACTURE, 

Sm Joan Lynn-Tuomas, President of the Section, took the 
chair at first, and later was followed in it by Mr. P. JENNER 
Verratt. Sir Rosert Jones (Liverpool) read a paper on 
Volkmann’s ischaemic contracture, with special reference 
to treatment. The paper was described by later speakers 
as a classical monograph, and will be published in a sub- 
sequent number of the Journal. Sir Robert discussed the 
etiology of the condition, and referred to the experimental 
work of Brooks and Jepson on dogs. He considered that 
the essential factor in prophylaxis was immediate and 
complete reduction of fractures in the region of the elbow- 
joint. Open operation should be reserved for those rare 
occasions when reduction by manipulation was impossible. 
Treatment, when ischaemia was once established, ought to 
aim at the removal of all compression, either within or 
without the affected limb. He described and demonstrated 
his well-known method of gradual and progressive splinting 
of these contractures, beginning distally at the terminal 
interphalangeal joint. His large experience showed that 
even the most unpromising limbs would partially recover 
over a period of years under appropriate treatment. Sir 
Robert Jones insisted that. Volkmann’s ischaemic. con- 
tracture sometimes occurred without any suspicion of care- 
lessness on the part of the attending practitioner, but that 
it was never justifiable to bandage or strap the limb in 
anatomically full flexion. He had always used the “ collar 
and cuff’? method, and thought it excellent when once any 
bone deformity present had been corrected. He concluded 
by emphasizing the necessity for 2-ray pictures of these 
patients and a medical defence society for their doctors. 

Mr. W. Row tery Bristow described briefly the electrical 
reactions of the affected muscles. He thought that an 
operation to restore tactile and thermal sensation was 
justified in a bad case when nerves were damaged, even 
if there could be no hope of muscular recovery. Mr. 
D. McCrar ArrKeN said that it was important to realize 
that the circulation would often return when twisted blood 
vessels resumed their normal position after the reduction 
of a supracondylar fracture. He wondered whether the 
contracture was susceptible of a physiological explanation. 
Mr. Harry Pratr (Manchester) looked to anatomy rather 
than to physiology to provide the explanation. He thought 
that extravasated blood in a “closed box’’ of inter- 
fascial plane might induce venous stasis. Mr. D. Stewart 
MipptetTon (Edinburgh) interestingly elaborated this point. 
He had been able to confirm Brooks’s observations. Mr. 
Middieton showed by a diagram that the superficial and 
deep veins of the forearm converged to a key-point in the 
ante-cubital fossa. He thought that even a small haema- 
toma in this area might be a much more frequent cause 
of ischaemic contracture than splints or tight bandages. 
Mr. Avan H. Topp described two patients in whom the 
contracture appeared, though no splints or bandages had 
been used. He thought it important from a medico-legal 
standpoint that every occurrence of this kind should be 
published. A considerable percentage of the recorded cases 
of Volkmann’s contracture followed fractures of both bones 
of the forearm. He believed that it was necessary to 
correct the mistaken and dangerous idea that both anterior 
and posterior splints were necessary in treating fractures 
near the elbow-joint; he never used more than one. The 
best way of treating fracture of both forearm bones was by 
means of the ‘ supination bar’’ plaster. Mr. B. Wurrt- 
cuvrcw Howett mentioned several illustrative cases and 
discussed treatment from both operative and non-operative 
aspects. Mr. P. Jenner Verraty and Mr. A. Rocyn 
Jones both spoke briefly, and Sir Roserr Jongs, in his 
reply, expressed the general opinion that the discussion 
had been particularly instructive. 

The meeting then adjourned to a local cinema, where 
the Present (Sir John Lynn-Thomas) demonstrated films 
which he had caused to be made. The first of these showed 
special methods of muscle re-education for limbless men 
at the Prince of Wales Hospital, Cardiff. The second 
showed Sir Robert Jones successively reducing a Colles’s 
fracture, putting up a fractured femur, and using Thomas’s 
wrench on an example of club-foot. 
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SECTION OF OPHTHALMOLOGY. 

Thursday, July 26th. 
Tue or Giavcoma. 
Mr. W. S. Dvuxe-Exper, in opening the discussion on 
glaucoma, reviewed the modern theory that the aqueous 
humour was a dialysate from the blood plasma, and gave 
an account of this theory of the mechanism of the main- 
tenance of the normal intraocular pressure. He then 
suggested the various ways in which the intraocular 
pressure was concerned and considered these in relation to 
the etiology of glaucoma. The paper is printed in full at 
page 236. 

Mr. THomson Henverson (Nottingham), in a spirited 
address, attacked the theory of dialysis. He did not 
believe that this was the main factor in the formation of 
the aqueous fluid. He contended that the eye and the 
cranium were alike closed boxes with unyielding capsules 
with total fixed volume, in which the fluid contents varied 
with the pressure in the exit veins, that being the lowest 
circulatory pressure possible. This was shown by opthalmo- 
scopic observation as regards the eye, the slightest digital 
pressure obliterating the retinal veins. The intraocular 
pressure, therefore, was not lower than the venous exit 
pressure, as Mr. Duke-Elder affirmed. Nor did he (the 
speaker) believe that accommodation or movements of the 
external muscles affected the intraocular pressure. He did 
not think that for a simple dialysis the ciliary body and 
choroidal plexus would have such complicated structures. 
He believed that the two primary influences in the pro- 
duction of glaucoma were: (1) predisposing, a pathological 
excess of the physiological sclerosis of the cribriform liga- 
ment, and (2) a strangling of the intraocular circulation 
between the unyielding capsule of the eye and the incom- 
pressible fluid contents of vitreous and aqueous. The train 
which fired the explosive glaucomatous attack was laid by 
the general systemic circulation. 

Mr. Bishop Harman expressed his admiration for the 
excellence of work by the anatomist and the physiologist 
on the etiology of glaucoma in recent years. In the small 
cockpit of the eye there was being fought out another 
round between structure and function. Each of them 
owned a bias towards one or other of these observations, 
and this would in some measure determine their practice. 
Admitting the correctness of the experimental evidence of 
the physiologists and the probable truth of their deductions, 
there would be a tendency to exploit treatment of medical 
order for the relief and control of this disease; and there 
was no one who would not desire this outcome. But the 
demonstration of structure was so striking, and the superior 
effectiveness of surgical measures so evident, that for him- 
self he found structure and surgery influenced him most 
in his teaching of post-graduate students. 

Mr. A. W. Ormonp thanked the opener for his experi- 
mental observations, which he had found useful in his 
comprehension of glaucoma. Acute glaucoma had been 
produced by Dale by introduction of histamine, and possibly 
it might also be produced by toxins. All the signs of 
inflammatory glaucoma might be explained on the capillary 
dilatation theory. He mentioned Bayliss’s experiments on 
the swelling of colloidal gels by the action of acids and 
alkalis. He believed that there were many types of 
glaucoma, with varying causes, and he expressed some 
doubt as to whether the more chronic types were due to 
alterations in the intraocular capillary pressure. He was 
sure that Priestley Smith’s predisposing causes were of 
great importance. Mr. G. W. Harty (New Zealand) spoke 
on Koeppe’s theory of pigment migration. He also referred 
to cases with increasing pallor of the dise after operative 
relief of the intraocular tension. Dr, Paramore (Rugby) 
criticized the physiological facts given by the opener, 
especially with regard to alteration in ocular pressure being 
caused by a difference in osmotic pressure of the protein 
colloid content of the plasma and the aqueous. Oedema 
of the vitreous strongly appealed to him as a cause of 
glaucoma. Mr. Cyriz Warxer (Bristol) asked for an ex- 
planation of the incidence of unilateral glaucoma; he sug- 
gested that it pointed to a local anatomical condition. 
Lieutenant-Colonel A. E. Lister (Bristol) described the 
case of a woman said to have glaucoma. No change was 


apparent and the eye was normal in tension to the Schiits 
tonometer. The patient said that sewing produced attacks, 
The next day she sewed for three hours, and he then found 
her tension was 60 mm. of mercury with the Schidtz tono- 
meter. Trephining relieved her symptoms, but two years 
later the other eye became affected. He thought that 
the accommodation and convergence were here factors in 
an eye predisposed to glaucoma. He had noticed how 
commonly microphthalmic eyes became glaucomatous, 
pointing to an anatomical basis; he had seen the condition 
in a young patient with a small coloboma of the iris. In 
reply to Mr. Spencer (Baghdad) he said he had not found 
glaucoma common in trachomatous patients. 

In reply, Mr. Doxe-Ex_per doubted the accuracy of com- 
paring the eye to a closed box. Fluid could be expressed 
by massage. He could not agree that the tension in eye 
and cranium were the same; the former averaged 20 mm, 
of mercury, the latter 10 mm. He agreed that the venous 
pressure in the eye was about 1.5 mm. of mereury above the 
intraocular pressure. The large size of the ciliary body 
was necessary for dialysis, as a large number of capillaries 
were needful. He agreed that some change in the pectinate 
ligament was often a determining cause in glaucoma. 


SECTION OF DISEASES OF CHILDREN. 
Thursday, July 26th, 


Curonic NEPHRITIS IN CHILDHOOD. 
Dr. J. C. Spence (Newcastle), in opening the discussion, 
said that there were no forms of chronic nephritis peculiar 
to childhood, and it was with the clinical features of the 
disease as it occurred in children that he proposed to 
deal. Three main groups could conveniently be con- 
sidered: chronic interstitial nephritis, chronic paren- 
chymatous nephritis, including nephrosis, and chronic 
ascending pyelonephritis. The last, although not a primary 
disease of the kidney, was of importance, since the renal 
function might be impaired as in chronic interstitial 
nephritis. Two other conditions were not included, chronic 
haemorrhagic nephritis and Heubner’s ‘‘ paedo-nephritis,” 
in which children showed no other sign but albuminuria 
and anaemia; this was probably not a distinct entity. 
Chronic interstitial nephritis was at one time considered 
a great rarity, and for some time attracted little attention 
until in 1911 various workers described the association of 
the disease with chronic bony changes and dwarfism. There 
appeared to be three clinical types of the condition, but 
considered as a group the symptoms were thirst, polyuria, 
anaemia, and arrested development. Sometimes uraemia 
was the first sign of the disease. In a minority of cases a 
history of acute nephritis or a preceding illness of pro- 
longed sepsis was obtained. The patients had coarse, dry, 
pigmented skins, and were liable to recurrent attacks of 
uraemic vomiting and headache. There was no mental 
defect, indeed precociousness was a common feature. Bony 
changes were characteristic, fractures were common, and 
the gait was slow and uncertain. Polyuria was a prominent 
symptom, and the amount of albumin passed was very 
variable, sometimes being very slight and overlooked. 
Retinitis occurred in those cases with high blood pressure. 
Renal function tests showed a great loss of function. All 
cases of chronic interstitial nephritis appeared to fall into 
three types. One, called the primary renal type without 


a history of acute nephritis or preceding sepsis, began 


insidiously, and cases were often first seen on account of 


dwarfism or bony lesions. The blood pressure remained 
normal in this type, and a terminal uraemia with muscular 


twitchings, vomiting, and coma occurred. The second 
group comprised a primary renal type with a history of 
acute glomerular nephritis or prolonged sepsis. Here the 
blood pressure was raised with cardiac hypertrophy, 
albuminuria, red cells in the urine, and azotaemia. The 
third group’ consisted of cases of primary arterio-sclerosis 
with secondary contraction of the kidney. Such cases, 
although rare in childhood, did occur, and Dr. Spence 
quoted one of his own: a child of 10 with a blood pressure 
of 220 mm. systolic. The renal function tests were normal, 
but so-called uraemic symptoms occurred, such as transient 
amaurosis and monoplegia of the left arm, which in the 
presence of albuminuria and retinitis were regarded as 
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uraemic, although more likely to be the result of a cerebral 
vascular disturbance. With regard to the etiology of 
chronic interstitial nephritis, nothing positive was known 
pbout the renal dwarfism cases, although an intrauterine 
origin was suggested. In the second type sepsis appeared to 
be the cause, and in the third type the cause of the pre- 
ceding arterio-sclerosis was unknown. Bony changes in 
chronic interstitial nephritis which had existed for some 
ears appeared to be the result of a metabolic disturbance, 
ut they did not yield to the usual antirachitic remedies. 
Tetany did occur, but was not common, except in a latent 
form. The bony changes and the tetany were associated 
with a disturbance of the calcium-phosphorus ratio, and it 
was probable that the parathyroids were concerned with 
this. In all the cases of chronic interstitial nephritis with 
normal or low blood pressure retinitis was absent, and 
Dr. Spence concluded that when it occurred retinitis was 
@ manifestation of hypertension or vascular disease, There 
was little to be done in the treatment of chronio inter- 
stitial nephritis. Turning next to the chronic paren- 
chymatous form or nephrosis, Dr. Spence said that this 
was the commonest form in children. The terms used to 
describe the condition really mattered very little: the 
word ‘‘ nephrosis ’’ indicated a degeneration rather than 
an inflammation, and suggested a general disorder in which 
the kidneys were involved. Clinically, the disease was well 
recognized, but the only evidence that the condition was 
due to disorder of the kidneys was the albuminuria and 
the casts in the urine. With regard to the diagnosis, the 
poem had to be faced of whether red blood cells must 

absent from the urine and the blood urea necessarily 
normal as was supposed to be essential in the classical 
uncomplicated case. In treatment the first essential was 
to find the local infection, said to be nearly always a 
staphylococcal one, often in the paranasal sinuses, and 
remove it. Large doses of alkalis should be tried in 
obstinate cases, but it was difficult to assess the value of 
any form of treatment owing to the fluctuations of the 
disease and the fact that spontaneous cure might take 
place. A high protein diet was useful, and decapsulation 
of the kidneys useless; the patient must be guarded 
against intercurrent infections. The prognosis was uncer- 
tain, especially in prolonged cases. Dealing lastly with 
chronic ascending pyelonephritis, Dr. Spence referred to 
those cases of pyelitis which became chronic and in which 
permanent ill health resulted. The kidneys went into a 
condition of azotaemic nephritis, ending in uraemia, and 
in prolonged cases the children became dwarfed. In such 
cases the possibility of imperfect drainage of the urinary 
tract due, for example, to a valvular obstruction in the 
posterior urethra, ought to be borne in mind so that 
surgical intervention was not delayed. 

Dr. Norman Capon (Liverpool) thanked Dr. Spence for 
his masterly introduction of a very difficult subject. In his 
own experience most cases of nephritis were not pure 
examples of any particular variety; they were due, appar- 
ently, to diffuse lesions affecting all the component parts 
of the kidney. He had found the so-called renal efficiency 
tests of little practical value in ‘‘ medical ’’ diseases of the 
kidney in children, and he felt that there was a real 
danger of allowing these tests to assume too important a 
place in assessing the pathology and prognosis in any given 
gaan though it was obviously proper that they should 

used whenever possible in order to try to learn more 
about their significance. Dr. Capon thought that in any 
classification of chronic nephritis a place should be found 
for chronic haemorrhagic (glomerular) nephritis, which, in 
his experience, both hospital and private, was more common 
than chronic parenchymatous nephritis. He did not think 
that the opener could justifiably exclude this type of case 
because it happened to be a recurrence of attacks of slight 
glomerular nephritis. The speaker contended that most of 
the cascs of chronic nephritis showed acute exacerbations 
from time to time, and that one of the most important 
items of treatment was to prevent, in so far as possible, 
these recurrences. Removal of mastoid, tonsillar, and 
dental sepsis in cases of chronic glomerular nephritis was a 
most valuable form of treatment. In regard to renal 
decapsulation for chronic parenchymatous nephritis, Dr. 
Capon reported a case in which he had been able to 


examine the kidney and its surrounding tissues three 
months after this operation had been performed. There 
were only very slight traces of a new capsule, and prolonged 
microscopical search for new blood vessels passing from the 

erinephric tissues to the kidney was unsuccessful. Finally, 

r. Capon asked whether any member had seen cases 
of orthostatic albuminuria which eventually developed 
rheumatism. This seemed to him to be a definite though 
uncommon form of onset of rheumatism. 

Dr. L. G. Parsons (Birmingham) agreed that the uraemia 
occurring in the primary renal type of chronic interstitial 
nephritis was a true uraemia. He could not remember 
seeing retinitis in this condition, but primary optic atrophy 
occurred associated with a special type of bone deformity 
and a skull resembling Paget’s disease in appearance. He 
emphasized that parathyroid should not be given in this 
condition, and he ppinted out that phosphates, so frequently 
given in an attempt to alkalinize the urine, were very liable 
to precipitate an attack of tetany. Chvostek’s sign could be 
elicited in so many conditions that he did not find it of 
much use. 

Dr. R. Hurcntson said that classification presented a real 
difficulty, and chronic types of nephritis tended to be 
mixed, with diffuse changes. It was unusual to find pure 
types at the bedside. He asked whether we were justified 
in regarding chronic nephritis of the primary renal type 
as primarily a disease of the kidney at all. In view of the 
bone changes it might just as well be looked upon as a 
variety of rickets. The metabolic disorder present made 
up a syndrome which included nephritis and bone changes. 
With regard to ascending pyelonephritis cases had been 
described as due to a valve in the posterior urethra, and 
he believed that the condition was not necessarily a pyelitis, 
but more like the ‘‘ prostatic ’’ kidney of old men. He 
asked what was the cause of high blood pressure in chronic 
nephritis. It was found in one case and not in another. 
He agreed that the renal function tests were of little help 
clinically as to the state of the kidney or as to prognosis. 
He emphasized the importance of casts in the urine in such 
cases. He could not believe that chronic staphylococcal 
infection was important in the production of chronic 
parenchymatous nephritis, but in the glomerular type a 
focus of infection was frequently present. In oedematous 
cases tapping was of very great value, and spontaneous 
diuresis often followed. 

Dr. J. W. Scorr (Nottingham) spoke of the arterio- 
stlerotic type of nephritis in children. He described two 
cases of this variety with marked retinal changes, normal 
blood urea, and a history of haematuria at the onset. He 
believed that such cases began as an acute haemorrhagic 
nephritis. He thought that all chronic nephritis had its 
origin in slight passing attacks of acute disease. In a large 
ear, nose, and throat department transient haematuria 
was of frequent occurrence. In parenchymatous nephritis 
catarrhal infections—bronchitis, for example—were common. 
He described a case of parenchymatous néphritis and 
ascites without any albuminuria. He thought that the onset 
of vomiting was a bad prognostic sign in nephritis. 

Dr. C. Pacer Lapace (Manchester) discussed various 
points. He thought Chvostek’s sign did represent a real 
abnormality. With regard to Edebohls’s operation, he knew 
of one case in which it was very successful. He was im- 
pressed with the septic origin of many cases of chronic 
nephritis, and rheumatic nephritis would quite well fit 
in with this. As regarded feeding he held that much of 
the dieting in nephritis was on the wrong lines, and 
children were kept from recovering because of too low a diet. 

Dr. D. T. Davies (Cardiff) dealt with uraemia as seen 
in childhood, pointing out that many chronic conditions of 
the kidney in children only presented themselves clinically 
when they had arrived at a state of renal failure. Uraemia, 
it was commonly agreed, was accompanied by nitrogen 
retention, but some observers denied this, largely because, 
Dr. Davies believed, they had studied the syndrome in 
adults when it was complicated by vascular changes. The 
uraemia of childhood had much in common with the 
‘‘ mechanical ”? uraemia of adults. The most obvious and 
persistent sign in these cases was vomiting: muscular 
twitchings and coma followed. Even when very ill these 
children maintained an alert mental condition. The blood 
pressure was not raised, and absence of eye signs was the 
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rule. The urine was pale, often for a time free from 
albumin, and of low specific gravity. ‘The blood contained 
very remarkably large quantities of urea: as high as 
300 mg. per cent. might be present, and yet the child 
complained of very little except for attacks of vomiting. 
The vomiting led to a loss of hydrochloric acid, meaning a 
retention of alkali, and this might help to buffer the 
already retained acid in the shape of acid phosphate. The 
vomiting attained another purpose, for it helped to get 
rid of waste products, and very large quantities of urea 
were sometimes contained in the vomit. Dr. Davies: quoted 
a case of a girl, aged 13, with a blood urea of 530 mg. 
per cent. and whose vomit yielded 700 mg. per cent. of 
urea. He agreed that infection did not seem to be common 
as a factor in producing “ chronic interstitial nephritis.’’ 
Some cases were remarkably free from symptoms until 
uraemia terminated the picture. One case, a boy of 15, 
who had been working in a mine, had only one month’s 
history of headache and vomiting. He was admitted to 
hospital and died after one day, with a blood urea of 
890 mg. per cent., non-protein nitrogen 650 mg. per cent., 
and chlorides 231 mg. per cent. His blood pressure was 
only 80 mm. systolic. At the necropsy the kidneys showed 
foetal lobulation and were small in size. In conclusion 
Dr. Davies referred to the question of the undetermined 
nitrogen in the blood. - 
Dr. A. MoncrierF said that in the etiology of chronic 
nephritis two main factors had to be kept in mind. The 
infective origin of many cases was emphasized, but others 
had a vascular origin, as, for example, the acute nephritis 
following a chill, for which Volhard offered an ingenious 
explanation. It was obvious that cases of chronic nephritis 
arising from a primary vascular lesion of the kidney were 
less amenable to treatment than the ‘ infective ” cases. 
Infection appeared to cause kidney damage in two ways: 
streptococcal emboli might affect the glomeruli, while toxins 
would damage the tubules, so that while a hard-and-fast 
distinction was impossible, yet the different types of 
chronic nephritis might be explained on these lines, At 
the present day missed scarlet fever seemed to be becoming 
a more important factor in otherwise unexplained cases of 
chronic nephritis. With regard to diet in chronic nephritis 
Dr. Moncrieff emphasized that Epstein’s diet was ‘“ low 
fat”? as well as ‘‘ high protein.”? This was often lost sight 
of and might explain the failure of such a diet in cases 
with oedema, if the fat were not kept low. 
The President, Dr. A. Howgxt (Cardiff), described a case 
of chronic interstitial nephritis of the primary renal type 
without any history of nephritis, which he had had recently 
under his care. The child had been sent to hospital for 
orthopaedic treatment for ‘‘ knock-knees.’? She had not 
walked until the age of 5, and for a long time had been 
subject to attacks of vomiting lasting four or five days. 
On admission there was definite evidence of rickety changes 
in the bones, the child was below height and weight for her 
age, and she looked pale and ill. Her blood pressure was 
80 mm., and the blood urea 534 mg. per cent. She 
became comatose and died quietly. The kidneys were ex- 
tremely small at necropsy, without any changes in the renal 
artery. This child had been ill for thirteen years, and 
Dr. Howell emphasized the need for recognizing such cases. 
With regard to streptococcal infections and nephritis he 
thought all such cases should. be treated as early as 
possible, much as rheumatic children were. treated, for 
teeth, tonsils, naso-pharynx, etc., if these were infected. 
Dr. H. Gatnssoroven said that he was very struck with 
the extreme diversity of renal symptomatology. It was 
very difficult to correlate renal damage with symptoms or 
groups of symptoms. He disliked the term ‘“ nephrosis,’? 
and thought the disease identical with chronic parenchy- 
matous nephritis m adults. It was frequently complicated 
by glomerular disease producing much difficulty, and Dr. 


‘Gainsborough believed that it really began as glomerular 


disease, going on to chronic parenchymatous change. 
Albuminuria was evidence of glomerular change, and in 
experimental nephritis large doses of poisons would always 
produce glomerular changes. He did not agree that there 
Was any more connexion between cholesterol and fat than 
between cholesterol and the proteins in the plasma, and 
with regard to diet in cases of parenchymatous nephritis 


he had found a fat-free diet useless. He thought decapsula. 
tion an unsatisfactory procedure, but in any case the 
prognosis in the condition was very uncertain. 

Dr. J. C. Spence, in reply, said that the scheme of 
classification he had put forward was only an attempt to 
help in the understanding of the disease. He thought that 
everyone would agree that there was a disease in which, 
without a history of preceding acute nephritis, contracted 
kidneys occurred associated with bony changes and 
dwarfism, but the type of kidney found at autopsy was 
rather a puzzle pathologically. He mentioned a case in 
which bony changes had occurred after ascending pyelo- 
nephritis had damaged the kidney. He agreed that casts 
should always be looked for, but there was a danger of 
forgetting the red blood cells. He thought urea had been 
dismissed too lightly as a cause of true uraemia. 


Memoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


A HAIR SLIDE IN THE BRONCHUS. 
THE removal of a foreign body from the lung with the 
aid of the bronchoscope is not an uncommon occurrenee, 
and there would be no need to report this case if it did 
not present unusual features of interest both clinical and 
anatomical. The foreign body was a hair slide 2 inches 
long and 9/32 inch in width, made of tortoiseshell with 


a metal clasp. 


The patient was a girl 3 years old. On February 13th, at 
8.30 a.m., sho was sucking the hair slide and suddenly became 
asphyxiated with stridulous breathing. She was immediately 
taken to the Birkenhead General Hospital, where the house-surgeon 
thought ‘he felt with the finger something hard in the back of 


ger trees 


the throat. The bronchoscope was promptly passed, but without 
discovering the foreign body. I first saw the child in the evening, 
twelve hours after the accident. The breathing had then 

easier and the stridor had disappeared, but the child was ill, 
the respirations being 32, the temperature 100°, and the pulse 
156. Very little air was entering “the right lower lobe, 
there were signs of bronchitis from which the child was said to 
have been suffering at the time of the accident. The radiograph 
showed the intruder in the right bronchus. Chloroform, prec 

by atropine, was administered and the bronchoscope again passed. 
The 7 mm. tube was held up at the subglotlic region and had to 
be withdrawn and repla by the 5 mm. bronchoscope. Ne 
foreign body could be seen, prebably owing to the almost mr 
cessant coughing and muco-purulert expectoration. After am 
interval of two days a further effort was made to remove the 
foreign body through the 5 mm. bronchoscope, but was again frus- 
trated by cough and expectoration. Since the child was now 
very ili and quite unable to stand any further attempt at 
removal I performed a low tracheotomy and, passing the 7 mm. 
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emotional, and conative. He dealt only with the first 
three. The Presrpent and Dr. Lorp discussed the paper. 

Professor B. A. McSwiney (Leeds University) contributed 
a paper on physiolugy in relation to psychological medicine. 
He stated that the paucity of information on cerebral 
function in the textbooks was due to absence of methods 
available to investigate the normal activity of the higher 
nerve centres. The explanations advanced often took no 
account of the function of the lower nervous system in 
bringing about the requisite co-ordination and relationship 
between the different organs of the body. If knowledge of 
the physiological factors controlling mental activity were 
to advance, the physiologist must continue to make 
measurements on structures which he was able to control, 
and carry out investigations in which he was able to 
isolate the disturbing factors. He illustrated his thesis by 
a number of examples, many of which were illuminated by 
the work of Sherrington and others. 

Dr. Ian Surtre (Fife) read a remarkable paper on 
neurotic superstructures in certain psychoses, which con- 
sisted mainly of an elaborate justification of the early 
treatment by psycho-analysis, and illustrated well the 
degree of concentration and patience required successfully 
to pursue the method. 

The PresipEnt followed with a lantern demonstration of 
the stages the egg passed through in the germination of 
the chick, illustrating clearly the final mechanism which re- 
sulted in the emergence of the chick into the outer world. 

On Friday morning Dr. K. C. Pappie (Wakefield) gave 
a review of blood pressure in the insane, based upon the 
careful examination of 920 male patients, care being taken 
not to excite them before or at the time of the examina- 
tion. The cases were divided into seven groups. Sum- 
marizing his results, Dr. Paddle said that in melancholia 
51 per cent. of cases had a subnormal blood pressure; in 
mania 51 per cent. had a subnormal pressure; in epilepsy 
70 per cent. had a subnormal pressure. The average blood 
pressure in the insane varied according to the age. The 
majority of insane epileptics had a@ constantly low pressure, 
independently of the frequency of the fits or the kind 
of epilepsy. The blood pressure of normally minded 
epileptics might be raised by arterio-sclerosis or chronic 
Bright’s disease. 

Dr. F, A. Pickwortn (Birmingham) contributed a paper 
entitled ‘ Variation in the agglutinin formation in mental 
hospital patients and its probable relation to focal sepsis.”’ 
His main purpose was a consideration of how the system 
might be invaded by organisms which demanded a con- 
siderable production of antibodies to effect their destruction 
and removal from the system. The organisms normally 
present in the jejunum evidently migrated to higher levels, 
as shown by examination of over 200 cases. The inter- 
relation between focal sepsis and the variation in agglu- 
tinin formation of the insane probably occurred through 
the medium of a high intestinal sepsis caused by infection 
with paratyphoid or food-poisoning organisms. 

Dr. J. F. Smytu (Wakefield) read a paper on the rela- 
tion of the Spirochacta pallida to the histological changes 
in dementia paralytica. He said that spirochaetes were 
found in 75 per cent. of the cases, occurring most 
frequently in cases which ran a stormy course. The 
speaker gave an exhaustive treatise on the mechanism of 
the disease, concluding that the most that could be hoped 


for under treatment was an arrest of the damaging process 


to the cortex. The number of cases examined was 52. 

Dr. Joun Branver (Bexley) discussed in a paper general 
paralysis of the insane as a clinical and pathological entity. 

Professor W. H. Maxwett (Leeds University) 
read an interesting paper on the value of psychical research 
to the physician, in which he declared that he had received 
great benefit from a study of psychic phenomena. He pro- 
ceeded to review the present state of knowledge and the 
tendency in the profession concerning this subject. His 
own attitude was very sympathetic towards such subjects 
as telepathy. 

The concluding item was a demonstration by the 
PresipENtT of cases of sense deprivation and cases show- 
ing the primary importance of the aural centres in the 
cortex cerebri. 


Rebietus. 


LOUIS BROCQ’S LECTURES. 

Ir is now forty-seven years since Dr. Louis Brocg became 
physician to the Hopital St. Louis, the great dermato- 
logical centre of Paris, and although it is several years 
since he ceased to be an active member of the staff his 
vigour remains-unabated and his output undiminished. In 
1924 he published a large volume of clinical lectures, and 
this is now followed by a second of equal size and of equal 
interest. This volume’ contains fifty-eight lectures, and 
of these no fewer than thirty-seven are here published for 
the first time. The remainder are reprinted from various 
sources, but all are arranged so as to constitute a con- 
secutive series, or rather five separate series, for the whole 
volume is composed of five sections with a single preface. 
One section, entitled ‘ Generalités,’’ like the preface, 
largely concerns itself with the philosophy of dermatology, 
laying down the principles which have guided the writer 
and incidentally pointing out tho errors into which others 
have fallen. There is a section on the general thera- 
peutics of skin diseases which, while dealing largely with 
questions of principle, is also full of useful practical hints 
and can be commended to the practitioner. The same can 
be said of the next section, which, entitled simply ‘‘ Panse- 
ments,”’ is so exhaustive that it really constitutes a fairly 
complete textbook of external dermatological therapeutics. 
It includes also a chapter on the treatment of skin 
diseases as carried out at spas. Those who desire to 
send their patients to drink the waters of health in 
these resorts will. find much useful information here, at 
all events regarding French watering places. Brocq 
maintains a very sane and detached attitude towards 
their merits, and quotes with approval the dictum of 
some former medical philosopher—‘‘ the physician makes 
the spa.”? The author does not belong to the hair-splitting 
school of dermatologists; he preaches a doctrine remarkable 
for its breadth of vision rather than for anything else. 
Almost the only definite cutaneous diseases (entites 
morbides vraies) the existence of which he allows are those 
relatively few conditions whose etiology, whether bacterial, 
parasitic, or chemical, is clearly established. The remainder 
he includes under the single heading of cutaneous reactions, 
and his constant endeavour is not to split them up into 
smaller and smaller groups, but to recognize the con- 
nexions (faits de passage) between the various syndromes 
which we are bound to accept in order to obtain some 
clarity of description, and to which we commonly affix 
a label indicating their clinical characteristics. The 
significance of these labels is generally understood among 
dermatologists, but Brocq warns us against thinking that 
the choice of the appropriate label in any particular case 
is in any way equivalent to making a real diagnosis. 
Nevertheless, there are certain clinical groupings, now 
generally regognized among dermatologists, which this 
author has largely helped to establish; among these are 
the various forms of parapsoriasis and the doctrine of 
lichenification (a term invented by himself). In the 
present volume valuable chapters are to be found dealing 
with these, both from the historic and clinical aspects, and 
the author indicates that in certain details his own views 
have undergone some change in the course of years. Many 
other topics are touched upon in these pages—including @ 
series of new lectures on various forms of hyperkeratosis, 
and furrows and fissures in the tongue—and, like most other 
dermatologists, Brocq has something to say on the absorbing 
problem of alopecia areata. On all these subjects he is 
interesting and stimulating; we may not agreo with all 
the doctrines advanced, but at all events thought is pro- 
voked. His powers of clinical observation and description 
are very fine, and, like most French physicians, he has 
the ability to clothe his ideas in eloquent and forcible 
language. As might be expected, he is not a strong patho- 
logist; when he was in his prime pathology was in its 
infancy, but he is quite able to appreciate the great 
importance of modern pathological advances. 


Dermatologique Par Dr. L. Brocq. Deuxitme serie. 
Paris: Masson et Cie. 1927. (bs x10, pp. vi+ 659. 70 fr. sans majoration.) 
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This is a volume of considerable length, but all who are 
interested in diseases of the skin should read itt from 
start to finish. The author is the ‘‘ grand old man” of 
dermatology. 


CHEMOTHERAPY. 

In producing The Chemistry of Chemotherapy? Dr. 
Dysox has accomplished a very heavy task in a 
very satisfactory manner. The book contains a valuable 
account of a large number of substances, and its arrange- 
ment is excellent. Many hundreds of chemical compounds 
are dealt with; they are classified, as far as may be, on a 
chemical basis, and the author has adopted the helpful 
scheme of inserting the structural formula of each sub- 
stance, as it is mentioned, in the text. By this means the 
reader can grasp fairly easily the relationship of one com- 
pound to the next. 

It is, perhaps, legitimate to criticize the author in one 
respect. He has, very properly, omitted all irrelevant 
details about the biological action of the materials under 
discussion, hut he has perhaps paid rather too little atten- 
tion to biological considerations in general. For instance, 
the phrase ‘‘ the most powerful of metabolic enzymes ” 
(p. 20) seems to suggest a certain confusion of thought. 
Since no enzyme has yet been isolated in a pure state, 
we have no absolute measure of potency; but the evidence 
sugwests that enzyme action on a suitable substrate proceeds 
as rapidly and completely as conditions allow, not that there 
are, for example, gradations of potency among enzymes as 
there are among the oxidizing agents of the laboratory. 
Again, in discussing certain substances, particularly the 
quaternary ammonium bases, the suggestion is made that 
the substances act upon, and paralyse, motor nerve end- 
ings because only at the nerve ending is the axis cylinder 
unprotected by myelin sheath. But the substances, after 
injection, must have ample opportunity of coming into 
contact with, and acting upon, non-medullated nervous 
tissue. Yet effects upon unstriped muscle, glands, and the 
circulatory apparatus are in no way prominent features 
of their activity. 

One cannot help a feeling of depression—for which the 
author is in no way responsible—after reading the book. 
Chemotherapy is a subject of the greatest importance to 
medicine; it has scored several striking successes, and yet 
there is little to suggest that these successes have been 
more than lucky shots. Apart from the work of Crum 
Brown and Fraser in 1868, no general principles seem to 
have emerged, yet until general principles have been 
laid down there is no guarantee that any given piece 
of work is really on the right lines. It seems almost 
pertinent to inquire whether some of the time and 
resources spent on chemotherapeutic research might not 
more profitably be diverted to the study of the chemical 
and physical mechanisms of the cell, upon which for the 
most part our drugs must act, and about which we still 
know so little. In the last few paragraphs of the book the 
author himself rejects the possibility that physiological 
activity can ever really be correlated with the ‘‘ gross 
details of chemical structure ’’; he believes that ultimately 
such correlation may be attained with regard to physio- 
legical activity and the energy relations of the ultimate 
parts of the molecule—the electrons and protons. If this 
be so, obviously the preliminary step must be to gain a 
knowledge of the intimate mechanisms of the cell. 


TESTS OF FUNCTION. 
A xuMbrr of papers on function tests of internal organs, 
which originally appeared in the Klinische Wochenschrift, 
have been collected in a small volume* apparently intended 
as a summary of tests of practical diagnostic value for the 
guidance of general practitioners; investigations involving 
the use of g rays are omitted. That the writers of the 
various chapters are not all equally successful in attaining 
this object is no doubt partly due to the complexity of the 
subjects and to the fact that numerous function tests 


*The Chemistry of Chemotherapy. By G. Malcolm Dy 
London: Benn, Ltd. 1928. (Cr. to, Pp. vii + 272; 
‘unktionspriifung innerer gane. By various thors. Seco 
edition. Berlin: J. Springer. 1927. (5) x Bj, pp. 150. “R.M.6.60.) 


recently advocated are still on trial. One of the best 
chapters is that on the stomach by Professor Grote. In 
discussing gastric secretion and ‘‘ emptying time,’’ he 
describes certain modifications and rough tests which are 
likely to be useful to those who have only very limited 
laboratory facilities at their disposal. The chapter on the 
electro-cardiogram gives a concise account of this method 
of diagnosing the origin of the commoner cardiac irregn- 
larities. In the chapter on the kidneys the artificiality 
of many renal function tests—for example, those involving 
the injection of dye-stuffs—is deprecated, and the value 
of water excretion tests and the simpler concentration 
tests is once again emphasized, though stress is laid on 
extra-renal factors, such as oedema, which may interfere 
with so-called renal function tests. The chapter on in- 
testinal function enumerates various methods of examining 
specimens from the small intestine, but fails to describe 
how these are to be obtained. Simplifications of various 
tests in common use are, however, given—for example, for 
occult blood in the stools by tablets containing benzidine 
and barium peroxide. Though the time taken by a dose 
of charcoal to pass through the intestinal tract is generally 
recognized as a useful measure of possible intestinal stasis 
when gz rays are not available, this method is not even 
mentioned, nor is any other means of estimating the motor 
functions of the intestine given. Other chapters deal with 
the heart, liver, pancreas, and endocrine organs, and a con- 
cluding chapter of much interest is devoted to the pharmaco- 
logical tests of the vegetative nervous system. The volume 
suffers from some of the defects, such as overlapping of 
material, which are common when independent articles are 
re-published together in one book; thus there are three 
separate accounts of Loewi’s conjunctival adrenaline test, 
in itself of theoretical rather than practical interest. A 
more serious defect is the omission of an index to 
the numerous tests described. Considering its size, liow- 
ever, the book contains much of practical value, and should 
prove useful to those who are too busy to study larger 
treatises on the subjects under review. 


SUICIDE. 

Tue textbooks issued by American universities, whether 
the series be medical, sociological, or literary, tend to be 
heavy in both the physical and the intellectual sense. 
A study on Suicide,* by Dr. Rut SHONLE Cavan, issued 
by the University of Chicago Press, is no exception. In 
this book, as in others of a like nature whatever be the 
particular subject of study, a great many facts are brought 
together, a large number of graphs and tables are con- 
structed, and a considerable number of individual cases 
are recorded and analysed. The results are not always 
commensurate with the labour involved or with the show of 
research displayed ; nor are they in this instance. The work 
was perhaps worth doing in so far as it brings within the 
compass of one volume certain facts and statistics which 
readers with a particular purpose in view may find it 
convenient to have so collected. Some conclusions, mainly 
negative, are arrived at, and these may have some impor- 
tance; but no very valuable conclusions or even suggestions 
emerge which may not already be regarded as the common- 
places of sociological or psychological knowledge concern- 
ing the relation of the individual to the group and the 
relative importance of custom and public opinion as 
compared with individual motives and temperament. 

In some societies suicide is, or has been, in the nature of 
a social institution—suttee, hara-kiri, suicide of the sick 
or aged among the Eskimos are examples. Certain scales 
-of values are held by the entire group as part of the group 
tradition; they are accepted implicitly by each member, so 
that individuals. willingly give up their lives to maintain 
these values. The modern custom, approved as an act of 
heroism, whereby a captain goes down with his ship, is of 
the same nature. On the other hand, in stabilized and 
relatively small societies, or under the influence of certain 
philosophies or religions, peculiarly Christianity, group 
loyalty condemns all suicide as antisocial or sinful. On 
either of these positions marked social disturbances 


‘nicide. By Ruth Shonle Cavan, Ph.D. Chicago: Yniversity of 
Presa. 1928. (54 x 8, PP. xxvii + 369; 6 figures. 15s. net.) 
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(whether periods of social change, sudden and widespread 
epidemics of disease, or the contact of different cultural 
groups) have a disruptive effect. The decline of Greece 
and of Rome, the Black Death, the Renaissance, may be 
taken as examples. Habit and custom become inadequate 
to effect personal adjustment, and the individual is left, 
with lessened social support, to face those crises which 
threaten the uncertain equilibrium between his desires and 
the possibilities of their fulfilment. Social disorganization 
removes the prop which prevents personal disorganization. 
The general line of inquiry in Dr. Cavan’s study is, first, 
as to evidence of any general characteristics influencing 
large groups or communities, and second, an attempt at 
seme analysis of the factors which produce personal dis- 
organization. 

The most interesting conclusions with regard to the 
former are that there is no statistical or other support for 
the idea that climatic conditions have any real influence 
over the prevalence of suicide, or for the statement that 
there are any underlying national or even racial differences 
in this regard; and that the undoubted preponderance of 
suicide in men as compared with women, in older persons 
rather than younger, and in widowed or divorced persons 
as compared with the single or normally married, may best 
be accounted for by the fact that the former class in each 
case has to meet the crises of life to a much greater extent 
than the latter. The factors which produce personal 
disorganization, to such an extent that the natural attempt 
at adjustment in some form fails and death is therefore 
sought, are inquired into by an examination of a number 
of individual cases of suicide or attempted suicide. No 
specially noteworthy or valuable conclusion or classification 
seems to emerge, and the suggestion that all those persons 
who attempt or achieve suicide and who have not previously 
shown definite signs of insanity must be regarded as normal 
is scarcely justified. As Professor Ellsworth Faris says in 
his introduction to the book, ‘‘ The readers will learn many 
interesting things about suicide, but the book. will not 
answer all the questions that might be asked.”’ 


NEW GROWTHS OF THE BLADDER. 
The Pathology, Diagnosis, and Treatment of Neoplasms 
originating in the Walls of the Urinary Bladder,’ by the 
late Mr. L. R. Fir1exp, is the essay for which the Harveian 
Society awarded to the author the Buckston-Browne prize. 
The final proofs of the book had just been corrected when 
a street accident deprived the Lendon Hospital of one of 
its most promising younger surgeons. In Parts I and II 
the pathology, diagnosis, and treatment of bladder growths 
are described. Part III gives an account of experimental 
work undertaken by Mr. Fifield on transplantation of the 
ureter into the bowel. This work was done primarily with 
the object of determining whether ascending infections 
following uretero-intestinal anastomosis travelled by way 
of the lumen or of the lymphatics. Did it occur indepen- 
dently of stricture formation, and what was the relative 
value of Stiles’s and of Coffey’s operations in preventing 
it? The author found that even with correct and careful 
technique about 60 per cent. of cases of oblique trans- 
plantation of the ureter into the bowel developed ascending 
infections. In about 30 per cent. of his cases a stricture 
was found at the lower end of the ureter. Although the 
formation of a stricture prepared the way for a renal 
infection, this could occur quite independently of any 
obstruction, the path of infection being either by the 
lumen or by the lymphatics. In cats and dogs, whose 
ureters are thin-walled, infection by the lymphatics could 
be prevented by painting the ureter above the suture line 


with rectified spirit, but in man such a_ prophylactic: 


measure would probably be inadequate. There appeared to 
be little difference in the relative value of Coffey’s and 
Stiles’s operations. In view of the frequency of infection 
and stricture formation neither of them could be con- 
sidered perfect. Infection occurred after these operations, 
either by lymphatic spread or by way of the Jumen, as the 
result of reversed peristalsis and the forcing upwards of 


5 The Pathology, Diagnosis, and Treatment of Neoplasms originating ¢ 
the Walle of the Urinary Bladder. By Lionel R. Fifeld, FRCS Ene 
London: H. K. Lewis and Co., Ltd. 1928. (Cr. 8vo,’ pp. xi + 94; 
6 figures, 6 plates. 7s. 6d. net.) ’ 


grossly infected urine lying in the intramural ureter. The 
third part of the work is by far the most interesting, since 
it contains original observations and suggestions. It is 
deeply to be regretted that by his sudden death the 
author’s researches on this important subject have been 
brought to an end. 


‘ NOTES ON BOOKS. 
THat Dr. F. Dawtrey Drewitt’s Romance of the Apothe- 
caries’ Garden at Chelsea,® originally published in 1922 (vide 
British Medical Journal, 1922, ii, 1269, and 1924, i, 787), 
should have passed into a third edition is no surprise to those 
familiar with the charm of its contents. In the present edition 
this is enhanced by the admirable setting of the Cambridge 
University Press, which. now publishes in a more attractive 
form, and with additions, a book which appeals to all lovers 
a = of the medical, but of other aspects of life in old 
ndon. 


We take this opportunity of welcoming the fourth edition of 
Dr. Howarp Humpnris’s little book on Artificial Sunlight and 
tts Therapeutic Uses.? The author was one of the first in this 
country to provide the medical public with a practical manual 
of this subject; it is the early bird which catches the worm, 
and Dr. Humphris has had his reward in four editions in four 
years. In general, the character of the book has not altered, 
although it has become a little more bulky. Additions have been 
made in order to bring it up to date, and the author remains 
as fully an optimist as ever. It is true that he expressly 
disclaims the ultra-violet rays as a cure-all, but by the 
time the reader has gone through the list of conditions for 
which it is recommended he will probably feel that but little 
scope remains for other methods of therapy. Dr. Humphris has 
an attractive and breezy literary style, and the volume is well 
printed and bound. 


Dr. Urnarn has written a practical study of the Bordet-Genov 
reaction as applied to the diagnosis of infectious maladies,* more 
especially those common to man and animals. The earlier 
chapters deal with alexine, emulsions of red cells, haemolytic 
serums, antigens, and so on. Subsequent chapters deal with 
such diseases of mammals as can be diagnosed by means of this 
technique. The volume is critical, and contains many of the 
author’s own observations as well as an extensive bibliography. 
It is essentially practical, and should be of considerable value 
to laboratories as a technical work of reference. 

® The Romance of the Apothecaries’ Garden at Chelsea, By F, Dawtrey 
Prewitt, M.A., M.D., F.R.C.P. Third edition. London : Cambridge Univer- 
sity Press. 1928. (Cr. 8vo, pp. xvii + 175; 15 illustrations. 7s. 6d. net.) 

T Artificial Sunlight and its Therapeutic Uses. By Francis Howard 
Humpbhris, M.D.Brux., F.R.C.P.Ed., etc. Fourth edition. Oxford Medical 
Publications. London: Milford, Oxford University Press. 1928. (Demy 
8vo, pp. xi + 306; 28 figures. 10s. 6d. net.) 

8 La réaction de fixation. Par Ach. Urbain. Paris: Revue de Patho: 
logie Compareée et d’Hygiéne Générale. 1927. (Roy. 8vo, pp. 224. 40 fr.) 


PREPARATIONS AND APPLIANCES. 


Aw ExpanpinG ArRWAy For Use 1n Surcicat Operations. 
Dr. R. G. Kary, assistant anaesthetist 1o the Central London 
Throat, Nose and Ear Hospital, writes: Messrs. A. Charles King 
and Co. have made for me the expanding artificial airway shown 
in the illustration. It is designed to hold forward the base of 
the tongue and the epiglottis during the prolonged administration 
of anaesthetics, and is placed in position with the posterior ends 
in apposition, forming an ordinary flattened tube. By means of 
a small screw the posteror portion is then made to open, as 
shown in the diagram, the lower and anterior portion carrying 
with it the base of the tongue. Counter-pressure, to prevent the 
airway Menge pushed out of the mouth when it is opened, is 
secured by the projecting plate on the upper surface, which, being 
inserted behind the upper incisors, 
limits movement in a forward 
direction. Provision for eden- 
tulous patients is made by two 
holes, one on each side of the 
forward opening, wherein tapes 
can be inserted and tied behind 
the head. 

I have found this airway of 
the utmost value in long opera- 
tions on- the head and_ neck, 
where it is —, the 
anaesthetist to be out of the wa 
of the surgeon, and the modem for the introduction of endo- 
tracheal catheters is thereby avoided in a larger number of cases. 
In addition, the clear airway ensured greatly increases the safety 
of the patient and the comfort of the nursing staff during the 
transport of an anaesthetized patient from the operating theatre 
back to bed, as the jaw does not have to be held forward 
constantly. 

It is necessary for the patient to be well under and properly 
relaxed before the airway can be introduced, otherwise some 
trauma may occur in introducing it, and the tongue, if rigid, 1s 
not gripped and pushed forward. Once in place, however, the 
airway will be found to be tolerated with a much lighter degree 
of anaesthesia. 
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SLEEP AND ITS DISORDERS. 


TyoucH there is something so simple and natural 
about sleep the numerous theories that have been 
advanced to explain it serve to reveal the obscurity in 
which our knowledge of the fundamental principles of 
organic behaviour is enveloped. In common with all 
vital reactions sleep ‘still remains a mystery, but 
this does not deter us from seeking to discover the con- 
ditions which favour its occurrence and those which 
lead to its disturbance. In the contrasting states of 
sleeping and waking we observe one striking instance 
of the rhythm which characterizes all the unconscious 
biological processes, and since this sleep-waking cycle, 
whose integrity is essential to the well-being of the 
individual, is so liable to disturbance under the con- 
ditions of modern life, the study of sleep and its dis- 
orders has become one of considerable importance to 
the medical practitioner. 

Insomnia is the most common disorder of sleep, and 
the question arises whether sleeplessness in itself has or 
has not baneful effects upon the biopsychic organism. 
Experiments carried out by persons who have deprived 
themselves of sleep for as long as possible demonstrate 
that the physical and mental changes following volun- 
tarily induced insomnia are not of a serious kind. We 
are inclined to think, however, that such experiments 
have only a remote bearing upon the problem of 
insomnia in the nervous subject. Sleeplessness in an 
individual who wishes to sleep, but cannot do so when 
he tries, is probably more harmful than sleeplessness 
in one who is able to sleep, but does not wish to do so. 
In the latter case the subject is tranquil and interested, 
in the former he is beset with fears and preoccupied 
with gloomy thoughts. Dr. R. D. Gillespie, in an 
interesting article on sleep which appeared at the 
close of last year,' expressed the opinion that the 
influence of insomnia in the production of mental 
disorders has been much exaggerated. He states 
that he has not seen a case in which it could be 
regarded as anything but a minor factor, and that the 
causa causans lies always behind the sleeplessness. 
Insomnia must clearly be instigated by some endo- 
genous disturbance, such as physical pain or a state 
of biomental tension, but when once established the 
secondary effects can scarcely be otherwise than 
harmful; it can at least, as Dr. Gillespie observes, 
aggravate an existing neurosis. In sleep there is 
increased activity of the autonomic functions. The 
pupils are contracted; the digestive organs continue 
to perform their functions, possibly more effectively 
than in the waking state, if we judge by the spon- 
taneous behaviour of infants and animals after a meal; 
the blood pressure is reduced; and the secretory 
activity of the skin is increased. Put briefly, the 
restorative processes of the organism are in full opera- 
tion. Finally, the form of our mental activity alters 


'Sleep; and the Treatment of its Disorders. Guy’s Hospital Gazette, 
Noveniber, 1927, 


during sleep. It is not that the environment ceases 
to influence the psychic life. Experiments have 
shown that sensory stimuli exert a constant influence 
upon the dream content; but such impressions are 
mere stimuli; they have no significance as situations 
and events, as in waking life. The dissociation of 
thought from motor activity, together with a change 
in the form of thought, are the essential characteristics 
of sleep. Sleep is, above all, the resting time of 
consciousness; it affords a release of biopsychic tension, 
and permits effortless dream fantasies, unhampered by 
the cramping influence of external reality, to replace 
the vigilant and attentive psychic activity which the 
waking state demands. 

Dr. Golla* has pointed out that the effects of nocuous 
stimuli on the organism, as revealed by the psycho- 
galvanic reflex, favour the philosophic view that pain 
rather than pleasure is the fundamental fact of life. 
The response to a nocuous stimulus, associated with 
displeasurable feeling, is an increase of organic 
activity, whereas the reaction to a benign stimulus, 
associated with pleasurable feeling, is one of 
diminished activity. Pain is thus the conscious 
symbol of, organic activity, while pleasure is the 
symbol of organic relief from the activity occasioned 
by a nocuous stimulus. It is thus permissible to 
inquire whether benign stimuli, with their pleasurable 
sensory aspects, should not be considered merely as 
an interruption of the stream of nocuous impulses 
which spur the organism to activity. We feel that 
the view here presented is of fundamental importance. 
There are in our modern civilization many sensitive, 
highly organized, and conscientious individuals who 
seldom obtain relief from pain—using this term, of 
course, in its psychological sense. Such persons are 
constantly faced with domestic, professional, or 
financial difficulties which are too often incapable of 
permanent solution. Briefly, life in such cases 
involves a chronic state of inner tension, with but short 
periods of relief and psychic relaxation. From what 
has been suggested above it would seem that slegp in 
persons so constituted is essential for their well-being. 
for in sleep we have the completest possible form of 
rest. Relatively speaking, the biomental organism 
has nothing to do during the hours of sleep; it merely 
has to be—to remain passively in a state of pleasurable 
inactivity. Fortunately, in the majority of such cases 
no serious disturbance of sleep rhythm occurs, but 
should insomnia supervene there is some likelihood 
of a nervous breakdown. It is not as if the sleepless 
subject is able to lie passively and indulge in pleasur- 
able fantasies; more common is a state of tension, 
feelings of apprehension, and obsessing thoughts of 
anxieties and bothers to be faced on the ensuing 
day. Nocturnal ruminations on personal difficulties 
are especially fatiguing, since no effective action is 
possible. When, during the day, these difficulties 
have to be met face to face, action is possible which 
leads at least to their temporary solution, and in this 
way the ‘* noxious stimulus ’’ is removed, so that 
pleasure replaces pain; but at night, if sleep refuses to 
come, no such replacement is possible. Sleeplessness 
of this kind involves excessive organic activity, hyper- 
function of the sympathetic nervous system, and a 


2 Croonian Lectures on the Objective Study of Neurosis. Lancet, 1921, 
ii, pp- 115, 215, 265, 373. 
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lessened capacity to face the problems of the coming 
day. It is not surprising if symptoms of fatigue 
develop, and it may even happen sometimes (as Sir 
Maurice Craig and French and Italian psychiatrists in 
particular believe) that toxic exhaustive psychoses can 
develop as a result of a vicious circle of biological 
events set up by insomnia in certain subjects. Thus 
insomnia is a symptom which clearly merits the close 
and thoughtful attention of the medical practitioner. 
Tts causes are infinite in their variety, and in its treat- 
ment no fixed rules can be laid down. It need hardly 
be said, indeed, that we do not treat insomnia, but 
an individual who cannot. sleep. 

For clinical purposes Dr. Gillespie finds it con- 
venient to classify sleeplessness according to whether 
it is due to physical disease, external irritation, or 
psychic disorders. It is the insomnia associated with 
the milder forms of mental disturbance which presents 
the greatest difficulties in treatment. In dealing with 
such a case the practitioner is faced at the outset with 
the problem as to the advisability or otherwise of pre- 
scribing hypnotics. That there is some divergence of 
opinion on this matter was shown by the prolonged 
correspondence in this Journal last year* arising out 
of a discussion, led by Sir William Willcox, at the 
Royal Society of Medicine, on the pathological effects 
of hypnotic drugs of the barbituric acid and sulphonal 
groups. As a counsel of perfection it might be urged 
that treatment should be directed to the removal of 
the endogenous irritant which keeps the biopsychic 
organism awake when it ought to be asleep. To adopt 
such a policy would, however, be to depart from clinical 
realities, because we cannot ascribe a neurosis to an 
isolated and independent cause, which is capable of 
being removed like an aching tooth; rather is it the 
expression of a number of mutually interrelated 
external and internal factors, associated not only with 
immediate life situations, but also with temperamental 
qualittes and faulty habits of reaction dating back for 
many years. In some cases simple psychotherapeutic 
procedures, combined with physical therapy, will 
suffice to dissipate an anxiety state and to restore 
the sleep-waking cycle to the normal. In others 
prolonged treatment is necessary to bring about a 
readjustment, and meanwhile the continuation of 
insomnia will tend to aggravate the symptoms. Thus 
there are many cases in which hypnotics are indicated, 
and these drugs, wisely prescribed, may not only be 
curative in their effects by providing the rest which is 
sorely needed, but they may also be instrumental, 
according to Sir Maurice Craig, in sometimes averting 
a serious mental breakdown. 

In the correspondence referred to above exception 
was taken by some of the contributors to the taking 
of drugs of the barbitone series over a long period. It 
would certainly seem desirable in such a case that the 
drugs should only be taken under medical supervision, 
but since they can be obtained from the chemist with 
comparative ease by anyone who wishes, there is 
nothing to prevent their misuse by the psychopathic 
subject. For this reason some clinicians are strongly 
of the opinion that it is in the public interest to control 
the prescription and sale of veronal, medinal, luminal, 
and the rest of the barbitone series. The problem is 
by no means simple, however, and impressive argu- 
ments are advanced both for and against the inclusion 
of these hypnotics in the official list of dangerous 
drugs. It is beyond our present purpose to discuss 
this highly controversial matter; our object here is to 


3 British Medical Journal, May 14th and 28th, June 4th, 11th, 18th, and 
2th, July 2nd, loth, and 30th, 1927. 


1 certain essential information, but the necessary limita- 


remind readers of the importance of sleep for the 
preservation of health, and to emphasize the necessity 
of treating its disturbances seriously and with all 
possible medical skill. 


THE DOSAGE OF DRUGS. 
in his preface to the new (nineteenth) edition of The 
Extra Pharmacopoeia (reviewed in our issue of 
July 28th at page 155) Dr. W. Harrison Martindale 
raises an interesting point about the dosage of 
new drugs. He remarks that in the case of 
many of the important and powerful drugs that have 
been introduced in recent years the dose originally 
recommended has been found by experience to be 
dangerously high, and he pleads for more care in the 
application of results derived from animal experiments 
to the calculation of doses suitable for therapeutic use. 
This is a very timely warning, and everyone will agree 
with the opinion of a scientist whom he quotes as 
saying, that in the case of a new drug “ the clinical 
trial, properly conducted, ought to involve a research 
as careful and elaborate as the preliminary Jaboratory 
demonstration of a promising activity.’’ There are, 
of course, no grounds for any quarrel in the matter 
between workers in the laboratory and in the ward. 
The laboratory worker provides in the first instance 


tions of this information must be fully realized. 
Some of the main sources of error involved in the 
calculation of the tolerated human dose of a drug from 
animal experiments are as follows. In the first place, 
it is well known that animals of different species but 
of similar weight often show a great variation in their 
susceptibility to certain drugs. In the second place, 
there is no evidence to show that the dose of a drug 
per kilogram of body weight that is required to pro- 
duce any particular effect is, as a general rule, the 
same for a small animal as for a large one. Dr. 
Martindale suggests that the dosage is more likely to 
vary as the body surface of the animals—that is, as 
the two-thirds power of the body weight—than directly 
as the body weight. If this be so, then the doses 
required to produce equal effects in an animal weighing 
2 kilograms and in a man weighing 60 kilograms would 
not be in the ratio of 2 to 60—that is, 1 to 30—but 
in the ratio of ¢22 to {§602—that is, about 1 to 8. 
This hypothesis was put forward in 1909 by Professor 
B. Moore, but subsequent evidence, advanced by 
various wyiters, has been conflicting. Tt must, how- 
ever, be admitted that the dosage is just as likely to 
vary with the body surface, and hence with the meta- 
bolic exchange, as it is to vary with the body weight. 
These considerations alone suffice to show how un- 
certain must be conclusions regarding human dosage 
derived solely from animal experiments. 
Ancther important point is that all accurate observa- 
tions on minimal lethal doses of drugs indicate that 
healthy animals of the same sex, and from the same 
stock, show an extensive individual variation; even m 
the most favourable cases, if a particular dose of 4. | 
drug kills 50 per cent. of animals and is tolerated by 
50 per cent., then half of this dose will still kill about 
1 per cent. of animals. The individual variation m 
diseased human beings is certain to be much greater 
than the variation described above, and whereas the 
tolerated dose in animals is taken as the dose that 
usually produces no toxic symptoms, yet in human 
beings the occurrence of severe toxic symptoms even 
once in a thousand times is a serious matter. Probably 
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the chief reason why the dose of powerful new drugs is 
usually reduced as experience in their therapeutic 
effects accumulates is that the margin of safety needed 
to cover the extremes of individual variation in large 
numbers of cases is usually underestimated. It is 
obvious that extensive clinical experience under care- 
fully controlled conditions is essential for the estima- 
tion of the dose of a new and powerful drug, and that 
tests of this nature ought always to be performed 
before the drug is put on the market. The point is 
of practical importance because it is doubtful whether 
this procedure is always carried out with sufficient 
thoroughness, and whether there is not a tendency to 
put new drugs on the market after inadequate clinical 
trials. 

Dr. Martindale, in conclusion, makes it plain that he 
has no wish to belittle the importance of animal 
experiments. The value of such experiments is, 
indeed, obvious, for these alone make the trial of new 
drugs possible, and few would care to undertake such 
a dangerous proceeding as the trial of a new chemical 
compound on human beings when nothing was 
known of its pharmacological action. The necessary 
limitations of the information derived from animal 
experiments must, however, be clearly recognized. 


THE PARLIAMENTARY SESSION. 
Tae session of 1928, which began in February, has closed 
with a prorogation in early August, and the Government 
has arranged for the next session to begin in November. 
This arrangement, if systematically adopted, will enable 
Parliament to dispose of the King’s Speech and of much 
general business before Christmas each year, and will 
prevent the heaviest work of the House of Commons, both 
in committees and in the chamber, being crowded into the 
hottest weeks of summer. Next session, however, this plan 
will probably be modified by the taking of a general election 
in early summer. Though short, the session which ended 
last week has produced much of medical interest, most 
important of all, perhaps, being the disclosure that the 
Government’s scheme for derating industrial property will 
be followed next winter by a bill for reforming local 
government. Under this bill the powers of boards of 
guardians and some of those now possessed by rural district 
councils would be transferred to county councils and to 
county borough councils. These latter bodies would become 
the chief public health authorities. In the debate on the 
Ministry of Pensions on the last day of the session Dr. 
Fremantle suggested that at a later date the medical 
services and medical institutions of the Ministry of Pensions 
might also be administered by county councils and county 
borough councils. The local government reforms proposed 
by Mr. Churchill will be accompanied by the introduction 
of block grants for health services. Mr. Churchill has 
tefused to extend to hospitals the benefits of his derating 
theme, The Government has passed two Acts of special 
Medical importance this session—the National Health 
Insurance Act and the Reorganization of Offices (Scotland) 
Act. The latter abolished the Scottish Board of Health, 
reorganizing Scottish health administration in a Department 
of Health under the immediate control of the Secretary of 
State, but assurances were given that the department would 
tot become subordinate to Whitehall. Of the National 
Health Insurance Act the King’s Speech proroguing 
Parliament said: ‘ A bill has been passed, based generally 
on the recommendations of My Commission on National 
Health Insurance, whereby the existing system will be 
materially simplified and improved.’”? The Act authorizes 
the provision of additional benefits, but for financial reasons 


the Government had to refuse the proposal of Dr. Shiels 
that maternity benefit should include a duly qualified 
medical practitioner and a duly qualified midwife. Other 
suggested additional benefits were refused for the same 
reason, and the debates in committee revealed a complaint 
among some Labour members that too much of the funds 
available were spent on medical service and too little paid 
out in cash to insured persons. Such protests were made, 
for instanee, when Mr. Chamberlain accepted in committee 
an amendment adding specialist medical attendance as an 
additional benefit. An interesting medical debate arose in 
the Lords, and was re-echoed in the Commons, on the use of 
tetra-ethyl spirit. Regarding this the Government set up 
a committee, which has since issued an interim report. 
The most striking speech on a medical topic in the House 
of Lords this session was that delivered by Lord Dawson 
of Penn on the Dogs (Amendment) Act. Taking for his text 
a provision that stray dogs should not be sold for vivi- 
section, Lord Dawson gained the approval of the House by 
a crushing demonstration of how antivivisectors sinned 
against the light when they opposed experiments on dogs. 
In the House of Commons the briskest medical debate for 
several years arose over an Edinburgh Corporation Bill, 
which proposed to give powers for the compulsory treatment 
of venereal cases which had lapsed from attendance at 
corporation clinics. Despite evidence that public opinion 
in Edinburgh supported the bill, the House rejected it 
emphatically on second reading, an unusual treatment of 
a bill presented by a great municipality. Medical opinion 
in the House was divided, Dr. Drummond Shiels and Dr. 
Fremantle speaking for the bill, and Dr. Graham Little and 
Dr. Salter against it. Dr. Vernon Davies has protested 
manfully against the narrowness with which the Admiralty 
judges claims that tuberculosis among bluejackets is due 
to naval service, but no concessions have yet resulted from 
his arraignment. When the Ministry of Health estimates 
were discussed the Minister and other speakers emphasized 
the value. of research into rheumatic invalidity and its 
cause. The Ministry of Agriculture has mentioned from 
time to time that investigations into the causation of foct- 
and-mouth disease were in hand, and the prohibition of 
the importation of fresh meat from the Continent has been 
maintained. Little has been said about other branches of 
medical research. Small-pox statistics given by the Minister 
of Health from time to time have been heard complacently 
by the House, and the report of the Committee on Vaccina- 
tion was issued too late for comment, save by Dr. Fremantle 
on the last day of the session. No aitempt was made to 
pass the Factories Bill, nor is it likely to be passed in the 
next session, though the Home Secretary has admitted that 
the present factory inspection staff is inadequate. Gener- 
ally speaking, the session has been profitable but humdrum. 
It has not been marked by any attacks on the medical 
profession. An Act has been passed to restrict the prac- 
tising of solicitors who have been struck off the rolls, but 
medical analogies were not drawn. Though the Dogs 
(Amendment) Act passed, a downright antivivisection bill 
to prohibit experiments on dogs failed to secure the assent 
of the Commons. Controversy over the medical and 
administrative problems of the Ministry of Pensions has 
practically ceased, and the affairs of that department were 
not discussed till the last day of the session. The Ministry 
of Health has not been in such smooth water, but its 
troubles have been lessened by the administrative ability of 
Mr. Chamberlain and the parliamentary adroitness of Sir 
Kingsley Wood. The Parliamentary Medical Committee 
has met regularly, and has done solid work, though its 
members did not always speak with one voice in the House, 
On the whole the session has shown that the House takes 
a mild but friendly interest in public health questions, and 
that the Government is ready to allow the Ministry of 
Health to secure its fair share of legislation 
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THE DILUTION METHOD OF SEWAGE DISPOSAL. 
For many years the tendemey has been, in civilized 
countries, to dispose of human excreta by discharge into 
sewers. The word ‘“ sewer” has, as a consequence, 
acquired in the public a significance which refers 
only to a special use of sewers. Lord Coke described a 
sewer as a place whence water issues—or, as is vulgarly 
said, ‘‘ sues’’—hence the word “suer”’ or sewer. Such were 
the channels regulated by the Statute of Sewers (23 Henry 
VILL, c. 5). The great convenience of being able to 
discharge filthy waste liquids into these draimage channels 
led im time to the constructign of eovered-in sewers intended 
whally or mainly for the disposal of such liquors, and to 
the use of the special word “‘ sewage ’’ to denote a foul 
liquid, mainly of domestic origin. The great advantages, 
hygienic and aesthetic, to the immediate vicinity of this 
means of disposal cannot be overestimated. All the con- 
sequences of sewage disposal were not, however, foreseen 
by the pioneers of this system of sanitation, nor could 
they, in reasom, have been, for it was only as towns grew 
more thickly populated and sewage systems extended that 
they became apparent. A foul water covered-in sewer is 
offensive only to the very small part of the population that 
is obliged to work in it, and when it is discharged into an 
open watercourse its effects may be confined to a very small 
area around the point of discharge if the volume of clean 
water is large relative to that of the sewage. So far as 
fish are concerned it is an undoubted fact that they will 
congregate around a small sewage outfall at a peint where 
it discharges into a relatively large river. This may be 
seen at some places on the Thames. In his work on The 
Principles and Practice of the Dilution Method of Sewage 
Disposal' Professor Walter E. Adeney diseusses the effects 
ef sewage on streams. No living man, probably, is better 
qualified to do this—a faet whieh the Royal Dublin Society 
has recently recognized by awarding him its Boyle medal 
for applied science. In 1884 he began the long series of 
researches which are ably summarized im this book, ard 
thereby made available for the many workers who cannot 
conveniently consult the Proceedings of the Royal Dublin 
Society or the voluminous reports of the last Reyal Com- 
mission on Sewage Disposal. A careful quantitative study 
of the changes occurring in water polluted with known 
proportions of sewage, followed by a further study of the 
decomposition of definite compounds allied to those organic 
substanees present im sewage, showed Adeney that, con- 
trary to the views expressed by the Royal Commissioners of 
1868, sewage was oxidized in water at a fairly rapid rate 
by the action of micro-organisms, the effects of which were 
not understood by the earlier workers, who had considered 
the problem rather too much from the point of view of 
pure chemistry, and had confined their attention to the 
end, rather than the intermediate, produets of the oxida- 
tion of carbon and nitrogen. Having found that no 
oxidation of nitrogen occurred until great simplification 
of the organic matter had taken place and most of the 
earbon was oxidized (a result.confirming the observations 
of the early workers on nitrifieation—Warington in this 


eountry,. and Schloesing and Winogradsky on the Con- | . 
and training for tuberculous ex-service men; many were 


' received after the termination of the Government scheme im 


tinent), Adeney turned his attention to the all-important 
question of the rate at which water will absorb oxygen. 


The speed at which any action between two or more sub- | 


stances will go on is clearly determined by the rate at 
which the supply of that body present in least amount 
can be replenished. Water will, at ordinary temperatures, 
dissolve from the air about 1/100,000 of its weight of 
oxygen, whilst an effluent produced by merely sedimenting 
sewage may take up as much as 15/100,000 of that gas. 


1 The Principles and of rs Method of Sewage Dia, 
By W. E. Adeney, P.R.C.Sc M.R.I 

Public Health Series. tin ivory Press, 192% ( 
8vo, pp. xii + 161; Tl figures, 4 ‘piste: 6d. net, 


It is clear that unless the absorption from air is very rapid 
oxidation in a sewage-polluted stream will go on at a very 
low rate. The ingenious means by which Adeney and his 
co-werkers determined what one may believe is the limiting 
rate of absorption of oxygen from the air, and showed the 
conformity of the action with the laws of physieal chemistry, 
is described in the book. The great value of this work is 
that it supplies a sufficient quantitative basis for the 
determination of the capacity of a stream to receive and 
purify, without offence, the soluble and finer suspended 
matters of sewage, thereby rendering the dilution method 
of sewage disposal no mere haphazard empirical process, 
This is a notable achievement, in so far as it shows to what, 
if any, extent more intensive and expensive methods of 
oxidation or other treatment need be adopted. 


NATIONAL ASSOCIATION FOR THE PREVENTION 
OF TUBERCULOSIS. 
Two topics of considerable interest are dealt with in the 
report ef the National Association for the Prevention of 
Tuberculosis, which was presented at the annual meeting 
held recently in London; the first is the development of the 
association’s educational campaign, and the second is the 
proposed reorganization of the Burrow Hill Colony, Frimley, 
as a centre for the treatment and training of tuberculous 
boys. The extension of propaganda work has been made 


- possible largely by the success of the special appeal launched 


two years ago, and which, up to the end of June last, had 
brought in over £59,000. Within the past thirteen months 
three assistant medical commissioners have been appointed 
—one in July, 1927, and two early this year—to carry on 
educational work. Meanwhile their efforts are being con- 
centrated on the country places, and no attempt has been 
made to deal with the larger towns. Some 360 meetings 
have been held, with an aggregate attendance of 40,000, 
while over 130,000 visited tuberculosis exhibitions at 
Shoreditch, West Ham, Whitechapel, Battersea, Ipswich, 
and Maidstone. Each of the three assistant medical com- 
missioners engaged on lecture tours is accompanied by 4 
caravan equipped with exhibits (models, photographs, and 
posters), literature, and a projector for lantern slides and 
films. One of the lecturers has been employed in Scotland, 
and in the eourse of a vear has traversed the more remote 
parts of that country, covering the counties of Perth, 
Argyll, Inverness, Ross, Sutherland, and Caithness, includ- 
ing the Hebridean islands of Lewis, Harris, Skye, and 
Mull—regions in which the incidence of tuberculosis is 
relatively very heavy, and which are, by reason of their 
inaccessibility and scattered population, ‘‘ backward ’’ in 
matters of) health. In England, during the current year, 
lecture tours have been carried out in the London area, 
Sussex, Surrey, Middlesex, Buckinghamshire, Hertford- 
shire, Cumberland, Westmorland, Northumberland, and the 
Isle of Man. The report states that the assistance given 
in this way by the association has been weleomed by medical 
men engaged in tuberculosis work throughout England and 
Scotland. Burrow Hill Colony, Frimley, the property of 
the association, was formed in 1922 to afford treatment 


1924, the main sources being the county councils of Surrey 
(which has filled more than half the ‘available beds) and 


| London. In the near future, however, Surrey patients will, 


it is expected, be accommodated at the new large county 
sanatorium at Godalming, which was opened on July 20th 
by the Minister of Health,’ and the association has there- 
fore been giving consideration to the future policy of the 


eolony. Dr. F. J. H. Coutts of the Ministry of Health 


F.R.San. Inst. *eCumbeidns was the author of the suggestion that the colony should be 
Demy 


1 See British Medical Journal, July 28th, 1928, p. 174. 
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utilized to develop a scheme for the treatment and training 
of tuberculous boys, a class for whom it is at present diffi- 
cult to secure a suitable institution. It is regarded as un- 
desirable that they should receive treatment with adults, 
and they are not eligible for children’s institutions. 
Inquiries were made by Dr. Coutts to ascertain whether, 
in the opinion of men engaged in the tuberculosis service, 
such a scheme would be helpful, and if such patients would 
be forthcoming in any numbers. The replies have en- 
couraged the council to believe that the scheme would be 
practicable, and that the experiment should be made. 
Details are now being worked out in co-operation with the 
Ministry of Health, but it is not expected that the scheme 
will take effect until early next year. It is intended 
primarily for selected cases of pulmonary tuberculosis, but 
arrested glandular and other surgical cases of a suitable 
type may be considered as eligible. The duration of stay 
is not to be less than one year. 


SMALL-POX IN ROYAL FAMILIES. 
THE recent outbreak of small-pox in London gives 
added interest to a paper by the well-known American 
dermatologist Dr. Frank J. Schamberg,! in which he 
traces the ravages of this disease among European dynasties 
in the seventeenth and eighteenth centuries. The House 
of Stuart suffered cruelly. Two of the children of 
Charles I died of it—the Duke of Gloucester in 1660 and, 
at a later period, the mother of William III of Orange. 
In 1677 small-pox broke out in St. James’s Palace, when 
the princess who became Queen Anne was the first to be 
attacked and was permanently disfigured. A newborn 
infant, the Duke of Cambridge, died of the disease in a 
few days. All readers of Macaulay’s History of England 
will recall the eloquent and touching account of ‘‘ the 
young and blooming queen,’”’ Mary, the wife of William III, 
who was successively regarded by the court physicians as 
having measles, scarlet fever, spotted fever, and erysipelas, 
until the correct diagnosis was made by ‘‘ Radcliffe, who 
with coarse manners and little book learning had raised 
himself to the first practice in London, chiefly by his rare 
skill in diagnostics.’”? Two other children of, James II 
contracted the disease—namely, James Francis Edward, 
known as the Chevalier de St. George, who recovered, and 
his sister, the beautiful Princess Louisa, who died. 
William III only escaped because he had had a previous 
attack during his campaign in France, when his recovery 
was attributed to the method known as per accubitum 
junioris. A young and handsome page of the line of 
Bentinck, who volunteered to risk his life to save his 
master, caught the disease, and after a severe attack lived 
to be Prime Minister. The royal families on the Continent 
also suffered severely. Louis XIV lost his son the 
Dauphin from a violent attack at the ago of 50, as well 
as his grandson the Duke of Burgundy. His daughter by 
Madame de la Valliére, Mile de Blois, and her sister the 
Princesse de Conti, both remarkably beautiful women, were 
disfigured by the disease. Louis XV, who is supposed to 
have had an attack of small-pox in his youth—though, as 
Dr. J. D. Rolleston? recently pointed out, this is more likely 
to have been varicella—fell a victim to confluent small-pox 
at the ago of 64, having contracted the disease from one 
of the peasant girls whom he had inveigled into the Parc- 
aux-Cerfs. The death of Louis XV induced his brothers 
to submit to inoculation, as the royal princes in England 
had done some years before. Like the Stuarts, the House 
of Orange, and the Bourbons, the Hapsburgs paid a heavy 
toll to this scourge. Joseph I of Germany, at the age of 
33, fell a victim, and Joseph II, the son of Maria Theresa, 


1 The Medical Searchlight, January, 1928, 
2 Proc, Roy. Soc. Med., Sect. Hist. of Med., 1925, xix, 86. 


lost two wives within four years from the same cause. 
His second wife, Josepha of Bavaria, infected her mother- 
in-law, who for many days lay between life and death and 
was so terribly disfigured that her prime minister, Prince 
Kaunitz, ordered that all mirrors should be removed from 
the royal apartments. It was only after her daughter 
Josephine and her nephew Albert of Saxony contracted the 
disease that she allowed van Swieten to inoculate her 
remaining children and grandchildren, and to introduce 
the practice generally into Austria. Dr. Schamberg men- 
tions many other royal personages who died of small-pox, 
including Henry Prince of Prussia, several Austrian arch- 
dukes, Queen Ulrica Eleanora of Sweden, and Peter II, 


grandson of Peter the Great. The antivaccinationists will | 


doubtless read with mixed feelings that since Jenner’s 
discovery no death from small-pox, nor indeed an attack 
of the disease, has occurred among any of the royal 
families of Europe. 


CONVALESCENCE. 

Tue road to recovery is often difficult. The sick man, 
freed from his immediate distresses, his mind unfettered 
and his pains subdued, begins to be conscious of his 
reviving strength, and chafes at its slow return. He 
presents a problem which calls for both skill and tact on the 
part of his medical attendant. Dr. John Bryant of Boston, 
Mass., thinks that the profession in general has shown 
itself apathetic towards this phase of medical practice. 
Little, he says, has been published on the subject, and he 
claims the distinction of having put together the first 
bound volume in any language which covers both the 
historical and the practical aspects of convalescence, and is 
exclusively concerned with the cause of better convalescent 
care. In this work’ he gives an account of what has been 
done for the care of the convalescent in various countries, 
and indicates lines of development for the future. He 
describes in detail the convalescent institutions at 
Vincennes and Vesinet, which have been maintained since 
1857 by the city of Paris. Not unnaturally, his interest 
centres on the Burke Foundation, the chief convalescent 
establishment in the United States, which caters for the 
poor of New York City. Containing over 300 beds, it has 
dealt with 35,000 patients since its opening in 1915. 
The organization of the Foundation appears to be sound 
and its results satisfactory. Occupational therapy takes 
a prominent place in its scheme of treatment. The author 
refers also to convalescent work in the United States Army, 
on which he was engaged during the war. The routine 
which he describes is strenuous but stimulating. In the 
baseball game between the ‘ Bad Hearts” and the 
‘‘ Rheumatisms,’’ he says, the former team won after 
a close fight. In the army hospitals, as in the Burke 
Foundation, occupational therapy was found to be of great 
value, and many men who would otherwise have been 
unprovided for were enabled to leave the army well 
equipped for civilian life. The author devotes a useful , 
chapter to surgical convalescence, and concludes by making 
an appeal to the medical profession for the better care of 
convalescent patients.. Boston, he says, has 100 fewer 
convalescent beds now than it had in 1914. The solution 
of the problem, in the author’s view, is the provision of 
country homes. Consisting as it does of a collection of 
articles published separately at different times, Dr. 
Bryant’s book is rather redundant and incohesive, but it 
should serve to direct attention in the United States to 
a field of work the importance of which is well recognized 
in Britain, where every important general hospital has its 
convalescent home. 


1 Conralescence: Historical and Practical. By John Bryant, M.D. 
New York: The Sturgis Fund of the Burke Foundation. 5 dollars, 
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THE REPORT OF THE COMMITTEE ON 
VACCINATION. 
We published last week a brief note on the recently issued 
report of the Committee on Vaccination, appointed in 
February, 1926, by the Minister of Health in conjunction 
with the Medical Research Council.!. The committee con- 
sisted of Sir Humphry Rolleston (chairman), Dr. F. R. 
Blaxall, Dr. G. F. Buchan, Dr. A. E. Cope, Dr. Mervyn 
Gordon, Professor J. C. G. Ledingham, and Dr. J. R. 
Perdrau, with Dr. J. R. Hutchinson (of the Ministry of 
Health) as secretary. The reference to the committee was 
to report on (1) matters relating to the preparation, test- 
ing, and standardization of vaccine lwmph; (2) the prac- 


tical methods which are available in the light of modern’ 


knowledge to diminish or remove any risks which may 
result from vaccination; and (3) the methods of vaccina- 
tion which are most appropriate to give protection against 
risk of small-pox infection in epidemic and non-epidemic 
periods. 

Preparation of Lymph. 

The lymph used at the present time in England and 
Wales for vaccination at the public expense is prepared 
at the Government Lymph Establishment, a department of 
the Ministry of Health. The seed lymph used is derived 
from calf lymph received from Cologne in 1907. Its quality 
has been maintained by cutaneous passage through the 
rabbit, repeated transference from calf to calf having been 
found to lead to deterioration in the lymph and unsatis- 
factory vesiculation. Arm-to-arm vaccination, although 
not expressly prohibited, can no longer be given at the 
public expense. Details are given of the technique of 
jymph production in this and other countries, the methods 
adopted in the latter differing in minor respects only. 
The discovery of some method of producing lymph free 
from extraneous organisms would be a great step in 
advance, and recent investigations point to the possibility 
of this being ultimately attained. Thus Carrel and Rivers 
have shown that the vaccine virus proliferates when grown 
in vitro in contact with chick embryo cells, and that the 
potency of the virus may be greatly enhanced by this 
method. Again, it has been found possible to inoculate 
rabbits intracerebrally, and it is claimed that the product 
yielded (the neuro-yaccine of Levaditi) is considerable ; it is 
said to be suitable for human vaccination and is used for 
that purpose in some parts of the Continent. The lymph 
produced by either of these processes would be entirely 
free from extraneous organisms. : 


Testing and Standardization. 

Regulations have recently been issued under the Thera- 
peutic Substances Act, 1925, which governs the preparation 
of vaccine lymph, enjoining the employment of certain 
tests for purity and potency. It is directed that each 
batch of lymph, after mixture with glycerol or other partial 
disinfectant, shall be tested for the. presence of living 
anaerobic organisms and streptococci, and if either of 
these is found to be present the issue of the lymph is 
prohibited. The question of potency has recently been 
under the consideration of a commission appointed by the 
Health Committee of the League of Nations, the reports 
of which were discussed at a conference held in Berlin 
in January, 1927. The conference accepted four tests of 
potency as being satisfactory—namely (1) Gin’s test, in 
which an opacity should be apparent in the guinea-pig’s 
cornea seventy-two hours after scarification with a 1 in 
1,000 dilution of the lymph; (2) Sobernheim’s test, in which 
a papilliform infiltration of the line of incision should 
appear three days after inoculation of the skin of a rabbit 
with a 1 in 1,000 dilution of the lymph; (3) Groth’s test, 
in which an area of infiltration and congestion should 
appear seventy-two hours after an intradermal injection 
of 0.1 c.cm. of lymph diluted to 1 in 1,000 into the 
depilated skin of the back of a rabbit; (4) Calmette- 
Guérin’s test, in which an eruption of isolated vesicles 


1 Report the Committee on Vaccination. Cmd. 3148. London: HM. 
Stationery Office, or through any bookseller. 1928. (Pp. 303; 18 appen- 
dices with charts; 7s. net. 


numbering from 3 to 4 per square centimetre should appear 
after distributing 1 ¢.cm. of lymph, diluted in 1 in 1,900, 
over a prepared area of the skin of a rabbit. 


Risks Resulting from Vaccination. 

A Royal Commission was appointed in 1889 to consider 
this subject and made certain recommendations, most of 
which were embodied in the Vaccination Act of 1898. The 
recommendations included the use of calf lymph, whereby 
an absolute security against the communication of syphilis 
would be afforded, the extension of the age period for 
vaccination to six months from the date of birth, certain 
technical regulations to secure cleanliness and the avoid- 
ance of sepsis and erysipelas, the use of tubes instead of 
dry points, and an injunction that the vaccinator should 
render medical attendance in cases of illness supervening, 
if required to do so by the parent. 

A comparison of the statistics prior and subsequent to 
the Act of 1898 shows that after the Act there was a 
reduction of approximately one-half in the number of 
deaths coded to vaccination. In the period 1886-1891, in 
which approximately 4,290,000 infants were vaccinated, 
there were 279 deaths at all ages; in 1911-1925 5,500,000 
infants were vaccinated, with 128 deaths at all ages; the 
ratio of deaths to vaccinations in the first period (6 years) 
was nearly three times as large as in the second (15 years). 
This reduction is doubtless largely due to the recommen«da- 
tions of the Royal Commission towards the prevention 
of sepsis, but an analysis of the causes of death set out 
in the present report is considered by the Committee to 
indicate the need for further efforts in this direction. The 
Committee suggests that the present system of inspecting 
the patient on the seventh day, before the reaction has 
reached its maximum, should be relinquished; that the 
inspection should take place some time during the second 
week; and that a second should be obligatory in the third 
week. It further suggests that inspection would be more 
satisfactory, and the means of avoiding sepsis more ade- 
quately secured, if the principle of stational, as distin- 
guished from the present system of domiciliary, vaccination 
were adopted. The outstanding differences between the 
two periods mentioned above are the disappearance of 
syphilis and the appearance of diseases of the central 
nervous system other than convulsions; the latter form 
the subject of a special investigation embodied in Part IL 
of the report. 

The Royal Commissioners stated in their final report that 
they had no’means of ascertaining in what number of cases 
other diseases supervened on vaccination as a consequence 
of it without producing a fatal result. It appears that the 
only systematic attempt to ascertain and record the sub- 
sequent medical history of vaccinated persons was made by 
Dr. Parlane Kinloch, and had reference only to the incidence 
of certain infectious diseases in vaccinated and unvaccinated 
children under 5 years of age as indicated by the ad- 
missions to the Glasgow Fever Hospital during 1910-1913. 
Kinloch obtained no evidence that vaccination had any 
prejudicial effect on a child’s well-being as judged by its 
response to subsequent infection. At the Committee's sug- 
gestion certain investigations have been carried out in this 
direction. These were made over a period of three months 
into the medical histories of a number of recently vaccinated 
children and adults and of a similar number of controls; 
also into the medical histories of boys vaccinated at a@ 
residential school. So far as the investigations go they do 
not afford any evidence that vaccinia increases the liability 
to disease either generally or specificially. Nor does vac- 
cinia appear to aggravate a disease already established, 
as was shown by observations made over a period of one 
month into the medical histories of 206 adults vaccinated 
at a time when suffering from various injuries and diseases. 


Central Nervous Disease following Vaccination. 

The suggestion that encephalitis constituted a risk of 
vaccination was first made by Turnbull in 1922, but it was 
not until 1923 that there appeared, on the death certi- 
ficates of certain recently vaccinated children, terms sug- 
gesting an affection of the central nervous system other 
than convulsions. Subsequent inquiries led to the appoint- 
ment of a committee, under the chairmanship of Sir 
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Frederick Andrewes, to report upon the matter, Their 
report, presented in May, 1925, is reproduced in full in 
the present report. The cases investigated by the Andrewes 
Committee fell into two groups: the first, consisting of 
11 cases, occurring in London in the autumn of 1922; the 
second, consisting of 49 cases, arose in the summer of 1923, 
and was confined mainly to the provinces; three isolated 
cases, observed in London and the provinces, brought the 
number up to 63. That committee made extensive in- 
vestigations—statistical, clinical, histological, and experi- 
mental—with a view to ascertaining whether (1) the en- 
cephalitis is due solely to the virus of vaccinia, or (2) to 
the action of two independent viruses fortuitously asso- 
ciated, or (3) to the influence of vaccination in precipitating 
an encephalitis in a person harbouring another virus. 
The main points brought out were that the number of 
cases of post-vaccinal encephalitis bore no direct relation 
to the number of persons vaccinated; on the other hand, 
there appeared to be an undoubted association in time 
between the post-vaccinal cases and the prevalence of 
vaccination thoughout the country generally; for example, 
the issue of vaccine tubes in 1923 began to rise in about 
the middle of June, attaining its height in the last fort- 
night of July, and the post-vaccinal cases of encephalitis 
appeared in the middle of June, reaching a maximum in 
the first half of August. The charts also showed that the 
period of 1923, during which the majority of the post- 
vaccinal cases occurred, was immediately antecedent to 
a rise of poliomyelitis and polioencephalitis throughout the 
country. No such association in time with the prevalence 
of encephalitis lethargica was evidenced. With regard to 
clinical evidence, the incubation period was found to be 
relatively constant (10-12 days); in most cases the onset 
was rapid and the course acute; the predominant symptoms 
were cerebral rather than spinal, and included fever, head- 
ache, vomiting, strabismus, and varying degrees of clouding 
of consciousness. Where paralysis of the limbs occurred it 
was generally of the upper neurone. The symptoms thus 
indicated a diffuse inflammation of the brain, without 
special localization and with little evidence of involvement 
of the cord. The latter, it was pointed out, may have 
been masked by the cerebral symptoms, but should have 
become apparent on recovery; yet nine of the ten cases, the 
after-histories of which were followed up, recovered com- 
pletely without the paralyses which follow ordinary polio- 
myelitis or the mental and other disturbances which form 
the common sequelae of polioencephalitis and encephalitis 
lethargica. Thirty-six out of 62 cases died—a fatality of 
58 per cent. 

The Andrewes Committee expressed the opinion that it 
was extremely improbable that the cases could have been 
due solely to the vaccine virus, but that it was conceivable 
that a virus such as that of poliomyelitis, which could 
only occasionally set up an encephalitis in a normally 
resistant person when unaided, might, if another virus 
such as that of vaccinia was present in the brain, be enabled 
to do so. Without expressing any confident opinion, it 
was along such a line that the Committee thought an 
explanation of post-vaccinal encephalitis might be sought. 
In a majority report the opinion was expressed that the 
evidence was not sufficient to exclude the vaccine virus as 
possibly the sole cause of the disease; and those responsible 
for the histological] examination considered that polio- 
myelitis and encephalitis lethargica could be definitely 
ruled out. 

The present Committee has investigated a further series 
of twenty-five cases, which, with one exception, conformed 
to the Andrewes Committee’s description; it has also dis- 
cussed the considerable number of recorded cases which 
have occurred on the Continent, and has carried out 
numerous experiments, the most important result of which 
has been the demonstration of the presence of the virus of 
vaccinia in the brains of certain of the fatal cases. The 
Rolleston Committee has discussed at length the-various 
theories available in explanation of the occurrence of post- 
vaccinal encephalitis, and while it acquits the vaccinia 
virus of being the sole cause of the disease, it is unable 
to exonerate vaccination from playing some part in its 
causation. It considers that the co-operation of vaccinia 
with the viruses of poliomyelitis, encephalitis, or some 


unknown neurotropic virus must for the present be accepted 
as a working hypothesis. 

The histology of the disease has been very fully worked 
out by Drs. McIntosh, Perdrau, and Turnbull. The essen- 
tial change is a perivascular and marginal demyelination 
in the form of a wide zone around the veins, along the 
ventral fissure of the cord, and beneath the pia and 
ependyma. The adventitial sheaths usually contain coagu- 
lated albumin, and the demyelination is accompanied by 


little or no adventitial infiltration. These observers would. 


therefore refer post-vaccinal encephalitis to a definite type 
of encephalitis characterized by demyelination, other 
members of the group being certain cases of disseminated 
myelitis of Westphal, disseminated encephalo-myelitis of 
later writers, disseminated sclerosis, and encephalitis peri- 
axialis diffusa of Schilder. Further, they consider that 
a condition similar to post-vaccinal encephalitis has 
occurred independently of recent vaccination and observed 
exanthemata. 


Methods of Vaccination. 

In this country no special method of vaccination is 
prescribed, except that the public vaccinator must aim at 
producing four separate, good-sized vesicles or groups of 
vesicles, no less than half an inch from one another. This 
direction, which appears in the Vaccination Order of 1898, 
was based primarily on the results of a large number of 
observations in the last century, and the matter was 
further investigated by Dr. A. F. Cameron and the late 
Dr. Brownlee, in connexion with the outbreaks of small-pox 
in London and Glasgow at the beginning of the present 
century. Dr. Cameron’s conclusions were that protection 
against death is directly related to the number of scars 
and to the area of cicatrix, and is greater when there are 
four divisions in a given area of cicatrix than when there 
are three or two; that the prognosis at any age up to 50 
is more favourable with four scars than with three or two; 
and that protection against death afforded by primary 
vaccination dating mainly from infancy is not exhausted 
at the sixtieth year of life. These conclusions with regard 
to the number of scars and the cicatricial area have been 
corroborated by Professor M. Greenwood. With regard to 
the relation between the number of scars and the fatality 
rate, the cicatricial area remaining constant, Dr. F. M. 
Turner has found that the correlation coefficient is low, and 
concludes that probably in cases with equal area of vaccina- 
tion marks there is no difference in the amount of pro- 
tection afforded by different numbers of scars. 


Reaction of Immunity. 

The evidence adduced before the Royal Commission on 
this point was based mainly on the vaccinal condition of 
persons dying from small-pox. There is now another 
criterion available in the allergic reaction as studied by 
von Pirquet and employed by Leake and Thomas. The 
reaction of immunity was foreshadowed by Robert Cory in 
1886, and the essential phenomena were known to Jenner, 
who, in his ‘‘ Inquiry,’’ refers to cases in which attempts 
to vaccinate persons already protected produced an 
accelerated efflorescence, which did not advance to vesicula- 
tion, but aborted. The essential point in the reaction is 
that the interval elapsing between inoculation and the 
maximum reaction in a secondary vaccination is a measure 
of immunity to vaccinia; the shorter the interval the 
greater the probable immunity. The Committee has made 
use of this reaction in investigating the degree of residual 
immunity to vaccination in persons of 18 to 21 years of 
age previously vaccinated in infancy. It finds that the 
degree of acceleration of the day of maximum reaction 
varies with the amount of scar area and also with the 
number of scars produced by infantile vaccination ; further, 
that the effect of primary vaccination, whether in single 
or multiple insertion, is to accelerate the average day of 
maximum reaction to revaccination in men of 18 to 20 years 
by at least three days, as compared with primary vaccina- 
tion at the same age, this period representing the average 
amount of immunity remaining at this age from infantile 
vaccination. The Committee considers that for all prac- 
tical purposes the period of effective immunity may be 
regarded as not less than seven years. . 
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Present State of Vaccination. 
From 1897 to 1925 infantile vaccination as a whole has 
shown a pronounced tendency to decrease, this being due to 


a large extent to the operation of the Vaccination Acts of . 


1898 and 1907, which enabled exemption to be procured on 
the grounds of conscientious objection. The number of 
revaccinations differs widely from year to year, and it is 
difficult to account for many of the variations. The 
influence of the outbreaks of small-pox in 1901-5 and in 
1918 is reflected in the large number of revaccinations of 
persons over 1 year of age and of revaccinations at those 
periods. In the year 1919 a form of small-pox appeared 
in the provinces, invading in that year twenty-three 
counties, characterized by a mildness so extreme as to cause 
many to doubt its true nature, and many cases were over- 
looked. As to the probable relation of the mild to the 
severe form of small-pox, the Committee states that it is 
““ not in a position to determine whether or not these types 
constitute separate entities, or are merely variations of one 


. disease, or if mild and severe may become transformed the 


one into the other. Whether or not these forms of small- 
pox are simple variants or are separate entities, there is 
universal agreement that recent successful vaccination 
protects against both.”’ 

The mild type of small-pox is that which has prevailed in 
this country for the last five years, and it has been benign 
with an almost negligible mortality. As a result there has 
arisen a marked disinclination to submit to adult vaccina- 
tion; it is affirmed that vaccination is worse than the 
disease, that it is commonly possible to continue at work 
with little or no discomfort during an attack of mild 
small-pox, whereas abstention from work for manual 
workers is commonly necessary after vaccination. Certain 
local authorities have paid considerable sums in compensa- 
tion for remuneration lost from this cause. In these cir- 
cumstances, and in order to render vaccination acceptable 
without impairing its efficiency, the Committee recommends 
‘that an effort should be made to reduce to a minimum 
the amount of trauma inflicted in vaccination. It considers 
that it is possible to secure a 100 per cent. insertion success 
by a technique consisting of the infliction of a single linear 
incision not more than one-fourth of an inch in length and 
confined to the epidermis, and by the simple application of 
lymph thereto; further, that if the smallest amount of virus 
sufficient to produce immunity were ascertained, it might 
be found possible to produce a vaccine which would cause 
less local and general reaction than is now met with. | 


FOOT-AND-MOUTH DISEASE. 


Tue third progress report of the Foot-and-Mouth Disease 
Research Committee, briefly noticed in our issue of August 
4th (p. 218) is a bulky volume of 141 closely printed pages, 
relieved only by photographs of the new experimental 
station for work with cattle at Pirbright,.and by a series 
of photomicrographs illustrating the histology of the foot- 
and-mouth lesion at various stages of its development. It 
opens with a most illuminating summary, compiled by the 
committee for the benefit of the Minister of Agriculture, 
of the new knowledge elicited by experts working at 
various centres under the direction of individual members 
of the committee. To the four centres where research 
continues as formerly—namely, the Ministry’s Veterinary 
Laboratory at New Haw, Weybridge; the Experimental 
Station at Pirbright; the Lister Institute; and the 
National Institute, Hampstead—a fifth has been added at 
Manchester, where Professor Maitland and Dr. M. Cowan 
Maitland, both of whom had previous experience of foot- 
and-mouth research at the Lister Institute, are continuing 
their work along certain lines on behalf of the committee. 

Regret, tempered however with satisfaction, is expressed 
by the committee that.so many members of the research 
staff have had to relinquish their work for the committee 
on their appointment to important permanent positions in 
the pathological world. It is pointed out that the training 
of competent workers takes time, and that lack of perma- 

1 Ministry of ‘ee and Fisheries, Third Progreas Report of the 


Foot-and-Mouth Disease Research Commi : . 
1928. Price 58, net. =e mittee. H.M. Stationery Office. 


nency of these research appointments will always seriously. 


handicap continuity of research until the scientific veter- 
inary service of this country acquires some very consider- 
able accession to its permanent staff of workers. Some 
delay has occurred in connexion with the contemplated 
experiments on bovines at the Experimental Station, 
Pirbright owing to the difficulty of securing absolutely 
efficient isolation of experimental units. It is hoped, how- 
ever, that the new arrangements with regard to loose 
boxes and incinerators, the construction of which has in- 
volved much thought, will give the assurance of effective 
isolation, which is imperative if experimental results are to 


be confidently assessed. 


The committee notes that many problems connected with 
the infectivity of cattle at various stages of the disease 
still await solution, but with the reconstruction of the 
experimental station progress in this important direction 
will, it is hoped, be rapid. Indispensable as the guinea- 
pig has proved for the elucidation of a host of fundamental 
questions concerning the nature and properties of the 
foot-and-mouth virus, it cannot, unfortunately, serve for 
problems of contagion in view of the inability of the 
experimentally infected guinea-pig to spread disease to 
normal contacts. Bovine experiment also must remain the 
final test when the value of prophylactic measures, worked 
out probably in the first instance on guinea-pigs, have to 
be assessed. 

The new experimental data now available to the reader 
cover an extraordinarily wide range of subjects, and the 
hundred pages or so of small print which embody the 
carefully compiled protocols and research summaries by 
the various members of the working staff may well appal 
all but the specialist in virus disease. For the others the 
admirable summary of the present state of knowledge com- 
piled by the committee will afford not only ample food 
for reflexion, but will convey the assurance that the know- 
ledge already gained by sound, patient, and well-directed 
research has illuminated many dark corners, not only within 
the narrow bounds of foot-and-mouth research, but also 
within the vast sphere of virus disease in general. Ne 
student of the subject, therefore, can fail to be impressed 
by the mass of important data which have accumulated 
since the highly susceptible and inexpensive guinea-pig 
became available for foot-and-mouth investigation. 

It is possible to sketch the new data only in the briefest 
form. They contain items of interest for all specialists, 
and there is even a sop for the therapist, who in the matter 
of foot-and-mouth disease rarely gets an innings. Appen- 
dix 1, written by F. C. Minett, D.Sc., M.R.C.V.S., contains 
details of the work carried out at the Ministry’s Laboratory, 
New Haw. These reports deal with various problems of 
disinfection of virus-containing materials such as filtered 
vesicle fluid, various substrates of wood and iron with virus 
dried on their surfaces, hay, hides, and manure artificially 
impregnated with virus, the idea being to simulate natural 
conditions as closely as possible. On virus contained in 
vesicle fluid, substances like chlorine, iodine, potassium 
permanganate, sodium bisulphate, and certain copper salts 
were active in high dilution, while the phenols had only a 
very low potency. Alcohol, to which the virus was believed 
to be highly resistant, apparently owes its inactivity in 
great measure to the fact that the viras is protected by 
a film of alcohol-coagulated protein,.a point to which 
Olitsky and Boez drew attention in 1927. Why phenol 
is relatively so inactive is not yet explained. Formalin 
and mercuric chloride also possess low efficiency in these 
three-hour exposure tests probably owing to their slower 
action. In the presence of added organic matter (saliva 
and faeces added to small pieces of virus-containing epi- 
thelium), and with a time limit of twenty-four hours, it 
was found that the disinfecting value of chlorine, iodine, 
and potassium permanganate was reduced one-thousand 
times, while the concentration of phenol, cresol, and 
formalin required for disinfection was not appreciably 
different in the two series of tests. Application of these 
results to the disinfection of artificially contaminated hay 
and hides showed that spraying of model haystacks with 
a1 in 1,000 solution of formalin allowed to evaporate was 
very effective. The result is important in view of the 
experimentally ascertained fact that virus allowed to dry 
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on hay has a long life. The soaking of artificially con- 
taminated hides with 1 per cent. formalin for forty-eight 
hours was certainly effidient, but was prejudicial to the 
leather, and some other method must be sought. 

in Appendix 2 the work is detailed of various members 
of the committee’s staff at the Lister Institute—namely, 
Dr. H. B. Maitland (now of Manchester), Dr. T. Hare 
(now of the Veterinary College), Mrs. Y. M. Burbury, B.A., 
and Dr. M. Cowan Maitland (now of Manchester). This 
appendix is a very lengthy one, and contains new data 
under ten separate headings: (1) prophylactic vaccine pre- 
pared from the virus; (2) immunity to the disease; (3) the 
question of immunological types of virus which do not 
cross-protect; (4) the duration of infectivity of guinea- 
pig tissues after a single intradermal inoculation; (5) the 
passage of virus through different animal species; (6) the 
treatment of foot-and-mouth disease in the guinea-pig with 
iodine; (7) data concerning survival of virus when dried 
on various materials; (8) the velocity of reaction of heat 
disinfection of virus; (9) the question of elective affinity 
and local immunity; and (10) the question of artificial 
cultivation. With so formidable an array of subjects atten- 
tion can only be directed to a few of the more outstanding 
points. 

Further work on the important question of immunization 
by means of formolized virus has been carried out, and 
it would appear that for the immunization of guinea-pigs 
no vaccine has proved superior to the formolized virus 
(contact with 0.1 per cent. formalin at 26° C. for forty- 
eight hours at pH 7.6). A single injection of this vaccine 
is followed by an immunity which can be recognized so 
soon as forty-eight hours, and it is effective up to two 
months. By “‘ effective ’’ is understood the inability of 
the living virus to produce secondary lesions in the body 
(tongue and feet) after introduction into the immunized 
animal by the usual intradermal route in the pad of a hind 
foot. Primary vesicle formation at the site of injection 
still takes place, and in this respect the artificially pro- 
tected guinea-pig differs from the naturally recovered 
animal, in which neither local nor general symptoms appear 
in response to a fresh dose. There is a further difference 
in that the blood of vaccinated animals does not contain 
demonstrable viricidal antibodies, whereas no difficulty is 
encountered in demonstrating their presence in naturally 
recovered animals, Experiments in which large quantities 
of virus were given intravenously to normal, vaccinated, 
and naturally recovered animals, showed that in the two 
latter series no virus could be demonstrated in the blood 
after half an hour, whereas in the normal animal it could 
be recovered up to two or three days. It would seem, 
therefore, that in the case of animals vaccinated with 
modified virus, immunity to subsequent experimental infec- 
tion is due to some profound alteration in the excitability 
of cell tracts (most probably of the R.-E. system) 
which are capable of responding at once to new infective 
antigen owing to their previous training or education by 
the formolized virus. The position is really on all fours 
with that of experimental pneumococcus or typhoid infec- 
tion, and, indeed, the more these viruses are studied the 
more do they seem to come into line with the visible 
bacteria in matters of pathogenesis. The formolized virus 
is believed to be dead by all criteria applied; yet it may 
not be so. Olitsky, working with the virus of vesicular 
stomatitis of horses (a virus very akin to that of foot-and- 
mouth), has recently claimed that dermal areas into which 
formolized virus has been injected without apparent 
response can be shown by passage experiment to contain 
living virus. If this is so the position is not very 
materially altered from the practical point of view, but 
it would enhance the belief that only the attenuated living 
virus can afford solid immunity in virus disease. When 
Olitsky employed formolized virus that was really by all 
tests dead no immunity resulted. 

Some highly interesting results by Dr. M. C. Maitland 
deserve mention. Why is it impossible to get a lesion 


after injection of virus into the hairy skin of the guinea- 
pig? Why does virus introduced into the hairless hind 
pad generalize to appear again in the tongue? Is it really 
a question of hair? Mrs. Maitland has grafted hairy 
skin on the hind pad; a normal response to introduced 


virus occurs. She has infected a hind pad and then 
wrapped it up in cotton-wool. No vesicle appears. She 
has made infected guinea-pigs tread on wire mesh after 
infection and secondary vesicies have appeared on parts of 
the feet and toes where they do not usually do so. It 
would seem that pressure and the resultant irritation 
largely determine the propagation of virus in skin areas 
and not peculiarities of anatomical structure. Clinical 
observations in other exanthemata, such as small-pox, and 
notably the effect of garters, will be recalled by these 
intriguing experiments. 

Appendix 3 contains an analysis of the work carried out 
at the National Institute, Hampstead, by I. A. Galloway, 
B.Sc., M.R.C.V.S., and S. Nicolau of the Pasteur Institute, 
Paris.. The subjects dealt with are five in number: (1) 
histology of the lesions in tongue of guinea-pig, rabbit, 
and ferret at various stages of development; (2) the dis- 
tribution and localization of the virus in these animals; 
(3) immunity problems; (4) the influence of ultra-violet 
light, bile, and various aniline dyes on the virus; and (5) 
the effect of filtration of virus through filters of silicious 
earth. From their histological study of the lesion from 
its earliest stage in the tongue, Galloway and Nicolau 
conclude that the primary attack of the virus is on the 
epithelium. When a vesicle is about to form, a few 
epithelial cells in the neighbourhood are found to have 
lost their normal shape, and to have become spherical with 
some accompanying degeneration of their nuclei. A few 
leucocytes appear to wander in even at this early stage. 
The degenerated epithelia and the infiltrating cells break 
down, and a small amount of liquid collects, which enlarges 
to form a vesicle. The authors observed no histological 
changes in the corium in the earlier stages. Inflammatory 
response in the corium is a later phenomenon; the authors 
reach the conclusion that foot-and-mouth virus possesses 
an essential affinity for epithelium. They have also made a 
further series of observations on the virus content of organs 
of animals at daily intervals after an intravenous dose, 
the animals being bled to death before examination. It 
was found that the blood and organs could harbour the 
virus on the third but not on the fourth day, whereas at 
a subsequent date, but not later than the eighth day, it 
was still recoverable from the pads and tongue. Accord- 
ingly, just as in experimental vaccinia in rabbits, although 
the virus is freely distributed throughout the tissues, it 
does not appear to be capable of active proliferation else- 
where than in skin areas. The committee points out that 
though some exceptional instances of long duration of 
infectivity are reported, the processes of natural disinfec- 
tion by the physiological defences of the body lead to dis- 
appearance in a week’s time of all infective virus. The 
fact is emphasized that where carcasses have been found 
to contain potentially infective virus the animals must have 
been killed in the early acute stage of the disease. In 
Germany, we are told, the carcasses of cattle killed during 
convalescence from foot-and-mouth disease are regarded as 
free from infection and distributed for human food. 

There remain two important subjects to which renewed 
study has been given—namely, the plurality of types of 
foot-and-mouth virus, and the question of susceptibility of 
wild rodents to the disease. In previous reports attention 
has been drawn to the fact that two types of virus (A and 
O of Vallée) exist, which offer no cross-protection. From 
cases of foot-and-mouth disease in this country the O type 
only has been recovered with one single exception, which 
proved to be A. Recently Waldmann and Trautwein of 
the German Commission have claimed that three distinct 
types occur. Samples of these three types have been com- 
pared by Mrs. Burbury in cross-immunity experiment with 
Vallée’s A and O, and it would appear that there are in 
truth three types, Vallée’s A being identical with Wald- 
mann’s B, and Vallée’s O with Waldmann’s A, while 
Waldmann’s C is a new type. There can be no question 
that the existence of distinct types is bound to inter- 
fere with prophylactic projects unless due regard is paid 
to this fact. In connexion with this question, Professor, 
Ciuca of Bucarest, working at the Lister Institute, has 
performed a large series of complement-fixation tests with 
serums of recovered or immunized guinea-pigs and an 
antigen prepared by a special method from the vesiclea. 
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He has found it possible to ascertain by his method whether 
a given guinea-pig has been experimentally infected with 
foot-and-mouth disease in the past, and what particular 
type of virus has been used for infection, The method, it 
is hoped, may prove applicable to cattle. With regard, to 
the susceptibility of wild rodents, previous reports had 
shown that rodents other than guinea-pigs and rabbits 
possess considerable natural resistance to experimental 
infection, and that even ‘when inoculation led to infection 
they showed no capacity to spread disease to normal con- 
tacts. Further attempts to accommodate the virus to such 
animals by successive passage produced no evidence of 
raised virulence or of any increased contagiousness, so that 
the chances of spread of infection in nature through the 
medium of wild rodents appear to be very remote. 

In this review attention has perforce been drawn to only 
a few of the many topics which recent researches of the 
working staff have illuminated. The report as a whole is 
a most valuable document, and the new knowledge which 
has been gained by well-directed inquiry justifies not only 
the quite inconsiderable expenditure of public money 
voted, but a continuance of such financial support. 


THE METROPOLITAN ASYLUMS BOARD. 


Review or tHE YEAR 1927-28. 


Every year the work of that inadequately named organiza- 
tion, the Metropolitan Asylums Board, enlarges and 
becomes more various. The name, which is sixty years old, 
merely denotes a body charged under the Metropolitan 
Poor Law Act to provide asylums for the sick, infirm, 
insane, and casual poor; but in fact a vast medical service 
is undertaken by the Board, through about 170 medical 
officers (not including specialists or consultants), with 
results which are of the greatest value to the whole 
community. 
Infectious Diseases. 

The largest department of the Board’s work is the control 
and treatment of infectious diseases. In the annual report 
just issued! it is stated that the number of cases of infec- 
tious disease admitted to the Board’s hospitals during 1927 
was 30,404—almost exactly the same figure as for 1926. 
There was an excessive measles prevalence last winter and 
the spring of the current year, but only the beginning of 
this is indicated in the tables, which relate solely to 1927, 
In a foreword to the report it is stated that London appears 
to experience a considerable rise in the incidence of measles 
every two years. The average daily number of admissions 
for measles to the Board’s hospitals, which was 15 in 
November, 1927, rose to 37 in December, and remained at 
45 or 50 until the end of March last. The greatest number 
of cases admitted on any one day was 89, on March 9th. 

The following table shows the admissions for infectious 
diseases during 1927; for comparison we subjoin the average 
death rates for the two previous quinquennial periods: 


| Mortali r cent. 
Admissions | Mortality 
1927. per cent. |, 
1917-21. | 1922-26. 
Cerebro-spinal fever oe 22 47.6 | 62.4 66.2 
Diphtheria and mem- 10,320 403 | 78 6.3 
branous.croup 
Enteric fever has so 109 5.69 | 13.4 7.6 
Measles... 2,350 6.72 11.4 8.2 
Scarlet fever... .. 11,470 0.56 12 13 
Whooping-cough ... Be 1,888 10.9 13.1 11.4 
Puerperal fever and puer- 181 12.43 —_ dis 
peral pyrexia ; 


An interesting table gives a record of mistaken diagnoses. 
In 105 cases in which the admission certificate stated 
diphtheria as the disease, 19 were afterwards diagnosed as 
measles and 86 as scarlet fever. In 139 cases in which 
scarlet fever was stated on the admission certificate, some 


1 Metropolitan Asylums Board; Annual sed for 1927-28. Offices of 


the Board, Victoria Embankment, E.C.4. ‘Price 5s. 


other condition, most frequently measles, was afterwards 
found to be the true one. On the research and patho- 
logical service side of the Board’s activities it is reported 
that the amount of diphtheria antitoxin supplied to the 
Board’s hospitals in the year was 270 million units, 
Research work is being carried out with the object of ascer- 
taining the nature of the causal agent in measles. Another 
investigation is proceeding upon diphtheria carriers. Nasal 
douching with a mildly alkaline solution, together with 
vaccine therapy, has been found the best means of 
shortening the carrier state. 


The Small-poe Outbreak. 

Reference is made to the outbreak of small-pox which 
occurred in London during the early part of the present 
year. Between January 17th and June 23rd 172 small- 
pox cases were admitted, of which, by the latter date, i01 
had been discharged, 66 remained under treatment, and 
5 under observation. Two of the patients died, the 
primary causes of death being Bright’s disease and cancer 
respectively. The small-pox was of the mild or sub-toxic 
type which has been very prevalent in the provinces for 
nearly ten years, and which may be said to have begun 
soon after the conclusion of the war when international 
communications were resumed. Experience in London cf 
the sub-toxic type of the disease down to the end of 1927 
was favourable in comparison with the experience in the 
provinces. The mild form of the disease had appeared 
on very few occasions, considering how widespread the 
incidence was in the country. It is considered possible 
that the presence of the toxic type of the infection in 
London from time to time during the lest eight or nine 
years may have assisted the work of the public health 
authorities by the exhibition of the possible consequences 
of an attack of small-pox, thereby maintaining the amen- 
ability of the people to the measure essential for the control 
of the disease. The 172 cases this year came from seventcen 
different boroughs, the greatest number from Wandsworti, 
where many school children were affected, from Marylebone, 
where all the cases came from institutions under the care 
of the guardians, and from Poplar. 


Puerperal Fever. 

The Board is concentrating in two hospitals—the North- 
Western and South-Western—the cases of puerperal fever 
which it is asked to receive. To facilitate the research 
which is being conducted into the method of infection, 
arrangements have been made by the obstetric consultant, 
Mr. James M. Wyatt, F.R.C.S., whereby a practitioner 
who telephones regarding the admission of a case of puer- 
peral fever or puerperal pyrexia to one of the Board’s 
hospitals is asked to swab the throat of the nurse or midwife 
in attendance, and to forward the swab to the director ef 
the Board’s research aad pathological services. Dr. Leonard 
Colebrook gives parviculars of an investigation into cases 
of puerperal fever in the Board’s hospitals. Some of this 
experimentad work was embodied in the essay by Dr. Ronald 
Hare which secured the Katherine Bishop Harman Prize 
given at the recent Annual Meeting of the British Medical 
Association. Dr. Colebrook states that the view generally 
held, that haemolytic streptococci are responsible for the 
greater part of the-serious puerperal infection, is abundantly 
confirmed by this investigation. A quantitative technique 
was employed for blood cultures, and this showed that in 
the most serious cases of puerperal fever the number cf 
streptococci in the circulating blood increased in a more 
or less regular fashion until death. This suggests, in Dr. 
Colebrook’s; view, a fundamental difference between the 
pathology of puerperal fever and that of scarlet fever. 
In seariet fever streptococci are rarely found in the blood, 


and this fact, together with the usual occurrence of a_ 


characteristic group of toxic symptoms, points to the prob- 
able operation of a specific égo-toxin. In puerperal fever, 
on the other hand, the frequent invasion of the blood 
stream by streptococci, and the absence usually of a special 
group of toxic symptoms, suggest that the specific ego-toxin 
plays only a small part, and that proliferation of strepto- 
cocci in the local lesion and the vascular system is an 
important and dangerous feature. Therefore the aim of 


treatment in. puerperal fever should be primarily anti- 


n 
cl 
d 


4 
1 
| | ‘ 
| 
| 
is 
ti 
Q 
bi 
| ti 
| 
w 
r} 
of 
as 
| W 
th 
: In 
of 
| Bc 
un 
Th 
Co 
mi 
she 
| res 
| one 
| Col 
pla 
rel: 
| log 
| | val 
| Tal 
1 but 
eve 
slig 
tion 
and 
tior 
lish 
| of s 
sho1 
| — out 


AUG. 11, 1928] 


SCOTLAND. 


27 1 


bacterial (that is, to kill off the streptococci in the patient’s 
blood and tissues) rather than primarily antitoxic, as in 
diphtheria and scarlet fever. : 


Other Work of the Board. 

The Board has four mental hospitals, one training colony 
for improvable imbeciles and others, and one colony for sane 
epileptics. The number of patients admitted to these insti- 
tutions during 1927 was 1,624, of whom 315 were received 
under the Lunacy Acts (more than half of these were cases 
of senile dementia), 81 were feeble-minded, 325 were 
admitted under the Mental Deficiency Acts, 285 were sane 
epileptics, and 618 were uncertified aged poor patients. In 
the institutions for pulmonary tuberculosis, 4,362 patients 
were admitted, 3,954 discharged, and 486 died. In com- 
parison with previous years fewer cases are being treated, 
and the average duration of stay is longer, but there is no 
improvement in the quality of the cases coming under 
treatment. The view is set forth in the report that the 
turning point has been reached in the effort to provide 
sufficient residential accommodation for cases of pulmonary 
tuberculosis. Dr. James Watt, chief medical officer of the 
medical tuberculosis service, declares that tuberculosis is 
well on its way to becoming an extinct disease in this 
country, but he points out the great need for protecting 
children from infection. He says that as it is difficult to 
diagnose the early stages of tuberculosis in children, the 
orly safe course is to provide adequate treatment for every 
ailing child where tuberculosis is suspected, and that there 
is need for more co-ordinated action between the adminis- 
trative authorities for education and for tuberculosis. At 
Queen Mary’s Hospital, Carshalton, 350 additional beds are 
being provided for children suffering from rheumatic infec- 
tions. Dr. Gray Hill contributes some observations on 
200 cases of rheumatism in children there. One of his 
points is that the special association of unhealthy tonsils 
with rheumatism has not been proved; he also states that 
rheumatic nodules are uncommon among rheumatic children 
of the London area; organic heart disease was present in 
more than half of these 200 cases. 

Many other points of interest emerge from this report, 
as, for example, the establishment of a clinic at the North- 
Western Hospital for the treatment by radium of cancer of 
the uterus in patients received from boards of guardians. 
In addition to the tabulated information, a large number 
of contributions by members of the medical staff of the 
Board, dealing with specific lines of investigation, or with 
unusual cases, greatly enhance the value of the report. 


Scotland. 


Edinburgh College of Physicians Laboratory. 
Tar annual report for 1927 of the Laboratory of the Royal 
College of Physicians of Edinburgh has recently been sub- 
mitted by the curator, Sir Robert Philip. The report 
shows the large amount of work done, both in research 
and in reporting. Twenty-four workers were engaged in 
research during the year; nine were Fellows of the College, 
one a Member of the College, six were Fellows of the Royal 
College of Surgeons, and the remaining eight were granted 
places in the laboratory by the committee; their researches 
related to pathological, bacteriological, chemical, and physio- 
logical problems. The investigation into the therapeutic 
value of taurine in the treatmént of tuberculosis, which 
Takeoka believed to be considerable, has been continued, 
but the result of the experiments has shown that taurine, 
even when given in large doses, can have only a relatively 
slight influence. A series of experimental observations was 
also conducted with a view to assisting in the standardiza- 
tion of tuberculin. Further progress has been made in 
work on the mathematical theory of contagious epidemics, 
and the results have been published. A statistical examina- 
tion of antirabic treatment in India has also been pub- 
lished ; this work was undertaken as a study of the system 
of statistical representation which the League of Nations will 
shortly apply to the statistics of antirabic institutes through- 
out the world. The importance of the alkaloid harmine, 
to the chemistry of which much study has been devoted at 


the laboratory, is, the report states, increasingly recognized 
while work on the synthesis of benzcarbolines in general 
has assumed greater importance. The Chemotherapy Com- 
mittee of the Medical Research Council has asked that 
further syntheses be carried out; samples of certain pre- 
parations have already been submitted to the committce 
in order that their physiological and, in particular, their 
antimalarial properties may be tested. Other researches, 
covering a wide field, have been undertaken, and a con- 
siderable amount of work had been done in the laboratory 
as an aid to Fellows ix vhe prosecution of research on 
clinical lines by preparing sectiens of morbid anatomy, 
microphotography, ete. The amount of medical reporting 
work, which in the case of Fellows of the College of 
Physicians or the College of Surgeons is done gratuitously, 
has increased greatly. It appears that a very large amount 
of this type of work was done for Fellows on the staff of 
various hospitals for the benefit of their patients. The 
committee has therefore considered the desirability of 
obtaining repayment from the hospitals for work done in 
this way, and a tentative appeal has been sent out to the 
managements concerned, showing the amount of expense 
incurred by the laboratory in work hitherto gratuitously 
done for each hospital. 


Evolution of Medical Practice in Scotland. 

The seventieth annual meeting of the Forfarshire 
Medical Association was held at Arbroath on June 20th; 
Professor J, A. Kynoch was elected president for the 
session 1928-29. Dr. T. F. Dewar, C.B., the retiring 
president, in an address entitled ‘‘ Crumbs of medical 
biography,’’ remarked that during the forty-two years. 
since his graduation he had played a number of medical 
roles; he had been for about a decade in private practice, 
he had held public health appointments in counties and 
burghs, he had been a civil servant in an administrative 
department, and had also taken part in two campaigns, 
as a private in one and as A.D.M.S. in the other. He 
was therefore able to view the medical profession from 
many diverse angles and to appreciate the points of view 
of various sections of medical workers. Dr. Dewar indi- 
cated the difficulties of the country practitioner, often 
launched upon an independent course immediately he had 
finished his academic training, with no intermediate period 
in which to acquire experience with friendly help at hand. 
He mentioned the methods of medical teaching in tho 
eighties, and especially the change that had come over the 
teaching of public health; drains and the paraphernalia of 
the plumber generally had passed into the background, 
and the purview as applied to general illness, whether 
infectious or not, had been largely extended. He com- 
mented on the old system whereby the doctor dispensed 
his own medicines, even when excellent druggists were 
available, and contrasted the trim work of the latter with 
that of tired, cold, and hungry doctors on their return 
from a long round. He referred to the need of more train- 
ing in minor maladies and vague derangements, and 
touched on the disappointment felt by the young practi- 
tioner on finding that he had for the most part to deal 
with conditions very different from those that had been 
described in lectures or demonstrated in the wards. 
Referring to the subject of the State medical service, he 
expressed the confident opinion that a man’s diligence 
depended upon his character and his early training—in 
short, his ideals—and did not vary much whatever the 
mode of his remuneration, 


Ediaburgh Dental College. 

At the recent summer meeting and prize-giving of the 
Edinburgh Dental Hospital and School the prizes were 
presented by Dr. Robert A. Fleming, President of the 
Royal College of Physicians of Edinburgh. Addressing the 
students, Dr. Fleming said that the dental protession 
held a high position at the present day compared with that 
of many years ago. Dentistry was closely linked with 
medicine and surgery in the treatment of many diseases, 
such as rheumatoid arthritis, dyspepsia, malnutrition, and 
septic poisoning. School children required much attention, 
and at the present day they received this to a consider- 


able extent, but there were still very many persons in the 
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labouring classes who did not pay enough attention to the 
hygiene of the mouth; further propaganda was most neces- 
sary. The present curriculum and the pre-registration 
examination in particular were very stiff, but it was a 
noteworthy fact that the harder the curriculum was made 
the more it was appreciated, and the more valuable was 
the diploma which the curriculum brought with it. Dr. 
William Guy, dean of the school, mentioned that this 
institution, like all the dental schools in these islands, 
and, he believed, also the medical schools, had shown 
a considerable falling off in the number of students 
entering. The reasons in his opinion were in the first 
place the establishment of the pre-registration examination 
in chemistry and physics. This operated as a deterrent 
because there were few schools in which these subjects were 
taught up to the standard which would enable a boy or 
girl on leaving school to pass the pre-registration examina- 
tion; parents faced with the necessity of six months or a 
year’s delay, associated with the expense of special coach- 
ing, now inclined to place their sons or daughters into a 
more immediately remunerative occupation than dentistry 
or medicine. Another reason for the decline, he believed, 
was the heavy weight of taxation which now fell upon the 
middle class, from which most of the entrants were drawn. 
Central Midwives Board for Scotland. 7 

At the examination of the Central Midwives Board 
for Scotland, held simultaneously in Edinburgh, Glasgow, 
Dundee, and Aberdeen, just concluded, 76 candidates passed 
out of 86 who presented themselves. Of the successful 
candidates 26 were trained in the Royal Maternity Hospital, 
Edinburgh; 24 at the Royal Maternity Hospital, Glasgow; 
3 at the Maternity Hospital, Aberdeen; 3 at the Maternity 
Department, Royal Infirmary, Dundee; 5 at the Elsie Inglis 
Memorial Hospital; 1 at the Deaconess Hospital, Kdin- 
burgh; 1 at Stobhill General Hospital; 5 at Bellshill 
Maternity Hospital; 3 at the Western District Hospital; 
1 at the Eastern District Hospital, Glasgow; 3 at the 
Barshaw Hospital, and the remainder at various recognized 
institutions, 


England and Wales. 
Mental Disease Research in Birmingham. 

Tue annual report of the Laboratory of the Joint Board 
of Research for Mental Diseases of the City and University 
of Birmingham contains among many items of interest a 
valuable account of the investigation of the bacteriological 
and histological condition of the post-nasal sinuses. Much 
time has been spent in elaborating a satisfactory technique 
for the collection, transmission, and culture of organisms 
from the post-nasal sinuses. Over 500 specimens were 
examined, a number of which showed pure uncontaminated 
cultures of important streptococci and of diphtheroids, and 
various organisms such as B. proteus and B. pyocyancus. 
About half the number of sphenoidal sinuses examined 
after death showed evidence of active or previous inflam- 
matory change. One case clearly showed the passage of 
organisms from the sinus membrane into bone, dura 
mater, and pituitary. The hypothalamic region is con- 
sidered to be a likely site of bacterial and toxic invasion 
of the brain through the pituitary stalk, the latter struc- 
ture having been shown to be invaded by organisms in one 
of the cases. Changes in the mucosae of the stomach were 
very commonly found in cases of mental disorder, and one 
specimen showed, by means of the special stain for Gram- 
negative organisms, that the whole of the mucosa was 
undermined with bacteria. A case of diplococeal infection 
of the sphenoidal sinus with associated haemorrhages in 
the stomach is described by the director, Dr. F. A. 
Pickworth. In this connexion it will be recalled that an 
article entitled ‘‘ Observations on nasal and oral focal 
sepsis in the etiology of gastro-intestinal and pulmonary 
infective diseases,’” by Drs. Watson-Williams and Pickworth, 
appeared in our issue of June 2nd (p. 931). 

‘In the annual report of the City of Birmingham Asylums 
Committee Dr. T. C. Graves, chief medical officer of the 
City Mental Hospital, describes the steps which have been 


taken to investigate the occurrence of diseased conditions 
of the upper air passages in patients suffering from mental 
disorder. These were found to be associated with all types 
of mental disease. In 50 per cent. of the cases admitted 
during 1927 septic conditions were found in the upper air 
passages, ears, nose, and throat. In 25 per cent. of the 
patients so admitted the conditions found were such that 
an investigation of the air sinuses was considered neces- 
sary; 180 patients were examined, and in 161 of these 
there was clinical evidence of the infection of one or more 
sinuses. Dr. Graves remarks that in encephalitis lethar- 
gica one of the portals of entrance of the virus is ¢on- 
sidered to be the mucous membrane of the nose and throat, 
and that the question as to the possible direct action of 
nose-mouth sepsis on the brain requires careful considera- 
tion. Dr. Graves discusses also the role of influenza in the 
production of mental disorder. He divides the cases in the 
causation of which influenza has played a part into two 
classes: the immediate class, where the mental disorder 
was immediately related to the influenzal attack, and the 
delayed class, where a period of months elapsed between 
the occurrence of the influenzal attack and the onset of 
acute symptoms of mental disorder. Many of these cases 
required treatment of old locked-up suppuration before 
recovery was effected, and he regards the influenzal infec- 
tion as intensifying the gradual poisoning arising from 
septic disease of the mouth and nose which had previously 
been only slowly progressive. 


Growth of School Clinics in Manchester. 

The report for 1927 of the school medical officer, Dr. 
A. Brown Ritchie, to the Manchester Education Committee 
contains a wealth of detail illustrating the extent to which 
the work of his department has developed. Including re- 
inspections, a total of 182,802 inspections was made in ihe 
course of the year. The number of routine inspections 
made in the “code groups” of children was 32,503, and 
of this number 9,829, or 30.2 per cent., were found to require 
treatment, excluding cases of uncleanliness and dental 
diseases. In his conclusion to the report Dr. Ritchie notes 
that the addition of new schemes of treatment and the 
provision of specially designed clinic buildings have made 
possible a great improvement in the scheme of inspection 
and treatment, but calls attention to the need for the 
further provision of special facilities—for delicate children, 
for crippled children, for those affected by tuberculosis, 
for the partially blind, and for the mentally defec- 
tive. Certain extensions to existing accommodation 
which have already been approved will reduce these 
deficiencies, and it is noted that the programmes 
of the development undertaken by the Education 
Committee in other directions are heavy. Dr. Ritchie 
points out, however, that expenditure on exceptional 
children is a sound investment, producing a very high 
return in the form of increased physical efficiency in, 
children who would otherwise be severely handicapped in 
competition With others. Perhaps the most striking feature 
of the report is a coloured chart illustrating the development 
of clinie treatment in connexion with the school medical 
services in Manchester. In 1915 the total number of 
children treated was about 2,000; in the following vear the 
total had risen to over 5,000, and in 1917 it was not far 
short of 15,000. In the next two years the work doubled 
itself, and in 1920 the number treated was about 45,000. 
Since then there has been a slower but, in-the main, 


‘sustained expansion, and in 1927 over 63,000 children were 


treated at the clinics, an increase of about 5,000 on the 
previous year’s total. Dental treatments were most 
numerous, accounting for about one-third of the total; 
cases of skin diseases treated numbered approximately 
11,000 ; defects of vision dealt with amounted to over 8,000; 
there were roughly 5,000 cases of eye disease, and over 
4,000 cases of ear disease and defective hearing. The 
remainder, numbering about 13,000, were classified as 
‘¢ miscellaneous.’’ It may be noted that since 1920 (after 
which there was a slowing down in the growth of the 
system) the increase in the number of children dealt with 
has been chiefly in the dental and ‘“ miscellaneous ’’ groups. 
The average number of cases of eye disease treated, for 
example, has ‘been substantially lower in the second half 
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of this period than in the first; in 1920 such cases totalled 
nearly 7,000, against 5,000 last year. Cases of defective 
vision increased slightly at the beginning of this period, 
but the number has been fairly constant since then, as has 


‘been the incidence of ear disease and defective hearing. 


The number of skin cases treated last year was less than 
in any previous year since 1920; last year’s total was about 
11,000, while the totals for 1620, 1923, and 1$25 were over 
14,000, and that for 1621 was over 16,000. The dental 
scheme as yet covers only about one-sixth of the city, 


Tuberculosis in Staffordshire. 

While the number of notified cases of tuberculosis on the 
registers of the medical officers of health in the area of 
Staffordshire, Wolverhampton, and Dudley Joint Com- 
mittee for Tuberculosis at the end of 1927 was substantially 
the same as in the previous year, there was a slight decrease 
in the number of pulmonary cases, but an increase in the 
non-pulmonary forms of the disease. The death rate cf 
0.67 per 1,000 of the population from pulmonary tubercu- 
losis was the lowest yet recorded in the area. In his 
annual report for last year the medical officer to the 
committee, Dr. W. D. Carruthers, notes that of the 2,882 
persons who attended for examination for the first time at 
the various dispensaries, more than half were sent by 
medical practitioners; there has been a notable increase in 
the number sent by health visitors, whose efforts to secure 
the examination of contacts have resulted in the detection 
of a number of cases of tuberculosis in the earliest stages. 
Mest of the children sent for examination by school medical 
inspectors and found to be suffering from this disease were 
also in the early stages, but the report shows that adults 
tend to wait until the trouble has developed before seeking 
advice. During 1927 only 29 per cent. of the pulmonary 
cases were in the earliest stage, and Dr. Carruthers 
suggests that the only hope of improvement in this respect 
lies in the slow process of education. Of 622 pulmonary 
cases in all stages of the disease discharged in the course 
of the year, 389 had improved, 86 were quiescent, and in 
157 cases there was no material improvement. 


Correspondence. 


THE GUILLOTINE AND ETHYL CHLORIDE. 

Srr,—In their article on the guillotine and ethyl chloride 
in your issue of July 28th (p. 149) Mr. Sandiford and 
Dr. Clayton advocate such rapid team work for tonsil 
removal that thirty operations can be performed in an hour. 
I have no means of jadging the completeness of the opera- 
tion. Probably the tonsils are thoroughly removed, but, in 
that case, such violent hurry so predisposes to haemorrhage 
and shock that it is nothing short of cruel to send the 
children out of hospital the same day. Moreover, the 
psychological trauma of such efficiency is terrible to imagine. 
Tonsil work can be leisurely, neat, shockless, and practically 
bloodless; so it should be, for the sake of the faith which 
children repose in us.—I am, etc., 

D. A. Crow, M.B., Ch.B.Ed., 


Laryngologist, —< Sussex County Hospital, 


July 3lst. 
righton. 


Srr,—The well-written description of Mr. Sandiford’s and. 
Dr. Clayton’s team work in the removal of tonsils and 
adenoids (British Medical Journal, July 28th, p. 149), 
which varies very little from what is common in many 
clinics in the country, prompts me to prcss the merits 
of nitrous oxide gas anaesthesia in similar circumstances. 
Some years ago, after 2,000 such operations had been done 
with ethyl chloride in the department under Dr. Ritchie 
Rodger’s direction, a death occurred, and it was decided to 
try gas. Since then gas has been used in some 8,000 cases 
With great satisfaction and no worry. The time available 
for the operation is rather less, but is quite adequate for 
an operator who is well accustomed to the work. The 
house-surgeons are taught the same way, it being under- 
stood that if they bungle the first tonsil they do not object 
to my taking the guillotine and completing the operation. 
Even the adult patients on the list are dealt with in the 


same way if there is no history of quinsy or previous 
tonsillectomy, in which case dissection is resorted to almest 
invariably under local anaesthesia. Of course, as in the 
caso of ethyl chloride, team work is absolutely essential.— 
I an, etc., 

R. R. M.B., F.R.C.S.Ed., 


an oy Assistant Surgeon, Ear, Throat, and 
Nose 


August 7th. epartment, Hull Royal Infirmary. 


Sm,—If it is the object of Mr. Sandiford and Dr. Clayton 
in their article on this subject to emphasize the value of 
team work and to extol the virtues of ethyl chloride as an 
anaesthetic, I agree with them. It is their method, how- 
ever, that seems to me to be open to the gravest objection, 
and it is, in fact, no advance on the barbarous practices 
in vogue twenty and more years ago. 

If I understand them rightly their technique, put 
bluntly, is this: The unfortunate child (whom we will 
assume is the twentieth on the list) is put in a waiting 
room with some thirty other victims and a nurse until he 
is taken to the theatre by a blood-bespattered porter (for 
the porter has already carried nineteen struggling and 
bleeding children to the recovery room) and is told to lhe 
down on the operating ‘table. The porter holds his wrists 
—lightly, the authors say—while the anaesthetist, who is 


-probably also somewhat gory, as he has held the heads of 


all the other victims, puts a gag in the child’s mouth and, 
telling him to breathe, clap a bag on his face. The bag is 
the same that has been used for all the other nineteen 


‘children. It has neither been sterilized nor emptied of the 


exhaled breath of the others since the day’s work began. 

After a brief struggle the child is ready for the ‘“ evul- 
sion ”’ of the tonsils and adenoids, which takes only 20 
seconds, and then, struggling, bleeding, and crying (for the 
article says, ‘‘ with a well-timed anaesthetic the patient 
should cry, cough, or struggle on the removal of the gag ’’), 
he is hurried off to the recovery room ‘‘ with the buttocks 
tucked well up into the porter’s left axilla and the head 
resting face downwards in the porter’s right hand at a 
much lower level than the hips.’? There he regains full 
consciousness, and what does he see? Two nurses attempt- 
ing to minister to the wants of nineteen crying and vomit- 
ing children, for ‘‘ most children vomit some time after 
recovery . . . caused by the blood swallowed.”” * 

The authors naively say, ‘The paticnt is allowed to 
take the position of election, some lying down, others 
sitting up.’’ Who is there to dictate otherwise with a 
struggling child arriving every two minutes and only two 
nurses to look after them all? And then, after a few 
hours, the child is allowed to escape from this awful house 
of carnage and to go home and, for nights to come, to see 
the whole scene re-enacted in his dreams. It is no exag- 
geration to say that the shock to the nervous system of a 
young and highly strung child must do untold harm, 

The system that has been in use at the Jenny Lind 
Hospital for Children, Norwich, for some years seems to me 
to avoid most of the worst points of this old and cruel 
technique. I submit that it is a distinct improvement on 
the methods employed at the Queen Mary’s Hospital, 
Stratford, as described by Mr. Sandiford and Dr. Clayton, 
and that it is worthy of their consideration. It has the 
following advantages : 

1. The patients from first to last never see the operating 
theatre nor any of those who assist in it. There is, therefore, 
no chance of them seeing blood-stained hands or gowns, the 
sight of which must add to their anxiety and fear. 

2. The longer anaesthesia obtained by the sequence of ethyl 
chloride and ether enables the child to oe coentestehty returned 
to bed before he regains consciousness. 

3. Bleeding and consequent post-anaesthetic vomiting are 
reduced to a minimum. 

4. The use of a clean and freshly covered mask for each child 
is more hygienic than a rubber bag containing a mixture of 
ethyl chloride and another child’s foul breath. 

5. Twenty cases an hour can be dealt with. 

The success and smooth running of the technique depends 
on the anaesthetist, and it is entirely due to the skill and 
the excellent work of Dr. Branford Morgan, the honorary 
anaesthetist at the Jenny Lind Hospital, that it is possible 
to do twenty cases in an hour with comfort. 
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The children are marshalled in a side ward at least two hours 
before operation, and are allowed to play and make friends with 
each other. Half an hour before operation they are undressed 
and robed in warm flannel gowns kept for the purpose. They 
are given liq. atropin. sulph. mii by the mouth, which avoids 
the frightening ordeal of a hypodermic needle prick, and seems 
to act as well. They are then all taken to a room as far as 
possible removed from the operating theatre, where there will be 
little chance of them hearing what is going on, and are left in 
charge of a nurse. 

The work then begins. Adjoining the operating theatre, but 
separated from it by a tightly fitting door, and entered by a 


‘second door, is an anaesthetic room, in which all anaesthetics 


are administered. 

The anaesthetic used is ethyl chloride followed by open ether 
given on an ordinary mask covered with several layers of gauze. 
As each child is brought in by a nurse—who remains with him 
until he is fully anaesthetized—he is put on a trolley and induc- 
tion is commenced. To make it more pleasant the ethyl chloride 
used contains a small percentage of eau-de-Cologne. Struggling 
is the exception. When the child is fully anaesthetized the 
nurse and anaesthetist take the trolley into the operating 
theatre and lift the child on to the table, which has been 
already prepared and has a sandbag so placed that it lies 
beneath the patient’s shoulders. This is most important, for 
reasons that will presently be seen. The average time taken 
t» secure complete relaxation is 90 to 120 seconds. 

The anaesthetist then stops the administration by removing 
the mask, and, opening the gag that is already in the child’s 
mouth, returns with the nurse to the anaesthetic room, leaving 
the child’s head to be held by the theatre sister, and the 
responsibility for an adequate air entry to the surgeon. It 
will be noted that by this means neither the anaesthetist nor the 
nurse assists at the operation, and so cannot become blood- 
bespattered. 

he tonsils and adenoids are then removed much as described 
by Mr. Sandiford, except that, instead of being ‘‘ evulsed,”’ 
they are separated from their capsule by a combined movement 
of the index finger of the free hand and the blade of the 
guillotine. The method is difficult to describe but easy to carry 
out. The essence of the manceuvre is a scissor action; the 
finger sweeps downwards and the guillotine, by an extension of 
the wrist, upwards. Shock and haemorrhage are thereby greatly 
reduced. After the removal of the first tonsil a sterile swab is 
inserted between the pillars of the fauces, and left there until 
the second tonsil has been dealt with. The child is then 
quickly turned on his side, the swab taken out, and the adenoids 
dealt with, while the head is kept in a dependent position over 
a basin of cold water. The insertion of the swab, together with 
the presenee of the sandbag under the shoulders, effectually 
prevents all blood entering either the gullet or trachea. Post- 
operative vomiting is therefore rare. 

After the bleeding has been arrested by sponging the patient’s 
face with cold water, the gag is loosened by the sister but not 
removed. Two nurses lift him on to a trolley with the gag 
still in his mouth and wheel him to the ward, where he is 
received by a sister and put into a warm bed, in which he is 
pleased to find himself when he regains consciousness some 
minutes later. The staff of the ward varies with the number 
of cases dealt with, but usually it is a sister and two nurses 
to every twelve patients. 

The moment the adenoids are removed the surgeon starts 
washing up for the next case. As soon as the patient leaves 
the table the theatre sister takes the dirty mackintoshes and 
used instruments to the sink, and leaves them there to be 
cleaned and sterilized by one of the theatre nurses on her 
return from the ward. She then washes her hands, and puts 
a fresh basin containing the sterile instruments in a siand at 
the head of the table. By this time the next patient is.ready, 
and all in the theatre are in readiness to receive him. The 
second theatre nurse, on her return from the ward with the 
trolley, re-covers the anaesthetic mask with sterile gauze, and 
hands it to the anaesthetist as he leaves the theatre to start 
the next case. The staff required is: a theatre sister and two 
theatre nurses; a ward sister and a variable number of nurses 
—not less than two for a dozen children; a nurse to be with 
the waiting children; and a nurse to assist the anaesthetist. 


There are two other statements about which I am at 
variance with the authors. They say that the area of 
relative baldness frequently seen on the back of the head of 
a_ child of 6 months is a sign of adenoids, and is the 
result of the anoxaemia produced causing restlessness during 
sleep. This is an assumption not borne out by fact. I think 
most ward sisters, and others used to babies, will agree with 
me that it is the healthy and contented babe who, lying on 
his back most of the day looking to the right or left at all 
that goes on around him, wears his hair off, and not the 
adenoid child. 


Again, they dogmatically state that earache occurring 
after a lapse of twenty-four hours is due to infection. 
Earache a week or ten days after operation is a common 
complaint. It is only noticed immediately after eating; 
it affects both ears, and a careful examination fails to 
reveal either injected drums or impairment of hearing. 
Spraying the site of operation with hydrogen peroxide 
gives immediate relief. Undoubtedly it is a referred pain, 
and not inflammatory.—I am, etc., 

Norwich, July 3ist. N. Srvuarr CARRUTHERS. 


USES OF SUBCUTANEOUS INJECTIONS OF 
OXYGEN. 

Srr,—In your issue of August 4th (p. 195) Dr. T. S. 
Kirk states that if oxygen—say about 150 c.cm.—is injected 
subcutaneously into a rabbit, it is rapidly absorbed. I have 
performed very many injections of different gases into 
various animals, chiefly rabbits, to endeavour to study 
tissue oxygen tensions, and my results have been published 
in numerous papers, mostly in recent numbers of the 
Journal of Physiology. I found that after injection of 
1,000 c.em. of oxygen under the skin of a rabbit some 
gas is still present seven days after the injection. The 
processes following the injection are not simply concerned 
with the absorption of oxygen; the most rapid change is 
the passage of carbon dioxide from the tissues into the 
injected gas until the pressure of carbon dioxide is about 
6 per cent. of an atmosphere. Also, nitrogen diffuses out 
slowly from the tissues until eventually it forms about 
88’ per cent. of the gas present. Oxygen is being absorbed, 
but somewhat slowly, and I am certain that some of the 
original oxygen will be present in the tissues several days 
after the injection of 1,000 ¢c.cm. 

I have also injected 200 c.cm. of oxygen under the skin 
of the back of my own forearm, and also of that of another 
subject, and some of the gas was still present two days 
after the injection. The gas spreads out readily under the 
skin if the limb is moved much, and then the gas is not 
easily detected. I very much doubt Dr. Kirk’s suggestion 
that the improvement in cases of pneumonia, etc., following 
the injection of a few hundred cubic centimetres of oxygen 
under the skin is due to the relief of anoxaemia. An adult 
man uses 250 c.cm. of oxygen a minute, and it seems 
impossible that a few hundred cubic centimetres injected 
under the skin would be sufficient to relieve an anoxaemia 
lasting over twenty-four hours—quite apart from the fact 
that the oxygen is so slowly absorbed when thus injected. 
Some other reason fer the improvement in his patient’s 
condition must be given. 

There is a great deal of research and literature on this 
question of relief of anoxaemia, and Dr. Kirk has made no 
reference to it. Recently Dr. Whitridge Davies proved 
that subcutanous injection of oxygen into animals does 
not relieve experimental anoxaemia.—I am, etc., 

Hampstead, N.W.3, Aug. 4th. J. CaMpBeLy. 


Sir,—I note with great interest that Dr. Kirk finds 
that the incidence of post-operative vomiting and chest 
complication has diminished since oxygen has been given 
to his cases as a routine ending in anaesthesia. 

When house-surgeon I noticed that the patients to whom 
I gave oxygen with their ether had a much smoother time 
both during operation and after leaving the table. So I 
then made it a custom to “ flush them out ”’ further with 
oxygen at the end of each anaesthetic, and after that 
never had any difficulty with them between their leaving 
the table and reaching the ward. Giving it during anaes- 
thesia was a great help, particularly with soldiers. 

I continued this on becoming obstetric officer, feeling 
that it made for smooth sailing and minimized chest 
trouble after, but did not appreciate the diminution in 
vomiting until my ward sister asked, ‘“‘ How is it that 
your cases hardly ever vomit—what do you 
assumed then ihat some of the credit must be due to the 
oxygen, and the rest to the routine pre- and post-operative 
rectal glucose feeding given.—I am, etc., 

Harrogate, Aug. 4th. Morir Keyes. 


wh 
q 
4 
q 
Al 
_ 
| 
— 
. 
] 
} 
I 
a 
t 
d 
I 
i 
el 
Ci 
— ay 
01 
m 
in 
br 
ot 
m 
sp 
: an 
kn 
ho 
act 
pa 
ah 
ha 
by 


AUG. 11, 1928] 


CORRESPONDENCE. 275 


t Mepreas Jounrwan 


DIAGNOSTIC METHODS IN RELATION TO 
CANCER. 

Sir,—TI see it stated in the British Medical Journal for 
July 28th (p. 170), in the sectional proceedings of the 
International Conference on Cancer, that, according to 
Professor E. C. Dodds, in conjunction with Dr. W. Lawson, 
on methods for the diagnosis of cancer by a study of the 
blood, ‘‘ the Shaw-Mackenzie reaction, as well as_ the 
Ringold method, had been investigated, and proved to be 
non-specific.” So far as I am concerned, this is only a 
repetition of statements put forward by others in various 
quarters last year, to which I replied. 

As I have pointed out on various occasions in the 
British Medical Journal and elsewhere the power of the 
serum to increase fat-splitting when added to pancreatic 
extracts and to pancreatic juice itself is decreased in 
cancer compared with the action of normal serym. This 
I described in 1913 at the International Congress of 
Medicine in London, and detailed further in the Journal 
of Physiology in 1915. This reaction, as subsequently 
employed, frequently enabled a positive diagnosis of cancer 
to be made in obscure cases, or the presence of cancer to 
he excluded. It formed the basis, further, of the turbidity 
blood tests which I have described also. In neither case 
have I claimed that the reaction or test is specific. I have 
repeatedly stated that they are not, but of practical utility 
as an aid in diagnosis, as in the non-specific Wassermann 
test. 

In this connexion it seems only right that I should men- 
tion that in February, 1927, Professor Dodds, on his own 
initiative, sent to me at the Ross Institute and Hospital 
a series of bloods, labelled 1, 2, 3, 4, 5, 6, ‘‘ some of them 
said to be from cases of malignant disease, whilst others 
were from non-malignant cases,’’? on which specimens he 
requested my diagnosis, stating that ‘‘ the actual key to 
the results is being held by a third party.”” I was not at 
the institute that day, and being much occupied otherwise 
[ was compelled to write that L could not undertake the 
serial blood examinations; moreover, that the blood 
differentiation in labelled specimens from various sources 
without knowing the nature of the case had already been 
done in numerous tests of blood specimens from hospital 
cases, and my results published. My laboratory assistant, 
Mr. Press, however, proceeded to examine the specimens on 
his own account, and, as ascertained later, the results 
proved correct in five out of the six sertims—-namely, four 
malignant and one non-malignant. The single error 
occurred in a non-malignant case (hydrocele), which gave 
a ‘‘ positive ’’ reaction. 

The serum in this case was noted to be initially cloudy, 
which, as I have pointed out, leads to error in the turbidity 
test. Had the precautions been adopted which I have 
detailed in my papers [ doubt if the error in this case 
would have occurred. As to whether similar precautions 
were pursued in the cases investigated by Professor Dodds 
I do not know. This factor of error gave me great trouble 
in the first instance, and though I know it can be 
eliminated in certain cases, it cannot be eliminated in all 
cases of non-malignant bloods. It is this which has 
appeared to me to bring cancer into the group of diseases 
or conditions associated similarly with defective fat- 
metabolism. 

The importance of a “ positive ”? reaction when present 
in post-operative cases, which I have particularly noted in 
breast cases in patients apparently in good health without 
outward manifestation, is the real concern. It is here not 
merely a question of diagnosis, and the question of 
specificity in such cases can hardly count. 

The obvious indication is treatment to increase the lipo- 
lytic power of the serum or to remove inhibiting factors, 
and in this direction the employment, for example, of 
sodium oleate and other activators of lipase with their 
known effect of increasing the circulating lipase, in the 
hope of reducing or preventing recurrence. The decreased 
action of the serum on lipase in cancerous subjects com- 
pared with the action of normal serum is no longer in 
abeyance or doubt. The conclusions I came to originally 
have been confirmed recently in independent investigation 
by Professor W. C. M. Lewis and R. F. Corran (Liver- 
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pool), for which I am extremely grateful. Though aot 
necessarily diagnostic, this change in the blood from normal 
in cancerous subjects is thus a fact, and its significance 
and bearing on treatment independently shown further by 
them, in similar action by other therapeutic means.— 
1 an, etc., 
J. A. Suaw-Mackenzirz, M.D.Lond. 
London, S.W.15, Aug. Ist. 


GASTRIC SECRETION OF NEUTRAL CHLORIDE. 

Sir,—We are growing rather tired of the various claims 
with. regard to duodenal regurgitation 2nd the gastric 
secretion of neutral chloride. In the latest communication 
on this subject in your issue of July 28th (p. 177) Dr. 
Hansman appears to be labouring under the false im- 
pression that he and his co-workers were the first to state 
that secretion of neutral chloride by the gastric glends 
may play a part in gastric secretory activity. This con- 
ception, like many others, is an old one. 

With regard to Dr. Hansman’s denial of any knowledge 
of our work until its publication, we can only say that a 
full report of our findings was delivéred to the Biochemical 
Seciety in November, 1926, many months before Dr. 
Hansman’s paper appeared, and that we have definite 
proof that ke is aware of this. Since that time the subject 
has been discussed throughout a wide circle in London and 
elsewhere, 

The paper in question is ouly one of several papers 
published’ recently on the subject of duodenal regurgita- 
tion; it was not referred to in our publications in the 
Journal of Physiology for the reason that our papers were 
completed before Dr. Hansman’s publication appeared. 
Further, we are not satified that Dr. Hansman’s arge 
menis are quite sound; in our opinion they are open to 
criticism. It is our intention to- discuss, at a later date, 
Dr. Hansman’s work along with that of other authors in a 
more complete review of the subject; this will appear 
towards the end of this year.—We are, ete., 

H. MacLean, 
W. J. Gnuirriras. 
St. Thomas's Hospital, S.E.1, July 31st. 


SKIN AND SUN. 

Sir,—tThere is one organ of the bedy, occupying two te 
three thousand square inches of space, and weighing 
several pounds, that is directly and intimately associated 
with practically all the great systems, such as the circa- 
latory and excretory, and that has more functions than 
most of the other organs put together; it has, however, 
been neglected for centuries, except by the manicurist, the 
chiropodist, and the dermatologist. However, in these 
days of actino-therapy this delicate and influential organ 
is slowly coming into its rightful place. The clinician is 
awaking to its value in diagnosis and its importance as a 
medium of treatment, but it is the helio-therapeutist who 
is realizing, as never before, the surprising direct and 
indirect effects which the proper contact of sun and air 
with the whole skin can produce in the body generally. 

1 have had experience for three years in giving (real) 
sunlight treatment and taking sun baths, under what, [ 
admit, are ideal conditions so far as altitude, sunshine 
hours, and climate generally are concerned. This expe- 
rience, and my reading on the subject, convince me that we 
are on the verge of great discoveries in this particular. 
I have seen and personally experienced some of these 
effects, such as the increase in basal metabolism, improve- 
ment in weight, rise in blood pressure and temperature, 
change in appearance and texture of the skin itself, toning 
up of muscles, as well as the actual cure of disease. 

I am not a crank or a faddist, and am well aware of the 
danger of overstressing the value of any new method; I 
am also fully alive to the practical difficulties surrounding 
the matter, especially in England, but I ask the following 
questions in the hope that they will receive full considera- 
tion and due support. 


1. Have we not, by our towns, smoke, clothes, houses, windows, 
climate, and civilized conventions, starved our skins of sunlight, 
shut them off from healthy contact with moving air, and by 
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stematic neglect and bad treatment hindered them from 
cteine their important part in the maintenance of normal health? 

2. May it not be that this condition of things ‘is directly 
responsible for many of the diseases from which civilized people 
sulrer? 

3. Is it not possible that here lies the way of escape from the 
ravages of tuberculosis, cancer, and other diseases : 

4. Should not the following axiom of Leonard Hill apply to 
disease of many kinds? “The p rly fed and well sunlit 
person need never fear the cold” (substitute ‘‘ disease ’’). 

5. Knowing, as we do, the great increase brought about in the 
resisting powers of the tissue by the graduated action of sun 
and air on the skin, does not this open a wide field for active 
preventive medicine? 


If these questions do not provoke both criticism and 
approval I shall be disappointed.—I am, etc., 
Lewis E. Herrstet, M.R.C.S. 
_ Florida, Transvaal, June 26th. 


THE CURSE OF NOISE. 

Sim,—Many members will rejoice to observe that at the 
meeting of the British Medical Association at Cardiff the 
Association has, at long last, taken up the question of 
unnecessary noise. Some noises are, however, enforced by 
law; for instance, a man may not beg quietly, he must 
make a noise on some “ musical’? instrument, or must 
‘sing’? if he is to be permitted by the police to ask 
largess of His Majesty’s lieges. Further, Iam told by 
clergy that the law insists upon the ringing of a bell 
before service, and this is taken as an excuse for the 
intolerable nuisance created by the indiscriminate ringing 
of church bells. Again, the law demands that motor cars 
‘‘ must give audible warning ”’ of their approach, although 
it is agreed by the vast majority of experienced and skilled 
drivers that about 99.9 per cent. of the present horn 
blowing is unnecessary. An Act of Parliament therefore 
appears to be necessary before anything can be done to 
stop unnecessary noise, which the Association has pointed 
out is most prejudicial to health, to well-being, and to the 
proper functioning of the brain. I therefore venture to 
suggest that the Council of the Association promote a bill 
in Parliament with the help of the medical members of 
Parliament, not only to repeal past enactments which 
permit or enforce noise, but also to make unnecessary 
noise of all kinds punishable by law. If the Association 
succeeded in this public work it would enhance its own 
prestige and its influence with the public, would set a 
good example to the world, and would win the acclamatio 
of city-dwelling mankind.—I am, etc. ; 


London, S.W.1, Aug. 2nd. Harvey 


Medical Notes in Parliament. 


[From our PARLIAMENTARY CORRESPONDENT. ] 


On August 3rd Parliament was te tg till November 6th, 
when a new session will begin. Before prorogation the Royal 
Assent was given to the Finance Act, Dogs (Amendment) Act, 
Petroleum (Amendment) Act, University of Reading Act, 
Slaughter of Animals (Scotland) Act, Shops (Hours of Closing} 
Act, Rag Flock Act Amendment Act, Merchant Shipping (Line 
Throwing Appliance) Act, and many other statutes.  * the 
pegs Speech proroguing Parliament, which was read by the 

rd Chancellor, reference was made to the passage of the 
National Health Insurance Act, to the steady progress in 
housing, and to the stabilization of pensions. 


Appropriation Bill. 
of Pensions Administration, 
ring the third reading of the Appropriation Bill, on August 3 

the House of Commons Ministry of Pensions 
tion. Mr. F. O, Roserts “ange details of cases which he argued 
should have been accepted by the Ministry as due to war service. 

Dr. Fremantite remarked that the Ministry of Pensions was an 
influence on the health of the nation, but was divorced from the 

eneral health services of the nation, The Ministry must some 

ay come to an end as a separate entity. The House should con- 
sider to what extent the Ministry should be changed. After most 
ae had been stabilized this larrely became a medical ques- 

on, Sooner or later the responsibility for institutions and for 
personnel would be transferred. The natural body to complete 
and wind up the service would be the Ministry of Health, but 
there had been a reluctance to imagine tne fusing of the pensions 
service with the service of the Poor Law guardians. The Govern- 
ment, next session to transfer the whole Poor 
Law system to ger autkorities, and that would give a new 


envisagement of institutional treatment and of the public health, 
There was a prima facie case for believing these large authorities 
would be the bodies fitted to take over or to operate the services 
of the Ministry of Pensions. The Minister of Pensions would have 
to consider the future of his gradually diminishing personnel. 
Eminent medical men had given themselves up to the pensions 
service, and it would be difficult to turn them out and give them 
no future at all. Similarly, it would be bad to see Ministry of 
Pensions institutions contracting and becoming less efficient and 
for the Minister to have to prepare big schemes for their fusion. 
Therefore the Ministry of Pensions shouid envisage the ao 
of gradually co-operating with the Ministry of Health and with the 
counties and county borough councils for a gradual fusion of the 
two services. In so far as pensions were concerned, the Ministry 
of Pensions would naturally retain its liability. The Minister of 
Pensions should consider how he could co-operate with the 
Minister of Health and the civil authorities by taking analogous 
cases from the civil population into his institutions. 

Dr. Drummonp Surets said the Minister of Pensions had that 
week announced a decision to stabilize pensions, but in any event 
pensions could not have been reduced till 1931, probably not 
until 1932, Ever since 1920 reinterpretations of the original 
warrants and new ulations had diminished the privileges of 
ex-service men and had excluded many who were obviously entitled 
to compensation. Any number of cases had gone through his 
hands where men who had undoubtedly suffered seriously in health 
because of the war received no ao. or a miserable pension, 
The pensioner was left to fight for his rights. The Ministry of 
Pensions turned down not only the opinions of panel docto 
many of whom were extremely indignant, but also the opinions 
well-known specialists. He was not sure this was done by the 
medical men at the Ministry of Pensions; medical men were not 
supreme there. The Ministry should give more heed to the 
opinions of conscientious medical men who knew the patients and, 
in many cases, knew them before the war. : 

Mr. MontaGus said Dr. Fremantle’s suggestion of the use of the 
epee | of Pensions to provide an efficient medical service for 
the civil population was a big advance towards the Labour party’s 
view in regard to medicine and the nation. 

Major Tasker said the stabilizing of the disability pension was 
the most vexing problem with which the medical profession had 
to deal. It was almost impossible even for the most expert 
medical man to determine in many instances whether the dis- 
ability was due to the war or not. Disabilities, if there were a 
doubt, should be attributed to war service. 

Major Tryon said the Ministry had now given final awards to 
over ,000 men, but in certain cases of disablement final awards 
were not given in the interests of the men. The problem of 
artificial limbs for ex-service men had been satisfactorily settled. 
The Stute was gooey 8 £3,000,000 a year on ex-service mental 
cases. He gee ‘with Dr. Fremantle’s praise of the staff of the 
Ministry. The country did not realize the wonderful work done 
for the sick and disabled by the medical staff of the Ministry. 
Medical science had been advanced by them. Major Tryon was 
glad to say that in a hospital which had hitherto done much 
work for ex-service men the great experience gained about the 
loss of limbs had been used to help railwaymen who in civil life 
lost their limbs. In that way the Ministry hoped to carry on 
the medical experience gained so that it might be of assistance 
in civil life to other sufferers. The proposal to throw on the 
Ministry the onus of proof that disability was not due to the war 
was & ‘Pagers proposal from the point of view of the ex-service 
men, and would provoke a reaction against the present rates of 

ension. 

. Mr. Broap said that where a panel doctor had been given charge 
of a man for his war disability he should have as much res 
and recognition from the Ministry as its own doctors had. It was 
an insult to the panel doctors that their word was not taken when 
the responsibility was thrown on them. 

The Appropriation Bill was read a third time, and the proroga- 
tion of Parliament followed. 


é 
Ministry of Health Vote. 


In the House of Commons, on August Ist, debate arose on the 
Estimates for the Ministry of Health. Mr. Lanssury protested 
that the Minister of Health had reduced the grants for milk to 
nursing mothers. In Poplar this grant had been cut down from 
£6,033 to £3,233. These grants had halved the death rate among 
babies in that district and had considerably reduced the deaths 
among mothers. Discussion followed on the treatment of casuals, 

Dr. FreMANTLE said there was a — support of the Ministry 
of Health and cordial approval of its record. The report from 
the Departmental Committee on Vaccination had been presented, 
and it would be wrong to let the session close without emphasizing 
the importance of that report. That Committee had _ been 
appointed because a state of affairs was coming about which the 
medical profession pointed out as a great danger. The number of 
unvaccinated people was large and was increasing each year 
proportion to the population. Among the school population. less 
than half were now vaccinated, and the number. who sought re 
vaccination, and were therefore protected in later years, was §' 
smaller. Vaccination was a smal ay to pay for protection from 
an alarming disease which might be a scourge to this country 8 


it had been in the past. Other countries were infinitely keene? 
in seeing that no contamination from small-pox reached theif 
shores, and the fact that there was small-pox in this country 
was a constant menace to our relations with other countries. 

report raised the problem of the occurrence in the period after 
vaccination of certain unfortunate cases of nervous disorder which 
some had stated to be possibly due to the operation of vaccination. 
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The report dealt thoroughly with these cases and showed they 
were a small number compared with the total number of vaccina- 
tions. The number of cases investigated by the Committee was 
62, of which a considerable number were fatal. Among 314,000 
rimary vaccinations in one year, 62 was a small number. The 
eaths from vaccinia over a period of fifteen years had only been 
0.001 per 100 vaccinations. The Committee could trace no cases of 
this kind in the year 1924, though the records of the results 
of vaccination were complete. The Committee found some of these 
cases in 1922 and 1923, and it found a close association between 
these cases and the epidemics of gr yee lethargica and 

liomyelitis. The Committee came to the conclusion that just 
as children suffering from scarlet fever, measles, and: other 
ordinary complaints were more susceptible to poliomyelitis, so 
those who had been vaccinated were more liable to be attacked 
by these two diseases in a time of epidemic. The Committee 
hoped that further research would find out exactly what caused 
this complication, and the House might hope that the country 
would not see again symptoms which were accidental both geo- 
graphically and in years. The Committee further suggested that 
vaccination should be by a puncture instead of by scarifying, 
that one puncture might suffice, and that a milder vaccine might 
be used. When the House discussed the future of vaccination it 
must recognize that small-pox was considered apart from other 
diseases and apart from the rest of public health. Why should 
the measures dealing with small-pox be in the hands of the 
—- while all other public health measures were in the 

ands of the public health authority? Medical officers of health 
had often suggested that the administration should be transferred 
to the sanitary authority or to the county councils. In the pro- 
posed reorganization of local government next session and the 
abolition of the guardians, these powers of vaccination and the 
responsibility for vaccination would go.to the authorities of the 
counties and of the county boroughs. They looked forward hope- 
fully to seeing the protection of the community from small-pox 
by a larger authority with officers of a wider experience to 
administer the law. Turning to the Ministry of Health Estimates 
as a whole, Dr. Fremantle said they amounted to £20,000,000, of 
which over half was due for housing.. Less than £10,000,000. was 
provided for the treatment or prevention of disease, though the 
prevention of disease had resulted in an enormous improvement 

m the health and efficiency of the people. .When a clear case was 
made out for extra expenditure by the Ministry of Health the 
money should be granted. In reference to Mr. Lansbury’s com- 
plaint about the reduction in the grants for milk Dr. Fremantle 
said that in certain definite areas the milk had come to be 
taken by ordinary healthy people to relieve them of an item 
in. their domestic budget. hey must focus attention on the 
provision of houses for the very poor and on the clearing of slums. 

Mr. Harris said the money spent on health insurance had 
resulted in wonderful improvement in the health of the country. 
The work on maternity and child welfare was not less important. 
In Bethnal Green, the poorest and most overcrowded borough in 
London, the infantile mortality had been reduced to 57.7 per 000, 
from 129 per 1,000 in 1918. That reflected great credit on the 
medical officer and his loyal servants. The expenditure on milk 
had been well justified in Bethnal Green and was not on an 
extravagant scale. He regretted that Mr, Chamberlain now said 
that milk should not _be given to mothers who were in receipt 
of Poor Law relief. The declining infantile mortality in Bethnal 
Green was largely due to the free distribution of milk. 

Capiain Bourye said the total cost of sanatorium treatment for 
tuberculosis in this couniry was between £4,000,000 and £5,000,000 
per annum, yet the Minister of Health had admitted that his 
department had_no statistics showing how many people who passed 
through sanatorium treatment were cured. In Oxford recently an 
effort had been made to deal with some tuberculous cases by 
tuberculin treatment. The Ministry should see whether it could 

combined with other Acer scoen: to help the 300,000 people 
who were suffering from tuberculosis yet could not obtain 
Sanatorium treatment. 

Mr. Briant condemned the housing and sanitary conditions pro- 
vided for pickers in the hop fields. The regulation for the separa- 
tion of the sexes by screening was almost invariably neglected, 
and the absence of proper lairine accommodation was described 
as discreditable. So long as this matter was placed entirely within 
the power of the local authorities nothing would be done, however 
strong the medical officers might be. 

Mr. Suepuerp, speaking on the treatment of casuals, said half 
the men on the road were suffering from disease caused by under- 
nourishment. Men detained in casual wards should get the same 
meals as ordinary inmates of the workhouses. 

Mr. Joun said the action of the Minister of Health in 
reorganizing the Welsh Board of Health had given the impression 
im Wales that the Board had been deprived of its former status. 
Instead of the Board three officers in Cardiff were carrying out 
the work as civil servants under the direct control of Whitehall, 
with no provision for a duly appointed chairman. Mr. Lioyp 
Grorce supported the protest. 

Replying to the debate, Mr. Cuampertarn said the Welsh Board 
of Health had never been an executive body. On the average it 

only met three times a year during the last nine years, He 
regretted that it was necessary to reduce the grant for milk. In 
some areas the expenditure on it had been £20 per 1,000 of the 
Population. Other authorities gave none at all. The Ministry had 
not forbidden oy local authority to give as much milk as it 


ose; it had_to limit the amount of the Exechequer grant, bub 


fe did not admit this economy would undo what had been done 
Wit the preservation of infant life. The Ministry of Health had 
ov power with regard to hop-picking. What was needed was 
€ education of public opinion. He had done what he could to 
duce local authorities to adopt model by-laws. In answer to 


Captain Bourne, Mr. Chamberlain said the Ministry had not 
figures from sanatoriums all over the country to show what 
happened to people after they were discharged, but the Brompton 
oe me Sanatorium had supplied particulars of between 3,000 and 
+ patients who had been discharged. These showed that, of 
the moderately advanced cases, after five years 67 per. cent. of 
the males and 67: per cent. of the females were alive and 
apparently in good health. After ten years 38 per cent. of the 
males and nearly 50 per cent. of the females. were alive and in 
good health. This indicated that money spent on sanatoriums was 
well spent. It prolonged the lives of many people, saved those of 
many others, and diminished the infection among the healthy. 


The House then carried the vote for the Ministry of Health by 


255 to 132. 


Scottish Board of Health. 

On July 31st the House of Commons considered in Committee of 
Supply a vote for the salaries and expenses of the Scottish Board 
of Health. Mr, W. Apamson said that he wished to discuss 
the critical condition and physical deterioration of the people in 
certain areas of Scotland, due to the inadequate provision made 
for them by the Scottish Board of Health. The main cause of 
this distress was unemployment, which was even worse in Scotland 
than in England. Dr. Drummonp Suiets wished to know what 
was the ition with regard to the vacancy in the medical 
membership of the Board. It had been known for a long while in 
advance that Sir Leslie Mackenzie was going to resign. Could 
the Secretary for Health intimate who his successor would be? 
He sincerely hoped that when the appointment was made it would 
be found that a member of the present staff had been promoted 
to the position. The questions of milk supply and tuberculosis 
were dealt with in the report. Cadena a very great improve- 
ment had taken place in the milk supply. There had been a 
gratitying increase in the quantity of licensed graded milk, but 
it still amounted. to little more than 1 per cent. of the whole milk 
supply in Scotland. The nomenclature of the grades was very 
misleading. There was no doubt that Grade A, which was only 
the third of the qualities, was considered by many people to be 
the first quality, while the tuberculin-tested milk had not got the 
position in the public mind which it ought to have, because of the 
confusion of Grade A milk with that of the highest quality. Was 
the position satisfactory with regard to pasteurized milk? If 
pasteurization was carried out effectively this milk was safe, hut 
there was a great liability for pasteurization to be done ineffec- 
tively and so to become a danger rather than a help by mis- 
leading people as to its goodness. The report did not deal with 
that point. The report stated that last year 2,240 animals, mostly 
cows, were condemned as tuberculous, compared with 1,852 in 1926. 
The Board. of Health considered that the increased number was 
a sign of increased. efficiency in the inspectorate, and if that was 
so he was glad. It also showed that there was still a substantial 
amount of tuberculosis among the cattle of Scotland, and in view of 
the danger to young children it was well that effective steps were 
being taken to deal with the matter, The Empire Marketing 
Board was now publishing placards inviting people to use more 
milk, but he would hesitate to recommend anyone with youn 
children to use ordinary milk unless he was satisfied that tha 
percentage had been reduced almost to vanishing point. 

The report contained a chapter on venereal disease. It was very 
cautiously written, but it showed that the technical heads of the 
department were not at all satisfied with the position. Some 
£60,000 or £70,000 was being spent in Scotland alone on this 
matter, and something like £600,000 throughout the kingdom. 
Yet, in Scotland, the proportion of defaulters was 51 per cent. 
That showed an appalling waste of public money. The local 
authorities in Scotland were of opinion that the present arrange- 
ments were not satisfactory or efficient. The question -of the 
co-operation between hospitals was being very carefully con- 
sidered by many bodies in England and Scotland. The old volun- 
tary hospital managers were very much concerned with the present 
position, and the question of co-operation between tho voluntary 
and municipal hospitals was bound to arise in connexion with the 
various Government schemes. In Aberdeen there was an arrange- 
ment that seemed to be very desirable. The parish councils there 
had handed the hospitals over to the public health committee 
of the town council, and the whole of the public health accom- 
modation there was being administered. by one authority. In 
Glasgow also there was a similar working arrangement. Many 
of the Poor Law hospitals in Scotland were not well oy oe or 
adequately staffed, and the association with the municipal depart- 
ments and with the staffs of the various. voluntary hospitals was 
bound to increase their efficiency. The report of the Mackenzie 
Committee stated that there was a shortage of 3,600 beds in 
Scotland two years ago, and the position was not any better 
to-day. Did the Minister consider that final arrangements had 
now been made, or were likely to be made, to provide a proper 
number of beds? The Scottish Committee of the British Hospitals 
Association had set up five local committees for co-ordinating the 
various hospital activities, and there was also a liaison committee 
between that body and the department. There was a danger 
of magnifying to a great extent the voluntary principle and of 
saying that ib must be preserved at all costs. The first con- 
sideration must be the efficiency of the hospital services and the 
supply of an adequate number of beds. While they acknow- 
leaped the good work which the voluntary hospitals had done, 
they regarded the voluntary agent as being the pioncer. When 
the necessity for the work was evident it should be done by the 
public authority, so that the necessary medical attention was 
given to all classes of the community. 

What had happened to the report of the Departmental Com- 
mittee on Maternal Mortality, and how many of its recom- 
mendations had been put into operation? There was no doubt 
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MEDICAL NOTES IN PARLIAMENT. 
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that this subject must ultimately be dealt with by municipal 
maternity services, and by ensuring co-operation between doctors 
and midwives, and between the ante-natal services and the other 
public health services. Was the Board of Health urging local 
authorities to put into operation the whole of their powers for 
feeding necessitous school children? With all the poverty and 
misfortune ia Scotlana there was money enough to feed the 
children.. The same considerations applied to the questions of the 
dental treatment of school children, of treatment for adenoids, 
tonsils, and so on. , 

Dr. Ex.iot, replying to the debate, said that the Scottish Board 
of Health was not flinching from drastic legislative action to make 
sure that the milk supplies were as pure as could reasonably be 
managed. In reply to Dr. Shiels’s question as to the medical 
member of the Board of Health, he said that everyone knew that 
Sir Leslie Mackenzie had now retired. It. was right that Parlia- 
ment should take note of that fact, and remember the great 
work that he had done for the health of the people of Scotland— 
(general cheers)—during the many years that he had _ been 
entrusted with the control of their health. The reason that a new 
medical member had not yet been appointed was simply that the 
bill for the reorganization of offices in Scotland had not yet 
received the Royal Assent. As soon as that bill became law the 
Secretary for Scotland would proceed with the utmost expedition 
to make the new appointment. He had nothing further to report 
for the moment in regard to hospitals, but the proposals that had 
been put forward would be considered. He was not able to say 
that the shortage of hospital beds had been remedied, but an 
improvement was being effected almost constantly, with resulting 
increased hospital accommodation for the sick people of Scotland. 
Only a few weeks ago he had inaugurated a new Northern 
Infirmary at Inverness, where considerably increased medical 
facilities had been made available for the - le in the northern 
districts. With regard to the report of the Departmental Com- 
mittee on Maternal Mortality, the Board had done its utmost 
to bring up to date the service in Scotland for pregnant women. 
The Maternity Homes Bill ensured that there was a service avail- 
able for 100 per cent. of the mothers of Scotland, a thing that 
could be said of very few other countries. The Board had not 
succeeded in reducing the very high percentage of deaths from 
puerperal fever, but it was considering other steps to deal with 
the matter, The service had been made available, however, and 
it would do its utmost, by administrative action, to secure 
that further institutional accommodation was made available for 
women undergoing childbirth. 

The vote was agreed to. 


National Health Insurance. 

From the passing of the National Health Insurance Act in 1911 
to December 31st, 1927, £102,018,000 has been paid in sickness 
benefit in England and Wales. 

On August 2nd Mr. Cuampertatn informed Dr. Salter that the 
o— adopted by the Government actuary to determine the 

entral Practitioners Fund was based upon principles which were 
deemed to be permanent, although a report made upon it by an 
independent actuary to a body representing the insurance practi- 
tioners had said that ‘in certain respects the method could not 
at the moment attain its ultimate form. ' 

On August 3rd Mr. Cuamseriarn told Mr. Rhys Davies that he 
had received representations suggesting that every panel doctor 
should be compelled to install a telephone to facilitate calls made 
in eoqeney by health insurance patients. Mr. Chamberlain added 
~_ e had no power to require insurance practitioners to do 


Small-poz. 

Mr. Bromrretp asked Mr. Chamberlain, on August 1st, whether 
he knew that a boy, aged 11 years, of Chipstead Valley Road, 
Coulsdon, was vaccinated by the public vaccinator for Coulsdon 
on June 1lth, 1928, and died on June 26th, and whether Mr. 
Chamberlain would cause an investigation to be made into the 
possible connexion between the vaccination and the inflammation 
of the brain which caused the boy’s death. Mr. CHAMBERLAIN 
said he was aware of the case. The coroner, after inquest and 
—— examination, certified the death to be due to sun- 
stroke. 

Medical officers of the Ministry of Health are inquiring into 
the circumstances associated with the illness of a girl of Wereham 
Norfolk, who fell ill on the eleventh day after vaccination and 
died of sickness at Addenbrooke’s Hospital, Cambridge, 
on July 6th. They are also inquiring into the ; ood of another 
child in the same district who, in a question put by Mr. Groves 
on August 3rd, was alleged to be a victim of ‘sleepy sickness ” 
following vaccination. hen stating this, Mr. CHamBertain added 
that two similar cases had occurred at Wereham, but he had no 
information of any such case at East Wereham. 

On August 3rd Mr. CHamsertarn told Mr. Groves that eleven 
death certificates on which the words vaccination or vaccinia 
appeared had been received for the period January lst to June 
30th, 1928. On six of these certificates some form of nervous 
disease was entered. In ten instances death followed closely after 
vaccination. 

Answering Sir Robert Thomas, on August 3rd, Mr. Cramsertary 
said he had received resolutions representing that Poor Law 
guardians felt apprehension at the increasing tendency among 
the poorer members of the community to obtain exemption from 
vaccination. The desirability of withdrawing the present facilities 
for exemption and of insisting upon the vaccination of infants 
unless there was some special reason for exemption would be 
considered in connexion with the report of the. ttee on 
Vaccination. 


Medical Inspection of Vagrants.—Mr. CHAMBERLAIN, replying .on 


July 3ist to Dr. Vernon Davies, said that if a vagrant who on, 


entering a casual ward expressed the desire to leave at 6.30 the 
next morning was not medically inspected on the evening of his 
arrival he would be examined on the following day and would 
not be allowed to leave until the examination. He had no precise 
information on the question whether vagrants who entered the 
casual ward of an institution which had a résident medical officer 
attached were medically inspected on the evening of their arrival 
or on the following morning. i 
in which Dr. Davies had reason to believe that the examination 
was not carried out on the evening of arrival. There were 482 
casual wards in England and Wales in regular use. Every ward 
was inspected at least once a year and more frequently where 
circumstances required it. 


Trypanosomiasis in the British Army—On July 3lst Sir L. 
WortHInGTon-Evans informed Colonel Heneage that there had 
been one case of sleeping sickness (trypanosomiasis) in the British 
Army between 1923 and 1927. Statistics for the war period were 
not available. The disease was not notifiable in England and 
Wales, and there were therefore no figures to show the incidence 
among the civilian population. 


Maternal Mortality Rates.—On July 30th Mr. CHAMBERLAIN in- 
formed Mr. Scurr that full particulars on births and maternal 
deaths from which maternal mortality rates could be derived, 
together with infantile mortality rates, were published in respect 
of each metropolitan borough in the Registrar-General’s statistical 
review. The Minister added a long statistical table, showing the 
expenditure in each of the last five years by each metropolitan 
borough council on maternity and child welfare services, and the 
Exchequer contribution in each case. 


Stabilization of War Pensions.—Major Tryon, on July 3lst, told 
Colonel Clifton Brown that the Government had decided to 
stabilize war pensions on the cost of living for the standard year 
1919. The present rates would not be reduced, however much the 
cost of living might fall., It was the intention of the Government 
to stabilize the other provisions of the present warrants, and in 

articular those relating to medical treatment, and the existing 
ines of their working, for the cases to which they were applicable. 
He pointed out that those provisions were drawn in 1918 and 1919, 
during the war and demobilization periods, with a particular 
class of case in view—namely, the case for which a special course 
of treatment of a remedial nature was essential in order to 
effect a cure or permanent improvement. Provision might become 
necessary in the future for a different class of case—namely, the 
case which had reached the stage of needing institutional care and 
attention rather than a course of remedial treatment. The former 
class of case would, of course, continue to be provided for on 
existing lines, but other provision would probably have to be made 
for the latter class of case. Dr. Drummonnp Suiets asked if it wag 
not the case that this concession, however desirable, would cost 
nothing unless the cost of living figure fell below 60. Major 
Tryon replied that the difference between the new system and 
the old system was £6,500,000 a year. Mr. F. O. Roserts asked 
the Minister to give a further explanation of what he meant by 
stabilization of treatment. Major Tryon said that he. meant 
stabilization of the treatment allowances now payable. Mr. 
Roserts asked if that would limit the opportunities for further 
application to be made for treatment allowance. Major Tryon: 
No, not in any way. 

Treatment of Neurasthenic War Pensioners.—Major Tryon, in a 
reply on August 2nd to Mr. Hore-Belisha, said medical officers of 
local branches of the Ministry of Pensions were not precluded 
from giving treatment or making treatment aliowances to neur- 
asthenic cases without first referring the matter to headquarters. 
The exception was in cases recommended for in-patient treatment. 
In these reference to headquarters was necessary to assure & 
satisfactory allocation of beds in the special hospitals provided 
for the various types of neurasthenic cases. 


Tuberculosis.—There are no funds at the disposal of the Minist 
of Health from which financial aid could be given to the Effo 
colony for tuberculosis cases, Plymouth, A grant has been given 
to the Preston Hall colony, but that was an_ exception. Mr. 
Chamberlain will arrange for one of the medical inspectors of the 
Ministry of Health to inquire into the increase of tuberculosis 
among young children in Middlesbrough.. He is not aware that 
the woman assistant medical officer of health in Middlesbrough 
has stated that the prevalence of tuberculosis among young 
children in that town is approaching the condition of Vienna 
after the war. 

The Professor of Sanitation and Hygiene, Trinidad.—Mr, Amery, 
answering Commander Bellairs on August 3rd, said the professor 
of sanitation and hygiene at the Imperial College of Tropical 
Agriculture, Trinidad, maintained close touch with the London 
School of Hygiene and: Tropical Medicine. It was proposed that 
a close liaison should be established with the Colonial Medical 
Research Committee and that the duties of the professor should 
be extended in the light of experience gained in recent years. 


Ethyl Petrol.—Asked on August 2nd whether he proposed legit 
lation’ which would prohibit the use of ethyl petrol for cooking 
and cleaning, Mr. CHamsBertarn said the terms of contract between 
the proprietors of the fuel and the retailers were designed t 

revent such use. He accepted the opinion of the Government 

committee on ethyl petrol that the forms of contract in fores 
safeguarded the interests of the public. 

Medical Examination of Employces in Metal Grinding Industries. 
—Sir W. Joyyson-Hicxs, in an answer on August 3rd to Mr. W; 
Thorne, stated that no medical test for employment was im 
by the Metal Grinding Industries. (Silicosis heme. Workmea 
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employed by some firms in these industries had been required 
by their employers to pass a special medical examination; 
some others who failed to had been discharged. Froni 
July lst to December Slst there were seven cases under the 
scheme. 
Western Ophthalmic Hospital—Mr. Cuameervain stated, on 
August 3rd, that he had no funds at his disposal for making 
rants in aid of expenditure on building by voluntary hospitals. 
fie had seen reports that a ‘‘ dangerous structure *’ notice had 
been served in respect of the Western Ophthalmic Hospital, Mary- 
lebone Road, London: 


Notes in Brief. 

The Ministry of Health's proposals to local authorities to cut 
down their grants for the supply of milk and nourishment in 
connexion with maternity and child welfare work will result in a 
reduction in Exchequer grants this year of about £12,000. 

Regulations for the stamping of milk bottles used as measures 
are under consideration. 

Orders have been issued that in future British troops in train- 
ing are not to place within reach of any road or house smoke 
enerators which have a lacrymatory effect. Complaint was made 
in the House of Commons about recent use of such apparatus in 
the Bagshot area. 

The Home Secretary is causing inquiries to be made .into the 
ventilation of beet sugar factories. He has no power to control 
the hours worked by men in these factories. 

Mr. Chamberlain no evidence to show that the inhalation of 
dust from cement works is injurious to health. 

24 1927 the ratio of cases of encephalitis lethargica per 10,000 
troops at home was 2.06, and abroad 0.63; among the civil popula- 
tion in England and Wales in the same year it was 0.41, the 
total cases at home being 19 military and 1,615 civilian. 

Mr. Chamberlain stated, on August Ist, that during the past 
twelve months the Ministry of Health had not taken, nor advised 
any other department to take, any action to prevent the nuisance 
caused by noisy traffic. 


Gnibersities and Colleges. 


UNIVERSITY OF OXFORD. 


At a congregation held on August 4th the following medical 
degrees were conferred : 


B.M.—T. L. Davies, A. J. Leslie-Spinks. 


UNIVERSITY OF LONDON. 


following have been recognized as teachers of the University 
in the subjects and at the institutions indicated: 


St. BARTHOLOMEW’s Hospital MEpDIcAL COLLEGE.—Mr. Geoffrey L. 
Keynes (surgery), Dr. A. C. Roxburgh (dermatology), Mr. Wilfred 
Shaw (obstetrics and gynaecology). 

Sr. THomas’s HospirraL MEpIcAL ScHcoL.—Mr. John Lowndes 
(chemistry). 

Lonpon HospiTAL MEDICAL CoLLEGE.—Pr. W. Russell Brain (medicine). 

CHARING CROSS HospiTaL MEDICAL SecHoou.—Dr. J. B. Banister 
(obstetrics and gynaecology). 

Loxnpon ScHoor OF MEDICINE FOR WOMEN.—Dr. Gertrude Dearnley 
(gynaecology), Dr. Hazel H. C. Gregory (diseases of children), 
Mrs. Barbara Sprott (anaesthetics). 

UnivERsITY COLLEGE HospiraL MEpDIcAL ScHOOL.—Dr. J. W. McNee 
(medicine), Dr. Wilfred J. Pearson (diseases of children), Mr. 
Bertram Samuel (orthodontics), Mr. Julian Taylor (surgery), Dr. 
A. F. Tredgold (psychological medicine). 

Krne’s CoLLEGE HosPiraL MEDICAL ScHoou.—Mr. Harold C. Edwards 
and Mr. J. B. Hunter (surgery), Dr. Wilfrid P. H. Sheldon (diseases 
of children). 

Sr. MEDICAL ScHooL.—Mr. R. M. Handfield-Jones 
surgery). 

Lonpon ScHOOL OF HYGIENE AND TROPICAL MEDICINE.—Mr. V. B. 
Wigglesworth (medical entomology). 


It was reported that Dr. H. G. Reeves had, as a matter of 
urgency, been appointed a member of the Board of Examiners in 
Physiology at the second exarhination for medical degree, in place 
of Professor H. Hartridge, who was unable to act owing to illness. 

A grant of £20 from the Thomas Smythe Hughes Medical 
Research Fund has been made to Ruth Deanesly, B.A., B.Sc., 
to expend on the buying of animals and histological expenses for 
the purpose of investigations on the experimeutal histology of 
the adrenal cortex. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
AN ordinary Council meeting was held on July 3lst, when the 
President, Sir Berkeley Moynihan, Bt., was in the chair. 


Diplomas and Licences. 

The diploma of Fellowship was granted to Mr. Herbert John 

don, who had now complied with the regulations. 

Diplomas of Membership were granted to 158 candidates. (The 
names, with the exception of Thelma Shepherd, were included in 
the list published in the report of the Comitia of the Royal College 
of Physicians of London printed in our issue of August 4th 
(p. 225), as were also the names of those receiving the diplomas 
in Public Health and in Ophthalmic Medicine and Surgery). 

Diplomas in Tropical Medicine and Hygiene were granted jointly 
With the Royal College of Physicians to the following : 


T. D. Amad, Maud ©. Cairney, K. Cathiravelu, G. L. Chadha, 
8. 5S. Crosse, C. H. Devereux, J. P. M. Donnelly, N. M. Dotivala, 
Alice M. A. Downing, A. W. Duncan, H. A. Gilkes, M. A. EI-H, 


McGregor, C. D. Newman, Annie B. Price, E. L. Robert, A. N. 
Sharma, G. Singh, J. D. S. Thomas, R. F. Tredre, M. K. Tucker, 
K. H. Uttley. Kathleen A. Vernon, P. L. Whig, E. R. Wide. 
Licences in dental surgery were granted to A. M. Bennett and 
H. A. Lewis, who had now complied with the regulations. 


Appointments. 
Mr. T. P. Legg was re-elected a member of the Court of Examiners 
at the expiration of his period of office. 
Mr. A. B. G. Underwood was re-elected a member of the Board 
of Examiners at the expiration of his period of office. 
Mr. N. KE. Kelly was elected a member of the Court of the 


University of Liverpool, in the vacancy occasioned by the death of 
Mr. W. Thelwall Thomas. 


Annual Dinner of Fellows and Members. 
The first annual dinner for kellows and Members, under the 
trust established by Mr. G. Buckston Browne, will take piace on 
Thursday, November Ist, at 7.30 p.m. 


ROYAL COLLEGE OF SURGEONS iN IRELAND. 


THE following candidates have been approved at the examination 
indicated : 


PRIMARY FELLOWSHIP EXAMINATION.—H. T. Fleming, S. V. Fur'ong, 
R. Grainger, T. J. A. McHugh, N. Narasimhan, A. H. Thompson. 
FINAL FELLOWsHIP.—W. G. Lyons, T. J. Millin. 


SCHOOLS OF SURGERY. 
The following prizes have been awarded for 1927-28 :— 


Junior Anatomy: (1) Miss B. M. Dun'evy, (2) M. King; Systematic 
Anatomy: (1) T. Conlon, (2) J. Hampson, Miss A. J. Dunlevy; 
Surfaceand Topographical Anatomy: (1) T. F. Quigley, (2) T. Conlon ; 
Practical Anatomy: (1) T. Conlon, (2) J. Hampson; Stoney Memorial 
Gold Medal: T. Conlon; Physiology: (1) P. D. O’Rourke; Histology: 
(1) E. A. Joyce, (2) R. A. M. Montgomery; Biology: (1) G. P. Pearse, 
(2) P. J. Shields, J. O’Hanrahan; Materia Medica: (1) J. Hampson, 
(2) M. J. O'Callaghan; Forensic Medicine: (1) Miss A. J. Dunievy, 
(2) I. McLachlan ; Medicine: (1) P. Daly; Operative Surgery: Go!d 
Medal, P. Daly; Midwifery: (1) J. E. Lewis. 


CONJOINT BOARD IN IRELAND. 
THE following candidates have been approved at the examination 
indicated: ; 
Frnat. PrRoFEssionau.—T. B. Creamer, Eileen Cussen, M. Dunphy, 
R. A. Forde, J. Gaughan, iW. G. Greene, A. E. Lee, J. L. Maslin, 
8. C. Mattock, F. J. A. Murray, H. Rubinstein. 
D.P.H.—V. E. M. Lee. 


Medical Netus. 


THE Royal College of Physicians of London will be closed 
for the summer. vacation from Monday, August 13th, to 
Saturday, September 15th, both days inclusive. 


THE annual dinner of past and present students of St. 
Mary’s Hospital will be held on Friday, October Sth, at 
7.30 o’clock at the Trocadero Kestaurant, with Dr. E. G. 
Moon in the chair. The honorary secretary is Dr. A. Hope 
Gosse. 

A cOURSE of lectures and demonstrations on clinical 
practice and hospital administration for the diploma in 
public health will be given at the North-Eastern Hospital, 
St. Ann’s Road, Tottenham, N.15, by Dr. F. H. Thomson, 
medical superintendent, on Mondays and Wednesdays at 
4.45 p.m., and alternate Saturdays at 11 a.m., beginning 
Monday, October Ist. The fees for the course, which com- 
plies with the requirements under the revised regulations of 
the General Medical Council, is £4 4s., and for a course under 
the old regulations £3 3s. The fee should be paid in advance 
to the Clerk to the Metropolitan Asylums Board, Victoria 
Embankment, E.C.4. 

THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that a fortnight’s afternoon course at 
the Infants Hospital starts on Monday, August 13th, while 
on August 27th at Queen Mary’s Hospital will begin a two 
weeks’ course in medicine, surgery, and the specialties. ‘The 
mornings will be given tospecial lectures and demonstrations, 
and in the afternoons there will be a choice of operations, or 
of medical, surgical, or special clinics, followed after tea by 
a lecture. Special courses arranged for September comprise 
the following: psychological medicine at Bethlem Royal 
Hospital ; medicine, surgery, and specialties at the West- 
minster Hospital ; diseasesot children at the Queen’s Hospital ; 
electrotherapy at the Royal Free Hospital ; ophthalmology at 
the Royal Eye Hospital; and orthopaedics at the Royal 
National Orthopaedic Hospital. In October weekly clinical 
demonstrations will be resumed, There will also be a speciat 
course at the Wellcome Museum of Medical Science, and a 
series of lectures on gynaecology, children’s diseases, and 
minor surgery. Detailed syllabuses and other information 
may be obtained from the Secretary of the Fellowship, 1, 


Gohar, I. 8. Gupta, N. Gupta, M. Jafar, H. C. Johnson, H. Kaitz, 
Mary Keith-Thompson, J. N. Leitch, K. R. Lundeberg, L. J. 


Wimpole Street, W.1. 
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LETTERS, NOTES, AND ANSWERS. 


Tar Barrise 
Mevicat JounNab - 


ARRANGEMENTS have been. made for the exhibition at post 
offices of lists of the names and addresses of infant welfare 
centres and aute-natal clinics. Postmasters at Crown post 
offices have been instructed to do so and sub-postmasters at 
offices where postal work is performed under contract have 
been requested to co-operate. The Ministry of Health there- 
fore suggests (in Circular 911) the local authorities should 

repare such lists and arrange for their exhibition. Nothing 
the names and addresses of centres and clinics should 
be given in the list, which should be printed on cardboard 
not exceeding foolscap size. 

IN the recent special distribution of the Wells legacies, 
King Edward’s Hospital Fund for London set aside a grant 
of £10.000 towards the building fund of the King George 
Hospital, subject to certain conditions, and the King’s Fund 
has been informed that an appeal will shortly be made for 
public support for the establishment of the hospital. The 
scheme submitted to the King’s Fund contemplates the pro- 
vision of additional hospital accommodation for the parts of 
Essex immediately to the east of London, including the area 
in which this is particularly needed owing to housing develop- 
ment since the war. The King’s Fund proposes to summon 
a conference with a view to facilitating the execution of the 
scheme. 

A COMBINED medical, electrical, and pharmaceutical con- 
gress and exhibition will be held in October in Mexico City, 
under the auspices of the President of the Republic, the 
Mexico Medical Association, National University, Health 
Department, and the Mexican Society of Electro-Radiology. 
Further information may be obtained from the managing 
director of the exhibition, Apartado 982, Mexico, D.F. 

THE late Inspector-General Henry Hadlow, R.N., who died 
in November lasi, aged 92, has bequeathed £10,000 stock to 
Epsom College for the creation of a pension fund for medical 
men and their widows, £8,560 to the Royal Portsmouth 
Hospital, and £100 to the Portsmouth Eye and Ear Hospital. 


THE eighth Congress of the German Pharmacological — 


Society will be held at Hamburg, under the presidency of 
Professor.E. P. Pick of Vienna, from September 12th to 15th. 
September 13th will be devoted to discussions on the work of 
the heart and vessels in honour of William Harvey, when 
papers will be read by Liljestrand of Stockholm, Jarisch of 
Innsbruck, Straub of Géttingen, Anrep of Cambridge, and 
Mansfeld of Pécs. On the 14th papers will be read on modern 
industrial intoxications by Flury of Wiirzburg and Zangger 
of Ziivich, and on the 15th Barger of Edinburgh will read 
&@ paper on ergot bases. Further information can be obtained 
from Professor H: Wieland, Pharmacologisches Institut, 
Heidelberg. 


Letters, Notes, and Anstiuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be olfered to the British Mepican JourgNaL 
alone unless the contrary be stutcd. Correspondents who wish 
notice to be taken of their communications should authenticate 

. them with their names, not necessarily for publication. : 

Authors desiring REVRINTS of tlieir articles published in the 

British Mepicat Journat must communicate with the Financial 
‘Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
‘and the Brrrism Mevicat Journat are MUSEUM 9861, 9862, 9863, 
and (internal exchange. four lines). 

The TELEGRAPHIC ADDRESSES are : 

of the Britis Mevicat Journat, Aitiology Westcent, 
ondon, 
FINANCIAL SECRETARY. AND BUSINESS MANAGER 
(Advertisements, etc.), Articulute Westeent, London. 
MEDICAL SECRETARY, Mediscera Westeent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus 
Dublin; telephone: 62550 Dublin), and of the Scottish Office’ 
7, .Drumsheugh Gardens, Edinburgh (telegrams: Associute, 
Edinburgh; tclephone 24361 Edinburgh). 


QUERIES AND ANSWERS. 


DRESSING FOR Fistuta. 

Dr. A. V. RosskiL (Lianidloes) writes: Has “R. F.,” who 
asked for suggestions for a suitable dressing for a patient with a 
small intestine fistula, tried kaolin? Collosol kaolin, worked 
into a stiff paste with the addition of glycerin and applied to 
the inflamed skin round such a fistula, has, to my knowledge 
acted like a charm. ‘This dressing acts by adsorption of the 
digestive enzymes. 


TAYROID EXTRACT FoR ANEURYSM. 
“M.D.” would be glad to hear of any experience of thyroid gland 
extract in the treatment of thoracic aneurysm—useid with the 
object of lowering blood pressu.e and assisting blood coagulation. 


Corns. 

“J. J. K.” writes in reply to ‘*H. A. A.” (July 14th, p. 85) to 
suggest the following method of relief for corns on the soles of 
the feet. Wear an inner cork sole in the shoes and cut out from 
this a shallow excavation, with shelviug edges immediately 
below the corn. The writer says that he has found this device, 
combined with the application of a saturated solution of salicylic 
acid in collodion, most successful. 


INCOME Tax. 
Falling Income. 

“RR. E. L.’’ states that his ‘‘ income for the year 1928 will certainly 
be less-than the amount estimated on which I paid the tax last 
month.” Cau he claim any refund. 

*,* The inquiry is not eutirely clear. The tax recently paid 
is presumably the second instalment of the tax assessed for the 
year to April 5th, 1928, the correct basis for which in normal 
circumstances would be the amount of the income of the year 
1926—that is, the previous year to the year 1927-28. If the-tax 
has been assessed on that basis and not on any “estimated” 
amount, then no revision of that assessment can be claimed. 


Similarly, as regards the year ending April 5th, 1929, the assess- . 


ment should be made on the amount of the income of 1927, and 
remains unaffected by any increase or decrease in 1928. It 
should be borne in mind that income tax is paid for any _par- 
ticular financial year on an artificial statutory basis, but it is 
paid for that year, and the tax is not strictly a deferred tax on 
the income of the basis year. The above observations do not 
necessarily apply to the first or final years of the taxpayer's 
possession of the partuership share or practice. 


, Depreciation of Car: Private Use. 

* H.C. P.” explains that his car is to some extent used for pleasure, 
and the authorities have claimed to restrict the depreciation 
allowance accordingly. 

*,* The claim cannot be refuted. If, say, 10 per cent. of the 
car’s mileage is for private purposes, then 10 per cent. of the 
whole cost, including depreciation, cannot properly be charzed 
against the professional earnings. We are hardly in a position 
to say whether “it is now the general practice to knock off thia 
depreciation,” but it seems at least to be not uncommon. 


LETTERS, NOTES, ETC. 


FRACTURE OF CERVICAL VERTEBRAE, 

Dr. K. T. RAMCHANDANI (Hyderabad, India) writes: Sir William 
Wheeler’s case of fracture of the cervical vertebra, reported in 
the Journal of March 3lst, p. 553) prompts me to record a similar 
case, in which a necropsy was performed at the Civil Hospital, 
Hyderabad, Sind, on May 19th. A dead body was sent with the 
history that death had occurred in the course of a struggle, iu 
which the man had been forcibly thrown against the ground in 
such a. way that the head was bent forwards, causing hy 
flexion of the neck. No information is available as to wht 
happened to the man before death beyond a verbal statement 
that he had asked for drinking water and that he could not 
move his arms, indicating that he was conscious and had bra-hy- 
_plegia (presumably also paraplegia) after the injury—a feature 
reported also in Sir William Wheeler’s case. On opening up the 
vertebral column “sprain fracture” of the fifth and sixth cervical 
vertebrae, similar to that found in Sir William Wheeler's case, 
was seen, the disc between the two vertebrae having been tora 
open. Some small fragments of bone were detached aud were 
found in the soft structures close to the site of injury, but none 
was pressing upou the cord, which appeared intact. On making 
a transverse section of the cord and displacing it upwards, no 

rojection was felt underneath it indicating any dislocation of 

he vertebrae. This case seems to support the reasonable theory 
of Sir William Wheeler—that the trauma to the cord on such 
occasions is analogous to that produced by overstretching of the 
brachial plexus or of the musculo-spiral nerve, inasmuch as in 
both cases the lesion was situated below the site of emergence of 
the phrenic nerve (third vertebra) and there was no appareut 
compression of the cord, though death ensued in both cases. 
My thanks are due to Major M. J. Holgate, I.M.8., for permissiou 
to publish this note. 


VACANCIES. 

NoriFIcaTions of offices vacant in uiiversities, me lical college: 
and of vacant resident ani other appointments at hospitals, wil 
be found at pages 33, 39, 42, 43, and 44 of our advertisement 
columns, and advertisements a3 to partuerships, assistantships, 


and locumtenencies at pages 47 and 41. 
A short summary of vacant post: notified in the advertisemeas 


columns appears in the Supplement at page{100. 
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Observations 


CHRONIC SPLENOMEGALY IN CHILDHOOD: 
DIAGNOSIS AND TREATMENT.” 
BY 


ROBERT HUTCHISON, M.D., F.R.C.P., 


Physician to the London Hospital, and to the Hospital for 
Sick Children, Great Ormond Street. 


BrroRE proceeding to the differential diagnosis of the 
various splenomegalies of childhood, it is advisable to make 
sure that the abdominal tumour in question really is an 
enlarged spleen. Usually this is easy enough, but sometimes 
one is in doubt, especially as to the possibility that the 
tumour may be an enlarged left kidney or suprarenal. 
Sometimes the ordinary diagnostic criteria—that a large 
spleen does not extend back into the loin, that it has a 
sharp edge with a notch, that it crosses the middle line 
below the umbilicus, that the fingers cannot be passed 
between the tumour and the ribs, that the descending colon 
dees not lie in front of it—all fail, and in that case it is 
important to remember that dullness extending above the 
level of the ninth rib in the mid-axillary line is in favour 
of the tumour being splenic. An g-ray examination, with 
pyelography if necessary, may help in the differentiation. 
I would only .repeat that the difficulty of telling a splenic 
from a renal tumour is sometimes a real one, and that the 
methods of distinguishing them are worth discussion. 

Having settled that the tumour is an enlarged spleen, it 
is necessary, before proceeding farther, to have some sort 
of classification of the different varieties of splenomegaly 
met with in childhood. The only satisfactory classification 
would be an etiological one, but of that our present know- 
ledge does not allow, and I therefore propose, for purposes 
of discussion, to consider the subject under certain broad 
groups. 


1. Tumours (Cysts, New Growths, Absersses, ete.). 
‘These are very rare, and for practical purposes un- 
diagnosable. If diagnosed, the proper treatment, of course, 
would be surgical. 


2. Chronic Infections. 

Of these we have to consider tuberculosis, syphilis, 
Ivmphadenoma, and chronic sepsis. 

In chronic tuberculosis splenomegaly is not likely to be 
the ‘* presenting ”’ sign, although in the acuter forms of 
tuberculosis in young infants enlargement of the spleen is 
very common. Cases are described, however, though I do 
not remember to have seen one myself, in which massive 
caseating tuberculosis leads to considerable splenomegaly. 
The spleen in such cases may be tender, and polycythaemia 
and some degree of cyanosis are said sometimes to be 
present. There will often, of course, be less conspicuous 
tuberculous lesions elsewhere. The proper treatment is 
splenectomy. 

The relation of congenital syphilis to splenomegaly in 
childhood is very important, but I would suggest, for 
purposes of discussion, that its frequency as a factor in 
causing the condition tends to be exaggerated. After all, 
inherited syphilis is a comparatively rare disease, and so we 
may say that, although syphilis certainly very often leads 
to splenomegaly, yet not many cases of splenomegaly are 
due to syphilis. It is in infancy that a syphilitic enlarge- 
ment of the spleen is most likely to be met with, but there 
is reason to believe that in later childhood—say, between 
the ages of 5 and 7—splenomegaly may be the only sign of 
a syphilitic taint, and it appears again about the age of 
puberty in association with syphilitic cirrhosis of the liver. 
In the pre-Wassermann days the tendency was to ascribe 
every splenomegaly of doubtful origin to syphilis, but since 
the introduction of that test I have been impressed by the 
frequency with which it is found to be negative in these 
circumstances. I am aware that in some undoubtedly 
syphilitic cases—in syphilitic cirrhosis, for instance—the 


+ Made in opening a discussion in the Section | of Diseases: of 
oe, i the Annual Meeting of the British Medical Association, 
ardiff, 3 


Wassermann reaction may be negative, and we might well 
discuss what degree of confidence we can place in it as 
a criterion of the presence or absence of a syphilitic taint. 
I would only point’ out that it is, after all, the only 
positive test we have in a case in which unmistakable 
objective signs of the disease are wanting, and if we are 
not to be able to trust it the whole question of the relation 
of syphilis to splenomegalies of obscure origin in childhood 
goes back into the melting-pot. It is all the more impor- 
tant that we should have some trustworthy test for the 
presence of syphilis, inasmuch as it has been suggested by 
Dr. Parkes Weber and others that an inherited taint may 
form a basis on which enlargement of the spleen—though 
not primarily due to syphilis—may develop more easily, 
or in a more exaggerated degree, than it does in a child 
whose heredity is not thus burdened. Although this view 
seems to me rather speculative, it would be of interest~to 
have opinions upon it. 

Where syphilis is believed to be the cause of a spleno- 
megaly, vigorous antisyphilitic treatment must, of course, 
be adopted. In some cases, however, the changes in the 
spleen may have proceeded so far that they are unaffected 
by any form of drug treatment, and in that case splenec- 
tomy may be justifiable. 

Lymphadenoma as a cause of enlargement of the spleen, 
without there being evidence of the disease in the glands, 
must be very rare. For my own part, I have never met 
with an instance of it, though cases have been described 
by others,' and I do not see how it can be diagnosed with 
certainty. If diagnosed, the appropriate treatment would 
be the application of x rays to the tumour. 

Chronic sepsis has been put forward as a cause of spleno- 
megaly, as of most other things. Dr. Gordon Ward,? for 
instance, regards it as of considerable importance, though 
1 think on rather insufficient grounds. That splenomegaly 
may be the presenting sign in cases of very chronic 
infective endocarditis (endocarditis Jenta) is certain, but 
1 doubt if cases of this very chronic type are ever met 
with in childhood; and of ‘ intestinal sepsis ’’ as a cause 
of enlarged spleen we know nothing. 


3. Tropical Splenomegaties. 

Chronic protozoal infections, as in malaria and kala-azar, 
may cause great enlargement of the spleen in children, but 
as the diagnosis and treatment of these diseases is the same 
as in adults we need not discuss them. 


4. Splenomegaly in Metabolic Diseases, 

We have here chiefly to discuss the part played by 
rickets. This has been almost as much disputed as the 
role of syphilis in producing splenomegaly, and, I believe, 
fully as much exaggerated. That severe rickets tends to 
be accompanied by some degree of enlargement of the 
spleen is undeniable, though in some cases the organ is 
not so much enlarged as pushed down by deformity of 
the ribs; but I would suggest, for purposes of discussion, 
that rickets alone is not an important factor in the pro- 
duction of splenomegaly, especially nowadays. The same 
may be said, with even greater truth, of waxy disease, 
which we need rarely think of when the nature of an 
enlarged spleen is under discussion. 


5. Gaucher’s Disease. 

Gaucher’s disease should, I suppose, now be included 
under the metabolic disorders associated with splenomegaly. 
It is rare, though probably not so rare as is believed, and 
is to be diagnosed by its familial, though not hereditary, 
incidence, and, above all, by the demonstration of the 
characteristic endothelioid cells in the product of a splenic 
puncture.’ Opinions as to the value of splenectomy in the 
Gaucher cases are divergent. The operation cannot cer- 
tainly be regarded as a cure, seeing that the disease is one 
which is not confined to the spleen, but affects the whole 
reticulo-endothelial system throughout the body. If the 
splenic tumour is causing local discomfort, however, its 
removal would appear to be justified. 


6. Splenomegaly in Diseases of the Blood. 
We have here to consider the leukaemias, splenic anaemia 
of infancy (anaemia pseudo-leukaemica infantum of von 
Jaksch), acholuric jaundice, purpura, and erythraemia. 
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The leukaemias we may dismiss in a word. In childhood 
they are almost always acute, and therefore not a cause 
of chronic splenomegaly. I have only once seen a case 
of chronic myeloid leukaemia in a child—a boy of 12—and 
for practical purposes leukaemia as the cause of a chronic- 
ally enlarged spleen in childhood need not be considered. 
If suspected, a blood count would at once establish the 
diagnosis. 

The splenic anaemia of infancy is in an altogether 
different category. It used tobe relatively common, and 
when I was giving the Goulstonian Lectures twenty-five 
years ago L had no difficulty in collecting notes of a large 
number of cases, all of which had been under my own 
observation. In recent years, however, it has become rare, 
and I have not seen a typical case now for a long time. 
I do not propose to discuss the nature of this disease, and 
whether it is merely the result of a haemopoietic reaction 
to various debilitating influences in childhood, or whether 
it is—as I at least hold—a disease sui generis. For our 
present purpose it is sufficient to point out that it should 
not be diagnosed after the age of 3, although it is true that 
the enlarged spleen may persist beyond that age, when the 
anaemia has passed off, before gradually disappearing. In 
that case, however, there should be a clear history of the 
disease in the earlier years. The blood picture in the acute 
phase is characteristic. 

In considering the treatment of this form it is to be 

remembered that the disease tends to spontaneous recovery 
in the great majority of cases, given suitable hygienic 
measures. I do not myself consider that splenectomy is 
ever called for in it, as the operation must be highly 
dangerous in the severe forms and is unnecessary in the 
milder. Some successful cases have, however,-been reported 
by Ashby and Southam,‘ but I think it probable that these 
would have recovered without operation. Whether z-ray 
treatment is of any use I am not sure. In the few cases 
in which I have tried it the results have been disappoint- 
ing, but others’ have been more fortunate. At least, it 
cannot do any harm. 
_ I need not say much about the splenomegaly of acholuric 
jaundice; it is now well recognized as a not uncommon 
occurrence, and the diagnosis can be established with 
certainty from the characteristic increased fragility of the 
red cells. There is also no doubt that splenectomy is the 
only effective form of treatment. 

In purpura—even in the chronic forms—splenomegaly 
is not likely to be the presenting sign, and I only mention 
it here because in that variety of the disease in which the 
platelets are greatly diminished removal of the spleen is 
now generally agreed to be very beneficial. 

I doubt whether true erythraemia (Osler-Vaquez disease) 
is ever a cause of chronic splenomegaly in childhood, but 
it is interesting to note that polycythaemia is sometimes a 
feature in cases of syphilitic splenomegaly.*® 


7. Splenomegaly Associated with Cirrhosis of the Liver. 

We now come to that interesting group of cases in which 
an enlarged spleen is associated with cirrhosis of the liver. 
Three forms of cirrhosis with splenomegaly—excluding 
for the moment Banti’s disease—may be distinguished. 

(a) Idiopathic Non-alcoholic Progressive Cirrhosis 
(Parkes Weber).’—This is a cirrhosis of unknown cause, 
which resembles the ordinary portal cirrhosis of adults, 
runs a fairly rapid course, and often terminates in haema- 
temesis. The spleen is always enlarged to some degree, 
but in certain of the cases is so conspicuous and early a 
feature as to be the “ presenting ’’ sign, and these have 
been spoken of as cases of ‘‘ splenomegalic cirrhosis,’’ or 
cirrhosis with ‘‘ splenic predominance.’”’ Their diagnosis 
from Banti’s disease is not easy, and will be ccusidered 
later, and whether or not they are suitable cases for 
splenectomy demands discussion. Some writers—Thursfield® 
for example—maintain that the operation in these cases is 
almost invariably fatal, but I am not at all sure that this 
is true. In the following case, for instance, if, as I 
believe, it must be included in this group, splenectomy 
appeared to effect a cure. 

The patient was a boy aged 12, who was admitted for bleeding 


from the gums with a history of always having bruised ily. 
His spleen was enlarged down to the umbilicus, and the fives 1 


was easily palpable. The red cells numbered 44 million, with 
0 per cent. of Raemoglobin, and the white cells 1,600. The 
Wassermann reaction was negative, both in the patient and in 
his mother. Four months later he was readmitted with ascites, 
The spleen was removed, and at the operation the liver was 
found to be cirrhotic. Twelve years later he was in excellent 
health. 

The question of splenectomy in these cases is, I repeat, 
one for discussion. 

(b) Syphilitie Cirrhosis with Splenomegaly.—These cases 
are met with in later childhood about the time when inter- 
stitial keratitis and the other signs of ‘‘ late syphilis ” 
manifest themselves, and I have already said that there 
is reason to believe that they do not always give a positive 
Wassermann reaction, and that, if antisyphilitic treatment 
fails, removal of the spleen may be justified. 

(c) Splenomegaly with Biliary Cirrhosis.—These are the 
cases described by Gilbert and Fournier,’ and are believed 
to be the form which Hanot’s cirrhosis takes in the child. 
They are said to be characterized by the presence of a 
much enlarged spleen, recurring jaundice, finger-clubbing, 
and impairment of growth, but without ascites. ,. Now I am 
very sceptical as to the existence of Hanot’s cirrhosis at all, 
and still more sceptical as to the occurrence of such cases 
in the child. I once thought I had such a case—I have 
described it elsewhere!*—but it proved post mortem to be 
a case of partial obliteration of the bile ducts, presumably 
of congenital origin. I shall, however, be interested to 
hear the opinions of others on the subject. 


8. Splenomegaly the Result of Splenic Thrombosis. 

That thrombosis of the splenic vein could cause enlarge. 
ment of the spleen was denied by Osler,'! yet there seems 
to be no doubt that it does happen. I have myself seen 
two cases in the adult in which this was proved at the 
necropsy to be the cause, and a case of it has been pub- 
lished by Parkes Weber.'? Wallgren,’* in an important 
paper, has drawn attention to it as a cause of splenomegaly 
in children, and believes that it is commoner than is sup- 
posed, but that it has hitherto been confused with Banti’s 
disease. He describes the leading features of the syndrome 
as splenomegaly, anaemia with leucopenia, and_ slight 
ascites. Sooner or later haematemesis sets in, and after 
a bleeding the volume of the spleen shrinks—this, he 
believes, does not happen after haematemesis in Banti’s 
disease or in cirrhosis—and at the same time a temporary 
leucocytosis appears. The liver in all of his cases coming 
to necropsy was found to be normal. 

He is of opinion that the thrombosis of the splenic vein is 
the result of trauma or of an “ infection,’’ and that it 
leads to engorgement of the spleen and dilatation of the 
veins at the lower end of the oesophagus, rupture of one of 
which causes the haematemesis, with temporary subsidence 
of the splenic tumour. Wallgren believes that the pro- 
gnosis in these cases is bad unless splenectomy is performed. 

I believe that the following case may be regarded as one 
of splenic thrombosis. 


The patient was a boy aged 5. Two years before admission he 
vomited a teacupful of blood, and this was repeated one year later, 
and again one week before his admission to hospital. 
no other illness except whooping-cough when he was 4. He was 
a pallid, weakly, but not ill-nourished child, with a “ biscuit 
tinge” of skin. The spleen was palpable and the liver extended 
one inch below the costal margin. There were a few small palpable 
glands in the axillae. A blood count showed red cells 1,160,000, 
white cells 5,620, haemoglobin below 30 per cent. A few normo- 
blasts were present. The differential count was normal. The 
Wassermann reaction was negative. Ten days after admission he 
vomited an ounce of bright red blood, and at the same time his 
temperature rose to 103° F, The white cells were at this time 
12,000. There is no note as to the effect of the haemorrhage on 


the size of the.spleen. He was transfused, but with only temporary 


benefit, and died two weeks after his admission. 

At necropsy the spleen was four times the normal size, firm 
and tough. There was ante-mortem thrombosis of the splenic 
vein, and also recent clotting in some of the mesenteric veins. 
The liver was large, pale, not cirrhotic. There were a few small 
varices at the lower end of the oesophagus. 


9. Splenic Anaemia of Adult Type and Banti’s Disease.” 

It will be generally agreed, I think, that “ splenic 
anaemia ’’ and Banti’s disease’? are to some extent 
diagnostic “‘ rag-bags ’’ into which are thrown all the cases 
of enlarged spleen that cannot be placed in any other 
category. None the less it will be admitted that cases to 
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which these terms are applicable have a real existence in 
the adult, and the question for us to-day is whether they 
are also met with in childhood. Now, seeing that the 
splenic anaemia of adults is of its essence a very prolonged 
disease, the final stage of which, when cirrhosis of the liver 
has supervened (so-called Banti’s disease) is only reached 
after some years, it follows that Banti’s disease at least is 
not likely to be met with whilst the patient is still a child. 
In spite of this I think the diagnosis ‘‘ Banti’s disease ’’ is 
sometimes justified in childhood, as in the following case. 


A.boy of 12 was known to have had an enlarged spleen for 
five years. The liver was not enlarged. The blood count showed 
2,750,000 red cells, 45.1 per cent. of haemoglobin, and 3,400 white 
cells. Wassermann test negative. Haematemesis supervened, after 
which the spleen was decided!y smaller for some days. There was 
no leucocytosis during or after the haemorrhage. Splenectomy was 
performed, and at the operation the liver ‘‘ seemed to be the seat 
of early cirrhosis.’’ His subsequent history is unknown. 


The difficulty, of course, is te distinguish such cases 
from those of idiopathic cirrhosis ‘‘ with splenic pre- 
dominance,”’ already referred to. It can only be done if 
the history shows that the spleen was enlarged for some 
years (as in the above case) before signs of cirrhosis super- 
yened, for the cases of idiopathic cirrhosis seem to run their 
whole course in a comparatively short space of time. There 
is little doubt, too, that cases of splenomegaly due to splenic 
thrombosis must often have been included under the term 
“splenic anaemia or Banti’s disease,’? and so, probably, 
have some syphilitic cases and some of acholuric jaundice. 

It’ is sometimes asserted that the presence of leucopenia 
puts a case in the category of splenic anaemia rather than 
of idiopathic cirrhosis, but to this I cannot agree. In the 
case of idiopathic cirrhosis with splenic predominance 
which was described earlier in this paper, for instance, 
leucopenia was present, and my own view is that leucopenia 
tends to be a feature of most chronic splenomegalies, no 
matter of what origin, and that little diagnostic value can 
be assigned to it. 

The treatment for splenic anaemia of the adult type, 
we should all agree, is splenectomy, but whether the opera- 
tion is worth doing after cirrhosis has supervened—that is, 
in Banti’s disease—is a matter for consideration. 

In conclusion, I would suggest as the most important 
peints for us to discuss: (1) the part played by syphilis 
and rickets in the production of chronic splenomegaly ; 
(2) the nature of idiopathic cirrhosis with ‘ splenic pre- 
dominance ”’ and its differentiation from Banti’s disease; 
(3) the existence or otherwise of biliary cirrhosis with 
splenomegaly ; (4) the frequency of splenic thrombosis as a 
cause of enlarged spleen and its diagnosis from other forms 
of splenomegaly; (5)"the occurrence of cases of splenic 
anaemia of the adult type and its sequel, Banti’s disease, 
in childhood. 

As regards treatment, debate must chiefly centre round 
the question of splenectomy. As to this, I would agree 
with Dr. Leonard Parsons" that the cases suitable for this 
operation are those which show a negative Wassermann 
reaction, no enlargement of lymphatic glands, and no 
characteristic leucocytic picture, but in which there is some 
degree of anaemia, associated with (1) leucopenia, or (2) 
increased fragility of the red cells, or (3) haematemesis. 
There may be difference of opinion, however, as to the 
advisability of removing the spleen in Gaucher’s disease 
and in cases with cirrhosis of the liver, whether of the 
idiopathic or Banti variety, even although these fall within 
the limits of the above criteria. 
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. AUTOTOXAEMIA AS A FACTOR IN THE 
CAUSATION OF PSYCHOSES.* 


BY 
PROFESSOR W. WEYGANDT, M.D., 
Hamburg. 


In psychiatry, as in other spheres of medical science, the 
history of medicine unveils precursors of many a modern 
theory. The modern fever therapeutics of psychoses recall 
memories as far back’as Hippocrates and Galenus. 

In the course of the past century a great change has 
taken place in the doctrine of the cause of psychoses. 
Formerly the psychic cause was represented as the only, 
or at least the most important, one. As late as 1827 
Heinroth disputed the fact that fever might be a cause 
of mental derangement; he emphasized that even in the 
case of alcoholism the moral origin of all mental disorders 
could be recognized, and that even in the case of injuries 
to the head the spiritual life must not be forgotten as 
a cause. 

With the advances of normal and pathological anatomy 
of the central nervous system, however, the doctrine became 
more and more firmly settled that mental derangements 
are cerebral diseases, and that a morbid influence of the 
brain represents the cause of mental disorders. But the 
external causes were frequently overestimated. Forty years 
ago the cause of paralysis was regarded as lying in sexual 
excesses, overexertion, congestion, injuries to the skull, 
overheating of the skull, long-enduring shocks, alcoholism, 
becoming prematurely aged, the climacterics, interruptions 
or derangements in menstruation, together with certain 
psychical influences, such as excitement or grief. 

Very gradually the doctrine of syphilis being the cause 
of paralysis opened up new paths of research, and its 
correctness was finally proved in 1911 by Noguchi tracing 
the Spirochaete pallida in the brain. - 

As early as 1889 Kraepelin taught in connexion with 
paralysis that numerous symptoms must be regarded as 
a direct consequence of the degeneration of certain trophic 
nerve tracts. In 1896 he described dementia praecox and 
general paralysis as metabolic diseases. : 

The later doctrine was accepted, but for all that derange- 
ment of the digestive processes is of material importance 
among the symptoms of paralysis; in this connexion syphilis 
of the organs must also be mentioned, as well as an 
increased tendency of the bones to fracture. As to the 
pathogeny, it is assumed by numerous authors that not 
only are the symptoms caused directly by the spirochaete, 
but that a number of these may also be caused by toxic 
agents produced by the spirochaetes. I regard the lipoma- 
tosis that frequently occurs in advanced stages of paralysis 
as a secondary metabolic derangement, the region of the 
hypophysis being disturbed by hydrocephalus internus, and 
abnormal adiposity being thus induced. 

The doctrine that dementia praecox is a metabolic disease 
or autointoxication was based on corporeal symptoms and 
relations—for example, on changes in the _ reflexes, 
mechanical excitability of the facial nerve, mechanical 
excitability of the muscles, dermography, a peculiar change 
in the skin, and possibly, too, on disorders in the thyroid 
glands, and the relations as regards puberty, menstruation, 
pregnancy, etc. Kraepelin also called attention to an 
hereditary disposition in 70 per cent. of the cases, and 
also to inherent symptoms of degeneration. 

The realization by a large number of alienists that an 
endogenous cause of the disease must be assumed, above all, 
the study of nerve disorders based upon disease in the blood 
glands or the glands of internal secretion, has induced 
an intensive investigation of these factors for decades past. 
This biological observation and investigation of mental 
derangements is the more important because cerebral 
anatomy has not fulfilled the great hopes that were enter- 
tained in regard to it. Psychology, too, has not led to 
very satisfying results, either as regards experimental 
study or psycho-analysis. 


a r read in opening a discussion in the Section of Mental Diseases 
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If the clinician wishes to investigate the nature or 
character of’ a mentally deranged patient he must under- 
take not only the usual clinical psychological investigation, 
but also a detailed neurological examination; he must 
determine all the hereditary factors, and, as far as possible, 
carry out a microscopical test of the blood, liquid com- 
ponents, and other materials, and even of an extirpated 
particle of the brain cortex. 

A series of biochemical tests are also necessary in order 
that the effect of external deleterious principles, and also 
the endogenous deviations in the digestive processes, may 
be determined. An endless number of investigations have 
been carried out, the results of which are but to a small 
extent of lasting value. 

Among the clinical autotoxaemic groups I will first discuss 
the forms of retarded evolution on the basis of endocrine 
metabolism. In these groups are comprised several forms 
of uniglandular disorder, the pluriglandular disorders, and, 
as a group by itself, Mongoloid degeneration. The blood 
glands are well known to be vegetative organs which are 
governed by vegetative nerves and influence the excitability 
of the vegetative system by their hormones. They 
have mutual relations of co-ordination, promotion, and 
retardation. 

The function of the thyroid gland may be disturbed in 
early youth, or by a local disease such as inflammation, 
tumour, tuberculosis, etc., or by operative intervention. 
The consequences are always the same: retardation of bone 
growth and of sexual evolution, degeneration of skin such 
as myxoedema and loss of hair, as well as mental retarda- 
tion and stupefaction. Complete loss of the thyroid gland 
results in disturbed function of several organs, such as the 
sexual glands, the kidneys, the liver, and the adrenal 
system; the fermenting processes are enfeebled, and also 
the capacity to produce immune bodies. Albumin meta- 
bolism is gravely disturbed, and finally death ensues. 
These consequences can always be confirmed by experiments 
on animals, Thyroidectomized animals grow very slowly 
and their skin degenerates. Without a doubt their intelli- 
gence and vivacity are also enfeebled, as I have proved by 
experiments on goats and pigs. An abnormal function of 
the thyroid gland can also be proved by Abderhalden’s 
decomposition reaction. That psychical alteration exists 
was proved by the English Myxoedema Committee—apathy, 
stupor, and insomnia in 97 per cent., illusions in 18 per 
cent., hallucinations in 16 per cent., and psychoses in 
16 per cent. By removal of the thyroid gland the basal 
and albumin metabolism are lowered and the tendency to 
sugar rises. 

The possibility of treatment is, theoretically and practi- 
cally, very important in hypothyroidism. Freshly made 
preparations of the thyroid gland, liquid or dry, and 
administered by the mouth or by injection, cause the 
symptoms to disappear. Good results are obtained in 
sporadic myxoedema, in cachexia thyreopriva, and in 
endemic cretinism. A little iodide salt—a few milligrams 
every week—is also effective in endemic cretinism. Purifi- 
cation of the drinking water is an aid in eradicating this 
condition, which is on the decline in many countries. Very 
few cases now occur in southern Germany, and instances 
continue to grow less frequent in Switzerland, Austria, 
and in northern Italy. 

The case is very different in hyperthyroidism or Graves’s 
disease, with its symptoms of irritability, restlessness, 
excitement, tachycardia, sweating, tremor, and also ex- 
ophthalmos. According to Abderhalden the decomposition 
reaction in Graves’s disease can also be shown. In treat- 
ment surgical removal of part of the gland is very impor- 
tant, but also thymus and ovarian preparations can be 
employed, as well as small quantities of iodides. 

The parathyroids or epithel bodies form ferments which 
influence the calcium metabolism. According to Loeb the 
quotient ClNa to Cl,Ca is of importance in the function of 
the nervous system. After surgical removal of the para- 
thyroid glands there follows an increase in nervous 
excitability. Certainly diminished function of the para- 
thyroids, and probably an effusion of blood into the para- 
thyroid bodies, sometimes due to asphyxia at birth, is the 
cause of tetany and also of spasmophilia. 

The pituitary gland has its interest for neurologists and 


also for psychiatrists. There is no doubt that the anterior 
or glandular part of the pituitary body, either as the result 
of disease or diminished function, causes a retardation of 
the skeletal growth, while its over-activity results in the 
production of excessive growth in youth as the result of 
augmentation of the acidophil cells, and in later life acro 
megaly develops. The action of the pars intermedia and 
the pars posterior (or pars nervosa) is more difficult to 
define. A ferment derived from this part influences the 
blood pressure and unstriated muscles, and its action is also 
discernible in cases of polyuria and glycosuria. 

With regard to the localization of dystrophia adiposo. 
genitalis opinions differ. Some authors consider that this 
depends on the pars anterior or, as Biedl thinks, on the 
pars intermedia. According to B. Fischer and to Cushing 
this condition is caused by disorder of the pars posterior, 
Other authorities assume morbid processes in the region of 
tire hypophysis, in the infundibulum cerebri, or in the regio 
subthalamica. As the basis of such degeneration one may 
consider a birth deformity or the pressure of a tumour or 
hydrocephalus. 

A more recently recognized condition is cachexia hypo- 
physeopriva, or Simmond’s disease, which causes bodily 
decay and death through non-function of this gland, 
probably of the pars anterior. Sometimes a lipodystrophia 
can lead to cachexia through progressive pressure. 

It is important to realize that giantism in youth and 
acromegaly can be associated with idiocy and a primary 
disorder of the cortex cerebri be assumed. 

Further, dystrophia adiposogenitalis is often associated 
with idiocy and imbecility. This form of feeble-mindedness, 
as I have shown, is often connected with a cheerful mood 
and motor unrest, which is in odd contrast with the plump 
and corpulent figure. In rarer cases, also, abstraction, 
hallucinations, loquacity, depression, and sleeplessness are 
described. 

I shall shortly touch upon the rare cases of premature 
puberty in disorders of the epiphysis cerebri, mostly caused 
by tumours (principally teratomata), whereby the physio 
logical retardation caused by this gland disappears. 
According to A. Fréhlich ‘“‘ apinealism ”’ leads to cachexia, 
hypopinealism to sexual hypertrophy and premature 
puberty, but hyperpinealism to general obesity. 

Hypofunction of the sexual glands is of importance in 
relation to physical constitution and neurology, but less so te 
psychiatry. 1 have mentioned the retardation of sexual 
glands in myxoedema and cretinism, and the relations of 
these to dementia praecox I shall consider later. 

The thymus has a relation also to psychical evolution. 
In the condition of status thymico-lymphaticus in_ its 
different forms there is psychically some infantilism—a 
dependent, anxious, feeble, and dreamy character. Also 
to be remembered is the persistence of the thymus in 
megalencephalia with feeble-mindedness. 

Klose has recovered thymus in young dogs by operation; 
the animals became fat, ceased to grow, showed clumsy 
movements, and were easily fatigued. The reflexes were 
first increased, then decreased, and the electrical excitability 
of the muécles was augmented, as in tetany. The animals 
appeared stupid, tried to eat wood and stones, became dirty 
in their habits, and finally died. Whereas the functioning 
thymus gland lessens the phosphoric acid and nucleic acid, 
this is not so after thymectomy; the organism is over- 
burdened with acid, the brain containing much colloid 
and becoming swollen. 

Heinrich Vogt described a case of thymic idiocy: a 17- 
year-old dwarf, stupid, with feeble, pulpy muscles and 
weak, elastic bones; the hands trembled, the reflexes were 
exaggerated, growth of the sexual organs was retarded, 
and the skin flabby. Later the bones became fragile. 
Occasionally fits of tremulousness appeared. 

The suprarenal cortex and medulla are very important 
in relation to the nervous system, but less so to psychiatry. 
In fish of lower species (sharks and rays) the cortex and 
medulla are separate glands. 

The cortex is the more important structure, constituting 
an autonomic central organ for certain parts of the sym- 
pathetic nervous system. It absorbs lipoids and provides 
material which is converted into adrenaline in the medulla. 

The medulla, consisting of nerve-endings, nerve cells, and 
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chromaffin cells, forms adrenaline. The medulla also in- 
fluences the breaking up of carbohydrates in the liver. 
Adenoma of the cortex causes hyperfunction and _ pre- 
mature puberty, while hypofunction causes retardation of 
growth. In Addison’s disease, dependent upon disorder of 
the suprarenal gland, headache, depression, fatigue, excit- 
ability, sleeplessness, and feeble memory appear. No doubt 
both portions of the suprarenal gland are concerned, but 
it is principally the chromaffin tissue which is affected. 
Dysgenitalism can be congenital or caused by illness or 
operation, as in the popular custom of the Scopz in Russia. 
Elongation of the long bones is present in young castrated 
peoples and also in some cases of juvenile syphilis. 


Castrated subjects show psychical infantilism, but not — 


actual feeble-mindedness. 

Disorders of the pancreas can retard growth in youth. 
Byrom Bramwell described a case of infantilism of this 
nature in a lad aged 18, who was no more developed than 
a boy of 11 years. Fat digestion was disturbed; 
phosphoric acid in the urine became less on milk diet, and 
the iodide reaction was absent, when iodine salt in gelatin 
capsules was taken, since the capsules were not dissolved 
in pancreas juice. These symptoms disappeared after treat- 
ment with pancreatic extract, and physical development 
was speedily resumed. Mental development was in no way 
affected. 

Often differences are made between uniglandular and 
pluriglandular and also multiglandular disorders. Strictly 
speaking, no glandular disorder affects one gland alone, 
for after the loss of one gland it follows that changes in 
the other glands will occur. In loss of thyroid gland the 
gonads are also disturbed; in pregnancy the anterior part 
of the pituitary gland is augmented. One can, however, 
distinguish between a disease caused by a single gland 
and a disease of pluriglandular nature caused by simul- 
taneous disorder of several glands. 

In the case of Mongolism, described for the first time 
by Langdon-Down in England in 1867, there is much to 
be said for the theory of autotoxaemia. The face forma- 
tion with epicanthic folds, the microcephaly, hyper- 
brachycephaly, and the arrest of growth indicate a 
retardation of development. It is scarcely necessary to 
mention the weak joints and the indented tongue. It is 
a well-known fact that cases are often combined with other 
degeneration of thyreogenic and hypophyseogenic type. 
The simple type of convolution in the brain signifies also 
a retardation in development. I could show in the forma- 
tion of the cortical cells embryonic characteristics; but 
recently a degeneration of the third cortical stratum and 
also a species of malformation in the cerebellum has been 
described. I cannot endorse van der Scheer’s theory that 
the cause of Mongolism is a hard constriction by the 
amnion. The exhaustion theory is deduced principally 
from the fact that usually the last child of a large 
family, and especially the children of an elderly mother, 
become Mongoloid. y 

But apart from histology the serology can also contribute 
to elucidation of the matter. In our laboratory Kafka 
firmly established the fact that the serum in most cases 
shows 2 weak but distinct ‘‘ decomposition ’’ reaction of 
the hypophysis. The white blood corpuscles are increased, 
especially the neutrophils and also the eosinophils, the rate 
of sedimentation is augmented, and the viscosity of plasma 
is decreased. Distinct syphilis reactions are absent, and a 
syphilitic origin, so often expressed, cannot be upheld. 

The most important of all problems, however, in 
psychiatry is the pathogenesis of dementia praecox or 
schizophrenia, and the greatest problem in the treatment 
would be its cure or amelioration. 

Doubtless there is a recessive heredity, certainly in 
70 per cent. of cases. There is also anatomical alteration 
in the brain, as manifested by Alzheimer, Rosenthal, 
Josephy, Klarfeld, and Fiinfgeld. A transformation in the 
nervous cells is found in the third stratum, which is very 
liable to degenerate. The fifth stratum is also changed. 
Principally an. atrophy of nervous cells can be demon- 
strated, the chromatin disappears, the cell is cloudy, the 
basic substance shows a wavy design, the nucleus is 
changed, and its membrane becomes thinner. The sixth 
Stratum shows some swelling in the nervous cells. Von 


Monakow claimed to have found changes in the choroid 
plexus. 

The disease is independent of exterior influences, such as 
psychical and physical, also of exhaustion and head injury. 

Several details indicate a relation to auto-toxaemia 
through internal glands. It is important that doubtlessly 
some women become ill first or after a remission during 
pregnancy or childbirth or in lactation. 

The contention of Mott and Prudo y Such is not generally 
admitted, that spermatogenesis ceases and that the Leydig 
cells degenerate with pigment formation, while the sexual 
organs in females are small and infantile. 

Rudolf Allers emphasizes the initial fall and later in- 
crease of the bodily weight. Corpulence in the chronic 
stage is often a sign of ill omen. Secretion of saliva and 
perspiration fluctuate. The temperature is sometimes sub- 
normal, especially in stupor. 

The establishment of the internal secretory degeneration 
according to Abderhalden is held in doubt, but in my 
opinion is extremely important. One must consider the 
somewhat difficult method of dialysation, the refracto- 
metrical research according to Pregl, the interferometrical 
research according to Hirsch, and the basal metabolism. 


The method of Abderhalden, first recommended by Fauser, 


and very much employed in our clinic by Kafka, shows in 
the actual dementia praecox degeneration of the cerebral 
cortex, of the sexual glands, and often of the thyroid and 
pituitary. The blood shows normal coagulation. Anti- 
trypsin is somewhat augmented; cholesterin is fairly high 
(0.3 to 0.5 per cent., as compared with 0.13 to 0.2 per cent. 
in normal cases). 

According to W. Schmidt the physiological augmentation 
of blood pressure through adrenaline is absent in catatonia 
and hebephrenia. In many cases no dilatation of the pupil 
occurs on instillation of adrenaline. 

As S. Fischer proved, the specific dynamic albumin effect 
falls in initial dementia praecox, and later the basal 
metabolic rate. It is also probable that during con- 
valescence, so long as there are psychical symptoms or 
disorders of metabolism, especially obesity, first the 
specifical dynamic albumin effect becomes normal and 
afterwards the basal metabolic rate. In cases of complete 
recovery both are normal. 

The secretion of organic matter in the urine is often 
diminished. According to Rosenfeld there is a retention 
of nitrogen to as much as 2 grams a day. Striibing found 
the secretion of nitrogen less in cases of stupor. Pighini 
contends that a decomposition of albumin and negative 
balance of metabolism occurs in the acute stage, but reten- 
tion of nitrogen in the chronic stage; also he described an 
increased excretion of sulphur in acute stages; the synthesis 
of urea is apparently diminished. 

According to Striibing the secretion of phosphoric acid 
is lessened in stupor. Corvicet foynd considerable indican 
in the urine in cases of stupor. 

Some authors describe glycosuria. Riveno found acetone 
in 3 of 10 paranoids. Albumin in the urine is found 
principally in stupor. The function of the kidneys appears 
slower in the secretion of methylene blue. 

According to Pighini the metabolism of salts in the urine 
is lower; while Lowe describes an increase in the colloids. 

Recently Kafka succeeded in demonstrating that a patho- 
logical albumin can be found in the cerebro-spinal fluid of 
dementia praecox less than in general paralysis, but dis- 
tinctly more than in normal cases. It is an increase of 
the total albumin of the globulin and the albumin. The 
albumin quotient is similar to the normal. 

Many details, however, are not yet sufficiently confirmed. 
Some of these refer to changes of secondary importance. 
It is, however, certain that auto-toxaemia and auto-intoxica- 
tion are very important in schizophrenia, but do not form 
the only basis. 

Doubtless we are ignorant regarding the relation of 
cerebral co-operation with the total organism; more espe- 
cially are the disorders of isotonia, isothermia, and iso-ionia 
too little known. We are, therefore, only able to form 
a very incomplete idea of the nature of schizophrenia, 

The first condition is the inherited quality of the brain. 
We must certainly reckon also with an hereditary quality 
of the glands of internal secretion, 
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If a disorder of metabolism, principally of the internal 
secretions, affects an abnormally inclined brain, the con- 
dition which we term schizophrenia is present. This can 
be relieved or may become chronic, according to the lesion 
of the brain. 

Of quite a different character are the basic conditions 
of cyclothymia or manic depressive psychoses. This disease 
occurs in persons liable to attacks of opposing symptoms— 
now of exaltation, now of depression, then of excitement 
or of retardation, then in flight of ideas or in mental 
slowness. It is much rarer than schizophrenia. Perhaps 
the most interesting cases are those which pass off in a 
slighter degree, do not require treatment in institutions, 
and sometimes reveal themselves temperamentally. 

The hereditary factor is here very important, and can 
be traced in 90 per cent. of the cases. ° 

There is no question in this condition of an anatomical 
basis, either macroscopical or microscopical, although occa- 
sionally small foci are found in the brain. 

There are some interesting physical symptoms. In the 
mania the bodily state appears excellent, the patients look 
much younger, and show a ‘‘ turgor vitalis.’’ 

_ Williams declared that the temperature in mania is 
increased, and in depression decreased. Toulouse and 
Marchand reported in mania 0.6 degree increase at night 
and 0.2 degree in the morning. Other authorities deny 
this, including Pilez. The pulse in mania is more rapid, in 
depression slower. The sphygmogram shows in mania steep 
curves, in depression a slow ascent and flat curves. The 
blood pressure in mania is low, 110 to 120 mm. Hg, some- 
times even less, to 60; in depression it is somewhat higher 
130 up to.170 mm. 

The blood contains in mania less haemoglobin and fewer 
red blood corpuscles. Macphail states that the haemoglobin 
content runs parallel with the weight of the body. Anti- 
trypsin and cholesterin are normal. Any ‘ decomposition ” 
of internal secretion, according to Abderhalden, is not 
traceable. The respiration rate is quicker in mania, but 
slower in depression. ‘ 

According to Pini the amylolytic effect of the saliva is 
augmented in mental excitement. In depression the flow of 
saliva is reduced; sometimes an offensive odour from the 
mouth is noticeable. In mania the appetite and thirst are 
active, sometimes even to voracity; in depression there is 
loss of appetite to refusal of food. In grave depression the 
free hydrochloric acid in the stomach is reduced. The basal 
metabolism appears normal (according to Bornstein). The 
urine may be augmented in mania up to six litres, of a Jow 
specific gravity (1001). More uric acid and xanthin is 
secreted, less phosphoric acid. In depression uric acid and 
phosphates are less. In mania glycosuria has been found 
semetimes. Acetonuria in depression is caused by disordered 
digestion. 

Metabolic disorders are generally very slight, and can 
only be explained as secondary symptoms ; digestive troubles 
especially are caused by depression. It is possible in cyelo- 
thymia to find some relation to endocrine processes, but 
much more seldom than in schizophrenia. There are 
relations to Graves’s disease; in myxoedema states of 
retardation with depression exist. Vagotonia is not 
distinct. 

In rare cases I have met with a combination of cyclo- 
thymia and acromegaly. One can observe the pyknical 
habitus in real manic patients: the broad face, short 
neck, deeply vaulted chest, fat abdomen, and somewhat 
short extremities. 

Sometimes manic-depressive disorders appear only as a 
symptom of illness from other cause, in syphilis of nervous 
system, in old age, in brain alteration; but in my opinion 
we cannot attribute great importance to auto-toxaemia in 
cyelothymia. Generally speaking, it is an instability of 
affective mind, caused by heredity, and connected with 
vasomotor fluctuations. 

Auto-toxaemia is of the greatest importance in epilepsy 
although this is not a disease in a strict sense, but actually 
a disposition to reactions which show the different limita- 
tions of the consciousness, and, as the most conspicuous 
syndrome, the classical fit. The difference between true 
and symptomatic epilepsy is absolute. True epilepsy is 
applicable. to those cases which cannot be otherwise 


explained. It would be better to term it cryptogenetie 
epilepsy. 

Very different are the forms in symptomatic epilepsy, as, 
for example, innate brain disorder with microcephaly ; quite 
peculiar is tuberose sclerosis and the heredito-degenera- 
tive processes—pseudo-sclerosis, myoclonus, ete, Further 
lesions are due to trauma, parasites, and abscesses; syphilis 
is important, as also are tuberculosis and encephalitis, 
Important, too, is the group of infantile paralysis. There 
also occur pre-senile gliosis and multiple sclerosis, and 
troubles of disarticulation by embolus, thrombosis, end- 
arteritis, and aneurysm; finally, through poisons such as 
alcohol, absinthe, lead, cocaine, and camphor. 

So-called secondary epileptic fits occur in uraemia, 
eclampsia in childhood, etc. We must not forget that in 
cases of true epilepsy it is possible to find certain altera- 
tions of brain through careful research. Alzheimer found 
gliosis of the cerebral cortex in some cases, and, according 
to Chaslin, alterations in the cornu ammonis occurred in 
60 per cent. of cases. Spielmeyer found a_ condition 
approaching leptomeningitis and arachnitis, and also 
alterations in the circulation and pressure of the cerebro- 
spinal fluid; sometimes also heterotopias and horizontal 
cells, according to Cajal. 

Certainly heredity is an effective factor—often alcoholism 
in the father—whereby cerebral resistance is weakened. 
Before the actual fit the blood vessels are contracted, as 
Otfried Férster maintains; the brain is anaemic and 
smaller in volume. The cerebro-spinal fluid pressure is low, 
according to Colb and Macdonald in experiments on animals, 

Then a very strong stasis of the veins follows the fit; 
the surface of the brain becomes blue-violet, and the volume 
of the brain and the cerebro-spinal fluid pressure are both 
increased, 

According to de Crinis the quantity of the urine declines 
before the fit. Retention of nitrogen in the form of circu- 
lating albumin follows, and also increase of the acid elements 
soluble in ether, sometimes also of the uric acid, and 
inerease of the antitryptic qualities. The basal metabolism 
points to oxidation processes. 

After the fit the quantity of urine is increased, as also 
are the acidity, the uric acid, the ammonia, and the total 
nitrogen; also creatinine, amino nitrogen, phosphoric acid, 
and organically fixed phosphorus. 

Noticeable, too, is the appearance of lactic acid, acetone, 
albumin, urine casts, and diazo-reaction. In the blood 
there is an increase in the residual nitrogen and in anti- 
trypsin, and there is a trace of lactic acid. These altera- 
tions appear in consequence of a lack of oxygen and super- 
fluity of carbonic acid in consequence of increased musenlar 
effort. The antitryptic qualities of the blood are enhanced. 
The secretion of gastric hydrochloric acid is diminished. 
The most important is retention of the nitrogen, which 
does not build up the body albumin, but represents albumin 
in circulation. 

The epileptic shows a decreased production of carbonic 
acid between the fits. Before a fit the oxidation is com- 
pletely retarded, and after succession of fits the 
production of carbonic acid is again somewhat increased, 

In the importation of albumin the metabolism of gas 
is reduced in consequence of retarded oxidation before 
a fit. The production of carbonic acid is reduced, as the 
combustion is not extended to the final products. The 
metabolism of fat shows only slight deflection. 

The specific dynamic albumin effect is slighter than with 
healthy persons. According to Allers the most important 
fact is that the retention of nitrogen is caused by the 
augmented circulation of albumin. The ability to form 
carbonic acid is diminished in epilepsy. Before a fit the 
albumin is incompletely oxidized, afterwards it is replaced 
in higher degree. Toxic products of metabolism in cone 
sequence of incomplete oxidation before the fit are secreted 
through the kidney. Normally the central nervous system 
maintains the equilibrium between acids and bases; this 
regulation is disturbed in epilepsy. The fit seeks to establish 
a balance. It alters the metabolism, the exchange of 
albumin is increased, the white blood corpuscles are 
diminished, and the toxicity of the urine is intensified. 

The irritants by which an attack is induced are different 
in nature. By far the strongest is faradization of cortex 
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cerebri; further mechanical, chemical, or toxic irritants 
can act in the same manner. 

Some factors precipitate convulsions—as, for instance, 
pressure on the carotids, blows on the skull, lumbar in- 
sufflation of air, and sometimes lumbar puncture; also 
sensory irritants, such as pressure on peripheral scars, 
operative irritants, worms, and affects, especially shock 
with angiospastic effects. 

The liability of the brain to convulsions is augmented by 
certain secretions. Of these the secretions of the supra- 
renal gland, of persistent thymus, of the corpus luteum, 
perhaps even the epiphysis cerebri, increase excitability ; on 
the other hand, the parathyroid glands, the sexual glands, 
the pituitary, and perhaps the pancreas decrease the 
tendency to convulsion. The thyroid gland is ambivalent. 
It is probable that the glands influence the proportion of 
potassium ions and calcium ions. 

It is important that in epilepsy we can also show in 
the blood serum the “ decomposition ’’ of internal secreting 
glands, especially the thyroid gland, also to some extent the 
sexual gland and also the suprarenal gland. These reactions 
are generally less intensive than in schizophrenia, but 
they are often important in the differential diagnosis from 
hysteria. 

I would mention that the removal of a suprarenal gland 
by operation has absolutely no effect on recovery. How- 
ever, many factors can predispose the brain to convulsions ; 
different irritants, among these also auto-toxaemia, can 
prepare the Jatent convulsion until finally the convulsion 
appears by summation or by the addition of a new 
iritant. 

The influence of the liver in mental disorder is still some- 
what uncertain. Most probably it is a factor in Wilson’s 
disease—-progressive lenticular degeneration. The tissue of 
these centres in the brain is disintegrated with formation 
of granular cells, but the process also occurs in the cortex 
cerebri. According to Alzheimer the giant glial cells may 
sometimes be found; further, a nodular cirrhosis of the 
liver is present. According to Hall there is an innate 
inferiority of the liver and the brain. The differential 
diagnosis as compared with other diseases of the extra- 
pyramidal system is not exact. 

Kirschbaum examined the central nervous system in three 
cases of acute yellow atrophy of the liver, and found 
degeneration in the corpus striatum and in the pallidum, 
and also in the cortex cerebri. In experiments on animals 
in our clinic he also found that with elimination of the 
liver no serious damage in the corpus striatum and in the 
pallidum occurred. 

Formerly great importance was attached to bodily ex- 
haustion as an initial cause of mental disease. A number 
of disorders were classified as exhaustion psychoses, such 
as amentia and inanition delirium. Cases of shipwrecked 
persons, exposed for a long period to hunger, were described 
as being delirious. But here probably also psychical causes 
were at work, principally fear and desperation. Sometimes 
: mental disorder could be observed as early as the second 

ay. 

In speaking of exhaustion we must distinguish between 
bodily exhaustion (fatigue) and lack of sleep and lack of 
nourishment. Bodily strain has a more harmful effect on 
the heart than on the nervous system. Lack of sleep can, 
of course, cause disorders in a normal mind. Proportion- 
ally small is the influence of hunger. I have made experi- 
ments myself and established that three days without 
nourishment caused only a very slight lapse of memory and 
of the association of ideas, whereas perception is well 
preserved. On the other hand the mental qualities declined 
very quickly during a sleepless night. 

Also the brain of animals killed by hunger experiments 
is much less affected than the brain of those dying from 
lack of sleep. The war furnished a gigantic experiment in 
respect of exhaustion ; also of opportunities of observing the 
influence of hunger on insane persons, but the result was 
negative. A paranoid woman, five and a half feet in 
height, decreased in weight by as much as 24 kg., or 53 Ib. 
without any alteration in the mental condition. Thus 
exhaustion only has a very slight influence in causation of 
insanity, and least of all lack of food. 

Our summary shows that in psychoses an extraordinary 


quantity of biological and chemical changes. occur which 
can be explained by auto-toxaemia. In part these are 
secondary symptoms of illness due to other causes, as in the 
case of general paralysis. 

In part, however, these disorders must be attributed to 
causal factors. The cause of a psychosis is not so simple 
as a chemical reaction. In general, it is a question 
of a collection of factors. Primarily an innate disposition, 
especially both in the central nervous system as well as in 
the vegetative nervous system and in the system of endo- 
crine glands. This is so in cases of idiocy and feeble- 
mindedness with disorder of the glands, as well as largely 
in dementia praecox; but if these conditions are present 
they are often succeeded by external and internal irritants 
as in epilepsy. 

An important question is, Can the treatment utilize this 
peint of view? In some ways this has already been done. 
Most successful are cases of myxoedema and cretinism. 
These diseases will soon disappear altogether; but in this 
the prophylaxis of endemic cretinism will contribute by the 
purification of water and the application of small quantities 
of iodine. 

Results are possible in pituitary disorder by treatment 
with 2 rays, and more by radium and by operation, but 
sometimes also in diminished function of the glandular part 
by the administration of organic substances, such as fresh 
animal glands, prepared glands, or glandular extracts. 
A number of other “‘ organic’? treatments are more impor- 
tant in neurological cases than in psychiatry. Also oppor- 
tunity of treatment is offered in cases of epilepsy. 

Unfortunately the fever treatment with malaria and 
relapsing fever, which we also employed in our clinic in 
cases of dementia praecox, epilepsy, multiple sclerosis, etc., 
has not as yet had positive successes. Also other treatments 
of dementia praecox with organic substances and blood 
transfusion yielded no result. 

To be sure Wolfgang and von Wieser of Vienna report 
successes in disorders of the internal secretion by z-ray 
treatment. First, the ferment reactions of Abderhalden 
and the basal metabolism must be specified, whereupon 
irradiation of the endocrine glands with & rays follows. 
Wieser has already treated 98 cases of idiocy, including 
Mongolism, and in 94 cases the clinical condition and the 
quality of serum were improved. Besides these numerous 
other disorders of psychical, neurological, and endocrine 
character were treated. The reports thereon are certainly 
worth following up. 

Both diagnosis as well as therapeutics demand that the 
research of the auto-toxaemic influences in psychoses is to 
be regarded as one of the most important tasks in 
psychiatry. 
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Ir would perhaps have been more in consonance with the 
subject and with the contents of the following contribution 
had the title of the discussion been ‘‘ Visual inefficiency 
and working ability,’’ for the burden of my story is that 
much work can be done by persons who suffer from very 
defective eyesight. 

Advancing years, if they have not brought wisdom, have 
perhaps brought a certain amount of caution. At any rate, 
I had much rather sit and listen to people nowadays than 
air my own opinions; still, I think I am not wrong in 
saying that the origin of this discussion. was a communica- 
tion which I read to the Royal Philosophical Society of 
Glasgow on October 19th, 1927. In that communication 
I advanced my reasons for holding that for most forms of 
manual work visual acuteness, in the strict sense of the 
term, is scarcely required at all. That paper, by the 
courtesy of the late Sir Dawson Williams, whose death 
I much deplore, for I knew him intimately for forty years, 


ead in openin a discussion in the Section of Ophthalmology at the 
Meeting of British Medical Association, Cardiff, 1928. 
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was published in the British Medical Journal of January 
14th, 1928 (p. 42). 

Our textbooks have a good deal to say about foveal, or 
perhaps I should say macular, vision; that form of vision 
which I shall hereafter call visual acuteness, and by which 
ordinary types used in printing are recognized, and reading 
and writing made possible. This function of visual acute- 
ness is specially prominent in one part of the field of 
vision, and I incline to restrict the term visual acuteness 
—Dor’s diagram notwithstanding—to macular vision. The 
field of visual acuteness has not yet been accurately 
measured. I have made some attempts to measure it by 
two different methods, but there are many sources of 
fallacy, and results can only be taken as approximately 
correct. It may, with tolerable certainty, be said that 
the field of visual acuteness, or if you like the phrase 
better, macular vision, does not exceed two degrees in the 
total field of vision. So far as my observations go it is not 
circular or oval, but rather larger from side to side, than 
from above downwards. A recent experiment may here be 
noted. I found that at a distance of 120 inches from a 
set of Snellen’s ordinary test types I could not distinguish 
even the large H at the top of the scale at a greater 
angular aperture than eight or ten degrees. By that 
I mean that the line between the w and the nodal point 
of my eye made with the line between the point of fixation 
and the nodal point an angle of eight or ten degrees. 
With a greater angular aperture I could see the black and 
white, but could not have told that it was the letter H. 
People, if they like, are entitled to call that visual acute- 
ness, but it is widely different from the special function 
of macular vision. With enormously greater angular aper- 
ture | could still see objects in the room quite distinctly, 
and could have avoided them had I been in motion. The 
binocular field of vision in the horizontal meridian extends 
to about 184 degrees; to use nautical language, it extends 
from about 2 degrees abaft the starboard beam right round 
to about 2 degrees abaft the port beam, and in the whole 
of that excursion the macular vision, if any point in the 
are bé made a point of fixation, is not greater than two 
degrees in emmetropia. 

In myopia, say of four dioptres, the far point of macular 
vision is approximately at ten inches, or twenty-five centi- 
metres; beyond that there is practically no field of visual 
acuteness for such an eye, in the strict sense of the term. 
Now I have again and again recorded cases of persons with 
very high myopia who suffered no inconvenience there- 
from in their work. Thus f have on several occasions given 
accurate details of colliers with high amounts of myopia, 
who had no difficulty in making as much money as the 
best sighted collier could, and what is true of coal-mining 
is true of almost every other form of manual work. To 
return once more, and briefly, to the field of vision; out- 
side of the macular field objects can be seen almost to the 
extreme of the peripheral field. The details, no doubt, 
cannot be made out, but if the eye be healthy, objects are 
not only distinguished, but it is possible to estimate their 
positions relatively to each other. One essential in the 
peripheral location of objects is the sense of projection, 
and another very important feature is the subconscious esti- 
mation of distance. The first no doubt depends upon such 
factors as the light sense and the colour sense. Objects in 
nature stimulate the parts of the retina on which their 
images are formed differently, according to their luminosity 
and their inherent colour, or lack of colour, and their 
shape. I have always felt that the light sense is not 
nearly so much studied as it should be, and in modern 
times that neglect is all the more unjustifiable, for we 
have now many good photometers which are of easy appli- 
cation. In macular vision the intuitive estimation of 
distance, or what I may, without raising an argument 
call the subconscious estimation of distance, is a very 
important factor; to a considerable extent it supplies the 
place of stereoscopic vision. One of the best artists that 
we had in Glasgow during the last half century was a 
gentleman who all his life enjoyed the use of only one 
eye, the other from his early childhood being quite blind 
and yet so far as perspective was concerned his pictures 
did not show any defects. He was a draughtsman of the 
first order, and his drawing was always. correct. The 


factors that determine the subconscious estimation of dis- 
tance are very numerous. Here I can only mention a few. 
In binocular vision the most important is the function of 
convergence—the nearer the object is the greater the 
amount of convergence required. That important factor, 
however, is not available to persons who have only one 
eye, like my artist friend. There are at least three factors 
which in these circumstances come to be of service—namely, 
the size of the retinal image; the amount of accommoda- 
tion used for fixation; parallax. A very important factor 
is the subconscious mental checking of the physical data. 
Where a person is seen at a great distance along a high- 
way the retinal image is much smaller than if the same 
man were seen near at hand. The observer knows quite 
well that the height is the same and that the man, as he 
approaches, has not for some obscure reason become larger. 
On somewhat similar lines the distance of objects is to a 
considerable extent determined by the comparison of the 
object under observation with other objects in the same 
neighbourhood whose sizes are approximately known to the 
observer; that is a matter of education, or at any rate of 
experience in life. 

Another very important feature in the estimation of 
distances, and in determining the relative position of 
objects, is parallax. If there are two objects aud one is 
seen to move in front of the other, then it is obvious that 
the object which so moves is nearer than the other. Simi- 
larly, when an observer changes his position he may see 
an apparent movement in the objects surrounding him. 

When binocular vision is absent, and when there is no 
impulse of convergence, then to a very considerable extent 
its place is supplied by the following factors: d-fferences 
in light and shade and probably in colour tone; apparent 
size of objects and the intuitive comparison with objects 
the sizes of which are approximately known. 

To my way of thinking—I speak with deference in the 
presence of so many colleagues whom I regard as more 
authoritative than myself—the macula has both visual 
acuteness in the restricted sense in which I use that term, 
and field vision. The special function of macular vision 
seems never to be called in except as a volitional act. As 
a man walks along a street the images of various objects, 
such as signboards and posters and other things, are 
formed on the maculae, yet he never appears to see them 
except volitionally. A person may stand before a large 
bookease filled with books; the images of some of the 
titles must be formed on his maculae, and yet that fact 
does not give rise to consciousness; it is only when he 
begins by a volitional act to examine the labels that he 
becomes acquainted with the contents of the case. 

The sense of projection, or, in other words, the power 
of locating various objects in their proper positions, is 
alike common to binocular and to monocular vision. To 
illustrate that point, I put two coins on a table, one 
immediately in front of me and the other considerably to 
the side, and with both eyes open I look steadily at the 
one immediately before me; while doing so I have no 
difficulty whatever in striking the other one with my 
hand, or, if the distance be too great for my arm to reach, 
with a stick held in the hand. If the experiment be 
repeated with one eye shut it is not found more difficult 
to strike the coin which is peripherally situated. 

Now to give a few practical examples in confirmation 
of the preceding remarks. The first condition to which 
I shall call attention is the one already mentioned—namely, 
myopia. A man with ten dioptres of myopia does not 
require to bring his eyes to four inches from a tramcar 
before he sees it, nor does he require to put his eyes to 
four inches from the step of the vehicle before he mounts 
into it. His peripheral vision enables him to distinguish 
the car and to get into it, if he so desire, like any 
ordinary mortal. His peripheral vision enables him to 
walk along a street without jostling his fellow men. He 
can tell the colour of a car at a considerable distance, and 
for the most part can also tell the colour of a light. It 
is only when he comes to read such things as the names 
of streets or the direction boards on cars that he fails. 
I have elsewhere mentioned the case of a man who is blind 
of one eye and who has several dioptres of myopia in the 
remaining eye, and who yet has driven his own motor car 
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for many years without coming into collision with any 
object; so also a person with a moderate amount of 
myopia can make out land or“other ships nearly as well 
as an emmetrope. In the communication which I made 
to the Royal Philosophical Society in Glasgow I narrated 
that when 1 made my eyes artificially myopic by putting 
a spherical +3 in front of my correction 1 could, on a 
night when there was no moon, but starlight, quite well 
make out islands eight miles away from the place where 
1 was standing. On the other hand, in daylight, in the 
same circumstances, that is, with an artificial myopia, ot 
approximately three dioptres, I could: not see a rowing- 
boat at a distance of a mile. There is, however, an impor- 
tant factor to be taken into consideration, and it is that 
the interpretation of retinal images probably differs very 
much in those who have made themselves artificially myopic 
from what it does in the case of persons who, having been 
myopic from their earliest days, have been interpreting 
defective images formed on the retina all their lives. 
Interpretation is not a physical process, it is mental, It is 
the mental process by which the individual interprets the 
effects of physical stimuli. No mechanistic theory is at 
all adequate to explain the facts of vision sufficiently. The 
mind determipes the funct!sn, rather than the function 
the mind. 

Here | may mention another very important group of 
cases, well typified by one of my friends who is very 
amblyopic in one eye, for in early life he suffered from 
concomitant convergent squint. He is a medical practi- 
tioner and is a great deal in his motor car. He drives 
about his district without any trouble, notwithstanding his 
amblyopia and the high degree of refraction error which 
he has in each eve. No railway company would for a 
moment employ this man, yet he has no difficulty in 
driving his motor car, and none, so far as sight is con- 
cerned, in his work as a general practitioner. One ques- 
tion has eften occurred to me in connexion with squint 
amblyopia—namely, is the periphery of the squinting eve 
available for stereoscopic vision? If the angle of squint 
is a constant and the image of a distant object is focused 
on the macula of the non-squinting eye, then the image of 
the object will always be focused on the same point of the 
squinting eye; and so for every other point of space. Does 
this, then, supply the convergence factor in the subconscious 
estimation of distance? I hardly think that it does, for 
about 1906 1 called attention to the value of plastograms 
in the detection of amblyopia of one eye. When the 
coloured objects are viewed through the coloured glasses, 
and the observer’s head is moved slowly from side to side, 
the objects in view are seen also to move if neither eve 
suffers from amblyopia; but there is no movement if one is 
amblyopic. Now I have found that a squinter with any 
considerable amount of amblyopia never sees any move- 
ment. In such cases the convergence clement apparently 
must be eliminated, and yet there are many persons with 
only one good eye engaged in all the ordinary occupations 
of life, much to the benefit of themselves. and of the 
country. For some years back I have been noting cases of 
defective sight and the work which some defective sighted 
men can accomplish. 

Another matter has claimed my attention—namely, the 
fact that many men who have sufficient sight for their work 
are thrown ont of employment because someone has dis- 
covered a trivial defect which has not interfered with the 
person’s working power, but which has caused the insurance 
companies to refuse to accept any risk, no matter how 
slight. Many persons are said to be on the dole because of 
laziness, and that seems to be perfectly true, but a number 
of people, by no means loafers, are on the dole because 
they have some trifling defect, very often of little moment, 
which the insurance companies regard as a risk that they 
will not accept. To a considerable extent the dole is the 
necessary corollary>of the Workmen’s Compensation Act. 
A man may he quite able to work, and may be more than 
willing to work, and yet for some trivial condition be 
prevented from doing so by this Act. The time is not far 


distant when, before an employer allows a man to enter 
his service, he will require to be thoroughly examined, 
and if any defect is found he will be rejected. It is diffi- 
cult, but probably not impossible, to devise some scheme 
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by which a man, if found defective, might be employed 
without the employer running any risk, at any rate on 
account of accident due to that defect. The more obstacles 
that are placed between an employer and a workman, the 
greater will be the number of men kept out of work, eking 
out in dire poverty what might have been a useful and 
comfortable life. 

Under the auspices of the Corporation of Glasgow, some 
years ago I inspected a large number of blind persons as 
to the causation of their blindness’ and in addition to that 
1 took careful note of the occupations of each person seen. 
A good number of them, although defective in sight, were 
able for a fair amount of work. I came across two cases 
of persons who were almost blind, and still able to get about 
the streets of Glasgow and do their work as stair lamp- 
lighters. Nobody at present would think of starting a 
man with defective sight in any such employment. One of 
the two told me that he was giving up his work becausé 
the motor traffic in Glasgow made the steets very dangerous 
for him. He had less difficulty at night than in broad 
daylight, because he could distinguish lights much more 
easily than he could distinguish objects. 

Perhaps I cannot conclude this somewhat discursive paper 
better than by giving a few more instances of persons 
afflicted with defective sight and still doing a great amount 
of work: 


J. A., aged 27, seen at the Blind Clinic. This patient has fully 
20 dioptres of myopia, yet he was enlisted for the war, and 
actually served abroad. He was, after his discharge from the 
army, engaged as a coal trimmer in a steamer, and worked as 
such for some years. Now, with 20 dioptres of myopia, the far 

int is about two inches from his eyes; notwithstanding that 
act he found no difficulty in shovelling coal. 

J.B. Lost the left eye during the war; when seen his right 
eye was found to be highly myopic, and vet for years he was 
engaged as an iron caulker in a shipyard. 

P, D., aged 51. In this case the left eye was enucleated when 
the patient was a few months old. In the right eye the vision 
is 1/36; this is one of the cases to which I already referred. He 
has been working as a stair lamplighter for a considerable number 
of years, and is still constantly engaged in that occupation. 

J.C., aged 36. When she was a young girl I operated on both 
eyes of this patient for congenital cataract. She has first-rate 
field vision, but although each pupil is thoroughly clear and 
good, and the fundus of each eye is healthy, she does not possess 
that function to which I gave the name of visual acuteness. 

J.P., aged 25. Employed by Glasgow and West of Scoiland 
Mission io Outdoor Blind. The left eye has been enucleated. In 
the right eye he has a certain degree of microphthalmos with 
nystagmus, almost certainly congenital. At the time of the 
examination he was wearing sph. —13 D., but with that lens he 
did not admit 5/60. Without any glass he is able to read J.6 at 
about one inch from his eye. On dilating the pupi! of the 
remaining eye, the lens is found to be slightly dislocated, yet he 
says that he is able to walk about quite freely and is even able 
to cycle. He does not, in moving about, require the assistance 
of a guide. 

H, 9. R., aged 43. Has worked as a miner since he was 12 years 
of age, and has had no difficulty in making good pay. There are 
about 15 dioptres of myopia in each eye complicated with three 
dioptres of astigmatism. Each eye showed pathological changes, 
yet this man was able to work quiie successfully till be was 
attacked by miners’ nystagmus. 

F.S., aged 60. Left eye is, as a result of injury reecived tweniy 
years ago, completely blind. Notwithstanding his monocular con- 
dition he has worked with a circular saw for twenty vears. 

W.S., age not noted. Left eye is divergent and is nearly blind. 
This condition has been present for many years, but he was able 
to earn his living by pumping air into a diving bell for several- 
years. In coming from Greenock to Glasgow he did not require 
the services of a guide. He was put out of work because his 
eniployers, or their insurance company, were afraid of accident 
on account of defective vision. 

G. F. Age not noted, but an elderly man. Incipient cataract 
in each eye; vision 3/9 in each. This man is able to continue his 
work as a blacksmith. 

G. W., aged 18. Has 5.0 dioptres of hypermetropia in each eye. 
He was noi aliowed to wear his correction in the shipyard in 
which he was employed, and was dismissed on account of defective 
eyesight, and now, in spite of efforts made to get inte some form 
of work, he is on the unemployed list. 


The cases which I have mentioned could be added to 
indefinitely from the large amount of clinical material 
which I have collected in past vears. One conclusion seems 
to me legitimate—namely, that while Snellen’s letters 
enable us to form an estimate, be it said only a very rough 
estimate, of what a man may do with visual acuteness, 
there is no method of estimating, even in the roughest 
manner, the value of field vision. Macular vision seems to 
me to differ so widely from field vision that I cannot regard 
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them as forming a continuous function. Correction of 
errors of refraction is essential for macular vision; within 
wide limits such correction is not necessary for field vision. 

The questions which have been raised seem to me to 
be of great importance, not merely from the ophthalmic, 
but also from the economic point of view. The whole 
subject requires a much more extensive investigation than 
it has yet received, and I am specially glad that the 
gentlemen who are to follow me are very authoritative 
in such matters. 

It may interest the meeting to know that in the 
eighties of last century I wrote a note to the vice-chair- 
man of the Glasgow School Board to urge that the eyes 
of all the children under the care of the board should 
be carefully tested. He replied that neither he nor his 
colleagues saw any necessity for any such step being taken. 
Now for centuries before eye-testing became an accurate 
process many people did a great deal of fine work, and 
no doubt in these days there was the usual proportion 
of emmetropic, hypermetropic, myopic, and astigmatic 
people. 

Refractive errors must be carefully corrected for work 
requiring visual acuteness, but to a great extent such 
correction is not necessary for field vision. I had no cor- 
rection till I was five-and-twenty and had possessed myself 
of a medical degree. I well remember the intense misery 
of all efforts of reading and writing, for such efforts always 
brought on frontal headache, and that severely. Field 
vision, however, caused me no trouble, even although my 
errors were considerable—namely, in each eye a_hyper- 
metropic astigmatism of 1.5 dioptres against the rule and 
a hypermetropic spherical element as well. 

We owe the testis for visual acuteness now in use to 
Professor Snellen of Utrecht. His tests are all but uni- 
versally used in all countries, and thus a standard has been 
fixed which is both convenient and reliable, although, of 
course, not absolute. Snellen’s types, as we all know, 
consist of ordinary alphabetical letters varrying in size 
with the distance at which they should be read by the 
normal healthy eye, each letter subtending for the distance 
at which it should be read an angle of five minutes. 

A considerable number of years ago Landolt substituted 
his broken ring test for letters. It is perhaps a more 
severe test than that devised by Snellen, and is one on 
which those who use it place great reliance. The circles 
in Landolt’s rings are also based on the five-minute calcu- 
lation, but unfortunately, as originally published by 
Landolt, there is only one ring for each size. That this is 
not altogether suitable is obvious. It may happen that the 
opening in the ring corresponds with a meridian that is 
approximately emmetropic and thus indicate a better visual 
acuteness than the eye really has. It is quite possible to 
have the break in the ring clearly seen although there is 
a good deal of astigmatism. Within recent years a set 
of types consisting of broken rings has been prepared for 
the Egyptian Government. For the most part there are 
several circles for each size, but the break in the ring as 
printed is either straight up or straight down, or directly 
to the right or directly to the left. In the official set of 
types which I possess the circles show defects if - these 
defects involve the vertical or horizontal meridians of the 
cornea, but may not do so if the meridians of greatest and 
of least refraction are oblique and not vertical and hori- 
zontal. For these reasons I have prepared a series of 
rings, one of each size, but each ring is capable of being 
turned by a screw at the back of the apparatus round its 
own centre. 

In testing, suppose the patient at six metres sees the 
break in the ring corresponding to 6/18, he is asked to 
look at it as it is turned and to say if the break disappears 
or if it is quite distinct all the way round. If its dis- 
tinctness remains, then the patient should be put through 
the same test with the ring corresponding to 6/12. If the 
all with the circle corres onding to 

then the circle corresponding to 6/24 shou 

The head of the patient who is being examined should 
be held in the same position all through, for an oblique 
position of the head may easily give an oblique refraction 
and that to the extent of masking an astigmatism. ‘ 


As a means of detecting the presence or absence of an 
astigmatism, the rotating dises seem to me to be of con- 
siderable service, and they are also a help in detecting 
roughly the meridians of maximum and minimum refrac- 
tion. They may even be of some use, if carefully handled 
in the measureme:ct of astigmatism, but for that purpose 
they are not equal to the fan which we also owe to Snellen, 
and which is, so far as [I can form an opinion, simply 
invaluable in the correction of an astigmatism. 
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Berore considering the medical treatment of gastric and 
duodenal ulceration as it is practised to-day it may be well 
to refer, first, to some of the essentials of the physiology 
of the stomach, and, secondly, to the little that is known 
of the causation of ulcer. 

The mucous membrane of the stomach secretes a juice 
which contains two substances of importance—pepsin and 
hydrochloric acid. Pepsin is an enzyme which, acting only 
in an acid medium, digests proteins. In this respect it is 
important, but its action is not essential to adequate 
digestion of food, as digestion of proteins is effected in the 
intestine by the action of trypsin. The main action of 
hydrochloric acid is bactericidal, but it also activates the 
pepsin, and is necessary for the production of secretin. It 
is present ordinarily in strength of from 0.1 to 0.2 per cent, 
of the secretion, rarely exceeding the latter figure. In 
normal circumstances gastric juice is secreted when the 
appetite for food is roused, during the act of eating, and 
for a little time afterwards. During fasting, however, 
secretion is almost at a standstill, and the juice becomes 
nearly neutral in reaction. During digestion, according 
to MacLean, as the production of hydrochloric acid 
diminishes there is more and more secretion of neutral 
chlorides. It cannot be too strongly impressed on the mind 
that in no concentration of hydrochloric acid which has 
ever been observed in the stomach has it any digestive 
action. This is not to say that it may not have an irritative 
action on an unprotected surface. In health a small meal 
is completely out of the stomach in two hours, a large one 
in five or six. 


CausaTION oF ULCERs. 

When we comg to consider what is known or thought of 
the origin of ulcer we find little certainty. It is not my 
intention to recount the various theories that have been 
put forward from time to time; but there is no doubt that 
if a portion of the mucous membrane of the stomach, or 
of the duodenum close to the stomach, loses its self-pro- 
tective power against the gastric juice it will be digested. 
All of us who have made post-mortem examinations some 
hours after death are familiar with the considerable degree 
of digestion which has taken place. Not only is the mucous 
membrane digested, but not infrequently the muscle is 
also attacked, so that the contents of the stomach may 
be set free into the abdomen. In this case, soon after 
death the epithelium has lost its self-protective power, 
while the juice lying in the stomach has still peptic action, 
adequate to produce digestion of some of the tissues of the 
stomach. If we assume that, from some unknown cause 
during life—and the cause is unknown—a limited area of 
epithelium loses its protective power against pepsin, then 
ulceration of that area is likely to occur. It is noteworthy 


*A few introductory paragraphs sketching the development o the 
treatment of gastric and duodenal ulceration during the past forty 
years have been omitted. 


his 

sho 
of 
bro: 
tre: 


case 
with 
hae 
deri 
to 
one 
but 
by 
rare 
cust 
weel 
most 
not 
suga 


the | 


» Ky 
may 
to e 
food 
or t 
feedi 
first 
and 
inter 
from 
patie 


| 
th 
un 
lat 
ulc 
the 
one 
ulc 
pe} 
It 
clo: 
mu 
of 
int 
the 
acl 
has 
Wol 
the 
act 
| tha 
ace 
| | sou 
| tha 
| 
tha 
put 
| gas 
ind 
thi: 
tha 
juic 
cof | of 
Case 
L 
| of 
wit! 
dep 
7 
if 
| | 


AUG. 18, 1928] 


TREATMENT OF GASTRIC AND DUODENAL ULCERATION. 


Tue B 
2 91 


that the appearance of a gastric or duodenal ulcer is quite 
unlike that of an ulcer of the ileum or- colon. In the 
latter situation severe inflammation and_ necrosis precede 
ulceration; in the former there is no evidence to suggest 
that there is any inflammation precedent to ulceration, and 
one never finds any necrotic material. It is noticeable that 
ulceration of this digestive type—now generally known as 
peptic—is never found in an area bathed in alkaline fluid. 
It only occurs in the stomach, in the duodenum (usually 
close to the-pylorus), and occasionally in the jejunum when 
a gastro-enterostomy has been done and a part of the 
mucous membrane of the jejunum is exposed to the acid 
gastric juice. It is a striking fact that trypsin, an enzyme 
of much greater proteolytic power than pepsin, does not 
appear to have any capacity to produce ulceration in the 
intestine. Acidity is found, therefore, to be essential to 
the occurrence of peptic ulceration, although hydrochloric 
acid of itself, in. any concentration that may be present, 
has certainly no digestive power. 

There are few words in medicine which have been so over- 
worked as the term “ hyperchlorhydria ’’; and few hypo- 
thetical conditions which have been credited with so much 
active mischief. We know nothing of the relation of acid 
to the formation of .uleers. We can hardly say that we 
know anything of its power of preventing the healing of 
ulcers. But as a practical fact of observation we know 
that a persistent acidity of the gastric juice is a frequent 
accompaniment of ulceration, and that it is a frequent 
source of pain when ulcers are present. We want to note 
that it is the persistence of acidity of the juice, rather 
than excess of acidity, which is the important abnornrality. 


Mopern TREATMENT. 

Professor Faber of Copenhagen, in a recent paper, has 
put forward the view that acid dyspepsia, gastritis, and 
gastric ulcer are three closely allied conditions, if not, 
indeed, different phases of the same condition. Whether 
this be true or not, the practical fact emerges in treatment 
that if we succeed in keeping the acidity of the gastric 
juice at a persistently low level, or are able to keep the 
juice alkaline, gastric ulcer does not occur, and if it has 
already occurred healing takes place. The clearest proof 
of this has recently been given by Professor MacLean and 
his colleagues at University College, London. They have 
shown, with the help of x rays, that complete healing 
of ulcers, some of them of many years’ standing, can be 
brought about by what they call the intensive alkaline 
treatment. This recovery takes place not only in acute 
cases, but also in chronic. 

Let us now face the actual problem of treating a case 
of gastric and duodenal ulcer on medical lines. It goes 
without saying that the detajls of the treatment will 
depend largely on the special features of the individual 
case. If there has been severe haemorrhage one proceeds 
with great caution and very slowly. Of the treatment of 
haemorrhage itself I will only say that morphine hypo- 
dermically and the administration of normal serum appear 
to furnish us with our best defence. After haemorrhage 
one would hesitate for a couple of days to give anything 
but ice or cold water by the mouth. Thirst may be relieved 
by saline enemata, and, if necessary—though this is 
rarely requisite—nutritive enemata may be given. The old 
custom of treating severe cases by rectal feeding for a 
week or more has properly been abandoned. And, indeed, 
most of the substances formerly given in this way were 
not absorbed at all. It may be said in brief that salt, 
sugar, and alcohol are the only substances absorbable by 
the rectum which tend to maintain strength. 


Diet iN AcUTE STaAGe. 
» Except in cases of haemorrhage feeding by the mouth 
may begin from the first. Our guiding principle in regard 
to everything to be given by the mouth is simple—give 
food which does not stimulate the secretion of gastric juice 
or the movements of the stomach. The old methods of 
feeding still hold the field—we rely on milk and eggs. At 
first | am in the habit of giving milk, or milk and cream 
and albumin water in alternate feeds at two-hourly 
intervals. The quantity of either given at a time varies 
from two to four or five ounces, according to what the 
patient can comfortably take, and to the stage of the 


disease. With fluid food of this simple kind, associated 
with the drug treatment presently to be described, and, of 
course, rest in bed, pain usually disappears in a few days. 
As soon as the pain has disappeared, .beaten-up eggs 
can be added to the diet—at first one, and soon two or 
three in the day. Food should still.-be given in small bulk 
and at intervals of not more than three hours (Lenhartz’s 
treatment in its full rigour means over-feeding, as regards 
patients in this country at least, who are easily nauseated 
by a large number of eggs or by raw food). ‘In the second 
week bread-and-butter and biscuits, such as cracknels 
(which cannot be swallowed unless well chewed) may be 
added gradually. Also soft milk foods, such as blancmange 
and well-boiled tapioca, and, later, rice may be added. 
Acids, jellies, soups, and meat extracts are better avoided, 
as they tend to excite gastric secretion. In the third 
week light steamed fish and boiled chicken come into the 
diet. In the fourth week mutton and light meats generally 
can be taken, and thereafter the diet becomes very liberal. 


GENERAL TREATMENT. 

In cases that have been severe the patient is kept in 
bed until the end of the fourth week, and return to norma! 
activity is gradual. In duodenal ulcer one can usually 
proceed more rapidly as regards food than in gastric 
ulcer. During the whole course of treatment close atten- 
tion to the condition of the bowels is required. Phenol- 
phthalein is convenient and pleasant in the early stages, 
and, in the later, olive oil, liquid paraffin, and agar jelly— 
that is to say, the lubricant aperients are better than the 
irritating. The mouth wants careful attention. In all 
cases where a patient is receiving only liquid or soft food 
careful toilet of tae mouth by the nurse is required. 
A mild stimulant antiseptic mouth-wash should be ordered, 
and the nurse should cleanse the whole of the mouth with 
this several times a day. Over and above this, however, 
the condition of the teeth—or rather of the gums—is all- 
important. Caries has little effect on these conditions 
except in so far as it interferes with adequate mastication ; 
but pyerrhoea in any of its stages—and only its more 
severe stages show pus—probably has a direct action on 
the production and maintenance of ulceration. Whether 


. this is produced by a direct carriage of septic material to 


the stomach in swallowing, or in some other way, we 
‘annot say. Dental help must be obtained to have the 
teeth thoroughly cleaned, and further improvement will be 
obtained by regular massage of the gums and by the use 
of an autogenous streptococcal vaccine. When the patient 
is strong enough to stand the operation it may be necessary 
to have some of the more seriously affected teeth extracted. 


Deve TREATMENT. 

It remains to speak of the drugs that will help in treat- 
ment, and in regard to this the same principles apply 
both in the active stage and subsequently. For generations 
we have relied on what were vaguely called gastric seda- 
tives—bismuth, soda, hydrocyanic acid, and morphine in 
the early stages to relieve pain. These have been given on 
empirical grounds, and there is every reason to believe 
that they were useful. It is, however, necessary for us to 
inquire in what way they are effective. Two conditions 
above all others tend to prevent healing of ulcers—active 
movements of the stomach and the presence of acid 
gastric juice. Whether the acidity itself is merely irritat- 
ing, and likely therefore to cause active movement, or 
whether it is that the pepsin is kept active by a constant 
acidity, we do not know, but we do know as a clinical 
fact that every measure which diminishes movements and 
acidity helps towards the healing of ulceration. 

It will be seen that the whole of the treatment which 
lL have been so far describing is based on these general 
principles. We have kept the patient in bed, and we have 
been careful, so far as we were able, to give only such 
food as would excite neither movement nor secretion. In 
the matter of drugs we must proceed more actively. It is 
true that it is not always necessary to give anything in- 
tended to allay the movements of the stomach, for we 
refrain from giving anything exciting, and if we give 
food only in small quantities, then the gastric movements 
will be reduced to a minimum. As regards secretion the 
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matter is different. Remembering that pepsin can only act 
in an acid medium, and that hydrochloric acid may itself 
be directly irritating to an ulcer, we must endeavour to 
inhibit the activities of both these substances at one stroke 
—by rendering and maintaining the gastric juice al':aline. 

Bread soda has been for generations a traditional remedy 
for all kinds of dyspepsia, including, no doubt, many 
cases of unrecognized ulceration. Sippy gave it a more 
definite position in the treatment of ulcerative conditions. 
But the mistake up till recently has been in giving alkali 
in such smal] doses as to be comparatively inefficacious. 
MacLean states that small doses of alkali may only increase 
the acidity of the stomach by exciting an acid secretion. 
He holds that the alkali must be given in such quantities 
as to maintain a perpetually alkaline reaction in the 
gastric contents. In this attempt we have a choice of 
various substances. I have already mentioned bread soda. 
It has the advantage of being easily soluble and diffusible, 
but the corresponding disadvantage of being readily absorb- 
able and therefore temporary in its action. More stable, 
and therefore more persistent in its action, is bismuth 
carbonate, which, however, has the drawback of being 
rather constipating. Intermediate between the two, and 
definitely laxative in action,is heavy magnesium carbonate. 
Sodium citrate is another convenient and pleasant form of 
administering alkali. There is no need to enumerate other 
alkalis. By a combination of two or three of these salts, 
varied according to the needs of the case, we can generally 
keep the gastric juice under control. I have been in the 
habit for some time of giving doses of 20 grains of sodium 
bicarbonate with 10 grains of heavy magnesium carbonate, 
and I have rarely found it too laxative. It is a definite 
advantage that it is laxative, as thereby the necessity of 
giving other aperients is avoided. MacLean recommends 
a combination of one part of sodium bicarbonate and 
two parts each of magnesium carbonate and bismuth 
oxycarbonate. In any case one may vary the combination 
of the drugs used according to the results they produce— 
(1) in the relief of symptoms, and (2) in their effect on the 
bowels. 

Apart from the alkalis there are one or two othér drugs 
which have a definite effect of diminishing the secretion 
of the stomach and its movements, belladonna being the 
most important. We can often do without it, but I have 
met cases in which alkalis did not give the desired relief 
from symptoms, and in which belladonna has been rapidly 
effective. It is only rarely that doses greater than 
5 minims of the tincture-three or four times a day have 
to be given, but 10 minims may be given for a brief 
period if thought necessary. A patient taking belladonna, 
however, should be kept under frequent observation, and 
sheuld be warned of the first symptoms of poisoning, and 
ordered to stop it if they appear. 

Oils and fat have a definite inhibitory effect on gastric 
secretion, but this effect is almost negligible unless they 
are taken on an empty stomach. A tablespoonful of olive 
oil, with or without 20 grains of heavy magnesia mixed up 
in it, taken midway between meals, will keep many people 
comfortable. In cases where olive oil cannot be taken, 
cream may be given, as it is almost as useful. The time 
at which medicine is administered is important; it is 
governed by the time of occurrence of pain and discomfort 
in relation to food. Some patients with gastric ulcer suffer 
from pain which comes on twenty minutes or half an hour 
after taking food; in such cases the medicine should be 
given within a few minutes of taking food. In other cases 
of gastric ulcer, and in nearly all cases of duodenal ulcer, 
the pain comes on later, often only when the stomach 
should be empty and when hunger should be reappearing. 
In these the medicine should be administered ene to two 
hours after food—that is to say, a quarter of an hour or so 
before the period at which discomfort usually appears. 
Many people suffer from discomfort at night, and special 
precautions must be taken to prevent this. A fairly big 
dose of alkali should be taken as the last thing when going 
to bed. One or two more powders, with a convenient supply 
of water, should be within reach of the patient. If he 
awakens at all in the middle of the night then he should 
take one of the powders. On waking in the morning 
it is often necessary to take another, 


Wuar to Avorn. 

The negative treatment is as important as the positive, 
The patient must avoid all substances, whether as food or 
otherwise, which excite gastric secretion or gastric move- 
ment. We are now discussing not only his conduct during 
convalescence, but his rule of life for some time after 
the ulcer has been cured. While there is any discomfort 
at all alcohol must be strictly forbidden. Subsequently, 
only the lightest wines are to be taken, and in strict 
moderation. 1 have known several relapses féllowing on 
the ingestion of little more than a liqueur glass of whisky 
taken neat. Spirits of all sorts must be abandoned. Wines 
with low acidity are less exciting than the more acid wines, 
Some people can take beer or stout without discomfort, but 
others cannot, and in any case the quantity taken should 
be of the smallest. Just as injurious as alcohol is tobacco. 
It has been for many years a clinical observation that 
tobacco smoking causes acid dyspepsia, and some writers 
hold that it is an important factor in the production of 
duodenal ulcer. Nicotine, although it ordinarily diminishes 
the appetite, increases not only salivary, but gastric secre- 
tion. No doubt this is followed by subsequent inhibition. 
As Dixon puts it, there is salivation during smoking and 
a dry mouth the following day; what holds of the saliva 
holds also of the gastric juice. But nicotine has a further 
action in that it increases the muscular movements of the 
stomach and bowel after a brief inhibition. People vary 
greatly in their reaction to tobacco. Some acquire a 
strong immunity to it, and show-no digestive disturbances 
as the result of its use. Others are more sensitive and 


easily suffer from acidity, and from a return of the sym- 


ptoms associated with ulceration. In such cases we must 
study the reaction of the patient to tobacco, but in all 
cases we must warn against immoderate smoking. Since 
nicotine is the only active principle of any importance in 
tobacco, it is curious that cigarette smoking appears to be 
more injurious to the stomach than pipe or cigar smoking. 
This is often explained as being due to the fact that 
inhalation is more frequently practised by cigarette 
smokers. But I have frequently seen severe discomfort 


‘induced by cigarettes in those who do not inhale. It is 
- quite likely that the heavy cigarette smoker really absorbs 


more nicotine in a day than the pipe smoker, and, more- 


over, he is likely to smoke at more irregular and unsuit- 


able times. Smoking does less harm if done immediately 
after a meal, and it should be altogether avoided when 
the stomach is empty. 


Diet AFTER THE ACTIVE STAGE. 
Finally, we have to consider the diet to be observed for 


‘at least a year after symptoms have disappeared. In the 


first place we must continue our practice of giving food 


at frequent intervals, and the patient should never be 


allowed to remain with an empty stomach or to feel 
hungry. If it is difficult to arrange meals frequently 
enough he may carry a few biscuits in his pocket and 
break his fast therewith. As regards food, it is easier to 
enumerate the prohibitions than the permissions, for the 
diet allowed my be thoroughly liberal. The following 
classes of food should be definitely excluded: 


1. All highly spiced foods; also condiments such as_ 


mustard and pepper in any quantity. 

2. Acid foods, such as pickles or other food in vinegar, 
and acid fruits. 

3. All foods which are likely to leave a solid residue per- 
sisting in the stomach. The worst of this class are raisins 
and currants, the skins of which lie long in the stomach, 
also such vegetables as lettuce, and green vegetables 
generally. 

4. Very hard foods such as nuts. 

5. Meat extracts and soups, which stimulate the secretion 
of gastric juice. 

6. Very sweet food. 

On the other hand, meat, both fat and lean, may be 
given in moderate quantity, cream and butter freely, 
bread-and-butter, toast, and biscuits in ordinary quantities. 
In most cases brown bread, rough biscuits, and porridge 
can be taken without harm, but the effects must be watched 
in each case. After gastric ulcer more caution is needed 
than after duodenal ulcer, and it may be necessary to givé 


THE 
stat 
trea 
Roy 
to 
thei 
so t 
veal 
214- 
fii 
corr 
surg 
firm 
supp 
of tl 

Tl 
eons 
CUSeS 
alloy 
Kwa 

duod 
this 
lutel 
of d 
dive 


4 = —— 
sof 
mu 
It 
wit 
At 
tre 
in 
the 
— 
for 
the 
die 
| ] 
an 
thi 
| i Ap 
ope 
4 am 
be 
ap} 
TE me 
dis 
un 
ind 
7 | tha 
nec 
in 
hin 
4 sur 
to 
mu 
req 
obj 
rat 
pat 
| 
( 
| 


AUG. 18, 1928] 


STATISTICS OF GASTRIC AND DUODENAL ULCER, 


softer food for some time. In every case individual care 
must be given and each food treated as an experiment. 
It is clear that the intelligent co-operation of the patient 
is of the utmost help, and he should be taught to observe 
with care the foods which cause him any inconvenience. 
At the end of two years from the cessation of symptoms 
treatment by medicines may cease and a greater freedom 
in diet be permitted. 

Treatment along these lines gives satisfactory results in 
the great majority of cases. It is sometimes objected that 
the time of treatment is long. This is true, but, except 
for a period of from one to three months at the beginning, 
the patient is going about freely and is enjoying a liberal 
diet. 


SurGery. 

It may be asked whether surgery is no longer to play 
any part in the treatment of peptic ulceration. I do not 
think that we have vet arrived at so desirable a position. 
Apart from such acute emergencies as perforation, in which 
almost the whole chance of survival depends on speedy 
operation, such conditions as pyloric stenosis are only 
amenable to surgical aid (one must be careful, however, to 
be sure that there is pyloric stenosis, for many cases that 
appear to be such clear up admirably under medical treat- 
ment). Again, where there are adhesions causing pain and 
discomfort it may be necessary to operate; but, for 
uncomplicated ulcer, is operation necessary? I think the 
indications for operation will in future be social rather 
than clinico-pathological. An uneducated or unintelligent 
patient will neglect to follow the careful regime that is 
necessary for the success of medical treatment. A patient 
in poor circumstances will find himself unable to provide 
himself with what is required. In these cases I think 
surgery offers a better prospect. It is necessary, however, 
to say that if surgery is to get its best results operation 
must be followed by care nearly as meticulous as_ that 
required for purely medical treatment. It is not my 
object to put medicine and surgery in competition, but 
rather to try to place .before you a statement of what a 
patient may nowadays expect from medical treatment. 


A STATISTICAL REVIEW OF GASTRIC AND 
DUODENAL ULCER. 


DAVID SMITH, M.D., F.R.F.P.S.Gtras., 


HONORARY ASSISTANT PHYSICIAN, ROYAL INFIRMARY, GLASGOW. 


Tue purpose of this paper is to give the results of a 
statistical inquiry into cases of gastric and duodenal ulcers 
treated in Professor Walter K. Hunter’s wards in the 
Royal Infirmary, Glasgow. The records of patients admitted 
to hospital in the decade 1913-22 have been examined and 
their after-histories followed up. This was done in 1927, 
so that the follow-up comprises histories of five to fifteen 
years’ duration. The total number of cases considered is 
214—96 male and 118 female. In a survey of this kind the 
difficulty which arises is one of diagnosis, the undoubted 
correctness of which is almost impossible to establish. The 
surgeon and pathologist alone can give us absolute con- 
firmation. The physician deals with the clinical aspect, 
supplemented by x-ray examination and chemical analysis 
of the stomach contents after a test meal. 

The cases taken in this review are those which have been 
considered clinically, radiologically, and chemically to be 
cases of chronic ulceration. The period of survey did not 
allow of fractional analysis being considered, as the older 
“wald test meal method was then in use. 

1 have, on the whole, not attempted to differentiate 
duodenal and gastric ulcers, for | am of opinion that while 
this is possible in extreme cases, it is almost, if not ahso- 
lutely, impossible in others. This view of the difficulty 
of differentiation is upheld when one studies the widely 
divergent statistics of the incidence of duodenal and gastric 


ulcers as compiled by different clinicians and pathologists. 
Even the surgeon at times finds difficulty in deciding 
whether an ulcer is duodenal or gastric. His landmark is 
the pyloric vein, and, like all veins, this is not infrequently 
aberrant. 


Hospitat INCIDENCE. 

The term “ hospital incidence ’’ has been used because 
in arriving at a percentage we have to bear in mind that 
we are dealing with patients from a very selected portion 
of the population, who are more or less considered to 
be seriously ill and are admitted to hospital wards. The 
incidence from such a source is necessarily high. In the 
following table of in-patients and out-patients this is made 
clear, although we must still remember that the incidence, 
as shown both by in-patients and out-patients, is that of a 
Selected proportion of the population—namely, the work- 
ing and poorer classes. 

Table I gives the incidence with regard to patients 
admitted to the wards and that of patients attending 
my own out-patient department at the Royal Infirmary, 
Glasgow, during a period of five years—1919-24. The ont- 
patients are included for comparison only, and none of these 
cases comes within the scope of this review. In all per- 
centages estimated in this paper the figure is taken to the 
nearest whole number in order to simplify comparison. 


TABLE I. 

Gastro- 

| Duodenal Gastric  dnodena! 
| lleers. Uleors. | Cases otuer 

Se Total | than Ulcer 
| | } 
low Per | Per Per Per 
| No. | Per NO. | cent. No. cent. * cent 


IN-PATIENTS 
Male... ...| 2,507 | 235 


Female | 2,374 


| 
| 330 56 | 2 | 62 3 | a2) 9 
| 
| 
OvT-PATIENTS: 
Male... 3,20 | 312 10 | 33 | 1 | 16 | 05 | 23) 8 
Female ... 5,789 | 625 os | 2 | 9 


If we analyse the above table it is seen that there is very 
little percentage difference in ward and out-patient depart- 
ment cases showing gastro-duodenal illnesses, but there is 
a marked difference in the percentage of duodenal and 
gastric ulcers in both sexes. In taking a rough estimate of 
a five years’ period (1919-24) in an upper middle-class 
general practice I find that the clinical incidence of duo- 
denal and gastric ulcer falls below 1 per cent. in both classes 
and in both sexes. It seems, therefore, that if we judge by 
hospital ward records alone our estimate of the incidence 
is much too high. If hospital necropsy records are examined 
the same high incidence prevails, because the necrspsies 
are undertaken where there is a preceding high incidence 
of serious illness. The relative frequency of duodenal to 
gastric ulcers as found at necropsy has been fully worked 
out by Stewart! on 602 necropsies, where he gives the per- 
centages as duodenal 6.8, gastric 5.15, and also by Hart,? 
whose figures are duodenal 4.6, gastric 7.13. I think, 
clinically, we must accept figures which are much lower if 
we are to arrive at an estimate of the incidence in the 
general population. 


Some Factors. 

T do not intend going minutely into the etiology of 
duodenal and gastric ulceration, but will give some of the 
data which have been obtained from the survey of the 214 
hospital ward cases. 

Age.—-It is obviously difficult to assess this etiological 
factor with any degree of accuracy. The age of the patient 
when admitted to hospital must not be taken, becatse 
there is generally a comparatively long history to be con- 
sidered. Even in carefully recorded clinical histories it is 
impossible to say that we have elicited the very first 
symptoms of onset, and, even if we have, the ulcer may 
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have been there without symptoms. For statistical purposes 
I have taken the age at the onset of symptoms, 


Taste II.—Age at Onsct of Symptoms. 


Decade. Males, Females. Total. 

30-40 20 cee 51 
40-50 54 
17 
60-70 12 
Over 70 1 


These figures agree more or less with those of other observers 
—for example, Fenwick,’ C. F. Martin,‘ and Willigk and 
Miquel.* 

Occupation.—I can find no statistical evidence to support 
the general view that cooks, domestic servants, and glass 
and porcelain workers show a proclivity to chronic ulcer. 
The occupations in this series of cases were extremely 
varied, the incidence being highest amongst miners, but this 
is explained by the fact that the patients in the Glasgow 
Royal Infirmary are largely drawn from a mining area. 

Alcohol.—In 28 male and 6 female cases there was a 
history of alcoholism (16 per cent.), but such a percentage 
is no higher than obtains in other diseases. Other observers 
have found much higher percentages, particularly Tourette,*® 
who puts the figure at 55.5 per cent. Alcoholism is cer- 
tainly a factor in preventing the healing of an ulcer once 
formed, but whether it is more than a predisposing cause 
in its production is doubtful. 

Trauma.—It may be accepted that internal injuries to 
the stomach mucosa predispose to the formation of an 
ulcer, and in such a category I include injuries infticted 
by chemical poisons and irritating articles of diet, but the 
statistical information given here more concerns external 
trauma. In this series there was a history of definite 
epigastric injury in 10 males (10.4 per cent.) and 9 females 
(7.6 per cent.), and the onset of symptoms developed 
immediately after the injury. Bolton’ considers the con- 
dition rare, but a percentage of 7-10 can hardly be con- 
sidered rare. It can be argued certainly that the ulcer 
was there previously, but clinically we must accept clinical 
facts. The view that trauma has a place in etiology is 
upheld by Fenwick.* 

Heredity.—Unlike most other writers I am inclined to 
believe that heredity plays a part in the production of 
ulcer, but suggest that it is hereditary habits rather than 
hereditary tendencies which determine the ulcer. There 
were 8 male patients (8.4 per cent.) and 15 female patients 
(12.7 per cent.) who gave a history of ulcer in one or both 
parents, and in all these cases one or more brothers or 
sisters were similarly affected. 

Diet.—That certain types of diet may cause or predispose 
to the production of a chronic ulcer is indisputable, but 
more important than the type of diet is, 1 think, the 
regularity with which meals are taken. One generally 
finds that patients with a chronic ulcer give histories of 
irregularity of meals, which as a rule are hurriedly taken 
under bad conditions and in uncongenial surroundings : 
75 male patients (78 per cent.) gave histories of hurried 
meals at irregular hours, and 35 of them (36 per cent.) had 
to carry meals to their work; 70 female patients (59 per 
cent.) gave similar histories, and 30 of them (25 per cent.) 
had to partake of carried meals. 

Tecth.—The condition of the teeth influences many dis- 
eases, but in the production of chronic ulcer decayed teeth 
are a potent factor, and statistical evidence upholds this 
view. Whether it is the septic condition of the mouth or 
the consequent lack of mastication it is difficult, or im- 
possible, to state. The condition of the teeth in this series 
was as shown in Table THI. 


TABLE III. 
Male. Female. 
Condition. 
Number. Percentage. Number. Percentage. 
13 76 92 78 
ae 3 3 6 - 5 
Good ... ia 29 21 2) 17 


Syphilis.—Many French authors hold that practically all 
ulcers are syphilitic, but, in this country at any rate, this 
statement cannot be accepted. In this present series a 
positive Wassermann reaction was obtained in 8 males 
(8.4 per cent.) and 2 females (1.7 per cent.). That syphilis 
undermines the health and, like other lowering diseases, 
renders the patient more vulnerable to illnesses of all kinds 
can hardly be gainsaid, but it cannot be considered a cause 
of chronic ulcer, and even a positive Wassermann reaction 
does not necessarily mean that the ulcer is syphilitic. That 
syphilis of the stomach does exist is undoubted, as McNee® 
has shown pathologically, and as I'° have recorded clinically. 

Infections.—There is no evidence that any one infectious 
or septic disease more than another causes chronic ulcer, 
In this series nearly all these diseases were present in one 
patient or another, the greatest percentage (7.8 per cent.) 
recording a serious influenza. One noteworthy point is 
that most of the patients (74 per cent.) had suffered from 
a severe infectious or septic disease a short time before 
the onset of gastric or duodenal symptoms. I refer to such 
diseases as small-pox, enteric fever, typhus, influenza, 
malaria, appendicitis, parotitis, and periostitis. From this 
it is quite a plausible inference that the local infection of 
the gastric or duodenal mucosa was the result of one of 
theso diseases. 

Other Diseases.—Many other diseases are recorded in 
the histories—as, for example, nephritis, bronchitis, and 
asthma—but they are, [ am sure, of little or no etiological 
significance. The consideration of anaemia has been left 
out purposely, because it is impossible to decide whether 
the anaemia is cause or effect. The same is true of con- 
stipation. There is no doubt, however, that anaemia and 
constipation influence the course of the disease. 


Some OBSERVATIONS ON SYMPTOMATOLOGY. 

This is not intended to be an exhaustive communication 
regarding the symptoms of gastric and duodenal ulceration, 
but merely the percentage incidence of the more cardinal 
symptoms. 

Pain.—Of all the symptoms of chronic ulcer of the 
stomach and duodenum this is the most important. The 
degree of pain matters little, and the description of it still 
less. Mild pain creating little general disturbance is as 
common as agonizing pain which renders the patient unfit. 
The sensation of pain is variously described as stabbing, 
gnawing, stinging, aching, sharp, burning, tearing, cramp- 
like, dull, heavy, grinding, screwing. The all-important 
point with regard to pain is its periodicity, and this was 
noted in 93 per cent. of the total male cases, and in $2 per 
cent. of the total female cases. Sometimes complaint of 
constant pain is made, and it is in such cases that a 
careful scrutiny of the whole clinical history must be made 
to elicit whether or not constant pain was preceded by 
periodic pain. Equal care must be taken in investigating 
pain in the back. In such cases the pain has altered in 
character by reason of adhesions to surrounding structures 
at the site of the ulcer. These facts are elaborated by 
Moynihan,'! whp describes the sequence of pain in gastric 
ulcer as food, relief, pain, relief, and in duodenal ulcer 
as food, relief, pain. This is probably not true in every 
case, because the duodenal type is simulated by ulcers of 
the lesser curvature and sometimes of the pyloric antrum. 
Rosenthal’? holds that hunger pain is present in about 
50 per cent. of lesser curvature ulcers, 

Vomiting.—Next to pain this is, according to percentage 
incidence, the most important symptom in gastric ulcer, 
but not of so great importance in duodenal ulcer. Here also 
the history has to be carefully examined, and to be of 
diagnostic value the vomiting must bear relationship to the 
pain, if present, or to the taking of food. The typical 
history is that vomiting takes place at the crisis of pain, 
which is thereby relieved. Vomiting was complained of 
in 81 per cent. of male cases and in 85 per cent. of female 
cases diagnosed as gastric ulcer. This is only slightly less 
than Broster'* records—namely, 88 per cent. In duodenal 
ulcer a very different state of affairs obtains, and vomiting 
was present in only 16 per cent. of male cases and 29 per 
cent. of female cases. Broster'* does not give the incidence 
in duodenal ulcer, but states the incidence collectively with 
non-ulcer cases as 50 per cent., and remarks that Walton’s 
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observations record only 8 per cent. of duodenal ulcer cases 
which show vomiting. | 

Haemorrhage.—The vomitus may contain blood admixed 
with the gastric contents, either in small quantities or as 
frank haemorrhage. In this series blood in the vomitus 
was found in 35 per cent. of male cases and 66 per cent. of 
female cases, and was confined to gastric ulceration only. 
This is higher than the observations of Crohn,'* who states 
that roughly one-third of the patients vomit blood. The 
percentage of cases showing haematemesis varies greatly in 
the records of different observers, and I think this is due 
to a differing interpretation of the word. If we accept 
haematemesis as meaning the vomiting of blood, then the 
percentage given above is what is required, but if we 
interpret haematemesis as the presence of frank bleeding 
from the stomach with vomiting, then the figures have to be 
revised to 29 per cent. of male cases and 52 per cent. of 
female cases. As already stated, this symptom was present 
in gastric ulceration only. This is somewhat higher than 
the figure recorded by Broster'*—namely, 30 per cent. A 
point worthy of note is that in the male cases haematemesis - 
occurred irrespective of age, while in the female group 
there was a marked proclivity to it at or about the 
menopause. 

Melaena.—Melaena is not a common symptom of gastric 
ulcer, as it only occurred in 10 per cent. of male and 13 per 
cent. of female cases. In duodenal ulcer the percentages 
were found to be 55 in males and 57 in females. This is 
higher than Broster’s'® figures, which work out at a per- 
centage of 9.8 in gastric ulcer and 21.2 in duodenal ulcer. 
These figures would be somewhat higher if cases of doubtful 
melaena were included. Rehfus'® considers that the number 
of haemorrhages from duodenal ulcers is comparatively 
small, and in his opinion Moynihan’s'* percentage of 70.6 
is very much too high. The diversity of views as to what 
constitutes melaena may be responsible for the widely 
differing percentages recorded. 

Periodicity.—The periodicity of pain with regard to meals 
has already been mentioned, but equally important is the 
periodicity of attacks of gastric and duodenal disturbance. 
This is common to almost all the histories and need not be 
given in percentages. Short attacks of ill health separated 
by long periods of well-being gradually give place to long 
spells of ill health and shorter periods of well-being, until 
the patient becomes more or less always ill. 

Many other important symptoms and signs come into the 
diagnosis of gastric and duodenal ulceration, but it is of 
little importance to classify them statistically, so they have 
been purposely excluded from this review, which is primarily 
a statistical one. 


Arrer-History or Ait Cases. 

Considerable time has been spent in getting in touch 
with the patients who were treated in the wards, but by 
writing, personal visitation to their homes, and communica- 
tions with their doctors, I have succeeded in following up 
all the female cases and 90 of the 96 male cases. In many 
of the tables which follow the word ‘ cure ”’ is used. 1 am 
. fully aware-of the criticism which may be levelled at this 
choice of a word, so I will define my meaning. ‘‘ Cure ”’ 
means the disappearance of gastric or duodenal symptoms, 
and the return of the patient to a state of well-being, 
maintained in this series over a period of five to fifteen 
years. If one takes the hospital ward records immediately 
aftér treatment a very erroneous conclusion is arrived at. 


1 even realize that a period of five to fifteen years is 
inadequate in some cases to record a cure, as recurrences 
not infrequently take place after intervals of well-being 
extending over such a period. As long as the patient 
lives one must realize the possibility of recurrence. In 
compiling statistics of cure the shorter the period after 
treatment the better the results will appear. 

The following table gives the immediate results of treat- 
ment and the state of health of the patients when they 
left hospital, and includes both gastric and duodenal 
ulceration, 


TABLE IV. 
Males. Females 
State of Health. 
Number.) Percentage. |Number.| Percentage. 
Cured .., 64 67 89 7% 
Improved 21 22 17 4 
Failures 3 3 3 2.5 
Irregular dismissals 6 6 2.5 
Deaths 2 2 5 


From this table it is seen that the majority of patients 
left hospital cured or improved. The average period of 
treatment extended to forty-three days. These results 
correspond more or less with the figures given by Leube'’ 
in a series of 424 cases. In later statistics'* of 627 cases 
he shows a higher percentage of cures—namely, 90 per cent. 

If the foregoing table is more critically dealt with in 
respect of the duration of symptoms prior to the patients 
coming under medical treatment, we get a better idea of 
cure in relation to chronicity of symptoms. 

it is clear from the figures given in Table V that the 
immediate result of medical treatment is extremely good, 
especially if the symptoms have not been present for more 
than one year (Group 1). It is, however, into Group It 
that most of this series fall, and there is a distinctly 
smaller percentage of ‘‘ cured ’’ cases. In Group III the 
total number of cases is small, but it has to be noted that 
the percentage of cases “‘cured’’ has fallen to a very 
low level indeed. It is to be noted that the ‘‘ improved ”’ 
percentage rises as the ‘‘ cured ’’ percentage falls, except 
in the case of the males in Group III. I attribute this to 
the fact that more male patients seek operation than female 
patients, and consequently in the column of “ failures ”’ in 
Group If there is a high percentage of male ‘“ failures.”’ 
This is due to the larger number of male cases going to 
the surgeon,-and I have considered them as “ failures ”’ 
because, strictly speaking, a case which is operated on is 
a medical failure. I have considered irregular dismissals 
and have not eliminated them when calculating percentages 
because I think a more accurate figure is thus arrived at. 
One of the most striking observations is the ‘‘ deaths ”’ 
column, which shows that the shorter the history the 
greater the percentage of deaths. This is explained by 
the fact that profound haematemesis is liable to occur in 
the more acute cases and so cause a higher death rate, 
but I am also of opinion that cases which show active 
haemorrhage have a distinct tendency to heal quickly, and 
this to some extent explains the high percentage of 


“cured ’’ cases in Group I. 


TABLE V. 
Cured. Improved. Failures. Irregular Dismissals. Deaths. 
Percent- Percent- | number. | Petee@t | number. | Pereemt- | number, | Pereent- 
Duration of Symptoms. Number. age Number. age age. age. ane. 
I. Less than one year: 30; 25 % 83 84 1 2 3 5 0 0 0 0 2 0 7 0 2; 5 7 ll 
male, 43 female 
II. One to ten years: 58 male,| 37 50 64 79 18 10 31 16 1 1 2 2 2 1 3 2 0 1 0 2 
63 female 
II. Over ten years: 8 male,| 2 3 25 25 2 5 25 42 2 2 25 17 2 2 25 17 0 0 0 0 
12 female 
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Nielsen!®? has made observations on the result of treat- 
ment in relation to duration of symptoms, and compiles 
them as follows. 


TABLE VI. 
Unimproved 
Duration of Symptoms. Cured. | Improved. or Operated 
upon. 
I. Less than one year... de 93 7 _ 
II. One to ten years ... 63 17 20 
III. Over ten years... ... a 40 5 25 35 


Although he has not differentiated the sexes, or included 
deaths, the figures in the main agree with this series, 

It is of interest to review at this stage the condition of 
patients at the end of a 5-15 year period, and for that 
purpose I have compiled the results in much the same 
manner as in Table IV. All cases which have been treated 
surgically after discharge from hospital are included in 
‘* failures,’’ and some of the deaths have followed surgical 
intervention. The percentages are calculated on the 
original number of cases. 


TABLE VII. 
Males. Females. 
State of Health. | 
Number. Percentage. .Number. Percentage. 
Cured... ... 28 29 47 40 
Improved .. 14 15 24 20 
Failures Kit) 31 29 25 
Lost trace of ra ad 6 6 0 0 
Teaths 18 19 18 15 


If Tables IV and VII are compared it will be observed 
that the immediate results are much more encouraging 
than the late results, and that many of the ‘ cured ”’ and 
‘‘ improved ”’ patients in the former table find themselves 
among the ‘‘ failures’ in the latter. This conclusion has 
been arrived at by other observers. Russell*® reports on a 
series of cases two to three years -after treatment, and 
records 27.7 per cent. cured and 14.9 per cent. improved. 
In France Delmasure?! finds the percentage even lower— 
namely, 14 per cent. well, 23 per cent. improved, 29 per 
cent. recurrences, 25 per cent, operated upon. Forman,?? 
in a gastric ulcer series, five to thirteen years after, records 
22 per cent. cured, 20 per cent. improved. 

I have not compiled any table to compare with Table V 
because it is evident that the greatest number of patients 
who remain cured come from Group I—that is, where 
symptoms have been present for less than one year. 

Although this paper is primarily intended to show the 
after-results of medical treatment, it is interesting to 
dissociate cases treated surgically from those treated 
medically. In this series the number of cases treated by 
the surgeon is much too small to allow of any definite 
conclusion being drawn. It has also to be remembered that 
= cases which have gone to the surgeon are medical 
ailures. 


TaBLe VIII. 


23 male and 9 female surgical cases, and 67 male and 
109 female medical cases respectively, 


TABLE IX, 
Surgical. Medical. 
Male. Female. Male. Female. 
State of Health. 

per Per Per Per 
No- | cent. | N° | cent. | X® | cent. | NX | cent. 

Cured «| & 44 4 45 28 42 47 43 
Improved ... 2 9 1 ll 14 21 24 22 
Failures... 4 17 2 22 14 21 22 20 
Deaths ae 7 20 2 22 ll 16 16 15 


These figures show very little percentage difference except 
that in the medical group there are more cases improved 
and fewer deaths. The majority of surgeons show a much 
better percentage of cures, but they deal with series of 
cases not confined to medical failures, and in most 
instances a more immediate survey of post-operative results, 
Paterson®* shows excellent post-operative results over a 
1-10 year period, but in the lifetime of a gastric patient 
a decade is a short space of time. 


Condition of the Patients with regard to Work, 
I have here calculated the percentage on the original 
number of patients treated surgically and medically. 


TABLE X. 
Surgical. Medical. 
| 
Males. | Females. Males. | Females. 


™ Per Per | wz Per | w Per 
No. | cent.| |cent.} |eent.| | cent. 


Cant to return to any; 4 17 2 22 14 21 21 19 

wor 

Returned to work but gave; 3 13 1 ll 11 16 13 12 
up or changed to lighter 
occupation 

Returned to original occu-| 9 39 4 44 31 46 59 54 
pation 


The capability of returning to work in the case of women 
was in many cases estimated by their ability to return 
to their ordinary household duties, such as washing, 
scrubbing, etc. Where they found it necessary to get 
outside help for rough work they were considered to have 
changed to a lighter occupation, and when they could not 
do light household dusting, washing dishes, etc., they were 
considered as unfit for any work, 

It will be seen that the percentage of cases able to 
return to their original occupation is more or less com- 
parable with the percentage of patients remaining 
‘** cured,” and the percentage of patients unable to return 
to any work is very similar to the percentage of patients 
whose symptoms are progressive. 


Readmission to Hospital. 
Many patients gave a history of having had to seek 
further medical advies for their gastric condition, but the 


following percentages were readmitted to hospital (any 


hospital) for further medical treatment. No patient was 
readmitted to hospital for further surgical treatment, but 
cases previously treated surgically were readmitted for 
medical treatment. 


| 
Lost trace of. |Treated Surgically. \Treated Medically. 
Sex. P | 
ercen 
Males... ... 6 6 23 24 67 | 70 
Females ... 9 8 109 92 


The following table indicates the after-res 


and medical cases, 


ults of surgical 
and the percentages are eoed, on 


TABLE XI. 
Surgical. Medical. 
Male. Female. Male. Female. 
* Per Per Per Per 
No. | cent.| N°- | cent.| | cent.| | cent. 
Readmitted to any hospital | 2 9 3 33 14 21 26 24 
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From the above table it will be seen that if we take 
the readmissions of both sexes the percentage of surgical 
cases readmitted is about equal to that of the medical 
cases, 

The two male patients who had been surgically treated 
were readmitted for medical treatment on account of the 
recurrence of symptoms one and four years respectively 
after operation. One female patient who had been treated 
surgically was readmitted three times for recurrence of 
symptoms which developed one and a half years after opera- 
tion. The remaining two female patients who had been 
surgically treated were readmitted owing to haematemesis 
two and five years afterwards respectively. Both of these 
patients were readmitted on several occasions, Of the 
14 male patients who had been treated medically, 
9 were readmitted for recurrence of symptoms one to 
five vears afterwards, and 5 for haematemesis two to 
twelve years afterwards. Of the 26 female patients who 
had been treated’ medically, 16 were readmitted for recur- 
rence of symptoms one to four years afterwards, and 10 
were readmitted for haematemesis one and a half to ten 
years afterwards. Almost all the cases were readmitted on 
more than one occasion. All patients who were readmitted 
for treatment gave previous histories of many years’ 
standing. 

Deaths. 

Tn this series there were 36 deaths, distributed as shown 
in the following table. The percentage is calculated on the 
total number of cases treated. 


TABLE XII. 

Surgical. Medical. Percentage. 

Cause of Death. 

Male. | Female.| Male. | Female. | he a 
Post-operative collapse 4 2 _ _ 28 
Perforation 3 3 2.8 
Carcinoma ... 1 4 23 
Cardiac failure... 3 1.4 
Pulmonary tuberculosis -_ _ 2 - 0.9 
Cerebral haemorrhage ... 1 0.5 


The percentage of deaths from haematemesis above 
recorded is high when compared with that obtained by 
other observers. Nielsen’ reports one death in 182 ulcer 
cases observed for two and a half to niweteen years, and 
Hurst?! places the mortality rate at 2.5 per cent. in a 
series of 600 cases from Guy’s Hospital. 

It will be noticed that post-operative collapse was respon- 
sible for death in 2.8 per cent. of the total number of cases 
treated. If the percentage is calculated on the number 
of cases treated surgically the mortality is 19 per cent. 
Gastro-jejunostomy was the operation performed in all 
‘ases in this series, and for such operative procedure 
Pannett2?® assesses the mortality at 4.5 per cent. The high 
percentage recorded above may be due to the fact that the 
‘ases treated surgically were medical failures. 

Perforation was responsible for 2.8 per cent. of deaths 
amongst the total number treated, and was equally dis- 
tributed between surgical and medical cases. In_ the 
surgical cases it is impossible to state whether the perfora- 
tion was at the site of the original ulcer or was due to 
gastro-jejunal ulceration, as no further surgical treatment 
Was carried out. 

The percentage of deaths from carcinoma following on 
chronic ulcer is discussed by Paterson,** and coincides 
with the figure of 2.3 per cent. above recorded. In this 
series the deaths all occur in the medical group, and the 
estimate may therefore be too high owing to inaccurate 
diagnosis. 

The remaining causes of death are unimportant, as they 
may be incidental to zny chronic illness. 


TREATMENT. 

The treatment of gastro-duodenal ulceration is not in- 
tended to form part of this paper, but it may be stated 
that a more or less intensive alkali treatment with appro- 
priate dietary was practised in these cases, and the remote 
results are not by any means so encouraging as the imme- 
diate results, so that | am not so optimistic about cure 
as MacLean* in his recent publication. It will be inter- 
esting to see his results in a five to fifteen years’ survey. 


CoNncLUSIONS. 

1. The incidence of gastro-duodenal ulceration as com- 
piled from hospital ward records is much too high an 
estimate for the general population. 

2. The age at which gastro-duodenal ulceration commences 
is difficult to determine with accuracy. 

3. Etiological factors are influenced to a great degree by 
local conditions. 

4. Alcohol, trauma, and heredity are not unimportant 
factors in the preduction of gastro-duodenal ulceration. 

5. The ‘ carried ’’? meal is responsible for the onset of 
ulceration in many cases. 

6. infection from bad teeth, and infectious and septic 
diseases are important factors. 

7. Syphilis may cause gastric disease, but not necessarily 
chronic ulceration. 

8. Due regard should be given to the early history of 
pain, 

9. A better understanding should be arrived at with 
regard to what constitutes haematemesis and melaena, as 
opposed to the vomiting of blood as coffee-grounds and the 
presence of blood in the faeces. 

10. Haematemesis is a common symptom at or about the 
menopause. 

11. Immediate results are much more encouraging than 
late results, 

12. The cure and mortality rates are markedly influenced 
by the length of time symptoms have been present. 

13. Surgical treatment in medical failures adds to the 
** cured ” list, but shows a heavy mortality rate. 

14. Capability of returning to work bears a close relation- 
ship to the physical state as expressed in gastric well-being. 

15. The number of deaths from haematemesis is higher 
than is usually recorded. 

16. The number of deaths from carcinoma following 
chronic ulceration is about the figure which is generally 
accepted in Great Britain, but much lower than that 
accepted in America. 

17. Our present methods of treatment are too much 
centred round healing of the ulcer, and too little attention 
is paid to investigating the real cause of ulceration. 


I desire to thank Professor Walter K. Hunter for allowing me 
the privilege of making use of his ward records for the purpose 
of investigating this series of cases, 
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The Sections. 


SUMMARY OF PROCEEDINGS. 
(Concluded from page 2356.) 
SECTION OF MEDICINE. 
Friday, July 27th. 
Acute NEPHRITIS. 
Dr. Cyrm Lewis (Cardiff) was in the chair for the third 
session of this Section, and called upon Professor T. G. 
Moorhead (Dublin) to open a discussion on acute nephritis. 
Professor Moorueap dealt first with prophylaxis, and said 
that since septic tonsils and nasal sinuses might originate 
a toxin capable of damaging the kidney, surgical attention 


to these areas might be a preventive measure. Osman’s 
claim that the administration of alkalis in scarlatina 


diminished the incidence of nephritis was hopeful, though 
other workers had been less successful. Under the heading 
‘“ acute nephritis ’? Professor Moorhead included not only 
non-suppurative inflammations of the kidney, but also the 
non-suppurative degenerations which sometimes went by the 
name ‘‘nephroses.’’ After a reference to the symptomato- 
logy the speaker discussed the chemistry of acute nephritis, 
and said that the albumin was generally considered to be 
blood protein filtered through the glomeruli, but a recent 
study by Kellaway, Davies, and Williams suggested that 
with severely damaged kidneys much of the protein came 
from the kidney cells. In addition to the chloride reten- 
tion there was frequently a slight acidosis due to a diminu- 
tion in the sodium carbonate blood content. The changes 
noted in the cerebro-spinal fluid were a definite increase 
in the pressure of the fluid, an increase in the urea con- 
tent, and a considerable increase in the chloride, especially 
in cases where uraemia threatened. Functional kidney 
tests in the recovery stage might give valuable help in 
estimating residual kidney damage. As regards treatment, 
Professor Moorhead said that he was in general opposed to 
too long a period of rest in bed. The hot pack and radiant 
heat were for the moment in disfavour, but, when uraemia 
threatened, a good radiant heat bath was undoubtedly 
beneficial. He discussed the value of decapsulation, but 
did not recommend it. If uraemia supervened venesection 
was valuable, and great benefit sometimes ensued from 
lumbar puncture. Morphine was now recognized as safe 
and satisfactory in checking repeated uraemic convulsions, 

Dr. H. L. Trpy described the condition of acute haemor- 
rhagic nephritis, a disease occurring at ury age but usually 
in the young, and in the majority of cases associated with 
definite disease of the throat, such as tonsillitis and cervical 
adenitis. In the majority ef cases there was no history 
of previous scarlatina. The characteristic feature was the 
haematuria, the quantity of albumin corresponding with 
that of the blood. There was no excess of leucocytes, 
though a few cellular and granular casts might be found 
in the early stages. The urine was usually sterile. The 
classical symptoms of acute parenchymatous nephritis were 
usually entirely absent. The profuse haematuria subsided 
in a few days, and in 75 per cent. of cases there was a 
rapid return to normal health with normal urine. As 
regards the remaining 25 per cent., in 20 per cent. the 
clinical condition was good, but there was a trace of albumin 
and a few blood cells; further investigation showed that 
these usually cleared up without serious effects, but a 
small residuum remained that continued to show red blood 
cells in the urine and which eventually might pass on to 
a typical nephritis. In a few cases which had been sub- 
mitted to operation on a mistaken diagnosis a portion of 
the kidney removed had shown only the presence of 
haemorrhages in some of the glomeruli. Although the 
condition undoubtedly occurred as the result of an infection 
he was inclined to look upon it not as a true nephritis, 
but as due to an increased permeability of the kidneys. 
In the acute stages simple lines of treatment were quite 
sufficient, and it was advisable to keep patients under 
observation until the red cells had disappeared from the 
urine. 

Dr. Hues Garnsporoven drew attention to the im- 
portance of acute focal infections in the etiology of acute 


nephritis. Gray had recently stressed the importance of 
streptococci as the commonest causal agent, but cther 
organisms might also play a part. Gray had suggested 
that the greater sensitiveness of the kidney to circulating 
texins might be due to concentration of the toxins in the 
plasma by the glomeruli. It was possible that even if the 
original focus of infection cleared up the kidney infectiou 
might remain and the nephritis slowly progre-s. In addi- 
tion to this infective etiology it must be borne in mind that 
nephritis could be produced by metabolic disturbances such 
as the alkalosis of high intestinal obstruction. Although 
the metabolic disturbances had been chiefly studied in 
chronic nephritis, they could all be paralleled in acute 
nephritis. Dr. Gainsborough concluded with some observae 
tions on the hypercholesterolaemia of nephritis. 

Mr. R. H. Paramore (Rugby) thought that acute 
nephritis seemed rather a degeneration than an acute 
inflammation of the kidney. It usually appeared insidiously, 
and often was only recognized by the occurrence of oedema, 
malaise, or cardiac symptoms, which led to an examination 
of the urine. The degeneration could only be due to a 
toxin or to an interference with the blood flow through 
the renal capillaries. Acute nephritis was almost certainly 
the result of a toxin, and nearly everybody believed that 
the ‘acute nephritis’ of eclampsia was caused in the 
same way, but there was considerable evidence that the 
visceral state in eclampsia was produced by mechanical 
forces incidental to pregnancy, which interfered with the 
blood flow through the visceral capillaries. The question 
arose whether mechanical forces played any part in the 
rise of the acute nephritis in the non-pregnant. In this 
respect the speaker referred to the occurrence of adolescent 
albuminuria, and of the albuminuria produced by strenuous 
exercise in athletes, which was comparable with that pro- 
duced by labour. Was it possible that an aberrant renal 
state, determined by such means, was the earliest stage of 
acute nephritis? Was the epidemic of acute nephritis 
which occurred during the war determined by the 
prevalence of micro-organisms or by the arduous physical 
conditions to which the patients had been subjected? The 
speaker discussed the causation of anuria, and suggested 
that the anuria after labour, or after suddenly emptying the 
bladder in a case of enlarged prostate, could be explained 
on the assumption that with the sudden fall of urinary 
pressure felt in the tubules traversing the renal medulla 
before it could reach those in the cortex a concomitant 
engorgement of medullary capillaries occurred, blocking or 
clamping the uriniferous tubules as they emerged from the 
certex. The assumption was supported by the effect of 
decapsulation of the kidney in anuria. The speaker had 
tried lumbar puncture in a case of eclampsia, and followed 
it by inducing spinal anaesthesia. The chloroform which 
was given to stop the fits and allow the lumbar puncture 
was stopped after the tropacccaine had been injected; no 
further fits occurred, and the woman recovered. The idea 
of the procedure was to reduce the tension of the abdominal 
walls, and thus the compression of the abdominal viscera. . 

Dr. A. E. Gow pointed out that in considering the 
possible value of antitoxin on the nephritis of scarlet 
fever it was necessary to bear in mind that scarlet fever 
was becoming a much less serious disease, and that com- 
parisons with an earlier form might be fallacious. Scarla- 
tinal antitoxin was prepared from a horse immunized with 
streptococci, but the scarlatinal nephritis was generally 
believed to be due to a virus that accompanied the strepto- 
coccus. He thought it was necessary to distinguish 
between two types of acute nephritis—namely, a diffuse 
glomerulo-tubular nephritis, and toxic degeneration affect- 
ing the convoluted tubules. In the first the urine was 
always diminished, the specific gravity in the acute stages 
was normal, haematuria was apt to persist, and casts were 
always present, particularly of the epithelial variety. In 
the second type the quantity of the urine was little altered, 
the specific gravity was often low, and casts were less 
numerous, the blood and leucocyte casts predominating}; 
in this type also organisms were frequently to be found in 
stained films, although they did not grow in cultures. In 
the absence of facilities for more complicated investigation 
much information could be gained from examination of the 
urine alone; if it was of normal quantity and good colour, 
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and the specific gravity of a twenty-four-hour specimen 
was not below 1015, the kidneys could not be seriously 
damaged, 

Dr. R. L. Mackenzie Waxuis defined two distinct types of 
renal disease associated with scarlatina: (1) the toxic type, 
and (2) the true acute glomerulo-tubular nephritis. The 
first type was met with in the first few weeks, and might 
show no clinical evidence of disease during life, although 
the necropsy revealed all the characters of an acute 
nephritis. In the early stages of the second type the urine 
contained albumin in quantity and often red blood cells, 
hyaline casts, and leucocytes, which were a_ constant 
feature; the urine in this type was always sterile. For 
diagnosis he relied on the estimation of the blood urea 
content and the diastase content of the urine; examination 
of the urinary protein also served to differentiate the 
types. Their value was well seen in eclampsia, with its low 
blood urea, raised urinary diastase, and relative excess 
of globulin. Dr, A. F. S. Stappen (Swansea) agreed with 
the views expressed by Professor Moorhead on the status 
and value of chemical analysis in nephritis, that these were 
inevitably auxiliary only to the clinical investigation of the 
case. The importance of excretion of fixed ammonia in 
the urine was emphasized for its value in prognosis, and 
for its possible value in elucidating the finer differentiation 
of disturbances of function in the kidney. ‘ 

The CHarrman, closing the discussion, spoke of cases of 
idiopathic haemorrhage which had come under his notice 
on the operating table in his capacity as anaesthetist, an] 
alluded to two cases of haemorrhagic nephritis associated 
with sepsis as the probable etiological factor. 


SECTION OF SURGERY. 
Friday, July 27th. 
PANCREATITIS. 
ProrEssor A. W. SHeEen, President of the Section, took 
the chair and called upon Mr. Geary Grant to open a 
discussion on pancreatitis. 

Mr. Geary Grant (Cardiff), dealing with acute necrosis 
of the pancreas, commented on the part played by the 
presence of powerful ferments and anatomical variations 
of the ducts. There were three main etiological theories: 
(1) that acute necrosis was due to embolism of the 
pancreatic arteries or thrombosis of the pancreatic veins; 
(2) that the infection came by way of the lymphatics from 
the gall-bladder; (3) that the condition was set up by the 
regurgitation of hile into the pancreatic ducts. The experi- 
ments in support of the last theory were discussed. Acute 
necrosis of the pancreas had occurred from the passage 
of an ascaris up the duct of Wirsung, carrying with it 
duodenal contents: it had also followed certain abdominal 
operations when the pancreas was injured. Failure to 
make a pre-operative diagnosis was often due to forgetting 
the pancreas; similar symptoms and signs were present in 
other acute abdominal diseases. The speaker maintained 
that cases of acute cholecystitis and empyema of the gall- 
bladder should be regarded as surgical emergencies. He 
thought that drainage of the affected portion of the 
pancreas, gauze tamponage to wall off the peritoneum, and 
drainage of a distended gall-bladder were the best lines of 
treatment. The gland should not be incised. 

Mr. Digsy (Leeds) thought acute pan- 
creatitis was possibly more common than was realized, 
since probably some cases were of a subacute type and 
the patient recovered without operation. He had _per- 
formed bacteriological examinations of bile from the gall- 
bladder in fout cases and recovered a haemolyiic strepto- 
coccus, though the gall-bladder appeared normal. The 
¢tyanosis associated with the disease was probably 
attributable to respiratory causes and not to septicaemia, 
since it occurred in some cases of perforated gastric ulcer, 
He thought that the’ diastatic index afforded the only 
reliable test, and that on opening the abdomen the 
discovery of blood-stained fluid was diagnostic. Mr. 
Chamberlain thought that lymphatic infection, usually 
from the gall-bladder, was the cause of the disease. The 
pancreatic duct opened into the common bile duct obliquely, 
and the valvular septum between them prevented regurgita- 
tion up the pancreatic duct when there was an increased 


tension in the common bile duct. The treatment was to 
drain the gall-bladder, posterior drainage of the pancreas 
(the natural method), and drainage of the pelvis, if 
necessary. Drainage of the lesser sac could be effected by 
removal of the eleventh rib in the left mid-axillary line, 
but the state of the patient would seldom permit this. 
Painting the abdominal skin with an ethereal rubber 
solution protected it. 

Dr. R. L. Mackenzie Watts discussed methods of dia- 
gnosis. In 1920 he had concluded that there was no test patho- 
gnomonic of pancreatic insufficiency; that the association 
of increased diastase content of the urine with the Loewi 
adrenaline mydriasis test, and the presence of glycosuria, 
afforded strong evidence that the pancreas was at fault; 
and that if there was in addition creatorrhoea and steator- 
rhoea the suspicion of pancreatic insufficiency was confirmed. 
The results of further investigations had tended to confirm 
these conclusions. In acute pancreatitis the association of 
glycosuria with cyanosis was important since it denoted 
fat necrosis, which, in his opinion, was the cause of the 
cyanosis. The ‘ fleeting ’’ character of these tests must 
not be overlooked, especially as regards the urinary diastase 
content and the glycosuria. Variations in the urinary 
diastase were ascribed to attacks of subacute pancreatitis, 
and the same applied to the presence of glycosuria. In 
inflammatory conditions of the pancreas of a more chronic 
type these tests had proved of value. The diastase content 
was not usually so high as in the acute form, but in some 
cases of catarrhal pancreatitis it might be raised. Catarrhal 
pancreatitis, in his experience, was common, and due to 
infection of the pancreas. In chronic pancreatitis there 
was usually considerable interference with the external 
secretion of the pancreas, and creatorrhoea and steatorrhoca 
were of common occurrence. A complete chemical examina- 
tion of the urine and stools would provide important data, 
and duodenal intubation was a valuable aid in diagnosis. 
Failure to obtain results might be due to the tests being 
applied when the disease had so far progressed that the 
pancreas was functionally inactive. Tests for occult blood 
were particularly valuable in cases of chronic pancreatitis ; 
they were consistently negative, whereas in carcinoma cf 
the pancreas positive results were found in every case. 
Chronic pancreatitis was a common disorder of digestion ; 
not only was it found in diseases of the gall-bladder, duo- 
denum, and stomach, but also in infections of the alimentary 
tract. - About 80 per cent. of the sprue cases showed 
evidence of an associated chronic pancreatitis, and the 
same was true of coeliac disease. Another point was the 
frequent occurrence of this condition in mental patients; 
this observation was of particular interest, since a Greek 
physician, Endemus, in 25 B.c., described the pancreas as 
supplying a digestive secretion and also playing a part in 
the control of mental disorders. Digestion necrosis follow- 
ing the drainage of the pancreas could be combated success- 
fully by repeated application of horse serum to the abdominal 
wound. This adsorbed the ferments and removed them 
from the sphere of action. 

Professor A. W. SHeen (Cardiff) asked whether there was 
any relation between pancreatitis and parturition, as he 
had had a case following childbirth. A rapid pulse was a 
very noticeable feature of the acute disease. 

Mr. F.C. Pysus (Newcastle-on-Tyne) mentioned the wide 
range of inflammation between mild cases which recovered 
naturally and the acute haemorrhagic type. Recovery was 
possible even after sloughing and discharge of most of 
the gland. He stated that pancreatitis had a sufficiently 
definite symptomatology to make it fairly easily dia- 
gnosable. The important symptoms were severe epigastric 
pain, pain referred to the back and to either scapula, 
cyanosis, and a rapid pulse. He advised drainage of the 
gall-bladder and also of the pancreas at the site of greatest 
damage. It was worth while remembering the possibility 
of acute pancreatitis in cases presenting symptoms much 
more severe than the signs, and in cases with anomalous 
gall-bladder symptoms. 

Professor Bureess (Manchester) said that the mortality 
rate of acuie pancreatitis in Manchester during the four 
years 1924-27 was 28.5 per cent. The disease was commoner 
in the female than in the male, but the mortality in the 
latter was much higher. Pancreatitis of a mild degree 
was much more common than was realized. Continued 
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severe pain and a sustained rapid pulse were important 
points in diagnosis. The cyanosis present was due to 
impaired action of the diaphragm. In desperate cases the 
overlying peritoneum was incised and drainago of the 
pancreas alone was effected. Any definite area of softening 
present was incised. When the patient’s condition per- 
mitted, drainage of the gall-bladder or common bile duct 
should be arranged. The regenerative power of the 
pancreas was often surprisingly good. 

Professor FuLttErton (Belfast) agreed that the pain was 
severe, but usually generalized; pain in the back was not 
always present. The pulse was generally very rapid, but 
cyanosis had not been a marked feature in his cases. He 
drained the gall-bladder and pancreas, but did not incise 
the latter. He did not place a drainage tube near the 
duodenum owing to the risk of ulceration into this portion 
of gut. He had a case-in which a very large portion of 
the pancreas was extruded, but there was no evidence of 
pancreatic insufficiency. He had performed partial chole- 
cystectomy and then performed an anastomosis with the 
stomach or duodenum. Mr. Brockman (Sheffield) thought 
that probably the explanation of the cyanosis was a 
chemical one, and that suprapubic drainage alone was less 
likely to be followed by fistula. The gall-bladder should 
also be drained. Mr. A. Wiirrep ApaMs (Bristol) reported 
a case of this disease following parturition. In another 
case acute pancreatitis had followed an injury, and the 
speaker suggested that some cases might be of traumatic 
origin. 

Mr. Geary Grant, replying, said that he had seen three 
cases following parturition. Severe pain was absent in 
one case and the abdomen was not rigid. Rapid pulse 
was the rule, but cyanosis was not common. He did not 
agree with Mr. Chamberlain that the presence of blood- 
stained fluid was diagnostic, since it occurred in other 
abdominal diseases, such as torsion of the omentum. The 
patient with acute pancreatitis would rarely stand 
posterior drainage. 


Dracnosis oF Ureteric 

Professor ANDREW FuLiERTON (Belfast), in opening the 
discussion on the diagnosis of ureteric calculi, said that 
in 80 per cent. of his cases the chief constituent had been 
calcium oxalate. These calculi were irregular and _ pre- 
sented sharp projections which produced slight haemor- 
rhage and arrested the passage of the stone. The pain 
was caused by irritation of the mucous membrane, in- 
creased peristalsis of the ureter, and increased tension in 
the renal pelvis. Reflex polyuria occurred with diminished 
specific gravity of the urine in 70 per cent. of his cases. 
This unilateral diuresis could be observed through the 
cystoscope, and the specific gravity tested on fairly small 
quantities by means of glass beads. This diuresis and also 
calculous anuria could be explained by reflex stimulation 
of the vaso-constrictor or vaso-dilator fibres to the blood 
vessels of the kidney; a strong. stimulus set up vaso- 
constriction and anuria, and a milder stimulus caused vaso- 
dilatation and diuresis. The site and character of the pain 
gave no clue as to the size and position of the calculus. 
Pain, fixed or radiating, in the right iliac fossa was often 
mistaken for appendicitis, and the speaker emphasized the 
point that there should be a careful examination of the 
urine, especially for microscopic blood, before chronic 
appendicitis was diagnosed and treated. The ureter should 
be examined retroperitoneally if the appendix and other 
abdominal organs were found to be normal at operation. 
Frequency of micturition and dysuria might be absent, and 
rectal tenesmus might be present when the stone was in 
the lower ureter. The presence of a small quantity of blood 
in the urine was of more importance than the discovery of 
a few pus cells. Radiography was a very valuable aid to 
diagnosis. Stereoscopic photographs were often useful. 
Professor Fullerton showed some excellent z-ray photo- 
graphs of specimens of stones, and he also described the 
cystoscopic appearances in cases of ureteric calculus. 

Professor E. B. C. Mayrs (Belfast) said that chemical 
analysis of the urine seldom failed to distinguish the 
affected from the normal side. The urine from the affected 
side was usually less concentrated, but chemical methods 
were more sensitive in detecting this change, and were 


valuable in estimating the degree of damage to the kidney 
cells. The biochemical problem was to distinguish between 
reflex diuresis and the loss of power of concentration due 
to damage of the renal epithelium. In the reflex diuresis 
the ratio of chloride concentration between the affected and 
unaffected kidneys should be greater than the corresponding 
ratios of urea, phosphate, and creatinine; the degree of 
chloride concentration depended upon the relation between 
the chloride concentration on the normal side and the 
concentration in the blood plasma. The ratio of urea con- 
centration between the affected and normal side should be 
somewhat higher than the corresponding creatinine ratio. 
In renal failure there was loss of power of chloride concen- 
tration. It might be possible to develop a renal efficiency 
test on these lines. 

Dr. Hucx Youne (Baltimore) agreed that calcium oxalate 
was the commonest constituent. Inflammation of the 
seminal vesicles and prostate sometimes gave rise to pain 
referred to the back, just as with ureteric calculus. Rectal 
tenesmus, sexual pain, and pain on micturition occurred 
when the stone was in the lower end of the ureter. Stereo- 
scopic photographs were very valuable for the exact orien- 
tation of a shadow. A ureterogram, by the presence of a 
negative shadow, would show the presence of a ureteric 
calculus when this was invisible on the x-ray plate. 

Mr. KennetH Watker said that the pain was very 
similar in ureteric and renal calculi, and probably disten- 
sion of the renal pelvis caused it in each case. When 
g@ rays were negative the wax-tipped bougie could be used 
to prove the presence of a stone. Diagnosis of a ureteric 
stone must always include investigation of the condition of 
the ureter and kidney. He had met with several cases of 
ureteric caleuli which had previously undergone an opera- 
tion for appendicitis. Mr. Swirr Jory said that an 
increased flow from the affected side could often be seen on 
cystoscopy. Symptomless pyuria was more often due to 
a silent stone than to any other cause. Ureterograms 
obviated the use of stereoscopic radiograms in the diagnosis 
of ureteric stone. Mr. J. B. Macarperne (Manchester) 
exhibited some photographs, including a_ ureterogram 
demonstrating the presence of a stone which was not shown 
on «-ray examination. He pointed out that the normal 
ureter could be easily displaced by the catheter, but peri- 
ureteritis at the site of a calculus fixed the ureter. 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 
Friday, July 27th. 
Acute ConbiTions IN THE LowreR ABDOMEN. 
Tue final session of the Section of Obstetrics and Gynaeco- 
logy was given up to the reading and discussion of short 
papers. 

Professor W. W. Cutpman (Montreal), dealing with acute 
conditions in the lower abdomen, emphasized that in the 
female genital tract there was direct communicatioa 
between the contaminated skin surface and the peritoneal 
cavity. This explained the frequency of pelvic infections. 
To open or not’ to open the abdomen was a question of the 
gravest importance. He strongly objected to the term 


giving the patient the benefit of an exploration”’; it was 


not a benefit to the patient. A vaginal examination and 
a rectal examination must be an invariable preliminary. 
Emergencies consisted of haemorrhages, acute infections, 
obstructions, strangulations, and thromboses. The history 
of the onset often accorded the clue to the diagnosis. A 
catheter should always be passed. Pain was always the 
outstanding symptom, but the abdomen should never be 
opened for pain only without other symptoms. Much in- 
formation was obtained from the face, and in acute cases 
movement was a torture. Haemorrhage was commonest 
from a ruptured tube, but might be very severe from 
other sites—for example, rupture of a Graafian follicle. 
He described the common symptoms of tubal rupture. 


In the chronic cases diagnosis might not be so easy. _ 


The degree of anaemia and high leucocyte count might 
point the way. He practised a preliminary explera- 
tory colpotomy; if blood were found, he then opened 
the abdomen. The differential diagnosis between acute 
appendicitis and acute salpingitis was difficult and 
of the greatest importance from the point of view of 
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surgical intervention. In salpingitis the temperature might 
be higher but the pulse rate not correspondingly raised, the 
patient did not appear so ill, and intestinal disturbance was 
not so great. Signs of a gonorrhoeal infection should be 
sought tor; a fixed painful uterus pointed to tubal trouble. 
He was strongly against operating on the tubes in the 
acute stage. A history of previous attacks, the onset with 
umbilical pain, pointed to the appendix as the seat of the 
trouble. The common seats of strangulation were ovarian 
cysts and fibromyomata. He uttered the warning that if 
the onset was accompanied by a chill or a rigor the prob- 
able cause was pneumonia with infection spreading below 
the diaphragm. A ureteric stone might be mistaken for an 
acute abdominal condition. 


AcvTE Privic 

Mr. Everarp Wiiu1AMs followed with a communication 
on the acute pelvis. He grouped cases into those present- 
ing symptoms of fever and those with symptoms of shock. 
Pyosalpinx and salpingitis would appear to be a protective 
mechanism against widespread peritonitis. Acute primary 
preumococcal peritonitis might simulate in the early stages 
acute salpingitis. Focusing the attention upon the whole 
genital tract would generally disclose some lesion or lesions 
which should differentiate salpingitis from appendicitis. 
The new tests adopted to aid in the diagnosis of tubal 
rupture had proved disappointing in practice. The treat- 
ment of ectopic pregnancy by salpingectomy or salpingo- 
stomy was still an open question. His experience suggested 
that the importance of the urgent symptoms accompanying 
torsion of an ovarian pedicle had been exaggerated. The 
need for a thorough examination of the whole abdomen and 
the necessity for an adequate abdominal incision when any 
operation was performed were the two points he wished 
particularly to stress. . 

Mr. River? referred to the rarity of bowel infections in 
the genital tract. He was an advocate of carly operation 
in acute tubal inflammations. It had not been demon- 
strated why, if delay was justifiable in salpingitis, it should 
not be equally justifiable in torsion of an ovarian cyst. 

Professor Henpry (Glasgow) deprecated operating upon 
acute salpingitis. Conservative treatment was frequently 
followed by complete functional recovery. He had found 
the blood sedimentation test of valic in deciding when to 
operate in active inflammatory conditions of the pelvis. 
Delay of some hours’ duration was permissible if there was 
much shock in torsion of an ovarian cyst. 

Dr. Gray Warp (New York) said that in America it was 
felt very strongly that operation was not justified in the 
acute tube. Very many were restored to complete func- 
tional activity by expectant treatment. The appendix could 
easily be dispensed with; the tubes could not. 

Mr. ArtHtr Gres was impressed with the realization 
that gynaecology was the interpretation of physical signs in 
the light of the case-history. An accurate diagnosis could 
not be made’ on the one without the other. He condemned 
buttonhole incisions in the abdominal wall; the pelvis should 
always be examined in operating on the appendix. The 
risk of operating on the acute tube was much greater than 
when inflammation had settled down. They could not regard 
appendicitis and salpingitis as analogous cases. He thought 
that the earlier operation was performed on cases of torsion 
of an ovarian pedicle the better. 


Rapium TuHerary rx Cervicat Carcinoma. 

Dr. Gray Warp (New York) read a paper on radium 
therapy in carcinoma of the cervix uteri, based upon an 
analysis of the results obtained at the Women’s Hospital 
in New York. The question was whether the results of 
radium therapy could be compared with those of Wertheim’s 
operation without the primary mortality of the operation. 
He referred to the Ministry of Health report compiled by 
Dr. Janet Lane-Claypon. They had not a large quantity 
of radium available at the Women’s Hospital. The employ- 
ment of massive doses had no better results than 
frequent dosage with small amounts. Constant personal 
contact between patient and surgeon was of the utmost 
Importance. Fifty per cent. of their cases had more than 
one irradiation. They attributed whatever success they 
had to the strict follow-up of all their patients. They 


employed a simple technique, which he described and illus- 
trated. Blood transfusion was an important adjuvant in 
combating anaemia and septic absorption. They hid not 
employed high voltage z-ray therapy as a routine in addi- 
tion to radium as they had not yet installed the apparatus. 
They had found the insertion of a self-retaining catheter a 
great addition to the patient’s comfort. He showed some 
very striking colour drawings illustrating the actual 
changes undergone by the growth as the result of radia- 
tion. They had not found that the presence of any 
particular type of cancer cell was of any value from the 
point of view of prognosis. Of all cases treated 23.1 per 
cent. were living at the end of five years. Of cases limited 
to the cervix—that is, operable cases—53.1 per cent. were 
alive after five years. The lack of standardization in the 
classification of cases had caused a great deal of confusion 
hitherto; only five-year results should be considered. Cases 
not traced should be regarded as dead. He pleaded for 
the immediate repair of cervical lacerations. Their results 
showed that radium was preferable to operation in all cases 
of cervical cancer. 

Dr. E. Farquaar Murray (Newcastle), discussing the 
radium treatment of carcinoma cervicis and intractable 
menorrhagia, quoted statistics from his own practice. In 
carcinoma he. thought that radium was most valuable, and 
that in certain cases it could produce results little short of 
miraculous. He thought it was certainly the only treat- 
ment of proved value which could be used in the majority 
of cases met with. Whether it had superseded the radical 
operation when such was possible he was still somewhat 
doubtful. In the treatment of menorrhagia radium gave 
the most encouraging results. All cases where a satisfac- 
tory technique had been employed gave excellent results. 
Its use in cases complicated by small fibroids was only 
justified when intercurrent disease contraindicated hyster- 
ectomy. He suggested that radium might be of use in 
producing an artificial menopause in cases suffering from 
blood diseases, in order to conserve their blood supply. 

Dr. Masex Ramsay (Plymouth) agreed with the attack 
on Wertheim’s operation. The technique of radium therapy 
could be acquired by anyone of ordinary skill. The dis- 
advantage of a Wertheim operation, even when done by 
the greatest expert, was the subsequent contraction of the 
scar in the pelvis, which caused much discomfort to the 
patient. Dr. Baspen had not yet brought herself to use 
radium in operable cases on account of the inaccessibility 
of, the glands to its effects. The advisability of using 
radium in menorrhagia was not obvious to her on account 
of the risk of creating an artificial menopause in young 
women. Major Goprrry (Calcutta) was impressed by the 
perfect follow-up system in Dr. Gray Ward’s hospital in 
New. York. He contrasted methods followed in New York, 
Vienna, and in this country. He spoke of the application 
of iodine in the detection of very early cases of cancer. 
Following Wertheim’s operation there was frequently 
cystitis due to injury to the bladder. Dr. Hatt (New- 
castle), speaking as a general practitioner, asked what was 
to be done for people who could not have radium or an 
operation. In his experience opium was far and away 
the best drug. He did not think it advisable to keep 
patients long in bed; they should be encouraged to go 
about their ordinary work. Professor Hrenpry (Glasgow) 
had only very limited access to radium. Enlargement of 
glands was often due to simple septic absorption. Infiltra- 
tion of glands often cleared up after the application of 
radium. Mr. Gries had long been convinced that the 
importance of the glands was exaggerated. Recurrence did 
not appear in those glands, but low down in the pelvis 
about the site of the operation scar. Speaking of the 
relief of patients for whom operation and radium were 
not available, he favoured scraping away as much growth 
as. possible, applying chloride of zinc, and filling up the 
vagina with a solution of sodium bicarbonate. This greatly 
diminished the irritating discharge. Dr. FiercnHrr SuHaw 
(Manchester) found that his operation figures were prac- 


‘tically the same as those of Mr. Bonney. No one would 


operate if he could get as good results from radium, but 
no one in England could preduce figures to compare with 
Dr. Gray Ward’s with radium. Had they done right to 
leave radium in the hands of the radiologists? He thought 
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they ought to have kept the treatment in their own hands. 
He felt certain that they were going to get results in 
England, though they had not done so yet. He had been 
told by radiologists that radium was no good in cases of 
recurrence; they could see from Dr. Gray Ward’s results 
that this was quite wrong. 

Dr. Gray Warp, replying, said that to-day he would not 
remove the uterus if the case was perfectly well after 
radiation. As to the glands, it had been demonstrated that 
the majority of enlarged glands were inflammatory, not 
carcinomatous. Theoretically high voltage x rays should 
block off lymphatic channels. Radium therapy in menor- 
rhagia was the standard treatment in New York; the 
technique should ensure that the radium was in contact 
with the fundus uteri. Curettage should always be a pre- 
liminary. . They used blood transfusion very frequently in 
cachectic patients. He urged systematic regular overhaul 
of every woman over 40. 

Dr. Farqunar Murray said that in regard to the 
standardization of case classification they were still in a 
state of chaos. Education of the public was necessary to 
establish an efficient follow-up system. They must have 
more radium. He was profoundly dissatisfied with the 
results of operative treatment of cancer. Whether the 
place of surgery would be taken by radium it was yet too 
early to say. In regard to glandular involvement, he could 
not believe that, whoever operated, every gland could be 
removed. He thought that possibly minute deposits left 
behind might undergo spontaneous cure. 


SECTION OF MENTAL DISEASES AND NEUROLOGY. 
Thursday, July 26th. 
CEREBRAL AND Heap INsURIEs. 


A piscussion on the differentia! diagnosis and treatment 
of cerebral states consequent upon head injuries was opened 
by Dr. C. P. Symonps, who said that, apartfrom the imme- 
diate surgical risks of compound fracture, the rupture of a 
meningeal artery, and subdural haematoma, the severity of 
an injury to the head varied with the nature and amount 
of damage suffered by the brain at the time of injury. 
Concussion was defined as a condition of subtotal cessation 
of cerebral function following immediately upon the injury, 
with subsequent complete recovery within twenty-four 
hours, at the end of which, in an uncomplicated case of 
concussion, recovery should be complete and permanent. 
The whole syndrome was probably due to temporary 
vascular embarrassment. Distinct from concussion, though 
often associated with it, was the condition of cerebral con- 
tusion. The symptoms of cerebral contusion depended 
upon two factors: (1) the effect upon intracranial pressure, 
and (2) the precise situation of the lesion. The focal signs 
of the latter were those of cerebral disease generally. For 
the purposes of clinical description, Dr. Symonds distin- 
guished between a major and a minor degree of contusion. 
The major form was almost always associated with con- 
cussion. After a few hours the patient partially regained 
his senses, but instead of making rapid progress towards a 
normal state he remained stuperose, restless, and irritable, 
and at night might be noisy, hallucinated, and violent. 
In minor contusion the injury might or might not have 
been such as to have caused concussion. It was possible 
for a glancing blow to bruise the brain without loss of 
consciousness at the moment of injury. The three most 
common symptoms were headache, giddiness, and mental 
disability. One of the most characteristic features of the 
headache was its relation to alterations of posture. The 
mental symptoms consisted of inability to concentrate, 
defective memory, loss of emotional control, and rapid 
fatigue of the mental processes. Apart from focal physical 
signs, which were rarely encountered, there were ‘other 
symptoms, such as epilepsy and permanent mental change 
which must be related to focal damage. Lesser degrees of 
mental impairment, such as memory defects, were by no 
means uncommon, but permanent mental deterioration 
necessitating institutional care appeared to be rare. Epi- 
Jeptic attacks might occur even in the early stages of a 
major contusion, and were probably due to subarachnoid 
haemorrhage. Of more serious significance were the attacks 


which developed after a latent interval of months or 
years. Cerebral abscess following a compound fracture, 
and chronic subdural haematoma, although both rare, were 
two sequels of head injury which were likely to come within 
the view of the neurologist. Finally, there was a large 
group of cases in which the disability which followed head 
injury was wholly or partly neurotic, usually based upon 
the problem of compensation. It was important to re- 
member that the brain might be scarcely damaged without 
fracture of the skull or objective physical signs, and that, 
conversely, fracture of the skull was not in itself proof of 
cerebral damage. The signs of subdural haematoma were 
often those of cerebral tumour—papilloedema and hemi- 
plegia. The cerebro-spinal fluid might exhibit xantho- 


chromia and fibrin flakes. As regards treatment, complete 


rest was indicated in major contusion, and relief of intra- 
cranial pressure might be obtained during this stage either 
by lumbar puncture, if necessary, repeated at intervals of 
two days, or by an intravenous injection of 50 to 100 ¢.cm. 
of 15 per cent. hypertonic saline. An alternative method 
was to give a saturated solution of magnesium sulphate 
(3 oz. in 6 oz. of water) by the rectum; to be effective, this 
solution should be retained for half an hour. In a series 
of eighty patients with symptoms of cerebral contusion Dr, 
Symonds found that eighteen, or 22.5 per cent., stated that 
they had made a complete recovery. In cases of major con- 
tusion the chances of the patient being able to return to 
full work were less than one in three, and there. was the 
same chance of total incapacity. In cases of lesser injury 
there was an even chance of the patient being able to 
return to full work, and a very small risk of total 
incapacity. 

Dr. C. Worstrer-Drovent emphatically agreed that the 
brain might be very seriously damaged without any 
fracture of the skull, or indeed evidence of bone injury. 
In assessing the effects and possible consequences of head 
injury far too much stress was laid upon the radiographie 
appearance of the skull, and, if negative, the cerebral 
injury was often assumed—not only in legal, but also in 
medical circles—to have been slight. In his experience the 
after-effects of what had been described as major con- 
tusion were more often severe than not, and personally 
he would not have placed the rate of complete recovery 
in these cases so high as 22.5 per cent. One important 
point was that cerebral contusion might lead to localized 
adhesions between the dura, arachnoid, and_ cerebral 
cortex, and so give rise to epilepsy—all without 2-ray 
evidence of bone damage. This was strikingly illustrated 
in one case that came under his observation—a case also 
noteworthy on account of the excellent result of surgical 
treatment. A man, aged 28, fell, striking his head on the 
junction of two tram lines. Three years after the accident 
his first epileptic fit occurred, there being no previous 
history of epilepsy. X-ray examination of the skull 
revealed no abnormality. When the region of the scar was 
trephined the dura was seen to be under tension, and on 
incision was found to be adherent to the underlying cortex. 
Dr. Worster-Drought had had this patient under observa- 
tion since the operation—six and a half years—and no fit 
whatever had occurred. The man had returned to work 
and was in excellent health. Equally successful was 
another case of traumatic epilepsy, due to a lesion that 
might be described as an unusual form of subdural haema- 
toma in the posterior parietal region. 

A prisoner of war, aged 25, was struck on the head with the 
butt end of a rifle in February, 1917, About a week later he had 
a fit, there being no previous history of epilepsy. The fits 
recurred at intervals varying from one to eight weeks. A typical 
epileptic seizure was personally observed. Physical examination 
revealed no abnormality beyond a smali scar in the right posterior 
parietal region. In March, 1919, the region of the scar was 
trephined. Immediately on incising the dura there.escaped about 
two drachms of yellow serous fluid, and a saucer-like depression 
(which had apparently contained the fluid) was seen in the cerebral 
cortex. Dr. Worster-Drought had had this case under observation 
since the operation—over nine years—and no further fits had 
occurred. 

An interesting point, possibly, for discussion was, How long 
after a head injury could epilepsy appear? In his expe- 
rience it had been common for epilepsy to appear three 
or four years after the accident, and he had met with cases 
in which the first epileptic attacks had occurred ten and 
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even twelve years after the head injury. As regards treat- 
ment of traumatic epilepsy, the conclusion was that in the 
presence of definite evidence of the site of injury, such 
as a scar, ete., even if radiographic appearances were 
negative and in the absence of other localizing physical 
signs, operation was worth while. He would net advise 
operaiior in the absence of physical signs or of some 
evidence indicating the site of injury. The mental sequels 
of cerebral contusion were often peculiar. One somewhat 
unusual effect was complete and apparently permanent 
inability to perform mental work. 


An undergraduate—head boy at his school, and who obtained 

the senior classical scholarship at his university—had, following 
a head injury, become utterly unable to concentrate or settle 
down to serious study, and he retained nothing he read. Entering 
on his university career with all promise of a brilliant future, 
he was corpelled to come down without a degrce, having entirely 
failed in his final examinations. It was now five years since the 
accident, and he showed no signs of improving in respect of his 
particular disabilty. 
Dr. Worster-Drought considered that head injuries in 
the left frontal region were the most serious as regards 
prognosis in respect of mental changes. A condition of 
dementia might result from damage in this situation. In 
view of the fact that W. E. Dandy in America had recently 
excised the right cerebral hemisphere without (it was 
reported) the patient showing evidence of mental change, 
such injuries to the left frontal region were of interest 
in localizing the main seat of intellectual activity. Another 
point for discussion was how far a severe head injury 
might light up a latent psychosis. As regards treatment, 
Dr. Worster-Drought was not convinced of the practical 
value of intravenous injection of hypertonic saline; the 
relief of symptoms afforded was somewhat uncertain and 
transient. He mentioned experiments supporting this con- 
tention. He was inclined to regard lumbar puncture, 
repeated if necessary, as the best means of relieving intra- 
cranial pressure. The continued administration of saline 
substances, either by the mouth or rectum, might, however, 
also be of value. For chronio and persistent headache 
following head injury, when repeated lumbar puncture 
failed to give permanent relief, Dr. Worster-Drought was 
in favour of subtemporal decompression. He had seen 
several cases in which this operation had given excellent 
results. 

Dr. I. S. Wire (New York) remarked that in children 
cerebral contusion might lead to changes in personality, 
accompanied by delinquency and epileptic cquivalents, 
resembling the sequels of epidemic encephalitis. It was 
necessary carefully to distinguish the headache, giddiness, 
and various mental disabilities following minor contusion 
from psychoneurotic symptoms. Also, all the mental dis- 
abilities of attention and memory might be purely affective 
symptoms. It was important to employ psychological tests 
in determining . detects of memory, whether visual or 
auditory, for recent or remote events. The relation cf 
cerebral injuries to later educational disabilities could only 
be determined by more thorough psychological investiga- 
tion. In his opinion caution should be exercised in pro- 
gnosis regarding epileptic seizures after head injury. At 
least three years should pass before reasonable certainty 
that seizures would not occur; such seizures did occur even 
at longer intervals. Traumatic neuroses might be exag- 
gerated in frequency, but it was wise to be certain that 
minor mental symptoms were not functional before suggest- 
ing that they were the residua of organic disease or cerebral 
injury. He agreed that emphasis was necessary upon the 
statement that fracture of the skull was not proof of 
cerebral damage, and that, conversely, damage of the 
brain might exist without a fracture of the skull. In order 
to interpret the actual state of a patient following cerebral 
injury it was necessary to know if he returned to his 
earlier occupation, or was subject to further re-education, 
or was obliged to change by reason of changing industrial 
conditions. 

Dr. R. D. Grirespre said that the classical psychotic 
syndromes had no specific etiological relationship to trauma. 
Certifiable insanity was very rarely the result of head 
injury. Of 71,000 admissions quoted by May, only 0.3 per 
sent. could be called traumatic psychoses. In some cases 
that had been recorded other factors had been prominent, 


such as inheritance, alcoholism, etc. Several groups of 
late after-effects could be distinguished, including traumatic 
defect states—general or local, temporary or permanent, 
including traumatic, mental enfeeblement, behaviour dis- 
orders, psychoneurotic states, and malingering. The chief 
difficulty arose in the diagnosis of these defect states from 
those of psychoneurosis; nevertheless, definite criteria 
existed, such as slowing of thought, attention defect, and 
mood disorders; also the patient should’ invariably be con- 
sidered as a whole, especially his previous personality. 
Mr, Witrrep Trotter said that until recent years a 
whole train of symptoms following head injury had been 
regarded as vaguely due to hysteria, malingering, etc., but 
that such symptoms had been brought into the realm of 
scientific observation, and were no longer vague and inde- 
finable. It was possible to distinguish’as precisely as any- 
thing in medicine a form of amnesia that was characteristic 
of true concussion. This was retrograde amnesia—a Joss 
of memory for events preceding the accident, the patient 
having no recollection for anything that occurred during 
the fifteen to twenty minutes that preceded his head injury. 
A further point of diagnostic importance was that in the 
headache following minor contusion the patient, when free 
from headache, felt perfectly well. This was not the case 
with the psychoneurotic. As regards surgical treatment, 
this was called for in the conditions already mentioned— 
namely, compound fracture and meningeal haemorrhage. 
For intractable headache following minor contusion a 
decompression “operation was indicated. In major con- 
tusion Mr. Trotter doubted if it was justifiable to leave 


the brain in a seriously congested condition for a long. 


period. He advocated the special operation of making 
a small opening in the skull to interrupt the vicious circle 
of compression. 

Dr. D. McAtrtne confined his remarks to the question 
of treatment. Only of late years had increased intracranial 
tension been recognized as the important factor in cases 
of head injury. This rise of pressure was brought about 
by traumatic oedema or haemorrhage, or by a combina- 
tion of both. Oedema resulted in a general enlargement in 
the size of the brain, which tended to bring its surface 
close up against the dura. The effect of this was to hinder 
in varying degrees the absorption of the cerebro-spinal 
fluid into the venous sinuses. But as the fluid continued 
to flow from the choroid plexuses and accumulated in the 
ventricles and basal cisternae, more and more pressure 
was brought to bear on the medulla until it became 
paralysed. In some cases, therefore, traumatic oedema 
resulted in death from medullary compression, and this was 
a fact that could not be overlooked from the point of view 
of treatment. Lumbar puncture afforded an easy means of 
reducing the tension, and was practically free from danger 
in eases of head injury, except in the stage of shock. 
As long ago as 1905 Quincke pointed out that in brain 
injuries the estimation of the cerebro-spinal fluid pressure 
was of importance, and that the best results were obtained 
by drainage. Little importance had been paid until 
recently to the principles underlying this observation. 
A rise in the blood pressure accompanying intracranial ten- 
sions was true only of the late stages of medullary com- 
pression, and it should not be relied upon as an early sign. 
The only sure guide to the tension of the cerebro-spinal 
fluid was the manometer. The normal reading of the 
spinal fluid pressure in millimetres of mercury lay between 
6 and 8. The patient should be in the prone position with 
the head, spinal canal, and upper level of the mercurial 
columns in approximately the same horizontal line. When 
the stage of shock following a head injury has passed and 
no immediate surgical interference was called for, lumbar 
puncture should be performed, and the tension of the 
fluid measured. If this was raised sufficient fluid should 
be allowed to drain away to reduce the tension to just 
below normal. Lumbar puncture should be repeated at the 
end of twelve hours in a case of any severity, and so on 
daily until the tension returned to normal. If after two 
or three punctures it was found that the tension was. 
increasing, then the advisability of cerebral decompression 
should be considered. 

Dr. G. Rippocn said that it was important to separate 
anxiety states from those of post-traumatic defect. The 
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latter were of the order of a mild dementia—deterioration 
of general mental capacity. The patient’s symptoms tended 
to become worse towards the end of the day, whereas in 
anxiety states the symptoms were usually most pronounced 
in the morning. The symptoms were mainly those of lack 
in mental and physical efficiency, and were an indication 
of the effect on the brain as a whole rather than a sign of 
local contusion. Mr. Trotter had suggested the term 
‘* post-contusional ‘submentation to indicate this con- 
dition. Dr. Riddoch considered that hypertonic saline, 
given preferably by the rectum, was of value in relieving 
intracranial tension, but that the method should be used 
with discrimination. Dr. E. Marorner expressed surprise 
that various speakers whose experience of head injury must 
be larger than his own should have found acute and severe 
psychoses so rare as’a sequel of head injury. He referred 
to three such cases directly following severe motor car 
accidents. In all of these cases the salient feature was a 
manic state, a joyous satisfaction with self and circum- 
stances, and disjointed hyperactivity. This was associated 
in a manner that was not seen in an ordinary mania with 
confusion. Disorientation and amnesia. for current events 
was also present; in fact, all three cases resembled a com- 
bination of mania with Korsakoff’s syndrome. All three 
cases had followed prolonged unconsciousness after the 
accident, and in one cerebro-spinal fluid escaped from 
the ear for a week. The patients all recovered within a few 
months. The condition observed was certainly not of purely 
emotional origin, and the patients had never shown 
previously a neurotic or psychopathic disposition. Dr. 


.Pickwortn (Birmingham) said that the connecting link 


between head injury and mental disease was vascular, and 
was found in local or general cerebral anoxaemia or the 
results consequent upon inadequate removal of metabolic 
waste products. There was a remarkable similarity in some 
of the mental symptoms, which might occur in chronic 
subdural haemorrhage, simple anoxaemia, and anoxaemia 
produced by carbon monoxide poisoning. Almost any 
symptoms of mental disorder might be reprgduced by this 
condition. Chronic subdural haemorrhage or history of 
head injury was not rare in mental hospitals. 

Mr. Grorrrey JerrerRson (Manchester) added his testi- 
mony to the importance of the condition of retrograde 
amnesia which Mr. Wilfred Trotter had mentioned. This 
observation was of the utmost importance, for one had to 
correlate the patient’s present complaint and condition with 


_the amount of injury which+he had received. Another 


point was the anatomical basis of these contusional states, 
he they recent or remote. Histological study on fatal cases 
showed a widespread minute change. He believed that 
changes of a similar or lesser degree existed in those 
patients who finally recovered. The outstanding feature 
of the finer changes in the brain tissue was cerebral oedema, 
so that the perivascular sheaths were distended or ruptured. 
The question of treatment must be based largely on patho- 
logical anatomy and its physiological results. If gross 
haemorrhage was present the treatment was obvious. It 
was the oedematous cases which presented the difficulty. 
Mr. Trotter had performed a service in voicing his doubts 
as to whether they were right in allowing patients to lie for 
long in a condition of restless unconsciousness, and there 
could be no question that judicious surgery held a place in 
treatment. If it was certain that the brain was oedematous 
hypertonic solutions (and 50 per cent. glucose rather than 
saline was preferable) should succeed, but if a temporary 
improvement was followed by relapse decompression was 
necessary. Dr. R. Eager (Exeter) had had the opportunity 
of studying during the war a series of 100 cases of head 
injury in which the patients had developed more or less 
mental symptoms. Headache, usually severe, was constant, 
and often varied with the position of the head. In some 
cases the patients sought refuge from the headache m 
alcohol, or even attempted suicide. This alcoholic refuge had 
not been sufficiently realized, and had in some measure been 
misinterpreted. Other symptoms included restlessness, lack 
of self-confidence, irritability, lack of concentration, and 
in some cases hallucinations. Epilepsy occurred four times 
more frequently in severe injuries than in milder cases. 
The injuries in those cases in which memory defect was 
a conspicuous feature were mainly in the frontal region. 


Dr. Eager had found a relatively small proportion of cases 
in which mental symptoms were the direct result of 
head injury. 
Friday, July 27th. 
Tue Earty TREATMENT OF THE PsycHOSES AND PsycHo- 
NEUROSEs. 

Dr. Heten Boyrie (Hove), opening a discussion on this 
subject, divided it into the early treatment of the indi- 
vidual, and how this could best be obtained. Insanity, she 
said, began before a person was insane, Although the early 
detection and treatment of mental defectives would not lead 
to cure, it would in many cases protect the community by 
helping to make the patients partly self-supporting and 
less dependent; segregation would avoid the possibility of 
mentally defective children being born. Many, if not most, 
of the difficulties found in education, criminology, religion, 
industry, and general medicine could only be solved with 
the aid of mental medicine and an understanding of the 
mind of man in health and disease. No doctor would 
admit that an understanding of the body in health was 
foreign to his purpose of grappling with disease. No doctor 
should any longer admit that an understanding of the mind 
in health was redundant, and still less of the mind diseased. 
The intricacies of its connexion with the body still needed 
further elucidation. The early treatment of recent cases in 
mental hospitals had improved immensely in recent years, 
The hospitalization of asylums was progressing, but Dr. 
Boyle wished to dwell, not on the certifiably insane treated 
in mental hospitals, but on the patients whom it was harmful 
to certify or who were uncertifiable, the large number of 
the maladjusted, and those labouring under obsessions, 
phobias, and inhibitions. For these cases early treatment 
Was necessary to prevent faulty adjustments. Dr. Carswell 
started wards for borderland patients in connexion with the 
Poor Law, and the Lady Chichester Hospital, Hove, the 
first hospital for these cases, was started in 1905. Dr. 
Rayner, about 1889, induced the governors of St. Thomas’s 
Hospital to open an out-patient department for early 
mental cases; since then many others had followed suit, 
notably Cardiff, under the President of the Section. The 
Maudsley Hospital was started in 1923 after previous use 
as a war hospital; it was carried on under special con- 
ditions, and was a centre for training and research of 
immense value, supported by the London County Council. 
The Cassel Hospital was providing for those who could 
afford moderate fees. For children who showed maladjust- 
ments in school life or before, the child guidance clinics 
offered useful help. Two were already in existence in 
England, and an elaborate one in London was being planned 
with American help. Dr. Boyle suggested that it was 
desirable: (1) that every general hospital should have 
facilities for treating early nervous and borderland patients; 
(2) that child guidance clinics should be available for the 
young maladjusted children and be under the charge of 
doctors; (3) that delinquents should have expert examina- 
tion with regard to their mental adjustment—on the first 
offence—repeated if necessary; (4) that voluntary boarders 
be allowed in county mental hospitals; (5) that early insane 
patients should be able to be treated on two doctors’ certi- 
ficates ; (6) that vocational guidance should be available for 
all who wish it—as at the National Institute for Industrial 
Psychology—as a preventive measure against maladjust- 
ments and unrest; (7) that every medical student should 
be obliged to devote some time to the study of all forms of 
mental disorder; (8) that examining boards should require 
evidence of knowledge of all forms of mental disorder. 

Professor W. Wrycanpt (Hamburg) said that one of the 
chief difficulties was the recognition of pre-symptomatic 
cases, such as in Huntington’s chorea, which was hereditary, 
but only in the fortieth year or later did symptoms appear. 
In the commoner types of mental disorders there was an 
inherited predisposition—for example, schizophrenia, cyclo- 
thymia—and even in early youth latent symptoms might 
exist; these it might become possible to discover by 
biological and psychological methods. There had already 
been several attempts to investigate children liable to 
mental disorder, such as those of Bechterew at Leningrad 
and Rossolimo at Moscow. At Hamburg there was @ 


clinic for the observation and treatment of psychopatho- 
logical boys by specially trained medical men and teachers. 
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Dr. I. S. Wire (New York) said that the prevention 
of psychoses and psychoneuroses to be adequate should be 
undertaken in childhood. From the experience at his own 
clinic at the Sinai Hospital, New York, he considered 
that a large part of the work could be carried on in the 
out-patient department. The type of problem met with 
could be classified under three headings: (1) social mal- 
adjustments; (2) inadequate and undesirable habit forma- 
tions, such as insomnia, night terrors, difficulties with 
food (fads), and speaking; (3) personality trends—as, 
for example, timidity, selfishness, unpopularity, and 
seclusiveness. The precocious child was often a more 
dificult problem than the defective. The mode of treat- 
ment depended upon interpretation of possible factors 
at work; this involved a diversification of procedures, 
dependent upon whether the dominant element lay in the 
physical, intellectual, emotional, or social realm. Life 
was manipulated as a whole rather than as a part because, 
by the very nature of man, to affect one part was to 
affect all. The time had passed for differentiating physical 
and mental factors as mutually exclusive. 

Dr. E. Maporurr agreed that in smaller country towns 
an out-patient department or a couple of wards might 
be all that was attainable, but not that such arrangements 
were the ideal at which to aim. He made no pretence 
of freedom from bias in advocating the psychiatric clinic, 
wherever possible, as against Dr, Boyle’s policy of a ward 
or department in a general hospital. He insisted that 
(1) it was wise not to rationalize into laws of nature 
restrictions and separations and vested interests which 
had really grown up from the absurdities of the Lunacy 
Act of 1890 and from the popular phrase, ‘‘ It is not 
mental, doctor, it is only his nerves ’’; (2) the whole 
trend of every progressive country in Europe after twenty 
years’ experience was towards establishment of special 
cliniés; (3) detailed knowledge of attempts in Great 
Britain to establish psychiatric treatment in general 
hospital wards was the best evidence of their inadequacy. 
The usual general hospital scheme—visiting honorary phy- 
sician, juvenile and inexperienced house-physicians, and 
nurses working in wards of a special kind just for a few 
months during training—was quite inapplicable except 
to a most limited class of neurotic patients. The proper 
ideal was a special building designed for the reception 
of patients with every degree of mental disorder and for 
their proper classification, with a highly trained semi- 
permanent staff and full provision not only for all forms 
of treatment, but also for occupation, exercise, and 
amusement during months of stay. 

Dr. Mary Barkas said that it was too often assumed 
that early and recoverable cases were necessarily mild 
ones not needing the resources of a mental hospital for 
their treatment; this was far from being the case, for it 
was just those eminently recoverable acute patients who 
broke down rather suddenly without such prodromal signs 
as were likely to be noticed, and who formed the group 
in which prognosis was best, while those of more insidious 
onset were, unfortunately, quite often the most intract- 
able. Thus there was a danger in stressing too much 
the hope that by providing facilities for early treatment 
a rapid decrease would be ensured in the burden laid by 
insanity on the community. In certain American States 
it was averred that the opening of clinics and psycho- 
pathie hospitals had materially reduced the numbers 
requiring asylum care, but to make the proof of such 
a reduction within a short period a criterion for the value 
of the provisions for early treatment might well result 
in a feeling of disappointment that no such effects were 
demonstrable. An extension to all patients of the pro- 
Visions now available for private patients, with adequate 
supervision by the Board of Control—a thing no general 
hospital was likely to weleome—would do much to supply 
all that was needed for the present. In this connexion 
the present voluntary boarder system would probably 
before long be made to apply to all patients; but unless 
this was altered to conform more to the lines of provision 
now made for alcoholics, Dr. Barkas did not think that 
it would do much to solve the problem.- Child guidance 
clinics had shown how greatly the problem of the psycho- 
pathic child was bound up with social considerations, and 


how all-important was the social worker and the re- 
education of the family. With the adult neurotic the 
same held good, and the speaker believed that no clinic 
for either in- or out-patient treatment would be able to 
do satisfactory work unless it included a_ well-trained 
staff of social workers who could deal with the environment 
of the patient. 

Dr. R. G. Gorpon (Bath) considered that there was a 
good deal of confusion of thought on such questions as 
the following: Was there any fundamental difference 
between the neurotic and the psychotic patient? Did the 
neurotic patient ever become insane? Did the neurotic 
or normal person ever commit suicide? What was the 
real meaning of the borderline case? To answer these 
questions there must be an intensive study of the per- 
sonalities of individuals, whether sound or sick, and par- 
ticular attention to the capacity and success enjoyed by 
these persons in their adjustments to their environment. 
If this was done Dr. Gordon suggested that it would be 
found that the person who under certain conditions— 
whether of toxaemia, endocrine disturbance, mental con- 
flict, or emotional shock—broke down into a_ psychosis, 
ditfered in his ‘‘ personality make-up”? from another patient 
who under similar conditions broke down into a neurosis. 
Moreover, one of the chief differences seemed to be that in 
the first case the personality had no real tendency to 
adjust to the environment, and that in the present state 
of knowledge the efforts made did not at all, or only to a 
slight extent, increase this adjustment to the environment. 
With greatly increased knowledge it might be possible to 
foresee that in certain circumstances which might be 
avoided ‘* A’’ would break down -into a psychosis of a 
particular kind, say manic-depressive insanity, ‘ B”’ into 
a psychosis such as dementia praecox, while ‘‘ X ”’ would 
break down into a neurosis of a certain kind, say an 
anxiety state, while *‘ Y’’? would develop hysteria. This 
Was an ideal situation, and at present probably no one 
pretended to be able to carry out such subtleties in 
diagnosis, yet increasing experience seemed to be pointing 
that way. 

Dr. J. R. Rees said that comparatively few realized 
that the moral disorders, the character and personality 
defects of childhood, were the forerunners of much of the 
mental disorder of later life. The statistics of the 
Tavistock Square Clinic bore out Dr. Boyle’s figures in 
showing that medical practitioners were gradually waking 
up. An increasing number of children and adults were 
coming on the recommendation of their doctors; but there 
was still a great deal to be done. In medical as in lay 
minds there was still a gulf fixed between physical disorders 
and mental trouble. There was “ real” disease and 
‘imaginary ’’ disease, and hence arose so much hopeless, 
visionless, and empirical treatment of the mental disorders. 
Psychology was the nursery or the infant school, and the 
general practitioner was the ideal person to tackle this 
early period. He had the entrée to homes and the con- 
fidence of patients. The people and also the profession 
must be educated. He suggested that the British Medical 
Association might initiate a campaign of education. The 
mental hygiene movement in America did a vast and 
admirable work which was practically left untouched in this 
country. Was it not possible that there should be short 
courses of lectures for practitioners in every Division? The 
general practitioner, with his experience and balance, was 
well able to grasp the essential facts that were known, 
and he would in consequence be better equipped to deal 
with the earliest manifestations of mental trouble and to 
perform preventive work of inestimable value. Clinics, 
early treatment centres, and child guidance centres must 
come, and it seemed to him essential that the profession 
should have adequate knowledge if it were to co-operate 
effectively with these specialized institutions. 

The President, Dr. E. Goonay, said the delay in dealing 
with the recommendations of the Royal Commission on 
Mental Disorders in respect of facilities for early treat- 
ment was deplorable. He detailed the arrangements at 
Cardiff for dealing with early cases in an out-patient 
department of the Cardiff Royal Infirmary during the 
past seven or eight years. In his opinion 60 to 70 per 
cent. of the out-patients required indoor treatment. In 
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the plans of a large new hospital, now being erected by 
the Poor Law authority at Cardiff, was included a wing 
for neurological cases and a pavilion for psychiatric cases; 
but this was a development for the future. Dr. Goodall 
stated that the 30 to 40 per cent. of patients among the 
direct admissions to the Cardiff Mental Hospital who were 
annually discharged within six months of admission could 
be treated at a psychiatric clinic, quite apart from the 
lunacy laws as at present constituted, and all the draw- 
backs which those laws implied. His constant advice to the 
Cardiff local authority was to abstain rigidly from any 
addition to their mental hospital, and to concentrate upon 
provision, in conjunction with the Cardiff Infirmary, of a 
fully equipped clinic in psychiatry. 

Dr. Dor1ts Optum (Bournemouth) said that the discussion 
had shown a few points of difference of opinion, but more of 
agreement. All agreed as to the need for early treatment ; all 
appeared to agree as to the value of eStablishing out-patient 
departments in association with general hospitals. She 
emphasized this not only in the interests of the patients, but 
also as a means of educating the public, the nurses, and the 
doctors in other departments of the hospital. The asso- 
ciation with the general hospital gave status to the whole 
subject. All agreed that in-patient accommodation was 
essential. Everyone was strongly in favour of adequate 
social service in association with the out- or in-patient 
clinic; specially trained welfare workers were essential. 
The suggestion for the establishment of small hostels for 
patients who came from a distance for out-patient treat- 
ment in a centre was quite uncontroversial, and also the idea 
of starting special convalescent homes for recovering cases. 
Dr. W. A. Porrs (Birmingham) said that no one yet had 
mentioned the two most important places for early treatment 
to be carried out. Those centres were the infant welfare 
clinic, which provided the earliest opportunity for the 
examination and training of the child, and the ante-natal 
clinic, where the attitude of the mother, and also of the 
father, to life and also to the child might be investigated 
and corrected. It was necessary to correct any misunder- 
standing that might arise from what was said about the 
damage of a sentimental attitude towards delinquents by 
saying that those who were engaged in work with delin- 
quents were out for justice and for an opportunity for 
developing and drawing out the diminished sense of respon- 
sibility many delinquents had. The time would come, if 
early treatment was adopted, when very few wards would 
be wanted. Among the patients who came to Dr. Potts 
for treatment the most hopeful were those who came saying 
they could not leave their work; such patients nearly always 
did well. Dr. R. S. Attison (Ruthin) referred to some 
physical aspects of the treatment of the psychoneuroses. 
The first essential after obtaining a careful history was 
to make a thorough physical examination; following this, 
investigations would suggest themselves along bacterio- 
logical, biochemical, and radiological lines. The object in 
making these investigations was twofold: (1) the search 
for toxic foci, (2) to ascertain the physical peculiarities of 
the patient. The teeth, the throat, the accessory sinuses 
of the nose, the appendix, the gall-bladder, the colon, and 
the urine and faeces were commonly the sites of a latent in- 
fection. In some cases this might be detected only after a 
full investigation. Dr. C. Forses (Aberdeen), speaking asa 
general practitioner, supported strongly Dr. Rees’s sugges- 
tion regarding the education of the medical profession. 
The proposition should be urged by all who were interested 
in the general practitioner and in the early treatment of 
mental and nervous illness. There was a definite need for 
the institution of clinics as a medium not only of research 
and treatment, but also for the education of family doctors 
in the particular area served. The great majority of 
general practitioners were interested and acutely concerned 
in the problem under discussion. Dr. Constance Mortiocx- 
Brown (Braunton, Devon) said that her objections to the 
Provisional Treatment Order were that it increased the 
number of orders instead of reducing them; it did not 
protect the patient and relatives from stigma,since sojourn 
in an asylum was a greater stigma than certification; she 
objected to two doctors interviewing the patient together; 
the Provisional Order did not secure for the patient and 
his relatives the rights and privileges, such as they were, 


which were now accorded them under the 1860 Lunacy Act 


and attendant rules; under the Provisional Order a. 


patient would be condemned to asylum life definitely for 
six months or a year—a most depressing outlook—whereas 
he might recover in three months or less. There was no 
necessity for a visit from a magistrate to be made obliga- 
tory, but it was advisable for him to have the power to 
visit. Dr. Mortlock-Brown further urged that the terms 
*‘Junacy and “ Junatic ’’ should be expunged from the 
statutes and from medical writings and conversation, and 
that medical women should be appointed to the Board of 
Control. She wished particularly to thank the British 
Medical Association that it had supported the rights of 
medical women in this matter. The Royal Commission, 
however, had suggested their appointment to a subsidiary 
position under a Jaywoman, 


SECTION OF DERMATOLOGY. 
Friday, July 27th. 
Urticaria. 
Sir Rosert Boxram, President of the Section, took the chair, 
and called upon Dr. A. R. Hallam to open the discussion 
on urticaria. 

Dr. Hattam (Sheffield) said that urticaria, more than 
any other disease, exemplified the close connexion between 
cutaneous and general medicine. He defined four groups: 
(1) factitious urticaria, (2) acute urticaria, (3) chronic 
urticuria, and (4) the papular urticaria of childhood. 
According to Lewis, in all cases the wheals were due to the 
liberation of a _histamine-like substance in the skin. 
The papular urticaria of childhood, although clesely 
related to the urticaria of adults, differed in that the 
characteristic papule, instead of disappearing within 
a few hours, persisted for about a week. A_remark- 
able fact, first noted by the speaker, was that all 
patients admitted to hospital immediately got well 
without the aid of any active treatment, but relapsed cn 
discharge. According to Lewis wheal formation could be 
accurately imitated by an injection of histamine. The 
phenomenon of undue sensibility or allergy in urticarial 
subjects had been established, but the nature of this 
condition had not been discovered. The resemblance, how- 
ever, between urticaria and anaphylaxis, first advanced 
by Wolff-Eisner, had been thought to show a clcse con- 
nexion between the two conditions, in both of which there 
was a fall of blood pressure, leucopenia, moderate cosino- 
philia, and sometimes albuminuria. The causes of urticaria 
were most varied; among them there had been recorded the 
passage of a uterine sound and a ring at the front door; 
it might be one of the earliest signs of grave disease or 
might be associated with focal sepsis. Since the chance of 
successful treatment largely depended on the detection 
of the cause, each case must be considered minutely from 
all aspects. Should the offending antigen be detected 
desensitization might be attempted, but empirical remedies 
often had to be employed. Calcium salts had Jong been 
used, but had, not often been successful in the speaker’s 
practice. Thytoid extract was sometimes beneficial. 

Dr. H. W. Barser read a paper by himself and Dr. Oriel 
on the biochemistry of the allergic state, of which urticaria 
was one of the commonest manifestations. Allergic con- 
ditions, he said, included (1) cutaneous reactions, such as 
in urticaria, various forms of eczema, and other dermatoses, 
and angioneurotic oedema; (2) respiratory reactions—as, 
for example, hay fever and asthma; (3) gastro-intestinal ; 
and (4) nervous reactions, including migraine and _ possibly 
other conditions. Dr. Oriel had discovered a phenomenon 
in the urine, termed the ‘‘ether”’ reaction ; this was always 
strongly positive during an acute manifestation, but might 
disappear during the period of quiescence. The two authors 
had found that in normal subjects the amino-acid content 
of the blood varied between 4 and 6.5 mg. per 100 c.cm., 
but in many allergic cases—as, for example, the asthma- 
prurigo group—very high quantities were found during the 
acute stages. Raised amino-acid content had also been 
found in light sensitization, in dermatitis herpetiformis 
and other cutaneous conditions, and in some cases of 
cirrhosis of the liver. They had found that chlorides 
tended to be retained in the blood during the paroxysm, 
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but excreted in unusually large quantities subsequently ; 
urates were commonly deposited in the urine during the 
paroxysmal phase. It appeared that this precipitation 
depended on the urinary colloids, not, as previously thought, 
on the concentration and acidity of the urine. A urine 
with low acidity and a specific gravity of only 1012 might 
give a copious precipitation of urates. The ammonia excre- 
tion was very high during acute attacks, and was out of 
all proportion to the acidity of the urine. During the 
post-paroxysmal stage there was diminished acidity, and 
sometimes actual alkalinity with diuresis. The speaker 
thought that the deposition of urates and the ether reaction 
in the urine indicated an alteration in its colloidal state, 
and that the increased ammonia excretion with the reten- 
tion of chlorides in the blood were protective mechanisms. 
In general, they had formed the conclusion that the allergic 
state was associated with hepatic insufficiency. 

Dr. H. G. Semon inquired: (1) If hepatic insufficiency 
was the cause of allergy why did not urticarial symptoms 
occur in examples of gross liver disease such as arsenical 
poisoning? (2) In what other diseases were amino-acids 
increased in the blood? He had found ephedrine useful 
sometimes, and the intravenous injection of calcium effec- 
tive in other cases, especially in angioneurotic oedema. Dr. 
W. J. O'Donovan said that allergy as defined by Dr. Barber 
was too comprehensive; in ascribing it to liver torpor he 
was going back to Sydenham. He agreed that there was a 
neurotic factor. Dr. J. Brarty (Cardiff) said that hepatic 
insufficiency was too extensive a cause for so narrow a 
group of diseases as urticaria and its allied conditions. He 
doubted whether the nervous system could excite urticaria. 
He himself regarded urticaria as a reaction of the skin to 
general protoplasmic poisoning. Dr. (Leicester) 
suggested that chronic reinfection with Bacillus coli was a 
common cause of urticaria, 

Dr. Barer, in reply, said that he and Dr. Oriel did not 
claim to have discovered the cause of urticaria; they had 
merely described the biochemistry of the allergic ‘state. 
In answer to Dr. Semon he said that allergic symptoms, 
such ‘as itching, were present in liver disease. He had 
found that calcium was useful when there was calcium 
deficiency affecting the vegetative nervous system, which 
varied in irritability according to the calcium content of 
the blood. He was aware of the utility of ephedrine and 
adrenaline. Dr. Hattam, in reply, said that as yet 
there was no specific for urticaria; the only thing to 
do was to try to find the actual cause. Otherwise empirical 
remedies, countless in number, were the sole hope. 


Sovrrar’s Stream Cavrery 

Dr. H. G. Semon read a paper on the dermatological 
indications for Souttar’s steam cautery, which he had 
used for over two years, and much preferred to diathermy. 
Its advantages were: freedom from breakdown, slow pene- 
tration of the tissues, it was easily regulated, and the pro- 
duction of a coagulum which, although firm, could be 
easily removed with a sharp spoon. The source of heat 
was a solid fuel; the apparatus was therefore portable and 
quite independent of a lighting circuit, but owing to the 
presence of a naked flame proximity to ether must be 
avoided. Mechanical trouble was extremely rare with this 
instrument. The most important precaution was to keep 
the applicators free from crusts, which reduced the 
efficiency. Another advantage was the ease with which 
haemorrhage was arrested, even if large arteries were 
opened; again, there was a striking and complete absence 
of post-operative pain. He had found the cautery par- 
ticularly useful in epitheliomata invading cartilage or bone 
—cases in which gx rays or radium were well known to be 
almost futile. He had also used it with great success in 
three cases of lupus verrucosus, but the horny tissues must 
previously be macerated with strong salicylic plasters for 
a few days, because the applicators had no effect whatever 
if this were not done, such was the heat-resisting power 
of keratin. He also used it in treating soft sores and 
chancroids, for the bacillus of Ducrey was notoriously 
susceptible to the effects of heat. The type of case in 
which his experience led hima to expect the best results 
Was one in which the pathological tissue to be destroyed 
was soft in charezcter and free from keratin; warts, fibro- 


mata, and moles should be avoided. The after-treatment 
consisted in keeping the part as dry as possible until the 
slough separated, when ambrine was the best dressing. 

Dr. Wie .ry, in the discussion, suggested that it would 
be convenient to employ an electrical method of heating 
the water. Dr. Semon, in reply, said that there was a 
difficulty in obtaining an electric heater appropriate for 
the many different electrical circuits in operation. 


THattium Epitation IN RinGworM. 

Dr. J. E. M. Wie.ey read a paper on the treatment 
of ringworm of the scalp by thallium acetate. He said 
that he had treated fifty cases in children varying in age 
from 18 months to 9 years. The dose had been 8.5 mg. 
per kilo of body weight, dissolved in an ounce of sweetened 
water. He had found the average time of epilation to be 
twenty-four to twenty-six days, and recommencement of 
growth much more rapid than with a rays. He had 
checked all his cases by examination with ultra-violet light 
under Woodd’s glass. He had found that many unbroken 
hairs apparently normal in appearance were incriminated 
by the ultra-violet method, and these were always found 
microscopically to be full of mycelium. Thallium often 
gave a deceptive appearance of cure, but failed to pass 
the Woodd’s glass test. The local treatment so strongly 
insisted upon by several writers during the period of hair 
falling was very difficult for out-patients. Toxic sym- 
ptoms were noticed with the greater frequency the older 
the patient; pain in the legs was the commonest. He had 
tried thallium in chronic seborrhoeic dermatitis of the 
scalp without success. He concluded that thallium was 
distinctly inferior to x rays in the hands of a skilled 
operator. 

Dr. Hatprx-Davis thought that the scope for thallium 
was limited to children who were too young for z-ray 
treatment, but with the aid of a narcotic it was possible 
to x ray quite young infants. He, too, had noticed the 
occurrence of hairs heavily infected with ringworm but 
appearing quite normal to the naked eye. Dr. Semon said 
that he had used thallium in over forty cases with only 
one failure. It entailed much more work by the dermato- 
logist and his assistants than did x rays, but was much 
safer unless the x rays were given by a skilled and expe- 
rienced person. Dr. O’Donovan had given up thallium 
and thought it should be limited to Poor Law institutions 
where « rays were not available. Dr. Hattam reported 
that he had treated eighty-two cases with thallium, and 
considered it safer than « rays; forty of these patients 
were kept in bed during the period of epilation. He had 
had only one failure. Among out-patients his results were 
not so good. Both x rays and thallium were bad methods. 
Dr. INneGram (Leeds) said he had treated forty-eight 
cases successfully; he had also found it useful in chronic 
seborrhoeic dermatitis of the scalp. The PReEsmpeEnt 
reminded the Section that Sir Norman Walker had recom- 
mended them to experiment with these methods on favus, 
in which one was justified in taking more risks than in 
ringworm. He, had done so, and he agreed with Dr. 
Hallam that both methods were bad; he still kept an open 
mind as to their relative merits. Dr. Wic.ey, in reply, 
said that he was more against thallium than against 
g rays on account of its uncertainty. 


Sanvarsan Errects aNp 
Dr. W. J. O’Donovan, in a paper on uncommon ill 
effects of salvarsan therapy, said that it was impossible 


‘to predict what patient would prove unsuitable for 


salvarsan treatment. Ill effects might occur at any time 
during the course, with any brand of drug, and with any 
sized dose. He mentioned certain cases which were 
interesting because of their gravity and comparative 
rarity. They included post-salvarsan melanodermia, one 
case heing associated with follicular hyperkeratosis; 


multiple cutaneous abscesses with exfoliative dermatitis; 


cutaneous and subcutaneous necroses; and pulmonary 
embolism. He had shown two cases of melanodermia at 
the Royal Society of Medicine, and although doubt had at 
one time been thrown on their etiology, his conclusions 
had.since been accepted. The patient, who had suffered 


from cutaneous necrosis, also had necrosis of the bone of 
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the os calcis; this had never before been described as a 


result of salvarsan. This patient recovered, but the - 


patient who had pulmonary embolism succumbed. The 
PresipEnt said that he thought cutaneous accidents were 
more likely to occur when too frequent doses were given, 
and that hepatic troubles were due to excessive quantities 
administered. 


SECTION OF LARYNGOLOGY AND OTOLOGY. 
Thursday, July 26th. 
DratnaGE OF Brain ABSCESS. 


Sir Percy Sarcent, who read the opening paper of a 
discussion on the drainage of brain abscess, remarked that it 
was essential to remember that some cerebral tissue required 
most careful surgical handling on account of its functional 
importance, though it had been demonstrated that practi- 
cally complete destruction of one-half of the cerebellum had 
resulted in no apparent loss of function one year later. 
There were four types of brain suppuration with abscess 
formation: (1) diffuse septic softening; (2) formation of a 
septic cavity containing pus, with softened wall, but with 
no capsule; (3) a cavity lined with a thin capsule of young 
fibrous granulation tissue; (4) a small abscess cavity, sur- 
rounded by dense fibrous tissue of varying thickness. He 
discussed the nature and treatment of these types. He 
then showed a very interesting picture demonstrating the 
susceptibility of the lateral ventricle to involvement in 
cases of cerebral abscess, and emphasized the difference 
between a hernia cerebri and a fungus cerebri. Embolic 
brain abscesses were quite a favourable type for treatment. 
In these the transarachnoid route must be undertaken as 
near the abscess as possible, while ‘in otitic abscesses the 
stalk should be followed. 

Mr. Sypney Scott concentrated on the treatment of brain 
akscess of otitic origin. Cerebral abscesses could be reached 
(1) through the roof of tlie antrum by the tegmen route; 
(2) by the labyrinthine route, if clinical signs of a dead 
labyrinth were present or there was evidence that the 
labyrinth had been dead for some years; or (3) by following 
the infection along the sinusal route in the case of temporo- 
occipital or even occipital abscesses. Cerebellar abscesses 
might be opened: (1) through the posterior wall of the 
antrum mesial or lateral to the sigmoid sinus; (2) through 
the sinus; or (3) through the labyrinth (again if dead). 
For opening the skull he always used a gouge and hammer; 
he mentioned several cases in which he had proved to his own 
satisfaction that the blows of the hammer did not induce any 
headache or concussion, but he admitted that the circular 
trephine was the more popular instrument. He gave the 
warning that abscesses might be much deeper than was 
expected from their external appearance. He raised the 
question whether it was advisable to evacuate the pus 
rapidly or by suction, and thought that perhaps slow 
drainage was more satisfactory. As regards the frequency 
of brain abscesses, it was found that only 85 cases had been 
admitted to St. Bartholomew’s Hospital in the last twenty- 
four years, and about the same number had been admitted 
to the Edinburgh Royal Infirmary in the last twenty years. 
In St. Bartholomew’s Hospital there had been 17 recoveries 
out of the 85 cases, and this proportion was found to more 
or less agree with the results at other centres in America 
and Vienna. In Neumann’s clinic there had been 82 cases 
of temporo-sphenoida] abscess, with 20 recoveries, in 
eighteen years. _He mentioned a record of 41 consecutive 
cases of cerebellar abscess, all of which were fatal. He 
commented on the curious fact that often the patients with 
the most severe symptoms were the ones who recovered 
following drainage. 

Mr. E. D. D. Davis did not believe much in the efficacy 
of drainage tubes in dealing with brain abscess, and showed 
two drawings illustrating their failure to enter or remain 
in the cavity. Drainage tubes might give rise to secondary 
infection. Mr. Waccerr emphasized that the most impor- 
tant point was the detection of the abscess, and said that 
he considered the finger was the most useful in this. Sir 
Victor Horsley had been a convert to this method of 
exploration, which he latterly made use of. Dr. Wiutrm 


Hit asked why frontal lobe abscesses were so much more 
serious than others. Dr. Hvuen Jones thought that the 
great obstacle to drainage was oedema of the brain tissug 
and distension of the ventricles, and suggested that possibly 
drainage of the ventricle through uninfected brain tissue 
might be of service. He thought that a double rubber tube 
afforded the best drainage, and also that the suction method 
might cause breaking of the wall of the ventricle. Mr, 
Riwovut (Portsmouth) said that experience tended to show 
that the more rapid and earlier treatment of infective 
otitic conditions had brought about a reduction in the 
number of cases of intracranial complications. He had 
treated 15 cases in about the same number of years, and in 
his personal experience cerebellar abscesses had done better 
than cerebral abscesses. Mr. Ritcnre RopGer raised the 
question whether it might not be better to wait for brain 
abscesses to become encapsulated before operating, but did 
not offer it as a line of treatment to be adopted. He was 
inclined to this idea by the success attending operations 
on well-developed and encapsuled abscesses. Dr. Coates 
(Philadelphia) said that the ideas, results, and frequency 
of this condition as detailed coincided pretty closely 
with those in the United States. Dr. Syme (Glasgow) 
was interested in what Sir Percy Sargent had said about 
lumbar puncture. He was opposed to this procedure, but 
now that he had been told that the pressure was from the 
ventricle to the abscess, and not vice versa, he thought that 
it was justified. He doubted the value of packing gauze 
round the bone margin before opening and draining the 
abscess. Dr. Logan Tvcrner (Edinburgh) asked Sir Percy 
Sargent if he had any experience of the gauze method cf 
drainage as practised by Professor Fraser of Edinburgh, 
instead of drainage by tubes. 

Sir Percy Sarcent, replying, stated that intracranial 
pressure could be reduced in any given case temporarily 
by the intravenous administration of a 30 per cent. solution 
of sodium chloride or by the introduction into the rectum 
of a saturated solution of magnesium sulphate. The danger 
was that the brain might fall away too rapidly and open up 
paths of infection. Mr. Waggett’s suggestion as to finger 
exploration was rational. In reply to Dr. William Hill, he 
said that he had not found that frontal lobe abscesses did 
any worse than those in other situations, but rather the 
contrary ; they probably took longer to diagnose. In reply 
to a question by Dr. Coates, ‘he said that he had very rarely 
seen multiple brain abscesses except in museums. He did 
not agree with dispensing with the use of drainage tubes, 
but he had no experience of the gauze method; the frequent 
pulling away of the gauze would be liable to damage the 
wall of the cavity; it had been tried many years ago in 
the peritoneal cavity and abandoned. 


Ear FOLLOWING SKULL FRAcTURES. 

Mr. E. D. D. Davis described the various lines of fracture 
in the base of the skull, the majority of which involved 
the middle cranial fossa. It was nearly always the middle 
ear which was involved, and very rarely the internal car. 
The external auditory meatus was, however, quite fre- 
quently injured, especially in fractures through the Glaserian 
fissure. In some cases middle-ear deafness resulted merely 
from the extravasation of blood into the middle-ear cavity, 
and the blood could sometimes be seen at the Eustachian 
orifice in the nasopharynx. Taking a series of skull frac- 
tures, he found that haemorrhage from both ears showed 
a mortality of 66 per cent., whereas in cases of haemorrhage 
from one ear the mortality was only 39 per cent. The 
average mortality in all cases of fracture of the base of 
the skull was about 40 per cent. When the facial nerve 
was paralysed the injury usually occurred in the neigh- 
bourhood of the geniculate ganglion, and these patients 
eventually recovered. Any improvement in the hearing 
function followed in about cight weeks; after that time 
not much improvement could be expected. Injury to the 
internal ear was very rarely seen clinically, probably 
because all such patients died owing to the severity of the 
concussion. ‘Treatment consisted in rest and cleansing the 
meatus. Any discharge from the ear should be mopped up 
and skin irritation carefully guarded against. No car 
drops or mops should on any account be introduced into 
the meatus owing to the danger of secondary infection 
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occurring. If suppuration supervened vigorous methods 
of treatment, including early drainage of the antrum if 
involved, must be at once instigated. . 


Rapium TReatTMENT oF Mippie-Far 

Dr. Wititiam Hix read a short paper on the question 
of treatment of middle-ear deafness and Eustachian catarrh 
resulting in deafness, by means of the application of radium. 
In his cases he irradiated only one ear, using the other 


ear as a control. He had treated 47 cases, all of which. 


had reached a stationary condition so far as other more 
recognized methods of treatment were concerned; 9 cases 
had shown substantial improvement and 7 slight improve- 
ment. He gave two to four applications of 50 to 60 milli- 
curie hours. After careful examination and treatment 
he was quite satisfied that in certain cases he obtained 
substantial improvement. 


SECTION OF TUBERCULOSIS. 
Thursday, July 26th. 


Procepures 1x PutmMonary Cases. 

Tae chief impressions left by the discussion on the after- 
effects of surgical procedures in cases of pulmonary tuber- 
culosis, which took place in the Section of Tuberculosis at 
Cardiff on July 26th, were that the physician was being 
ousted from his last stronghold, the chest, and that the 
success recorded by the surgeon in this region might 
justify his admission at an earlier stage of the disease. 
The former of these impressions was emphasized by Dr. 
Ceci Watt, who thought that in the future the distinction 
would not be between physician and surgeon, but between 
practitioner and chest specialist. » 

Mr. Tupor Epwarps, in opening the discussion, dealt 
first with the cheice of cases, which should be those of 
chronic third stage type, with little or no activity in the 
“better”? lung. Old cases of artificial pneumothorax, in 
which refill was no longer possible, were suitable for thoraco- 
plasty; as also were those cases in which fluid developed 
and became purulent. Infected tuberculous empyemata, in 
which delay might lead to lardaceous disease, should be 
treated by thoracoplasty as soon as possible. Although 
early cases should be given extended trial of other medical 
measures before operation was considered, Mr. Tudor 
Edwards thought that there was a tendency to wait too 
long. He endeavoured, in his operations, to obtain ade- 
quate collapse of the whole lung; procecding first by 
phrenic eyulsion, and then, a week or two later, by 
thoracoplasty, from the first to the tenth rib posteriorly, in 
two stages. Localized collapse could be obtained by phrenic 
evulsion or by pneumolysis. The chief value of the latter 
operation was, he thought, for a residual cavity left at the 
apex after thoracoplasty. Mr. Tudor Edwards then gave 
figures of the results of his operations, for which it 
appeared that over 50 per cent. of the patients treated by 
thoracoplasty were cured or much improved, while less than 
7 per cent. died within three weeks of the operation. 

Dr. F. G. Cnanpier called attention to the natural 
instinct of the physician to consider the operative risk to 
his patient and the possibility of after-pain and discom- 
fort. In some cases it was necessary that the petient 
should decide the question of operation for himself, since, if 
he knew the risk, he might prefer to die. Dr. Chandler 
regarded intrapleural pneumolysis as unsatisfactory. 
Phrenic evulsion involved little risk, and in basal tubercu- 
losis, and as an accessory to incomplete artificial pneumo- 
thorax, was very useful. Apicolysis and pneumolysis had 
great possibilities, while thoracoplasty had brilliant and 
lasting results in the hands of a properly trained surgeon. 
It demanded perfect technique. In a series of patients 
operated on it had been found that over 42 per cent. were 
fit for work two years after the operation, while of a 
similar series not operated upon only 11 per cent. were fit 
for work. Dr. Chandler concluded by deploring the apathy 
towards modern advances in the treatment of pulmonary 
tuberculosis which he believed to exist. . 

Subsequent speakers described thoracoplasty as a serious 
or desperate operation; but Mr. Wuii11am ANDERSON 


suggested that it gave a chance to cases otherwise hopeless, 
while Dr. Fenwick Jones thought that suitable cases 
should be tackled much earlier than was done at present. 
He gave statistics of twenty-five operations performed at 
the North Wales Sanatorium. Dr. D. A. Powett believed 
that ultimately the results of thoracoplasty would surpass 
those of artificial pneumothorax. Dr. H. Morriston 
Davies showed photographs of patients who had undergone 
the operation, which made it clear that the patients had 
not been crippled, that when dressed they showed no 
deformity, and that there was no dropping of the shoulder 
and no scoliosis. He pleaded for the introduction of 
surgical facilities into sanatoriums, and said that while 
the Welsh National Memorial had set the example in the 
Principality the only sanatorium he knew of in England 
which had an operating theatre was the Cheshire Joint 
Sanatorium. 

Mr. Tupor Epwarps, in his reply, stated that after-pain 
from the operation was due purely to bad technique. He 
felt there was no justification for describing the operation 
of thoracoplasty as desperate, and he mentioned that at the 
Ventnor Sanatorium a theatre had already been built. 
Dr. CHANDLER expressed the hope that surgeons who 
meditated taking up the operation would serve an appren- 
ticeship under those who had developed it. 


* Tue GENERAL PRACTITIONER AND TUBERCULOSIS. 

The discussion on tuberculosis as seen by the general 
practitioner was enlivened by an opening paper read by Dr. 
Aneus Kennepy, which was described by Dr. Powe, as 
a salutary cold douche. His thesis was that the claim that 
the lower mortality from tuberculosis was the result of pre- 
ventive measures, mostly undertaken during the past twenty- 
five years, would not bear scrutiny. The present expendi- 
ture of labour and money was not justified by the resuits. 
An examination of the mortality from the disease during 
the last two hundred years showed that it was 14 per cent. 
in 1721, 25 per cent. in 1821, 12 per cent. in 1871, and that 
since then there had only been a reduction of a further 
3 per cent. The great reduction was in the time of our 
grandfathers, before preventive measures were thought of. 
Dr. Kennedy considered the fall in the mortality since 
1821 to be due to lessened virulence of the bacillus and 
increasing resistance of the race, and illustrated his point 
by referring to the intense susceptibility to the disease 
shown by negroes in the East End of London. “He thought 
that the disease could only be eliminated by cultivating the 
eugenic conscience. 


Dr. R. Cameron (Cardiff) read a paper on the problem cf 


early recognition of tuberculosis. He had investigated the 
existence of the disease in Cardiff, and found that phthisis 
alone accounted for roughly 20 per rent. of all the deaths 
between 15 and 65 years of age. Over 50 per cent. of the 
patients slept in contact with other persons. He enumer- 


ated the symptoms to be looked for in early cases under.. 


Pottenger’s three headings—pulmonary, reflex, and 
toxaemic—and said that he regarded the finding of the 
bacillus as the only real proof of tuberculosis. Diagnosis 
by tuberculin did not give reliable results. In this opinion 
Dr. J. R. Gruiespre did not support him, as he had found 
the subcutaneous test very valuable, though the skin test 
was useless. He began with 0.0002 c.cm., and gave six 
doses, doubling the dose each time, before pronouncing 
the case non-tuberculous. Dr. OwrNn gave some 
interesting statistics of cases which had occurred in his 
practice; and Dr. W. T. Hawt asserted that among his 
patients the best results were obtained in those who had 
been through a sanatorium course. He did not believe 
that tuberculin could be used safely by the general practi- 
tioner in the patient’s home ; and reliance had to be placed 
on treatment by drugs. .Dr. Horxins Asumore thought 
that dust caused the spread of the disease, and suggested 
incineration of all dust collected; but Dr. Matruews said 
that analysis of the dust from the waiting room of a 
tuberculosis institute had not shown the presence of living 
bacilli. Infection was probably from droplets of sputum. 
He had found that the reaction to tuberculin, used for 
diagnosis, differed in urban districts from rural. Urban 
children of 10 to 15 years reacted very much more 
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frequently than rural children; while a higher rate of in- 
cidence of the disease in children giving a positive reaction 
was seen in the country. 

Dr. Cameron, in his reply, deplored the lack of hospital 
accommodation for advanced cases of tuberculosis. 


SECTION OF MEDICAL SOCIOLOGY. 
Friday, July 27th. 
Tue Brrrn Rate. 

Tuts vear’s discussion, on the falling birth rate, in the 
Section of Medical Sociology raised many interesting ques- 
tions. What ave the causes of the fall? The openers of 
the discussion were hardly agreed. Professor W. J. 
Roserts (Cardiff), on the economic side, had no belief in 
Malthus’s laws of population. He thought the importance 
of the economic motive should always be borne in mind. 
Inquiry should be made more closely into the lives and 
economic conditions of various classes, and he suggested 
that the medical practitioner might render important help 
by inquiring of his patients what they thought and what 
were the motives for their conduct. People conducted 
themselves under the limitations of their social position 
and of their knowledge. Some were more inclined or 
better able to follow medical advice on the matter. In his 
opinion overcrowding was an argument which might be 
used to prove too much. There was no evidence of real 
overcrowding in this country, and on halving the popula- 
tion of Cardiff it might be found that the apparent over- 
crowding was not telieved. Similarly the old solution of 
the problem by emigration was not valid; and economic 
dogmatism: on the matter was not possible. 

Dr. F. A. E. Crew (Edinburgh) elaborated opinions 
which he had formed from his biological investigations 
of mice, drosojhila, and other organisms. In drosophila 
there was an optimum density of population, above and 
below which there was a lower reproductive rate. The 
harmony between a limited area and its supplies was 
maintained by restricting fecundity. The human being, he 
thought, was now approaching the end of a birth rate cycle; 
but the distinction of the factors in producing it was 
difficult. <A rising birth rate heralded an extension of 
the conquest by mau over his environment; a falling rate 
indicated that in a particular area he was permanently 
or temporarily imprisoned. The birth rate would not rise 
again until the factors overriding the inherent tendency 
to increase were recognized and removed. Among factors 
making for increase, Dr. Crew mentioned the presence in 
a community of ‘ multiple birth ’’ stocks; the possibility 
that mittelschmerz in females might indicate more intense 
sexual life; and length of life, which was an inherited 
character. A fall occurred in discontented and discouraged 
populations, in whom it was interesting to note a degenera- 
tion of the maternal instinct. Immigration among droso- 
phila led to a fall of population. The root ot the matter 
in the human being was probably to be found in social 
conditions. Among the socially unsuccessful the only 
outlets of nervous release were excessive drinking and 
sexual over-indulgence. In such classes the reproductive 
rate would be high; social advancement implied other 
outlets and a lower reproductive rate. But birth control, 
while preventing the birth of individual babies, did not 
have much effect on the gross birth rate. 

Sir Tomas Horper doubted whether the falling birth 
rate came within the province of the medical practitioner, 
though greatly concerning the biologist and the economist. 
These two, together with the physiologist, the biochemist 
and the eugenist, must solve many problems before the 
doctor could prescribe appropriately in the matter for his 
patients. He should not lend himself as an ally to the 
eugenist until many of these problems had been solved. 
The doctor had a sanction for individual therapeusis; but 
hitherto he had not sought to influence men and women on 
matters of principle. He had kept clear of propaganda 
Lady Barrett was of opinion that the falling birth rate 
was a matter which should concern general practitioners 
It was important that they should take a wider view of 
matters which affected the health of their patients, and be 
in a position to tell them the real facts about birth control, 


the average frequency of births to married couples, and 
other similar matters. In some cases it was their duty to 
teach the advantages of normal marital relationships; in 
others to do all ‘in their power to help patients to avoid 
pregnancy. If it was thought that medical practitioners 
were unfit to deal with the question, arrangements should 
be made for teaching medical students the subject and 
their responsibility therein. Dr. 
(Oxford) suggested that the medical profession had helped 
to maintain the population by saving much infant mor- 
tality, but he was chiefly concerned that the profession 
should give advice in birth control; for which purpose he 
advocated the establishment of birth control clinies. Dr. 
Letitia Farrrre.p thought that the falling birth rate was 
due to wide causes, and not to individual action. These 
~auses might be classified as voluntary and involuntary, 
She objected to the eugenist putting upon the doctor his 
so-called laws. She emphasized the importance of motiva- 
tion, and the human being’s view of life. Jews and Roman 
Catholics were fertile because of their outlook on life. 
Dr. Brxxre Dunior expressed the opinion that couples in 
the poorest classes should be encouraged to have not more 
than two children. In these hard times, with many adults 
out of work or on insufficient wages, a very low birth rate 
was especially desirable. Mrs. Nevirre Roire regarded 
emigration as a cure for many social difficulties; but pro- 
tested against the failure of local authorities to train and 
equip an equal number of girls with the boys. Dr. N. E, 
WAteRFIELD pointed out that the medical man had some 
responsibility in the matter, and some influence in 
individual cases in which he was consulted. Absolute 
sterility was, in his opinion, always involuntary, but small 
families were usually the result of contraceptive methods. 

Professor Roserts, Dr. Crew, and Lady Barrett replied 
to some of the criticisms which had been made. 


— 


Memoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


DIATHERMY FOR CANCRUM ORIS. é 
CancruM orts is fortunately now a rare condition, at least 
in this part of England. Nevertheless examples turn up 
from time to time renewing interest and arousing respon- 
sibility. A close association with a considerable number of 
cases during the last thirty years has taught me how very 
serious the prognosis usually is, and how inefficient most 
of the methods of treatment. On March 30th of this year, 
a child suffering from this condition was admitted to the 
Royal Victoria Infirmary under my care; she was a light- 
haired little kiddie, 4 years of age, and looking as though 
of very poor resisting powers. There was a large black 
patch of gangrenous tissue about the size of half a crown 
over the horizontal ramus of the lower jaw on the right side, 
and this was surrounded by a zone of acute inflammation, 
with swelling pf the side of the face and neck. At one point 
the edge of the gangrenous area had separated, and there 
was a small amount of very offensive discharge. The buccal 
cavity was not infected. The temperature was 102.89, and 
the child was toxic and profoundly ill. While pondering 
over the best method of treatment, it suddenly occurred to 
me that complete excision by the method of diathermy 
might cut short the infective gangrenous process, and 
I determined to try it. Under a general anaesthetic the 
diathermy knife was applied about half an inch from the 
edge of the black mass to include the spreading edge, and 
a free circular excision was carried out. To remove all the 
dead tissue it was necessary to go right down to the 
bone, and when the mass was separated from the latter 
the horrible sickening odour of the roasted gangrenous 
tissue almost overcame me. After this complete excision 
about 14 in. of the body of the jaw lay exposed at the 
bottom of the wound and subsequently necrosed. The area 
was packed with gauze and external dressings applied. 
The condition of the patient under the anaesthetic gave 
much cause for anxiety, byt she soon picked up, and almost 
from that moment commenced to make a_ satisfactory 
recovery. The temperature fell at once and remained at 
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of a fortnight, when there was a mild outburst of surround- 
ing inflammation, but without any of the characteristics 
associated with infective gangrene. During the sixth week 
the patient was able to leave hospital, and progress con- 
tinued uninterruptedly afterwards. On July 18th the 
sequestrum was obviously loose, and was lifted out by the 
family doctor. Afterwards the area soon healed, leaving 
a surprisingly small scar. This is the first occasion on 
which L have used diathermy for acute gangrenous necrosis 
of this kind, but the result has been so satisfactory as to 
encourage me to employ it in future. It is because I think 
that the method is well worthy of extended trial that f 
send you this brief record of a single case, and in the 
hope that others may have a similar fortunate experience ; 
but whatever the results, it is well that they should be 
known to the profession. 
G. Grey Turner, M.S., F.R.C.S., 


Newcastle-on-Tyne. Professor of Surgery, University of Durham. 


DRY CUPPING IN CHRONIC EMPYEMA. 
Tue following is, I helieve, an original method of dealing 
with relapses from which most chronic empyema cases suffer 
from time to time. 

A man, aged 32, with a sinus of the chest wall following three 
operations for empyema, consulted me because the discharge had 
ceased for some days, and he had symptoms of toxaemia. Y-ray 
examination revealed an encysted collection of pus, with marked 
pleural fibrosis. I introduced sinus forceps and a probe into the 
sinus to a depth of 5 inches, but pus could not be found as the 
sinus was tortuous. I then inserted a fine rubber tube into the 
sinus to the same depth, and, having vaselined the skin, I applied 
a dry eup in the usual way. About five seconds later the patient 
felt something give in his chest, his dul! pain there immediately 
departed, and the cup was filled with pus. 

n this manner about 200 c.cm. of pus was evacuated, and in 
a few hours the patient felt better in every way. Subsequent 
cuppings for the next two days exhausted the supply of pus; the 
symptoms of toxaemia rapidly abated. Direct suction on the tube 
with a syringe was useless, as, being of necessity a fine one, the 
tube would have collapsed. 


The treatment is simplicity itself, notably dramatic, and 
efficacious, and the patient was discharged from hospital 
after six days, quite fit, and intensely grateful for having 
been saved the ordeal of a further operation. 

I am indebted to Dr. Lind Walker for permission to publish 


this case, 
Rosert A. Cameron, M.B., Ch.B. 
Senior House-Surgeon, Royal Infirmary, Doncaster. 


AN UNUSUAL CASE OF A RUPTURED ECTOPIC 
GESTATION, 

Tue following case is of unusual interest, since it illustrates 
that rupture of the tube in an ectopic gestation may occur 
(1) as late as the fourth month of pregnancy; (2) without 
the slightest evidence of external (vaginal) haemorrhage ; 
(2) without the characteristic features of internal haemor- 
rhage save a slightly raised pulse rate (84); and (4) with 
the gradual development of peritonitis with equivocal 
physical signs. 

A primipara, aged 20, had had amenorrhoea for four months, 
and at 6 o’clock on the evening of June 20th was seized with 
sudden pain in the back and right lower abdomen. She managed 
to carry on for about an hour, but was ultimately compelled to 
take to bed. I was called to see her about 10 p.m. The patient 
was pale, her pulse was 84, she had not vomited, there was no 
respiratory distress, and no sweating, but the patient bore an 
anxious expression which did not seem to fit in with the clinical 
findings. There was abdominal tenderness distributed all over 
the abdomen, but particularly in the right flank. The patient was 
mentally alert and capable of answering any questions asked. 

A somewhat tentative diagnosis of — gestation was made 
on the grounds of amenorrhoea, the pallor, the slightly raised 
pulse rate, and the abdominal tenderness. 

On opening the abdomen at the Merthyr General Hespital the 
peritoneal cavity was filled with blood and blood clot, the left 
tube was ruptured about midway between the uterus and the 
fimbriated extremity, and a foetus about 8} c.cm. was lying freely 
in the abdominal cavity. 


The case illustrates certain points which are against the 
recognized textbook descriptions of this not uncommon 
catastrophe, and should be kept in mind by practitioners 
when dealing with an ‘‘ acute abdomen.”’ 


I wish to thank Mr, 8S. C. Cresswell for permission to report this 
case, 


Henry A. Sermrnperc, M.R.C.S., 


Dowlais, Glamergan, L.R.C.P. 


British Medical Association. 
CLINICAL AND SCIENTIFIC PROCEEDINGS. 


STAFFORDSHIRE BRANCH. | 
The Fallacies of Negative Findings. 
Ar the annual general meeting of the Staffordshire Branch, 
held on July 19th, the President, Dr. G. H. Sowry, read 
a paper on ‘‘ The fallacies of negative findings.” 

Dr. Sowry showed the pitfalls into which one might fall 
by arriving at a purely negative diagnosis, and emphasized 
the importance of assessing, as accurately as possible, the 
pathological condition actually present. In this connexion 
he mentioned a consultation which he had recently attended 
regarding a case of suspected small-pox in which the con- 
sultant had stated his belief that the case was not small-pox, 
but, having gone thus far, said that as well as arriving 
at a negative diagnosis they must also make up their minds 
as to the disease from which the patient was in fact suffer- 
ing. Only thus, by arriving at a positive diagnosis, were 
they justified in being sure that the case was not small- 
pox. Dr. Sowry instanced cases of tonsillitis in which the 
negative diagnosis of ‘‘ not diphtheria’? was reached, but 
which investigations pushed to the length of arriving at 
a positive finding would have revealed as cases of scarlet 
fever much sooner than the true diagnosis was, in fact, 
made. 

In the case- of sputums yielding negative results with 
regard to tubercle bacilli, Dr. Sowry pointed out that one 
negative examination, or, indeed, five or six such examina- 
tions, did not entitle one to say that the case was not one 
of pulmonary tuberculosis. In instances of suspected pleural 
effusion the failure to find fluid on one puncture might be 
due to the smallness of the amount of fluid, or to the 
needle being introduced into the lung or even into the 
liver; so that a negative result of a pleural puncture did 
not exclude pleural fluid. With regard to the Wassermann 
reaction, Dr. Sowry mentioned several cases in which this 
reaction had been negative, but the clinical picture being 
that of specific disease, and the cases reacting dramatic- 
ally to antisyphilitic treatment, they were almost certainly 
instances of syphilitic disease. Many diabetics might at 
particular times of the day pass urine in which there was 
no sugar; one could place reliance upon the negative 
results of an examination for sugar only if the sample 
examined had been taken from a mixed specimen of a 
twenty-four-hour output. Dr. Sowry reiterated the well- 
known fallacy attaching to negative results in the examina- 
tion of throat swabs taken from suspected cases of diph- 
theria, and he also indicated the fallacies attaching to 
negative results (achlorhydria) obtained in the examination 
of fractional test meals. 

The lecturer next discussed examinations by 2 rays, and, 
while he paid a tribute to the extreme utility of such 
examinations, he emphasized the pitfalls which had become 
apparent to him personally. Thus a gastric or duodenal 
ulcer, though present, might not show up on an z-ray 
photograph representing an antero-posterior view, particu- 
larly if the ulcer were situated, in the case of gastric ulcers, 
at some distance from the anterior or posterior curvatures. 
In order to show gastric ulcers situated at places other than 
in the neighbourhood of the curvatures it was necessary 
to take ‘a lateral view. In cholecystography, after the 
exhibition of an opaque dye, a negative result might be 
due to faulty absorption of the drug, and need not neces- 
sarily be associated with the gall-bladder conditions which, 
if present, would give a similar result. Dr. Sowry instanced 
the accidents which might arise in cases of suspected 
malignant disease of the lower alimentary canal in which 
the negative result of a digital examination had led to 
a reassuring diagnosis, and he emphasized that the disease 
could not be excluded in the absence of a sigmoidoscopic 
examination, and, if that should prove negative, of an 
g-ray investigation of a barium enema. 

Dr. Krxe Aucock moved, and Dr. Menzies seconded, 
vote of thanks to Dr. Sowry for his excellent paper, 
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REVIEWS. 


Rebietus. 


ADDRESSES IN SURGERY. 

Tue President of the Royal College of Surgeons of England 
has collected a number of his orations, lectures, and 
addresses and published them in a volume entitled 
Addresses on Surgical Subjects Sir Berketey Moynrnan 
is well known as a brilliant orator who does not suffer by 
comparison with Sir James Paget. A number of these 
addresses are reprinted from our pages, and several have 
furnished us with themes for leading articles. Highly as 
we have valued them, we are better able to appreciate the 
wide range of knowledge and the versatility of their author 
when we re-read them now in the volume which has just 
appeared. For the audiences to whom they were addressed 
were as various as the subjects of the orations and their 
treatment, and whether it was a popular lecture on cancer 
delivered in the Hastings Hall of the British Medical 
Association, or a Mitchell Banks Lecture packed with 
statements of physiological and pathological fact and with 
closely reasoned arguments based upon them, each is in its 
way a model for imitation, and must have been a delight 
to those who had the good fortune to hear it. Sir Berkeley 
Moynihan is a surgeon who sets very high ideals before 
himself and lays claim—and, as we think, makes good his 
claim—to a high place for surgery among the sciences, 
a place which, as he remarks, the Royal, Society is not 
disposed to give it, seeing that at the present time no 
practising surgeon as such may write the much prized 
letters ‘* F.R.S.”’ after his name, although we are proud 
to reckon Sir Arthur Keith among the Fellows of the 
Royal College of Surgeons. But Sir Arthur Keith earned 
his fellowship of the Royal Society, not as surgeon, but as 
an anatomist, pathologist, and palaeontologist. In the first 
address in this book, the Hunterian Oration of 1927, on 
Hunter’s ideals and Lister’s practice, Sir Berkeley 
Moynihan playfully prophesies that hereafter the spirit of 
our present beloved conservator will conduct the ghost of 
John Hunter round his own museum and introduce it to 
the wonders of the microscope. In the Harveian Oration to 
the Medical Society of London a very important matter is 
duly insisted upon—namely, that a surgical operation 
should be only one incident in a long series of events 
stretching between illness and recovery, and that the care 
and science of the surgeon must be exercised long before 
and perhaps also long after the actual operation. 

To the American College of Surgeons in 1920 Sir Berkeley 
Moynihan addressed a glowing eulogy of John B. Murphy 
of Chicago, whose memory he held up to his audience as 
one that would endure among those of the supremely great 
men in medicine through all generations. This occasion 
was also seized upon to deliver a brilliant sketch of the 
history of medicine, a subject which also occupied a 
prominent place in the presidential address to the Science 
Masters’ Association in 1925. In the “ role of a physician 
daomed to the practice of surgery,’ to use his own words, 
our author recapitulated the enormous benefits which 
surgery and the patient had received from the discovery 
of x rays and the elaboration of technique and apparatus 
in their use, not only as an aid to diagnosis, but as a 
therapeutic agent, in which latter capacity he urges its 
employment immediately after the excision of certain 
cancers, such as those of the breast. ‘‘ The Contributions 
of Leeds to Surgery”? was a pious offering to his Alma 
Mater by one of the brilliant company of Leeds surgeons 
whom the speaker recalled to notice in the coming of age 
address in 1924. Leeds Infirmary, which is, of course, 
many times as old as the University, has been fortunate in 
its medical staff, beginning with the Heys and continuing 
to the present day. The addresses delivered during the 
Lister centenary celebrations in 1927 were noticed in our 
columns at that time, except one which is unusual in its 
occasion, for it was spoken into a wireless receiver and. 
transmitted to the world by the British Broadcasting 
Corporation. The address on perforation of gastric and 


duodenal ulcers, which was delivered in honour of Professor 
Raffaele Bastianelli, conveys in a condensed form much 
of the results of an almost unique experience of such 
accidents, considered with ripe and acute judgement. All 
abdominal surgeons may profit by it. In a short address 
to the Mental Diseases Section at the Edinburgh Meeting 
of the British Medical Association, on the relation of 
aberrant mental states to organic disease, Sir Berkeley 
Moynihan once more recalled the debt due to Dr. William 
Hunter for his long-unrecognized work on focal sepsis, 
especially of the teeth and gums and of its great pathological 
and surgical importance. In the two last articles in the 
volume, on acute pancreatitis and on the gall-bladder and 
its infections, the author is at home in a realm which he 
has largely made his own. These will both repay study, and 


the last one will require careful perusal if the reader is to. 


profit by its rather intricate pathology and the closely 
reasoned arguments based upon it. This article is illustrated 
with reproductions of radiographs and of microscopic 
sections, which are very instructive. 

We hope that we may be permitted to make one reflection 
on this collection of addresses on surgery by an admitted 
master of his art. Omitting the more general topics of 
discourse, the surgical conditions dealt with are almost all 
to be found in the abdomen, into which cavity surgery 
some time ago plunged and from which it nowadays but 
rarely emerges, to judge only by publications and_ the 
programmes of surgical meetings. We infer from these 
facts that indeed the subject of abdominal surgery is so 
vast and so intricate, becoming more and not less complex 
as time passes and experience accumulates, that even the 
most comprehensive intellects have little time to spare for 
the consideration of other regions of the body. 


BEDSIDE AND LABORATORY. 
Tue laboratory methods of the Vienna clinics,? by 
Professors BaRRENSCHEEN and WILLHEIM, in collaboration 
with nineteen other teachers, is written, as the title 
evidently implies, partly with a special object—namely, to 
exhibit the relation obtaining between the clinician and 
the laboratory worker in the Vienna school. It is well 
known that in some schools the laboratory worker was at 
first regarded with a certain degree of indifference and 
even coldness by the clinician; the prejudice even extended 
beyond the walls of the hospitals, and those medical men 
who happened signally to favour laboratory methods were 
apt to be caricatured as ‘‘ test-tube doctors.’? Opinion 
has altered, at least within the profession; the value of 
laboratory work in diagnosis and prognosis is now fully 
recognized, and although intuition and the clinical instinet 
are scill felt to be of supreme importance, there is a desire 
to base every diagnosis on objective findings as far as 
possible. Although, owing to the special and complicated 
technique of the work involved, the laboratory must neces- 
sarily remain as a separate department from the clinic, 
there can be no cogent reason why the two should not 
work hand in hand—that is to say, the clinic should make 
every possiblé use of the laboratory for the furtherance of 
medical science, consistent with the interests of the 
individual patient. It is the boast of the authors that the 
Vienna school has always made it a fundamental principle 
to infuse strictly scientific methods into clinical work—to 
combine clinical intuition with scientific penetration ; such 
is the tradition of the school. The present volume exhibits 
the methods actually in use in the Vienna school; the 
work is therefore incomplete in the sense of not mentioning 
all possible methods—selection was inevitable. On the 
other hand, the scope of the work is wide, including not 
only the usual methods of blood examination, bacteriology, 
serological diagnosis, and the analysis of secretions, 
exudates, and excreta, but many special procedures, such 
as the meiostagmine reaction for carcinoma. If the book 
may be taken as a measure of the encouragement given 
by the clinician to the laboratory worker, the Vienna school 
is to be congratulated on the happy relations existing 


‘between the two departments. 


1 Addresses on Surgical Subjects. By Sir Berkeley Moynihan, Bart., 


President of the Royal College of Surgeons of England. Philadelphia 


Saunders Company. 1928. (Med. 8vo, pp. 348; 


2 Die Laboratoriumsmethoden der Wiener Klinischen. Herausgegeben 
von H. K. Barrenscheen und Willheim. Leipzig und Wien: 
Deuticke. 1928. (Sup. roy. 8vo, pp. xxv + 800; 104 figures, 19 plates 
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BRUMPT’S PARASITOLOGY. 

Proressor Brumpt’s well-known Précis de Parasitologie,® 
of which a fourth edition now appears, really needs no 
introduction. It is one of the excellent series published by 
Masson et Cie, but in its remodelled form, with 236 more 
pages of text and 89 new figures, this volume must be con- 
sidered as a very complete textbook of parasitology rather 
than a précis. It will find a place, as did the preceding 
edition (1922), in the library of everyone interested in the 
subject. It is practically double the size (and double the 
weight) of the other members of the series, and its 1,452 
closely printed pages of small type make a volume which, 
we may be allowed to suggest, would in future editions be 
better if divided into two. The book is so arranged that 
each parasite is studied as it falls into its natural order, 
with preliminary notes on its classification and relationship 
to others. A description is given of each species, its life- 
history, and the part played by it in human disease, with 
a short account of disease distribution, symptomatology, 
diagnosis, and treatment. The work thus constitutes a 
complete textbook covering a very wide ground, and will 
undoubtedly continue to prove of great value to the student 
of parasitology. Recent additions to knowledge have 
largely been incorporated in the text, and where this has 
not been possible the book has been ‘brought quite up to 
date by a system of copious footnotes with references to 
authors, among whose names English workers bulk very 
largely. It is manifestly impossible, and, moreover, un- 
necessary, to give more than this brief general notice to 
a book of such large dimensions, 


IONIZATION FOR NON-SUPPURATIVE OTITIS. 

A REVIEW of the physical laws concerned in the study of 
ionization, illustrated by a series of experiments, intro- 
duces a small book,* by Dr. Lanpry and Dr. FRanquet of 
Rheims, on a method of treating non-suppurative otitis. 
Some of these experiments, designed to demonstrate the 
passage of ions, are at once simple and ingenious. From 
these the authors conclude that the medicament chosen 
can be introduced into the tissues in a nascent and per- 
fectly pure condition. The choice of medication is based 
partly on an experiment of Gouget, who showed that it is 
impossible to produce atheroma experimentally in rabbits 
by the injection of adrenaline after a preliminary treat- 
ment with silicates. The action of silicon in the tissues 
is a perpetual struggle with the carbonates, and prevents 
their fixation. The authors claim that the introduction of 
the ion represented by SiO, into the tympanum relieves the 
tinnitus associated with sclerotic changes in the middle 
ear. They have also experimented with sodium chloride, 
potassium iodide, and calcium salts, the last especially 
in eases of otosclerosis. They are careful not to claim too 
much for the method and to limit themselves to experi- 
mental and clinical observations. They have, however, 
clearly established a case for further study of this form 
of treatment in a class of patients whose symptoms are 
usually refractory and distressing. 


FORENSIC MEDICINE. 
Tue second edition of Professor SypNey Smitn’s Forensic 
Medicine®> will be especially welcome to the students of 
Edinburgh University, where he now holds the chair of 
forensic medicine. Since the first edition of his book 
Professor Smith has undertaken the revision of Taylor’s 
Principles of Medical Jurisprudence, in which task he has 
had the able assistance of Mr. Cook of the Middle Temple 
ds co-editor, and the success which has attained his efforts 
in that direction has been reflected in the second edition 
of his own book. This book is already so well known that 


de Parasitologie. 


Par E. Brumpt. Quatriéme édition, entiére- 
Ment remanieée. 


Collection de Précis Médicaux. Paris: Masson et Cie. 
(5 x 73, pp. viii + 1452; 795 figures, 5 plates. Paper cover, 90 fr.; 
bound, 100 fr. 

‘L’lonisation dans les Otites moyennes non suppurées: Méthode et 
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Vigot Freres. (45 x 7, pp. 110; 8 figures. 8 fr.) 
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Second edition. London: J. and A. Churchill. 1928. 
wy. xvi + 602; 166 figures. 24s. net.) 


With an 
F.R.S.E. 
(Demy 8vo, 


it requires no recommendation. Based on the Edinburgh 
teaching, where Professor Smith received his early 
training, it has been elaborated in the light of the wide 
practical experience acquired by the author whilst in 
Egypt. The text of the new edition is naturally to a 
large extent unaltered, but several changes in the law 
have called for attention, and the few errors which are 
apt to creep into a first edition have now been eliminated. 
There is a slight increase in the amount of subject matter, 
and we are pleased to see that the illustrations, which are 
excellent, have been considerably increased in number. 
The student will find this excellent book a most interesting 
and comprehensive work, easily read, full of detail, yet at 
the same time not too expanded for his purpose. It is a 
book on which thorough reliance can be placed, and one 
which the student will retain and consult when in practice. 


Brenn’s Handbook of Medical Jurisprudence and 
Toxicology® is already well known and widely used. This 
new (sixth) edition has been brought fully up to date, and 
includes references to the latest Acts, regulations, and 
decisions. The text is easily read, and the descriptions 
of all branches of medical jurisprudence are full and 
adequate, except in regard to the procedure in criminal 
cases and the investigation of sudden deaths. This differs 
in England and Scotland, and it would have been an advan- 
tage to students in Scotland, where the handbook is widely 
read, if the account had included a description of the pro- 
cedure in that country. Dr. Brend’s little volume can be 
strongly recommended to the student, who will find no 
better book for his purpose. 


POTTED PHYSIOLOGY. 
Tue publishers of a popular series of synopses of various 


branches of medical science have now added physiology” 


to their list. The joint authors are Dr. A. RenpLe SHort 
and Mr. C. I. Ham. Educationists may be tempted to 
deprecate the circulation amongst medical students of such 
‘cram books’’; but the condemnation is _ probably 
unsound. Such books as these have a very obvious pur- 
pose. They comprise a series of headings, subtities, and 
terse notes, which, at the worst, may be accepted as more 
judicious, better balanced, more consecutive, and freer 
from misinterpretation than are the notes which the 
average student can hope to assemble from the lecture 
courses he is expected to attend. If he will take this 
skeleton of physiology, as he would take his own notes, and 
clothe its dead bones with living description and argument, 
he will have gone some way towards an understanding of 
his subject. He will have had to read deeply in the 
excellent textbooks of physiology which are available, and 
he will (if blessed in his teachers) have been able to take 
full profit from his lectures. 

The authors, in a preface, express the hope that their 
book may be of value also to ‘‘ practitioners who wish to 
keep abreast of modern physiology ... and, as an aide- 
mémoire, to our brethren who lecture to classes.’? The 
library of physiology is not so bare that we can be 
content to offer to these the dry bones of knowledge, 


ANNALS OF MEDICAL HISTORY. 
Tue first of the eleven main articles in the summer number 
of the Annals of Medical History® is on ‘‘ The Beginnings 
of American Physiology,’? by Dr. Walter J. Meek, and is 
illustrated by seven portraits, two of which—those of the 
well-known William Beaumont and the prolific Robley 
Dunglison (1798-1869) who analysed the gastric juice of 
Alexis St. Martin and whose medical dictionary ran 
through twenty-three editions—also do duty on the cover 


6 4 Handbook of Medical Jurisprudence and Toxicology. By William A. 
Brend, M.D., B.Sc.Lond. Sixth edition, revised. London: C. Griffin and 
Co., Ltd. 1928. (Feap. 8vo, pp. xiii + 327. 10s. 6d. net.) 

74 Synopsis of Physiology.: By A. Rendle Short, M.D., B.S., B.Se., 
F.R.C.S., and C, Ham, M.B., B.Ch., M.R.C.S., L.R.C.P. Bristol: 


J. Wright and Sons, Ltd.; London: Simpkin Marshall, Ltd, 
(Cr. 8vo, pp. 

8 Annals of Medical History (Summer Number, 1928), vol. x, No, 2 
Edited by Francis R. Packard, M.D. 
London : 
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258. 10s. 6d. net.) 


New York: Paul B. Hoeber, Inc. ; 
Bailliére, Tindall and Cox. 1928. (83 x 12}, pp. 111-212; 
Subscription in Great Britain £2 2s, a volume of four 
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NOTES ON BOOKS. 
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and as frontispiece. There are two rather remarkable 
portraits of J. Call Dalton (1825-1889), who studied the 
biliary secretion by means of a biliary fistula and was the 
first in Ameriea to illustrate his lectures by experiments 
on living animals. Dr. B. Barker Beeson contributes an 
intimate account ef Jean Martin Charcot (1825-1893), 
whose rise from the son of a coachbuilder to his eventual 
pre-eminence was the romance of a great ability. His 
profile has been compared to that of Dante, Napoleon, and 
a Roman senator. The pediatric activities of the three 
generations of the Meigs (1792-1912) are recounted by 
Dr. A. Levinson of Chicago. In his essay on the episode 
of Sir Thomas Browne and the witches Dr. J. H. Lloyd 
coneludes by expressing a regret that belief in witchcraft 
did not find a place in the famous ‘ Vulgar Errors.”’ 
There are two articles dealing with Samuel Pepys; Dr. 
R. L. Pitfield gives a short account of his oculist 
D’Aubegney D’Urberville and his family, and Dr. Jean 
Breadhurst contributes ‘‘ Peeps with Pepys at Hygiene 
and Medicine.’’ The life of Alexander Garden, M.D., 
F.R.S., a colonia? physician and naturalist of Charleston, 
who was a correspondent of Linnaeus, is supplied by Dr. 
P. C. Jenkins; and Dr. A. J. Buchanan writes <n the 


Shakespeare’s knowledge as a  neuropsychiatrist is 
analysed by Dr. G. E. Price in an article brimming over 
with quotations. Medical terminology is discussed in a 
specially interesting manner by Dr. Edmund Andrews, who 
traces the origin of medical words and incidentally gives 
much curious information. Pyorrheea in a Pleistocene 
wolf is the subject-matter of Dr. Ray L. Moodie’s twenty- 
second study in Palaeopathology. There are two attrac- 
tively written editorials of a centenary character by Dr. 
> Francis PackarD-en Marcello Malpighi (1628-94) and by 
Dr. F. H. Garrison on Emil Noeggerath (1827-1895). 


NOTES ON BOOKS. 

Tue volume of short essays entitled Coloured Thinking,*® 
the subject of the first essay, by Dr. Fraser-Harris, contains 
a number of reflections on scientific subjects, somewhat in the 
nature of ‘‘ asides” from the main path of science. Gleanings 
from the lives of scientists showing their delight in discovery 


—science and character, the beautiful in science—such are } 


some-of the subjeets dealt with im this interesting [little 
volume. Other articles have a historical or antiquarian lean- 
img, such as those on the origin of certain scientific terms, 
on the influenee of Italy, and on biolegy in Shakespeare. 
** Coloured thinking,” strictly speaking, is that peculiar ten- 
dency exhibited by seme individuals of colouring all their 
thoughts—Monday will be blue, Tuesday yellow, for example. 
But the author evidently applies a wider meaning to the term, 
and would have alt scientific thinking coloured with an appre- 
ciation and reverence for the beautiful, all scientific achieve- 


ment coloured with -medesty, and all thought and action | 


eoloured with a tone of refinement. 


‘ Those who. wish to- study the eugenist’s views on medical } 
examination before marriage will find them set forth in } 


E’Examen médical en vue du mariage.*° The book is mainly 
- @ collection of addresses delivered before various eugenic con- 
ferences by doctors from several countries, with a summary 
of the .general conckasions by M. L. March, a vice-president 
of the French Eugenics Society. In several countries there has 
been legislation on the health of those about to marry, and in 
several States in the U.S.A. attempts have been made to 
demand pre-nuptial certificates. It appears, however, that it 
has been found impossible to enforce such decrees, and the 
writers in the book before us seem to agree generally that milder 
metheds must be used. Thus in Holland the registrars deliver 
warning literature to the betrothed. In Scandinavian countries 
marriage of the mentally affected, and of those suffering from 
epilepsy or contagious venereal disease, is strictly forbidden. 

ut in these and most other countries it has been decided that 
obligatory certificates before marriage are inadvisable. The 
majority of the authors agree that medical examination should 
be promoted by propaganda through the press, by means of 
handbills, and. by meetings ; that free matrimonial clinics should 
be organized, and that laws against the communication of 
infectious disease should be rigorously enforced. In fact. the 


* Coloured Thinking. By F. Fraser-Harris, M.D., D.Se., F.R.S. 

London ; G. Routledge and Sons, Ltd. 1928. (Cr. 8vo, pp. vii + 309. 
net. 

-10 [’Examen médical en vue du mariage. By Dr. René Sand 

Bibliotheque connaissances médicales. Paris: EB. 

(Cr. 8vo, pp. 284. 12 fr.) 


solution and works of J. G. A. Lugol (1788-1851). | terested im the study of modern psychology. - 


book impresses us by the moderation of its proposals, as com- 
pared with the claims for the stud production of ideal citizeng 
which so often seem to be made by individual eugenists. 


Crawford W. Long and the Discovery of Ether Anesthesia, 
by Mrs. Frances Lonc Tartor, the daughter of the youn 
medical man who, when only 26 years of age, first employ 
ether as an anaesthetic on March 30th, 1842, is an expansion 
of an article in the Annals of Medical History three years ago, 
and is brought out im the attractive style characteristic of the 
works published by Paul B. Hoeber. Crawford Williamson 
Long (1815-1878) was a country practitioner, and did not publish 
his discovery until 1853, and in the meanwhile W. T. G. Morton, 
Horace Wells, and C. T. Jackson brought their claims before 
the world. Thus arose a not very edifying dispute about 
priority. The matter, as Dr. Packard says in a brief foreword, 
may be summed up in the conclusion that Crawford Long first 
used ether to induce surgical anaesthesia and Morton first 
demonstrated this before a professional audience at the Massa- 
chusetts General Hospital, Boston, in October, 1846, when 
Warren Hayward and H. J. Bigelow operated upon a young man. 


In a volume entitled the Index Psychoanalyticus, 1893-1926,'* 
Dr. Joan Rickman has collected other references to the subject 
of psycho-analysis since it was first originated. Such a com- 
pilation must be of the greatest service to all those who are 


(Crawford W. and the Discovery of Ether Anesthesia. By Frances 
Long Taylor. New York: Paul B. Hoeber, Inc.; London: H. Milford, 
Oxford University Presa. 1928. (5 x 84, pp. xiii + 237; 8 plates. 18s.) 

Index Pxychoanatyticus, 1893-19%6. Compiled by John Rickman, M.A., 
M.D. The International Library, No. 14 London: 
L. and V. Woolf, the Hogarth Press. 2928. (Med. 8vo, pp. 276. 18s.) 


PREPARATIONS AND APPLIANCES. 
THe ScoroGraPu. 
Mr. N. Bisnor Harman, F.R.C.S., recently showed to the 
Ophthalmological Society of the United Kingdom and to the 
Ophthalmological Section at the Cardiff Meeting of the 
British Medical Association an instrument designed by him 
to facilitate measuring the fields of vision where there 
is a central scotoma. The following is an abstract of his 
description of this instrument and its manner of use. Field 
taking is difficult where the macula of one eye is out of action. 
The device shown gets over most of these difficulties. A tube 
is bent at a right angle midway in its length, and the two arms 
are so arranged as to give the seeing eye a false fixation spot 
which will correspond in position to the real one marked on the 
perimeter or scotometer. The figure shows the plan of the 


M 
WEISS 


instrument in reduced scale. £ is the eyepiece. At the 
knuckle there is a double circle marked u, for the reception of 
the handle. At the extreme right-hand end of the tube is & 
plate, in the centre of which is cut a diamond-shaped aperture. 
At the knuckle of the bend of the tube is a large hole covered 
with a hinged lid M, fitted inside with a plane mirror. The 
patient holds the instrument before the eye which has fixation 
power. He sees the patch of light reflected from the mirror lid 
at the knuckle. The field of vision of the other eye and the 
scotomata are thereon mapped out. The instrument can be 
used for either eye. The scotograph (Mr. Bishop Harman 
adds) is made by Messrs. Weiss. It has been shown with the 
handle for holding in the hand of the patient, and this is the 
form I prefer, but. the makers are prepared to fit it with ® 
crank arm to clip on to the upright of the’ perimeter. 
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THE ORIGIN OF ENCEPHALITIS LETHARGICA. 


British Medical Journal. 


SATURDAY, AUGUST 18TH, 1928, 


THE ORIGIN OF ENCEPHALITIS 
LETHARGICA. 

HisroricaL speculations regarding encephalitis lethar- 
gica have, in recent years, given place to more practical 
considerations concerning the victims of this disease, 
but they have lately been revived by Dr. A. J. Watson 
‘n an interesting paper on ‘‘ The origin of encephalitis 
ethargica,’’ contributed by him to the China Medical 
Journal for June, 1928. Dr. Watson begins by asking 
what explanation can be given to the sudden appear- 
ance of this disease in the twentieth century. He is 
rot disposed to accept the idea that we have been 
witnesses of the arrival of a new phase in the evolution 
of micro-organisms. On the other hand, he does not 
consider that medical researches have hitherto been 
able to trace any trustworthy historical antecedents 
of this epidemic infectious disease, and he doubts 
whether the disease—as we know it—could have 
existed in Europe and not have been-recorded by some- 
one among the many keen observers of. the past two 
hundred years. But, as Dr. Watson points out, Europe 
contains but a fraction of the world’s inhabitants, and 
he suggests that the ‘‘new’’ disease may have existed, 
and may still exist, as an endemic infection among the 
millions of the East, concerning whose ailments we 
are still largely in ignorance, and of which there are 
very few reliable historical records. Next, Dr. Watson 
notes the significant fact that encephalitis lethargica 
appeared during the world war, when large numbers 
ot Indians and Chinese served on various fronts, and 
Where there was an unprecedented mingling of peoples 
from all five continents. ‘‘ Then, if ever, was the 
opportunity for the transference of disease from one 
country to another.”’ 

On the supposition that an endemic area or areas 
must exist somewhere, Dr. Watson thinks that he has 
discovered such a focus in. the Chinese province of 
Yunnanfu, to whieh, as a medical missionary, he, with 
his wife Dr. Mary Watson, was posted for duty early 
in 1926. At the C.M.S. hospital in the town of 
Yunnanfu Dr. Watson and his colleagues saw nine- 
teen cases of post-encephalitis between February 28th 
and December, 1927; during this period 10,000 
patients in all attended the hospital for various com- 
plaints. There are several interesting points about 
the series of encephalitis cases. All the patients, 
except one seen in the acute stage, were suffering from 
characteristic Parkinsonism, and most of the patients 
gave a history of previous diplopia. All except two 
Were males, and the majority were between the ages 
of 13 and 36 years; two were described as tribespeople, 
the others were Chinese. But there were other and 
more interesting, circumstances of these cases, and 
Some of these ‘‘ compelled ’’ Dr. Watson and his 
colleagues to consider the disease as endemic in the 
district. In the first place, the province of Yunnanfu, 


from which all the patients came, is a comparatively 
isolated part of China, where travelling is not easy, 


and where, in normal times, the inhabitants do not 
mix with people outside their own district. All except 
three of the patients, who lived in the city of Yunnanfu, 
came from country districts and from separate isolated 
villages, while the majority asserted that they had 
never previously left their own neighbourhood. Next, 
Dr. Watson lays stress on the length of time the 
symptoms had persisted in most of his patients, and 
particularly in the case of two, whose original attacks 
are stated to have occurred one in 1915 and the other 
in 1919; of the remainder, one had a history of seven 
years, one of six, one of five, two of four, and the 
others three years or less. The evidence as to the 
dates of primary attacks rests on the testimony of 
the patients or their friends, but Dr. Watson thinks 
this is trustworthy; the first two patients, who were 
examined also by other medical men, never varied 
their answers on this point. Dr. Watson makes the 
further observation that if, contrary to his belief, the 
disease originated in Europe and spread thence to 
China it would have behaved as it did on the 


Continent, in England, and in America, and shown’ 


itself in epidemic form on such virgin soil. But, so 
far as he knows, no case has occurred among the colony 
of 3,000 Cantonese in Yunnanfu, who are the travellers 
of the district, and Dr. Watson himself met with no 
cases during the period January, 1924, to August, 
1926, when he was stationed at Pakhoi, a treaty port 
in trade communication with Hong-Kong. Moreover, 
foreign-trained Chinese doctors long resident in the 
district have no knowledge of any epidemics of 
encephalitis having occurred in Yunnanfu. : 

Dr. Watson’s paper is extremely interesting. To 
have met for the first time in an isolated province of 
a country with which he was familiar no fewer than 
nineteen cases of chronic encephalitis within a period 
of eleven months is an event which in itself may well 
have set the observer thinking hard. The fact that it 
was during the world war that cases, or at any rate 
groups of cases, of the disease first came to light in 
Europe has, of course, long been appreciated, and it 
may be recalled also that it was among the subjects of 
the chief belligerent nations that cases of the disease 
first appeared. Dr. Watson evidently considers it 
significant that in one of his patients the primary 
attack occurred at an early stage of the war—namely, 
in 1915—and apparently the inference is that there may 
have been other undiscovered cases occurring in China 
about or before that time. Among Western races it 
is true that the disease first attracted notice towards 
the end of the war, from 1917 onwards; but it may be 
noted that some reliable authorities in this country 
consider that before the war they were treating isolated 
cases of an obscure nature which, in the light of 
subsequent experience, they now think may have 
been cases of encephalitis lethargica. 

The great war certainly provided a unique oppor- 
tunity for the escape and reactivation, so to speak, of 
an infection which up to the outbreak of hostilities 
may have been lying latent and comparatively harm- 
less in some isolated community; and there is nothing 
fantastic in Dr. Watson’s general hypothesis that it 
was from the East, and from such a district as that of 
Yunnanfu, that the infection was carried by Asiatics, 
and by them distributed among the subjects of other 
races with whom they fought and mingled. There 
are, indeed, instances, quoted by Hall,! of isolated 
cases occurring among French and British troops in 
1916. Speaking generally, however, there were no 
serious outbreaks of the disease among the European 


1 Epidemic Encephalitis, 1924, p. 7. 
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PARATYPHOID FEVER IN THE LONDON AREA. 
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armies while in the field; nor, later, was there any 
special incidence of the disease either among ex- 
service men or among their families. The sparse but 
widespread distribution of sporadic cases of encephal- 
itis lethargica in this country did at one time suggest 
that infection was dotted about the country by return- 
ing soldiers, as was the case with malaria for a few 
years after the war, but the facts are against this 
explanation. It is not easy to explain, therefore, how 
exactly the sudden appearance of the disease can be 
correlated with the events of the war; possibly, as 
with cerebro-spinal fever, it was the military massing 
of individuals that raised the carrier rate to such a 
point that clinical cases began to appear and consti- 
tute epidemic outbreaks. But to appraise properly 
the merits of Dr. Watson’s hypothesis it would be 
necessary to investigate the facts concerning the move- 
ments and distribution of Indians and Chinese in 
the war areas, and to probe carefully the records con- 
cerning the occurrence of cases on those fronts where 
Asiatics and Europeans were in close contact. It is 


‘to be hoped, however, that Dr. Watson and _ his 


colleagues will continue their local researches with 
the view of learning as much as possible about the 
historical traditions and present-day distribution of 
the disease in China. The lack of documentary evi- 
dence, and the fact that in this disease the Western 
doctor can achieve no spectacular cures which will 
attract more cases to his clinic, undoubtedly make 
such researches particularly difficult. But this stimu- 
lating paper has certainly provided another instance 
of the good work done by medical missionaries, who, 
with the scantiest facilities, have yet not missed their 
peculiar opportunities for throwing light upon epi- 
demiological matters in many obscure corners of the 
world. 


PARATYPHOID FEVER IN THE LONDON 
AREA, 

Towarps the close of last month what is known 
technically as a ‘‘ burst’? of paratyphoid fever 
occurred in London and several of the Home Counties, 
and cases continue to come to knowledge. Up to the 
end of last week about 160 cases had been reported 
as having occurred in London, while others had also 
been reported at Epsom, Sutton, Carshalton, Bedding- 
ton, Wallington, New Malden, and Dorking in Surrey, 
at Northwood in Middlesex, and at St. Albans in 
Hertfordshire. The onset of illness appears in the 
bulk of the cases to have taken place round about 
the end of the third week in July, and, allowing for 
the incubation period, the facts suggested that towards 
the end of the first week in July something had 
happened which led to a rather widespread diffusion 
of Bacillus paratyphosus B about that time. 

Medical officers of the Ministry of Health, of the 
London County Council, and of the local sanitary 
authorities in whose areas the cases occurred, have 
been busily investigating the facts of the outbreak, and 
these inquiries appear to have narrowed the channel 
of convection to the consumption of cream supplied 
by a large distributing firm to all the affected districts. 
Bursts of epidemic disease of this kind are usually 
associated with the consumption of some common 
article of food or drink which has become contaminated 
with the specific virus causing the disease. Water 
and milk, perhaps the most common vehicles of 
diffusion in such cases, appear to be ruled out in the 
present outbreak of paratyphoid fever in the London 


area, but the evidence incriminating cream distributed 
about the end of the first week of July is, we under. 
stand, cumulative and convincing. 

Necessarily, as in every epidemiological investigation 
conducted while the facts are still unfolding them. 
selves, conclusions are tentative subject to 
revision in the light of all the facts which later expe- 
rience may disclose. But assuming it to be finally 
established that the present outbreak is due to con- 
tamination of cream distributed on a certain day or 
days early in July, what ground is this for the cam- 
paign upon which certain daily newspapers have 
embarked for revoking the Regulations of the Ministry 
of Health prohibiting the sophistication of food by 
so-called preservatives? If cream is the medium of 
diffusion of the infective agent responsible for this 
outbreak it is because it has become grossly con- 
taminated with the paratyphoid organisms. Would 
any sensible person, knowing this to have occurred, 


risk consuming such cream because it had had a 


*“ harmless ’’ modicum of boric acid added to it? 
The question need only be asked to show how mis- 
directed is the exploitation of this outbreak in the 
interests of a reactionary pseudo-hygienic propaganda, 
Already trade interests have secured the fortification 
of cream against such untoward infections by the 
employment of means far more ecfhcacious than ad- 
mixture with chemical reagents of the antiseptic 
order—namely, by pasteurization. But even efficient 
agents such as pasteurization fail upon occasion, as 
in the case of the present outbreak. Pasteurization 
may not be hygienically ideal, but properly controlled 
it is at least more efficient and less harmful than the 
process of further contaminating the foodstuff with 
injurious chemical substances which, under the condi- 
tions necessarily imposed, are germicidally inadequate 
to render innocuous foodstuffs contaminated by the 
organisms of infectious disease. 

When we read in one of the newspapers that ‘* the 
absence of preservatives in perishable foods does 
tend to increase the risk of their becoming infected,” 
and that ‘* the possibility of the epidemic of para- 
typhoid being due to the prevention of preservatives 
in food has caused the Ministry of Health to take 
action,’’ we are indeed presented with a new kind of 
healih propaganda based on etiological principles with 
which we must confess ourselves unfamiliar. This 
new group of “ deficiency *’ diseases will be inter- 
esting to the hygienist of the future. The older 
hygienists will be content to continue to insist on 
the importance of preventing contamination of food- 
stuffs, on the observance of strict cleanliness in their 
production, distribution, and storage, and, as a second 
line of defence, to rely positively on heat for the 
destruction of overlooked contamination and negatively 
on cold storage where perishable articles cannot be 
consumed in their fresh condition. 

In the present outbreak of paratyphoid fever there 
has been a breakdown in this hygienic regime at some 
point so far undiscovered. There would be no addi- 
tional security to the public against outbreaks of this 
character were a ‘‘ minute quantity of boric acid” 
permitted to be added to cream as a_ preservative. 
Tt is not in the public interest that an outbreak 
of infectious disease calling for calm and experienced 
investigation should be made the subject of a news 
paper stunt, and exploited to revive a practice which 
has been abolished in America and in regard t0 
which, as the result of careful, prolonged, and 
skilled inquiry, official prohibition has tardily followed 
in this country. ; 
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PAY BEDS IN HOSPITALS. 
A summary of the report of the special Pay Beds Com- 
mittee of the King Edward’s Fund for London will be 
found at page Z19. This report will- command attention ; 
while dealing with Greater London, it merits consideration 
by others than London citizens and hospital medical staffs, 
tor changes in conditions in the metropolis will certainly 
have their reactions upon the country generally. The 
evidence obtained by the committee reveals the number of 
hospitals which have pay beds, and the great variety 
that exists in such provision. It is an indication of a 
widespread and new activity; boards of hospitals and 
medical staffs are trying out, each according to local con- 
ditions, schemes adapted to the needs ef their clientele as 
they see them. Time is needed to show what direction the 
main line of advance will take; the committee suggests 
that there will be room for considerable variations at all 
times, for the circumstances of localities and population 
differ so widely. Of the need for an extended provision of 
pay beds it has no doubt; there are at present rather more 
than 1,000 beds, and the committee thinks that nearly 7,000 
are needed. How many of these must be new beds they 
dy not know, since the extent of the existing provision in 
nursing homes will not be revealed until the Nursing Homes 
(Registration) Act, 1927, becomes effective. That Act may 
reduce the number of beds in nursing homes, since the less 
efficient will probably close down where improvement is not 
feasible. The committee agrees that for the most part pay 
beds should be for an intermediate type of patient; it does 
not exclude the possibility of provision for the well-to-do, on 
the American model, but it thinks it would be difficult 
to graft that model on to the existing British practice. 
Pay beds are not new. The Florénce Nightingale Hospital 
was founded in 1850; other pay bed hospitals have been 
established since and have done admirable work, but the 
greatest extension has been through additions to existing 
voluntary hospitals—a method which is less costly. These 
additions, however, bring with them their own difficulties 
in the matter of staffing. Should theie be a *‘ closed ” 
staff limited to the existing members at the hospital or 
® larger staff amounting to free choice of doctor? It 
would appear that the committee inclines to the solution 
presented by the British Medical Asscciation policy, that 
where the pay beds are an integral part of the hospital 
building a ‘‘closed’’ staff is generally necessary, but 
that where the provision is separate there should be an 
“open *’ staff. The committee concludes, however, that an 
extended provision must be paralleled by an extended asso- 
ciation of all registered practitioners with the work of the 
hospitals, if only because the success of such ventures 
tequires the goodwill of all practitioners. The fear is 
discounted that pay beds will militate against the con- 
tinued popularity of the voluntary hospitals. The reverse 
is found to be the case; the popularity of the hospitals 
appears to be increased. It seems only natural that it 
should be so, for what is found desirable by the citizen 
who can pay for it will be appreciated by the citizen who 
taunot pay. The committee emphasizes the need for better 
accounting by the hospitals, with separate ‘‘ costing ’”’ for 
the several departments, so that the real cost of pay beds 
may be known. Additions, they suggest, should be met 
fyom new money provided for the purpose, so that the cost 
shall not be a charge upon the general funds of the charity. 
For the most part the conclusions of the committee are in 
agreement with the recommendations of the hospital policy 
ot the British Medical Association, but upon one point 
there is a sharp difference of opinion. The report states: 
“No patient in a pay bed should pay any fee to a 
Physician or surgeon, whether a member of the medical 
tat or not, for treatment received in the hospital, unless 
the charges which that individual pays to the hospital 


cover the whole cost to the hospital of his current main- 
tenance.”? The British Medical Association policy reads: 
“ This understanding for gratuitous service was mutual and 
reciprocal, and the general tendency now existing for the 
exaction of payment, however small, from the patient, 
necessarily modifies the original understanding. . . . Where 
the board of a voluntary hospital received contributions 
from individuals in return‘for, or in anticipation of, treat- 
ment, the members of the visiting medical staffs should 
receive recognition of their services. ...’’ The thought 
in the minds of the members of the Pay Beds Committee 
would appear to be that so long as any part of the main- 
tenance of a patient is provided by charity the service of 
the medical staff should be wholly a charity. Clearly 
there is no equity in this proposal; justice would be met 
by making the charitable contribution equal on both sides, 
and providing that the charity given by the staff should be 
proportional to the charity of the hospital benefactors. 
The suggestion of the committee is inconsistent, for the 
phrase ‘‘ current maintenance’? would appear to exclude 
overhead and capital charges, which would still be a pro- 
vision of charity and yet allow of medical staff recognition. 
In the West London Hospital, when the late Mr. Dan 
Mason made the splendid benefaction which provided the 
pay bed wing, he promised to meet deficiencies on working 
on the scale of charges arranged, and agreed that the 
medical staff should receive recognition of their services 
as a matter of course. It would appear, therefore, that 
benefactors may have wider views than the members of 
the special committee. There is a more important reason 
for taking exception to the conclusion of the committee. 
Patients who now pay in part or whole as occupants of 


hospital beds—general or pay beds—are often those who 


were formerly attended in their own homes or in the lesser 
nursing homes, and for their treatment the attending prac- 
titioners—general and consultant (mostly the younger 
members of hospital staffs)—received fees adjusted to the 
circumstances of the patient. If more of these patients 
enter hospitals the ranks of the younger consultants will 
be sadly thinned. Steps to counter the deficiency of staffing 
would become imperative, and if, as has been done in some 
hospitals, this difficulty is met by appointing salaried resident 
assistant surgeons and physicians, a move will be made 
towards a stipertiary hospital staff which may have grave 
reactions upon the status of the voluntary hospitals. 


RESEARCH AND ECONOMY. 
Tue study of economy, in the abstract at least, is as 
common in political circles as the study of research work 
in the scientific sphere, and it is therefore not at all 
surprising that the Select Committee of the House of 
Commons on Estimates should have seen fit in 1626 to 
suggest that more attention should be paid to the co- 
ordination of Government research ‘‘ with a view to 
economy and efficiency.’’ In accordance with the usual 
procedure, as the suggestion was accepted by the Cabinet, 
a subcommittee of the Committee of Civil Research was 
appointed to consider the question, and its report’ has now 
been published. Mr. W. G. A. Ormesby-Gore, M.P., 
Under Secretary of State for the Colonies, was chairman 
of the subcommittee, and his colleagues included Dr. W. E. 
Elliot, M.P., and Sir Walter Fletcher, secretary of the 
Medical Research Council, in addition to representatives 
of interested departments and of the financial ‘‘ watch- 
dogs’ of the Treasury. It may be noted at the outset 
that the subcommittee has not, apparently, found any 
general ground for the belief that there is much scope for 
‘economy ” in the present organization of State-aided or 


1 London: H.M. Stationery Office, or through any bookseller. 1928, 
2s. 6d. net. 
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the therefore, is descrip- 
tive rather than critical. It is valuable, however, in that 
it gives an admirable survey of the existing system, with 
some interesting comments on its characteristic features. 
The influence of the State in relation to scientific research 
is, of course, the power of the purse, and the report there- 
fore takes the financial basis of the system as its starting 
point. Much of the money given in the form of Govern- 
ment grants to the universities is employed in the promotion 
of research, while there are several organizations, established 
and maintained by the State, which are devoted to research 
of a more ‘ utilitarian”? type (to use the subcommittee’s 
phrase) than that which proceeds in the academic sphere. 
Among these organizations there is the Medical Research 
Council. This body enjoys practical autonomy; it has full 
executive responsibility, complete administrative control of 
all work within its own scope, and is financed by the 
system of a grant-in-aid which allows it complete discretion 
as to the nature of its expenditure. It is an interesting 
comment on the relation between economy and _ research 
tnat this method has proved highly satisfactory; the 
scientific members of the Council, actuated by a desire to 
secure the maximum for research proper, have a direct 
interest in enforcing the utmost economy in other direc- 
tions. The range of its activities is considerable; it assists 
investigators engaged on approved work at suitable 
institutions in diverse ways, conducts organized inquiries, 
maintains the Nationa! Institute for Medical Research 
with a permanent staff (this including a_ biological 
standards department), supports a department of experi- 
mengal medicine and a national collection of type cultures, 
provides for the work of the Industrial Fatigue Research 
Board, and undertakes various other auxiliary works. 
The Council co-operates with the Ministry of Health, the 
Scottish Board of Health, and other Government depart- 
ments, with the medical branches of the fighting services, 
and with other research organizations, notably those in 
cennexion with industry. It is significant to note, in 
view of the suggestion which led to "the initiation of this 
inquiry, that while there is no imposing effort at organized 
co-ordination the subcommittee found ample evidence that 
there is practically no ‘ departmentalism ” in the field 
ef research. The Government agencies, the universities, 
medical schools, and technical institutions, the various 
learned, professional, and trade societies, and a multitude 
of private organizations and individuals are all, in the 
main, contributing their--quota to the sum of knowledge 
ungrudgingly. There is, however, one limitation which 
should be remembered as applying to State-aided research, 
particularly in connexion with industry, but to some 
degree also in-other directions: State effort is confined, by 
its nature, to work which is primarily unremunerative. 
Here, as in other matters, the State undertakes that which 
does not offer the prospect of profit to private enterprise. 
Criticism of the results of research is therefore almost 
impossible on financial grounds; the yield cannot be 
reduced to a monetary value. 


POST-GRADUATION STUDY. 
A.rHoven it is almost-a commonplace that medical educa- 
tion, at any rate of the more practical and useful kind, 
begins rather than ends with the acquisition of a degree or 
diploma, medical post-graduate study has not yet reached 
the degree of development which is obviously desirable, 
particularly in these days of rapid scientific progress. This 
is to some extent due to the fact that what medical practi- 
tioners need in this respect is difficult to formulate pre- 
cisely, and, therefore, hard to supply. Some recently 
qualified students-contemplate training in specialties; others 
require opportunities for practical work—apart from house 
appointments—which may supplement their book know- 


ledge. They have generally small financial resources, but 
ample time and freedom from domestic ties. On the other 
hand, a practitioner of several years’ standing who wishes 
to keep abreast of the latest knowledge and methods can, 
as a rule, afford less time but more money. It is perhaps 
insufficiently recognized that these two classes of graduates 
need very different kinds of educational facilities. The 
results would probably be better if more careful considera. 
tion were given to this point by post-graduate training 
centres and by would-be students. A third group is that of 
intending specialists who wish to cultivate a limited field 


more thoroughly. At present those responsible for pro- 


viding training facilities and for constructing programmes 
aim too often at satisfying all these groups simultaneously, 
with consequent disappointment. Moreover, in this country 
there is a relative lack of opportunity for practical work as 
contrasted with the case in certain Continental countries, 
where, for example, operative dexterity can be acquired 
under the personal supervision of distinguished surgeons, 
The question is largely one of finance, as is indicated by 
Dr. W. D. Cutter, dean of the New York Post-Graduate 
Medical School, in a report in the July issue of the Bulletin 
of the Association of American Medical Colleges. Those 
who are endeavouring at our Jeading medical hospitals and 
medical schools to improve the methods of medical educa- 
tion are to a large extent handicapped by having to work 
in old buildings designed for the conveyance of informa- 
tion verbally rather than for the development of dexterity, 
This contrasts sadly with such clinics as those of Vienna, 
which were built just before the war. The arrangements 
in that city enable patients to be wheeled on beds into the 
lecture theatres; special laboratories—apart from the main 
ones of the institution—are provided for students; and each 
building forms a complete unit, with full accommodation for 
tadiological and other investigations and for various forms 
of treatment. Again, in Paris the tendency for certain 
hospitals to specialize for such general subjects as surgery, 
medicine, and gynaecology facilitates remarkably the post- 
graduate training of general practitioners, and such con- 
siderations must be borne in mind by those who are 
endeavouring to improve matters in Great Britain and to 
attract a larger number of students from our own and 
from other countries. One reason which leads some practi- 
tioners in this country to contemplate a course of study 
abroad is that it can be combined with a holiday fer 
themselves and their families, and the language difficulty 


-is not insuperable in some centres of medical education, 


For example, the American Medical Association of 
Vienna caters for practitioners from all English-speaking 
countries, and arrangements are made month by month 
for special practical courses in all subjects in our language. 
But, whethgr taken at home or abroad, post-graduate 
instruction is becoming of more importance every year. 
The interest taken in this matter by the late Editor of 
the British Medical Journal, Sir Dawson Williams, is 
well known; it may be added that in the head 
office of the British Medical Association a considerable 
mass of information about post-graduate facilities at home 
and abroad is being accumulated for inquirers. Moreover, 
the value of the increasingly numerous clinical meetings of 
Branches and Divisions of the Association should not be over- 
looked. Progress in the science of healing will obviously 
become more rapid when general practitioners can_ be 
brought into closer practical touch with modern develop- 
ments, and the present tendency towards internationalism 
might well be turned to account, not only in the interests 
of British medical men and women who wish to acquaint 
themselves with the practice of the chief medical centres 
on the Continent, but also of visitors from abroad, who 
would gladly come to our teaching institutions if the 
language and other difficulties could be diminished. The 
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facilities already existing in Great Britain are too little 
known, and even to-day it is possibly not superfluous to 
mention the work of the Fellowship of Medicine and 
Post-Graduate Medical Association in respect of London. 
Announcements by the Fellowship appear regularly in 
our columns, and further information about courses and 
general clinical work can be obtained from 1, Wimpole 
Street, W.1. 


THE CRIPPLES’ JOURNAL. 

Tue July number of the Cripples’ Journal contains the 
weighty announcement that with the October number it 
will become an international quarterly periodical managed 
by an advisory council of representative European surgeons 
under the chairmanship of Sir Robert Jones and under 
the editorship of Mr. Frederick Watson, who has so ably 
tended it from its birth and through its infancy until now. 
We welcome this announcement, for it has fer some time 
been evident, to our thinking, that if the magazine was 
t» have the influence that it should have, it must divest 
itself of the local associations of its origin and become 
representative of a much larger number of those interested 
in cripples and of their views. The current number con- 
tains much that will appeal to workers among cripples, 
including an instructive article by the editor on ‘‘ What 
is the Red Cross doing?’’ followed by one on ‘‘ The Red 
Cross in the After-Care Clinics,’”? by Commandant Sylvia 
Tower, who gives an interesting account of the work done 
by the Red Cross nurses in orthopaedic clinics, which last, 
indeed, could hardly exist without their help. Miss 
Margaret B. Cross describes the organization known as the 
Junior Red Cross, a movement which was first officially 
recognized in Canada, and the objects of which are the 
weulcation of the laws of health and the rendering of 
help to sick and suffering children by their more prosperous 
brothers and sisters—in short, the observation of the precepts 
of practical Christianity. Other articles in this number 
deal with certain cripples’ hospital schools and with 
infantile paralysis. Mr. A. Rocyn-Jones contributes a short 
but clear account of John Hunter, under the serial heading 
“Pioneers of Orthopaedics.”’ 


INTERNATIONAL COMMITTEE ON RHEUMATISM. 

Ir will be recalled that the International Committee on 
Rheumatism grew out of the International Society of Hydro- 
logy, and in view of the present campaign against rheum- 
atism in this country the report for 1927 of the central 
advisory body is of special interest. In March, 1927, the 
Health Department of the League of Nations was 
approached, with the result that the question of co-opera- 
tio is under discussion. The International Committee on 
Rheumatism has established a central bureau at Amsterdam, 
amd an international library has been founded, with over 
1,000 volumes at the present time. The work of the bureau 
in assisting in the periodical publication of lists of books, 
Pamphlets, and articles on the rheumatic problem has been 
found most useful by the different national committees, and 
any communications on the social as well as on the medico- 
“ientific aspect of the subject have been exchanged. The 
‘mmittee proposes to make a statistical study of rheum- 
ttism in all countries, and for this purpose the scheme of 
the British Ministry of Health is to be used. The founda- 
tion of laboratories and the publication of an international 
journal devoted to the problems of rheumatism are also 
under consideration. 


WE regret to announce the death, on August 12th, of 
Mr. George Edward Wherry, M.Ch., F.R.C.S., for many 
years university lecturer in surgery and consulting surgeon 
” Addenbrooke’s Hospital, Cambridge. We hope to publish 
‘memoir in our next issue. 


PAY BEDS IN LONDON HOSPITALS. 


Report or THE Kine Epwarp’s Funp Committee, 

On July 21st (p. 120) we mentioned briefly the chief 
findings of the report of the special committee of King 
Edward’s Hospital Fund for London on the provision cof 
pay beds in voluntary hospitals; a further account follows 
of the data collected and of the conclusions reached. 
The committee held twenty-two meetings and examined 
forty witnesses, among whom was a deputation from 
the Hospitals Committee of the British Medical Association 
consisting of Messrs. H. 8S. Souttar, W. McAdam Eccles, 
N. Bishop Harman, and Dr. G. C. Anderson, Deputy 
Medical Secretary. 

A questionary was addressed to the several London 
hospitals to ascertain what provision of pay beds existed, 
how they were worked, and what schemes existed for the 
extension of such accommodation. The striking feature 
of the replies received was the great variation of the 
schemes in existence, scarcely two of them agreeing in 
essential details. In the opinion of the committee this 
does not indicate anything in the nature of chaos, but 
rather that the hospitals are feeling their way towards 
the best method of making such provision, and that in- 
structive experiments are being conducted. There is 
general agreement as to the need for such pay beds. The 
development of expensive methods of treatment and dia- 
gnosis, which has become a commonplace feature of the 
work of the voluntary hospitals for the poor, has left 
the middle and professional classes unprovided for in this 
respect, for it is conceded that private nursing homes do 
not provide these forms of treatment. Further experience 
has revealed the fact that where such provision is made 
for these new classes of hospital patients there is no lack 
of demand, but rather an excess. It has also been shown 


in the general wards are quite able and willing to meet 
the cost of pay beds. 

The committee, recognizes four types of patients: those 
who cannot pay anything and whose treatment must be 
free; those who can pay for maintenance in the ordinary 
wards and yet receive free treatment; those who desire 
and will pay for the privacy of the private ward, con- 
tributing somewhat towards the cost of treatment; and 
those who can afford the full cost of nursing homes and 
medical fees. An endeavour was made to find a dividing 
line between the second and third type of patient. Replies 
indicate that the highest payment normally received from 
patients in the ordinary ward is about two guineas a week, 
the average being possibly as low as 15s. even when the 
free patients are omitted. Income limits showed that the 
scale of the British Medical Association and that adopted 
by the Hospitals Saving Association of £4 a week for a 
bachelor, £5 for a married couple without children under 
16, and £6 for those with children, gave a fair indication. 
Many hospitals which have pay beds have income limits; 
these range from £300 to £900 a vear, though there are a 
very few that make allowance for higher incomes by taking 
family conditions into account. It is estimated that of the 
8,000,000 people of Greater London between 5 and 6 million 
fall into the type of free patients; 2} million, or 600,000 
families, into the middle or professional classes, and 25,000 
are of the well-to-do type. Replies to the questionary 
were received from 150 hospitals, having 15,600 beds; 
eighty hospitals had pay beds accommodating in all 1,055 
patients. Of these beds 164 were in hospitals with medical 
schools, 358 in other general hospitals with resident medical 
officers, 126 in hospitals without resident medical officers, 
127 in hospitals for women, 28 in children’s hospitals, and 
252 in other special hospitals. In all 477 are situated 
within three miles of St. Paul’s, 429 between three and 
seven miles away, and the rest farther out; it is these 
distant hospitals which do not have resident medical 
officers. Beds are provided in single rooms, and there is 
every gradation up to wards accommodating as many as 
24, with permanent or temporary screens. Privacy appears 


to be the chief desire of patients in these beds, but they 
may enjoy certain other advantages—more nurses (all fully 
trained), ampler diet or wider choice of food, better 
crockery and furniture—though some hospitals make no 
- difference between the pay beds and the general wards, 


that many of the patients who have hitherto been treated , 
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Wide Variations in Charges. 

Pay beds are no new provision; the Florence Nightingale 
Hospital was founded in 1850. The greatest increase in 
the number of such beds, however, has occurred since 
1920, and in the last eight years 465 have been added, 
while during the same period 1,600 new ordinary beds 
have been provided; in 1920 pay beds were 4 per cent. 
of the total, now they are 7 per cent. Charges vary 
greatly, but about half the hospitals have rates of four to 
five guineas a week; a few go so low as two guineas, and 
still fewer as high as nine or ten guineas. The high-priced 
beds are at the teaching hospitals; the lowest at small 
hospitals on the outskirts of Greater London, which have no 
resident staffs. Charges are fixed by the estimated cost of 
the pay beds to the hospital and the means of the prospec- 
tive patients. The first factor is not easy to ascertain, for 
most hospitals do not keep separate accounts of this 
department of their work; it is suggested that a complete 
system of costing would automatically disclose the real 
figures. The lines for such costing have been suggested 
by the King Edward Fund. Estimates of the capital 
expense of the beds are still harder to ascertain, but it 
is said that a complete pay bed hospital could be built 
and equipped for something less than £1,000 per hed, 
exclusive of the site. The total charge to the patient is 
of some interest. At the West London Hospital, where 
the parties to the treatment—doctor and _ patient—have 
the choice of making their own terms or leaving the 
assessment to a special committee, about 75 per cent. of 
the patients are so assessed at a total inclusive cost, 
including the medical fee. The average cost works out 
at most hospitals at about three weeks’ maintenance charge 
plus the medical fee, while the average medical fees paid 
range from merely nominal amounts of five guineas for 
an operation up to a third or, occasionally, even one-half 
of the usual fee. In seven hospitals no fees are allowed 
whatever the work done, though this does not preclude 
consultation fees before and after the stay in hospital. 


Arrangements for Medical Attendance. 

Here again there is much variety in practice. In some 
of the large hospitals the treatment is confined to the 
normal staff of the hospital; in others any recognized con- 
sultant may attend his patient; elsewhere treatment is 
open to any registered practitioner, and the patient has 
free choice of doctor. The beds where the treatment is 
limited to the members of the staff of the hospital number 
640, or just over one-half the total available, these being 
nearly all in the large hospitals. In two of the teaching 
hospitals—St. Thomas’s and Guy’s—there are pay wards, 
and consultants on the staff of other teaching hospitals 
are permitted to undertake treatment of the patients in 
them, but it appears that very few take advantage of the 
facility. The more distant the hospital is from the centre 
of London, the wider is the choice of doctor. Differences 
in practice, the committee finds, arise partly from circum- 
stances and partly from policy; but it is held that, quite 
apart from any question of finance, the limitation of the 
medical staff causes the outside consultant, and still more 
the general practitioner, to lose touch with his patient, 
and that the development of the pay bed system should 
afford increased opportunities for the ordinary medical 
practitioner to come into contact with the latest develop- 
ments of work under hospital conditions, and should pro- 
vide him with increased institutional facilities. The ques- 
tion of practicability is discussed, and the view expressed 
in the policy of the British Medical Association is cited, 
that whereas wards integral with the hospital may have 
to be counted as part of the hospital, there is no obstacle 
to complete freedom in separate paying blocks, which 
should be administered on the same lines as an ordinary 
nursing home. 

The responsibility of the managers of the hospital is 
considered, and it is suggested that if questions of status 
arise concerning individual doctors (which does not often 
happen), they are settled by the medical authorities of 
the hospitals. Where treatment is open to general practi- 
tioners a wider definition is required, and the three criteria 
of the British Medical Association are cited. (It should 
be noted that the inclusion of these within the hospital 


policy of the Association was rejected at the recent meeting 
of the Representative Body. 

The recommendation of the British Medical Association 
that, except in emergencies, patients should only be 
admitted on the recommendation of the attending practi- 
tioner is discussed, and there is a final statement that 
“the maintenance of relations with the general practi- 
tioner would obviously be most important to the success 
of any large extension of the pay bed system, if full use 
is to be made of the beds.” 


The Demand for Additional Pay Beds. 

Numerous witnesses testified to the existence of such 
a demand on a large scale. The most emphatic expressions 
come from the larger general hospitals, and where these 
have pay beds the waiting lists are evidence of the 
demand. Patients who cannot wait go elsewhere, and it 
is believed that the lists themselves represent only a 
fraction of the unsatisfied demand. The pressure does not 
always produce a high average of daily occupation. Some 
hospitals have a very high average; for example, West- 
minster with 13.7 out of 15, West London with 23 out of 
26, and St. Andrew’s, Dollis Hill, with 53 on a nominal 82. 
Holiday times lower the averages, and patients cannot 
always come when the vacancy occurs; the allocation of 
beds between the séxes sometimes causes difficulty, for 
the male ward may be overfull and the female partly 
empty, or vice versa. In some hospitals the pay beds are 
filled by ordinary patients when there are vacancies. It 
is estimated that the total beds needed would, on the 
figures before the committee, approach 7,000, including all 
the beds at present in existence; this estimate includes 
also beds in nursing homes. The voluntary hospitals at 
present provide about 1,000 pay beds, while the number 
of beds in nursing homes is not known, but this informa- 
tion should be ascertained so soon as the Nursing Homes 
(Registration) Act, 1927, comes into effect. 

The effect upon the general working of the voluntary 
hospitals of the provision of pay beds is discussed; the 
hospitals do not appear to have suffered in popularity from 
having extended the scope of their work in this direction, 
but rather the reverse. There is, moreover, no reason te 
suppose that the addition of pay beds will prevent or 
delay the addition of beds for ordinary patients. “If, 
therefore, it is within the sphere of the voluntary hospitals 
to supply the demand for pay beds as well as the demand 
for ordinary beds, if there are practical schemes for 
adding more pay beds, and if by so doing the hospitals 
are satisfied that they will increase their popularity and 
their resources, with resulting benefit to the whole of 
their work, there seems to be no good reason why they 
should not do so. ... There may also well be room fot 
the development of a larger kind of nursing home on 
hospital lines, if it can be made to pay.” 

As regards any large extensions in the future, the com 
mittee thinks the ideal to be aimed at is that the capital 
cost of providing pay beds should in all cases be met out 
of funds specially provided for the purpose, or out of the 
proceeds of building appeals in which the proposal to pro 
vide pay beds has been specially mentioned. 

On one point the report of the committee diverges from 
the recommendations of the hospital policy of the British 
Medical Association. This will be found in paragraph 138, 
which reads as follows: 

“It seems to us that if patients are provided with special pay 
bed accommodation at less than cost price, they are essent 
in the same position in relation to the voluntary system 8 
patients in ordinary wards. Here, again, we do not recomme 
that the King’s Fund should make a hard and fast rule whi 
would condemn particular arrangements, such as those wht 
may, for instance, be in force in connexion with special charities 
for the assistance of middle-class patients of limited means. But, 
as the general principle for any considerable development of the 
pay bed system, we hold that no patient in a pay bed should 
ay any fee to a physician or surgeon, whether a member of the 
medical staff or not, for treatment received in the hospital, unles 
the charges which that individual pays to the hospital cover the 
whole cost to the hospital of his current maintenance and of any 
special services he receives from the hospital.” 


The report later indicates the way out of the difficulty- 
by insurance schemes for paying patients: “ Whatever 
views are adopted on these questions, it is clearly desirable 
that as many of the patients as possible should be enabl 
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to place themselves in such a position that they can pay 
the full cost of maintenance in a pay ward, and a medical 
fee as well.’? It thereupon proceeds to examine existing 
schemes such as those of the British Provident Association 
and the Norfolk and Norwich Hospital, but it is recog- 
nized that these are on a small scale, and experience is 
sill lacking as to the working of such a scheme over so 
large an area as London, with its many hospitals. 


Scotland. 


Scottish General Board of Control. 

Tue General Board of Control for Scotland has issued its 
fourteenth annual report dealing with the management 
of lunatics and the control of mental defectives. It is 
stated that the Royal Commission of 1857 estimated the 
number of persons of unsound mind in Scotland as 7,403, or 
about 1 insane person to 413 of the population. In the year 
under review the rate was 1 for every 264 of the population. 
The Board welcomes the establishment of observation 
wards, conducted on hospital lines, by various parish 
councils. In the case of the wards at Stobhill and Duke 
Street, Glasgow, 1,240 patients passed through them in 
one vear, and of these 788 returned to their homes without 
the necessity for certification. These wards have to some 
extent served the purpose of the clinics which are so well 
known in foreign countries, where mild cases of nervous 
and mental breakdown seek skilled advice and receive 
special treatment. The report considers that it would he 
desirable if the lunacy grant which is given for improving 
the care of the certified lunatic were changed so that the 
Board, at its discretion, might assist all mentally affected 
persons. It is pointed out that as a rule all nurses, 
either male or female, have to qualify for the certificate 
of the Medico-Psychological Association, which can be 
obtained only after three years’ experience of mental 
nursing and by passing an examination. Attention is drawn 
to the great extent to which male nurses have _ been 
replaced by female nurses in the past thirty years, and 
it is suggested that a prolonged and severe course of 
training and an examination for male nurses, equal io 
that which is undergone by female nurses, is desirable. 
The increasing extent to which occupational therapy is 
utilized is commented upon. The exhibition of work from 
the various institutions throughout Scotland, which took 
place at Bangour Asylum in July, demonstrated into what 
weful channels it is possible to direct the energies of 
patients who, before the introduction of this method of 
treatment, were destructive, degraded, and costly from the 
pint of view of nursing. Attention is also drawn to the 
fact that some of the largest institutions have visiting 
physicians and surgeons from the neighbouring cities, who 
deal with and advise in cases affecting their specialties. 
At the beginning of the present year there were in Scot- 
land 18,702 persons officially recognized as insane, including 
the inmates of training schools for imbecile children. Of 
these, 2,957 were maintained from private sources, 15,675 
y parochial rates, and 70 at the expense of the State. 
the number of escapes from establishments during 1927 
vas 129, of whom 55 were brought back within twenty-four 
hours, while 26 were still absent on the expiry of twenty- 
tight days from the date of escape. The total expenditure 
‘{ local authorities for the maintenance of pauper lunatics 
for the year ending May 15th, 1927, was £779,332. The 
Werage cost per head was £51 14s. 2d. per annum in 
sylums, and £44 19s. 6d. per annum in poorhouses. The 
‘penditure for the maintenance of aided mental defec- 
lies was £130,627. 


New Royal Infirmary, Stirling. 

The new buildings of the Stirling Royal Infirmary were 
ened on August 10th by His Royal Highness the Duke of 
York. Mr. James Thomson, D.L., president of the infir- 
tary, who presided and welcomed the Duke and Duchess 
York, said that the Stirling Royal Infirmary had been 
lunded fifty years ago, and in that time it had undergone 
rious extensions, which, however, had finally proved in- 
tificient. The directors had decided to build a new 


lospital for 126 beds, with a maternity home of 20 beds, 


and the cost had finally worked out at £108,000. It 
was gratifying to know, however, that this large expendi- 
ture had been fully met, and the infirmary was to be 
opened free of debt, the endowment fund not having been 
touched and remaining at over £70,000. The Duke of 
York, who opened the main entrance to the infirmary 
building, said that it was a pleasure to help a cause which 
must appeal to every man and woman. The infirmary was 
worthy of its supporters and had great beauty of site and 
excellence of buildings. To have raised the sum of £108,000 
was a magnificent achievement of which the directors 
might be proud. The new hospital has been erected on 
fifteen acres of ground, to the south-west of the town of 
Stirling, on the Wester Livilands estate. It stands on an 
open plateau, beautifully wooded, and commands magnifi- 
cent views of the surrounding country. The main build- 
ing runs east and west, with a corridor 600 fect long, and 
the main wards open off the south side of this corridor. 
Qn the north side are placed the kitchen, operating 
theatres, and out-patients’ and other departments. The 
building is two stories high, with four surgical wards, two 
medical wards, and one children’s ward, each of sixteen 
beds, with additional small wards. At the extreme west 
end of the building is the maternity block, containing 
two wards of eight beds each, with two single wards and 
one two-bed ward, accommodating in all twenty patients. 
A sun room or day room is also provided in connexion with 
the maternity unit, facing southwards, with French  case- 
ment windows opening to the floor. The main buildings 
are designed in a form of Georgian architecture, and a 
special feature of the main front is the provision of large 
balconies at the end of each of the wards, on to which the 
patients’ beds can be wheeled through French windews. 
The sanitary towers are placed at the north end of the 
wards, thus leaving the south end completely free of 
obstruction to sunlight and air. The building is heated 


by low-pressure steam and provided with electric lifts for ° 


patients’ beds. 
Red Cross Work in Scotland. 

A camp of Scottish voluntary aid detachments was 
held recently at Craigendinnie, Aboyne, and was inspected 
on August 3rd by Lieut.-General Sir William Peyton, 
G.O.C. in Scotland. About two hundred V.A.D. members 
attended camp under the command of Miss Gardner, 
assistant county director for Dumbarton. A large number 
of Red Cross county directors and others were present 
at the inspection, including the Marquess and Marchioness 
of Aberdeen and Temair, and Dame Beryl Oliver, head of 
the V.A.D. department in London. A demonstration was 
given by V.A.D. members of the working of a casualty 
clearing station, and at its conclusion General Peyton 
congratulated the nurses on the excellence of their work. 
He said that he believed that it was not only the event 
of war that made it desirable that women should be 
trained as nurses; there were at present all sorts of 
emergencies—from aeroplane accidents to motor smashes— 
in which women could give assistance. The War Office was 
most sympathetic and appreciative towards the work of the 
Red Cross, and would do still more if it were not for the 
necessity of keeping the Army Estimates low. In the 
evening the V.A.D. nurses attended a ball given by Lord 
Aberdeen to celebrate his 81st birthday. 


Ireland. 


Obstetrics and Gynaecology in Dublin. 
Tur August issue of the Irish Journal of Medical Science, 
which is the official journal of the Royal Academy of 
Medicine in Ireland, is devoted to obstetrical and gynae- 
cological subjects. Three annual reports of Dublin mater- 
nity institutions during 1927 are published in it—namely, 
those of the Rotunda Hospital, the Coombe Hospital, and 
the National Maternity Hospital. We have already 
referred on two previous occasions (May 5th, p. 771, and 
July 14th, p. 70) to the interesting report of the Rotunda 
Hospital by the master, Dr. Bethel Solomons; the valuable 
statistics associated with it are now available for closer 
study. In the Coombe Hospital report for 1927 the master, 
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Dr. Louis Cassidy, deals on similar statistical lines with the 
work of this institution. In comparison with the Rotunda, 
report it is worth noting that, at the Coombe Hospital, 
the morbidity was reckoned according to two standards— 
namely, that of the British Medical Association, in which 
a case is considered morbid if the temperature reaches 
100° F. on two occasions between the second and eighth 
days of the puerperium, and Tweedy’s standard, which 
defines morbidity as the appearance of a temperature of 
99° F. on three consecutive readings after the first twenty- 
four hours. According to the former standard the per- 
centage of morbidity during the year was 5.0, whereas by 
Tweedy’s method of recording it was 7.2. The morbidity 
figures in the Coombe Hospital for the year under review 
compare favourably with those of the previous year. Dr. 
Cassidy regrets the absence of a dental department, and 
mentions the gratifying increase in the activity of the 
ante-natal department, which has now been three years in 
existence. The clinical report of the National Maternity 
Hospital is shorter than those of the other two institutions. 
The master, Dr. P. T. McArdle, reports a morbidity rate 
of 3.4 per cent., using the standard suggested by the 
British Medical Association. He comments briefly on the 
treatment of various emergencies, and records his approval 
of the use of axis-traction and Kielland’s forceps. In 
addition to these hospital reports, this month’s Irish 
Journal of Medical Science contains clinical notes by 
Dr. Cassidy on eleven cases of vesico-vaginal fistulae occur- 
ring during labour, and the report of a case of double 
uterus and vagina, by Dr. A. H. Davidson. Abstracts of 
obstetrical and gynaecological articles and reviews of new 
books on these subjects are other features of an issue which 
will interest obstetricians and gynaecologists generally. 


The Down County Mental Hospital. 

In the fifty-eighth annual report of the Down County 
Mental Hospital, Downpatrick, the resident medical super- 
intendent, Dr. M. J. Nolan, comments on the importance 
of providing for suitable male mental patients facilities for 
farm work, since very many who enter this institution 
come from the agricultural classes. He considers, moreover, 
that no other form of occupation would take its place as 
a therapeutical agency, and that without it there would be 
fewer clinical recoveries and a general impairment of 
physical health. An outbreak of colitis in the institution 
involving eleven patients was traced to an outside source, 
and the discovery of the carrier resulted in the prompt 
arrest of what would otherwise probably have proved to be 
an epidemic, with possibly endemic sequels. Dr. Nolan empha- 
sizes also the importance of the thorough investigation of 
each individual case of mental disorder; he adds that 
although patients in the more advanced stages are, for the 
most part, outside the scope of psycho-analysis, yet many 
have responded readily to sympathetic investigation and 
co-operation in the readjustment of their attitude towards 
the existing home and family conditions. The report 
contains numerous illustrations and statistical tables. 


Typhoid Fever in County Galway. 

An outbreak of typhoid fever is reported from Letter- 
more, Connemara, and ten patients have been removed 
to the fever wing of the Galway Central Hospital. Dr. 
Sterling Berry, medical inspector of the Local Government 
and Public Health Department, with Dr. Tubridy, medical 
officer of the district, are investigating the cause of the 
outbreak. At a mecting of the Galway County Health 
Board it was agreed that Dr. Tubridy should ‘he given 
freedom to order the destruction of any articles which he 
feared might be infected, and it was suggested that the 
local relieving officer should be given a free hand in dis- 
pensing relief. A resolution was passed calling on the 
Government to give a special grant to the people of the 
area, and also asking that the recommendations of the 


~ Gaelteacht Commission be carried out. 


Scarcity of Nurses in County Carlow. 

No nurses having applied for the vacancies, recently 
advertised, in the hospitals of county Carlow, Dr. Clinch 
medical inspector of the Public Health Department, 
attended a meeting of the Health Board when this matter 


was under consideration. It was stated at the meeting 
that the salary offered was £65 per annum, with rations 
(or their equivalent in money), apartments, fuel, and light 
in each case, and that the lack of applicants was due to 
a combination organized by the Nurses’ Association which 
has been recently pointing out the inadequacy of the 
salaries offered by health boards in Ireland. The Board 
ultimately decided to combine the salary and allowances, 
and to allow all head nurses £100 per annum, and assistant 
nurses £90, with apartments, fuel, and light in each case. 


Correspondence. 


SPA TREATMENT. 

Smr,—The question, What is a spa? seems to be a little 
in doubt. Thus, the definition of ‘‘ spa treatment ’’ pr- 
posed at the Representative Meeting of the British Medical 
Association at Cardiff (Supplement, August 4th, p. 75)— 
‘treatment at a place possessing a supply of natural 
mineral waters of reputed therapeutic value’ (with 
buildings, apparatus, and trained personnel for work in 
bath-houses and other physico-therapeutic departments)— 
could not be accepted without further consideration. Some 
representatives from the coast objected to the word mineral, 
and would prefer to link in one definition the special 
treatment provided at the seaside with that provided 
at the spa. (It may be admitted that the word mineral 
is not now a very happy one as applied to medicinal springs, 
since many of these are less mineralized than ordinary 
town’s water; and, moreover, the word has been captured 
by the table water industry). 

The same doubt or misapprehension about ‘“ spas” is 
evident in occasional public announcements. At the recent 
annual Foresters’ Court, for example, the Chief Ranger 
expressed satisfaction at the project to make ‘ spa treat- 
ment ’’ available in London.’ 

What are the facts? Historically, many of the great 
European health resorts have been named after their 
waters or baths—such as Aix, Acqui, Aachen, Bath, 
Carlsbad, Salsomaggiore, and Wildbad. In France the prefix 
Bagnére-, or the suffix -les-Bains, is often applied to 
the stations hydro-minérales, and in German-speaking 
countries the names quellen and baden are usual. Only 
in England have places of waters received the general 
designation ‘ spa,’’? annexing the name of the Belgian 
resort made famous by Peter the Great. Secondly, it is to 
be remembered that as a result of the modern study of 
physical remedies many accessory methods of treatment 
have been introduced at the spas, and have been so exten 
sively used in England as sometimes to overshadow the 
use of waters. 

Thus present-day treatment at spas includes two things: 
(1) the internal and external use of medicinal waters whic 
cannot be obtained elsewhere; (2) other kinds of baths 
and physical methods of treatment—radiant, electrical, 
mechanical, ete.—which can be obtained elsewhere. 

As regards the sea-coast places, the special treatment 
provided (modern thalassotherapy) includes exposure 1 
the marine climate (heliotherapy, aerotherapy) with the 
use of sea water and seaweed and the usual accessory 
physical methods. These are all variously adapted at the 
different localities, like Torquay and Margate in Englan4, 
Arcachon and Bercq-sur-Mer, and Wyk on the North Sea. 
The marine resorts for children and elderly people on thé 
coasts of England form an outer ring of health centres, 
which is assuredly not less important than the inlam 
group, but the specific treatment they offer is climati 
and marine. 

Lastly the city clinic, to which the president of the 
Foresters referred, should have for its chief function 
make tho physical remedies which can be everywher® 
obtained conveniently accessible near the homes of the 
people. 

It would surely be well if the spa, the marine health 
resort, and. the physical clinic should each develop along 
its own special lines. To apply a name which is attached 


1Times, August 7th, 1928. 
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to medicinal waters either to the coast resort or the clinic 
would be inappropriate and misleading.—I am, cte., 
London, Aug. 8th. R. Forrescur Fox. 


L.EAD ETHYL PETROL. 

Sm,—The flaring advertisement ‘‘ Ethyl is safe’ is the 
sequel to the interim report of the Departmental Com- 
mittee, Yet the Committee did not say that “ethyl is 
safe’; it did say that it was not proved that ethyl is 
not sate, with certain precautions, and it awaits further 
evidence. The blare of the commercial trumpet has 
drowned out the still small voice of the scientific 
Committee, 

I agree with Dr. F. C. Eve (British Medical Journal 
August 4th, p. 222) that ‘“ organized medical opinion is 
the last ditch in our defence against invasion by this 
diluted poison,’? but I do not agree with him that the 
British Medical Association should be saddled with the 
collation and scrutiny of evidence in respect of this stuff. 
The Association has plenty on its hands at the present 
time; but the medical profession, by reason of its expe- 
rience and position in the community, has a special 
responsibility in this matter, and its members will have 
to consider whether, in view of that responsibility, they 
are justified in using ethyl petrol, and whether, if they are 
asked, they would advise the public to use it. , 

There is no necessity to be alarmists or to rouse unneces- 
sary fears. Ethyl petrol has a place in the world of the 
internal combustion engine for tests, races, and stunts 
but | think that the general opinion of the profession will 
be against it for extensive publie use. Perhaps I should 
add that I have no interest, financial or other, in any of 
the oil companies that do not sell ethyl petrol.—t am, ete., 


J. S. Manson. 


Warrington, Aug. 10th. 


THE GUILLOTINE AND ETHYL CHLORIDE. 

Sir,—I submit that ethyl chloride is an unsuitable anaes- 
thetic to employ for the operation of enucleation of tonsils. 
The most important step in the procedure is to prevent 
all unnecessary haemorrhage, as in other operations, using 
artery forceps if any particular bleeding point is trouble- 
some. Although the bleeding at the time of operation is 
often considerable, if measures are not employed to prevent 
it, the oozing which ensues during the next two or three 
hours will often far exceed this, and, if allowed to continue, 
end in death. I will quote from Dan McKenzie (Diseases 
of the Throat, Nose and Ear): ‘ Before returning the 
patient to bed make sure that the bleeding is stopped.” 
Ethyl chloride does not allow time for this. Personally I 
prefer chloroform, and have it administered.—I am, ete., 


Liverpool, Aug. 13th. E. Matcotm Stockpate. 


_Sim,—There have been many contributions on this subject 

since the article of Mr. Sandiford and Dr. Clayton appeared 
in the Journal of July 28th. In a detailed account such 
as theirs it seems a pity that, while minute points of the 
part played by a porter are considered, examination of the 
tonsils after operation is omitted; this important feature 
has not been mentioned in subsequent correspondence. 
This examination should be made in every case. The 
obvious rejoinder is: ‘‘ What can be learned?” and 
“What can be done if it is not complete? ’’ The answer 
to both depends upon the anaesthetic used. With the 
closed ethyl chloride method one can only learn if both 
torsils are complete, and whether the capsule has been 
‘“button-holed,’’? the former indicating faulty technique, 
he latier a guillotine insufficiently blunt. Employing 
the open ethyl chloride and ether sequence, apart from 
the fact that there is far less likelihood of ‘ missing a 
lower pole,’ should this contingency arise, the patient 
can easily have the remaining portion dissected out, as 
in adult tonsillectomy, using a Shipway apparatus. 

Another omission (I take it that it is an omission, since 
ho mention is made of the practice) is the examination 
of the patients by a competent person before they are 
allowed to go home. Surely this is quite the most essential 


part of the post-operative treatment. I have had to 
examine children two hours after tonsillectomy who have 
had closed ethyl chloride. With them it was practically 
impossible to get a view of the throat, much less remove 
any adenoid tags, which are quite frequent with even the 
most skilled surgeons. The adenotome may be recom- 
mended as the solution of this problem, but the septum 
can never be’ felt with this instrument, and it is conse- 
quently not so efficient as the curette; whereas after the 
open ethyl chloride and ether anaesthesia the children 
are far more tractable, invariably in a better condition 
to return home, and (more important still) the possibility 
of adenoid tags persisting is reduced to a minimum, 
since they can be removed at the time of operation. 

I would not, in my present position, have ventured to 
write this letter had it not appeared to me that two 
extremely important items in the operation have been 
totally disregarded. Festina lente is the ideal motto for 
a tonsil clinic.—I am, etc., 

H. M. Jaques, 


House-Surgeon, Ear, Nose, and Throat 
Department, Middlesex Hospital. 


London, Aug. 13th. 


ROUS TUMOURS. 
Sir,—In an editorial in your issue of July 28th you 
speak in terms of high commendation of Dr. Murphy’s 
views regarding the significance of specificity in Rous 
tumours. In the same issue you give a review of my 
book, On Rous, Leucotic, and Allied Tumours in the Fowl. 
It has escaped the notice of your reviewer that the above 
subject is discussed in full in all its implications and 
significances in Chapters VIIT and 1X of my book, com- 
pleted in June, 1927, and published in January, 1928. 
Other points of possibly equal importance discussed in 
the book have not been remarked by your reviewer. 
Three only need be referred to. In the first place, 
Carrel’s solid work on the etiology of Rous and_alliec 
tumours has, for the first time as far as 1 know, been 
given due recognition; in the second place, it is pointed 
out that Gye’s work and the work of those (pro- and 
anti-) who have repeated his experiments is the subject 
of a basic fallacy (vide top of p. 85), which, as far as | am 
aware, has not been stressed before; while, thirdly, the 
question of mesenchymatous or sarcomatous tumours (in- 
cluding leucotic and Rous tumours), being in reality 
diseases of a system—the reticulo-endothelial system—with 
consequent effect on the exact meaning of the term 
metastases,”’? is the burden of several chapters.— 
I am, etc., 


Aberdeen, Aug. 10th. J. P. McGowan. 


AN UNUSUAL CAUSE OF PAIN AND HAEMATURIA. 
Sir,—I noticed with interest Mr. Frank Harvey’s report 
(July 21st, p. 101) on an unusual cause of pain and haema- 
turia, and think that mention of this somewhat similar case 
may prove interesting. 


On August 3rd, 1927, I had to perform an operation for a large 
irreducible inguinal hernia in a patient aged 74, The hernia was 
of old standing, and the bladder was involved. In separating the 
adhesions the bladder was nicked, making a small hole of only 
about 1/4 inch in length. This was immediately sutured with 
silk ; the operation was completed, and the wound closed. 

The patient made an uninterrupted recovery, healing by first 
intention, and was discharged on the eighteenth day. Three weeks 
afier his discharge he complained of difficulty of micturition—only 
in the upright position. Lying in bed he could make a satisfactory 
stream, but when he was upright the urine commenced as a good 
siream, io stop suddenly wiih severe pain. The urine contained 
no blood, but oe amounts of urates and phosphates and a few 

us cells. 

ease was treated by daily bladder wash-outs with weak 
permanganate of potash, and the urine very soon became much 
clearer. About eight days after this, to 7, surprise, the patient 
told me he had something to show me, e produced a pencil- 
shaped caleulus, chiefly phosphatic and about 1, inches long, 
which he had passed that morning. The calculus was the silk 
suture from the bladder surrounded by phosphates. He has had 
no more trouble with micturition since, and is quite well. 


The caso is interesting because of the comparatively 
short space of time in which the suture was extruded.— 
I am, etc., 


Epwarp C. Exuis, M.B., Ch.B., D.P.H. 


Cockermouth, July 23re, 
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THE CURSE OF NOISE. 

Sir,—I should like to support Dr. Hilliard’s suggestion 
(August llth, p. 276) that the Council of the British 
Medical Association should promote a bill in Parliament 
with the object of preventing a good deal of the unnecessary 
noise of which so many complain. One has only to read the 
letters which have recently appeared in the Times to 
realize how necessary it is that some action should be 
speedily taken. It would appear that no bedy of men is 
better qualified to draft such a bill or more likely to 
carry it to a successful issue. I feel sure that the attempt 
would be greatly appreciated by the public and would add 
to the influence of the Association.—I am, etc., 


Oxford, Aug. 14th. Wa. 


PAYING CENTRES FOR INFANT HYGIENE. 

Sir,—Your report of the Annual Representative Mect- 
ing of the British Medical Association at Cardiff! states 
that the Representative Body reversed, by amendment, 
the Council’s approval of the principle of paying centres 
for infant hygiene. In the discussion allusion was made 
to such a centre in Chelsea—presumably the Babies’ Club, 
355, Danvers Street. May I, as its honorary secretary, 
submit a few points which do not seem to have received 
due consideration by the speakers at Cardiff? 

From references made to the State-aided infant welfare 
centres, the majority of the speakers seemed to be agreed 
that this work has proved a valuable educational force. 
Some went so far as to admit that the clinics provide 
general practitioners with work which would not other- 
wise have come their way. There seemed to be litile 
appreciation, however, that the infant welfare movement, 
through its clinics, doctors, and especially its health 
visitors, has created a type of work which has never been 
undertaken before. Its success throughout the country 
shows how great was the need, and suggests that the lines 
on which it has developed have been right. 

The middle-class mother has now begur to demand a 
similar regular medical supervision of her infants, as a 
preventive measure against disease and delicacy. In many 
instances she cannot get this from her family doctor, not 
always because he has not the specialized knowledge for 
this branch of preventive medicine, but because he cannot 
organize his work to afford time for the regular super- 
vision of many healthy babies, nor can she afford the 
money for the necessarily frequent consultations. As a 
result, some such mothers have begun to attend State- 
aided welfare centres; others rely on advice of doubtful 
authority, such as is found in magazine articles or obtained 
from correspondence -bureaux. Others, again, seek help 
from the nurse who attended them at their confinement, 
who in many cases was the chief arbiter of their baby’s 
welfare during the first few weeks of life, but whose 
experience does not necessarily extend much beyond that 
period. Where lectures are used as a means of education 
(the method endorsed by the Association’s amendment) the 
mother has to make selections from the knowledge thus 
gleaned with no one to advise her whether or not it 
applies to her own child. 

In the Babies’ Club an honourable attempt has been 
made to meet the mother’s needs on the one hand, and to 
safeguard the general practitioner on the other. Advice is 
paid for at a proper rate; the mother may not join unless 
her family doctor’s permission has been obtained; the 
medical officer of the club may not visit the baby in its 
home unless at the family doctor’s request. While no com- 
pletely acceptable definition can be given of ‘ sickness ’’ and 

“‘ treatment,’’ a conscientious attempt is made to exclude 
sick children, and to confine the advice given to points of 
management, feeding, and hygiene. Profiting by the 
example of existing welfare centres, advice given by the 
medical officer of the club is followed up by home ‘visits 
paid by an experienced health visitor. A very close insight 
is thus’ gained into the home conditions, which provides a 


sufficient answer to the formidable objection raised in the. 


Cardiff discussion that the physician at the clinic must be 
ignorant of many of the most important factors in the 
child’s life... 


We appreciate the feeling of the Association that the 
trend of such movements is a matter of close concern to 
the general practitioner, but this development of the infant, 
welfare movement will inevitably continue. Would it not 
be well to suspend judgement upon an experiment con- 
scientiously planned to further the interests both of the 
profession and of the public?—I am, etc., 

London, Aug. 14th. Pame ta Horsiry Ropinson, 


HOSPITAL PATIENTS AND DOCTORS’ LETTERS. 

Sir,—I should like to endorse what was said by Dr, 
Ritchie in the Journal of August 4th (p. 223). I find the 
same thing happening here in the Manchester hospitals. 
When I was a student at Glasgow it was customary for 
the staff at the hospitals there to refuse to see panel 
patients without a letter from their doctor. I think this 
is only just. 

This is a matter which ought to be taken up by general 
practitioners as a whole, as it has been the cause of 
annoyance for some considerable time.—l am, etc., 


Broughton, Manchester, Aug. Gth. E. HENDFRSON. 


Obituary. 


Dr. CuristopHer CuILps, who died at West Looe, Corn- 
wall, on August 6th, in his 82nd year, was formerly well 
known by reason of his interest in public health problems. 
He was born at Liskeard, and at Uppingham School was dis- 
tinguished as an athlete. He received his medical educa- 
tion at Oxford, St. George’s Hospital, and the University 
of Bonn; he obtained the diploma L.R.C.P. in 1875, 


M.D. in 1887, having been admitted a member of the 
Royal College of Surgeons in 1879. In 1895 he obtained 
the Diplomas in Public Health of the English Conjoint 
Board and of the University of Cambridge. After holding 
the post of house-physician at St. George’s Hospital he 
returned to Uppingham as science master and medical 
officer, under Dr. Thring, and took part in the temporary 
migration of the school to Borth, in Wales, during the 
outbreak of eateric fever at Uppingham. He then prac- 
tised for some time in London, acting also as a lecturer at 
University College, and later went to Weymouth, where 
he was surgeon to the Weymouth and Dorset County Royal 
Eye Infirmary and physician to the Weymouth Royal 
Hospital. Throughout his active professional life he found 
time for the study of preventive medicine and epidemio- 
logy, ond was one of the pioneers in the treatment of 
dysentery at the time’ of the South African war. He 
was the author of a number of contributions on epidemio- 
logy and water pollution to medical pubneations. Dr. 
Childs was a Fellow, and had formerly been a member 
of the council, of the Royal Sanitary Institute. He 
was a member of the British Medical Association for 
over fifty years, and acted for a prolonged period as 
honorary secretary of the committee set up by the Annual 
Meeting at Bournemouth in 1891, which investigated the 
clinical evidence with regard to anaesthetics. Between 
that year and 1900, when the committee was merged into 
the Special Chloroform Committee, he devoted himself 
yearly to the classification and analysis of the thousands 
of returns submitted. On his retirement from practice a 
good many years ago he returned to his native county of 
Cornwall, where he took an active part in the social and 
political life of West Looe, identifying himself particularly 
with the local Conservative organization, the Boy Scout 
movement, and the Cornish fishing industry. He was 4 
Knight of Grace of the Order of St. John of Jerusalem. 
Dr. Childs is mourned by his only son, his wife having died 


several years ago. 


Dr. Heywoop Smitn, who died at Chichester on July 21st, 
was well known in London during his active life as 4 
gynaecologist, and in his later years, in retirement at 
Chichester, he participated in professional affairs on 
the scientific side. Born in 1837, he received his educa- 


1 Supplement, July 28th, 1928, pp. 44-46. 
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1861, and afterwards continuing his professional studies 
at St. George’s Hospital, London. In 1865 he obtained 
the diploma M.R.C.P., and graduated M.B.Oxon., pro- 
ceeding M.D. six years later. He was for a time house- 
physician at St. George’s, and later was appointed 
physician accoucheur and physician for diseases of women 
and children at St. George’s and St. James’s Dispensary. 
Subsequently he became senior physician to the Hospital 
for Women, Soho Square, and to the British Lying-in 
Hospital, and was for a period civil medical officer to the 
Chichester Military Hospital. Dr. Smith was among those 
associated with the British Gynaecological Society in its 
early days; this body was subsequently merged in the 
Royal Society of Medicine, of which he was a Fellow. He 
was also an honorary corresponding Fellow of the Gyneco- 
logical Society of Boston, Massachusetts, a vice-president 
of the Society for the Study of Inebriety, and a member 
of the British Medical Association and of the Brighton 
and Sussex Medico-Chirurgical Society. His contributions 
to medical periodicals were numerous, and he was the 
author of Practical Gynaecology: A Handbook of Diseases 
of Women. Two of his sons are members of the medical 
profession, 


Mr. Frepertc Durnam, who died on July 16th at the 
advanced age of 87, was a native of Northampton and 
received his medical education at Guy’s Hospital, in which 
his brother, the late Arthur Edward Durham, occupied 
a place of distinction. Frederic Durham obtained the 
diploma M.R.C.S. in 1869, graduated M.B.Lond. in 1871, 
and was admitted a Fellow of the Royal College of Surgeons 
a year later. He occupied a succession of minor appoint- 
ments at Guy’s Hospital and ultimately was appointed 
surgical registrar. During his tenure of this office he 
developed a keen interest in pathological histology, a 
subject to which he gave much time and attention in later 
years. He was for some years surgeon, and later con- 
sulting surgeon, to the North-West London Hospital, but 
devoted himself very largely to assisting his brother in 
his work. He was a Fellow of the Royal Society of 
Medicine and of the Medical Society of London, and was 
greatly interested in the work of the Royal Medical Bene- 
volent I'und, being a member of the committee of management 
until his death. fn the old-established ‘Our Club” of 
Guy’s men he was well known, and for some thirty years 
he was a familiar figure at the Bath Club, where he made 
his home, although suffering increasingly from osteo- 
arthritis. 


The British Medical Association has lately lost a valued 
servant by the death of Mr. Trever Lapwortu, who had 
heen Head Printer of this Journal since the beginning of 
1911, and had spent the whole of his working life (some 
forty-four years) in the service of the Editorial Depart- 
ment. All who came into personal contact with Mr. 
Lapworth were impressed with his extreme conscientiousness 
and his devotion to the welfare of the British Medical 
Journal. He was a loyal and most obliging fellow worker, 
who grudged no time or trouble in carrying out the respon- 
sible and exacting duties that fell to his lot week by week 
and year by year. Although his health and strength had 
been gradually failing for several years past, he remained at 
work in the Printing Department until within a week of his 
death on August 10th. Mr. Lapworth was in his sixtieth 
year and unmarried. The funeral, at Finchley on August 
Mth, was attended by the Editor of the Journal and other 
members of the headquarters staff of the Association who 
Wished to pay a last tribute to their old friend and faithful 
colleague. Mr. F. Martin of the Lancet was also present 
on behalf of the printing staff of our contemporary. 


The following well-known foreign medical men have 
recently died: Inspector-General Jacon, formerly director 
of the Val-de-Grace Military Hospital, Paris, and Com- 
mander of the Legion of Honour; Dr. Léon Dvrovurt 
of Fécamp, the founder in 1894 of the first “‘ Goutte de 
Lait,’ and Professor E. Bostrorm, a Giessen pathologist, 

, 76. 


Gnibersities and Colleges. 


UNIVERSITY OF OXFORD. 
THE Theodore Williams scholarship in physiology for 1928-29 has 
been awarded by the Board of Management, on the recommenda- 
tion of the Waynflete Professor of Physiology, to R. A. Beaver of 
New College. 


UNIVERSITY OF DUBLIN. 
SCHOOL OF PHysIc, TRINITY COLLEGE. ‘ 
THE following appointments have been made :—Lecturer in Bio- 
chemistry : William Fearon, Sc.D. Lecturer in Biophysics: James 
Bell, Sc.D. Lecturer in Applied Anatomy: Arthur Chance, M.D., 
M.Ch. Lecturer in Sanitary Construction and Planning: Alfred D. 
Delap, B.A.I. Lecturer in Chemistry and Public Health: W. C, 
Ramsden, M.A. University Professor of Chemistry: Emil A. 
Werner, M.A.. 3c.D. ‘ 
The annual post-graduate course in medicine, surgery, and allied 
subjects will be held this year from September 17th to Uctober 6th. 
Particulars can be obtained on application to Professor A. F. Dixon, 
Dean, Faculty of Physic. 


The Sertices. 


TERRITORIAL DECORATION. 
Tre King has conferred the Territorial Decoration upon the 
following officers of the R.A.M.C. (T.A.): Majors R. I. Dacre, 
A. Young (ret.), and W. T. Briscoe. 


ROYAL ARMY MEDICAL COLLEGE. 

Tue following prizes have been awarded at the conclusion of the 
summer course for lieutenants on probation, Royal Army Medical 
Corps and Indian Medical Service: Herbert Prize (about £20), 
highest aggregate marks, Lieutenant F, McL. Richardson, 
R.A.M.C. 1st Montefiore Prize (£20 and bronze medal), military 
surgery, Lieutenant A. McMillan, R.A.M.C.; (2nd) Lieutenant 
S. S. Bhatnagar, I.M.S. Parkes Memorial (medal and £5), 
hygiene, Lieutenant F. McL. Richardson, R.A.M.C. Ranald Martin 
(medal and £5), tropical medicine, Lieutenant F. MeL. Richard- 
son, R.A.M.C.. Tulloch Memorial (silver medal), pathology, by 
R.A.M.C. officer, Lieutenant G. T. L. Archer. Fayrer Memorial 
(bronze medal), pathology, by I.M.S. officer, Lieutenant C. J. F. 
Cropper. De Chaumont Prize, second highest marks in hygiené, 
Lieutenant S. R. M. Mackay, R.A.M.C. 


Medical Netus. 


THE old students’ dinner of St. Thomas’s Hospital Medical 
School will take place on Friday, October 26th, at St. Thomas’s 
House, Lambeth Palace Road, when Mr. Edwin Francis 
White, F.R.C.S., will take the chair. 

THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that a fortnight’s all-day course begins 
on Monday, August 27th, at the Queen Mary’s Hospital, 
Stratford, E., in general medicine, surgery, and the specialties. 
From September llth to October 5th, on Tuesdays and 
Saturdays each week, there will be lecture-dewonstrations 
in psychological medicine at the Bethlem Royal Hospital 
at 1l a.m. Four courses will be given from September 
17th to 29th, one being an intensive all-day course in 
diseases of children by the staff at the Queen’s Hospital, 
Hackney Road, where luncheon and tea will be provided by 
the hospital authorities. Im the same period afternoon 
lecture-demonstrations in ophthalmology will be given by the 
honorary staff at the Royal Eye Hospital, and an all-day 
course in orthopaedics by the staff at the Royal National 
Orthopaedic Hospital. The fourth course, undertaken by the 
staff of the Westminster Hospital, consists of instruction 
in medicine, surgery, and the specialties. From September 
25th to October 17th a series of lecture-demonstrations in 
electro-therapy will be given at the Royal Free Hospital. 
Copies of syllabuses and information regarding the general 
course may be obtained from the secretary of the Fellowship, 
1, Wimpole Street, W.1. 

THE Sir Charles Hastings Lecture by Sir George Newman 
on “The foundations of national health,’’ delivered at the 
British Medical Association House on March 21st, has, with 
the Association’s consent, been published in pamphlet form 
by H.M. Stationery Office (price 3d. net). The lecture was 
printed in full in the Supplement to our issue of March 24th 
(p. 93). 

THE Royal Commission on Local Government, now engaged 
upon the second part of the inquiry entrusted to it of con- 
sidering the relations between the various existing local 
authorities, has issued Part XI of its minutes of evidence 
(obtainable from H.M. Stationery Office or through any book- 
seller; price 6s. net). This contains evidence given on behalf 
of the Association of Municipal Corporations, the Urban 
District Councils Association, the Westmorland County 
Council, and by Mr. E. D. Simon, formerly Lord Mayor 
of Manchester. 
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LETTERS, NOTES, AND ANSWERS. 


Tur Beirise 
MepicaL JouRNAs 


THE Water Pollution Research Board of the Department of 
Scientific and Industrial Research has issued a summary 
of current literature relating to water supplies, sewage, trade 
waste waters, river pollution, and other related subjects. 
This summary has been placed in the Library of the Associa- 
tion, where it will be available for the use of members. 

A SUBCOMMITTEE appointed by the Heart Committee of 
the New York ‘'uberculosis and Health Association has been 
investigating the criteria of the diagnosis and classification 
of heart disease, and its report—which takes the form of 
a textbook—will shortly be published by Messrs. Paul B.. 
Hoeber, Inc., of New York. It comprises a uniform nomen- 
clature and diagnostic criteria. ; 

IN connexion with the sixth international congress for com- 
bating tuberculosis, to be held at Rome in September, arrange- 
ments have been made for visits from September 20th to the 
24th to various tuberculosis and social hygiene institutions in 
Naples and the neighbouring towns. A descriptive book is 
being prepared for those attending the congress, who are also 
invited to the opening ceremony of two new pavilions for 
tuberculous patients in the Ospedale Provinciale Psichiatrico, 
Naples, and to other functions. For information about 
lodgings and the journey application should ‘be made to 
the Compagnia Italiana Turisto (Cit), Piazza Trieste e 
Trento, 45, Naples. 

A POST-GRADUATE course on cancer organized by Dr. 
Guusett, director of the anti-cancer centre of Strasbourg, 
will be held at the Strasbourg faculty of medicine from 
October 16th to 3lst, when lectures and demonstrations on 
cancer will be given in the various departments of the faculty. 
The fee is 300 francs. Further information can be obtained 
from Dr. Gunsett, Hépital Civil, Strasbourg. 

Sir C. J. MARTIN, director of the Lister Institute, has been 
appointed by the Minister of Agriculture and Fisheries to be 
chairman of the departmental committee which will report 
ou the reconstruction of the Royal Veterinary College with 
reference to the cost, the accommodation to be provided, the 

site of a new building, and arrangements to be made in 
respect of the Animal Pathology Research Institute now 
situated at the college. The other members of the com- 
mittee are: Dr. O. Charnock Bradley, Sir Merrik Burrell, 
Mr. H. E. Dale, Sir Walter Fletcher, Mr. J. R. Jackson, Sir 
E. Cooper Perry, Major-General H. T. Sawyer, and Lieut.- 
Colonel Sir Archibald Weigall. The secretary of this com- 
mittee is Mr. V. E. Wilkins of the Ministry of Agriculture 
and Fisheries. 


Letters, Notes, and. Ansivers. 


All communications in regard to editorial business should he 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mepicat Journat 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REMRINTS of their articles published in the 
Britisn Mepicat JourNaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Bririsa Mevicat Journat are MUSEUM 9861, 9862, 9863, 
and S64 (internal exchange. four lines). 

The TELEGRAPHIC ADDRESSES are: 

of the Britisi Mepvicat Journat, Aitiology Westcent, 
ondon, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Jrish Office of the British Medical Associ 
is 16, South Frederick Street, Dublin (telegrams : Racin 
Dublin; telephone: 62550 Dublin), and of the Scottish Office’ 
7, Drumsheugh Gardens, Edinburgh (telegrams: Associate. 
Edinburgh; telephone 24361 Edinburgh). 4 


QUERIES AND ANSWERS. 


MEDICAL TREATMENT IN CHINA. 

Dr. J. Jones (Bromley, Kent) writes in answer to Fleet Surgeon 
Home’s inquiry in the British Medical Journal of August 4th 
(p. 228): Though I have been a medical missionary in China from 
1905 to 1927 (excluding furlonghs), and have served in four of 
China’s provinces, I cannot recall any Chinese telling me of the 
system of retaining fees for patients, which are discontinued 
during periods of ill-health. either has my wife, who has lived 
in China longer than I, heard of that practice. 


Dr. MarGaret E. MCNEILL writes from Belfast: I can speak only 
for Manchuria, where I have been a medical missionary for 
twenty-seven and a half years. I agree with the Chinese 
informants that it is not true that patients pay retrining fees 
to their doctors, which are discontinued during iilness. Chinese 
**doctors’’ often guarantee *“‘cures”’ and extract money. from 

atientsin advance. ‘The ‘‘cures’’ are not always satisfactory, 
cannot speak with authority for other parts of China, but do 
not think it likely that there is much truth in the oft-repeated 
story. 
MATERNITY WorkK IN Russta. 

Dr. F. EnGr (Birmingham) asks how he may obtain copy or 
translation of the rules for maternity cases in Russia. He 
particularly desires information about any ante-natal work. 


INCOME Tax. 
Wife's Medical Earnings. 

“S. PD. T.”’ is married and resides with her husband. Since 
November, 1926, she has had a plate up at their residence, 
** but so far there has been no financial returu from patients.” 
What should be deducted in her husband’s return of their total 
joint income in respect of expenses ? 

*,* Apparently there has been no net cash income yet, but 
presumably fees are or will be due for professional services, so 
that on the basis of ‘‘ bookiugs’’—appreopriate toa new practice— 
there would be no real ** loss.””, What expenses can be deducted 
in arriving at the book profit, or the loss if there should be one, 
must depend so much on the precise facts that guidance is 
difficult. A clergyman is considered to be entitled to one-eighth 
of the general cost of rent, etc., for the use of his study for his 
clerical oftice, and perhaps some fraction between that and the 
one-half commonly applied to provincial practitioners might be 
reasonable. 

Tax Payable after Retirement. 

“BE. E. M.”’ contemplates retiring from the Colonial Service and 
inquires what tax will be payable by him on £900 pension plus 
£1,100 interest. 

*.* The culculation is as follows: 

Deduct: Earned income allowance... .. ... £159 


Persouai allowance (married) ... £225 
Children (3)... on £160 


of which £225 chargeable at 2/-, tax, we 
and the balance, £1,240 chargeabie at4/- ... ~~ whan oe 


LETTERS, NOTES, ETC. 


SUNSPOTS AND SUDDEN DraTH. 

SomE months ago (April 16th, 1927, p. 750) we mentioned the hypo 
thesis submitted to the Académie de Médecine by Dr. M. Faure, 
associating the appearance of the occurrence Of acute crises in 
various chronic illnesses with the passage of spots over the solar 
meridian. Dr. Faure, whose address is: La Malou, Hérault, 
France, now invites any interested to communicate directly with 
him, with a view to the collection of clinical evidence. He 
undertakes also to notify in advance the transit of these sunspots, 


St. THomas’s DrrecTory. 
A NEW edition has been prepared of the Alphabetical and Local List 
of Old Students of St. Thomas's Hospital. ‘he greater part of this 
’ directory is arranged in two sections, the first being an alpha- 
betical list of names and the second a local list. Old St. Thomas’s 
men will welcome this compilation, which is, we understand, 
largely due to the industry of Mr. Robert Hopkins, 


BARLEY For INFANTs. 

MeEssrs. KEEN, ROBINSON AND Co., LTp., of Norwich, have revised 
the infant feeding directions and recipes ou the container of 
their patent barley for infants and for making barley water and 
puddings, bringing up to date the feeding recipes and simplifying 
the process of preparing feeds. 


THE REPORT OF THE COMMITTEE ON VACCINATION. 
Correction. 

Wr have been asked to correct two errors which appeared in 
the summary of the above report published in the Journal of 
August llth. On page 267, Jine 21 from foot of the first column, 
** majority ’’ should be ‘* minority ’’; on page 268, line 10 from top 
of the first column, ‘‘revaccinations”’ should be ‘‘ vaccinations.’ 


VACANCIES. 

NortiFicatTrons of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, will 
be found at pages 35, 37, 40, 41, and 42 of our advertisement 
columns, and advertisements as to partnerships, assistantships, 
and locumtenencies at pages 38 and 39. Q 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 108, 
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A Paper 


THE DIAGNOSIS OF URETERIC 
CALCULI.’ 
ANDREW FULLERTON, C.B., C.M.G., M.D., F.R.C.S.L, 


Professor of Surgery, Queen’s University, Belfast ; Surgeon, 
Royal Victoria Hospital, Belfast. 


Ixy opening this discussion I shall limit myself to an account 
of my own personal experience, confident that omissions 
in the presentation of the subject will be dealt with by 
others. 

Composition or Ureterte 

T have made a rough analysis of 35 ureteric calculi 
passed by patients or removed by operation. In no fewer 
than 29 of these—that is, in 80 per cent.—the main con- 
stituent was calcium oxalate. In 5 cases phosphates pre- 
dominated, and in one case only was there a preponderance 
of uric acid. If this experience is corroborated by others, 
the accounts given in the textbooks, which emphasize uric 
acid or urates as the chief constituent of renal and ureteric 
calculi, require modification. 


CHaRacTeR AND Errxcts. 

Ureteric caleuli vary, of course, in size, shape, and colour. 
A very common type is small in size, irregular in shape 
and outline, with sharp edges, greyish or brown in colour, 
and often crystalline in appearance. The sharp, almost 
knife-like, projections of these little caleuli lacerate the 
delicate mucous membrane of the ureter in their passage, 
aid the calculi are liable to be held up at the points 
where the ureter narrows or changes its direction. Hence 
they are frequently arrested at the outlet of the renal 
pelvis, at the vesical end of the ureter, and, much less 
frequently in my experience, at the brim of the pelvis. 
It takes very little trauma to draw blood from the mucous 
wembrane of the ureter. The passage of a smooth ureteric 
catheter, even with the greatest care, is liable to be followed 
by slight haemorrhage, and if the catheter is retained for 
any length of time the specimen obtained from the ureter 
may he deeply blood-stained. It is easy to account, there- 
fore, for two, at least, of the signs and symptoms of 
weteric calculus—namely, haemorrhage and pain. Haemor- 
thage is caused by laceration of the mucous membrane 
and pain by the irritation and consequent increased peri- 
stalsis of the ureter. Another cause of pain is the increased 
tension produced in the renal pelvis when the calculus 
causes a partial block of the ureter. A ureteric calculus 
rarely causes complete obstruction of the ureter. The 
wine tends to find its way past even a large calculus, 
and may actually groove or tunnel it. The absence of an 
eflux from the affected side does not necessarily mean a 
mechanical block; it may he due to a reflex anuria. I 
have only once seen a complete mechanical block, and this 
occurred in a patient who had suffered from a tuberculous 
kidney for many years. The lower end of the ureter on 
the affected side was occupied by a large phosphatic caleulus 
which had mushroomed into the bladder. 

There is another remarkable phenomenon produced by 
the presence of these irregular foreign bodies in the ureter, 
and that is reflex polyuria on the affected side. Twenty 
years ago, when the Association met in Sheffield, at a dis- 
fussion on the Indications for nephrotomy and nephrec- 
tomy” | brought forward the subject of unilateral diuresis, 
and gave several examples. Since then I have made some 
Iimdreds of observations, and the views then expressed 
as to the importance of this sign in diagnosis have been 
abundantly confirmed. Let me give a recent example. 

A gentleman, aged 45, about two months before examination, 
a gan to complain of attacks of pain in the left side, radiating 
Ownwards. The attacks were associated with vomiting and. 
on several occasions, with haematuria. When the urine was 


ee, however, on August 10th, 1927, it was found to be 
chemically and microscopically free from abnormal constituents 


Pitesict in opening a diseussion in the Section of Surgery of the 
anual Meeting of the British Medical Association, Cardiff, 1928. 


except for a number of calcium oxalaie crystals. On ureiecrie 
catheterization the flow on the affected side was found to te 
oy and copious, and the specimen had a specific gravity of 
1005. On the sound side the flow was very scanty and the specific 
gravity of the specimen was 1015. A radiogram showed a small 
shadow, possibly due to a calculus, in the position of ihe lower 
end of the left ureter. About eighteen days after cystoscopy he 
had a severe attack of pain, and three days later passed a small 
irregular calculus a little larger than a hemp seed. A week later 
cystoscopy was again carried out, and the specific gravity was 
now 1015 on both sides and the quantity of urine equal on the 
two sides. 

Note that in this case the urine at the time of examina- 
tion was perfectly normal, and the only unequivocal sign 
incriminating the kidney was a definite polyuria on the 
affected side, which passed off when the calculus was got 
rid of. . 

Another case, in which a more detailed examination 
of the urine was made, and which has already been pub- 
lished,' is the following. 

A man, aged 34, was seized ten days before examination with 
severe pain in the ‘left loin, radiating to the umbilicus. This 
passed off, to recur again in a very severe form several times. 
Cystoscopy was carried out shortly after one of these attacks, and 
catheters were passed into the ureters. The catheter on the left 
side encountered an obstruction a short distance up, which was 
negotiated with a little difficulty. The flow from this side was 
vigorous and free, while that from the right was sluggish andl 
scanty. The specimen obtained from the left side had a specilic 
gravity of 1010, contained 0.304 per cent. of chlorides and 0.48 per 
cent. of urea, and was much greater in quantity than tha: 
obtained from the right side. That from the right side had a 
specific gravity of 1030, contained 0.836 per cent. of chlorides and 
2.16 per cent. of urea, and was discharged in drops, depositing 
urates on cooling. A radiogram showed a small shadow about thie 
size of a pin’s head at the lower end of the left ureter. On the 
third day after cystoscopy a small ——— calculus was passed 
per urethram and all pain ceased. Four and a half days later hi. 
ureters were again catheterized with the following result. There 
was now no demonstrable difference in the rate of flow, and the 
specific gravity was 1015 on both sides. The specimen from the lett 
side showed 1.45 per cent. of chlorides and 0.84 per cent. of ures, 
while that from the right showed 1.40 per cent. of chlorides atl 
0.78 per cent. of urea. In other words, the specimens on (!\- 
two sides were almost identical. On both occasions there were 
a few red blood corpuscles in the specimen from the left sid, 
but there was no pus in either specimen. ' 

in these cases: of unilateral diuresis the jets on the 
affected side follow one another in more rapid succession 
than on the opposite side, and the quantity in each ject 
is larger in amount. There may also be some irregularity 
in the rhythm on the affected side. The specific gravity 
is estimated by glass beads, and the quantity necessary 
is about 4 to 5 c.cm. Smaller quantities will suffice, but 
are more troublesome to work with. 

For the purposes of this discussion I have looked up the 
notes of 50 undoubted cases of ureteric calculus occurring 
in my own practice. All except two of these were proved 
or presumed to be in the lower ureter, and all truc renal 
calculi were excluded. In 20 of these the investigation 
just mentioned was carried out, and in no fewer thaw 
14, or 70 per cent., an easily demonstrable diuresis, with 
diminished specific gravity of the specimen, was prescut 
én the affected side. In 3 cases no difference could be 
detected between the two sides, and in 3 anuria, probably 
reflex in character, was present. In one of the latter 
cases, on a second examination, though the calculus was 
still present, an abundant flow of dilute urine was obtained 
from the affected side. The calculus was subsequently 
removed by operation. When a calculus has been present 
for some time in a ureter hydronephrosis may result, aud 
it is desirable to know if the dilute urine which is secreted 
by a hydronephrotic kidney differs in any way from that 
due to diuresis. My colleague Dr. Mayrs, who has heen 
associated with me in this work, will deal with this point, 
and will give the results of his examination of the urine 
in a number of cases. 

While much has been written on calculous anuria very 
little has been said on the occurrence of unilateral diuresis 
from whatever cause produced. The explanation ci both 
phenomena is afforded by a study of the nerve supply 
to the kidney and its influence on the blood flow. Through 
the splanchnic nerves the kidney receives vese-constrictor 
and yaso-dilator fibres. The stimulus of a calculus may 
cause vaso-constriction and reduction or cessation of the 
secretion of urine on that side, due to diminished blood 
flow through the glomeruli. On the other hand, it may 
cause vaso-dilatation, increased blood flow, and diuresis. 
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The latter is the more common occurrence. Cushny, in 
his work on The Secretion of Urine, discusses ‘ pressure 
diuresis’? seen in animals where one ureter is slightly 
obstructed, and states that it is almost certainly due to 
reflex vaso-dilatation. He suggests that a slight stimulus 
arouses a dilator effect, while a stronger one, such as the 
pain of a calculus, sets the more powerful constrictor in 
action, and thus leads to anuria. My observations go to 
show, however, that even with severe pain renal or ureteric 
calculus is much more commonly associated with. diuresis 
than with anuria. 


Signs anp SymMproms or Ureteric 
Pain, 

The chief symptom of a calculus in the ureter is pain, 
and it may be the only symptom present. Papin and 
Ambard? give some interesting facts bearing on renal 
pain to which a short reference may be made. The 
kidney receives its chief nerve supply from the splanchnic 
nerves through the renal plexus, and a_ branch from 
the first lumbar ganglion. The nerves to the kidney 
are, with few exceptions, non-medullated, while those 


_ Fic. 1.—Ureteric calculus occupying a frequent position—that 
is, opposite the ischial spine. 


distributed to the pelvis and ureter are for the most part 
medullated. The cells met with in the ganglia of the renal 
plexus are of the sympathetic type. It appears probable 
that renal pain issues from the sympathetic, the cells of 
which oppose an obstacle to impressions only overcome when 
these are of a violent nature. It is probable that painful 
sensations in the sympathetic system are really only per- 
ceived on quitting that system and gaining, by way of 
the rami communicantes, the posterior roots of the cord 
and through them the cerebro-spinal centres. Hence it is 
that pain is often reflected along the course of nerves 
connected with the corresponding rami communicantes. 
Compared with the kidney, the pelvis and ureters are 
highly sensitive. Distension of the pelvis is very definitely 
painful. If more than 3 to 7 c.cm. of fluid are injected 
into a renal pelvis, pain resembling renal colic is, as a rule, 
proyoked, and may at once be relieved by drawing off the 
fluid injected. The pain commences, as a rule, in the 
costo-lumbar region, or in the subcostal region in the 
anterior axillary line. Tender points can be demonstrated 
by touch in the costo-lumbar, subcostal, para-umbilical, and 
iliac regions. These areas are those to which pain is 
referred by the cerebro-spinal nerves from impressions 


-received by the sympathetic. Pain may be referred along 


the course of the nerves of the lumbar plexus towards the 
thigh, the testicle or labia majora, or to the renal region 
of the opposite side. Zones of cutaneous hyperaesthesia 
may be demonstrated by stroking, pricking, or pinching 
the skin. The tenth, eleventh, and twelfth dorsal segments 


correspond in part to the kidney; the eleventh and twelfth 
dorsal and the first lumbar correspond to the pelvis and 
ureters, Certain reflex phenomena, such as nausea, 
vomiting, and pallor, with cold sweats, unassociated with 
disturbance of pulse or respiration, commonly accompany 
pain due to distension of the renal pelvis. Papin and 
Ambard are of opinion that renal pain is usually, as a 
matter of fact, ‘‘ pyelic,’ and that obstruction of the 
ureter declares itself by renal colic due to distension of the 
pelvis. It would seem reasonable to assume, however, that 
increased peristalsis of the ureter, the result of an irritant 
such as a calculus, is a factor in the production of the pain 
known as renal colic. 

The pain due to the passage or the arrest of a ureteric 
calculus cannot, I think, be distinguished from that due 
to a renal calculus lodged in the pelvis of the kidney. I have 
gone over the notes of my cases of ureteric calculus and 
compared them with those of known cases of renal calculus, 
and have come to the conclusion that the site and character 
of the pain may give no clue whiatever to the size or 
position of the calculus. It is further evident from these 
notes that a precisely similar calculus may give rise in one 


Fic. 2.—Ureteric catheter arrested by calculus 


patient to the merest discomfort, while in another the pain 
may be of the severest character, radiating to the utmost 
terminations of the peripheral nerves. Again, a calculus 
may remain in the ureter for weeks or months and only 
periodically give evidence of its presence. 

The pain in the cases that have come under my notice has 
varied very mach in position, character, and severity. In 
a few vague discomfort only was complained of, referred 
to the back, to the side, or to the iliac region. In others 
attacks of typical renal colic occurred, the pain commencing 
in the costo-vertebral angle and radiating downwards to 
the iliac region, the testis or vulva, the hip, the thigh, the 
rectum, the knee, or even to the foot. In some cases it 
was referred to the umbilicus or to the opposite side. In. 
other cases the pain commenced in the iliac region and 
radiated upwards to the back and downwards to the lower 
part of the body. In others again the pain was stationary 
in the back or side or in the iliac region. In a case of 
renal calculus, not included in this series, the patient, 4 
woman aged 30, yelled with pain in the knee. In another 
case of renal calculus the pain started in the region of the 
left kidney and radiated to the shoulder and the back of 
the head. In a certain proportion of cases a note was made 
of rigidity, or at least of increased tone of the abdominal 
muscles on the affected side, but the board-like rigidity of 
peritonitis was never present. Tenderness over the kidney 
and ureters was frequently found. The pain when severe 
was often accompanied by vomiting, palJor, and cold sweats. 
The pain may be of momentary duration or may last 
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for hours. It may begin gradually or suddenly and cease 
in the same way. It may occur in attacks with long or 
short intervals of complete freedom or it may be con- 
tinuous. It may come on in the middle of the night 
vhile the patient is in bed or it may occur while he is 
yalking about. In many cases it is aggravated by exercise. 
Hot fomentations frequently relieve it. Its character also 
yaries, being described as an ache, a sense of discomfort, 
a gnawing or burning sensation, a bursting feeling or a 
feeling of fullness, a stab, a tearing or cutting sensation, 
and so on. It is generally easily distinguishable from the 
more familiar pain of intestinal colic. 

I have been struck, in reading the notes, how often 
ain in the iliac fossa, either fixed or radiating, was con- 
plained of. Given a patient with a pain in the right 
iliac fossa, vomiting, and some tenderness and rigidity 
on that side, and it is easy to see how the case may be 


Vic. 3—Calculi in lower part of ureter and two in lower part 
cS hydronephrotic sac. Calculi are also present in the opposite 
idney. 


nistaken for one of appendicitis. The easy-going diagnosis 
chronic appendicitis is responsible for more errors than 
me cares to contemplate with equanimity. Frequently 
jatients state that they have been operated on for appen- 
dicitis without relief. Before a surgeon commits himself 
toa diagnosis of chronic appendicitis a complete chemical 
ud microscopical examination of the urine should be made. 
If still in doubt he may be saved from the chagrin of an 
wsuccessful operation by a cystoscopic examination and 
the discovery of significant changes at the ureteric orifice 
m the affected side, or a unilateral diuresis. Should an 
appendix at operation be found to be healthy, or at least 
lot sufficiently diseased to account for the patient’s sym- 
toms, the abdomen ought not to be closed without a 
(etailed examination, and in this the ureter should be 
included. The most frequent place in the lower ureter 
for a calculus to be arrested is at or near its entrance 
ito the bladder, and this portion can be explored in 
‘doubtful case by detaching the peritoneum from the 
lelvic wall so as to expose the ureter extraperitoneally. 
A catheter in the ureter from the bladder will much 
heilitate this exploration. If a calculus be found it can 
removed and an abortive operation averted. 


Frequency of Micturition. 

It is generally believed that when a ureteric calculus 
pproaches the bladder its arrival is heralded by frequency 
micturition and straining. This symptom, however, 
May be entirely absent. I removed a calculus about the 


size of a date stone from the lower end of the right 
ureter in a woman aged 21 who did not have any frequency 
of micturition; also a large calculus, 3 inches long and 
1 inch thick, from the vesical end of the left ureter in 
a boy aged 184 years who had no frequency and no dysuria. 
In another case, that of a male aged 43, the calculus was 
actually seen by cystoscope in the orifice of the left ureter, 
and yet there was no complaint. of frequency or dysuria. 
On the other hand, I have seen many cases of calculus 
lodged in the renal pelvis in which frequency of micturi- 
tion was present. All this tends to demonstrate how diffi- 
cult it is by symptoms alone to locate a urinary calculus. 


Rectal Tenesmus. 
One or two of my patients with a calculus arrested at 
the entrance of the ureter into the bladder have complained 
of rectal tenesmus. 


Inflammatory Signs. 

The presence of a calculus in the kidney or ureter is 
liable to give rise to inflammatory changes, and infection 
by micro-organisms, generally the Bagillas coli, is not 
infrequent. In addition to pyelitis, ureteritis and peri- 


Fic. 4.—Showing relation of phleboliths to bladder. The cysto- 
gram shows also a filling defect due to a tumour. 


ureteritis at the point of arrest, leading to much thicken- 
ing, may occur. These changes are frequently associated 
with a rise of temperature and an increase in the pulse 
rate. A leucocytosis may be revealed on blood examination, 
and pus and micro-organisms will be found in the urine. 


The Presence of Abnormal Constituents in the Urine 

Haematuria may be the first symptom of a renal or 
ureteric calculus, and in rare cases the only symptom. 
I have pointed out that a calculus may be lodged in the 
ureter and yet the urine may fail to show any microscopical 
or chemical abnormality. In a case of suspected ureteric 
calculus, however, it is very unlikely that this state of 
affairs will continue. Frequent examinations should be 
made, especially for blood, which may, perhaps, be detected 
only by the microscope. The specimen for this examination 
should be taken without any instrumentation. A catheter, 
no matter how carefully passed, may draw microscopical 
blood and obscure the diagnosis. The meatus in both sexes 
may be carefully cleansed and contamination avoided by 
measures that will readily suggest themselves. The presence 
of microscopical blood is of more importance in diagnosis 
than a few pus cells, having regard to the fact that the 
latter are so frequently found in the urethra. Pus and 
albumin in the urine are, of course, confirmatory tests, 
and should always be looked for. The presence of crystals 
of triple phosphate, calcium oxalate, or uric acid is so 
frequent as to be of only secondary value in diagnosis, 
unless in great abundance, 
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EXAMINATION OF THE PATIENT. 

The patient will be. examined for tenderness and swelling 
of the kidney, for tenderness along the course of the ureter, 
for tenderness of the testicle on the affected side without 
other obvious cause, often with a negative result; also for 
the areas of hyperaesthesia to which reference has already 
been made. Rigidity of the abdominal muscles is more 
suggestive of an intra-abdominal lesion, but, as stated 
above, it may be present with renal or ureteric calculus. 
Besides appendicitis, acute and chronic, many other intra- 
abdominal conditions may give rise to symptoms more or 
less resembling those of ureteric calculus. Such are chole- 
eystitis, gall-stones, gastric and duodenal ulcer, intestinal 
obstruction, colitis, tuberculosis and other infections of 
the abdominal lymphatic glands, and affections of the ovary 
and tubes. The surgeon’s examination will include, there- 
fore, a wide survey of the abdominal organs. Other 
affections of the kidney itself may give rise to symptoms 
indistinguishable from those of renal or ureteric calculus. 
Hydronephrosis, for instance, may give rise to typical 
renal colic as severe as that caused by a caleulus. Renal 
colic may be préSertt also in tuberculous and other infections 
of the kidney, malignant growths, hydatid disease, haemat- 
uria with clots, etc., and is due to the passage of clots or 
portions of growth or cysts down the ureter. In fact, any 
lesion that narrows or obstructs the ureter in any part 
of its course may give the symptoms of stone in the ureter, 
and these can be eliminated for the most part by cystoscopy, 
ureteric catheterization, ureterography, and pyelography. 

A rectal or vaginal examination is a most important 
part of the examination of a suspected case of ureteric 
calculus. The stone can frequently be felt in the lower end 
ot the ureter through the rectal or vaginal wall, or the 
ureter may be felt greatly thickened, as was found in 
the following cases. In a male, aged 22, with symptoms 
ot renal calculus with vesical irritability I was able to 
teel through the rectal wall what I took to be a thickening 
of the lower end of the right ureter. The swelling was 
about the size of an almond. Y rays showed a well-defined 
ovoid shadow in this position. Operation disclosed a seg- 
ment of ureter about three times the normal size, with 
thick walls, enclosing a calculus about the size of a melon 
seed. In a girl, aged 21, with pain in the right iliac 
Tossa radiating to the back and without vesical symptoms, 
the lower end of the right ureter could be felt greatly 
thickened per vaginam. At operation, the ureter just 
proximal to the bladder was found thickened to about the 
size of a plum stone, and a calculus about che size of a date 
stone was liberated from its interior. A thickened ureter, 
therefore, as felt per vaginam or per rectum, may be an 
important sign of an impacted ureteric calculus. ~ 


V-ray EXAMINATION. 

Examination by « rays is one of the most valuable means 
of diagnosis at our disposal, but many are the pitfalls. 
A discussion of this subject alone would occupy all the 
time at my disposal. ; 

The shadow of a calculus varies according to its atomic 
Weight and its density. Those composed of calcium oxalate 
sive the deepest shadows; phosphatic stones come next, 
while uric acid caleuli may give no shadow whatever 
(Heyerdahl). Of the various opaque bodies likely to be 
mistaken for calculi in the urinary tract the most impor- 
tant from their position, size, and shape are the phleboliths 
the frequency of which has only been demonstrated since the 
use of c rays for diagnosis has become general (see Fig. 4). 
Phieboliths are round or oval in shape, small and uniform 
in size, often bilateral, and situated, as a rule, below the 
great sciatic notch and lateral to the line of the ureter 
(Culligan). If multiple, they are usually disposed in a 
linear fashion rather than in groups. The shadow of a 
phiebolith resembles closely that of a ureteric calculus 
but the latter is more apt to be irregular in shape and 
cutline, A very common situation for the shadow of a 
ureteric calculus is opposite to the ischial spine (see Fig. 1.) 

Caleified glands, following on tuberculous infection. are 
very common. The shadows given by these are content 
larger, more itregular in shape, and less dense than those 
ot phleboliths. Some of the shadows may show areas of 
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greater. density at the periphery ‘in the form of rings of 
crescents. Calcified glands are collected into groups rather 
than rows, but isolated ones occur and may be diffien} 
to distinguish from ureteric calculi. Calcification of the 
pelvic ligaments and muscles, faecal excretions or foreign 
bodies in #éhe intestine and in the appendix, and retained 
foreign bodies, such as the missiles of war, have all beey 
mistaken for urinary calculi. 

To establish a diagnosis an ordinary radiogram is fir¢ 
taken, and if suspicious shadows appear the exact relation. 
ship to the kidney, ureter, and bladder is defined by a 
opaque catheter (see Fig. 2), or by a ureterogram, a pyelo 
gram, or a cystogram. The value of this examination js 


greatly enhanced by stereoscopic radiography. It is obvious 


that the opaque catheter, for instance, may pass across the 
shadow of a body which is in front of or behind it. The 
exact relationship may be determined by knowing the shift 
of the z-ray tube and its distance from the plate in taking 
stereoscopic radiograms. Accurate calculation can then be 
made of how far a body giving a shadow is removed from 
the ureter or kidney. During the war this method proved 
invaluable, and surprisingly accurate localization of foreign 
bodies relative to the kidney and ureter was obtained iy 
many cases. The value of a ureterogram or pyclogran 
when a shadow does not coincide exactly with the line of 
the opaque catheter is obvious. For instance, a ureter may 
ba dilated and the shadow, though not touching that of 
the opaque catheter, may be seen to be covered by the 
shadow of the dilated ureter. Very striking results are 
sometimes seen by pyelography, as, for instance, in one of 
my cases’in which, in addition to three shadows in the line 
of the lower ureter, two small oval shadows were seen far 
removed from the line of the upper ureter. Their signif- 
cance was shown by pyelography, which demonstrated a 
huge hydronephrosis with two shadows at its lower limit. 
The diagnosis was obviously a couple of calculi which had 
gravitated to the bottom of a hydronephrotic sac (see 
Fig. 3). 

I have laid some stress on the possibility of mistaking 
a case of ureteric calculus for one of appendicitis, but | 
have a specimen which shows how a diseased appendix 
may be mistaken for a ureteric calculus. In this case the 
z-ray report strongly suggested calculi in.the ureter, and 
to make the diagnosis more difficult there was a. slight 
difference in the urine from the two sides, that on the right 
having a specific gravity of 1015 as compared with 1020 
on the left. In addition, the ureteric catheter encountered 
some opposition a few inches up on the right side. The 
urine on the affected side, however, did not contain pus, 
which would almost certainly have been the case if calculi 
of the size suggested by the shadows seen in the radiogram 
had been present in the ureter. The appendix was there- 
fore explored, and found to contain one large and one 
small concretion of the correct size and shape. The 
proximity of the appendix to the ureter in this case may 
have caused some obstruction to the passage of the catheter, 
hence the difficulty in diagnosis. 

It is not uncommon to find calcified glands in_ the 
neighbourhood: of the kidney or ureter, but it is not 
generally known, | think, that calcified areas may be 
present in the perirenal or peri-ureteric fat. [have 
several specimens in which this condition was found, and 
will mention one example in which the g-ray report stated 
that there were four shadows in the renal region—one 
circular and three irregular shape—probably calculi. 
When the kidney was explored 1 could only find one round 
shaped caleulus in the pelvis. After searching in vain for 
the other three | found in the perirenal fat three irregular 


calcified masses corresponding in size and shape to the x-ray 
shadows. Here an opaque ureteric catheter and steres- 
scopic radiograms would have been of great assistance. 

In passing the ureteric catheter it may be felt to hitch 
against what appears to be an obstruction in the ureter. 
With a little manipulation it may or may not be made 
to pass on. This difficulty in passing the catheter is %9 
frequently found in cases with no abnormality whatever 
in the ureter that it cannot be considered of any diagnosti¢ 
importance. The tip of the catheter may catch, for 
instance, in a fold of the mucous membrane or be arrested 
by spasm. A ureteric calculus, even one of considerable 


AU! 


— 


size, 
passay 
an ob: 


Loo 
to th 
rhyth 
and t 
of ce 
side 
is ba 
depai 
and 
there 
of w 


urete 


wall. 

were 
So1 

whicl 


. shape 


norm 
creas 


in 


redn 
of tl 


| 
| 
| percl 
oede} 
~ by p 
sign 
| ED 
| I 
4 
T un 
the 
is n 
is 
a caus 
Is 
lymy 
tion 
infe 
infe 
| vacc 
to t 
: or t 
infe 
i In 
met! 
tolo; 
Tl 
hav: 
Been 
Pau 
- the 
of chat 
| 
‘(192 
| and 
poir 
| core 
| segl 
4 by 
the 
q our 
and 
act 
Card 


AUG. 25, 1928] 
size, May, on the other hand, offer no obstacle to the 
passage of the catheter, and it may not even be felt as 


an obstruction, 


Cysroscopic APPEARANCES. 

Looking over my case sheets I find that, in addition 
to the alterations in the rate of secretion and in the 
rhythm of the jets to which I have already referred, 
and the presence of blood or pus in the efflux, 1 have notes 
of certain changes at the ureteric orifice on the affected 
side as seen by the cystoscope; the following description 
is based on these notes. There may be no apparent 
departure from the normal, the orifice remaining slit-like 
and free from surrounding vascularity or oedema. Thus 
there were no obvious changes in three cases, in each 
of which a calculus was subsequently removed from the 
_ureter, just proximal to its entrance into the bladder 
wall. In 20 out of the 50 cases, however, definite changes 
were specially Cescribed. These consisted of the following : 

Some departure trom the slit-like shape of the orifice, 
whick had kecome sinuous, oval, circular, or irregular in 
. shape. In some cases the orifice was more patulous than 
normal. In a few, the only noticeable change was in- 
creased vascularity, without swelling, round the orifice. 
_ In the large majority, however, there was a good deal of 
redness and cedema at and around the orifice. The opening 
of the ureter in some cases was completely obscured and 
_ perched on the top of a little mound or hillock of 
oedematous mucous membrane, and was only discovered 
- by probing about with the tip of the catheter. The chief 
sign was, therefore, alteration of the shape of the orifice, 
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associated with oedema at the spot and for some distance 
around. The orifice, if not obscured, often appeared 
like a dimple in the centre of a raised area of mucous 
membrane. In a few cases oedematous tags resembling 
minute papillomata were seen surrounding the opening. 
Occasionally flecks of, lymph were seen on the lips or 
shreds of purulent material projecting from the orifice. 

A very characteristic sign was the presence of small 
haemorrhagic points and splashes around the orifice, 
extending in some cases along the interureteric bar as well 
as laterally. In four cases the calculus was actually seen in 
the depths of the orifice or about to drop into the bladder. 
In five cases, examined after an attack of pain, the calculus 
was scen lying at the base ef the bladder. 

I have thus had the opportunity of observing what 
may be termed the birth of the calculus. The ureteric 
orifice has more than a fancied resemblance to the vulva, 
and it is fascinating to watch the calculus, like a foetal 
head, advancing and receding as in the act of parturition. 
Like my friends the obstetricians I have ‘‘ put on forceps ”’ 
to assist nature, and in a few cases I have even performed 
a miniature cephalotripsy. When the dystocia has been 
insurmountable I have, like them, resorted to a form of 
Caesarean section: and finally, again like them, I have 
been amply rewarded for my trouble by the effusive thanks 
accorded to me when I have presented to the author of 
its being the fruit of his loins. 

ROFERENCES, 
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ENCEPHALO-MYELITIS IN VIRUS DISEASES 
AND EXANTHEMATA.* 
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Director of the Bernhard Baron Institute of Pathology, the 
London Hospital. 


Tae HistoroGy or Post-vacctnaL ENCEPHALITIS. 
T unperstanp that the primary subject of the discussion is 
the nature of encephalo-myelitis following vaccination. It 
is no longer necessary to argue that an encephalo-myelitis 
is sometimes a complication of vaccination. The exact 
cause of the encephalo-myelitis need alone be discussed. 

Is the encephalitis caused by the virus of vaccination 
lymph, or by some other infection introduced at vaccina- 
tion, or does the vaccinal virus excite some latent 
infection? If the encephalo-myelitis is the result of an 
infection introduced at vaccination or excited by the 

- vaccination, are the resulting histological changes due 
to the action of the introduced or excited infection alone 
or to the combined action or the interaction of such an 
infective agent and the vaccinal virus? : 

In finding an answer to these questions a great many 
methods are of service; one of these is comparative his- 
tology. To that method my remarks will be confined. 

The histological changes in post-vaccinal encephalitis 
have been remarkably uniform in all cases which I have 
seen or of which I have read a description. The case of 
Paul (1928) may be an exception; I have not had access to 
the description of this actual case, but only to that of the 
example of severe poliomyelitis in which, he says, the 
changes were astonishingly similar. The description of 
seven brains and cords given by Turnbull and McIntosh 
(1926) amplified that of two brains by Bastiaanse (1925), 
and has in turn been confirmed, amplified, and in one 
point corrected by the descriptions of three brains and 
cords by Perdrau (1928), of one brain and cord and one 
segment of brain by Schiirmann (1928), and of three brains 
by Lucksch (1927) in his later paper. I have subjected 
the formaldehyde-paraffin material from the first four of 
our seven cases to other stains, particularly Victoria blue 
and Mallory’s phosphotungstic haematoxylin; with the 


*Read in opening a discussion in the Section of Pathology and 
Vacterioloev of the Annual Meeting of the British Medical Association, 
Cardiff, 1928. 


latter not only can the fibroglia and myelin be stained, but 
the bodies of the proliferated glial cells are sharply defined. 
A further case was obtained by Dr. Woods during my 
holiday in September, 1927: a male of three months, who 
became ill on the tenth day after vaccination and died on 
the twenty-fifth day. In this example, which for con- 
venience may be referred to as our Case viii, the condition 
was subacute as in our Case iv. 

To the naked eye congestion and oedema are visible in 
most examples; haemorrhage into the leptomeninges and 
subdural space of the brain, one or two punctiform haemor- 
rhages into the spinal cord, and blurring of the demarca- 
tion between the grey matter and white matter of the 
cord have been observed in some examples (Turnbull and 
McIntosh). 

Microscopically focal histological changes extend from 
the cortex of the brain to the lumbo-sacral cord. The 
incidence was maximal in the lumbo-sacral cord and the 
pons, and was least in the upper cervical cord of our first 
seven cases. Case viii differs in that the affection of the 
spinal cord is greatest in thoracic segments; there it is of 
great severity. Perdrau found the most severe lesions in 
the pons and upper medulla, ‘and the maximal lesions in 
the spinal cord in the lower thoracic segments and the 
lumbo-sacral enlargement. Schiirmann found the maximum 
in the pons and medulla. Lucksch (brain and brain-stem) 
in the pons and substantia nigra; we found the inflamma- 
tion in the mid-brain to be greatest in the substantia nigra. 
Schiirmann found a fairly severe affection of the optic tract 
and nerves. 

We found the white matter in the cerebrum to be more 
affected than the grey, but in the central nervous system, 
considered as a whole, we estimated that the grey matter 
was more affected than the white. Perdrau found the 
white to be most affected in the cerebrum and cerebellum, 
but the grey in the brain-stem and spinal cord. In the 
brain and brain-stem Bastiaanse considered the white 
matter to be most affected, Lucksch the grey and white 
to be about equally involved. 

The histological changes can be divided into acute and 
subacute types. The acute type is usually found in 
patients who die from fourteen to seventeen days after 
vaccination, and the subacute in those who survive longer. 

In the acute type there is a slight, intermittent infiltra- 
tion of the leptomeninges, chiefly about veins, with sma! 
and Jarge lymphocytes, plasmacytoid and true plasma cells, 
large mononuclear leucocytes, and endothelial cells. The 
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vessels are engorged, and frequently contain thrombi; 
occasionally there are haemorrhages. Within the centeal 
nervous system engorgement is again found; thrombi 
are occasionally met; haemorrhages are rare, and are 
small and perivascular. 
of perivascular and marginal 


The essential change consists | other beneath the pia in a cerebral sulcus. 


are very deeply stained; they then give a positive reaction 
for fibrin with Weigert-Gram. This thickening I believe 
to be due to a fibrinous imbibition, and not te prolifera. 
tion; | have seen the same change unaccompanied by an 
Usually the 
limiting membrane is up 
altered or rarefied. Further 


zones of demyelination, After 
describing these zones of de- 
myelination we unfortunately 
named them zones of ‘* soft- 
ening’? —a_ term = generally 
regarded as indicating com- 
plete colliquative necrosis in 
addition to rapid demyelina- 
tion. We also described the 
occurrence of areas of infil- 
tration without demyelina- 
tion in the grey maiter and 
very rarely in the white. 
| have stained my series 
again, and find, as Perdrau 
did, that there is some de- 
myelination in all the zones 
without exception; for in- 
stance, round the vessel in 
Fig. 2 of our paper. The 


from the vessel the fibrils 
form a wide-meshed net, and 
frequently appear to be 
diminished in number. The 
changes the marginal 
zones are similar, except that 
1 have not seen fibrinoid 
thickening of the limiting 
membrane. 

Perdrau has found an in 
cipient demyelination — free 
from glial cells round many 
vessels. But in. the 


spicuous perivascular — and 
marginal zones the wide 
meshed net of glial fibrils 


usually contains, in the acute 
cases, a great number of pro- 
liferated glial cells. A few 


only extra-adventitial infiltra- 
tion without demyelination is 
found in’ places such as the 
pons, where there is a diffuse 
proliferation of glial cells between’ numerous adjacent areas 
of demyelination. 

The perivascular zones of demyelination (Figs. 1 to 4) 
form wide sleeves which surround vessels, almost always 
veins, for long distances and extend along their branches. 
The marginal zones are found most frequently along the 
edges of the ventral fissure of the spinal cord, but also in 
the remainder of the periphery of the cord (Fig. 4). 
Schiirmann found them also beneath the pia of the brain, 


segment. Case iii of Turnbull 


Fic. 2.—Perivascular demyelination in white and adjacent gre 
matter. Lateral aspect of ventral horn with white matter of fourt 
Jumbar segment of spinal cord. Case iii, female, 22 years. 
Weigert’s iron-haematoxylin and van Gieson; 2/3 in. obj., o¢ 
Zeiss 4. (From the British Journal of Experimental Pathology.) 


the brain-stem, and the optic nerves and tracts. Further, 
he found a similar zone beneath the ependyma of the lateral 
ventricles. 

The zones of demyelination appear under low magnifica- 
tions sharply defined, especially the perivascular zones. 
Within them demyelination is usually complete, except at 
the margin. Only a fraction of the axis cylinders survive 
(Perdrau, Schiirmann). The glial fibrils immediately round 
the vessel—the vascular limiting membrane—are  some- 
times thickened, form an abnormally close. feltwork,. and 


Fic. 1.—Perivascular demyelination in spinal cord. Second thoracic 
and Mclntosh. 
Weigert’s iron-haematoxylin and van Gieson. 
Jourig? of Experimental Pathology.) 


fibrous astrocytes are present, 
Female, 22 vears. but not more than normally, 
(From the British " 

The bulk of the cells have 

a relatively abundant cyto 
plasm, and are polygonal; round, or oval. The suclei vary 
greatly in shape and depth of stain; various forms of 
degeneration to complete disappearance ave seen. The eyto- 
plasm is usually vacuolated, and may be foam-like. — By 
Hortega’s method Perdrau has found these cells to be 
microglia, and by Herxheimer’s method he proved the 
presence of fat within them. The cells contain myelin as 
well as fat. In addition to these glial cells there are 
neutrophil Ieucocytes where the inflammation is exception- 


> 


. Fig. 3.—Perivaseular demyelination in white matter. Posterior’ 
white column, thoracie cord. Case i, male, 15 vears. Weigert’s; 
iron-haematoxylin and van Gieson; 1/6 in. obj., oc Zeiss Ké. 
(From the British Journal of Experimental Pathology.) : 


ally intense; lymphocytes and plasmacytoid cells are rarely 
present. Proliferated glial cells extend to a variable dis- 
tance beyond the zones of demyelination and cause a diffuse 
infiltration in the most severely affected regions. j 

The adventitial sheaths of vessels occasionally contain 
coagulated albumin, even when there is no other change 
in the adventitia or surrounding tissue. Infiltration of 
the adventitia (Fig. 3) is an inconspicuous feature, and 1s 


- frequently absent from vessels surrounded by zones of 
The infiltrating cells are large and small 


demyelination. 
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Jymphocytes, plasmacytoid cells, plasma cells, large mono- 
guclear leucocytes, and cells with a fibrocytic type of 
nucleus. The number of plasma cells here and in the 
meninges is in some cases sparse. 

In addition to perivascular and marginal demyelination 
Perdrau in Marchi preparations found degeneration of 
jsolated fibres scaitered throughout the central nervous 
system, especially upon the ventral surface of the corpus 
callosum. He also found degeneration of isolated fibres in 
the- posterior roots. In our subacute Case viii there are 
conspicuous areas of demyelination in the anterior roots 
in the ninth thoracic segment. The root ganglia may be 
slightly infiltrated (Perdrau) or unaltered (Turnbull and 
Melntosh, Schiirmann). The bodies of the neurons are 
astonishingly well preserved (Fig. 2). There is often clump- 
ing of neuro-chromatin or tigrolysis, but loss of angularity 
and complete necrosis are very rare. Bastiaanse alone has 
described neuronophagia, in the locus niger. 

In the subacute type the changes have usually continued 
for a longer period, consequently the adventitial sheaths 
are distended with a mosaic of large fat-granule cells. In 
Case viii these cells have completely replaced the small 
round cells in almost all sheaths, and they extend into the 


Fic. 4.—Perivascular and marginal zones of demyelination; 
large area of confluent demyelination in left lateral column and 
rey matter. Ninth thoracic segment. Case viii (subacute), male, 
months. Weigert-Pal, 


leptomeninges, where they are very abundant opposite the 
most affected areas (Fig. 5). The perivascular zones of 
demyelination may be scanty and narrow, or.may coalesce 
to form large areas, as in Perdrau’s Case ii and our Case viii, 
in which there is almost complete demyelination of the 
lateral column and grey matter on the left side of thoracic 
segments (lig. 4). The changes in the glia, particularly 
the fibroglia, in this later stage are obviously important in 
estimating the relation of the condition to disseminated 
slerosis. regret that an investigation of the glial 
thanges in our Cases iv and viii is not yet (June) finished. 

According to these histological changes post-vaccinal 
encephalitis is, as we reported in 1924, clearly distinct 
from poliomyelitis and encephalitis lethargica, and belongs, 
4% Perdrau and Schiirmann emphasized, to the group of 
conditions which are characterized by demyelination: 


eértain examples of the disseminated myelitis of Westphal’ 


(1874), disseminated encephalo-myelitis of later writers, 
disseminated sclerosis, and encephalitis periaxialis diffusa of 
Schilder (1912). 

There can be no doubt that a condition resembling post- 
Yaccinal encephalitis has occurred independently ef recent 
Vaccination and observed exanthemata. Kiissner and 
Brosin (3886) described accurately identical changes in the 
ford of a man who had suffered. for a year from chronic 
fonorrhoea. ‘The changes described in the cord in the first 
tase of Francotte (1890) appear to be similar, whilst 
Krabbe (1913) described the changes in the brain. Very 


| 


similar but more chronic changes were described by Dresh- 
feid (1824). Wohlwill (1928) said that he had observed 
changes identical with those of post-vaccinal encephalitis 
in a patient who was not suffering from any known infee- 
tious disease. In the last two years in Germany a large 
number of cases have been observed, for instance by 
Redlich (1927), which resemble post-vaccinal encephalitis 
clinically. Similar cases have been observed in London by 
Hunter and Brain (1928). The histological changes found 
by Redlich in a patient who died after an illness of four 
and a half months appear to have resembled those of the 
acute form of disseminated sclerosis more closely than 
those of post-vaccinal encephalitis. I have commenced the 
examination of one of the London cases—a boy of 3 years 
who died after an illness of three days; I can only say 
that as yet (June) congestion, oedema, and a few small 
perivascular haemorrhages have alone:been found. 

Similar histological changes have been found in affections 
of the central nervous system complicating exanthemata. 
Wohlwill (1928) has described two cases complicating 
measles; the only difference from post-vaccinal encephalitis 
was the absence in the first case of adventitial and 
meningeal infiltrations. In other cases the encephalitis 
complicating measles appears to have differed in being 
essentially. haemorrhagic (Winnicott and Gibbs, 1926; 
Musser and Hauser, 1628). The changes in the case of 


Fic. 5.—Large fat-granule cells in pia and vascular sheaths; 
small fat-granule celis in pale perivascular and marginal zones 
of demyelination, and in large confluent area of demyelination in 
left lateral column, Sixth thoracic segment. Case viii (subacute), 
male, 3 months. Busch-Marchi. 


Barlow (1886, 1887) were of yet another kind, if -the 
description can be trusted. There can be little doubt that 
a similar encephalitis may complicate small-pox in view of 
the changes described in the cord by Westphal (1874) in 
two cases and by Eichorst (1913) in one. I have not found 
an adequate description of encephalo-myelitis in mumps and 
chicken-pox. 

Finally, in paralysis complicating antirabic treatment 
the conditions found by Fielder (1914-15), Jochmann 
(1913), and Babes and Mironesco (1908) appear to be 
those of posv-vaccinal encephalitis, although the descrip- 
tions lack precision. ; 

Changes resembling those of post-vaccinal encephalitis 
have, therefore, been found complicating measles as well 
as, perhaps, small-pox, have probably complicated Pasteur’s 
antirabic treatment, and have been found in cases in 
which there was no evidence of recent vaccination or of 
an exanthem. 

As regards the nomenclature of this group of cases, most 
of the earlier examples quoted were called acute dis- 
seminated myelitis, the cord alone having been examined. 
It would appear correct, therefore, to call the condition 
“ acute disseminated encephalo-myelitis.’? This term, how- 
ever, has been applied to cases which can be distinguished 
from the post-vaccinal group histologically (Wohlwill, 1928), 
and are regarded by many as the acute form of dis- 
seminated sclerosis (Anton and Wohlwill, 1912). To avoid 
confusion, therefore, it would be advisable to use the 
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term ‘‘ disseminated encephalo-myelitis of the post-vaccinal 
type.”’ The question of the relation 'between acute dis- 
seminated encephalo-myelitis of the post-vaccinal type, 
acute and chronic disseminated sclerosis, and encephalitis 
periaxialis diffusa is one which others here are more com- 
petent to discuss. In the above remarks IT have placed in 
one group the cases of post-vaccinal encephalitis with those 
which appear to have shown essentially the same histological 
picture, and have separated this group from acute dis- 
seminated sclerosis. Wohlwill (1928) has pointed out the 
cardinal point of differentiation: the whole length of a 
vessel is surrounded by demyelination in the former and 
only a segment in the latter. But the pathegenic pro- 
cesses are essentially similar; consequently the different 
pictures may simply represent modified reactions to a 
single agent, and the histological differentiation be arti- 
ficial. | find it impossible to consider acute and chronic 
disseminated sclerosis to be other than varieties of one 
condition ; transitions between the two and mixtures of the 
two have been the rule rather than the exception in my 
experience, 
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ENCEPHATLO-MYELITIS IN VIRUS INFECTIONS 
AND EXANTHEMATA. 


AN EXPERIMENTAL AND PATHOLOGICAL STUDY * 
BY 


JAMES McINTOSH, M.D. 


(From the Bland-Sutton Institute of Pathology, Middlesex Hospital, 
London, W.1.) 


Tuat an encephalitis or an encephalo-myelitis is at times 
liable to appear during certain acute infections has been 
known for some considerable time. Qur knowledge, how- 
ever, of the exact nature of this complication in some 
cases is very scanty. Encephalo-myelitis, whether primary 
or secondary, may be divided into two main groups— 
(a) purulent, and (b) non-purulent. The purulent form is 
the result of the localization of some pyogenic bacterium in 
the brain substance, while the non-purulent is usually the 
result of a virus infection, and it is this form which 
is under discussion to-day. Encephalo-myelitis is found 
in such virus infections as poliomyelitis, encephalitis 
lethargica, small-pox, vaccination, chicken-pox, measles, 
mumps, typhus, ete., and with these I propose to deal in 
the above order. 
PoOLIOMYELITIS. 

Symptoms suggestive of cerebral irritation are not un- 
commonly met with in cases of acute anterior-poliomyelitis, 
while in a few instances a definite encephalitis occurs, and 
to this form the name cerebral poliomyelitis has been 
applied. True cerebral poliomyelitis, however, is relatively 
rare, thus Wickmann, in the great Swedish epidemic of 


* Read in a discussion in the Section of Pathology and Bacteriology of 
the Annual Meeting of the British Medical Association, Cardiff, 1928, ~ 


= 
1905, did not see any definite cerebral cases, and none were 
recorded by Peabody, Draper, and Dochez in the onal 
New York epidemic of 1809. The first cases were described 
hy Strumpell in 1884, and to them he gave the name polig 
encephalitis, but in the light of our present knowledg 
it seems very probable that many of his twenty-four case 
Were not cases of true polio-encephalitis. It is certainly 
true that in the majority of the fatal cases of polip 
myelitis small focal areas of encephalitis can usually be 
demonstrated in the cortex to the brain, while in the 
experimental disease in monkeys, although the major lesion 
is always in the cord, focal areas of inflammation can be 
found im the brain. 

My own investigations have convinced me that a 
extensive cerebral involvement in acute anterior polio. 
mvelitis is unusual and, as a rule, the lesions in the brain 
are slight and mainly consist of a few scattered areas of 
perivascular cellular infiltration of vessel sheaths. 


Experimental Disease. 

An experimental infection can readily be produced ip 
monkeys by the inoculation of infective material from 
cases of poliomyelitis. The animal develops, after an in 
cubation period of about a week, a very definite flaccid 
paralysis, and histological lesions in the cord identical with 
those in human cases are found. The maximal lesion js 
always found in the cord, no matter how the infection 
is made, In most cases isolated lesions are also to bk 
found in the brain, and particularly in the grey matter 
at the base. Rabbits can also be infected, but with sone 
difficulty. 

ENcepHALitis LETHARGTCA. 

In encephalitis lethargica the main patholcgical lesion 
is an encephalitis of varying intensity, but, as a rak, 
most marked in the basal ganglia of the brain, while the 
cord is generally unaffected. The most characteristic histo 
logical lesion is a well-marked perivascular sheath infiltra 
tion, forming at times quite a distinct cuff round the 
vessel. The infiltration consists chiefly of lymphocytes with 
a number of plasma cells. Polynuchear leucocytes are com 
spicuously absent. In addition, there is a certain amount 
of infiltration of the perivascular parenchyma and _ ghal 
proliferation. The nerve cells are usually not affected. 


Experimental Disease. 

As is generally admitted, encephalitis lethargica appears 
to have been unknown till the outbreak recorded by von 
Economo in 1916 in Vienna. I had the opportunity of 
examining some of the earliest cases which occurred in 
this country, and early came to the conclusion that we had 
to deal with an entirely new lesion and disease. In 
collaboration with Professor Turnbull, was successful 
in inoculating material from an acute outbreak into 
monkeys and rabbits, and reproducing symptoms and 
lesions which showed great similarity to the natural imfee 
tion in man. 

Some writers have copfirmed our findings while others 
have failed to do so, and base their arguments mainly on 
two grounds: (1) failure to produce any lesion at all, and 
(2) that lesions found in the experimental rabbit are due 
to the spontaneous encephalitis of rabbit, and not to the 
inoculum. But the great similarity of the lesion in maa 
to that of the experimental disease in rabbits may 
be seen in photomicrographs, while histologically the 
spontaneous encephalitis of rabbits is quite another type, 
and no one familiar with the two lesions could use the 
second argument. 

SMALL-POX. 

Clinical accounts of small-pox contain frequent refer 
ences to the appearance of symptoms which suggest involve 
ment of the nervous system. For instance, there may be 
convulsions and delirium during the first fever or during 
the eruptive stage, while later there may appear definite 
paretic manifestations. A full account of the literature 
dealing with nervous complications of variola has been 
given in an earlier paper by Professor Turnbull and myself, 
so it is unnecessary to give it in detail here. 

Fortunately, owing to the kindness of Dr. Garrow, 
medical officer for Chesterfield, I was able to examine th® 
brain of a child who developed cerebral symptoms 4 
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The histological lesion consists of a perivascular, small- 
celled infiltration, characterized by a slight infiltration of 
the vessel sheath, and a more diffuse wide infiltration of 
the surrounding parenchyma, which often shows well-marked 
demyelination of the nerve fibres. The cellular infiltration 
js composed mainly of large cells with oval clear nuclei, 
together with a number of lymphocytes. Polynuclears are 
ucommon, as also are plasma cells. The meninges are 
only slightly involved. 

The general appearance of this inflammatory lesion is 
very striking, and the sharply demarcated vessel, with the 
surrounding cellular infiltration arranged in an irradiating 
manner, is strongly suggestive of a tissue culture. 

In this case the encephalitis was apparently diffuse in 
the upper brain, but gradually lessened as one passed 
down, till in the medulla there was no sign of it, Un- 
fortunately the cord was not obtained for examination. 
The striking similarity of the lession to that of post- 
yaccinal encephalitis will be referred to again. 


Post-vaccINaL ENCEPHALITIS. 

In recent years a new type of encephalitis has been 
observed in relation to vaccination, the main clinical and 
pathological features of which Professor Turnbull has just 
given vou. The occurrence of this particular type of case 
was noted by him as long ago as 1912, when we were 
investigating an epidemic of poliomyelitis. In 1926, 
Professor Turnbull and I published a paper recording our 
investigations on six cases of this particular post-vaccinal 
encephalitis. Altogether now some hundreds of similar 
cases have been published in Europe by Bastiaanse, 
lacksch, and others. 

As the condition has been fully described by Professor 
Turnbull I shall content myself with indicating the 
features which | think have an essential bearing on the 
etiology of the condition. It is now generally admitted 
that post-vaccinal encephalitis bears a very constant rela- 
tion to vaccination, both as regards time and place. The 
condition manifests itself on the average 10 to 14 days 
after vaccination as headache, delirium, paresis, and, 
ultimately, coma and death in the fatal cases. 

There has been considerable division of opinion as 
regards the true nature of this encephalitis; among these 
opinions two are worthy of mention: 

1. That the disease is vaccinal in origin. 

2. That the condition is due to the presence of a 
dormant virus stimulated into activity by the vaccination. 

It has been suggested -that the dormant virus might 
be poliomyelitis, encephalitis lethargica, herpes febrilis, or 
sme unknown virus. Neither time nor space allows of a 
emplete analysis of the ‘ous views, so 1 propose to give 
mly those data which I t ve a direct bearing on the 
problem. 


Histological Data. 

An examination of the lesions of the central nervous 
system shows that they present a very constant and 
tharacteristic histological picture, the main features of 
hich might be summarized much as follows : 

1. Wide distribution of lesions in grey and white matter 
of the brain and cord. 

2. Perivascular nature of the lesion. 

3. Slight vessel sheath infiltration, with considerable 
extra-vascular parenchymatous infiltration. 

4. Infiltration composed mainly of large endothelial type 
cells and glial cells. 

5. Perivascular areas of softening or demyelination. Here, 
% in post-variolar encephalitis, the general apearance of 
the perivascular cellular infiltration is suggestive of a tissue 
culture growth. - 

_ 6. Occasional presence of small focal lesions in the 
wternal organs. 


The above lesions, I think, are sufficient io show that 


we have a new pathological entity, in that the lesions 
are distinct from those met with in the known virus 
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an attack of mild small-pox. Histologically, a very | infections of the central nervous system—poliomyelitis and 
definite type of encephalitis was found. encephalitis lethargica. But in order completely to in- 


criminate the virus of vaccinia it is essential that lesions 
of a closely similar nature can be produced by animal 
inoculation. 


Experimental Data. 

Material from the central: nervous. system of these cases 
of post-vaccinal encephalitis was inoculated (qa) intra- 
cerebrally and (b) intracutaneously into rabbits and 
monkeys. The intracerebral inoculations only produced 
a slight rise of temperature and some transient paresis; 
but by special intradermic inoculations into rabbits it was 
possible to recover vaccinal virus on several occasions. 
The negative nature of the intracerebral inoculations, to 
my mind, clearly demonstrates that neither the virus of 
evcephalitis lethargica nor that of poliomyelitis is present, 
and | think that that of herpes febrilis might be included 
also, as it has a distinctive lesion and so readily affects 
rabbits. 

The actual presence of the vaccinia virus is not absolute 
proof, however, that the condition is solely due to the 
vaccinia virus, as under normal conditions vaccinia virus 
can be demonstrated in the blood for some days after the 
vaccination has reached its height. The real proof would 
be the production of a similar lesion by the inoculation of 
vaccinia virus, thus conforming to the so-called postulates 
of Koch. 

What, then, is the effect of intracerebral and intra- 
venous inoculations of vaccinia? It has been known for 
some years that intracerebral inoculations of vaccinia virus 
into rabbits produces a fatal encephalitis of varying 
severity, and that there is considerable difficulty in 
carrying on the inoculations in series (Marie). Levaditi, 
however, a few years ago, succeeded in raising the virulence 
of a strain of vaccinia to such a degree that it could be 
successfully carried on from one animal to another. To 
this strain he gave the name of neuro-vaccine. The 
lesions produced in the brain are more meningeal than 
encephalitic, and frequently show large areas of necrosis 
in addition. 

My own experiments confirmed the above, in that at first 
I found it easy to produce an encephalitis with ordinary 
strains of vaccine lymph, but quite impossible to make 
passages in series. After many attempts, however, 
1 succeeded in raising the virulence for rabbits of a 
freshly isolated various strain of vaccine lymph by rapid 
passage on the skin of the rabbit. This vaccine lymph was 
of such a virulence that frequently a general eruption, with 
internal focal lesions, followed in the rabbit after simple 
cutaneous inoculation. 

With the same virus | made a series ef intracerebral 
inoculations, and then found that by this procedure I had 
got a very highly neurotropic strain for the rabbit. Intra- 
cerebral inoculations regularly produced a fatal issue in 
four to five days, and on examination of the brain very 
characteristic histological changes were observed. In 
contrast to what I found before, there were very definite 
areas of encephalitis in the brain, extensive meningeal 
lesions, and, at times, definite indications of perivascular 
softening. In addition, the cytology of these lesions was 
of the type characteristic of post-vaccinal infiltrations. 

These results at once invalidate Levaditi’s failure to 
produce comparable lesions in rabbit’s brains with his 
neuro-vaceine, a negative result which he used as an argu- 
ment against the variolar nature of the post-vaccinal 
encephalitis. 

Further, I found that intravenous inoculations of 
Levaditi’s neuro-vaccine and of my own high virulent 
vaccine lymph produced focal lesions in the internal organs 
of the rabbits. The lesions are, to my mind, absolutely 
typical of the lesions I found in the organs of cases of 
post-vaccinal encephalitis, and, to judge from the written 
descriptions, are similar to the focal lesion that oceurs in 
true small-pox. 

The focal lesions were described many years ago as 
occurring in the imternal organs of fatal cases of small- 
pox, but the histological descriptions are poor and somewhat 
difficult to visualize. So far as can be gathered there is 
no modern histological investigation recorded. For some 
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materia! from fatal cascs of small-pox. The focal lesions 
in small-pox are described by Weigert, Chiari, Roger, and 
Weil; the focal areas can be seen with the naked eye as 
pale areas absut the size of a pea, non-purulent, with 
central necrosis. 

The focal areas observed in cases of post-vaccinal 
encephalitis are visible to the naked eye, whitish in colour, 
and somewhat larger than, or about the size of, miliary 
tubercles. Their general and_ histological appearance is 
at first sight suggestive of a tubercle. They differ in that 
they show more evidence of healing (fibrosis) than is 
usually found in tubercles; giant cells are prominent 
features, with a surrounding zone of fibrosis and lympho- 
cytes. The fact that no tubercle bacilli could be demon- 
strated in the lesions, and the evidence of healing, strongly 
support the view that they are not tubercles, but granulo- 
mata resulting from multiple foci of some virus. 

The following summary, based on the above experiments, 
suggests, 1 think, that vaccine virus is the causal agent. 
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1. Intracerebral inoculations of neurotropic strains of 
variolous lymph produce an encephalitis in rabbits, pre- 
{ senting the main ‘histological characters of post-vaccinal 

encephalitis. 
| 2. Intravenous injections of neurotropic strains of 
; vaccinia produce focal lesions in the internal organs similar 
to those found at times in cases of post-vaccinal encephalitis 
and in variola. 

5. The failure to produce any of the known virus infec- 
il tions of the central nervous system by animal inoculation 
— with the material from post-vaccinal encephalitis. 

: 4. The occurrence of a very similar cerebral lesion in a 
case of encephalitis following on small-pox. 


CHICKEN-pox, Mrastrs, Mumps, Typavs. 
Encephalitis, as I have previously pointed out, has been 
j recorded in cases of chicken-pox, measles, and mumps, but 
such a complication is rare. , 

In the case of chicken-pox (varicella), clinical records 
it show that symptoms suggestive of an involvement of the 
| central nervous system occur from time to time, and in 
the literature some dozen cases of encephalo-myelitis have 
been recorded. An excellent summary of these is given 
in a recent publication by Wilson and Ford, who record 
three cases which came under their own care. Recovery in 
most instances was complete in a few weeks’ time. Fatal 
cases of chicken-pox are rare, so that no histological details 
are available; so far, I have only had the opportunity of 
examining the organs from one case of small-pox and, 
unfortunately, in that case the brain was not available. 

Nervous involvement in measles and mumps is still more 
rare. Recently Wohlwill has recorded two cases of encephal- 
itis during measles, and the histological changes are 
believed to show considerable resemblance to those found 
in post-vaccinal encephalitis. But I must reserve my 
judgement until I have had a chance of examining his 
work in detail. 

Encephalitis in typhus fever is a constant feature, and 
may, therefore, be regarded as part of the actual disease 
process. Microscopical examination shows the constant 
it presence of lesions in the central nervous system and 
internal organs. In general, the encephalitic lesions show 
a great similarity to those of post-vaccinal and_post- 
variolar encephalitis. The pathological changes have been 
(4 described by Ceelen, Nicol, Spielmeyer, Walach, Todd, and 
Palfrey, and consist essentially of proliferations of large 
clear cells into the surrounding nerve tissue with infiltra- 
tion of inflammatory cells (plasma cells, lymphocytes, and 
a few polynuclear leucocytes). 

Four types of lesions are described, but the two most 
characteristic are the ‘‘ compact”? (tubercle-like) nodules 
of cells, and the ‘“‘ rosette’’ or diffuse perivascular out- 
growth. The proliferated cells are generally considered 
to be glial in origin, but Wolbach and his co-workers are 
of the opinion that they are mesoblastic and derived mainly 
from the blood vessels. 

As a rule, gross lesions are not visible to the eye, and the 
meninges show only a slight inflammatory infiltration. 


Eeperimental Disease. 

Typhus has been experimentally transmitted to monk 
(cercopithecus) by intraperitoneal injections of blood f 
cascs of the disease, and to guinea-pigs by injection 
pathological tissue and lice from human cases. The vi 
can be carried on from guinea-pig to guinea-pig indefinite| 
by injection. Lesions are found in the central nervoy 
system of these animals identical with those found in m 


SumMMary. 

A non-suppurative encephalo-myelitis can occur in 
number of virus infections—in particular, poliomyelitis 
encephalitis lethargica, small-pox, vaccinia, chicken-po 
measles, mumps, and typhus fever. 

In the case of poliomyelitis, localized areas of encephaliti 
are not infrequently found in fatal cases and, histologically 
the lesions are typical of that known to eccur in poli 
myelitis. 

In encephalitis lethargica the encephalitis is constant an 
a normal feature of the infection, with characteristic his 
logical lesions. 

The encephalitic complication is exceedingly rare i 
chicken-pox, measles, and mumps, and we know very [itt 
about the lesions produced. 

In vaccinia and small-pox a very characteristic and diff 
encephalo-myelitis is found. Histological and experimen 
research have shown that the lesions in the two conditio 
are identical, characteristic, and definitely distinct f 
those of poliomyelitis and encephalitis lethargica. 

The only virus that could be demonstrated in post-vaccinal 
encephalitis was vaccinia. Certain strains of vaccinia viru 
will produce in rabbits a vaccinal encephalitis showing 
same type of lesion. These facts lead strongly to the belie 
that the lesions of post-vaccinal encephalitis are chara 
teristic of the action of the virus of vaccinia on the cent 
nervous system. 

An encephalo-myelitis is apparently present in all cases 
of typhus fever, and here again the histological picture is 
distinctive, although there are resemblances to those 
with in post-vaccinal encephalitis. 


GENERAL Conciusions. 
We have seen, therefore, that encephalo-myelitis may 
occur during the course of several virus infections, either 
as part of the disease process or as a complication, and 
investigations of these conditions show that a histological 
picture of a certain type can be assigned to each. Doubt 
less further studies will bring forward additional new types 
as the differential features are better understood. This is 
well instanced in the case of encephalitis lethargica and 
post-vaccinal encephalitis, each of which have been ascribed 
by certain writers to causes other than its specific virus. 
The characteristic histological appearances of these com 
ditions, together with the fact that lesions comparable with 
those found in the natural disease can be reproduced exper 
mentally in animals by the inoculation of virus-containing 
material, is strong evidence that the encephalitis is actually 
produced by the infecting virus in each of the above 
mentioned diseases. 
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PREVENTION AND TREATMENT OF DIPHTHERIA. 


PREVENTION AND TREATMENT OF 
DIPHTHERIA." 


BY 


J. D. ROLLESTON, M.D-, M.R.C.P., 
Medical Superintendent, Western Fever Hospital, London. 
{ue unflagging interest taken in the subject of the pre- 
vention and treatment of diphtheria, which appeals alike 
to the general physician, pediatrician, hygienist, and 
bacteriologist, is shown by the fect that this is the fifth 
time within two and a ha’t years that I have been honoured 
with an invitation to open a discussion more or less directly 
connected with the subject. A certain amount of repetition 
of what I have said on previous occasions is therefore 
inevitable, but I have endeavoured to bring my remarks 
up to date. 

The question of prevention may be considered under two 
headings—namely, (1) general measures, including isolation, 
disinfection, and treatment of the carrier; and (2! specific 
jmmunization. 


GENERAL MEASURES. 

Although it is doubtful whether isolation of diphtheria 
patients in special hospitals has had much effect in reducing 
its incidence, there is general agreement among sanitary 
authorities that diphtheria is a disease which, more than 
any other of those admitted to fever hospitals, requires 
such treatment. Not only does the laryngeal type of the 
disease need close and skilful supervision, but the pre- 
vention, detection, and treatment of the various forms 
of post-diphtheritic paralysis are best carried out by a 
resident medical and nursing staff. 

As regards disinfection, there is a growing tendency, 
which is carried out in practice by several medical officers 
of health, superintendents of fever hospitals, and other 
sanitary authorities, to discredit the value of terminal 
disinfection after diphtheria, and to regard the living 
aarrier, whether actually suffering from diphtheria or not, 
as responsible for the spread of the disease. 

The period of isolation of a diphtheria patient should be 
determined by clinical considerations. In the absence of 
any discharges from the nose or ear, or acute inflammatory 
condition of the throat, a patient who has had a mild 
attack may be set at liberty at the end of a month. In 
cases of any degree of severity the period of detention 
should be prolonged to at least six weeks, most of which 
should be spent in bed, as during this time some form of 
paralysis is likely to develop. In the great .majority of 
cases the throat becomes free of diphtheria bacilli within 
afew days after the membrane has disappeared, and only 
asmall minority persist as carriers of virulent bacilli. , 

No uniformly successful method has been discovered for 
putting an end to the carrier state. Various lotions, 
gargles, and pastilles have been tried, with a varying 
degree of success, but the results are not convincing. The 
persistence of the carrier state is usually due to some local 
infection, such as chronically inflamed tonsils and adenoids 
or affection of the nasal sinuses. This is strikingly proved 
by the most efficacious if not the only remedy for the 
carrier state apart from the vis medicatrix naturae, being 
tonsillectomy and treatment of sinus infections. Tonsillec- 
tomy, however, and other surgical measures are not always 
practicable, nor, indeed, universally successful. In the 
absence of any morbid condition of the throat and nose 
the practice of insisting on one or two negative faucial 
and nasal cultures before discharging a patient is merely 
illusory, as owing to the frequent occurrence of inter- 
mittency in the carrier state a false sense of security 
nay be afforded by such cultures. In their recent investi- 
gation J. E. McCartney and W. Harvey did not consider 
‘carrier as free from bacilli until six consecutive examina- 
tions, spread over a period of six weeks, produced negative 
tesults. 

As it has been found that the return case rate in those 
hospitals which have abandoned the practice of swabbing 
patients before discharge is ne higher than in those in 
which it is still observed, since my appointment as medical 


*Read in opening a discussion in the Section of Medici } 
Annual Meeting ot the British Medical Association, Cardiff. 1928." _ 


superintendent two and a half years ago I have discon- 
tinued the practice at my own hospital without finding that 
this discontinuance was followed by an increase in the 
return case rate. 


Spectric IMMUNIZATION. 

No invariably effective method being available for putting 
an end to the carrier state the most reliable method of 
prophylaxis of diphtheria consists in specific immunization. 

Passive immunization by injection of antitoxin has never 
been used to a very large extent in this country compared 
with the Continent and the United States for protecting 
the other members of a family or community in which a 
case of diphtheria has occurred. The immunity which 
injection of antitoxin confers, though immediate, is only 
of short duration, being rarely longer than three or four 
weeks. The method also renders the patient hypersensitive 
—that is, liable to have an unusually severe reaction when 
a therapeutic dose is administered in the course of the next 
few years. It is further said to interfere with the sub- 
sequent process of active immunization, because the injected 
mixture has been rendered too much over-neutralized to 
ensure a response. The substitution of cattle serum for 
horse serum in prophylaxis, in order to avoid a tendency 
to anaphylaxis, has been carried out in the Argentine, but 
ia this country, so far as I know, cattle serum is not 
available. 

The prophylactic dose of diphtheria antitoxin is usually 
500 units, irrespective of age, and may be given sub- 
cutaneously or intramuscularly. 

The administration of antitoxin by the mouth, which is 
still sometimes practised both for prophylactic and thera- 
peutic purposes, is, as I pointed out over twenty-one years 
ago (1906), absolutely futile, and the attribution of any 
value to it is due to ignoring the fact that many persons 
exposed to infection may escape an attack of diphtheria, 


not only among the medical and nursing staffs of large fever 


hospitals, but also among the more susceptible population 
of younger persons. A convincing proof of the uselessness 
of this mode of administration of antitoxin has recently 
been furnished by the Schick test, a positive reaction being 
in no way affected after administration of antitoxin by the 
mouth, while it is immediately rendered negative by sub- 
cutaneous injection (Aviragnet, Lereboullet, and Marie; 
Lesné, Boutellier, and Longevin). The inefficacy of recta! 
injection of antitoxin has been proved in the same way 
(Raymond). 

It is generally agreed that prophylactic injection of 
antitoxin should be confined to children, and that adult< 
should not be so treated, on the grounds that the latter 
are less susceptible to diphtheria and are more likely to 
come under treatment early if they do contract the disease, 
whereas they are more prone to a severe attack of serum 
sickness. 

In hospitals and well-to-do families in private practice 
where the children can be kept under close observation after 
exposure to infection, passive immunization need not, in 
my opinion, be carried out, though I am well aware that it 
is the practice in some clinics to administer prophylactic 
injections on a large scale, with or without a preliminary 
Schick test, on the occurrence of a single case of diphtheria 
in a children’s ward. 


Active IMMUNIZATION, 

In contrast with the temporary protection afforded by 
passive immunization, a more durable and possibly per- 
manent immunity is conferred by active immunization. 
This method of protection against diphtheria was firs+ 
introduced in 1913 by von Behring, to whom we are also 
indebted for diphtheria antitoxin, but it was first used on 
a large scale by Park and Zingher in the United States, 
and subsequently on the continent of Europe, and last of 
all in this country, where its progress has been less rapid 
than elsewhere, but now appears to be steadily gaining 
ground. The substance used for injection at first consisted 
of a standardized mixture of toxin and antitoxin, three 
subcutaneous injections of which were given in doses of 
0.5 to 1 c.cm., with intervals of a week between each dose. 
The Schick test was then performed to determine whether 
immunity had been established or not. 
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PREVENTION AND TREATMENT OF DIPHTHERIA. 


if Tur Britism 


it has recently, however, become the practice to dispense 
with the preliminary Schick test, especially in public health 
work, in dealing with children under 6 years of age, owing 
to the great majority of them being susceptible to diph- 
theria, and an unnecessary prick is thus avoided. On the 
other hand, in the case of adults, who are more likely to 
react severely than children to the immunizing injections, 
a preliminary Schick test is indispensable. This particu- 
larly applies to the nursing staffs of fever hospitals, in a 
large proportion of which it is now the rule to carry out 
active immunization of the nurses when they join the staff. 

Since the introduction of active immunization of new- 

comers-—it was considered unnecessary to apply the method 
to the older nurses—the incidence of diphtheria among the 
nurses at my hospital, though it has never been very 
high. has shown a slight fall. It must be admitted, 
however, that attacks of diphtheria occasionally do occur 
in nurses whose Schick reactions were negative either 
spontaneously or as the result of active immunization. 
This occurrence is probably due to the fact that nurses in 
the course of their duties are exposed to massive doses of 
virulent infection which succeed in breaking down their 
natural or acquired immunity, whereas ether persons with 
negative Schick reactions, who are exposed to only slight 
and occasional infection, escape. 
. In some hospitals active immunization is made as com- 
pulsory as vaccination against small-pox, while in others 
it is optional. I have adopted a halfway plan of making 
all nurses who object to active immunization call at my 
office, and I have found that the disagreeable prospect of 
an interview with the medical superintendent usually acts 
as a deterrent to refusal. In addition to its use in pro- 
tecting nurses, active immunization is also indicated in 
schools, creches, orphanages, and other collections of 
children, 

Although no fatal accidents following active immuniza- 
tion have taken place in this country, the local reaction 
and constitutional disturbance are occasionally sufficiently 
severe to necessitate the nurse being taken off duty for 
one or two days. In these circumstances, therefore— 
uamely, occasional failure to protect and possibility of 
severe reactions—I have hesitated to make active im- 
munization against diphtheria compulsory like vaccination 
against smal!-pox, especially as in diphtheria antitoxin we 
nave an infallible remedy which will jugulate the disease 
if used within the first twenty-four hours; whereas in 
small-pox there is no treatment, however early it is applied, 
which will invariably modify its course. 

The fatal accidents to which I have alluded have been 
extraordinarily rare in comparison with the vast number 
of prophylactic injections given, but have of late acquired 
an undue prominence. With the exception of the disaster 
reported by Tsen, Dzen, and Chang, which occurred in 
China, where the deaths of 5 out of 81 persons injected 
appear to have been due to a streptococcal contamination 
of the toxin-antitoxin mixture, the fatalities were caused 
by diphtheritic intoxication, as at Dallas in Texas, at 
Baden near Vienna,? and at Moscow.* Death in such 
cases occurred within a few days from toxaemia, or two 
or three weeks later from characteristic diphtheritic 
paralysis, while cases which recovered had cutaneous 
necroses at the site of injection or extensive paralysis. 
In this country, however, as already stated, no fatalities 
following active immunization have occurred, or at all 
events have been reported, nor, indeed, is it likely that 
they will occur in the future, owing to the fact that the 
toxin in the immunizing mixture has been generally 
replaced by toxoid—that is, toxin treated with heat and 
formalin. 

Dr. W. H. Park, director of the Research Laboratories 
of the Department of. Health, New York City, has com- 
bined the test for determining immunity with pruphy- 
lactic injection as follows, thus doing away with the neces- 
sity for a preliminary Schick test: 1 c.cm. of toxin- 
antitoxin of the standard degree of incomplete neutrality 
is injected subcutaneously on the inner side of the arm 
just above the elbow. On the sixth or seventh day the 
arm. is inspected, and those in whom there is no reaction 

Join, Amer, Med. Assoc., 1919, Ixxiii, 1778. 


2 Kiin. Woch., 1925, iv, 1 
3 Bull. Inst. Pasteur, 1927, xxv, 312. 


are given no further injections. Those who show a slight 
reaction are given a second injection, and those who give 
a definite reaction are given two injections. Dr. R. A, 
O’Brien, whom I recently consulted about this method, 
kindly supplied me, about six months ago, with a prepara. 
tion named D.P.I.M. (diphtheria prophylactic immunizing 
mixture), in which the Schick test was combined with an 
immunizing mixture for intradermal use. Although satis. 
factory results have been obtained on guinea-pigs, our 


experience of the preparation has not been encouraging,” 


Not only were local reactions more severe, but a smaller 
number of nurses were immunized after the usual number 
of injections than when the ordinary immunizing prepara- 
tion was used. 

Some French clinicians, such as Lesné, Marquezy, 
Lemaire, and Monmignant, have recently adopted the 
nasal route in preterence to subcutaneous injection for 
active immunization, and found that it was possible to 
convert a positive into a negative Schick reaction by 
instilling into each nostril three or four drops of pure 
anatoxin (diphtheria toxin deprived of its toxic properties 
by the combined action of heat and formalin) for eight 
consecutive days, followed, after an interval of eight days, 
by another course of equal duration. Anatoxin, therefore, 
like adrenaline, can be absorbed into the system from the 
nostrils, and, if the value of this method is confirmed, 
intranasal instillation may prove more acceptable, especi- 
ally to those of a pusillanimous disposition, than subcu- 
taneous injections. The only drawback to the method, as 
C. Zoeller and G. Ramon have shown, is the impossibility 
of being certain how much anatoxin has been absorbed, 
for some may be expelled from the nostrils or pass down 


the oesophagus. More anatoxin, therefore, must be used, 
so that intranasal inoculation is not so economical as sub 


cutaneous injection, 


TREATMENT. 
The treatment of diphtheria may be considered, in order 
of importance, under the three headings of serum therapy, 
general measures, and local treatment. 


Serum Therapy. 

It is the custom in most of the Metropolitan Asylums 
Board Hospitals to employ comparatively large doses of 
antitoxin, 4,000 to 8,000 units being given for mild faucial 
or nasal cases, 12,000 to 16,000 units for moderate attacks, 
and 24,000 units, repeated if necessary, for severe cases. 
As regards the route for introduction of antitoxin, un- 
questionably the best, in my opinion, is the intramuscular, 
the injection being made on the outer side of the thigh 
into the body of the vastus externus. The thigh is to be 
preferred to the gluteal region, not only because there is 
less risk of injuring important vessels and nerves, but also 


because the femoral muscles are much more compact and_ 


exercise greater pressure on the injected fluid. Intra- 
muscular injection ensures a much more rapid absorption 
of antitoxin than the subcutaneous method, and is much 
safer and pleasanter for the patiént than intravenous 


injection, whjch, as even its most enthusiastic advocates’ 


admit, is followed in a large proportion of cases by rigors 
or shock. 

Abscesses at the site of injection, which if proper care 
be taken should be extremely rare, are less common, in my 
experience, than after subcutaneous injection, and usually 
heal up quite as quickly. ; 

It might seem hardly necessary to give utterance to 


the commonplace remark that we should be guided by the- 


clinical appearances and not by the bacteriological report 
in the treatment of a case of sore throat, but I still 
frequently see cases that have been treated at home for 
‘« septic tonsillitis ” owing to a single negative swab which 
has probably not been taken with sufficient care, and are 
sent to hospital only to die when the clinical evidence of 
diphtheria becomes too glatingly obvious. 

While fully convinced of the importance of the early 
administration of antitoxin--I have never seen a death 
from diphtheria or severe paralysis when antitoxin had 
been given on the first day of disease—I cannot too strongly 


denounce the doctrine which appears still to be widely. 


taught, especially by throat specialists, that antitoxin is 
of no value after the fifth day of disease. If this doctrine 


were | 
would 
In 
in che 
17.9 } 
the e 
whom 
antitc 
cent. 
and ¢ 
morta 
amon, 
low, 
that 1 
unde 
morta 
rose 1 
figure 
It 
ago ( 
and | 
given 
issue 
whicl 
to a 
We 
chrot 
theri 
or el. 
tion 
whicl 
that 
syphi 
some 
Th 
of d 
serul 
sequi 
of th 
freqt 
unde 
is ur 
lasts 
of t 
raw 
more 
injec 
form 
more 
the 
aden 
tons 
of * 
emp! 
the 
Th 
to tl 
unco 
cost. 
the 
more 
diph 


Ne 
enfo 
seve} 
for 


= 
il 
= 
| 
t 
if 
q | imp 
the 
4 by 


AUG. 25, 1928] 
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were consistently acted upon the mortality of diphtheria 
would be considerably higher than it is at present. 

In a series of 3,000 diphtherial patients of whom I was 
in charge throughout their illnesses no fewer than 539, or 
17.9 per cent., were admitted after the fifth day. With 
the exception of 12 very mild cases all the patients in 
whom membrane was present in the throat or nose received 
antitoxin. Of these 19 died—a mortality of only 5.5 per 
cent. As the great majority of these cases were in children, 
and every form of the disease was represented, the low 
mortality cannot be attributed to the patients being adults, 
among whom the death rate from diphtheria is usually 
low, nor to the mildness of the attack. In view of the fact 
that in the pre-antitoxin era, even when cases were brought 
under treatment at the very onset of the disease, the 
mortality was never less than 28.8 per cent., and often 
rose to 50 per cent. or higher, we can only ascribe the low 
figure of 5.5 per cent. to the use of antitoxin. 

It is important to realize, as 1 pointed out many years 
ago (1907), that the evolution of diphtheria may be rapid 
and malignant, so that even enormous doses of antitoxin 
given on the second day of disease may not avert a fatal 
issue; or comparatively slow and benign, so that the disease, 
which may have been in progress for a week, yields rapidly 
to a small dose of antitoxin without any sequels. 

We should, therefore, be guided by clinical rather than 
chronological considerations in our treatment of diph- 
theria—the presence of membrane in the throat, nose, 
or elsewhere, however late in the disease, being an indica- 
tion for serotherapy. I have seen so many late cases in 
which my original gloomy prognosis was happily falsified 
that I am inclined to say of diphtheria as Ricord did of 
syphilis: ‘‘ As regards recovery, everything is possible, 
sometimes even the impossible.’’ 

The chief advance in recent times in the treatment 
of diphtheria is, the use of a refined or concentrated 
serum whereby the incidence of rashes and other unpleasant 
sequels is reduced to a minimum. Since our employment 
of this serum at the Western Hospital in April, 1927, the 
frequency of serum sickness has fallen from about 60 to 
under 30 per cent. The only serum phenomenon now seen 
is urticaria, which is often limited to the site of injection, 
lasts only for a few hours, and is not accompanied by rise 
of temperature or constitutional disturbance. With the 
raw or unconcentrated serum not only was urticaria much 
more frequent, but in about 12 to 15 per cent. of the cases 
injected a secondary rash, at first amorphous or morbilli- 
form and later circinate, appeared, usually attended by a 
more or less considerable rise of temperature, pains in 
the joints or muscles, and a varying degree of cervical 
adenitis. In a small percentage of cases there was a 
return of the sore throat, manifested by patches on the 
tonsils, to which I gave the name many years ago (1906) 
of ** angina redux.’’ Since the refined serum has been 
employed L have not seen any of these manifestations of 
the secondary syndrome. 

The introduction of this refined serum is a great boon 
to the patient. Though somewhat more expensive than the 
unconcentrated antitoxin it is well worth the additional 
cost. In previous times it not infrequently happened that 
the patients, especially adults, suffered as much or even 
more from serum sickness than from an attack of 
diphtheria. 


General Treatment, 

Next te early administration of antitoxin the most 
important principle in the treatment of diphtheria is the 
enforcement of rest for a period proportionate to the 
severity of the initial angina. In mild cases rest in bed 
for the greater part of the time in the recumbent position 
‘should continue for three weeks, while in severe cases the 
period of recumbency should be extended to six weeks, or 
more if any paralysis is present. 

It is doubtful if any drug has the power to modify favour- 
ably the course of the disease, though L am_ inclined 
to think that adrenaline’ may be of value in forestalling 
or combating the suprarenal insufficiency which plays an 
important part in the syndrome known as cardiac paralysis. 

Alcohol was long regarded as an indispensable drug in 
the treatment of diphtheria, and as such was advocated 
by such well-known authorities as Jacobi of New York 


and Ker of Edinburgh, as well as by many lesser luminaries 
in the medical firmament. Even now it is still used on 
a large scale in the acute stage or in convalescence by some 
pyretologists, who harbour the delusion that alcohol is a 
cardiac stimulant or is otherwise indispensable. 

When 1 was appointed medical superintendent at the 
Western Hospital 1 found that the annual consumption of 
brandy in the previous year (1925) had been 2,589 oz., 
most of which had been employed in the treatment of 
diphtheria. I at once set to work to convince my 
colleagues that alcohol, so far from being of any value in 
the disease, was liable to increase the myocardial degenera- 
tion initiated by the diphtheritic poison. 

The result of my anti-alcoholic campaign was that the 
amount of brandy ordered on the diet sheets fell from an 
average of about 30 oz. daily to nil without any ill effects, 
the diphtheria mortality being lower in 1926 (4.53 per 
cent.) than in the previous year (8.54 per cent.), while in 
1927, when no alcohol at all was used in the treatment 
of the disease, the diphtheria mortality (3.01 per cent.) 
was lower than in any of the other Metropolitan Asylums 
Board hospitals, although the type of disease has remained 
the same during the last three years. 

Time does not permit me to deal with the relative 
merits of tracheotomy and intubation, or to discuss the 
management of diphtheritic paralysis, about which there 
is little new to be said. A few remarks, however, may be 
made, in conclusion, as regards the local treatment of 
diphtheria. Since the introduction of antitoxin local 
treatment in the form of syringing, spraying, or gargling 
has occupied a very secondary position in treatment. In 
my series of 3,000 cases I have employed local treatment in 
only 364 cases, or 12.13 per cent. Most of these patients 
were older children or adults, who welcome any form of 
local treatment, which young children as a rule resist. 

From comparative observations I have found that the 
average period for the throat to become clean after injec- 
tion of antitoxin is practically the same, whether local 
treatment is employed or not. 
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RARE COMPLICATIONS OF ACUTE 
APPENDICITIS.* 
BY 


R. KNIGHTLEY SMITH, M.R.C.S., L.R.C.P., 


HOUSE-SURGEON, KIDDERMINSTER AND DISTRICT GENER:L HOSPITAL. 


Tue following cases of appendicitis are of considerable 
interest and seem to deserve recording. They are note- 
worthy on account of their extreme rarity, and because 
they present many unusual features, which increased the 
difficulty of pre-operative diagnosis. 


Case 1.—Acute Appendicitis Accompanying a Perforated 
Duodenal Uleer. 

A man, aged 35, was admitted to hospital on August 21st, 1927, 
complaining of abdominal pain and vomiting. ~ 

History.—Nine hours before admission the patient was seized 
with sudden pain in the upper part of the abdomen. The pain 
started slightly to the right of the mid-line, and passed down the 
right side of the abdomen into the right iliac fossa. It was 
sufficiently severe to double him up, and its onset was accom- 
panied by vomiting. The patient had suffered off and on for 
eighteen years with pain in the apper abdomen, coming on two 
hours afier food and lasting for a variable period. The pain was 
relieved by taking food. e gave no history of vomiting, and 
had never been jaundiced; the bowels and micturition had always’ 
< From a paper read to the Kidderminster Medical Society, April 
20th, 1928. 
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Examination.—On admission the patient looked ill; the mucous 
membranes were slightly cyan , the tongue was dry an 
furred. ‘Temperature pulse 110, respirations 24. The 
pupils were semi-dilated, and reacted normally to light and accom- 
modation. Nothing abnormal was found in the examination of 
the chest. The abdomen did not move on respiration, and there 
appeared to be some fullness in the right iliac fossa. There was 
tenderness and rigidity all over the abdomen, which was most 
marked in the right iliac fossa. There was dullness in the flanks 
and in the right iliac fossa. Liver dullness was present. Rectal 
examination disclosed nothing abnormal. 

Operation.—An immediate exploratory laparotomy was_per- 
formed, a two-inch incision being made in the right iliac fossa. 
On opening the peritoneal cavity much turbid but odourless fluid 
exuded. The appendix was brought into the wound, and was 
found to be eaelien: the whole of the outer coat was markedly 
inflamed, and there were many recent adhesions around it. The 
appendix was removed in the usual manner. On further examina- 
tion it was discovered that the lumen was filled with a thick blood- 
stained fluid, which had a fetid odour. On washing away the 
fluid it was seen that the mucous membrane of the appendix was 
altered in its distal half, and that this region was studded with 
multiple large thrombi. No perforation was present. It was not 
thought that the condition of the appendix was sufficient to 
account for the large amount of free turbid fluid in the peritoneal 
cavity. A second right paramedian incision was made in the 
upper abdomen, when it was discovered that turbid fluid was 
oozing from a small punched-out perforation, one-eighth of an 
inch in diameter, situated on the superior surface of the duo- 
denum, just distal to the pylorus. An indurated area about one 
inch in diameter was yrionted. surrounding the perforation. The 
perforation was closed by a purse-string suture and then sewn 
over.’ The gall-bladder was found to contain a hard mass, but no 
operation on it was performed. The upper incision was partially 
closed with tubal drainage down to the region of the perforation. 
A drainage tube was passed through the incision in the right. iliac 
fossa down into the pelvis, and the rest of the wound was closed. 

The patient made an uninterrupted recovery and was discharged 
from hospital three weeks later with -his wounds healed; he was 
advised to return to hospital in one month for exploration of the 
ga!l-bladder 

He was readmitted one month later, and cholecystostomy was 
performed, when the gall-bladder was found to contain a mass 
of clay-like material; but there were no definitely formed stones. 
The cystic duct was full of the same material, which was evacu- 
ated with a gall-bladder spoon. A tube was inserted into the 
and secured with a purse-string suture. The gall- 

ladder. was then sewn to the posterior aspect of the anterior 
abdominal wall and the rest of the wound was closed. There was 
slight bile drainage for four weeks, after which the patient was 
discharged from hospital quite well, with his wound healed. 


Comment. 

The association between duodenal ulcer and chronic 

appendicitis has long. been well recognized, but perforation 
in the former and acute inflammation in the latter occur- 
ring at the same time is very unusual, although it is not 
infrequently found that some degree of peri-appendicitis 
accompanies a perforated ulcer. 
_ Where two conditions are present at the same time it 
is always wise to associate them rather than to make 
two separate diagnoses; nevertheless, in this case the 
possibility must be borne in mind that the duodenal ulcer 
had been present for a number of years, and had no 
intimate connexion with the acute inflammation in the 
appendix. On the other hand, it may well be that there 
had been chronic inflammation in the appendix, which 
had been superseded by acute inflammation, and that this 
had caused the onset of an acute process in the ulcer 
previously present, which had resulted in perforation, or 
that the acute process in the appendix was secondary to 
an acute process in the ulcer. 

In this case, although the symptoms pointed to its being 
one of duodenal perforation rather than acute appendicitis, 
the onset of pain being in the upper abdomen and there 
being a long history of indigestion, nevertheless, from the 
examination of the abdomen, some difficulty in pre-operative 
diagnosis was presented. The case was further complicated 
by the additional presence of gall-stone sand. 


Case 11.—An Acute Gangrenous Perforated Appendix i 
Sac of a Strangulated 

A man, aged 77, was admitted to hospital oa January 23rd, 1928 
complaining of abdominal pain and vomiting. : ; 

History.—The patient had had bilateral inguinal hernia for 
forty years. Both herniae had always been easily reducible, and 
had been partially controlled by a truss for many years. Two 
days before admission he was seized with sudden severe pain in 
the right ong the onset of the pain was accompanied by 
vomiting. The pain and vomiting had persisted, and the hernia 
on the right side had become tender and irreducible. The vomit 
had been dark brown in colour during the last twenty-four hours 
before admission. In the course of the previous two days his 
abdomen had gradually increased in size, and he had had 


diarrhoea. For the last twenty-four hours he had not passed 
any flatus. Micturition had always been normal. 

jramination.—On admission the patient looked ill. His tongue 
was dry, and covered with a dark brown fur. Temperature 
99.6° F., pulse 110, respirations 24. Nothing abnormal was dis. 
covered in the examination of the chest. The abdomen was 
markedly distended, but moved on respiration. There was tender. 
ness all over the abdomen, but no rigidity; the percussion note 
was resonant, and there was no dullness in the flanks. Bilatefal 
inguinal herniae were present, extending down into the scrotum, 
The skin over the right hernia was reddened in the region of the 
external abdominal ring. The hernia was very tender on palpa- 
tion, and the percussion note over it was resonant. No aitempt 
was made to reduce the hernia. By the rectum nothing abnormal 
was discovered. 

Operation.—An incision was made over the right hernia, the 
sac was defined, and the cord was separated. A small amount 
of green turbid fluid escaped on opening the sac, which was 
found to contain the caecum and omentum, The caecum was 
injected, and had recently formed flakes of lymph on its surfaze, 
The appendix was in the centre of the sac; the whole of its wall 
in its distal three-quarters was gangrenous, and there was a 
small perforation about one inch 
was constricted by the neck of the sac. The cavity was swabbed 
out and the appendix was removed. The caecum and omentum 
were returned into the peritoneal cavity. The sac was tied and 
excised, and the wound closed with drainage. 

Subsequent History.—The patient was treated with enemata and 
aperients. On January 24th he had a good result from a tur- 
pentine enema, passing much flatus and formed faeces. His 
abdomen was less distended and he had_ not, 
following day he had not passed flatus and the abdomen was 
more distended: he vomited green fluid several times during the 
day, and had clear results from enemata. On January 27th the 
abdomen was still more distended; he had not passed flatus, and 
had had clear resulis from enemata. He was vomiting dark 
brown fluid. The abdomen was not rigid. 

Second Operation.—Exploratory laparotomy was performed 
through an incision in the right iliae fossa, On opening the peri- 
toneal cavity it was found that the small intestine and caecum 
were markedly distended. There was no peritonitis. A band 
was felt constricting the large intestine just distal to the caecum, 
and the transverse colon and descending colon were collapsed, 
The constricting band was divided and caecostomy was per> 
formed. The wound was closed and the caecostomy was opened, 
when a slight amount of flatus escaped. : 

On January 28th the patient had frequent large openings of 
the bowels by the rectum. The caecostomy had not acted. Two 
days later he was much weaker. His bowels were well open both 
by the rectum and by the caecostomy. His, abdomen was less 
distended. He was incontinent of faeces. He died on February Ist, 

Comment. 

In this case the question arises whether the condition 
was primarily one of acute appendicitis or whether it was 
secondarily due to strangulation of the appendix. The 
fact that there were recently formed flakes of lymph in 
the region of the appendix, and that the organ was per- 
forated, suggests that the condition was primarily one of 
acute appendicitis rather than a strangulation of the 
appendix. 
tional ‘presence of a constricting band, which added con- 
siderably to the difficulties in pre-operative diagnosis, 


although, owing to the absence of signs of peritonitis, 


organic obstruction by a band had been suspected. 


Case Acute Gangrenous Perforated Appcudix in the Sae 


of a Post-operative Ventral Hernia, 

A man, aged 25, was admitted to hospital on February Ist, 
1928, complaining of abdominal pain. 

History.—Fourteen days before admission the patient had 
sudden severe pain in the right iliac fossa, accompanied by 
vomiting. The pain had persisted, although after the first few 
hours it had become much less severe, and was now merely & 
dull ache. He had had no further vomiting. He suffered from 
constipation. the bowels being opened with difficulty every two 
or three days. Micturition was normal. He had_been operated 
upon two years previously for appendix abscess. The abscess was 
drained, but the appendix was not removed; he was advised to 
return to hospital three months later for removal of the appendix, 
but he failed to do so. 

Eramination.—On admission the patient looked ill: his tongue 
was moist 2nd slightly furred. Temperature 98.4° F., pulse 82, 
respirations 20. Nothing abnormal! was discovered in the examina- 
tion of the chest. There was a ventral hernia about four inches 
in diameter in the region of the old appendix abscess scar; the 
skin over the hernia was normal. The abdomen moved well on 
respiration, and there was no distension, tenderness, or rigidity 
in any part. A hard mass 3 inches by 2 inches was felt m 
the centre of the ventral hernia; the mass was not tender, and 
there was no gurgling oa palpation. The percussion note over it 
was dull. Nothing abncrma! was discovered on rectal examination. 

Operation.—An incision was made over the ventral hernia, and 
the sac was defined: it was thin-walled and lobulated, and con- 
tained a mass of omentum, in the centre of which was @ 
gangrenous perforated appendix, surrounded by four ounces of 
pus. The appendix, surrounded by the omentum and pus, was 
wrapped in a gauze swab and removed. The scar tissue of the 


‘old wound was excised, and the fasciae and muscle were drawn 


rom the distal end. The gut 


vomited. The 


An unusual feature in this case was the addi- 
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together with mattress sutures, the wound being partially closed 
with tubal drainage. 
The patient made an uninterrupted recovery, and was dis- 
charged from hospital five weeks later, quite weil, and with his 
yound healed. 

Comment, 


This was an undoubted case of a recurrent attack of 
acute appendicitis, and merely gives additional evidence 
to prove the inadvisability of not operating on these cases. 

It is interesting to note that in this particular case 
the patient himself alone was to blame. 7 


SYNDACTYLISM IN FOUR GENERATIONS. 
BY 


DAVID PERKOFF, M.RC.S., L.R.C.P. 


Recentty I have treated the rare condition of syn- 
dactylism in three generations of one family, and a member 
of ‘the fourth generation, now deceased, was definitely 
known to have this deformity. These cases are submitted 
as an interesting problem on the subject of heredity. 

Syndactylism, as the name implies, is a condition in 
hich there are webbed fingers, with a more or less close 
wmion of contiguous digits. Three main varieties may be 
distinguished: (1) union by skin only; (2) union by skin 
and fibrous tissue; (3) a condition when the bones are more 
or less fused together.? 


Fic 1 


Photographs of the hands of the grandmother mentioned in the text. 


_Another variety, the ‘‘ lattice type,’’ exists in which the 


bases of the fingers are separated, but distally they are 
wited. Such cases afford a strong reason for assuming 
a mechanical origin. It is possible that the fingers have 
developed, and then later, for some reason, they have been 
wubjected to pressure and adhesion has taken place. This 
“sumption is strengthened when it is noticed that some- 
limes at the point of union the last phalanx of one finger 
werlies the other. It is usually the inner side of the 
hand which is affected, and the fusion of the thumb and 
index finger is a rarity. Messrs. Roucayrol and Klaussner 
have, however, reported cases of this rare type. 


CavsaTIoNn, 

The leading theories of causation, according to Roucayrol 
and other authorities, are: 

1. Lesions of the foetal nervous system (Guérin). 

2 External pressure and traumatism during pregnancy 
(Cruveilhier). 

3. Embryonic amniotic adhesion (Lommelongue). 

4. Amniotic loops or bridles, (Doreste). 

5. Reversion to early conditions (Darwin). 

6. Osler thinks it occurs more frequently in children of 
Hphilitic appearance. 
1. Edwards states that it is a stigma of degeneration occurring 
h persons of weakened intellect. 
8. Goldman asserts that syndactylism may be regarded as an 
arest of development, since during foetal life the fingers are 
bound together for a time by webs of varying extent, the 
thumb almost always remains free, and in most instances two 
hgers only, usually the third and fourth, are bound together. 


Like many foot and hand conditions, syndactyly is 
markedly hereditary.?_ Luaces* mentions syndactylic 
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An unusual feature was that the recurrent attack 
occurred inside the sac of a post-operative ventral hernia, 
and this complication helped to cause some difficulty in 
pre-operative diagnosis. 

The absence of tenderness over the hernial sac and of 
rise of temperature pointed to the condition being one of 
incarcerated hernia rather than to its being an acute 
gangrenous perforated appendix, with the presence of pus. 

I am indebted to Mr. Lionel Stretton for permission to publish 
these cases. 


family of thirty-nine members, fourteen of whom had the 
deformity. Sverdrup‘ describes it in six generations of a 
Norwegian family. Epstein reports it occurring in five 
generations, transmission occurring in male and female. 

A valuable monograph? by Messrs. Lewis and Embleton 
gives a very exhaustive investigation of the members of 
one family in which there is a record of forty-four members 
having deformities of the hand and foot. Douglas P. 
Murphy® has made a study of the deformity in five 
successive generations. 

In the Johns Hopkins Hospital Bulletin’ of 1827 a case 
was reported of combined acrocephaly and syndactyly 
occurring in mother and daughter. 
support the view expressed by Park and Powers that the 
combined malformations are evidences of germ-plasm defects 
rather than the results of externally operating causes. 


Fic. 3. 


Fic. 2. 
Fig. 1 shows the backs of the hands, and Figs. 2 and 3 the palms; the 


rudimentary separation of the thumb of the right hand is seen in Fig. 2. 


Cases Descriped. 

I have been able to obtain full details from the living 
members of this family which I am about to describe. 
Unfortunately [ have not been able to trace the great- 
grandmother, but she was definitely known to have 
deformed hands. 


The grandmother, aged 65, has syndactyly of bot! hands and 
has never undergone —- for the deformity. Frem the accom- 
panying photograph ( 
syndactyly of the left hand, with that rare oceurrence the fusion 
of the thumb and index finger. The dorsal surface of the hand is 
very misshapen on the ulnar side, with marked bosses over the 
interphalangeal joints. The nails are very large and there is a 
slight division in them, showing attempts at separate nail forma- 
tion. The right hand has complete syndactyly, but the thumb is 
separated in a rudimentary form (Fig. 2). There are less fingernails 
on the vight hand, and they are marked by grooves, showing 
aitempis at separation. In spite of these deformities she is 
quite dexterous, and can manage all simple household work. 

The mother, Mrs. X, aged 33, has syndaciyly of both hands. 
She came under the care of Mr. Openshaw at the London Hospital 
in 1897, when she was 3 years old, and was successfully operated 
upen. She has one sisier who is similarly affected, and three 
other sisters who are quite normal in this respect; there was also 
a stillborn brother who was said to have had the prevalent. defect. 
Originally in both hands the fingers were enclosed in a web of 
skin. 

Both Mrs. X and her sister had six sets of digital Lones on 
ihe right, but the mother and one of the other child’s sixth set 
were more complete than Mrs. X’s, whose sixth finger consisted 
of a small rudimentary process of the other side of the hand. 
The digital bones otherwise appeared quite complete, and _ the 
movement suggested that the muscles were normally attached. 
At the disial part of the web of skin was a ridge of nail-like 
substance representing the normal nails. The thumb was _par- 
tially separate on each hand. ; 

In a period of three years fifteen operations were performed, 
and as a result she now has five very useful and completely 
functioning digits on each hand. She is able to wear a wedding 


The two cases reported. 


ig. 1) it will be seen that there is complete ~ 
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ring, can do anything with the fingers, and is able to write well. 
She has a slight nasal deformity—a flattening of the terminal 
cartilage. Her mother has the same defect in a slight degree. 
The feet of both are quite normal. 

The child, ed 6, was treated at the London Hospital by 
Mr. Souttar when she was 15 months old. She had complete 
syndactyly of both hands. The s-ray report showed that the 
right hand had six metacarpal bones, and the left hand had five 
metacarpals. She exhibited polydactylism in both feet, and had 
a supernumerary digit on the tibial side of the big toe on each foot. 

Sie was operated on in 1922 and the hands were divided down 
the centre along an incomplete division which was_ present. 
There were three fingers on each side of the division.’ The com- 
pleted hand was of the ‘ lobster claw ”’ variety. 

In a further operation the supernumerary digits of the feet 
were removed. She has had no further operations, but her hands 
in their present form are quite useful. She exhibits the nasal 
deformity of the mother. 


It will be noticed in these interesting series that the 
stigma has continually appeared in females, although it is 
kuown that one stillborn male had the defect. 

REFERENCES. 
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Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


ANTISTREPTOCOCCAL SERUM FOR INSECT 
BITES. 
Tae British Isles are remarkably free from dangerous 
biting insects, but at this time of the year, as noted 
in the lay press, they take their small toll of life. The 
insignificant origin makes this all the more distressing. 
The course taken by these cases is that, immediately 
fellowing the bite, there is acute inflammation, due either 
to poison in the insect’s mouth cr to its excreta deposited 
there. This inflammation subsides, but after a day or 
two lymphangitis or erysipelas develops, and the patient 
dies of septicaemia. The two following cases are reported 
to show the remarkable effect of polyvalent antistrepto- 
coccal serum; [ have not heard previously of the use of 
this serum in such cases. : 

Case 1.—A woman, while gathering raspberries, was bitten by 
a grey fly. She saw me ten minutes later when the finger was 
twice its normal size, red, and pulsating violently. I advised 
a tight bandage for an hour, fomentations, and radiant heat. 
The following morning the finger seemed to be much better, but 
twelve hours later it became intensely painful, lymphangitis was 
present and rer mg on to the dorsum of the hand, and the 
patient felt ill, An injection of 25 c.cem. of polyvalent anti- 
streptococcal serum was given into the buttcck, with the result 
that in three hours’ time the lymphangitis had almost gone, and 
the pain was much less. The biie discharged for three days, 
after which the patient had no further trouble. 

Case 2.—A child, aged 5, with a similar history, was given 
5 c.cm, of serum; in one hour the lymphangitis, which had extended 
almost up to the elbow, was arrested, and it had disappeared 
on the following day. 

Being interested in infected insect bites as a cause of 
non-filarial elephantiasis, I made inquiries as to what 
insects found in this country were liable to cause infection. 
It appears that almost all the fatal bites are due to the 
stable-fly, Stumozys, the mandibles of which are heavily 
infected with bacteria, especially streptococci, from con- 
tact with manure and stable refuse. The house-fly is 
neither a blood-sucker nor a biter. Occasionally infection 
may follow mosquito stings, but it is rarely that any bite 
in this country causes death, except the Stomoxys. 

Harrow. A. P. Bertwistie, F.R.C.S."d. 


COMPLETE RUPTURE OF JEJUNUM WITHOUT 
EXTERNAL WOUND. 
Tue interesting case of complete transverse rupture of the 
jejunum without external wound reported by Dr. J. R 
Armstrong in the British Medical Journal ci June 23rd 
(p. 1064) recalls a very similar case which occurred in mv 
hospitai practice in Hankow, China, about four years ago 
and which was not recorded at the time. ™ 


A Chinese postman was carrying mail-bags on hoarse a launed 
when he fell between the launch and pontoon to which i: way 
moored, and his abdomen was nipped between the two. Ho wag 
brought straight) to hospital, and I saw him soon afterwards, 
There was no injury to the skin of the abdomen, but he con, 
plained of very severe pain im the epigastrium, and the abdominal 
wall was very rigid. These symptoins, together with the history, 
made me advise operation at once, and fcrtunately there was ng 
aslay o.er consulting relatives who might or might not consenj, 

Tho jejunum was found completely severed transversely in ong 
place, but no other viseus was injured; the peritoneum com 
tained some blood, but ne escaped bowel contenis. A littl 
trimming of the bruised ends was all that was needed before doing 
an end-to-end suture. a 

The operation gave speedy relief to his pain, there was Lit's 
or no vomiting, and convalescence was uneventful. ' 

This satisfactory result L attributed to the fact that ig 
was a young and healthy man, that there was jittie soiling 
of the peritoneum with bowel contents, and that operation 
was performed early, within less than three horrs of the 
accident. 

Glasgow. R. Aino, 


A CASE OF HERMAPHRODISM. 
Recorps of individuals of doubtful sex have been unearthed 
at Ur of the Chaldees, and men of old believed ‘n true 
hermaphrodism; but no case of the efficient formation 
and discharge of both sperm and ova by the same 
individual is known. In fact, only three cr four cases 
of undoubted ‘ true’? anatomical hermaphrodism are 


accepted, and in these both partners were not perfectly 


developed. True physiological hermaphrodism is probably 
impossibie. It is better, therefore, to use the word 
‘ hermaphrodite ’? as meaning simply an individual whose 
sex is doubtful. No legal definition of sex exists, and-it 
is often impossible to say to which sex an individyal of 
this kind should be assigned. 

Such extraordinary advances have been made already in 
the present century in our knowledge of the meaning of 
sex and its determination—and so many experiments are 
now being made in grafting and transplantation and endo- 
crine medication—that the subject is of greater interest 
than ever. So seldom, however, have auman abnorma's 
come to operation or to post-mortem examination that our 
knowledge is still very scanty and our textbooks imperfeet, 
and it seems desirable to report the following cas«. 

“XY,” aged 22, not a twin. Appearance is that of well 
developed female in all respeets, but has never mensiruated, 
although each month there is malaise and aching in head, back, 
groins, and breasts. Psychically, seems to be typically feminine, 
Is ‘‘courting.’”? Other members of the family are said +o 


abnormal. In the left groin is a reducible lump, and pressvre on 


this causes nausez and sometimes 

Operation for Hernia (November 7th, 1927).--The lump, when 
exposed, did not look like an ovary, but like a testis, with another 
solid body attached. Vaginal examination. was then made; _ the 
vagina was roomy, but no cervix, uterus, or ovary could be felt. 
Next, the abdomen was opened. No ovary, tube, or uterus could 
be seen, but just inside. the right internal abdominal ring there 
was 2 lump looking exactly like that exposed in the left inguinal 
canal, The abdomen was closed. The left ovi-testis (f) was 
removed. and,“ radical cure’”’ of hernia completed. Convalescencé 
was normal. 


Pathological Reports (Clinical Research Association). 

Section A is undoubtedly a testis and shows actual, though 
irregular, spermatogenesis. The cells of Leydig are also seen. 

Section 2B shows an interlaced fibrous tissue with irregular 
vessels. We cannot certainly identify the tissue of which it is 
the stroma. 

Section C: There is no recognizable ovarian tissue. and _ the 
organ, judging by its stroma, is more probably a testis. Rut no 
genital epithelium of either type is seen. 

The specimen was sent to the Royal College of Surgeons, and 
Sir Arthur Keith, with his usual enthusiasm and_ kindness, 
further sections examined without finding any definite ova of 
Graafian follicles, but ‘the areas of fibrous stroma seem to me 
to be comparable to ovarian tissue.” 


Human hermaphrodites, like ‘‘ XY,’’ are usually born 
singly and are, therefore, less analogous to the well-known 
‘‘ free-martin ’? than to sexually abnormal goats and pigs— 
whero an ovi-testis is not unusual and there is a strong 
hereditary element. The free-martin is externally female, 
but no sperms are formed by the testes, and it is always 
sterile and so there cannot be any heredity. _ Fusion of the 
chorions of the twin embryos allows mixing of the bloods, 
so that the testicular bormone from the male twin, being 
secreted earlier, reaches the female twin and transforms 1t8 
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ovaries into testes before the ovarian hormone has | Doubtless in future editions more space will be allotted 


developed. Fusion of chorions has never been found in 
the pig; sexually abnormal goats have been born singly, 
and certain boars continually sire sexually abnormal off- 
spring. 

Females possess male characters in a latent condition 
and transmit them to their descendants, and it is known— 
from ‘freaks of Nature”? and from experiments—that 
individuals of either sex can develop, under special con- 
ditions, into individuals of the opposite sex. For instance, 
the healthy ovary of a hen may become converted by disease 
into a functional testis, and the same individual, after 
acting as a mother, may become the father of offspring— 
a change of secondary sexual characters (comb, plumage, 
spurs) accompanying. 

Although the sex of the early embryo is determined by 
the sex chromosomes, the sex hormones—in mammals—very 
soon prevail and assume entire control. So that in the case 
of  XY,”’ whilst the organ removed is certainly a testis and 
is not proved to be an ovi-testis, it seems impossible to 
account for the very well-marked secondary female 
characters, unless at some period an ovarian hormone 
circulated. Was it not formerly an ovi-testis, even if it is 
not such now? If it is, this case is one of ‘‘ true” 
anatomical hermaphrodism (so-called) and to be added to 
the three or four which are all that the best authorities 
will accept. 

‘Another interesting problem for discussion would be 
the advice to be given as regards the bringing up of 
hermaphrodites. Most British authorities, following 
Lawson Tait, advise that they should be treated as males. 
But in such a case as that of ‘** XY,’’ and remembering that 
the habits, feelings, and desires depend chiefly on the sur- 
roundings of early life, it seems better to agree with Blair 
Bell and let the anatomy of the external genitals decide. 
Anyhow, ‘‘ XY ”’ has been left in ignorance of her most 
unhappy fate. 

Harotp Hartiry, M.D.Lond., F.R.C.S.Eng., 
Surgeon to the North Staffordshire Royal Infirmary. 


Rebietus. 


THE FILTERABLE VIRUSES. 

Tat book on the Filterable Viruses' which has recently 
appeared under the general editorship of Dr. T. M. Rivers 
of the Rockefeller Institute is an attempt to present in a 
systematic manner some of the chief problems encountered 
in this field of work. Each of the ten chapters of which 
the book is composed is written by a different author; the 
man selected being one who has given particular and 
practical attention to the subject on which he writes. The 
first chapter, by Dr. Rivers himself, is a review cf some 
general aspects of the filterable viruses. This is followed 
by chapters on filters and filtration by Stuart Mudd, on 
tissue cultures by Carrel, and on the intracellular pathology 
of virus diseases by Cowdry. Virus disease of man as 
exemplified by poliomyelitis is dealt with by Amoss, and 
of mammals as exemplified by foot-and-mouth disease and 
vesicular stomatitis by Olitsky. Virus disease of fowls 
as instanced by fowl-pox is in the hands of Geodpasture, 
and virus diseases of insects and of plants respectively are 
dealt with by Glaser and by Kunkel. Finally, the subject 
of virus diseases of bacteria in the sense of bacteriophagy 
is reviewed by Bronfenbrenner. A full list of references 
is attached to each article. 

So far as we are aware this is the first systematic 
treatise on the subject of the filterable viruses to appear in 
the English language in book form. For that reason, and 
also because of the high standard maintained throughout 
and of the wide perspective that it offers, this book is a 
timely and valuable contribution to progress. The general 
review by Dr. Rivers himself is particularly to be com- 
mended, not merely because of its careful and critical air, 
but also because of its philosophic and constructive outlook. 


1 ¥ilterable Viruses. Edited by Thomas M. Rivers. London: Bailliére, 
—— ae Cox. 1928. (Roy. Bvo, pp. ix + 428; 26 figures, 15 plates 
. net. 


to the serological side of these infections, which recent 
work in this country and elsewhere has brought into 
prominence. 


DISEASES OF THE ALIMENTARY TRACT. 
Tue publication of Dr. Maxtix Renrvss’s book, The 
Diagnosis and Treatment of Diseases of the Stomach,* 
marks an important event in the history of gastro- 
enterology. The last twenty years have witnessed the 
development of radiological and biechemical methods which 


have given much greater precision to the diagnosis of. 


stomach diseases. The pathology and treatment of gastric 
disorders have been placed upon a sounder basis because of 
the recorded experience of individual surgeons and physi- 
cians and the accurate statistics of hospitals. It is fortu- 
nate that a physician, who has himself made important 
contributions to this branch of medicine, should have 
found opportunity te become the historian and exponent 
of the science and practice of his own specialty. For this 
is what Dr. Rehfuss has achieved—a book which is both 
a history and an exposition. These two qualities are not 
apparent in the general arrangement of the work, but the 
reader becomes conscious of them in the detail of almost 
every chapter. Dr. Relifuss says that he wrote the book 
in the manner in which the subject appealed to him, and 


that he aimed at a practical volume devoted to the con- 


sideration of everyday problems in diseases of the stomach 
and digestive tract. The book is divided into three parts, 
but it not easy to find a title for each of these divisions 
which will cover their contents. The first might be 
described as an introduction to practical gastro-enterology, 
and includes chapters on anatomy, physiology, gastric 
analysis, radiology, and gastroscopy. The second section 
is a systematic survey of each variety of stomach disease 
The third section is devoted to a consideration of gastric 
symptoms caused by diseases of other organs of the body 
and to diet. The book contains 519 illustrations, many 
of them in colour. The author says in his introduction, 
‘‘my excuse for the volume is to put forth in book form 
my own conception of the subject, embodying all those 
important communications from the most diverse sources 
and by many authors which seemed essential to the 
subject.’’. He has achieved his object with unusual lucidity 
and distinction, and there is no need to speak of an 
excuse for such a notable service to medicine. 


Dr. Bassier’s textbook entitled Diseases of the Intes- 
tines,? and now in its third edition, comprises a survey 
of diseases of the liver, gall-bladder, pancreas, and lower 
alimentary tract. The first question that is likely to be 
asked about such a book is, What information does it 
contain which is not to be found in the larger textbooks 
of general medicine? The justification for a special book 
of this sort lies in the fact that more space can be given 
to diagnostic methods, particularly laboratory and a-ray 
examinations, and in the longer account of recent experi- 
mental work. We do not notice in Dr. Bassler’s volume 
much about pathology or treatment that is not adequately 
deseribed in the type of general textbook to which we 
have referred, but diagnostic methods are certainly con- 
sidered with much more detail than can be accorded else- 
where. It would have been of advantage to the reader if 
the author had more frequently given the result of his 
experience with some of these tests. The book: is generously 
illustrated, but some of the reproductions of sections and 
pictures of bacteria ave not of much value. For instance, 
the coloured plates representing the microscopic appear- 
ances of stained films in different types of intestinal in- 
toxication are likely to be misleading if taken too literally. 
The almost complete neglect of references is a grave defect 
in a large work which professes to offer more guidance than 
a student's textbook, and will frequently occasion dis- 
appointment when this volume is consulted. 
~ 2 Diagnosis and Treatment of Diseases of the Stomach. By Martin 


E. Rehfuss, M.D. Philadelphia and London: W. B. Saunders Company. 
1927. (6 x 93, pp. 1235; 519 illustrations 55s. net.) 

* Diseases of the Intestines, inetuding the Liver, Gall-bladder, 
Pancreas, and Lower Alimentary Tract. By Anthony Bassler, M.0., 
F.A.C.P. Third edition, revised and enlarged. Philadelphia: A. 
Davis Company. 1928. (Med. 8vo, pp. xx + 905; 199 figures, 78 plates. 


10 dollars net.) 
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REVIEWS. 
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THE CARDIAC MECHANISM. 


In a book on the mechanism of the heart and its anomalies* 
Dr. Géravuper of Paris describes the subject from a novel 
point of view, which he has already expressed in several 
publications. He is discontented with what he calls the 
** classic ’’ theory of the mechanism of the heart beat, the 
origin of the excitation wave in the sino-auricular node 
and its spread through the chambers of the heart in 
orderly sequence. He believes that the intimate correla- 
tion of auricle and ventricle is illusory; that in reality the 
sino-auricular and the auricular-ventricular nodes are 
entirely independent centres initiating their own rhythms; 
that in health these rhythms are in equilibrium, and this 
equilibrium masks their independence, which is revealed 
by disease. To the special centres he applies the term 
** cardio-necteurs ’’; the s-a node he calls the “ atrio- 
necteur,’’ and the a-v node and its prolongations the 
ventriculo-necteur.”? Each has its.own blood supply, 
and the normal working of the heart depends on the main- 
tenance of normal circulation through the cardio-necteurs. 
Disturbances of circulation in one or other, or both, of 
these territories produce abnormalities in the cardiac 
mechanism; ischaemia produces slowing, while hyperaemia 
increases activity. In accordance with this conception 
Dr. Géraudel applies a new terminology to the various 
disturbances met with clinically—for example, ‘ proio- 
systoles’’ for premature beats, and ** hypertachyrythmie 
auriculaire ”’ for auricular fibrillation. 

The first 130 odd pages are given to an account of 
the special anatomy and physiology of the heart; of the 
electro-cardiograph, its method of use, and the electro- 
cardiogram and its normal variations. The remaining 150 
pages contain descriptions of the anomalies of cardiac 
mechanism as recorded by the electro-cardiograph. To 


these descriptions the author adds the classic and then his 


personal explanation so that the reader may choose. The 
choice is not difficult, for, when the volume is examined 
for evidence in support of his conception little is found. 
Apparently almost the sole evidence is the finding of 
obstruction in the artery supplying the ‘ ventriculo- 
necteur’’ in three cases of heart-block, and of the artery 
supplying the *‘ atrio-necteur ’’ in a case of nodal rhythm. 

While it may be admitted, on the one hand, that 
anomalies of rhythm may be caused through circulatory dis- 
turbances, and, on the other, that the classic explanation 
of the anomalies is not always satisfactory, yet, until 
Dr. Géraudel produces for his views as substantial a body 
of evidence as there is for the classic theory, his work can 
hardly be regarded, in the words of the preface, as marking 
an epoch in the history of cardiology. 


LETHAL SOCIAL CUSTOMS. 

Tue disastrous hygienic consequences of certain social 
customs in India were brought into prominent notice by 
the controversy that followed the appearance of Miss 
Mayo’s book, Mother India.’ Most persons probably were 
less impressed by the inaccuracies that were charged 
against the author than by the number of her charges that 
were tacitly admitted by her adversaries. Those of our 
readers who followed this discussion may be glad to hear 
of a little volume, The Purdah System and its Effect on 
Motherhood,® Jately published by Dr. VavuGuan. 
The status of the two books mentioned is very different, 
for Mother India might be described as the impressions of 
a tourjst,.while Dr. Vaughan records certain salient facts 
observed during her work as superintendent of the Zenana 
at Srinagar, Kashmir. It is distressing to learn from this 
authoritative source that the evils of the purdah system 
were, if anything, understated by Miss Mayo. 

The valley of Kashmir has an altitude of 5,000 feet, and 
is on the same latitude as southern Spain. The winter is 


*he Méchanisme du Coeur et sex Anomalies. Par Emil i 
aquez. Paris: Masson et Cie. . (Sup. roy. 8vo, pp. vii : 
.5 Mother India. By Katherine Mayo. London: J. Cape. 
PP, (30s. 6d. met.) 
he Purdah System and its ect on Motherhood. B 
Vaughan, M.B.Lond With a preface by Leonard Hill, Me pen ose 
an introduction ty Howard A. Kelly, M.D. Cambrid e: Heffer’ and 
Sons, Lid. 1928. (Cr. 8vo, pp. xv + 48, 1 plate. 2s, 6d. net.) 


severe, but the climate is exceptionally good for the’ 


greater part of the year. It would be one of the last 
places in the world in which to anticipate diseases due to 
light deficiency. The stupidity of man has, however, 
succeeded in frustrating the beneficence of Nature. Dr, 
Vaughan found that in Kashmir osteomalacia was ex- 
tremely common among the women of the town, but 


unknown among the peasant women and the women of the- 


boatman class, who worked in the open air; moreover, it 
was unknown in boys and men. The disease was indeed 
clearly associated with the purdah system. This system 
is described as follows (p. 10): 

‘**A common history is that of confinement to the house at 
8 or 9 years of age, marriage at 10 or 11, menstruation at 12 or 
13, and close confinement in the husband’s house intil after the 
first child is born; in the very high-class families the women 
hardly leave the house until they die.” 


The author summarizes her conclusions as follows: 


‘‘ Everything would seem to have been arranged to keep these 
women in the dark, and as light is essential to all life, they suffer 
both in body and mind. ... Deprived of light, their skin ceases 
to form vitamin D from ergosterol, their calcium metabolism is 
interfered with, their bones become soft, the pelvis crumples up, 
and we have the classical picture of osteomalacia, with its 
results in difficult childbirth, and toc often death of mother and 
child after days of agony when. skilled help is not available, 
There is no doubt that much trouble in later years at the child- 
bearing period could be entirely avoided by the provision of light 
for the child as an infant, as a girl, as a woman. Everywhere 
there is sufficient light, but they cannot use it. This miserable 
state of affairs, all too common in the East, whereby the woman 
is to all intents and purposes a prisoner in her own home, leads 
to gross pelvic deformity, rendering the birth of children difficult, 
poh unnecessarily dangerous, if .not impossible, and_ can. be 

revented by providing her with light. The conclusions drawn 
rom these observations are open to all, but the results of such 
research have never yet been applied to maternity and infant 
welfare problems in India. It is necessary to point out to those 
in authority, that the present working of the “ purdah”’ system, 
by depriving the girls and women of sunlight, is directly respon- 
sible for. the soalasion of osteomalacia, gross pelvic deformity, 
and the deaths of thousands of mothers and children in childbirth 
annually. No schemes for improving the national health of 
India can afford to ignore such a state of things, which takes 
toll of the more educated of the people, whose lives and work are 
essential to the preservation of all that is good in an ancient 
civilization.” 

The author also quotes authorities to show that osteo- 
malacia is common all over India amongst purdah women, 
and, in particular, mentions a striking example in Bombay, 
where the disease is unknown among the Parsees, whose 
women live open-air lives, but is common among women 
of the weaver class, who live in dark rooms devoid of direct 
sunlight. She makes the further observation that one con- 
sequence of the purdah system is to make a child marriage 
almost necessary if living children are to be obtained. 


“Doubtless the East has accumulated practical wisdom in the 
course of a few thousand years, and has observed that childbirth 
is easy at puberty and 1s not so later on when the pelvis has 
been deformed by an indoor life, and is unyielding I have seen 
labour in a Hindu girl of 15 or 16 begin with the foetal head 
bulging over the pelvic brim, and end quite normally without 
interference provided time was given, due no doubt to the 
moulding of the child’s head and the elasticity of the mother’s 
still partly cartilaginous pelvis.” 

Much has been written against the system of child 
marriages, but this passage suggests that reform must 
begin with the modification or abolition of the utterly 
unhygienic purdah system. The evils produced by the 
purdah system are of great general interest because there 
is a tendency to assume the existence of certain laws of 
social evolution that will prevent the occurrence of utterly 
injurious and useless social customs. Unfortunately the 


‘only limit that natural selection imposes on human folly 


is that it guarantees the ultimate destruction of any com- 
munity which sins too deeply against the laws of Nature. 
Customs which interfere with-the production of healthy 
children are peculiarly injurious from the racial stand- 
point, and the prolonged existence of the purdah system, 
with all its dire consequences, is a reminder of the extreme 
slowness of the working of the corrective influences of 
natural selection. 

It is easy for us to realize the ills of the purdah system, 
but it is well to remember that life in our great cities has 


‘been organized with an almost equal disregard of some of 


the fundamental laws of hygiene. Dr. Leonard Hill points 
this moral forcibly in a short preface he has contributed 
to Dr. Vaughan’s book. 
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“ Our civilization is also not free from blame. Modern research 
has shown that rickets is caused by the screening from sunlight 
of women and children by houses, clothes and smoke pollution of 
cities. With rickets goes the decay of teeth. There is evidence 
ihat the whole trouble can be prevented by wise feeding and 
adequate exposure of the skin to open air and sunshine. So too 
with tuberculosis, through ignorance the nation is to blame for the 
confinement of women and children in slum tenements, Just as 
Indians and Kashmiris are for the confinement in the purdah. .. . 
While seeking to reform the purdah custom, let us see to it that 
we prevent disease and deformity occasioned by want of light and 
air, at home. . .. Preventive medicine shows the way to stop all 
this, and a new age may look back with astonishment on the 
artificial teeth of this generation, and the prevalence of rickets 
and tuberculosis, just as we look with astonishment on the purdah 
system and its consequences.” 


CREATINE AND CREATININE. 
Tuk most recent addition to that admirable series of 
monographs on biochemistry edited by Professor R. H. A. 
Plimmer and Sir F. G. Hopkins is a volume entitled 
Creatine and Creatinine,’ by Professor ANDREW Hunter. 
Creatine is quantitatively the most important simple 
nitrogénous constituent of muscle. Creatinine yields only 
to urea a similar position of importance in the chemistry 
of the urine. Chemically the two substances are closely 
related: their mutual transformations are readily effected 
and their estimation in biological fluids and tissues is 
simple. No two substances would seem to have greater 
claims upon the attention of the student of metabolism, 
and it is true that no two substances have so held the 
sustained interest alike of the biochemist, the physiologist, 
and the clinician. Nevertheless it remains to this day 
a matter of some uncertainty whether the creatinine of the 
urine derives from the creatine of the muscle or whether 
the two substances have independent metabolic histories. 
More elusive still is the larger problem of the origin of 
the creatine of the muscle. Interest in these questions 
is likely to be greatly intensified by evidence which has 
become available during the past year that creatine is 
intimately associated with the phenomenon of muscle 
contraction. The problem of creatine is no longer simply 
one of nitrogen metabolism. It invades the wider field 
of carbohydrate metabolism. This is an appropriate time, 
therefore, to take stock of our accumulated knowledge 
of the chemistry and physiology of creatine and creatinine. 

e appearance of Professor Hunter’s admirable and 
exhaustive monograph is most timely. 

The chemistry of these two substances is first reviewed 
in full and clear detail. There follows the more difficult 
assembly of the physiological literature. The author has 
performed a Herculean task. A bibliography of some eight 
hundred references to original literature is adequate testi- 
mony to this. This field has not only been reconnoitred with 
industry, but also with great ability and discretion. The 
assembly of data and arguments in an orderly and judicious 
review has been entirely successful. The critical faculty 
which is brought to bear on the various physiological hypo- 
theses is always helpful, never impatient. There can be 
little recompense to the author of such a monograph 
other than the knowledge of a difficult task accomplished 
and the realization of a generous gift to his contemporaries. 
We should therefore be the more ready to acknowledge 
our full-appreciation of the valué of his labour. 


NOTES ON BOOKS. 


De. Joseph Hortés has written a book on Tuberculous 
Intoxications.® in which he refers practically every symptom 
from which mankind may suffer to latent tuberculosis. His 
general thesis is that persons with a latent tuberculous focus 
are hypersensitive to the toxins of the tubercle bacillus: that 
they react to a fresh infection by lysing the bacilli; and that 
the products or endotoxins thus liberated from the bacilli act 
on the endocrine glands, and through them produce a severe 
constitutional reattion. Thus, such symptoms as blushing and 
other vasomotor disturbances, palpitation, arrhythmia, head- 
ache, vertigo, fatigue, restlessness, insomnia, ill humour, 
psychoses, nightmares, anorexia, nausea, diarrhoea, constipa- 
tion, rheumatism, menstrual disorders, chronic skin lesions, and 


7 Creatine and Creatinine. By Andrew Hunter, M.B., F.R.S.Can. 
London and New York: Longmans, Green and Co., Ltd. 1928. (6 x 93, 
pp vii + 281. 14s. net.) 

“Tuberculous Intextcations. By Joseph Hollés, M.D. Edinburgh: 
E. and S. Livingstone. 1928. (Demy 8vé, pp. ix + 132. 10s. 6d. net.) 


a host of others all result directly or indirectly from the 
reaction of the over-sensitive body cells to the toxins of the 
tubercle bacillus. This hypothesis, which is nothing else than 
Friedberger’s anaphylactic theory of infection, has practically 
no evidence in its favour. The so-called evidence that the 
author brings forward to support it is not worth serious 
consideration. The book is full of misleading and unproven 
statements, and its perusal will leave the reader wondering at 
the lack of critical ability displayed by the author. 


We have received the third volume of 2 series on medical 
radiology,” prepared by four German writers; a notice cf the 
two previous ones appeared in our issue of December 25th. 1926 
(p. 1231). The present part covers a large amount of ground, 
and the subjects dealt with include the application of # rays 
to diagnosis of conditions of the nose, ears, appendix, «nd 
echinococcal infections of the lungs, the use of diathermy in 
gynaecology. and the influence of light treatment on the skin 
and on metabolism. The book is well illustrated, and contains 


good indexes and a bibliography. 


Few callings, we imagine, can present more opportunity for 
unpleasant moments than that of the health visitor. who surely 
must combine the wisdom of the serpent with the case-harden- 
ing of the tout. It is well, therefore, that Miss Pu#yitis 
ARMITAGE, now matron of Lady Northey Home, Nairobi, 
should, out of the fullness of her experience, produce a hand- 
hook, Health Visiting: The New Profession’® So new is it 
that doubt stili seems to exist as to whether the main training 
should bé in social work or in nursing; and if the latter, 
whether the training should be in a general or a children’s 
hospital. To judge, however, from the space devoted by 
Miss Armitage to descriptions of ‘maternity and child welfare 
work and of disease, it would seem that, among much varied 
knowledge. considerable acquaintance with medicine is neces- 
sary in health visitors. Herein lies one of the dangers of the 
profession; for it is easy to imagine an ardent health visitor, 
with a smattering of many sciences, getting at variance, con- 
sciously or unconsciously, with a doctor whose opinion does 
not coincide with Miss Armitage’s summaries of the treatment 
of disease. And the author—very occasionally, we admit— 
lets fall remarks about doctors which are not quite discreet. 
However, she wisely ends by telling the health visitor that 
she is not appointed for the purpose of posing as an amateur 
doctor; and the medical officer of health under whom the 
visitor works will doubtless see that this advice is carried 
out. The author’s zeal is shown by the story of her visit 
to a peer. whoth she found to be ignorant of his duty to 
notify the birth of his offspring. and whose ignorance was 
shared by the two distinguished consultants in attendance on 
the peeress. 


The verses written during a period of some forty years by 
the late Dr. Morris F. Cock"! (1856-1924). ‘‘ one time of 
South Molton. Devon.”’ have been collected by his widow. 
Written in simple language, they touch rather a meditative 
and pathetic note in dealing with the aspects of life and death 
that naturally bulk so largely in a doctor’s life. 


Ergebnisse der medizinischen Strahlenforschung. Herausge; nm von 
H. Holfelder, H. Holthusen, ©. Jiingling, und Martius. Band ITI. 
Leipzig: G. Thieme. 1928. (Sup. roy. 8vo, pp. 791; 613 figures. M.68.) 

Health Visiting: The New Profession. By C. Phytlis Armitage. 
London : J. Bale, Sons, and Danielsson, Ltd. 1927. (Cr. 8vo, pp. x + 382 
1 plate. 7s. 6d. net.) 

11 Poems. By Morris F. Cock. With a foreword by Florence E. Cock, 
London: A. H. Mayhew. 1928. (Cr. 8vo, pp. xi + 123; 1 plate. 5s.) 


PREPARATIONS AND APPLIANCES. 
A Syrrnce ror Use mn TREATMENT. 
Dr. R. J. Hecssy (Bangor) writes: I have found in doing venereal 
disease work that when a specimen of blood is to be taken and 
an injection of neokharsivan to be made at the same time, that 
the needle frequently moves and perforates the vein when the 
syringes are being changed. The neokharsivan then permeates 


the tissues with disastrous results to the patient. T have had 
this twin syringe with stopcocks made for me by Messrs. Down 
Brothers. Both stopeocks are closed and the neokharsivan is 
mixed in one syringe. The needle with syringe attached ts then 
introduced into the vein and blood is drawn into the empty 
syringe after opening the stopcock; this stopcock is then closed 
and the other one opened, the neokharsivan being injected without 
in any way disturbing the needle 
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RECENT WORK ON THE FPILTERABLE VIRUSES. 


British Medical Journal. 


SATURDAY, AUGUST 25TH, 1928, 


RECENT WORK ON THE FILTERABLE 
VIRUSES. 


In spite of the difficulties that beset the experimental 
investigation of diseases belonging to the virus category, 
and particularly of those which affect man, knowledge 
appears to be slowly but steadily advancing in regard 
to this group of pathogenic agents. How widespread 
and varied are the activities of these viruses is well 
brought out in the recently published book by Dr. 
Thomas M. Rivers and his colleagues of the Rockefeller 
Institute at New York, of which a review appears in 
our current issue at page 343. In this book the present 
state of knowledge is set out concerning selected 
examples of viruses affecting respectively man, 
other mammals, birds, insects, and plants. Nor is the 
end necessarily there, for some authorities maintain 
that the bacteriophage associated with the names of 
Twort and d’Herelle is nothing else than an instance 
of an ultra-microscopic virus affecting bacteria them- 
selves. 

_ The chief interest to the medical reader, however, of 
recent work on viruses lies in the light it tends to 
throw on diseases of man brought about by agencies 
of this group. Here at present data are perforce 
limited, and, as the pitfalls are many, caution is 
particularly necessary. Nevertheless, some encouraging 
facts are emerging with regard both to prophylaxis 
and diagnosis. The important question whether it 
is possible to prevent a disease of the virus category 
by means of killed virus was apparently solved some 
years ago when rabies virus killed by phenol was 
successfully introduced into India for the prevention 
of hydrophobia; the credit for this advance is due 
to the pioneer work of Sir David Semple and his 
colleagues. Parallel but less convincing results in a 
preventive sense have from time to time been reported 
experimentally on animals with vaccinia virus inacti- 
vated by heat, and more recently by Knoepfelmacher 
and Stohr in the human subject; it would seem that 
dosage is here an all-important factor and that repeated 
injections may be necessary for success. Moreover, 
according to its most recent report (of which an 
account was given in our issue of August 11th at 
p. 268) the members of the Foot-and-Mouth Disease 
Research Committee appear to have satisfied them- 
selves that protection can be obtained against that 
disease with the virus after it has been killed by 
ineans of formalin. 

A further direction in which progress is being made 
is in the application of serological methods to the 
diagnosis of virus infections. Experimental evidence 
has been furnished: by a number of observers to the 
effect that specific antibodies occur regularly in the 
serum in cases of infection by the viruses of vaccinia 
and variola. We may note in particular that, accord- 
ing to Mervyn Gordon, in the serum of rabbits suitably 
prepared against vaccinia, specific antibodies showing 
an equal affinity for the viruses of vaccinia and of 
variola can be demonstrated by the complement- 
fixution test, and also by the agglutination or precipitin 
test. Evidence was found that serum prepared by 


such means against vaccinia virus could be used for the 
diagnosis of small-pox. It is of special interest in this 
connexion to observe from the latest report of the 
Foot-and-Mouth Disease Research Committee that 
Professor Ciuca of Bucarest, working in London at 
the Lister Institute, has succeeded in applying the 
complement-fixation test to the diagnosis of infections 
by that virus, and that in this way he has been able to 
distinguish between the two different types of foot- 
and-mouth virus. 

Recent developments, therefore, in the study of 
the filterable viruses are of considerable promise, and 
their general tendency is to bring these infections 
more and more into line with those produced by 
the ordinary pathogenic bacteria. 


NOISE. 


CompLarnts of the noise of London as well as of other 
cities are not new. Sir Walter Besant wrote of 
London that ‘* in the days of Whittington there was 
no noisier city in the whole world,’’ a rather beld and 
sweeping generalization, incapable of proof. Much of 
that din was inevitable in the carrying on of the 
handicrafts of the time. but the noises of which we 
now complain are to a large extent avoidable and 
might be prevented. At the recent Annual Repre- 
sentative Meeting of the British Medical Association 
at Cardiff a resolution was moved by the representa- 
tive of the Edinburgh and Leith Division and carried 
without discussion, to the effect that the Association 
should support any measures designed to suppress 
unnecessary noise, and declaring that any preventable 
noise between the hours of 11 p.m. and 6 a.m. which 
is injurious to health should be regarded as a nuisance 
within the meaning of the Public Health Acts.’ Dr. 
John Stevens, who moved the resolution, spoke 
eloquently of the harmful effects of noise and even of 
silent vibration on the central nervous system, and 
asked if motor horns could not be less used at night- 
time. The public, he said, were looking to our pro- 
fession for a pronouncement which might be of service 
to legislators and local authorities in taking steps to 
mitigate this evil. 

The wording of the Cardiff resolution prudently 
avoided any reference to specific noises, but everyone 
who reads it will understand that the framers of it 
had in mind chiefly the sounds produced by traffic 
in our streets. Early this month the Times opened 
its columns,to a correspondence on the subject of 
speed and noise, which was begun by a letter from 
Mr. Harold Regbie and continued by various other 
writers, including Professor William A. Bone, Canon 
Jocelyn Perkins, Canon Spooner, and Sir Robert 
Armstrong-Jones. Canon Perkins speaks, from per- 
sonal experience as a former in-patient of Westminster 
Hospital, of the ‘‘ perpetual hurricane of noise by 
which that hospital is surrounded ”’ and of his suffer- 
ings therefrom, in common with other patients. That 
such sufferings seriously diminish the chances of 
progress of recovery in many patients is unquestion- 
able, and the authority of Sir Robert Armstrong-Jones 
supports the view that the nervous system must in 
many cases be injured by these continual and violent 
stimuli which assault the ears by day and by night. 
All the correspondents are agreed as to the evil which 
cries aloud for cure, but the remedies so far proposed 
are, unfortunately, not very definite or promising. 

In discussing this matter it is not possible to 
separate.the question of speed from that of vibration 


2 British Medical Journal Supplement, August 4th (p. 74.) 
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and noise, for a very large part of the noise and most 
of the vibration are caused or at least increased by 
high speed, and even the motor-horn nuisance is 
an indirect result, seeing that it is a rapid approach 
that calls for a loud warning. Is it too late to undo 
the laissez-faire policy which, as one correspondent 
pointed out, has turned our highways into tracks for 
high speed and heavy locomotives without any of 
the safeguards which the railway companies have 
been forced to provide? The competition is an unfair 
one, for the railway companies have had to buy the 
land on which their rails are laid, often at very high 
prices. They have been put to great expense in pro- 
viding safeguards for the public, such as bridges; 
while their rivals have the roads, which they destroy, 
kept up at the public expense; they pay no rates, and 
provide no safeguards. The lighter private vehicles 
make less clamour and vibration in running, but their 
horns make up for any such comparative silence. 
As for the motor cycle, it is probably for its size the 
noisiest vehicle that the wit of man has ever invented, 
and it is no consolation to the sufferer from its 
successful imitation of a pneumatic drill or loud 
machine-gun, that it often itself puts an end to the 
racket by slaying its rider or passenger. 

It is clear that unless speed on the roads can be 
effectively regulated—and all attempts made to do 
so have hitherto notoriously failed—noise will con- 
tinue. Dr. Harvey Hilliard, writing in our issue of 
August 11th, put forward the practical suggestion that 
the Council of the British Medical Association should 
promote a bill in Parliament “‘ not only to repeal 
past enactments which permit or enforce noise, but 
also to make unnecessary noise of all kinds punishable 
by law.’ This suggestion was warmly endorsed by 
Dr. William Collier, a past-president of the Associa- 
tion, in a letter which we printed last week, and 
further support, by Dr. Dan McKenzie and Mr. 
Muirhead Little, will be found in our correspondence 
columns to-day. If the Council, after careful con- 
sideration of the great difficulties in the definition 
of an unnecessary noise and in establishing securely 
that its effects are noxious, sees its way to promote 
such a bill and to enlist in its support the medical 
members of Parliament, it will certainly earn the 


gratitude of many millions of sufferers from the’ 


nuisance of speed and noise. This evil is so acute, 
so diverse, and so widespread that nothing short of 
an Act of Parliament seems likely to abate it. As 
Canon Spooner has well said, ‘* it is a revolution, 
not a mere change of fashion, through which we are 
passing.”’ 


THE PROBLEM OF MOUNT EVEREST. 


Tue news that an eminent British physio‘ogist has, 
this summer, blazed a new and unsuspected trail to 
the summit of Mont Blane reminds us that moun- 
taineering is, historically, a pursuit of scientific men. 
In the eighteenth and nineteenth centuries mountain 
climbing was undertaken almost exclusively by men 
whose interest was to observe the effects upon them- 
selves of exposure to low barometric pressures. Within 
more recent years climbing has become a_ sport 
attracting men of divers callings, but such names as 
Hingston, Wollaston, Longstaff, and Somervell remind 
us that there are still to be found medical men fit and 
ready to share in the, most hazardous expeditions to 
high altitudes. 

These names, and with them the epic stories 
of those supreme adventures in mountaineering the 
several Everest expeditions, are brought to mind by 


a recent contribution to the Lancet’ on the physio- 
logical ‘‘ Problem of Mount Everest,’’ by Dr. Argyll 
Campbell. By general consent, the physiological 
limitation to the attainment of great height resides 
in the limit of man’s adaptability to environments 
of abnormally low partial pressures of oxygen. At the 
top of Mount Everest the tension of oxygen is only 
about 7.5 per cent. of an atmosphere, being but 
a third of that at sea-level. What are the physio- 
logical effects of low tensions of oxygen? To answer 
this question the physiologist has taken his laboratory 
to the mountain. He has also sought to bring the 
mountain into his laboratory. Closed chambers have 
been devised in which the subject of experiment is 
placed and in which the composition of the atmosphere 
may be controlled at will. Here may be studied the 
physiological and psychological effects of exposure to 
any desired oxygen tension under all manner of con- 
ditions of rest and activity. Many such studies have 
been made on man, and this ‘“‘ armchair mountaineer- 
ing’’ has not been without its thrills. But the 
simulation of such extremes of atmosphere as those 
obtaining at the summit of Everest are not feasible 
with man, and Dr. Campbell’s observations on animals 
are of special interest on this account. He has made 
prolonged studies of the effects upon a variety of 
animals—mice, rats, rabbits, guinea-pigs, cats, and a 
monkey—of lengthy sojourn in the decompression 
chamber. The animals were subjected to a gradual 
reduction of oxygen tension spreading over several 
weeks until a partial pressure of 7.5 per cent. of an 
atmosphere was attained. The rabbits, rats, and mice 
alone survived, and even amongst these groups there 
were casualties. The most notable pathological change 
observed was an extreme congestion of the liver and 
parts of the heart and lungs. This congestion must 
be attributed to failure in the forward movement of 
the blood for which the heart .is held primarily, 
responsible, though failure of the vasomotor nervous 
centres or other factors controlling capillary dilatation 
may be contributory. Dr. Campbell concludes that 
the ability to withstand low tensions of oxygen is 
conditioned by the ability of the heart muscle to 
maintain an efficient circulation under the abnormal 
conditions. 

What, then, is the contribution of these experiments 
to the ‘‘ problem of Mount Everest ’’? In the first 
place it is argued. that the permanent effects of high 
altitudes are gradually established as the result of 
prolonged exposure to lack of oxygen. It therefore 
seems plausible that the daily inhalation of oxygen 
for several hours when at the base camps would be 
preferable to the policy of reserving the oxygen supply 
for use during the actual climbing at greater heights. 
It is further suggested that daily subjection to low 
tensions of oxygen in the decompression chamber 
might prove to be of valuable assistance in the 
selection and training of suitable climbers. 

The experimental animals of Dr. Campbell were no 
required to undertake arduous exercise, and were not 
subjected to low temperatures, snow, ice, and chilling 
winds. Is it to be wondered at that his results give 
the author no confident grounds for the faith that man 
will conquer Everest and return? Yet such is the 
heart of man that we doubt if he will take ‘‘ No ”’ 
for an answer. Indeed, when we recall how near— 
how tragically near—to success were Irvine and 
Mallory and how Norton and Somervell reached 
28,000 feet and came beck, it is difficult to believe 
that the little more is beyond human. reach. 


iJuly 14th, 1928, p. 84 
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DIPHTHERIA IMMUNIZATION: THE QUEENSLAND 
FATALITIES. 

Tue chief interest of the report of the Royal Commission 
which inquired into the Queensland fatalities relates to 
the finding—after the definite exclusion of diphtherial 
toxaemia—that the deaths were caused by staphylococci 
with which the toxin-antitoxin prophylactic mixture had 
been contaminated and which had grown freely in the 
absence of any antiseptic. The Commission, after calling 
attention to the absence of post-mortem and clinical data 
essential to a full understanding of what happened, 
critically weighs the evidence availuble and, though fully 
realizing that the verdict may cause ‘“ surprise and possible 
controversy,”’ concludes that it could not avoid deciding 
that the aureus-like staphylococci found in pure culture 
in the incriminated bottle and in the abscesses of the 
survivors caused the deaths. The Commission has ably 
and fully set out the evidence for and against the con- 
clusion which, as a body of experienced pathologists, it was 
at first reluctant to accept. Staphylococci are not generally 
recognized as liable to cause death within twenty-four 
hours of inoculation into human beings, but we must 
admit with the Commissioners that ‘‘ there is not, within 
our knowledge, any previous experience of the results of 
the subcutaneous injection of large numbers of living 
staphylococci into young children.”’ They examined the 
literature and point out that genera! staphylococcal infec- 
tions are rarely fatal in less than forty-eight hours, yet 
in the records ef one Brisbane hospital were found three 
instances of staphylococcal osteomyelitis in children, aged 
from 2 to 11 years, with death within approximately 
twenty-four hours. The toxin made by the ‘* Bundaberg 
staphylococci ’’ in culture produced skin reactions in some 
human volunteers in a dilution of 1 in 2,000. There is 
only one small point in which we have been unable to 
follow the evidence. The Commission found it ‘‘ inconceiv- 
able that sufficient staphylococcal toxin could be produced 
mm vitro in the toxin-antitoxin mixture to account for the 
symptoms,’’ and thinks that the toxin must have been 
rapidly formed in the tissues of the children injected. 
We are not quite clear why the possibility of the formation 
im vitro of a staphylococcal toxin lethal to human beings, 
though not to laboratory animals, was excluded by the 
Commission. Whatever be the truth on this point, it is 
fortunate that Staphylococcus aureus is readily killed by 
the usual } per cent. of phenolic antiseptic contained in 
vaccines, antitoxins, and prophylactic mixtures issued in 
most parts of the world. It is worthy of remark that 
of -thirty-two rubber-capped bottles distributed from the 
sume batch of prophylactic as that used in Bundaberg to 
medical men and recovered by the Commission, 30 per 
cent. were contaminated. Some of the contaminations 
were considered as ‘‘ doubtless referable to faulty 
technique.”’ 


SOCIAL PROGRESS IN BERMONDSEY. 
Dr. R. Krive Brown, who is shortly retiring from the post 
of medical officer of health for the borough of Bertnondsey, 
has incorporated in his annual report for 1927—the last 
hewill submit—-an interesting vutline of the growth of the 
public health department and of the changes noticeable in 
the social life of the community since he entered the service 
of the borough in February, 1901. Bermondsey, despite 
the fact that it touches upon the central area of London, is 
probably little more than a name to most Londoners, and 
merely a name to others, but, as Dr. King Brown points 
out, many of the changes which he recalls are the local 
expressions of national changes. His survey, therefore, has 
a certain general interest; it brings into perspective within 
a definite area twenty-seven years of social development 
which has been largely characterized by increasing attention 


to public health. When he assumed office the metropolitan 
boroughs had just been constituted to replace the pre- 
existing confusion of archaic local government units which 
traced their descent from ecclesiastical parishes. The 
borough of Bermondsey succeeded to the territories of the 
Bermondsey Vestry, the Rotherhithe Vestry, and the St. 
Olave’s Board of Works, the three units forming an area 
with an extensive river front lined with wharves, docks, 
and warehouses, and a hinterland of crowded streets with 
many factories and workshops. At that time the population 
of the borough was 130,760; last vear it was estimated at 
121,000. The reduction has been due, he explains, to the 
clearance of certain areas for improvements, the replace- 
ment of houses by factories, the reduction of population 
through a decrease in births, and migration to the suburbs 
—-all these being changes characteristic of urban England 
since the beginning of this century. Both the death rate 


and the birth rate have falien by almost half—the death — 


rate from 20.8 in 1901 to 12.9 last vear, and the birth rate 
from 34.2 fer 1,600 of population in 1901 to 18.5 last year. 
The report suggests that the decline in infantile mortality 
is closely connected with the fall in the birth rate and the 
consequent reduction in the size of families, another impor- 
tant factor being the education of the mothers—in a general 
way and also through the agency of the municipal autho- 
rities and voluntary hodies. There has been a satisfactory 
fall in the incidence of infections diseases as a whole; 
enteric fever, as elsewhere in Great Britain, has practically 
disappeared. Dr. King Brown considers that the most 
interesting changes ‘during the period of his office in 
Bermondsey have been in the general condition of the in- 
habitants, especially the working classes, and in the public 
heaith department itself. He is impressed by the fact that 


babies and children are much more sensibly clothed, and 


thinks that this applies also to adults, especially to women. 
They are, further, much ** better dressed,’? and this he 
attributes to higher wages, smaller families, and the spread 
of knowledge, especially that relating to health. There has 
also been a great improvement in the cleanliness, ventila- 
tion, and general appearance of the homes. The sobriety 
of the general population has considerably increased, and 
here again education seems to the observer to have played 
the chief part. In tracing the evolution of the health 
department Dr. King Brown explains that before his 
appointment as the first full-time medical officer for the 
borough the staff consisted of a part-time medical officer, 
a chief sanitary inspector, eight district inspectors, and 
three clerks. There are now five full-time medical officers 
(two being employed in connexion with the tuberculosis 
dispensary and two ecgaged in maternity and child welfare 
work), a full-time dental surgeon with a part-time assistant, 
an inspectoraté of fourteen, 2 staff of eight health visitors, 
nurses and other assistants for dispensary and dental work, 
and a aumerous staff of clerks, etc. The tuberculosis dis- 
pensary and the dental clinie both began as voluntary 
activities, and were taken over by the municipality after 
the war; their work has in each case expamled consider- 
ably since then. In connexion with the treatment of tuber- 
culosis the Bermondsey Council has, since July, 1924, 


reserved six beds at Dr. Rollier’s centre at Leysin, while 


in 1925 light treatment was introduced experimentally at 
the tuberculosis dispensary, and a_ specially constructed 
solarium—one of the first under municipal auspices in 
England—was opened in 1926. The most recent develop- 
ment has been the inauguration of a systematic health 
propaganda campaign; this work has been carried out by 
lectures and the circulation of printed matter, and, more 
recently, by the use of cinema films prepared by the depart- 
ment itself. Dr. King Brown notes that the great interest 
in public health work which has made possible rapid pro- 
gress in recent years dates from the war, and here, once 
more, the experience of Bermondsey represents that of the 
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country as a whole. His survey, based upon observations 
made over the greater part of his professional life, may, 
with its record of definite advance, hearten some of those 
who, being in too intimate contact with the public health 
system to stand back and see things in perspective, seem 
painful inch to gain.” 


A JAPANESE REPORT ON SANOCRYSIN. 
I7 is a significant fact that in spite of the introduction 
during the past few years of two or three different chemo- 
therapeutic agents by highly capable investigators, it is the 
surgical measures of treating pulmonary tuberculosis that 
are coming more and more into favour. Each year sees 
an increase in the number of workers who adopt the 
methods of artificial pneumothorax, thoracoplasty, and 
phrenicotomy for the treatment of the more severe cases 
ot tuberculosis, and a decrease in the number of those who 
pin their faith to the therapeutic action of drugs. The 
report! just issued by the Sanocrysin Research Committee 
of Japan does not seem likely to alter this position. After 
an intensive series of experiments on the action of sano- 
crysin on the tubercle bacillus in vitro and in vivo; after 
a carefully planned series of therapeutic experiments on 
vats, guinea-pigs, rabbits, and calves; and after separate 
tests on two groups of patients, each lasting about a year, 
the most they can say in its favour is that it may be 
regarded as a stimulant in the stationary proliferative 
type of pulmonary tuberculosis. On the contrary side 
can be set a long list of grievances. It was found, for 
example, that it caused but little structural alteration in 
tubercle bacilli, and that it did not deprive them of their 
acid-fast properties. Its germicidal action was extremely 
low ; even contact for two hours at 40° C. with a 1 per cent. 
solution followed by twenty hours at room temperature failed 
to destroy the-bacilli or to render them avirulent to guinea- 
pigs. No evidence was obtained that it had any lytic action 
on the bacilli in the animal body or in cultures in the test 
tube when employed in a 1 per cent. solution. Therapeutic 
experiments with rats and rabbits infected with tuberculosis 
rave entirely negative results, even though strains of low 
virulence alone were used; with guinea-pigs there was 
evidence that the lesions were slightly less extensive than 
in the controls, but it was doubtful whether this difference 
could be regarded as significant. Experiments on calves 
completely failed to disclose any therapeutic action; many 
animals, in fact, were made very much worse by treatment. 
The tests on tuberculous patients were similarly dis- 
appointing. In the first series of 49 patients who were 
selected as specially suitable for treatment, only 8 were 
improved after a year, 9 were stationary, 11 had become 
worse, 14 were dead, and 7 were lost sight of after dis- 
charge. In the second series of 39 selected patients, 15 
were improved after a year, 7 were stationary, 11 were 
worse, and 6 were dead. These figures are necessarily 
rough, but they indicate clearly enough that no obvious 
beneficial effect resulted. It is especially significant in this 
second series that of the 15 ‘‘ improved’ patients two 
alone ceased to have tubercle bacilli in the sputum. Experi- 
meuts on Moellgaard’s immune serum failed to substantiate 
the claims made for it by its discoverer. Its agglutinating 
aud precipitating powers were low; its opsonic action was 
negligible; it had no antituberculin effect; and it did not 
counteract the intoxication following on the injection of 
sanocrysin. For this reason it was not deemed of sufficient 
value to use on human patients. Altogether the report of 
the Japanese workers merely ‘confirms the opinion that 
tle majority of clinicians in this country have adopted— 
namely, that*sanocrysin is not a specific agent in the cure 


Report on Sanocrysin (Moellgaard) Incestigatio. The Sano- 
crysin Research Committee of Japan. _ Hongo, Tokyo: Kyorimsha Printing 
Company. 1927. (75 x 103, pp. 73; 7 plates.) 


ot tuberculosis; that it does not directly destroy the. 


tubercle bacillus; but that it may perhaps be useful on 
occasion for stimulating cases of a stationary type which 
do not respond to the usual sanatorium treatment. On 
the other hand, it is an intensely toxic substance, and 
unless used with great care it may cause serious damage 
to the patient’s tissues. Cases with laryngeal and intestinal 


tuberculosis were found to be especially unsuitable for 


treatment. 


GIUSEPPE FLAJANI. 

In an article published some months ago Dr. Francesco 
Rampini of Ancarano! gave an account of his fellow towns- 
man Giuseppe Flajani, whose name, like that of Graves in 
this country and of Basedow in France and Germany, is 
always associated in Italy with exophthalmic goitre. 
Flajani was born at Ancarano on July 4th, 1739, and, 
after studies in literature. and philosophy at Ascoli, 
went to Rome in 1758, where he qualified as a physician 
and surgeon in 1761. Following his natural taste for 
anatomy, he established an anatomical museum for the 
use of students in the Ospedale di San Spirito, where he 
Was appointed a surgeon in 1769. Three years later he 
was elected senior surgeon to the hospital and lecturer on 
surgical operations, as well as director of the museum, 
to which he added many new specimens, especially vesical 
calculi which he had remoyed himself. His reputation now 
began to spread over Europe, and he was elected a member 
of the: Academies of Naples, Florence, Bologna, Genoa, 
Sienna, Lucca, Vienna, Mannheim, and Géttingen. Like 
his contemporary Richard Mead, he collected a valuable 
library, which contained not only medical and surgical 
works, but was also rich in literary treasures, rare editions, 
and valuable manuscripts. In 1777 he published an Italian 
translation of Percival Pott’s new method of treating 
dislocations and fractures, with a preface by Francesco 
Petraglia. In 1786 appeared his work on a new method of 
dealing with certain surgical diseases—namely, aneurysms 
of the lower limbs, especially of the popliteal artery, 
fractures of the clavicle and patella, and the external use 
of camphor in wounds. In 1798 he began the publication 
of his collection of surgical observations and_ reflections, 
which continued to appear until 1803, and contained, 
among other subjects, his description of the disease known 
in Italy as ‘‘ morbo di Flajani,’’ thus antedating Graves 
by at least thirty-two years and Basedow by thirty-seven 
years. In the last year of his life Flajani founded the 
Giornale Medico di Roma, which was continued after his 
death in 1813, and contained a description of contemporary 
medical and surgical activities and the scientific develop- 
ment of the Roman school. On this account Flajani may 
be regarded as one of the pioneers of Italian medical 
journalism. His posthumous works included one on litho- 
tomy and another on the French disease, which he main- 
tained was not brought over from America, but originated 
in Europe. His memory is kept alive in his birthplace by 
his name having been given to one of the streets of 
Ancarano. 


INHALATION ANAESTHESIA. 
Tue furious controversy which at one time raged over the 
claims of rival discoverers of the use of ether for dental and 
surgical operations has been dead for some time, but it had 
a very lingering death. This country had but little con- 
cern in that dispute, for all the claimants of the honour 
of introducing ether anaesthesia—Morton, Jackson, and 
Long—were citizens of the United States, as was Wells, 
who first used nitrous oxide in dentistry. In our columns 
on September 10th, 127 (p. 471), Prebendary F, Wayland 
Joyce recalled the claim of H. H. Hickman to be considered 


) Bolletine del” Istituto Storico Italiano dell’ arte sanitaria, November. 
December, 1927. 
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@ pioneer in inhalation anaesthesia, which Mr. C. J. S. wemen in medicine to-day has been specially contributed, 


Thompson had previously advanced in the Journal of April 
13th, 1912 (p. 843). In a letter which he has recently 
addressed to us Prebendary Joyce appeals to us “to do 
justice in this matter,’’ and to secure for Hickman the 
credit due to him as the true pioneer in the nineteenth 
century in anaesthesia by inhalation. As has been already 
stated in our columns and elsewhere, to Hickman un- 
doubtedly belongs the honour of being the first to experi- 
ment with the idea of producing unconsciousness in that 
way, but the gas used by him in his experiments on 
animals was carbon dioxide, with which, as we can surely 
now state, a safe and sufficiently deep state of anaesthesia 
could not be produced. Had Hickman pushed his investi- 
gations further, and attempted to render human subjects 
insensible to pain by such means, it is highly probable that 
fatalities would have ensued, which would have discredited 
the method and might even have discouraged subsequent 
experimenters from attempts to produce anaesthesia by 
means of ether gases or vapours. It is regrettable that 
Hickman did not recognize the value of nitrous oxide, with 
which, as well as carbon dioxide, he experimented. Sir 
Humphry Davy had long before introduced this gas, and 
many people had safely inhaled it when diluted with air, 
but its exhilarating effects when so used masked its possi- 
bilities as a true anaesthetic. Discouraged by his ill-success, 
Hickman seems to have given up his investigations, and ill 
health and his death at the age of 26 cut off all hope of his 
making a second start on what might have proved to be 
a more promising line of research. His tombstone in 
Bromfield churchyard, Shropshire, has fallen into decay, 
and we understand that the Section of Anaesthetics of 
the Royal Society of Medicine is forming a committee to 
raise funds for its restoration. 


LORD HALDANE. 
Tue death of Viscount Haldane, O.M., F.R.S., will recall 
to some of our readers that this distinguished statesman, 
lawyer, and philosopher was a nephew of Sir John Burdon- 
Sanderson, M.D., F.R.S., Regius Professor of Medicine 
at Oxford from 1895 to 1905, and eminent alike as experi- 
mental physiologist and pathologist; and a brother of 
Dr. J. S. Haldane, F.R.S., of Oxford, many of whose 
addresses on the physiology of respiration and other sub- 
jects have appeared in these pages. Lord Haldane’s 
personal claim to remembrance by our profession rests on 
his work as Secretary of State for War between 1906 and 
1912. In the words of Sir Alfred Keogh, he was one of 
the two statesmen in latter days (that is, since Lord 
Herbert of Lea left the War Office in 1860) who understood 
the Army Medical Department. The Territorial Service 
set up by Lord Haldane enabled the officers of the R.A.M.C. 


to come into organic union With their brethren of the , 


civilian profession before the outbreak of war. 


: THE EDUCATIONAL NUMBER, 1928. 

Our next issue, dated September 1st, will be the annual 
Educational Number of the British Medical Journal. The 
familiar sections, giving an outline of the requirements 
of the General Medical Council and of the universities 
and other licensing bodies in Great Britain and Ireland, 
have been brought up to date, and the information showing 
the opportunities offered by the various medical schools 
and other teaching institutions has been corrected by the 
authorities concerned. These sections, the object of which is 
to furnish a handy guide to intending students of medicine, 
are supplemented by articles of special interest to newly 
qualified practitioners on such matters as post-graduation 
study, the public health services, tropical medicine, psycho- 
logical medicine, and dental surgery. A new article on 


and the editorial notes on some aspects of professional 
study and practice have been revised and amplified. In 
the sections dealing with the public services will be found 
a concise account of the present terms and conditions of 
service in the R.N.M.S., the R.A.M.C., and the R.A.F.M.S., 
which the Representative Body of the British Medical, 
Association has decided are satisfactory and such as can 
be commended to the notice of the younger members of 
our profession. Particulars are also given of the terms 


laid down for the I1.M.S. under the scheme of reorganiza- , 


tion. The opening articles for this year’s Educational 
Number have been written by Professor J. A. Nixon on 
‘*The Art and Science of Medicine in Relation to Pro- 
fessional Training,’’ and by Dr. R. D. Gillespie on ‘* The 
Art of Study: Its Principles and their Application.” 


MEDICAL SOCIETY OF LONDON. 
Tur next session of the Medical Society of London will 
open on October 8th, when the annual general meeting 
will be held at 8 p.m. and Dr. J. W. Carr will deliver 
his presidential address on medical ambitions and ideals, 
at 8.30. At the meeting on October 22nd Dr, C. EK, 
Lakin and Mr. A. Tudor Edwards will open a discussion 
on the diagnosis and treatment of empyema. On Novem- 
ber 12th a discussion on the medico-legal aspects of 
fractures will be introduced by Professor E. Hey Groves 
and Dr. James Neal. A clinical evening will be held 
on November 26th, and on December 10th Dr. Wilfred 
Harris, Mr. P. J. Verrall, and Dr. James Brailsford 


-will introduce a discussion on sacro-iliac pain. The 


Lettsomian Lectures, on dermatology in relation to other 
branches of medicine, will be delivered by Dr. H. W. 
Barber on February 18th and 27th and March 6th, 1929. 
The annual oration will be given by Professor G. Grey 
Turner, who has chosen cancer of the colon as his subject. 


THE HALF-YEARLY INDEXES. 

Tue usual half-yearly indexes to the Journal and to the 
Supplement and Epitome have been prepared and will be 
ready shortly; they will, however, not be issued with 
all copies of the Journal, but only to those readers who 
ask for them. Any member or subscriber who desires to 
have one or all of the indexes can obtain what he wants, 
post free, by sending a post-card notifying his desire to the 
Financial Secretary and Business Manager, British Medical 
Association House, ‘Tavistock Square, W.C.1. Those 
wishing to receive the indexes regularly as published 
should intimate this desire. 


Ar the annual general meeting of the Royal Medico- 
Psychological Association held last month at Wakefield 
a memorandum was received from the Parliamentary 
‘ommittee of the Association on the Report of the Royal 
Commission on Lunacy and Mental Disorder. This 
memorandum was approved by the Council in July, and 
is now published as a supplement to the Journal of Mental 
Science by Messrs. Adlard and Son, 21, Hart Street, W.C.1, 
at the price of 1s. 


Apriications for the Radcliffe Crocker Travelling Scholar- 
ship in Dermatology must be submitted to the committee 
of University College Hospital Medical School by September 
30th. As announced in our advertisement pages this weck, 
the scholarship is of the approximate value pf £280, tenable 
for twelve months, to be spent at some place of study 
named by the School Committee, outside the United King- 
dom. Further particulars can be obtained on application 
to the Dean of the School. 
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IMPORTED SURGICAL INSTRUMENTS. 


Prorosep ORDER UNDER THE MERCHANDISE 
Marks Act. 
Tue Standing Committee under the Merchandise Marks 
Acts, 1€26, has recommended that an indication of origin 
should be borne at the time of sale er exposure for sale 
in the United Kingdom by imported goods of the following 
classes: surgical, medical, dental, and veterinary instru- 
ments and appliances, aseptic hospital and dental furni- 
ture, and dental supplies. : 

The report! of the Committee, which is addressed to the 
President of the Board of Trade, states that the inquiry dealt 
with two references, arising from applications for marking 
orders from the Surgical Instrument Manufacturers’ Associa- 
tion, Incorporated, and the Association of Dental Manufac- 
turers and Traders of the United Kingdom; these were con- 
sidered jointly at the request of the applicants. A group of 
between thirty and forty importers and dealers opposed the 
grant of a marking order. Eleven witnesses were heard at ihe 
inquiry on March 19th and 20th, a reference to which appeared 
in the Journal on March 3lst (p. £81), and the members of the 
Committee conferred with representatives of the medical pro- 
fession (Mr. H. S. Souttar and Dr. R. Wallace Henry, nomi- 
nated at the Committee’s request by the British Medical 
Association) and with officers of the Board of Customs. 

The applicants stated that, in the absence of a mark of 
origin on imported goods of the descriptions affected, a pur- 
chaser would not know that he was buying imported material, 
and suggested that this. confusicn was increased by certain 
practices—such as the marking of gocds in English, their 
description by English names in catalogues, importers repre- 
senting themselves to be manufacturers, and sellers dealing 
in both British and imported goods. They asked that goods 
should bear an indication of origin, not only at the time 
of sale or exposure for sale, but also at the time of importa- 
tion, and that wherever practicable a permanent mark should 
be required on imported goods. 

The importers, on the other hand, stated that they were 
not concerned with dental instruments and the other dental 
goods included in the application, and maintained that for the 
remaining goods a marking order was unnecessary. It was 
argued that the usual purchasers—surgeons, general practi- 
ticners, or hospital authorities—knew whether the goods were 
British or imported, and that a purchaser could easily dis- 
tinguish between the two by the fact that British-made 
goods were generally marked, and by the difference in price. 
The importers contended, moreover, that nething should be 
done to restrict the supply cf essential instruments, and main- 


tained that the British manufacturers could not meet the whole — 


of the trade demand. Objection was taken to an importation 
marking order on the ground that it would lead to serious 
delays at the Customs, while it was alleged that permanent 
tnarking would amount to a prohibition of impertatien, since 
no medical practitioner would use instruments permanently 
marked with an indication of their foreign origin. 


The Committee's Conclusions, 

The Committee concluded that in the absence of a mark of 
origin on the imported goods ‘ there is a reasonable possibility 
that purchasers may be misled as to their origin, especially 
having regard to certain catalogues which were brought to our 
netice at the inquiry.’ It is not prepared to recommend that 
any class of these goods should bear an indication of origin 
at the time of importation, mainly because of the administrative 
difficulty which would arise in connexion with the Customs, 
and also because of the danger of injury to delicate instruments 
at examination; it also desired to avoid needless interference 
with the re-export trade. The Committee did not consider 
it necessary to require specifically that the goods should bear 
1 mark of origin when exposed for sale by a wholesale dealer. 
A permanent mark is not regarded as essential to give the 
aecessary information to the purchaser at the time of sale 
or exposure for sale; it is suggested that an indication on 
a label secureiy attached to the goods should be sufficient. 
It is pointed out that any permanent mark must be applied 
before importation, inasmuch as the die-marking of steel goods 
of these categories except at the time of manufacture would 


1 md. 3178. London: H.M. Stationery Office, or thr ook- 
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not only involve injury to the goods, but would increase the 
difficulty of sterilization, and that the alternative of etching 
would not be practicable in the case of plated goods. Little 
evidence was placed before the members of the Committee in 
regard to parts of instruments, and it did not consider that the 
Order should apply to them. A 

Both parties agreed that large stocks of these goods were 
held, and that some of them were disposed of very slowly, Lut 
in view of the elastic nature of the methods of marking 
proposed, the Committee suggested that the proposed Order 
in Council should come into force three months after it was 
made. An annex to the report, giving the full recommenda- 
tions regarding the classes of goods covered by the proposed 
Order in Council and the methods of marking to be employed, 
reads as follows : 


: Recommendations as to Marking. 
1. The following classes and descriptions of imported goods shall 
bear an indication of origin at the time of sale or exposure for 
sale, in the United Kingdom—namely : 


(a) Surgical, medical, dental, and veterinary instruments 
made wholly or mainly of metal. 

(6) Surgical, medical, dental, and veterinary appliances of 
all descriptions not including artificial eyes. 

(c) Aseptic hospital furniture made wholly or mainly of 
metal, including operation and examination tables and chairs 
instrument and dressing tables, ward lockers, instrument and 
a cabinets, sterilizers for instrument dressings, end 
owls. 

(d) The following classes of dentists’ supplies: Artificial 
teeth; absorbent wool rolls and nog & abrasive points, strips, 
and dises; dental rubber; rubber dam; gutta percha tem- 
porary stopping; dental wax of all descriptions; impression 
compound of all descriptions; dental cements and amalgams; 
and foils, crowns, discs, solder, cylinders, plate and wire of 
gold, platinum, and other precious metal. 

(e) Bental furniture including dental chairs as well as bases, 
bodies, and headrests therefor, instrument tables, lockers, 
dental cabinets, and dental cuspidors.- 


2. The indication of origin shall, at the option of the person 
by whom it is applied, be given as follows: 4 


; (a) cie-marked, etched, or otherwise impressed on the article 
itself; or 

(5) printed or stamped on a label securely affixed or attached 
to the article; or 

(c) in cases in which the article is habitually sold or 
exposed for sale in a case or other container, or fixed on 
a = printed, stamped, or impressed on the case, container, 
or card. 


vy CONTROL OF DANGEROUS DRUGS. 


Home-Orrice ANNOUNCEMENTS. 
Important changes in the regulations governing the traffic 
in dangerous drugs are announced in two official com- 
muniqués issued by the Home Office on August 17th. The 
first relates to the extension of the control exercised under 
the Dangerous Drugs Act, 1920, to cover certain morphine 
derivatives and other drugs, and the second to the coming 
into operation of the Dangerous Drugs Act, 1925. This 
new measure gives effect to the International Opium Con- 
vention of 1€25, which comes into force in September, and 
which was discussed in the Journal of July 21st (p. 117). 
The Home Office communiqués are as follows: 


Extension of Control. 

The Home Secretary wishes to draw attention to the 
fact that by Order in Council, made under Section 8 (2) of 
the Dangerous Drugs Act, 1920, Part III of that Act, which 
provides for the control of morphine, heroin, and cocaine, 
has been applied to the following drugs: benzoyl-morphine, 
dihydro-oxycodeinone, dihydro-codeinone, and their respec- 
tive salts, and to any preparation, admixture, and extract 
containing them. Benzoyl-morphine is an ester of mor- 
phine which, because it is not subject to the International 
Opium Convention and because morphine can be easily 
recovered from it, has been manufactured recently in large 
quantities on the Continent for export to the Far East, 
The League of Nations has recommended that its manu- 
facture, sale, etc., should be controlled in the same way 
as morphine. Dihydro-oxycodeinone and dihydro-codeinone 
are produced as pharmaceutical products, usually in the 
form of salts, by certain German firms under the trade 
names of Eucodal’’ (‘‘ Eukedal’’) and ‘‘ Dicodide ” 
respectively. The League has reported that these drugs 
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and recommended the application of the same system of 
control. None of these drugs is manufactured, so far as 
is known, in Great Britain. 


International Opium Convention, 1925. 


The Home Secretary gives notice that the Dangerous 
Drugs Act, 1925, which was passed to give’ effect to the 
International Opium Convention of 1925, will come into 
operation on September 25th next, the date on which the 
Convention comes into force. The chief alterations made 
by the new Act will be the extension of control to Indian 
hemp and the resin obtained from it (hashish) and any 
extract or tincture of Indian hemp; and to preparations 
containing less than 1/10 per cent. of diacetyl-morphine 
(heroin), which up to now have been exempted. After 
September 25th a licence will be required for importing or 
exporting any of these drugs. The Dangerous Drugs Act, 
1925, will modify the definition of medicinal opium for the 
purposes of the Dangerous Drugs Acts. It will mean in 
future raw opium which has undergone the processes 
necessary to adapt it for medicinal use in accordance with 
the requirements of the British Pharmacopoeia, whether 
it is in the form of powder or is in any other form, and 
whether it is or is not mixed with neutral substances. 


EDUCATIONAL ADVANCE AND THE MIXED 
SCHOOL. 

Ir it be the duty of the family physician to advise as to 
the upbringing ef children, it is clearly necessary for him 
to have a real acquaintance with the educational system 
of the country and a knowledge of the main problems with 
which teachers and education administrators are concerned. 
This becomes the more urgent in so far as the practitioner 
of medicine realizes that his business must necessarily lie 
not merely with physical conditions, but with mental and 
other aspects of the human individual, and not merely 
with the cure, or even avoidance, of ill health, but with 
the more complete development of what bodily or mental 
powers the whole personatity possesses. Health and educa- 
tion are thus seen to be but two aspects of the same 
subject. Recent proposals for the radical modification of 
educational organization in England ‘and Wales should, 
therefore, be of great interest to the medical profession 
as to others. 

In the Journal of January 15th, 1927, we gave 
considerable attention to the report, then just published, 
of the Consultative Committee of the Board of Education 
on the ‘‘ Education of the Adolescent,’’ both in a special 
article (p. 114) and a leading article (p. 107). In spite of 
the fact that the main proposais of that report were 


welcomed almost unanimously by education authorities, ° 


administrators, and teachers alike, the President of the 
Board ‘of Education immediately issued a pronouncement 
that he did not propose to adopt the most important and 
urgent of these proposals, and he hes since done but litile 
to encourage the adoption of any of them. The Beard of 
Education has now, however, issued a pamphlet entitled 
The New Prospect in Education,’ in the hope that it may 
assist towards the solution of problems of organization 
in connexion with the provision of proper educational 
facilities for older children on the lines suggested in 
the Consultative Committee’s report. Along with this may 
well be considered an excellent presentation of the case for 
the co-education of boys and girls just published by the 
University of London Press under the title of The Mixed 
School? by Mr. B. A. Howard. The problems have 
obviously a close connexion. 

~The provision considered in the Board of Education 
pamphlet is that which would be needed consequentially 
upon the adoption of the Consultative Committee’s recon- 


1The New Prospect in Education. Board of Educati : 
Howard, M.A., Head Master Addey and 
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(not merely a selected number as now) a break at the age 
of 11 years, or just over, and a fresh start at that age on 
a definitely new stage of education in schools of varied 
types. Although recognizing that this has become the 
‘* generally accepted basis of all reorganization proposals ”’ 
the pamphlet contains plenty of evidence of the con- 
tinuance of what was described in our previous article as 
‘the present discouraging temper and restrictive policy of 
the Board ef Education.’’ It emphasizes to an almost 
depressing degree what has come to be called ‘the in- 
evitability of gradualness,’”’ in spite of the fact that local 
education authcrities are as an organized body almost 
clamouring jor central action to be taken in order to avoid 
the disadvantages inherent in action taken by individual 
areas. It stresses over and over again, and in our 
opinion unduly, the recognized difficulties which have to 
be overcome and which are very real in some areas. It 
almost ignores, or even actually obstructs, the two pre- 
requisites of the preposed post-primary schools if they are 
to be successful—a four years’ course to the age of 15 
years, and smaller classes. The need for both these was 
stated by the Consultative Committee, which urged that 
the former should be enacted so as to take effect in the 
year 1932. The Board postpones the raising of the school 
age indefinitely, and states as the ‘ reasonakle provision ”’ 
for a senior school of 400-440 pupils, & classes of 49 each, 
and 2 classes of more than 40, with none below that 
number! However, it seems likely, if the present attitude 
of the Board of Education be maintained, that the large 
and progressive anthorities, whether county or urban, will 
be in advance of the Board, and that, if the Board will 
allow them, they will have established in their areas within 


a. relatively small number who may be exempted in their 
last year) will be educated in a junior school till the age 
of 11 (or in an infant school from 5 to 8 years, and a 
junior school from 8 te 11) and in a senior school (of one 
type or another) till 15 years of age, and that an increasing 
number of such children will voluntarily stay on in school 
for one, two, or three years more. Not only will these 
senior schools be of varied types as a’ whole (the present 
secondary,”’ “‘ central,’’ and ‘* junior technical schools 
are such types), but within themselves they will offer in 
their later years alternative courses to individual pupils. 

It is evident that in such a scheme all the children up 
to the age of 11 years, or a little over this age, would be 
educated in mixed schooly. The interesting question arises 
as to whether, or how far, it is desirable that boys and 
girls bevond that age should be placed in separate scrools, 
or whether the co-education of the sexes should continue. 
In a circular issued more than three years ago the Board 
of Education stated that it was strongly in favcur of 
separate departments for senior boys and senicr girls. 
One would have thought that it might now be less 
dogmatic, but it still states that ‘‘ there is no reasen to 
depart from thjs view, but in less populous areas it may 


enough children to form a separate senior schoo! of reason- 
able size.”’ The Board thvs regards the mixed schocl 
merely as a disagreeable economic necessity. It is not 
quite evident why it should co so. A large number of 
expert and practical educationists and a_ considerable 
number of education authorities do not agree with this 
view. In America and in all the Scandinavian countries 
co-education is throughout the normal methoc. In this 
country the first-class boarding schoo!s of the Society of 
Friends have been of this character for a hundred and 
twenty years; and more recently two outstanding privately 
owned schools, coming within the rank of what are called 
public schools, have been deliberately established on this 
principle: Bedales School, near Petersfield, founded in 
1893, and St. George’s School at Harpenden, founded in 
1907. Speaking only a few weeks ago at the coming- 
of-age celebration at the latter school, the Duchess of 
Atholl, Parliamentary Secretary to the Board of Education, 
more open-minded than her department, said that “ of all 
experiments none was more interesting or fraught with 
greater possibilities for the welfare of the country than 


the experiment of co-education; it seemed unquestionable 


the next eight years a system by which all children (except - 


be necessary to establish mixed schools in order to assemble . 
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IRELAND. 


that if boys and girls had* grown up together, worked 
together, and played together, they should be able to 
enter on life with a knowledge of the mentality and habits 
of their sexes whick should be a very valuable guide 
to them.”’ 

Some of the foremost local authorities in the realm of 
higher education have deliberately adopted the policy of 
encouraging the provision of mixed secondary day schools. 
The county council of Middlesex is an example. Of the 
secondary schools for which that council is responsible 
twelve are for boys only, nine for girls only, and seventeen 
are mixed. It is interestirg, possibly instructive, to note 
that in these schools, judged by examination results, the 
boys im the mixed schools on the whole do better than 
those in the boys’ schools, and the girls in the mixed 
schools better than those in the girls’ schools. The argu- 
ments, of course, are not all on one side, nor is any class 
of school without its imperfections and disadvantages. 

We could not desire a more reasonable statement of 
the problem, or of the case for co-education, than Mr. 
Howard gives in his book on The Mixed School. It is clear 
and comprehensive in presentation and argument, interest- 
ing in style, moderate and fair in tone, and has on almost 
every page an acceptable touch of jnst the right scrt of 
humour, Mr. Howard deals with the question from the 
point of view of history, of morals, of society, of pedagogy. 
He then considers certain special difficulties, to which 
co-education may give rise, and some of the specific ebjec- 
tions which are raised against it. He rightly emphasizes 
the facts that many of the difficuities end chjections of all 
kinds are really common to schools of ail types and not 
peculiar to mixed schools, and that co-education does not 
necessarily mean identical education. ‘The physical differ- 
ences between the sexes necessitate that for games and 
physical exercises there must be separation of bavs and 
gils in the main; and a mixed school should offer 
to individual pupils an even greater variety of choice 
in scholastic and manual work than is available in an 
ordinary school. It is claimed that the mixed scheol is 
not only theoretically the more cCesirable, but that in 
practice, given proper staffing and management, its 
difficulties disappear and its advantages hecome more and 
more evident. 


Sreland. 


Public Health Congress in Dublin. 


Tre annual congress of the Royal Institute of Public 
Heaith, which opened in the Mansion House, Dublin, on 
August 15th, was attended by approximately three hundred 
delegates, representative of Great Britain, Ireland, the 
United States, America, France, Switzerland, India, the 
British Dominions, and other countries. The delegates 
were cordially welcomed on behalf of the city of Dublin by 
Mr. Commissioner Murphy; the Reverend Dr. Westropp 
Roberts, Vice-Provost of Trinity College; Dr. Denis J. 
Coffey, President of University College; Dr. W. A. Winter, 
President of the Royal College of Physicians of Ireland; 
Mr. T. E. Gordon, President of the Royal College of Sur- 
geons in Ireland; and Dr. Edward Magennis, President of 
the Apothecaries’ Hall, Dublin. The presidential address 
was delivered by General R. Mulcahy, Minister for Local 
Government and Public Health in the Free State. Sir 
Thomas Oliver, M.D., Vice-Chancellor of the University 
of Durham and chairman of the council of the Royal 
Institute of Public Health, said he had great pleasure in 
asking General Mulcahy to accept the honorary fellowship 
of the Institute in recognition of his eminent services to 
public health. The King and the Prince of Wales sent 
inessages Wishing success to the congress. The delegates 
were entertained at a garden party given by the Governor- 
General, Mr. James MeNeill, and Mrs. McNeill. On 
Saturday, August 18th, they took part in excursions to 
Killarney, the international motor race at Belfast, the 
Shannon engineering works, and a visit to the Dublin 
Corporation Waterworks at Roundwood, co. Wicklow. On 
the Jast-named excursion President Cosgrave accompanied 
the delegates, who were the guests of Dr. Myles Keogh, T.D. 


> 


Medical Inspection of School Children. 


A report on the medical inspection of schools, issued by 


the Free State Ministry of Local Government and Public 
Health, states that the first local authority to establish 
a school medical service Was the county borough of Cork, 


_in 1924. As a preliminary the school medical officer made 


a general survey of the physical condition of the children 
attending the twenty-seven national and other elementary 
schools coming within the scope of the scheme, in order to 
obtain a basis of comparison and to gain an insight into 
the purposes to which further progress might be most 
usefully directed. The results of this examination were 
as follows: children examined, 11,296; children tested 
with Snellen’s types, 8,166; suffering from defective 
teeth, 69.9 per cent.; defective eyes, 22.5 per cent.; defec- 
tive nose and throat, 5.8 per cent.; minor ailments, 9.4 per 
cent.; malnutrition, 8.0 per cent.; in a state of uncleanli- 
ness, 11.8 per cent. During 1926 the following received 
treatment: (1) at Eye, Ear, and Throat Hospital and by 
private practitioners—(a) operation treatment, 103; (b) 
refraction, 511; (c) glasses prescribed, 503; (2) at Dental 
Hospital and by own dentist, 1,054; (3) at school clinic— 
minor ailments, 359; (4) provision of surgical appliances, 
3. The only other local authority to adopt a scheme in 
1924 was the Clonmel Corporation. In 1926 1,335 children 
were inspected, 223 of whom received dental treatment. 
A scheme is now operating in Dublin, and it is hoped to 
inaugurate schemes in the counties of Cork, Cariow, 
Kildare, and Offaly this year. 


Censorship Proposa's in the Free State. 

The Censorship of Publications Bill, which was read for 
the first time in the Dail before its adjournment, is in 
many of its aspects of considerable interest to the medical 
profession. The bill prevides that, in addition to books, 
periodical publications which are found to be usually or 
frequently indecent or obscene, or have generally tended to 
inculcate principles contrary to public morality, will also 
he banned on advice from the Censorship Board. The 
importation, sale, or distribution, except under special 
permit, of any banned publication will be punishable by a 
fine not exceeding £50, or by imprisonment up to six 
months. A register of prohibited publications will be kept 
in Dublin and will be open for inspection free of charge. 
Customs authorities will have power to stop the import of 
banned publications, and the postal authorities will also 
have power to prevent the post office being used for their 
distribution. It is proposed to extend the Indecent Adver- 
tisements Act (1889) to apply to advertisements relating to 
sexual diseases or questions, or to drugs, medicines, appli- 
ances, treatments, or methods of procuring abortion or 
miscarriage or of preventing conception. Offences under 


this part of the Act are to be met by fines not exceeding — 


£25 or imprisonment not exceeding six months. The sale 
ov distribution of indecent pictures is also banned. The 
police will have power on warrant to search places sus- 
pected of keeping such pictures for sale or distribution. 
Regulations will be made prescribing the manner in which 
complaints will be made to the Minister, and the procedure 
of the Censorship Board, the officers and servants of which 
will he appointed at such remuneration as the Minister 
of Finance may determine. The bill will come up for 
second reading in the Dail in October. 


England and Wales. 


University of Liverpool: Gynaecological and Obstetrical 
Departnent. 
Proressor Buarr Bex has republished in monograph form 
a series of papers contributed to the Journal of Obstetrics 


and Gynaecology of the British Empire on the material 


} Manchester: Sherratt and Hughes. 1928, (Sup. roy. 8vo, pp. vi + 61; 
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theatre, museum, laboratories, research and private rooms 
forming a compact and self-contained unit, will be the envy 
of, and an ideal to be hopefully pursued by, many who have 
to train future medical practitioners without the ‘ mini- 
mum requirements of a complete obstetrical and gynaeco- 
logical clinic,’’ as therein set out. The classification of 
the museum specimens and the arrangement of subjects in 
the lecture course are scientific and sound, and will be of 
particular interest to teachers. Systematic lectures are 
clearly made a feature in the Liverpool school, seventy 
being given for each course, and of these the subject-matter 
of the first fifty-nine is given, the statement being made 
that the remainder are devoted to gynaecological opera- 
tions and procedures as time allows. The allocation of 
time among the various subjects will not appeal to all, for 
there appears to be an undue proportion of lectures devoted 
to gynaecology, considering its lesser importance in prac- 
tice as compared with obstetrics. While no lecture is 
specifically devoted to ante-natal supervision or the preven- 
tive aspect, this sidé is doubtless considered throughout 
the sixteen lectures devoted to the disorders of conception, 
parturition and the puerperium, the four lectures on 
obstetric operations, and the lecture on foetal injuries. 
All the lectures are illustrated by lantern slides, an 
average of about twenty slides being used for each. Those 
parts of the monograph in which the arrangement of the 
out-patient and in-patient departments and operating 
theatres in the Liverpool Royal Infirmary is described and 
illustrated will be of interest to more than teachers, and 
the whole monograph is one on which Professor Blair Bell 
may be congratulated. He has performed a useful service 
which might well find imitators among the directors of 
other departments and in other universities and schools. 


Preston Hali Tuberculosis Settlement. 

An interesting account of the working of an occupa- 
tional therapy centre for the treatment of consumptives 
is given in a report on the British Legion Village, Preston 
Hall, Kent, which has been prepared by the medical 
director, Dr. J. B. McDougall. This settlement has been 
devoted to the treatment of ex-service men for over three 
years; the establishment now consists of the Hall itself, 
used as the sanatorium, with beds for 66 patients, hut 
shelters accommodating 48 patients, two hostels providing 
for 13 and 38 patients respectively, and the ‘ village,” 
with its miniature streets of cottages, its village hall, and 
various workshops. At the end of March the permanent 
population of the settlement was 654; there were 131 
patients in residence in the sanatorium, and 122 male 
settlers (ex-patients) in the village, of whom over 100 were 
married men living with their wives and childven. These 
men, together with a number of the patients, find employ- 
ment in the industries of the settlement, which comprise: 
the appliances department (producing all kinds of port- 
able buiidings, from rabbit hutches to bungalows); the 
building and joinery department; the manufacture of fibre 
and ieather goods; printing; farm and gardens; stores 
department; administrative department. Preston Hall is 
modelled upon the larger and better known Papworth 
Colony, whose medical director, Dr. P. C. Varrier-Jones, 
undertook the reconstruction of the settlement in 1925, 
and was responsible for its administration until 1927, 
when Dr. McDougall assumed charge. It will be recalled 
that an account of the Papworth institution was pub- 
lished on June 30th (p. 1115). Dr. McDougall, in his 
report, deals in equal detail with the medical and economic 
aspects of the work, and gives an interesting summary of 
the financial position of the scheme. The three funda- 
mental principles are described as: (1) the treatment and 
education of the patient suffering from pulmonary tuber- 
culosis, (2) occupational therapy, and (3) adequate after- 
care for those who have passed successfully through the 
earlier stages by the provision of permanent employment 
and residence in the village settlement. Patients at 
Preston Hall who make satisfactory progress and are 
judged capable of exercising fer four and a half hours 
each day are drafted into the industries, the reasons for 
this step being carefully explained, and emphasis being 
laid upon the fact that the work is equally important from 
the medical and the economic point of view. Apart from 


the possibility it offers of restoring to the patient his 
economic independence, the exercises afford a means of 
testing his resistance, medically and economically, to the 
disease from which he is suffering. The conditions to 
be satisfied before a patient can become a settler and a 


permanent member of the community constitute a severe 


test of his capacity. He must be capable of working for 
at least thirty-eight hours each week, and must,be efficient 
in the work in which he has been trained while a patient; 
the industries, further, should be in a position to maintain 
him and to provide a reasonable wage for his work. in 
effect, therefore, each settler must be, within the limita- 
tions of the scheme, economically sound. In the three 
years covered by the report, out of 620 patients admitted 
to the sanatorium suffering from tuberculosis of the lung 
at all stages of the disease, 91, or 14.2 per cent., have been 
admitted to the settlement and given permanent employ- 
ment. It is stated that any lowering of the standard of 
admission would necessitate the payment of a substantial 
subsidy for maintenance. A feature of some interest is 
the surprisingly high number rejected as settlers owing to 
unsuitability on temperamental grounds. Of 207 patients 
sent to the industries with a view to graduation as 
settlers in 1927-28, 68 were found to be inefficient and 


66 were regarded as likely to become efficient but were 


temperamentally unsuitable, or were forced to leave for 
domestic reasons, or were discharged on disciplinary 
grounds. Many have been unable to adapt themselves to 
the requirements of the new environment. The remainder 
of the 207 patients includes those accepted as settlers, those 
awaiting admission, and those whose status is not yet 
decided. Dr. McDougall helds that, on a national scale, 
it would be impossible to make settlement treatment avail- 
able for more than a percentage of all cases, and he 
believes that, without a subsidy, it would be difficult to 
secure generally the progressive expansion in the industries 
which has been possible at Preston Hall. 

We regret to add that since the issue of this report the 
Preston Hall workshops have suffered considerable damage 
from an outbreak of fire which occurred on August 14th. 

- According to newspaper accounts over 50 per cent. of the 
settlers will be thrown out of employment. It is to be 
hoped that it will be possible to reconstruct the damaged 
workshops and resume operations fully at an early date. 


The Hayling island Mosquito Control Institute. 

The first annual report of the British Mosquito Control 
Institute, Hayling Island, provides evidence of the steady 
growth of a campaign which is likely to be of increasing 
value in the prevention of malaria. A year ago (August 
20th, 1927, p. 325) we mentioned briefly how this organiza- 
tion came into being, and the fact that many distinguished 
parasitologists, including Dr. Andrew Balfour, Professor 
Balfour-Browne, Sir Ronald Ross, Sir William Simpson, 
and Dr. C. M. Wenyon, are members of the council indi- 
cates the importance of the work, of which Mr. J. F. 
Marshall has acted since the outsct as honorary director 
in. a special ?building erected at his own expense, In 
addition to being the only organization of this kind which 
is devoted entirely to mosquito control research, the Insti- 
tute embodies a mosquito control scheme in actual and 
continuous operation. Advice relating to prophylaxis and 
the treatment of infested areas is supplied by correspond- 
ence and by visits of experts from the Institute, which 
frequently result in the inception of active campaigns, 
including the necessary treatment of mosquito-breeding 
neighbourhoods. Two-day instructional courses in labora- 
tory and field work are given at the Institute, commencing 
on the first Tuesday in each month. These courses will be 
of special interest to sanitary officers, to persons contem- 
plating foreign travel or residence abroad, and to those who 
wish to obtain general knowledge about the subject of 
mosquito control. Beyond the lectures and laboratory work, 
practical field work is arranged, including the surveying of 
an area containing breeding places, the colleeting of larvae 
and mosquitos, and the various methods of applying oil 
and larvicide to infected water. An illustrated booklet 
describing these educational courses can be obtained gratis 
from the secretary of the Institute. Facilities for research 


work are available, and a reference library is being built 
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up. In the director’s report it is mentioned that lectures 
on mosquito control have been given in different towns 
during the year under review, and it will be recalled 
that the Institute was responsible for an exhibit at 
the conversazione of the Royal Society in May (Journal, 
May 26th, p. 912). 


Correspondence. 


ESTIMATION OF PUERPERAL MORBIDITY. 

Sir,—From the very interesting note in last week’s 
British Medical Journal (p. 321) the impression might be 
got that we do not use the ‘‘ Rotunda’”’ method of 
estimation of morbidity at the Rotunda Hospital. I 
revived this method of estimation (which was started by 
Dr. Tweedy, and which we always call the ‘‘ Rotunda ”’ 
method) when I was appointed master in November, 1926. 
In addition, I use the British Medical Association standard. 

The ‘‘ Rotunda ”? method is as follows: 

A patient is considered morbid if the temperature and pulse 
concurrently are above 99° F. and 90 per minute respectively, on 
three consecutive occasions from the second day to the duy of 
departure from the hospital. 

I have revived this method in order to determine whether 
the health of the institution can be better estimated thus. 
A patient is net morbid, according to the British Medical 
Association standard, if fever occurs only after the eighth 
day. It is interesting to note that last year the rate by 
each standard was the same. 

It is very important, when making up annual statistics of 
morbidity, that intern patients should only be considered, 
and that an estimaticn should be obtained of the number 
of women delivered, not admitted.—I am, etc., 

SoLtomons, 


Dublin, Aug. 18th. Master, Rotunda Hospital. 


THE GUILLOTINE AND ETHYL CHLORIDE. 
Sir,—We should be thankful to Mr. Stuart Carruthers 
(August llth, p. 273) for his criticism of the theatre 
administration outlined in Mr. Sandiford and Dr. 
Clayton’s paper (July 28th, p. 149), and for telling us of 
the high state of perfection to which he has brought his 
own. Yet even Mr. Carruthers appears to range himself 
on their side as ‘‘ the surgeon in a hurry ” when he says 

that he can deal with twenty cases in an hour. 
There are many who think that this hurry is wrong. 
It was Sir William Milligan who first suggested to me 
that from the moment the patient is put on to the table 
to that at which he is lifted off again the time should 


-never be less than ten minutes; but in clinics of teaching 


schools where assistants, both of the medical and nursing 
profession, are always inexperienced learners, it should, 
in my opinion, be not less thaa a quarter of an hour. 

In this operation tragedies of an irrevocable nature may 
arise with lightning rapidity. These are best prevented 
by everything being done decently and in order, without 
any haste, and with the full attention of all concerned 
directed upon doing the operation rather than upon 
getting it over. When they arise immediate action of an 
appropriate nature is needed; and to do the right thing 
at the right moment is the harder the higher the pitch 
at which all are working. 

Only to-day has arrived the text of the Registrar- 
General’s statistical review for 1926. In it we learn 
(p. 109) that the number of deaths has again jumped 
up by a further 25 per cent. to the appalling number 
of 556, and of these 32 were during operations upon 
tonsils and/or adenoids (p. 112). Great as must be our 
sympathy with those of our colleagues to whom these 
tragedies have occurred, yet we cannot deny that these are 
thirty-two unnecessary deaths. In major abdominal opera- 
tions a few minutes saved may be a factor in the recovery 
of the patient, and in persons desperately ill-every second 
may be of value; but in the great majority of operations 
surgery in a hurry is wrong, and it is reasonable to 
suppose that the practice of operating with the eye on the 
clock, which has been so much to the fore in the last 


decade, may be associated with the constant rise in the 
number of deaths under anaesthesia in the same period. 
Team work may be an essential part of modern surgery, 
but if it be designed to get through the work quickly 
rather than to do it with efficiency and greater safety to 
the patient, then we are better without it. 

I regret the more those parts of Mr. Sandiford and 
Dr. Clayton’s paper that have been criticized, because 
in the rest of their paper they have given a good 
description of the reversed guillotine method of enuclea- 
tion of the tonsil—though, with Mr. Carruthers, I do 
not like avulsion—and any such description will do good 
in counteracting the influence of those who say that 
every tonsil must be dissected out and who repeat the 
incorrect statement that no tonsil ever was or ever can 
be enucleated with the guillotine. For many years this 
school has appeared more often in print than their 
numbers warrant, and anything that will counterbalance 
their influence is of value. It is a pity, then, when the 
effect of such an article is impaired by matters to which 
objections may be raised.—I am, etc., 


Guy’s Hospital, S.E.1, Aug. 13th. T. B. Layton. 


THE CURSE OF NOISE. 

Srr,—Some twelve or thirteen years ago I published 
a small book to draw attention to the modern plague of 
noise and to appeal for its reduction. So much has the 
plague increased since then that I might as well have 
spared myself the trouble. All the same, noise-makers are 
not having things all their own way, and the ever-growing 
irritation of our long-suffering community is at last working 
itself up to the determination that all harassing and 
unnecessary noise has got to stop. The time is past for 
invective, no matter how eloquent. What we want is 
action. 

Government departments approached for help murmur 
sympathy, but confess impotence; they find themselves 
without power to act. Only Parliament is able to grant 
that power, for which reason we, as a profession, should 
certainly give our warmest support to any bill introduced 
into Parliament to this end. 

Difficulties will arise, no doubt; but, as difficulties so 
often do, they will vanish when confronted with the weapon 
of common sense. Someone is sure to ask, for example: 
‘‘ How can you give a legal definition of a ‘ noise’ ?”’ 
The answer to that apparent poser is simple: if a sanitary 
inspector can distinguish between an inoffensive odour and 
a smell which is ‘egally a ‘‘ nuisance,’’ surely it will be 
quite as easy for him to decide when a sound becomes 
a ‘noise,’ and equally a ‘‘ nuisance ’’; that is to say, 
something not only objectionable in itself but also injurious 
to health. 

To deal with what we may call stationary noises, then, 
would seem to be simple enough. But what about the 
ever-increasing rush and roar of motor traffic, from which 
we are all of us sufferers and in which we are most 
of us also transgressors? On the former occasion [ 
ventured to urge the total abolition of the motor horn, 
a proposal that.may seem to be rather too radical, 
since it would mean that we should have to rely wholly 
upon the skill and caution of drivers. Yet even here 
opinion seems to be changing, for quite recently there has 
been advocated the constitution of ‘‘ zones of silence ’’ in 
the domestic parts of our cities, wherein no motor horn 
shall sound—obviously the thin end of a wedge that will 
lead sooner or later to the silencing of all horns and 
hooters. In practice, as a matter of fact, it is quite safe 
to diqense with them, since without his warning hooter 
a driver is forced to be much more cautious. 

The most objectionable type of motor vehicle is, of course, 
the ponderous lorry that comes thundering along our 
empty streets at dead of night, and not only wakes us 
up in a panic, but even makes the floors and walls of our 
dwelling-houses quiver and tremble. The passage of such 
bone-shakers through our dormitory-streets, by night at 
least, should be absolutely prohibited. 

Efforts to abolish or minimize public noise, as a little 
consideration will show, will produce, however, some far- 
reaching effects of commercial importance, so that it is 
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fiom the business world that opposition to reform is likely 
to proceed. On the other hand, what is equally true is 
that as the solution of the noise problem is in the long 
run an engineering duty, engineers, faced by the necessity 
of devising comparatively noiseless machinery, will certainly 
succeed in doing so. And in the speeding up of this 
desirable transformation the pressure of an Act of Par- 
liament will undoubtedly exercise a powerful and lasting 
influence. 

There is no need at this time of day to labour the point 
that the matter is one of the public health, whether the 
noise be produced in factories, workshops, or streets. That 
being so, it is fitting and proper that the British Medical 
Association should charge itself with the drafting and 
passage of such a bill with as little delay as possible.— 
L am, ete., 

London, W.1, Aug. 19th. 
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Sir,—May | be allowed to say that Dr. Harvey Hilliard’s 
suggestion (August 11th, p. 276) that a bill to suppress 
unnecessary noise should be promoted in Parliament seems 
to me a sound one. A_ similar suggestion is made 
in a letter in this morning’s Times by the late Warden 
of New College. Probably such a bill would find much 
support in the House of Commons, but its opponents 
would doubtless detect its weak points, and at once point 
out the difficulty of defining harmful noise and that cf 
the measurement of the quality and quantity of sounds. 
It may be assumed, however, that all angry passions are 
harmful to their host always and sometimes to their 
objects, and the violent disturbance of one’s attempts « 
slumber rouse furious rages in many of us. Such suffer- 
ings as those described by Mr. Arthur Baumann and 
others in the same paper are unquestionably harmful. 
I have myself lately escaped from somewhat. similar 
afflictions. 

Until a year ago [I lived in a street which had become 
a by-pass for Oxford Street and a direct route from 
Bayswater to the East and North-East, and vice versa. 
The heavy lorries and motor cars shook and shocked us 
day and night, so much so that a year or so since a 
neighbour’s house-front had to be partly rebuilt. At night 
hurrying cars would utter four or five nerve-wracking hoots 
at the cross-roads nearly under my windows, and repeat 
them at each quickly succeeding cross-road till the sounds 
died away somewhere near the Middlesex Hospital, by 
which time other cars had taken up the chorus and drowned 
more distant sounds. But the béte-noire to evervone in 
the house was a certain lorry which passed regularly about 
midnight, laden with milk cans, and with many loose and 
resonant parts. Its speed was inestimable, and it shook 
the whole house. I can only compare the ain to that of 
a fast goods train on a badly laid track when checked 
by the engine brakes. It is true that Sunday brought 
a cessation of the lorry thunder, but it brought an increase 
of motor hooting at night from cars returning late from 
devastating excursions to the countryside and hurrying 
to their homes on the other side of London. Happily 
I escaped from this inferno of din last summer, and now 
rejoice in a flat, which, wp to this time, is not noisy in 
the day and is quiet at night. The unfortunate speculator 
who bought my lease has not yet been able to find a tenant. 
A deaf family, whom it would suit admirably, does not 
seem to have come that way. 

There are two measures which seem to me practical and 
possible. These are: the entire suppression of all solid 
tyres and the prohibition of the use of motor horns at 
night. The forty-mile-an-hour driver appears to think 
that if he hoots loudly and often enough he need not slow 
down at cross-roads. If he were not allowed to hoot, he 
would have to go slower and be more careful. As for the 
motor cyclist, the process by which he eliminates himself 
and his friends should be speeded up. The present rate 
of mortality is too small, for our comfort. Let me end 
this too long letter on a note of thankfulness. The war did 
away with the terrible cab whistle and nearly all the 
hoarse bawling of the latest editicn hawker.—I am, etc:, 


CORRESPONDENCE. 


London, 8.W., Aug. 18th. E. Lirtte. 


Tue Beirise 
Mepicat Jovurnab 


TROPICAL AUSTRALIA. 

Sm,—With reference to the correspondence in your 
columns on tropical Australia, 1 know nothing of ‘* the 
percentage of white Queenslanders who carry out manual 
labour in the open, under the trying conditions obtaining 
in the coastal region, who are Italians or of Italian 
origin,’ but nearly twenty-five years ago | was in charge 
of a country hospital at Burketown, situated in the low-lying 
coastal area of the Gulf of Carpentaria, and | do know 


_ that practically the whole of the white Queenslanders were 


of British origin, and that the menfolk who laboured in 
the épen air were of a type that I have not seen surpassed 
anywhere. 

Two facts were impressed on my mind: (1) the necessity 
for open-air exercise (work) in a hot climate; (2) the un- 
fortunate housing conditions under which the «vomen had 
to live, most of the so-called houses being constructed of 
corrugated iron, very hot in summer, and bitterly cold in 
winter (natura! ice in winter ft saw quite often). Malaria 
was still evident, but not the widespread disease I had 
anticipated it would be on account of the extensive 
swamps. I hfve not the slightest doubt, from what I have 
seen, that British stock can work and thrive in our 
northern country, provided they have suitable housing and. 
zunple open-air exercise (work), and also provided they 
take alcohol only in moderation, or preferably not at all.— 
am, etc., 
June 


Ernest M.B., Ch.M. 


Brisbane, 29th. 


UNSUCCESSFUL FORCEPS CASES. 

Sir,—I have read with great interest the papers by 
Dr. Douglas Miller, Dr. James Hendry, and Dr. Fletcher 
Shaw. on the above subject, published in the British 
Medical Journal of August 4th. They seem to be vin a 
bad way in the North; their description of the cases put 
before them out-Herods Herod, and calls for deep thought 
as to. the teaching in their universities. ie 

From a_ practitioner’s point of view it cannot be too 
strongly put, and ought to be an accepted axiom, that no 
artificial delivery should be attempted until there is full 
dilatation of the os. If Nature fails, Champetier de Ribes 
bags or some other recognized method should be used to 
accomplish that end before anything else is done. 

The position of the head should be clearly ascertained, 
and the passing of the hand, under an anaesthetic, is the 
simplest and least manipulative in the long run. When 
an occipito-posterior presentation is diagnosed it has to 


be rectified. The case has already been considerably 
delaved. If the head is rotated bimanually there is always 


the chance of its returning, for Nature placed it so, and 
the cause not being rectified must make it liable to recur. 

In a patient with a reasonably sized brim, surely with 
the hand already there the easiest and safest method 
would be to bring down a leg and turn. LT am very much 
surprised that Drs. Miller, Hendry, and Shaw in their 
addresses have not mentioned turning; it is certainly 
scientific, and puts Nature at its best. The bones of the 
head in descent will be compressed from below, causing 
folding over of the edges of the parietal bones, giving 
considerable room, and avoiding the tedious moulding 
spoken of, much to the benefit of the child and mother. 
With the head in the pelvis and the occipito-posterior 
position persisting, the head must be returned above ihe 
brim to rotate, and, having returned it, 1 should advocate 
bringing down a !eg every time—a very simple procedure, 
with little or no handling, and needing no force, only 
steady traction. 

Perhaps I am old-fashioned, but I have a great horror 
of the callous way in which a woman is left hour after 
hour fighting to produce the moulding of the head, which 
one would think must bruise and compress the child’s 
brain out of the normal shape, let alone making the 
woman’s soft parts oedematous and sodden, and facilitating 
the entry of germs. The mere fact that moulding is neces- 
sary shows an abnormal state of things. Even when the 
forceps are required for the after-coming head it is quite 
simple, and the head is again in the right position to 
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produce most folding over of the parietal bones. I think 
Nature points the way. A breech birth is a normal birth; 
why try to avoid it?—l am, etc., 


Wallington, Aug. 14th. A. Z. C. Cressy. 


DIET AND PUERPERAL SEPSIS. 

Sir,—In the discussion of the problems connected with 
maternal mortality [ have failed to notice what appears 
to me to be an extremely important possible cause of 
puerperal infection. 

If underneath the room in the house or nursing home in 
which a pregnant woman was awaiting confinement there 
ran a leaking sewer, she, her nurse, and her accoucheur 
would all insist on her going elsewhere in view of the risk 
ot imfection, 

In a high percentage of human beings under modern 
methdds of dietary the lower alimentary canal is somewhat 
in the nature of a sewer. Examination of the faeces 
demonstrates that in a very considerable number of cases 
septic organisms are present .in large numbers. What 
liappens, therefore, is that delivery takes place very often 
in close proximity to a possible source of septic infection. 

The mere giving. of an enema or a series of purgative 
medicines has been shown to be of very little efficacy in 
reducing the septic condition of the alimentary canal, while 
antiseptic drugs have proved to be equally valueless. The 
wiser method of diminishing these organisms is by a 
sufficiently long course of dieting designed so that no food 
should be provided suitable for the organisms that we wish 
to get rid of. . 

Roughly speaking, the alimentary canal ef a horse or a 
cow out on grass is free from dangerous micro-organisms, 
although the alimentary canal is considerably elongated in 
these animals. In carnivorous animals Nature gets over 
the difficulty of the dietary by extensively shortening the 
intestines. In the human animal, however, the intestine 
is similar in length and character to that of the frugi- 
vorous anthropoids. The lower intestine has a tendency, 
therefore, to become an infected sewer when constipation 
and flesh eating are associated. 

The surgical method is to remove this piece of intestine. 
The more natural method is to use a dietary by which 
infection is avoided. In countries where coarse cereal 
foeds and plenty of oil and salads ave used the addition 
of 2 small amount of meat is unimportant, but in 
countries like England where most of the foods are ultra- 
refined, and where a high proportion of stall-fed fattened 
beasts’ meat is eaten, constipation is very prevalent, and 
a septic condition of the lower intestine follows. 

Dietary, therefore, in childbirth is a matter of supreme 
importance in the prevention of puerperal sepsis. Meat 
should be eliminated from it, salads and vegetables should 
be used largely, furmety and similar cereal dishes should 
replace the finer preparations of oat and wheat, oil and 
butter should find a considerable place, while the proteins 
should be obtained from cheese, milk, and nut foods 
during the whole period a mother is carrying her baby.— 
J am, etc., 


London, W.2, Aug. 13th. Jostan OLDFIFLD. 


INSECT BITES AND RHEUMATISM. 

Sir,—I am anxious to secure the co-operation of medical 
practitioners throughout the country in obtaining informa- 
tion regarding children who are badly bitten by insects at 
this time of the year. 

I believe such children, especially those whose bites 
develop into sores, are the very ones who are predisposed 
to acute rheumatism and chorea. These children do not 
drink milk, either on account of poverty, or dislike, and 
unfortunately at the same time aggravate this lack of lime 
food by having a perverse appetite for acids like vinegar 
or lemons. The latter part of the summer is the time when 
the children are badly bitten by fleas, sand-fleas, harvest 
bugs, and midges, and it is within the next month the 
cases of acute rheumatism and carditis tend to show 
themselves. 

It is interesting to note that the areas in which the 
human flea flourishes are coincident with those of acute 


rheumatism, the tropics being free from both. One cannot 
help being struck by the fact of the periodicity in the 
viciousness of most of these insects, including fleas. Per- 
sonally I feel convinced that the course of acute rheumatism 
is more that of a disease due to a protozoon than one due 
to cocci, and I have made the suggestion that the Aschoft 
bodies are probably the encysted forms of the protozoon 
responsible for acute rheumatism, though it is only fair to 
say that Professors Nuttall and Kettle are not prepared to 


accept my hypothesis. 


I shall be very grateful to readers who will be so kind as 
to collect information for me on these lines and write to me 


on the subject.—I am, etc., 


G. Arsour STEPHENS, 
61, Waiter Road, Swansea, Consulting Cardiologist, King Edward 
Aug. 18th. VII Welsh National Memorial. 


SEA-SICKNESS. 

Sir,—There has been considerable correspondence lately 
in the Journal on the subject of sca-sickness (June 23rd, 
p- 1089, etc.), and [ am surprised that no one has mentioned 
the respiratory disturbance associated with this malady ; 
I believe it is the most important factor in precipitating 
an attack. 

Sea-sickness is largely a question of temperament, and 
those who are most prone to it belong to the nervous, or 
nervo-bilious type of constitution. It is people of this class 
who, under appropriate emotional excitement, give a 
‘‘ sigh of relief,” a ‘‘ gasp of astonishment,” a ‘‘ cry of 
joy,’”’ a ‘‘ scream of terror,’’ all of which are accompanied 
by abnormal respiration, Likewise, these people feel 
nausea from excitement, apprehension, suspense, or at 
horrifying sights; also, they hold the breath whilst run- 
ning, or carrying heavy wejghts for a short distance, In 
all these instances, and I could mention many more, 
respiration does not flow in the usual rhythm. With 
people of this type altered respiration is one of the ways 
of giving expression to emotion. The nerve centres of 
vomiting and respiration lie close together in the medulla, 
and rapid respiration will relieve nausea, whereas it is 
aggravated by lessened and irregular breathing, thus 
showing the reaction of one centre upon the other. 

When an individual of this type is going to cross the 
Channel it may be noticed that as the boat train 
approaches the harbour he tends to become silent, or to 
express anxiety as to the condition of the sea; he will 
become, possibly, a trifle pale and have an altered look in~ 
the eyes, and his respiration, if it could be measured, 
would show that it has lost its easy rhythm. It is little 
wonder that he ascends the gangway (perhaps with a 
heavy suitcase in his hand -to accentuate respiratory 
trouble) with the nausea of apprehension and excitement 
at his epigastrium, and that with the first few pitches or 
rolls of the boat, with consequent ‘‘ catchings of the 
breath,’”’ his collapse is complete. The nausea of appre- 
hension has been converted by the respiratory trouble into 
active retching or vomiting. 

Sea-sickness is a complex in which various other nerve 
centres become involved ultimately; thus, the frequent 
retchings cause the entrance of bile into the stomach and 
gastric hyperacidity, resulting in vertigo and depression 
of the general circulation with all their consequences. 
There is no need to lay too much stress upon the action 
of tho vestibular centre, or upon altered blood circulation 
in the liver, as these are brought only into play after an 
attack of sickness has been excited. The vast majority of 
attacks commence before, or at latest as soon as, the ship 
starts to pitch and roll, and I have known of vomiting 
taking place before going on board. As one of your corre- 
spondents points out, sickness at sea and mal-de-mer 
are not necessarily the same thing, but the latter with all 
its graver symptoms is tho follow-on of the former, if 
continued. 

Proneness to the malady is, no doubt, a very variable 
quantity, but I am disposed to maintain that the onset of 
abnormal respiration is the determining factor. Persons 
endowed with sangfroid preserve normal respiration under 
all abnormal conditions, and so escape sea-sickness; and are 
pronounced good sailors. However, this gift occasionally 
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fails them during very stormy weather, and they become as 
other men. The recovery from sea-sickness after being at 
sea for a few days can be explained by the sufferer having, 
at last, acquired the art of maintaining normal free 
respiration under all conditions of sailing; and, like most 
acquired arts, it is never quite lost again, but stands in 
good service in future voyages. In turn, the self-confidence 
gained hinders the onset of the nausea of apprehension— 
so fatal on starting a voyage at sea. 

People who are prone to sea-sickness cannot do better 
than go below immediately after embarking, and lie supine 
in an airy cabin, or saloon, covering themselves with a rug 
to counteract the chilly feeling that generally precedes 
sickness. The pitch and roll of the boat is much less below 
deck. The eyes should be closed so as to exclude ceular 
impressions, and the mind should be concentrated upon 
the occupation cf maintaining regular, normal breathing 
throughout all conditions of sailing. This course of action 
has a most calming effect upon both body and mind, and 
will secure a comfortable passage to many a sufferer. The 
tendency to gasp at every pitch and roll soon subsides, and 
the mind being usefully occupied dispels the nausea of 
apprehension. The supine position should be kept until 


the ship is really in calm water, or even until the anchor 


is cast, if the sea voyage be of a few hours’ duration only. 
When the voyage is going to last for some days, rest in 
bed must continue until the art of breathing normally 
under all conditions has been acquired. : 
It is scarcely needful to say that individuals of the type 
referred to should take no food during the two hours 
before going on board, and, if the vovage be short, should 
continue to fast until on shore again.—I am, etc., 


Stroud, July 23rd. J. A. Buarr, M.D., D.Sc. 


PATHOGENESIS OF ACUTE PRIMARY GLAUCOMA. 

S1r,—The circulation of the blood in the iris in the intact 
eyeball of the pithed toad can be observed under the 
microscope. 

The method consists in cutting away a portion of the 
upper jaw round the eyeball, reflecting the lower evelid, 
and placing the toad on the stage of the microscope. A 
low power of the microseope can be used. Light is thrown 
through the edge of the eyeball by mirror and condenser. 
The inner edge of the iris can ‘be focused and easily seen 
as adjacent to a blue violet colour in the pupil of the eve. 


~The blood can then be seen circulating in the vessels’ ef 


the iris. 

The way is now open for direct observation and measure- 
ment of blood pressure along the lines indicated in the 
reeent paper by Leonard Hill on the capillary blood 
pressure in relation to oedema and cerebral and_ intra- 
ecular pressure.'—I am, etc., 


Halesowen, Aug. 7th. James M. McQuren. 


ACUTE NEPHRITIS. 
Sir,—In the report of the proceedings of the Section 
of Medicine, held at Cardiff on July 27th (British Medical 


Journal, p. 298), the opinion is attributed to me that 


“acute nephritis’ is ‘‘ almost certainly the result of 
a toxin. I did not say this; and I did not and do not 
think this. All the argument I offered indicates that 
physical causes, even in the non-pregnant as in the 
pregnant, play a much larger part in the genesis of ‘ acute 


-nephritis’’ than physicians of te-day conceive. Indeed, 


in considering the ctiology of acute nephritis, in spite 
of the evidence, physical conditions are almost universally 
ignored. It is a curious fact that the effect of the passage 
of blood through capillaries, only possible in virtue of the 
existence and play of physical forces, recognized in the 
class-room of some importance for the well- 
ing of tissue cells, should, in the domains of imedicine 
and obstetrics, whether at the bedside or in the post- 
mortem room, be so completely passed by.—I am, ete., 


R. H. Paramore. 


Rugby, Aug. 18th. 


SHOCK IN BLACK RACES. 
_ Sre,—I would like to add my support to Dr. S. M. 
Dickson’s statement in your issue of March 24th (p. 524). 
In my experience the black man stands surgical shock in 
a most remarkable manner. During the great war 1 had 
the opportunity of seeing large numbers of wounded 
Europeans, Indians, and Africans, and [ would certainly 
place the African first as regards his powers of resistance 
to surgical shock. With medical cases the position is 
entirely changed, and if the patient is kept in bed for any 
length of time he gives in and dcies.—I an, etc., 
N. P. F.R.C.S.1. 
European Hospital, Nairobi, June 20th. 


Obituary. 


GEORGE EDWARD WHERRY, M.Curr., F.R.C.S., 
Consulting Surgeon, Addenbrooke's Hospital, Cambridge. 
Tue death of G. E. Wherry in Switzerland, where he had 
delighted to climb, will recall their Cambridge days to 
many generations of men now immersed in life on less 
pleasant lines, and a number of active surgeons in London 
who have examined at Cambridge will feel regret for the 
pleasant and kindly host who always entertained them 
on the eve of their labours. In the middle of July he 
went abroad in good spirits, and, after staying on the way 
at Wiesbaden, reached Zermatt, where he was suddenly 
taken ill with acute abdominal symptoms, and died, nine 

days later, on August 12th. , 

Born on December 31st, 1852, at Bourne in Lincolnshire, 
George Edward Wherry was educated medically at St. 
Thomas’s Hospital, taking the Membership of the College 
of Surgeons in 1873 and registering on February 10th, 
1874 after reaching the age of 21; in the Medical School 
he was for a time an assistant demonstrator of anatomy. 
In 1874 he was elected house-surgeon to Addenbrooke's 
Hospital, a post then much sought after, as it was 
compatible with taking a degree at the University; he 
accordingly became a member of Downing College, of which 
he was, naturally much to his gratification, last autumn 
elected an Honorary Fellow in recognition of his long 
services to medical education in the University. During 
his three years at Addenbrooke’s he had as fellow resident 
Dr. William Ewart, and began a life-long friendship with 
Dr. Henry Guillemard, who has provided some of the 
information here utilized. In 1878 he took the degrees 
of B.A. and M.B., and was nominated by Sir George 
Humphry as his deputy at the hospital. The next year 
was remarkable for a number of successes; he proceeded 
by examination to the higher degree of Master of Surgery 
(M.C., changed after the war to M.Chir.), being the 
fifteenth to receive this degree, which had been established 
in 1862, took the final F.R.C.S., and on November 24th 
was elected surgeon to Addenbrooke’s, an additional 
surgeoncy having found necessary. With the very 
short interval wn 1878 he had therefore served the hospital 
for forty-one years when he retired in 1915 on account 
of age, and was elected honorary consulting surgeon. Soon 
after his appointment to the hospital he initiated an 
ophthalmic out-patient department, which became ex- 
tremely popular. From 1884 to 1911 he was University 
lecturer in surgery, undertaking operative surgery and 
clinical instruction. After the death, in 1915, of Howard 
Marsh, who was professor of surgery from 1903 to 1915, no 
successor was appointed, and Wherry was a most efficient 
and popular supervisor of the surgical examinations until 
his retirement a year ago, when he was succeeded by Dr. 
H. B. Roderick. On October 17th last the examiners whe 
had worked with him spontaneously showed their appre- 
ciation by a testimonial and a friendly dinner in London, 
when he entertained them with a speech full of humorous 
reminiscences. 

His medical writings, though neither voluminous nor very 
numerous, were of rather special interest, such as DPre- 
ventive Surgery (1895), Alpine Notes and the Climbing 
Foot (1896), On Spiral Growth (1898), Why both Legs are 
of Equal Length (1901), The Horns of Animals (1902). 
Some of these were reprinted in Notes from a Knapsack 
(1909), with some general essays, including speculations 
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about the use of certain spiral horns for hearing purposes, 
the rising posture of ungulate animals, and the touching 
mania. Others of his essays were on curious out-of-the-way 
subjects, such as ‘‘ The ears of Buddha,”’ and ‘‘ Rings under 
the eaves of old houses ”’ in order to fit the thatch-hooks to 
remove the thatch if the house caught fire. Charles Lamb was 
a special favourite of his, and in 1825 he edited a charm- 
ingly written and illustrated little volume, Cambridge and 
Charles Lamb, telling the story of six Cambridge Charles 
Lamb dinners, held between 1909 and 1914, at the first 
of which he was in the chair, and made a most admirable 
speech in the manner of Lamb. The volume also contains 
his accounts of George Dyer, the friend of Lamb and 
protege of Dr. Anthony Askew; of William Frend, best 
known from Lamb’s verse as ‘‘ Dyer’s Frend’’; and of 
Charles Savle, who did much to start these Lamb dinners. 
An Alpine climber since 1880, he was on the committee of 
the Alpine Club and wrote in the Alpine Journal; his last 
contribution, in 1925, was a sympathetic ‘** In memoriam ”’ 
notice of A. D. Godiey, Public Orator at Oxford, his brilliant 
friend and companion on many climbing expeditions, both 
in the Lake District and in the Alps. 

Wherry was tal, spare, and active, and to the last an 
enthusiastic walker. In his early days he was a runner, 
and indeed mentioned in his lectures how he once ruptured 
the quadriceps extensor in a race. He was a genial and 
interesting companion, full of information about anti- 
quarian and biographical history of Cambridge and the 
neighbourhood, well read, and apt at quotation. H. R. 

Sir Cartes sends us the following tribute to 
his old friend: 

George Wherry was my senior in the profession by a 
few years. When I was a student at St. Thomas’s Hos- 
pital IT occasionally spent week-ends up at Cambridge, the 
attraction being a visit to the wards at Addenbrooke’s with 
Sir George Humphry. Wherry was then assistant surgeon, 
and my friendship with him dates from these Cambridge 
visits. His personality was very attractive. He was shy, 
reserved, gentle, unselfish, self-effacing, and affectionate. 
The fairy queens that ruled his life were not the busy 
elves—gain, fashion, pleasure, power—‘ to whose domain 
helongs the nether sphere, the fleeting hour.’? He let 
them go, ** without one envious sigh, one anxious scheme.”’ 

Wherry had a great interest in the progress of surgery, 
especially in his own university, but his thoughts on this 
subject were uttered only in the privacy of an atter-dinner 
talk and in the presence of an appreciative friend. Even 
then his conversation was gay, modest, and impersonal, so 
that his hearer would hardly know that he was a surgeon 
living at Cambridge. I am convinced that had Wherry 
heen attached to a London hospital his character and 
attainments in general learning would have won for him 
a high position in the profession of surgery. But Wherry 
was an English gentleman who played the game of life 
manfully. 

Wherry possessed a great sense of humour. He was 
a charming host, and his conversation, punctuated with 
wit and wisdem garnered from many sources, was 
delightful to listen to. Seldom | think he was conscious 
of quotation from prose or poetry. His memory was 
so good that the illustration of an argument or a jest in 
this way came naturally to him. Well, for me Lycidas is 
dead, and I am a better man since I have had the privilege 
of claiming Wherry as a friend. Some men are remem- 
bered less for what they have done than for what they 
were. Their influence persists in the lives of those who 
knew them, purifying motive and encouraging virtue. 
Such a man was my friend, 


WILLIAM SMITH SYME, M.D., F.R.F.P.S., 
Surgeon, Glasgow Ear, Nose, and Throat Hospital, and Lecturer in 
the University of Glasgow. 

We regret to announce the death of Dr. W. S. Syme, sen., 
of Glasgow, which occurred at Abersoch, North Wales, 
where he was on holiday, on August 14th; he was well 
known in Glasgow as a specialist and university teacher in 
diseases of the ear, nose, and throat, and in Carlisle, where 

he had practised as a consultant for many.vears. 
William Smith Syme was a native of Newfoundland, 
and received his medical education at the University: of 


Edinburgh, graduating M.B., C.M. in 1891, and proceed- 
ing M.D. seven years later. In 1918 he was admitted te 
the Fellowship of the Royal Faculty of Physicians and 
Surgeons of Glasgow. For some months after graduating 
he worked as an assistant in Crewe, and afterwards com- 
menced general practice at Gamlingay, in Cambridgeshire. 
In 1903, however, he removed to Glasgow in order to bring 
himself nore into contact with the scientific side of medicine, 
and, although he had not vet developed a decided preference 
for any specialty, he undertook a good deal of clinical 
work at the Ear, Nose, and Throat Hospital. Subse- 
quently he resolved to devote himself to this braach, and 
practised as a consultant in Carlisle, and afterwards in 
Dumfries also, while continuing his werk in Glasgow, where 
he made steady progress. In 1917 he was appointed 
surgeon to the Ear, Nose, and Throat Hospital, and three 
years later he became lecturer in diseases of the nose and 
throat in the University of Glasgow, and surgeon for 
diseases of the nose and throat in the Western Infirmary, 
Glasgow. He was also consulting aurist and laryngologist 
to the Roval Hospital for Sick Children, Glasgow. 

Dr. Syme played an active part in professional affairs, 
notably on the scientific side. He was one of the founders 
of the Scottish Otological and Laryngological Society, 
aud acted for many years as its honorary secretary and 
treasurer. In the British Medical Association he was 
honorary secretary of the Section of Laryngology at the 
Annual Meeting in 1922 at Glasgow, and a vice-president 
of the Section of Otology and Laryngology in 1924 at 
Bradtord. He served also as chairman of the Glasgow 
Central Division from 1923 to 1925, and his colleagues 
in the Border Counties elected him an associate member 
of their Branch. A Fellow of the Royal Society of Medicine, 
he was, at the time of his death, president-elect of the 
Laryngological Section. He made numerous contributions 
to medical journals, and was the author of the well- 
known Handbook of Diseases of the Nose, Throat, 
and Ear, published in 1820. With his wide professional 
activities he found time also for the cultivation of other 
interests. He was a Fellow of the Royal Society of 
Edinburgh, and had been president of the Ruskin Society 
in Glasgow. His eldest son, Dr. W. 8S. Syme, jun., has 
for several vears been working with his father as an 
assistant in the Kar, Nose, and Throat Hospital, and the 
throat and nose department of the Western Infirmary, 
Glasgow. 


THE LATE DR. W. J. HOWARTH. 
Dr. Cuaries Porter, late medical officer of health, 
Johannesburg, sends us the following personal appreciation 
of Dr. W. J. Howarth, of whom an obituary notice 
appeared in our issue of June 23rd (p. 1091). 

Following so soon after the death, of the late Dr. James 
Wheatley it is sad to ask indulgence for a last brief tribute 
of warm regard and respect for another old and valued triend, 
the late Dr. W. J. Howarth, ex-president of the Society of 
Medical Officers of Health. That friendship dated from 1905, 
when he worked with me in Stockport, both before and after 
taking his D.P.H., for nearly a year, whenever opportunity 
offered. His facility for making friends and his loyalty m 
keeping them, his notable ability and cheery keenness and 
confidence, foreshadowed the rapid success and advancement 
which characterized his work in Bury, Derby, the county of 
Kent, culminating in his appointment to the City of London, 
and one hoped for further achievement and honours for him. 
But that has gone with him, and while sympathizing deeply 
with these he has left, and lamenting the long and distressing 
tragedy of illness which ended his fine career, one cannet help 
recalling, in the circumstances, Wordsworth’s lines : 

“Why should we weep, to sorrow cling, 
When thankfulness were best!” 


Dr. Warrer Metvitix, who died at the Royal 
Southern Hospital, Liverpool, on July 22nd, at the age 
of 24, after a short illness following an operation for 
appendicitis, was a native of Barrow-in-Furness. He 
received his medical education at the University of Liver- 
pool, where he was also a student of dentistry, and gradu- 


ated B.D.S. with honours in 1926 and M.B., Ch.B. in 


| 
| 
| 
| 
| | 
] 
| 
| 
| 
| 
| 
| 
| 
| | 
| 


860 Ava. 25, 1928] 


THE SERVICES. 


« .. Tur 
Mepicar Journnan 


1927, having earlier in that year obtained the diplomas 
M.R.C.S. and L.R.C.P. In October jast he was appointed 
tutor in dental surgery at the University of Leeds, but, 
having a preference for general surgery and desiring to 
specialize in such work eventually, he relinquished this 
post to become resident house-surgeon at the Royal 
Southern Hospital, Liverpool, where he was working at the 
time of his death. He was a member of the British Medical 
Association. Dr. Melville was a keen student of literature 
and of the drama; he was devoted to al! kinds of out- 
of-door exercise, but particularly to the sca, having an 
intimate knowledge of ships and shipping, and showing 
considerable skill as a yachtsman. The interment took 
place at Rampside, near Barrow-in-Furness, on July 25th, 
the bearers being all members of the medical profession. 


Dr. Artavur Davin Yuze, who died at Arbroath on July 
23rd at the age of 53, had been in practice in that town 
for about twenty-five years and had been medical officer 
of health since 1911. He received his medical education 
at the University of Edinburgh and University College, 
Dundee, graduating M.B., Ch.B.Edin. with honours in 
1896, and B.Sc. in public health two years later. He was 
subsequently appointed house-surgeon at Leith Hospital, 
and later became resident physician successively at Leith 
Fever Hospital and at the Paddington Green Children’s 
Hospital, London, afterwards settling in Arbroath. There 
he built up an extensive practice and was appointed surgeon 
to the Arbroath Infirmary, becoming medical officer of 
health for the burgh seventeen years ago. He was a 
member of the British Medical Association. Dr. Yule had 
recently been particularly busy in connexion with the 
epidemic of small-pox which had broken out in the town, 
and it is believed that the discharge of the specially 
heavy duty which this entailed was largely responsible for 
the onset of his illness. His is survived by his widow and 
three children. The interment at the Western Cemetery, 
Arbroath, on July 25th, was attended by a large number 
of the general public and of representative persons, 
including the provost and magistrates of the burgh. 


Dr. Grorcr McKaneg, who died at Cleethorpes 
on July 26th in his eighty-first year, had been in practice 
for nearly half'a century, and retired only three or four 
years ago. A native of Hexham, he qualified as a chemist 
before beginning his medical studies at Newcastle-on-Tyne. 
In 1875 he obtained the diplomas L.R.C.P. and L.M.Ed. 
and L.R.F.P.S.Glas., and commenced practice at Byers 
Green, Durham, removing later to Leeds and subsequently 
settling in the Grimsby district. The last twenty years of 
his active life were spent at Waltham, near Grimsby, 
where he conducted 2 large country practice and held the 
appointment of medical officer of health to the Grimsby 
Rural District Council. Dr. McKane was a man of strong 
personality, and possessed a cheerful and sympathetic dis- 
position which made him a popular figure with the country 
people among whom he worked and whose confidence he 
enjoyed to a marked degree. He was for long a member 
of the British Medical Association. His two sons are both 
in the medical profession, and held commissions in the 
Royal Army Medical Corps during the war. 


Mr. Marsnart Oaxpen, who died on August’ 


12th in his 42nd year, and who had been medical super- 
intendent of St. Luke’s Hospital, Lowestoft, for the past 
six years, was educated at the King Edward VI Grammar 
School, Retford, and the Nottingham High School, pro- 
ceeding as a foundation scholar to Peterhouse, Cambridge, 
where he took first-class honours in- the Natural Sciences 
Tripos. He then entered St. Thomas’s Hospital with a 
scholarship, and subsequently gained the Bristowe medal. 
In 1913 he graduated M.B.,._B.Ch.Camb., and was admitted 
a Fellow of the Royal College of Surgeons of England, 
having obtained the diplomas M.R.C.S. and L.R.C.P. two 
years, earlier. After serving as casualty officer, house- 
surgeon, resident anaesthetist, and clinical assistant in 
the ear department at St. Thomas’s he was ‘appointed 


resident assistant surgeon and surgical registrar at St. 
George’s Hospital. During the war he held a commission 
in the Royal Army Medical Corps, serving in the acting 
rank of major in Salonika as a surgical specialist. In 
1919 he was appointed orthopaedic surgeon at Springfield 
Park Ministry of Pensions Hospital, Liverpool, and in the 
following year became senior assistant surgeon at Queen 
Mary’s Hospital, Carshalton. On the inauguration by 
the Metropolitan Asylums Board in 1922 of St. Luko’s 
Hospital, Lowestoft, for the treatment of surgical tuber- 
culosis in adults Mr. Oakden was appointed medical super- 
intendent, an office he held until his death. He was a 
Fellow of the Royal Society of Medicine, and-an active 
member of the Norwich Medico-Chirurgical Society and the 
British Orthopaedic Association, and only a few weeks ago 
was elected chairman of the North Suffolk Division of the 
British Medical Association. At the interment, which was 
attended by a large number of his professional brethren 
and others, the Association was represented by Dr. W. 
Tyson. A colleague writes: Oakden was doing excellent 
surgical work at St. Luke’s Hospital, and there is little 
doubt that his close application to the many-sided duties 
of the responsible post which he held had a deleterious 
effect on a constitution which did not appear too robust. 
When he could be induced to speak at a medical meeting 
he impressed those present by the soundness and wide range 
of his knowledge. Those who had the privilege of his 
friendship knew how loyal and straight he was in all his 
dealings and how behind his quiet and reserved manner was 
a rich fund of humour. He had a well-stored mind, and 
found his chief recreation in books and in music. He will 
be sadly missed. 


The Services. 


HONORARY PHYSICIANS AND SURGEON TO 

THE KING. 
Tue King has approved of the appointment of Lieut.-Colonel 
R. McCarrison, C.I.E.. and Lieut.-Colonel W. H. Leonard 
of the Indian Medical Service to be honorary physicians to 
His Majesty, with the brevet rank of colonel, in succession to 
Colonel C. R. Bakhle and Major-General A. A. Gibbs (retired). 
Lieut.-Colonel G. D. Franklin, C.1.E., O.B.E., 1I.M.S., has 
been appointed honorary surgeon to His Majesty, with the 
brevet rank of colonel, in succession to Colonel R. W. Knox, 
D.S.O.(ret.). 


. DEATHS IN THE SERVICES. 

Dr. Henry Pottinger Keatinge, C.M.G., died at Regent 
Road, Jersey, on June 2ist, aged 67. He was the son of 
General R. H. Keatinge. V.C., and grandson of the Right Hon. 
Richard Keatinge, Judge of the Irish Probate Court. He was 
educated at Uppingham, at Guy’s Hospital, and at Durham 
University, where he graduated with honours as M.B. in 1883, 
also taking the diploma of M.R.C.S. in 1883, and subsequently 
obtained the F.&.C.S. in 1908. From 1884 to 1890 le served 
in the Egyptian Army, taking part ‘in the Nile campaign of 
1885, and in several other actions on the Egyptian frontier, 
gaining the Egyptian medal, with three clasps, the Khedive’s 
bronze star, and the Order of the Osmanieh (4th class). In 
1890 he was appointed to the Egyptian Government. Medical 
School at Cairo, and to the Kasr-el-Ainy Hospital, of both of 
which he subsequently became director. In 1913 he received 
the C.M.G. During the war he was at the head of the 
Kasr-el-Ainy Hospital, was mentioned in dispatches, and 
received the Order of the Medjidieh (2nd class). He retired 
in 1919, when he was given the Order of the Nile (2nd class). 
He was a corresponding member of the Zoological Society, an 
honorary Fellow of the Royal Academy of Medicine in Ireland, 
a member of the Egyptian Institute, and of the Garrick and 
Flyfishers’ clubs. 


Colonel Robert Wallace Wright, C.M.G., Army Medical 
Service (ret.), died at Totton, Southampton, on June 20th, 
aged 64. He was born on October 5th, 1863, educated at 
St. George’s, and took the L.R.C.P.Lond. in 1885 and_ the 
M.R.C.S. in 1886. Entering the army as surgeon on July 28th, 
1886, he attained the rank of colonel on March Ist, 1915, in 
the long list of war promotions on that day, and retired on 
March 14th, 1919, when acting as a D.D.M.S. He served 
throughout the great war, was thrice mentioned in dispatches, 
in the London Gazette of June 15th, 1916, January Ist, 1917, 
and December 24th, 1917, and received the C.M.G. in 1917. 
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MEDICAL NEWS. 


Jorma, 961 


Lieut.-Colonel Walter Taylor Finlayson, D.S.O., Indian 
Medical Service, died on board the P. and O. ss. China on 
June 10th. He was born on July 14th, 1877, educated at 
Melbourne University and St. Mary’s Hospital, and took 
the M.R.C.S. and L.R.C.P.Lond. in 1903. Entering the I.M.S. 
as heutenant. on January 30th, 1904, he attained the rank of 
lieutenant-colonel on July 20th, 1923. He served in the recent 
great war, and received the D.S.O. on January Ist, 1918. He 


was in civil employment in the Jails Department in the 
ae and was on his way out from furlough when bis 
death took place. 


Medical Aetus. 


LIEUTENANT-COLONEL C. T. SAMMAN, R.A.M.C.(ret.), has 
been elected Master of the Society of Apothecaries of London 
for the ensuing year. 

THE first National Glass Convention is to be held at 
Bournemouth from September 19th to 22nd, when there 
will be discussions on the organization of the glass industry 
and a conference on the legislation concerned. The pro- 
granime of the conference may be obtained from Mr. Geoffrey 
Marchand, M.A., Glass Manufacturers’ Federation, Aldwych 
House, W.C.2. 


A PUBLIC health congress and exhibition, organized under 
the auspices of the various associations representing municipal 
and other local authorities, will be held in the Royal Agri- 
cultural Hall, London, in the week beginning on Monday, 
November 19th, when the opening ceremony will be performed 
by Mr. Neville Chamberlain, Minister of Health, who, as 
president of the congress, will afterwards address the dele- 
gates. ‘The congress is designed to bring together all public 
health authorities and all interested in social welfare work, 
and the organizing committee, under the chairmanship of 
Sir Frederick Willis, has secured the co-operation of many 
distinguished workers in the field of public health. Sir George 
Newman will give an address on the opening day on the 
purpose of the public health services. On the following day 
Sir Walter Fletcher will discuss research in public health, 
and Mr. C. Hubert Bond will deal with local organization for 
the prevention and treatment of mental disorders. On Friday, 


‘November 23rd, Dr. W. M. Willoughby, medical officer of 


health for the City of London, will give an address on food 
protection, and on the same day Mr. R. H. P. Orde, of the 
British Red Cross Society, will speak on the construction and 
equipment of hospitals. Housing, the smoke problem, milk 
supply. water supply, sewage, and town cleansing will also 
be discussed. 

THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that an intensive course of two weeks’ 
duration will commence on Monday, August 27th, at the 
Queen Mary’s Hospital, Stratford, E.1. Instruction will be 
given in all departments of medicine, surgery, and the 
specialties. Copies of the syllabus may be obtained from 
the secretary of the Fellowship of Medicine, 1, Wimpole 
Street, W.1, who will also supply information concerning 
other forthcoming special courses. 

THE fourteenth annual conference of the National Associa- 
tion for the Prevention of Tuberculosis, which is to be held 
in the British Medical Association House, Tavistock Square, 
London, on October 15th and 16th, will be attended by a 
number of Canadian medical officers who are visiting Europe 
to study tuberculosis work. Sir Arthur Stanley will preside, 
and the principal speakers in the first day’s discussion, on 
** The occurrence of tuberculosis among primitive peoples,’’ 
will include Dr. R. C. Ferguson (Saskatchewan), Dr. Vassal 
(Annam), and Professor S. Lyle Cummins. The subject 
for the second day’s proceedings will be ‘‘The principles 
underlying a scheme of anti-tuberculosis measures in any 
country,’’ and the opening speakers will be Sir Robert 
Philip, Dr. Howard Holbrook (Canada), and Dr. G. Lissant 
Cox. A dinner in honour of the Canadian visitors will be 
given in the Savoy Hotel on the first day of the confer- 
ence. The proceedings are open to all persons interested 
in tuberculosis, the fee for membership of the conference 
being £1 1s. Full information may be had from the secre- 
tary of the Association, 1, Gordon Square, London, W.C.1. 
Recently the association announced the publication of a 
new series of poséers designed to assist organizations and 
individuals in antituberculosis work. These posters are 
eminently suitable for display in schools, hospitals, and 
dispensaries, public buildings and workplaces; most are 
printed in colour.. Each embodies either a simple, direct 
message of advice on preventive methods or an appeal for 
support in the general campaign. A number of the posters 
have been prepared in postcard form. Another educational 
activity is the creation of a caravan service with three motor 
vehicles, each carrying a medical practitioner as lecturer, 


with a cinema, supplies of films, posters, charts, photographs, 
and other material for a small tuberculosis exhibition. These 
units are placed at the services of local authorities, etc., 
throughout’ Britain, and requests for co-operation will be 
welcomed. A leaflet illustrating the association’s posters 
and giving details of the caravan educational service may 
be had on application to the address given above. 

THE total number of cases of paratyphoid fever under treat- 
ment in London on August 22nd was 119; fresh cases having 
been reported to the Metropolitan Asylums Board during the 
past few days from Kensington, Fulham, Lambeth, Lewisham, 
Islington, Shoreditch, Stepney, and Hackney. 

WE have been asked to direct the attention of medical 
practitioners to an advertisement which appears in this issue 
relating to ‘‘ The Retreat,’’ a maternity home for unmarried 
mothers, with a baby home attached, owned by the National 
Free Church Women’s Council, but in practice undenomina- 
tional. The home is conducted in accordance with the 
requirements of the Ministry of Health, from which it 
receives an annual grant. Girls are expected to remain in 
the home for at least six months, and nominal fees are 
charged. Full information may be obtained from the Super- 
intendent, 19, Ross Road, London, 8.E.5. 

THE July issue of the Kenya and East African Medical 
Journal contains'a report of an investigation into animal 
nutrition in Kenya, the supervisionof which was undertaken 
by Dr. J. B. Orr, director of the Rowett Research Institute, 
Aberdeen. Ove conclusion reached was that, in areas where 
the pasture is deficient in minerals, an increased rate of 
growth in lambs and calves, and a better yield of milk in 
cows, can be obtained by feeding with appropriate mineral 
mixtures. The issue also contains an article on the control 
of bilharzia disease, by Dr. F. G. Cawston; and an account 
by Dr. A. R. Paterson of the organization of antimalarial 
work in the Federated Malay States. 

THE Ministry of Health has issued a circular (No. 911), 
referring to the scheme for the investigation of the causes of 
maternal death outlined in Circular 888, of which a summary 
was published. in the Jowrnal of April 28th (p. 729), and 
stating that the Minister understands that some maternity 
and child welfare authorities are in doubt as to how they can 
obtain particulars of maternal deaths occurring in their areas. 
It is pointed out that under Section 28 of the Registration of 
Births and Deaths Act, 1874, a sanitary authority can obtain 
from the registrar, on payment of the prescribed fees, returns 
of ‘such particulars, which, it is understood, may also be 
obtained by a county council. The circular suggests that 
each local authority whose medical officer of health has under- 
taken responsibility for this investigation should make the 
necessary arrangements with the registrars in their areas. 

AN appeal has been issued for support for the Incorporated 
Soldiers and Sailors’ Help Society. Founded thirty years 
ago, the society has been faced with heavy responsibilities, 
particularly since the war, when it organized the Lord 
Roberts Memorial Workshops to provide for the training and 
employment of disabled ex-service men. In addition, large 
numbers have been helped with grants of money or clothing, 
or with work, or otherwise, and in all assistance has been 
given to over 900,000 ex-service men. The society depends 
entirely upon the response to its own appeals, receiving no 
assistance from any other organization. Donations should 
be sent to the chairman, Countess Roberts, at the head- 
quarters of the society, Room A, 122, Brompton Road, 8.W.3. 

Paton'’s List of Schools and Tutors, the thirty-first edition 
of which has just been issued, is intended to assist parents 
in the choice of schools suitable to their location, their 
preference in educational methods, and their pockets. Each 
school is included in a classified list and is also the subject 
of a brief descriptive note. The work also contains a list of 
scholarships and exhibitions, and a series of articles dealing 
with the preliminary educational requirements of the various 
professions and of certain other callings, with information 
regarding the prospects they offer. The price of the book 
is 5s. Copies may be consulted at many libraries and clubs 
in England, India, and the Dominions, and at British 
embassies and consulates abroad. 

THE second issue of Leprosy Notes, published quarterly by 
the British Empire Leprosy Relief Association, opens with 
an account by Dr. E. Muir of the organization of the 
campaign against the disease. Dr. Muir also contributes a 
note on the use of potassium iodide in leprosy, while Sir 
Leonard Rogers discusses the bearing on prophylaxis of 
recent advances in treatment. Dr. E. A. O. Travers 
describes the Tai Foong Chee treatment, which he states 
has been successfully employed for some years at the leper 
asylum at Kuala Lumpur. Tai Foong Chee is the Chinese 
name for Hydnocarpus anthelmintica, which is given in the 
form of a powder, with a small quantity of cannabis indica. 
Other articles deal with leprosy in the Southern Sudan, in 
Uganda, in the West Indies, and in India. 
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LETTERS, NOTES, AND ANSWERS. Lae 
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PrRoressor FRANCIS DE ToRDAY, who is senior physician 
to the children’s State asylum in Budapest, has published a 
pamphlet entitled Science of Disease in Childhood and the 
Protection of Children in Hungary, which gives an account of 
the hospitals and other institutions concerned with pediatrics 
in Butapest and elsewhere in Hungary. ‘The pamphlet con- 
tains also a description of the methods taken with regard to 
child protection in that country. It is published by the 
Royal Hungarian University, Budapest. 

Dr. HERMANN LUDWIG, professor of gynaecology at 
Erlangen, has been nominated an honorary member of the 
American College of Radiology, and Dr. Eric Hoffmann, 
professor of dermatology at Bonn, has been nominated an 
honorary member of the Spanish Dermatological Society. 


Letters, Notes, and Ansiuvers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mepicat Jourmat 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
Bertish Mepicat Journat must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 


The TELEPHONE NUMBERS of tlie British Medical Association 


and the Berrisa Mevicat Journat are AUSEUM 9861, 9862, 9368, 
and (internal exchange. four lines). 

The TELEGRAPHIC ADDRESSES are: 

of the Britisn Mepicat Jocrnat, Aitiology Westcent, 
London, 
FINANCIAL SECRETARY AND RUSINESS MANAGER 
(Advertisements, etc.), Articulate Westeent, London. 
MEDICAL SECRETARY, Mediseeran Westcent, London. 

Tho address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus 
Dublin; telephone: 62550 Dublin), and of the Scottish Office. 
7, Drumsheugh Gardens, Edinburgh (telegrams: Associate. 
Edinburgh; telephone 24361 Edinburgh). . 


QUERIES AND ANSWERS. 


OBSTETRICAL FORCEPS. 


| 7, E.”’ asks where the original descriptions can be found of 


Barnes’s and Deuman’s obstetrical forceps. 

*.* Mr. C.J. 8. Thompson informs us that Thomas Denman 
first described his forceps in his Introduction to the Practice of 
Midwifery, at page 357 of the 1895 edition. Robert Barnes 
originally described his instrument in his Lectures in Obstetric 
Operations, 1870, vol. i, p. 10. 


CHRONIC GLOSSITIS. 


“WN. B.”? wonld like suggestions for treatment in a case of chronic 
glossitis (two and a half years’ duration) in a young married 
woman of 30, the usual remedies, including an autogenous 
vaccine made from B. co’i. streptococci, Staphylocoecus albus and 
aureus—these organisms having been found in the intestine— 
fniling to give any relief. The yoy who is slightly neurotic, 
lind an attack of cystitis due to B. coli over six years ago. There 
is no specific trouble. 


RATE OF FLUID ABSORPTION BY THE Bopy. 

‘Dr. T. H. Brsuop (London) writes: In reply to Dr: A. H. Skinner’s 
‘inquiry (August 4th, p..227) regarding the absorption of fiuids 
under the skin and into the peritoneal cavity for the purpose of 
_replaciug the fluid loss in cholera, he may be interested to know 
that I employed the intraperitoneal route for saline perfusion 
during cholera epidemic work in Bengal from 1910 to 1914. Using 
a special trocar-cannula I found it possible to introduce from 
sixty to one hundred ounces in from ten to fifteen minutes: the 
rapidity of absorption could be noted by the early return of the 
peripheral pulse, which frequently happened in favourable cases 
before the entire quantity of the fluid had entered the cavity. 
, Hamburger has shown (and I was able to confirm this observa- 
tion) that absorption by the peritoneum in the case of a healthy 
dog goes on after death. The technique of perfusion is simple— 
it was used successfully by the staff of assistant and subassistant 
surgeons working with me; but to minimize the risk of injury 
to the intestine it is best to a the necessary puncture of 
the abdominal wall while fluid is issuing from the cannula. I 
came to regard the intraperitoneal as equally effective with the 
intravenous ronte in the type of case where fluid loss was the 
principal feature ; there was the added advantage that, if fluid 


replacement was going to succeed, one perfusion operation wag 
sufficient. I first used hypertonic saline solution, but believing 
that the greater concentration caused much of the discomfort 
which followed, I later adopted Locke's solution, and think thas 
this gave as good results without the same amount of discomfort, 
The method was described in the Indian Journal of Medical 
Research (October, 1913) and the trocar-cannula used was made 
from my design by Messrs. Smith, Stunistreet, Ltd., of Calcutta. 
Starling’s Fluids of the Body is very useful in the study of 
absorption problems. 
INcoME Tax. 
Expenses of American Tour. : 

WE have been asked whether the expenses of the surgical tour in 
Canada and the United States, which was referred to in our 
issue of February 4th last, can be treated by members of the 

arty as expenses admissible for income tax purposes in calcu. 
ating the liability of their respective firms. 

*.* The tour seems to have been mainly or entirely for 
educational purposes, though perhaps it may have served sub- 
sidiary purposes also. On that basis the expense would seem to 
be somewhat analogous to that incurred in taking special post- 
gradnate courses, and could not properly be regarded as incurred 
wholly and exclusively in carrying on the work of the practice, 
We regret that we cannot find adequate grounds on which to 
advise that a claim for the allowance of these expenses can be 
made good. 

National Insurance Fees. 

“G. C.”’ writes to sv that an inspector of taxes has applied to the 
clerk to an Insurance Committee for particulars of the amounts 
paid as capitation fees to a certain doctor. Can the request be 
enforced ? 

*.* Inonr opinion the relationship of employer and employee 
does not exist between the Insurance Committee and the medical 
men concerned, and on that basis the request is not enforce- 
able, as the statutory power which the inspector quotes is not 


applicable. 


LETTERS, NOTES, ETC. 


Mepicat. TREATMENT IN CHINA. 

Dr. G. Doucrias Gray (Chalfont St. Giles) writes: Probably the 
two answers to Fleet Surgeon Home’s inguiry as to retaining 
fees being non-payable during illness in China may be sufficient, 
but as this canard has been very frequently quoted may I be 
allowed to add that I never found any evidence of it during my 
long residence as medical oflicer to H.B.M. Legation in Pekin. 
In my official capacity I had to collect information, conditions 
of practice, etc., from medical practitioners all over China, and 
no Chinese or foreign doctor had any cognizance of contracts 
which ceased when their Chinese patients fell ill. 


TREATMENT OF ECLAMPSIA. 


Masor FLEMING Gow, I.M.S., asks us to correct the last sentence 
attributed to him in the report of the discussion on eclampsia 
in the Section of Ubstetrics and Gynaecology of the Royal 
Society of Medicine (Journal, June 23rd, p. 1066). He stated 
that he had ‘practically given up Caesarean section for 
eclampsia unless there was also present some definite indicatiou 
for that oneration, such as the under-developed pelvis which we 
frequently found in primiparae aged 13 or 14 in Bengal.” 


MOHAMMEDAN PILGRI™ SHIPs. 

Dr. K. SHALLCROSS DicKINson (Sunderland) writes with reference 
to the inquiry of ‘‘ Port Said ’’ (May 26th, }. 930), and the reply 
published on August 4th (p. 228). A friend, who is engaged in 
carrying pilgrims from the Dutch East Indies to the Straits 
Settiementg in ships belonging to the three companies, informs 
him that the scale of normal daily rations laid down by the 
Dutch authorities is ample; care is taken to secure for each 
pilgrim plenty of food, ventilation, and about 20 square feet 
of space. Bathroom and lavatory accommodation is adequate 
and -is kept clean, and all open decks are covered with awnings. 
Each ship carrying 1,000 or more must be provided with -two 
doctors, and all medicines are issued free of cost. The sick cau 
have medical attention at any time of the day or night, and, 
beyond the official inspection every morning, the doctors are 
expected to pay visits at intervals during the day. Dr. Dickinson's 
correspondent states that he has never seen any harsh treatment 
of pilgrims by ships’ officers. Most cf the deaths occur among 
the old people in consequence of senile decay, and the mortality 
appears to be rather higher on the return voyage owing to the 
arduous nature of the pilgrimage apart from the sea voyage. He 
suggests that the same conditions probably prevail generally as 
regards pilgrims travelling from British Indian ports, and that 
such neglect as was mentioned. by “Port Said” should be 
reported to the Consular and Board of Trade authorities, 


VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, will 
be found at pages 36, 37, 38, 39, 42, and 43 of our advertisement 
columns, and advertisements as to faeces assistantships, 
and locumtenencies at pages 40 and 41. 

‘A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 
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Tur late Professor Kanthack, in an address delivered thirty 
years ago before the Abernethian Society of St. Bartholo- 
mew’s Hospital, spoke of the coveted goal of medicine as 
being its establishment as an exact biological science. 
Medicine might, perhaps, be easier to teach if it ever 
became an exact biological science; it would certainly be 
easier to practise if a doctor's duty were performed 
according to the ascertained rules and laws of an exact 
science, as an astronomer applies known rules and laws. 
The lawyer is judged by the virtue of his pleading, not 
by the issue of the cause; he may gain success where he 
fails to gain a verdict; but the physician, as Bacon said, 
“hath no particular acts demonstrative of his ability, but 
is judged most by the event’ (or result). Dr. Pusey, in 
his presidential address read before the Institute of 
Medicine of Chicago in December, 1927, summed up the 
competent physician as “a man who, with a background 
of science, practises an art that he has gotten through 
technical training.” 


-ReskarRcu AND PRacrice. 

The doctor differs from most other craftsmen because he 
is expected to discover the scientific laws underlying 
his craft as well as to apply them in practice. Discoveries 
in the science as well as in the art of medicine are 
commonly made by men who have been trained for the 
practical craft of medicine. There have been conspicuous 
exceptions, notably Christopher Wren, who, becoming 
interested in medical problems through his connexion with 
the Royal Society, made the first intravenous injections of 
drugs in animals for the purpose of observing their effects, 
and also performed in a dog the first splenectomy. Pasteur 
came almost accidentally to human diseases from his 
researches into brewing and wine-making; Jesty, the 
Dorset farmer, noticing how milkers were rendered immune 
from small-pox, practised systematic inoculation with cow- 
pox with such success that Jenner was led thereby to 
the introduction of vaccination. 

The advancement of medical knowledge cannot, however, 
depend solely upon such windfalls from outside the ranks 
of the profession; therefore medical education must be 
planned on broad enough lines to give a common starting- 
point for the researcher as well as for the practitioner. Nor 
is the role of the practitioner at any time so completely 
separated that he may not, whilst engaged in practice, 
make discoveries that place him among the researchers. 
The converse unfortunately is less likely to happen; 
laboratory research may so engross the attention that the 


research worker may seek no further experience in the | ¢ 


a 


practice of medicine. On the whole, the advantage lics 
with the practitioner, for he can never abandon wholly the 
experimental method, nor need he cease to enlarge the 
boundaries of his own knowledge because he is observing 
the responses of human beings rather than those of 
guinea-pigs. 


Tae Purpose or Mepican TRAINING. 

When a medical student is first qualified he has to recall 
what he has learnt of the experience of others,, but 
presently he must rely on his own, and he soon finds that 
experience must be actively earned; it does not fall into 
the lap unsought. The policy of ‘‘ wait and see ’’ does not 
succeed so well as that of ‘ look and see.’? The purpose 
and design of the medical curriculum is to train the 
student partly in the science of ‘* looking and seeing ’’ and 
partly in the craft or technique ef ‘“ doing.’’ Or should 
one say the art of looking and seeing? For surely it is in 
a manner an artist’s gift to be able to see clearly: or as 
Dr, John Brown expressed it, ‘‘ all primary discoveries are 
made by men who are artists in the sciences in which they 
work.”’ 

It is a defect in our whole education that the artist 
sense is deliberately repressed; the prizes tend to go tu 
possessors of superior memories rather than to those who 
can observe and reason best. Matters are perhaps not 
quite so bad as when Swift could write 


“Our knowledge is but mere remembrance all; 
Remembrance 1s our treasure and our food.” 


And Dugald Stewart had the courage to speak even 
plainer: ‘‘ Those men,’’ he wrote, ‘‘ who are possessed of a 
memory for detached and insulated facts are very seldom 
distinguished by the higher gifts of mind. ... Men of 
little ingenuity seldom forget the ideas they acquire, 
because they know when an occasion occurs for applying 
their knowledge to use they must trust to memory and not 
to invention.” 


PRELIMINARY STUDIES. 

Modern education, and even medical education, is begin- 
ning to set less value upon overloading the memory with 
unrelated and undigested facts than formerly. Epictetus 
long ago compared the memorizing system to the behaviour 
of sheep who, after they had been feeding, should present 
their shepherds with the very grass itself which they had 
cropped and swallowed instead of concocting it into woo! 
and milk. The elementary sciences, the pre-medical sul- 
jects of chemistry, physics, biology, and botany, are in the 
urriculum to familiarize the student with the structure 
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and behaviour of the materials with which, and upon 
which, he will have to work, also with the instruments that 
will aid him in his task. The student passes from general- 
ized studies to a particularized study of human structure 
and function in anatomy and physiology, together with the 
chemistry and physics of living tissues. The main object 
of these studies is to train the eye to observe, the mind 
to reason, and the hand to act, though there is a danger 
that the intervention of examinations may obscure this 
object. Anatomy, above all other subjects in the curri- 
culum, may be so taught as to become a matter of memory 
and nothing else. It is possible for a student with a 
retentive memory to gain the approbation of teachers and 
examiners by the very methods that would have caused the 
shepherds to slaughter Epictetus’s sheep out of hand. 


Curnicat Epucartion. 

The clinical portion of medical education embraces a 
somewhat different plan. The problems are the diagnosis 
of diseases, their prognosis, and treatment, or, better still, 
their prevention. An entirely new factor comes into play. 


. Hitherto the student has been set the task of investigat- 


ing the behaviour of materials by observing objective 
signs; his studies of human patients must include the 
interpretation of symptoms—that is, of discomforts and 
pains experienced and complained of by the patient. The 
interpretation of signs might conceivably become an exact 
biological science, but any scientist would justifiably reject 
the results of an experiment which involved so large a 
contribution of personal error as the description of sym- 
ptoms given by an average patient. The marvel is not 
that doctors sometimes misinterpret symptoms, but that 
they ever learn enough of the art of happy guessing to 
come to any correct conclusions. Sometimes the symptoms 
or sensations of the patient are so unequivocal as to leave 
scarcely any margin of doubt. Sometimes there are objec- 
tive signs which, taken in conjunction with the symptoms, 
lead to a correct conclusion. 

In the interpretation of symptoms collective experience 
of the past, and especially records of post-mortem examina- 
tions, have their greatest value. In the interpretation 
of signs every artificial means of improving the instruments 
of observation must be welcomed. It is not so very long 
since the methods of diagnosis consisted in listening to 
the patient’s account of his symptoms, looking at his 
tongue, feeling his pulse, and perhaps inspecting his urine. 
Slowly new methods forced their way in, each in turn 
meeting with some opposition. Auscultation and percussion 
have been in use for little more than a hundred years, 
the use of the clinical thermometer is not so old; all 
that is embraced in clinical pathology dates back at most 
some fifty years. 


Memory, OssERVATION, AND REaAsonINe. 

Nowadays to probe deeper into Nature’s mysteries of 
health and sickness the student must spend many hours, 
not in memorizing all the wisdom of the ancients, but in 
learning to use the tools of a calling in which every 
craftsman must observe for himself. Still there hangs 
over him the threatening storm-cloud of examinations. 
Tradition adds to the terror by persisting that examiners 
it clinical. subjects prefer feats of memory to proofs of 
ability to observe accurately and reason clearly. Any 
accurate observer can be trusted to amass a useful store 
of experience; no store of remembered facts can come to 
the rescue of inaccurate observation. It is of little use 
knowing how to perform a given operation if the skill to 
perceive the need for the operation is lacking. 

Medical education seems to the beginner to waste a 
great deal of time in the preliminary sciences, but their 
study involves the use of a large variety of instruments 
of precision, it imparts accuracy to the organs of per- 
ception, and trains the mind to logical reasoning. Clinical 
medicine demands the use of many instrumental aids to 
the organs of perception. The extremest and simplest 
illustration of their use lies in x rays, without which the 
eye of the keenest observer would be blind. The medical 
student, then, must learn by constant practice the opera- 
tions of surgery, how to employ the stethoscope, laryngo- 
scope, ophthalmoscope, cystoscope, and any other instru- 


ments which represent to the doctor the telescope of the 
astronomer. Moreover, he must, in addition, use the micro- 
scope and the test tube. 


BepsipE aNd Laboratory. 

At present there is a passing struggle over the place 
of laboratory work in the clinical curriculum. The struggle 
will pass as all previous ones have done, and the student 
of two generations hence will marvel to hear that the 
laboratory was ever kept at arm’s length from the bedside. 
But the discoveries of one generation are the common- 
places of the next, so that, as Condorcet phrased it, ‘* two 
years employed under an able teacher carry the student 
beyond those conclusions which limited the inquiries of 
Leibnitz and of Newton,’”’? a truth which the teacher 
ot clinical subjects occasionally overlooks. The student 
grows impatient of the ‘ barrack square’”’ drill which 
the time-honoured methods of inspection, palpation, per- 
cussion, and auscultation embody; he asks whether the 
xz rays have not superseded this hod-carrying labour. The 
teacher who insists on the old methods must be sure of 
his reasons for preserving the handicraft after the intro- 
duction of machinery. 

After obtaining a qualification the newly fledged doctor 
makes his choice of practising his profession directly 
upon the actual patient or more indirectly by studying the 
general problems of the healing art without reference 
to individuals. In common parlance he must become a 
practitioner or a laboratory worker—although the dis- 
tinetion is inaccurate. Yet some such distinction is 
dictated by purely economic considerations. Mere lack of 
time is one great economic force which separates the 
bedside worker from the laboratory worker. The former 
must listen to the patient’s talk, and while the patient 
is talking the worker in the laboratory can go on un- 
hindered thereby. It is not so much a difference in 
scientific method that distinguishes them as a different 
distribution in their fields of endurance. The laboratory 
worker is a patient watcher of tubes and Petri dishes, 
the physician a patient listener to the human voice; the 
surgeon adds thereto a patience in handiwork, and the 
obstetrician a mighty patience with the works of Nature. 

The branch of medicine which the doctor decides to 
follow is often dictated by opportunity. Sometimes the 
decision is due to an evaluation of talents made by the 
individual or the teacher, sometimes it is arrived at by 
exhaustion of a particular field or fields of patience. 
Beyond and above these there exists in some natures a 
strovg urge towards personal service, which seems to make 
direct contact with the patient imperative. Such natures 
are not inspired so keenly by the spirit of serving 
humanity in the abstract as by the sight of the individual 
imploring their aid. 


Tne or A Common CuRRICULUM. 

But for all these ultimate: destinations the medical 
curriculum starts on the same lines and continues on the 
same lines up to the point of qualification. It is better 
that it should be so than that choice of divers roads 
should be offered too soon to the undergraduate student. 
If the choice could be made too early the danger might 
arise that some part of medical practice would be rele- 
gated to an inferior caste of craftsmen with a shortened 
course of training. 

Economic pressure occasionally brings out complaints 
that doctors ask too high wages; sometimes there seems a 
risk that ‘‘ approved societies’? might be content with, 
or even demand, something less than a full training for 
‘‘ panel practitioners.’”? The like has happened before in 
the history of medicine when the monkish physicians, 
despising the chirurgical handicraft, made over the surgical 
part of medicine almost entirely to the barbers. Fortun- 
ately the jettison was never complete; Henry of Mondeville, 
Guy of Chauliac, and John of Arderne helped to keep 
human surgery from falling to the level of sow-gelding. It 
will be a sorry day if the education of the medical student 
divides too soon, so that the training for general practice 
becomes divorced from the training for research work. — 

This strange medley of a curriculum is worth retaining 
if it can give in our own time a Lister, a Hughlings 
Jackson, a Michael Foster, and a James Mackenzie. 
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THE ART OF STUDY: ITS PRINCIPLES AND THEIR APPLICATION. 


BY 


R. D. GILLESPIE, M.D., M.R.C.P., D.P.M., 


PHYSICIAN FOR PSYCHOLOGICAL MEDICINE, GUY'S HOSPITAL. 


Srupy, even of the sciences, is an art. But it is a lowly 
form of art, being with most of us a means to an end, 
and not to be pursued for its own sake. It is therefore 
desirable to make use of whatever general principles may 
increase our studious efficiency. Naturally, psychology is 
appealed to as the appropriate body of knowledge from 
which to derive such principles, and it may be of some 
interest and practical utility to set forth briefly the 
experimental and other psychological data whose interpre- 
tation may facilitate study. The data are not many; the 
deductions are neither of great value nor very novel; but 
they have some intrinsic interest, as well as one or two 
practical applications. 

The problem of efficiency in study can be attacked from 
two sides—the subject-matter, and the mental processes 
involved. The latter alone can be dealt with here; the 
interest of the subject-matter depends upon its content 
and the manner in which it is presented by its professors. 


Tae Mentat Process. 

The mental process involved in study is, strictly speaking, 
a unitary whole, but several aspects of the process may 
conveniently be distinguished ; these are principally atten- 
tion, memory, and association. 

In considering, first, the mental process in its entirety, 
study may be regarded as a form of ‘ mental work.”’ 
Experimentally a ‘‘ mental work ’’ curve has been obtained 
from a simple task, like adding figures continuously. There 
is at first a general, but very irregular, tendency for a rise 
to occur in the number of figures added per unit of time, 
followed by a decline in the number added. Several 
factors are at work in producing such a complex curve. 
The influence of practice, which is most marked in the 
beginning, and should lead to a gradual and continuous 
rise, is soon interfered with by fatigue. The latter is a 
complex affair, and its particular nature depends largely 
on the kind of task involved. Probably very little of the 
fatigue that appears in every mental task is actually mental 
in origin. In writing down additions, for example, there 
is the digital muscular fatigue, in reading there is ocular 
fatigue, and so on. Much also of what masquerades as 
fatigue is the result of distraction—other objects attract 
the attention, and the main performance is interfered with. 
This is well exemplified in the difference in the amount of 
work done on a task that is of itself interesting, and on 
one that is merely boring. 

Distractions operate much more readily in the latter 
case and reduce the output, thus simulating the effects of 
fatigue. But it is possible that a certain minimal amount 
of distraction is beneficial in increasing the mental output 
over short periods. For example, persons working an 
ergometer (against a load of one kilogram) with their upper 
limbs, and adding columns of figures at the same time, 
were found in some instances to perform more work of each 
kind (mental and muscular) than when doing either kind 
alone. An illustration of the comparative indefatigability 
of mental performance as contrasted with physical per- 
formance was furnished by the feat of Dr. Arai, who 
multiplied pairs of four-place figures (for example, 2,738 
x 4,912) continuously for twelve hours without a break. 
At the end of twelve hours of continuous multiplication she 
took rather more than twice as long to perform each com- 
plete four-figure multiplicntion as she did at the beginning. 
Her efficiency was therefore still very high, as ‘even at 
the end she was performing a feat which probably could 
not be equalled by two persons out of a thousand engaged 
in mathematical work ’’ (Watson). Furthermore, a normal 


period of sleep completely restored her capacity, the work 
being repeated on four successive days. 

Fluctuations in the rate of improvement in any mental 
performance take place in other ways. We may improve 
for several days at some task, and then fail to make any 
progress for a time, after which the improvement may be 
resumed. It is quite likely that subconscious rearrange- 
ments have been occurring, which, when they are completed, 
enable further improvement to take place. ‘‘ Spurts ”’ also 
occur, notably at the beginning, when the novelty of the 
task engages all the mental energy, and at the end, when 
the prospect of the satisfaction of a completed task is 
accompanied by increased attention to it—interest being 
the essential factor in both these instances. 

There is another factor called ‘ incitement.”’ or the 

‘‘ warming up ”’ that occurs as the task proceeds. It is as 
if our mental machinery had a degree of inertia, which 
can be overcome only gradually. Hence the importance ot 
continuity of working and the avoidance of outside inter- 
ruptions. To be called away to a telephone even for a few 
minutes causes a greater loss in efficiency than is indicated 
by the mere loss of time; the output of work immediately 
after such an interruption is less than the output imme- 
diately before. 
On the other hand, it is found to be beneficial if brief 
rest pauses ’’ are introduced at considerable intervals 
during long periods of work. In this way, not only mental 
work may be made more efficient, but the output of fac- 
tories has been favourably influenced. In a sweet mann- 
factory, where the working conditions were investigated hy 
the National Institute of Industrial Psychology, an increase 
in output of 5 per cent. was produced simply by the intro- 
duction of a few rest pauses at definite times in the work- 
ing day. In a well-known group of restaurants, the curve 
of breakages rose steeply in the late afternoon. By the 
introduction of a rest pause of about fifteen minutes’ dura- 
tion at 3 p.m. the curve was flattened to an almost hori- 
zontal line. 

It is usually considered that to transfer one’s attention 
to another task, after feeling ‘‘ fatigued ’’ at a previous 
one, is efficacious in restoring mental efficiency. ‘‘ Change 
of work is as good as a holiday ”’ is an almost proverbial 
saying, which is in part confirmed and in part controverted 
by experimental evidence. The so-called subjective 
fatigue ’’ (which is another name for boredom) certainly 
tends to be abolished in this way. There is some statistical 
mathematical evidence that a person readily bored by 
prolonged continuous work of one kind is likely to be 
similarly affected by continnous work of any kind—a con- 
clusion which hardly requires such elaborate proof. 

Two kinds of ‘ objective fatigue’ have been distin- 
guished—specific and general. Specific objective fatigue, 
as the name implies, is not transferred from one operation 
to another—that is, a change in the typé of work abolishes 
it; but in a given individual it is apt to appear specially 
in a certain type or in certain types of mental work. 
General objective fatigue—a fatigue which, having been 
induced by one type of operation, persists after a change 
has been made to some other kind of work—may account 
for from 5 to 25 per cent. of the total fatigue; that is, 
only 5 to 25 per cent. of the original efficiency cannot be 
restored by a mere change of occupation (Spearman). 

Several general deductions can be made from the experi- 
mental results that have been summarized. Mental fatigue 
is a matter of comparative unimportance. Only a small 
proportion of it (‘‘ general objective fatigue ’’) is probably 
attributable to cerebral activity. Even this proportion is 
readily abolished by a rest pause, or by normal periods of 
sleep. The greater part of ‘‘ mental fatigue’ is made up 
of boredom (for which there are obvious remedies) or by 
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the so-called ‘‘ specific objective fatigue,’? which is sur- 
mounted by changing over to another type of mental 
activity—for example, so simple a change as from’ the 
multiplication to the cancellation of numbers. Clinical 
experience bears out these experimental findings. ‘‘ Mental 
exhaustion,’ ‘“‘ brain strain”? from ‘‘ overwork,’’ and the 
like can be safely discarded as a hypothesis in 999 out of 
1,000 cases. The apparent mental incapacity in such cases 
is nearly always the result, not of intellectual effort, 
but of anxiety or a kindred emotional disturbance, result- 
ing from preoccupation with some personal problem. This 
is brought home very dramatically in the sudden recovery 
of persons complaining of ‘‘ brain-fag,’’ which has perhaps 
limited their work to periods of less than an hour each, 
when a source of worry is removed. For practical pur- 
poses the mind is almost tireless. On the other hand, 
violent physical exercise disables a person from concen- 
trated mental work for some time afterwards. Even when 
there is considerable deprivation of sleep, intellectual 
accomplishment may be persistently maintained at a high 
level if the worker does not worry about his insomnia. 

Another and a very obvious deduction from the experi- 
mental work is the desirability of arranging work in such 
a way that it can be carried on without interruption for 
several hours at a time if need be. ‘‘ Warming up”’ can 
then occur to the full. Much the most difficult part of any 
study is the beginning of it. At the same time, a judicious 
arrangement of ‘‘ rest pauses *’ (which need only be very 
brief) increases the total mental output. The loss of “ in- 
citement ’’ with such short pauses is not great. The dis- 
tribution and length of the pauses has to be worked out 
empirically by each individual for the type of work that 
he does. | 


MEMorY AND ATTENTION, 

So much for the total mental process. We may now turn 
to some of its aspects. Memory is one of the most impor- 
tant aspects of the mental process involved in study. 
There are three distinguishable stages in memory—namely, 
the impression of an experience on the mind, its retention 
there, and its recall when wanted. It is convenient to 
consider these separately and to examine their conditions. 

A very important factor in the impression or registration 
of an experience is the nature of the subject-matter (its 
lucidity, etc.), but our present concern is with the most 
efficient mental attitude. It is well known that the clear- 
ness of our impressions depends largely on our attention 
to the objects producing them. The field or range of 
attention can be regarded as having a focus or central 
‘area,’’ and a margin. Objects in the focus of attention 
are more clearly perceived than objects in the fringe or 
“marginal field”’ of attention. This fact is very well 
establisked. Nevertheless it is interesting to know that 
objects in the fringe or margin of attention are sometimes 
much more distinctly and firmly impressed than at first 
seems credible. Thus Dr. Morton Prince’s subject, 
B. C. A., looked into a crystal (a method of bringing 
focal attention to bear on experiences originally in the 
fringe ’’), 

“‘and saw there some printed words which had no meaning for 
her whatever and awakened no memory of any previous experience. 
It was afterwards found that the words represented a cable- 
gram message which she unconsciously overheard while it was 
being transmitted over the telephone to the telegraph office by 
my secretary in the next room. She had no recollection of having 
heard the words, as she was absorbed in reading a book at the 
time. The correctness of the visual reproduction is shown, not 
only by the automatic writing (another method of recalling 
marginal impressions), which remembered and recorded the whole 
experience, but also by comparison with the original cablegram.”’ 


For ordinary purposes, however, the majority of us cannot 
rely on anything but focal attention. Ability to attend 
persistently seems to be directly proportioned to the degree 
of intelligence possessed by the person attending. Extreme 
instability of attention is a symptom in mentally defective 
persons.. By experiment it is found that a lapse of atten- 
tion, usually unnoticed, occurs in normal persons every few 
seconds. For example, if a watch be placed just within 
hearing, it is found to become alternately’ audible and 
inaudible. Fatigue and alcohol increase, while bromide 
is said to diminish, the depth and duration of these lapses. 
Any toxaemia besides alcohol, and organic brain disease, 


have a similar effect in producing frequent and prolonged 
lapses of attention. This increased fluctuation of attention, 
or ‘‘ mental-tension defect,’’ is a useful diagnostic sign, 
It helps also to account for the greater difficulty in study. 
ing experienced after a meal with which alcohol has beca 
taken. 

Useful attention—that is, attention to the task in hand— 
is disturbed mere often by preoccupation with other 
interests than by any other cause. ‘‘ Single-mindedness ” 
is essential for efficient work of any kind, and certain!y 
not least in studious occupations. Where persons (it 
suffering from organic brain disease and demonstrah a 
toxaemia) complain that their concentration is very be, 
it is usually safe to reply that, on the contrary, it Is very 
good, but it is directed faultily towards some personal 
source of worry. 

The second, and more exclusively memorial, aspect of 
memory process is the retention of an impression on 
the mind. James considers retentivity to ke immensely 
important, 

“The persistence or permanence,’’ of impressions, “ is a physio- 
logical property of the brain tissue of the individual, whilst their 
number is altogether due to the facts of his mental experience. 
Let the quality of permanence ... be called . . . * physiological 
retentiveness.’ This tenacity differs enormously from infancy to 
old age, and from one person to another. Some minds are like 
wax under a seal—no impression, however disconnected, is wiped 
out. Others, like a jelly, vibrate to wey touch, but under usual 
conditions retain no permanent mark. Those latter minds, before 
they can recollect a fact, must weave it into their permanent 
stores of knowledge. They have no dcsultory memory. Those 
persons, on the contrary, who retain names, dates, and addresses, 
anecdotes, gossip, poetry, quotations, and ail sorts of mis- 
cellaneous facts, without an effort, have desultory memory In a 
high degree. No one was probably. ever effective on a voluminous 
scale without 2 high degree of this physiological retentiveness. 


In the practical as in the theoretic life, the man whose acquisitions’ 


stick is the man who is always achieving and advancing, whilst 
his neighbours, spending most of their time in relearning what 
they once knew but have forgotten, simply hold their own. 
A Charlemagne, a Luther, a Leibnitz, a Walter Scott, any 
example, in short, of your quarto or folio editions of mankind, 
must needs have an amazing retentiveness of this purely physic- 
logical sort. Not that mere tenacity will make a man great 
It must be coupled with great passions and great intellect besides.” 


Imbeciles sometimes have an extraordinary, and extra- 
ordinarily limited, memory. Forbes Winslow (quoted by 
Tredgold) mentioned the case of a man who ‘could 
remember the day when every person had been buried in 
the parish for fifty-five years, and could repeat’ with 
unvarying accuracy the name and age of the deceased, and 
the mourners at the funeral. But he was a complete fool. 
Out of the line of burials he had not one idea, could not 
give an intelligible reply to a single question, nor be 
trusted to feed himself.” 

Mere memory, then, in the sense of physiological reten- 
tiveness, is not enough. To have it in high degree is a 
great asset; but unless its stores are utilizable in an 


intelligent way, a phenomenal memory is of little help and, 


may even be a hindrance. It is nevertheless natural to 
inquire whether this native retentiveness can be improved 
in any way. James holds that it cannot ; McDougall thinks 
he has proved that it can be improved by repeated exer- 
cise; but the improvement he claims is slight at the best. 
Experiments on the power of retention in normal 
individuals yield some interesting results. The experiments 
have principally been performed with series of nonsens@¢ 
syllables (that is, syllables like rel,’’ ‘‘ tes,’’? bup’’), 
because this is the simplest material for testing pure 
retention, and the least likely to be complicated by other 
functions, such as associations of ideas. If a series of, say, 
sixteen such syllables has been completely learned, a ‘* curve 
of forgetting’ is obtained. Two things can he observed 
from such a curve: that it falls off at first very rapidly 
and then much more slowly, so that nearly 50 per cent. of 
what has been learned is lost in the first hour, but only 
a further 16 per cent. at the end of a day and a further 
14 per cent. (80 per cent. in all) at the end of a month. 
Evidently, therefore, so far as this experiment goes, what 
we have learnt within the last few hours benefits us little 
more than what we learnt twenty-four hours or even many 
days ago. Superimposing two curves, one twenty-four 
hours older than the other, we obtain a comparatively 


slight difference in the quantity retained after twenty-four 
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hours. Hence it would appear that the last night’s cram 
before an examination is of little benefit. Unless for the 
acquisition of entirely new material, we lose comparatively 
slightly by abstaining from all work in the last few days 
before an examination, and probably gain considerably in 
that elusive quality called ‘‘ freshness.” 


Susconscious ELABoRATION. 

Mental freshness as opposed to ‘ staleness ’’ is probably 
dependent on several factors. One of these is ‘‘ retro-active 
inhibition ’’; it has been found by experiment that if two 
tasks are learned in quick succession the acquisition of the 
second to some extent impairs the memory of the first. 
Another factor in ‘‘ freshness ’? may depend on this: there 
is probably involved, in the learning of any task, a process 
of subconscious elaboration, which occurs more readily in 
the intervals of freedom from intensive conscious mental 
work. This subconscious elaboration is evident in dreams. 
Coleridge is said to have written Kubla Khan from the 
memory of a dream he had while sleeping under the 
influence of opium. He had been reading a passage about 
the palace of Kubla Khan from Purchas’s Pilgrimage just 
before he fell asleep; and he wrote down al! he could 
remember of his dream immediately on waking. Usually, 
however, where composition occurs in dreams, and seems 
to the dreamer to be of superior quality, he finds that what 
seemed so wonderful in the dream is commonplace, or even 
meaningless, on waking. Graham Wallas, in his book The 
Art of Thought, records that a relative of his woke one 
morning with the conviction that she had achieved immor- 
tality by the lines: 

Leave then thy steed 


And let it feed 
On more than meets the eye.” 


’ 


On subconscious elaboration seems to depend also the not 
uncommon experience that a problem—say, a geometrical 
rider—which has puzzled a person for hours of an evening, 
may very rapidly be solved with but little more effort on 
waking the next morning. Similarly, some hysterical 
persons have the reputation of showing much better arith- 
metical ability in their dissociated state than in their 
ordinary waking condition. In composing a dissertation on 
some subject, especially if it is of a theoretical kind, a 
similar process occurs. One reads up all the relevant litera- 
ture, which is necessarily come by in a disconnected way; 
but when one proceeds to write down the impressions 
gained from it, and to incorporate them in whatever view 
one has of the subject, the dissertation seems largely to 
write itself; the views of others fall relevantly into place 
in a natural fashion, suitable collocations often occurring 
in a way certainly not realized before the actual writing 
was begun. : 

Instances of a more fruitful kind of subconscious elabora- 

tion have frequently been related by men of the rank of 
genius. It was de Maupassant, I think, who said, ‘('e n’est 
pas moi qui pense: ce sont mes idées qui pensent pour moi.” 
Helmholtz, speaking of his methods of thought, said that, 
after preliminary investigation of a problem, ‘‘ happy ideas 
come unexpectedly, without effort, like an inspiration. 
So far as I am concerned, they have never come to me 
when my mind was fatigued, or when I was at my working 
table. . . . They came particularly readily during the slow 
ascent of wooded hills on a sunny day.” 
_ Wallas divides the process of elaboration of new ideas 
into four phases. ‘ The first of these is Preparation, the 
stage during which the problem was investigated in all 
directions; the second is the stage, during which Helmholtz 
was not consciously thinking about the problem, which 
I shall call Incubation ; the third, consisting of the appear- 
ance of the ‘ happy idea’ together with the psychological 
events which immediately preceded and accompanied that 
appearance, I shall call Tlumination.’’ The fourth stage 
Is that of Verification, in which “‘ the validity of the idea is 
tested and the idea itself reduced to exact form.” 

It is clear that if these methods of geniuses hold also for 
lesser men, periods of freedom from conscious mental work 
are more than justified. Psychologists have recently argued 
against this view, which was dramatically overstated in the 
pronouncement, ‘‘ We learn to skate in summer and to swim 
m winter”? But most of us have noticed that our best 


ideas, poor things as they may be, often come to us while 
we are shaving, or in our bath, or engaged on some other 
desultory activity involving no mental effort. The philo- 
sopher Hobbes kept a little notebook where at any hour of 
the day he would enter the thoughts that ‘‘ dart ’’ into the 
mind from the ‘‘ fringe ’’ of consciousness. Graham Wallas 
recommends that ‘‘ anyone who is living a life of intel- 
lectual production will do well to keep, as Darwin did, 
a rather considerable number of ‘ folders’ or envelopes, 
labelled with the names of subjects to which he finds his 
mind recurring, even although he may not immediately 
contemplate writing, or lecturing, or acting on them.” 
In corollary also the danger from another aspect of too much 
and teo continuous reading has to be remembered: such 
habits of reading teach us not to think for ourselves, but 
to expect our ideas always to be spoon-fed into us. Inde- 
pendent observation and, wherever it is practicable, experi- 
ment to “ find out the secrets of nature,’ are the best 
correctives,. 
Memory AND ASSOCIATION. 

To return to nonsense syllables, it is dangerous to argue 
from the learning of these to the learning of sensible 
material such as comprises any connected body of knowledge. 
Into the acquisition in memory of the latter much more 
enters than mere ‘ physiological retentiveness,’’ whereas 
the learning of the former implies merely the formation of 
motor habits. A poem or piece of prose is much more 
completely and easily remembered, as everyone knows, than 
a series of disconnected words. Nonsense material com- 
mitted to memory has been found to have disappeared com- 
pletely at the end of four months; whereas verse will 
persist for years. An old man, with such senile cortical 
deterioration as causes him to forget completely what occurs 
from day to day, will recollect whole series of verses which 
he committed to memory sixty years before. Frequently one 
sees advertisements of methods of improving the memory. 
Even if it be admitted that innate retentiveness, in James's 
sense, can be increased, which is doubtful, the principal 
improvement in memory must depend on the multiplication 
of associations; and most of the advertised tonics for 
invigorating a feeble memory utilize this fact. Ingenious 
methods, such as the formation of mnemonics or the 
invention of ‘‘ figure alphabets,’ in which each numerical 
digit corresponds to a letter, are typical of the schemes 
recommended. James mentions a system advocated by 
E. Pick in 1888, which consisted in linking together any 
two ideas by means of an intermediate idea. Such 
‘‘ ingenious methods’? occupy more time than they are 
usually worth. 

The number of associations that a new body of informa- 
tion forms for itself depends upon the number and kind 
of previous acquisitions. One of the most important— 
probably the most important—factor in a good memory, 
especially in the sense of a serviceable memory (and not 
of mere mechanical registration and reproduction), is the 
multiplication and verification of the connexions of our 
experience. To take a very simple example: in preparing 
for an important examination it is unwise to use only one 
textbook. Some textbook or other should be made the 
mainstay; but reference to another, even by borrowing 1t 
from time to time, will present new viewpoints, or at least 
will present things in a somewhat different order, in such 
a way that new associations will be formed for the material 
gleaned from the staple volume. Still more important is it 
to talk about the subject in as many of its bearings as one’s 
fellow students can be prevailed upon to discuss (which may 
not be many). ‘‘ If a man confer little,’”’ says Bacon, ‘‘ he 
had need have a present wit.’’ Attendance at lectures has 
a similar justification. If the lectures are expositions of 
a subject, and not mere essays read aloud in public, they 
stimulate associations in the same way. In these days of 
cheap and well-made books this is one of the few remaining 
justifications for the survival of systematic lectures. 

In merely learning anything by heart, certain devices 
are of value. The grouping of the material to be learned 
into intelligible unities naturally oecurs to everyone. The 
presence of rhythm makes. learning easier; for example, 
poetry is easier to learn by heart than prose. This is 
presumably related to the fact that every mental and 


bodily activity tends to be rhythmical, It has also been 
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found experimentally that if a poem of several verses has 
to be memorized, it is more economical and effective in 
the long run to learn it as a whole, rather than stanza by 
stanza. 

Interest is naturally also of vast importance. We 
remember best what interests us most; although the reten- 
tion of what has not appeared to interest us at the time, 
but has remained in the ‘‘ marginal field,’’ is sometimes 
remarkable, as we have seen. Interest reduces, also, the 
effort both of attention and remembering, and it increases 
the powers of observation as well. It is a frequent occur- 
rence that when a name or a word which we do not seem 
to have encountered before comes to our notice, and which 
interests us by its very unfamiliarity, it crops up 
repeatedly m our experience in the next few weeks. On 
a similar focusing of interest depends the common “ fallacy 
of the positive instance.’’ Interest leads also to selection. 
Under the influence of interest we select—often without 
realizing it—what we wish to remember. But everything 
should not be left to this more or less instinctive selection. 
There is with some people too much slavish routine reading, 
too much of ploughing through masses of more or less 
unnecessary and irrelevant texts, omitting nothing, lest 
anything be missed, as some people read every page even 
of the inferior works of fiction produced by a good author. 
“Some books are to be read only in parts; others to be 
read, but not curiously; and some few to be read wholly, 
and with diligence and attention.’’ Closely related to 
interest and attention is the general attitude of the 
student. Too many men sit down to a book or a problem 
without troubling to form a general notion of what they 
expect to get out of it. 

It has been held by some that every experience is 
retained—everything seen or heard or done in our life 
up to date—that nothing is ever completely forgotten. 
There is no evidence for this statement, and it would be 
very awkward if it were true. ‘‘ A good memory for 
forgetting ’’ sounds like a contradiction in terms; but con- 
sider what would happen if we did not, for all practical 
purposes at least, forget much of our experience. Other- 
wise, in recalling some event we would laboriously resus- 
citate every smallest detail that had ever happened con- 
temporaneously with it; and its recollection would occupy 
nearly ,as much time, perhaps, as the event itself. In 
this way we would never be done and could hardly have 
time available for registering new impressions from the 
intruding complex burden of the old. How much, for 
example, of the events of our earlier years do we seem to 
remember? The first ten years of our lives we could 
perhaps dismiss in as many minutes, having recollected all 
we can of them. Nevertheless, although our memory 
is not of everything we ever experienced, modern psycho- 
pathological research has shown it to be much greater than 
was formerly suspected. 

Memory then, so far from being all-inclusive, is selec- 
tive. The best memory is possessed, as we have said, by 
the man who makes the greatest number of associations 
with his experience; but the most effective memory is a 
combination of associative richness with selection. The 
organization of memory in accordance with one’s pre- 
vailing interests is the most effective organization. The 
man who thinks about his experience has much the better 
memory. This, by the way, marks the point of distinction 
between crammed information and real knowledge of a 
subject. In cramming one does not think—few associations 
are formed; real knowledge involves organized associations 
formed under the influence of continued interest. 

Much better than a slavish devotion to the minutiae of 
one subject, is a study, less minute, but more compre- 
hensive, of several. It has frequently happened that 
outstanding contributions to one science have been made 
by men trained in some other; they have, in consequence, 
approached problems from a new and fruitful aspect. For 
example, physicists have contributed much to astronomy, 
chemists to physiology, and mathematicians to everything. 
It is interesting to find how many of the men who have 
done exceptional work in one branch of medical science 
havo begun their medical work in some other, often only 
distantly related. The absence of a narrow specialism has 
been until recently (and still is, to some extent), one of 


the glories of medicine in this country. ‘‘ For expert men 
can execute, and perhaps judge of particulars, one by one; 
but the general councils, and the plots and marshalling of 
affairs, come best from those that are learned in many 
fields.” Fertility of invention arises largely from the 
interplay of associations; diversity of interests (provided 
that intensity of interest does not suffer) facilities such 
interplay. 
Hasits or Work. 

Associations can be multiplied not only between cognate 
fields of knowledge, but within each field itself. Some of 
these methods have been mentioned above; for example, by 
discussion and debate, and by reading different books in 
the same field. There is another method, which is among 
the most efficacious; and that is, to write about the subject, 
To quote again the inexhaustible Bacon, ‘‘ Reading maketh 
a full man, conference a ready man, and writing an exact 
man. And, therefore, if a man write little, he had need 
have a great memory.” It is not, however, merely that 
writing about a subject improves the memory of it; still 
more it improves the clearness of a subject in the mind, 
Writers of monographs and textbooks not infrequently 
acknowledge that the persons to whom the writing has 
been most beneficial are the authors themselves. Lord 
Kelvin is reported to have said that he did not feel that 
he fully understood anything until he had made a working 
model of it. Most of us cannot, without disproportionate 
labour, make a working model of a problem in carbo- 
hydrate metabolism, or even of a murmurous heart; but 
to be able to write a coherent and lucid description of 
such things is a great advance on merely having memorized 
some textbook account of them. It is not possible to per- 
form this service for every topic while preparing for an 
examination, but how seldom is it done even for the most 
difficult. One of the most valuable of such exercises is 
the writing of “‘ papers,”’ especially papers on some piece 
of “ original”? work (it need not be very original), and 
not merely critical summaries of literature. The latter, 
however, can also be very useful in this way; for the 
reading of original articles in the medical press and the 
constructive summarizing thereafter of a number of articles 
on kindred topics is a pleasant and often very stimulating 
variant to poring over textbooks. It also has the advans 
tage of ‘‘ mobilizing ’’ one’s knowledge. Original work, 
being less cut and dried and dogmatic than textbooks, leads 
to questioning and to an open mind. The air of authority, 
too, is less overwhelming in them than in standard books, 
the constant perusal of which, if unvaried by occasional 
resort to originals, tends to stifle intelligence. The first 
few years after graduation have often to be spent by the 
young medical man in ridding himself of the unquestioning 
faith in authority and the printed word that he has 
acquired during his student days, and of the parrot-like 
habits of memorizing, rather than understanding, a 
subject which, in defiance of the methods recommended 
above, many men adopt in their work for examinations. 
It is a good thing that the student should regularly read— 
in selectivesfashion, of course—one of the current general 
medical periodicals, together with occasional numbers of 
the more specialized journals, dealing with any subject to 
which he happens to be specially attracted. 

Finally, method, in the sense of orderliness, is a great 
asset, not only in the acquirement of learning, but in its 
serviceableness afterwards; and so long as it does not 
become a fetish, it betokens an orderly mind. The methods 
adopted must vary with the individual, and with the 
nature of subject which he is endeavouring to master. 
Some lay stress on regularity of working habits; it is @ 
good thing, for example, to have a prescribed routine of 
beginning work at certain hours and working for a certain 
period of time. A habit can be thereby established which, 
like every habit, has a certain dynamic effect of its own. 
Moreover, habit facilitates the ‘‘ slow dead heaye of the 
will’? that overcomes the inertia existing in the most 
willing people at the beginning of any task, and which is 
probably a property of mind itself, and even that other 
inertia which is present in the rest of us, and is a thing 


of the spirit. 


I have to thank Dr. Shepherd Dawson, Dr. C. P. Blacker, and 
Professor T. B. Johnston for valuable suggestions, 
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Che Profession of Medicine. 


INTRODUCTORY. 

Tue profession of medicine, like every other, has its 
advantages and its drawbacks, and all who think of 
entering it should try to weigh the one against the other. 
Our main object throughout this Educational Number of 
the British Medical Journal is to be of assistance to pro- 
spective students and their parents, and to those who 
have lately joined our ranks. Thus, while the pages that 
follow give full information about the steps that must 
be taken and the studies that must be pursued in order 
to become a registered medical practitioner, the Educa- 
tional Number as a whole is much more than a mere 
abstract of prospectuses and regulations. It is intended 
to serve as a kind of guidebook both for those wishing 
to know what a medical career has to offer, and for 
others who, having obtained a legal qualification to practise, 
are uncertain about the line of work for which they 
are best suited. As in past years, this introductory article 
gives an opportunity to review some aspects of medical 
study and practice to-day, in order to put the situatien 
as we see it before those who think of devoting themselves 
to medicine, and thus help them to gauge their fitness 
for the calling and the prospects it holds out. 

The intending student will find in subsequent pages 
an account of the course of training required of him, 
the places where it can be obtained, and the uniyersities 
and other licensing bodies which test the knowledge gained 
and confer degrees or diplomas entitling successful candi- 
dates to become legally qualified medical practitioners. 
Sections are included also on post-graduate medical study, 
on the higher qualifications, both general and _ special, 
and on the many and varied spheres of medical work 
open to registered medical men and women at home and 
abroad. The details given are founded for the most part 
on official information, and are arranged along the 
customary lines. 


THE GROUNDWORK OF MEDICAL STUDY. 

“The most important thing in the education of a really 
good doctor is his general education.’*! This is the plain 
truth, spoken the other day to an American audience by 
an authority on medical education in this country. Next 
in importance is a good scientific education—a thorough 
grounding in the basic principles of science. Upon these 
the student of ordinary intelligence and industry can 
build up an adequate technical equipment for the practice 
of his profession. Medicine is an art founded on science: 
hence the need for a real training in science and the 
scientific spirit. The temptation to take short views and 
short cuts is very strong in the early years of the medical 
curriculum, but a greater mistake cannot be made than 
to work at any branch of preliminary study as though 
it were something to be thrown aside and forgotten when 
the examination immediately ahead has been passed. The 
student who has had a good general education and who 
uses this to master the essentials of each of the funda- 
mental subjects need have little dread of examiners. 
Moreover, these sciences give a drilling in exact methods, 
in precise manipulations, and in vigorous reasoning, which 
will bear immediate fruit in the clinical part of the 
curriculum and prove of lasting benefit throughout 
professional life. 

The purpose of a sound training in medicine is to raise 
on scientific principles a solid structure of practical know- 
ledge and practical skill. Students who keep this in 


ay Sir Norman Walker: Medical Education in Great Britain and Ireland, 
Journ, Amer. Med. Assoc., April 14th, 1928, p. 1181. 


mind will look upon “‘ cram work” as a weakness in the 


foundations, and therefore as a hidden danger to the 
superstructure. Chemistry, physics, and elementary biology 
prepare the way for anatomy and physiology, and so for 
medicine and surgery and obstetrics. All authorities are 
agreed that these preliminary and intermediate sciences 
ferm the only appropriate introduction to the study of 
medicine. It has been well said of the great John Hunter 
that he “studied anatomy and physiology to get help 
in diagnosing and treating his patients. He studied dead 
things to understand the living, and observed living things 
to understand the dead. . . . A knowledge of how this bedy 
is made and how it works must provide the basis for all 
the more practical subjects of medicine.’’' So much for 
the groundwork. 


PORTALS OF THE PROFESSION. 

The obvious goal of every student is the entry of his 
name in the Medical Register, which is the ofhcial statutory 
list of qualified medical practitioners kept by the General 
Medical Council. Those who are not acquainted with the 
system of medical teaching and examination in these 
islands, and with the history of our professional institutions, 
nay well feel bewildered at the number and variety of 
ways in which admission can be obtained to the Register. 
They will see in the table of contents to this Educational 
Number that there are no fewer than twenty-seven bodies— 
eighteen universities and nine corporations—which either 
separately or jointly issue registrable qualifications ; and the 
number of teaching institutions is even larger. Neverthe- 
less, although we have no single State examination in 
medicine—no ‘one portal,’? as it has been termed—the 
medical courses of the various universities and schools in 
Great Britain and Ireland run on parallel lines, and the 
obligatory curriculum is much the same for al! students. 
As, however, the individual teaching and examining bodies 
have different standards and requirements, the choice should 
be made carly, so that a definite plan may be followed. 
A candidate may, through ignorance, either choose a 
portal beset with so many difficulties that time and energy 
which might more profitably be used in some other direction 
are wasted in efforts foredoomed to failure; or, on the 
other hand, he may choose one which too late he finds 
does not open the way to a career suited to his taste and 
ability. It is therefore important to gain some idea of the 
value, in different walks of medical life, of the various 
degrees and diplomas, and of the comparative difficulties 
they present. 

All who wish to enter the profession must comply with 
certain conditions. These are regulated by the General 
Medical Council, which is a statutory body set up under 
the Medical Acts; a summary of its functions and require- 
ments is given at page 375. Many changes have lately 
been made in the medical and pre-medical curriculum, and 
this section, as well as the article on Professional Study 
and Examination, should be studied with care. It is the 
business of the General Medical Council, so far as possible, 
to see that a suitable kind of training and the requisite 
degree of knowledge are secured to the student, and it is 
the business of the medical schools and examining bodies 
to give the training and test the knowledge in accordance 
with the requirements of that Council. Every student, 
after passing examinations in the subjects of general 
education and in the preliminary sciences of chemistry 
and physics, must take a course of training at a recognized 


1 Sir Arthur Keith: British Medical Journal, September 4th, 1926, p. 410, 
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medical school, covering a period of at least five years, 
but usually extended to six years or more. 

ixamination of candidates as to their fitness to practise 
medicine, surgery, and obstetrics is left to the licansing 
bodies, which are of two kinds—the universities, and 
certain medical corporations in England, Scotland, and 
Ireland. The requirements of these licensing bodies are 
summarized elsewhere under separate headings. Qne of the 
functions of the General Medica! Council, besides that of 
keeping the Medical Register and maintaining discipline 
within the profession, is to make sure that the tests at 
each stage do not fall below a certain standard, and that 
the students examined have undergone prescribed courses 
ai approved institutions. Successful candidates eventually 
receive either degrees, in the case of a university, or 
diplomas or licences, in the case of a corporation; these 
qualifications entitle them to claim insertion of their names 
in the Medical Register. Every student, as soon as he 
obtains his qualification to practise, should at once 
register; otherwise he cannot hold a public medical 
appointment, or sign any certificate required from a legally 
qualified practitioner (such as a death certificate), or 
recover professional fees in a court of law. 

Holders of diplomas and licences once made up the great 
majority of all medical men, especially in England and 
Wales. But universities have greatly multiplied, and so 
many practitioners are now graduates in medicine that a 
student at the threshold of his career will do well to 
consider the advantages of possessing a degree, though it 
may be desirable to take also a diploma or licence. The 
medical degrees (M.B., M.D., etc.) granted by the univer- 
sities in Great Britain and Ireland aie mentioned among 
the particulars about each university printed in later 
sections. 

COST OF MEDICAL EDUCATION. 

For the ordinary student the cost of medical education 
resolves itself into the cost of the training at medical 
school and hospital, and the cost of living during the 
five or six years of the curriculum. The expenses under 
these two main headings vary considerably. Besides 
differences in the charges made for instruction, there are 
differences in examination fees, as well as in the fees for 


certificates of qualification, and those who seek the higher 


degrees and diplomas must expect to pay more for the 
additional courses and tests and certificates. Again, not 
all students, however industrious, have the knack of im- 
parting what they know to an examiner, and every setback 
due to failure in the examination room or to illness means 
added expense. School and examination fees, together 
with the cost of board, lodging, clothes, and recreation, 
form the largest items of expenditure, and to these must 
be added the money spent on books, microscope, instruments, 
and so forth. Since professional education must in any 
case continue for five years at least (a period exceeded by 
the vast majority), and since the cost of living in different 
parts of the country varies much, while personal expendi- 
ture varies still more, it can only be said in a general way 
that anyone who thinks of entering the profession should 
be prepared for an outlay of at least £1,500. Something 
between two-thirds and three-quarters of the whole amount 
would probably be spent on maintenance, and the rest in 
fees, etc., for tuition and examination. The composition 
fees charged by the different medical schools are stated 
in the paragraphs relating to each on other pages of this 
issue. In making -any kind of “ trial estimate” the 
manifold helps available nowadays for the reduction of 
expense should not be ignored. At nearly all the medical 
schools more scholarships and money prizes are offered 
now than in the past; at the Scottish universities bursaries 
are numerous; and the Carnegie Trust (whose regulations 
are summarized at page 387) gives pecuniary help to many 


Scottish students. The main thing to bear in mind is that, 


as compared with other professions, the period of training 
in medicine is long, and for most students expensive, 
Further guidance on this matter will be found in a memo- 
randum,' drawn up by the Registrar of the General 
Medical Council, on the procedure to be followed in order 
to enter the profession. This pamphlet gives much useful 
information, including a comparative table of the cost of 
study and examination at the various institutions. 

Medical students are not commonly the sons or daughters 
of wealthy parents; very often their education puts a 
heavy strain on a slender family purse. Hence, before 
setting out upon this long and exacting course of study, 
it is usual to weigh, not only the cost, but also the 
prospects. An overcrowded curriculum would be hard to 
face if all that could be discerned at the end of it were 
an overcrowded profession. Without forgetting the adage 
‘‘ there is always room at the top,’”’ the youth and the girl 
of to-day, when reckoning up their chances in any calling, 
will wish to know the probable numbers of their competitors 
for the work that is waiting to be done. 


THE NUMBERS OF MEDICAL STUDENTS. 

The following brief survey of the numbers of new 
medical students in recent years should be read with the 
notes and tables printed at page 374 on the numbers of 
registered practitioners. More new students mean more 
new doctors five or six years later, though, as the chart 
shows, there is in normal times a-fairly constant wastage, 
due to one cause or another. 

For the last thirteen years of the nineteenth century 
the average entry of medical students in Great Britain 
and Ireland had been about 1,800, but for the next thirteen 
years the average was about 1,400. During the war 
period, although many left to serve with the forces, the 
whole number studying in the schools grew steadily larger. 
Thus. in 1914 the entries rose to 1,600, and in 1915 to 
1,918; in 1916 they were 1,875; in 1917 they rose again 
to 2,150, and in 1918 they were 2,253; while in the following 
year, when demobilization was in active progress, as many 
as 3,420 new students were registered. After 1919 the 
number of entries rapidly fell. They were 2,531 in 1920, 
1,808 in 1921, and 1,833 in 1922. In 1923 they dropped 
suddenly to 545. ‘This abrupt falling off was, however, 
more apparent than real, the reason being the introduction 
in that year, under the new regulations, of a pre-registia- 
tion test in elementary physics and chemistry. In 1924 
the students’ entries were 1,043, in 1925 they were 1,070, 
in 1926 they rose to 1,260, and last year they were 1,214. 

The recent decline is an advantage, because the excessive 
entries of students during the post-war inflation period, 
if they had gone on long enough, must have led to over- 
stocking of? the profession. In the past six years the 
numbers of new practitioners have greatly exceeded the 
usual pre-war figure of eleven hundred or so. Registrations 
in 1922 numbered 1,983; they rose to 2,482 in 1923, and to 
2,796 in 1924; in 1925 they were 2,570, in 1926 2,120, and 
last year 1,941. The large additions to the profession 
in recent years brought the total number of names in the 
Medical Register up to 53,769 at the end of 1927. This 
is nearly ten thousand more than the figure for 1917, 
and fourteen thousand more than that for 1907. There 
has been no corresponding increase of population in the 


British Isles during the same decennial periods, and the 


ratio of doctors to inhabitants is therefore much higher 
now than ever before. It is true that the scope of medical 
practice has widened considerably in the meanwhile, and 
many fresh openings for professional work have followed 
the growth of diagnostic, curative, and preventive methods, 
and the rapid development of administrative medicine. 


1 Memorandum on the Procedure to be Adopted by those who desire to 
enter the Profession of Medicine, with Notes on Costs and Prospects. 
1927. General Medical. Council, 44, Hallam Street, Portland Place, W.1 
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But there must be bounds to the legitimate medical needs 
of the community. The new regulations of the General 
Medical Council, though they were drawn up for another 
purpose, have tended so far to keep the entries of students 
within manageable limits, and so to maintain a balance 
between supply and demand. 

On the whole, it may be said that, for those of good 
average intelligence and physique who are not afraid of 
work, the prospect in medicine to-day is quite favourable. 
The medical profession of this country is not overstocked. 
Its numbers are still badly distributed, though perhaps 
not quite so much so as at the beginning of the century. 


AFTER REGISTRATION : CHOICE OF A CAREER. 

The student, having passed all his tests and placed his 
reme on the Medical Register, becomes a member of the 
profession and assumes the privileges and responsibilities 
that go with legal qualification. But after a qualification 
to practise has been obtained there is usually a period of 
transition from the stage of the medical student to that 
of the established medical practitioner. YVhis time may 
be put to the greatest advantage by serving as house- 
physician, house-surgeon, or casualty officer in a hospital, 
by working as assistant or locumtenent in private practice, 
or by seeing something of the world as a ship surgeon. 
As a preliminary to practice of whatever kind, nothing is 
so useful as a year or more spent in junior hospital 
appointments; and all who can afford the time should 
look upon the holding of such posts as a most profitable 
investment. 

If his mind is not made up already, the young practi- 
tioner has now to consider in which branch of the profession 
he can put his abilities to the best use. The choice is very 
wide. Among the great variety of paths open to those with 
different tastes and talents are general practice in town 
or country; Government service at home or abroad, 
including, of course, the medical branches of the Navy 
and Army and Air Force, and the 1.M.S.; public health 
appointments and other administrative or official posts; 
institutional work, such as that of the mental hospital 
and Poor Law medical services; and special work in scientific 
research and teaching, or in one of the many subdivisions 
of clinical medicine and surgery. Most of these careers 
are discussed in some detail in the later sections of this 
Educational Number, but a few words may be said here 
about general practice and the work of a consultant or 
specialist. 

Further information and advice on such matters will be 
found in the Handbook for Recently Qualified Medical 
Practitioners, published by the British Medical Associa- 
tion.’ This comprises articles on the main openings for 
members of the profession; on some practical aspects of 
medical work, especially the legal and ethical aspects; on 
registration and the privileges of practitioners; on medical 
practice under the National Insurance Acts; on _ post- 
graduation study and special diplomas; on specialization 
and consulting practice; on the fellowships, scholarships, 
studentships, prizes, and research grants open to students 
and practitioners; and on societies undertaking individual 
medical defence. The section dealing with practical aspects 
of professional work will be found of much value to all 
medical men and women. It embodies a great deal of 
advice on professional conduct in general; on medico-legal 
difficulties of common occurrence; and on the relations 
between doctor and patient and one doctor and another. 


GENERAL PRACTICE. 
General medical practice has hitherto been, and still is, 
the destination of the great bulk of students. It is esti- 
mated that three-quarters at least of those who pass out 


1 Handbook for Recently Qualified Medical Practitioners. British 
Medical Association, Tavistock Square, W.C.1. (3s. 6d. net ; post free 3s. 9d.) 


of the medical schools become ‘ family doctors ’’ sooner 
or later. The work is onerous and the pay too often 
inadequate ; but there are compensations, for it is a full life 
rich in human interest, and many of the very best students, 
now as formerly, choose general practice as a career, Their 
work is of the utmost value to the public and the pro- 
fession, because it sets a standard for the branch of 
medicine in which the generality of students sooner or 
later become absorbed. 

This field of professional life is usually entered in one 
of three ways. The newcomer may take a house, put up 
a plate, and wait for work to come to him; he may buy 
the goodwill of a practice rendered vacant by retirement or 
death; or he may become a partner in an established firm. 
The first is more risky than the second, and the second 
than the third. A well-managed partnership of three or 
more has this advantage over single-handed practice, that 
it allows each partner leisure for recreation and for keeping 
up with the progress of medicine. Success in private 
practice demands a great deal of knowledge beyond that 
gained at the medical schools, and hence a man is more 
likely to be accepted as a partner, or to do well on his 
own account, if he has already some experience as an 
assistant or deputy. A good many general practitioners, 
therefore, begin their work as assistants, and of these few 
find cause to regret the time spent in learning the ropes 
under the eye of an experienced senior. As the circwm- 
stances of general practice vary much from place to place, 
it is usually best to serve this “ post-graduate apprentice- 
ship ’? under conditions resembling those to be met later. 
An all-round knowledge of practical medicine, surgery, and 
obstetrics should, if possible, be supplemented by skill in 
some special branch of work, and the experience gained 
when holding clinical assistantships or resident posts (not 
necessarily in teaching hospitals) will prove invaluable in 
general practice.! 

The fundamental value of the work done by the general 
practitioner is better appreciated now than in the past, 
and it is more fully recognized that an efficient medical 
service must be based upon the skill and devotion of the 
family medical attendant, working in close touch with the 
aims and methods of preventive medicine. Under the con- 
ditions of to-day his place in the community is more im- 
portant than ever before. Private practitioners now take 
a wider view of their duty towards the environment and 
the habits of their patients than in former times, when 
they were almost wholly concerned with developed disease 
in individuals. The doctor of the future will come more 
and more to study early disturbances of function—the 
threshold of disease—and the maintenance of bodily and 
mental health in varying conditions of life and work. 
While this is all to the good, it cannot be denied that 
encroachments on private medical practice are perpetually 
being made, here a little and there a little, under the 
auspices of the State and of voluntary bodies. If such 
inroads threatened only the material interests of the 
individual doctor they might have to be endured, like much 
else that goes on in the name of progress; but it is not 
difficult to show that in the long run many of them must 
react against the public interest also. Another trial for 
the private medical practitioner arises from the multiplica- 
tion of official requirements and administrative checks 
imposed by public authorities. Apart from the clerical! 
drudgery thus put upon him, these new demands must 
tend to cramp the doctor’s independence of judgement and 
action and to divert his mind from purely medical duties. 

The national system of compulsory health insurance, now 
more than sixteen years old, has inevitably had a profound 
influence upon the great bulk of private practitioners in 


1A book of practical advice for the newly qualified, entitled How to 
Start in General Praetice, by Isaac G. Briggs, is published by John 
Murray, price 68. 
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this country, so much so that it is already difficult to call 
up a clear picture of what medical practice was like in 
working-class districts less than a generation ago. The 
Insurance Acts provide domiciliary medical attendance for 
some sixteen million persons, and nearly 15,000 members 
of our profession now undertake responsibility for the 
medical care of this vast section of the population. These 
practitioners, by placing their names on the panel (or 
medical list) signify their assent to the terms of service 
set out in the Medical Benefit Regulations and other 
relevant provisions. It would have been strange indeed if 
a measure so far-reaching and so complex had not brought 
about great changes in the conditions of general practice, 
with some detriment to the freedom of the individual 
doctor. On the other hand, there is general agreement 
that the panel system has provided a better service than 
existed under the old “‘ club” arrangements, though it is 
by no means as complete or as effective as it might be 
made. Some of its worst faults have been removed through 
the efforts of the Insurance Acts Committee of the British 
Medical Association, which represents the interests of the 
insurance practitioners in all negotiations with the 
Ministry of Health. ‘‘ Under the Act as it stands much 
more could have been done, and should be done, in the 
matter of wise propaganda directed to the means of pre- 
serving health and of preventing disease; but, taking the 
Act in general, with its many inherent administrative 
difficulties, it can be said that the major provisions are 
being sympathetically and effectively implemented. But 
the degree of success so far attained in itself calls for 
further and fuller developments, which in due course 
should be equally available for all insured persons regardless 
of their membership of any particular society.’”! 


CONSULTANT AND SPECIALIST PRACTICE. 

The term consulting practice may be said to comprise in 
ordinary usage the work of the general medical consultant or 
‘‘ pure physician” and that of the general surgical con- 
sultant or operating surgeon. Most general consultants, 
whether medical or surgical, are specialists in some branch 
of their practice, and most specialists are consultants in 
the sense that their work largely comes to them through 
the recommendation of other practitioners, with whom 
they act (or should act) in a consultative capacity. In 
any case, whoever holds himself out as one or the other 
or both must be assumed to have knowledge and skill above 
the ordinary. 


To be a competent specialist a man should possess, 


as .a background to his expert attainments, a com- 
prehensive knowledge both of .medicine and surgery, and 
if possible should have practised for some years before 
starting on his own line of work. Intensive study is 
required of those who aim at becoming consultants or 
specialists, and they should look upon hospital posts, 
especially where there are students to be taught, as a vital 
part of their higher education. For them, as for practi- 
tioners of all branches, success will depend in the long run, 
not only upon mental gifts, special experience, and capacity 
for hard work, but on the possession of those qualities 
which inspire confidence both in patients and in colleagues. 
Moreover, since the consultant or the specialist can scarcely 
hope at first to pay his way by consulting work or by the 
exercise of his specialty, he must either have private means, 
or be prepared, by teaching or in other ways, to make 
ends meet. If while in preparation for his life-work he 
can undertake some piece of research bearing upon his 
clinical studies, this is most advisable, and there is much 
to be said for spending some months in visits to foreign 
siinics. 


‘ Sir Ewen Maclean: Presidential Address to the Briti i 
tion, Cardiff, July, 1928. ne 


Additional degrees and diplomas are important factors in 
securing election to the visiting staff of a large hospital, 
and a few remarks about them may be made here. Beyond 
the qualifications, such as Bachelor or Licentiate, which 
admit to the Medical Register, most of the licensing boc‘es 
bestow higher titles, such as Doctor, Master, or Fel*w, 
after further tests. A considerable number of those wo 
have graduated M.B., including many general practitio1.ci's, 
proceed later to the doctorate, and the possession of an 
M.D. degree is certainly advantageous to anyone in con- 
sulting medical practice. When applying for the post of 
physician to a hospital it is always useful, and may be 
obligatory, to hold also the Membership of one of the three 
Royal Colleges of Physicians, according to the part of the 
British Isles in which the hospital is situated. So, too, the 
Fellowship of one of the three Royal Colleges of Surgeons 
should be obtained by those seeking surgical appointments, 
and the degree of Master of Surgery is an added distinc- 
tion. There are also diplomas in a growing number of 
special branches of work—such as public health, tropical 
medicine, ophthalmology, laryngology, radiology, tubercu- 
losis, and psychological medicine—which are superfluous 
for most practitioners, but useful or even indispensable 
for those who intend to devote themselves to one or other 
of these subjects. Information about the several diplomas 
open to qualified practitioners, and about higher degrees, 
will be found in other parts of this issue. It should 
perhaps be noted here that of the many diplomas in special 
subjects granted by licensing bodies only those in public 
health, sanitary science, and State medicine are at 
present admissible for entry in the official Medical Register, 
though other special diplomas may of course be included 
among the particulars of qualification in the Medical 
Directory, published by Messrs. J. and A. Churchill. 

A comparatively new feature of medical life, more 
especially seen in tlie larger industrial towns of the 
North of England, is the presence of a growing number 


_of general practitioner specialists, who combine ordinary 


panel practice with much surgical or other special work 
in well-equipped local hospitals which admit patients in 
different categories according to their means. Though the 
fees are small compared with those earned by operating 
surgeons and specialists in London, the work is by no 
means unremunerative, and it adds a great deal to the 
interest of the daily round. 


FINANCIAL AND SOCIAL ASPECTS. 

The pecuniary disadvantages of medicine as a profession 
are the long and costly training, the time of waiting after 
qualification before the practitioner can count upon an 
adequate incgme, and the heavy working expenses in pro- 
portion to his gross earnings. On the other hand, the 
medical profession affords a fairly certain means of liveli- 
hood, with unrivalled opportunities for the exercise of the 
highest intellectual powers in the service of others. The 
counterpart of the briefless barrister is practically unknown 
in medicine. But while no doctor who is willing and able 
to work need starve, it should be clearly grasped by all 
who think of adopting it as a career that medicine is a 
path to fortune only for the few, and anyone who enters 
it with the sole idea of making money has mistaken his 
calling. The distinguishing feature of a liberal profession 
in contrast with a trade is that it is followed more for the 
general good than for individual profit; the main reward 
of the medical life is the knowledge of good work well 
done. Whatever the branch of medical work chosen, there 
are few doctors who become what a business man would 
consider even moderately rich by the practice of their 
profession, Yet, if medicine, from the financial point of 
view, offers to the majority little more than the means of 
livelihood, in its social and intellectual aspects the prospect 
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is far brighter. The practitioner’s lot is unlike that of 
many whose common business gives little scope to the 
higher faculties of the mind; for it is his duty and his 
privilege to live in, and by, the constant exercise of his 
intellectual powers. Moreover, the culture which once 
belonged to the physician alone has spread into all ranks 
of the profession. The steady improvement in the educa- 
tion, general as well as technical, of the practitioner has 
added much to his influence with the public, and has been 
a large factor in raising his social status during the 
seventy years that have passed since the General Medical 
Council was constituted under the first Medical Act. 
A family doctor of the kind that is well styled ‘‘ the 
backbone of the profession ’’ holds an excelient position 
among his neighbours, and is the friend and confidant as 
well as the medical adviser of many of his patients. Many 
men go further, and take a leading part in the public life 
of their district. There are conspicuous instances within 
our knowledge of the good work in this direction that has 
been accomplished during an arduous professional career. 
A proof of the special value of a medical training is the 
way in which it fits men for leadership among their fellows. 


PROFESSIONAL ORGANIZATION. 

It is a sound rule of conduct that the new practitioner 
should associate himself as cordially as_ possible with 
neighbouring colleagues. The spirit of comradeship, which 
contributes so much to the value and happiness of under- 
graduate study, should be preserved, both for its own sake 
and because in these days no doctor, whatever his position 
ov the nature of his work, can safely stand aside from his 
fellows. Individuals and isolated groups of practitioners 
are always handicapped when they attempt to defend their 
interests against organized bodies, whether these are 
Government departments, local authorities, or bodies of 
workmen. In the ordinary course of work the individual 
doctor is well able to deal with the individual patient and 
the patient’s friends, but he cannot hope to engage 
successfully in single combat with outside organizations. 
Apart, however, from such motives of self-interest, every 
one of us owes a duty to his profession, and the man who 
holds himself aloof from his brethren fails in that duty 
and by so much lessens the power and dignity of medicine. 
Medical men and women must therefore band themselves 
together, and the first step after registration should be to 
hecome an active member of the British Medical Associa- 
tion. Besides having behind him the machinery and the 
influence of a world-wide professienal body, a young practi- 
tioner will find in the meetings of his local Division, and 
in the Annual Meetings of the Association, held in large 
medical centres, many opportunites for keeping abreast of 
new work in medicine and for friendly intercourse with 
colleagues. One other thing that no new graduate should 
fail to do is to join immediately one of the professional 
societies which for a small yearly sum undertake individual 
legal defence of their members. It is sheer folly to put 
his off, even for a day. The need for protection may 
arise out of the first case attended in hospital or in 
private practice, 

The British Medical Association was founded in 1832 to 
promote the medical sciences and to maintain the honour 
and interests of the profession; a brief note on its con- 
stitution and activities will be found at page 428. The 
Association, with Branches throughout the British Empire 
and a membership of more than 34,000, is the only body 
that can act for the profession as a whole and speak in its 
name. The record of ninety-six years’ work shows that 
vocational organization, wisely directed, can combine service 
for its members with service for the public. Much remains 


to be done in both ways, and those who are now entering ; 


the profession must not merely consolidate the ground 
won, but press forward. Every medical man and woman 
should try to take a share in some at least of the various 
movements, scientific or social or political, with which the 
Association has identified itself. 


PROFESSIONAL STUDY AND EXAMINATION. 


Tue RevisEp ScHEeME or 1922. 

In 1922 the General Medical Council prescribed a readjust- 
ment of the medical curriculum, to come into force at the 
beginning of the following year. The scheme adopted was 
in effect a compromise between several ‘schools of thought ”’ 
which had been debating the matter for fifteen years or 
more. In this readjustment, among other things, increased 
emphasis was placed upon sufficient opportunity being 
afforded for the study, both theoretical and clinical, of 
those subjects which are now so essential in connexion 
with the treatment centres of a local authority, such as 
ophthalmology, venereal diseases, orthopaedics, ante-natal 
conditions, and infant welfare. Our article printed at 
page 386 last vear on the functions and iequirements of 
the General Medical Council includes the text of the 
resolutions and recommendations of the Council which 
have applied since the beginning of 1923. We summarize 
below the leading features of the revised scheme of pro- 
fessional study and examination, and indicate the impor- 
tance attached by the Council to the preventive aspects 
of medicine. The first qualifving examinations based upon 
this readjusted curriculum have been held during the 
present year. 


Tue Mepicat Curricutum To-pay. 

The minimum age for registration as a medical student 
is now 17 years. There has been no formal lengthening 
of the medical curriculum under the revised scheme, but 
in practice it has been added to by transferring to pre- 
liminary study and examination the subjects of elementary 
physics and chemistry in their purely scientific aspects. 
Thus, in addition to passing a preliminary examination 
in general education, an examination (written, oral, and 
practical) in the elements of physics and chemistry is 
required by the General Medical Council. before the 
admission of a name to the Students’ Register. In the 
applications of these two subjects to the professional courses 
—as in biophysics, biochemistry, and pharmacological 
chemistry—appropriate instruction is to continue through- 
out the curriculum, and is to be tested by examination, 
so that the student shall no longer be able to put behind 
him as past and done with the knowledge which he acquired 
as a preliminary. If he has had no facilities at a seeondary 
school or otherwise for obtaining what is necessary for the 
preliminary or pre-registration examination in chemistry 
and physics, then he can come for it to the university or 
medical school, but study there will not count for the 
medical curriculum. In elementary biology comparatively 
few secondary schools are equipped for tuition, but the 
General Medical Council has suggested an arrangement 
for utilizing the work of such schools as are qualified for 
the purpose. ‘The examination in elementary biology will 
not be ** pre-curriculum,’’ but the instruction may be so, 
and a licensing body can allow students who so desire to 
sit for the examination immediately after matriculation. 
Here again, however, it is the wish of the Council that the 
applications of biology to medicine, surgery, and midwifery 
shall continue to receive adequate attention throughout 
the courses. ' 

As Sir Norman Walker said in an address to the Annual 
Congress on Medical Education, Medical Licensure, and 
Hospitals, held at Chicago last February: ‘“ This pre- 
registration examination [in elementary physics and 
chemistry] is still in the experimental stage, and some of 
the bodies are not very sympathetic to it. Most of them, 
however, have accepted it pro tanto, and we are trying 
to work this new scheme, which has at least this merit— 
that we can now assume that every student starts the 
five years’ curriculum with a working acquaintance with 
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the elements of chemistry and physics. The Council has 
to keep a watchful eye lest the examination should be 
regarded as a sufficient test of knowledge, and the medical 
curriculum proper recommended by the Education Com- 
mittee contains the subjects of chemistry, physics, and 
biology in their application to medicine,”” 


A Block System. 

Besides the resolutions of the General Medical Council in 
regard to professional education and examination printed 
elsewhere at page 377 a series of additional resolutions was 
adopted in 1922, as follows: 

(a) That throughout the whole period of study the 
attention of the student should be directed by his teachers 
to the importance of the preventive aspects of medicine ; 

(6) That each Licensing Body should make adequate 
arrangements for the effective correlation of the several 
subjects of study throughout its curriculum ; 

That the teaching of anatomy and _ physiology 
should include as a regular part of the courses the 
demonstration on the living human body of structure and 
function ; 

(d) That the curriculum should be so arranged that 
a@ minimum period of three years shall in every case be 
available for study after the completion by the student of 
the Professional Examinations in Anatomy and Physiology 
held at the close of the second year ; 

(e) That the curriculum should be so framed as to 
afford sufficient opportunities for the study, during the 
last three years of the course, of Physics, Chemistry, 
Biology, Anatomy, and Physiology in their practical appli- 
cation to Medicine, Surgery, and Midwifery, and that the 
student’s knowledge of these applications should be subject 
to test in the Final Examination; 

(f) That before the student is admitted to his clinical 
appointments he should have received practical instruc- 
tion in clinical methods and in the recognition and 
interpretation of physical signs ; 

(g) That instruction should be given, in the courses of 
Forensic Medicine and Public Health or otherwise, on 
the duties which devolve upon practitioners in their 
relation to the State, and on the generally recognized 
rules of medical ethics. Attention should be called to 
all Notices on these subjects issued by the General Medical 
Council. 

The Council, it will be noted, attaches great importance 
to the reservation of sufficient time for the later subjects 
of study, free from all worries about passing the examina- 
tions of the earlier parts. To that end it recommends 
what is practically a block system. A minimum of three 
years should be available, not merely after the courses of 
anatomy and physiology have been taken, but after the 
examinations in these subjects have been passed. 


Examination Reform. 

Another notabie feature is that in assessing marks in the 
several examinations account may be taken of ‘ duly 
attested records of the work done by the candidate 
throughout his course of study’ in the subject. This is 
an effort to meet the long felt difficulty that a man’s mental 
agility, or the want of it, counts far too much in the 
examination room. The difficulty is real, but the remedy 
is not easy, and the Council has been wise in the cautious 
approach it makes towards a solution. Where, as in the 
examinations for the various conjoint diplomas, a student 
will only by chance come before his own teacher as an 
examiner, absolute impartiality in the attested records 
will be necessary. On the other hand, at the universities, 
where the teacher is almost always one of the examiners, 
ao personal like or dislike of a student must influence the 
report of the internal to the external examiner. The class 
iccords should, of course, be available, but the scheme will 
put a serious ethical obligation on all concerned, and the 
Couneil will doubtless watch its operation with keen and 
critical interest. 


Training in Preventive Medicine. 

The first of the resolutions quoted above should be borne 
in mind by every teacher throughout the whole curriculum, 
and not merely in the clinical subjects. All the earlier 
subjects—physics, chemistry, biology, physiology, anatomy, 


and, of course, pathology, bacteriology, and therapeutics 
also—afford opportunities from the very beginning for 
instilling into the mind of the student the necessity for 
his keeping constantly in view, in all the advice and 
treatment he may give throughout his professional life, 
the primary importance of promoting the general health 
of those who entrust themselves to his care, and of pre- 
venting trivial ailments from developing into definite 
disease, 


THE NUMBERS OF THE MEDICAL PROFESSION. 
A Review or Firtry Years. 


Dvurine the past fifty-two years the General Medical 
Council has kept an analytical record of the number of 
names entered in, added to, or removed from the Medical 
Ltegister in each twelve months. The Medical Register has 
been published annually since the Council was constituted 


under the first Medical Act of 1858; but before 1876 no . 


such data as these were ascertained. 

‘In order te present a general view of the numerical 
strength of the medical profession during the past half- 
century we have extracted from the records and set down 
below in parallel columns the total number of names .in 
the Medical Register on December 31st of each year, and 
the numbers added annually by registration between 1878 
and 1927, 


Numerical State of the Mcdical Registcr.” 
Names added Total No, 


Names added Total No. . 
Year. in Year. on Dee. 31. Year. in Year. on Dec. 
1878... 396 ... 22,600 
as 996 ... 22,516 1904 ... 1,168 ... 38,492 
1960 ... 153 .. 1905 ... 1,240 ... 39,060 
7981... 2865 .. «£07 ... 
... 1,304 ... 24,517 1908: ... 1,137 ... 40,257 
1004... 1,588 ... @32l 1909 ... 1,143... 39,813 
1885 ... 1,377 .. 25,998 1910 ... 1,062 ... 40,483 
1886 ... 1,431 ... 26,452 1911 ... 1,042 ... 40,913 
1888 .,. 1,184 ... 27,939 1913 ... 1,168 ... 41,940 
1889... 1,305 .. 28,348 1914... 1,433... 42,378 
1890 ... 1,266 ... 29,163 1915 ... 1,526 ... 43,225 
1891 ... 1,345 ... - 23,555 1916 ... 1,202 ... 43,481 
1892 1,513 ... 30,590 
1919 ... 138... 
1895 ... 1,446 ... 33,601 1920 ... 1,457 ... 44,761 
1896 ... 1,385 ... 34,478 1921 ... 1,760 ... 45,468 
1897... 1,230 ... 34,642 1922 ... 1,983 ... 46,476 
1898 ... 1,210 ... 3,07 1923 ... 2,482 ... 48,140 
1899 ... 41,351 ... 35,836 19084 «292,706 ... 90,055 
7000... 136 ... 1925 ... 2,570 ... 51,738 
1901 ... 1,318 ... 36,912 1926 ... 2,120 ... 52,614 
1902 ... 1,27 ... 37,232 1927 ... 1,941 ... 53,769 


The varying proportion of registered medical practitioners 
to population during the period under review is shown in 
the following table. This sets out the total population of 
the British Isles at each decennial census since 1681, and 
the number of names on the Medical Register in the same 
year; also the corresponding totals in 1926, that for the 
general pepulation being an official estimate, 


Proportion of Practitioners to Population. 


Registered Population, 
Year. Practitioners. British Isles. 
45,370,530 


These figures show a steady increase in the ratio of 
doctors to population, which was accelerated during the 
years immediately following the war. The number of 
registered practitioners at the end of 1921 was almost 
exactly double the number at the end of 1876, but the 
population of Great Britain and Ireland within that period 
only increased by about 50 per cent. During the year 1927 
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the new medical registrations numbered 1,941, and there 
was a net increase of 1,155 names. There is now con- 
siderably more than oné name in the Medical Reaister to 
every thousand of popu- 


British list; entries in the colonial and foreign lists of the 
Medical Register being excluded; hence the slight dis- 
crepancy between the totals indicated in this chart and 

those given in our tables 


lation. In the United 1916 1921192 printed above. The 
States of America it is |+4%00 ¢ $ chart brings out in a 
estimated that there is Sooo f be striking way the differ- 
at the present time one _ | 3200 4 1 ence between the number 
medical practitioner to | 3/2 T of registered students 
every 753 people. Next | 2900] wuracr of STUDENTS REGISTERED hi who should have com- 
Ini 2800| NUMBER OF PRACTITIONERS REGKTERED \ i ’ j 

to the United States the 2700| VUMBER OF REGISTERED STUDENTS WHO \ pleted a six years curri- 
British Isles appear to | 2690] wave A_S/x YEARS" CURRICULUM, \ i culum in a given year 
have the highest propor- | - 792.5J- and the number of newly 
tion of practitioners to | 3309 qualified practitioners 
population, Switzerland | 2200 | BA who in fact registered 
has approximately one | 7/00 r 2 in that year. In 1919, 
doctor to every 1,135 in- | 7900 a Lt “\\- following the armistice, 
habitants; Germany 1 to ys aan there was an enormous 
1,320; and Denmark 1 | ‘609 al entry of students; but, 
to 1,200. — | pet as was only natural in 

REGISTRATION 1200 x considerable proportion 

or STUDENTS AND ~ dropped out of the 
PRACTITIONERS. 900 i running year by year, 
The relation between | 800 * f and in 1925 the number 
the numbers of new | 22% y of those who qualified 
students and those of Le fell short of expecta- 
newly qualified —practi- Numbers of medical students and practitioners, 1908 to 1927. tions by nearly 1,000. 


tioners during the past 
twenty years is shown in the accompanying chart, repro- 
duced from the last report of the Finance Committee of 
the General Medical Council. 

The figures for the registration of practitioners year by 
rear apply only to those whose names were entered on the 


Since then the two 
figures have approached each other again, and it is reason- 
able to suppose that the pre-war relationship between them 
will be resumed. Some further remarks on the numbers of 
medical students in recent years will be found in our 
introductory article on the profession of medicine. 


THE GENERAL MEDICAL COUNCIL. 


Tur General Medical Council was established by the 
Melical Act, 1858, in order ‘‘ that persons requiring 
medical aid should be enabled to distingu’sh qualified from 
unqualified practitioners.’’? It consists of eighteen members 
appointed by the Universities in the United Kingdom 
having medical faculties; of nine members appointed by 
the Medical Corporations, such as the Royal Colleges of 
Physicians and Surgeons; of five members appointed by 
His Majesty in Council; and of six members directly 
elected by members of the profession as a whole—a total 
of thirty-eight. To these are added three dentists who 
are members of the Dental Board, and are appointed for 
dental business. Although the eighteen members appointed 
by the Universities and the five members appointed by 
His Majesty in Council may all be laymen, only one 
layman has so far been appointed and that was by the 
Privy Council in 1926. 

The Council’s offices are at 44, Hallam Street, Portland 
Place, London, W.1, and it has Branch Offices at 12, Queen 
Street, Edinburgh, and 35, Dawson Street, Dublin. 

The Council exists for the protection of the public and 
not of the profession. Its principal functions are three. 
First, to keep the Medical Register; second, to see that 
the name of no person is entered thereon as qualified unless 
he has had an adequate professional education, and to 
remove therefrom the names of qualified persons who are 
no longer entitled to public confidence; and third, to pro- 
vide for the publication of the British Pharmacopoeia. 
It is the appearance of a name upon the Medical Register, 
and not the possession of a degree or diploma, that con- 
stitutes a person a duly or legally qualified practitioner 
of medicine. 

The Council has no power to make rules in regard to 
the medical curriculum or examination, but it can pass 
resolutions and make recommendations relating thereto, 
and, if any of these were ignored by the licensing bodies, 
it would be open to the Council to make representations 
to the Privy Council, which if it thought fit might order 
that the qualifications obtained from such bodies should 
not be registrable. 

The name of any medical practitioner who has been 


convicted of felony or misdemeanour, or who is proved 


before the Council itself to have been guilty of “ infamous 
conduct in a professional respect,’’? may be erased from the 
Medical Register. 

The Medical Acts prohibit attempts being made to 
impose restriction as to any theory of medicine or surgery, 
and, once a practitioner has been trained and tested in 
the knowledge essential for public safety, he may adopt 
any ‘‘ theory ’’ of medicine or surgery in which he honestly 
believes. The Medical Acts do not prohibit the practice 
of medicine by unregistered persons, but if they ‘‘ wilfully 
and falsely ’’ assume any title implying registration they 
are liable to prosecution. In this respect the Medical Acts 
differ from the Midwives and the Dentists Acts, which 
entirely preclude the practice of midwifery or dentistry 
by unregistered persons. Unregistered medical practi- 
tioners, however, are under certain disabilities, for they 
cannot recover charges for medical or surgical attendance, 
ete., in a court of law; they cannot hold an appointment 
as a medical officer in the Military or Naval Services, or 
on ships; they cannot give any valid certificate which is 
required by any Act from a medical practitioner—for 
example, certificate of death; and they cannot obtain 
dangerous drugs. 

An account of the recommendations that the Council has 
drawn up in respect of the education of medical students 
here follows. 


REGIsTRATION OF Mepican StupeENts. 

The Council recommends that every intending student 
of medicine should be registered as such at one of its three 
offices, whose addresses are given on page 377. 

Candidates must produce evidence (a) that they have 
attained the age of 17 years; (b) that they have passed an 
examination in general education which is accepted for 
matriculation or entrance to the Faculties of Arts or Pure 
Science in a university in the United Kingdom; and in 
addition thereto that they have passed an examination in 
elementary chemistry and elementary physics conducted or 
recognized by one of the licensing bodies. 

Application for registration should be addressed to the 
Registrar for the division of the United Kingdom in which 
the applicant is residing—England and Wales, or Scotland, 
or Ireland. It must be made on a special form, which can 
be obtained from one of the offices of the General Medical 
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Council itself or from one of the various licensing bodies 
and medical schools. 

The regulations with regard to registration apply equally 
to medical and dental students, with the exception that, in 
the case of the latter, pupilage with a registered dental 
practitioner may be regarded as a commencement of 
professional study, and that applications for registration 
should be addressed to the London office only. 


PROFESSIONAL EpvucaTIon. 

The rule is that it is only from the date which appears 
against his name in the Students Register that the medical 
student’s career officially begins; thereafter five years at 
least must pass before he can present himself forthe final 
examination for any diploma which entitles its lawful 
possessor to registration as a qualified medical practitioner 
under the Medical Acts; but to meet the circumstances 
brought about by the dates at which sessions of the medical 
schools begin and end, the close of the fifth year may be 
reckoned as occurring at the expiration of fifty-seven 
months from the date of registration. In any case, the 
period of five years must be one of bona-fide study; and in 
every course the following subjects should be included: 

\i) Elements of General Biology, including an introduction to 
Embryology. This course, if the Licensing Bodies permit, may 
be taken before registration, and the exammation may be passed 
‘immediately after registration. 

(i) Chemistry, Physics, and Biology in their application to 
Medicine. 

(ji) Human Anatomy and Physiology, including Histology, 
Elements of Embryology, Biochemistry, and Biophysics. 

(iv) Elementary Bacteriology, prior to regular clinical appoint- 
ments. 

(v) Pathology, general, special, and clinical, and Morbid 
Anatomy. 

(vi) Pharmacology and Materia Medica, to be taken concurrently 
with: clinical instrvetion. 

(vii) Forensic Medicine, Hygiene, and Public Health. 

(viii) Medicine, including Applied Anatomy and Physiology, 
Clinical Pathology and Therapeutics, Children’s Diseases, Acute 
Infectious Diseases, Tuberculosis, Mental Diseases, Skin Diseases, 
and Vaccination. 

(ix) Surgery, including Applie natomy and Physiology and 
Clinieal Pathology, deantidiion Diseases of the Eye, Ear, Throat, 
and Nose, Radiology, Venereal Diseases, and Orthopaedics. 

(x) Midwifery and. Diseases of Women, including ante-natal 
conditions and infani hygiene. 

The Council recommends that during the last three of 
the five academic years clinical subjects shall be studied. 

The first two years must be passed at a university, or at 
a school of medicine recognized by any of the licensing 
bodies enumerated in the schedule to the Medical Act of 
1858, and the remainder must be devoted to clinical work 
at any public hospital or dispensary at home or abroad 
which is recognized by a licensing body. 


Spectra, ConsmeERATIONS. 

The requirements of the General Medical Council in 
respect of the education of those who desire to enter the 
medical profession have now been given in outline, but 
before leaving this part of the subject the steps which the 
aspirant should take may be rehearsed in their due order: 

(1) Pass an examination in arts; 

(2) Pass an examination conducted or recognized by a licensing 
body in elementary physics and elementary chemistry ; 

(3) Having attained the age of 17, enter himself at a university 
or at a medical school recognized by one of the licensing bodies; 

(4) Obtain registration as a medical student ; 

(5) Study for a minimum of five years certain prescribed 
subjects ; 

(6) Meanwhile om sundry intermediate examinations; and at 
the end of the fifth year pass a “ qualifying examination ” which 
will entitle him to receive from a licensing body a legal authority 
to practise. 

The Minimum Period.—It must be remembered that the 
period of five years is a minimum; more is often required 
even by the man of good abilities and reasonable industry, 
and some of the universities prescribe a longer period. 
Besides these qualities a student, to obtain a registrable 
qualification in the minimum period of five years, or fifty- 
seven months, must have a considerable amount of good 
luck; in other words, he must keep in good health through 
every term, and never fai] at a single examination. Thus, 
for instance, before presenting himself for any examination 
he must be “signed up” for the subjects covered by that 
examination; this means that his teachers have to certify 


that he has diligently attended the required number of 
lectures or classes in the subjects in question. If, however, 
the student happens to be ill durimg the term when such 
lectures or classes are taking place he may miss enough of 
them to make it impossible for him to be signed up. Then, 
again, should he fail to satisfy the examiners at some 
examination, he cannot present himself for re-examination 
for at least three months. This generally entails further 
consequences, because, apart from the studen*’s success at 
the next stage in his career being imperilled by the need 
for restudying the subjects in which he has failed, the 


Examining Boards usually insist upon a definite interval. 


elapsing between one examination and the next. Further, 
many Boards have refused to recognize lectures and classes 
which have been attended before the student has passed 
the requisite examination in earlier subjects, and the 
Council now recommends that the professional examina- 
tions in anatomy and physiology be passed before the 
minimum period of three years’ subsequent study be 
entered on; in other words, no clinical study should 
count as such until these examinations have been success- 
fully completed. Failure at an examination may thus not 
only mean deferment of the date of examinations, but 
deferment of the beginning of the student’s study of 
certain subjects. It is thus exceedingly easy for a student 
to fail to qualify in five years, and, as a fact, the majority 
of students take longer. 

In speaking of the minimum period, it is to be remem- 
bered also that that time is only sufficient to gain a 
registrable qualification, such as a Bachelorship of Medicine 
or Surgery or the diplomas of the Royal Colleges. Those 
who wish to take a higher qualification—for instance, the 
F.R.C.S.Eng.—must prolong their work for another year 
or more. So, too, must in some cases those who desire to 
convert their Bachelorship into a Doctorate.” This may 
entail further formal examination, but at some univer- 


“sities the M.D. is obtainable on presentation of a thesis 


when the Bachelor has attained a certain age and has 
practised for a certain number of years. However, a 
student’s career proper may be considered, perhaps, to 
have ended when he obtains his first registrable qualifica- 
tion, for while preparing himself for any further tests he 
ean, and usually does, hold some junior appointment 
which more or less covers his expenses. 


MEMORANDUM ON StupENts’ REGISTRATION. 

The following memorandum has been drawn up by the 
Registrar of the General Medical Council as to the pro- 
cedure for those who desire to be registered as medical cr 
dental students. 


The requirements for the registration of medical and dental 
students are the same, and every intending student should, in his 
own interest, register as soon as he commences his professional 
curriculum. 

A recognized examination in general education must first be 
passed. If the student intends to obtain a university degree, he 
should apply to the university he selects for information as to its 
matriculation requirements in arts or pure science, or as to any 
examinations which may be accepted in fulfilment thereof. If 
the student intends to obtain a qualification from one of the 
licensing corporations (these are the Conjoint Boards in England, 
Scotland, and Ireland, the Society of Apothecaries of London, 
and the Apothecaries’ Hall of Dublin), any of the examinations 
indicated below will be accepted. The subjects required are: 
(1) English, (2) Mathematics (elementary), (5) a language other 
than English, and (4) a fourth subject as required by the regula- 
tions of the particular examination, to be chosen from the_fo!low- 
ing—namely, History, Geography, Physical Science, Natural 
Science, Latin, Greek, Hebrew, French, German, or other 
language accepted by a university for matriculation. — 

The requirements of the preliminary examination in eneral 
education being satisfied, it is then necessary for the student to 
ass a further or Pre-Registration Examination (theoretical and 
practical) in Elementary Chemistry and Elementary Physics, 
which is conducted or recognized by one of the licensing bodies— 
that is, a university or licensing corporation. These subjects must 
be passed in addition to those included in the preliminary 
examination—for example, chemistry taken as one of the four 
required subjects in the preliminary examination cannot also 
count as one of the subjects of the Pre-Registration Examination. 
These subjects may be studied at a university or medical school, 
or at a secondary school or other institution recognized by the 
body whose pre-registration examination it is intended to take. 
The student should, in every case, write beforehand to the body 
whos¢ qualification he desires to obtain (a list will be found 
on page 377) for information in regard to its requirements for 
this examination. 
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These two examinations (in general education and in physics 
and chemistry) having been passed and the student having attained 
the age of 17 years, he should apply to one of the universities 
or one of the medical schools for admission to its course of medical 
study. When medical study has been begun, he should apply to 
the Dean of the school, or to the Registrar of one of the branches 
of the General Medical Council, for a form of application for 
registration as a student, and should have it completed and sent 
in to one of the Branch Councils as soon as possible. There is 
no fee for this registration. The medical curriculum will extend 
for at least five years, and the dental curriculum for at least four 
years, from the date of registration as a student. 

A student who has, before registration, studied the subject of 
elementary biology at an institution recognized by one of the 
licensing bodies may, if the body sees fit, be admitted to the 
professional examination in this subject immediately after his 
registration as a student. For information in regard to this he 
should apply to the body whose medical qualification he seeks. 

A dental student may commence his curriculum, if he so desires, 
as a pupil in dental mechanics of a registered dental practitioner ; 
but study at a dental school is to be preferred. If, however, he 
is apprenticed to a dental practitioner, he will have to devote 
twice as much time to instruction in dental mechanics as he 
would if he had taken this subject in a school. This will have the 
effect of lengthening the curriculum. In any case a student can 
only obtain a concession of twelve months out of the four years’ 
curriculum. 


The addresses of the Branch Registrars are: 


General Medical Council, 44, Hallam Street, Portland Place, 
London, W.1. 

Scottish Branch Council, 12, Queen Street, Edinburgh. 

Irish Branch Council, 35, Dawson Street, Dublin. 


Examining Bodies in Preliminary Education. 
The following is a list of the officials of the examining bodies in 
preliminary education, with the names of the examinations in 
parentheses. 


Registrar, Queen’s University of Belfast, Belfast. (Matriculation.) 

Registrar, The University of Birmingham. (Matriculation.) 

Registrar, The University, Bristol. (Matriculation, School Certificate, or 
Higher School Certificate.) 

Assistant Registrary, The University, Cambridge. (Previouns.) 

Secretary, Cambridge Local Examinations, Syndicate Buildings, Cam- 
bridge. (School or Higher School Certificate.) 

Medicai Registrar, University of Dublin School of Physic, Dublin. 
(Junior Freshman, Special Preliminary, Junior Exhibition, or 
Examination for first, second, third, or fourth year in Arts.) 

Registrar, University of Durham College of Medicine, Newcastle-on- 
Tyne. (School or Higher School Certificate.) 

Registrar, Irish Conjoint Board, Royal College of Surgeons, Dublin. 
(Preliminary Examination.) 

Registrar, National University of Ireland, Dublin. (Matriculation.) 

Joint Commissioners, Intermediate Education Board of Ireland, 1, Hume 
Street, Dublin. (Leaving Certificate.) 

Assistant Secretary, Ministry of Education, Belfast. (Senior Grade 
Leaving Certificate.) 

Academic «egistrar, The University of London, South Kensington, 
ery S.W.7. (Matriculation, General, or Higher School Certi- 
icate.) 

Secretary, Northern Universities Joint Matriculation Board, 315. Ovferd 
Road, Manchester. (Matriculation School or Higher School Certi- 
ficate.) 

Registrar, University Registry, Oxford. (Responsions.) 

Secretary, Oxford and Cambridge Schools Examination Board, Schools 
Examination Office, Balliol College, Oxford. (School or Higher 
School Certificate.) 

Secretary, Oxford Local Examinations, University Press, Oxford. (School 
or Higher School Certificate.) 

Secretary, College of Preceptors, Bloomsbury Square, London, W.C.2 

ecretary, ucational Institute of Scotland, 47, Moray Place, i 
(Preliminary Medical Certificate.) 

Secretary, Scottish Education Department, 14, Queen Street, Edinburgh 
(Leaving Certificate.) 

Secretary, Scottish Universities Entrance Board, 81, North Street 
St. Andrews. (Scottish Universities Entrance Examination.) ; 

Registrar, University of Wales, Cathays Park, Cardiff. Matriculation.) 

Clerk, Central Welsh Board, Cardiff. (School or igher School 
Certificate.) 

{Yote.—School Certificates other than ‘‘ Higher "’ must show “ its” 

In each of the prescribed subjects.] 


Licensing Bodics. 
The following is a list of the officials of licensing bodies and their 
addresses : 
Secretary, English Conjoint Board, 8, Queen Square, Bloomsbury, W.C.1. 


Clerk, Society of Apothecaries, Blackfriars, E.C.4 
Registrar, University Registry, Oxford. 
Secretary, University of Durham College of Medicine, Neweastle-on-Tv 
Principal Officer, University of London, South ioutasee nae 
Registrar, Victoria University, Manchester. = 
Registrar, The University, Birmingham. 
Registrar, The University, Liverpool. 
Registrar, The University, Leeds, 
Registrar, ‘the University, Sheffield. 
Registrar, The University, Bristol. 
Registrar, University of Wales, Cathays Park, Cardiff, 
Secretary, Scottish Conjoint Board, 49, Lauriston Place. Edinburgh 
Dean of the Faculty of Medicine, The University, Edinburgh é 

egistrar, Royal Faculty of Physicians and Surgeons, Glas 
Secretary of the Medical Faculty, The 
Secretary, Irish Conjoint Board, Royal College of Surgeons, Dr 
Registrar, Apothecaries’ Hall of Ireland, 93. Merrion ones 
Medical Registrar, The University, Trinity College, Dublin. ” ; 
Registrar, National University of freland, University College, Dublin 
Registrar, Queen’s University, Belfast. 


cdical Schools. 


_The following is a list of medical schools (other than univer- 
sities) and their officials : 
Registrar, College of Medicine, Newcastle-on-Tyne. 
Dean of the Medical College, St. Bartholomew’s Hospital, London, E.C.1. 
Dean of the Medical School, Charing Cross Hospital, W.C.2. 
Dean of the Medical School, St. George’s Hospital, S.W.1. 
Dean of the Medical School, Guy’s Lospital, S.E.1. 
Dean of the Medical School, King’s College, Strand, W.C.2. 
Dean of the Medical School, King’s College Hospital, S.E.5. 
Dean of the Medical College, London Hospital, E.1. } 
Dean of the Medical School, St. Mary’s Hospital, W.2. 
Dean of the Medical School, Middlesex Hospital, W.1. 
Dean of the Medical School; St. Thomas’s Hospital, S.E.1. 
Dean of the Medical School, University College Hospital, W.C.1. 
Dean of the Medical School, Westminster tiospital, 8.W.1. 
Dean of the School of Medicine for Women, 8, Hunter Street, .W.C.1. 
*Registrar, University College, Aberystwyth. 
*Registrar, University College, Bangor. 
*Registrar, University College, Cardiff. 
Dean of the Medical School, Welsh National School of Medicine, Cardiff. 
Dean of the Medical School, University College, Swansea. 
Dean of the Medical School, University College, Dundee. 
Dean, School of Medicine of the Royal Colleges, Surgeons’ Hall, Edin- 
burgh. ; 
Dean, St. Mungo’s College, Glasgow. 
Dean, Anderson’s College of Medicine, Glasgow. 
Mistress, Queen Margaret College, Glasgow. 
Medical Registrar, University of Dublin, Trinity College, Dublin. 
Registrar, University College, Cork. 
Registrar, University College, Dublin. ‘ 
Secretary, School of Medicine, Royal College of Surgeons, Dublin. 
Registrar, University College, Galway. 
* First year only. 


Dental Schools. 
The following is a list of dental schools and their officials in 
Great Britain and Ireland: 
BE.tFast: Dean of the Medical Faculty, Queen’s University. 
BIRMINGHAM: Dean of the Dental Hospital, 132, Great Charles Street. 
BristoL: Dean of the Medical Faculty, The University. 
DUBLIN : 
Medical Registrar, University of Dublin, Trinity College. 
Registrar, Schools of Surgery, Royal College of Surgeons in Ireland. 
DuNDEE: Dean of the Dental School, 27, Tay Street. 
EDINBURGH : Dean of the Dental School, 31, Chambers Street. 
Guascow : Dean, incorporated Dental Hospital and School, Dalhousie 
Street. 
Leeps: Dean of the Medical Faculty, The University. 
Liverroo.: Director of Dental Education, School of Dental Surgery, 
Boundary Place. 
LONDON : , 
Dean of the Dental School, Guy’s Hospital, London Bridge, S.E.1. 
Dean of the Medical School, King’s College Hospital, Denmark 
Hiil, S.£.5. 
Dean of i? Dental School, London Hospital, Turner Street, Mile 
End, E.1. 
Dean, Ruyal Dental Hospital, Leicester Square, W.C.2. 
Sub-Lean for Dental Students, University College Hospital Medical 
School, University Street, Gower Street, W.C.1. 
MANcHgée7Tex : Dean of the Dental School, Oxford Road. 
Neweastts: Dean of the Dental School, Handyside’s Buildings, Percy 
Street. 
SnerFieLD: Secretary, Board of Dental Studies, The University. 


PROFESSIONAL EXAMINATION. 


The-Council’s Recommendations. 

The following recommendations of the General Medical 
Council in regard to professional examinations for medical 
and surgical qualifications were adopted in May, 1922: 

1. In order to secure due continuity and sequence in medical 
study, two or more Professional Examinations in the earlier 
subjects should be held antecedently to the Final Examination 
in Medicine, Surgery. and Midwifery. 

2. Three years at least should intervene between the tate of 
passing the Professional Examination in Anatomy and Physio- 
logy and that of admission to the Final Examination in 
Medicine, Surgery, and Midwifery. 

3. A candidate remitted in any subject of a Professional 
Examination should, before he is readmitted to examination 
therein, be required to produce satisfactory evidence that he has, 
during the interval of remission, = the study of the 
subject in which he was rejected. andidates who obtain less 
than 30 per cent. of the marks in any subject should be remitted 
for a longer period than three months. . 

4. In all the Professional Examinations sufficient time should 
be assigned to practical work, in order to test the thoroughness 
of the candidate’s knowledge and to encourage practical methods 
of stud. 

5. Candidates in all their examination work should be care- 
fully supervised. 

6. Two examiners should always participate in the oral 
examination of a candidate, except in subordinate parts of 
practical examinaticns. 

7. In all written examinations the questions in each subject 
should be submitted for the approval of all the examiners in 
that. subject. 

8. In all written examinations an average of at least half an 
hour should be allowed for a candidate to answer each question. 

9. It is desirable that examiners, and in particular those for 
the Final Examination in Medicine, Surgery, and Midwifery, 
should be appointed or re-elected for at least three consecutive 
years. 
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10. Whatever may be the system of marking, the percentage 
for a pass in each subject should not be less than 50. 

11. In the regulations for the several examinations it should 
be provided that examiners, in assessing marks, be empowered 
to take into account the duly attested records of the work done 
by the candidate throughout his course of study in the subject 
of the examination. 

12. The Final Examination in Medicine, Surgery, and Mid- 
wifery, with the exception of the Clinical and Practical 
Examination in Midwifery and Gynaecology, must not be passed 
before the close of the fifth academic year of medical study. 

13. The three portions of the Final Examination in Medicine, 
Surgery, and Midwifery should not be further subdivided into 
sections which may be entered for or passed separately. 

14. Compensation in respect of marks as between the three 
different portions of the Final or Qualifying Examination— 
namely, Medicine, Surgery, and Midwifery—is contrary to the 
intention of the Medical Act (1886). 

15. The Final Examination should include clinical and 
practical examinations in Midwifery and Gynaecology. 

16. The clinical examination in Medicine, Surgery, and 
Midwifery should be held in properly equipped hospitals or 
examinations halls well provided with suitable patients. 

17. In the examinations in clinical medicine at least one hour, 
and in clinical surgery at least half an hour, should be allowed 
to the candidate for the examination of, and report on, his 
principal case. . 

18. In Medicine, in Surgery, and in Midwifery, no candidate 
should be allowed to pass who fails to obtain 50 per cent. of 
the aggregate marks assigned to the whole examination ; or who 
fails to obtain 50 per cent. of the marks assigned to the clinical 
examination ; or who fails to obtain 40 per cent. of the aggregate 
of the marks assigned to the written and oral examination. In 
Midwifery, where a clinical examination is not held, the duly 
attested records of the work done by the candidate in clinical 
midwifery must be presented to the examiners for assessment 
in the Final Examination; and no candidate should be allowed 
to pass who fails to obtain 50 per cent. of the aggregate marks 
assigned to Clinical and Practical Midwifery and Gynaecology. 

19. The Final Examination should include the examination of 
secretions, the testing of urine, clinical microscopy, and _pre- 
scription writing, and there should always be an oral examina- 
tion in Medicine, Surgery, and Midwifery, which should include 
an examination en pathological specimens. 

20. At the Final Examination each candidate should be sub- 
mitted to a practical and oral examination in Pathology (macro- 
scopic and microscopic), unless this has been included in a 
Professional Examination preceding the Final Examination. 

21. Whatever be the method of entry for the Final Examina- 
tion all candidates should be required to complete the three 
portions of the Final Examination within a period of nineteen 
months. 

This section of the Edueational Number would be 
incomplete without brief mention of the memorandum, 
drawn up by the Registrar of the General Medical Council, 
on the procedure to be adopted by those who desire to enter 
the profession of medicine, to which reference is made in 
the introductory article at page 370. This pamphlet 
(price 1s. post free) sets out in plain language the informa- 
tion for which the Registrar is often asked by prospective 
medic&l students or their guardians. 


Che English Anibersities. 


Tuere are eleven universities in England and Wales, and 
some account of each of them follows. They all have 
now fully developed medical faculties. Until recently the 
only exception was the University of Wales, whose con- 
stituent colleges are those of Aberystwyth, Bangor, Cardiff, 
and Swansea. This university grants degrees, and has laid 
down a six years’ curriculum for candidates for the M.B. 
and B.Ch. degrees, and it now provides, at the Welsh 
National School of Medicine at Cardiff, instruction in all 
the subjects of the medical curriculum. 


UNIVERSITY OF OXFORD. 
Tue professional degrees conferred by this university are 
those of Bachelor of Medicine (B.M.), Bachelor of Surgery 
(B.Ch.), Doctor of Medicine (D.M.), and Master of Surgery 
(M.Ch.). It also grants a Diploma in Public Health and 
a Diploma in Ophthalmology. On receiving the B.M. the 
candidate js omtitled to registration by the General Medical 


Council. In favourable circumstances this degree and the 
B.Ch. may be obtained in six or seven years from matricu- 
lation. Before receiving either, the candidate must have 
taken a degree in arts (B.A.), for which three years’ 
residence within the university is necessary. This, how- 
ever, does not necessarily mean deferment of professional 
study for that period, for the subjects chosen for the arts 
course may be to a great extent the same as those in which 
examinations would in any case have to be passed for 
the medical degree, and the courses are dovetailed together, 

In accordance with a statute which came into force on 
October 7th, 1920, women may be matriculated and ad- 
mitted to degrees in the university. The statute is retro- 
spective under certain conditions. Before matriculation a 
woman must have been admitted as a member of one of the 
five societies of women students (Lady Margaret Hall, 
Somerville College, St. Hugh’s College, St. Hilda’s HalJ, 
or the Society of Oxford Home Students). Women members 
of the university are admitted to all degrees, except those 
in divinity, under the same conditions as those laid down 
for men in regard to examinations, courses of study, and 
fees, and under corresponding conditions as to residence at 
the university. Among the university diplomas open to 
women are those in anthropology, ophthalmology, and public 
health. 

There are numerous avenues to the B.A. degree, but that 
which constitutes the normal course for medical students, 
as being the most closely related to their medical studies, 
is the following: By passing Responsions (or one of the 
examinations which are agcepted as equivalent), the Serip- 
ture examination, some of the preliminary examinations in 
the Natural Science School,’ in the first public examina- 
tion; and one of the final honour examinations in the Final 
Honour School of Natural Science—Physiology being that 
usually taken. 

Responsions and the preliminary examinations in Natural 
Science may be passed before a candidate is a member of 
the university?; a final honour school may be tuken at the 
end of the third or fourth academical year—that is, within 
nine or twelve terms respectively ; the preliminary examina- 
tions of the Natural Science School may be taken as soon 
as Responsions has been passed or exemption obtained. 


ProressionaL DrGREES. 

To obtain the B.M., B.Ch. degrees the candidate must 
first pass in four of the subjects of the Preliminary Exam- 
ination of the Natural Science School—namely, physics, 
chemistry, zoology, and botany. 

He then has two further examinations to pass—the 
First B.M. and the Second B.M. These take place twice 
a vear, the first on the Thursday, the second on the Wed- 
nesday. of the eighth week of Michaelmas and Trinity 
terms. Every candidate at the First B.M. is examined in 
human anatomy, in physiology, and in organic chemistry, 
but is excused from physiology if he has obtained a first or 
second class in the Honour School of Physiology, and from 
organic chemistry if he has satisfied the examiners in 
Part I of the Honour School of Chemistry. Once he has 
passed this examination he can, on production of certain 
certificates, be examined as soon as he pleases in patho- 
logy, forensic medicine and hygiene, materia medica, and 
pharmacology (subjects of the second examination), but 
cannot present himself for the remaining subjects—medi- 
cine, surgery, and midwifery—until the eighteenth term 
from the day of his matriculation unless he be already a 
registered medical practitioner, and not until a period of 
at least thirtv-three months has elapsed from the date 
of his passing: the first examination, and he must pass in 
all the three subjects at one and the same time. 

Before admission to the Second B.M. examinetion the 
student must produce certificates of instruction from a 
medical school recognized by the university, of having acted 
as clinical clerk and dresser, each for six months, and as 
post-mortem clerk for three months, of attendance on 
labours, of instruction in infectious and mental diseases 


‘and ophthalmology, and of proficiency in vaccination and 


' The four subjects of the medical preliminary examinations are four 
of the subjects in the natural science preliminary, and can 
commenced directly after passing Responsions. , 
2 Membership is constituted «| Matriculation and by becoming either 
a member of a College or a Hall or a non-collegiate student) 
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the administration of anaesthetics,’ and of three academic 
years of hospital attendance. He must also produce certi- 
ficatces of attendance in laboratory courses in pathology, 
bateriology, and pharmacology, either in Oxford or in a 
recoxmized medical school. 


D.M. DEGREEs. 

A Bachelor of Medicine who wishes to proceed to the 
D.M. must have entered his thirtieth term and must 
present a dissertation for approval by the appointed 
examiners on a subject previously approved by the Regius 
Protessor of Medicine. If a candidate for the M.Ch. he 
must have entered his twenty-first term and must pass an 
examination, which is held in June. 


D.P.H. D.O. 

Examinations for the Diploma in Public Health are held 
in Trinity and Michaelmas terms; that for the Diploma 
in Ophthalmology is held annually in March. For the 
Diploma in Ophthalmology attendance on a twelve months’ 
course of clinical ophthalmology in hospitals or institutions 
recognized for the purpose by the Board of the Faculty of 
Medicine, and on a course of instruction in Oxford lasting 
two months, is obligatory. Candidates must have their 
names on the Medical Register of the United Kingdom, 
unless, being Bachelors or Doctors of Medicine of univer- 
sities outside the United Kingdom, they have obtained 
special permission from the Board. of the Faculty of 
Medicine. 

TEACHING. 

The several colleges provide their undergraduate members 
with tutors for all examinations up to the B.A. degree. 
In addition, the university provides certain courses of in- 
struction, including lectures, demonstrations, and practical 
werk, which cover all the subjects of the Preliminary 
Examination and First B.M., and those of the Final 
Examination. 

ScHOLaRsHirs. 

Most colleges grant scholarships open to intending medical 
students of the maximum value of £100 a year, tenable for four 
years, in natural science, chemistry, physics, and biology. Exhibi- 
tions of varying value are also awarded in these subjects. At two 
colleges (University and Pembroke) there are medical entrance 
scholarships of £100 a year. Particulars can be obtained on 
application to the college tutors. Scholarships for women are also 
offered by the various women’s colleges, from the principals of 
whom details of the examinations may be obtained. A Radcliffe 
Travelling Fellowship of a year, tenable for two years, is 
conferred annually; candidates must have taken the B.M. degree. 
A Schorstein Research Fellowship of £200 a year for two years 
is awarded biennially. The Fellow must engage in research in one of 
the Medical Departments of the University. A George Herbert Hunt 
Travelling Scholarship of about £100 is awarded biennially to enable 
a young medical graduate to spend three months abroad in medical 
study. A Philip Walker Studentship in Pathology of £200 a year, 
tenable for two years, is awarded biennially for the encouragement 
of research in age as also are the lleston Memorial Prize 
and the Radcliffe Prize (£50), for research in natural science 
(including pathology), and the three Theodore Williams Scholar- 
ships in Anatomy, Physiology, and Pathology, of the value of £50 
~— 4 tenable for two years. A Radcliffe Schoiarship in Pharmaco- 
logy of £50 for one year, open to the University, is awarded 
annually by the Master and Fellows of University College. A 
Burney Yeo King’s College Hospital Scholarship of £80 is awarded 
aniually. Fe 


ES. 
An annual fee of £4 10s. is _~ to the university for the first 
four years, being reduced to £1 when the B.A. has been taken. 
For the degree the fees are: the B.A., £7 10s.; the B.M. and 
B.Ch., £14; the D.M., £25; the M.Ch., £12. College fees, varying 
in amount, are- paid for the first four years of membership and 
in taking degrees. Tuition fees vary from £21 to £30. The 
minimum annual cost of living during the three university terms 
may ~4 y en as not less than £180, or for women not less 
than £ 


For further information application may be made to 
Dr. E. W. Ainley Walker, Dean of the School of Medicine, 
University of Oxford. 


UNIVERSITY OF CAMBRIDGE. 
Tue professional degrees given by this university are those 
of Bachelor of Medicine (M.B.) and Bachelor of Surgery 
(B.Chir.), each of which entitles the possessor to admission 
to the Register by the General Medical Council, and the 
higher degrees of Doctor of Medicine and Master of 
Surgery. It also grants Diplomas in Tropical Medicine 


1 For the certificates that will be required from candidates amenable 
to the new Regulations of the General Medical Council, sce Examination 
Statutes, Clarendon Press, Oxford, 1925 edition. 


and Hygiene, in Public Health, in Hygiene, and in Medical 
Radiology and Electrology to medical practitioners, not 
necessarily graduates of the university. Information 
regarding these diplomas will be found in later sections 
under the headings Tropica] Medicine, Public Health, and 
Radiology. A candidate for the M.B., B.Chir. degrees 
need not possess a degree in arts; it is sufficient if he has 
passed the Previous examination or some other examination 
-accepted by the university as its equivalent. Most students, 
however, are advised to take the B.A. degree, preferably 
by obtaining honours in the Natural Science Tripos at the 
end of their third year. The attainment of a sufficient 
standard in certain subjects in this Tripos will secure 
exemption from the corresponding tests in the First and 
Second M.B. examinations. Members of Girton College 
and Newnham College are now admitted to the M.B. 
examinations. 
EXAMINATIONS. 

To obtain the M.B. degree the candidate must pass 
three examinations and keep an Act. The B.Chir. degree 
(which is a registrable qualification) may be obtained 
after passing all three examinations. 

First M.B.—This comprises (1) general and inorganic 
chemistry, (2) mechanics, (3) physics, (4) elementary bio- 
logy. The parts may be taken together or separately. In 
either case the candidate, before admission to examination, 
must have satisfied the requirements in respect of the 
Previous examination and have paid the registration fee. 
Certain exemptions from the First M.B. Examination are 
allowed; the regulations may be obtained from the Regis- 
trary. The examination is held three times in the year. 

Second M.B.—This examination comprises: Part I, 
organic chemistry; Part II, human anatomy and physio- 
logy; Part I11, elementary pharmacology, including 
pharmaceutical chemistry and the clements of general 
pathology. No student is admitted to the first part of the 
Second Examination until he has passed the first part of 
the First Examination. No student is admitted to the 
second part of the Second Examination until he has passed 
all parts of the First Examination. No student shall be 
admitted to the third part of the Second Examination until 
he has passed the first and second parts of the Second 
Examination. The candidate must present certificates of 
study in the subjects of the second and third parts. The 
examinations for Part I are held in October, December, 
and June, and for Part II in December and June; that for 
Part III in October and April. 

Third M.B.—This is divided into two parts, to neither 
of which is the candidate admitted until he has passed the 
examinations previously mentioned. A candidate for the 
first part, which deals with the principles and practice of 
surgery (including special pathology) and midwifery and 
diseases peculiar to women, must have completed five years 
of medical study and be signed up in these subjects and 
have completed two years and a half of hospital practice. 
Before admission to the second part the candidate must 
have completed five years of medical study, and be duly 
signed up in all subjects and have completed three years 
of hospital practice. The examination is in the principles 
and practice of physic (including diseases of children, 
mental diseases, and medical jurisprudence), pathology (in- 
cluding hygiene and preventive medicine), and pharmaco- 
logy (including therapeutics and toxicology). The Third 
M.B. examinations are held twice a year—in June and 
December. 

Act for the M.B.—Before receiving his M.B. degree a 
candidate who has passed the Third M.B. examinations 
has to write a thesis. This he reads in public on an 
assigned day, and is then questioned concerning it and 
other subjects of medicine by the Kegius Professor of 
Physic. If approved at this test he is then certified as 
having “kept the Act’ satisfactorily, and in due course 
receives his degree. Medical degrees may be taken in 
absence by those living abroad, the candidate sending to 
the Regius Professor of Physic a dissertation, which is laid 
before the Degree Committee. 


Tare Hicuer Drerres. 
The M.D. degree ray be taken by a Bachelor of Medicine 
of three years’ standing (and a Master of Arts of four vears’ 
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standing who has completed the course required for M.B.) 
after writing a thesis approved by the M.D. Degree Com- 
mittee, and keeping a further Act, at which he reads his 
thesis and is examined thereon. Previously to the Act being 
kept a topic taken from the general subject of his thesis 
(whether it be physiology, pathology, pharmacology, prac- 
tice of medicine, State medicine, or the history of medicine) 
is submitted to the candidate, on which he is required to 
write an extempore essay. 

A candidate for the M.Chir. degree who is an M.A. 
may be admitted to the examination after he has become 
legally qualified to practise surgery. Other candidates 
may be admitted when two years have elapsed after they 
have passed the Third M.B, Examination. The examina- 
tion comprises pathology, surgery, surgical anatomy, and 
surgical operations. The tests are partly in writing, partly 
oral, and partly practical: they include the writing of 
an extempore essay. 


FEEs. 
_In addition to college fees, tutorial fees, and the expense of 
living, the following examination fees are payable: First M.B., 
£5 5s.; Second M.B., £6 €s.; Third M.B., £10 10s. For schedules 
referring to the examinations, lists of schools recognized by the 
university, and other information, application should be made to 
the University Registrary, Cambridge. 


UNIVERSITY OF LONDON. 

Unper the regulations of the University of London the 
degrees obtainable in the Faculty of Medicine are those 
of Bachelor of Medicine and Surgery, Master of Surgery 
in four branches, Doctor of Medicine in six different 
branches, Bachelor of Dental Surgery, and Bachelor of 
Pharmacy. The university has its own matriculation 
examination, and this is of so peculiar a kind that candi- 
dates should obtain and carefully study the booklets 
relating to it. The matriculation examination is open to 
any person, of either sex, who has attained the age of 16. 
It is held in January, June, and September, and lasts four 
days; the first two take place both in London and in 
certain provincial centres; the September examination is 
held in London only. ‘ 

In no circumstances is a degree granted to anyone in less 
than three years after the date at which he passed the 
matriculation examination or obtained registration in 
some other way; and, unless they are already registered 
medical practitioners of a certain age and standing, all 
medical students must pass not less than five and a half 
years in professional study subsequent to matriculation, 
of which the last three years must be spent at a school of 
advanced medical studies. 


PROFESSIONAL EXAMINATIONS, 
M.B., B.S.—There are three examinations, the last two 
being subdivided. They are held twice a year. - 
The First Examination (held in July and December) 


covers inorganic chemistry, general biology, and physics, 
there being two papers, a practical test, and a possible oral 


test in each subject. The names of successful candidates are 
placed in alphabetical order, with a note as to any subject 
in which a candidate has distinguished himself or herself, 
The Second Examination is held in March and July. 
Part I cannot be passed within six months of the passing 
of the First Examination. It covers organic chemistry 
the candidate’s knowledge being tested as in the earlier 
examination. Candidates for Part II must have passed 
the First Examination at least eighteen months previously 
besides having completed Part I of the Second Examina- 
tion. The subjects are anatomy, physiology, and pharmaco- 


._ logy, the tests being written, oral, and practical. Candi- 


dates who fail in one subject may sit for re-examination 
in that subject alone if the examiners think fit. 

No candidate is admitted to the Third M.B., B.S 
Examination within three academic years from the date of 
his completing the Second Examination. The subjects are 
medicine (including mental diseases), pathology, forensic 
medicine and hygiene, surgery, and obstetrics and gynaeco- 


. logy. They may be divided into two groups, one comprising 


medicine, pathology, forensic medicine, and hygiene, and 
the other surgery and obstetrics and gynaecology. Hither 
group may he taken first at the option of the candidate, 


or the groups may be taken together. Only candidates 
who show a competent knowledge of all the subjects com- 
prising a group are passed. There is no separate examina- 
tion held for honours, but the names of successful candi- 
dates ave divided into an honours list and a pass list, and 
a university medal may be awarded the candidate who has 
most distinguished himself in the whole examination. 


Tre Hicuer DEGREEs. 

M.D).—An examination for the M.D. is held twice yearly 
—in December and July. Every candidate must have 
passed the cxamination for the M.B., B.S., «nless he 
became M.B. before May, 1904. He may present hiniself 
for examination in any one of the following branches: 
(1) medicine, (2) pathology, (3) mental diseases and 
psychology, (4) midwifery and diseases of women, (5) State 
medicine, (6) tropical medicine, and, if he wishes, may pass 
also in another branch at a subsequent examination. 

The period that must elapse between acquiring the M.B. 
and sitting for the M.D. in any branch varies between one 
and two vears, according to the nature of the candidate's 
previous work, and in all cases evidence must be afforded 
of special study of the subject chosen; both written and 
practical examinations must be passed, though exemptions 
can be obtained from the former in exceptional circum- 
stances. In each branch the scheme of examination is 
the same: two papers on its special subject, a paper on 
an allied subject—for example, medicine in the case of 
branch (4), pathology in branch (1)—an essay on one 
of two suggested topics connected with the special subject, 
and a clinical or other practical test. In any branch of 
the M.D. Examination a gold medal of the value of £20 
may be awarded. 

M.N.—The regulations with regard to the Mastership in 
Surgery are of a corresponding kind, but there are four 
branches in which it may be obtained—General Surgery, 
Dental Surgery, Ophthalmology, and Laryngology, Otology, 
and Rhinology. 

For Matriculation: 25 guineas for each entry. First Examina- 
tion : 6 guineas for each entry to the whole examination. For re- 
examination in one subject the fee is 2 guineas. Second Examina- 
tion, Part I: 3 guineas for the first. and cach subsequent entry. 
Second Examination, Part I1: 9 guineas for cach entry to the 
whole examination. For re-examination in one subject the fee is 
4 guineas. M.B., B.S. Examination: 12 guineas for each entry to 
the whole examination, and 6 guineas for examination or te- 
examination in either group. M.D, and M.S, Examinations : 20 
guineas, and 10 guineas on re-examination. 

Inquiries should be addressed to the Academic Regisirar, the 
University of London, South Kensington, S.W.7. 


UNIVERSITY OF BIRMINGHAM. 

university confers medical and surgical degrees— 
namely, M.B., Ch.B., M.D.) and Ch.M.—and also diplomas 
and degrees in State medicine and dentistry. The M.B., 
Ch.B. candidate may also combine with the earlier part 
of his medical curriculum courses leading to the ordinary 
B.Sc. degreé in Anatomy and Physiology. The degree 
of B.Sc. with Honours in one of these subjects requires 
an extra year. Of the five years’ curriculum, the first four 
must be spent, as a rule, at the university itself, the fifth 
being passed at any approved school or schools. Occasionally, 
however, the Senate will reduce the period of enforced 
residence to three years and exempt from the First M.B. 
(Part 1) those who have passed elsewhere an examination 
considered to be its equivalent. A degree of Ph.D. is also 
conferred for research study in medicine under special 
regulations. Candidates must be graduates in medicine of 
a recognized university. 

Students entering the Medical Faculty for the M.B., 
Ch.B. degrees must have passed— 

(1) Either (a) the matriculation examination of the Joint 
Board of the Universities of Manchester, Liverpool, Leeds, 
Sheffield, and Birmingham; or (b) some other examination 
recognized as equivalent to the matriculation. Candidates 
for medical degrees are recommended to take Latin and a 
science subject—chemistry or physics—at the matriculation 
examination, although these subjects are no longer com- 
pulsory. The matriculation exve™':ation of the Joint Board 
is held in July and September. The regulations and the 
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list of examinations accepted in lieu thereof will be sent 
on application to the Secretary to the Board, Joint 
Matriculation Board, 315, Oxford Road, Manchester. 

(2) A recognized pre-medical examination in the subjects 
of chemistry and physics—for example, the Higher School 
Certificate of the Joint Matriculation Board; or a candidate 
may attend courses for pre-medical year in the university, 
October to June, taking chemistry and physics; and biology 
(optional). 

For and after the session 1929-30 the passing of an 
examination in elementary biology will be compulsory 
before a student reading for the M.B., Ch.B.Birmingham, 
or for any medical or dental degree*or diploma in which 
ait examination has to be passed in this subject, can enter 
the Faculty of Medicine. 

PROFESSIONAL EXAMINATIONS. 

The candidate for the M.B., Ch.B. degrees has five 
examinations to pass. In the Second and Final examinations 
the candidate must pass in all the prescribed subjects or 
undergo the whole examination again. 

The First M.B. (Part 1) deals with elementary biology 
and physical and organic chemistry. The First M.B. 
(Part Il) deals with anatomy and physiology, and the 
student must pass in both simultaneously. The Second M.B. 
deals with pathology and bacteriology, materia medica, 
and pharmacy.. The Third M.B. takes place at the end of 
the fourth year, the subjects being forensic medicine, 
toxicology, public health, and pharmacology and thera- 
peutics, 

Final M.B.—This comprises medicine, surgery, midwifery 
and diseases of women, ophthalmology, and mental diseases. 
The candidate, in addition to more ordinary certificates, 
must be prepared with a certificate of having acted as a 
post-mortem clerk for three months, and received special 
instruction in anaesthetics and clinical instruction im 
diseases peculiar to women, asylum ward work, ophthalmo- 
logy, children’s diseases, venereal diseases, ear and throat 
and skin diseases, etc. In respect to ophthalmology he 
must show that he has learnt refraction work. He also 
has to present to the examiners at the time of his examina- 
tion a short written commentary on a gynaecological sub- 
ject or case investigated during the period of gynaecological 
clerking, and certificates drawn up by himself regarding 
four actual cases of lunacy and notes on two others. 

M.D.—An ordinary candidate for this degree must be 
a M.B., Ch.B. of not less than one year’s standing. He 
presents an original thesis for approval, and then passes 
a general examination in the principles and practice of 
medicine. From the latter the Board of Examiners may 
exempt a candidate whose thesis is of exceptional merit. 
The regulations respecting the Ch.M. are of the same 
general character. Subject to certain requirements as to 
special research or other post-graduate study, graduates of 
other universities may obtain the M.D. and Ch.M. in the 
same way as holders of the Birmingham M.B., Ch.B. 


Fess. 

The fee for matriculation is £2 (payable to Joint Matriculation 
Board); £2 10s. for pre-medical examination (if taken in univer- 
sity), and £2 10s. for each of the first four professiona] examina- 
tions; M.B., Ch.B. degree fee, £10; M.D. and Ch.M. examinations, 
£12 10s. each. For further particulars application should be made 
to the Dean of the Medical Faculty, University of Birmingham. 


UNIVERSITY OF BRISTOL. 
In the Faculty of Medicine the following degrees are 
conferred: Bachelor of Medicine and Bachelor of Surgery 
(M.B. and Ch.B.), Doctor of Medicine (M.D.), Master of 
Surgery (Ch.M.), Bachelor of Dental Surgery (B.D.S.), and 
Master of Dental Surgery (M.D.S.). There are also the 
following diplomas: diploma in public health (D.P.H.), 
diploma in dental surgery (L.D.S8.), and diploma in 
veterinary State medicine. All candidates for degrees in 
medicine, surgery, and dentistry are required to reach 
matriculation standard in the School Certificate Examina- 
tion, or to pass such examination as may be regarded. as 
equivalent by the Senate. All courses, degrees, and 

diplomas are open to men and women alike. 
Conjoined Degrees of Bachelor of Medicine and Bachelor 
of Surgery.—Candidates must be not less than 21 years 


of age and have pursued the courses prescribed by univer- 
sity regulations during not less than five years after 
passing the first examination in chemistry and _ physics, 
of which three shall have been spent in the university, 
and two of these three subsequent to passing the second 
examination. All candidates for the degrees of M.B., 
Ch.B. are required to satisfy the examiners in the several 
subjects of three examinations. 

The First Examination.—The subjects of examination 
are: chemistry (inorganic), physics, and biology, the 
courses pursued being those for the time being approved 
for the intermediate part of the B.Sc. curriculum. This 
part of the curriculum shall extend over one year. (Candi- 
dates who have passed the Higher School Certificate 
approved by the Board of Education in these subjects will 
not be required to sit for the First Examination and will 
be regarded as having completed one year of study.) 

The Second Examination.—The subjects of examination 
are: organic chemistry and elementary anatomy (Part I) 
and advanced anatomy and physiology (Part II). 

The Final Examination.—The subjects of examination 
are: materia medica and pharmacy, pharmacology and 
therapeutics, general pathology, morbid anatomy, and 
bacteriology (Part I); special pathology, forensic medi- 
cine, toxicology, and public health, obstetrics (including 
diseases of women), surgery (systematic, clinical, practical, 
and operative, including ophthalmology and _ oto-rhino- 
laryngology), medicine (systematic, clinical, and practical, 
including mental diseases) (Part Tl). The subjects included 
in Part II may be taken in two groups—namely, Group I: 
surgery and obstetrics; Group I1: medicine, public health, 
special pathology, forensic medicine, and_ toxicology. 
Candidates may pass Parts I and II together or separ- 
ately, and the two groups of Part IT may likewise be taken 
together or separately, but no student can obtain honours 
who elects to take the two groups of Part II separately. 
Forensic medicine and toxicology may be taken either with 
Part I or with Group II of Part Il. 

Degree of Doctor of Medicine.—Candidates must be 
Bachelors of the university, of not less than two years’ 
standing as such, and may elect either (1) to pass an exam- 
ination in general medicine, or (2) to pass an examination 
in State medicine, or (3) to present a dissertation. The 
candidate who elects to pass the examination in State 
medicine must hold a diploma in public health of some 
university or college, and the candidate who elects to 
present a dissertation may be examined in the subject 
thereof. 

Degree of Master of Surgery.—Candidates shall bo 
Bachelors of not less than two years’ standing as such, 
during which period they shall have attended the surgical 
practice of an institution approved for the purpose. They 
shall pass an examination in surgical anatomy, pathology, 
and bacteriology, and operative, clinical, and general 
surgery, and present to the university a dissertation on 
some subject of surgery. The degree may be taken also 
in general surgery, and a special subject—for example, 
oto-rhino-laryngology, ophthalmology, and gynaecology. 

Diploma in Public Health.—Candidates must be at least 
23 years of age, be fully registered medical practitioners 
of not less than two years’ standing as such, and have 
passed the examination prescribed by regulation. The 
examination is divided into two parts. 


UNIVERSITY OF DURHAM. 
To its own undergraduates, who may be of either sex, this 
university grants the degrees of Bachetor of Medicine and 
Bachelor of Surgery (M.B., B.S.), and Doctor of Medicine 
(M.D.), Master of Surgery and Doctor of Surgery (M.S. 
and D.Ch.), Bachelor of Hygiene, Doctor of Hygiene, 
and Bachelor of Dental Surgery and Master of Dental 
Surgery (B.D.S. and M.D.S.); it also grants diplomas 
in public health, psychiatry, and dental surgery. The 
university accepts the Durham University School Certi- 
ficate Examination (if a sufficient standard is obtained 
in certain specified subjects) for matriculation purposes, 
but also accepts the tests of a considerable number of 
other educational bodies as a full or partial equivalent. 
A list may be obtained on application. In addition to 
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satisfying the matriculation requirements of the university, 
every student must (1) pass a pre-registration examination 
in physics and inorganic chemistry conducted or recog- 
nized by the university, and (2) be registered on the books 
of the General Medical Council. To become a graduate, 
however, at the university it is not necessary to pass the 
major portion of the five years’ curriculum within its 
precincts. It is sufficient if, before he presents himself 
for his final examination, the candidate has spent at 
least one year in study at the University of Durham 
College of Medicine, Newcastle-on-Tyne, including the 
practice of the Royal Victoria Infirmary in the same city. 
The earlier examinations may be passed while the student 
works elsewhere. 


PRoFrssioNaL EXAMINATIONS. 

There are four professional examinations for the M.B., 
B.S. degrees. The First, Second, and Third Examinations 
are held in March and June, and the Final Examination 
in June and December. The first deals with biology and 
organic chemistry; the second with anatomy and _ physio- 
logy; the third with pathology, bacteriology, materia 
medica, pharmacology, general principles of therapeutics, 
and pharmacy, medical jurisprudence, and public health. 
At the Final M.B., B.S. the candidate is examined in 
me@icine and clinical medicine; surgery and clinical sur- 
gery; midwifery and diseases of women and children; 
clinical and practical midwifery and gynaecology; and 
clinically in. psychological medicine, diseases of the throat, 
nose, and ear, diseases of the skin, diseases of the eye, and 
disewtes of children. 

M.D.—A Bachelor of Medicine who wishes to proceed to 
this higher degree must be of at least two years’ standing, 
and must comply with the regulations printed in the 
Calendar of the College of Medicine. If the candidate is 


. not an M.B. of the university, he must be a practitioner 


of fifteen years’ standing, 40 years of age, and submit 
te special tests. (See under Degrees for Practitioners, 


p. 425.) 


M.S.—Candidates for this degree must have been engaged 


- in practice for at least two years subsequent to becoming 


M.B., B.S.Durham. They are submitted to an examination 
which covers the whole range of surgical knowledge. 

D.Ch.—The university grants also the degree of Doctor 
of Surgery. Candidates for this degree must be registered 
medical practitioners, not less than 24 years of age. They 
must devote three years, subsequent to obtaining a regis- 
trable qualification, to the study of surgery and ancillary 
subjects; one at least of the three years must be spent in 
the university. The candidate must submit to the professor 
of surgery the course of study he proposes to follow, and 
this course must be approved by the Board of Faculty 
of Medicine. 

One year must be devoted mainly to work in the depart- 
ments of anatomy, physiology, pathology, and bacteriology, 
and the candidate must submit evidence of having +o 
worked. Not less than six months of another year must 
be spent as a resident surgeon in a recognized teaching 
hospital, and the rest of the year in the study of surgery in 
a recognized medical centre. Not less than six months 
of one of the three years must be spent in surgical study 
abroad. 


Degree of Bachelor of Hygicne and the D.P.H. 

No candidate is admitted to the final examination for the 
degree of B.Hy. unless he is a Bachelor of Medicine and Surgery 
of not less than two years’ standing, of a recognized university 
whose degrees are registrable on the books of the General Medical 
Council of the United Kingdom. 

No candidate is admitted to the final examination for the D.P.H 
unless he is a registered medical practitioner of not less than 
two years’ standing. 

The course of study for the B.Hy. and D.P.H. extends over a 
period of not less than twelve calendar months subsequent to the 
attainment of a qualification registrable by the General Medical 
Council of the United Kingdom. Candidates for the B.Hy. 
must attend this course at the University of Durham; candidates 
for the D.P.H. may attend it at the University of Durham or at 
any medical school or institution which is ‘recognized by the 

e examination for the diploma or degree consists of 
and Part II, each of which extends over pa less than ox tee 
and is conducted by examiners speciall ualified. A candidate 
must pass in all the subjects of Part I before being admitted to 


examination for Part II. In Part I, and also in Part II, a 
candidate must pass in all the specified subjects at one time. 

_ The examination for Part I is practical, written, and oral, and 
includes the following subjects: bacteriology and parasitology 
(including medical entomology); chemistry and pliysics; and 
meteorology and climatology, in relation to public health. Can- 
didates are not admitted to examination for Part I until after 
they have completed the prescribed courses of instruction in the 
thereof. 

The examination for Part II includes the following subjects: 
hygiene and sanitation (including sanitary construction) ; epidemio- 
logy and.infectious diseases; sanitary law and vital statisties; 
public health administration. The examination is written and oral, 
and includes practical examinations in infectious diseases; food 
inspection, inspection of premises—dwellings, factories, workshops, 
schools, etc. Candidates are not admitted to examination for 
Part II until after they have completed the prescribed courses of 
instruction in the subjects thereof. . 


* Doctor of Hygiene. 

Candidates for the degree -of Doctor of ‘Hygiene must be 
Bachelors of Hygiene of the university of two years’ standing, 
and are required to satisfy the examiners that they have cona- 
ducted original research in the subject of public health. 


Diploma in Psychiatry. ve 
Candidates must be  regisiered medical practitioners, and, 
unless qualified before January Ist, 1911, must have attended, 


_ subsequent to passing their qualifying examinations, courses .of 


instruction in: (a) anatomy; (0b) physiology; (¢) pathology; 
(d) bacteriology; (¢) psychology me 4 experimental psychology; 
(f) clinical neurology; (g) psychiatry; (#) clinical psychiatry. ‘lhe 
examination consisis of two paris, namely: (1) anatomy, physwo- 
logy, pathology, and bacteriology; (2) psychology and experimenial 
psychology, neurology, and psychiatry (systematic and clinical); 
and candidates may present themselves for the whole examination 
or for either part separately. 


aes Licence and Degrees in Dental Surgery. 

L.D.S.—Every dental student must, at the commencement of 
his studentship, be registered in the manner and under the con- 
ditions prescribed for medical students. : 

The First Examination consists of three parts, which may be 
assed separately: Part 1, organic chemistry; Part 2, biology; 
Part 3, theoretical dental mechanics, dental metallurgy (theoretica 
and practical). Second Examination: Anatomy, physiology (in- 
cluding biochemistry and biophysics), dental anatomy, and dental 
histology. Third Examination: Pathology and __ bactcriology, 
praction! dental mechanics, dental materia medica and therapeutics. 
inal Examination: Medicine, surgery, dental surgery and patho- 
logy, orthodontics, operative dental surgery and dental prosthetics, 
om anaesthetics. 

A candidate before presenting himself for examination is 
required to furnish certificates of instruction in the required 
subjects, attended after registration as a dental student at 
recognized colleges or medical schocls. 

Degree of Bachelor of Dental Surgery.—i.—Students taking 
their complete course of instruction in the university must pass 
the same matriculation tests as medical students, and the same 
pre-registration examination in inorganic chemistry and physies, 
After registration students must spend five years in the university. 
They must attend the practice of the Newcasile-upon-Tyne 
Dental Hospital for not less than two and a half years; six 
months of this time must be devoted to the study of the 
higher branches of dental science. There are four examinations. 
The subjects of the examinations are as follows: First: Biology, 


. organic chemistry, and dental mechanics and metallurgy. Second: 


Anatomy, physiology, dental anatomy, and histology. Third: 
Pathology and bacteriology, dental materia medica and _thera- 
peutics, and ‘practical and dental mechanics. Final: Medicine, 
surgery, denta es pathology, orthodontics and operative 
dental surgery. In this subject knowledge of a much higher 
standard, andémore advanced practical work, are required than 
for the Licence in Dental Surgery. 

2.—Candidates possessing a Licence in Dental Surgery of a 
British university must study for at least one year in the 
university. During such year they must (a) attend a course of 
instruction in pathology and bacteriology, and (/) spend at 
least six months in the Newcastle-upon-Tyne Dental Hospital in 
the study and practice of the higher branehes of dental science. 
They must also pass the third and final examinations for the 
degree of Bachelor of Dental Surgery. 

Degree of Mastcr of Dental Surgery.—Every candidate for this 
degree must be a Bachelor of Denial Surgery of the university of 
not less than two years’ standing, and present,an essay embody- 
ing original work and research in some subject connected with 
dentistry. He must also perform to the satisfaction of the 
examiners a piece of special denta! work demanding a high degree 
of skill and experience. 

The examinations are held concurrently with the medical 
examinations. 

The practical examinations in dentistry are conducted at the 
Newcastle-upon-Tyne Dental Hospital. 


FEEs. 

The following fees are payable: Matriculation, £2; Examinations, 
First, Second, and Third M.B., B.S., each £5; Final M.B., B.S., 
; M.D. and M.S., each £5; B.Hy., D.P.H., and D.Psy. each 
£10 10s., and D.Hy. and D.Ch. each £20; First, Second, and Third 
L.D.S., each £3 10s., and Final L.D.S. £5; First, Second, and Third 
B.D.S., each £5, Final B.D.S. £8; and M.D.S. £5. For degrees 
and diplomas: M.B., B.8., B.Hy., and B.D.S., each £6 6s. plus 
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the sum of 10s. if it is the initial Soqeee taken in the university ; 
M.S. and M.D.S., each £6 6s.; M.D., D.Ch., and D.Hy., each £10; 
D.P.H., D.Psy., and L.D.S., each £3. 

Further information may be obtained from the Dean 
of the College, University of Durham College of Medicine, 
Newcastle-on-Tyne. 

UNIVERSITY OF LEEDS. 

THe degrees granted in the Medical Faculty of this univer- 
sity are Bachelor of Medicine, Bachelor of Surgery (M.B. 
and Ch.B.), and Bachelor of Dental Surgery (B.Ch.D.), 
Doctor of Medicine (M.D.), Master of Surgery (Ch.M.), and 
Master of Dental Surgery (M.Ch.D.). It also gives diplomas 
in public health, in psychology, in dental surgery, and in 
nursing, 

Candidates for the M.B. must have attended courses of 
instruction approved by the university for not less than five 
years, two at least of such years having been passed in the 
university, at least one year being subsequent to the date of 
passing the first examination. ‘They must also have matri- 
culated by satisfying the examiners in: 

I. Hither English Composiiion and English Literature, or English 

Composition and History. 

II. Hither Mathematics or Latin. 


| Three other subjects not already taken under I and II above, 
v. ) chosen from the following list : 


1. English Literature. 9. Mathematics. 
2. History. 10. Mechanics. 
5. Geography. 11. Physics. 
12. Chemistry. 
4. Greek. 13. General Experimental 
5. Latin. Science. 
6, French. 14. Natural History. 
7. German. 15. Botany. 
8. Some one other language approved by the Board. 


Provided that (a) candidates who take Mathematics under IT 
above must include one of the subjects 4—8; (6) candidates who 
iake Latin under II above must include one of the subjects 9—15. 
In all cases Mathematics is a compulsory subject for admission to 
the Faculty of Medicine. 

Exemption from the examination may be granted to 
applicants holding certificates ef having passed examina- 
tions of a standard deemed by the Matriculation Beard to 
be at least equal to the Board’s examination, 


PROFESSIONAL EXAMUNATIONS. 

The examinations for the M.B., Ch.B. number three. 
The first deals with (1) Physics and Chemistry, (2) Biology. 
In each subject laboratory work is included, but the two 
parts can be taken separately. For neither can the candi- 
date present himself until after matriculation and a period 
of approved work in the respective subjects. 

The Second Examination.—The Second Examination 
consists of: Part I, Organic Chemistry; Part II, Materia 
Medica and Practical Pharmacy; Part HII, Anatomy and 
Physiology; Part IV, Pharmacology. Candidates will be 
allowed to pass any parts separately. 

The Final Examination.—The Final Examination con- 
sists of: Part I, Pathology and Bacteriology; Part HL, 
Medicine, Surgery, Obstetrics, Gynaecology, and Clinical 
Pathology; Part LII, Forensic Medicine, Public Health, 
and Therapeutics. Part I may be taken at the end of 
the secord clinical year, and must be passed before Parts 
It and IL] are taken. Parts Hf and ILI may be taken at 
the end of the third clinical year but not before the 
completion of the fifth year of medical study. If taken 
separately Part II must be passed before Part LIT. 

M.D.—A candidate for this degree must be a M.B., Ch.B. 
of the university of at least one year’s standing. He 
presents a dissertation embodying the results of personal 
observation or original research, and, if this is approved, he 
may be required to write a short extempore essay on some 
topic connected with medicine, and may be examined orally 
on the dissertation or other work submitted. 

Ch.M.—The candidate for this degree must have been 
admitted to the M.B., Ch.B. of the university not less than 
a year previously, and during that time must have held for 
at least six months a surgical appointment in a public 
institution affording full opportunity for the study of prac- 
tical surgery. He must also have attended certain courses, 


including one on ophthalmology and one on bacteriology ; 
he is then examined on the subject of surgery in all its 
branches. 

FEEs. 

The matriculation fee is £2, and on readmission £1 10s. For 
each of the other examinations £6 and £6 on readmission; Ch.M. 
£10 and same on readmission; M.D. £10. On conferment of the 
degree of Ch.M. £5 is payable, and £5 for the M.D. degree. 


UNIVERSITY OF LIVERPOOL. 


THis university, besides granting degrees in medicine 


(M.B. and M.D.) and in surgery (Ch.B., M.Ch.Orth., and 
Ch.M.), gives degrees in dental surgery, (B.D.S. and 
M.D.S.), a degree in hygiene (M.H.), and degrees in 
veterinary science (B.V.Sc., M.V.Se., and D.V.Sc.). 
Diplomas are awarded in dental surgery (L.D.S8.), tropical 
medicine (D.T.M.), tropical hygiene (D.T:H.), public health 
(D.P.H.), veterinary hygiene (D.V.H.), and medical radio- 
logy and electrology (D.M.R.E.). The degree of Doctor 
of Philosophy (Ph.D.) may also be taken in the Faculty of 
Medicine. 


MATRICULATION. 

The Matriculation Examination is governed by the Joint 
Matriculation Board, 315, Oxford Read, Manchester, which 
accepts, under certain conditions, the tests of several other 
bodies as its equivalent. Chemistry and physics are essen- 
tial pre-registration subjects. 

It should be particularly noted that important altera- 
tions in regard to Matriculation requirements and the first 
and second years’ courses of study will come into operation 
in October, 1929. Particulars may be obtained on applica- 
tion to the Dean. 


PROFESSIONAL EXAMINATIONS. ‘ 

Candidates for the M.B., Ch.B. degrees have three 

examinations to pass, the first including (1) chemistry, 
(2) physics, (3) biology (zoology and botany). 

Second M.B.—This test covers (a) (1) anatomy, (2) physio- 
logy, including physiological chemistry and histology; and 
(b) (3) elementary bacteriology, (4) clinical chemistry, 
(5) general pathology. Candidates may present themselves 
in (a) and (b) separately. 

Final M.B.—The subjects of the Final Examination are: 
(a) (1) special pathology and morbid anatomy, (2) forensic 
medicine and toxicology, (3) public health, (4) pharmaco- 
logy and general therapeutics; (b) (5) obstetrics and 
diseases of women, (6) surgery—systematic, clinical, opera- 
tive, and practical—including ophthalmology, (7) medicine 
—systematie and clinical—imcluding therapeutics, mental 
diseases, and diseases of children. Candidates may take 
Parts (a) and (b) separately, but. Part (b) may not be 
taken until five years of study have been completed. 

M.D. and Ch.M.—Candidates for these degrees must 
have received the M.B. and Ch.B. (Liverpool) at least two 
years previously. The M.D. candidate submits for approval 
a thesis covering original work in some branch of medicine 
or some science directly relative to medicine, together with, 
if desired, copies of published work; if the thesis is not 
judged to be of special merit an examination in either 
Medicine or some subject connected with the thesis is 
required. The Ch.M. candidate undergoes an examination. 
Other information concerning the diplomas of this uni- 
versity and its medical school will be found on page 399. 


FELLOWSHIPS, SCHOLARSHIPS, AND EXHIBITIONS. 

The university awards Fellowships annually to students of 
distinguished merit, as follows : 

(1) John Rankin Fellowships in Anatomy; two, each of the value 
of £120, tenable for two years. (2) Ethel Boyce Fellowship in 
Gynaecology, value £100 and tenable for one year, open to Fully 
qualified medical students of either sex. (3) John W. Garrett 
International Fellowship in Bacteriology, value £100 and tenable 
for one year. (4) Robert Gee Fellowship in Human Anatomy, 
value £100 and tenable for one year. 5) Holt Fellowships in 
Physiology and Pathology, two in number, value £150 each and 
tenable for one year. (6) Johnston Colonial Fellowship in Bio- 
chemistry, value £100 and tenable for one year. (7) Thelwall 
Thomas Fellowship in Surgical Pathology, value £150 and tenable 
for one year. (8) Lady Jones Fellowship in Orthopaedic Surgery, 
one, value £200, offered every two years. Ae 

There are, in addition, scholarships and exhibitions open to 


medical students. 
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VICTORIA UNIVERSITY OF MANCHESTER. 
THis university grants the four ordinary degrees in 
medicine and surgery—M.B. and Ch.B. and M.D. and 
Ch.M.; a degree and diploma in dental surgery; a diploma 
in public health; a certificate in factory and in school 
hygiene; a diploma in_ psychological medicine; and a 
diploma in bacteriology. Candidates for degrees must pass 
the special Matriculation Examination prescribed by the 
Faculty of Medicine (or some equivalent examination 
accepted in lieu thereof; see the prospectus of the Joint 
Matriculation Board), and study at the university itself 
for at least two years of the six years’ curriculum, sub- 
sequent to the passing of the First M.B. Examination. 
The Matriculation Examination comprises (1) Latin, 
(2) mathematics, (3) the English language, its literature 
and history, (4) mechanics, (5) one subject at choice as 
approved by the Joint Board. It is held in July and 
September, 

PRorFEssIONAL EXAMINATIONS. 

M.B., Ch.B.—There are four examinations for this 
degree. They must be passed in proper order, and before 
admission to them the candidate must be duly certified as 
having attended in the subjects involved. The First M.B. 
is divided into Part 1, chemistry and physics; Part 2, 
biology—(a) boiany, (b) zoology. The parts may be taken 
separately or together. At the Second M.B. the candi- 
date is examined in anatomy (including histology) and 
physiology; at the third in pathology, bacteriology, and 
pharmacology (including materia medica and_ practical 
pharmacy). The Final Examination, under new regula- 
tions, is divided into.two parts, which may be taken 
separately. Part I consists of (a) forensic medicine and 
toxicology, and (b) hygiene and preventive medicine. 
Part Il consists of (a) medicine, including dermatology, 
diseases of children, and mental diseases; (b) surgery, 
surgical pathology, and diseases of the eye and of the ear, 
nose, and throat; (c) obstetrics and gynaecology. 

M.D.—A candidate for this degree must be a Bachelor of 
Medicine of at least one year’s standing. He has a choice 
between presenting an original dissertation or undergoing 
a written (as well as practical and clinical) examination 
in medicine, and a written and practical examination in 
pathology, and one other subject selected by himself. 

Ch.M.—A candidate must have held, since becoming 
Ch.B., and for not less than twelve months, a post in a 
public institution affording opportunity for the study of 
the branch of surgery in which examination is desired. 
The examination in Branch I comprises the general field of 
surgery; Branch II, obstetrics and gynaecology; Branch 
if, ophthalmology; Branch IV, otology, laryngology, and 
rhinology. 

B.Sc. and M.Sc.—The ordinary degree of B.Sc. in the 
Schools of Anatomy and Physiology may be obtained by 
students in medicine who in their third year of study for 
the degree of M.B., Ch.B. complete the additional courses 
in these subjects prescribed for this degree. Candidates 
for the Honours degree of B.Sc. in Anatomy or Physiology 
who are students in medicine are required to attend courses 
in advanced anatomy and physiology for four terms after 
passing the Second Examination for the degrees of M.B., 
Ch.B. Graduates in science of this university, of not less 
than one year’s standing from the date of their graduation 
as Bachelors, may proceed to the degree of M.Sc. by the 
presentation of an approved thesis on some subject coming 
within the scope of the Faculty of Science. 

Fees. 

The following examinati : i i ° 
admission, £3 3s. M.D., including the conferring of the degree, 
£15 15s. Ch.M., £10 for the examination and £10 10s. for confer- 


ment of degree. Application for further informati houl 
addressed to the Dean of the Medical School. 


UNIVERSITY OF SHEFFIELD. 

Tue degrees of this university (M.B., Ch.B., M.D. and 
Ch.M., B.D.S., and M.D.S.), and the diploma of licentiate 
in dental surgery, are open to candidates of either sex. 
Candidates for a degree must have matriculated in the 
university or have passed such other examination as may 
be recognized for this purpose, and have passed the further 
examination in chemistry and physics, 


PROFESSIONAL EXAMINATIONS. 

A candidate for the degrees of M.B., Ch.B. must pro- 
duce certificates that he will have attained the age of 
22 years by the day of graduation; that he has pursued 
the courses of study required by the university regulations 
during net less than five years subsequent to the date of 
his matriculation or exemption from matriculation, and 
the passing of the further examination in chemistry and 
physics, three of such years at least having been passed in 
the university, one at least being subsequent to the passing 
of the First Examination. The following examinations must 
be passed in due order. 

First Examination,—The subjects are chemistry, physics, 
and biology. Candidates who have passed the Intermediate 
Examination of the Faculty of Pure Science in any or all 
of the subjects of the First M.B. Examination will, on pay- 
ment of the fee for the latter examination, be deemed to 
have passed it when they have passed in such subjects as 
they did not take for the Intermediate B.Sc. Examination. 
Candidates on presenting themselves for this examination 
are required to furnish certificates of having attended for 
not less than one year approved courses of instruction, after 
matriculation, and the passing of the further examination 
in physics and chemistry, in (i) chemistry, inorganic and 
organic; (ii) physics; (iii) biology. 

Second Exramination.—The subjects are anatomy and 
physiology. The candidate must have completed the 
second year of professional study, must have passed the 
First Examination, and must have attended (1) courses 
on anatomy, including lectures and practical anatomy, 
during one year; (2) courses on physiology, including 
lectures and practical physiology, during one year. 

Third Examination.—The subjects are pathology and 
pharmacology, anatomy, and physiology. Candidates must 
have completed the Lent term of the fourth year of medical 
study and the requisite courses in these subjects, including 
post-mortem clerkship for three months. 

Final Examination.—The subjects are: Part I, forensic 
medicine and public health; Part HI, medicine (including 
mental diseases and diseases of children), surgery, ob- 
stetrics (including gynaecology). Candidates for Part I 
must have completed Michaelmas term of the fifth year of 
study; candidates for Part IL must have completed the 
fifth year of study. 

M.D.—Candidates for the degree of Doctor of Medicine 
must have passed the examination for the degrees of M.B., 
Ch.B. at least one year previously, must present a thesis 
embodying observations in some subject approved by the 
Professor of Medicine, and must pass an examination in 
the principles and practice of medicine. 

th.M.—Candidates for the degree of Master of Surgery 
must have passed the examination for the degrees of M.B., 
Ch.B. at least one year previously, and must, since taking 
the degrees of M.B., Ch.B., have held for not less than 
six months a surgical appointment in a public hospital or 
other public ipstitution affording full opportunity for the 
study of practical surgery. The subjects of examination 
are systematic, clinical, and operative surgery, surgical 
anatomy, surgical pathology, and bacteriology. 

Other information concerning this university will be 
found in the section devoted to Provincial Medical Schools. 


UNIVERSITY OF WALES. 
Tue Charter and statutes of the University cf Wales 
provide inter alia for a Faculty of Medicine and for the 
granting of the following degrees: Bachelor in Medicine 
(M.B.), Bachelor in Surgery (B.Ch.), Master in Surgery 
(M.Ch.), and Doctor in Medicine (M.D.). 

A candidate for the M.B., B.Ch. is required to pursue a 
course of study of not less than six academic years subse- 
quent to matriculation in the university, and of these years 
at least three must have been passed in one of the con- 
stituent colleges of the university. These are the Univer- 
sity College of Wales, Aberystwyth; University College 
of North Wales, Bangor; University College of South 
Wales and Monmouthshire, Cardiff; and University College, 
Swansea. He must also hold an arts or science degree 
of the University of Wales, or of some other ‘university 
approved for this purpose. Certain of the courses of study 
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pursued for a B.Sc. or a B.A, degree may be counted as 
courses required for the degrees in the Medical Faculty. 

The courses for the M.B., B.Ch. are divided into two 
sections, of which the first includes the preliminary subjects 
—physics, chemistry, botany, zoology; and the ancillary 
subjects—organic chemistry, human anatomy, and physio- 
logy. Study of the preliminary subjects and of organic 
chemistry must extend over at least one academic year; 
study of physiology and anatomy must extend over at least 
two academic years; the first section of the course must 
occupy not less than three years. The second section in- 
cludes courses in pathology, bacteriology, pharmacology, 
hygiene and forensic medicine, medicine, surgery, and 
obstetrics and gynaecology, and cannot be commenced, 
except in the case of pharmacology, until the examinations 
relating to the preliminary and ancillary courses have been 
passed. Examinations in all the subjects are held in June 
of each year, and in medicine, surgery, obstetrics, and 
gynaecology in December also. 

The university also offers courses of study in public 
health and in tuberculosis. Candidates for the Diploma in 
Public Health (D.P.H.) and for the Tuberculous Diseases 
Diploma (T.D.D.) must possess a medical qualification 
registrable for practice in Great Britain and Ireland, and 
must have completed courses of study as prescribed by the 
regulations either at the Welsh National School of Medi- 


cine, Cardiff, or at another institution approved by the . 


university. 
Nationa, Scnoon or MeEpIcine. 
Students can complete the whole of their curriculum in 


the Welsh National School of Medicine, which is an integral - 


part of the University College of South Wales and Mon- 
mouthshire, and qualify for the degrees of M.B., Ch.B. in 
the university. 

Further information may be obtained from the Registrar, 
the University Registry, Cathays Park, Cardiff. 


English Medical Corporations. 


Tuerr ave in England three medical corporations which 
grant Lieences to practise—the Royal College of Physicians 
of London, the Royal College of Surgeons of England, and 
the Society of Apothecaries of London. The first two com- 
bine for certain purposes to form what is known as the 
Conjoint Board in England. Details concerning this bedy, 
iia Colleges, and the third licensing body here 
ollow. 


THE CONJOINT BOARD. 

Tuts body—the Examining Board in England--deals with 
the qualifications of all candidates for the Licence of the 
Royal College of Physicians of London and for the Member- 
ship of the Royal College of Surgeons of England. It pre- 
scribes for them certain periods of study, and recommends 
those who pass the required examinations for the Licence 
and for the diploma of Member respectively. The successful 
candidate is then entitled to register as L.R.C.P.Lond., 
M.R.C.S.Eng. It performs the same task in connexion 
with diplomas in public health, tropical diseases, ophthalmic 
medicine and surgery, psychological medicine, and laryngo- 
logy and otology—jointly issued by the two Colleges in 
question. Under the new regulations, which apply to all 
students who did not pass the required preliminary tests 
of general education before January 1st, 1923, every can- 
didate for the L.R.C.P, and M.R.C.S. must (1) complete 
five years of professional study after passing a recognized 
preliminary examination and a_ recognized pre-medical 
examination in chemistry and physics; (2) comply with the 
regulations, which may be had from the Secretary, Exam- 
ination Hall, Queen Square, London, W.C.1; and (3) pass 
the two professional examinations of which particulars 
appear below. The old regulations for the Conjoint 
diploma, of which an account was given in the Educational 
Number of the British Medical Journal for 1922, still apply 
to students who passed their preliminary examination in 
general education before January 1st, 1923. 


New ReGuiations ror THE Consornt 

The following is an outline of the regulations applicable 
to candidates for the L.R.C.P.Lond. and M.R.C.S.Eng. 
who passed the required Preliminary Examination in 
general education on or after January Ist, 1923. The full 
regulations and synopses and forms of certificate may be 
obtained from the Secretary. 


Pre-Mepicat EXAMINATION. 

Students are required to pass a Pre-Medical Examination in 
Chemistry and Physics conducted by the Conjoint Examining Board 
before commencing the five years’ curriculum of professional study 
or some other examination recognized by the Board—namely, the 
examination in Chemistry and Physics for the degree in Medicine 
of any university recognized by the Board, the Higher School 
Certificates of Oxford and Cambridge Universities and the Oxford 
and Cambridge Schools Examination Board, the Higher Certificates 
of London, Bristol, Durham Universities, the Joint Matriculation 
Beard of the Northern Universities, the Central Welsh Board 
Higher Certificate, or the Pre-Medical Examination in Chemistry 
and Physics conducted by any of the Qualifying Bodies whose 
Degrees or Diplomas are registrable on the Medical Register. 

A candidate must enter for Chemistry and Physics together, and 
he will not be allowed to pass in one without obtaining at the same 
time at least half the number of marks required to- pass in the 
other subject. He will be admitted to the examination on produc- 
ing evidence of having passed the required Preliminary Examina- 
tion in General Education. 

The examination is partly written, partly oral, and partly 
practical. A ‘candidate rejected in one or both subjects of the 
examination will not be admitted tu re-examination until after the 
lapse of a period of not less than three months. 


PROFESSIONAL EXAMINATIONS. 

There are two Professional Examinations, called the First and 
Final Examinations. The courses of study for the First Examina- 
tion may be commenced before the Pre-Medical Examination in 
Chemistry and Physics or some equivalent examination has been 
passed provided three terms of study of anatomy and physiology 
are completed after passing such examination. ; 

First Professional Examination.—The subjects of this are: 
Section I, (a) Anatomy, including Histology and Embryology; 
(+) Physiology, including Biochemistry. Seciion Il, Pharmacology, 
Practical Pharmacy, and Materia Medica. A candidate must haye 
attended at a recognized Medical School courses of instruction ‘in 
Anatomy, including Embryology, during five terms, during which 
he must have dissected the whole body, courses of instruction m 
Physiology, including General Biology, Biochemistry, and Bio- 

hysics during five terms, courses of instruction in Pharmacology, 

*ractical Pharmacy, and Materia Medica. A candidate may 
present himself for the two sections together or separately, but 
* must take parts (a) and (%) of Section 1 together until he has 
passed in one or both parts, but a candidate will not be allowed 
to pass in one part unless he obiains at the same time at least half 
the number of marks required to pass in the other part. Section II 
of the examination may be passed at any time before the candi- 
date enters for the Vinal Professional Examination. A candidate 
who produces satisfactory evidence of having passed an examination 
in the subjects of Section I or of either part of Section I and of 
Section I] in the examination for the degree in Medicine conducted 
at a university recognized by the Board will be exempted from 
further examination in such subject or subjects. 

Final Professional Exramination.—The subjects of this ares 
Section I, Pathology (including Morbid Anatomy, Morbid Histo» 
logy, and Clinical Pathology), and Bacteriology. Section II, 
Part I, Medicine, including Medical Anatomy, Forensic Medicine, 
and Public Health; Part II, Surgery, including Surgical Anatomy 
and the use of Surgical Appliances; Part III, Midwifery and 
Gynaecology. The examination is partly written, partly practica) 
partly clinical, and partly oral. A candidate may take Sections I 
and IT and the three parts of Section II of the Final Examination 
separately or may take the whole examination together. He will 
be required to produce the certificates prescribed by the regulations 
before being admitted to the respective parts of the examination 
A candidate who produces evidence of having passed an examina- 
tion for a degree in Medicine in the subjects of Pathology and 
Bacteriology at a university recognized by the Board is exempted 
from Section I. 

Fess. 

The fee for the Pre-Medical Examination is three guineas, for re- 
examination in Chemistry two guineas, and for re-examination in 
Physics one guinea. The fee for the First Professional Examination 
is ten guineas, for re-examination after rejection in Section IT six 
guineas, for re-examination after rejection in either part of 
Section 1 three guineas, for re-examination after. rejection in 
Section II three guineas. The fee for admission to Section I of the 
Final Professional Examination is four guineas, for admission to 
Section I], Part I, ten guineas, Part II ten guineas, Part TIT six 
guineas; and the re-examination fees are respectively three 
guineas, six guineas, and four guineas. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON. 
Tuts College has three grades—its Licentiates, its Members, 
and its Fellows. The Licence is now only issued throug 
the Conjoint Board. The Membership is only granted te 
those who have passed the final examinations for the 
Licence, or to those who are registered practitioners and 
graduates of a recognized university ; in any case they must 
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be persons over 23 years of age. Candidates are examined 
in pathology and the practice of physic, partly in writing 
and partly viva voce; they are also examined in Latin, 
Greek, French, and German. The languages are not com- 
pulsory, but credit is given to those who show a knowledge 
of them. The fee for the Membership is £42, or in the case 
of a Licentiate £21. There is.a fee of £8 8s., payable 
before entrance to the examination, which in the case of 
successful candidates is reckoned as part of the Member- 
ship fee. The body of Fellows is maintained by election 
from among the Members. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
Tus College has two grades—Members and Fellows. The 
Members are admitted as stated in the section dealing with 
the Conjoint .Board. The Fellowship is granted after 
examination to persons at least 25 years of age who have 
been engaged in professional studies for six years. There 
are two examinations for the Fellowship—the first in 
anatomy and physiology, which may be passed after the 
third winter session ; the second, chiefly directed to surgery, 
which may be passed after six years of professional study. 
Candidates must pass the Final Examination of the 
Examining Board in England and be admitted Members of 
the College before admission to the Second Examination for 
the Fellowship, except in the case of graduates in medicine 
and suigery of not less than four years’ standing of univer- 
sities recognized by the College for the purpose, who are 
required to attend for one year the surgical practice of a 
general hospital recognized by the College after obtaining 
their degrees, which must be registrable in this country. 

Fees.—At first examination, £8 8s.; for re-examination, £5 5s. 


At second examination, £12 12s. Admission fee £10 10s. for 
members, £31 10s. for non-members. 


SOCIETY OF APOTHECARIES OF LONDON. 
Tuts bedy confers a registrable diploma in medicine, 
surgery, and midwifery, now known as the L.M.S.S.A. 
(Licentiate in Medicine and Surgery of the Society of 


Apothecaries), on those successful at the following 


examinations: 

Pre-medical Evamination.—Chemistry chemical 
physics. 

Primary Examination.—This includes anatomy, physio- 
logy, and histology, and materia medica and pharmacy. 
Candidates will be excused any or a'l the subjects of the 
Primary Examination on producing evidence that they have 
passed equivalent examinations before an examining body 
recognized by the Society. Candidates referred in anatomy 
will be required to produce evidence of further work in the 
dissecting room befvure being admitted to re-examination. 

Final -Ecamination.—This is divided into three parts. 
Part [ includes clinical surgery, the principles and practice 
of surgery, surgical pathology, op:rative manipulation, 
surgical anatomy, instruments and appliances. Part II 
includes clinical medicine: (a) the principles and practice 
of medicine (including therapeutics, pharmacology, and 
prescriptions), pathology, and morbid histology; (b) for- 
ensic medicine, hygiene, theory and practice of vaccina- 
tion, and mental diseases. Part ITI includes midwifery, 
gynaecology, and diseases of newborn children, obstetric 
instruments and appliances. 

The fee for the Primary Examination is £5 5s.; for the Final, 
£15 15s. The ew and synopses oe. to the several 


examinations, and other information, may be obtained from the 
non? Court of Examiners, Apothecaries’ Hall, Blackfriars, 


Mastery of Midwifery. 

The Society has recently instituted a Mastery of Mid- 
wifery, and proposes to issue a diploma under this title 
denoting the possession of specialized knowledge of ante- 
natal care, midwifery, and child welfare. The first exam- 
ination will commence on October 15th, and candidates are 
required to submit certificates, etc., fourteen days before 
this date. It is intended to impose a severe test so as 
to ensure a high standard of professional knowledge, but 
the diploma will not be registrable under the Medical Acts. 
Admission is open to all who have been for not less than a 


year in possession of a registrable medical qualification, 
and who have had certain prescribed experience at recog. 
nized institutions concerned with obstetrics, ante-natal 
work, and child welfare work. Special conditions apply, 
until 1932, to practitioners of ten years’ standing. ‘The 
entrance fee for the examination is £5 5s., and a further 
fee of £5 5s. is payable by successful candidates before 
admission to the Mastery. Copies of the regulations may 
be obtained from the secretary at the address given in the 
preceding paragraph. 


Che Scottish Cnibersities. 


TueRE are.in Scotland four universities, each possessing a 
Faculty of Medicine, and having the right to confer degrees 
which admit the holder to the Medical Register. In essen- 
tia! points the regulations in their medical faculties for 
undergraduates are much alike, so that a general account 
can be given of all of them together. 

The universities are those of Edinburgh, Glasgow, Aber- 
deen, and St. Andrews. The provision each of the cities 
in which these universities are situated makes for the 
education of medical students will be found in the section 
on Medical Schools in Scotland; here it need merely be said 
that degrees in medicine from Scotland as a whole have 
always enjoyed a high repute. 

The degrees granted in medicine and surgery to candi 
dates of either sex are four in number—Bachelor of Medi- 
cine (M.B.), Bachelor of Surgery (Ch.B.), Doctor of Medi- 
cine (M.D.), Master of Surgery (Ch.M.). The two former 
are not obtainable one apart from the other, Besides these 
degrees a diploma in tropical medicine and hygiene is 
obtainable from the University of Edinburgh, as also 
diplomas in psychiatry, public health, and radiology. As 
for public health, registrable degrees in this subject are 
granted by the University of Glasgow, while diplomas in 
public health may be obtained from the universities of St. 
Andrews and Aberdeen. 

The conditions for admission of graduating students of 
mediciné are the same as those in the Faculties of Arts or 
Science (for degrees in pure science). 

As from January Ist, 1923, prospective medical students 
are also required to pass a pre-registration examination in 
chemistry and physics. 


Epvucarion. 

The regulations comply in all respects with the requires 
ments and recommendations of the General Medical Council, 
and, in addition, necessitate definite study for stated periods 
of diseases of children, of the larynx, ear, and nose, of the 
skin, of ophthalmology, and of mental diseases. In respect 
of the various courses certificates must be obtained showing 
that the student has not only attended regularly, but has 
duly performed the work of the class. Out of the necessary 
five years of medical study, not less than two must be spent 
at the university whose degrees the student hopes to obtain, 
and the balance at any place officially recognized for such 
purpose. In each academic year there are two sessions—one 
lasting from the beginning of October to the middle of 
March, and the other from the middle of April to the 
beginning of July. 


PROFESSIONAL EXAMINATIONS, 

The distinctive feature of the Scottish curriculum is 
that though nominally there are only four examinations, 
each of these may be, and habitually is, split wp by the 
student into sections. Hence, a student may complete 
some stage of his career during the course of nearly every 
session. Thus, by the end of the first winter session the 
student may pass in zoology and chemistry. At the end 
of the first summer session he can finish with botany and 
physics, and with anatomy and physiology at the end of the 
second. Pathology and materia medica he will pass at the 
end of the third year, and so on, until the final examination 
in midwifery, surgery, and medicine, and the corresponding 
clinical subjects, at the end of the fifth year of study. At 
each examination the candidate may pass ‘“ with distinc 
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tion,’’ and a record is kept of the merit displayed, so that 
when the time comes for the candidate to graduate, one 
who has done well throughout can be declared as 
graduating with honours. A further point in the system 
is that the student’s own teachers commonly take some 
part in his examination. 

Of the four examinations, the first deals with physics, 
botany, zoology, and chemistry; the second with anatomy 
and physiology; the third with materia medica and patho- 
logy; the fourth with medicine and surgery (clinical and 
systematic), midwifery, clinical midwifery, and clinical 
gynaecology, and forensic medicine and public health. The 
first three examinations are held three times a year; the 
final twice a year. 

Exemption from the first professional examination can 
-be obtained by candidates who have passed an arts, science, 
or medical degree examination in its subjects at any recog- 
nized university. When a candidate presents himself for 
an examination in several of its parts, but is not successful 
‘in all of them, he is credited at the next examination with 
those subjects in which he has already been approved. © 


Tue Hicuer Decrees. 

It is open to those who are already M.B., Ch.B. to 
-_proceed either to the M.D. or the Ch.M. A candidate for 
the former must have been engaged for not less than one 
year in work in the medical wards of a hospital, or in 
scientific research in a recognized laboratory, or in the 
Naval or Military Medical Service, or have been at least 
two years in general practice, and he must be 24 years 
of age. He has to write a thesis on any subject not ex- 
clusively surgical, and is examined in clinical medicine and 
in some one or other of its special departments. The 
regulations for candidates for the Ch.M. are of a corre- 
sponding character, a period of surgical work in a hospital 
.or elsewhere being substituted for medical work, and the 
thesis being on a surgical rather than a medical subject. 
‘He is examined in surgical anatomy, clinical surgery, 
operative surgery, and in some of the special departments 
of surgery. 


It is estimated that the class examination, and other fees for 


‘the M.B,, Ch.B. come altogether to about £256, the separate 
examination fees included in this calculation being as follows: 
£ s. d. 
Third Professional ... 
Final ll ll 0 


Re-entry in any subject in which the candidate has failed entails 
‘a fresh payment of £1 Is. Candidates for the M.D. and Ch.M. 


‘pay £21, and on re-entry £5 5s. 


More detailed information with regard to the University 
‘of Edinburgh can be obtained from the Medical Programme, 


price ‘6d., which is published by Mr. Thin, 55, South. 
Bridge, Edinburgh, or on application to the Dean of the_ 


‘Faculty of Medicine. Similar information about Glasgow 
should be sought from the Assistant Clerk, Matriculation 
Office, Glasgow. With regard to Aberdeen, application may 
be made to the Secretary of the Medical Faculty, Marischal 
College. In respect of St. Andrews information can be 
obtained either from the Secretary of the University, 
or, alternatively, the Secretary of the United College, 
St. Andrews, or the Secretary of University College, 
Dundee, these being the two constituent colleges of the 
University of St. Andrews. 

Finally, it should be mentioned that in connexion with 
all the Scottish universities there are valuable bursaries 


and scholarships, some information as to which will be 


found in the article on Medical Schools. 


Tae Carnecie Trust. 

The following is a summary of the regulations made by 
the Carnegie Trust for the Universities of Scotland for 
assistance in the payment of class fees in the universities 
_and extra-mural colleges of Scotland. 

‘Applicants must be over 17 years of age; they must be of 
Scottish birth or extraction, or have attended for two years, after 
the age of 14, at a school or institution under inspection of the 


Scottish Education Department. 


_been pupils of schools under the Scottish .Education Department 


will be eligible for assistance in the payment of class fees if the 
have obtained the leaving certificate of the Department, provid 


D 


Applicants so qualified who have . 


that it bears evidence of such preliminary education as is required 
by the universities for their graduating curricula, or that it has 
been supplemented by such passes either in the Scottish Univer- 
sities Preliminary or other examination as will satisfy the above 
requirement of the universities. Where applicants have not 
pupils of schools under the Scottish Education Department, or 
where other good ground for not having obtained the leaving 
certificate can be shown, the Executive Committee has power to 
accept instead what it deems equivalent evidence of attainments. 
Applicants in the Faculties of Arts and Science must have had 
their course of study for each academic year approved by the 
University Adviser of Studtes, and they must have passed the 
graduation examinations belonging to the previous stage of their 
curriculum before becoming eligible for assistance in the payment 
of fees of classes belonging to a further stage. Beneficiaries must 


“submit to the Executive Committee at the end of each session 


particulars as to their attendance and work, any distinctions 
gained, and any graduation examinations passed. 

The annual allowance towards payment of class fees offered to 
beneficiaries by the Trust in the Faculty of Medicine is £19 for 
four years, in all £76. Any unexpended part of a grant will be 
carried forward to the succeeding year. In combinations of 
Faculties the allowances available for beneficiaries are: Arts and 
Medicine—two Arts grants of £8 and four Medicine grants of £19, 
in all £92; Science and Medicine—two Science grants of £17 and 
four Medicine grants of £19, in all £110. 

Applicants, in writing for application forms, must name the 
university and faculty in which they intend to study, and state 
whether they have previously obtained the benefits of the Trust. 
Applications must be lodged not later than October 25th for the 
winter session, or May 10th for the summer session. Payments 
ae — by means of fee coupons, and fees already paid are not 
‘refunded. 


The Scottish Corporations. 


THERE are three medical corporations in Scotland—the 
Royal College of Physicians of Edinburgh, the Reyal 
College of Surgeons of Edinburgh, and the Royal Faculty 
of Physicians and Surgeons of Glasgow. Their licences can 
be separately obtained only by persons who are already in 
possession of a r nized qualification—in surgery in the 
case of the College of Physicians, and in medicine in the 
case of the College of Surgeons and the Faculty of Phy- 
sicians and Surgeons of Glasgow. All others must submit 
to the examinations held by the Conjoint Board, which the 
three corporations have combined to form. Details‘ con- 
cerning this Board and its component colleges follow. 
The conditions on which their higher qualifications are 
‘granted will be found set forth separately in connexion 
with each corporation. 


THE CONJOINT BOARD IN SCOTLAND. 

Tats body has charge of all questions connected with 
candidates for the Conjoint Licences of the Royal College 
of Physicians of Edinburgh, the Royal College of Surgeons 
of Edinburgh, and the Royal Faculty of Physicians and 
Surgeons of Glasgow. Those finally approved by it are 
entitled to registration and to the initials denoting the 
Licences of the three bodies concerned — namely, 
L.R.C.P.Ed., L.R.C.S.Ed. and L.R.F.P.S.Glas. The Board 
requires all candidates to comply with the regulations of 
the General Medical Council. It has an arts examination 
of its own, but is prepared to accept in its place any of the 
other educational tests approved by the General Medical 
Council. All candidates must obtain registration with the 
General Medical Council. 


Professional Curriculum for Candidates registered as 
Medical Students prior to January Ist, 1923. 

Subsequent to registration as a medical student the 
candidate must pass not less than five years in medical 
study, each comprising a winter and a summer session. 
The Board does not insist that candidates shall pursue 
their study at any particular place, and is prepared to 
accept certificates of having attended the necessary courses 
from any recognized medical school. 

Its examinations are four in number, each of them being 
held four times every year, and these will fall to be held 
twice in Edinburgh and twice in Glasgow during the next 
period; it is open to candidates to present themselves for 
examination at either place. The first examination deals 
with physics, chemistry, and elementary biology ; the second 
with anatomy and physiology, including histology; the 
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third with pathology and materia medica, including 
pharmacy; and the final with (1) medicine, including 
therapeutics, medical anatomy, and clinical medicine; (2) 
surgery, including surgical anatomy, clinical surgery, and 
diseases and injuries of the eyes; (3) midwifery and dis- 
eases of women and of newborn children, includimg clinical 
gynaecology and practical midwifery; and, if it has not 
been passed previously, (4) medical jurisprudence and 
hygiene. Candidates will also be examined on diseases 
of children, diseases of the ear and throat, insanity, 
vaccination, etc. 

These examinations must be passed in due order, and 
before admission to any of them the candidate must supply 
certificates showing that he has completed the due periods 
of study of their subjects. He can present himself in any 
single subject of the first three examinations. As regards 
the Final Examination, a candidate can present himself in 
medical jurisprudence and hygiene at any time after com- 
pletion of the third examination and of his study of these 
subjects; but in medicine, surgery, and midwifery he 
cannot present himself until the completion of five years’ 
study, and he must take them all simultaneously. A candi- 
date who takes up several subjects of an examination or 
the whole of the subjects at one time, but fails in some 
of them, is credited at the next examination with those 
subjects in which he has been approved. 

All candidates for the Final Examination must complete 
the pass in the three portions (medicine, surgery, and 
midwifery) within a period of nineteen months. 

Part or entire exemption from the first three examina- 
tions may be granted to those who have already passed 
before other bodies examinations deemed by the Board 
equivalent to its own, but all candidates for the Conjoint 
licence must sit for the Final -Examination and at no 
examination can a candidate present himself within three 
months of his rejection by some other licensing bedy. 


Professional Curriculum for Candidates registered as 
- Medical Students after January 1st, 1923. 

The curriculum has been extended to meet: the recom- 
mendations of the General Medical Council. Candidates, 
when applying for copies of regulations, should state date 
of medical registration. 


Fees. 

It is estimated that the total cost of lectures and fees for the 
Conjoint licence is about £152. The separate examination fees are 
as follows: First, Second, and Third Professional, £5 each; Final 
£15. On re-entry for any of the first. three examinations £3, and 
on re-entry for the Final, £5. If the re-entry is only in one or 
pom ng of the First, Second, or Third Examinations the fees 
are smaller. 


Information concerning this Board should be sought 
either from Mr. D. L. Eadie, 49, Lauriston Place, 
Edinburgh, or from Mr. Walter Hurst, Faculty Hall, 
242, St. Vincent Street, Glasgow. 


ROYAL COLLEGE OF PHYSICIANS OF 
EDINBURGH. 
Tu1s College has three grades—-Licentiateship, Member- 
ship, and Fellowship—all of which are open to men and 
women. The regulations applying to candidates for the 
Licentiateship have already been generally indicated. If 
desirous of receiving it apart from those of the other two 
corporations they must be holders of a surgical qualifica- 
tion recognized by the College, and must pass an exam- 
ination corresponding to the medical part of the Final 
Examination of the Conjoint Board, and conditioned in the 
same way, and also an examination in materia medica. 
The fee for examination is 15 guineas, a special examina- 
tion being obtainable on due cause being shown, and on 
payment of 5 guineas extra. Ordinary examinations take 
place monthly on the first Wednesday and Thursday, except 
in September and October. Candidates for the Membership 
must be either Licentiates of a British or Irish College of 
Physicians, or alternatively graduates of medicine of a 
university, approved by the Council, and in either case not 
less than 24 years of age. Candidates are examined in 
medicine and therapeutics, also on one or more depart- 
meitts of medicine specially professed, and approved by the. 


Council, in which a high standard of proficiency will be 
expected. The fee to be paid by a candidate for the Mem- 
bership is £36 15s.. The examination is held quarterly, and 
application for admission to it must be made a month 
previous to its date. For the Fellowship the candidate 
must have been a Member of the College for at least threo 
years, and, if accepted, pay fees, including £25 stamp 
duty, amounting altogether to £64 18s. Further details 
can be obtained on application to the Secretary of the 
College. 


ROYAL COLLEGE OF SURGEONS OF 
EDINBURGH. 
Tarts College has two grades—its Licence and its Fellow- 
ship. Licentiates may be of either sex, and for the Fellow- 
ship women are eligible also. 


Licence. 

As an original qualification the Licence is only granted 
after fulfilment of the regulations of the Scuttisu Conjoint 
Board, but as an additional qualification it can be obtained 
by those already possessed of a registrable or equivalent 
qualification in medicine. In this case the candidate has 
to pass a written, oral, and clinical examination in surgery 
and surgical anatomy, and may be asked to operate on the 
dead body. 

The fee is £15 15s., of which £10 10s. is returned to unsuccessful 
candidates. On due cause being shown, a special examination may 


be granted, the fee being , of which £10 is returned to a 
candidate if he is not approved. 


Fellowship. 

Candidates for the Fellowship must be not less than 
25 years of age, and have been in the practice or study of 
their profession subsequent to registration for at least two 
‘years, and must hold either a surgical degree from a uni- 
versity recognized for that purpose by the College, or a 
registrable diploma obtained as the result of an examina- 
tion which includes surgery as well as medicine and mid- 
_wifery. -Candidates are examined in (a) the principles and 
practice of surgery, including surgical anatomy, (0) clinical 
surgery, and (c) one optional subject, which they may 
choose from among the following: surgical pathology and 
operative surgery, ophthalmology, laryngology, otology and 
rhinology, gynaecology, obstetric surgery, anatomy, and 
dental surgery and pathology. The examination is written, 
oral, and clinical or practical. A candidate who desires to 
be examined must give one month’s notice, his application 
for admission being supported by two Fellows of the 
College, one of whom must be resident in Edinburgh, or, in 
default, by testimonials specially obtained for the purpose. 
Candidates are not allowed to appear more than three 
times at the examinations. 

icenti ._ For further 
College, Mr. L. Eadie, 49, Lauriston Place, Edinburgh, from 
whom a copy of the Laws Relating to the Fellowship by Examina- 
tion may be obtained. 


ROYAL FACULTY OF PHYSICIANS AND 
SURGEONS OF GLASGOW. 

Tuts body possesses two classes—Licentiates and Fellows. 
The regulations applying to the former correspond with 
those respecting candidates for the Licence of the Royal 
College of Surgeons of Edinburgh. Candidates for the 
single Licence are examined in surgery (including clinical 
surgery and surgical anatomy). The fee is £15 15s. and 
examinations are held quarterly. Candidates for the 
Fellowship must be qualified medical men of not less than 
two years’ standing and 24 years of age. Candidates 
approved at this examination are then eligible for election 
as Fellows. The Faculty can also elect four Fellows 
annually without previously submitting them to examina- 
tion, provided they “‘ have highly distinguished themselves 
in medical science or practice.’”? They must he of not less 
than ten years’ standing and 40 years of age. 

ip is £50. Further information can be 
trom Walter Hurst, Faculty Hall, 242, St. Vincent 
Street, Glasgow. 
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Irish Universities and Corporations. 


MEDICAL REGISTRATION IN THE IRISH FREE 
STATE, 


Tue Medical Practitioners Act, 1927 (Irish Free State), 
rovides for the establishment of a Medical Registration 
Sonnet for the Irish Free State. The main functions of 
the Council will be (1) to keep a register of medical prac- 
titioners who may desire to practise permanently cr 
temporarily in the Irish Free State, and (2) to exercise 
disciplinary power with regard to all medical practitioners 
who are on the register and engaged in practice in the 
Irish Free State. The first schedule of the Act contains 
the agreement between Great Britain, the Irish Free 
State, and Northern Ireland. This agreement provides 
for the nomination of a member of the General Medical 
Council, formerly made for Ireland by His Majesty on the 
advice of the Privy Council, to be made henceforth by His 
Majesty in Council on the recommendation of the Governor 
of Northern Ireland. The nominations of members of the 
General Medical Council by universities and medical cor- 
porations in Ireland and the election of a member of the 
General Medical Council by registered medical practi- 
tioners in Ireland will be in all respects the same as here- 
tofore. The constitution of the General Medical Council 
and of the several Branch Councils as formerly existing 
under the Medical Acts and the powers of holding quali- 
fying examinations and granting diplomas for the purpose 
of registration in the general Itegister formerly vested in 
certain universities and medical corporations in Ireland 
are not affected by the establishment of the Irish Free 
State or of Northern Ireland, and for the purpose of the 
preparation and keeping of the general Jegister the 
General Medical Council and the Branch - Council for 
Ireland shall have the same powers and _ jurisdictions 
under the Medical Acts as they exercised formerly. The 
agreement provides also that any person who is or shall 
be registered in the general Register shall be entitled 
on the payment of a prescribed fee to be registered in the 
Irish Free State Register, but this fee will not be payable 
by any person who, on the date of the establishment of 
the Irish Free State Medical Register, is registered on the 
general [egister. Then follow provisions with regard to 
the erasure from the Register of the name of a person on 
account of misconduct. 

The Irish Free State Medical Registration Council fixed 
May 26th, 1928, as the last day for receiving applications, 
without a fee, for the registration of medica] practitioners 
in the Free State Register, whose names, at that date, 
were on the general Medical Register, but whose addresses 
were outside the Irish Free State area: These me: ical 
practitioners are, however, still eligible for regis -ation 
in the Irish Free State Medical Register on the payment 
of a fee. The names of medical practitioners with the 
Irish Free State addresses were placed automatically 
without a fee on the Free State Register. Applications 
for further information may be made to the Free State 
Medical Registration Council, Room 123, Custom House, 


Dublin. 


THE IRISH UNIVERSITIES. 


Tuere are three universities in Ireland, each with a medical 
faculty. These are, in the Irish Free State, the University 
of Dublin (usually known as Trinity College, Dublin), and 
the National University of Ireland; and, in Northern 
Ireland, the Queen’s University of Belfast. 


UNIVERSITY OF DUBLIN: TRINITY COLLEGE. 
Tus university grants two degrees in medicine (M.B. and 
M.D.), two in surgery (B.Ch. and M.Ch.), two in mid- 
wifery (B.A.O. and M.A.O.), and a post-graduate diploma 
in public health. It also grants post-graduate diplomas in 


gynaecology and obstetrics, for which nine months’ study 
is required, and in psychological medicine, for which twelve 


months’ study is required. The degrees are granted to 
those who, having passed the Professional Examination, 
have also graduated in arts. 


PROFESSIONAL EXAMINATIONS. 

A candidate for the Final Examination for the M.B., 
B.Ch., and B.A.O. degrees must be a matriculated student 
of at least five years’ standing. The examinations which 
students must pass are the Preliminary Scientific, the 
Intermediate Medical, and the Final. Before admission to 
any of these examinations students must have completed 
the courses of study in the subjects involved. 

Preliminary Scientific.—This covers (a) chemistry, (b) 
physics, (c) botany and zoology; the three divisions may be 
taken together or at different times. 

Intermediate Medical.—This is divided into two parts: 
(a) amatomy, physiology, organic chemistry, and histology ; 
(b) applied anatomy. and applied physiology. The two parts 
may be taken separately or together. 

Final Examination.—Part I: Hygiene and medical juris- 
prudence, pathology and bacteriology, materia medica and 
therapeutics. Part II: (a) Midwifery and gynaecology; 
(6) medicine and mental] diseases ; (c) surgery in all branches, 
including clinical ophthalmology. The three sections of 
Part Il may be taken separately or together. In either 
case the full curriculum must have been completed, and 
the Final Examination cannot be completed before the end 
of the fifth year. ‘ 

M.D.—The candidate must have passed all the qualifying 
examinations in medicine, surgery, and midwifery, and 
have taken, or have been qualified to take, the degree of 
B.A. three years previously. He must send in a thesis for 
approval. Subsequently the Regius Professor of Physic and 
an assessor will discuss with him questions connected with 
the thesis, and also examine him viva voce on other medical 
subjects of a more general nature. " 

M.Ch.—The candidate must be a B.Ch. of not less than 
three years’ standing and have been engaged: in practice 
for two years. 

M.A.O.—The candidate must be a B.A.O. of not less than 
two years’ standing and must produce satisfactory evidence 
of having been engaged for two years in obstetric science. 
The examination is specially directed to obstetrics and 
practical gynaecology. 

Further information regarding courses of instruction, 
etc., may be obtained from the Registrar of the School of 
Physic, Trinity College, Dublin. 


QUEEN’S UNIVERSITY, BELFAST. 

Tue degrees granted by the Medical Faculty of this univer- 
sity are as follows: Bachelor of Medicine (M.B.), Bachelor 
of Surgery (B.Ch.), Bachelor of Obstetrics (B.A.O.), Doctor 
of Medicine (M.D.), Master of Surgery (M.Ch.), Master of 
Obstetrics (M.A.O.). The university also confers a Diploma 
in Public Health. The first three degrees mentioned serve 
as a qualification for admission to the Medical Register, 
and are not granted separately. In addition to matricu- 
lating and passing his professional examinations, a 
candidate for these degrees must have passed three of 
the regulation five years as a student at the Belfast School 
of Medicine. Degrees in dental surgery (B.D.S. and 
M.D.S.) are conferred by the university, and also a 
diploma in dental surgery (L.D.S.). 


PROFESSIONAL EXAMINATIONS. 

The examinations for the M.B., B.Ch., B.A.O. are four 
in number. The first deals with: (1) inorganic, organic, 
and practical chemistry, (2) experimental and practical 
physics, (3) botany and practical botany, (4) zoology and 
practical zoology. It is divided into two parts, of which 
botany and zoology form one. The Second Examination 
covers anatomy and physiology (both theoretical and prac- 
tical), and may be taken at the end of the second year of 
the student’s career. The Third Examination includes: 
(1) pathology and practical pathology, (2) materia medica, 
pharmacology, and therapeutics, (3) medical jurisprudence, 
and (4) hygiene. To be valid a certificate in regard to the 
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study of the subjects of this examination must show that 
the work has been done after the Second Examination has 
been passed. 

The Final Examination includes: (1) medicine, (2) sur- 
gery, (3) midwifery, (4) ophthalmology and otology. The 
student may pass in all subjects at once at the end of his 
fifth year, or he may divide the examination into two 
parts—namely, (1) systematic, (2) clinical, practical, and 
oral. The first part may be taken at the end of the fourth 
year, but for the second part the candidate may not present 
himself until the end of his fifth year, but students invari- 
ably take both parts at the end of their course. No certifi- 
cate in regard to the study of the subjects of this examina- 
tion will be valid unless the work was done subsequent to 
passing in all the subjects of the Second Examination. 


Tue HicHer DEGREES. 


Candidates for the degree of Doctor of Medicine must: 


be graduates in medicine of at least three years’ standing, 
unless they hold also a degree of the university in arts or 
science, in which case a standing of two academic years 
will suffice. Moreover, candidates must be able to show 
that the interval has been passed in the pursuit of such 
courses of study or practical work as may be prescribed. 
The degree may be conferred either (a) after a formal 
examination; or (b) in recognition of the merits of a thesis 
or of some piece of original study or research carried out 
by the candidate, followed by an oral or other examination 
in its subject. When an ordinary examination is imposed 
it will include (1) a written paper on the principles and 
practice of medicine, (2) a commentary on a selected clinical 
case, (3) a clinical and viva voce examination, and (4) a 
written paper and clinical or. practical and viva voce 
examination on a subject chosen from the following list: 
(a) human anatomy, including embryology; (b) physiology, 
(c) pathology, (d) pharmacology and therapeutics, (e) sani- 
tary science and public health, (f) forensic medicine and 
toxicology, (g) mental diseases. The regulations for the 
degrees of M.Ch. and M.A.O. are of the same general 
nature, 


NATIONAL UNIVERSITY OF IRELAND. 

Tue National University of Ireland carries on most of its 
educational work through three constituent colleges—one in 
Dublin, one in Cork, and one in Galway. Each of these 
provides a full medical curriculum, and all candidates for 
the medical degrees of the university must pass three of 
their five years of study at one er other of them. These 
years do not count except after matriculation or recog- 
nition as a student of the Medical Faculty obtained in 
some other fashion. The candidates at each constituent 
college are examined by the university, and a common 
standard of education is secured by all courses of instruc- 
tion and the regulations concerning them having to be 
approved by the Senate, after considering report thereon 
from the Board of Studies of the university. In addition 
to the ordinary degrees in medicine and surgery, the 
university grants those of Bachelor and Master of 
Obstetrics, Bachelor and Doctor of Science in Public 
Health, and Bachelor and Master in Dental Surgery, as 
well as Diplomas in Public Health, in Mental Diseases, 
and in Tropical Medicine. 

Application for other information may be made to the 
Registrar, National University of Ireland, 86, St: Stephen’s 
Green, Dublin. 


THE IRISH CORPORATIONS. 


THERE are, in the Irish Free State, three licensing bodies 
other than the Medical Faculties of the universities; and 
in Dublin, just as in London, there is a Royal College cf 
Physicians of Ireland, a Royal College of Surgeons in 
Ireland, and an Apothecaries’ Hall. In Dublin, as in 
London and in Edinburgh, the two Colleges have formed 
an examining Conjoint Board, which is responsible for the 
recommendation of candidates to the two bodies for their 
respective licences. The Apothecaries’ Hall of Ireland, 
like the Apothecaries’ Society of London, gives its licence 


separately, 


THE CONJOINT BOARD IN IRELAND. 
body requires of candidates either the passage its 
own preliminary examination in the subjects: of general’ 
education or proof that the candidate has passed one 
of the tests accepted by the General Medical Council as 


well as passing in the Pre-Registration Examinations in 
chemistry and physics and biology. 


PROFESSIONAL EXAMINATIONS. 
There are three professional examinations, the first of! 


which cannot be passed earlier than the end of the second’ 
‘winter session, nor the final before the conclusion of full’ 


five years of medical study. Before being admitted to any 
of them the candidate must show that he has studied the 


different subjects in practice and theory for the requisite 


periods, certificates to this effect being accepted from. 
the authorities of most of the recognized medical schools 
at home and abroad. The first examination deals with. 
(a) anatomy, and (b) physiology and histology. The second. 
examination deals. with (a) pathology, (b) materia medica, 
pharmacy, and therapeutics and ophthalmology, and may 
be taken separately. 

Final Examination.—This is divided into three divisions, 
which cannot be completed until at least five years have 
passed in medical studies other than those for the Pre- 
Registration Examinations, and five years at least since 
the beginning of the curriculum. The divisions are: 


(a) medicine, including fevers, mental diseases, and diseases 
of children; (b) surgery, including operative surgery; 


(c) midwifery, including diseases of women and newborn 


children, and the theory and practice of vaccination. 


- attainment by a candidate of a registrable 


Fees.—Preliminary Examination, £2 2s. Re-examination, £2. 2s. 
Pre-Registration Examination, £3 3s. Re-examination in Chemistry, 
£2 2s.; in Physics, £1 1s. First Professional Examination, £26 5s.; 
Second, £15 .; Final, £6 6s. Re-examination fee is £2 2s: for 
each division. 


Diploma in Psychological Medicine. 

There are two examinations in connexion with this: 
diploma: Part I consists of (a) anatomy and physiology. 
of the nervous system, (b) psychology. Part I1—(a) neuro- 
logy, including clinical and pathological neurology; (b) 
psychological medicine, including its legal relationships. 


Fees.—£6 6s. for each part. 


Further information can be obtained from Mr. Alfred 
Miller, Secretary of the Committee of Management, Royal 
College of Surgeons, St. Stephen’s Green, Dublin. 


Royat oF PHYSICIANS or IRELAND AND 
oF SURGEONS IN IRELAND. 


The Diploma in Public Health. 

Every candidate for the Diploma in Public Health must observe 
the following rules : 

Rule 1. A period of not less than two years shall elapse between the 
ualification in Medicine,. 
Surgery, and Midwifery and his admission to the Final Examination for 
a Diploma in Publig Health. 

Rule 2. The curriculum for the Diploma in Public Health shall extend: 
over a period of not less than twelve calendar months subsequent to the 
attainment of a registrable qualification. 

Ruie $. Every candidate shall produce evidence of having attended, 
during a period of not less than five months, at an institution approved 
by the Licensing Body granting the Diploma, practical instruction in— 

(a) Bacteriology and Parasitology (including Medical Entomology), 
especially in their relation to diseases of man, and to those 
diseases of the lower animals which are transmissible to man; 

b) Chemistry and Physics in relation to Public Health ; 

£2) Meteorology and Climatology in relation to Public-Health. 

At least 180 hours must be devoted to Course (a), of which not less 
than 150 hours shall be occupied in practical laboratory work. 

At ieast 90 hours must be devoted to Course (b), of which not less 
than 70 hours shall be occupied in practical laboratory work. 

At least 10 hours must be devoted to Course (c). . 

Rule 4. Every candidate shall produce evidence of having received, 
during not less than 80 hours, at an institution or from teachers 
approved by the Licensing Body granting the Diploma, instruction in 
the following subjects : 

a) The Principles of Public Health and Sanitation (30); 

b) Epidemiology and Vital Statistics (20) ; 

w and Administration (including Public Medical 
Services) 


20) ; 
(d) Sanitary and Planning (10). 

[The numbers indicate the normal proportion of time to be given to 
each subject.) 

Rule 5. Every candidate shall produce evidence that he has attended 
for three months on the clinical practice of a recognized Hospital for 
Infectious D:seases, and has received therein instruction in the methods 
of administration. At least thirty daily attendances of not less than two 
hours in each week shall be required 
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Rule 6. Every candidate shall produce evidence that he has, during 
a period of not less than six months, been engaged in acquiring a 
practical knowledge of the duties, routine and special, of Public Health 
Administration under the supervision of a Medical Officer of Health, 
who shall certify that the candidate has received, from this Officer or 
other competent Medical Officer, during not less than three hours on each 
of sixty working days, practical instruction in these duties, and also 
those relating to: 

a) Maternity and Child Welfare Service ; 
0 Health Service for Children of School Age; 
c) Venereal Diseases Service ; 
d) Tuberculosis Service ; 
e) Industrial Hygiene; 
f) Inspection and Control of Food, including meat and milk. 

Certificates of having received the prescribed instruction in Public 
Health Administration must be given by a Medical Officer of Health 
who devotes his whole time to Public Health work; or by the Medical 
Officer of Health of a Area having’ a population of not less 
than or in Ireland the Medical Superintendent Officer of Health 
of oe County or County. Borough having a population of not less than 
50,000. 

Rule 7. The examination for the Diploma shall be divided into two 
parts, Part I and Part IT. 

Rule 8 The examination for Part I shall include the following 
subjects : 

Bact riology and Pomnettiings (including Medical Entomology) ; 
Chemistry and Physics, and Meteorology and Climatology, in relation 
to Public Health. 

Rule 9. The examination for Part II shall include the following 
subjects : 

“Hygiene and Sanitation (including Sanitary Construction); 
Epidemiology and Infectious Diseases ; ; 

Sanitary Law and Vital Statistics; 

Public Health Administration. 

The examination shall be written and oral, and shall include prac- 
tical examinations in Infectious Diseases; Food inspection; Inspection of 
premises—dwellings, factories, workshops, schools, etc. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
THosE whose names already appear on the Medical Register 
can obtain the separate Licence in Medicine of this College 
and its Licence in Midwifery. In either case an examina- 
tion has to be passed in the subjects indicated, questions 
on midwifery, hygiene, and jurisprudence being included 
in the examination for the Licence in Medicine. For the 
Licence in Midwifery practitioners of over five. years’ 
standing are exempted from examination by printed ques- 
tions. The other grades of the College are Members and 
Fellows. The former are admitted after an examination 
which is open to all university graduates in medicine and 
Licentiates in medicine of the Royal College of Physicians, 
and deals with the general subjects of medicine. Fellows 
are selected, by vote, from among the Members of the 
College. 

Fees.—For the Licence in Medicine, 15 guineas; Special Exam- 
ination, £21. For the Licence in Midwifery, 8 guineas; Special 
Examination, 16 guineas. For the Membership, guineas to a 
Licentiate of the Cullens, 35 guineas to others; a special examina- 
tion costs 10 guineas extra. The Fellowship, £35, in addition to 
stamp duty, 

Information as to special examinations and other matters 
can be obtained from the Registrar, the Royal College of 
Physicians, Kildare Street, Dublin. 


ROYAL COLLEGE OF SURGEONS IN IRELAND. 
THis body, besides granting a Licence in Surgery, admits 
those possessed of registrable surgical qualifications to its 
Fellowship under certain conditions. Its Licence is usually 
granted conjointly with that of the College of Physicians, 
but it is given separately to holders ef a registrable qualifi- 
cation in medicine, provided the College is satisfied that 
adequate courses of study have been pursued, and provided 
its own provisional examination is passed. This examina- 
tion is held on its behalf by the Conjoint Board, and is 
identical with the ordinary surgical portion of the 
examinations imposed by that body. 

The Feliowship.—Candidates for the Fellowship must pass 
two examinations, of which the first is in anatomy (includ- 
ing dissections), physiology, and histology; and the second 
in surgery (including surgical anatomy) and _ pathology. 
Both examinations are partly written, partly practical, and 
partly viva voce; while the final examination includes the 
performance of operations. All subjects of either examina- 
tion must be passed at one time, and in neither can a 
candidate be admitted who has been rejected in any of its 
subjects by any other licensing body within three months. 
Candidates are not admitted to the Primary Examination 
except on evidence that they have already passed an exam- 
ination in anatomy, physiology, and histology, held by some 
university or other body whose degrees or licences entitle 


the holder to admission to the Medical Register; if, how- 
ever, the candidate’s name. is on the Colonial or Foreign 
List in the Medical Register, at the discretion of the 
Council. Candidates for the Final Examination must. be 
over 25 years of age, produce a certificate of general good 
conduct signed by two or more Fellows of the College, and, 
if successful, must make a declaration before admission to 


|-the effect that they do not conduct dispensing practices, 


and will not do so as long as they are Fellows. 


Feees.—Candidates for the Licence pay 5 guineas for examination, 
which sum, if they pass, is counted as part of the fee payable 
on admission to the Lieence, this being 25 guineas. Candidates for 
the Fellowship pay 5 guineas for each examination, the total of 
10 guineas being reckoned as part of the fee payable on admission 
to the Fellowship. That fee is 25 guineas in the case of. those 
who are already Licentiates, and 40 guineas-in the case of others. 


APOTHECARIES’ HALL OF IRELAND. 
A pIPLoma is granted by this Hall which entitles the holder 
to be registered as a practitioner of medicine, surgery, and 
midwifery, and confers also the privileges of an apothecary. 
Women candidates are eligible. 

Fecs.—Primary Examination (Parte I and Il), £21; Final Exam- 
ination, £21. Subjects of examination: Primary, Part I, Anatomy 
and Physiology. Primary, Part II, Materia Medica, includin 
Pharmacy; Medical Jurisprudence and Hygiene; Pathology. Fina 
Examination : Medicine, Surgery, and Midwifery. Candidates must 
enter for and pass at the one time in Anatomy and Physiology. 
They are at liberty to enter for the subjects of the Final Examina- 
tion at separate times, but the Final Examination cannot be com- 
pleted until a period of three nee has elapsed from the date of 
\passin Examination, Part II. 

Application for other information should be made to the 
Registrar, 95, Merrion Square, Dublin. 


MEDICAL SCHOOLS AND COLLEGES, 


LONDON. 

INFORMATION as to the fees at each of the various metro- 
politan medical schools, and the scholarships, prizes, and 
junior appointments which they offer, will be found in the 
following pages. The courses they provide are funda- 
mentally the same, and in all of them the arrangements 
made are such as to meet the requirements of students of 
every class—of those who are aiming at the diplomas of 
the English Conjoint Board or the Apothecaries’ Society, 
not less than of those who have London or other university 
degrees in view. At all, too, special facilities are offered to 
students who have commenced their professional education 
at Oxford or Cambridge, and are seeking the medical 
degrees of those universities. 


Cross Hosprrtar. 
Tuts school, with its hospital, is situated in the centre of 
London, and is easily accessible. Primary and intermediate 
students attend lectures and practical work at King’s 
College. The final. studies are taken in the school and 
hospital, where systematic lectures, demonstrations, and 


tutorial classes are arranged to cover all the subjects neces- . 


sary for the qualifying éxaminations. Departments are 
also available for the other final subjects of bacteriology, 
clinical pathology, biochemistry, materia medica, public 
health, operative surgery, and for research work. An 
Institute of Pathology, with a whole-time staff of scientific 
workers and fully equipped laboratories, has been estab- 
lished in the school. Students receive their training in 
preventive medicine, pathology, and bacteriology here, and 
are encouraged to undertake research. . 

A number of scholarships and exhibitions are awarded to 
university and other students, particulars of which can be 
obtained from the Dean. 

Fees.—The fees are as follows: Entrance, Primary and Inter- 
mediate, 10 guineas; Final, 8 guineas. Annual, 38 guineas. 


Further information may obtained on application to the 
Dean of the Medical School, Charing Cross Hospital, London, 
W.C.2. 


Gvuy’s Hospitat. 
Tue hospital contains 642 beds in constant occupation. 
Twenty-six beds are set apart for diseases of the eye, and 
43 for the most urgent and interesting medica] cases, which ~ 
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form the subjects of the weekly clinical lectures. There are 
special wards of 47 beds for the reception of cases of 
diseases of women and for cases of difficult labour. Beds 
are also allotted to the throat and ear departments, the 
departments of orthopaedics, neurology, and dermatology, 
the department for the treatment of diseases of the genito- 
urinary system, and the children’s department; there are 
also some special beds for the treatment of syphilis. 


The residential college fronts the east gate of the hospital, 
providing accommodation for resident students. This con- 
tains a dining hall, reading rooms, a library of general 
literature, and a gymnasium for the use of the residents 
and of the members of the Clubs’ Union. The athletic 
ground at Honor Oak Park is reached from the hospital in 
fifteen minutes. The Gordon Museum of Pathology, the 
Wills Library, the departments of chemistry, physics, 
pathology, and pharmacology, and the school buildings in 
general, afford opportunities for a liberal education and for 
research, and provide the full curriculum for all medical 
degrees and diplomas. New departments of anatomy, 
physics, and biology have recently been completed. They 
are equipped on modern lines, and provide ample accom- 
modation for teaching and research. Special classes are 
held for the First and Second Examinations for medical 
degrees of the University of London, for the Pre-Medical 
Examination, and for the First and Final F.R.C.S.Eng. 
Special teaching is provided to meet the requirements of 
the Universities of London, Oxford, and Cambridge in 
general pathology and pharmacology. 


Appointments.—All appointments are made according to 
the merits of the candidates, as determined by a committee 
of the medical staff. Sixteen out-patient officers, eight 
house-physicians, twenty assistant house-surgeons, eight 
house-surgeons, four ophthalmic house-surgeons, two genito- 
urinary house-surgeons, two house-physicians (children’s 
department), and nine resident obstetric assistants are 
appointed annually. The house-physicians and _house- 
surgeons, obstetric residents, ophthalmic house-surgeons, 
and genito-urinary house-surgeons hold office for six months 
each, and receive free board and lodging in the college. 


Every student is provided with rooms and commons in the © 


hospital during the period of his ‘‘ take in” as senior 
dresser. In addition to the clerkships and dresserships in 
the medical and surgical wards, students are appointed to 
the posts of clinical assistant, dresser, or clerk in the 
special departments of ophthalmology, laryngology, gynaeco- 
logy, diseases of children, diseases of the nervous system, 
dermatology, otology, actinotherapeutics, anaesthetics, 
dentistry, orthopaedics, vaccine, tuberculosis, fractures, 
and genito-urinary and venereal disease; clinical assistant- 
ships in the various special departments are open to post- 
graduates. 


Scholarships, Prizes, etc.—The following scholarships in Arts and 
Science are awarded. A. Open Junior Scholarships: (1) An Arts 
Scholarship of the value of £100, (2) a Science Scholarship of the 
value of £100; these are awarded annually in June or July. (3) A 
War Memorial Scholarship of the value of £200, awarded alternately 
in Arts and Science. This scholarship is open every other year; 
the next award will be made in June or July, 1930 (in Science). 
B. Confined Scholarship in Science. A Junior Science Scholarship of 
the value of £100 is offered for competition annually in June or July 
to candidates who have attended the preliminary science classes at 
this school. Candidates for these scholarships (male students only) 
must be under 20 years of age on August Ist of the year of the 
competition. C. Open Senior Science Scholarships: (1) A War 
Memorial Scholarship of the value of £100, (2) an Scholarship 
of the value of £80; both of these are awarded annually in Sep- 
tember. Full particulars as to the scholarships may be obtained 
from the Dean of the Medical School. Junior prizes for general 

roficiency, £20, £15, £10; Hilton Prize for Dissection, £5; Michael 

arris Prize for Anatomy, £10; Sands-Cox Scholarship for Physio- 
logy, £15 for three years; Wooldridge Memorial Prize for Physio- 
logy, £10; Beaney Prize for Treasurer’s Gold Medal 
in Medicine, Treasurer’s Gold Medal in Surgery, and the Golding- 
Bird Gold Medal and Scholarship for Bacteriology (£20), are awarded 
annually after competitive examination. The Gull Studentship in 
Pathology, of the value of £250 per annum, the Beaney Scholarship 
in Materia Medica, of the annual value of about £50, and the 
Anderson Demonstratorship in Clinical Chemistry, value £150 per 
annum, are awarded without examination to enable research to 
be carried on in these subjects. -An Arthur Durham Travelling 
Scholarship of £100 is awarded triennially. The Griffiths Demon- 
mga in Pathology of the value of £320 per annum, and the 
Hilda and Ronald Poulton Fellowship, value £150 per annum, are 
awarded without examination. 


An annual composition fee is paid by all students until a 


registrable qualification is obtained. Further information may be 
obtained from the Dean of the Medical School, Guy’s Hospital, 
London Bridge, 8.E.1. 


Krne’s Hosritar. 
Tue medical school of this hospital, which is situated at 
Denmark Hill, deals with the Final Examination subjects of 
the medical curriculum. The hospital was opened in 1913, 
and is one of the most modern and best equipped in 
England. The number of attendances in the casualty and 
out-patient departments during the year 1927 amounted 
to 281,620. In the education at the hospital a special 
feature has always been the individual attention given to 
each student. The studies are co-ordinated under the 
direction of senior members of the honorary staff, assisted 
by medical, surgical, obstetric, and pathological tutors. 
There are special departments for diseases of women and 
children, nervous diseases, ophthalmology, otology, laryngo- 
logy and rhinology, dermatology, radiology, and physical 
treatment. The laboratory and pathological department 
are specially noteworthy. 

Appointments.—Sixteen resident medical and surgical 
officers are appointed half-yearly, as well as dressers and 
clerks in the wards, out-patient departments, post-mortem 
rooms, and special departments. Each of the special 
departments has several clinical. assistants. There are 
three registrars and four tutors, all of whom receive 
salaries. The Clubs and Societies Union combines athletics, 
music, and other societies connected with the school, and 
provides also a common room. 

Scholarships, ete—At entrance: Science Scholarship, £50. At 
commencement of Final Studies : Anatomy and Physiology Scholar- 
ship, £50; Patholo, Scholarship, £75; two Raymond Gooch 
Scholarships, each 50 a year for two years; two Burney Yeo 
Scholarships, each £80 (for Oxford and Cambridge students); 
Epsom College Scholarship, £50; Senior Scholarship, £40; Todd 
Prize, Tanner Prize, Class Prizes and Medals. 

Fces.—The composition fee is 93 guineas if paid in one sum, 
Entrance fee of 15 guineas includes membership of the Clubs 
and Societies Union. 

New Dental School.—This school was opened in October, 
1923, and provides complete courses for dental degrees 
and diplomas. The director of dental studies is Dr. A. 
Livingston, M.B., Ch.B., M.D.S., L.D.S. 

The calendar of the school can be obtained on application to the 
Dean, H. Willoughby Lyle, M.D., F.R.C.S., or to the Secretar 
of the Medical School, 8. C. Ranner, M.A., King’s College Hospital, 
Denmark Hill, 8.E.5. 


Tue Lonpon Hospiratr. 
Tuts hospital, with its medical college and dental school, is 
situated in the Mile End Road, E.1. The hospital contains 
837 beds, which are in constant use. During 1927, 16,840 
patients passed through the wards and 114,509 out-patients 
received treatment. Of the latter number, 41,400 received 
treatment in the departments for diseases of the ear, nose, 
throat, eye, skin, and teeth, and in the pediatric, ortho- 
paedic, venereal, radiological, electro- and physico-thera- 
peutical, and ‘inoculation departments. The number of 
major operations which were performed amounted to 7,823. 

The hospital presents, therefore, a large field for clinical 
instruction, and in its wards and out-patient and special 
departments exceptional opportunities are afforded for 
acquiring an extensive and practical experience of all 
phases of disease. 

A clinical unit in medicine, under the charge of a whole- 
time director, assisted by an assistant director, two assis- 
tants, and two house-physicians, provides for the more 
elaborate methods of diagnosis and treatment, and takes a 
leading part in the initiation and co-ordination of medical 
research. To each medical and surgical firm throughout 
the hospital there is attached a first assistant, who is 
responsible for instructing the clerks or dressers of the firm 
in elementary medicine and surgery, and who assists the 
honorary members of the firm in the preparation of their 
demonstrations. In the department of obstetrics and 
gynaecology there are two assistants and iwo resident 
accoucheurs. Special courses of lectures and demonstra- 
tions are arranged in medicine and surgery and in their 
ancillary subjects. Opportunities for research are provided 
under the supervision of the staff. 


| 
| 
| 


SEPT. 1, 1928] 


LONDON MEDICAL SCHOOLS. 


JOURNAL 398 


-4 


All the departments are modern and adapted for the 
teaching of all subjects in the various curricula. Special 
courses of instruction are held in preparation for the 
examinations of the University of London, for the Fellow- 
ship of the Royal College of Surgeons, and for the 
Membership of the Royal College of Physicians. Special 
entries can be made for the medical and surgical practice 
of the hospital. Two resident hostels are provided for the 
convenience of students. Recent additions to hospital and 
coliege buildings include the Dunn Clinical Laboratories, 
the Bearsted Clinical Theatre, the Bernhard Baron Patho- 
logical Institute, and a hostel for resident medical officers 
providing accommodation for forty residents. The athletic 
ground, of over thirteen acres, is at Higham’s Park, and is 
open to all members of the Clubs Union. 

Appointments.—The salaried appointments open to past 
students of the hospital are those of assistants to the 
medical unit; first assistants to the medical and surgical 
firms; obstetric registrar; assistants to the department of 
obstetrics and gynaecology; medical, surgical, and obstetric 
tutors; clinical assistants in the medical, surgical, oph- 
thalmic, aural, light and skin, orthopaedic, and electrical 
departments, and in the Pathological Institute. There 
are appointed annually 4 resident accoucheurs, 14 resident 
house-physicians and 22 resident house-surgeons, 14 resident 
receiving-room officers, 8 resident emergency officers, 8 
clinical assistants to the medical out-patient department, 
and 16 clinical assistants to the surgical out-patient depart- 
ment, also paid and unpaid clinical assistants in the various 
special departments. In addition, there are numerous 
assistantships, clerkships, and dresserships in the depart- 
ments of medicine, surgery, gynaecology, and obstetrics. 


Scholarships and Prizes.—The following is a list of scholarships 
and Prizes :—At. Entrance: Price Scholarship in Science, £100. 


 Seholarships open to students of Oxford and Cambridge Univer- 


sities: (1) , Anatomy and Physiology; (2) £100, Pathology. 
Entranee Scholarship in Science, £80: 
Medical Education.’’ After Entrance: Buxton Prize in Anatomy 
and Physiology, £40; Letheby Prizes in Organic Chemistry and 
Chemical Pathology, £25; Prizes in Clinical Medicine, Surgery, 


- and .Obstetrics and Gynaecology, £20 each; Duckworth Nelson 
' Prize in Practical Medicine and Surgery, £10; Hutchinson Prize 


in Clinical Surgery, £60; Treves Prize in Clinical Sur, ery, £15; 
Sutton Prize in Pathol y, £20; K. E. D. Payne Research Scholar- 
ship in Pathology, ; Sir Andrew Clark Prize in Clinical 
Medicine and Pathology, £14; T. A. M. Ross (prox. acc.)* Prize 
in Clinical Medicine and_ Pathology, £10 10s.; Anderson Prizes 
in Elementary Clinical Medicine, £20; Dressers’ Prizes, £20: 
Practical Anatomy Prizes, £10; Arnold-Thompson Prize in Medical 


pso 
and Surgical Diseases of Children, £15; Liddle Prize, £120; Francis 


Farmer Scholarship in Dental £25; Harold Fink Prize 
in Dental Surgery, £8 8. The ‘“ London” Prizes in Dental 
Surgery and Pathology, £5 5s., and in Dental Prosthesis, £5 5s. 
Seven class examination prizes, each of the value of £3 3s., are 
offered for competition at the end of the courses of lectures in 
the dental curricula. Funds to the value of over £90,000 permit of 
financial assistance being given to students and graduates engaged 
in medical research. 

Fees.—Entrance fee, 20 or 15 guineas, according to examinations 
passed; annual fee, 40 guineas. 

Full information may be obtained from the Dean at the London 
Hospital Medical College, Mile End, E‘1. 


Tue Mrppiesex Hospirat. 
Tue school and hospital are in Mortimer Street, W.1, close 
to Oxford Circus, Goodge Street, and Great Portland 
Street stations. There are a gymnasium, common rooms, 
and restaurant within the hospital precincts, and an 
athletic ground within easy reach. The hospital contains 
over 450 beds, including a wing containing 92 beds for 
patients suffering from cancer. There are special wards 
for maternity and gynaecological cases, for mental cases, 
for cases of venereal disease, and for diseases of children 
and of the skin and eye. © 

The medical school, which includes the Bland-Sutton 
Institute of Pathology, the S. A. Courtauld Institute of 
Biochemistry, and the cancer research laboratories, is com- 
pletely equipped for teaching the entire medical curri- 
culum, including the pre-medical subjects, chemistry, 
physics, and biology. The Bland-Sutton Institute, under 
the charge of the Professor of Pathology, contins large 
pathological and public health laboratories, and smaller 
reoms for original investigation aswell as a pathological 
and anatomical museum. Baeteriological, chemical, and 
microscopical examinations of material from the wards, 
operating theatres,and out-patient departments are carried 


out in the laboratories, and senior students are eligible 
for clerkships in connexion with this work. Junior assis- 
tants in the pathological and bacteriological laboratories 
are elected annually from recently qualified students. 
Every facility is given for original research. The Bio-. 
chemical Institute is under the charge of the Professor of 
Biochemistry, and contains teaching and research labora- 
tories in addition to those devoted to the routine clinical 
work of the hospital. The cawaeer research laboratories 
offer unrivalled opportunities for the study of this disease, 
in both its clinical and pathological aspects. 
Appointments.—Twenty-two resident appointments are 
open annually for competition among students of the 
hospital. The officers reside and board in tlie residential 
college free of expense. Two casualty medical and two 
casualty surgical officers, and two resident officers to the 
special departments, are appointed annually. Eight house- 
surgeons are appointed every year at intervals of two 
months, after examination; six house-physicians are also 
appointed annually at similar intervals. An obstetric and 
gynaecological house-surgeon is appointed every six months, 
Nine registrars are appointed annually. In the out- 
patient departments the appointments are: clerk and 
dresser to the physicians and surgeons to out-patients; 
clerk in the departments for diseases of the skin and 
nervous diseases ; dressers to the department for diseases of 
women, to the ophthalmic surgeon, to the throat and ear 
department, and to the dental surgeon. Extern midwifery 
clerks and post-mortem clerks are also appointed. The 
appointments are so arranged that every student may, 
during his course, hold all the out-patient and in-patient 
clerkships and dresserships. Students must have held an 
out-patient clerkship and dressership before holding in- 
patfent clerkships or dresserships. Non-resident qualified 
clinical assistants are appointed in the medical, surgical, 
skin, neurological, ophthalmic, throat and ear, odonto- 
logical, children’s, and _ electro-therapeutic out-patient 
departments. 
Scholarships—There are two Entrance Scholarships, value £100 
each. Two annual Entrance —_e of the value of £90 
and £60 respectively, are open to students of the universities 
of Oxford and Cambridge who have completed the curriculum for, 
or passed the examinations in, anatomy and physiology. Students 
oining the school in the previous April are eligible. The Freer 
ucas Scholarship is annually awarded on the nomination of the 
headmaster to a pupil of Epsom College who has passed _the first 
examination for medical degrees (Preliminary Scientific Examina- 
tion). There is also a scholarship, value £50, awarded annually to 
students from New Zealand. In addition to the Entrance Scholar- 
ships, there are numerous other valuable scholarships, prizes, and 
exhibitions open to students of the ~ > including the Brodrip 
Scholarships, value £60 and £40; Lyell Gold Medal and Scholar- 
ship, value £55 5s.; Freeman —— value £30; John Murray 
Gold Medal and Scholarship, value ; Hetley Clinical Prize, 
value £25; Leopold Hudson Prive, value 11 guineas; and the 
Second Year’s Exhibition, value 10 guineas. _ 
The rebuilding of the hospital is being carried out without the 
loss of a single , or any disorganization of its clinics. ; 
Fees.—(a) Pre-medical students: For one year or less, £21, 
{?) Students who have completed the Preliminary Science course : 
ntrance fee, 25 guineas, payable on ag ey | the medical school; 
five annual fees of £45, The annual fee for further attendance at 
the medical school, if a registrable qualification has not. been 
obtained, is £23. (c) Oxford and Cambridge and other students 
who have completed the Intermediate course: entrance fee, 15 
uineas; three annual fees of £45; further annual fees as above. 
hese fees are inclusive and cover the cost of instruction in 
vaccination, fevers, etc., and also the subscription to the amalga- 
mated clubs and hospital journal. 
Further information may be obtained from the Dean or the 
School Secretary, 


Sr. Bartnotomew’s Hosprrat. 
Turis institution fills one side of Smithfield and Giltspur 
Street, covering the greater part of a large island of 
ground separated practically from all other buildings; it 
is on the edge of the City, and easily reached from all 
parts of London. The hospital contains 757 beds. Exten- 
sive buildings, opened in July, 1907, occupy part of the 
ground acquired from the old Bluecoat School, and these 
materially enhance the attractions of the hospital as a place 
of medical study. The medical school buildings, including 
the library, the museum, and the chemical, biological, and 
anatomical departments, have now at their side a very 
large building, which includes club rooms for the Students’ 
Union, a writing room, luncheon and dining halls, new 
quarters for the resident staff, and an out-patient depart- 
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_ and in special departments. 


ment and accommodation for special departments of such 


‘large size as to be unsurpassed by any hospital in the 


kingdom. During the year 1909 a second block of new 


‘buildings was completed. These form the pathological 
‘department, and include, in addition to an extensive post- 
‘mortem room, large and well-equipped laboratories for 


clinical pathology, pathological histology, bacteriology, and 
chemical pathology, altogether forming the most complete 
eee poe department in the country. A further large 


block in Giltspur Street was acquired in 1923, and has been 


equipped by the construction of new lecture theatres and 
extensive laboratories for physics, ehemical physiology, 
experimental physiology, histology, and pharmacology. 
A new block of surgical wards and operation theatres is 
in course of construction. The Students’ Union owns 
grounds of some ten acres in extent for recreative purposes 
at Winchmore Hill, which is easily accessible from the 
hospital. 

Special classes are held for students preparing for the 
Preliminary Scientific and other examinations, for the 
M.B., M.D. of the Universities of Oxford, Cambridge, and 
London, and for the higher surgieal degrees at the same 
universities, including the M.Ch.Oxon., M.Chir.Cantab., 


_M.S8.Lond., and F.R.C.S.Eng. 


‘Clinical Units.—Special clinical units have been estab- 
lished in medicine and surgery, each under the charge of 
a professor and director, who devotes the whole of his time 
to the purpose of hospital practice, teaching, and research. 


‘In each unit there are an assistant director and four 
- assistants, for whom special laboratory accommodation has 


been provided by a gift from the Sir William Dunn 
Trustees. The appointments of clerks and dressers are 
open to all students in these departments, and arrange- 
ments are made for all students to study in these units 
during a part of their clinical course. 

Appointments.—Clinical clerks to the physicians and to 
the physician-accoucheur, and dressers to the surgeons and 
in the casualty department, are chosen from the students; 
clerks and dressers are also selected from the students to 
attend in the out-patient rooms, in the special depart- 
ments (ophthalmic, orthopaedic, gynaecological, children’s, 
laryngological, aural, dermatological, venereal, electrical, 
and dental), and in the post-mortem room. Chief assis- 
tants and clinical assistants are selected from qualified men 
appointed yearly to help in the general medical, surgical, 
Ten house-physicians and 
ten house-surgeons are appointed annually. During their 
first six months of office they act as ‘‘ junior’’ house- 
physicians and house-surgeons, and receive a salary of £80 
a year. During their second six months they become 
“senior”? house-physicians and house-surgeons, and are 
provided with rooms by the hospital authorities, and receive 
a salary of £80 a year. A resident midwifery assistant, 
an ophthalmic house-surgeon, a house-surgeon to the skin 
and venereal department, and a house-surgeon for diseases 
of the throat, nose, and ear are appointed every six months, 
and are provided with rooms and receive a salary of £80 
a year. Three resident administrators of anaesthetics are 
appointed—the senior for one year at a salary of £150, and 
two yen for six months with a salary at the rate 
of £80 per annum—and all are provided with board and 
rooms. An extern midwifery assistant is appointed every 
three months, and receives a salary of £80 a year. 


Scholarships.—Four Entrance Scholarships are annually awarded 
after examinations held in September. The subjects of examina- 
tion and conditions of eligibility for these scholarships are: (1) One 
scholarship, value , In not fewer than two and not more 
than three of the following subjects: chemistry, physics, botany, 
zoolog hysiology, pathol and anatomy, limited to students 


P 
under’ 25 years of age who have not entered on the medical or 


surgical practice of any London medical school. (2) One scholar- 
ship, value £100, in not fewer than three of the following subjects : 
chemistry, physics, botany, zoology, and physiology, limited to 
students under 21 years of age who have not entered on the 
medical or surgical practice of any London medical school. (3) An 
entrance scholarship in arts, of the value of £100, in mathematics; 
Latin or Greek, or French or German; a second language or 
chemistry or physics. (4) The Jeffreson Exhibition in the same 
subjects as No. f the value of £50. Candidates for Nos. 3 
and 4 must be under 19 years of age. The total value of the 
scholarships and prizes is over £1,200 annually. 

Further information avd a handbook can be obtained on applica- 
of the Medical College, St. Bartholomew’s 


Sr. Greorce’s Hosprrar. 

Tarts school is at Hyde Park Corner, and is carried on in 
connexion with St, George’s Hospital, an institution having 
a service of 436 beds, of which 100 are at the convalescent 
hospital at Wimbledon. It provides for the instruction of 
its students in the preliminary and intermediate subjects 
of the curriculum at the teaching centre of London 
University established at King’s College. The school at 
Hyde Park Corner is devoted entirely to the teaching of 
clinical subjects, great attention being paid by the members 
of the staff to individual teaching. A number of special 
courses are given, in which the requirements of university 
and all other examinations receive careful attention. 

The St. George’s Hespital Club consists of an amalgama- 
tion club, with smoking and luncheon rooms on the hospital 
premises, and other students’ clubs, with an athletic ground 
at Wimbledon. Students have the advantage of a well-filled 
library of medical and scientific books. A register of 
accredited apartments and a list of medical men and others 
willing to receive St. George’s men as boarders may be 
seen on application to the Dean. 

Appointments.—Two house-physicians, two house-sur- 
geons, and two casualty officers are appointed every two 
months. The house officers reside and board in the hospital 
free of expense. The casualty officers are non-resident, and 
receive salaries at the rate of £100 per annum. After the 
student has held a house appointment, the following are, 
among others, open to him: assistant resident physician 
at £350 per annum; assistant resident surgeon at £350 
per annum; medical officer to the Atkinson Morley Con- 
valescent Hospital at £300 per annum; medical registrar- 
ship at £200 per annum; surgical registrarship at £200 per 
annum; medical officer to the biochemical department at 
£100 per annum; assistant curatorship of the museum, 
£100 per annum; obstetric assistantship, resident, at £50 
per annum; the post of resident anaesthetist at £100 per 
annum; the posts (three) of junior anaesthetist, each at 
£30 per annum. 

Scholarships.—The following Entrance Scholarships and Exhibi- 
tions in anatomy and physiology and in general pathology are 
awarded in July to candidates who have act the second 
M.B.London or corresponding examination; Senior William Brown 
Exhibition of the value of £120; Senior Scholarship of the value of 
$0 guineas; Junior William Brown Exhibition of the value of 
£80; Junior Scholarship of the value of £70; Devitt-Pendlebury 
Scholarship of the value of £50; and Exhibitions, each of the 
value of £40 and up to six in number. Other prizes to the value 
of £200 are awarded annually to the students of the hospital. 

Fees.—First_ year (First M.B. or pre-medical course), £36 15s. ; 
second and third years, £42 each. For the course of clinical 
study, in the fourth and subsequent years, entrance fee, £10 10s.; 
annual composition fee, . No entrance fee is payable by 
St. George’s students who have studied at King’s College. 


Further information may be obtained from the Dean of the . 


Medical School. 


St. Mary’s Hospirat. 

Tuts hospital and medical school are situated close to 
Paddington Station (G.W.R.), having on one side a poor 
district of ,000 persons, and on the other side the resi- 
dential district of Kensington and Bayswater. The hospital 
contains 348 beds, and extensions recently completed have 
provided two new operating theatres. By a scheme of 
affiliation, for teaching purposes, of several neighbouring 
hospitals, the teaching facilities extend over 1,000 beds. 
By arrangement with the Lock Hospital, students take 
the courses of instruction in venereal diseases there. The 
athletic ground (ten acres) is situated at Wembley, and 
can be reached in twenty minutes by a constant service of 
trains. 

Clinical Facilities —Clinical units in medicine and sur- 
gery were established in 1920, and have now been formally 
recognized by the University Grants Committee, St. Mary’s 
being one of the six medical schools in London which 
enjoy this privilege. In addition to the lying-in beds at 
St. Mary’s, every student attends a short course at Queen 
Charlotte’s Maternity Hospital (which is situated near to 
St. Mary’s) before holding a post on the maternity district 
of the hospital. é 

Institute of Pathology and Research.—Students specially 
interested in pathology and bacteriology have singular 
advantages at St. Mary’s. The Institute comprises seven 
special departments, the whole being under the personal 
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direetion of Sir Almroth Wright, F.R.S. Research scholar- 
ships of £200 each are awarded annually to students 
working in the departments of the Institute; and research 
beds are provided. Clerkships in pathology and bacterio- 
logy and chemical pathology, lasting for a period of three 
months, are open to students of the fifth year, and enable 
them to carry out the pathological and _ bacteriological 
investigations of the wards, and learn the necessary 
technique under supervision. Seventy-two of these posts 
are available annually. Numerous appointments are open 
to newly qualified members of the medical school, including 
ten salaried posts, with salaries varying from £200 to. £750 
per annum. 

Complete Curriculum.—The medical school provides com- 
plete courses of instruction, and students can join at once 
on passing a Preliminary Examination in Arts. Terms 
begin in October, January, and April. 

Entrance Scholarships.—Two Entrance Scholarships of £210 each 
and one of £26 5s. are awarded annually in July by nomination on 
the lines of the Rhodes Scholarships. The Geraldine Harmsworth 
Scholarship (£200) and one or more University Scholarships of 

are awarded annually in July. 

viper op fees for entire curriculum (6 years), £200 in 
one sum, or £210 by five annual instalments. Composition fee for 
clinical curriculum (3 years), 90 guineas in one sum, or 95 guineas 
by two annual instalments. As an alternative, students may pay 
an annual fee of 40 guineas, with an entrance fee of 10 guineas. 


Sr. THomas’s Hosprrtat. 
Tuts school and hospital are situated in Lambeth, on the 
south bank of the Thames, facing the Houses of Parliament, 
and form one of the well-known architectural features of 
London. 

The school buildings, which are separated from the 
hospital by a quadrangle, comprise lecture theatres, labora- 
tories, and classrooms well adapted for the modern teaching 
of large bodies of students in the subjects of the medical 
curriculum. A splendid library and reading room and a 
complete museum are open to all students from 9 a.m. to 
5 p-m., on Saturdays to 1 p.m. St. Thomas’s House, the 
new Students’ Club recently opened, comprises spacious 
dining and club rooms, etc., and provides accommodation 
for some sixty resident students. The terrace affords 
facilities for exercise and recreation. The sports ground, 
more than nine acres in extent, is at Chiswick. It can 
be reached in forty minutes from the hospital; it is admir- 
ably adapted for football, cricket, lawn tennis, and athletic 
sports. 

The hospital proper contains 644 beds. In addition to the 
ordinary provisions of a great hospita! there are connected 


‘with the out-patient department physicians’ and surgeons’ 


rooms provided with ample sitting accommodation, so that 
students are enabled to follow closely the practice and 
teaching of the out-patient staff. There is a full comple- 
ment of special departments, and connected with the 
hospital a special tuberculosis department gives opportunity 
for instruction of students. There is a clinical theatre, 
centrally situated, so as to facilitate the illustration of 
lectures by patients from the wards and out-patient room; 
it is arranged also for lantern demonstrations. A clinical 
unit in medicine has been established. The maternity 
ward, containing 21 beds, gives students full facilities for 
maternity training, under supervision, within the precincts 
of the hospital. This obviates any necessity for supple- 
mentary instruction elsewhere, and fully prepares the 
student for the extern maternity practice of the hospital 
district. The revised regulations of the examining bodies 
can thus be fully complied with. 

A ppointments.—All hospital appointments are open to 
students without charge. A resident assistant physician, a 
resident assistant surgeon, and a resident anaesthetist are 
appointed annually at a salary of £200 each per annum. 
Two hospital registrars, medical and surgical, at an annual 
salary of £250 each, are appointed yearly. The tenure of 
these offices may be renewed for a term not exceeding two 
years. A pathological registrar to the department of 
obstetrics and gynaecology (at an annual salary of £250), 
an ophthalmic registrar (at an annual salary of £50), and 
an orthopaedic registrar (unpaid) are appointed yearly. 
Ten resident casualty officers and anaesthetists (including 
two senior) are appointed every six months. Seven house- 
physicians (including two obstetric house-physicians and 


study of dental subjects. 


one house-physician to the department of diseases of 
children) and nine  house-surgeons (including two 
ophthalmic house-surgeons, one orthopaedic house-surgeon, 
and two house-surgeons to the ear, nose, and throat depart- 
ment) are appointed every six months. Thirty-six or more 
clinical assistants in the special departments are appointed 
every three months, and hold office for six months if 
recommended for re-election. Clinical clerkships and 
dresserships to the in-patient and out-patient departments 
are available to the number of 400 each year. 

Scholarships.—There are five Entrance Scholarships : two in arts, 
giving one year’s free tuition; one of £150 and one of £60, in 
chemistry, physics, and biology, for students who have not 
received instruction in anatomy or physiology; one of £100 in any 
two of the following subjects: anatomy, physiology, chemistry, or 
pathology, for students who have completed their examinations in 
anatomy and physiology for a medical degree in any of the 
universities of the United Kingdom or the Colonies, and have not 
entered as clinical students in any London medical school. The 
money value and subjects of examination of the remainder are 
as follows: (a) William Tite Scholarship for second-year students, 
£25; (b) and (c) Musgrove Scholarship or (alternately) Peacock 
Scholarship, each for third-year students and tenable for two 
years, each; (d) Mead Medal, Medicine, Pathology, and 
Hygiene; (e) Wainwright Prize, Medicine; (f) Toller Prize, 
Medicine ; (7) Cheselden Medal, Surgery and Anatomy; (/) Clutton 
Memorial Medal in Clinical Surgery, biennial; (i) Beaney -Scholar- 
ship, £50 ew, Surgery and Surgical Pathology; (j) Solly 
Medal and Prize, biennially, Reports of Cases; (k) Sutton Sams 
Prize, biennially, Reports of Cases; (/) Bristowe Medal, Pathology 
and Morbid Anatomy; (m) Hadden Prize, Pathology and Morbid 
Anatomy; (n) Grainger Testimonial Prize, £31 10s., Anatomy and 
Physiology; (0) Louis Jenner Research Scholarship, tenable for 
two years, £60 annually, Pathology; (~) School Council Research 
Scholarship, £250 per annum; (g) John and Temple Research 
ee value £450 per annum (children). 

Fees.—The annual fees are: For each year of study, £50. These 
fees cover all tutorial classes, but do not include instruction in 
infectious fevers, pharmacy, and vaccination. A limited number 
of qualified practitioners are Been to attend the hospital 
eee on terms which may ascertained from the Medical 

retary. 

ieesial courses of instruction are given for various examinations, 
and a register of lodgings is kept at the school. Further informa- 
tion may be obtained from the Medical Secretary of the School, 
St. Thomas’s Hospital, Albert Embankment, 8.E.1. 


University Hosprtat. 

Tue school, which forms part of the corporation of 
University College Hospital, is in immediate proximity to 
the hospital in University Street, and opposite University 
College. It comprises departments of medicine, surgery, 
midwifery and gynaecology, pathology including morbid 
anatomy, chemical pathology, biochemistry and _ bacterio- 
logy, cardiography, forensic medicine, mental physiology 
and mental diseases, dental surgery, practical pharmacy, 
and other departments for the study of special diseases, 
such as those of the eye, skin, ear and throat, venereal 
diseases, and for instruction in anaesthetics, electro-thera- 
peutics, and skiagraphy. The hospital and school have 
acquired the National Dental Hospital and College as their 
dental departments, thus providing every facility for the 
The Royal Ear Hospital has also 
been amalgamated as the Ear, Nose, and Throat Depart- 
ment, and a new hospital for in- and out-patients, close to 
University College Hospital, is completed. 

The school thus provides the final course of study for the 
degrees of the Universities of Oxford, Cambridge, London, 
Durham, and other British universities, and for the 
diplomas of the Royal Colleges of Physicians and Surgeons 
in Medicine and in Dental Surgery, and the Licence of the 
Society of Apothecaries. Special bacteriological classes are 
also held in preparation for the various diplomas in 
public health. Each department is also equipped for more 
advanced work, and provides facilities for research. 

Clinical units in medicine, surgery, and obstetric medi- 
cine are now in operation. The whole-time directors of the 
units are concerned with the organization of the teaching 
generally, but the honorary staff is responsible for the 
largest share of the teaching in the wards and out-patient 
department of the hospital. 

The new buildings of the obstetric hospital of 74 beds 
(rendered possible by the Rockefeller benefaction), the new 
Residents’ House (with accommodation for 33 residents and 
students), the extension of the Nurses’ Home, and the new 
research laboratories for the Medical School, are now 
finished and in full occupation, 
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Appointments.—The qualified appointments, in addition 
to a number of posts as house-physicians and house-surgeons 
and obstetric assistants, include the appointments cf 
resident medical officer, medical registrars, surgical regis- 
trar, obstetric registrar, Harker Smith radium registrar, 
ophthalmic registrar, casualty medical officers, casualty 
surgical officers, assistants in ear, nose and throat, skin 
and venereal diseases departments, and house anaesthetists. 


Scholarships.—The following scholarships and prizes are open to 

competition: Two Entrance Exhibitions of 112 guineas each, 
awarded after a competitive examination in any two of the 
following subjects: Anatomy, Physiology, or General Pathology; 
Radcliffe Crocker Travelling Scholarship in dermatology for one 
year, value about £280; the Graham Scholarship in Langage 
of a sum not exceeding £400 per annum; Leslie Pearce Gould 
Research Scholarship in surgery for one year, value about £200; 
the Atkinson Morley Scholarship of £45 a year for three years, 
awarded after examination in the theory poe practice of surgery ; 
the Atchison Scholarship of £55 a year for two years for general 
proficiency in medical studies; the Magrath Clinical Scho y * 
value about £150; the Filliter Exhibition in pathology of 
the Percival Alleyn Prize for the advancement of surgery b 
research, value about £75; the Graham Gold Medal for researc 
work; four Fellows Medals in clinical medicine; Liston Medals in 
clinical surgery; the Bruce Medal in pathology and surgery; two 
Tuke Medals in pathology; and the Erichsen Prize for practical 
surgery. 
_ Fees.—The fee for the full course of final studies at the school 
is 112 guineas if paid in one sum, or 115 guineas if paid in two 
instalments. Fees for vaccination, fevers, and pharmacy not 
included. 

Particulars of general and special courses can be obtained on 
omen to the Dean of the Medical School, University College 

ospital, University Street, W.C.1. 


Westminster Hospirat. 

Tuts school, with its hospital, situate in Broad Sanctuary, 
opposite Westminster Abbey, provides for the education of 
its students in the preliminary and intermediate subjects 
of the University of London at King’s College. The rest 
of the work is done in the school buildings near the 
The number of in-patients averages 3,500 and out- 
patients upwards of 30,000 annually, and the hospital and 
school afford ample facilities for instruction in all branches 
of medicine and surgery. 

Appointments.—A medical and surgical registrar are 
appointed annually, each with a salary of £150, and an 
obstetric registrar with a salary of £50. A senior resident 
and casualty officer, salary £104 per annum and board, 


* appointed for six months, may be extended for a further 


period of six months. Three house-physicians, three house- 
surgeons, three assistant house-physicians, three assistant 
house-surgeons, and a resident obstetric assistant are 
appointed after examination, and are provided with rooms, 
commons, and salary of £52 per annum, except the 
assistant house-physicians and the assistant house-surgeons, 
who are provided with commons only. The assistant 
house-physicians, after three months’ service, become house- 
physicians for a further period of six months, and the 
assistant house-surgeons, after three months’ service, 
become house-surgeons for a further period of six months. 
Two house-anaesthetists are, appointed for three months, 
non-resident, salary £50 per annum. Clinical assistants 
to the assistant physicians and assistant surgeons, and to 
the officers in charge of special departments, are appointed 
from among the qualified students. Every student must 
perform the duties of out-patient dresser for three months, 
and afterwards hold the office of in-patient dresser for three 
months. He is also required to serve two terms of three 
months each as medical clinical clerk to the in-patient 
physician and one term as gynaecological clinical clerk. 
Two pathological clerks are appointed every three months 
to assist in the post-mortem room. No student is eligible 
as an in-patient dresser or clinical clerk until he has 
passed the Second Examination of the Conjoint Board, or 
an equivalent examination. Clerks and dressers in the 
special departments of hospital practice are periodically 
appointed. So far as vacancies permit, students of other 
hospitals are admitted to in-patients’ dresserships or 
clerkships. 

The governors of the hospital have now completed the 
extensive improvements and alterations to the hospital, 
which render it a still more efficient teaching institution, 
with an increased number of beds. 


The athletic ground is situated at Tooting, and can be 
reached in twenty minutes from the hespital. ; 


Scholarships.—The following open scholarships are offered for 
———— during the year 1928-29: In the winter session two 
scholarships in anatomy and physiology, £75 each. In the spring 
two scholarships in anatomy and physiology, £75 each. A certain 
number of scholarships have been allotted to universities of 
England, Wales, and the Colonies, and to public schools. These 
scholarships are awarded entirely on the nomination of the 
Principal of the university or school. 

Fces.—The annual composition fee is £40. An entrance fee of 
— is payable by all students—namely, primary and _inter- 

iate students, £10 10s.; students entering for the final subjects, 
8s. These fees include subscriptions for membership of the 
Clubs Union. : 

Enrther information and a prospectus can be obtained on y xe 
tion to the Dean at the Westminster Hospital, Westminster, 8.W.1. 
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Lonpon (Royat Free Hospirar) or MEDICINE 
FoR WOMEN. 
Tue school is situated at 8, Hunter Street, Brunswick 
Square, W.C.1, close to the Royal Free Hospital. It is, 
like all the other London schools which have so far been 
mentioned, one of the constituent schools of London 
University. The laboratories are extensive and well lighted, 
and are fully equipped for the examination courses of | 
the University of* London and the Royal Colleges of 
Physicians and Surgeons. Research laboratories are 
attached to all departments. <A large, well-equipped 
library, common room, Union room, and refectory are 
provided for the use of students. Resident accommodation 
for 78 students is provided in students’ chambers attached 
to the school. 

The Royal Free Hospital, Gray’s Inn Road, W.C.1, has 
268 beds, all of which are available for clinical instruction. 
A new block contains the obstetrical and gynaecological 
unit, which controls 68 beds. A large maternity district 
is served from the unit with a separate maternity hostel 
in the Essex Road, Islington. There are separate depart- 
ment for diseases of the eye, ear, and skin, children and 
infant welfare, venereal diseases, orthopaedic surgery, 
massage, light, electrical and z-ray work, dentistry, and 
casualty. The instruction given covers the full eurriculum 
for the M.B., B.S. degrees of the University of London, 
including first medical courses. Students attend the prac- 
tice ef one of the fever hospitals of the Metropolitan 
Asylums Board and receive special instruction in lunacy 
at Bethlem Hospital; they are also admitted to the practice 
of a number of special hospitals, and hold clerkships and 
dresserships at the Elizabeth Garrett Anderson Hospital, 
the Cancer Hospital, the National Hospital for Nervous 
Diseases, the South London Hospital, and the Royal 
Ophthalmic Hospital. The work of the school includes 
preparation for the Primary Fellowship examination, and 
also for the Medical School and general hospital course 
for dental students. 

Appointments.—Qualified students of the school can 
obtain appointments as house-physicians and _house- 
surgeons, obstetric assistants, surgical, gynaecological, and 
medical registrars, assistant pathologists, assistant anaes- 
thetists, medical electrician, skiagrapher, and clinical 
assistants and demonstrators in various subjects. 

Scholarships.—The Isabel Thorne Entrance Scholarship, value 
£30, the St. Dunstan’s Medical Exhibition, value £60 a year for 
three years, which may be extended to five years, the Alfred 
Langton Scholarship of £50 a year for two years, the Flora 
Murray Bursary of £50, and the Mabel Sharman-Crawford 
Scholarship, value £20 a year for four years, are offered for 
competition in each year. The Sir Owen Roberts Memorial 
Scholarship of the value of £75 a year for four years, the Mrs. 
George M. Smith Scholarship of the value of £50 a year for three 
ears, which may be extended to five years, the Dr. Margaret 

odd Scholarship of the value of £37 10s. a year for four years, 
and the Sarah Holborn Scholarship of the value of £20 a year 
for three years, which may _ be extended to five years, are 
awarded in alternate years. The School Jubilee Bursary of £50 
a year for three years is offered every third year. The Bostock 
Scholarship, value £90 a year for two or four years, is awarded 
by the Reid Trustees on the result of an examination held in 
Sey by the University of London every fourth year. The holder 
of the scholarship must enter the London School of Medicine for 
Women. The Lieutenant Edmund Lewis and Lieutenant Alan 
Lewis Memorial Scholarship, of the value of £25 a year for four 
years, is awarded every fourth year. The John Byron Bursary of 
£20 a year for two-years, the Julia Ann Hornblower Cock Prize 
of £60, the Helen Prideanx Prize of £60, the Mabel Webb 
Research Scholarship of £30 for two years, the Fanny Butler 
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Scholarship of £16 a year for four years, together with many 
other scholarships and prizes, are offered on mney conditions. 
The Dr. Edith Pechey-Phipson Post-Graduate Scholarship of 


£100 is awarded amnually. Altogether the school offers annually - 


£1,350 in scholarships. Various missionary societies also offer 
scholarships on certain conditions, and assist women who wish to 
go to India and other countries as medical missionaries. 

Fees.—Courses for the University of London degrees and_ the 
diplomas of the Conjoint Board in England, and other qualifica- 
tions: £240, —— in five instalments. These sums include 
library and laboratory fees. i 

The Students’ Union exists to promote corporate action of the 
students on matters of common interest, to promote and maintain 
athletic and other clubs, and to issue a school magazine. All 
students are required to become members of the Union. The 
students’ sports ground, which consists of a freehold property of 
seven and a half acres, is situated at Sudbury. 

Further information can be obtained from the Warden and 


Secretary. 


Kine’s 

In the Faculty of Medical Science instruction is given in 
the preliminary and intermediate subjects of the first and 
second examinations leading to the degree of M.B., B.S. of 
the University of London, of the corresponding examina- 
tions of other universities, and of the Conjoint Examining 
Board of the Royal Colleges of Physicians and Surgeons, 
including the primary examination for the F.R.C.S.Eng. 
The courses are open to women students on the same terms 
as to meit. 

Regular students who have completed their preliminary 
and intermediate examinations proceed to a hospital to 

ursue their studies for the final examinations. The 

ospitals associated with King’s College are: King’s 

College Hospital, Denmark Hill, S.E.5; Westminster 
Hospital, S.W.1; St. George’s Hospital, Hyde Park Corner, 
8.W.1; and Charing Cross Hospital, Strand, W.C.2. 

A course for the degree of the University of London and 
for the Diploma of the Royal College of Surgeons in dental 
surgery in conjunction with King’s College Hospital 
Medical School has been arranged. 

Scholarships—The entrance scholarships are: (1) Two Warne- 
ford Scholarships, each £30 for four years; subjects—selected from 
mathematics, classics, divinity, and science. (2) One Sambrook 
Scholarship of £30 for three years; subjects of examination selected 
from mathematics, classics, and science. The holders of the 
preceding awards must proceed to King’s College Hospital. 
Sey. £100, paid in five annual instalments. (4) Rabbeth 

olarships, value £30 and £15, in July, for the best student of 
the: first year. (5) Second year’s scholarship, value £20, for the 
best student of the second year. (6) Daniell Scholarship, £40, 
awarded on the results of the University Honours Examinatian. 
(7) The Layton and Berridge Studentships, each £150 per annum, 
and (8) numerous prizes. 
as to | scholarships can be 
obtained from the Dean of the Facult Medi i ing’ 
College, Strand, W.C.2. 


— 


University 
Tus institution, one of the principal component parts of 
the University of London, possesses a Faculty of Medical 
Sciences whose work covers all the subjects included in 
the group commonly known as the preliminary medical 
sciences—namely, physics, chemistry, botany, and zoology; 
and also the intermediate medical sciences—namely, 
anatomy, physiology, and pharmacology. The new anatomy 
building, provided by the munificent gift of the Rockefeller 
Foundation of New York, was opened on May 3ist, 1923, 
by His Majesty the King. This building forms part of 
the block which includes physiology and pharmacology. The 
department of hygiene and public health prepares for the 
diplomas in public health of the Royal Colleges and of the 
various universities. Research work is undertaken in all 
the above-named departments. The College undertakes the 
education of students in all the subjects mentioned, leaving 
them free to complete their education in the strictly pro- 
fessional subjects—medicine, surgery, and the like—at any 
one of the recognized schools of advanced medical studies. 
The work is somewhat differently arranged, according to 
whether the student has in view the degrees of the Uni- 
versity of London or the diplomas of the Royal Colleges. 
In either case the whole work to be done is divided into 
courses devised to meet the requirements of different 
examinations, and students can join the College for any of 
them. Women students are admitted to all courses on the 
same terms as men. The general arrangements -for the 
benefit of students include membership of the Union Society 


or the Women’s Union Society with the College gymnasium 
and the athletic grounds. There is also a collegiate resi- 
dence for about fifty-five men students at Ealing, and for 
about seventy women students at Byng Place, Gordon 


Square. 


Scholarships.—The scholarships and exhibitions obtainable in- 


_ clude the Bucknill Scholarship, value 160 guineas, in chemistry, 


hysics, botany, and zoology (the successful student must comple 

s work at University Gullegs Hospital Medical School), two 
entrance exhibitions -in the same subjects, each of the value. of 
55 guineas, and a Faculty of Medical Sciences Entrance Scholarship, 
value £30 a year, for three years. 

Fces.—The fees for the courses covering tue work of the First 
Examination for medical degrees of the University of London, and 
in both parts of the Second Examination, amount to 115 guineas. 
The fees for the courses covering the corresponding examinations 
held by the Conjoint Board in England also amount to 115 guineas. 
These fees may be divided into payments for the different courses 
which it may be desired to take out, but do not cover tuition for 
more than a stated period. 

A handbook specially relating to this faculty may be obtained 
on application to the Secretary of University College, Gower 
Street, London, W.C.1. 


THE PROVINCES. 
THERE are in England and Wales, not counting London, 
ten medical schools, each supplying instruction in the full 
medical curriculum. Accounts of them here follow. In 
several cases information is appended about hospitals other 
than those directly connected with the school in question ; 
such hospitals, officially and unofficially, play a part in the 
education which the students of the school receive, and in 
any case serve as places of additional or post-graduate study. 


OxrorD AND CAMBRIDGE, 

At both Oxford and Cambridge there are medical schools 
which furnish unsurpassed opportunities for obtaining a 
good knowledge of the preliminary sciences and of anatomy, 
physiology, and pathology. The laboratories are excellently 
furnished, and the teaching staffs most distinguished. Both 
schools provide a full medical curriculum, and there is no 
essential reason why the student should not complete his 
career at either of them; but this is not commonly done, 
and is never in the ordinary way advised by the university 
medical authorities. The local hospitals—the Radcliffe 
Infirmary at Oxford, and Addenbrooke’s Hospital at 
Cambridge—though well equipped, are comparatively small. 
Students are therefore encouraged, as soon as they have 
completed the earlier examinations and taken a degree in 
arts, to join one of the London medical schools, and thus 
spend the time of their preparation for the final examina- 
tions in a city where the opportunities for gaining clinical 
knowledge are greater and more varied. A considerable 
proportion of Oxford and Cambridge medical students take 
the London Conjoint diplomas before graduating in 
medicine and surgery at their own university. The expe- 
rience gained by holding resident hospital appointments 
is naturally of much advantage when sitting for the Final 
M.B. examination and when engaged in composing a thesis. 


BIRMINGHAM, 

Tue school in this city is carried on by the Medical Faculty 
of the University of Birmingham, its students having an 
adequate number of good laboratories, classrooms, and other 
necessaries devoted to their use by the university. The 
clinical work is done at the General and Queen’s Hospitals, 
which are amalgamated for the purpose. Together they 
have upwards of 600 beds for medical, surgical, and special 
cases, with an array of special departments of all kinds, 
including one for lying-in women. Clinical instruction 
is given in the wards and out-patient and special de- 
partments daily, and formal clinical lectures are delivered 
weekly throughout the winter and summer sessions. 
Special tutorial classes are also held alike for the degrees 
of Birmingham and some other universities and for the 
diplomas of corporations. 

Appointments.—The large number of appointments open 
to past or other students includes the following:—At the 
General Hospital: surgical registrar, £200 a year; one 
resident medical officer, salary £155 a year; one resident 
surgical officer, salary £180 a year; one assistant resident 
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surgical officer, salary £100 a year; one resident patho- 
logist, salary £70 a year; two visiting anaesthetists, salary 
£50 a year; one resident anaesthetist, salary £70 a year; 
four house-surgeons, office tenable for nine months,’ £70 
a year; one house-surgeon to the gynaecological and one 
to the special departments, each tenable for six months, 
£70 a year; four house-physicians, post tenable for six 
months, £70 a year. At the Queen’s Hospital: one 
medical registrar and one surgical registrar, non-resident, 
tenable for three years, renewable, salary £100 per annum; 
three house-physicians, three house-surgeons, and one 
obstetric and ophthalmic house-surgeon, tenable for six 
months, salary £70 per annum, with board, lodging, and 
washing; one casualty house-surgeon, tenable for three 
months, salary £70 per annum, with board, lodging, and 
washing. At the Maternity Hospital: three house-surgeons, 
salary £50 a year. At the City Workhouse and Workhouse 
Infirmary: five resident medical officers. At the Birming- 
ham General and Branch Dispensaries: twelve resident 
surgeons. At the Birmingham Mental Hospitals: five 
assistant medical officers. At the City Fever Hospitals: 
three assistant medical officers. At the Children’s Hospital : 
one resident surgical officer, one resident medical officer. At 
the Birmingham and Midland Eye Hospital: four resident 
surgeons. At the Orthopaedic and Spinal Hospital: two 
clinical assistants (non-resident). At the Ear and Throat 
Hospital: one house-surgeon, £70 a year; four clinical 
assistants (non-resident), Four non-resident Poor Law 
appointments are in the gift of the Board of Guardians. 


Scholarships.—There are numerous money and other awards for 
students of sufficient merit, among them — the following : The 
Walter Myers Travelling Studentship of , Offered each alter- 
nate year for research work and tenable abroad; the Sands- 
Cox Scholarship of £42 (an entrance scholarship in the Faculty of 
Medicine, awarded on Higher School Certificate Examination of ‘the 
Joint Matriculation Board (July)); four _— Scholarships of 
£10 10s. each, awarded annually at the first (Part II), second, 
third, and final. university examinations respectively; ene or more 
Sydenham Scholarships, allotted on entrance to students who are 
the sons of deceased medical men; the Ingleby Scholarships (two) 
of £10 for proficiency in midwifery and diseases of women; the 
Arthur Foxwell Memorial Gold Medal (Clinical Medicine); the 
Sampson Gamgee Memorial Medal for Surgery (Final M.B.); and 
the Peter Thompson Prize in Anatomy (value about £6) for 
students in their second university year. There is also a scholar- 
ship of £37 10s. for students proceeding to a degree in dental 
surgery. University Clinical Board Prizes are awarded annually 
as oo le Senior Medical Prize, Gold Medal; Senior Surgical 
Prize, Gold Medal; Midwifery Prize, Gold Medal; Junior Medical 
Prize, Silver Medal; Junior Surgical Prize, Silver Medal. 

Fees.—The composition fee for university classes is £106. 5s. 
This covers all the work required for the degrees of Birmingham 
and some other universities, and for the ordinary qualifications of 
licensing corporations, but not the additional courses required for 
the Fellowship of the Royal College of Surgeons of England, the 
diploma and degrees of the university in State medicine, and some 
other special work. The total cost for the five years’ curriculum, 
including hospital and examination fees, is estimated at £201 4s. 6d. 

Other information should be sought from the Dean of the 
Medical Faculty, University, Edmund Street, Birmingham. 


Bristow. 
Tue school is carried on by the Faculty of Medicine of the 
university, and provides full instruction for all its degrees 
and for the diploma in dental surgery. 

Clinical Instruction.—The allied hospitals (Bristol Royal 
Infirmary and Bristol General Hospital) have between them 
628 beds and extensive out-patient departments, special 
clinics for diseases of women and children, and those 
of the eye, throat, and ear, in addition to large and well- 
equipped departments for dental work and large out- 
door maternity departments. At each of these institutions 
there are well-arranged pathological museums, post-mortem 
rooms, and laboratories for morbid anatomy. There are 
also laboratories for work in clinical pathology, bacteriology, 
and cytology, in which special instruction #% given in these 
subjects. Departments are provided and well equipped for 
g-ray work, both for diagnosis and treatment, the various 
forms of electrical treatment, including high-frequency 
currents, electric baths, Finsen light treatment, and 
massage. The students of the school also attend the prac- 
tice of the Royal Hospital for Sick Children and Women, 
centaining 100 beds, and that of the Bristol Eye Hospital, 
with 40 beds. In addition, by the kind permission of the 
Bristol Board of. Guardians, students may attend the 


clinical gg at Southmead Hospital, which has 556 
beds. e total number of beds available for clinical. 
instruction is therefore 1,324. 

Appointments.—(1) Undergraduate: Clinical clerkships,. 
dresserships, also ophthalmic, obstetric, pathological, ear, 
nose, and throat clerkships, are tenable at the Bristol Royal’ 
.Infirmary and the Bristol General Hospital. In_ theses 
institutions the dressers reside in rotation free of charge: 
(2) Post-graduate: At the Bristol Royal Infirmary: four’ 
house-surgeons, one casualty house-surgeon, two house~ 
physicrans, one house-physician for cancer research wards, 
one resident obstetric officer, one ophthalmic and gynaeco- 
logical house-surgeon, one ear, nose, and throat house 
surgeon, one assistant to the senior resident medical officer, 
who also acts as house-surgeon and house-surgeon to the 
skin department, and one dental house-surgeon. All these 
appointments are for six months. Salary in each case at 
the rate of £80 per annum, with board, apartments, and! 
laundry, unless the candidate appointed has previously held 
a resident appointment in the infirmary, when the salary 
will be at the rate of £100 per annum, with board, apart-> 
ments, and laundry. From the resident medical officers 
a senior resident medical officer is appointed at a salary: 
of £200 per annum. At the Bristol General Hospital: 
senior resident medical. officer, £250. per annum; casualty’ 
house-surgeon, £80 per annum; two house-physicians, £80: 
per annum; house-surgeon, £80 per annum; resident 
obstetric officer, £80 per annum; house-surgeon to specials 
departments, £80 per annum; dental house-surgeon: 
(non-resident), £300 per annum. The appointment of. 
resident anaesthetist is also being created. ll these: 
appointments are for six months, except that of senior 
resident medical officer, which is for two years. 


Scholarships—The following are among the scholarships and 


other awards open to students of the school: The Ashworth: 


Hallett Scholarship, value £40, open to women only; two Martyn 
Memorial Pathological Scholarships of £10 each; the ‘Tibbits: 
Memorial Prize, value 7 Bye for proficiency in practical” 
surgery; the Committee’s Gold and Silver Medals, for fifth-year 
students for general proficiency; the Augustin Prichard Prize, 
value about 6 guineas, for proficiency in anatomy; the Henry 
Clark Prize, value 11 guineas, for proficiency in gynaecology; the 
Crosby Leonard Prize, value 6 guineas, for proficiency in surgery; 
the Suple Surgical Prize, a gold medal and 7 guineas; the Suple 
Medical Prize, a gold medal and 7 guineas; the Henry Marshall 
Prize, value £12, for dressers; the H. M. Clarke Scholarship, 
value £15, for proficiency in surgery; the Sanders Scholarship, 
value £22 10s., for general proficiency; the Barrett-Roué Scholar- 
ship for proficiency in diseases of the nose, throat, and ear, or 
skin, value £17; Lady Haberfield Scholarship, value about 25 
guineas; Phyllis Siepman Prize for proficiency in diseases of ° 
children, value £25. Bristol City Senior Scholarships and the 
Senior Scholarships offered by the counties of Gloucestershire, 
Somerset, Wilts, Devon, etc., are tenable in the university. 

Some of the Fellowships awarded by the Colston Research 
yon for research in the university are allotted to the Faculty 
of Medicine. 


Fees.—The fee for all the courses required for the medical : 


curriculum, including hospital practice, is 205 guineas, paid 
annual instalments. by 


UNIVERSITY OF oF MepicIne. 


Tuts, the Medical School of the Faculty of Medicine of the 


University of Durham, is in the neighbouring city, New- 


castle-upon-Tyne. Its classes and lectures are arranged to ~ 


meet the requirements of the uhiversity in all the degrees® 
which the latter grants, and also those of the other exam- 

ining bodies. The students do their work in the pre-: 
liminary sciences at Armstrong College, also part of the 
university. Hospital practice is carried out at the Royai 

Victoria Infirmary, a general hospital containing more 

than 550 beds, where there are facilities for the study of. 
the various special subjects. Students do their practical ' 
midwifery at the Princess Mary Maternity Hospital, which’ 
contains 90 beds, is thoroughly up to date, and has an 

annual indoor and outdoor attendance on 3,000 cases. In 

a Heath wing of the schoo! itself there is the department 

of physiology. There are also in this wing a gymnasium 
and a set of rooms for the separate use of the students. 

A new bacteriological department has been erected adjacent. 
to Armstrong College. 

Post-Graduate Instruction—A comprehensive series of 
post-graduate courses has been arranged to enable practi- 
tioners to take advantage of the facilities for laboratory 


work and clinical study which are afforded by the College, - 
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the Royal. Victoria Infirmary, and. other associated 
hospitals, and in order to meet the varied requirements of 
practitioners there are general and special courses in the 
winter and summer session as well as an intensive course 
in the summer vacation. 

Students’ Union.—A Students’ Union has been erected 
and furnished at a cost of over £40,000, and is in daily 
use. Separate accommodation (non-residential) is provided 
for men and women students. ; 

Appointments.—Pathological assistants, and assistants in 
the eye department, throat and ear department, and 
department for skin diseases, are elected periodically. 
Clinical clerks and dressers are appointed every three 
months. 

Sohehenhipn—-Universie of Durham Entrance Scholarship, £25 
a.year for four years; Pears. Entrance Scholarship, £40.a year for 
three years (awarded every third year); Heath Entrance Scholar- 
ship (from Kepier Grammar School), £60 (renewable); Province 
of Durham asonic (Entrance) Scholarship, £60 (renewable) ; 
Heath Scholarship for surgery, £200, available every second year; 
Rutherford Morison Surgical Scholarship, £180, available every 
third year. 

The following scholarships are tenable for one. year—namely, 
Tulloch Scholarship for elementary biology and organic chemistry 
£20; Dickinson Scholarshi for medicine, surgery, midwifery, and 
— , Gold Medal and £20; Charlton Scholarship for medicine, 

; ‘Gibb Scholarship for pathology, £28; Luke Armstrong 
Scholarship for comparative pathology, £25; Stephen Scott Scholar- 
ship for surgery, ; Philipson Scholarships for highest marks in 
Final MB., BS. Examination, two of £48 each; Goyder Memorial 
Seholarship for clinical medicine and clinical surgery, interest on 

;. Gibson Prize for midwifery and diseases of women and 
children, £10; Turnbull Prize and Silver Medal for surface 
anatomy; Outterson Wood Prize for psychological medicine, £10; 
and Sewell Memorial Prize and Silver Medal for clinical pathology. 
At the end. of. each session a prize of books is awarded in each 
of the regular. classes. 

Fees.—The composition fee for lectures at the college is £140. 
Composition fee for hospital practice, £46, plus £2 2s. peas for 
three years, payable to the Committee of the Royal Victoria 
Infirmary. Other information should be sought from the Dean of 
the Tye” University of Durham College of Medicine, Newcastle- 
upon-Tyne. 


LEEDs. 

Tue School of Medicine—which is open to both male and 
female students—in this city forms the teaching centre of 
the Medical Faculty of the University of Leeds, and is 
situated in immediate proximity to the General Infirmary, 
where students sufficiently advanced receive their clinical 
instruction. The buildings were opened in 1894, and con- 
tain excellent dissecting rooms, well-arranged labora- 
tories for physiology, pathology, and bacteriology, three 
leeture theatres, and several similar classrooms. In addi- 
tion, there are a library and reading room and two 
museums, one being devoted to pathology and the other to 
anatomy. The comfort of the students is secured by common 
rooms and a refectory in which they can take meals. The 
General Infirmary has 632 beds, and includes gynaecological 
and ophthalmic wards, a special children’s ward, and a large 
out-patient department. The Ida and Robert Arthington 
Semi-convalescent Hospitals, Cookridge, attached to the 
infirmary, have 88 beds. The West Riding Mental Hospital 
at Wakefield is open for the study of mental diseases. 
Students can, in addition, attend the practice of the Leeds 
Public Dispensary, the Hospital for Women and Children, 
and the Leeds Maternity Hospital, where the obstetric 
work is done. : 

Appointments.—Surgical dressers are appointed every six 
months; physicians’ clerks, clerks in the children’s depart- 
ment, orthopaedic dressers, ophthalmic and aural dressers, 
gynaecological ward clerks, maternity clerks, assistant 
physicians’ clerk, dermatological clerks, assistant surgeons’ 
dressers, dressers in the casualty room, post-mortem clerks, 
laboratory assistants and dressers in the venereal clinie 
every three months. After graduation a considerable 
number of. residential and other appointments become 
av’ |. ¢ in the Leeds General Infirmary, Leeds Public 
Dis; usary, Hospital for Women and Children, West 
Riding Mental Hospital, etc., occupying periods of from 
six to twelve months at rates varying from £20 to £150 
per annum. 

Scholarships.—The university awards annually a scholarship in 
the form of a free admission to the lectures and classes given in 
the university, which are covered by the composition fee. The 
university also awards a scholarship on the results of the first 


examination, of the value of £68, in the form of a free admission 


to the clinical teaching of the infirmary. 


Fees.—It is estimated by the authorities that the approximate - 
cost of medical education to a student in this university is aap 


plus, of course, the expenses of —- during the five and a hal 
years covered by the curriculum. The composition fee for the 
course for the first, second, and third examinations, and for the 
clinical work at the infirmary, is £237. The composition and 
oe fee for those who have passed the second examination 
is 

Further information can be obtained from the Academic Subdean 
or. Clinical Subdean, School of Medicine, Leeds. 


LIVERPOOL. 

Tue Medical School of this city is part of the university, 
and, owing to the enlightened liberality of several men of 
wealth, is exceptionally well provided with special labora- 
tories, as well as with ordinary spacious and well-equipped ’ 
classrooms and laboratories for the instruction of students 
proceeding to medical degrees and diplomas in special and 
ordinary subjects. All the laboratory and other rooms: 
are situated close to one another and intercommunicate, 
together forming large blocks of buildings. The work of 
students throughout all stages of their career is arranged 
upon very satisfactory lines, and the teaching hospitals, of 
which a list is given below, have amalgamated to form 
the clinical school of the university. 

Appointments.—The nature of the appointments open to 
past and other students at this school will be gathered from 
the account which follows of the hospitals forming its 
clinical department. 


Scholarships.—The awards made each year to successful students 
total over £1,500. They include the following: Two Helt Fellow- 
ships, one in Pathology, the other i <j oe ; a Robert Gee- 
two John Renkin elo i 
a John W. Garrett International Fellowship in Bacteriology; a 
Johnston Colonial Fellowship in Biochemistry; an Ethel yce 
Fellowship in Gynaecology; and a Thelwall Thomas Fellowship” 
in Surgical Path ; one Lady Jones Fellowship in Ortho ic 
ay — of Fellowships: one at £200, three at £150, two 
at £120, four at £100); a University Scholarship of £50, awarded 
on the results of the Final M.B. (Part A) Examinations; a 
Seholarship in Mechanical Dentistry of £20; two Lyon Jones 
Scholarships, of the annual value of £21 each for two years, one 
for the junior and the other for the senior students; the Derby 
Exhibition of £15; the Clinical School Exhibition of £15; the Owen 
T. Williams Prize; the Torr Gold Medal in Anatomy; John Rankin 
Exhibition in Practical Anatomy, £25; the George Holt Medal in 
Physiology; the Kanthack Medal in Pathology; Mitchell Banks 
Medal in Santen the Robert Gee Prize of eS 5s. in Children’s 
Diseases; Mary Birrell Davies Memorial Scholarship (women), 
£60 per annum for four years; Robert Gee Entrance Scholarship 
(men), value of £42 10s. per annum for four years; Dental Operating 
Prizes (four); Orthodontia Prizes (two); Samuels Memorial Scholar- 
ships, three at £20 each; one Thomas H. Bickerton Prize in 
Anatomy; Dr. N. E. Robert Prize in Zymotic Diseases; Ash’s 
Prize in Dental Surgery, value £2 2s.; Gilmour Medal; and other 
entrance scholarships. In addition, a number of gold and silver 
medals have recently been instituted in the following subjects : 
Pharmacology, Surgery, Forensic Medicine and Toxicology, Public 
Health, Medicine, Obstetrics and Gynaecology, Orthopaedic Sur- 
gery, and Laryngology and Otology. 

Fees.—Information as to the fees for the courses of instruction 
peoeteet Ov the schools should be sought from the Dean of the 


aculty. 
The Clinical School. 

As many as nine hospitals have combined to form the 
clinical school of the university, these being: The Royal 
Infirmary, the David Lewis Northern Hospital, the Royal 
Southern Hospital, the Stanley Hospital, the Royal Liver- 
pool Children’s Hospital, the Hospital for Women (with the 
Samaritan Hospital), the Liverpool Maternity Hospital, the 
Eye and Ear Infirmary, and St. Paul’s Eye Hospital. 
Between them they provide over 1,445 beds. 


MANCHESTER. 

Tue staff of the Medical School in this city constitutes the 
Medicai Faculty of the Victoria University, all the arrange- 
ments for the instruction of students, both in their earlier 
and their later studies, being of an elaborate nature. The 
clinical work of the undergraduates is done chiefly in con- 
nexion with the Royal Infirmary, an institution which itself 
contains 614 beds, and has associated with it a large 
convalescent home (132 beds) and a Central Branch Hos- 
pital (54 beds). The courses in mental diseases are partly 
taken in the County Mental Hospitals at Prestwich and 
Macclesfield. Instruction in practical gynaecology and 
midwifery is given at the Royal Infirmary and the 
St. Mary’s Hospitals. 
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Appointments.—The following are among the appoint- 
ments open to past and present students of this school in 
connexion with its arrangements for clinical tuition: Two 
surgical registrars, at £15@ per annum; two pathological 
registrars, at £100 and £50 per annum; one medical regis- 
trar, at £150 per annum; a cardiographic registrar, at £150 
per annum; a surgical tutor, at £30 per annum; a director 
of the clinical laboratory, at £400 per annum, and two 
assistants, at £350 and £300; three assistant medical officers 
and three assistant surgical officers, each at £35 per annum ; 
assistant surgical officers, aural department, at £35 per 
annum; seven anaesthetists, from £75 to £125 per annum 
each; one resident medical officer, one year, £200 per 
annum; one resident surgical officer, one year, £200 per 
annum; three resident medical officers for Central Branch, 
one at £200 and two at £100 per annum; one assistant 
resident surgical officer, £150 per annum; one -resident 
medical officer at the Convalescent Hospital at Cheadle, 
£250 per annum; two assistant medical officers to radio- 
logical department, £150 and £105 per annum;- medical 
officer, physio-therapeutic department, £150 per annum; 
assistant surgical officer, gynaecological department, £35 
per annum; assistant to the dermatologist, £20 per annum; 
and three assistant surgical officers for Central Branch, 
£75 per annum; ten senior and ten junior house-surgeons 
and ten house-physicians, appointed during the year for 
periods of six months, at a salary of £50 for the first 
six months, and £100 for the second six months. Resident* 
officers are appointed to the gynaecological, the eye, and 
the ear and throat departments every three months. 
Clinica! clerks and surgical dressers are appointed to the 
various departments of the hospital every three months. 
Non-resident clinical assistantships for qualified medical 
women, tenable for six months, at an honorarium of £35. 


Entrance and other following are among the 
scholarships obtainable by students of the school: Rogers ‘and 
Seaton Scholarships in Arts (in alternate em £40 per annum, 
tenable for two years. Three Hulme Sec olarships, tenable for 
three years, of , one being awarded annually for proficiency in 
subjects of general education. Two James Gaskill ' Scholarshi 
of £35, tenable for two years, one being awarded annual 
for proficiency in the. branches of mechanics and chemistry. k 
Dora Muir Scholarship, £30 per annum, tenable for three years, 
and open to the competition of women students only. This is 
awarded triennially. Sir J. P. Kay-Shuttleworth Scholarship, 
£30 per annum, tenable for three years, awarded triennially, open 
to the competition of scholars from Sedburgh School, som 
School, and Burnley Grammar School; subjects—mathematics, 
chemistry, and mechanics. Dreschfeld Memorial Scholarship, value 
£20, tenable for two years and awarded triennially on the result 
of the Entrance Examination. John Russell Medical Entrance 
Scholarship, awarded annually, value £45. Two Daintesey Junior 
Medical’ Scholarships, value £50 each, tenable for one year, for 
candidates who have not commenced the second year of study 
leading to a medical qualification; subjects—zoology, botany, and 
chemistry. One Dauntesey Senior Medical Scholarship, for 
one year, awarded on results of Second M.B. Examination. Two 
Entrance Scholarships in Medicine, value 160 guineas, awarded 
annually for proficiency im arts or science respectively. Tom Jones 
Exhibition in Anatomy, £25, offered annually. A Robert Platt 
Physiological Scholarship of £90, tenable for one year. A Leech 
Fellowship of £100 for original research after graduation. 
Graduate Prize in Medicine, , annually. A Graduate Research 
Scholarship in Medicine, value £70, tenable for one year, awarded 
annually for proficiency shown at Final M.B. Examination, open 
to Graduate Prizemen. A Dumville Surgical Prize, value £15, 
awarded annually at graduation. The Tom Jones Memorial 
Surgical Fellowship, value £105, tenable for one year, usuall 
awarded annually. The Turner Medical Prize, value £20, awarde 
annually for proficiency in certain subjects of the Final M.B., 
B amination. The John Henry Agnew Prize of £30, 
awarded annually for proficiency in the Diseases cf Children. 
The Ashby Memorial Scholarship, tenable for one year (£100), 
for research in the Diseases of Children; offered triennially. 
Sidney Renshaw Prize in Physiology; one offered annually (£18). 
Wild Prize in Pharmacology. The John Henry Agnew Fellow- 
ship in Diseases of Children, £120, offered triennially. Eliza 
Marple Holt Post-Graduate Medical Scholarship for Women, 
£60 for one year, offered biennially. The details and regula- 
tions of the Dickinson Scholarships—(1) for Anatomy, (2) for 
Pathology, (3) Research Scholarship in urgery, and (iy Travel- 
ling Scholarship in Medicine—may be obtained from the Secretar 
to the Trustees. The Morrison Watson Fellowship for research 
in Anatomy is offered annually, value £150; also the Sheridan 
Delepine Fellowship in Preventive Medicine, value £300, is offered 
biennially. The Sam Gamble y trustees are pre- 
ared to award four scholarships of not less than £40 per annum, 
nable for not more than four years, to women students who have 
assed the First M.B. Examination; the conditions can be obtained 
| nen the Registrar. The Knight Prize of £50 for original research 
in the psychological factors in the causation of mental disorder— 
open to holders of the Diploma in Psychological Medicine or 


medical poorittionns who have been registered in the university 
as candidates for that diploma. 

_ Fees.—The composition fee for the university course in medicine 
is 110 guineas, payable in four instalments of 274 guineas, but this 
sum does not include the fee to cover the work required for the 
First M.B. Examination. This is £42, payable in one sum. 
Hospital fees are additional, and usually amount to about 
77 guineas. 

A prospectus and further information about the school and 
scholarships may be obtained from the Registrar. 

Clinical Work.—The Royal Eye Hospital, the Hospital 
for Diseases of the Skin, the Manchester Northern Hos- 
pital for Women and Children, the well-known Hospitals 
for Children at Pendlebury, and St. Mary’s Hospitals for 
Women and Children, the Manchester Hospital for Diseases 
of the Ear, Monsall Fever Hospital, the Christie Cancer 
Hospital, the Hospital for Consumption and Diseases of 
the Throat and Chest, the Ancoats Hospital, and the 
Salford Royal Hospital, all make arrangements for the 
instruction of students. 


SHEFFIELD. 

In this city the medical school is one of the departments 
of the university, being conducted and controlled by its 
Medical Faculty, and occupying practically the entire north 
wing of the quadrangle of the university buildings over- 
looking Weston Park. The laboratories and lecture rooms 
connected with the subjects of the first and second examina- 
tions—namely, chemistry, physics, biology, anatomy, and 
physiology—are, both as regards structural arrangement 
and scientific equipment, on the most modern and complete 
lines. 

For students of pathology and bacteriology there are 
laboratories replete with everything necessary for the most 
advanced work, and a large pathological museum, which is 
open daily. 
ing room. There are a number of recreation, athletic, and 
other societies, all under the management of an annually 
elected students’ representative council, and large and 
comfortable common rooms both for men and women 
students. There are also two student unions—one for men 
and one for women students. In the university buildings 
there is a refectory open to all students of the school, and 
a university journal is published each term. The ordinary 
clinical work of the school is done at the Royal Infirmary 
and Royal Hospital, which have amalgamated for the 
purpose of clinical instruction, and provide over 800 beds 
for medical, surgical, and special cases, including diseases 
of the eye. 

In addition, the Royal Infirmary has special departments 
for the treatment of diseases of the skin and ear, with beds 
assigned to them; whilst at the Royal Hospital there are 
special out-patient departments for diseases of the throat, 
ear, skin, orthopaedics, and mental diseases. The medical 
and surgical staffs attend daily, and give clinical instrue- 


tion in the wards and out-patient rooms. Clinical lectures 


in medicine and surgery are given weekly. Instruction in 
the practical administration of anaesthetics is given at 
either institution by the anaesthetists, and the post-mortem 
examinations at both institutions are in charge of the 
Professor of Pathology, and afford ample material for study 
of this subject. Students are able to attend the practice 
of the Jessop Hospital for Diseases of Women and the 
Hospital for Sick Children, while special courses on fever 
are given at the City Fever Hospital, and on mental 
diseases at the South Yorkshire Mental Hospital. 

Appointments.—The following appointments are open to 
all students who have passed their examinations in anatomy 
and physiology: (1) casualty dresserships, (2) surgical 
dresserships, (5) medical clerkships, (4) pathological clerk- 
ships, (5) ophthalmic clerkships, (6) clerk to the skin 
department, etc. These appointments are made for three 
months, commencing on the first day of October, January, 
April, and July. 

Scholarships.—Entrance Medical Scholarship, value about £190, 
open to both sexes. Sir Edgar Allen Scholarships of £125 a year 
for three years may be held by students taking the degree course 
in medicine. Two Town Trustees’ Scholarships, each of the value 
of £50, tenable for three years, for boys or girls under the age of 
19 years who have been educated in a Sheffield secondary school 
for a period not less than two years immediately preceding the 
examination. Four Town Trustees’ Scholarships, value £50, for 


In addition, there is a large library and read-* 
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boys or girls under 19 years of age educated in any school 
in Sheffield, secondary or otherwise. Town Trustees’ Fellowship, 
value £75, tenable for one year. Mechanics’ Institute Fellow- 
—_ value £50 (with remission of fees), tenable for one year, 
and renewable for a second year. The Frederick Clifford Scholar- 
ship, value about £50, tenable for two years. ty Scholarship, 
for proficiency in anatomy and physiology. Gold and bronze 
medals are also awarded for proficiency in various subjects. __ 
Fees.—Students in the Faculty taking their complete medical 
course in the university pay an inclusive composition fee of £38 
for each of the five years. The composition fees for the dental 
courses are as follows: for B.D.S., first and third years, £75; 
second, fourth, and fifth years, £25; for L.D.S., first and second 
years, £75; third and fourth years, £25. The fees for special 
— taken separately can be ascertained by inquiry of the 
n. 


UNIVERSITY COLLEGE OF-SOUTH WALES AND 
MONMOUTHSHIRE. 


Tue Nationau Scuoor or MEDICINE. 
Tue next session opens on October 2nd. All classes are 
open to both men and women students. Particulars relating 
to the admission of students as from October Ist, 1928, 
can be obtained on application to the Dean of the Faculty 
of Medicine, or to the Secretary, Welsh National School 
of Medicine, Newport Road, Cardiff. 


The following is a list of heads of departments: Physics, 
Professor H. R. Robinson; Chemistry, Professor W. J. Jones; 
Zoology, Professor W. M. Tattersall; Botany, Professor R. C. 
McLean; Anatomy, Professor C. McLaren West; Physiology, 
Professor T. Graham Brown; Materia Medica and Pharmaco- 
logy, Dr. W. Mitchell Stevens; Pathology and 
Professor J. H. Dible; Medicine, Professor A. H. Kennedy; 
Surgery, Professor A. W. Sheen; Obstetrics and Gynaecology, 


Sir Ewen J. Maclean; Preventive Medicine, Professor Edgar L. 


Collis; Tuberculosis, Professor 8. Lyle Cummins. 


SCOTLAND. 
As will be gathered from the following paragraphs, the 
facilities for acquiring a medical education in Scotland are 
very ample, whether the student be proceeding to a uni- 
versity degree or to a diploma. To the descriptions of the 
different Scottish medical centres is in some cases added an 


‘account of hospitals which either play an official part in 


the education given to students as yet unqualified, or offer 
valuable opportunities for post-graduation work. 


ABERDEEN. 

Tue school is conducted by the Faculty of Medicine. This 
comprises thirteen chairs, from which instruction is given 
in all the main branches of medical science—namely, 
botany, zoology, physics (ordinary and _ preparatory), 
chemistry (ordinary and preparatory), anatomy, physio- 
logy, materia medica, pathology, bacteriology, forensic 
medicine, surgery, medicine, and midwifery. Courses of 
instruction in public health and infectious diseases, tropical 
medicine, medical ethics, tuberculosis, and clinical methods 
are conducted by lecturers appointed by the University 
Special opportunities for practical instruction are 
afforded in the laboratories and museums attached to the 
departments. 

Clinical instruction is obtained in the Royal Infirmary 
(accommodating 370 patients), the Roya! Mental Hospital 
(900 patients), the Sick Children’s Hospital (85 patients), 
the City Fever Hospital (350 patients), the General Dis- 
pensary, Maternity, and Vaccine Institution (10,000 out- 
patients annually), and the Ophthalmic Institution (3,000 
patients annually). Courses of practical instruction are 
given in diseases of children at the Sick Children’s 
Hospital; in fevers at the City Fever Hospital; in mental 
diseases at the Royal Mental Hospital; in diseases of the 
ear, nose, and throat at the Infirmary and Dispensary; in 
diseases of the eye at the Infirmary and Eye Institution; 
in venereal diseases and diseases of the skin at the Royal 
Infirmary. 

The degrees granted in medicine are: Doctor of Medicine 
(M.D.), Master of Surgery (Ch.M.), Bachelor of Medicine 
and Bachelor of Surgery (M.B., Ch.B.). A Diplama in 
Public Health is conferred after examination on graduates 


in medicine of any university of the United Kingdom, 


The degree of Ph.D. is also granted in this faculty, 


-and experimental pharmacology, £3 3s. 


_should consult the prospectus of the school itself. 


Bursaries, scholarship’, and fellowships, to the number 
of fifty and of the annual value of £1,200, may be held by 
students of medicine in this university. They range from 
£8 to £150 per annum, and are tenable in most cases for 
two or three years. The winter session begins on October 
9th, 1928; the summer session on April 17th, 1929. 

Fecs.—An inclusive fee of 126 guineas is payable for instruction 
within the university, and the fee for the degrees of M.B., Ch.B 
is 33 guineas. The total cost, including hospital fees, class and 
matriculation fees, and degree fees, is about 4 


THERE are two Schools of Medicine: the School of the 
University, and the School of Medicine of the Royal 
Colleges of Physicians and Surgeons of Edinburgh. 


Tue University Scuoo.t.—This school, in addition to 
other resources of the university, has the following means 
of affording practical instruction: Royal Botanic Garden, 
Herbarium, and Museum; Zoological Laboratory and 
Museum of Science and Art; Physical Laboratory ; Chemical 
Laboratories ; Dissecting Room, Bone Room, and Anatomical 
Museum; Physiological Laboratory; Medical Jurisprudence 
Laboratories; John Usher Institute of Public Health; 
Materia Medica Museum and Laboratory; Post-mortem 
Department of the Royal Infirmary and University Patho- 
logical and Bacteriological Laboratory; Tutorial Classes 
of Practice of Physic, of Clinical Medicine, and Clinical 
Surgery, Surgery and Midwifery; and the practice of 
certain other hospitals. 

Fees.—The sessional fee for chemistry, anatomy lectures, physio- 
logy, pathology, materia medica, surgery, medicine, and midwifery 
is £6 6s, eac Physics, botany, zoology, forensic medicine, and 
public health, £5 5s. Practical zoology, practical anatomy 
(summer), morbid anatomy, practical materia medica, mental 
diseases, practical pathology, clinical midwifery, and medical 
entomology ‘and rasitology, -. Experimental physiology, 
diseases of tropical climates, practical botany, histelogy, operative 
surgery, clinical surgery (per term), clinical medicine (per term), 
i Practical anatomy (winter), 
£6 16s.-6d. Practical chemistry, £4 14s. 6d. Regional anatomy, 
chemical physiology, surgical Lager py and infectious diseases, 
£1 11s. 6d. Tuberculosis, diseases of children, diseases of the eye, 
diseases of the larynx, ear, and nose, diseases of the skin, and 
venereal diseases, £2 12s. 6d. Advanced bacteriology, £7 17s. 6d. 
Clinical gynaecology and applied anatomy, £2 2s. 

Scholarships.—There are many funds for the assistance of 
students by means of bursaries, scholarships, exhibitions, and 
money awards from the beginning to the end of their under- 
graduate career. In addition, there are funds which help those 
who have taken a first degree in medicine and surgery to eontinue 
at work as research students. The value of these awards, and the 
conditions attaching to them, are so varied that those interested 
No other 
university is in a better, even if as good, position to smooth the 
financial path of earnest students. 

Tue or Mepicrne or tHE Cottecss.—This 
school is composed of lecturers licensed by the Royal 
College of Physicians and the Royal College of Surgeons, 
and also recognized by the university through their licentia 
docendi; for the sake of convenience they lecture in 
separate buildings near to the Royal Infirmary, but form 
a single corporate body governed by a board consisting of 
five members elected by the Royal College of Surgeons, and 
five members elected by the lecturers in the school. This 
board, with the assistance of the standing committees of 
the school, supervises the whole-management and especially 
the maintenance of the efficiency and discipline of the 
school. The different buildings at present utilized for the 
purposes of lecturing are the following: (1) Surgeons’ Hall, 
Nicolson Street ; (2) New School, Bristo Street ; (3) Nicolson 
Square; (4) Marshall Street; and other places. The teach- 
ing is similar to that of the Scottish universities, and the 
students receive similar certificates at the close of each 
session. The courses on the special subjects not included in 
the curriculum of the Examining Boards are also conducted 
by teachers specially qualified in each branch, and have for 
the last quarter of a century formed a special feature of 
the school. The fees payable for class and other instruction, 
and including the sums payable on admission to the exam- 
ination of the Conjoint Board for the triple qualification, 
amount to about £180. The Calendar, giving full informa- 
tion regarding classes and fees, can be obtained (price 6d.) 
on application to the Dean of the School, Surgeons’ Hall, 
Edinburgi. 
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Women Srupents 1x Eprxsurca.—Until the close of the 
summer session of 1916 women students intending to pro- 
ceed to graduation in the University of Edinburgh, as well 
as those entering for the triple qualification of the Royal 
‘Colleges of Edinburgh and Glasgow, received their training 
in the Edinburgh School of Medicine for Women. Now 
women students study under the same conditions as men, 
and may obtain either the university degree or the diploma 
of the Royal Colleges. In the university systematic lectures 
are given to them by the professors in the ordinary classes, 
which are therefore mixed. In clinical medicine and 
clinical surgery, however, while the lectures are attended 
by mixed classes, the women students are restricted to the 
wards of one charge. The particular wards are changed 
every six months, each of the physicians and surgeons to 
the infirmary taking the women students in rotation. With 
few exceptions, prizes, scholarships, bursaries, and similar 
distinctions are open to women under the same conditions 
as for men. The women students also have the same 
privileges as in the past have been given to the men of 
attending a certain proportion of the extra-mural classes 
taught by the lecturers of the School of Medicine of the 
Royal Colleges. Most of the Students’ Societies are open 
‘to women, with the exception of the University Union and 
the Royal Medical Society. Their place is taken by the 
Women Students’ Union and the Women’s Medical Society. 
There is also a Women’s Athletic Club, with playing fields 
gifted to it by the university. The membership of the 
Royal College of Physicians and Fellowships of the two 
Royal Colleges are also open to women. Information on 
matters connected with women’s studies may be obtained 
from the Lady Warden, University New Buildings, 


Edinburgh. 


Grascow. 
‘Tue University ScHoot ror Men.—The whole course of 
study required for graduation (M.B., Ch.B.) at the Uni- 
versity of Glasgow can be taken here. Besides ample pro- 
vision for lectures there is practical and clinical work at 
‘the hospitals, and practical courses are conducted in the 
laboratories of the following departments: Pathology, Public 
Health, Pharmacology, Physiology, Surgery, Anatomy, 
Chemistry, Zoology, Physics, and Botany; the Botanic 
Garden and the Hunterian Museum (Pathology) are also 
open to students. Well-equipped new buildings have been 
provided for botany, zoology, practical anatomy, and 
operative surgery, as well as for pathology; the very 
large additions made a number of years ago to the chemical 
laboratory render it one of the most extensive in Scotland. 
The classrooms and laboratories for the departments of 
Physics, Physiology, Pharmacology, Materia Medica, 
_Medical Jurisprudence, and Public Health are also of 
recent erection, and are elaborately equipped. Four: addi- 
‘tional chairs of Medicine, Surgery, Obstetrics, and Patho- 
logy have been recently established, the professors being 
specially attached to the-Roval Infirmary; and a number 
of university lectureships in Clinical Medicine, Clinical 
Surgery, Venereal Diseases, Laryngology, Dermatology, 
Otology, Psychological Medicine, Tuberculosis, and Elec- 
trical Diagnosis and Treatment have been founded there. 
Other chairs have been founded at the university in 
Bacteriology, Organic Chemistry, Physiological Chemistry, 
Applied Physics, Public Health, and Pediatrics. There 
are also lectureships on the Surgical and Medical Diseases 
of Children and on Electrical Diagnosis and Therapeutics. 
“The university, in short, has made great and successful 
efforts to extend and improve the accommodation of the 
‘medical departments, to strengthen the teaching staff, and 
‘to ee post-graduation and research work. A Diploma 
‘in Public Health is now also granted. Three very exten- 
“sive general hospitals in the city afford exceptional oppor- 
“tunities for clinical instruction—namely, the Western 
‘Infirmary (600 beds), near the university, to which the 
‘Regius Professors are attached; the Royal Infirmary (688 


~beds); and the Victoria Infirmary (380 beds); while the 


‘Royal Mental Hospital, Gartnavel (500 beds), the Royal 


‘Hospital for Sick Children (275 beds), the Royal Maternity 


and Women’s Hospital (114 beds), the Glasgow Eye Infir- 


“mary (100 beds), the Ophthalmic Institution (35) beds), the 


fever hospitals at Belvidere (680 beds) and Ruchill (540 
beds), and other institutions afford facilities for the 
practical study of special branches. The large general 
hospitals of the parish council are now also available for 
clinical instruction in medicine and surgery. Information 
regarding post-graduate study will be found at, page 410. 


Bursaries.—Bursaries confined to the Medical Faculty amount in 
annual value to about £1,000, while bursaries in any faculty, 
amounting to about the same annual sum, may be held by students 
of medicine, a number of both sets being open to women. Several 
valuable scholarships may be held by medical students who have 
graduated in arts. 

The following bursaries are open to undergraduates of both 
sexes: The Gibson Bursary, annual value £36, tenable for four 
years. This is open to medical students who are preparing for 
service as medical missionaries in connexion with the Church of 
Scotland, and will be awarged to the eligible candidate who has 

ained the —— number of marks in the First Professional 

amination. The Arbroath Bursary, annual vaiue £40, tenable 
for three years, is awarded by the Senate, on the recommendation 
of the Faculty of Medicine, to the student who is of the highest 
merit among the candidates, as shown by their class records and 
their performances in the First and Second Professional Examina- 
tions. One Logan Bursary, annual value £16, tenable for four 
years; appointment by the Senate. Six Lorimer Bursaries (each 
£20 and tenable for one year) are awarded to the best students in 
each of the following classes: botany, zoology, vee. chemistry, 
anatomy, physiology. The Macintosh Menta ience Bursary in 
medicine, of the case of £31, is awarded annually to the student 
(of either sex) a the class of insanity who stands first 
in an examination in that subject, the bursar to continue the 
practical study of the subject to the satisfaction of the Faculty 
of Medicine. The Gardiner Bursary, annual value £14, tenable for 
two years, will be awarded after the autumn professional exam- 
ination to the candidate who has passed in physiology at the 
Second Professional. Examination, and whose aggregate of marks 
in that subject and in chemistry and physics of the Virst Pro- 
fessional Examination is the highest. Of the eight James A. 
Paierson Bursaries two are awarded each year; they are of the 
value of £30 and £20 respectively, and are tenable for four years; 
examination in mathematics and natural philosophy in June for 
students entering the first and second years of medical study. 
The following are tenable in any faculty: Four Nivison Bursaries 
(each £75 and tenable for four years), two Pratt Bursaries (each 
£20 and tenable for four years), and two Taylor Bursaries (each 
£10 and tenable for four years). Andrew and Bethia Stewart 
Bursaries (£50 each, tenable for three years); candidates must 
have taken the M.A. degree of Glasgow. There is a special exam- 
ination. Nine Glasgow Highland Society’s Bursaries, for students 
of Highland descent, of the annual value of £25, and tenable for 
five years; two vacant each year. 

The Carnegie Trust for the Universities of Scotland is em- 

wered to pay the whole or part of the university ordinary class 
tte of students of Scottish birth or extraction, under conditions 
given in the University Calendar, and summarized at page 387 of 
this issue. The Dobbie Smith Gold Medal is awarded for the 
best essay on a prescribed subject within the science of botany. 
The Brunton Memorial Prize of is awarded annually to the 
most distinguished graduate in medicine of the year, and the West 
of Scotland R.A.M.C. Memorial Prize to the candidate for the 
degrees of M.B., Ch.B. who obtains the highest aggregate marks 
in medicine, surgery, and midwifery in the Final Examinations. 
The University Commissioners have issued an ordinance to make 
regulations for the admission of women to certain bursaries, 
scholarships, and fellowships. Scholarships and fellowships are 
offered by the Carnegie Trust in science and medicine for post- 

raduation study. There are also four McCunn Medical Research 
Echolarships two of £200 and two of £400) for graduates in 
medicine of the Scotiish universities; one Faulds Fellowship for 
Research in ,Medical Science of approximately £200 for three 
ears; and one Strang Steel Scholarship, value £160, for one year. 

here is, in addition, “‘ The Captain H. S. Rankin, V.C., Memorial 
Prize’ in Pathology. 

Fees.—The matriculation fee for each year is £2 2s. In most 
cases the fee for each university class is £6 6s., but_in some 
cases it is £4 4s. For hospital attendance at the Western Infirmary 
students pay £12 12s. for a perpetual ticket, or £1 ils. 6d. for a 
single term ticket, with an additional fee of £5 5s. for each winter 
and £2 12s. 6d. per term for each clinical course. The fees are the 
same at the Royal Infirmary. The university fees for the four 
professional examinations total £34 13s. For the whole curriculum 
the fees for matriculation, class attendance, hospital attendance, 
and professional examinations amount to about L 

For further information apply to the Registrar, Glasgow 


University. 

Queen Marearet Cotiece.—In this, the Women’s Medical 
School of the University of Glasgow, the courses of study, 
degrees, regulations, fees, etc., are the same as for men. 
Women students have their own buildings, with classrooms, 
reading rooms, library, etc. They are taught in some classes 
apart from male students, in others together with them, 
but in either case have all the rights and privileges of 
university students. Their clinical studies are taken in 
the Royal Infirmary, the Western Infirmary, and the 


| Victoria Infirmary; also inter alia in the Royal Hospital 


for Sick Children, the Glasgow Ear Hospital, the Royal 
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Asylum, Gartnavel, Hawkhead Asylum, the Ophthalmic 
Institution, the City of Glasgow Fever Hospitals, Belvidere 
and Ruchill, and the Glasgow Royal Maternity and 
Women’s Hospital. 

Scholarships.—The Arthur Scholarship, annual value £20, tenable 
for three years. Open to competition by medical students of first 


year at tho First Professional Examination in October, 1928, This 
scholarship is restricted to women medical students. 


Full information can be obtained from the Mistress, Queen 
Margaret College, Glasgow. 

Board for Students.—University houses of residence for 
women students, Queen Margaret Hall and Robertson 
Hall, are situated near the college. The cost of board and 
residence is from 32s. 6d. to 42s. a week, according to 
accommodation. Applications to be made to the Wardens. 
Another hostel near the college is South Park House, 
Ann Street, belonging to the Student Christian Movement, 
and open to women students of all colleges in Glasgow. 
Cost of board is from 28s. to 30s. weekly. Applications to 
be made to the Warden. 


Sr. Munco’s Cottece.—This is the Medical School of the 
Royal Infirmary, which is the largest general hospital in 
Glasgow. The Infirmary is situated in Cathedral Square, 
Castie Street, and has car communication with every part 
of the city. St. Mungo’s College is in the Infirmary 
grounds, and affords full courses in all the subjects of the 
medical curriculum, and in all the medical subjects of the 
dental curriculum. 

The Infirmary has (including the ophthalmic department) 
over 700 beds. There are special beds and wards for diseases 
of women, of the throat, nose, and ear, venereal diseases, 
burns, and septic cases. In the out-patient department in 
1926 over 58,000 patients were treated. In addition to the 
large medical and surgical departments, there are depart- 
ments for special diseases—namely, diseases of women, of 
the throat and nose, of the ear, of the eye, of the skin, 
and of the teeth. There is also a fully equipped electrical 
pavilion, with the latest and most improved apparatus for 
diagnosis and treatment. 

Appeintments.—Five house-physicians and eleven house- 
surgeons, who must be fully qualified, are appointed every 
six months, and board in the hospital free of charge. 
Clerks and dressers are appointed by the physicians and 
surgeons. As many cases of acute diseases and accidents 
of a varied character are received, these appointments are 
very valuable. 

Fces.—The average class fee is £3 3s. for summer classes and 
£4 4s, for winter classes. The fees for all the lectures, practical 
classes, and hospital attendance necessary for candidates for the 
diplomas of the English or Scottish Colleges of Physicians and 


Surgeons amount to about £120. The classes are open to male and 
female students. 


A syllabus of classes can be obtained on application to the 
et to the Medical Faculty, St. Mungo’s Dalen, 86, Castle 
treet. 


Tae ANperson or Mepicrne.—This school pro- 
vides education in all subjects of the curriculum for both 
medical and dental students. The school buildings are 
situated in Dumbarton Road, immediately to the west of 
the University and Western Infirmary. The hospital prac- 
tice and clinical lectures are provided in the Western or 
Royal Infirmary; pathology in the Western or Royal Infir- 
mary; vaccination and dispensary practice in the Western 
or Royal Infirmary Dispensary. These classes are recog- 
nized by all the licensing corporations in the United King- 
dom, also by the Universities of London, Durham, Glasgow, 
and Edinburgh (the latter two under certain conditions 
stated in the school Calendar). The courses (lectures and 
laboratory) in public health are recognized by the Scottish 
Licensing Board, the Universities of Oxford, Cambridge, 
and London, and the London and Irish Colleges. 

Fees.—The fees for the lectures and practical work required 
by ordinary students range between 2 and 5 guineas a session. 
In the Public Health Department the fee for a six months’ course 
is £14 14s. ‘The Carnegie Trust pays the fees of students at 


Anderson College on conditions regarding which particulars may 
be obtained from the Secretary, Carnegie Trust Offices, Edinburgh. 


A Calendar will be sent on ogg of a postcard by the Secretary 
to the Medical Faculty, the derson College of Medicine, 


Glasgow, W., who will forward any further information which may 
be desired. 


The Royal Samaritan Hospital for Women, Glasgow, with 
160 beds, offers facilities for clinical instruction in the 
diseases peculiar to women. A university lectureship, the 
Royal Samaritan Lectureship in Gynaecology, is associated 
with the hospital. The lecturer is Dr. David Shannon. 
Particulars may be obtained from Mr. T. Mason 
Macquaker, M.A., Secretary, 149, St. Vincent Street, 
Glasgow. 


Sr. AnpREWs AND DUNDEE. 
Tue medical departments in these two teaching centres 
cater specially for students proceeding to the degrees of 
the University of St. Andrews, but admit other students 
as well. In the former city the United College provides 
education in all subjects for the first two years. In 
Dundee, University College provides for the needs of 
students from the beginning to the end of the five years’ 
curriculum. Its buildings are modern, and contain fully 
equipped laboratories The clinical work of the school is 
facilitated by various institutions. The class fees are from 
£6 6s. to £5 12s. 6d. for systematic classes, and from 
£4 14s. 6d. to £4 4s. for practical classes. The hospital 
ticket is £1 8s. for three months, £4 4s, a year, or 
perpetual, £13 6s. 8d. in one sum, The inclusive or 
-composition fee for the curriculum is £182. In connexion 
with both institutions there are bursaries and scholarships 
of considerable value, which are awarded after competitive 
examination. Information as to these can be obtained from 
the Secretary of the University of St. Andrews. Informa- 
tion regarding the clinical facilities may be obtained from 
the Dean of the Medical Faculty, Medical School, Dundee. 


Clinical Work. 

Good opportunities for clinical work are afforded by the 
Dundee Royal Infirmary, the instruction given thereat 
being recognized for purposes of graduation by all the 
Scottish universities, the University of Cambridge, the 
University of London, the National University of Lreland, 
and by the Royal Colleges of England and Scotland. 


IRELAND. 
Turre is a choice of six schools for those pursuing their 
medical studies in Ireland. For clinical instruction the 
choice is equally wide and varied, though the hospitals 
themselves are comparatively small. Some account of the 
schools follows. 


School of Physie. 

Tats school is in Trinity College, Dublin, and is carried 
on under the joint auspices of the University of Dublin and 
of the Royal College of Physicians of Ireland, the King’s 
professors of institutes of medicine (physiology), practice of 
medicine, materia medica, and midwifery being appointed 
by the latter. Clinical instruction is given at Sir Patrick 
Dun’s Hospital, and some twelve other metropolitan hos- 
pitals and asylums are recognized by the Board of Trinity 
College. The courses of instruction are open to all medical 
students, whether they belong to the university or not. 


The Schools of Surgery. 

These are schools carried on in Dublin under the super- 
vision and control of the Council of the Royal College cf 
Surgeons. They are formed of the college’s own school, 
combined with two famous old medical schools—Carmichael 
and Ledwich; they are attached to the college by charter, 
The buildings contain spacicus dissecting rooms, special 
pathological, bacteriological, public health, chemical, and 
pharmaceutical laboratories. Advantage can be taken of 
the lectures and instruction afforded by students otherwise 
unconnected with the college. , 

»riccs.—Among the prizes annually awarded are: The Barker 
PR sna Prize (£26 5s.); the Carmichael Scholarship (£15) ; the 
Mayne Scholarship (£8); the Gold Medal in Surgery, the Stoney 
Memorial Gold Medal in Anatomy, the H. Macnaughton Jones 
Gold Medal for Midwifery and Gynaecology; class prizes, accom- 
panied by silver medals, will also be given in each subject. At 
intervals a prize of £150 is awarded, called the R. Dancer 

ag 9 Sm = can be obtained post free on application to the 
Registrar, Royal College of Surgeons, Dublin. 
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MEDICAL SCHOOLS IN IRELAND. 
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University College, Dublin. 

This is one of the constituent colleges of the N..tional 
University of Ireland. The arrangements for the teaching 
of medical students from beginning to end of the cur- 
riculum are adequate. Applications for information may 
be addressed to the Secretary and Bursar, University 
College, Dublin. 

Clinical Work. 

There are numerous well-arranged hospitals in and 
around the city, and almost all of these are recognized for 
teaching purposes by the Conjoint Board of Ireland, the 
University of Dublin, the National University of Lreland, 
and by like bodies elsewhere in the British Isles. Among 
them are the Mater Misericordiae Hospital, with 345 beds; 
Dr. Steevens’s Hospital at Kingsbridge, with 150; Meath 
Hospital and County Dublin Infirmary, with 160; Mercer's 
Hospital, close to Trinity College, with 120; the Royal City 
of Dublin Hospital, with 124; the Adelaide Hospital, with 
140; the Royal Victoria Eye and Ear Hospital, with 100 
beds; Sir Patrick Dun’s, which has a direct connexion with 
the School of Physic, and the combined institutions formed 
by the Hardwicke Fever Hospital, the Richmond Surgical 
Hospital, and the Whitworth Medical Hospital, with an 
aggregate of 230 beds. Ae 

As for the famous Dublin medical institution known as 
the Rotunda Hospital, this practically consists of two 
distinct hospitals, and is believed to be the largest com- 
bined maternity and gynaecological hospital in the British 
Isles. It receives nearly 3,000 patients every year, and 
apart from ordinary out-patient work of a gynaecological 
order, annually attends some 2,000 women in their own 
homes during their confinement. It possesses residential 
quarters for students, and, taken as a whole, offers excep- 
tional opportunities for study both to ordinary students and 
to medical graduates of any nationality. 

Two other important obstetric and gynaecological hos- 
pitals in Dublin are the Coombe Lying-in Hospital! and the 
National Maternity Hospital. During the year ending 
December 31st, 1927, the number of cases dealt with in 
the Coombe Lying-in Hospital were as follows: Intern 
maternity department, total admissions, 1,042; intern 
maternity department, total deliveries, 950; extern mater- 
nity department, total cases treated, 1,494; gynaecological 
department, number of operations, 462. ; 

At the National Maternity Hospital, Holles Street, 
Dublin, during the year ending March 31st, 1928, there 
were admitted to the maternity department 941 pationts 
and to the gynaecological department 402; 709 calls were 
received in the extern obstetrical service ; 866 patients were 
delivered in the hospital, and 628 in their homes; 378 
operations were performed. 

The practice of these hospitals is attended by large 
numbers of students, post-graduates, and nurses. 


BELFAsT. 
Tre Medical School is part of the Faculty of Medicine 
of Queen’s University, Belfast, and provides a complete 
medical curriculum for all purposes. The laboratories in 
connexion with the departments of bacteriology, bio- 
chemistry, biology, chemistry, physiology, pathology, 
anatomy, physics, and materia medica are all excellent, 
and there is a students’ union which gives students the 
advantages of dining rooms, reading rooms, a library, and 
various recreation rooms. Women are eligible as students, 
Clinical instruction is given at the Royal Victoria ‘Hospital 
which was rebuilt a few years ago and has 300 heds, and 
the Mater Infirmorum Hospital, which has 150 beds. Other 
hospitals open to the students of the university are: the 
Maternity Hospital, the Ulster Hospital for Women’ and 
Children, the Hospital for Sick Children, the Ophthalmic 
Hospital; the Benn Ulster Kye, Ear and Throat Hospital; 
the Union Infirmary and Fever Hospital; the Fever 
Hospital, Purdysburn; the District Lunatic Asylum, the 
Samaritan Hospital, Forster Green Hospital for Diseases 
of the Chest, and the Belfast Hospital for Skin Diseases, 
cholarships.—(1) Eight, of t 


Medicine, tenable for one year; (2) fourteen Professional Scholar- 
ships, value from £15 to £40 each; (3) one Hutchinson Stewart 


Scholarship, £12, in mental diseases; (4) one Mackay Wilson 
Travelling Scholarship, £100, awarded triennially; (5) Isabella Tod 
Memorial Scholarship, tenable for three years, awarded triennially 
to a woman student; (6) Magrath Clinical Scholarship, awarded 
annually, value about £112; (7) two Musgrave Studentships of 
£200 in Physiology and Pathology. There is also a post-graduate 
research fund, open to all graduates of not more than three years’ 
standing. Gold medals are awarded at the M.D. examination. 

Fees.—The cost of the curriculum intended for students proceed- 
ing to the degrees of the Queen’s University of Belfast is, approxi- 
mately, £200. This includes examination fees and a _ perpetual 
ticket for attendance at the Royal Victoria Hospital or the Mater 
Infirmorum Hospital, and fees for the special hospitals. The 
course for the Conjoint Board costs about the same amount. 

The Regulations of the Medical Faculty, containing full informa- 
tion, can be obtained on application to the Secretary, Queen’s 
University, Belfast, price 4d 


University Cork. 

Tuis institution, formerly known as Queen’s College, Cork, 
is one of the constituent colleges of the National University. 
lt holds examinations for all the faculties of that university, 
in addition to continuing the work which it has hitherto 
performed—namely, that of providing education adapted to 
the needs of medical students at all stages of their career. 
Its first aim is to fit students for the degrees of the 
National University, but students proceeding for the exam- 
inations of the Conjoint Board of England, Scotland, or 
Ireland, the Society of Apothecaries of London, or the 
Apothecaries’ Hall of Ireland, er London University, can 
arrange the courses of lectures which they attend, and the 
order in which they attend them, to meet the requirements 
of those bodies. Certificates of attendance at the college 
courses are also accepted by the University of Cambridge. 
Clinical instruction is given at the North and South Infir- 
maries (each 100 beds) and at the Cork Union Hospital 
(1,200 beds). Students can also attend the Mercy Hospital 
(130 beds), the County and City of Cork Lying-in Hospital, 
the Hospital for Diseases of Women and Children, the 
Fever Hospital, the Ophthalmic and Aural Hospital, and 
the Eglinton Lunatic Asylum. The session extends from 
October to June. 

There is a Dental School in which the degree of Bachelor 
of Dental Surgery of the National University of Ireland 
can be obtained. There is a large well-equipped dental 
hospital in connexion with the school. 

Scholarships.—About £3,000 is available annually for scholar- 
ships in the college. Particulars as to each of them can be 
obtained on application to the Registrar. 

Feces.—The fees for the lectures and hospital attendances 
required by the National University of Ireland course, including 
examination fees, come to about £170. 

Further information can be found in the Calendar or obtained 


on application to the Registrar. 


University Gabway. 

Tuts institution is one of the constituent colleges of the 
National University of Ireland, and includes Faculties of 
Art, Science, Law, Celtic, Engineering, Commerce, and 
Medicine. The college buildings are well lighted and well 
ventilated, and contain dissecting rooms, an anatomical 
theatre, and ‘laboratories for the study of physiology, 
chemistry, physics, and other departments of medical 
science. For pathology and chemistry new laboratories are 
now provided. It has good grounds surrounding it, and 
there are many arrangements, such as a library, a college 
union, and an athletic union, for the benefit of those belong- 
ing to the Medical Faculty, as well as for students in other 
departments of the college. The clinical teaching, which is 
recognized as qualifying not only for the degrees of the 
National University, but for those of the London University 
and the diplomas of the various colleges in the three king- 
dems, is carried on at the Galway Central Hospital and the 
Galway Tuberculosis Hospital. The Galway Central Hos- 
pital is a general hospital, and at the two hospitals students 
have ample opportunities of studying zymotic and chronic 
diseases. The Central Hospital has a special ward for 
diseases of children. Each year the governing body offers 
about £2,500, and the County Councils of Connaught offer 
about £3,500, in scholarships. These scholarships are 
tenable in any faculty. Additional information regarding 
these scholarships can be obtained on application to the 
Registrar, and to the Secretaries of the Connaught County 
Councils. 
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CLINICAL HOSPITALS IN ENGLAND. 


Many hospitals in Great Britain and Ireland, though not 
connected with any medical school, open their doors either 
to those who have yet to be qualified, to those who are 
doing post-graduation work, or to both. The facilities they 
offer for gaining practical clinical experience are very great, 


monly make a point of giving such instruction as oppor- 
tunity offers, and at those situated in the larger towns 
there are often appointments as clinical assistants to be 
obtained. In addition, they all have to offer, at shorter or 
lerger intervals, appointments for resident medical efficers, 
house-physicians, and house-surgeons. These are usually 
paid offices, which may be held for periods varying from 
six months to a year, or even longer. Some of those 
situated in the great medical centres in the provinces, and 
in Scotland and Ireland, have already been mentioned in 
speaking of the medical schools in these localities; but it 
should be added that there are many other provincial hos- 
pitals where admirable work is done, and at which much 
valuable experience can be gained by both senior and junior 
students, and by those already qualified. Cases in point 
are the Royal Infirmary, Bradford; the Royal Sussex County 
Hospital, Brighton; the Royal United Hospital, Bath; the 
Kent and Canterbury Hospital; the Derbyshire Royal Infir- 
mary ; South Devon and East Cornwall Hospital, Plymouth ; 
the Royal Albert Hospital and Eye Infirmary, Devonport ; 
the Royal Devon and Exeter Hospital; the West of England 
Kye Infirmary, Exeter; the Gloucestershire Royal Infirmary 
and Eye Institution; the Royal Infirmary, Leicester; the 
County Hospital, Lincoln; the General Hospital, Northamp- 
ten; the Norfolk and Norwich Hospital; the General Hos- 
pital, Nottingham; the Royal Portsmouth Hospital; the 
Royal Berks Hospital, Reading; the Royal South Hants and 
Southampton Hospital; the Staffordshire General Infirmary, 
Stafford; the North Staffordshire Infirmary at Hartshill ; 
the Royal Hants County Hospital, Winchester; the Wolver- 
hampton and Staffordshire General Hospital; the County 
Hospital, York; and the Coventry and Warwickshire 
Hospital. 
London Clinical Hospitals. 

As for the hespitals in the metropolis, so many of these 
take a share in the giving of clinical instruction that it is 
worth while to classify them, 


Children’s Hospitals.—There are at least seven of these. the 
leader among them being the Hospital for Sick Children, Great 
Ormond Street, which has 268 beds. There are also the East 
London Hospital for Children, Shadwell, with 136; the Queen's 
Hospital for Children, Bethnal Green, with 134; the Victoria 
Hospital for Children, Chelsea, with 130; the Belgrave Hospital for 
Children, which has a considerable out-patient department, and 
In-patient accommodation for 74 children; the Paddington Green 
Children’s Hospital; and the Evelina Hospiial for Sick Children, 
Southwark Bridge Road, with 76 beds. The largest and the oldest 
of the hospitals for both women and children is the Royal 
Waterloo Hospital for Children and Women, Waterloo Road, $.E.1. 

Hospitals for Women.—Queen Charlotte’s Maternity Hospital, 
Marylebone Road, with 75 beds and a_ residential ‘college for 
medical students and practitioners, specializes in the teaching of 
og eS The City of London Maternity Hospital, City Road, 
with 71 beds, also admits medical students and graduatés to its 
practice. The Samaritan Hospital for Women, Marylebone Road, 
admits qualified practitioners as clinical assistants to both the 
in-patient and out-patient departments; demonstrations ere given 
daily in both departments, the fees—payable in advance— eing 
£3 3s. for three months; full particulars may be obtained from” 
the secretary. In addition may be mentioned the Hospital for 
Women, Soho Square, whose teaching is confined to post-graduates 
in limited numbers; the Chelsea Hospital for Women, Arthur 
Street, Chelsea; and the Elizabeth Garrett Anderson Hospital 
for Women in Euston Road, the latter being in the nature of a 
gencral hospital so far as concerns the class of case treated. 

Eye Hospitals—The largest of these is the Royal London 
Ophthalmic Hospital (Moorfields), City Road, E.C.1, 138 beds; 
2,438 in-patients, 51,841 out-patients in 1927, At this hospital two 
complete courses of instruction are given during the year—October 
to February, and March to July—comprising the following sub- 
Jects: (1) anatomy (including histology and embryology), (2) 
Physiology, (3) optics (including physiological optics), (4) refraction 
classes, (5) methods of examination and use of the ophthalmoscope, 
(6) pathology and bacteriology, (7) ophthalmic medicine and 
surgery, (8) ophthalmoscopic conditions, (9) operative surgery, 
(10) practical pathology, (11) practical bacteriology, (12) radiology, 
(13) physicotherapy (including ultra-violet light, diathermy, and 
lonization), (14) slit-lamp microscopy. A fee of 31 guineas will 
admit the holder once to all the lectures and classes, except 
those on physicotherapy and slit-lamp microscopy. The fee for a 

erpetual ticket to attend the practice of the hospital is 

Ss.; for three or six months, £3 3s.; for two months, £2 2s.; 


for one month, £1 1s. Registered medical practitioners and medical 
students are eligible, under certain conditions, for the posts of 
chief clinical assistant, clinical assistant, and junior assistant, 
There are also a number of salaried posts, an annual Clinical 
Research Schoiarship of £50, and a biennial Gifford Edmonds 
Prize of £100. Clinical work begins each morning at 9 and 
operations at 10 o’clock. The course of instruction is specially 
adapted to meet the requirements of those reading for the 


‘ | D.O.M.S. and similar diplomas and degrees in ophthalmology. 
and should not be overlooked. Their honorary staffs com- | 


Further particulars may be obtained from the Dean of the 

Medical School. Other eye hospitals are the Royal Westminster 

Ophthalmic Hospital, the Royal Eye Hospital, Southwark, and the 

Central London Ophthalmic Hospital, Judd Street, W.C.1, each 

so es 40 beds, and the Western Ophthalmic Hospital with 
eds. 

Fever Hospitals—The Metropolitan Asylums Board has under 
its control a good many institutions in and around London for the 
treatment of the more serious zymotic disorders; it makes special 
arrangements for the instruction of students in this subject, and 
grants certificates at the end of the courses. Detailed information 
should be sought from the Clerk to the Board, Victoria Embank- 
ment, E.C.4. : 

Chest Hospitals.—The largest of these is the Brompton Hospital 
for Consumption, which has 333 beds and a large sanatorium at 
Frimley with 150 beds. There is also the City of London Hospital 
for Diseases of the Chest, Victoria Park, with 185 beds, and the 
Royal Hospital for Diseases of the Chest, City Road, with 85 beds, 
es with the Royal Northern Hospital, Holloway 

oad. 

Nose, Throat, and Ear Hospitals.—The institutions which confine 
their work to disorders of the throat, nose, and ear all make 
sptcial arrangements for the benefit of senior and post-graduate 
students. They are the Metropolitan Ear, Nose, and Throat 
Hospital, Fitzroy Square; the Royal Ear Hospital, Dean Street; 
the Central London Throat, Nose, and Ear Hospital, Gray’s Inn 
Road; and the Hospital for Diseases of the Throat, Golden 
Square—the last, which possesses 75 beds, being the largest of the 
four institutions. 

Miscellancous Special Hospitals—Among these are the Bethlem 
Royal Hospital, St. George’s Fields, §8.E.1, which (like the 
Maudsley Hospital) confines its work to the treatment of mental 
diseases, and includes a department for nervous and early mental 
disorders; the Royal National Orthopaedic Hospital, Great Port- 
land Street; St. Peter's Hospital for Stone and Urinary Diseases, 
Henrietta Street, Covent Garden; St. Mark’s Hospital, City Road, 
which devotes itself to the treatment of diseases of the rectum, 
including cancer and fistula; the National Hospital for Diseases 
of the Heart in Westmoreland Street, W.1; St. John’s Hospital for 
Diseases of the Skin in Leicester Square; the Hospital for Diseases 
of the Skin, Stamford Street, Blackfriars; the National Hospital, 
Queen Square, W.C.1, an _ institution possessing 200 beds for 
neurological cases and a world-wide reputation; and the West End 
Hospital for Nervous Diseases, 73, Welbeck Street, W.1. 


Detailed information as to the teaching arrangements of 
all these institutions may be obtained on application to 
their secretaries. 


WOMEN IN MEDICINE. 


Tue regulations of the General Medical Council and of the 
various universities and colleges set out in previous sections 
apply to women as to men, 


EXAMINATIONS. 

Women are admitted to all the medical examinations 
of the following qualifying bodies: all the universities of 
Great Britain and Ireland; the Royal College of Physicians, 
London; the Royal College of Surgeons of England; the 
Society of Apothecaries of London and the Conjoint Boards 
in Scotland and in Ireland. In addition, women are eligible 
for election as Fellows to the Royal College of Physicians, 
England, and the Royal College of Physicians, Edinburgh, 
and the first woman has recently been elected by the latter. 


Mepicat Epccation. 

The general tendeney during the years since the war has 
been to admit women to train in medicine at the same 
schools and under very much the same conditions as men. 
In this country at the present time co-education is the 
general rule. The schools of the London hospitals have, 
however, so far shown themselves more conservative in 
this respect than the rest of the country. a 

In England the colleges connected with the universities 
of Birmingham, Bristol, Cardiff, Leeds, Liverpool, Man- 
chester, Newcastle, and Sheffield admit women students 
as well as men, whilst in Scotland the universities of 
Aberdeen, St. Andrews, Edinburgh, and Glasgow also admit 
women. In Ireland all universities and colleges are open 


to them. 
In London several of the old-established hospitals opened 


their doors to women students during the war, but are 
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showing a tendency at the present time to revert to their 
previous status of schools for men only. This is an 
unsatisfactory state of affairs, which it appears can only 
be temporary, no unsatisfactory results of co-education 
having been brought forward by any of the schools so 
closing their doors to women. 

At the present time the only co-cducation hospital in 
London is that of University College-the number of 
women entrants is restricted to twelve a year, but these 
twelve (making between thirty-six and forty-eight training 
at any one time for the three to four years’ clinical course) 
are given excellent opportunities whilst students, and also, 
in fair proportion, are given opportunities of post-graduate 
experience as residents—house-surgeons, house-physicians, 
and obstetrical assistants. 


Tar Lonvon (Royat Free Hosprrar) or MEDICINE 
ror WomMeEN. 

The London (Royal Free Hospital) School was started 
for the training of women in medicine in the days before 
there were any co-education facilities for them, and it 
still remains by far the largest school for women. In 
addition to the clinical work at the Royal Free Hospital 
arrangements are made for students of the school to obtain 
clinical instruction at the National Hospital for Nervous 
Diseases, Queen Square; the Royal London Ophthalmic 
Hospital, Moorfields; the Great Ormond Street Hospital for 
Children; the Elizabeth Garrett Anderson Hospital; the 
South London Hospital for Women, and the Cancer Hos- 
pital. Its importance for women in medicine can hardly 
be overestimated, not merely because it was the pioneer 
which made the way possible, but also because it is still 
the only general hospital in Britain which offers all its 
post-graduate appointments, higher and lower, to open 
competition by women as well as men, thus giving unique 
opportunity of gaining experience. Not only are all the 
resident appointments at the Royal Free Hospital, of 
which there are twenty-seven yearly, eligible for women, 
but, in addition, higher posts may be obtained in all the 
various branches of a general hospital, from those of 
registrar and anaesthetist to those of visiting physician or 
surgeon and those in charge of special departments. There 
is a special unit in gynaecology under a woman professor, 
and entirely staffed by medical women. This policy has 
so far not been fully adopted in its entirety by any other 
hospital, and it may be of interest to note in this con- 
nexion that the Royal Free Hospital has many women 
on its general committee and weekly board of management. 


OpenInGs ror Mepicat Women. 

There are at the present time the names of over three 
thousand medical women on the Medical Register. Owing 
to the artificially stimulated demand for women to enter 
medicine during the latter part of the war, there was, 
for a short time, a greater number of women qualifying 
than could be readily absorbed in the various branches of 
medical work. This was, however, purely transitory, and 
the demand now is approximately as great as the supply. 
There is an increasing demand by the public for the services 
of women doctors in all branches of medicine, and statistics 
show that the number of those who make good is as high, 
if-not somewhat higher, than that of their men colleagues. 


at Home. 

House Appointments.—The valuable post-graduate experi- 
ence obtained in these posts is eagerly sought by both men 
and women, and it is therefore only to be expected that 
the increase in the number available to women should be 
gradual. In addition to the Royal Free Hospital, where 
by far the greatest number are available, the co-education 
hospitals show an increasing tendency to admit their 
women graduates in due proportion to these posts, and 
in addition women are appointed as residents in many of 
the non-teaching general hospitals, hospitals for women and 
children, sanatoriums, infirmaries, fever hospitals, and 
asylums. 


General Practice.—There are good openings as assistants 
or, better still, as assistants with a view to admission as 


partners in general practice. Medical women also do very 
well when starting in new districts; and there is con- 
siderable scope for them in midwifery work. 


Specialist and Consulting Practice.—This naturally only 
becomes possible as hospitals admit women as physicians 
on their honorary staffs; in this respect the Elizabeth 
Garrett Anderson Hospital and the South London Hospital 
for Women have rendered invaluable service to women in 
medicine. As has been mentioned, the Royal Free Hes- 
pital also has a considerable number of women on the 
staff, whilst in the provinces women are making satis- 
factory progress in this direction, To mention a few—at 
Bath, Bristol, Edinburgh, Glasgow, Hereford, Liverpool, 
and Manchester—there are women on the honorary visiting 
staffs of general hospitals and special hospitals as general 
physicians, surgeons, gynaecologists, orthopaedic surgeons, 
children’s specialists, and infants’ specialists. It is 
interesting to note that there are already women in 
successful practice as consulting physicians, surgeons, 
gynaecologists, ophthalmologists, ear, nose, and throat 
specialists, urologists, dermatologists, anaesthetists, tuber- 
culosis specialists, venereal disease specialists, r-ray and 
light treatment specialists, psychologists, specialists in 
orthopaedic work, children’s diseases, bacteriology and 
pathology, and spa treatment, etc. Research work also 
provides interesting openings, as, for example, in dealing 
with the special problems concerning cancer, nutrition, 
puerperal morbidity and mortality, statistical work, etc., 
and for some of these research scholarships and grants are 
available. 


Teaching Posts.—Women hold professorships and leeture- 
ships at various universities. . 

Industrial Medicine.—In this branch there is much 
interesting work available, and it is undergoing consider- 
able development at the present time. Several women 
already hold such posts. 


Administrative Work.—A certain number of these im- 
portant posts are admirably filled by medical women. The 
chief medical officer for maternity and child welfare is 
a medical woman and has a staff of medical women to 
assist her. 

The Public Health Service.—This_ service provides 
numerous openings for medical women. It has many 
departments, and its rapid growth in recent years has 
provided much interesting work in preventive medicine. 
For maternity and child welfare work women have been 
found to be peculiarly suited; but, by a curious economic 
limitation, married women, who would appear to be the 
most suitable of all, are, by many public authorities, 
excluded from service. This exclusion not only prevents 
married women from taking part in this work, but 
also prevents many of the best women from specializing 
in this branch of medicine, as it is obviously uneconomic to 
specialize in,a branch of public service from which one 
may be excluded in a few years. 

Medical Inspection, ete.—Under the Board of Education 
there are women serving as medical advisers and_ school 
medical inspectors. The London County Council and other 
important councils in the country have medical women 
on their permanent medical staffs, both in the senior and 
junior grades. The London County Council has two of 
its senior medical women appointed to serve as district 
medical inspectors. In addition, they have a large number 
of women medical inspectors of school children, and also 
women are serving as experts in the departments dealing 
with mental deficiency, tuberculosis, and venereal disease. 
Some medical women also serve as examiners of the can- 
didates entering the public services, as, for example, the 
civil service. The services of medical women are exten- 
sively enlisted by public authorities in dealing with 
employees of their own sex. In several instances women 
serve as assistant medical officers to prisons, and in one 
instance at least a woman has recently been appointed 
as the medical officer for the police women of a large city. 
The services of medical women are also enlisted as lecturers 
and examiners on first aid, home nursing, health, and 


infant care. 
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Pay anp Status. 

lt is interesting to note that medical women, backed 
hy the powerful assistance of the British Medical Associa- 
tion, have been on the whole successful in resisting the 
attempt to accept a lower salary for the same work as 
their men colleagues, thereby not only greatly benefiting 
themselves, but also maintaining the standard for the 
whole profession. They realize that ever since the 
admission of women to the medical profession exactly 
the same sacrifices for principle have been made by their 
predecessors as are now demanded from them. With the 
inauguration of. the. School Medical Service in 1908, and 
later when maternity and child welfare posts were created, 
persistent efforts were made by local authorities to pay 
their assistant medical officers below the minimum arranged 


_by the representatives of the public authorities and the 


British Medical Association, and to secure women at a 
lower rate than men. With rare exceptions these efforts 
were a failure. Women realize as clearly as men that 
lowered pay -invariably implies a lowered status and 
prestige, and that the woman who stamps herself as 
helonging to an inferior grade of doctor cannot complain 
if she is taken at her own valuation, and that a minimum 
always tends to become a maximum. Attempts to evade 


~the seale and split the ranks of the profession by offering 


a post to a man at the agreed rate and a similar post 
to a woman slightly below that rate are particularly to 
be deprecated. Where the rule of equal pay for equal work 
is violated there is no limit to the extent to which women 
may be exploited and sweated. 

An interesting extension of public health work has 
recently occurred by which a temporary exchange of posts 
has been arranged for one year between a woman assistant 
school medical officer to the London County Council and 
a woman medical officer attached to the health department 
of Western Australia. 


OpENINGS ABROAD. 
Colonial Office —To those to whom overseas service 
appeals it offers the possibility of useful, interesting, and 


- adequately paid work. At present there are only posts for 


women in Malaya and West Africa, and the work is almost 
entirely hospital and maternity and child welfare work; 
there have been one or two specialist appointments, such 
as bacteriologists, and more may follow. Women have, so 


far, only been appointed to the lower grade posts, but 


their pay is the same as that of the men in similar grades. 


‘When placed on the permanent staff they are eligible for 
pension. 


Egypt.—Several posts are held under the education 
authority, chiefly in school medical inspection. 

India.—See note on the Women’s Medical Service for 
India in the next column. 


Mission Field.—Missionary societies offer employment to 
medical women, chiefly in India, China, and the Near East. 


Praiic Activites. 

Medical women have always shown considerable interest 
in medico-political affairs, and take an active part in the 
work of the British Medical Association, and with the 
various other societies dealing with medicine as it affects 
the community in general. With this end in view they 
also have a Medical Women’s Federation, which enables 
them to voice a collective expression of opinion. This 
might otherwise be difficult to ascertain, as women are so 


‘ widely scattered, both as regards their geographical dis- 


tribution and their varied activities. This  collecté#ve 
opinion of medical women has been found of great 
assistance by the British Medical Association and other 
allied societies with which it works in cordial co-operation 
and by whom it is frequently approached, both for informa- 
tion and also as a convenient means of approaching medical 
women as a whole. 

It may be added, with regard to contributions to medical 
literature, that this is a branch of work in which women 
are more and more taking their share, and scientific and 
other works are frequently published by them. 


WOMEN’S MEDICAL SERVICE FOR INDIA. 
THIs service is open to properly qualified medical women 
of British or Indian nationality who desire to carry on 
work in India. It was founded in 1913 by the Countess of 
Dufferin’s Fund, the committee of which was granted 
a subsidy of 1} lakhs (£10,000) by the Government of India 
for. this purpose. 


Medical women proceeding to India to join the Women’s 
Medical Service receive a sufficient sum for a first-class passage 
to India. On landing they are posted to one of the laiger 
women’s hospitals to gain Indian experience and to learn the 
language. During this period (from six months to two years) 
private practice is not allowed. For a further period they 
are appointed to act temporarily for medical women on furlough, 
during which time private practice is allowed. They are then 
definitely appointed to the charge of hospitals. 

Private practice is always allowed after the first two years, 
previded it does not interfere with official duties. The only 
exception is in administrative posts, when an allowance in 
lieu of practice is given. The amount obtained by practice 
varies according to the station, but in most cases it forms 
a fair addition to the salary, varying from £150 to £1,009 
a year. Excellent opportunities for surgery—especially gynaeco- 


‘ logical—are found in the Women’s Medical Service. The 


pievalence of osteomalacia in some parts of the country leads 
to the necessity for frequent Caesarean section, while uterine 
fibroids, ovarian tumours, afd diseased tubes swell the number 
of abdomjnal operations. The number of large operations 
performed will vary with the surgical reputation of the medical 
woman, but in some cases it is considerable. 

To those who are not keen surgeons opportunities are likely 
to open in the future in connexion with maternity and child 
welfare. The high infant mortality and the suffering of women 
in childbirth owing to the ignorance of the untrained hereditary 
midwives provide a great field for such workers. Medical 
women with administrative ability are also needed for the 
inspection of women’s hospitals and other medical institutions. 


Rates of Pay 


Years of Service. per mensem. Annual Salary. 


13 on Rs. 450 £360 
46 Re.500 _......... £400 
7-9 Rs. 560... £440 
Over 44 ... dios Rs.850_...... 


Furnished quarters are provided, also an overseas allowance of Rs.100 
per annum, the rupee value being taken at 1s. 4d. 


The above rates of pay are not so high as in the Indian 
Medical Service. The fact, however, that furnished quarters 
are provided (these are not provided in the Indian Medical 
Service) represents an additional Rs.150 per mensem. It must 
be rementbered, too, that the official duties of the members 
of the Women’s Medical Service are lighter than those of the 
Indian Medical Service, who, while in civil employ, in addition 
te werk in the Civil Hospital, have charge of the medico-legal 
work of the district, give much gratuitous attendance, and 
form a reserve to be drawn on in time of war.. 

The cost of living in India is much higher than formally, 
but even now it is possible to live more cheaply than in England 
for the same measure of comfort. The cost of all goods 
brought from Europe is very high, but the cost of country 
produce is much less than in Europe. Meat, poultry, milk, 
eggs, ete., are sold at about half the price now demanded in 
England. It should be possible for a medical woman (with 
hcuse provided) to meet actual household expenses for about 
Rs.200 per mensem, leaving the remainder of her salary for 
dress and personal expenses. To this must be added the 
necessary saving to meet additional expenses for furlough and 
leave spent in the hills. 

One month’s privilege leave on full pay is granted each year. 
Furlough on -half-pay at the rate of two months for every year of 
service is granted after every three years. 

Study leave on furlough pay and lodging allowance at the rate 
of 12s. per day may be granted to the extent of twelve months 
in the total service. 

There is a Provident Fund to which members of the service con- 
tribute 10 per cent. of their pay. The service contributes another 
10 per cent., which accumulates at interest and is repaid on 
retirement. 

Admissicn to the service is made hy selection. Candidates 
in the United Kingdom should apply — the Honorary Secretary, 
U.K. Branch of the Countess of Duiferin’s Fund, c.o. Major- 


General J. B. Smith, India Office, Whitehall, 8.W.1. 


yn- 
ily 
ns 
‘th 
tal 
in 
OS- 
he 
is- 
“at 
ol, 
ng 
ral 
1s, 
is 
in 
1s, 
at | a 
| 
nd 
in 
so 
ng 
n, 
Bis 
re 
ch 
an 
n- 
he 
is 
to 
es 
e. 
on 
ie 
he 
‘S, 
ts 
ut 
ig 
yn 
ol 
or 
id | 
of 
ct | 
er | 
so 
| 
e. | 
| 
10 
sh 
n | 5 
18 
d 
Ss 
id | 


408 Smpr. 1, 1928] 


POST-GRADUATE STUDY. 


[ Tur Britise 
Mepicar 


POST-GRADUATE STUDY. 


In the matter of facilities for post-graduate medical study 
little change has taken place since last year, when the 
Minister of Health, Mr. Neville Chamberlain, made it 
clear that in his own mind it was practically settled that 
the West London Hospital at Hammersmith would be 
organized as the centre of post-graduate medical education 
in London. No report, however, has yet been issued by 
the committee appointed by the Minister of Health some 
three years ago to inquire into the matter. Thus it is 
that only one of the two recommendations made by the 
committee appointed by Dr. Christopher Addison, when 
Minister of Health, and presided over by the Earl of 
Athlone, has materialized. The building of the School of 
Hygiene and Tropical Medicine in Bloomsbury, made 
possible by the generous contributions of the Rockefeller 
Foundation, is now approaching completion; and is likely 
soon to be available for teaching under Dr. Andrew Balfour, 
the Director, and the professorial staff associated with him. 
Particulars of this school are given on page 411. 

The ‘ hospital centrally situated in London, devoted 
solely to post-graduate medical education as a school of 
the University,”’ is not yet organized. There are, however, 
several institutions both in London and elsewhere which 
seek to provide for the wants of graduates, whether desirous 
of refresher courses, of instruction in special subjects with 
a view to obtaining one of the special diplomas, or of 
preparation for examination for promotion in one or other 
of the Services. Thus the Fellowship of Medicine, founded 
in 1918, and amalgamated with the Post-Graduate Medical 
Association in 1919, has an office generously placed at its 
disposal by the Royal Society of Medicine at 1, Wimpole 
Street, W.1. A list of hospitals, special and general, to 
which post-graduates may resort, with or without fee, is 
kept, and the names of the teachers at each hospital are 
available. From time to time courses in special subjects 
are arranged. The West London Hospital at Hammer- 
smith, and the Prince of Wales’s General Hospital at 
Tottenham, have for many years past had post-graduate 
colleges attached to them. Several special hospitals pro- 
vide post-graduate courses during the year; while many 
of the undergraduate schools give facilities for attending 
classes and demonstrations, though mostly to their own 
old students. 

In the provinces the Universities of Oxford, Cambridge, 
Birmingham, Bristol, Liverpool, Manchester, and Sheffield 
have organized courses. Edinburgh receives graduates 
from many schools in the Dominions as well as in this 
country. In Glasgow and Aberdeen courses are avail- 
able; and in relation with the University of St. Andrews 
courses are given by the staff of the James Mackenzie 
Institute for Clinical Research. At many of these centres 
the teaching is provided by way of whole-time intensive 
courses, by part-time courses, or by means of clinical 
assistantships. The Joint Tuberculosis Council has provided 
nomadic courses in its own special subject. 

There is evidence, therefore, of considerable post-graduate 
activity in this country, although it lacks the cohesion and 
concentration displayed in such a centre as Vienna. This 
is accounted for, no doubt, by the multiplicity of hospitals 
engaged in the task, and the lack of any central body 
responsible for post-graduate education as a whole. This 
view was put forward very strongly in the article on 
** Australia and New Zealand and our duty thereto,’ 
by Mr. Victor Bonney, which was published in the British 
Medical Journal of July 21st last. It was reiterated with 
at least equal emphasis by several representatives from 
Overseas Dominions during the recent Annual Meeting of 
the Representative Body of the British Medical Association 
at Cardiff. Mr. Bonney asserted that the need to improve 


the prime requirement was a large central hospital devoted 
solely to post-graduate work. But pending the develop- 
ment of such a hospital, he thought that a great deal 
more could be done in promoting post-graduate study by 
concerted effort; and that both for professional and for 
national reasons the urgent need for such effort should 
be realized. 

The following passage from the Presidential Address to 
the British Medical Association this summer seems very 
much to the point: 


“There is an impression abroad—and it is not, perhaps, ill 
founded—that in the British Isles we do not sufficiently 
organize and utilize the wealth of clinical material at our 
disposal for post-graduate demonstration in the interests of 
our home profession and of visitors from other countries. 
Gcod work has been and is being done in the various metro- 
politan centres, but these do not claim a monopoly of skill 
and clinical facilities. I have long felt that, with its wonder- 
fully ramified machinery to link up the provinces and the 
capital, the rural areas and the towns, no body is so well 
adapted as our Association to organize a post-graduate system 
embracing existing institutions and developing many new 
centres, on a scale worthy of this country.” 


Meanwhile, in the absence of any comprehensive co- 
ordinating schemes, opportunities are fairly numerous and 
varied for the would-be student who troubles to seek 
out the course which he requires. Short particulars about 
post-graduation study in Great Britain and Ireland are 
given in Section VI of the Handbook for Recently Qualified 
Practitioners published by the British Medical Association 
(price 3s. 6d.). 


FeLLowsuip oF MEDICINE AND Post-GrapvuaTE Mepican 
Association. 

The Fellowship of Medicine has arranged regular courses 
in general medicine and surgery, including special depart- 
ments, each lasting two weeks; the fee for each course is 
3 to 5 guineas. Courses in diseases of the chest, children, 
ante-natal, heart, nervous system, throat, nose, and ear; der- 
matology ; electrotherapy ; gynaecology ; proctology ; psycho- 
logical medicine ; tropical medicine; urology; and venereal 
diseases are given from time to time at the special hos- 
pitals in association with the Fellowship of Medicine. The 
Fellowship Programme contains a diary of the arrange- 
ments available for post-graduates in various general and 
special hospitals in London. The programme for the imme 
diate future includes a two weeks’ course in general medi- 
cine and surgery, from September 17th to 29th, at the 
Westminster Hospital. There will also be special courses 
in diseases of children at the Queen’s Hospital from 
September 17th to 29th; in ophthalmology at the Royal 
Eye Hospital from September 17th to 29th; in psycho- 
logical medicine at the Bethlem Royal Hospital from 
September 4th to 29th; and a course in orthopaedics at 
the Royal’National Orthopaedic Hospital from September 
17th to 29th. The offices of the Fellowship are, by kind 
permission of the Royal Society of Medicine, at No. 1, 
Wimpole Street, W.1 (telephone, Mayfair 2236). The 
secretary is in attendance daily from 10 a.m. to 5 p.m., 
excepting Saturday. The annual subscription for member- 
ship of the Fellowship of Medicine and Post-Graduate 
Medical Association has been fixed at a minimum of 10s., 
which includes the subscription to the Post-Graduate 
Medical Journal, 

The Fellowship arranges, during the autumn and winter 
sessions, a series of lectures. 
tions in medicine, in surgery, and in ophthalmology are 
arranged also weekly from October onwards. Syllabuses 
will be sent regularly on application. 


West Lonvon Post-GrapvuatE 
The work of this institution is carried on at the West 
London Hospital, the first in London to devote its clinical 
material solely to the instruction of qualified medical men. 
The college started in 1895; it is provided with lecture, 
reading, writing, and class rooms, and accommodation of 
all sorts for the convenience of post-graduate students. 


our post-graduate facilities was very great. In his opinion 


The work of the college is eminently suitable for men im 
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general practice and officers in the services who wish to 
revive their general clinical knowledge. 

As for ward work, the students accompany the senior 
staff on their visits to the wards at 2.30 p.m. daily, and 
also go round with the resident medical officers in’ the 
morning. QOut-patient work begins at 2 p.m. This depart- 
ment is large,and affords ample facilities for post-graduates 
to see and examine patients. There are the usual special 
departments. Post-graduates are appointed to act as 
clinical assistants for three or six months, no charge being 
made. Special practical classes are held in medicine, 
general practical surgery, gastro-intestinal surgery, medical 
and surgical diseases of children, analysis of blood and 
urine, cystoscopy, venereal diseases, tropical diseases, 
retinoscopy, ophthalmic operative surgery, and, when 
material is available, in operative surgery. The size of the 
classes is limited. A special clinic for the treatment of 
venereal diseases (male and female) is held every evening 
(Saturdays included) at 5.30. Graduates are admitted to 
the work of the clinic free, and certificates of satisfactory 
attendance and work are given. 

Operations take place at 2 p.m. daily, the surgeons often 
availing themselves of the assistance of the graduates, 
and in any case making arrangements so that they can 
readily see what is going on. The anaesthetists give 
instruction in the administration of anaesthetics, including 
spinal analgesia, on the operating days, students being 
allowed to administer them under supervision, while special 
classes are held in each session. The pathological labora- 
tory is in charge of a pathologist, who attends every day. 

Demonstrations are ordinarily-given in the morning by 
the assistant physicians and surgeons, and by the medical 
and surgical registrars. 

Fees.—Hospital including all ordinary demonsiyations 
and lectures, £1 lls. 6d. for one week, £4 4s. for one month, 
£7 7s. for two months, £9 9s. for three months, £15 15s. for six 
months, £23 12s. 6d. for one year, and £45 for a life ticket. 
Instruction in the administration of anaesthetics is given at the 
rate of £3 3s. a month. 

The certificates of the school are recognized by the 
Admiralty, the War Office, the Colonial Office, the India 
Office, and the University of London (for higher degrees). 
A prospectus can be obtained on application to the Dean. 


NortH-East Lonpon Post-Grapvuate CoL.ece. 

The headquarters of this post-graduate school are situ- 
ated at the Prince of Wales’s General Hospital, Tottenham, 
N.15, in the midst of this densely populated North London 
district. It contains 200 beds, and is within a few minutes’ 
walk of South Tottenham Station on the London Midland 
and Scottish Railway, and Seven Sisters and Tottenham 
Hale Stations on the London and North-Eastern Railway. 
It is readily accessible by electric tram from Finsbury Park 
and Hackney, and from Dalston, Edmonton, and other 
parts of North London. 

The college is in association with the Fellowship of Medi- 
cine and Post-Graduate Medical Association, and is recog- 
nized by the Admiralty and India Office for the purpose 
of study leave, and by the University of London as a place 
for advanced study for the M.D. and M.S. degrees; the 
course of practical teaching of bacteriology is approved by 
the University of Cambridge for its Diploma in Public 
Health, and there are ample arrangements for the con- 
venience of men who are thus working, or who, being in 
active practice, are desirous of getting themselves into 
touch with modern methods. The hospital as a whole 
affords excellent facilities for qualified medical practitioners 
who wish to take part for a time in the work of an 
active general hospital, or to obtain special instruction in 
the several branches of medicine and surgery, since it is 
open to them to study diseases of the eye, ear, throat, 
nose, skin, fevers, children’s diseases, psychological medi- 
cine, dental surgery, radiography, the application of 
electricity in disease, and the administration of anaes- 
thetics. Throughout the sessions, into which the year’s 
work is divided, clinies, lectures, and demonstrations are 
given by members of the teaching staff. Operations are 
performed every afternoon of the week except Saturday. 
Special vacation or intensive courses are held at intervals 
throughout the year, each lasting two weeks, clinical 
instruction being arranged for each hour of each day. 


Fees.—Two guineas for three months’ attendance in any one 
department, which may be begun ai any time; a fee of 5 guineas 
admits to the whole practice of the hospital for a similar term 
(one month 2 guineas, and one year 10 guineas), and a perpetual 
ticket for the practice of the hospital may be obtained for 
15 guineas. 

The winter session will be opened about the middle of 
September as regards clinical teaching. 

Additional information can be obtained from the Dean 
of the Post-Graduate College, at the hospital. 


Mancuester Post-Grapvuate Courses. 

The Faculty of Medicine of the University of Manchester 
has arranged courses in preparation for the diplomas in 
psychological medicine, in public health, bacteriology, and 
veterinary State medicine. There are classes also for 
certificates in factory and school hygiene and in venereal 
diseases. The Faculty of Medicine has also instituted 
courses to meet the requirements of graduates desiring to 
refresh their knowledge or to pursue further their studies 
in various special branches. The arrangements are in the 
hands of a committee consisting of certain members of the 
faculty, of representatives of hospitals, and of the medical 
officer of health for Manchester. Full particulars can be 
obtained from the Dean of the Medical School, the Univer- 
sity, Manchester. A whole-time intensive course in general 
medicine and surgery will begin on September 10th and 
continue until September 29th, and an intensive course in 
obstetrics and gynaecology will be given from September 
29th to October 6th. Part-time courses in certain subjects 
have also been arranged, including diseases of the eye, 
diseases of the skin, the application of radiology to medi- 
cine in diagnosis and treatment, and clinical pathology. 
A limited number of clinical assistantships are offered in 
the medical, surgical, and special departments of the Man- 
chester Royal Infirmary, the Ancoats Hospital, and certain 
special hospitals for one, two, or three months, or longer. 


Courses ror Mepican GRapvATEs at Bristow. 

The University of Bristol provides courses of post- 
graduate study for practitioners. Details of set courses at 
the Royal Infirmary and General Hospital are announced 
Iccally. In addition, practitioners may become clinical 
assistants in medicine, surgery, or special subjects for 
periods of a month or more. 

Daily Post-Graduate Study.—For those who are able to 
devote several hours each day to hospital practice the 
university offers special facilities for post-graduate work. 
Qualified medical practitioners may be appointed as clinical 
assistants for a period of one or more months. They may 
act as assistants, if times permit, in more than one depart- 
ment and in any of the hospitals during their period of 
study. They will be entitled to the use of the clinical 
laboratories and medical library, and have the right to 
attend in all departments, including operations, post- 
graduate and ordinary clinical demonstrations, and post- 
mortem examinations. 

Post-Graduate Clinical Work.—Demonstration courses 
with weekly lectures are held during May, June, and July. 
All inguiries and applications for admission should be 
addressed to the Director of Post-Graduate Studies (Clinical 
Section), Pathological Department, University of Bristol, 
who can be seen on any day by appointment at the Patho- 
logical Department. 

Further information as to scholarships, curricula, and 
fees can be obtained from the Dean of the Faculty of 
Medicine, or the Registrar of the University, Bristol. 


NEWCASTLE-ON-TYNE. 
For the year 1928-29 the following post-graduate courses 
have been arranged by the College of Medicine, Newcastle- 
on-Tyne (University of Durham): 


1. General courses in clinical medicine, surgery, and Lee 
at the Reyal Victoria Infirmary, meeting once weekly for 
ten weeks. One course will be held from October to December, 
and one from April to June. 

2. Special courses of clinical instruction meeting once weekly for 
ten weeks in the following subjects: Gynaecology, diseases of the 
eye, diseases of the throat, nose, and ear, diseases of the skin, 
venereal diseases, neurology. 

Special courses in midwifery will be held at the Princess Mary 
Maternity Hospital. 
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3. An intensive course of fourteen days’ duration in the early 
part of the summer vacation, 1929. 


4. In addition to the regular post-graduate courses practitioners 
may attend the ordinary medical and surgical practice of the 
Royal Victoria Infirmary, and also at the Princess Mary Maternity 
Hospital, for specified periods. 


Eprnsurcu Courses. 

In connexion with the University and Royal Colleges 
post-graduate courses are arranged every year, from about 
the middle of July to about the middle of September, 
comprising: (a) A course in obstetrics and gynaecology, 
generally held from about the middle of July; (b) a general 
practitioners’ course; (c) a general surgical course. Courses 
(6) and (c) extended for four weeks from August 13th to 
September 18th. Similar courses are held each year. 

The course in obstetrics and gynaecology comprises 
instruction in clinical midwifery and clinical gynaecology, 
obstetrics and gynaecological pathology, child welfare and 
ante-natal clinics, ete. 

The general practitioners’ course includes lecture demon- 
strations, and, where possible, practical instruction on 
medical anatomy, medical sideroom work, examination of 
the blood, v-ray and electrical therapy, morbid anatomy, 
and post-mortem examination; clinical instruction in 
medicine, surgery, gynaecology, diseases of children, diseases 
of the skin, and infectious diseases; and special instruction 
in the diseases and methods of examination of the nervous, 
circulatory, respiratory, alimentary, and renal systems, 
and in diseases of the ductless glands. The general surgical 
cvurse includes lecture demonstrations on surgical anatomy, 
surgical pathology, and surgical a-ray diagnosis; clinical 
instruction in surgery at the Royal Infirmary and Royal 
Hospital for Sick Children; clinical instruction in venereal 
diseases; surgical out-patients, surgical and gynaecological 
operations and special instruction in abdominal and genito- 
urinary and other branches of surgery. 

A series of special lectures, open to all graduates, is 
delivered on subjects of general medical and surgical 
interest, including recent advances in treatment. Among 
the special courses also arranged are: examination of the 
bloed, vaccine therapy, clinical chemistry, diseases of the 
ear, nose, and throat, and venereal diseases. 

Particulars regarding the courses, dates of commencing, 
fees, etc., may be had on application to the Honorary 
Secretary, Post-Graduate Courses in Medicine, University 
New Buildings, Edinburgh. 


Post-GrapuaTtE Mepicat TEacHING IN Grascow. 

Organized post-graduate medical teaching is available in 
Glasgow under the auspices of the Post-Graduate Medical 
Association. This association is composed of‘ practically 
all the teaching institutions in Glasgow and the various 
teachers giving post-graduate instruction, and its business 
is managed by a board elected periodically by them. The 
chairman of the board is Principal Sir Donald MacAlister, 
Bt., and the vice-chairman Sir Hector C. Cameron. During 
the winter months special courses in various subjects are 
conducted, and from November till May there is a series 
of weekly demonstrations specially designed for local prac- 
titioners. A comprehensive scheme of clinical courses is 
carried out during the summer months, from June till 
October, and arrangements have also been made whereby a 
limited number of graduates may become attached to wards 
or out-patient departments nominally as clinical assistants 
for definite periods throughout the year. As such they 
work under the direct supervision of the physician 
or surgeon in charge, and carry out such detailed 
investigations as directed. 

A general medical and surgical course is now held each 
year during the last two weeks of August and the first two 
weeks of September, which is arranged to include most 
of the subjects of interest to the general practitioner. 
This year the course is being conducted from August 20th 
to September 15th. The forenoons are occupied with 
general medicine and surgical diagnosis and minor surgery 
in the Royal Infirmary and in the Victoria Infirmary. 
In the afternoons special subjects are dealt with in the 
special hospitals and in the special departments of the 
general hospitals, two subjects being considered most after- 


noons. On the four Saturday forenoons psychologica! medi- 
cine will be demonstrated at Duke Street Hospital and at 
Gartnavel Mental Hospital. 

Further information may be had on application te 


Dr. James Carslaw, Secretary, Post-Graduate Medical | 


Association, 9, Woodside Terrace, G:asgow, C.3. 


AvsTRALIAN AND New ZEALAND Mepicat ASSOCIATION. 

The Australian and New Zealand Medical Association 
gives information and advice to medical visitors from the 
Commonwealth and Dominions with regard especially to 
attendance at special clinics, post-graduate werk, and 
facilities for preparing for examinations such as_ the 


M.R.C.P., F.R.C.S. (England and Edinburgh), and the 


D.P.H., and also as to house appointments and clinical 
assistantships in London and the provinces. Information 
will also be given as to lodgings, sports, and social oppor- 
tunities. Two dinners are held annually. All medical 
graduates or undergraduates born in Australia or New 
Zealand and resident in or visiting England are eligible 
to become members. The fee is one payment of 5s. Further 
information can be obtained from the joint honorary 
secretaries, Mr. E. T. C. Milligan, F.R.C.S., and Mr. 
Philip J. Jory, F.R.C.S., 86, Harley Street, London, W.1. 


TROPICAL MEDICINE. 


TuereE are large and important schools of Tropical Medicine 
in London and Liverpool, and several universities and other 
examining bodies have instituted diplomas or degrees in the 
subject. The Colonial Office now expects all nominees for 
the Colonial Medical Service to pass through one or other 
of the two schools mentioned before their appointments 
are confirmed, and commercial firms engaged in tropical 
enterprise commonly demand from medical applicants for 
employment corresponding evidence of special knowledge. 
Information with regard to these schools and diplomas and 
degrees is given in the paragraphs printed below. Further 
particulars will be found in the Guide to Regulations, 
Courses, and Qualifications in Public Health and Tropicai 
Medicine and Hygiene, compiled by Dr. Andrew Balfour, 
Director of the London School of Hygiene and Tropical 
Medicine, and published by the British Medical Association 
(price 3s.). This useful handbook contains, among other 
matter, a list of the teaching centres and examining bodies, 
with the qualifications obtainable from them. The Univer- 
sity of London alone gives a degree (M.D.) in Tropical 
Medicine, and this, being an “‘ internal degree,’’ can only 
be taken by students who are medical graduates of that 
university. Diplomas in Tropical Medicine or Hygiene are 
granted by the universities of Cambridge, Edinburgh, and 
Liverpool, and by the Conjoint Board of the Royal College 
of Physicians of London and the Royal College of Surgeons 
of England. 
Diptomas DEGREES. 

Lonpon University.—Tropical medicine is one of the six 
branches in which the M.D. degree may be obtained. The 
regulations relating to the curriculum and examination 
correspond to those applying to the other branches. 


Tue Examrintne Boarp 1n Encianp.—This body grants a 
diploma in tropical medicine and hygiene to candidates after 
ap examination held in the months of February and July. 
Candidates must present evidence of having attended, 
subsequently to obtaining a registrable qualification in 
medicine, surgery, and midwifery, (1) practical instruction 
in pathology, protozoology, helminthology, entomology, 
bacteriology, and hygiene in relation to tropical medicine, 
in an institution recognized for this purpose, during not 
less than five months; (2) the clinical practice of a hospital 
recognized for the study of tropical diseases during not less 
than five months. These conditions may be modified in the 
case of candidates who have had practical experience in 
tropical countries. The fee for admission to the examina- 
tion is £9 9s. The Board also grants diplomas in public 
health, in psychological medicine, in ophthalmic medicine 
and surgery, and in laryngology and otology. Candidates 
must hold a medical qualification registrable in the United 
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Kingdom, or be graduates in medicine of a recognized 
Indian, Colonial, or foreign university. Particulars and 
conditions of admission to these examinations, fees, etc., 
‘may be obtained from the Secretary of the Examining 
Board, Examination Hall, Queen Square, London, W.C.1. 


University or Liverroot.—A diploma in_ tropical 
medicine is given by this university to students who have 
attended the courses provided by the Liverpool School 
of Tropical Medicine and have passed the examination held 
twice yearly by the university examiners. The subjects of 
examination are (a) tropical pathology and parasitology ; 
(b) entomology; (c) tropical medicine, including etiology, 
symptoms, diagnosis, and treatment of tropical diseases. 
Fee for the course, £21. A diploma in tropical hygiene 
(D.T.H.), open to the holders of the D.T.M., has recently 
been established. The subjects of examination are bacterio- 
logy, chemistry (including meteorelogy and climatology), 
parasitology and entomology, tropical sanitation (including 
sanitary engineering), practical sanitation, sanitary engi- 
neering, statistics. Fee for the course, £10 10s. Further 
information can be obtained from the Dean of the Faculty 
of Medicine, University of Liverpool. 


University or Campripge.—This university grants a 
diploma in tropical medicine and hygiene to any person 
whose name has been on the Medical Register for not less 
thaa a year provided that he passes the examinations of 
ihe university in this subject. Candidates for Part I are 
examined in the same subjects as candidates for Part | 
for the Diploma in Public Health. Before admission to 


Part Il, the subjects for which* are medicine, surgery, 


and hygiene in their relation to tropical diseases, candi- 
dates must have passed Part I. An examination for 


Part 1 is held in April and for Part Il in July. The fee 
for each part of the examination is 10 guineas. Applica- 


tion for further information should be made to Mr. J. E. 
Purvis, Public Health Chemical Laboratory, Medical School, 
Cambridge. 


University or for the Diploma 
in Tropical Medicine and Hygiene granted by the Univer- 
sity of Edinburgh must be graduates in medicine and 
surgery of that university, or hold corresponding regis- 
trable degrees or qualifications of some other licensing 
body. The course of instruction extends over two terms, 
aad may be taken either from October to March or from 
April to June and January to March. The examinations 
are written, oral, and practical, and are held at the end 
of the courses. Candidates are required on the first occa- 
sion of presenting themselves for examination to appear 
for all the subjects. Those who fail to pass the entire 
examination within a period of twelve months after first 
appearance are required to reappear for all the subjects. 
The university is included in the list of institutions whose 
courses of instruction in Tropical Medicine may be taken hy 
officers on appointment to the Colonial Medical Services or 
during study leave. Full particulars can be obtained 
from the Dean of the Faculty of Medicine, Edinburgh. 


SCHOOLS. 
Lonpon Scuoon or Hygiene anp Tropica MEDICINE 
(University or Lonpon). 
_ The wondon School of Hygiene and Tropical Medicine 
1s a school of the university in so far as its active depart- 
ments are concerned—namely, the Department of Bacterio- 
logy and Immunology, the Department of Epidemiology 
and Vital Statistics, and the Departments concerned .with 
the teaching of Tropical Medicine and Hygiene. An 
advanced course of study for the Dipioma in Bacteriology, 
mtended for a limited number of post-graduate students 
and lasting for one academic year, will commence on 
October 9th, 1928, and courses of instruction (minimum 
period three months) in the application of statistical 
methods to the problems of Epidemiology and Public 
Health Administration will also be given, commencing in 
October. The work which prior to August 1st, 1924, was 
carried on by the London School of ‘Tropical Medicine 
continues for the present in the building occupied by the 
Hospital for Tropical Diseases at Endsleigh Gardens, W.C.1, 
where the specially equipped laboratories, museum, library, 


TROPICAL MEDICINE. 
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and clinical facilities afford excellent opportunities to 
those who may be desirous of studying diseases incidental 
to tropical climates before entering the services or going 
abroad. In the wards of the Hospital for Tropica! Diseases 
are to be found cases such as may be met with in actual 
practice in the tropics. There are two courses in the 
year, each lasting twenty weeks, beginning October Ist, 
1928, and March 11th, 1929, respectively. The course is 
so arranged as to equip men for the D.T.M. and H. of the 
Conjoint Board. There are advanced courses in the 
several subjects, and a special course in parasitology for 
D.P.H. students and for the first part of the D.T.M. and 
H.Camb. Clinical instruction is also provided for the 
second part of the D.T.M. and H.Camb. Tropical medi- 
cine is a sixth alternative subject for the M.D. of the 
University of London, and the school curriculum is adapted 
to afford facilities for candidates desirous of taking the 
M.D. in this subject. The course in Tropical Hygiene may 
be taken separately, if desired. Research studentships and 
scholarships are available. The new building in which the 
school will be housed is approaching completion, and the 
formal opening and the commencement of the new courses 
of study—in particular, that for the D.P.H.—will probably 
be in the summer or autumn of next year. Further 
information may be obtained from the Secretary, London 
School of Hygiene and Tropical Medicine, Malet Street, 
London, W.C.1. 


THE UNIveRsity or EpInsuRGH. 

A course of instruction for the diploma comprising a 
primary and a second course is given during the autumn 
and spring terms (October to March), and includes tropical 
hygiene, bacteriology, entomology, and _ parasitology, 
diseases of tropical climates (systematic and clinical), 
tuberculosis, and venereal diseases. The primary course 
alone is also given during the summer term, Apyil to June. 
The university is included in the list of institutions whose 
courses of instruction in tropical medicine may be taken 
by officers on appointment to the Colonial Medical Services 
or during study leave. Full particulars can be obtained 
from the Dean of the Faculty of Medicine. 


Lrverpoot Scnoot or Tropica, MEDICINE. 

This school is affiliated with the University of Liverpool. 
The university now grants diplomas in tropical medicine 
(D.T.M.) and in tropical hygiene (D.T.H.). 

Two full courses of instruction, each lasting about eleven 
weeks, are given every year for the D.T.M., commencing 
respectively October Ist (autumn term) and January 7th 
(Lent term); and two courses for the D.T.H., beginning en 
January 7th and April 22nd (summer term). The D.T.H. 
can only be taken by those who have obtained the D.T.M. 
Students who do not desire to take the diploma examina- 
tions held by the university at the end of each term are 
given a certificate if attendance has been satisfactory. 

Fcecs.—(1) For the D.T.M. course, 20 guineas; for the D.T.H. 
course, 10 guineas. (2) For the diploma examinations, 5 guineas. 
An extra charge of one guinea is made for the use of a microscope 
if required. 

The new laboratories of the school adjoin the university 
and the tropical ward of the Royal Infirmary. The dimen- 
sions of the building are 162 feet in maximum length by 
84 feet in width. In addition to the basement, in which 
are accommodated the photographic department and large 
storage rooms, there are four floors. The ground floor has: 
(1) lecture theatre, with accommodation for about seventy 
students; (2) library; (3) a spacious museum with pre- 
paration room adjoining. The first floor has twelve rooms, 
in which are housed the Departments of Tropical Medicine 
and Entomology. The second floor has the main class 
laboratory, 69 feet by 58 feet, excellently lighted; and 
three other rooms, devoted to the Department of Parasito- 
logy. The third floor has a large research laboratory and 
» research rooms. On the roof is an insectorium, a 
mosquito-proof house, and other accommodation. 

Since its foundation the school has dispatched to the 
tropics thirty-two scientific expeditions, many of the 
workers having been taken from among its students. The 
work done by the staff has been published in twenty-one 
special memoirs—in the Annals of Tropical Medicine and 
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Parasitology, issued by the school, and in numerous articles 
in the scientific press. 

The school has also two laboratories in the tropics: the 
Manaos Research Laboratory in Brazil; and the Sir Alfred 
Lewis Jones Tropical Laboratory in Sierra Leone, which 
was opened on January 10th, 1922, and is staffed by the 
school. Further information may be obtained from the 
Honorary Dean, School of Tropical Medicine, Pembroke 
Place, Liverpool. 


PSYCHOLOGICAL MEDICINE. 


Ir carrot he impressed too strongly upon the medical 
str'ent that a knowledge of mental disorder is just as 
essential as a knowledge of the other forms of disease which 
he will be called upon to treat in the routine of general 
practice. It must be understood that by the term ‘‘ mental 
disorder ’’ is not only meant those severe forms which are 
to be found in mental hospitals, but the term also includes 
mental defectives of all grades, nervous, difficult, and back- 
ward children; the mild and often unrecognized psychoses ; 
and also the various types of psychoneurosis. Such dis- 
orders provide the general practitioner with a large pro- 
portion of his most difficult cases, and he will find a good 
knowledge of mental disorder invaluable in his work. Apart 
from general practice, the student who proposes to take 
up a career in the prison service or, still more importantly, 
the school medical service, will find a knowledge of psycho- 
logical medicine an almost essential part of his equipment. 


Instruction. 
‘It is more than a little surprising that despite the 
greatly increased interest in psychology that has developed 
in recent years, especially in the decade since the war, 


‘no corresponding change is evident in the curriculum laid 


down for the psychiatric training of medica] students in 
this country.’”! 

Though at the present time the instruction given to the 
student is far from adequate to supply the knowledge of 
mental disorder requisite for the needs of the general 
practitioner, the facilities for the study of psychological 
medicine in the general hospitals are now much greater 
than in former years. Thus many of the teaching hospitals 
have out-patient departments for the treatment of mental 
cases, and in some of these hospitals special lectures are 
given on psychopathology. These facilities need not be 
utilized by the student, however, and (as indicated in the 
passage quoted above) the compulsory part of the curriculum 
is confined to forma] lectures and a few attendances at 
some mental hospital. Here the student is apt to see 
mainly the terminal states of mental disease, and he is 
also apt to gain the impression that mental disorder is 
necessarily related to segregation and custody. We would 
therefore impress upon him the importance of attending the 
out-patient department for mental disorders, where he will 
be able te observe the mild and early cases such as he will 
hereafter meet with in general practice. 

A scheme is now in actual operation at the Middlesex 
Hospital in which a small number of mental cases are 
treated in the hospital as in-patients. This is an im- 
portant move from the teaching point of view, because the 
student will gain true insight into the relation between 
mental disorder and medicine as a whole, and he will 
realize that it is a form of illness to be studied with other 
diseases and to be treated along similar lines. 

In London post-graduate courses of instruction pf a 
comprehensive kind are given at the Maudsley Hospital 
and at Bethlem Hospital; and at the National Hospital 
Queen Square, courses are arranged to meet the require. 
ments for the diploma in psychological medicine in regard 
to nervous diseases. Courses in mental] deficiency are 
arranged by the University of London. There are also 
post-graduate courses at the Universities of Glascow 
Cambridge, Edinburgh, Birmingham, Leeds, Manchester, 
Durham, and elsewhere. : 


'1The Teaching of Psychological Medicine. Journal of Neurology d 
Psychopathology, July, 1928, vol. ix, No. 33. Published quarterly , 4 “the 
British Medical Association. 


Diplomas. 

Those who are taking up psychiatry as a career will find 
it desirable to obtain a diploma in psychological medicine, 
Such a diploma is not at present compulsory for a per- 
manent position on the staff of all mental hospitals, but it 
will probably become so in course of time, just as it is now 
essential to obtain the D.P.H. if a career in public health 
is contemplated. Psychiatry is one of the branches of 
medicine which candidates for the M.D. degree of the 
Universities of London and Edinburgh can take up, and, 
in addition, diplomas in psychological medicine (D.P.M.), 
to which reference has been made, can be obtained from 
the Universities of Cambridge, London, Edinburgh, Durham, 
Leeds, Manchester, Dublin, and the National University 
of Ireland, and from the Conjoint Board in England. The 
Royal Medico-Psychological Association of Great Britain 
and Ireland also grants certificates of proficiency after 
examination, and encourages the study of psychiatry by 
the offer of prizes for original and research work. 

The requirements for a diploma differ to some extent in 
the various universities and colleges, but the following 
model scheme suggested by the Royal Medico-Psychological 
Association, and already adopted by the Royal College of 
Physicians of Ireland, will give an indication of the scope 
of the examination for a diploma. 


Model Scheme for a Diploma in Psychological Medicine. 
Ahn The candidate must be already a registered medical practi- 
ioner. 

2. The candidate may present himself for examination on the 
subjects detailed under Part I of the curriculum (see para. 4) 
immediately he has concluded the prescribed courses of instruction, 
or can produce such other tvidence of diligent study of the subjects 


_to be’examined upon as may he demanded. Part I must be passed 


save by special permission at least three months prior to entering 
for examination on Part IT of the curriculum. 

3. The candidate may not present himself for examination on 
the subjects detailed under Part II of the curriculum (see para. 4) 
until he has been a registered medical practitioner for not_ legs 
than two years. He must, subsequently to qualification, have 


-been in the practice of an approved mental — for not less 


than two years, or have attended for six months at a hospital, 
mental or general, for clinical instruction in psychological medi- 
cine, and subsequently held a resident appointment at an approved 
mental institution or mental wards of a general hospital for not 
less than six months. In both cases he must produce a certificate 
from a recognized source that he can apply his .theoretical know- 
ledge, and has practical acquaintance with, and is well and 
adequately versed in, the current clinical methods of examination 
and treatment of nervous and mental disorders. In the case of 
mental deficiency the certificate should include a practical know 
ledge of the various intelligence tests and other methods of ascer 
taining the degree of mental defect. He must also produce 
evidence of having attended, subsequently to qualification, courses 
of lectures, demonstrations or other evidence of diligent study of 
the subjects upon which he presents himself for Part II of the 
examination, as may be demanded. 

4. Curriculum : Part I—(a) Anatomy, histology and physiology of 
the nervous system, including the autonomic system, anatomy @ 
physiology of the endocrine glands, chemistry and cytology of the 
cerebro-spinal fluid. (4) systematic and experimental. 
Part II—(a) Morbid anatomy, histology and pathology of. the 
systems mentioned under Part I, (a) post-mortem and laboratory 
technique; (4) neurology and clinical neurology; (¢c) psychiatry 
(including the psychoneuroses), clinical psychiatry and the medico- 
legal relationships of mental disorders and mental deficiency. In 
addition, the candidate for Part II will need to show special 
knowledge of any one subject, to be selected by him from the 
subjects comprising Part or Part II, or may choose to be 
examined in any one of the following subjects: (d) Mental 
deficiency and the mental disorders of childhood and adolescence, 
and the duties of school medical officers in relation thereto. 
(ec) Bacteriology as applied to mental and nervous disease. 
(f) Psychopathology and psychotherapy. The principles 
of diet, vitamins, and basal metabolism, and their application. 
(h) Eugenics and vitai statistics. (#) Criminology and the juris 
prudence of criminal responsibility. 

5. The diploma, by request, may be endorsed that special know- 
ledge has been shown in the subject selected. 

6. It is suggested that any compulsory attendance at lectures 
or demonstrations and clinical courses should be limited to_the 
subjects detailed for Part IT, and that the course for Part I oF 
Part II should not exceed eight weeks. 


Mental Hospital Appointments. 
Those who take up psychiatry as a career work as medical 
officers of public or private mental hospitals or similat 
institutions. Except in the larger institutions, such as 


those under the control of the London County Council, 
where a number of the medical officers are allowed to live 
out if married, the medical staff are resident officers, 
having board, lodging, etc., either in the hospital itself 
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or a residence in the grounds. Junior assistant medical 
officers receive about £300 to £400 per annum, and senior 
assistant medical officers about £500 to £700, in both cases 
with board, lodging, laundry, ete., in addition; if married, 
the board, ete., is commuted for cash. As the mental 
hospitals are under local control the salaries vary much in 
different asylums. Medical superintendents, whose pay 
commonly ranges between £800 and £1,500 per annum, 
are provided with a house in the grounds of the hospital 
and draw various allowances. 

Since the passing of the Asylum Officers’ Superannuation 
Act of 1909, all officers and others of the established staff 
of a public (county or borough asylum) mental hospital may 
retire at the age of 55 on a pension varying from one-half 
to two-thirds of the value of their pay and emoluments, 


or one-fiftieth for every year served, paying as contribution 


3 per cent. of the value of their appointments annually. 
This very favourable prospect may not appeal to junior 
practitioners joining the services, but will eventually prove 
to be a valuable asset. 


Prospects in the Public Service. 

Appointments to the public mental hospitals are made hy 
the visiting committees, and in most cases oniy the junior 
posts are open to these who have not had previous expe- 
rience in psychiatry. Since the public mental hospital 
service is a local and, except indirectly, not an imperial 
one, the promotion tends to be slow and uncertain, and the 
higher positions are not always advertised and thus thrown 
open to competition. For this and other reasons mental 
hospital work has undoubtedly not been in favour with 
newly qualified men in years past, but the general con- 
ditions of service have tended to show a progressive im- 
provement and will in all probability continue to do so in 
the future. 

Both the British Medical Association and the Royal 
Medico-Psychologieal Association are working separately 
and together to improve present conditions of service, and 
have, for example, already removed the ‘ celibacy ”’ 
objection to the service. The salaries have also been con- 
siderably increased, especially in the junior ranks, and 
contrast favourably with those which were paid before ihe 
war. During the last few years considerable progress 
has been made in the conditions under which the insane 
are treated. The mental hospitals are developing an atmo- 
sphere approximating more closely te that of the general 
hospitals. As a result of these developments the mental 
hospital service is becoming more attractive, and now 
affords greater opportunities for the medical graduate who 
proposes to specialize in psychiatry. 

While routine, administrative, and clerical work bulk 
largely in mental hospital duties, as they do in other 
public medical services, there is ample material, time, 
and scope for purely medical work and research—difficult 
as the subject may be—in psychiatry as one of the branches 
of medicine open to young graduates. Most mental hos- 
pitals are now equipped with efficient clinical laboratories ; 
moreover, those who wish to undertake research are afforded 
every opportunity of doing so in the pathological depart- 
ment of the Maudsley Hospital and also in various other 
centres in England and Scotland. A change in the lacy 
law, in which power was given to local authorities to 
make provision for the treatment of early and acute 
cases of mental disorder without certification, would do 
much to make psychiatric work more attractive to medical 
men. If this alteration in the law were made, hospitals, 
either in the precincts or the grounds of the county er 
borough mental hospitals, or in adjacent towns, would be 
erected in the course of time, or wards in general hospitals 
might be utilized for the same purpose. Such clinics 
would render appointments in mental hospitals more attrac- 
tive because the work would be entirely free from the 
custodial aspects of mental disorder, and attention could 

> given by the physician to purely medical problems 
without irksome legal restrictions. 


Mavupstey Hosprrar, Denmark 
A course of instruction for the Diploma in Psychological 
Medicine is given annually at the Maudsley Hospital from 
January to May inclusive; the details of the last course 
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being as follows: The course consisted of two parts. dn the 
first part lectures on the anatomy of the nervous system 
were given by Professor Elliot Smith, with practical in- 
struction by Mr..C. Geary. A course of lectures on the 
physiology of the nervous system, with demonstrations in 
physiological psychology, was given by Dr. F. Golla, a series 
of lectures and demonstrations on the biochemical aspects 
of mental disorders, and laboratory methods, by Captain 
S. A. Mann, and on theoretical and practical psychology 
by Dr. Henry Devine. For the second part of the course 
lectures on morbid psychology and psychiatry were given 
by Dr. Mapother, on the neuroses by Dr. Bernard Hart, on 
therapeutics by Dr. Petrie, on general pathology by Dr. 


Golla and Mr. C. Geary, and on pathological chemistry by. 


Captain Mann. Dr. Bond lectured on the legal relat.on- 
ships of insanity, Dr. Shrubsall on mental deficiency, and 
Dr. East on criminal insanity. Dr. Golla and Dr. Walshe 
gave instruction on clinical neurology, and Mr. Foster 
Moore on eye changes as applied to psychiatry. The fee 
for the whole course (Part I and Part Il) was 15 guineas, 
or for either part separately 10 guineas; for one sing!e 
series of lectures in Part | the fee was 4 guineas, and in 
Part Il 2 guineas. Inquiries as to lectures, etc., should 
be addressed to the Director of the Central Pathological 
Laboratory, Maudsley Hospital, Denmark Hill, S.E.5, 


Royat Hosprrat. 

A course will be held at Bethlem Royal Hospital, com- 
mencing on September 24th, of lectures and practical in- 
struction for the Diploma in Psychological Medicine. It is 
proposed in future to give two courses each year—an 
autumn session of intensive character, commencing in 
September, and completed in early December, and a spring 
session, commencing in the middle of January and com- 
pleted in the middle of April. Each course consists of 
two parts: Part A includes lectures and demonstrations 
on the anatomy, histology, and physiology of the nervous 
system, with lectures on psychology and demonstrations in 
experimental psychology; Part B comprises lectures and 
clinical demonstrations in psychology, including lectures 
and demonstrations in the morbid anatomy of the nervous 
system, a series of lectures, with clinical demonstrations, 
on different branches of psychological medicine, and 
lectures, with clinical demonstrations, on mental deficiency. 
Entrants for the course who pay a composition fee of 
15 guineas may, if due notice is given, attend either Part 
A or Part B of one course and postpone the other part until 
the next session. An entrant who wishes to attend one 
part only pays a fee of 10 guineas. An entrant who takes 
the complete course can attend the general clinical 
practice of the hospital on payment of 5 guineas for 
six months, or 10 guineas for one year, but an entrent 
who does not take either part of the course and desires 
to attend the clinical practice of the hospital must pay a 
fee of 5 guineas for each three months of attendance. 
To enable post-graduates to obtain special experience in 
this branch of medicine clinical assistants are appointed 
from time to time. Further particulars may be obtained 
from Physician-superintendent, Bethlem Roval 
Hospital, S.K.1. 


Natrona, Hosprrat, Quren Square. 

Post-graduate courses which fulfil the requirements of 
the regulations for the Diploma in Psychological Medicine 
in regard to instruction in nervous diseases, are held at the 
National Hospital, Queen Square, Bloomsbury, W.C.1, 
thrice annually, usually during February to March, May 
to June, and October to November. Lectures on the 
pathology of the nervous system and various clinical lev- 
tures are delivered and demonstrations are given. Ont- 
patient clinics are held at the hospital on the afternoons 
of Mondays, Tuesdays, Thursdays, and Fridays. An in- 
clusive fee of 9 guineas is charged for the whole course, 
but any part of the course can be taken separately at a 
special fee. A special arrangement is made for those 
unable to attend the whole course, and for details applica- 
tions should be made to the dean of the medical school. 
Fees are payable to the secretary of the hospital on 
entering for the course. 
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Tavistock Square ror Frncrionan Nervous 
DisorveERs. 

Courses in the theory and practice of modern psycho- 
therapy are held at this clinic about twice a year. Each 
course lasts a fortnight, and consists of about twenty 
lectures and ten seminars. These courses are intended for 
general practitioners interested in the subject and as an 
introduction for those who mean to specialize. They are 
open to senior students of medicine as well as to graduates. 
The subjects dealt with include the various schools of 
analytical psychology, treatment by persuasion and sugges- 
tion, differential diagnosis, and physical factors. Syllabus 
and particulars of dates and fees may be obtained from 
the Honorary Lecture Secretary at 51, Tavistock Square, 
London, W.C.1. Clinical assistantships are from time to 
time available for graduates who have attended such a 
course. The director of the clinic is Dr. H. Crichton 
Miller, the deputy director Dr. J. R. Rees, and there is 
a children’s department under the directorship of Dr. 
W. A. Potts. 


THE PUBLIC HEALTH MEDICAL 
SERVICES. 


Tue central authority to secure the adoption, effective 
carrying out, and co-ordination of measures conducive to 
the health of the people, and to promote research work and 
the proper training of persons for health services, is the 
Ministry of Health. 

For the purpose of local public health administration the 
whole of England and Wales is divided into counties, county 
boroughs, boroughs, and urban and rural sanitary districts. 
The administrative County of London, exclusive of the 
City of London, is divided into twenty-eight metropolitan 
boroughs. 

The public health medical services for Great Britain 
embrace between three and four thousand medical men 
and women who give whole-time services, and, in addition, 
a large number who give part-time services. The medical 
officers appointed for these services may he either medical 
officers of the Ministry of Health for England or of the 
corresponding Boards of Health for Scotland and Wales; or 
—and these form the large majority—they may be medical 
officers appointed by the many local public health autho- 
rities. These latter appointments include: medical officers 
of health, tuberculosis medical officers, maternity and 
child welfare medical officers, venereal diseases medical 
officers, and school medical officers—who must be regarded 
as working in the health interests of the school child. 
By the larger public health authorities assistant medical 
officers are also appointed, and these posts often serve as 
stepping-stones to the higher offices as vacancies, which 
are required to be advertised, occur. 


Tue Mepicat Services or THE CentRAt AUTHORITY. 

The Medical Department of the Ministry of Health for 
England has been organized under the control of a chief 
medical officer. It contains six sections, with a senior 
medical officer at the head of each, and about fifty medical 
officers. The sections deal with: general health and 
epidemiology, maternity and child welfare, tuberculosis 
and venereal diseases, the supervision of food supplies, and 
sanitary administration in relation to infectious diseases. 
There is, im addition, a section concerned with insurance 
practitioners. Appointments to these posts are not as a 
rule open to public competition; they are made by the 
Minister of Health. They are civil service appointments, 
and come under the civil service superannuation scheme. 
Medical officers are also employed by the corresponding 
Boards of Health for Scotland and Wales. 


Mepricat Orricers or Hearn. 

The duties of the medical officer of health is to inform 
himself upon all influences affecting, or threatening to 
affect, injuriously the public health within his district; to 
advise his sanitary authority upon all matters relating to 
health; and to perform all the duties imposed upon him by 
statutes, by-laws, and regulations. He must prepare and 
submit to his local authority special and annual reports; 


give immediate information to the Ministry of Health of 
any serious outbreak of disease; and, subject to the 
instruction of his sanitary authority, he shall direct or 
superintend the work of sanitary inspection. 

By the Sanitary Officers Order, 1926, no person is quali- 
fied to be hereafter appointed or reappointed as a medical 
officer of health of any district or combination of districts 
unless, in addition to the qualifications prescribed by any 
statute, he is also either registered in the Medical Register 
as the holder of a Diploma in Public Health, Sanitary 
Science, or State Medicine, or has had not;less than three 
years’ previous experience of the duties of a medical officer 
of health. 

The Public Health (Officers) Act, 1921, which was pro- 
moted by the British Medical Association, provides that a 
whole-time medical officer of health of a county borough or 
urban and rural district in England and Wales, a part of 
whose salary is contributed by the Exchequer, shall not be 
appointed for a limited period, and shall not be removed 
from his office except by or with the consent of the Minister 
of Health. A similar security of tenure also applies to the 
medical officers of health of county councils and of London 
boroughs. 

Under the Sanitary Officers Order, 1926, a medical officer 
of health who does not devote his whole time to the duties 
of his office, but a portion of whose salary is obtained from 
Exchequer grant, may be appointed without limit of time; 
in which case he cannot be removed from office without 
the consent of the Minister. If he is appointed for a 
specified term, say one year, he continues to hold office 
from year to year unless the Minister consents to his 
removal. Where the electing body pays the whole of the 


salary of a medical officer of health he may be dismissed ~ 


from office without reference to the Minister of Health. 

A considerable number of authorities have now adopted 

the Local Government and Other Officers Superannuation 
Act, 1922. Under this Act if an officer is incapacitated by 
ill health after ten years of service, or if he has reached 
65 years of age, he is entitled to superannuation on the 
following scale: after ten years’ service, 10/60 of the 
average salary which he received during the last five years 
of employment; after eleven years, 11/60, and so on up 
to a maximum of 40/60 after forty years or more of 
service. This Act, however, remains permissive, and it 
fails to make due allowance, in computing seivice for 
purposes of superannuation, for the more advanced age, 
as compared with other officers, at which the medical officer 
of health can enter the public service. In these two 
respects the position reached falls short of that for which 
the British Medical Association has been working for many 
years. 
“In Scotland the position is different in some respects. 
The central authority is the Board of Health, with a staff 
of medical officers for insurance work. Under the Public 
Health (Scotland) Act, 1897, no one can be appointed as 
medical officer of health for amy area unless he possesses 
the Diploma in Public Health. No medical officer can be 
removed from office except with the sanction of the Board 
of Health. A “ proper ’”’ salary must be paid, and the local 
authority may not bring about the resignation of the officer 
by indirect means, such as reducing the salary or attaching 
conditions to the appointment. The Act says nothing 
about superannuation or the age of retirement. 


Scuoot Meprcat Orricrrs. 

School medical officers are appointed by local education 
authorities. Primarily their duty is to detect among the 
children attending the public elementary schools any 
physical or mental defect which may retard education, and 
to inform their parents of its existence. Most approved 
schemes of medical inspection include arrangements which 
facilitate the task of parents in obtaining for their children 
the necessary treatment, check the results of this treat 
ment, and keep each defective child under skilled observation 


both at home and at school until it has passed altogether 


out of the education authorities’ hands. Indeed, it i# 
now the practice for the education authorities themselves 
to provide for certain ameliorative work, notably the 
prescription of glasses where necessary, dental treatment, 
the removal of adenoids and tonsils, and treatment m™ 
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wnnexion with certain diseases of the skin, and some 
hysical and mental defects. The general object of all 
hemes alike is to make the inspection imposed by law 
pf benefit, not merely to the individual child, but to the 
mmunity at large, by preventing the development of 
pnditions which lead to the existence of a large proportion 
bf inefficient citizens among the adult population. The 
ork is so related to that of medical officers of health that, 
s a rule, the senior school medical officer fills both 
ppointments, his work, when necessary, being supplemented 
by that of whole- or part-time assistants. A Diploma in 
Public Health is almost always required of those entering 
he school medical service. 

In Scotland, while the statutory authority for the work 


ff the school medical service is different, the scheme of 


ork is broadly the same, 


Tusercutosts Mepican Orricrrs. 
A tuberculosis medical officer is a whole-time officer with 
pecial training and experience in tuberculosis work, and 
pf a suitable age and attainments to command general 
onfidence. In England and Wales such officers are 
ppointed by county councils and county borough councils, 
nd their duties are to carry out the work of diagnosis 
f tuberculosis, to advise as to treatment, and to take 
harge of the work of tuberculosis dispensaries and sana- 
oriums where these are in operation. The work under 
uberculosis schemes is co-ordinated with the general public 
pealth work of local authorities, and so the medical officer 
f health is often appointed as the chief tuberculosis otticer 
rhen a special tuberculosis officer is on the staff of the local 
uthority. The arrangements in Scotland are very similar. 


Marernity WELFARE Mepicar OFFicrrs. 
Any public health local authority, however small, may 
make arrangements for maternity and child welfare work 
thin its area, although very generally the smaller local 
uthorities are embraced in county council schemes. For 
he schemes of the smaller local authorities the services of 
part-time medical officer are obtained when the medical 


fieer of health does not himself undertake the duties: but - 


or the larger schemes special whole-time appointments are 
nade. The maternity and child welfare medical officer is 
esponsible for the work at the centres provided and for 
necting the home visitations; and the whole of this work 
closely co-ordinated with the other branches of public 
ealtth work directed by the medical officer of health. 
Much of this work was commenced in different parts of 
he country by voluntary organizations; some of it. still 
mains in their hands, and is only loosely linked up with 
he public health local authority; but the tendency is for 
he whole of it to be undertaken by the local authorities. 
large number of women medical officers have been 
pponted to these posts during recent years, 


VENEREAL DIskAsEs. 

Schemes for the diagnosis and treatment of venereal 
eases are provided and administered by county councils 
nd county borough councils. In some cases the officer is 
N the whole-time public health staff, and in others he 
pa part-time official. Special knowledge and_ practical 
‘erence in the treatment of venereal diseases are 
“ential. The officer appointed for either whole-time 
T part-time service works at one or more clinics, and also 
pYés Instructions and assistance in the treatment of 
ftereal diseases to general practitioners, who are allowed 
battend the clinics, 


’ REMUNERATION FOR SERVICEs. 

In order to ensure that public health authorities may 
“an skilled and highly trained medical officers, it is 
sential that such officers should receive salaries com- 
“strate with their attainments, bearing a reasonable 
tionship to the time and money expended in fitting 
m for their important and responsible duties, and com- 
sing well with the income which might be secured in 
“r lines of medical work. With this end in view the 
“ciation and the Society of Medical Officers of Health, 
‘November, 1918, commenced the preparation of a scale 
minimum commencing salaries for whole-time public 
ulth medical officers, 


The scale, which was put into operation in 1925, has the 
approval of the Ministry of Health, and is now applied to 
England and in Northern Ireland and in Scotland (with 


modifications). The salaries laid down in this scale are 


briefly as follows: 


Resident Medical Officers at hospitals, sanatoriums, etc., with- — 


out responsibility for the work of other medical officers; £350 a 
year, plus emoluments. 

Medical Officers employed in departments, working under a 
senior medical officer and without responsibility for the work of 
other medical officers : £600 a year. 

Senior Medical Officers (not medical officers of health) in charge 
of services or departments: £750 to £1,100, according to respon- 
sibility and scope of department. 

Deputy or Chief Assistant Medical Officers (hospitals, sana- 
toriums, etc.): A salary equal to 60 per cent. of the salary of 
the medical superintendent or senior medical officer in charge. 

Medical Officers of Health: The salaries are graded according 
to population from £800 to £1,800 


During the three years this scale has been in operation | 


it has been adopted in respect of a steadily increasing 
number of appointments made. During the last twelve 
months it has been adopted in respect of 87 per cent. of the 
whole-time public health appointments which have been 
filled. 


For the right class of practitioners with leanings in the ~ 


direction of public health work the service offers a success- 
ful career, but it must always be remembered that there 
are comparatively few posts which carry the higher salaries. 


Tne ReeuLaTions ror THE Diproma Pusiic 
The Examination. 

By the Regulations or Rules of the General Medical 
Council, which came into force on January Ist, 1924, the 
examination for the D.P.H. is divided into two parts, and 
no candidate is allowed to sit for the final part of the 
examination until two years have elapsed since a regis- 
trable qualification was obtained. The object of this two 
years’ interval is ‘ to provide opportunity for candidates 
for the Diploma or Degree in Sanitary Science, Public 
Health, or State Medicine to pass from the state of 
pupilage to that of responsible practitioners, to give mature 
consideration to the obligations and duties involved in the 
work of the Public Health Service, and to acquire direct 
experience of medical work in a responsible capacity either 
in practice or in hospital or laboratory appointments.” 

The examination is both written and oral, and must 
include practical examination in bacteriology and chemistry 
(Part 1) and in infectious diseases, food inspection, 
inspection of premises, dwellings, factories, workshops, 
schools, ete. (Part LI). 

Any candidate from the Dominions who possesses qualifi- 
cations registrable in this country is eligible as a candidate 
for the examination, given that he has received such a 
course of training as that defined by the Regulations, at 
an institution which is approved by the General Medical 
Council. 


The Curriculum for the Diploma in Public Health, 

The curriculum must extend over a period of twelve 
months; and a candidate is admitted to either part of the 
examination after he has completed the prescribed courses 
of instruction in the subjects thereof. At least five mouths 
must be given to practical laboratory instruction in an 
institution approved by the licensing body, in the subjects: 

(1) Bacteriology and parasitology, including entomology, espe- 
cially in relation to diseases of man and to those diseases trans- 
missible to man from the lower animals (180 hours of such 


instruction is required). 
“(2) Chemistry and physics in relation to public health (90 hours 


of such instruction is required). ; ; 
(3) Meteorology and climatology (10 hours of such instruction 


is required). ( 
. Therefore at least 280 hours of practical instruction, 
extending over a period of at least five months, is 
demanded before a candidate is eligible for Part I of the 
examination. 

For a candidate to become eligible for Part IL of the 
examination he must first receive instruction in: 


(1) Principles of public health and sanitation (for approximately 
). 
ey = and vital statistics (approximately 20 hours). 
(3) Sanitary law and administration, including public medical 
sroximately 20 hours). 
es construction and planning (approximately 10 hours). 
(5) Every candidate must also heve made thirty attendances, 
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not less than two hours in each week of a three-months period, 
at the clinical practice of a recognized hospital for infectious 
diseases; and he must have received instruction in methods of 
adminisiration. 

(6) Every candidate must produce evidence that he has, during 
a period of not less than six months, been a in acquiring 
a practical knowledge of the duties, routine and special, of public 
health adminisivation under the supervision of a medical officer of 
health, who shall certify that the candidate has received, from 
this officer or other competent medical officer, during not less than 
three hours on each of sixty working days, practical instruction 
in these duties, and those relating to: 

(a) Maternity and child welfare service ; 

(6) Health service for children of school age; 

(c) Verereal diseases service ; 

(d) Tuberculosis service ; 

(c) Industrial hygiene ; 

(f) Inspection and control of food, including meat and milk. 

Certificates of having received the prescribed instruction 
in public health administration must be given by a medical 
officer of health who devotes his whole time to public health 
work; or by the medical officer of health of a sanitary area 
having a population of not less than 50,000; or in Ireland 
by the medical superintendent officer of health of a county 
or county borough having a population of not Jess than 


50,000. 


TRAINING AND ExamisinG Centres For Pusiic 

QUALIFICATIONS. 

Degrees in Sanitary Science are conferred, in England, 
by the Universities of London, Durham, Liverpool, and 
Birmingham; in Scotland, by the Universities of Glasgow 
and Edinburgh; and in Ireland, by the University Colleges 
of Dublin and Cork. In most cases these degrees are 
conferred only upon medical graduates of the universities 
granting them. 

Whereas for the Diploma of Public Health the require- 
ments of the General Medical Council ave strictly con- 
formed to, these requirements are extended, as a rule, as 
to both the period and the scope of special studies 
demanded, before Degrees in Sanitary Science are granted. 

Almost all the universities of Great Britain and Ireland 
grant a D.P.H. and provide for the necessary training. 
The English and Scottish Conjoint Boards and the Irish 
Colleges also grant these diplomas. 

In London at the present time there are fewer training 
centres for the D.P.H. than formerly; but candidates who 
desire to train in London can do so at University College 
and the Royal Institute of Public Health; and also at the 
Medical Schools of St. George’s and Middlesex Hospitals 
when a sufficient number of candidates apply for the 
training. ‘It is expected that by October of next year all 
the post-graduate teaching and training in public health, 
iit London, will be provided at one centre only—the London 
School of Hygiene and Tropical Medicine, which is in 
process of erection. 

‘The Royal Naval Medical College and the Royal Army 
Medicai College provide courses of training to the medical 
officers of these two services. 

Degiees and Diplomas in Public Health are registrable 
qualifications, but not so those in Tropical Medicine and 
Hygiene. 


QvaLirications Tropica Mepicine HyGrene. 

The University of London grants a degree (M.D. in 
Tropical Medicine) to their medical graduates, and the 
course of training required must extend over at ieast one 
academic year. 

Diplomas in Tropical Medicine and Hygiene are granted, 
in England, by the Universities of Cambridge and Liver- 
pool, and by the English Conjoint Board; and, in Scotland, 
by the University of Edinburgh. Among the institutions 
which provide qualifying courses are the London School 
of Hygiene and Tropical Medicine, the Liverpool School of 
Tropical Medicine, and the Royal Army Medical College. 
In the last-mentioned institution the training provided is 
restricted to army medical officers. The training period 
for these diplomas is about six months. Graduates of 
medicine and surgery of recognized universities whose 
degrees are not registrable in this country may enter for 
the examination of the English Conjoint Board, and the 
conditions of study may be modified on the grounds of 
previous work in the tropics or of original investigations 
undertaken, 


The Colonial Office has decreed recently that the holde 
of a D.T.M. and H., or of a D.T.H., is eligible fo 
appointment as a medical officer of health in places and 
districts other than those with large populations. In the 
latter cases a D.P.H. is required. 

Those wishing for the details of syllabus of study, fees, 
date of commencement of the training courses, and the 
dates of examinations, etc.,of any particular training courp 
or examining body, will find these fully and clearly set ont, 
with notes and comments, in the Guide to the Regulations, 
Courses and Examinations for Qualifications in Public 
Health and Tropical Medicine and Hygiene in Great 
Britain and Ireland, which has been prepared recently by 
Dr. Andrew Balfour, C.B., C.M.G., D.P.H., and published 
by the British Medical Association (Tavistock Square, 
W.C.1). The price is 3s. net. 

The University of Manchester has a_ well-equipped 
department of bacteriology and preventive medicine, wher 
candidates preparing for the examinations of the varion 
university and examining boards for the Diploma in Public 
Health can obtain instruction. It also prepares candidates 
for the Diploma in Bacteriology and in Veterinary State 
Medicine, granted by the university, and for its Certificate 
in Factory Hygiene and School Hygiene. Full particular 
can be obtained from the Dean of the Medical School, the 
University, Manchester. 

The University of Edinburgh grants a Diploma in Public 
Health. The course, which extends over a period of twelre 
calendar months, can be commenced in October only, ani 
provision is made by the university for instruction im al 
the subjects. Candidates for the diploma must be gradv- 
ates in medicine and surgery of the University of Edin 
burgh, or must hold corresponding degrees or registrabl 
medical qualifications, which must be registered befor 
a candidate is admitted to examination. The course for 
the diploma is divided into two parts, for each of whid 
examinations are held twice annually—in March and Jul 
for Part I, and in October and March for Part IL. b 
each part the candidate must pass in all the specified 
subjects at one examination. Admission to the examina 
tions is contingent upon the candidate having compli 
with the following conditions: : 


Part I.—(a) Completion, subsequent to obtaining a registrab 
medical qualification, of the course of instruction prescribed for 
Part I. 

Part II1.—(b) Completion, subsequent to obtaining a registrabld 
medical qualification, of the course of instruction prescribed for 


Part II. (c) A lapse of two years afier obtaining a registrabk 
medical qualification. (d) Previous passage of examination in all 
subjects of Part I. 

Further particulars can be obtained from the Dean ¢ 
the Faculty of Medicine, Edinburgh. 


THE NAVY, ARMY, AIR FORCE, AND 
INDIAN MEDICAL SERVICES. 


Tue Medical Departments of the Royal Navy, of the Army 
and the Indian Government normally employed betweet 
them before the war some 3,000 medical men, and vacancies 
in the ranks of these services were filled by offering com 
missions for competition once or more each year. In thé 
abnormal circumstances arising out of the war and th 
period following it the usual regulations for recruiting the 
permanent medical staff of these services were, for the mos’ 
part, in abeyance, and the newly formed Royal Air Foreg 
Medical Service also has depended largely upon short 
service commissions for the maintenance of its medic 
personnel, 
Meanwhile, recruitment for the Royal Naval Medic 
Service and for the Royal Army Medical Corps ™ 
seriously prejudiced by disadvantageous terms and 
ditions of service. Continued representations were ma 
by the British Medical Association, and, largely as a res! 
of its action, substantial increases in the rates of pay &™ 
retiring gratuities, and improved conditions of retiremel 
for officers of the Royal Army Medical Corps, were @ 
bodied in a Royal Warrant issued by the War Office 
June 29th, 1926. In securing these improved terms 
Association gained a very notable success. ' 
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Simultaneously the Air Ministry announced improve- 
ments in the conditions of service and the emoluments of 
medical officers of the Royal Air Force. The Admiralty 
also issued an Admiralty Fleet Order prescribing improved 
terms and conditions of service for medical officers R.N. 
The changes, generally, took effect from July 1st, 1926. 

The British Medical Association, after examination of 
the revised terms, is satisfied with the new rates of pay 
and conditions of service for the R.N.M.S., the R.A.M.C., 
and the R.A.F.M.S.; and in fulfilment of its desire to 
assist in recruiting these services we publish below full 
particulars, 

There still appears to be considerable difficulty in getting 
a sufficient number of young medical officers to enter any 
of these services, and the Association desires to point out 
that in its opinion the prospects in them are both finan- 
cially and professionally good, and that there is no reason 
why young men recently qualified should not enter them. 
In the case of the R.A.M.C. the prospects of rapid pro- 
motion are particularly good, owing to the prolonged 
shortage of candidates since the war. Another important 
point should be noted—namely, the concession by which a 
newly qualified medical man can hold a hospital appoint- 
ment for one year before entering the services, counting it 
as a year of service towards promotion and retirement. 


Indian Medical Service. 
Tho Indian Medical Service at one time afforded excep- 


tional prospects, but great changes have now ensued ” 


following upon the reforms in India. Recently the 
Secretary of State announced the terms on which the 
I.M.S. would be reorganized, and particulars of these 
changes will be found at page 421. The British Medical 
Association is convinced that the new proposals will not 
attract an adequate number of European medical men so 
long as: 

(a) the posts of Chief Administrative Medical Officers of 
Local Governments are not specifically included in 
the list of appointments reserved for officers of the 
I.M.S. ; and 

(6) the prospect of employment on the civil side, which 
was one of the strong inducements to young graduates 
to enter the service, is as indefinite as it is at 
present, 


and has so informed the India Office. 


ROYAL NAVAL MEDICAL SERVICE. 

An Admiralty Fleet Order, issued in July, 1926, announced 
changes in the terms and conditions of service for naval 
medical officers. The improvements include an increase in 
the establishment of Surgeon Captains from 16 to 20, and 
also in the number and remuneration of specialist appoint- 
ments open to medical officers. The total number of these 
appointments is 69. They comprise specialist posts in 
medicine, surgery, radiology, and hygiene, and the allow- 
ance payable to holders of them has been raised from 
2s. 6d. to 5s. a day. 

Courses of instruction in clinical medicine, surgery, and 
allied subjects are normally provided onco in every four 
years for all officers below the rank of Surgeon Captain, and 
on completion of the courses officers will be appointed to 
a large naval hospital unless and until they receive appoint- 
ments elsewhere. Courses in connexion with civil hospitals 
in London or other teaching centres are also arranged at 
intervals for those selected to hold specialist appointments. 

Medical officers entering the Navy will be eligible, at 
the discretion of the Admiralty, to have their seniority 
antedated up to a limit of one year if they have held 
previously a resident appointment in a civil hospital for 
not less than this period. Such an appointment must be 
one recognized by the Admiralty for this purpose, and must 
hot have terminated more than six months before entry 
into the service. 

Examinations for direct entry into the Medical Service 
are at present in abeyance. Entries are made by means of 
the short-service scheme. 


General Conditions as to the Short Service Scheme. 
A candidate must be registered, must be under 30 years of age, 
and rust be recommended by the dean of his school; if, however, 


the candidate intends to apply for transfer to the permanent list, 
he must have been under 28 years of age at the time of his entry. 
He must be a British subject of pure European descent. 
Unmarried candidates will be preferred. A candidate will be 
interviewed by the Medical Director-General R.N., and _ will 
undergo a physical examination. If considered eligible by the 
Medical Director-General his name will be submitted to the 
Board of Admiralty, and he may be appointed ‘“ surgeon 
lieutenant for short service.’’ A candidate must engage for three 
ears, with the option of continuing for a tusther period of 
welve months if his services are still reyuired. The present rate 
of pay is £1 4s. 10d. a day or £453 4s, 2d. a year, with the same 
allowances as are payable to permanent officers of their rank. 
Lodging money at the rate of £80 a year is usually allowed when 
eg on shore, without quarters in the United Kingdom, and 
£56 10s. a year in lieu of rations when not victualled in kind. 
On joining an allowance of £50 for uniform is made. 

An officer engaged for three years is entitled to receive two 
months’ notice of his services being no longer required. A gratuity 
of £8 6s. 8d. will be payable to officers for each completed month 
of service on completion of their period of service, or to any 
who are invalided for causes not within their own control before 
the completion of thé prescribed period. 


Transfer to Permanent Service. 

A short-service surgeon lieutenant, after six months’ service, 
may be considered, on application to the Secretary of the 
Admiralty, for transfer to the permanent service, and would 
be permitted to count his seniority from the date of entry for 
short service for purposes of promotion, increment of full pay, 
and for retired pay; ut for purposes of retiring gratuily on the 
permanent officers’ scale his service will reckon only from the 
date of transfer to the permanent list. 

Officers entered for short service who are eligible for the grant 
of increased seniority in respect of time served in civil hospital 
appointments will only be allowed the ‘antedate of seniority if 
they apply to transfer to the permanent list within eighteen 
months of their date of entry. 


Rates of Pay. 
The current rates of full pay and retired pay are set out 
below. They represent a deduction of 6 per cent. from the 
standard rates which were fixed in 1920, when the cost of living 


was high; 20 per cent. of the standard rate is regarded as variable - 


as the cost 


living rises or falls. The next revision will be on 
July 1st, 1930. 


Full Pay. 
Current Rate per annum. 
t dio 12 6 
Surgeon Lieutenant om entry 
(Surgeon Lieutenants usually receive pro- 
motion after 6 years’ service.) 
Surgeon Lieutenant Commander on promotion .., = u 


2 
(Surgeon Lieutenant Commanders usually re- 
ceive promotion after 12 years’ total service.) 

Surgeon Commander on promotion 
After 3 years ove 83910 0 
After 6 years ons 909 9 2 
After 9 976 7 6 

Surgeon Captain on promotion (promotion is by 

Surgeon Rear-Admiral (promotion is by selection) 1,78013 4 

Medical Director-General (Surgeon Vice-Admiral)... 2, 00 


There are also allowances which form a substantial addition 
to the rates of pay. ; > 
Medical officers in charge of naval hospitals and sick quarters 
receive charge pay on the following scale : 
Surgeon Rear-Admirals and Surgeon Captains ... 


10s. a day. 
5s. a day. 


Maximum Retired Pay. 
(Approximate current rates.) Age for 
compulsory 
retirement. 


Surgeon Vice-Admiral .. 1,123 On vacating office. 
Surgeon Commander ... ose ove 50 
Surgeon Lieutenant Commander and 


Thus an officer who is not promoted above the rank of Surgeon 
Commander would be compulsorily retired at the age of 50. 


Gratuities on Retirement. 
The following gratuities are payable if an officer of the permanent 
list is permitted to retire voluntarily : 


After 4 years’ full-pay service... 
” ” ” ” 
» ” ” ” 


” 

Surgeon Lieutenants for short service, transferred to the per- 
manent list, will only be allowed to retire with a gratuity after 
four years’ full-pay service from the date of such transfer. 


Further Particulars. 
Full particulars and a form of declaration can be 
obtained from the. Medical Director-General, Admiralty, 
Queen Anne’s Chambers, Tothill Street, London, S.W.1. 
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' and the work is varied, responsible, and interesting. The 


ARMY MEDICAL SERVICE. 
Entrance to the Royal Army Medical Corps, either by 
competitive examination or by selection, as decided by the 
Army Council, will take place half-yearly, in January and 
July. The examinations in medicine and surgery are 
entirely of a clinical and practical character, partly 
written and partly oral. The regulations for admission, 
giving full details, can be obtained from the Under 
Secretary of State (A.M.D.1), War Office, Whitehall, 
London, S.W.1. A personal interview with a representative 
of the Director-General, Army Medical Services, is readily 
obtainable. The rates of pay and allowances are good; 
the opportunities of post-graduate study are generous, 


gratuities after certain periods of service enable an officer, 
should he so desire, to leave the service with a capital 
sum large enough to go a long way towards re-establishing 
himself in civil life, and, further, the knowledge of the 
world and the comradeship of his fellow officers that he has 
gained in the army will be of no small value to him. 


New entrants, who must be 22 and not over 28 years of age, 
are commissioned in the rank of lieutenant, and the first six 
months of service are spent on probation, during which time 
they undergo, in addition to their military training at ihe Royal 
Army Medical ey School of Instruction at Aldershot, a proba- 
tionary course at the Royal Army Medical College in London in 
hygiene, pathology, tropical medicine, military surgery, organiza- 
tion of military hospitals, and_ principles governing medical 
charge of troops. At the end of this course, and after 
qualifying at the necessary examinations, their commissions are 
confirmed and they take their places in seniority according to 
the total marks obtained at all examinations up to that date. 
Officers’ Training Corps service with possession of certificate “ A” 
or “‘B” (medical) carry a definite value in marks in this total. 

An entrant who is holding or about to hold at the time of the 
entrance examination a resident house appointment at an approved 
civil hospital may be seconded while holding such an appointment 
up to a maximum period of twelve months. A candidate who has 
held such an a within six months of entry may be 
granted an antedate up to twelve months in respect of the period 
the appointment was held. This secondment and antedate counts 
in all respects as commissioned service, except that pay wiil not 
be issued for that period. 

After a total period of one year’s service at home, the young 
officer goes abroad, probably to India, for his first tour of foreign 
service. Here he gains his first practical experience of tropical 
disease and tropical hygiene. His tour abroad lasts five 
years, with probably six months’ leave home during that time. 
On returning home the R.A.M.C. officer has the opportunity to 
decide whether he will remain in the corps or accept the gratuity 
of £1,000 after seven years’ service and try his fortune in civil 
life. If he elects to remain, he will, between his eighth and 
twelfth year of service, undergo a course of post-graduate study at 
the Royal Army Medical College and the London hospitals of five 
months’ duration, followed by a course of study of a special 


in the post-graduate course or during his previous service. During 
this period of study he remains on full pay and the fees of the 
courses are paid by the State. When qualified in his special 
subject the officer is eligible for a specialist appointment. The 
total number of these appointments is 104 and the additional 
rate of pay 4s. 8d. a day. After this post-graduate course the 
officer probably proceeds abroad again and promotion to major 
rapidly ensues, and from that time onward he receives 
regular successive increases of pay and is eligible for additional 
and charge pay as. well. The directorates of hygiene and 
pathology and the appointment of two serving officers as con- 
sultants in medicine and surgery have been instituted, and have 
proved a marked success. All these appointments are of the rank 
of colonel or major-general, and were devised to permit specially 
selected officers to rise through all ranks to that of major-general 
on the strength of their professional or purely scientific work, 


Under these conditions the possibilities for good workers 
are very great in the Royal Army Medical Corps. There 
is scope for original research in tropical disease, in pre- 
ventive medicine, and in bacteriology, as well as in the 
large clinical field open to the specialist in medicine, 
surgery, or gynaecology, in venereal disease, and in 
ophthalmology. Child welfare is also undertaken 
systematically by officers of the Royal Army Medical Corps, 
At the same time, instruction in administration is con- 
tinuous. There are also many appointments carrying 
administrative responsibility to those officers who display 
capacity for this duty. 


Promotion. 

Promotion takes place automatically to captain after 
three and a half years’ and to major after twelve years’ 
service, provided the officer is qualified and recommended 
for promotion. Promotion to the higher ranks is by selec- 
tion from those senior in the rank below, but special pro- 
motion by brevet or otherwise is open to officers of the 
Royal Army Medical Corps. 


Pay and Allowances. 

The rates of pay and allowances are given in the 
accompanying table (see below). In addition an officer at 
home in charge of a hospital receives charge pay, the 
daily amounts being from 2s. 6d. to 10s., according to the 
number of beds. There are other appointments for which 
charge pay is given from 5s. to 10s. daily. 


Retirement and Retired Pay. 

Retired pay will consist of two parts: (a) a service element 
based on the officer’s total service; (6) a rank element for the 
rank from which the officer retires. An officer with less than 
twenty complete years’ service will not be eligible for retired 


subject selected by himself provided he has shown special aptitude 


pay. The scale, subject to the reduction of 6 per cent. refe 


Pay and Allowances at Home. 


| | Married. | Unmarried. 
| 7 Total per annum. 
Rank. | Payper | | | £2 33 
Diem." a | | § 
38 | gas] & | 388 
| | eas & | mas 
£s.d. sa. sa £ 5.4 £s. a. 
Lieutenant 108 Sei se 1 5 2e/23 22 569 0 0 506 0 0 
Captain 154 17/20/46; 30/20/30 1 8 701 0 0 612 0 0 
Captain after 8 years’ commissioned | 182 a | 20/|\46 3s 20:30 18 752 0 0 664 0 0 
service 
after 10 years’ commissioned 110 6 es 30 20/130 2s 795 0 0 707 0 0 
servi i 
Major ... 115 4 17/20/46 30 20 40 33 883 0 0 824 0 0 
Major after 15 ears’ commissioned service, 200 | 1 7 20;46 30 20:40 23 9:3 0 0 909 0 0 
Major after 18 years’ commissioned service| 2 2 4 a | 20 46 30 20 40 2 3 10ll 0 O 952 0 0 
Major after 20 years’ commissioned service! 2 7 0 1? | 20/46 30 20140 23 1033 0 0 1037 0 0 
Lieutenant-Colonel | 20/146 30 20146 2 3 1224 0 0 1174 0 0 
Lieutenant-Colonel after 3 years’ commis- 21810 |. i 
| 20/;46 3.0 20/146 23 1312 0 0 1252 0 0 
Colonel 20!5 6 41 99156 29 1478 0 1419 0 0 
Major-General ahi is 49 4 2. 5 2 20/\/n0 38 2064 0 0 2000 0 0 


*Pay Warrant rates less 6 per cent. from July 1st, 1927. The Pay Warrant rates are subject to revision to an extent not exceeding 20 per cent. 


+ Rates of Allowances vary from time to time, 


according to variation in the cost of living. The next revision may take place with effect from July Ist, 1930. 
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Rates of Pay for Officers Serving in India, 
Rates of Pay per Month. 
Unmarried. Married. 
Rank, 
Unmarried Married 
Pay of Rank. Total. Pay of Rank. Total. 
Allowance. Allowance. 
Rupees. Rupees. Rupees. Rupees, Rupees. Rupees. Rupees. 
Lieutenant 625 25 €50 625 50 65 *740 
755 45 755 90 100 *945 
Captain after 8years'service .. ... 860 45 £05 860 99 100 1050 
Captain after 10 years’ service... _... | 930 45 975 930 90 100 1120 
Major oe eve ove ove ove “ 1070 55 1125 1070 110 90 1270 
Major after 15 years’ service oe ee 1170 55 1225 1170 110 90 1370 
Major after 18 years’ service... 13:0 55 1375 1320 110 99 >) 
Major after 20 years’ service a 1420 55 1475 1420 110 90 1620 
Lieutenant-Colonel 1575 75 1650 1575 . 150 75 1800 
Lieutenant-Colonel after 3 years’ service 1760 vis) 1825 1759 150 75 


* Married rate of pay is not admissible to officers whose age is under 39. 


to below, is, for the service element, £15 a year for each com- 


* pleted year of service as a medical officer. For the rank element 


the scale is as follows: 


| After Com- After Com- | 
Rank fom which Retirea, News's) wilting each Maximum 
Rank. | Year's Service.| 
is 10 
Lieutenant-Colonel... ... 150 30 240 
a 290 50 390 
Major-General 440 50 540 
Lieutenant-General... __... 590 50 690 


The retired pay of an officer retiring with less than one com- 
plete year’s service in the rank from which he retires will be 
assessed as though he had retired from the rank below. 

The maximum rates of retired pay are as follows: 


Captain and Subaltern £300 
Lieutenant-Colonel ... .. £600 
Major-General oo on £1,000 


Lieutenant-General ... £1,200 


The above rates are those laid down in the Pay Warrant. They 
have been reduced by 6 per cent. as from July Ist, 1927. Further 
revision may take place triennially to an extent not exceeding 
20 per cent., according to variation in the cost of living. 

Officers witn seven and less than twenty years’ service as 
medical officers may be permitted to retire with a gratuity in 
accordance with the following scale: 

After 7 years’ service as a medical officer 


£1,000 
After 3 years’ service as a medical officer in the 


rank of major ... £2,800 
After 6 years’ service as a medical officer in the 
rank of major... ooo £3,500 


Seconded Service. 

An officer may be permitted to accept employment in the Foreign 
or Colonial Offices; when so seconded he is not eligible for pay or 
allowances from army funds, but his service continues to reckon 
towards promotion and, under certain conditions, towards increase 
of pay, pension, or gratuity. 


' Service on the West Coast of Africa. 

Officers for service in West Africa are usually taken from a list 
of volunteers for such service. An officer at present receives, while 
actually serving in West Africa (which service may include 
ordinary leave not exceeding sixty-one days in a year, and any 
time spent at Madeira or the Canary Islands on sick leave), 
additional pay at the following daily rates: lieutenant-colonel 12s., 
Major 9s., captain 7s. 6d., lieutenant 6s. Service on the West 
Coast of Africa also counts double towards voluntary retirement 
and the service element of retired pay under certain conditions, 
and also entitles to leave at home of one day for every two days’ 
service after twelve months’ continuous service on the coast. 
Continuous service includes the ordinary sixty-one days’ leave and 
any time spent in Madcira or the Canary Islands on sick leave 
for this purpose. 


| 


| Medical Services. 


Toe Army Dentau Corps. 
The corps is administered by the Director-General, Army 
It is a joint service for the Army and 
Royal Air Force, and the personnel is required to serve 
under either force and be interchangeable. The regula- 
tions for admission to the Army Dental Corps should be 
obtained from the Under Secretary of State, War Office. 


ROYAL ATR FORCE MEDICAL BRANCH. 

Tue Air Council attaches great importance to attracting 
into the R.A.F.M.S, the best type of medical man, since 
on the capacity of the medical service depends in a peculiar 
degree the safety and efficiency of the Royal Air Force. 
The duties of these medical officers include, not only the 
prevention and treatment. of those ordinary diseases to 
which the personnel of any fighting service are liable, but 
the special study of the mental and physical stresses im- 
posed on the airman in diverse circumstances and climates 
—a new branch of medicine which still provides consider- 
able scope for research, 

‘As promotion to the higher ranks of the service is by 
selection from officers who are eligible by reason of length 
of service, and as a certain proportion of the higher ranks 
will be reserved for purely scientific as opposed to adminis- 
trative appointments, it will be seen that there are excellent 
prospects for the young medical officer who exhibits ability 


and energy in scientific research, as well as for those who 


develop a talent for administration. The work to be done, 
therefore, has a high professional interest which, combined 
with good rates of pay and allowances, offers a career for 
medical men which should prove both attractive and 
interesting. The life is one which is certain to appeal to 
the man of wide outlook, who desires opportunities for 
travel, sport, and games, and can find interest and enjoy- 
ment in aviation. His duties will, as a matter of course, 
give him flying experience as a passenger, which is necessary 
for the. proper study of the medical problems of aviation 
and for gaining first-hand knowledge of the conditions 
under which his comrades serve. 


Commissions. 

The establishment will consist partly of permanent and partly 
of short-service ofticers. 

An officer will, on first entry, be granted a short-service com- 
mission for a period of three years on the active list. (which 
may be extended to five years at the discretion of the Air 
Council, if the officer so wishes, on the recommendation of the 
Director of Medical Services) and of four years in the Reserve 
of Air Force Officers. Selections for permanent commissions 
will be made from officers holding short-service commissions, 
and those who are not selected will be transferred to the 
Reserve at the expiration of their period of service on the 
active list. 
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For those entrants who desire it, the prospect of obtaining 
a permanent commission is approximately an even cne.  Ex- 
perience has so far shown that the officers selected have included 
the great majority of those desirous of and suitable for retention 
in the service, owing to the fact that the short-service com- 
mission with its gratuity after three or five years is in itself 
an attraction to many entrants who desire to enlarge their 
experience and outlook from the point of view of subsequently 
entering private practice, or who, on entry, have not made up 
their minds to the adoption of a permanent career in the 
service and subsequently find that they would prefer to return 
to civil life. 

Medical officers may be allowed to count as service their time 
spent in resident appointments in civil hospitals under the 
following conditions : 


(1) An officer granted a short-service commission who at the 
time of application for the commission holds, or is about to hold, 
a resident appointment in a recognized civil hospital, may be 
seconded for the period, not exceeding one year, from the date 
when the commission is granted, during which the appointment 
is held. If the applicant already holds the ag yee when 
the commission is granted, the commission may be antedated to 
the date on which the appointment was first held, provided 
{° that the appointment is held for not less than one year, 
(5) that the period of secondment and the period of antedate 
shall not together exceed one year, and (c) that the antedate shall 
not be made until the officer has joined for actual R.A.F. duty. 

(2) An officer granted a short-service commission who has pre- 
viously held a resident appointment in a recognized civil hospital 
for @ period not less than one year may, provided the com- 
mission is granted not more than six months after the termination 
of the hospital appointment, be granted an antedate of the com- 
mission equal to the period of the appointment up to a maximum 
of one year. 

(3) The term “ resident appointment ’’ as used at (1) and (2) 
may be held to include a period of not more than six months 
im a non-resident appointment immediately preceding or following 
a resident appointment, provided the interval between the two 
appointments does not exceed three months. 

(4) If necessary, the ordinary maximum age for appointment 
to a commission may be increased by a period equal to any 
antedate granted under (1) and (2). 

(5) An officer who has been seconded or whose commission has 
been antedated as above will be required to serve for a minimum 

riod of three years on the active list from the date of joining 
or actual R.A.F. duty. 

(6) Pay and allowances for periods of secondment or antedate 
will not be allowable, and such periods will not be reckoned in 
the assessment of gratuities payable to short-service officers. 
Subject to (5), however, such periods will be reckoned as com- 
missioned service in the Royal Air Force for purposes of seniority 
and promotion, and, in the case of permanent officers, of retire- 
ment, retired pay, and retirement gratuities. 


Officers who have been selected for permanent commissions 


may be permitted to attend for a period not exceeding nine 
months a post-graduate coursé in general medicine and surgery, 
tropical and preventive medicine, and other special subjects. 
Such permission may be granted at any time when the 
exigencies of the service permit during the first sixteen years 
of service, and when attending these courses officers will receive 
full pay and allowances. 

New entrants into the R.A.F.M.S. will be commissioned as 
Flying Officers (Medical), and will be eligible for promotion 
to the rank of Flight Lieutenant (Medical) after two years’ 
service. Officers selected for permanent commissions will 
normally be promoted to the rank of Squadron Leader after 
ten years’ total service. Accelerated promotion may be granted 
in a limited number of cases to officers who show exceptional 
ability after the completion of eight years’ service. Promotion 
within establishment to the rank of Wing Commander will be 
by. selection at any period after sixteen years’ total service, 
and to that of Group Captain. by selection at any period after 
twenty-two years’ service. 

There will be no competitive examination on entry ; candidates 
must be under 28 years.of age, be British subjects, the sons of 
British subjects, and of pure European descent, and will be 
interviewed by a Selection Board at the Air Ministry, London, 

resided over by the Director of Medical Services, Royal Air 

orce, before acceptance. Each candidate must produce : 

1. Birth certificate. 

2. Medical registration certificate. 

3. A declaration containing the following information: 
(a) Age, and place of birth. (%) That he is a British 
subject, the son of British subjects, and of pure European 
descent. (c) That he is ready to engage for general 
service at home or abroad ‘as required. (d) The qualifica- 
tions he is possessed of and what medical or other 
appointments he has held (if any). (¢) That he is 
} nye to fly as a passenger whenever called upon to 
$0. 

Each candidate will be required, before acceptance, to pass 
a medical examination to ensure that he labours under no con- 
stitutional or mental disease or diseases or weakness, nor any 
imperfection or disability which may interfere with the efficient 
discharge of the duties of a medical officer in any climate, in 
peace or war. fice 

On appointment entrants will undergo an initial course, 
during which they will be given instruction in the special 
medical aspects of aviation; the organization and adminis- 
tration of the Royal Air Force; and the general and _ special 
duties to be performed by officers in the Medical Branch, 
In order to avoid the necessity for further examinations the 
position of entrants in order of seniority in the Air Force List 
will be determined at the end of the initial course by a system 
of marking and reports on the actual work done during their 


instruction. 


Royal Air Force Medical Branch: Rates of Pay and Allowances. 


Pay.* Cash Allowances at Home 
Rates in lieu of Quarters, | Pay plus Allowances 
Rations, and Servant, if not | (per annum). 
Rank. Daily Rates. | available in kind (per annum).t 
Per Annum | 

Standard. Current. ees Married. Unmarried. Married. Unmarried. 
Flight Lieutenant... 160 146 447 2 6 201 14 8 160 3 9 €48.17 2 607 6 3 
Ditto, after 2 yearsassuch ... 180 164 480 11 8 8, 160 3 9 682 6 4 640 15 5 
Ditto, after 4 years as such... 110 0 18 2 514 010 201 14 8 160 3 9 715 15 6 674 4 7 
Squadron Leader... 114.0 112 0 584 0 0 20114 8 1106 7 785 14 8 1416 7 
Ditto, after2yearsassuch ... 118 0 115 8 650 18 4 - 201 14 8 170 16 7 852 13. 0 821 14 11 
Ditto, after 4 years as such pit ea 200 iv? $s €87 8 4 201 14 8 170 16 7 89 3 0 8&8 411 
Ditto, after6yearsassuch ... .., 240 214 754 6 8 201 14 8 170 16 7 955 1 4 925 3 3 
Ditto, after 8 yearsassuch .., oe 280 25 2 824 510 201 14 8 170 16 7 1026 0 6 995 2 5 
Ditto, afterl0 yearsassuch ..._... 210 0 st 6 857 15 0 201 14 8 170 16 7 1059 9 8 1028 11 7 
Wing Commander a a 215 0 211 8 942 18 4 201 14 8 181 9 4 1144.13 0 1124 7 8 
Ditto, after2yearsassuch ...... 217 0 213 6 916 7 6 20114 8 wl 94 | 1178 2 2 1157 16 10 
Ditto, after4yearsassuch ...... 330 219 2 1079 15 10 201 14 8 181 9 4 1281 10 6 1261 5 2 
Group Captain sre tee toes ine 310 0 3510. 1201 9 2 277 5 2 251 18 6 1478 14 4 1453 7 8 
AirCommodore .. 0 315 2 137115 10 332 0 2 30613 6 | 170316 0 1678 9 4 
Air Vice-Marshal... 500 414 0 1715 10 0 393.17 9 37008 | 2085 10 8 


* Except for periods of service under Indian administration. For such periods officers receive pay and allowances at rates and subject to 


conditions authorized from time to time by the Government of India. 


+ These allowances are issued only when accommodation, fuel and light, rations ani personal attendance are not 
provision in kind is available for junior officers. ‘ Marrie1’' rates of allowances are pty ble only to married officers who 
or the rank of squadron leader. A colonial allowance is granted in certain commands abroad. 


have reached the age of 


The rates and general scheme of allowances are liable to revision as circumstances may require. 


available in kind. Normally, 
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Uniform and Equipment. 

Medical officers are required to provide themselves with the 
uniform, service dress, and mess dress of their rank, and with 
the distinguishing badges of the Royal Air Force Medical 
Branch. The provision of full dress is entirely optional at 
present. An allowance of £50 towards the cost of uniform is 


made on joining to candidates who have not had previous 


commissioned service in H.M. Forces. 


Pay and Allowances. 

The emoluments of medical officers of the Royal Air Force 
are given in outline on page 420. The standard rates of pay 
and retired pay were drawn up on the basis of the high cost of 
living in 1919, and 20 per cent. of each of the standard rates 
is detachable and subject to alteration, either upwards or 
downwards, as the cost of living rises or falls. Under this 
provision the current rates now in force represent a reduction 
of approximately 6 per cent: on the standard rates. The next 
revision will take effect from July ist, 1930, and subsequent 
revisions will be made at intervals of three years. 

Retired Pay. 

The minimum period of service qualifying for retirement on 
retired pay is twenty years. Standard rates of retired pay are 
as follows : 

Air Officers.—Air Vice-Marshal, £790 to £1,010 per annum; 
Air Commodore, £650 to £950 per annum. 


RETIRED PAY (PERMANENT OFFICERS). 
Officers Below Air Rank. 


| 
Addition for |Deduction for 
Age on of Years of each Extra | each Deficient 
Retirement. F x Service. Year of Year of 
Retired Pay. Service.* £ervice.* 

£ £ 
40 300 17 15 15 
41 337 17 15 15 

42 375 18 15 
43 412 18 15 15 
44 450 19 15 15 
45 487 19 15 15 
46 525 20 | 15 15 
47 562 20 15 15 
48 €00 21 15 15 
49 637 21 15 15 
50 675 22 15 15 
2 | | 2 
> 22 15 
53 742 23 ' 22 15 
54 765 24 | 22 15 
55 799 24 | 22 15 


* Limited to five years, 


| Yearly Rate of Compulso: 
Rank. Retired Pay. Retiring 
£ 

Air Vice-Marshal ... “(a 1,010 _ 60 
Air Commodore _... 950 57 
Group Captain 900 

Wing Commenéer ... €00 51 
Squadron Leader ... 500 48 


Gratuities, 

A permanent officer allowed to retire before having qualified 
for retired pay may be granted a gratuity provided he has not 
less than ten years’ commissioned service—namely, £1,500 if he 
has ten but less than fifteen years’ commissioned service ; 
£2,500 after fifteen or more than fifteen years’. 

Short-service officers will be eligible on passing to the Reserve 
for gratuities on the following scale : £100 for each of the first 
two complete years of service, £150 for each of the third and 
fourth complete years, and £200 for the fifth complete year; 
that is, for three years’ service on the active list £350; for 
five years’ £700. 

These gratuities will not be payable to officers granted 
permanent commissions, but their service on a _short-service 
commission will count towards retired pay. 

Further particulars may be obtained on application to the 
=r ge Air Ministry (D.M.S.), Adastral House, Kingsway, 


INDIAN MEDICAL SERVICE. 

Ix May, 1928, the Secretary of State for India issued a 
communiqué announcing the terms on which the Indian 
Medical Service would in future be constituted. The 
communiqué was to the effect: 

(i) That the I.M.S. constituted on the same broad lines as at 
resent will be retained primarily to meet the needs of the Indian 
rmy, the Local Governments being required to employ a stated 
number of I.M.S. officers in order to maintain the necessary 
Minimum war reserve and to —, for European medical 
attendance for European officers of the I.C.8S. and their families, 


(ii) That the total number of I.M.S. officers required for civil 
employment is calculated at 302, of which 212 will be Europeans 
and Indians. 


(iii) That there will be 237 posts for these officers after allowing 


for leave and study reserve, 178 of which will be in the provinces 
and 59 under the Government of India. 

These posts will be filled as follows: 

Undcr Provincial Governments : 178 posts, of which 112 must be 
held by European officers, the remaining 66 to be open 
Europeans or. Indians. 

Undcr Government of India: 59 posts, of which 28 will be open 
to Europeans or Indians, the remaining 31 being open to 
Europeans only, 

(iv) That. the medical requirements of European members of the 
Superior Civil Services are based on data which will change from 
year to year as the proportion of European to Indian oflicers 
gradually diminishes, and will be subject, therefore, to periodical 
revision. 

(v) That certain rules will come into force as an integral portion 
of the scheme. These rules deal with the question of employment 
on the military and civil side, and provide inter alia that liability 
to serve on either the military or civil side will be a definite 
condition of service for all future entrants to the Service. 


The civil appointments which are reserved for officers 
of the I.M.S., and which exclude the posts of Chief 
Administrative Medical Officers of Local Governments, are 
scheduled in the communiqué. 

European candidates for admission to the I.M.S. must be 
British subjects under 32 years of age, and must be regis- 
tered under the Medical Acts in Great Britain and 


Northern Ireland. A gratuity of £1,000 on retirement 


after six years’ service, or £2,500 after twelve years’ 
service, together with free return passages, is offered. 

The Indian Medical Service offers wide opportunities 
of medical experience, including clinical, preventive, 
specialist, and research work. At the beginning of his 
career an officer is employed on the military side, which 
has medical charge of the Indian Army. Promotion is on 
a time scale up to the rank of Lieutenant-Colonel, and by 
selection to the ranks of Colonel and Major-General. 
After two years’ Indian service an officer may apply for 
transfer to the civil side, from which appointments aré 
made to Civil Surgeoncies, which are established at the 
principal civil centres to provide for the medical needs of 
civil officials and for general medical administrative 
purposes; to specialist (for example, public health and 
bacteriological) services; to research posts; and_ to 
professorships at the Medical Schools. It must be 
understood, however, that opportunities for employment on 
the civil side are indefinite. 

The monthly rates of pay for European officers in the 
Service who have a ‘‘ non-Asiatic ”? domicile are as follows: 


Basic | Overseas of 


Servi 
Rank. Service in Rank ay Pay gel 
1 2 3 5 
Rs. Rs. 
cot} 
... | i) During years’ service 
as Captain ... = 5th 
(ii) With more than 3 and less £25 Ith 
than6 years’ service as Captain | 750 £25 8th 
Ps £25 Sth 
(iii) With more than 6 years’ £55 10th 
service as Captain on | llth 
j ... | G) During first 3 years’ service 
as Major ... 90 


(ii) With more than 3 and less 
than 6 years’ service as Major | 1100 
(iii) With more than 6 years’ 


service as e | 1250 zh 
-Col. | (i) Until completion of 23 years’ 
(ii) During 24th and 25th yoars’ over 
totalservice... ... | 1600 
(iii) After completion of 25 years’ 
total service 1700 


(iv) When selected for increased 


Extras.—In addition to the above rates various allowances are 
admissible for a large number of special peas on both 
the military and the civil side which may be held by members of 
the Indian Medical Service. Special high rates of pay are also 
attached to the numerous administrative appointments open to 
officers in both branches of the Service. 

Officers on appointment will receive an outfit allowance of £50. 

With the exception of Administrative Officers, military or civil, 
and officers holding certain special appointments, officers are 
debarred from taking private practice, so long as it does not 
interfere with their proper duties. 
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PRISON MEDICAL SERVICE. 
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The rates of pension are as follows. Per annum, 


£ 

After 17 years’ service for pension 400 
” 18 ” ” ” wee 430 
” 19 ” ” ” - 460 
” 20 ” ” »” 500 
” = ” ” 
” 24 ” ” ” - 660 
” ” ” 
” 97 ” ” 


These rates are subject to alteration on account of a rise or 
fall in the cost of living as compared with the year 1919 to an 
extent not exceeding 20 per cent. in all, the revision being under- 
taken triennally with effect from July Ist, 1927. A reduction of 
4 per cent. has been made on this account from the amounts 
shown. 

There are additional pensions ranging from £65 to £350 per 
annum for officers who have held administrative appointments. 

An officer on appointment is provided with a free passage to 
India. The wives and families of officers who are married prior 
to the date of the officers’ embarkation on first appointment will 
also be provided with free passage to India. 

Officers and their families are also eligible for passage con- 
cessions under which they are granted a certain number of return 
passages home at Government expense during their service. 

Officers are required to undergo courses of instruction at the 
Royal Army Medical College, and at Aldershot, lasting approxi- 
mately six months, prior to their embarkation for India on first 
appointment. 


Further particulars may be obtained from the Under 
Secretary of State for India, Military Department, India 
Office, London, S.W.1. 


PRISON MEDICAL SERVICE. 

Canpipates for the prison medical staff are approved by the 
Secretary of State for the Home Office on the recommenda- 
tion of the Prison Commissioners. The Chairman of the 
Board is Mr. M. L. Waller, C.B. Application for em- 
ployment may be made to the Board on a special form, 
which can be obtained from the Secretary, Prison Com- 
mission, Home Office, London, 8.W.1. 

In the smaller prisons the medical officer is usually a 
local practitioner, but in the larger the members of ‘the 
medical staff are required to devote their whole time to 
the service. In the case of those required to give their 
whole time to the service the appointment in the first 
instance is to the post of medical officer Class II, and from 


the seniors of this rank the medical officers Class I are | 


selected as vacancies occur. 

In February, 1923, the then Home Secretary appointed 
a committee to report on what changes, if any, should be 
made in the remuneration or other conditions of service 
of officers at the prisons and Borstal institutions in 
England and Scotland and at Broadmoor Criminal Lunatic 
Asylum. Evidence was given on behalf of the British 
Medical Association by the Medical Secretary, who pointed 
out that the salary offered to Class II medical officers— 
namely, a basic salary of £300 rising by annual incre- 
ments—was, even when the allowances and bonus were 
reckoned in, less than the £500 a year the Association 
looked upon as the minimum commencing salary which 
should be given to a whole-time medical man holding such 
a responsible office. Following the report of the com- 
mittee, which was issued in November, 1923, the salaries 
of whole-time prison medical officers were increased to: 
Medical officer Class HI, £350, rising by annual incre- 
ments of £20 to £600; medical officer Class I, £650, 
rising by annual increments of £25 to £800. Unfurnished 
quarters are provided, or an allowance in lieu is made. 
‘the civil service bonus is paid on the salary. There are 
15 medical officers Class IT, 12 medical officers Class I, and 
23 part-time medical officers. 

The service is a small one, and therefore vacancies are 
comparatively rare and promotion is very slow. 


POOR LAW MEDICAL SERVICES. 
A woumpeR of whole-time appointments exist under the 
various Poor Law authorities in Great Britain, certain of 
which, notably in the metropolis and the chief provincial 
cities, maintain large well-equipped hospitals organized 
under purely medieal administration. Posts are avail- 
able to medical practitioners as superintendents and assis- 


tant officers in hospitals and infirmaries, and as resident 
officers in other institutions, such as poorhouses, work- 
houses, etc. Conditions and salaries show considerable 
variation; salaries for resident assistant medical officers 
in Poor Law infirmaries usually range from £200 to £450 
a year, with full board, the duties being much the same 
as, but as a whole more responsible than, those of a house- 
physician or house-surgeon in a general hospital. Medical 
superintendents are paid from £600 to £1,600 a year, with 
house, light, coal, laundry, etc., and in some cases the 
first assistant is termed deputy medical superintendent and 
receives £450 to £750 a year, with similar emoluments. 
This service, therefore, offers openings for young practi- 
tioners and the prospect of a reasonable degree of progress 
for those who may choose to make it their career, with 
security of tenure, and provision for superannuation. It 
should be added that the attractiveness or otherwise of 
any particular post is affected considerably by the policy 
adopted by the authority under whose jurisdiction it falis. 
In the more advanced areas there is a high degree of 
differentiation in treatment between the sick and mentally 
affected, and the purely pauper class (between the hospital 


and the workhouse); the tendency in such areas has been. 


to develop the hospital services on lines approximating to 
those ruling in the voluntary hospitals. In the smaller 
unions, however, lay control, through the administration by 
a workhouse master of the whole organization, has been 
preserved, and medical appointments in such circumstances 
are less attractive. A considerable change in administra- 
tive conditions in the Poor Law in England and Wales 
may be expected in the near future, as it is the intention 
of the present Government to introduce legislation which 
will involve, among other things, the abolition of the 
boards of guardians, and the transfer of their functions to 
larger units. This should result in greater uniformity in 
conditions, and probably in a higher degree of specializa- 
tion in Poor Law work, particularly on the medical side, 
and a closer assimilation to other public health services, 
In addition to the full-time appointments of the character 
mentioned, the Poor Law service offers numerous part- 
time posts, such as those of district medical officer, parish 


medical officer, public vaccinator, etc., which are prao 


tically all held by general practitioners. 


MEDICAL PRACTICE IN BRITISH DOMINIONS 
AND FOREIGN COUNTRIES. 


Mepicat Acts have now been passed in almost all places 


forming part of the British Empire beyond the seas, and 
registers of duly qualified practitioners are consequently 
maintained. To these registers medical men educated in 
the United Kingdom are generally admissible merely on 
payment of a registration fee, providing they produce 
evidence that they are of good repute and are either regis- 
tered or eligible for registration in the United Kingdom, 
as the local requirement may be. The only exception to 
this statement that need be made relates to the Dominion 
of Canada. Ea¢h of its provinces acts in medical matters 
as an independent State. The result has been that recipro- 
city of practice has in the past been established between 
this country and all the provinces of Canada except 
British Columbia, where certain obstacles were never over- 
come. It has, however, to be recorded that reciprocity 
with Saskatchewan, New Brunswick, Ontario, and Quebec 
has recently been brought to an end by those provinces. 
We would advise any medical man proposing to practise 
in Canada first to communicate with the Provincial 
Registrar, stating what degrees or diplomas he holds, and 
asking for information as to the precise steps he must take 
in order to obtain admission to the Provincial Register. 
The Licence of the Dominion Council, which can only be 
obtained after examination, entitles its holder to practise 
in any of the provinces of Canada, though in regard to 
Quebec there is a proviso that ‘‘ he must have been regis- 
tered in the province five years prior to the application for 
the recognition of the Dominion Licence.’”” In order to sit 
for the examination for the Dominion Licence, it is neces 
sary to obtain a licence from one of the provinces, but this 
can be obtained from one of those with whom reciprocity 
has been established. 
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MEDICAL APPOINTMENTS IN THE COLONIES. 
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Italy and Japan are the only two foreign States with 
which complete medical reciprocity has been established, 
though there are other countries which grant a limited 
recognition to British qualifications. Generally speaking, 
in Continental countries (with the exception of the king- 
dom of Italy) a British medical man desiring to exercise 
his profession therein must pass practically the same 
examinations as those imposed on natives of the country. 
The same observation applies to all foreign States in the 
South American continent. Each of the United States of 
North America has its own laws and regulations governing 
medical practice; and all of them require the holder of a 
British qualification to submit to an examination. The 
States of New York and Indiana require naturalization. 

A pamphlet showing the conditions under which medical 
and dental practitioners legally qualified in their own 
country may practise abroad can be obtained from the 
office of the General Medical Council, 44, Hallam Street, 
Portland Place, London, W.1, price 2s. 6d., or 2s. 9d. post 
free in the United Kingdom. Practitioners who think of 
going abroad to practise will find therein much useful 
information, including the name of the official in each 
country to whom requests for further particulars should be 
addressed. A new edition was published last year. 


MEDICAL APPOINTMENTS IN THE COLONIES 
AND MANDATED TERRITORIES. 

MepicaL appointments in the self-governing Dominions 
and the territories under their control, and in Southern 
Rhodesia, are made by the Governments concerned, and are 
not in general open to candidates in the United Kingdom. 
Appointments to the medical services of the colonies and 
other territories under the administrative direction of the 
Colonial Office are, apart from those in Ceylon, Mauritius, 
Jamaica, Barbados, the Bahamas, Bermuda, and Malta, 
which are filled locally, made by the Secretary of State 
for the Colonies in this country. Such appointments are 
to a given colony or colonies, for there is no unified service 
directly administered from the Colonial Office. It follows 
that conditions of service and superannuation are in the 
main determined by the economic resources and general 
public health policy of the individual colony and its local 
Government, and vary almost as widely as do conditions 
of climate. Moreover, the extent of the control exercised 
by the Colonial Office varies according to the constitutional 
status of the particular colony, and the detailed information 
available centrally is not always either up to date or com- 
plete. The intending candidate, therefore, should make 
comprehensive inquiries as to local conditions, and particu- 
larly as to facilities for private practice where this is 
included in the terms of appointment. He will also do 
well to supplement official information by reference to the 
central office of the British Medical Association, where 
reports obtained from time to time from the local Branches 
are available. This is the more necessary because facilities 
for transfer from the Medical Service of one colony to that 
of another are as yet practically non-existent, except in 
connexion with a few specialist and senior appointn.ents; 
this sets strict limits upon the opportunities for promotion. 

To those physically and mentally suited for the climatic 
and social conditions peculiar to the various colonies the 
Colonial Medical Services should, and in some cases do, 
offer a field of professional activity rich in interest and in 
opportunity for pioneer work. The scope for research is 
wide, and facilities for its prosecution are beginning, how- 
ever tardily, to be provided. An increasing number of 
specialist pests is b-coming available in the larger services, 
aid the general policy is to fill them by promotion of suit- 
ably qualified junior officers. The potentialities of sanita- 
ton are beginning to be appreciated by local administra- 
tons, however vaguely. But, when all is said, it cannot be 
tentended that conditions in the Colonial Medical Services 
are generally satisfactory. In some instances, indeed, they 
‘an only be characterized as intolerable. Hence the necessity 


for very full inquiry before accepting appointment. It is 
tue that the post-war economic stringency to which the 
delay of essential reform was usually attributed is giving 
place to more favourable conditions. There are also signs 
of increasing parliamentary and departmental interest in 


the development of a sound health policy. Amongst these 
the most significant is perhaps the recent appointmeat by 
the Secretary of State, in consultation with the Medical 
Research Council, of a Committee ‘‘ to advise the Secretary 
of State and the Medical Research Council upon the 
initiation and promotion of medical research in the interests 
of the Colonial Empire; upon the recruitment and condi- 
tions of service of the necessary personnel; and upon the 
management and allocation of any funds available for these 
purposes.’? The appointment of a chief medical adviser to 
the Secretary of State for the Colonies has also had its 
effect. We are confident that the work of this officer 
will contribute greatly to the establishment of conditions 
making for efficiency and well-being in the Colonial Medical 
Services. Meanwhile, those services are too often hampered 
by conditions which make efficiency unattainable. At the 
worst they are in some colonies starved of material resources 
in the name of economy, understaffed, and underpaid, 
with inadequate facilities for study leave and at the mercy 
of an administration in which the nominal head of the 
service has no effective voice.. Hence the urgent necessity 
for making careful and sufficient inquiry as to the position 
in any given service before appointment is accepted. 

The medical services recruited in this country by the 
Secretary of State for the Colonies include those of West 
Africa, East Africa, Malaya, Hong-Kong, the West Indies, 
Fiji, and Western Pacific territories, and Palestine, besides 
a number of small services offering individually one or two 
appointments at an inadequate remuneration and with no 
prospects of promotion. The recent revision of the con- 
ditions of the Fiji Medical Service shows a distinct im- 
provement in this colony. The basic salary of the district 
medical officers is £500 by £25 to £725, and although 
this is below the £600 minimum recommended as adequate 


by the British Medical Association this fact is offset by - 


the concession of allowances of from £175 to £275 in five 
of the districts, the value of private practice in the 
remaining seven being estimated at from £200 to £600 a 
year. During the last twelve months improvements have 
been effected in the conditions of service in Hong-Kong, 
the Western Pacific, and the Bahamas. The services in 
the West Indies and some of the smaller colonies have not 
yet conceded the £600 minimum commencing salary, and 
whilst facilities for remunerative private practice, general 
conditions of service, and a relatively low cost of living 
must in some instances be taken into consideration, these 
compensations are by no means universal. The services 
in the Leeward and Windward Islands are in a condition 
which requires special notice by way of warning. 

In general, candidates for these services must be between 
the ages of 23 and 35, although these limits are not for 
the moment absolute. A candidate over 35 years of age, 
if accepted for appointment, may be required to serve on 
a temporary and non-pensionable footing; regular appoint- 
ments are, subject to a varying period of probation, for 
the most part classed as permanent and _ pensionable. 
There is no entrance examination, but practitioners 
selected for appointment must obtain a certificate of 
physical fitness from one of the Consulting Physicians to 
the Colonial Office. Post-graduate experience in hospital 
appointments is desirable, and in some cases special allow- 
ances are conceded to the holders of a D.P.H. Successful 
candidates for the West African Medical Staff, the East 
African Medical Service, and the Malayan Services are 
normally required to undergo an approved course of 
instruction in tropical medicine, the fees for their tuition 
being defrayed by the Government and an allowance being 
paid during their instruction, 

The bulk of the appointments made by the Secretary of 
State in this country are to the West African Medical 
Staff, the Kast African Medical Service, and the Medical 
Services in Malaya. These are the strongest individual 
services numerically,. and therefore -offer more frequent 
vacancies, better prospects of promotion, and better chances 
of specialist appointments than the smaller services. 


West ArricaN Mepican Starr, 
This is amongst the best organized and best paid of the 
Colonial Services, though at present it appears to be 
understaffed. The territories covered by the service include 
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Climatic conditions vary considerably over this area, but 
they are in general admittedly trying. This fact is at 
resent recognized by the provision of more frequent 
Saar periods than are usual elsewhere. 

The rate of pay for a medical officer is £660 on appoint- 
ment, rising by annual increments to: £960, together with 
a seniority allowance of £72 a year after reaching £720. 
There are a considerable number of specialist and 
administrative posts carrying relatively high salaries, 
varying from £1,300, with duty allowance of £260, to £1,800, 
with duty allowance of £360. All appointments in the 
staff are pensionable. Officers may retire voluntarily on 
reaching 50 years of age, and may be called upon to retire 
at 55. Pensions are calculated at the rate of 1/480th of 
the officer’s pensionable emoluments (salary and house 
allowance) in respect of each complete month of service. 
Alternatively a gratuity and reduced pension may be 
granted, if desired, under certain conditions. Gratuities 
of £1,000 or £1,250 may be drawn on retirement after 
nine or twelve years’ service. Members of the West African 
Medical Staff are not usually permitted to take their wives 
or young children to the West Coast until they have 
acquired experience of the conditions of life and have 
obtained the sanction of the Governor. In the case of 
young children this is only exceptionally given. 


African Medical Officers. 

In addition to members of the West African Medical Staff, 
which is limited to British subjects of European parentage, there 
are a number of Government appointments for African medical 
officers in the West African Colonies. These appointments carty 
salary on the scale £500-£25-£600, and there is a higher scale 
£600-£30-£720. In addition, in Nigeria and the Gold Coast 
arrangements have been made for the employment of a few 
young African medical men temporarily on the hospital staffs 
with a view to appointment to the Government service later, i 
suitable. In such cases a salary of £400 a year is paid. 


East Arrican Mepicat. SERVICE. 

This service includes Kenya, Uganda, Tanganyika Terri- 
tory, Nyasaland, Zanzibar, and British Somaliland. In 
East Africa there is a very wide scope for clinical work, 
both medical and surgical, as well as for research and for 
preventive medicine and sanitation. The service as a 
whole is fully alive to its responsibilities and opportunities ; 
individual initiative is encouraged, and the career of a 
medical officer depends, not on seniority alone, but to 
a large extent on his own capability. As a rule it is 
preferable that medical officers on first appointment should 
not be married, although in all but a few stations con- 
ditions allow a medical officer’s wife to accompany him. 
The service includes a medical and a sanitary division. 
The former is open to those holding ordinary medical 
and surgical qualifications, post-graduate experience in a 
hospital appointment being an advantage; posts in the 
sanitary division will as far as possible be filled by those 
holding a Diploma in Public Health. Climatic conditions 
vary considerably. In a considerable part of Kenya they 
approximate more to the temperate than the tropical zone; 
but there are some areas in the East African Dependencies 
where conditions more closely resemble those in West 
Africa. The rate of pay for a medical officer is from £600 
on appointment, rising by annual increments of £30 to 
£840, and thereafter, subject to an efficiency bar at this 
point, by £40 to £920. Holders of the D.P.H. receive a 
special concession of two increments on appointment, thus 
reaching the maximum of the grade two years earlier than 
they would otherwise do. Private practice may be per- 
mitted in certain circumstances, but there is no right to 
it even in stations where opportunities may exist. — 

Whilst a candidate can only apply for appointment to 
the East African Medical Service in general and is liable 
to transfer between the several dependencies, he may 
express his preference for any particular colony, and his 
wishes will, we are informed, be met as far as possible, 
As a rule, transfer only takes place on promotion or at an 
officer’s own request. The gratuities available on retire- 
ment after nine or twelve years’ service are similar to those 
for the West African Medical Staff. Officers may elect 
ov may be required to retire on pension on reaching the 
age of 50 years. Pensions are calculated at the rate of 


Nigeria, the Gold Coast, Sierra Leone, and the Gambia. 


Tre Britise 
JOURNAL 


for each completed month of service. 


Mepicat Services IN Maraya. 

These services cover the Straits Settlements, the 
Federated Malay States, and some of the unfederated 
States. Certain reforms have recently been effected in the 
Malayan Services, and whilst that in the Federated Malay 
States still suffers from the inclusion of the Medical 
Department in the general decentralization of administra- 
tion carried out since the war, the new commencing salary 
of 500 dollars a month, plus an allowance of 10 per cent. 
for single and 20 per cent. for married officers, is generally 
considered adequate. A non-pensionable allowance of 100 
dollars a month is paid to officers holding the Diploma in 
Public Health. The service should now offer considerable 
scope to suitable candidates. 


Supan Mepicat Service. 


This service is a department of the Sudan Government, 


and includes a number of Syrian medical officers and a 
number of assistant medical officers who are natives of the 
Sudan. The British medical inspectors are from the outset 
senior to all other medical officers. The Sudan is entering 
on a period of rapid development and expansion, to which 
the medical services of the country must necessarily make 
an important contribution. The service offers ample oppor- 
tunities for specialization and for research, as well as for 
general medical and surgical work. The ordinary duties 
of a medical inspector may be summarized as follows: 

(1) To act as a consulting surgeon and obstetrician in all 
cases submitted to him by his medical staff. This neces- 
sitates considerable surgical experience. 

(2) To initiate, organize, and supervise all medical and 
sanitary work in his province. This includes extensive 
antimalarial work and often the supervision of large 
irrigated areas. 

(3) To carry out the medical supervision of schools and 
the examination of candidates for Government service and 
pension. 

(4) To train assistant medical officers and native sanitary 
overseers, and to advise and direct medical officers in the 
carrying out of their duties. 

(5) Probably, at a later date, to take part in teaching 
at the School of Medicine at Khartum. 

The climate varies, but is not in general unfavourable, 
though hot. In the northern desert the nights are cool, 
even in the summer; in the central there is a rainy season 
of about four months, during which large areas become 
malaricus. The southern area is more tropical in character, 
and mosquito-protected houses, nets, and protective quinine 
are essential during the greater part of the year, though 
the winter months are cool and pleasant. It is not con- 
sidered desirable for medical inspectors to be accompanied 
by their wives until they have gained some knowledge of 
the language and the general conditions of life. 

The commen¢ing pay of a medical inspector is £F.720.* 


On confirmation of appointment and success in the 


requisite examinations mm Arabic the salary is increased 
by periodic increments to £F.1,200. There are four senior 
administrative posts carrying higher salaries. There is & 
compulsory contribution of 5 per cent. of pay towards 
pension, which, for a medical inspector, amounts, after 
twenty years’ service to £E.500 a year. 

PALESTINE. 

A few of the senior posts in the Health Department of 
the Government of Palestine are recruited in this country. 
The scales of pay vary between £P.550-£25-£750F with ex- 
patriation allowance of £P.100 for an assistant senior 
medical officer and £P.1,200 with an expatriation allow- 
ance of £P.200 for the director. , 


Orrictan Sources oF INFORMATION. 


All inquiries in connexion with medical appointments m 


the self-governing Dominions and their dependencies should 
be addressed to the High Commissioners or Agents-General 


* ££.=£1 Os. 6d. sterling. This figure represents exchange value, nob 


irchasin ower. 
a cP. 41 Ds, 6d. sterling. This figure represents exchange value, not 


purchasing power 
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for the Dominions. Intending applicants are also recom- 
mended to consult the Colonial Office List, which may be 
seen at the Colonial Office Library or at the central office 
of the British Medical Association if not otherwise avail- 
able, and the Profess:vuul Handbook (price 9d.) issued by 
the Overseas Settlement Office, Caxton House, Tothill 
Street, London, 8.W.1. 

Recent developments seem to suggest the possibility of a 
few appointments becoming available under the Egyptian 
Government. Questions about any such appointments 
should be addressed to the Director-General, Public Health 
Department, Cairo. 

Inquiries as to vacancies and conditions in the Sudan 
Medical Service should be addressed in the first instance to 
Dr. T. D. Acland, 19, Bryanston Square, London, W.1. 

All inquiries in connexion with Colonial medical appoint- 
ments made by the Secretary of State for the Colonies, or 
such vacancies as may occur in Iraq or Palestine, should 
be addressed to the Private Secretary (Appointments), 
_ Office, 2, Richmond Terrace, Whitehall, London, 

There remain a number of medical appointments made by 
mining companies and other commercial undertakings in 
various parts of the tropics. Much caution should be 
exercised in accepting such posts, and the form of contract 
should be subjected to very careful scrutiny. Advice in 
this connexion should always be sought from the Medical 
Secretary’s Department of the British Medical Association, 
British Medical Association House, Tavistock Square, 
London, W.C.1. 


DEGREES FOR PRACTITIONERS. 


Ar one time it was the almost universal custom for medical 
students educated in London and aiming at general prac- 
tice not to seek a university degree, and as that custom 
still prevails to a considerable extent a large proportion of 
medical men in England possess diplomas or licences to 
practise but not degrees in medicine. This is a fact which 
they sometimes find reason to regret, and to such practi- 
tioners the following paragraphs may be of interest. It 
should be noted that the M.D.Brux. diploma, if obtained 
subsequently to June, 1886, is not registrable, and that the 
University of Brussels no longer holds special examinations 
for foreign medical practitioners. 


University or Durnam. . 

The degree of M.D. is granted by the University of 
Durham to registered practitioners of not less than fifteen 
years’ standing, who have been qualified and in practice for 
that period, upon the following conditions, without resi- 
dence: The candidate must be 40 years of age, and must 
produce a certificate of moral character from three regis- 
tered medical practitioners. Should he not have passed 
an examination in arts previous to the professional exam- 
ination in virtue of which his name was placed on the 
Register, he is examined in classics and mathematics; if 
otherwise, he is required to translate into English passages 
from any one of the following Latin authors: Caesar, De 
Bello Gallico (first three books); Virgil, Aeneid (first three 
books); or Celsus (first three books). Natives of India or 
the British Colonies are placed on the same footing as 
natives of Great Britain, and must be registered on the 
books of the General Medical Council of the United 
Kingdom. 

Professional Examination.—The candidate must pass an 
examination in the following subjects: (i) Principles and 
practico of medicine, including psychological medicine, 
hygiene, and therapeutics; (ii) principles and _ practice 
of surgery; (iii) midwifery and diseases of women and 
children; (iv) pathology, medical and surgical; (v) ana- 
tomy, medical and surgical; (vi) medical jurisprudence and 
toxicology. Candidates are examined by means of written 
papers, clinically, and viva voce at the College of Medicine, 
Northumberland Road, Newcastle, and in the Royal Vic- 
toria Infumary. The classical part of the examination 
may be takes separately from the professional on payment 
of a portion (£10 10s.) of the full fee. 

The examinations are held twice a year, in June and 
December, Notice, accompanied by the fee and certificates, 


must be sent to the Secretary of Examinations, at the 
University of Durham College of Medicine, Newcastle-on- 
Tyne, at least twenty-eight days before the commencement 
of the examination. 


_,Fees.—The fee is 50 guineas, which includes the degree fee; 
if a candidate fail to pass, 20 guineas are retained, but if he 
present himself again 40 guineas only are required. 


Tue Swiss UNIVERSITIFs. 

The Universities of Lausanne and Berne have arrange- 
ments which permit British practitioners to proceed to the 
M.D. degree, but this alone does not confer the right to 
practise in Switzerland, for which the possession of the 
State or Federal Diploma is necessary. Neither degree is 
registrable in this country. 


At Lausanne the British practitioner has to produce (1) a 
certificate of matriculation in a British university, or of havin 
passed a preliminary examination recognized by the Genera 
Medical: Council for the purposes of registration as a medical 
student; (2) a certificate of a degree or diploma qualifying for 
practice in the United Kingdom and the certificate of registration 
as a medical practitioner in the United Kingdom. He musi then 
undergo a viva voce examination in three subjects of the firal 
medical examination. Next he must present a thesis for the 
doctorate, prepared and completed in one of the Lausanne clinics 
under the direction of one of the professors of the Faculty of 
Medicine. Residence for a semester (October to March or April 
to July) is obligatory. The fees are: on matriculation 20 francs; 
on inscription for the viva voce examination 50 francs; on presen- 
tation of thesis 200 francs; for diploma and graduation 25 francs; 
for courses of lectures and laboratory instruction 80 francs; the 
printing of the thesis costs from £7 to £12. Applications for 
admission should be made to the Dean of the Medical Faculty, 
Ecole de Médecine, Place de |’Ours, Lausanne. An official publi- 
cation (Guide de l’Etudiant) is issued in October and April, and 
may be obtained (price 50 centimes) from M. F. Haeshel-Dufey, 
a a Centrale, Lausanne. Dr. C. A. H. Franklin (56, South- 
borough Road, Bickley, Kent), honorary secretary of the Lausanne 
Medical Graduates, will supply further information, 


MEDICAL RADIOLOGY AND ELECTROLOGY. 

Tae Campripce Drreroma. 
A Direroma in Medical Radiology and Electrology is 
granted by the University of Cambridge. The primary 
object is to provide adequate training in a branch of 
medical work which is becoming increasingly important 
and difficult, and which is outside the ordinary metical 
curriculum, The diploma is open only to those who hold 
a medical qualification approved by the Diploma Com- 
mittee. 

Under the new regulations, which come into operation 
in October, 1928, the course has been extended from six 
to nine months. The first three months (October to 
December), which may be spent either in Cambridge or in 
London, are occupied with lectures and practical work in 
physics and electrotechnics, together with an introductory 
course in medical radiology and electrology. The work 
for the second three months (January to March) can be 
done in London only, and comprises lectures and clinical 
instruction in radiology and electrology given by lecturers 
appointed by the Educational Committee of the British 
Institute of Radiology, together with clinical experience 
in the radiological department of a hospital recognized 
for that purpose by the Diploma Committee. During the 
last three months a candidate is required to hold a clinical 
clerkship, or other similar appointment, in the radiological 
department of a recognized hospital. Hospitals at a 
number of provincial centres, as well as in London, have 
been recognized by the Committee for this purpose. In 
exceptional circumstances exemption from this regulation 
may be granted by the Committee. 

The examination for Part I (physics and electrotechnics) 
is normally taken at the end of the first three months, and 
the examination for Part II at the end of six months. At 
the conclusion of the nine months’ course a candidate is 


required to present a thesis composed by himself. This , 


thesis is to be in the form of a critical report with notes 
upon six cases either in radiology or electrology or in 
both these subjects, and must illustrate various methods 


of diagnosis or treatment. 


Further particulars of the courses and examinations can 
be obtained from G. Stead, M.A., Cavendish Laboratory, 
Cambridge, or from the Director, British Institute of 
Radiology, 32, Welbeck Street, London, W.1. 
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Tue EpinsurGu Dipvoma. 

Candidates for the diploma must be graduates in medi- 
cine and surgery of the University of Edinburgh, or hold 
corresponding registrable degrees or qualification from 
some other licensing body. Candidates are not admitted 
to the examination for the diploma until after the lapse 
of not less than-one year from obtaining a‘ registrable 
qualification, which qualification must be registered before 
admission to the examination. 

The course of study begins in October and extends over 
a period of not less than three terms. The examination, 
which is written, oral, and practical, is. in. two parts: 
(a) physics, and (b) radiology.. The examination is held 
twice yearly—namely, July and October. Full particulars 
may be obtained from the Dean of the Faculty of Medicine. 


Tue Liverroot Dirroma. 

The University of Liverpool grants a Diploma in Medical 
Radiology and Electrology. Candidates before admission 
to the examination for the diploma must possess a regis- 
trable qualification approved by the university in medi- 
cine and surgery, and must have attended courses of 
instruction in (a) physics (two terms): (b) (i) radiology 
and (ii) electrology, during six months in the z-ray and 
electro-therapeutic departments of a hospital or hospitals. 
An examination is held in March each year, the subjects 
being (a) physics, (b) radiology and electrology. Exam- 
ination in either part may be taken separately. Fees: 
tuition, £24 5s.; examination and diploma, £6 5s. These 
courses commence during the first week in October. Appli- 
cation should he made to the Dean, Faculty of Medicine, 
the University of Liverpool. 


MEDICAL MISSIONARIES. 
MissIONaRY societies are in constant need of qualified men 
and women to fill vacancies as they occur in their hospitals, 
and also to enable them. to take advantage of fresh 
openings. To those suitably endowed the mission field 
offers unique opportunities for interesting work, and 
the development of native medical schools, as training 
institutions in connexion with some of the larger mission 


hospitals, affords excellent scope for valuable work .to’ 


medical men and women who are qualified to teach. It is 
not usually expected that medical missionaries should take 


a position such as would otherwise be occupied by an’ 
ordained clergyman or minister, but it is essential that they’ 


should be prepared to exert their influence in any hospital 
to which they may be sent so that a Christian atmosphere 
may be maintained and the work of evangelization be 
carried on through the ministry of healing. 

As for scientific and other qualifications for the work, 
medical missionaries, in addition to being physically capable 
of sustaining a life which makes a great demand upon their 
strength, should be thoroughly well trained physicians and 


- surgeons. It is very desirable that they should have held a 


resident appointment at a general hospital, and have a 
good knowledge of practical surgery, gynaecology, tropical 
medicine, and the treatment of eye diseases. Useful infor- 
mation can be obtained from the secretaries of the various 
Missionary Societies, or from Thomas Cochrane, M.B., 
C.M., Honorary Secretary, British Advisory Board on 
Medical Missions, 1, Tudor Street, London, E.C.4. 


Dental Surgery. 


Untit the passing of the Dentists Act, 1921, the profession 
of dentistry in this country was regulated by enactments 
corresponding very closely with those relating to the 
practice of medicine—that is to say, there was no direct 
prohibition of the act of practice; and the Dentists Act of 
1878 gave the same degree of protection to legally qualified 
and registered dentists as was accorded to registered medical 
piactitioners—namely, the reservation of the use of certain 
titles. This Act provided also (1) that no person should 
take or use the name or title of *‘ dentist ’’ (either alone 
or in combination with any other word or words) or of 
“dental practitioner,’ or any other name, title, or 


DENTAL SURGERY. 


Tue Britis 
MxpIcaL 


description expressed in words or by letters implying that 
he was specially qualified to practise dentistry, unless he 
Was registered, under a penalty of £20; and (2) that an 
unregistered person could not recover any fee or charge in 
respect of any dental. operation, attendance, or advice, 
But, in the case of the practice of medicine by unqualified 
and unregistered persons, certain deterrent. factors came 
into play—sueh-as the inability to give a death certificate 
—and these did not operate to the same extent in the 
case of dentistry; hence, unqualified ypractice was far more 


prevalent ‘in, dentistry than in medicine, and increased 
‘after a decision of the House of Lords placing a narrow. 


interpretation upon the words “‘ specially qualified to 


practise dentistry,’ by defining the word ‘ qualified ”’ as- 
not referring to competence but to the possession of a 


recognized diploma. 


THe Dentists Act, 1921. 

This unsatisfactory position was remedied by the passing 
into law of the Dentists Act, 1921; its provisions are based 
largely on, the recommendations of a departmental com- 
mittee appointed in 1917 .by the Privy Council. * to 
investigate the extent and gravity of the evils connected 
with the practice of dentistry and dental surgery by 
persons not qualified under the Dentists Act.’ Since 
November 30th, 1922, no person has been permitted by law 
tv practise ar hold himself out, whether directly or by 
implication, as practising or as being prepared to practise 
dentistry unless he is on the Dentists Register provided 
for by the Dentists Act, 1878. The practice of dentistry is 


defined as including ‘‘ the performance of any such. opera-. 


tion and the giving of any such treatment, advice, or 
attendance, as is usually performed or given by dentists,” 
and the performing of any operation or the giving of any 


‘‘ treatment, advice, or attendance on or to any person 


as preparatory to or for the purpose of or in connexion 
with the fitting, insertion, or fixing of artificial teeth.” 
The maximum penalty incurred by an unregistered dentist 
is: £100 for each offence. There are, however, certain 
important exceptions to the requirement of registration. 
A registered medical practitioner may practise dentistry 
without being on the Dentists Register, and a registered 


pharmaceutical chemist or chemist and druggist may. 


extract a tooth where the case is urgent and where no 
doctor or dentist is available, but the operation must be 


performed without any kind of anaesthetic; further, any- 


person may carry out minor dental work in a public dental 
service under the’ personal supervision of registered 
dentist provided it is in accordance with conditions 
approved by the Minister of Health after consultation 
with the Dental Board. 


Certain persons other than those qualified by examination were 
entitled to be registered under the new Act. They had to. be of 
good personal character and 23 years of age before July 28th, 1921 
(the commencement of the Act), and to have been engaged for five 
of the seven years preceding that date as their principal means 
of livelihood in the practice of dentistry in the British Isles, or 
have been admitted to membership of the Incorporated Dental 
Society not less,than one year before the commencement of the 
Act. The passing of ‘ the prescribed examination in dentistry” 
within two years of the commencement of the Act was conside 
as equivalent to practising for five years, and a registered phar 
maceutical chemist or a chemist and druggist who immediately 
before the commencement of the Act had a substantial practice as 
a dentist, including all dental operations, was treated as thou 
he had practised for five years. <A dental Mechanic who for t 
five years had been carrying on his work as such and has secured 
the entry of his name on the list of candidates for examination 
can be registered provided within ten years of the commencement 
of the Act he passes the prescribed examination. The Board, how- 
ever, has no power now to consider any further applications undef 
this Act. 

Dentistry may be carried on by a corporate body provided the 
majority of the directors and all the operating staff are registere 
dentists, and that no business other than dentistry or only some 
business ancillary to dentistry is carried on by the company, 
Companies carrying on the business of dentistry at the presem 
time are permitted to continue to do so with certain restrictions, 
provided that the name of the company as well as the names 
the directors have been entered in a list kept by the Kegistrar for 
that purpose. Every director or manager of a company convicte 
of an offence under the Act will be held to be guilty of the offence 
unless he proves that the offence was committed without his 
knowledge, and the court may, in addition to a fine, order 


‘the name of any director convicted shall be removed from the list 


of directors aforesaid. 
A subsequent Act passed in 1923 made provision for the regis 

tration of persons who were 2i in November, 1921, who had ser 

during the late war in His Majesty’s Forces, and were on 
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date engaged as their principal means of livelihood in the practice 

of dentistry in the British Isles. The Board, however, has no 

power now to consider any further applications under this Act. 
Tue Dentat Boarp. 

On tho establishment of the Dental Board in 1921 certain 
powers and duties of the General Medical Council were 
transferred to it, including the duty of erasing from the 
Dentists Register any entry which has been incorrectly 
or fraudulently made. An inquiry into the case of a person 
alleged to be liable to have his name erased from the 
Register is made by the Board, which reports its findings 
to the General Medical Council, the order directing the 
eyasure being made by the Council. A name erased from 
the Register can only be restored by the Council upon a 
report made by the Board. An appeal to the High Court 
may be made by any person aggrieved either by refusal of 
the Board to register his name or by the removal of his 
name from the Register. The administrative expenses of 
tho Board are defrayed from the registration fees and 
annual retention fees, but any surplus may be allocated to 
purposes connected with dental education and research or 
to any public purpose connected with dentistry. The office 
of the Dental Board is at 44, Hallam Street, London, W.1. 


Dentat Epucation anp Examination, 

The preliminary examination-in arts is the same for 
medical and dental students, and the early stages of their 
education embrace much the same subjects'; and, as the 
dental student is required to obtain a knowledge of the 
broad principles of medicine and surgery, it is necessary 
for him to pursue some portion of his studies at a medical 
school as well as at a special dental school, the latter not 
undertaking the teaching of these subjects. Registration 
as a dental student is not in all cases compulsory, though 
it is to be advised as convenient as affording proof of the 
commencement of professional education, and it is required 
by most of the licensing bodies, all of whom insist upon a 
curriculum covering four academic years. 

Degrees in dentistry are granted by the Universities of Bristol, 
Durham, Leeds, Liverpool, London, Sheffield, Queen’s University, 
Belfast, and the National University of Ireland, as will be found 
stated in the articles on these universities. Licences in dentistry 
entitling the holder to be registered on the Dentists Register are 
—- by the Universities of Birmingham, Bristol, Durham, 

eds, and Belfast, and by the Royal Colleges of Surgeons of 
England, of Edinburgh, and of Ireland, and by the Royal Faculty 
of Physicians and Surgeons of Glasgow. 

Recognized dental schools are numerous. In London there are 
those connected with the re Dental Hospital, Leicester Square; 
the National Dental Hospital (now the University College Hospital 
Dental School), Great Portland Street; Guy’s Hospital; King’s 
College Hospital; and the London Hospital. In the provinces 
there are the Birmingham Dental Hospital; the Royal Infirmary 
and the General Hospital, Bristol; the. Dental Hospital, and the 
Public Dispensary, Leeds; the Dental Hospital, Liverpool; the 
Dental Hospital, Manchester; the Dental Hospital and School, 
Newcastle-on-Tyne; the Royal Hospital, Sheffield. In Scotland 
there are the Dental Hospital, Dundee; the Incorporated Dental 
Hospital and School, Edinburgh; and the Incorporated Dental 
Hospital, Glasgow; and in Ireland, the Incorporated Dental 
Hospital of Ireland and the Royal College of Surgeons in Ireland. 

A list of dental schools and their officials will be found in the 
article on the General Medical Council at page 377. 

All who think of becoming dentists may be advised to 
study a Memorandum, lately drawn up for their guidance 
by the Registrar of the Dental Board, setting out in con- 
venient form and in untechnical language information for 
which request is frequently made to the Board.? It will be 
seen from this pamphlet that in order to assist su:table 
students the Dental Board has instituted a system of 
bursaries to pay the fees of those who have not the financial 
means to qualify, and in some cases maintenance is given 


as well, 


Recommendations of the Gencral Medical Couneil. 

The Dentists Act still leaves to the General Medical 
Council the duty of controlling the course of study and 
examinations required for dental qualifications. 

The following recommendations as to the course of study 
and examinations to be required of candidates for degrees 
or licences in dentistry or dental surgery were adopted by 
the Council on May 27th, 1922. 


— 


Preliminary Examination and Registration. 

1, That every dental student shall, at the commencement of his student- 
ship, be registered in the manner and under the conditions prescribed 
for medical students, 

2. That before registration in the Dental Students Register every 
applicant shall be required to have passed, in addition to the examinaticn 
in general education, which shall be the same as that required for 
medical students, an examination in Elementary Physics and Elementar 
Chemistry, conducted or recognized by one of the licensing bodies, which 
shall also be the same as that required for medical students, 

3. That before registration as a dental student every applicant shall 
produce evidence that he has attained the age of 17 years. 


Professional 

4. That every candidate for a degree or licence in dentistry or dental 
surgery shall be required before admission to the final or qualifying 
examination to produce certificates showing : 

(i) That he is at least 21 years of age. 

(ii) That he has been registered as a dental student. 

(iii) That he has, subsequently to the date of registration as a dental 
student, been engaged in professional study for at least four years, of 
which three years at least shall be spent at a school or schools recog- 
nized for professional study by one of the licensing bodies. 

(iv) That, subsequently to the date of registration as a dental student, 
he has attended at a recognized medical school courses of instruction, 
which shall be the same as those required for medical students, in the 
following subjects: (a) Chemistry, and (b) Physics, in their ooo 
to medicine; (c) Elementary Biology. That he has attended at a recog- 
nized medical school courses of instruction in the following subjects: 
(2) Human Anatomy (with dissections and demonstrations) for three 
academic terms; (e) Physiology (with laboratory instruction, including 
Practical sees? for two academic terms; (f) General Pathology 
(including Bacteriology) for two academic terms; (g) Medicine for two 
academic terms; (h) Surgery for two academic terms; (i) the practice 
of a recognized general hospital or hospitals of not less than eighty 
beds, with certified instruetion in Clinical Medicine and Clinical Surgery, 
for four academic terms. 

(v) That he has attended at a recognized dental school courses of 
instruction in the following special subjects: (a) Dental Anatomy and 
Physiology, human and comparative. The course should comprise a 
minimum of twenty meetings of the class. (b) Practical Dental Histology 
and Morbid Histology. The course should comprise a minimum of sixteen 
meetings of the class. (c) Dental Pathology and Surgery. The course 
should comprise a minimum of twenty meetings of the class, (d) Dental 
Materia Medica and Therapeutics. The course should comprise @ minimum 
of sixteen meetings of the class, (e) Dental Metallurgy (with practical 
work and demonstrations). The course should comprise a minimum of 
twenty meetings of the class. (f) Dental Mechanics (with practical work 
and demonstrations). The course should comprise a minimum of twenty 
meetings and twenty demonstrations. (g) A course of instruction in the 
use of Anaesthetics, general and local, employed in dental practice. 
(hk) A course of instruction in Radiology as applied to dentistry. 

vi) That he has for at least twen pone calendar months attend 
during the ordinary academic terms, the practice of a recognized denta 
hospital or of the recognized dental department of a general hospiial, 

(vii) That he has received for not less than twenty-four calendar 
months, or for 2,C00 hours, practical instruction in dental mechanies. 


Examinations, 

5. That the examination for a degree or licence in dentistry or dental 
surgery shall be partly written, partly oral, and partly practical, and shall 
insiods the following subjects: (a) Chemistry, Physics, and Biology, in 
their bearing on Medicine and Dentistry. (>) ituman Anatomy and 
Physiology. fy General Pathology, including Bacteriology. (d) Medicine 
onl Surgery. (¢) Dental Anatomy and P meee ental Pathology, 
Dental Surgery (including Orthodontics), Dental Materia Medica and 
Therapeutics, and Dental Mechanics and Dental Metallurgy. (f) Practical 
Examination in Dental Surgery. (g) Practical Examination in Dental 
Mechanics and Metallurgy. (I) Anaesthetics, general and local, em- 
ployed in dental practice. : 

6. That the prescribed subjects of examination may be combined or 
distributed at the discretion of the licensing bodies, and may be taken 
at two or more successive stages during the course of professional study ; 
provided that no candidate shall be admitted to any final examination 
in dental surgery and dental mechanics until he shall have completed 
the required our years’ course of study, 
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Tue detailed information published in this Educational 
Number of the British Medical Journal for the benefit 
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Memsbersuip of the Guild of St. Luke is open to all students 
and practitioners of medicine—both men and women—who are 
members of the Church of England, the clergy of which are 
eligible as clerical associates. The Guild was started in London, 
by a few medical students, over sixty years ago, and there are 
> now in London a Women’s Ward and a Students’ Branch, 
as weil as a Midland Counties Ward and a Cambridge Ward. 
The Chapter of the Guild meets in each month of the academic 
year, and a festival service is held annually at St. Luke’s tide, 
either at St. Paul’s or Westminster Abbey. This year the 
service will be at the Abbey. Particulars of the objects and 
activities of the Guild and forms of application for membership 
can be obtained from the Secretary of the Guild of St. Luke, 
Room B.B., King’s College, Strand, W.C.2. 


2 See the Registrar’s Memorandum on Students’ Registration prin i 
the article on the General Medical Council at pa 56. tag oye 

Memnandum by the Regist:ar ou the Procedure to be Adopted by 
Those who Desire to Enter the Profession of Dentistry, with Notes on 
Coxts aud Prospects. 1927. Dental Board of the United Kingdom, 


#1, Hallam Street, W.1. Price 1s. post free. 


[The present issue being the Annual Educational Number, 
much current material is held over, and neither the 
Supplement’? nor the “Epitome of Current Medical 
Literature’ is published this week.] 
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— 


Che British Medical Association: 


ITS AIMS, WORK, AND ‘CONSTITUTION. 


Tue British Medical Association, as stated in our introduc- 
tory article on the Profession of Medicine, was founded in 
1832 to promote the medical and allied sciences, to maintain 
the honour and interests of the profession, and to -foster a 
feeling of friendship among its members. To attain these 
objects it holds periodical meetings for the discussion both of 
medical and scientific subjects and of professional affairs ; 
it publishes the British Medical Journal; it maintains a 
reference and lending library; it has instituted lectures, and 
scholarships and grants for research. It thus concerns itself 
with every side of medical work—science, clinical medicine, 
public health, and the material interests of professional life. 
The British Medical Association, with a membership now of 
more than 34,000, is the oldest, largest, and most powerful 


British organization devoted to the welfare of the medical - 


profession. 


It has recently acquired a fine building in | 


Tavistock Square, London, for its headquarters, providing | 
ample accommodation for immediate needs and space for | 
future developments. These premises, designed by Sir | 


1925 


Edwin Lutyens, R.A., were formally opened in 
by His Majesty the 
King, Patron of the 
Association; and the 
beautiful wrought- 
iron gates erected as 
a memorial to the 
574 members who fell 
in the war, by which 
the quadrangle is at 
present completed, 
were dedicated on that 
occasion by the Arch- 
bishop of Canterbury. 
The need for larger 
accommodation had 
become’ insistent 
owing to the remark- 
able growth in the 
central work of the 
Association during re- 
cent years, which had 
far outstripped the 
capacity of the pre- 
mises in the Strand. 
Further extensions to 
the building in 
Tavistock Square are - 


Privileges of Members. 

A member of the Association has the right— 

1. To attend the annual and other general meetings of the 
Association and the meetings of the Division and Branch to 
which he or she belongs. 

2. To take part by personal vote (or in some Divisions by 
voting paper) in the election of the representative of his or her 
Division in the Representative Body, and also in the election 
of members of the Council. : 

3. To receive by post the British Medical Journal, published 
weekly, which gives a full record, with commentary, of progress 
in_ clinical and scientific medicine and of medico-political 
affairs throughout the British Empire. 

4. To receive the help and advice of the central office in any 
professional difficulty. 

5. To use the Library as a reading room, and to borrow 
current medical or scientific books on payment of postage. 
Besides modern works and_ periodical medical literature— 
foreign as well as English—the library contains many books 
of historic interest. 

The full benefits of the Association can only be secured by 
the co-operation of large numbers of the medical profession, 
for the greater the membership and the funds the more 
efficient influen- 
tial the organization, 
The Association 
during the past 
ninety-six years has 
been the direct means 
of benefiting every 
class of medical men 
and medical women. 
In asking for new 
members it looks not 
only to the older prac- 
titioners but also and 
especially to those re- 
cently qualified. To 
these a generous con- 
cession is made as 
regards subscription, 
and there is a special 
claim to their recog- 
nition of the work of 
the Association in im- 
proving the conditions 
under which they may 
hold appointments in 
the public services or 
in civil life. The Asso- 


now in progress, 


Constitution and Administration. 

The Association has Branches and Divisions throughout 
Great Britain and Ireland, and also in the Dominions, 
Colonies, and Dependencies. The Divisions are arranged 
territorially, and number, in all, 286. For certain purposes 
of administration or of scientific and clinical work, the 
Divisions .are combined into £3 Branches. Members of 
Divisions elect representatives on the Branch Councils and 
also a member or members of the Representative Body, 
which is the governing body of the Association and deter- 
mines its policy. 

The Council is the executive of the Association. It is 
elected partly by the Divisions and Branches and partly by 
the Representative Body, and includes representatives of 
the Navy, Air Force, Army, and Indian Medical Services 
elected by. the Representative Body. The Representative 
Body and Council elect standing committees to take charge 
of different subjects. Among these may be mentioned the 
Science, Medico-Political, Ethical, Hospitals, Public Health, 
and Naval and Military Committees. There are Committees 
also for the Dominions, Scotland, Ireland, and Wales; and 
for the working machinery of the Association, such as 
the Organization, Finance, and Journal Committees. The 
Insurance Acts Committee, elected partly by the Association 
and partly by insurance medical practitioners, is financed 
by the Association; it is the recognized executive and 
mouthpiece of the insurance practitioners of Great Britain. 


The British Medical Association House, Tavistock Square, London. 


ciation’s work for the 

a Services is well known. 
It feels a special responsibility towards those members of 
the profession who, by reason of their position are precluded 
from taking common action, and recent events have proved 
again its capacity to further their interests. 


Subscriptions and Applications for Membership. __ 

The ordinary subscription to the British Medical Associa- 
tion is 3 guineas a year for members resident in the British 
Isles, but this is subject to various exceptions. Thus, 
newly qualified practitioners elected within two years of 
registration pay half this sum up to the end of the fourth 
year after registration; medical officers on the active list 
of the R.N., R.A.F., R.A.M.C. (Regular), and I.M.S. pay 
2 guineas; concessions are made also to members (in the 
British Isles) of forty years’ standing, to members of ten 
years’ standing who have retired from practice, to medical 
married couples residing together, and to whole-time 
teachers and research workers. The ordinary subscription 
for members living abroad is 1} guineas, but some Branches 
have special ‘local subscriptions. A member elected after 
June 30th pays half the subscription for that year. 

All duly qualified British medical practitioners are eligible 
for election. Full particulars can be obtained from the 
Medical Secretary, British Medical Association House, 


Tavistock Square, London, W.C.1; the Scottish Medical 
Secretary, 7, Drumsheugh Gardens, Edinburgh; or the Irish 
Medical Secretary, 16, South Frederick Street, Dublin. 
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A Paper 


THE DIAGNOSIS AND TREATMENT OF SPINAL 
CORD TUMOURS.* 


BY 


DONALD J. ARMOUR, C.M.G., F.R.C.S., 


Senior Surgeon, West London Hospital; Surgeon, National 
Hospital for Nervous Diseases. 


Iv this discussion on the diagnosis and treatment of spinal 
cord tumours I will limit myself to the strict meaning 
of the term—namely, those tumours arising from the cord, 
from the nerve roots, or from the spinal meninges—and 
exclude those arising, primarily or secondarily, from the 
vertebral column and the soft tissues surrounding it. 
Exception will be made in the case of chondromata growing 
from an intervertebral disc. 

Clinically, spinal cord tumours may be said to cause a 
paraplegia by compression, the nature of which cannot be 
revealed by x rays. It should be remembered, however, 
that tumours arising from nerves or nerve roots outside 
the spinal canal may extend into it through an inter- 
vertebral foramen, and, vice versa, one originating in 
the spinal canal may extend in the same way into the 
soft tissues surrounding the vertebeal column. Moreover, 
a tumour may be both intradural and extradural, without 
any clear evidence as to its point of origin. More than 
three-fourths of spinal cord tumours are extramedullary, 
and less than one-fourth intramedullary. Of the extra- 
medullary tumours, the intradural are more frequent than 
the extradural by three to one. Of intradural tumours, 
about two-thirds occupy a dorsal or dorso-lateral position 
and one-third a ventral or ventro-lateral position—a matter 
for rejoicing on the part of the surgeon. 


SyMpToMs. 

In the majority of cases of spinal cord tumour the onset 
of symptoms is slowly progressive, the course of the disease 
heing slow and chronic. From the clinical standpoint it 
may be divided into three stages: (1) of root symptoms, 
usually unilateral; (2) of Brown-Séquard paralysis; (3) of 
complete compression paraplegia, or bilateral paralysis. 
According to Starr, ‘* a certain order is commonly observed 
in the symptoms ’’—namely: (1) Pain referred to the 
periphery. (2) Increase of reflex activity below the point 
of compression. (3) Paralysis—spastic paraplegia in ex- 
tension. (4) Loss of sensibility. (5) Loss of reflex activity 
with flaccid paralysis. 

The first symptom complained of by the patient is usually 
sensory, either pain or some form of paraesthesia. There 
are exceptions to this, but though at the onset some cases 
have no sensory symptoms, they usually appear later in 
the course of the disease. A few cases run a completely 
painless course. These were formerly supposed to be cases 
of medullary tumour, but it is now known that some are 
extramedullary. 

Root pain, due to irritation—‘‘ the neuralgic stage ’’?— 
is the most frequent early symptom. ‘ There is no other 
disease which causes such definitely localized recurring and 
persistent pain’? (Starr). -It may be paroxysmal and 
remittent, showing marked variations in its severity, and 
is frequently aggravated by coughing and sneezing or by 
movements of the spine. The pain may appear suddenly, 
hay persist for months or years, disappearing as symptoms 
of cord compression appear, or it may continue throughout 
the whole duration of the disease. The pain is referred to 
the course of the nerve involved, and may be thought to 
‘be due to innumerable conditions in various parts of the 
body or limbs. 

Pain in the back may be an early symptom in spinal 
cord tumour, and may be the only one complained of for 
avery long period. This is especially true of lumbo-sacral 
and cauda equina tumours. Various postures may be 
assumed by the patient to get relief from the pain. 

Bennett! has called attention to the fact that ortho- 
predic surgeons are frequently consulted by patients com- 


*Read in opening a discussion in the Section of Surgery of the 
Annual Meeting of the British Medical Association, Cardiff, 1928. 


plaining of local and referred pains in the region of the 
spine who have no bone lesion but a lesion of ‘the cord. 
He records four cases of spinal cord tumour, all having 
shown symptoms that suggested osseous, muscular, and 
ligamentous changes rather than any neurological condi- 
tion. They showed (1) variable pain in the spine and 
nerve roots; (2) extreme spasm of the erector spinae 
-muscles, followed by lateral deformity of the spine; (3) 
extreme bilateral spasm of the hamstring group—all 
appearing long before any motor or sensory changes had 
occurred. . 

Pain, not radicular in character or distribution, may 
be complained of in a part of the body not supplied by the 
roots involved in the tumour. This pain is due to pressure 
on the sensory tracts of the cord., It may antedate any 
discoverable sensory or motor changes. 

Paraesthesiae of. various kinds-—‘‘ pins and_ needles,” 
numbness, a feeling of weight, tingling, cold--may be 
complained of. They may occur at the level of the tumour, 
due to root irritation; or above the level of the tumour, 
due to pressure from the held-up cerebro-spinal fluid or 
to sympathetic involvement (Barré and Schrapf); or below 
the tumour level, due to irritation of sensory tracts in the 
cord. Elsberg says that a complaint of a feeling of cokd- 
ness in the extremities is a regular symptom of high 
cervical tumours. 

In the early stages of spinal tumour objective sensory 
changes are usually absent, though areas of hyperaesthesia 
may be found on careful search. Later, the cutaneous 
sensory disturbances will depend upon the amount of com- 
pression or destruction of the spinal tracts, and will vary 
with the site of the tumour and its relation to the cord. 
Elsberg calls attention to the frequent occurrence in extra- 
medullary tumours of a certain amount of dissociation of 
sensations below the level of the tumour, while in intra- 
meduliary tumours, on the other hand, he frequently found 
that all types of sensation were equally involved, while 
typical dissociation was rarely seen. He points out, how- 
ever, that unless there is a loss of all sensation below the 
segmental level, there is a striking difference between the 
sensory disturbances in extramedullary and intramedullary 
tumours. It is this: that in extramedullary growths the 
maximum of sensory disturbance is in the most peripheral 
dermatomes and the minimum nearest the level of the 
lesion; while in intramedullary growths the maximum of 
sensory disturbance is often at and below the segmental 
level. 

Unless all cutaneous’ sensation has been lost, tactile 
sensation is usually less affected than pain and tempera- 
ture, which are often equally diminished. But many 
variants of this occur. In tumours of the conus and 
cauda equina the sensory disturbances are usually bilateral 
and asymmetrical, affecting all types of sensation to an 
equal degree. 

Subjective motor disturbance, consisting of a complaint 
of weakness followed by stiffness, usually follows subjective 
sensory symptoms, though very rarely the reverse occurs. 
These symptoms of weakness and stiffness are usually pro- 
gressive, though cases are reported in which they have been 
remittent. In high tumours the order of limb involve- 
ment is almost always in regular sequence—namely, homo- 
lateral upper limb, homolateral lower limb, contralateral 
lower limb, contralateral upper limb. 

During the first or irritative stage, if the tumour in- 
volves an anterior root there should be motor excitement, 
as shown by tremor, muscular tension, spasms or general 
tonic spasms. But by the time the patient comes under 
observation these are generally absent, or soon masked or 
suppressed by a degenerative paralysis of the correspond- 
ing muscles, together with a diminished tendon reflex. 
Obvious wasting of the muscles concerned usually follows, 
and this whether the roo. or the anterior horn cells are 
suffering from pressure. 

At first, as the tumour lies on one side of the cord, its 
pressure may cause a spinal hemiparesis, the so-called 
Brown-Séquard syndrome, characterized by motor disturb- 
ances on the same side as the lesion and sensory changes 
on the opposite side, This is rarely seen, however, in its 
complete form in tumour compression, and soon passes into 
a paraparesis or paraplegia. Elsberg has described what 
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‘he calls a ‘‘ reversed ’? Brown-Séquard syndrome, in which 


the motor and sensory disturbances are opposite to those 
described. The explanation of this would appear to be 
the pushing of the cord over against the opposite side of 
the canal by the growing tumour. 

As soon as the tumour begins to exert further pressure 
on the cord two sets of spinal symptoms begin to appear— 
namely, (1) direct spinal symptoms, due to compression or 
destruction of the segments on which or in which the 
tumour lies; (2) indirect spinal symptoms, due to pressure 
upon the long tracts traversing the segment affected. Thus 
the atrophy and paralysis of muscles, often with fibrillary 
twitchings, the segmental supply being known, with reaction 
of degeneration and loss of reflex activity in the muscle 
tendons, combined with muscular weakness and rigidity 
and increased reflex activity below the lesion, an extensor 
plantar response, with anaesthesia up to the level of the 
lesion, and probably loss of bladder and rectum control, 
constitute a condition of great diagnostic value. 

In these cases not only does a minimal stimulus produce 
the corresponding reflex, but very often a number of 
other reflex contractions—the so-called ‘‘ mass reflexes ”’ 
described by Riddoch, and called by Babinski ‘‘ defence 
reflexes.””’ Usually sphincter disturbances do not appear 


. until motor and sensory symptoms are well advanced, 


though they may be early in onset in intramedullary 
tumours. Bladder loss is usually the first to appear, and 
precedes the rectal loss by some time. Very often ‘ im- 
perative micturition ’’ appears first, or hesitancy passes 
into retention, and retention into incontinence. 

It is interesting to remember here that it has been shown 
by Riddoch and Purves-Stewart that the pathological 
effect of the actual pressure on the cord elements are extra- 
ordinarily limited, the neural processes of inflammation, 
softening, and degeneration being confined to the imme- 
diate site of the tumour, and that the widespread inter- 
ference with cord function is due to vascular changes, 
setting up what they call anoxaemia. That this must be 
true is shown by the recovery which follows, often rapidly, 
upon the removal of a tumour which has caused very great 
narrowing and distortion of the cord. 


Paraplegia in Flexion. 

This condition has been very fully worked out and 
described by Walshe. It follows most frequently upon 
paraplegia in extension, but in a certain number of cases 
the extension stage is very short and the paraplegia in 
flexion may appear to be the original condition. It is 
characterized by: (1) Flexion of the different segments of 
the lower limbs upon each other (dorsal flexion of the foot, 
flexion of the leg on the thigh, and the thigh cn the 
pelvis). (2) Absence of the usual exaggeration of tendon 
reflexes, which may be diminished, and in some cases even 
abolished. (3) A well-marked exaggeration of the “flexion 
reflexes”? (Sherrington). (4) The almost constant presence 
of involuntary muscular contractions. There are also 
found objective sensory disturbances with a definite fixed 
upper limit, but the dominant clinical feature is the very 
obvious exaggeration of the flexion reflexes. 

The condition indicates a severe and localized com- 
pression of the cord, and, in cases cf tumour, is an indica- 
tion for immediate operation. 


Varying Clinical Picture at Different Levels. 

At different levels of the cord certain additional sym- 
ptoms may be added to the usual clinical picture, and 
may be of great localizing value. In high cervical tumours 
nystagmus is occasionally present, probably due to altera- 
tions’ in the cerebro-spinal fluid pressure. Bulbar sym- 


- ptoms are occasionally seen, due, according to Schlesinger, 


to oedema of the medulla. Cranial nerve symptoms are 
very rare indeed. Intense pain may radiate up the back 
of the neck and head, giving rise to the stiffly held head 


‘ suggestive of caries, or to an appearance of snasmodic 


torticollis. 

The involvement of the roots of the phrenic nerve in 
tumour cases may result in paralysis of one or other side 
of the diaphragm, which can be verified by x-ray screening. 
C. P. Symonds has had recently under his care a most 
interesting case of tumour at the level of the third cervical 
segment, which commenced with persistent hiccup, lasting 


for a long time before the gradual onset of a quadriplegia, 
I have not been able to find a similar case reported in the 
literature, and therefore, with Dr. Symonds’s permission, 
I will describe the symptoms very briefly. 

The patient, a man aged 45, was admitted under Dr. Symonds’s 
care in December, 1927, on account of — quadriplegia and 
attacks of hiccup. Two years previously he had begun to suffer 
from attacks of hiccup lasting three or four days at a time, and 
so severe that they disabled him for the time being. Shortly after 
this he experienced pains in the back of the neck and across both 
shoulders. Six months later he began to notice weakness of his 
lower limbs, and at the end cf a further six months was a helpless 
invalid with weakness in all four extremities. ‘ i 

On admission the Wassermann reaction was negative, both in 
blood and cerebro-spina! fluid. The lumbar fluid showed a 
moderate excess of protein with no cells. Examination showed e 
spastic weakness of all four extremities, with a defect to tem- 
perature and i? extending up to the clavicles and including 
the upper limbs. The lower limbs showed increased tendon-jeris 
and extensor plantar responses. The abdominal reflexcs were 
absent. The reflexes in the upper limbs were increased, and on 
scratching the skin on the antericr or posterior surface of the 
trunk at the level of either axilla a brisk reflex contraction of 
the muscles of the appropriate shoulder girdle ensued, leading to 
retraction of the upper limb—the reflex described by Buzzard 
and Riddoch (Brain, 1921, 397) as occurring in spastic quadriplegia. 

Whilst under observation the patient had a severe attack of 
hiccup lasting for three or four days and nights, and leading to 
great exhaustion. - 

In the lower cervical lesions four root syndromes may 
occur—namely, (1) the upper, or Duchernne-Erb type (C5, 
C6, C7); (2) the middie type (C7), with paralysis and 
atrophy of the triceps; (35) the lower, or Aran-Duchenne 
type (C8, D1); (4) the combination of the last with oculo- 
pupillary symptoms, Dejerine-Klumpke type (C8, D1, D2). 
The oculo-pupillary symptoms (Claude Bernard-Horner 
syndrome) are myosis, ptosis, enophthalmos, with narrowing 
of the palpebral fissure, together with vasomotor effects, as 
shown by redness cr pallor of the skin, with hyperidrosis or 
anidrosis. It is in tumours of the cervical region that one 
sees the picture of a true spinal hemiplegia, which, how- 
ever, soon passes into a quadriplegia. Paralysis of the 
upper limb may be of a spastic or atrophic nature, or 
may combine these characteristics. The radicular type of 
degenerative paralysis may be very clearly marked. 

Tumours situated in the lower dorsal region of the cord 
may give rise primarily to pain simulating intra-abdominal 
disease, and every conceivable abdominal operation has 
been performed in such cases, in the erroneous belief that 
one or other abdomina! organ was at fault. 

Tumours of the lumbar cord may show multiple root 
signs with atrophic paralysis, but in other cases pressure 
on the cord may cause the outstanding symptoms. 

Tumours of the cauda equina give rise to intense pain, 
which may be widespread, in the small of the back or over 
the sacrum, and which radiates down the back of the 
legs, into the region of the anus, bladder, perineum, and 
genitalia. These are cases which are usually treated for 
‘* sciatica ’? over long periods. Anaesthesia over the ano- 
genital region, extending down over the tendo Achillis, 
with loss of - anal reflex and Achillis jerk, with bladder 
and rectal digturbances, make a very distinctive clinical 
picture. Trophic sores are peculiarly frequent in lumbo- 
sacral and cauda equina tumours, in marked contrast to 
those at higher levels of the cord. 

A brief reference should be made to the so-called 
‘“‘ atypical’? clinical forms, or those cases which do not 
conform to the usual clinical picture produced by the 
presence of a spinal cord tumour. These are: (1) those 
with purely medullary symptoms; (2) those with purely 
root symptoms; (3) those with multiple tumours; (4) those 
with symptoms referred chiefly to the vertebral column 
and the paravertebral muscles—‘‘ forme rachialgique ”’ of 
‘* pseudo-pottique ” of French neurologists. 

In the purely medullary form there is found a para- 
plegia without any signs of root involvement, either sub- 
jective or objective. According to Frazier and Ellis this 
form occurs once in every fourteen cases, and to Foerster 
in more than one-half of the cases. It is undoubtedly of 
frequent occurrence. It is explained upon the assumption 
that the tumour oceupies an interradicular position, or lies 
on the anterior aspect of the cord, is of small size, and 
attached to the dural sheath. According to Oppenheim, it 
occurs with extradural tumours occupying an anterior 
position and of very soft consistence, 
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_ In the purely root form the symptoms are those of an 
ordinary neuralgia of varying distribution according to the 
site of the tumour. Attention should be directed to the 
obvious root limitation of the painful phenomena, to their 
persistence and long duration, and to the interference with 
the tendon or cutaneous reflexes at the corresponding level. 
In cases of neuralgia of long standing, with recessions, and 


_which resist all forms of medication, lumbar puncture 


should be performed and the cerebro-spinal fluid examined, 
and if confirmatory evidence ‘is necessary, followed by the 
injection of lipiodol. 


The diagnosis of multiple tumours—diffuse  sarcotha-, 


tosis, neurofibromata, diffuse gliomatosis—sometimes offers 


very great difficulties. They are to be suspected by the 
presence of two root syndromes clearly superimposed, 
which are accompanied by other symptoms of compression 


of the cord. There may be symptoms of a high compression. 


with a root syndrome lower down, or the reverse, in which 


‘the root syndromes are very much higher than those of the 


cord compression. Clinically a diagnosis with localization 


_of the highest tumour is usually made. Help may be 
-obtained in these cases from the use of lipiodol. 


The vertebral form is met with especially in tumours of 


‘root origin compressing the lower end of the cord or the 


roots of the cauda equina. It is marked by the intensity 
and diffuseness of the pain, which is referred to the para- 


_vertebral muscles and down the lower limbs. In an attempt 


to relieve the vertebral pain a secondary contracture— 
localized or diffuse—of the affected muscles is induced. It 
is when it is localized that a diagnosis of Pott’s disease is 
so often made. In the case of tumour the pain has an 
intermittent evolution, often with prolonged remissions, 
and the appearance of objective neurological signs is often 
slow. Again, the rigidity of the spine is not absolute, 
some slight movement of the spinous processes upon one 
another being obtained, and it is much more diffuse than 
that of Pott’s disease. Moreover, the contracted muscles 
are excessively painful, and are tender to pressure. 


DIFFERENTIAL D1aGNosts or TuMouRS OF THE SPINAL 
Corp. 

There is no symptom which occurs exclusively with any 
one form of spinal tumour. The individual symptoms are 
essentially the same, and differ in sequence, duration, and 
time of appearance according to the localization of the 
tumour. 

As between extramedullary tumours, the intradural occur 


-more frequently than the extradural in the proportion of 


tree to one. The extradural tumours grow, as a rule, 
more quickly than the intradural, and hence, with them, 
the course of the symptoms is often more rapid, so that a 
short history is in favour of an extradural tumour rather 
than an intradural one. 

Bony changes, as shown by the @ rays, are frequent 
in association with extradural tumours, while they are 
rarely seen with intradural, except in the so-called giant 
tumours of the cauda equina, which may cause an enlarge- 
ment of the vertebral canal. Sensitiveness to pressure over 
the vertebral column is more frequent with extradural 
tumours. Root pain is more often absent with extradural 
tumours, and the spinal cord symptoms associated witli 
them tend at first to be vague and indefinite. 

It is especially with extradural tumours that lumbar 
puncture may produce a sudden and marked increase in 
the subjective and objective symptoms, though this is also 
true of intradural tumours attached to the dura. The 
cerebro-spinal fluid does not show xanthochromia so often 
with extradural tumours, nor is its protein content ever 
so high. Greenfield says that a great excess of protein in 
the lumbar fluid, combined with a completely normal 
cisternal fluid, is in favour of an extradural rather than 
an intradural tumour. Moreover, with an osteoma or 
chondroma there may be no evidence of any subarachnoid 
block. According to Elsberg, the so-called ‘“ reversed” 
Brown-Séquard syndrome—contralateral motor and homo- 
lateral sensory disturbances—are often seen with extra- 
dural tumours. 

It is often difficult clinically to differentiate an intra- 
medullary from an extramedullary tumour; the differences 
between the two are often misleading, and the diagnosis 


.of an intramedullary tumour may be one of probability 
‘rather -than of certainty. As a rule, in -intramedullary 
tumours the root pains are less frequent, though they may 
be present; the Brown-Séquard syndrome is rarer, and the 
paraplegia is less gpastic. Moreover, amyotrophic pheno- 
mena are more frequent and may be of localizing value. 
A typical and clearly shown dissociated anaesthesia is 
greatly in favour of intramedullary tumour, although a 
-more marked alteration in painful and thermal sensibility, 
“as compared with other sensory disturbances, is not rare 
‘in extramedullary tumours. 

In favour of a tumour being extramedullary rather than 
intramedullary, one may set forth the following points : 

1. A preliminary stage of root pain, the signs of irritatfon 
preceding those of destruction. 

2. The slow but continuous development of symptoms showing 
alterations in motor and sensory function. 

3. The motor and sensory symptoms, while increasing in 
intensity, show a tendency to maintain a stationary localization. 
In other words, the growth of the tumour tends to be in 
breadth rather than in length. 

4. The persistence of a Brown-Séquard syndrome for a fairly 
long time. 1 

5. A marked degree of spasticity, which persists after the 
appearance of a complete paraplegia, together with early and 
pronounced development of the reflexes of defence in the 
whole of the lower extremity, with Babinski’s sign well marked. 

6. Symptoms of motor root. irritation—cramps, spasms, 
tremor, muscular tension—and absence, or only slight develop- 
ment, of signs of atrophic degenerative paralysis. 

7. Absence of trophic troubles in the soft tissues. 

8. Changes in the cerebro-spinal fluid included in the term 
** Joculation syndrome.”’ 


Arps To DraGNosis AND A Leven LocaLizaTIon. 

These may be considered under the following headings: 
(1) Combined cisternal and lumbar puncture. (2) Evidence 
of a different chemical composition of the two cerebro- 
spinal fluids (cisternal and lumbar). (3) Pnewmomyelo- 
graphy. (4) Cisternal injection of lipiodol. 

The method of combined cisternal and lumbar puncture 
has been elaborated by Ayer as a means of determining 
the presence or absence of spinal subarachnoid block. 
Queckenstedt, in 1916, using lumbar puncture alone, showed 
that the pressure in the lumbar canal rose on compression 
of the jugular veins when there was no spinal block, but 
did not do so in the presence of an obstruction. This 
obstruction miust, however, be complete. Ayer’s method 
is based upon the facts that in the normal individual 
the cisternal and lumbar fluids are practically identical : 
their pressures are the same, and oscillations due to cough- 
ing, sneezing, holding the breath, or to compression of the 
jugular veins are of similar range. Although diminished 
pressure below the block is usual, normal pressures are not 
uncommonly found with tumours causing only a partial 
block, and occasionally an increased pressure may be found. 
This last may be due to a valvular action of a tumour, 
extramedullary in position, allowing a downward but pre- 
venting an upward flow of the fluid. Exudation of serum 
from the distended spinal veins may be also a contributory 
factor. 

Normally the total amount of protein in the cerebro- 
spinal fluid is approximately 25 mg. per 100 c.cm. of fluid. 
In cases of spinal block this figure may be increased a 
hundredfold in the stagnant fluid below the block. In addi- 
tion, there-also accumulates an excess of other substances, 
such as mineral salts and glucose, while the engorge- 
ment of the spinal vessels leading to a state of increased 
meningeal permeability causes the spinal fluid gradually to 
approximate in chemical composition te the blood plasma. 
Consequently in the fluid we find elements derived from 
the blood stream which are normally absent—altered blood, 
for example, producing the characteristic yellow coloration 
known as xanthochromia, whilst the presence of fibrinogen 
may cause the fluid to clot spontaneously in the test tube. 

The outstanding features in the cerebro-spinal fluid 
below an area of spinal compression are therefore: (1) 
xanthochromia, (2) increase in the amount of protein, 
and (3) occasional spontaneous .coagulation. These three 
conditions are sometimes spoken of collectively as_ the 
‘ loculation syndrome.’’ Occasionally a condition of spinal 
fluid stagnation is encountered in the fluid lying imme- 
diately abore a block, as shown by increased protein 
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content, with or without xanthochromia. This is to le 


explained by a transudation into the fluid from engorged: 


veins in the spinal canal. As between demonstrable block 
and increased protein content, there is no doubt that the 


-latter is a more delicate indication wf cord compression 


or meningeal involvement. 
The replacement of the cerebro-spinal fluid by air by 


-means of lumbar puncture, was devised independently by 


Dandy, Bingel, and Widerée. The procedure is_ briefly 
as follows. With the patient recumbent but at an angle 
of 50 to 60 degrees, 10 c.cm.-of cerebro-spinal fluid are 


‘withdrawn by lumbar .puncture and an equal amount of 


air injected. In the absence of any spinal block the air 
passes at once into the cranial subarachnoid space, causing 
a fairly sharp pain, successively localized by the patient 
in. different parts of the head. According to Dandy, so 
constant and characteristic is this pain that rt can be 


taken as positive evidence-vf-the absence of a complete. 


spinal block. To the pain sometimes. added nausea and 
vomiting, a rise in temperature, and collapse. In the 
presence -of a spinat block: no such pain -is complained of, 
and Dandy then advises the injection of as much air as the 
Spinal canal will hold, in order to obtain the maximum 
effect. of ‘the air-shadow for the x-ray localization of the 
site of the block. He finds a single stereoscopic plate, with 
the patient lying on the back and the ‘rays passing 
straight through, gives the best result. The method is 
valueless in the cervical region when shadows, due to the 
tracheal air, obscure the picture. 

. The cisternal injection of lipiodol was introduced by 
Sicard and Forestier of Paris. Its technique is too well 
known to require description here. Passing over the sym- 


, ptoms which may arise as a result of the injection of the 


lipiodol, the question is how much reliance can be placed 
upon lipiodol localization. Can medullary compression be 
excluded with a negative lipiodol result? Assuredly not. 
There is no doubt that with small tumours, or in rare 
cases where narrowing of the cord results from destructive 


growths, such. negative results will occur. Again, 
eases occur in which the. neurological and lipiodol levels 


do not correspond. In other words, there is a sensory 
‘ipiodol dissociation. In some cases the sensory level is 
the higher, and in others the lipiodol. In the one case the 
sensory lipiodol dissociation may be explained on the 
assumption that the higher sensory level is due to the 
pressure of the stagnant fluid above the tumour and a 


localized. ischaemia of the cord. In the other the lipiodol. 


may be held up by meningeal adhesions above a tumour, 
or, in meningitis serosa circumscripta, at the level higher 


than the place where actual compression of the cord begins. 


Given a sharply marked sensory level, [ much prefer 
to depend upon it alone and to operate without the use 
of lipiodol. It is in cases in which the sensory level is 
not sharp and well defined, but gradually fades away as 
one passes upwards, that the lipiodol has its greatest field 
of usefulness. 

May | quote here from my Lettsomian Lectures the rules 
which L formulatéd regarding the use of lipiodol in the 
diagnosis and localization of spinal compression. 


“1. Its use should in no way usurp the place of careful 
and repeated systematic clinical examinations of the patient, 
especially with reference to a sensory level, combined with 
laboratory tests of the cerebro-spinal fluid. Recourse to it 
as a labour-saving device and a short cut to diagnosis and 
localization cannot be too strongly deprecated. 

“2. It should only be used after a subarachnoid block has 
been first demonstrated by the combined  cistern-lumbar 
puncture method introduced by Ayer. 

“3. It should not be used unless the possible dangers and 

lieations are outweighed by the more exact localization 
likely to be obtained. 

‘4. Finally, in properly selected cases, we have in lipiodol 
a definite aid in the study of spinal cord compression, which, 
if used intelligently, will imerease definitely our successful 
removal of spinal cord tumours at an earlier stage in the 
course of the disease, and thereby increase our percentage of 
cures and reduce our operative mortality.’’ 


TREATMENT. 


There is only one treatment for spinal cord tumours— 


namely, their removal by operation. This demands both 


@ correct diagnosis and a precise level localization. These | 


can only be arrived at by a careful history and by repeated 


systematic clinical examinations of the patient, especially — 


with reference to a sensory level, combined with laboratory 
tests of the cerebro-spinal fluid. In doubtful cases may 
ba added such subsidiary aids as have been already 
alluded to. 

The determination and locating of the spinous processes 
and their relation to the segments of the cord is all- 
important. It 4s well known that the segments of the cord 
do not correspond to the similarly named vertebrae, and 
there is considerable variation in the.relation between the 
two. A serviceable rule is that the-lower cervical segments 
are each two vertebrae higher, the wpper six dorsal three, 
and the lower six dorsal four, than the corresponding 
vertebrae. The lumbar segments correspond to the tenth 
and eleventh dorsal spines and the sacral to the twelfth 
dorsal and first lumbar. In order to locate a spinous 
process, commence counting from some easily recognized 


‘landmark—for example, the seventh cervical or first dorsal 
-spine—and count downwards to the desired spinous process, 
-and then confirm this by counting upwards from the fourth 


lumbar spine, an easily recognized one. In very. stout 
individuals it may be necessary to mark one spine with 
a small lead plate and then have the entire spine 2-rayed 
in order to localize it accurately. 

1 have no experience of vsteoplastic laminectomy, nor 
of hemilateral cr unilateral laminectomy. Apart from 
the fact that osteoplastic operations are more difficult 
ard take a longer time, they ‘all interfere with free access 
to the cord, and have no advantages. They were devised 
on the erroneous supposition that removal of the spinous 
processes and laminae weakened the spine and interfered 
with its free movement. The same objections hold good 
against a unilateral laminectomy. The best type of opera- 
tion is the one most rapidly done and which gives the 
best possible exposure of the tumour, thus enabiing it to 
he the more easily removed with the least danger of any 
damage. to the cord. 

In my opinion, the operation of laminectomy as devised 
and developed by Victor Horsley, and which is still carried 
out at the National Hospital, Queen Square, represents 
the simplest and best procedure for the exposure and 
removal of spinal cord tumcurs. The anaesthetic is ether 
given by the intratracheal method. If a general anaes- 
thetic is contraindicated, local anaesthesia, either by 
Frazier’s or by Heidenhain’s method, may be used. The 
position of the patient may be prone, er semiprone, or 
lateral. I prefer the latter; it interferes less with respira- 
tion, opens out the arches of the laminae at the site of 
the operation, and allows of better drainage of fluids 
during the operation, thus doing away with the necessity 
of frequent sponging, which, however, may be obviated 
by the use of a suction apparatus. 

The skin.incision is made in the middle line directly 
over the spinous processes which are to be removed, and 
carried down at once to their tips, which are exposed. 
The fascia gnd muscular attachments are then freed 
from the spinous processes by cutting against the bone, 
and reflected on either side. With a broad raspatory the 
muscles and periosteum are cleared cleanly off the laminae 
on one side, deeper and deeper retraction being used as 
the procedure is carried out. Any bleeding is stopped by 
packing gauze into the cavity, and it is rarely necessary 
to use artery forceps. The same procedure is carried out 
on the other side. With the muscles well retracted, the 
spinous processes are removed by cutting through their 
bases with strong bone-cutting forceps. The laminae are 
then removed from below upwards by cutting through on 
either side with bone forceps. A chisel-and hammer should 
never be used, and a saw is quite unnecessary. © The epi 
dural fat is now exposed, and when removed the -dura 
is laid bare. Close inspection should now be made to see 
if the dura pulsates, or whether any extradural tumout 
is visible or is distorting the shape or position of the 
dural sac from pressure on its ventral surface. Any 
manipulations of the dural sac must be of the gentlest. 
A large size malleable probe may be passed very carefully 
upwards and downwards, first on the dorsal and then on 
the ventral surface of the dura, to see if there is any 
okstruction beyond the limits of the exposed area of dura. 
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Haviny cecited to open the dura, it is seized and 
steadied b: a pair of fine-toothed forceps and a small 
opening is wade in a vertical direction with a fine knife. 
The openi>™ is then enlarged to the full extent of the 
exposed dura, the cut edges of the dura being seized 
and retracted with fine long artery forceps, or by traction 
sutures passe? with a fine round-bodied curved needle. To 
absorb any slight oozing of blood it is advisable to place 
small pieces of ganze (‘‘cigarettes’’ or pieces of dental roll) 
on each side of the dural sac against the cut edges of the 
laminae. This keeps the operation field clear and prevents 
blood escaping into the thecal canal. 

If the tumour lies in its most frequent situation—that 
is, on the postero-lateral aspect of the cord—it is at once 
visible. If it lies on the ventral aspect of the cord, the 
latter will be pushed backwards and to one side. Should 
no tumour be discovered, close inspection should be made 
as to the presence or absence of cardiac and respiratory 
pulsations in the cord, the condition of the posterior veins, 
and as -to whether cerebro-spinal fluid continues to escape 
or not. 

The presence of pulsation, the combined escape of cerebro- 
spinal fluit, and a normal condition of the veins is strong 
evidence thet the exposure is too high; the contrary con- 
ditions, that it is too low. Careful exploration on both 
aspects of the cord with a large knob-ended probe, bent 
at an apprepriate angle, in either an upward or downward 
direction as indicated, may give evidence of a definite 
block beyond the exposed area. Elsberg advises also the 
compression of the jugular veins (Queckenstedt’s pheno- 
menon) as being very useful in determining whether one 
is above or below the tumour level. If a free gush follows 


the compression it is presumptive evidence that .one is . 


above the tumour, and vice versa. In either case the 
laminectomy is extended in the direction indicated. 

After removal of the tumour the dura is closed by an 
interrupted or continuous suture of fine catgut. The gauze 
rolls on either side of the dural sac are removed, the 
muscles are united, layer by layer, with interrupted sutures 
of strong catgut, and the fascia covering them in like 
manner. The skin incision is closed with interrupted silk- 
worm-gut sutures. If an extensive laminectomy has been 
performed in the cervical region, it is as well to incorporate 
a well-padded long light splint, extending from the mid- 
dorsal 1egion to beyond the head, in the dressing. 


Technique for the Removal of the Tumour. : 
The most important point in the removal of spinal cord 
tumours is the avoidance of any injury to the spinal cord. 


Their removal should always be attempted by working - 


away from the cord. If possible, the cord itself should 
never be handled with fingers or instruments, and any 
sponging necessary must be of the very gentlest. Any 
nerve roots implicated should be gently disengaged. from 
the tumour, care being taken not to make traction on 
them away from the cord. 

Should one or more posterior roots be incorporated in 
the tumour they should be divided. It is better to do this 
than to incise the tumour in an attempt to free the roots. 
If an anterior root is involved every endeavour should be 
made to preserve it, but occasionally this is impossible and 
it has to be divided. One should endeavour always to 
remove the tumour in one piece with its capsule. ~ 

If the tumour is meningeal in origin (the so-called dural 
endothelioma), and dorsal or dorso-lateral in situation, it 
will usually be lifted clear of the cord on retraction of ‘the 
incised dura. It is very seldom adherent to the cord itself, 
though it may be to the posterior root or a slip of the 
dentate ligament. The dura is incised around the attach- 
ment of the tumour and removed with it. Before doing 
this it is well first to separate the tumour from any 
attachments it may have to cord, root, or ligament. : 

If the tumour lies on the ventral or ventro-lateral aspect 
of the cord its removal is one of greater difficulty. This 
may be lessened by a more extensive removal of the bone 
m the same side as the tumour. To displace the cord 
lying over the tumour a slip of the dentate ligament is 
‘ized in fine forceps and cut from its dural insertion. 
By traction on this the cord is rotated and drawn to the 


*pposite side. Additional ease of approach, if yeqeired, 


can be obtained by also cutting one posterior root above 
and below the severed dentate ligament. It is better to do 
this than to risk damage to the cord by forcible displace- 
ment of it by instruments. 

A tumour lying among the roots forming the cauda 
equina may give rise to great difficulty in its removal, 
owing to several, or even many, of the roots being in- 
corporated in the tumour growth. In may therefore result 
in only so much tumour being removed as can be accom- 
plished without doing irretrievable damage to a large 
number of roots; or, as advised by Elsberg, the operation 
may be done in two stages, the dura being opened and the 
tumour exposed at the first, and ten days to a fortnight 
later the wound reopened. It may then be found that the 
tumour has freed itself from many of the roots previously 
involved, and can be more safely removed, either in whole 
or in part. 


Removal of Intramedullary Tumours. 

This is best attempted by the ‘‘extrusion’’ method 
introduced by Elsberg. Its basic principle is a decom- 
pression operation: with exposure of the tumour, followed 
by an interval of time to allow the increased pressure 
within the cord to extrude the tumour, in whole or in part. 
Having satisfied oneself that the tumour is intramedullary, 
the swelling is first aspirated with a fine hypodermic 
needle to exclude the possibility of its being due to fluid. 
If no fluid is obtained, an incision is made very carefully 
and slowly by means of a fine von Graefe knife into the 
cord, just to one side of the postero-median septum, to 
avoid the series of small median arterial branches which 
enter the posterior fissure. As soon as the tumour is 
exposed it will begin to extrude itself, but no attempt is 
made to remove it. A piece of Cargile membrane is placed 
over the cord and the wound closed, leaving the dura 


unsutured. A week later the wound is reopened, when it’ 


will be found that, if the tumour is localized, it will have 
been almost entirely extruded from the cord, and can be 
easily removed. If it is an infiltrating growth, the ex- 
truded portion can be removed and the remainder left 
undisturbed. Should no extrusion of the tumour take 
place, however, it is wiser to be content with the decom- 
pression only, rather than risk damaging the cord by 
attempting to remove the tumour. Good results have 
followed such a procedure at my hands, 

Benign extradural growths, as a rule, offer no great 
difficulty in their removal, unless they extend all around 
the dura or lie on its ventral surface. It is a sine qua 
non in these cases that the bone be widely removed on one 
or both sides, as may be necessary, to obtain easier 
approach. Several posterior roots may have to be sacri- 
ficed in order to allow of displacement of the dural sac 
sufficiently to gain access to the tumeur. In cases of 
osteoma or chondroma growing backwards from a vertebra 
or intervertebral disc, it is easier to open the dura, rotate 
and displace the cord as previously described for intradurat 
growths, and then cut through the dura lying over the 
tumour and remove it through this opening. 

The discussion of the treatment of spinal cord tumours 
would not be complete without the inevitable reference to 
xg rays and radium therapy. 

Elsberg has never seen any permanent good results from 
x rays or radium in irremovable intramedullary growths, 
but in some irremovable extradural tumours he says that 
the progress of the disease seemed to be checked for a time. 
Frazier says that it is incumbent upon the surgeon, in the 
presence of an inoperable growth, to resort to the use of 
one or other of these agencies, the selection to be left to 
the a-ray specialist. Peiper? is of opinion that it is a 
mistake to attempt to replace operation by irradiation in 
the treatment of spinal tumours. 

French authorities are more enthusiastic, though 
cautious. Sicard, Gally, Haguenan, and Wallich oame 
that radiotherapy is efficacious in all types of tumour, but 
only in a small number ee, ““As a sequel to operation 
they advise its use and endotheliomatay 
four or five wecks subseqyd@ity, if the symptem® persist, 
but not in benign gro They ®ijtach great im- 
portance to the cerebro-spinal fluid below the lesion. If it 


is normal, inga cast in which the parapiegia has become 
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stationary after post-operative improvement, radiotherapy 
is useless. They end up with a warning against exagger- 
ating the definite curative value of radiotherapy, and call 
upon the pathologists to adopt a universal terminology for 
the different types of tumours, and at the same time to 
group thera according to their radio-sensibility or their 
radio-resistance. 
REFERENCES. 

1 Journ. Amer. Med. Assoc., October 24th, 1927. * Deut. med. Woch., 

September 23rd, 1927. 


THE CONTROL OF DIPHTHERIA AN 
SCARLET FEVER.* 


BY 


R. A. O'BRIEN, C.B.E., M.D., 


Wellcome Physiological ae Laboratories, Beckenham, 
ent. 


DIPHTHERIA. 
[ anticipate that those who join with me in opening the 
discussion will agree that with swabbing, testing for viru- 
lence to detect the true diphtheria bacillus, Schick-testing, 
active immunization with prophylactic, and, in emergen- 
cies, passive immunization with serum, we can control an 
outbreak or prevent outbreaks—if the population concerned 
is disposed to take full advantage of these measures. 
Just as surely as Pasteur and his hostile critics, when they 
saw in the dawn on the farm at Pouilly-le-Fort the vacci- 
nated sheep quite well while the unvaccinated lay dying 
of anthrax, knew that complete control of that disease was 
available to those who wished, so the medical administrators 
of the large fever hospitals and residential schools know that 
they can promise the almost complete abolition of diphtheria 
amongst the nurses or pupils. Applied to the general 
population the problem passes out of the narrow field of 
experimental observation on small groups of people with 
complete controls, and other considerations, economic, 
social, and political, play a part. 


THe PRactTITIONER’s Part ConrtRor. 

The control ef any. infectious disease rests upon the joint 
work of the general practitioner and the public health 
authorities. From communications with general practi- 
tioners I would with considerable trepidation suggest that 
perhaps the busy practitioner, faced with the call for 
quick decision in daily practice, would welcome a short 
didactic statement by the Association somewhat on the 
following lines: 

Patient.—lIf a patient has the smallest amount of 
membrane in the throat or nose, or any sudden difficulty 
in breathing, and any suspicion of diphtheria arises, take 
a swab if you wish, but give antitoxin at once. The risk 
to life from the act of giving serum is probably 1 in 60,000, 
whereas the average risk to life from diphtheria is 3 to 
10 per cent.; every hour’s delay in giving serum increases 
the risk. 

Contacts.—The ideal course is to test all contacts by 
Schick’s method and, after separating the Schick-negative 
reactors—amongst whom will be found any dangerous 
“carriers’’ of virulent bacilli—concentrate attention on 
those giving a positive reaction. See them daily (in order 
to detect cases of diphtheria at the earliest moment and 
give serum immediately), or, if that is not possible, con- 
sider protecting this group with serum. After the emer- 
gency is over, protect them by active immunization. If 
the Schick test cannot be done the general line of action 
is the same—that is, inspect daily, or, if necessary, protect 
with antitoxin. 


FoR DeatHs FROM 

In the Weekly Bulletin of the City of New York Depart- 
ment of Health for February 5th, 1927, occurs the follow- 
ing statement : 

“In diphtheria there were 56 such deaths. The parent delayed 
in calling a doctor from one to five days in cases, usually 
because ‘home remedies’ were considered sufficient. The doctor 
delayed the administration of antitoxin for a period of from one 
to fourteen days in 29 out of the 56 cases. In 14 cases the 


'°* Read in a discussion in the Section of Preventive Medicine of the 


Annual Meeting of the British Medical Association, Cardiff, 1928, 


doctor's first diagnosis was wrong and in 13 cases he_ was 
doubtful. The wrong diagnoses were usually colds and tonsillitis, 
pneumonia, indigestion, and in one case tecthing.”’ 


In 1920 Carey! published a valuable analysis of 1,000 
deaths from diphtheria in the State of Massachusetts. He 
points out the difficulty of obtaining positive cultures in 
the early stages of laryngeal diphtheria and also that the 
nasal type had been frequently ‘‘ missed.” 

With regard to the parents’ responsibility, £3 per cent, 
of the children were ill a week, and 4 per cent. ill from 
one to two weeks, before a doctor was called in. 

“An alarming reentage of 11.8 of our cases were found 
moribund upon visitation by the physician. . . . In some instanees 
it was noted that physicians waited for a laboratory reporc from 
their cultures before administering antitoxin. . . . In 29 instances 
it was found that less than 3,000 units of antitoxin were adminis- 
tered. . . . The usual doses, however, seem to have been from 
6,000 to 9,000 units . . . in no instance did we find antitoxin given 
intravenously. ... It is most earnestly recommended that this pro- 
cedure be used in those cases which are seen late in the disease, 

I have been unable to find any English official figures 
of the kind, but probably a medical officer of health with 
long experience in any large English city could produce 
somewhat similar records. A confidential ‘‘ inquest ’’ into 
every death from diphtheria by a tactful medical officer of 
health who has the complete confidence of the practitioners 
in his area would probably yield information of value. 
The ascertainment of the ‘‘ parents’ responsibility ’’ for 
late summoning of the doctor would give data of use 
for public propaganda, and any information relating to 
delayed medical diagnosis or too small dosage with aati- 
toxin would obviously be of value to the medical men 
concerned. 

Gaps IN ouR KNOWLEDGE. 

There do not seem to be readily available any large 
groups of figures indicating how long the Schick-negative 
condition lasts. Parish and Okell have recently completed 
a valuable survey which will shortly be published. I am 
indebted to them for permission to quote some of the 
figures. In approximately 1,000 children re-tested from 
one to seven years after giving a negative response, 97 per 
cent. gave a completely negative Schick reaction. Any 
reaction not clearly negative was read as ‘* positive.” 
About 500 of the children had originally been ** naturally ” 
negative to the Schick reaction; of these 99 per cent. 
remained negative; 4 of those read as ‘‘ positive ’’ were 
potentially immune, and rapidly developed antitoxin as 
the result of the Schick re-test; only 2 were definitely 
positive with no circulating antitoxin and required re- 
immunization. Amongst about 450 who had been originally 
immunized until they showed a negative reaction, 95 per 
cent. remained negative, 5 per cent. were positive or 
‘‘ faintly positive,’’? and became negative as.the result of 
the first re-test, while again 2 ‘‘ immunologically obstinate” 
children, brother and sister, required re-immunization. 


Degree of Immunity Represented by a Schick-negative 
Condition, 

Another gap concerns the degree of immunity repre- 
sented by ‘4 Schick-negative or ‘‘immune”’ condition. 
‘‘TImmunity is relative and not absolute. From the 
point of view of immunity against diphtheria the popula 
tion of an ordinary town cannot be divided into sharply 
defined groups of ‘‘ white ” (or ‘‘ immune ”’) and “ black” 
(or ‘* non-inmune ’?)—there are a few of varying shades of 
grey. In large groups immunized long ago there are some- 
what more in the ‘‘ grey ”’ section. 

When the diphtheria bacillus attempts to attack the 
“ white immune ”’ its attack fails; it prevails against the 
non-immune, and clinical diphtheria occurs. In the case of 
the ‘‘ grey,”’ whether the attack succeeds or not depends on 
the weight of the attack and on the amount of white 
(or grade of immunity) in the grey—that is, whether the 
attacked has available a store of antitoxin in his blood, 
and, probably more important, whether his cells are 


trained and alert so that they can produce speedily and 
abundantly the needed antitoxin, Fortunately this poten 
tial immunity remains even when the circulating antitoxm 
has, long after a successful course of immunization leading 
to the production of a Schick-negative condition, fallen t 
a very small amount—that is, less than one two-thousandth 
of a unit of antitoxin per cubic centimetre. 
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vidual in question, as shown by Glenny some years ago for 
rabbits and guinea-pigs, and recently by Parish and Okell 
in their observations on children, will respond very rapidly 
to an assault by toxin. Whether this assault be in the 
form of a Schick test, or a dose of prophylactic, or the 
growth of true diphtheria bacilli during an attack of sore 
throat caused by some other organism, the individual will 
at once make large quantities of antitoxin, enabling him 
to throw off the attack with very little disturbance, and 
with no danger of subsequent paralysis or other sequels. 


Possible Improvements in Testing and Immunization. 

The test is on a reasonably firm basis. We may some day 
qicceed in making a toxin so pure that a control injection 
of heated toxin will not be necessary, but so far no one 
has succeeded in doing this. We may also, if we wish, 
combine the first test and an immunization dose; W. H. 
Park does this in young children by giving the first. dose 
of his toxin-antitoxin mixture subcutaneously. A week 
later the reaction in a Schick-positive reactor can be 
easily read. The mixture commonly used in England— 
toxoid-antitoxin—will not give a Schick reaction because 
toxoid is used and not toxin in making the mixture. 
A. T. Glenny has made a mixture, called D.P.1.M., which 
on intradermal injection into guinea-pigs gives excellent 
results. It indicates the condition of immunity by giving 
a positive or negative Schick reaction, and it simultaneously 
immunizes. The mixture has not been widely used in 
human beings; in adults a considerable amount of “ pseudo- 
reaction ’’ is produced, and the Schick response cannot be 
read until some days later; there is no reason to doubt 
that the immunizing effect in children would be as satis- 
factory as in animals, but observations have not been done 
on a sufficiently large scale to warrant any statement. We 
are not quite convinced that this is the most promising line 
to pursue, and have for the moment given up this work. 

With regard to prophylactic injections, the three mate- 
rials which at present hold. the field are toxin-antitoxin 
(U.S.A., 0.1 L+), toxoid-antitoxin (Britain), and toxoid 
(“ anatexine,’’ France, etc.). The possibility of undesirable 
sensitization by the minute amount of antitoxin present 
in the first-named two mixtures has attracted some atten- 
tion during the past two years. Gordon? writes: 

“As the result of a recent active campaign in Detroit for 
toxin-antitoxin prophylaxis against diphtheria, it became evident 
that a considerable proportion of the patients admitted were 
hypersensitive to horse serum.”’ 

Dr. Stewart of Minneapolis* describes serum reactions in 
seven children who had been previously immunized. Dr. 
Stewart courteously informed me that these seven were the 
only children previously immunized against diphtheria 
into whom he had subsequently injected serum, and all 
seven had reacted. (See also Lathropt and Gatewood and 
Baldridge’ in favour of sensitization, and Park® and 
Bicker,’ experience refuting serious sensitization.) 

It would appear from the experiences of the eastern 
States of the United States of America and England that 
immunization with the New York or the English mixtures 
containing antitoxin rarely if ever produces a condition of 
“sensitization ’’ sufficient to give rise to serious serum 
sickness following the injection of serum at a later date. 
Dr. Sophie Spicer’ has recently published a series of 
observations. Her group of 28 children given scarlet fever 
or other antitoxin some time after a toxin-antitoxin injec- 
tin showed a 14.3 percentage of serum reactions. This 
reveals no sensitization through prophylactic injections, for 
of 164 control children who had not been immunized, 13.4 
per cent. gave reactions. 

In England inquiries have so far revealed no instance of 
“sensitization ’’ in this sense. The experience of Gordon 
and Stewart therefore appears to be exceptional. How- 
ever, it is possible to-day to make a prophylactic ‘‘ toxoid ”’ 
of high value containing no antitoxin, and this toxoid is 
available in almost all countries. During the past year ot 
two the immunizing properties of the floccules produced 
in the Ramon test have been much worked with, since the 
discovery by Hartley in 1923 that they were antigenic. 
It was hoped that, being more or less insoluble, the 
floccules might keep up a continuous stimulus, and that 
In this way one injection might be sufficient for immuniza- 


tion. It is doubtful, however, if one injection will be 
sufficient, and further experience must show whether this 
antigen has any real advantages over the ordinary ones. 
Glenny and Pope® found that toxoid-antitoxin floccules 
also have high immunizing value. 

Glenny and Waddington emphasize the importance, in 
estimating the value of prophylactic, of dose and interval. 
These two authors kindly permit me to quote the following 
conclusions from some work yet unpublished. 

I. Guinea-pigs (approximately one-hundredth the weight of 


a child) can be immunized by a single injection of 1 c.cm. of 
toxoid or toxoid-antitoxin mixture. 
II. The fact that a single dose of 1 c.cm. of prophylactic 


fails to immunize human beings suggests that dose depends 
to some extent on weight. 


III. Because two or more doses must be given, the value of 
the prophylactic. must depend on the power of the initial 
injection to produce potential immunity. 

IV. Antigens should be judged by the immunity produced 
in guinea-pigs after two injections of 0.01 c.cm. (one-hundredth 
of the human dose) given at an interval of three to four weeks 
(the interval that should be observed in human immunization). 

V. With this minute dose of T.A.F. (toxoid-antitoxin 
floccules) and this interval, 21 of 25 guinea-pigs became negative 
to the Schick test ten days after the second injection, whereas 
with toxoid or toxoid-antitoxin mixture only 5 of 21 became 
negative. A comparison of these three antigens by the ordinary 
methods of test, which rest upon judging the te: te of antigen 
by the immunity produced by one large injection into guinea- 
pigs, fails to bring out this important difference. 

The suspension, in addition, seems to be free from 
liability to cause local reaction in human beings. In a 
recent series Okell and Parish found that 45 of 56 subjects 
became Schick-negative when tested from one to five months 
after one, two, or three doses of T.A.F. This promising 
work is being continued. 

Carriers.—Much interesting work has been done in con- 
nexion with the detection of virulent diphtheria bacilli in, 
the throat and nose of the convalescent before discharge, 
and of the ‘‘ carrier,’?’ and the limited value of this 
swabbing has been emphasized because the ‘‘ intermittent 
carrier ’’ may only at times yield diphtheria bacilli in the 
subculture. This is true, but in the course of examination 
of large numbers of subcultures we have occasionally been 
impressed by finding a smear from a carrier which is 
practically a pure culture of Klebs-Loeffler bacilli, and 
under the microscope resembles in every respect a culture 
smear from a diphtheritic throat. We have been in the 
habit of calling such people “‘ profuse ’’ carriers, as opposed 
to the ‘‘ sparse ’’ carrier who may yield only one or two 
colonies of Klebs-Loeffier bacilli in a large blood plate, and 
we cannot avoid the conviction that such “ profuse ”’ 
carriers are as dangerous to those in the neighbourhood as 
an acute early case of diphtheria. McCartney'® points out 
that a ‘‘sparse’’ carrier to-day may be ‘“ profuse ”’ 
to-morrow. 

SCARLET FEVER. 

So far as scarlet fever is concerned the story is much 
the same as for diphtheria, save that we must here be less 
dogmatic; our ground is not so firm. 

The patient admitted with frank clinical diphtheria who 
has not received serum is practically invariably a ‘‘ Schick- 
positive reactor ’’; the Dick test is usually, but not always, 
positive in the patient admitted during the early stage 
of scarlet lever. (The variations in the statistics dealing 
with this point in different parts of the world will probably 
lessen or disappear when there has heen international agree- 
ment on the strength of Dick toxin to be used for testing.) 
Whether the suggestion arising out of the very interesting 
work in America by Dochez' and colleagues, that the Dick 
test is a purely allergic response to the protein or other 
constituent of the streptococcus and is not a response to 
true toxin as in the Schick test, is true or not we do not 
at present know. As opposed to this hypothesis it appears 
to‘be reasonably certain that if only nurses who react 
negatively to the Dick test are allowed to take duty in 
scarlet fever wards, it will be found that these nurses do 
not catch scarlet fever. Further, we can consistently con- 
vert the reaction of ‘ Dick-positive ’? children who have 
heen in contact with scarlet fever to negative in twenty- 
four to forty-eight hours by giving 5 c.cm. of concentrated 
scarlet fever antitoxin, These children remain negative for 
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some days, and do not develop scarlet fever. The hypo- 
thesis that the reaction is a pure reaction to toxin similar 
to the Schick response is in accordance with these observa- 
tions, and is the simpler one to hold for the moment while 
further research is proceeding. 

It is a matter for regret that the important questions 
of optimum dosage of prophylactic, and interval between 
injections, have not been more widely investigated in 
England. When more detailed knowledge is available it 
will be easier to progress rapidly with ‘‘ double ”’ or simul- 
taneous immunization against diphtheria and scarlet fever. 

Schultz-Charlton Test.—This test is being used in dia- 
gnosis. Its value and its limitations are being more clearly 
ascertained, 

Active IMMUNIZATION, 

The average patient suffering from moderate uneompli- 
cated scarlet fever will lose his rash and be on the way to re- 
covery by about the fifth to the seventh day. At this time 
the Dick-positive percentage among patients begins to drop. 
The immunological phenomena seem clear—the patient will 
lose his rash promptly if given sufficient antitoxin to make 
him negative to the Dick test; if untreated with serum he 
cures himself by the development of antitoxin, at first 
hidden in his cells, then rapidly produced in abundance and 
easily detectable in the blood. [It is probable that if we 
could choose a dose of toxin which, when given to the 
average Dick-positive reactor, would produce an amount of 
constitutional disturbance, rash, vomiting, temperature, 
ete., for five days, comparable to that produced by an 
average attack of scarlet fever, we would achieve a simi- 
larly rapid immunity. Inasmuch as the dose of toxin is a 
self-limited one—and not as in true scarlet fever a possibly 
unlimited quantity produced by the growing streptococci in 
the throat—the patient would be almost certainly safe from 
any real harm. One could thus probably immunize against 
scarlet fever in seven to fourteen days a patient willing to 
put up with the inconvenience outlined above. It is known 
as the result of early experiments, some unintentional, 
some not, that a dose of toxin sufficient to cause 
*scarlatinoid syndrome ”’ produces rapid immunity. This 
is, of course, impracticable as general means of 
immunization, 

In immunization with toxin the tendency is towards large 
dosage. Dr. W. H. Park kindly informed me recently that 
he is giving 30,000 to 40,000 doses in five injections. 
Among 10,000 children in institutions there have been no 
instances of scarlet fever attacking those immunized. Of 
the children strongly positive to the Dick test before 
immunization about 20 per cent. changed to positive within 
two years. I am indebted to the courtesy of Dr. G. L. 
Kiefer, Commissioner, Department of Health, Michigan, for 
the information that the present practice in that State is to 
give three injections, two weeks apart, of 500, 3,500, and 
30,000 skin doses. This course is yielding a high immuniza- 
tion rate. On the other hand, it is of interest that 
Kinloch, Smith, and Taylor,'? with much smaller dosage— 
that is, weekly injections of 500, 1,000, and 3,000 skin 
doses—record a Dick-negative percentage of 75 four months 
later. 

Some work has been done with toxin treated with 
formalin and sodium ricinoleate. Immunologists do not 
seem to have been very successful in producing a satis- 
factory formalinized toxoid. We have ourselves tried, 
without success. Professor Perkins" records the treatment 
of 8,000 children with ricinoleated toxoid. When only one 
dose had been given the incidence per 1,000 was two and 
a half times greater in the untreated, and when two 
doses had been given it was more than six and a half 
times. It is possible that equally favourable results have 
not been obtained elsewhere, or that controlled experiments 
have not been made in the United States of America 
on a sufficiently large scale, for this immunization with 
ricinoleate toxoid has not yet come into general use. 
Korschun and Spirma' in Moscow record considerable 
success with moderate dosage both of toxin alone and of 
toxin plus vaccine. 

Serum TREATMENT. 

The dosage of antitoxin in ordinary attacks of scarlet 
fever has become more or less standardized, aud ranges 
from 10 c.cm. intramuscularly in the mild case to 50 or 


more ¢.cm. in the severe attack, the antitoxin being given 
intravenously, at least in grave cases. Dosage waits to 
some extent on more accurate methods of titration. Of 
the methods of titration in which human volunteers are 
necessary the determination of the minimum efficient 
prophylactic dose (that is, from 2.5 to 5 c.cm. of a good 
concentrated serum) is probably the most accurate, the 
Dick skin neutralization method next, and the Schultz 
Charlton dilution method last. The Parish-Okell rabbit 
method is probably at least as accurate as any of the others, 
and has the great advantage that it does not require human 
volunteers. Serum is efficient in cutting short temperature, 
malaise, and rash, and shortening convalescence, and when 
given early apparently reduces the chance of the occurrence 
of complications ; but if septic complications, such as otitis, 
mastoiditis, or septic adenitis, do make their appearance, no 
serum yet produced seems to promise a certain cure or 
amelioration. Cases are from time to time reported in 
which the injection of serum during this septic stage has 
been followed by rapid improvement; many clinicians will 
probably, therefore, feel it their duty to try serum even 
in septic cases until a more efficient means of treatment is 
discovered. 
CONVALESCENTS. 

With regard to the formidable question of the discha 
of convalescents after scarlet fever without danger to the 
fellow members of the family and to schoolmates, little 
progress has been made. It is certain that many con- 
valescents are discharged with haemolytic streptococci 
present in the throat indistinguishable from true scarlet 
fever streptococci by any test we possess. Since the strepto- 
cocci May persist for many months in a_ considerable 
number of. children, a rigid policy of incarceration of these 
children until the throat is clear is impracticable. The 
medical officer of health at present faced with this difficult 
situation can merely adhere to the safe rule that as soon 
as a convalescent is restored to completely normal health 
with no discharge from any mucous membrane, ete., he 
can be released, but as long as he has any discharge he 
should not be released without grave consideration. A 
demand for ‘‘ negative cultures ’’ before release would at 
present probably quickly clog administrative measures. 

An interesting method of trying to abolish ‘‘ return” 
cases has been tried by American workers and by Kinloch 
and colleagues (loc. cit.). All contacts are Dick-tested and 
the positive reactors given three or four doses of toxin— 
for example, 500, 1,000, 3,000 skin doses at five-day 
intervals. The latter authors reported that by this 
method they were able to make a reasonable percentage 
of contacts negative before the patient returhed from 
hospital. 

SumMaRY AND CoNCLUSIONS. 
Diphtheria. 

1. Modern methods of detection and prophylaxis, where 
the population concerned will allow the medical officer full 
scope, give practically complete control of diphtheria. 

2. Attempts to make and introduce improved prophy- 
lacties—fon example, toxoid and floccules—are described. 
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3. The rare instances of ‘ diphtheritic tonsillitis ” o 

‘‘ modified diphtheria ’’ in people who have been negative 
- to the Schick test are discussed. 

4. The ‘profuse’ carrier probably spreads as mud 

diphtheria as an early case of the disease. / 


Scarlet Fever. 

1. Further knowledge has been gained of the value ané 
limitations of the Dick test, Schultz-Charlton test, passive 
immunization of contacts, active immunization, and 
treatment with antitoxic serum. 

2. Further work is necessary to determine the optimut 
method of immunization against scarlet fever alone, and 
also by ‘‘ double’ or simultaneous inoculation against 
diphtheria and scarlet fever. 
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OCCUPATIONAL CANCER OF MULE-SPINNERS.* 

BY 

A. H. SOUTHAM, M.D., M.Cu.Oxon., F.R.C.S., 

|} HONORARY ASSISTANT SURGEON, SALFORD ROYAL HOSPITAL; ASSISTANT 

2 SURGICAL OFFICER, MANCHESTER ROYAL INFIRMARY; LECTURER IN 

‘ OPERATIVE SURGERY, MANCHESTER UNIVERSITY. 

Tue peculiar liability to skin cancer of workmen in certain 

» | trades, as a result of their occupation, has been recog- 

nized for over a hundred years. It was only in 1922, 

4 however, that we first drew attention! to the occurrence 
of epithelioma of the scrotum amongst mule-spinners in 

: South Lancashire as the result of the soiling of the clothes 

’ | in the region of the scrotum by the lubricating oil used 

in the cotton-spinning machinery, 

. The experience gained since that time and the clinical 

is | observations made of a large number of cases have enabled 


Hl certain definite conclusions to be drawn as to the earliest 
signs, clinical features, and treatment of this type of skin 
cancer. 
INCIDENCE OF MULE-sSPINNERS’ CANCER. 

Epitheliomatous ulceration occurring in mule-spinners is 
usually found in operatives over the age of 50 years, 
% though cases may be met with in younger men. It is only 
He | seen in those who have worked in the mill for long 
periods—rarely less than ten years. 

The most common situation for the lesion is on the left 
let, | Side of the scrotum, but about 25 per cent. occur on other 
c sites—namely, the forearm, face, and neck. The skin of 
slo the leg appears to be remarkably resistant to the action 
of mineral oil and is an infrequent site for spinners’ cancer. 
‘he Over fifty cases of scrotal cancer occur in spinners each 
ult | Yee and the incidence of the disease is very much higher 
among persons employed in mule-spinning than in any 
th other class of worker. Approximately 2.5 per 1,000 mule- 
he | ‘Pinners develop this disease. It is probable that idio- 
he | yucrasy plays a part in the development of these epi- 
qf theliomata, and that a dry skin is an important etiological 
factor in carcinoma of the skin. 


Features. 

The first clinical evidence of an epithelioma is a 
loch f localized hyperplasia of the keratin-producing layer of the 
and § skin, clinically suggesting a warty plaque. This 1s followed 
by a secondary round-celled infiltration of the underlying 
day F corium, the demarcation of the epithelia! layer from’ the 

subcutaneous tissue remaining sharp. Within a widely 
tage varying period of time epithelial cells appear to break 
through the dividing line and a true prickle-cell carcinonia 
develops. At this stage the lesion is about the size of a 
pea, is freely movable, and is relatively benign, though 
it must always be regarded as_ potentially malignant. 
here # lt is covered with scales which the man may remove by 
full xratching, leaving a small bleeding surface over which a 
: xab forms. Such lesions may be present for months or 
phy-F years in a benign form before they show any of the 
ctharacteristics of malignancy. In some cases the condition 


pears on a chronically ‘inflamed skin, secondary, no 

ativt# doubt, to the prolonged contact with oil, and this con- 
lition is apparent before any wart formation. 

m Although frequently single, these lesions may be multiple, 
ieveloping over a period of years. Sooner or later localized 
‘oughing occurs and signs of inflammation. around the 
ksion, due to secondary infection, follow. Definite ulcera- 

esi ton ensues and the growth may then appear as a tumour, 

a size of a small cherry, raised above the skin, with a 


wist and red-coloured base. The growth extends peri- 
herally and has now all the characteristics of malignancy 
| ind bleeds easily when touched. At this stage the disease 
it” entirely local and the lymphatic glands are not yet 
> volved, though they may be enlarged as the result of 
inflammatory infection. Malignant invasion of the glands 
however, bound to occur sooner or later, the length of 
* wage varying aceording to the situation of the growth and 
+ Pam he extent of the underlying round-celled infiltration. 

” pak The glands are affected much earlier when the lesion is 
?. Spituated on the scrotum than when the primary lesion is 
init tuated elsewhere, these latter tumours being of relatively 


r. 
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low malignancy. As the disease progresses the glands tend 
to break down, and death ultimately occurs from septic 
absorption, exhaustion, or haemorrhage from the under- 
lying vessels. Metastases in distant organs are only seldom 
found. 

The occurrence of cancer of the skin amongst female 
cotton operatives is uncommon, but a case of epithelioma 
of the forearm has recently been observed in a female 
cardroom worker. This case was of interest in that the 
patient showed, in addition, a marked atrophy and dry- 
ness of the skin of both hands, forearms, and arms up to 
the level protected by clothing, and a similar condition of 
less severe degree occurred on the exposed areas of the 
face and neck. 

TREATMENT. 

Mule-spinners’ cancer is a most favourable type of 
malignant growth for surgical treatment, as it can be 
detected at a very early stage and complete removal is 
then a comparatively simple matter. The most malignant 
type of growth is that which occurs on the scrotum, and 
when in this situation it is very liable to be followed by 
secondary deposits in the lymphatic glands, and therefore 
requires a more radical operation for its complete removal. 
It is essential that all warts and papillomata seen on 
the skin in mule-spinners should be regarded as_ poten- 
tially malignant, for when malignant degeneration super- 
venes it always arises in one of these warty hypertrophies. 

I am strongly of the opinion that excision of these 
growths is the only treatment to be considered, as, in my 
experience, treatment by radium or 2 rays does not 
appear to give such satisfactory results. In the early 
stages, before ulceration has occurred, the growth is rela- 
tively benign, and local removal is sufficient to eradicate 
the disease, as malignant invasion of the glands has not 
usually taken place. 

When a detinite ulcer is present an extensive operation, 
involving removal of the growth with an area of sur- 
rounding skin and excision of the lymph-bearing areas, 
must be carried out. This is especially important in scrotal 
cases, and removal of all the glands in both groins must 
be practised, since, although the growth may be found on 
the left side, the glands in both groins are often invaded 
owing to the free anastomosis of the superficial Ivmphatics 
across the mid-line of the scrotum. 

The excision of the lymphatic nodes in the inguinal 
regions must be complete, and the operation must include 
all the fat and glands in this region and the upper part 
of the saphenous vein. No lymph channels appear to pass 
the inguinal glands to reach the iliac glands direct, and 
primary infection is found only in the former, Prophylactic 
application of 2 rays may be given for twelve months after 
operation. 

ProGNnosis. 

The prognosis in this disease, as already stated, is good, 
as in other types of skin epitheliomata, when the lesion 
is detected in the early stages. Cases of scrotal cancer 
have been under observation for varying periods up to ten 
years that have remained free from recurrence after opera- 
tion. But when the glands are invaded the outlook is 
serious and recurrence is very liable to take place. In 
13 cases of scrotal cancer with involyement of the 
lymphatic glands, treated during a period of two years, 
recurrence or death followed in 9 cases (70 per cent.), and 
only 4 patients (30 per cent.) remained alive and well at 
the end of this period. Prophylactic applications of x rays 
had been given to these patients, but appeared of. little 
value in preventing glandular or local recurrence of the 
(lisease. 

This tendency to local recrudescence is well illustrated 
by the case of a man, aged 32, who had worked as a mule- 
spinner for twelve years. In 1925 he underwent a radical 
operation for epithelioma of the scrotum and removal of 
the glands in both groins. Since then I have removed four 
further epitheliomata from the scrotum (all confirmed by 
microscopical examination)—in October, 1926, June, 1927, 
December, 1927, and July, 1928. 

Such cases as this are not uncommon in my expe- 
rience, and emphasize the importance of frequent medical 
examination, particularly amongst operatives who show a 
tendency towards this condition. 


‘ 
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The disease, when it occurs on other sites of the body, 
is much less serious, and involvement of the lymphatic 
glands is a considerably later phenomenon, but in these 
cases also, when neglected, death from ulceration, secondary 
infeetion, and haemorrhage follows as in scrotal cases. 


Primary Maiicgnant New Growrus. 

An interesting feature occasionally met with is the 
development of a carcinoma of the skin and a_ second 
malignant new growth elsewhere in the body. This 
phenomenon has received little attention from pathologists, 
and is of importance from a medico-legal aspect when the 
second new growth is the actual cause of death. 

Cases of epithelioma of the scrotum have been found 
associated with carcinoma of the stomach, tonsil, and lung, 
and in these cases an epithelioma of the scrotum had been 
removed by operation, the second new growth developing 
subsequently. 

A record of such phenomena is of considerable interest, 
for while it has been assumed that the development of 
one malignant new growth tends to inhibit the subsequent 
development of a second, owing to some increased resistance 
in the individual, it is possible that the conditions may be 
somewhat different in the case of skin cancer. 


ConcLusIon. 

In conclusion I would emphasize the importance of the 
diagnosis of mule-spinners’ cancer at an early stage, when 
operative treatment is a simple procedure and is followed 
by lasting cure. 

By educating the workers to pay prompt regard to any 
warts or small sores on the skin, and the profession to 
realize the importance of early diagnosis and treatment, 
the proportion of cures will steadily increase and the 
number of radical operations progressively diminish. 

At the present time there is no safer method of cure 
than by surgery, and we can secure most satisfactory 
results. No doubt the time is not far distant when other 
and better remedies may be discovered or effective pre- 
ventive methods be adopted, by means of which mule- 
spinners’ cancer as an occupational disease will be totally 
abolished. 


REFERENCE. 
1 British Medical Journal, November 18th, 1922. 


TELESCOPIC SPECTACLES.* 


BY 


A. H. LEVY, M.D., C.M., F.R.C.S., 
Surgeon, Central London Ophthalmic Hospiial. 


TrLEscopic spectacles are low-power wide-angled Galilean 
binocular telescopes made as compact and as light in 
weight as possible, so that they may be used constantly 
as spectacles in the ordinary way without serious 
disfigurement or discomfort. 

Correcting telescopic spectacles were first proposed for 
highly myopic patients towards the end of the eighteenth 
century. H. Dixon in 1785 patented a method of making 
such spectacles (Patent No. 1375, December 14th, 1785). 
He first started with two spherical mirrors, but later 
replaced these by spherical lenses. As a matter of curiosity 
it may be mentioned that Eschinardi in 1660 described a 
similar system suitable for close work. After Dixon many 
workers occupied themselves with the problem, notably 
W. Kitchiner, in a book published in London in 1824, but 
owing to various causes the results were not very good and 
the method was not much used. 

In recent times the problem was raised afresh by Pro- 
fessor Hertel of Strasbourg. He was led to consider this 
problem by the publication of Fukala’s papers in 1890 
and 1893. In these communications Fukala sought to 
revive the operation originally suggested by Boerhaave in 
1708 and Desmonceaux in 1778 of removing the crystalline 
lens for the cure of high myopia. This operation was 


* Read in the Section of Ophthalmol! of the An i 
British Medical Association, Cardiff, 1958, 


extensively practised, but the very definite dangers im. 
pressed themselves upon Hertel, and he sought to find 
some optical method of improving the acuity of these 
patients. The details of the problem, as set out by Hertel, 
were worked out more or less satisfactorily by Dr. M. von 
Rohr in the research laboratory of Messrs. Carl Zeiss in 
Jena (see Archiv fiir Ophthalmologie, 1910, vol. 75, p. 561), 

The difficulties of designing telescopic spectacles are 
many, but [I will mention only two: first, the astigmatic 
deformation of obliquely incident light, and secondly, the 
chromatic aberration. 

The astigmatic deformation can be partiy overcome by 
adopting a series of measures the most important of which 
are (1) suitably bending the optical elements in the tele. 
scope, (2) by limiting the field of vision so that only 
tolerable distortions of the images are evident at_ the 
edges of the field, and (3) by varying the separation of 
the two elements. This last factor—separation of the two 
elements—is only of limited use, since the distance between 
the elements must be exactly the difference of their focal 
lengths. The chromatic aberration was a great difficulty 
because it was impossible to make the object glass 
achromatic on account of the weight, and it was only simpli- 
fied when Gullstrand showed that the chromatic correction 
would be sufficient if the chromatic difference of magnifica- 
tion of the principal rays entering the eye was removed— 
that is to say, the chromatism would be sufficiently cor- 
rected for practical purposes in such a low-power telescope 
hy making the eye lens of a combination of a flint and 
crown glass. 

These telescopic spectacles can be designed to- give a 
magnifying power up to nearly two diameters. The usual 
magnification selected for emmetropic spectacles is x 1.8, 
and the resulting improvement of vision is due to the 
image formed on the retina being nearly twice as large 
as the image formed with the unaided eye or with ordinary 
spectacles. 

In Fig. la is given a diagram showing the general optical 
construction of the spectacles, and the path of the light 
for a distant object and relaxed accommodation of an 
emmetropic patient. The relative position of the patient’s 


C2 EXIT Puri 
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eye is shown in broken lines. Fig. 1b shows how the light 
from the spectacle is refracted by the cornea and erystalline 
lens of the eye. In Fig. le is given a diagram for objects 
at a finite distance. It will be noticed that only simple 
lenses are shown for the eye lens, although it is stated 
earlier in these notes that Gullstrand recommended 4 
cemented eye lens to get rid of chromatic difference of 
magnification. In recent years it has become possible 
to secure at a reasonable price optical glasses of such 
properties that the chromatic trouble referred to can be 
very substantially reduced by suitable choices of glass of 
different dispersive powers for the two simple lenses, thus 
avoiding the additional weight of achromatic lenses. It 18 
improbable that the acuity of vision of patients needing 
these spectacles would be good enough to appreciate the 
more precise achromatization which can be obtained by 
using an achromatic eye lens. 
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TELEscopic SpEcTACLES FOR AMETROPIA. 

Telescopic spectacles are most frequently needed by 
highly myopic patients. These also are usually made up of 
two simple lenses of suitable shape and separation, after 
the style of a Galilean telescope; the rays, instead of 
emerging parallel from the eye lens, as for an emmetropic 
spectacle, are made to emerge with the degree of divergence 
corresponding to the myopia of the patient (see Fig. 1d). 


Fic. 1d. 


Spectacles are often made up for three or four degrees 
of myopia—for example, —10 D, —20 D, —30 D—and suit- 
able positive lenses are then added to the eye lens of 
the nearest excessively myopic spectacle to suit the patient’s 
need. As will be explained later in the text, in connexion 
with reading spectacles, the addition of a plus lens to the 
negative eye lens tends to assist rather than detract from 
the good performance of the spectacles. 


TELESCOPIC SPECTACLES FOR READING. 

One pair of telescopic spectacles cannot be used for both 
distance and reading, even when the wearer is emmetropic 
and in possession of a fully active accommodation, This is 
(1) because the accommodative power of the eye is inade- 
quate to overcome the increased convergence produced by 
the telescopic spectacles; (2) because varying the separation 
would upset the good definition of the image; (3) because 
of the necessity of accurately angling the frames to suit 
the working distance. In the ordinary way, with simple 
spectacles or none at all, the accommodation exerted is 
just the dioptric power of the working distance—for 
example, +4 D for 10 inches and the angling of the frames 
is comparatively unimportant. In Fig. 2a it will be seen 
that the angle of convergence of light received by the 
spectacles is increased roughly in proportion to the mag- 
nification they give, consequently an eye using x1.8 tele- 
scopic spectacles and a working distance of 10 inches would 
have to accommodate 4D x 1.8 = 7.2 D, or to the extent 
required with ordinary spectacles for an object at only 
5} inches from the eye. Actually owing to the rapid con- 
traction of the beam between objective and eye lens the 
accommodation demanded by the telescopic spectacles is 


even greater than already stated; Theodore Hamblin, Ltd., 
report that +10D is necessary with their design of 
spectacles for a 10-inch working distance. 

It is usual and more restful to the eyes if the spectacles 
are used as magnifying loupes and binoculars, with relaxed 
accommodation for all working distances; in which case 
It is necessary to add a lens of such power as will make 
the emergent rays parallel and thus replace the accom- 
hionlation otherwise required. 

There are two methods of obtaining this additional 
power. First, there is the possibility of adding this 
auxiliary lens for reading to the object glass, as is shown 
In Fig. 2b (Messrs. Zeiss followed this plan). In this case 
oly the exact dioptric power of the working distance is 
required—for example, +4D for 10 inches; this holds good 
whatever may be the magnification and construction of the 
telescopic spectacles. From the designing point of view, of 

Cc 


course, this method is much the simpler and more straight- 
forward, but there are several real advantages, from the 
patient’s point of view, in adding the necessary power to 
the negative eye lens (see Fig. 2c). Theodore Hamblin, 
Ltd., employed this method for the following reasons: in 
the first place, an additional lens in front of the object 
glass is very conspicuous and likely to be considerably 
heavier than the one of smaller diameter behind the eye 
lens; secondly, for lightness the spectacles are frequently 
composed of simple lense’, and a positive lens of suitable 
glass added to the negative eye lens tends to improve the 
general definition. 


Facts or IMportance., 

From Fig. la it will be seen that all bundles of rays 
cross at the point C (the “ exit pupil’’) along the axis. 
This is the ideal position for the centre of rotation of the 
eye. Evidently the closer this point C is to the negative 
eye lens the larger will be the visible field. Figs. 3a 
and 3b show the extreme oblique rays for two positions of 
the exit pupil C. 


Fic. 3b. 


From the diagrams it will be seen that a ray at a steep 
angle, corresponding to a larger field, can pass through the 
lenses when the exit pupil is closer to the eye lens. The’ 
position of C affects the quality of image, in particular 
the flatness of the field; for every design of telescopic 
spectacles there is a best region for C. 

Further, this circular base C, common to all bundles of 
rays, should be symmetrical about the axis of the system. 
That is to say, the centre of C should be coincident with 
the axis. Fig. 4a illustrates the effect of a lateral dis- 
placement of C (this effect is obtained when the P.D. of 
the spectacles does not agree with actual P.D. of the 
wearer). From the diagram of Fig. 4a it will be seen that 
an eccentric exit pupil destroys the symmetry of rays about 
the optical axis. Additional rays are admitted above the 


Fic. 4b. 


axis, rays normally entering below the axis are excluded 
(see Fig. 4a, red rays). In effect the aperture is increased 
above the axis and decreased below. In practice this 
eccentricity spoils the symmetry of the visible field and 
the good definition of the image; and the wearer may be 
conscious of a vague sense of discomfort in using such 
spectacles, but unless optically trained will not be able 
to appreciate the reasons for the discomfort. 

More serious and disturbing trouble arises when the 
telescopic spectacles are tilted before the wearer’s eyes— 
that is to say, when the axis of the spectacles is inclined 
to the axis of the eye (see Fig. 4b), and consequently 
when the common base C of all bundles of rays entering 
the eve is not normal to the axis of the spectacles. From 
Fig. 4b it will be clear that when looking, as one imagines, 
straight ahead through the spectacles, it is actually an 
outer part of the field that is being used, and the apparent 
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centre of the field will consequently suffer from the defects 
unavoidably present at the extreme edges of a large field 
in a simply constructed optical system. At the edge of 
the field, corresponding with the periphery of the retina, 
these effects are hardly noticeable, but in the centre of 
the field the eye is very critical and at once detects any 
distortion of the image. The wearer in these circum- 
stances will most certainly complain that all the black 
lines in anything he is examining through the spectacles 
have coloured edges, blue one side or red on the other, 
If he complains of seeing yellow on the left of his black 
lines, for example, it is necessary merely to tilt the tele- 
scopic spectacle to the left in order to bring the axis of 
the eye and spectacle into coincidence, or at least to render 
them parallel. Other effects of this tilting of the spectacles 
before the eyes will be a source of discomfort to the wearer, 
the chicf of which will be caused by astigmatism of very 
appreciable amounts. 

Another source of troublé may arise in the addition of 
auxiliary lenses for reading or ametropia. These auxiliary 
lenses may be of high power; the separation between the 
auxiliary lens and the eye lens or objective is a matter of 
real importahce, since variation of the separation causes 
rapid variation of the power of the combination. 


PrecavuTIONS NECESSARY IN PRESCRIBING AND 
TeLEscoric SPECTACLES. 

From the foregoing discussion it will be realized that 
the accurate prescribing and fitting of telescopic spectacles 
is of the greatest importance if they are to be of benefit 
to the wearers. Seemingly small errors in frame measure- 
ments in particular may entirely spoil the possibilities of 
the spectacles, so much so that they may be judged worse 
than useless, whereas accurately prescribed and _ fitted 
spectacles may prove very useful to the same wearer. 

To make the testing simple and straightforward it is 
really necessary to have a special outfit—trial frame, 
adaptors, and auxiliary lenses—for reading and ametropia; 
these parts should exactly correspond in essential design 
with the spectacles subsequently supplied. Spectacles 
made by different firms, for example, even though con- 
sidered equally good and nominally the same, will be quite 
sufficiently different in magnification and other. details of 
design to render it absolutely essential to use the trial 
outfit supplied by the firm which is ultimately to supply 
the spectacles. 

The following points are of importance in testing: 

1. The spectacles should be worn as close to the eyes as 
lashes, etc., will comfortably allow. 

2. Great care should be taken in making all frame 
measurements to ensure that the spectacles will be 


Fic. 5. 


accurately centred in every way over the eyes. This is a 
very much more important matter when testing for tele- 
scopic spectacles. than for ordinary spectacles. 
with the dispensing opticians, of course, to make rigid 
frames which will bear out and maintain the surgeon’s 
careful prescriptions, but spectacle frames of ordinary 
design are not suitable, as they have proved to be not 
sufficiently rigid.: Fig. 5 shows a spectacle frame specially 
designed for the purpose. It will be seen how rigid the 
front of the frame is. - 
3. It is often a matter of difficulty to determine the 
working distances with any combination of lenses. 


a fact of universal experience that all, except those with 
long optical practice; tend to exercise their utmost powers 
of accommodation when looking through instruments. The 
only way to induce relaxation of the accommodation when 


It. rests - 


It 


trying out working distances is to bring the test object up 


towards the patient from a distance, and take the first 
point at which he sees a focused image as the true 
working distance. Even this should be tried several times, 
as the very effort of consciously looking carefully and 
perhaps nervously seems to induce accommodation which 
refuses to relax, 

4. The auxiliary lenses added in testing should be used 
in an exactly similar way to those finally supplied, 
They should be used with the same surface (plane or 


| convex) towards ihe eye lens, and should be made of glass 


of the same refractive index as the lenses in the spectacles 
which will be supplied. 


Finau Firtinc oF THE PRESCRIBED SPECTACLES. 
If the spectacles and frames have been correctly pre 


_ seribed and made, the wearer should see one image of a 


black-and-white object at the intended working distance 
on the optical axis, well defined and colourless. (A black 
cross two or three inches long drawn on a white card makes 
an excellent test object). If there are errors in the 
framing of the spectacles the patient may complain of 
seeing two crosses relatively disposed in some way, and/or 
of seeing coloured edges at the boundaries of the crossed 
lines. Suitable bending or readjustment of the frames will 
remedy these troubles. Each eye must be tried separately 
for the coloured edges. If the yellow edge is to the right, 
the spectacles need bending to the right, and vice versa; 
similarly, if the yellow edge appears at the top of the 
horizontal line a bend upwards is needed. If there is 
not yet binocular vision, and the P.D. is checked and 
found to be correct, a little further adjustment is neces- 
sary in the angling of the frames. The direction of the 
adjustment required is always opposite to the direction of 
the displacement of the image—that is to say, if the image 
is displaced up and to the right, an adjustment down and 
to the left is required. , 


THE LARGE STOMA GASTRO-JEJUNOSTOMY.* 


KENNETH BLACK, F.R.C.S.ENG., 


PROFESSOR OF SURGERY, KING EDWARD VII COLLEGE OF MEDICINE, 
AND SURGEON, GENERAL HOSPITAL, SINGAPORE. 


We seldom read the medical journals of to-day without 
noting the frequency of papers on the surgery of gastric 
and duodenal ulcers. While it seems that opinions pre- 
ponderate that gastro-jejunostomy is an operation giving 
success in the majority of cases of duodenal ulcer it 
would appear that it is by no means so effective for 
chronic non-malignant gastric ulcer; in fact, in gastrie 
ulcer in which there is no pyloric obstruction, gastro- 
jejunostomy, as practised to-day, often gives such un 
satisfactory results that more elaborate and serious opera- 
tions, such as sleeve resection and gastrectomy, are adve- 
cated and undertaken, with, it is claimed, superior results, 

Recently. J. Abadie,! describing the results of 300 opera- 
tions for gastric ulcer, concludes that excision of the ulcer 
alone does not cure the patient, that gastro-jejunostomy 
gives a good percentage of cures, but that duodeno 
gastrectomy is the most certain of all methods of cure.’ 
These conclusions coincide closely with those of many other: 
authorities who have specialized in gastric surgery. Some 
highly skilled surgeons find that the operation of gastree 
tomy gives a mortality no higher than that of the more’ 
simple gastro-jejunostomy, but such favourable experi 
ences cannot be taken as a guide for the majority of us. 
On the other hand, Mr. R. P. Rowlands? states that’ 


gastrectomy has a mortality seven times that of the: 
‘more simple gastro-jejunostomy—a grave objection to this 


radical operation. An additional argument commonly: 
advanced in favour of the major procedures is that many- 


‘of these ulcers, which at operation appear simple, are im 
fact actually’ cancerous; particularly is this so when the’ 


ulcer’ is of large size; but from the published results ‘of: 


*A paper read at a meeting of the Malayan Branch of the British ; 
Medical Association, September 26th, 1927. : 
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gastro-jejunostomy alone for ‘‘ simple ”? gastric ulcer the 
rarity of the subsequent development of cancer goes far 
to disprove this contention. Of course, the presence of 
definite malignant ulceration would fully justify the most 
radical operation. 

It will be agreed, I think, that in the treatment of 
all inflammatory lesions there are two main principles— 
namely, to treat and remove the cause of the disease, and 
to rest the diseased part. 

In the first place, to treat and remove the cause of 
gastric ulcer is impossible, as it is unknown at the present 
time. There appears to be evidence that sometimes the 
cause of peptic and duodenal ulcers may be secondary to 
dental sepsis, and in this connexion the following figures, 
compiled by my house-surgeon, Dr. A. M. D’Cotta, are of 
interest. 


Total Admissions into the G@encral Hospital, Singaporc, for the 
sir months ending June 30th, 1927, showing proportion of cases 
of Gastric and Duodcnal Ulcers. 

Total Cases of Gastric 
Admissions. and Duodenal Ulcers, 
White races 818 «.. 8=1.0 per cent. 


Other Eastern races ... 


Total ... 5,621 ...... 25=0.44 per cent. 


It would appear from this table that among the Malays 
gastric and duodenal ulcers are rare, and we know that 
they seldom suffer from dental sepsis. With the Indians 
dental sepis is not very common, and among them ulcers 
are rather infrequent. On the other hand, the Chinese 
suffer largely from detital sepsis, and in them ulcers are 
twice as common as among the Indians; in the white 
races, Which include British, Americans, Australians, and 
Eurasians, dental sepsis is almost the rule,and among them 
ulcers are four times as common as in the Indians and 
twice as common as in the Chinese. Further, in dogs both 
dental caries and peptic and duodenal ulcers are almost 
unknown. 

Secondly, to place at rest completely a gastric or duodenal 
ulcer is nearly as impossible as to give rest to a diseased 
heart or lung, but it seems probable that much can be 
effected by partial relaxation of work. Gastro-jejunostomy 
alone seems to be successful in the treatment of the 
majority of duodenal ulcers, the percentage of cures ranging 
from 85 to 95 according to various statistics. This suggests 
that the partial rest to the duodenum by short-circuiting 
the stomach and jejunum suffices to bring about a cure 
in most of these cases. Why, then, cannot similar satis- 
factory results be obtained in gastric ulcer? May it be 
that a stoma sufficiently large to cure the majority of 
duodenal ulcers is not large enough for equal success in 
gastric ulcers? I am disposed to believe that this is the 
case. In the treatment of chronic ulcer of the leg rest in 
bed and cleanliness will bring about a cure in most cases: 
and I venture to think that no one would advocate 
amputation of a leg for simple ulceration, except as a last 
resort; yet when a simple ulcer occurs in the stomach 
gastrectomy is recommended by an increasing number of 
advocates. Furthermore, even after gastrectomy recurrence 
of ulceration is not by any means unknown. ~ 

It would be comparatively easy to substantiate my belief 
Were it possible to perform a large stoma gastro-jejunostomy 
na number of cases of gastric ulcer and to follow up the 
patients for some years. Fifteen years ago I advocated 
a stoma of 3} to 4} inches in 

; owing to my operations having been per- 
Ly cases except in two instances, 
_patients suffered from gastric ulcer; on one I 
operated nineteen and on the other twelve years ago, and 
7 have remained cured of their symptoms. Whether 
ese results were due to the large stoma which I made or 
tot, the number is too small from which to draw anv 
tonclusion. 
oad rom time to time I have had opportunities of watching 

‘irgeons in America and in England perform gastro- 
lejunostomy, but I have never seen this operation practised 


except with a small stoma. Sir Berkeley Moynihan‘ advo- 
cates an opening of 2} inches, and Messrs. Rowlands and 
Turner® recommend an opening even smaller—namely, of 
2 inches in diameter. 

In Singapore during the past year I have endeavoured tc 
follow, as far as possible, my cases of large stoma gastro- 
jejunostomy for simple gastric and duodenal ulcer, and in 
this connexion I am very grateful to my colleague Dr. J. 8. 
Webster, who has periodically examined these patients by 
x rays. He finds that when a barium meal is given about 
half passes out practically at once through the new stoma into 
the jejunum, which becomes distended, and the remainder 
of the meal then slowly passes through the stoma, the 
stomach finally emptying in from one to two hours; in some 
cases none, in others very little, opaque meal goes through 
the pylorus. These examinations were conducted a week 
or two after operation, and again at intervals of a few 
weeks; the results so far have remained practically 
identical, and even after several months there has not 
been any evidence of the stoma contracting. It is interest- 
ing to note that the distension of the efferent loop of the 
jejunum, which is sometimes shown to be considerable, 
appears to produce neither pain nor discomfort. 

Clinically, vomiting after operation is seldom encoun- 
tered, and as a rule the patient makes a quick and easy 
recovery, putting on weight and becoming able, after a 
time, to take ordinary diet without discomfort. Vicious- 
circle yomiting and prolapse of the jejunal mucous mem- 
brane through the large stoma into the stomach never 
seems to occur. Thus it would appear that one of the 
cardinal principles of treatment—namely, rest—is secured 
completely to the duodenum and considerably to the 
stomach. 

On the other hand, I have recently come across two 
patients who undoubtedly had ulceration and on whom the 
ordinary small-sized stoma gastro-jejunostomy had been 
done with very little relief of symptoms. One patient, 
operated on four years ago, was never properly relieved, 
having recurring attacks of vomiting in spite of the most 
careful diet and medical treatment; this patient was 
r-rayed eighteen months after the operation, and the result 
showed a stoma through which passed very little of the 
opaque meal, the bulk going through the pylorus. The 
second patient was operated upon nine years ago for 
gastric ulcer, soon after which he was z-rayed; the patient 
still has these old photographs, which clearly show that 
very little opaque meal then passed through the stoma. 
The patient was never cured, having to be readmitted into 
hospital from time to time with relapses; quite recently 
Dr. Webster x-rayed him and found that the old stoma 
was practically functionless, although it seemed to have 
been well placed in the lower part of the stomach. Dr. 
Webster thinks that there is now evidence of further 
ulceration near the pylorus. These failures, I venture to 
suggest, are possibly due to the stomata having been made 
too small. 

I use the following modifications in performing a large 
stoma gastro-jejunostomy, which differs from the usually 
described operation. 

1. As already stated, the stoma is at least 3} inches in 
diameter. 

2. The opening in the stomach is made in its long axis 
or slightly oblique, whichever is the more convenient; the 
opening is never made in the short transverse axis of the 
stomach, as in this direction it would seldom be possible 
to make the stoma large enough. 

3. The two ends only of the stomach and jejunum are 
held in short-bladed stomach forceps, leaving the inter- 
vening portions free and unclamped. More room is thus 
obtained for making the stoma large. A second advantage 
of not clamping the stomach and intestine right across is 
that when these organs are incised and opened all bleeding 
points are seen ; these are seized in artery forceps and tied 
with catgut. I regard this as an important detail; it adds 
a little time to the operation, which is more than compen- 
sated, I feel sure, by the absence of any post-operative 
haemorrhage from the stoma wounds. In other words, for 
complete haemostasis reliance is not placed entirely on the 
tightness of the stitching. A third advantage of not 


clamping the stomach and jejunum right across is the - 
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absence of bruising and injury to the mucous mem- 
branes which large clamps sometimes undoubtedly produce. 
Clamps may have more to do with secondary gastric and 
jejunal ulceration, at or close to the stoma, than _ is 
generally realized. Lately I have dispensed altogether 
with the stomach-clamping type of forceps for holding the 
ends of the stomach and small bowel, using instead grooved 
Hock rubber intestine-holding forceps, similar to Young’s. 

While I cannot ask others to share my belief that the 
large stoma gastro-jejunostomy will prove to be the opera- 
tion of choice for simple chronic ulcers of the stomach and 
duodennm in the face of the numerous far more experi- 
enced surgeons whose conclusions differ from mine, I hope 
that my view may receive consideration. 
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HAEMATURIA DURING TREATMENT WITH 
INSULIN. 
Tue apparent rarity of haematuria occurring in diabetic 
patients under insulin treatment is noted by Lawrence and 
Hollins in the British Medical Journal of June 9th (p. 977). 
The following case shows some points of contrast with the 
cases there detailed: 


A boy, aged 5 years, was admitted to the Children’s Hospital, 
Birmingham, on April 17th, 1928. There had been no illness, 
except chicken-pox and measles at 2 years of age, until two 
months before admission, when he became poorly, lost weight, 
and had polyaemia with glycosuria. 

On admission he was noted to be moderately wasted and had 
a strong odour of acetone. The urine contained 1.7 grams per 
cent. of sugar, and gave a strong reaction for ketones. His blood 
sugar was above normal. There was no albvminuria or other 
abnormal urinary constituent. There were a few carious teeth, 
but the tonsils were small and clean. There was no evidence of 
infection. His progress in hospital was very good, and his diabetic 
state was well controlled by dieting and insulin. Apart from 
the first twenty-four hours in hospital, when he had 20 units of 
insulin, he never had more than 10 units of insulin in twenty-four 
hours. On May 8th lie was able to take an adequate diet without 
insulin. On May 10th his urine remained sugar-free, but there 
was a slight positive Rothera’s test. He had commenced to get up. 

On May ilth at 8 a.m., whilst in bed, the boy had profuse 
haematuria, the urine being copious and heavily loaded with 
bright blood. There were no symptoms or signs otherwise. The 
temperature (as usual) was quite normal. There was no renal 
or vesical pain or tenderness. The urine was moderately acid to 
litmus, contained a cloud of albumin, and no sugar. A slight 
ketosis was present. Microscopically there were very numerous 
red blood cells, but no epithelial or blood casts. Successive speci- 
mens of urine passed during the day showed a rapid progressive 
diminution in the amount of blood in the urine, At 6 p.m. on 
the same day the specimen was practically nofmal to the naked 
eve, but a haze of albumin was present, together with a few 
red blood cells. The blood pressure was 105/60. : 

Two days later the urine was quite free from albumin and 
no abnormal elements were present microscopically. The boy 
went home a few weeks later, and no further haematuria occurred. 


The points of peculiar interest in this case are: (a) that 
the haematuria was extreme but of very short duration; 
(6) the rapid return of the urine to the normal; (c) the 
hacmaturia occurred two days after the last dose of 
insulin; (d) there was at this time only a slight ketosis. 

[ do not propose to discuss the true relationship of the 
haematuria, but I thought perhaps the former writers and 
their critics might be interested in the case. Clinically the 
case did not appear to be nephritis. In aceordance with 
Dr. Lawrence’s remarks the benign nature of the urinary 
abnormality is apparent also in this case. 


A. V. Near, M.D., 
Resident Medical Officer, Children’s Hospital, Birmingham. 


SOMATIC TAENIASIS. 
Dr. C. J. Hurt Arrkrn reported on June 2nd (p. 943) 
a case of somatic taeniasis which was first thought of 
as being malaria. A somewhat similar case occurred in 
St. Giles’ Hospital in 1927. 


‘A man, aged 26, had been under observation in an institution as 
an epileptic, but was sent to St. Giles’ Hospital in October, 1927 
because he had become drowsy and dazed, and the existence of 


some organic cerebral lesion appeared ‘likely, 


He had joined the army in 1920, and went to India, where, in 
1925, he had an attack of ‘“‘ malaria’’ from which he_ recovered, 
but while still in the hospital he developed ‘‘ epilepsy.” The fits 
at first occurred twice a week, but later once in two months. The 
fits were preceded by a “‘ queer feeling ’’ in the head; during the 
convulsions and following unconsciousness he bit his tongue, but 
was not incontinent. The fits occurred by day and also when 
asleep. Sometimes he had itching in the right palm, followed 
by twitching of the right arm before the onset of unconsciousness, 

While in St. Giles’ Hospital (about six weeks) there were four 
fits, one of which was closely observed. It lasted about five 
minutes, and he had sufficient warning to call a nurse. There was 
no loss of consciousness, the arms and legs were not involved, 
there was laboured breathing and profuse salivation, but_ the 
mouth was not clenched. The left side of the face was twitching, 
sweating, and flushed; the abdominal muscles on the left side were 
also twitching. When the facial convulsions ceased it was found 
that the left half of the face was paretic and remained noticeably 
s>? for about ten minutes. The patient was able to laugh sym- 
metrically before he could show his teeth symmetrically w 
asked to do so; this was demonstrated by chance, and repeated as 
many times as laughing could be induced. There were two other 
left-sided facial fits, and another reported as involving both sides 
of the face. 

When cxamining the head a nodule was found in the scalp over 
the region of the lambda; it was painless, and about the size of 
a large pea. A similar nodule was found in the skin of the left 
flank, two nodules in the extensor muscles of the left forearm, and 
another in the left gastrocnemius muscle. A nodule was excised 
and found to be a cyst containing hooklets. 

Neurological examination gave very little help, but there was 
left ankle-clonus, and alternate pronation and supination of the 
left forearm was not so free as that’ of the right, although the 
patient was left-handed. There was some papilloedema of the left 
eye, but no a of ocular movements. 

Examination of the blood showed 16,000 white cells per c.mm, 
with 3 per cent. of eosinophil cells. The Wassermann reaction was 
negative. Radiographic examination of the skull and thoracic 
organs was negative. 

radually the cysts became smaller, and after six weeks they 
could not felt. The only treatment used was potassium iodide 
by the mouth. oe 

I have to thank the medical superintendent for permission te 


publish this case. 
Camberwell, S.E.5. T. Visert Pearce, M.B., B.S. 


ACUTE PANCREATITIS FOLLOWING THE 
INGESTION OF AN EXCESSIVE 
AMOUNT OF ATOPHAN, 

In view of the recent deaths occurring after the inges 
tion of an excessive amount of atophan, the following case 
appears to be of much interest, for I do not remember 
having seen a case recorded where operation has _ been 

performed. 

This patient developed neuralgia of a very acute type in the 
region of the left shoulder and arm, due presumably to the fact 
that while passing through the tropics he had an electric fan 
piaying on that part of the body all night. All drugs and treat 
ment failed to relieve the neura gia, except temporarily. He was 
given atophan, and in despair he took a whole -tubeful of ten 
pastilles in one day. ; 

A few days later he informed me that the pain had passed from 
the left upper extremity to the pit of his stomach. The epi 
gastrium was very tender on palpation and there was some 
rigidity of the recti muscles. : 

In the next few days his condition rapidly became worse. At 4 
consultation it was considered that he was suffering from a mild 
eritonitis around a perforating type of ulcer in the lesser sac, 
n spite of treatment the condition continued to get rapidly worse, 
and I decidedéto perform a laparotomy. On opening the abdomen 
all the appearances of pancreatitis with necrosis of fat and 
haemorrhages in the pancreas were detected. A drainage tube 
was passed down to the pancreas after the peritoneum had _ been 
cut through. No caleuli could be detected in any part of the 
pancreas. The appearance of the liver was normal. That evening 
the patient evinced great relief from his ro and an enormous 
amount of serous fluid came away through the drainage tube. 

A few days later, when the patient seemed to be convalescent, 
he had a large haematemesis by the mouth and to all intents and 
purposes seemed to be dying; indeed, he felt so himself, for he 
made his last will. Nevertheless, a transfusion of blood pulled 
him round, ard he made a slow but uninterrupted recovery. 

After the operation, and before the haematemesis, he complained 


-of some slight pain in the left upper extremity, similar in nature 


to the old neuralgia, which disappeared completely after the 
haematemesis. 

This man was an unusually strong and healthy indi- 
dividual. He had saturated himself without permission 
with all kinds of drugs, including atophan, and_ the 
suggestion is that severe cases which do not respond to 
ordinary means of treatment should be given the benefit 
of an exploratory operation. 

Two years later a letter was received from this patient 
stating that he continued in good health. 

M. J. Perry, M.B., F.R.C.S. 


British Hospital, Buenos Aires, 
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THE TREATMENT OF EARLY RODENT ULCER. 
REASONABLY early basal-celled epitheliomata can be treated 
jn a large number of ways with a high percentage of 
successes, but most methods are open to some objection. 
Adamson’s plan of curetting, followed by a massive dose 
of « rays, is one of the very best, but it demands apparatus 
and technique beyond the compass of the general practi- 
tioner. The same applies to radium, with the additional 
drawback that all cases do not respond to it. Diathermy 
is effective, but cannot safely be employed in the near 
neighbourhood of the eyeball. Surgical excision is good, 
provided that a wide margin is possible, though even then 
recurrence in the scar may be seen. In the neighbourhood 
of the eve excision may have to be on a mutilating scale, 
followed by plastic work, and as even then no certain 
promise of cure can be given, such procedures are, in my 
opinion, quite unjustifiable. I have in the past used many 
methods, but for over four years have treated all my early 
cases, up to the size of, say, a shilling, by the following 
simple technique. 

The rodent ulcer is ringed with novocain (2 per cent.), end 
then firmly scraped with a sharp spoon. Only the tumour comes 
away, and a clean raw area is left. A pencil of CO, snow in a 
vulecanite applicator is applied with firm pressure for sixty 
seconds, and then a dry dressing. There is considerable oedema 
of the part for a day or two, but practically no pain at any time, 
and the ulcer heals rapidly under boric ointment. 

The number of cases thus treated and observed for at 
least six months (the majority for much longer) is sixty- 
five. Of these, two showed small recurrences at the edge 
of the scar, where presumably an outlying nodule had 
escaped destruction. These recurrences’ were successfully 
treated by a repetition of the procedure. Recurrence in 
the depths has not so far occurred. The resulting scars 
are always very smooth and fine, and in the case of small 
rodents about the eyelids, or in the naso-labial furrow, 
almost invisible. The apparatus required is neither 
elaborate nor expensive, and the technique exceedingly 
simple, and there is no reason why practically every basal- 
celled carcinoma should not be detected and cured by the 
patient’s family doctor. The procedure can be carried out 
in the consulting room, even on old people, who suffer 
neither from shock nor pain, and are perfectly fit to go 
home immediately afterwards. 

No claim for originality in this method is made, as no 
doubt it or something similar is used by many other 
workers, but I have been moved to write this account by 
recent experience of recurrences following radium, x rays, 
and excision, in other hands, and by published accounts of 
methods which I believe to be inferior to the one here 
given. 

J. Fercuson Smita, M.A., M.B., Ch.B., 


Physician for Diseases of the Skin, Glasgow Royal Infirmary ; 
Lecturer on Dermatology, University of Glasgow. . 


British Medical Association. 
CLINICAL AND SCIENTIFIC PROCEEDINGS. 


ST. PANCRAS DIVISION. 
Home Treatment of Tuberculosis by the General 
Practitioner, 
Ar a meeting of the St. Pancras Division held on July 10th 
an address on home treatment of tuberculosis by the general 
practitioner was delivered by: Dr. W. Camac WrILkinson. 
He said that the genius of Koch had revealed the nature 
and origin of tuberculosis, although even yet it was not 
easy to trace the disease to its real source or fix the time 
of its occurrence. To-day the paramount idea upon which 
the medical practitioner should deliberate and act was not 
that tuberculosis was an infectious disease, but rather 
that the infectious form of tuberculosis—commonly called 
tonsumption or phthisis—could and should be prevented. 
Unfortunately the authorities had placed tuberculosis, even 
though it might not be infectious, among the infectious 
diseases which could be successfully combated by com- 
pulsory notification, the only justification for which lay in 


the practical utility of measures of segregation and dis- 
infection. Tuberculosis was a disease that stood by itself 
and was a law unto itself; it mocked at the measures that 
succeeded in the other infectious diseases. Infection might 
not exist, or might be suspended for years, and came ‘‘ like 
a thief in the night.’’ Accordingly compulsory notification 
was a mere fetish of officialism, costly, irritating to patient 
and doctor alike, and futile—because such notification 
could lead to no constant, immediate, rapid, or lasting 
success, Compulsory notification had a semblance of justi- 
fication only when the sufferer expelled in the act of 
coughing droplets or masses of sputum which might be 
conveyed directly or indirectly to those in the immediate 
neighbourhood. It could not either quench the infection 
at its source, or prevent or heal a chronic disease- already 
existing which was quite beyond the reach of measures of 
segregation and disinfection. The true solution of the 
tuberculosis problem would be found rather in the treat- 
ment of tuberculosis in the early stages by scientific 
measures which would largely prevent chronic tuberculosis 
passing on to those stages when the disease became infec- 
tious. The treatment of early non-infectious tuberculosis 
was the key to the prevention of infectious phthisis. 
Hitherto in tuberculosis medical thought had been devoted 
too much to ideas of prevention and too little to methods 
of treatment. If the physician, by treatment, could pre- 
vent early non-infectious tuberculosis becoming infectious 
phthisis or consumption—and Dr. Wilkinson honestly 
believed he often could—he saved the family from the 
risks of infection. The infectious form would sometimes 
develop, and then suitable measures must be adopted. 
But the physician must continue to treat, because by a 
proper course of tuberculin treatment it was almost the 
rule that cough and expectoration ceased, and thus the 
victims ceased to be a danger to their friends and relations. 
When the disease became infectious public health autho-’ 
rities must take a hand by providing free examinations of 
suspected material by properly constituted experts at 
public institutions. In this way the open or infectious 
forms of pulmonary or renal tuberculosis would be notified 
automatically to the public health department, which 
should do all in its power to help and support the family 
physicia® or general practitioner in seeing that measures 
were taken to prevent constant and repeated infection of 
the younger members of the family. That was all the 
notification that was required until the family doctor 
realized that the victim of infectious phthisis was too ill 
or too weak to conform to simple rules of cleanliness and 
decency, when the victim of poverty should be provided 
with home and shelter where the risk of infection could 
be rendered negligible. Sanatoriums, if devoted to this 
beneficent work, would quadruple their usefulness. Insti- 
tutions for the reception of advanced cases of consumption 
were next in importance to measures for the early diagnosis 
and treatment of non-infectious and infectious forms of 
tuberculosis by general practitioners. In tuberculous 
meningitis, tuberculosis of bones and joints, pleurisy, or 
chronic tuberculous peritonitis, the infective agents were 
securely imprisoned in the tissues and could not escape or 
infect the healthy. Even lupus, which was essentially a 
disease of early life in certain climates and conditions, was 
only a danger in the family circle where it occurred, and 
then only to the children. Tuberculosis in childhood, and 
even in adult, life, existed mainly in the system of 
lymphatic vessels and glands, and tubercle bacilli might 
circulate in the blood for years before chronic apical tuber- 
culosis began; and chronic apical tuberculosis might exist 
for years before the disease became infectious. The policy 
of ignoring pulmonary tuberculosis till tubercle bacilli were 
found in the sputum was both unfair to the victim of the 
disease and dangerous to the family. Many a doctor who 
acquiesced in this policy came to think that he need not 
bother till tubercle bacilli had appeared; yet as soon as 
tubercle bacilli were found he must tell the world that 
there was infectious disease, and at the same time try 
to persuade some official—either the tuberculosis officer or 
a medical officer of a hospital for consumption—to favour 
his patient with prolonged treatment in a sanatorium to 
the exclusion of nine or ten others equally deserving. 
There were better ways of treating tuberculosis than the 
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methods of the sanatorium. The collective opinion of 
general practitioners would indicate probably that sana- 
toriums had failed to help those who most needed help— 
the industrial classes of our great cities. German doctors 
had done their best to advertise sanatorium methods, but 
the statistics of Engelmann, Weicker, and Hamel did not 
justify the policy of sanatorium treatment for the poor as 
a simple, comprehensive, economical, and effective means 
of solving the problem of treatment. Outside Germany, 
Great Britain alone had blindly followed the lead of 
Germany, the home of bureaucracies. In spite of Germany’s 
lead there was nothing in science or practice to justify the 
existence of a bureaucracy to deal with the problem of 
tuberculosis. The scientific methods of Koch furnished the 
secret key to the early diagnosis and successful treatment 
of tuberculosis, and early diagnosis and successful treat- 
ment were the métier of the physician. The indispensable 
and invaluable auxiliary of the family docter in the homes 
of the poor was the district nurse, not the health visitor. 
Automatically district nurses should be sent to advise and 
direct the mother how to prevent infection among her 
children as soon as a case of infectious tuberculosis had 
been reported to headquarters by the official bacteriologist. 
Thus an automatic chain connected the infectious victim 
with the official bacteriologist, who automatically reported 
to headquarters, and headquarters supplied the district 
nurse to work in the homes of the poor under the doctor. 

The problem for the doctor, said Dr. Wilkinson, was to 
learn the best means of securing the highest degree or 
titre of immunity and maintaining it. Every plan of treat- 
ment demanded a close study of the processes, conditions, 
and phenomena of immunity, so that we might exploit 
them in the interest of the patient. The only way of 
treating tuberculosis was to imitate Nature and to assist 
the action of tissue cells in defending themselves by means 
of carefully graduated doses of antigenic substances. By 
experience we learnt how to improve and maintain an 
efficient mechanism of immunity and to master the prin- 
ciples and rules that guided us in the selection of the suit- 
able cases for the use of tuberculin and in the plan of 
treatment. Tuberculin was in no sense a short cut to 
success. We merely supplemented the ordinary methods of 
examination and treatment with the weapons science had 
provided through the genius of Koch. None but experts 
should give doses of tuberculin for diagnosis or treatment, 
and not even the best qualified practitioner of medicine 
should use tuberculin in treatment unless he had had at 
least three months’ training at a tuberculin dispensary. 

The Association for the Prevention of Tuberculosis was 
even now engaged upon a fantastic chimera which was 
doomed to failure. Rather than waste money in a quixotic 
effort to teach ignorant people how to prevent tuberculosis 
when even medical men could not do it, we should design 
a plan, based on scientific knowledge, for the education 
of medical men in the difficult task of recognizing and 
treating this elusive disease, so as to prevent it becoming 
infectious. We should learn that living tubercle bacilli 
had been at work in the parts and organs most prone to 
infection for months and years before physical signs could 
reveal them. Even z-ray methods could not tell us whether 
there were living and active tubercle bacilli in the tissues. 
Every family physician should realize that the disease had 
certain peculiar and distinctive characters of its own by 
which it could be detected in its first beginnings. The 
mysterious secret of tissue energy discovered by Koch, and 
pronounced by him to be the sole and trustworthy means 
of discovering tuberculosis in the earliest stages, was called 
allergy. Tuberculin could reveal serious tuberculosis that 
could not be detected in any other way. 

The borough of St. Pancras, said Dr. Wilkinson, ¢on- 
tained about a quarter of a million souls. The yearly loss 
of life from tuberculosis would be nearer 300 than 200, if 
every dead body had been examined by a pathologist and 
there had been no war. There were besides 2,000 victims 
still alive, wending their way slowly down into the valley 
of the shadow of death. Last year, in spite of the 


vaunted work of the Ministry of Health for sixteen years, 
£3,150,000 had to be provided by the taxpayer for dealing 
with consumption. St. Pancras’s share was about £22,000 


a year. The family doctors, provided they had learnt the 
scientific methods of diagnosis and treatment, had a claim 
upon most of this money. The sum of £22,000 allowed 
£10 for tho treatment of each patient. At such a cost, 
by the methods of the tuberculin dispensary, five to ten 
times as many patients could be treated as sanatoriums 
could treat, with better results; and the victim of the 
disease could often go on doing his work and provide for 
his family. This system would relieve the taxpayer, and 
would convert weakly or disabled workers into relatively 
healthy, capable, and efficient producers, often without any 
disturbance in the labour market, without any sacrifice of 
work or wage, without any demoralizing doles, without 
any breaking up of the family unit, and with a good 
chance of preventing that dislocation in every sort of 
industrial, commercial, social, or other enterprise which 
was inevitable when the disease tuberculosis infiltrated, as 
it did, every grade of society. Sanatorium treatment was 
a curse to the taxpayer, to the patient, and to the sana- 
torium doctor. Much money was wasted on expensive 
buildings, and heavy expenses for doctors; upon nurses, 


upon travelling, upen upkeep and food. Loss of occupa-: 


tion was an inherent condition of sanatorium treatment. 
The system was grossly unfair to the majority of sufferers, 
and was both inadequate and disappointing for the indus- 
trial workers, who ‘‘ ask for bread and are given a stone,” 
The scientific method had not had a fair trial in any 
country, perhaps because it was highly technical and diffi- 
cult to learn, difficult to teach, and difficult to put into 
practice, but chiefly because the evaluation of any method 
of treating tuberculosis demandéd exacting conditions, 
Fer such investigation all the cases treated must be 
recorded; the method on trial must be as far as possible 
the exclusive method; the diagnosis must be beyond doubt, 
and all the cases must be controlled by after-examinations 
at least once a year for four or five years after the 
beginning of treatment. The reason why leading doctors 
and authorities had rejected Koch’s work and _ teaching 
upon the value of tuberculin was that they had _ never 
seriously investigated it under these conditions. Wrong 
doses had been given in the wrong way, at the wrong time, 
in the wrong cases. Moreover, the false idea existed that 
large doses and highly active antigens (unchanged tuber- 
culins), which Koch always recommended, were dangerous, 
and neither the Brompton Hospital physicians who investi- 
gated tuberculin, nor Wright, nor Dreyer, realized that the 
value of any method of treating chronic tuberculosis could 
not be assessed unless the observations had been con- 
trolled by after-examinations made several years after the 
beginning of treatment. Experiences at the Tuberculin 
Dispensary in London had shown that in all the patients 
in Stage 1 and Stage 2 in which tubercle bacilli were found 
in the phlegm, 68 per cent. were alive at the end of eight 


to ten years, and 70 per cent. were able to follow their. 


ordinary avocations. The London County Council results 
in similar cases under sanatorium treatment were 28 per 
cent. alive At the end of four years. The advocacy of 
tuberculin, both as a diagnostic and curative agent, rested 
upon facts that could not be impeached. One could see the 
healing of lesions in the eye, in the larynx and epiglottis, 
in the skin, on the palate, on the tongue, in the nose, in 
the skin, in the digits, in the bladder. Further, one could 
see tubercle bacilli disappear from the urine in genito- 
urinary tuberculosis, and at the same time pus cells and 
morbid elements disappear, implying healing of the genite- 
urinary tract. One could see tubercle bacilli disappear 
from the phlegm in chronic infectious phthisis, and at the 
same time cough lessen and phlegm diminish till it like 
wise disappeared. One could see sinuses leading from 
tuberculous foci in bone or joints or from a caseating 
epididymis slowly healing till a beautiful smooth parch- 
ment-like scar was all that was left of the running sore. 
In all these cases there was evidence of allergy, justifying 
confidence in tuberculin as an unerring diagnostic agent 
under control, and as a curative agent when all other 
remedies had failed. 

Dr. Camac Wilkinson concluded by inviting members of 
the St. Pancras Division to examine the work carried om 
at the Tuberculin Dispensary, 
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RADIOGRAPHY OF THE CHEST. 

Tue second volume of the late Dr. Waker Overenn’s 
book entitled The Radiography of the Chest,’ which deals 
with non-tuberculous affections, was finished at the time of 
the author’s death two years ago, and has been seen 
through the press by his son, Dr. T. D. Overend. The 
first volume, which dealt with pulmonary tuberculosis, was 
favourably reviewed in these columns in 1920. 

The author deals with his subject-matter in a series of 
eleven chapters, each complete in itself, and each concludes 
with a reference to the more important papers previously 
published which bear on the disease under consideration. 
All the radiographic illustrations are together at the 
end of the book; this is an arrangement which cannot be 
commended, as in reading the text it is constantly necessary 
to turn to the end pages and to sort out the requisite 
illustrations. Taken as a whole, this book is admirably 
written and arranged. It has the great advantage over 
many radiological books and papers which deal with intra- 
thoracic conditions inasmuch as it is the work of one who 
was an exceedingly well qualified physician with special 
knowledge of diseases of the chest, and Dr. Overend also 
had made for himself a reputation as a radiologist in the 
days when technique was not so easy as it is now. In the 
whole field of radiological work there is probably nothing 
more difficult than the interpretation of ‘ chest radio- 
graphs,’’ and every radiologist is aware of the difficulty and 
danger of attempting to make a correct radiological dia- 
gnosis without having a consultation with the physician in 
charge of the case. When the physician is himself the 
skilled radiologist, then his individual work, as in the 
present case, is such that it deserves careful consideration 
from both physicians and radiologists. 

We do not propose to analyse critically the various 
chapters which deal with practically all the conditions 
occurring in the thorax which may give rise to g-ray 
abnormalities. It is sufficient to point out that, while it is 
evident that the author had read largely and had digested 
his reading, the bulk of the written matter is not the 
quotation of other people’s opinions, but the result of his 
own work and his own opinions. The radiographic illustra- 
tions are on the whole sufficient, and are reproduced very 
well. The letterpress is good. This is a book which should 
be useful to all physicians, general practitioners, radio- 
logists, and students who are making a special study of 
radiology. 


OTO-RHINO-LARYNGOLOGY. 
Ten years have passed since the publication of the fourth 
edition of Lamb’s Practical Guide to Diseases of the Throat, 
Nose, and Ear. It is with pleasure we notice a new edition.” 
The author, as he mentions in his preface, having retired 
from practice, has left the revision of the fifth edition to 
his friend and former pupil, Dr. Frederick Sydenham. 
While some eighty pages of new matter have been added, 
the original character of the book has not been altered. 
The object has been to present to the student and prac- 
titioner not a complete textbook but a ‘ guide,’’ enabling 
them to recognize the various common abnormalities and 
to treat minor ailments of the throat, nose, and ear. The 
new matter includes an important chapter of original 
observations on the radiography of the accessory sinuses 
of the nose. The chapter is illustrated with thirty-one full- 
page plates of shadowgraphs demonstrating the indications 
in radiography and its value. Some of the new matter 
may be provocative of criticism. For the removal of 
tonsils and adenoids in children, especially in the out- 
patient department, where the child cannot be admitted 
afterwards but must return home within a few hours, 


1The Radiography of the Chest: Vol. Il, Non-tuberculous Affections. 
By Walker Overend, M.D.Oxon., B.Se.Lond. London: W. Heinemann 
Eeedicat Books), Ltd. 1928. (Demy 8vo, pp. vii + 196; 124 figures. 

net.) 

2 Practical Guide to Diseases of the Throat, Nose, and Ear. By William 
Lamb, M.D. Fifth edition, revi by Frederick W. Sydenham, M.D., 
C.M. London: Baillitre, Tindall and Cox. 1927. (Cr. 8vo, pp. xvi + 450; 
81 figures, 31 plates, 12s, 6d. net.) 


the reviser prefers to operate without an anaesthetic of 
any kind. In_his belief that method is better in every 
way. It does not matter whether the child has had food 
given to it just before the operation, as there is never 
any vomiting; some parents will feed their children just 
before coming to hospital, whatever instructions they may 
have received beforehand. It is further remarked that 
without en anaesthetic of any kind ‘ there is no danger 
at all during operation; post-anaesthetic pneumonia is 
avoided; the loss of blood at the time of operation is one- 
third or less of the amount lost with an anaesthetic, and 
the child is quite ready to go home within an hour.’? The 
reviser firmly believes there is less shock; he is well aware 
that this method does not meet with general approval, 
and he recommends it only to those who operate fairly 
frequently for this purpose and who are expert. The 
removal of tonsils and adenoids in children in an out- 
patient department where the child cannot be admitted 
afterwards into the hospital presents obvious difficulties, 
and is a matter on which sharply divergent views have 
been expressed in our columns recently. 


VIEWS ON THE MEDICAL LIFE. 
Ir is a very trite remark that the medical profession 
offers unique opportunities for the student of mankind. 
In this may perhaps be found the reason why so many 
novelists and dramatists have begun their careers in 
medicine, and certainly when a doctor with the literary 
instinct finds time to put his thoughts and reflections on 
paper it nearly always results in a volume which is well 
worth reading. Dr. C. O. Hawrnorne has fortunately 
found such time, and in a little book entitled Short Essays 
on Medical Topics*® he discourses on many varied themes. 
The first, on the subjective influence of the study of 
medicine, may perhaps be taken as his eredo, and hp 
analyses very soundly and sympathetically the attractions 
which the medical profession has to offer. Dr. Hawthorne 
does net quarrel with the hard-worked platitudes about the 
nobility of the calling and the undesirability of making 
a money reward the first or chief consideration, but he 
seeks to show that, side by side with altruistic motives, 
the medical man’s reward lies largely in the fact that 
in the course of his daily work “it is to the heart 
as well as to the head that the appeal is made, and 
the whole man, not merely his intellectual faculties, is 
encouraged to a liberal growth and a generous develop- 
ment.’? His opinions on unqualified practice, on specialism, 
on professional secrecy, and on ophthalmic medicine, 
must be well known to a_ considerable number of 
our readers, and they find cogent expression in sundry 
chapters of this volume. We have never seen the advantages 
of a university training to the right kind of medical 
student so well set out in a few words as in the essay 
on the universities and medicine; here is a large and 
balanced view concisely expressed in admirable English. 
This philosophical outlook and command of phrase will 
strike the attentive reader on many other pages. A 
spirited reply to the claims of Christian Science is well 
worth careful study for the way in which the superficial 
philosophy which masquerades as science ”’ is skilfully 
dissected. In this essay Dr. Hawthorne is reviewing a book 
about the Christian Science cult by C. H. Lea, and, leav- 
ing aside the obvious criticism of the “ cures ’’ claimed 
by the author, he attacks the philosophic conceptions of a 
perfect universe in which apparent imperfections are due 
to ‘ false human consciousness ”’ so that pain and disease 
are considered as unreal because of the untrustworthiness 
of our senses. The medical man, Dr. Hawthorne suggests, 
lias learnt from his experience neither blindly to trust 
nor obstinately to mistrust either his physical senses or his 
human consciousness ; he endeavours to judge of the relia- 
bility of these processes by developing his common sense. 
‘¢ Mr. Lea has a more ready way. He swallows a formula 
and then judges the universe: and this performance he 
calls Christian Science.’’ Shorter pieces, such as those on 
baby shows,” the telephone in medical practice,”’ 


3 Short Essays on Medical Topics. By C, 
J. Bale, Sons and Danielsson, itd. 7 
4s. net.) 


0. Hawthorne, M.D. London : 
928. (Cr. 8vo, pp. iv + 2% 
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** sudden greyness of the hair,’’? and on ‘‘ the training of 
memory,’ illustrate the wide range of Dr. Hawthorne’s 
interests. This is, in brief, a collection of well-written 
and thoughtful papers on medical matters and the medical 
life—not to be looked through once and put aside, 
but kept in a handy place for occasional reading, 
with other books which are opened with expectation 
and studied with profit. 


ENCYCLOPAEDIC OBSTETRICS, 

Tue appearance of DeLzr’s Principles and Practice cf 
Obstetrics* in its fifth edition is a sure sign of the regard 
in which the book is held in the medical centres of 
America, The author may again be congratulated on what 
is truly a monumental work. The term textbook is in- 
adequate; encyclopaedia would be a more apt description 
for a book of some eleven hundred pages, in which each 
chapter contains a great deal printed in small type in 
addition to the ordinary text. The practice of inserting 
‘‘ small type’’ paragraphs is of doubtful value, as im- 
portant matter may be overlooked by the student—as, 
for example, in the chapter on placenta praevia. That so 
large a volume is beyond the province of the undergraduate 
is recognized by the author himself, as shown by his advice 
to the student in the preface. Here the student is urged 
to confine his attention to the “‘ high lights,’’ and to leave 
the rest of the work till after graduation. Even allowing 
for this attitude, there appears to be included considerable 
matter that might have been omitted without impairment 
to the value of the book. ; 

The high incidence of maternal mortality and morbidity 
is ever before the mind of the author, and the principles 
of treatment enunciated are well calculated to improve the 
general standard of midwifery practice. To stcer a happy 
course between conservatism and active intervention is 
frequently no easy task; but the teaching here propounded 
should enable that task to be of easier accomplishment. 

The preparation of the volume has involved an immense 
amount of labour in searching through current literature; 
and the work gains in interest by the inclusion of refer- 
ences given at the end of each chapter. A feature of all 
American textbooks is the clarity of the illustrations. In 
this regard DeLee’s book is no exception, for the many 
included are in themselves an education. As a work of 
reference the volume can be commended, for the author’s 
endeavour to make it ‘‘ an ever present help in time of 
trouble ’’ has been attended with distinct success. 


PHYSICAL CHEMISTRY AND BIOPHYSICS. 


For the student of medicine—whether he be practising, or 
still attending wards and lectures—one of the most difficult 
problems is the co-ordination of the facts with which he 
comes into contact, and the fitting of them into the mental 
picture which he has of his subject, so that they cease to 
be mere information and become knowledge. We venture 
to suggest that Professor Srrey’s Physical Chemistry and 
Biophysics’ will prove of real help to anyone who wishes 
to grasp the relationship of the more recently acquired 
knowledge of the nature of matter to the biological 
problems with which the physician has to deal. It has for 
some time been clear that the newer conceptions of atomic 
structure and molecular constitution, and of the nature of 
the energy exchanges involved in chemical reactions, must 
affect, in quite a fundamental manner, the way in which 
we regard biological phenomena. It has, however, not been 
altogether easy to follow the development of current 
theories. To the uninitiated the technique of the physical 
laboratory is unfamiliar, and the terminology difficult, and 
apt to be alarmingly mathematical. 

The first few chapters of Professor Steel’s book give a 


4 The Principles and Practice of Obstetrics. By Joseph D. DeLee, 
A.M.,M.D. Fifth edition, thoroughly revised. Philadelphia and London: 
W B. Saunders Company. 1928. (64 x 104, pp. xvi + 1140; 1,128 illus- 
trations. 55s, net.) 

5 Physical Chemistry and Biophysics. By Matthew Steel, Ph.D. New 
Yerk: J. Wiley and Sons, Inc.; London: Chapman and Hall, Ltd. 1928, 
(Med. 8vo, pp. x + 372; 78 figures. 20s, net.) 


‘sodium hyposulphite. 


lucid explanation of some of the most important dis- 
coveries that have been made in the last few years in the 
realm of atomic physics. He commences with a brief 
historical account; starting with Dalton’s work, he carries 
his reader to the researches of J. J. Thomson and. 
Rutherford. He explains the birth and the development 
of the electron theory, its relationship to radio activity, and 
the physical principles of x rays. Such questions as the 
theory of isotopes and the quantum theory are briefly and 
very clearly discussed. It is hardly necessary to emphasize 
the importance of these matters for the biologist in general, 
and for the medical man in particular. Radiant energy of 
every sort is being pressed, often perhaps inadvisably, into 
the service of medicine. Only a clear grasp of the physical 
principles involved can ensure a proper discrimination in 
the employment of therapeutic agents of this type. To be 
ignorant is to surrender one’s judgement. As a second 
example—the conception of enzyme activity lies at the root 
of our ideas of the nature of living matter. Recently there 
have been signs that Fischer’s ‘‘ lock and key ’’ hypothesis, 
helpful as it has been, is being replaced by more exact con- 
ceptions. Such conceptions are based on the electrical 
theory of matter, in that they suppose that in certain 
conditions electrons may be displaced from molecules by 
external fielkls of foree—for example, at certain active 
centres at a surface—and their displacement, by altering 
the electrical balance of the molecule, renders it 
* activated,” or ready to undergo a chemical change. 
Specificity is vested, not in a chemical substance; but in 
a field of force having definite form and propert-es. 

The remainder of Professor Siteel’s book is devoted to 
matters which are fer the average reader more familiar 
territory. The subjects include the energy exchanges of 
the animal body, the properties of solutions, hydrogen ions, 
colloids, and cell membranes. They are discussed with 
admirable clearness, and with a peculiar insight for what 
is important and fundamental. 


PENTAVALENT ARSENIC COMPOUNDS. 

In his small book on oral chemotherapy with arsenic® Dr. 
Kurt Heymann gives an interesting history of the use of 
stovarsol in the treatment of syphilis. Dr. Levapir1, in 
a preface, points out the importance of this drug, which 
has been used with success not only in the prevention and 
treatment of syphilis, but also in amoebic dysentery and 
many varieties of trypanosomal infections. The author 
recalls the fact that Ehrlich made extensive experiments 
with pentavalent as well as trivalent arsenic compounds, 
and that stovarsol was number 5£4 in his well-known series, 
but that the liability of some of the pentavalent compounds 
to produce optic atrophy diverted his attention to the 
trivalent compounds. This fear of optic atrophy has been 
shown to be unfounded in the case of stovarsol, but Dr, 
Heymann recalls that this deflection of Ehrlich’s interest 
at a critical point in his research has influenced the whole 
subsequent development of the chemotherapy of syphilis. 
The author shows that stovarsol is efficacious as a pro- 
phylactic against the development of syphilis, and that it is 
also of special value in the treatment of neure-syphilis. 
The outstanding merit of the drug is that it can be given 
orally, and that it is actually more potent when given on 
an empty stomach than when injected. It produces only 
miror toxic effects, such as slight fever, purgation, and 
rashes, and these can be controlled by administration of 
Dr. Heymann claims that it is 
possible to treat syphilis satisfactorily by intramuscular 
injections of bismuth combined with stovarsol by the mouth, 
and he remarks on the great advantage to the patient of 
avoiding intravenous injections. The evidence produced 
is scarcely adequate to support so drastic a change of pro- 
cedure, but the suggestion is of interest as it indicates how 
important are the developments that may result from 
further study of the therapeutic properties of the penta- 
valent arsenic compounds. 


® Chimiothérapie par Voie Buccale avec VArsenic. Par Dr. Kurt 
Heymann. Préface du M. le Dr. Levaditi. Paris: J. B. Baillitre et Fils. 
1923. (Med. 8vo, pp. 134.) 


3, | 
| 
Iss 
Pi 
Se 
sil 
nu 
mi 
wi 
by 
al 
f br 
pr 
a 
| 
Di 
i ed 
H: 
| cu 
W 
yy on 
sti 
a4 tu 
fo 
ah | co 
ur 
im 
in 
pu 
q of 
Wi 
bu 
| | in 
| sp 
| 
eal 
pa 
un 
| | is 
aff 
| en 
le 
be 
ger 
ap. 
a stu 
; 
Fu 
| lay 
Me 
| ors 
tal 
1 nat 
19 
suc 
an 
the 
| cal 
ina 
ha 
| bei 
" Sel 
2s. 
‘ | Th 
Lor 
ve 
¢ 
fro 
pp. 
| 
ty 


SEPT. 8, 1928] 


NOTES ON BOOKS. 


447 


INFECTIOUS DISEASES IN SCHOOLS. ' 
Tur Medical Officers of Schools Association has recently 
issued the ninth edition of its Code of Rules for the 
Prevention of Infectious and Communicable Diseases in 
Schools.’ The advance in our knowledge of the subject 
sinco the appearance. of the last edition (noticed in the 
Journal of February 10th, 1923, p. 251) has called for 
numerous changes and the incorporation of much new 


matter, of which the most important are the pages dealing | 


with the value of chemical disinfection and the part played 
by fomites in the spread of infection, the Dick, Schick, 
and Schultz-Charlton tests, and the suggestion for a 
broader outlook on infectious diseases generally. Like its 
predecessors, the present edition of the Code has been 
drawn up with considerable care, and will be an _ indis- 
pensable guide to all interested in school hygiene. 


NOTES ON BOOKS. 


De. Hystop THomson is to be congratulated on the third 
edition of his little book on Tuberculosis: its Prevention and 
Home Treatment.’ It is one of thé very few books on tuber- 
culosis that could safely be put into the hands of a lay person. 
We think it rather a pity that in a popular work so much 
weight is placed on the infectivity of the sputum and so little 
on the cough spray. The available evidence suggests very 
strongly that the respiratory diseases, including pulmonary 
tuberculosis, are transmitted largely by the fine droplets 
forcibly exhaled from the mouth or nose in loud talking, 
coughing, and sneezing, and that dried dust is, at any rate 
under modern sanitary conditions, of comparatively small 
importance. It is really far more dangerous to permit anyone 
in a crowded railway carriage, theatre, cinema hall, or other 
public place to cough or sneeze without a handkerchief in front 
of his mouth than it is to allow him to spit. Not that we think 
warnings against spitting superfluous—they are obviously not; 
but the time has come when the public should be instructed 
in the dangers of the cough spray, and taught that both 
spitting and coughing are to be avoided in public. 


The new edition of The International Handbook of Child 
Cae and Protection,® the third of the series, has, like the two 
earlier issues which bore a slightly different title, been pre- 
pared by Mr. Epwarp Futter, editor of The World's Children, 
under the auspices of the Save the Children Fund. Its aim 
is primarily to provide a record of conditions concerning matters 
affecting children—child welfare education, juvenile 
employment and juvenile delinquency, marriage, divorce, and 
legitimacy—in the 300 political units from which it has 
been possible to collect information. These details, arranged 
geographically, occupy the greater part of the volume, and, 
apart from their obvious value, afford material for an absorbing 
study in contrasts, bringing to light the much more than 
“nine-and-forty ways” in which the nations have seen fit to 
arrange—or have blundered into arranging—their social affairs. 
Special articles deal with the policy of the Save the Children 
Fund, the refugee problem in relation to children, and religious 
laws and the family in the Roman Catholic, Jewish, and 
Mohammedan faiths. There is a useful directory of international 
organizations concerned with children, a statistical section 
tabulating where possible the main facts reported in the various 
national units, and a bibliography of works published between 
1925 and 1927. The general index, an important feature in 
such a publication, appears to be adequate and well arranged; 
and the work as a whole should prove exceedingly useful to 
those interested in its subject-matter. 


The new edition of Mr. H. C. H. Canpy’s Manual of 
Physics for Medical Students,!® which is designed to provide 
candidates with the information required for their first exam- 
ination in this subject, has been revised throughout. Additions 
have been made to many of the sections, the main new feature 


being the incorporation of the kinetic theory of gases, which 


74 Code of Rules for the Prevention of Communicable Diseases in 
Schools, Issued by the Medical Officers of Schools Association. Ninth 
edition, Londan: J. and A. Churchill. 1928. (Demy 8vo, pp. 74. 
2s. 6d. net.) 

* Tuberculosis: its Prevention and Home Treatment. By H. Hyslop 
Thomson, M.D., D.P.H. Third edition. Oxford Medical Publications. 
London : Milford, Oxford University Press. 1928.. (Cr. 8vo, pp. xi + 99; 
6 charts. 2s. 6d. net.) 

® The International Handbook of Child Care and Protection. Compiled, 
from official sources, by Edward Fuller. Third edition. (Cr. 8vo, 
pp. xiii + 646. 10s. 6d. net.) 

104 Manual of Physics, Theoretical and Practical, for Medical Students. 
By Hugh C. H. Candy, B.Se.Lond., F.I.C. Third edition, enlarged. 
London: Cassell and Co., Ltd. 1928. (Fceap. 8vo, pp. viii + 47; 
299 figures, 1 plate. 7s. 6d. net.) 


is now included in the syllabus of the Conjoint Examin- 
ing Board. Experimental illustrations have been employed 
throughout the text. In spite of additions, however, this little 
volume remains of reasonable size; it is conveniently arranged 
and clearly written. 


LAMBOURNE and MiuTcHELL’s Qualitative and Volumetric 
Analysis for Medical Students'* is-a- smalt volume - providing 
candidates for the pre-medical examination of the Conjoint 
Board with all the coaching they need in practical chemistry. 
Brevity is of the essence of lucidity, and the shortest descrip- 
tion is the easiest to remember. That is why textbooks of con- 
densed memoranda, to which class this little volume belongs, 
are so much favoured. It is not pretended that they teach 
all that science requires, but if the student has had a proper 
course of lectures he will profit more from short directions than 
long ones. Lambourne and Mitchell’s book is one of the best 
of its kind. ' 


Income Tax Up to Date is a brief but clearly arranged 
uide to the various allowances and reliefs provided by the 
ncome Tax Acts. Our fiscal code is so scattered over the 
various Finance Acts that a succinct exposition is often 
desirable, and this little publication by Mr. H. J. Guiry is 
well designed to fulfil that object. It does not, however, afford 
much assistance in the calculation of the amount of income to 
be returned for assessment—which is usually the chief source 
of difficulty to taxpayers. 


11 Qualitative and Volumetric Analysis for Medical Students. By H. 
Lambourne, M.Sc., F.1.C., and J. A. Mitchell, M.Sc. Oxford Medical 
Publications. London: Milford, Oxford University Press. 1928. (Cr. 8vo, 
pp. v + 64. 5s. net.) 


12 Income Tax Up to Date. By H. J. Gully, F.C.A. Fourteenth year. 
London: The Financial News. 1928. (55 x 84, pp. 20. 9d.) 


PREPARATIONS AND APPLIANCES. 
Turoar, Ear, anp Nose INSTRUMENTS. 


Dr. G. W. Morey (London) has devised the following modifica- 
tions of certain well-known instruments which have been found 
to be very useful. ’ 


Tonsil Volscllum Forceps.—This has been adapted from Tilley’s 
instrument, the chief difference being that, while the jaws have 
a similar curve, they grasp the tonsil longitudinally mstead of 
horizontally. Moreover, the spring catch has been replaced by 
the ordinary ‘“ cross-over ’’ shanks, which are fitted with a ratchet 
at the handles; by means of this a good grip is retained through- 
out the operation. The instrument has also been considerably 
lengthened, being 94 inches as compared with the 8 inches of that 
of Tilley. The bows of the foreeps are so made that a snare can 
easily be applied. 


MS.A 


Tonsil Volsellum Forceps. 


Mastoid Retractor. 


Nasopharyngoscope. 


Mastvid Retractor.—The mastoid retractor is a modification of 
that of Wagener; it gives a wide field, the shanks being bent to 
allow of this. The base of the instrument is curved so as to lie 
well back out of the field of operation. It is opened and closed 
by a ratchet action, which is easier and quicker in use than the 
ordinary screw. 

Nasopharyngoscope.—The illustration shows a Holmes instru- 
ment connected with a handle containing a battery, as used with 
the May’s ophthalmoscope. The instrument, being self-contained, 
has been found to be more convenient than nasopharyngoscopes 
comprising more than one part. 


These instruments were made by the Medical Supply 


‘Association, Ltd., 167, Gray’s Inn Road, W.C.1. 


Non-Fiam Eye 


Messrs. Solport Brothers, Limited, of whose ‘‘ Fortia ” 


non-flam 


eye shields a notice appeared in the Journal of July 14th (p. 57), 
inform us that they are taking prompt measures to adopt our 
suggestion for a series of small perforations parallel with the 
upper border of the shield. 
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HEALTH OF LONDON. 


REPORT FOR 1927. 
Tue progress of public health in London during 1927 is 
set forth by Dr. F. N. Kay Menzies in his reports as 
county medical officer of health and school medical officer, 
which are contained in volume iii of the annual report 
of the county council, 


Births and Deaths. 

The population of the County of London in the middle 
of 1927 is estimated at 4,550,000, including 9,000 non- 
civilians. The births during the year were 73,263, giving 
a birth rate of 16.1 per 1,000, which is lower than last 


year and the year before. Since 1921 the number of births . 


has been decreasing at the rate of 4,000 annually. The 
deaths were 55,170, or 12.1 per 1,000. This rate is higher 
than in the two preceding years; the influenza outbreak at 
the beginning of the year is held to be responsible. Deaths 
due to diarrhoea were considerably below the average. 


Small-poc. 

Five cases of small-pox occurred in the administrative 
county, of which two were fatal. Three patients were un- 
vaccinated at the time of infection: one, described as 
vaccinated, showed no scar, and one, 54 years of age, had 
been vaccinated in infancy only. One of the fatal cases 
‘belonged to the unvaccinated group; the other was the case 
without a scar. Four of the five patients are believed to 
have been associated, directly or indirectly, with a coinci- 
dental outbreak in Hendon. The fifth was a man who 
had tramped from Yorkshire and was discovered in the 
Paddington casual ward; his illness was of the mild pro- 
vincial type. These five cases occurred in 1927, the year 
dealt with by the report. During the first three months 
of 1928 there were about fifty cases in London, mostly 
among vagrants or indigent persons. 

In December, 1927, the Metropolitan Asylums Board 
adopted revised arrangements for the removal of small-pox 
patients to hospital. When the Board receives an applica- 
tion from a medical practitioner for the removal of a 
patient certified to have small-pox, if removes the patient 
and at the same time notifies the medical officer of the 
borough concerned. The medical superintendent of the 
hospital informs the borough medical officer of his view 
of the diagnosis. If the patient is retained for observation 
the borough medical officer is given facilities for visiting. 
When a medical practitioner applies for the removal of a 
patient whom he is not prepared to certify as suffering 
from small-pox, the Board refers him to the borough 
medical officer ; removal is not effected without a certificate 
frem the applicant practitioner or without a request from 
the borough medical officer to have the case admitted for 
observation. 

Puerperal Fever. * 

The mortality from puerperal fever is much lower in 
boroughs with poorer class populations than in those occu- 
pied largely by the well-to-do. During the five years 
1921-25 the average annual death rate per 1,000 births 
was 0.88 for a poorer group of boroughs and 1.80 for a 
well-to-do group. 
Anthrag. 

Five cases of anthrax were notified during 1927, but two 
were not confirmed, The three patients with definite 
anthrax, and one other resident outside London, had been 
engaged in handling the carcasses of two elephants which 
had died at the Zoological Gardens. All received anti- 
anthrax serum and recovered. Twenty-nine other patients 
who had come into contact with the elephants received 
successful prophylactic doses. 


Encephalitis Lethargica. 

The notifications of encephalitis lethargica were 142, as 
contrasted with 600, 293, and 224 in the three preceding 
years. Suitable patients with post-encephalitic symptoms 
and under the age of 16 are dealt with in the encephal- 
itis lethargica unit at Winchmore Hill. The work there 
has shown that, while no positive curative results can be 
expected, many children exhibit considerable improvement. 


The unit has justified its existence, if only as a clearing 
house and observation station; patients suffering from the 


- characteristic physical disabilities, including paralysis and 


Parkinsonism, may receive skilled attention, and children 
whose mental condition unfits them for ordinary outside 
life may be kept under observation. For the past three 
years officials of the council’s health department have 
followed up surviving cases of encephalitis lethargica, 
whether notified or not. The results in 528 cases, covering 
the years 1918 to 1926, are stated in a table, which indi- 
cates that of 217 patients under the age of 16, 85 are still 
affected, while of 311 cases over this age 200 are still 
affected. 
Cancer. 

- The deaths from cancer during the year were 6,774, with 
a death rate of 1.49, which is higher than in the two 
preceding years. The cancer mortality among women in 
London has been decreasing in the last ten years. From a 
survey of the cancer deaths during 1911-20 it emerges 
that the most frequently fatal cancers in males are those 
of the alimentary tract above the diaphragm, while the 
most frequently fatal cancers in females are those of the 
reproductive system. Cancers in other parts of the body 
appear to have an approximately equal sex mortality, 
It is suggested that the female cancer mortality rate in 
London will continue to decline, while that of males will 


increase further for some time. 


Mothers and Infants. 

Of 5,000 duly certified midwives with London addresses 
870 gave notice of intention to practise in the county 
during the whole or part of the year. Seventy-seven 
infringements of the rules of the Central Midwives Board 
were reported: 41 were slight, and 29 were dealt with 
by written caution. Four midwives were interviewed by 
the committee, and one was reported to the Central 
Midwives Board. There were 267 notifications of puerperal 
fever and 892 of puerperal pyrexia. In the course of an 
inquiry as to 186 cases of puerperal pyrexia the most 
frequently attributed causes were influenza 35, respiratory 
disease 20, sapraemia 20, retained membranes 9, urinary 
infection 8, pelvic infection 7, breast inflammation 6, 
digestive disease 5, and phlebitis 5. In a number of cases 
no cause had been diagnosed. Of 814 notified cases of 
ophthalmia neonatorum 60 per cent. were in the practice 
of midwives. Of the cases which occurred in the practice 
of midwives 475 were completely cured. Of pemphigus 
neonatorum during the year there were 251 cases; in 
16 instances there was group infection. - The average date 
of onset was six to seven days after birth. In six cases 
where the serum from unbroken blebs was examined the 
organism present was Staphylococcus aureus in pure culture, 


Chemical Branch. 

Among matters dealt with by the chemical branch of the 
Public Health Department were the killing of trees in a 
public park hy acid sulphate of iron washed by rain out 
of ashes used for making up a playground, the filling up 
of the cavity of a hollow brick wall at one of the council’s 
housing estates by the giant puff ball, Lycoperdon gigan- 
teum, and the use of copper sulphate and chlorine to 
maintain the clarity of water in swimming baths. It is 
éstimated that the amount of impurity introduced into 
a bath by a not too clean adult is 0.8 gram of nitrogen 
in all forms and 1.4 grams of chlorine. 


Desks in Schools. 

In the account of school hygiene, which forms chapter ii 
of volume iii of the report of the London County Council, 
it is claimed that the London dual desk has given in 
practice as good results as can be attained. This is 
largely due to the fact that the desks are supplied in 
seven graded sizes. At one time the desks were made with 
foot-rests, but many years ago, on the advice of the school 
medical officer, the foot-rests were discarded. Recently 
the question of foot-rests was revived by certain head 
teachers. The arguments advanced in their favour were: 
(1) that they gave an alternative position for the feet; 
(2) that they allowed quicker drying of wet foot-gear; 
(3) that they were less noisy; (4) that they ensured a better 
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sitting posture; and (5) that they strengthened the desks. 


Dr. N. Dobbie reported upon these arguments as either 


erroneous or unsubstantial, and it was decided to take no 
action. Despite the seven graded sizes of desk misfits 
occur, especially in the upper standards, where the range 
of difference in height of the children may amount to as 
much as 18 inches. The suggestion is offered--and it seems 
self-commended—that, .as soon as promotions have been 


made, the -children -in each- class should be- paraded, 


* dressed ’’ according, to sizes, and, by means of exchanges 


with other classes if necessary, fitted with proper desks. : 
The guiding rule is that the height-of the desk seat above | 


the floor should be approximately two-sevenths of the 
cat stature. This is, or should be, an easy rule to 
apply. 

; Dental Condition. 

An interesting report of progress is presented with regard 
to the dental condition of school children. In 1906 the late 
Mr. C. E. Wallis carried out a careful inspection of the 
teeth, gums, tonsils, throats, and glands of 245 children 
in the Michael Faraday school at Walworth. The con- 
ditions which Mr. Wallis revealed prompted the council 


‘to set on foot its now existing schodl dental service, 


which treats 125,000 children yearly. To the question: 
Is the service justified by its results? an affirmative enswer 
is given. In 1927, at an inspection of the same Michael 
Faraday school, which still remains in Walworth, an exam- 
ination was made of children in the same sex and age 
groups as in 1906. In every group and in the total number 
the frequency of carious teeth, both temporary and _per- 
manent, was lower in 1927. In 1906 the average number 
of carious teeth per child was 7.4; in 1927 it was 2.10. In 
1927, 47 children, or 21.5 per cent., were free from dental 
defect and oral disease; in 1906 not one. The reduction 
of cases of enlargement of the submaxillary glands from 
218 in 1906 to 65 in 1927 tells the same tale. It is a story 
of work which was well worth doing, though complete 
prophylaxis, as Dr. Menzies regrets, is still far off. Schools 
differ considerably from one another in the response of 
parents to the intimation that dental treatment for a child 
is necessary. In one school, where 38 children were referred 
for treatment, there were 31 refusals, a number of parents 
taking the view that the teeth were ‘ not bad enough yet.”’ 
Tn another school, where the head teacher had army 
experience, 100 per cent. of treatment recommended was 
obtained, both dental and medical. 


Rheumatism in Childhood. 

From the commencement of the rheumatism scheme in 
November, 1226, until December 31st, 1927, a total of 
535 nominations was received for institutional treatment 
for rheumatism in childhood. The children were treated 
in the subacute and rheumatic fever units at St, Mary’s 
Hospital, Carshalton, and in the subacute unit at Highwood 
Hospital, Brentwood. An analysis of 100 cases revealed 
that 20 were pure subacute rheumatism, 6 were pure 
rheumatic fever, and 9 were pure chorea. Of the remain- 
ing cases 37 combined the subacute phase with rheumatic 
fever, 19 were subacute rheumatism with chorea, 1 was 
rheumatic fever with chorea, 6 combined all three types 
and in 2 there was no previous history. The ‘high 
proportion of chorea among the 100 cases is possibly 
due to the fact that the group was weighted with 
advanced cases. A peak of incidence appeared about the 
age of 7, and another between 11 and 14. Seventy-nine 
of the children were below average nutrition, and 89 
showed pallor. Forty-three children had enlarged tonsils, 


and 40 had undergone tonsillectomy; the enlarged tonsils 


were seldom accompanied by adenoidal growths. Thirty- 
five of the children came from slums, and 53 more were 
borderline slum dwellers. 


= _ Diphtheria Carriers Clinic. 
With a view to the more intensive treatment of 
diphtheria carriers the council, in November, 1926, sanc- 


tioned an arrangement with Guy’s Hospital for dealing. 


with such carriers at a special clinic attached to the 
hospital. These patients, though harbouring virulent 


diphtheria, are themselves immune; they are unsuitable 
for admission to infectious diseases hospitals or to ordinary 


out-patient departments of the general hospitals. It is 
now becoming well known that the carrier state is always 
associated with a pathological condition of the nasal 
mucosa, fauces, or pharynx. Up to December Slst, 1927, 
a total of 115 children had been dealt with at the clinic; 
56 were able to return to school in less than four weeks, 
32 in four to eight weeks, 13 in eight to twelve weeks, 9 in 
twelve to sixteen weeks, and 1 was under treatment for 


-nineteen weeks. The remainder were still under treat- 
‘ment. Much benefit has been derived from the special 


treatment of the children, and the council has authorized 
the extension of the scheme to other hospitals. 


Epidemic Jaundice. ' 

In April and May an outbreak of jaundice occurred in a 
school in Tooting, involving thirteen cases, and in October 
and November further cases appeared in some schools in 
Camden Town. The attacks began with vomiting or 
anorexia, rapidly followed by jaundice lasting from one 
to four weeks. The stools were clay-coloured and the urine 
dark. There was little evidence of household infection. 
Examination of the urine for Leptospira icterohaemor- 
rhagiae proved negative; there were no cases of influenza 
at the time and the disease was presumed to be catarrhal 
jaundice. 

Non Angli sed Angeli. 

Other sections of much interest in the school report 
are those dealing with chronic invalidity, personal hygiene, 
physical education, instruction in hygiene, open-air schools, 
nursery schools, poliomyelitis, and defectives. The general 
chapter on public health and chapters on main drainage 
and housing complete the annual report. The ideals 
towards which Dr. Menzies aspires are declared by him 
in the following words, which may fitly close this notice: 
‘‘ Fourteen hundred years ago the children of the south- 
eastern part of England were famed throughout the civil- 
ized world for their beauty, their health, and their 
physique. The industrialization and urbanization of the 
nineteenth century, combined with the pursuance of the 
policy of laissez-faire, sadly obscured the beauty of the 
race’s childhood. We are now in the process of emerging 
from that nightmare. Good housing, better education, 
playing fields—these three are the dominant needs of the 
child and parent of England’s great metropolis. Already 
and increasingly, going into our schools, the improving 
appearance of our London children brings back the echo 
of the words of Pope Gregory, Non Angli sed Angeli.” 


ROYAL MEDICAL BENEVOLENT FUND. 


Ar a recent meeting of the committee of the Royal Medical 
Benevolent Fund thirty-seven applications for assistance were 
considered and £520 was voted to thirty-two cases. As the 
holiday season approaches requests are received from widows and 
others for help towards the holiday expenses of children of 
medical men, and an appeal is made to all who sympathize with 
the children’s needs at this time to support this work by sending 
subscriptions to the Honorary Treasurer, 11, Chandos Street, 
Cavendish Square, London, W.1. The following cases include 
examples of holiday appeals and others. 


Mrs. X, wife of M.B.Lond. who is in a mental home as a free patient, 
has charge of three children, with no income except that from her own 
needlework. One child, a girl of 12, is educated by her godmother; 
the Fund pays school fees for a boy of 9; the third child is at home. 
The applicant broke down in April and has been able to do so little work 
since that the prospect of the summer holidays “is a nightmare as 
regards finance.” A grant of £7 10s. was voted. 

_R.C.S. died in 1921, leaving five children, aged 4 to 12 years; one 
is at Epsom College, one at a girls’ school, and three at orphanages. They 
are dependent on relatives, who are unable to contribute. Fund voted 
£15 for children’s holidays. . ; 

L.M.S.S.A., aged 70, after twenty-one years in practice, broke down in 
health in 1920; now suffering from bronchitis and diabetes and unable 
to work; without means except 15s. a week which his wife earns as a 

L.R.C.P. and S.Ed., aged 68, whose wife, aged 66, is delicate, had to give 
up regular practice twenty-four years age; since then he has worked as 
locumtenent. He is handicapped by ill health, and during the last nine 
months has been unable to work and has got into financial difficulties. 
Voted £40. 

The Royal Medical Benevolent Fund Guild still receives 
many applications for clothing, especially for coats and skirts 
for ladies and girls holding secretarial posts, and suits for 
working boys. The Guild appeals for second-hand ciothes and 
hanseholé articles. The gifts should be sent to the Secretary 
of the Guile, 58, Great Marlborough Street, W.1. 
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/ THE OPIUM PROBLEM. 


DEVELOPMENT OF ENTERNATIONAL CONTROL. 


The Opium Problem,’ by Dr. Charles E. Terry and Mildred 
Pellens, is a formidable compilation of over a thousand 
pages, prepared for the Committee on. Drug Addictions of 
New York, which was formed in 1821 as the outcome of 
several conferences on the narcotic drug question. The com- 
mittee sought to ascertain the extent, causes, nature, and 
treatment of ‘‘ chronic opium intoxication.’? The method 
adopted was to review the medical and other literature 
on the subject, to make a digest of the relative laws, 
+egulations, and international conventions, and to collate 
the replies to questionaries issued to medical and adminis- 
trative authorities throughout the United States. In 


fourteen chapters the.compilation deals successively with 
the extent, pathology (somatic and psychic), symptomato- 
-logy, and treatment of nareotic drug addiction, and with 
the national and international control of the traffic in) 


opium and its derivatives. 

The materials for arriving at the number of addicts in 
the United States are admittedly and necessarily unreliable. 
Estimates varying from a hundred thousand to a million 
have been put forward, but most, if not all, agree that there 
ig ‘a major medico-social problem ’’ to be grappled with. 
An interesting sketch is given of the history of the use of 
opium as a drug from the earliest times, and of the dis- 
covery and extraction of its alkaloids in the early nine- 
teenth century, followed by the introduction of hypo- 
dermic medication. At first it was generally asserted that 


the injection of morphine was not productive of the same 


addiction as opium eating or smoking was liable to occa- 
sion, but since 1870, as shown by the writings of Clifford 
Allbutt and others, the erroneousness of such teaching 


_ has been overwhelmingly demonstrated. So again, in 1898, 


when Dresser in Germany produced heroin or diacetyl- 
morphine, the claim was made that the new alkaloid 
possessed all the advantages of morphine and opium without 
their dangers. Since 1903, however, evidence has accumu- 
lated to prove it also to be a perilous drug of addiction; 
moreover, it is largely resorted to by ‘‘ the underworld ” 
and the criminal classes. 

A careful review of recent researches on the pharmaco- 
logy of opium and its derivatives and their physico- 
chemical effects leads the authors to the conclusion that 
no theory yet advanced sufficiently explains the exact 
nature of the somatic and psychic phenomena observed, 
and they accordingly urge further research—clinical, 
psychiatrical, neurological, and experimental—into the 
pathology of chronic opium intoxication. As regards the 
types of person apt to become addicts, the conclusion is 
reached that this liability is ‘‘ not restricted to any social, 
economic, mental, or other group,’’ and ‘‘ that there is no 
type which may be characterized as the habitual user of 
opium, but that all types are actually or potentially users.”’ 

Under the head of treatment the arguments for and 
against complete and immediate withdrawal of the drug, 
put forward by a long array of writers on the subject, are 
cited, but ‘“‘ the conclusion reached from the material 
reviewed is that, for the most part, the treatment of this 
condition has not emerged from the stage of empiricism. 
The various methods described in general indicate that the 
basis of the majority of them is merely the separation of 
the patient from the drug.”’ 

The remaining chapters deal with ‘ control” of the 
drug traffic—international, national, and municipal. In 
view of the approach of the coming into force* of the 


4 The Opium Problem. By Charles E. Terry, M.D., and Mild > 
o tial Hygiene, Inc. New York: e Committee on Dr icti 
1928. (Med. 8vo, pp. xvi-+ 1042; illustrated.) 


*The provisions of the Convention of 1925 were discussed i 
British Medical Journal of July 2lst (p. 117). We. published on Sages 
2th (p. 351) a Home Office communiqué announcing that the Convention 


will come into force on September 25th, and describi t 
changes which will take effect on that date in the regula grec or 
the traffic in dangerous drugs in Great Britain. — ; 


tions governing 


Geneva Convention of 1925, which implements in certain 
| respects the Haguo International Opium Convention of 
1912, it is useful to have a résumé of the efforts made to 
effect the international control of the traffic in drugs of 
addiction. According to the late Dr. Hamilton Wright, 
the United States, as early as 1833, entered into a treaty 
with Siam forbidding Americans to engage in the opium 
traffic with the Siamese. In 1844 a similar treaty was 
entered into with China, but by the Tientsin Treaty of 
1858 the restriction on Americans trading in opium was 
‘relaxed. By an American-Chinese treaty of commerce in 
1880 the import of opium into China by Americans or into 
| America by Chinese was forbidden, and by a later pact in 
1903 the importation of morphine into China, and also the 
manufacture of morphine and instruments for its injec- 
tion, except for medicinal purposes and on payment of a 
tariff duty, were prohibited. When the United States 
assumed control of the Philippine Islands the serious abuse 
of opium among the natives led to the appointment of a 
commission; whose report resulted in legislation prohibiting 
‘thé importation of opium into the Philippines except for 
medicinal purposes. Arising ‘out of the Philippine Com- 
mission came the suggestion of Bishop Brent to President 
Roosevelt to invite the Powers interested in the Far East 
to confer with a view to investigating the opium trade 
and the opium habit. ; 

Thus arose the Shanghai Commission of 1909, attended 
by representatives of Great Britain, the United States, 
France, the Netherlands, Germany, China, Japan, Persia, 
Portugal, Italy, Russia, and Siam. The report of this 
commission sufficed to show that drug addiction was not 
confined to the Far East, but was in fact world-wide, that 
the unrestricted sale of morphine constituted a grave 
danger, that drastic measures should be taken to control 
its manufacture and sale, and that other derivatives of 
opium were liable to similar abuse. The gradual sup- 
pression of opium smoking was also urged, and the need 
for control of the export and import of opium and its 
derivatives was emphasized. 

The Government of the United States followed up the 
Shanghai Commission by proposing an international con- 
ference at the Hague to conventionalize the findings of 
that commission. Meanwhile, the British agreement with 
China to bring to an end the Indo-Chinese trade in opium 
was taking effect, and the British Government, in con- 
sequence, showed some reluctance to take part in the pro- 
posed conference, but eventually agreed to participate on 
the condition that the growing evil of the illicit use of 
morphine and cocaine should be drastically dealt with. 
The outcome of the first International Opium Conference 
-at the Hague, presided over by Bishop Brent, was the 
Hague Convention of 1912, which, by international action, 
sought to restrict the production, sale, distribution, import, 
and export of raw opium, to suppress opium smoking, and 
to limit the use of morphine, cocaine, heroin, ete., to 
medicinal and other legitimate purposes. The Dangerous 
Drugs Acts of 1920 and 1923 gave effect to the convention 
in Great Britain, while the Harrison Narcotic Act of 1914, 
amended in 1918, 1926, and 1927, provided similar legis- 
lation for the United States. 

After the war (experience during which had indicated 
greater need for control of the traffic in narcotics) the 
Treaty of Versailles and the other peace treaties provided 
for the adhesion to the Hague Convention of Powers which 
had previously abstained, and the League of Nations took 
cognizance of the opium traffic. The story of the measures 
taken in this connexion by the League Council and 
Assembly and the Advisory Committee on Opium is related 
with much documentation, and the proceedings and results 
of the two Geneva Conferences of 1924 and 1925 are duly 
chronicled, bringing the history of international control of 
addiction up to the end of 1927. If the work of Dr. Terry 
and Mildred Pellens adds little that is new to the discussion 
of the opium problem, it brings together in a useful and 
handy form material derived from many countries over 
‘a series of years, and provides the student of this complex 
social question with abundant information in regard to 
the pathology, therapeutics, and efforts at administrative 


control of so-called habit-forming drugs, 
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SATURDAY, SEPTEMBER 8TH, 1928. 


LATE RESULTS OF OPERATION FOR 

CANCER OF THE BREAST. 
THERE is something stimulating in a bird’s-eye view of 
an association of active efforts directed to a common 
objective. The series of reports which has emanated 
from the Departmental Committee on Cancer since 
its institution by the Ministry of Health in 1923 is 
such a survey. These documents indicate the stages in 
a campaign; they show that real progress is being 
made; and they encourage the hope that still more 
definite messages of success may be looked for in the 
not distant future. Thus in 1924 an immense amount 
of information on the surgical treatment of cancer of 
the breast was collected, and an exhaustive report 
was issued by Dr. Janet Lane-Claypon, who received: 
guidance in the statistical investigation from Professor 
Major Greenwood. When referring to this valuable 
piece of work at the time of its publication’ we 
remarked that this demonstration of the effectiveness 
of surgical operation should convince even the most 
sceptical. A year and a half later Dr. Lane-Claypon 
produced a second report on cancer of the breast, 
relating more particularly to the statistical study of 
the antecedents of mammary cancer. We considered 
this report likely to be even more useful than its 
predecessor, in that conclusions which had previously 
been little more than impressions were now fortified 
by the evidence of exact figures.?, A third report*® by 
Dr. Lane-Claypon has just been published, dealing 
with the late results of operation for cancer of the 
breast, and based on an analysis of 2,006 cases occur- 
ring in the practice of the general hospitals of eight 
county boroughs of England and Wales during the 
perjod 1910-21; the cities under review were Birming- 
ham, Bristol, Cardiff, Leeds, Leicester, Newcastle, 
Nottingham, and Manchester.‘ 

It will be remembered that in its earlier efforts to 
assess the value of surgical operation in cancer of the 
breast a statistical analysis was given by the Depart- 
mental Committee of the data contained in medical 
literature throughout the world. The number of 
reporters was comparatively small, few were English, 
and most of them recorded their results for a period 
no longer than three years after treatment. This 
evidence, which formed the substance of the first 
report, was supplemented by the second report; a 
further step has now been taken, rendering it possible 
to ascertain the fate of many patients submitted to 
operation for cancer of the breast for periods of three, 
five, and ten years after operation. The primary 
object of the present investigation has been to ascer- 
tain the results of operation in relation to the stage 
of the disease for which the operation was performed, 
the nature of the operation, and the type of tumour 
present as identified by routine examination. 

In a prefatory note to the present report Sir George 
Newman remarks that the type of growth as usually 


1 British Medical Journal, 1924, ii, p. 628. 

Tbhid., 1926, i, p. 437. 

* Report on the Late Results of Operation for Cancer of the Breast. 
By Janet E. Lane-Claypon, M.D., D.Sc. Ministry of Health Report No. 51. 
-M. Stationery Office, or through any bookseller. 3s. net. 

‘The first report, on Leeds, was noticed in the British Medical Journal 
of August 14th, 1926, p: 318. : 


classified appears to have the least influence on the 
success or otherwise of the operation; the stage of the 
disease, and the completeness with which the opera- 
tion is performed, are of relatively outstanding 
importance in securing the best results. The most 
vital factor in success, therefore, is that treatment 
should be applied as early as possible. Thus it is 
shown in the report that the percentage of survivals 
to ten years when treated in the early stages is 73, 
while when the disease has spread beyond the breast 
the percentage falls to 13. Yet of patients undergoing 
operative treatment at hospitals, not more than 25 per 
cent. are in this early stage. The average interval 
allowed to elapse, even in early cases, between the 
first notice of the condition and the patient seeking 
treatment is as long as seven months. Sir George 
Newman emphasizes, therefore, the prime need for 
fuller realization on the part of the public as a whole, 
and perhaps of the medical profession too, of the fact 
that a lump in the breast of an adult woman calls for 
diagnosis and treatment without a moment’s avoidable 
delay. 

The. operations concerned were performed by 113 
different surgeons. In 1,642 cases carcinoma was 
verified by pathological examination, while 364 cases 
which were believed to be carcinomata, though no 
pathological confirmation was obtained, are considered 
separately fn the report. Sarcoma was diagnosed in 
35 cases, and endothelioma or perithelioma in 19. 
There were 36 recurrences after previous operation 
elsewhere; in 41 instances the operation was stated to 
have been palliative only, and these cases have there- 
fore been omitted from the conclusion. Analysing 
the clinical data, Dr. Lane-Claypon shows that the age 
of hospital applicants does not follow the same curve as 
that of the mortality rate, since the nvmber of these 
applicants falls off rapidly after middle life, whereas 
the mortality rate continues to rise. The fertility of the 
married women was below the average, and complete 
absence of lactation occvrred even more often than 
had been found in previous investigations. Growths 
were fairly evenly distributed between the sides of the 
body, but such preponderance as existed was towards 
the left side. This contrasts with the report for 1924, 
in which no difference at all was found in the two 
sides. The outer and upper quadrant of the breast 
was the site most frequently affected. As regards the 
delay in seeking treatment, Dr. Lane-Claypon reports 
that if only those women are considered who gave an 
alleged duration of their symptoms of three years or 
less, the mean alleged duration is roughly nine months 
for all stages of the disease, and is just over seven 
months even for those patients in whom the disease 
was still local. No reasons are offered for this delay, 
which seriously reduces the patient’s chances of 
survival. The net survival rates were as follows. 
When the growth was still local, as shown by patho- 
logical examination of the axillary glands, the rate 
at three years was 85.0, at five years 78.5, and at ten 
vears 73.3. When the axillary glands had been 
invaded the rate at three years was 40.7, at five years 
24.7, and at ten years 13.0. With still more extended 
growths the rate at three years was 35.2, at five years 
21.9, and at ten years 12.7. In this calculation deaths 
from operation were counted as deaths from cancer, 
but the total operative mortality was below 3 per cent. 

Contrary to the general clinical impression, the 
prognosis in women under the age of 40 who had been 
operated upon at an early stage of the disease is 
shown to be definitely more favourable than that for 
older women. In the later stages of the disease there 
was little difference in the survival rates, but such 
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slight difference as there was favoured the women over 
60 years of age. No significant difference was observed 
between the survival rates for growths of the cellular 
type and those of the scirrhous type, though duct, 
adeno-, and colloid carcinomata had the more favour- 
able prognoses. As regards the nature of the operation 
performed, good results followed in very early cases 
when the breast or even the tumour alone was 
removed, although there is, obviously, risk of in- 
complete removal. Operations involving the partial 
clearance of the axilla in early cases were attended by 
bad results, as compared with those following the 
radical operation, even when the latter was performed 
in cases less early than those in which the conserva- 
tive operation was employed. Cases of rapid dissemina- 
tion, in the early stages, of cancer cells to other organs 
were rare. No support was obtained for the view that 
growths towards the inner side of the breast were 
more dangerous than those elsewhere. The excellent 
functional results obtained after radical operation 
showed convincingly that in most patients there was 
little detriment, either personal or economic, following 
removal of the pectoral muscles. Dr. Lane-Claypon 
concludes her report by insisting that a great reduction 
in the mortality rate from cancer of the breast at all 
ages up to and even over 70 would be effected if early 
and radical operation were undertaken more often. 


RECENT MALIGNANT DIPHTHERIA. 
GENERALLY speaking, the type of diphtheria which 
prevailed in this country during 1927 was not 
characterized by its severity. In England and Wales 
the case mortality amounted to 5.2 per cent., as com- 
pared with 5.8 and 5.9 respectively during the two 
previous years, and in London in 1927 there was a 
decline from 3.9 and 4.0 per cent. to 3.15. Reports 
from the United States and the Continent, however, 


testify not only to a marked increase in prevalence, | 


but also to the occurrence of an unusually malignant 
form of the disease. In New York City the total of 
13,507 cases and 717 deaths during the year 1927 
showed a notable increase over that of 1926, with 
7,531 cases and 477 deaths, the lowest figures yet 
recorded for any year, presenting the contrast of an 
attack rate of 2.26 per 1,000 population and a death 
rate of 12 per 100,000 for 1927, as compared with only 
1.27 per 1,000 attack rate and 8 per 100,000 death rate 
in 1926. 

The steady fall in the diphtheria rates in New York 
of recent years has amounted to a difference of as 
much as 38.9 per cent. in the case incidence between 
1923 and 1926, which may have lent substance to the 
hope that immunization had been in some measure 
responsible. But, as there are no less than two-thirds 
of the one and a half million child population of New 
York under the age of 15 not yet immunized, this 
larger unprotected fraction, of roughly one million, 
would alone have afforded abundant and ready soil for 
the considerable increase in morbidity shown by the 
wave of epidemic which arose in the early part of 1927 
in the city of New York and elsewhere, and, reaching 
its crest during the spring, maintained its force through 
the summer months till mid-July. During that period 


of twenty-eight weeks the notifications totalled 9,112, 
averaging 325 per week, more than double those in 
the corresponding period of 1926, when only 4,218 
vases—a weekly average of 150—were recorded. In 
the subsequent fourteen weeks, from July 17th to 
Octe'er 24th, the increase showed decided abatement, 
tle excess over 1926 of the weekly totals amounting 


only to 20, with a total for the fourteen weeks of 1,657 
cases, as compared with 1,385 in 1926. In the final 


ten weeks of 1927 there was a further recrudescence,. 


but considerably less than during the first half of -the 
year, with an average of 85 per week in excess of the 
1926 weekly notifications. 

Similarly in Chicago, the total notified cases of 
diphtheria rose from 2,723, with an attack rate of 
0.9 per 1,000 in 1926, to 5,182, a rise in attack rate 
nearly double, to 1.7 per 1,000 in 1927, and from the 
records available for the first half-year the diphtheria 
deaths more than doubled those for the first six 
months of 1926. At the Chicago Municipal Hospital 
the case fatality rate rose from 11.6 per cent. in 1926 
to 15.2 per cent. in 1927. In Boston, too, diphtheria 
notifications increased from 995 in 1926 to 1,387 in 
1927, an increase in attack rate from 127 to 177 per 
100,000. 

In Germany, reports from Berlin, Breslau, and 
other towns for the past two years have shown a con- 
siderable rise in prevalence, as well as in the case 
fatalities, which in old Berlin in 1926 reached the high 
figure of 17 per cent., as compared with 6 per cent. 
in 1923, and has lately led to the adoption by the 
authorities of free immunization for the protection of 
the public. The exceptionally malignant type asso- 
ciated with the greater prevalence of the disease in the 
United States in 1927 and Germany in 1926 and 1927 
has been marked by considerable glandular enlargement, 
the so-called ‘* bull neck,’’ with foul discharges from 
the throat and nose, and not uncommonly followed by 
cardiac and renal complications, with rapidly fatal 
toxaemia. The severity of such cases and their failure 
to respond to prompt and early administration of anti- 
toxin have been attributed mainly to secondary strepto- 
coceal infection; and it was only after combining 
diphtheria antitoxin with a polyvalent antistrepto-, 
coccal serum that treatment proved successful. 

Whereas this country has experienced comparative 
freedom in the past year from the severe form prevalent 
in America and Germany, reports from certain areas, 
however, such as Bristol and Leicester, have recorded 
its occurrence and sound a note of warning. In West 
Ham also the type of diphtheria experienced last year 
was ‘‘ more than usually severe ’? (M.O.H. annual 
report, 1927). At a meeting of the Fever Hospital 
Group of the Medical Officers of Health Society, 
held at the end of April, a paper by Drs. H. §S. 
Banks and George McCracken dealt with some 300 
cases, including close on 10 per cent. of the malig- 
nant type, successfully treated by the intravenous 
administratién of antitoxin at the City Isolation, 
Hospital in’ Leicester during the past two years.) 
Their cases were classified in four groups in order 
of severity: (1) 27 malignant cases, with severe! 
adenitis, treated with an average dose of 71,000 units 
given intravenously and 31,000 units intramuscularly; 
(2) 52 cases of lesser severity, which received 19,000 
units intramuscularly; (3) 214 mild or moderate cases, 
to which 14,000 units were given by intramuscular 
injection; (4) 7 cases of laryngeal diphtheria. In the, 
procedure of intravenous injection Dr. Banks recom~ 
mended the use of a serum concentration of 1,400) 
units per e.cm., administration occupying a period of 
twenty minutes, followed by injection of 4 minims of 
adrenaline to counteract the possibility of serum 
reaction. The advantages of the intravenous route 
were the rapidity of obtaining a maximum concentra- 
tion of antitoxin in the circulation, which followed 


immediately, as compared with twenty-four hours by 


intramuscular injection, and three days’ interval by 
means of subcutaneous inoculation—an all-important 
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gain of precious time, when every hour saved may 
mike all the difference to the patient. With refer- 
ence to the size of the doses, as much as 140,000 
units intravenously in a single dose has been given 
at Leicester without harmful effects, and even larger 
doses, up to 200,000 units, have been employed by 
Professor v. Bie in Copenhagen. As the result of 
intravenous injection it was claimed that the case 
mortality of the diphtheria patients in the Leicester 
hospital had been reduced from an average of 9.3 to 
2.6 per cent. The number of diphtheria deaths in 
Leicester fell from 38 in 1926 to only 10 in 1927, 
representing a decline in the diphtheria death rate 
from 15 to 4 per 100,000. Moreover, the risk of 
complications, notably paralysis, had, it was stated, 
been considerably diminished. 

This experience of the value of intravenous adminis- 
tration of antitoxin in large doses is, however, contrary 
to general opinion in this country, as held by E. W. 
Goodall and others, and in America by W. H. Park, 
who have asserted that doses in excess of 30,000 and 
50,000 units are useless. It is of interest to note 
that the intraperitoneal injection of antitoxin has 
lately been advocated in America. Platou and Stewart 
of Minnesota found that one hour after treatment by 
this route the blood contained sufficient antitoxin to 
neutralize all the circulating toxin of even the most 
severe form of diphtheria. 


> 
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INTERNATIONAL PUBLIC HEALTH. 
A sumMARy has been issued recently of the proceedings at 
the extraordinary session of the permanent committee of 
the International Office of Public Health, held in Paris 
last May. Its appearance coincided sadly with the news 
of the death of Dr. H. Pottevin, who had been secretary 
of the office from its foundation in 1907 to 1926, when he 
was appointed director. Dr, Pottevin was highly esteemed 
for his brilliant services to international medicine and 
hygiene, his exceptional ability in summing up contro- 
versial questions, his wide outlook, and his genial person- 
ality. He was a member of the French Senate until last 
year, a professor in the Conservatoire des Arts et Métiers, 
and during the war gave valuable help in co-ordinating 
information about the health conditions of the different 
forces. He was taken ill shortly after the close of the Paris 
session in May. The practical importance of this session 
is to he found in the adjustment of details of quarantine 
procedure under the International Sanitary Convention of 
1926. Model certificates of deratization or exemption from 
deratization—a word coined to denote the clearance of ships 
from rats—have been drawn up, and have been adopted 
by two countries, Great Britain and France. Some pro- 
visions of the Opium Convention have been examined, and 
the conclusions arrived at have been sent to the Health 
Committee of the League of Nations. The work of the 
permanent committee is naturally mainly concerned with 
sich international agreements; but the committee furnishes 
also a convenient body for the pooling of experience ii 
matters of epidemiology. Thus the report records sundry 
observations made in various recent epidemics of yellow 
fever, cholera, and plague. There is a note on the con- 
tinued prevalence of mild small-pox in England; the 
freedom of the large ports, except Newcastle, from this 
disease; and the relative frequency in Holland of post- 
Vaccinal encephalitis. The researches of Dutch, English, 
and German experts are tending to distinguish this form 
of encephalitis from encephalitis lethargica, and to asso- 
tiate it rather with the form sometimes seen in measles, 
small-pox, and antirabie paralysis. Striking examples of 


the almost complete suppression of small-pox by mass 
Vaccination of the population have been. reported in Egypt 


and in Uruguay. Undulant fever, spread by milk and 
cattle, has appeared also in Scandinavian countries; 
researches in the United States have confirmed its associa- 
tion with Brucella abortus. In Denmark the disease has 
been shown to be more prevalent than typhoid or para- 
typhoid fever. In Rumania it has been found that the 
connexion of cases of poliomyelitis could generally be 
traced, and that for the most part ‘the contagion came 
from direct contact with those suffering from the disease. 
There is a tendency in some countries to regard milk as 
a possible source of infection. Rumania is also faced with 
a difficulty in the treatment of general paralysis by 
malariotherapy. It has been found that in certain districts 
where malaria is common some patients are refractory to 
inoculation. Interesting questions of immunity in paludism 
are raised by this observation. There was considerable 
discussion at the session of the permanent committee on the 
subject of pre-immunizing infants against tuberculosis by 
means of B.C.G. Professor Calmette was invited to attend 
the session, and the results obtained by him are recorded in 
the report. Attention is drawn to the considerable varia- 
tions in different countries of the infant death rate from 
tuberculosis. The report of the permanent committee con- 
cludes with the mention of what are described as_ four 
entirely new questions which are tu engage its attention. 
The first is the subject of ecute rheumatism, and the steps 
to be taken to prevent heart affections. Secondly, the 
committee will consider what measures should be adopted 
as regards intoxication by methyl alcohol and its relatively 
frequent result—blindness. Thirdly, there is the hospital 
question and its evolution in two directions—namely, the 
American conception of establishments for all classes and 
even for minor maladies, and the Czechoslovakian develop- 
ment of diagnostic centres for a definite area, whether 
urban or rural. The fourth question to be discussed is the 
more rapid diminution of mortality in towns than in the 
country, a condition which is said to obtain even in Poland. 
The remedy contemplated is the development of institu- 
tions of social hygiene and preventive medicine analogous 
to those existing in towns. 


ANNUAL REPORT OF THE MINISTRY OF HEALTH. 
Tue ninth annual report of the Ministry of Health, which 
covers the year ending March 3lst, has now appeared; it 
follows in most respects the form of earlier issues, and the 
report of the Chief Medical Officer is, as usual, being 
published separately. Last year, however, the main report 
included accounts by the general inspectors of the adminis- 
tration of Poor Law; this year it is proposed to publish 
them in a separate volume, together with a reprint of the 
relevant section from the report under review. This report 
falls into five main parts; four sections deal respectively 
with public health, local government and local finance, 
the administration of the Poor Law, and the administra- 
tion of national health insurance and contributory pensions, 
The fifth section is devoted to the affairs of the Welsh 
Board of Health. Under the heading of public health are 
treated such subjects as international health work, general 
health questions, sanitary administration, food inspection, 
infectious diseases, maternity and child welfare, welfare of 
the blind, housing, and town planning. Much of the 
eround covered in these chapters has already been traversed 
in earlier publications, which have been the subject of 
notices in the Journal from time to time, but the present 
report brings the material together in a convenient form. 
Reference will be found in the preface to the steps taken 
to secure a reduction in maternal mortality, and to the 
arrangements made in co-operation with the British 
Medical Association for instituting investigations of all 
maternal deaths and all cases of puerperal fever. An 
analysis of local financial statistics for the year 1925-26 
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shows that of the total amount of money received as rates | 
by local authorities in England and Wales in this year, 
20.3 per vent. was expended on health services. Of this 
3.6 per cent. was expenditure on lunacy and mental defi- 
ciency; 1.3 per cent. on maternity and child welfare work, 
tuberculosis treatment, and venereal diseases; the balance 
(15.4 per cent. of the total) covered expenditure in such 
directions as sewers, disposal of refuse, water supply, baths, 
parks, cemeteries, isolation hospitals, vaccination, salaries 
of medical officers of health not allocated to specific services, 
and port sanitary services. Education, it may be added, 
absorbed 20.9 per cent. of the total income from rates; 
highways and bridges 19.6 per cent.; and poor relief 19.3 
per cent. Regarding national health insurance, it is stated 
that the total cost of medical benefit for the insured popula- 
tion in England (about 13,500,000) in the financial year 
1927-28 was approximately £8,055,000, of which about 
£5,999,000 was paid to insurance practitioners. A_ brief 
account is given of the action taken by the Ministry in 
cases of alleged excessive cost of prescribing brought to 
light by the survey undertaken in the year 1925-26 by the 
regional medical officers, and continued last year, and 
reference is also made to the revision of the disciplinary 
procedure affecting insurance practitioners. Much interest- 
ing detail regarding local government affairs and finance, 
and statistical matter relating to the administration of 
national health insurance, is given in the appendixes to 
the report, which is published by H.M. Stationery Office 
at the price of 5s. 


THE ETIOLOGY OF TRACHOMA. 
On October 22nd, 1927, Dr. Hideyo Noguchi left New York 
for Accra on the Gold Coast of West Africa. Before 
his departure he had almost completed an investigation 
into the causes of trachoma, and the concluding observa- 
tions have been made by his assistants. The work has now 
been published by the Rockefeller Institute for Medical 
Research as a supplement to the Journal of Experimental 
Medicine.1. This report begins with a review of earlier 
investigations since the days of 1883, when Koch found 
a minute bacillus associated with Egyptian ophthalmia. 
This was later shown by Weeks of New York to be 
the excitant of an acute conjunctivitis—‘‘ Koch-Weeks 
cenjunctivitis.’?” Many other similar observations were 
doomed to a like fate. Animal experimental inoculations 
were unsatisfactory, though Hess and Romer in 1905 
succeeded in transmitting a trachomatous disease to two 
baboons; the lesions were, however, less extensive than the 
human disease, and cleared up in two or three months 
without leaving scars. The new research was carried out 
on untreated cases of trachoma among students of the 
Albuquerque Indian School; a few cases were chosen of the 
advanced type, and each was studied in the most minute 
detail. Monkeys were inoculated directly by fresh 
material. Through the employment of particular kinds of 
culture media and the use of low-temperature incubation, 
not only have a number of common bacterial forms—cocci, 
bacilli, and sarcinae—been secured, but, in addition, two 
distinct varieties of peculiar Gram-negative motile bacilli, 
from four of the five cases studied. The two kinds of 
motile bacilli are readily distinguished, since one grows well 
at 37° C. as well as at lower temperatures on ordinary 
media, whilst the other requires media containing animal 
blood, and thrives best at temperatures from 15° to 30° C. 
The latter organism does not multiply when oxygen is com- 
pletely excluded. It bears resemblance to B. monocyto- 
genes, but differs from it in inability to grow on ordinary 
media at 37° C., in its non-pathogenicity for rabbits, and 
in serological reactions. Under unfavourable conditions 


1 The Etiology of Trachoma. Supplement No. 2, Journal 
mental Medicine, vol. xlviii, No. 2, August Ist, 1928. The Rocke Sie 


Institute for Medical Research, U.S.A. (Pp. 55; 31 plates, Price 2 dollars.) 


the bacillus assumes forms found in the group of coryne- 
bacteria, but differing from these in showing motility 
under particular growth conditions. Single polar flagella 
are carried by the bacilli, which do not seem to have been 
described before. For the reasons that follow, the organism 
has been named Bacterium granulosis. The investigation 
was elaborate. Every organism found and cultivated in 
each case investigated has been injected in pure culture 
and in heavy suspension into the conjunctival tissues of 
macacus monkeys and the chimpanzee. With one notabie 
exception, the cultures produced only fleeting reactions or 
acute inflammation, which soon subsided. The exception 
is notable because the injection of the culture of the 
bacillus called B. granulosis induced a persistent granular 
conjunctivitis resembling closely, and apparently identical 
with, trachomatous granular conjunctivitis in man. When 
the disease was induced in one eye the other later became 
involved, or if the second was directly infected from the 
first the advance was more rapid. Histologically the 
conjunctival lesions correspond closely with these of human 
trachoma, and include the characteristic follicle and scar 
tissue formation. The experimental disease induced in the 
macacus with the pure culture of B. granulosis has been 
transferred by direct tissue passage to the chimpanzee, 
baboon, and other Macacus rhesus through at least four 
successive passages; the clinical and histological characters 
remained the same. The lesions were infective as early as 
17 and as late as 204 days after the original inoculation. 
The organism was recovered from these tissues, and has 
been seen in both human and monkey tissues. The great 
difficulty of its recovery in culture and its demonstration 
in sections of tissues and in films is not necessarily an 
indication of its absence from the lesions. The methods 
employed to recover and find the organisms may not be 
the most suitable for the purpose. No other organism 
obtained from the human cases of trachoma produced in 
animals effects comparable with those induced by B. granu- 
losis. In the absence, therefore, of indications to the 
contrary, it is considered that this organism is the inciting 
micro-organism of trachoma in man. There have been so 
many disappointments in the past over researches into the 
etiology of trachoma that anyone will be forgiven caution 
in accepting new discoveries without independent repeti- 
tion; but on the facts given the case for this new discovery 
is strong. The clinical and histological drawings of the 
monkey trachoma appear identical with those of human 
disease. Moreover, the clinical course of the disease in the 
monkeys was watched by half a dozen American ophthalmo- 
logists of first-rate repute and experience. 


DARNLEY'S SKULL? 
Proressor Kart Pearson has generally made the scope of 
Biometrika a wide one, much to the pleasure and profit of 
those of his readers who are not mathematical statisticians, 
but he seldom has travelled so far from those metaphorical 
dry bones as when he writes of the actual bones supposed 
to have formed part of the skeleton of Henry Stewart, 
Lord Darnley. Volume xx B, Part I, of Biometrika is 
entirely devoted to a critical study of the skull and 
portraits of Lord Darnley and their bearing on the tragedy 
of Mary Queen of Scots. Most of this volume is taken up 
with a discussion of the unsolved and probably insoluble 
riddles which have already been the subject of numerous 
histories and biographies, and have aroused so much partisan 
feeling. Professor Pearson is an enthusiastic defender of the 
character and doings of Mary Stuart, while he is equally 
a severe critic of practically all the other public men of 
England and Scotland of that day, including in that term 
the remarkable woman who ruled England. His suggested 
explanation of the strange happenings which ended with 


the blowing up of Kirk-o’-Field and the finding of 
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Darnley’s apparently uninjured body in a_ neighbouring 
field is ingenious, although it needs a good deal more 
evidence than has yet come to light to substantiate it. It 
is perhaps a pity that this part of the study should not 
have appeared in a periodical ef wider circulation and 
lower price, where it would no doubt successfully fan the 
always smouldering embers of Mary Stuart controversy into 
a temparary blaze. In a costly ‘“‘ journal for the statistical 
study of biological problems ’’ Professor Pearson cannot 
find so large a public as his efforts deserve. Sir Arthur 


' Keith, in the interesting and masterly study of the skull 


- 


of Lord Darnley which appears on page 456 of this issue, 
confines his attention to anatomical and pathological con- 
siderations, only including such history as concerns the 
skull and thigh-bone now in the museum of the. Royal 
College of Surgeons ef England.- This .article shows—as 


does all its author has written—great scientific acumen and 


a judgement that will not allow him to make or support 
any statement without sufficient evidence. 
Sir. Arthur Keith very cautiously approves the opinions 
recorded by Professor Karl Pearson, while giving full 
weight to opposing considerations and quoting the adverse 
opinions of others. The verdict thus arrived at restores 
to royal honours and pathological importance two osteo- 
logical specimens which have long been considered as 
impostors, and one of which, as mere “‘ bric-a-brac,’’ shared 
a drawer in the museum of the Royal College of Surgeons 
with a number of mere plebeian thigh-bongs. But while he 
thus reinstates these bones in historical importance, he also 
supports Professor Pearson in his assault on the character of 
Darnley—such as it may have been—for continence. Yet the 
evidence is puzzling and somewhat contradictory. Despite 
the researches of Professor Pearson and the careful exam- 
ination of the bones made by Sir Arthur Keith, it is still 
not certain that they are parts of the skeleton of that Henry 
Stewart, Lord Darniey, who was mysteriously murdered 
at Kirk-o’-Field. If the bones are genuine it is still 
doubtful whether the pits and other appearances of the 
skull are due to syphilis. Sir Arthur Keith, with com- 
mendable caution, declines to commit himself fully to an 
endorsement of Professor Pearson’s conclusions, although 
he provisionally approves them. Until the four questions 
propounded in the last paragraph of the article are satis- 
factorily answered we think that we must concur in a 
verdict of ‘‘ Not proven’? on this as on some other 
happenings in the career of Mary Stuart. This caution 
is further justified when we reflect that twenty years ago 
some distinguished French savants discovered what they 
considered to be evidence of syphilitic bone disease in 
certain Nubian skulls, and that Professor Elliot Smith 
showed that these erosions and perforations were the work 
of heetles.? 


PETTENKOFER AND HIS WORK. 
Max von Pettenkofer,? by Major Hume of the Medical 
Corps of the United States Army, does not pretend to be 
in any way a complete biography; it gives a brief account 
of Pettenkofer’s life, with an outline of his many and 
varied activities, but is mainly devoted to a review of his 
theories on cholera and other intestinal diseases, Born in 
1818, Pettenkofer was taken in charge at an early age by 
his uncle, a chemist in Munich. In his unele’s society 
he probably developed that interest in chemistry which 
remained dominant throughout his life. After a varied 
career he took, in 1843, a medical degree at Munich, where 
he became professor of medical chemistry four years later. 
His general interests remained wide, as is shown by his 


‘See Lancet; vol. ii, 1908, p. 521, ‘‘ The Alleged Discovery of Syphilis’ 


in Prehistoric Egyptians.” 

*Max von Pettenkofer: His Theory of the Etiology of Cholera, Typhoid 
Fever, and other Intestinal Diseases. A review of his arguments and 
evidence. By Edgar Erskine Hume, M.D., LL.D. New York: Paul B. 
Heeber, Ine. (1.50 dollars.) 


As will be seen,’ 


work on picture preservation. In 1865, at his request, a 
chair of hygiene was founded in the University, and he 
was appointed the first professor. Epidemiology gradually 
claimed his attention, but not to the exclusion ef other 
health problems. He was always anxious to improve, the 
conditions in his own city, and his efforts were ultimately 
attended with success, Munich being converted into one 
of the healthiest cities in Europe. After receiving many 
honours, he died by his own hand in 1901, leaving behind 
him a notable record of achievements in many fields. 
Pettenkofer’s theories.on the causation ‘of cholera have 
not stood the test of time. While he recognized the 
existence of a specific germ, he held that it alone could not 
cause the disease unless certain local, seasonal, and indi- 
vidual conditions were favourable. His investigations were 
chiefly concerned with the first and second of these, and he 


-maintained that the organism as it left the body was not 
-infective until it had undergone ripening in a_ suitable 


seil. Major Hume gives a detailed account of Pettenkofer’s 
work on cholera, and contrasts his views with those of Koch. 
In conclusion, he points out that while Pettenkofer’s work on 
epidemiology was not confirmed by later workers, it was of 
the greatest value in stimulating contemporary research. As 
a chemist and physiologist he ranks with the great men of 
science, and many of his methods are in use to-day. 


THE MEDICAL REGISTER: UNTRACEABLE 
PRACTITIONERS. . 
We publish in the Supplement this week (p. 129), at the 
request of the Registrar of the General Medical Council, 
a list of the names of those medical practitioners who have 
not replied to his inquiries as to the accuracy of their 
postal addresses. Any practitioner whose name is included 
in this list should communicate at once with the Registrar 


‘of the General Medical Council, or, in certain cases, with 


the Registrar of the Scottish Branch Council, at the 
addresses given on page 129. 


By an Order of the Committee of the Privy Council, 
Professor Robert Muir, M.D., F.R.S., Sir John Herbert 
Parsons, F.R.S., F.R.C.S., and the Right Hon. Sir Charles 
Philips Trevelyan, Bt., M.P., have been appointed members 
of the Medical Research Council, filling the vacancies caused 
by the retirement of Professor Georges Dreyer, Sir Archibald 
Garrod, and the Right Hon. William Graham, M.P. The 
new appointments become effective on October Ist. 


Dr. Oxvin West, who is secretary of the American Medical 
Association, has been asked hy the House of Delegates of 
that association, in session in Minneapolis at the annual 
meeting last June, to transmit to the medical profession 
in Great Britain an expression of the profound sympathy 
of American physicians in the loss of Dr. Adrian Stokes 
and Dr. William Young, who sacrificed their lives for the 
sake of the advancement of medical science. It is also 
stated that these names will be added to the list of those 
heroes of medicine whose memories are truly revered by 
the organized medical profession of the United States. 


Tue usual half-yearly indexes to the Journal and to the 
Supplement and Epitome have been printed; they will, 
however, not be issued with all copies of the Journal, but 
only to those readers who ask for them. Any member or 
subscriber who desires to have one or all of the indexes can 
obtain what he wants, post free, by sending a postcard 
notifying his desire to the Financial: Secretary and Business 
Manager, British. Medical Association House, Tavistock 
Square, W.C.1. Those wishing to receive the indexes 
regularly as published should intimate this desire. 
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THE SKULL OF LORD DARNLEY.* 
BY 
Sir ARTHUR KEITH, M.D., F.R.C.S., F.R.S., 


CONSERVATOR OF THE MUSEUM AND HUNTERIAN PROFESSOR, ROYAL 
COLLEGE OF SURGEONS OF ENGLAND. 


. Tue historian in search of light.on.the most poignant, hot-. 
‘blooded, and: human. of all tragedies recorded in history: 


is not likely to consult the pages of the leading biometrical 
journal of our time, and yet I am convinced that in those 
pages Professor Karl Pearson records facts which give 
us a clue to the behaviour of that embodiment of tragedy 
Mary Queen of Scots, in the very crisis of her drama. The 
secret he has to reveal is of a medical nature, for medical 
secrets have often a more important bearing on the events 
of national life than orthodox historians have realized. 


Incidentally, too, Professor Pearson illustrates the part 


which craniology may play as the handmaid of biography. 
Let me first tell the story of the skull and thigh-bone 


‘which Professor Pearson attributes to Lord Darnley. father 
_of James I and grandson of Margaret Tudor, Sea "Of 


King Henry VIII. The skull and thigh-bone are i 
Museum of the Royal College of 


my predecessor, Sir William Flower, described them in the 


catalogue thus: 


“Nos. 345-345'. A remarkably depressed or tapei hali 
lic 
cranium, and a femur, 
supposed to belong to the same 
‘*‘ These were purchased by the donor at the 
sale by 
Sotheby and Co., on March 2nd, 1865, of 
Fossils and Minerals, etc., formed during last {i.e 18th] 
grr 7 Hon. Archibald Fraser of Lovat,’ and described 
Darter? ogue [of the sale] as ‘ skull and thigh-bone of Lord 
‘The internal evidence afforded by both 1 i 
negatives their authenticity. Darnley, at the of his 
in 1567, was about 22 years old, and the bones are those of 
a man considerably more advanced in life and of great muscular 
development. The almost complete absence of frontal elevation 
which is one of the most striking features in the skull finds 
no corroboration in any of the known portraits and descriptions 
of the young Earl, and the femur could not be that of a 
as ‘tall’ or ‘long,’ as, calculating 
at the usual ratio o -5 to 100, i riv i 
, it would give a height of 
beet “ Presented by J. W. Belt, Esq., 186: 
No. 345%. A left femur resembling the previous Scare 
ushand of Mary Queen of S on 
** Said to have been purchased with the above inscripti 
a sale at Sotheby and Wilkinson’s with two other bones, | Tht i 
bone of Little John, Robin Hood’s companion, and dn des 
of Humphrey Duke of Gloster,’ by Mr. T. M. Grimshaw (25 
Gt. Ormond Street, Bloomsbury), from whom this femur was 
purchased July Ist, 1880. It is that of a very tall man, and 
thigh-bone belonging to the cranium 
= > aving been accidentally substituted. Length 


In the light of subsequent events it is m 
Little John’s ” "te Balt 
as that o r r 
ey lng arnley and later sold the real femur to 

With such a verdict passed on them by m ecessor, * 
the Darnley bones sank to the rank of ntites, and in 
that class they would have remained had not Professor 
Pearson come to their rescue. In recent years he ha 
issued monographs ‘‘on skulls and portraits” of Pence 
famous _men: of Sir Thomas Browne prepared i 
Miss Miriam Tildesley; of King Robert the Bruce va 
of George Buchanan, prepared by himself. It was rob- 
ably during his search in Edinburgh for documents relati 
to the Scottish historian George Buchanan that Mealenine 
Pearson came across the tracks of Darnlev’s skul: He 
found that in 1793 a skull reputed to be that of Lord 
Darnley had been ‘‘ preserved among the curiosities of the 


*The Skull and Portraits of Henry Stewart, Lord Darnley, and their 


1 r 
_ Bearing on the Tragedy of Mary Queen of Seots. By Karl Pearson 


Biometrika, 1928, vol. xx, Part I, pp. 104, plates xly. 


Antiquarian Society of Scotland,’ and that it exhibited 
**a melancholy proof. of the effects-of his [Lord Darnley’s| 
incontinence.” Professor Pearson found, further, that 
when the secretary of the society, James Cummyng, 
** a most ardent collector,’’? died in 1793, some items of the 
collection were sold along with Cummyng’s effects, among 
them the reputed Darnley skull. The same skull, with the 
‘melancholy marks of incontinence,’’ passed into the 
possession of -the Hon. Archibald. Fraser of Lovat (1736- 
1815), whose collection was: sold at Sotheby’s on Thursday, 
March 22nd, 1865.- The catalogue of the sale, it appears, 


is preserved in the British Museum; on consulting it. 


Professor Pearson found: 

“Lot No. 164. Skull and thigh-bone of Lord Darnley 

and cast from life of Oliver Cromwell preserved in the 
family of Noel.” 
The lot passed to “Grimshaw” for the sum of six 
shillings; royal skulls went cheaply in 1865. There is no 
doubt that the skull and thigh-bone bought by Mr. T. M. 
Grimshaw at the Lovat sale in 1865 are now the specimens 
numbered 345 and 345? in the museum of the Royal College 
of Surgeons. 

Having traced the Darnley bones from Edinburgh to 
London, Professor Pearson turned his attention to their 
earlier history. Kirk-o’-Field was blown up on the night 
of February 10th, 1567; Darnley’s body was found next 
morning in a neighbouring field or garden, with no out- 
ward injury, and had apparently been removed from his 
lodgings before they were blown up. His body was 
embalmed by the Queen’s apothecary—for which he was 
paid £40—enclgsed in a leaden casket, and on February 
14th placed in the royal vaults of the Abbey Church of 
Holvrood. There it still was when the roof of the church 
collapsed in 1768. Later the royal vault became exposed, 
and somewhere between 1776 and 1778 Darnley’s skull was 
stolen: later one or both of his thigh-bones were removed 
from his coffin. All we know is that these parts became 
missing, and that in 1793 a skull reputed to be that of 
Lord Darnley was in the possession of James Cummyng, ai 
“ardent collector,’ and a thigh-bone said to be Lord 
Darnley’s was then, or soon after, the property of a 
collector of curios—the Hon. Archibald Fraser. 

Having read Professor Pearson’s history of the Darnley 
bones, I turned again to their examination to see if I 
could obtain corroboration of ‘his belief in their authen- 
ticity. The bones are of a brown tan colour—the colour 
which is given by burial in peat or in soil containing much 
vegetable matter. Always in such burials one finds the 
deep crevices and recesses of the bones—such as the depths 
of the ear passages and nasal cavities—packed with soil 
or earthy matter. On looking into the tympanum of the 
Darnley skull I found the ear bones in place and not a 
trace of soil, only the weathered tissues. On the deeper 
and unrubbed surfaces of the cranial bones, as on the 
femur, there clings a fine film of dry brown materis!, such 
as is never P open on bones which have been buried in the 
ordinary way; the appearances seen can be accounted for 
only by accepting such a history as Professor, Pearson 
postulates for Darnley’s bones. Further, I have no doubt 
the skull and thigh-bones are parts of the same individual; 
there is a community in their texture and state of 
preservation which bears out this inference. 

But what of the indications of age? Lord Darnicy was 
two years younger than Mary Queen of Scots; he was im 
his nineteenth year when he married her, being then a tall 
lanky lad, with a ‘countenance which has been described as 
effeminate. In February, 1567, when he was murdered, 
he was in his twenty-second year. Are the bones those of 
a young man of 22? We have seen that my predecessor 
regarded them as those of an older person. Professor 
Pearson scareely touches on this important point. Dr. 
H. A. Harris, our leading authority on this matter, informs 
me that the lower growth line of the femur should he 
obliterated before the age of 22, and in Darnley’s femur 
this line is not traceable except at one point. We can ge 
no help in determining age from the teeth; they have 
fallen or been knocked fron their sockets, but all thet 
sockets are free from disease and consonant with youth 
The other source of information is the state. of the sutures 
of the skull. The growth sutures of the base are closed, 
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THE SKULL OF 


407 


LORD DARNLEY. 


they always are before the age of 22. All the other sutures 
are open save one—the sagittal, which passes along the 
vault and separates right and left parietal bones. It is 
abnormally short, and has become, throughout the greater 
part of its course, prematurely obliterated. Strangely 
enough, this, the most outstanding feature of the Darnley 
skull, has escaped Professor Pearson’s attention. This 
abnormality of growth is, as we shall see, the key to the 
chief peculiarities ‘of Darnley’s skul!. The state of the 
sutures of the skull and of the lower femoral epiphysis is 
in keeping with Darnley’s known age, and_ supports 
Professor Pearson’s claim for authenticity.* 

Readers of Professor Pearson’s monograph will be struck 
by the pains Ze has taken to prove that at no time was 
it possible for the roots of trees or plants to reach the 
contents of the royal vault at Holyrood. I fear I am the 
cause of this particular part of his inquiry. One aspect— 
the right—of the Darnley, skull has scattered over it 
a series of punched-like pits of various sizes, which 
I regarded, when Professor Pearsons began his inquiries, 
as areas which had been eroded by the action of spreading 
roots. L had compared the skull with others in the 
museum which were pitted by syphilitic gummata, and 
found none to show identical lesions; nor did I find skulls 
which were known to have been eroded and marked by 
root action show pits of exactly the same form and 
character, That a wild and dissolute youth who had 
grown up in the courts of France and England may have 
contracted syphilis is probable; historians have suspected 
that he was a victim, Professor Pearson has reviewed the 
evidence of his illnesses and is convinced that when 
Darnley, a youth of 19, left England in the spring of 
1565, to woo the Scottish Queen, he had already con- 
tracted syphilis, and when he was dallying with the Queen 
in Stirling Castle the secondary symptoms were upon him. 
By the end of the following year (1566) the disease, in 
Professor Pearson’s opinion, had made such outward pro- 
gress that Darnley did not dare to appear at the baptism 
of his son, who became James I, ‘‘ because he was unpre- 
sentable.”” Less than three months later Darnley was 
murdered, 

Professor Pearson holds that the skull now in the 
Museum of the Royal College of Surgeons is truly that of 
Darnley, and that its pittings are the result of syphilis 
which at the time of his death had entered its tertiary 
or gummatous stage. It is unusual to find syphilis running 


the disease was probably more precipitate in the middle of 
the sixteenth century. If Professor Pearson is right that 
from the days of his courtship until that of his death 
Darnley was riddled with syphilis and displayed on 
his body all its loathsome manifestations, then Wwe can 
understand Mary’s feeling of repulsion towards him 
and take a somewhat more lenient view of her way- 
ward, light, almost criminal conduct at this period cf 
her career. 

But is the pitting of the skull really syphilitic? I had 
given my opinion that it was not, but in the light of 
Professor Pearson’s discoveries I have re-examined all the 
pits. None of them shows the slightest trace of any 
flammatory reaction of the bone in their walls or vicinity ; 
some appear almost as if they had been ‘ punched ” out. 
But at the bottom of most of them is a brown scab; a 
toot which erodes a hole in bone leaves no scab behind 
such as this. On the other hand, the pits are distributed 
almost entirely over the right aspect of the skull—the 
aspect which I supposed had leoked upwards in the 
grave and had presented itself to the down-growing roots; 


‘the left aspect, which I had supposed to be the lower, was 
almost unaffected. t 


*Since the above was written Dr. H. A. Harris has made a searchin 
tadiographic examination of both skull and femur; his observations lead’ 
him to conclude that appearances indicate a man over 25 rather than 
under that age. Professor T. Wingate Todd, our leading authority on age 
changes, also thinks that the state of the bones indicates an age over 

years. While influenced by these weighty opinions, I still believe that 
further observation will prove that the bones could reach the state here 
thown at the age of 22. 


t Both Professor Todd and Dr. Harris regard the pits as produced by 
me artificial but unknown means long after death. Dr. Harris noted 
that both skull and femur had been coated by shellac and that the brown 


so rapid a course in these later times, but the course of_ 


To settle this impertant matter, and being also mindful 
of Huxley’s dictum that an unbisected skull is a 
disgrace to a museum, I caused the Darnley skull 
to be laid open, to see if there was any mark 
of syphilis within. There was no such indication, but 
there was the most definite evidence that the skull 
had rested on its left side, for in that half was the 
dried up rim of a pool of that same brown grumous 
matter which had stained the interstices of 
skull and femur. The condition thus revealed supports 
Professor Pearson’s history of the Darnley skull. Further, 
on examining the cut surfaces of the tabular bones I found 
a few small cavities in the diploe lined by a thick brown 
material; roots could not have caused them; I know of no 
disease which could occasion such cavities except syphilis. 
So in this matter, too, I was driven to accept Professor 
Pearson’s diagnosis of syphilis and give up my own of root 
action. 

For a youth who stood six foot in his shoes the Darnley 
skull has a small brain cavity; Professor Pearson’s measure- 
ment makes it 1,336 c.cm.—about 150 c.cm. ‘under English 
mediocrity. The ‘‘ kenspeckle’’ feature of the skull, 
however, is its broad, very low, retreating forehead—such 
a forehead as cannot escape observation and remark in life. 
Professor Pearson notes the abnormal shortness of the 
sagittal suture, but leaves its premature obliteration un- 
discussed. Nor has he called attention to another very 
remarkable feature—the outward bulge of the squamous 
parts of the temporal bone. Yet the low, retreating fore- 
head, the small distance which the vault of the skull rises 
above the ear passages, the short fused sagittal suture, the 
bulging sides of the skull, all result from the same cause— 
a breakdown in the normal expansion of the skull to 
accommodate the growing brain. In this expansion, growth 
of bone within and along the sagittal suture takes a 
considerable, if undetermined, share. Failure of sagittal 
growth demands increased expansion at other sites of 
growth. The drag backwards of the frontal and the out- 
ward bulge of the temporals are attempts to compensate 
for sagittal failure. 

An examination of the interior and cut surfaces of the 
bisected skull leaves no doubt that the characteristics of 
the Darnley skuli are the result of an inherited anomalous 
mode of cranial development. Professor Pearson is inclined 
to be unduly liberal in the application of ugly epithets to 
Darnley’s skull, but for my part it is just those cranial 
characters, of which Darnley was apparently the victim, 
which deserve our commiseration. Darnley appears to have 
inherited this anomaly from his father, the Earl of Lennox, 
and to have handed it on to his son, James I. This 
uncommon disorder of cranial growth we may name the 
‘* Darnley anomaly,’’ for 1 have seen other instances of it, 
and it has all the appearances of a character which may be 
transmitted in a Mendelian way.* 

Does the skull attributed to Darnley correspond with 
known authentic portraits of the man? Professor Pearson 
has been at great pains to gain access to, and to repro- 
duce, 2ll the authentic portraits of Lord Darnley, husband 
of Mary Queen of Scots. Certainly the portraits of Lord 


and in Windsor Castle, represent just such a youth as we 
should expect to possess, when the age of 22 was reached, 
the femur which Professor Pearson attributes to him. 
But when we come to apply the outline of the skull to the_ 
face and head of the portraits we encounter a host of 
difficulties and contradictions. Most of the portraits are 
of boyhood ; between boyhood and manhood the face under- 
goes great changes. The facial parts, the jaws, cheek- 
bones, and supraorbital ridges, all the animal parts con- 
cerned in mastication, parts which mature after puberty, 
are strongly developed in the skull now attributed to 
Darnley. The portraits, especially the early ones, reveal 
a youth with rather an effeminate face. At all times 
artists have painted to please their sitters, and the sitters’ 
friends, rather than to produce an anatomical likeness. 
An artist selects an attitude which pleases himself rather 
than serves the needs of the craniologist. In my opinion 


* Professor Bolk examined the skulls of over 700 young children and 
found two in which the sagittal suture was completely obliterated and 


Matter contained no haematin, 


ten in which it was partially obliterated. 


Darnley as a lanky youth of 17, preserved in Holyrood - 
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one has to strain a point to fit the Darnley skull into 
his known portraits. Yet the fact remains that the 
youthful Darnley face revealed by his portraits may have 
developed into the robust development. preserved in the 
** Darnley skull. 

For my part I hold that, although Professor Pearson has 
not completely proved his case, he has rendered it highly 
probable that the skull and thigh-bone preserved in the 
museum of the Royal College of Surgeons did form part 
of that youth who played so prominent, proud, and some- 
what ignominious a part in a most tumultuous crisis in the 
history of Scotland. T am indebted to the author of this 
monograph for demonstrating to all the world how cranio- 
logy may be made to serve as a handmaid. to history, for 
just as the knowledge of a home gives us a clue to the 
men and women who occupy it, the knowledge of a 
skull gives us an intimacy with the kind of brain which 
at one time had its home within it. 

I have reviewed Professor Pearson’s monograph at 
length because it is the result of long and serious inquiry 
and because it raises a number of important questions which 
I, as well as other medical men, should be in a position to 
answer. Is it possible for a femur and skull to have reached 
the stage of growth seen in the Darnley bones at the age 
of 22? The answer, in my opinion, is Yes. Is it possible 
for syphilis in less than two years to pass from the 
secondary to the tertiary stages of its manifestation and 
to produce the form of lesion seen in the skull? Is it 
possible for a youth with effeminate features at the age 
of 17 to possess such a robust development of jaws as is 
seen in the skull at the age of 22? Is it possible that it 
may be a skull from another embalmed burial? When we 
have obtained evidence to settle all of these questions, or 
when others have obtained it for us, we shall be compelled 
to acknowledge that Professor Pearson has proved his 
contention. 


BRITISH ASSOCIATION FOR THE ADVANCE- 
MENT OF SCIENCE, 


ANNUAL MEETING IN GLASGOW. 
Tur ninety-eighth annual meeting of the British Associa- 
tian for the Advancement of Science opened in Glasgow this 
week, this being the fifth time that the Association has 
visited that city. Last March a Royal charter of incor- 
poration was granted to the Association. On Wednesday 
the incoming president, Sir William Bragg, delivered an 
address dealing with modern developments of the physical 
sciences and their relation to national problems. The 
scientific proceedings of the meeting are arranged in 
thirteen sections—namely, mathematical and physical 
sciences ; chemistry ; geology ; zoology; geography ; economic 
science and statistics; engineering; anthropology; physio- 
logy; psychology; botany; educational science; and agri- 


culture. The variety of topics dealt with under these ° 
headings can be imagined, and the programme for the | 
- present meeting includes such contrasting subjects as the 


sources of tin in prehistoric Greece, the metabolism of 
iodine, the question of hours in industry, the land of the 
Tuaregs, insects and Empire trade, factors affecting cell 
growth, the scope of the Child Guidance Clinic, and the 
biological aspect of the decay of stone in buildings and 
monuments. 

An important announcement was made to the General 
Committee of the Association with reference to Down 
House. It will be recalled that on September 10th, 1927 


(p. 464), we referred to the welcome news that Mr. George | 


Buxton Browne, F.R.C.S., had generously bought the 
estate, and established a fund for its upkeep, to permit 
future generations to visit Darwin’s home. It is proposed 
that the house and grounds shall be used by the British 
Association for the benefit of science, and that certain 
of the rooms, in particular the old study in which the 
Origin of Species was written, should be furnished as when 


Darwin lived in them, so far as may be possible. For this 


purpose the original documents of Darwin’s works, and 
various articles of furniture, are being collected by Mr; 
Buxton Browne and others. The* Hon. John Collier has 
painted: replicas of the well-known portraits of Darwin 
and Huxley -to hang on the walls. 

’ The Glasgow meeting is to continue until September 12th, 
and we hope to publish some further reference to the 
proceedings in our next issue. 


Presidential Address: Craftsmanship and Science. 

In his presidential address Sir William Bragg dealt par- 
ticularly with the relations between science and craftsman- 
ship in this country. He defined craftsmanship as the 
skill which was exercised in the production of whatever was 
wanted for human welfare, the qualities of which it was 
composed, including knowledge of materials, imagination, 
technical skill, perseverance, love of work, and sympathy 
both with the use to be made of it and with user. Sir 
William remarked that love of good work and delight in 
successful accomplishment were among the most powerful 
motives activating mankind, and when satisfied were 
sources of real happiness. Of all the motives which sway 
the world these were among the purest and best. By a 
simple analogy he showed that a people lived on what it 
made or earned, and that its success depended on_ its 
craftsmanship. He illustrated his point by reference to the 
productions of the Greeks, the Romans, and Indian work- 
men, adding that the craftsmanship of a people was an 
expression of the best of its very self, its very life, and 
an index of its health. He traced the development from 
the simple workshop of the old single-handed craftsman to 
the vast complex factory of modern industry which had 
come about owing to the urgent desire of the individual 
to better himself and his neighbours. He then showed 
how the craftsmen had called scientific knowledge to their 
aid, and he uttered the warning that hindrance: of the 
growth of science in any way impaired the growth of 
craftsmanship: for the purposes of industry it was there- 
fore necessary that there should always be a certain number 
of laboratories, or parts of laboratories, where scientifie 
research might not be hampered by immediate thoughts 
of possible applications. Recent scientific discoveries had 
given rise to such thriving industries as those which were 
concerned with dyes, explosives, fertilizers, rubber, and 
artificial silk, Elaborating his main contentions he referred 
to the general connexion between science and mass pro 
duction in industry, and remarked that, while many were 
benefited by the results of mass production, vet, when its 
processes called for little intelligence in their working, it 
would be found in the end that people of little intelligence 
were taking charge; science was therefore both the builder 
and the destroyer in respect of mass production. If crafts- 
manship was to improve continually, fresh industries and 
further adaptations of old ones must be sought. Moreover, 
improved craftsmanship depended in large measure on the 
absorption and adaptation of scientific discovery, and there 
must be direct practical contact with the problems to be 
solved. Sit William spoke of the new class of worker who 
was engaged in research associations and industrial research 
laboratories, and emphasized the importance of these men 
keeping in close touch with employers and shop workers. 
Such research workers deserved all possible encouragement. 
As an example of the subtle problems raised by new dix 
coveries, he cited: the radiation theory of light, upon 
which were largely based the great advances of nineteenth 
century physics; within the last twenty or thirty years, 
however, a new field of optical research had been opened 
up, and had shown that light had the properties of § 
stream of very minute particles. Here were two com 
flicting views about the nature of light, both of which 
had to be accepted; each hypothesis was used by physicist 
on appropriate occasions, though no reconcilement of the 


-contradiction was as yet possible. In his peroration Sif 


William Bragg added that to the student of science there 
came a message to put his whole heart into his work, 
believing that in some way which he could not fully com 
prehend it was all worth while; every straining to under 
stand his surroundings was right and good, and led him @ 
be of use to his fellow men. 
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THE MUSEUM DIARIES OF JOHN THOMAS 
QUEKETT. 


TkADITION at the Royal College of Surgeons of England 
maintains that the vacant space under the lecture theatre 
was used by John Quekett, who succeeded Sir Richard 
Owen as conservator in 1856, as his dissecting and demon- 
stration room. The tradition has been strengthened by 
the fact that one of Quekett’s lecture tickets, of date 
1857, has been found below the flooring. The room, now 
lit by electric light, has lately become a fine annexe to 
the library, but it remains a question how it could have 
been used by a microscopist of Quekett’s calibre, unless, 
indeed, he preferred a dark room for his micrescopes, 
which were illuminated by gas probably at all times. 

John Thomas Quekett, who was the master histologist of 
his time, was born in 1815; he was educated at home by his 
father, master of Langport Grammar School, Somerset, 
aud became a microscopist at the age of 16, when he gave 
a course of lectures on microscopic subjects, illustrating it 
with his own diagrams, and employing an instrument con- 
structed, we are told, out of a roasting-jack, a parasol, and 
bits of brass from a marine store. After serving his 
apprenticeship to a Langport surgeon and to his brother 
Edwin, he received his medical training at King’s College 
and the London Hospital, obtained the diploma of L.S.A. 


in 1840, and in March of that year became the second 


student in human and comparative anatomy at the Royal 
College of Surgeons, the first, William Crozier, having 
been appointed by the Council in 1829. 

In the first volume of his diaries, at the top of page 1, 
is this entry: ‘‘ Mr. J. Quekett commenced his duties 
at the Royal College of Surgeons on the 17th of August, 
1840, since which time he has been engaged as follows.’’ 
A careful account of the examination of the hair of a large 
bat is recorded, and then is unrolled, in many closely written 
pages, the history of a famous man’s work in the Hunterian 
Museum. William Clift’s ‘‘ Museum Diaries’’ cover a 
period cf some thirty-one years (1811-42), They are 
amusing in parts and always careful, but for minuteness 
and geniality Quekett’s official diaries entirely outdo them. 
They date from 1840 to 1€48, and chiefly cover the period 


(143 onwards) when Quekett was assistant conservator to~ 


Richard Owen, William Clift’s son-in-law and successor. 

It is probable that Owen was a difficult chief under whom 
to be employed. Early in Quekett’s service at the Museum 
we find Owen disapproved of by the Museum Committee, 


which was not satisfied by the way he spent his time. - 


Owen, taking a large view of his position, said -he worked 
for the credit of the College. To young Mr. Quekett he 
said, ‘‘ Busy yourself with pathology,’’ but the committee 
had previously told the student in anatomy to confine him- 
self to his own subjects. Between the horns of a dilemma, 
Mr. Quekett laid the matter before Mr. Edmund Belfour, 
the secretary of the College, who decided that the com- 
mittee, and not the conservator, must be obeyed. Owen 
deubtless kept matters very much in his own hands, Early 
in 1840 Charles Darwin presented the skull of a flat-nosed 
% to the Museum, but no mention of Darwin appeared 
in Quekett’s manuscript, either then or later. Manifestly, 
Owen himself negotiated with the great naturalist. 

The diary of Quekett’s period of studentship is at first 
quite grave and confined to strictly scientific matters, but 
gradually, as student merged: into assistant conservator, 
‘We find a lighter note, and towards the close of the six 
ample quarto volumes of MS. we are at times almost in 
Pepysian company. The volume of eighty years ago (1847) 
May be taken as typical of the book. as a whole. On 
February 16th Quekett records: ‘‘ Attend Mr. Langstaff’s 
sale and make purchases to the amount of £21’; and, on 
the 18th, ‘‘ busy in unpacking the purchased specimens 
aud in helping Hulme to make a Catalogue of them ”’; and, 
2 the 20th, ‘‘ Still assisting Hulme [student in anatomy] 
‘hen not otherwise interrupted.” On the 23rd he was still 
Usy making a catalogue of the lots purchased, with the 
prices affixed. 


The sale of George Langstaff’s valuable collection of 
pathological and anatomical specimens had been a disaster. 
It had taken place. in October, 1842, before the collector’s 
death. He was one of the original Fellows of the Royal 
Ccllege of Surgeons, created on December 11th, 1843; he 
was a born collector, pleasant, sociable, ever ready to impart 
his information to others. He impressed his friends as a 
great man with a magnificent hobby, which might entail 
his ruin. For years, as surgeon to St. Giles’s workhouse, 
he obtained material for what came to be known as 
Langstaff’s Museum. He sank his fortune, amounting to 
many thousand pounds, in the collection, for which the pur- 
chase of alcohol involved considerable expense in a period 
before the use of methylated spirits became known. He still 
supported himself with the belief that present loss of income 
could be compensated for by the sale of his museum. He 
neglected his large practice, and in 1842 published a 
laborious catalogue descriptive of 2,380 preparations; it 
had been boiled down from ten bulky MS. volumes. 

The sale took place after the publication of the book, 
and, to Langstaff’s disappointment, much of the collection 
went for less than the cost of glass and spirit. He 
suspended the sale at Stevens’s auction rooms and applied 
to the Council of the College, who consented to harbour 
the collection and to make certain purchases. The 
specimens were moved to the College, and were either 
badly shaken in transit or badly put up in the first instance. 
He prided himself on being his own museum man. Even- 
tually the Museum Committee spent £165 15s. 6d. ‘on 1,500 
preparations—a poor price in view of the fact that they 
had lately bought 307 specimens from Liston at his own 
price, £450. Langstaff died a few years afterwards a dis- 
appointed man. 

Qn March 17th Quekett was busily occupied in getting 
ready some minutes for a meeting relative to the erection 
of a monument to the memory of John Hunter, and the 
matter was afterwards taken up by Sir William Lawrence 
and the Council. On April 4th ‘‘ Candidates for the 
Fellowship, four in number, operate and dissect. One is 
ordered to tie the external iliac artery. He cuts into 
the abdomen the first thing and asks me to hold up the 
guts.’”’ An elephant, a dolphin, a wombat, a wolf-fish, and 
part of a dodo from the Ashmolean Museum were dissected, 
and there was constant preparation for demonstrations, 
and every day a minute description of some twelve 
microscopic preparations for his great catalogue. Every 
day, too, he received and examined singular pathological 
specimens and reported on them to their senders, many 
of whom were surgeons of eminence. On June 28th, in 
the midst of his multifarious occupations, his brother Edwin 
John Quekett, also a microscopist and Fellow of the 
Linnean Society, in whose house the Royal Microscopical 
Society was founded in 1839, lay dying of diphtheria. 
‘‘T stayed up with Edwin,’ writes Jehn Quekett, “ all 
last night, and, he being much worse, I did not leave him 
until he died, which was at ten minutes to eight p.m., 
being perfectly collected and aware of his situation all the 
time except at intervals.” 

But science has to hurry on as usual, and two days later 
the conservator dispatched Hulme, John Pearson, and 
others to fetch back from the Surrey Zoological Gardens 
parts of the elephant which had just died there. They 
returned loaded with the kidneys, ovaries, and so forth, 
and Quekett set to work to inject them, reporting the 
results at length in his diary. At the end of the year his 
demonstrations had come to be so largely attended that he 
repeated his lecture twice a day. He shirked no labour. 
On February 23rd and 24th, 1848, it assumed Herculean 
proportions. 

‘* Busily engaged in preparing for my demonstration. I use one 
of my new microscopes for the first time. It answered uncommonly 
well after I had put some bottle indian rubber to it. I show on 
this occasion Phosphate of Lime, Triple Phosphates, and Carbonate 
of Lime, and the action of Polarized light on the two last. After 
the demonstration I go with Hulme and see a specimen of the 
Balaena Préops ? which was on show near the Hungerford Market. 

‘*24, Thursday. Soon after my arrival I receive orders from Mr. 
Owen to be in readiness ai six o’clock to go to Hungerford Market 
to take the viscera out of a large whale. I dine with him and get 
all things ready. At six o’clock no messenger arrived, so Hulme, 


Arlidge, Searson, and myself set off, but found that it was not to 
be commenced until one in the morning. We spent lots of time 
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in finding the owner. At 1/2 past one we commenced and left 
off between eight and nine—a most troublesome job-—up to our 
knees in oil. Get home at ten o’clock and after breakfast sleep for 
two hours. Then, having washed, dressed, and partaken of 
luncheon, I start down to the College again. I give directions 
about preparing the parts we brought home and about having 
more of Sir Wm. Burnet’s solution applied. We consumed in all 
three quart bottles full: the decayed smell was certainly 
destroyed, but that of the oil was certainly not much acted on.” 

The day following: : 

‘I find that the men had again been sent to the whale. I go 
down there and this time we get os hyoides, part of the larynx, 
another part of the heart, and a variety of other things. I go 
into the public house .and there I pay all the men.” 

On the 28th: 

** Occupied all day in cutting u 
of whale.... We well wash an 
all the night.” 

An alligator from the Zoological Gardens had then to be 
dealt with. This and other pathological investigations 
took till March 4th, when we read: 

* Occupied in the lower work room in getting bottles and other 
things ready for a campaign of whale mounting.” 

Hard work upon the whale continued, together with hard 
work upon a variety of other subjects. This is not to say 
that the diary is only a record of toil. There are many 
engaging references to family matters, dinner parties, 
games of loo, evenings in the society of great men. Yet we 
feel that the famous histologist was fretting his energies to 
atoms. He died at the early age of 46 in 1861, having 
succeeded Owen as conservator in 1856; since that year his 
health had failed. 


and disposing of the portions 
allow them to soak in water 


India. 


The Pastcur Institute of India. 
Tue position of the Pasteur Institute of India, Kasauli, 
has been the subject of a correspondence between the body 
responsible for the conduct of the Institute’s affairs and 
the Government of India, from which it appears that 
the Institute has been suffering from the failure of the 
provincial administrations to give adequate financial sup- 
port. It will be recalled that the central Government is 
responsible, in the medical sphere, only for the provision 
of research agencies and for the care of persons residing 
in areas directly under its control. The research activities 
of the Pasteur Institute ‘are financed by the Indian 
Research Fund Association, which is supported mainly by 
grants from the Government of India. About the beginning 
of the current year a request was made by the Institute 
to the central Government for a non-recurrent grant 
of Rs.229,000 and an additional annual contribution of 
Rs.20,000 to meet the cost of certain additions and im- 
provements. As an alternative it was proposed that the 
Institute should meet Rs.122,000 of the non-recurring 
expenditure by the sale of investments, and that the 
Government should make a _ non-recurring grant of 
Rs.107,000, but should increase the annual grant asked’ by 
Rs.6,000 a year to make good the loss due to the sale of 
investments. In its reply the Government recalls that it 
already makes an annual payment of Rs.16,700 on account 
of the treatment of persons from areas directly under its 
control, and suggests that its contribution compares favour- 
ably with the assistance given by some of the provinces. 
It is realized by the Government, however, “ that a matter 
of this nature cannot be settled merely on a basis of 
arithmetical proportion or with strict regard to the con- 
stitutional obligations of the central and provincial Govern- 
ments,’’ and that if the work of the Institute is to be 
continued in accordance with modern requirements the 
existing buildings and equipment must be improved. The 
Government of India therefore proposes to ask the Standing 
Finance Committee of the Assembly to agree to a grant 
to the Institute of Rs.114,500 towards the estimated non- 
recurring expenditure, and to increase the annual graut 
by Rs.16,000, provided that an equivalent amount can be 
raised from other sources. This offer was considered at a 
meeting of the association which controls the Institute, at 
Simla in July, when it was decided to accept it, but to 
ask that the proviso making the grant contingent on other 
financial assistance should be removed, as it was felt im- 


possible to secure an equal amount elsewhere. It was also 
decided to ask the Government of India to consider the 
possibility of addressing the local Governments regarding 
the association’s appeal. The association accepted the 
director’s recommendation that the work of rebuilding 
must be proceeded with at once, and set up a_ sub- 
committee to undertake the work of additions and altera- 
tions. A gift of Rs.12,000 was received from the Maharaja 
of Dholpur towards the expenditure to be incurred in the 
provision of electric light. 


Malaria in the Lower Bengal Delta. 

Particular interest attaches to the results of a malaria 
survey of the neighbourhood of Calcutta made by officials 
of the Bengal Public Health Department in 1920-24 in 
view of the fact that the conclusions reached suggest that 
the generally accepted view on the topographical factors 


- affecting the incidence of malaria is inapplicable to the 


Lower Bengal Delta. The inquiry was initiated in the 
post-war years, when an acute housing shortage in Calcutta 
led to a demand for the development of the suburbs of 
that city; its purpose was to recommend, in relation to 
the incidence of malaria, the most suitable line which any 
projected extension of the city might take. Apparently 
this question is no longer causing concern as housing diffi- 
culties have become less serious, but the results are none 
the less interesting. An area of about 300 square miles, 
and containing 290 villages, was surveyed very thoroughly. 
Data were collected for each village relating to the preva- 
lence of anopheline mosquitos—the number and nature of 
possible breeding places, the percentage of those that bred 
anophelines, the species of anopheles present, and_ the 
relative proportion of the different species. To measure 
the extent of malarial infection present all available 
children in each village between 1 and 10 years old were 
examined for enlarged spleen, the percentage of children 
with enlarged spleen to the total examined being recorded 
as the spleen rate for the village. The area surveyed con- 
sists of low-lying flat ground of very ancient deltaic forma- 
tion, penetrated in parts by tidal waters and traversed by 
a number of rivers and canals; it includes the Salt Water 
Lake, and also several areas which are flooded for six 
months in the vear. It is characteristic of deltaic topo- 
graphy in that the river-bank tracts are elevated ground, 
while the inter-riverine zones are depressions; in the 
higher areas the villages are comparatively dry, the sub- 
soil water level is low, and there are relatively few large- 
sized collections of water, while in the low-lying areas 
there is much accumulation of water in and around the 
villages and the subsoil water level is very near the surface. 
These two typical conditions are sharply contrasted in the 
report of the survey prepared by Mr. M. O. T. Iyengar, 
entomologist to the Bengal Public Health Department, 
because his investigations have revealed a close relation 
between the topography and the incidence of malaria. 
The striking feature is, however, that in this region he has 
found the relatively healthy and only moderately malarial 
areas to be usually those which are low lying; these areas 
were situated on a very low level and were subject to 
flooding. The endemic and hyperendemic areas were on 
elevated ground. It is therefore contended that in a 
deltaic country such as Lower Bengal stagnation of water 
and malaria, contrary to popular opinion, are not closely 
associated. Dr. C. A. Bentley, Director of Public Health 
in Bengal, who contributes a foreword, states that this 
peculiarity in the distribution of malaria has been observed 


by him in other parts of the Presidency. It is interesting. 


to note that Mr. lyengar’s report, which contains much 
valuable detail not touched upon in this review, concludes 
with the opinion that it would be more practicable to 
reduce the incidence of malaria in the elevated regions 
by simple antimosquito measures than to undertake the 
drainage of the low-lying malaria-free regions. 


Tuberculosis in D2thi. 

Following consideration of a report on the prevalence 
of tuberculosis in Delhi, submitted by Dr. Sethna, medical 
officer of health, the municipality approached Major 
J. R. D. Webb, I.M.S., assistant director of health, with 
a request for advice and suggestions. Major Webb, after 
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making a survey of the city, has prepared a report in which 
he emphasizes the need for relieving congestion. He 
believes that the solution of the problem of tuberculosis 
depends upon this factor, and, understanding that the 
formation of an improvement trust is impracticable, urges 
that strong representations should be made to the central 
Government for financial assistance to relieve congestion. 
The five years’ programme of health and sanitary improve- 
ment recently formulated by the municipality is regarded 
as a step in the right direction. Major Webb suggests 
three means of providing some immediate relief from the 
problem under consideration: (1) tuberculosis dispensary 
work; (2) education of the public; (3) prevention of further 
congestion in the already congested areas of the city. 
While admitting the value of voluntary efforts, he doubts 
whether real success in anti-tuberculosis propaganda work 
can be achieved unless it is entrusted to a whole-time 
paid staff. Referring to the third point, he suggests the 
need for much stricter control than exists at present over 
building activities, and for rigid administration of the 
building by-laws. He compares the conditions existing in 
the congested areas of Delhi to-day with those in London 
over three hundred years ago at the time of the “ great 
plague.” 
Grant Medical College, Bombay. 

The report of the Grant Medical College, Bombay, for 
the year 1927-28 records several notable improvements in 
its position and equipment. It has been regarded in recent 
years as a reproach to the college that it was overcrowded, 
but in this respect matters are now much better; the 
number of regular students, which was about 1,159 in the 
years 1921-24, had fallen to 518 in 1927 and to 418 this 
year. At the same time steady progress has been made in 
organization and equipment, and work on several important 
extensions is now proceeding. In January operations were 
commenced in the construction of a new building to accom- 
modate the pathological museum and the bacteriological 
and clinical laboratories, with ample facilities for post- 
graduate instruction and research. This addition has been 
made possible by a donation from Sir Derab Tata of 
approximately half the cost. It is proposed, with the 
new quarters available, to reorganize the departments of 
pathology and bacteriology so as to correlate and extend 
instruction in these subjects. The new dental school and 
hospital which is under construction will, it is claimed, be 
the only institution of its kind in India. Extensions to 
existingshospitals and the establishment of new ones will 
shortly add considerably to the facilities for clinical instruc- 
tion. The report was read at the annual prize distribution 
on March 8th by the dean of the college, Captain S. L. 
Bhatia, M.C., I.M.S. Sir Leslie Orme Wilson, Governor of 
Bombay, who presided, referred to the progress of the 
institution, and went on to speak of the change which had 
followed on the progressive reduction in the strength of 
the permanent Government medical services, to which was 
due so much credit for building up the system of medical 
education in India. These officers, he said, had largely 
been replaced by independent members of the medical 
profession, and it was a matter for satisfaction to see such 
a large number of Indian professors carrying on the same 
traditions in responsible appointments in the college. The 
appointment of associate professors, who were the pick of 
the profession in the city, and the appointment of short- 
term house-physicians and house-surgeons showed that 
they were endeavouring to readjust, as he thought they 
should, the hospital and teaching staff on the lines followed 
by the large hospitals in the United Kingdom. 

_ We are indebted to Captain Bhatia for the following 
information regarding the early history of the college, 
which is among the. oldest medical schools in India. It 
owes its existence to Sir Robert Grant, then Governor of 
Bombay, who was responsible for the institution of an 
inquiry by the Medical and Physical Society of Bombay 
(which he had founded) into the desirability of establishing 
a medical school. Receiving a favourable opinion from 
this body, Grant, in 1838, addressed a memorial to the Court 
of Directors of the East India Company at Calcutta—-then 
the capital of British India. The scheme was sanctioned, 
but before the news was received in Bombay its author had 
died. His name is perpetuated in that of the college, 


which was opened in 1845, the cost being met half by 
public subscription and half by a contribution from the 
East India Company. A teaching hospital was also pro- 
vided, the necessary funds being supplied largely by Sir 
Jamsetji Jeejibhoy, whose name it bears. It is interesting 
to note that there had existed in Bombay at an earlier 
date the first medical school in India, but after six years 
of existence it proved unsatisfactory and was abolished. 
The Bengal Medical College at Calcutta was opened in 
1835. 
Women’s Medical Service Difficulties. 

The development of medical services for women in India 
is being hampered by the lack of funds and the lack of 
interest on the part of the provincial Governments within 
the spheres of which this work falls. An effort to secure 
additional assis:.ance from the central Government for the 
development of the Women’s Medical Service has proved 
unsuccessful. In the report of the National Association 
for Supplying Medical Aid by Women to the Women of 
India (which incorporates the Countess of Dufferin’s Fund 
and the Women’s Medical Service) for 1927, it is stated 
that the present subsidy from the Government of India 
will, at present rates and with the present very low 
average of service (about eight years), only pay for a cadre 
of forty-two doctors. With the rapid Indianization of the 
Women’s Medical Service a longer average service is to be 
expected, involving greater expense in pay and allowances. 
The reduction of the cadre from forty-four to forty-two 
means the elimination of two sanctioned posts, and it 
has recently been necessary to refuse two requests for 
officers for new posts. An application was made last year 
for an increase in the subsidy from Rs.3,70,000 to 
Rs.5,00,000, to provide for cight more officers; it was 
proposed to employ several of these for special maternity 
and child welfare posts, one, at least, being available for 
research work into the causes of maternal and infantile 
mortality. The Government of India, however, replied 
that it had decided not to concern itself further with the 
pay or strength of the Women’s Medical Service, pointing 
out that medical administration was a transferred subject 
of administration in governors’ provinces, and suggesting 
an appeal to the local Governments or to the general 
public. A request has therefore been addressed to the pro- 
vincial authorities concerned asking them to contribute 
towards the salaries of W.M.S. officers employed in 
Dufferin Hospitals. An application has also been made to 
the Rockefeller Foundation for a grant for research work. 
The Dufferin Fund has continued to aid hospitals exclu- 
sively for women and children by supplying W.M.S. officers, 
free of cost, to take medical charge and by giving grants- 
in-aid to the limit of its income. The apathy of the provinces 
has made the work difficult; the local Governments do not 
yet accept responsibility for medical aid to women and 
children in the way and to the extent that they do for 
men. The Central Provinces, however, are mentioned as a 
notable exception; here medical aid to women has made 
rapid strides, and several new hospitals have been provided. 


Mentally Defective Children in India. 

Attention is called to the absence of any institution in 
India for the care of mentally defective European children 
in the report for the triennium 1924-26 of Lieut.-Colonel 
Owen A. R. Berkeley-Hill, I.M.S., medical superintendent 
of the European Mental Hospital at Ranchi, which receives 
European and American patients from all provinces in 
Northern India. Colonel Berkeley-Hill states that in 1926 
three mentally defective children were admitted to the 
hospital, which is not regarded as a suitable place for their 
treatment. He accordingly submitted to the board of 
trustees a proposal to provide, as an experiment, an annexe 
entirely outside the hospital enclosure for the accommoda- 
tion of twenty children, mentally defective, but not certifi- 
able under the existing Lunacy Act. The question of 
principle involved has been referred to the local Govern- 
ment for consideration, since this type of institution has 
never existed in India, and legislation to authorize the 
State to assume charge of such children would be necessary. 
According to the superintendent of the St. Andrew’s 
Colonial Homes, Kalimpong, the studies carried out in the 
homes have shown that nearly 5} per cent. of those resident 
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there were mentally defective. The report states that this 
figure indicates the gravity of the question, for this class 
of children has a grave bearing on all sociological and 
economic problems, but more particularly those of vice, 
crime, and pauperism. Colonel Berkeley-Hill considers 
that, while a few institutions of the type recommended 
would not deal effectively with the problem, they would 
serve a most useful purpose in educating public opinion 
and arousing interest in it. In the Madras Presidency, it 
may be added, the establishment of a home for mentally 
defective children is under consideration. 


— 


Gnion of South Africa. 


Jubilee of the Royal Society of South Africa. 

On August Ist a very successful conversazione was held in 
the Hiddingh Hall of the University of Capetown to 
celebrate the jubilee of the Royal Society of South Africa 
and the inauguration of the Medical Association of South 
Africa (British Medical Association). The large number 
of representative guests, including many notable figures 
in the scientific world of Capetown, were received by Mr. 
T. Lindsay Sandes (president of the Cape Western Branch 
of the Medical Association) and Mrs. Sandes, and by 
Professor W. A. Jolly (president of the Royal Society of 
South Africa) and Mrs. Jolly. Professor Jolly, who is a 
past-president of the Cape Western Branch of the Medical 
Association and at the present time one of its vice- 
presidents, gave a short but concise account of the activities 
of the Royal Society since its inception in 1877, under the 
name of the South African Philosophical Society. Mr. 
Sandes depicted similarly the growth of the British Medical 
Association from its birth up to the present time. A 
musical programme and a dramatic reading were followed 
by the presentation of a British drama in the Russian 
manner, entitled ‘‘ Love Lies Bleeding,’’ staged by the 
Play Reading Circle of the University of Capetown. 


Mental Deficiency. 

On May 10th, when the Lower House in Committee of 
Supply discussed the estimates of the Department of the 
Interior, the necessity for dealing with the Union’s in- 
creasing number of mental deficients came in for serious 
consideration. The subject arose in connexion with 
immigration. An Opposition member drew the attention 
of the Government to the importance of the problems 
to be considered in determining the character of the 
future population. It was pointed out that international 
conferences on immigration held largely in Europe and 
sometimes under the aegis of the League of Nations were 
rather overbalanced by emigrant-exporting countries, 
which were most concerned with keeping an open door for 
the less desirable inhabitants of the overcrowded territories. 
South Africa’s aim should be to build up a nation of 
citizens of a type best qualified to maintain white 
civilization in that part of the world. Another Opposition 
member thought that the time had arrived when the 
immigration laws should provide not only for the exclusion 
of undesirables, but for the introduction of people of a 
type suitable to the conditions of the country. The chief 
ingredients of the European population were of northern 
stock, and they should introduce people more likely to 
assimilate with the existing stock than was at present 
being done. They wanted producers who would make 
their homes in the waste spaces rather than the present 
stream of unproductive small traders. Following naturally 
on a discussion of the need for preventing the deterioration 
of the European stock in South Africa by the immigration 
of undesirables, came a debate on methods of dealing 
with mental defectives. Mr. Alexander (Constitutional 
Democrat) considered that the rate at which the mentally 
deficient population was increasing was becoming a very 
serious problem. There ought to be no difficulty in 
South Africa in legislating against the marriage of 
persons declared mentally deficient; a better procedure 
was sterilization, about which advanced views were held 
in some other countries. The Rev. Dr. van der Merwe, 


a Nationalist, declared that the Government had never 
yet tackled in a practical manner the problem of dealing 
with mentally deficient children. At least 1 per cent. 
of the school-going children of the Union fell within that 
category. Special provision should be made for such 
children. Their educative laws demanded that all children 
between certain ages must go to school, but such abnormal 
children were exempt, and they often grew up without 
any sort of training whatever, least of all that sort of 
education which would keep them out of the criminal 
ranks. He estimated the number of such children in the 
Union at 3,500. The Minister should make an _ early 
start in the provision of education by appointing specially 
trained men to look after such children. The Minister for 
Public Health said that a great deal of work was necessary 
on behalf of the normal children of the country before 
the Government could think of spending more money on 
abnormal children. The definitely deficient child (in 
contrast with the backward child ’’) fell under the 
Mental Disorders Act, and was sufficiently provided for 
by two institutions. Intelligence testing was being done 
gratis by university professors. A grant of £4,000 had 
been made by the Carnegie Trust to investigate the ‘‘ poor 
white ’’ problem, including the relationship between mental 
deficiency and poverty. 


Medical Golf. 

Present-day interest in the royal and ancient game is 
reflected in the activity of the golf section of the Cape 
Western Branch of the Medical Association of Sonth 
Africa (British Medical Association), which has now a 
membership of- between thirty and forty. An attractive 
programme has been arranged for the current year, in- 
cluding matches against the dental surgeons, the united 
banks, the journalists, the insurance companies, the ladies, 
the university, the Bar, and the navy. Matches are 
played usually on the third Wednesday of each month 
on the various courses of the peninsula. The annual com- 
petition for the Jones-Phillipson cup was held on July 
1lth over the course of the Royal Cape Golf Club at 
Wynberg, and resulted in a win for Dr. C. W. Comrie- 
Sharp, the runner-up being Professor A, W. Falconer. 
The winner, whose first success it is in this competition, 
is an ardent golfer, and is at present captain of the 
Metropolitan Golf Club. Much of the credit for the 
present enthusiasm of the medical golf section is due 
to Mr. C. E. Jones-Phillipson, who, as honorary secretary, 
has done much to reawaken interest among medicafgolfers. 


Scotland. 


Aberdeen Royal Infirmary. 
Tue Prince of Wakes, accompanied by his brother, the 
Duke of Gloucester, visited Aberdeen on August 28th for 
the purpose ef laying the foundation stone of the new 
Aberdeen Royal Infirmary at Foresterhill. An address 
presented to the Prince stated that the history of the 
Aberdeen Royal Infirmary went back over a period of 
200 years, and that the present building had served its 
generation well, but was no longer adequate to the needs 
of the times, as its situation was in a noisy and crowded 
area of the city. The cost of the new infirmary would be 
£400,000, and nearly the whole of this sum had already 
been raised by the freewill offerings of the people. The 
address continued that the new Royal Infirmary would 
be merely a part, although an essential and important 
part, of a large scheme which had as its ultimate object the 
concentration of the principal medical services of the city 
around one site. The originator of this scheme was 
Emeritus Professor Matthew Hay, for many years medical 
officer for the city. One of the chief advantages, it was 
pointed out, would be the concentration in the task of 
healing of the best and most experienced professional skill 
in the city of Aberdeen, thus giving a new impetus to the 
teaching work of the medical school. The Prince of Wales, 
before laying the foundation stone, expressed the convic- 
tion that the whole sum required would be speedily raised, 
and said that the joint hospital scheme appealed to the 
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imagination by the many advantages, such as economy in 
administration and equipment, which would be obtained 
when all the units were on one site, 


Dunfermline Hospital Extension Scheme. 

His Royal Highness the Duke of York, accompanied by 
the Duchess, visited Dunfermline on August 11th, and 
laid the foundation stone of the new extension to the 
Dunfermline and West Fife Hospital. The freedom of 
the burgh was conferred upon the Duke and Duchess, who 
thereafter proceeded to the hospital for the opening cere- 
mony. Mr. H. M. Brownlie, chairman of the board of 
management, who presided, and who was agcompanied by 
Dr. Tuke, Dr. Fleming, and Dr. Cairncross of the medical 
staff, said that more accommodation had been required 
in the hospital for many years, and contributions to the 
extension fund now amounted to over £31,000, so that 
the managers ‘hoped that when the time arrived to open 
the extension it would be possible to say that it was free 
from debt. The Duke of York said that they were all 
ecmpelled to keep a watchful eye on expenditure at the 
present time and were no longer, unhappily, able to indulge 
each and every generous impulse, but he was certain that 
the claims of a local hospital upon the community for 
whose benefit it existed were strong enough not to be 
ignored. He expressed the hope that the example of 
those who had already contributed would be followed by 
others, and that the Dunfermline and West Fife, Hospital 
would have many years of useful service. The hospital 
Was originally opened in August, 1894, with 16 beds and 
a staff consisting of a matron and two nurses. In less 
than six months 4 more beds had to be added. Notwith- 
standing frequent subsequent extensions, the shortage of 
accommodaticn continted, and in the summer of 125 it 
was definitely decided to utilize the present site and 
adjoining properties for extension. The purchase price 
of Priory House and grounds, in the immediate neigh- 
tourhood, was presented by Mr. James D. Spence, and 
plans for the extension were prepared. These provide 
for two new wards, each of 21 beds, an additional operating 
theatre, an out-patient department with special out- 
patient operating theatre, a bacteriological department, 
new kitchen and laundry accommodation, and a new heating 
system. A department for electricai and orthopaedic 
treatment will also be provided, the equipment having 
already been promised, while the neighbouring Priory 


House will be refitted as a residence for nurses. The } 


estimated cost of the extensions is £50,000. 


Dundee Royal Asylum. 

The 108th annual report of the directors of the Dundee 
Royal Asylum, dealing with the year ending June, 1928, 
has been issued. The ‘medical officer, Dr. A. B. Dalgetty, 
draws attention to the fact that the past year was note- 
worthy as the first in the history of the asylum in 
which the number of voluntary admissions exceeded those 
admitted under certificate, the figures standing in the ratio 
of 70 to 20 per cent. Of 88 patients under treatment 
during the year, 14 were discharged and 7 died. Of those 
discharged 8 had recovered and 5 were relieved, while 
of the 7 patients who had died 4 were over 70 vears of 
age. The financial statement of the institution showed an 
excess of income over expenditure of £968. 


England and ales. 


The Royal Westminster Ophthalmic Hospital. 
Tue new Royal Westminster Ophthalmic Hospital, which 
has been under construction since November, 1926, 
was opened for the admission of in-patients on September 
3rd. It replaces the old hospital in King William Street, 
Strand, where the work of the institution was carried on 
for ninety-five years out of the 116 years of its existence. 
Situated in Broad Street, Holborn, near New Oxford 
Street and Shaftesbury Avenue, where it is easily access- 
ible from all parts of London, the new building is regarded 
as one of the finest of its kind in the United Kingdom. 
The out-patient and casualty departments, opened at 


Easter, occupy the whole of the ground floor, and provide 
facilities for treating 500 patients daily. Fourteen single 
private wards, which are intended to meet the needs of 
those who cannot afford the expense of private nursing 
home accommodation but are ineligible for the ordinary 
wards of the hospital, will be available in the autumn. 
The new building has been designed to furnish the rapid 
and prompt treatment so often necessary in eye diseases 
or accident. It has cost almost £100,000, exclusive of the 
freehold site, the total expenditure being about £150,000. 
Nearly two-thirds of this has been met by the response to 
a public appeal and from the proceeds of the sale of the 
old site. The hospital is recognized by the University 
of London as a place of study for the M.S. degree in 
ophthalmology; instruction classes for the D.O.M.S. re- 
commence next month in the fine new theatres and 
laboratories. 
Cremation in England. 

The Cremation Society of England has issued a pamphlet, 
No. xxxiv of its Transactions, containing the report of 
the council for 1927, an account of the proceedings at 
the annual meeting last March, a review of the movement 
in Europe, and the papers on cremation read by Drs. H. T. 
Herring and Preston King at a sessional meeting of the 
Royal Sanitary Institute at Bath in May, 1927. It appears 
from the report that during the last year 3,266 cremations 
were carried out in Great Britain, as compared with 2,877 
in 1926, an increase of 13.52 per cent. A new crematorium 
has been erected at Bristol, while others are being provided 
in Ipswich, Nottingham, and Guernsey; the question of 
making such provision is receiving attention at Stoke-on- 
Trent, Blackpool, Edinburgh, Bournemouth, Southampton, 
Portsmouth, Brighton, and Islington. The Births and 
Deaths Registration Act, 1926, made necessary various 
amendments to the existing regulations, and it is stated 
in the report that the Home Secretary is revising the 
statutory rules and orders made under the Cremation Act. 
It is hoped that many of the serious disabilities which 
militate against cremation will be removed. Reference to 
this question was made in the Journal of April 23rd, 1€27 
(p. 770), when the view was expressed that the existing 
requirements “are very stringent, possibly even over- 
stringent if cremation is to be preferred and encouraged 
as a public health measure to replace burial.’’ At the 
annual meeting a communication from Sir Thomas Horder 
was read suggesting that for the more rapid extension of 
the practice of cremation they must perhaps look to the 
poorer classes of the community. Sir Thomas Horder 
remarked that legal requirements added both to the 
expense and to the formality of this mode of burial, and 
that it ought to be possible to provide for effective certifica- 
tion in a modified form under the national health insur- 
ance scheme. It was obvious that if cremation followed 
ovly 10 per cent. of the deaths in this country the cost 
could be reduced very much below that of the commonest 
form of burial. Professor A. Bostock Hill, who presided 
at the opening of the meeting, emphasized the importance 
of educating the public, and commented on the desirability 
of a return to the old idea of the church and the church- 
yard being the centre of village life. At present many or 
most of the village churchyards were full and had been 
closed, while new cemeteries had to be opened at heavy cost. 
If they could give each community a crematorium, he 
suggested, then the people might return, not to burial, but 
to the disposal of the remains of the dead in the church- 
yard. Another speaker quoted a letter, written by a repre- 
sentative of the Minister of Health, in which it was 
stated that the interment of an urn containing cremated 
remains was permissible in any churchyard in England 
and Wales which had been closed by Order in Council. 
The report states that in Germany, where 45,758 persons 
were cremated in 1927, there was no uniform law, 
each State prescribing its own requirements. The offices 
of the Cremation Society of England and of the Golders 
Green and Woking crematoriums, it may be added, have 
been removed to 23, Nottingham Place, London, W.1. 
Life membership of the society is obtainable by payment 
of 5 guineas, or six consecutive annual subscriptions of 
1 guinea. This provides for cremation at any British 
crematorium without fea 
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After-Care of Mentally Def:ctive Children in Birmingham. 
An interesting account of the present position of the 
ex-pupils of the Birmingham Special Schools for Mental 
Defectives is given in the report of the After-Care Sub- 
committee for 1927. Statistics have been compiled relating 
to 4,301 persons, some of whom are now over 40 years old 
and left school nearly thirty years. ago. The total includes 
2,501 males, of whom 1,108 were doing remunerative work, 
and 1,800 females, of whom 587 were doing equally well; 
the average wages of the males were 3ls. 3d. per week, 
and of the females 20s. 7d. In some cases, however, 
earnings were small, while others were considerably above 
the average. Of the remaining cases 280 have been 
excluded from special schools through mental or physical 
disability ; 667 are living at home and doing no paid work 
(this includes a number of employable girls on household 
duties in their own homes); 178 have been transferred to 
ordinary schools; 597 are in institutions; and several have 
been: lost sight of through removals. Inquiries are con- 
ducted from time to time into the family histories of ex- 
pupils of special schools who are known to have married. 
The most recent investigation covered 284 families, into 
which 514 children had been born; in 165 cases the father, 
and in 119 cases the mother, had been certified as mentally 
deficient, Particulars relating to the sex of the children 
show, so far as they go, that with one parent mentally 
deficient relatively more infants of the other sex have been 
born. Most of the children are still too young. to allow 
any accurate diagnosis to be made of their mentality, 344 


being under the age of 5. Of the 170 children over 5, 115 | 


are known to be attending ordinary elementary schools, 
while thirty-nine are 5 years old only, and the reports do 
not indicate what school, if any, they are attending. Five 
attend special schools for the mentally defective, and one 
has been excluded from such a school; two are at a colony 
for defectives, three in other institutions, and five are at 
work. Among children under the age of 5 years, five are 
reported to be subnormal. It has been noted that the 
tendency is for the deficiency of the parent to emerge with 
more frequency in the children of the opposite sex. 


Dairying Research at Reading. 

In the report for 1927 of the National Institute for 
Research in Dairying, which is associated with the 
University of Reading, attention is again called to the 
difficulty experienced in securing adequate funds. An 
application for assistance from the Empire Marketing 
Board was granted, but the Ministry of Agriculture has 
been unable to respond to a request for funds for capital 
expenditure or to hold out any hope of an increase in the 
annual grant for maintenance. It is added that if no way 
out of this latter difficulty can be found some of the 
research institutions which have been started will be 
seriously handicapped. Discussing the need for further 
developments of the work of the Institute, it is suggested 
that the first step necessary is the appointment of a physio- 
logist to study the problems of milk secretion, continuing 
this work from the point to which it has been brought by 
the existing staff. Increased accommodation at the farm 
extended laboratory facilities, and alterations to facilitate 
experiments with dairy appliances are also regarded as 
immediately necessary. Meantime much work in progress 
at the Institute is of direct importance to the dairying 
industry ; investigations are being conducted of conditions 
necessary for the efficient use of a milking machine, and 
the study of the cause of ‘ oily” milk. Experiments have 
also been made with a view to increasing the vitamin 
content of milk in winter, and in the effect of pasteuriza- 
tion upon milk infected with tubercle bacilli. 


Harrow Mothers’ Hostel. 

The report of the Harrow, Wealdstone, and District 
War Memorial Maternity Hostel for the year ended 
March 3lst states that in the period under review there 
were 138 patients, the average weekly cost of each being 
£5 3s. 11d., or £5 12s. 7d. if allowance be made for repairs 
and renewals to the hostel. The average amount paid 
weekly by patients was £3 2s.; 17 paid from 15s. to 
£1 10s., and 29 from £5 to £5 5s. a week, weekly payments 


by the remainder ranging between these amounts. It 
should be noted that the 17 patients mentioned as paying 
small amounts were nominated by the urban district 
councils of Harrow and Wealdstone, each of which makes 
a grant to the hostel and has the right to nominate ‘a 
certain number of cases at special fees. Owing to the 
increased number of local applicants for admission an 
agreement which gave the Middlesex County Council the 
right to nominate certain cases from other areas has been 
terminated. The need for extended accommodation has 
become still more apparent and, while the question of 
building has been deferred pending changes in the district 
boundaries, a suitable site has been secure& and a reserve 
and development fund is being built up. In her report 
the visiting medical officer, Dr. Frances Huxley, states 
that of the 138 patients confined during the year 113 were 
admitted from the antenatal clinic, after regular attend- 
ance there, and 25 were under the care of their own doctors, 
Medical help was needed to aid delivery in seven cases, 
and for complications after delivery in eight other cases; 
three babies were stillborn, and two survived only a few 
hours after birth. Commenting on the increasing desire 
for admission to the hostel Dr. Huxley remarks: “ It is 
not nearly large enough. Patients are beginning to apply 
so early for admission, lest they should miss their chance, 
that I have sometimes difficulty in determining whether 
they are going to have a baby or not!” 


Ireland. 


Resignation of Dr. E. C. Thompson 

Dr. E. C. Tuompson, who has been surgeon of Tyrone 
County Hospital, Omagh, for more than fifty-three years, 
has tendered his resignation following the death of his wife. 
The chairman of the Committee of Management of the 
Tyrone County Council on August 21st expressed sympathy 
with Dr. Thompson in his bereavement, and paid on 
eloquent tribute to his work in the hospital. A resolution 
was carried recording the high appreciation of the council 
of Dr. Thompson’s long and faithful service, and. his 
medical colleagues in Ulster have joined whole-heartedly in 
the tribute. Dr. Thompson succeeded his father in this 
appointment, so that the post has been held by the family 
for ninety-five years. He was a familiar figure at Jocal 
medical meetings, and was for many years vice-president 
of the Ulster Branch and chairman of the Tyrone Division, 
for the formation of which he was largely responsible. 
Before the establishment of the Free State he was well 
known in Dublin medical circles, and as a staunch champion 
of the privileges of the profession carries with hima in his 
retirement the good wishes of its members in both Northern 
and Southern Ireland. He was a candidate for the 
Parliamentary representation of Tyrone on more than 
one occasion, 4nd sat as a Constitutional Nationalist from 
1899 to 1906, when he took an active part in advocating 
the necessity for proper housing accommodation. 


Queen’s Institute of District Nursing. / 

Following the establishment of two governments for 
Northern and Southern Ireland, the question of the control 
of the Queen’s Institute of District Nursing in Ireland 
gave rise for some time to considerable discussion. It has 
now been decided to form an independent executive com- 
mittee for Northern Ireland in the belief that the area 
will thus be better served than if it remained under the 
council in Dublin. Under the new arrangement the North 
and the South will each have an autonomous executive 
committee, with its own trustees and its own training 
centre. It has, however, been decided by the London 
Council that, in the interests of nursing as a whole, it 
will be better to retain the Irish Council, on which the 
whole country will be represented in proportion to popula- 
tion. The duties of this All-Ireland Council will, it +18 


stated, be purely formal, but the principle of unity in 
nursing, even if only in name, has been insisted on by the 
headquarters of the institute. 
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Hospital Provision in Wicklow. 

Dr. Raverty, medical officer for Bray, has written to the 
Wicklow County Board of Health stating that a serious 
position as regards hospital accommodation is likely to 
arise in the near future, and urging that the matter be 
investigated at once. He said the establishment of a 
sanatorium at St. Columeille’s for cases of pulmonary 
tuberculosis would be a menace to the lives and health 
of the people of the locality, and that the hospital arrange- 
ments proposed would be utterly unsuited to, and inade- 
quate for, the requirements of the sick poor. A resolution 
was passed requesting the responsible Minister to take steps 
to see that the arrangements made for the treatment of 
the sick poor in St. Columcille’s Hospital for Rathdown 
No. 2 Area by that board with the former Rathdown 
Guardians are continued, or, if this is not feasible, to 
arrange for their treatment in their own area, since the 
cancelling of the original arrangements would seriously 
affect the poor of the district, and alterations could not 

. be made without heavy expenditure being incurred. 


Correspondence. 


TONSILLECTOMY AND REMOVAL OF ADENOIDS. 

Sir,—The discussion on the selection of the anaesthetic 
for the removal of tonsils and adenoids tempts me to refer 
to the practice I adopted soon after the department for 
diseases of the throat was established at Guy’s Hospital in 
1884. Having removed adenoids as early as 1880, when 
chloroform was the only anaesthetic used for children, 
one found that not only was there anxiety, but the time 
occupied—especially in recovery—was incompatible with 
out-patient work. With the rapid increase in the number 
of cases, amounting in a few years to 300 per annum, it 
became necessary to devise a method of inducing anaes- 
thesia which would fulfil four conditions: a minimum of 
risk; rapid induction of complete anaesthesia; its main- 
tenance after cessation of inhalation during the deliberate 
removal of tonsils and adenoids; and the speedy recovery 
of the patient. 

The late Matthew Corner of Poplar, who will be remem- 
bered as a wise and experienced general practitioner, as 


well as surgeon to the Poplar Hospital, called me to a : 


case of hepatic abscess. Observing that he was about to 
administer ether, and, from my experience at Guy’s, expect- 


ing the induction would take some time, I was leisurely 


preparing my instruments when, within five minutes, came 
his summons, ‘‘ Ready.’”? It was amazing. Mr. Corner, 
who had used Clover’s inhaler of a new and convenient 
pattern, gave me a few hints as to its use.. I bought the 
apparatus next day, took it to the hospital, and perfected 
myself in its use until without fail L could obtain com- 
plete relaxation in children within five minutes, and in 
nearly all adults. One of my colleagues, Dr. Lancaster, 
learned the method, and we combined in the out-patient 
department, with the result that four minutes sufficed 
for the induction; this gave four minutes’ complete anaes- 
thesia for the operation, and without total abolition of 
the throat reflex. This is time enough for anyone practised 
in the guillotine, and, moreover, allows for the separate 
curetting of Rosenmuller’s fossa. 

Taking the operations at Guy’s over a period of twenty 
years and those in private a moderate estimate gives about 
4,0C0 cases. 

‘troublesome haemorrhage, and that was a private case, 
a boy aged 8. : 

Recognizing the danger of chloroform, especially in the 
hands of the occasional administrator, 1 always took 
Clover’s apparatus and a supply of ether to cases in private 
when the general practitioner was to be the administrator, 
and in this way introduced the method to many practi- 
tioners, the best of whom adopted it. With a little prac- 


tice complete anaesthesia can be obtained for other short 
proceedings such as tooth extractions, rectal examinations, 
reduction of dislocations, etc. 

Ethyl chloride, even given by special anaesthetists, did 


There was no fatality and only one case of' 


not, in my experience, allow sufficient time tor clearing 
Rosenmuller’s fossa or for curetting the remaining portion 
of tonsil when this was so large as likely to give rise 
to trouble. This drug also seemed to me to be attended 
with a risk which was unnecessary. I admit that in the 
‘*team work ”’ described by the writers of the article in 
the Journal of July 28th (p. 149), the risk in their hands is 
reduced toa minimum. In clearing Rosenmuller’s fossa the 
most efficient instrument is that introduced by Mr. Golding 
Bird, the first of the post-nasal curettes (Guy’s Hospital 
Reports, 1881, p. 446). While the tip of the forefinger 
protects the Eustachian tube the fossa can be effectually 
cleared of growth. Unless this is done Eustachian catarrh 
is liable to persist, and that complete recovery of hearing 
which should follow the operation may not be secured. 

The objections raised to Clover’s inhaler have no real 
foundation, provided it is properly used and the rubber 
bag cleansed with hot water after each administration. 
There should be no cyanosis, and though there is more 
bleeding than with chloroform it is never excessive or 
harmful. The re-breathing of the air is another objection, 
and this is fully met by admitting fresh air from time to 
time. The practice of employing gas or ethyl chloride before 
ether has, in my experience, led to delay, and prevented 
the quick and easy induction obtained with ether alone, 
while the preliminary employment of chloroform or A.C.E. 
was always a cause of anxiety. In making this statement 
I may add that in private and in hospital the administra- 
tors have been amongst the leading anaesthetists of the 
day. 

When once the right use of Clover’s inhaler has been 
understood the practitioner has in his hands a means of 
producing anaesthesia for a few minutes or for any required 
period, and with complete freedom from anxiety. The 
fatalities that have attended this operation—and_ there 
have been many—have almost invariably occurred when 
chloroform has been employed. I have felt compelled when 
my advice has been asked as to the necessity of an opera- 
tion to consent on condition that ether be employed. This 
is not the occasion to discuss the operation itself, though 
on several points raised in the discussion I should like to 
remark. It would also occupy too much space to describe 
the special points in the use of Clover’s inhaler.—I am, 
etc., 


London, Aug. 24th. Cuarters J. SyMonpDs. 


DISEASES OF THE CORONARY ARTERIES. 

‘Srr,—I am much interested in the instructive article on 
the abeve subject by Dr. George A. Allan in your issue of 
August 11th (p. 232). I would have expressed my indebted- 
ness to him sooner, but when he was conveying his cardiac 
message south I was enjoying a holiday in Scotland, which 
was, from a health point of view, much better for my 
coronary arteries than a dissipation in Cardiff. Since 
then I have been waiting patiently and fruitlessly for the 
flood of light which he anticipated would clear up the 
opacities of this obscure subject. 

Nearly fifty years ago Dr. Mitchell Bruce sent me a 
German paper showing that in dilatation of the thoracic 
aorta thé expansion chiefly took place in the direction of 
the greater curvature. Dr. Bruce suggested that I might 
try to find out the cause of this undoubted fact; I soon did 
so, at least to my own satisfaction. At the time I was 
working on the effects of overwork on the heart and aorta, 
and I had already published a paper on the subject in 
the Edinburgh Medical Journal, 1876. 

I found that this dilatation was due to longitudinal 
straining of the arteries owing toa great disparity between 
the systolic and diastolic pressures—which is now known 
as pulse pressure, a term very commonly used by many 
who have no knowledge of its cause or value. This dilata- 
tion was then very common in German beer drinkers. The 
low percentage of alcohol was quite sufficient to keep the 
peripheral vessels dilated, while the huge quantity of beer 
drunk kept the whole vascular system over-repleted, and 
this. was necessarily associated with dilatation of the 
heart’s cavities. The brunt of the large output from the 
left ventricle was thrown against the greater curvature, 
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the systolic pressure was raised, and thus resulted longi- 
tudinal and to a less extent lateral straining. The outflow 
was large and rapid, and consequently at the end of the 
cardiac systole there was a rapid fall in the arterial 
pressure, I have often shown that the velocity of the 


blood in the arteries, apart from the pulse wave, depends. 


on the difference between the systolic and _ diastolic 
pressures—the maximum and the mean. This high and 
rather intermittent pressure led to degenerative changes 
in the deeper layers of the intima, with fatty or athero- 
matous deposits. When there was excessive quantity of 
lime in the blood it was at first deposited in the ‘athero- 
matous patches as a calcium soap, and afterwards the 
fatty acid was replaced by phosphoric and carbonic acids. 
Hence there followed calcareous degeneration which fre- 


quently involved the mouths of the coronary arteries, 
and the large vessels arising from the greater curvature. 


This longitudinal straining with subsequent atheromatous 
degeneration affected the large superficial coronary 
arteries, and the large vessels at the base of the brain, 
while the terminal branches embedded in the cardiac 
muscle might be quite normal, and even the cardiac muscle 
red and healthy until a late stage when myocardial 
degeneration set in. There is very seldom any cerebral 


haemorrhage in these cases, as the patients usually die 
from cardiac failure with fall in the blood pressure. Longi-. 
tudinal straining is also present in a very marked degree 


in aortic incompetency. On the other hand, in cases of 
arterio-sclerosis with high lateral pressure, such as occurs 
in granular kidneys, there very frequently occurs rupture 
of a small artery into the internal capsule. In many of 
these cases the small coronary branches become involved 
and lead to myocardial degeneration and subsequent heart 
failure. 

Many of the symptoms attributed to the coronary arteries 
are really due to the myocardium, and many of the cock- 
sure diagnoses are not established on the post-mortem 
table. 

The subject of treatment is very interesting; remedial 
measures may be very successful if the heart and aorta 
are dealt with before any very advanced lesions have 
developed.—I am, etc., 


London, S.W., Aug. 25th. James Barr, 


THE DIAGNOSIS OF CORONARY THROMBOSIS. 

Sir,—Dr. G. A. Allan (August llth, p. 232) gives 
statistics which show that in at least 37 per cent. of 
necropsies coronary lesions are found; from the evidence of 
fibrosis half of these may have had coronary occlusion. If, 
therefore, one person in six has at some time some slight 
occlusion of the coronary arteries, we must all be meeting 
this frequently and not recognizing it, but labelling it 
something else. Clinical examinations for some years have 
convinced me that coronary thrombosis is common, and 
Dr. Allan’s statistics fortunately add another link to the 
chain of confirmation. Many patients in whom we have 
been diagnosing angina, pseudo-angina, cardiac dilatation, 
and myocarditis are really suffering from pericarditis; we 
do not recognize it because we. have not been trained to 
look out for the signs and symptoms of an increase of fluid 
in the pericardium. Since I have learnt in the last few 
years to recognize these signs, I have found that in 
persons over middle age a pericarditis of this type is quite 
common ; I am seldom without a case under treatment, and 
Ihave labelled them ‘‘ coronary thrombosis.’’ By far the 
greater number recover, as, from Dr. Allan’s statistics, they 
must have done in the past under another name, but an 
accurate diagnosis probably will lead to a better prognosis. 

‘Taking Dr. Allan’s classification, 1 give the approximate 
number of cases in which I have made the diagnosis: 

(1) Sudden death. I have had three probable cases of coronary 


thrombosis, though I had only one examination, and there the 
suggestive patch was not examined microscopically. 

(2) Death in a few hours. or days. Of two cases in one there 
were gradually increasing signs’ for sixteen hours, and the peri- 
cardial sac was enlarging the whole time. The second patient 
was improving and getting more comfortable, but thirty-six hours 
from the onset had a cup of tea, and in less than ten minutes 
was found dead without having made a sound, evidently a second 


(3) Continual myocardial insufficiency with death in weeks or 
months. One of my two cases was shown at the necropsy to have 
been due to gumma of the heart; the specimen is now in the 
Pathological Museum at Cambridge. ‘ 


Of Dr. Allan’s classifications (4), (5), and (6), the milder 
cases, I should class all mine together, since all the patients 
spent, sometimes unwillingly, at least three weeks in bed. 
Of these I have had from thirty to forty, and all have 
recovered, apparently no worse for the adventure, though 
this is probably due to taking more care of themselves. 


The first case in which I diagnosed the complaint was that of a 
man, aged 75, in September, 1924. His illness began with sudden 
pain in the chest, gradually increasing fluid in the pericardium, and 
fever; from the persistence of pain he was probably the most ill 
of those who recovered, but he has continued to carry on his 
business as a building contractor, and I have found him in the last 
few weeks shovelling gravel, quite unnecessarily. He has only 
been careful not to get breathless. But the great majority walk 
in to see me, with gradually increasing atiginoid symptoms, which 
at once suggest a cardiac examination. in this week two have 
come in. One complained of continual chest uneasiness, and had 
to stop three times on the way up to get ease; he was 77, and 
had never had heart symptoms before. The other suffered from 
chest uneasiness which would not let him sleep, because he could 
not lie on the usual side; he was 67, and had for some months 
shown undue breathlessness. 


Cases such as these are frequently seen by all of us, yet 
both had a swollen pericardial sac which increased day by 


day; one has now lost his uneasiness and is recovering, 


the other is probably at the zenith. 

The chief symptom is chest pain, and this, or at least 
some uneasiness, is continuous; it may get worse with 
exertion, but the consciousness of it is always present. 
The sternum is the main point, sometimes to the left 
shoulder or the pit of the stomach, but the sternum can 
always be found to be the centre. There is always evidence 
of an increase of fluid in the pericardium. It is on this 
that the diagnosis rests. It can be found almost at once, 
increases for the first few days, then remains stationary, 
and slowly disappears in about three weeks from the 
beginning. A friction sound I have only heard occasionally, 
and, I am inclined to think, in the stage of recovery. The 
heart sounds are muffled, especially in the recumbent 
position; in the first day or so they are plainer when 
upright. The blood pressure is lowered, and with recovery 
returns to the patient’s normal. In only the severe cases 
is there fever. In my patients in Class (2) the first had 
it, the second not; in Class (3) both patients had fever for 
the first few days. Of those who recovered, only my first 
patient mentioned previously had fever for a few days; 
the mild cases are apyrexial throughout. But the main 
point in diagnosis is the increase of pericardial fluid; it 
may be found by light percussion, though I prefer to trust 
to auscultatory percussion, and here the right border of 
the heart’s dullness is the important point. At the second 
rib it will be a very little outside the right border of the 


sternum, but the distance from the sternum gradually 


increases with each rib, till, in a bad case, it may reach 
the nipple, or be an inch inside it in a mild one. The left 
border of the heart will be an inch outside the nipple, 
but the slanting right line is the important finding.” It 
has only to be looked for in the right way. I have always 
been able to get colleagues to find it and to detect it in 
other cases which I have confirmed. 

In one case Sir Humphry Rolleston, in consultation, agreed 


with my findings and conclusions. That patient, a retired medical- 


man, has recovered, can play his round of golf, and since his 
attack over a year ago has been free from angina, though before 
I saw him he had been diagnosed by a well-known specialist as 
suffering from this condition. In the attack his blood pressure 
was around 105, but has got back to 130. 
When recovery has occurred the -right line of the heart’s 
dullness will be parallel with the right border of the 
sternum and close to it; on the left it will be found about 


the nipple. The principal point in treatment is, of course, ~ 
rest in bed; for drugs I pin my faith to opium, with a. 


grain or two of potassium iodide. The mildest case will 
have 5 minims of tinct. opii three times a day; in the next 
stage, every four hours; and in more severe cases the dose 
is further increased. Vaso-dilators in the early cases were 
of no help, and with the natural lowering of the blood 
pressure I now never even think of them. But a mustard 
plaster over the precordium till the skin remains reddened 
is probably of real use; it is certainly’ grateful to the 
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patient, except in the mildest cases. After the attack, for 
prophylaxis, I firmly believe in potassium iodide, and 
1 think it does these arterio-sclerotic patients good. It is 
taken for one week in the month, and to aid the memory 
the first day in each month is the day to begin the 
medicine. 

The technique of auscultatory percussion is to place the 
stethoscope about the middle of the organ to be mapped 
out and gently tap with the tip of the finger from the 
stethoscope outwards; over the organ the note remains the 
same, but directly one taps beyond it the note alters. 
Practice is necessary, and perhaps, though I am not sure, 
a ‘‘ musical ear.’’? Besides practice the only caution 
1 would give is not to percuss along but across a rib, for 
the rib will give its own note. There will be no difficulty 
in defining the size of the heart in the so-called 
emphysematous chest. The spleen may be found with a 
certainty that is not always attainable by palpation. In 
a case diagnosed as a huge spleen, by this method I found 
a normal spleen and a tumour arising from the pelvis, for 
the notes were distinctly different. My finding was sub- 
sequently confirmed at operation. Fluid in the chest can be 
diagnosed with certainty, for the note alters at the upper 
limit, while the uncovered lung has the same note right up 
to the apex. It is interesting that the note of fluid in 
the chest is conveyed over to the opposite side; Grocco’s 
triangle is exactly marked out at the upper limit, so that 
the swollen pleuritic sac does actually bulge on to the 
other side. The shape of the stomach and its alteration 
from the recumbent to the standing position can be mapped 
out like an «z-ray picture. The spleen and the liver will 
be found larger than in the cadaver, and the upper limit 
of the liver dullness is always an astonishment. 

1 am sure no one will regret the time given to practice 
when he has obtained a working acquaintance with 
auscultatory percussion, but this will not come quite easily 
or at once. It is worth learning if only to confirm ordinary 
percussion and give to it a certainty which is denied to 
most of us in all cases.—I am, etc., 


W. R. Grove, M.D., 
Honorary Medical Officer, Huntingdon 


August 18th. County Hospital. 


HERMAPHRODITISM. 

Sir,—The interesting account of a case of tubular 
partial hermaphroditism of the external type recorded by 
Mr. Harold Hartley and his discussion thereon (British 
Medical Journal, August 25th, p. 342) raise two impor- 
tant questions—namely, what is the legal definition of 
sex, and what should be the social upbringing of the 
person affected ? 

I have always been under the impression that the sex 
of a person depends in law on the nature of the gonad, 
and in my book The Sex Complex I have discussed the 
difficulties of this position, which become accentuated 
when there is an ovitestis. I should be glad to learn what 
is the authoritative legal ruling on this matter at the 
present time. 

With regard to the upbringing of a partial hermaphro- 
dite, Mr. Hartley rightly states that most British medical 
authorities have advised that the subject should always 
he reared as a boy, owing to the greater frequency with 
which the gonad is of the male type (see Neugebauer’s 
Hermaphroditismus). I have, however, recorded! four 
similar cases of tubular partial hermaphroditism of the 
external type, seen by me within the space of a few 
months, in all of which there were ovaries. 

Mr. Hartley further states that I have not accepted the 
above doctrine, and have advised that the sex of the 
individual should be assessed according to the character 
of the external genitalia, and that the person should be 
brought up accordingly. This statement does not expound 
my views quite correctly. 

All tubular partial hermaphrodites have secondary 
characteristics, both physical and psychical, of a sex-type 
opposite to that of the gonad, and usually (but not in the 
very rare internal tubular type) external genitals in con- 


formity with the general secondary characteristics. I have 
therefore recommended that partial hermaphrodites should 
be brought up in accordance with the predominance of the 
secondary characteristics, and this will usually mean 
according to the appearance of the external genitalia—a 
fortunate circumstance, for the general secondary charac- 
teristics may not be pronounced in childhood. Where, 
however, there is simply a hypertrophied phallus associated 
with ovaries the case may require different consideration.? 

It must be remembered that when the external genitalia 
resemble the male type the external genital folds are 
rarely united, so there is no penile urethra or scrotum, 
and care must be taken to exclude hypospadias in the 
male in such cases. When feminine the external genitals 
are true to type, and in these circumstances the secondary 
characteristics correspond, and, as in Mr. Hartley’s case, 
the person is always regarded as a woman. I have known 
more than one happily married. 

Operative intervention to alleviate the disability present 
is a matter for serious consideration in many cases, but 
I cannot here enter into this aspect of the problem. Those 
who are interested, and find this brief discussion incom- 
plete, will glean further information from the references 
given. It is a highly important matter from the legal 
point of view in regard to inheritance and marriage, and 
it is one to which forensic authorities should turn their 
attention in the light of modern knowledge.—I am, etc., 


Liverpool, Aug. 31st. W. Briar Bett. 


THE CURSE OF NOISE, 

Srr,—I am convinced that the majority of motorists—he 
they drivers of motor cars, motor cycles, or heavy motor 
vehicles—never knowingly use their horns or drive noisily 
when passing hospitals, infirmaries, and nursing homés, 
but in many cases the stranger is quite unaware of the 
purpose of the buildings adjacent to the road upon which 
he or she is proceeding. 

The Automobile Association has erected tens of thousands 
of road signs specifying the nature of unseen dangers, in 
particular schools, cross-roads, dangerous corners, concealed 
turnings, level crossings, etc., leaving it to the good sense 
of the motorist who is strange to the district to drive in 
the expectation that children, cross traffic, or closed gates 

be encountered. 

If, however, there is a general demand on the part of 
institutions tending the sick and convalescent for the 
erection of signs, [ shall be pleased if those in charge 
will communicate with me, when I will arrange for an 
inspection to be made. As more signs of this type are 
provided and erected, appeals will be issued to all motorists 
to refrain from disturbing patients by unnecessary use of 
the horn or noisy driving.—I am, etc., 

Srenson Cooker, 


Fanum House, New Coventry Secretary, Automobile Association, 


Street, W.1, Aug. 28th. 


SEA-SICKNESS. 

Sim,—In a letter on sea-sickness (August 25th, p. 357) 
Dr. Blair says he “ is surprised that no one has mentioned 
the respiratory disturbance associated with this malady.” 

In my student days in the early eighties a correspondent 
in one of the medical papers suggested as a cause of sea- 
sickness the disturbance of the respiratory centre caused 
by irregular respiration due to the pitching of the vessel, 
a disturbance which affected the adjacent vomiting centre. 
To test this the writer said that on a voyage from Tasmania 
to Australia he had taken a number of the passengers 
who were notoriously ‘‘ bad sailors ’’ up into the bows of 
the vessel (where the pitching would be more felt), and 
had induced them to breathe regularly by the raising and 
lowering of his hands about eighteen times a minute; the 
experiment was successful in that most, if not all, of them 
got through without any sickness. 

I remembered the suggestion some years later when I was 
crossing from Southampton to Jersey one very rough night; 


1 Amer. Journ, Obstet.,“1925, x, 778. 


2 Amer, Journ, Obstet., 1925, x, 778. 
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feeling the onset of sickness, the concentration of my 
attention on maintaining a regular respiration served 
me well. 

On another occasion I was in a small yacht in the North 
Sea with three other amateurs. It became rough, and 
there was difficulty in managing the boat. To my dismay, 
the one of the four who knew more about sailing than any 
of us had to retire to the cabin and leave us to manage the 
boat as best we could, because he was beginning to -feel 
sick. Again I remembered the suggestion, and 1 per- 
suaded him to breathe regularly to the raising and lowering 
of my hands. After ten minutes or a quarter of an hour 
he said: ‘‘ Thank you; 1 feel better. I will lie down again, 
and I think I shall soon be all right.’’ But presently he 
came back to me and said that he felt the sickness coming 
on again; would I set him breathing once more? With 
that his trouble passed off entirely, and he was able to take 
his share in managing the boat. 

Dr. Blair may like to know that his suggestion has been 
tried and found to be effective.—I am, etc., 


Tunbridge Wells, Aug. 27th. Arnotp C. INGLE. 


Sim,—I venture to think that an experience of my own 
may perhaps throw some light on the cause of sea-sickness 
in certain cases. 

About two years ago [ paid a visit to America. I had 
never before been on the sea for more than thirty hours, 
and was glad to find that I was not sea-sick on the out- 
ward journey, although the boat rolled 30 degrees or more. 
I quite expected to be immune on the return voyage. 

About the second morning out, after an early bath, 
I went to the gymnasium for the customary “ table ”’ of 
exercises before breakfast. The gymnasium felt very 
hot (it most likely was so), and I felt myself perspiring 
about the face, which was unusual. It was only when 
returning to my cabin and feeling sick that I realized, 
and with considerable surprise, that I was in for sea- 
sickness. 

Some of the usually alleged causes, although no doubt 
operative in some cases, can, I think, be excluded in mine. 
Visual impressions can hardly have had anything to do 
with the matter as the gymnasium commanded no view 
of the outer world. The movements of the exercises were 
so violent that any motions of the semicircular canals due 
to the rolling of the ship would form but a small part of 
the whole, and would probably be negligible. I think 
suggestion may be ruled out on this occasion on subjective 
grounds, although it might well act on any future occasion. 

There is, however, one very important difference between 
a man on shore and the same man on a ship, which 
would be described by physicists as the difference between 
** accelerated ’? and ‘‘ unaccelerated ’’ frames of reference 
—a rolling ship being a good example of the former and 
the solid earth the very best instance (to us humans) of 
the latter. As to this being a possible cause of sea-sickness 
I would refer to the work of Sir C. Sherrington on the 
sympathetic control of voluntary muscle; he pointed out 
that over and above all other controls there existed a 
sympathetic nerve mechanism, the function of which was 
to maintain a “normal” or “ world right side up” 
posture. The co-ordinations of this mechanism suited to 
a stable earth would not function correctly on a rolling 
ship or in an earthquake. As we all know, conscious 
balancing is made use of on such occasions; but, under- 
neath all conscious action, the unconscious mechanism will 
be doing its best to deal with the disorderly crowd of 
sensory impulses coming in from the skin, muscles, joints, 
and semicircular canals, and it will be greatly overworked. 

I do not know what would be the result of that con- 
tinued strain, but wonder whether it might not cause 
sufficient disturbance of related systems, both sympathetic 
and cerebral, to evoke the disorders of action and feeling 
that are called “ sea-sickness.”’ 


If this is so, the recovery from sickness would corre- . 


spond to the re-education of the sympathetic mechanism 
so that it could effect co-ordinations suitable to a moving 
base.”’—I am, etc., 


J. B. Parrirr. 


Reading, Aug. 26th. 


TREATMENT OF PUERPERAL SEPTICAEMIA. 

Sir,—In the year 1925 the death rate recorded in 
England and Wales from puerperal septicaemia was equal 
to 1.56 per 1,000 births, and in 1926 1.69. In Ipswich the 
puerperal septicaemia death rates were 2.81 and 1.30 
respectively. Thus, the local mortality experience was 
rather worse than that of the country as a whole. 

For many years cases of puerperal septicaemia have 
been admitted into the Ipswich Isolation Hospital. The 
results of treatment were not good, because only a small 
number of the very worst cases were received as a last 
resort, with, in consequence, a very high mortality experi- 
ence. Since the war a greater number of cases have been 
admitted to the hospital, and during recent years a deter- 
mined effort has been made to unearth the actual cases 
and secure hospital treatment. As a result, between 1919 
and 1924 inclusive, 23 patients with all types of puerperal 
sepsis were admitted, of whom 8 died, a case mortality of 
54.78 per cent. 

Between the beginning of 1925 and the moment of 
writing 27 cases of puerperal sepsis have been admitted, 
with one death, a case mortality of 3.7 per cent. The type 
of case during the last period was much the same as that 
of the earlier; in other words, type was not the factor 
determining the mortality experience. In both periods 
certain procedures were common, such as the sitting-up 
position for drainage purposes, the systematic use of 
enemata, the administration of drugs, such as quinine and 
pituitrin, to promote uterine contraction, vaginal douches 
as indicated, and the injection, as deemed advisable, of 
doses of 30 to 40 c.cm. of antistreptococcal serum. 

The sole difference between the two groups of cases lies 
in the fact that, in the series treated since 1925, collosol 
argentum has been given intravenously—in adequate dosage 
as the results would appear to indicate. In the first series 
collosol argentum was given intravenously in a few cases, 
but in doses too small to be effective. 1 have come to the 
conclusion that the dose should be not less than 15 c.cm., 
and probably not more than 25 c.cm., as doses of 20 ¢.cm. 
have, on occasion, produced rigors. It is difficult to believe 
that a dosage sufficient to produce a rigor can be without 
risk. These doses should be repeated daily for four or five 
days, should the fever last so long, but in my series the 
only case in which the temperature remained up over five 
days was the one subsequently proving fatal. 

In the limits of a brief statement such as this it is 
impossible to discuss the way in which the colloidal silver 
may act; but, in my opinion, a case has been made out 
suggesting that, in intravenous doses such as have been 
indicated, the remedy is well worthy of investigation, not 
only in puerperal sepsis, but in other septicaemic condi- 
tions. The drug, so far as my experience goes, is without 
injurious effects either generally or locally. If there is 
any local disturbance it is transient and can be dis- 
regarded. In this respect collosol argentum has very con- 
siderable advantages indeed over drugs such as mercuro- 
chrome. Lastly, | would emphasize that the drug must 
be given intratenously.—I am, ete., 

A. M. N. Prineve, M.B., C.M., D.P.H., 


Medical Officer of Health and Superintendent, Isolation 


August 4th. Hospital, Ipswich. 


LATERAL RADIOGRAPHY OF THE URINARY 
TRACT. 

Sim,—The paper on ‘‘ The diagnosis of ureteric calculi” 
by Professor Fullerton, published in your issue of August 
25th (p. 327), would appear to raise an immediate question 
concerning the most accurate method of localizing and 
confirming the nature of doubtful shadows in the urinary 
tract. 

Professor Fullerton, in introducing the technicalities of 
radiological examinations, stated that the subject was a 
large one and could not be embraced in the compass of his 
paper. I venture to suggest, however, that the omission of 
some mention of lateral radiography of the urinary tract 
was a grave one, and that its exclusion in favour of 
stereoscopic radiography was unfortunate and misleading. 
Radiological examinations, are becoming an integral part of 
the clinical procedure adopted in investigating a patient 
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presenting symptoms of urinary dysfunction, and one feels 
that every effort must be made to insist upon a routine 
in the methods employed by the radiologist in presenting 
his contribution to the picture. Stereoscopy must neces- 
sarily place the localization of doubtful shadows almost 
entirely in the hands of the radiologist and make his opinion 
an omnipotent, one; it is not always possible to convince 
another that the eyes could not have been deceived, and 
the difficulties of recording an impression are obvious. The 
technical errors which can arise in carrying out stereo- 
scopic 2-ray examinations are well known to those who 
have had considerable experience in localization. 

While admitting the value of stereoscopy in selected 
cases, I believe that very much more accurate and con- 
vincing information can be gained by obtaining right and 
left lateral radiograms of the whole urinary tract; under 
modern conditions a lateral radiogram of the lower portion 
of the ureter presents little difficulty. By means of a 
lateral series of films the site of urinary shadows can be 
demonstrated and permanently recorded, and the subse- 
quent pyelography or ureterography be undertaken, when 
necessary, Without fear of injury to the patient’s skin by 
an accumulative erythema dose. 

Lateral radiography appears to have been-sadly neglected 
in the past, and I think it must be agreed that its inclusion 
in pyelographic examinations as well as ordinary a-ray 
examinations of the urinary tract is of great importance.— 
I am, ete., 


London, W.1, Aug. 25th. E. J. H. Rorn. 


THE ALLEGED HIGH FERTILITY OF JEWS. 

Sin,—In the report on August 18th (p. 310) of the dis- 
cussion on the falling birth rate, held in the Section of 
Medical Socielogy of the Annual Meeting of the British 
Medical Association, Dr. Letitia Fairfield is stated to have 
referred to the high fertility among Jews. 

The contention that Jews are a prolific race is being made 
repeatedly, though all the facts point to the contrary. It 
is true that Jews have the injunction to ‘‘ increase and 
multiply and replenish the earth,’’ and that Biblical history 
records that in Egypt *‘ the children of Israel were fruitful, 
and increased abundantly, and multiplied and waxed exceed- 
ingly mighty and the land was filled with them.’’ It is also 
true, if Biblical statistics are to be accepted at their face 
value—that the 70 souls that migrated with Jacob increased 
in the space of 430 years to about 3,000,000 (603,550 males 
“from 20 years and upwards, all that were able to go 
forth to war in Israel ’’). 

But Biblical commands and statistics are no criteria of 
conditions obtaining in modern days. The fertility of the 
Jews was probably high during the beginning of the last 
century, but towards the latter part conditions had changed 
enormously. With the political emancipation of the Jews 
in Western Europe, a great weakening of religious fervour 
occurred, with a consequent disregard of Biblical injunc- 
tions. The Jewish birth rate declined rapidly, and in many 
places fell much below that obtaining among the non-Jewish 
communities, as can be seen from the following table," 
which refers to the period at the beginning of the present 
century. 

Births per 1,000 Population. 


Jews. Non-Jews. 
Berlin (1905) 25.5 
Frankfort-on-Main (1905) a 29.1 
Prague (1901) 31.3 
Bavaria (1906) 36.0 
Prussia (1908) des 33.0 


The decline in the birth rate in most European countries, 
which is engaging so much attention, is thus not only 
seen among Jews—but is found amcng them in a most 
accentuated form. To what extent the birth rate among 
Jews can fall is also seen from the following comparison 
for Vienna.? 

Birth Rates in Vienna. 


Jews. Non-Jews, 
1900 a 21.7 
1923 


' Fishberg, M.: The Jews, p. 229, 
2 Mitteilugen des Bundesamtes fiir statistik: Wien. 


It is also worth noting that during the past two years the 
number of deaths in Vienna Jewry has exceeded that of 
births. 

The state of affairs in London can only be judged on 
indirect evidence since, unfortunately, there is no denomina- 
tional census in England. It appears that, coutrary to con- 
ditions seen in other Western countries, the birth rate 
among Jews in London was actually rising towards the end 
of the last century* (this was probably due to the heavy 
immigration at that time into London of poverty-stricken 
Jews from Eastern Europe). But since then the birth rate 
among Jews in London has not only been declining, but 
doing so to a greater extent than the rate among non- 
Jews, as can be seen from the fact that in Stepney, where 
the Jews are crowded together, the fall in the birth rate 
has been more marked than in comparable districts of 


London. This is shown by the following table.* 
Birth Rate por 1,000 Population. 
Stepney. Poplar. Southwark, London. 


It is thus seen that, far from leading with the highest 

birth rate, the decline in the birth rate in Stepney has 
been greater than for London as a whole—52 per cent. 
against 44. 
_ As against the fact that the rate for Stepney is higher 
than that of London as a whole (18.3 as against 16.1) 
must be set the fact that Stepney harbours the poor among 
the Jews, so that when the presumably lower. birth rate 
of the wealthier Jews is considered, it must be concluded 
that while the birth rate among poor Jews is lower than 
among the comparable non-Jewish population, the birth rate 
among Jews as a whole is as low, and probably lower, than 
that of London as a whole. : 

It is not necessary to labour the point. The figures for 
London are in agreement with those of other centres in 
showing that the declining birth rate is presenting an even 
more acute problem to Jewry than to other communities. 
There is certainly no justification for speaking of a high 
fertility among Jews: that is now a thing of the past. 

I am obliged to Mr. D. Tcherniakoff, B.Sc., the secretary 
of the Jewish Health Organization of Great Britain, for 
some of the data in this letter.—I am, etc., 


M. Sovrasky, M.D., F.R.C.S.Ed. 
London, W.1, Aug. 19th. 


RESULTS OF TREATMENT OF UTERINE CANCER. 

Srr,—On returning from abroad my attention has been 
called to a letter by Mr. Victor Bonney in the British 
Medical Journal of July 21st (p. 128). In it he takes 
exception to certain figures quoted in the first report of 
the Cancer Research Committee of the London Association 
of the Medical Women’s Federation. As I was largely 
responsible for these figures perhaps you will allow me to 
reply. 

The report was compiled in the spring of 1925, and was 
in the press before Mr. Bonney’s 1926 paper was published. 
The figures quoted are substantially the same as _ those 
produced by Mr. Bonney in his paper in the British 
Medical Journal, 1921, vol. ii, p. 1105, and agree with the 
results recorded in Berkeley and Bonney’s Gynaecological 


Surgery, second edition, p. 401. Mr. Bonney subjects his 


figures to many minor deductions and variations. We 
regret that we did not include the complete bibliography, 
but only gave the reference to his most recent publication. 

Apart from the lessened operative mortality to which we 
referred, the most recent results given by Mr. Bonney, and 
based on a larger number of cases, are practically identical 
with those given in his earlier papers. The figures we 
quote make his results appear even slightly better than 
those which he now claims are correct. 

It would appear from Mr. Bonney’s figures that for 
‘manv years surgeons have been unable to improve 
materially the results obtained in the treatment of this 
disease. Our report was an attempt to compare the 
surgical results in cancer of the cervix with those which 


~ 3 Royal Commission on Alien Immigration; Minutes of Evidence ; 3967. 
4 Annual Reports of the Registrar-General. 
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had already been obtained with radium, notwithstanding 

the inadequate technique and dosage so often used.—l 

am, etc., : 
E. Hvurpon, 

The Cancer Research Committee, London Association 


August 29th. of the Medical Women’s Federation. 


IONIZATION FOR NON-SUPPURATIVE OTITIS. 

Sir,—I read with much interest your review of the work 
of Drs. Landry and Franquet of Rheims on the effect of 
ionization in non-suppurative otitis. I have, for the past 
eight or nine years, used and advocated this method as 
part of the routine followed by me in cases of middle-ear 


‘deafness, excluding otosclerosis. Certain selected mixed 


cases have, however, also had the same treatment. The 
clinical results obtained led one to the belief that the drug 
passed to the desired site and produced the expected result 
of reabsorption. It is of the utmost importance that the 
experiments recently carried out at Rheims appear 
to confirm this view. My best results have so far been 
obtained with potassium iodide and sodium chloride.— 
I an, etc., 


Bath, Aug. 25th. H. Norman Barnett. 


PRESTON HALL TUBERCULOSIS SETTLEMENT. 
Sir,—In your review of the British Legion Village 
Settlement report (August 25th, p. 354) ‘‘ according to 
newspaper accounts over 50 per cent. of the settlers will be 
thrown out of employment,” as a result of the fire which 
occurred here on August 12th. This is far from represent- 
ing the true state of affairs, for, actually, not a man has 
lost one hour’s work. It is gratifying also to report that 
as a result of improvization in workshops and machinery, 
goods were actually delivered in the open market ii less 
than seventy-two hours from the time of the outbreak of 
the fire.—I am, etce., 
J. B. McDoveatt, 


Aylesford, Aug. 27th. Medical Director. 


Obituary. 


THE LATE LADY OSLER. 
THere must be few women who have enjoyed a wider 
reputation amongst members of the profession than the 
late Lady Osler. This was due, in great part, to the fact 
that she was the wife of the late Regius Professor of 
Medicine at Oxford. Apart from this, however, she had a 
personality of her own which was most attractive, and 
many from far and near: have been the recipients of her 
hospitality. Indeed, during Sir William Osler’s lifetime, 
her duties as a hostess were often so exacting as to impose 
a serious strain on her physical resources. It may not be 
amiss to recall some of her other activities and to place 
on record some of the virtues that endeared her to her 
many friends and acquaintances. Begotten of a stock 
illustrious in the history of America, Grace Revere was the 
great-granddaughter of Paul Revere, whose memorable 
ride was immortalized by the gifted pen of Longfellow. 


. He was a remarkable man in other ways—an engraver of 


wide repute, a craftsman of great skill in the working of 
silver and other metals, an accomplishment which laid the 
foundation of a prosperous career. As a young woman 
Grace Revere married Professor S. W. Gross of the 
Jefferson Medical College, Philadelphia, whose father at 


_ that time was America’s most distinguished surgeon. As a 


young wife she acted as hostess to her father-in-law’s 
numerous guests, and early acquired that grace and charm 
of manner which subsequently became such an attractive 


' feature of her personality. Left a widow, she married in 


1892 Dr. William Osler, then the most brilliant and accom- 
plished physician in the United States. In the spring of 
1905 she came to Oxford with her husband, who had been 
appointed Regius Professor of Medicine. Ever since she 
has identified herself with the interests of Oxford and its 
medical school. As Sir William Qsler’s wife she shared 
in all his responsibilities. It was an ideal partnership. 
As his widow she was eminently successful in carrying on 


the traditions he had left. Of a nature most generous 
and bountiful, she spared no pains to befriend the afflicted, 
and during the early years of the war she was most helpful, 
for, through her influence in America, she was the means 
of obtaining large sums of money to succour the wounded 
and relieve those sorely stricken. Her sympathy was very 
real with those in sorrow, for she, too, had suffered by the 
loss of her only son. Her interests were in later years 
centred in the welfare of the Radcliffe Infirmary, of which 
she was a member of the board of management. One 
of the duties of which she was most proud was her appoint- 
ment as a trustee to the Ewelme Charities. This enabled 
her, after the death of Sir William, to retain her 
association with the old-world village and its pictur- 
esque almshouses. So, too, the Regius Professor’s connexion 
with Christ Church was responsible for her devoted in- 
terest in the Christ Church Mission. : 

It was largely due to Lady Osler’s personality that her 
home in Norham Gardens became one of the social centres 
of Oxford. There one would meet men of world-wide 
reputation side by side with the youngest ‘‘ fresher,” 
who had come to present his letter of introduction to the 
big-hearted ‘* Regius’”’ and his lovable wife. There, too, 
she exercised a motherly care over many of the friendless 
lads who had been attracted by the lure of Oxford, amongst 
whom may be mentioned especially the American Rhodes 
scholars, who found a home when far from home. Her 
influence has done much to draw closer the bonds which 
link together the youth of kindred stock and tongue. Her 
dignified presence, her charm of address, and her sincerity 
of purpose, coupled with a tenderness essentially feminine, 
has ensured, amongst those who were privileged with her 
friendship, a memory ever fresh and desirable. This counts 
for much, and is, alas! all that is now left to us. ‘ 


Dr. Eaerton Cuartes Grey, who died suddenly from 
pneumonia on August 10th, had recently been engaged on 
research work for the League of Nations, and was formerly 
professor of chemistry at the University of Cairo. He was 
the second son of the late Colonel Arthur Grey, and was 
educated at Cambridge, where he was a member of 
Smmanuel College, proceeding with his medical studies at 
Guy’s Hospital, London. He obtained the diplomas 
M.R.C.S. and L.R.C.P. in 1918, graduating M.A.Cantab. 
and D.Sc.Lond. two years later. Previously he had 
served during the war as a subaltern with the Royal 
Fusiliers and had been wounded at Gallipoli. After being 
invalided from the army he later joined the R.N.V.R. 
as a surgeon probationer, and took part in the operations 
in the Black Sea. Subsequently, while Foulerton Student 
of the Royal Society, he was appointed professor of 
chemistry in the University of Cairo, then in process of 
formation; he was the first general secretary of this body, 
and for his services in Egypt received the Order of the 
Nile. Dr. Grey resigned his post in Cairo to undertake 
research work for the League of Nations on the food 
problems of Japan; the results of his investigations have 
only recently been published at Geneva. His scientific 
work was directed mainly to the study of the chemistry of 
fermentation, which was the subject of many of his 
numerous contributions to the Proceedings of the Royal 
Society. He was a member of the British Medical Associa- 
tion, in which his brother, Dr. F. Temple Grey, is 
prominent member of the Marylebone Division. A colleague 
writes: A great admirer of Pasteur, Dr. Egerton Grey’s 
work was distinguished by scrupulous accuracy and atten- 
tion to detail. A man of lofty mind, broad vision, and 
extraordinary generosity, he will be sorely missed by those 
whose privilege it was to know him. 


Dr. J. E. Moornovse, who died after a short illness om 
August 17th, at his residence in Stirling, was born in York- 
shire in 1869, and graduated in arts at St. Andrews, where 
he obtained the degrees M.A. and B.Sc. in 1889. He after- 
wards proceeded to Edinburgh and studied medicine, 
obtaining the degrees M.B., C.M. in 1892, and becoming 
M.D. in 1895. After holding an appointment as resident 
physician in the Royal Maternity and Simpson Memorial 
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Hospital at Edinburgh, he removed to Stirling; at the 
time of his death he had been in practice there for some 
thirty-six years. He was a medical referee under the 
Workmen’s Compensation Act, and until recently had held 
the appointment of surgeon to the Stirling Royal Infir- 
mary; he was also for a number of years medical officer 
to the troops stationed in Stirling Castle. In spite of the 
claims of a large practice, Dr. Moorhouse took a constant 
interest in scientific medical progress; he was a member of 
the Medico-Chirurgical Society of Edinburgh, and a Fellow 
of the Obstetrical Society, Edinburgh, and frequently 
attended their meetings. He was a member of the British 
Medical Association, and in 1906 was actively engaged with 
Dr. Buist in the compilation of-evidence from a questionary 
on Poor Law administration, which was sent to Scottish 
Poor Law officers. Dr. Moorhouse represented the Stirling 
Branch on the Central Council in 1914, 1915, and 1916. 
He was a man of kindly and sympathetic manner, much 
beloved by a large circle of friends and patients,’ by 
whom he will be greatly missed. He is survived by a 
widow and one daughter. 
Dr. James Moorhouse was one of those men who devote 
time and labour without stint to further the interests of 
our Association. For many years, it might be said, he was 
the Stirling Branch. Any knotty question of Association 
business or procedure which was referred to Mocrhouse 
was promptly cleared up. 
year or two, in the secretaryship of the Stirling Branch, it 
was a joy and despair to turn over his minutes; they were 
so exact, concise, and in such beautiful script—a model 
of what minutes should be. In addition to his business 
abilities Moorhouse was of the type of scholarly physician, 
happily by no means extinct, although less common, I 
think, than in former days. To him may be fitly applied 
the words of Ausonius: 
**Obtuli opem cunctis poscentibus artis inempiae, 
Officiumque meum cum pietate fuit,’’ 

which remain after the ‘‘ mountains of gold’ gained by 
some of the Roman court physicians have passed away. — 


We regret to announce the death of Dr. Mary Lavcn.ine 
McNeiz, which occurred at Jingha Hospital in East 
Africa on June 10th; for the past seven years she had 
heen engaged in medical work in association with Roman 
Catholic missions in Uganda. Her name will be remem- 
hered in connexion with the fine work rendered by the 
Scottish Women’s Hospital in Salonika during the war. 
Born in 1874 in Orkney, she was the eldest daughter of the 
late Rev. Daniel MeNeill, M.D., and, after studying in 
Germany and Switzerland, received her medical education 
at Queen Margaret College, Glasgow, graduating M.B., 
Ch.B. in 1905. She then commenced practice in Orkney, 
remaining there until 1914, when she went to Leicester to 
free her brother for service with the Royal Army Medical 
Corps. Two years later, after serving for a period as 
resident physician in the Leicester Fever Hospital, she 
joined tho staff of the Scottish Women’s Hospital in 
Salonika, proceeding thence to Belgrade in Serbia in 1919. 
Subsequently she went to Palestine to take up an appoint- 
ment as assistant medical officer to the Scottish Hospital 
at Tiberias, and later became medica! officer in charge of 
the Scottish Mission Hospital at Bhandara in India. In 
1921 she joined the Roman Catholic Church and was 
attached to the Catholic African Mission at Kampala, 
Uganda. Latterly she worked single-handed with three 
Franciscan sisters at a remote and isolated station at 
Kamali, Busoga, and was looking forward to coming home 
on leave in November. A colleague writes: Those who 
knew Dr. Mary MeNeill loved ber for her upright 
character, her unselfish life, her devotion to her family, 
and her loyalty as a colleague. The deep joy she took 
in living was a source of inspiration to her friends. 
She had a great interest in literature and art, and a 
marked gift for writing and for poetry. Dr. MeNeill 
never lost her youthful interest in people and places; she 
had travelled extensively and absorbed new ideas and made 
friends wherever she journeyed. The loss to her family is 
irreparable, and her passing has left a great gap in the 
hearts of her: friends. She might well have been called the 
“beloved physician,.’® 


A colleague, G. C. S., writes: . 


When I succeeded him, for a, 


We have to announce with regret that Khan Bahadur 
Dr. DosasHoy PEstons1 Cooper died at Surat on June 4th, 
at the advanced age of 93. He was educated at the 
Grant Medical College, Bombay, where he won the 


Carnac scholarship, and obtained the diploma of Graduate, 


of Grant Medical College in 1863, eleven years before 
the foundation of the University of Bombay. He was 
one of the band of practitioners whose pioneer work 
for Western medical science has stood the test of 
time and paved the way for the advancement of educa- 
tion in general and medicine in particular. He played 
a considerable part in public affairs, and served as a 
member of the borough council of Surat for an uninter- 
rupted period of nearly fifty years—from 1867 until 1910. 
He was a first-class honorary magistrate of Surat, a Fellow 


of the University of Bombay, honorary assistant surgeon 


to the Viceroy in 1885, and was awarded the Kaiser-i-Hind 
Silver Medal. At the beginning of his career Dr. Cooper 
was appointed medical officer to the Parekh Dispensary, 
Surat, at Nanpura. There he did much to popularize 
vaccination, and rendered yeoman services in obstetrical 
and gynaecological relief in the early days of the ignorant 
and superstitious native ‘“ dai.’”” He was the first presi- 
dent of the Surat Medical Association, founded in 1886, 
and in 1887 he was awarded the distinction of Khan 
Bahadur for his public services. He was probably the 
oldest Freemason in India at the time of his death, having, 
in 1871, joined the Lodge Rising Star, which was founded 
in 1844 by Dr. Barnes, under the auspices of the Grand 
Lodge of Scotland. Dr, Cooper leaves a large family of 
sons, several of whom have achieved distinction; Mr. 
Dhunjishaw Cooper is a sessions judge at Surat, Dr. 
Ardeshir Cooper was formerly sanitary commissioner for 
the Baroda State, and Dr. K. D. Cooper is chief medical 
officer to the Bombay Electric Supply and Tramways Com- 
pany. Sir Temulji B. Nariman, President of the College 
of Physicians and Surgeons, Bombay, writes: ‘‘ I had 
known the late Dr. D. P. Cooper from my college days— 
that is, from 1867. He rendered very valuable services 
to the city of Surat, both as a municipal councillor and 
as a practising physician, and his death will be greatly 
felt by both the poor and the rich of the city. He was 
a trusted Government servant, and once acted as civil 
surgeon, Surat, at a time when these posts were reserved 
solely for 1.M.S. men. I shall miss him both as a 
personal friend and trusted colleague in the university. 
He was a man of genial disposition and noble character, 
and of great professional ability, and gave freely of his time 
and advice to suffering humanity, by whom his memory 
will be highly cherished. Thus passes one of the original, 
oldest, noblest, and strongest representatives of Western 
medical science in India, the fruits of whose efforts are 
just beginning to be realized.” 


Dr. WakELIN Barratt Brownixe, who died 
suddenly on August 28th, in his 28th year, was a son of 
the late Samuel: Browning of Birmingham, and _ received 
his medical education at University College Hospital, 
London, obtaining the diplomas M.R.C.S. and L.R.C.P. in 
1925. Soon afterwards he contracted encephalitis lethar- 
gica while working for the M.B. degree of the University 
of London. His condition improved considerably for 
a period, and it had been hoped that he would eventually 
be able to resume his work. As a student he showed great 
promise, and his death has caused much regret among 
his friends, who, although he was of a retiring disposition, 
were numerous, 


We regret to announce the death, on July 2ist, at the 
age of 80, of Professor PanaGig Cawaptas, who occupied 
the chair of archaeology at Athens, and was an honorary 
member of the Section of the History of Medicine of the 
Royal Society of Medicine. He took an active part in the 
excavations of the Acropolis at Athens, and of the shrine 
of Asklepius at Epidauros, where he was working until 
shortly before his death. His son, Dr. Alexander Cawadias, 
is now in consulting practice in London. 
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MEDICAL NEWS. 


Tre 
Mrrical 


The Services. 


DEATHS IN THE SERVICES. 

Brevet Colonel Alfred Goodwyn Kay, R.A.M.C.(ret.), died 
at Lymington on July 9th, aged 74. He was born on May 16th, 
1854, and was educated at Edinburgh, where he graduated as 
M.B. and C.M. in 1879, after taking the L.R.C.S.Ed. in 1876. 
Entering the army as surgeon on February 5th, 1881, he became 
lieutenant-colonel after twenty years’ service, and retired on 
December 23rd, 1908. He served in the Egyptian campaign of 
1€82, receiving the medal, with the Khedive’s bronze star. 
From March, 1900, to November, 1902, he was on the staff of 
the Commander-in-Chief in India. After retirement he was 
employed as recruiting officer at Clifton, Bristol. He rejoined 

_ for service in the recent great war, when he was in charge of 
the Royal Victoria Hospital at Netley, and for his services 
received a brevet colonelcy on June 3rd, 1917. 

Lieut.-Colonel William Lloyd Reade, R.A.M.C.(ret.), died 
in London on June 30th, aged 69. He was born at Port- 
pee gee on February 21st, 1859. After taking the Edinburgh 
dcuble qualification in 1881, he entered the army as surgeon on 
July 30th of that year, attained the rank of lieutenant-colonel 
after twenty years’ service, and retired on August 14th, 1912. He 
was stationed at Hong-Kong in 1896 when the great pandemic 
outbreak of plague—which is still going on, more than thirty 

ears later—was imported into the colony from Southern China. 

e was employed on special duty combating the plague in 
Hong-Kong, and was afterwards transferred to India when the 
disease became virulent there, and employed as special plague 
officer at Poona during the years 1897-98. He served in the 
South African war of 1899-1902, receiving the Queen’s medal 
with three, and the King’s medal! with two, clasps. He was also 
re-employed from August 15th, 1915, during the recent great 
war. 

Lieut.-Colonel Francis Patrick Staples, R.A.M.C.(ret.), died 
at Strawberry Hill on July 11th. He was born at Bally 
Cogley, County Wexford, on December 14th, 1838, took the 
M.R.C.S. in 1860, and the L.K.Q.C.P. in the same year, 
subsequently becoming M.K.Q.C.P. in 1880. Entering the 
army as assista::t surgeon on April Ist, 1861, he reached the rank 
of brigade surveon on September 20th, 1887, and retired on 
February Ist, 1888. He served in the Hazara campaign on the 
North-West Frontier of India in 1868, receiving the frontier 
medal with a clasp. In 1879-80 he was assistant professor of 
military surgery in the Army Medical School at Netley. 
During the old regimental days he served as assistant surgeon 
in the 19th Foot, the Green Howards. 

Captain Leslie Graham Blackmore, R.A.M.C., died in a 
nursing home on July 2nd, aged 36. He was born on December 
26th, 1891, the younger son of Mr. and Mrs. Herbert Blackmore 
of Gloucester Gardens, Hyde Park. He took the M.R.C.S. and 
L.R.C.P.Lond. in January, 1917, and, joining the Special 
Reserve of the R.A.M.C. immediately after, was at once 
mobilized as a lieutenant in the R.A.M.C., became temporary 
captain on April Ist, 1919, and captain from August 5th, 1920. 
He served during the latter two years of the recent great war. 


Gnibersities and Colleges. 


UNIVERSITY OF LONDON. 
Lonpon (Royat FREE Hospitat.) SCHOOL OF MEDICINE 
FOR WOMEN. 

CounciL has awarded the following scholarships and bursaries 
for the session 1927-28:—St. Dunstan's Medical. Exhibition: 
Miss M. Louden. Isabel Thorne Scholarship: Miss M. Mayeur. 
Sir Owen Roberts Memorial Scholarship: Miss M. Tate. 
Mabel Sharman-Crawford Scholarship: Miss B. F. Goldsmith. 
Lieutenant Edmund Lewis (R.A.¥.) and Lieutenant Alan Lewis 
4) Memorial Scholarship: Miss B. F. Goldsmith. School 

ubilee Bursary: Miss N. I. Fanx. Alfred Langton Scholarship: 
Miss D. Woodman, M.Sc. Ellen Walker Bursary: Miss H. B. Burt. 
Flora Murray Bursary: Miss M. N. Lunn and Miss E. M. Newham 
(divided). Dr. Edith Pechey Phipson Post-graduate Scholarship: 
Miss Annie Price, M.B., Ch.B. 


SOCIETY OF APOTHUECARIES OF LONDON. 
Tu" following candidates have passed in the subjects indicated : 


SurGEry.—T. P. Collinson, H. B. Blaker, E. C. Gross, I. G. Hardinge, 
G. L. Johnson, C. K. McCoan, C. White. 

Mrpictnk.—T. A. Barnabas, C. M. Brooks, J. §. Pury, A. E. Gibbs, 
K. Girgis, I. G. Hardinge, H. H. Jackson G. lL. Johnson, H. C. John- 
gon. A H. Johnston, G. L. MeDermo‘t, M. T. Y. Selim, H. D. K. 
\rigt. 

Forrxstc MEDICINE.—N. Das, E. C. Gross, I. G. Hardinge, A. H. 
He inessy, G. Johnson, H. C. Johnson, K. R. Lundeberg, 
C. P. Mad len, S. M. Rahman, M. T. Y. elim, H. D. K. Wright. 

Mipwirrry.—C., M. Brovks, H. C. Clifford-Smith, W. A. A. Collington, 
J.P. Collinson, W. Crossley-Holland. L. P. Gregory, I. G. Hardinge, 
A. H. Hennessy, G. L. Johnson, H. C. Johnson, K. R. Lundeberg, 
R. Perkins, T. A. P. Proctor. 


The diploma of the Society has been granted to Messrs. 
Ii. 8. Blaker, H. C. Clifford-Smith, J. P. Collinson, I. G. Hardinge, 
A. Il. Hennessy, G. I.. Johnson, G. L. McDermott, S. M. Rahman, 
M. ‘I’. Y. Selim, avd H. D. K. Wriglit. 


Medical DHelws. 


TiTE annual dinner of past and present students of Kin7's 
College Hospital will be held at 7.30 p.m. at the Trocaders 
Restaurant, Piccadilly Circus, on Wednesday, October 3rd, 
Dr. B. R. Turner will be in the chair, and the dinner secre- 
taries are Dr. Ernest Playfair and Dr. H. A. Richards. 


IT is announced that the new laboratories of the Safety in 
Mines Research Board, upon which the Medical Research 
Council is represented, will be formally opened by the Prime 
Minister on October llth. The new station, which is situnted 
at Sheffield, will serve as a national centre for scientific 
research into problems bearing upon safety in coal mines, 
Funds for this and for other purposes connected with miners’ 
welfare are derived from a levy of ld. a ton on the output 
of all coal mines, imposed by the Mining Industry Act of 
19°90. The expenditure of this revenue is ves'cd in a 
statutory committee appointed by the Board of Trade, the 
Research Board advising this committee on the expenditure 
of any fund set aside foc research. 


A POST-GRADUATE course for medical practitioners of the 
district will be held by the members of the medical and 
surgical staff of Addenbrooke’s Hospital, Cambridge, from 
Tuesday, October 2nd, to Friday, October Sth. The course 
will begin at 2.30 p.m. and end at 4.30. Further particulars 
can be obtained from Dr. Aldren Wright, Cambridge. 


THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that from September 11th to October 
5th the Superintendent of the Belhlem Royal Hospital! will 
give a course of lecture-demonstrations in psychological 
medicine on Tuesdays and Saturdays at 11 a.m. From 
September 17th to 29th, the Westminster Hospital will 
provide an all-day course in medicine, surgery, and the 
specialties. An all day course in diseases of children at the 
Queen’s Hospital, an all-day course in orthopaedics provided 
by the staff at the Koyal National Orthopae tic Ho pital, and 
an afternoon course consisting of lecture-demonstrations 
at the Royal Eye Hospital, Southwark, all of a fortnight’s 
duration, also begin on September 17th. Copies of all 
syllabuses, and information regarding the genera! course at 
the hospitals affiliated to the Fellowship of Medicine, may be 
obtained from the secretary, 1, Wimpole Street, W.1. 


COMMENCING on September 17th a practical post-graduate 
course in methois of examination and diagnosis will be held 
at the Central London Throat, Nose, and Ear Hospital, Gray’s 
Inn Road, W.C.1. 

THE Ministry of Health has issued a circular (No. 903) 
to sanitary authorities in England and Wales stating that 
instances have been brought to the notice of the Minister of 
the failure of local authorities to ohserve in the distribution 
of poisonous liquid disinfectants the provisions ip regard to 
the shape and labelling of bottles made applicable to the 


and regulations, in view of the dancer attending the use 
for the distribution of disinfectants of receptacles, such as 
beer bottles, which ordinarily contain liquid intended for 
consumption. The Minister considers it desirable that the 
precautions taken in the sale of poisonous disinfectants 
should be observed also when they are distributed gratui- 
tously or otherwise by a local authority. It is the Minister’s 
view that in the public interest all poisonous disinfectants 
should be supplied only in containers distinguishable by 
touch from ordinary bottles, and that the containers should 
be labelled boldly in red with the words ‘ Disinfectant— 
Poison—Not to be Taken.” 

THE annual congress of the National Veterinary Medical 
Association was held at Newcastle-on-T'yne from Sept- 
ember Ist to 7th. Professor F. A. E. Crew discussed the 
nature of resistance to disease, and Professor RK. G. Linton 
dealt with the adulteration of foods as concerning animals. 
Mr. H. T. Matthews of the City o’ Liverpool Veterinary 
Department gave an address on the place of the veterinarian 
in public health. He emphasized the need for co-ordination 
of the medical, veterinary, and sanitary services in connexion 
with certain problems, notably in the control of meat and 
milk, suggesting that if veterinary officers were given 
authority to handle the existing machinery dealing with 
these products, they could eliminate much wastage and 
friction. He thought that the problem of tuberculosis in 
cows should be regarded in relation to the problem of animal 
disease as a whole, and urged the importance of preventive 
work among animals on a national scale, At the opening 
meeting a letter was read from the Prince of Wales in which 
he expressed his regret at being unable to attend the congress, 
and his appreciation, as an associate of the College of Veter- 
inary Surgeons, of the work of the association. The letter 
concluded: ‘I think that in the control of disease, and 


especially those forms which are communicable from animals 
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to man, the veterinary surgeon has a role to fill equally as 
important as that of the medical scientist, and that every 
encouragement is therefore necessary. I am sure an 
interchange of veterinary opinions with those of practical 
producers cannot. fail to be of benefit to the State generally.” 


THE Minister of Health in a circular (No. 921) to local. 
authorities calls attention to the fact. that the review on, 
September lst of Civil Service bonus is based on an average 
gost of living figure of 65; the bonus payable to officers 
whose salaries do not exceed £500 a year will, for the six 
months commencing on that date, be one-fourteenth less 
than that payable during the preceding six months. In the 
case of salaries over £500 a year the bonus will still be 
subject. to the special arrangements indicated in previous 
tirculars. It is pointed out that, in view of the decrease in 
the Civil Service bonus, it follows that the rauge within 
which bonus way be paid by local authorities to those of 
jheir officers whose remuneration is subject to the Minister’s | 
sanction is correspondingly reduced. . Officers whose rate of 
remuneration fcr non-manual employment falls to or below 


£250 a year as a result of the decrease in the bonus will 


become liable to compulsory insurance. 


THE Joint Advisory Committee on River Pollution, 


appointed by the Minister of Health and the Minister of 
Avriculture and Fisheries, has issued its first report, dealing 
wainly with the Jegal and administrative aspects of the 
question, and containing a brief survey of the relative 
legislation. Attention is drawn to the fact that under the 
law as it stands at present the Minister of Health, on the 
application of any county er county borough council through 
whose jurisdictiou a river passes, nray set up asivers board 
to control the whole length of the river and its tiibutaries so 
far as it is subject to the Rivers Pollution Prevention Act. 
The establishment of rivers boards would, it is suggested, be 
the first step towards the im;rovement of the coudition of 
many rivers. Among the members of the committee is Dr. 
H. Maclean Wilson, chief inspector of the West Riding of 
Yorkshire Rivers Board. The report is published by H.M. 
Stationery Office at the price of 2d. net. 


THE report for the quarter ended June 30th of the Home 
Service Ambulance Committce of the Order of St. John and 
the British Red Cross Society again refers to the extensive 
use inale of the committee’s vehicles in the transport of 
casualties due to road accidents. While there has been no 
diminution in the number of traffic accidents recorded the 
establishment of first-aid.stations on the roads has minimized 
the effects. ‘The task of the hospitals, it is claimed, has been 
lightened by the fact that an increasing number of patients 
brought in have already received skilled attention and have 
been carried in ambulances instead of being subjected to 


unskilful handling. Great difficulty has been experienced, 


especially in connexion with road accidents, in obtaining 
payment for the use of ambulances. The report suggests 
that motorists coming from London or other large towns 
where services are maintained by the municipalities do not 
realize that most of the ambulances in the country depend 
for upkeep on the moderate charges made for their use, 
supplemented by local voluntary subscriptions. 


THE eighth Congress of the Society for the Study of Diseases 
of Digestion and Metabolism will be held in the Colonial 
Institute at Amsterdam from September 12th to 14th, when 
the following papers, among others, will be read: physiology 
and pathology of hunger, by Professor Morgulis of Omaha; 
the theory of the action of insulin in diabetes, by Professor 
Schur of Vienna; treatment of diabetes with food poor in fat, 
by Professor Porges; relation between diseases of the intestine 
and blood, by Professors Morawitz of Leipzig aud Nordmann 
of Berlin; relations between diseases of the liver and blood, 
by Professor Schottmiller of Hamburg; and prevention of 
diagnostic and therapeutical errors in alimentary diseases, 
by Professors von Bergmann and Kuttner of Berlin and von 
Haberer of Diisseldorf. Further information can be obtained 
from the general secretary, Professor R. von den Velden, 
Bambergenstrasse, 40, Berlin, W.30. 


THe ninetieth Congress of the Society of German Natural 


-/Seience and Medicine will be held in the Zoological Garden 


at Hamburg from September 15th to 22nd. Tho medical 
programme is a very full one, all specialties. being repre- 
sented. ‘Lhe subscription for members of the scciety is 
2 marks, and for others 25 marks. 


THE twenty-eighth Congress of the French Association of 
Urology will be held in Paris under the presidency of 
Dr. Iselin, on October 9th, when there will be a discussion on 
Strictures of the ureter, introduced by Professor Duvergey 
of Bordeaux. Farther information can be obtained from 
D. O. Pastean, 13 Avenue de Villars, Paris VII. 


M. LOUCHEUR, has been. nominated. Minister of Hygiene in 
Succession to M. André Falliéres, who recently resigned. 


Letters, Notes, and Ansivers. 


All communications in regard to editorial business should . be 
addressed to The EDITOR, Sritish Medicat Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for. publication 
are understood to be offered to the British Mepicat 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication... : 


"Authors desiring REVRINTS of their articles published in the 


British Mepicat. Jourwa must communicate with the Financial 
Secretary aud Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of tlie British Medical Association 
and the Bririsu Mevicat Journat are MUSEUM 9861, GS62, 9863, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

of the Brrrisi Mepicat Journar, Aitialogy Westcent, 
andon. 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Mediscera Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, Edinburgh (telegrams : Assxociute, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS. 


CHRONIC GLOSSITIS. 

Mr. G. B. RicHArpson, F.R.C.S. (Peuzance), writes: In answer to 
“N. B.’s ”? query (August 25th, p. 362), [ would sucgest that, in 
the absence of definite evideuce—for example, negative Wasser- 
mann reaction—of causation, the condition be regarded as’ 
syphilitic, and that an intravenous injection of 0.45 gram of 
novarsenobillon be tried, followed by a dozen weekly 1 c.em. 
intramuscular injections of grey oil. What is the objection to 
a short course of mercury to anyone—infected by the spirochaete 
or not? It is an excellent tonic. 


VAGINISMUS. 

“C, A.” writes: I have a very obstinate case of vaginismus 
to deal with. The patient is a young woman of 23, married 
about two years, and so far coitus has been absolutely im- 
possible. She has seen a consultant surgeon, who agrees with 
-me that there is no local abnormality whatever. The vagina 
has twice been stretched under general anaesthesia without 
result. Any attempt at examination per vaginam has been 
impossible until anaesthesia was pushed to the surgical extent. 
Cocaine .suppositories were suggested, but it was impossible to 
insert one. Can any of your correspondents who may have had 
experience of similar cases suggest any method of dealing with 
such a condition ? Preguancy would probably cure it, but it is 
difficult to see how this could be brought about. 


MOUTH-BREATHING, 

“ ScHooL MEDICAL OFFICER ” writes: I should like advice in the 
cure of a child—a girl of 74 years—who is a mouth-breather. 
Is there any apparatus which will cure this bad habit? The 
child is of full intelligence; her adenoids were removed at the 
age of 33 vears for mouth-breathing without success, and at 
64 years tlhe nasopharynx was scraped again and tonsils, which 
were large, dissected out, but mouth-breathing persists. The 
palate is high, the mandible V-shaped, and the teeth are getting 
crowded and lack symmetry. There is no nasal obstruction, 
though the nares are small. Breathing exercises have been 
tried. I can get no help from any of the books I have read. 


IncoME TAX. 
Replacement of Motor Cycle; Use of Residence. 

“R.R. R.” bought a motor cycle“ chiefly for work ” in 1921 for 
£120. In 1925a car was bought and the cycle was used occasion- 
ally; in 1926 it was not used (not even licensed), and in 1927 it 
was sold for £10. ‘The inspector of taxes declines to make any 

_ allowance for replacement. The house comprises eight rooms; 
three are on the ground floor, one of which is used entirely for 
work and the other asa combined waiting room and dining room. 
He has been allowed.one-half of the rent and rates as for pro- 
fessional use, but the inspector now proposes to allow one-third 
only. 

*,* (1) Itis clear that the car was, in fact, bought and used 
in replacement of thecycle. We agree that no allowance can be 
given as in the year 1925, but are clearly of opinion that an 
allowance should be made as an expeuse of 1927 in the amount of 
(£120—£10-=) £110, less any proportion referable to private use. 
(2) The question with regard to the honse may be arguable. 

R, R. R.” might usefally consider whether the balance applic- 
able to private use—one-half or two-thirds—represents an 
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amount reasonable for the private accommodation retained, and 
might perhaps point out to the iuspector that some portion of 
the non-professional part of the house is used by the maid, who 
(presumably) devotes time to keeping the consulting room clean, 
attending to callers, etc., so that the two rooms downstairs are 
not the only ones affected. 


Deed of Partnership. 

“A. H. F.” took a partner as from September, 1927. He has 
supplied the.inspector of taxes. with certified accounts for the 
Practice, and. his accountant has now been asked a question 
** which he can answer only from the deed of partnership.”? Can 


A. H. F.” successfully: refuse to: produce: the deed for perusal | 


by his accountant,and, presumably, the inspector of taxes. 

*,* It should, perhaps, be remembered that the amount of 
tax payable by the firm is usually affected by the basis of division 
of the total earnings, and where that basis is complicated, or 
where the existence of a legal partuership may be in.doubt, it is, 
we understand, not uncommon for the deed to be produced as 
evidence. The inspector of taxes, however, has no legal right to 
demand its production. As “A. H. F.” evidently feels strongly 
ou the matter, he might inform his accountant that he is quite 
prepared to supply any information that may be relevant as to 
the terms of division of the firm’s earnings, but regards the deed 
asa private matter between his partner aud himself, and does 
not ptopose to produce it unless it is formally required by the 
Commissioners in process of appeal. 


Replacement of Car. 

“K. D.” bought a car in 1923, price £355, and in 1927 bought 
auother for £245, retaining the old car for family and holiday 
purposes. What can he claim ? 

*,* We think that “ K. D.” can properly claim that his 
newer car has been replaced, and can treat as a professional 
expense of the year 1927—thereby affecting his income tax 
liability for 1928-29—£245 less the sale value of the old car as at 
the date it was last used for professional purposes. But we 
have known cases where the authorities have objected to make 
such an allowance until the old car has been actually sold and 
ceased to be available for professional purposes—for example, 
in the event of the newer car being out of order. 


LETTERS, NOTES, ETC. 


TRAINING FOR THE D.P.H. 


Dr. T. N. KELYNACK (honorary secretary of the Royal Institute of 
Public Health) writes: The attention of my council has been 
drawn to a paragraph on page 416 in your Educational Number 
of September Ist, dealing with the training of candidates for the 
Diploma in Public Health in London. In this paragraph vou 
state by inference that the Royal Institute of Public Health will 
cease its training in this respect in October, 1929. Will you 
allow me to say that there is no foundation for such a statement, 
but on the contrary it is the council’s full intention to carry on 
the successful work which they have done in this direction for 
many years past. The council, having obtained statutory pro- 
visious for the registration of the Diploma in Public Health by 
the General Medical Council, the subsequent legislation by 
which medical officers of bealth were required to possess such a 
diploma, and the curriculum of study for such from the General 
Medical Council, by which uniformity in the value of the quali- 
cation was obtained, determined, in view of the inadequacy of 
the training in London for complying with the curriculum, to 
éstablish, laboratories, both bacteriological and chemical, and 
Jwovide the necessary training in other respects for such candi- 
dates. It is therefore most unlikely in any respect that they 
will abandon the useful and pioneer work which they have 
successfully undertaken for the past forty years. 


8 , A MODIFICATION OF THE LEISHMAN STAINING METHOD. 


Masor J. C. CHUKERBUTI, I.M.S., writes: The following is not 
suggested as an improvement on the original Leishman technique 
but as a.“ field method” for places where pure distilled water 
free from CO, is difficult to obtain. I publish it by the per- 
mission of the Director of Medical Services, India. ; 

(1) Select an inch of the most homogeneous portion of the 

» blood film. (2) Draw a perpendicular boundary line ou either 
side with a grease pencil, or, better, with a piece of ordinary 
candle, which is less expensive. (3) Pour as much freshly 

pecuenee Leishman stain as will cover the enclosed space and 

_ Jet it dry on the slide, preferably in the air or over a gentle 

_ distant flame. (4) Holding the slide with a pair of dressing 
forceps, dip it into methylated spirit kept in 2 wide-mouthed 
bottle always well corked and opened only at the time of use. 

_ Shake it well in the spirit until the film looks shining grayish 
pink. Too much decolorization will not entail restaining for 
malarial parasites, because, even if the white blood corpuscles 

_ have lost their nuclear staining the parasites retain some of their 
characteristics; too little decolorization may entail a residual 

“deposit. (5) Wash ina jet of tap water. (6) Blot immediately, 

is still present repeat (4), ) 


dry, and mount. If sediment 
gud (6). 


Perfectly clean homogeneously stained fields show malarj 
arasites in bold relief even in their earliest stage of evolution; 
"he nuclei of the white blood corpuscles are stained deep violet 
and the neutro, baso, and acidophilic granules are beautifull 
shown. Many hundred slides have been stained by this meth 
since October, 1927, when I first tried it; L hnuve not use 
distilled water since. I have further observed that methylate 
spirit used for decolorization does-not lose its fuel capacity 
it can be used for lighting primus stoves and burning in spi 


lamps. More than two hundred 1 in. x1/2 in. films can be effee Pr 
tively decolorized by dipping and shaking them iu four oune 
of methylated spirit until if loses-its effective decolorizin 
potency, but retains its fuel property intact. The colour of thi Two 
stained film will depend on the degree of purity-of the meth 
lated spirit, which sbould be of neutral reaction, ‘I'he. staining 
results are as follows: red blood cells—shades of greyish pink 1 
nuclei—deep violet or shades of violet; acidophile grauules—trei; ‘ 
basophile granules—deep violet; neutrophile granules—lilac; 
blood platelets—violet ; malarial parasites—shades of blue; 
chromatiu—ruby red. 
Ai 
BLoop FitmM EXAMINATION IN GENERAL PRACTICE. Ther 
Mr, A. J. FAtRLIE-CLARKE (Malvern) writes: A rough blood film™ and 
quigkly made and examined, is often of value to the general dise: 
practitioner in recognizing pneumonia, appendicitis, and other ng 
conditious, and may help him to diagnose doubtful cases, such a the 
whooping-cough, or to differentiate bacillary and coccal infee. 
tions. The following technique provides an efficient rough 
clinical method: A saturated solution, in tap water, is made ol | 
corrosive sublimate. ‘The dry“smears are soaked in this for 
ten minutes or longer and then well washed under the tap; the | 
fixes the blood to the glass. A saltspoonful of commercial 
methylene biue is put in a 40z. bottle, which is filled up with 
water from the tap.. This stain is filtered direct ou to the slide, 
on which it remains for about ten minutes. (A porcelain deve. 
loping dish makes a convenient sink anda small ointment pe T 
is a suitable stand for the slide.) The slide is next quickly 
washed in tap water, till most of the colour has gone; it is then und 
blotted and dried by waving in the air. For examination a dry abd 
1/6 in. lens is used, with a small substage diaphragm; closing of 
down the diaphragm is essential. Examining the slide in air 
simplifies technique, and allows eosinophils to be detected with § SY" 
out counterstaining; these cells ave clearly distinguishéble by To 
their mulberry contour and refractile granules, but are not so ofte 
recognizable when the film is mounted in balsam. By this I 
method the nuclei of the polymorphs show up well, and I believe 
that it is possible to make a reasonably accurate Arneth or poly- sho 
nuclear count, another very valuable aid to the general practi-§ to 
tioner. Finally, the discarded slide is boiled for a minute or two exp 
in a small vessel containing a thick mixture of soap and water, t 
rinsed in hot water, and dried ready to serve again. ‘I'wo oo 
useful accessories are a spreader for the biood smear, made the 
from a microscope slide, 1/16 in. being ground away (on a flat ren 
stone or emery wheel) at each corner of one end of this slide, cut 
at an angle of 45 degrees, and the truncated angles thus formed 
being grcund to steep knife edges, while the other accessory is ope 
a microscope lamp, made by cutting a round window ina exo 
a ig tin and suspending a frosted electric bulb from ] 
the lid. | 


PyYREXIA ASSOCIATED WITH B. PYOCYANEUS. 


Dr. R. F. Vere-HovGe (Woodford Green, Essex) writes: In view 
of the present prevalence of paratyphoid fever, 1 think it worth 
while to report the case of » young man, aged 21, taken ill on 
July lst with headache and extreme lethargy. ‘Three days later 
both symptoms persisted, the temperature ranged from 101° in 
the morning to 103° F. at night, and the pulse was slow. The 
fever continued for three weeks and then fell gradually, with 
diminishing evening rises; the pulse remained between 72 and 
90, the chart resembling that of a typhoid infection. At the end 
of the first aveek the throat became painful, but thrush fungus 
alone was recovered by swabbing. idal tests were negativeon — | 
the twelfth and nineteenth days. At the end of the third week + 
a good growth of B. gees. gree was recovered from the stools, a 
in addition to B. coli and intestinal streptecocci. I should be 
glad to have information about any similar conditions produced 


by this organism. or 
pe 
A REQUEST FOR BILBERRIES AND MULBERRIEsS. 
Dr. R. D. Lawrence (King’s College Hospital, S.E.5) writes: 80 
May I, through your agency, ask the help of doctors or their Mm: 
atients ina small matter? We have been analysing the carbo- di 
sr content of fruits and vegetables, and are unable to 
complete a few which are not obtainable in the London shops. 
We have failed to secure bilberries and mulberries, and any |’ T 
information which would enable us to obtain these would be fo 
very helpful. Of course, a gift of small amounts (say, 1/2 Ib.) from th 
a few sources would be still more gratefuily received. M 
fr 


VACANCIES, 


NoTIFIcaTions of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, will % 
be found at pages 35, 36, 37, 40,41, and 42 of our advertisement By 
columns, and advertisements as to pogmecshina, assistantships,. : 
and locumtenencies at pages 38 and 39. ; 

A short summary of vacant posts notified in the advertisement™ 
columns appears in the Supplement at page 131. 
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ACUTE CONDITIONS IN THE LOWER ABDOMEN 


OF THE FEMALE* 


BY 
W. W. CHIPMAN, M.D., F.R.C.S.Ep., 
Professor of Gynaecology and Obstetrics, McGill University, 
Montreal. 


Two general considerations: 

1. The genital tract in the female is a hollow cylinder, 
bifurcate above, which communicates directly between the 
skin surface and the peritoneal cavity. A direct channel, 
or avenue of communication between a contaminated skin 
surface and this mesothelial space! (Victor Bonney.) 


And this genital tract is subject to many vicissitudes. 
There are the traumata of menstruation, of childbirth, 
and abortion; and the dangers associated with venereal 
disease. It is an imperfect world. Hence in the female 
the frequency of acute infections of the lower abdomen. 

2. The peritoneal cavity is one of the three large 
enclosed chambers of the body—it is the largest of the 
three, the largest lymphatic space. Its absorptive surface 
is immense, compared either with the pleura or the sub- 
dural space. Hence the danger of an acute infection of 
this large space. The peritoneal cavity—an organismal 
Vathalla—a perfect incubation chamber. 


These acute conditions are sometimes grouped together 
under the term, ‘‘ The acute abdomen,’”’ “‘ The emergency 
abdomen,’ or The abdominal emergency.’’ The point 
of the emergency concerns both the patient and the 
surgeon, and any given individual has only one abdomen. 
To open or not to open—that is the question, a decision 
oftentimes of very grave importance. Se 

I need not tell you that the opening of the abdomen 
should never be lightly or carelessly undertaken. I object 
to the term of ‘“ giving the patient the benefit of an 
explointion.’’ “‘ Open and is a foolish behest. If 
too often done this may be interpreted as ‘‘ condemning 
the patient to an added injury.’’ In surgery we must 
remember the three ‘ C’s ’’—caution, care, as well as 
cutting. You will also agree that before any abdominal 
operation is undertaken a vaginal examination, a rectal 
examination, or both, should invariably be made. 

In general terms, these acute conditions may be grouped 
as follows: 

' 1. Haemorrhage, a concealed haemorrhage. 

2. Acute infections, usually of the uterus, the Fallopian 
tubes, or the appendix. 

3. Perforation of the bowel or other hollow viscus—per- 
foration or rupture. 

4. An acute bowel obstruction. 

5. Strangulation of any organ or neoplasm. 

6. The passage of a ureteral stone. 

7. A uterine abortion, spasmodic dysmenorrhoea, or even 
a bladder retention. 


For the gynaecologist the most common of these are 
& ruptured ectopic pregnancy, an acute appendicitis or 
salpingitis, a uterine infection, strangulation, thrombosis, 
or an ovarian cyst, or uterine fibroid with a twisted 
pedicle. 

Speaking in a general way for all these conditions, 
some of them are at once recognizable—he who runs 
may read—while others require a most painstaking 
differentiation. 

May I first make two pleas of a preliminary character? 
The first concerns the wisdom of a careful case-history, 
for in mavy of these conditions the previous history, or 
the story of the onset, may afford the clue. Sir James 
Mackenzie pointed out that in difficult cases the diagnosis 
frequently depends more upon an exact history than even 
upon a careful examination. My second plea is always to 
pass a catheter, and to examine the resulting urine. 

“I shall now discuss in a general way the various signs and 
symptoms of these acute conditions. 
_Pain is always the outstanding symptom. It may well 


*A paper read in the Section of Obstetrics and Gynaecology at the 
Afnual Meeting of the British Medical Association, Cardiff, 1828.  __ 


be defined as Nature’s expostulation to an injury, and its 
function is a protective one. La Rochefoucauld has told 
us that pain is the greatest liar in the world, but it is wise 
not always to believe this: At times it is a liar; and so 
for the matter of that are all men, arid a few women; but 
I believe it is wise to take the following advice: ‘‘ Never 
open the abdomen for pain oniy ’’—for pain only and 
with no accompanying signs or symptoms. 

The most important sign, perhaps, is the face—the 
abdominal face—the facial expression, and this never lies. 
So often it is the anxious peritoneal face, apprehensive. 
In haemorrhage it is pallid, often waxy, and the muco- 
cutaneous line of the lip is unduly sharp and pronounced. 
There is the grey ashen face of shock, and the flushed 
or cyanotic face of a severe toxaemia. The severity of the 
lesion can often in this way be immediately inferred. 

And there is the attitude of the patient, her decubitus 
and her mobility. If the lesion be acute and intraperi- 
toneal, the patient lies invariably upon her back, and with 
her knees flexed. Any movement is a torture. On the 
other hand, if the patient moves readily, and turns 
easily on her side, there is no grave lesion within the 
-abdomen. I have often found this test of asking the 
patient to turn over on her side of great service. 

So far, you will observe, I have not mentioned either 
the temperature or the pulse rate. I shall refer to them 
later in their special place. Let us now consider the three 
commonest of these lower abdominal conditions. These 
are haemorrhage, acute infections of the appendix or 
Fallopian tube, and a strangulation or thrombosis of a 
pelvic organ or neoplasm. “Pt, 


1. Haemorrhage. 

The first of these is haemorrhage. The common site, 
of course, is a ruptured tubal pregnancy. A severe haemor+ 
rhage may arise, however, from other situations—for 
example, from a ruptured Graafian follicle. Three years 
ago Primrose of Toronto reported six such cases. I have 
met one in my own practice, and there was a large loss 
of blood. Again, a varicocele may rupture, and a uterus 
ruptured during labour, or perforated even by a sound 
or curette, may lead to a severe intraperitoneal haemor- 
rhage. The history here is all-important. — 

Usually the condition is that of ectopic pregnancy. As 
you know, the history of the pregnancy, the amenorrhoea, 
is often indefinite. Rupture occurs usually between the 
seventh and the twelfth week, and this rupture may be 
large or small. The dangerous situations are the isthmus 
and the cornu of the uterus. If large, the haemorrhage is 
usually severe—the cataclysmic case with pallor, subnormal 


and clammy extremities. The abdomen is tumid and 
tender, frequently. tympanitic, for the bowel floats; the 
blood has a high specific gravity. The pouch of Douglas 
may be full and depressed, and a feeling of crepitation 
may be present as the finger breaks the blood-clot. There 
is frequently the history of a dagger-like thrust of pain, 
with immediate faintness or collapse. A uterine trickle 
of blood is often manifest, together with rectal tenesmus, 
and some biadder strangury. In these severe cases the 
diagnosis is easy, and does not require the taking cf 
a haemoglobin index. The abdomen should be opened at 
once, and venous transfusion, of citrated blood or a 
glucose saline, carried out. 
It is well to remember that. if such a patient survive 
and be not seen till the fourth or fifth day she may present 
all the signs and symptoms of a widespread _peritonitis— 
namely, fever, a rapid pulse, a distended abdomen with 
paralytic ileus, regurgitant vomiting, with a marked leuco- 
cvtosis—the picture of late bowel obstruction. 
“In so-called chronic case—the ‘‘ lJeakers ’’—while 
the diagnosis is less urgent, it is sometimes more difficult 
to make. There is the history of repeated attacks of 
sharp, lancinating pain in the lower abdomen, an interval 
of twenty-four or forty-eight hours, or even some days, 
between them; slight uterine haemorrhage, no markeil 
fever or great disturbance of pulse rate; a lateral mass 
on one or other side of the uterus, increasing rapidly in 
size. Mark such a case. If a decidual cast is shed from 
the uterus—this occurs in only about 20 per cent. of the 


| cases—the diagnosis is clear, 
[3532] 


temperature, rapid and thready pulse, air-hunger, cold: 
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There is in these cases a degree of anaemia; there is 
often a marked leucocytosis (De Quervain contends that a 
leucocytosis of 20,000, where signs are slight, points to 
a haemorrhage rather than to an inflammation). A 
haemoglobin index is of small value. Two years ago the 
hope was expressed that a low and falling index would 
reveal a concealed haemorrhage. Unfortunately, this is 
not so. 

We rely in these cases upon the history—the recurrent 
attacks of pain, the uterine bleeding and mass, at first 
lateral to the uterus, which increases rapidly in size. It 
is' always well to bear that in mind. If in doubt, an 
exploratory colpotomy is the indication, and at once 
settles the matter. If blood is found, the abdomen should 
be: opened from above and the tubal sac removed. 


| 2. Acute Infection of Appendic or Fallopian Tube. 

The second common condition is an acute infection—an 
septs of either the vermiform appendix or the Fallopian 
tr The distinction between these two infections is all- 
important, for an inflamed appendix should be at once 
removed, certainly within the first twenty-four hours; 
while to open the abdomen for an acute salpingitis is noth- 
ing short of a disaster. 

The inflamed appendix we all know, with its more or less 
definite syndrome, outlined first by Reginald Fitz, and its 
surgical treatment indicated by Charles McBurney of New 
York. Professor Wilkie of Edinburgh emphasizes an im- 
portant pathological and clinical distinction. He says: 


‘There are two main types of acute appendicitis: (a) the one 
infective, an organismal invasion of the lymphoid tissue, the 
- inflammatory type; here there is pain, more or less continuous, 
but not severe, fever, increased pulse rate, localized tenderness, 
and a marked leucocytosis; and (4) the obstructive type, faecal 
concretions often present, blocking of the circulation, and sudden 
gangrene. and perforation. Here the pain is intense and spas- 
modic, the fever is slight, the pulse is-often rapid—the abdominal 
facies—and no great increase in leucocyte count.”’ 


These are his two main divisions, and I think they are 
well founded. 

‘The common infection of the Fallopian tube we are all 
familiar with. It is really a mixed infection, an acute 
exacerbation of a chronic condition. The chronic infection 
is a gonorrhoeal one, rarely tuberculous, and the acute 
maleficent synergism is frequently due to the colon 
bacillus. 

It is the distinction between these two acute conditions, 
the one of the vermiform appendix and the other of the 
Fallopian tube, that sometimes taxes our clinical acumen 
to the utmost. How shall we proceed to such a distine- 
tion? It is, I admit, an old story, but one that in our 
daily practice is ever new. | : 

In a general way it may be said that in acute salpingitis 
the patient does not appear so ill; the temperature is often 
high, it is true, usually higher than in appendicitis, but 
the pulse rate is not correspondingly disturbed. The face 
is often flushed, but not to the same degree anxious or 
apprehensive. The function of the bowel is not so. greatly 
disturbed, nausea and vomiting are not a feature, though 
there may be considerable distension; abdominal tender- 
ness and rigidity are more diffuse and widespread. All 
this in a general way, the general rule if you like, where 
there are bound to be exceptions. 

The history of the case—of the onset, or of previous 
attacks, a previous complicated puerperium, a one-child 
sterility, with depraved menstrual habit—may afford a 
clue. And then in our examination we always look for 
signs of a gonorrhoeal infection. As I have said, it is an 
imperfect world. First, the signs at the vulvo-vaginal 
outlet; the chronic urethritis, with the pouting and. 
oedematous tubules of Skene; the maculae gonorrhoeicae at 
the opening of the Bartholinian duct—these are all signs 
that a gonorrhoea] infection has passed that way. 

If the infection be a Noeggerath’s infection—a chronic 
gleet in the male—there will only be the chronic cervical 
_ catarrh and the immobility of the uterus—the uterus fixed 
in starch, as it were, and often with no definite appendage 
mass. 
enlarged and very sensitive, and the mere movement of 
the cervix uteri elicits severe pain. : 


Yet at this time the appendages are slightly. | 


With such a finding the diagnosis is an acute exacerba 
tion of a chronic salpingitis, with a spreading peritonitis, 
and the indication is—above all things do not operate. 

The situation in these cases was well summed up some 
years ago by one of your able southern surgeons, when 
he said, ‘‘ In a gonorrhoeal salpingitis, never operate in 
the acute stage; wait till the cold stage, and clear them 
out.’? Never operate till you are compelled. 

In contradistinction to this clinical picture I think it 
is wise for us to keep in mind a typical attack of appendic- 
itis. The history helps us here. There may have been 
previous attacks, but— 

The pain is first felt above the umbilicus or in the 
epigastric region; it soon determines itself in the right 
lower quadrant. There is anorexia, or nausea, or even 
vomiting. There is tenderness over MecBurney’s point, 
which we remember is the base of the mesentery of the 
appendix—a lymphangitis. There is also some muscular 
spasm or rigidity of the right rectus or oblique muscles, 
with fever or quickened pulse rate, often not specially 
pronounced. There is a moderate leucocytosis—ten to 
twelve thousand—with polymorphs predominating. If the 
inflamed appendix be near the brim of the pelvis a vaginal 
or a rectal examination shows a marked tenderness in the 
neighbourhood of the right sacro-iliac joint. 

Such is a typical clinical picture of a catarrhal appendic- 
itis. We can see at once how it differs from an acute 
salpingitis. When in doubt between the two watch and 
wait—hour by hour, not day by day. 


3. Thrombosis, Gangrenous Organ or Neoplasm. 

Here the lesion is a definite venous thrombosis, or a 
twist in a pedicle. The common neoplasms that suffer 
this pathology are ovarian cysts of medium size, or a 
fibromyoma of the uterus, pediculated or intramural. 
Frequently the patient has been aware of the presence of 
the neoplasm. The pain is severe and colic-like, short in 
duration, and the tenderness is at first localized to the 
tumour surface; there is slight disturbance of temperature 
or pulse rate. 

A careful examination discovers the neoplasm. If the 
thrombosis be extensive or the strangulation severe, and 
the patient be seen late, there are all the signs of a 
superadded peritonitis, the result of a colon infection, 
These three conditions mark the common acute lesions of 
the lower abdomen. 

* May I add here a word of warning in respect of 


pheumonia?—a pneumococcal infection, which may spread — 


below the diaphragm and simulate even an appendicitis. 
My warning consists in this—a careful history of the onset. 
If a rigor has occurred, a chill, it is probably not 
appendicitis. In a series of 85 cases of appendicitis a chill 
was recorded but three times; so, if there is a chill at the 
onset, watch the alae nasi (count the respirations), think 
of pneumonia, and make -a leucocyte count. If the 
leucocyte count be over 15,000 in the first twenty-four 
hours the condition is likely to be pneumonia and _ not 
appendicitis. 

A word or two concerning bowel obstruction—an obstruc- 
tion of the lower bowel. I need not remind you to examine 
all hernial orifices. An intussusception is common only 
in the young or adolescent, and soon gives rise to @ 
typical ileo-caecal tumour and the characteristic bloody- 
mucus bowel discharge. A volvulus occurs rather in the 
old, a rare left-sided lesion, which can usually be felt by 
bimanual examination. 

The obstruction causes colic, with quiet intervals; con- 
stipation, of course, and, later, the antiperistalsis, may 
result in vomiting. A diverticulitis occurs usually in the 
pelvic or iliac colon, and diarrhoea is a frequent concomi- 
tant—diarrhoea and fever. 

A stone in the ureter or in the pelvis of the kidney 
may cause abdominal distension and vomiting, and not 4 
few abdomens have been mistakenly violated. The onset of 
the pain, its distribution into the urethra or down the leg, 
frequent micturition, and blood in the urine may possibly 
identify it. If in doubt, an z-ray picture should be taken. 
. A good surgeon must first be a good physician—a mind 
broadly trained, and the hand narrowly. The function of the 
good surgeon is to diminish surgery in the world to-day. 
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THE FALLING BIRTH RATE.* 


I.—THE BIOLOGICAL ASPECT. 


BY 


F. A. E. CREW, M.D., Pu.D., 


Animal Breeding Research Department, University of Edinburgh. 


Tue birth rate of this country has fallen and is still 
falling. That this is so is a matter of very grave concern 
to those who choose to envisage the overwhelming of our 
prized culture by hordes of barbarians of this or of that 
—oy? hue, but all equally and amazingly fertile. 

o the biologist, however, there is nothing remarkable 
and nothing necessarily ominous in this decline. Had 
the conclusions which have emerged from the work of 
Pearl and his associates, and of Elton and others, been 
known at the tithe when the birth rate was soaring this 
present fall would have been foreseen and accurately 
cry oge To the biologist a falling birth rate is nothing 
ut the sign of the approaching end, not of a people or 
of a culture, but merely of a population growth-cycle. 

All living things, be they pumpkins or peoples, exhibit 
in common the quality of growth. The growth of every 
living thing—an individual animal or plant; unicellular 
or multiceliular; a congregation of cells or of multicellular 
individuals—follows the same scientific Jaw. In the absence 
of appropriate external conditions there is no growth. 
Growth, due to the production of new living material 
or of new individuals, is encouraged, permitted, embar- 
rassed, or prevented by conditions incident to development. 
The beginning of an individual, or of a congregation of 
living units, is small, but, in virtue of this inherent 
developmental impulse to grow, increase in size of the 
whole, and in size and number of its component parts, 
occurs, 

The law of population growth, as enunciated by Pearl, 
states that the population at first grows slowly but gains 
impetus as it proceeds, passing gradually into a stage 
of rapid growth, which finally reaches a maximum rapidity ; 
and that after this stage of most rapid growth is passed 
the population increases ever more and more slowly 
until, finally, there is no more perceptible growth at all. 
Such is the history of a single population growth-cycle. 
Stated somewhat differently, the law postulates that, 
within one and the same cycle and in a spatially limited 
area, growth in the first half of the cycle starts slowly, 
but the actual increment per unit of time increases steadily 
until the mid-point of the cycle is reached. After that 
point the increment per unit of time becomes steadily 
smaller until the end of the cycle. In a spatially limited 
area the amount of increase which occurs in any particular 
unit of.time at any part of the single cycle of growth is 
proportional to (a) the absolute size already attained at 
the beginning of the unit interval under consideration, 
and (b) the amount of unused or unexpended actual and 
potential resources for the support of growth in the 
given area. (In the case of human populations (b) includes 
such things as the amount of agricultural land still untilled 
or imperfectly cultivated, and new discoveries relating to 
production, manufacture, and distribution). 

If the birth rate of a population living in a spatially 
limited area remained constantly higher than the death 
rate, growth would -continue according to an exponential 
curve to infinity, and no pause, and no fall, would be dis- 
cernible. The result would be an ever-increasing density 
of population, leading ultimately to complete saturation. 
If, at the same time, the increase in available food did not 
parallel the increase in the needs for it, there would be 
ever-increasing insufficiency, leading ultimately to famine. 
The problems of increasing density and deficient food 
supply could be solved temporarily, and from time to time, 
by migration into less favourable regions, and by modi- 
fying the dietary. But it may be assumed that to both 
of these expediencies there must be limits, and that 
ultimately, if harmony between container and contents 
is to be preserved or restored, the population must needs 
become stationary or reduced. The quart in the pint pot 


*A discussion in the Section of Medical Sociology at the Annual 
Meeting of the British Medical Association, Cardiff, “foes, 


must overflow, and a part be spilt and lost. This reduction 
in population could -be achieved by removing the surplus 
or by reducing the rate of growth. 

The first method of population reduction. is the cata- 
strophic, and is exemplified by the work of Elton on wild 
rabbit, field mouse, and lemming populations, and of 
McKendrick on human populations. It would seem to be 
the case that as soon as population density reaches a certain 
level, epidemics, which otherwise would fade out, race 
through the whole population.. The establishment of a 
harmonious relation between the density of a population 
and the habitat, by the removal by death of a proportion 
of the individuals, is to be observed in the case of the 
litters of polytocous mammals. Corner, Hammond, and 
others have shown that in the pig, for example, there is a 
considerable reduction in the number of the embryos 
resulting from conception, and an orderly spacing of 
those that remain, the actual size of the litter being deter- 
mined in great part by the abundance and quality of the 
food supply. The instruments that play their parts in this 
catastrophic increasing of the death rate are war, pesti- 
lence, and famine. 

The second method, that of reducing the birth rate, is 
revealed-in the work of Pearl on Drosophila, where the 
primary cause limiting population growth is a fall of 
fecundity and fertility with increasing density. In this 
it is seen that the process is relatively gentle and orderly. 
It would seem that the conditions incident to overcrowding 
provoke a reaction on the part of the living organism, 
which takes the form of a depressed fecundity. In the 
case of the mouse, it is the male which first reacts in this 
way to overcrowding. In the case of human populations 
this passive response to environmental discomfort can be 
replaced by a deliberate and conscious contro] of the repro- 
ductive rate (birth control). The end-result in all cases is 
the same; the rate of population growth is checked. It is 
for human societies to compare the different methods and 
to decide which shall operate—the catastrophic or the 
orderly, the overwhelming or the controlled. Is it not the 
case that if there is food scarcity and overcrowding in a 
spatially limited area then, by this method or by that, 
there follows a reduction in the population, and a re- 
establishment of the harmony that must exist between the 
life-supporting capacity of the area and the sum of the 
living? It may be that mankind can adapt itself so that 
it will be able to flourish in circumstances which now are 
impossible. For the present, however, a generous amount 
and quality of food, and a certain amount of elbow-room, 
are prerequisites to normal development. 

Mankind can not only adapt itself to a changing environ- 
ment, but can also modify the conditions of its habitat. 
Every advance in the application of knowledge which 
amplifies man’s power to derive more fully from his 
physical environment things conducive to his material 
welfare increases the potentialities for population growth 
in a given area. Any discovery relating to the production, 
manufacture, or distribution of food may quickly be 
followed by changes in habits, and then either the upper 
limiting value of the population attainable in the cycle 
of growth then current is moved up, or else a new cycle 
of growth starts from a base line of the population 
already attained at the end of the previous cycle. That 
which an implant of anterior pituitary can do for the 
individual, industrialism can do for an agricultural popu- 
lation. 

A rising birth rate heralds an extension of the conquest 
by man over his environment or over himself; a falling 
birth rate is an indication that mankind in a particular 
area is temporarily or permanently imprisoned. Maw, 
like certain other animals, does not breed freely in cap- 
tivity, even though this is picturesque and apparently 
comfortable. 

The birth rate is falling now because this is the end of a 
population growth-cycle, and it will not rise again until 
those factors which are at present overriding the inherent 
tendency to increase are recognized and removed. When 
this has been done a new growth-cycle will be initiated and 
the birth rate will rise. 

Most of these factors are, without doubt, social and 
economic, but, whatever they may be, they must produce 


S, 
= 
m 

it 
n 

e 
it | 
n 

r 
| 
0 
; | 

| 
{ 
) } 


478 SeEpr. 15, 1928] 


THE FALLING BIRTH RATE: BIOLOGICAL ASPECT. 


Tne Brivis 
Mepicar JouRNau 


their effects because they condition the action of the forces 
of natality, mortality, and migration. The birth rate is 
the reflection of the operation of those agencies which raise 
or reduce fecundity, render fertilization more or less sure, 
and which do not, or do, interfere with the development 
of the products of conception. 

Fecundity, the power of elaborating functional gametes, 
is affected by inborn and environmental factors which 
determine: (1) the number of ova available for fertiliza- 
tion; (2) the frequency of ovulation; (3) the functional 
ability of the gametes. . 

Fertilization, the fusion of the gametes to form the 
zygote, is influenced by inborn and environmental factors 
which affect: (1) sexual congress; (2) the actual union of 
ovum and sperm. 

Pregnancy is influenced by inborn and environmental 
factors which affect the processes of development of 
the embryo and foetus. 

Difficult as it is to disentangle the environmental 
factors, which profoundly influence the reproductive 
functioning of the individual, from the inborn, an 
effort to do this must be made, even though the 
result may be useful only in serving to emphasize the 
depth of our present ignorance and the urgency of the 
need for ardent experimentation. Much of what is known 
has emerged from the study of experimental material other 
than man, and this fact must be remembered in any dis- 
cussion concerning human populations. It is not safe to 
transfer, by simple inference, conclusions derived from the 
study of less complex forms to the case of man; it has to 
be shown that that which holds for one form holds also 
for another. Moreover, even though the same phenomena 
are presented by two different forms, it does not neces- 
sarily follow that the causes have been the same in the 
two cases. But natality and mortality are not the peculiar 
possessions of humanity, and, therefore, it is highly 
possible that the conclusions reached in experimentations 
with mice, for example, may at least suggest lines of 
profitable inquiry into problems of human population. 

Biological inquiry in the past has concerned itself 
mainly with problems that relate to the individual; the 
group has seldom been studied. It is established, however, 
that a congregation of individuals is biologically different 
from the sum total of the individuals comprising it; the 
whole in the organic world is something more than the sum 
of the parts. An intimate knowledge of a great number 
of individual bees could not explain the hive; a thorough 
understanding of the biology of the individual human 
subject does not comprehend the State with qualities and 
attributes peculiar to itself. But at long last the science 
of group-biology has come into being, and its contributions, 
though as yet but few, are important in themselves, and 
in that they point the way to a clearer understanding of 
the work that must be done before policies can be soundly 
based and brought into harmony with established bio- 
logical fact. 

The ability of a pair to beget offspring is conditioned 
by the ability of the individuals concerned to elaborate 
functional gametes. Though fecundity is influenced 
very directly by environmental agencies, including food 
(vitamins B and E, for example), yet it can be demon- 
strated that different races, stocks, and individuals are to 
be distinguished one from the other by true-breeding differ- 
ences in fecundity. Inthe human subject the tendency to 
multiple births is faithfully transmitted through both male 
and female. This being the case, it follows that the birth 
rate of a population is affected by the proportion of 
‘“ multiple birth ”’ stocks present in that population. The 
King’s Bounty is one method of making this true-breeding 
character socially worthy; the jokes of the music-hall are 
but modern versions of older taboos. 

The reproductive rate of a pair, or of a community, is 
controlled by the frequency of the opportunities for éffec- 
tive fertilization. In a general way it may be accepted 
that the frequency of menstruation is an indication of the 
frequency of ovulation. Thus the reproductive rate is pro- 


portionately higher in those races, stocks, and families in 
which puberty is attained relatively early, menstruation is 
more frequent, the climacteric later, and the length of life 
greater. The relative time of onset of puberty is a true- 


breeding character, so also are the relative time of onset 
of the climacteric, and longevity. It is possible that in 
the past the inherently longer-lived contributed dispropor- 
tionately to the population, since the others were wiped 
out more quickly, and therefore had but few offspring, 
and that under modern conditions the latter live longet 
and transmit to their progeny this lowered fecundity. This 
would be a reasonable explanation of a lowered birth rate 
if it could be shown that there exists a high correla- 
tion between longevity and high reproductive rate. The 
frequency and intensity of menstruation, like all the 
other phenomena, are largely conditioned by environmental 
agencies, but, when all due allowances have been made for 
these, it still remains a fact that race can be distinguished 
from race, and stock from stock, by differences that are 
faithfully transmitted. In certain human females the 


. mittelschmerz, the interval pain, may possibly be an indica- 


tion of a secondary menstrual rhythm superimposed upon 
the main one, and it may be that such females ovulate 
more frequently. 

Since the population has increased disproportionately to 


the accommodation and food supply, this country is now 
yelatively overcrowded. There is a fundamental law by 


which the growth of a population is regulated by its own 
density. When the density reaches a certain point the 
death rate rises and the birth rate falls. Density applies 
not only to a country but also to its apartments. Lack 
of houses is an indication of a relative regional over- 
population; if, and when, the builders fail to keep pace 
with the babies, the birth rate will fall. The present 
housing shortage not only affects the birth rate indirectly 
through the marriage rate, but, also directly through 
increasing density. How density provokes its results is not 
known, but the work of Pitt-Rivers perhaps suggests that 
sheer discouragement is enough to destroy a people. In 
the case of the vanishing peoples of the South Seas observed 
by him, coitus occurs, and there is no attempted contra- 
ception, yet the birth rate is steadily falling. The clash 
of cultures has made these peoples discontented and dis- 
couraged, and they are dying out. They cannot, or will 
not, adapt themselves to changing circumstances, and, 
therefore, they must perish. 

There must be joyousness, eagerness, roominess for 
potential parents, or else the babies will not come. The 
birds when they mate build nests, but for human lovers 
the tenement is built by those who are ignorant of the 
relation that exists between population density and repro- 
ductive rate. The birth rate is falling because among 
other things this country is not fit for parents to live 
in; we await the coming of a new discovery, scientific or 
political, that will raise the level of the optimum density 
endured by mankind or increase and further democratize 
material prosperity. 

The opportunities for fertilization are determined by the 
proportion of women of fertile age in the population, by 
the proportion of these who are married, and by the 
fertility of the marriages. The nature of the sex-ratio, the 
system of marriage, and the sexually selective catastrophie 
death rate of the late war condemn a great number of 
women to permanent yet undesired virginity. The sex- 
ratio cannot as yet be controlled. This is not the occasion 
for a discussion on the biological aspects of the prevailing 
marriage system, and the effects of the war are too manifest 
to require argument; but the fact that many women 


} cannot become mothers cannot explain the falling birth 


rate. A high marriage rate associated with a low per- 
reproductive-woman birth rate can yield the same repro- 
ductive rate as can a low marriage rate associated with a 
high per-reproductive-married-woman birth rate. It would 
seem that in an inelastic habitat many marriages mean 
small families, whereas few marriages mean larger families. 
It is indeed probable that there is an inverse correlation 
between marriage rate and birth rate per reproductive 
married women. Again, the controlling factor would seem 
to be density, Few marriages and larger families may 
yield a high reproductive rate, but it may be expected that 
among the offspring of relatively few couples there will 
be less variety, and variety surely is to be desired. 

There can be no doubt that the present low birth rate 
is in part due to the incidence of sterile marriages. In 
certain cases it would seem that the ovum and the sperm 
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are as mutually antagonistic physico-chemically as are the 
blood serum and corpuscles of individuals belonging to 
different blood groups. There is no doubt that two indi- 
viduals, mutually sterile, can yet be fruitful in other 
matings. But even the presence of mutually sterile couples 
in the population cannot account for the fact that the 
number of children per mutually fertile couple has also 
fallen. Perhaps the social and economic developments 
during recent times have permitted, or even encouraged, 
the survival of stocks which were, and are, relatively 
infecund, or which react more readily to the disharmonies 
attendant upon industrialism. 

The peak of sexual activity, as established by the fre- 
quency of sexual intercourse, is about 29 in the male, while 
a woman’s reproductive power drops sharply after 30. It 
follows, therefore, that those who marry late tend to have 
fewer children. The relatively and highly fertile are such 
as reach full earning power early, and marry at a younger 
age. Prosperity implies plentiful food and comforts, and 
an adequate medical service and, therefore, a lowered death 
rate and a rising birth rate. But if such prosperity is 
associated with an unequal distribution there will be a 
differential fertility among the social grades created by this 
prosperity. Possibly Bernard Shaw’s scheme of equal dis- 
tribution would be followed by an equalized fertility rate 
throughout the community. If a large section of the com- 
munity which is, socially, relatively unsuccessful, though 
by no means necessarily relatively unsound in the biological 
sense, is left with no other mode of nervous release save 
that which excessive drinking and sexual over-indulgence 
can give, then there will be a higher reproductive rate 
among these than among the community as a_ whole. 
Social advancement implies a lowered reproductive rate, for 
the reason that those who can, and do, advance socially are 
presented with a greater variety of modes of self-expression 
and of self-indulgence. 

In one sense children are commodities subject to the 
law of supply and demand. There was a time when 
children could be regarded as commercial assets, but 
the Factory Acts have greatly depreciated their value 
as wage earners. One could assume that in these days, 
when it would seem that everyone must be acquainted 
with methods of preventing fertilization, only those 
children are born whose coming is desired. Is not the 
fall in the birth rate due, in the main, to the spread of 
a deliberate and conscious limitation of fertility? It is 
undoubtedly the case that among the middle and upper 
social classes contraception is widely attempted. This 
being so, the conclusion that these methods attain the 
end desired by those who employ them is inherently pro- 
bable. But, unless it can be shown beyond all reasonable 
doubt that the methods employed are actually effectual, 
it cannot be accepted that birth control is largely respon- 
sible for the fall in the birth rate. It certainly has 
affected the marriage rate, in that a faith in contra- 
ceptive methods has caused this to rise. But such records 
as there are certainly seem to show that this faith is too 
often misplaced. Of course, birth control has undoubtedly 
prevented the birth of a great many individual babies, 
and it is probable that many of the methods now in vogue 
lead indirectly to later and permanent infecundity. But 
it is very doubtful indeed if birth control has affected 
the population growth-cycle—the crude birth rate. The 
fall in the birth rate has been too gentle; it has pro- 
ceeded with evolutionary steadiness, and it has been uni- 
versal. It would seem, therefore, that the fall must be 
the expression of some biological factors, and not due 
directly to some local social disturbance which produced 
repercussions throughout the world. Birth control, like 
migration, does not put waves into the curve of growth 
of a population already of a certain absolute size; it 
merely alters a population by altering the proportions of 
the different sectiens. It can be argued that the same 
total number of babies have been born as would have 
been born had birth control not been heard of; birth 
control has played its part no doubt, but may it not be 
that all that it has done has been to slam the doors of 
suburban houses and ‘to open those of a slum? It would 
seem to be the case that conscious and deliberate limitation 
of fertility has been, and is, practised mainly by the 


socially relatively successful—that is, by the inherently 
relatively infecund. If this is so, then it has prevented 
fewer conceptions than it would have done had it been 
employed by the socially relatively unsuccessful. The 
problem thus becomes that of determining the relative 
biological worthiness of the social grades. Is the present 
social structure one that encourages and rewards biological 
worthiness? And what is fitness? There is no reason to 
assume that, whatever this may be, it is linked with high- 
grade fecundity. The elephant is fit, and so also is the 
earwig, yet their reproductive rates are mightily different. 
Is the standard for humanity to be good physique, good 
brain, and low-grade fecundity? If so, then the ideal 
can be found abundantly among all social grades. 

The suggestion that the relatively unfit are more abun- 
dant among the socially submerged is not necessarily true, 
for it must not be forgotten that it is far easier for a 
good man to climb out of the gutter than for a socially 
and biologically unworthy scion of an established family 
to descend to its depths. Many are those who float gaily in 
the mid-stream of social life, buoyed up, not by their own 
intrinsic worth, but by the efforts of their more worthy 
associates. 

However, even though birth control may not have played 
any considerable part in the production of this fall in the 
birth rate, it would have been well for humanity had it 
been the only responsible agent, used intelligently by a 
people who knew what they did, and why they did it. 
All other methods are imposed upon a people; this is 
one that may deliberately and consciously be employed by 
a State to achieve harmony whilst new discoveries are 
awaited. At the present time it would seem that most, if 
not all, methods of birth control are too uncertain to allow 
any policy to be based upon their employment. A real 
control of fecundity and of fertility must soon be achieved 
if man, the rebel, is to consolidate the gains that he has 
won from Nature. 

The course of pregnancy and parturition is affected by 
factors which disturb the harmonious and parallel develop- 
ment of the maternal organisms on the one hand and of 
the foetus on the other. It is not improbable that,+if the 
rate of the development of the pregnant uterus becomes 
out of tune with the rate of development of the foetus, 
abortion results. Sex-linked lethal factors can operate in 
this way, as can also genetic disharmonies in the time or 
rate of functioning of the endocrine glands. The birth 
rate of that race or stock in which such genetic factors 
exist must necessarily be affected. 

Such, then, is my contribution to this discussion. I have 
tried to be provocative; I have incautiously stepped from 
the solid ground of fact to the uncertain terrain of opinion, 
but on my opinions I set no great store; none of them are 
precious to me. I trust that I have faithfully performed 
the duty that I undertook, that of exciting you to rob 
me of my point of view. I shall not mind if, in exchange, 
I get a better. . 


11,—THE ECONOMIC ASPECT. 
BY 


W. J. ROBERTS, M.A.Oxon., 


Professor of Economics and Political Science, University 
College of South Wales and Monmouth, Cardiff. 


Trerr has been a period in which certain propositions 
concerning population were widely considered to rank as 
well-established and most important theorems of economic 
science, and an economist who did not profess or accept 
them would at least be expected to discuss them and te 
give his reasons for rejecting them. Malthus, the pro- 
pounder of these laws of population, as they were some- 
times called, was believed to have enormously increased 
the range of historical facts which the economist could 
explain, and to have indicated and established conditions 
of human social life on earth which no economic thinker, 
who was not satisfied with building castles in the air, 
could long afford to ignore. It is well known that Malthus’s 
treatment of population, which secured the assent of a long- 
continued tradition among the political economists of 
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many nations, also acquired a wider biological significance 
through suggesting to Charles Darwin certain lines of 
inquiry into the variation of species. Some of Malthus’s 
main contentions appear to have been, in fact, biological 
propositions and not propositions to which economic 
inquiry, in any proper or limited sense, would have led 
him. This is assuredly of no importance in comparison 
with the truth of the contentions themselves; and I men- 
tion it here only because I shall presently have occasion 
to distinguish between propositions which are themselves 
economic and propositions which, however much it may 
concern the economist to take account of them, are not 
established by any method or inquiry which belongs speci- 
fically to economic science. 

Economists continue to discuss the question of popula- 
tion, and most of the comprehensive treatises will be found 
to contain considerable sections devoted to this discussion. 
Recent inquiry by economists and sociologists into the 
theory of population is much more critical and tentative 
than the argument found, for example, in Mill’s Principles 
of Political Economy, a work which I mention especially 
because it was one of the last general treatises published 
in this country to present the old doctrine of population 
in a readable and overwhelmingly persuasive form. I 
cannot claim that the science of economics now offers an 
orthodox or generally accepted doctrine of population, with 
the suggestion that the intelligent student can, once he 
has understood it, set about ‘‘ applying ”’ it with con- 
fidence to the actual situations which confront him. What 
can be claimed on behalf of our contemporaries is that they 
have access to a much wider range of facts than their 
romp who so confidently propounded a law of popu- 
ation; that, in particular, statistical data are much 
ampler and statistical methods much more refined, and 
that economists and kindred inquirers are apt to discuss 
the problems of population responsibly, and in view of 
important social issues. But a simple and definite theory. 
or law of population no longer holds the field. 

“* Restriction of births’’ occupied a prominent place 
in the presentation of the older theories, and the notion 
has accordingly been familiar to economists since the 
first publication of Malthus’s work. His fundamental 
proposition was that the population tended naturally, by 
the birth of new members, to press against the limits of 
subsistence or of food. The excessive population necessarily 
perished, though not in all cases directly of starvation: 
misery, pestilence, war, and other such “‘ positive checks ”’ 
diminished the number of the population, and thus antici- 
pated the work of starvation, selecting, we may notice, 
victims who would not necessarily all have died of starva- 
tion, but, at all events, giving a better chance of livelihood 
to the survivors. The operation of such causes as starva- 
tion, war, and pestilence in reducing the population might, 
it was argued, be replaced, with great advantage to human 
well-being, by prudential checks on multiplication, as, for 
example, later marriage, marriage only when future liveli- 
hood was assured, and so on. The artificial prevention of 
conception was advocated by later writers and agitators 
as a suitable prudential check, but often guardedly, and 
subject to social censure and handicap which have notori- 
ously, within our lifetime, shown a strong tendency to 
diminish. 

I do not find Malthus’s reasoning cogent or impressive, 
and hope that I shall not be accused of misrepresenting it 
in the above brief summary. What will not, I think, be 
disputed is that Malthus’s doctrine was advanced by him 
and used by its later adherents as a doctrine of political 
or social economy, and only incidentally or occasionally as 
embodying sound counsel for the ease and security of 
particular families. The social problem was thought to 
consist in the disproportion between the numerical increase 
of a group—a national or political group, for example, or 
the whole of a group within which regular commerce 
prevailed; and so possibly, if intercommunication became 
sufficiently penetrating and prevalent, between the increase 
of the whole human race—and the resources available for 
its physical maintenance; not in the mere inconvenience 
which adventurous or unfortunate parents might fear or 

encounter in trying io rear a large family. If members 
of such families grew up and prospered at the expense, 


as might sometimes happen, of the less vigorous or less 
fortunate children of more prudent parents, the liberal 
political economy of the nineteenth century was not 
equipped with any argument against the desirability of 
such competition. 

The decline in the reputation of the old doctrine of 
population, and, less directly, of other economic doctrines 
connected with it, is often declared, and I think rightly, 
to be related causally to the actual adoption in many 
countries, including our own, on a large scale, of the 
practice of prudential restraint—in the form not mainly, 
or to any extent relatively important, of the deferring of 
marriage to a late age, but of the express and deliberate 
limitation of the number of children born to parents 
capable of producing them. Statistical data concerning 
numbers of children born, the age and sex distribution 
of the population, and other facts which are relevant 
exist for our own and for many other countries; though 
no one contends that the statistics are perfectly accurate, 
no informed person would, I suppose, contend, either, that 


they are completely worthless and misleading. The official 


statistical data naturally throw no light on the means by 
which the reduction of the number of births is secured 
within the marital relation, and we are compelled here 
to have recourse to other sources of information which 
are in their way ample and obvious to those who care to 
attend to them, but not, like the figures published by 
governing authorities, precise and statistical. 

A fairly persistent decline in the birth rate is shown 
in the public statistics of this country during the last 
fifty years, and, roughly speaking, during the same 
period the same tendency is shown in the statistics of 
other countries of Western civilization. The phenomenon 
appeared considerably earlier in France and in certain 
sections of the population of the United States of America, 
and there are other variations also which would prevent 
us from insisting upon the seventies of the last century 
as a critical period for the natural increase of the popula- 
tion of these areas. It is noteworthy, also, that a diminu- 
tion in the death rate has been, generally speaking, a 
characteristic of the same period, and that the statistics 
of births and deaths, taken together, have not in most 
countries given rise to lively apprehensions of a net 
diminution of population or even of a future failure of 
the population to increase. Such apprehensions have found 
expression in respect of the French population, and in the 
United States in respect of the relatively native or settled 
population, as opposed to the recent immigrants, American 
statistics are said to be manifoldly imperfect, but they 
enable conclusions to be drawn as to the rate of repro- 
duction of various classes of the population; and. they 
show, for example, that relatively more children are 
born to unassimilated immigrants than to the pure 
Americans. That the rate of increase may be “ differ- 
ential’? as between different classes of the popuiation 
is a matter to which importance is naturally, though not 
in all cases very reasonably, attached. We must return 
presently to this subject, noting for the moment that the 
population of a particular area may be recruited and 
increased by immigration, and, of course, diminished by 
emigration, that such movements have taken place in 
recent periods on an enormous scale, and that they have 
occasioned political and economic changes of the first 


magnitude. 


The British statistics yield, indirectly at least, much 
information to the effect that the decline in the birth rate 
is ‘‘ differential ’’ also in our community, and more espe- 
cially that birth control prevails more widely among 
the relatively better situated. Other sources of informa- 
tion are accessible here also, and it may be treated as 
notorious that the restriction of births is not confined 


to the well-to-do, and that large families, and espe . 


cially large families of undesired young children, are 
to be found mainly among the poor. 
years and shorter life might be expected to be more 
frequent in this class also, and those who fear for the 
parentage and upbringing of the future adult population 
of this country are properly reminded of this connexion 
between high birth rates and high death rates. An observa- 
tion which may. frequently be made does not, however, lose 
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its impressiveness through the consideration just men- 
tioned; a married couple, for example, admirably equipped 
according to the prevailing standards for the decent 
upbringing of children, rears to maturity two children or 
only one or none. In the first case the couple is, to use 
the common phrase, just ‘‘ reproducing itself ’’ if its 
children reach maturity, and it is not even doing this in 
the two other cases. If we think of such parents as a 
class of eminently good citizens—apart from the possible 
dereliction of duty in this respect—and of conduct 
like theirs as prevalent in the class which possesses the 
like eminence, we may be led to feel alarm at the prospect 
of the failure of the ‘‘ best’? elements of the community 
to reproduce themselves. 

It is not surprising to find that the propagation of 
children can be urged as a duty towards a social group or 
members of that group, as 1 think we may see at once by 
attending to the following sentences from Sir Arthur 
Newsholme’s work on The Declining Birth Rate (1911): 
“ It cannot be regarded as a matter of indifference whether 
the unfilled portions of the world shall be peopled by 
Eastern races (Chinese, Japanese, Hindoos, etc.), by 
negroes, by Sclavonic or other Eastern European peoples, 
by the Latin races, or by the races of Northern Europe. 
... Every Briton will wish that his race may have a 
preponderant share in shaping the future destinies of 
mankind ’’ (pp. 57 and 58). Whether we have in these 
sentences moral and social teaching which will bear 
rigorous philosophical examination or not, no one will 
question the assertion that these and similar statements 
would command a general and spontaneous assent among 
members of the groups to which the appeal implied in them 
is made. The average Briton is, I suppose, ready at once 
to prefer that persons of his race should enjoy in the 
present and the future such and such kinds of preponder- 
ance, and to do so not merely with an unoffended, but with 
an approving, conscience. His group reactions towards 
other ‘* races”? are notoriously more fluctuating. We 
can readily imagine also a_ preference, more or less 
deliberate and more or less vehement, similarly mani- 
fested at the prospect of a particular country being 
peopled by the adherents of this or that religion; and 
the larger families of Roman Catholics, for example—not 
unconnected apparently with the attitude of the Roman 
Catholic Church towards birth coentrol—-have already 
excited apprehensions and hopes in certain communities of 
the effects on future public policy; the prevalence of mass 
numerical and disciplined voting obviously gives a certain 
definiteness to these apprehensions. I have referred already 
to certain fears which have been expressed concerning the 
relatively small number of children which are now being 
reared in middle-class surroundings and traditions. It is 
not perhaps so well known that opposition has also appeared 
in some labour or socialist circles to the propagation of 
birth control among the working classes, on the ground 
that the future voting and _ political industrial 
“ fighting ’’ force of labour would be thus diminished. 

It would obviously be rash to argue directly from the 
general assent, which statements of the kind just quoted 
would command, to the future conduct in their personal 
and private relations of the persons assenting; and it is 
important here to keep in view the possibility of mass 
effects on the conduct of large groups rather than effects 
in isolated instances. The average individual is not apt, 
I suspect, to pass immediately from his general preferences 
for the social and political future to any shouldering of 
a share—which to him, personally, is heavy, but may turn 
out to be insignificant in the mass—of the costs of bringing 
about such a result; accordance with his other inclinations 
and interests, persistent group pressure and example, and 
like causes may sometimes come to the aid of such ideal 
and remote aspirations. 

That discussion of changes in the number and distribution 
of the population is often strongly affected by class interest 
and bias is obvious to all who are acquainted with it, and 
this view has been strengthened, I hope, by the preceding 
sections of this paper. Scientific, and more especially 


economic, discussion of the subject should, it might be 
claimed, be unbiased and disinterested, and should address 


itself to establishing and exhibiting general relations 
between the changes of population and the conditions of 
subsistence and prosperity. The old law of population offered 
such a statement of general. relations in terms of natural 
phenomena, distinguishing, indeed, between the successful 
and the unsuccessful competitors for food and existence, but 
containing no suggestion that the division of population 
into hostile groups was anything but an incidental result 
of its excessive number. The unprosperous were broadly 
and simply the numerical excess of. mouths for which 
Nature, even when subjected to the utmost pressure from 
the available labour, did not provide. Economic writers 
who accepted this law of population did indeed occupy 
themselves largely with the conflicts of groups, the sup- 
posed errors of Governments, and other such matters; but 
they did so with this apparently simple and austere law 
in the background, beside which the group conflicts of 
actual social life could, at any moment, be made to appear 
theoretically insignificant results. Modern economists, as 
1 have pointed out, are not even vaguely agreed on any 
simple doctrine of population which could perform the 
debating functions of the older one. Many of them would, 
however, recognize the scientific importance of the notion 
of the ‘social elass’’—that is, of groups of persons 
similarly situated in respect of their modes and oppor- 
tunities of livelihood, and distinguished thereby from 
groups which differ in this respect. Obvious and notable 
differences, constitutive of social classes, arise out of what 
we must be content to call generally the distribution of 
property or of “ capital.’”’ Much more is involved in this 
distribution than the mere distribution during limited 
periods of the actual products of industry. The quantity 
of the products created and made available, and expected 
to be created and made available, also depends upon it. 

From this point of view it becomes necessary in dis- 
cussing the actual growth of population in the areas with 
which we are concerned to take account of the political 
and social divisions which prevail in them and to seek to 
discover how they affect the conditions of the problem. 
We cannot pass directly from propositions concerning the 
generosity with which Nature produces human beings, and 
the niggardliness with which she produces the things which 
they happen to need for their subsistence, to the actual 
problems of a society which obviously does not enjoy the 
use of more than a small fraction of the resources avail- 
able to it for its sustenance and comfort. It is true also 
that we cannot learn in a few lessons to perform marvels 
of explanation by using the notion of the class war and 
of the catastrophe to which it is inevitably leading us. 

It must be:> remembered, too, that our existing social 
institutions and situations are not ultimate facts, however 
important it may be to understand them, but are only a 
stage in the development of processes economic and non- 
economic. We can properly contrast them with such ideal 
constructions as we are able to conceive theoretically and 
to approve morally as reasonable and just. In doing this 
we may derive confidence from the reflection that our 
thoughts and aspirations have a claim to be considered as 
parts of the process which I have just mentioned. 

1 must now summarize briefly what 1 think a representa- 
tive of economic science finds himself in a position to say 
on this aspect of the problem of population, and I must first 
show what I conceive to be, and not to be, the proper and 
peculiar object of economic inquiry. Economics deals speci- 
fically with a certain aspect of the conduct of men as 
members of social growps—that is, with such of their 
deliberate and not merely impulsive acts as are directed 
to the non-violent, and in this sense peaceful, but onerous 
or costly, acquisition of external things, the performance 
of labour and the exchange of its products being the 
typical and important modes of such peaceful acquisition. 
It does not study greed or covetousness, nor does it even 
indirectly commend them. It deals with an aspect of the 
conduct of every reasonable and responsible person, however 
generous his ideals and motives may be, and with any 
disposition which such person may make of his labour and 
his means with a view to acquiring results of !abour and 
exchange without waste; that is, without unnecessary or 
superfluous expenditure or cost. The ‘* economic man ’’ or 
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the man who is, or is assumed to be, wholly absorbed in the 


acquisition of ‘‘ wealth’? is not the proper or peculiar 


object of the science of economics. 

Both the things which we ‘“‘ demand ” or seek to acquire 
and the terms on which we can acquire them are to a large 
extent socially determined; departure from the normal 
expenditure of the social group or class is difficult and, 
practically speaking,- not possible for its average member. 
The consideration given by economists and others to what 
is sometimes called ‘‘ consumption,’’ to fashion and to its 
changes, yields uniformly this seme result. The interested 
stimulation and direction of demand with a view to profit 
is a very strongly marked feature of modern civilization, 
and has consequences of a kind especially important for 
gur present purpose in the sense of creating uniformity 
of demand and in breaking down class barriers, in so far 
as these depend on habitual differences of expenditure. 
‘* The standard of life proper to a class ’’ is not so constant 
a notion as to make its more or less assured attainment a 
source of deep satisfaction or confidence in the future; 
and this standard is not apt to include under modern con- 
ditions the rearing of a large or even of a smail family 
of children. : 

That the children of a family should in certain circum- 
stances be looked upon as a source of economic strength 
to it, and accordingly that the upbringing of children 
should be encouraged by the persuasion that the condition 
of parents will be easier when the children come to earn, 
need not shock or surprise us, unfamiliar to our personal 
experience though such express calculation may be. The 
possession of some undertaking in which children, as 
they grow up, can help or to which they, or some of them, 
ean succeed is a condition obviously favourable to the 
parental habit, though it will obviously again not always 
impel in the direction of large families; and parents 
thus situated may exhibit, as a class, habits which might 
be rashly enough attributed to some parenta! instinct 
or impulse. Again the following remarks of Dr. News- 
holme (p. 40) ought not to evoke merely cynical comment, 
but should rather inspire confidence in the economic study 
of social facts: ‘‘ In the earlier years of these [the textile] 
industries each child was his parents’ savings-bank, from 
which savings could be drawn as soon as the child could 
go to the mill as a half-timer. Now the age at which 
the child’s immature strength can be exploited has been 
retarded, and the child is a less profitable asset than in 
the past.’ Doubtless, Dr. Newsholme views with satis- 
faction the diminished exploitation of the child’s immature 
strength, and probably none of us would defend it against 
him. But the interest of this instance, in which some of 
the causes of birth control- are manifested, should not be 
exhausted in an expression of satisfaction at the dis- 


‘appearance of the half-time system; we may see how 


the elements in a class or group situation are. connected, 
and how measures which must have some good effects 
may also tend to destroy the economic unity of the family. 
Practically, we may feel ourselves’ urged to promote 
measures which tend towards family coherence under better 
conditions than those of the half-time system. 

. In the above instance, and in general, economic inquiry 
brings into prominence the connexions observable in the 
situations of groups and classes; and it substitutes insight 
into sueh connexions for such beliefs as the belief that 
unportant differences. in social conduct are traceable to 
the persistence of profound or fundamental differences 
of a psychological or biological kind, between individuals. 
and thus between the various groups which the indi- 
viduals constitute. “Thus, for example, in the above 


instance, we should say that the large families of textile 
workers in the half-time-period were not the result of 
_ the peculiar greed and of the hard calculating temper of 


an inferior breed or ‘race’? of men who happened to 
be textile workers, but were the result of the intelligible 
reactions of average human beings to given situations: 
and that the average person : forced from one social 
situation into another tends to put off the habits fitted 


to the old and to assume those fitted to the new, even to 


the extent of changing some of his estimates of virtuous 
and vicious conduct. Even when, as may happen, the 


transition encounters friction, strange habits and points 
of view become easier to ‘‘ understand ’’ in the sense of 
intelligent sympathy, if not always of abstract and intel- 
lectual comprehension. Economic inquiry tends, I think, 
to destroy utterly the impression that, corresponding, 
roughly at least, to the social divisions, there is a division 


of the people of this island, for example, into biologically — 


distinct breeds or races, some of which are fitted by 
origin and nature to bear rule over the others. It is 
true enough that an economist as such will not be allowed 
to claim the last word in the matter; but he has or should 
have some special qualifications to examine such claims 
as: (1) that the economic advantages of the relatively 
comfortable classes are the result of the prevailing excel- 
lence of their merely biological descent; (2) that these 
classes exhibit aptitudes for leadership and command which 
are in danger of perishing to the great loss of society if 
their stock is not continued; and (3) that in order to 
continue their stock they must. be relieved of some of the 
taxes which now fall upon them, and otherwise favoured 
at the cost of the governed classes, who are now being 
pampered by doles and other public concessions and thus 
encouraged to propagate their inferior stock. That 
grievances with which we can sympathize underlie such 
contentions is obvious enough; but they are grievances 
which, like those of other groups, must be understood in 
the light of the general social and economic situation. 
This will probably appear to members of my audience, as 
it appears to the average economist, not to be one which 
should satisfy any informed and thoughtful person, and 
certainly not of a nature to pamper the unprivileged 
masses. They suffer, like many of their envious critics, 
from ignorance and from the lack of security and hope. 

I will only refer briefly to the general problem of 
eugenics, with the intimation that I should like to hear 
the question discussed in a medical conference, if, as is 
possible, the issues raised and some of the proposals made 
are felt to be of interest. Some advocates of eugenic 
proposals advance contentions which economic inquiry is 
not called upon directly to endorse or to refute; and I may 
mention as an obvious instance some of the results based 
on the measurement of skulls. With the social and 
economic situations to which these results are applied 
the economist obviously must concern himself, and he has 
had occasion to regret the lack of economic interest some- 
times shown by the students of corporeal measurements 
and the devotees of craniometry. 

On certain other matters the economist would also wish 
to be better informed, and would gladly recognize that 
there is no method proper to the science of economics by 
which he can investigate them. The effect on conduct and 


habit generally of a widespread dissociation of sexual 


gratification from parental responsibility is such a matter, 
and so are certain other consequences of childless marriages 
and of very small families. Gratification at some of the 
results of birth restriction is widely expressed, and there 
is a tragedy in the birth of “ unwanted” children which 


I need not try to impress upon my present audience. ‘ 


But there are many such aspects of the matter which 
future experience and inquiries not properly economic may 
be expected to illuminate. That men should know and 


choose, rather than behave as blind victims of impulse’ 


and despair, would seem to be in general a ground for 
confidence and hope. 

To what used to be considered, and what probably is in 
fact, the main economic question, the question which the 


“law of population ’’ purported to answer, I would offer ~ 


the following definite reply. The obstacles to the growth 
of population, and the causes of misery and restricted: live- 


lihood in the mass of the people, are not those suggested. 


in the “‘ law of -population ”’ as lying in the niggardliness 
with which Nature responds to human labour and co-opera- 
tion and science and goodwill. I do not think that our 
own island, to say nothing of what has been called our 
little planet, is overcrowded, or that our difficulties are 
due to any approximation to such a calamity. Our troubles 
are due, not to the efforts of free and equal people to win 
a livelihood, and are accordingly not ‘‘ economic” in any 
such simple sense, but to causes which I may distinguish 
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as political, that is, to habits and institutions whose 
origin and purpose is mastery and privilege and monopoly. 
Much of the political activity and enthusiasm and the 
divisions created by them, to which we are trained to 
attach supreme importance, is, viewed economically, a cause 
of pinched and anxious livelihood for Jarge masses of 
the population; and these masses are, or are becoming, 
sufficiently educated in certain directions to contrast the 
prospects offered to themselves and their successors, both 
with the apparent productive capacities of our civilization, 
and with the sacrifices demanded of themselves. That 
justice should prevail over the whole economic community 
and not merely, if that were possible in such isolation, 
within the boundaries of particular States, is seen to be 
the main condition on which the continuous unfolding of 
productive capacity depends. 


Economic doctrines concerning the advantages of the 


division of labour, and the dependence of the effective 
division of labour on the extent—that is, the numerical 


frequency—of the market, would be meaningless if it were. 


not possible for a region to be more thinly populated than 
would be desirable, or for a community to suffer dis- 
advantage, even apart from military and political con- 
siderations, from its too small numbers. Or again, a com- 
munity may suffer from the fact that its population is too 
thinly spread over the area available to it, and that por- 
tions of its population are too closely crowded in particular 
centres and favoured areas. These possibilities do not 
admit of brief explanation and illustration, and I mention 
them here with a view to suggesting that the task of the 
economist is a more complex and more hopeful one than it 
was thought to be in the days when the niggardlmess of 
Nature and the imprudence of parents were always at hand, 
to be invoked at need to account for almost every shape 
of social misery and calamity. 


I1I.—THE MEDICAL ASPECT. 
BY 


Sm THOMAS HORDER, Br., K.C.V.0., M.D., F.R.C.P., 


Physician in Ordinary to H.R.H. the Prince of Wales; 
Physician to St. Bartholomew’s Hospital. 


Ever since I yielded, reluctantly, to the invitation to 
open this discussion from the medical side L have searched 
my mind very thoroughly for reasons which might be set 
against my original protest—that the subject before us 
seemed to me to be very largely outside the doctor’s 
province. Whether or no my distinguished colleague has 
felt the same difficulty 1 cannot say, but up to the moment 
of writing these words I have had no opportunity of read- 
ing Lady Barrett’s remarks, and so one of my last hopes 
has had to be relinquished. 

To the Biologist, Yes; and to the Econon *, again Yes 
the subject clearly has great interest for both of these 
students, as is manifest from the able papers presented by 
my two predecessors. But to the Doctor, the population 
problem seems to me to overlap very little his usual 
activities, and this whether his work lies mainly with 
the individual when sick or with that reputedly higher 
and larger function termed the prevention of disease. 
In short, the question of over-population er under-popuila- 
tion seems to me to lie largely outside the doctor’s sphere. 

And yet I have enough confidence in the wisdom of those 
who choose the subjects of our annual discussions, and 
nominate the speakers, to believe that there is, after ail, 
a medical aspect to this question of the falling birth rate. 
1 therefore propose to examine the matter as well as I 
am able. 

We ure told that the problem of. population resolves 
itself into three elements: natality, mortality, and migra- 
tion. Surely, it will be said, the doctor has a good deal 
to do with the first two of these? If the doctor is not 
concerned with birth and with death, who is? But a 
closer look reveals the fact that the aspects of real deter- 
mining value in regard to both of these things, as they are 
related to population, lie outside the doctor's proviace. 

Take the case of natality. The age of marriage, a fact 


‘upon the differential use of family limitation. 


to function in this wise? 


having great influence upon natality, is almost wholly 
governed by economic conditions, and medical men have 
little or nothing to do with this side of the problem. 
Fertility, and even sterility, are at present questions 
which lie beyond the ken of the physiologist, let alone 
the doctor. If we exclude syphilis, a known cause cf 
sterility, there is little or nothing of pathological impor- 
tance known to us as operating in this direction, and 
therefore little or nothing that we can do to remove this 
deterrent to natality. Sex incompatibility, too, is a com- 
plete mystery to us, and even if we knew exactly upon 
what it depends its prevention would seem to be a matter 
for the eugenists rather than for us. . 

Behind all these things lie the laws which govern the 
function of reproduction, laws which so far remain in- 
scrutable. We have to await solutions of these problems 
by the biologist, whether physiologist or biochemist, before 
we can prescribe appropriately for the patients who come 
to us inside this sphere. 

Mortality? But we doctors function here, it will he 
said. And it is true that both in preventive and in 
curative fields of action there are things we can do to 
prolong life; our efforts do seem to achieve something in 
this direction, though here the main credit may really lie 
more with the sociologist than with the doctor, albeit the 
former relies upon the jatter for stimulus and direction. 
Be it observed, however, in this connexion, that merely 
to prolong life is but a feeble contribution to population 
adjustment, end serves us in poor stead in the main 
issue. Saving life, however, and improving health may 
serve us well, since these things may be done at all ages, 
and therefore at the child-bearing period in women and 
during childhood. In Germany it has been shown that 
whilst there is an increasing duration of life, there is 
also a rapid fall in the birth rate. In effect, old age is 
on the increase; a parlous state of affairs, and a grim 
reward for the doctor’s contribution to the population 
difficulties. Such a condition of things must, of course, 
eventually show itself by an increasing mortality rate 
—a consequence which will doubtless be set at the doctor's 
door. 

Let me turn for a moment to the actual position as we 
understand it. To a visitor from another planet much of 
our attitude towards the population question during recent 
years would seem very puzzling indeed. A few years ago 
many of us were not a little concerned about the dangers 
of over-population; we are to-day met together to con- 
sider the falling birth rate. If our visitor were human 
like ourselves he would probably agree with the poet that 
there is only one thing common to us all, and that is 
discontent. But, as I read the position, the present con- 
cera is not with the falling birth rate in absolute terms, 
but with the fact that it possesses differential values of 
an undesirable kind. It is generally conceded that a low 
population in any country is a serious affair, because the 
quality of a population is wont to suffer by a fall in thy 
quantity. The crux of the situation would therefore seem 
to be the difficulty of securing a regulation of births as 
between the different social grades in a ‘country. lt 
would appear that ‘this difficulty depends for its solution 
If so, we 
have once more reduced matters to a sociological, or 
economic, or eugenistic platform. 

The more I examine the matter the more convinced 
I become that until, and unless, the doctor associates 
himself closely and definitely with eugenistic and economic | 
principles, his opportunities of influencing the population 
problem are very small, not to say insignificant. But is 
this really the doctor’s sphere? That he would prove a 
powerful ally, both to the eugenist and -to the economist, - 
1 have no doubt whatever. But does society expect him 
Is he briefed for this particular 
advocacy? Until now he has not concerned himself with 
questions of family limitation, or only to give advice and 
instruction when husband and- wife have already decided 
upon their course of action.. With few exceptions he has 
not sought to influence men and women upon matters 
of principle, and he has kept clear of propaganda. He-has 
a sanction for individual therapeusis, but he has hithorte 
not considered that he possesses any other sanction on 
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this matter. Even in the important subject of birth 
control he has very largely stood aloof, regarding jealously 
his lien over matters of individual health, and not risking 
his patients’ confidence on the personal issue by voicing 
his opinion in regard to economic and eugenistic questions. 
Is he right, or is he expedient, in this attitude? Has 
the time come when he should enter the field on the side 
of these larger issues? I think the point well merits dis- 
cussion. If it be decided ultimately that he should do this, 
then he should be taught a good many things that are not 
now included in his curriculum, and his thoughts should 
be directed quite early to this vital question of the regula- 
tion of births, which is clearly the ideal to aim at. Such 
regulation presupposes, as has been said, ‘‘ the economic 
encouragement of those parents who rise above the lowest 
levels, since it is the superior performance of numerous 
healthy parents which now requires moral and material 
recognition on the part of society.’ 

It may be interesting to glance for a moment at the sort 
of advice the doctor would find himself giving, and the 
kind of effort he would be making, in his practice, if 
ever his help were really sought and given, in an attempt 
to carry such a rule as this into effect. Professor 
Grotjahn has indicated for us the elements of conduct 
which the operation of such a rule as I have specified 
would involve. The lifting of parenthood on to a rational 
basis in eugenic practice would imply the three following 
duties: 


1. That every married couple would be in duty bound 
to bring up @ minimum of three children above the 
fifth year. ' 

2. That this minimum must be aimed at wherever the 
situation of the parents gives expectation of descendants 
not falling below an irreducible minimum standard. In 
this case, Barend the minimum must not be exceeded. 

3. That every married couple characterized by particular 
virility should have the right to double the minimum, 
and should receive for every child in excess material 
contributions, which would be exacted from the single «nd 
from those couples which for any reason whatsoever remain 
below the lowest number. 


When, by the exercise of some such rule as this, the 
stability of the population has been safeguarded and the 
general quality raised, the professor considers that the 
rational uso of contraceptives may foilow undisturbed. The 
reward promised for observing a rule like this is the 
desideratum which all thinking folk desire—the checking 
of fertility in those social strata which have least means, 
room, time, or capacity for the upbringing of their 
offspring. 

I have stated the matter thus explicitly because it is 
just as well to realize clearly the sort of problem the doctor 
would find himself ‘‘ up against ’? were he to embark upon 
the task of discouraging pregnancy for eugenistic as well 
as for therapeutic reasons. It is a task before undertaking 
which we may well be forgiven for pausing. And it must 
be obvious to us all that we should need, not only public 
sanction, but Government assistance and a system of 
penalties before we could even begin to make any progress. 
A merely pious expression of hope that in some Micawber- 
like fashion differential reproductivity of a beneficial kind 
will arrive as the result of arousing eugenistic interests 
in the doctor’s mind does not advance the matter in the 
slightest. We are all eugenistic in our attitude towards 
racial progress, but I doubt very much if the onus lies 
with us of initiating a carefully considered scheme by 
which alone such progress can be attained. I feel strongly 
that the will to improve the race must first be aroused by 


the sociologist, and that the study of the population. 


problem, especially in relation to the differential birth 
rate, must be taken much further before the doctor’s aid 
is sought. In summing up the discussion on this subject 
at the Geneva conference last year, Professor Julian 
Huxley remarked that, ‘‘from our point of view as 
scientists, one fact will emerge very clearly, and that is 
the lamentable insufficiency of the data we have on which 
to base any conclusions.” 

I have already referred to the fact that the profession 
has very largely, up till now, whether deliberately or sloth- 


fully, stood aloof from the question of pregnancy control, 
I do not now refer to the therapeutic aspect of the matter, 
but to the social aspect, I may be peculiar in this, but 
I feel that such aloofness has been justified by the obvious 
lack of data upon which to form a sound judgement, 
I would go further and say that, as pregnancy control is 
only a part, and probably a small part, of the population 
problem, the principles governing its exercise do not, in 
the first instance, lie with the doctor, for reasons I have 
already adduced. 

But the study of contraception is quite another matter, 
and the inventing or devising of methods, and judging of 
their success or failure, are certainly matters that concern 
the doctor. A number of cases present themselves to every 


busy practitioner where the therapeutic indication for _ 


family limitation is definite, and sometimes even impera- 
tive. Another important question which clearly lies within 
the doctor’s province, with which, indeed, he alone can 
deal, is whether or no, and if so to what extent, the use 
of contraceptives is a factor in the production of disease, 
local or general. Dr. McCann has expressed himself as 
quite convinced that pelvic diseases are fairly frequently 
traceable to this cause. But more -investigations are 
required before we can come to any definite conclusions 
on the point. 


Both in the cases in which there is a definite therapeutic | 


indication for controlling pregnancy, and in the cases in 
which married couples have settled for themselves that 
it is their duty to avoid pregnancy and the doctor con- 
siders he is under an obligation to help them to carry out 
this decision—in both these cases our present available 
methods are lamentably defective. There seems to be no 
clear teaching on the part of our gynaecological colleagues, 
and many of them appear to regard the subject as taboo. 
I think this is a great pity. 

The fact which emerges most strikingly from a con- 
sideration of the subject is, as I say, the completely 
inadequate means that are at our disposal in advising a 
patient. 

In summarizing very briefly what these means are, 
such a conclusion becomes all too obvious. A certain very 
common method of pregnancy control, besides being quite 
impossible for many men, is such a gross physical and 
psychical offence to both parties that to continue to con- 
sider it at all is, as I have pointed out, only to pander 
to that itch which some people possess to be thoroughly 
inclusive, however unpractical, in their survey of possi- 
bilities. To tell the partners to restrict the sex act to 
that period in the woman’s menstrual cycle when she is 
least likely to conceive involves two great objections: first, 
that this reputed time of low conceptivity is relative only, 
and therefore cannot be relied upon, and second, that this 
period varies much with different individuals, and there- 
fore cannot be calculated with safety. There is even a 
third objection to this method: a woman’s time of rela- 
tively low procreative power by no means always syn- 
chronizes with her time of high sex desire; to adopt this 
method is therefore tantamount, in many instances, to the 
sacrifice of that very spontaneity in the union of the sexes 
which it is sought to preserve. As a writer has aptly 
expressed it, ‘‘ practices founded upon this notion may not 
be in harmony with our present ideas of sexual justice.” 

Chemical contraceptives fail in that if they are physically 
harmless they are unreliable, and if they are dependable 
they are capable of endangering health. Mechanical con- 
trivances have little more, if anything, in their favour. 
When adapted to the male partner they carry psychical 
and physical disadvantages for which their effectiveness 
scarcely compensates. If it falls to the woman’s lot to 
make the mechanical adjustment necessary to achieve the 
object in view we, at present, know of no contrivance the 
use of which does not involve (for success) manipulation 
approximating to gynaecological acumen. 

It is a question whether the contraceptive method gener- 
ally advocated at birth control clinics as being the survival 
of the fittest is not too erudite or too uncertain ever to 
be popular. A friend of mine, who interests herself much 
in birth control clinics, and who, being fully persuaded of 


the need and of the wisdom of these clinics, is unlikely 


to minimize their value, tells me that their ‘“ follow-up ” 


} | BY: 
ce 
pr 
di 
off 
ch 
sh 
th 
pa 
wi 
th 
res 
| do 
ab 
| thi 
the 
| ha 
an 
ma 
the 
| 
Bri 
al 
me. 
| | the 
: 
q 1 
| tion 
to 1 
1 
sho 
rat 
and 
sing 
A.B 
B. B 
Si 
the 
the 
comy 
as ¢ 
| Engl 
1901. 
low ; 
4 | 
rema 


wwe Ge 


SEPT. 15, 1928] 


THE FALLING BIRTH RATE: STATISTICAL INDICATIONS. 


JouRNaL 485 


system reveals the startling fact that in only about 50 per 
cent. of the cases do the contraceptive demonstration and 
practice prove effective. 

It seems clear, therefore, that if it be granted that in- 
dividual cases presented to the doctor in his routine work 
offer legitimate opportunity for advice concerning the 
checks to pregnancy, he has at the moment very poor make- 
shifts to deal with. If, in addition, it be deemed part of 
the doctor’s duty to deal with pregnancy control as a 
part of the health and happiness of the community as a 
whole—and the two things have very different bearings— 
the knowledge at present available to secure the desired 
results is lamentably deficient. Here, at least, seems a 
subject deserving of inquiry, and concerning which the 
doctor’s opportunities for research and observation are 
abundant, and his conclusions paramount. It is a sound 


thing that he should proceed to extend his knowledge on’ 


these matters, with the hope that by the time the public 
has made up its mind on the question of pregnancy control, 
and in the event of such a principle being established, he 
may have something worth offering as his contribution to 
the eugenics of the population problem. 


IV.—INDICATIONS FROM STATISTICS. 
Lavy (FLORENCE E.) BARRETT, M.D., M.S., 


CONSULTING OBSTETRICAL AND GYNAECOLOGICAL SURGEON, ROYAL 
FREE HOSPITAL. 


Berorr attempting to discuss the falling birth rate from 
a medical point of view it is necessary to define what we 
mean by the term ‘ birth rate.’”” The methods of stating 
the birth rate in common use are three: 


1. The crude birth rate—or rate per 1,000 of the popula- 
tion living at all ages in the middle of the year. 

_2. The proportion of registered births to the women 
living at child-bearing years—that is, roughly 15 to 45 
years of age. 

5. Dividing legitimate from illegitimate, to state the 
number of legitimate births per 1,000 married women aged 
15 to 45 and the number of illegitimate births per 1,000 
unmarried women aged 15 to 45. 


It is the third method only which will give us informa- 
tion as to the changing fertility in married women and as 
to the relative number of illegitimate births in proportion 
to the unmarried women. 

In his book on vital statistics Sir Arthur Newsholme 
shows by the adjoined table how misleading the crude birth 
rate may be in comparing -two. districts like Kensington 
and Stepney, since Kensington has a large number of 
single women engaged in domestic service. 


Legitimate Birth Rates in Kensington and Stepney, 1921. 


Percentage 
Birth Rat 
i te 
Kensington. | Stepney. in Stepney 
over that in 
Kensington. 
A. Birth rate per 1,000 inhabitants ... 18.1 | 24.2 33 
B. Birth rate per 1000 women aged 55.7 98.8 77 
_15 to 45 years : 
C. Birth rate per 1,000 married 163.0 207.4 27 
women aged 15 to 45 years 


Sir Arthur Newsholme has also shown very vividly by 
the example of Ireland that the crude do not always give 
the same indication as the standardized birth rates. 


“In that country the crude birth rate was 24.5 in 1881, as 
compared with 33.9 in England and Wales, and was 23.1 in 1901, 
as compared with 28.4. Standardized raies in Iveland and 
England respectively were 35.2 and 34.7 in 1881, 36.1 and 28.4 in 
1901. Thus Ireland, whose crude birth rate was approximately as 
low as that of France, had a irue rate of fertility as high in 1881 
as, and much higher in 1901 than, England. The reason for this 
remarkable change in the relative position of the two countries 


produced by arithmetical corrections is that, while in England in 
1901 the number of females aged 15-45 per 1,000 of the total 
population was 250, and in Ireland 235, the wives at ages 15-45 in 
England formed 46.8 per cent., and in Ireland only 32.5 per cent., 
of the females of the same age. The case of Connaught in 1901 
is even more striking. Its crude birth rate was 21.3 as compared 
with 28.4 in England; while its standardized birth rate was 38.1 
as compared with 28.4 for England.” 


We see, therefore, that the proportion of married women 
of child-bearing age in any country is a very important 
factor in considering erude birth rates. 

Diminished fertility of marriages as a cause of the falling 
birth rate can only be judged by a comparison of the 
standardized legitimate birth rate in any two periods under 
discussion—for example, when the birth rate was high 
(in 1870), and to-day. 

What has been the decline and when did it begin? We 
find that the birth rate in England and Wales was at its 
highest point in the decennium 1871-80. Since then up to 
1910—that is, during the pre-war era—the birth rate 
reckoned by either method had steadily declined. 


Mean Annual Birth Rates (England and Wales). 


Illegitimate 
Legitimate 
Per 1000 Per1,000 _ |Birth Rate per Birth Rate per 
Living at | Women aged | 1,000 Married | widowed 
all Ages. 15-45 years. | W “pegee Women aged 
1851-60 oe 34.1 164.9 231.0 18.3 
1851-70 jon 352 151.0 287.3 18.2 
1871-80 — 35.4 153.6 235.5 15.1 
1881-90 ates 32.4 138.7 274.6 126 
1891-1900... 29.9 122.7 250.3 9.6 
1901-10 ese 27.2 109.0 221.6 8.2 
1911-15 ns | 23.6 91.4 189.7 7.8 
4 
The reduction up to 1910 was: 
In the crude birth rate... 33 per cent. 
Standardized married birth rate 
Standardized illegitimate birth rate ... ow Se 


Birth Rates and Fertility, 1871-1925 (England and Wales). ° 


Legitimate Births— Illegitimate Births— | All Pirths— 
{ 
Popula- | Women, | Popula- Women, Popula- 
tion. 15-45. | tion. 15-45. tion. 
1 
1871 (1870-72) | 33.3 292.5 1.9% 17.0 BS 
1881 (1880-82); 32.3 283.0 1.65 14.1 34.0 
1891 (1890-92), 29.4 263.8 1.31 105 30.7 
1901 (1900-02), 235.5 112 85 28.6 
1911 (1910-12); 23.4 197.4 1,03 19 24.4 
1921... 2.4 176.3 1.02 19 22.4 
1922... 19.5 160.7 0.89 1.0 20.4 
1923... ..4 189 155.3 0.82 6.5 19.7 
1924... 18.1 148.4 0.78 6.2 18.8 
195... ..| 175 | 1435 | 0.74 5.9 18.3 


The difference between the crude and standardized figures 
is what we should expect from the effects of the war. 
Fewer women could marry, and therefore fewer children 
would be born, but there remains a reduction in the 
absolute fertility of marriages, and a decrease of illegiti- 
mate children. This reduction in the fertility of marriage 
has been assumed to be due to birth control. 

One of the problems for the medical profession is to 
determine the relative importance of voluntary use of 
contraceptive measures and of other factors as causes of 
the diminished fertility of the race. For other causes of 
variation it is interesting to study conditions which existed 
before contraceptive measures were known or practised 
appreciably in any class. In doing so we find: : 

1. That there have always been variations in fertility 
in different classes. 
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Children Born per 100 Families—Standardized Rates. 


| "Mare ago | | atiners, | 
1905-11 0-5 70 16 105 «100 
1901-08 5-10 1m 185 263 242 
1896-01 10-15 242 275 39 362 
1831-96 15-20 303 359 517 463 
1886-91 20-25 357 435 610 £41 
1882-86 25-30 413 501 671 596 
1°72-81 30-40 497 557 77 652 
1861-71 40-50 66 648 177 75 
181-61 50-60 662 696 797 763 
over €0 682 732 870 781 
Total ... 277 319 433 292 


Consider one example from this table—the families who 
had married in 1871-81 and who had lived thirty to forty 
years in wedlock. The actual figures of the numbers of 
children born in those thirty to forty years to each 
100 families are: upper and middle classes 497, textile 
workers 567, miners 717, unskilled labourers 652—that is, 
the average family varied between roughly five in upper 
and middle classes to just over seven in miners. It must 
be allowed, however, that some marriages were probably 
sterile. . 

This variation in fertility has been further increased in 
the last fifteen years. Therefore some factor or factors in 
the lives of different strata of society affect fertility apart 
from artificial or voluntary interference; all the factors, 
including contraception, tend to diminish the upper, 
middle, and textile classes only. 

2. Another factor affecting the natural fertility of 
marriage is the age of the parents. The age of the father 
is secondary in importance, but has some influence. 
Roughly it may be stated that fertility in the healthy man 
remains stationary between the ages of 20 and 35 and tends 
to decrease after. The age of the mother in its effect on 
fertility is more important and has greater variation. 
Actual fertility increases from the age of 15 to 25, when 
the age of maximum fertility is reached, and after remain- 
ing more or less stationary for a few years declines from 


‘the age of 30 to that of 50 in a steady curve. 


Actual fertility is much greater before than after the 
climax. The fecundity of the mass of wives is greatest 
at the commencement of the child-bearing period and 
gradually declines; after the age of 40 the decline is very 
rapid. 

The following tables illustrate various details in con- 
nexion with the fecundity of marriage viewed from the 
point of view of the wife. 

1. The first shows the effect of the age of the wife at 
marriage on sterility. 


Proportion of Sterile according to Experience in Scotland of 1855. 


Ages at Proportion . 
Marriage. Sterile. 
15-19 15.6 per 100 wives. 
20-24 oe eee ove 1.5 
30-34 eee 32.3 99 ” 


2. The second shows (a) the initial fecundity according 

to age at marriage—that is, the percentage of women who 

bore children in the first year of marriage; (b) women who 

bore children within the second year of marriage; and 
(c) the percentage of women fertile at any time. 


Percentage Percentage Percentage 
Ages at Fertile in Fertile in i 
30-34 2.93 -...... 62.5 


Therefore nearly all women married between the ages 
of 20 and 25 are fecund—that being the age of climax of 
fecundity. The fecundity of the very young (15-20) is 
greater than that of those married between 25 and 30, 
but the total fertility is less. These figures illustrate 
exactly in how many instances the use of contraceptives 
in the first year of marriage is unnecessary for the 
prevention of immediate child-bearing. 

Fertile women after sixteen years generally had an 
average family of 44. Persistently fertile women—that is, 
wives bearing children up to the end of the child-bearing 
period—have an average family of 11}. 

From these considerations we see that marriage under 
the age of 20 does not appear to be the most successful 
for child-bearing, and this is supported by the development 
of children born of very young mothers, 

The average weight and length of children at birth 
vary with the age of the mother. 
following table. 


Age of Avera Avera 

Mather. Weight. 
15-19 6 lb. iSoz,..... 19.0 in, 
18.89, 


Hecker approves the above figures of Duncan, but thinks 
increase goes on till the end of fertility, age not being the 
only factor. The number of pregnancies also has an in- 
fluence. The highest average in weight and length is 
found in the children of women aged 25 to 29. Matthews 
Duncan thinks the weight and length increase with suc- 
cessive pregnancies, but does not doubt the accuracy of the 
age influence, 

Considering the total fertility of wives married at vary- 
ing ages, we find that the very young marriages are the 
most prolific; thus girls married at 15 to 19 years of age 
will after thirty years of married life have an average of 
9.1 children, while those married between the ages of 25 
and 29 will after thirty years have an average of 6.3 
children. Early marriage, therefore, per se in any com- 
munity will increase the birth rate, but the development 
of the children born in the early years will tend to be 
lower than where the marriage age is 25 to 29. These con- 
siderations all point to 25 as the best age for marriage. 

Another point of interest to our inquiry is the proportion 
of male births, because it brings with it some knowledge 
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Wholesale prices are shown by the broken line, sex-ratios at 
birth by the continuous line. 
of another factor bearing on births. The agp Age 
chart gives Stevenson’s figures regarding the relation o 
prices to masculinity. 

Male births are always more numerous than female, but 
the proportion varies from time to time in this country 
and also varies in different countries. From 1870 to 1915 
the highest point to which masculinity rose was 1,043 in 
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1875, the lowest being 1,033 in 1888 and 1890. In 1918 it 
reached the height of 1,060. The variations in different 
countries need not be described here; they will be more 
readily explained when the cause of changes in our own 
country is more clear, 

We are now in a position to see that certain conditions 
obtain to-day which, apart from any artificial means, 
would tend to reduce the birth rate. 

1. The later age of marriage. This, we have seen, affects 
the birth rate in various ways: (a) It diminishes the total 
fertility of the family. (b) It lengthens the period between 
marriage and the birth of the first child. (c) It tends 
to lengthen the space between each child. 

2. Conditions affecting the fertility of husbands, All 
gynaccologists meet with cases of sterility in which no 
abnormality can be found in the woman, but if before 
subjecting the woman to any treatment necessitating an 
anaesthetic the semen is examined, in-a number of cases 
it is found to be inactive. One of the causes of this is 
gonorrhoea. This also accounts for sterility in some women ; 
but a man may have followed careful advice and abstained 
from marriage till non-infective, and though the wife 
remains healthy yet conception may be impossible. The 
work of Professor Leonard Hill on the sterilizing effect of 
heat (even body temperature) on the male cells suggests the 
possibility that sedentary indoor employment may account 
for some diminution in fertility of men of certain classes. 

3. Of the factors which affect the relative fertility of 
different classes we have, however, no certain knowledge, 
but since the same differences existed in 1855 we know 
that it is not only due to the better knowledge of contra- 
ceptive measures, even though it were shown that their 
use in certain classes is very widespread. If relative prices 
and hence relative luxury and relative want affect the 
masculinity, it may also have an effect on total births. 

4. Before drawing conclusions we must bear in mind 
that there are certain natural laws which, if obeyed, would 
affect the birth rate, and we must make allowance for the 
probability that in certain classes they have been a factor. 
(a) It-is well known that ill health in either sex is marked 
by lack of desire for sex indulgence. If the mother is 
debilitated by too closely following pregnancies, or the 
father is worn out by stress of mental work, she or he 
does not desire sex gratification. (b) In more developed 
races where sex is associated with love, desire for the 
wishes and well-being of the object of affection forbids 
intercourse when it is not desired, but we know that in 
many instances intercourse takes place in spite of failing 
desire. (c) It is significant, however, that where either 
partner consents to intercourse against his or her desire 
the result is unsatisfactory to both. 

Nature thus provides a kind of natural eugenic law 
which, if obeyed, protects the mother from the burden ‘of 
pregnancy when health is becoming impaired, and protects 
the race by allowing conception to occur only when both 
parents are in full health. Nature’s law would only allow 
large families where the parents are both virile, healthy 
beings free from mental anxiety or stress. Such results 
would obey the laws of eugenics, but, we must admit, 
might strain the resources of the parents in the matter of 
upbringing and of education. With the economic aspect, 
however, | am not dealing at the moment. 

From the medical point of view much would be gained by 
obedience to these laws. (a) It would abolish motherhood 
in the overstrained woman, whether the overstrain resulted 
from too frequent child-bearing, from overwork, or from 
wmnhealthy conditions of environment, because women under 
these circumstances usually lose sex desire. On the other 
hand, if intercourse takes place in ill health, with or with- 
out their consent, the result is more prolific child-bearing 
than in the normally Kealthy woman. (b) Pregnancy under 
conditions of health produces an enhanced sense of vitality 
and well-being and is not a time of illness or invalidism; 
the expectant mother’s efficiency is not impaired. (¢) The 


dangers of child-bearing are diminished in women who 
enjoy mental and physical health. 

This obedience, however, may be said to be an ideal 
unattainable in the case of exactly those instances where 
frequent child-bearing is taxing the strength and resources 


of the mother to the uttermost. This is undoubtedly true 
at the moment, and yet if we regard this subject with an 
unbiased mind from the point of view of prophylactic 
medicine, we find that the ideal coincides with the health 
of the race. It is therefore the duty of the medical pro- 
fession—itself possessed of the highest ideals—to pursue 
and teach them to those able to receive them, just as it 
is our duty in the practice of our profession generally to 
aim at prophylaxis and only secondarily at cure. But 
we do and must aim secondarily at cure when prophylaxis 
fails, and in this question, of the birth rate under the 
present unsatisfactory conditions of large numbers of 
people Nature’s law does not obtain, and the health of 
many poor women is being destroyed by overwork and 
over-child-bearing. In such cases it is, in my opinion, our 
duty to see that child-bearing is modified and that the 
conditions of life are relieved. 

The influence of the doctor on both factors is essential, 
otherwise no progress will be made, and the dector wil! 
be reduced for years to the unsatisfactory empirical treat- 
ment of some form of conception control. With regard 
to the first—the modification of child-bearing—in the 
absence of the co-operation of the husband we are at 
present left with the problem of finding some method of 
preventing conception. 

I do not propose to discuss here the various forms of 
contraceptives in use except to express My own opinion 
as to the undesirability of the various rubber instruments 
recommended. They are unreliable—that is, although they 
may prevent conception in a large number of women they 
entirely fail in many others; witness the fact that scarcely 
any advocates of them remain who do not combine with 
them the use of a spermatocide. They are in many cases 
harmful. The clinics where they are in use have no 
records of systematic examination by the cervix with 
speculum to ascertain whether cervicitis occurs, and it is 
the only way of knowing if the cervix is damaged or if 
abnormal discharge is present. The observation recorded 
by the patient herself is valueless. I have found cervicitis 
a frequent result. 

If conception is to be prevented the more harmless 
methods, in my opinion, are the use of the sheath, and 
the introduction of medicated pessaries made up to the 
prescription of a doctor. But, regarding this subject from 
a purely medical point of view, we must also remember that 
sex indulgence to any excess produces nerve exhaustion, 
and contraceptive methods in the cases we are discussing 
are not a cure for the mother’s debility. 

The responsibility of the doctor for advice as to contra- 
ceptive measures is only one part of his duty, whether 
the doctor is the medical attendant of the family or the 
hospital physician or surgeon. Sources of ill health and 
disease are often found in the conditions of life of the 
sufferer, and the influence of the medical attendant in 
calling attention to the lack of ordinary hygiene in the 
lives of working-class mothers is as important as the duty 
of those medical inspectors who insist on hygienic conditions 
in factories. 

Is it not time that doctors spoke clearly as to the lack 
of change and rest and of outdoor exercise among other 
factors in the lives of the mothers who bear large families? 
There are, however, some cases in which the recurrence 
of pregnancy is a matter of life and death to the woman— 
for example, severe heart or kidney disease, or even re- 
curring puerperal insanity. If in such cases the co-opera- 
tion of the husband is not obtainable sterilization should 
be performed, as it is the only absolutely certain method, 
apart from complete abstention from intercourse. 

We conclude that medical practitioners have an important 
part to play in this question of the falling birth rate. 
In some cases duty demands that they teach the advantages 
of normal marital relationship, in others it may be their 
duty to do all in their power to help a patient to avoid 
pregnancy, They cannot stand aside and take no part 
in directing, teaching, advising, and treating their patients. 
They cannot disregard eugenic considerations; their views 
and advice on conditions of life which cause debility and 
abnormal fertility are valuable, and, if frankly expressed, 


would be of real service to public health. ' 
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I make the most earnest claim that the family doctor 
should be the person to deal with this subject, whether 
with or without consultation with special clinics or con- 
sultants. I submit a few reasons for this in summing up 
some of the points to which I have drawn attention. 


1. If the true facts, as shown in the above tables, about 
the chances of immediate conception and natural rate of 
child-bearing were explained, many young couples would 
begin married life naturally, unhampered by artificial 
contrivances. Such explanation is best given by the family 
doctor. 

2. Most people of education in marriages of true affection 
would respond to the doctor’s advice that it is not for the 
good of themselves or of their offspring to come together 
when either does not desire it. 

3. The doctor knows the whole circumstances of the case 
in question, and how pressing or otherwise is the demand 
for some means of preventing conception, which may vary 
from avoiding a risk which would be almost certainly 
fatal, to anxiety as to whether financial resources will 
adequately maintain and educate another child. 


It has been said that the medical practitioner is unable 
or unwilling to deal with this question, and has no 
training to equip him for giving wise advice suitable to 
each case. 

I suggest that the remedy for this is that all that is at 
present known in regard to this subject should be taught 
to medical students, and their responsibility in regard to 
it be emphasized. If the family attendant refuses help 
in this respect it cannot be a matter of complaint if 
patients seck knowledge and helpful advice from a prac- 
titioner who is willing to give it. 

One last word as to the medical aspect of the present 
situation from a wider point of view. The birth rate of 
the artisan class is falling most rapidly, but closely com- 
parable is the fall in the upper and middle classes. The 
birth rate is actually rising among miners and unskilled 
labourers—that is to say, classes in economic comfort 
are becoming unnaturally sterile, while classes in or 
approaching destitution are unnaturally prolific. 

In physical values, if only through being reared in 
unfavourable environment, the latter must be lower in 
vitality than the former, and as the proportion of healthy 
members of the race is gradually diminished and the 
proportion of ill-developed members is increased, the 
physical standard of the national health must deteriorate. 

From a medical point of view the position is disastrous, 
and would not, in my opinion, be cured if all contraceptive 
practices were swept away. We should thereby add some- 
what (though not to the extent imagined) to the stock 
of those who can afford physical necessities of health, 
but more drastic measures from a public health point 
of view are needed to arrest the fertility associated with 
destitution. 


A CASE OF OSTEITIS FIBROSA. 


BY 
J. LEIGH COX, M.A., B.M., B.Cu.Oxon., 


M.R.C.S., L.R.C.P., 
BRIXHAM, SOUTH DEVON. 


Tue following case presents some points of interest, and 
may be considered worthy of publication. 

A girl, aged 18, cashier in a draper’s shop, complained 
of ‘‘ cutting pains ”’ in the right knee, which gave out when 
she was walking. The pains were intermittent, did not 
incapacitate her from work, and lasted from October to 
December, 1926. 

On Christmas Eve, 1926, she complained of pain in the 
right tibia, and took to her bed on January 4th, 1927, She 
then noticed a swelling about the middle of the tibia, and 
the pain became definitely worse. On examination I found 
a uniform swelling apparently involving the whole circun- 
ference of the bone at the junction of the upper two-thirds 
and lower third of the right tibia. There was some tender- 
ness on deep pressure, but no other physical signs any- 


where. No history of any blow or injury could be elicited, 
An antero-posterior x-ray photograph was taken of the right 
tibia and fibula, and showed a small area of rarefaction at 
the site of the swelling. A provisional diagnosis of chronic 
osteomyelitis was made, and the patient kept in bed, her 
temperature and pulse being care- 
fully watched. At the end of a 
fortnight the pain had subsided 
and there had been no rise of 
temperature or pulse. The patient 
was allowed up and told to report 
again should there be any recur- 
rence, 

In March, 1927, she complained 
of a gradual onset of pain in the 
right hip-joint, saying that she 
got very stiff on sitting down and 
could not walk on rising. On 
examination there was a quarter 
of an inch true shortening of the 
right leg, marked limitation of 
movement on abduction, and some 
tenderness on pressure over the 
joint. A skiagram showed marked 
rarefaction of the neck of the 
right femur, with a spontaneous 
fracture extending about half-way 
across it. The upper half of the 
shaft also appeared to show rare- 
factive changes. The patient was 
put to bed for three months 
and given tab. parathyroid and 
calcium (P.D. and Co.) thrice 
daily, and began to walk again 
in August, 1927, There were no 
more symptoms, and another skia- 
gram was taken in October. This 
showed rather more marked rare- 
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ind fibula, April 4th, 1928, 


faction in the neck of the right femur, but the fracture | 


appeared to be healed. 

In April, 1£28, the patient again complained of some 
increase in size of the tibial swelling, with slight inter- 
mittent pain in this situation. A lateral view of the 
tibia revealed an extensive area of rarefaction with marked 
thinning of the bone. Permission could not be obtained 
for removal of some blood for the Wassermann reaction 
and calcium content estimation. aie 

The comparative rarity of this condition and lack of. 
definite knowledge concerning the fundamental metabolie 
errors responsible seem to make this case worthy of record, 
The condition is sometimes associated with parathyroid 
tumours; in this case there were none discovered. 


A CASE ,OF PARTIAL STAPHYLOMA OF THE 
CORNEA. 
BY 


R. Y. STONES, M.C., M.D., M.R.C.P.Lonp., 


MENGO HOSPITAL, KAMPALA, UGANDA, 


A STAPHYLOMA corneae partiale, the scar of which is giving 
way, complicated by a staphyloma totale of the other eye, 


is a@ somewhat rare condition, so the following case seems | 


to be of sufficient general interest to merit publication. — 

A young South African farmer, 18 years of age, living 
at Eldoret, some three hundred miles from Kampala, had @ 
severe infection of both eyes when 3 years old. His parents 
were on trek miles away from any town, and it was only 
by the good offices of a regimental surgeon whom they for- 
tunately met that the child’s sight was not entirely lost. 
As it was, the one eye was completely and the other 
partially blind. Tlie boy first went to school when he was 
16, but at his first half-term holiday it was noticed that 
his sight had deteriorated a little, so on the advice of a 
doctor he was removed from school and tvok up farming. 
The father reported that the sight had again begun to foil 
during the last two months, 


Radiogram of right tibia 
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Wien scen on August 31st, 1927, the left eve was found 
to be completely blind, the cornea being replaced by a 
dense leucoma; the tension of the eye was very low. The 
right eye showed a clear cornea except at the lower and 
inner quadrant, where an old leucoma was present. This 
scar had given way in the centre and the iris was protruding. 
No corneal ulceration was found, and there was no oedema 
of the conjunctiva. The anterior chamber was shallow and 
the tension of the eye subnormal; the iris was excentric, 
showing the presence of anterior synechiae; vision was only 
3/60. The fundus could not be seen, a red reflex only being 
obtained; with a +20 lens striae could be seen in the lens; 
vitreous opacities were not found. 

It was decided that an operation must be performed, and 
this was conducted according to the method described by 
Abadie. 

Operation.—(1) The. corneal tissue over and around the 

staphyloma_ was. scarified with a sharp scalpel. (2) A 
“bridge ’’ flap of conjunctiva was got ready and prepara- 
tory stitches were inserted. (3) The base of the staphyloma 
was incised with a Graefe cataract knife. (4) The flap, 
which covered the staphyloma entirely, was stitched in posi- 
tion. The lens did not escape. The patient did not take the 
anaesthetic well, and the operation had to be done quickly. 
, Ten days after this operation the scar again began to 
give way and the tension was still low, the conjunctival 
flap having apparently slipped back. Cocaine was instilled 
and the flap brought over again, after denuding the surface 
of the cornea. The patient was kept at absolute rest with 
a firm pad and bandage over the eye for three weeks. 
Graduated exercises were then begun, but the sear again 
hegan to bulge, the anterior chamber was almost gone, and 
the tension, which had improved after the operation, again 
fell. A further, more radical, operation was therefore 
necessary if the eve was to be saved; this was carried out 
under rectal anaesthesia. 

Second Operation—(1) The conjunctiva was dissected 
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back all round the limbus and a_ purse-string suture 
inserted. (2) The cornea was scarified around the 
staphyloma. (3) The staphyloma was excised and two fine 
catgut sutures were used to draw the edges of the wound 
in the cornea together. (4) The base of the staphyloma was 
cut through with a Graefe knife. (5) The purse-string 
suture was tied, drawing: the conjunctiva well over the 
cornea. 

A very severe reaction followed this operation, and the 
eve took ten days to quieten down; the scar which resulted 
was firm, but in spite of atropine being pressed the iris 
was drawn over and vision was perception of light only. 

Owing to the severe reaction and the irritable condition 
of his eye the patient was advised to go home for some 
weeks before an optical iridectomy was done. 

He was readmitted on January 2nd, 1928. It was then 
seen that a firm white scar had formed, the iris was bright 


~and the eye quiet, the anterior chamber was deep and the 


tension nearly normal. A simple optical iridectomy was 
done. Two days later a severe reaction set in with an 
effusion of blood into the anterior chamber. The eye again 
slowly quietened down, but the vision was only hand move- 
ments. No red reflex could be obtained. The lymph and 
blood ¢lot in the anterior chamber slowly cleared up and 
the vision improved daily. The patient could soon count 
fingers at three feet and could distinguish distant objects 
fairly well. 

As the reaction after a simple operation had been so 
sharp it was considered inadvisable to do anything further 
for the time being as the boy could find his way about 
independently, and both he and his parents were satisfied. 
A month later the mother wrote saving, “‘ The eve is 
improving. He can see quite well now... he is very 
happy and is out riding almost the whole day.”’ 

1 wish to record my thanks to Dr. H. B. Owen, D.S.O., medical 
superintendent, Mulago, who saw the patient in consultation and 
who shared with me the anxiety of the case. 


Memoranda: 


MEDICAL, SURGICAL, OBSTETRICAL. 


TETANY INVOLVING THE RECTUS ABDOMINIS. 


Tue following case, which came to my notice recently, | 


seems to be worthy of record, both on account of its 
rarity and of its somewhat abrupt termination. 


A married man, aged 53, of rather poor physique, complained 
of symptoms of ordinary influenza—namely, cough, coryza, malaise, 
and backache of two days’ duration. hese symptoms did not 
inconvenience him so much as that during this time he had 
experienced agonizing pains in the upper abdomen, which came 
on at any time during the day and night. He described them 
as just like a ‘‘stitch’’ or cramp. So severe were they that 
sleep was impossible. Nothing seemed to relieve them, and they 
disappeared after five to ten minutes, only to return. He had 
noticed that the attacks were induced more readily by stooping. 
His temperature was 99.4° F., pulse 100. The mucous membrane 
inside the nose was yar | congested and the nares patulous, 
the result of chronic nasal catarrh. Nothing beyond a few 
eatarrhal signs was present in the chest. 

While I was examining his abdomen he was seized suddenly 
with one of these cramp-like attacks, and I was able to witness 
the course of events. In the epigastrium there gradually 
appeared two somewhat sausage-shaped swellings, extending trans- 
versely on either side of the mid-abdominal line. They were 
slightly thicker towards the mid-line, tense, of board-like consis- 
tency, and there could be no doubt that they were the upper 
segments of the rectus abdominis in spasm. He was in great pain 
during the attack. At the same time the skin over the abdomen 
was hyperaesthetic and he could not bear me to touch him. I 
witnessed several attacks that night, each lasting from five to 
ten minutes. The upper segments alone were affected and went 


* Into spasm synchronously; on one occasion, however, the left 


half only was concerned. Further examination revealed hyper- 
Sonne aL of the face, and tapping over the pes anserinus 
elicited fibrillary twitchings of the facial muscles on that side 
hot quite amounting to spasm. I could find no other physical 
signs in the nervous system and _ no fibrillation in any voluntary 
muscles, though his spare musculature seemed at first to suggest 
progressive muscular atrophy. I ordered 10 grains of compound 
ipecacuanha powder with 10 grains of aspirin in powders, and a 
saline expectorant mixture. Two days later I saw the patient 
again; the cramp had then disappeared entirely and his influenza 
was much better. 


- There could be no doubt as to the nature of these 
totic spasms. Their gradual and orderly onset excluded 


the possibility of localized myoclonus, for here the con- 
tractions are almost always shock-like in their intensity 
and onset, and usually involve the peripheral muscles of 
the limbs. Moreover, there is frequently a history of 
mental deterioration or epilepsy; in this case both of these 
were absent. I am inclined to believe that I was witness- 
ing w case of tetany involving the rectus abdominis, and 
the presence of Chvostek’s signs tend to confirm this. 

Though cases of toxic tetany are rare, Frankl-Hockwart 
mentions its occurrence in acute specific fevers, of which 
influenza is one. As compared with the number of cases 
associated with infantile rickets and post-operative thyroid- 
ectomy, these toxic cases form a very small percentage. 

For the rectus muscle to be involved alone seems alto- 
gether unique. I can find no mention of a similar case 
in the literature. 


Bristol. S. Lerner, M.B., B.S.Lond. 


TRIPLE INTUSSUSCEPTION IN AN ELDERLY 
WOMAN. 


-Tue unusual occurrence of a triple chronic. intussusception 


occurring in an elderly woman seems to be worthy of 
record, particularly in view of the diagnostic difficulty and 
the recovery following operation. 


A married woman, aged 57, was admitted to my wards in the 
Glasgow Royal Infirmary suffering from absolute constipation, 
constant vomiting, and acute pain in the abdomen. She stated 
that she had not been well for a year or so, with gradually 
increasing constipation, the passage of slime by the rectum, and 
pain, particularly on the left side. The pain became very severe, 
and the constipation almost absolute; vomiting began, and she 
went to another hospital, where she was x-rayed and the abdomen 
was examined, but nothing abnormal was found. A week later 
she returned, and was examined under an anaesthetic, but again 
nothing was found, and she was sent home; the following day 
she came to the Royal Infirmary. : 

On admission the abdomen was found greatly distended, so 
that palpation was impossible. Peristaltic waves were frequently 
seen in spite of the distension. The tongue was very dirty, and 
the breath foul; the temperature was 98° F., the pulse 88, and the 
respirations 26. Rectal examination was negative, and an enema 
yielded no result, Carcinoma of the large intestine was con- 
sidered the probable diagnosis.’ 
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. The abdomen was opened, and since the large bowel was dis- 
tended it was incised, but without much relief.. An exploration 
was therefore made, and a hard mass was felt which at first 
was thought to be a large impacted gall-stone. When this was 
brought to view it was found to be a triple intussusception of 
the small intestine. The two outer intussuscepta were very easily 
reduced; but there then remained a third small hard one, 
evidently of considerable standing, and obviously irreducible. 
A short-circuit was therefore performed, and the patient made 
an uninterrupted recovery. 


J. A. C. Macewen, M.B., C.M., F.R.F.P.S., 
Surgeon, Glasgow Royal Infirmary. 


HERNIA OF INTESTINE THROUGH A MESENTERIC 
HOLE,. 

Tue following case seems worthy of record for its interest 

in regard to diagnosis and its peculiarity. 


_ A boy, aged 8}, complained of sharp stabbing pains in the 
lower abdomen and of sickness. The pulse was 110 and the tem- 
perature 99.8°. The face was deeply flushed with circumoral 
pallor; the tongue was very coated and almost of the ‘‘ white 
strawberry’ type. On _ inspection of the abdomen nothing 
abnormal was noted, although the mother stated that she had 
seen a definite swelling on the right side. There was pain on 
palpation over the appendix region. 

nder anaesthesia a swelling as large as an adult’s fist was 
noted in the right iliac region. On opening the abdomen the 
caecum was found to be very much distended; the lower part 
of the ileum, caecum, appendix, and lower part of the ascending 
colon had slipped, from behind forward, through a hole of about 


two inches in the mesentery, becoming twice twisted on itself... 


The hole in the mesentery had smooth thickened edges and round 
it were some enlarged glands. The part of the intestine involved 
was untwisted and pushed back through the hole in the mesentery ; 
the hole closed and the boy has made an uninterrupted recovery, 


- Four years previously this boy had complained of 
abdominal pain, and his father had been told by a 
colleague that the condition was probably tuberculous. 
1 am indebted to Mr. Edmund, who operated, for per- 
mission to publish this case, 


Shrewsbury. Joun Wuirtr, M.B., Ch.B.Ed. 


FOREIGN BODY IN THE BLADDER. 
Tue following must be a rare accident, but should be 
borne in mind by those who are doomed to a ‘“ catheter 
life’ owing to enlargement of the prostate. 


An elderly man of more than average intelligence was admitted 
to the Colony Hospital, Grenada, on December 4th, 1926, with a 
history of having passed a rubber catheter on himself; the tip 
broke off when he tried to remove it. He had been carrying out 
this form of treatment for several months and had had no 
previous trouble. 

On admission the patient was in great pain and collapsed; he 
was suffering from marked retention of urine with a bloody 
discharge from the urethra. A metal sound was gently passed 
into the urethra and was found to be held up. by a resistant 
structure at the neck of the bladder. The prostate was found 
on examination to be considerably enlarged and very tender on 
palpation per rectum. . 

I performed a miporainle cystotomy, and a piece of rubber 
catheter, about two inches long, jammed tightly in the urethral 
orifice of the bladder, was removed. The prostate, which was 
markedly enlarged. and congested and bulging forward, appeared 
to surround it. There was a fair quantity of blood in the bladder, 
which was drained. On December 9th a tiny fragment of rubber 
was geneet per urethram. Three days later there was a sudden 
and large yoy from the prostate, which was only con- 
trolled with great difficulty. Intermittent haemorrhages followed 
for six days, after which there was no more trouble. Drainage 
was continued for some time afterwards, and on January lst, 
1227, the patient was discharged from hospital passing urine freely 
per urethram. He refused to have prostatectomy performed. 


My interpretation of this accident is that, after passage 
of the rubber catheter, the man had spasm of the neck of 
the bladder and urethra, and in his hurry and fright he 
wrenched at the catheter against the contracting urethra. 
It is notorious that rubber deteriorates rapidly in the 
tropics, and no doubt the catheter in question was not 
in good condition. 

Since writing the foregoing I have been interested to 
read Mr. A. Ralph Thompson’s account of two similar 
eases on January 14th (p. 51), where fragments of 
catheter formed the nuclei of vesical calculi. 

V. L. Ferevson, 


Chief Medical Offi d i 
St Lucia, British West Indies, tone 


VON RECKLINGHAUSEN’S DISEASE ASSOCIATED: 

- WITH FIBROMA OF THE APPENDIX. 
Tue following case illustrates an unusual condition of the 
appendix and emphasizes the fact that in von Recking. 
hausen’s disease the distribution of the tumours is wide 
and variable, and by no means confined to the skin and 
subcutaneous tissue. It has previously been shown that 
intra-abdominal neuro-fibromata can simulate the commoner 
abdominal affections.' 


A man, aged 47, is afflicted with neuro-fibromatosis, having 
large numbers of nodular tumours, some sessile and some 
pedunculated; over the scalp, neck, face, trunk, and limbs. The 
tumours vary greatly in size. The accompanying photograph gives 
a good impression of the appearance of the patient. In addition, 
there are numerous subcutaneous tumours and areas of pigmenta- 
tion on the back and lower limbs. A slight degree of hesitancy 
in the speech is noticeable, a condition said to be characteristig 
of this disease.” 

He consulted me on March 
3lst last on account of 
abdominal pain, and said that 
five days previously he began 
to suffer from intermittent 
abdominal pain, which was 
colicky in nature and_ not 
localized in any particular 
area, The pain had continued, 
but in the last forty-eight 
hours it had become localized 
in the right side of the lower 
abdomen, where he had since 
felt a tender swelling. There 
had been no vomiting, and the 
bowels had acted regularly, 
except for an attack of diar- 
rhoca on the second day. His 
temperature was 97° F., e 
rate 72, and respirations 20. 

In the right iliac fossa an 
elongated mass was felt which 
was distinctly tender on pal- 
pation; the abdomen moved fairly well with respiration. 

On the same day he was admitted to hospital, where an opera 
tion was performed by Dr. H. S. Jeffries. The abdomen was 
opened through a right paramedial incision. The mass was found 
to be the appendix, which was much enlarged and closely adhcrent 
to the caecum from which it was dissected. There were no other 
adhesions, and no other abnormality was found in the abdomen. 
On examination of the appendix after removal it was seen to 
be about 24 inches long, and in places about 1} inches in diameter. 
It was of fairly hard consistency, and in one place a subperitoneal 
nodule was.seen. The pathological report was to the effect that 
the appendix was surrounded by fibrous tissue in the form of 
innocent tumours of the type met with in neuro-fibromatosis; 
there was no sign of recent infection of the appendix itself. 

Before the operation the possibility of the case being fibroma 
of the appendix was considered, though infection of the appendix 


could not be excluded. , 
Petersfield, Hants. Trevor Hory, M.B., B.Ch. 


ACCIDENTAL SNARING OF TWO SMALL STONES 
BY A CATHETER. | 
On May 15th a male child, aged 1 year, was admitted at 
noon for stone in the urethra. When the patient was 
brought on to the operation table it was found that the 
stone had passed back into the bladder. A No. 3 rubber 
catheter was tied in and the operation deferred to the 
next day, owing to the temperature in the theatre being 
too high for any but the most urgent surgery to be 
attempted. The catheter worked well during the night; 
and on the operation table one ounce of lotion was run 
into the bladder through the catheter. The bladder. was 
then opened suprapubically. An assistant was asked to 
remove the catheter so that the interior of the bladder 
could be properly palpated. He found some difficulty 
in doing this, and presently the nose of the catheter 
appeared at the meatus alongside the other end of the 


instrument. When the loop so formed was pulled out. 


it was found that two small stones—the larger one weigh- 
ing 3.5 centigrams and measuring 5.5 centimetres im 
length and 3.5 centimetres in breadth—were caught in the 
loop and had been pulled by it through the urethra. 
No undue force was used in pulling out the catheter. 
There were no more stones in the bladder. 

W. F. Braynr, B.A., M.B., Ch.B., 


Lieutenant-Colonel I.M.S., Civil Surgeon, Mandalay. 


1 Shouldice : Canadian Medical Association Journal, 1925. 
2 Osler: Principles and Practice of Medicine. 
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Rebietus. 
SELF-HELP FOR DIABETICS. 

Dr. J. J. Conyneare first published his Self-Care for the 
Diabetic in 1926; it was noticed in our columns on 
January Ist, 1927 (p. 18), and it has proved such a useful 
handbook for diabetic patients that a second edition’ has 
now appeared. The general plan of the book is to explain 
to the patient the principles which govern his treatment. 
Diabetes is a disease in which the victim, if his life is 
to be lengthened and rendered more useful, must under- 
stand thoroughly the relative parts played by insulin 
and diet. He must realize that, notwithstanding the 
wonderful effects which the injection of insulin can pro- 
duce, his health and-strength depend in a much greater 
measure upon a properly balanced diet which is vigorously 
adhered to. Wisdom and understanding are essential to 
the preservation of the diabetic. Hence a simple book like 
Dr. Conybeare’s can be placed in a patient’s hands without 
fear of making him morbidly introspective or unduly appre- 
hensive. The greater part of the book consists of admir- 
able hints on dieting, with a chapter on cookery for 
diabetics, giving specimen menus for properly calculated 
meals. In this second edition Dr. Conybeare has empha- 
sized the great dangers which may attend the use of 
so-called diabetic foods. A short chapter is devoted to 
describing such urine tests as a patient ought to be able 
to carry out. _ Full directions are given for the self- 
administration of insulin, and a sound epitome of hygiene 
rules for diabetics helps to complete a most sensible book. 


' Planned somewhat on the model of Dr. Conybeare’s 
handbook is Dr. Henry Joun’s Diabetic Manual for 
Patients.2, It may be that the average diabetic in the 
United States brings to the study of his disease a greater 
interest in, and deeper knowledge of, human physiology. 
Dr. John, at any rate, devotes considerable space to 
anatomical and physiological details, which strike us as 
being somewhat beyond the grasp of the average patient 
in this country. However, since the author makes apt use 
of similes taken from the motor car and its engine, it may 
be that he has made his descriptions intelligible to any 
patient who is a motorist. But when he comes to the 
practical advice as to the administration of insulin and 
the arrangement of the diet Dr. John puts his points 
in the simplest fashion, and his pictorial illustrations are 
first-rate. An appendix by Miss Laura Soden, dietitian 
in the Cleveland diabetic clinic, furnishes one of the best 
series of diabetic menus that we have seen. Dr. John’s 
optimism as to the possibility of diabetic patients estab- 
lishing sufficient carbohydrate tolerance to enable them to 
discontinue the use of insulin is most encouraging. It will 
be worth while following his directions with meticulous 
care if such degrees of improvement as he quotes can be 
‘obtained at all generally. 


FROM MAGIC TO SCIENCE. 
Ir was a happy thought on Dr. Srncer’s part to bring 
within one cover under the heading From Magic to Science® 


various essays which have issued from his pen during the 


past ten years. The historical student, especially, will be 
glad to have these articles with the author’s latest emenda- 
tions in this easily accessible form. They range in subject- 
matter from such general headings as ‘‘ Science under the 
Roman Empire” and ‘‘ The Dark Ages and the Dawn of 
Science ’’ to such specialized and detailed studies as ‘‘ The 
Lorica of Gildas’? and ‘The Visions of Hildegard.” 
Notwithstanding this diversity of appeal, the book is certain 
to be welcomed by even the general reader, since, apart 
from the intrinsic interest of the essays themselves, they 
are profusely illustrated with excellent reproductions taken 


1 Selj-Care for the Diabetic. By J. J. Conybeare, M.C., M.D.Oxon., 
F.R.C.P.Lond. Second edition. Oxford Medical Publications. London: 


Milford, Oxford University Press. 1928. (Cr. Bvo, pp. xiii+ 70. 3s. 6d. net.) 


* Diabetic Manual for Patients. By Henry John, M.D., F.R.C.P., 


‘Maj. M.R.C. London: H. Kimpton, 1928. (Post 8vo, pp. 202; 42 figures. 


73. 6d, 
’ From Magie to Science: Essays on the Scientific Twilight. B 
Charles Singer. London: Ernest Benn, Ltd. fos, (Roy on, 


pp. xix + ; 14 coloured plates; 108 figures. 25s 


from illuminated manuscripts and early printed books. In 
short, Dr. Singer has prepared a volume which delights 
the eye while it stimulates the mind. 

Whatever be the subject of the essay, whether the wide 
panorama covering hundreds of years or the microscopic 
examination of a single life, or a particular book, Dr. 
Singer walks with an assured step, and speaks as one widely 
and intimately acquainted with the facts. Serious students 
of medical history will, however, have a real grievance 
against him, since he gives hardly any references. It is 
doubtless an easy matter to make a parade of scholarship 
by filling the bottom of each page with references to 
authorities transferred from. other writers who, in many 
cases, have copied them from someone else. In Dr. Singer's 
case we may be sure that if he has not actually perused 
the original he at all events quotes from a reliable autho- 
rity. Still, a reference would be something to go upon, 
and the student would have an opportunity of being 
introduced to some new and, perhaps, very interesting 
material. Thus, to take one example out of many, it is 
averred that ‘‘ Fracastoro followed Lucretius in denying 
any essential difference between the living and the non- 
living.’’ This is certainly at variance with what is gener- 
ally known regarding Fracastoro, and we should have wel- 
comed-some indication as to the work in which he made 
this assertion. Moreover, this lack of reference even affe:ts 
Dr. Singer himself. He has paid special attention to 
Hildegard of Bingen, and must be regarded as an authority 
on the subject. The date of her death is usuaily given 
as September 17th, 1179, but in the first issue of this 
essay in 1917 Dr. Singer definitely placed it in 1180, and, 
even two years ago, he somewhat vehemently denied that 
her decease took place in 1179. In the present issue, 
however, ‘‘ September the 17th, 1179,’’ appears without 
comment. A note to the effect that he has now found 
reason to change his opinion would dispel the uneasy 
feeling that 1179 is here a misprint for 1180. Moreover, 
it would seem that some of the generalizations proceed 
upon too narrow a basis of fact, as, for instance, where 
he says in regard to Cassiodorus that ‘‘ but for his activity 
it is possible that no complete Latin literary work, save 
that of Virgil, would have reached our time.’’ In process 
of argument, too, there is at times some hastiness. Thus, 
while admitting that the most beautiful of the early 
English medical manuscripts and of all the illuminated 
specimens were prepared in monasteries, it is contended 
‘“‘that there are certain works, such as the Leeth-Book 
of Bald and the Lacnuga, where the scribe himself must 
have been a layman. This is emphasized by the frequent 
demand that certain ceremonies need the aid of a priest, 
a superfluous direction in a book intended only for monastic 
use.’’ Dr. Singer evidently overlooks the fact that monks 
were not necessarily priests, and at the date to which this 
refers the vast majority were not in holy orders. Besides, 
many of these manuscripts were written in convents by 
women. On this somewhat insecure foundation, however, 
Dr. Singer, a few pages further on, makes the bold state- 
ment, ‘‘ The Leech-Books, whether written in monasteries 
or no, are, as we have seen, essentially lay products.’ 

As was inevitable from the title, much of this volume 
is given over to the question of magic. Dr, Singer is 
of the school which holds that magic is a stage in the 
development of scientific medicine. Whether this is so or 
not may be open to question, but even as an assumption 
it is not without its uses. Objection may, however, be 
quite well taken to the very wide connotation which he has 
given to the word magic. Thus he would include not merely 
what is generally understood by the term, but also prayers, 
litanies, and even the sacramental system. In the section 
dealing with early English magic and medicine he enters a 
field which has up to the present remained almost untilled, 
but his zeal has succeeded in analysing the still existing 
manuscript fragments and assigning individual portions to 
no less than eight different sources. The general impression 
made on the reader is that the early Englishman dwelt in 
a world of spells and charms. It is difficult to believe this; 


and the mere existence of these manuscripts gives no 
indication as to the frequency with which spells, ete., 
were used. Probably in no case were they employed until 
ordinary methods failed. We may be sure that the twelve 
dog-Latin words which are instanced as a charm to arrest 
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peasant of that day if’a sufficiency’ of ‘water were- available. 
When that failed this prayer to St. Columba would, at 
least, be as effectual as regards quenching the flames: as 
would cursing at large. In this connexion an incident 
recorded by Pepys is not without significance. He had 
heard that. carrying the foot of a hare was a preventive 
against colic. Acting upon that information he proceeded 
to get his hare. The effect was remarkable, and some few 
months later he records with astonishment his continued 
immunity. He, however, like the sensible man that he 
was, had been taking every morning throughout this period 
a turpentine pill. 

Even. those who least agree with Dr. Singer’s philosophy 
will readily acknowledge his masterly array of facts. If, 
in their view, he has given too wide a scope for magic 
they will be tempted to enlarge their own definition so as 
to include him as a belated adept in the Art, albeit of ‘the 
white variety. Certainly, in this book he shows a notable 
power of evocation, and has found a charm that can unlock 
the magic casements-opening on the misty past. | 


ORGANIZATION OF HEALTH SERVICES. 
WE are still awaiting the book which will, within moderate 
compass, present to the public in attractive form some 
account of the history of the movement for the organiza- 
tion of public health services; the present machinery by 
which the community attends to its own health and that 
of the individuals who compose it; the problems to which 
the complications of this machinery, mainly owing to its 
haphazard growth, give rise; with an adequate and not 
unduly biased discussion of suggestions and methods which 
are being tried or have been proposed for the solution of 
these problems. Some months ago (Journal, October 15th, 
1927, p. 688) we reviewed a book by Dr. F. E. Fremantle, 
M.P., entitled The Health of the Nation. We now have 
one entitled Health Services and the Publics by Dr. 
Sterra CHurcHILL, a member of the London County 
Council. The former, as we indicated, should be, with a 
few adjustments, an admirable ‘‘ textbook or handy refer- 
ence book for students of civics, for members of Parlia- 
ment, of town’ and county councils, of committees and 
associations interested in health and social welfare, and 
also perhaps for senior medical students and qualified 
practitioners.’’ Its method is to give the bare facts and 
statistics, usually to avoid expressions of opinion, but 
never really to discuss the problems that present them- 
selves. Such method leads to conciseness but lessens 
interest. Dr. Stella Churchill’s book is intended, we 
imagine, to appeal to the same classes of persons as Dr. 
Fremantle’s. Though not a long book, it cannot properly 
be called concise, but its chief defect is that it is not in- 
teresting. Here again facts and statistics will be found 
in some abundance, covering an-even wider field than that 
of the earlier book, but in no very logical sequence. 
Historical details of very minor importance are mingled 
with others of much greater significance. The expression 
of opinion is not avoided, but it consists largely in quota- 
tions from reports, articles, or speeches of all sorts of 
persons, some of whom undoubtedly speak with authority 
on the matters dealt with, but others of whom cannot 
make quite so strong a claim. All this, of course, discloses 
the author’s great interest in,.and aéquaintance with, the 
very numerous branches of the wide subject with which she 
is dealing, but it seems to argue, also, a certain lack of 
judgement which may well arouse caution in the reading. 
A few small inaccuracies have been noticed: one of them 
is perhaps worth mentioning. The statement is made that 
‘a considerable number of panel doctors, working without 
partners or assistants, have 2,000 insured persons on their 
lists; some have 3,000; and even 4,000 is reached,” and 
to this there is a mere footnote ‘‘ now reduced to 2,000 
(1928) without an assistant.’? The statement in the note 
is inaccurate, the facts being that the maximum number 
allowed was reduced to 2,500 (with power of insurance 
committees to propose further reduction), and that some 


4 Health Services and the Public. By Stella Churchill, M.R.C.S. a 
LR.CP.Lond., D.P.H.Camb. London: N. 1828. 
pp. ix + 266. 7s, 6d. net.) 


years ago. The whole statement is calculated to produce 
® wrong impression, since it is nowhere mentioned that the 
average list of an insurance practitioner is well under 
1,000; and tlhe number of practitioners with over 2,000 
and working single-handed does not loom large, while it 
by wo means follows (as is stated) that each of these 
has a total clientele of some 5,000 persons, and so rushes 
through his work in order to see his ‘‘ enormous number 
of patients.’ It is evident, indeed, that there is a very 
strong political or sociological bias running through the 
whole work. The preference for State action rather than 
individual responsibility, for the multiplication of municipal 
clinics for all sorts of special conditions to be used by all 
sorts of persons, for the whole-time health officer rather 
than the private practitioner, is, probably of intention, 
pronounced. It is less easy to see why the attitude of the 
private practitioner towards preventive medicine is mis- 
conceived, or why the great preventive work which he is, 
as a rule, doing day by day is ignored or denied; or why 
doubts should be thrown upon the conscientious work, 
efficiency, and success of the insurance practitioner. Never- 
theless, while we await the advent of the ideal book on 
the subject of public health organization, the reader who 
learns how to use Dr. Stella Churchill’s volume will find 
in it much valuable material and many provocative 
suggestions. 


HAEMOGLOBIN. 

Tue second edition of Professor JoserH Barcrort’s book 
The Respiratory Function of the Blood, which originally 
came out in 1914, is now appearing by instalments. The 
first of these, entitled Lessons from High Altitudes, was 
reviewed in these columns (1926, i, 56). The second part, 
Haemoglobin,® continues the interestingly written summary 
of much original investigation, in large measure helped by 
the Medical Research Council. Less than twenty years ago 
it was generally held that haemoglobin was the same in all 
animals; now, with the advance of knowledge, this belief 
has been very seriously shaken, and its once accepted origin 
from chlorophyll is now more than doubtful, porphyrin 
being substituted as the starting-point. Attention is 
directed to the relations of haemoglobin, haemochromogen, 
and cytochrome, the last term being applied to a range of 
substances with approximately the same spectrum, and 
specially investigated by Dr.¢ Keilin. In the chapter on 
the specificity of haemoglobin it is suggested that the 
differences in its behaviour can be explained, not on the 
ground that it is built upon a different basis of porphyrin, 
but because its porphyrin is attached to a different globin. 
Among the other aspects of the subject treated are its 
specific oxygen capacity, the nature of what is usually 
called a haemoglobin solution, the dissociation curve, 
theories of its union with oxygen, and the effect of tem- 
perature on haemoglobin. The last chapter of this volume, 
though written with a light touch, is highly technical, and 
will therefore appeal to the man in the physiological labora- 
tory more thah to the medical man in general practice; it 
deals with the biological significance of haemoglobin. 


TREATMENT OF GONORRHOEA. 
Aw author who can write on gonococcal urethritis in the 
male and find something new to say is to be congratulated. 
If he can at the same time write so as to interest his. 
readers and compel even a reviewer, satiated with works 
on venereal disease, to read his book from cover to cover, 
he may almost be regarded as a worker of miracles. Dr. 
P. S. Pe.ovze of the University of Pennsylvania has done 
this. In the preface to Gonococcal Urethritis in the Males 
he states that his book is not a textbook upon gonorrhoea. 
‘It is just a simple story, simply told, unhampered by 
the textbook writer’s constant fear of leaving out some- 
thing that his reviewer would expect to find; the reviewer 
has been forgotten, and the story: told as my experience 
has taught it to me.”? Would that more writers worked 


5 The Respiratory Function of the Blood: Part 11, Haemoglobin. By 
Joseph Barcroft. London; Cambridge University Press. 1928. (Roy. 8vo, 
pp. ix + 200; 63 figures. 12s. 6d. net.) ; 

© Gonococcal Urethritis in the Male. S. Pelouze, M.D. Phil 
adelnhia and London: W. B. Saunders 


mpany. 1928. (Med. 8vo, 


pp. 357; 78 figures. 24s. net.) 
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NOTES ON BOOKS. 
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in such a way! Most textbooks upon gonorrhoea leave one 
with a feeling of confusion and a sense of helplessness. 
Facts are furnished—too many of them, indeed—but so 
arranged that it is impossible to draw a lesson from them 
or to understand how gonorrhoea should be treated. Dr. 
Pelouze boldly steps out of the beaten paths and finds his 
way into untrodden country. He has shown a refreshing 
disregard for some of the idols that vencreologists have 
worshipped without question for many years. The key- 
note of his book is simplicity—simplicity in exposition 
and simplicity in treatment. He views with horror the 
methods of the instrumentalist, with his array of operating 
urethroscopes, cautery points, dilators, and electrical con- 
trivances. He is equally adamant against the disinfectant 
enthusiast who would kill the gonococcus by means of 
stroug disinfectants and aniline dyes that penetrate the 
epithelial lining of the urethra. He maintains that irriga- 
tion of the urethra and bladder achieves its purpose by 
provoking tissue reaction rather than through any direct 
action on the gonococcus. The use of too strong solutions 
or irritating lotions is harmful. The ideal irrigating fluid 
is that which produces only a mild reaction and a very 
slight increase of discharge a few hours after use. Success 
can only be obtained by extreme gentleness on the part 
of the attendant physician. Over-rigorous methods inflict 
harm and reap a harvest of complications. Dr. Pelouze’s 
book should be read by every practitioner who intends to 
treat gonorrhoea. 


NOTES ON BOOKS. 


Dr. J. ArnrHuR Myers has written a book entitled Modern 
Aspects of the Diagnosis, Classification, and Treatment of 
Tuberculosis,? which is designed to equip the general practi- 
tioner and recently qualified student with all the knowledge and 
aor necessary for a complete understanding of the tuber- 
culosis problem. It is essentially a popular book, and must of 
necessity appeal only to those who have no time to think for 
themselves or to make a serious study of the disease. Indeed, 
it is difficult to resist the conclusion that the author himself 
has never studied the disease seriously. In his chapter, for 
example, on the tubercle bacillus we find a succession of wrong 
and misleading statements. 
be derived mainly from three or four textbooks, some of 
which are written by authors whose views are very largely dis- 
credited. He refers repeatedly to Mantoux’s intradermal tuber- 
culin test as the Manteaux test; he says that tubercle bacilli 
are destroyed by 5 per cent. phenol in ‘half a minute; and he 
has the tiresome habit of saying that such and such a thing 
has been ‘‘shown’’ or ‘“‘ proved,’’ when the truth is that 
someone has on some occasion brought forward a_ highly 
debatable piece of evidence in favour of it. 


On its first appearance RisBert’s textbook of general patho- 
logy and pathological anatomy was recognized as a work of 
outstanding merit, and enjoyed great pete d for many 
years. It is now sixteen years since the last edition appeared, 
and in that interval great advances have been made in the 
subject, and the standpoint from which it is viewed has under- 
gone a complete change. The preparation of a new edition, 
therefore, involved practically a recasting of the work if it 
was tc be vrought abreast of the present time, and it became 
a question whether it was worth while to undertake the 
revision, considering the number of good books on the subject 
which are already on the market. Ribbert’s.book was an out- 
come of Birch-Hirschfeld’s textbook, and that, together with 
the fact that it was a great favourite, naturally made the 
publishers loath to see it drop out of their list. They have 
accordingly prevailed on Professor STERNBERG to undertake the 
preparation of a new edition,* and instead of inserting the new 
material in the original text, which would have produced a 

tchwork effect, he has deemed it best practically to rewrite 
he greater part of the book, taking care at the same time to 
preserve the general plan and character of the original. Almost 
all of Ribbert’s figures remain, and sixty additional figures 
have been inserted. Professor Sternberg and the publishers 
have done a good work by reinstating Ribbert’s book in 
current medical literature. 


7 Modern Aspects of the Diagnosis, Classification, and Treatment of 
Tuberculosis. By J. Arthur Myers. With an introduction by David A. 
Stewart. London: Bailliére, Tindall and Cox. 1927. (Med. 8vo, pp. xii 
+ 271; 54 figures. 25s.) 

8 Lehrbuch der Allgemeinen 
Anatomie. RBegriindet von Professor H. 
Dr. Carl Sternberg. Leipzig: F. C. 


Pathologie und der Pathologischen 
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Professor and Mrs. Primer have just published a third 
edition of their small book previously called Food and Health 
and now named Food, Health, Vitamins:® This work has 
evidently satisfied a popular demand, for three editions have 
——- within three years. The volume has been revised 
thoroughly, and gives an excellent summary of erngtem 
knowledge of dietetics. Dietetics is undoubtedly a highly con- 
tentious subject, and the authors hold strong views of their 
own, but they give a fair and impartial account of their 
subject. 


Professor C. R. Marsnatrt and Mr. H. D. Grirrizn, both 
of the University of Aberdeen, have — forces in the 
production of An Introduction to the Theory and Use of the 
Microscope,!® which should prove very useful to those for whom 
it is designed—students who require a microscope in their 
studies and amateurs who wish to understand the fundamental 
principles of microscopy. This textbook is clearly and simply 
written and amply illustrated; a supplementary chapter gives 
a mathematical statement of some of the problems discussed 
in the text. 


The Chersistry of Crude Drugs, by J. E. Driver and 
G. E. Trease, is described by the authors as an elementary 
textbook for students of pharmacognosy. It provides, within 
the space of 160 pages, a short account of the chemical 
characters of the chief constituents of crude drugs. 


° Food, Health, Vitamins. By R. H. A. Plimmer, D.Se.Lond., and 
Violet G. Plimmer. Being a new edition of Food and Health. London: 
Longmans, Green and Co., Ltd. 1928. (Cr. 8vo, pp. viii + 120; illus- 
trated. Paper cover, 2s.; cloth, 3s.) 

10 An Introduction to the Theory and Use of the Microacone. By C. R. 
Marshall, M.D., LL.D., and H. D. Griffith, B.A. London: G. Routledge 
and Sons, Ltd. 1928. (Demy 8vo, pp. viii + 90; 29 figures. 3s. 6d. net.) 

11 The Chemistry of Crude Drugs. By John Edmund Driver, M.Sc., 
Ph.D., A.I.C., and George Edward Trease, Ph.C. London: Longmans, 
Green ‘and Co., Ltd. 1928. (Demy 8vo, pp. vii + 159. 10s. 6d. net.) 


PREPARATIONS AND APPLIANCES. 


Gripetnc Forceps. 
Mr. Dents Browne, F.R.C.S. (Resident Medical Super- 
intendent, Hospital for Sick Children, Great Ormond Street), 
writes: Some years ago, when devising an instrument for 
holding that very friable organ the tonsil during dissection, 
I designed a grip which I believe to be both new and of a 
fairly wide application in surgery. Its principle is to produce 
a ruck in the material grasped by its blunt overlapping jaws 
(a), much in the way of the army regulation fastener fer 
webbing straps. It is obvious that a grip of this sort will 
tear out less easily in flimsy material than one that depends 
for its hold on piercing or crushing. The original tonsil forceps 
(3) proved so popular that I have had two other models made : 


a tissue forceps (c), which is very useful for holding tuber- 
culous glands, cyst walls, and other * washy ’’ tissues; and 
a bowel forceps (p), which I think will grip the intestine more 
firmly and with less damage than anythin else I have ever 
tried. The a. are manufactured by 
Hanburys, Ltd., 


Messrs. Allen and 
igmore Street, W. 
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THE BROMPTON MEDICAL BOOK SOCIETY. 
Amone the local medical societies of London one of the 
oldest must surely be that which has existed for ninety- 
four years under the name of the Brompton Medical Book 
Society. It was founded on August 16th, 1834, by a 
meeting held at the house of Mr. Newbery, at which were 
present, besides the host, Messrs. Eisdell, Muller, Godrich, 
Chinnock, and Dr. Boyton. In addition to these, Messrs. 
Green, Coward, Mullins, and Wilson were also original 
members of the society, though they were unable to attend 
the inaugural meeting. The founders decided that the 
society should consist of thirteen members (thus displaying 
a degree of moral courage which was probably rare in 
those days), who should pay a subscription of one guinea 
annually, with an entrance fee of half a guinea. (In later 
years the membership was enlarged to eighteen.) Elaborate 
rules were drawn up for monthly meetings, for the pur- 
chase and circulation of medical books, for fines, for the 
election of new members, and so forth. The first three 
books purchased by the society were Diseases of the Urinary 
Organs, by Sir Benjamin Brodie; Diseases of the Joints, 
by the same author; and Dickinson’s translation of Diseases 
of the Skin by Rayer, The first secretary was Mr. 
Newhery. 

It has to be borne in mind that in 1834 Brompton was 
still a village round about where South Kensington Station 
and Sussex Place now stand, connected with London by 
a long street of straggling houses known as Brompton 
Row—now rebuilt as the Brompton Road. So far as the 
present writer knows, the only house left of the old 
village is Park Cottage (behind Pelham Street), which 
‘is apparently of Jacobean date. In 1820 Faulkner 
estimated the population of the whole district at 3,000; 
Brompton Chapel (in Montpelier Street) was the only 
place of worship until 1829, when Brompton Parish Church 
was built on land previously utilized as a cemetery for 
those patients dying in St. George’s Hospital whose relatives 
could not be found or who would not defray the expense 
of their interment. Footpads had within quite recent 
memory infested the neighbourhood of Knightsbridge, 

where a bridge -(as the name implies) carried the main 
West Road across an open stream, the Westbourne, issuing 
from Hyde Park; in fact, decent citizens even then stirred 
out after dark at the risk of their purses or even of their 
lives. The Half Way House—half-way from London to 
Kensington, that is—still existed, more or less on the site 
_where the park-keeper’s lodge now stands, opposite the top 
of Ennismore Gardens. This inn was notorious as the 
resort of the highwaymen who robbed incautious travellers 
on dark nights at Knightsbridge. It was pulled down 
about 1845, and a true story about it serves to make one 
realize how very near, in reality, those apparently far-off 
times are to the present. Some three or four years ago 
‘the Kensington Public Library acquired at a sale a water- 
colour drawing of the hostelry, and a paragraph appeared 
in the press to this effect. Within a few days a dis- 
fanguished-looking old gentleman wandered into the library 
and asked if he might see the water-colour. When the 
librarian showed it to him he said: ‘‘ Yes, that’s the Half 
Way House all right; I remember it well.’ On the 
librarian remarking that it had been pulled down eighty 
years before, the visitor replied: ‘‘ Yes, | know that; 
[ lived opposite to it when I was a boy—indeed, I live 
in the same house still.”” He was (the late) Lord Listowel 
wounded at the battle of the Alma! f 
_ The neighbourhood of Brompton consisted chiefly of large 
houses standing in extensive grounds, and of market 
gardens for the supply of fruit and vegetables to London. 
Even as lately as 1850 there were wheat fields in the 
Queen’s Gate region; at least one retired member of 
the Brompton Medical Book Society remembers walking 
through them on his. way to school. Chelsea was a‘similar 


village, on the banks of the river; and between the two 
was Little Chelsea, a hamlet placed on the road to Fulham, 
where Drayton Gardens now intersects that thoroughfare, 


‘and still identifiable by the narrow piece of road which 


tends to clog up traffic in the Fulham Road at that point.) 
That the society drew members from a wider area than 
the village of Brompton is proved by the election of Mr, 
Barnes of the King’s Road in 1834, and of Mr. Marshall 
of Cheyne Row in 1838; it may be further illustrated by the 
membership list for 1846-47, which also shows how rapid 
the development of the district was about those years, 

Francis Godrich, Esq., Little Chelsea. 

Alfred Warden, ., Robert Street. 

Franklin Hudson, ., Alexander Square. 

Charles F. Pollard, ay Brompton Crescent. 

J. D. Hewett, Esq., Michael’s Place (now Egerton Mansions 

and Terrace). 


The most interesting of these names, probably, to residents, 
still alive, is that of Mr. John Mould, who remained a 
member of the society until his death in. 1899, and is still 
well remembered by a good many people of scarcely more 
than middle age. 
ance and great personality, who carried on a large practice) 
almost down to his death: The receipt for his subscription’ 
of one guinea to the British Medical Association for the 
year 1858 is still, by some curious chance, to be found loose 
in one of the early minute-books of the society. The name 
of. the member from Chester Street would have delighted 
Sir Walter; indeed, it is not impossible that it actually may 
have delighted him. 

It will be noticed that by 1846 very few of the original 
members retained their connexion with the society. 
Apparently in 1837 there were dissensions within the fold, 
and Mr. Newbery, who had acted as secretary ever since 
the foundation, resigned after a resolution, which amounted 
to a vote of censure on him, had been passed at the March 
meeting in that year; one or two more of the founders 
resigned shortly afterwards. 

The society took no official notice of the accession to 
the throne of Queen Victoria, which seems strange when 
it is remembered that she had been living for some years 
quite near them all. But they signalized the year by 
holding the first annual dinner in September, when loyal 
toasts were doubtless honoured with due enthusiasm. But 
for the interruption caused by the war, this dinner has 
been held annually down to 1927. In 1838 a custom was 
initiated, which has been continued ever since in the 
society, of presenting a retiring secretary with any medical 
work which he might elect to receive. 

The members were assiduous readers of medical text- 
books, and even ordered such strange productions as 
Colquhoun on Animal Magnetism, Isis Revelata, Kosmos by 
Humboldt, and Thompson’s Food of Cattle! In 1847 it 
was decided to deposit a number of books—presumably no 
longer wanted by the members—in the library of the 
Western Medical and Surgical Society. This was done, and 
two printed lists, dated 1850 and 1851, are pasted into one 
of the minute-books showing the books thus deposited. 
It is regrettable to see that Snow’s Inhalation of the 
Vapour of Ether—purchased 1847—is one of these discarded 
volumes. 

In more recent years the society abandoned the purchase 
of medical books, but continued for some time longer the 
circulation of medical periodicals. Finally this, too, was 
given up, and for several. years the society has existed for 
purely social purposes. The doyen of the membership at 


the present time is Mr. J. P. Bartlett, who was elected in 
April, 1877; two gentlemen who were members when Mr. 
Bartlett was elected are alive—Dr. Hamilton Bland, who 
is still in practice, and Dr. W. B. Whitmore, who has 
retired; while yet another contemporary member, Dr. 
Walter Rigden, died early this year, 


Mr. G. H. -Pedler 
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was also of those who elected Mr. Bartlett; he served as 
secretary for the remarkable period of thirty-three years, 
and died about four years ago. The society has never had 
any president or chairman throughout its existence; the 
chair at each meeting is taken by the host in whose house 
the meeting is being held: and the chairmanship at the 
annual dinner goes by rotation. — 


THE SOUTH AFRICAN UNION MEDICAL 
COUNCIL. 
[From Our CorresponpENt In CaPETowN.] 


Wira the advent of the Medical, Dental, and Pharmacy Bill 
on the statute book radical changes will take place in the 
control of the medical ‘profession in the Union of South 
Africa. On December 31st this year the four provincial 
medical councils will cease to exist, and their functions will 
become unified in the Union Medical Council. This body, 
by special arrangement, will extend its jurisdiction over the 
Mandated Territory of South-West Africa, 


Constitution of Council. 

The personnel of the Council will comprise : 

Two ex officio members—namely, the Chief Health Officer or an 
assistant health oflicer for the Union, and the Commissioner of 
Mental Hygiene or the physician-superintendent of a State mental 
hospital. 

Two medical practitioners, one dentist, and two lay members 
nominated by the Minister of Public Health. 

One medical practitioner (who must be a member of the governing 
body or teaching staff) nominated by each university with a com- 
plete medical faculty. 

One medical practitioner nominated by the Minister to represent 
the Mandated Territory. 

Ten medical and three dental members elected respectively by 
the medical and dental practitioners of the Union. 

Two persons (who may he either medical practitioners, nurses, 
midwives, or masseurs) elected by the nurses, midwives, and 
masseurs of the Union. 


The two members elected by the nurses, midwives, and 
masseurs will not he entitled to vote’ on matters which, 
in the opinion of the president of the Council, do not 
affect the interests of the classes they represent. It will be 
observed, then, that, inclusive of the two ex officio members, 
the new Council will contain twenty-five members. At the 
time of writing the following appointments to its member- 
ship have been gazetted: 

Government Medical Nominees.—Dr. A. J. Stals, M.L.A. (Wor- 
cester), and Dr. H. E. Fernandez (Durban). 
~ Government Dental Nominee—Dr. J. A. Stegmann (Bloem- 
fontein). 

. Ex Officio Members.—Dr. J. A. Mitchell (Chief Health Officer) 
and Dr. J. T. Dunston (Commissioner of Mental Hygiene). 

Lay Membcrs.—Mr. E. W. Douglass, K.C. (late Attorney- 
General, Cape), and Mr. W. H. Rood, M.L.A. (Barberton). 

Mr. E. Barnard Fuller, F.R.C.S.Ed., has been appointed as 
representative of the University of Capetown. 


Elective members of the new Council are to be elected 
by the medical practitioners of the whole Union voting as 
one constituency, so that every practitioner, wherever he 
resides in the Union, can vote for ten representatives, 
wherever they reside, even though his selection may not 
include one resident in his own province. It is laid down, 
however, that not more than four elected medical practi- 
tioners, and not more than one elected dentist, shall be 
ordinarily resident in any one province, and also that each 
province shall be represented on the Council by at least 
one medical practitioner ordinarily resident therein. The 
election will be by ballot, the first taking place by authority 
of the Minister, thereafter under the authority of the 
president of the Council. 


Procedure. 

The elected Council will appoint a president, a vice- 
president, and a treasurer, who will hold office for the 
term of each Council. Ordinary meetings of the Council 
will be held half-yearly, but special meetings may be con- 
vened by tho president. The first meeting will be held 
at Pretoria, but subsequent meetings may be arranged to 
take place at any other centre to be determined by the 


Council. As it is laid down in the Act that the office of 
the Council must be situated in Pretoria, it is hardly 
likely that meetings will be held in other centres, unless 
for some special reason. The Council may appoint com- 
mittees to which obviously very extensive powers will have 
to be delegated, owing to the six-monthly intervals between 
ordinary meetings of Council and the immense size of the 
area under its jurisdiction. The quorum of the Council 
will be seven, of which not fewer than four must be medical 
members. A registrar, who will also act as secretary, will 
be appointed by the Council and the Pharmacy Board 
jointly. These bodies may also appoint a legal adviser. 


The Union Medical Register. 

’ On the coming into force of the Act a Union Medical 
Register will supersede the present provincial registers, 
and all persons thereon will have the right to practise 
throughout the Union. All persons who are or who have 
been on any provincial register will be transferred to the 
Union Register without payment of any fee, but all other 
medical practitioners are liable to pay a fee of £25 on 
having their names placed on the new Register. Eight 
registers will be established—for medical practitioners, 
dentists, chemists and druggists, nurses, midwives, masseurs, 
medical students, and dental students. The three Jast- 
named are new departures. The Council, in addition, 
may establish registers of dental mechanicians, sanitary 
inspectors, and various other classes performing functions 
ancillary to medicine. 

Of great importance to medical practitioners are the 
provisions, introduced in Section 80 of the Act, bringing 
the question of fees into the purview of the Council. It is 
laid down in Subsection 1 that no registered person shall 
make or attempt to make or recover ‘‘ excessive or extor- 
tionate ’’ charges; in Subsection 2 that, unless the circum- 
stances render it impossible, he shall (a) if requested’ by 
the patient, or (b) when the fee exceeds that usually 
charged, state beforehand the fee he intends to charge; 
in Subsection 3 that detailed accounts must be rendered 
whenever requested; and in Subsection 4 that any person 
who contravenes or fails to comply with any of the above 
provisions shall be guilty of improper or disgraceful con- 
duct, of which it shall be the duty of the Council to take 
cognizance and to deal with under its disciplinary powers. 


Nomination of Direct Representatives. 

The announcement that nominations for the ten elected 
members of Council were required to be in the hands of 
the returning officer not later than July 3lst caused much 
activity in the medical profession throughout the Union. 
The action of the Federal Council of the Medical Asso- 
ciation of South Africa (British Medical Association) in 
deciding to run a “ticket ’’ in the forthcoming elections 
has aroused a division of opinion in the profession as to 
the wisdom of such a course. Whether or not the forma- 
tion of such a “ ticket ’’ can be justified, there is no doubt 
that no better method could have been devised for stirring 
up interest and wakening medical practitioners in general 
to a sense of their responsibilities, for, in the past, elections 
in medical circles have been distinguished by extreme 
apathy on the part of the electors. The question of the 
formation of a ‘‘ ticket’’ was referred by the Federal 
Council to the various branches, and the action of the 
Cape Western Branch in deciding to organize a_pre- 
liminary ballot in the area of the Cape Province has proved 
to be the best solution of how to select representative 
nominees to compose the “ ticket.’”” This Branch circu- 
larized every member of the Association throughout the 
Province, calling for nominations of four representatives 
for the Province to form part of the official ‘‘ ticket.’’ 
A preliminary ballot was conducted, as the result: of which 
four names were submitted to Federal Council. Other 
branches likewise called for nominations from their mem- 
bers, and when the nominations received exceeded the 
number of vacancies for the respective provinces, a ballot 
vote was taken. 

In this way the names of candidates selected by provinces 
were placed before Federal Council, who thereupon drew 
up a list, or ‘ ticket,”’ of fifteen names of candidates from 
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whom it is recommended members of the Association 
should choose in voting for the ten vacancies on the Union 
Medical Council. The official list of the Federal Council 
has been declared as follows: W. Darley-Hartley, M. R. 
Drennan, S. J. O’L. Grinsell, and D. J. Wood, representing 
the Cape Province; W. T. F. Davies, J. Drummond, and 
G. E. Oddin-Taylor, representing Natal; C. H. Bidwell, 
8. M. de Kock, and E. R. Snyman, representing the 
Orange Free State; Sir Spencer Lister, R. P. Mackenzie, 
A. J. Orenstein, A. W. Sanders, and A. H. Watt, repre- 
senting the Transvaal. 

lt must be understood clearly that these fifteen candi- 
dates are the official nominees of the Medical Association 
of South Africa (British Medical Association) representing 
the organized body of the medical profession in the Union. 
It is open to any registered medical practitioner, however, 
to nominate any number of candidates not exceeding the 
number to be elected—namely, tei—and it is emphasized 
also that members of the Association are not morally 
bound to vote for candidates included in the official list. 
This list is put forward merely to serve as a guide to the 
electorate in selecting suitable representatives on the 
Council. 


THE BRITISH ASSOCIATION. 


ANNUAL MEETING IN GLASGOW, 
(Continued from page 458.) 

SeEvERAL topics of direct and indirect medical interest 
were considered during the annual meeting of the 
British Association for the Advancement of Science. 
We referred last week to the presidential speech of 
Sir William Bragg, in which he indicated the con- 
nexion between science and craftsmanship; it would 
hardly be overstating the case to remark that some excel- 
lent examples of this connexion have been seen in the 
programme of the proceedings of this past week, illus- 
trating the gain to medical craftsmanship afforded by 
purely scientific investigations. 

In the Section of Physiology Dr. H. E. €. Wilson 
reviewed the nature of the material stored during nitrogen 
retention, using first Voit’s conception that the food pro- 
tein was built up into a labile circulating protein, which 
was metabolized by the cells relatively easily as compared 
with the more stable tissue protein. Pfluger, however, 
held that all ingested protein became an integral part of 
the living cell before it was metabolized. Investigations 
planned on the superimposition method had shown that 
when equilibrium was attained the body excreted the same 
material qualitatively as was ingested. When, however, 
the nitrogen output was rising, the material retained was 
found to be relatively poor in sulphur; correspondingly, 
when the nitrogen output fell, the material lost was rela- 
tively sulphur-poor. This evidence that material ‘ in 
transit ’’ was poor in sulphur was in aceordance with the 
belief that the sulphur moiety of the protein molecule 
was more quickly metabolized than the nitrogen moiety. 
Professor Noél Paton reported recent work on the relation 
of guanidines to tetany, and a diseussion on cell structures 
was built up by Professors Bronte Gatenby and Charles 
Walker, and Messrs. Rogers Brambell, D.Se., and L. A. 
Harvey, M.Se. Lactation and the nutritional factors asso- 
ciated with it was the subject of another discussion. The 
remaining topics in this Section included pulse velocity, a 
hew type of recording oscillometer, simultaneous colour 
contrast, resistance and polarization in the human skin, 
the metabolism of iodine, fatty acid as a source of carbo- 
hydrates in diabetes, and the measurement of ultra-violet 
radiation. 


The Relation of Physiology to Other Sciences. 

In his presidential address to the Section of Physiology 
Professor Lovatt Evans referred to the elose association 
which from the earliest times had existed between physio- 
logy and medicine, to the numerous contributions 6f physio- 
logy to medical science, and to its influence on the develop- 
ment of medicine, surgery, pharmacology, and hygiene. 


He recalled more especially Harvey’s fundamental physio 
logical work and revival of the experimental method, which 
now formed the permanent basis of medical as of physio- 
logical knowledge. In this country the teaching of physio- 
logy fell for a time far behind when compared with that 
on the Continent, where Ludwig in Germany, who obtained 
a separate chair of physiology in 1865, and Claude Bernard 
in France, had raised the subject to a high level by the 
time that physiology in England was being reborn through 
the activities of Sharpey. No separate chair of physio- 
logy existed in England until 1874, when Sharpey, who had 
been professor of anatomy and physiology at University 
College, London, was succeeded by Burdon-Sanderson as 
the first professor of physiology. Since that date specializa- 
tion had made notable strides. Whereas in the sixties 
the student’s chief study was anatomy, there had now 
grown up special courses of instruction in the preliminary 
sciences and in anatomy, neurology, histology, embryology, 
organic chemistry, physical chemistry, physiology, experi- 
mental physiology, biochemistry, and pharmacology; each 
with its professor or special teacher. Herein lay the great 
dilemma of the medical curriculum, the solution of which, 
the speaker contended, was to be sought in two directions: 
first, in an extensive modification of the present system of 
examination; and secondly, in the exercise of a sympa- 
thetic understanding by the specialist teacher of the diffi- 
culties of students, and a proper perspective of the relation 
of his own subject to the requirements of the curriculum 
as a whole, It was impossible, and perhaps undesirable, 
at the present time to frame instruction in physiology so 
as to equip adequately the ordinary medical student to 
proceed directly to the prosecution of research in any of 
its branches; but since one of the main objects of instruc- 
tion was to enable the latest results of physiological investi- 
gation to be utilized in the clinic, it seemed that a good 
way of effecting this would be for workers specially trained 
in physiological metheds to enter the staff of clinical units 
where facilities for research work were at hand. As regards 
the relation of the exact sciences to physiology, their value 
had been immense. More particularly, mathematics and 
mathematical physics had exercised their influence by 
bringing the accurate experimental and __ intellectual 
methods of physics to bear on the construction and use of 
the numerous instruments employed, and by furnishing the 
means for evolving generalizations out of experimental 
data. Owing, however, to the complicated conditions in- 
volved in physiological experiment, as compared with the 
relatively simple conditions of purely physical experiment, 
it had been found impossible up to the present to avoid 
a considerable margin of variation in the results of many 
physiological experiments. By regarding these, however, 
as chance” variations, considerable help had been 
obtained by the application of the theory of errors, based 
on the theory of probability. Research by such statistical 
methods had proved a useful method of investigation. An 
elementary deduction to be drawn from the consideration 
of these facts was that where only a few experiments of 
any kind were performed, important conclusions could not 
be regarded as established unless it could be shown that 
the conditions were so controlled, and the accuracy of the 
observations so high, that the sum of individual ‘‘ chance ” 
variations was bound to be small. Observation of this 
precaution, the speaker said, would reduce the bulk of 
physiological literature very materially, with a correspond- 


ing improvement in its quality. The contribution of pure. 


physics and chemistry in the development of physiology 
was then touched upon, reference being specially made to 
the rich harvest already reaped through the union of 
chemistry and physiology in the form of biochemistry. , 
Turning to the relation of anatomy to physiology, Pro» 
fessor Lovatt Evans recalled the fact that when physio-. 
logy separated from anatomy it took with it all those dyna- 
mical problems which concerned function, leaving anatomy 
little but the dry bones. The consequent stationary con- 
dition of anatomy during the last decades of the nineteenth 
century was little relieved by the subsequent incorporation 
of anthropology and embryology. Signs, however, were not 
wanting of the growth of a more living and scientific type 
of anatomy, and a prospect that the artificial line of 
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demarcation between anatomy and physiology would be 
obliterated. With regard to the philosophical aspect of 
physiology, it was contended that there should be no 
misapprehension as to the nature of the assistance which 
physiology derived from the exact sciences. They in no 
way helped towards an explanation of the phenomena of 
life; they merely enabled them to be described more accur- 
ately. What life was would remain a mystery for all time, 
and the views of each on that subject would depend largely 
on individual temperament and physiological make-up. 
Physiologists, in attempting to know what life was, had 
attempted too much. A new standpoint was needed, and 
it would seem that the idea of adaptation might advan- 
tageously be accepted by physiology as its basic principle, 
just as the chemist accepted the conservation of matter 
and the physicist the conservation of energy. Not a defini- 
tion of what life was, but a brief statement of its way, was 
valuable and stimulating. Regarding the organism and its 
environment as one, it would be perceived that life was 
conserved by adaptation, and this conception could not 
fail to be of value alike to general biology, to physiology, 
and perhaps most of all to pathology. For there was no 
fact in biology, pathology, or therapeutics which might not 
be profitably viewed from this fundamental physiological 
standpoint. 
The Psychology of Education. 

In the Section of Psychology the application of this 
science to education was illustrated by Dr. C. 8. Myers, 
who commented on the clash of evidence regarding the 
relation between innate ability and ‘‘ trainability,’”’ and 
concluded that a psychologically effective measurement of 
improvement and improvability was very difficult. He 
distinguished between the mechanical repetitive ‘‘ practice ”’ 
of an innate ability, which led to precocious ripening, 
and the higher ‘“ training,’? which produced the best 
attitude, technique, and style. He also drew distinctions 
between general, group, and special educabilities. Pro- 
fessor C. W. Valentine reported experimental investiga- 
tions into the psychology of early childhood, which tended 
to rebut the view that later childhood could be interpreted 
in terms of adult experience; such a study afforded the 
ouly reliable evidence as to what was innate in human 
nature. The supposed stable reflexes had been found to be 
very variable in the same child on different days, and could 
net, therefore, be used as the hasis for standard tests. 
Watson’s demonstration of the absence of innate fear 
appeared to be unreliable. Mr. F. M. Earle and Dr. A. 
Macrae dealt at length with the principles, methods, and 
tests of vocational guidance. [n the Section of Educa- 
tional Science, educational and child guidance clinics 
formed the subject of papers by Messrs. W. Boyd and 
R. H. Crowley, and Miss M. Drummond. 


The Nature of Skill. 

In his presidential address in the Section of Psychology, 
Professor Pear suggested that for the purposes of scientific 
discussion skill might be defined as ‘‘ an integration. of 
well-adjusted, performances.’’ The aptitude for a particular 
form of skill might be regarded as based upon well-co- 
ordinated reflexes, instinctive tendencies, adapted habits, 
and the power of ‘ patterning.’’ The physiological con- 
ception of skill as consisting entirely of an integration of 
“ conditioned reflexes ’’ could not be regarded as completely 
satisfying. To ensure the certain conditioning of a reflex 
the control of external surroundings must be complete, 
Whereas skill typically showed itself in the rapid adjust- 
ment to a changing environment and to unforeseen con- 
ditions. Even in such a dominantly reflex event as the 
maintenance of posture, the matter might be partly con- 
trolled by consciousness; by taking thought we could 
improve balance, assume different types of it, and even 
plan balances in advance. With regard to instincts, their 
part was probably unimportant. Unlike many animals, 
man was born unskilled; his skills were acquired, not 
inherited. But such instincts as those of  self-assertion, 
self-display, and the like might play an important part in 
impelling him to acquire a skill against material and human 
obstacles. Habits, naturally, were important components 


of any skill; they ensured adequate adaptation, and where 
the conditions were complicated the habitual movements 


interacted so that the whole was more than the sum of its 
parts. Skill, however, was not a mere collection of habits. 
The essential characteristic of skill was, according to Pro- 
fessor Pear, the ability to integrate responses and, in the 
highest skills, to substitute, if necessary, one type of inte- 
grated response for another; whereas habits were acquired 
specific responses to specific situations. ‘ Patterning,’’ which 
objectively considered might be said to be the arranging 
of human movements in an integrated order in time and 
space, also played an important part in skill; moreover, 
it formed the basis of individuality in performance, the 
particular integrations of part-actions into wholes express- 
ing the individuality of the performer. The power of 
patterning might be partly acquired, partly innate; and 
genius in skill might be exhibited in the ability to produce 
novel patterns. In the matter of classification Professor 
Pear recognized five groups: (1) Collections of imperfectly 
adapted responses. This class included the skill of most 
labourers and workers in the semi-skilled trades. (2) 
Perfectly adapted responses which did not exhibit person- 
ality. Such were the movements on parade of the per- 
fectly drilled soldier. Military skill of this type might be 
compared with the skill which would result in industry 
if a stereotyped series of actions, however efficient, was 
rigidly applied. Its advantages and defects were clear in 
military organization. (3) Responses resembling habits, but 
less specific and automatic. Such responses were exempli- 
fied in sport when rapid, delicately effective complex adjust- 
ment was being made towards the surface upon which the 
player was moving—as, for example, hard and grass tennis 
courts. (4) Responses similar to the last, but exhibiting in 
their totality a pattern characteristic of the individual. 
(5) Creative skill, whether unconsciously exhibited or the 
result of deliberate analysis—inventive creation—more 
often exhibited in the world of art, but no less desirable in 
that of industry. With regard to the relation between 
intelligence and skill, it had been concluded by some writers 
that there was no general capacity, no ‘‘ motor type ”’ of 
person, and that vocational tests for ability in any per- 
formance gave valid results only when the test performance 
was identical with that for which the test was being 
administered. These conclusions, however, had been based 
on tests concerned with simple motor abilities. Another 
method of attacking the problem was to reset it in the 
form of*the transfer of training. Subjects were intensively 
trained in some skilled activity until their curves of 
practice showed a marked rise over a fairly long period. 
It was then observed whether the ability gained was trans- 
ferred to related performances. The results of tests of 
this kind varied with the attitude of the subject experi- 
mented upon. He might regard the test as a mere 
mechanical performance devoid of interest, or the test 
might be so planned that he was able to take a sentimental 
interest in it—and it was generally held that transfer 
largely depended on the formation of a sentiment. The 
evidence seemed to show that the problem of transfer might 
be divided into two parts: (a) transfer resulting from 
the exercise of some particular function, and (b) transfer 
resulting from extension of attitudes, sentiments, ideals, 
ov knowledge of methods, where the particular function 
trained was the vehicle of these mental powers. The former 
was rare; the latter could undoubtedly occur, but only 
under suitable educational conditions, and the automatic 
occurrence of transfer could not now be assumed by anyone 
conversant with the facts. 


Mental Analysis and Psychotherapy. 

Dr. William Brown discussed the place of mental analysis 
in psychological investigation. e suggested that the 
term psycho-analysis should be kept for Freudian doctrine, 
and that the investigation involved in obtaining the 
material for theorizing and new facts in psychology should 
be entitled ‘‘ deep analysis,’’ implying analysis of the 
depths of the mind; this analysis would be performed 
by different investigators and by the same person on 
different occasions. It was necessary to distinguish 
between the therapeutic effects of analysis and the theo- 
retical conclusions that might be drawn from its results. 
The cure of the patient’s illness was due to underlying 
uncontrolled mental factors bemg brought into the 
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consciousness, and coming under the sway of the conscious 
control. The patient recalled episodes of earlier life, 
re-living experiences of childhood; this gave him the power 
to control the symptoms though the mental causes of his 
recovery might remain obscure. Freud’s Oedipus complex 
in the sexual sense was too narrow, though it was true 
that the general reactions of the child to its father and 
mother were of fundamental importance for its future life 
and character. The self-knowledge obtained by the patient 
as the result of such analysis was different from the other 
factor in the cure—namely, the re-living of the past 
with great vividness, which resulted in the removal 
of repression and the conferring of re-association. Self- 
knowledge, the patient’s becoming aware of the cause 
of his illness and not being merely told it, was of 
very great importance, though the patient did not 
always realize how it came about that he had been ill 
and was now getting better. Further research was 
necessary in this respect by workers of independent 
character who were prepared to draw conclusions for them- 
selves from the facts they discovered. In addition to the 
factors of re-living and acquiring self-knowledge there was 
the general factor of transference to the analyst of the 
mental attitude referred in early life to the parents and 
others; there was also the suggestibility of the patient as 
regards the analyst, suggestion and transference not being 
wholly identical terms. Thus a patient analysed by a 
Freudian tended to shape his views accordingly, losing his 
power of criticism unless he resumed after each analysis 
his own independence of thought and critical ability. 
There was need for closer co-operation between the practi- 
tioners of differing psychological schools if progress was to 
be more rapid in the future. Mental analysis must be 
followed by mental reconstruction, the patient being 
encouraged in a Socratic form of instruction to discuss 
his problems, to debate alternative courses, and eventually 
to make his own decision with the help of his adviser, 
though not under his control. With the gain of self- 
knowledge the patient became less emotional as a rule 
without losing actual force. Analysis seemed to be educa- 
tive, not only of intellect and reaction to life, but also 
of the primitive instincts, which became more manage- 
able. The personality became freed from fixations on past 
experiences, from the tendency to regress to earlier atti- 
tudes, and from “‘ compensations ’’ and other forms of self- 
deception. 


Normal Psychology in the Medical Curriculum. 

A committee, of which Dr. William Brown was chair- 
man, furnished a report on the place of normal psychology 
in the medical curriculum. It was stated that a ques- 
tionary had been circulated to all medical schools in the 
British Isles and the Dominions, inquiring what facilities 
were offered to medical students for acquiring a know- 
ledge of normal psychology, and whether the instruction 
sheuld be optional or compulsory. It was reported that 
thirteen schools in the British Isles offered no facilities, 
eight had optional caurses, and in five there were 
compulsory ones. Most schools in the Dominions had 
courses, sometimes, apparently, of an extensive nature. 
Such instruction in normal psychology was placed, as a 
rule, in the pre-clinical or preliminary clinical years, a 
series of lectures being given with occasionally some experi- 
mental work. The majority of the opinions received in 
answer to the questionary favoured the provision of 
optional instruction in this subject. The committee 
reported, therefore, that, in its opinion, facilities should 
be available in every medical school for instruction in 
normal psychology in the pre-clinical years, preferably the 
second one. There should be not less than ten and not 
more than twenty lectures, and wherever possible about 
ten two-hour sessions in experimental psychology. The 
course should be compulsory, and the instruction have 
special reference to medico-psychological facts and 

roblems; this would give a working basis for subsequent 
ectures in morbid psychology, which should be considered 
a necessary part of the general instruction in psychiatry, 
The findings of the committee are to be circulated to those 
medical schools which replied to the questionary, 


Other Psychological Subjects. 

Mr. E, R. Clarke discussed the mentai tests of Binet 
and the group tests. He concluded that in both cases 
there was an additional factor of variation, which was 
either an extra emotional reaction called up in the young 
child by the strangeness of the situation, or was the result 
of the varying of environmental influences during the initial 
stages of learning, which were eliminated later when the 
child settled down to its real place in the scholastic scheme, 
In the Binet test this time came after the age of 6, and, 
in the group tests, after the thirteenth year; only then 
could the tests be used as sound diagnostic technique. Dr, 
R. D. Gillespie considered the relation of the size of the 
family to psychoneuroses, and concluded that the effects of 
place in family in producing psychoneuroses were probably 
psychological. The ‘ only child ’’ might be nervous when 
young, but did not tend to grow up into a particularly 
nervous adult. While the eldest and youngest members of 
a large family were more likely to be intellectually dis- 
tinguished, there was a corresponding liability to some 
mental defect or disease. Dr. 8. Dawson, in a paper on 
** Dullness and disease,’”? reported a comparison of the 
average intelligence ratios of groups of children suffering 
from various ailments with those of their brothers and 
sisters, and with those of the same patients subsequently. 
The investigation showed that most ailments had little or 
no appreciable effect on intelligence, though some—such as 
encephalitis lethargica and epilepsy—were not only asso- 
ciated with mental abnormality, but actually produced it. 
Diseases of the nervous system which were limited to the 
spinal cord did not appear to affect the intelligence. 


Ligature of the Vas Deferens. 

In the Section of Zoology the committee (Dr. F. A. E. 
Crew, Mr. J. T. Cunningham, and Professor J. S. Huxley) 
for the experimental investigation of the effects of vaso- 
ligation on the seminal tubules and interstitial tissue of 
mammalian testes presented a further report; their pre- 
vious one was noticed in the Journal of September 10th, 1927 
(p.460). The new experiments related in part to the grafting 
of rat testes, from which little success had been obtained. 
Attention had, however, been more particularly devoted to 
the effect of an artificially raised temperature; it was 
found that by exposing the scrotum to a temperature equal 
to that of the interior of the animal’s abdomen the course 
of disorganization in the seminal epithelium could be 
traced in detail. It was noted that the normal condition 
persisted longer in the peripheral tubules than in the 
more internal ones, and that disorganization in the indi- 
vidual tubule commenced in the internal layers of cells 
next to the lumen and proceeded centrifugally. 


Various Topics of Medical Interest. 

Dr. R. R. Rusk dealt with the technique and organiza- 
tion of educational research, and considered ‘‘ mass ”’ as 
contrasted with ‘‘ individual ’’ methods. In describing the 
organization, of research he mentioned the necessity for 
having a bureau or institute to assist and _ inspire 
individual workers, organize co-operative investigation, 
collect data, record failures, and collate and disseminate 
reports. Mr. W. Fitzgerald contributed a critical dis- 
cussion of the population problem of South Africa. Miss 
D. Strangeways reported the results of a comparative 
study of leucocytes and fibroblasts cultivated in vitro. She 
found that transformed leucocytes differed from fibroblasts 
in their smaller nucleoplasmic ratio; in certain important 
cytological features; and in the character of their intra- 
cellular and amoeboid movements. Professor J. H. 
Ashworth spoke on the distribution of anopheles in Scotland 
with reference to the existence of malaria. Dr. D. N. 
Buchanan reported a series of experiments which indicated 
that hypnotism might find a new scope for utility in 
enabling students to pass examinations. Visual imagery 
was thus increased and tlie power of musical improvisation 
was enhanced. Stammering, and drug or alcohol obsessions, 
could also be cured by this means. Surgical operations 
had been successfully performed under hypnosis. Funce- 


tional blindness or deafness might similarly be permanently 
cured. 


a 

a 

d 

W 

d 

p 

be 

: th 

fi 
jal 

es 
m 

ac 
th 

: . re 

bu 

Se. 
it 
to 

fes 
to 

are 

sui 

Th 

Sin 

Ar 

up 


SEPT. 15, 1928] 


THE FALLING. 


British Medical Journal. 


SATURDAY, SEPTEMBER 15TH, 1928, 


THE FALLING BIRTH RATE. 

THE subject chosen for discussion in the Section of 
Medical Sociology at the Annual Meeting of the 
British Medical Association at Cardiff was ‘‘ The 
falling birth rate."’ On August 18th (p. 310) there 
appeared a suinmary of the discussion, and at page 
477 this week we print in full the opening papers. 
These papers are of exceptional interest, as imdeed 
was the greater part of the debate to which they gave 
rise, in spite cf.the fact that those who took part in it, 
losing, perhaps, a iittle sense of proportion in their 
zeal for a cause, persisted in confusing the subject 
with that which is now commonly described as ‘‘ birth 
control.’’ It is, of course, the object of this particular 
Section of the Annual Meeting to consider matters 
which are largély non-medical in their bearings, and 
on the present, occasion care was taken to secure an 
adequate presentation of the subject of the falling 
birth rate from the economic and biological aspects, 
as well as from the medical standpoint. This dis- 
closed a considerable measure of disagreement, perhaps 
not quite irreconcilable, among the openers of the dis- 
cussion; and the conclusions of those who read these 
pronouncements, or who were present at the sectional 
meeting, may reasonably be that the complexities of 
the subject are very great, that the actual data for 
forming a rational judgement are confused or meagre, 
and that only to a small extent can it be regarded 
as a medical question. 

One of the most valuable contributions to the dis- 
cussion was Sir Thomas Horder’s argumnent—his 
demonstration, indeed—that the population problem 
overlaps very little the actual activities of the medical 
practitioner, whether his work is concerned mainly 
with the individual when sick, or with the prevention of 
disease. The question of over-population or under- 
population lies almost wholly outside the sphere of the 
medical profession as such. This is an important 
matter, for indications have not been wanting that 
both the profession and the public are in danger of 
confusing their functions in certain fields of public 
health and welfare, and of asking and expecting more 
than should be sought or required. In some of these 
fields the medical profession has special competence, 
and therefore upon it lies special responsibility. Its 
‘members individually and its societies collectively are 
especially qualified in these cases to advise the com- 
munity, and must seek to initiate sane and efficient 
action. But the profession has no right to demand 
that the public shall accept its views; the final 
responsibility for action or inaction rests not with it, 
but with the public, which has complete liberty, after 
seeking what advice it wills, to take whatever action 
it chooses, Similarly, the community has no right 
tc demand or expect guidance from the medical pro- 
fession on matters which, though it may be competent 
to give advice in individual cases when they may arise, 
ire in their broader aspects not strictly medical; in 
such matters the public must seek advice elsewhere. 
The population question is one of these matters. “From 
Sir “iam Petty’s remarkable Essays on Political 
Aritl tic and Daniel Defoe’s extraordinary Essay 
upon Projects in the last quarter of the seventeenth 


century, through the work of the Rev. Thomas Malthus 
and Sir Francis Galton to our own day, it has always 
been first the economist, and Jater the biologist, whose 
function it has been to elucidate the main problems in 
this field. The biologist rather than the economist 
seems likely to be the more valuable helper in the 
immediate future; but ethical, sociological, and even 
political questions may legitimately, or must neces- 
sarily, arise also. It is true that, as in the case of 
Sir William Petty, who was himself a doctor of 
medicine and professor of anatomy in the University 
of Oxford, members of the medical profession will 
make incursions into these alien or cognate fields of 
observation, and many doctors will be interested 
therein; but their opportunity or authority for making 
contributions thereto, specifically as medical men, is 
quite restricted. 

Viewing the problem of the falling birth rate from 
these wider aspects, the discussion at the Cardiff 
Annual Meeting would seem to tend towards the 
establishment of certain, propositions as at least 
probable. There is a law of population growth which 
occurs in cycles, following in the main a curve of a 
definite type. The birth rate is falling now because 
we are at the end of such a cycle, and it will not again 
rise until those factors which are at present over- 
riding the inherent tendency to increase are recog- 
nized and removed. Density is one of the controlling 
factors, but the estimate of density should be applied 
not only to a country, but to restricted localities, 
and. must be judged, not by total numbers, but 
by the relation of such numbers to resource and 
opportunity. Voluntary control of conception has 
undoubtedly prevented the birth of many indi- 
vidual babies, but it may be doubted whether this has 
appreciably affected the crude birth rate or population 
growth cycle. It is a devastating thought that, 
as Dr. Crew put it very wittily, the immigration of 
an Irishman into Glasgow may of itself prevent the 
birth of a Scotsman! Further, there is no true ground 
for the impression that the people of any country can 
be divided into their distinct breeds, corresponding to 
their social status, some of which are biologically more 
fit than others. There are biologically and socially 
unfit persons in some abundance, and it is fortunate 
that, broadly speaking, these tend to segregate them- 
selves, so that it becomes more easy to deal with them 
and less likely that their offspring will survive to 
maturity; but the suggestion that the relatively unfit 
are more abundant among the socially lower is not 
necessarily valid. If any safe and effective methods 
of conception control were widely known, they 
would, in fact, be practised, apart from other 
considerations, only. by the more prudent of any 
class; and to restrict further the birth rate 
among ‘the better artisan and working population 
would scarcely be a social advantage and certainly 
not a biological gain. So far the emerging science 
of group biology is helping to throw light on these 
problems, both directly and by its reactions on 
economics. But dogmatism is not yet justified, and 
among the matters into which it is still more urgent 
to inquire are the effect on conduct and habit generally 
of a widespread dissociation of sexual gratification from 
parental responsibility, and certain other consequences 
of childless marriages and of very small families. 

Are there, then, no specifically medical points to 
which attention should be directed in this connexion? 
Certainly there are such points, but very few seem as 
yet to have become evident. It is clearly the duty of 
a medical man to advise individual patients as to the 
necessity or desirability of avoiding or of limiting 
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pregnancy. It is equally clear that it may be his duty 
to advise or instruct patients about the technique of 
more or less effective methods of avoiding conception. 
There seems to be no reason why he should refrain 
from giving such advice or instruction, even in cases 
in which potential parents have made up their minds 
to avoid conception on non-medical grounds. But 
there are at least two important questions, at present 
admittedly not decided, which he ought to bear 
in mind before giving his opinion, and which those 
who are interested in the subject from other aspects 
may properly ask the medical profession to attempt to 
answer. One of these is: Can any, even the best, of 
the methods used lead to harmful results in the form 
of cervicitis or other physical disease or disorder? 
Lady Barrett, in her opening paper, states that she 
has found these to result frequently. The other 
question is: Does the prolonged and frequent use of 
contraceptive methods tend to produce permanent 
sterility, apart from the relative infecundity which is 
necessarily brought about by the postponement of 
conception to a later age? This latter question is 
manifestly of great importance, not only in its bearing 
on individual cases, but on the wider discussion of 
the subject; and it can be satisfactorily determined 
only by a somewhat prolonged and difficult systematic 
and collective investigation by the medical profession. 


LONDON WATER. 


Pursue his survey of the historic sources of the 
water supply of London, Sir Alexander Houston has 
introduced his annual report for 1927 with an illustrated 
description of the River Lee—known as Lea in carto- 
graphy. This stream, rising in the Leagrave Marshes 
a little to the north of Dunstable and Luton, and 
drawing its waters from the four counties of Bedford, 
Hertford, Essex, and Middlesex, is famous for its 
associations with Izaak Walton. It provides London 
people with about a quarter of their total water supply. 
In connexion with the Redbourn chalk springs, which 
feed extensive watercress beds, reference is made to 
the too prevalent delusion that watercress—and oysters 
too—flourish best in polluted waters. The author 
recalls his bacteriological investigation, made a quarter 
of a century ago, into the quality of the watercress 
supplied to the London markets and of the water 
feeding the beds. He found then that the best water- 
cress came from the purest water. Discussing the 
more general question of the pollution of rivers, he 
notes that the introduction of the water carriage 
system of sewage disposal eliminated objectionable 
material from the neighbourhood of houses, but 
produced a highly impure liquid which ‘could only 
be disposed of by running it into rivers. Thus 
our proximal gain was our distal loss. The purifica- 
tion of sewage effluents beyond a certain moderate 
standard is unremunerative. ‘Their sterilization at 
any reasonable cost is impracticable. Even if steriliza- 
tion were easy it would not make rivers safe to 
drink untreated. A river flowing through a populous 
area receives, besides the effluents proceeding from 
visible and obvious sewage treatment works, unseen 
contributions of foul material from many unconsidered 
quarters. To exclude all these tributaries, by statutory 
or other measures, from their natural destination, 
which is the stream draining the valley, would be a 
Herculean task. It is, in fact, easier and more 


economic to purify a river after pollution than to 
prevent it from becoming polluted. The main sources 
of sewuge pollution of the Lee and its tributaries above 


the water intakes are at Bishop’s Stortford, Harlow, . 


Harpenden, Hertford, Hoddesdon, Luton, Roydon, 


Stevenage, Waltham Abbey, Welwyn, and Wheat-’ 


hampstead. As examined during 1927, these effluents 

were all well within the standards suggested by the 

Royal Commission on Sewage Disposal. 
The chlorination of the Thames river water con- 


tinues, at the rate of 76 million gallons daily. In’ 


1927 Staines aqueduct water showed B. coli absent 
from 100 c.cm. in 81 per cent. of samples, Hampton 
water in 56.1 per cent., and Staines and Hampton 
water combined in 66.8 per cent. The corresponding 
figures for filtered waters were: at Kempton Park 
B. coli absent from 100 c.cm. in 83.4 per cent. of 
samples, at Sunbury in 77.8 per cent., at Grand 
Junction in 75.0 per cent., and at West-Middlesex in 
72.0 per cent. In the chlorination of the New River, 
of 122 chlorinated samples collected at Wood Green 
89.3 per cent. showed B. coli absent from 100 c.cm.; 
of 123 chlorinated samples collected at Hornsey 91 per 
cent. showed B. coli absent from 100 c.cm.; of 123 
chlorinated samples taken at the outlet from the 
Stoke Newington reservoirs 21.9 per cent. only showed 
B. coli absent from 100 c.cm. This discrepancy is 
no new feature. Its most probable origin is some 


adventitious pollution flowing unseen into the water- — 


way between Wood Green and the outlet. ; 

The storage reservoirs which supply London consti- 
tute a chain of forty-nine lakes which, taken together, 
cover 2,700 acres and hold 20,000 million gallons 
of water. The improvement produced in so great a 
body of water by dilution and lapse of time amounts 
to a very substantial security. The condition of this 


stored water, in Sir Alexander Houston’s view, consti- | 


tutes the pulse of the metropolitan supply, and he 
has modified the work of water examination in order 
to throw its qualities into prominence. Lambeth 
(Molesey) stored water contained B. coli in 100 c.cm. 
in only 39.1 per cent. of samples, as contrasted with 
raw Thames water, which contained B. coli in 0.1 ¢.cm. 
in 50 per cent. of samples. The Molesey stored «water 
was 1,000 times better than the raw water of the 
river. The bacterial improvement is shown in the 
report as a percentage reduction for various reservoirs 
in tabular form. In plain language, it would seem to 
be less risky to drink fifty pints of stored water than 
one ounce of the native Thames. 

The Barn Elms experiment has now been in progress 
for forty months. It consists in comparing the results 
of (a) filtration at very high speed without coagulant 
through a primary sand filter, followed by filtration 
more rapidly than normal, but not at very high speed, 
through a secondary sand filter, with (b) ordinary 
once-through slow sand filtration. As photographs 
display, method (a) reduces diatomaceous and algal 
growths. In one pair of photographs the field before 
filtration is filled with fragillaria, while the field after 
filtration is free. In general, the results of the forty 


months’ experimental working are summarized as | 


follows: bacteriologically the final product of (a) is 
as good on the average as (b); (a) has more freedom 
than (b) from algal troubles and from those caused by 
an excess of suspended matters; (a) has a much 
greater output than (b) of water per acre of filtration 
area, allowing for the space covered by the primary 
filters, per unit of time. At the Walton works, 
which were opened in July, 1926, the method of 
double filtration, experimental at Barn Elms, 138 
put into practical operation. It is preceded by 
storage and followed by chlorination. The following 
percentages of samples containing no B. coli in 
100 c.cm. were obtained in 1927: raw river water 
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0.4, stored water 20.2, mixed primary filtrates. 36.4, 
mixed secondary filtrates 74.5, chlorinated water 96.4. 
These figures are good and tell their own tale. The 
primary filters were worked, without a coagulant, at 
the high speed of 119.7 gallons per square foot per 
hour, and the secondary filters at 5.1 gallons per 
square foot per hour. r,s 
Under the title ‘‘ Search for Pathogenic Microbes 
in Water *’ an account is given of a ** semi-positive ”’ 
method for isolating the paratyphoid bacillus from 
water. For the treatment of a green colour which 
appeared in the West Stoke Newington reservoir 
chlorination was. found to give better results than 
dosage with copper sulphate. The presence of lepto- 
spiral organisms in the water is again referred to. 
Two years ago pathogenic leptospirae were found in 
the Deptford ‘Garden Well. _ In 1927 frequent cultures 
of the. London waters were made for leptospira. In 
the New River leptospirae were- numerous before 
chlorination; after chlorination none could be found. 
In seven instances the organisms were pathogenic. 
Sir Alexander Houston expresses the view that, since 
leptospirae are common in natural waters, their 
presence in a water which happens to be associated 
with an outbreak of spirochaetosis should not be 
accepted as implicating the water without some clear 
evidence—such, for example, as a high incidence of 
the disease among consumers of the supply in question 
combined with a low incidence among others. 


> 


CONVALESCENT SERUM IN POLIOMYELITIS. 
Tue recent outbreaks of epidemic poliomyelitis in Rumania, 
Hungary, and Germany, particularly at Leipzig and 
Chemnitz, and in the United States (Massachusetts and 
California), have focused attention on the methods of 
prevention and treatment of this disease. In a_ recent 
paper,' written ‘in collaboration with Dr. Fred W. Stewart, 
Professor, Simon Flexner states that studies on immunity 
and specific therapy in connexion with epidemic polio- 
myelitis have been resumed at the Rockefeller Institute. 
Experiments on the monkey, the only animal which is 
susceptible to epidemic poliomyelitis, showed that if con- 
valescent serum was given intravenously about twenty-four 
hours before the intracerebral inoculation of the virus, 
paralysis did not develop. Although the duration of the 
immunity thus conferred has yet to be determined, it will 
probably be found to conform with that already fixed in 
other examples of passive immunization—namely, about 
three or four weeks. Flexner and Stewart suggest that in 
the event of severe outbreaks of epidemic poliomyelitis con- 
valescent human serum should be given subcutaneously as 
a prophylactic measure in doses of 10 c.cm. for young 
children and 20 c.cm. for older children and aduits, the 
injection being repeated in four or six weeks’ time if the 
epidemic persisted. The therapeutic use of convalescent 
serum, which was first employed by Netter in 1911 and 
later by Amoss and Chesney in 1916 on the basis of the 
experiments of Flexner and Lewis in 1910, but has not 
hitherto led to any conclusive results, has recently been 
resumed by E. B. Shaw and H. E. Thelander,? who record 
their observations on 81 patients with acute poliomyelitis, 
of whom 43 received intramuscular injections of convales- 
cent serum during the active stage of the disease. Per- 
sistent paralysis developed in no more than 13 of these, 
to whom treatment was given late in the febrile stage, 
while of 38 untreated patients 33 showed residual per- 
sistent paralysis. The authors’ conclusions are as follows. 


Amer. Med. Asgoc., August 11th, 1928, p. 383. 


2 Journ. 


2 Ibid., June 16th, 1928, p. 1923. 


‘tinct value in the treatment of poliomyelitis. 


found in meningitis. 
‘spinal injections of serum at twenty-four-hour intervals, 


(1) Intramuscular injection of convalescent serum is of dis- 
(2) The effec- 
tiveness of such treatment depends on early diagnosis and 
the administration of sufficiently large, and if necessary 
repeated, doses of potent serum. (3) Owing to its safety 
and simplicity the method can be used in doubtful cases 
without waiting for confirmatory evidence. (4) It is very 
desirable that stores of pooled convalescent serum should be 
made available for general use, and particularly before 
the outbreak of actual epidemics. A still more important 
paper is that of Drs. W. Lloyd Aycock and Eliot H. Luther* 
of Boston, on 106 cases of pre-paralytic poliomyelitis in 
which convalescent serum was used. These authors main- 
tain that poliomyelitis can be diagnosed during its pre- 
paralytic stage, which usually lasts three days, by signs 
and symptoms of meningeal involvement, especially nuchal 
rigidity, though this is not so marked as that usually 
Each patient was given two intra- 


and one intravenous dose when first seen. One patient 
who was treated on the second day of disease subsequently 
developed fatal paralysis, but the average total paralysis 
in these cases was only 19, as compared with 69.3 in 482 
untreated cases, and only 5.7 per cent. of the treated cases 
developed paralysis, as compared with 46 per cent. of the 
untreated group. It is noteworthy that in all the cases 
treated by convalescent serum the degree of paralysis was 
estimated by the orthopaedic staff of the Harvard Infantile 
Paralysis Commission. Many of the patients who were 
at first thought not to have any paralysis were found by 
the specialists to have considerable muscular weakness. 
The proportion of patients, therefore, in the series who 
were classified as paralysed is not comparable with the 
proportion in other series of cases in which no expert 
examination was made, 


TALK AND WORK AT GENEVA. 
Tne League of Nations (writes our correspondent at 
Geneva) appears to have talked itself out. More than 
once during the present session of the Assembly the 
meetings have closed prematurely owing to the lack of 
orators. The annual and supplementary reports of the 
Council—huge documents covering every department of 
the work of the League—were brought forward for discus- 
sion by the Assembly, and no one rose to discuss them. 
Even the committee which is concerned with the technical 
organizations of the League, including the International 
Health Office, when it gathered for a meeting which was 
expected to last three hours, rose at the end of ten minutes. 
The explanation of this dumbness which has settled upon 
the talking-shop of the world is that the Assembly, having 
reached its ninth annual session, is becoming stereotyped. 
About the earlier sessions there was an air of excitement 
and expectancy. It was felt that anything might happen. 
It is now clear that nothing will happen beyond the utter- 
ance of amiable platitudes—not that these are without 
their value. The initiative is passing from the debating 
chamber to the secretariat and its numerous accessory 
organizations; ‘‘ Westminster”? is handing over the 
sceptre to ‘‘ Whitehall.’’ Another impression which, with 
more regret, one derives from the present Assembly is that 
the English-speaking nations—that is, the British Empire 
—are surrendering their pre-eminence at Geneva to the 
French-speaking. Day after day passes, and scarcely a 
word of English is heard in the Assembly, except by way 
of interpretation. The Lasin nations have become the 
directing force on the political side of the League’s activi- 
ties, and the Scandinavian nations on the moral and social 


3 Journ. Amer. Med, Assoc., August llth, p. 387. 


— 


i, 

8 
\- q 
n 
k 
of 
d 
n a 
n 
3 
16 
is 
Po. 

i- 
r, hen 
13 
ts 
is 
1e 
er 
th 
n. 
th 
er 
18 : 
1e 
rs 
to 
in 

ts 
nt 
yn. 
d, 
ry 
hs 
al 
re 
er 
as 
is 
m 
by 
oh 
on 
ry 
of 
is 
by 
a 
er 


602 Sept. 15, 1928] 


TALK AND WORK AT GENEVA. 


.side, while the British Empire accepts a passive or watching 
role, and Germany still feels herself something of a stranger 
in these counsels. The growth in size and importance of 


the Health Organization of the League is a more en-— 


couraging feature of the-international situation. If the 
test of the value and activity of an organization be the 
amount of money expended upon it, then the Health 
Organization is far and away. the most important of the 
dozen or more special organizations of the League. Its 
expenditure last year amounted to just upon one and a 
half million Swiss francs, or about £60,000,’ not. entirely 
contributed from League funds, however, for the Rockefeller 
Foundation provides more than one-third of this sum. If 
the League, on its political side, should cease to exist, the 
Health Organization would remain as a vital necessity of 
the peoples, and would itself go far to preserve the newly 
created international amity. Some of the most recent 
enterprises of the organization illustrate the vigour and 
initiative with which the health work is being pursued. 
There has lately been, for example, an interchange of 
health officers for a study of the problems of rural 
hygiene; this began in May last in the kingdom of 
the Serbs, Croats, and Slovenes, and terminated in 
Geneva at the end of July. The twenty participants, 


from eighteen countries, visited the rural districts 
of six European countries, and made a comparative 
study of rural housing, water and milk supplies, 


sewerage and sewage disposal, public health. and medical 
organization, and other matters. An interchange of health 
officers ‘in Italy has just begun, and will continue until 
November. Representatives of about twenty countries are 
taking part in this study tour, which is to embrace all 
aspects of public health enterprise under Italian rule. 
Another event of the summer has been a conference on 
malaria, which has drawn up a list of subjects for further 
international investigation, among them the subject of 
housing in relation to malaria, and of the species of mosquito 
concerned in the transmission of malaria in Europe and in 
the United States respectively. This conference also recom- 
mended that the value of plasmochin and quiniostovarsdl 
in the treatment of malaria should be studied in certain 
countries, including Central America, Germany, and India; 
while some other experimental studies designed to in- 
crease the knowledge of the treatment of the disease will 
be entrusted to three groups of laboratories—one group 
in Germany and Italy, another in British India and the 
-Federated Malay States, and the third in Spain and 
Algeria. Other recent conferences have included one at 
‘Copenhagen on the sero-diagnosis of syphilis, for which 
thirty-eight experts assembled; a meeting of the small-pox 
-and vaccination commission, to study post-vaccinal encephal- 
‘itis as an international problem; and a meeting of a sub- 
‘committee of experts charged with the study of radio- 
_therapy in the treatment of cancer. This last body set out 
-certain questions for further study, which is now pro- 
-ceeding ; these include the ‘questions of propaganda among 
-medical men and the general public in order to ensure the 
early discovery and the early and correct treatment of 
‘cancer of the uterus, of an increase in the number of con- 
sultation centres, and of the radiotherapeutical equipment 
of clinics. The subcommittee also noted. as a subject for 
inquiry the available supplies of radium and the need for 
an authoritative opinion as to the advantages and draw- 
-backs of distributing radium or radium emanation to 
hospitals and individual practitioners. These and several 


‘other activities are of quite recent origin, and are set out 
‘in the supplementary report of the Council, which covers 
the period since May last. It is evident that, if the 
. tongue of the League is less busy than formerly, its hands, 
jin one sphere of ‘endeavour at least, are busily working, 
and to some purpose, 


‘of the small bowel. 


THE MECHANICS OF THE DIGESTIVE TRACT. 
THERE are many problems in physiology and pathology 
which a knowledge of mechanics helps to solve, and the 
trained physicist or engineer can very often make valuable 
suggestions when the facts of such phenomena as peristalsis 
or muscular contraction are put before him. These remarks 
are stimulated by the. appearance of a second edition of 
The Mechanics of the Digestive Tract,’ by Dr. Walter C, 
Alvarez, in which the author has considerably amplified the 
theories he first put forward some years ago. He bases his 
solution of many of the problems of gastro-enterology on the 
‘* pradient,’’ defined in general terms as ‘‘a gradation, 
usually in some attribute or state or force or activity, 
which is to be found between certain limits in space or 
time.’’ In the heart, for example, it is well known that 
the beat follows a gradient of rhythmicity from sinus to 
ventricle ; that is, the isolated auricle, near the great veins, 
will beat faster than the ventricle. In the ureter also the 
fastest rate of rhythmic contraction is often to be found in 
the piece of this tissue nearest the kidney. Alvarez 
suggests that there, may be a physiological law whereby 
the direction of transport of material in a tubular organ 


depends on gradients of rhythm, tone, and irritability.” 


The gradient in the rate of- rhythmic contraction can be 
shown to exist in the alimentary canal; in the rabbit the 
rate of contraction in the duodenum is about twenty per 
minute, compared with ten in the ileum. Side by side with 
this gradient of rhythm there appears to be a metabolic 
gradient, and experiments have shown that the production 
of CO, and the amount of oxygen used by equal weights 
of muscle from different regions of the alimentary canal 
have a definite gradation from duodenum to colon. There 
is also some evidence to show that the catalase content of 
the intestinal muscle has a gradient closely parallel to 
that of rhythm and metabolic activity. Investigating a 
patient who had a jejunal fistula, Alvarez found that there 
was also a gradient in the ‘“ pulling force ’’ exerted by 
different parts of the bowel on balloons, so that there 
appears to be a “‘ gradient of propulsive force: along the 
bowel much like that in a pipe line.’? With this gradient 
notion as the fundamental principle Alvarez works out in 
some detail his conceptions of the mechanics of the different 
parts of the alimentary tract, returning to the practical 
applications of the idea at the end of the book. If it be 
true that a downward gradient is of value in health, it 
follows as a corollary, he says, that upsets in it should pro- 
duce symptoms of disease. Such upsets have, in fact, been 
observed in animals with disturbances in the various 
gradients, but it is not possible to speak with certainty in 
the case of man, although the evidence is suggestive. 
Irritating I¢sions of the alimentary tract may affect the 
metabolic gradient; an increase in metabolic rate of any 
part of the alimentary tract leads to a more rapid rate of 


‘rhythmic contraction; and it is well known that inflamma- 


tion increases the irritability and tone of the intestine. 
When diseased conditions are under consideration it should 
be noted that there is a great difference in the hardiness of 
muscle taken from various parts of the alimentary canal. 
The muscle in the duodenum, for example, is much more 
sensitive to adverse conditions than is the muscle in the 
ileum, and the muscle of the colon is more hardy than that 
The influence of toxins on the alimen- 
tary canal will therefore tend to lower the effectiveness of 
the upper end with a corresponding rise in that of the 
lower, so that the gradient is reversed. This idea of the 
reversal or flattening of the gradient can be used to explain 
the loss of appetite, disgust for food, nausea, and vomiting 
seen in infectious disease and asthenic states, for in such 


1 The Mechanics of the Digestive Tract. By Walter C. Alvarez, M.D. 
Second edition. London: William Heinemann (Medical Books) Ltd. 1928. 
(6 x 94, pp. xix’+ 477; 100 figures. 31s. 6d. net.) 
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cases a patent pylorus and good peristaltic waves can often 
be seen, ruling out a simple local mechanical explanation. 
Alvarez’s ideas are not easy to follow by those whose notion 
of a gradient is confined to a vague idea of a hill, but in 
the sense in which it is used by the hydraulic engineer the 
term has much to commend it. 


CHRISTIAN SCIENCE AND THE DOCTOR. 
Mepicat men who read the daily newspapers are probably 
aware that a schism has arisen in Christian Science ranks. 
The Christian Science Parent Church, some four years old, 
is considerably younger than the other member of the 
family, the Church of Christ Scientist. The word 
‘parent’? is a little confusing, therefore, but it will be 
recalled that W. S. Gilbert raised much the same question 
iu the case of the immortal Iolanthe, and some years ago 
(unless our memory has played us false) there used to be 
a standing debate on whether the hen was the mother 
of the egg or the egg the mother of the hen. It is 
not for us to comment on the heresy hunt which has 
started, but there is some interest in one of the points 
at issue—namely, the relationship of Christian Science 
teaching and practice to the medical profession. From 
literature sent to us by Mr. John V. Dittemore, con- 
tributing editor of the Christian Science Watchman, it 
appears that the Parent Church, founded by Mrs. Annie C. 
Bill in 1924, is convinced that the time has arrived for 
some recognition of the doctor by the Christian Scientist, or 
of the physician by the metaphysician, as Mrs. Bill prefers 
to call him. Both Churches profess allegiance to the 
doctrines of Mary Baker Eddy; but the Parent Church 
produces ingenious arguments to show that the foundress 
of the faith was preparing the way for the recognition by 
her disciples of medical aid as an adjuvant of faith, when 
death ended the sufferings for which she had been com- 
pelled to resort to injections of morphine. In the early 
stages of evangelization—so the argument runs—it was 
necessary to forswear medical methods in treating disease 
in order to emphasize the importance of ‘* methods of 
mind.’”? But the distressing fact remained that- the 
majority of mankind rested its hope of recovery upon 
‘* materia medica,’’ and since one of Mrs. Eddy’s axioms 
was that ‘‘ the greater controls the lesser,’’ it became easy 
to see that her sufferings were ‘‘ caused mainly by the 
majority of false beliefs of mankind.’’ Vain was the dis- 
may of Mrs. Eddy’s students; vain their attempt to hide 
the doctor’s visits, or prevent their leader’s resort to the 
drug. While the majority of people continued to hold 
wrong beliefs Mrs. Eddy could not escape from suffering. 
The time was ripe, therefore, for the second period of the 
' crusade, the “ destruction of the degenerate element of 
wiong beliefs in which all disease originates.’’ And so 
Mrs. Eddy took to morphine. The Parent Church alleges, 
with some show of reason, that the other group is illogical 
in its attitude towards drugs. Since all is mind, and there 
- is no matter, it is plain that drugs are only a part of mind, 
or ** parts of the phenomena of the human mind.’’? Mrs. 
Eddy was justified, therefore, in the intelligent utilization 
of the ‘* vehicle’? of the human mind operating in that 
special mode. “But the older type of Christian Scientist 
—the argument proceeds—is not justified in building 
hospitals, in miscalling them ‘‘ benevolent sanatoriums,’’ 
in preparing for the reception of diseased conditions, while 
all the time students of the cult are being taught that “ to 
permit disease to be present in the thought must bring it 
into the experience of the individual.’’ Far better that 
he should come over to the Parent Church, and invite the 
aid of the doctor in destroying the degenerate element of 
wrong belief by means of the immaterial vehicle, materia 
‘medica. It remains to be seen how far the physician will 
advance to meet the proffered embraces of the meta- 


physician, and co-operate in ‘healing disease on the 
highest moral and spiritual basis,” so that ‘ Christian 
Science will be universally acknowledged to have brought 
to humanity the missing healing element of pure mental 
energy.’? There is a type of mind within our profession 
which can discover in Hahnemann the father of rational 
dosage, and in Gall the father of brain localization; for 
such it may not be too great an effort to regard Mrs. Eddy 
as the mother of psychotherapeutics. In the meanwhile 
it is not without significance that there are Christian 
Scientists to-day who can allow to the medical practitioner 
some merit in dealing with disease, and it will be interest- 
ing to watch the effect of the new by-law of the Parent 
Church, which renounces commercialism and “ financial 
rivalry with medical specialists.”’ 


TULARAEMIA. 
In a recent article W. M. Simpson! refers to tularaemia 
as being ‘‘ in every respect the first American disease,’ 
meaning, apparently, that it was the first example of a 
disease first described in America. .Although this may not 
be correct, as Dercum’s and other diseases bear witness, it 
was certainly first observed and its bacteriology and. etio- 
logy established in the United States of North America; 
thus Ancil Martin, an ophthalmic surgeon of, Arizona, in 
1907 reported five cases of human disease ascribed to an 
infection derived from skinning and dressing jack rabbits; 
Pearse of Brigham City, Utah, gave the first accurate 
account of the clinical features of ‘‘ deer-fly fever,’’ long 
known to the ranchers; McCoy and Chapin in 1911 isolated 
a new organism, Bacterium tularense, from ground squirrels 
dead or dying of a “‘ plague-like’’ epizootic in Tulare 
County, California; Vale, in 1914, described a case of 
B. tularense infection of the eye; and, more especially, 
E. Francis finally correlated these data. He showed that 
the “ plague-like ’’ disease of rodents and the deer-fly fever 
were both due to the same infection, which he called 
tularaemia, and that the blood serum of those who had 
passed through an attack agglutinated B. tularense. The 
common wood-tick (Dermacentor andersoni) infesting wild 
rabbits and other animals in Montana was shown by Parker 
and Spencer (1925) to carry the infection, which was trans- 
mitted among them hereditarily by the eggs from genera- 
tion to generation. In the same year Hachiro Ohara in 
Japan recorded a febrile disease transmitted by wild 
rabbits, which serologically and bacteriologically was proved 
by Francis and Mayne to be tularaemia. In the meanwhile 
Ledingham and Fraser (1924) in this country had reviewed 
the subject in an article on ‘‘ Tularaemia in man from 
laboratory infection,’’ of which much evidence was forth- 
coming in North America; indeed, it appears that most of 
those who have worked at its bacteriology have paid this 
penalty. Recently during five months Simpson unearthed 
53 cases of tularaemia, and met with one fatal in four 
days and seven hours, the shortest time on record, He 
points out that since 1924 there have been 613 authentic 
cases, and that the disease has a seasonal incidence corre- 
sponding with the greatest activity of the wovd-ticks and 
the deer-flies. In an analysis “of more than 600 cases 
he recognizes four types of clinical conditions. (1) The 
ulcero-glandular. This, the commonest (415 cases) and 
most important, begins as a papule, which becomes 
necrotic and is followed by glandular enlargement with 
nodular lymphangitis like that of sporotrichosis. The onset 
is sudden, and the disease at first is like severe influenza 
with delirium. (2) The oculo-glandular. Of this form 26 
cases have been reported. It starts in the eye, and in 
22 instances was unilateral. (3) The glandular. The 
primary lesion in this variety is not obvious, but the 
lymphatic involyement is the same as in the ulcero-glandular 


1 Simpson, W. M.; Proc, Staff Meetings of the Mayo Clinic, 1928, iii, 213. 
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type. (4) The typhoid. In this there is no obvious primary 
lesion or glandular implication; it imitates typhoid fever. 
Most of the laboratory cases are included among the 26 
cases coming under this heading, and it has been shown that 
the micro-organism can penetrate the unbroken skin of 
guinea-pigs and rabbits. The condition may be confused 
with a number of other infections, such as_ influenza, 
_ typhoid and undulant fevers, and, Simpson remarks, 
** pathologists have clung to the histo-pathological diagnosis 
of tuberculosis because of the remarkable similarity in the 
appearance of the two granulomas.’’ The diagnosis can 
_ be made by agglutination reactions, and it is stated in 
‘Simpson’s paper that the results of treating the acute stage 
of the disease with immune human serum will form the 
subject of a further report. 
INTERNATIONAL MEDICAL ORGANIZATION, 

In the Supplementary Report for 1926 and the Annual 
‘Report for 1927 the Council of the British Medical Associa- 
~ tion reviewed the development of an international union 
of medical organizations designed to promote the inter-. 
change of information and ideas connected with the social 
and political aspects of medical practice. After two years’ 
close observation of the progress of this association the 
~ Council decided, mainly on -grounds of economy, not to 
join it. This decision was reversed by the Representative 
Bedy at Cardiff after a full and informative discussion’ on 
a motion by Dr. C. E. Douglas to the following effect: 
‘That the Representative Body is of opinion that the 
Association should give full support to the Association 
Professionnelle Internationale des Médecins as a body which 
affords the medical professien in each country the oppor- 
tunity to make its contribution towards closer co-operation 
in all matters of common interest; and instructs the 
~ Council to take the necessary steps towards full member- 
ship.’”’ The aim, constitution, and activities of the 
organization in w hich the British Medical Association will 
thus assume the responsibilities of membership are well 
illustrated by a report of which we publish a condensed 
translation at page 133 of this week’s Supplement. The 
original report is the work of Dr. Fernand Decourt, 
general secretary of the A.P.I.M. (as it is known fami- 
liarly}, and one of its original founders. We may add 
that inquiries have already been instituted by the union, 
not only into the subject of national health insurance, 
reviewed in this report, but also on the following topics: 
(1) the constitution and general position at the present 
time of organizations dealing with medical politics and 
defence throughout the world; (2) possible methods of 
co-operation between the -A.P.I.M. and the International 


. Labour Office.at Geneva; (3) laws regulating medical prac- © 


- tice,*qualified and unqualified, throughout the countries 
_ covered by the A,P.I.M.; (4) laws and customs regulating 
the practice of medical specialties ; (5) pharmaceutical 
services and freedom of prescription in connexion with 
organized medical ‘services; (6) conditions governing the 
_ issue of motor drivers’ licences. The results of all these 
inquiries are, of course, made available for the use of the 
British Meslical Association as a member of the A.P.1I.M. 


DERMATITIS AMONG BAKERS. 
Baxer’s dermatitis has long been known to the medical 
profession—in fact, there is a good clinical description of it 
in the very first textbook of dermatology ever published, 
that of Willan, which appeared in 1808; but it has only 
come into prominence as an industrial disease during the 
past fourteen years. Since 1917 it has been notifiable, and 
workers suffering from it are entitled to compensatory 
allowances. At the recent annual conference of the 
Amalgamated Union of Operative Bakers and Confectioners 
it formed the subject of a discussion; a resolution was 


1 See Supplement for July 28th, p. 27. 


_ passed expressing alarm at the spread of dermatitis among 


the members, and calling upon the Government and master 
bakers and millers to protect workers against it. The 
representatives of the operatives have always contended 
that the eruption, which is comparable clinically to an 
attack of eczema, is due to some impurity in the flour, 
probably introduced for the purpose of bleaching it, and 
this view found full expression at the recent annual meeting 
of the union. But: this explanation of the disease is 
challenged by the employers, who affirm that neither of 
these contentions is well founded, in the first place because 
officials of the Ministry of Health have reported that 
baker’s dermatitis tends to become less rather than more 
frequent, and further investigations into its causation, 
which have already been undertaken by the scientific staff 
of the Ministry, have conclusively shown that neither 
bleaching agents nor ‘“ improvers’’ in the flour had any- 
thing to do with the incidence of the disease.. In addition 
to the investigations undertaken by Dr. Allan Parsons 
on behalf of the Ministry, Dr. Prosser White has 
made some independent experiments, which have been 
published in the British Journal of Dermatology. It 


_appears that for the most part the patients affected come 


from small establishments where the work is done by hand, 
and consequently the hands and arms of the workers are 
exposed to maceration from long contact with mixtures of 
flour and water, and where perhaps the facilities for proper 
cleansing of the skin are somewhat imperfect. In larger 
establishments, where machinery makes this prolonged 
exposure to such deleterious influences unnecessary, the 
disease is quite infrequent. The proper method of dealing 
with this troublesome affliction, therefore, appears to be 
the extension of the use of dough-mixing machinery, and 
the provision of proper accommodation and washing 
facilities for the operatives. 


ROYAL SOCIETY OF MEDICINE: JOINT DEBATES. 
Tne~calendar of the Royal Society of Medicine for the 
session 1928-26, under the presidency of Lord Dawson of 
Penn, has just been issued. It has been decided to con- 
tinue the practice of holding special joint discussions, and 
at a conference of the presidents and presidents-elect of 
the various sections, held under the chairmanship of the 
outgoing President of the Society (Sir James Berry) the 
following subjects for discussion were agreed upon. (1) 
Encephalo-myelitis of man and animals (Sections of Com- 
parative Medicine and Neurology). (2) Industrial derma- 
toses, their causation, recognition, prevention, and treat- 
ment. (Dermatology, Epidemiology). (3) Post-operative 
thrombosis (Pathology, Surgery, Obstetrics). (4) Prognosis 
and treatment of general paralysis of the insane (Psychiatry, 
Neurology). (5) The indications for, and the results of, 
splenectomy (Surgery, Medicine). (6) Glanders and kindred 
diseases (Tropical, Comparative Medicine). (7) Urinary 
antiseptics (Urology, Pathology, Therapeutics). (8) The 
necessity for early diagnosis in the treatment of spinal 
injuries (War, Surgery). The dates of these combined dis- 


- cussions will be settled later, and announced from time to 


time in the society’s diary card. 


Tue Clinical Congress of the American College of 
Surgeons will be held in Boston this year from October 8th 
to 12th. The College has invited the Editor of the Lancet, 
Sir Squire Sprigge, to deliver the Hunterian Oration on 
the evening of Tuesday, October 9th. The Honorary 
Fellowship of the body will be conferred upon Sir 7 


Sprigge. 

Tur sixth Lloyd Roberts Lecture has been arranged by 
the Royal Society of Medicine for Thursday, November 
29th, and will be delivered by Sir William Bragg, D.Sc., 
F.R.S., this year’s President of the British Association. 


| ar 
in 
tl 
ti 
| We 
co 
| n 
C 
Wl 
| fo 
ac 
of 
be 
to 
au: 
in 
gu 
| be 
wo 
W 
| R 
7 
cap 
low 
2 ti 
Th 
of 
and 
| as. 
A 
1. 
to 
| of 
| radi 
line 
way 
a ve 
bon 
the 
fora 
Thu 
| of { 
| | the 


SEPT. 15, 1928] 


“ THE SKULL OF LORD DARNLEY.” 


505 


“THE SKULL OF LORD DARNLEY.” 


BY 


H. A. HARRIS, M.B., B.S.Lonp. 
(From the Institute of Anatomy, University College, London.) 


Wuen Sir Arthur Keith, on August 1st, asked me t 
examine the reputed skull and femur of Lord Darnley 
I did not know that Professor Pearson’s monograph (dis- 
cussed by him in the British Medical Journal of September 
8th, at page 456) was already printed. I subjected the 
skull and femur to radiographic examination, and con- 
cluded that neither could 
have belonged to Lord 
Darnley, who was not more 
than 22 years of age at the 
time of his death. Further- 
more, the lesions of the 
skull which are reputed 
to be syphilitic show none 
of the pathological bone 
changes associated with the 
disease. I submitted my 
report to Sir Arthur Keith 
Pic. 1.—Radiogram of tue basi- gp August 12th, and I pro- 
crenial axis, showing the absence of ° ° 
any trace of recent union of the Pose to add nothing to it. 
basi-occiput and basi-sphenoid bones. However much one may 

admire Professor Pearson’s 
invincible patience in the attempt to rehabilitate one of 
.the many red-haired hussies who have crossed the stage of 
time, and however much one may be impressed by his 
well-known partiality for the red-haired section of the 
community, anatomical truth is not concerned with virtue, 
— or the meretricious wiles of the satellites of the 
ourt. 

{ append the report which I submitted to Sir Arthur 
Keith on August 12th, and I suggest that a committee of the 
Pathological Society be asked to report on the question of 
whether the lesions of the skull are syphilitic or artefact, 
for there are still a few pathologists 


1 cm. at a short distance behind the bregma. The lapsed 
union of this small portion, in relation to the underlying 
motor and secondary sensory areas, is a common feature 
of any collection of skulls, and should be discounted in 
assessing age. The absence of any closure in the other 
sutures of the cranial vault suggests that the skull is 
definitely less than 38 years. The complete closure of the 
sagittal suture as a whole indicates that the age of the skull 
is over 25, and possibly over 30. 


III. Radiographic Examination. 

1. Venous Sinuses of the Diploé.—The radiograms of the two 
halves of the sectioned skull show a high state of develop- 
ment of the venous sinuses of the diploé. These venous 
sinuses usually reach their maximum development in the fifth 
decade. This skull, therefore, would appear to belong to a 
man in the fourth decade. It is extremely rare to see such 
‘development of the venous sinuses of the diploé under 30 years 
of age. 

2. The Meningeal Grooves.—The grooves due to the meningeal 
vessels on the inner aspect of the cranium offer no abnormal 
feature. There is no evidence of pathological bone formation 
in relation thereto. 


IV. The ‘‘ Lesions” of the Vault. 

Both naked-eye and radiographic examination fail to indicate 
any evidence of that tissue reaction which is invariably regis- 
tered by areas of rarefaction in relation to areas of hyper- 
ostosis. The ‘lesions ’’ are limited entirely to the outside of 
the skull, and especially to the right half. They are produced 
by an artefact such as a blunt burr or bradawl. The fact that 
the diameter increases with the depth, the absence of changes 
in the margin, and the relative uniformity of the lesions 
suggest the handiwork of man. Here and there several such 
‘lesions ’? have been run into one another so as to simulate 
a serpiginous lesion. A “ lesion ”’ in the right mastoid process 
displays the non-pathological features gO 

The radiograms illustrate the sites of the bony “ lesions.’ 
There are visible on the radiogram a few dense shadows. These 
correspond to flecks of white paint on the outer surface of the 
skull; the ones near the postero-inferior angle of the left 
parietal and on the right frontal bone are very well marked 


(lig. 2). 


acquainted with the protean manifestations 
of syphilis. Professor Pearson might perhaps 
be excused for omitting to submit the skull 
to the examination of anatomists, for few 
aiatomists know much about the age changes 
in the skull; but why the help of ‘a distin- 
guished American pathologist’? should have 
been sought as a diagnostic guide by one 
working in the precincts of the late Sir 
William Gowers is beyond me. 


REPORT ON THE SKULL AND FEMUR 
OF ‘“* LORD DARNLEY.” 
A. Tue Skutt. 
I. Gross Appearance, ‘ 
The skull is that of a male with a cranial 
capacity of about 1,350 c.cm., and is strikingly 
low in the brow. The auricular height is about 
2 to 2.5 cm. below the average for British skulls. 
The thickness of the skull with the appearance 
of the section suggests no pathological condition, 
and is well within normal anatomical limits for 
a skull in the third or fourth decade. 


II. Suture Union. 


All the sutures are open €xcept (1) the spheno- et 


occipital suture, (2) the sagittal suture. : 

1. The Spheno-occipital Suture. —Both to Surroundin 
naked-eye examination on the sectioned skull and 
to radiographic examination there is no trace of this suture 
of the basi-cranial axis. Further, there is no trace on the 
radiogram (Fig. 1) of the line of fusion. The faint parallel 
lines visible on the cut surface of the left half of the skull 
normal to the ventral surface extend but a portion of the 
way across the section, and correspond to the bony walls of 
a venous channel. This vascular channel with its surrounding 
bony condensation lies in the centre of the ventral aspect of 
the basi-occipital, and is too near the anterior margin of the 
foramen magnum to be related to the spheno-occipital suture. 
Thus the absence of the cartilaginous suture and the absence 
of the dense line of bony union at the suture suggest that 
the skull is at least more than 25 years of age. 

2. The Sagittal Suture.—The sagittal suture is closed both 
ectocranially and endocranially except over a distance of 


Fic. 2.—Radiogram of the right half of the skull, showing the areas of erosion devoid 


areas of hype is. The venous sinuses of the diploé and the meningeal 


veins are well shown. 


V. Microscopic Examination, 
The three slides show : 

(1) Scrapings of the white paint from the outer surface 
of ~~ ‘sg These flecks are visible on the radiogram 
(Fig. 2). 

(2) Debris consisting of dust and varnish (shellac) from 
one of the depressed lesions.” 

(3) The negative result of repeated testing for haemin 
crystals. 


VI. The Staining of the Skull. 

The outer aspect of the skull has been coated with shellac 
varnish. The inner aspect is oy stained on the left side 
with old blood clots, which may have been the result. of the 
normal post-mortem changes apart from injury to the skull or 
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brain. The relative absence of staining within the right half 
suggests that the body lay after death on the left side. 

The ‘lesions ’’ occur mainly on the right side of the skull, 
and it was at first thought that molten metal (such as that 
from a lead coffin) might have produced the “ lesions.’’ No 
trace of a heavy metal could be found therein radiographically 
or chemically, and no trace of charred bone could be found. 


Conclusion. 

The skull is that of a well-developed but atypically low- 
biowed male of at least 25 to 30 years, displaying no patho- 
logical lesion. In particular there is not the slightest evidence 
of syphilis. 

B. Tue Femur. 
1. Gross Appearance. 

The right femur is that of a well-developed male of a stature 
of at least six feet. The muscular and ligamentous markings 
are not salient and do not suggest association with a highly 
developed muscular system. There has been post-mortem 
destruction (probably mechanical) of the upper portion of the 
neck near the head, and, to a lesser degree, of the anterior 
aspect of the great trochanter. The anterior aspect of the 
shaft displays some amount of erosion. There is no naked-eye 
evidence of the lines of epiphysial fusion. 


Il. Radiographic Examination. 

The radiograms of the proximal and distal extremities of 
the femur show but little trace of the line of fusion of the 
upper epiphysis, and no trace of the line of fusion of the 
lower epiphysis. Thus the femur is that of a man of an age 
considerably over 21, and probably over 25 years of age. The 
absence of the line of fusion of the distal epiphysis suggests 
that the man must have led an active life for many years after 
we adolescence, as such lines tend to persist more 
markedly in those of a relatively sedentary habit. The circular 
area of increased density in relation to the medial border of 
the external condyle of the femur is the dense plaque of bone 
at the insertion of the anterior cruciate ligament. 


III. Pathological Examination. 

There is no trace on the bone or on the radiogram of any 
abnormal periosteal or endosteal inflammatory reaction. The 
femur has been heavily varnished with a shellac varnish, and 
a — of the scale removed was seen to consist of shellac 
only. There is no evidence of a syphilitic periostitis. 


Conclusion. 


No syphilis. No Lord Darnley. 


Australia. 


[From ovR OWN CoRRESPONDENTS.] 


University of Sydney. 

Proressor F. P. Sanpes and Dr. AgNEAs MacDonne.u have 
been nominated by the Senate to represent the University 
of Sydney at the first annual meeting of the College of 
Surgeons of Australasia, to be held at Canberra from 
March 3lst to April 2nd next year. The Council of 
Advice to the Pastures Protection Board of New 
South Wales has intimated that approximately £2,500 per 
annum has been promised for a period of five years 
by various pastures protection boards for the purpose 
of assisting the University Veterinary Science School 
and the Glenfield Research Station with funds to 
enable research work to be undertaken as an extension to 
present activities. The council asked for advice how the 
amounts subscribed could be best expended. The late 
Professor Liversidge has bequeathed to the University a 
sum of £2,000 to form a scholarship fund for proficiency in 
chemistry, and a sum of £500 to found a research lecture- 
ship in chemistry. . 


Hospital Maintenance. 

Figures furnished by the New South Wales Ministry 
for Public Health show that during the eleven. months 
to the end of last November £531,696 had been spent 
in hospital maintenance, including subsidy, special grants, 
anc’ the liquidation of overdrafts. Of this, the Sydney 
Hospital received £104,629, the Royal Prince Alfred 
Hospital £64,749, and the Royal North Shore Hospital 
£36,293. Since January Ist additions and altera- 
tions to hospitals throughout the State had been 


carried out at a cost of £74,448. Other items of expendi- 


ture during the same period included the cost of ambulance 
services, £30,207; subsidizing of doctors in bush settle- 
ments, £3,982; bush nursing centres, £2,500; and institu- 
tions for the deaf, dumb, and blind, £3,050. In the relief 
of distress £80,282 was expended during the same period 
by the Chief Secretary’s Department. 


A Plea for Self-supporting Hospitals. ; 

Professor R. J. A. Berry, dean of the Faculty of Medi- 
cine in the University of Melbourne, recently gave an 
address at Wesley Church on ‘‘ Hospitals, voluntary or 
self-supporting? ’’ He pointed out that the world’s prac- 
tice to-day was to concentrate all medical effort—hospitals, 
laboratories, and pre-clinical sciences—at the one spot, and 
to endeavour to bring all medical knowledge to bear on 
the study, treatment, and prevention of disease. This had 
resulted in the creation of self-supporting hospitals in 
place of those of the voluntary type. Professor Berry 
then explained his scheme for the creation of a great 
medical centre for Melbourne, an account of which was 
given in the Journal of April 21st (p. 680). Proceeding, 
he said that Great Britain was the home of the voluntary 
hospital, which was originally a noble charity, and which, 
up to the beginning of the present century, had fully met 
the needs of the times, and compared favourably with the 
hospital system of any other country. To-day, he thought, 
expert English opinion was against the system, because it 
had not developed in proportion to the needs of the com- 
munity, and, further, it had failed to meet the growing 
needs of the middle classes, to maintain an adequate 
standard in regard to sites and buildings, and to co- 
ordinate its services in the interests of the community. 
Voluntary hospitals were, he alleged, demanding payment 
from their patients for board, lodging, and food, while for 
financial reasons they admitted many persons other than 
the indigent sick. Free medical service by the profession, 
however, was still retained in its original integrity. Of 
recent years there had been two main factors at work 
tending to destroy the voluntary principle: first, the rapid 
progress of medicine, which had compelled all hospitals to 
extend their medical activities and equipment; and secondly, 
the great war, which had impoverished the peoples of Great 
and Greater Britain. As a result the cost of upkeep per 
bed in the London voluntary hospitals had increased by 
100 per cent.; and repeated appeals for financial assistance 
had to be made to the most heavily taxed people in the 
world. Many patients, who formerly not only sought 
private medical advice, but also contributed their offerings 
to the voluntary hospital, were now seeking free hospital 
medical treatment—partly from economic reasons, partly 
because they thought that the well-equipped hospital gave 


better service than the private nursing home, and partly 


because the morale of modern democracy was being under- 
mined by bonuses from the State. Professor Berry thought, 
therefore, that the voluntary hospitals—unless they could 
revolutionize their finances—were doomed. Although he 
had been educated under the British voluntary system, it 
had been impossible for him to pass, as he had done in 1927, 
from an examination of the voluntary system of Britain 
to the self-supporting hospitals of America without being 
profoundly impressed with the latter. These hospitals 


were not only open to all classes of the community, but. 


were in association with the university. In addition, the 
medical staffs were well paid for their services, and a con- 
tented staff meant an efficient service. In the Canadian 
and American self-supporting hospitals the sources of 
revenue were: (1) receipts from_endowments; (2) payment 
for medical and other hospital services from wealthy and 
middle-class patients; (3) payments from province, State; 
city, or municipality for the actual cost of board, lodging; 
and medical treatment accorded to those unable to pay 


themselves. Under this system the hospitals were not in. 


debt, and the members of the medical profession and others 
working in them received payment for services rendered. 
There was no pauperization of the people, and no exploita- 
tion of the medical or of any other profession. 


extend the existing hospitals of the voluntary type on their 
present inadequate sites would be to perpetuate a system 
which was gravely open to question and contrary to the 
world’s accumulated medical and practical experience. 


Professor 
Berry, therefore, was of the opinion that to enlarge and) 
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New Chair of Obstetrics 

A letter received by the council of the University of 
Melbourne from the Premier’s office announced the inten- 
tion of the Government to co-operate with the University 
in the establishment of a chair of obstetrics, and asked 
for the submission of a scheme to carry out the decision. 
The council referred the letter to the faculty, and 
accepted the recommendation of the latter that the appoint- 
ment should carry a salary of £1,500 per annum, with the 
right of private consulting practice. The recommendation 
of the faculty that the appointment should be a five-yearly 
one was referred back to that body for further considera- 
tion. 

Proposed Clinical Hospital at Melbourne. 

The establishment of a. clinical and research hospital 
in connexion with the University of Melbourne is still 
under consideration. The council of the university has 
given its approval to the scheme, and the faculty of 
medicine has appointed a committee to consider the method 
of administration and other problems connected with the 
proposed hospital. 


Post-graduate Refresher Course. 

The annual refresher course arranged by the Melbourne 
Permanent Committee for post-graduate work was held 
in Melbourne from August 6th to 17th. This course ran 
concurrently with a special course of lectures delivered by 
Professor F. R. Fraser, of St. Bartholomew’s Hospital 
Medical College, London, who has been visiting Melbourne 
at the invitation of the Post-graduate Committee. | 


Scotland. 


Scottish Quarterly Statistics. 

Sauient features of the vital statistics for Scotland 
during the second quarter of the year 1928 include a 
birth rate of 21.2 per thousand, a marriage rate of 6.5 per 
thousand, and a death rate of 13.6 per thousand. In the 
larger burghs, taken individually, the death rate ranged 
from 17.2 in Perth, 15.4 in Aberdeen, 15.3 in Dundee, and 
15.2 in Greenock, to 11.2 in Clydebank, 11.6 in Falkirk, 
11.7 in Dunfermline, and 11.9 in Motherwell and Wishaw. 
In Glasgow the quarterly death rate was 14.6, and in 
Edinburgh 14.2. Deaths of children iess than 1 year old 
numbered 2,112, equal to an infantile mortality rate of 
&2 per thousand registered births. In the larger burghs, 
taken individually, the infantile mortality rate varied from 
119 per thousand births in Aberdeen and in Greenock, and 
114 in Ayr, to 52 in Dunfermline, 55 in Clydebank, 71 in 
Motherwell and Wishaw, and 76 in Kilmarnock. In Dundee 
this rate was 99, in Glasgow 89, and in Edinburgh 83. 


Montrose Royal Asylum. 

The report of the Royal Asylum of Montrose for the 
year ending May 15th, 1928, by Dr. C. H. Shaw, physician- 
superintendent, shows that the number of patients under 
treatment in the asylum during the year was 871; of these 
7% were discharged—56 left recovered, 8 relieved, 9 not 
improved—while 62 died. The total number of certified 
patients admitted was 148, including 70 men and 78 women, 
of whom 46 were private patients. During the year 27 
voluntary patients were admitted, thus doubling the 
number of persons in this category undergoing treatment. 
Of the admissions, 24 had suffered from at least one 
previous attack. It is noted that in 3 cases the recurrence 
was due to the renewed abuse of alcohol, while in several 
other cases home conditions were not satisfactory. Dr. 
Shaw suggests that a local after-care association, whose 
members would take an interest in discharged patients 
and arrange for suitable employment, would be a great 
benefit. It is also noticed that the standard of physical 
health among the persons admitted was low; 25 of them 
Were in a very feeble and exhausted condition, while 70 
were described as weak. With regard to the causes of 
mental breakdown, heredity was ascertained to be a factor 
in about 40 per cent. of cases, while in 8 per cent. alcoholic 
intemperance was assigned as a cause. The latter figure 


is somewhat higher than in recent years, although there 


has been a great diminution in the frequency of alcoholic 


excess as a cause. Adverse economic conditions were found 
to be a causal condition in 13 cases, in which illness was due 
either to lack of proper nourishment or to unemployment. 
With regard to the deaths, the average age at death was 
60 years, and evidence of the weak physical condition of 
many of the patients received is shown by the fact that 
7 died within a week of admission and 15 within one month. 
It is pointed out that this asylum was originally erected 
by voluntary subscription in 1781 as a charitable institu- 
tion, being the oldest foundation of its kind in Scotland, 
and that it still preserves this character. At present 38 
patients benefit by a special rate—less than that charged 
for parish patients—because of their necessitous circum- 
stances. During the year 5 male and 13 female nurses 
passed the preliminary and 5 nurses passed the final 
examination of the Royal Medico-Psychological Association, 


Sir Arthur Keith, Hon. F.R.F.P.S. 

At a meeting of the Royal Faculty of Physicians and 
Surgeons of Glasgow, held on September 3rd, the honorary 
Fellowship was conferred upon Sir Arthur Keith, M.D., 
F.R.S. During the course of an ‘‘ At home,’’ given in 
the Faculty Hall to members of the British Association 
for the Advancement of Science, Sir Arthur Keith signed 
the roll of honorary Fellows. It. will be recalled that last 
year Sir Arthur Keith was President of the British 
Association, and his address on ‘ Darwin’s theory of 
man’s descent as it stands to-day’? was published in the 
British Medical Journal on September 10th, 1927 (p. 439). 


Edinburgh Prison Medical Officer. 

The Secretary of State for Scotland has appointed Dr. 
Allen Thomson Sloan to be medical officer of the Prison of 
Edinburgh. Dr. Sloan is a former Edinburgh Academical 
football player and on nine occasions played for Scotland 
in international matches, commencing in 1914. Dr. Sloan 
graduated M.B., Ch.B. at Edinburgh in 1921. 


Ireland. 


Tuberculosis in Belfast. 


In his annual report for the year ending December 31st, 
1927, Dr. Andrew Trimble, chief tuberculosis officer of the 
county borough of Belfast, submits certain practical sug- 
gestions for the further development of the work of the 
tuberculosis department, which has been in operation for 
fourteen years. He advocates more intensive education 
of the people in public and personal health and in the 
prevention and cure of tuberculosis; he thinks it reason- 
able also that there should be preventive inoculation 
against this disease, beginning with every infant born 
into a tuberculous family. More open-air schools are said 
to be required; it is stated that this subject is to be dealt 
with shortly in a joint report by Dr. Trimble and the 
chief school medical officer. Another suggestion made is 
that there should be added to the medical curriculum a 
course in the history, prevention, diagnosis, and methods 
of treatment of tuberculosis in the individual, and the 
means of dealing with it in the community. The accom- 
modation for children suffering from non-pulmonary forms 
of tuberculosis is said to need extension. Dr. Trimble 
favours the extension of medical benefits to insured persons 
in Northern Ireland on the same terms and conditions as 
at present prevail in Great Britain, with, possibly, the 
inclusion of dependants. He adds that some reinforce- 
ment of his staff will be needed if the newer and more 
delicate methods for the diagnosis and control of tuber- 
culosis are to be applied effectively. During the year 
under review 2,086 persons were notified, as compared with 
1904 in the previous year; of these 51.7 per cent. were 
found to be infected, 5.3 doubtfully so, and 43 per cent. 
were free from the disease. In 27 per cent. of the 
definitely infected cases there was clear indication of the 
possibility of direct infection by living in contact with 
tuberculous patients; Dr. Trimble draws attention to the 
continuance of overcrowding, despite the efforts made by 
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the Belfast Corporation to provide new residential accom- 
modation with a low weekly rate of ‘‘ purchase repay- 
ment,’’ but hopes that the difficulty will eventually be over- 
come. During 1927 the Belfast Insurance Committee gave 
£150 for the provision of an artificial light installation at 
the Central Tuberculosis Institute, and shortly afterwards 
@ mercury vapour lamp was presented to another tuber- 
culosis institute in the city. The open-air school has also 
been enlarged, but the demand for admission is far in 
excess of the accommodation. It is stated that the Govern- 
ment of Northern Ireland has issued only one form of 
licence for selling milk—namely, Grade A (T.T.) milk—- 
and the Tuberculosis Committee has resolved to purchase 
this only in future for the municipal sanatorium and the 
hospital for tuberculous children. The hope is expressed 
that the time is not far distant when no other grade of 


milk will be allowed to be sold. 


Preservatives in Food. 

The Minister for Local Government and Public Health 
in the Irish Free State has issued an order prohibiting 
the use of certain preservatives in foodstuffs on and from 
October 1st, 1928. It is made illegal to sell, import, or 
produce food which contains specified preservatives or 
other improper ingredients, and power is given to local 
authorities and to the Customs officials to deal with 
breaches of what are named as the Public Health (Pre- 
servatives, etc., "in Food) Regulations. The Secretary to 
the Ministry, in a circular letter to local sanitary autho- 
rities dealing with the aim and scope of the regulations, 
points out that they follow the lines of similar ones made 
in the neighbouring countries in conformity with the 
recommendations of a committee of experts. They provide 
for the prohibition of the importation and sale of articles 
of food to which preservatives and other specified sub- 
stances have been added; a preservative is defined as any 
substitute which is capable of inhibiting, retarding, or 
arresting the process of fermentation, acidification, or other 
decomposition of food, or of masking any of the evidences 
of such process, or of neutralizing the acid generated by 
any such process. It does not include common salt, salt- 
petre, sugars, lactic acid, acetic acid or vinegar, glycerin, 
alcohol or potable spirits, spices, essential oils, or any sub- 
stance added to food by the process of curing known as 
smoking. No person may manufacture for sale or sell any 
article of food which contains any of the following. pre- 
servatives: compounds of antimony, arsenic, cadmium, 
chromium, copper, mercury, lead, zinc; the vegetable 
colouring matter gamboge; and the coal tar colours— 
namely, picric acid, Victoria yellow, Manchester yellow, 
aurantia, and aurine. The use of sulphur dioxide or 
benzoic acid is permitted in very minute quantities in 
connexion with the manufacture of certain named com- 
modities. No person may sell any article for use as a 
preservative, or any colouring matter for any article of 
food, if such use would be contrary to the regulations. 
No cream may be sold which contains any thickening sub- 
stance. Strict regulations are provided to ensure that all 
articles shall be properly labelled and described. The regu- 
lations make very full provision for their enforcement by 
the sanitary authorities. 


Typhus Fever in Connemara. 

_ What was at first feared would develop into one of the 
recurrent severe outbreaks of fever which in former years 
caused serious havoc in the poorer districts along the 
sea-coast of Connemara occurred last week in Bealadangan 
district, one of the poorest areas in South Connemara. 
The infection has, however, it is thought, been brought 
under control, and so far there have not been anv further 
additions to the ten cases of typhus which have been 
brought to the Galway Central Hospital. The outbreak is 
confined to two houses in the village of Drinn; in one 
instance nine members of one family have been stricken 
down and are in the hospital; the other case is that of 
an old man who lived next door to the stricken family. 
The mother of the family of whom nine are in hospital 
died about fourteen days ago, and it is believed, but not 
definitely known, that her death was due to typhus. The 
father of this family and one of the children are in a 
serious condition. 


Correspondence. 


IRELAND AND THE QUEEN’S INSTITUTE OF 
DISTRICT NURSING. 

Sim,—With keen disappointment and a feeling akin to 
despair L have read the paragraph headed *‘* Queen’s 
Institute of District Nursing ” which appears on page 464 
of the British Medical Journal of September 8th. 

Associated most closely as I have been with the work of 
district nursing of the sick poor in their own homes 
throughout the whole of Ireland since the year 1889, 1 am 
in a position to state with emphasis that this beneficent 
and most valuable patriotic work has been successfully 
carried on throughout the length and breadth of Ireland 
by a noble band of highly trained women. 

The Queen Victoria’s Institute for Nurses was con- 
stituted under Royal Charter dated September 20th, 1889, 
and supplemental Charters dated respectively March 31st, 
1898, and September 5th, 1904. Recently the title of the 
Institute has been changed at the instance of His Gracious 
Majesty the King to ‘‘ The Queen’s Institute of District 
Nursing.”’ 

The aims and objects of the Irish Branch are: 

(a) To stimulate interest in district nursing, and to ensure 
throughout Ircland the most skilled home nursing service 
without distinction of creed, and with these objects in view: 
(1) to provide for nurses special post-graduate courses in 
district work, midwifery, infant welfare, school and tuber- 
culosis visiting, so as to qualify them for district nursing as 
well as for all branches of public health work; (2) to supply 
nurses to local district nursing associations; (3) to arrange for 
the inspection of the work of each nurse twice yearly, and of 
the homes once a year, or more often as is considered 
advisable. 

(») To encourage the formation of a central or county 
ie association in every county in Ireland, for the purpose 
of combining the existing nursing associations and to promote 
the development of new district associations where required. 


The business of the Irish Branch is vested in an execu- 
tive committee composed of representatives from both 
Northern and Southern Ireland in proportion to the rela- 
tive population of those districts. 

The supplemental rules for Northern Ireland provide 


that— 


1. There shall be an advisory commiitee for Northern ITreiand, 
consisting of not more than forty members elected annually. by 
the county committee representing each of the six counties and 
two county boroughs of Northern Ireland. 

2. The duties of the said advisory committee shall be : 

To promote and co-ordinate the work of the Irish Branch 
in Northern Ireland, and, as far as may be thought desirable, 
to assist district nursing activities in general there. 

To inform and advise the executive committee of the Irish 
Branch with regard to matters affecting the Irish Branch 
in Northern Ireland. 

To report to the said executive committee as soon as may 
be after each meeting of the said advisory committee all 
proceedidgs at that meeting. 

To nominate to the said execulive committee not more than 
six suitable persons to act as representatives on the said 
executive committee. 

To elect at its first meeting three trustees, who shall be 
jointly responsible for all capital sums raised in Northern 
Treland in connexion with the said Institute, and for the 
payment of all interest accruing on such sums to the finance 
committee of the Irish Branch,: and thereafter to fill any 
vacancies which may occur amongst the said trustees. 

To receive a report from the aforesaid trustees at each 
annuai meeting of the said advisory commiitee. 


Such has been the existing constitution of the Irish 
Branch up to the present. For wellnigh forty years the 
work of the Qneen’s Institute has been carried on through 
out Ireland without any question of either political. of 
religious bias having arisen. In Dublin there are two 
homes for those already fully trained and _ registered 
nurses who are candidates under the Queen’s Institute for 
the statutory period laid down for their training in district 
nursing before they can become Queen’s nurses. _ Those 
homes, it is true, are respectively Protestant and Romana 
Catholic. But outside their doors the Queen’s nurses are 


just ail that this honourable title implies, and nothing 


more. 
It pains me to think that it should be left to my fellow 


countrymen in Northern Ireland to harbour the suspicion, 
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and in veiled terms to suggest, that political or religious 
differences can possibly arise in connexion with the sacred 
work of nursing the sick poor of Ireland. That this 
suggestion has been made is clear from a report (which I 
enclose) of a subcommittee appointed by the Central 
Council of the Queen’s Institute in London to consider the 
situation which has arisen in Ireland. That report was 
adopted by the Council on July 11th of this year. 

It is lamentable that, whereas a project which would 
have interfered with the unity of Ireland in regard to the 
profession and practice of medicine was happily averted a 
few years ago by conciliatory and statesmanlike measures, 
influential people in Northern Ireland and its capital should 
now attempt to subject the nursing of the sick poor of 
Ireland to an experiment which might prove disastrous, 
and which is quite uncalled for. 

The opinion of the medical profession is, I venture to 


think, well and correctly expressed in a resolution which 


was adopted by the Royal College of Physicians of Ireland 
on June Ist, 1928. It runs as follows: 


“ Resolved: That the President and Fellows of the Royal 
College of Physicians of Ireland have learned with regret 
that a proposal has been made to the Central Council of 
Queen Victoria’s Jubilee Institute for Nurses to establish 
a branch of the Institute in Belfast, separate and distinct 
from the All-Ireland Branch, which has through so many 
years successfully and harmoniously carried on its work in 
all parts of this country. 

“The President and Fellows hope that the Central Council 
will not disturb the present constitution of the Institute in 
Treland, under which valuable service has been rendered to 
the country in the field of public health and private nursing 


of the poor.’ 

The paragraph in the current Journal concludes with 
the following extraordinary, if not in fact dishonest, 
sentence: ‘‘ The duties of this All-Ireland Council will, it 
is stated, be purely formal, but the principle of unity in 
nursing, even if only in name, has been insisted on 
by the headquarters of the institute.” (Italics mine.) 
—I an, ete., 


Dublin, Sept. 10th, Joun W. Moore, M.D. 


** We willingly publish Sir John Moore’s account of 
this regrettable dispute. He recognizes, of course, that 
the statement he impugns was merely quoted by our 
Dublin correspondent.—Ep., B.M.J. 


TONSILLECTOMY AND REMOVAL OF ADENOIDS. 

Sir,—The article by Mr. Sandiford and Dr. Clayton in 
your issue of July 28th (p. 149), and the subsequent 
correspondence dealing with the guillotine and ethyl 
chloride, have brought out many points of interest. There 
are, however, several aspects of the question which have 
not been touched, and which I think are of considerable 
importance. 

My own investigations have convinced me that lymphoid 
tissue, in the nasopharynx and the tonsils, enlarges and 
earns the name of ‘* adenoids and tonsils’ as a result of 
sepsis. If this is so, it clearly precludes absolutely such 
rapid methods as are advocated, for they allow no time 
for searching in the nose for signs of sepsis, or for 
dealing with such sites if they are present, which, in my 
experience, is the case in rather more than 20 per cent. of 
patients in this class. To leave the sepsis which has caused 
the adenoids is to remove the sign and not the cause, and 
to condemn the child to carry in his years of growth and 
education a focus of infection which, if it is not cured 
spontaneously, affects the natural bodily growth and the 
development of the intellect. : 

The second aspect of the matter, which is undoubtedly 
important, is the amount of haemorrhage which follows 
operation. When rapid procedures are employed there is 
not time to utilize the modern methods which limit haemor- 
thage to half an ounce or so, and quantities of blood are 
often shed which are far greater than a child should lose. 

A further aspect of the matter is the question of the 
pain which follows operation with the guillotine. This, to 
my mind, is far greater than that experienced after the 
gentler methods of dissection. To these objections to the 
rapid methods advocated by the authors I would add the 
psychological factors which must operate in children who 


are so rapidly anaesthetized that there can be no time to 
gain their confidence. I would submit that the operation 
for the removal of adenoids and tonsils is one in which all 
efforts should be made by the surgeon to assure himself 
that he has dealt with every condition in the nose likely 
to need surgical attention in the future, and that the loss 
of blood in these operations should be considered as being 
as serious in its effects as in operations in other situations. 
—I am, ete., 

London, S.W., Sept. 4th. A. Lownpves Yates. 

Sim,—It was with considerable interest that I read Sir 
Charters J. Symonds’s letter on the use of ether in tonsil- 
lectomy, published in the Journal of September 8th 
(p. 465), as I have been waiting for someone more able 
than myself to reply to those who advocate chloroform. _ 

I have acted as locumtenent in general practices in 
many parts of the country, and the number of general 
practitioners who give chloroform for such operations as 
tonsillectomy, extraction of teeth, circumcision, etc., has 
surprised me. When one suggests ether—which I always 
give, and refuse absolutely to give chloroform for such 
cases—one is regarded almost suspiciously as being in- 
competent. This view is, I believe, in the North of 
England at any rate, due to the large number of Scottish 
graduates who have never learned the technique of ether 
administration. 

I hope that Sir C. J. Symonds will find time to describe 
the type of Clover’s apparatus which he uses. The one 1 
employ has no special features other than its wide bore, 
but I find any sort of apparatus with a bag rather 
terrifying to small children, and for them I use open 
ether. The period of induction by this method is very little, 
if any, longer than by the closed method.—I am, etc., 


Wricat 
Cornholme, nr. Todmorden, Yorks, Sept. 10th. 


THE IMMEDIATE DIAGNOSIS OF PULMONARY 
ASBESTOSIS AT NECROPSY. 

Srr,—Having recently had occasion to examine the fresh 
organs from a case of suspected pulmonary asbestosis it 
occurred to me that by making direct smears from the cut 
surface of the lung it should be possible to detect imme- 
diately the presence or absence of the characteristic 
‘‘ brown bodies ” of this disease. The result was extra- 
ordinarily successful. A drop of the ‘lung juice,” 
obtained by squeezing a small piece of the fibrosed lung 
tissue on a slide and covering with a coverglass, showed 
myriads of these remarkable bodies, and enabled a diagnosis 
to be made forthwith. Subsequent histological examination 
of the lungs showed their presence in large numbers, 
especially in the catarrhal alveoli bordering on the areas 
of fibrosis, and in smaller numbers within the fibrotic 

So far as I am aware these bodies, admirably figured 
and described by Cooke, Stuart McDonald, and Simson, 
do not occur except in the lungs of asbestos workers. They 
have been present in large numbers in three cases of 
asbestosis examined after death by my colleague Dr. A. L. 
Taylor, and in a considerable experience of lung histology 
in all sorts of diseases I have never previously encountered 
them. In the present instance, the patient, a woman 
aged 34, had been employed in an asbestos works for six- 
teen years, chiefly in the manufacture of asbestos mat- 
tresses. She had been away from work two years before 
her death. Both lungs were extensively fibrosed and very 
anthracotic, but there was no evidence of tubercle, syphilis, 
or silicosis. 

It may be mentioned that dried films, suitable for the 
demonstration of the Prussian blue reaction given by these 
bodies, as well as for their more detailed study, were 
equally successful. In passing, one may express the con- 
viction that these bodies are actual derivatives of the 
inhaled asbestos, and emphatically not animal or 
vegetable forms.—I am, etc., 


rtment of Pathology and Bacteriology, 
en ot Medicine, Leeds, Sept. 5th. 


M. J. Srewarr. 


T Cooke, British Medical Journal, 1928, ii, 1024; Stuart McDonald, ibid., 
1025; and Simson, ibid., 1928, i, 
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THE ALLEGED HIGH FERTILITY OF JEWS. 
Sir,—I was greatly interested in the letter of Dr. 
M. Sourasky in your issue of September 8th (p. 469), and 
I cannot regret my statement at Cardiff, since, it has 
given rise to such a valuable communication. It is true 
that I was referring only to orthodox Jews living in 
obedience to the Mosaic law, and 1 was quite aware that 
modern conditions had affected this race as well as their 
Gentile neighbours. It hardly seems possible, however, to 
explain wholly the remarkable figures quoted, by a “ dis- 
regard of Biblical injunctions ’? on the part of the Jews. 
Is it to be supposed that the Jews in Prague, Bohemia, 


and Bavaria were, in 1900, restricting their families to: 


double ‘the extent that the Christians of those districts 
were .doing? Surely some other factor, biological or 
psychological, must have been at work. Reliable figures or 
facts on the decrease of the birth rate are so difficult to 
obtain (as, we found at Cardiff) that I suggest a closer 
examination of the records from Jewish sources would be of 
the greatest scientific value. One thing certainly seems to 
emerge, and that is that a fall in the birth rate follows 
rather than precedes an increase in prosperity. The higher 
the standard of education among Jews, the higher their 
standard of living and their material prosperity, the lower 
is the average birth rate; and this, | am informed by a 
competent Jewish observer, is generally true, whether they 
maintain the rule of the Mosaic law against deliberate 
restriction or not.—l am, -etc., 


London, W.C., Sept. 10th. Letitia FarrFrevp. 


‘SPIRIT AND BIPP TREATMENT. 

Srr,—In your issue of May 26th (p. 892), Mr. N. L. 
Maxwell Reader describes a case of compound fracture 
treated after the method of Professor Rutherford Morison. 
Bipp is the reagent used; that is a detail. It is only fair 
to the memory of the late Lord Lister to claim for him 
a decided priority as to the method. Although his name 
never will be forgotten, it is the fear that his technique 
is not familiar to the gentlemen named that prompts 
me to ask you to republish the salient features of what are 
almost parallel cases. 


Maxwett Reaper (1928). 

December 7th; 1927, a 
feeble old lady of 77 was 
knocked down by a motor lorry 
and sustained a severe com- 
pound comminuted fracture of 
the lower end of the right 
tibia and fibula.... he 
wound was now freely swabbed 
out with methylated spirit, 
after which it was carefully 
dried, .. . a small ey of 
bipp was introduced into the 
cavity, and thoroughly rubbed 
into every available nook and 
cranny. ... The dressing con- 
sisted of long pads of gauze 
freely soaked in spirit, each 
pad being liberally sprinkled 
with boric powder. The pads 
were laid along the wound and 
did not encircle the limb... . 
The plasters were applied as 
follows. ... The old lady re- 
mained very feeble and debili- 
tated, but no special pain was 
felt in the foot, and the tem- 
perature caused no alarm. On 
the ..seventh day—more from 
curiosity than _necessity—I re- 
moved the dressing. The wound 
was quite dry.... From start 
to finish not a béad of pus 
or even serous oozing occurred. 
At the end of the month the 
splint was removed daily for 


massage, and a fortnight ‘later 


discarded altogether.”’: 


Lister (1867). 

“Case 10.—Thomas McB., a 
labourer, who gave his age as 
52, but had the appearance of 
a much older person, was 
admitted . . . having been 
knocked down...ky a lug- 
gage waggon ... producing a 
compound fracture in the lower 
third of the limb.... Un- 
diluted carbolic acid was ap- 
plied freely to the interior of 
the wound by means of lint 
held in a pair of dressing 
forceps and a_ crust’ was 
formed of blood mingled with 
the acid, covered with lint, 
over which a cap of tin was 
placed,... The limb’ was 
put up with lateral wooden 
splints, ... 

““Next day the surface of 
the crust was touched with 
carbolic acid, . .. and the 
same treatment con- 
tinued for the following fort- 
night, during which the limb 
was entirely free from pain, 
redness, or suppuration,.. . 
I was present when the crust 
was removed eighteen days 
after the accident. Not a 
drop of pus existed beneath 
it.... Six Weeks: and three 


; days after the receipt of the 


injury the splints were re- 
moved, the bones being satis- 
factorily united. This is an 
excellent example of the effects 
of the carbolic acid treat- 
ment in a compound fracture 
of the leg of average severiiy. 
No simple fracture could have 
caused less disturbance either 
local or  constitutional.’’ 


Here we have two. excellent examples of -the antiseptic 
method of dressing wounds, separated in time by almost 


exactly sixty-one years, both surgeons claiming originality 
in the method adopted. By priority, I opine that Lister 
wins. He used crude carbolic acid: that’s a detail.— 
lam, etc., 

Brisbane, Australia, July 4th. 


A. C. F. Hartroro, M.D. 


THE FORGOTTEN SWAB. 

Sir,—The detailed account of the end-results of the two 
forgotten swabs in the abdominal cavity given by Dr. H. 
Roland Segar in your issue of January 21st (p. 95) has 
greatly interested me, and I feel that Dr. Segar will be 
equally interested to hear the end-results of a_ third 
forgotten swab. 

Early in 1926 I came across a patient, who was referred 
to me by a physician, with a provisional diagnosis of 
tuberculous peritonitis. She had a sinus in the abdominal 
wall, following an abdominal operation for some pelvic 
trouble some six months before. A distinct lump could 
be felt in the abdomen about the level of the umbilicus, 
On opening the abdomen I found a sponge walled off by 
coils of intestine and omentum. The sac was full of pus, 
and the sponge measured 12 in. by 12 in., with a tape 
at one of its corners. It had eroded the walls of the, 
intestines. The faecal stains on the sponge were sug- 
gestive of perforation. On removal of the sponge the 
patient had faecal fistulae, which healed spontaneously in. 
ten days, and then recovery was uneventful. a 

From that day I have had a small smooth silver letter 
‘© S$” stitched to every sponge, at one of its corners, 
my theatres, and every patient is z-rayed or screened 
before discharge, and 1 have had no more worries about 
sponges:—I am, etc., 

H. De SA, M.D., F.C.P.S., 


Gynaecologist, Edward Memorial Hospital, 
and the Seth G. S. Medical College, Bombay. 


PAYING PATIENTS IN VOLUNTARY HOSPITALS. 

Sir,—A year ago (October 22nd, p. 751) you drew atten- 
tion to the dangers of the numerous voluntary contributory 
schemes which were springing up all over the country, and_ 
which, under the guise of ‘“ insurance”? or ‘ helping the 
hospital,’’ secured for their clientele, who demand their 
money’s worth, services at far below cost price. During 
the past six months the medical profession has been much 
concerned regarding the National Health Insurance Act, 
1928, under which approved societies will be able volun- 
tarily to enter into a ‘“ commercial arrangement ’’ on. 
behalf of their members for every benefit that a ‘‘ charitable 
institution,’’ which includes a voluntary hospital, can pro- 
vide; but here again at less than cost price. In 1926 only 
10 per cent. of the cost was paid. 

The poor old ship—the voluntary hospital—staggers 
under these friendly blows, meant to help her and to keep 
her afloat. And now, in the Journal of August 18th 
(p. 317), you refer in some detail to a third attack, the 
report of the*Pay Beds Committee of the King Edward's 
Fund for London, and quite correctly say that ‘‘ changes» 
in conditions in the metropolis will certainly have their 
reactions upon the country generally.’ One calls it 
** attack ’’ because these facilities for the middle and upper 
classes are not to be paid for by them in ful]. The capital. 
cost of provision of buildings and equipment is to be found 
by ‘special appeals.’’? This report should be read care- 
fully by all interested in the transition period in hospital 
accommodation. 

But, before criticizing the report, may I draw attention 
to two seeming errors in your article. You state that it 
would appear that the Committee inclines to the solution 
presented by the British Medical Association policy that,, 
where the pay beds are an integral part of the hospital 
building, a ‘‘ closed” staff is generally necessary. Now 
the policy of the Association is only concerned with two 
groups of private patients—namely, those in the public 
wards and those in a nursing home attached to the 
hospital. No policy has been adopted so far with regard 
to private patients in private wards and private rooms, 
inside the hospital building. The deputation from the 
Association overlooked this fact, and stated that the Asso- 
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“ closed ’’ staff) attending such patients. This statement 
is incorrect, and I very much. doubt whether it will be 
accepted by the profession generally. It would be intoler- 
able in the case of wealthy patients using such accom- 
modation—just because, for instance, there is no alterna- 
tive accommodation available in a nursing home, attached 
or unattached to the hospital—who desire to, and who can 


well afford to, pay the fees of their own general practi- - 


tioner and his recommended consultant or specialist, that 
they should be forced to accept a member of the visiting 
staff, their own preferences being shown the door. 

Then, again, you state that the Committee, in its recom- 
mendation that no fees should be charged in the public wards 
by the medical attendant unless and until the full main- 
tenance charge is paid, shows ‘‘a sharp difference of 
opinion’? from the Association policy; and you quote in 
support of this contention a certain section of the policy; 
but that section contains a statement—which you omit—that 
it should not be quoted as referring to private patients. The 
Association policy should be interpreted that the payment 
“in full”? for maintenance and any payment of the 
medical attendant form a well-balanced situation; and 
that unless and until the former condition is fulfilled the 
latter cannot arise. The charging of less than full main- 
tenance cost is a means by which the patient can be saved 
medical fees. This is being done now. 

In considering the Pay Beds Committee’s report it at 
once becomes apparent that its value has been reduced 
because there was not on the Committee a single medical 
practitioner representative of the private consultant or 
private specialist not attached to a voluntary hospital, nor 
of the thousands of general practitioners, practising in 
London; that not one witness from these three groups 
was called to give evidence; and that the Council of the 
Association did not put forward to give evidence any one 
representative of these groups. Had that been done we 
should not have had a report which bruslies aside so 
readily, and without any argument, the suggestion that 
the provision of the 4,000 beds said to be necessary for 
paying patients could be made gradually by means of, 
say, 500 beds—in private hospitals placed in the suburbs 
around London—in favour of providing them at the volun- 
tary hospitals. In the former case the general. practi- 
tioner could continue, if he so desired, to attend his 
patients to his scientific and financial advantage. In the 
latter case the visiting staffs evidently will keep for them- 
selves, and for a few others they select, all patients sent 
in, to the exclusion of the rest of the medical profession. 
It is over this problem that the medical profession will 
become divided, and the unity in the Association be likely 
to be jeopardized. 

The anxiety of these three groups in the profession will 
not be lessened when they read that the chairman of the 
Hospital Committee of the Association, representing the 
Royal College of Surgeons, expressed these opinions. 

(a) The likely clientele of these pay beds would be 2 per cent. 
of &@ population of two and a half million persons (1134, fi35). 

(6) The payment (for hospital treatment) should be through 
some. voluntary and general insurance (1136). 

(c) The paying block would finally be under the control and 
direction of the lay authorities of the voluntary hospital in pre- 
cisely the same manner as the rest of the clinical side (1109), 

(¢) The provision of accommodation attached to voluntary 
oe for the well-to-do would be approved by the profession 

(e) If a block containing beds for paying patients is attached 
'o a voluntary hospital it ought to be for those patients who are 
tonsigned to the members of the visiting staff. Each voluntary 
hospital should employ its own staff (1128). 

(f) The treatment of private patients by any one other than 

visiting staff of the voluntary hospital providing this accom- 
modation would not be entertained (1101). 

(9) The private practitioner should come in for consultative 
Work, or be present at an operation, and see the patient several 
times afterwards with the member of the visiting staff con- 
terned ; but he should not be responsible for the treatment (1121), - 


It would be asking too much to be allowed a full criticism 
of the report, but the profession should ponder over the 
following statements of the Committee: 

(1) The volunta: hospital system is become largel 


(2) It is impossible to obtain full “ hospital facilities’ for well- 
© patients except at a voluntary hospital, 


(3) The general wards of voluntary hospitals should now be 
thrown open to those of ‘‘ mederate means’”’ on the same terms 
and conditions as apply to the “sick poor’’; no payment for 
medical treatment being allowed. The wealthy should be catered 
for in pay rooms, private wards, and attached nursing homes. 

(4) The means by which general practitioners would be ‘“‘ kept 
in contact ’’ with their patients in private wards and pay rooms 
would be (a) by being allowed access to their patients at all 
reasonable times; (b) being communicated with when anything is 
going to be done—an operation to be performed ; (c) being informed 
of the patients’ exact condition on discharge; and (d) may get 
advice as to what should be done. (Such an arrangement the 
Association’s representatives stated would entirely satisfy the 
Association (1205-1208).) 

(5) The committee of management of the hospital should lay 
down certain rules or limitations as to the medical practitioners 
who were allowed to come into the attached nursing home. 

(6) “‘ King. Edward’s Fund should prepare and publish year by 
year, for the information of the public, a list of pay beds, wards, 
and rooms at the voluntary hospitals, with rates of charges and 
other particulars, as the existence is not generally known.”’ (As it is 
contemplated that the visiting staffs alone would attend these 
patients—being paid fees for their services—they would find them- 
selves, were this proposal adopted, involved in a novel form of 
touting for practice amongst the middle and upper classes.) 

(7) The well-to-do pay bed patients would assist the hospitals to 


finance their ordinary work. (Hospital administrators are always. 


optimists.) 

The voluntary hospitals of the country—originally built, 
equipped, maintained, and partially endowed for the sick 
poor—are now being appropriated, in great part with 
general consent, by members of every rank in society for 
their own use: under contributory schemes for the indus- 
trial and lower middle class; by approved societies’ schemes 
under the National Insurance Act, 1928; and now, as 
recommended under schemes for private pay bed 
patients of the upper middle and wealthy classes, by 
means of insurance and cash payments. All this with 
the tacit exclusion from participation in this branch of 
medical practice, with its experience and remuneration, 


of all medical practitioners except a selected few, called , 


the visiting staffs. That is, a ring is being formed in 
medical practice. As you say, if this is allowed “ the ranks 
of the younger consultants will be sadly thinned.” 

And so the fast-foundering ship ‘‘ Voluntary ”’ 
lumbering on—under the delusion of making both ends 
meet by developing schemes each one of which turns out 
to be a financial loss. Then the British Medical Associa- 
tion, with an amused smile, hands out to all and sundry 
its panacea, put up in an easily handled form, guaranteed 
to cure timidity and nervous breakdown among the public 
and the State officials; stiff-neck among wealthy sub- 
scribers; blood impoverishment, deficient absorption, and 
malnutrition in the medical profession, especially among 
the visiting medical staffs; hoarseness, brain-fag, run-down 
conditions, and sleeplessness among voluntary hospital 
administrators. ‘‘ Use it,,and all will be well.’’ Is it not 
preferable that a real surgeon be called in?—I am, etc., 

Hove, Sept. 7th. E. Row1anp 


INSECT BITES AND RHEUMATISM. 

Sir,—In reply to the letter of Dr. G. Arbour Stephens in 
the British Medical Journal of August 25th (p. 357), in 
which he mentions insects somewhat generally, and the 
human flea more specially, as the possible cause of rheum- 
atic fever, may I refer him to the following papers I have 
written on the geographical distribution of the disease and 
of the common rat-flea of temperate climates, Ceratophyllus 
fasciatus, with suggestions that this flea is the cause of 
the disease: Indian Medical Gazette, October 3rd, 1896; 
Journal of Tropical Medicine, November, 1899; Lancet, 
1915, vol. i, p. 1160; British Medical Journal, 1922, vol. i, 
p. 540; British Medical Journal Supplement, 1°26, vol. ii, 
p. 202; Proceedings of the Royal Society of Medicine, 
February, 1928. Further investigation is required, but I 
think that I have shown a similarity in geographical, 
climatic, and other environmental conditions, both of this 
flea and of the disease, which may be more than coinci- 
dental. It is improbable that a specific disease would be 
caused by more than one insect. : 
~The human flea, Pulex irritans, has not quite the same 
geographical distribution as that of Ccratophyllus fasciatus, 
and it seems to tolerate slightly higher temperatures, 
though not quite so low as those which can be withstood 
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~ by the rat-flea. Puler irritans, though not common, is 
found in some parts of the tropics, such as the Panama’ 
and in some of the southern Pacific Islands,? to which 


it was transported years ago. Although the geographical . 


distribution of Pulex irritans is nearly similar to that of 


rheumatic fever, it would seem to be ruled out as a carrier = 


by certain facts, one of which is that it is so common that 
it would be more likely to be the cause of an epidemic 
disease such as scarlet fever than of an endemic such as 
rheumatic fever, although the geographical distribution of 
the two is almost identical. 
bodies is suggestive of ‘their having been originated by a 
protozoon, spirechaete, Rickettsia, or allied organism rather 
than by a bacillus, but it cannot be said that Aschoff’s 
bodies are themselves protozoa. 

It would seem that, if the possibility of this rat-flea 
being the cause of rheumatic fever is accepted, one of the 
important things to be investigated is the relation between 
the rat and the disease. There is said to be a relation 
between throat infections and rheumatic fever; but the 
throat condition may be either a symptom or a frequent 
concomitant of the disease, and the cause of the tonsillitis 
may enter a house through the same defective sanitary 
condition as does the flea-bearing rat. : 

The work hitherto done on the environmental factors of 
rheumatic fever has been extensive though general, and the 
cause has not yet been found. I agree with Dr. Arbour 
Stephens that the hypothesis that there may be a connexion 
between an insect and the disease is worthy of 
investigation.—I am, etc., 


Harrow, Aug. 28th. J. Tertivs CLarKe. 


Qnibersities and Colleges. 


UNIVERSITY OF LONDON. 
Tae Connaught Hall of Residence (14. Bedford Place, London 
W.C.1), recently presented to the University of London by 
H.R.H. the Duke of Connaught, will be ready for students of 
any of the colleges and ‘ schools” of the University at the opening 
of the session in October. Mr. W. S. Angus, M.A., LL.B., has 
been appointed warden, and Miss Burnett matron. [ 


UNIVERSITY OF DUBLIN. 

SCHOOL OF PuHystic, TRINITY COLLEGE. 

ur, Committee of the School of Physic, Trinity College, invite 
applications for a Montgomery Lecturer iu tor the 
year 1929. The candidate must bea recent graduate of a recognized 
Irish school of medicine, must undertake to prosecute study or 
research for a period of not less than six months in such place as 
the Board may approve, and must, during his year of office give 
an account of his research in a public lecture or lectures. ; The 
remuneration will be £150. Candidates must send their applica- 
tions to the Registrar of the School of Physic, Trinity College 
Dublin, not later thau November Ist, and must state therein the 
work they propose to undertake and-the place where they intend 
out. be accompanied by a state- 

nent of the applicant’s qualifications, y repri 
published wt 5g qual aud by a reprint of any 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW. 

AMUEL McMAHOn, M.B., Ch.B., was admitted to the F. i 
elsewhere (p. , the honorary Fell i 
| y Fellowship was conferred on 


Medical 


THE introductory address before the Middlesex Hospi 
Medical School will be delivered at 3 p.m. on Senter, 
October 2nd, in the Queen’s Hall, by Mr. A. E. Webb-Johnson, 
C.B.E., D.S.0., after which the prizes gained ; 


Arthur of Connaught, and Princess Arthur of Connaught will 
present the Fardon Memorial medals. The annual dinner 
will be held the same day at 7.30 p.m., at the Savoy Hotel 
when the chair will be taken by Prince Arthur of Connaught, 
THE annual dinnerof past and present studentsof University 
College Hospital in this the centenary year of the Medical 
School will be held at the Hotel Cecil, Strand, on Friday 
October 12th, at 7 p.m. ‘Tho chair will be taken by Surgeon 
Rear-Admiral Gaskell, C.B., F.R.C.S., Medical Director- 
General R.N. Tickets may be had on application to the 
honorary secretary at the Medical School. xe 


1Dunn: Amer. Journ. Trop. Med., 1923, iii, 335. 
2 Buxton and Hopkinson: Researches in Volynesia and Malaya 


The structure of Aschoff’s. 


by st 
during the previous year will be distributed by H.R OH. Prince 


Dr. T. WATTS EDEN-will distribute the prizes at Charing 


at 3.30 p.m., in the out-patients’ hall of the hospital. 

THE annual dinner of past and present students of the 
Royal Dental. Hospital of London will be held at the 
Trocadero (Empire Rooms) on Saturday, October 20th, at 
7 o'clock, under the chairmanship of Mr. G. G. Campion. 

THE anniversary dinner of the Pharmaceutical Society of 
Great Britain will be held at the Hotel Victoria, North. 
umberland Avenue, W.C., on Wednesday, October 3rd, at 
7 o'clock. 

THE seventy-third annual exhibition of the Royal Photo. 
graphic Society of Great Britain opens at 35, Russell Square, 
W.C.1, on September 17th, and will continue until October 13th, 
Photomicrography is well represented, and the advancement 
in x-ray photography is illustrated by numerous exhibits. 

THE Fellowship of Medicine announces that four post- 
graduate courses begin on September 17th, each lasting for 
two weeks. One in medicine, surgery, and the specialties 
will be given at the Westminster Hospital, occupying the 
whole of each day with lectures, demonstrations, and 
operations. A course in orthopaedics at the Royal National 
Orthopaedic Hospital, and another in diseases of children at 
the Queen’s Hospital for Children, Bethnal Green, will 
similarly occupy the whole of each day. The fourth course 
is one in diseases of the eye, which will be held at the 
Royal Eye Hospital, St. George's Circus, S.E., each afternoon 
ays o’clock. 

THE Home Office, in communiqués dated September 5th, 
1928, gives notice that the Secretary of State proposes, after 
the expiration of forty’ days from that date, to make 
Regulations under Section 7 of the. Dangerous Drugs Act, 
1920, for controlling the manufacture, sale, possession, and 


dihydro-codeinone. The Regulations will be in the terms 
of Provisional Rules, dated September lst, 1928, which, in 
accordance with Section 2 of the Rules Publication Act, will 
continue in force in the meantime. Copies of the Provisional 
Rules may be obtained on application to the Under Secretary 
of State, Home Office, Whitehall, London, S.W.1. The Home 
Office also announces, in the London Gazette of September 4th, 
that the Secretary of State proposes to make Regulations 
under Section 3 of the Dangerous Drugs Act, 1920, applying 
the Raw Opium Regulations, 1921, as amended by the Regnu- 
lations of 1922, 1923, and 1924, to coca leaves and Indian 
hemp. 

A PARTY of Canadian medical practitioners interested in 
tuberculosis are at present travelling in Europe as the result 
of scholarships offered by the Sun Life Assurance Company, 
They have spent the last ten days in England, and have 
visited Liverpool, Birmingham, Cardiff, Winchester, Alton, 
Midhurst, and London; next week will be spent in France, 
chiefly in Paris. Other places to be visited during the 
remainder of September and the whole of October include 
Florence, Rome, Milan, Venice, Leysin, and, on the retura 
journey to Canada, Cambridge, Edinburgh, and Glasgow. 
‘The party is principally engaged in studying tuberculosis 
institutions of different kinds; it will attend the Conference 
ot the National Union against Tuberculosis in Rome at the 
end of this month and that of the National Association for 
the Prevention of Tuberculosis to be held in October-ia 
London. During their visit to the King Edward VII Sana 
torium at Midhurst, Sir StClair Thomson gave a lantern 
demonstration on his seventeen years’ experience as laryngo 
logist to the institution. Dr, Pratten (London, Ontario) stated 
that every sanatorium in Canada had a laryngologist on its 
staff, and the larynx was now systematically examined ia 
every case. 

_A Course of 56 lectures and demonstrations on diseases ol 
the alimentary system, organized by Professor F. Gallart y 
Monés, will be held at the Hospital de la Santa Cruz y Sau 
Pablo of Barcelona from October 5th to December 10th. The 
fee is 100 pesetas. 

THE tenth French Congress of Orthopaedics will be held in 
Paris under the presidency of Professor Nové-Jusserand 
Lyons on October 12th, when the following subjects will be 
diseussed : sudden pathological dislocation of the hip, intro 
duced by René Le Fort of Lille; and surgical treatment of 
. flat-foot, introduced by Allenbach of Strasbourg. Furthet 
information can be obtained from the general secretary, Dr. 
Paul Mathieu, 74 Rue Vaneau, Paris VL1I1°. 

MEssrs. J, AND A. CHURCHILL announce for early publication 
The Practice of Refraction, by W. Stewart Duke-Elder, D.Sc» 
‘M.D., F.R.C.S., Assistant Ophthalmic Surgeon, St. Georges 
Hospital ; Diseases of the Blood, by A. Piney, M.D., Research 
Pathologist, Cancer Hospital, London; Recent Advances m 
Bacteriology, by ¢. H. Dible, M.B., Ch.B., Professor 
Bacteriology, University of Wales; and Clinical Chemica 
Pathology, by F. 8S. Fowweather, M.D., M.8c., Lecturet 


on Chemical Pathology, University of Leeds. 


Cross Hospital Medical School on Thursday, October 4th, 


distribution of benzoyl-morphine, dihydro-oxycodeinone, and, 
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WE are informed by Messrs. Bailliére, Tindall and Cox 
that they have undertaken tho distribution in this country 
of The Opium Problem, by Charles Terry and others, of 
which a notice appeared in our issue of September 8th, 
page 450. 

THE July issue of the West African Medical Journal has a 
stroug clinical interest, the contributions including articles 
on traumatic rupture of the spleen, multiple pregnancy, 
quinine intolerance, tetanus, village sanitation, leprosy, and 
the Public Health and Medical Service in Nigeria. It will be 
remembered that this journal was inaugurated by the West 
African Medical Staff; and the directors of the Medical 
Research Institutes, at Accra and Lagos, together with the 
director of the Medical and Sanitary Service of Freetown, 
co-operate in its production. Copies of the journal may be 
obtained from the Director of the Medical Research Institute, 
Lagos, Nigeria; the annual subscription is 20s. 

THE International Congress against Alcoholism held at 
Autwerp from August 20.h to 25th was attended by about 
400 members from 32 different countries. The programme 
included papers on alcoholism as an international problem, 
alcoholism in Russia, personal liberty and the alcohol question, 
prohibition in the United States, the diagnosis of alcoholism, 
the Bratt system of liquid control in Sweden, the Belgian 
liquid laws of 1919, the action of alcohol on the offspring, 


. alcohol and spas, alcohol and sunlight, welfare centres for 


drinkers, and non-alcoholic beverages. The next congress 
will be held at Warsaw in 1931, by invitation of the Polish 
Government. 


ACCORDING to the Journal of the American Medical 
Association during the last three years there has been a 
progressive decline in typhoid fever in the great cities in the 
United States with a population of more than 100,000. In 
1927 five of the eight geographical groups had typhoid death 
rates under 2 per 100,000 and the other three groups had 
rates varying from 3.39 to 10.07. 


Letters, Notes, and Anstuers. 


All communications in regard to editorial business should bs 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British MepicaL JournaL 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published im the 
Britisn Mevrcat Journat must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Baittsm Mepicat Journat are MUSEUM 9861, 9862, 9863, 
and 9864 (internal exchange. four lines). 

The TELEGRAPHIC ADDRESSES are : 

of the Baittsn Maoica, Journat, Aitiology Westcent, 
ondon, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Racillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, Edinburgh (telegrams: Associute, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS. 


TREATMENT OF 

“I. M.S.” asks for suggestions for the treatment of coli bacilluria 
ina lady who has had large doses of autogenous vaccine, and has 
taken hexamine, caprocol, and hexyl-resorcinol for lengthy 

’ periods. She has also had great quantities of potassium citrate, 
potassium bicarbonate, and other alkalis, and gallons of Con- 
trexéville, Vichy, and distilled water, without the slightest im- 
provement. The urine remains highly acid, and gives a heavy 
growth of B. coli. Crystals of calcium oxalate were present in 
the last specimen of urine examined. Her gall-bladder was 
removed two years ago, and the B. coli infection was detected 
six months later. She suffers from severe headaches, but is 
otherwise in good health. 


SUNSTROKE IN GREAT BRITAIN. 

*W.J. B.S." asks where information can be obtained about the 
effects and treatment of the mild suustroke sometimes expe- 
rienced in Great Britain. One effect is that the patient is upset 
by being ont in the sun, though previous to the stroke this did 
not cause the unpleasaut cephalic symptoms. 


SUGGESTIONS in response to “C. A.’s” inquir 


VAGINISMUS. 

y (September 8th, 
p._ 473) have been received from several correspondents, 
“J. A. C.” regards the case as essentially one for treatment by 
psychotherapy rather than by surgical measures. ‘* R. M. L.”* 
also believes that cases of this kind are usually of psychic origin, 
and advises consultation with a medical psychologist with a view 
to analytical treatment; in his opinion hypnosis is unlikely to 
prove successful, as the condition may have several deter- 
minants. “ W. H. M.” suggests that artificial insemination 
under anaesthesia immediately after a period would produce 
cyesis and cure the condition. 


MOoUTH-BREATHING. 


Dr. W. E. H. Butt. (Hunstanton) writes: In answer to ‘* School 


Medical Officer’ (September 8th, p. 473), asking for advice in the 
cure of a child who is a mouth-breather, and inquiring whether 
there is any apparatus which will cure this bad habit, I may 
— from a paper on “Oral sepsis’? delivered before the 

ndon tlospital Medical Society on October 30th, 1913, by 
Mr. G. Nortiicroft, at that time senior dental surgeon to the 
Londou Hospital: ‘‘ And if any operation for adenoids is under- 
taken instruct them in re-acquiring the habit of nasal breathing 
by daily breathing exercises, and at night wearing an anti- 
mouth-breathing metal valve, which keeps the mouth moist and 
clean, aud absolutely prevents a reversion to oral breathing. 
This apparatus will also be found of: great utility in the treat- 
ment of adults, and all rhinologists should advise its use.’? 


Mr. Wricut LAMBERT, M.R.C.S., L.D.S., writes: When I wasa 


student at the Royal Dental Hospital we used to make a light 
wire frame in the form of an internal dental splint, over which 
was stretched thin sheet rubber, to correct the habit of mouth- 
breathing. The appliance was worn during the night. 


STATUS EPILEPTICUS. 


*¢H. C. B.”’ writes: In the British Medical Journal of July Tih 


(p. 40), in reply to a query by me the week before, Dr. L. Harris- 
tates advised giving hyoscine hydrobromide gr. 1/100 hypo- 
dermically for this condition. I have found this treatment of 
the utmost value, and I think it should be widely known. That’ 
this is not so at present is evident from the fact that no mention 
is made of it in Muskeus’s recent book on epilepsy or in 
Dr. Collier’s 1928 Lumleian Lectures, Paraldehyde per rectum, 
strongly recommended by Dr. Collier, was quite without effect 
in my case, but I have had no other experience with it, 


INcoME Tax. 
Commencement of Appointment. 


M. L. terminated a short engagement in the Royal Navy 


on March 2nd, 1928, as from which date he commenced hospital 
duties. Is he liable for 1928-29, seeing that his income was taxed 
by deduction for 1927-28? 

*.* Yes; the change in the nature of the appointment held 
necessitates a new departure in the assessment of his income, 
and he is liable to tax for 1928-29 on the amount of his income 
for that year. 


Research Scholarship. 


“DD. B.” is the holder of a research scholarship of £150 for the 


year 1927-28, but, owing to illness, the scholarship is being held 
over till this wiuter session. Is this income liable to tax? 


*,* The exemption of scholarships from income tax was 
provided by Sec. 28 of the Finance Act, 1920, and applies to 
“income arising froma scholarship held by a person receiving 
full-time instruction at a university, college, school, or other 
educational establishment”; a ‘scholarship’ is defined as 
including an exhibition, bursary, or other similar educational 
endowment. On the whole, it is difficult to bring a research 
scholarship of the nature referred to within the condition that 
the holder shall be “ receiving full-time instruction,’’ especially 
in view of a decision in a recent case (Heaslip v. Hasemer), which 
suggests that mere oversight of study does not constitute full- 
time instruction. 


Expenses Incurred by Locumtenent, 


“D.C.” has been doing locumteneus work during the past year, 


and inquires whether he can deduct hotel expenses iu making 
his return. on 

*,.* The Income Tax Acts forbid the deduction “ of any 
disbursements or expenses not being money wholly and 
exclusively laid out for the purposes of the .. . profession.” 
Hotel expenses are in the main “ laid out’’ for private purposes, 
and seem strictly to come within the above prohibition. But we 
have been given to understand that commercial travellers and 
other persons compelled by their vocation to move from one 
hotel to another are allowed to deduct some portion of their 
expenses as representing the additional expenditure caused by 
the nature of their work. Perhaps “‘ D. C.”’ can discuss the 
matter with his inspector of taxes and obtain some relief on that 
basis. 


q 
a 
J 
t, 
d 
id, 
18 
in 
ill 
al | 
h, 
ns 
og 
an 
in 
ult 
ry. 
Wve 
on, 
ce, 
the 
ide 
ara 
nce 
the 
for 
ern 
140° 
ted 
its 
1 in | 
of 
rt y 
The 
a in | 
ee 
I be 
ytro- 
thet 
, Dr. | 
ition 
BC 
rge’s 
arch 
eg | 
yr ol | 
nical | 
purer 
i 


614 15, 1928] 


LETTERS, NOTES, AND ANSWERS. 


Tue 
Merpicat 


LETTERS, NOTES, ETC. 


MERCUROCHROME, 


Mr. R. W. E. Srickines, O.B.E., B.Sc. (Wandsworth, S.W.), 


writes: In the British Medical Journal of August llth, p. 238, 
there appears au article on ‘‘ Mercurochrome 220 soluble” by 
Sir William Pope aud others, iu which a comparison is made of 
various trade samples of mercurochrome with a ‘ standard” 
sampie prepared by Messrs. British Colloids Ltd. We must 
admit that the general conclusions drawn are in agreement with 
our own findings, but we think it unfortunate that among the 
trade samples analysed only one sample even approached the 
** standard ’’ preparation in its conformity with the theoretical 
composition of di-sodium dibromo-hydroxymercuri-fluorescein. 
We are also surprised that all the four samples analysed contain 
such a high proportion of water eliminated at 110° C. in vacuo. 
Admittedly, the preparation of mercurochrome on a large scale 
nts several difficulties, as the starting material, fluorescein, 

is itself not easy to obtain in astate of absolute purity. More- 
over, dibromo-fluorescein, whilst it may be recrystallized on a 
laboratory scale, is very insoluble in the ordinary solvents in 
commercial use. After this stage the intermediates and finished 
product are not crystalline, so that simple methods of ensuring 
purity are not then available. in spite of this it is possible to 
et a close approximation to purity at each stage, and only by 
ing so can a mercurochrome approximating to the theoretical 
composition be produced. In the tinal stages of the manufacture 
—that is, the formation of the solid sodium salt- care has to be 
taken to avoid decomposition, as it is easily possible for inaccu- 
rate methods to cause decomposition of metallic mercury in 
globules from a perfectly bright solution. But we are of opinion 
that from the point of view of stability a moisture content of 
10 per cent. is not desirabie in the finished product, and there 


. appears no valid reason for its presence. In confirmation of 


this an examination of two sumples of British-made mercuro- 
chrome (Messrs. May and Baker, Ltd.) showed a moisture 
content of 2.8 per cent. and 2.6 per cent. respectively after four 
hours at 110° C. in vacuo, whilst another sample of a well-known 
American brand contained as much as 12.6 per cent. under the 
same conditions. The samples of British manufacture contain 
27.4and 25.8 per cent. mercury, aud 22.1 and 21.2 per cent. bromine, 
respectively. Both the mercury and bromine figures vary less 
than 1 per cent. from the theoretical figures, and to maintain 
a closer approximation to theory than this in the manufacture 
of hundredweights of this suvstance is little short of impossible. 
The toxicity of this material is tested as a routine on rabbits 
and a consistent toleration of between 20 and 30 mg. per 
kilogram of body weight is manifested. 


MALIGNANCY AND THE ENZYME. 


LikuT.-CoLoNEL V. N. WHITAMORE, 1.M.S. (Sialkot, Punjab), ina 


note dated August 10th, writes: It would be of interest to know 
what, if any, investigations are being made by the Cancer 
Research Committee as regards tissue and, ipso facto, cell 
enzymes, both intra- and extra-cellular, as a likely factor in the 
irregular mitosis of the malignant cell. 1s the ‘ specific factor ” 
of Gye and Barnard the maliguant cell enzyme, and the ultra- 
microscopic virus the broken down or separated mitotic material 
and is the unlimited potentiality of growth due to continued 
catalysis of malignant cell enzyme associated with the absence 
of tne anti-enzyme? The vital role of the enzyme in ‘the 
chemical phys ology of cell life leads one to assume its impor- 
tince in the equilibration essential to regular mitosis, and a 
defective or altered enzyme to a replacement of a normal cell by 
aspurious prototype with the embryonic potentiality of rapid 
aud irregular karyokinesis. The accepted fact—accepted beyond 
all reasonable dispute—that the origin of malignancy is local 
presupposes also that the normal physiological metabolic processes 
in the cell are being unduly stimulated by a definite factor, or 
enzyme; that the life-history of a normal cell depends on its 
own ability to conform physiologically, and solve its own bio- 
plasmic chemistry—iu other words, to activate its enzyme (and 
anti-euzyme) aud thus eusure autometabolic equilibration and 
physiological karyokinesis. It is also a fair assumption that the 
greater the metabolic and physiological activity of the cell the 
Sie en the liability of the normal cell enzyme to become 

efective. The complex physical properties of enzymes 
including reversibility of action and catalysis, probably due to 
two factors, are to some extent understood, at all events, toa 
greater extent than their chemical properties. It ig fair to 
assume that the normal physiology of cell life, when inter- 
fered with by any iutluence acting locally, be it an hereditary 
(endocrine) factor, an autotoxin or persistent focal devituliza- 
tion the resulé of persistent irritation, or deficient trophic 
influence, should be so altered as to affect fundamentally the 
normal properties of the enzyme on which the physiological 
metabolism of the cell, including mitosis, depends. The hypo- 


- thesis of such a theory appears a justifiable one, and that the 


ocesses Of life itself, which Sir Lenthal Cheatle suggest 
robed before an adequate solution is found, is cut arhigher 
evolutionary form of a continuous biochemical reaction. 


MEDICAL TREATMENT IN CHINA, 


Dr. O. Marriott (Haywards Heath, Sussex) writes in reply 


Fleet Surgeon Home’s inquiry (August 4th, p. 228): With tine 
experience.of twenty years’ practice in Hong-Kong, where I had 
a very considerable. number of Chinese patients, and had several 
Chinese families as ‘contract patients,” I have repeatedly 
inquired, especially of the intellectual classes who should know 
whether there were any grounds for this constantly repeated 


story by Europeans—more especially by globe-srotters—that the 
Chinese paid their doctors a fee while in health and suspended 
payment if they became ill. All those asked stated that there 
Was no such custom; they sometimes admitted having heard of 
it, but only from Europeans asking about it. Lam convinced 
that among Chinese in the south—that is, Kwang-‘Tung—there 
is no such custom. Globe-trotters repeat such fables as this so 
often on their tours that wheu they come home and write their 
** book ’’ they really believe they are true. 


Dr. F. H. Jupp (China Inland Mission) writes: I may say 
that I never came across the alleged Chinese custom of paying 
fees to their doctors while well and discontinuing them wheu 
ill, although I was a medical missionary in Kiangsi Province 
more than twenty years. 


THE PREVENTION OF TUBERCULOSIS. 

Dr. W. Hopkins ASHMOKE (Monkstown, Dublin) wishes it to be 
known that the point be made in the discussion by the Section 
of ‘Tuberculosis at Cardiff was that the practice of collecting 
sweepings of rooms in which tuberculous patients are being 
nursed, and the placing of this dust on an open dump, is a very 
definite factor in the spread of tuberculosis. He advocates the 
incineration of all house refuse as a remedy to the diffusion of 
infectious diseases. He writes: It is quite incomprebensible 
to me why, in view of our present knowledge of bacteriology, we 
still persist in the daily practice of collecting the sweepings of 
rooms in which are patients suffering from tuberculosis, measles, 
scarlatina, diphtheria, and typhoid fever, and of spreading this 
dust on an open dump, which is frequently situated in a con- 
venient place beside the main road, or in the centre of a thickly 
populated suburb. 


LorD HALDANE’S DEFINITION OF THE ‘‘ EGO” or * SELF.” 
SuRGEON ReAR-ADMIRAL CHARLES M. BEADNELL, R.N.(ret.); 
writes: In your note in the Journal of August 25th upon Lord 
Haldane, F.R.S., you make no allusion to his excursions into the 
realms of psychology. The distinguished statesman-philosopher 
was, as is well known, au ardent Hegelian, and in his Gifford 
Lectures of 1902-3 he made a somewhat desperate attempt to 
reconcile with the tenets of modern science the topsy-turvy 
doctrine of the great German metuaphysician that reality is 
identifiable with thought. Ithink few, if any, modern scientists 
would admit the success of a venture which involved even Lord 
Haldane himself in contradictions. In his Pathway to Reality, 
the title under which the lectures were published, he states 
(p. 31): ‘In the universais of thought, and not in the impres- 
sions of sense, are to be discovered the true foundations of the 
world... thought rather creates things than things thought.” 
Esse was, for Haldane, Inteiligi, not Percipi. I think the geueral 
verdict of modern science rather is Nihil est in intellectu, quod 
non prius fuerit in sensu; nisi ipse intellectus. Quite in keeping 
with his idealism was his famous definition of the subject of 
thought, the thinker, the “ Ego’ or *‘ Self,” aud it should be 
carefully contrasted with his words as quoted above. He states 
. 154): * If you look quite simply into your own bosom and try 
to find out what your Ego is, you will find that you have 
embarked upon a very difficult task ... your Ego comes to 
disclose itself asa mere asymptotic regress towards a notional 
pure subject of knowledge—a thinker without thoughts, an 
abstraction, nothing at all.”’ Such a definition, whittling away 
the Self into nothing, is surely at variance with the contention 
that thought is the reality. The definition has been welcomed 
by a certain school of psycho-analysts, but to the average mortal 
will, Lopine, prove unacceptable. On the one hand, the most 
modest and self-effacing will find it somewhat unappreciative, 
and, on the other band, those who, like Kipling’s cat, have too 
much Ego in their cosmos and prefer to walk by themselves, 
will regard it with severe displeasure. : 


HoMOEOPATHIC CONGRESS. 

Dr. F. B. JuLian (Liverpool) writes: The British Homoeopathic 
Congress, which is meeting this year at Liverpool, will devote 
its business sessions to a symposium on gastric and duodenal 
ulcer. The sessions will be held in the surgery theatre of the 
University, by kind permission of the Dean of the Medical 
Faculty, and papers will be contributed from the general medical, 
surgical, pathological, aud homoeopathic standpoints. The 
Congress meetings are on September 21st, commencing 9.45 a.m. 


LITTER. 

Dr. H. MerepitH (Wellington, Somerset) writes: Yesterday, im 

the Doone Valley, there was—as is usual in beauty spots—a lot 

of paper, etc., lying about. The most glaring piece was an 

envelope addressed to ————,, M.D., of Hendon, and around 

were advertisements of Wampole. Surely the medical pro 

fession ought to be the first to discountenance such things. If 
M.D., throws his correspondence about like that, 

I wonder what he does with his sandwich wrappings. No wonder 
+ private owners are closing their estates to the public. 


VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medical colleg 
and of vacant resident and other appointments at hospitals, wil 
be found at pages 45, 46, 47, 50,51, and 52 of our advertisement 

columns, and advertisements as to partnerships, assistantships, 
and locumtenencies at pages 48 and 49. 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 135. 
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ACUTE NEPHRITIS. 
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Remarks 


ON 


ACUTE NEPHRITIS." 


T. GILLMAN MOORHEAD, M.D., F.R.C.P.L., 


‘Regius Professor of Physic, Dublin University. 


INCIDENCE. 

Ir is generally believed that acute inflammation of the 
kidneys is a rare disease. In civilian practice it is cer- 
tainly rare, except as a complication of scarlatina. The 
figures given by Herringham in his book on kidney diseases 
(1912) are often quoted. He states that only 166 cases 
were treated at St. Bartholomew’s Hospital out of about 
63,000 admissions during a period of nine years. 

Reference to the Registrar-General’s reports shows that 
in the five years 1$22 to 1826 inclusive the total number 
of deaths from all causes registered in the Irish Free 
State was 514,829. Of these, the total number registered 
as from acute nephritis was 1,362, of which 645 were in 
females and 717 in males. These figures include all deaths 
from acute nephritis in adults and all deaths from nephritis 
in children under 10 years of age, but do not include deaths 
from eclampsia. These figures show that one death in 
every 231 registered is reported as due to acute nephritis. 
The deaths registered as due to chronic nephritis during 
the same period numbered 6,143. 

In England and Wales during the same years (1822-26) 
the total number of deaths from all causes registered was 
2,231,445. These included 6,964 classified as acute nephritis, 
of which 3,288 were in females and 3,676 in males. This 
gives one death from acute nephritis in every 334. The 
deaths registered as due to chronic nephritis during the 
same period numbered 56,146. If we assume that there 
is an immediate 10 per cent. mortality from the acute 
disease (and this is probably higher than what actually 
occurs) the number of cases treated in any one year in 
either country can be easily calculated. 

Owing to the comparative infrequency of the discase no 
systematic study of groups of cases was possible until the 
great war. Then, as is universally known, nephritis 
occurred in epidemic form, and under conditions where 
close observation, both of immediate symptoms and remote 
consequences, was possible. The result is that our know- 
ledge of the disease has greatly increased of receut years, 
and we now perhaps realize more fully than formerly 
that many deaths recorded as due to chronic nephritis are 
the late sequelae of acute nephritis. 


PROPHYLAXIS, 

The best way to avoid an attack of acute nephritis is to 
shun those conditions which render the individual speciaily 
liable to it; but in spite of every effort many peuple will 
continue to suffer from scarlatina and other infective 
conditions, and many will be far from anxious to avoid 
pregnancy. The question, then, arises as to whether any- 
thing can be done to decrease the incidence of nephritis 
in such conditions. It is quite unnecessary to refer to the 
common-sense precautions which ordinary clinical expe- 
rience will dictate, and which should, above all, be observed 
by those already suffering from chronic renal disease. 

The recently acquired knowledge that septic tonsils and 
septic nasal sinuses may be the source of toxins which can 
produce acute damage in the kidneys suggests at once 
that the removal of such tonsils and adequate treatment 
of such nasal diseases may be looked upon as a preventive 


‘measure. In scarlatina it was the fashion some twenty 


years ago to prescribe urinary antiseptics of the hexamine 
type, and many statistical records were published to show 
that the incidence of nephritis was lessened in cases in 
which these drugs were given. The passage of time has 
not confirmed these records, however, and few clinicians 
now believe these antiseptics to be of any value. 


*Made in opening a discussion in the Section of Medicine of the 
Annual Meeting of the British Medical Association, Cardiff, 1928. 


A new impetus to preventive measures has been given 
by the researches of Osman, who, as a result of careful 
study in collaboration with others, has stated recently that 
the incidence of nephritis after scarlatina is greater in 
those whose urine is unduly acid and in whom the alkali 
reserve of the blood is diminished. He and his co-workers 
also claim to have reduced the incidence of nephritis after 
scarlatina to 0.6 per cent. in 620 cases treated by alkalis, 
as compared with a 5.5 per cent. incidence in 316 cases not 
so treated. If these results are confirmed it may be 
advisable to employ alkalis in future in all cases of 
searlatina, and to extend Osman’s observations to other 
diseases, not excluding pregnancy, in which nephritis is 
a frequent incident. Large doses are, howéver, required, 
and it is possible that many patients will object to their 
consumption. At present QOsman’s conclusions must be 
received with hope, but with caution. Peters, in an 
analysis of nearly 8,000 cases treated between 1910 and 
1927, found no significant difference in the onset of com- 
plications in those treated with and without alkalis respec- 
tively, and Stieglotz goes so far as to say that excessive 


‘intake of alkalis may actually predispose to nephritis 


instead of the reverse. 

The value of scarlatinal antitoxin is still sub judice, 
but the reports up to date are fairly satisfactory. Gardner 
Robb states that in 100 cases of average severity treated 
by serum no case of nephritis occurred, and there is no 
reference in his paper to even the occurrence of albuminuria. 
On the other hand, Dr. Burns, a former pupil of mine, 
tells me that the experience at the City Hospital, 
Fazakerley, Liverpool, is that scarlatinal antitoxin does not 
diminish the incidence of complications. 


CLASSIFICATION. 

Innumerable attempts have been made to classify the 
different forms of nephritis, but fortunately the limitation 
of my subject to acute nephritis renders it unnecessary to 
attempt anything but the very simplest; indeed, from my 
point of view, much time has been wasted in the attempts 
that have been made to divide and subdivide, instead of 
recognizing the unity which underlies the varying patho- 
logical manifestations of the acute condition. It is, how- 
ever, necessary to state that under the term “ acute 
nephritis ’’ I include net merely acute non-suppurative 
inflammations of the kidney, but also acute non-suppura- 
tive degeneration. In short, I do not intend to use the 
word ‘‘ nephrosis ’’ as indicating a condition distinct from 
acute nephritis. The term ‘‘ nephrosis,’’ indeed, has not 
been generally adopted by English writers, though it is 
employed largely in Europe and the United States to 
designate a clinical and pathological entity of acute 
origin, characterized by primary degeneration of tubular 
epithelium, unaccempanied by inflammatory phenomena. 
Even if this condition does exist in the pure state, I am 
convinced that it is wiser, both for the sake of clarity of 
thought and also for diagnostic and teaching purposes, to 
include it merely as a variety of acute nephritis. This 
remark, of course, applies to the condition known as 
toxaemic kidney, a term which is becoming increasingly 
frequent in the English literature to describe a state 
identical with nephrosis. 

Classifications have been attempted on the basis of 
etiology, pathology, clinical symptoms, and on that of dis- 
ordered function. Provided, however, that we remember 
that the kidney is composed of four elements—glomerular, 
tubular, interstitial, and vascular—and that each element 
may be involved in a varying degree according to the cause 
of the inflammation, its severity, and its duration; and 
provided we remember that the functional changes are 
likelv to vary also with the degree of invelyement of each 
of these structures, and the severity of that involvement, 
we will do better as clinicians to recognize one form of 
acute nephritis only. The only exception that I can see to 
this view is the acute nephritis which is met with as 
a complication or symptom of ulcerative endocarditis. It 
must, of course, be remembered that acute inflammation 
mav attack not merely a healthy kidney, but also a kidney 
damaged to a greater or lesser extent by previous disease. 
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ACUTE .NEPHRITIS. 


“HE BRITION 
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SYMPTOMATOLOGY. 

The symptoms are too familiar to require enumeration. 
hey vary in severity from transitory febrile albuminuria to 
the most acutely fulminant manifestations. It is customary 
to distinguish a variety characterized mainly by oedema 
from a variety in which haemorrhagic urine is the pre- 
predominant symptom, and it is even contended that 
parenchymatous lesions with resultant oedema are more 
particularly likely to be produced by staphylococcal toxins 
and glomerular lesions with haemorrhage by streptococcal 
toxins. The evidence for this is, however, far from con- 
vincing, and my own experience is that oedematous and 
haemorrhagic cases are by no means invariably clear-cut. 
A rise in blood pressure was at one time regarded as almost 
certain evidence of old-standing nephritis. It is now, 
however, universally recognized that even in primary 
acute attacks of every variety the blood pressure may rise 
rapidly. As a fall in blood pressure accompanied by 
diminution in size of the heart is a favourable sign, it is 
important to take systematic sphygmomanometer readings 
throughout. Diagnosis can hardly ever be in doubt, 
except in the very rare cases of complete anuria with 
palpable swelling of one or both kidneys, and with delayed 
appearance of oedema. This was met with in the cases 
described by Reginald Harrison in which surgical _treat- 
ment was undertaken under the impression that cases of 
acute hydronephrosis were being dealt with. One case of 
this type was that of a lady, aged 35, whom I saw in con- 
sultation some years ago. Her history was as follows: 

After a day of active exercise she woke in the middle of the 
night with severe pain in the back and much restlessness. The 
next morning she was slightly feverish, was unable to pass urine, 
and presented a distinct tumour in the right renal region. I saw 
her two days later in conjunction with her medical attendant 
and a surgeon. In the forty-eight hours since the beginning of 
her illness not a single drop of urine had been passed, nor could 
any be obtained by catheter. She was feverish and _ restless, 
and on her right side a tumour, diagnosed as an enlarged kidney, 
was easily detectable, and was extremely tender on pressure. 
X-ray examination was out of the question; the diagnosis reached 
was acute calculous hydronephrosis with reflex cessation of func- 
tion of the left kidney. As no improvement had taken place 
next day, and as no further symptoms had appeared, operation 
was agreed to; but on exposing the right kidney, no stone and no 
hydronephrosis was found. The kidney was much enlarged, and 
on incising the capsule bulged out as if under extreme tension. 
On the next day a small quantity of urine was passed; it was 
found to be loaded with albumin, and contained blood and 
granular and epithelial casts. After a hesitating course, uraemia 
developed ten days later, and the patient died. Prior to death 
she developed generalized ogdema and other ordinary nephritic 
symptoms. It was only possible to remove the right kidney for 
examination, and this was found to show pronounced glomerulo- 
tubular nephritis. 

CHEMISTRY. 

In a case of average severity the condition of the urine 
is familiar. It is scanty, probably owing to the diminished 
blood flow brought about by the general vascular conges- 
tion, and contains blood, casts, and abundant albumin. It 
is generally assumed that the albumin is entirely composed 
of blood protein filtered through the glomerular membrane 
but a recent study by Kellaway, Davies, and Williams 
suggests that when the cells are severely damaged much of 
the protein present consists of kidney substance. Further 
work on the proteins of urine is desirable. The quantity 
of albumin diminishes as the patient improves. Acute 
nephritis is, indeed, one of the few conditions in which 
regular estimation of the amount of albumin passed is of 
value. Incidentally, however, it may be stated that estima- 
tions by the Esbach albuminometer are even less reliable 
than is generally believed. In a recent study Geoffre 
Bewley has reminded us that the readings of that rewwtnd 
ment vary widely according to the temperature. Thus 
the same specimen of urine on two successive days will var , 
as much as 25 per cent. according to the temperature of 
the day. In fact, the ordinary heat and acetic acid test 
in most cases enables one to judge just as satisfactorily as 
does Esbach’s instrument. The urea present is diminished 
in the early stages, and chlorides may be reduced almost 
to vanishing point. Diastase also is lessencd, except in the 


In conformity with the condition of the urine certain 
blood changes are found. Urea is almost invariably in- 
creased, and in cases which do not progress favourably. 
very high levels of blood urea may be reached. As improve- 
ment sets in and diuresis occurs the urea rapidly returns 
to normal. It is admitted that the progress of the case and 
the immediate prognosis may be better determined by blood 
urea estimation than by any other laboratory examination. 

The chloride in the plasma is probably increased in the 
early stages, although opinions vary greatly on this matter, 
and the whole question of chloride excretion and chloride 
retention is one that must be approached with much 
humility. Some writers believe that chloride retention in 
the body is due to a definite renal failure to excrete 
chlorides. Others regard it as merely secondary to the 
failure on the part of the kidney to excrete water. Still 
others believe that chloride retention arises in a totally 
different way. They hold that in acute nephritis the 
permeability of the capillaries throughout the body 
becomes increased as the result of the presence of toxins 
in the circulatory system, and possibly as a result of 
diminished surface tension of the serum, and that this 
increased permeability, combined with the hydraemia 
resulting from oliguria, leads to a great outpouring of 
fluid into tissue spaces. This fluid must contain its 
normal quotient of sodium chloride, and hence there results 
a locking up of chlorides in the body, due to tissue demand 
rather than to renal failure. The actual chloride is of 
importance, and many now feel that the sodium ion is 
more important than the chlorine ion. In favour of this 
view the beneficial effect of calcium chloride and ammonium 
chloride in producing diuresis is often referred to. 

Through: these tangled views it is hard to find one’s way, 
but the fact remains that there is considerable chloride 
retention in the body as a whole. Other blood changes 
include the existence of a slight acidosis due to a diminu- 
tion of the sodium carbonate blood content. The existence 
of this was foreshadowed long before the days of bio- 
chemistry by clinicians, who found that it was more diffi- 
cult to make the urine alkaline in acute nephritis than in 
health, and who believed that once it was rendered alkaline 
the danger of the onset of uraemia was almost certainly 
averted. 

Fischer’s theories may here be referred to briefly. He 
believes that local alterations in the acidity and alkalinity 
of tissues produce changes in hydration, inasmuch as a 
changed reaction alters the capacity of the body colloids 
to hold water. Many of the actual changes found in the 
kidney cells are explained by him in this way, but the 
theory, though attractive at first sight, has been proved 
untenable. In my hands the treatment of renal cases 
by Fischer’s strongly alkaline solution has not proved 
satisfactory. 

Blood phosphates are also increased, and are stated to be 
closely associated with the development of toxic symptoms. 
A return to normal is of favourable significance. On the 
knowledge that a deleterious phosphate retention exists 
is based the treatment by calcium salts, and von Noorden’s 
special recommendation that large quantities of calcium 
should be given to all nephritic patients who are taking 
much milk. Milk, as is well knowa, is rich in phosphoric 
acid. 


Maxwell thas found that cholesterol also is increased in 


the blood in acute nephritis, and although other observers 
have stated the contrary, his work seems sufficiently 
definite to establish the fact. He asserts that, as the 
patient improves, oedema first disappears, then excessive 
cholesterol, and then albumin. From the practical point 
of view, however, cholesterol estimations are at present 
unimportant. 

If the patient progresses from an acute into a subacute 
stage, further blood changes in the nature of arjzemia and 
diminished protein content, with possible changes 
albumin-globulin ratio, may take place; but these do not 
require discussion. 

Coincident with the changes in the blood and_ blood 
pressure, various changes occur in the cerebro-spinal fluid. 
The actual pressure of the fluid is increased, as evidenced 
by the fact that when a lumbar puncture is done it squirts 
out under considerable pressure. Analysis of the fluid will 
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show increase of urea, increase of protein content, and, 
according to most* writers, a considerable increase of 
chlorides, especially if uraemia is threatened. It is even 
said that a high chloride level is diagnostic of the onset of 
uraemia. 


Fenctrionat Trsis. 

Since the days of Bright progress in our kuowledge of 
the nephritides has been steady, but comparatively un- 
eventful. Gradually improving microscopical technique has 
added much bulk to the literature, and has succeeded in 
differentiating fairly satisfactorily, and with almost painful 
accuracy, the stages and varying types of nephritis. With 
the coming of biochemistry a new chapter has been opened, 
and with the ever-increasing progress of this science we 


’ are now in a position to make not merely a guess at 


the anatomical state of the kidneys in any given case, but 
to estimate with some certainty the degree of impairment 


of their physiological function. It is, however, important 


for the clinician to remember that functional tests should 
not displace either clinical examination or judgement based 
on careful observation and examination of the patient. In 
acute nephritis, indeed, most of these tests are of little 
importance till the acute stage has passed; but in the 


‘recovery stage, particularly if recovery is delayed, they may 


be of much value in prognosis and in estimation of residual 
kidney damage. The tests must be repeated again and 
again, and found to give consistent results, before they can 
be relied on. A single functional test is valueless, and 
may be misleading. Further, these tests do not always 
give us information concerning one only of the four parts 
of the renal mechanism. For example, the urea concentra- 
tion test may show defective function either because too 
little water is absorbed from the tubules, or because the 
glomerular membrane and the tubules do not permit the 
passage of a normal amount of urea. On the other hand, 
the dye tests probably afford information concerning the 
epithelial cells alone, and when benzoates are given with 
the object of testing how much hippuric acid will be 
formed, we are determining the power of the interstitial 
tissue to form that substance, and the power of the cells 
to excrete it. 


Coursz aND ProGnosis. 

Provided no complication shows itself by far the largest 
number of cases of acute nephritis pursue a favourable 
course, though not necessarily to complete recovery. In 
an average case, after a few days, the original oliguria 
gives place to diuresis, and, coincidently with this, the 
oedema begins to disappear. In my own experience in 
adults those cases which present the greatest amount of 
blood in the urine at the beginning recover most rapidly. 
In the most favourable cases within a month no trace 


‘of the disease may be left. The actual percentage of cases 


in which permanent damage—cither stationary or pro- 
gressive, and either mild or severe—is left has been 
estimated differently by various observers. De Wesselow, 
for example, estimated in war nephritis that 70 per cent. 
had completely recovered after the lapse of a year; while 
Hume and Nattrass, in a recent study, refer to the fact 
that in France 77 per cent. were found normal after the 
same period. On the other hand, these last-named state, 
as the result of their own observations on 281 cases seen 
during the years 1922-25—that is, over a period com- 
mencing four years after the termination of the war— 
that only 45.5 per cent. had no evidence of renal disease, 
9.5 per cent. had advanced chronic nephritis, and 2.5 per 
cent. had died,. while 43.5 per cent. showed evidence of 
some permanent damage to the kidneys, and were believed 
to be developing advanced chronic nephritis. 

'In watching cases one of the most important things 
to consider is whether the subacute or chronic process is 
or is not going to supervene on the acute. It has probably 
been the experience of everyone to meet with cases in 
which albumin has completely disappeared from the urine 
after persisting for as long as twelve months or more; 
but this is exceptional, and in general it may be assumed 
that if albumin is still present after the lapse of six 
months, complete restoration to health is unlikely. In 
estimating prognosis we must of course consider whether 
we are or are not dealing with an exacerbation of a pre- 


existing nephritis. It is in these cases that the functional 
tests are of so much value. Some writers go so far as to 
say that, provided such tests show a normal response, 
the presence of albumin is of no consequence whatever. 
With this view I cannot agree. My experience is that 
no matter what response patients may show to tests, if 
albumin is persistent they remain below par, and are 
particularly liable to intercurrent infections. 


TREATMENT. 

In the early stages rest is imperative, and should be 
insisted on as long as haematuria persists. In cases with 
oedema and fairly abundant albumin I have often found 
improvement follow getting the patient up. Each case 
must be judged on its merits, but in general I am opposed 
to overdoing the period of rest in bed. 

As regards diet, most patients at the beginning of their 
illness suffer from anorexia, and some from nausea and 
vomiting. This automatically limits the intake of food. 
As von Noorden long ago pointed.out, even water should 
not be pressed at this stage, and whatever theories we 
may hold, it certainly seems advisable to limit also the 
intake of chlorides. Small quantities of milk and water 
to which a little calcium carbonate has been added satisfv 
all necessities. _As improvement sets in, carbohydrates 
may be added fairly freely, always having regard to the 
digestive powers of the patient. Grapes and fruit juices, 
including fruit jellies, are appreciated, and gradually 
proteins may be increased. The revolt against the con- 
sumption of large quantities of milk in this stage, on 
the ground of its large protein and water content, took 
place during my student days, and at once appealed to 
common sense. Even when almost complete recovery has 
taken place it is well to maintain some restriction regard- 
ing proteins, though one admits with Wordley that no 
direct increase of albumin results from an increased protein 
intake. In later subacute stages the problem may alter, 
and Epstein’s diet be required. 

As regards other measures, the old-fashioned hot pack 
and the more newly devised radiant heat bath seem 
temporarily to be under a cloud. In stating this I cannot 
help recalling the old-fashioned suggestion to rub the skin 
with bacon fat in order to prevent sweating, and so to 
leave more fluid in the body for the purpose of flushing 
the kidneys. Indiscriminate sweating. is, I am _ sure, 
weakening, but when headache and other uraemic sym- 
ptoms threaten, I have not the least doubt that a good 
radiant heat bath is beneficial. It is seldom that in any 
stage direct measures for the relief of anasarca will be 
required, but, if they are, Southey’s tubes are undoubtedly 
preferable to multiple punctures. 

No drug treatment, apart from the giving of mild 
diaphoretics and purgatives, is required at first. All 
stimulants of the kidney must, of course, be rigidly barred. 
Later, with hydraemia, and with excess of urea in the 
blood, these may be tried, in the hope of promoting 
diuresis. I have tried ammonium chloride, so strongly 
recommended from the Mayo Clinic, but without good 
results, and the equally strongly recommended novasurol 
is unquestionably a substance to be used with caution. 
In my experience it is a much safer remedy in cases of 
cardiac than of renal oedema. __ 


Decapsulation. 

- In 1896 Reginald Harrison put on record three cases of 
acute nephritis in which cure had followed ‘incision and 
stripping back of the capsule, Later he reported further 
cases, and stated that operation was indicated (1) in cases 
of acute nephritis in which convalescence is delayed, and 
in which albumin and casts do not disappear from the 
urine; (2) in cases where suppression of urine occurs; (3) 
in cases where marked cardiac and circulatory disturb- 
ances arise in the course of inflammatory renal disorders. 

In 1903 Edebohls suggested a similar operation in more 
chfonic cases of nephritis, with the object of preventing 
compression of the kidney and of establishing collateral 
circulation; and more recently Roosing (1922) has recorded 
69 cases of nephropathy grouped under four headings, for 
which decapsulation was performed with apparently good 
results. 
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The reasons for such an operation are quite different in : el, 
an acute and in a subacute stage. In an acute stage, when ACUTE NECROSIS OF THE PANCREAS.* 
the capsule is incised the kidney bulges out, and therefore BY 


it might be claimed that relief from tension is afforded. In 
practice, however, the operation seems to have been gener- 
ally abandoned, and inasmuch as most cases pursue a 
favourable course on ordinary lines such a serious pro- 
cedure is never justified. In the subacute cases the capsule 
has adapted itself to the increased size of the kidney, and 
operation can only be justified on the plea of establishing 
collateral circulation, and thereby arresting a progressively 
downward course. Most physicians who realize that 
recovery from an operation does not always mean cure of 
a disease, and who realize the many variations in course 
taken by subacute nephritis, will hesitate long before 
recommending surgical intervention. In a recent paper, 
however, Fawcett urges the value of the operation in a 
specially selected group of subacute parenchymatous cases, 
the sequelae, for the most part, of acute inflammation. 

When uraemic coma develops, either subsequent to or 
independent of epileptiform convulsions, and when all 
ordinary measures such as hot packs, the use of pilocarpine 
in small doses, and purging fail to produce rapid improve- 
ment, venesection should be performed. I well remember 
the first case upon whieh I performed venesection, some 
twenty-five years ago. 


A boy, aged 18, was admitted suffering from acute nephritis. 
After a few days he was well on his way to recovery. At this 
stage his friends managed to bring in a large supply of food, and 
the boy enjoyed a surreptitious but hearty meal. That evening 
he had a severe convulsion and passed into a state of coma. 
During the next day the coma persisted and there was almost 
complete anuria. The next morning, thirty-six hours after the 
begiming of the coma, he was still deeply unconscious, and 
apparently going downhill. I bled him to the extent of about 
15 oz.; a few hours afterwards he opened his eyes, and that 
evening he again became conscious, and ultimately made a good 
recovery. 


When bleeding a serious case, if the blood flows badly, 
it is worth remembering Lauder Brunton’s tip that inhala- 
tion of oxygen will make the blood less treacly and 
greatly facilitate procedure. It is curious that some 
writers, such as Tweedy, regard bleeding as dangerous 
in eclampsia, but most gynaecologists are in favour of 
moderate venesection. 

During the war I practised lumbar puncture in addition 
to venesection for the repeated convulsions that were so 
frequently encountered. The most recent writers seem to 
regard lumbar puncture as a mistake, but I am convinced 
that no harm ever resulted in my own cases, and, judged 
as a@ clinical procedure, it appeared to have a beneficial 
result. It seems, indeed, to be a common-sense method 
of treatment. The cerebro-spinal fluid, as already stated, 
is under high pressure, and contains an excessive amount 
of urea and of chlorides. Removal of fluid is often good for 
the’ headache of chronic renal disease, and I therefore find 
it hard to believe that relief of tension will not be 
beneficial in acute renal disease accompanied by nervous 
phenomena. 

The giving of saline injections intravenously, subcu- 
taneously, or into the colon in uraemia is of doubtful 
value. For a couple of years E employed Fischer’s solution 
both intravenously and by the rectum, but could never 
satisfy myself that it was of value, and the rectal injection 
of the highly alkaline solution which he recommends, con- 
taining as it does 10 grams of sodium carbonate per litre, 
is extremely irritating. The injection of plain sodium 
chloride and of sodium citrate solution can be justified 
only as a diluent of retained toxins, and may be useful 
in this way, even though it is realized that the kidney 
finds difficulty in excreting both chloride and sodium ion. 
On the whole, I am inclined to recommend their use in the 
form of colonic injections after thorough evacuation of 
the colon. 

As regards dxugs, morphine, so long under suspicion in 
uraemic cases, is now recognized as both safe and satis- 
factory in checking repeated convulsions. It is hard to 
realize why this remedy was so long under suspicion, having 
regard to the fact that in the allied condition of eclampsia 
it has been employed for many years. ; 


J. W. GEARY GRANT, F.R.C.S.,. 
Honorary Surgeon, Royal Infirmary, Cardiff. 


Tue term “ pancreatitis ’’ as the subject of this discussion 
was deliberately chosen so that it might cover the wide 
range of conditions usually included under that heading, 
many of which are but little understood: in order that 
those taking part in the discussion should not be tied down 
to any particular type, but might be able to give their 
views and experience of the many varieties of the con- 
dition, and especially of the less regular types or “‘ formes 
frustes ’’ of this somewhat rare disease. 

In the few remarks that I have to offer, largely based on 
six cases of which I have had personal experience in the 
last two years, I propose to limit myself to the condition 
known as acute necrosis of the pancreas, which is a better 
term than acute haemorrhagic pancreatitis, as it does not 
beg the question of its primarily inflammatory origin, a 
view which is not held by a very considerable number of 
observers. Nor is the term ‘ haemorrhagic’ entirely 
satisfactory, as in a certain proportion of cases haemor- 
rhage is not always strikingly in evidence. 


Tae Pecutiar Featvres or Drskask or THE Pancreas. 

The pancreas has been well described as a laboratory of 
chemical physiology. In addition to its internal secretion, 
it forms the most powerful proteolytic ferment, the fat- 
splitting and the amylolytic, in addition to others of less 
importance. Another feature of this gland in which it 
differs from other secreting glands is that it possesses two 
ducts, sometimes in anastomosis, sometimes not, and of 
which, to use an Irishism, the lesser—the accessory duct of 
Santorini—is sometimes the greater. The latter duct has 
no valve at its entry into the duodenum, a fact the impor- 
tance of which will be seen later. The main duct of 
Wirsung in the majority of cases joins the bile duct before 
it pours its contents into the duodenum, the distance of this 
junction from the intestinal opening varying from zero 
to 11 mm., averaging about 4 mm. All these facts have 
a bearing on the canalicular theory of pancreatic necrosis. 

In the view of many writers on the subject the varying 
forms of acute pancreatitis as described in the textbooks 
are simply stages of the same process, and are described 
by Brocq? as acute oedematous pancreatitis, acute haemor- 
rhagic pancreatitis, and gangrenous and suppurative 
pancreatitis, the rarity of the first being due to the fact 
that the surgeon seldom sees cases at this early stage. 

As regards the suppurative varieties, probably some are 
primarily infective, whether the infection is duct-borne 
or by way of the lymphatics, but many are simply secondary 
infections following on the necrosis of the gland. 

In studying the various papers and case reports of acute 
pancreatitis one cannot but be struck by the varying types 
of the disease’which they describe, the great difference in 
the mortality of different clinics, the diverse views held as 
to its etiology, and in some degree also as to the appro- 
priate treatment. 

This is perhaps not to be greatly wondered at, when, in 
a condition relatively uncommon, it can only fall to the lot 
of any individual surgeon to meet with a limited number 
of cases. Further, in many of the necropsy reports there 


is no account of a minute examination of the ducts which 


would throw some light on the etiology. In reading the 
papers of Deaver and other supporters of the theory of 
lymphatic extension from the gall-bladder it would appear 


_ that, as is well put in a paper by Fiske Jones,’ they are 
‘describing a condition different altogether from that of 


acute pancreatic necrosis, and that whilst that theory may 
well account for chronic pancreatitis and some of the 


‘suppurative varieties, it is not applicable, at any rate, to 


the majority of cases of the former condition. 


Er1o.oey. 
The immediate cause of the production of the drume 
pancréatique is the setting free of the secretion of the 


* Read in opening a discussion in the Section of Surgery of the Annual 
Meeting of the British Medical Association, Cardiff, 1928. 
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pancreas and its activation in the ducts of the gland. In 
order that this may take place it is necessary first that the 
gland should be in the phase of secretion; secondly, that 
the proferments should be activated by some agent or other. 
When these conditions are fulfilled we have ail the factors 
required for the production of pancreatic necrosis. On the 
extent to which this takes place and the duration of the 
process depends the varying severity of the different types 
of the disease. 

The importance of the first condition is shown by the 


experiments of Brocq, in which bile was injected up the” 


duct of Wirsung, it being found that haemorrhagic necrosis 
resulted only in those cases in which the dog had received 
a full meal some hours previously. Clinically it is often 
noticed that the sudden onset of the disease occurs after 
a heavy meal. 

The second condition, activation of the proferments, may 
be fulfilled in one of several ways. Brocq found that 
normal bile would do this if the first condition was fulfilled. 
Archibald found that bile deprived of its mucus, or in 
which the salts were concentrated, was efficient. Succus 
entericus, the normal aectivant, as might naturally be 
expected, would also activate the secretion, and might 
gain access to the gland through a patent duct of Santorini. 
in addition to these the products of the cytolysis of gland 
cells and leucocytes, calcium salts, and bacteria may have 
the same result. For those who hold the theory of Deaver 
of a. lymphatic extension of inflammation from the gall- 
bladder and a primary inflammatory pancreatitis, these 
would furnish the activating agent, and may give an 
explanation of some of those cases which are unassociated 
with disease of the biliary tract. 

It is therefore probable that acute necrosis may be 
produced in more than one.way. At the present time 
there are three main theories of its causation. 

1. That it is due to a vascular lesion—embolism of 
pancreatic arteries or thrombosis of pancreatic veins. 

This theory, defended by Gilbert, Chabrol, and Lépine, 
has probably few adherents, and little can be advanced in 
its support. That in certain cases thrombosis of pancreatic 
veins may be found post mortem is what might well be 
expected with a sloughing or suppurating mass of tissue. 
As regards an arterial origin, with the rich vascular supply 
and anastomosis of the pancreatic arteries, this does not 
appear a very likely cause (Brocq'). Experiments on dogs 
in which arteries have been blocked by inert powders 
injected into the arteries have failed to produce the lesions 
of pancreatic necrosis. 

2. The infective theory, strongly upheld by Deaver and 
Maugeret, and, lately supported by Graham, Judd, and 
Mann, of infection spreading by way of the lymphatics from 
the gall-bladder to the head of the pancreas, to what 
Deaver terms the triangle of infection. .. 

Against this theory it may be said that in the vast 

majority of instances the haemorrhagic fluid in the general 
abdominal cavity and in the lesser sac is sterile. 
Kauffmann,’ in a series of experiments on cats, in whom 
he infected the liver with staphylococci and traced the 
infection to the gall-bladder and through the lymphatics 
of the common duct to the pancreatic lymph gland, found 
no lesions in the pancreas resembling acute necrosis. 
. As infections of the gall-bladder, accompanied or not 
by calculi, are common enough, it is difficult to see why 
this spread of infection and its resulting acute pancreatitis 
dces not occur more frequently. Again, it is by no 
means uncommon to find posterior ulcers of the stomach 
perforating on to the pancreas, which in some cases 
actually forms the floor of the ulcer; but in a series of 
340 cases of acute pancreatitis collected by Brocq, in only 
2 was a gastric ulcer, and in 3 a duodenal ulcer, mentioned 
a3 a possible cause of the condition, and yet one would 
unagine that this would furnish a ready means of conveying 
infection to the pancreas. . 

5. The theory that necrosis is caused by regurgitation of 
bile up the pancreatic ducts. 

Since the classical work of Opie‘ this view has been 
held by many, and. the investigations of Brocq and Binet 
and of Archibald’ have greatly strengthened it. The 
pancreas is protected from self-digestion by several safe- 
guards. The proteolytic ferment is inactive in the gland 


in the state of protrypsine, and remains so normally until 
it encounters the enterokinase of the succus entericus in 
the duodenum. Of the condition of the lipase less is known, 
but it is known that if bile is not necessary to activate 
the lipolytic ferment it very greatly increases its action 
in splitting fats. 

In experiments by Brocg and Binet it was found that 
when the duct of Wirsung in the dog was divided and left 
open in the peritoneal cavity fat necrosis did not ensue, 
but if at the same time the gall-bladder was opened and the 
bile and pancreatic secretion were allowed to mix, haemor- 
rhage and steato-necrosis followed. Further, whilst the 
injection of normal bile into the ducts of a fasting dog 
had no apparent effects on the gland, when injected after 
a full meal the typical appearances of acute haemorrhagic 
necrosis followed in due course. It was further found that 
the active agent was the glycocholate of soda, whilst the 
taurocholate and the pigment gave a negative result. 

As regards the mechanism by which bile may gain access 
to the gland, there is that first deseribed by Opie, where 
a small calculus was found impacted at the bile papilla, 
the bile duct and the duct of Wirsung thus being thrown 
into a common channel. A considerable number of such 
cases have been reported, and many more have probably 
escaped observation, the stone having either passed on 
during the course of the illness or having been dislodged in 
the manipulations of the necropsy. Incidentally it is worth 
noting that in quite a number of reports it is stated that 
the stones in the gall-bladder were very small, this being 
so in 4 out of 6 of my own cases, where the stones 
were of such a size that they would be competent to block 
the opening at the bile papilla without at the same time 
blocking the duct of Wirsung. This can only occur in 
cases where the length of the ampulla is at least twice the 
diameter of its opening into the duodenum. Such a con- 
dition, it is said by Judd and Mann,‘ can only occur in 
9 of 200 individuals, but Opie found in 100 cases at 
necropsy that it could take place in 30 out of 100. Even 
taking the former view as correct, in a comparatively rare 
disease 9 in 200 possible persons would not be an argu- 
ment against this method of production. Spasm of the 
sphincter of Oddi has also been invoked as a means by 
which the two channels can be thrown into one. Against 
this it hasbeen said that this sphincter also encircles the 
duct of Wirsung, and so would tend to close it. As regards 
the low pressure of bile in the ducts, Judd and Mann’ 
found that vomiting would raise the intraductal pressure 
to 1,000 mm. of bile. 

There are other ways by which the secretion in the ducts 
of the pancreas can be activated, and the normal activant 
is the succus entericus. In 10 of 100 individuals Opie found 
the duct of Santorini larger than, or equal in size to, the 
duct of Wirsung. The opening of this duct has no valve; 
violent vomiting would therefore be competent to force 
duodenal contents into the substance of the pancreas. 

Archibald, in his experiments on cats, in which animals 
the duct of Wirsung joins the common duct as in man, 
used (1) infected bile, (2) human bile sterilized and 
deprived of its mucus, (3) solutions of bile salts. Spasm of 
the sphincter of Oddi was produced by the application of 
hydrochloric acid to the bile papilla after opening the 
duodenum, and the fluid was injected into the gall-bladder 
at graduated pressures. Infected bile, in one instance, 
caused death in an hour, but whether this was due to a 
definite pancreatic lesion is doubtful. With the second 
two substances, where the animals died or were killed at 
varying periods, he found cytolytic necrosis of masses of 
secreting cells. In those animals which survived and were 
later killed it appeared that the necrotic foci were in 
process of absorption and repair by formation of fibrous 
tissue. He points out that it is probable that bile may 
enter the pancreatic ducts in some cases without doing 
harm, in others that focal necrosis may occur as the result 
of cytolysis but without activation of the ferments and 
autolysis, and that many cases probably occur of mild 
attacks of pancreatitis which are undiagnosed and go on 
to the condition of chronic pancreatitis. 

The conclusions he draws from these experiments are 
that infected bile enters the pancreatic duct owing to 
spasm of the sphincter of Oddi, such spasm resulting from 
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passage of gall-stones, a duodenal ulcer, etc., with or 
without increase of pressure in the biliary system, caused 
by vomiting. 

As an inference from this he considers that the correct 
treatment of the condition is to decompress this system, 
and suggests that this may be effected by transduodenal 
exposure and division of the sphincter of Oddi, pointing out 
that cases of impacted stone in the ampulla in which this 
operation is performed usually do well. It is doubtful if a 
patient suffering from acute pancreatitis would stand such 
a heroic and time-consuming procedure, and if the imme- 
diate result would be more readily obtained by chole- 
cystostomy or choledochus drainage. If, later, division of 
the sphincter seemed desirable, it conceivably might be 
done from within by an instrument on the lines of a 
urethrotome. 

As regards his view that the retrojection of bile is due 
to spasm of the sphincter, it appears highly probable that 
this is the cause in a certain proportion of cases. The 
sphincter may embrace the common duct distal to the 
junction of the duct of Wirsung, in which case spasm 
would throw the ducts into a common channel. In others, 
fibres of the sphincter also surround the duct of Wirsung, 
and spasm would close both ducts and prevent the retro- 
jection of bile. (Judd*). Judd states that the former 
arrangement only holds in 4.5 per cent. of bodies examined, 
but as Moynihan® says, ‘‘ Is it not possible, indeed prob- 
able, that they are present in a large proportion of those 
patients who suffer from acute pancreatitis? ”’ 

The tone of the sphincter is 100 mm. of water, but when 

thrown into spasm can resist probably 600 mm. (Judd??). 
The maximum secretory pressure of the bile is 300 mm., 
but vomiting will raise the pressure in the ducts to 
1,000 mm. It is known that after removal of the gall- 
bladder the extrahepatic ducts first dilate, and that only 
subsequently does the sphincter become incompetent. Is 
it not possible that some cases of acute pancreatitis which 
have followed on a cholecystectomy are due to the resulting 
spasm of the sphincter of Oddi and the rise of pressure 
in the common duct, especially in cases where there has 
bcen previous damage to the pancreas? 
_ Among the rare causes of pancreatitis, one of some 
interest, and of which 50 instances have been collected 
from the literature, is that of the entry of an ascaris into 
the common duct and thence into the duct of Wirsung. 
The ascaris itself is not digested because it contains an 
antitrypsine, but it carries into the duct some of the 
duodenal contents. The factors of trauma and activation 
are here both present. An interesting picture of the worm 
lying in the duct of Wirsung, and the resulting pancreatic 
necrosis, is shown in a paper by Schmieden and Sebening.® 
In this same paper, based on a series of 2,137 cases of 
pancreatitis during the past eight years; obtained by a 
questionary addressed to 100 clinics, a list. is given of 145 
cases which followed on various abdominal operations. 
These cases consisted of acute pancreatitis, purulent 
pancreatitis, abscess, and fistula. 

As the operative procedures that they followed are 


. very suggestive and of importance to the surgeon, I may 


briefly mention some of those given by these authors. 
Especially to be noted is burying the duodenal stump 
in the pancreas, or damage to the duct of - Santorini 
by sutures in the same procedure after gastrec- 
tomy, or in mobilizing the duodenum or resecting a 
duodenal ulcer, including the tail of the pancreas in the 
ligature of the splenic vessels in splenectomy or of the 
kidney pedicle in nephrectomy, pushing up a calculus 
impacted in the ampulla, and the retrograde passage of a 
sound in transduodenal choledochotomy. They also state 
that although a piece of pancreas may be excised with 
impunity in 99 per cent. of cases, in the hundredth it may 
be followed by pancreatitis. It is interesting to note that 
they suggest that leakage at the suture line in gastrectomy 
after technically perfect suturing may be due to un- 
recognized injury to the pancreas and digestion of the 
catgut. In a case of gall-stones with cholangitis in which 
I washed out the duct with saline, although at operation 
there was no trace of pancreatitis the patient died two or 
three days later, and at necropsy a purulent pancreatitis 
was found. 


That pancreatitis may arise from a chemical substance in 
the blood stream is shown by a fatal case after cholecysto- 
graphy, although another explanation is that the bile 
containing the concentrated dye reached the pancreas by 
way of the ducts.'° 


DracGnosts. 
Regarding the pre-operative diagnosis, that this appears 
to have been correct in a restricted number of cases is due, 
in the words of Korte, to-two reasons: first, that one does 


not always bear in mind that a sick person possesses @ 


pancreas, although lesions of the gland are more common 
than is generally supposed; secondly, its symptoms are 
easily confounded with other more common acute abdo- 
minal conditions, acute intestinal obstruction, and the 
various conditions of the gall-bladder which so often precede 
or accompany the attack of pancreatitis. But I think it 
is rather that the idea of pancreatitis is so associated with 
the fulminating variety, the symptoms of which are well 
known and where the failure to diagnose is less likely to 
occur. It is in the “‘ formes frustes ”’ of pancreatic necrosis 
that the real difficulty arises. 

During the past two years I have had six cases of 


pancreatic necrosis under my observation. Two of these 


I may briefly refer to as illustrating this difficulty. 


One, an unmarried woman, aged 32, was brought to hospital as an 
emergency case, ‘and was sent home. She was admitted a week 
later on my receiving day. I then saw her, diagnosed gall-stones, 
and she was put on the list for my next operating day, as her 
condition appeared in no wise urgent. When the abdomen was 
opened a gangrenous gall-bladder was found with two families of 
gall-stones, one moderately large, one very small. There was 
extensive fat necrosis in the omentum and mesentery. The gall- 
bladder was removed and the abdomen drained. Three days later 
a large abscess formed and was opened oP. At necropsy a week 
later the pancreas was found almost totally necrotic. 


The following case illustrates the fact that the condition 
may be missed at operation. 

A man, aged 55, who had had an attack of biliary colic a year 
reviously, was suddenly seized with severe abdominal pain and 
Conee jaundiced. When the abdomen was opened the gall 
bladder, full of stones, was found to be perforated, the perfora- 
tion being sealed off by omentum. There was some bl in the 
upper pes Bema which was thought to have come from a vessel in 
the omentum. There was no fat necrosis and the pancreas was 
not exposed. The gall-bladder was removed. A few days later 
the wound opened up and an abscess burst, the entire pancreas 
forming a black slough lying in the abscess cavity. 


These and other cases have made me feel that the 
current teaching that acute conditions of the gall-bladder, 
empyema, etc., should be allowed to settle down and be 
operated on @ froid is entirely wrong. In my opinion they 
are almost equally urgent with the acute appendix. 
Further, that where there is the slightest suspicion of the 


condition of the pancreas, it should be exposed to direct 


vision through the gastrocolic omentum. 

Regarding laboratory methods of diagnosis, these aré 
seldom available; the diastatic index, obtaining pancreatic 
secretion by the duodenal tube, and the estimation of blood 
sugar might carried out in the less acute cases, while 
Loewi’s test fs readily performed, and if positive might 
help to confirm the diagnosis, although in one case it 
misled me. 

A woman, aged 70, was admitted as a case of acute abdomen 
with an indefinite previous “= She had a sudden attack of 
generalized abdominal pain, moderate rigidity, and tendernesd 
most marked in the epigastrium and left costo-vertebral angle. 
Adrenaline in the right conjunctiva gave a most marked dilata- 
tion of the pupil. he abdomen was full of sero-purulent fluid, 
which was found at the necropsy to be due to peritonitis following 
on carcinoma of the bladder. 


TREATMENT. 

In respect to treatment, the case records of various 
clinics differ. In some cases abdominal drainage of the 
region of the pancreas only, in others incision of the 
gland, gauze tamponage, and drainage, have given good 
results. In others, drainage of the biliary tract through 
the gall-bladder or common duct is added, and it is difficult 
to see which has given the best results. 

It appears certain that under no conditions should the 
gall-bladder be removed, and I should say that even & 
gangrenous gall-bladder should be simply drained. 

Two drugs, aspirin and hexamine, are secreted b the 
pancreas, and their administration theoretically might be 
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supposed to have some action in disinfecting the gland, and 
could at least do no harm. 

Ohno and Schonback have immunized animals to trypsine, 
and have suggested immunization by an antitryptic serum, 
but I do not know if this has ever been carried out on 
human beings. The administration of atropine might be 
worth a trial on account of its inhibiting action on 
pancreatic secretion. : 

It is not impossible that some of the milder cases of this 
condition recover without operation, since pancreatic cysts 
may take their origin in a limited. necrosis of the gland 
and escape of small quantities of secretion. 

The indications as regards operative treatment are, in 
my opinion, to expose the pancreas through the gastrocolic 
omentum, to incise the peritoneum over it, and to place 
rubber drains to the swollen area and gauze tampons 
around to wall off the peritoneum and prevent the diffusion 
of the escaping secretion. It appears that more harm than 
good may be done by incising the pancreas itself, which 
might divide ducts and set free more ferments. If the gall- 
bladder was distended I should do a cholecystotomy, and 
if the common bile duct appeared distended I would 
drain this. Neither of these procedures should take much 
time or involve much disturbance of the parts or increase 
the shock. The result would then depend on the extent 
of the original damage to the pancreas. 
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THE CONTROL OF SMALL-POX.* 


BY 


L. W. RAJCHMAN, M.D., 
Director of the Health Organization, League of Nations. 


Tue manifestations of small-pox in recent years have been 
characterized by (1) a very marked decrease in incidence, 
and (2) an almost universal decrease of the case mortality 
rate... 

The case mortality rate has decreased partly through 
(a) the spread of alastrim, or a very mild type of small- 
pox, which seems quite unaffected by the trend of the 
ordinary small-pox, and partly through (b) a more favour- 
able course of ordinary small-pox cases in many countries. 
It must be added that important outbreaks of severe small- 
pox have not ceased to occur, a fact of which we are 
reminded by the Rio de Janeiro outbreak in 1926, and that 
of Algeria in 1926-27. 

In regard to the decrease of incidence in Europe it should 
be emphasized that this is not the first time it has fallen 
to a very low level, and also that the decrease is not 
universal. Though there were only 652 small-pox cases in 
Europe in 1927, outside the United Kingdom, the Iberian 
Peninsula, and Russia, 280,000 cases were notified that year 
in the whole world. If we add China and parts of Africa 
and South America, where cases are not reported, the total 
number of cases must certainly have largely exceeded 
300,000. In India alone small-pox causes 50,000 deaths in 
an average year. 

It must be borne in mind that small-pox is of a more 
truly epidemic character, in its year-to-year movements, 
than most other diseases. It attains a high incidence for 
some years, and falls then to a very low level. It is only 


*The opening paper in a discussion in the Section of Preventi 
a the Annual Meeting of -the British Medical Association, 
aunt, 


in India that small-pox appears to be endemic at a constant 
level, but the size of the country accounts for this seemingly 
paradoxical phenomenon. 

.Even in the twentieth century very marked fluctuations 
in the incidence have been ‘noted. A first epidemic wave 
occurred during the years 1901 to 1903. In England, 
London and the neighbouring counties were chiefly affected 
in 1901 and 1902; Lancashire and the northern counties, 


were affected during the following two years. Small-pox 
caused more than 4,000 deaths in England in these four 
years, when the classical type of the disease prevailed. 

In other European countries it was no better; in Belgium 
there were 2,938 deaths from small-pox during the three 
years 1902 to 1904, with a maximum in 1903; in French 
towns of over 5,000 inhabitants, 4,903 deaths from small- 
pox were reported in 1902 and 1903. In Italy small-pox 
was epidemic from 1901 to 1904, during which years it 
accounted for 14,951 deaths. 

Further east in Europe the wave had come a few years 
earlier; in Austria and Hungary its maximum occurred 
between 1897 and 1899, in Rumania in 1896 and 1897, and 
in Russia in 1898 and 1899. ! kek 

Although a high endemic level persisted in Russia, Spain, 
Italy, and, probably, in the Balkans, with the exception of 
Rumania (maximum in 1906, 1909, and 1913), there were 
no further serious outbreaks in England and in northern 
and central Europe until 1920. In Italy there were new 
outbreaks in 1911 and 1912, 8,164 deaths having been 
attributed to small-pox. 

Small-pox of severe type was widespread from 1901 to 
1903 also in the United States; 3,578 deaths were reported 
during those three years in the registration area, which 
then only included about one-third of the country. The 
incidence fell subsequently, and from 1906 to 1909 it was 
as low as, or lower than, it had ever been. / 

Small-pox was widely prevalent in Japan in 1892, 1893, and 
in 1897—the same years as there were extensive epidemics 
in eastern Europe. During the first-mentioned two years 
22,261 deaths were ascribed to small-pox, and in 1897, 12,276. 
Its incidence subsequently fell, and in each of the years 
between 1900 and 1903 only from four to seven deaths from 
small-pox were reported, indicating a much more favour- 
able situation than in any of the years subsequent to 1915. 
There was a new epidemic in 1908, which caused 5,838 
deaths. The incidence of small-pox increased again in 
1917, and, although it has decreased considerably in recent 
years, there were still 92 deaths from small-pox in 1927. 

We have to wait for the years of the war to witness a 
renewed increase of small-pox in southern, eastern, and 
central Europe. In the United Kingdom, the Netherlands, 
France, and northern Europe there was no increase; in 
Germany it was moderate, 448 deaths being ascribed to 
small-pox in 1917, and 704 in 1919. In Austria (pre-war 
territory) there were, on the other hand, about 50,000 cases 
in 1915 and 1916. 

In Italy the incidence was low during the war, and 
reached a minimum with only 16 deaths in 1916; but in 
1919 and 1920 there were severe epidemics causing 27,417 
deaths. It is interesting to note that this epidemic 
occurred almost .exclusively in southern Italy, which was 
the case also with the outbreak of 1901 to 1904. The 
provinces particularly visited on both occasions were Apulia 
with Basilicata, Campania, and Sicily. 

The crest of this wave of small-pox, which affected mostly 
eastern, southern, and central’ Europe, was in most 
countries reached in 1919. The incidence was still very 
high in 1920, but after that there was a general decrease, 
which has continued ever since. In certain countries the 
fall has been quite exceptional. Thus, in Rumania, where 
there were 20,523 cases in 1919, only 2 cases were 
reported in 1927. In Italy there were 34,363 cases in 1919, 
and only 59 in 1927. The number of cases reported in the 
Ukraine decreased from 34,730 in 1920 to 189 in 1927. 

In 1927 fifteen European countries were altogether free 
from small-pox, while seven reported less than five cases 
each; in only eight countries were more than five cases 
reported. Exceptions to this general decrease have been 
extremely few. Besides England and Wales, where a mild 
form of small-pox began to spread in 1922, and Switzerland, 


where a similar mild type of small-pox was prevalent from 


in which the mild small-pox was later to become prevalent, - 
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1921 to 1926 but has now entirely disappeared, only the 
returns for France show no decrease. 

In France the number of small-pox cases fluctuated 
during the last nine years between a minimum of 172 in 
1922 and a maximum of 572 in 1919, with 554 in 1926. It 
may be added that, in contrast to England and Switzerland, 
the severe type is prevalent here. The incidence of small- 
pox in France decreased markedly, however, during the 
early months of 1928. For Portugal returns are not avail- 
able until the second half of 1827, when 1,169 cases were 
reported, with 140 deaths. This, however, is considerably 
less than in the years immediately after the war; in 1919 
small-pox caused 8,864 deaths. 
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Fia, 1.—Small-pox cases reported in Europe, 1920-27. (x) Without 
Greece, Portugal, Spain, Switzerland, and U.S.S.R. 


The numbers of small-pox cases reported in European 
countries between 1919 and 1927 are shown in the accom- 
panying graph (see Fig. 1). It is noteworthy that the 
cases, if exception be made of the epidemic of mild small- 
pox in northern England and that of classical type in 
Algeria, have occurred entirely sporadically. An investi- 
gation of these cases, carried out at the request of the 
Health Organization of the League of Nations by the 
sanitary administrations of the various countries, has proved 
that, with the exception of France, where at least a part 
of the infection seems to be traced back to Algeria, no 
connexion between the various cases has generally been 
apparent. This is particularly noteworthy in regard to 
the few cases that have occurred in central Europe and 
the Balkans. 

The case mortality of small-pox varies greatly, not only 
from one country to another, but also from year to year. 
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Fic. 2.—Small-pox case rate and death rate r 100,000 in- 
habitants and case mortality rate per cent. in Italy, 1888-1927, 


Italian statistics are very instructive in this regard. 
Reports, which are undoubtedly reasonably complete, are 
available both in regard to cases and deaths since 1888, 
and the number of cases and deaths have in every year 
been sufficiently high to establish a significant case mor- 
tality rate. - 

It is seen from these returns that the case mortality 
rate has moved in waves, generally corresponding to those 
described by the incidence, but even more regular in 
character. The accompanying diagram (Fig. 2) shows, for 


occurred in sa year preceding the epidemic. 


example, that the maxima of case mortality occurred .in 
Italy in 1889, 1893 to 1894, 1903, 1911 to 1912, and 1919; 
the movement of this rate was entirely regular during 
the intervening years, the minima being reached in 1892, 
1699, 1906, 1915 to 1916, and 1923. It would seem that 
a cyclo of seven or eight years existed in the height. of 
the case mortality rate. 

The minima have gradually become lower, that of 1892 
being 15.8 per cent.; that of 1899, 7.2 per cent.; that of 
1906, 6.8 per cent.; that of 1916, 2.5 per cent.; and that 
of 1923, 3.2 per cent. The maxima were 33.8 per cent. 
in 1889, 38.5 per cent. in 1895, 31 per cent. in 1903, 
25.3 per cent. in 1912, 47.7 per cent. in 1919, and 41.7 per 
cent. in 1920. 

Two explanations of this phenomenon are possible: (1) 
the fluctuation in the degree of severity of classical small- 
pox, and (2) that classical small-pox might tend to dis- 
appear in certain periods, and be replaced by the milder 
forms. The second explanation is unlikely, however, so 
far as Italy is concerned, as the minima of the case 
mortality rate have mostly been reached in years when 
small-pox is relatively rare. There is no reason to believe 
that changes in vaccinal conditions could produce such 
periodical changes in the case mortality rate. Statistics 
of deaths are not, as yet, available for 1926 and. 1927; but 
a special report prepared by the Italian Health Service 
states that the type of small-pox prevailing during these 
two last years has not been very severe, and the fatal 
cases have been rare. 

Japanese statistics for the years 1881 to 1927 also show 
marked fluctuations of the case mortality rate. These 
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Fic. 3.—Small-pox cases reported in England and Wales, by 
four-weekly periods, 1922-27. 
fluctuations have been less regular than those observed 
in Italy, but this may partly be due to the fact that the 
number of cases in Japan during several periods, notably 
from 1900 to 1906, and from 1909 to 1916, has been very 
low, and chance fluctuations of the rate have to be taken 
into account. Clearly defined maxima, however, have 


occurred in connexion with the epidemic outbreaks of 
1886, 1893, 1897, and 1908. On the latter two occasions 


an increase of the case mortality rate to a maximum 
The case 
mortality rate fell markedly from 1919 to 1926, but in 1927 
it increased again, and it is obvious that the average rate 


is not lower now than it was forty or fifty years ago. It 
ig evident that the fall of the case mortality rate which 


occurred after 1920 in England and Wales is not of the 
same nature as the fluctuations which we have just shown 
for Italy and Japan. . 
The case mortality rate was 11.4 in 1920 in England 
and Wales; it fell during the following year to 1.6, and to 
2.8 in 1922, after which it decreased to 0.3; it has remained 
between 0.2 and 0.3 ever since. The figure of 2.8 for 1922 
is really misleading. It is due to an outbreak of classical 
small-pox in the London area, comprising 78 cases with 
24 deaths, giving a case mortality rate of 31 per cent. 
There were thus in the remainder of the country 895 cases 
with only three deaths, giving the case mortality rate of 
0.3 as in the following years. ; 
The mild type of small-pox is said to have made its 
appearance in England in 1919. It was evidently not until 
a few years later that it entirely overshadowed the isolated 
outbreaks of classical type, and it is clear that from 
that moment the case mortality rate fluctuated around 4 


level different from that of former times. (See Fig. 3.) 
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The statistics for the United States Registration Area for 
deaths show that the fall in the case mortality rate preceded 
that of England. While, up to the end of the nineteenth 
century, the case mortality is known to have been about 
20 per cent. in the States belonging at the time to the 
registration area, it had already fallen to between 3 and 
4 per cent. during the first five years of the twentieth 
century. A sudden and decisive fall below 1 per cent. was 
recorded in 19U¥6, and it has remained at this level with a 
few sharp variations. When the case mortality rate rose 
above 1 per cent. in 1910, 1922, 1924, 1925, and 1926, it 
was due to fairly isolated outbreaks of smali-pox of severe 
type, believed to have been imported from Mexico. The 
outbreaks in Detroit in 1924, in Minneapolis in 1925, and 
in Los Angeles in 1926 were of this type, and operated 
much in the manner of the 1922 London outbreak in 
swelling the general rate for the country as a whole. 

In continental Europe the case mortality rate appears 
to have fluctuated on the level typical for classical small- 
pox, with the exception of Switzerland, where the mild 
type of the disease between 1921 and 1925 gave a figure of 
0.2 per thousand cases, similar to that for England and 
Wales. 

In Germany the rate varied between 12 per cent. and 
16 per cent. during the years 1919 to 1922, when the disease 
was fairly widespread. From 1923 to 1927 only 68 cases 
were reported in Germany with 26 deaths, a rate of 39 per 
cent. For France the figures were between 28 and 29 per 
cent. from 1919 to 1921, and 24.8 per cent. in 1925. 
Statistics of deaths for the years 1922 to 1924 have not 
yet been published. In Portugal the figure was 12 per 
cent. during the second half of 1927, although it had been 
wnsiderably higher in previous years; in 1925 it was 34 per 
cent. in Lisbon and Oporto. In Rumania the figure stood 
at 28.4 per cent. during the severe epidemic of 1919; it 
decreased gradually as the incidence became lower, and 
was 12.4 in 1923. It has not fallen appreciably since, 
5 deaths having been reported for the 46 cases notified 
during the last four years. In the kingdom of the Serbs, 
Croats, and Slovenes the figure was between 22.6 and 22.8 
during the years 1920 to 1922, 19.1 in 1923, and 19.4 in 


' 1924. No further increase has occurred, 5 deaths having 


been reported with the 21 cases notified in these last 
three years. The type of small-pox prevailing in Greece 
is said to have become milder than formerly; 2,101 cases 
with 683 deaths were reported in 1923, giving a case 
mortality rate of 32 per cent. In 1927 there were 22 cases, 
with 3 deaths, reported as small-pox, and 93 cases, without 
any deaths, reported as varioloid. 

The figure in extra-European countries falls generally 
between 10 per cent. and 30 per cent. In India it was 
between 24 per cent. and 25 per cent. in relation to the 
reported cases in 1926 and 1927. In Korea it was between 
23 and 24 per cent. during the same years. 

Interesting fluctuations have occurred in Java, where 
the figure decreased from 25 per cent. in 1912 to 12.1 per 
cent. in 1917, rose again to 26 per cent. in 1918, and 
gradually decreased to 12.3 per cent. in 1923, to rise once 
more to 21.8 per cent. in 1924. There has since been a 
decrease, and it was only 2.7 per cent. in 1927—an excep- 
tionally low figure for a tropical country. 

The reported rate in Egypt has usually fluctuated 
between 20 and 30 per cent., and has become lower during 
recent years, as it was 14.2 per cent. in 1927. Statistics 
for various African colonies, such as the Gold Coast, 
Nigeria, and northern Rhodesia, show that small-pox 
epidemics with a fairly low case mortality rate (2 to 10 per. 


, cent.) are not rare. There are, however, occasionally 


epidemics of a much more severe type having a case 
mortality rate of 30 per cent. or more. For the southern 
part of Africa the rate is certainly influenced by Kafir-pox, 
which is distinctly of the benign type. 

The general impression gained as to the case mortality 
rate actually obtaining in the various parts of the world 
is that two entirely distinct types prevail: (1) the classical 
type, the rate of which is fluctuating in long waves, 
generally between 10 per cent. and 30 per cent., and (2) the 
mild type, with figures between 0.1 per cent. and 0.3 per 
cent. The periods of minima presented by the classical 


type do not appear, in any way, to be intermediate 
between that and the mild type. 

Small-pox deaths have been too rare in recent years in 
most European countries to establish reliable death rates 
by age. Italian statistics for 1918 to 1921 show very 
marked excess in the female death rate at ages between 
20 and 44 (see Fig. 4); the low incidence among males at 
this age may be explained by vaccinations during military 
service. At ages under 15 the difference in rate between 
boys and girls was very slight; at ages over 55 there was 
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Fic. 4.—Small-pox death rate by sex per 100,000 population in 
Italy, 1918-21. 


an excess of male mortality. These figures correspond to 
the rates for 1901 to 1905, except that the excess of female 
mortality as shown in 1918 to 1921 was not. noticeable. 

The age distribution of small-pox deaths is greatly 
influenced by the vaccinal condition obtaining in a given 
country, and it is difficult to determine whether fluctua- 
tions due to any other cause occur. 

The seasonal distribution of mild small-pox does not 
appear to differ materially from that of the severe type. 
Both have usually their maximum in winter or early 
spring, although one or two notable recent exceptions are 
on record. ~ 


THE SERUM CALCIUM IN EXPERIMENTAL 
TUBERCULOSIS.* 


BY 
J. CLIFFORD HOYLE, M.B., B.S. 


(From the Pharmacological Laboratory, Cambridge.) 


Tupercttosts has long been recognized to be associated 
with changes in calcium metabolism. For example, a close 
relationship exists between arrest and calcification of 
lesions, and, apart from this, tuberculous tissues often 
contain many times the normal amount of calcium. Earlier 
observers held that a ‘‘ demineralization ’’ occurred during 
the disease, due to increased excretion of mineral elements. 
This has since been disproved repeatedly, and, so far as 
calcium is concerned, there is no sound evidence for any 
decreased retention during tuberculous infections, except 
possibly in the terminal stages. 

During recent vears reliable methods for estimating the 
serum calcium have been found, and a number of investi- 
gations in clinical tuberculosis have been published. 
Several workers found no changes,' but the balance of 
evidence shows that in active phthisis the serum calcium 
is lowered, and in arrested disease is raised, on the 
average.? No attempts have been made to explain the 
cause of these results: whether the fall is associated solely 
with the tuberculous infection or is due in part to super- 
imposed secondary infection remains doubtful. Some 
evidence strongly suggests that secondary and septic infec- 
tions lower the serum calcium,* and I propose to offer 
further proof of this. Clinical observations on phthisis 


*Read in the Section of Tuberculosis of the Annual Meeting of the 
British Medical Association, Cardiff, 1928. - 
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cannot exclude the influence of secondary infections nor 
the effect of such infections on the tuberculous lesion, but 
this difficulty does not obtain in experimental animals. 
The present paper deals with the changes in the serum 
calcium level found in rabbits during experimental bovine 
tuberculosis, using intraperitoneal and _ subcutaneous 
inoculations. In all experiments serum cultures fourteen 
days old were used for inoculation, and the dose given 
was estimated by the method used by Griffith in his work 
for the Royal Commission.* Clark and Collip’s modification® 
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Fic. 1.—The serum calcium and weight curves during experi- 
mental bovine tuberculosis in the rabbit (Rabbit 78). Intraperi- 
toneal inoculation of 0.001 mg. bovine tubercle bacilli. 


of the Kramer-Tisdall method* was used for the analyses. 
The normal physiological range of the serum calcium in 
individual animals is about + 5 per cent. over a period of 
a few weeks.’ Taken over a longer time than this the 
range is greater, about + 10 per cent., due to a seasonal 
factor.® 

Intraperitoneal Inoculation. 

The rabbit has a low resistance to bovine tuberculosis. 
With intraperitoneal inoculations the disease becomes 
generalized, consisting of widespread miliary or submiliary 
lesions which show a varying extent of caseation. The 
animal dies in from a few days to a month or two, 


depending upon the dose of organisms and the individual - 


susceptibility of the animal. The infection remains 
throughout a pure tuberculous infection. If the animal 
dies in less than thirty days, the serum calcium only falls 
in about a third of the experiments. Where no fall occurs 
the lesions show relatively little caseation, and in every 
case where the fall is considerable caseation is striking. 
Rabbit 78 (Fig. 1) shows this, and also the close corre- 
spondence between the serum calcium and weight curves. 
The normal serum calcium was 14.05 mg. per cent. Four 
days after inoculation of 0.001. mg. of bovine tubercle 
bacilli it remained steady at 13.99 mg.; on the eleventh 
day it was 135.66 mg., on the eighteenth day 12.12 mg., and 
on the twenty-fifth day 10.35 mg. per cent. The animal 
was then killed and post-mortem examination showed 
generalized miliary disease, confluent in places, throughout 
the peritoneum. Both lungs were packed with caseating 
tubercles (tubercle bacilli +). Such experiments suggest 
that a determining factor in producing the fall in serum 
calcium is the degree of caseation in the lesion. It was 
mentioned above that caseous tissue has a high calcium 
content. Whether the drain upon the circulating calcium 
by progressive storage in the lesions is responsible for the 
fall in serum calcium remains to be decided. 

When the animal survives longer, the course of the 
infection can be divided into three stages, according to 
the changes in the serum calcium. During the first three 
weeks of the disease it usually rises about 10 per cent., 
with a subsequent fall to a level of some 10 per cent. 
below the pre-inoculation values. The total range during 
this time is thus some 20 per cent., or about twice the 
average variation in normal animals. During the fourth 
week a very constant rise in the serum calcium occurs of 
10 to 20 per cent. Later, until the death of the animal, 


there is usually a progressive fail, and very low values, 
such as 7 to 8 mg. per cent., may be found in the last 
week or so. No evidence for the cause of these changes 
can be offered at present. The fall in the third stage, 
however, may be due to progressive withdrawal of calcium 
to the lesions during caseation. 


Subcutaneous Inoculation. 

With subcutaneous inoculation the disease is more 
chronic than with intraperitoneal. During the first three 
weeks a caseous lesion forms at the site of inoculation and 
the regional lymphatic glands become palpable. If the 
inoculation is superficial the local lesion ulcerates, leaving 
a discharging ulcer with undetermined edges and caseous 
floor. With the secondary infection the regional glands 


enlarge rapidly. Later, about the eighth to tenth week, . 


the ulcer improves, and may almost heal before the animal 
dies from the generalized disease. Lesions in the lungs 
may be established as early as the third week after inocula- 
tion, and later are so extensive that normal lung tissue 
hardly exists. 

It has been found that the serum calcium shows definite 
changes corresponding to these stages in the progress of 
the disease. These are shown diagrammatically in Fig. 2. 
While the local lesion is forming, but before it ulcerates, 
the serum calcium invariably rises to the upper limit of 
the physiological range, and in about half the cases exceeds 
this by 15 per cent. During this time there are no lesions 
in other organs of any significance. This shows that so 
long as a tuberculous infection remains purely local the 
serum calcium is well maintained, and if anything is 
rather above normal. Whether this rise is ‘‘ compensa- 
tory’’ in response to the demand for calcium by the 
caseating local focus is not known. 

Immediately the local lesion ulcerates the serum calcium 
begins to fall, and this continues until the ulcer shows 
improvement. The extent of the drop varies in individual 
animals from 16 to 37 per cent. In one experiment the 
low value of 9.3 mg. per cent. was found. The fall is 
associated with, and probably due to, the presence of 
secondary infection. If the inoculation is given deeply 
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Fic. 2.—Diagram of the typical changes in the serum calcium 

- of the rabbit yong | subcutaneous inoculation of bovine tubercle 

- bacilli (black line). The shaded area represents the normal range 

and rises slightly owing to the influence of the seasonal factor at 

the time the experiments were performed. 

and no ulceration of the local lesion occurs this fall is 
absent. Moreover, septic infections in normal rabbits— 
for example, on the ears—result in a comparable drop in 
the serum calcium. How secondary infection produces this 
fall is not known. It appears unlikely that it is due to 
loss of calcium in the discharge, as there is evidence to 
show that septic infections in which there is no discharge 
are associated with a similar fall in the serum calcium.’® 
Conceivably it might be due to endocrine dysfunction, but 

no evidence is available at present to substantiate this. 
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After about the tenth week, when the ulcer improves, 
the serum calcium returns to normal, usually in about 
three weeks. If the animals survive much longer, during 
the remaining weeks it continues normal or slightly higher. 
This is in striking contrast with the results obtained after 
intraperitoneal inoculation, In the latter experiments the 
pulmonary lesions were mainly submiliary in character. 
With subcutaneous inoculation they were always much 


more extensive, and the weight of the lungs, generally, | 


was over 80 grams (normal 8 grams). They consisted 
entirely of solid caseous masses, and such extensive disease 
must igen interfere mechanically with pulmonary gas 
exchange, and give rise to alterations in the acid-base 
balance. Evidence exists to suggest that acidosis results 
in an increase in the serum calcium.™! How far this may 
be operative during the later stages of my experiments, and 
thus mask the fall that might be expected, remains for 
furgher investigation. 
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THE MODERN TREATMENT OF VARICOSE 
VEINS: 
THE HISTORY OF ITS EVOLUTION.* 
BY 
G. H. COLT, M.A., M.B., B.Ca.Cantas., F.R.C.S., 


SURGEON TO ABERDEEN ROYAL INFIRMARY, AND LECTURER ON CLINICAL 
SURGERY, UNIVERSITY OF ABERDEEN. 


Tue passing of the operative treatment of varicose veins 
may be regarded as a merciful release for the surgeon, 
but a tribute is due to those who made the modern opera- 
tive treatment eminently effective in male, and on the 
whole fairly effective in female, subjects, and so led directly 
to the success of the injection treatment. : 

Briquet,' in his famous thesis of 1824, showed that 
varices were most common where the deep veins communi- 
cate with the superficial, and many French surgeons at the 
time confirmed this fact. Callender,‘ in addition, demon- 
strated that the united capacity of the communicating 
vessels was relatively very large. Verneuil® from twenty- 
one dissections concluded: (1) That whenever spontancous 
superficial varices existed in the lower limb the correspond- 
ing deep veins (intra- or inter-muscular) were also varicose. 
(2) That the correlative position was not proved. (3) That 
phiebectasis in the lower limbs began in the deep veins 
in general. These vessels first dilated, the valves tien 
became inefficient and the lesions extended io the second 
and third rank of subcutaneous veins. (4) That phleb- 
ectasis never began in the trunk of the internal saphenous, 
but in its secondary and anastomosing branches. (5) That 
deep varices were more common than subcutaneous varices. 
Specimens illustrating these points are found in the Musée 
Dupuytren. Gay,’ in an exhaustive review of the whole 
subject, showed that ulceration was not a direct consequence 
of varicosity alone, but of incompetence of the circulation 
as a whole. He noticed that in many cases the blood -dis- 
appeared from the veins of the leg, but not from those of 
the thigh, on elevating the limb. From his injection 
experiments on the cadaver he concluded that tegumentary 
(veno-capillary) injection denoted obstruction of the femoral 


*A post-graduate lecture delivered at Aberdeen University during 
the summer term, . 


vein, and began round the patella, while subtegumentary 
(venous) injection denoted obstruction of the saphenous. 
The intramuscular veins were not found to be injected in 
the experiments, and appeared to be difficult to inject. 


Tue Puysi0Locy or TREATMENT. 
Trendelenburg’s Sign. 

Sir Benjamin Brodie,? at least fifty-four years before 
Trendelenburg’s publication, gave a lucid description of 
the patient with Trendelenburg’s sign. He said: 

“If the veins are but little dilated, or dilated only in particular 
places, the valves will still continue to answer purpose for 
which they were designed. If the vena saphena be not at all 
dilated, while the smaller veins of the leg are dilated, the valves 
of the vena saphena act perfectly, and take off the weight of the 
column of blood pressing on the veins below; but if the vena 
saphena be itself considerably dilated, its valves, of course, are 
rendered inefficient. Now observe the result of this. I had a 
patient in whom there was an unusually large cluster of varicose 
veins on the inside of the leg, while the vena saphena major was 
of enormous diameter, so that the valves were evidently good for 
nothing. If I put on a bandage and squeezed the b out of 
the veins below, and then put my thumb on the vena saphena 
above, so as to stop the circulation through it, I found, on taking 
off the bandage, the patient being in the erect posture, that the 
cluster of veins below filled very slowly, and only from the 
capillary vessels. But if, the patient being in the erect posture, 
I removed the pressure from the vein, the valves being of no use, 
the blood rushed downwards by its own weight, contrary to the 
course of the circulation, and filled the varicose cluster below 
almost instantaneously.” 

Jeannel,'* in his masterly summarizing of the whole of 
this part of the subject in 1910, stated that no one clearly 
comprehended the importance of valvular insufficiency or 
its consequences and operative indications until the publica- 
tions of Tobold (1889)'* and Trendelenburg (1890),’* which 
gave us the conceptions of the passive or superficial reflux 
(abdominal or superior of Delore),'’ and of the active or 
deep reflux (inferior or muscular) from the deep veins, of 
the leg towards the superficial veins. V. Meisen*' finds 
the venous pressure in the valveless saphena to range from 
25 cm. of water in the thigh to 80 cm. in the leg just below 
the knee, and to be increased by static muscular action. 


Tue Moprrn Operation. 

Coming as it did at the time when complete saphen- 
ectomy was being made easy by the new avulsion methods, 
Jeannel’s summary was helpful to surgeons everywhere. 
Keller” in 1905 published the first inside-out extraction 
method, and Mayo” in 1906 the enucleation method. 
Babcock™ in 1807 introduced an important modification 
by means of which the vein is not turned inside out, but is 
removed in a bunched-up state on one end of the wire. 
This methot!, with certain modifications by Sir Henry 
Gray”? in 1909, being more certain than inside-out avulsion, 
became the operation of choice in the great majority of 
cases. Q’Sullivan** and Mamourian*® were early advocates 
of the method in England. Combined with Jocal excision 
and ligature of the remote ends of the tributarics, espe- 
cially at their junction with the deep veins and with the 
external saphena system, the whole of the internal saphena 
system is put out of action with ease and rapidity, thus 
greatly simplifying and shortening what is otherwise a 
very tedious procedure, and one involving absurdly long 
incisions. The trunk of the internal saphena is seldom 
very tortuous, whereas the tributaries are, so that the 
efficiency of the method is very great, and the results, ‘in 
males at any rate, are distinctly good. Thus, for example, 
out of 22 cases* operated on in the Aberdeen Royal Infir- 
mary by this method since the war, and in which it has 
been possible to trace the patients, the results are as follows : 
In 9 male cases traced up to six years after operation, 
6 results are very good and 3 are good; whereas in 13 
female cases traced up to four years, only 3 results are very 
good, 6 good, and 4 moderate or bad; 7 of the female 
patients have since had further treatment by injection. 
The differences in the results seem to be due to three chief 
factors: (1) Pregnancy and the harder forms of work in the 
female. (2) The greater degree of fatness, so that the 
tributaries are not well seen before operation, (3) Post- 
ponement of operation. (The question of hyperthyroidism 


* some of this material I am indebted to Professor Sir John 
Ph K.C.V.0., under whose care the patients were treated when I 
was his assistant surgeon. ; 
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is omitted here.) One of the chief factors in this type of 
operation is its early performance before the superficial 
reflux has caused extensive disease in the smaller veins. 
Thus the soldier patient comes under treatment early as 
a rule. In five such patients traced thirteen years after 
operation it is apparent that a good result at the five-year 
period is likely to be permanent. On the whole, the 
trial of the method which was begun in August, 1914, 
has fully justified the work of the older surgeons. In 
the 94 consecutive cases, representing 149 limbs and 
involving the extraction of about 112 yards of vein, 
there has been no mortality, no pulmonary embolism, 
no infarction, and little suppuration, but a fatal case 
of embolism is recalled before 1914, in which a venous 
cyst in the groin was excised in a female patient who had 
been in bed for a fortnight after an operation for femoral 
hernia on the opposite side. Both wounds had healed by 
first intention. There was no post-mortem examination. 
It is very remarkable that embolism is so rare in an opera- 
tion in which large numbers of deep communicating venous 
channels are broken across and left open. Before 1914, 
also, one case of extensive varix in a male treated by 
Babcock’s method and local excision turned out a complete 
and absolute failure, due apparently to a duplication of 
the internal saphena and perhaps other veins. Many 
authors mention this duplication, but we do not know the 
frequency of its occurrence or whether it has any bearing 
on the causation of varicose veins. It has been present at 
least three times in the last 37 cases operated upon. 


TREATMENT BY INTRAVENOUS INJECTION. 

The injection treatment* may be said to date from the 
invention of the Pravaz syringe in 1851.*° Septic phlebitis, 
sloughing, septicaemia, and embolism frequently followed 
the.earlier injections of iron perchloride. Socquet in 1854 
discovered the iodotannic solution, which Desgranges*! and 
Barrier adopted, and reported six successful cases without 
accident. Large hard clots formed in twenty-four hours 
with considerable pain, and took several months to dis- 
appear. The patients had to lie up, and relapse sometimes 
occurred owing to the clot dissolving in the alkaline plasma. 
In 1876 began the era of perivenous injections for the cure 
of varicose veins and ulcer, varicocele, haemorrhoids, and 
rectal prolapse by the injection of solutions of ergot, 
alcohol, iron perchloride, chloral, or carbolic acid, notably 
by English at Vienna in 1875 with 5 per cent. alcohol. 
Trouble arose from sloughing, scarring, and recurrence, 
but there were many successful cases. Delore’? in 1894 
defended the intravenous iodotannic method, and showed 
that its efficiency depended on the chemical endophlebitis 
set up with the thickening of the wall of the vein. Tavel 
of Berne** in 1904 tied the saphenous vein and injected 
5 per cent. carbolic acid below the ligature. Schiassi of 
Bologna** in 1908 similarly injected 30 to 50 c.cm. of 
1 per cent, iodine in a 1 per cent. potassium iodide solution, 
and resected the part of the vein where the cannula had 
been. About this time Zirn** was trying mercurial pre- 
parations with success, 1 to 2 c.cm. of a 1 per cent. solu- 
tion of sublimate being injected into the internal saphenous 
vein above the knee. Borcherds** in 1910 injected 
300 c.cm. of salvarsan into a varicose vein with the patient 
recumbent. Three days later the vein was not to be: seen 
and the patient has remained weil ever since. He has 
obtained the same effect with galyl, kharsivan, neo- 
kharsivan, and novarsenobillon. Scharff** in 1912 used 
weak perchloride solutions. _Hanschell*’ noticed the cure 
of a varicose vein in 1913, after the injection of 10 grains 
of quinine in 10 c.cm. of water. There was thrombosis and 
periphlebitis; he noticed the same effects with salvarsan 
In 1916-17 Professor Sicard*’ observed obliteration of the 
veins following numerous intravenous injections of luargol 
in which there was free soda, and in March, 1918 began to 
inject varices with neutral sodium carbonate in doses of 
from 5 c.cm. of 5 per cent. solution to 15 c.cm. of 15 per 
cent. solution, publishing his results in 1920. On account 
of the scarring which may follow escape of the soda into 
the subcutaneous tissues, a solution of sodium salicylate 
in strengths of 20 to 40 per cent. was later adopted. 


of this subject up to 


* Bazelis*® in his thesis gives ‘an admirable summary of the whole 


Génévrier and Cibrie** employed a 13 per cent. solution 
of neutral quinine hydrochloride with 6} per cent. urethane 
as an analgesic. Other solutions tried with success are 
sodium citrate 100 per cent., sodium chloride 20 per cent. 
(Linser**); 50 and 66 per cent. grape sugar (Nobl*’)—the 
last in 2,960 cases after having used sublimate 1 per cent. 
with success in numerous others. The chief objection to 
the mercurial preparations is their toxicity; we must also 
remember that quinine sometimes produces blindness*'; the 
risk is said to be about 1 in 1,600. 


CurnicaL PatHoocy oF THE INsEcTION METHOD. 
There seems to be a general agreement among those who 
have examined the veins after injection with various solu- 
tions that for about the first hour there is no naked-eye 
change in the endothelium. The vein contracts, and 


the walls may stick together, giving a splendid result — 


surgically. With some solutions sudden clotting occurs, 
resulting later in a thick fibrous cord, which takes months 
to disappear. Gradual thrombosis allows the excess of 
blood to be slowly removed, and this, surgically speaking, 
is greatly to be preferred. In twenty-four hours the endo- 
thelium is tumefied, and theré may or may not be infiltra- 
tion and peripheral clot. The clot, when formed, is always 
firmly adherent from the start. In one of V. Meisen’s 
cases it was not separated by strong massage, which is 
comparable with the degree of molecular adhesion found 
between an aseptic clot and a piece of dull-gilt wire 
inserted into an aneurysm. The clot in this case in the 
recent state has actually to be scraped off thé wire. In forty- 
eight hours the vein is still contracted, the endothelium 
swollen and covered with fibrinous deposits. In seventy- 
two hours the endothelium is proliferating strongly. In a 
week the clot is undergoing organization and the lumen 
of the vein is greatly narrowed. At this stage one can 
gauge fairly accurately the most suitable site for the next 
injection. In a fortnight the clot is well organized. Later 
it does not soften or degenerate, but becomes a firm 
fibrous cord. Sir Sidney Alexander** suggests that the 
term ‘‘chemosis of the intima’’ would be better than 
‘“* endovenitis.’”?> The vein may die, the tissues around it 
may necrose. Both remain aseptic if protected from 


infection, the dead tissue forming a scab which separates | 


in about’ six weeks and leaves a slowly healing ulcer; or 
healing may take place under the scab. 


VARIATIONS IN THE EFFEcts. 

Douthwaite** states that thrombosis produced by the 
quinine solution does not spread rapidly, as it may do 
with the salicylate solution, and that the risk of persistent 
ulceration from faulty injection is less. Hanschell’s*’ expe- 
rience differs from this, and Hepworth*® noticed phlebitis 
extending downwards from the site of injection. Some- 
times the walls of the vein adhere at once with immediate 
and permanent obliteration of the channel; sometimes 
there is an extensive reaction in both directions from the 
site of puncture; sometimes no reaction occurs at all, and 
yet on repeating the injection a week later in the same 
way a marked reaction occurs. There is therefore little 
doubt that the chief variables—namely, the blood volume 
and the blood current at the site of injection—have a 
great effect. We know that in a horizontal varicose. vein 
the blood may be moving slowly in either direction, or that 
it may be stagnant. In the vertical position, or even 
raised 45 degrees, the circulation is centrifugal. These 
facts have been confirmed radiographically.** We do not 
know, and apparently have no certain means of finding 
out, the effect at any given moment of the anastomoses 
close to our point of injection. Although most who prac- 
tise the treatment try to empty the vein of blood after the 
needle is in the lumen and before making the injection, 
so as to bathe the endothelium with the concentrated drug, 
and then either let the patient lie or stand a few minutes 
or a'pad and bandage is applied, they have no sure know- 
ledge that the injection has not gone quickly into a deeper 
loop of vein or been rapidly diluted by blood from another 
channel. It seems to me unnecessary to blame the keeping 
properties of a solution when these other obvious variables 
are present. These variables also help to explain the 
excellence of the results in general, because the injection 
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reaches, though doubtless in a less concentrated form, the 
smaller tributaries, and especially the anastomotic and 
perforating branches which join the deep veins. At that 
moment the dilution becomes excessive. The respiratory 
change noticed by Barber®> may also be intimately related 
to the matter. That we have not got the whole truth yet 
is also clear from the case recorded by Wilson** of the dis- 
appearance of a group of varicose veins below the knee 
six weeks after six punctures had been made for the with- 
drawal of blood. Sir William Bennett'* recorded six cases 
of the spontaneous disappearance of large varicoceles after 
injury to them. Both these observations are interesting 
also in view of the treatment of aneurysm by scratching 
the inner wall of the sac with a needle, for in such cases 
the amount of clot formed has been minimal or nil, and 
no embolism has ever occurred in the absence of sepsis. 

The danger of embolism in aseptic cases of varix treated 
by injection is evidently very small. Olson** records one 
in a woman, aged 33, on the fifth day after the second injec- 
tion of salt solution and calorose. At the necropsy the 
thrombosis in the internal saphena was found to have its 
end broken off and pulmonary embolism was _ present. 
McPheeters*® noted that two deaths had been recorded 
up to October, 1927, one due to fat embolus and one due 
to mercurial poisoning. Hohlbaum®*’ had a fatal case in a 
man, aged 54, who was injected with 80 c.cm. of an isotonic 
solution of iodine, and had been kept in bed. V. Meisen,*! 
up to January, 1927, had seen two cases of pulmonary 
infarction, both in association with doses which he con- 
sidered to be too large, and two others in patients with 
phlebitis. There were three sloughs in his series and one 
severe haemorrhage, but as 133 out of 135 ulcerated legs 
healed, many of the ulcers being of long clinical duration, 
and as eczema cleared up rapidly, the complications are 
hardly worth considering. Jorgensen’? has seen symptoms 
resembling serum sickness after sodium salicylate, and 
others have had similar experiences, but they are rare. 
As an offset we have the many thousands of cases of 
excellent results now recorded everywhere, and apparently 
likely to be permanent. 

Jeannel concluded his report in 1910 by insisting that it 
was of the first importance to determine in each case 
whether either the superficial or the deep refiux, or both 
together, were concerned. Trendelenburg’s operation was 
indicated in the first case, and femoral or crural excision 
in the second. When both refluxes were concerned total 
saphenectomy was required. Diagnostic errors were thé 
cause of disappointing results. As suggested in 1921,7* 
we need a clinical plethysmographic method to give us 
more accurate information about the carrying capacity 
and general state of the deep venous circulation than do 
the Trendelenburg, Perthes,** or other muscle pump and 
elastic stocking tests. This is particularly required in 
women and in patients with a history of deep phlebitis. 
The hydrostatic treatment of ulcer by Unna’s paste depends 
upon it. In the meantime, by applying the injection treat- 
ment in the manner indicated by Jeannel’s collected results, 
we shall attain a much larger measure of success than by 
operation, and at very much less risk and inconvenience 
to the patient. 


Resvutts OF THE INJECTION TREATMENT. 
It is quite common now to obtain an almost complete 
obliteration of a valveless internal saphena system after 
one injection. The procedure is as follows. 


The patient stands on a chair near a table and a single band 
tourniquet is lightly applied around the upper part of the thigh, 
to help to prevent the veins from emptying too rapidly during 
recumbency. The patient then lies down on the table and the 
vein ts entered, preferably above the knee or in the main trunk of 
it below the knee; the tourniquet is loosened, the vein is emptied 
of blood near the needle, and a finger is placed on it above the 
middle of the thigh; 2 to 6 c.cm., according to the size of the 
veins, of 30 per cent. sodium salicylate, with 10 per cent. sodium 
chloride solution (P. D. and Co.), are pes: preferably towards 
the groin; the limb is elevated to 30 degrees for three seconds, 
and then the patient rises slowly and stands on the chair. The 
finger is removed and the charge of solution sweeps downwards 
into the saphena system. This is painful for half a minute. 
The patient describes the pain as continuous and stinging or 
as cutting, lancinating, or cramplike, and feels it travelling down 
the leg to the foot. These omens are favourable. By letting the 
patient lie down at this stage and again elevating the limb for 


a few seconds the solution may perhaps be tipped back again 
or kept a little longer in the saphena. Active muscular movement 
as once sucks the solution away and dilutes it rapidly. No bad 
effect has been noticed. Sometimes the solution must miss out- 
lying varicose groups because these may require separate injec- 
tions a week or a fortnight later, when the effect of the first 
injection has become manifest. At this time also the external 
saphena system, or the large anastomotic vein from the external 
to the internal system, which is often- present in front, below, 
or above or behind the knee, may be injected. A week after the 
first injection the internal saphena system is generally hardening 
from the middle of the thigh to the lower third ‘of the leg. 
Exceptions seem to be explicable by the well-known common sites 
of the chief deep anastomosing channels which dilute the solution. 


Taken as a whole this method has answered very well 
and seems to me to be better than beginning at the distal 
radicles and working against gravity with multiple injec- 
tions. The results have been as follows. 


In the first seventeen limbs sixty injections, each of seldom 
more than 3 ¢.cm., were used, and one small scab formed. In the 
next twenty limbs only forty-seven injections were required of 
4 to 6 c.cm., seven of which were in a limb in which the excessive 
blood volume diluted the solution quickly. Three small scabs 
formed in these limbs. In nearly all the limbs the degree of 
varicosity was marked and there was an impulse to the ankle 
on coughing. Tiredness, weight, fullness, and cramp had been 
the chief symptoms. 

In one limb with a vein of small blood volume an injection 
of 2 c.cm. was sufficient to cure. In one with a large blood 
volume one of 64 c.cm. cured. In three limbs with large blood 
volumes one 5 c.cm. injection cured in each case. In one case 
an injection of 6 c.cm. cured the internal saphena, and one of 
3 c.cm. the external. In another case an injection of 6 c.cm. ao 
5 c.cm, for a large cyst) cured. In one instance the walls of an 
anastomotic vein stuck together with no sign of thrombosis after 
the introduction of 25 c.cm. In two cases with large blood volume 
injections of 5 c.cm. above the knee and 5 c.cm. near the ankle 
resulted in cure. In one case injections of 6$ c.cm. and 5 c.cm. 
cured, and in another instance the introduction of 5 c.cm. and 
3 c.cm. cured the condition. By cured is meant that the whole 
of the visible internal saphena system, which was the one chiefly 
involved, became thrombosed in a week or a fortnight from the 
middle of the thigh to near the ankle, and that in five weeks 
oa was, for practical purposes, no sign or symptom of” the 

isease. 


These results show clearly that the hydrostatic prin- 
ciples of Trendelenburg (Brodie) and the operative indica- 
tions of Jeannel are the lines along which the injection 
method should be practised when using salicylate-saline 
solution. Whether this method is possible with smaller 
injections such as with the quinine solution or not remains 
to be settled. The larger volume of the salicylate-saline 
solution is certainly more manageable in this respect and 
is yielding the results with negligible risk and little incon- 
venience: results which are so much better than were 
possible by laborious and somewhat risky operations that 
operation seems to be no longer justifiable except in 
certain very isolated cases. 
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Memoranda : 


MEDICAL, SURGICAL, OBSTETRICAL. 


THE TECHNIQUE OF INJECTIONS FOR 

VARICOSE VEINS. 
InsEctTIons for varicose veins should not be undertaken in 
a haphazard manner nor by one who is unfamiliar with 
other intravenous injections; he should, preferably, have 
watched the procedure in the hands of others before 
attempting it himself. Should that not be possible the 
following description of the essentials may be of help to 
him, 


After a complete examination of the patient, including the 
heart, lungs, urine, and internal organs—especially the pelvic in 
women—the legs should be observed first in the upright and then 
in the recumbent position. Ask the patient to take a deep 
breath and look for the effects of respiration in the enlarged 
veins of the thigh—if they are present—and note its effect either 
by sight or touch with the finger applied over the vein. 

Select the lowest dilated vein or swelling in it; this corresponds 
to the site of incompetent valves. With a pledget of cotton-wool 
dipped in tinct. iodi paint the skin over the proposed site for 
injection and well beyond it. Remove the iodine with spirit. 
Disinfect the hands with soap and water, and rinse with spirit. 

Use an all-glass 5 c.cm. syringe with a nickel needle 0.45 mm. in 
diameter and having a very sharp, short, bevelled point. It must 
be boiled before use. 

To insert the needle exactly into the lumen of the vein is of 
primary importance. Two methods can_ be used—namely, the 
atient either stands or is lying down. The former position will 
e useful for small veins, which are often associated with uclers 
or eczema; they cause greater pain and give rise to more 
symptoms than do the larger ones, which are easily punctured 
with the patient lying down. If the patient is standing, the 
needle is alone inserted; as soon as blood begins to drip from 
it he lies down. “Connect the already filled syringe to it and 
inject the fluid while the a is taking a deep breath (British 
Medical Journal, April 7th, p. 594). If the vein is large insert 
the needle, already attached to the syringe, and watch for blood 
to flow into the barrel, then—and then only—inject. In very 
large veins I sometimes put the patient in the rendelenburg 
position after inserting the needle and then inject. The injections 
are always given towards the trunk; often, however, it will be 
seen that the vein has been blocked below the site of puncture 
and not, as one might expect, above it. Three or more injections 
can, if desired, be given at the same sitting, but it is well to 
test the reaction obtained at the first one * giving only one 

he injection proceeds ask the patient repeatedly if he 
any stinging or burning; if he does stop the injection at bong 
for either the needle has become displaced or the fluid has rup- 
tured a dilated vas vasorum, causing leakage into the surrounding 
erivascular tissue. Should a swelling appear over the vein 
uring the injection, with or without pain, stop the injection at 


once. This pain, however, must not be mistaken for cramp, 
which is felt in many cases and is of good omen as regards end- 
results; it only lasts a few minutes and passes off—‘‘ the wasp 
sting,’ on the contrary, increases. As soon as the injection has 
been given wait for a full minute, then remove the needle 
quickly, and apply at once firm pressure over the site of puncture 
with a piece of cotton-wool to prevent any of the blood charged 
with the solution from escaping into the tissues. This detail is of 
great importance; it is one way of preventing pain and a 
possible slough. 

After the injection the patient should lie quiet for ten to 
fifteen minutes while the site is dressed. The puncture is closed 
with a drop of newskin or collodium. Five or six inches of a 
3 or 4 inch bandage is soaked in a solution of zinc oxide 
glycerin, and mucilage of acacia 44 2 oz., and applied, folded 
three or four times, to the part injected; this is kept in place by 
a few turns of the pe and a safety pin, and is not removed 
till the next visit, the object being to lessen any inflammatory 
reaction. 

The number of injections required varies considerably: in 
some cases one or two, in others ten to twenty are necessary. The 
length of the vein occluded is also variable; I have seen one 
injection of 5 c.cm., given below the knee, obliterate the whole of 
the great saphenous vein as far as the femoral ring. In other 
cases the same amount only blocked 3 or 4 cm. of the vein; 
on an average 5 to 8 cm. are dealt with by each injection. 

The injection itself is painless except for the prick of the needle, 
Cramp is conrey frequent on the whole, but gives no indication 
from its severily as to the amount of vein acted upon; it, how- 
ever, proves that the injection has been effectual. Stinging or 
burning should never occur; if it does, withdraw the needle at 
once and inject 5 or more c.cm. of sterile water into the surround- 
ing tissues in the hopes of diluting the caustic solution and 
preventing a blister, the forerunner of a slough which, if formed, 
takes some weeks to heal. Sloughing is the only serious com- 
lication likely to happen; most often it is due to some fault in 

hnique, but at times it seems to be unavoidable even while 
taking the greatest care. Periphlebitis (aseptic), also endophleb- 
itis may occur; although these are painful they are sure signs 
that the vein has been obliterated. The same condition can 
result without pain. If the reaction is acute prescribe rest for a 
day or so; the application of heat to the part gives relief, and the 
redness and swelling quickly disappear, especially if liberal appli- 
cations of the zinc lotion are made several times daily. Some 
patients are liable to feel faint at the first injection, though not 
subsequently as a rule; this does not prevent the injections being 
given. 


I have used this technique with most gratifying results 
for more. than three years in a considerable number of 
cases, employing at first a solution of pure NaCl of from 
15 to 20 per cent., but latterly of 15 per cent. My reason 
for using this substance to the exclusion of all others is 
that: (1) it is very effectual; (2) it can easily be prepared; 
(3) it can hardly be called a drug, and precludes any 
possible idiosyncrasy on the part of the patient; (4) if 
required, from 5 to 15 c.cm. can be given at one sitting 
without fear; and (5) the solution is self-sterilized. Small 
or large veins can be injected and cured by its use. I 
can seo no advantage gained by using other substances, 
which can and have caused untoward symptoms of a more 
or less serious nature. 

T. H. Treves Barser, M.D., B.Sc. 


‘“ HERNIA” INTO THE BROAD LIGAMENT. 
Aurnoven there are many possibilities of strangulation of 
the bowel through intra-abdominal peritoneal sacs, the 
following record of a case to which I have found no parallel 
in the literature may be of general interest. 


A multipara had been operated upon nine years previously for 
a strangulated left femoral hernia. The bowel then implicated 
was found to have two perforations which were infolded. 
complete recovery was made and the patient regained good health. 
Recently she was admitted to the hospital again with abdominal 
pain, distension, absolute constipation, faecal vomiting, and other 
signs of acute obstruction, but no cause for the condition could 
be deduced. Owing to the rather prolonged period of onset (the 
symptoms had been coming on for four days) it was thought that 
adhesions might be responsible. 

An exploratory abdominal section was posteomsed through a left 

aramedian incision. The major part of the small intestine was 
ound to be greatly distended. The obstruction proved to be 
situated in a lower loop of the ileum, a portion of which, approxi- 
mating to a Richter’s hernia, was found to be strangulated at the 
neck of a peritoneal invagination into the posterior aspect of the 
left broad ligament. The neck of the “‘sac’’ was incised, thu 
releasing the bowel which could not be withdrawn otherwise, an 
was - sewn up. An uneventful recovery was made by the 
patient. 


I am indebted to Mr. Reid for permission to record this case. 
W. Epmonpson Dornan, M.R.C.S., 
L.R.C.P., 


House-Surgeon, The Royal Victoria and West Hants 
Hospital, Boscombe. 
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THE DURATION OF STAPHYLOCOCCUS AUREUS | {ime there was no pain, tenesmus, oF blood chad ne pein, ‘bu 


SEPTICAEMIA. 
Tne reference in the British Medical Journal of August 
25th (p. 348) to the Bundaberg disaster is such as to 
make the duration of Staphylococcus aureus septicaemia a 
matter of considerable clinical interest. The Commission 
appointed to investigate the disaster expressed the view 
that forty-eight howrs was the usual minimum duration of 
fatal staphylococcal. septicaemia, whereas certain of the 
children at Bundaberg who were inoculated with what was 
to all intents and purposes a strong culture of Staphylo- 
coccus aureus died in twenty-four hours. Children, of 
cow'se, would tend to succumb more quickly than adults, 
as the dose per kilogram of body weight would, ipso facto, 
be relatively greater. But that Staphylococcus aureus can 
kill quickly even an adult the following instance will show. 


G.D., a female patient of the East Sussex County Mental 
Hospital, suffering from recurrent mania, was noticed by one of 
us (W. D.) to have a boil.on her neck on the evening of August 
2st. On August 22nd, at 2.30 a.m., she complained of pain, was 
excited and noisy, and was given a draught of paraldehyde at 
340 a.m. She slept until 6 a.m., and then again complained of 
pains all over. She was found to have a temperature of 100° F. 
There was some coughing, and the pain persisted; the latter was 
especially referred to as coming from under the left breast, and 
she expectorated a little from then onwards. She was removed to 
the infirmary at 8 o’clock that morning. Her temperature never 
rose higher than 102.4°. She became seriously ill and very livid in 
colour, and the medical officer on duty was called to her at 6 a.m. 
on August 23rd, when her temperature fell to 99°. She died two 
and a half hours later, the duration of illness being thirty hours. 


Necropsy: Featurcs of Note. 
- Lividity of face, lips, and ears; a recent crop of medium-sized 
hoils on the back of the neck, one of which was sloughing. 

Head.—Sero-sanguincous exudate below ihe scalp, having a 
dreular but larger area with a centre corresponding to the 
sloughy boil. Intense = vascular congestion of the meninges. 
Wasting of the cerebral convolutions. No abscesses. 

Thorux.—The right pleura was adherent at the apex. Sparse, 
scattered petechiae were present over the visceral pleura. The 
left pleura showed similar petechiae. One superficial area of 
necrosis was seen, a quarter of an inch in diameter. The lungs 
were of a deep red colour and showed here and there darker 
coloured patches suggesting early infaretion. The pericardium 
showed petechiae on the visceral aspect. The heart was of the 
“renal ’’ type, the muscle being hypertrophied and fibrotic, and 
the aorta showed early atheroma. 

The blood was fluid. i 

Abdomen.—The peritoneum showed intense pink engorgement. 
The liver was soft and fatty, and the spleen diffluent and — 
enlarged. The kidneys showed changes usually associated wit 
chronic interstitial nephritis, the e stripping with difficulty, 
reduction of the cortex, and an enlarged pelvis, full of fat. Signs 
of fatty cortical degeneration were also noted. 

Cultures taken, with due cauterizing precautions, from the spleen 
and lung showed a pure heavy growth of Staphylococcus aurcus. 


Comments, 

- The mental patient has notoriously poor resistance and 
often succumbs early to infection. The general meta- 
bolism is usually upset, and most patients suffer from mild 
chronic acidosis.t At the same time it is unusual! for a 
staphvlococeal septicaemia to be so quickly fatal, thirty 
hours being a remarkably brief illness for an adult. In 
the light of the Bundaberg fatalities the case has, however, 
a topical interest. 


We are indebted to Dr. F. R. P. Taylor, medical superintendent 
of the East Sussex Mental Hospital, for permission to publish 


case. 
W. A. Duncan, M.B., Ch.B.Ed., 
Assistant Medical Officer. 


Grorrrey SHera, M.D.Cantab., 
Pathologist, East Sussex County Mental Hospital. 


TROPICAL LIVER ABSCESS ACQUIRED IN 
ENGLAND. 
Tae occurrence of a case of tropical liver abscess in a 
man who had not travelled outside Great Britain appears 
to be of sufficient interest to merit recording. 


The patient, a man aged 49, was caretaker at the Burnley public 
abatioir. He became ill ten or eleven months before admission to 
hospital. The first signs of infection were diarrhoea (four to six 
motions a day) and the passage of much mucus. About two 
months later he noticed a quantity of blood and slime in his 
Stools and complained of pain and tenesmus; the straining did 
not relieve the pain, but tended to make it worse. Restriction 
to milk diet for six weeks relieved the diarrhoea for a period of 
eight weeks, during which time he felt quite well. Then followed 
another attack of diarrhoea (five to six motions a day), but this 


1Shera, Geoffrey: Journal of Mental Science, July, 1928, pp. 454-459. 


there was slight tenderness over the liver, and probably slight 
enlargement of this organ, since a diagnosis of gall-stones was 
made. Later he was suddenly seized with severe pain over the 
liver, ‘‘ as if someone had stuck a knife in him” ; he also began 
to complain of pain in the right shoulder and upper arm. The 
pain over the liver came and went for about six weeks after its 
appearance, and frequently woke the patient at night; the 
diarrhoea also came on in attacks. Hypnotics were given to 
subdue the pain, and finally the patient was admitted to the 
Victoria Hospital, Burnley. ring his illness he had lost weight. 

On admission he was thin and emaciated; the skin was muddy, 
and he leoked very like a man with advanced carcinoma. The 
skin had lost its elasticity. The abdomen was very thin, but a 
bulging was seen in the right hypochondrium extending into the 
> astrium. There. was no pain over the liver, but there was 

ight tenderness. The liver was greatly enlarged, and its edge 
extended half an inch below the level of the umbilicus. The 
enlargement was uniform and the edge was smooth on palpation, 
Nothing else of note was found in the abdomen. A rectal exam- 
ination disclosed no tenderness, and no growth was felt. 
examining finger returned covered with mucus. : 

He subsequently complained of such intense pain over the liver 
and in the epigastrium that he could not sleep without morphine. 
The diarrhoea persisted, and a large, red, oedematous, tender 
swelling developed over the right costal margin. On. z-ray exam- 
ination a large shadow was seen in the right hypochondrium ex- 
tending over nearly all the liver area, which was mapped out b 
palpation. Screening showed that the diaphragm on the righ 
side was pushed up and did not move with respiration. Numerous 
Entamocbae histolyticae were found in the stools. At an opera- 
tion a large liver abscess was opened, and about two pints of 
chocolate-coloured pus was drained off. No amoebae or cysts 
were found in the pus, which was examined three times during 
the next six days. After the operation he was given saline solu- 
tions, farinaceous -_ pulv. ipecac. co., and emetine bismuih 
iodide grain 1 t.i.d. e diarrhoea grew worse, and injections of 
emetine hydrochloride were tried. ro days after the operation 
hiccup developed, which was temporarily relieved by oil of 
cloves, but in spite of all treatment the patient went rapidly 
downhill and died seventeen days after the operation. 


This case was especially interesting in that the patient 
had never been abroad and did not know anyone who had 
suffered from or been in contact with amoebic dysentery. 
The source of infection was not traced. Another point 
was the difficulty of diagnosis, and this was only finally 
accomplished after a microscopic examination of the stools 
had been made. At different stages of the illness the 
condition appeared to be gall-stones, carcinoma, and sub- 
phrenic abscess in turn. It would. seem well to make a 
routine examination of the stools in all cases of obstinate 
diarrhoea, which persists without obvious cause in spite 
of the usual treatment. 

I am indebted to Mr. Callam, honorary surgeon to the Victoria 


- Hospital, and also to Dr. Haworth, honorary physician, for their 
permission to publish this case. 


Bradford. J. Campnect Grrroy, M.B.Ed. 


LARGE OSSICLES IN BOTH KNEE-JOINTS. 
Tue following case of ossicles in apparently healthy knee- 
joints seems to be worthy of record. 

A soklier, while performing his duties in his company kitchen, 
was suddenly seized with acute pain in the right knee-joint. He 
was a dalesman from Westmorland, and, though accustomed to 
travel over rugged hillsides and moorland, had never had any 
previous trouble with either knee-joint. 

On examination, some hours after the attack of pain, a slight 
effusion was present in the right knee-joint, and a large bony body 
was felt in the outer and anterior portion of the suprapatellar 

. This body could be moved across the synovial pouch from 
side to side. Examination of the left knee revealed a similar body 
ia the same position, 

As soon as the slight synovitis of the right knee had subsided 
the ossicle was removed by an incision on the outer side of the 
patella; the joint was then closed in layers m the usual manner. 
For convenience of nursing, the left ossicle was removed a few 

Both ossicles were lying quite free in the joints and had no 
connexions or adhesions whatsoever. They were oval, somewhat 
the shape of a Brazil nut in section, a little more than one and 
a half inches in their longest diameter, and eburnated on their 

osterior faces where they came intg contact with the femora. 
The synovial membrane in contact with them was vasculariged and 
velvety in appearance. 

Convalescence was rapid and the patient walked perfectly as soon 
as allowed to do so. 


The interest of this case lies in the size of the ossicles 
and the fact that the condition was bilateral. No current 
theory of the genesis of intra-articular bodies scems adequate 
to explain such a condition arising in a healthy man with 


‘fectly healthy joints. 
perfectly Buren, 0.B.E., M.D., BS., 


Wool Military Hospital. Temporary Major R.A.M.C, 
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WILLIAM BATESON. 

To all British biologists the death of William Bateson 
seemed at the time calamitous. It left us leaderless, and 
as yet there is no one who can worthily fill his place. We 
knew him to be a really great man, but we did not know 
the quality of his greatness. And so it was that for us this 
book, William Bateson, F.R.S., Naturalist, was necessary : 
it explains so much. Mrs. Bateson, in giving a finely 
drawn sketch of her husband, unwittingly allows us to 
recognize the fact that much of the encouragement and 
practical help which made his pioneer work possible and 
successful came from her. The book is inspiring reading 
for the professional scientist: in its pages it can be seen 
that really first-class scientific work can be done under the 
most unsatisfactory circumstances, provided that the man 
who does it is himself first-rate. But we would specially 
recommend it to the wives, actual or prospective, of the 
men who serve science, for it will explain to them, as 
no other book can, the kind of personality that is exhibited 
by the man who loves his work more than anything else in 
life, and the need that such a man feels for spiritual 
companionship and practical help. 

- The book is built up of a memoir, fourteen selected 
papers, described by Bateson himself as ‘‘ more .or less 
lawfully begotten by Mendelism out of Common Sense 
me obstetricante’’ and classified as digestible, for the 
eupeptic only, and indigestible; five educational essays, 
and three reviews; the whole constituting a vivid portrait 
of a rare personality. ‘To observe with him was an 
instinct, and to reflect and criticize, a lifelong habit. 
Never for one moment in the interest of detail did he 
lose sight of the central quest. For him no method, nor 
any branch of research, was an end in itself or more than 
a useful tool to chip away with. He dreaded the pedantry 
and increasing narrowness of each branch of biological 
research almost more than he dreaded and despised the 
public ignorance.’’ How magnificent an epitaph and how 
well deserved! ‘‘ Faith in great work,’’ he wrote, ‘‘ is the 
nearest to religion that I have ever got, and it supplies 
what religious people get from superstition. There is also 
this difference, that the man of science rarely hears the 
tempting voices and very seldom needs a stimulant at all, 
whereas the common man craves it all the time. Of course, 
there is great work that is not science—great art, for 
instance, is perhaps greater still, but that is for the 
rarest and is scarcely in the reach of people like ourselves. 
Science, I am certain, comes next, and that is well within 
our reach... .’’ How fine a creed and how splendidly 
arrogant! The scientist shares in the glory of his science 
and is proud in his humility. 

The story of the earlier years spent in the experimental 
study of heredity and variation is fascinating. Surely no 
one ever met with so much discouragement. Bateson saw 
in this new science of genetics—he coined the word in 
1905—the most promising means of advancement of pure 
science, and quickly recognized that such knowledge, if 
pursued, must ultimately lead to amelioration in the 
conditions of human life, It is true that he himself was 
entirely engrossed in the purely scientific aspect and 
interest of the work, and that he was bored rather than 
pleased by the practical application of the knowledge he 
was acquiring, since he feared that the application of 
genetics to agriculture would attract to research the wrong 
kind of worker, whose motive was gain or profit for some- 
one. It has! But he was alone in his vision. Applica- 
tion after application for grants-in-aid was unsuccessful: 
rebuff followed rebuff, and at length he learnt to be wary 
in giving expression to his natural hopefulness. It is of 
interest to note that he declined an invitation to transfer 
his activities to America in 1902 for the reason that at 
that time he was still hopeful of starting an experimental 


1 William Bateson,’ P.R.S., Naturalist. His Essays and Addresses, , 
together with a short Account of his Life by Beatrice Bateson. London: 
nae University Press. 1928. (Demy 8vo, pp. ix + 473;°4 plates, 

ne 


breeding station in England, and that he had to wait eight 
years before he got it. He, like the rest of us, was forced 
to spend much of his time and energy in seeking adequate 
endowment, for he recognized that this was as important 
as extending the compass of the work. 

There is a letter (p. 102) which illuminates much in 
Bateson’s history that invited explanation: it records his 
emotions on hearing of Weldon’s death. He acknowledges 
his great indebtedness to Weldon, and then goes on to say, 
‘‘if any man ever set himself to destroy another man’s 
work, that did he do to me.’”? This statement, we think, 
is justified. The bitterness of this war between bio- 
metrician and Mendelian ‘has not yet completely evaporated, 

In 1926, in a letter to the council of the John Innes 
Institution, Bateson touches upon two mattersof the greatest 
interest to those of us who knew him. The chief centre 
of activity in genetics had shifted from where Bateson was 
to America—to Morgan and his school—a real calamity for 
British biology. The reason is a simple one. The amazing 
rate of development of genetics in America was determined 
primarily by the unique suitability of Drosophila as experi- 
mental material. Bateson was handicapped by the reaction 
of his many failures to obtain a proper recognition for 
his science in this country, and by the fact that he had 
become accustomed to work with a material that could 
not compare with Drosophila. Mendel was permitted to 
solve the riddle of heredity because the edible pea revealed 
the clue to him. In this letter he refers also to the fact 
that there was at Merton no one to succeed him. He who 
had given a name to a science had failed to form a school. 
The reasons for this would seem to have been that Bateson 
would have none but men of first-rate ability around him, 
and that these were attracted to genetics but rarely. He 
meant to repair the deficiency, but died a month after the 
letter was written. His body was cremated and his ashes 
scattered. In ten years or so the monument to Bateson’s 
greatness will have taken shape. His labours, seemingly 
unproductive at the time, have made the path of those 
who follow him not merely smooth but indeed pleasant. 

This is a fine book, absorbingly interesting and delight- 
fully written. It may well be prescribed for any intelli- 
gent patient suffering from debilitated faith in the 
possibilities of human development. 

Cc. 


PHYSICAL DIAGNOSIS. 

Books on clinical diagnosis too often consist of a rather 
dreary catalogue of the physical signs which may or may 
not be elicited in health and disease, while most authors 
who elect to write dissertations on this subject devote so 
much attention to the thorax and the abdomen that scant 
notice is given to other regions of the body. In presenting 
Physical Diagnosis? Professor C, P. Emerson has made @ 
welcome break with the usual traditions, and the result 
is a very comprehensive and at the same time readable 
volume which covers all the organs and systems of the 
body and directs attention to the organism in its entirety. 
At the same time he has enlivened his chapters by brief 
references to regional anatomy and historical notes on the 
original. discovery and application of different physical 
signs. He maintains strongly that physical investigation 
is, and must remain, the primary fundamental method of 
diagnosis. The increase of laboratory and instrumental 
aids to diagnosis has made the accurate determination 
and interpretation of physical signs of even greater impore 
tance than was formerly the case, and has increased rather 
than diminished the responsibilities of the man personally 
responsible for the individual patient. | 

The introductory chapter is devoted to a short review of 
the contributions to clinical methods of such masters 
as Sydenham, Laennec, Skoda, Flint, Corrigan, Graves, 
Mackenzie, Osler, and others. There is a useful hint on 
the importance of ensuring that the examination of the 
patient should always be undertaken in a sufficient light. 
Then follows a chapter on general physical characteristics 


2 Physical Diagnosis. By Charles Phillips Emerson, A.B., M.D, 
London: J. B, Linpincott Company. 1928. (Med. 8vo, pp. xv + 5535 
324 illustrations. 35s. net.) ; 


7 


r 


tl 


| 
il 
§ a 
d 
Bi 
5 
Cc 
a 
| 
| s 
| 
| 
d 
| ] 
0 
a Cc 
7 
| t 
ii 
is 
‘ 
t 
— it 
ti 
t 
r 
a 
fi 
b 
g 
a 
Ww 
-£ 
tl 
is 
KC 
be 
re 
cl 
18 
| | 


SEPT. 22, 1928] 


REVIEWS. 


631 


—— 


in which the types of growth, abnormalities of growth, 
real and apparent ages, and the general attitude of patients 
are discussed and commented upon. Succeeding chapters 
deal with the regions of the body taken in order, the 
general body surface including a review of the more 
ccmmon affections of the skin, the head, spine, thorax, 
abdomen, and the extremities. The descriptions as a rule 
are clear, and the explanations as to how and why a given 
condition produces a certain sign are sufficiently definite to 
stamp them on the memory of the reader. , 

We might have expected to find in « work of this kind 
some refercace to the theories of the causation of visceral 
pain—work which, initiated by Mackenzie a good many 
years ago, has been elaborated by other investigators; but 
no mention is made of this fascinating field of study for 
the clinical observer. Such other criticism as we might be 
disposed to offer would be that perhaps the author has 
attempted to cover too much ground in his interpretation 
of the title chosen, physical diagnosis: that his book might 
almost be described as a textbook of medicine compiled 
from a new point of view. If this be a fault it is decidedly 
a fault in the right direction. The book is liberally illus- 
trated with charts, diagrams, and reproductions from 
photographs. The photographs, on the whole, are very 
successful, except those illustrating diseases of the skin; 
in this instance photographs can never convey an intelli- 
gible message to the student, and only very rarely do they 
do so to one who is familiar with the characteristics of the 
lesion it is sought to depict. ° 


PEDIATRICS. 

Ir is always refreshing to find a familiar subject approached 
on unusual lines, and in Recent Advances in Diseases of 
Children® Dr. W. J. Pearson and Dr, W. G. Wy iE have 
certainly a great number of fresh ideas to bring forward. 
The book differs in some respects from other members of 
the series, for it really covers the whole field of pediatrics, 
and is from this point of view a well-documented and 
up-to-date manual of the subject. Its unconventionality 
begins in the first chapter, where, under the heading of 
“A philosophy of disease,’’ the authors take stock, as it 
were, of the present position. They describe two contrasted 
types, the ‘‘lymphatic’’? and the “ acid,’’ basing the 
classification on clinical and biochemical data. The normal 
child, they say, ‘* presents a mean between the two,’’ and 
these two tendencies are present in every child, repre- 
senting the ‘‘soil’’? wherein the reaction to disease processes 
takes place. This view, along with a very interesting 
analysis (at times difficult to follow) of the chemical 
reactions of the body, is worked out in some detail in this 
introductory chapter. The impression is left that the logic 
is a trifle daring even if the chemistry is soind—of which 
we are not always quite sure. Thereafter the book follows 
the usual programme so far as subject-matter is concerned ; 
it is in their return to the theories and implications of 
the introduction that the authors’ unconventionality breaks 
through. At times, indeed, the views expressed become 
rather startling, and we find it impossible to follow such 
a statement as occurs on page 321, dealing with fibrosis 
of the lung: ‘‘ The main reason for non-resolution and 
fibrosis lies in a chemical fault, an excess of acid in the 
blood.”’? The rest of the.section on this subject is very 
good, and it is typical of the whole book to find a mass of 
sound teaching in the middle of which appears a loose phrase 
at which common sense rebels. Do the authors believe 
that there is ever any acid in the blood, far less “‘ excess ”’ 
of such acid? The opinions on tonsils and adenoids are 
well balanced, and the chapter on the nervous system is 
-good. Modern views on nephritis are well summarized, and 
the very complex subject of the blood disorders of children 
is cleverly treated. Enough has been said to indicate the 
scope and standard of the volume, and it should certainl 
be read by those interested in modern medicine. It will 
repay study, despite its controversial nature and its loose 
chemical terminology. 


* Recent Advances in Diseases of Children. By Wilfred J. Pearson, 
D.S.0.,  M.C., Wyllie, M.D., M.R.C.P. 


D.M., -R.C.P., and W. 
London: J. and A, Churchill. 1928. (5: x 8j, pp. viii + 593; 18 figures, 
18 plates. 15s.) 


GASTRO-INTESTINAL DISEASES. 

ELxEvEn lectures delivered at the James Mackenzie Institute 
for Clinical Research at St. Andrews on Gastro-Intestinal 
Diseases* during the winter session of 1927 have now 
been published under the editorship of Professor Davip 
Warterston. The honorary director of the Institute—Dr. 
A. Maitland Ramsay—opens the series with an account of 
the ocular manifestations of gastro-intestinal disorders, 
among which he includes iritis due to dental infection, and 
to constipation with the resulting intoxication and infection. 
The other lecturers were imported, and include Sir Lenthal 
Cheatle, who applies some recent views upon carcinoma, 
especially of the mamma, to the colon, and Dr. E. I. 
Spriggs of Ruthin Castle, whose lecture on the symptoms 
of gastric cancer is illustrated by twelve excellent skia- 
grams; he considers that the only absolutely constant sign 
is arrest of peristalsis at the site of the growth, as shown 
radiologically. Dr. J. B. Orr, director of the Rowett 
Research Institute, Aberdeen, in discussing the influence 
of diet on the physiology of the alimentary canal, gives the 
results of his own experience of starvation and of experi- 
ments at his Institute. Professor John Fraser’s account 
of the diagnostic value of superficial pain is based on much 
thoughtful observation, and Dr. Matthew’s discussion of 
the significance of haematemesis utilizes his analysis cf 
cases in the Edinburgh Royal Infirmary. Professor 
D. P. D. Wilkie’s lecture on gall-bladder disease and gall- 
stones contains a criticism of duodenal drainage and an 
appreciation of Graham’s tetraiodophenolphthalein method 
of diagnosis. Dr. R. O. Adamson of Glasgow writes at 
length on the symptoms of dyspepsia as met with in general 
practice, and Professor Archibald Young enters fully into 
the surgical aspects of gastric and duodenal ulcers. The 
subject of dissemination of malignant disease, especially in 
the abdomen, was wisely entrusted to Professor Robert 
Muir, who provides much information in a suggestive 
manner, and Sir John Marnoch warns tlie reader against 
some of the pitfalls in the diagnosis of acute abdominal 
disease. 
OVARIAN GRAFTS. 
Tar publicity given of late to the grafting operations 
performed by Dr. Voronoff has rendered it desirable that 
there should be some work which would summarize all the 
available information on this subject. A recent book by 
Dr. Pettrxari on ovarian grafts,® although not written for 
this purpose, does provide such a book of reference for at 
least a part of this subject; as its title indicates, it is 
concerned only with ovarian grafts and the endocrine 
action of that gland. The volume may be regarded as con- 
sisting of two parts. The first deals with the histology of the 
ovary in all its cyclical transformations, with feminization, 
experimental hermaphroditism, revitalizing grafts, the 
origin of ovarian hormones—specific and general—and their 
relationship with lactation and the mammary gland, sexual 
characters, and so on. The second part is devoted to the 
application of ovarian grafts, and here the author discusses 
in some detail the important question of the role of the 
ovary as a ductless gland both in physiology and pathology. 
Other chapters are devoted to the indications and contra- 
indications for grafting, and the technique to be employed. 
Finally, the much-discussed problem of the transplantation 
of the ovaries of monkeys to women is reviewed. There is 
a large bibliography, the illustrations are numerous, and 
a very concise list is given of the author’s own conclusions. 

Dr. Pettinari was assistant to Voronoff for some time, 
and has himself had a considerable experience of gland 
grafting. His volume may therefore be regarded as fairly 
representing the views of the Voronoff school on this aspect 
of the subject, and not merely as a review of the literature. 
The book is written clearly and moderately, and seems 
reasonably free from bias; the reader is given a fair idea 
of those cases in which ovarian graft might be of use, the 
results which would probably be obtained, and the best 


4 Gastro-Intestinal Diseases. Lectures delivered at the James Mackenzie 
Institute for Clinical Research, St. Andrews. Edited by Professor David 
Waterston, M.D., F.R.C.S.Ed. Oxford Medical Publications, London : 
Milford, Oxford University Press. 1928. (Demy 8vo, pp. viii + 278; 
99 figures. 10s. 6d. net.) 

5 Greffe Ovarienne. Par Vittorio Pettinari. Paris: G. Doin. 192, 
(6; x 93, pp. 494; 181 figures. 70 fr.) 


ght 
ced 
ate 
ant 
in 
his 
ges 
ay, 
nk 
ed, 
nes 
test 
itre 
was 
for 
ing 
ned 
‘ion 
for f 
had 
uld 
to 
led 
fact: 
vho 
SoD 
im, 
He 
the 
shes | 
igly | 
1088 ae 
rht- 
elli- 
the 
a 
| 
cher 
may 
ors - 
SO 
ant 
‘ing | 
le @ 
sult 
able | 
the 
ety. 
rief | 
the 
ical 
tron 
1 of 
ntal 
tion 
por- 
ther 
of 
ters 1 
ves, 
on 
the = 
M.D, 


632 22, 1928] 


NOTES ON BOOKS. 


Jouanal 


technique to be adopted. It is well produced, and contains 
nearly two hundred excellent figures, most of them original, 
illustrating the anatomy and histology of the ovary, the 
results of the operations both to the gland itself and to the 
subject, and the technique of the various types of operation. 


GUY’S HOSPITAL REPORTS. 

Arter some lines of verse entitled ‘‘De Motu Cordis, 
1628-1928,’’ reprinted from the Times, the third quarterly 
instalment of the Guy’s Hospital Reports,* which contains 
twenty-two articles, begins with M. A. J. MeNair’s 
interesting account of James Blundell, obstetric physician 
1818-34, who a hundred years ago performed the first 
successful hysterectomy for cancer in this country, and 
did much in regard to blood transfusion. A particularly 
thoughtful and philosophical article by Dr. J. A. Ryle on 
angor animi or the sense of dying shows that it occurs 
in Gowers’s vaso-vagal attacks as well as in angina pectoris, 
and that in a patient with the former kind of seizure 
it may occur over a period of thirty years without modi- 
fication, although the patient now realizes that she will 
not die in them. There are several papers on nervous 
diseases: Mr. A. B. Kettle writes on multiple gummata 
of the brain; Mr. O. Plowright on familial claw-foot with 
absent tendon-jerks and cerebellar disease; and a case of 
acute ascending myelitis is recorded by Dr. R. L. Water- 
field, who also contributes three other short papers on two 
eases of subarachnoid haemorrhage, Biot’s respiration asso- 
ciated with obstruction of the superior vena cava of obscure 
origin, and the alternation and subsequent combination 
of met- and sulph-haemoglobinaemia in one patient. The 
last of these papers is followed by Dr. M. O. Raven’s 
report on a case of methaemoglobinaemia due to poisoning 
by antikamnia (acetanilide), with a note by Dr. J. A. Ryle. 
A simplified method of detecting megalocystosis is described, 
with illustrations, by Dr. F. A. Knott. Drs. J. M. H. 
Campbell, G. O. Mitchell, and A. T. W. Powell give an 
account of their experimental investigation by way of 
fractional test meals on the influence of exercise and hot 
baths on digestion. Mr. E, H. Roche discusses the factors 
determining why empyema wounds heal less satisfactorily 
than drainage wounds in other parts of the body as a 
preliminary to his article on suction in the treatment of 
empyema. Drs. E. P. Poulton and W. W. Payne describe 
an unusual type of insulin reaction in a diabetic woman 
who had a high renal threshold and frequently had sym- 
ptoms of “ hypoglycaemia’’ when the blood sugar was 
falling, even though the values were often over 0.25 per 
cent. Dr. W. L. Watt gives a regional series of cases of 
malignant disease treated with deep x rays, Mr. J. W. 
Shackle figures a stage in the development of Taenia 
echinococeus seldom seen, Dr. N. Burgess writes on caleium 
metabolism in skin diseases, and there are five cases of 
interest (the fifth series) from ‘Clinical’? ward. Dr. 
J. F. Venables records a case of Hodgkin’s disease primary 
in the small intestine causing intestinal obstruction—an 
event which appears to be unique. 


NOTES ON BOOKS. 


THe popularity of the late Professor Srritmpett’s textbook 
of pathology and therapeutics? shows no abatement, and 
Pro essor Carty SEyFaRTH, who has been for some time asso- 
ciated with this publication, has maintained the high standard 
of previous issues. We reviewed the first volume of the twenty- 
sixth edition in July, 1927; the second volume of this edition 
appeared in the following October. We have received the first 
volume of the twenty-seventh edition, and the second volume is 
expected shortly. Under such conditions it is difficult to say 
more than that the book deserves the favour in whieh it is held 
though the habit of limiting the index to the second volume of 
each edition is a little inconvenient in the circumstances. 


®* Guy's Hospital Reports, Vol. 78 (Vol. 8, f i 
‘Edited “by Arthur Hurst, The 
Med. 8vo, pp. 78; 2 full plates, 15 figures. Annual subscription 
for — single numbers 12s. 6d. each y : 
Jiriimpell-Seyfart urbuch der iellen Pat ie 
der inneren Krankheiten. Twenty-sixth edition, Part it 
seventh edition, Part I. Leipzig: F. C. W. Vogel. 1927 and 1998. “(Sud 
roy. 8vo, Part II, ‘xii + 982; 202 res, 6 tables; M.50. Part 
pp. xiii + 872; 172 figur: :, 10 plates; M.25.) 


In his book Man and Sunlight,’ Major Hans Surén, formerly 
chief of the German army school for physical exercise, advocates 
enthusiastically the value of exposure of the whole body to 
sun and fresh air. He supplies numerous illustrations of the 
various exercises and games which can be employed, and, in 
addition to his main argument, the book contains many _prac- 
tical hints and warnings. The volume may be considered 
a timely protest against certain unhealthy sequels of city life, 
but it is a little difficult to see at present how his recom- 
— could be adopted in this country on any appreciable 
scale. 


A copy of the obstetrical yearbook® by H. VicNnes and 
B. Jean, with the collaboration of V. Rosi, containing the 
important papers that appeared during 1925, has reached us. 
This gives a short analytical review of the papers by writers 
on this subject in France and other countries, and is interesting 
as containing a special section at the end on veterinary 
obstetrics. It has also some — articles by Dr. Henry 
Vignes, which might be useful to anyone working at the 
subjects he takes up for critical review. They include 
researches on the function of the placenta, the pancreatic 
function during pregnancy, the assermann reaction in 
obstetrical practice, cancer in pregnancy, and the anaemias in 


pregnancy and the puerperium. 


Major E. E. Austen, Keeper of the Department of Entomo- 
logy in the British Museum (Natural History), has revised, for 
its third edition, his pamphlet on The House-Fly: Its Life- 
History, Importance as a Disease Carrier, and Practical 
Measures for its Suppression,'® incorporating many minor 
additions made to knowledge in the two years that have 
elapsed since the publication of the second edition, which was 
reviewed on May 29th, 1926 (p. 906). The new matter relates 
mainly to alternative methods for the suppression of house-fly 
breeding in municipal refuse dumps, and to the American 
method of utilizing hydrocyanic gas for the destruction of 
house-flies. Attention is drawn to the way, described as ‘‘ little 
short of scandalous,” in which pastrycooks’ wares in Great 
— are frequently exposed to contamination by house- 

ies. 


Under the long title Die Lagerung Verletzter und Erkrankter 
Gliedmassen. Leerschienen und Verbandlose Wundbehandlung," 
Dr. Hermeich Braun of Zwickau (Saxony) gives a_ short 
account of the uses of his skeleton splints, which he found 
valuable in the war and in the years of peace which 
have followed. He claims good results for his open method of 
wound treatment, and says that his splints and their use are 
so simple that any practitioner should succeed in treating 
fractures with them. 


Once upon a time Dr. WrerH-Knvupsen, then a young graduate 
in political economy, was asked by a Japanese : *‘ Why do you 
European men treat and regard your women with such respect, 
often amounting to adoration? ’’ For twenty years Dr. Wieth: 
Knudsen has sought an answer to this question, and at length 
he has found it in the legend of Don Juan. This legend, he 
says, is the myth of the white man’s pilgrimage of pain in 
search of a woman who is his in spirit and in truth. 
Having concentrated in himself the idealistic needs of the 
whole white race, Don Juan sought to find and possess them 
all concentrated in one woman. He was the incarnate mono- 

amist, driveh on by each fresh disappointment until he had 

mn compelled to love hundreds of women. In support. of this 
view Dr. Wieth-Knudsen has written Feminism: A Sociological 
Study of the Woman Question coe Ancient Times to the 
Present Day.** He is not, perhaps, so crudely violent as 
Mr. Ludovici in the e ition of his thesis; but it is per- 
missible to doubt whether, in the present position of the 
woman question, it is any longer worth while uttering these 
Cassandra-like prophecies. The feminist movement has reached 
the stage when there is little left except to watch the effect 
of the experiment upon white civilization. Possibly it is not 
yet clear what is the exact nature of the ‘‘ higher and fuller 


8 Man and Sunlight., By Hans Surén. Authorized translation from the 

sixty-seventh edition by David Arthur Jones, M.C. With foreword b 
©. Ww. Saleeby, M.D. Slough: The Sollux Publishing Company. 
(Post 8vo, pp. x + 196; illustrated: 6s. net.) : 
Année Obstétricale (Travaux de 1925). 
Avec la. collaboration de V. Robin. Paris: Masson et 
8vo, pp. 24% 40 fr. pane majoration.) 
18 The House-Fly: Its Life-History, Importance as a Disease Carrier, and 
Practical Measures for. its Suppression. By. Major E. E,. Austen, D.S.0. 
Third edition. British Museum (Natural Histor Economic Series, 
No. 1a. London: British Museum (Natural History), Edinburgh: Oliver 
and Boyd, 1928. <x 8{, pp. Is.) 

11 Die Lagerung Verletzter und Erkrankter Giiedmassen. Leerachienen 
und Verbandlose Wundbehandiung. Von Geli. Med.-Rat Professor _Dr, 
Leipzig: J. A. Barth. 1928. (Med. 8vo, pp. 118; 

res. M. . 
. 12 Peminism: A Seciolerical Study of the Woman Question. By K. A. 
Wieth-Knudéen. Translated 


ie. 1927, (Meds 


London: Constable and Co., Ltd. 1928. (5 x 8, pp. vii + 332. . net.) 


Par H. Vignes et B. Jean. 


from the Danish by Arthur 6. ee 
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life’? which is to result. from shaking off the domination of | mated to the fixed blade by a force applied to its centre; thus 


man. Even Dr. Wieth-Knudsen does not seem to have obtained 
an answer to this problem. 


The Art of Flying,’* by Captain Norman Maciitay, is full 
of interesting and useful information about the 
effects of high altitudes, aerobatics, and speed 
on aeroplane pilots. There is a chapter on *‘ The 
sense of hearing,’”’ and another on ‘‘ The human 
factor,’ which will be of real value to medical 
officers of the Royal Air Force and to members 
of the profession who may be consulted by persons 
desirous of taking up flying as a career. ‘lhe 
‘book is well illustrated, and, without being 
technical, is a complete textbook on how to fly. 
In this beok the statements of chief interest to 
those interested in the physiology of flying are that inability 
to hear correctly is often the initial cause of many flying 
accidents, that the sensations received from the ge seat 
are of great importance, that vision is affected by high altitudes, 
and that fainting during aerobatics occurs when the centrifugal 
force reaches eight times gravity. We note also the author’s 
remark, presumably based on personal experience, that if one 
has a bad cold, and wraps up warmly, a flight at 10,000 feet 
for twenty minutes has very beneficial effects. 


Miss E. Mary Herrer has translated into English Professor 
ViGand’s textbook of Practical Serologu,'* and in an 
editorial preface Dr. C. G. L. Wolf commends it for its lucidity 
and comprehensive outlook. Professor Vigand has prepared 
a simple practical account of the various methods used in 
serology generally, and the book gives a large amount of 
useful information compressed into a smal] space. The illus- 
trations are good and there is a ‘‘ glossarial index ’’ to interpret 
the rather formidable immunological vocabulary. 


Dr. Hans Scuerrter of Bochum (Westphalia) gives, in his 
observations and results of five years’ fracture treatment,}> 
his experience as a — to a coal mine, which will interest 
other surgeons similarly employed, as well as_ practitioners 
generally. The tetrapod walking-sticks—if we may so call 
them—shown in Fig. 1 strike us as having a practical value 
in the early ambulant treatment of fractures. 


The Art of Flying. By Captain Norman Macmillan, M.C., A.F.C. 
With a foreword by Sir Sefton Brancker, K.C.B.; A.F.C. London: Duck- 
worth. 1928. (Cr. 8vo, Pp. 159; illustrated. 5s. net.) 

14 Practical Serology. By Luigi Vigand. Translated by E. Mary Heffer. 
Edited by C. G. L. Wolf. Cambridge: W. Heffer and Sons, Ltd. 1928. 
(Demy 8vo, pp. x + 221; 39 figures, lates. 12s. 6d. net.) 

13 Beobachtungen und Ergebnisse bei einer [— Frakturen- 
behandlung. Von Dr. Hans Scheffler. Berlin: J. Springer. 1927. (Sup. 
roy. 8vo, pp. 85; 18 figures. R.M.3.) 


PREPARATIONS AND APPLIANCES. 

A Contarner For Rapium NEEDLES. 
Dre. P. Crexnect Fenwick (officer in charge of the Radium 
and Deep Therapy Department, North Canterbury Hospital, 
Christchurch, New Zealand) writes : I send a description of a 
very satisfactory appliance made by my chief assistant, Mr. 
Charles Hines. It is a device for containing radium needles, 
threaded ready for use and during sterilization. The trouble 
I always find when taking radium needles to the theatre is 
that, when sterilized, the threads attached to each needle 
become entangled, and much time and patience is wasted 
disentangling them. Two blocks of brass 3/8 in. thick are 
joined by strips of brass 3/8 in. thick and 15 in. in 
ength. One is drilled on its outer edge with a number 
of holes which admit the needles, which fit in and leave 
their eyes protruding. Another block is drilled through on 
its face with an equal number of holes. The needle is 
threaded and dropped into the hole in the second block; the 
thread is passed over the face of this block and through 
the hole in the other block, and then tied taut. The needles, 
thus secured, may be kept safely and conveniently until 
required for use. The whole apparatus can then be placed in 
the sterilizer. Each needle is released individually by a snip 
of the scissors across the string close to the block. Any 
needles not required are left in the frame, and thus the danger 
of any loss is avoided. 


A GAsTRO-ENTEROSTOMY CLAMP. 

Mr. C. A. Wells (honorary assistant surgeon to the Royal 
Southern Hospital, Liverpool) sends a description of a gastro- 
enterostomy clamp which has been made for him by Messrs. 

hackray, Park Street, Leeds. He writes: The instrument 
consists of two rigid blades; one is mounted on a leaf spring, 
the centre of which is attached to a cranked arm whic 
occupies the position of the second blade in the ordinary clamp. 
When the instrument ‘is racked up the sprung blade is approxi- 


the pressure is evenly distributed from end to end, the grip is 
certain, and at no point is there any tendency to crush the 
bowel. The instrument illustrated has a blade 64 in. long and 
an over-all length of 125 in. The sprung blade has, in the end 


nearer to the lock, a slot, through which passes a post attached 

to the fixed blade to give lateral stability. For cleaning 

purposes the various component pone are detachable. In 
i 


practice the clamp is extremely reliable in its hold, provides 
excellent haemostasis, and does not crush. 


Direct Stzreoscopic X-Ray EXAMINATION. 

Some pioneers in z-ray work, notably the late Sir James 
Mackenzie Davidson, recognized very soon after these rays were 
discovered that a stereoscopic method of examining the shadows 
was very desirable. Mackenzie Davidson himself produced an 
apparatus, which was shown at a Royal Society conversazione, for 
viewing stereoscopically the image on the fluorescent screen. 
This depended upon the alternating illumination of two tubes, 
together with the synchronized movement of a collapsing or 
rotating shutter so adjusted that one eye of the observer could 
see only the shadow cast on the screen by the first tube, and the 
other eye only the shadow cast by the second; each eye thus 
saw its own image, and the combination gave the stereoscopic 
picture. There were many mechanical difficulties in carrying out 
this method, which prevented it from coming into use, but the 
correctness of the principle as well as the realism of the stereo- 
scopic picture and its immense aid to diagnosis have always been 
acknowledged. Now at length a stereoscopic installation with 
these difficulties overcome has been constructed. It was first 
demonstrated by its inventor, Mr. F. E. Bornhardt, at the Medical 
Congress at Wiesbaden last year. One such installation has been 
set up in London, at the offices of Stereoscopic X-Rays Limited 
(67a, Baker Street, W.1), where a representative of the Journal 
had the opportunity of witnessing a demonstration. The apparatus, 
necessarily a large and elaborate one, produces on the fluorescent 
screen, with the minimum of adjustment and with no dubiety, a 
shadow picture in perfect relief. Two ‘‘ metalix’’ tubes, supplied 
with high tension alternating current, are placed side by side in a 
special screened receptacle, the distance between them correspond- 
ing to the pupillar measurement of the observer. The tubes are 
fitted to a projecting arm at the back of a movable counter- 
‘balanced table stand, while a similar arm at the front of the 
‘stand carries a synchronized viewing device, very much like -the 
eyepiece of an ordinary stereoscope. Before this eyepiece the 
observer sits and watches the image on the screen, the patient 
standing behind the screen and in front of the supporting table. 
The two tubes are switched on automatically in turn, one half- 
phase of the alternating current pxssing through each. Thus in 
‘using a 50-cycle aliernating current there appears on the screen 
a shadow picture from each tube in reciprocal succession at each 
fiftieth of a second. The combination of the images depends on 
the viewing mechanism which contains rotating screens working 
in synchronism with the tubes in such a way that each eye of the 
observer can see only one of the shadow pictures at a time. The 
two pictures on the screen are thus optically separated, but so 
rapid is the movement that to the eye a perfect stereoscopic image 
is presented. Optical correctness is obtained whether the observer 
wishes to have a near or distant view, and by an ingerious device 
on the main stand considerable lateral as well as vertical move- 
ment is possible, so that the patient can be thoroughly examined 
sitting or standing. In depth and perspective the view obtained 
is everything that can be desired. The eye appreciates the 
spatial relation of the shadows just as it would the planes in a 
landscape. The value of such a facility for the study of condi- 
tions in the chest or abdomen or in any part of the body needs 
ho emphasizing. Stereoscopic X-Rays Limited invite medical 
practitioners to witness a demonstration of the apparatus at their 
showroom, where also cases can be examined. 


AspominaL Supports. 

We have received from Messrs. H. E. Curtis and Son, Limited 
(7, Mandeville Place, W.), a copy of their new illustr>ted. cata- 
logue, containing particulars of abdominal supports, belts, and 
corsets. A glance through the pages detailing the different models 
and grades designed to suit, as far as possible, every individual 
requirement shows to how fine _an art the making of such 
appliances has been carried. Directions are given for self- 
measurement where it is not possible for the firm, as they prefer, 
to do this themselves; there are suggestions also for the wearer 
of the support, with a view to adding to the comfort and_useful- 
ness of the fitting. The catalogue illustrates many kinds of 
trusses and colostomy appliances, and of elastic hosiery, in which 
every garment is knitted in one piece with an clastic s iral 
interwoven, on the principle of the puttee, so that the limb 
receives an even pressure throughout. The purpose of all these 
mechanisms is to provide an efficient and comfortable appliance 
which will allow the wearer to have a normal carriage and 
appearance, 
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THE IMPORTANCE OF ZOOLOGY TO MEDICAL 
SCIENCE.* 


BY 


WILLIAM COLIN MACKENZIB, M.D., 


PROFESSOR OF COMPARATIVE ANATOMY AND DIRECTOR OF THE NATIONAL 
MUSEUM OF AUSTRALIAN ZOOLOGY. 


Dvrine the past century the problem of human develop- 
ment has overshadowed all others in biology; round the 
question of human origin a great battle has waged. 
Zoologists, physicians, geologists, and theologians have 
entered the arena, but to-day from the conflict three great 
names emerge—namely, John Hunter, medical practitioner 
and founder of the Hunterian Museum at the Royal College 
of Surgeons of England; Jean Lamarck, comparative 
anatomist, the centenary of whose tragic death will be 
commemorated in Paris next year; and Charles Darwin, 
naturalist. Hunter and Lamarck based their principles 
on function, while Darwin was primarily a structural- 
biologist. 

What to-day do the problems studied by these great 
scientists mean to the man in the street regarding himself 
as healthy, to the sick person seeking hospital admission 
for treatment of his disease, or to the mother of the 
paralysed child faced with a lifelong crippledom? Our 
ultimate judgement on these problems, regarded unfor- 
tunately by many as purely academic, depends on their 
relation to bodily health and disease. It is to this aspect 
that I particularly wish to direct attention. 


Srructure anv Function. 

It is undeniable that in the past too much attention 
has been paid to structure and too little to function, on 
which structure depends, and of which it is the register. 
As Sir Berkeley Moynihan, the President of the Royal 
College of Surgeons, said last year at King’s College 
Hospital Medical School! : 

“At the time when I became a medical student, forty-four 
years ago to-day, we were taught anatomy as we should be 
taught the plan of a city, learning the names of houses, of main 
streets, of their branches and turnings. ... But to the people 
who lived in the city, their industries, their way of life, the part 
they filled in the community, we were hardly expected to give 
& thought, For all we knew the city might be dead.” 


An explanation is to be found partly in the influence of 
Sir Richard Owen, who, having studied at the Jardin des 
Plantes under Cuvier, the bitter foe of Lamarck, sub- 
sequently became the curator of the museum housed in 
the College of which Sir Berkeley Moynihan is the dis- 
tinguished president, partly in the doctrine of a chance 
spontaneous congenital variation commonly called ‘“ sport ”’ 
associated with the principles of natural selection, and 
partly as the result of the introduction of antiseptic 
surgery—the evil accompanying the good, as is found every- 
where throughout nature. ; 

Much consideration in recent times has been given to 
the demonstration of prehistoric skulls in an endeavour to 
fill the gap between the anthropoid and man. To-day no 
one will deny that the positive evidence in this direction. 
now accumulated is overwhelming. But just as we have 
prehistoric skulls, so also have we prehistoric brains, 
which show side by side with the modern characteristics 
primitive features. The man becoming inebriated, the 


. patient passing under the influence of chloroform, the 


chiid losing the use of its muscles through infantile 
all illustrate the functional historv of 

uman development. Only along developmental lines can 
a true interpretation of human conduct be made. The 
human body is a complex machine, made up of ‘entities, 
and these have a functional history. A study of the human 
body, whether from the point of view of health or disease 
must include these factors, otherwise it is comparable with 
the study of a cathedral by an architectural student 
unacquainted with the principles of construction of a two- 
roomed house. The humble cottage affords the clue to the 
architecture of the majestic cathedral and thie reason for 


* Presidential address. delivered at. Hobart before the Secti -Loolorv. 
Aiistralasian Congress for the Advancement of Science, 1998. 


the use of the different parts. It cannot be too strongly 
emphasized that no country in the world offers such a 
field (unfortunately fast disappearing) for the study of 
the human body as Australia. Its lung-fish, reptiles, 
monotremes, and marsupials represent a living embryology 
—an embryology different from that of the human body; 
for not only can structure be studied, but also function 
as well. 


Tue Lowest anp Hicuest MammMats—A Contrast. 
Tf in the study of function and structure we make a 


commencement with such a primitive type as the lowest- 


mammal, the platypus, an animal corresponding to life 
on this planet aeons ago, and in which we see the genesis 
of the use of limbs not only for propulsion as in the lizard, 
but for support as well, we find little difference from a 
physiological point of view between the monotremes and 
man. The general structural scheme is similar in both, 
Each has a four-chambered heart, diaphragm, lungs localized 
to the chest; and the grey matter of the brain in both, 
unlike that of the reptile, is external to the white matter. 
Microscopically, we find that the organs of the platypus 
resemble those of man. What, then, constitutes the 
essential difference? It is really a postural one. We have 
the erect posture, the platypus has not. The principle 
we have to recognize is that the great advance from the 
reptiles through the mammals up to man is one in 
muscular action. The advantages, intellectual and other- 
wise, which the erect posture confers are actually dependent 
on this; to this everything would appear to be secondary, 
In the blue-tongued lizard (Tiliqua scincoides) we see pro- 
gression on the belly wall, the four limbs being used for 


propulsion only. In the echidna we have an animal with 


its abdominal wall off the ground, and the four limbs used 
for bodily support as well as for bodily progression. In 
the kangaroo we find an interesting experiment, that 
avimal having the erect posture by means of a tripod 
formed by the long feet and tail. In the orang, chim- 
panzee, and gorilla we find—thanks to an improved mus- 
culature at the hip-joint (the centre of motion of the body) 
and at the knee as indicated by strong patellar development 
—successive stages in which without the use of a tail there 
is lessened use of the fore limbs for support. Finally, in 
man we have the lower or hind limbs only used for pro- 
pulsion and support, leaving the fore or upper limbs not 
merely hanging appendages, but structures free to obey 
the will of the higher brain, and capable of themselves 
being raised against gravity when the body is erect. 


Tue Human Erect Posture. 


Of all mammals man, the most inteilectual, is the most- 


erect. Erect man alone possesses the prefrontal brain, 
associated with which is the development of the charac. 
teristically human forehead. In the lowly prehistoric type, 
as evidenced by the Cohuna skull, this characteristic fore- 
head development is absent. On the erect posture depends 
human intelligence. This posture is not a matter of 
equilibrium, for, as we know, the vertebral column is not 
the axis of the human body. It is maintained and effected 
by muscular action, and is actually dependent on the im- 
proved functional development, along the vertebrate series, 
of the extending muscles of the hip and knee joints—the 
strength of the latter being aided by the patellar develop- 
ment. Hf we compare the skeleton of the living anthropoids 
and man, we find that the patella, or knee-cap, gives us 
an index of the degree of erect posture and intellectual 
development. The patella of modern man is the _ best 
developed, and between the patella of the gorilla and that 
of the Australian aborigine would be the types represented 
by prehistoric man. A child that has lost the power of 
these two extending muscles from infantile paralysis, 
although the brain be unaffected, is unable to stand— 
becoming quadrupedal. The living anthropoids are re- 
garded by many as mammals arising from a stem common 
to both us and them; they developed physically, we 
intellectually. 

But it is unscientific to speak of the anthropoid as 
a specialized muscular type. If we regard it from the point 
of view of chest, neck, and upper limb development, then 


‘it’ is, Compared with man, a more muscular type; but if 
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we regard the comparison from the point of view of muscles 
supporting the body erect, such as those of the hip, knee, 
and calf, then it is ‘an inferior type to ourselves. The 
living anthropoids’ simply represent failures to becgme. 
erect; but as all human types, whether physically or 
intellectually, are not alike, so also among the early 
anthropoids there was one type in which, as the result 
of environment, the urge to become erect was marked. 
Little by little, over long periods of time, with bent body, 
sagging knees, and the lower limbs abducted to give a 
broad base, just as we see in an infant during the first 
two years of life, the effort was maintained by the pre- 
historic types we know to-day, resulting finally in the 
erect posture of modern man. Thus was accomplished the 
effort of throwing the body, unaided by a tail, from the 
quadrupedal to the bipedal stage. The whole of these facts 
were known to Lamarck. He knew that the erect posture 
was the ultimate goal, and also—what many scientists are 
only now learning—that the means were muscular. The 
common ancestors, the prehistoric types about which we 
hear so much to-day, were postulated by Lamarck over 
a century ago. He wrote, speaking of our prehistoric 
ancestors: 


_ “Tf these same individuals were to give up using their jaws for 
biting, tearing, and grasping, or as nippers for cutting grass and 
feeding on it, and if they were to use them only for mastication, 
there is again no doubt that their facial angle would become 
larger, that their snout would shorten more and more, and that 
finally it would be entirely effaced, so that their incisor teeth 
would become vertical.” 


He knew the advantages of the erect posture and its 
instability; but we go further. Just as it was a struggle 
for the quadrumanous to become bimanous and finally. 
erect, so also was it a struggle to the quadrupedal from 
the stage when the vertebrate crawled on its belly wall, 
and used its limbs for bodily propulsion only and not for 
bodily ‘support. To-day the actual animals on the direct 
line are few (collaterals are numerous), but a definite 
sequence of animals possessing the necessary correlations 
‘for the ultimate erect posture—for example, muscular and 
‘intestinal—can be demonstrated. This I have termed the’ 
law of mammalian development. As regards these correla- 
tions, the retention, for example, of a hand with opposable. 
-_ and foot with opposable hallux would be essential. 

n Australia we have in sequence the blue-tongued lizard: 
(Tiliqua scincoides), the bearded lizard (Amphibolurus 
barbatus), and the common phalanger or opossum 
(Trichosurus). Then from the rodent series we pass on 
to the lemurs, platyrrhine or New World moukeys, 
catarrhine or Old World monkeys, anthropoids, prehistoric 
man, Australian aborigine, and the modern European. 
By means of these can be traced a definite sequence in 
‘nervous, muscular, and intellectual development. From 
the point of view of comparative study I regard the 
common Australian phalanger (Trichosurus) as a key 
mammal; its intestinal tract gives the clue to the complex 
human arrangement. The two Australian monotremes— 
eee and echidna—are not actually on the line of 

uman development; though showing us the relationship 
-between reptiles, birds, and mammals, they are collaterals, 
highly specialized, and so have remained. They have sacri- 
ficed vital structures which can never be regained. Simi- 
larly the kangaroo is not on the direct line, being pre- 
cluded by the absence of opposable thumb, atrophied 
upper limb, and the long narrow foot—apart from other 
specializations ; nevertheless, it affords a remarkable attempt 
‘on the part of Nature to achieve the erect posture by 
‘means of a tripod. 


ADVANTAGES OF THE Erect Posture. 

The immediate advantage of the erect posture, for 
example, to primitive man would be in defence against or 
attack on enemies. The stump-tailed lizard (Trachysaurus 
rugosus), crawling on its belly wall, lives within a limited 
horizon. It may be attacked from the air or behind. 
With the erect posture the horizon is extended. Tliere is 
a view for miles in every direction; objects are seen at a’ 
distance. Vision and hearing are improved; memory | 
-arises—and memory precedes intelligence. With the erect 


posture our primitive ancestors could easily signal to one 
another, and speech, which is a characteristic of erect 
man, was evolved in its simplest, form—the child stands 
and walks before it talks. 

With the hands free weapons for attack were fashioned 
and used, and the tactile sense was improved. It is a 
fact, with which orthopaedic nurses are conversant, that 
children, paralysed in the trunk and lower limbs and 
unable to walk, show an almost immediate improvement 
in mental outlook when placed in the erect position either 
by mechanical or operative means. 


Tus Instastiity or tHe Erect Posture. 

As scientists refer to man as Homo erectus, we are apt to 
think of the erect posture as a power old and permanent. 
On the contrary, it is a power but recently acquired, and 
in Borneo, within a few days’ steam from Australia, lives 
the orang, differing primarily from the human type in the 
undeveloped function of muscles which extend the hip and 
knee joints. At its present stage the posture is unstable, 
and a period of three years is spent by the human infant 
in acquiring balance. The stage has not yet been reached 
when the child can stand and walk shortly after birth. 
The medical practitioner dealing with nervous or muscular 
diseases recognizes its experimental nature, and hence 
vulnerability to attack, especially during the early years 
of life. If we consider for a moment we realize how little 
of our time is really spent in the erect attitude. We 
spend as much of the day as possible sitting or reclining, 
and, when standing, we seek relief from the efforts the 
erect posture demands in supporting ourselves by any con- 
venient object; nor can we regard the time spent by -the 
human race to-day in the motor car as conducive to im- 
provement in muscular function. It is worth remembering 
that the primary functions of the upper or fore limbs were 
body propulsion and body support, and that the biological 
price of disuse is atrophy. The great variation in the 
lengths of upper limbs is noteworthy. . 

As I mentioned previously, the instability of the erect 
posture was well known to Lamarck. Let me again quote 
from his Philosophy of Zoology. He writes: 


**No doubt the erect posture attitude is alien to the orang since 

it adopts it less when moving about and its organization is hence 
less adapted to it; but does it follow that because the erect 
posture is easy to man it is therefore natural to him? Although 
a long series of generations has confirmed the habit of moving 
about in an upright position, yet this attitude is none the less 
a tiring condition in which man can only remain for a limited 
period by means of the contraction of some of his muscles; the 
erect position is a tiring one for man instead of being a state of 
rest.”’ 
With these pregnant remarks did the great Frenchman 
anticipate the principles governing the treatment of 80 per 
cent. of wounded men in the great war. They were the 
victims of injury to niuscle, nerve, and bone, and for them 
scientific rest and re-education were indicated. 


A GENERALIZATION FOR AND DISEASE. 

Throughout the Commonwealth of Australia to-day we 
find that hospital wards for medical and surgical treatment 
are everywhere on the increase, yet they seem unable to 
cope with the chronic patients who constitute the great 
problem in present-day hospital practice. With a perfect 
environment and so much attention paid to the so-called 
essentials—air, food, and water—why should this be? In 
spite of our hospitals, drugs, and preventive measures, 
it would seem that as old diseases disappear, or tend to 
lose their virulence, new ones take their place. Too much 
emphasis has been given to the attacker and too little to 
the attacked. Since human development has been on 
physiological and not on pathological lines, to obtain a 
knowledge of the factors that constitute health, as con- 
trasted with disease, we must know the history of human 
development. This can only be obtained by a study of 
Nature’s own experiments; only along these lines can & 
problem of cell multiplication, such as cancer, be attacked. 

The great muscular epochs resulting in the erect posture 
and its accompanying superior intellectual development 
have affected every system of the body. Even the lizards of 
Australia are immediately divided into two great divisions, 
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one represented by the blue-tongued variety (Tiliqua 
scincoides), and the other, in which we see the attempt 
to use the limbs and long tail for support, by the bearded 
(Amphibolurus barbatus) and the frilled (Chlamydosaurus 
kingtt) lizards. 

Underlying so many apparently dissimilar phenomena is 
the really one great fundamental basis, that with the 
alterations in posture produced by the muscular system 
every other system in the body is correlated. As new 
functions of intelligence arise, necessitating brain enlarge- 
ment, so also must the abdominal organs be hitched to 
the dorsal wall to prevent strangulation. The heart must 
accommodate itself to the altered posture, having to pump 
blood not horizontally, but upwards against gravitation. 
The treatment of cardiac disease should consider the 
history of the acquisition of cardiac muscle function. Cell 
function is a compound of entities. Those last acquired 
are most vulnerable to attack and most difficult to regain ; 
and when, for example, we speak of failure in action of 
muscle, liver cell, or heart, we have to determine whether 
the loss is of some or all the entities. Thus, in the case 
of the loss of function of the extending muscle of the knee, 
is it a loss of all the entities necessary for the erect 
posture, or has it retained the function necessary for 
use in the lowest mammal, the platypus? This principle 
is the basis of the now universally accepted muscle 
re-education treatment in infantile paralysis and neuro- 
muscular diseases and injuries, and was evolved. in 
Australia from researches on its unique fauna. Numerous 
operations for displacement of the human uterus, on which 
so much ill health depends, are in use. This only shows 
how necessary it is for the gynaecologist to recognize the 
history of uterine support. Only along comparative lines 
involving a study of birth through the Australian reptiles, 
monotremes, and marsupials can midwifery be raised from 
an art to a science. The bandicoot, a marsupial snimal 
of the greatest importance for placental study, is now 
almost unprocurable. 

To-day we see the apotheosis of muscular development; 
but it is essential ‘that physical culture should follow 
the lines along which the erect posture has been acquired, 
and be directed towards helping those muscles on which 
it particularly depends. To develop a sound muscular 
system we must not only have rational exercise, but rational 
rest as well. Such exercising as golfing, tennis, or long 
walks may, to the city man engaged in mental activities, 
act as an irritant, since more often muscular repose is 
indicated. The cause of dullness in the school child may 
be the result of fauliy seating accommodation. The child 
is compelled to sit erect on seats without backs, and is 
forbidden to rest the head on the hands, with the result 
that mental effort is expended not only en lessons, but on 
balance as well. How often is our enjoyment of a play or 
lecture spoilt through a similar cause! Do we realize 
hew the output of a factory can be lessened through 
faulty posture? The laziness of the Australian aboriginal 
has a physiological basis; with his long arm and poorly 
developed lower limbs he is nearer than we to those pre- 
Perigs types who walked with bent neck and with sagging 

ees. 

Probably no game in the world, not even excluding 
tennis, exercises the erect posture functions more than the 
Australian game of football. It is founded on sound physio- 
logical lines and has been a no small factor in the physical 
development of our nation. 

In conclusion, if we exclude specific infectious diseases, 
which are im the main preventable and due to segregation, 
we may define health as a correlation of all the bodily 
systems to the erect posture, and ill heath as a failure 
of one or more systems to correlate to it. In any case of 
chronic ill health an analysis of the postural system 
should precede all other investigations. 

In the hospital of the future a primary consideration 
in treatment should be given to Nature’s methods. We 
are intent on surgical wards, theatres, and equipment ; 
but an essential in any public hospital is a great depart- 
ment of myology wherein a scientific examination can be 
made for muscular defects, and their importance assessed. 


REFERENCE. 
1 British Medical Journal, October 8th, 1927, p. 62L 
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THE CHINESE DOCTOR. 


Tuer Chinese quack has been so written up and has become 
sv well known that the Chinese doctor has been eclipsed; 
some notes about him may therefore be of general interest. 
The medical student is usually trained by being apprenticed 
to a man in practice; he has an extensive literature to 
study and a vast pharmacopoeia to employ. Some even- 
tually gain a very high reputation, and are trusted by 


_ their patients. I have come to know several, and will 


mention some of their cases which have come within my 
ken. 

Lobar Pneumonia.—This is well known as such to Chinese 
A woman in my hospital had a patch that would not 
clear up ; she also had fatty heart. I sent for the woman's family 
physician, who lived thirty miles away; he was quite ignorant 
of Western methods and had never seen a stethoscope, but he 
told me, after going into the whole case with the patient, that 


- she was weak inside and strong outside, which was his way of 


saying fatty heart, and that she had been insufficiently stimu- 
lated during a recent pneumonia. I asked, ‘‘ Is there pus?” 
He said, ‘‘ Not yet, but_a needle would do no harm.”’ I tapped 
for pus and drew only blood. He gave her three prescriptions 
and the patient rapidly recovered. He felt the pulse most 
carefully and went into the history minutely. The methods 
were seemingly crude, but his deductions were correct and his 
treatment was effective. 

Enlarged Spleen.—A man had been tapped twice and sent 
home as the spleen reached the umbilicus (I do not know the 
cause of the enlargement). He went home and bought his 
coffin, but a friend suggested that arsenic pills should be taken, 
increasing by one daily up to twenty-six and then diminishin 
daily by one. I saw him after this course of treatment, a 
the spleen could only just be felt under the rib. 

Pulmonary Tuberculosis—A very advanced case of tuber- 
culous lung was successfully treated by a Chinese doctor expert 
in physical culture by graduated exercises and drugs, the 
patient living for many years subsequently. At the time he 
was so ill that the father had to kotow and beg the dector to 
undertake the case before he would consent, as it seemed 
hopeless. 

Anthrax is common. A boy, aged 8, was brought to hospital 
with a sore on the upper lip and a temperature of 101° F. ; he 
had fainted twice on the road while being carried. The micro- 
scope verified the diagnosis. I was very ‘‘ uncheerful,” bub 
a Chinese assistant said to me, aside, that he had an unele, 
an anthrax specialist, and he himself knew the treatment ; so 
we created the boy by stewing three herbs, using the stewed 
leaves as a poultice, while the infusion was drunk. The lad 
went home perfectly recovered on the fifth day. The herbs 
were verbena, sorrel, Carpesium abrotanoides, and enough 
rhubarb root to keep the bowels acting. These herbs are very 
common in that locality; I had them identified at Kew. That 
summer we treated six bad cases of anthrax; one patient had 
a face swelled beyond all recognition. 

“« Stroke.””—I spent two hours in a sedan chair reading 
in a copy of the British Medical Journal an illuminating article 
on “stroke,” and arrived at the patient’s house well primed 
in the differences between cerebral thrombosis and apoplexy. 
The patient, aged 35, had kala-azar, and had rg ay | the 
pace, so I concluded it was thronibosis causing left-sided hem- 
plegia. An old country Chinese doctor, who was there, and 
knew the condition, said that purgatives must be avoided, as it 
was the weak variety of stroke—his way of saying that it was 


_cerebral thrombosis and not cerebral haemorrhage. 


These doctors are much respected when they have 
acquired their reputation, and I think they deserve 
respect from Westerners. To class Chinese doctors and 
quacks together, and ridicule them all, makes enemies. 
By cultivating friendly relations with the native doctors 
we shall learn some of their secrets, which are of real 
worth. Livingstone, though he lived among very primitive 
people, always treated the native doctors with respect, and 
so won their friendship. In surgery, of course, we are 
supreme, and they know it; they have no anaesthetics and 
no antiseptics. Rockefeller has seen the value of a friendly 


gesture, and has contributed lavishly to found in Peking 
a first-class hospital. During the recent upset in China 
the Americans have escaped the systematic boycott which 
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injection. 


has inflicted heavy financial losses on the British. A 
friendly gesture at this period, when the Yang-tze valley is 
emerging from the Russian nightmare, would be ef untold 
value as estimated in hard cash. A really good hospital 
built in Hankow by the great trading concerns. would pay 
fer itself over and over again. The Asiatic Petroleum 
Company, the Anglo-American Tobacco Company, the cotton 
industry—these three alone could easily erect a first-rate 
hospital. The ground is well prepared by the wonderful 
opinion the Chinese have of Western surgery. Half a 
million so invested would repay. itself by creating a 


friendly atmosphere; no other form of philanthropy would | 


do this so well. 
E. F. Wits, M.B., 


RECENT ADVANCES IN THE CHEMOTHERAPY 
OF SYPHILIS. 
Cameron Lecrure sy Dr. 

Tax following is an abstract of the Cameron Prize Lecture 
given at the University of Edinburgh this summer by Dr. 
C. Levaditi of the Pasteur Institute, Paris. The title of 
the lecture was ‘‘ Recent advances in the chemotherapy of 
syphilis.’” 

Bismuth Therapy. 

Tne pharmacological action of bismuth was studied by 
Balzer in 1889, but Sauton and Robert (1916) were the first 
to demonstrate its spirochaeticidal action in fowls infected 
with S. gallinarum. Levaditi and Sazerac (1922) showed 
that intramuscular injections ef bismuth cured syphilitic 
lesions in rabbits, and these authors, with Fournier and 
Guénot (1922), applied this method to the cure of human 
syphilis. It is imteresting to note that the therapeutic 
dose for a man weighing 60 kilograms was found to be as 
low as the maximum dose tolerated by a rabbit weighing 
1 kilogram, whilst three times this dose was found to 
produce toxic effects in man. 

Bismuth salts show a relatively high toxic action when 
administered intravenously, and. therefore it is best to 
administer them intramuscularly. Bismuth admimistration 
produces satisfactory results in syphilis, beth as regards its 


clinieal effects and also as regards its effect in rendering’ 


the syphilis serum reactions negative. 

The durability of the effects produced is a striking 
feature of bismuth treatment, for relapses are relatively 
rare. 
form depots in the body. Bismuth will sometimes produce 
a curative action in cases that are resistant to arsenic 
therapy. The completeness of the curative action is proved 
by the oceurrence of eases of reinfection after bismuth 
treatment (Gougerot). 

Bismuth is slowly absorbed from the site of injeetion, but 
is excreted even more slowly, and storage occurs chiefly in 
the kidneys, but also in the liver. Bismuth becomes acti- 
vated during the process of absorption from the site of 
Levaditi and Yamanouchi (1908) showed that 
atoxy! had no action om trypanosomes in vitro, but. that it 
was activated by the organism, and a substance—trypano- 
toxyl—_was formed which was an aetive spirochaeticidal 
agent. In the same way bismuth is activated by the body. 
tissues (im particular by the liver), with the formation of 
an active product bismoxyl. This is a protein compound 
of bismuth. 

The power of tissues to transform bismuth salts to 
bismoxyl appears to be proportional to their content in 
glutathione. Kolle (1924) advanced the theory that 
bismuth does not destroy TFreponema pallidum, but 
that it cures the syphilitic lesion by promoting tissue 
reactions and general immunity reactions. Levaditi and 
Sanchis Bayarri (1927) showed, however, that in experi- 
mental syphilis in rabbits bismuth caused a rapid destruc- 
tion of the parasites. The popliteal glands of infected 
animals were found to be non-infectious after bismuth 
treatment. This is a very severe test of the completeness 
of sterilization. The amount of bismuth that reaches. the 
sites of infection is extremely small—only a few micrograms. 


| chaeticidal action of forty-five metals. 


This is probably due to the tendency of bismuth to } 


_ assistance were considered, and £825 was voted to 45 
‘sideration of the following notes will show how sad some of 


Bismuth probably acts as a catalyst, causing an increase 
in the defensive reactions of the body. 

The therapeutic action of bismuth is proportional to the 
quantity of activated bismuth circulating in the body. 
This quantity is indicated by the tissue content of bismuth 
—tissue metallic potential (Levaditi and Manin). This 
factor is higher with insoluble bismuth salts than with 
metallic bismuth. Recent experiments with campho- 
carbonate of bismuth, which is an oil-seluble compound, 
have shown this to be very efficacious. 


Spirochaetieidal Action of Metals. 
Levaditi and his co-werkers have tested in vive the spiro- 
Of all these, only 
eight were found to be active—namely, arsenic, gold, 


| mercury, bismuth, vanadium, ruthenium, platinum, and 
| tellurium. 


felluriam shows a remarkable curative action both in 


human and in experimental syphilis. (Levaditi and Manin). 


Unfortunately its use is limited by the fact that it forms 
methyl-tellurium, which is excreted by the lungs and imparts 
a strong garlie odour to the breath. This odour may per- 
sist for months after a single dose. Tellurium causes also 


‘blanching of the hair and pigmentation of the skin. 


Vanadium is somewhat less active than bismuth. Gold is 
fairly active, and has been used in human syphilis in the 


-form of gold and sodium thiosulphate. Unfortunately it 


has a relatively strong toxic action. 

A consideration of the positions in Mendelejew’s table of 
the eight active metals fails to show any significant common 
factor. These eight elements, however, all fall into the 
same group of atoms when the atoms are classified 
according to their electro-chemical properties (Levaditi and 
Longinesco). All metals showing a therapeutic action are 
either very feebly electro-positive or very feebly electro 
negative. Their polarization tension is generally lower 
than that of hydrogen, and they do not decompose water at 
room temperature. Frem the analytieal point of view, 
they all are precipitated by H,S as sulphides. These would 
appear as necessary conditions for an element to be active. 
The formation in the tissues of protee-metallie spirillicidal 
compounds (bismoxyl, trypanotoxyl) depends on these con- 
ditions (Levaditi). The fulfilment of these conditions is 
not, however, sufficient to ensure a spirochaeticidal action, 
since some metals, such as copper and palladium, possess 
these properties, but, as far as is known, have no action on 
spirochactes. 


ROYAL MEDICAL BENEVOLENT FUND. 


Ar the last meeting of the committee fifty applications for 
cases. Con- 


the cases are and how urgent is the need of help. Unfor- 
tunately the grants were small, and the Fand appeals for 


‘subseriptions to enable it te give more adequate amounts. 


Subscriptions and donations should be sent to the Honorary 
Treasurer, 11, Chandos Street, Cavendish Square, W.1. Among 
recent cases were the followmg : 


L.R.C.S.Ed., aged 74, and wife, 72. The husband is quite unfit te 
do any kind of work. Their total income is £82 a year (made up of 
old msion £52, and Epsom pension £30), and their rent is 
leaving only £56 for food and clothes. Voted £40, raising their income 
to a year. ; 

.D., aged 75, bedridden, and has no private means, but was able to 
zB... a little last year from literary work. Voted £40. , 

Widow, aged 73, of L.R.C.P. On the death of her husband in 1928 her 
house was sold, the proceeds going to pay off existing debts, leaving the 
widow only £370 as capital. She is in receipt of the old age pension; 
her relations have given some fimancial assistance this year, but cannot 
continue to do so. Voted £26. 

Widow, aged 52, of M.B. Since the death of her husband has supported 
herself and her invalid son by taking in paying guests. Owing te ill 
health has beer unable to do so during the last twelve months. Her 
income during ‘tt year was £7 10s. from investments, and £6 from @ 
paying guest. Voted £26. The Fund is trying to get other charities to 
assist. 

The Royal Medical Benevolent Fund Guild still receives 
many applications for clothing, especially for coats and skirts 
for ladies and girls holding secretarial posts, and suits for 
working boys. The Guild appeals for second-hand clothes and 
household artieles. The gifts should be sent to the Secretary 
of the Guild, 58, Great Marlborough Street, W.L 
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ACUTE NEPHRITIS. 
Tue subject of acute nephritis, with its wide bearings, 
was debated in the Section of Medicine of the Annual 
Meeting of the British Medical Association at Cardiff, 
and the opener of the discussion was most appro- 
priately the Regius Professor of Physic in the great 
school of the University of Dublin, which has been so 
pre-eminent in advancing clinical medicine. Professor 
Gillman Moorhead, in his address published in this 
issue at page 515, draws attention to the recent 
‘numerous additions to our knowledge, due in some 
measure to the prevalence during the late war of 
epidemic nephritis, though indeed this disease’ was 
prevalent also in the American civil war sixty years 
‘ago. There were thus provided a stimulus and 
opportunities for observation and for the elaboration 
of functional tests, among which may be mentioned 
those of Professor Hugh MacLean. The choice of 
a discussion on renal disease is historically appro- 
priate after last year’s centenary of Richard Bright’s 
Reports of Medical Cases selected with a View of 
Illustrating the Symptoms and Cure of Diseases by 
a Reference to Morbid Anatomy, a consideration which 
may also have weighed with Dr. T. Izod Bennett, an 
alumnus of Guy’s Hospital Medical School, in making 


“Some problems of nephritis’ the subject of his | 
| is benign as compared with other varieties of acute 


stimulating Goulstonian Lectures last March. . 

The prophylaxis and etiology of acute nephritis are 
obviously dependent upon the same fundamental ques- 
tion—namely, the nature of the factors responsible for 
the renal lesion. The onset of acute nephritis is pre- 
ceded in a great majority of the cases by evidence of 
general or local infection; thus, for example, Longcope, 


‘O’Brien, McGuire, Hansen, and Denny (1927) found 


that in forty cases of acute or subacute glomerulo- 
nephritis there was in 85 per cent. a previous or con- 
cemitant acute infection, such as tonsillitis, sinusitis, 
broncho-pneumonia, or scarlet fever, which in a large 
proportion was due to haemolytic streptococci. It 
has been widely assumed that the diffuse renal change 
is due to the action of toxins absorbed elsewhere 
rather than to the existence of micro-organisms in 
the kidney, as occurs in the focal form of glomerulo- 
nephritis so characteristic of subacute bacterial endo- 
carditis, in which Streptococcus viridans is certainly 
present in the glomeruli. Longcope and his colleagues 
did not find any evidence that streptococci caused the 
glomerular lesion by direct invasion of the kidney, 
cultures of the blood and urine remaining sterile. But 
although the sequence of streptococcal infections and 
acute nephritis is fully admitted, it has been thought 
by Munk and others that the actual cause of the 
glomerulo-nephritis still remains to be established. 
An interesting conception is that diffuse glomerulo- 
nephritis is secondary to a diffuse capillary in- 
flammation (Schlayer, Kylin),. thus really reviving 


the idea embodied in F. A. Mahomed’s descrip- 
tion half a century ago of the pre-albuminuric 
stage of scarlatinal nephritis, which idea also laid 
the foundations of Sir Clifford Allbutt’s hyperpiesia. 
This view of acute glomerulo-nephritis corresponds 
also with Gull and Sutton’s conception of chronic 
granular kidney as a local result of a _ general 
arterio-capillary fibrosis. With regard to prophylactic 
treatment in scarlet fever, Professor Moorhead points 
out that in the light of Peters’s observations Osman’s 
alkaline treatment must be regarded with caution as 
well as with hope; similarly his experience does not 
lead him to support the vigorous alkaline treatment of 
nephritis advocated by Martin H. Fischer of Cincinnati, 
and more recently employed by A. A. Osman. 

The term ‘‘ nephrosis,’’ introduced by Miiller and 
adopted by Volhard, has been used in Germany 
and the United States to describe degenerative apart 
from inflammatory changes, associated clinically with 
oedema and much albuminuria, but without raised 
blood pressure or cardiac hypertrophy. It has not 
been widely adopted in this country, and Professor 
Moorhead, while admitting that the phrase ‘‘ toxaemic 
kidney ’’ describes the same condition, does not 
propose to employ the German equivalent, since he 
regards nephrosis as merely a form of acute nephritis. 
In the subsequent discussion Drs. A. E. Gow and 
Mackenzie Wallis definitely indicated that there were 
two types of acute nephritis—namely, a diffuse 
glomerulo-nephritis and a toxic degeneration of the 
convoluted tubules. Dr. H. L. Tidy gave an account 
of acute haemorrhagic nephritis, occurring chiefly in 
the young and in association with tonsillitis and 
cervical adenitis, but without a history of scarlet fever 
in the majority of the cases—a condition also described 
two years ago by Wyllie and Moncrieff. This form 


nephritis; it clears up in a few days, and in 75 per 
cent. of the cases does not cause any permanent renal 
impairment. . Dr. Tidy, indeed, after mentioning that 
the only microscopic change was haemorrhage into the 
glomeruli, was inclined to regard it, not as a true 
nephritis, but as a condition of increased renal 
permeability. Professor Moorhead’s experience, on 
the other hand, did not separate so sharply the 
haemorrhagic from the other cases. . 

The prognosis of cases of acute nephritis does not 
rest on any definite basis such as that suggested by 


Longcope and his colleagues. Though, in the course- 


of their investigations, they found evidence in favour 
of a direct relationship analogous to that obtaining 
between a septic focus and arthritis, the persistence 
of the nephritis does not appear to depend on the 
continued presence of a septic focus or of an infecting 
micro-organism. As regards treatment, Professor Moor- 
head, while admitting the absolute necessity for rest 
in the early stage and as long as haematuria con- 
tinues, was not inclined to insist on its rigid continuance 
for lengthy: periods. No special form of drug is 
recommended, and his trials of ammonium chloride 
and the diuretic novasurol, strongly advocated by the 
workers at the Mayo Clinic, have not engendered any 
enthusiasm, novasurol being much more satisfactory 
in cardiac than in renal oedema. Professor Moorhead 
then considered, but only to reject, the operation 
of decapsulation. In uraemic convulsions bleeding 
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combined with lumbar puncture has proved effective; 
morphine—which formerly, for some now inscrutable 
reason, was strictly tabooed—has proved both safe 
and satisfactory in checking repeated convulsions, just 
as it does in the allied condition of eclampsia. 


BACK TO HUNTER. . 

Wary is it that the leading surgeons of to-day have 
cold-shouldered zoology? Dr. W. Colin Mackenzie, 
who made his high and deserved reputation as a 
practising orthopaedic surgeon in Melbourne, has 
answered this question in an address on ‘* The impor- 
tance of zoology to medical science’’ which appears 
m our present issue at page 534. His explanation is 
that zoology as taught to-day is divorced from what 
is vital to medical men—the study of function. As 
Dr. Mackenzie points out, it was not always so. John 
Hunter studied comparative anatomy to discover 
function; for Hunter, structure was ‘‘ the register of 
function.’ Lamarck, who worked in the generation 
which succeeded Hunter, was a physiological zoologist ; 
his contemporary, the great Cuvier, on the other hand, 
was not interested in function. Sir Richard Owen, 
who was strongly influenced by Cuvier, became 
enamoured with the science of Form or Morphology. 
Then the Darwinian period followed, when the interest 
of zoologists was concentrated on evolutionary 
problems. 

Surgeons of to-day grew up on evolutionary zoology 
and could see nothing in it which bore in any way upon 
the practice of medicine. Hence their present attitude 
towards general zoology and comparative anatomy. 
It is true that in these latter days there has been 
a revival in knowledge of ‘‘ economical ’’ or ‘‘ applied ”’ 
zoology. Such knowledge has become necessary for 
certain branches of medicine. 

Dr. Mackenzie contends that zoology or biology, 
tightly taught and studied, yields the key to many 
medical problems. He advocates a return to the 


methods and outlook of Hunter and of Lamarck... 


This return, however, must not be made empty- 
handed; we must take back with us what we have 
learned from Lister, from Virchow, and particularly 
from Darwin. It was Darwin who taught us to look 
upon the human body as having a history. The real 
problems of evolution, as Dr. Mackenzie rightly main- 
tains, relate not to structure but to function. , Man's 
body is a huge, wonderfully dove-tailed conglomerate 
of functions. If we are to study aright we must 
direct our attention to the order, time, and circwm- 
stance in which each item of this huge conglomerate 
has been acquired. 

Dr. Mackenzie seeks to illustrate his thesis by 
citing the most fundamental function of man’s body— 
that of posture. Posture is not a matter of shape of 
bone or conformation of joint, but of nerve and muscle ; 
it is the result of a complex of neuro-muscular 
mechanisms. Dr. Mackenzie sees an early stage in 
the rise of the postural mechanism in the lizards of 
Australia; a later one in the monotremes; a peculiar 
specialization of it in the kangaroo; a more generalized 
expression in the tree opossum. The final stages 
Which lead on to man’s erect posture are to be 
observed amongst primate forms—in lemur, monkey, 
and anthropoid ape. Every animal is an experiment 
In posture; man’s posture is the accumulated results 
of a long series of acquisitions. Dr. Mackenzie 
Maintains that the order of acquisition is revealed 
by disease; disease tends to attack the latest and 


then work backwards. Unless we have the key which } 
Zoology provides we cannot understand what we see. 


This doctrine of function is not only preached by, 
Dr. Mackenzie; he practises it. He is mainly respon- 
sible for a great experiment which has been launched 
in Australia and which we in Britain will follow with 
a sympathetic interest, for it is an attempt to realize 
the ideal of John Hunter. When it was determined 
to centralize the Commonwealth Government at 
Canberra, a scheme was sanctioned for the erection 
of a National Museum of Australian Zoology in the 
new capital. Dr. Mackenzie was called upon_to 
organize and direct this great undertakmg. His 
lecture reveals to us the lines on which he is to 
proceed. The museum will be arranged on a scheme 
which will illustrate the manner in which animals 
live, move, and have their being; it will follow the 
plan of Hunter's museum. Animals are to be studied 
alive as well as dead; structure, both macroscopic 
and microscopic, is to be correlated with function. 
The problems relating to the maintenance of animal 
health, as well as the prevention and cure of disease, 
are to be illustrated. It is to be a research museum, 
ever imquiring into zoological problems with an eye 
which is alive to those of medicine. The care of the 
fauna of the whole Australian continent will be centred 
in the directorate of the museum; the rarer forms, 
many of which are threatened with extinction, will 
be protected as well as studied. Zoology is to be 
a handmaid to medicine. Truly Australia has launched 
a great experiment. 

Dr. Colin Mackenzie is 2 declared Lamarckian; he 
believes implicitly in the inheritance of ‘* acquired 
characters.’’ It is quite true that Lamarck has sup- 
porters in all civilized countries; his is an easy way of 
explaining the evolution of new structures of a pur- 
posive kind. Yet as evidence accumulates, as we 
come to know more intimately the processes which 
fashion the embryo and which control and co-ordinate 
the vital processes of the body, the less satisfactory 
does Lamarck’s explanation seem to be. But of 
Dr. Mackenzie’s main thesis—that function rather 
than structure should be our main study—there can 
be no question, and his present advocacy of the bearing 
of such studies on the advance of medicine is mos6 
timely. 


PSYCHOLOGY IN THE MEDICAL CURRICULUM. 
As recorded in our last issue (p. 498), ‘‘the place of normal 
psychology in the medical curriculum a is the subject of 
a report just published by a subcommittee of the British 
Association. The report points out that half the medical 
schools in the British Isles offer no facilities whatever for 
the instruction of their students in normal psychology. 
This is in striking contrast to the provision made in the 
Dominions and in the United States, where all the well- 
known schools offer such instruction, always on an ample, 
and sametimes on a lavish, scale. In those countries also 
the course in normal psychology is the prelude to instruc- 
tion in abnormal psychology, which is taught in addition 
to the statutory course in mental diseases. Such a con- 
secutive scheme is seldom found in’this country, and where 
it is found is still more rarely compulsory. One or other 
of the alternatives indicated by this contrast of conditions 
at home and abroad must be right; either instruction In 
normal and abnormal psychology is needed by the future 
practitioner very urgently, or the necessity is slight. It ie 
now universally admitted that a large part of every doctor’s 
practice consists of minor conditions of a “ functional : 
nature, in the sense that the symptoms depend primarily on 
the state of the patient’s mind. To teach abnormal psycho- 
logy—which is the knowledge of such states of mind—to 
students who have had no preliminary grounding in normal 
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psychology is like giving instruction in fractures to those 
who have never been taught anatomy. Nor does the 
statutory course in mental diseases cover more than a small 
part of the field of abnormal psychology, and that perhaps 
the least important portion for the general practitioner. 
The subcommittee has therefore suggested that the com- 
pulsory course in normal psychology should be followed by 
a similar course in abnormal psychology, which would then 
become part of the statutory instruction in mental diseases. 
In this way the student may be equipped to some extent 
to deal not only with definite mental illness, but with the 
, innumerable anxious and hysterical states which masquerade 
_ 80 often in the guise of some physical ailment, and consti- 
_ tute so considerable a proportion of every practice. We are 
of opinion, however, that if a course in normal psychology 
is to be a useful prelude to such comprehensive instruction 
in mental pathology, it must have definite regard for 
| medical needs, and must deal primarily with the individual 
as a whole and as a human being. The time-honoured 
accounts of association, discrimination, and the like, and 
what has commonly passed for a description of the emotions, 
must be modified to fit the facts that the student will 
encounter in his patients. The programme outlined by the 
subcommittee is an important contribution to the problem 
of the education not only of the practitioner, but through 
him of the public, for if it were adopted the public would 
much less often seek the services of that acute but 
not often profound. student of human psychology, the 
unqualified practitioner of varying designation. 


CONSERVATIVE TREATMENT OF APPENDICITIS IN 
A RURAL AREA. 
From time to time most important research is carried out 
with the simplest of means in country districts where the 
general practitioner is unable to enjoy the benefits of 
libraries and technical institutions, and of intimate com- 
munion with the leaders, for the time being, of the medical 
profession. Of the value of such communion to most men 
there can be no doubt. But now and then it would seem 
that isolation helps a mind of a certain type to escape 
from the stereotyped ruts into which dominating person- 
alities are apt to force their fellow beings. In his rectorial 
address at St. Andrews University (1926) Fridtjof Nansen 
said: ‘‘I tell you deliverance will not come from the 
rushing, noisy centres of civilization. It will come from 
the lonely places.’”” Thoughts such as these come naturally 
to the mind on the perusal of a paper by Dr. Nicolai 
Nissen in the journal of the Danish Medical Association! 
with the title ‘‘ Twenty years’ experience of appendicitis 
treated on conservative lines.’’ Some score of years ago, 
and after serving for several years as a hospital intern, 
the author settled down in general practice with a vivid 
mental picture of appendices hot and appendices cold, 
brought to the. light of day by the doctrine that opera- 
tion is the sovereign remedy for appendicitis. Among the 
hospital memories with which he entered on general prac- 
tice was that of an able-bodied young man who jumped 
lightly on to the operation table to have an appendix 
removed which had been slightly inflamed several months 
earlier. Sepsis supervened with fatal consequences. 
Having settled about four Danish miles away from the 
nearest large hospital, Dr. Nissen proceeded to treat his 
patients on the conservative lines laid down by his fellow 
countryman Dr. With. Thanks to the careful records which 
were kept he was able, after twenty years, to present rather 
. impressive evidence in favour of his unsurgical heresy. Of 
his 93 cases he discarded 12, because he could not be quite 
sure that the diagnosis of appendicitis was correct. It 
should be noted, however, that all these 12 patients, who 


1 Ugeskrift for Laeger, August 23rd, 1928, p. 819. 


were treated as for appendicitis, recovered. So did all 
the remaining 81, in whom the diagnosis of appendicitis 
depended on the existence of the four cardinal symptoms: 
pain in the abdomen, vomiting, fever, and tenderness over 
McBurney’s point. Several of these cases, as Dr. Nissen’s 
published records show, were very severe; but in the acute 
stage only 3 patients were sent to hospital, and 13 others 
were admitted later on to hospital for operation a froid 
because relapses had rapidly followed the first attack. For 
the sake of comparison Dr. Nissen publishes the appen- 
dicitis records for four years of a Danish hospital which 
he names Q. Here 247 cases of appendicitis were treated, 
58 for chronic and 189 for acute disease. Among these 
cases there were 19 deaths, all after operation @ chaud, 
16 being due to general peritonitis, 2 to sepsis, and 1 to 
broncho-pneumonia. Dr. Nissen then paints with light 
but lurid touches the picture of the patient hurried off 
to hospital for an operation. First of all there is the 
psychic shock of the announcement that an operation is 
inevitable. ‘‘ There sinks into his mind a state which the 
English describe as ‘ downhearted ’—a bad companion for 


an operation.’? Then there is the Calvary of the transport. 


to hospital, during which the patient not only becomes 


chilled, but also jolted, be the attendants ever so careful. 


**Can any doctor believe that all this can happen without 
a loosening of the still frail barriers formed by adhesions 
which prevent the escape of the infection into the peritoneal 


cavity?’’ Dr. Nissen’s treatment may be simple, but it, 


also entails scrupulous care. When he considers the case 
serious enough he gives an injection of morphine forth- 
with. In other cases tincture of opium, 10, 15, or 20 drops, 
is given at six-hourly interva!s, precisely at 6, 12, 18, and 
24 o’clock. A few more drops of morphine are given if 
the pain has not passed off in twenty-four hours. Only 
water, tea, and oatmeal gruel are given, and not until 
the temperature has begun to become normal is milk 
permitted. The bed-pan is used for passing urine as well 
as faeces; and, to avoid disturbance of the patient by the 


making of his bed, a tightly stretched draw-shect is secured. 


under the pelvis. The patient is sternly told to lie still in 


bed; if he must needs move a little he must do so only. 


with his arms or left leg, and it is explained to him that 
the diseased appendix rests on a muscle passing down to 
the right leg, and that if it be flexed the swollen appendix 
may easily be torn. Hot compresses being difficult to 


regulate under rural conditions of nursing, a good substi+: 
tute is a warm sandbag lying along, and slightly under, . 


the right side. These, in short, are the lines on which Dr. 


Nissen has achieved his unbroken record of successes; they . 


depended, no doubt, in large degree on his personality— 
on his ability to impress on the patient and those around 
him the necessity for observing conscientiously every detail 
of his regime. He may not, perhaps, convince all his col- 
leagues that he is right in his conclusion: “‘ In the country 
With’s treatment at home is the only correct treatment for 


acute appendicitis.’? But he sets a striking example to his 


rural colleagues in the matter of patient and consistent 
observation, and he has provided matter wherewith the 
practitioner may console himscif should geographical or 
other conditions prevent him from sending his patient 
straightway to hospital. 


THE HISTORY OF HOSPITALS. 
Some years ago it was not unusual to find in histories of 
the rise of Christianity on the ruins of paganism the state- 
ment that public charity to the sick and the establishment 
of hospitals were unknown before the days of Constantine 
the Great. A wider view of the ancient world, based on 
a greater knowledge of ancient society in Asia, as well as 
Europe and Northern Africa, has shown that hospitals for 


the sick were established long before the Christian era. — 
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The Vicary Lecture on this subject, delivered by Dr. George 
Parker of Bristol, has recently been published in the 
British Journal of Surgery Dr. Parker has surveyed the 
whole field, and as a result of his studies is able to assure 
us that ‘‘ the earliest beginnings we know of can be traced 
to about the sixth century B.c., in places far apart, both 
in the West and distant East.’’ It is a curious and ‘unex- 
plained fact that there is no evidence of the existence of 
hospitals in Assyria, Babylon, early -Egypt, or China. In 
the case of Egypt their absence is hardly surprising, seeing 
that the true Egyptian culture had disappeared by the 
sixth century B.c. It is, however, surprising that China, 
which so readily accepted Buddhist teaching, should not 
have adopted the Buddhist practice of founding hospitals; 
yet, as far as we know, there were no hospitals in China 
until, in quite recent years, they were established by 
Christian missionaries. We confess to some surprise at 
Dr. Parker’s statement that ‘“ In England, besides monastic 
infrmaries, 577 hospitals and asylums were founded 
between 1100 and 1400.’’ As the population in 1400 is 
not likely to have exceeded three millions, and after the 
ravages of the Black Death was probably much less, this 
would give a ratio of one hospital or asylum to every 
5,200 of population, leaving out of account the monastic 
infirmaries which Dr. Parker excludes. No doubt many, if 
not most, of these establishments were not hospitals in the 
modern sense of the word, but refuges for the sick poor, 
just as the existing St. Bartholomew’s Hospital was in its 
earlier days. This is a distinction which Dr. Parker is 
careful to draw, but making, as he does, large deductions 
on this account, the number of places for the treatment of 
the sick and wounded, in non-Christian as well as in 
Christian lands, is simply astounding. It is to Gautama 
and his followers that we owe, apparently, the hospital 
idea. Buddhist hospitals in India existed before the 
invasion of Alexander, which, moreover, only touched 
the northern part of that country. The Persians early 
founded hospitals, and at Gondishapor we are told that 
there was a flourishing medical school, composed partly of 
Zoroastrians and partly of Nestorian Christians. In Greece, 
as is now well known, there were numerous institutions 
of the Aesculapian cult, where cures were wrought more 
by magic than by medicine. The more scientific Hippo- 
cratic schools do not appear to have had hospitals at their 
disposal, although there is not much evidence on this point, 
We cannot follow Dr. Parker in his fascinating study of 
the Christian hospitals, and must content ourselves with 
a warm recommendation of his lecture to all who care 
for this interesting section of the history of medicine; 
nor will space allow us to do more than mention his 
researches into the history of Moslem hospitals, which are 
full of instruction for most of us. 


TERMINAL DISINFECTION. 
Wnen, in the latter half of the nineteenth century, people 
came to realize that the world they lived in was thronged 
With invisible germs, which crowded its surfaces, swarmed 
in its waters, and even floated on the circumambient air; 
and when, in addition, they were credibly informed that 
these same germs were the probable cause of maladies of 
the communicable type, they naturally ¢nough, in their 
then state of knowledge, with bacteriology in its infancy, 
supposed that, since the germs were ubiquitous, diseases 
threatened on every hand. Lord Lister, during the pioneer 
stages of his methods which transmuted the art of 
surgery, was inevitably influenced to some extent by the 
outlook of his day. Believing that wound infection came 


?The Early Development of Hospitals [before 1348], British Journal of 
Surgery, vol. xvi, No, 61, 1928 


from the air, he operated for a time in an antiseptic atmo- 
sphere under the carbolic spray. When it became clear 
that the wound-infecting bacteria were not the casual 
denizens of the air, but were carried directly into wounds in 
the act of manipulation, the carbolic spray, having served its 
turn, was withdrawn from the uses of surgery. Some have 
thought it remarkable that the science of hygiene, which 
has such an intimate association with bacteriology, should 
have been thus outpaced by the surgical art in the applica- 
tion of bacteriological principles to its field of work. The 
practice of terminal disinfection, or the general disinfection 
of premises after the recovery, death, or removal to hospital 
of a case of infectious disease, proceeds on the assumption 
that the germs of the disease from which the sick person 
suffered are not only present on the floor or walls of the 
apartment in which he lay, but are in these situations 
a source of imminent risk of transmitting the disease 
to others. Such an assumption is at variance with the 
revealed facts of biology. Most of the pathogenic protozoa— 
apart from such as may survive for brief spaces in natural 
water, as to which there is no question here—are obligatory 
parasites, and cannot maintain themselves outside the 
vertebrate or invertebrate body. The pathogenic bacteria 
—apart from the pathogenic spore-formers found in the 
soil—habituated in the body of man to a temperature of 
37° C. and a moist protected existence, lose their virulence 
and perish quickly in the cool arid outer world. While the 
patient is still present in the house the germs of his disease, 
passing directly to another person, have the power to 
infect; when he goes, the risk of infection goes with him. 
Once he has gone, except for such material as his bedding, 
which has been near his person, any live bacteria on the 
premises are moribund, and both the need and the oppor- 
tunity for disinfection have passed. Yet the costly and 
laborious practice of terminal disinfection is still the firmly 
established routine of most public health local authorities. 
Here and there, and from time to time, enlightened adminis- 
trators, including Dr. T. F. Dewar of the Scottish Board of 
Health, have entered protest or counselled moderation ; 
and for certain diseases more rational measures have begun 
to be adopted. The case for the abolition of needless 
terminal disinfection will be notably strengthened by the 
views expressed by Professor Carlos Chagas, the director- 
general of public health in Brazil, whose name is well 
known in connexion with the sleeping sickness of South 
America, of which he discovered the contagium vivum. 
Professor Chagas’s article,’ originally published in French, 
is now printed in English in a booklet with a preface by 
Dr. Dewar. Methods for the prevention of infectious 
diseases, he says, ought to be essentially founded on the 
conviction that the sources of infection are living bodies, 
and not places or inanimate objects. Terminal disinfection 
with a view ta the purification of rooms and articles 
contained therein is an antiquated and _ unjustifiable 
procedure. It should be replaced by simple cleansing, 
preferably by domestic methods. If current disinfection 
is properly performed there will be nothing left for 
terminal disinfection to do. The eponymous patron of 
Chagas’s disease, a disease which is conveyed by a 
bug, will probably agree that the terminal disinfestation 
of premises in England for the destruction of insect vectors 
of disease is still a useful proceeding. As regards the 
particular subject of his article, it would appear to be the 
caso that, on the grounds alike of economy, common sense, 
and scientific consistency, a general halt should be called to 
the exhaustive terminal disinfections now employed by 
public health authorities for some common infectious 
diseases of this country. 


“10n the Practice of ‘‘ Terminal” Disinfection. By Professor Carlos 
Chagas. Edinburgh and Glasgow : W. Hodge and Co., Ltd, 1928. (54 x 84, 
pp. 48. 2s. 6d. net.) 
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ABSENTEEISM IN COAL MINES. 


ABSENTEEISM IN COAL MINES. 
Some eighteen months ago the Industrial Fatigue Research 
Board published the results of an inquiry into the rela- 
tion of atmospheric conditions to the working capacity and 


accident rate of miners; an account of the conclusions 


reached appeared in our columns on February 5th, 1927 
(p. 246). In continuance of this line of inquiry the same 
workers have now completed a further study,’ based on 
records of absentecism relating to about 23,000 miners, 
with the object of measuring the relation of different 
kinds of absenteeism to various operative factors, and 
more particularly to depth of working and atmospheric 
conditions. The complexity of any problem arising from 
absenteeism will be at once apparent to all who have any 
experience of the working of national health insurance; the 
Board, in a preface to the report, emphasizes the need for 
caution—which the authors, Dr. H. M. Vernon and Mr. T. 
Bedford, admit—in accepting the conclusions, remarking 
that the question involves not only physiological factors, 
but also a number of social ones. In the present case the 
importance of the latter factors has probably béen reduced 
by taking a group of collieries in the same neighbourhood 
and apparently subject to the same social conditions. It is 
also pointed out that correlation between one variable and 
another, which was the principal test applied in the report, 
implies association and not necessarily causation. Never- 
theless, after taking these qualifications into account, 
the report is an exceedingly interesting and suggestive 
document, the chief conclusions relating to ‘‘ the extra- 
ordinary sensitiveness of the miner to his conditions of work 
and his general environment.’’ It has been found that 
‘“any and every change of condition affects, not only his 
voluntary absenteeism, but in addition . . . the time lost 
by sickness and accidents as well.’’ It is suggested, there- 
fore, in the report that the most valuable method of 
reducing absenteeism is to improve the conditions of work. 
Among factors considered were the depth of the workings 
and the underground temperature (which are closely 
related), the air velocity, the thickness of the seam, the 
labour turnover, and the age of the men. It was found 
that total absenteeism varied with the depth and mean 
temperature; a rise of 13° F. in the dry-bulb temperature 
was associated with a 63 per cent. increase of sickness in the 
coal-face workers, while a rise of 10° was associated with 
a 74 per cent. increase of sickness in the other underground 
men. Absenteeism from sickness and from accidents was 
related also to the air velocity; accident frequency rose 
sharply with a rise in the underground temperature, but 
accident severity was not much affected. The rate was 
considerably higher in the working of thick seams—through 
falls of coal being more numerous—while minor accidents 
varied in frequency with output and labour turnover. 
Accident rates were found to be closely related to the ages 
of the men, and to vary greatly at different hours of the 
shift; in men working at the coal face at high tempera- 
tures the maximum frequency was reached at the last full 
hour but one, while in those working at low temperatures 
it was not reached until the last full hour. Voluntary 
absenteeism increased with the distance. walked under- 
ground by the men, with the distance separating the 
collieries from their homes, and with the labour turnover, 
and was also influenced by the proximity of large towns. 
The report, it will be seen, has opened up a wide field for 
investigation, presenting a series of problems of which only 
a few come within the sphere of the Fatigue Research 
Beard. Others will presumably be regarded as matters for 
the consideration of the Safety in Mines Research Board, 


14 Study of Absenteeism in a Group of Ten Collieries. By H. M. 
Vernon, M.D., and T. Bedford, Ph.D. (assisted by C. G. Warner, B.Sc.). 
Industrial Fatigue Research Board, Report No. 51. London: H.M. 
Stationery Office. 1928, 2s, 6d. net. 


whose new laboratories in Sheffield, as announced in the 
Journal of September 8th (p. 472), are to be opened in 
October ; while others, again, must be left to the individual 
units of the industry itself for solution. 


THE INTRATHORACIC AND INTRAPERICARDIAL 
PRESSURES IN MAN, 

Ir has been generally believed, perhaps upon insufficient 
evidence, that the act of inspiration is an important factor 
in the mechanics of the circulation. The increase in 
thoracic volume which occurs when a breath is taken has 
been thought to draw, not only air into the lungs, but also 
blood into the heart. That this conception is open to 
criticism, and that our knowledge of the variations in 
intrathoracic tension is far from complete, has been shown 
by Dr. Alfred Kendrew? in his review of the subject. Over 
a century ago the work of Carson established the fact that 
the intrapleural pressure was rather below that of the 
atmosphere ; this finding was later corroborated by Donders, 
and it has since been commonly accepted that the pressure 
within the pleural cavity varies between —6 mm. Hg in 
expiration and —7 or —9 mm. Hg in inspiration, taking 
the atmospheric pressure as zero. The fallacy which is 
tacitly implied in most textbooks of physiology, and which 
the author seeks to expose, is that this negative pressure 
results in constant suction of blood from the great veins 
into the heart. He further argues, supporting the theory 
of Kroétz, that because the fibrous pericardium is in- 
extensible the intrapericardial pressure must be that of the 
atmbdsphere, and that therefore the furtherance of the 
circulation by negative circumcardial pressure is impossible. 
There are, however, other aspects than these to be con- 
sidered. It is clear that if any phase of the respiratory 
cycle promotes the venous return to the heart it must be 
that of inspiration; during the expansion of the thorax 
the additional available space must be filled by air or blood, 
or both. Air flows steadily into the lungs, and since the 
pressure in the great veins is generally rather greater than 
that of the atmosphere, it must be inferred that some of 
the blood in them helps to fill the expanding thorax. Again, 
during inspiration, the negative intrapleural pressure must 
be transmitted directly to the walls of the great veins, 
which are not inelastic, so that this process may also facili- 
tate venous return. These are probably only subsidiary 
factors in the mechanics of the circulation, and the author 
certainly justifies his main contention as regards the part 
played by pressure changes within the pleural cavities. He 
regards the fall in venous pressure which occurs during 
inspiration as due to the increasing capacity of the lungs 
for blood, the right side of the heart being thereby relieved. 
It has been argued in the past that were it not for the 
intrapleural negative pressure blood could not return 
to the heart and the circulation would stop. That this 
reasoning is questionable is clear from a consideration of 
the volume changes in the heart. At any given phase in 
respiration the contraction of the heart makes more space 
available in the thorax. That part of this space is filled 
by suction of air into the lungs has been experimentally 
demonstrated, but it seems reasonable to suppose that blood 
flow into the great veins is also promoted. Dr. Kendrew 
has raised very vital problems in his work on this subject, 
and has obviously given much thought, not only to the 
physiological and medica] issues involved, but also to the 
underlying physical principles. It will be a pity if his 
very suggestive paper fails to stimulate further research 
into the mechanics of the circulation, with special reference 
to the relation between intrathoracic pressure changes and 
the venous return to the heart. 


1A New View of the Intrathoracic and Intrapericardial Pressures 
in Man. By Alfred Kendrew, D.M. Oxford: B. Blackwell. (Cr. 8v0 
pp. 8 1s. net., 
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FREE IMPORTATION OF SCIENTIFIC FILMS. 

Tue Commissioners of Customs and Excise have issued @ 
notice to various scientific societies regarding the importa- 
tion free of Customs duty of approved scientific films, and 
explaining the procedure to be adopted by organizations 
desirous of availing themselves of the concession granted 
in this connexion by the Finance Act, 1928. An account of 
the incidents which preceded the movement to secure this 
indulgence was given in the Journal of July 14th (p. 63), 
where it was shown that the effect of the duty hitherto 
imposed had been to exclude, or to render difficult the 
importation of, films of considerable scientific importance, 
but of no commercial value to their owners or others. The 
question was raised in the House of Commons by Captain 
Ian Fraser, who was supported by medical members of 
Parliament, and the Chancellor of the Exchequer—after 
another representative of the Treasury had stated that the 
administrative difficulties were regarded as insuperable— 
ultimately agreed to reconsider the matter. It was suggested 
to him that the Customs authorities should agree to accept 
certification by responsible scientific bodies as evidence that 
certain films merited exemption from duty. The result of 
Mr. Churchill’s deliberations has been the insertion in the 
Finance Act, 1928, of a proviso that: ‘‘ The Customs duties 
imposed by Subsection (1) of Section 3 of the Finance Act, 
1925, on negative and positive cinematogreph films shall 
cease to be payable in the case of a film which is certified 
by the Royal Society of London for Promoting Natural 
Knowledge to be solely an illustration of scientific investiga- 
tion for exhibition before members of a recognized scientific 
body, and which is imported only for the purpose of such 
exhibition free of charge.’’ In the Customs notice referred 
to above it is stated that any society or person desiring 
to import films under this concession should, in the first 
instance, apply to the Commissioners, giving the following 
particulars: Whether positive or negative ; whether developed 
or undeveloped; length of film in feet; full particulars of 
the subject of the film; name and address of applicant; pro- 
posed method of importation (in passenger’s haggage, by 
parcel post, or otherwise); date of proposed importation 
and port of entry if known; name and address of scientific 
body before which the film is to be exhibited, and the date 
of exhibition. 


INTELLECTUAL CO-OPERATION. 
Tue movement towards what is known as intellectual co- 
operation, fostered by the League of Nations (writes our 
correspondent from Geneva), is steadily gaining ground. 
The Institute of Intellectual Co-operation, domiciled in 
Paris but a League offspring, is now subsidized by eleven 
nations. The committee which takes this sphere. of the 
League’s work under its control is presided over by Pre- 
fessor Gilbert Murray, in succession to the late Professor 
Lorentz, and has among its members some eminent 
European scientists, including more than one professor of 
medicine. Professor Gilbert Murray reported to the present 
assembly that interchanges of professors and students 
between universities in different countries had been ert" 
couraged, and that there was now proceeding an inter- 
change of secondary school teachers. These interchanges are 
of the same character as those of public health officers, 
undertaken by the Health Organization, and appear to be 
equally fruitful. It is noteworthy that the American 
Council of Education has placed a sum of money at the 
disposal of the committee for the purpose of an inquiry 
ito university relations in Europe and the facilities avail- 
able there for American students. The question of travel- 
ling or exchange scholarships has been remitted to a 
committee of experts with a view—the reference is rather 
vague—‘‘ to reaching conclusions that will be applicable not 


only to scientific laboratories, but also to research insti- 
tutes, in the field of humanities and social science.’? 
A draft convention has also been formulated with the object 
of assuring for scientists the financial benefits which are 
justified by the profitable use of their discoveries—in other 
words, to prevent the unauthorized and unacknowledged 
use in one country of the work of a scientist of another, 
The British Government, however, has found some technical 
fault in the convention, which as drawn up, it considers, 
would interfere with industrial activity, and the matter has 
not at present gone further than the sphere of proposal. 
An attempt is being made to bring libraries and universities 
of all countries into a scheme of co-operation whereby 
scientific or bibliographical information may be made 
mutually available. Another enterprise aims at the removal 
of undue hindrances, in the shape of Customs barriers and 
postal tariffs, to the international distribution of books. It 
is intended to urge that scientific works, particularly works 
intended for libraries and scientific institutions, should be 
exempt from Customs duties. The question of scientific 
works published in the less known languages has also 
received attention; it appears that in the countries where 
such works have been published there is already a sufficient 
recognition of the need of securing translations in one or 
other of the more widely diffused languages. The language 
difficulty, as anyone who has attended an international 
congress will agree, is the principal hindrance to full inter- 
national co-operation and understanding. In spite of the 
skilled army of interpreters at Geneva, difference of 
language is a constant impediment, leading every day to 
embarrassment and frustration, and sometimes to even 
more disagreeable results. If the Committee on Intel- 
lectual Co-operation would urge a wider acquaintance with 
the French language amongst English-speaking peoples, and 
with the English language among the Latin peoples, a great 
deal of good might be done. 


INTERNATIONAL HOSPITAL CONGRESS. 
Tue first International Hospital Congress will be held in 
Atlantic City on June 13th, 14th, and 15th, 1929. Hospital 
administrators, physicians, surgeons, nurses, architects, 
engineers, and others interested in hospital ‘questions are 
invited by the American Hospital Association, which has 
taken the initiative in this matter. Official invitations to 
the various Governments are to be sent through the inter- 
mediary of the Secretary of State in Washington, and at 
the same time a questionary on the hospital situation and 
hospital statistics in each country is to be circulated. The 
official delegates are invited by the American Hospital 
Association to visit the hospitals of New York, Philadelphia, 
and Baltimore between June 5th and 12th. Further 
information may be obtained from the chairman of the 
International Executive Committee, Dr. René Sand, the 
League of Red Cross Societies, 2, Avenue Velasquez, Paris, 
or Dr. E. H. Lewinski-Corwin, Secretary-General of the 
International Executive Committee, Hospital Information 
and Service Bureau, United Hospital Fund, 2, East 103rd 
Street, New York. 


As announced in our advertisement columns, the Royal 
College of Physicians of London invites applications for 
the post of Milroy Lecturer for 1930. The course consists 
of three lectures, which are to be delivered on Tuesdays 
and Thursdays in February or March, 1930. A copy of 
Dr. Milroy’s suggestions on the subject of his bequest, and 
information as to the emolument, may be obtained from the. 
Registrar, Dr. Raymond Crawfurd, to whom applications 
must be forwarded by September 29th next, addressed to 
him at the College, Pall Mall East, 8.W.1. 
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WOMEN IN MEDICAL AND HOSPITAL SERVICES. 


{ Tar Barris 
Mupicat Jounmas 


WOMEN IN THE SERVICE OF HOSPITALS. 


Memoranpum sy Jornt or WOMEN’S 

ORGANIZATIONS. 

In the British Medical Journal of May 12th, 1928 (p. 821), 
we reported a conference held in London under the 
auspices of the National Union of Societies for Equal 
Citizenship to consider the question of women in the 
service of hospitals, when a resolution was adopted pro- 
testing against the recent decision to exclude women 
medical students from a number of London general hos- 
pitals with training schools. As a result of that meeting 
a joint committee of women’s organizations to promote 
equal opportunities for women with men in the medical 
and hospital services was set up, with offices at 15, Dean’s 
Yard, Westminster, S.W.1, and a memorandum on the 
subject generally has now been published in pamphlet form 
(price 24d. post free). 

The memorandum is divided into three parts: the first 
on the training of women medical students; the second 
on equal opportunities in hospital appointments; and the 
third on women on hospital boards of management. 


Training of Women Medical Students in London. 

_ This part of the memorandum opens with a survey of the 
present position as regards the training of women medical 
students in the metropolis. One medical school—the London 
(Royal Free Hospital) School of Medicine for Women—is 
,reserved exclusively for women, University College Hospital 
Medical School permits not more than twelve women entrants 
a year, of whom eight are taken from the students of Univer- 
sity College, leaving four vacancies for students from elsewhere. 
The medical schools of three hospitals (St. George’s, the London, 
and St..Mary’s), which for some years admitted women students, 
have now closed their doors to them, and three others (West- 
minster, Charing Cross, and King’s College) have decided to 
admit no new women entrants, while allowing those at present in 
training to complete their course. The numbers of women in 
all stages of the curriculum who availed themselves of these 
facilities in 1926-27 were as follows: London (Royal Free 
Hospital) School of Medicine, 298; University College Hospital, 
59; University College, 44; King’s College Hospital, 67; King’s 
College, 54; St. Mary’s, 57; Charing Cross, 45; Westminster 
Hospital, 30; making 654 in all. 

While paying tribute to the admirable work done by the 
London School of Medicine for Women, the committee under- 
stands that the clinical facilities available for students of that 
school are already more fully utilized than those of most of 
the hospitals which have lately closed their doors to women. 
It feels, therefore, that the facilities to which women are now 
once more restricted can be regarded as adequate only on the 
assumption that the number of women requiring training is, and 
is likely to remain for a considerable period, less than the 
present figure. 

Coming to the suggestion that the influx of women into 
medicine during the. war years was abnormal, that the number 
has diminished and is likely to diminish further, and that 
no hardship will therefore ensue from this drastic reduction of 
facilities, the committee submits that, on the contrary, though 
the number of medical women may fluctuate from time to time, 


the general tendency will be towards a steady increase. The 


following causes are assigned for this anticipated increase : 
(a) the growing demand for women doctors under local autho- 
rities ; (b) the strong probability that within a few years either 
the _system of national health insurance will be extended to 
cover dependent wives and children, or a national health 
service covering these classes will*be set up; (c) the steadily 
growing demand for women doctors, not only among the above- 
mentioned ‘classes, but also among those employing private 
practitioners ; (d) the growth of population; (¢) the increased 
demand that may be expected for doctors to practise in the 
East, especially in India; (/) the growing need felt by the 
middle classes, especially the professional classes, to seek careers 
for their daughters. 


Assuming, then, that the facilities now in prospect are 
inadequate, the committee submits that it is the duty of all 
those who share the responsibility for medical education in 
London to remedy this defect. The statutory obligation on the 
University of London to afford equal educational opportunities 
to all students without distinction of sex could, in theory, be 
fulfilled “either by permitting co-education in some of the 
schools now reserved for men, or by creating fresh facilities 
for women only.” 

While expressing no opinion as to the relative advantages of 
co-education or separate education, upon which teaching experts, 
both men and women, are said to be divided, the committee is. 
in favour of free choice, both types of schools being made 
available. The alleged dislike of co-education among men 
students and the arguments based on this should i.ot, in its 
opinion, be allowed to weigh against considerations of justice 
and expediency, which call for a fairer sharing, as between 
men and women, of the training facilities offered by the medical 
schools, whether this takes the form of joint or of separate 
education. 

To the claim that because most of the existing institutions, 
have hitherto been ‘‘ men’s medical schools ’’ women have no 
rights in regard to them, the following reply is made : 

*‘ (a) The existing male monopoly in the hospitals and medical 
schools is a survival of conditions under which women were 
excluded altogether from the medical profession and from nearly 
all public offices. It cannot be held to have created a_ vested 
interest. These institutions exist for the benefit of neither men 
nor women doctors, but of the sick and suffering. 

““(b) The hospitals and medical schools are supported by the 
public irrespective of sex. So long as_ these institutions were 
maintained mainly by individuals who could choose the destination’ 
of their subscriptions, there may have been some justification for 
the claim of their committees and boards to administer their 
affairs just as seemed good to them, so long as their subscribers 
were satisfied. But the individual subscriber to an _ individual 
hospital is becoming an increasingly less important factor in hos- 
pital finance in comparison with funds to which men and women 
subscribe more or less compulsorily—e.g., through taxation, or 
deductions from wages, or contributions to street or church 
collections, etc.” 


Equal Opportunities in Hospital Appointments, 

“It is,’’ the committee says, ‘‘ plainly a great handicap to 
women in their medical careers if the appointments normally 
open to recently qualified students, such as those of house- 
physician and house-surgeon, are available for them in a much 
smaller proportion than to male students. ... We would go 
further and remark that equality of opportunity is also neces- 
sary with regard to the more important honorary appointments. 
‘ We urge, therefore, that whatever changes are made to’ 
provide further training facilities for women shall be made in 
a large-minded and ungrudging spirit... . In claiming for 
women full equality of opportunity in this and every other part 
of the medical service, we wish to make it plain that we do 
so not merely as a matter of justice to women doctors them- 
selves, but equally or perhaps even more in the interests of 
the public whgm they exist to serve. Where issues of health 
or sickness, of life or death are at stake, nothing but the best 
is good enough. ... We believe it is generally admitted by 
the medical profession that women doctors on the whole have 
loyally upheld its standards; have never sought to use their 
sometimes exceptional economic position—their lesser burden 
of dependency—to undercut or outbid their male colleagues. 
We wish it were equally plain that the same spirit of loyalty 
and fair play was holding in check the not unnatural desire of 
some of the junior or less well qualified male members of the 
profession to limit the number and opportunities of their 
women competitors.”’ 


Women on Hospital Boards. 

Under this heading the committee expresses astonishment that 
even in the sphere of lay management a considerable number 
of hospitals either exclude women altogether, or have placed 
them only on subordinate committees entrusted with minor 
functions, seeing that the duties of boards of management are 
concerned very largely with questions of nursing and domestic 
administration. The memorandum concludes with a table show- 


ing the position with regard to women on committees of manage 
ment in those London hospitals which have recently excluded 
women students from their medical schools. 
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[From our CorrREspONDENT IN MONTREAL. ] 


Mental Hygiene in Canada. 

Ir can hardly be said that problems of mental hygiene 
occupy a larger place in western Canada than elsewhere in 
the country, but they do exist there, as elsewhere, and keen 
interest is being shown in their study. This was found to 
be the case by the director and secretary of the Canadian 
National Committee for Mental Hygiene on a visit to the 
four western universities in June last. Each of these 
centres was found to have trained werkers who were willing 
to co-operate with the committee in every respect, and to 
follow out suggested studies. The immigrant population 
provides many problems of this nature, and it is being 
recognized that the large proportion of the population of 
the mental hospitals, gaols, and charitable institutions 
which is being contributed by the incoming settlers may 
be reduced by sympathetic and intelligent study of the 
people on their arrival, of their capacity for education, 
their industrial and artistic capacities, their adaptability, 
and so on. This, naturally, is a large programme; it 
requires the co-operation of a mental hygienist with the 
anthropologist, the educationist, and the sociologist. But 
these formidable-sounding specialisms only serve to stimu- 
late the irrepressible optimism of the West, and the various 
problems are being faced with cheerful confidence. It is no 
small additional stimulus to recall that Canada is spending 
more than nine million dollars a year for the care of 
end-cases of mental and social disharmony. 


Medical Aspects of Jmmigration. 

It is to be hoped that inimigrants will gradually come 
less and less to provide material for the care of the mental 
hygienist. A timely paper on the medical aspects of 
immigration into Canada has been published by Dr. J. D. 
Page, chief of the Immigration Medical Division of the 
Federal Department of Health. In this he reviews the 
whole history of the medical side of the Canadian Immigra- 
tion Law since its inception in 1903. and shows that while 
the law was well designed to protect the country from the 
entry of medically unsuitable settlers, its operation as 
regards the medical examination of the immigrants was 
always hampered by an insufficient number of examiners. 
As time went on steps were taken to remedy this lack, but 
it gradually became evident that the weakness of the 
system lay not so much in the number of men detailed to 
examine immigrants as it did in the fact that the exam- 
inations were made on the wrong side of the Atlantic. It 
was the realization of this that finally led to the appoint- 
ment of medical men by the Canadian Government, by 
whom all intending immigrants were required to be ex- 
amined before embarkation. This system has only been in 
operation since February last, and it is therefore too early 
to say how it will do, but the underlying principle is 
sound, and it is expected that it is only a matter of the 
medical examiners gaining sufficient experience to make 
the plan as successful as can be expected. The criticism 
which it produced was traced to certain shipping interests; 
these professed to see in the new regulations a deterrent to 
immigration, and in support of this it was demonstrated 
that the immigration to Canada for the first three months of 
this year was 12 per cent. less than during the correspond- 
ing period in 1927, It would be almost sufficient to reply by 
saying that if, as was possibly the case, this falling off 
was partly due to stricter medical examinations, then the 
country could hardly be regarded as having suffered much 
loss. There is also the fact to be considered, however, that 
4 corresponding decline in immigration (indeed, a greater 
decline) was noted for the same period to Australia, New 
Zealand, and the United States. 


Annual Meeting of the Canadian Medical Association. 
The annual meeting of the Canadian Medical Association 
has an increased attendance each year, with a continual 
development of interest in general medical affairs. This is 
all the more noteworthy because it is only within the last 
Seven or eight years that it has been possible to feel that 
the organization of the Association has really taken root. 


We can now see it bringing forth its fruit in increasing 
abundance. The meeting this year, however, was a little 
different from those of recent years. It was held at 
Charlottetown, Prince Edward Island, a new venue, and 
one which it was felt at first might cause difficulty in the 
matter of accommodation, in respect of which the modern 
convention is apt to be so exacting. In addition to this, 
Prince Edward Island is at the extreme eastern extremity 


- of the Dominion, and this would sang diminish the 
ne 


number of those coming from the West. The completeness 
with which the first difficulty was surmounted might have 
been hoped for, but could not have been quite expected. The 

eople of the island as a whole seemed to take the visitors 
in hand in the fully successful attempt to live up to their 
traditional hospitality. The second difficulty was largely 
overcome by an exceedingly pleasant scheme—the charter- 
ing of a steamer to bring down members from the central 
and western regions. Many took the opportunity of a trip 
which was planned to include the historic and picturesque, 
and the party arrived at Charlottetown in the best 
possible humour for the convention. It may be that the 
programme of the convention brought out no very striking 
medical developments, as the papers were chosen chiefly 
with regard to the ordinary problems of everyday general 
practice. This, however, in the opinion of many, was a 
distinct advantage. To one member at least—and he prob- 
ably expressed the feeling of several—the meeting this year 
was in the nature of a pause by the C.M.A. to gather 
strength for the problems which it will face in greater 
degree as the country develops. And no more heautiful 
part of Canada could have been chosen for reviewing 
the past and making plans for the future. What happier 
augury, too, for the future of the Association could there 
be than its gathering at this stage of its growth in a city 
so full of historic memories in the binding together of the 
Dominion of Canada? 


England and Wales. 


Vital Statistics for 1927. 

Tur Registrar-General’s Statistical Review of England 
and Wales for 1927, Tables, Part II, Civil, can now be 
obtained at H.M. Stationery Office (price 5s.). The volume 
contains statistics of population, marriages and divorces, 
births, passenger movement, parliamentary and _ local 
government electors, and vital statistics of the British 
Dominions. The estimated population in thousands of 
Great Britain and Ireland was: 


Increase + 
1926. 1927. or Decrease— 
per cent. 
Englendand Wales .. 39,067 39,290 +0.6 
Northern Ireland m 1,254 1,253 -0.1 
Irish Free State a a 2,970 2,958 -0.4 
Total ove io. wee 48,188 48,393 +0.4 


The number of marriages solemnized in England and Wales 
during the year was 308,370, and was equal to a rate of 
15.7 persons married pet 1,000 person. .iving. During the 
three years 1919-21—following demobilization after the war 
—the rate averaged 19.0, which was the highest recorded 
since the establishment of civil registration. The rate in 
succeeding years showed an almost continuous decline until 
1926, when it was 14.3, the lowest since 1886. The number 
of decrees nisi made absolute during the year was 3,190, 
or 568 in excess of that for the previous year. Excluding 
the exceptionally high number—3,00—in 1921, the total 
for 1927 is the highest on record. The births registered 
during the year numbered 654,172, and were equal to a rate 
of 16.6 per 1,000 population. This is the lowest recorded 
rate, and is no less than 1.1 per 1,000 below the abnormally 
low rate recorded during 1918. Not only has the birth rate 
declined, but the actual number of births is the lowest 
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registered since 1855, when the population of England and 
Wales was only 18,829,000, or about 48 per cent. of the 
estimate for 1927 The number of illegitimate births was 
29,023, or 44 per 1,000 total births, and was 568 below that 
in 1926. The proportion of male to 1,000 female births was 
1,042. This proportion showed a great increase during the 
war years and attained a maximum of 1,060 in 1919, since 
when the decline has been almost continuous, and the pro- 
pertion is now approximating that which prevailed in the 
period immediately preceding the war. The number of 
parliamentary electors on the autumn register was 19,585,872, 
of whom 11,094,031 were males and 8,491,941 females. 


International Society of Hydrology: Visit to English Spas. 

The first visit of an international medical party to the 
British spas will take place next month, on the occasion 
of the annual meeting of the International Society of 
Medical Hydrology, which begins on Tuesday, October 9th. 
On the evening of that day the members will be received 
at a conversazione at the Royal Society of Medicine by the 
president-elect, Lord Dawson of Penn, who will preside 
over the discussions to be held in London on the two 
following days. The medical subjects for discussion include 
the relation between the State, the health resort, and 
national health insurance, and the humoral factor in 
disease. On Friday, October 12th, the members will leave 
London for Harrogate, proceeding subsequently to Buxton, 
Droitwich, and Bath, and returning to London on Wednes- 
day, October 17th. During the tour there will be numerous 
discussions and demonstrations; visits will be made to 
places of interest, and the members will be entertained at 
‘various social functions. It is expected that the party will 
number over a hundred, representing seventeen nations. 
A limited number of places are available for medical practi- 
tioners interested in the objects of the meeting. Particulars 
may be obtained from the honorary secretary of the society, 
139, Marylebone Road, London, N.W.1. 


Post-graduate Work in Manchester. 

Manchester offers facilities for post-graduates of a scope 
that is perhaps not always realized by local practitioners. 
For the year 1928-29 various courses have been organized 
—some by the University and some by the local hospitals. 
Those at the University are courses on stated subjects, 
while those at the hospitals are generally made up of 
independent lectures given by members of the staff. The 
University is providing a short intensive course in gynaeco- 
logy and part-time courses in diseases of the eye and skin, 
in g-ray work, and in clinical pathology. The Royal 
Infirmary provides lectures throughout the academic year 
on Tuesday and Friday afternoons; that on October 23rd 
—the Lloyd Roberts lecture for the year—will be given by 
Sir Berkeley Moynihan, on ‘‘ Some problems in gastric 
surgery.’’ The post-graduate lecture on pneumothorax 
which Dr. A. Ramsbottom had arranged to deliver on 
September 25th has had to be cancelled owing to illness; 
a demonstration of surgical cases by Mr. W. R. Douglas 
will be substituted. The staff of Ancoats Hospital will 
give short courses on the sympathetic nervous system, on 
minor operations on the ear, nose, and throat, and on 
advances in antiseptics. 


Resignation of Dr, Noy Scott. 

Dr. S. Noy Scott, who has retired from the post of 
medical officer of health to the Plympton St. Mary Rural 
District Council, has completed thirty-five years’ service in 
that capacity. At a recent meeting of the council, when 
his resignation was announced, a resolution was adopted 
expressing the council’s regret at his decision and asking 
if it was not possible for him to reconsider the matter. Dr. 
Noy Scott, however, explained that his retirement had 
been forced upon him largely by health considerations. A 
warm tribute to his work in the Plympton district is given 
in a leading article in the Plympton and South Devon 
Times of September 6th, which states that ‘‘ he has regarded 
his post in exactly the spirit which Sir George Newman 
has endeavoured to breathe into the whole health service 
of the country,’’ and describes how he has kept abreast of 
every forward movement in public health, so that during 
his term of office ‘“‘ the local machinery has been made 


to work up to its fullest capacity.’? The article concludes; 
‘* A skilled, diligent, and fearless medical officer like Dr, 
Noy Scott cannot have kept watch and ward upon the 
public health of a district for five-and-thirty years without 
having made an enormous contribution to public welfare 
and individual happiness. He retires with the knowledge 
that a sound tradition has been established, and that the 
great sanitary policy at which he has aimed, based on a 
copious and constant water supply, is now certain of realiza- 
tion within a very few years. His neighbours thank him 
sincerely for his public labours and his private friendliness, 
and wish for him many happy years of comparative leisure 
in which to watch the results of his long exertions come to 
fruition.” 
Gaseous Content of Buxton Water. 

At a meeting of the Buxton Medical Research Society 
on September 7th at the Devonshire Hospital, Mr. J. Race, 
the biochemist to the hospital, communicated to the Society 
the result of the recent analysis of the gases issuing from 
St. Annes Well made by Dr. Judd Lewis. This showed 
the rare gases to be 1.20 per cent. of the total volume 
and to contain 96.6 per cent. of argon; 3.4 per cent. of 
helium, and no neon or other such gas. The absence of 
neon was considered an interesting feature of the analysis, 
since it appeared to exclude atmospheric air as a source of 
the helium, and afforded a sharp contrast with the gas at 
Bath, which, like atmospheric air, contained considerably 
more neon than helium. Mr. Race discussed the possi- 
bility of the helium being due to the disintegration of 
radium, and expressed the opinion that the more probable 
source was a mineral such as cleveite, which had been shown 
to yield helium on heating. As cleveite contained ‘the 
oxides of uranium and lead, the first and last numbers 
of the uranium (radium) series, this source could not be 
dissociated from the general idea of radio-activity, but 
the nature of the relationship could only be conjectured. 
The output of radium emanation in the gas had been esti- 
mated at 3,000 millimicrocuries per hour, a figure which 
compared very favourably with that of most of the Con- 
tinental spas. Photographs were exhibited showing the 
relative effect of various waters on the growth of mustard 
seeds. Seeds soaked in the radio-active Buxton water 
germinated quicker and grew more rapidly than in tap 
water or in a natural water practically identical in com- 
position with the Buxton water but free from radium. 


Ireland. 


Change in the Health Insurance Medical Certification Area. 


Tue Irish National Health Commission (Irish Free State} 
decided some time ago to change the area of the pool for 
the payment of medical certification of sickness benefits 
under the, Insurance Acts from the dispensary district. 
to the coiinty. The Irish Medical Committee, on behalf 
of the medical certifiers, forwarded a unanimous protest 
to the Commission against the change, but the Commission 
did not accede to its request, and has now addressed 4 
circular letter to each medical certifier. The reasons given 
by the Commission for the change are not considered to 
have much foundation. In the absence of a panel system 
for medical certification the dispensary area was held te 
be the fairest alternative, as it corresponded approximately 
to the actual and potential practice of the medical certifiers, 
who did the maximal portion of the work. The Irish 
Medical Committee is asking the local medical committees 
to consider the question. In the circular letter addressed 
to medical certifiers the Commission states that it has had 
under review for a considerable time past the method of 
distribution of the moneys available for this service among 
the doctors undertaking medical certification. While the 
distribution of the funds available amongst the certifiers 
in the county boroughs and urban districts has worked out 
generally with equitable results to the doctors, very seriou 
anomalies have arisen in certain other certification areas 
included in the counties. In these areas the ultimate basis 
of distribution of the money available for certification under 
the present scheme is the dispensary district, the amount 
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allocated to each county being subdivided to ascertain the 
portion available for each dispensary district, the basis of 
subdivision being the number of insured persons resident 
in each such district. The Commission states that it has 
decided to discontinue the use of the dispensary district as 
a basis for calculating the payments for medical certification 
for the following reasons: 

1. The adoption of the dispensary district as the unit of 
distribution has resulted in certifiers in adjoining dispensary 
districts receiving widely divergent rates of remuneration per 
certificate issued. 

2. The system is unsatisfactory owing to the fact that it is not 
possible to obtain accurate figures of the number of insured 
persons in the dispensary districts without incurring expense 
which would be very much higher than the results obtained would 


justify. 

™ The making of calculations on the dispensary district basis 
entails a large amount of work and expense in this department, 
and it is not possible to defend the continuance of expenditure 
on a system which produces such obviously inequitable results. 
The Commission feels that, in the circumstances, it would 
not be justified in continuing the provision in the schedule 
to the agreement necessitating the apportionment of the 
moneys to dispensary districts, and it has decided that, 
as from January 1st next, the money available for each 
county area will be divided amongst all the certifiers 
operating in that area without any reference to dispensary 
districts. No alteration will be made in the present method 
of distribution in county boroughs and urban districts. It 
should be understood that the proposed change relates only 
to the method of distribution, and does not in any way 
affect the total amount payable for medical certification. 
Practitioners are asked, if they are willing to continue the 
medical certification of insured and exempted persons after 
the date of the alteration in the method of distribution 
of the moneys available under the scheme, to sign and date 
the enclosed forms and to return them to the department. 


Correspondence. 


TONSILLECTOMY AND REMOVAL OF ADENOIDS. 

Sir,—Sir Charters Symonds’s advocacy of ether anaes- 
thesia for safety and efficiency is one of the most instructive 
points brought out in the correspondence on this subject, 
but I would support Dr. Wright Lambert’s practice of 
open ether administration, dispensing with any Clover 
izhaler, This is the method we have employed in Bristol 
since 1887, when Dr. A. L. Flemming first introduced 
the two drop-bottle method of open anaesthesia. True, at 
first the one bottle of chloroform was used to supplement 
tho ether cropped on the mask from the twin bottle, 
but ere long the former was dispensed with and ether alone 
administered by Dr. Flemiming for most of the abdominal, 
intracranial, and other operations. Flemming’s methods 
and experiences were published in the British Medical 
Journal for September 17th, 1910 (p. 767), and were 
referred to by Hewitt in the fourth edition of his classical 
work on anaesthesia. 
_ For many years I have never seen a Clover or other 
inhaler used, and am convinced that there is no increased 
liability to haemorrhage from ether, and that recovery 
from light ether anaesthesia is as quick and comfortable 
as after chloroform. That ether is far safer than chloro- 
form seems borne out by statistics as well as personal 
experience, and in operations on the nose and nasopharynx 
an anaesthetic that stimulates the vagus centre in the 
medulla is the more desirable, since stimulation of the 
olfactory nerve induces reflex cardiac inhibition, _ 
_ Mr. Lowndes Yates raises the extremely important sub- 
ject of nasal sepsis as not seldom present and being the 
etermining cause of adenoids and septic tonsils. I have 
myself frequently urved the necessity of examining for the 
existence of nasal s.,sis, and at any rate the desirability 
of exploring the maxillary antra, since such a procedure 
heed not occupy more than one minute at the end of the 
peration on the tonsils and adenoids. When a nasal sinus 
Infection exists it seems to cause recurrence of adenoids, 
which lymphoid hypertrophy is in a measure protective. 
But to leave a child to grow up with an unrelieved nasal 
sinus infection is surely:a grave misfortune.—I am, etc., 
Clifton, Bristol, Sept. 18th. Patrick Wartson-WILLIAMs. 


THE FALLING BIRTH RATE. 

Sir,—In your article on the falling birth rate (September 
15th, p. 499) you conveniently summarize some propositions 
made in a brilliant paper by Dr. F. A. E. Crew (p. 477), 
and I should like to comment upon them. 

1. ‘‘ There is a law of population growth which occurs 
in cycles, following in the main a curve of a definite type.”’ 
This idea is, in a new garb, the old Malthusian one that 
whenever man made an advance in food production his 
death rate fell and his numbers consequently leapt up, for 
a time. 

2. ‘* The birth rate is falling now because we are at the 
end of such a cycle... .’’? This suggests that the birth 
rate fell at the end of previous cycles, which there is no 
reason to believe. 

3. ‘* Density is one of the controlling factors. ...” If 
great density reduces fecundity, it is surprising that there 
has been no decline of the very high birth rate of India 
and China, and that everywhere the fertility of the slums 
is always the highest. 

4. ‘* Voluntary control of conception has undoubtedly pre- 
vented the birth of many individual babies, but it may be 
doubted whether this has appreciably affected the crude 
birth rate or population growth cycle.’’ These last eight 
words suggest that crude birth rate and population growth 
are synonymous terms! And surely it cannot be doubted 
that the tremendous fall in the crude birth rate of England 
and many other countries between the years 1876 and 1914 
was mainly due to contraception, the great propaganda for 
which started in 1876. Every big inquiry into the subject 
has reached that conclusion. But contraception, although 
it has immensely affected the crude birth rates, has, I agree, 
not appreciably affected the population growth cycles, 
because it has not affected the rates of natural increase 
of population—that is, the fall! in the birth rate was in most 
countries accompanied by a very similar fall in the death 
‘rate, as neo-Malthusians have long been pointing out. One 
effect of confusing the birth rate with the population 
growth, and of suggesting that contraception does not 
reduce birth rates, will be to hinder the much-needed 
movement for encouraging the poor to have no more 
children than they themselves can provide for.—I am, etc., 


London, S.W., Sept. 15th. Binnie Duntop, M.B., Ch.B, 


SEA-SICKNESS. 
Sir,—Reading the letters of the different observers who 
_kindly noticed my paper on sea-sickness (British Medical 
Journal, May 5th, 1928, p. 752), I have been struck, not 


‘only by the facts that we are ignorant of the cause of sea- 


sickness, and that we have no remedy for the disease, but 
by the suggestion that diagnosis here has its difficulties 
‘too, and that we must discriminate between true sea- 
sickness due to labyrinthine irritation and sickness at sea 
for which some digestive trouble is to blame. This is a 
subtle distinction that cuts the ground from under those 
who have been accustomed to think that sea-sickness may 
be caused by any sense impressions that may affect the 
vomiting centre at sea. Among these impressions disturb- 
ances of the endolymph may play a part, and no doubt 
they are the cause of the vertigo which is an accompani- 
ment of many cases; but few will deny that sea-sickness 
may happen without vertigo, and there are many who are 
not satisfied with the existing evidence that a purely 
mechanical disturbance of the labyrinth is at the bottom 
of those cases where it does. 

It is common ground that the vestibular mechanism is 
vulnerable from many directions: it may be affected by 
gross changes, permanent or temporary, in the labyrinth 
itself; by any discord between impressions arising in the 
cerebeilum, or in the eye muscles,-or in any sense organ, 
with a consequent failure to co-ordinate them; by many 
toxins. Poisoning by nicotine occurs to the mind, and by 
this is meant, not the chronic toxaemia that results in a 
neuritis of the eighth nerve, but the temporary indisposi- 
tion that may follow the smoking of a strong tobacco. The 
resemblance between the symptoms of over-smoking and of 
sea-sickness is very close, and in the former case it would 


‘be regarded as unreasonable to suggest that the toxin 
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chose the labyrinth as its first mark, whence its effects 
spread to the vomiting centre and the pneumogastric. 

Lastly, there is the psychical avenue for attack, and 
while the giddiness that affects many people when climbing 
or looking down from a height is excluded by Barany from 
the true vertigos, it is dangerous to speak of functional 
disturbances; and to say that a man is giddy with appre- 
hension, or that one’s head is in a whirl from bewilderment 
or what not, is no mere figure of speech, but describes a 
physical condition for which there is no external sense 
impression to aecount. 

For a long time, though convinced that the vertigo now 
in question is caused by unwonted movements of the endo- 
lymph, and believing that true sea-sickness could occur 
without it, I looked for a general cause that might affect 
the labyrinth and the vomiting centre, either independently 
or together, and I give below the results of my search for 
what they are worth. 


The patients wpon whom the experiment was made number 25— 
too few to dogmatize upon, but numerous enough to make it 
possible to draw reasonable conclusions from the evidence obtained 
from them. All were emigrants from central Europe and Syria; 
adult men and women of good physique—mostly simple people, 
intelligent enough to understand the questions put to them, and 
without the imagination that makes the more cultured, especially 


among the Latin races, so liable to sea-sickness. Mosi of them — 


had travelled for many hours in trains, and the Syrians had 
been a fortnight or more on the journey to La Pallice. Train- 
sickness had occurred in 8, 6 of these persons being Jews. In 
the 6 there had been headache and vomiting, and im all but one 
vertigo as well. The exception was a Rumanian Jew, in whose 
urine there was a trace of sugar but no diacetic acid. The urine 
of the remaining 7 contained diacetic acid, some more, some less. 
-Of the 17 who were not train-sick 11 suffered from vertigo in 
addition to their other symptoms, and in 2 of these the dizziness 
was not felt until some hours after the attack of sea-sickness 
po age both patients had kept about, fightimg the nausea, and 
y after lying down for some time did they complain of vertigo. 


One was so bad that he could not stay in bed, but lay on the. 


floor, clinging to a ringbolt; and this when the motion of the 
ship was not excessive. This man was a Syrian Jew, highly 
intelligent, and anxious between the paroxysms to discuss his 
symptoms. He had been to sea before and had suffered from 
sickness but mever from vertigo. 

In 9 patients vertigo was the first complaint, and it was 
interesting to note that in 4 of them the subsequent nausea was 
slight, the vomiting being more of a painless regurgitation than 
a cataclysm such as shook the rest. The urine of 4 of these 
patients contained diacetic acid. 

There remain the 6 in whom no vertigo occurred at any period 
of the attack. There seemed to be no justification for putting 
them in a division by themselves; they showed all the classical 
symptoms—cold sweat, pallor, yawning, weak pulse, and vomiting. 
Two were badly affected and lay like dead folk, while the others 
were ordinary cases and could take a little imterest in their 
condition. In all 6 the urine contained diacetic acid from the 
first, and the blood sugar in one of the bad cases was 0.07. 


- Impossible as it is to generalize from so small a number 

of cases, from the presence of diacetic acid in so large a 
proportion from the very beginning of the attack, it seems 
fair that an acidosis should be allowed to share at least 
with the labyrinth in any theory of the causation of sea- 
sickness. Neither the paths from the labyrinth nor the 
nature of the impulses they transmit are known with 
accuracy, and anysuggestion with regard to either must 
be speculative. A theory that sea-sickness may be due in 
the first instance to an acidosis that affects the labyrinth, 
the vomiting centre, and the sympathetic (in the order 
named, or inversely), or affects one or more to the exclusion 
of the others—such a theory is speculative too, but it has 
a claim to be considered with respect. So with the 
suggestions of the mechanical effect of the rise and fall of 
the ship on the hepatic circulation by way of the varying 
pressure of the abdominal contents; the appearance of 
irregular waves in the cerebro-spinal fluid; the pious 
thought that sea-sickness is the effort of a beneficent 
Providence to fit man for an unusual environment. Who 
can deny the possibilities of all these ? 

These reflections are not without interest in regard 
to treatment. The public expects too much; travellers 
demand a drug that will prevent sea-sickness, or cure it 
when it attacks them; but few will take ordinary pre- 


cautions before a voyage, and fewer still will trouble to |- 


make that effort which can control even the raging of the 
endolymph, and enable them to face the sea with courage 
and common sense. Faith is the great thing needed, and 
in its light the bromides, the belly-band, and the amulet 
will fulfil their destiny; occupation is a help, and many 
find salvation in a job of work; for others, the table- 
spoonful of Worcester sauce or the more sophisticated 
prairie oyster. Lastly, the earnest person, who believes 
that here Providence is at work, and sea-sickness a thing 
that has to be, may starve himself a while, keep his bowels 
open, and wait hopefully for the dawn.—I am, etc., 
R. Autan Bennerr, M.D., M.R.C.P., 
Surgeon, Pacific Steam Navigation Company. 
Havana, September. 


Sim,—The letter of Dr. A. C. Ingle of September 8th 
(p. 467) recalls to my mind occasions a quarter of a century 
ago—I was then a ship surgeon on the North Atlantie 
route—when the late Dr. J. R. Stocker of the Board of 
Trade used to discuss with me ideas regarding the causes of 
sea-sickness. He had himself had considerable experience 
at sea, and he maintained that the respiratory disturbance 
was more important than disturbances connected with the 
semicircular canals, the cerebellum, or other centres. 

‘Those discussions caused me to form the opinion that, 
as most people inspired while the ship—or rather, the part 
of the ship where they were located—was rising, and held 
their breath till the downward motion was experienced, 
thereby producing a course of irregular breathing, there 
probably followed some irritation in the region of the 
throat; and, as tickling of the fauces by a feather induced 
nausea and vomiting, it was quite reasonable to expect 
that another form of irritation would produce a similar 
effect, the mechanism in both cases being through the 
glosso-pharyngeal nerve and the vagus. 

Following up this idea, I frequently, on voyages from 
New York, formed schools of what we called ‘ anti-sea- 
sick drill,’’ consisting chiefly of young American men and 
women who were on their first voyage to Europe, -and 
showed them how to breathe regularly and freely in spite of 
the movements of the ship, with the result that—I regret 
IT have no statistics—sea-sickness was reduced to a minimum 
among those who persisted in the practice.—I am, etc., 


Southampton, Sept. 12th. D. D. F. Macrxryre, M.B. 


INTRAVENOUS MEDICATION FOR ACUTE 
INFECTIONS. 

Sm,—In the British Medical Journal of September 8th 
(p. 468), Dr. A. M. N. Pringle draws attention to the 
great value of collosol argentum administered intravenously 
in the treatment of puerperal septicaemia. He records 
twenty-seven cases of severe puerperal infection treated 
consecutively with intravenous injections of  collasol 
argentum ‘with only one death. I think this a very 
remarkable and satisfactory result. 

My own experience of the treatment of acute blood 
infections with collosol argentum has been very encourag- 
ing. Several cases of severe streptococcal blood infection 
have made good recoveries. One case of pneumococcal and 
staphylococcic blood infection following a severe post- 
operative peritoniis was completely cured, the blood 
becoming sterile after repeated intravenous injection of 
25 to 20 c.cm. I consider it a most valuable agent in the 
treatment of such cases, which appear to be desperate. I 
have uot found it, however, to be invariably successful; 
some cases of streptococcal blood infection in which the 
patients’ powers of resistance were no doubt abnormally 
low have succumbed in spite of repeated doses of this 
agent. It has the great advantage compared with some 
other drugs used intravenously—for example, mercure 
chrome—in being, in the dosage used, apparently a 
non-texic. I think, however, that mercurochrome 

cial advantages in Bacillus coli infections, and in such 
cases I would give it the preference.—I am, etc., 

Hersert H. Brown, M.D., ¥.R.CS., 
Constilting Surgeon to the East Suffolk Hospital - 


Ipswich, Sept. 10th, 
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HERPES AND VARICELLA. 

Sir,—Dr. Gray Hill is to be congratulated on his 
valuable contribution (August 4th, p. 197) to this ever 
popular discussion, in the shape ‘of eight first-cases of 
chicken-pox traceable to an original herpes zoster, making 
a percentage of 23.5, and this in spite of careful isolation. 

The lower percentage (1.6) in Dr. Cowie’s report! need 
not invalidate, as Dr. Hill seems to imply, the general 
argument for a common origin, as, after all, percentages 
depend to a large extent ‘on environment. One may 
imagine the case of a teacher who, in spite of an attack 
of shingles, continues her teaching in a school of 100 
young children. One child contracts. chicken-pox, which 
spreads in the usual way until fifty have succumbed to 
the disease. This works out, of course, at 2 per cent. 
On the other hand, take the case of shingles in a mother 
on an isolated Rhodesian farm. She has an only child, 
an infant at the breast, who contracts the disease in the 
shape of chicken-pox.? At another farm, equally isolated, 
a ten-year-old girl is taking arsenic for her chorea and 
at the same time acting as mother’s help with the youngest 
member of thé family. The arsenic induces a shingle 
eruption, and the baby, being in close daily contact with 
its sister, contracts a mild chicken-pox. The other members 
of the family, having all had chicken-pox at an earlier 
period of their existence, escape infection on this occasion.® 
Taking these two cases together we get a percentage of 
100, which is clearly due to the chance that no opportunity 
offers itself for the further spread of infection. 

Some light can, I think, be thrown on the question 
of immunity by a study of those less common cases in 
which the herpetic is followed by the varicellar eruption 
in the same individual. The term “ concurrent” in this 
connexion, although often used, is apt to mislead one as to 
the actual sequence of events. No case has been yet 
recorded in which the two eruptions appear simultaneously. 
In the British Medical Journal, during the period 1913 to 
1927 inclusive, 176 cases of the relationship are recorded ; 
35 of these are instances of the occurrence of both erup- 
tions in one patient, and in every case the shingles 
eruption is the first to appear, the chicken-pox following 
after a period of one to four days. 

In Head and Campbell’s classical article on the patho- 
logy of herpes zoster* a case of the double eruption is 
mentioned with an interval of twenty-four hours only. 
It is noteworthy that these two careful observers had no 
hesitation in giving the chicken-pox eruption its true 
title, avoiding the now (may we hope?) obsolete term 
“generalized eruption.’’ These cases show that a distinction, 
even if slight, must be made between the two eruptions, 
sufficient at any rate to affect the question of immunity. 
The rule of sequence is invariably the same: in not one 
of the 35 cases alluded to above do we find the varicellar 
preceding the herpetic eruption. If we also bear in mind 
the difference of selective action—zoster having a pre- 
dilection for the posterior nerve roots and varicella being 
a systemic infection—I think we have an additional 
reason why there need be no reciprocal immunity. The 
common origin, however, confirmed bacteriologically by 
Kundratitz,* can surely no longer be an*open question, as 
some would have us believe.—I am, etc., 


W. P. Le Fevvre, M.R.C.S., L.R.C.P. 


Capetown. 


TOXIC EFFECTS OF ASPIRIN. 

Sir,—Some three or four years ago I read in the 
Journal a letter warning your readers that ulceration of 
the buccal mucous membrane was frequently caused by 
aspirin, and my experience since then has entirely con- 
tmed your correspondent’s statement. Recently I have 
had occasion to attribute another pathological condition to 
the use of the same drug. The following is a brief note 
of the case. 


The patient, a man aged 52, has been in the habit of taking 
aspirin during the past nineteen years for the relief of febrile 


British Medical Journal, March 28th, 1925. 

? British Journal of Dermatology, October-December, 1917, p. 254. 
8 Medical Journal of South Africa, March, 191 

“Brain, 1900, p. 353. 

5 Zeitschrift fiir Kinderheilkunde, 1925, p. 379. 


attacks, to which he is somewhat prone, as well as for rheumatic 
myalgia and migraine. The amount of aspirin ingested would be, 
it is estimated, about ten grains per week on the average. 
very severe attack of cheiropompholyx, of both hands, 

occurred in 1916, incapacitating him from all work for seventeen 
weeks, Each year since then he has suffered from similar attacks 
of varying severity, always worse in warm weather. Internal 
treatment and local applications were of little utility—the only 
remedy which gave relief from the almost intolerable itching 
being exposure to small doses of a2 rays. For the last two or 
three years the dysidrosis has been practically chronic with acute 
and subacute exacerbations and only few and brief intermissions, 

Last year the patient was warned by both a dermatologist 
and a radiologist that further exposure to 2 rays might be 
followed by serious results, and this treatment was not again 
resorted to. During last winter, and until the spring of this year, 
the skin-of the hands was never entirely normal; at the best there 
was excessive dryness with exfoliation of the epidermis. In the 
‘spring, aspirin was suspected as a possible source of aggravation, 
and its use was therefore entirely discarded. The state of the 
skin immediately began to improve, and has continued to do so 
steadily despite the onset of summer. Throughout the recent 
warm weather there has been no recurrence of any kind, and the 
skin of the hands is now entirely normal, though no treatment, 
other than the relinquishment of aspirin, has been attempted. 
I am, etc., 

Wylam, Aug. 30th. H. E. Davison, M.D. 


Che Sertices. 


INDIAN MEDICAL SERVICE. 
AMENDMENT OF StuDy LEAVE RULES. 

Tue following amendment to Rule 10 of the Study Leave Rules 
for the Indian Medical Service published with Army Depart- 
ment Notification No. 890, dated July 9th, 1926, has been made 
by the Secretary of State for India in Council. 

After the penultimate paragraph of the said rule there shall 
be added— 3 

Study allowance may be given at the discretion of the Govern- 
ment of India or Local Government for any period up to fourteen 
days at one time during which the officer is prevented by sickness 
duly certified by a medical practitioner from pursuing the 
sanctioned course of study. 


The following have been appointed on probation to permanent 
commissions ray Indian Medical Service : Captain FR. W. K. 
Allen, I.A.(ret.), Messrs. J. 8S. McMillan, V. E. M. Lee, M. R. 
Sinclair, G. B. W. Fisher, R. A. Paton, A. V. O’Brien, G. F. 
Condon, 8S. T. Davies, E. 8. 8. Lucas, H. W. Farrell, 
D. Tennant, H. 8S. Smithwick, and F. W. H. Caughey. 


NORTH PERSIAN FORCES MEMORIAL MEDAL. ; 

Tue War Office announces that Dr. W. H. Dye, Colonial 
Medical Services, has been awarded the North Persian Forces 
Memorial Medal for the year 1927 for his paper ‘‘ The relative 
importance of man and beast in human trypanosomiasis,” pub- 
lished in the ransactions of the Royal Society of Tropical 
Medicine and Hygiene, November, 1927. This medal is awarded 
annually for the best paper on tropical medicine or hygiene 
ublished in any journal during the preceding twelve months 
y a medical officer, of under twelve years’ service, of the 
Royal Navy, Royal Army Medical Corps, Royal Air Force, 
Tndian Medical Service, or of the Colonial Medical Service, pro- 
vided the Memorial Committee considers that any of the papers 
published has attained a standard of merit justifying an award. 


DEATHS IN THE SERVICES. 


Surceon Captain JoHN CuristoPHER Durston, R.N.(ret.), died 
at Ramsgate on July 26th. He was educated at St. Thomas’s 
Hospital, and after taking the M.R.C.S. and L.R.C.P.Lond. 
in 1893, entered the navy in the same year. He attained the 
rank of fleet surgeon, afterwards changed to surgeon commander, 
on November 14th, 1907, and retired on January Ist, 1922, on 
reaching the age limit, with an honorary step as surgeon captain. 
In his early years of service he acted as surgeon in China, 
Japan, and on the Pacific station, and again served in China 
as staff surgeon on H.M.S. Flora. During the earl = of the 
great war he served as fleet surgeon on H.M.S. Defence, flag- 
ship of the cruiser squadron in the Mediterranean, then in 
charge of the Naval —e at Haulbowline, and later as 
surgeon commander on H.M.S. Barham, in the second battle 

uadron. After retirement he became assistant medical officer 
of the Haine isolation hospital in Thanet, and a few months 
later became medical officer, resigning on account of ill 
health in 1926. 
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JOSEPH JOHN PERKINS. 


Mepican 


JOSEPH JOHN PERKINS, M.B., F.R.C.P., 
Consulting Physician to St. Thomas’s Hospital, the Brompton 
Hospital for Consumption, and King Edward VII 
Sanatorium, Midhurst. 

We have to announce with deep regret the sudden death 
in London, on September 13th, of Dr. J. J. Perkins, 
whose name was for many years prominently associated 

with the prevention and treatment of tuberculosis. 

* «Joseph John Perkins was born in 1863, and was educated 
at Owens College, Manchester, Emmanuel College, Cam- 
bridge, and St. Thomas’s Hospital. He graduated M.B., 
B.Ch.Camb. in 1891, and in the same year obtained the 
diplomas M.R.C.S., L.R.C.P. Six years later he became 
a member of the Royal College of Physicians, and in 1902 
was elected Fellow. Dr. Perkins took special interest in 
tuberculosis and pathology from the commencement of his 
medical career. He had held the posts of pathologist 
and assistant physician to the City of London Hospital 
for Diseases of the Chest; at St. Thomas’s Hospital he 
was appointed physician and lecturer on medicine, and 
his quiet but keen interest in the students, together with 
his genuine friendliness to his colleagues, won for him a 
very deep and wide affection. As physician to the Brompton 
Hospital for Consumption he played an active part, both 
as regards clinical treatment and also in the general 
progress of this institution, until his retirement from 
practice. Dr. Perkins was a member of the council of 
the National Association, for the Prevention of Tubercu- 
losis, and served with enthusiasm for many years as its 
honorary secretary. He was vice-president of the Section 
of Medicine at the Annual Meeting of the British Medical 
Association at Portsmouth in 1923, when he opened the 
discussion on chronic bronchitis. 


We are indebted to Dr. H. G. Turney, consulting 
physician to St. Thomas’s Hospital, for the following 
appreciation : 

These meagre notes express, from the point of view of 
an old friend and colleague, some of the more personal 
aspects of the life which has just come to so tragic an end. 

As a hospital physician and teacher there is no doubt 
of Perkins’s success. He was an attractive lecturer on 
systematic medicine, and on his ward rounds he was 
followed by a large class. In his special line of work— 
that of pulmonary disease—he was a recognized authority. 
He acquired a considerable private practice, and showed 
himself most helpful and trustworthy as a consultant. 
His physical examination was thorough, the opinion he 
formed definite, and his recommendations for treatment 
practical, so that he gained the confidence of both patient 
and practitioner. But he wrote little, and very rarely took 
part in or even attended the meetings of the various pro- 
fessional societies, The majority of his hospital colleagues, 
though they were always on the best of terms with him, 
rarely saw him unless their hospital days happened to 
coincide with his. All this sounds very much as if he were 
something of a recluse; and yet nothing could be farther 
from the truth. Perkins was, in fact, a man with a very 
definite faculty for friendship. In addition to a large 
circle of acquaintances he had a smaller number of intimate 
friends. These remained the same year after year, and 
even decade after decade. He never married, and of 
course his circle did not escape the two rocks which await 
the established bachelor’s friendships—marriage and death 
—but the first was avoided by the satisfactory method of 
the wife becoming an additional friend; the latter, how- 
ever, took toll of late years, and the gaps so made were 
never filled. But outside these circles of friends and 
acquaintances, and outnumbering them manyfold, there are 
those who feel themselves bound to him by the strongest 
ties of gratitude and affection, Probably their existence 
was hardly suspected by him—for he was the most modest 
of men—but their numbers have been steadily growing 
throughout his professional life. They include many 
members of the medical profession, patients (both hospital 


and private), and every grade of nurse. If only it were 
ible for them to give their testimony it would raise 
the noblest of monuments to his memory. 

Perkins was a most copious and attractive talker. In 
his earlier years he had a way of dropping in for a chat 
during the latter part of the evening. He was always a 
welcome guest, and with his cheery vivid talk the time 
passed quickly. But soon the hands of the clock pointed 
to 1 a.m., and then to 2, and still the talk went on, until 
in justice to the coming day, the host—the hostess had 
melted away long before—had most reluctantly to dissolve 
the sitting. Most fluent talkers are egotists; but the 
noteworthy thing about Perkins’s talk was his reticence 
about himself. It did not strike one as in the least degree 
secretive; it was simply the reverse of egotism. 

He was always a delicate man. During the past ten 
years he had at least four serious illnesses, two of which 
called for surgical intervention for a form of local tubercle. 
But through all this he always maintained his cheery aspect 
and never referred to his ailments, except, of course, when 
he was definitely asking advice about them. He never 
played any games; this was partly, no doubt, due to the 
disadvantage of having been brought up in a large town; 
but all through his life he was a man of the town and 
not of the country. He had no natural aptitude for 
games, and the delicacy of his constitution probably robbed 
him of the physical urge which might have made up for 
the deficiency. aie: 

Altogether he was a very lovable personality, and it will 
be long before his memory is lost. 


Dr. L. S. T. Burrext, physician to the Hospital for 
Diseases of the Chest, Brompton, writes : 

Perkins was appointed assistant physician to Brompton 
in March, 1900, and in 1906 he became full physician. In 
1921, after fifteen years on the full staff, he was granted 


| a five years’ extension, but in March, 1923, owing to failing 


health, he resigned, since when he has been consulting 
physician. During his time at Brompton he was extremely 
popular with patients and staff, and took a great personal 
interest in any new form of treatment, making a point 
of doing something for each individual patient and not 
treating them en masse. He was very keen on Frimley 
Sanatorium, which he would frequently visit unofficially, 
and he made many suggestions for improvements. He 
endeared himself to the patients, who felt he took an 
interest in their whole lives, and he would sit on the foot 
of a bed and talk with a patient as a friend. Perkins had 
a very clear vision, and his advice was much sought by 
many friends, to whom he was always willing to give 
counsel. Personally, I shall miss his help greatly, for I never 
left him without feeling comforted and encouraged, and his 
death will leave a gap in a large circle of friends. 


Dr. E. BripGeEs writes: 

“As an old friend of the late Dr. J. J. Perkins, dating 
back some thirty-six years when we were appointed house- 
physicians at the Brompton Hospital for Diseases of the 
Chest, I feel I cannot refrain from adding my tribute to 
his memory, ‘J. J.,” as he was affectionately known to 
all his old and intimate friends, was one of those strong 
personalities so seldom met with in this world, and this was 
associated with a most lovable nature which endeared him 
to all his many friends. He conducted his professional 
work according to the best traditions of the profession, 
which he guarded with pride and zeal, and he looked upon 
those who did not with scorn and ridicule. As a man who 
had made a special study of diseases of the chest he occupied 
a position in the profession second to none; his opinion was 
eagerly sought after, and he threw himself wholeheartedly 
into the work which he so thoroughly enjoyed and loved: 
If he had not been dogged by ill health for some years past 
he would have occupied a more prominent position 1n the 
profession; it was this continued ill health which wisely 
determined him to retire from consulting work a few years 


ago. Dr. Perkins will be sadly missed by a very wide 


circle of friends, and the profession has lost a member who 
occupied it with ‘dignity and honour. He has died respected 


and loved by all. 
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CORRESPONDENCE. 


— 


Dr, J. R. A. Topnunter (Knowle, Warwickshire) writes: 

May I be allowed to add my humble tribute to the 
memory of Dr. J. J. Perkins, whose tragic death has come 
as a great shock to all who knew him? I personally owed 
much to Dr, Perkins; it was he who gave me my first 
lessons in clinical medicine, in the out-patient department 
at St. Thomas’s Hospital, and later I had the privilege 
of being his house-physician both at Brompton and at 
St. Thomas’s. To his juniors he was a cordial friend, 
and his shrewd advice was eagerly sought by, and readily 
given to, his old pupils; indeed, ‘‘ See what J. J. P. has to 
say about it” was almost a commonplace among us. I am 
sure that by all who were closely associated with him 
J. J. Perkins will be held in affectionate remembrance. 


- WILLIAM MACFIE CAMPBELL, M.D., C.M., 
Consulting Surgeon, Northern Hospital, Liverpool; Past-President, 
Liverpool Medical Institution. 

Ir is with much regret that we have to record the death 
of Dr. W. Macfie Campbell, which occurred after a brief 
illness at Birkenhead on September 14th, in his eighty-second 
year. Before his retirement some years ago he spent over 
forty years in practice in Liverpool, where he was intimately 
associated with the administration of the David Lewis 
Northern Hospital and played a leading part in the affairs 
of the Liverpool Medical Institution. 

William Macfie Campbell, as his name at once suggests, 
was of Highland descent; he received his medical educa- 
tion at Edinburgh University, graduating M.B., C.M. in 
1869, and proceeding M.D. in 1873, with a gold medal 
for his thesis. A year later he obtained’ the diploma 
M.R.C.S.Eng. After serving as house-surgeon at the 
Dreadnought Hospital at Greenwich Dr. Campbell settled 
in Liverpool, where he built up a considerable practice. 
He was for some years honorary medical officer to the 
Liverpool Southern Dispensary, and at the time of his 
death was consulting surgeon to the Northern Hospital, 
on the committee of which institution he had served for 
many years. In early manhood he was associated with 
the Volunteer movement as medical officer to a Liverpool 
battalion, and had held office as president of the Liverpool 
Medical Institution. While his professional activities 
absorbed most of his attention, he found time to participate 
in educational work, and was also a justice of the peace 
for the city. Dr. Campbell is survived by his widow, two 
daughters, and one son, Major Duncan Campbell, who is 
now chairman of the committee of the Northern Hospital, 
to which his father gave devoted service for many years. 


A colleague, R. W. M‘K., writes: Providence had 
endowed him richly, He was a king among men, in stature, 
in dignity of presence, in nobility of countenance, in 
intellectual gifts, and in the finer qualities of mind and 
heart. He had no ambitions either for wealth or place; 
he was content to do the day’s work honestly. He helped 
every good cause that commended itself to him, and there 
was never any ostentation in his helpfulness. He ‘“ did 
good by stealth,’’ encouraged in his altruism by that wise 
and gentle lady who was his loyal and understanding help- 
mate for so many years, and who is left to mourn him. 
The last few years of his life were years of suffering, but 
he bore his trials with quiet, unflinching bravery. He had 
lived on into an age when ancient landmarks have been 
removed and old beliefs thrown into the crucible. But, 
though he was alive to all these changes and keenly 
interested in modern speculations, he did not allow them 
to shake his quiet confidence. In his heart of hearts he 
preserved the faith of a little child. 


Professor Joun Hay (President of the Liverpool Medical 
Institution) writes: Others have ably voiced the more 
Personal note in reference to the late Dr. Macfie Campbell 
—a man who at one time had what was probably the largest 
Practice in the south end of the city, and who was held in 
affectionate regard by all his patients. I should like to put 
on record an appreciation of the valuable work done by 
him for the profession in Liverpool, and more particularly 
for the Medical Institution—the niost important centre of 
medical activity and interest in this city. In 1871 he 


became a member ; from 1875 until 1901 he was continuously 
in office ; and during 1898 and 1899 he was President of the 
Institution. But, whether in office or out of office, he gave 
freely of his time and brains. He served the Medical 
Institution and the profession ungrudgingly, unselfishly, 
and wisely, and the vigorous health of our society at the 
present time is in no small measure due to his sustained 
efforts. He has left us a noble tradition of service. 


Dr. Joun Tempteton Duntop died on August 30th at his 
home in Newcastle-on-Tyne, at the comparatively early age 
of 56 years. He had a serious heart attack in August, 
1927, and had been practically an invalid ever since, finally 
retiring from practice in May of this year. Dr. Dunlop 
was a native of Borgue in Kirkcudbrightshire, where his 
father was rector of the academy there. He naturally 
gravitated to the University of Glasgow, and took the 
degrees of M.B. and C.M. in 1894. He went to Newcastle 
over thirty years ago, and’ built up a large general prac- 
tice in the west end of the city. He was an honorary 
physician to the Hospital for Diseases of the Skin for 
over twenty years, and was on the staff of the Fleming 
Memorial Children’s Hospital for the treatment of these 
diseases. During the war he was a member of the medical 
staff of the Northumberland War Hospital. Dr. Dunlop 
found a congenial occupation as secretary of the Glasgow 
University Club in the North of England for the long 
period of twenty-five years, a post he resigned during his 
illness. His work was appreciated by his university and 
by his fellow members, and under his able guidance the 
annual dinner was always an_ intellectual and _ social 
success. His association with his patients was a happy 
blending of medical care and friendship, and he was 
greatly esteemed by them. He took his full share in the 
medical life of the city, was a member of the local execu- 
tive of the British Medical Association, and a member 
of the Panel and Local Medical Committees. Any meeting 
for the furtherance of the social or medical life of the 
profession found in him a constant attender. To his fellow 
practitioners he was always a cheerful friend, and his 
genial presence will be sadly missed in the district. His 
funeral was largely attended by members of the profession. 


Dr. AtBert Witson, whose death took place at Fairwarp, 
near Uckfield,on September 9th, had for many years devoted 
a large part of his time and thought to studies in crimino- 
logy, and was the author of a number of books and papers 
bearing on this subject. He was born in 1854 at Newcastle- 
on-Tyne, and received his early professional education at 
the University of Edinburgh, graduating M.B., C.M. in 
1878, and proceeding M.D. (with gold medal for his thesis) 
in 1881. In 1879, when serving as house-surgeon to the 
Royal Infirmary, he held office as president of the Royal 
Medical Society of Edinburgh, and in the following year 
he was appointed resident physician to the Cowgate Dis- 
pensary. While a medical student he had spent many 
months in visits to clinics and laboratories in Paris, Berlin, 
Vienna, and St. Petersburg, and became much interested 
in the psychological aspects of medicine. In 1890 Dr. 
Wilson was appointed medical superintendent of the Essex 
County Asylum at Walthamstow, and after his retirement 
from that post he chiefly occupied himself in psychiatric 
practice and medico-sociological studies of criminal conduct 
in its relation to brain pattern and brain disease, The 
fruits of twenty-five years’ work in this field were pre- 
sented by him to the public in 1908 in a volume entitled 
Education, Personality, and Crime. This book. though 
readable and provocative of thought, and revealing deep 
sympathy with social misfits and congenital ‘‘ wrong ’uns,” 
inclined somewhat towards dogmatic statements on matters 
insusceptible of proof. A second volume, Unfinished Man, 
appeared in 1910, and he was engaged on another at the 
time of his death. During the war, although then past the 
age of 60, Dr. Wilson served with the French Red Cross, 
and published papers on certain aspects of military medi- 
cine and surgery. He was a man of very generous instincts, 
whose innumerable acts of kindness were done in the most 
unobstrusive and self-effacing manner. 
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Dr. Epwarp Joun Parry, who died on September 3rd 
in his sevenfy-eighth year, was one of the, senior members 
of the medical profession in South Wales. He received 
his medical education in Edinburgh, obtaining the diplomas 
L.R.C.P. and L.R.C.S.Edin. in 1879, and graduating 
M.D.R.U.I. two years later. His professional life was 
spent almost entirely in Glamorganshire, and he became, 
soon after commencing practice, principal medical. officer 
to the Garw Valley collieries, an appointment which he 
held until 1916. During the war Dr. Parry, who was a 
member of the British Medical Association, served as 
chairman of the county medical recruiting board. He 
took an active part in public affairs and was a member 
of the first county council elected in Glamorgan, serving 
also on several other public bodies and being one of the 
senior magistrates for the county. A keen supporter of 
the Liberal party in politics, he was for many years 
president of the Mid-Glamorgan Liberal Association ; 
efforts to induce him to become a candidate for Parliament 
were, however, unavailing. Dr. Parry gave himself freely 
to the service of the miners among whom his work lay, 
and was a generous friend to any movement designed “ 
advance their welfare, notably in the promotion of efforts 
to secure the advantages of higher education for the 
miners’ children. 


The following well-known foreign medical men have 
recently died: Dr. Vincenzo pe Griaza, formerly professor 
of hygiene at Pisa University; Dr. F, Auoy, professor of 
medical chemistry at the Toulouse Faculty of Medicine, 
and corresponding member of the Académie de Médecine ; 
Dr. Lagrange, honorary professor of clinical ophthalmology 
at the Bordeaux Faculty of Medicine, corresponding mem- 
ber of the Institut de France and Académie de Médecine, 
and Commander of the Legion of Honour; Dr. Maro 
Lanpvott, president of the French Society of Ophthalmo- 
logy; Dr. Cananés, the prolific and entertaining writer on 
the curiosities of medical history, and editor of La 
Chronique Médicale, aged 60; Dr. Giovanni pi Cristina, 
professor of clinical pediatrics at Palermo, and author 
of numerous articles on splenic anaemia, chloroma, leish- 
maniasis, and the etiology of scarlet fever and measles, 
aged 52; Professor Frernanpez Figueira, an eminent 
pediatrist of Rio de Janeiro; and Professor Starkow, a 
- Riga anatomist, aged 54. 


 Gnibersities and Colleges. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 

: DEMONSTRATIONS. 

Tue autumn course of demonstrations of specimens in the Museum, 
to be given in the theatre of the College, Lincoln’s Inn Fields, W.C., 
will commence on Friday, October 19th, when Sir Arthur Keith 
will deal with the problems of human anatomy which arise 
out of the identification of a skull attributed to Lord Darnley 
(see British Medical Journal, September 8th, p. 456, and Septem- 
ber 15th, p. a: ‘On October 26th and November 2nd he will 
discuss the development of the human foot and its bearings on 
club-foot and other orthopaedic disorders. Demonstrations of 
surgical specimens will be giyen by Mr. T..W. P. Lawrence 
on October 22nd and 29th and November 5th. The demonstra- 
tions, which are open to advanced students and medical practi- 
tioners, commence at 5 p.m. 


Medical Hetus, 


THE inaugural address at the Westminster Hospital Medical 
School will be given by Mr. A. C. Powell, M.A. (headmaster 
of Epsom College), in the board room of the hospital on 
Monday, October lst, at3 p.m. The chair will be taken by 
Sir William Goschen, K.B.E. Tbe annual dinner of past and 

resent students of Westminster Hospital will be held in the 

oyal Adelaide Galleries, Gatti’s Restaurant, on the even 

of the same day, at 7.530 0’clock, with Sir James Purves-Stewart 
in the chair. 

’ THE annual dinner of the Chelsea Clinical Society will be 
held at the Hotel Rembrandt, Thurloe Place, on Tuesday. 
October 23rd, at 7:30 p.m. Members are asked to inform 
Mr. L. A. Harwood (90, Sloane. Street, S.W.1) as early as 
~ possible of their intention to be present and the number of. 
their guests. 


. THE winter session, 1928-29, at University College Hospital 
Medical School opens on Monday, October Ist, when an 
introductory address will be delivered in the Library by Sir 
Thomas Barlow, Bt., M.D., F.R.8., at 4.30 p.m. 

THE annual general meeting of the Medical Sickness, 
Annuity, and Life Assurance Society will be held at the First 
aoe eg Hotel, High Holborn, W.C.1,on Monday, October 8th, 
a p.m. 

THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that a series of four lecture-demon- 
strations in electrotherapy will be given by Dr. C. B. Heald 
at the Royal Free Hospital at 5.15 p.m. on Wednesdays, 
beginning on September 26th. ‘There will be an ail-day 
course in diseases of the throat, nose, and ear at the Central 
London Throat, Nose and Ear Hospital from October 8th to 
26th; the clinical course, operative class, or pathology class 
may be taken separately. Courses will be given at the Chelsea 
Hospital for Women in gynaecology, from October 8th to 
20th; at the London School of Hygiene and Tropical Medicine 
in tropical medicine, on Tuesday and Thursday afiernoons 
from October 9th to November lst; at the Hospital for Sick 
Children, Great Ormond Street, from October 15th to 27th. 
At the Royal Free Hospital Professor Louise Mcllroy will 
give four lecture-demonstrations in ante-natal treatment on 
Fridays at 5 p.m., from October 26th to November 16th, 


There will also be weekly clinical demonstrations at various . 


hospitals in medicine, in surgery, and in ophthalmology, and 
a weekly demonstration at the Wellcome Museum of Medical 
Science. Syllabuses are obtainable from the Fellowship of 
Medicine, 1, Wimpole Street, London, W.1. 

THIS year’s Galton Lecture, which was given by Mr. C. J. 
Bond, and was entitled ‘‘Some Causes of Racial Decay,” 
has been printed as one of the People’s League of Health 
pamphlets, with the permission of the Eugenics Society. It 
can be obtained from the Secretary of the People’s League of 
Health, 12, Stratford Place, W.1; price 6d. We gave some 
goo of this Galton Lecture in our issue of February 25th 
(p. 515). 

THE number of convictions for drunkenness in England 
and Wales in 1927, as shown in the recently issued Home 
Office Licensing Statistics for ‘that year, was 65,166—a 
decrease on the previous year of 1,960, or 2.9 per cent.—this 
being the lowest since 1919. A decrease was also recorded 
in the number of on-licences for the sale of intoxicating 
liquors, and it is shown that there has been a sustained fall 
in the number of on-licences in proportion to population over 
a prolonged period. At the beginning of 1908 there were 
27.24 licences per 10,000 of the population and at the beginni 
of 1927 there were no more than 20.19 licences per 10, 
of the population. It is stated in the report that to some 
extent a better distribution of licences is to be preferred toa 
mere reduction in the number. Convictions for drunkenness 
due to the consumption of methylated spirits have increased 
by 10 per cent.—from 389 in 1906 to 428 last year. Under 
Section 40 of the Criminal Justice Act, 1925, which came into 
operation at midsummer, 1926, 1,438 persons were in 1927 
convicted of drunkenness while in charge of mechanically 
propelled vehicles, and were disqualified for twelve months 
from holding a motor driver’s licence. The number in the 
second half of 1926 was 804. 

MEssSRS. EDWARD ARNOLD AND CoO. announce for early 
publication Modern Problems in Neurology, by 8. A. Kinnier 
Wilson, M.D. and a Text-Book of Surgical Diagnosis, in two 
volumes, edited by A. J. Walton, F.R.G.S. 

THE total diphtheria death rate in 1927 in the large cities 
of the United States was higher than in either of the two 
preceding years. From 1923 to 1926 inclusive the total diph- 
theria death rate in these cities had fallen regularly every 
year. In all European countries also the incidence of diph- 
theria was unusually high in the winter of 1927-28, and in 
Italy and Poland it was higher than at any time during the 
past five years. 

THE thirteenth French Congress of Legal Medicine will be 
held at the Paris Faculty of Medicine, under the presidency 
of Dr. Georges Brouardel, from October 9th to llth, when 
the following subjects among others will be discussed: 
expert evidence in social questions, introduced by Professor 
Balthazar; industrial accidents, comparative results of eX- 
ternal methods and osteosynthesis in the treatment of frac- 
tures of the leg, introduced by MM. Charbonnel and Massé 
of Bordeaux; professional intoxication by hydrocarbides, 
introduced by M. Duvoir of Paris; anti-social reactions im 
epidemic encephalitis, introduced by M. Fribourg-Blanc of 
Paris. The subscription is 60 francs. Further information 
oat be obtained from Dr. Piécheliévre, 24, Rue Gay-Lussac, 

Se 
~ In 1927 only four eases of small-pox occurred in Germany. 
These had all been introduced from foreign countries. 


, Same year no fewer than 14,800 cases were notified in England 
and Wales, 
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DR. ALBERT R. COOK, senior physician to the Mengo Hos- 
pital of the Church Missionary Society and _ consulting 
physician to the Government European Hospital, Kampala, 
has been awarded the silver medal of the African Society in 
recognition of his work in Africa. Dr. Cook has in thirty-two 
years built up a highly efficient and extensive medical mission 
among the people of Uganda. 


THE Department of Scientific and Industrial Research has 
published the thirteenth report on the investigation of atmo- 
spheric pollution (obtainable from H.M. Stationery Office, 
London, or through any bookseller), dealing with observations 
in the year ended March 3lst, 1927; this is in continuation of 
the series of reports of the Advisory Committee on Atmo- 
spheric Pollution, hitherto issued by the Meteorological Office, 
the change following upon the transfer to the Department of 
Scientific and Industrial Research of responsibility for the 
Government’s share in the work. The Advisory Committee 
will become a standing conference of co-operating bodies. In 
the report the deposit of impurity at 80 different stations in 
the United Kingdom is considered; a classification is made 
according to standards of increasing quantity of deposit, this 
being denoted by the letters A to Din order of quantity of 
pollution. It is satisfactory to note that there has been a 
substantial improvement in atmospheric purity in the areas 
covered ; in 1914-15 the number of stations ranking as Aand B 
was 54 per cent. of the total; in the year under review the 
number was 87 per cent. of the total. A steady decrease in 
the quantity of sulphates deposited in London and Glasgow 
has been observed, and it is stated that this is, at least in 
part, due to the increasing use of coal gas, this having pre- 
sumgbly replaced raw coal. The tables included in the 
report give details month by mouth of the deposits collected 
at the various stations; showing wide variations in their 
composition. A section dealing with suspended smoky 
matter in the air illustrates the cffect of the coal stoppage 
of 1926, while the obstruction of ultra-violet radiation by 
smoke is brought out by a curve which indicates that nearly 
the whole of the ultra-violet rays is cut off by a comparatively 
small amount of smoke in the air. Much of the matter 
coutained in this slim volume—it contains less than sixty 
pages—is of considerable scientific interest, and should be of 
some practical value to those engaged in public health work, 
but its publication at the net price of 6s. 6d. will not encourage 
a wide circulation. 


THE Commonwealth Department of Health (Central Office) 
will be transferred from Melbourne to Canberra, the federal 
capital of Australia (Federal Capital Territory), as from 
October 1st, 1928. ‘ 


THE twenty-fifth anniversary of the foundation of the 
German Iustitute for Investigation of Cancer, which is 
attached to the Charité Hospital in Berlin, was recently 
celebrated by a special meeting under the presidency of 
Professor Friedrich Kraus. 


SIx series of post-graduate courses in English will be held 
in Paris under the supervision of the University medical 
school; in most cases these are associated with practical 
work. Ten lectures on diseases of the bronchi, with patho- 
logical and radiological demonstrations, will be given by 
Professor Sergent, at the Charité Hospital, from October 29th 
to November 3rd. Acwurse of nine lectures on diseases of the 
heart and vessels will be given by Dr. Clerc, at the Lari- 
boisiére Hospital, from October 20th to 30th. Dr. Armand- 
Delille and Dr. Weill-Halle will hold a course in diseases of 
children from October 8th to 20th at the Charité Hospital, 
and Professor Gosset will give a five-day course on surgery 
of the digestive tract and liver, with operative demonstrations 
and operations onthe dog, at the Salpétriére Hospital, com- 
mencing on October 15th. Drs. Morax and Lemaitre will 
conduct courses in ophthalmology and oto-rhino-laryngology 
covering the period from October 2nd to 26th. Further 
information and detailed programmes may be obtained from 
the secretary of the Association pour le Développement des 
Relations Médicales, Salle Béchard, Faculté de Médecine, 
12, Rue de l’Ecole de Médecine, Paris VI°*. 


THE following appointments have recently been made in 
foreign faculties of medicine: Professor G. Katsch of Frank- 
furt, professor of internal medicine at Greifswald, in succession 
to Professor Straub; Dr. L. Kumer of Vienna, professor of 
dermatology and venereal diseases at Innsbruck ; Dr. Alfred 
Linck of Kénigsberg, professor of oto-rhino-laryngology at 
Greifswald; and Dr. Luiz Barbosa, professor of clinical 
Pediatrics and infantile hygiene at Rio de Janeiro, in 
succession to the late Professor Nascimento. 


THE proceedings of the thirteenth Congress of Medicine of 
Northern Countries, held at Copenhagen under the presidency 
of Professor V. Bie, have recently been published as a special 
supplement to Acta Medica Scandinavica, under the editor- 
ship of Dr. A. Norgaard, the general secretary, the com- 
munications appearing in English, French, and German, 


Letters, Notes, and Anstvers. 


All comrhnunications in regard to editorial business should bs 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mepicat 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published im the 
British Mepicat JournaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Britism Mepicat Journat are AAUSEUM 9861, 9862, 9868, 
and JSG (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are : . 

of the British Mepicat Journat, Aitiology Westcent, 
ondon, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, ete.}, Articulate Westcent, London. 
_ MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, Edinburgh (telegrams: Associute, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS. 


DIET IN ‘‘ GALLSTONE DYSPEPSIA.” 

Locum writes: I shall be grateful if one of your readers will 
prescribe a suitable dietary for a patient suffering from “ gall. 
stone dyspepsia.’”’ He has been operated on several times, and 
his symptoms are now supposed to be due to adhesions in the 
neighbourhood of the duodenum. 


Corns. 

«“ W.J. B.S.” writes: In further reply to “ H. A. A.” (July 14th, 
p. 85), [use the salicylic caunabis indica corn plaster, covered 
again by a larger — of adhesive plaster. This sets up @ 
poultice action. The application should be renewed each day 
removing the epidermis that has been softened. In the case o 
au ordinary corn the core usually comes out after the first day. 


TREATMENT OF BACILLURIA. ‘ 

Dr. GrorGe WILLEr?r (Keynsham, Bristol) writes: In reply to 
the inquiry by “J. M.S.” (September 15th, p. 513), I suggest 
the trial of mercurochrome bladder washes, and, failing that, 
one of silver nitrate. As the urine is constantly acid, perhaps it 
might help matters if, for the time, it was rendered alkaline, 
as B. coli flourish in both an acid and an alkaline medium, 
Possibly the presence in the urine of crystals of calcinm oxalate 
may explain part at least of the general condition and the 
headache. 


“Pp, T. J.” writes: I have recently had a very stubborn case of 
B. coli infection of kidney and bladder, and bave obtained two 
consecutive nezative cultures at two months’ interval from the 
use of acriflavine. Messrs. Boots (Nottingham) have made @ 
tablet of this drug, otherwise so inconvenient to administer, 
which my patient bas been able to take regularly. 


Dr. A. A. Bisset (Harrogate) writes: If treatment by intestinal 
douches has not been already tried, they might diminish the 
bacilluria. Mauy cases of coli bacilluria show mucous colitis 
and swelling of the right kidney. Intestinal douches, properly 
administered over a period of three to four weeks, in most cases 
effect a cure. A diet containing alarge amount of vitamin B ig 
also a valuable adjunct to treatment. 


H. E.” writes: I suggest that I. M. employ mercuro- 
chrome. One ounce of a 1 per cent. solution is used. The 
patient is put to bed. The bladder is emptied by a No. 10 
catheter, to which a tube and funnel are attached. The funnel 
is then raised and the warmed mercurochrome solution allowed 
to trickle in. No pain is caused. The solution is retained for 
haifan hour. A second application is rarely necessary—perbaps 
in one case out of five. 


VAGINISMUS. 

writes in reply to ‘*C. (September 8th, p. 473): 
My answer is: (1) Consult a gynaecologist ; (2) do not resort to 
psychotherapy. ‘*C. A.” states that the vagina has been twice 
stretched without result, but he has not carried out the essential 
-after-treatment, which consists in passing a vaginal dilator and 
showing the patieut how to pass it on herself. 


G. P.” writes: I had asimilar case some time ago. The vagine 
ismus readily respouded to vaseline and cocaine, smeared on to 
the vulva by the patient herself. 
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LETTERS, NOTES, AND ANSWERS. 


INCOME TAX. 
Use of Residence ; Book Debts. 

“ N. H.” explains that his house was acquired solely for profes- 
sional use and that his family ‘ive elsewhere. Separate waiting 
rooms are used for private und panel patients, and one bedroom 
is set aside for the use of patients. He also inguires'as to the 
necessity for brivgivg into the account outstanding professional 
book debis. 

*,* It certainly seems that ‘‘N. H.’”’ uses his house for 
_professioual purposes to a greater extent than usual, and we 
- think he should press for the allowance of two-thirds of the rent, 

rates, etc. With regard to the book debts, ‘*N. H."’ cannot 
legally c!aim to be assessed on the basis of cash receipts only, 
but a dedaction should be made in respect of the debts—or 
portions of debts—that are considered to be irrecoverable. The 
dictionary detinition of earn does not really help the legal 
argument. It is settle! law that the probable value of fees 
obtainable but not received must be brought into the income tax 
computation. 

Expense of Indoor Assistants. . 

“T. M.” employs two qualified indoor assistants. How much can 
he regard as expended by him on their maintenance? The 
-inspector of taxes considers £100 each adequate, but the previous 
‘inspector allowed £220 for one a-sistant. 

*,* Circumstances vary so much that it is impossible to lay 
‘down any definite guidance. If the £100 each is to cover share 

of rent and rates and domestic service, laundry, etc., it hardly 
geems enough. Actual food costs can, no doubt, be estimated 
fairly closely by Mrs. “ T. M.” 


LETTERS, NOTES, ETC, 


MEDICAL EpucationaL Work. 

Mr. KENNETH WALKER, F.R.C:S., and Dr. A. H. HARKNESS (hono- 
rary medical secretaries of the British Social Hygiene Council) 
write: Owing to the growing work of this council it has been 
found necessary to obtain the services of a whole-time salaried 
medical secretary who is able to undertake medical educational 
work in connexion with the general organization of the council 

- in all parts of the country. ‘I'he work of the medical department 
is under the direction of the honorary medical secretaries and 
the medical advisory board. The medical secretary would also 
give assistance in the general work of the council. As this 
entails a considerab'e am unt of public speaking, preference 
will be given to those accustomed to handling both medical and 
lay audiences. The post would give scope for anyone interested 
in research on venereal subjects, and would probably be suitable 
for a younger man retired from one of the Services. [Further 
particulars are given in our advertisement columns. ] 


TREATMENT OF WHITLOW BY X Rays. 

Dr. W. J. B. BuRKE (Bordeaux) refers to the remark by Dr. A.A. 
Masser on September 24th, 1927 (p. 573), that he had been unable 
to find any reference in the literature to the therapeutic action 
of x rays in septic or inflammatery conditions. Dr. Burke 

. writes: As I have had some experience of this method of treat- 
ment, I wish to record a few observations. In 1907 an English 
lady in Manila consulted me fora whitlow in the right middle 
finger. The finger was considerably swolien; two or three red 
streaks were visible on the forearm and arm, and a gland was 
palpable in the axilla. Imadeasmaill incision in the pulp of 
the finger, aud, atter evacuating the pus, I applied xz rays-for 
teu minutes to the finger and then dressed the small incision 
antiseptically. The next day Ll applied the z rays to the bend of 
the elbow, the forearm being slightly flexed, hoping that the 

_ arm _and forearm would thus benefit by the application. ‘The 
rays were again applied to the finger on the third day, aud on the 
fourth to the arm and forearm. No applicatign was made oa 
the fifth day, but ou the sixth the rays were again applied to the 
finger. Meanwhile, the wound was dressed ouly once daily. 
The patient made a complete recovery. Being struck by the 
success of the treatment, I looked up the literature and found 
that others had already used a similar method. Thus Pfahler 

. (Amer. Journ. Med. Sci., April, 1906) reported one case of chronic 
a onychitis cured by z-ray. application, and Pellizzari 

ad three cases cured in a similar manner (Sem. Méd., January 
28th, 1907). ‘he interest attached to the above case is the smail 

‘amount of attention the incision required, and, further, its 
small size, which was only about 1/4in. in length. In 1919 
I treated, also in Manila, a Spanish lady on the same lives. 

Here, however, I could not arrest the suppuration, though all 

acute inflammation ceased inabout six days. The small incision 

continued to suppurate for three weeks. I then probed the 

— wound and found necresed bone. A day or two later, on making 
pressure on both sides of the incision, a small fragment of 
necrosed bone protruded and I was able to pick it out with 

-a@ dressing forceps. The wound healed a few days afterwards. 

In 1923 I had a whitiow on the left middle finger, but as I was 
very busy, I neglected it. On the third night the pain was ver 
severe, the whole finger had become much swollen, a red strea 

_ Was present on the forearm, aud an axillary gland was palpable, 
IT applied x rays over the bend of the elbow, the forearm being 
slightly flexed, for ten minutes, and then on the pulp of the 
finger, also for ten minutes. The next day there was consider- 

able improvement, and no further applications were required. 
applied once daily 10 per cent. guaiacol in vaseline over the 


whitlow. Improvement started after the z-ray applications; 
the inflammation began to subside, and in a few days the skin at 


the base of the nai! opened spontaneously, a slight perso 


discharge escaping. There was no furtier trouble. do not 
think it was the guaiacol which effected the gure; I tried it 
afterwards in boils and furuncles, but found the inflammatory 
processes were not arrested by its application. 


TREATMENT OF MILD MENTAL DISORDER. 

Dr. S. E. Waitt (Manor Park, E.) writes: By having recourse to 
a common-sense expedient doctors could avoid placing themselves 
in the predicament of having to certify doubtful cases of mental 
iustability, with its attending risk to themselves. Such a course 
is in mauy instances forced upon them unwillingly, because at 
the present time there exists no alternative. Let the medical 
profession make up its mind without delay to advocate the 
provision of hostels without detention and tree from any link 
with lunacy, to be run by health committees, and to serve as an 
alternative to asylums, for the benefit of those who cannot be 
proved to be dangerous or unfit to be at large. Such a provision 
was advocated by the Council of the British Medical Associa- 
tion (see Supplement, April 28th, p. 169), where reference was 
made to patients with mental disorder who ‘ do not, either in 
their own interests or in the interests of the public, require com- 
pulsory restriction of their liberty ... aud ought not to be 
brought before the jurisdiction of the Board of Control... The 
existing provision for treatment of this order, especially for 
poorer patients, is quite inadequate, aud ought to be increased.” 

here an expedient of this uature has been tried it hag 
proved an excellent preventive of insanity, and would iu a short 
‘time justify itself in a very large reduction in the eight millions 
per annum now spent upon mental! iustitutions. Pre-sure ought 
to be brought to bear upon the Goverument in this direction by 
the medical profession, for not only would doctors find it au 
immense relief to have places to which to recommend heir 
patients to go voluntarily, without having to undertake the 
unpleasant task of certifying, but the places would also prove an 
untold boon to the community. No legislation is needed, for the 
Public Health Act, 1875, gives power to borough councils to run 
such hospitals. 

Foxrcrrs DELIVERY OF IMPACTED BREECH. 

Dr. I. HENRY (Birmingham) writes: I desire to report a case of 
impacted breech which I delivered successfully with the aid of 
forceps. The patient was a primipara, aged 29. When I 
received the message from the midwife the membranes had 
ruptured some hours previously, but the os was not fully dilated. 
Meconium was being passed in large quantities at frequent 
intervals. The patient was a strong, robust woman, and the 
pains were frequent and strony, yet there was no advance of the 
buttocks, even a‘ter full dilatation and a delay of more than one 
hour. I eventually anaesthetized her, and, with the nurse 
pressing firmly ou the fundus, I applied forceps and delivered 
a live male child weighing about 10 Ib. 


HERPES AND VARICELLA. 

Dr. 8. WAND (Birmingham) writes: I have read with interest 
Dr. Hill’s article (August 4th, p. 197) on. the ever-recurring 
question of the association between varicella and herpes. 
Although I can show no statistics, my own experience brings out 
the following <alient points: (1) I have never seen a patient with 
herpes infect another with herpes. (2) In a varicella epidemic 
adults especially those who have had varicella) develop herpes 
and children varicella. (3) Much more rarely a case of herpes 
seems to infect.with varicella. It is difficult in such cases to 
decide whether a case of herpes or varicella is the causative 
factor, as they usually occur during a varicella epidemic. 


CHRISTIAN SCIENCE AND THE Docror. 

Mr. CHARLEs W. J. TenNantT (London, W.C.2) writes: To make 
statements, about prominent people, accompanied by the sem- 
blance of ¢ foundation of fact, is a well-known form of hostile 
propaganda, and from the article in the British Medical Journal 
of September 15th (p. 503) I observe that you have received some 
of the ‘anti-Christian Science”’ literature which is being circeth 
lated at the present time. The senders of the literature iv 

uestion are not so much concerned in forming a church of 
their own as in attacking Mrs. Eddy, the discoverer and foundet 
of Christian Science, and the Church of Christ, Scientist, which 
she founded more than fifty years ago. Christian Science isa 
religion, and the latest form of attack is regarded by Christiam 
Scientists as only an invitation to them to cease to live # 
practise it. The. situation among Christian Scientists is very 
different to that described in the article. There is no schism in 
the Church, nor is there any “ heresy bunt’? going on among its 
members. May I add that Mrs. Kddy’s life was always cot 
sistent with her writings, and the truth about her is to be found 
in them? 
HAEMOPHILIA AND DENTAL EXTRACTION. 

THE name of the author of the first note published under the above 
heading in the Journal of July 28th (p. 182) was Mr. A. 8. ¥. 
Daniels, L.D.8.,R.C.S.Eng., and not as stated in that issue. 


VACANCIES. 

Norirications of offices vacant in universities, medical college 
and of vacant resident and other appointments at hospitals, wi 
be found at pages 43, 44, 45, 48, 49, and 50 of our advertisement 
columns, and advertisements as to ‘assistan tships,. 
-gnd locumtenencies at pages 46 and 47. 7 

A short summary of vacant posts notified in the advertisement 
columns appears in the Su at page 140. 
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‘shown to be present in small numbers. 


: An Address 


on 


THE BACTERIAL FLORA OF THE INTESTINE IN 


HEALTH AND IN CHRONIC DISEASE.* 
JOHN CRUICKSHANK, M.D., 


Professor of Bacteriology, Marischal College, Aberdeen. 


Ix opening this discussion it is my intention to ‘give ‘a. 
brief review of our knowledge of intestinal bacteria,- to. 
discuss the subject_in general; and to omit as far ‘as 
is possible technical.-matter- of laboratory nature. The 
bacterial flora of the-intestine of the adult is extremely 
complicated, and I think it may he approached most 
easily hy a study of the development of these organisms. 


‘in the infant. In the newly born-infant the meconium 


is sterile, but organisms appear in small numbers within 
the first twenty-four hours. During the first few days the 
organisms most frequently found are Staphylococcus albus, , 
Streptococcus faecalis, and members of the Bacillus coli. 
group. With the first sample of meconium-free faeces 


‘short, slender, Gram-positive bacilli appear, to which 
‘Tissier gave the name Bacillus bifidus. In the next few 


days there is a rapid increase in these organisms and a 
diminution in the coliform and other organisms until 
a film of the stool shows practically no other bacteria, 
although by cultural methods coliform organisms, strepto- 
‘cocci, staphylococci, and spore-bearing organisms ‘can be’ 
So -long as’ 
‘breast-feeding is the only means of. nourishment the 
bacterial flora of the infant’s faeces is predominantly of! 
the B. bifidus type, 95 per cent. of the organisms in a’ 
film being of this type. The flora of infants who are 
artificially fed shows greater complexity, and the pre- 
dominant organisms are of coliform type. Streptococci are 
found in greater numbers than in the suckling’s stool, 
and spore-bearing organisms are present in most cases. 

The faeces of breast-fed infants are always distinctly 
acid in reaction, whereas the stools of the artificially fed 
children are alkaline or neutral. This difference in reaction 
of the stools of the breast-fed infant and those of the 
artificially fed is of considerable importance in relation to 
the types of bacterial flora. The alkalinity of the faeces. 
of infants fed on cow’s milk has been attributed by Miller 
to the action of putrefactive bacteria on the large amount 
of protein which is present in cow’s milk as compared with 
human milk, while Schlossmann believes that the impor- 
tant factor is the protein fat ratio. Tlie acidity of the 
suckling’s stool has been attributed to the high content of 
lactose in the breast milk, and it has been shown experi- 
mentally that the addition of lactose to the dietary of rats 
results in highly acid contents of the caecum, whereas 
a high protein diet does not produce this. Clark and 
Marriott have suggested that the poverty of human milk 
in buffer salts allows of a rapid change in the reaction, 
and the acids produced are free to act upon the. intestinal 
mucosa, causing a rapid evacuation of the contents and 
an acid stool. In support of this is the observation that 
in diarrhoeal conditions the stools are usually acid as 
compared with normal. It has been established that 
B. bifidus and related organisms of the B. acidophilus 
type can survive exposure to highly acid. fluids which 
destroy coliform organisms, and the predominance of these 
organisms in the stool of the breast-fed infant and the® 
poverty in coliform organisms has been attributed to the . 
acid reaction of the intestinal contents. The absence of 
spore-bearing organisms in the suckling’s stool is attributed 
to the same factor, and it has been shown that the growth 
of these organisms is markedly inhibited in highly acid 
Media in which B. bifidus and B. acidophilus survive. 
Some workers, however, are of opinion that the acid- 
resistant organisms are directly antagonistic to the growth 
of B. coli and the spore-bearing anaerobes. 


*Given in opening a discussion in the Section of Pathology and 
Bacteriology at the Annual Meeting of the British Medical Association, 


After the period of breast-feeding the child is quickly 
introduced to a variety of foodstuffs, and during adolescence 
and adult life many kinds of proteins and carbohydrates 
are ingested: Opportunity is offered for the invasion of 
the alimentary tract by many organisms, and the bacterial 
flora of the intestine becomes correspondingly complicated. 
The nature of the diet, the habits of the individual, par- 
- ticularly “as regards the evacuation of the bowels, and the 

‘degree of -phiysiological balance of the numerous intestinal 
-fernients all affect the flora. From ‘the bacteriological 
- aspect great difficulties present themselves in any attempt 
‘to determine the variety of organisms contained in any one 
sample, and. the quantitative relationships of the various 
-types are‘ almost impossible to determine. The majority 
of-the organisms are facultative anaerobes and possess a 
wide range of saccharolytic and proteolytic activities. To 
isolate even a few types a considerable variety of media 
must be used, as the growth of one: species frequentiy 
exerts an inhibitory effect on the development of others. 
For example, plating out on agar or similar medium 
gives abundant growth only of certain types of coliform 
organisms and streptococci. Some organisms—for example, 
B. acidophilus—can be ‘obtained only by the use of media 
which prevent the growth of the coliform organisms. The 
-use of liquid media for primary culture results in over- 
growth of one or more types’ and suppression of others, 


tionship: To obtain even a partial picture a great variety 
of media must be used, anaerobic methods of culture 
adopted, spore-bearing organisms specially provided for, 
and the examination of one sample of stool may require 

To simplify the results for clinical purposes it has become 
usual to group the intestinal organisms into two types 
—proteolytic and saccharolytic. This division is based 
primarily upon the study of the organisms in the stool 
‘of the infant, the flora of the breast-fed being regarded 
as saccharolytic in type, while that of the artificially fed 
is regarded as proteolytic. Herter and Kendal first 
attempted to obtain a correlation between the types of 
intestinal bacteria and the chemical composition of the 
‘food in experimental animals. In experiments on monkeys 
and cats it was found that a high carbohydrate diet, 
-especially milk and lactose, gave a flora rich in B. bifidus 
and B. acidophilus, whereas a high protein diet (meat and 
eggs) gave a predominance of coliform organisms and 
spore-bearers. Hall and Rettger extended these experi- 
‘ments to the examination of a series of common carbo- 
hydrates, and showed that lactose was the only one with 
.the power to transform the flora to the saccharolytic type. 
Distaso and Schiller found that dextrin also was efficient. 

The results with lactose seemed to support the theory 
that in the suckling infant the determining factor in the 
production of the saccharolytic type of flora was the 
lactose. Sittler in 1908 had found that the addition of 
lactose to cow’s milk transformed the proteolytic flora of 
the artificially fed infant so that it approached that of the 
‘suckling in type, whereas the addition of saccharose -had 
no effect. In 1915 Torrey reported favourably upon the 
use of ‘lactose inthe treatment of cases of typhoid fever, 
a most marked change occurring in the bacterial flora with 
almost entire elimination of the obligate anaerobes. The 
change to the saccharolytic type of flora was more difficult 
when. the initial flora was markedly proteolytic, but was of 
quite radical nature when the initial flora was of more 
simple type. As a result of lactose feeding the cases ran 
a milder course, with less alimentary disturbance and few 
complications. In 1919 Morris, Porter, and Meyer applied 
similar high carbohydrate diets with success to the treat- 
ment of children suffering from a clinical syndrome 
characterized by lassitude, constipation or diarrhoea, 
anorexia, and stupor. The condition was associated with a 
marked proteolytic or putrefactive intestinal flora, and the 
improvement in the clinical condition was always found 
to be ‘associated with a change in the flora to the saccharo- 
lytic type. A quicker transformation of the flora is 
achieved by combining lactose diets with cultures of acido- 
philus organisms. The ssrains of B. acidophilus used 
must be capable of surviving in the human intestine, and 


should preferably have been obténed from this source. 
(3534) 


giving a false picture, particularly of the quantitative rela- . 
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Cultures of the organism in milk give the best results. 


Rettger and Cheplin in 1921 compared the effect of lactose 
alone (300 grams), lactose (150 grams) and emulsions of 
B. acidophilus, and B. acidophilus milk (500 to 1,000 c.cm.) 
in six human adults. In each case there was a complete 
transformation of the flora to the saccharolytic type. 
Beneficial results in the treatment of constipation and of 
diarrhoea in children and adults by the use of acidophilus 
cultures, with or without lactose, have been reported by 
numerous clinicians. As a result of treatment there is a 
marked diminution in the numbers of B. coli and almost 
complete elimination of putrefactive anaerobes and other 
proteolytic organisms. It should be noted that large 
volumes of acidophilus milk and lactose are required to 
effect the transformation, and that the bacterial flora 
reverts quickly to the ordinary type on cessation of 
treatment. 

From the bacteriological aspect there are several points 
of interest in the above experiments. The effect of the 
lactose is generally attributed to slow absorption in the 
intestines, so that fermentation occurs in the lower levels of 
the intestines by the action of saccharolytic organisms with 
the production of a high degree of acidity, diminution 
of B. coli, and development of acid-resistant (aciduric) 
organisms of the B, acidophilus type. It has, however, 
been shown that the administration of lactose causes a rise 
in blood sugar which is comparable to that obtained with 
glucose, but which is a little delayed. It would appear, 
therefore, that amounts of lactose such as are employed in 
hlood sugar tests are absorbed comparatively quickly, and 
that the theory of slow absorption of lactose probably only 
holds for large amounts of this substance. The great 
majority of coliform organisms ferment lactose readily, 
and in the presence of both protein and carbohydrate the 
latter is always first attacked. In the examination of pure 
cultures of many strains of B. acidophilus isolated from 
human faeces I have found that these organisms are, in 
general, very weak fermenters of carbohydrates, and it is 
difficult to correlate these findings with the view that 
lactose is primarily attacked by these organisms so that 
a degree of acidity of the intestinal contents develops which 
is inimical to the development of B. coli, and may even 
cause suppression of the organisms. It would seem to me 
more probable that the lactose is attacked by B. coli 
and B. welchii, and that the various acid substances pro- 
duced by such fermentation offer a suitable pabulum in 
which B. acidophilus rapidly develops. This is suggested 
by our experience that the direct inoculation of faeces into 
milk gives abundant growth of B. coli and enterococci in 
the first few days, but that at a later date vigorous growth 
of B. acidophilus occurs and that a pure culture of the 
latter may be obtained after seven to ten days’ incubation. 
Tn recent years many experiments have been made on dogs 
and rats which demonstrate the transformation of the 
faecal flora to the saccharolytic or acidophilus type by the 
addition of lactose or dextrin to the diet and the main- 
tenance of this flora so long as the diet is continued. The 
administration of glucose, saccharose, and maltose is asso- 


ciated with an increase only in the numbers of strepto- 


cocci. Starchy foods, particularly potatoes, wife, bfeus, 
and beans, also tend to change the flo, + “T 

The administration of anima! jroterns, on the other 
hand, produces a markedly proteolytic or putrefactive ” 
flora. Acgording to Kendall and Hamer the saccharolytic 
organisms are B. acidophilus, B. bifidus, B. welchii, and 


enterococcus. The conditions in the intestine which favour . 
the production of these organisms are more favourable to - 


the development of acid-resistant (aciduric) organisms than 
to B. welchii and the enterococcus, so that these are over- 
grown and appear in the faeces only in small numbers. 
Among the proteolytic organisms which may be present in 
the intestine are B. sporogenes, B. putrificus, B. mesen- 
tericus, B. proteus, and B. pyocyaneus. B. coli has both 
saccharolytic and proteolytic activities, but it is present 
in greater numbers in faeces of the proteolytic type. It 
has not been possible to correlate the activities of these 
organisms when tested in pure culture with the pictures 


obtained*in dietetic experiments. There has therefore 


been an increasing tendency on the part of bacteriologists 
ogists 
to devise methods by which the activities of the He 


organisms of a sample of stool could be determined without 
consideration of the activities of each member after isola- 
tion in pure culture. In short, the methods employed 
are intended to give a broad distinction between saccharo- 
lytic and proteolytic types of flora. 

I have dealt with these feeding experiments at some 
length, as they seem to me to show some advance in recent 
years in our knowledge of the infiuence of diet on the flora 
of the intestinal canal, and of the relation which appears 
to exist between the two broad types of flora and certain 
conditions of constipation and diarrhoea. I have repeated 
many of the feeding experiments on rats, and find the 
results substantially correct. The experiments on animals 
and on man show clearly that in order to change the 
intestinal flora to the ‘‘ aciduric’’’ type large amounts of 
lactose must be given combined with considerable volumes 
of a milk culture of a strain of B. acidophilus which has 
been shown to be capable of survival and growth in the 
human intestine. Metchnikoff’s sour milk treatment was 
a failure because the. organism which he used was not one 
which could survive in the human intestinal tract. Small 
amounts of culture of acidophilus organisms, either in the 
dried form or in the form of an emulsion such as is 
supplied by many firms for the treatment of human diseases, 
are practically useless. The literature on this subject 
conveys the impression that the proteolytic or ‘‘ putre- 
factive ’’ flora, because it is frequently associated with 
disturbed conditions of the intestine, is in itself harmful, 
but it should be remembered that the bacterial flora of the 
ordinary individual on the most varied of common diets 
tends strongly to be of proteolytic nature, and that im 
the diet of adults lactose and dextrin are almost absent, 
The types of intestinal flora are most probably the result 
of the abnormal intestinal conditions—not the cause of them. 

The term ‘‘ putrefactive flora ’’ suggests the production 
in the intestine of poisonous substances, and immediately 
raises the subject of intestinal auto-intoxication. Alimene 
tary toxaemia has been the subject of so much work in 
the past that I do not intend to make more than a brief 
reference to it. In the years which have elapsed since 
intestinal auto-intoxication or alimentary toxaemia was 
discussed by no fewer than fifty-six speakers at the meeting 
of the Royal Society of Medicine in 1913, nothing has 
emerged from experimental chemical or bacteriological work 
which has given any support to the view that, as the result 
of bacterial action in the intestine, poisonous substances 
are elaborated, which by their entry into the tissues of the 
body produce chronic intoxication. A complete and critical 
review of this wide subject has been made in recent years 
by Alvarez. Certain experimental work bearing on the 
subject of acute intestinal obstruction has been carried 
out, the results of which are important in the consideration 
of subacute and chronic disorders of the intestine. It 
has been clearly proved by Brook and Murphy, Hartwell 
and his associates, and confirmed by Dragstedt and others, 
that in complete obstruction of the intestine the intact 
intestinal yucosa presents an almost impassable barrier 
to the products of bacterial action within tne closed loop. 
Tha:cosed loop of intestine contains, as a_ result of 
hatterial action, substances which are extremely toxie when 
administered parenterally, but these are incapable of 
doing harm until the intestinal mucosa is grossly damaged, 
particularly in its vascular relationships. A considerable 
loop of intestine may be tied off, but, provided that the 
circulation above and below the loop is established, the 
animal may remain in good health, although the loop 
contains extremely poisonous and diffusible substances, 
guntil, as a result of distension, the vascular supply to the 
mucosa is cut off, when absorption rapidly occurs or perfora- 
tion results. 

Dragstedt and his associates attach most importance to 
the toxic substances produced by the action of B. coli and 
B. welchii on the intestinal juices above the obstruction, 
while others are of opinion that the enclosed secretions of 
the intestine or pancreas are the real toxic agents. The 
nearer to the duodenum the complete obstruction is pro 
duced, the more quickly does the animal die. Saito, Sakal, 
and Suzuki have made important contributions to this 
subject. They have shown that the onset of signs of 


toxaemia, after complete section of the duodenum, can be 
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greatly retarded or even prevented by establishing a flow of . 
fluid in the small intestine below the obstruction. The | 
introduction of saline or the transplantation of the ureter | 
into the portion of intestine below the obstruction results | 
in remarkable prolongation of life in experimental dogs. | 


The application of these results to the question of chronic 
intestinal toxaemia seems to me to be justifiable. The 
indications are that the intact intestinal mucosa is a 
sound barrier to the entry of poisonous substances pro- 
duced by the action of bacteria on foodstuffs or on the 
intestinal juices, and that the results of even complete 
obstruction in the lower levels of the intestinal tract, in 
so far as they are due to bacterial poisons, are extremely 
slow to appear. The signs and symptoms of toxaemia in 
these experiments are apparently as much the result of the 
mechanical disturbances of the tract below the obstruction 
as they are of the bacterial disintegration of the contents 
above the obstruction. Chemical studies havé shown that 
many extremely toxic substances are formed by bacterial 
action in the intestine, but the absorption of these through 
the intact mucosa is a different matter. Y 

In chronic ulceration of the tract from a variety of 
causes there is presumably an opportunity for toxic pro- 
ducts to be absorbed, yet there is frequently no evidence of 
intestinal toxaemia in many of these cases. According to 
d’Herelle, mucus is the most important defence against 
invasion of organisms, and the activities of the mucous 
cells of the intestinal tract is all-important in maintaining 
the health of the intestinal wall. Bond has expressed the 
view, based on experimental observations, that the mucus 
plays a biochemical, as well as a mechanical, part in the 
protection of mucous membranes against infection. Cramer, 
in experiments on rats fed on diets deficient in vitamin A, 


found that the mucosa of the intestine showed atrophy of , 


the villi, and exhibited a peculiar condition of the mucous 
cells. As a result of this change bacteria had penetrated 
between the villi, and were found deep in the crypts of 
Lieberkiihn, and even within the mucous cells. 


tion experiments, and that the first change is an increase 
in the mucous cells, and subsequent atrophy and a profound 
change in the secretion of ~ mucus. 


Mottram | 
has shown that similar changes occur as a result of radia- | 


The occurrence of. 


numerous bacterial infections in animals on diets deficient ' 


in vitamin A has been noted by many workers, and Cramer 
is of opinion that this is the result of the change in the 
mucous cells, which permits of the entry of organisms 
normally held at bay by the healthy secretion of mucus. 
Cramer, Mottram, and Kingsbury have shown, in support 
of this hypothesis, that organisms of relatively avirulent 
type may be obtained from the heart blood of such animals. 
In the radiation experiments coliform organisms were 
obtained in the blood by blood culture, and agglutinins to 
B. coli were found in the blood of the vitamin-deficient 
rats. Dietary deficiencies may therefore play an important 
part in determining susceptibility to infection from the 
intestinal canal. 
This is a relatively new field of investigation and requires 

the participation of experienced bacteriologists. Webster 
and Pritchett have explored a part of this field in a series 
of experiments on mice. Mice of the same race and stock 
were fed on two diets differing in their vitamin content. 
One diet was the ordinary laboratory diet which had been 
in use for years, and on which previous generations of 
mice had grown and bred and appeared to be in go 
health ; the other was a diet prescribed by McCollum, and 
Was rich in vitamins. The two sets of animals were tested 
with a culture of B. aertrycke administered with the 
‘stomach tube. The mortality rate in the animals on the 
ordinary diet was extremely high, whereas that of the 
others was very low. Similar experiments were tried with 
botulinus toxin and mercuric chloride. The animals on 
the McCollum diet were much more resistant than the 
animals on ordinary diet. These workers remark that 
“possibly the future may reveal the existence of a 
deficiency, operating insidiously and over a long period 
of time through many generations of animals.” 

It has already been noted that the hydrogen-ion con- 
centration of the intestinal contents is an important factor 
im the flora. It has been shown that in rickets and in 


animals fed on a rickets-producing diet the contents of the 


caecum are alkaline (pH 7.4 to 8.0), and that the feeding 
of cod-liver oil results in a change to the acid reaction 
comparable to that of rats on a normal diet (pH 6.2), 
which is not achieved by feeding oils deficient in vitamins. 
“‘ The diets used to produce rickets all have an appreciable 
excess of base over acid, and rickets is not produced when 
such diets are made more acid’? (Zucker and Matzner). 
The rickets-curing effect of light is also associated with a 
change in the caecal flora to normal values. It is- of 
interest to note that disturbance in the intestinal tract 
has long been held as a primary factor in the causation 
of rickets. Bacteriological studies of vitamin-deficient 
animals’ might give much interesting information bearing 
on the normal intestinal flora and its relationships to 
changes in reaction of the caecal contents. That other 
processes may be involved in the intestinal tract when there 
is a deficiency of vitamin B has been demonstrated by 
Fridericia and others, who, in their studies of an extremely 
interesting condition called “‘ refection,’? have shown that 
under certain conditions rats on a dict totally deficient in 
vitamin B may grow normally and show no signs of vitamin 
deficiency as a result of a change in the intestinal contents ; 
this is supposed to be due to the development of a virus 
which is communicable to other animals through the faeces 
of the “‘ refected ”’ rats. They suggest that vitamin B may 
be produced in the intestine by some micro-organism in the 
intestinal tract. They have also noted that the bacterial 
flora of the caecum of the ‘ refected”’ rats is different 
from that of other rats. As in the other vitamin experi- 
ments the caecal contents of vitamin-deficient rats are 
markedly alkaline, whereas those of the ‘ refected”’ rats 
are acid like those of normal rats. 

There is probably no disease the cause of which has been 
so frequently associated with bacteria in the gastro- 
intestinal tract as pernicious anaemia. Since the time 
when Hunter emphasized the occurrence of glossitis in cases 
of this disease an enormous amount of work has been done 
in an attempt to find in the mouth, stomach, or intestine 
the causative organism. Organisms with the power to 
haemolyse blood have in particular been sought. Within 
recent years it has been shown that in pernicious anaemia 
LB. coli, enterococcus (Streptococcus faecalis), and B. 
welchii are present in abnormally large numbers in the 
stool, and that the flora characteristic of the caecum en- 
croaches on the higher levels of the intestine. In 1906 
Herter showed that B. welchii or its spores were present 
in increased numbers in the stools of pernicious anaemia 
patients, and suggested that the products of these 
organisms, which are actively haemolytic, were absorbed 
from the intestine, and might be the cause of the disease. 
At a later period, when this organism had been shown to 
secrete an exotoxin, Herter’s findings were confirmed, and 
experimental work in the production of anaemia with the 
B. welchii and its products gave some support to the idea 
that this organism was intimately related to the causation 
of pernicious anaemia. B. welchii is, however, present 
practically always in normal faeces, and in the comparison 
of strains from healthy persons with those from pernicious 
anaemia patients no differences in pathogenicity or in 
haemolytic power could be found. It was suggested that 
the increased numbers and the higher intestinal levels at 
which the organism could be found were probably the 
important features in its causal relationship. The absorp- 
tion of toxin of B. welchii from the intestine was, however, 
extremely unlikely, as bacterial toxins of similar character, 
such as those of diphtheria and tetanus, may be adminis- 
tered in enormous amounts by the mouth without causing 
specific symptoms. Further, the absorption unchanged of 
such ‘a toxin as that of B. welchii into the tissues would, 
according to all experience in immunity, lead to the pro- 
duction of antitoxin and a pronounced degree of resistance. 
It has also been found that no beneficial effects result from 
the administration of potent Welch antitoxin in cases of 
pernicious anaemia, and that B. welchii is present in 
equally large numbers in the faeces of individuals not 
suffering from pernicious anaemia, but in whom achlor- 
hydria is present. In the absence of hydrochloric acid in 
the stomach an increased alkalinity of the duodenal con- 
tents results, with the appearance in the small intestine of 
a bacteriological flora suggestive of that in the colon, 
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The study of pernicious anaemia is a good illustration 
of the way in which abnormal conditions of the digestive 
functions may cause disturbance in the bacteriological 
relationships of the intestinal contents, disturbances which 
are too frequently reported as having an_ etiological 
relationship to the condition under investigation. The 
theory of intestinal toxaemia is still widely held among 
practitioners, and has been favoured by distinguished 
members of the profession. The absence of comparatively 
simple methods for examining the organisms in faeces, and 
the inadequacy of our information of the effects of changes 
in diet or the influence of particular foodstuffs, make it 
extremely difficult to define the ‘“‘ normal ”’ flora. Ignor- 
ance of the variations which aie found in normal persons 
is, unfortunately, reflected in the numerous contributions 
which appear in connexion with the examination of the 
intestinal contents in a variety ef diseases, and associated 
with cure or relief by the administration of vaccines made 
from a ‘‘ pathological ’’ intestinal flora. It is not generally 
recognized that many varieties of common intestinal 
organisms can he isolated from the stools of healthy 
persons, particularly if slight adjustments of the culture 
media are made, or if special media are used. The ordinary 
media employed in the laboratory for the demonstration of 
pathogenic intestinal organisms are of use in the isolation 
of certain strains of coliform organisms only. The flora 
of the faeces, even with regard to coliform organisms, 
becomes considerably widened by the use of fluid media with 
different degrees of hydrogen-ion concentration, or by the 
addition of Substances which are inhibitory to certain common 
types. Browning has shown that the addition of brilliant 
green to peptone water results in the suppression of 
typical B. coli and the growth of inosite-fermenting strains, 
and that this method will demonstrate the presence of 
Morgan’s No. 1 bacillus in samples of faeces which by 
direct plating on ordinary media do not yield that 
organism. Similarly a mixed growth of faecal organisms 
will show changes in types as a result of development of 
acidity in fluid media containing fermentable carbo- 
hydrates. We have found that a synthetic medium con- 
taining sodium citrate as the source of carbon and 
ammonium phosphate as the source of nitrogen (Koser’s 


“medium) gives a great many varieties of coliform organisms 


in the stools of normal persons. The demonstration of any 
of these strains in a sample of stool from cases of certain 
chronic maladies would, we believe, immediately suggest to 
certain bacteriologists an ‘‘ abnormal flora,’’ and call for 
the exhibition of a vaccine. A recent paper on the use of 
residual vaccines in a wide variety of conditions may be 
quoted as representative of many others which have been 


_published, advocating the use of autogenous vaccines of 


intestinal organisms. The author regards the occurrence 
of B. lactis aerogenes, Friedliinder’s bacillus, and Morgan’s 
bacillus in the stool as of pathogenic significance, and such 
common coliform organisms as B. acidi lactici and B. coli 
communis are looked upon with suspicion. Whatever may 
be the therapeutic results obtained with vaccines, it is not 
justifiable to associate these common inhabitants of the 
intestinal tract as standing in causal relationship to the 
patient’s pathological condition. 

An increase in the numbers of streptococci in the stool, 
frequently judged only by a film of the faeces, is also 
used as an argument for vaccine treatment. A carbo- 
hydrate diet alone or the use of a simple saline purge may 
determine a marked increase of these organisms in the 
stool. From the standpoint of immunity, vaccine treatment 
cannot be expected to stimulate the production of antibodies 
which will he efficient against chemical substances pro- 
duced in the intestine by the action of bacteria, and are 
only likely to be of value in cases in which the organism 
has penetrated the tissues of the body; some degree of 
entry through the mucosa must be postulated before the 
humoral defences of the body can operate. Only those who 
have a very restricted view of the flora of the intestinal 
contents, and a very limited knowledge of the wide varia- 
tions which occur in health, can with confidence recognize 


_an ‘‘ abnormal flora”’ and prescribe accordingly. In the 


adult stool many varieties of coliform organisms can be 
found, and the demonstration of these affords an explana- 
tion of the presence of the many ‘‘ unusual types ” which 


are frequently encountered in cases of severe diarrhoea, 
dysentery, or other disturbed conditions of the intestine, 
These ‘‘ unusual’”’ strains are probably always present, 
but require special methods for their detection. It has 
frequently been observed that strains of B. coli isolated 
from the urine in cases of pyelitis are not the same as the 
prevailing types in the stool, yet their presence in the 
kidney has always been regarded as secondary to tlieir 
presence in the intestine at some time or another. 

The organisms which have been described as occurring 
in the stool form an extensive list and include many 
different groups of bacteria. Many of these are ingested 
in the food and dust, and are passively carried by the 
intestinal contents. Others find in the conditions at the 
different levels a suitable environment in which to multiply, 
and at other levels find the conditions inimical to their 
development. Before accepting an organism found in the 
stool as the causative agent, even in acute intestinal dis 
orders, much evidence, other than its presence in con 
siderable numbers or that it shows pathogenic properties 
on injection into experimental animals, must be presented. 
The spores of tetanus bacilli are frequently present in the 
faeces of man and animals, but it is almost impossible to 
determine whether the organism is passively carried by 
the contents of the intestine, as seems most likely, or i 
actively growing. The variety of organisms in the faeces 
and the chemical processes which occur in the intestinal 
contents suggest in many ways the organisms present in 
agricultural soils and the changes which they produce. 
In both situations similar groups of organisms are found, 
and the flora is determined by the nature of the available 
food material, and by the opportunities which are afforded 
for infection by many types of organisms, the differences 
in temperature of the two environments being the impor 
tant factor in determining the prevailing type in the two 
situations. If the intestinal contents could more frequently 
be. regarded as material which is outside of the tissues, 
and separated from these by a mucous membrane which is 
endowed with peculiarly selective absorptive powers, there 
would be less tendency to regard the bacterial flora of the 
intestine or its individual members as concerned in the 
causation of many chronic conditions in the human subject. 


KALA-AZAR AND ORIENTAL SORE: THE 
PROBLEM OF TRANSMISSION.* 


BY 


Cc. M. WENYON, C.M.G., C.B.E., M.B., F.R.S., 
Director-in-Chief, Wellcome Bureau of Scientific Research, London. 


Tue present-day position regarding the method of trans 
mission of kala-azar, and of the parasitologically allied 
disease oriental sore, centres around sand-flies of the genus 
Phlebotomus, those minute irritating flies which transmit 
the febrile’ condition known as phlebotomus fever, which 
have long been suspected as being transmitters of oriental 
sore, and which have comparatively recently fallen under 
suspicion in relation to kala-azar. It may be said at the 
outset that though there is very good circumstantial 
evidence that these flies are the actual vectors of kale 
azar and oriental sore, the final proof of experimental 
transmission has not yet been obtained, though there 1s 
every reason to suppose that when an infected sand- 

bites an experimental animal or man himself the parasite 
are injected into the wound from the proboscis of the fly. 
The reason for this failure is not apparent, but it may & 
that unless the vertebrate host used for the experiment 
is in a particularly susceptible condition the small dos 
of organisms injected is insufficient to give rise to infectio®. 
It can hardly be that the organisms are not virulent, for 
if a sand-fly which has infected itself by feeding om 4 
case of the disease is dissected and the bulk of the organisms 
it contains is injected with a syringe into a suitable ani 

in the case of kala-azar, or into man in the caso 

oriental sore, infection readily occurs. Though at the 
commencement of the sand-fly work there appeared | to be 


ning a discussion in the Section of Tropical Medicine of 


* Read in - 1 e of | 
the Annual Meeting of the British Medical Association, Cardiff, 1928. 
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every promise that the problem of transmission of the 
two diseases, kala-azar and oriental sore, would be quickly 
solved, an unforeseen obstacle has arisen in that experi- 
mental animals and man fail to contract the disease even 
when fed upon by large numbers of heavily infected sand- 
flies. Whether this obstacle will be overcome, or whether 
it is an indication that, as has happened before in con- 
nexion with these diseases, we are on the wrong track, 
future work alone can disclose. . 

As the problem is still unsolved it will be advisable for 
us to consider other possibilities. In order to do this it 
is necessary to have some knowledge of the nature of the 
parasite which is known by the name ‘“ Leishmania,’’ or, 
popularly, the Leishman-Donovan body. -When it was first 
discovered, in 1903, by the late Sir William Leishman, and 
again in the same year by Donovan, its exact nature was 
not fully realized, but Sir Leonard Rogers soon showed by 
the culture method that it was a flagellate of the herpeto- 
monas or, as I prefer to call it, the leptomonas type. 
Flagellates of this kind are essentially flagellates of insects 
and other invertebrates, in which they occur both as the 
non-flagellated body, like the Leishman-Donovan body, and 
as the elongate flagellated leptomonas, which, in the case 
of the human parasite, is hardly, if ever, found in the 
human body, but which occurs in cultures and in the 
intestine of certain insects, particularly the sand-fly and 
bed-bug, which have ingested the small round forms. In 
all cases in which the life-cycle of an insect leptomonas 
is known it has been found that infection is spread from 
insect to insect by means of small round forms, which have 
the structure of the Leishman-Donovan body and which 
escape in the faeces of the insect. The common leptomonas 
of the flea, Leptomonas ctenocephali, is a flagellate of this 
type, and it is spread from flea to flea by such forms which 
escape in the faeces and are ingested by the flea larvae. 
In the insect itself the infection in all cases tends to 
be one of the hind-gut. So essentially are the leptomonas 
flagellates parasites of insects and other invertebrates, that 
it is safe to assume that the parasites of kala-azar and 
oriental sore were originally insect flagellates, like that 
of the flea, which passed from insect to insect, and that the 
infection of human beings came at a later period. 

It has been suggested that the parasite of kala-azar 
might pass directly from man to man, and in support of 
this might be brought forward the observation of Perry, 
who showed that in kala-azar the villi of the intestine 
may be packed with macrophages filled with parasites in 
such a manner that escape into the faeces would seem to be 
inevitable. Furthermore, it has been shown by Shortt 
that parasites do actually occur in the urine, so that con- 
tamination of water is a possibility. There are isolated 
observations which indicate that man-to-man infection is 
a possibility. Thus, Archibald in 1914, in the Sudan, 
infected monkeys by feeding them with infected spleen 
material; while Adelheim, in 1924, reported that a healthy 
mouse kept in a jar for five months with an infected 
mouse contracted the disease. There is no evidence, how- 
ever, that the Leishman-Donovan body can survive in 
water. It certainly cannot assume the flagellate stage in 
this medium, and, unless we are to ignore entirely the fact 
that the parasite can develop into a flagellate, we must 
give up the idea of man-to-man infection as the normal 
method of spread of the disease. 

So important to my mind is the flagellate stage which 
occurs in cultures and in the intestine of insects, and so 
characteristic is it of an insect flagellate, that there appear 
to be overwhelming reasons for believing that the Leishman- 
Denovan body must have an invertebrate host. Now the 

Mere fact that the Leishman-Donovan body can develop into 
a flagellate in the stomach of an insect is not in itself proof 
that such an insect is the host. As first shown by Patton 
as long ago as 1907 in India, bed-bugs fed on kala-azar 
cases will ingest parasites which, during the next few days 
in the stomach of the bug, develop into the flagellate stage. 

here is, however, no great multiplication in the bug. 
If few parasites are ingested, few flagellates appear, and 
Vice versa. If the bug had been the true invertebrate 

host we would have expected that if only a few parasites 

had been ingested, eventually many flagellates would have 


developed. Furthermore, the flagellates tend to die out 
in the bugs, a second feed of blood being particularly 
fatal to them. In true insect hosts of any flagellate the 
organisms increase in number progressively and tend to 
persist for the remainder of the insect’s life. Another 
point of some importance is that in the case of flagellates 
in the real insect host these show a tendency to attach 
themselves to the intestinal epithelial cells by their flagel- 
lated ends, the whole epithelium being sometimes covered 
with them. No such attachment occurs in bugs, so that, 
quite apart from the lack of correlation between the dis- 
tribution of bed-bugs and kala-azar, there is good reason 
for believing that the bug is not the vector and that the 
development into flagellates which occurs in the bug’s 
stomach is a pseudo-development and occurs merely because 
the stomach of the bug contains a quantity of blood. The 
development is comparable with that which occurs in blood 
media in the test tube. I myself in 1911 showed that 
the parasite of oriental sore would similarly develop in 
the bed-bug, but no one would suppose that the bed-bug 
is the vector of this disease. As a matter of fact, trypano- 
somes, spirochaetes, and other organisms will multiply to 
some extent and survive for relatively long periods in the 
stomach of this insect. There is no question of the bug 
being a vector of these various organisms. I think, there- 
fore, we are justified in ruling out the bed-bug, even 
though Young has recently stated somewhat casually that 
he and Hertig were successful on one occasion in effecting 
transmission of kala-azar from one hamster to another by 
its means. Nicolle and Anderson in 1925 announced the 
complete failure of a laborious attempt to transmit the 
disease from dog to dog by the bed-bug. 

In the Mediterranean region, where kala-azar occurs 
chiefly in the infantile form, not infrequently dogs, and 
very rarely cats, suffer from the same disease. Basile and 
other Italian workers very naturally thought that the flea 
might be a vector, and this idea was strengthened when 
it was found that fleas taken from infected dogs harboured 
flagellates similar to the Leishman-Donovan body and the 
flagellates which develop from it. It was not at first 
realized that fleas, as I have already mentioned, are liable 
to a leptomonas infection which is peculiar to themselves. 
It was subsequently shown that the Leishman-Donovan 
body would not develop in fleas, and very careful experi- 
ments by myself, Pereira da Silva, and Nicolle and Anderson 
have failed to effect transmission of the disease from dog 
to dog by these insects. The flea hypothesis, like that of 
the bed-bug, has therefore been abandoned, so far as I 
am aware, by all observers. Numerous other blood-sucking 
arthropods have been tested, with results even less encour- 
aging than those obtained with bugs and fleas. Even the 
ancylostomes, which attach themselves to the mucosa of 
the intestine and suck blood, and thus are very probable 
ingestors of Leishman-Donovan bodies, have been carefully 
examined for flagellates or other stages of the parasites, 
with negative results. 

The whole position of the problem of transmission of 
kala-azar and oriental sore reached a stage when it 
appeared to be more obscure than ever. Then the 
interesting discovery that the parasite of kala-azar would 
develop in the Indian sand-fly Phlebotomus argentipes was 
announced by Knowles, Napier, and Smith, working in 
Calcutta in 1924. It was also observed by Sinton that 
there was a relationship between the distribution of this 
sand-fly and kala-azar in India. The observations were 
quickly confirmed by Christophers, Shortt, and Barraud 
with the same sand-fly in Assam, and by Young and 
Hertig, and Patton and Hindle in North China with sand- 
flies of that locality. Furthermore, Adler and Theodor in 
Palestine, and Parrot and Donatien in Algeria, showed that 
the parasite of oriental sore would similarly develop in 
sand-flies. The important point about this development 
was that it was a progressive one, and, unlike the develop- 
ment which had been demonstrated to occur in the bed-bug, 
a relatively small number of organisms ingested by the fly 
led to a massive infection of the stomach. Furthermore, 
the flagellates showed a tendency to attach themselves to 
the cells, so that in both these respects the organism was 


behaving in the sand-fly as a flagellate would be expected 
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to do in its true invertebrate host. In one direction, how- 
ever, there is a marked difference from all known insect 
leptomonas. As noted above, the infection in the insect 
tends to be one of the hind-gut, from which small rounded 
bodies, resembling the Leishman-Donovan body, are voided 
in the faeces. In the sand-fly infected by feeding on a 
case of kala-azar or oriental sore no such infection of the 
hind-gut occurs. On the contrary, the development of the 
flagellates occurs in the stomach, particularly in its anterior 
part, and there they show a tendency to attach themselves 
to cells. Having produced a massive infection of the 
stomach, the flagellates may extend forwards to the 
oesophagus and thence into the buccal cavity. Further- 
more, there is no tendency towards the production of the 
small round Leishman-Donovan bodies, which are _ so 
characteristically formed in the hind-gut in the case of 
insect flagellates. Adler has shown that if an infected 
sand-fly feeds through a rabbit-skin membrane on a sterile 
fluid, flagellates can afterwards be demonstrated in the 
fluid, an observation which proves conclusively that the 
organisms escape from the proboscis when the sand-fly feeds. 
The development of the flagellates in the anterior. part of 
the alimentary tract is thus not associated with’ any 


development in the hind-gut, nor with the passage of small | 
rounded forms in the faeces, though occasionally isolated | 


flagellates occur in the hind-gut, doubtless as a result of 
having been swept there from the heavily infected stomach. 


It seems very probable that the parasites of kala-azar and — 


oriental sore originally lived in some insect and gave rise 


to an infection of the insect type—namely, infection of the | 


hind-gut and passage of rounded fornis: in the faeces. - If 
this original insect host was the sand-fly, we must assume 
that the infection in the fly has altered in character from 
one in the hind-gut to one in the anterior part of the 
alimentary canal. However, there appears to me to be 
another possibility. The sand-fly may not be the original 
host. The flagellate, as the Leishman-Donovan -body, 


having become established in man, it is evident that any | 
blood-sucking insect would be able to ingest parasites by — 
feeding on the human being, as the parasites occur both | 


in the circulating blood and in the skin. ~ If the conditions 
in the insect were favourable to the development and multi- 
plication of the flagellate it would: come -about: that ‘such 
an insect would become infected with flagellates. ae 

It may be that the sand-fly is an insect of this type, and 
that the development which occurs: in the anterior part of 
its alimentary canal is to be explained on the assumption 
that it has become secondarily infected from human beings, 
who in the first place acquired the parasites from some 
insect in which the flagellates lived; as do other insect 
leptomonas. This does not mean that the sand-fly would 
be unable to transmit the infection, but it ‘would indicate 
that if the original hypothetical’ insect host still exists 
the virus would be able to maintain itself by direct passage 
from insect to insect without necessarily infecting man. 

It seems to me simpler to regard the sand-fly as a 
secondary insect host than to admit that an original hind- 
gut infection has in the same fly changed to one in the 
anterior part of the alimentary canal. The same difficulty 
occurs in the case of trypanosomes transmitted by tsetse 
flies, where an anterior development also occurs, and it is 
possible that a similar explanation will hold in their case 
also. If the original insect host still survives, the problem 
of the eradication of the leishmaniasis would be a difficult 
one, for there would then be a permanent insect reservoir 
of the virus. 

The remarks which I have just made show that sand- 
flies can readily be infected by allowing them to feed on 
cases of kala-azar or oriental sore. In cases of oriental 
sore where the lesion is in the pre-ulcerative stage a sand- 
fly feeding on it readily takes up leishmania, as these 
parasites occur in myriads enclosed in large macrophages 
or clasmatocytes just below the epidermis. In the case of 
kala-azar, the presence of parasites in blood films made 
from the peripheral blood has been demonstrated. and it 
has generally been supposed that the sand-flies ingest the 
parasites in the circulating blood. Observations by Cash 
and Hu have shown, however, that in experimentally 
infected hamsters, and even in human beings suffering 


from the disease, the skin may contain larger numbers of 
macrophages packed with parasites. They have suggested 
with good reason that it may be that sand-flies infect 
themselves from the parasites in the skin, and that in 
many cases when parasites have been found in films of 
the peripheral blood these may actually have been derived, 
in some cases at least, from the skin. Hindle has made 
some observations which indicate that’ a relationship exists 
between intensity of the skin infections in hamsters and 
the percentage of flies which become infected after feeding 
on them. Cases of Indian kala-azar may show a peculiar 
skin eruption, first described by Bramachari in 1922 as 
dermal leishmanoid. In this condition, which is by no 
means uncommon, there occur cutaneous nodules har. 
bouring parasites. It would be a relatively easy matter 
for sand-flies to take up parasites from these lesions as 
they do in oriental sore. 

Not only do flies become infected by feeding on human 
beings, but also when fed on experimentally infected 
hamsters, and in mentioning these little rodents I must 
emphasize the great importance of the discovery of Smyly 
and .Young in 1924, in China, that the hamster is very 
susceptible to inoculation with the parasite of kala-azar. 


Before this observation the lack of a susceptible laboratory 


animal was a serious handicap to kala-azar research. Now 
the virus can be maintained with ease in the laboratory, 
and it is a simple matter to feed sand-flies or other insects 
on the hamsters. It is of interest to note that Young 
and Hertig reported in 1925 that they had examined 4,480 
wild hamsters for the occurrence of natural infection, Out 
of this number one was found to have a heavy infection. 
It had come from a locality where 5 per cent. of the 
inhabitants suffer from the disease. It would not appear, 
however, that the hamster can in any way be regarded as 
a reservoir of the virus. In experiments the hamster is 
much more susceptible to intraperitoneal injections of the 
virus than to. ctttaneous ones, and this may explain why 
workers in India and China have failed entirely to infect 
hamsters by allowing hundreds of infected sand-flies to 
feed on them, while the flagellates taken from infected 
sand-flies and injected intraperitoneally readily produce 
infection.. It is evident that the dose of flagellates injected 
into the skin by a‘large number of sand-flies is, as far as 
present records show, insufficient to produce infection. It 
seems that’ recourse must be had to human experiments, 
and I understand that these are being carried out with 
volunteers in India—an experiment which is attended with 
little danger ‘now that a practically certain cure is avail- 
able in’ the various organic antimony compounds when 
employed in the early stages of the disease. Even these 


-experiments may not at once give results, for the factor 


of susceptibility of the individual is an important one. 
Thus Maggiore in 1925 failed to infect human beings by 
intracutaneous and subcutaneous injection of virus taken 
directly from cases of kala-azar. ‘ 

Assuming that sand-flies of the genus Phlebotomus are 
the actual vectors of kala-azar and oriental sore, how can 
the parasites in the flies be transferred to human beings? 
From what I have said of their presence in the anterior 
part of the alimentary tract, and the fact that they escape 
from the proboscis into a fluid on which an infected sand- 
fly is feeding, it is legitimate to conclude that they actually 
enter the wound inflicted by the sand-fly during the feeding 
act. There are, however, other possibilities. In common 
with many other blood-sucking insects the sand-fly ejects 
fluid from the rectum while it is feeding. In the case of 
the transmission of Trypanosoma lewisi from the flea to the, 
rat it is in such ejected droplets that the infective forms) 
of the trypanosome occur. The droplets are licked from| 
the fur by the rat, which thereby becomes infected. 

- As already noted, occasional flagellates may be found in 
the hind-gut of the sand-fly as a result of having been) 
washed there accidentally from the stomach, and this being 
the case it is probable that on very rare occasions flagellates 
would escape in the droplets ejected from the rectum. The 
number, however, would be very small, and in any case 
would hardly be greater than the number injected by the 
sand-fly from its proboscis. The ejected droplets fall on 
to the skin while the sand-fly feeds, and the subsequent 
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scratching, as a result of the irritation, might lead to 
infection of the skin or conveyance of material on the 
fingers to the mouth or conjunctiva. The dose of organisms 
would be so small that it hardly seems probable that infec- 
tion would occur in this way when that injected directly 
into the skin from the proboscis fails to infect. There is, 
however, another consideration. The heavily infected sand- 
fly might -be intentionally or inadvertently crushed on the 
skin, with the result that a very much larger dose of 
organisms: would be deposited. In the case of the trans- 
mission of relapsing fever: by the louse, it is the fluid from 
the injured or crushed louse which brings about infection 
by contamination of the skin or conjunctiva. It has been 
shown by Adler and Theodor that if a sand-fly infected 
with the parasite of oriental sore is dissected and the 
bulk of the organisms it contains is injected into the skin 
of a human being, infection results, so that in the case of 
this disease the crushing of an infected sand-fly on the 
skin might easily give rise to infection. In the case of 
kala-azar, however, there is no evidence that the injection 
into the skin of organisms from an infected sand-fly. will 
produce infection, though it would probably do so in some 
cases, as hamsters may occasionally be infected by the sub- 
cutaneous injection of the flagellates from the culture tube. 
Hindle and Patton have actually attempted without success 
to infect hamsters by inoculating flagellates from sand-flies 
into the skin, by rubbing them into excoriations of the 
skin, and by introducing! them into the mouth. It is 
possible, however, that under certain favourable conditions 
the scratching into the skin of a large dose of organisms 
from a crushed sand-fly or the conveyance on the fingers 
of such a dose .to the mouth or conjunctiva might produce 
infection. If experiments designed to transmit infection 
by the bites of infected sand-flies continue to fail, as they 
have done up to the present, then it appears to me that the 
other possibilities | have just mentioned will have to be 
still further investigated. 

As regards the particular sand-flies involved in India, 
it is Phlebotomus argentipes which, as already stated, cor- 
responds fairly well in its distribution with that of kala- 
azar. Another sand-fly, Phlebotomus papatasii, has also 
been infected in Calcutta, but with greater difficulty. Thus 
of 102 P. argentipes fed on kala-azar cases by Napier in 
Calcutta 43 showed subsequent infections, while of 101 
P. papatasii only 2 became infected. Shortt, Barraud, 
and Craighead on one occasion found a naturally infected 
P. argentipes which had been caught in a kala-azar house 
in Bihar. It is not probable that P. papatasii has any 
significant share in the transmission of the disease. In 
North China P. argentipes does not occur, and in fact 
there is no knowledge of any sand-flies south of the 
Yungtse, a distribution which is again in accord with that 
of kala-azar in this endemic area. Young and Hertig 
showed that both P. major var. chinensis and P. sergenti 
var. could be infected by feeding on infected hamsters, the 
former in their hands more readily than the latter. Patton 
and Hindle found that both these flies could be readily 
infected, and in addition infected them by allowing them 
to feed on human beings suffering from the disease. In 
the case of P. major var. chinensis the development of 
flagellates in the stomach is marked, many of the organisms 
attaching themselves to the lining epithelium. In many 
flies they extend forward along the oesophagus to the buccal 
cavity and down the proboscis. The infection persists in 
the flies after the blood has been completely digested and 
disappeared. In the case of P. sergenti var., however, 
though development occurs in the stomach there is no 


extension forwards, while the infection disappears with the 


digestion of the blood. It is therefore less likely to be 
a vector than P. major var. chinensis. It is thus apparent 
that as in India P. argentipes is a more efficient host than 
P. papatasii, so in North China P. major var. chinensis 
is more efficient than P. sergenti var. 

There is as yet no information available regarding the 
relationship of kala-azar to sand-flies in other endemic 
centres of the disease, such as the Mediterranean region, 
Transcaspia, the Sudan and Kenya, the districts around 
Lake Tchad, and South America. It will be sufficient to 
state that Adler and Theodor, working in Palestine, have 


succeeded in producing infections in P. papatasii by feeding 
them on cultures of various strains of leishmania, but 
I do not think the results so far obtained throw much light 
on the problem of transmission in the localities I have just 
mentioned. 

Turning now to oriental sore, the sand-fly has long been 
considered to be a possible vector. In 1912 I described 
a leptomonas which occurred in sand-flies in Aleppo. This 
flagellate was not rediscovered till Adler and Theodor found 
it in 1925 in P. papatasii in Jericho, unless the claim of 
Laveran and Franchini, about which there appears to 
be some doubt, that they found it in these sand-flies in 
Italy in 1920, is substantiated. Flagellates from naturally 
infected sand-flies were inoculated by Adler and Theodor 
into the skin of human beings. Oriental sore developed, 
and from these lesions other laboratory-bred sand-flies were 
infected. The flagellates in these flies were again injected 
into the skin of a volunteer, who contracted the disease. 
Previous to this Sergent, Parrot, Donatien, and Béguet 
in 1921 inoculated into the skin of a human being the 
crushed up bodies of seven P. papatasii which had been 
sent to Algiers from Biskra, an endemic centre of oriental 
sore. Though no flagellates were seen in the material 
inoculated, a typical oriental sore containing leishmania 
developed. Parrot and Donatien in 1926 found naturally 
infected sand-flies of this species in Biskra, and succeeded 
in infecting sand-flies by feeding them on the tail lesions in 
infected mice. The evidence connecting P. papatasii with 
oriental sore is parallel to that associating J’. argentipes 
with kala-azar in India and P. major var. chinensis 
with this disease in North China, with the exception that 
naturally infected sand-flies have not yet been found in the 
last-named area. Adler informs me that during a visit to 
Baghdad he has found there, amongst other sand-flies, 
P. sergenti, and that it is also a possible vector of oriental 
sore as he has succeeded in infecting it. The only evidence 
of the method of transmission of cutaneous leishmaniasis 
in South America, where the disease is very prevalent, 
is afforded by an experiment described by Aragao in 1922. 
This observer fed some specimens of I’. intermedius on a 
human lesion and later inoculated the crushed up sand-flies 
into the skin on the nose of a dog, which developed a 
characteristic sore. 

Time will not permit of a discussion of the leishmania 
and leptomonas infections of vertebrates other than man. 
As already noted, dogs in the Mediterranean area are liable 
to suffer from kala-azar, while in various endemic centres 
of oriental sore these animals not infrequently contract the 
disease. There is no reason to suppose that the organisms 
infecting dogs are different from those which produce the 
diseases in man. Lizards, such as the gecko and chameleon, 
may be infected with flagellates of the leptomonas type, 
and at one time in North Africa it was thought that the 
gecko, on which sand-flies readily feed, might be a reservoir 
of the virus of oriental sore. Experiments did not support 
this view, though the recent statement of Young and Hertig 
that the flagellate from the gecko will infect hamsters and- 
produce lesions similar to those caused in these animals by 
the virus of Mediterranean kala-azar opens up another 
possibility—namely, the identity of the gecko flagellate 
with the parasite of North African kala-azar. Some 
observers have tried to connect with oriental sore the 
naturally occurring leptomonas infectrons of euphorbias and 
other plants. Strong has even suggested that in Central 
America, where these plant infections occur, the plant bugs 
acquire an infection by feeding on the plants, and a certain 
lizard an intestinal infection by devouring the bugs. 
Flagellates from the lizard inoculated into the skin of a 
monkey produced a lesion in which leishmania-like para- 
sites occurred. These and many other aspects of lepto- 
monas infections open up fields of inquiry which still await 
exploration. 

In conclusion, it may be stated that if the sand-fly is 
not the transmitter of the leishmania infections of man 
we are as far off the solution of the problem as we ever 
were, .The remarkably intense infection produced in this 
insect is difficult to regard as an accident, and the mass 
of experimental evidence is in favour of the view that both 
kala-azar and oriental sore are transmitted by species of 
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Phlebotomus. On account of the failure of experimental 
animals, on which infected sand-flies have been allowed 
to feed; to develop the disease, Young and Hertig have 
begun to doubt if the sand-fly is really the vector of kala- 
azac in North China. Workers should not, however, be dis- 
couraged by such a temporary set-back, and until every 
channel has been thoroughly explored it would be foolish; 
in face of all the evidence, to abandon the theory of sand- 
fly transmission of this disease. 


CHRONIC ETHMOIDITIS.* 

BY 

ROSS HALL SKILLERN, M.D., 
; Philadelphia. 


When a foreigner offers a treatise before a gathering of 
this sort, which is really international in its scope, it is 
more or less understood and expected that his presentation 
will be rather in the form of a compilation taken from 
every available authority, and will in the end leave the 
listener to draw his own conclusions as to the relative 
efficacy of the various methods described. Now I propose 
to deviate from this custom and present the subject entirely 
from our own point of view—in other words, give it as we 
see and understand it, with the treatment that. we have 
found most suitable for that particular case or condition. 

- Chronic infections of the ethmoid, as is now well under- 
stood, can broadly be divided into the suppurative and 
non-suppurative. In the first instance an infection is 
present characterized by the formation and exudation of 
a purulent secretion, accompanied by the appearance in 
the ethmoid region of a more or less widespread catarrhal 
inflammation. The purulent secretion varies in its con- 
sistency, at one time being thin, acrid, and almost watery, 
and at another time assuming the characteristics of a thick 
yellow discharge, the same as that which the older surgeons 
were wont to term laudable pus. In the ordinary case 
variations between these extremes were the rule rather than 
the exception, depending upon, as the patient would say, 
the acquisition of a fresh cold, which usually was not the 
case, but, in reality, represented rather an acute exacerba- 
tion of his chronic condition. This would naturally account 
for the changes in the consistency of the secretion, some- 
times thick and profuse, sometimes thin and scanty, and 
often inducing an erroneous belief that a cure was in 
progress. As the infection spread, the discharge, parti- 
cularly that collecting during the night, became more 
constant, resulting finally in that condition of a chronic 
purulent ethmoiditis which is so well known to us all as 
to obviate the necessity of further description. 

The other form of ethmoiditis—the non-suppurative 
type—is a much later development, although it was recog- 
nized in a way by some of the early pioneers—as, for 
example, Woakes of this country and Bosworth of my own 
—but it was not until after Uffenorde published his 
treatise that it obtained universal acceptance. The type 
I refer to is that form characterized by polypoid hyper- 
trophies, and even true polyp formation, unaccompanied 


at the polyps were the products of the purulent secre- 


publications of the microscopic pathology, both in Germany 


and the United States, much doubt w . as I os ; 
and t ’ oubt was expressed as to the ‘vents easy access. to exact -diagnostic instrumentation, even 


proper interpretations of these findings; many months, 


— disturbed by the inspiratory air currents they offer a fine 


' site for micro-organismal growth once infection has taken 
place. This extension may be so gradual and insidious — 
‘that the patient is unaware of the. seriousness of the 


at even its face value. I think we all now recognize hyper- 
plastic ethmoiditis as a separate andedistinct pathological 
entity, in contradistinction to the earlier known suppura- 
tive infection. The fact that these two can and do occur 
as separate forms. does not preclude the possibility of them 
being combined and occurring as hyperplastic infection 
with suppuration. “As a matter of fact the probability of 
suppuration is directly related to the extent of the hyper- 
plasia; the greater the polyposis the more likely is it that 
the commoner forms of saprophytic micro-organisms will 


* Read in opening a discussion in the Section of Laryngelogy and 
Soak at the Annual Meeting of the British Medical Association, 
r 1928. 


find a suitable site for their growth with the formation of 
their suppurative products. When suppuration once gains 
a foothold I have never seen it disappear. : 

Since the ethmoid labyrinth is not only divided into two 
portions (the anterior and posterior) by a complete parti- 
tion, but these are also subdivided into numerous chambers 
(cells), and since these may be individually affected, it 
would be well before taking up the treatment to make 
a more comprehensive classification. Following this the 
indications for surgery, with special reference to certain 
methods, will be greatly clarified. 


Suppurative. 
(a) One or more of the anterior cells. 
(6) One or more of the posterior cells. - 
(c) Combined, affecting both anterior and posterior cells. 


Hyperplastic. 
(a). Localized Li (small polyps). 
(6) Anterior labyrinth. 

(c) Posterior labyrinth. 

(d) Intracellular. 

(ce) Extracellular. 

(f) Combined. 

(g) Suppurative infection. 


The three types (d), (e), and (f) may merely repre.’ 


sent an extension of the inflammatory process and can 
occur equally in any part of the labyrinth. The last type 
represents the final stage, when either a new inf<+tion 
occurs or the old one has advanced so far, and the tissues 
have become so infiltrated, as to invite leucocytic diapedesis; 
with the formation of a purulent secretion. 

Suppuraticn in One or More of the Anterior Cells.—This 
intranasal type, so far as I am concerned, as an individual 
entity is non-existent, with one exception. 

Of course, when an orbital .ethmoid cell situated behind 


‘or external to the frontal sinus and outside the nose is 


present, it may easily become infected and simulate a 
frontal sinusitis; but as we are concerned only with that 
portion situated within the nasal.cavities this lies beyond 
the scope of our presentation. The remaining - anterior 
cells (with the exception noted above, which I will come to 
later) are those known as the infundibular, which includes 
the frontal bulla, when present, and that one lying within 
the agger of the nose. I do not recollect ever observing 


~a circumscribed chronic purulent infection of the mucosa 


of these cells unaccompanied by infection of the frontal 


-sinus. Presumably -this is possible, but, as it. has neither 


come under my own observation nor that of my colleagues, 
its occurrence is, so far as I am concerned, only of academic 
interest. 
The exception referred to is a purulent infection of the 
lining membrane of the bulla ethmoidalis. Formerly. 
abscess in the bulla was considered an event of. no un- 
common occurrence, but this was probably due to the fact 
that when present it so overshadowed other infection as to 
cause the latter to be entirely overlooked. However, other 
things being. equal, the evacuation of a badly. diseased 
bulla will bting about a cure, despite the fact that. the 
infection has embraced other cells in the immediate 
Purulent Infection of the Posterior Cells.—That_ these 
cells are more frequently. the. seat of chronic disease is due 


by true leucocytic pus. Hitherto Zuckerkandl’s postulate, | to a number. of conditions. In the first place, they are 
t 


larger and. more numerous, and, secondly, they are: so 


ti ri ion. E - | situated as-to be less amenable to aeration. Their drainage. 
bath ean easily be interfered with by slight swellings of . the. 


nasal mucosa, and, lastly, their. anatomical situation pre= 


with the aid of the nasopharyngoscope.. Being but slightly. 


condition until a well-marked infection has occurred ; he 


has, it is true, noted the unwonted_ post-nasal discharge 


and stuffiness in the nose, particularly on arising, but, as 
the inconvenience is. not great, he attributes the whole 
matter to a particularly tenacious cold... This, however, 
is noted. more in the hyperplastic variety than in the 
suppurative. 

The combined form, affecting both the anterior and the 
posterior cells, is always more open in its course, and it 
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usually represents (in contradistinction to the other types) 
the direct sequels of an acute infection, or perhaps a series 
of acute inflammatory disturbances. In the event of such 
a widespread infection the symptoms are so apparent as to 
obviate further elaboration. 
The Hyperplastic Types.—These pathologic conditions 
appear when a portion of the ethmoidal mucosa undergoes 
hyperplastic changes; they may range from a condition of 
slight degeneration in a small portion of the lower border 
of the middle turbinate to the formation of actual sessile 
pelyps the size of a small oyster. While the lower edge of 
the middle turbinate appears to be most frequently affected, 
nevertheless the actual polyps, when present, appear to take 
their origin higher, having their bases im the body of the 
ethmoid or along the uncinate process. I do not recall ever 
having observed large single polyps originating along the 
lower edge of the middle turbinate. The anterior labyrinth 
is usually the seat of the large extracellular hypertrophies 
which hang more or less loosely in the nasal cavities, while 
in the posterior labyrinth the intracellular variety, hidden 
from view, is the rule. This is probably due to the fact 
that there is more room for growth anteriorly beneath the 
turbinate than posteriorly between the body of the ethmoid 
and the nasal septum. The large so-called choanal polyps 
do not as a rule originate in the posterior cells, but if 
traced to their source will be found to spring from the 
mucosa of the maxillary sinus, forcing their way out 
through the pars membranacea and extending into the 
nasopharynx through the medium of a long pedicle. Of 
course in either labyrinth the primary affection, whether it 
be intra- or extra-cellular, may become combined ; this, after 
all, only represents in either case an extension of the patho- 
logical process from within outward, or without inward, as 
the case might be. This is well illustrated in those old 
chronic cases where the entire ethmoid, from the uncinate 
process to the anterior sphenoidal wall, is one mass of 
polypoid degeneration. All of us have seen such cases 
continuing for years accompanied by a profuse watery 
secretion which would dry on the handkerchief, causing a 
stiffness, but not staining the linen. When infection by the 
Staphylococcus aureus occurs the secretion becomes thick 
and yellow, with the characteristics of true pus; but this 
seems to appear in cycles, particularly on the acquisition of 
every fresh cold. The true combined form only becomes 
permanent when the micro-organisms find lodgement deep 
in the mucosa. Even then the suppuration appears to be 
different from that caused primarilf by the influenza 
bacillus, for in the first instance the secretion seems to be 
more profuse and is easily discharged—the nasal passages 
are comparatively clear—while in the latter the pus is 
thicker, more tenacious, and exhibits a great tendency to 
form into crusts. 


TREATMENT. 

The successful treatment of all sinus infection, particu- 
larly where the ethmoid is concerned, has for its basic 
principles aeration and drainage, with emphasis on the 
former. We have long since felt that the old dictum of 
removing all infected ethmoid tissue, irrespective of the 
kind and extent of the inflammatory process, was as un- 
hecessary as it was radical, for more recent experience has 
shown us that with proper assistance nature will do much 
to bring about a resolution of the mucosa in diseased cells 
after proper aeration has been established. This tendency 
of nature is of no little importance when we call to mind 
some of our earlier ethmoid cases which were in the 
beginning perhaps mild, but after our well-meaning surgical 
intervention were transformed into a disorganized. suppu- 
rating mass with landmarks obliterated and with aug- 
mented subjective discomforts instead of relief. Observing 


_ these results, not only in my own practice but in that of 


my colleagues, I was prompted to seek the solution, and 
found that over-enthusiasm was the cause of my undoing. 
Instead of sending a boy to do a man’s work, I went to the 
other extreme and sent a man to do the work of a boy. 
In other words, I was prone to overdo the removal of 
ethmoid tissue rather than to conserve it, thinking that to 
leave even the slightest amount of diseased mucosa behind 
Would result only in a nidus from which the infection would 
gradually spread until the condition became as bad or even 


“worse than before the operation. 


to all intents and purposes are identical. 


treat. 


In those days drainage 
was our deity, the sine qua non of a successful treatment. 
Ventilation, it is true, was looked upon as a desirable but 
not necessarily an indispensable adjunct. A suppurating 
cell should not only be opened but completely eradicated, 
encroaching upon healthy neighbouring tissue if necessary, 
in order to bring about our purpose. Now, thanks to our 
experiences with the sphenoid, in, which we saw hyper- 
plastic tissue almost filling the cavity shrink down in a few 
days under our very eyes until in a short time it was again 
normal, all this has changed. We know now, and con- 
fidently expect, that nature, with a little assistance, will 
effect a far better and cleaner operation, and procure a 
physiologically functioning area of tissue in the ethmoidal 
region, while we, with our widespread and ofttimes hap- 
hazard procedures, only leave an area of debris, which soon 
becomes reinfected and degenerates into a disorganized 
fibrous suppurating mass. 

It is to anticipate this very eventuality that I propose 
to lay before you for your consideration the various forms 
of treatment as practised by us at the present time. It is 
not in the form of a recommendation, but rather as a 
communication, that these are presented; not to be taken 
as dogmatic in any sense, but rather at their face value for 
what they may be worth. 

Let us begin with the mildest of the suppurative type, 
and ascend until we have the severest complicated form to 
deal with, applying their appropriate treatment as each is 
met. 

Simple catarrhal infection is characterized by mild 
headaches, stuffy nose, and a fairly constant thin mucoid 
discharge, becoming thick and yellow at times, the patient 
being apparently very susceptible to attacks of acute coryza. 
Rhinoscopic examination often shows little more than 
hyperaemia and congestion of the mucosa when compared 
with the opposite side. Pus is conspicuous by its absence, 
at least so far as the examiner is concerned. However, the 
patient often states that considerable discharge, particularly 
post-nasal, is in evidence during the morning hours. This 
form yields slowly to the old shrinking and cleansing 
treatment, but -shows a great tendency to recur. To 
obviate this I have found the removal of the swollen 
and often infected middle turbinate almost a sine qua non. 
The purpose of this is, first, to permit thorough aeration 
and ventilation of the diseased cells, and, secondly, to 
furnish sufficient space to make possible the applications of 
cotton poultices, which are saturated with certain medica- 
ments. In given cases, where the nasal passages are con- 
genitally narrow and the mucosa of the septum greatly 
thickened, I have found it necessary to resect that part of 
the septum in its entirety, making a large perforation so 
that these membranes could no longer swell and compress 
that of the ethmoid on its respective side. 

After the middle turbinate has heen removed and the 
roughened edges smoothed, nothing further is done, even 
though the temptation be severe; the parts are allowed to _ 
heal. After five days have elapsed the treatment by 
means of the tampons is instituted. This consists of the 


application of a cotton tampon saturated with a 10 to 20 


per cent. solution in half water, half glycerin, of a non- 


. irritating silver preparation, which covers the ethmoid from 


the anterior sphenoidal wall to the uncinate process. This 
should be allowed to remain in situ at least five hours. 
{ use a preparation called silvol, but there are others which 
These applica- 
tions deplete the tissues of their inflammatory content by 
the hygroscopic action of the glycerin, thereby permitting 
the silver to penetrate partially the cellular interstices and 
bring into action its germicidal and astringent effects. . In 
order to obtain the maximum effect three things are 


essential: the solution should be freshly made, it should 


be warm, and the tampon should remain in place five or 
more hours. These treatments are instituted at first every 
other day, gradually tapering off directly in accordance 
with the improvement noted, This usually requires only a 
few weeks, since the affection readily yields to this form of 
treatment. 

Purulent infection confined to the anterior cells, as a 
disease per se, is one of the rarest we are called upon to 
It is true that occasionally one sees an infected and 
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suppurating bulla ethmoiditis, and even an orbital ethmoidal 
cell which simulates a frontal infection, but when the 
anterior cells are suppurating we have an infected frontal 
sinus which is also secreting pus. In these circumstances 
a cure of the underlying ethmoid depends upon first 
ridding tho frontal sinus of its infection. Sometimes 
after this is accomplished the bulla will continue to 
secrete owing to the ostium becoming partially occluded 
from the inflamed and swollen mucosa, thereby seriously 
interfering with the normal drainage and _ practically 
eliminating aeration. When this eventuality occurs it will 
be necessary to open the floor of the bulla and reinstall 
both drainage and aeration. If this is the sole remaihing 
focus of infection a cure speedily follows. 

Suppuration in one or more of the posterior cells, 
although not uncommon, is one of the most difficult of 
sinus infections to detect or to diagnose early. The reason 
for this is apparent when we consider the mild and oft- 
times vague symptom-complex together with the almost 
inaccessible location, even to the nasopharyngoscope, of 
these posterior cavities. We can study with a fair degree 
of accuracy the cells emptying into the superior nasal 
passage, but those which lie to the outside of these and 
those lying in the depth of the spheno-ethmoidal fissure 
are beyond our inspection. Indeed, many of these cases, 
consisting of a low-grade infection in one or more of the 
cells, have escaped detection for years, having been con- 
sidered to be merely a chronic catarrhal condition, until the 
sudden appearance of a severe ocular disturbance invited 
immediate attention, which then resulted in the discovery 
of a latent sinusitis. One clue, however, is always at hand 
if we are sufficiently astute to take advantage of it, and 
that is the appearance of the middle turbinate. The body 
of this structure appears slightly hypertrophied, and often 
has a mottled appearance. While to the casual observer 
this may escape notice, yet if one carefully compares the 
turbinate with its fellow on the opposite side, the difference 
will at once be apparent. 

The logical treatment is, of course, to secure better 
aeration and drainage, which can only be accomplished by 
the total removal of the middle turbinate. This resection 
not only aids materially in contributing to these thera- 
peutic advantages, but incidentally brings under our view 
those cells which subsequently may necessitate opening. 
Unless the suppurating areas have been disclosed 
accurately, or unless symptoms are pressing, it is well to 
wait for a few days in order to determine definitely the 
exact seat of the infection before attacking these cells. 
The silver poultices will be of great advantage in this 
determination. I have often seen an apparent general 
suppuration under this treatment localize itself into. one 
or two defined regions, which lent themselves admirably to 
instrumental procedures. Formerly it was our practice 
to excavate completely all these posterior cells when 
infection was discovered in their midst, but now we open 
with the hook, and with the Griinwald forceps remove only 
the diseased portion until healthy tissue is reached. In 
this way we have not onty procured quite as good end- 
results so far as a cure was concerned, but we have con- 


served tissue which certainly possesses a normal functioning: 


activity. After these cells have been opened and exposed 
to thorough aeration, nature speedily affects a cure which 
is in direct relation to the thoroughness of the operation. 
Combined suppuration affecting the entire labyrinth is 
usually an old one where the middle turbinate has long 
since been sacrificed, but from one cause or another the 
infection has gradually spread until both the anterior and 
posterior cells are more or less involved. Nothing but a 


' so-called complete exenteration will be of the slightest per- 


manent avail in these cases. In our experience the crux 
of this situation lies in the preliminary removal of the 
uncinate process, for by this step we gain from 1/8 to 
3/16 inch of room, which may prove of inestimable value 
in reaching the agger and infundibular cells, to say 
nothing of the depths laterally to the spheno-ethmoidal 
recess. This-can be readily accomplished with a flat 
chisel without particular danger in careful hands. 

- After the uncinate has been removed the posterior-lying 
cells may be methodically attacked and resected, keeping 
close to the orbital plate until the anterior sphenoidal 


wall is reached. It is well to leave a certain amount of 


the inner wall of the ethmoid in situ, particularly that por- 4 


tion which houses the terminal filaments of the olfactory 
nerves. While it has been shown that infection may 
travel through the cut sheaths of these nerves and enter 
the meninges, nevertheless I do not fear this so much as 
I desire to preserve the sense of smell in this locality. 
Regarding the occurrence of meningitis following the 
severance of these nerves, it must be a very infrequent 
occurrence, otherwise all of us would one time or another 
have met with such a tragic misfortune. Even though 
I have had fatalities I do not believe any of them have 
been due to this cause. As a matter of fact, I have on 


several occasions removed diseased bone which exposed: 


tho pulsating dura in the immediate vicinity of the olfac- 
tory fissure; this in one or two cases was followed by the 
escape of a quantity of cerebro-spinal fluid. Most of these 
patients, however, despite my anxiety, recovered without 
any untoward symptom. Notwithstanding these fortunate 
sequels, it is nevertheless better to be safe and shun this 
dargerous region by conserving the olfactory area with its 
mucosa, since ventilation and drainage should obtain quite 
as well as though it had also been removed. Following 
this procedure 1 know of no condition that reacts more 


favourably to the silver tampons as an after-treatment than. 


this one. 

Hyperplastic ethmoiditis may next be considered, and 
firstly localized hyperplasia (polyps). The surgery of 
polyposis and polypoid conditions affecting the ethmoid is 
so well known that the procedures need not be detailed, 
I will, however, touch upon some of the more prominent 
factors concerned in the permanent ablation of these 
growths. The localized hyperplasias or separate polyps 
springing from the naso-frontal region and beneath the 
anterior end of the middle turbinate are usually removed. 
with the snare. Unless, however, the bony attachment is 
also resected, these are almost certain to return; therefore 
emphasis should be placed on this phase of the operation 
in order to ensure a permanent disappearance of the 
growths. The preliminary resection of a portion of the 
middle turbinate depends upon the accessibility of these 
bases to instrumentation. [ have often noted in the 
presence of these moderately large sessile polyps that the 
hyperplasia is usually confined to the mucosa outside the 
cells, it being rare to find coexisting intracellular polyps. 
The one exception to this is afforded by the old chronic 
cases where the efitire labyrinth has long since been 


diseased. While polyposis of the anterior cells is nearly 
always extracellular, the opposite obtains with the posterior. ; 


cells, since one rarely encounters large polyps hanging 
down into the choana which take their origin from this 
region. (The large solitary choanal polyp in nearly every 
instance comes from the maxillary sinus, a fact which 
I have been able to demonstrate time and time again.) 
This does not mean that the external mucosa is not also 
affected, for it, too, shows marked change, but more in 
the nature $f a polypoid degeneration rather than large 
pedunculated polyps. 

When the anterior and posterior labyrinths are jointly 
affected we have, therefore, both an intracellular and extra- 
cellular condition to deal with. As a rule these combined’ 
cases have progressed insidiously over a number of years 
until the entire ethmoid capsule has become a mass of 
polypoid degenerating mucosa. This is the type of case 
which is so often associated with asthma and hay fever, 


or, at least, its symptom-complex can be attributed to the. 


presence of this polypoid tissue. We have found that 
the only rational treatment from a curative point of view 
is the complete removal, as far as humanly possible, of the 
polypoid degenerated tissue. 
Several methods lie at our disposal, and we always try 
to select that one which seems to be particularly suited 
to the individual case. In this way exigencies such as 
abnormal anatomical configurations are met with and 
successfully overeome. Ignoring the ordinary procedures 
adapted to the simpler conditions, those commonly used 


‘in the United States when complete exenteration of the 


ethmoid is under consideration are the Griinwald, the 
Hajek, the Mosher, the Sluder, and the Ballenger methods 
in their various modifications, ; 
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Concivsion. 

A brief retrospect over the intranasal methods of 
operating upon the ethmoid shows us first of all that, to 
accomplish successfully any operation worthy of the name, 
an intimate knowledge of the anatomy, both regional and 
surgical, is essential. This knowledge, like a two-edged 
sword, cuts both ways, for it not only gives the operator 
confidenc e to remove tissue fearlessly, “but also the wisdom 
to exercise caution when approaching a dangerous area. 
All of us who have concerned ourselves to any consider- 
able degree with intranasal ethmoid surgery must have 
been convinced that it is impossible in every case to expose 
completely the mucosa of each and every ethmoid cell— 
at least, such holds good in my own experience. There 
exists, unfortunately, no anatomical configuration of these 
cells which can be used as a normal model; but in operating 
(despite all the stereoscopic skiagraphs we might have had 
made) it is the ideal normal that we must keep in mind, 
and if in the midst of the exenteration we encounter great 

variations, they must at once be considered anomalous, 
and we proceed with the operation accordingly. Small 

wonder is it then that certain deep-lying cells escape our 
attention, this being the reason why in these cases our 
ultimate results are not 100 per cent. perfect. Indeed, 
it is now my custom to try to impart this knowledge to 
those patients of better understanding before attempting 


_ any operation, and to state that, in my opinion, the 


improvement should be measured by a certain percentage 
according to the severity and condition of the case—say 
from 60 to 95—100 per cent. representing, of course, the 
perfect result. While all of my patients have by no 
means been restored to their original normal functioning 
activities, I have, nevertheless, long since become con- 
vinced that, when properly executed, the intranasal opera- 
tion on the ethmoid offers the least dangerous, if not the 
most facile, opportunity to the patient for relieving him 
of his distressing and ofttimes dangerous infection. 


THE CONSERVATIVE AND SURGICAL TREATMENT 
. OF CHRONIC ETHMOIDITIS.* 
BY 


WALTER HOWARTH, M.A., M.B., F.R.C.S., 
Surgeon to the Throat Department, St. Thomas’s Hospital. 


Turret is, I suppose, no subject that is so fraught with 
difficulties and doubts for the rhinologist as the problem of 
chronic ethmoiditis. In the first place, the ethmoidal laby- 
rinth varies enormously in anatomical configuration and 
complexity, so that, like finger-prints, no two “ethmoids are 
exactly alike. In the second place, the position that the 
ethmoidal capsule occupies in the nasal cavity and its 
close relations with other sinuses make it difficult to deter- 
mine precisely the extent of actual disease. The varieties 
of infection and the reactions of the individual to them 
provide further stumbling-blecks in the path of exact 
diagnosis and a proper line of treatment; moreover, there 
is a curious lack of unanimity about the classification of 
chronic ethmoidal disease, so that in many cases it is’ by 
no means clear to what particular condition a suggested 
method of treatment may refer. 

It is, I think, of the utmost importance that we should 
at the outset determine what kinds of inflammatory 
processes we are prepared to recognize as affecting the 
ethmoidal labyrinth. Few will, I imagine, dispute the fact 
that clinically we may recognize two varieties: (1) chronic 
catarrhal inflammation (polypoid degeneration), and (2) 
chronic suppurative inflammation. Whether these are dis- 
tinct pathological entities, whether the one can progress 
into the other, and whether both varieties may be com- 
bined in the same ethmoid, are questions upon which there 
are so many opinions that discussion of them would only 
tend to obscure our main issue. I am, however, prepared 


*A paper read in a discussion in the Section of Laryngology and 
Carakh ce the Annual Meeting of the British Medical Association, 
di 


|.to take my stand on the existence of these two clinical 


varieties of inflammation and to deal with the matter 
from this aspect. 

In the first instance let us consider a case of moderate 
polyposis; this has occurred as a result of prolonged 
inflammatory irritation of the ethmoidal mucosa, and the 
polypi are to be regarded as the product of hyperplastic 
inflammation of the covering of the ethmoid bone. That 
they are commonly seen on the free edge or from the 
under surface of the middle turbinate is due to the fact 
that this structure, which is simply a folded over portion 
of the ethmoid, is the most prominent feature in the 
upper part of the nasal cavity. 

Their obvious presence may, or may not, lead one to 
suppose that similar changes may be present in neigh- 
bouring tracts of the ethmoidal mucosa, which may for 
the moment be out of sight; the possibility is not excluded 
that the source of irritation may be found in discharge 
from a neighbouring sinus as opposed to the possibility of 
purely superficial irritation of the mucosa from a variety 
of definitely local causes. 

lt is possible for the mucous membrane covering the 

ethmoid to become primarily diseased and for the hyper- 
plastic mucosa, owing to its favourable milieu of warmth 
and moisture, to manifest itself as polypus formation. This 
is the simplest condition; it might, in its early stages, 
yield to such conservative measures as nasal lavage and 
the oceasional application of mild caustie or astringent 
solutions, or, in slightly more advanced eases, to the cor- 
rection of any obstruction which was causing undue con- 
gestion in the region of the middle meatus, together with 
the removal of the polypoid hypertrophy with suitable 
forceps. This latter procedure should not cause the fact 
to be overlooked that the inflammatory process has prob- 
ably spread to the deepest layer of the mucosa, which is 
the periosteum of the underlying bone, and that the 
correct removal should always involve a portion of this 
bone. The snare is an unsuitable instrument for this 
purpose, and has been abandoned in my clinic for many 
years. 
" It is not, however, likely that measures such as these 
will often suffice, since the cases do not usually come under 
our notice until they are more advanced and the inflamma- 
tory process has definitely spread into the ethmoid. cells 
themselves. When this has occurred it is all but im- 
possible to estimate .the extent of the disease, and for 
that reason it is incumbent on the surgeon to proceed 
circumspeetly. 

The chief aim should be to ensure a free airway and 
free drainage. If this is assured we may expect that a 
certain number of cases will undergo resolution. Can we 
attain this object better than by the removal of the middle 
turbinate? 1 think not. I am not myself amongst those 
who regard the middle turbinate with great veneration, 
and I would far sooner remove it in its sodden polypoid 
bulk than burrow blindly beneath it in a vague endeavour 
to open the eperculum or break through the bulla. Simple 
removal of the turbinate without any further intervention 
will improve the drainage and will cure a certain number 
of cases. 

These conservative measures may suffice for a small 
proportion of our cases, but in the majority the disease 
has spread too deeply and the bone has already become 
friable from osteoporosis. These cases demand more severe 
measures if a cure is to result. 

The problem now is so to plan our operation that 
definitely diseased tissue is removed with as little inter- 
ference to healthy structures as is possible. Every surgeon 
will have his own method of achieving this. Some may 
rely on repeated ** nibblings ’’? with a variety of forceps, 
whilst others may tear cells open with hooks and remove 
the debris with a sharp spoon. Others, again, may direct 
their attention to a particular group of cells that expe- 
rience teaches them to suspect, and by encompassing their 
destruction not only remove an area of disease, but also 
free the ostia of neighbouring: sinuses. 

Thus far one may go with comparative safety in the 
belief that little or nothing has been done to —e 4 
healthy tissue or spread infection broadcast through the 
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labyrinth. At this point, then, let us leave this type of 
inflammation and turn our attention to the chronic sup- 
purative variety. 

Here we have a different clinical picture in which polypi 
are usually absent, whilst crusts and purulent discharge 
take their place, along with a group of symptoms— 
pharyngeal, laryngeal, or gastric—due to irritation by or 
absorption of the septic secretion. It is clear to our mind 
that the ethmoidal cells are infected, though how exten- 
sively we cannot say. 

We should therefore once again adopt our conservative 
attitude and by removal of the middle turbinate do our 
best to ensure efficient aeration and drainage. This may 
be followed some considerable time later, if necessary, by 
a limited morcellement of the area from which the dis- 
charge appears to come. Some cures undoubtedly result 
from these procedures, and it will be well to allow a fair 
margin of time for this to occur. There will inevitably 
remain a not inconsiderable residue of cases in which we 
have done apparently very little to alleviate the patient’s 
symptoms. When this impasse is reached in either type 
of inflammation (and it is at this point that they converge 
and we may consider them together), we are confronted 
with the question whether to hold our hand lest worse 
befall or whether there is a possibility that a more com- 
plete surgical procedure may result in the eradication of 
the disease. 

We are at the parting of the ways. The moment has 
now arrived when the thought of complete exenteration 
crosses our minds, and we may well consider what is the 
best way to dchieve it. Several ingenious intranasal 
operations have been devised. Attention might be drawn 
to the merits of Mosher’s method in which, beginning at 
the agger cell, the curette is passed through an anatomical 


void ‘ateral to the main mass of the ethmoid, and, after’ 


hitching up against the anterior face of the sphenoid, 
breaks: the whole ethmoidal capsule into the nasal cavity. 
This might be compared with Sluder’s procedure, where 
the same result is achieved by two skilfully directed cuts 
with special knives, the one vertically from back to front 
beneath the turbinate, and the other horizontal from 
within laterally and just below the base of the skull. 

Can these or any similar operation effect the desired 
object? After many years and extended trials of such 
operations I am driven to the conclusion that by no intra- 
nasal procedure that I know of can the ethmoidal labyrinth 
be completely exenterated. © 

It is for this reason that I wish to bring to your notice 
and in some way to urge the claim of an external opera- 
tion. If, for the moment, I pass over the possible merit 
of any transantral operation such as that recently advo- 
cated by Horgan, it is merely because my experience of it 
is limited to so few cases. 

More than twenty years ago, when I had the privilege 
of assisting Killian in some of his frontal sinus operations, 
I saw the ethmoid exposed through the external incision, 
but it was not until 1913, when I saw Dr. Coakley operate 
in New York, that I appreciated how much of the ethmoid 
could be dealt with through a very small external incision. 


Since that date I have practised a similar operation, in~ 


some ways modified and in some ways extended, in an 
ever-increasing number of cases. 

I know that there is nothing new about an external 
operation ; I merely claim that it has not been, and is not, 
performed nearly so often as it should be, and that in 
obstinate cases it gives a considerably higher percentage of 
cures than any other operation. I have employed it for 
fifteen years in purely ethmoidal cases, and, as I regard 


the etamoid as the key to the frontal sinus, it naturally | 


has formed the basis of my frontal sinus operation. 

Through a very small incision in the delicate skin, just 
internal to the inner canthus, which leaves an almost 
invisible scar, practically the whole ethmoid can be dealt 
with, and particularly the fronto-ethmoidal and orbito- 
ethmoidal cells which are so often at fault, and which 
tend to keep up the ethmoidal disease. These cells cannot 
be safely and satisfactorily removed by the intranasal 
method. 

If an infected high ethmoidal cell is found to be pro- 
ducing a mound in the floor of the frontal sinus, and is 


‘affecting this cavity, it is the work of a few moments to 


remove a portion of the floor of the sinus, and thereby 
improve its drainage. Moreover, it gives excellent access 
to the cells of the superior meatus, and especially to that 
large posterior cell which is plastered on to the anterior 
face of the sphenoid and which so often remains unopened 
by any intranasal procedure. It is always quite remark- 
able to see how many cells remain unopened after. what 
was thought to be a complete intranasal exenteration. ~ 
I do not wish to claim too much for this operation, for 
there remains a small percentage of cases in which 
apparently we cannot -remove every infected cell, and 
these cases, though relieved, are not cured. I can only say 
that after an extended experience I regard this operation 
as of the utmost value, and the main point that I should 
like to make to-day is that, in well-established cases, the 
possibilities of the external operation should not be lightly 
dismissed or its performance unduly delayed. 


THE HEREDITY OF DEMENTIA PRAECOX. 


BY 
W. S. JAGOE SHAW, M.D., B.Cr., 
I.M.S.(Ret.), 


LATE MEDICAL SUPERINTENDENT, CENTRAL HOSPITAL FOR MENTAL 
DISEASES, POONA, INDIA, 


Practicauty all authorities agree that, in common with 
other varieties of insanity, some defect in the heredity of 


the individual is at all events a predisposing cause of the_ 
‘dementia praecox (schizophrenia) from which he suffers. 


Given this ‘ predisposition’’ it is further generally 


assumed that some additional factor is necessary for the_ 
actual lighting up of the psychosis, and that this necessary 


exciting cause may be one of apparently very slight degree _ 
if the predisposition is intense. In spite, however, of the_ 
most eager statistical research into the histories of tainted” 
and untainted stocks, we know at the present date no more 
than this about the etiology of dementia praecox. The 
difficulties in the way of any accurate conclusions are 
apparently insurmountable, and the results of the inquiries . 
which have been made show little similarity the one with 
the other. The long intervals between human generations 
on the one hand, and the unreliability of ‘‘ family ”’ in- 
formation on the other, are the chief obstacles to con- 
clusiveness. Further,. inquiry is obviously useless except 
among the educated classes, but here secretiveness as to 
any known taint is especially pronounced. Then, again, ' 
the question is unsettled as to what abnormality is to be. 
considered a ‘‘ taint ’’—many writers include genius, and 
some immorality ! ; 

Kraepelin' considered “with all reserve’? that the 
disease, though often ‘‘ familial,’’ was the result of an 
auto-intoxication due to a ‘‘ disorder of metabolism,” 
basing his theory on the fact that the first symptoms tend 
to appear at’puberty and adolescence, and his views have 
received support from the work of Mott,? Lewis,* and 
Gibbs, among others. It may, however, be very reasonably 
contended that the degenerative changes found in the sex 
glands are secondary to some deeper and earlier defect in_ 
the organism. 

My experience of the peculiar incidence of dementia 
praecox among the Parsees of Bombay compels me to the 
opinion that ‘‘ inbreeding ”” is a very definite cause of the 
disease. By ‘ inbreeding ’’ I mean, as the dictionary puts 
it, ‘breeding in and in’’—not merely the occasional 
mating of cousins, especially of those of the first degree. 
The experience of the ages has led to various rulings against 
the marriage of cousins. These have been many, but I 


would mention especially the prohibitions of the Levitical _ 


degrees, of the Roman Law, of the Council of Agde 
(a.p. 506), and of the Canon Law, as evidence of this 
experience, as also the enactments of many American 
States at the present time. 

Clouston‘ when discussing his ‘‘ insanity of adolescence,” 
which approximates to the more recently differentiated: 
dementia praecox of Kraepelin, refers to its marked inci-. 
dence in Newhaven, and to the notorious ‘‘ frequency of 
insanity among the old families of the Society of Friends, 
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the most self-contained and virtuous of all religious sects,’’ 
which, IT may add, undoubtedly discouraged marriage out- 
side the limits of the society. The conditions at Newhaven 
are similar to those of most remote seaside villages in 
Scotland and Ireland, in which dementia praecox is rela- 
tively common. 

The Parsees constitute a small and very clearly differ- 
entiated group in the Indian population, and among them 
intermarriage with outsiders, and proselytism, are strongly 
discouraged. They are the descendants of the Persian 
Zoroastrians who came over in the eighth century on the 
conquest of their country by the Mohammedans. These 
settled in the small island of Diu off the south coast of 
Kathiawar, and the adjoining mainland, and gradually 
spread over the neighbouring districts of Kathiawar and 
Gujerat, being, as a rule, hospitably received, and their 
abilities utilized, by the Hindu and Mohammedan rulers 
of the States. To this day their language is Gujerati, 
which, owing to their activities, has become the commercial 
language of Bombay, far to the south. At first (and to 
some extent still) they were cultivators of the soil, but later 
on their peculiar aptitude for commerce came to the fore, 
and at present the Parsees are the richest race in the East 
considering their numbers. 

In all India at present there are about 100,000 Parsees, 
and of these about nine-tenths live in Bombay Presidency 
(which includes Gujerat and Kathiawar), the remainder 
being scattered widely about India as traders in the prin- 
cipal towns. Their religion is a very strict monotheistic 
Zoroastrianism, popularly referred to as fire worship. In 
a short note such as this it is impossible to enter into the 
teachings of Zoroaster, but the faith ineulcates sobriety 
and benevolence as first principles, with the prospect to the 
sinner of a very horrible hell or Eblis. The Parsee’s chief 
occupation, as | have said, is business, and for this his 
capacity is notorious. I have never seen a Parsee beggar, 
and the large hospitals and similar institutions built by 
the liberality of Parsees in Bombay bear convincing evidence 
to their benevolence. From the Western point of view the 
Parsces are far more in touch with our civilization than any 
other Indian people, and a large proportion of their well- 
to-do merchants spend a good deal of their time in Europe. 
In their treatment of their womenfolk especially, they, of 
all Indians, approximate closest to European ideals. It is 
notoriously difficult to get at the correct family histories 
of mental cases in England, and I must confess that I 
found it impossible among Parsees, whose jealous family 
secretiveness is proverbial. Not only was one countered by 
denials of facts which one knew through other sources, but 
any inquiry on these lines was apt to be considered 
“insulting ’’? to the family, owing, probably, to the partial 
absorption of European ideas. At thé same time, I could 
not help noticing that a large number of my patients were 
closely related. The average Parsee can give one a list of 
his cousins to the fifth or sixth degree—if he so wills+— 
and refers to all degrees equally as “ cousins.’’ As I have 
pointed out in my Clinical Handbook of Mental Diseases 
(Butterworth, 1925), the marriage of cousins is usual among 
the Parsees of Bombay, and this custom has gone on since 
they reached India in the eighth century. It certainly 
attains its object in ‘‘ keeping the money in the family,” 
though, owing to it, the Parsee population of Bombay city 
might now almost be considered as “ the family.”’ Of 
course it is possible that some families may not carry out 
this custom, but it is generally admitted by Parsees. 

The original number of refugees from Persia could not 
have been very large, but the figures have been most 
variably stated, and I have not been able to find any 
reliable statistics on this point. Of the Zoroastrians left in 
Persia at the time of the eighth century migration, the 
descendants in 1923, according to Sir Percy Sykes,° 
numbered only about 10,000, and he remarks in regard to 
the present-day Persians: 

“ Unfortunately the custom prevails of marrying cousins in order 


to prevent the erat | going out of the family, and also because 
a relation will naturally be happier than a stranger in the house 


‘of her mother-in-law, The results are very bad from a physical 


— of view, as has been proved in many parts of the world. 
ersians are loath to give up their old customs, and it is still usual 
for brothers to arrange intermarriage on the largest possible 
scale, cases being common of large families intermarrying entirely 
with their cousins.” 


THE: HEREDITY OF DEMENTIA PRAECOX. . 


Unfortunately there are no statistics of insanity in Persia, 
and those of India are not worth any consideration, being 
obviously inaccurate. I have, however, no doubt whatever 
that the incidence of dementia praecox among Parsees is 
peculiarly high. The following figures show the types of 
mental disorder in my last 100 Parsee admissions at the 
Central Hospital for Mental Diseases, Poona, and of my 
last 50 private cases. ; 


Hospital Cases. Private Cases. 
Female.| Total. |Male. Female. | Total. 
j 

Dementia praecox... 17 | 13 ll 24* 
Manic-depressive ... ll 6 17} 1 2 3t 
Insanity with epilepsy ... 3 0 3 2 1 | 3 
Dementia (secondary) ... | 10 ll 21 4 
Paranoia 1 0 1 1 
General paresis... oe 1 0 1 2 0 2 
Insanity due to ganja 1 0 1 - 

(cannabis indica) 

Idiots and imbeciles Pa 4 0 43 5 5 10 
Totals... 100 28 22 | 50 


* Including all varieties. 
t Including involutional melancholia. 

In addition to the above I would note 11 cases of 
epilepsy and 15 of the psychoneuroses. 

Some of the above cases grouped under secondary 
dementia were probably originally schizophrenics, but the 
history given was too vague for any such diagnosis. I was 
rarely consulted about cases of mental deficiency unless the 
condition was such as to warrant some hope of recovery 
or to require hospital care, but have seen many obviou- 
defectives, incidentally, in Parsee families. Many of the 
cases grouped under other heads showed praecox symptoms, 
and the recovery rate suggests that these may have been 
really cases of that disorder. 

The percentage of discharges as recovered among these 
Parsee hospital cases was 6, although the annual average 
for all classes was just over 50 per cent.,* and it was a 
common subject of inquiry among members of my staff as 
to why no Parsee ever recovered. 

Though their admissions show a high proportion of 
dementia praecox [I have no reason to think that insanity 
in general is especially prevalent among Parsees. Inquiry 
is very difficult, as most, even of the Parsee medical men, 
object to the term “ insane ’’ being applied to one of their 
race. 

The incidence of dementia praecox among Parsees is 
peculiarly noticeable in India, as it is a comparatively 
rare disorder among Hindus, and is rarer still among 
Mohammedans. Among these two groups the disorder 
occurs mainly in the educated classes, or rather in the 
persons of boys who have undergone the intensive system 
of education or memory training by which only can an 
Indian hope to obtain admission to Government service. 
Next to the Parsees, the group or race incidence of 
dementia praecox is, in my experience, highest among the 
domiciled Anglo-Indian community. 

I desire to bring to notice the fact that in the Indian 
Parsees we have an example of a sober and industrious race, 
sprung from a small community of Persian refugees of the 
eighth century, who have very rarely intermarried with 
outsiders, or proselytized, whose environment is far 
superior to that of most Oriental races, and who show a 
peculiarly high incidence of dementia praecox. 

Of course I quite realize that, granted the facts I have 
stated, it will be argued that the “ taint ’’ must have 
existed among the original refugees. Such a view, how- 
ever, simply ‘‘ begs the question.’’ However difficult it 
may be to obtain evidence of the original “‘ taint,”’ such 
taint is easier of proof than is, for instance, the conception 
that in the admixture of similar germ plasms lies the 


*This high percentage is largely due to the high recovery rate of 
ganja cases, ef which many were admitted from among the lower classes 
of Hindus and Mohammedans, 
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real cause of the trouble. It is curious that the majority 
of inquirers, who discredit: the reputed ill effects of con- 
sanguineous mating, consider any suggestion of it simi- 
larly ‘‘ begging the question,’”’ and this view of the matter 
is either ignored or derided by recent writers on the 
subject. The idea is, for instance, only touched upon at 
one point by Myerson,* who writes: 

**T scoff at the implication that because the paternal great- 

grandfather and Lyre panna 34 were first cousins that we have 
any clue whatever to the gross defect in their great-grandchildren, 
their father and mother being superior people.” 
He would probably similarly scoff at the suggestion that 
the continuous mating of cousins—irrespective of any 
imaginary common ‘‘taint’’—could tend to produce 
dementia praecox, but such a result is surely possible. 

Some writers accept as ancestral taints ’’ such con- 
ditions as, for instance, heart disease, blindness, and 
neuralgia! These inquirers do not apparently realize that 
we are all imperfect, and that the fact of such imperfection 
in an ancestor is not, after all, a satisfactory proof of the 
likelihood of mental disease occurring in a descendant. 

FE. Rudin’ considers that dementia praecox is trans- 
mitted accerding to Mendel’s law, and is increased by 
inbreeding. Myerson,® after able analysis of many family 
groups, agrees with Rosanoff,* Jolly,’ Luther,'® and 
Krueger,'! and states that ‘‘ dementia praecox breeds true 
. . - and in an ancestor is usually followed by dementia 
praecox in the direct insane descendant. Moral imbecility, 
feeble-mindedness, and epilepsy are also found in the 
descendants and frequently in combination with dementia 
praecox.’’ In other words, he considers dementia praecox 
a Mendelian recessive character. The writers I have men- 


tioned find, further, that insane descendants of persons who, 


have suffered from the involution psychoses are cases of 
dementia praecox, as are also often the insane descendants 
of manic-depressives. As Myerson* puts it, ‘‘ All roads 
seem to lead to dementia praecox and from thence to 
imbecility. As the disease gets worse from generation to 
generation it ends in dementia praecox.’? Dementia 
praecox in an ancestor, on the contrary, does not appear 
to be a precursor of manic-depressive in the descendant, 
but as deterioration becomes more marked dementia 
praecox appears, and I can imagine no condition showing 


~such obvious all-round degeneration as this syndrome 


presents. 

If many of the original refugees had been schizophrenics, 
it is very doubtful if a Parsee race would now exist in India. 
But 100,000 do exist (among some 320,000,000 Indians of 
all races and classes), and include a large proportion of 
very able persons. At the same time most of those who 
become insane suffer from dementia praecox, and the 
custom of the marriage of cousins has persisted since the 
eighth century in this community, which is not a large 
one. Judging by the results obtained by Myerson and 
others, it is therefore probable that any original taint 
which, by its transmission through inbred generations to 
present-day Parsees, might breed in them dementia prac- 
cox, was itself a very much less serious form of mental 
disorder—-if indeed it could be classed as such at all. 

Our present-day differentiation of mental deficiency from 
insanity is surely merely one of convenience, and few will, 
I think, argue the impossibility of the consideration of 
schizophrenia as being a variety of the former rather than 
of the latter group of disorders. In most cases the degen- 
erative tendency appears to be inborn in the individual. 
_As I have previously written, the disorder has a pre- 
disposing and an exciting cause. In the case of the Parsees 
the former is contained, presumably, in the heredity, but it 
is, I think, a question whether the heredity acts as a cause 
solely by means of an inherited taint or whether consan- 
guineous mating in some way itself lessens resistance to 
the stresses of life, and helps to produce the disorders of 
metabolism that are possibly the most usual exciting causes 
of the breakdown. As White'* puts it: 

“Every individual born into the worl if i 
determined, a definite potentiality for The 
the impetus which starts it on its path is sufficient to carry it a 
certain definite distance. In the subject of this disease the 
original impetus has been weak, and when its force is spent 
[mental] development stops and the retrograde process is hastened 
or initiated by some special physical or mental stress occurring at 
the critical point of puberty and adolescent evolution.’ 


What is, however, the cause of the failure to carry on? 
Tredgold'® comes to the conclusion that feeble-mindedness 
results from a vitiated germinal vitality which prevents 
normal development, and most authorities are, as Myerson 
writes, ‘‘ firmly convinced that there is a familial transfer- 
ence of certain types of feeble-mindedness, and there is 
very distinctly appearing the belief that these familial 
cases originate in injury to the germ plasm.’? One may 
perhaps speculate on the kind of injury he adumbrates. It 
is possible that ‘‘ similar’? germ plasms may be in some 
way detrimental to each other. 

Most authorities insist on the view that the marriage 
of cousins conveys no danger te the offspring, if the 
common stock is sound. There is, however, no reason to 
suppose that the original refugees were in any way more 
unsound than any similar group, and, as no stock appears 
to be absolutely sound, the contention that consanguineous 
mating should ever be approved is very doubtful, as it 
must tend to intensify in the offspring any taint common 
to both parents. Nowadays at all events, the common 
Parsee stock is seriously tainted with dementia praecox, and 
the propriety of the abandonment of the custom of the 
mating of cousins should be definitely considered by them. 
Perhaps research into the results of such mating may he 
possible in some other field, but I am certain that little 
further result can come of inquiry in this one, unless it 
is carried out by a Parsee of an unusually altruistic type, 
The subject is one of immense importance sociologically and 
eugenically, as dementia praecox is the form of mental 
disorder which, owing to its relative incurability, keeps 
our mental hospitals full. 

Parkstone, Dorset. 
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BY 


H. B. DEVINE, 


HONORARY SURGEON TO IN-PATIENTS, ST. VINCENT’S HOSPITAL, AND . 
ASSISTANT LECTURER IN SURGERY, MELBOURNE UNIVERSITY, 


AND 


VICTOR J. KINSELLA, M.B., Cu.M.Sypney. 


AutHoven auto-transfusion may often be the best and 
most readily available means of saving life in a surgical 
emergency it has not received the notice which it deserves, 
and the object of this communication is to draw attention 
to so useful a measure. Our interest in it was aroused by 
the following case. 

A boy, aged 12, fell from the balcony of his home to the 
pavement beneath. He was perfectly conscious, although he had 
a very local fissured fracture of the skull, subsequently revealed 
by a-ray_ examination, and both bones of each forearm were 
broken. His pulse rate was slow. The abdomen was soft and. 
not tender, and the patient assured us that he had received no 
injury in that situation, Under ether anaesthesia the fractures 
of his forearms were reduced. A few hours later signs of severe: 
intra-abdominal haemorrhage definitely showed themselves, He 
rapidly became blanched and pulseless, and was in a desperate 
condition when brought to the operating theatre. ‘The haemor- 
rhage came on insidiously, because its early signs were doubtful 
and obscured by the other injuries and the anaesthesia. 

Always ready in our operating theatre, even to the smallest 
detail, is what we call our “ transfusion tray.’’ Realizing .the, 
ossibility and value of auto-transfusion in such a profound. 
this ready-to-use tray was requisitioned, and proved 
the great value of such a precaution, because of the short time 
at our disposal. The abdomen was opened by Mr. Devine, and 
found to be full of fluid blood containing a few clots; this 
was quickly ladled out and dropped into citrate solution. Mean- 
time a vein had been opened by Dr. Kinsella, and reinfusion of: 
the citrated blood was begun even while the blood was bein 
removed from the abdomen. The source of bleeding was foun 
to be a tear near the pedicle of the spleer. The abdominal wall 
showed no sign of trauma, the injury having been inflict 
apparently in some indirect way. 
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-The bleeding appeared to stop as the transfusion was given, 
and gauze packing was gently introduced over the tear, Thanks 
to the large quantity of blood which had been infused, a ‘dramatic 
change now took place. The patient became quite warm, his 
colour improved, and the pulse became easily palpable. The 
packing was watched for a time, with a degree of equanimity 
mpossible in the early stage of the operation; the abdomen was 
closed and the patient returned to bed. No reaction followed, 
and convalescence was rapid and uneventful. 

This gratifying result suggests the advisability of using 
reinfusion in the more severe cases of acute intraperitoneal 
bleeding, in which the patient urgently needs an addition 
to the circulating fluids. It is not uncommon to see such 
patients given various solutions by different routes, while 
the most suitable fluid of all, their own blood, has been 
thrown down the sink. Experience bas shown that blood 
can be safely reinfused, even after lying in the abdomen 
for a considerable time. The question of changes taking 
place in the blood does not arise in the acute haemorrhage 
for which this measure is advocated, for the blood is ¢om- 
paratively fresh in these cases. The hurried submammary 
saline given in the operating theatre, or perhaps in the 
ward, may sometimes lead to undesirable infection, but 
we have not seen an infective complication following an 
intravenous injection. Probably the reason is that blood 
is not only an unsuitable medium for the growth of 
bacteria, but has marked bactericidal effect, as shown by 
Almroth Wright, Colebrook, and Storer.' It is known that 
germs may enter the blood stream, and their growth be 
kept in check until they are finally excreted by the kidney 
or by the liver. The slight infection possibly present in 
acute ruptured ectopic gestations is not necessarily, there- 
fore, a contraindication to reinfusion. 

A German gynaecologist, Thies, is given the credit of 
introducing auto-transfusion in 1914.7 Burch published a 
survey of the literature in 1923.2 Up to this time’ 164 cases 
had been reported, 160 of these in Germany, made up 
chiefly of acute ruptured ectopic gestations and severe 
injuries and wounds with haemoperitoneum and haemo- 
thorax. In these cases there were 14 post-operation deaths, 
only one of which could possibly have been caused by an 
infusion. The method was proved to be valuable and safe. 

Sir William Taylor of Dublin suggested a further use 
for reinfusion in splenectomy.* This operation may be 
very difficult, and attended by much blood loss and shock, 
especially when the spleen is large and the patient is 
already suffering from blood dyserasia. As soon as_ the 
spleen is removed it is held by an assistant over a vessel 
containing citrate solution. The clamp is removed from 
the pedicle, and the blood is allowed to drip into the 
-vessel, the flow being aided by squeezing the organ. This 
citrated blood is then reinfused. 

Loyal E. Davis and Harvey Cushing found reinfusion 
a most valuable and life-saving device in the major cranial 
operations. The blood is removed from the field of opera- 
tion by suction rather than by swabbing; citrate solution 
is sucked up from a basin, swabs and towels are wrung out 
into the solution, and the mixture is reinjected. The 
authors show impressive graphs of very severe surgical 
shock in which immediate and marked improvement 
followed this reinfusion. 

Scant attention has been paid to this method in British 
literature; in discussions on blood transfusion it is sum- 
marily judged and condemned without trial. Thus, in a 
recent discussion its only notice was a brief reference by 
Sir Humphry Rolleston to Blain and Brines, who believe 
that reinfusion is inadvisable. But Blain and Brines 
record no more than their beliefs, give no reasons, and 
have apparently no experience of the method.* 


Technique. 

In giving intravenous injections of large volumes of 
fluid every effort should be made to prevent those reactions 
which the patient so often suffers after this treatment. 
In auto-infusion we are relieved, of course, from every 
anxiety about the compatibility of the donor. 

_ Probably the next most important point in giving any 
itravenous injection, whether of blood or of saline, or 
of glucose, is to exclude not only living but also dead 
organisms. The importance of keeping out dead bacteria 
**- at once suggested by experience with intravenous 
vaccinations—for example, in the treatment of typhoid 


fever and of rheumatoid arthritis. The reactions follow- 
ing such treatment and the usual post-transfusion reactions 
are similar in every way. They appear a few minutes to 
half an hour after the injection; the patient feels cold 
and has a rigor, which may be very severe. In practice, 
therefore, it is not enough that the water used in making 
the solution should be sterile; it should be freshly dis- 
tilled before sterilization. Whenever possible it is our 
practice to have the water distilled on the same day that 
the injection is given. For emergencies a supply of water, 
first distilled, then sterilized and sealed, is kept on hand. 
This should keep indefinitely without bacterial contamina- 
tion, but, as a routine, it is boiled before use. In two and 
a half years we have experienced only three marked rigors 
after infusion of blood or glucose. In one of these glucose 
dissolved in ordinary tap water had been given in an 
emergency, and in another blood transfusion had been 
performed with sodium citrate dissolved in the chemist’s 
stock distilled water. The importance of using freshly 
distilled water in blood transfusion has not been suffi- 
ciently emphasized in the literature; this probably accounts 
for the unduly high proportion of reactions which follow 
the use of citrated blood. Even Lewisohn, the great pro- 
tagonist for this method, reports 23 per cent. of reactions.’ 
Burch states that the use of citrate solution in auto- 
transfusion is not necessary, for the blood has been given 
mixed with saline, or defibrinated, or even unmodified. 
But the citrate method is the most certain, for it eliminates 
the possibility of clotting, which might cause serious delay 
or even failure in desperate cases. Moreover, it enables 
one to give the infusion slowly, and this point is most 
important, not only to avoid overloading the heart, but 
also to help to prevent undesirable reactions. French 
observers (Cruchet and Ragot) declare that even if 
agglutination and haemolysis take place, no ill effects 
need follow if the injection is given slowly.2 An ounce 
a minute is the maximum speed permissible when using 
compatible blood or a suitable solution. 
REFERENCES. 
1Sir A. E. Wright, L. Colebrook, E. J. Storer: New Principles of 
‘Therapeutic Inoculation, Lancet, February 24th, 1923, p. ; 
* Lucius E. Burch: Auto-Transfusion, Surg., Gynecol, and Obstet., June, 
1923, p. 811. 
3 William Taylor: Auto-Infusion of Blood from the Spleen in Cases of 
Splenectomy, Surg., Gynecol, and Obstet., November, 1923, p. 696 
* Loyal E. Davis and Harvey Cushing: Experiences with Blood ae 
ment during or after Major Intra-Cranial Operations, Surg., 
Gynecol, and Obstet., March, 1925, p. 310. 

5 Proceeding of Sections at the Annual Meeting of the British Medical 
-. Association, British Medical Journal, November 27th, 1926, p. 969. 
® A. W. Blain and O. A. Brines: The Transfusion of Unmodified Blood, 

Archives of Surgery, January, 1926, p 


7R. Lewisohn: Chills following Transfusion of Blood, Journ, Amer. 
Med. Assoc., January 27th, 1923, p. 247 


AMlemoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


TRAUMATIC ASPHYXIA. | 
Traumatic asphyxia is rare, and some of the standard text- 
books on surgery and medical jurisprudence do not even 
mention it. The following details of a case may therefore 
be worthy of record. 


In 1926 a iail, powerfully built_young man, aged 28, presenied 
himself at my consulting room. His face was deeply cyanosed and 
the subconjunctival tissue of both eyes was suffused wiih bright 
red blood, giving him a most startling appearance, although he did 
not appear to feel ill and had walked half a mile to see me. He 
stated that except for a headache he had been in good health when 
he went to bed two nights previously; he awoke the following 
morning in his present condition. He and his family absolutely 
denied that he was subject to fits, and they could give no clue as to 
the cause of the seizure. He mentioned that he had suffered from a 
similar though less severe attack two years previously. He had 
consulted me seven months before for a small subconjunctiva 
ecchymosis of one eye for which he could ascribe no cause. 

On examination it was found that, above a line running round 
the neck from the level of the upper margin of the cricoid in front 
to the fifth cervical spine behind, the skin of the head and neck 
had a deep cyanotic tint, with a few small points of ecchymosis in 
the scalp behind the ears and over the cranium. The mucosa of 
the palate, tongue, and pharynx was also of a purplish hue and 
sshowed several small extravasations of blood. Below the line of 
demarcation the skin was perfectly normal, There was no mark 

constricting band. 
ue oe absence Se information as to the mode of onset I could 
not explain the con@tion until, a few days later, I learned from 
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neighbours that the patient had suffered from occasional epileptic 


fits since boyhood. On further inquiry the brother with whom he 
shared a bedroom admitted that he had been awakened in the 
early hours of the morning by his brother having a fit. I found 
also that the patient slept in an ordinary shirt with a rather tight 
collar-band fastened by a stud. The upper margin of the collar- 
band coincided with the line of demarcation of the cyanosis. The 
case then appeared to be one of traumatic asphyxia, the strangu- 
lating agent being the unyielding collar-band operating during 
the congestion and partial asphyxiation of the epileptic fit. An 
interesting sequel was the development of severe cxophthalmic 
goitre in the patient’s mother, aged 60, within a few months of 
the shock occasioned by her son’s seizure. 

I sent an account of the case to the late Professor Harvey 
Littlejohn of Edinburgh, who expressed the opinion that it was 
undoubtedly ‘a case of so-called traumatic asphyxia caused by the 
collar-band compressing the jugulars, together with the partial 
asphyxia, high blood pressure, and fixation of the chest caused by 
the epileptic fit.’ 


The few other cases of recovery which have been recorded. 


have occurred likewise in patients between the ages of 15 
and 35. The usual cause is severe compression of the 
thorax and abdomen sufficient to prevent respiration for an 
appreciable length of time, as when individuals are crushed 
in dense crowds. In these cases the discoloration extends 
to the root of the neck and ceases more or less abruptly about 
the level of the clavicles. A striking example of this was 
illustrated in an article by Beach and Cobb in the Annals 
of Surgery, April, 1904. Betham Robinson also reported a 
case in the British Journal of Surgery, 1914-15, vol. ii, 
p. 173, in which the discoloration ended abruptly half-way 
down the neck at a line corresponding to the top of the 
collar. On this occasion the thorax was crushed by a lift, 
and the collar acted, as in my case, as the actual agent of 
strangulation of the congested and swollen neck. So far as 
I can ascertain my case is the only one on record which did 
not originate in compression of the chest and abdomen by 
external violence. 

The limitation of the cyanotic discoloration to the face 
and neck is due to the absence of competent valves in the 
jugular and facial veins. This, under certain conditions, 
permits mechanical over-distension of the smaller veins and 
capillaries with stasis of de-oxygenated blood. The cyanotic 
tint of the skin depends on this latter factor and not on 
petechial haemorrhages into the cutis. It is usually stated 
that there is no extravasation of blood except under the 
conjunctivae. In my case, however, there were several 
distinct extravasations into the cutis of the scalp and under 
the buccal mucosa, 

A. G. Covtire, M.D., F.R.C.S.Ed., 


Cheadle, Staffordshire. Lieutenant-Colonel I.M.S.(ret.). 


POLYSEROSITIS IN LATER LIFE. 
Poryserositis, or Concato’s disease, is a widespread affec- 
tion of the pleurae, pericardium, mediastinum, and peri- 
toneum. It occurs, as a rule, in young subjects, and the 
causal factors are unknown. The following case appears 
worthy of record in that the patient was aged 60; he had 
been an habitual drunkard. 

The patient was admitted to hospital complaining of abdominal 
pain, progressive weakness, constipation, and vomiting. He was 
@ thin, wasted man, with a dirty sallow complexion and watery 


eyes. His facial expression denoted anxiety and continual pain. 
is skin was dry and hot; the temperature was 100° F. and the 


-pulse rapid. He was dyspnoeic. The duration of. the illness was 


said to be four years, during which time he had had attacks 
of pleurisy.’”” There’ was no history of rheumatic fever. 


Upon examination his abdomen was found to be much dis- | 


tended, and the movement poor. _There was a _ generalized 


‘doughy resistance to palpation, and vague, irregularly defined . 


masses could be felt. Percussion showed scattered areas of 


“dullness and resonance. There was shifting dullness in the | 


flanks. Neither the liver nor the spleen was palpable. No 
abnormality was detected upon rectal examination. There was 
systolic retraction at the cardiac apex, which was fixed, and 
retraction in the eleventh interspace posteriorly. The cardiac 
impulse was marked from the third left space to the apex. 
‘The area of cardiac dullness was Bove 5 There were no 
murmurs. There was poor expansion generally over both lungs. 
Resonance was impaired, with indications of thickened pleurae, 
especially at the right base. Vocal fremitus was diminished, 
particularly at the right base, and vocal resonance was diminished 
generally. The breath sounds were much impaired, but there 
were no accompaniments. Generalized arterio-sclerosis was 
present, and the blood pressure was high. The urine was int 
creased in amount, and there was troublesome nocturnal mic- 
turition. The specific gravity of the urine was 1005; the waiter 
was pale; the urea content was low, and there was a slight 
trace of albumin, 


Diagnosis of this case was easy in view of the adherent peri 
cardium; the evidence of old thickened pleurae; the doughy 
abdomen, with its areas of dullness and resonance and shift 
fluid; the chronic interstitial nephritis, with the history of chronic 
alcoholism. 

The course of the illness in hospital was short. The patient 
was in considerable danger from uraemia, which, however, did 
not develop. Symptomatic treatment only was possible, and 
paracentesis was performed when this was indicated. The evening 
before he died the patient developed Cheyne-Stokes breathing, 
Death resulted from exhaustion and cardiac breakdown. 

At the necropsy there was found an adherent pericardium, 
with thickening of the mediastinal tissues. The heart was 
greatly hypertrophied, but there was no valvular disease. The 
pleurae were thickened and adherent, and there was a_ small 
collection of fluid on the right side. The pleura was adherent 
to the diaphragm; the lungs were otherwise sound. The peri 
toneum was much thickened and pearly white; the omentum 
was rolled transversely across the abdomen. Adhesions of all 
degrees were generalized throughout the abdomen, binding the 
intestinal tract and causing considerable kinking. Much free 
fluid was present, and there were many collections of encysted 
fluid. The liver was of the ‘ sugar-ice’’ character and con 
tracted, The capsule stripped with some difficulty; it was 
adherent to the diaphragm and slightly fibrotic. The spleen 
showed similar changes. The stomach was characteristic of 
chronic gastritis. Adhesions involved the stomach, pylorus, gall. 
bladder, and pancreas. The caecum and appendix were greatly 
thickened. The kidneys were small; each weighed 2 oz. They 
were red and the capsules were adherent. On section they were 
found to be tough, with a reduced cortex and prominent vessels; 


In so late a case of polyserositis there was, of course, 


‘no difficulty in diagnosis; in early stages the diagnosis 


cannot be easy. It is hard to believe that this generalized 
polyserositis could have been caused by chronic alcoholism, 
though alcohol is a certain factor in the production of 
perihepatitis and diffuse peritonitis, with interstitial 
nephritis. In this case the disease may have spread from 
a local area. It is held by some that interstitial nephritis, 
by its toxic effect upon the patient, may cause poly. 
serositis; some physicians consider that, in the absence 
of jaundice, ‘‘ sugar-ice ”’ liver is associated with, and the 
consequence of, interstitial nephritis. ; 


London, S.W. B. Gorpon Epetston, M.D, 


TOTAL CONCEALED ACCIDENTAL HAEMORRHAGE 
SIMULATING OVARIAN TUMOUR. 

Since total concealed accidental haemorrhage only occurs 

on an average once in fifteen thousand pregnancies the 

following case appears worthy of record. , 


A multipara with five children was admitted to hospital as an 
“acute abdomen,’’ with the history of an operation for perineal 
repair three months previously at a metropolitan hospital, where 
she was not considered pregnant although two periods had been 
missed at that time. : 

After five months’ amenorrhoea without any other symptoms 
of pregnancy—though these had been very marked in former 
estations—the present illness began with a week’s malaise and 
Ten sudden sharp pain of a ‘stretching’? character which was 
referred to the lower part of the abdomen, especially on the 
right side. The patient’s normally rather sallow face showed 
little loss of colour, but was of the typically abdominal type; 
the pulse was only 88. The abdomen was distended and rigid, with 
an indefinité fluctuating tumour rowing | above the umbilicus 
and to the right side. The os uteri was hard and “ pin-point,” 
and there was no bleeding; both fornices were intensely tender, 
and there was a hard mass in Douglas’s pouch. The most obvious 
symptom was the pain, which was constant and intense. T 
diagnosis of a twisted ovarian right-sided tumour. with haemor- 
rhage into it _ gs to be justified by the presence of a painful 
alan after five months’ amenorrhoea without other signs of 


‘| pregnancy; the mass in Douglas’s pouch was thought to be the 


retroverted fundus. 

At. the time of operation forty-eight hours later a trace of 
blood was found: for the first time on vaginal examination. Th 
abdominal incision exposed a_ thin-walled, flabby, .greyish-red 
tumour extending from the right side of the pelvis to tenea¥ 
the liver. The tumour was still thought to be ovarian, and tt 
was only after drawing off about two pints of blood from the 
apparently thin-walled cystic tumour that its true nature was 
revealed by feeling the foetus. The placenta, situated over the 
internal os, and the foetus were removed through an incision @ 
the uterine wall, which was so thin that only one Jayer of sutures 
could be introduced. Injections of hot saline solution an 
pituitrin directly into the uterine wall caused good contraction, 
and the subsequent recovery was uneventful. 


Proof that the uterine wall had recovered its thickness 
and tone was seen recently in a subsequent labour of nearly 
a week’s duration; a 12 lb. full-time child had to be 
delivered by internal version.- 

Liewettyn W. Roserts, M.B., M.R.C.S. 


Cowra, New South Wales. 
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BRAIN AND MIND. 
Proressor R. J. A. Berry’s treatise, Brain and Mind,’ falls 
naturally into two divisions—the larger part of his work, 
which is devoted to a description of the structure and 
functions of the human nervous system, and the part in 
which he seeks to apply this knowledge to the solution of 
present-day psycho-sociological problems. 

Professor Berry’s worth as an anatomist and histologist 
is sufficient warrant for the scientific accuracy of his 
descriptions. He proceeds from the consideration of the 
simplest phenomena of the nervous system to the more 
complex, making full use of the findings of modern histo- 
logical research, associated especially with the names of 
Golgi and Cajal, Shaw Bolton, and Watson. His presenta- 
tion of the subject is clear and comprehensive; in its 


avoidance of non-essentials and its skilful continuity it _ 


makes pleasant reading. Many of the numerous diagrams 
and photographs illustrating the text are original, and the 
rest are eclectically taken from Luciani, Morris, and 
others. The unit of nerve structure—-the neuron—is 
described, and its functional working considered. Parti- 
cular stress is laid on the importance of the short inter- 
nuncial neurons in the interpretation of the phenomena of 
mind and its aberrations. The developmental history of 
the autonomic and the cerebro-spinal nervous system and 
that of its component parts are traced. Throughout the 
histological descriptions are clear and authoritative. The 
sensory and motor pathways in the cord and brain are 
outlined. Professor Berry speaks of the olfactory sense 
as of little importance in the human economy. ‘The ex- 
tensive ramification of the olfactory memories, however, 
probably accounts for much in the life of man as yet un- 
explored, but of undoubted psychical significance. The 
importance of cortical structure in health and disease is 
emphasized ; and the arguments for regarding the granular, 
associational, and commissural neurons as the physical 
instruments of mind are set forth. Professor Berry’s 
anatomical observations lead him to believe that the study 
of cortical histology is of supreme importance in the inter- 
pretation of aberrant mental phenomena. The thalamo- 
striate and the ventricular systems are adequately dealt 
with. The acquisition of speech and its loss by disease 
are discussed in a chapter in which the author insists 
on the need for a fuller study of cortical histology if the 
problems of aphasia are to be rightly apprehended. 

It will be seen from what we have said that this part of 
Professor Berry’s work calls forth nothing but praise. 
In the second part there is much that is helpful and sugges- 
tive, much that is debatable, and a number of statements 
with which many of his readers will wholly disagree. In 
drawing attention to the importance of neuronic deficiency 
as the basal factor of much mental disease, apart from the 
amentias proper, Professor Berry does a real service. His 
method of exanfination of suspected aments deserves close 
study. In addition to carrying out the routine clinical 
examination he estimates the cubic capacity of the brain, 
the standing and sitting stature, the weight, the grip and 
vital capacity, and the Binet and Porteous reactions. 
These, in his opinion, form the minimum for an adequate 
ascertainment of the presence of such defect. The technique 
Is fully described. 

“No neuron, no mind,’’ is the ever-recurring theme of 
these pages. Medical men will not feel inclined to dispute 
this tenet. Every person of intelligence regards the cortical 
grey matter as the chief organ of psychical life, and the 
activity of its ‘tissues as the medium whereby physiological 
sensations are converted into psychical reactions; but it is 
a far cry from such a belief to complete acceptance of 
a doctrine which would identify the physical with the 
psychical. And yet, says Professor Berry, ‘“‘If the ideas 
are not in the brain cells, where are they? ’’ Elsewhere he 
states that ‘‘ neurologically it is quite impossible for a 
dream to be an inspiration towards a higher form of 
intellectual and spiritual life because it is compounded only 

1 Brain and Mind, By R. J. A. Berry, M.D., F.R.C.S., F.R.S.Ed. New 


York: The Macmillan Company; London’: Macmillan and Co.. Ltd. 1928 
(Med. 8vo, pp. xii + 608; 130 figures. 31s. 6d. net.) 


| of previous experiences, not future ones.’’ This will surely 


strike many readers as a reductio ad absurdum. Neuro- 
logically it is impossible for a dream to be a dream. 
A dream is a psychological phenomenon, not a neurological 
one, although it may well be that its physical basis is 
neurological. The following quotation from the British 
Medical Journal of March 3rd, 1923, appears in the fore- 
word to Professor Berry’s book: ‘‘ The re-establishment of 
the spiritual interpretation as the supreme interpretation 
of our universe is in no way inconsistent with the mechan- 
istic interpretation of the living body.’’ The wisdom 
of these words is not to be gainsaid; but it seems strange 
that Professor Berry, who apparently denies the reality of 
experience,’’ should quote them. 


GYNAECOLOGY AND OBSTETRICS. 
Ir is four years since Dr. J. S. Farrsaren published his 
combined volume on Gynaecology with Obstetrics,? and 
during this period the book has taken a definite place 
amongst the standard British textbooks on the subject. In 
the second edition, which has recently been published, there 
is comparatively little change of any substantial nature. 

The most important improvement is undoubtedly the 
increase in the number of illustrations, which are for the 
most part good, and will serve to make the book more. 
interesting and more helpful to both students and practi- 
tioners. The text generally has been revised, and in regard 
to certain subjects in which research has enabled us to 
make progress, rewriting has been called for—for example, 
the subject of ovarian function. The sections on the 
development of the early ovum and embryo and the nida- 
tion of the ovum have heen largely rewritten and a number 
of Professor Teacher’s lucid and helpful diagrams have 
been included, which simplify a subject that the student 
always finds difficult. A brief outline of treatment by 
radium has been included owing to the important part 
which it now plays in gynaecological therapeutics, but we 
are disposed to regard this section as too brief and meagre 
to be of any real value in guiding the practitioner. The 
statistics of maternal and infant mortality have been 
brought up to date, while references are also made to 
more recent administrative enactments such as_ those 
governing the registration of stillbirths and the notification 
of puerperal pyrexia. 

The favourable opinion which we formed of this book 
upon its first appearance is fully confirmed upon renewing 
acquaintance with it in this second edition. As a student’s 
textbook it is adequate, but it is probably practitioners and 
those who are engaged in teaching nurses or students to 
whom the volume will make its chief appeal. There is 
always something suggestive and thought-stimulating about 
Dr. Fairbairn’s writings which makes them particularly 
valuable to these who are thinking about matters gynaeco- 
logical and obstetrical, and in this respect the volume is no 
exception to the author’s other writings. 


ANATOMICAL FOUNDATIONS. 

Dr. Lvusoscn’s Outlines of Scientific Anatomy,* a trans- 
lation of which has been published by Dr. Wootiarp, 
professor of anatomy in the University of Adelaide, is 
designed to supplement the usual textbook teaching with 
matter of additional interest. Students, in Dr. Lubosch’s 
experience, have a longing for a more stimulating presenta- 
tion of anatomy; in other words, they find the subject dry, 
and it is for those who suffer from this very common defect 
—observable not only in connexion with anatomy, but in 
all forms of study that call for prolonged concentration— 
that the book has been written. 

The table of contents gives a general idea of the material 
which it is hoped may serve to focus the interest of the 
student. An introductory chapter explains the extent and 
content of the conception of science. The part dealing with 


2 Gynaecology with Obstetrics. By John 8S. Fairbairn, B.M., B.Ch., 
F.R.C.P., F.R.C.S. Second edition. Oxford Medical Publications. 
London: Milford, Oxford University Press. 1928. (Demy 8vo, pp. xxiv 
4 810; 167 figures, 5 plates. 25s. net.) ¥ 

3 Outlines of Scientific Anatomy. By Dr. Wilhelm Lubosch. Translated 
from the German by H.-H. Woollard, M.D. London: J. Bale, Sons and 
Danielsson, Ltd, 1928. (Roy. 8vo, pp. xiii + 592; 66 figures. 21s. net.) 
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generalities has chapters on life and its appreciation and 
objectivation, on the principles of change, the laws of 
permanence, of form, and transformation, and the trans- 
formation theory. The special part deals with man as an 
individual, as a. member of a race, and as a member of a 
higher category, under which is considered his promorpho- 
logy, his morphogenesis, and the.experimental analysis of 
the formative processes, including the development of 
intellectual concepts from experimental embryology. The 
final chapters deal with histomorphology, cytomorphology, 
and leptonomorphology. 

Briefly stated, the suggestion is that the teaching of the 
bare facts of anatomy should be supplemented by refer- 
ences to embryology, anthropology, zoology, biophysics, 
philosophy, and other subjects. It used to be considered 
that the obvious practical importance of the study of 
anatomy was sufficient in itself to rivet the attention of 
any serious student, without any special prompting. Views 
have shifted somewhat in recent times; the study of human 
anatomy from a purely medical aspect is discountenanced, 
and its relation to biology generally is beginning to be 


figure No, 35. 


visceropexy, for diaphragmatic hernia, for arthroplasties, 
for Dupuytren’s contraction, for ‘‘ trapezius separation,” 
to ‘‘ support relaxed or paralysed facial tissues,’’ to all of 
which space is devoted, there is scarcely one example of 
which it can be said that the directions are adequate, 
and that is the least that can be expected of a ‘* manual 
of procedure and technique.’? The illustrations are for 
the most part good; but surely an error has crept into 


A TREATISE ON KALA-AZAR. 
Tue second edition of Dr. BranMacuarr’s 
book on kala-azar and its treatment was published in 
1925. <A new book, entitled A Treatise on Kala-azar,> by 
the same author, is based upon the article on this disease 
contributed by him, to Mense’s Handbuch der Tropen 
Krankheiten (1926). According to the preface it embodies 
‘all the latest facts known about the probable trans. 
mission of the disease by means of the sand-fly, the 
description of dermal !eishmanoid, a new form of 


cutaneous leishmaniasis due to Leishmania donovani (first 


insisted on. There is nothing to be said against the |} giscovered by the author), and the latest advances in the r 

change; but it should be realized that, for students of | treatment of the disease by means of the aromatic anti- e 

medicine at least, the practical and utilitarian view of the | jyonials. some of which were discovered by the author in . 

study remains the important one, and they will wisely avoid | the seman of his researches.’? Mediterranean infantile . 

anything tending to divert them from the main subject into | Jejshmaniasis, which was not dealt with in his previow9 + 
interesting by-paths, works, but which the author now holds to be identical with n 
There is an impression that the present-day student has kala-azar, has been incorporated in the present volume, but 


not suc y i i ac hi 
t such a thorough grounding in anatomy as his prede- | the American disease and local forms ave not included, and 


cessors had, and that the altered standpoint from which | }jttle is said of the disease in China. The first eight g 
the subject is partly Me ae glad | chapters discus the, istors “and distribution of tha 
detailed study of individual structures (of the humerus, for parasite, the probable modes of Lransmrasion, _animal c 
example, as explained on page 126) which is now often experiments, and the relationship of canine leishmaie on 

regarded as old-fashioned iasis. In describing the morphology of the parasite it tl 

; might have been useful for the student if some of the ¥ 


terms used had been defined, and a text figure illus 
trating some of the rarer forms would have been an 
advantage. We note that the author adopts the term 


FASCIAL GRAFTING. 


C. book on Fascial Grafting in | « parabasal,’’ using this adjective in place of parabasal 
may | granule,” a usage which unfortunately appears to he ay 
al ¢ — Dealing with transmission the author discusses all the 
ra ure and tec unique its content possible means and gives an account of the work in con le 
a to a surgical journal | pexion with Vhlebotomus argentipes. The question remains 
hor fill it out to eighty-eight | unsettled, and the author does not appear to be impressed er 
aaistead, Ann. Surg., 1s | incriminate the sand-fly. In chapters 9 to 12 an account 
— only and of | is given of the clinical course, prognosis, and diagnosis} 
of the “ results of his own yon sence a oti oo along the usual lines. Under pathology there is little new tl 
thi since Christopher’s original description, except that the ti 
sadicati Phi hj marizing this subject gives no | author lays stress on infection of the reticulo-endothelial w 
f indication as to which 1s his own and which that of others. | system with the specific tissue reaction in the form of B 
Fur example, he says that oesophageal defects were | appearance of clasmocyte tissue. 
by - functional The chapters on treatment, and what has heen called 
rence, state- reatmenty since the introduction of urea-stibamine an 
q pies = that fascia | allied aromatic antimonials has been retolutionized, and 
‘still gy into an | the whole subject is very fully dealt with. The appear si 
q pte sae by cases, but it is not | ance of the odd skin lesion occurring in cases about a year of 
ful ae” bool or other people’s. after apparent cure with antimonials, first described in si 
{ des a ey - ap t “ k is that devoted to a | 1922, is well set out and figured, and the histo-pathology is Ii 
i eat = Os the fascia lata, to the technique of its . given in detail. At the end of this monograph will be il 
prepay tion, dp: the repeir found 55 pages of containing some 1,600 refer- 
| trunks. -The directions as to these points are, for the most ences to the literatur . 
; part, clear, at any rate with the help of the diagrams. oTETT ri 
The use of fascia lata to form new tendon sheaths is DIETETICS. 
dependent, presumably, on the absence of a tendency for In the preface to his Handbook on Diet Dr. Marcovicl of 
j undamaged surfaces of the fascia to adhere provided early explains that he has endeavoured to fill the gap which m 
} movement be instituted; but since the same fascia, when exists between the full-blown medical textbook and the w 
needed for the cure of ventral hernia, “seems to have the | 8™all volumes dealing with dietetic matters which are di 
power of inducing a growth of strong fibrous tissue ”’ one intended for lay consumption. We cannot congratulate ar 
b| looks for very dogmatic and detailed guidance in the him, however, upon the success of his attempt. The first P. 
: immediate after-treatment of sheath-formation cases chapter—on digestibility of food—contains references which - 
: whereas that given is scrappy and slightly contradictory. | C®” be comprehensible only to a medical man fairly well K 
4 Of the use of fascial graft for filling defects in hollow versed in the latest vagaries of the classification of _the x 
viscera, in the genito-urinary tract, in arterial walls, for 54 Treatise on Kala-azar. By Upendranath Brahmachari, K.LH P, 
4 Fascial Grafting in Principle-and Practice: An Hluatrated Manual of 38 plates 
Procedure and Technique. By H. C. Orrin, O.B.E., F.R.C.S.Ed Edinburgh 21s. net.) M.D. Philadeiphis: 22. 


Eugene E. Marcovici, 


Demy 8vo, pp. 92; 47 © Handbook on Diet. 
' or7 (Demy 8v0, pp. viii + 323. 3.50 dollars net.) 


figures B 
* | F. A. Davis Company. 1928. 


and London: Oliver and Boyd. 1928. ( 
21 plates, 7s. 6d. net.) 
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NOTES ON. BOOKS. 


types of digestive disturbance; and we believe to such a 


one only after some difficulty, so badly expressed are some 
of the remarks. On the other hand, the discussion on the 
theoretical aspects of cooking is serviceable, and deals with 
matters which might well receive more attention than they 
usually obtain. The fundamental aspects of diet, such as 
the energy value, the degree to which foodstuffs are 
mutually replaceable, and the elementary chemical facts 
of metabolism, are treated in a brief and stereotyped 
manner. Yet surely it is of the utmost importance that 
these fundamental facts should be understood by the 
medical man, and appreciated by his patients: they are 
neither obscure, nor difficult to grasp, and an acceptance 
of them would help the patient to ‘co-operate with the 
doctor in carrying out orders. The bulk of the book is 
taken up by a rather tedious discussion of the special 
dietary requirements in various diseases. Much of what is 
said might be left to the imagination, and some at least 
-of the remainder is debatable. The author expresses the 
‘hope that physicians may feel inclined to recommend the 
volume to the perusal of their patients. We can hardly 
imagine a book that most medical men would be more 
reluctant to see their patients reading. Even to the well- 
educated mind the printed word, as such, carries a certain 
weight, if it deals with the unfamiliar and technical, and the 
unfortunate doctor would find himself constantly taken to 
‘task for not pursuing some course to which, as likely as 
not, he would feel himself heartily opposed. Again it is 
unfortunate that Dr. Marcovici has chosen to discuss 
“gland diet.”” Medical men are well aware of the very 
great value of certain gland preparations. They also know 
that there are few fields in which commercialism and 
charlatanry reap a richer harvest. The fruit is certainly 
On the whole we feel 
that this volume does little more than make confusion 
worse confounded. 


NOTES ON BOOKS. 


In their small volume on basal metabolism and its clinical 
applications’ Drs. Cravpe Gautier and RENé have 
succeeded in compressing a great deal of useful information. 
They deal briefly, but effectively, with the meaning and physio- 
logical significance of basal metabolic rate, and with the 
variations met with in health. They discuss the methods and 
equipment used in research and in clinica! work: a considerable 
section of the book deals with the diagnostic importance of the 
variations which may be encountered in disease. The arrange- 
ment of the data and of the discussions is clear and concise. 
One rather serious error must be noted. The authors state 
that Harrington and Barger have synthesized tri-iodo- 
trihydroxy-propionic acid, and that this substance is identical 
with thyroxine. Thyroxine, synthesized by Harrington and 
Barger, is, of course, represented by the following formula : 


I I 
So cH2CHNH2COOH 


The De Lamar Lectures* for 1926-27, which represent the 
sixth series, consist of eleven addresses delivered at the School 
of Hygiene and Public Health of the Johns Hopkins Univer- 
sity. Professor F. Neufeld, director of the Robert Koch 
Institute for Infectious Diseases, Berlin, contributes a paper 
on natural immunity in its significance for epidemiology, 
illustrated by references to anthrax, typhoid, typhus, 
malaria, tuberculosis, and syphilis. The same author also 
deals with variability in bacteria, and shows that micro- 
organisms may, on the one hand, lose their virulence and 
viability, and, on the other hand, in exceptional cases, acquire 
new gee properties. Dr. Alfred E. Cohn of the Hospital 
of the Rockefeller Institute for Medical Research, in his 
lecture on heart disease from the point of view of public 
health, shows that the problem of heart disease includes 
disability from infectious diseases such as rheumatic fever 
and syphilis, and disability incident to the process of ageing. 
Professor G. H. F. Nuttall of Cambridge gives an interesting 
account of some pioneers in parasitology, including Alexander 


Kircher, Robert Boyle, Redi, Leeuwenhoek, Spallanzani, . 


7 Le Métabolisme Basal: ses Applications en Clinique. Par Claude 
Gautier et René Wolff. Collection des Actualités de Médecine Pratique. 
Paris: G. Doin et Cie. 1928. (55 x 7, pp. vi + 172; 11 figures. 15 fr. net.) 

® De Lamar Lectures, 1926-1927. Baltimore: The Williams and Wilkins 
ng any — Bailliére, Tindall and Cox. 1928. (Roy. 8vo, pp. 224 

3. ne 


Pasteur, Leuckart, Leidy, Giard, Koch, Manson, Laveran, 
Metchnikoff, Walter Reed, Loeffler, von Behring, Ehrlich, 
David Bruce, Grassi, Ronald Ross, Theobald Smith, and 
Arthur Looss, illustrated by their portraits. The history of 
tularaemia forms the subject of a lecture by Dr. Edward 
Francis of the United States Public Health Service, who gave 
the name to this disease on account of the presence in the blood 
of the causative organism, Bacterium tularense. Dr. William 
H. Park, director of the Bureau of Laboratories, New York 
City Department of Health, discusses the etiology and preven- 
tion of measles. While, like all other: observers, he is con- 
vinced of the prophylactic value of convalescent serum, he is 
not satisfied as to the etiological connexion with measles of 
the organisms described by Tunnicliff, Fisher and Ferry, or 
Di Cristina and Caronia. Professor A. R. Dochez of the 
College of Physicians and Surgeons, Columbia University, 
describes the preparation and use of scarlatinal antitoxin, the 
early administration of which either prevents the development 
of complications, or in certain cases at least lessens their 
severity. 


Dr. Watpemar Uncer has contributed a useful handbook 
dealing with the psycho-neuroses, functional neuroses, and 
exhaustion states? to the series of volumes on differential 
diagnosis which is appearing under the editorial direction of 
Professor HonicmMann of Giessen. In this well-arranged and 
interesting book a en et age survey is given of neuroses, 
neurasthenias, psychasthenias, migraine, and epilepsy; this is 
followed by a simple practical account of the various methods 
of diagnosis. The differential diagnosis of the various con- 
ditions is lucidly described. Although in a volume of this 
size full details of so extensive a subject can hardly be 
expected, Dr. Unger certainly contrives to combine a wide 
outlook with many useful clinical hints. The book is indexed, 
and contains a short bibliography of German literature on the 
subject. 


A ninth edition (which represents the fifty-seventh printing) 
of Gould’s Pocket Medical Dictionary’® has now appeared, and 
we learn from the preface that over 700,000 copies of this and 
the other two dictionaries compiled by Dr. Georce M. GovuLtp 
have already made their way into the bookshelves or overcoat 
pockets of medical practitioners and students. So far as we 
can judge, a wise selection has been made from the many 
new words which are coined every year by workers in medicine 


and the collateral sciences. It is no easy task to keep a small _ 


volume like this within reasonable bounds, and at the same time 
to do justice to an ever-growing terminology. The care taken 
by Dr. Gould in choosing new words for inclusion and_ in 
defining them adequately will no doubt be repaid by a further 
lease of popularity for this useful little reference book. 


Praktische Differentialdiagnostik. Herausgegeben von [Professor Dr. 
Georg Honigmann. Band II, Neurologie: Teil II, Psychoneurosen, 
Funktionellen Neurosen, und Erschipfingszustinde. Von Dr. Waldemar 
Unger. Dresden und Leipzig: T. Steinkopff. 1927. (Med. 8vo, pp. 165-300 ; 
3 figures. R.M.8.) veg 

10 4 Pocket Medical Dictionary girtng the Pronunciation and Definition 
of the Principal Words used in Medicine and the Collateral Sciences. 
By George M. Gould, A.M., M.D. Ninth edition, revised. London: H. K. 
Lewis and Co., Ltd. 1928. (Fcap. 8vo. 10s. net.) 


PREPARATIONS AND APPLIANCES. 


A Syrince ror Insectinc Varicose VerNs. 
Various improvements—the result of experience in the use of 
the earlier model—have been incorporated in the new type of 
syringe for the treatment of varicose veins devised by Drs. 
Katherine. Cellan-Jones and C. J. Cellan-Jones, and described in 
the British Mcdical Journal of May Sth (p. 763). The syringe 


is now made in capacities of 3, 5, 10, and 20 cubic centimetres, 
and the length has been reduced by increasing the diameter of 
the barrel and using only one ampulla in the capillary tube 
instead of two as previously. The syringe is obtainable from 
Adair, Dutt and Co., 47, Victoria Street, S.W.1. 


CAaLMITOL. 

itol 1 lotion (H. R. Napp, and 4, 

is an_ ether alcoholic solution 

of camphor aldehyde, which also contains menthol and a very 

small amount of hyoscine. It is recommended for the relief of 

itching in such conditions as eczema, pruritus, ete. It is stated 
to bea strong disinfectant. An ointment is also supplied. 
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SILICOSIS ON THE WITWATERSRAND six years underground—was very much greater than among R: 

t GOLD MINES the ‘‘ short-service miners ’’—those who have worked for m 
. Mi. not more than six years underground. Further, it was Tl 
q {From ove CorresponpeNt IN Prevoria. ] shown that the proportion of ‘‘ long-service miners ’’ has of 
Mvcu the most important industrial disease in South steadily increased since 1918. The average number of years an 

Africa is the silicosis produced in extracting gold from the worked by the individuals composing the ‘ long-service ”’. 19 

d conglomerate of which both the pebbles and the matrix | 8TCUP 'S also increasing. The extent of the, increase in sil 

consist of quartz. This conglomerate, which contains over recent years of cases of compensatable silicosis which fo 

‘ 90 per cent. of free silica, is called banket. During the cannot be accounted for by such an analysis into short and in 

first decade of the gold-mining industry there was no long service groups is explained by increased refinement an 

pac. ap . gee contracting the disease, and the of the Bureau’s standard of selection of cases. cel 

incidence was high. The medic issi an 

phthisis in 1911 the Improvement in Diagnostic Methods. 0.2 

which probably represents the situation during the whole — 

of the period 1902 to 1912, since there is no reason to ©) Rs 

suppose that any decline occurred during that time. There- — 

after legislation for the compensation of sufferers ‘and the 

i ; » | individuals with the results of their clinical examination, os 


Gust was and the preva- | but also to obtain a systematic series of successive radio- 
ee linished. The most | graphs taken at regular intervals in each case, both prior 


for this was the automatic and subsequent to the development of signs of silicosis; 

canape tir: Soe ners from underground work after | and (3) pathological examination of the lungs of deceased al 
In 1916 : miners, the results of which are compared with the 

to ihe by the State | evidence derived from clinical and radiographic examina- 

ladeowals set empaedion A get th employment and at | tion of the same individual, made during life. The corre- th 

Gince then the sein Da ot ae throughout employment. lation of data derived from these three sources has become tic 

the disease the amount of | increasingly exact with each advance in radiographic 

tained. The figure yt Ghd ne aor ascer- | technique. Definite improvements in the already high a 

8 per cent. A further notable drop ‘red wan stout | technical quality of the radiographs resulted we" 1924 in @ Th 

when the number of cases rons. ‘hi. oo ere fresh systematic investigation with the object of obtaining whe 

examined was found to be als 467 le + an even more exact correlation between the conditions ne 

: cent. This diminution was partly a 4 per | found post mortem in the lungs of deceased miners and ne 

: fall in the production of ¢ ! ’ Priya. to a genuine | the radiographic appearances shown in negatives taken in 

conditions, and partly to sie Sadie be » ara of improved from the chests of the same individuals shortly before ee 

by the Act of 1919 ‘on any mi “ a of benefits imposed | death. The different types of radiographic appearance a 

claim for an award within’ Pong aida Ripe Mo make a | which are found in normal and abnormal chests have been ' 

that he has silicosis. In 1922-23 only 425 of being notified | carefully standardized. Definite criteria of the patho- wy 

among 12,691 miners examined y cases were found | logical appearances found in the lungs after death have -. 

: also been determined, so that the pathologists are able a. 

to make a definite and consistent report in each case Bu 


Recent Increase in Prevalence 
Since that date, however, there has been a steady rise thi 


in prevalence. In the year 1925-2 

among the 12,883 investigation during the past two years have enabled the tio 
This rise in ‘ prevalence’ is due to a p eae Kgl cent. | Bureau to refine further its standard of diagnosis of ‘‘ the oe 
production ” of the disease, and is discussed by D L earliest detectable specific signs,’’ known legally as_ the 
Irvine, chairman of the Miners’ Phthisis Medical Bureau, stage of silicosis. This. stage, Which 

in the latest report upon the work of the Bureau eh oo compensatable, is deemed, according to the Miners’ ce 

the two years ended July 31st, 1926. The del: covering | phthisis Acts Consolidation Act of 1925, to be present, a 
q age ag was due to the ill health of the Pere pt whether or not capacity for work is impaired. von 
resulted Effect of I nitial Examination on Silicosis Incidence. thor 

present report, therefore, deals ae a a 1926. The | Since 1916 all persons who desire to enter for the first On 
; the work. remained under the di nn ast two years that | time upon underground work in a scheduled mine as full- Ho 
d tus of Dr. Watkins- | time miners have to submit to an initial examination. the 
during which it was pir. % d ioe © ena of the ten years The great majority of these recruits have not been engaged thor 
it Is supervision. in mining work elsewhere. Such mining recruits who have e 
}\ pesielien” of ee Coe e to ascertain the annual | not previously been exposed to underground conditions are mt 

reasonable accuracy. Dr. | referred to as “New Rand miners.’’ This is an interesting On 
| to 1920 at 4.2 per cent pecan age from 1917 group to follow, since its members have not only not pre- stet 
1 and from 1923 to 1926 xt 3 ; to 1923 at 2.1 per cent., viously been exposed to silicosis-producing conditions, but offi 
{ cen Wiest eiaia “a fn ss per cent. The rise during the | they have been carefully selected as being specially unlikely The 
3.9 per car being 2.8, 3.7, and | to develop tuberculosis or silicosis as the result of exposure not 
production rate for crease in the | to underground conditions. The examination neces- 
vi ‘not reflect any | sarily a very strict one. Of the 6,126 candidates who pre- m 
 &# - which produce the ‘dicenen an and hygienic conditions | sented themselves for the initial examimation im the year moi 
- sively improved peo sie hsooared conditions have progres- | 1925-26, only 32.84 per cent. passed, 31.03 per cent. being ind. 
ton was first introduced. permanently, and 36.12 per cent. temporarily, rejected. offic 
: in any group of pcg pags Ph production rate | The great value of this examination Is indicated by the stra 
gh gl aga on he duration of time during | fact that of all the ‘‘ New Rand miners ’” who commenced 65 
underground nehieiialanas oiler a have been exposed to ! work since 1916 only ten had up to the end of July, 1926, tub 
te ete being equal, the | become the subjects of simple silicosis. The low incidence thes 

| upon the number o,° years “ge } eeeee depends directly | among this group Is brought out strikingly when they | the 
in underground | are compared with the Old Rand miners ”?__that is, those app 
group of PA i will the be ence of silicosis amongst any | Who have worked only on scheduled mines, but commenced stet 
number of years relation to the | work prior to August, 1916—and even more when compared sibl. 
ividuals composing that | with the “ Miners, Rand and elsewhere ”__that is, those Msp 
Gui capac ne shears — * It has been shown! that who have worked in scheduled mines and also in other A 
minets thet is. of silicosis among “‘ long-service | mines, either in South Africa or overseas. On comparing ther 
5 iat is, those who have worked for more than | the returns for these three classes the incidence for = 
' A, Hsyvogordato: Contributions to the Study ef Gllicecie. Padi, silicosis is found to be mueh lower for each year of service abo 
of the South African Institute for Medical’ Research, No, 19. among the New Rand miners ”’ than the “ Old yea 
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Rand miners,’? and very much lower than among those 
miners who had worked on the ‘‘ Rand and elsewhere.” 
These facts appear clearly in a table showing the number 
of cases of silicosis detected at periodical examinations 
among working miners during the two years 1924-25 and 
1925-26. It reveals that while the incidence of simple 
silicosis among the ‘‘ New Rand miners ”? who had worked 
for any period not exceeding six years was nil, the 
incidence among ‘‘ Old Rand miners ”’ was 0.88 per cent., 
and among the “‘ Miners, Rand and elsewhere ’’ 2.51 per 
cent. Among the miners working in their seventh, eighth, 
and ninth years the incidence in the three classes was 
0.44, 3.73, and 8.33 per cent. respeetively. This result 
was, of course, to be expected, for not only have the ‘‘ New 
Rand miners” had to survive the stringent initial 
examination of the Bureau, but they were never exposed 
to the hygienically unsatisfactory conditions which 
obtained in the early days of mining on the Rand. 


Native Tabourers. 

Some 180,000 natives are employed on the Witwatersrand 
mines, but only 400 of these are technically miners, the 
remainder doing the unskilled labouring. The few native 
miners are usually included for statistical purposes among 
the native labourers. The Miners’ Phthisis Acts Consolida- 
tion Act of 1925 made the medical service for natives on 
the mines a whole-time service, subject to a power of 
exemption by the Minister under special circumstances. 
This has effected an extensive change in the service. Pre- 
vious to the coming into ‘force of the Act the service 
consisted of fourteen whole-time and twenty-two part-time 
medical officers. On July 31st, 1926, it comprised thirty- 
one whole-time and only eight part-time officers. This 
transformation is making for greater uniformity of pro- 
cedure and generally for all-round efficiency. 

The native labourers are submitted to “ initial,”’ 
periodical,”? and final’? medical examinations. These 
examinations are conducted by the mine medical officers 
in their capacity of “‘ examiners ”’ under the 1925 Act, the 
Bureau exercising a general supervision and control over 
this work, mainly by means of periodical visits of inspec- 
tion. That the amount of work entailed by these examina- 
tions is tremendous will be appreciated when it is realized 
that the total complement of labourers is replaced, on the 
average, to the extent of approximately 90 per cent. during 
each year. The native recruits before commencing work 
on the mines undergo in most cases three medical examina- 
tions. At the time of recruitment in the native terri- 
tories they are subjected to a preliminary medical examina- 
tion for fitness at the recruiting centres in these territories. 
On arrival at Johannesburg they undergo, at the Central 
Hospital of the Witwatersrand Native Labour Association, 
the official ‘* initial ’? examination, a stethoscopic examina- 
tion conducted by the medical staff, which consists of six 
“examiners.”? During the year 1926-27, of the 160,000 
initial examinees slightly over 5 per cent. were rejected. 
On being drafted to the individual mines they are again 
stethoscopically examined and weighed by the mine medical 
officers, who may further reject any they consider unfit. 
The ** periodical ’? examination, which is made at intervals 
not exceeding three months, consists primarily in weighing 
each native. If he is found to have lost 5 Ib. or more 
in weight between two consecutive weighings, or 6 Ib. or 
more between three such weighings, he is set aside for 
individual stethoscopic examination by the mine medical 
officer. That these figures are suitable has been demon- 
strated by special investigation, which showed that in 
65 per cent. of bacteriologically verified cases of simple 
tuberculosis in mine natives there is a loss of weight of 
these amounts at the periodical examinations. In addition, 
the regulations require that any native who on inspection 
appears to be in ill health shall be reserved for special 
stethoscopic examination. The medical examiner is respon- 
sible for the proper conduct of both the weighing and the 
Mspection. 

An investigation by the Bureau in 1924 showed that 
there existed some 5 per cent. of undetected cases of tuber- 
tulosis with silicosis among long-service natives—that is, 
labourers who have worked upon any one mine for five 
years or more. A three-monthly stethoscopic examination 


regulation under the 1925 Act. 


of these long-service natives was therefore introduced by 
The Chamber of Mines has 
supplemented this statutory examination by an annual 
radiographic examination. It is hoped that these various 
examinations will assist greatly in the effort to eliminate 
from underground workings all native ‘‘ carriers’? of 
tuberculosis. Silicosis is not infrequently discovered at 
the initial examination. This is explained by the fact 
that a considerable proportion of all the natives employed 
have previously worked in the mines. 

Natives found by the examiners to have indications of 
silicosis or tuberculosis are sent for confirmatory examina- 
tion to the Bureau. Of the average number of 178,000 
natives employed on the scheduled mines during the year 
1925-26, and of whom the average number of 133,260 were 
employed underground, simple tuberculosis was found to be 


present in 566, simple silicosis in 231, tuberculosis with 


silicosis in 446. The prevalence rate per 100,000 of all 
native labourers was for silicosis in all forms 380, and 
for tuberculosis in all forms 568. Whereas the immense 
majority of cases of compensatable disease among European 
miners have always been cases of simple silicosis, among 
native labourers the great majority have been cases of 
tuberculosis, mostly without silicosis. As compared with 
the European miners the incidence of simple silicosis 
among native labourers is low, a phenomenon which 
appears to be mainly due to the migratory habits of the 
latter; silicosis, which takes time to develop, is much 
less likely to occur among them. 


ROYAL COMMISSION ON LOCAL GOVERNMENT. 


Evimence oN Benatr or THE Ministry oF 
THe evidence of Sir W. Arthur Robinson, K.C.B., Secre- 
tary of the Ministry of Health, given before the Royal 
Commission on Local Government, has just been  pub- 
lished.! Most of the previous evidence has had only an 
indirect medical interest, but Sir Arthur Robinson dealt 
with the need for accelerated progress towards whole-time 
appointments of medical officers of health, as well as with 
the distribution of health functions between local autho- 
rities. His statements and suggestions, therefore, call 
for the special attention of the profession. This was Sir 
Arthur Robinson’s second appearance at the witness table; 
his earlier evidence was directed to showing in what 
respects the existing organization ef local government 
appeared to the Ministry to be defective, and on what 
principles improvement might be secured. In the Minister’s 
view the most important question before the Commission 
is a reduction in the number of existing local authorities, 
with an extension of local areas of government, which will 
make possible economies in administration. The second 
part of his evidence was consequent upon evidence 
since submitted by bodies representing county councils, 
municipal corporations, and urban and rural district 
authorities. 


Progress towards ahaa Appointments of Medical 
Mfficers. 

Sir Arthur Robinson stated that the general effect of the 
evidence given by those entitled to speak for groups of local 
authorities appeared to be that the employment of whole-time 
—as distinct from part-time—medical officers of health was 
desirable in all areas, and should be practicable in almost all 
areas when an effective reorganization of county districts had 
taken place, but that the rate of progress during the last 
fiftv-five years towards a general system of whole-time appoint- 
ments had been indefensibly slow. In_ 1875 the proportion of 
whole-time to total appointments in England and Wales was 
about one-fourth; it was now slightly more than one-third. 
While local authorities of all types agreed that whole-time 
appointments should be encouraged, some of them objected to 
being compelled in any circumstances to make such ——. 
ments, especially if they had © share the services of the medica 

icer with the county council. 
onthe Minister Sir Arthur Robinson continued, 
that it was impracticable to institute immediate general oye 
pulsion to make whole-time appointments of medical officers re) 
health, and even after the reorganization of county districts, 
which is contemplated in forthcoming legislation, regular means 


“TY Royal Commission on Local Government: Minutes of Evidence, 
Part xii. H.M. Stationery Office. 3s, net. 
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would still be needed to remove some of the obstacles to those 
appointments which county district councils have failed to 
surmount in the past. The Minister’s suggestion, therefore, is 
that statutory provision should be made so that on a vacancy 
in any post held by a medical officer of health also engaged in 
private practice, it should be the duty of the county council, 
after consultation with every district council affected, to make 
suitable arrangements for the appointment of a medical officer” 
of health by the county district council in whose area the 
vacancy had occurred. These arrangements should preclude 
the medical officer of health appointed from engaging in 
private practice, but it would be open to the Minister to decide, 
‘on being made to him, that, owing to the 
special circumstances of a particular locality, it was unreason- 
able, for the time being, to attach such a condition to the 
appointment. 

n reply to the Earl of Onslow, the Chairman of the Com- 
~ mission, Sir Arthur Robinson pointed out that the real question 
would always arise upon vacancies. He insisted that the only 
way of getting accelerated progress towards whole-time appoint- 
ments was by securing that these vacancies, as they occurred, 
should be brought into the scheme for whole-time appointments. 
The matter had to be picked up on each vacancy. On a vacancy 
occurring no permanent arrangements should be made until it 
could be filled as part of the duties of a whole-time officer. 
To the Chairman’s suggestion that whenever there was a 
vacancy a whole-time medical officer of health should be 
appointed unless there was good reason to the contrary, Sir 
Arthur Robinson said that he would go further than that; 
whenever there was a vacancy nothing should be done to 
compromise the principle that there should be a whole-time 
officer in that area, whether in combination with the county 
medical service or with other areas. He stated : 

*“You see what happens now. You get one county district 
where the doctor leaves, or where he dies, or something of 
that sort. Now as it stands they can bring quite a good case. 
They can say, ‘Our area is not big enough to carry a whole- 
time man. We have Dr. So-and-so. He is a very good man 
indeed, and we want to appoint him. We do not like the county 
medical officer of health and we do not like the county service. 
-We have to do something ; therefore we want to appoint Dr. X, 
who is a part-time man.’ That happens over and over again.” 

The witness agreed with the Chairman’s suggestion that 
what it came to was that a part-time medical officer of health 
was to be a locumtenent, and that directly arrangements could 
be made to —— a whole-time officer then the part-time 
officer should have no grievance in being turned out. The 
witness was ready to admit the utmost latitude; Dr. X 
might be taken on for a year, or whatever the term might be; 
but gradually as vacancies arose and the thing got organized 
there would be a whole-time service throughout the country. 
‘He agreed that if a reorganization of districts came about as 
a result of the Cpmmission’s report a number of vacancies 
would automatically be created which would furnish an oppor- 
tunity of dealing with the question much more extensively 
than in the past. 

Sir Seymour Williams, a member of the Commission, said 
that he knew there was a general view in favour of the whole- 
time officer, but he thought there was a contrary opinion among 
medical men themselves. Sir Arthur Robinson replied that 
he had never come across it himself. Lord Strachie, another 
member, then raised the question of comparative cost, which, 
the witness said, would depend on the size of the combined 
areas, the number of districts, and the sort of scale of salary. 
The examination of the witness by Lord Strachie then 
proceeded : 

“I suppose, too, it might depend on whether the British 
Medical Association come in and fix the standard, as they wish 
to do for county council appointments?—They have never come 
in and wanted to impose a standard. They have never done that. 

“Do you not think that it might be rather different under your 
proposal?—I do not think so. think that what would happen 
would be that there would be discussions about the sort of pay 
these people ought to have, very much in the same way as we 
discussed the sort of pay that doctors ought to have under the 
National Health Insurance Act. I think it would not alter the 
situation at all; the situation would be just the same as it is 
now. The fact’ that you have more whole-time officers does not 
alter the relation that you may have now with the British 
Medical Association. 

** Of course that does not apply to part-time officers at all?—No. 

*“When you change your part-time. officers to whole-time 
officers may not the.same difficulty come in which happens now? 
—In so far as the British Medical Association concern themselves 
with the salaries of whole-time officers now, they would have more 
chances of doing it if there were more whole-time officers, but 
that would not increase the. difficulty, except in the sense that 
there would be more cases to deal with. 

“I take it that you think they would probably come in and 
interfere?—They come in now. 

“IT know, but under the new scheme?—Yes, now and under the 

“Therefore proba it would mean increased cost ?— 
necessarily; I think that is wrong.” 


Sir Seymour Williams suggested that a complete system of 
whole-time medical officers of health must result in very con- 
siderable additional expenditure. He instanced the case of a | 
part-time officer of two or three adjoining districts. The salary 
paid would not come to anything like the salary: which it 
would be necessary to pay to a whole-time man. Sir Arthur 
Robinson agreed that such cases would occur, but added that 
the present situation was that many of the district councils 
were paying an insufficient fee to a part-time officer, and, that 
being so, there would be an increase. 


Distribution of Health Functions. 

The remainder of Sir Arthur Robinson’s evidence was con- 
cerned with the rational distribution of functions between local 
authorities. He first inted out the anomalies which at 
present occurred, whereby different functions were assigned in 
no consistent way to local authorities of different types. The 
first principle stated by the County Councils Association was 
that for certain purposes counties were the best areas of 
administration; the Minister’s opinion was that there would 
be no advantage in giving statutory effect to such a principle 
because that action in itself would secure no advance towards 
agreement on the particular local government functions under 
discussion. Sir Arthur Robinson agreed, however, that for 
certain purposes counties were the best areas of administration 
—for example, when it was a question of managing institu- 
tions, such as tuberculosis sanatoriums or infectious diseases 
hospitals. The same consideration applied to some extent to 
the maternity and child welfare service, though this service 
was only in part institutional, and therefore here there was 
some difficulty in assignment. 

The Minister’s suggestions to the Commission, following upon 
the evidence already given, were that the school medical 
service should remain in the hands of the local education 
authority as already determined by the Education Act, and 
that the maternity and child welfare service should be dealt 
with by the authorities which administer the school medical 
service. At present there are 159 maternity and child welfare 
authorities which are not school medical authorities, and 26 
school medical authorities, outside London, which are not 
maternity and child welfare authorities. It is also proposed 
to assign responsibility for the administration of Notification 
of Births Act and of the maternity and child welfare work to 
the same local authority in every area. It has been represented 
in other evidence to the Commission that the supervision of 
midwives should be made the responsibility of the same local 
authority in each area as that which controls the school medical 
service and the maternity and child welfare work, but certain 
restrictions upon the application of this view must, in the 
Minister’s opinion, follow from the characteristics of the 
existing local education authorities, some of which have too 
small populations under their jurisdiction and too limited 
financial resources to be made responsible for providing a 
separate establishment and staff for the supervision of mid- 
wives. The suggestion of the Minister accordingly is that 
there should be statutory provision to enable urban authorities 
to which functions have been delegated under the Nursing 
Homes Registration Act to represent to the Minister that it 
is desirable that they should also be constituted into local 
supervisory authorities under the Midwives Acts. Notifications 
with respect to ophthalmia neonatorum, it is suggested, should 
be sent to the local authority providing treatment for the 
disease, whether or not that authority is the one which has 
the supervision of midwives. ; : 

As to the provision and maintenance of infectious diseases 
hospitals, this should be concentrated, in the Minister’s opinion, 
in the hands of county councils, and existing hospitals of this 
kind for which local authorities of other types are at present 
responsible should be transferred to county councils on equ 
terms. Sir Arthur Robinson pointed out to the Commission 
that there was in the country a serious shortage of accommoda- 
tion for infectious diseases, including small-pox— roughly 
a 10 per cent. shortage. That is too much in providing against 
infectious diseases; you may have an epidemic any day.”’ The 
right way of meeting the danger was for the county councils to 
survey their own counties, find out where the shortage was, 
and prepare a county scheme. Whether, having got the scheme, 
the county council took over any existing hospital run by 
a combination of authorities, or left that hospital to be run 
by. those authorities in connexion with and as part of the 
county scheme, was a detail. What he wanted was to ensure 
that the provision was made; in other words, he would lay the 
duty upon the county council of providing this accommodation, 
but would allow it to do so in collaboration with othe 


authorities if it thought fit. 


We publish in the Supplement this week, at page 142, 
a further memorandum of evidence, dealing particularly 


with whole-time public health appointments, submitted t 
the Royal Commission by the British Medical Association. 
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THE BACTERIAL FLORA OF THE 
INTESTINES. 
ONE of the most useful functions of a sectional session 
during the Annual Meeting of the British Medical 
Association is the open debate by experts of a question 
which, though of everyday interest to all medical 


men and women, needs some specialized training for 


its intimate understanding. This function the Section 
of Pathology and Bacteriology at Cardiff exercised 
very profitably by encouraging discussion on the 
influence of the bacterial flora of the intestine in 
health and in chronic disease. That an unrestrained 
airing of opinion was desirable on this matter is 
shown by recurring claims to the successful detec- 
tion among the host of intestinal bacteria of the 
cause of some human disease, and to the curing 
of acute and chronic ailments by administration 


.of a vaccine prepared. from faecal micro-organisms. 
- Three 


instances of therapeutical practices based 
on inadequate criteria of bacterial pathogenicity 
were cited by’ Sir Thomas Horder—namely, the 
employment of vaccines containing the late-lactose- 
fermenting bacilli, the so-called serum-resisting B. coli, 
and streptococci incriminated only because they were 
present in excess of the normal. Later in the discus- 
sion, however, Sir Thomas Houston joined issue with 
these sweeping criticisms, and put in a word for the 
enterococci as being probably pathogenic. 

In no branch of bacteriology are common sense and 
experience more essential than in the study of the 
bacterial flora of the intestine. Common sense _ is 
needed in order to keep continually in mind the fact 
(or, some would say, the paradox) that the microbes 
within the lumen of the large intestine are neverthe- 
less outside the body, separated from the deeper 
tissues by what Professor Cruickshank has called the 
impenetrable barrier of the intact mucous membrane. 
Experience is needed because of the great complexity 
of the intestinal flora. Most of the microbes within 
the intestines are useful scavengers, and their numbers 
and variety depend on the diet and habits of their 
host. Their distribution in the intestinal canal may, 
moreover, be determined by a disturbance of digestive 
function—by the presence, for example, of achlor- 
hydria—a fact which bears considerably on the alleged 
etiological relationship between an abnormal distribu- 
tion of B. coli, enterococcus, and B. welchii, and 
cases of pernicious anaemia. Therefore, no opinion on 
the relative proportions of different groups of bacteria 
is of any value unless it takes into account the con- 
dition of the intestinal tract and the diet of the subject 
investigated. As examples of the effect of diet on the 
intestinal inhabitants may be mentioned the relative 
simplicity of the bacterial content of an infant’s stool 
when breast milk is the only food, and the rapid 
change to a more variegated flora on artificial feeding 
or weaning. In like manner simplification of the 
bacterial flora to microbes of the aciduric group can 
be brought about by adding lactose or dextrin to the 
diet. A. corresponding phenomenon may be found in 


the large excess of streptococci in the lower bowel 


often observed after rapid emptying of the intestine 
by a saline purge. The work of Cramer, Mottram, 
‘McCollum, and others suggests; moreover, a close 
relation beween diet and alimentary toxaemia, a diet 
deficient in vitamin A appearing to break down the 
barrier of the intact mucous membrane, possibly (as 
suggested by Cramer) by altering the permeability of 
the mucous cells. 

As will have been seen from the report published 
in the British Medical Journal of August 11th 
(p. 252), nearly all the speakers who took part in 
the discussion at Cardiff two months ago were in 
general agreement with the views expressed’ by 
Professor Cruickshank in his opening paper, of 
which the .text appears in our present issue at page 
555, but it@is curious that little if any mention was 
made of the value of the test diet before bacteriological 
examination of the faeces, or of the importance of 
examinations for blood and pus. The conclusion that 
seems to be justified from this discussion is that the 
importance of the bacterial flora of the intestines in 
relation to health and disease has been exaggerated in 
the past, and that the attention paid in recent years to 
alimentary toxaemia is now on the wane. This atten- 
tion fulfilled its function by provoking a considerable 
amount of work, some of abiding value; but it also 


created hopes that have not been fully realized. The 
present decline in the administration of alleged 


intestinal antiseptics may be regarded as an instance 


-of the tempering of enthusiasm by knowledge and 


experience. At the moment all the clinical and labora- 
tory experts are, however, by no means agreed in 
regard to the importance of intestinal micro-organisms. 
It is possible, indeed, that a joint discussion of this 
topic by the Sections of Medicine and of Pathology and 
Bacteriology would have been attended with a little 
liveliness. 

In the meanwhile signs are not wanting that hence- 
forward the direction’ of progress is likely to be 
towards a better understanding of the effects of diet 
on intestinal disease, rather than a continuation of the 
search for individual pathogenic bacteria among the 
intestinal contents. ‘The value of a dietary rich in 
lactose in the treatment of typhoid fever, the efficacy 
of lactose and dextrin in some types of constipation, 
and the possibility that changes in the permeability 
of the intestinal wall may be caused by vitamin 
deficiency, are indications of the future usefulness of 
intestinal bacteriology in practical medicine. 


LIMITATIONS OF MEDICAL BENEFIT. 


Two recent letters in the Times from Dr. Graham 
Little, M.P., with the correspondence to which the 
earlier letter gave rise, deserve some attention, lest 
the confusion of erroneous detail and deduction that 
encumbered the first letter should obscure the real 
and more important points which seem to have been in 
Dr. Little’s mind, and on which there is substantial 
agreement among those members of the medical 
profession who are concerned with national health 
insurance practice and administration. These relate to 
the limitations or restrictions of medical benefit, and 
are two in number. One of them is the real limita- 
tion of medical advice and treatment of insured 
persons to that which can properly be given them by 
general practitioners as a class. This is not, however, 
a narrow service, as Dr.: Little (who does not seem to 
be very familiar with the work of general practitioners) 
would appear to think ; it is a very wide service, and 
requires and receives a high degree of knowledge 
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and skill. With fuller knowledge he would have 
refrained also from suggesting that insurance practi- 
tioners give this service reluctantly and grudgingly, 
with a desire to escape from the whole business at the 
earliest opportunity. The attempts made from time to 
time on their behalf, usually with success, to alter and 
improve certain of the arrangements or regulations of 
the insurance scheme and to secure a_ satisfactory 
remuneration are no proof at all of any such general 
attitude. Nevertheless, it is true that medical benefit 
is seriously restricted and rendered less beneficial to 
its recipients than it might be, by reason of the fact 
that no consultant and specialist services and no patho- 
logical laboratory facilities are provided within the 
scheme. Such provision is desired and has long been 
urged by the medical profession. It was declared 
by the recent Royal Commission on National Health 
Insurance to be the most immediate need, and its 
cost to be relatively small. The Ministry of Health 
was anxious to pass legislation to make this provision. 
Nothing but the opposition. and obstruction of the 
approved societies themselves has prevented it from 
being in existence to-day. The need for the creation 


_of a public opinion which will enable this opposition 


to be overcome is evident, and it is to be hoped that 
Dr. Little will lend his valuable aid to this end. 

The other limitation referred to is rather an appre- 
hended than a real one. The financial arrangements 
lately made with the retail pharmacists do not in fact 
in any way restrict the liberty of an insurance practi- 
tioner in prescribing whatever he thinks it necessary 
for his patient to have, but the fear is lest they should 
have a tendency in that direction. The arrangement 
is that the pharmacists take the whole of the residue 
of the medical benefit fund after all other claims upon 
it have been satisfied, and in return for this total sum 
undertake to supply insured persons with whatever is 
properly prescribed by insurance practitioners. This 
was only suggested by the Ministry of Health in an 
emergency from which no other means of escape was 
apparent; but such an arrangement has obviously 
undesirable features. The Conference of Panel 
Committees has declared that it is ‘‘ against public 
policy ’’; and it is clear that it may put temptation 
to improper economy in the way of pharmacists 
themselves, and may at least induce them to try to 
bring undue pressure on Insurance Committees or 
insurance practitioners. There is no evidence at 
present that this has been done, though individual 
Insurance Committees, both before and since this 
arrangement was eritered into, may have acted un- 
wisely with reference to particular pharmaceutical 
preparations. There has from the beginning of national 
health insurance been provision for dealing with any 
wantonly extravagant prescribing on the part of 
medical practitioners, but this provision has not 
been altered in any material way in consequence of 
the new arrangement with the pharmacists. So long 
as this reasonable liberty of practitioners to order 
what they think necessary is maintained the bargain 
with the chemists is not directly their concern; but 
there is every reason why Dr. Little and other members 
of Parliament should keep a watchful eye upon the 
working of a dangerous and undesirable agreement. 

The remedy for limitations of medical benefit such 
as these is not the abolition of the national health 
insurance scheme, which has been approved in 
principle by public opinion and by both the great 
representative conferences of the medical profession. 
The remedy is rather the removal of the limitations 
and the extension of the scheme. Nor do they call 


for inquiry by a Royal Commission, such as Dr. 
Grahain Little appears to think necessary, every three 
or four years. The need is rather for the carrying 
into early effect of the more important recommenda- 
tions made by the Royal Commission which reported 
only two years ago. 


2 


ti LEAGUE OF NATIONS AND THE DRUG TRAFFIC. 

Tue traflic in opium and other dangerous drugs (writes 
our correspondent at Geneva) has taken a larger placo 
than usual in the proceedings of the League Assembly. 
The report on this subject was made by Dr. Witold 
Chodzko, director of the State school of hygiene at 
Warsaw and former Minister of Health for Poland, who 
said that the manufacture of harmful drugs continues to 
be greatly in excess of legitimate requirements, and new 
methods of manufacture are rendering the supervision of 
the international traffic increasingly difficult. With regard 
to the situation in China, Dr. Chodzko congratulated the 
British Government on its decision to withdraw its pro- 
tection and withhold the right to fly the British flag from 
any vessel proved to have been engaged in smuggling in 
navigable Chinese waterways. He went on to say that the 
Advisory Committee on Opium had been very much con- 
cerned at the efforts of certain manufacturers to find 
substitutes for morphine since this alkaloid was made 
subject to control. One substitute is benzoyl-morphine, 
already manufactured in comparatively large quantities, 
which has been shown to possess all the properties of a drug 
of addiction. Moreover, the morphine content in benzoyl- 
morphine can readily be recovered, and hence quantities of 
morphine which escape supervision can be placed on the 
market; in addition to this there is a whole series of other 
morphine esters having the same properties. The atten- 
tion of the Council of the League is being drawn to the 
necessity of placing benzoyl-morphine, and possibly other 
substances, under control forthwith.* Twenty-seven Govern- 
ments have accepted the principle that eucodal and 
dicodide should be included among drugs coming under 
the 1925 convention, but the efforts of a number of the 
signatory countries are said to be intermittent and wanting 
in vigour. It was noted with satisfaction that the Spanish 
Government has decided to institute a monopoly system 
for the trade in drugs. A further scheme for the limitation 
of the manufacture of drugs has been transmitted by the 
United States Government to the League of Nations, and 


will be examined by the Advisory Committee on Traffic in 


Opium at its next session. The debates in the Assembly 
on this subject were chiefly noteworthy for the protesta- 
tions of Eastern delegates. The Japanese delegate declared 
that his own country was not an opium producer; its 
annual output was only 3,000 kilograms, all of which was 
used by the Government for medicinal purposes and none 
exported. The Siamese delegate similarly protested that 
his was not an opium-producing country; it was even 
obliged to import opium from India, and the Government 
had established a monopoly for drug imports. The Indian 
delegate thought that his country’s sacrifices for the 
suppression of the opium traffic had not been recognized ; 
the Indian Government had always made opium a monopoly, 


both as to cultivation and sales. It had steadily followed * 


a policy of reducing the area under poppy, and the total 
loss of revenue it had sustained amounted to something like 
72 million pounds in eighteen years. The licensing system 
had been at work since 1923, and care was taken to 
see that all exported opium reached its proper destination ; 

* As announced in the Journal of August 25th (p. 351), Part III of the 
Dangerous Drugs Act, 1920, which provides for the control of morphine, 
heroin, and cocaine, has been applied by Order in Council to 
benzoyl-morphine, dihydro-oxycodeinone (‘‘ eucodal ’’), dihydro-codeinone 
dicodide and their respective salts, and to any preparation, 
admixture, and extract containjng them. 
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exports for Persia and Macao were already prohibited, and 
n> exports of opium from India would be allowed after 
1934. Finally, the Persian delegate declared that as great 
sacrifices had been made by his own country; much had 
been said about India, but opium amounted to only 1 per 
cent. of India’s total exports, and to 20 per cent. of 
Persia’s, so that Persia’s efforts to cut down the traffic 
were correspondingly virtuous. His country, he said, had 
fulfilled all the obligations to which it had subscribed, and 
had just passed a law making opium a State monopoly. 
So all the Governments are arrayed in white robes, ‘and yet, 
says Dr. Chodzko, the situation is extremely serious, if not 
alarming. A proposal was made to the Assembly by Dame 
Edith Lyttelton, on behalf of Great Britain, to appoint 
a commission of three independent persons to inquire into 
and report on the situation as regards opium-smoking in 
the Far East. It is intended that the commission shall 
visit the Straits Settlements, Java, Siam, Hong-Kong, 
Japan, and possibly Korea, China, and Burma. The 
British lady delegate, in urging her proposal, said that 
there was in existence a large illicit traffic in opium in the 
Far East which nullified the efforts of all the Governments 
concerned to control and restrict consumption; the diffi- 
culties were illustrated by the case of Hong-Kong, where 
the Government of the colony estimated the consumption of 
illicit opium to be many times that of Government monopoly 


opium. The commission would report on the actual position © 


at the present time in regard to control, the difficulties 
encountered, and the possible means of remedying them. 
The principle of the proposal met with general acceptance, 
except from the Chinese delegate, who said that while 
there had been a recrudescence of poppy cultivation in 
China, the Chinese Government was far more seriously 
perturbed by the organized smuggling of opium derivatives 
and cocaine from European countries. He contended that 
the field of investigation should not be limited to the 
countries of the Far East, but should include all countries 
which produced or manufactured opium and other dangerous 
drugs. Opposition to the British proposal was forthcoming, 
however, on the ground cf expense, and the proposal, like 
other proposals initiated or supported by Great Britain, 
has had to run the gauntlet of the Finance Committee of 
the League, which this year has ground the League budget 
“exceeding small’’; not the least resolute economist of all 
has been the British representative on the Finance Com- 
mittee. With regard to the proposal for an opium inquiry, 
this was finally placed upon a less expensive basis, and the 
League Budget Committee eventually agreed to grant £4,000 
towards the cost. It is expected that this will exceed 
£8,000; the British Government has offered to contribute 


£2,000, and other States whose territories the inquiry will 


cover will be asked to contribute the balance. Among the 
delegates who voted against the proposal in the Budget 
Committee were those of Italy, Portugal, China, and Japan. 


INFANT MORTALITY AND WELFARE WORK. 
Whenever a reduction in the mortality rate of a disease 


‘follows some specific effort, it is always open to someone 


to assert that the disease was changing: in its character 
and becoming less virulent, and that the. reduction in 
mortality would have taken place in any case or could 
have been produced by other means. This argument is 
not easy to apply to the reduction in infant mortality 
rates, because there is more than one disease concerned, 
and in any case nobody will assert that infantile disorders 
“When they occur are much milder in character than they 
used to be before infant welfare work became such a 
prominent feature in the public health programme. It 
may be said that no one wishes to deny the value of welfare 
work, but it must be remembered that there is a certain 
body of opinion which views with suspicion the inter- 


ference of public authorities in the private health of the 
individual citizen and his children. It is necessary, there- 
fore, that the value of welfare work -should be firmly 
established upon a sound scientific basis so that there is 
no argument left on the score of its not being necessary 
for the health of a nation. Such a basis will be found 
in Dr. R. M. Woodbury’s book Infant Mortality and its 
Causes,‘ and in particular the chapter on infant mortality 
and preventive work in New Zealand. It is well known 
that the infant mortality rate for the white population 
in New Zealand was in 1924 the lowest for any country 
in the world—namely, 40.2. Dr. Woodbury analyses the 
position on a strict statistical basis, and he shows beyond 
any shadow of doubt that the progress in infant welfare 
work in that Dominion is directly responsible for ‘* the 
remarkable position which New Zealand has won in her 
control of infant mortality.’’ The different types of work 
concerned under this general term of ‘‘ infant welfare ”’ 
also receive attention. Beyond the welfare clinics the good 
results have also to be in part attributed to such influences 
as the establishment of State maternity hospitals, the 
registration of births, the newspaper health articles, and 
the work of infant life protection, which comprises super- 
vision of babies boarded out apart from their mothers. 
The part played by these various activities has recently 
been analysed for a neighbouring region of the world, and 
in the Health Bulletin of the State of Victoria, Australia, 
Dr. Vera Scandlebury? deals especially with early notifica- 
tion of births and the importance of natural feeding. In 
the last decade there has been a very rapid growth in 
Victoria, as elsewhere, in infant welfare work, both inthe 
towns and more importantly in the rural areas, the latter 
being aided by an infant welfare section on the ‘‘ Better 


- Farming Train’? run by the railway and agricultural 


departments during the past three years. 


‘ NOISE AND NEURASTHENIA. 
InN a paper read to the recent conference on’ welfare in 
industry at Oxford, and published in the September issue of 
Industrial Welfare, Dr. Millais Culpin makes the point 
that, while certain influences, such as overwork and noise, 
are often cited as causes of neurasthenia, this condition is 
more correctly to be ascribed to the reaction of the patient. 
Such unpleasant things as noise are, in short, convenient 
pegs on which the nervous subject hangs his symptoms; the 


problem is one of personal adjustment, and will not be ~ 


solved by removing the alleged cause. Dr. Culpin remarks 
that he can find no evidence that noise causes nervous 
breakdown; thése who complain about it present othér 
nervous symptoms ; the emotionally stable man can adjust 
to noise very quickly. To some highly strung people (and, 
we would add, ‘to the over-fatigued) some noises are very 
distressing, but this, while admittedly a sound argument 
for, diminishing noise, is not necessarily evidence that 
nervous breakdown can be directly caused thereby.. Dr. 
Culpin adds that there is no proof that occupations in 
which there is noise, overwork, or. monotony show a higher 
nervous sick rate than others; indeed, there is, he says, at 
least some evidence in the contrary direction. But noise by 
day and noise by night seem to us two different things. 
A man who has learnt to disregard the roar of day-time 
traffic or to ply his job without discomfort amidst the din 
of a workshop may suffer acutely from intermittent assaults 
upon his ears in the night hours—sudden fierce sleep- 
destroying noises against a background of comparative 
silence. The hardened evolutionist may view without 
regret the gradual elimination of the nervously unfit by 


i talit and its Causes, By Robert Morse Woodbury, Ph.D. 
Tindall and Cox. (Extra post 8vo, pp. x + 204. 


16s, net.) 
No. 13, January-March, 1928. 
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electric motor horns, open exhausts, rattling lorries, and 
pneumatic drills; but the practising doctor will continue 
to look upon noise as an evil, and will support any measures 
to mitigate the pandemonium which engineers have let loose 
upon us. Thus, while agreeing with Dr. Culpin that too 
much emphasis is still laid on environment and too little 
on personal reaction to it, we shall continue to hope for less 
stimulation of the auditory centres along our uphill path 
to Utopia. 


NOTIFICATION OF MENTALLY DEFICIENT CHILDREN. 
Tue Board of Education has. now issued its new Mental 
Deficiency (Notification of Children) Regulations, the draft 
regulations, a summary of which appeared in the Journal 
of August. 4th (p. 220), having been published for the 
required period, and having been confirmed by the Board 
with a slight amendment. These regulations were neces- 
sitated by the recently passed Mental Deficiency Act, 1927, 
and merely carry out the amendments made therein of the 
original Act of 1913, so far as the work of the Board of 
Education is concerned. These amendments provide that 
mentally defective children in all appropriate cases may 
now be dealt with in any one of three ways—by being 
placed under supervision or guardianship, or sent to an 
institution—whereas under the eriginal Act those cases in 
which the Board of Education certified that there were 
special circumstances could be dealt with in the first 
‘two of these ways only, and those who shortly before 
leaving a special school or class were notified by the 
local education authority to the local mental, deficiency 
authority could be dealt with only in the last two of these 
ways. These changes are of great practical importance; 
the latter should result in the notification of all children 
leaving a special school or class (provided that the diagnosis 
of mental deficiency in the technical sense has been correct), 
though the degree of supervision found to be necessary 
will, of course, vary considerably in different cases. The 
change in the definition of the classes of mentally 
defective persons made by the amending Act is naturally 
also of great importance in this connexion, though it does 
not of itself necessitate any alteration of the notification 
regulations of the Board of Education. With the regula- 
tions and the accompanying memorandum (Circular 1399) 
is issued a revised ‘‘ Form of Report on Child Examined 
for Mental Deficiency ’’ (Form 306 M), but, apart from 
slight modification of the heading, this form does not differ 
from the old one. It may be pointed out that the power of 
a local education authority to certify ‘‘ special circum- 
stances ’’ in particular cases is a very valuable one, and 
may well be interpreted more widely and used more 
frequently than has sometimes been the custom. 


LAENNEC. 
Dr. Geratp B. Wess of Colorado Springs has done well 
to reprint with additions -his article on René Théophile 
Hyacinthe Laennec! from last year’s volume of the Annals 
of Medical History. In the preface he quotes a warmly 
enthusiastic appreciation of Laennec’s work and originality 
from Thomas Addison of Guy’s Hospital, who was _ his 
junior by a dozen years. The origin of the name Laennec 
is doubtful, and may be either ‘‘lenn’’ a reader, or 
“Jaen”? a pond or lake, and according to W. S. Thayer 
was pronounced Lennec. History does not record any 
hints of juvenile precosity, and he lived the wholesome 
open-air life of a boy interested in natural history. When 
little more than 14} years old he began to study medicine 
at Nantes, and five years later went to work at the 
Charité in Paris under Corvisart, whose alertness and 
keenness attracted though his brusqueness and sarcasm 


1 René Théophile Hyacinthe Laennec: A Memoir. 
M.D. New York: Paul B. Hoeber, Inc. 1928. (Post 
13 plates. 2 dollars net.) : 


Gerald B. Webb. 
vO, pp. xix + 146; 


repelled him, and led to his collecting and subsequently 
publishing his teacher’s aphorisms. . In 1802 Laennec’s 
first published article, on ossification of the mitral valve; 
appeared, and he became an active morbid anatomist, 
writing much on the abdominal viscera, while having a 
hard struggle to get a living. The story of his quarrel 
with Dupuytren, ‘‘ the greatest of surgeons but the least 
of men,’’ is well told, and then his gradual rise to practice 
is unfolded. Laennec apparently had many ailments to 
contend with—asthma and headaches when a_ student, 
cholera at the age of 27, gout when 33, angina pectoris 
both before and after the gout, and finally pulmonary 
tuberculosis which carried him off at the early age of 
45 years. Dr. Webb describes the invention of the 
stethoscope, the publication of the Traité de auscultation 
médiate (first edition 1819, second edition 1823), and 
illustrates his attractively written memoir with thirteen 
full-page plates. Our readers will recall that the centenary 
of Laennec’s death was commemorated in Paris eighteen 
months ago and that this country was fully represented 
at, the official celebrations organized by the Académie de 
Médecine.* 


CONVALESCENT CARE IN GREAT BRITAIN. 
A REFERENCE to the importance attached to the provision of 
facilities for convalescent treatment in Britain, made in 
a review of Convalescence: Historical and Practical by 
Dr. John Bryant of Boston, Mass. (August 11th, p. 265), 
has been taken to suggest that the existing state of affairs 
in this country can be regarded as entirely satisfactory. 
While it appears that provision for convalescence is gener- 
ally more extensive than in the United States—as described 
by Dr. Bryant—there are certain areas where a number 
of the leading hospitals have neither a convalescent home 
nor a convalescent fund as an integral part of. their 
organization. In many cases, however, their almoners are 


charged with the arrangement of convalescent care, and: 


faeilities for this are obtainable through homes which, 
although not owned or controlled by the hospitals, work 
in friendly co-operation with them. It should also be 
remembered that many convalescent homes are maintained 
by charitabie bodies .and by trade societies for the benefit 
of members and their dependants. A _ tentative survey 
shows that of the larger hospitals in Great Britain (those 
with about 100 beds and over), 17 out of a total of 30 in 
London have a convalescent home or fund; in other parts 
of England and Wales 56 out of a total of 117 have such 
provision ; in Scotland 10 out of a total of 16 have a home 
or fund. These figures relate only to cases in which the 
home or fund has a definite connexion with a particular 
institution, 4and take no account of the numerous auto- 


nomous units which exist to meet the needs of convalescent ~ 


patients. 


ORGANIZATION OF CHILD GUIDANCE CLINICS. 
Dr. R. H. Crow ey, senior medical officer of the Board of 
Education for England and Wales, read a paper in the 
Section of Educational Science at the meeting of the British 
Association at Glasgow, in which he discussed the organiza- 
tion of child guidance clinics in the light of knowledge 
gained from his visit-to the United States last autumn on 
behalf of the Child Guidance Council. After describing the 
clinics he saw in America, he drew several conclusions of 
considerable importance with regard to the possibility of 
multiplying such clinics in Great Britain. He emphasized 
the importance of associating closely child guidance clinics 
with the highly developed school medical service, and took 
the view that, though in the United States there were two 
organizations of educational psychology and child guidance, 
developing to a large extent independently of each other, 
yet in this country it seemed unlikely that such a dual 


2 British Medical Journal, January 1st, 1927, p. 29. 


f 
i 
| 
3 
a 
| t 
0 
| 3 
| 
| 
| 
| | di 
| in 
tc 
al 
| T: 
| 
Tl 
th 
Le 
| ad 
| th 
| an 
Bi 
| | in 
| Wi 
| mi 
| tic 
on 
| me 
| it 
| sig 
| ha 
of 
| sul 
wh 
thi 
eve 
| the 
Pa 
vol 
Tne 
anc 
the 
thi; 
| unc 
pro 
gre 
| han 
me} 
pub 
| ran 
Af 
is a 
i | Har 


as 


SEPT. <9, 1928} 


USE OF CLOVER’S INHALER IN TONSILLECTOMY. 


O81 


service would be adopted. He did not suggest that no 
development of these clinics should take place apart 
from the local educational authority, but rather that there 
should be a close co-operation. Thus the active interest of 
the local authority should be won for a clinic, even though 
not directly initiated, financed, or controlled by it. Dr. 
Crowley paid high tribute to the child guidance work 
already existing in Great Britain, mentioning clinics at 
various hospitals and institutions, both medical and educa- 
tional. He referred particularly to the outstanding work 
of Professor Cyril Burt as psychologist to the London 
County Council, and to that of Dr. Robert Hughes, school 
medical officer of Stoke-on-Trent. We have previously 
referred to the inauguration of the Child Guidance Council, 
which proposes to establish next year a clinic in London 
through the generosity of the Commonwealth Fund of New 
York. The clinic has secured the full co-operation of the 
London County Council, which will be represented on the 
managing body. Dr. Crowley hoped that effective clinics 
on @ less ambitious scale would be established before long 
to serve the needs of smaller institutions. These would 
doubtless be the outcome, as a rule, of voluntary initiative 
in their early stages, and later on the time would come 
to consider how this work could best be related to other 
already existing activities. 


THE DEATH PENALTY. 
Tuere is a National Council for the Abolition of the Death 
Penalty, which has Lord Buckmaster as its president. 
The council has determined upon a forward movement for 
the attainment of its object, and in a letter to the Times 
Lord Buckmaster sets out the propositions: (1) that 
‘recent events—notably the result of the Slater appeal and 
the Home Secretary’s eleventh-hour reprieve, because of 
an ‘element of doubt,’ of the three men convicted of the 
Brighton murder—have raised the capital punishment issue 
in an acute form ’’; (2) that “‘ its abolition by Parliament 
without the assurance of public support would be pre- 
mature ’’?; and (3) that ‘‘ there remains but one constitu- 
tional way in which public opinion can find expression ”’ 
on this subject—namely, ‘‘a national petition to Parlia- 
ment.’? He appeals to ‘‘all those whose considered opinion 
it is that the death penalty could be dispensed with ”’ to 
sign such « petition. With the form of petition his council 
has issued a memorandum giving eleven reasons in support 
of it. The matter is a serious one, and Lord Buckmaster’s 
support is very weighty. It may nevertheless be doubted 
whether there really exists any strong public opinion upon 
this question which requires expression; whether recent 
events, important as they are, can be said to have made 
the issue an acute one; and whether any petition to 
Parliament can really be taken to indicate either the 
volume or the intensity of such public opinion as there is, 
Individual reasons for signing a petition are numerous, 
and the signature can by no means usually be regarded as 
the result of a ‘‘ considered opinion.’’? The public mind on 
this matter is probably in a condition of indifference or 
uncertainty. It seems unlikely that if any Government 
proposed to abolish the death penalty there would be any 
great volume of opposition to such proposal. On the other 
hand, a great deal of propaganda is necessary if Govern- 
mental action is to be undertaken only as the result of 
public pressure. The petition and accompanying memo- 
randum now before the public may be regarded as useful 
propaganda, though of the eleven stated: reasons against 


» capital punishment some are much less weighty than others. 


A further excellent piece of propaganda recently published 
is a little book by Charles Duff entitled 4 Handbook on 
Hanging.’ Its title-page, in the old style, describes it as 


‘4 Handbook on Hanging. By Charles Duff. London: Grant Richards 
and P, Sainsbury, The Cayme Press, Ltd. 1928. (Fcap. 8vo, pp. 127.) 


‘“‘a short introduction to the fine art of execution con- 
taining much useful information . . . as well as data and 
wrinkles for hangmen . . . to which is added a Hangman’s 
Ready Reckoner.’’ It is a remarkably effective sustained 
piece of irony, not unworthy to be mentioned with those 
masterpieces in the same line, Fielding’s History of Mr. 
Jonathan Wild the Great and De Quincey’s essay on 
Murder Considered as one of the Fine Arts, and can be 
strongly recommended either to those who do not object 
to gather their facts and arguments in a somewhat grue- 
some medium or to those who can enjoy an ironic effort 
purely for its literary merits. 


Tus year’s Norman Lockyer Lecture, arranged by the 
British Science Guild, will be given by Professor J. Arthur 
Thomson on the afternoon of Wednesday, November 28th, 
in the Goldsmiths’ Hall, London. The subject will be 
‘** The culture value of natural history.” 


USE OF CLOVER’S INHALER IN TONSILLECTOMY 
AND REMOVAL OF ADENOIDS. 
BY 
Sm CHARTERS J. SYMONDS, K.B.E., C.B., F.R.C.S., 


CONSULTING SURGEON TO GUY'S HOSPITAL. 


IN response to personal requests and an invitation from 
the Editor of the Journal, I give a brief description of 
the employment of Clover’s inhaler for inducing anaes- 
thesia in the removal of tonsils and adenoids. In doing 
so let me fist say that my communication (September 8th, 
p- 465) was in no way intended to suggest that ether was not 
widely used, for the open method is now generally employed, 
though there are advocates for chloroform and ethyl 
chloride; nor do I presume to instruct the anaesthetists, 
to whom all methods must be familiar. 

First one must gain the confidence of the child and 
eliminate fear as far as possible. Let the child blow up 
the bag as it would a balloon, then adjust the face-piece, 
and ask the child to blow it up, removing the face-piece 
two or three times so as to get the bag filled. The second 
and important stage is to allow rebreathing of the air 
until the face becomes dusky, by which time the child 
will be rendered so far unconscious as not to detect the 
admission of ether, which is now gradually admitted. If 
the child struggles after a few inhalations of ether, this 
is due to the CO,, and will be checked by admitting air, 
not by increasing the ether. If there be no struggling, 
remove the face-piece when the cyanosis increases, and 
allow three breaths of air, when the immediate return of 
colour is evidence that it is due to the CO, and not ether. 

By this time the child will be so far insensible that the 
ether can now be admitted without a check until full 
anaesthesia is obtained. It is necessary to remove the 
face-piece and admit free air from time to time, for in 
this stage there should be no cyanosis. Air must also be 
admitted in this stage should there be any struggling. 

Wher the conjunctiva has become insensitive and has 
remained so for a minute or longer, the face-piece is 
removed, and if after three or four full breaths it remains 
insensitive the anaesthesia should last for four minutes 
or more. Should the child move or the conjunctiva become 
sensitive more ether should be given. It requires some 
practice and judgement to know when to admit the 
ether, and how long to continue before removing the 
face-piece and admitting air. 

It will be noticed that rebreathed air produces the first 
stage of unconsciousness, and there being no objectionable 


odour the fear of suffocation is almost eliminated. One 


great advantage over open ether is the absence of mucus, 
with the associated coughing .and congestion. Many 
children cannot submit without fear and struggling, and 
must be controlled, but it is remarkable how quickly they 
settle down under the rebreathed air. A? 

The same procedure answers in adults, omitting, of 
course, the preliminary play. 


ta 


i 

a 

t 

a : 
is 

n 

n 

of 
in 
by 
rs 
ed 

er 

ne | 
“ir 
re 
nd: 
rk 
be 
ed 
fit 

ey 

in 

rts 

ich 
me 
che 
lar | 
to- 

ont 

of 
the 

ish : 
za- 
on 
the 
of | 
of | 
zed 

[wo 

1er, 


682 SEFT. 29, 1928] 


POST-VACCINAL ENCEPHALITIS. 


Jounmab 


POST-VACCINAL ENCEPHALITIS. 


Report spy THE League or Nations CoMMISSION. 

Tue Commission on Small-pox and Vaccination of the 
Health Organization of the League of Nations has issued 
a memorandum reporting the findings of two of its sub- 
committees, one on post-vaccinal encephalitis, and the 
other on the preparation and preservation of vaccine 
lymphs. The former report derives much of its informa- 
tion from English sources, and quotes extensively from 
the Rolleston Committee’s report that was summarized in 
the British Medical Journal of August 11th, 1928 (p. 266). 

The Commission emphasizes the fact that. post-vaccinal 
does not necessarily imply propter-vaccinal; that in view 
of the millions of vaccinations that are ¢arried out in any 
given year there must always be present in the community 
very large numbers of people subject to the ordinary 
chances of life, and incidentally under the influence of the 
vaccinia virus. Such people are no more immune from 
disease of the brain and nervous system than anyone else, 
and there is, therefore, no reason why the coincidence 
of vaccinia with a true encephalitis should not be expected 
to occur. Encephalitis, moreover, occurs as a complication 
of numerous infections—for example, measles and various 
forms of toxaemia—and in so far as vaccinia is an 
infection it might be considered legitimate to regard 
the cases under consideration merely as instances of 
ordinary post-infective encephalitis. The Commission, 
however, is of opinion that there are at present practical 
reasons for considering post-vaccinal encephalitis as a 
separate pathological and clinical entity. Particularly in 
Holland and in England have the cases been numerous 
enough to merit collective consideration. 


The Comparative Incidence of Cases. 

The risk of post-vaccinal encephalitis may easily be 
exaggerated; indeed, in Holland it has been considered 
sufficiently grave to cause temporary suspension of the 
laws relating to the vaccination of children, and in England 
it has received the attention of two separate Ministry 
of Health Committees—the Andrewes Committee of 1924, 
and the Rolleston Conimittee of 1926. In actual fact, 


during the whole period 1923-27, only 139 cases of disease 


of the central nervous system following vaccination were 
reported in Holland, 41 being fatal. In England and Wales 
62 cases, with 36 deaths, occurred between November, 1922, 
and November, 1923, and a further 25 cases, with 12 
deaths, between January, 1926, and September, 1927—the 
periods reported on by the two committees. 

The age distribution in the incidence of post-vaccinal 
encephalitis is of particular interest. The bulk of the cases 
occur in children between the ages of 3 and 13—infants 
and adults being almost wholly immune. Moreover, the 
disease follows the revaccinations of older children and 
of adults with the utmost rarity, a fact which, taken in 
conjunction with the almost complete immunity of the first 
two years, provides ample reason for emphasizing the value 
of undertaking prophylactic vaccination against small-pox 
as easly as possible in life. 


Outstanding Clinical Features. 

In nearly every instance the complication has occurred in 
cases of vaccinia of normal appearance, apparently running 
a normal course. No single method of vaccination has 
been specially implicated, nor have any particular strains 
of lymph or methods of preparation been concerned, A 
noteworthy fact is that both in England and Wales and 
in Holland it has been especially in the less populous 
rural areas that vaccination has been followed by 
encephalitic comolications. 

The correspondence observed in the early Dutch cases 
between post-vaccinal encephalitis and the local distribu- 
tion of true encephalitis lethargica has not been observed 
in England or maintained in Holland; indeed, the clinical 
history and pathological findings of cases of post-vaccinal 
encephalitis justify the conclusion that one is dealing 
with two separate diseases. Interesting clinical features 
of post-vaccinal encephalitis are the incubation period— 
which is between the ninth and thirteenth day following 
vaccination, with marked preference shown for the eleventh 
day—and the sudden onset with four cardinal symptoms 


of headache, vomiting, drowsiness, and pyrexia. The 
extremes met with are mild cases which apparently recover 
completely in a week (though in a few of these mental 
deterioration and residual paralysis have been reported) 
and severe cases which develop extensive spastic paralysis 
and pass rapidly into coma and death. Between these 
extremes are met cases of every grade of severity. The 
cerebro-spinal fluid is commonly under pressure but is 
sterile. Pathological examination of fatal cases shows the 
presence of diffuse encephalo-myelitis with perivascular 
infiltration and oedema. In some cases the histological 
changes resemble those of acute disseminated sclerosis ; 
and in all cases they differ essentially from those met with 
in true epidemic encephalitis. 

The general conclusion of the Commission is that the 
virus of vaccinia cannot of itself be considered responsible 
for encephalitis. It considers rather that some unknown 
factor—perhaps a filter-passing virus or a latent virus—- 
determines the occurrence of the complication in question. 


PREPARATION AND PRESERVATION OF LYMPH. 

The sub-commission on the preparation and preservation 
of lymph dealt with the factors‘ which may favourably 
or unfavourably affect its value as a vaccine. It concluded 
that only the treatment to which the lymph seed is sub- 
jected determines the quality of the lymph, the origin of 
the strain used being of no significance in this connexion. 

The virulence of the vaccine virus is sometimes main- 
tained when it is carried in unbroken series from calf 
to calf; more usually it is found necessary to interpolate 
some other passage in the series, commonly the rabbit, 
or to secure a retro-vaccine, commonly a lymph obtained 
from man. These methods appear to be unobjectionable. 
On the other hand, neuro-lapine obtained by intra-cerebral 
injections into rabbits, and testicular lapine, sometimes 
display properties that differ from ordinary vaccine, and 
conclusions: as to their effects on man cannot yet be 
formulated. 

Veterinary Control. 

The Commission, while not dealing with the technique 
of preparing lymph ready for issue, emphasizes the vital 
need for veterinary control of the animals used, such 
control involving examination of the living animal before 
inoculation and the slaughter and post-mortem examina- 
tion of the animal as soon as the vaccine has been obtained. 
The lymph should be used only when the results of these 
examinations are unexceptionable, and, in particular, when 
there are no signs of tuberculous lesions. 


Preparation and Employment of Lymph. 
Questions relating to the employment of diluted vaccine 
have been specially considered. Dilution of lymph does 
not necessarily imply loss of virulence, it being better to 
employ a strain of more than minimal standard, diluted, 
than one of weak virulence undiluted. But investigations 
still need to be made into the durability of dilution, the 
nature of thé diluent, the degree of dilution, and the 

actual clinical results obtained from diluted lymph. 
The Commission is strongly of opinion that the medical 


officers of vaccine institutes should themselves undertake. 


human vaccination in order to study the potency of the 


lymph they make. The bare’ report ** successful or un-. 


successful” is of no value when the vaccine reaction is 
not described to them in detail. In primary vaccination 
the percentage of insertion successes should be noted; in 
revaccinations the reaction should be described in official 
records as one of three classes: 

1. Reaction of the primary vaccination type (Jenner’s pustule). 

2. Accelerated reaction (vesicular reaction) ; ‘‘ modified vaccine.” 

3. Allergic or early reaction (papular reaction). 

The Commission recommends that the technique and 
methods of vaccination permitted and recommended in 
different countries should be carefully defined, the results 
duly recorded, and then judged in respect of actual 
immunity afforded on exposure to small-pox or on revaccina- 
tion. In this way a satisfactory technique for universal 
adoption may ultimately be evolved. It concludes by 
reasserting- its conviction that vaccination remains the 
most powerful weapon against small-pox we possess, and 
strongly advocates primary vaccination in early infancy 
rather than at the later ages of childhood. 
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SCOTBAND. 


— 


Scotland. 


William Mackenzie Medal. 

TuE presentation of the William Mackenzie Medal “ for 
valuable contributions to ophthalmology ’’? to A. Maitland 
Ramsay, M.D., LL.D., consulting ophthalmic surgeon to 
the Glasgow Royal Infirmary, will take place at the 
Glasgow Eye Infirmary, on Tuesday, October 9th, at 
8 p.m. Dr. Ramsay will deliver an address on the im- 
portance of general methods in the treatment of eye 
disease, 


Health of Glasgow in 1927. 

Dr. A. S. M. Macgregor, medical officer of health, in 
his annual report for 1927, gives the population of Glasgow, 
based on inhabited houses, as 1,130,675. The density of 
population of the city is 38 persons per acre, the highest 
ward density being 222 persons per acre in Woodside Ward, 
which is almost wholly occupied by tenement property. The 
birth rate of the city in 1927 was 20.85 per 1,000—lower 
than last year and the year before—while the death rate 
of 13.66 per 1,000 was also lower than the last two years. 
The death rates from pulmonary and non-pulmonary tuber- 
culosis, 838 and 301 per million, were the lowest on record. 
The ultra-violet ray clinics of the corporation are con- 
tinuing to do good work; at the Cochrane Street clinic 
better results have been obtained by the use of the carbon 
are followed by the mercury vapour lamp than by the use 
of either lamp alone. In rachitic children under 2} years 
straightening of the legs is commonly observed, and even in 
older children, who have been followed up, a progressive 
diminution of deformity has taken place. Impetigo, 
furunculosis, and septic lesions have cleared up quickly 
under the vapour lamp; pregnant women and nursing 
mothers have derived much benefit from the clinic. An 
outbreak of paratyphoid B fever in Possilpark was traced 
to a milk supply. Under the maternity and child welfare 
schemes 34 syphilitic expectant mothers received anti- 
syphilitic treatment, and 20 of these bore healthy children. 
There were 2. stillbirths, 3 infected children, and 
1 miscarriage, while 8 pregnancies had not terminated 
at the time of writing. Eight pregnant women suffering 
from gonorrhoea were rendered non-infective before the 
onset of labour, and their children escaped ophthalmia. 
The pressure of the common communicable diseases, in- 
cluding pneumonia, measles, and whooping-cough, made it 
necessary to divert a phthisis ward from its normal uses, 
and also te employ the country homes at Scotstoun and 
Mount Blow to relieve the hospitals by taking in convales- 
cent children. Acknowledgement is made of assistance 
received from the officials of Glasgow Parish Council, who 
without demur made their hospital wards available for 
patients with acute pneumonia. For a brief period during 
the year all cases of pneumonia and measles could not be 
taken into the hospitals of the city. Those on the waiting 
list were visited daily at home by nurses specially detailed, 
and very urgent cases were selected for priority of admis- 
sion. The policy of the gencral hospitals of restricting 
admissions ef pneumonia cases threw further pressure on 
the accommodation of the local authority. Bronchitis, too, 
was being sent in as pneumonia, and medical practitioners 
were invited to exercise the utmost discrimination before 
making a request for the admission of such cases. Under 
the bacteriological section of the report attention is drawn 
to the superiority of the naked-eye method of carrying out 
Widal’s reaction gver the microscopic method. The medical 

’ practitioner shoud send in 2 to 3 ¢.cm. of blood, and not the 
content of the capillary tube. At the same time, the value 
of the blood culture during the first week of suspected 
typhoid fever should be kept in mind. Illness was produced 
m several members of a family by tin dissolved in the juice 
of tinned apricots. Symptoms of poisoning in three young 
children, alleged to be due to the eating of apples, were 
traced to aconite contained in cascara sagrada, given out 
by an institution jn a bottle which had previously held 

BC liniment. Among many other matters of interest 
dealt with in the report are the natural presence of arsenic 
in shellfish, the use of hydrocyanic acid gas as a fumigant 


for flour, the standards attained by designated milks, the 
use of gas firing for smoke prevention in one of the metal 
trades, the ineidence of bone tuberculosis, and the standard- 
izing of scarlet fever antitoxin. The housing question, too, 
is carefully explored on its social side, and views as to the 
standards of cleanliness which should be expected from 
tenants suddenly transferred from a slum to a rehousing 
suburb are expressed in a considerate manner. 


Voluntary Patients in Mental Hospita's. 

In his annual report for the year ended March 3lst, 
Dr. W. D. Chambers, physician-superintendent of James 
Murray’s Royal Asylum, Perth, discusses the policy 
followed at this institution—and other royal mental hos- 
pitals in Scotland—of encouraging voluntary admissions. 
The increasing proportion of such admissions has, he 
states, proved the success of this policy, and he believes 
that when the method comes into use in the county mental 
hospitals, where for the time being its development is 
hindered by certain technical difficulties, its success and 
value will be even more obvious. Figures covering the 
past seven years are quoted showing that of voluntary 
patients admitted in this period 39 per cent. were dis- 
charged as recovered and 29.1 per cent. as improved, the 
corresponding figures for certified patients being 30.1 
and 27.5 per cent. Dr. Chambers expresses the opinion 
that the more favourable results among voluntary patients 
are only partly due to the illness being less severe and 
to the earlier entry which is common in this class. He 
believes these results are to some extent attributable to 
the feeling of spontaneous co-operation which is induced 
in voluntary patients by the knowledge of their status 
and to the absence of irksome feelings of compulsion and 
restraint. After recalling that not long ago certain 
patients were certified who would willingly and most suit- 
ably have entered the institution for treatment spon- 
taneously Dr. Chambers states that it is now more common 
to encounter patients, brought by their friends for 
admission on a voluntary basis, who are quite unsuitable 
for this. He remarks that this attitude is often found 
in the lay mind, and emphasizes the fact that there will 
always be a considerable number among mental invalids 
who urgently need care and treatment for their own safety 
and welfare and the protection of the public, and who, 
owing to lack of insight, are quite unfit to exercise judge- 
ment or control in the matter of their own disposal. Some 
form of legal machinery is indispensable in these cases, 
and attempts to provide for them without their own con- 
sent and without proper legal authority will, he believes, 
undoubtedly lead in due course to the appearance and 
growth of ‘‘ homes,’’ under private and anonymous pro- 
prietors, where such patients can be received, secluded, 
and detained. Dr. Chambers points out the difficulty of 
securing adequate care by such means, stating that the 
right place for the treatment of a case of mental illness 
of average severity—a condition which is likely to require 
special treatment for from two to six months, or longer— 
is within a special hospital established, equipped, staffed, 
and structurally designed for the purpose, having a 
spaciousness and general atmosphere very different from 
the environment which makes for the successful treatment 
of acute but transient medical and surgical conditions, 


A Medical Family. 

In August, 1828, Matthew Baillie Gairdner became a 
licentiate of the Royal College of Surgeons of Edinburgh, 
at the early age of 19; he graduated M.D. at the University 
of Edinburgh two years later, and became F.R.C.S.Ed. in 
1858; he died in 1888. His eldest son, James, graduated 
M.B., C.M.Ed. in 1867, proceeded M.D. in 1873, and 
has acted as medical officer of Crieff Parish in Perth- 
shire for more than sixty years. The professional practice 
of father and son has thus covered more than a century. 
It would be interesting to know if this record can be 
approached by any other medical family. Dr. James 
Gairdner’s younger brother, Matthew William. Gairdner, 
graduated M.B.Ed. and obtained the diploma of 
L.R.C.8.Ed. in 1871; he resides at Cheltenham, and his 
son, Alan Campbell Gairdner, is a medical graduate of 
Oxford and obtained the F.R.C.S.Eng. this summer. 


| 
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Tuberculosis in Birmingham. 

Tue report on tuberculosis in Birmingham in 1927, 
issued from the public health department, contains, in 
addition to the usual statistical information, detailed 
reports by the chief tuberculosis officer, Dr. G. B. Dixon, 
on the antituberculosis centre, sanatoriums, and treatment 
in the light centre. Dr. Dixon refers to the contention 
that it is inadvisable to admit to a sanatorium any patients 
but those whose circumstances and clinical condition 
suggest that arrest of the disease is probable, and to the 
persistent advocacy of hospitals for the segregation of 
‘advanced cases of tuberculosis. In practice, he says, it 
has been found that the most suitable solution of those 
two problems lies in the provision of pavilions or wards 
for the ‘‘hospital’’ type of case in most of the sanatoriums, 
Experience has shown that the advanced and bedridden 

atient is, as a rule, willing to enter such a pavilion when 
it is attached to a sanatorium, while a large majority of 
those who fall within the category of ‘‘ hospital ’’ cases 
not only refuse to enter an institution set apart solely 
for advanced cases, but resent the suggestion that they 
should do so. Hospitals provided for this purpose quickly 
acquire a sinister reputation from the large number of 
deaths recorded, and this is repellent to the sufferer and 
to those from whom the medical, nursing, and domestic 
staffs are recruited. There has been a marked decrease 
during the past decade in the number of cases of patients 
notified in Birmingham as_ suffering from pulmonary 
tubercle, which is regarded as very satisfactory. At the 
same time thé number of suspects notified has increased, 
suggesting that the diagnosis of this disease is being left 
more and more in the hands of the medical staff at the 
centre. The tables show that during the past ten years 
the number of new cases of all forms of tuberculosis 
recorded has been reduced to less than half, while the 
number of deaths has fallen by about one-third. In 
regard to pulmonary tuberculosis, the number of new 
cases in 1927 was equal to 1.39 per 1,000 of population, 
against 3.42 per 1,000 of population in 1917; the death 
rate from this disease fell from 1.30 per 1,000 in 1917 to 
0.89 per 1,000 in 1927, ' 


Royal Victoria Infirmary, Newcastle-upon-T yne. 

The report of the Royal Victoria Infirmary, Newcastle- 
upon-Tyne, for 1927 agaih refers to the need for increased 
accommodation to relieve the overcrowding which exists 
in the wards and to afford impreved facilities for the 
treatment of spectal cases. Large numbers remain on 
the waiting lists. It is suggested that extended con- 
valescent accommodation, adequate aud suitably situated 
to permit continued and rapid transfer from the infirmary, 
would solve many of the present difficulties. In the 
course of the current year certain premises adjoining the 
main buildings, and occupied by the Ministry of Pensioas, 
revert to the infirmary, and consideration is being given 
to the question of their utilization. 
gested by the honorary medical and surgical staff that 
part of the premises should be adapted as wards for paying 
patients. Meantime it has been decided to proceed with 
an extension scheme, and a public appeal for £150,000 


has been launched. This sum is intended to provide for 


the adaptation of these buildings for civil requirements, 
for the extension of the out-patient departments, and for 
increased accommodation for the nursing and domestic 
staff. The appeal is addressed to the counties of Nortlh- 
umberland and Durham, and to Newcastle-upon-Tyne, all 
of which are served by the infirmary, and attention is 
directed also to its importance as one of the twenty-two 
great teaching hospitals of Great Britain. Motorists and 
road users are reminded of their special interest in the 
infirmary; it is stated that road accidents dealt with 
recently have amounted to an average of twenty per week, 
sufficient to occupy the greater part of a ward throughout 
the year. 


It has been sug-. 


University of London Medical Graduates’ Society. 

A dinner for members of the recently formed University 
of London Medical Graduates’ Society will be held in London 
towards the end of October, and it is expected that dinners 
in Birmingham and Leeds will be held some time in 
November. The society, membership of which is open to 
all medical graduates of the University, was formed last 
year, and held its first annual dinner in May last, with 
Sir Berkeley Moynihan in the chair. Nearly two hundred 
life members have enrolled to date, but the society hopes 
soon to secure the adherence of a much larger proportion 
of the 4,500 graduates in the medical faculty of the Univer- 
sity of London. The constitution provides that it shall 
have no political activities, but shall be chiefly social, its 
objects being to bring medical graduates of the University 
into closer relationship with it and with one another, to 
keep in touch with overseas medical graduates of the 
University, and to promote the interests of the University 
and its medical members. Sir StClair Thomson is president 
for the current year, the vice-presidents being Sir John 
Rose Bradford, Sir Berkeley Moynihan, and Dame Mary 
Scharlieb; the honorary treasurer is Mr. W. McAdam Eccles, 
and the honorary secretaries are Dr. C, A. H. Franklin and 
Dr. Dorothy C. Hare, to whom applications for membership 
and requests for information should be addressed, at 
11, Chandos Street, Cavendish Square, London, W.1. 


The Middlesex Cancer Hospital. 

The Cancer Charity of the Middlesex Hospital, founded 
as long ago as 1792, has been for many years housed in a 
special wing with its own separate cancer wards, its own 
equipment, organization, accounts, research work, and 
recerds. In the report for 1927, recently presented to a 
Court of Governors, it is recorded that the name of ‘ The 
Middlesex Cancer Hospital’? has now been adopted to 
emphasize the special nature of the charity and to enable 
the public to distinguish the special work against cancer 
which continues to be the main object of the institution. 
The honorary staff of the parent hospital attends the 
‘* Cancer Hospital,’’ and the cancer research work is closely 
linked up with all the pathological work of the Bland- 
Sutton Institute in the Medical School. In-patients are 
admitted in the incurable stage ‘until relieved by art 
or released by death,’’ and operable cases are admitted 
under the same system as obtains in the general wards. 
There were 555 patients admitted during the year 1927 
with an average length of stay of just over scven weeks, 
and new patients attending the out-patient department 
numbered 176. At the end of 1927 a special appeal for the 
Middlesex Cancer Hospital was launched, and donations 
have already showed an increase. 


Correspondence, 


ALKALIS AND NEPHRITIS. 

-Sm,—Professor Gillman Moorhead in his opening address 
on acute nephritis in the Section of Medicine at the 
Annual Meeting of the British Medical Association, pub- 
lished in your issue of September 22nd (p. 515), refers 
to some observations of mine concerning the use of alkalis 
in the prevention of scarlatinal nephritis. Since the pub- 
lication of the figures quoted by Professor Moorhead, Dr: 
Carter ‘and I have continued the investigation, the latest 
results being as follows. Of 1,280 cases of mild scarlet 
fever treated throughout the illness (five to six weeks) 
with alkalis, 5 developed nephritis—that is, 0.4 per cent. 
Of 914 control cases of scarlet fever, observed simuk 
taneously with the former, not having alkalis, 43, ‘er 
4.7 per cent., developed nephritis. In very few cases was 
it necessary to give more than 200 grains of alkali in the 
twenty-four hours, often less. No objection to this dose 
was made by any of the patients, and really large doses 
—that is, over 400 grains a day—were never given. 

Professor Moorhead also quotes Dr. Peters’s figures 
claiming that alkalis did not lessen the incidence of 
nephritis in 8,000 cases of ‘scarlet fever observed by him. 
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I have already pointed out! that Dr. Peters’s figures cannot 
be compared with ours, because-in his cases alkalis were 
only given during the first week of the disease, whereas 
nephritis rarely occurs until later. 

With regard to Stieglitz’s statement that excessive doses 
of alkalis may actually cause or predispose to the onset 
of nephritis, I quite agree, although 1 may perhaps be 
allowed to point out that I have never advocated the 
giving of excessive, but only of sufficient, doses. Incident- 
ally it should be noted that Stieglitz’s general conclusions 
concerning the danger of giving alkalis in nephritis, which 
have been extensively quoted, were based on experimental 
work which has not been entirely confirmed.? 

Lastly, in your leading article in the same issue, Pro- 
fessor Moorhead is stated to have said that ‘“ his expe- 
rience does not lead him to support the vigorous alkaline 
treatment of nephritis advocated by Martin H. Fischer of 
Cincinnati, and more recently employed by A. A. Osman.” 
It is not quite clear from the context whether this opinion 
refers to the vigorous alkaline treatment of acute or 
chronic nephritis. This is a point of the greatest impor- 
tance, as I have never suggested the giving of large doses 
of alkalis in the routine treatment of acute nephritis; 
on the contrary, I have been careful to point out*® that 
such a procedure may be dangerous. In certain cases 
of chronic (tubular) nephritis, on the other hand, 
there is abundant evidence that large, but carefully con- 
trolled, doses of alkalis will often prove effective where 
all other methods have failed.—I am, etc., 


London, S.E., Sept. 24th. A. A. Osman. 


PULMONARY ASBESTOSIS. 

Sir,—Pulmonary asbestosis has become a question of 
international interest and importance, and it is essential 
that every statement concerning the disease should be 
carefully considered in the light of known facts. Readers 
of Professor M. J. Stewart’s letter in the Journal of 
September 15th (p. 509) will carry away three impressions 
that are not in accordance with the results of my own 
work on asbestos and the ‘‘ curious ”’ bodies. 

The first impression given by the letter is that the 
curious bodies found in the lungs are diagnostic of pul- 
monary asbestosis; the second, that these bodies are 
actual derivatives of asbestos; and the third, that these 
bodies are emphatically not vegetable in origin. The work 
is not yet complete, but Professor Stewart’s letter necessi- 
tates this preliminary note. 

The first case actually proved to be due to the inhalation 
of asbestos dust was published in the British Medical 
Journal in 1924, The proof did not include the presence 
of the curious bodies, but rested upon the demonstration 
of actual particles of asbestos fibre and dust in fibrotic 
and necrotic areas of the lungs. I have examined scores 
of samples of asbestos from different countries, and can 
make this definite statement: the curious bodies do not 
exist in asbestos, nor can they be produced from asbestos 
by any known chemical means. 

The curious bodies can be isolated from the lungs in 
a practically pure state either by pulling portions of the 
lungs into small fragments and extracting with water or 
saline, or, as Professor Stewart himself suggested, by the 
action of trypsine. They are present in enormous numbers, 
and sufficient material can be obtained for analysis. 
During the work three facts have been brought to light. 
They do not polarize light, they contain less iron as 
Fe,O, than the crysotile dust in which the patient worked, 
and—this is the important point—they do not give a dis- 
ac g-ray pattern by the method devised by Professor 

rage. 

These results completely negative the theory that the 
bodies are asbestos or actual derivatives of asbestos. 

_ If cultures of organisms—staphylococci, for example—are 
meubated with a colloidal solution of asbestos they become 
silicated, and their appearance and _ staining reactions 
completely changed. The cocci appear 2-34 in diameter, 


1 Lancet, December 17th, 1927. 

2 McMaster and Elman, Journ. Exper. Med., xlvii, 797. 
3 Guy's Hospital Reports, \xxvii, 411. 

4 British Medical Journal, 1924, ii, 147. 


of a golden brown to a light yellow in colour, and do not 
stain by the usual methods. They closely resemble the 
discs and separate particles of the curious bodies found 
in the lungs. The silicated organisms are being subjected 
to the action of currents in the hope that replicas of the 
curious bodies will be produced. Work is continuing on 
colloidal silica solutions made from substances other than 
asbestos, and I do not see any reason why they should 
not act in the same manner. 

There are fewer than ten cases of pulmonary asbestosis 
on record, and although the curious bodies have been 
found in all of them, much more work is necessary before 
definite views can be expressed. So far the experimental 
results suggest diametrically opposite conclusions to those 
drawn by Professor Stewart. They suggest the possibility 
of the curious bodies being present in other conditions 
connected with silica; they negative the idea that the 
bodies are asbestos or actual derivatives of asbestos, and 
strongly point to the main bulk of the bodies being actually 
vegetable in origin. The nucleus upon which the bodies 
are built is possibly asbestos in these particular cases, 
but even this remains to be proved.—I am, etc., 


The Pathological Department, W. E. Cooke. 


Wigan Infirmary, Sept. 18th. 


SAFETY IN ANAESTHESIA. 

Sir,—The very interesting controversy in regard to the 
best anaesthetic for the guillotine operation for tonsils and 
the removal of adenoids has gradually centred itself, as 
seems right and proper, upon the question of safety and 
efficiency. This is very satisfactory to those of us who 
were rather appalled by the account of the method (with 
speed as the primary consideration) which ‘ permitted 
of thirty patients being operated on in an hour’’ by usé 
of ethyl chloride. It is still more refreshing to see the 
advocacy of ether, advanced first by Sir Charters Symonds 
with his long experience, and later by Dr. Wright Lambert 
and Dr. Watson-Williams. 

For some years we have used open ether alone, preceded 
always by atropine, for all such operations, and I would 
contend that: 


1. It is the only really safe anaesthetic for such cases. 

2. It gives the operator plenty of time to do his work 
efficiently and to minimize haemorrhage. 

3. It tends directly towards the prevention of shock, whereas 
chloroform and ethyl chloride rather encourage it. 

4. The patient remains largely oblivious to pain for a much 
longer period than with other anaesthetics. 


In general [ believe profoundly that the employment of 
ether for all operations, except in the rare instances where 
it is contraindicated, is the only way by which the anaes- 
thetist can secure peace of mind for himself and safety 
for his patient. I am referring, of course, only to those 
cases where the issue is between ether on the one hand and 
chloroform and ethyl chloride on the other. 

Personally [I always use ether, by the open method or in 
a Clover’s inhaler, in obstetric practice, and, although I am 
aware that many would regard the abandonment of chloro- 
form in midwifery as a heresy, I strongly advocate the use 
of ether for the following reasons: 


1. It is safer, especially where rapid induction is necessary, 
and it is then that a Clover is invaluable. 

2. It does not abolish the uterine contractions to nearly the 
same extent as does chloroform. 

3. It does not interfere with retraction, and therefore is much 
less likely to be associated with severe post-partum haemorrhage 
than is chloroform. 

4. There is no fear of ‘‘ delayed poisoning ’ 
administration. 

5. The patient often remains analgesic for a considerable 
time after administration has ceased, and lesser degrees of 
perineal tears can often be dealt with without more anaesthetic. 


with prolonged 


The two special conditions where chloroform would seem 
to be more advantageous are in rigidity of the cervix and 
in tonic contraction of the uterus.—I am, etc., 


Mill Hill, Sept. 22nd. A. H. Mortey, 
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ANAESTHESIA FOR TONSILLECTOMY AND 
REMOVAL OF ADENOIDS. 

Sir,—Dr. P. Watson-Williams has asked me to correct 
an error in his letter published in the Journal of Septem- 
ber 22nd (p. 547). It was in the year 1897, not 1887, that 
the ‘‘ two-bottle ’? method of administering ether and 
chloroform was introduced in the Bristol Royal Infirmary. 
The method was based on the belief that there was some 
admixture of these drugs suitable for each and every 
occasion, and that this could only be obtained by a system, 
such as the above, which enabled the administrator to 
vary the proportions, from time to time, as indications 
demanded. 

It was soon found that in most instances chloroform 
was not needed after anaesthesia had been established, and 
that in many cases ether alone on the open mask was 
sufficient even for induction. The claims for this method 
were not only that it produced a minimum of toxic 
saturation, but also that it provided a safe and easy 
stepping-stone to open ether for those administrators who 
hitherto had been accustomed to use chloroform alone upon 
the open mask. By substituting the open for the closed 
method of: giving ether it was found that the tendency 
to haemorrhage was practically obviated, a finding which 
we have confirmed in a large experience of open ether in 
general and nose and throat anaesthesia, showing that with 
the closed method the greater tendency to bleed should be 
attributed to some other factor than ether, such as engorge- 
ment of the mucous membrane and the accumulation 
of CO,. 

This subject seems worthy of very careful consideration, 
and | am glad to have this opportunity of eridorsing 
Dr. Watson-Williams’s views as expressed in his letter.— 
Tam, etc., 


Clifton, Bristol, Sept. 22nd. Artuur. L. FLemMine. 


*," We publish at page 581 this week a note by Sir 
Charters Symonds on the use of Clover’s inhaler in 
tonsillectomy and removal of aidenoids.—Ep. 


INTESTINAL AMOEBIASIS IN BRITAIN. 
Sir,—l was much interested in the case, reported by 
Dr. J. Campbell Gilroy, of tropical liver abscess occurring 
in England, published in the British Medical Journal of 
September 22nd (p. 529). 
In a communication by Dr. P. H. Manson-Bahr and 
myself, published in the Transactions of the Royal Society 


of Tropical Medicine and Hygiene, vol. xxii, No. 2, 


August, 1928, we reported five cases of intestinal 
amoebiasis occurring in Northern Europe, four of which 
occurred in France and one in Germany. None of these 
was complicated by liver abscess. 

It would be interesting to know of other indigenous 
cases occurring in this country, as it seems highly probable 
that with the presence of so many ex-service ‘and other 
* carriers ’’ cases do occur here, but pass unrecognized. 

As Dr. Gilroy points out, the importance of routine 
examination of stools in all cases of persistent diarrhoea 
cannot be over-emphasized.—I am, etc., 

Gravesend, Sept. 22nd. and - 


STEREOSCOPE AND BINOSCOPE. 

Sir,—There seems to be difficulty in recognizing the 
difference between-the stereoscope and the binoscope as 
a means for treating cases of squint: even a distinguished 
ophthalmologist has written pointing out that the difference 
is not apparent. Will you kindly allow me to make a 
short statement in the British Medical Journal to render 
the subject clear? 

In the use of the stereoscope two objects (pictures) are 
employed, and each eye sees only the picture which it is 
intended to see. The field of vision of each eye is thus 
completely screened from that of the other, and no real 
object is seen by both eyes, which can be fixed by both in 
binocular vision, To supply such an object the two pictures 
are made to pppear to occupy the same place’ and fo 


appear as one, and it is this fictitious object, formed by 
the fusion of the two pictures by the apparatus itself, 
which the two eyes are able to fix in binocular vision. 
When a person with normal vision looks through a stereo- 
scope he is able to adjust it by means of his binocular 
vision so that the two pictures appear as one object. 

In squint and other defects of binocular vision it is 
doubtful whether adjustment is ever accurate, and the 
stereoscope fails as a means of treatment. The binoscope, 
by presenting to both eyes in the central unscreened part 
of the field of vision the same actual objects, instead of 
the fictitious substitute employed in the stereoscope, induces 
binocular vision without difficulty, and succeeds as a means 
of treatment. 

In using the binoscope the screened lateral parts of 
the field of vision bring about simultaneous vision, and 
binocular vision of objects in the central unscreened part 
of it readily follows in most cases of squint, so that the 
squint at once disappears for the time, and its permanent 
disappearance is effected by systematic daily use.— 
I am, ete., 
KennetH R. Smitn, M.D. 
Richmond, Surrey, Sept. 13th. 


THE REPRINT PLAGUE. 
Sim,—The invention of printing has been attended with 
many evils, but its advantages are so great that we must 


put up with its disadvantages. But not much can_be 


said in favour of the more modern invention of reprinting. 
No sooner does an author—especially a scientific author— 
have the good luck to get his paper printed in some 
reputable journal (the adjective is not essential) than he 
proceeds to splash with a cataract of reprints, not only his 
friends, who have to grin and bear it, but also crowds of 
persons upon whose forbearance he has no claims whatever. 

It is true that these persecuted people generally ‘ lose 
no time ” in reading such effusions, and it may be doubted 
whether an author gains a commensurate advantage for 


-his expenditure of so much hard cash in postage. Here 
‘1 had better confess that I am an offender myself, or 


someone may give me away. An editor recently offered me 
a hundred reprints of an article of my own, and I was base 
enough to take fifty. My friends don’t spare me, and I 
see no reason why I should spare them. But this does not 
affect the morality of the proceedings; moralists can gener- 
ally give good reasons for condemning a practice in which 
they themselves indulge. 

I calculate that about 4 per cent. of those to whom 
reprints are sent actually read them, and they belong to 
one or other of two classes: (1) kind-hearted and conscien- 
tious men and women who think it their. duty to read and 
acknowledge these -inflictions; (2) friends. As to the first 
class, these kindly persons lead miserable lives and, since 
they are the salt of the earth and so few, it is our duty 
to do something to protect them. Even friends deserve 


‘some little consideration. It is an awkward moment for 


both when first one meets a friend after having sent him 
a reprint. He is not a liar or one would not have chosen 
him for a friend, but neither is he usually a saint, and if 
he can persuade us that he has read and admired our 
lucubration without actually saying so, it does not weigh 
very heavily upon his conscience, for self-preservation 18 
Nature’s first law. ; 

- It is to be feared that the two main causes of t 
‘“‘ reprint plague’ are vanity, and a desire to extend our 
-fame into regions where it would not otherwise have 
penetrated: But the dividing line between ‘vanity and 


laudable ambition is so thin that it is difficult to suggest 


a remedy which will scotch the one without hurting the 
other, and I am not sure we want to abolish even vanity 
altogether ; the vain man certainly does more useful work 
than the one suffering from a sense of inferiority. 
plague is, however, so virulent and widespread that some 
_thing-ought to be done to check its ravages or we shall alt 
-smother one another in paper. 

First, then, a few words to the vain man; these can be 
-given without offence, because no one who reads this will 


‘think that the remarks apply to him. A> denunciatory 
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sermon is always enjoyed for the same reason. As I have 
said, only about 4 per cent. of those who receive reprints 
will read them, and very few even of these will take the 
trouble to send flattering remarks to the author. Let him 
remember that we are speaking of averages. If he sends 
out a hundred reprints, it may be that these four persons, 
plus four more, are in the next hundred whom he has not 
circulated; why take so much trouble to court a possible 
tragedy ? 

On the other hand, the man who is merely afflicted with 
laudable ambition may possibly point to Mendel’s fate, 
and contend that if he had judiciously planted a few 
reprints where they would have done mest good, he would 
not have had to wait till he was dead before receiving 
proper recognition. Well, of course, there is something in 
this, though he should have sent his paper to a journal 
with a decent circulation. 

Because, however, there is something in it, we should 
not’ attempt to suppress the plague by abolishing reprints 
altogether ; we must choose a remedy which, if not pleasant, 
is at least harmless. Why not take a leaf out of the 
procedure of the film trade? I would suggest the setting 
up of a competent board of scientific censors, whose duty 
would be to license reprinting by issuing ‘‘ certificates for 
universal exhibition” in the case of papers of sufficient 
merit to warrant it. Having obtained this licence, the 
happy author could, with a clear conscience, send his 
reprints to as many people as he liked in the sure know- 
ledge that they ought to read his paper, even if they don’t 
want to.—I am, ete., 


Surbiton, Sept. Ist. E. W. Avams, M.D. 


THE ERECT POSTURE. 

Sir,—Many of your readers must have perused with 
pleasure Professor Colin Mackenzie's interesting and 
suggestive lecture on the importance of zoology to medical 
science (Journal, September 22nd, p. 534). With regard 
to the acquisition of the erect posture by infants, may 
[ recall what Harvey says in his Generation of Living 
Creatures (1653), ‘‘ their first venture to foot it represents 
them a prone kind of cattell which can scarce exalt them- 
selves to the erection of a cock.” 

I would like to thank the lecturer for his praise of 
football, of the benefits of which it is proposed to deprive 
our police.—I am, etc., 


London, W., Sept. 21st. Hersert R. Spencer. 


SECURITY OF TENURE IN PUBLIC POSTS. 

Sir,—lI notice in your Educational Number that there are 
given particulars of the various public services open to 
members of the medical profession. The prespects are, in 
Many cases, enticing, embracing as they do a pleasant, care- 
free life with gradually rising salary and a pension at the 
end. But a word of warning should be given to those who 
think of entering any public service: first of all, inquire 
what security of tenure is offered. 

In services such as the army and navy there need be 
no doubt. No one can be deprived of his position without 
a full and open inquiry, and then only for grave mis- 
conduct. A large number of public appointments are 
nowadays held under local authorities, and here, though 
the doctor is compelled to contribute to a pension fund, 
there is no security of tenure whatever. A doctor may be 
given three months’ notice at any time, no matter. how 
many vears he may have been inthe service. If the 
authority be so minded it can give the doctor three months’. 
pay in advance and tell him to clear out at once. A doctor 
m one of these services is in just the same position as 
one’s housemaid, to whom one may give notice or give pay 
m lieu of notice. In entering the service he places his 
professional reputation in the hands of the authority, and 
there is none to whom he can apply for help if he is 
suddenly dispensed with. Though the authority is a public 


dy it functions as a private employer, and it cannot be 
forced to give any explanation for its action. There is no 
legal redress whatever for the doctor, no matter how 
‘*riously his reputation may have been damaged. That the 


"0 
societies. 

The promise of a pension which may have been the main 
inducement to joining the service is thus ephemeral. In 
law there is nothing to prevent the authority escaping its 
obligation by giving the doctor three months’ notice to 
leave, just before he becomes eligible for his pension. That, 
of course, is an extreme case, but the practical inference 
is that the longer the doctor stays in the service the less 
secure is his position and’ the greater the inducement of 
the authority to get rid of him. As the work in many of 
these parochial services is of a specialist nature the doctor, 
after many years spent in one particular branch of medi- 
cine, is less able, should he lose his post and his pension, 
to take up general practice than would be a doctor who had 
been in practice all his professional life. 

Needless to say the doctor’s consciousness of his pre- 
carious position has a prejudicial effect on his independence 
of action. To amplify the housemaid analogy; it ‘is as if 
one said to her, ‘‘ I will pay you so much a week, but 
every week you must return to me part of your wages. 
When you have reached the age of 60 and have done thirty 
years’ service I will give you a pension. But I reserve the 
right to give you a week’s notice at any time. If I do so, 
your chances of getting employment anywhere else will be 
very small.’’ Most people would say that the housemaid 
who entered such a service showed a child-like faith in 
her empioyer. 

For the benefit of those of your readers who may be 
a little hazy as to who constitute ‘‘ local authorities ”’ 
I would say that they are such bodies as boards of 
guardians, county, borough, and town councils with their 
subsidiaries, public health, watch, and asylum visiting 
committees.—I am, etc., 


Wedmore, Sept. 18th. H. C. McManvs. 


THE PETTIGREWS. 

Sir,—In his interesting Nova et Vetera article on the 
Brompton Medical Book Society in your issue of September 
15th (p. 494), ‘‘ H. R.” refers to Dr. William Vesalius 
Pettigrew of Chester Street. This gentleman was men- 
tioned in a previous Nova et Vetera article in the British 
Medical Journal, on ‘‘ An Old Directory,’’ on January 
3th, 1900, and he was the subject of an interesting corre- 
spondence in the issues of January 20th and 27th of that 
vear. He was the son of a more distinguished man, 
Thomas Joseph, known as ‘‘ Mummy” Pettigrew, from 
his having given a lecture and demonstration on that 
subject at the Royal Institution, when he spent some 
hours in unrolling 900 yards of . bandages. William 
Vesalius, his son, claimed the -authorship, in his entry 
in the first (1845) London Medical Directory, of an 
‘*annonymous ”’ work on the diseases of children. 

‘©H. R.”’ comments on the moral courage of the founders 
of the Brompton Society in fixing the number of its 
members at thirteen. The ridiculous superstition connected 
with this number was then much more limited in its scope 
than it is in this credulous age. Ill luck was confined to 
the first to rise of a party of thirteen at table. The 
analogy of the Last Supper is obvious enough. So far 
from thirteen having been anciently an unlucky number, 
it seems to have been chosen as auspicious, being the number 
of Christ and his Apostles, and was quite commonly the 
number for which provision was made in founding alms- 
houses and such like.—I am, etc., 


London, S.W., Sept. 20th. E. Murrueap Litter. 


Aniversities and Colleges. 


UNIVERSITY OF LONDON, 
UNIVERSITY COLLEGE. 

i 1928-29 opens at University College, London, on 
Honday, October ist. Students of the Faculty of Medical Sciences 
will be received by the Provost and Dean on that day as follows; 
First-year students between 10 a.m. and 1 p.m.; students of later 

.15 and 4 p.m. 
‘that been arranged for the first term 
includea course on ‘* Smoke pollution of the air and public health,” 
by Dr. John Owens on November 2nd, 9th, and 14th at 5.30 p.m. ; 


danger of such an occurrence is very real may be learned 


Sir Napier Shaw will preside at the first lecture, Particulars o 


by a perusal of some of the reports of medical protectioay_ 
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ANAESTHESIA FOR TONSILLECTOMY AND 
REMOVAL OF ADENOIDS. 

Sir,—Dr. P. Watson-Williams has asked me to correct 
an error in his letter published in the Journal of Septem- 
ber 22nd (p. 547). It was in the year 1897, not 1887, that 
the ‘‘ two-bottle’’ method of administering ether and 
chloroform was introduced in the Bristol Royal Infirmary. 
The method was based on the belief that there was some 
admixture of these drugs suitable for each and every 
occasion, and that this could only be obtained by a system, 
such as the above, which enabled the administrator to 
vary the proportions, from time to time, as indications 
demanded. 

It was soon found that in most instances chloroform 
was not needed after anaesthesia had been established, and 
that in many cases ether alone on the open mask was 
sufficient even for induction. The claims for this method 
were not only that it produced a minimum of toxic 
saturation, but also that it provided a safe and easy 
stepping-stone to open ether for those administrators who 
hitherto had been accustomed to use chloroform alone upon 
the open mask. By substituting the open for the closed 
method of giving ether it was found that the tendency 
to haemorrhage was practically obviated, a finding which 
we have confirmed in a large experience of open ether in 
general and nose and throat anaesthesia, showing that with 
the closed method the greater tendency to bleed should he 
attributed to some other factor than ether, such as engorge- 
ment of the mucous membrane and the accumulation 
of CO,. 

This subject seems worthy of very careful consideration, 
and I am glad to have this opportunity of eridorsing 
Dr. Watson-Williams’s views as expressed in his letter.— 
Tam, etc., 


Clifton, Bristol, Sept. 22nd. Artuer L, Flemming. 


*." We publish at page 581 this week a note by Sir 
Charters Symonds on the use of Clover’s inhaler in 
tonsillectomy and removal of adenoids.—Ep. B.M.J. 


INTESTINAL AMOEBIASIS IN BRITAIN. 
Sir,—l was much interested in the case, reported by 
Dr. J. Camphell Gilroy, of tropical liver abscess occurring 
in England, published in the British Medical Journal of 
September 22nd (p. 529). 
In a communication by Dr. P. H. Manson-Bahr and 
myself, published in the Transactions of the Royal Society 


of Tropical Medicine and Hygiene, vol. xxii, No. 2, 


August, 1928, we reported five cases of intestinal 
amoebiasis occurring in Northern Europe, four of which 
occurred in France and one in Germany. None of these 
was complicated by liver abscess. 

It would be interesting to know of other indigenous 
cases occurring in this country, as it seems highly probable 
that with the presence of so many ex-service ‘and other 
“ carriers ’’ cases do occur here, but pass unrecognized. 

As Dr. Gilroy points out, the importance of routine 
examination of stools in all cases of persistent diarrhoea 
cannot be over-emphasized.—I am, etc., 


M.R.C.S., L.R.C.P., 
Gravesend, Sept. 22nd. : D.T.M. and - 


STEREOSCOPE AND BINOSCOPE. 


Sir,—There seems to be difficulty in recognizing the. 


difference between-the stereoscope and the binoscope as 
a means for treating cases of squint: even a distinguished 
ophthalmologist has written pointing out that the difference 
is not apparent. _Will you kindly allow me to make a 
short statement in the British Medical Journal to render 
the subject clear? 

In the use of the stereoscope two objects (pictures) are 
employed, and each eye sees only the picture which it is 
intended to see. The field of vision of each eye is thus 
completely screened from that of the other, and no real 
object is seen by both eyes, which can be fixed by both in 
binocular vision, To supply such an object the two pictures 
are made to pppear to occupy the same place’ and fo 


appear as one, and it is this fictitious object, formed by 
the fusion of the two pictures by the apparatus itself, 
which the two eyes are able to fix in binocular vision. 
When a person with normal vision looks through a stereo- 
scope he is able to adjust it by means of his binocular 
vision so that the two pictures appear as one object. 

In squint and other defects of binocular vision it is 
doubtful whether adjustment is ever accurate, and the 
stereoscope fails as a means of treatment. The binoscope, 
by presenting to both cyes in the central unscreened part 
of the field of vision the same actual objects, instead of 
the fictitious substitute employed in the stereoscope, induces 
binocular vision without difficulty, and succeeds as a means 
of treatment. 

In using the binoscope the screened lateral parts of 
the field of vision bring about simultaneous vision, and 
binocular vision of objects in the central unscreened part 
of it readily follows in most cases of squint, so that the 
squint at once disappears for the time, and its permanent 
disappearance is effected by systematic daily use.— 
I an, ete., 
KennetH R. Smitn, M.D. 
Richmond, Surrey, Sept. 13th. 


THE REPRINT PLAGUE, 


Sim,—The invention of printing has been attended with 
many evils, but its advantages are so great that we must 


put up with its disadvantages. But not much can_ be 


said in favour of the more modern invention of reprinting. 
No sooner does an author—especially a scientific author— 
have the good luck to get his paper printed in some 
reputable journal (the adjective is not essential) than he 
proceeds to splash with a cataract of reprints, not only his 
friends, who have to grin and bear it, but also crowds of 
persons upon whose forbearance he has no claims whatever, 

It is true that these persecuted people generally “* lose 
no time ”’ in reading such effusions, and it may be doubted 
whether an author gains a commensurate advantage for 


-his expenditure of so much hard cash in postage. Here 
‘I had better confess that I am an offender myself, or 


someone may give me away. An editor recently offered me 
a hundred reprints of an article of my own, and I was base 
enough to take fifty. My friends don’t spare me, and I 
see no reason why I should spare them. But this does not 
affect the morality of the proceedings ; moralists can gener- 
ally give good reasons for condemning a practice in which 
they themselves indulge. 

I calculate that about 4 per cent. of those to whom 
reprints are sent actually read them, and they belong to 
one or other of two classes: (1) kind-hearted and conscien- 
tious men and women who think it their. duty to read and 
acknowledge these inflictions; (2) friends. As to the first 
class, these kindly persons lead miserable lives and, since 
they are the salt of the earth and so few, it is our duty 
to do something to protect them. Even friends deserve 


‘some little consideration. It is an awkward moment for 


both when first one meets a friend after having sent him 
a reprint. He is not a liar or one would not have chosen 
him for a friend, but neither is he usually a saint, and if 
he can persuade us that he has read and admired our 
lucubration without actually saying so, it does not weigh 
very heavily upon his conscience, for self-preservation 1s 


_Nature’s first law. 


It is to be feared that the two main causes of the 
‘‘ reprint plague ’’ are vanity, and a desire to extend our 


-fame into regions where it would not otherwise have 
penetrated: But the dividing line between «vanity and 
laudable ambition is so thin that it is difficult to suggest 


a remedy which will scotch the one without hurting the 
other, and I am not sure we want to abolish even vanity 
altogether; the vain man certainly does more useful work 
than the one suffering from a sense of inferiority. The 
plague is, however, so virulent and widespread that some- 


thing ought to be done to check its ravages or we shall all 
-smother one another in paper. 


First, then, a few words to the vain man; these can be 


given without offence, because no one who reads this will 
‘think that the remarks apply to him. A’ denunciatory 
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sermon is always enjoyed for the same reason. As I have 
said, only about 4 per cent. of those who receive reprints 
will read them, and very few even of these will take the 
trouble to send flattering remarks to the author. Let him 
remember that we are speaking of averages. If he sends 
out a hundred reprints, it may be that these four persons, 
plus four more, are in the next hundred whom he has not 
circulated; why take so much trouble to court a possible 
tragedy ? : 

On the other hand, the man who is merely afflicted with 
laudable ambition may possibly point to Mendel’s fate, 
and contend that if he had judiciously planted a few 
reprints where they would have done mest good, he would 
not have had to wait till he was dead before receiving 
proper recognition. Well, of course, there is something in 
this, though he should have sent his paper to a journal 
with a decent circulation. 

Because, however, there is something in it, we should 
not’ attempt to suppress the plague by abolishing reprints 
altogether ; we must choose a remedy which, if not pleasant, 
is at least harmless, Why not take a leaf out of the 
procedure of the film trade? I would suggest the setting 
up of a competent board of scientific censors, whose duty 
would be to license reprinting by issuing ‘“ certificates for 
universal exhibition ” in the case of papers of sufficient 
merit to warrant it. Having obtained this licence, the 
happy author could, with a clear conscience, send his 
reprints to as many people as he liked in the sure know- 
ledge that they ought to read his paper, even if they don’t 
want to.—I am, etc., 


Surbiton, Sept. Ist. E. W. Avams, M.D. 


THE ERECT POSTURE. 

Sir,—Many of your readers must have perused with 
pleasure Professor Colin Mackenzie’s interesting and 
suggestive lecture on the importance of zoology to medical 
science (Journal, September 22nd, p. 534). With regard 
to the acquisition of the erect posture by infants, may 
[ recall what Harvey says in his Generation of Living 
Creatures (1653), ‘‘ their first venture to foot it represents 
them a prone kind of cattell which can scarce exalt them- 
selves to the erection of a cock.”’ 

I would like to thank the lecturer for his praise of 
football, of the benefits of which it is proposed to deprive 
our police.—Il am, etc., 


Londen, W., Sept. 2lst. Hexrpert R. Spencer. 


SECURITY OF TENURE IN PUBLIC POSTS. 

Sir,—lI notice in your Educational Number that there are 
given particulars of the various public services open to 
members of the medical profession. The prespects are, in 
many cases, enticing, embracing as they do a pleasant, care- 
free life with gradually rising salary and a pension at the 
end. But a word of warning should be given to those who 
think of entering any public service: first of all, inquire 
what security of tenure is offered. 

In services such as the army and navy there need be 
no doubt. No one can be deprived of his position without 
a full and open inquiry, and then only for grave mis- 
conduct. A large number of public appointments -are 
nowadays held under local authorities, and here, though 
the doctor is compelled to contribute to a pension fund, 
there is no security of tenure whatever. A doctor may be 
given three months’ notice at any time, no matter. how 
many vears he may have been in the service. If the 
authority be so minded it can give the doctor three months’. 
pay in advance and tell him to clear out at once. A doctor 
in one of these services is in just the same position as 
one’s housemaid, to whom one may give notice or give pay 
im lieu of notice. In entering the service he places his 
professional reputation in the hands of the authority, and 
there is none to whom he can apply for help if he is 
suddenly dispensed with. Though the authority is a public 
body it functions as a private employer, and it cannot be 
forced to give any explanation for its action. There is no 
legal redress whatever for the doctor, no matter how 
seriously his reputation may have been damaged. That the 
danger of such an occurrence is very real may be learned 


by a perusal of some of the reports of medical protection 
societies. 

The promise of a pension which may have been the main 
inducement to joining the service is thus ephemeral. In 
law there is nothing to prevent the authority escaping iis 
obligation by giving the doctor three months’ notice to 
leave, just before he becomes eligible for his pension. That, 
of course, is an extreme case, but the practical inference 
is that the longer the doctor stays in the service the less 
secure is his position and the greater the inducement of 
the authority to get rid of him. As the work in many of 
these parochial services is of a specialist nature the doctor, 
after many years spent in one particular branch of medi- 
cine, is less able, should he lose his post and his pension, 
to take up general practice than would be a doctor who had 
been in practice all his professional life. 

Needless to say the doctor’s consciousness of his pre- 
carious position has a prejudicial effect on his independence 
of action. To amplify the housemaid analogy; it ‘is as if 
one said to her, ‘‘I will pay you so much a week, but 
every week you must return to me part of your wages. 
When you have reached the age of 60 and have done thirty 
years’ service I will give you a pension. But I reserve the 
right to give you a week’s notice at any time. If I do so, 
your chances of getting employment anywhere else will be 
very small.’’ Most people would say that the housemaid 
who entered such a service showed a child-like faith in 
her empioyer. 

For the benefit of those of your readers who may be 
a little hazy as to who constitute ‘local authorities ”’ 
I would say that they are such bodies as boards of 
guardians, county, borough, and town councils with their 
subsidiaries, public health, watch, and asylum visiting 
committees.—I am, etc., 


Wedmore, Sept. 18th. H. C. McManvs. * 


THE PETTIGREWS. 

Sir,—In his interesting Nova et Vetera article on the 
Brompton Medical Book Society in your issue of September 
15th (p. 494), ‘“‘H. R.” refers to Dr. William Vesalius 
Pettigrew of Chester Street. This gentleman was men- 
tioned in a previous Nova et Vetera article in the British 
Medical Journal, on ‘‘ An Old Directory,’ on January 
3th, 1900, and he was the subject of an interesting corre- 
spondence in the issues of January 20th and 27th of that 
vear. He was the son of a more distinguished man, 
Thomas Joseph, known as ‘‘ Mummy” Pettigrew, from 
his having given a lecture and demonstration on that 
subject at the Royal Institution, when he spent some 
hours in unrolling 900 yards of bandages. William 
Vesalius, his son, claimed the -authorship, in his entry 
in the first (1845) London Medical Directory, of an 
‘*annonymous ”’ work on the diseases of children. 

‘©H. R.”’ comments on the moral courage of the founders 
of the Brompton Society in fixing the number of its 
members at thirteen. The ridiculous superstition connected 
with this number was then much more limited in its scope 
than it is in this credulous age. Ill luck was confined to 
the first to rise of a party of thirteen at table. The 
analogy of the Last Supper is obvious enough. So far 
from thirteen having been anciently an unlucky number, 
it seems to have been chosen as auspicious, being the number 
of Christ and his Apostles, and was quite ¢ommonly the 
number for which provision was made in founding alms- 
houses and such like.—I am, ete., 


London, S.W., Sept. 20th. E. Murrueap Litter. 


Aniversities and Colleges. 


UNIVERSITY OF LONDON, 
UNIVERSITY COLLKGE. 

i 1928-29 opens at University College, London, on 
Honaay, October Ist. <a le of the Faculty of Medical Sciences 
will be received by the Provost and Dean on that day as follows: 
First-year students between 10 a.m. and 1 p.m.; students of later 

2.15 and 4 p.m. 
that been arranged for the first term 
includea course on “ Smoke pollution of the air and public health,” 
by Dr. John Owens on November 2nd, 9th, and 14th at 5.30 p.m. 3 
Sir Napier Shaw will preside at the first lecture, Particulars of 
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these and other public lectures may be had on application to 
the secretary, University College, London, W.C.1. A stamped 
addressed envelope should be enclosed. i 
The following elections in the faculty of Medical Sciences of the 
College have been made: ; 
Entrance Scholarship (£30 a year for threé years) : C. Qvist (first year) ;- 
F. R. Bettley (second year). Bucknill Scholarships: KE. Galinsky 
(00 guineas); D. A. Andersen (60 guineas). Exhibitions (55 guineas 
each): Freida Yarmalinsky; J. W. James. Epiom Scholarships :- 
C. B. Lanyon (second year); D. Joy (first year; awarded subject to 
completion of the First Medical Course examination in December, 
1923). sSharpey Physiological Scholarship (£115): E. Ogden, B.Sc. 
Perey F. Macgregor Research Scholarship in Embryology (£50): 
Frances E. Ince, B.Sc 


The Services. 


MEMORIAL TO JAMES LIND. 
An altar painting in memory of Dr. James Lind, the ‘‘ father 
of nautical medicine,’’ was unveiled on September 23rd by 
Surgeon Rear-Admiral A. J. Hewitt, in the chapel of the Royal 
N ee Hospital at Haslar, where Lind was physician from 1758. 
to 1783. 

James Lind was born in Scotland in 1716, and at the age of 
15 was registered as an apprentice to a Fellow of the Edinburgh 
College of Surgeons, subsequently becoming a surgeon in the 
navy, with which he served until about 1747. He resided in 
Edinburgh for the ten years from 1748, and during this period 

raduated M.D., was elected a Fellow of the College of 

hysicians, and published A Treatise on the Scurvy, the first 
written by a physician with experience at sea. Its importance 
may be gauged from the fact that in the then recent naval war 
scurvy had proved a more deadly enemy than the French and 
Spanish fleets. Lind’s~ suggested remedy was the use of 
oranges, lemons, eo food, and onions, or, in their absence, 
of lemon juice. In 1757 he published An Essay on the most 
effectual means of preserving the Health of Seamen in the Royal 
Navy, and a year later was appointed physician at Haslar. He 
contributed papers on fevers and infection to the Philosophical 
and Medical Society of Edinburgh; described a simple method 
of supplying ships with fresh water by distillation, following 
his discovery that the steam from salt water was fresh, to the 
Royal Society in London in 1762, and six years later published 
An Essay on Diseases Incidental to Europeans in Hot Climates, 
which, like his treatise on scurvy, attracted notice throughout 
Europe. It is interesting to recall, as illustrating the versa- 
eae | of the medical profession, that a contemporary of Lind’s 
of the same name, born in Scotland twenty years after him— 
and, like him, an M.D. of Edinburgh and a Fellow of the 
College of Physicians in that city—served as a surgeon with 
the East India Company, visiting China in 1766. This second 
James Lind afterwards published a Treatise on the Fever of 
1762 at Bengal, became physician to the royal household at 
Windsor and a Fellow of the Royal Society of London, and was 
an intimate friend of Shelley. He achieved some distinction 
also in the fields of astronomy, meteorology, and geography, and 
took part in an expedition to Iceland. 


‘DEATHS IN THE SERVICES. 
- Brigade Surgeon Lieut.-Colonel James Arnott, Bombay 
Medical Service (retired), died at Wyseley House, Kirtlebridge, 
Dumfriesshire, on August 18th, aged 83. He was born in 1845, 
and educated at Glasgow, where he graduated as M.D. and 
C.M. in 1866, and entered the I.M.S. as assistant surgeon on 
April Ist, 1867, attaining the rank of brigade surgeon in 1891, 
and retiring in 1888. He served in the Abyssinian campaign of 
1867-68, receiving the medal, and in the Afghan war of 
1879-81, when he took part in the defence of Kandahar, the 
sortie of Dih Khoja, and the battle of Kandahar. He was 
mentioned in dispatches in the London Gazette of December 
3rd, 1880, and received the medal with a clasp. In 1896 he was 
granted a good service pension, and at the time of his death 
had drawn such a pension longer than any other officer in the 
Indian army except one. For fifteen years after his retirement- 
he was medical adviser to the Colonial Office for Scotland, and 
he had served on the board of governors of the Simpson 
Memorial Hospital and the Victoria Hospital for Consumptives 
in Edinburgh. He leaves a widow, one son (who is a major 
in a Gurkha regiment), and three daughters. Lieut.-Colonel 
Arnott came of a family which had been settled in Dumfries- 
shire, in and around Ecclefechan, for nearly two centuries, and 
which had given several medical officers to tlie East India 
Compeny:» service. His father, Surgeon John Arnott, entered 
the Bengal service in 1837, and died while still comparatively 


young in 1645. His uncle, Francis Shortt Arnott, entered 


the Bombay service in 1829,°and rose to be inspector-general, 


after serving in the Punjab war of 1848-49, in the siege of 


Multan and at the battle of Gujerat ; and in the Indian mutiny 
of 1857-58, in Central India, and the long campaign in pursuit 
of Tantia Topi. Another James Arnott, of the previous genera- 
tion, was in the St. Helena Medical Service, where he was 
superintending surgeon, and retired in 1835, after the company 
handed over the island of St. Helena to the’ Crown. He was 
said to have taken part in, or been present at, the post-mortem 
examination of Napoleon, and lived till 1883. 


Colonel John Herbert Whitehead, D.S.O., formerly of the 
R.A.M.C., died in Brompton Hospital, London, after an 
operation, on July 11th, aged 58. He was born at Addiscombe 
on September 30th, 1869, educated at Charing Cross Hospital, 
and took the M.R.C.S. and L.R.C.P.Lond. in 1893. After 
serving as house-surgeon and house-physician at Charing Cross, 
he entered the army as surgeon lieutenant on January 29th, 
1895, but resigned his commission in the following year, on 
June 17th, 1896. He then went to South Africa, and settled in 
practice at Johannesburg. On the outbreak of the Boer war 
he was ordered to join the Boer army or clear out of the 
country. He chose the latter course, and made his way to 
Ladysmith, arriving there in the last train which got through 
before the siege. He took service with the British troops as 
a civil surgeon, and served throughout the siege of Ladysmith, 
and until peace was made in 1902. He then joined Baden- 
Powell’s police as medical officer. When that force was dis- 
banded he was stationed at Harrismith in the Orange River 
Colony, and started in practice in that town, also going in 
for municipal work, and being elected mayor. When the recent 
great war began in 1914 Harrismith was occupied by the rebel 
forces. He escaped, joined Botha’s troops, and served through- 
out the suppression of the rebellion and the conquest of 
German South-West Africa. He was prevented by illness from 
accompanying the South African contingent to Egypt and 
Europe, and on his recovery went to German East Africa in 
command of a field ambulance, and for his services in that 
campaign received the D.S.O., subsequently serving as A.D.M.S. 
at Dar-es-Salaam, and during the demobilization as A.D.M.S. 
at Durban. After the war he bought a farm at Plains, Natal, 
and settled there, practising his profession and farming. In 
1900 he married Maude Kathleen Love, who had served as a 
nurse with him on the hospital ship Avoca, and leaves a widow 
and two daughters. 


Lieut.-Colonel Manmatha Nath Chaudhuri, Indian Medical 
Service (retired), died at Mussurie, in the United Provinces, 
India, on June 30th, aged 56. He was born on July 26th, 
1871, and~edneated at the Calcutta Medical College and at 
Edinburgh University, where he graduated as M.B. and C.M. 
in 1897. Entering the I.M.S. as lieutenant on July 27th, 1899, 
he became lieutenant-colonel after twenty years’ service, and 
retired on January 27th, 1927. During the recent war he served 
in Mesopotamia, and afterwards in Waziristan, on the North- 
West Frontier, in 1919-20, and was twice mentioned in dis- 
patches—in the London Gazette of August 15th, 1917, and of 
June 10th, 1921. Most of his service was spent in civil employ 
in the’ Madras Presidency, where, before his retirement, he held 
the posts of professor of pathology in the Madras Medical 
College and superintendent of the Government General Hospital, 


Madras. 


Lieut.-Colonel Jarlath ffrench-Mullen, Bengal Medical Service 
(retired), died in Ireland on June 4th, aged 72. He was 
bern in 1855,’the fourth son of Lawrence Mullen of Tuam, 
and educated at Queen’s College, Galway, graduating M.D. 
and M.Ch. of the Queen’s University, Ireland, in 1873, when 
he was only 17. He entered the Colonial Service in 1874, 
and served as a district surgeon in Jamaica for three years. 
In 1877 he entered the Army Medical Department, passing in 
first, but resigned after the Netley course in January, 1878. 
He entered’ the I.M.S. as surgeon on March 30th, 1878, again 
passing in first, attained the rank of lieutenant-colonel after 
twenty vears’ service, and retired in 1906. His whole service 
was spent in civil employment in Bengal, where he held the 
civil surgeoncies of Rajshahai and Bardwan successiveiy. for 
many -vears, during the latter half of his service. He was the 
author of two books of verse, published under the pseuaonym 
of Iahrflaith ""—Fastern Sunsets (1903), and White Hoses 
(1905). Jarlath ffrench-Mullen was the youngest of four 
brothers, all of whom entered the public medical services. The 
eldest, St. Laurence, was a staff surgeon in the navy. After 
his retirement he contested South Dublin, without success, as 4 
Parnellite, in 1892. The second and third brothers were both 
in the Bengal Medical Service. Thomas ffrench-Mullen entered 
in 1866, retired in 1896, and died two months later. The third, 
Douglas ffrench-Mullen, entered in 1877, retired in 1912, a 
died in 1920. These two both spent their service in Indian 
native States, under the Foreign Department. All four brothers 


entered the services under the name of Mullen, and ad 
ffrench to their names in 1890. 
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Mrpict 980 


Obituary. 


ROBERT KNOX, M.D., M.R.C.P., 
D.M.R.E., M.I.E.E., 

Honorary Consulting Radiologist, Queen Alexandra Hospital, 

Millbank; Director of the Electrical and Radio-Therapeutical 

. Department of the Cancer Hospital. 
Tur untimely death, on September 2ist, of Dr. Robert 
Knox, in his sixty-first year, inflicts a heavy loss on 
British radiology. Knox was in the very front rank of 
his profession, and had come to occupy a unique position 
in the esteem and affection of x-ray workers, both in this 
country and abroad. Few men have held higher ideals and 
so unremittingly endeavoured to live up to them. 

Robert Knox was born in Leith, and received his medical 
education at Edinburgh and Guy’s Hospital. He graduated 
M.B., C.M.Ed. in 1892, and proceeded M.D. five years 
later. In 1898 he obtained the diplomas M.R.C.S., 
L.R.C.P., the M.R.C.P. in 1926, and the D.M.R.E.Camb. 
in 1925. He settled in High- 
gate in 1894, and by sheer hard 
work and ability built up a 
large and successful practice. 
During that time he took an 
interest in local affairs and 
served on the Hornsey Borough 
Council, where his’ medical 
knowledge proved of great 
advantage to the community. 
He received the appointment of 
clinical assistant in the patho- 
logical department at the Royal 
Northern Hospital, where he 
became associated with Sir 
Thomas Horder. 

Knox’s foresight stood him in 
good stead when the z rays were 
discovered. He at once took up 
the study of radiology, and later 
proceeded, while still in general 
practice, to establish himself in 
Harley Street as a consultant 
in this science. Presently he 
devoted himself wholly to the 
subject. His name became asso- 
ciated with an immense ability 
for taking pains, and _ this, 
coupled with a shrewd intelli- 
gence and a patent sincerity, 
brought him among the acknow- 
ledged leaders of his profession. 
His gentle, unassuming, and 
kindly ways inspired the con- 
fidence of his patients and endeared him to his colleagues. 

Knox held for many years the directorship of the 
electrical and radiotherapeutic department at the Cancer 
Hospital in the Fulham Road, and here he undertook 
work on the treatment of cancer by x rays and radium 
which earned for him an international reputation. As 
recently as last July he was paid the signal compliment of 
being invited to give an address on the subject at the 
International Congress of Radiology at Stockholm; he had 
laid his plans at the hospital for a team attack on the 
question during the coming year. During his career Knox 
Was also associated with King’s College Hospital, the Royal 
Northern Hospital, the Queen Alexandra Military Hospital, 
Millbank, and the Chelsea Hospital for Women. 

Apart from his hospital, and consulting practice, Knox 
worked unceasingly and ungrudgingly for British radio- 
logy, and did not spare himself in its service. His essential 
fairness and unselfishness, his freedom from prejudices, 
his wise counsel and his gifts as a conciliator found great 
scope on councils and committees. He was a past-president 
of the Réntgen Society and of the Electro-therapeutics 
Section of the Royal Society of Medicine. He played a 
leading part in the formation of the British Institute of 
Radiology, was first chairman of its management com- 
mittee, and vice-president at the time of his death. As 
far as the Institute is concerned his loss is well-nigh 


irreparable. Knox was editor of the British Journal of 
Radiology for more than thirteen years, and his well- 
known book, Radiography and Radio-therapeutics, brought 
him great distinction; Part I of the fourth edition was 
reviewed in the British Medical Journal on March 8th, 
1924 (p. 429). : 

He was a member of the War Office X-Ray Advisory 
Committee, of the Y-Ray and Radium Protection Com- 
mittee, of the Council of the Imperial Cancer Campaign, 
of the Radiology Committee of the Medical Research 
Council, and many others. He had much to do with the 
establishment of the diploma in radiology at the University 
of Cambridge, and he was one of the founders of the 
Society of Radiographers. He examined for the diplomas 
in radiology at Cambridge and Liverpool. It is known 
that the International- Congress of Radiology owes its 
origin mainly to his vision and pertinacity: he was chair- 
‘man of committee at the first congress in London three 
years ago. He was elected a member of the Institution 


Rosert Knox, M.D. 


‘of Electrical Engineers, and an honorary member of the 
American Roentgen Ray Society, 
of the American College of 
Radiology, and of the Scan- 
dinavian Réntgen Ray Society. 
He found time also for work 
in connexion with the British 
Medical Association. He was 
secretary of the Section of 
Klectro-therapeutics at the 
Annual Meeting in 1912 at 
Liverpool; vice-president of this 
Section at the Annual Meeting 
in 1920 at Cambridge; and 
president of the Section of 
Radiology and _ Electrothera- 
peutics at the Annual Meeting 
in 1921 at Newcastle-on-Tyne. 
Knox has left a lasting name in 
the science he loved so well, 
and there are many who not 
only lament the loss to British 
radiology, but grieve at heart 
at the taking away of a loyal 
friend and one who always lifted 
his eyes to the hills. 

; G. W. C. K. 


Mr. C. Tuurstan 
Ch.M., F.R.C.S., lecturer in 
radiology in the University of 
Liverpool, writes: 

My acquaintance with Robert 
Knox began about twenty-three 
years ago. It began radio- 
logically. I happened to see some very beautiful 
radiographs which were taken at a time when it 
was not so easy to get good results as it is now, 
I asked who took them, and then paid a visit to 
the Northern Hospital at Highgate to find a youngish, 
very reserved, very enthusiastic man in charge of an a-ray 
department which, in those days, was turning out better 
work than that produced in most hospitals. Knox was one 
of the most reserved of men; he did not make friends 
easily, but if once you penetrated his armour you found, 
hidden by this reserve, a most lovable man and a most 
sterling friend. Happy in his home life, happy in his 
wife and his children, his work was at the same time his 
only hobby. The amount of work he did was stupendous, 
and it was all done in the most thorough manner. Knox 
was fortunate in that he very early on became a good 
pathologist; this knowledge of pathology did him good 
service when he took up z-ray work, and was one of the 
things which made his opinion of such great value. 

His place in British radiology will not be easy to fill. 
Apart from the splendid editorship of the British Journal 
of Radiology for so many years, there was no movement 
for the advance of radiology in which he was not one of ° 
the prime movers. In his work for the British Institute 
of Radiology, the Réntgen Society, the Electro-thera- 
peutics Section of the Royal Society of Medicine, on the 
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Protection Committee, and for various other things he 
never spared himself, his time, or his money. It may be 
added that he was largely responsible for the building of 
the Edinburgh X-ray Department. Probably the most 
valuable bit of work he ever did was initiating the first 
International Congress on Radiology in London in 1925. 
It is not too much to say that this congress would never 
+have been held except for Knox. He insisted, and eventu- 
ally induced all British radiologists to support him. The 
congress was an outstanding and brilliant success, and it 
owed more to him than to anyone else. He managed to 
attend the second congress in Stockholm this year, but, 
although he was able to read a paper there on therapy, 
it was obvious to all his friends that he was seriously ill, 
and that it was only his indomitable will which had carried 
him through. 


Dr. A. E. Barcray, lecturer in radiology in the Univer- 
sity of Manchester, writes: 

There is not a radiologist in this country who will not 
feel the loss of Robert Knox, that quiet, wise counsellor, 
that hearer of grievances, that man who could wait and 
wait till passion had gone and reason could have its say. 
His work for radiology, and for every man associated with 
radiology, was his mission in life, and to this end he gave 
of himself unstintingly seven days a week. Waking and 
sleeping, it was radiology in one form or another that was 
in his mind, and more particularly in these last few 
years when he spent so much thought on radiology in 
relation to cancer. What a willing horse he was! If 
there was a job to be done he would rather do it 
himself than worry others into*doing work which was 
obviously theirs, not his, to undertake. If he had a fault 
it was that of undertaking too much; yet his accomplish- 
ment was such that he managed somehow to keep up with 
all the varied interests with which his name is so closely 
associated. Yes, Robert Knox will be missed, sadly 
missed, but he has done a great work, and we must be 
thankful for it. 


Dr. G. B. Barren, past-president of the Réntgen Society, 
writes : 

Dr. Robert Knox at the Royal Northern Hospital was 
one of the first to produce x rays by employing the alter- 
nating current from the mains. He followed Dr. Low as 
honorary secretary of the Réntgen Society, helped to found 
the British Association for the Advancement of Radiology 
and Physiotherapy, and, with Sir Archibald Reid, estab- 
lished ‘the British Institute of Radiology. He was also 
prominently associated with the amalgamation of the 
Rintgen Society and the British Institute of Radiology. 
He was a ruling, if not the ruling, spirit in both these 
societies, and in the Electro-therapeutic Section of the 
Royal Society of Medicine. His colleagues quickly learnt 
to appreciate him for his breadth of vision, thoroughness, 
and balance; we all came to love this very quiet, modest, 
and efficient man. He brought to bear on every problem, 
whether clinical or of policy, a kindly dignity which evoked 
calmness and good results. Abroad he was probably the 
ee British radiologist, and he will be greatly 
missed. 


Dr. ArcHIBaALD DunBar Waker, who died at his residence 
in Hampstead on September 21st, where he had been 
living since his retirement, had spent nearly forty-five 

ears in practice in London. The son of a surgeon in 

he East India Company’s service, he was born in India 
in 1847. He received his medical education at the 
University of Edinburgh, graduating M.B., Ch.B. in 1868, 
and proceeding M.D. in 1871, having obtained the diploma 
M.R.C.S.Eng. in 1870. After some years as a medical 
missionary in Palestine, he commenced practice in London, 
where he spent forty-three years in the Ladbroke Grove 
and Notting Hill districts. He was a Feliow of the Royal 
Society of Medicine and a member of the Harveian Society 
and also, during his active professional life, a member 
of the British Medical Association. Dr. Walker was the 
author of several books, including Egypt as a Health Resort 
and The Parent’s Medical Note Book, and several contribu- 
tions from his pen appeared in the British Medical Journal 


almost fifty years ago. His sister, Dr. Eliza Walker 
Dunbar (who assumed the name Dunbar in 1874) died in 
August, 1925, in her eightieth year, at Clifton, Bristol, 
where, in spite of her age, she was still engaged in practice ; 
she was among the pioneer medical women in this country 
and was practising so long ago as 1873. Dr. Walker’s 
eldest son, Lieut.-Colonel N. Dunbar Walker, R.A.M.C., 
has carried the family connexion with the medical pro- 
fession into the third generation. 


The following well-known foreign medical men have 
recently died: Professor Cuartes Ernest Firxet of Liege, 
formerly president of the Belgian Royal Academy of 
Medicine, and one of the most eminent savants in Belgium, 
aged 76; Dr. A. Ruavutt, formerly president of the French 
society of laryngology, and the author of several articles 
on diseases of the throat; Professor SrsenMann, a Basle 
laryngologist, aged 76; Dr. Jean Jacques Maticnon of 
Chatel Guyon, formerly medical adviser to the French 
Legation at Pekin, where he distinguished himself during 
the siege by the Boxers, and the author of several works 
on life in China, aged 61; Dr. Fromasrt, a Bordeaux 
ophthalmologist; Colonel Cart Bouny of Basle, senior 
medical officer of the Red Cross; Professor Paven Kucera, 
director of the Prague Institate of Hygiene; Professor 
E. Barts, a Berlin physiologist, aged 65; Dr. Josxrn 
Merckx, a Brussels oto-rhino-laryngologist; Professor 0. 
Kiniani, formerly professor of surgery at New York; 
Professor G. Rossier, a Lausanne gynaecologist, aged 65; 
Professor Emu Fromm, director of the Institute of Medical] 
Chemistry; and Professor L. BurGEensTeIn, an authority 
on school hygiene at Vienna. 


Medical 


Sirk WILLIAM WATSON CHEYNE, Bt., F.R.C.S.. will preside at 
the opening of the winter session at King’s College Hospital 
Medical School, Denmark Hill, S.E., on Wednesday, October 
3rd. Professor Ernest Barker will deliver the introductory 


address at 2.30 p.m. 


THE winter session of the London (Royal Free Hospital) 
School of Medicine for Women opeus on Monday, October Ist, 
at 3 p.m., when Dr. Andrew Balfour, C.B., C.M.G., will give 
the introductory address on ‘‘The tropical field: its possi- 
bilities for medical women.”’ 

THE annual prize distribution at St. George’s Hospital 
Medical School wil! be held in the board room of the hospital 
on Monday, October Ist, at 3 p.m., when the inaugural 
address, entitled ‘“‘ Hydrocephalus: a study in phylogeny 
and pathology,” will be delivered by Sir John Bland-Sutton, 
Bt., F.R.C.S. The annual dinner will be held the same 
evening at the Hyde Park Hotel at 7.15 for 7.45 p.m., when 
the chair will be taken by Dr. W. 5S. Fox. 

THE introductory address at the Royal Veterinary College, 
Great College Street, Camden Town, N.W., will be given by 
Sir Merrik R. Burrell, Bt., chairman of the General Purposes 
Committee of the Board of Governors, on Tuesday, October 
2nd, at 3 p.m. The chair will be taken by Sir Archibald 
Weigall. 

THE inaugural address at the opening of the eighty-seventh 
session of the School of Pharmacy of the Pharmaceutical 
Society of Great Britain will be given by Mr. Reginald R. 
Bennett, B.Sc., F.I.C., chairman of the Pharmaceutical 
Conference, at 17, Bloomsbury Square, London, W.C., on 
Wednesday, October 3rd, at 3p.m. The presentation of the 
Pereira Medal will take place on the same occasion. 

THE Harben Lectures on studies in asthma and related 
diseases before the Royal Institute of Public Health will 
be given at 37, Russell Square, W.C.1, by Dr. Arthur T. 
Henderson on October 23rd, 26th, and 30th, at 4 p.m. A course 
of lectures on industrial diseases will commence on October 
17th at 4 p.m., when Dr. E. Graham Little, M.P., will deal 
with the health of the medical practitioner. 

AT the meeting of the Royal Sanitary Institute to be held 
on Friday, October 5th, in the Town Hall, Lowestoft, a dis- 
cussion on economy in refuse disposal will be opened by 
Mr. 8. W. Mobbs. The chair will be taken at 5 p.m. by 
Professor A. Bostock Hill, M.D. 

Sirk JoHN W. THOMSON-WALKER, F.R.C.S., has beet 
appointed a Deputy Lieutenant for the County of London. 
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FroM October Ist the administrative offices of the Medical 
Research Council, hitherto at York Buildings, Adelphi, will 
be at 358, Old Queen Street, Westminster, S.W.1 (Telephone : 
Victoria 5027). ‘he offices of the Industrial Fatigue Research 
Board will also be at the new address. 

A COURSE of elementary lectures on infant care will be 
given by Dr. Prudence Gaffikin, in the Lecture Hall, Carnegie 
House, 117, Piccadilly, W.1, on Thursdays, from 7.30 to 
8.30 p.m., from October 1lth to December 13th. 

A COURSE of post-graduate lectures on nutrition, intended 
for health visitors, nurses, midwives, and superintendents of 
infant welfare centres, will be given at the Infants Hospital, 
Vincent Square, Westminster, S8.W., on Mondays, from 
October 8th to December 10th, from 6.30 to 7.30 p.m. 

A NEW course of lecture-demonstrations, arranged by 
the South-West London Post-Graduate Association at the 
St. James’s Hospital, Ouseley Road, Balham. S.W.12, will 
begin on Wednesday, October 24tb, at 4 p.mm., when Professor 
Vv. H. Mottram wil speak on the white and brown bread 
controversy. The lectures will be continued on succeeding 
Wednesdays, at the same hour, until December 4th. 


THE course of post-graduate lectures at the Ancoats 
Hospital, Manchester, for the session 1928-29 will open on 
Thursday, October 4th, at 4.15 p.m. The series consists of 
three lectures by Dr. W. J. 8S. Reid on diseases of the 
sympathetic nervous system, to be given on October 4th, llth, 
and 18th, two lectures by Mr. Diggle on ear, nose, and throat 
diseases, on October 25th and November Ist, and two lectures 
by Dr. Renshaw on November 8th and 15th, one on recent 
advances in medical and surgical antisepsis and the other on 
urine, with special reference to laboratory aids to diagnosis. 
There is no fee for the course, to which medical practitioners 
and senior students are invited. Tea will be served each day 
at 3.45 p.m. 

A THREE-DAY post-graduate course will commence at St. 
Mary’s Hospital, Paddington, on Saturday, October 6th, when 
the following subjects will be dealt with. At 11 a.m. Dr. 
Reginald Miller will speak on the intestinal child; at 12 noon, 
Sir William Willcox on food poisoning and paratyphoid infec- 
tions; at 2.15 p.m., Dr. A. Hope Gosse on prognosis in heart 
disease; and at 3.15 p.m., Mr. R. M. Handfield-Jones on 
recent advances in everyday surgery. On Sunday, October 
7th, Mr. Aleck Bourne will discuss, at 10.15 a.m., the new 
ovarian hormecnes; at 1l a.m. Dr. C. M. Wilson will deal with 
some common difficulties in diagnosis; and at 12 noon Dr. 
Zachary Cope will give a demonstration of clinical cases 
and pathological specimens. On Monday, October 8th, the 
subjects to be dealt with include the use of radium in 
nialignant disease, by Mr. Duncan C. L. Fitzwilliams, at 
11.15; some surgical obsessions, by Professor C. A. Pannett, 
at noon; the nature and relief of some common gastric 
symptoms, by Dr. John Ryle, at 12.15 p.m. ; and at 3.15 p.m., 
some pitfalls in obstetrics, by Dr. T. G. Stevens. The meet- 
ings will be held in the library of the Medical School, and are 
open to all medical practitioners without fee. 


THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that at the Prince of Wales’s General 
Hospital, Tottenham, there will be an all-day course in 
medicine, surgery, and the specialties from October 8th to 
20th. During the same period the Chelsea Hospital for 
Women will hold a course in gynaecology. From October 8th 
to 27th there will be a special course at the Central London 
Throat, Nose and Ear Hospital, consisting of clinical, 
practical operative, and pathology sections. On Tuesdays 
and Thursdays in the four weeks from October 9th the 
Tropical Hospital will hold a course of clinical instruction 
in tropical diseases, and from October 15th to 27th the 
Hospital for Sick Children, Great Ormond Street, will 
provide a special morning course of children’s diseases. 
Professor Louise McIlroy will give four lecture-demonstra- 
tions on ante-natal treatment at the Royal Free Hospital, 
beginning on Friday, October 26th. From October 29th to 
Noveniber 10th there will be a practitioners’ course in 
medicine,. surgery, and the specialties at the Hampstead 
General Hospital in the afternoons. In addition, weekly 


. clinical demonstrations at various hospitals, demonstrations 


on Wednesday afternoons at the Wellcome Museum of 
Medical Science, and a series of lectures on Mondays 
at 5 p.m. at the Medical Society, 11, Chandos Street, W.1, 
have been arranged, all being open to members of the 
medical profession without fee. Syllabuses of these and of 
all courses may be obtained from the Fellowship of Medicine, 
1, Wimpole Street, W.1. 

A POST-GRADUATE course on rheumatism, including the 
etiology, pathology, differential diagnosis, and surgical and 
orthopaedic treatment of chronic arthritis, will be held at 
Aix-la-Chapelle from October 18th to 20th. The fee is M.10. 
Further information can be obtained from the Rheuma- 
Forschungs-Institut, Landesbad. Aachen. 


O01 
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AMONG the speakers from foreign countries at the second 
international conference on light and heat in medicine, 
surgery, and public health, to be held in London from 
October 29th to November Ist, will be Dn Franz Nagel- 
schmidt of Berlin; Professor Jesionek of Giessen, who will 
contribute a paper on ultra-violet therapy in dermatology}; 
and Dr. Wilhelm Flaskamp of Erlangen, who will speak on 
conservative treatment in gynaecology, with special refer- 
ence to the use of light and heat. The chair, at the opening 
ceremony of the exhibition, will be taken by Dr. F. E. 
Fremantle, M.P. The honorary organizing secretaries are 
Drs. W.-Kerr Russell and R. King Brown. 


AT the recent Model Engineering Exhibition held in the 
Royal Horticultural Hall, Westminster, the Admiral Bacon 
cup for the best amateur work, and a silver medal, were 
awarded to Dr. C. Nepean Longridge for his working model 
of the Bluc Funnel steamship Meriones. 


THE minutes of evidence taken by the Departmental 
Committee on Ethyl Petrol during the four public sessions 
held in April, May, aud June have now been published, and 
are obtainable from H.M. Stationery Office (price 53. 6d. net); 
they comprise the evidence heard prior to the preparation 
and issue of the interim report (Cmd. 3159), which was 
reviewed in the Journal of August 4th (p. 219). Among the 
witnesses examined were representatives of the manufac- 
turers and importers of ethyl petrol, of the United States 
public health service, and of certain Government depart- 
ments, including Dr. J. C. Bridge, of the Home Office; 
evidence was also given by Sir William Pope, Professor H. B. 
Baker, Professor G. I. Finch, and Dr. Myer Coplans. Reports 
of the proceedings were published inthe Journal? after each 
meeting of the Committee, but the minutes of evidence now 
available give a much fuller account; they are accompanied 
by the memorandums submitted by various witnesses, and 
disclose many points of interest to those who are concerned 
with this problem. 


MR. BERNHARD BARON has by deed transferred the sum of 
£575,000 Four per Cent. Consolidated Loan to trustees for the 
foundation of a trust to be called ** The Bernbard Baron 
Trust for Hospitals and Asylums for Orphans and Crippled 
Children.” It is provided that during the next twenty years 
the total amount available for distribution shall be approxi- 
mately the same each year, and the trustees shall in every 
year apply such part of the capilal and income of the fund as 
they deem fit for the benefit of hospitals of various kinds and 
homes and institutions for the care of orphaned and crippled 
children. The money. available is directed to be applied in 
the proportion of 75 per cent. among Christian and undenomi- 
national hospitals, homes, and asylums, and 25 per cent. 
among similar institutions under Jewish control. The 
Marquess of Reading is nominated chairman of the board of 
trustees, and the annual distribution will take place on 
December 5th of each year, which is the anniversary of the 
donor’s birthday. 


A REGISTERED medical practitioner named Joseph 
Randolph Morell Mackenzie appeared before Mr. Campion 
at the Tower Bridge Police Court, on September 17th, in 
answer to summonses under the Dangerous Drugs Act for 
failing to enter in a register particulars of various purchases of 
morphine sulphate. I¢ was stated that when the summonses 
were served the defendant showed entries in a memorandum 
book relating to the purchases in question, admitting that 
they had been made after an inquiry had been started by the 
police. Mr. Davis, defending, said the practice of medical 
men was extremely lax in these matters, and urged that the 
Act referred to supplying drugs and not to purchasing them ; 
he added that the defendant did not realize what the regula- 
tions implied. The magistrate thought that doctors must be 
well aware of the import of the regulations. Answering 
questions, the defendant said that he had not kept a register 
for the past nive years, and that the Act did not apply in 
Northern Ireland, where he had been. Mr. Howe, who 
represented the Director of Public Prosecutions, mentioned 
that Dr. Mackenzie had been charged at Ramsgate in April 
with stealing tablets of morphine sulphate, and in June was 
sent to a home for drug addicts until he could be certified as 
cured, when he was released under the Probation Act. The 
defendant was remanded for three months on his own and 
one other surety in £50 each, a colleague promising to look 
after him. 

ABouT 250,000 cases of dengue are reported as having 
occurred in Greece in the course of three weeks. 

Dr. F. D’HERELLE of Paris, who is well known for his 
study of the bacteriophage, has been appointed professor of 
bacteriology at Yale University. 

INSPECTOR- GENERAL DopTeR, the well-known French 
epidemiologist, has been nominated director of the health 
service of the military government of Paris. 
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Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be | 


addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W,C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British MepicaL JourNaL 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published im the 
British Mepicat JournaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of tlie British Medical Association 
and the British Mepicat Journat are AUSEUM 9861, 9862, 9363, 
and 9S64 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

EDITOR of the British Mepicat Journat, Aitiology Westcent, 


London, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, (telegrams: Associate, 
Edinburgh; telephone 24361 Edinburgh) 


QUERIES AND ANSWERS. 


VISCERAL PAIN. 

** ANCEPS ”’ writes: I shall be grateful for a reference to the latest 
views on the causation of visceral pain. Iam acquainted with 
the theories of Mackenzie. Head, Sherrington, and the later 
publications of Ryle and Morley. Both the latter appear to 
differ sharply iu their opinions from the earlier writers men- 
tioned. I would like, if possible, to obtain information, from 
both the sensory and motor aspects of the subject. 


DERMATITIS EXFOLIATIVA. 

Dr. F. H. B. Norrie (Calcutta), replying to “* W. M. B.”’ (British 
Medical Journal, August 4th, p. 227), refers to a case of this 
condition cured by a course of injections of urea-stibamine 
(Indian Medical Gazette, March, 1927). Equally good results 
followed this treatment in a second case. 


“k. A. C. H,” writes: In answer to “C. A.’s” inquiry about 
vaginismus (September 8th, p. 473), [had a very similar case, 
any attempt at the act proving extremely distressing. I advised 
cocainéd vaseline’ (8 grains to the ounce), to be applied to the 
vulva a quarter of au hour before any act. I particularly advised, 
for obvious reasons, that smearing the clitoris should be avoided. 
This the patient quite understood. My advice was apparently 
attended with success, for it was not long after that I was glad to 
rae of conception, and in due course of the birth of a fine male 
child, 

TREATMENT OF COLI BACILLURIA. 

“M. M. E.” writes to suggest that “I. M. S.,”’ whose inquiry 
appeared in the Journal of September 15th (p. 513), should try 
——- (hexamine-sodium acetate) in doses of gr. j six times 
a day. , 


LETTERS, NOTES, ETC, 


ENCEPHALO-MYELITIS IN THE MIDLANDS. 

Dr. J. D. SLIGHT (honorary physician, Leicester Royal Infirmary) 
writes: As I have not noticed any reference to the occurrence of 
acute disseminated encephalo-myelitis in the Midlands, it seems 
that it may be of consequence to report that I have seen seven 
cases here since April. All the patients were adults, all were 
seriously affected, and none had been vaccinated recently. 


SEA-SICKNESS, 

Dr. T. Greson (Ontario) writes: Whatever be the true explanation 
of the cause of mal de mer, the sickness must follow reflex 
disturbance of the vomiting centre, which is supposed to be in 
close proximity to the sensory vagus uncleus. Some years ago 
Lused a proprietary remedy, but I found the capsules were of 
very unequal potency. After one dose there was annoying and 
excessive dryuess of mouth and throat, so that speaking and 
swallowing were difficult, while after another dose there might 
be very slight effect. Once or twice there was distinct inter- 
ference with accommodation. It seemed obvious, therefore, 
that one of the belladouna group was the chief drug concerned. 
The danger of unequal dosage was perhaps illustrated by the 
experience of a patient of mine, who used the remedy on her own 
account, and had to undergo an operation for acute glaucoma on 
arriving at Liverpool. There was no doubt, however, that relief 
was obtained from the symptom of nausea. Since that time 
I have been in the habit of prescribing the following two 


preparations in capsules for prospective transatlantic travellers; 
(1) Hyoscinae hydrobromidum gr. 1/250, sacchar. lactis q.s.; 
(2) chloretone gr. iij. One of each was tiken on waking any time 
after 6 a.m. aud half an hour before lunch aunddinner. If mixed 
tozether these drugs liquefy and may escape from the capsule. 
It is important that the druggist should dispense the capsules in 
boxes of different shapes, so that the mistake of taking two of 
one sort, instead of oue of each, may be more easily avoided. 
Hyoscine was preferred to atropine as being centrally more 
sedative. Chloretone was added as an adjuvant because of its 
direct local sedative effect on the stomach. The Extra Pharma- 
copoeia, vol. i (p. 261), warns against giving more than gr. x of 
chioretone in one day. This drug has been much used to relieve 
sea-sickness. My experience has been that this combination 
in the above dosage is safe, and in many cases acts well asa 
preventive. The last trial made of it was iu the case of a lady 
who had never taken a train journey without great suffering 
from dizziness and nausea. During a four-day trip to Colorado, 
using the above prescription, she had a comfortable journey, 
Patients should be warned to use it with much caution, and not 
to repeat a dose out of time unless the capsules should happen to 
be rejected quickly after being swallowed. 


**AmBo”’ writes: Those of us who have experienced the pangs of 
sea-sickness as well as the annoyance of the attacks of what is 
spoken of as Méniére’s disease will agree that the combination 
of symptoms in both is the same. ‘I'he- attacks of Méniére’s 
disease can be warded off or postponed by carefully attending 
to the hepatic function. ‘his may be of interest in view olf 
Mr. Paramore’s statement on Juve 2nd (p. 959) that sea-sickuess 
is possibly attributable to disturbance of the hepatic circulation. 


ABNORMAL PIGMENTATION OF THE SCALP. 

Dr. E, A. CocKaYNE (London, W.1) writes: Several examples of 
this rare condition have been recorded in this Journal during the 
present year, and one is attending my out-patient department. 
his boy, aged 7 years, has a patch of black hair, about 3 in. by 
lin., ou the right parietal region. The black hair is sharply 
demarcated from ‘the rest of his hair, which is light brown; 
in texture it is like the brown hair, and the skin on which it is 
growing is uupigmented and normal in all respects. His eyes 
are grey. The surname Whitelocke was given toa family many 
of whose members had a white patch on the scalp. Did the 

name Blacklock originate in a similar way ? 


THE KEEPING PROPERTIES OF Foon, 

“M.D.” writes: I recently celebrated my silver wedding. My wife 
and family and I partook of small portions from a slice of the 
original wedding-cake, Which Ihad put intoa tin twenty-five years 
ago, the lid of which I had soldered up. Except fora slightly 
rancid taste aud odour, it was in wonderful preservation, and still 
retained the ordinary flavour of such cake. Curiously enough, 
no part of the tin’s contents was recoguizable as sugar icing or 
almond. I may add that the Lister Institute was good enough 
to report on it before we tasted it. It was bacteriologically 
sterile apparently. No one of us was upset by the small portions 
we consumed. 1 possess another tin with a piece of the same 
‘original cake. The intention is to keep it in case a goldeu 
wedding anniversary is ever reached ! 


A SWALLOWED Broocu. 

Dr. C. M. ANDERSON (London, S.W.10) writes: The following 
incident is unique in my experience, aud I thought it of sufficient 
interest to report. Three months ago an infant, aged 6 months, 
was thought to have swallowed a safety-pin brooch, as it was 
missed at that time. The parents did nothing in the matter as 
the child developed no symptoms. ‘T'wo days ago the brooch 
was passed per anum with a rather constipated stool, which the 
nurse happened to examine rather carefully. The brooch .is 
24 in. long, was open, and a pearl which was attached had 
disappeared, leaving a rough facet, which projected above the 
surface. 

“THE CLUB SURGEON.” 

Miss M. L. SPACKMAN (Clitheroe, Lancashire) writes: Readers of 
the late Dr. Arthur Manknell’s address on the British Medical 
Association, published in the Supplement of September 8th, may 
be betoopened to know that Professor Henry Morley wrote a 
graphic account of *“‘club work’’ in an article, “The club 
surgeon,”’ which appeared in Household Words during the fifties. 
It is reprinted, aloug with articles describing Professor Morley’s 
experiences as a practitioner, in Early Papers—and Some 
Memories, published in 1891 by Routledge and Sons, 


A DISCLAIMER. 

Dr. JoHN Y«eaARsLEY (Bournemouth) writes: My attention has 

been called to au article purporting to be a short account of 

myself, my activities, professional qualifications, etc., in a small 

periodical published by a local cinema. This article was inserted 

without my knowledge and consent, and has caused me great 
annoyance. 


VACANCIES. 

NotTIFIcations of offices vacaut in uuiversities, medical -colleg 
and of vacant resident and other appointments at hospitals, wil 
be found at pages 43, 44, 45, 48, 49, and 50 of our advertisement 
columns, and advertisements as to — assistantships, 


and locumtenencies at pages 46 an 
A short summary of vacant posts notified in the advertisement 


columns appears in the Supplement at page 147. 
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Remarks 
THE TREATMENT OF GANGRENE,* ; 


BY 


W. SAMPSON HANDLEY, M.S., F.R.C.S., 
Surgeon to the Middlesex Hospital. 


From the fact that Professor Leriche was originally asked 
to open this discussion, and that, failing him, I have been 
asked to do so, I gather that the interest of the occasion 
is expected to centre on the more recent methods of vaso- 
motor surgery in relation to gangrene. I may be absolved, 
therefore, in opening the discussion, from attempting a 
general survey of the whole subject, and my remarks must 
not be taken as limiting the scope of the subsequent 
discussion. 

A word of gratitude to the physicians is appropriate, 
and especially to Dr. Banting, for the gift of insulin, 
which has entirely changed the outlook in cases of amputa- 
tion for diabetic gangrene and in other operations upon 
diabetics. In such cases the co-operation of a physician is 
now essential, and when the urine has been rendered sugar- 
free by insulin the surgeon can intervene almost as confi- 
dently as in the non-diabetic; such at any rate is my 
experience, 


Vasomotor Surgery of Gangrene. 

The surgery of the sympathetic owes its modern develop- 
ments to the observation of Claude Bernard that section of 
the cervical sympathetic causes dilatation of the vessels 
of the head and dilatation of the pupil on the side of the 
operation. Waller showed that stimulation of the peri- 
pheral or upper end caused constriction of the vessels and 
contraction of the pupil. Thus the motor action of the 
sympathetic upon unstriated muscle was clearly demon- 
strated, and the surgeon was presented with the key of the 
arterial sluices, and given the power of flooding areas of 
low nutrition with reviving blood. 

At first the attack was made chiefly on the main sympa- 
thetic chain, or upon the nerves passing to this chain from 
the special nerves—a dangerous, difficult, and uncertain 
field of surgical work. 

Jaboulay and Leriche transferred their_attention to the 
peripheral parts of the sympathetic nerves which, as 
Jaboulay knew in 1886, run along the main arteries of the 
limbs on their way to the arterioles. 

Though the modern surgery of the sympathetic is mainly 
a French structure, there are embedded in its foundations 
some forgotten stones of British origin. I find that John 
Hunter did an éxperimental decortication of a dog’s artery 
to find whether defect or injury of the external coat will 
produce an aneurysm. Hunter says: 


“‘I dissected the carotid artery of a dog, taking off carefully the 
external coat until I could almost see the blood through the 
internal one; I then left the dog and his artery to themselves, at 
the end of three weeks killed the dog, when I found the 
surrounding parts had consolidated themselves to the artery, 
rendering it stronger in this part than it was before.” 


Lord Lister showed in 1858 that the destruction of the 
posterior half of the spinal cord in the frog produced 
permanent paralysis of the arteries of the hind limb. 
Preservation of any segment, however small, of the 
posterior half of the cord aliowed the arteries to recover 
their tone. He also showed that even after division of all 
the soft parts of the hind limb except the main artery 
and vein, the arteries of the distal portion, after initial 
paralysis, soon recovered their contractile power. The 


* Made in opening a discussion in the Section of Surgery at the Annual 
Meeting of (he British Medical Association, Cardiff, 1928. 


nerve filaments concerned must, as Lister pointed out, run 
along the main artery or vein, or, less probably, through 
the bone. 

I wrote to the late Professor Bayliss and drew his atten- 
tion to Lister’s crucial experiment showing that the vaso- 
motor nerve supply ran along the main blood vessels. He 
replied saying that the recovery of tone in Lister’s experi- 
ment, where, as you remember, all the soft parts were 
divided except the main artery and vein, might be ascribed 
to a natural tendency on the part of unstriated muscle 
removed from nervous contro] to go into spasm. This inter- 
pretation is negatived, it seems to me, by Lister’s other 
‘experiment showing permanent loss of vascular control in 
the hind limb after destruction of the posterior half of the 
spinal cord. In my opinion Lister’s experiments demon- 
‘strate that nerve fibres running along the main vessels are 
an essential factor in the vasomotor control of the arterioles 
of the limbs, and vasomotor surgery has thus an experi- 
mental basis. 

Jaboulay, about 1906, endeavoured to produce vaso- 
dilatation of the foot in perforating ulcer by denuding the 
femoral artery and tearing away the small nerve twigs 
which, in the region operated upon, were found passing 
to the artery from adjacent nerves. Leriche, in order 
to interrupt more completely the sympathetic filaments, 
removed the outer coat of the artery for a considerable 
length—a true decortication of the artery, such as Hunter 
had experimentally practised—and he called this operation 
sympathectomy. To avoid confusion it is best to describe 
Leriche’s operation as arterial sympathectomy. 

Leriche thus describes his operation: 


* The technique is to isolate the artery on [? for] 8 to 10 cm,, 
to fix the vascu'ar sheath after dividing, to hold one part with 
a forceps and dissect off the cellular tissue either with knife or 
cannula round until there has been effected complete denudation 
of the vessel, which becomes greatly reduced in size. This brings 
no injury to the arterial wall. I verified this fact twice at four 
and eight months’ interval.” 


Leriche has had successes from sympathectomy in the 
follewing conditions: (1) causalgia after war wounds; 
(2) certain painful crises preceding gangrene caused by 
obliterative endarteritis; (3) ‘‘ painful acroparaesthesic 
syndromes consecutive to bruise of finger, to wounds of 
hand, palm, or foot-scle’’; (4) in Raynaud’s disease ; 
(5) sometimes in cases of painful stump; (6) in muscular 
spasm secondary to war wounds; (7) in trophoedema ; 
(8) in trophic ulcers, but here the result may be temporary. 


; Effects of Leriche’s Operation. 

Leriche finds that as soon as the adventitia is pinched 
a contraction of the vessel occurs, its pulsation stops, and 
its size diminishes. If the cellular layer (presumably the 
tunica adventitia) is actually excised, the artery shrinks 
still more, to one-third or one-fourth only of its normal 
size. The contraction affects only that portion of the 
artery which is injured by the operation. It usually 
causes the pulse to disappear, but does not altogether inter- 
rupt the circulation. For some hours pulsation is im- 
perceptible or feeble and the limb is colder than its fellow 
by 3 or 4 degrees Centigrade—a very serious consideration 
in cases of actual or threatened gangrene. After three 
to fifteen hours entirely different symptoms supervene— 
namely, (1) an elevation of local temperature, amounting 
to 2 or 3 degrees in the affected limb, accompanied by a 
subjective sensation of heat; (2) an elevation of arterial 
pressure up to 4 mg. in the affected limb as compared with 
the opposite limb ; (3) an increased amplitude of the pulse, 
as shown by sphygmographic tracings. 

It is important to notice that after periarterial sym- 
pathectomy this vaso-dilator reaction is transitory. It 
diminishes about the fifth or sixth day and disappears in 
three to four weeks. 
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It will be noted that Leriche does not recommend his 
operation for actual senile gangrene, and Matthey-Cornat 
gives as definite contraindications for sympathectomy (a) 
the circulatory insufficiencies of generalized senile arterio- 
sclerosis, with or without gangrene; (b) arterial thrombosis 
and obliterations. He points out the danger, in gangrenous 
or pre-gangrenous conditions, of the ischaemic period of 
lowered circulation which follows Leriche’s operation and 
the risk of attempting decortication on an atheromatous 
artery. Matthey-Cornat devotes special chapters to the 
dangers and accidents of sympathectomy, with 6 deaths 
and 40 accidents in 500 cases. Among the accidents are 
rupture of venous plexuses, tearing off branches of the 
artery, wounds or lateral perforation of the artery, some- 
times necessitating ligature of the vessel, total rupture 
of the artery, secondary haemorrhage, thrombosis of the 
artery, and replacement of dry gangrene by rapidly spread- 
ing moist gangrene. 

Leriche, on the other hand, holds that sympathectomy 
may render durable service in senile arteritis if used with 
discretion. He thinks it indicated in the severe pre- 
monitory pains of gangrene except when there are attacks 
of ‘‘ paradoxical ’’ vaso-dilatation with heat of the foot. 
The operative outlook is, however, poorer in presence of 
habitual cyanosis, diffuse oedema, or neuritic pains than 
when the attacks are of vaso-constrictor type. Tissue 
infections contraindicate the operation. For incipient 
gangrene it is indicated if examination shows that the 
arteries are still dilatable. If they appear obliterated 
the operation is only justifiable to prepare the way for a 
low amputation close to the gangrenous area. Sympathec- 
tomy, he thinks, is useless for intermittent claudication 
upon present evidence. If, upon exposure, the artery is 
found friable and ‘ malacique’’ he recommends my 
method of alcohol injection. If it is transformed into a 
hard impermeable cord the artery should be resected to 
interrupt the sympathetic fibres. For the gangrene of 
young subjects he places more hope for the future in 
internal secretion therapeutics than in surgical measures, 
which can only have a temporary effect. 

Leriche suggests that in order to minimize the risk of 
gangrene in cases where the main artery of a limb has 
to be ligatured, as for aneurysm, the artery instead of 
being simply tied should be divided between two ligatures. 
He states that whereas simple ligation is followed by 
dangerous vaso-constriction lasting some hours, resection 
of the artery produces immediate and lasting vaso-dilata- 
tion. No doubt the same effect could be obtained 
by a combination of alcohol injection with simple 
ligature. 

I must now call your attention to the method of alcohol 
injection, which I believe to be a definite advance upon 
Leriche’s operation. I claim for it that it is able in certain 
cases to avert threatened gangrene or to arrest the spread 
of senile gangrene already present and to avert the necessity 
of amputation. In other cases it permits a low amputation 
to be used instead of a high one. 

The technique of periarterial injection is not difficult, 
though it requires care and delicacy. The femoral artery 
in Hunter’s canal is exposed as for ligature for a length 
of one or two inches. With the finest obtainable hypo- 
dermic needle 2 to 3 minims of alcohol are injected at 
four points spaced out round the calibre of the artery. The 
needle is introduced obliquely and nearly parallel with the 
length of the artery. The artery may be partially rotated 
to make the posterior injections. On one occasion I pune- 
tured the artery and injected alcohol into its lumen. This 
was shown by bleeding on withdrawal of the needle. The 
puncture sealed under sponge pressure and no ill effect 
followed. When the injection is complete a whitish band, 
perhaps half an inch wide, should be seen round the 
artery, but no constriction takes place. The wound is 
closed, 


Effeets of Alcohol Injection. 


In successful cases the vaso-dilatation produced by 
alcohol injection is immediate. There is no initial period 
of vaso-constriction with slackness or absence of the distal 
pulse lasting for some hours, such as follows sympathectomy. 
The cold foot may become obviously warmer than the 


sound one even before the patient is out of the operating 
theatre. This fact alone, especially in cases of threatened 
gangrene, gives the method a decisive advantage over 
sympathectomy. But this is not the only advantage. 
Whereas the effect of sympathectomy, according to Leriche, 
passes off within about five weeks the vaso-dilatation follow- 
ing alcohol injection may last for a year or more. These 
clinical differences may be connected with the absence in 
alcohol injection of the local contraction of the artery 
seen in sympathectomy. 


Criticisms. 
The method of alcohol injection is open to many 
criticisms. It is admittedly uncertain in its results. 
Sometimes no alteration in the circulation or surface tem- 


perature of the limb can be detected. It appears probable, 


that there are anatomical differences in the distribution 
of the vasomotor nerves, and that while they sometimes 
join the artery high up so that they are amenable to 
alcohol injection of the femoral, in other Gases they join 
it below the level of the injection. In senile cases organic 
changes of the artery may have made such progress that 
the muscular mechanism of the vessels may be entirely 
functionless or the main arteries may he thrombosed. It 
is to be specially noted, however, that some cases with 
advanced organic changes in the vessels) and no pulse 
to be felt im the limb, may nevertheless be strikingly 
benefited. Moreover, in thrombosis of the main artery the 
operation may assist in opening up the collateral circula- 
tion. But if must be admitted that it is at present 
impossible to make a proper selection of cases. 

What are the indications for alcohol injection? They 
are not yet defined, and a process which appears to be so 
safe lends itself to the method of trial. My experience 
would lead me to recommend it strongly in cases of 
threatened or incipient senile gangrene of a lower limb. 
lt. should, if possible, be applied in the prodromal stage, 
where severe pain and pallor and coldness of the foot are 
the principal symptoms, and before actual gangrene has 
occurred. Extensive gangrene reaching to the leg is a 
contraindication unless alcohol injection is followed by an 
immediate low amputation, since, as I have shown, the 
increased blood supply may lead to fatal toxic absorp- 
tion. If the foot above the dead area is congested, 
and warmer than the sound foot, the operation is contra- 
indicated. In such cases there is probably a_ septic 
infection of the tissues, associated with already existing 
vaso-dilatation. 

Alcohol injection appears to be useless in Buerger’s 
disease, and of doubtful value in Raynaud’s disease. 
I have not yet tried it for chronic or perforating ulcer 
of the foot or for painful or ulcerated stumps. 

In conclusion I would say that the surgery of the sym- 
pathetic is yet in its infancy, and that it requires for its 
development a further study of the sympathetic system by 
anatomists and physiologists and of arterial disease by 
the pathologists. Many obscurities still remain. Leriche’s 
operation haé been justified by a number of brilliant 
successes in other conditions. Leriche himself does not 
recommend it for incipient or actual gangrene. Though 
some surgeons continue to use it for actual or threatened 
gangrene, | believe that it will be replaced by the method 
of alcohol injection, which secures tho same result in @ 
simpler and safer way without risk to the integrity of the 
artery, without initial vaso-constriction, and with more 
permanent vaso-dilatation. For these reasons I think 
alcohol injection is uot a mere technical variation of 
Leriche’s method, but a distinct advance upon it, and 
that, particularly in senile gangrene, it is the vasomotor 
operation of choice. 

While vasomotor methods can be applied successfully in 
the early stage of gangrene to limit its spread and to 
restore the vitality of dying tissue, they find their main 
field of application in an earlier stage before gangrene has 
actually begun. A serious additional responsibility is thus 
placed upon the medical man to whom complaint is first 
made of symptoms of arterial dystrophy likely to end m™ 
gangrene. Upon him it devolves to allow vasomotor 
surgery a fair field for its attempts to avert the loss of 
a limb. 
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THE FALLACY OF X RAYS IN ABDOMINAL 
DIAGNOSIS.* 


BY 


HERBERT J. PATERSON, C.B.E., M.Curr., 
M.A., M.D.Cantas., F.R.C.S., 
Hunterian Professor of Surgery, Royal College of Surgeons 
of England. 


_ We flatter ourselves that we live in the age of scientific 


medicine. No one would wish to belittle the value 
of scientific methods, but there is a real danger that 
in our quest for the precise and the scientific we are 
tending to neglect the practice of médicine. Notwith- 
standing all the aids which science can give there still 
remains the personal factor—call it judgement, intuition, 
or what you will; medicine is still essentially an art. In 
recent years laboratory methods have been developed to 
such an extent, and their precision is so alluring, that 
we are apt to forget the simple truth that, medicine being 
an art, a diagnosis cannot be made in a test tube. 

The advent and evolution of the x rays has added a 
valuable diagnostic method to the surgeon’s armamen- 
tarium, but it is by no means an infallible one. After ail, 
radiology is but an aid to dia- 
gnosis, and not a substitute for 
clinical observation. We are far 
too ready to accept as gospel the 
diagnoses which are made for us 
in the laboratory or in the g-ray 
room, sometimes, I fear, to the 
exclusion of clinical examination, 
In cases of fracture it is not un- 
known for a house-surgeon to say, 
quite openly and without blushing, 
that he has not made a diagnosis, 
but has sent the patient to the 
radiologist for a report. This is 
quite wrong. We should make our 
own diagnosis before we call in the 
help of the radiologist to confirm 
it. We should ‘not be slaves to 
the laboratory. Laboratory investi- 
gations are good servants but bad 
masters. As the Americans have 
pithily put it, “‘ Don’t let the 
radiologist wag your tail.” 


he has actually seen, and then jump to conclusions which 
may be misleading, and may suggest an erroneous 
diagnosis. 

The chief fallacies which lie in wait for the surgeon may 
be grouped under four heads: 


1. Fallacies incidental to x rays. 
2. Fallacies due to technique. 

3. Fallacies of misdirection. 

4. Fallacies of interpretation. 


1. Fauuacres Incrpentat to X Rays. 

Radiography is often used to estimate the degree of 
intestinal stasis by observing the time taken for a bariwn 
meal to pass through the alimentary tract. Repeated 
observations have taught me that this is a most fallacious 
and misleading method of estimating intestinal stasis. A 
more reliable method is to note the time that elapses before 
a dose of charcoal is passed completely per rectum. Com- 
parison of the two methods shows that radiology very 
greatly exaggerates the degree of stasis which exists. In 
150 consecutive cases investigated, charcoal was passed in 
an average of forty-two hours, whereas in the same patients 
the barium meal was not passed for an average of sixty- 
eight hours—an exaggeration of 60 per cent. Why there 
should be this discrepancy is not 
obvious. Possibly part of the 
barium adheres to the mucosa, and 
gives a shadow after the bulk of 
the meal has passed. At any rate, 
it is a fallacy to bear in mind, and 
apparently is one incidental to the 
method. 

A fallacy which is a fruitful 
source of error is that due to the 
frequency of local spasm in the 
alimentary tract. Whether this 
spasm be the result of the barium 
meal or not is immaterial. At any 
rate, it is one of the fallacies inci- 
dental to radiography, and is often 
very misleading. It is said that 
this source of error may he 
eliminated by the administration 
of full doses of belladonna, but 
I am sceptical, for on many occa- 
sions, in spite of this precaution, 
I have seen spasm demonstrated, 


In connexion with radiology, 
cially in abdominal work, there are 
two great fallacies of which we 
must beware. First, tho fallacy that radiology can be a 
substitute for a careful and thorough clinical examination. 
In diseases such as gastric and duodenal ulcer, in which 
physical signs are often absent, it is very tempting to have 
a radiograph taken without obtaining the detailed and 
exact history of the case, which is so essential for diagnosis. 
Secondly, the assumption that there is such a thing as a 
radiological diagnosis is a fallacy. A radiological diagnosis, 
as such, does not exist. Apart from the clinical signs and 
symptoms a proper diagnosis is impossible. Radiology is 
not a final court of appeal; it is part only of the con- 
siderations on which the diagnosis is based. The radio- 
logical findings should fit in with, and agree with, the 
clinical signe and symptoms. If they do not do so, we 
had better start afresh and review the clinical findings to 
see if we have missed something or overrated the impor- 
tance of some sign or symptom. 

We should beware of regarding the radiologist’s report 
as infallible. We are apt to be misled by the saying 
that the ‘‘ camera cannot lie.’’ Even if this were true, 
we must .remember that a radiograph is not a photograph, 
but a shadow, and may be distorted by the angle of 
exposure of the film. Further, the shadows have to be 
read in the light of past experience, and there is ample 
scope for error in the interpretation thereof. The radio- 
logist may guess, draw inferences not warranted by what 


*Read in opening a discussion at a joint meeting of the Sections of 
Surgery and of Radiology and Physio-Therapeutics of the Annual 
Meeting of the British Medical Association, Cardiff, 1928, 


Fic. 1.—Gastrie spasm suggesting cancer. 


for instance in a typical hour-glass 
stomach, a diagnosis to which the 
radiographer adhered in spite of 
the absence of any clinical signs. A second radiograph, 
taken a week later after careful preparation, still showed 
an hour-glass constriction. At the operation no abnor- 
mality of the stomach was found, and the radiographic 
appearances were evidently the result of spasm secondary 
to a diseased appendix. 

Fig. 1 is from a radiograph suggesting gastric carcinoma. 
The patient obviously had malignant disease, but although 
there were some symptoms pointing to the stomach as the 
affected organ, gastric analysis definitely excluded cancer 
of the stomach. Operation revealed a primary carcinoma 
of the liver. 

It is obviously a fallacy to assume that an ulcer does not 
exist because one is not shown by the gz rays. Duodenal 
ulcers are not often shown by radiography, but are frequently 
inferred to be present when they are non-existent. Whether 
gastric ulcers are shown depends mainly on their size and 
depth. 

2. DVE TO TECHNIQUE: 

A gastric or duodenal ulcer may be missed if the exposure 
be not made in the dorsal, prone, and oblique positions. 
In one case, for example, a well-marked gastric ulcer was 
not obvious on the plates taken in the dorsal and oblique 
positions. In another instance a marked depression due 
to an indurated ulcer on the anterior wall of the duodenum 
was visible only in the prone position. It is not often that 
a duodenal ulcer is shown so clearly, and the case is of 


interest as it was one in which operation would hardly have. 


been justified apart from confirmation by the x rays. This 
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patient’s only symptom was a single severe haemorrhage, 
which was attributed to ptomaine poisoning. He had never 
had indigestion in the slightest degree, not even in the days 
preceding the attack. The only suspicious sign when 1 saw 
him, a month after the haemorrhage, was marked rigidity 
of the right rectus muscle. As this still persisted a month 
later, duodenal ulcer was suspected. This is the only 


instance | have encountered of haemorrhage being the first | 


and only symptom of a duodenal 
ulcer. 

Errors in diagnosis may occur 
if the stomach be not adequately 
filled with the barium meal. Fig. 2 
shows a radiograph of the stomach 
which was diagnosed by the radio- 
grapher very confidently as inoper- 


able carcinoma. There were no 
clinical symptoms of malignant 
disease, and a_ radiograph by 


another radiologist showed a per- 
fectly normal stomach. 


3. of MIsDIRECTION. 

Not infrequently a radiological 
examination diverts the attention 
from the disease suspected to some 
abnormality of less serious import. 
Some years ago a lady was sent to 
see me with a history of recurrent 
attacks of appendicitis. Clinically, 
the doctor’s diagnosis seemed to 
be correct. Routine examination 
showed albumin in the urine, so Ll 
had a radiegraph of the kidneys, 
which revealed a _ right renal 
calculus. This led to a revision of the diagnosis. I removed 
the stone, believing this to be the cause of her recurrent 
pain. A few hours after she had left the nursing home she 
was seized with severe abdominal pain accompanied by a 
temperature of 104° F., and returned to the nursing home 
on the same evening with a very acute attack of appen- 
dicitis. In this case [ think I should have disregarded the 
aw rays as far as diagnosis was concerned, and removed the 
appendix first, leaving the stone to be dealt with later. 


Fic. 3.—False suggestion of presence of appendix. 


‘4. or INTERPRETATION, 

The possibilities of errors of interpretation are numerous. 
This is not surprising when we remember that we are 
looking, not at a photograph, but at a shadow of something 
opaque to the z rays. In many instances the cause of the 
shadow must be a matter of inference, or even of guess- 
work. Gall-stones are a fruitful cause of this difficulty. 
Quite small gall-stones may be vi» ble while large ones are 
not shown. Scybalous masses may give a radiological 
picture indistinguishable from gall-stones as to situation 
and appearance. 


Fic, 2.—Simulation of gastric cancer. 


Caleareous glands and phleboliths sometimes mimic stones 
in the ureter very closely. Fortunately, a differential 
diagnosis can usually be made by passing a_ ureteric 
catheter. A pitfall to be avoided is that the stone may 
be passed between the taking of the radiograph and the 
operation. To guard against this contretemps a second 
radiograph should be taken as short a time before the hour 
fixed for the operation as is convenient, and all urine 
passed before the hour fixed for 
the operation should be carefully 
filtered through muslin. 
of this precaution L have known a 
stone to be passed into the bladder 
between the taking of the radio. 
graph at 11 a.m. and operation at 
2 p.m. 

Sometimes structures not existent 
are said to be there in a radio- 
graph. Fig. 3 is a_ radiograph 
showing an appendix; this was con- 
firmed by another radiographer 
(Vig. 4), but the appendix had been 
removed three years previously ! 

Gastric ulcers sometimes produce 


At the operation a small gastric 
ulcer is found. Conversely, a 
gastric cancer may be present 
without any evidence on the film, 
although sometimes on. screening it 
may be observed that the peristaltic 
waves become less active as they 
approach the pyloric end of the 
‘stomach. In one case a radiograph 
of the stomach, beyond a slight 
spasm, showed no abnormality. Clinically the case was 
diagnosed as malignant. The whole of the cardiac end of 
the stomach was a mass of new growth almost obliterating 
the cavity of the cardiac half. In spite of the extent of the 
growth there was no suggestion of organic disease in the 
radiograph. 

A mass of impacted faeces remaining in situ, even after 
free purgation, may give both clinical and radiographical 
evidence of obstruction. On one occasion a well-marked 
filling defect was confirmed by a barium enema after 
apparently thorough clearing out of the bowels. Later the 
‘lump disappeared, and a further radiograph revealed 
a normal ascending colon. In such a case there is the 


Fic. 4.—Another radiograph of Fig. 3. 


possible fallacy that the impaction of faeces may be due 
to early carcinoma not advanced enough to produce 4 
filling defect, so that radiological confirmation may not 
be forthcoming until the disease is too far advanced fot 
surgical treatment. 

A not uncommon radiological diagnosis is adhesions 
the right iliac fossa. In my experience this diagnosis 
rarely confirmed on the operation table. The massive 
shadow seen in the radiograph may be, not distended ileum, 
but a dilated rectum or pelvic caecum. In one patient, 
diagnosis of intestinal obstruction in the small intestine 
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secondary to amoebic dysentery was made by the radio- 
legist. At the operation there was a cicatricial contraction 
of the ascending colon, but no abnormality of the small 
intestines, 

Adhesions are sometimes diagnosed because part of the 
intestine cannot be moved on the x-ray table. Such a 
diagnosis is often fallacious. 

The last, and most insidious, fallacy to which I will 
refer is the claim that the progress of healing of a gastric 
ulcer can be gauged by radiography. This fallacy has 
arisen In connexion with the intensive alkaline treatment 
of gastric ulcer. We are asked to believe that by this 
method healing of a gastric ulcer can be brought about in 
three or four weeks. I think that most surgeons who have 
had much operative experience in these cases, and who have 
followed up their results, will agree that the pathological 
evidence is against such a claim. To believe that such 
pathological changes can occur in such a_ short time 
requires a liberal dose of credulity. 

May I say in passing that naturally I do not question 
the correctness of the principle of reducing gastric acidity 
in gastric ulcer. More than twenty years ago I put 


Fic. 5.—~Gastric spasm, appendix kink, 


forward the view that gastro-jejunostomy is a physiological 
operation, and acts, not by drainage, but by diminishing 
the acidity of the gastric contents. This theory was ridi-’ 
cuted at the time, but is now accepted by most authorities. 
Whether the intensive alkaline treatment is a good method 
of achieving this is a subject outside the scope of this 
discussion, but I think the evidence on which its efficacy 
is tested is open to grave objections. 

What are the facts? We know that the symptoms of 
gastric ulcer may be intermittent. Under treatmen’ a 
patient may have long intervals of comparative freedom 
irom pain, but the ulcer is not necessarily healed. Secondly, 
we know that after a successful gastro-jejunostomy the 
uleer may not be healed for many months, and when healed 
there is usually some cicatrization at the site of the ulcer, 
which interferes with the normal peristaltic waves as seen 
othe screen. In spite of these facts we are told that with 
Intensive treatment the ulcer may heal and the stomach 
be normai in three or four weeks. Is the radiological 
evidence sufficiently reliable to justify these assumptions ? 
Experience teaches us, first, that an existing ulcer may 

missed altogether by radiography; secondly, that an 
ulcer may be diagnosed radiographically which does not 
‘xist; thirdly, that the position of the patient at the 
‘Xamination may determine the apparent size of the ulcer 
and even whether it is shown at all. In view of the many 
possible sources of error it seems to me that radiological 
inferences as to the effect of the intensive alkaline treat- 
ment on a gastric ulcer, of the very existence of which 


we are not ‘certain, are to be accepted with great scep- 
ticism. In short, to talk of cure on radiological evidence 
is a fallacy. 

To sum up, my remarks may appear to be destructive 
rather than constructive criticism, but [ do not think 
this is really the case, for I would remind you that it is 
only by constantly bearing in mind the pitfalls which lie 
in wait for us that we can learn to avoid them. To most 
of you these pitfalls may be familiar, but even so, we 
cannot recall them to our minds too often. I am_ not 
speaking for the experts, but as one of the humble 
surgeons eager to pick up some of the crumbs of wisdom 
which may fall from the tables of the expert physicians 
and radiologists. 

In conclusion, I need hardly say that nothing I have 
said is intended to suggest that radiography is not of 
value. It is the infallibility of radiology, not its 
utility, which I wish to call in question. In its proper 
place its value is incontestable. Radiography combined 
with ureteric injections has enhanced enormously the 
accuracy of urological diagnosis. Without radiography the 
satisfactory treatment of fractures of the limbs would be 
impossible unless one resorted to operation in nearly every 


Fie. 6.—After appendicectomy. 


case. At present radiology is our greatest help in decid- 
ing as to the necessity for an operation in an individual 
case. But in abdominal diagnosis it is in its infancy, and 
must not be regarded as a final court of appeal. If it is so 
used it becomes a danger and a snare. The point I wish 
to emphasize once more is, that there is no such thing as a 
radiological diagnosis. In making a diagnosis all the aids 
which science can give should be called to our assistance, 
bearing in mind that they are helpers and not masters, 
and that radiology is only one of these aids. 

We must not forget fhat every new invention, every 
new discovery, brings in its train disadvantages which 
‘annot be wholly eliminated, but may be minimized with 
‘are and attention. Radiology is no exception, so we must 
recognize its pitfalls and its limitations. In spite of these, 
its value is unquestionable, and will be even greater in 
the future as we learn from experience how to make more 
accurate deductions from what we sce. 

Lastly, 1 would put forward two practical suggestions. 
First, if the radiographical findings do not support the 
clinical signs and symptoms they should be disregarded. 
An operation should varely, if ever, be performed on a 
purely radiological diagnosis. Likewise an operation which 
is advisable for clinical reasons should not be deferred 
through lack of radiological confirmation, Secondly, I 
would urge closer co-operation between the surgeon and the 
radiologist. They should not work in watertight compart- 
ments. The surgeon should be present at the radiological 
examination and draw his ewn conclusions from what he 
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sees. Each should form an independent opinion and then 
in consultation try to agree on a diagnosis; likewise the 
radiologist and—may I suggest it?—the physician, should 
be present at the operation, to see how tar the condition 
found is in accordance with their previous conceptions. 
Such a practice would be to their mutual advantage, and 
would lead to greater accuracy in diagnosis. 

Above all, we must keep a sense of proportion. Too 
much science may mean too little common sense. Radio- 
logy, like any other invention, must be used with discretion 
and with that 


“‘Good sensé, which only is the gift of Heaven, 
And tho’ no science, fairly worth the seven.” 


THE FALLACY OF X RAYS IN ABDOMINAL 
DIAGNOSIS.* 


BY 


F. HERNAMAN-JOHNSON, M.D.Aserp., 
D.M.R.E.Cams., 
Rediologist to the French Hospital, London; Physician in Charge 
of X-Ray Department, Croydon General Hospital. 


I Fixv some difficulty in making a suitable reply to Mr. 
Paterson’s remarks, because, in the first place, I agree 
with many of his statements; and secondly, where I find 
myself differing, the defence seems so easy that I am 
inclined to distrust it, and to wonder: if I have over- 
looked vital points. An unpleasant vision obtrudes itself 
of Mr. Paterson—in the final broadside which, as opener, 
he will be privileged to deliver—pulverizing the whole 
position, and leaving the radiologists disconsolate among 
the smoking ruins. 

However, this risk must be taken, and [ will fire my 
first shot by challenging Mr. Paterson’s statement that 
the barium meal is of little value in the investigation of 
intestinal stasis. Mr. Paterson prefers the administration 
of charcoal. I myself, following a tu quoyue method, 
might inquire whether or not steps were taken to make sure 
that the whole of the charcoal passed in forty-two hours, 
One would be justified in asking this question, because 
ii opaque meal work one may see a sinail part of the 
barium meal reach the rectum in a few hours, although 
the main mass lags far behind. The fallacy of the char- 
coal method lies, however, in the fact that no one ean 
tell for how long it lay in any particular part of the 
alimentary canal. With the barium meal localized stasis 
can be observed. A good practical rule is to disregard 
stasis up to twenty-four hours; this will eliminate most 
cases of so-called ileal stasis, and leave us with two impor- 
tant sites—the caecum and the rectum. [ shall return 
later to the question of caecal stasis; stasis in the rectum, 
sometimes known as the dyschezia of Hurst, is a most 
important clinical entity; its existence may be suspected 
from symptoms, but can be proved only by z-ray examina- 
tion. 

As regards spasm shown by the barium meal, the 
significance of this appearance, and the means of differen- 
tiating it from local organic trouble, have occupied the 
best minds in radiology for three decades. It was 
originally taught by the late Dr, Carmen of the Mayo 
Clinic that persistent spasm of the stomach or duodenum 
which was not due to intrinsic disease could be abolished 
by belladonna. This doctrine now requires modification; 
but it remains a fact that spasm which ‘resists all varia- 
tion of posture, is present over long periods, and is not 
affected by belladonna given to the point of causing a 
dry throat and enlarged pupils, is nearly always an 
indication of organic disease somewhere in the alimentary 
tract or its offshoot, the gall-bladder. Mr. Paterson’s 
case was no exception, as there was a chronic appendix. 
It should also be remembered that, in some cases, the 
spasm, so far as the patient is concerned, constitutes the 
disease; if one can find a drug which controls the spasm, 
the symptoms are relieved. In short, the demonstration 
and differentiation of spastic contraction is a most impor- 
tant part of radiological diagnosis. Referring again for 


* Read in opening a discussion at a joint meeting of the Sections of 
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one moment to Mr. Paterson’s case, the question arises 
whether a complete personal examination of the alimentary 
tract was made by the radiologist, as it would be unusual, 
though not impossible, for the appendix to escape notice 
under such circumstances. 

Failure to find an organic lesion by z rays is, of course, 
no proof that such does not exist. Such negative evidence 
should not, however, be despised. In a case where the 
suspicion is slight, it is a point in favour of a verdict of 
guilty’; when the clinical evidence is weighty, 
negative z-ray findings at least exclude obstruction and 
gross deformity. 

The importance of a proper technique is self-evident. 
The more frequent the examinations in a barium meal, 
and the greater the number of angles from which films are 
taken, the better are the chances of detecting an obscure 
lesion. Practical considerations, however, impose definite 
limits, and no doubt failures sometimes occur on this 
account. 

As to fallacies due to misdirection, I think it is scarcely 
fair to include them at all. The demonstration of any 
possible cause of obscure symptoms should always be 
helpful. The trouble usually is that tho radiologist has 
not a sufficiently free na | A partial examination of 
the abdomen may result in misdirection, but a complete 
one should rarely do so. In Mr. Paterson’s calculus case, 
as in his case of gastric spasm, complete examination by 
an experienced radiologist would most likely have called 
attention to the appendix. A complete radiological 
examination includes barium meal, barium enema, chole- 
cystography, genito-urinary tract, and the teeth; the 
latter are often omitted, or done by someone other than 
the radiologist making the principal examination. Hence 
sometimes an early recurrence of symptoms after operation, 
In hospital work especially it is often necessary to bring 
heart and lungs into the field of investigation. To use 
a single method of diagnosis in itself is a sufficient limita- 
tion; but when that single method is not fully employed, 
misdirection, as Mr. Paterson calls it, is bound to occur. 

Arriving now at fallacies of interpretation, we really 
come to grips with the matter at issue. There will always 
be errors in interpretation in g-ray work, as in other 
methods of diagnosis. 1 do not think, however, that the 
opener of the discussion has been fortunate in his instances, 
not one of which would be likely to misiead a competent 
radiologist who had seen the patients concerned, and knew 
their medical histories. 


As to gall-stones, a large calculus may fail to show 


because of lack of calcium content; and no one can exclude 
isolated stones by any known method. A bag of stones, 
however, if it does not show positively, will nearly always 
give negative shadows with cholecystography. to 
scybalous masses, a combination of castor oil, enemata, 
and cholecystography will always clear up such a case 
beyond a doubt. 

No radiologist of experience will attempt, on purely 
radiological grounds, to distinguish between an inflamma- 
tory mass, ifheluding penetrating ulcer, and malignant 
disease. If, however, an elderly patient shows gastric 
deformity, with or without ulcer niche, and gives a 
history of stomack trouble dating back only a few weeks 
or months, experience teaches him that in over 90 per cent, 
of cases there is cancer. In writing his report he should, 
of course, carefully distinguish between a-ray findings and 
deductions which may in part be based upon history and 
symptoms. Those who consider that the radiologist has 
no concern with anamnesis and symptomatology should 
employ 2 lay radiographer to assist them, who would 
confine himself to technical matters. 

A filling defect in the colon may, as Mr. Paterson says, 
be due to impacted faeces. It should never be accepted 
as due to growth until castor oil and soap enemata have 
done their worst upon the unfortunate patient. And even 
if it vanishes under such treatment its discovery has 
nevertheless been valuable as a warning. Very early 


carcinomata seem to cause, at times, a sort of physio 
logical block which results in faecal collections. If the 
block occurs a second time I should consider exploration 
imperative; and I am not at all sure that it ought not 
to be done without waiting for a second time. I lai 
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stress on these points at a discussion held at the Royal 
Society of Medicine last year. 

To fail to distinguish between a distended ileum, a 
pelvic caecum, and a dilated rectum is a_ radiological 
crime of the first magnitude. The clinical significance is in 
each case so different that the matter cannot be left in 
doubt. A caecum in its normal place can nearly always 
be seen separately from a distended ileum by manipula- 
tion in the oblique position; where the caecum is pelvic 
the matter presents difficulties. But a picture which is 
confusing at six or eight hours is often quite clear some- 
what later. A pelvic caecum is fairly common; a dis- 
tended ileum rare. In the few cases in which doubt 
remains after the meal examinations a full opaque enema 
will usually clear the matter up. A ‘simple manoeuvre 
serves to differentiate the rectum; a small injection, or 
even a glycerin suppository, will, if the mass is rectal, 
cause its partial or total disappearance. 

As to the z-ray diagnosis of adhesions, manipulation 
under the screen is very unreliable. Often a picture taken 
a few hours later will show that an apparently immovable 
portion of gut has in fact moved considerably. Suspected 
adhesions about the colon can,. however, often be put to 
the test by an opaque enema. A pelvic caecum is in itself 
of little importance, but one which does not rise on 
injection should always be regarded seriously, especially 
if it contains dense residue twenty-four hours after the 
main meal has passed on. Such a caecum usually has 
behind it an unhealthy appendix, which may give no 
localized signs or symptoms, and yet be responsible for 
gastric or duodenal disturbance. Hence the undesirability 
of x-ray examination confined te the upper part of the 
alimentary tract. 

The demonstration of a genuine pelvic caecum, with 
a pool at twenty-four hours, and a probably infected 
appendix, can be accomplished only by x rays. A chronic 
appendix in the ordinary position could no doubt always 
he detected clinically, but, in fact, is often overlooked. 
The reason is, | think, that pain in such cases is very 
sharply localized, and the radiologist, palpating a visualized 
organ, is unlikely to overlook what may easily be missed 
when the hand is unaided by sight. I have heard it said 
that heavy «-ray gloves will cause tenderness almost any- 
where if used for palpation. Apart from the fact that 
strictly localized tenderness is alone of diagnostic value, 
the statement simply is not true. I have palpated with 
r-ray gloves thousands of patients in the past eighteen 
years, and I can certify that only a small percentage 
complained of pain in the right iliac fossa, and in a still 
smaller percentage was tenderness localized in the appendix. 
It is, of course, a fallacy to declare an appendix neces- 
sarily free from infection because it cannot be incriminated 
by radiological methods, 

Mr. Paterson’s last criticism is of the value of x-ray 
evidence in demonstrating the healing of a gastric ulcer. 
The facts are simple. The ulcer makes a wide-mouthed 
pocket which fills with barium. With proper technique 
this pocket can be shown at-will. If a time comes when 
the same process several times repeated fails to show the 
pocket, its mouth must be closed. And when, a year or 
two later, the symptoms return, the demonstration is com- 
plete, for the pocket is found again to be present. Here 
lam, for once, prepared to be dogmatic, and to say that 
Seeing is believing. 

In conclusion, I cannot allow to pass without adverse 
comment Mr. Paterson’s dictum that if the .-ray findings 
do not support the clinical signs and symptoms they should 
he disregarded. This I consider to be a most dangerous 
Statement, not, perhaps, as Mr. Paterson means it, 


‘but certainly as it will be interpreted by many who 


read bis remarks. For example, if the history and 
symptoms call attention to the digestive system, and the 
radiological examination reveals changes in the lungs 
Suggestive of tuberculosis, are these findings to be dis- 
regarded? This is no fanciful example, but has happened 
several times in my own practice; the course of events 
stbsequently proving that the dyspepsia was secondary 
to the lung trouble. To say that there is no such thing 
as a purely radiological diagnosis is to play with words. 
No physician practising radiology makes his report with- 


out taking into consideration the patient’s history and 
symptoms. History and symptoms plus az-ray findings 
often leave no practical doubt as to the patient’s com- 
plaint; just as history and symptoms plus physical exam- 
ination may in other cases be virtually conclusive. 

So far my argument has been, in the language of 
another profession, that there is no case to go to the jury. 
But I am pleased to be able to close on a note of agree- 
ment with Mr. Paterson. I do believe in co-operation 
between surgeon and radiologist. In particular I think it 
essential that both should obtain the history of the case. 
A patient will often tell quite a different story to separate 
catechisms, and it is important that these histories should 
be correlated. 


ERRORS IN THE INTERPRETATION OF RADIO- 
GRAMS OF THE CHEST: 
THEIR CORRECTION BY TELE-RADIOGRAPHY., 
BY 


Fr. ROBERTS, M.D., M.R.C.P., 


ASSISTANT PHYSICIAN (IN CHARGE OF THE X-RAY DEPARTMENT), 
ADDENBROOKE’S HOSPITAL, CAMBRIDGE. 


(With Special Plate.) 


In the ordinary method of radiography of large and deep 
parts of the body such as the chest, when the z-ray tube 
is situated at 2 ft. or less from the film, considerable 
errors are introduced owing to the divergence of the rays. 
Though these errors are known to exist, their magnitude 
and importance are, in this country at any rate, not 
sufficiently recognized. It is the purpose of this article 
to show how misleading such errors may be, and how by 
the simple method of tele-radiography they can be reduced 
to a minimum. 

The errors are of two kinds: (1) errors of position, 
(2) errors of size; in addition there is (3) faulty definition. 


1. Errors or Postrion. 
Fig. 1 illustrates the projection upon the film of the 
ordinary postero-anterior view of the chest, the central 
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Fic. 1.—Postero-anterior projection through the upper part of the 
lung, showing displacement. See text. : 


ray passing through the mid-line of the body at the level 
of the third costo-sternal articulation. A and B are two 
points lying in the same horizontal plane, on the anterior 
and posterior surfaces of the lung respectively. As pro- 
jected upon the film (A'B’) A appears to be higher than B. 
Moreover, a point, C, lying at a lower level than A and B, 
is projected above A but below B. Fig. 1 (plate) shows 
the postero-anterior view of the chest, the distance 
between the tube and the film being about 2 ft. On the 
chest four coins of equal size have been placed. Coin A 
lies on the anterior wall just below the inner end of the 
clavicle; B lies on the posterior wall opposite the fifth 
rib in exactly the same horizontal plane as A. The central 
ray is at the level of the third costo-sternal articulation. 
It will be seen that B appears to be supraclavicular, whereas 
its true position is well below the apex of the lower lobe. 
The two coins C and D are placed on the anterior and 
posterior walls of the chest respectively in the same hori- 
zontal plane (level of the third costo-sternal articulation), 
through which the central ray passes. They are both 3} in, 
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from the mid-line. Tt will be seen that‘D is projected well 
to the outer side of C. 

This displacement is very little realized, and is of the 
greatest importance in the correlation of the radiological 
with the clinical findings. In a radiogram taken in this 
way tho part of the lung field which is projected above the 
clavicle is not the true supraclavicular part; in other 
words, it is not the view which the observer would get 
were the patient standing in front of him with a trans- 
parent chest wall. In viewing the supraclavicular part the 
observer is looking into a section of lung shaped like a 
truncated cone, the narrower posterior end of which points 
downwards and towards the middle line so as to include 
the upper part of the lower lobe. The plane of the lung, 
which is just below the clavicle, is projected partly above 
and partly below the clavicle. The upper part of the 
lung is, in fact, distorted in much the same way as the 
roof of a house in an architect’s elevation. Similarly 
when he is viewing the coste-phrenic angle he is looking 
wot directly backwards, but upwards and towards the middle 
line, and when he is viewing the lateral wall of the chest 
he is looking slightly inwards. The radiogram as a whole 
is in reality the integration of an infinite number of parts, 
each of which is the projection of a cone of lung tissue. 
The farther any part is from the film and from the mid- 
line the greater is the distortion which it suffers. Even 
when he realizes this fact the observer finds it very difficult 
to transform the visual into an adequate mental image. 

This important point can perhaps be expressed more 
simply in the following way. Let us suppose once more 
that the chest wall is transparent. In order to obtain 
a naked-eye view corresponding to the radiogram the 
observer would have to stand not in front of but behind 
the patient, with his eye in the position occupied by the 
g-ray target—that is to say, at the level of the third 
costo-sternal articulation and about one foot away from 
the posterior surface of the body. This fact was first 
pointed out by Cotton." 

The worst feature of this error is that different parts of 
the lung are displaced unequally; the greater the distance 
from the central ray, the greater is the displacement. 
The consequence is that a small change in the position of 
the central ray alters the projection considerably, magni- 
fying the error on the side from which the central ray has 
moved, and diminishing it on the other. If the central 

ray passes through the fourth 
instead of the third costo-sternal 
articulation the error will become 
greater in the apical region but 
less at the base. No two radio- 
grams of the same chest, there- 
fore, present the, same appear- 
ance unless the central ray has 
the same position in both cases. 


2. Errors Size. 

The falsification of size is 
strikingly illustrated in Fig. I 
(plate). It must be admitted 
that the magnification of an 
object on the chest wall thus 
shown is more than would 
actually be produced by a struc- 

x Y (an ture within the lung. A simple 
2—Projection through will show 
orizontal section throug e-error involved in tho size of 
the chest, showing magnif- an intrathoracic structure. Sup- 

: pose a cavity of diameter XY 
(Fig. 2) be situated 8 in. from the’ film, the tube-film 
distance being 2 ft. The projected diameter is X’/Y’, Let 
O be the position of the tube. It is obvious that— 


OX’ 24 


XY Ox 16 
= 


and the area of the projected. cavity is nine-fourths or 
two and a quarter times the true area, 
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In other words, from the clinical point of view the radic- 
logical appearance always exaggerates the case. Provided 


the error were always of the same magnitude it would not 


matter so much, since those who have to interpret the 
radiogram would kyow it and learn to make mental 
allowance for it. This, however, cannot be done, since the 
error varies with the distance from the film of the struc- 
ture concerned. 

3. Fautty Deriirion. 

The blurring of the edges of the two coins on the 
posterior wall of the chest in Fig. I is very obvious. It 
is, of course, due to the penumbra formed by the blunt 
focus of the tube. No tube can be made with a point 
sufficiently fine to avoid it. But even if a point focus 
could be obtained, faulty definition would still occur, and 
for this reason. In the normal and abnormal structures 
found in the lung we are dealing with fine differences in 


the depth of shadows. Let the triangle A (Fig. 3) repre- 
sent the varying 


or depth (not size) of 
tapering to a 
point. Let the 


shadow be _pre- 
jected in the form 
A’, The inevit- 
able result will be that the grading of the shadow 
will be, so to speak, more prolonged. In other words, 
relative opacity will be exaggerated and blurring will 
result. Tho image exhibits a greater gradation of shadow 
than the object warrants. 


Fic. 3.—For explanation see text. 


ORTHODIAGRAPHY AND TELE-RADIOGRAPHY. 
In order to avoid the errors above described two methods 
are employed. These are orthodiagraphy and _ tele-radio- 
graphy. In the former the patient stands behind a 


fluorescent screen tho position of which is fixed. The- 


tube can be moved laterally and vertically in such a way 
that the central ray can be projected through any part 
of the chest in a plane at right angles to the screen. 
Using a very small diaphragm, the operator with one 
hand moves the tube, while with the other he sketches 
point by point the outline of the organ examined. Since 
each point is the projection of the central ray, the outline 
thus obtained represents the true size of the organ. The 
sketch is then transferred to tracing paper. Alternatively 
a pencil moving automatically with the tube is used. This 
method, which was devised by Moritz and developed by 
Groedel, is now extensively employed on the Continent, 
particularly in Germany and Austria. It has the advan- 
tages of rapidity and cheapness, since films are not required. 


-It has two great disadvantages: first, while it provides 


an admirable method of recording bold outlines such as 
the borders of the heart, it is impossible by this means 
to follow fine details; secondly, the record thus obtained 
is subjective and not objective. 

Tele-radiogyaphy simply consists in increasing the distance 
between the film and the tube so that the errors due to 
divergence are reduced to a minimum consistent with 
practice. The distance usually employed is 2 metres, or 
about 6 ft. The rays issuing from a tube at this distance 
may for practical purposes be considered to be parallel. 
This method, which was first suggested by Kohler, is 
coming into increasing favour, but in my opinion has in 
this country not yet received the attention which it merits. 
One reason for this is the incidental result of the improve- 
ments which have been made in the construction of x-ray 
apparatus. Such improvements have, rightly enough, had 
for their main object the protection of the operator. 
Most screening stands are so constructed that tlic patient 
must stand close up to the tube. But while this arrange- 
ment is admirable both from the point of view of pro 
tection and for the purpose of a visual examination, it 
is not suitable for obtaining a true picture. The old 
objection that a long exposure is necessary is in these 
days of powerful plant no longer valid. : 

My own procedure is as follows. Using a screening 
stand in which the tube and screen move together, a scree 


examination is first made. The patient comes out of the: 


screening stand and sits on a stool fitted with a film 
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Fic. I.—Postero-anterior view of chest, taken at 2ft. Fic. II.—The same, but at 6ft. instead of 2 ft. 


A, B, C, and D are four similar coins, A and C being 
on the front wall, B and D on the back wall. B is 
situated directly behind A, and D directly behind C. 
Note magnification and displacement of B and D. 
B, though opposite the upper part of the lower lobe, 
appears to be above the clavicle. 


Fic. III.—Cavity in the left lung taken at 2 ft. The 
cavity is indicated by cross-lines, 


Fic. VI.—The same (unreduced) from Fig. IV. 


Note the correction in size and position of B and D. 


| 
l 
Im Fic. V.—Cavity in its true projected size (unreduced) from Fig. III. es —_— 
s > 
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St as a Fic. 5.—Half an hour after removal Mixed urine and 
of catheter. umbrenal in dilated ureter. Stone faintly shown. 
negative shadow. 
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i Fic, 3.—After the injection of umbrenal into the catheter. 
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holder (Fig. 4). This is a very simple piece of apparatus 
which was put together in a few minutes. It consists of 
an ordinary office stool 2 ft. 6 in. in height, above one 
side of which projects a vertical board 2 ft. in height and 
1 ft. in breadth, supported on a pillar which is screwed 
to the stool. The lower edge of the 
board is 9 in. above the seat. The 
patient sits facing the board with his 
legs protruding beneath it, one Jeg on 
each side of the pillar. The film in its 
cassette having been placed upon the 
board, the patient presses his chest 
against it with his arms folded behind 
the board. This position not only immo- 
bilizes him, but also has the incidental 
advantage that it causes the maximum 
abduction of the scapulae, with, in con- 
sequence, the least possible obstruction 
of the lung fields by these bones. 

The stool is placed so that the film is 
6 ft. from the tube. The positions of 
the tube and stool have been previously 
adjusted so that the central ray passes 
through the mid-line of the body at 


the level of the third  costo-sternal 
articulation. These positions are 
standardized once and for all, allow- 


ance being made for varying heights of 
patients. Suitable marks are made on 
the upright and arm of the tube-stand, 
while the position of the stool is marked 
on the floor. Tube and stool can there- 
fore be adjusted rapidly in the correct position. 

For patients who have to be examined in the recumbent 
position, the best method is to put the patient on a stretcher 
on the floor and to use a vertical stand with the tube as 
high as the pillar will allow. It is not necessary to turn 
the patient over on his face, for the following reason. The 
ordinary close-up antero-posterior view of the chest (the rays 
passing from front to back) is unsatisfactory, since the heart 
and great vessels lying nearer the front than the back wall 
of the chest cast an exaggerated shadow. With the tube 


Stool and 


Fig. 4.- 
film stand used for 
tele-radiography. 


at 6 ft., however, this exaggeration is reduced to a 
minimum. In fact, there is very little difference at 6 ft. 


distance between the antero-posterior and the postero- 
anterior view. It will therefore be seen that the method 
is very simple, the only trouble being involved in the 
initial standardization of the position of stool and tube. 

Fig. IL is the same chest as Fig. I, but taken in this 
way. It will be observed that coin B is almost directly 
hehind A and approximates closely to it in size; D, how- 
ever, is slightly to the outside of C, owing to the 
fact that the patient is turned slightly to his left. This 
can readily be determined by comparing the positions of 
the two sterno-clavicular articulations in relation to the 
edges of the vertebral column. It will be seen that the 
inner end of the left clavicle is slightly farther out than 
that of the right. Had the patient been sitting quite 
square D would have been almost directly behind C. 

Again, taking the case of a structure situated 8 in. from 
the film, let XY be the actual diameter of the structure 
and X’Y’ the diameter of its shadow. We have 


OR 6 ft. 9 
XY OX  5ft.4in. 8’ 
areaof X’ 81 
while — = — 
area of X 64 


The exaggeration in area is therefore about nine-sevenths, 
a compared with nine-fourths in the close-up view. It will 
furth« r be observed that the outlines of coins B and D, 
Instead of being blurred as in Fig. I, are now as well 
defined as those of A and C., 

Space prevents my showing many instances of the various 
conditions in which the superiority of the tele-radiogram 
ismanifest. LE shall confine myself to one case, illustrated 
m Pies. IL and IV. These show in the left lung an egg- 
shaped ring shadow, probably due to a cavity. The position 
aid extent of the @avity are indicated by cross-lines. 


Fig. LIL was taken at a distance of 2 ft., and Fig. IV at 
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6 ft. It will readily be understood that in the process of 
reduction the difference has become considerably diminished. 
I have therefore reproduced in Figs. V and VI the cavity 
in its true projected size; Fig. V is at 2 ft., Fig. VI 
at 6 ft. 

Enough has been said to show how misleading the 
ordinary radiogram of the chest may be. Owing to the 
error in size the film always shows the case to be more 
serious than it really is, while the error in position must 
often lead to considerable discrepancy between the radio- 
logical evidence and the evidence deduced from physical 
signs. It is also clear that, as records of the progress of 
a case—for example, the changing size of a tumour, cavity, 
or aneurysm—successive radiograms lose much of their 
value unless they are taken under the same standard con- 
ditions. It seems to me to be highly desirable that for 
comparative purposes a conventional standard should be 
adopted, the two constants being the distance of the tube 
from the film and the level of the central ray. This, of 
course, is not to say that other views are unnecessary. 
I should be the last to minimize the importance of special 
views, such as the Kreuzhohl view suggested by Fleischner 
for revealing interlobar effusions, but I feel sure that the 
adoption of a standard tele-radiogram would be a step 
forward in the radiology of the chest. 

I have to thank Mr. Mann, radiographer at Addenbrooke's 
Hospiial, for his skilful technical assisiance. 


RePeRENCE. 


1 Cotton, W.: Archives Rontgen Ray, 1902. 
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SENIOR HONORARY SURGEON, ROYAL SOUTHERN HOSPITAL, LIVERPOOL; 
AND 


C. THURSTAN HOLLAND, D.L., M.Cu., F.R.C.S., 
LECTURER ON RADIOLOGY, LIVERPOOL UNIVERSITY. 
(With Special Plate.) 
Tue investigation of this case presents many features of 
interest both from the urological and radiographic points 
of view. The short history of the case is as follows. 

Miss M., aged 46, in May, 1927, had a sudden pain in 
the left loin lasting from four to five hours, accompanied 
by frequency of micturition. The temperature was normal. 

In October, 1927, she had very severe pain in the left 
loin; she was writhing in agony and could not keep still. 
This was associated with a rigor, sweating, and violent 
retching. There was no great frequency of micturition, 
but the urine was acid and contained a slight amount of 
albumin, pus cells, staphylococci, and coliform bacilli, In 
ten days she was well again. _ 

In November, 1927, she had a similar attack to the last, 
but it was more severe and lasted a fortnight. 

Between the attacks she had persistent frequency of 
micturition and sharp pain in the urethra after the act, 
persisting for varying times afterwards, 

In December, 1927, an w-ray examination was made else- 
where. Various shadows were found in the pelvic region, 
and it was also suggested that there might be a stone in 
the pelvis of the left kidney. 

On February 2nd, 1928, C. T. H. examined her and took 
the usual films to cover the whole stone area. These radio- 
graphs showed that there was no stone in either kidney, 
and both kidneys appeared to be normal in size and posi- 
tion. In the pelvic area were shown the same shadows 
which had previously been found, and all of them were in 
exactly the saiie position. (See radiograph, Fig. 1.) This 
showed that no stone had passed in the interval from the 
left kidney. It was obvious that the only shadow to he 
considered was the rounded one on the left side of the 
pelvis. This was not in the usual line of the ureter, it 
was round in shape, and it was in exactly the same posi- 
tion ir two radiographs taken at intervals of a few weeks. 
C. T. H. very definitely decided against it being a shadow 
of a ureteral stone. 

Now came the first piece of luck. C. T. H. was out when 
the surgeon in charge of the case (H. W.) came in to see 


a 

Hi 

= 


602 Oct. 6, 1928] | AFTER-EFFEC!'S OF THE SURGICAL TREATMENT OF PHTHISIS. 


‘Tne Baitise 
MapicaL 


the films. C.T.H.’s partner (J. H. M.) showed him -the 
films and also agreed that it might be a stone in the 
ureter. The result of this was that it was decided to 
have an opaque catheter passed; arrangements were accord- 
ingly made, and the patient was told all about it. The 
point is that in all probability if C. T. H.’s opinion had 
been given in the first place then no further 2-ray proceed- 
ings would have followed. 

Having explained everything to the patient, it was 
settled that the opaque catheter should be used not- 
withstanding, and, under general anaesthesia, the cysto- 
scope was passed (she refused to undergo cystoscopy with 
a local anaesthetic). The left ureteric orifice was inflanied 
and an area of cystitis extended from it on to the trigone. 
The ureteral catheter (sold as an opaque one) passed easily 
right up the ureter without a hitch of any kind. 

Stereoscopic radiographs were taken and the films imme- 
diately developed. Our consternation was great when no 
shadow of the catheter was present. (See Fig. 2.) (It is 
to be noted that the patient knew exactly what to expect 
and would have to see the radiographs.) 

The next step was not very obvious, as no other catheter 
was available and the patient was coming round from 
the anaesthetic; then, very fortunately, it occurred to 
one of us that as the catheter was not opaque there 
should be a lumen into which opaque fluid could be 
injected. _Umbrenal was injected and a_ radiograph 
(Fig. 3) obtained; the catheter was partially withdrawn 
and the radiograph shown in Fig. 4 taken. The catheter 
was then entirely. withdrawn, and these two films were 
developed. It is obvious that a satisfactory explanation 
of these films was not easy. Some of the opaque fluid had 
apparently passed down beside the catheter, which was 
not touching the doubtful stone shadow, and just about 
one inch above the shadow had passed away from the 
catheter as if to enter a sac, and had surrounded the 
shadow, which in the second of these films (Fig. 4) appeared 
as a negative shadow—that is, as a less dense area in the 
middle of the umbrenal shadow. 

It then occurred to us to take one more plate, and this 
was taken about twenty minutes after the withdrawal of 
the catheter, when urine and umbrenal filled the lower 
ureter. (See Fig. 5.) 

The exact diagnosis then became clear. The ureter was 
enormously dilated from the spot where it entered the 
bladder wall, and the shadow was, in fact, caused by a 
stone in the dilated ureter. Originally there appears to be 
no doubt but that the stone was impacted at the site of 
the entrance of the ureter into tho bladder, and then, 
having caused the dilatation of the ureter, had moved 
upwards. It was really a stroke of luck that the catheter 
was non-opaque to z rays, as if it had been opaque nothing 
further would have been done and it would not have helped 
to an accurate diagnosis. Then, again, it was most for- 
‘tunate that it was hollow, and that some opaque fluid was 
at hand. Even then, without the somewhat lucky last 
radiograph, there would still have been some doubt as to 
the exact position of affairs. One other thing we should, 
of course, have done was to have taken a radiograph of 
the kidney after the injection. In the heat of the fray 
this was forgotten. 

On February 9th, 1928, the non-protein nitrogen in the 
blood = 37 mg. per cent. The next day, under ether 
anaesthesia, cystoscopy was again done, for the double pur- 
pose of carrying out the dye excretion test and attempting 
to bring the stone «lown into the bladder. Dye appeared 
from the right urcter in five minutes, but none appeared 
from the left in fifty minutes. An ‘ Eynard” ureteral 
dilator was used in the attempt to bring down the stone. 
This was unsuccessful, and all that came away was some 
septic-looking granulation tissue. 

This procedure induced another attack of pyelonephritis, 
and examination of the urine revealed the presence of 
blood, pus, squamous epithelium, mobile bacilli, and 
staphylococci. The attack lasted five days. 

The question of operation for removal of the stone had 
now to be considered. The easiest method of approach 
would have been through a suprapubic incision with dis- 
placement of the peritoneum. This route was decided 
against because the patient was particularly anxious not 


to have more than one operation. The effluent from the. 
left kidney was grossly infected, the ureter was markedly 
dilated, and the patient had had three attacks of pyelo- 
nephritis. In the case, therefore, of the stone being 
removed by direct exposure of the pelvic ureter it was- 
impossible to promise that the kidney would recover and 
not require subsequent removal, It was accordingly decided 
to expose the kidney by the usual lumbar incision, then if 
the condition of the kidney called for removal, this could 
be carried out; if, on the other hand, it was considered 
recoverable, it could be left, and the stone removed through 
an incision in the ureter. 

At operation the kidney was found to be slightly 
enlarged, and the pelvis and calyces a little dilated. The 
ureter was dilated to a moderate degree, and on incising it 
some turbid urine containing flakes of pus escaped. The 
mucous membrane of the ureter was glistening and did not 
show any gross inflammatory changes. It was therefore 
decided not 
to remove 
the kidney. 
A short in- 
cision was 
made into 
the ureter. 
special ; 
bent long spoon (Fig. 6) was passed down to its lower end 
and a small oxalic acid stone was brought up the first time. 
The incision in the ureter was closed and the lumbar wound 


sutured and drained. 
The patient made a normal recovery and left the nursing 


home on April 12th. 

On June 21st she reported that she had had no further. 
attack of pain in the loin; there was no frequency of 
micturition or pain at the end of the act. Her generel 
state of health was very good and she could walk three 
miles. 

No cystoscopic examination has been carried out since 
the operation, nor is she likely to consent to one being done. 

The case is extraordinarily instructive from the radio- 
graphic point of view, and demonstrates clearly the diffi- 
culties which may sometimes arise, and the ease with which 
an exact diagnosis might have escaped us. 

It is a very easy matter nowadays to show stone shadows 
and the shadows of other things. Differential diagnosis of 
these shadows may be, and often is, a matter of great 
difficulty, and even a large experience may fail one. 

From the urological point of view it shows the difficulty 
of giving an opinion as to the exact condition of the 
kidney by means of the ordinary urological investigation. 
Such investigation in this case suggested the presence of 
an extensively disorganized kidney, or at any rate one of 
very little functional value. Exploration at operation, 
however, indicated a recoverable kidney and one well worth 
saving, a decision that has been thoroughly justified by 


Fic, 6. . 
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the subsequent history of the patient. F 


AEFTER-EFFECTS OF SURGICAL PROCEDURES IN 
CASES OF PULMONARY TUBERCULOSIS. 


I.—THE SURGEON’S POINT OF VIEW.” 
BY 
A. TUDOR EDWARDS, M.D., M.Cu.Canras., F.R.C.S., 
Senior Surgeon in charge of Out-patients and Joint Lecturer in 


Surgery, Westminster Hospital; Surgeon to the Brompton 
_ Hospital for Diseases of the Chest. 


Tue surgical treatment of pulmonary tuberculosis has. 
become of increasing importance during the last few years, 
and although a large amount has been written about 'f, 
I do not propose to take up your time with a recapitula-_ 
tion of published results, but shall confine myself entirely 
to my own personal experiences. 

The final test of any method or methods of treatment can 
only be judged by their end-results, but the satisfactory 
‘results of pneumothorax treatment, in properly selected 


*A paper read in opening a-discussion in the Section of Tuberc: 
of ihe Annet Meeting of the British Medical Association, ‘Cardiff, 1928. 
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cases and when adequately carried out, have encouraged 
the surgical methods when the minor methods are impossible. 

After-results will depend upon a series of factors, and 
I propose to discuss these under different headings before 
giving the actual figures of cases upon which operations 
have been performed. 


Factors INFLUENCING THE AFTER-RESULTS. 
(a) Right Choice of Cases. 

In considering this factor it must be realized at the 
outset that, as a general rule, acute early phthisis is 
excluded so far as all major surgical procedure is con- 
cerned. ‘he cases which are almost invariably submitted 
are those of the chronic third stage type, and in con- 
sidering results comparison must be made between cases of 
this kind which have been submitted to operation and those 
which have not. Up to the present time, so far as this 
country is concerned, it is only im cases in this stage, 
which, in spite of the usual measures, are showing a 
tendency to become worse, that surgical treatment is 
contemplated by the physicians in charge. It is quite 
unnecessary here to bring forward figures of the results 
of sanatorium and other forms of medical treatment in late 
disease except to say that there is great scope for improve- 
ment, and it is my contention that in a certain propor- 
tion of these cases surgery can give much help. 

The chief factor influencing one’s choice is the con- 
dition of the “ better’? Iung. It is extremely rare that 
there is no evidence, either clinical or radiological, of the 
previous existence of contralateral disease. This alone is 
not necessarily of signifieance, but one adopts as a working 
hypothesis the rule that this disease shall have shown no 
activity for at least three months before operation. 

In cases of doubt it has been my custom, following the 
practice of Sauerbruch, to make use of the minor operation 
of phrenic evulsion, which, by putting an increased strain 
on a doubtful ** better’? lung, may enable us to determine 
any liability of the disease to spread therein. I have had 
no case so far, in which the major operation was con- 
templated, where increased activity of disease in the better 
lung has resulted from phrenic evulsion, but this does not 
necessarily diminish the value of the minor operation for 
the purpose just indicated. 

In certain instances I have been persuaded to undertake 
thoracoplasty in the presence of active disease of the oppo- 
site apex, but these cases have been chosen with particular 
care and have heen under control by a competent physician. 
Active disease in the better lung in situations other than 
the apex is a definite contraindication to thoracoplasty, 
although in one case with activity in the middle zone in 
which thoracoplasty had been successfully performed the 
disease settled down and is new inactive after two years. 

Cases in which artificial pneumothorax has been induced 

and carried on for some time—months or even years—and 
in which, following cessation of refills, the disease becomes 
active again, almost invariably respond well to major 
surgical collapse. It is only rarely possible to reinduce 
the artificial pneumothorax, and time should not be wasted 
in other measures before submitting these cases to thoraco- 
plasiy. 
_ Another type in which thoracoplasty is of great value 
Ils that in which, either during artificial pneumothorax 
therapy or as a result of spontaneous pneumothorax, fluid 
develops, which later becomes purulent. The fluid will 
require aspiration at intervals, with or without gas replace- 
ment, and there is a constant danger of secondary infec- 
tion, either from within, by way of a small pulmonary 
fistula, or frem without after repeated aspiration. 
Secondary infection with pyogenic organisms is always a 
‘Serious and often a fatal complication, and one which 
Should be avoided at all costs. 

(Where this complication has occurred I would urge 
that when aspiration or Crainage is necessary it should be 
done, if possible, through the front of the chest, so as to 
allow a clean field for collapse operations over the back, 
When recovery is sufficient. The cavity can always be kept 
empty by means of suction, and the area at which an 
empvema naturally poimts is always in this region.) 

Cases in which drainage of an infected tuberculous 
empyema has been performed should, other circumstances 


permitting, be submitted to theracoplasty as soon as is 
reasonably possible, since delay may result in the establish- 
ment of lardaceous disease. The ultimate prognosis in 
these circumstances is- always very poor, and provides a 
strong argument for adopting radical measures for tuber- 
culous empyemata before secondary infection has super- 
vened. 

Of the series of cases analysed later, nine had thoraco- 
plasty for tuberculous empyema. Five of these (four being 
sequelae of spontaneous pneumothorax and one a tuber- 
culous effusion occurring during artificial pneumothorax 
treatment) had thoracoplasty performed with excellent 
results, the pleural layers becoming approximated and 
adherent. All these patients are now on full work. The 
other four had sinuses present as a result of previous 
drainage operations for secondary infection. Of these, one 
is quite well except for a minute sinus; another died owing 
to extension of disease to the other lung within a few days 
of the operation ; the third succumbed to lardaceous disease 
three months after thoracoplasty, although the operation 
wound healed by first intention; the fourth, although 
alive, is gravely ill. 

Apart from the types mentioned previously it may be 
taken in general that thoracoplasty is indicated in all those 
cases in which complete unilateral artificial pneumothorax 
is indicated, with the proviso that more care should be 
devoted to establishing the presence or absence of active 
disease in the better lung, and that early cases should be 
given an extended trial of all other medical measures before 
operation is considered. 

There is, however, a tendency to wait too long, in many 
cases until the patient has been weakened by repeated 
haemorrhages or until practically all lung parenchyma has 
been replaced by fibrous tissue interspersed with multiple 
cavities. It is not to be expected that any operation can 
offer hope of relief in the terminal stages of cases of this 
sort, and, apart from this, surgical operations, which may 
be excellent in appropriate circumstances, will incur a not 
unreasonable odium if performed at this stage. Surgical 
procedures offer considerable help in cases of haemoptysis 
which eannot be controlled by ordinary measures and in 
which artificial pneumothorax cannot be induced. 


(b) The Type and Extent of the Operation. 

Increasing experience has steadily convinced me that the 
ideal to he sought is an adequate collapse of the whole 
of the involved lung. This can best be obtained by per- 
forming a preliminary phrenic evulsion and subsequently 
a two-stage thoracoplasty from the first to the tenth ribs 
posteriorly. In the majority of cases these operations are 
done with a short interval, seven to fourteen days elapsing 
between the phrenic evulsion and the first stage, while the 
interval between the iwo stages of the thoracoplasty is 
from sixteen to twenty-one days. 

In my experience phrenic evulsion definitely diminishes 
the reactien of the first stage of thoracoplasty, apart 
from its subsequent compression value. Morcover, the 
division of the operation for thoracoplasty into two stages 
has undoubtedly lowered its operative mortality, and un- 
questionably allows of its successful performance upon 
individuals in whom it would be otherwise impossible. 

With regard to partial thoracoplasty, it would seem, even 
with resection of considerable portions of a few ribs, that 
the compression is inadequate, since effective collapse of 
the thoracic cage is prevented by the remaining rigid 
chest wall. 

There are two measures suitable for the production of 
localized collapse—namely, phrenic evulsion and pneumo- 
lysis. 

“The former operation is of a minor type and should, if 
carefully and properly performed, be without mortality. 
For various conditions, including tuberculosis, | have per- 
formed it 120 times, without surgical complication of any 
sort. In tuberculosis, however, it is only in a small pro- 
portion of cases that the result of this operation alone is 
adequate. In certain instances it has benefited the patient 
sufficiently to admit of the performance of thoracoplasty 
several months later, and in the rarer cases of basal tuber- 


‘culosis it may be all that is required. As an accessory 


operation there are several indications for its employment. 
In pneumothorax cases where basal adhesions are present 
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and in which refills are followed by an irritating cough, 
or in which adhesions are preventing the collapse of cavities 
in other situations, very considerable relief can be obtained 
by phrenic evulsion. 

_ The question whether phrenic evulsion should be used 
in @ greater number of cases of artificial pneumothorax, 
without special indication at the time, and with a view to 
prevent full expansion of the luny after cessation of the 
pneumothorax, is debatable. 

Pneumolysis, or the separation of the iung and the two 
layers of the pleura from the inner chest wall, does allow 
of very definite localized collapse if the space is filled by 
some extraneous substance which is retained. Fat is 
probably the best substance, and may be obtained either 
from the patient’s abdominal wall or from a lipoma from 
a patient of a corresponding blood group. The chief dis- 
advantage of the operation is its localized nature in a 
disease which is much more generalized. It has a very 
definite value, in my experience, where a residual cavity 
remains at the apex after thoracoplasty. 


(c) Anaesthesia. 

There has been much discussion as to the best method of 
anaesthesia for these operations. It is widely recognized 
that ether has an irritating effect upon the lungs, and it is 
but rarely used. Some surgeons operate under chloroform 
anaesthesia, but this offers the disadvantage of the depres- 
the on the heart, and is a factor 

ich, in these cases, where the blood 
90, cannot be ignored. 

ocal anaesthesia, most commonly used on the Conti 
largely because of the lack of skilled ane 
satisfactorily employed as regards elimination of pain 
but the sensation of pulling and pressure which patients 
experience in such a large operation has a very definite 
mental effect. They may not suffer from surgical shock 
suffer from a mental shock. 

e earlier cases of this series were perform 
anaesthesia, but for the above I 
combination of gas and oxygen inhalation with - 
anaesthesia, and with this I am well satisfied. 


(d) Operative Mortality and Complicati 

plications, 

The operative mortality depends upon several factors 
most of which have been previously enumerated. Pul. 
monary embolism, unfortunately, cannot by any known 
means be from the complications of 
any surgical procedure; thi 
Tatas . s accounted for one of the 

Shock as a cause of death should b i 

e largel 
entirely, eradicated by careful 
suitable anaesthesia, and rapid operating—by operation 
in two or more stages whete required—and finally. b 

yon the s i 
= skill and experience of the operator and his 

Rapid spread of disease in the o i i 
pposite lung will - 
sionally occur, and when this results in death Geir ete 
weeks it must be considered as due rather to activation 
hy the operation than to the compression. Two patients 
pegs such a rapid spread in the opposite side (within 
three weeks from operation), from which death resulted 

Wound infection, should it occur, is likely seriously to 
complicate convalescence, and death has been reported as 
a result. It is possible that infection may very occasional] 
spread through the pleura from the lung, but a swt 
likely cause is the introduction of sepsis from without 
either at or subsequent to operation. The only cases in 
which the technique cannot be completely blamed are those 
with secondarily infected discharging sinuses of the chest 
wall, sequestration of the infected 
area should eliminate the possibili i ion i 
possibility of infection in the 

The above remarks apply more especi 

arks pecially to th 
plasty. No complications and mortality in shied pas 
tions have occurred, and in five cases of apicolysis, with 
fat transplants, berg was no operative mortality, and only 
one case in which any complicati rred ; is i 
= * y p lon occurred; this is 


(e) After-Treatment. 

It is not necessary here to enumerate the smaller items 
of the immediate post-operative treatment, attention 
being drawn only to wider principles. 

In phrenic evulsion and apicolysis there is little after- 
treatment. In thoracoplasty the essential point is to take 
advantage of the soft nature of the parietes before rib 
regeneration occurs. 

It has been my practice for some time to apply to the 
chest wall small bags containing lead shot and varying 
in weight so as to obtain the requisite compression. I 
usually start this treatment about seven days after each 
stage of the operation, and begin with a weight of 6 or 
7 lb. This is applied to the subclavicular region as long 
as the patient can comfortably support it; the position 
of the bag is then changed to the axilla, with the patient 
lying on the sound side, for a similar period. This pressure 
is applied twice a day. In those with rigid chest walls, 
and especially in patients with tuberculous empyema, 
considerable weights are required, as much occasionally 
as 24 lb, Subsequently, a special form of belt is worn for 
several months. 

The enforcement, at a later stage, of a period of sana- 
torium regime, varying from three to six months, I 
regard as one of the points most essential to success. 


Thoracoscopy and Cauterization of Adhesions. 

The following figures show the limited value of this 
procedure, and also demonstrate the fact that out of 
eleven cases in which cauterization was successfully per- 
formed in only just over half of these was the end-result 


very good. 
Thoracoscopy performed in... 
Cauterization was successful in... ate 
The end-result of artificial pneumothorax 
treatment and cauterization was good in ... 


26 cases 
11 cases 


6 cases 


Apicolysis. 

The number of cases in which apicolysis was performed 
for tuberculosis was 5. In 3 of these it was supplementary 
to thoracoplasty for incompletely collapsed apical cavities, 
and in all these it was successful in so far that the fat 
graft used healed in situ by first intention and that the 
sputum present was very much diminished. In another 
it was performed as a supplementary operation to an 
incomplete pneumothorax. Healing again resulted by 
first intention, but the result was unsatisfactory, chiefly, 
I think, owing to bilateral active disease. 

In the last case apicolysis was performed for haemo- 
ptysis from an apical cavity, which had reopened after 
long-continued satisfactory artificial pneumothorax treat- 
ment. In this case the fat graft became surrounded by 
a layer of effused serum, and the process of stripping the 
lung and both layers of pleura from the chest wall, initiated 
by the operation, was continued after operation by the 
retraction of the fibrosed lung. This resulted eventually 
in a large extrapulmonary cavity, which necessitated 


closure by thpracoplasty. 


Phrenic Evulsion. 
The cases of tuberculosis in which this operation was 
performed numbered 79. There were no operative deaths 
or complications. The cases may be subdivided into: 


(1) Cases in which phrenic evulsion has been as 
u 


preliminary to thoracoplasty and of which the results are included 


under that heading; these numbered 40. 
In a few of these cases the preliminary operation had 
been done several months before the thoracoplasty, and 
the improvement resulting therefrom justified the thoraco- 
plasty, which was primarily out of the question, owing 
to both the general and local conditions. 
(2) Cases in which phrenic evulsion has been the sole surgical 
procedure; these numbered 39, and may be classified as follows: 
(a) Cases with haemoptysis: with complete cessation of 

(b) to artificial pneumothorax... 
uch improved ae 


Temporarily improved, “died “some weeks 


later of bilateral disease 

The heading ‘‘ much improved ”’ refers to disappearance 
of symptoms due to diaphragmatic adhesions, such as 
persistence of sputum, .and of temperature, and to 
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intractable cough, most marked after refills. A point of 
some significance is that it has been possible considerably 
to increase the time intervals between refills in all cases 
after phrenic evulsion, a point of economic significance 
where patients have to travel some distance for their 
refills. 
(ec) Cases of tuberculosis without complications and in 

whieh artificial pneumothorax was not possible... 28 

Improve 

Temporarily improved, died subsequenily ... 2 

** Much improved ”’ refers to cases in which temperature, 

pulse, and sputum were reduced to normal limits and the 
general condition was good. ‘‘ Improved ’’ refers to cases 
in which thete has been a definite -diminution in the 
quantity of sputum, a lower level of pyrexia, where present, 
and improvement in the general condition. In some cases 
the presence of bilateral active disease has prevented 
the full effect of the operation. Those cases in which 
“no change”? has occurred have also been bilateral, and 
some of them were patients with very advanced disease, 
The two cases of subsequent death had both been cases of 
acute bilateral disease, in which the operation had been 
performed on the side of the more extensive lesion. 


Thoracoplasty. 


Thoracoplasty had been performed for tuberculosis in 
59 cases up to May, 1928, with the following results: 


Alive and well 22 =37.3 per cent. 


Alive, mueh improved ... 10=17.0 
Alive, slightly improved ... 2= 34 
Alive, no change ....... 2= 34 
Alive, sanatorium treatment not com- 

pleted, but doing well ... - W=170  ,, 
Died within three weeks of operation... 4= 6.8 me 


Those alive and well consist of patients able to carry 
on their occupations, varying from heavy manual work 
to clerical work, in the great majority returning to their 
pre-invaliding occupations, if any. Those alive, much 
mproved, consist of patients who are able to do light 
‘work. The slightly improved cases are able to get about 
but are unfit for any work. 

The operative deaths occurred as follows: the first on 
the third day, from a pulmonary embolus; the second, 
six days after the first stage operation for septic tuber- 
culous empyema, from acute spread in the opposite lung; 
the third, twenty days after the first stage operation, 
of acute hroncho-pneumonic spread in the opposite lung; 
the fourth, from sudden heart failure, eight days after 
the second stage operation. 

The patients dead subsequent to operation survived 
for periods ranging from three months to four years and 
two months. One patient, who was apparently well as 
regards his pulmonary condition, died suddenly in the 
street from an unknown cause, six months after his 
operation. Another succumbed to lardaceous disease 
secondary to a pyo-pneumothorax, which was infected with 
pyogenic organisms. The remainder died from tuber- 
culosis slowly progressing in the uncollapsed lung, 


a 


II.—FROM THE POINT OF VIEW OF THE 
.PHYSICIAN.* 
BY 


F. G. CHANDLER, M.A., M.D.Canran., 
F.R.C.P.Lonp., 

Physician with charge of Out-patients, Charing Cross Hospital: 
Physician, City of London Chest Hospital, Victoria Park. 
Wsenxn | was asked to open this discussion from the 
physician's peint of view I began to formulate to myself 
What exactly is’ the difference between the physician’s 
and the surgeen’s peint of view, for different they un- 
doubtedly are. The notion of the surgeon as a_blood- 
thirsty empirical monster itching to use the knife wouid 
be, to-day, a ludicrous travesty as far removed from the truth 
ws certain notorious writers’ ideas about scientific medicine. 
So is it with the conception of the physician as an old 


*Read in a discussion in the Section of Tuberculosis of the Annual 


Meeting of the British Medical Association, Cardiff, 1928. 
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woman brooding over cases until it is too late, and whose 
only theatre of active operation is the autopsy chamber. 
The surgeon is a man of action; his is the bolder mind. 
He will say that if there is the slightest chance of doing 
geod he should act. With the physician or the general 
practitioner, however, lies the initial responsibility. It 
is to him that the patient comes first for advice. In 
recommending a serious surgical operation he takes a great 
vicarious burden upon himself. He has to consider not 
only that an operation may do good and the probability 
of cure or marked amelioration, but the possibility in 
some cases that a severe ordeal may be endured with no 
amelioration, or even with a worsening of the patient’s 
condition, 

The surgeon’s relationship to his patient is usually 
more impersonal. The mental and physical strain imposed 
by operation and the possibility of post-operative complica- 
tions are sometimes belittled. When the patient returns to 
his bed with a good colour, free from shock, free from pain, 
and the wound heals by first intention, the surgeon may 
justly congratulate himself on the immediate success of 
his performance. Yet, though the operation has been’ 
a masterpiece of technical skill and dexterity, it will 
mean little to the patient or his doctor if the desired. 
result is not achieved. Though the surgieal skill will 
receive recognition, it is to us that the patient will come 
with reproaches. The physician cannot help considering 
the operative risk, the possibility of after-pain and dis- 
comfort, particularly in chest surgery. His concern, too, 
is with the ultimate result, not the effect on the lung 
operated on, but on the patient’s general condition. There 
is another more subtle factor in the surgeon’s decision. 
He has his own credit to consider. His results when 
published will be criticized. His mortality figures cannot 
fail to be regarded as a reflection on his skill. In a 
had case he will realize that in tackling it he will run 
the risk of increasing his mortality figures. In my expe- 
rience this reasoning has not affected his decision. On 
the contrary, he is apt to say that if operation gives 
the patient the slightest chance he must consider the 
patient and not his own reputation. Thus the very 
generosity of his outlook will tend to subject the 
patient to operation in cases where the physician will 
feel verv doubtful of its advisability, and where the 
patient, if he knew the risk, might prefer to die. So 
grave is the decision in some cases, so unertain§ the 
prospect, that the patient must be taken into our fullest 
confidence and sometimes decide the question for himself. 
In major chest surgery there are peculiar difficulties. 
There are problems of judgement as well as of technical 
skill. If it were possible a combination of the physician- 
surgeon would be ideal. Ordimarily such a combination 
would be impossible. But, fortunately, in thoracic surgery, 
owing to peculiar circumstances, we have had this com- 
bination, and it is to physician-surgeons—-if [I may so 
designate them—such as Saugman, Morriston Davies, 
Gravesen, Jacobaeus, and others, that we owe not a little 
in the development of the procedures under discussion, 


ProceDUREs. 

The procedures that I propose to discuss are: (1) The 
open operation for dividing pleural adhesions in artificial 
pneumothorax—so-called ‘‘ intrapleural pneumolysis.”’ 
(2) Phrenic evulsion. (3) Apicolysis and pneumolysis. 
(4) Thoracoplasty. (5) Oleothorax. These procedures: I 
will discuss from the standpoints of (1) immediate risks; 
(2) after-pain and distress; (3) ultimate results. 


1. The Open Operation for Dividing Pleural Adhesions 
in Artificial Pneumothorar—So-called Intra- 

pleural Preumolysis.”” 

This method, unfortunately, has not been successful; 
the pleural cavity becomes septic. Why this should be 
s» I do not know. If care be taken not to divide adhesions 
containing lung tissue, if the cautery and this alone is 
employed, 1 cannot see why there should be any septic 
complication. Gloyne has shown that adhesions devoid 
of lung tissue may yet contain giant-cell systems; but, 
even so, with the cautery this should not cause trouble. 
It may not always be possible to know if lung tissue is 
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resent in an adhesion, and if traction of short adhesions 

is employed the lung may be torn. But, whatever the 
reason, the fact remains that the operation has not estab- 
lished itself, and those few cases that I have seen have 
developed empyema. There is little disturbancé from the 
operation itself, 


2. Phrenic Evulsion. 

The immediate risk is small, but haemorrhage, haemo- 
ptysis, air embolism, chylous fistula, and injury to other 
nerves have been reported; among my own cases there was 
one death from pulmonary oedema four hours after the 
operation, under general anaesthesia, and in one case 
what may be called a chylocele developed, owing to injury 
to the thoracic duct. But such events are very rare. 
After-pain and distress are slight—the patient can often 
walk about the day ofter the operation. 

From the operation there may be marked benefit. If 
not, the procedure has been slight, the ordeal small, and 
it is an excellent preliminary to the methods about to 
be described. Morriston Davies will, I trust, give us the 
results of his own large experience, but I may perhaps be 
allowed to quote from his conclusions.* 

He is of the opinion, and I agree, that in cases of 
basal tuberculosis it has been unquestionably of immense 
assistance in arresting the disease. Benefit may be ob- 
tained in more generalized disease, and when used as an 
accessory to incomplete artificial pneumothorax. It will 
certainly relieve distressing cough and pain in some cases, 
and at the termination of an artificial pneumothorax, 
wiien the lung cannot expand and much mediastinal dis- 
placement is occurring, it is of undoubted benefit. 


3. Apicolysis and Pneumolysis. 

_From the physician’s point of view these are the opera- 
tions of choice. There is little or no shock, little discomfort 
afterwards, and the operative mortality, so far as I know, 
is negligible. Unfortunately, however, no satisfactory 
packing substance is known. Fat and plastic paraffin are 
most commonly employed, but both are apt to be extruded 
little by little through a pinhole sinus. Nevertheless, 
though this befalls, an apical cavity may remain closed, 
with its walls adherent. I personally am greatly interested 
in and impressed by the possibilities of this operation. 


4. Thoracoplasty. 

It is the operation known as thoracoplasty that presents 
the greatest problem in this discussion. I have seen the 
most brilliant and lasting results from the operation, and 
I have seen the reverse. It demands the most perfect 
technique, the most complete undeistanding, and the 
most exact comprehension of what is to be achieved. It 
is not an operation that any surgeon can do, nor is it, in 
my opinion, justifiable to undertake it without an appren- 
ticeship. I feel that after-results cannot be usefully dis- 
cussed without a clear idea of the criteria of suitability 
and non-suitability. 


Types of Cases Suitable. 

1. If a successful artificial pneumothorax has been allowed 
to terminate with a recurrence of symptoms and re-collapse 
is not possible. 

_ 2. If an artificial pneumothorax is imperatively indicated 
in a case of progressive unilateral disease, yet by reason of 
adhesions it is not possible to induce one. : 

3. = chronic unilateral disease is present causin distressing 
symptoms—excessive expectoration, recur i 
fever, inability to work, 

4. A tuberculous empyema, if producing symptoms. 


: Types Not Suitable. 

If in the other lung there is a suspicion of active. or 
progressive disease. 

If resistance is poor, judged b rsonal hist 
and family history. 

If the condition is one of fibroid phthisi ith 
prospect of many years of reasonably healthy life. ee 
: If amyloid disease or severe tuberculous ulceration of the 
intestines exists. 


The operation has been done some two or three thousand 
times at least. The results are published so that we 


can form a fair estimate of the immediate mortality and 
the after-results. For example, Dr. Gravesen, who has 
very kindly sent me particulars of his cases up to the 
present time, had in the first 100 cases a mortality. of 
9 per cent., in his subsequent cases a mortality of 4.9 per 
cent. The results have improved with increasing expe- 
rience. Taking it all round we may assume an immediate 
operative mortality from about 5 to 12 per cent. John 
Alexander of Michigan University, in his encyclopaedio 
book on the Surgery of Pulmonary Tuberculosis, has 
collected 1,159 cases in which the operative mortality 
was 13.2 per cent. But these figures include cases operated 
on in the early days and different types of thoracoplasty. 

The after-pain and distress within the first few days after 
the operation vary enormously in different cases. In some 
instances there is undoubtedly great pain and distress and 
profound shock, in others very little. J. E. H. Roberts 
claims that after-pain may be prevented or minimized if 
the periosteum is stvipped with great care so as to avoid 
unnecessary injury to the intercostal nerves, and if tho 
muscles are not lacerated. The wound sometimes becomes 
boggy and sometimes septic. Archibald claims that this 
may be prevented by avoiding the use of large quantities 
of local anaesthetic. Aspiration pneumonia may occur, 
but this can, to some extent, be minimized by careful 
anaesthesia and by not completely abolishing the cough 
reflex after the operation by anodynes. 

Of cures, Dr. Gravesen’s most recent figures show 42.5 
per cent. out of 155 cases fit for work at the present time, 
more than two years after the operation. Whereas of 
those not operated upon and in whom extensive or uni- 
versal adhesions prevented an artificial pneumothorax, 
only 11 per cent. were fit for work. These cases are 
comparable with those operated upon, for it is from this 
class that those for operation are selected. 

Of Alexander’s 1,159 collected cases, 42 per cent. were 
cured or greatly improved. Recent experience has been 
more favourable both as regards mortality and_ results. 
As Gravesen says, it is encouraging to see that thoraco- 
plasty improves the prognosis from 10 or 12 per cent. to 
40 per cent. of cures. I think we must regard such an 
experience as very good, seeing that the patients operated 
on have a serious disease in an extensive form, and who, 
in most cases, have been ill for a long time. 

There is surprisingly little deformity to the outward eye 
after the operation when the patient is dressed. In a 
good case the patient can use the arm on the side operated 
on even to doing manual work or playing tennis. 

To sum up, I would say that if the case comes strictly 
within the criteria mentioned above, the possibility of 
surgical cure should be put to the patient; that while 
we cannot guarantee the result, there is a prospect of 
complete and permanent recovery, and that such treatment 
is the only effective method we have, at the present time, 
of bringing this to pass in this type of case. 


5. Oleothoraz. 

I feel that 4 reference to this is justified, although our 
experiende of the method is still limited, because of its 
extreme simplicity and because it may prevent the need 
of a thoracoplasty. Obliterative pleurisy is one of the 
most serious complications of artificial pneumothorax. 
Once well started, no amount of air pressure will keep 
the pleural layers apart. Little by little, with invincible 
force, the tentacles of contracting fibrous tissue draw the 
pleural layers together from below upwards. By inducing 
an oleothorax I believe this process may be stayed. The 
oil is driven to the upper part of the chest and then the 
space can be contracted no further and it is usually just 
this upper part that we want collapsed. In this way @ 
condition which might render thoracoplasty necessary may 
be prevented. 

In conclusion, I would say that there is still an apathy 
towards modern advances in the treatment of pulmonary 
tuberculosis. Patients not doing well are frequently 
allowed to go on with no special treatment and to pass 
the stage where artificial pneumothorax might save the 
situation. 


REFERENCE. 
1 Tubercle, ix, February 5th, 1928, p. 215. 
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“RADIUM TREATMENT OF ‘CANCER OF THE CERVIX. ~ 


DIUM THERAPY OF CARCINOMA OF THE 
CERVIX UTERL.* 


An ANatysis oF RESULTS OBTAINED AT THE WOMAN’S 
Hospitat, New 


BY 


GEORGE GRAY WARD, M.D., F.A.C.S., 


Professor of Gynaecology and Obstetrics, Cornell University ; 
Chief Surgeon, Wena’ Hospital, New York. 


I HAVE no apology to offer for having the temerity to 
bring to your attention this subject, as the therapy of 
cancer of the uterus is by no means accepted and standard- 
ized as are most of our gynaecological problems, and because 
the literature is full of conflicting opinions as to the results 
obtained, and as to what is the most efficient technique. 
Therefore, in the hope that our few drops of clinical 
experience in the radium therapy of carcinoma uteri during 
the past ten years at the Woman’s Hospital in New York 
may act as a reagent to help clarify the hazy mixture of 
the various clinical reports, I beg leave to give you a 
survey of our observations and viewpoint as a small con- 
tribution towards bringing about the stabilization of the 
therapy which-l am sure we all ardently desire. 

Before the discovery of radium by Mme Curie the treat- 
ment of cancer of the cervix uteri was by local destruction 
of the carcinomatous tissue with some form of cauteriza- 
tion or by operation. The technique of the radical opera- 
tion, as developed by Wertheim, gave so much better 
results than other operative procedures that up to the last 
ten years practically no other treatment has been used. 
The question to-day before us is, Can we with radium 
obtain the same result-in treating cancer of the cervix as 
can be obtained by the Wertheim operation without its high 
primary mortality? No one questions the palliative effect 
of radium in the inoperable cases of carcinoma of the 
cervix, but to ascertain the true value of irradiation one 
mist compare the results by operation with the results 
by irradiation in, operable cases of carcinoma of the 
uteri. 

At this time there are only a few large clinies using 
radium alone for operable cases of cancer of the cervix, 
and consequently only a few series of operable cases of 
carcinoma of the cervix treated with radium five years 
or more ago to compare with the large number of cases 
operated upon radically and observed for a period of five 
years or longer. The object of this paper is, therefore, 
not only to report the results obtained in the Woman’s 
Hospital of New York by irradiation of all cases of cancer 
of the cervix, but especially to show our results by irradia- 
tion of operable cases in the ten years that we have had 
radium in the hospital. 

In the past year two statistical studies on surgical and 
radiological treatment of cancer of the cervix uteri, of 
great importance te physicians concerned directly or jn- 
directly with this disease, have been published—one in 
England and one in Sweden. The first study mentioned 
is an exhaustive report by Dr. Janet KE. Lane-Claypon, 
published by the Ministry of Health in England and based 
on the data published in sixteen different countries relating 
to the records of some 80,000 cases of cancer of the uterus 
treated by operation or radium. This is a work of great 
magnitude, and includes a most valuable bibliography. 
The second study is a comparative analysis by Heyman of 
the Radium-Hemmet in Stockholm, which he presented 
before the Scandinavian Surgical Society at Gothenburg 
in June, 1927. This is an admirable review and com- 
parison of the published statistics of the results obtained 
in twenty surgical clinics and seventeen radiological clinics 
in Europe and America in operative or radium therapy 
of carcinoma of the cervix uteri. : 

In his comparative study of published statistics Heyman 
has reduced the figures of all the clinics to one uniform 
standard. He has left out all doubtful statistics and does 
not deduct intercurrent deaths or non-traced cases, and 


*Read in the Section of Obstetrics and Gynaecology of the Annual 
Meeting of the British Medical Association, Cardiff, 1528. 


quotes only the accepted five-year cure: His combined 
summary of twenty surgical clinics and seventeen radio- 
logical clinics shows: 

For total cases— 
Operative treatment 
Radiological treatment 

For operable and borderline cases— 


. approximately 18.0 per cent. 
16.3 


Radiological treatment Pde 34.9 
Primary mortality— 

Operative treatment site 17.2 

Radiological treatment less than 2.0 Ra: 
Operability— 

Operative treatment 43.0 = ,, 


less than 30.0 


While these figures apparently approach each other very 
closely it must be evident that it is not fair to consider 
them as similar when we take into account the great 
difference in the character of the initial material as 
shown by a 43 per cent. operability in the operative 
statistics as compared with less than 30 per cent. in the 
radiological: figures. 

The above general averages are interesting when com- 
pared with the results obtained at the Radium-Hemmet 
at Stockholm by Forsell and Heyman. From 1914 to 1921 
inclusive they reported for all cases 22.4 per cent. free 
from symptoms after five years, and borderline cases with 
a five-year cure of 44.4 per cent. Their primary mortality 
from irradiation was 1.59 per cent. 

These results, contrasted with the general average of 
the operative treatment, are certainly to the advantage 
of irradiation therapy, especially when we consider the 
character of the initial material from which these figures 
are compiled. 


Radiological treatment 


TECHNIQUE AT THE Woman’s 
New York. 

We have not a large amount of radium at our disposal 
at the Woman’s Hospital, New York. Our armamentarium 
consists of some 280 milligrams of the salt in tubes and 
needles, and our average initial dosage has been from 
2,400 to 4,200 milligram hours. It is of interest to note 
that the Radium-Hemmet at Stockholm also uses the salt 
in similar dosage, and does not use the emanation with 
massive amounts. Our experience convinces us that 
the employment of massive doses cannot show any better 
results than the intelligent application and reapplication 
of smaller doses. 

We start with the principle that every case of cancer 
of the cervix is a study in itself, and that the frequent 
personal observation by the surgeon directing the treat- 
ment is absolutely essential to obtain results, and this 
personal contact must continue throughout the period of 
cure. As we cannot say when any case is permanently 
cured, this means the patient should be under observation 
at regular monthly intervals throughout her life, if she 
would be safe, as we believe we have obtained our results 
by this constant watching enabling us to discover a 
recrudescence of the disease in its early stages long before 
the patient would be aware of symptoms. Thus we have 
the opportunity of putting out the fire while it is yet a 
small blaze by prompt re-radiation, instead of having to 
try and extinguish the serious conflagration which would be 
present when the patient had developed symptoms. Hf 
there is an opportunity to plant a radium needle in a 
suspicious area at the onset of a recurrence the problem 
is much simpler, as the chances of smothering the fire in 
its incipiency are greater. We therefore believe in repeated 
re-radiations as often as indicated; 50 per cent. of our 
cases have had more than one application, and many of 
our successful cases have had three or more irradiations. 
It is upon this personal frequent follow-up of our cases 
that we have based our treatment, and attribute to it 
whatever success we have had. 

As we are familiar with what the post-radiation picture 
should be at the end of each month, we think we can tell 
from the general appearance of the growth whether the 
several stages of hyperaemia, local sloughing, separation 
of the slough, and healing process with final cicatrization 
and marked contraction, which represent the phenomena 
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of irradiation of the cervix by radium, are progressing 
satisfactorily. This process, as we have observed it at our 
clinic, has been graphically shown in a paper published by 
Farrar. Our technique of application is simple and has 
been described in a previous report. We employ brass and 
rubber screening of the radium tube and distance screening 
with vaginai gauze for the protection of the bladder and 
rectum. We believe anchoring of the radium tube by 
suture is an important detail. We prefer the short needles 
to the long model for implantation in the periphery of 
the growth, and we believe the needles should not be closer 
to each other than 2 centimetres. Usually four needles are 
sufficient, unless the growth is very large. We have found 
a self-retaining catheter inserted in the bladder during the 
time of the radium application is most satisfactory to all 
concerned. 

Many of these patients are suffering from toxic absorp- 
tion and are cachectic and anaemic. During the sloughing 
stage of the radiation process there is necessarily an 
increased absorption of these toxins with resulting septic 
fever and an increase of the debilitated state. We have 
found that blood transfusion is an important adjunct to 
the irradiation in enabling these patients to combat this 
sepsis more successfully. Wherever possible we give these 
cases 500 c.cm. of blood before their discharge from the 
hospital. 

Important details are to get the patient up early to 
favour drainage, and to give careful instructions as to 
repeated daily douches of potassium permanganate solution 
to favour separation of the slough, to deodorize it, and 
to stimulate tissue growth. 

Our results have been obtained without the employment 
vf high voltage 2-ray therapy as an adjunct, as we have 
not the apparatus, and our employment of a moderate 
voltage as a post-radium treatment in some of our cases 
seemed harmful, and gave us less satisfactory results than 
when we used radium alone. So for the present we do not 
use g-ray therapy in conjunction with radium as a routine. 
We believe, however, that high voltage attack on the 
lymphatic glands to produce a lymphatic block as an 
adjunct to radium therapy is theoretically correct, and 
if it can be done without associated injury to the adjacent 
viscera it would be ideal. 

Each patient is requested to report once a month in the 
follow-up clinic. Dr. Farrar and myself attend this clinic 
in person, and one or the other of us palpates and inspects 
each cervix with its adjacent tissues. 


PROGNOSIS FROM THE TYPE oF CELL, 

In view of the interest that has been aroused by 

Martzloff, Cutler, and others on the possibility of making 
a prognosis as to the probable reaction to irradiation in 
accordance with the predominating type of cell in cervical 
carcinoma, I have had Dr. Plaut, our pathologist, study 
the type of cell in our series. We have not found it 
possible to predict the result from the type of cancer cell, 
for we have observed when several pieces of tissue have been 
taken from different places in the growth that different 
types of cancer cells are present. While we hope that the 
grading of the type of cell may prove to be as reliable 
an index of prognosis as some pathologists expect, still we 
are inclined to believe with Dr. Plaut that there is at 
present a bewildering mass of contradictory evidence as to 
its value. 
_ In 1925 we reported our results at the Woman’s Hospital 
in New York of two five-year series of radium therapy for 
carcinoma of the cervix before the American Medical 
Association. Our percentage of cures of all cases was 23.6 
and for the early and borderline (operable) cases it was 
52.9, based on cases traced, or 22.4 and 50 when including 
the non-traced cases, to accord with Heyman’s uniform 
standard, with a mortality of 1.6 per cent. Since that 
date we have completed two more five-year series, and are 
now able to report on all cases treated in 1919, 1920, 1921 
and 1922, and the first five months of 1923. Our records 
and follow-up end-result cards have been audited by pro- 
fessional statisticians, and the. figures I present to you 
have been compiled by them and certified as correct, 


It has seemed well before giving our statistics to state 
definitely the character of the cases we are reporting. We 
have included only cases of carcinoma that have originated 
in the cervix and have not been operated upon or treated 
with radium elsewhere, so that we may compare our method 
of radium treatment with the radical operative treatment 
in similar classes of carcinoma of the cervix uteri. 


TABLE I.—Primary Carcinoma of the Cervix Uteri: Radium 
Five-Year End-Results. 


Gynaecological Service, Woman's Hospital, May, 1928. 


Percentage Living. 


Treated.; Traced. | Living. Cases | Cases 


traced. | treated. 


Classes 1, 2, 3,4 ... 14 126 31 24.6 23.1 
Classes 1 and 2 (limited 32 30 17 56.7 53.1 
to cervix) 


Primary mortality, 0.44 per cent. 


Comparing these results with the statistics of seventeen 
clinics as given by Heyman in his report, and also with 
the results obtained by Forsell and Heyman at the Radium- 
Hemmet in Stockholm, we have as follows: 


Il.—C'omparative Results of Radical Operatire and Radio- 
logical Treatment of Carcinoma of the Cervix (Five Years). 


ToraL Cases TREATED. 


*All Clinics: Per cent. 

*Radium-Hemmet os 


Woman's Hospital Clinic, May, 1928... | 
Primary Mortality: 


Radiological atment ... ove 
«cui Heyman’s Report, 1927, 


Taste I1I.—Operable Cases (Five Years). 


*All Clinics: Per cent. 


Woman's Hospital Clinic, May, 1928 _... | 


*From Heyman’s Report, 1927, 


Although our total series is small as compared with the 
Radium-Hemmet, still it is encouraging to know that our 
last two five-year series maintain the percentages achieved 
in our previous report. It must be borne in mind that the 
percentages given for the borderline cases must always 
be of uncertain value, as “ borderline’? means confusion, 
because it must depend entirely upon the personal equation 
of the surgeon, and we are inclined to agree with Jeff 
Miller that it is a useless classification for practical pur- 
poses, and that we should simplify our statistics by having 
only two types—early and advanced. Likewise there must 
be uncertainty as to the term “ operability,’’ because one 
surgeon will cohsider operable, and will operate on, cases 
with definite involvement of the parametrial tissues—as, 
for instance, Victor Bonney—while many of us who are 
conservative will not consider a case operable unless the 
uterus is mobile and without infiltration beyond the cervix. 
Consequently the figures given for “‘ operable ”’ cases will 
always be of unstable value for comparison alse. 

The lack of standardization of statistical reports is what 
complicates the problem of making fair comparisons. A 
cursory glance at the various reports published in the 
literature will show what a great variability exists in pre- 
senting the subject. Two-, three-, and four-year results 
only add to the confusion, and should be abandoned. Only 
five-year observations should be considered. 

In giving the report of our cases of carcinoma of the 
cervix treated with radium we have felt the need of 


standardization of statistics, and would urge that we 


have— 

1. A uniform classification of the growth itself. Schmitz’s 
classification of groups from I to IV gives a sufficiently 
definite anatomical description of the extent of the tumour 
itself, and this grouping we have adopted in our work. 
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2. The report of only five-year results—total cases and 
early cases. For comparison with the operative results 
obtained, we must take the same period that surgical clinies 
do—that is, five years. 

3. Inclusion in statistics of all patients that either have 
not been traced, or are dead from any cause, as dead from 
cancer, This may seem unfair in some instances where 
it is difficult to trace cases, or in hospitals that do pot 
have a ‘ follow-up,”’ but if the rule applies to everyone 
it can only affect a small percentage of cases, znd may 
lead to a better fellow-up system. Heyman, in his 
statistical analysis of over 8,000 cases, has followed this 
procedure. 

4. Operability raie and primary mortality. These should 
be given for comparison with cases treated by radical 
operation. 


PROPHYLAXIS. 

The role of chronic irritation as an etiological factor in 
the development of carcinoma makes it imperative that 
lacerations and erosions of the cervix should not be 
neglected. In a study by Farrar of 300 consecutive case 
histories of cancer of the cervix at the-Woman’s Hospital 
in New York it was found that pregnancy had occurred in 
96 per cent. In 288 cases 11.1 per cent. of the patients 
had had the last pregnancy less than five years and 20.3 
per cent, less than ten years before entering the hospital 
for the malignancy. We believe that the immediate 
repair of cervical lacerations, when done under proper 
conditions as in a hospital, will lessen the danger of subse- 
quent development of carcinoma in the cervix. 


ConcLusions. 

In conclusion, I wish to draw attention to the following 
creed which I hold. 

There is less primary mortality, less morbidity, less loss 
of time with radium therapy than in the radical operation 
for carcinoma of the cervix, 

The palliative results in cases not permanently cured 
are an important advantage not to be ignored. 

The morbidity results of the radical operation—fistulae, 
thrombosis, suppuration, etc.—are not to be forgotten. 

Vesical and rectal fistulae should be increasingly less 
freyuent in radium therapy as the technique develops. 

Repeated irradiations are of distinct value, and subse- 
quent treatments should be based on the reaction to the 
initial or test dose. 

A personal monthly inspection or follow-up is an essential 
throughout the period of observation, in order that by a 
watchful waiting we may discover a recurrence in its in- 
cipiency and thus extinguish the fire before it has gained 
headway. 

Large amounts of radium are not necessary to produce 
results. 

A standardization of statistical reports on irradiation 
of cancer of the cervix is needed for comparison of results 
in different clinics. 

We believe that our results show that radium is prefer- 
able in all classes of cervica: carcinoma. We also believe 
that in the very early cases the radical operation will give 
the same result as radiun., but at the cost of high primary 
mortality and greater morbidity. 

As to the early cases—-and how few we see!—with the 
present statistical figures available it is not yet proved 
which gives the best results, but the available figures do 
not show that the operation is any better than radium. 
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RADIUM IN THE TREATMENT OF CARCINOMA 
CERVICIS AND INTRACTABLE 
MENORRHAGIA.* 

BY 


FARQUHAR MURRAY, M.D., F.R.C.S., 


Lecturer in Midwifery and Gynaecology, University of Durham. 


Crervictis. 
Tuese observations are based on a study of over 200 cases 
treated with radium since January, 1926, and an expe- 
rience of 130 radical operations (Wertheim). All the cases 
were checked by pathological report. 

Radium bromide (100 mg.) was applied for twenty-four 
hours to the external os, if it was ulcerated, or into a 
crateriform cavity if one existed. In a few cases 200 mg. 
was used. After the application the patient rested for 
fourteen days, took potassium iodide, 5 grains thrice daily, 
and had a douche every day. 


Pathology. 

Forty-five uteri which had been exposed to radium and 
had been reported to be malignant were sent for a further 
report after removal. Radiwm had been applied at least 
fourteen days previously, and in some cases one or two 
months had elapsed. Nine reports, when referring to the 
malignant growth, contained such terms as “ disorganized,”’ 
‘* retrogressing,’’ ‘‘ some necrosis,’’ being phagocytosed,”’ 
and three stated that there was no evidence of malignancy. 
In the remaining thirty-three uteri the malignant cells 
were apparently unaltered. 

Radium applied directly to the growth can produce a 
beneficial result, but my operative experience makes me 
doubt its practical value in dealing with glandular 
deposits. 

In order to appreciate the results the terms ‘‘ operable, 
‘*‘ borderline,’’ and ‘‘ inoperable ’’? must be defined. These 
are based on the local condition as fudged by the possi- 
bilities of the radical operation (Wertheim), and without 
reference to the age or general condition of the patient. 
For the benefit of those who are not conversant with 
operative technique it might be useful to state that the 
radical operation entails removal of a cuff of vagina with 
the cervix, as well as the extirpation of the lymphatic 
glands. An ordinary total hysterectomy, sometimes called 
panhysterectomy, does not allow of this. 

Operable means that the growth is limited to the cervix, 
or has involved the vagina only to a limited extent, and 
that there is little, if any, infiltration of the cellular tissue. 

Inoperable implies (1) that the ulcer extends so far down 
the vagina or into the broad ligaments as to prevent 
removal, or (2) that the cellular tissue in the ligaments or 
round the cervix is densely infiltrated. 

Borderline refers to the intermediate cases. This classi- 
fication will, to some extent, depend upon the individual 
operator. 


1. Operable Cases. 

In 20 cases considered operable prior to January, 1928, 
radium alone was used. These cases were not submitted 
to operation owing to such causes as age, general condition 
of the patient, or the presence of heart disease or diabetes ; 
in two cases operation was refused, and in two others the 
application of radium made the condition clinically in- 
operable. 

Results. 


Excluding two cases which have been lost trace of, the 
after-history of the 18 at the present date is as follows: 


Worse or dying 


Dead 


~VRead at the Annual Meeting of the British Medical Association 
(Section of Obstetrics and Gynaecology), Cardiff, 1928. 
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I do not now use radium as a routine prior to opera- 
tion, since in several instances it appeared to make the 
local condition worse and even inoperable, while the opera- 
tion area is certainly made more vascular if it has been 
applied recently. It should be used if the ulcer is spread- 
ing on to the vagina and there is some surrounding in- 
filtration. A ureter can be dissected out of an infiltrated 
area, but, if the infiltration is due to malignancy, I am 
satisfied from histological reports that the only chance of 
success lies in devitalizing the malignant cells by ridia- 
tion prior to operation. 

I compared the after-results of 38 operable cases which 
had the radical operation alone with a similar number 
which had the radical operation after a preliminary appli- 
cation of radium. At the time of making the record a 
minimum of three years had elapsed in the purely operative 
group, and of one year in the radium group. The results 
are as follows: 


Operation only: Per cent. 
Death from other causes... 5 


Radium and operation : 
Alive and well ... de 
Death from other causes 6 


These results appear most unfavourable to radium, but 
the correct interpretation of them, in my opinion, is that 
by the use of radium it is now possible to include in the 
‘‘ operable ”? group cases which, in earlier days, one would 
have hesitated to operate on. It does not alter my opinion, 
however, that the preliminary use of radium, even in an 
early case, increases the operative risk and that in some 
cases it appears to aggravate the condition. 


2, Borderline Cases. 

These require particular discrimination. Radium may 
improve the local condition and render a previously fixed 
and ulcerated cervix mobile and smooth, but this improve- 
ment may be more apparent than real so far as ultimate 
operative treatment is concerned. Ulceration may be 
inhibited, but tissues which have been destroyed can never 
be replaced, and from time to time I have regretted 
disturbing the scar tissue which followed an application of 
radium; the bladder has been opened, or the cervix has 
torn during the operation. 


3. Inoperable Cases. 

In these cases radium undoubtedly improves the local 

condition. There is usually a smoothing and ultimately 
contraction of the ulcerated area, and not infrequently 
a diminution in the secondary infiltration. The patient 
reports that she feels better, and that the bleeding, and 
even the discharge, has ceased. The actual duration of 
life does not appear to be very greatly influenced in the 
majority of cases. 
_ Of 23 cases considered inoperable in 1926, and treated by 
radium alone, 4 are alive in July, 1928, but 3 of these are 
going downhill. The one exception shows no evidence of 
growth after eighteen months. This was a case of ex- 
tremely superficial ulceration spreading down the vagina 
to the urethra, which rapidly disappeared after one 
application for twenty-four hours of 200 mg. of radium 
bromide. 

Five cases seen in 1926, and considered inoperable, were 
so improved after radiation that the radical operation 
was performed. Of these, 2 died shortly after opera- 
tion, 1 survived operation and lived thirteen months, 
and 2 are alive and well to-day and with no evidence 
of recurrence. 

The after-history of 24 inoperable cases seen in 1927 is as 


follows: 17 are already dead, 5 are dying, and 2 show no 


definite change. 


I am convinced that radium is invaluable in dealing with 
this condition, and that, in certain cases, it can produce 
results little short of miraculous. It is certainly the only 
treatment of proved value which can be used in the 
majority of cases met with, and undoubtedly produces 
beneficial results in most cases. I am equally convinced 
that it has not superseded the radical operation when such 
is possible. Its use is specially indicated in elderly women 
in the late fifties, as the growth appears to be particularly 
responsive to radiation. 


MENORRHAGIA. 

Fifty-five cases treated with radium have given most 
encouraging results, A multipara in her forties, whose 
lieavy losses will not respond to drags or curettings, 
and who would otherwise have her uterus removed, is 
a typical case justifying this treatment. The advantage 
of effecting a cure without resort to the major operation 
is obvious. 

After excluding malignancy and pelvic inflammatory 
trouble the uterus is dilated, vigorously curetted and irri- 
gated, and 100 mg. of radium bromide is inserted for 
twenty-four hours into the uterine cavity. The radium is 
tied in the distal portion of a rubber tube, the proximal 
end of which lies in the vagina to allow of easy extraction. 
The vagina is lightly packed with gauze. After removal 
the patient rests for fourteen days and keeps her bowels 
regular. Apart from slight sickness during treatment 
nothing untoward is noticed. 

The usual after-result is the establishment of the menv 
pause at once, or after a few weeks, during which the 
patient notices a slight brown discharge. In one instance 
the patient’s doctor reported that a pelvic abscess had 
discharged after her return home. 


Results. 

Thirty-seven patients aged 40 and over were treated, all 
except 4 having had one or more pregnancies. All; with 
one or two exceptions, had been curetted on one or more 
occasions. Of the 37, 9 must be excluded, as they have 
been too recently under treatment, but reports indicate 
that they are in process of being cured. Among the 
remaining 28 there were 27 complete cures; the failure 
was an early case and due to faulty technique, and would 
almost certainly have responded to a second application. 
While 40 is a convenient milestone, younger patients 
were met with who gave a similar history prior to being 
treated. : 

In a series of 14 patients, 3 of whom were in their late 


twenties and had been curetted three to five times, 11 were 


cured. Of the remainder 1 is too recent to record, and the 
2 failures were due, in my opinion, to faulty technique, 


_the radium in one case being inserted into the cervicel 


canal, and in the other the uterus had not been curetted 
prior to the application. 

Four patients were treated who had small fibroids varying 
in size from a walnut to a golf ball. In 3 of these amenor- 
rhoea was produced, but the fourth was a failure due to the 
subsequent extrusion of a submucous fibroid. One of the 
3 apparent successes has since shown signs of degenerative 
changes taking place in the fibroids. 


Concivsions. 

Radium treatment is safer, and almost as certain in its 
results as hysterectomy, and is the preferable form of 
treatment in such cases. The advantage to the patient in 
every respect must be obvious. It is specially indicated in 
patients suffering from disease of the heart, lungs, or 
kidneys, where a long anaesthetic and major operation 
should be avoided and a cure must be certain. It is also 
the ideal treatment in extremely nervous and elderly 
patients. Its use in cases complicated by small fibroids 
would only be justified by the general conditions already 
mentioned, and not as a routine procedure. 

Radium might be of use in producing the artificial meno- 
pause in patients suffering from pathological blood disease, 
with a view to conserving their blood supply. 
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Memoranda: 


MEDICAL, SURGICAL, OBSTETRICAL. 


SUBCUTANEOUS RUPTURE OF THE PECTORALIS 
MAJOR MUSCLE. 


Tue following case appears to be sufficiently unusual to 
warrant putting on record. 


A well-developed muscular youth, aged 19, was admitted to the 
Queen Alexandra Military Hospital, London, on May : 
He gave a history that on the previous evening, while engaged 
in the second round of a boxing contest, he felt a sharp pain 
in the front of the right side of his chest. “He was able to finish 
the round and boxed the next and final round without much 
discomfort. On retiring to the dressing-room he noticed a swelling 
in the anterior wall of the right axilla. From the time it was 
first noticed the swelling did not increase in size, except when 
the pectoral muscle was contracted. On examination an area of 
ecchymosis was seen, extending along the lower part of the 
pectoralis major from the arm to the chest wall. Towards the 
outer edge of the anterior axillary fold a soft mass was palpable. 
On contracting the muscle some discomfort was complained of 
and the mass became harder and more prominent. At the same 
time a well-marked notch was visible below and internal to the 
swelling, as shown in the photograph. This notch was tender 
on palpation. The patient was quite unable to give any account 
of what he was doing with his right arm at the moment he first 


felt the pain. He was, however, quite definite that he had not 
at any time been struck on the chest by his opponent. A diagnosis 
of partial rupture of the pectoralis major was made. Two days 
laicr the lower edge of the pectoralis major was exposed by 
turning down a skin flap. At first sight the muscle, in the 
relaxed condition, appeared to be uninjured owing to the fact 
that the fascia over it was intact. On passing a finger under 
the axillary fold, however, a rent could be felt in the muscle, 
which extended upwards and inwards from its lower border for 
a distance of about two inches. The fascia on the deep surface 
of the muscle was also torn. The ruptured muscle, which appeared 
to be quite healthy, was sutured with chromicized catgut, and the 
arm was bandaged to the side. The patient made an uninter- 
rupted recovery and no apparent weakness of the arm resulted. 


The chief interest of the case lies in its rarity. To pro- 
duce such a lesion the muscle must have been violently 
contracted while on the stretch. In surgical literature 
I have only been able to find reference to five cases. 
Mandl' records a case, which occurred in a gymnast who, 
while swinging on rings, was attempting to rotate his body 
in its long axis through 360°, felt a sharp pain in the 
chest, and was unable to complete the exercise. The 
patient was seen one and a half years after the accident 
and a condition similar to that described above was found. 
The muscle had not been sutured and some weakness of 


, the arm persisted. Mandi mentions having been able to 


find records of three similar cases in current literature, all 
of which occurred in well-developed muscular subjects 
during the performance of gymnastic exercises. Kiselsherg! 
mentions having seen one case in the Billroth Clinic, in 
which the patient was admitted with a suppurating haema- 
toma following a partial rupture of the pectoralis major. 

D. McKexvey, M.C., M.D., F.R.C.S.En 


Major R.A.M.C., 
Surgical Specialist, Queen Alexandra Military Tlospital, 


1 Wien. med. Woch., 1925, Ixxv, 2129. 


TRAUMATIC SEPARATION OF AN INTESTINAL 
LOOP. 
Tue complete separation of a loop of small intestine in the 
absence of a penetrating abdominal injury must be a very 
rare occurrence. The following details of such a case seem, 
therefore, to be worthy of record. 


A Hindu man, aged 60, was admitted to the surgical wards of 
the Madras General Hospital with a history of having been 
knocked down by a motor bus. He was almost moribund, the 
pulse rate being 80 and the respirations 22. There were some 
superficial injuries to the scalp and the lower jaw. 

Two hours after admission the abdomen became distended and 
very tender. There was an inguinal hernia, which was completely 
reduced with gurgling, but the process was painful. He vomited 
food about five times during the night, and passed a motion and 
flatus. He grew rapidly worse, and, in spite of stimulants, died 
the next afternoon. 

At the necropsy a number of superficial abrasions were found 
over both extremities, and there was fracture of the right ulna. 
On the right side of the scrotum was seen a large swelling the 
size of a child’s head, which was soft, boggy, and oedematous. 
The skin over it was discoloured, bluish, and peeling off. On 
incision it was found to be a hernia, and in the hernia! sac was 
a piece of small intestine about 3 inches long lying loose with the 
mesentery cut close to it. The edges of this piece were sharp and 
regular, and the mucous membrane pale, without any evidence of 
inflammation. Just above this loose bit of intestine, and in the 
hernial sac, was another loop of small intestine. Between the sac 
and the skin was an abscess containing about 2 oz. of purulent 
fluid. The peritoneum was red and inflamed; the omentum was 
also inflamed and covered with flakes of lymph. There were about 
twenty ounces of turbid, purulent, blood-stained fluid in the 
peritoneum. On carefully examining the intestines the detached 
portion was seen to have been situated about seven feet below 
the duodeno-jejunal flexure; it was pale and without any inflam- 
matory reaction. The margins of the free ends of the small 
intestines showed redness and inflammation to a distance of about 
three-quarters of an inch. 


It is of interest to note that the detached bit of intestine, 
having completely lost its blood supply, did not show 
evidence of inflammation, contrasting thus with the in- 
flamed edges of the attached portions. It is extraordinary, 
also, how a complete detachment of a piece of intestine can 
take place without a penetrating abdominal injury; this 
is of some medico-legal importance. What probably hap- 
pened was that the man had an inguinal hernia and was 
hit over it by a sharp portion of the car, probably the mud- 
guard; a loop of intestine was caught between the car and 
the horizontal ramus of the pubis, and was detached. 

Our thanks are due to Lieut.-Colonel E. W. C. Bradfield, I.M.S., 
superintendent, General Hospital, for permitting the publication 


of this case, and to Dr. 8. K. Pillai, the radiologist, for kindly 
taking the photograph of the specimen. 


P. N. Basv, M.B., M.R.C.P., 
Professor of Pathology, Medical 
College, Madras. 


A. VasvpEvan, M.B. 


British Medical Association. 


CLINICAL AND SCIENTIFIC PROCEEDINGS. 


GLASGOW AND WEST OF SCOTLAND BRANCH. 
The Nature and Treatment of Asthma. 
Ar a mecting of the Glasgow and West of Scotland Branch 
of the British Medical Association on September 4th, with 
Dr. R. McNem Bvucnanan in the chair, Dr. Burton 
Hasextrne (Chicago) opened a discussion on asthma. 

Dr. Haseltine, in the course of his interesting paper, 
said that the problem of asthma was particularly acute 
at the moment because of the prevailing pessimism 
which, especially in America, had followed the general 
disappointment with the results of the so-called allergy 
treatment. The conception of asthma which he was about 
to present differed considerably from those commonly 
held, but from the clinical point of view it had been shown 
to be considerably more successful. The conception was 
based upon the work of Drs. Brodie and Dixon of London, 
published in 1903, and the book on bronchial asthma by 
Dr. James Adam of Glasgow, which appeared in 1913. 
The first. of these was a classic of scientific research, while 
the second was a clinical contribution of the utmost impor- 
tance. Dr. Haseltine believed that if as much attention 
had been paid to these two contributions as had been given 
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to the theories of allergy and anaphylaxis, far better 
clinical results would have followed. The foundation of the 
present work was the recognition of the truth of Dr. 
Adam’s teaching that a toxic condition was the basic 
factor in asthma. It had been demonstrated that allergy 
itself was a symptom of this toxic state, and disappeared 
with its removal. The explanation of bronchospasm as 
a trigemino-vagal reflex was based on the well-known 
anatomical facts, and was accepted by all neuro-physiologists. 
Since it was known that the immediate inciting cause of 
the bronchospastic storm was usually a stimulus to the 
vagus from a peripheral source, considerable clinical assist- 
ance was provided in detecting and removing this cause. 
There was complete agreement in the evidence derived 
from five different considerations—namely: (1) the close 
anatomical connexion between the fifth nerve and the vagus; 
(2) the experimental proof by Brodie and Dixon that 
bronchospasm was immediately produced by the irritation 
of certain intranasal areas; (3) anaesthetization of these 
areas checked the bronchospasm; (4) the finding that in 
asthmatic patients there were frequent pathological changes 
in these areas; and (5) correction of these conditions pro- 
duced marked diminution, and often cessation, of the 
bronchospasm. The degree of local tissue change or the 
@mount of local irritation required to produce broncho- 
spasm varied in different individuals, and in the same 
individual at different times. This variation corresponded 
closely with the variations in degree of the underlying toxic 
state. Thus, if an asthmatic patient had poor carbo- 
hydrate metabolism he was almost certain to suffer more 
from asthma after the ingestion of an excessive amount 
of sweets. With a poor gastro-intestinal function he had 
severe asthma when constipated, and was relieved by 
catharsis. If, again, he had a focus of infection, he was 
worse when drainage was poor, and obtained relief when an 
important focus was removed. By more careful methods 
of study it was possible to observe accurately these varia- 
tions in the toxic condition and to control them very 
considerably, with corresponding clinical improvement. In 
addition to a thorough clinical examination of the patient, 
the blood chemistry was studied and quantitative urine 
analysis was performed frequently, the fluid intake being 
strictly regulated. By these measures it was possible to 
estimate with considerable accuracy the degree of toxicosis, 
and even to determine to some extent the relative impor- 
tance of its various causative factors. Thus, if the urine 
analysis showed excessive acidosis, with possibly a high 
non-protein nitrogen content in the blood, the suspicion 
was aroused that the patient’s toxic state was due to a 
bacterial cause; high eosinophilia indicated a chronic 
mucous membrane infection. If the urine showed an 
increased reducing power it was clear that toxicosis was 
due, at least in part, to faulty carbohydrate metabolism; 
if the ethereal sulphates were in excess intestinal fermenta- 
tion was a factor. When endocrine dysfunction was demon- 
strated, either by clinical signs or metabolism tests, there 
was clearly an endocrine factor in the toxicosis, and an 
attempt was made to determine to what extent this dys- 
function was causative and how far it was the result of 
infection. Dietary faults, when present, were corrected, 
but it was not necessary to restrict any patient’s diet to 
the point of lowering general nutrition. This method con- 
trasted strongly with the various starvation treatments for 
asthma which had occasionally been advocated. Almost any 
asthmatic patient would experience relief from spasm if all 
feod was withdrawn for a time; Adam had shown in a 
striking manner the relation between overeating and 
toxaemia, especially in the case of the so-called ‘‘ week- 
end ’’ asthma in industrial workers. He combated this 
form of toxaemia by diet restrictions and the use of 
mercury at suitable intervals for a definite period. Some 
American physicians had had considerable success with the 
starvation treatment of detoxication, which was employed 
even in patients not considered to be overeating. It was 
obvious that the limitations of this method were very 
narrow, and it was dangerous in the case of patients of low 
vitality—a condition found in most sufferers from asthma. 
Dr. Haseltine remarked that it was now possible to avoid 
both horns of the dilemma. Dietetic faults could be corrected 


‘and detoxication accomplished without impairing the 


nutrition; the normal intestinal function could be re- 
established so that no mercurial or other purgatives were 
required at any time. The importance of allergic pheno- 
mena was fully appreciated, and careful watch was kept for 
clinical evidences of this condition. There had been many 
investigators in the field of allergy, and it was disappointing 
that the clinical results had been so meagre. Dr. Hase!tine 
differed from these investigators in regarding the allergy, 
not as a primary cause, but as one only of the manifesta- 
tions of an underlying toxic state. All observers had noted 
that the degree of hypersensitiveness was subject to wide 
fluctuations in the same individual. It was remarkable 
that this fact had not suggested to any allergist that there 
might be discoverable, and perhaps removable, causes for 
these varying degrees of allergy; it had been shown that 
such causes were usually discoverable, and frequently 
removable, with resulting complete and lasting cure of the 
allergy. The importance of this difference was greater 
than was at first realized. It radically changed the con- 
ception of the problem, provided an entirely new line of 
approach, and enormously increased success in dealing 
with it. It was admitted that only about 50 per cent. of 
asthma patients could be shown to’ be allergic; this auto- 
matically limited the use of anti-allergic treatment corre- 
spondingly. No such limitation existed for detoxication 
methods, because a toxic state could be demonstrated in 
nearly all asthma patients, whether allergic or not. 
Further, with successful methods of detoxication the 
allergic symptoms diminished, together with all other 
clinical manifestations. It thus became apparent why 
clinicians might become indifferent to the various substances 
to which the patient might be sensitive; if the underlying 
abnormality could be corrected, hypersensitiveness to all 
these substances could be removed. This could be accom- 
plished in a higher percentage of cases than was claimed 
for any form of antigen treatment, and this result was in 
no case affected by the fact that previous antigen treat- 
ment had failed. In true bronchospasm there was, besides 
the general toxicosis, the factor of peripheral vagus irrita- 
tion, and prognosis depended largely upon the extent to 
which this was discoverable and removable. In the begin- 
ning the irritation was nearly always nasal, and if correct 
treatment was given early the result was complete and 
lasting. No patient could undergo frequently the ordeal 
of bronchospasm without. pathological changes developing in 
the bronchial mucosa. These might themselves be sufficient 
to incite the spasm, since the connexion with the vagus was 
direct. While this observation was self-evident, it was 
gratifying that spasm did not occur clinically so often as 
would be expected. In the majority of cases after the 
correction of nasal abnormalities the bronchial irritation 
ceased to be a troublesome factor. Indeed, the entire 
response, even of an old asthmatic case, to treatment along 
these lines was usually better than would be expected in 
view of the complex morbid anatomical conditions involved. 
With this conception of the problem it was unnecessary to 
treat asthma ,by the customary methods of trial and error. 
When the diagnostic study had been completed it became 
possible to foresee very closely the result obtainable in each 
case, and to outline the programme which would produce 
predicted results. This precision of prognosis for individual 
cases was not obtained by any other method of treatment. 
It had the double value of avoiding wasted effort and of 
preventing false hopes as to results; to the clinician con- 
fronted by the difficult asthma problem the value of this 
alone could hardly be overestimated. 

Dr. James Apam said that Dr. Haseltine depended 
largely for his general detoxicating methods on his col- 
league Dr. La Forge. Dr. Adam had tried these methods, 
and concluded that those who viewed asthma as a toxicosis 
now realized that it was amenable to proper treatment. 
According as one or other factor predominated in any 
case, the asthma problem varied. In recent literature 
there was frequent reference to heredity and to anapity- 
laxis, but a regrettable lack of mention of toxaemia, which 
ought to be considered the chief. factor. Asthma was 4 
disease of civilization, and was largely ‘‘ bought in shops.” 
The man. who had to hunt for his food and cook it before 
eating did not suffer from asthma; this was exemplified 
by the case of the Eskimos. Dr. Adam stated that an 
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analysis of 1,000 of his own cases showed that there was 
a family history of asthma or kindred trouble in about 
25 per cent.; if heredity was the most important factor 
this percentage ought to be distinctly higher. Since asthma 
was essentially a disorder of disturbed metabolism it 
occurred especially during those years of childhood when 
the metabolism was being largely influenced for the 
remainder of life by the mode of upbringing and by 
infections. Dr. Adam had found that in 40 per cent. 
of his cases the condition began before the end of the 
10th year, and in 50 per cent. before the end of the 
15th year. Infectious diseases and the immunity con- 
nected with them exercised a profound influence on 
metabolism. Several lantern slides were then exhibited 


by Dr. Adam to indicate the influence of infection as 


modifying heredity in relation to asthma, and also to 
demonstrate the disturbance of the nitrogen partition in 


_asthma as revealed by analyses of the blood and urine. 


In one case asthma began after whooping-cough at the 
age of 52; in another at 42; in another at 33; and, 
after scarlet fever in a fourth case, at the age of 48. The 
onset was ascribed to pneumonia in 8 per cent.; the total 
incidence of pneumonia in asthmatics was 20 per cent. 
Dr. Adam remarked that the first fifteen years of life was 
a period during which the child was being influenced for 
good or ill by his upbringing. That nurture accounted 
for more than nature as a frctor in asthma was proved 
by the fact that, if there was no mouth-breathing and 
no chest deformity, 90 per cent. or more of these children 
could be freed from their asthma, no matter what the 
family history had been. The most difficult case was that 
of the only child spoilt by a hothouse upbringing. Dr. 
Adam then gave further evidence of asthma being a 
toxaemic condition, and remarked that, though in some 
asthmatics anaphylaxis might be blamed, yet some of 
these patients could be cured of their sensitiveness without 
resort to the injection of antigens. Dr. Adam was con- 
vinced that the toxaemia of asthma was accompanied by 
a tendency to acidosis, and that a fair index to this was 
the eosinophilia which occurred. Nasal treatment was 
certainly of more importance in asthma than was usually 
realized; the most satisfactory case to deal with was the 
asthmatic who had nasal polypi. Dr. Adam then described 
the method of detoxication which he usually adopted; this 
included dieting, abundant open-air exercise, and a blue 
pill once or twice weekly, followed the next morning by 
a saline. The tendency to spasm was counteracted in the 
first six or eight weeks by potassium iodide and belladonna. 
Dramatic results sometimes followed the administration 
of 30-grain doses of baking soda until the urine was 
alkaline. Dr. Adam then showed patients who had 
benefited by this line of treatment. 

Dr. Harrineton (North Shields) said that his treat- 
ment had followed the lines advocated; not one of his 
patients had so far failed to derive definite benefit. Even 
in the most extreme cases the La Forge procedure had 
resulted in dramatic benefit. He emphasized the impor- 
tance of taking a careful history and making a complete 
physical examination, in which special attention was paid 
to the abdomen and nose. He considered the ingestion 
of water in large quantities to be of very great importance ; 
milk in all its forms, except cream and junket, was 
eliminated from the diet. He regarded milk as being 
poisonous to an asthmatic, and frequently the cause of 
recurrent colds, bronchitis, and eczema. Dr. Harrington 
added that he was quite convinced that every asthmatic 
patient had some derangement, other than the pulmonary, 
which required attention before success could be achieved. 

Drs. CorueR and Lane contributed clinical illustrations 
of the treatment of asthma. 

Dr. J. R. M‘Creery (Cincinnati) said that he had himself. 
been cured of asthma by Dr. Haseltine. One of the most 
important points in treatment was restoration of normal 
physiological conditions. Asthma was due to a local and 
to a gencral disturbance of balance, and it was important 
to deal with the local factor. 

The CnamrMan, summing up the discussion, emphasized 
the value of team work, and the benefit which a patient 
derived from different investigators collaborating in the 


investigation of his illness. 


Reports of Societies. 


MUSCLE AND TENDON SURGERY IN INFANTILE 
PARALYSIS. 


Ar a meeting of the Section of Orthopaedics of the Royal 
Society of Medicine on October 2nd, Mr. Naventron Dunn, 
the president, in place of the usual presidential address, 
opened a discussion on the surgery of the muscles and 
tendons in relation to infantile paralysis. 

Mr. Naughton Dunn said that all the principles on which 
orthopaedic surgeons relied in the treatment of infantile 
paralysis were on record, and he had nothing new to offer. 
The surgeon was rarely called upon to treat infantile 
paralysis from its acute onset right through to the final 
result ; his common experience was to see the patient long 
after the initial stage had passed, when the child was 
unable to walk, or walked badly, and increasing deformity 
made the doctor and parents anxious. Two things were 
certain—namely, that the muscular control of the limb was 
already deficient, and that divided tendons and muscles 
quickly underwent further atrophy, so that shortening 
or deviation of a tendon or muscle for the correction of 
deformities in infantile paralysis should be resisted unless 
the surgeon was satisfied that such treatment was neces- 
sary for the correction of the deformity, and that there 
would be improvement of function. The prominence given 
to operative methods in the textbooks made him fear that 
there was some risk of the specialty becoming too surgical. 
In his own experience, extending over many years, he 
had seldom found necessary an operation for flexion con- 
tracture of the hip-joint resulting from infantile paralysis. 
He depended almost entirely upon the method of gradual 
correction of the deformity by splintage. With regard‘to 
tendon transplantation the literature was so confused that 
it was advisable to publish the methods which in the 
experience of an orthopaedic surgeon had proved successful. 
The history of this procedure did not differ from that of 
other surgical innovations; like them, it had been practised 
by individuals, forgotten, and rediscovered more than once. 
It was now almost half a century since the operation was 
first utilized in infantile paralysis. Its growth in popu- 
larity had been spasmodic rather than steadily progressive. 
In recent years certain definite principles had been set up. 
Having decided that tendon transplantation was advisable 
to restore muscular balance, the question arose which 
tendon should be transplanted. Success or failure depended 
mainly on whether the transposed tendon would naturally 
or could easily be re-educated to perform its new function ; 
also on the degree of tension under which the transposed 
tendon was sutured. It might be taken as an axiom of 
tendon transplantation in the lower extremity that a tendon 
or part of a tendon should only be used to replace one 
of its own group—that is, one normally in action with it. 
The re-education of the individual tendon to act apart from 
its group would appear to be more possible in the upper 
extremity. As to suturing, he himself sutured the tendons 
under considerable tension. Mr. Dunn then discussed a 
number of typical cases with the aid of photographs and 
diagrams. 

Mr. T. H. Opensnaw took up a remark of the opener, 
with which he agreed, with reference to the doubtful value 
of the transference of the biceps into the quadriceps. The 
speaker was unable to say when the quadriceps ought to be 
operated on and receive the transplant of any muscle. 
He had-had at least a dozen cases in which splints had 
been worn for a number of years—from eight years up to 
twenty-three years (in the longest case of all)—with even- 
tual recovery of power in the quadriceps. It could never 
be said that the quadriceps was not going to recover, pro- 
vided, of course, that the patient was made to walk with 
instruments in the proper way, and the quadriceps muscle 
was exercised along the right lines of action. 

Mr. R. C. Exmsuir said that this subject was so difficult 
and diffuse that it was very necessary to arrive at certain 
general principles. The first principle was that the 
yarious methods of tackling these problems must be 
suitably combined. In every case a programme should be 
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drawn up indicating how it was proposed to utilize the 
methods of arthrodesis, tendon fixation, and tendon trans- 
plantation so as to get the best ultimate result. Looking 
at a deformed paralysed foot, for example, it was well to 
have a programme under these three headings: how to deal 
with the bones and joints, what to do in the way of fixing 
tendons, and what should be attempted in the way of trans- 
planting. When dealing with the transference of tendons 
the anatomy had to be studied first, the proper alignment 
of the carried tendon, and its power*to preserve function. 
A further principle was the physiological one: the tendon 
must be capable of re-education in its new function. There 
was a difference in this respect between the upper and 
lower limb; in the lower limb one was dealing very largely 
with the functions of locomotion, in which the actions 
were automatic or semi-automatic without obvious voluntary 
effort. Therefore it was necessary to be sure that the 
function of the transferred tendon was similarly automatic. 
In the upper limb the function was much more of a volun- 
tary character, and re-education of voluntary action was 
more possible. The speaker feared that in the past he had 
not sufficiently appreciated the value of the gradual correc- 
tion of deformity; in flexed hips and knees he now felt 
inclined to proceed by splinting rather than by operation. 

Mr. Harry Puarr also endorsed the conservative attitude 
of the opener towards contracted muscles in the correction 
of deformities, especially of the hip and knee. Mr. Dunn 
had the advantage of working in the Shropshire Ortho- 
paedic Hospital, where the gradual unfolding of the flexed 
hip and knee had been a conspicuous part of the technique. 
The speaker had been converted to that method through 
having as a colleague in one of his hospitals a man who 
was of that school. He now believed that operations for 
even the most extreme deformities were absolutely un- 
necessary, particularly in view of the possibility that later 
on some form of tendon transplantation in the region of 
the hip might add just a little—or sometimes quite a great 
deal—to the gait. The subject of tendon or muscle 
transplantation was a fascinating one, and illustrated the 
fashion in operations, from the methods of Vulpius to the 
simpler varieties of to-day. General principles had been 
lost in the maelstrom of technique, but there were certain 
technical principles which were fundamental, and in this 
connexion the work of Besalski and Mayer of New York, 
adumbrating the so-called physiological method of trans- 
plantation, deserved much greater consideration than it 
had received in this country. 

Mr. G. R. Greviestone said that his own feeling with 
regard to one point in the treatment of infantile paralysis 
was that there had been too much tendency to put the 
foot at right angles. Most of these patients had two com- 
plications, a short leg and a weak or paralysed quadriceps. 
A rather tight tendo achillis was an advantage, especially 
from the point of view of dealing with a weak quadriceps. 
He was greatly in favour of a tight tendo achillis in 
infantile paralysis. 

Mr. H. A. T. Farrpank was ready to admit that in the 
past he had operated quite unnecessarily in flexion of the 
hip, but he had found it necessary to use extension of 
the hip at night for a prolonged period in order to he 
quite certain that the patient did not get flexion again ; 
personally he had used a double inclined bed on which 
the patient slept. The selection of the suitable tendon for 
transplantation was of first importance; in the foot a 
flexor would not become an extensor, nor vice versa. The 
judicious combination of arthrodesis and tendon trans- 
plantation made for a good and efficient foot. 

Mr. Row1ey Bristow defended the case for quick cor- 
rection of the deformity as against the gradual correction 
which the opener had supported. Mr. Dunn, working at 
the Shropshire Orthopaedic Hospital, with a team admir- 
ably capable of performing this treatment, had advantages 
which were not available for the ordinary orthopaedic 
surgeon in London hospitals. 
Wurrcavren Howe said that a number of failures 
in treatment might be traced to the delay in applying 
stimulation to the transplantations. He now stimulated 
the transplanted muscle at about the fourth day after 
operation, with much better results than formerly, when a 
considerable period was allowed to elapse. 


MEDICAL DIAGNOSIS. 

Books on medical diagnosis are often rather dull reading, 
as they contain a large number of detailed tests which 
of course are useful for reference; but this need not be so. 
In their Essentials of Medical Diagnosis,’ Sir Tomas 
Horper and Dr. A. EK. Gow, teachers of experience im 
the great medical school of St. Bartholomew’s, have placed 
themselves in the position of a student entering the wards 
for the first time, and thus have succeeded in expressing 
their instruction in clear language witliout any verbal 
superfluitvy—in fact, after the manner of Samuel Gee, 
whose pupil the senior of the authors was. They recognize 
that the medical student after his first three years, how- 
ever much he may know about the anatgmy and histology 
of the human body, really knows much less than the art 
student of three mouths’ standing about the healthy living 
man; accordingly they have written in an elementary 
fashion and have clearly set out the mental processes 
involved in arriving at a diagnosis. 

Stress is rightly laid upon the importance of the patient’s 
medical history, and hints are given on how to obtain it 
and what to omit. The student should, of course, be 
familiar with the normal, and should closely observe the 
variations due to surroundings, occupation, and_ social 
status; thus the pallor natural to the city clerk would 
be pathological in the agricultural labourer. The various 
systems of the body are methodically considered, each one 
being introduced by a short anatomical and physiological 
summary. The section on the nervous system has wisely 
been provided with some thirty pages of these important 
preliminary considerations and with a number of coloured 
and plain illustrations. The instructions in the differential 
diagnosis of the conditions coming under the head of the 
epilepsies are particularly good. In the next section, that 
on the cardio-vascular system, the account of the electro- 
cardiograph is appealingly clear; here as elsewhere the 
text conveys much shrewd advice and many useful hints. 

That this well-written and thoroughly practical handbook 
deserves success there can be no doubt. 


CHEMICAL ANALYSIS OF BLOOD AND URINE. 
Tue textbook for laboratory workers bearing the title 
Blood and Urine Chemistry,? in the joint authorship of 
Dr. R. B. H. and Miss Ips Grapwout, is probably the most 
ecmprehensive book of its kind. Those who are concerned 
in giving instruction in modern methods of chemical 
analysis of clinical material will appreciate the difficulties 
in compiling such a work as this. ‘it is true that the 
chemical technique which has to be described is relatively 
simple. No great refinement of manipulation is necessary 
to the harvesting of reliable data. Indeed, the methods in 
general use are remarkable for the ingenuity which has 
been exercised in rendering them simple, rapid, and well- 
nigh foolproof. To this achievement the general exploita- 
tion of the possibilities of the colorimeter has contributed 
ia high degree, and it is therefore appropriate that the 
authors should preface their book with a description of 
the principles and practice of this instrument. On_ the 
other hand, the advantages of colorimetry and of simplified 
technique have led to corresponding complications in the 
chemical processes exploited. Many methods depend upon 
the subtle combination of reactions and theories which the 
medical practitioner may not comprehend without much 
study. 

Tho difficulty that faces those charged with the exposition 
of these methods is to decide how much understanding of 
the principles involved is necessary to the efficient practice 
of the methods. The authors have met the difficulty by 


1 The Essentials of Medical Diagnosis. By Sir Thomas Horder, Bt, 
K.C.V.0., M.D., F.R.C.P.Lond., and A. E. Gow, M.D., F.R.C.P.Lond. 
London: Cassell and Co., Lid. 1928. (Cr. 8vo, pp. xx + 682; 19 plates, 
22 figures. 16s. net.) 
2 Blood and Urine Chemistry. By R. B. H. Gradwohl, M.D., anc 
Gradwohl, A.B. London: H. Kimpton. 1928. (7 x 10, pp. 542; 117 figures. 
. net.) 
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giving descriptions of the composition and criteria of the 
reagents employed, the manipulations necessary and the 
calculation of the results, in such great detail that the 
analyses can be carried through without any proper appre- 
ciation of the intrinsic chemical processes which are being 
observed. At the same time (in parentheses, as it were, 
for the more inquisitive reader) explanation is given of the 
principles upon which each method is based. This descrip- 
tion by rule of thumb will be tedious to some readers, but 
it probably represents a method which is as economical of 
space as any other for the purpose in hand. The ground 
covered is very wide. Methods—of greater or less relia- 
bility—are given for the determination of all the con- 
stituents of the blood whose changes are known or suspected 
of being of diagnostic value. The section on the analysis of 
urine is less elaborate. The authors are persuaded that 
in the blood is written a story of the physiology of the 
animal which is much more complete and trustworthy 
than that which can be read in the chemical description of 
the urine. The third section is devoted to the clinical 
interpretation of the analytical findings, while the fourth 
presents a description of the methods available for the 
determination of basal metabolism—perhaps an unneces- 
sary, but still an interesting, supplement to the book. 
The chapters on the interpretation of the chemical com- 
position of the blood convey the impression that they are 
both critical and authoritative. Attention is directed par- 
ticularly to hyperglycaemia, acidosis, nephritis, and gout. 
An interesting plea is made for the recognition of the value 
of blood analysis in surgical as well as in medical practice 
—for the estimation of operative risk. 

As some explanation of the high price asked for this 
book, it may be stated that it is elaborately produced and 
profusely illustrated. Many of the illustrations are very 
helpful, but some of the photographs are superfiuous. 


DIABETES IN CHILDREN. 

Tuts admirable survey of diabetes mellitus in children,® 
by Karin Wipnis, is the outcome of observations made at 
the pediatric clinic in the University of Helsingfors since 
the beginning of 1924. The author remarks in her intro- 
duction that the increasé in the number of child diabetics 
is almost entirely due to insulin treatment, and to the 
prolongation of life in a malady which previously proved 
so rapidly fatal in the young. 

The value of Dr. Widniis’s work lies in the large number 
of cases she has had under observation, and in the thorough 
way in which they have been investigated. Her experiences 
do not differ from those of other observers, but she has a 
particularly valuable section on the effects of intercurrent 
maladies on diabetes in children, including the eruptive 
fevers, mumps, tonsillitis, bronchitis, nephritis, and some 
local infections. An epidemic of mumps brought five 
diabetic children under notice. The author observes that 
mumps may cause a definite decrease in carbohydrate 
tolerance in children previously diabetic, or may cause 
diabetes to start as a late complication. She notices that 
the fasting blood sugar level is easily raised in intestinal 
infections and certain fevers; also that in diabetic children 
the fasting level is variable (0.027 to 1.40 per cent.). Like 
other observers, she finds that acetonuria and acetonaemia 
ure more readily produced in children than in adults. Dr. 
Widniis tested the effects of various foodstuffs on children; 
the chief result was to demonstrate that fats scarcely affect 
the blood sugar, but tnat acetonaemia is easily provoked 
by them in healthy no less than in diabetic children. But 
she confirmed the observations of Petrén and Odin to the 
effect that very large amounts of fat can be given to 
diabetic adults and children without producing aceton- 
aemia, provided that a sufficient calorie total is given. 
She says that the larger the total of calories, independent 
of their source, the less the acetonaemia; and further 
that the total amount of calories plays a more important 


—_ than the proportion between ketogenic and anti- 


etogenic substances. 


aecdiatrica, vol. viii, Supplementum I. Uppsala: Almavi ; 
1928. (Roy. 8vo, pp.'208; 45 figures) mgvist and WillselL 


This is a challenging and arresting piece of work, which, 
while it throws new light on old problems, proves that 
there lie beyond still further problems in carbohydrate 
metabolism. 


NASAL NEUROSES. 

PRroFEssoR GREENFIELD SiupER’s monograph on Nasal 
Neurology, Headaches, and Eye Disorders* is a large 
volume containing 428 pages and 167 illustrations. In it 
has been incorporated much neurological material that 
appeared in his monograph published in 1918, Concerning 
Some Headaches and Eye Disorders of Nasal Origin. The 
title has been changed and the present one chosen with 
the special] intention that it may attract the interest of 
neurologists, internists, and ophthalmologists to a greater 
extent than the customary treatise on rhinology. 

The purpose of the author of this essay is to describe 
six varieties of nasal disease or clinical pictures having as 
symptoms headache, more or less eye disorder, and neuro- 
logical phenomena that are evidently of nasal origin or are 
controllable by nasal treatment. The six varieties are 
(1) closure of the frontal sinus without suppuration; 
(2) anterior ethmoidal (naso-ciliary) neuralgia; (3) the 
syndrome of nasal ganglion neurosis (lower half headache) ; 
(4) the picture of hyperplastic post-ethmoidal-sphenoidal 
inflammation; (5) some neurological phenomena that are 
apparently not of nasal origin and are controllable by 
nasal treatment; and (6) orbital phlegmon. 

Hyperplastic disease in the nose and accessory sinuses 
apparently, in the opinion of the author, is the lesion 
underlying many of the recurrent headaches and other sym- 
ptoms making up the clinical pictures. The book is largely 
taken up with text and figures descriptive of the surgical 
anatomy and technique of treatment. The opening chapter 
is appropriately an introduction referring to some points 
in the minute pathological anatomy of the hyperplastic 
process. It is written by Dr. Jonathan Wright, who says: 
‘** It would probably be difficult to find an adult individual 
in temperate or cold climates who does not present an 
example of this bone change within his nasal chambers, 
which we have a right to call pathological. It is only 
exceptionally that the symptoms to which it gives rise 
are sufficient to cause him to seek relief.’’ It follows that 
the practice of the surgical technique described has its 
limitations. 

A chapter descriptive of the author’s technique of opening 
the antrum of Highmore, although hitherto unpublished, is 
not relevant, and might have been jettisoned to lighten 
the monograph and to reduce the price of the book. 
Professor Sluder regards the nose as ‘‘ an anatomical and 
clinical region that has special features to be considered 
(that are self-evident as soon as thought is directed to 
them) which have not been emphasized even in this day 
of highly specialized specialties ’’; and, so far as he is 
aware, no rhinologist has emphasized the neurological side 
of rhinology. But at the Annual Meeting of the British 
Medical Association at Bradford in 1924 the late Dr. Neil 
Maclay contributed to the Section of Laryngology and 
Otology a paper on nasal neuroses, which was, and still 
is, a most concise and lucid statement of the present-day 
knowledge of the subject.’ The first conclusion arrived at 
by Dr. Maclay was that the nasal neuroses were real 
clinical entities, and he related how pain in the mastoid 
tip from this source had led to an operation upon the 
normal bone. 


ANTHELMINTIC MEDICATION. 
Oxx of the oldest, and at the same time one of the most 
distinctive, branches of therapeutics is that concerned with 
the expulsion of parasitic worms from their host. The 
study of this subject has in comparatively recent years 
passed from the stage of uncritical empiricism to that of 
critical experimentation, and it is remarkable that no book 
dealing exclusively with this branch of pharmacology and 
therapeutics has been published. Texthooks on general 


4 Nasal Neurology, Headaches, and Eye Disorders. By Greenfield Sluder, 
MD. London: H. Kimpton. 1927. (Sup. roy. 8vo, pp. 48} 


»s, 2 plates. 50s. net.) 
i Betih Mellical Journal, November 29th, 1924, pp. 996-998, 


{ 
ch 
0. | 
AS 
in 
od 
ds 
1g 
al 
e, 
Ve 
By 
rt 
1g 
ry 
es 
Js 
it 
be 
he 
al 
ld 
us 
18 | 
al 
ly | 
at 
od 
he | 
at 
‘O- 4 
he | 
ok | 
le ~ 
of 
st | 
ed 
‘al | 
es 
he | 
ly 
ry | a 
in | 
as | 
il- 
a- 
ed 
he 
of | 
he 
ed 
he 
on 
he ; | 
ch | 
on 
of 
ce 
by 
| 
es. 
{ 


4 
i 
i 


616 OcrT. 6, 1928] 


NOTES ON BOOKS. 


Bririse 
MepicaL JounnaL 


'F.R.S. Third edition. London : 


therapeutics and on general parasitology alike treat anthel- 
minties in the briefest possible manner, and, indeed, are 
often surprisingly inaccurate. It is to meet this need that 
the work by Major Caopra and Dr. Cuanpier® has been 
written. Its scope is ambitious. Beginning with a general 
chapter on, anthelmintics, their choice, method of use, and 
so on, the authors proceed to a discussion of the helminthic 
parasites of man and his animals; this discussion ends with 
a key to the adult larvae and ova. The introductory section 
also discusses the theoretical correlation between chemical 
composition and anthelmintic action. The remainder of 
the hook provides a survey of the available information 
regarding the various drugs which have been used at one 
time or another, or which may be used in the future, for 
the expulsion of worms. 

While we are wholly in sympathy with the authors’ 
objects, we feel that the volume does not entirely meet 
present-day needs. A considerable amount of the informa- 
tion is purely theoretical, and many of the drugs discussed 
are of no practical utility. Moreover, the whole volume 
displays symptoms of insufficient digestion of the papers 
listed in the excellent bibliography, and there are several 
contradictions. The helminthological part is scrappy— 
many important parasites are neglected and unimportant 
forms included—and we feel that it is undesirable to 
embody in a single key all the parasites of man and his 
animals; separate keys for each species of host would 
be more effective. Nevertheless, with all its faults, the 
volhune is an effort in the right direction. If it comes 
to be rewritten—as we hope it may—it would probably 
be improved by reducing the theoretical pharmacological 
sections and increasing the more practical helmintho- 
logical and therapeutical aspects. As at present designed it 
is a useful book of reference for the library shelf. 


MINUTE ANATOMY OF THE CORTEX. 
In L’ Architecture Cellulaire Normale de U Ecorce Cérébrale,? 
Dr. von Kconomo gives us the material supplied by his 
lectures to students since 1923. We are accustomed to 
regarding von Economo as a master, and in this presenta- 
tion of the minute anatomy of the cerebral cortex we are 
not disappointed ; indeed, it will enhance an already brilliant 
reputation, The first chapter is devoted to a brief his- 
torical summary and to general considerations of the cell- 
layers and the division ef the cortex into isocortex an:l 
allocortex. The second chapter deals with the fronial 
lobe and its chief areas, the third with the detailed varia- 
tions in cell-structure in the frontal Jobe. The next 
describes the parietal lobe and its fields; the fifth chapter, 
the insula. In the sixth and seventh chapters the various 
areas of the occipital and temporal lokes are described. 
The last chapter, devoted to the limbic lobe, is perhaps the 
best and most interesting chapter in the book. The material 
is well arranged and the illustrations are excellent. The 
use of the same magnification for most of the photomicro- 
graphs of the cortex is a very pleasing feature, enabling 
the student to compare easily the differences in structure 
of the various areas. There is an excellent bibliography 
of 64 titles. A translation into English would be very 
welcome. 


NOTES ON BOOKS. 


Tuar a third edition of Professor Lovarr Evans’s Recent 
Advances in Physiology® should be required within three years 
of its first appearance is sufficient proof of the well-deserved 
popularity of this work. The present edition has been 
revised, and two entirely new chapters—the first on excita- 
bility and chronaxie, the second on the nerve impulse, subjects 
of great interest and considerable complexity—-have taken the 
place of two chapters in the second edition. 


® Anthelmintics, and Their Uses in Medieal and Veterina Practi 
By R. N. Chopra, M.D.Cantab., Major I.M.S., and Aca af Chandter, 
Biology, Rice Institute, Houston, Texas, 
idon: Bailliére, Tin an K. 3 xii 
65 figures, 5 plates. 22s. 6d. net.) 
Architeeture Cellulaire Normale de UEesrce Céréhrale. Par Dr 
Constantin v. Economo. f£dition frangaise par le Dr. Ludo van Bogaert. 
Paris: Masson et Cie. 1927. (Imp. 8vo, pp. 183; 61 figures. 80 fr. sans 

pe a in Physiol By C. Lovatt E 

ecent Adcances in ysiology. y C. Lova vans, 
J. and A. Churchill. 1828. 
pp. xiii + 403; 86 figures. 12s, 6d.) “ 


The second edition of An Jntroduction to Practical Bacterio- 
logy,® by Professor T. J. Mackie and Dr. J. E. McCarrney, 
follows three years after the first appearance of this useful 
guide to laboratory work. In size and shape the present book 
resembles its forerunner, but a comparison of contents shows 
that many sections have been rearranged and some new matter 
added. Thus, brief accounts of the more important pathogenic 
bacteria of domestic animals are now added in small type, 
being grouped with other organisms to which they are related 
biologically. The new classification and nomenclature advocated 
by the Society of American Bacteriologists is outlined in the 
first chapter, but in subsequent chapters the older system of 
designation is retained. In size, shape, and contents this is 
a useful book for students and as a guide to routine tests in 
the laboratory. 

Dr. Leven’s hook Obésité ef Amaigrissement!® 1s an inter- 
esting little work because of the originality of his views on the 
origin of these two conditions, Dr. Leven thinks that there is 
a weight centre in the nervous system which maintains in the 


healthy a proper physiological weight. When this centre is 


disturbed by solar plexus irritation from disorders of the 
digestion, the subject of the disturbance becomes a victim to 
obesity or the reverse. In this way Dr. Leveu explains the 
fact that some fat people remain fat however little they eat, 
and however satisfactory physically, morally, and sexually 
their existence may be. Overfeeding, he says, and lack of 
exercise do not cause fat in a healthy man. ‘The only effect of 
dieting systems on the obese is that the reduction ef food 
favours an amelioration of his dyspepsia. Holding these views, 
Dr. Leven has no hesitation-in thinning the tuberculous or the 
diabetic when obese. He disputes tlie definition of indigestible 
food given in Littré’s dictionary as “that which is not 
absorbed,’’ and substitutes the statement that indigestible food 
is that which can only be assimilated after an exeess of 
muscular and glandular exertion by the alimentary tube and 
glands. Perhaps Dr. Leven’s theories explain why it is so much 
more easy to make a fat person thin than a thin person fat. 


The sixth edition of the textbook of surgery'' by Professor 
C. Garré of Bonn and Professor A. Borcuarp of Berlin 
represents a brave and painstaking attempt to include all 
surgery in one volume of 752 pages, but it shows that we have 
reached a time when it is impossible to do this successfully. 
Nothing less than a system of many volumes can now be 
adequate for the purpose. In a book of such «dimensions a 
certain number of subjects must either be left out or inade- 
quately treated. For instance, we find the operation of supra- 
pubic prostatectomy dealt with in barely three lines. But this 
is an extreme case; the parts of the book dealing with abdo- 
minal conditions are naturally full, at the expense of other 
less popular subjects. In short, while this is a useful handbook 
for German practitioners and students, it is not in itself a 
complete guide to modern surgery. 


Radiologie du Cocur et des Vaisseaux de la Base’? by Dr. 
H. Vagvez and Dr. E. Borper, has now reached its ‘fourth 
edition. We had occasion in 1920 to report most favourably on 
the first edition of this monograph, and to recommend it to 
radiologists and those interested in heart work as being a 
valuable contribution to the interpretation of x-ray findings as 


regards the heart and aorta, ete. The authors are well known, 


for their work on the subject, and have added very consider- 
ably to our knowledge of what is a difficult branch of radio- 
graphic work. This fourth edition has been eutirely revised, 
and a large afmount of new material has been incorporated ; it 
is now a book ef 500 pages, with 457 illustrations. As regards 
the latter, very few are reproductions of actual radiographs; 
they are mostly line or block drawings, many of them made 
fyam screen tracings. With all the additions and alterations 
the authors have maintained and preserved the main features 
of previous editions, and the very practical character of the 
hook is evident througheut. 


This small book!* by Dr. F. Lopez UreXa of Madrid, with 
a lengthy preface by Dr. A. Lopez DuRAwn, treats concisely 


of the various diseases of the vertebral column and_ their’ 


treatment. It is well printed and clearly illustrated, and should 
he useful to Spanish-speaking practitioners and students, but 
does not call for translation into English. It lacks an index. 


2 4n Introdaction to Practical Bacteriology. By T. J. Mackie, M.D., 
D.P.H., and J. E. McCartney, M.D., D.Sc. Second edition. Edinburgh: 
E. and §. Livingstone. 1928. (Cr. 8vo, pp. xiv + 390; illustrated. 
10s. 6d. net.) 

10 Obésité et Amaigrissement. Par Dr. Gabriel Leven. Paris: J. B. 
Bailliére et Fils. (Cr. 8vo, pp. xii + 281. 15 fr.) 

1A Lehrbuch der Chirurgie. Von Prof. Dr. C. Garré und Prof. Dr. A. 
Borehard. Sechsie, neu bearbeitete Auflage. Leipzig: F. C. W. Vogel. 
1928. (52 x 93, pp. xxii + 752; 590 figures. M.36.) i 

12 Radiologie du Coeur et des Vaiszseaux de la Base, Par H. Vaquez et 
£. Bordet. Quatri®me édition, enti¢rement refondue, Paris: J. B. 
Bailliére et Fils. 1928 (Med. 8vo, pp. 499; 457 figures. 60 fr.) 

13 4feccinnes del Raquis. Por F. Lopez Urefia, Prélogo del Dr. A. Lépea 
Duran. Madrid: Javier Morata. 1928. x9}, pp. xxxv + 173; 
102 figures. Ptas. 12.) 
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SATURDAY, OCTOBER 61H, 1928. 


X-RAY DIAGNOSIS. 

Ay page 595 this week we print the text of a paper 
by Mr. H. J. Paterson entitled ‘‘ The fallacy of 2 rays 
in abdominal diagnosis,’’ and at page 598 another 
paper, under the same heading and read on the same 
occasion, by Dr. F. Hernaman-Johnson. A report of 
the joint discussion on these two papers by the 
Sections of Surgery and of Radiology and Physio- 
therapeutics at the Cardiff Annual Meeting appeared 
in our issue of August 11th (p. 249). We venture to 
express the opinion, after carefully reading all the 
communieations, that a wrong name has been used 
to describe the happenings with which they deal. 
Fallacies in x-ray diagnosis there may be, but it seems 
to us that almost -all the ‘* fallacies ’’ enumerated 
and diseussed at Cardiff would be more correctly 
described as mistakes.”’ 

There is, however, one real fallacy connected with 
z-ray work which has grown with the development of 
radiology, and to a large degree exercises a crippling 
influence even to-day. Its consequences have been 
disastrous and far-reaching. It has existed since the 
beginning, when radiology was looked upon as an 
witeresting toy of the medical profession, when sapient 
physicians and surgeons impressed upon hospital com- 
nittees that, of course, the hospital must have some 
sort of quarters for an a@-ray apparatus, but that, 
equally of course, anvone—medieal, pharmaceutical, or 
otherwise—was good enough to ** run the show ”’ as 
long as he did not spend too much money and was 
also duly impressed with the diagnostic acumen of 
his colleagues. This is the false idea which even now 
survives. No hospital, of whatever kind or size, is 
regarded as complete unless it possesses an x-ray plant 
of sorts and an z-ray department. Money can always 
be found for these. Then the question, the quite 
secondary question, arises as to who shall take charge 
of the department and be responsible for its work. In 
the old days any enthusiast who offered his services 
Was promptly aecepted; even now in far too many 
places the hospital authorities consider that any 
medical man—or perhaps a layman—is fully qualified, 
without any special knowledge and without any special 
training, to be put in charge of the radiological depart- 
ment. As evidence of this, not so very long ago a 
public body advertised for a radiologist for a hospital, 
D.M.R.E. preferred although more than one 
“pplicant possessed this diploma another candidate 
without it was appointed. 

The fallacy—a serious one—is, therefore, that 
special knowledge is not required to qualify for the 
very responsible post of officer in charge of a hospital 
vray department. We have it on high authority that 
at the present time, in many of the smaller hospitals 
of this country (and even in some of the large teaching 
hospitals too), a vast amount of radiographic work is 
being done which is so unsatisfactory, both technically 
and from the point of view of diagnosis, that it -is 
a definite danger to the community. Technique is 
the first essential for accurate z-ray work. Without 


it the finest radiological diagnostician must make 
Numerous mistakes; with it his mistakes will be 
lessened in number, for none of us is infallible, and no 


method of diagnosis is free from risk of error. The 
other point, so often overlooked, is that even with the 
finest technique a man’s opinion is apt to prove un- 
reliable unless he has a very comprehensive knowledge 
of diseases and of the pathological conditions which 
can give rise to the various findings seen on a screen 
or recorded on films. The fact that it is possible 
nowadays to get such magnificent radiographs has 
made interpretation even more difficult than in the 
early years of radiology. Much slighter deviations 
from the normal are relied on as evidence of disease, 
and more remote regions of the body have been 
explored. Perhaps the greatest difficulty at the 
present time is to find specially qualified medical men 
or women for all these hospital posts. In many 
districts there is not enough work in private practice 
to maintain a radiological specialist. A remedy that 
has been suggested is that in some places a whole- 
time well-paid expert might be appointed to take 
charge of the x-ray departments of several neighbouring 
hospitals. 

Besides the papers to which we have already 
referred, two others on z-ray diagnosis appear in 
this issue. One of these, by Dr. Ffrangcon Roberts, 
on chest radiography, is of great interest in. showing 
how mistakes may be made on chest films owing to 
distortion of shadows. His plea for long-distance 
radiography in the examination of the thorax seems 
to be well founded. The other paper, by Dr. Hubert 
Williams and Mr. Thurstan Holland, is a_ striking 
example of a difficulty in accurate diagnosis which 
oceurs in renal stone work. Mistakes there will bé, 
afew of them quite unavoidable, even when the most 
scrupulous care is used and when every possible means 
of making a correct diagnosis is taken; the radiogram 
does not lie, but interpretation must in some cases be 
a matter of opinion, and then a wrong diagnosis may 
follow. Apurt from this, the chief of all sources of 
error is reliance wpon technically poor films and an 
incomplete examination. Other preventable mistakes 
are for the most part due to want of knowledge. 

We cannot agree with those who say that there is 
no such thing as an a¢-ray diagnosis. A mere glance on 
the screen sometimes suffices, while over and over 
again in practically all the conditions for which an 
r-rav examination is made the films alone show, beyond 
dispute, what the pathological condition is. Probably, 
indeed, no other special method of examination 
will by itself vield so many positive diagnoses as 
will the x-ray method. This, however, is not said 
with a view to urging that purely x-ray diagnoses 
should be the rule, and we cordially agree that 
consultation between the practitioner in charge of 
the case and the radiologist is of the utmost value; 
if this were always possible many mistakes would 
not be made. Unfortunately, however, this ideal 
state of affairs is almost unattainable, especially in 
large hospitals. It is difficult enough for the part- 
time and honorary radiologist to keep continuous 
control over the routine work; he cannot spare 
the time to attend consultations or operations. The 
consulting physician or surgeon is no better off, and 
he finds it impossible to visit the x-ray department as. 
a routine. Individual cases, especially those of un- 
usual interest, may lead to a consultation, but the 
more ordinary everyday work has to take its chance 
without. 

No doubt papers on mistakes—or fallacies, if that 
tcrm is preferred—serve a useful purpose, inasmuch 
as they show how many of these occurrences are 
preventable; but such papers would themselves be 
a mistake if they were written with the intention to 
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PAIN AND OXYGEN DEFICIENOY. 


belittle a method of examination which, in the short 
space of thirty years, has revolutionized diagnosis and 
has taught us that many diagnostic points about which 
it was customary to dogmatize were based on very 
frail grounds. When all is said and done, two things 
are needed ‘to make a_ successful practitioner of 
medicine or surgery: a knowledge of the subject, 
and, perhaps more important, common sense. 


PAIN AND OXYGEN DEFICIENCY. 


INsuFFICIENT supply of oxygen to the body is a very 
commou result of disease. Although its effects upon 
the various organs and systems have received the 
concentrated attention of physiologists, pathologists, 
and clinicians, little or no attempt has been made to 
correlate the several aspects of their work. Since 
oxygen deficiency is so frequent both in health and 
disease, and since pain is the commonest obtrusive 
manifestation of perverted bodily function, a relation 
between oxygen lack and pain might well be pre- 
dicted; in any case, an inquiry into this matter may 
serve to link up facts that have been established by 
the study of particular organs. : 

Considering first the effects of alterations in the 
oxygen content of the environment, the account given 
by Barcroft! of the symptoms experienced by members 
of his party at an altitude of 12,000 feet on the Andes 
is worth attention. On reaching this height every 
member complained of severe headache, and in the 
majority this was the most prominent symptom. If 
further search is made in this report for the incidence 
of pain, it is found that four of the party of eight 
experienced precordial pain, while a fifth had pain 
in the abdomen. Nor are the less highly developed 
structures of the body exempt from this same relation- 
ship; the severe cramp occurring in untrained muscles 
with undue exertion, and the painful intermittent 
claudication arising at times with even slight effort 
in subjects of arterio-sclerosis, are alike the outcome 
of insufficient oxygen supply. Furthermore, the rela- 
tionship of cause and effect has been shown experi- 
mentally by MacWilliam and Webster,? who shut off 
the blood supply of the arm by constriction and 
demonstrated the simultaneous occurrence of pain 
with active muscular contractions. No organ, how- 
ever, signalizes the onset of anoxaemia in more 
dramatic fashion than the heart; and the view that 
oxygen lack is invariably the fundamental factor in 
the production of true angina pectoris is ably ex- 
pounded by Keefer and Resnik* in their recent study 
of the pathogenesis of angina. These authors review 
critically the theory of Allbutt that disease of the 
aorta is the cause of pain; although aortic disease is 
usually found at necropsy, it is not invariably present, 
and, moreover, true angina may arise in adolescent 
subjects of rheumatic aortic incompetence in whom 
no involvement of the aortic wall is demonstrable. 
Against Mackenzie’s theory of myocardial exhaustion 
is raised the cogent objection that in those cases in 
which insufficiency of the myocardium is most marked 
—that is, in cases of cardiac failure—angina is a rare 
. symptom, and tends to disappear even if it has 
originally been present. Indeed, were this the cause 
of angina all patients dying from failure might be 
expected to suffer,from such pain. 

That coronary disease is present in the majority of 
sufferers from angina is no new observation, and this 
fact is the principal argument in favour of myocardial 

1 Respiratory Function of the Blood, 1925, p. 19. 


2 British Medical Journal, January 13th, 1923, 
2 Archives of Internal Medicine, June, 1928, p. 769, 


apoxaemia as the causative agent in angina pectoris. 
The advocates of this theory, however, are confronted 
with the objection that coronary disease is not in- 
variably discovered, although in its absence aortic 
incompetence is nearly always present. Since with 
this lesion the diastolic pressure is usually low, and as 
the coronary arteries fill during diastole, it is seen 
that such regurgitation is a potential cause of myo- 
cardial oxygen lack. It may further be argued that 
the preponderance of angina in syphilitic as opposed 
to rheumatic aortic incompetence supports the 
anoxaemic theory, since coronary obstruction is more 
likely to complicate the former than the latter, while 
a measure of stenosis may partially stem the backflow 
in- rheumatic valvular disease of the aorta, and so 
aid coronary filling. More light is thrown upon the 
subject by a study of acute coronary obstruction. In 
this condition the pain is usually identical with that of 
angina in character, position, and radiation, the prin- 
cipal difference being the prolongation of the attack. 
It is known that pain in acute coronary obstruction 
results initially from permanent interference with the 
oxygen supply, and it seems reasonable to infer that 
the brief pain of angina is due to transient oxygen 
deficiency. Of interest in this connexion are the 
observations of Herrick, who has recorded four in- 
stances of the association of typical anginal pain with 
severe anaemia. Since with decrease of the anaemia 
the seizures of pain also abated in frequency and 
severity, the conclusion may be drawn that in these 
cases oxygen deficiency was a contributory factor, if 
not the sole cause of angina pectoris. 

In summarizing the results of clinical and experi- 
mental research on oxygen deficiency in the body, it 
may be remarked that, while all tissues must be 
affected deleteriously by imperfect oxygenation, it is 
principally the motile organs and those most con- 
stantly functioning which give rise to pain on this 
account. Far beyond all others in severity and gravity 
is the pain arising in the heart, for an attack of 
such pain only too often terminates with complete 
disorganization of the rhythm of the heart and 
inevitable death. 


OCCUPATIONAL AND PHYSICAL THERAPY. 
In the years immediately following the war the re-education 
of the injured received a great deal of attention in this 
country and in America, and admirable results were 
achieved. With the closure or reduction in number of the 
special institutions and departments devoted to this after- 
treatment much of the ground gained was lost, because 
it was not fully realized that the physically injured or 
mentally sick civilian needed this special treatment as 
urgently as the disabled soldier. Recognizing the existence 
of this need, the American Medical Association formed 8 
Council (or, as we should call it, a committee) on Physical 
Therapy, which has recently given its official approval to 
an important paper® by Dr. Harry Mock and Mrs. Mary 
L. Abbey. Occupational therapy has been defined as any 
mental or physical activity which is intended to hasten 
the recovery of any individual from disease or injury 
necessitating a long stay in hospital. Dr. Mock and Mrs. 
Abbey define three types: (1) diversional, (2) purposeful 
or curative, and (3) prevocational. Moreover, occupational 
therapy may be prescribed in the treatment of the neuro 
muscular system or in the cure of morbid states of mind. 
As an example of the successful treatment of a purely 


4American Heart Journal, 1927, ii, p. 351. 
5 Occupational por 4 By Harry E. Mock, M.D., and Mary L. Abbey. 
Chicago: Journal of t 
1928, p. 797. . 


ie American Medical Association, September 15t 
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mental condition of hypochondriasis with phobias entirely 
unconnected with trauma, the history of a case is given by 
the authors in which congenial occupation of the fingers 
abolished long-cherished fears of cancer and other diseases. 
The chief field of operation for occupational therapy is, 
however, afforded by cases of injury the treatment of which 
involves protracted residence in an institution and probably 
immobilization, and by those cases, so familiar in military 
orthopaedic hospitals, in which damaged and long-rested 
muscles and joints have to be re-developed, or new actions 
have to be made familiar to undamaged muscles or groups 
of muscles. In the United States the movement to forward 
occupational therapy has gone far and has _ produced 
striking developments. The National Association of Occu- 
pational Therapists, which was founded in 1917, has 900 
members, 7 per cent. of whom are “ physicians.’’ (It may 
he necessary to remind the British reader that in the 
United States ‘‘ physician ’’ is used generally as an equiva- 
lent to ‘‘ qualified medical practitioner,’ and does not 
exclude those practising surgery.) In addition to the asso- 
ciation, or connected with it, are twenty local or State 
societies and seventeen training schools, so that it will be 
seen that the organization of this form of treatment is well 
advanced. It is difficult, however, to estimate the extent 
to which the activities thus outlined are covered in this 
country by the Chartered Society of Massage and Medical 
Gymnastics, and the various schools of massage and physio- 
therapy. Diversional therapy implies anything in the 
way of occupation or amusement that will divert a patient’s 
mind from his illness. it may therefore include a game of 
bridge, the perusal of a detective novel, or the solution of 
a jig-saw puzzle. Drawing is specially advised by Dr. Mock 
and Mrs. Abbey, since it is not only an amusement, but 
leads on to vocational work. Above all, occupation in the 
hospital workshop is strongly recommended, because of the 
complete change of environment, the practical value of the 
work done in muscle training and rehabilitation, and the 
importance of fitting artisans to resume their old or com- 
mence new callings. For tuberculous patients occupational 
therapy is very valuable, on account of its moral more than 
its physical effects. In conclusion, it is held that there is 
a strong case for the recommendation that occupational 
therapy should be employed as a matter of course in every 
hospital and convalescent home as a part of the course of 
treatment, often as important as that which finds its place 
in the operation theatre or in a surgical or medical ward. 


THE RISKS OF MERCURIAL POISONING. 
The danger of chronic mercurial poisoning in certain 
industrial processes is notorious, but the possibility of mild 
degrees of poisoning occurring in laboratory work is not 
so well known. Some recent articles by Stock! indicate 
that this is a real danger. Fleischmann? concluded that 
a daily intake of mercury of less than 10 y (y=0.001 mg.) 
Was sufficient to produce definite toxic symptoms. It must 
be mentioned, however, that this conclusion has been denied 
by other workers, and that Fiihner* concluded that ten 
times the amount mentioned was required to produce any 
injurious effect. Stock refers to the notoriously bad 
elects on health produced by poorly ventilated laboratories. 


‘He points out that in an old laboratory the dust is usually 


full of the mercury that has been spilt from time to time. 
He suggests that the ill health suffered by many of the 
most illustrious physicists and chemists was due to mild 
mercurial poisoning. The symptoms he attributes to mild 
mercurialism are: first, such symptoms of general ill health 
as lack of energy, headaches, and loss of appetite ; secondly, 
hore specific effects associated with the nasal and oral 


1 Stock: Med, Klinik, 24, 1114 and 1154, 1928. 
2 Fleischmann: Deut. Med. Woch., No. 8, 1928. 
3 Fihner: Klin. Woeh., 1927, 6, 1545. 


mucosa, such as sore gums, decay of teeth, liability to 
nasal catarrh and sore throats, and gastro-intestinal dis- 
orders. He quotes the case of one person who suffered 
from working in a room containing mercurialized dust; 
symptoms conimenced after about six months, and were 
aggravated in the succeeding six months, but ceased as 
soon as the room was cleansed thoroughly. Mercury in 
laboratory dust constitutes a danger to only a very limited 
class, but mercury amalgam as used in dentistry is a 
possible danger to a large section of the community. 
Fleischmann and Borinski showed that there was an 
undoubted risk to dentists and dental mechanics, for the 
air in school dental clinics contained quantities of mercury, 
which reached in one case the surprising figure of 0.3 mg. 
per cubic metre; Fleischmann detected a definite lympho- 
cytesis in 80 per cent. of the attendants, and in many 
cases found definite symptoms of mercurial poisoning. The 
possibility of a person absorbing from amalgam dental 
fillings quantities of mercury sufficient to produce dele- 
terious effects is, however, a much more important question, 
because such a risk affects a large proportion of the com- 
munity. Fleischmann found demonstrable quantities of 
‘mercury in the urine of patients with amalgam fillings; it 
appears to be generally admitted that traces of mercury 
can be absorbed from such fillings. The question of 
practical importance is whether these minute quantities of 
mercury atfect the health of many out of the millions of 
persons who have amalgam fillings in their teeth. Stock 
considers that there is evidence that such poisoning does 
occur, but it is obviously almost impossible to decide with 
certainty whether rather vague symptoms of mild ill health 
are correlated with these stoppings. We are doubtful if 
any case has been made out against dental amalgams, but 
the danger of spilling mercury about laboratories seems 
obvious. Chemists and physicists who are constantly 
working with mercury are usually aware of this risk, but 
workers in biological laboratories nearly all use mercury in 
small quantities for one purpose or another, and are apt to 
forget that it is dangerous for the dust of the rooms in 
which they spend their days to be impregnated with this 
metal. 


THE FATE OF INFANTS OF TUBERCULOUS MOTHERS. 
A Danish physician, Dr. H. Heckscher,’ has followed up 
the inquiries of Kjer-Petersen and Ostenfeld by investi- 
gating the fate of the 400 living infants born of 141 
tuberculous mothers in the maternity department A of the 
Rigshospital in Copenhagen since 1918. The mothers were, 
in 82 instances, suffering from active pulmonary tuber- 
culosis when admitted to the maternity hospital, while in 
the remaining 59 cases they had shown definite signs of 
pulmonary tuberculosis in adult life, but presented no 
evidence 6f active disease at the time of confinement. The 
fate of only 13 mothers and 32 infants could not be 
ascertained. The survivors among those whose fate was 
ascertained were exnmined clinically. Of 75 mothers con- 
fined in hospital in the period 1919-26, and showing signs 
at that time of clinically definite pulmonary tuberculosis, 
11 were found to be well, 31 to be still suffering from tuber- 
culosis, 32 to have died of tuberculosis, and 1 of some other 
cause. Of the 53 mothers who had been confined during 
the same period, and who had during these confinements 
suffered from latent or inactive pulmonary disease, none 
was found subsequently to have died, 48 seemed to be 
perfectly healthy, and only 5 showed signs of active disease. 
With regard to the fate of the 204 infants born to the 75 
mothers suffering from active pulmonary tuberculosis at 
the time of confinement, it was found that 102 were 
healthy, 46 showed signs of tuberculosis, 11 had died of 
this disease, 38 had died of other diseases, while the fate of 


1 Ugeskrift for Laeger, July 19th, 1928, 
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the remaining 7 was unknown. As for the 164 infants born 
of the 53 mothers with signs of arrested tuberculosis at 
the time of confinement, the subsequent investigation 
showed that 119 remained healthy, 16 showed signs of 
tuberculosis, 3 had died of tuberculosis, 25 had died of 
other causes, and the fate of 1 remained unknown. It 
should be noted that in these two groups there was a very 
large mortality (63 deaths) from causes other than tuber- 
culosis; as many as 48 of these deaths occurred during the 
first year of life. Only in 8 of these cases were there 
records of a necropsy at which signs of tuberculosis had 
not been found. It is therefore conceivable that such 
causes of death as broncho-pneumonia and bronchitis (21 
cases) were misnomers, the real cause of death being, 
perhaps, tuberculosis. Adding the figures in one class to 
those in the other, the author finds that only 14, or 3.8 per 
cent., of the 368 infants born to the 128 mothers suffering 
from active or inactive tuberculosis died from this disease. 
Even if to these 14 there be added the deaths which might 
conceivably have been due to tuberculosis, the death rate 
from tuberculosis was still not greater than 9 per cent.— 
a rate far below that said by Calmette to apply to infants 
born in France to tuberculous mothers. It is a pity that 
the author was unable to ascertain in each case the degree 
of infection to which these infants were exposed. 


NOISE. 
Ovr readers will recall that at the Annual Repre- 
sentative Meeting of the British Medical Association at 
Cardiff a resolution moved on behalf of the Edinburgh and 
Leith Division was adopted calling for measures to be taken 
for the suppression of unnecessary noise in the interests of 
public health. Although this resolution made no mention 
of specific noises, its terms plainly indicated that the 
reference was to aggressive sounds and vibrations produced 
by traffic in our streets. The matter was discussed in a 
leading article in our issue of August 25th (p. 346), and 
the Medico-Political Committee, at its recent meeting, 
decided to take prompt action in pursuance of the Cardiff 
resolution. The Ministry of Health has been asked to 
receive a deputation, and Branches and Divisions of the 
Association will be urged to stimulate their local authorities 
to make use of existing powers to deal with the nuisance 
and to apply for fresh powers where necessary. In the 
‘meanwhile, following an assurance given by the Home 
Secretary in the House of Commons, a conference has been 
held at the Home Office between the Secretary of State, 
the Minister of Transport, and the heads of both depart- 
ments. According to a statement issued on Tuesday by 
the Home Office, the purpose of this conference was to 
consider what steps could be taken in order to mitigate the 
ever-growing nuisance of noise in the streets, not merely in 
the metropolis, but throughout the country. ‘‘ The increase 
in the volume of noise is largely due to the increase of 


_ motors, and of the uses to which motors are put, and to 


the abuse of various types of horns. The powers and duties 
in this matter are divided between the two Ministers: the 
Minister of Transport has the power to make regulations, 
and the Home Secretary is concerned, as the central police 
authority, with the measures to be taken for their enforce- 
ment. In the result, the Ministers have now decided that 
draft regulations, directed to abating the nuisance of motor 
traffic noise, should be prepared. Such regulations will be 
the subject of consultation between the Minister of Trans- 
pert and the motoring organizations and representatives 
of public authorities, whose views will be carefully con- 
sidered. After the regulations have been made the police 
will be advised by the Home Secretary as to the steps to 
be taken to ensure their observance, with a view to decreas- 
ing the nuisance from which so many people now suffer.”’ 


This is a move in the right direction. But, unless we are 
much mistaken, continuous prods by the public will be 
needed to keep the authorities awake. Whether fresh 
legislation is required or not will probably depend a good 
deal upon the attitude taken up by the motoring organiza- 
tions. We are glad to learn, therefore, that the Automobile 
Association has stated in advance its willingness to support 
any reasonable proposals to reduce noise. 


i SUPERVISION OF FOODSTUFFS AND DRUGS. 
Two reports! by Government departments dealing with the 
supervision of foodstuffs and drugs have just been issued— 
the report of the Government chemist, Sir Robert Robertson, 
for the year ended March 3ist, and a report on the Sale of 
Food and Drugs Act, containing the relevant extracts from 
the annual report of the Ministry of Health for 1927-28 
and an abstract of the reports of public analysts for 1927. 
These reports are in large measure complementary, for, 
while the major part of the work of Sir Robert Robertson’s 
department consists of analyses for the Board of Customs 
and Excise in connexion with the assessment of duty and 
‘*drawback,’’? it has also some responsibility for the 
examination of foodstuffs as to quality and freedom from 
adulteration. The total number of samples examined at the 
various Government laboratories—being the whole or part 
of the chemical work of some eighteen or twenty depart- 
ments—was 491,039, an increase of 21,397 on the previous 
year’s total. A considerable amount of imported dairy 
produce came under scrutiny, and, in addition, many other 
kinds of food—fruit and vegetables (pulped, canned, and 
dried), sweetmeats, custard powder, pickles, etc.—were 
also examined for the presence of preservatives. Seventy 
samples were reported as contravening the regulations; 
44 contained benzoic acid, either in excess of the quantities 
permitted or where its use is forbidden. It was noted that 
the use of boric acid as a preservative for butter has 
practically ceased. Examinations of tea in respect of its 
fitness for consumption also constituted a task of some 
magnitude; while, in addition to analyses of alcoholic 
liquors for excise purposes, the department safeguards the 
interest of the consumers by the examination of samples of 
beer ‘‘ as retailed’? for evidence of dilution. In certain 
cases of proceedings under the Food and Drugs Act, 
samples may be submitted to the Government chemist; 
26 such cases arose last year, 19 relating to milk. The 
report calls attention to the need for exceptional care in the 
sampling of milk supplied in the modern type of bottle, 
which lends itself to the formation of a layer of cream, 
and, by the absence of air space above the milk, renders 
difficult the mixing of the cream layer with the remainder. 
In one casé the public analyst called for the prosecution 
found 2.07 per cent. of fat in his portion of the sample, 
while the portion sent to the Government chemist contained 
1.50 per cent., and the defendant’s portion 6.68 per cent. 
of fat. Numerous examinations of food and medicinal 
preparations were made for various public departments, 
and in other directions the laboratories dealt with 4 
bewildering variety of substances and executed many 
surprising tasks. Spindle oil was examined in connexion with 
mule-spinner’s cancer, radium was recovered from disused 
gunsights, sheep’s teeth were received for inquiry regarding 
the nature of a metallic deposit erroneously believed to be 
gold, insurance stamps were tested in cases of suspected 
fraud, sea water was analysed in its bearings upon fishery 
research work—these are but a few of the varied activities 
carried on at the laboratories. The Ministry of Health 
report is a prosaic document of more restricted scope, 
and, we may add, somewhat highly priced at eighteen- 


1 London: H.M. Stationery Office, or through any bookseller. 1928. 
1s. 6d. net each. 
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pence for twelve pages of print. It states that of the 
* vecord ’? number of 124,264 samples of food and drugs 


reported upon by public analysts in 1927, 5.5 per cent. - 


were reported as adulterated, compared with percentages 
of 5.8 and 6.5 for 1926 and 1925 respectively. More than 
half the specimens examined were milk samples, 6.9 per 
cent. being below standard or adulterated; the corre- 
sponding percentages for 1925 and 1926 were 8.3 and 7.4 
respectively. Of over 10,000 samples of butter only 1.4 
per cent. were reported against. Other foodstuffs inspected 
included cream, margarine, lard, cheese, bread, flour, jam, 
marmalade, vinegar, spirits, and beer. During the year, 
4,981 samples of 120 different varieties of drugs were 
examined, 283, or 5.7 per cent., being found to be 
adulterated or not up to standard, compared with 4.5 per 
cent. in 1926. The most interesting case, the report states, 
was that of some cod-liver extract tablets, sold by a well- 
known firm of druggists and advertised as being rich in 
vitamins A and D. The analyst was of opinion that 
vitamin A was present, if at all, in such a negligible 
amount as to render the tablets practically valueless as a 
substitute for cod-liver oil; the deficiency of both vitamins 
was confirmed by biological experiments, and the vendors 
were convicted und fined £30 and £75 costs. 


MENTAL DEFICIENCY IN NEW ZEALAND. 
Some time ago a very influential committee, set up by the 
Government of New Zealand, inquired into the question of 
mental deficiency in that Dominion. In a leading article 
(September 12th, 1925, p. 486) we commented on the 
report of that committee, pointing out, amongst other 
things, that the opinions expressed therein were more 
favourable to sterilization of mental defectives than was 
the case with informed opinion in this conntry. Following 
upon that report, the New Zealand Government this year 
introduced into the House of Representatives a Mental 
Defectives Bill based upon the committee’s recommenda- 
tions. The actual text of the bill is not available, but 
from a summary of its main provisions published in the 
Times it seems that in the bill the term ‘‘ mentally deficient 
person ’? was extended to include ‘‘ one who suffers from 
mental deficiency associated with or manifested by anti- 
social conduct, and who requires supervision for his own 
protection or in the public interest.”” If the words quoted 
are the actual definition of persons to be dealt with under 
the Act, the latter phrase appears pleonastic and the former 
sufficiently indefinite to give rise to a good deal of dispute 
in practice. The bill provided for the setting up of an 
appropriate board fer the supervision of mentally defective 
persons. The board is to compile a register of such persons, 
and is given power “‘ to investigate the cases of prisoners 
or accused persons believed to mentally defective, epileptic 
and mentally defective children, and children whose mental 
development is retarded two years or more.’ The bill 
further sought to authorize sterilization with the consent 
of the patient or of the parent or guardians, and 
under the direction of the board; to provide special 
institutions for the segregation of registered defectives; to 
forbid marriave with registered persons without consent of 
the board; and to prohibit carnal knowledge of, and the 
supply of intoxicating liquor to, a registered person. The 
bill met with considerable opposition in the House of 
Representatives. It was eventually passed last week, but 
not until the Minister of Health, Mr. J. A. Young, had 
withdrawn the more drastic or questionable proposals— 
namely, those relating to sterilization, to the prohibition 
of marriage with defective persons, and to the authoriza- 
tion to examine children whose mental development is 
tetarded to the extent of two years or more. The Prime 
Minister, Mr. Coates, stated that he wished the country to 
have a further opportunity of considering these proposals. 


This was certainly wise, for it requires a good deal of 
evidence yet to establish their value as practieally effective 
measures, and the Act, even without them, is calculated 
to achieve its main purpose—the proper supervision and 
control of mentaHy defective persons. 


ERGOSTEROL. 

INFoRMATION concerning the nature and properties of 
vitamin D is at present of very considerable interest, and 
there is no dearth of communications dealing with the 
matter. In the same number of the Biochemical Journal 
there appear two papers: one by Rosenheim and Webster,' 
which seems to show that ergosterol is (probably) the only 
precursor of vitamin D occurring in nature; the other by 
Havard and Hoyle,’ recording observations of the serum 
calcium and blood phosphate in normal adult human beings 
to whom ergosterol was administered. The last-mentioned 
paper is of interest because, as the authors point out, a 
seasonal variation of blood phosphate has been noted in 
human beings and in animals, which might be due to the 
greater exposure to ultra-violet light during the summer 
months. It was found, however, that neither the adminis- 
tration of 8 mg. per diem of irradiated ergosterol for a 
period of twenty-one days, nor periodic exposure to carbon 
arc lamps for sixteen days, caused any significant change 
either in the blood phosphate or the serum calcium. The 
experiments were, of course, carried out during the winter 
months. This work seems effectively to dispose of the view 
that the undoubted seasonal rise in blood phosphates is 
due to any effect of ultra-violet light, and it therefore 
leaves an interesting problem for solution. ‘ 


ROYAL SOCIETY OF MEDICINE, 
As mentioned on September 15th (p. 504), Sir William 
Bragg will deliver the sixth Lloyd Roberts Lecture on 
November 29th, at the house of the Royal Society of 
Medicine, 1, Wimpole Street. It is now announced that 
Sir William Bragg has taken for his subject ‘‘ Faraday’s 
diary,”’ which will be of particular interest as illustrating 
the life of one of the pioneers of science, the more so since 
the diary has not yet been published. Some of Faraday’s 
original apparatus, and pages from the diary, will be on 
view in the library of the society during a_ reception, 
which will be held at 8.30 p.m., prior to the lecture at 
9.15. Admission will be by ticket, application for which 
should be addressed to the secretary of the Royal Society 
of Medicine. It is also announced that the annual dinner 
of the society will be held on Thursday, November 15th, 
at 8 p.m., at the May Fair Hotel, Berkeley Street, W.1, 
when the principal guests of honour will be the Chancellor 
of the Exchequer and Mr. Rudyard Kipling. 


We have to announce, with great regret, the death of 
Dr. D. Noél Paton, F.R.S., late Regius Professor of 
Physiology in the University of Glasgow. We hope to 
publish an obituary notice in an early issue. 


1 Rosenheim and Webster : Biochem. Journ., 22, p. 762. 
2 Havard and Hoyle: Biochem, Journ., 22, p. 713. 


Tue annual Corporate Communion of the Guild of St. Luke 
will be held at the Grosvenor Chapel, South Audley Street, 
W.1, on St. Luke’s Day, October 18th, at 8.15 a.m. ; it will 
be followed by breakfast at Lipton’s Café, 484, Oxford Street, 
if sufficient members signify their wish to attend. The annual 
general chapter will be held on the same day at King s College, 
Strand, at 5 p.m. The Rev. Canon C. 8. Woodward will 
preach at the annual service in Westminster Abbey, on 
October 2ist, at 6.30 p.m. Further information may be 
obtained from the Secretary of the Guild, King’s College, 
Strand, W.C.2 
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THE ENEMIES OF MAN. 
Address to the Middlesex Hospital Medical School, 
BY 
A. E. WEBB-JOHNSON, C.B.E., D.S.0., M.B., 


F.R.C.S., F.A.CS., 
Surgeon and Lecturer on Surgery, Middlesex Hospital. 


Ler us cast our minds back to when the human and 
anthropoid branches of the anthropomorphous stem were 
growing apart. We can imagine a time when man’s 
primitive ancestors found that their long stretch in the 
trees had so straightened out their hip-joints and opened 
up their shoulder girdles that they cculd at last comfort- 
ably assume and maintain an erect attitude on the ground. 
We can picture a period when these individuals did not 
venture far beyond the forest borders, for very early in 
his life on the plains man must have realized how defence- 
less he was against his enemies. What special gifts had 
he to enable him to fight his way through life and become 
Lord of the World? He was the possessor of a pair of 
hands. These hands, with their wonderful tool-making 
thumbs, were unique in the animal kingdom, and, with 
the intellectual equipment to govern them, enabled man 
to fashion weapons and to become what he has ever since 
remained, a tool-using animal—a tireless maker of tools, 
instruments, and machines. As his dangers and needs 
pressed upon him, man made steady progress through the 
millions of years in providing himself with weapons—all 
the time inventing. Everything had to be learnt, and 
could only be learnt with certainty by experiment, by 
research, and by trial. That has been the golden rule all 
though the ages, and when departed from there has been 
no progress. 

Flint implements have been found which, according to 
some authorities, carry our actual knowledge of man and 
his weapons back about six million years, and human 
remains have been found which may date from half a 
million years ago. But much later on we find traces of 
men who lived in caves and rock dwellings, and from their 
paintings on the walls and their burial customs we learn 
that man had begun to think of other things besides the 
means of getting food and the visible dangers about him. 
He was thinking also of the hidden dangers about him— 
of health and disease, of life and death. 


With the development of agriculture man became fixed 


to the home and the soil, and began to live in organized 
communities. In Egypt, where agriculture was first prac- 
tised, we find there was an early civilization, and in this 
civilization a definite place in the community was taken 
by thosq practising the healing art. The formation of an 
army of defence had begun. 

It is customary to regard the pre-Egyptian era as an age 
of mysticism and magic. But medical research had really 
begun. It was on the wrong lines, and man was groping 
in the dark, but he was seeking for the light. Diseases 
were ascribed to mysterious malevolent agencies, and 
therefore treatment naturally began as a magical rite or 
exorcism. But later this became associated with the use of 
medicines or drugs, for man in his search for food became 
acquainted with plants having medicinal qualities. In 
the process of development the use of drugs continued 
and improved while the magical part of the treatment was 
practised less and less. From early papyri we learn that 
the Egyptians had largely given up the magical ritual. 
Medicine and surgery were fairly advanced, and there was 
considerable knowledge of hygiene and sanitation. The 
teachings in the books of Moses show what clear conceptions 
had been reached, and what research and observation there 


must have been to enable such sound rules of preventive 
medicine to be codified and enforced. 

After the Egyptian era came the brilliant age of Greek 
history, when Hippocrates, Aristotle, and Galen, and their 
followers, working through the centuries, dug deep and 
made secure for all time the foundations of medicine as 
a science. In the Hippocratic works there is no word of 
superstition. The experimental method was established 
and medical research was carried on along scientific lines. 
It was the birth-time of anatomy and physiology, and of 
the close study of disease by careful clinical observation. 
Another gift of Greek medicine to our time was the code 
of medical ethics with which the name of Hippocrates will 
always be associated. Besides being the founder of the 
science of medicine, Hippocrates was the founder of the 
medical profession. 

Man had now an organized disciplined army to fight 
his deadliest enemies. The army waited for light and 
leadership; but instead of light and leadership, a great 
darkness fell over the land—a darkness which prevailed 
in Europe throughout the Middle Ages. But Greek 
medicine was built on the sure foundations of experiment, 
research, and trial, and could not die. The remains of 
Greek learning, discovered by the Arabs in the sixth 
century in the great world conquest under Mohammed, 
were brought to the West during the twelfth century, 
It was not until the fifteenth century, however, when 
Constantinople fell to the Turks and many learned Greeks 
were driven to the West of Europe, that the revival of 
learning began. The scientific world had been asleep. 
There had been blind acceptance of dogma, instead of 
experiment, research, and trial, for a thousand years and 
more. 

And now what an awakening! The moving finger writes, 
but its writing is so rapid and the letters are so brilliant 
that we are dazzled by it all. Great astronomical and 
geographical discoveries changed man’s outlook on the 
world. Onr own land was affected most profoundly, for 
instead of heing on the edge of the known world, Britain 
found herself in the centre of the suddenly expanded 
globe. The history of Britain’s greatness only began in 
the reign of Elizabeth, and whatever the glories of Britain 
in other fields since the hour of her greatness struck, her 
achievements in the world of science provide by no means 
her least, and perhaps her greatest, claim to fame for the 
benefits they have conferred on the human race. 

The medical army was aroused with the revival of 
anatomy in the sixteenth century. The réveillé was 
sounded by Vesalius, a Belgian, of Scottish extraction on 
his mother’s side. He was the author of modern anatomy, 
and laid the foundations of modern medicine. All the old 
teaching of Galen was raked over, the dust of centuries 
wiped from it, and the dogmatic statements challenged by 
the only real tests—experiment, research, and trial. The 
dawn was hailed by Harvey, the greatest name in British 
medicine, anc one of the greatest in the history of Britain 
and of the world. This great Englishman compelled a 
return to the experimental method, and from the time of 
Harvey onwards medicine became more and more closely 
linked with the sciences. 

During the seventeenth and eighteenth and the early 
part of the nineteenth centuries much detailed fundamental 
work was done, hard uphill work, but, as the Norwegian 
proverb says, ‘‘ You cannot climb a mountain by a level 
road.’? In every one of the sciences progress had to be 
made by experiment, research, and trial, and we are proud 
to remember that British workers are to be numbered 
amongst those whose names will live for evermore. To 
mention only a few, we have Newton, who led science 
along new lines; Sydenham, at the bedside,. rightly called 
‘the English Hippocrates ”’; Boyle in chemistry; Matthew 
Baillie, nephew of John Hunter, in morbid anatomy; 
and our own Charles Bell, founder of our medical school, in 
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physiology. A new spirit was breathed into surgery by 
the immortal John Hunter, who found it an applied art 
and left it a science. His watchword was, ‘‘ Don’t think ; 
try the experiment.’”? Jenner, one of humanity’s greatest 
benefactors, introduced vaccination, and in the great public 
health movement English statesmen and hygienists led 
the way. 

But still man’s chief enemy was not in view. The 
identification of the enemy and the study of the minute 
structure of the body in health and disease had to wait 
for the perfecting of the microscope. Harvey’s main equip- 
ment was a simple lens, and for some time simple lenses 
of high power continued to be used. Men did what they 
gould with the instruments at their command, and Bichat 
and his followers described the tissues of the body. But 
the compound microscope did not become an efficient instru- 
ment until 1830, Lister’s father being one of the chief 
contributors to its perfecting. Results soon followed, and 
in 1839 Schwann demonstrated that the higher animals are 
all commonwealths of cells, while in 1858 Virchow published 
his epoch-making book on cellular pathology. 

Man, long suspicious, was now more and more certain 
that there was something minute at work to his undoing, 
and in 1862 proof was absolutely established. In dis- 
covering ‘‘ the world of the infinitely smail,’’ as he called 
it, Pasteur made a new world for man, and the whole of 
our life to-day is based on Pasteur’s discoveries. The first 
great result of Pasteur’s demonstration of the germ origin 
of putrefaction was Lister’s discovery that the suppuration 
of wounds was also due to germs, and that infection could 
be prevented by antiseptic methods. Pasteur’s next great 
achievement was the scientific attenuation of microbes, 
and from his researches have been evolved all our present 
methods of conferring artificial immunity by the use of 
vaccines and antitoxins. 

Man had reached the climax in the fight. The leaders 
had arrived and the general advance was ordered. The full 
fruits of victory are still to be gathered, but even so 
far the discoveries of Pasteur and Lister have conferred 
benefits on humanity so wonderful, so colossal, and so 
immeasurable, and they have directly and indirectly saved 
so many millions of lives, that they stand out in letters of 
flame above all other achievements in the fight to victory. 
We may, indeed, echo what the American Ambassador said 
when addressing Lister: ‘‘ It is not a profession, it is not 
a nation, it is humanity itself which, with uncovered head, 
salutes you.” 

Advances were swift and sure along the paths opened up 
by Pasteur. It would be impossible on this occasion to 
give an account of the many victories achieved: the story 
of the conquest of the tropics alone would keep you 
enthralled for hours. It is an epic, full of examples of 
dogged perseverance, skilful tracking of the enemy, and of 
heroic and dauntless self-sacrifice by the searchers after 
truth. The result was not only to convict the enemy hosts 
of disease, but also to prove the blood-guiltiness of the 
insect hosts which acted as carriers of infection. The 
incidents and results of this heroic work were achievements 
of the order of deeds that men write upon stone. It is 
just as wonderful that the Panama Canal was cut through 
a belt of malaria and yellow fever as that it divided a 
continent into two and linked two oceans together. 

In his preoccupation with the larger animals and _his 
perpetual fight to control the vegetable kingdom, little 
did early man think that his real enemies were microscopic 
aimaleules and unicellular vegetable microbes, and that 
often the angels of death were of the insect world. 
Primitive man had to equip himself to fight the enemies 
‘visible to him. At long last the hands and brain of 


modern man had fashioned instruments which brought the 
teal enemy into view. The battle was joined, and man, 
Instead of fighting something mysterious, had the hosts of 
death captive. He could study them as tiny specks on 
4 microscope slide, or hold them encaged in a test-tube— 
growing at his command, tamed, attenuated, robbed of 
their virulence, and oftentimes to be put to man’s service. 


All through the ages a golden truth is blazoned: the 
bath of progress is by experiment, research, and trial. 


Research must be fostered and encouraged. While it is 
not given to all of us to add to the sum of human know- 
ledge, we can all help research. We can all be seekers 
after truth, and ready to explore with open minds the 
paths indicated by others. Too often a new truth has to 
fight to acceptance against unreasonable opposition, or 
against some fixed opinion or bias. It is, therefore, often 
“not the man who first says a thing, but it is he who sas 
it so long, so loudly, and so clearly that he compels men 
to hear him—it is to him that the credit belongs ’? (Sydney 
Smith). 

A study of the history of the fight brings out another 
lesson. The co-operation of the sciences which dates from 
Harvey’s time must be made closer and closer. It is by 
co-operation that advances can be made most speedily. 
Medicine is dependent on the fundamental sciences. 
From day to day we make greater demands on them for 
diagnosis and treatment. It may yet be that the dread 
enemy of cancer will be brought to understanding, preven- 
tion, and cure by the chemist and the physicist. Already 
it is known that there is a difference between the chemical 
requirements of cancer cells and normal cells; already it is 
known that radium in proper doses has a lethal effect on 
cancer cells and spares the normal cells. Further work 
in biochemistry and biophysics may bring us a means of 
early diagnosis and successful treatment. 

Another point is clear from a study of the advances 
made. All through the ages man has required for his 
search more and more elaborate tools, instruments, and 
machines. To provide equipment of the finest order and 
laboratories of the best is now a costly matter. Here the 
men at the base, the men of great generous hearts and far- 
seeing minds, can help, and have helped. In our own 
medical school we have been blessed with great benefactors. 
The Joel Chair of Physics, the Chair of Physiology, and 
the Courtauld Chairs of Anatomy and Biochemistry are 
endowed, and you see brought to the service of mankind 
great institutes for scientific research and application 
—the Barnato-Joel Cancer Research Laboratories, fast 
becoming, with the development of radiotherapy, an insti- 
tute of physics, the Bland-Sutton Institute of Pathology, 
and the Courtauld Institute of Biochemistry. By these 
institutes the fundamental sciences of chemistry and physics 
become closely linked with physiological, pathological, and 
clinical study, and are brought in very fact to the bedside. 
Much remains to be done, and in no better way can large- 
hearted benefactors with the necessary vision contribute 
to the progress of the race and the winning through of 
the fight against man’s enemies than by the gift and support 
of laboratories for the study of disease, and of hospitals 
for its treatment. 

But we must ensure that the teachings of research are 
followed. Even the teachings of Pasteur have not been 
fully applied. It is nearly half a century since Koch 
discovered the tubercle bacillus; surely it is time it was 
banished into the wilderness. The fight against man’s 
deadliest enemies is a fight for all. It is not a fight for 
armies only, but for nations—a true League of Nations 
task. Preventive medicine is our aim, and it is worth 
much labour and much sacrifice. The highest aims of pre- 
ventive medicine can only be achieved by the co-operation . 
of all health services. There must be a co-ordinating head, 
which, to act with full authority, should be the State. 
The great hospitals are ready and willing to play their 
part by providing accommodation for clinics which it may 
be desirable to establish. It is for public authorities to 
make full use of the facilities available and to avoid dupli- 
cation of services. By co-operation, not only will research 
be stimulated and fostered and all the resources of the 
great hospitals be at the service of a great cause, but 
medical education will go hand-in-hand with research and 
treatment for the benefit of all. 

And now I must make an end. Gentlemen, we have 
a glorious inheritance. To you the torch is thrown; “ be 
yours to hold it high.’’ Besides the inspiration of a great 
Cause, you have the knowledge that your own countrymen 
hold a high place among the seekers after truth, and that 
men of your own hospital and medical school are numbered 
amongst those whese names will live, 
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UNIVERSITY COLLEGE HOSPITAL. 


ADDRESS BY SIR THOMAS BARLOW. 

Ar University College Hespital Medical School on October 
1st the inaugural address was delivered by Sir Thomas 
Barlow, Bt. The dean, Dr. A. M. H. Gray, who presided, 
reminded the company that the medical school was entering 
upon its second century. During its first eighty years it 
existed as part and parcel of University College, but for 
the last twenty years it had been under a separate adminis- 
tration, though it continued te be closely connected with 
the Faculty of Medical Sciences of the College. 

Sir THomas Bartow began with some historical reminis- 
cences. In 1828, when medical classes were started at 
University College, education in medicine and surgery in 
London was poorly organized. A certain amount of ambu- 
latory instruction was giten by physicians in the great 
hospitals, but it-was of a rather perfunctory character. 
The surgeons were somewhat more active; they welcomed 
students as beholders of the celerity and dexterity with 
which they carried through their operations. In those 
days a great portion of the medical teaching was carried 
on in private medical schools, the property of surgeons, or 
occasionally of physicians. Anatomy and physiology were 
the chief subjects taught, but at some of the schools 
medicine, surgery, and obstetrics were also taught. One 
of these schools existed in the University College neighbour- 
hood when the speaker himself was a student. It was 
attended by idle fellows who had repeatedly failed at their 
examinations, but who, by a process of cramming, ulti- 
mately scraped through. The novels of Smollett and 
Dickens, and the drawings of Rowlandson, showed what was 
thought of the medical student of the eighteenth and early 
nineteenth centuries. The founders of University College 
were not content until, courageous and enlightened men, 
they had built the central block of University College 
Hospital, and here was accomplished the great work of 
instituting a medical curriculum and providing a liberal 
education in the science and art of medicine. The new 
facilities were not established at the demand of the exam- 
ining bodies; on the contrary, they acted as a stimulus to 
the examining bodies to widen their requirements. 

Sir Thomas Barlow then addressed himself to the fresh- 
men, who, he said, no doubt intended to take the M.B. 
and ultimately the M.D. of the University of London, and 
to carry in their stride the examinations of the Conjoint 
Board, whose diploma would give them the qualification to 
practise. In their first winter session the important sub- 
jects would be anatomy and physiology. They must spare 
no pains to become neat dissectors and experimentalists ; 
they must cultivate the faculty of making repeated correct 
observation of salient points, gathering in as much detail 
as possible ; and must cultivate also that part of the faculty 
of memory which was concerned with visualization. A 
useful power to acquire was that of summoning up at any 
moment a mental vision of what had been displayed in 
dissection or done in the way of experiment. Tactile sensi- 
bility as well as vision must be cultivated. It was neces- 
sary also to learn to record accurately and tersely. The 
man who could sketch had a great advantage in dissection, 
but the next best thing was to be able to make a good 
diagram which would show not only the shape of the struc- 
ture, but its relations to adjacent parts. A hint might 
be taken from commercial book-keeping. A large-sized 
exercise book should be procured, which might be called the 
day book, and every night there should be entered what- 
ever was remembered of the day’s dissections; then, with 
the aid of the textbook, what had been omitted or needed 
to be corrected should be set out on the opposite page. 
This method would vastly improve the memory, facilitate 
the acquisition of anatomical knowledge, and lessen the 
drudgery of the work. 

As for lectures versus textbooks, Sir Thomas Barlow 
thought the usual combination of the two was the ideal. 
Demonstrations, especially catechetical _ demonstrations 
must never be neglected. He warned the students against 
the great danger of slackness. Because some subjects re- 
appeared in the programme for the second or third year 
students were apt to suppose that they could make up by 


met with in general practice. 


special application afterwards for neglect at the beginning. 
That was a mistake; early neglect was a handicap through- 
out the whole of studentship. When the hospital stage 
was reached, the combination of out-patient and ward work 
under the same chief was of inestimable value. The student 
should never be afraid to ask for enlightenment from his 
chief, but should always be careful not to argue with him! 
Every opportunity of post-mortem study should be taken. 


The student could not begin too soon to make himself. 
skilled in the handling of instruments of special investiga-- 


tion. It was useful to get a clinical clerkship in the 
children’s ward, also to attend demonstrations at the fever 
hospitals. 
medical textbook recommended by his professor, though 


when working up his commentaries he could go further 


afield and read some of the original memoirs. The out- 
patient clinic must not be disparaged. That;and the skin 
clinic presented something very similar to what would be 


hospital appointment, a resident post at one of the special 
hospitals, if time and means allowed, would be very useful. 

In some more personal counsel at the close, Sir Thomas 
Barlow impressed upon students the need for maintaining 
their own health. Saturday afternoons should be taken 
for games. Scratch meals should be avoided, as well as the 
doctor’s villainous habit of bolting his food. Smoking 
should not be indulged in while at work, and if alcohol 
were taken it should be only the minimum, and only with 
food. Time should be found for general reading, the Bible 
first, and then Shakespeare, and the great essayists and 
novelists, not forgetting biographies, especially medical 
biographies, among which, in his opinion, Godlee’s Lister 
was supreme. Good music and drama had their occasional 
place, good friendships should be cultivated, and the Union 
should be joined, but the student should keep up _ his 
attachment with his home, and tell his people about every 
part of his work and play. The preparation for the 
doctor’s life was arduous and exacting, but in the acquisi- 
tion of medical knowledge there was always the comfort of 
realizing that through such knowledge came the power to 
save valuable lives and assuage much suffering. 

Dr. Batry SHaw and Professor Lovatt Evans spoke to a 
vote of thanks. 


LONDON (ROYAL FREE HOSPITAL) SCHOOL 
OF MEDICINE FOR WOMEN. 


ADDRESS BY DR. ANDREW BALFOUR. 


At the opening of the session of the London (Royal Free | 


Hospital) School of Medicine for Women on October Ist, 
the dean, Lady Barret, C.B.E., who presided, stated that 
there was an entry of sixty students, as compared with just 
over fifty last year. There would have been a larger entry 
but for certain misleading statements, widely quoted from 
a monthly review, which gave a quite wrong impression 
as to the clinical facilities afforded to students at the 
hospital. 

Dr. Anprew Barrovr, C.B., C.M.G., addressed the 
company on the possibilities of the tropical field for medical 
women, saying that it offered abundant opportunities a:ike 
to the medical practitioner, the research worker, and the 
public health administrator. Slowly but surely the mastery 
was being obtained over tropical maladies which nov long 
ago were considered mysterious in their cause and mode 
of spread. The habit of viewing tropical diseases was alo 
changing. Until recently there was an imaginary guif 
between diseases in temperate climates and diseases in the 
tropics, but in fact there were only three tropical maladies 
—in the sense of maladies strictly limited to the belt 
between Cancer and Capricorn; these were African sleep- 
ing sickness, South American human trypanosomiasis, and 
African tick fever. Many other so-called tropical diseases, 


even including sprue and yellow fever, were not strictly 
diseases of the tropics, although, partly owing to their 
etiology, and partly to environmental circumstances, they 
prevailed nowadays to a much greater extent in hot 
countries than elsewhere. 

Africa had ceased to be the ‘“‘ dark continent ’’ because 
it had been enlightened by the doctor and the engineer. 


In general the student should keep to the 
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One of the pressing questions now in many parts of Africa 
was the prevalence of tuberculosis, which appeared to be 
a graver problem year by year. Everywhere in tropical 
Africa malaria remained a scourge, and in many places 
its dreaded sequel, blackwater fever, took its toll of human 
life. Yellow fever on the West Coast had of late given 
much cause for anxiety. Sleeping sickness still held sway 
over vast territories, in spite of modern knowledge of 
trypanosomes and their vectors. In several parts of British 
tropical Africa steps were being taken to train medical men 
and sanitary inspectors, and in some corners of the con- 
tinent maternity and child welfare work was being actively 
developed. Africa was moving in the direction which this 
country had trodden, with increasing security, for the past 
twenty-five years, and, unless he was very much mistaken, 
this spelt openings for women. 

The medical problems in Palestine were mainly those of 
northern Africa. Like Egypt, it was a great country for 
the oculist. Any woman doctor who had specialized in 
eye work should find an opening in the Holy Land. Iraq 
was another country where medical women should find a 
place in the sun; the phrase was an apt one, because 
it was the sun which determined the pathological and 
epidemiological characteristics of the country of the Tigris 
and the Euphrates. The diseases of Iraq were chietly 
malaria, plague, cholera, oriental sore, and dysentery. 
Iraq being a Mohammedan country, the practice of mid- 
wifery and gynaecology was backward. 

India remained the Mecca for the woman doctor. 
Hinduism, with its blighting system of caste, exercised a 
malign influence on women’s lives and health. But many 
conquests had been made: kala-azar, which once doomed its 
victims readily to death, yielded, as a rule, to antimony; 
the position in regard to leprosy had improved greatly ; 
hookworm disease was now under control. Altogether the 
problem at present was not so much to acquire knowledge 
as to apply the knowledge gained. Ceylon was a wonderful 
place for diseases, and not far behind India as a patho- 
logical museum. The Federated Malay States, in addition 
to the customary problems of the East, presented some 
special questions, which added interest and variety to 
medical practice. One of the chief diseases was beri-beri, 
and there was said to be a form of beri-beri occurring in 
the puerperium. 

Much of China was in the tropics, and everywhere there 
was a great burden of disease. China was a mine of 
pathological wealth, and it had been a great centre of 
medical missionary enterprise and a country where many 
women doctors had found their vocation. The islands of 
the Pacific, even Fiji and Samoa, in which latter island 
two women doctors were practising, need hardly be taken 
seriously in such a purview as this, but, passing to the 
South American continent, British Guiana was a happy 
hunting-ground for the clinician, and what was true of 
British Guiana was true, generally speaking, of the West 
Indies. In all these places there was much to be done 
both. from the preventive and the curative aspect. 

With regard to the scope for medical women, Dr. Balfour 
considered that India offered the greatest opportunity. 
Here medical women might engage in the Women’s Medical 
Service for India (founded by the Countess of Dufferin’s 
Fund); in the mission hospitals, nearly one hundred of 
which were staffed by medical women; in private practice, 
which appeared to promise success only in the larger towns; 
and, finally, in public health work. Dr. Margaret Balfour 
had written to him stating that it was astonishing that 
medical women were not more freely employed in India. 
Not a single medical woman was attached either to the 
public health department of the Government of India or 
the departments of the Provinces. There were 62 hospitals 
in India staffed by women doctors, apart from the mission 
Ospitals and the Women’s Medical Service for India; these 
Were mostly hospitals of the provincial Governments and 
Municipalities. In Africa the most advanced work was 

ing done on the Gold Coast, where there were properly 
constituted maternity and child welfare centres. In Pales- 
tine there were 31 infant welfare centres, and 37 women 
Were licensed to practise midwifery. In Malaya about 16 
Women medical officers were in Government employment, 
and the number was likely to increase. In Hong-Kong 


there were two medical women in official positions; here 
= practice could be built up, and would in time 
come lucrative. 

Dr. Balfour concluded by urging the need. for special 
preparation for tropical conditions, and for the highest 
standard of personal fitness and. professional efficiency. 
A vote of thanks was accorded to him on the motion 
of Professor Winirrep Cutis, seconded by Mr, Josepx 
CunnNING, senior surgeon to the hospital. 


WESTMINSTER HOSPITAL, 


INAUGURAL ADDRESS. 
THE new session at Westminster Hospital Medical School 
began on October 1st, Sir Goscnen presiding 
at the opening meeting, when the inaugural address was 
given by Mr. A. C. Powe tt, headmaster of Epsom College, 
who took as his subject ‘‘ Leisure and the medical student.” 

Mr. Powell said that the world was calling out more 
insistently than at any time for educated men and women 
in all the professions, and in medicine the need for all- 
round culture was, to put it mildly, as urgent as was the 
need in any other high calling. He feared the supply was 
not altogether worthy of the demand. In years gone by 
the country practitioner was as often as not the universal 
encyclopaedia, the arbiter of taste, confessor, comforter, 
and general autocrat. Infinitely inferior in technical skill 
and knowledge to the general practitioner of the present 
day, he had, nevertheless, valuable qualities that it would 
be well for men of our generation to cultivate. It might 
be asked whether there was any longer time available for 
the medical student to be anything but a medical student, 
Emphatically Yes. Our days were too kinetic; a little more 
knowledge of the laws of stutics would prove a salutary 
medicine for the modern disease of ‘‘ mobilophobia.”’ Lack 
of control of the time of leisure, however small it might 
be, was one of the present-day curses. Even in this hectic 
age some portion of it might be made productive of future 
good without losing its value as relaxation. Purposeful 
leisure had been established as one of the fundamentals of 
civilized life. 

Dr. A. S. WoopwarK, dean of the Medical School, 
stated .that the financial position was eminently satis- 
factory. Two classes had been held for captains of the 
R.A.M.C., and the authorities had asked them to continue 
these classes. Twenty-eight officers completed their course 
last week, and a very successful post-graduate class had 
been conducted for doctors from all over the world. The 
number of students in the hospital remained unchanged 
from last year, which implied that the entry had equalled 
the exit of those students who had become fully qualified. 
During the last two years some sixty students had taken 
their degrees and diplomas. Among the prize-winners 
whose names were announced was Mr. R. G. L. Waller, 
winner of one of the certificates and prizes offered by the 
British Medical Association. Dr. Woodwark mentioned 
that the school had that day attained its ninety-fourth 
birthday. 

Annvat DINNER. 

The annual dinner of the Westminster Hospital Medical 
School was held at the Royal Adelaide Gallery on October 
1st, with Sir James Purves-Stewart in the chair. Replying 
to the toast of ‘‘ The School,’ which was proposed by 
Lieut.-Colonel Bulkeley, the dean (Dr. A. S. Woodwark) 
said that from every aspect they had good reason to be 
satisfied with its position. One of the most pleasing 


. features was the growth on the athletic and social side, 


They were not only doing routine work, but were engaged 
in research of world-wide importance; publication of the 
progress made might soon be possible, when its excellence 
would be revealed. For the last five years they had 
been conducting pioneer investigations in connexion with 
radium, and the hospital had been visited by doctors from 
ali over the world to see what was being done. He desired 
to express his gratitude to Mr. Stanford Cade and others 
for bringing the hospital to the front in this matter. The 
toast ‘‘ Past and Present Students ’’ was submitted by the 
chairman, and replied to by Dr. H. H. Mills and Mr, 
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C. G. Roberts. In proposing ‘‘ The Guests,’? Mr. Arthur 
Evans referred to the need for providing hospital accom- 
modation for paying patients of the middle and _pro- 
fessional classes. They were alive to this question at the 
Westminster Hospital and had available an excellent site; 
all they lacked was the capital. He appealed to all old 
students to think of the hospital and of the need for 
_filling this gap in its life. The matter merited the atten- 
tion of the leading insurance companies. If the provision 
of such accommodation meant that the lives of middle-class 
people could be prolonged by three or four years, the addi- 
tional premiums payable would result in such an accumula- 
tion of funds by the companies that the interest alone 
would more than suffice to furnish the money necessary to 
carry out the scheme. He suggested to the insurance com- 
panies that they would save money by giving it to the 
hospitals. The headmaster of Epsom College replied, and 
the toast of ‘‘ The Chairman ”’ was proposed by Dr. Arnold 
Stott. 


ST. BARTHOLOMEW'S HOSPITAL. 


OLD STUDENTS’ DINNER. 
No formal ceremony marked the opening of the new winter 
session at St. Bartholomew’s Hospital, and even the 
annual old students’ dinner, which was held on the evening 
of October Ist, in the Great Hall of the hospital, had the 
nature of a family reunion. 

Sir D’Arcy Power, who took the chair, was supported 
by Lord Stanmore, treasurer of the hospital; Sir John 
Rose Bradford, President of the Royal College of Physi- 
cians; Surgeon Vice-Admiral Gaskell; Air Vice-Marshal 
Munro; the Master of the Apothecaries Society ; Sir James 
Berry; and the headmaster of St. Paul’s School, as well as 
by senior members of the hospital staff, In proposing the 
toast of ‘* Prosperity to St. Bartholomew’s Hospital and 
College’? the CHarrMan referred to the sad loss sustained 
during the past year by the deaths of the two senior 
consulting physicians, Sir William Church and Sir Dyce 
Duckworth. In regretful mention of the retirement of 
Mr. Douglas Harmer from the charge of the throat depart- 
ment, which he had held for more than a quarter of a 
century, the hope was expressed that he might now have 
leisure to conduct some of the very necessary. throat 
investigations. Sir D’Arcy Power referred also to the 
Harvey celebrations last spring, mentioning particularly 
the successful lunch held in the Great Hall, when Sir 
Wilmot Herringham delivered his magnificent address 
on Harvey’s connexion with St. Bartholomew’s. He 
recalled attention also to the fact that another member 
of the hospital, Mr. Geoffrey Keynes, had prepared for 
publication in the month of the tercentenary celebrations 
the first version in English of De Motu Cordis and a 
Harvey bibliography. Building operations at the hospital 
had continued during the year, and a fine memorial of the 
great work of Miss Isla Stewart as matron would soon be 
available in the form of the recreation room for nurses, 
which was now nearly complete. Steady progress was being 
made with the new surgical block; no finality as regards 
building was possible yet, or was in contemplation. The 
hospital took pride in the fact that the accommodation 
provided for the treatment of the sick poor was always a 
little in advance of that generally considered adequate. 
Passing to the subject of athletics, Sir D’Arcy referred to 
the return of the inter-hospital Rugby football cup into 
the keeping of the medical school for the fourth time, and 
mentioned that, in the excellent entry of new students, a 
large number of men were included from Oxford and 
Cambridge, among whom some had already gained their 
‘‘blues.’”’ Lord Stanmore proposed the health of Sir 
D’Arcy Power, which was drunk with musical honours. 

This was the first occasion on which the new lighting 
in the Great Hall was brought into use. From the em- 
brasures of the upper windows reflected light was thrown 
on to the fine old ceiling, and revealed the fact that, after 
some fifty years, the work of cleaning had now been under- 
taken. At previous dinners comments were often made on 
the severe gloom of inadequate lighting, and the adjourn- 
ment to the library has always been popular as soon as the 


his means. 


dinner came to an end. Whether it was the new lighting 
or the jovial comradeship of senior and junior members 
of the staff, or the reviving of old friendships, it was very 
apparent this time that there was no inclination to leave 
the hall at an early kour. Eventually, however, the 
company reassembled in the library, where the flow of 
reminiscences continued, and the prospects of the future 
were discussed. It may be mentioned that one of the chief 
needs of the medical college to-day is a new department 
of anatomy; a site has been obtained, but the money 
required for building has yet to be found. Perhaps by 
way of contrast with these newer performances and pro- 
jects, the front page of the menu card was adorned with 
an illustration of the old chemical theatre of 1849. 


MOTOR CARS FOR 1929. 


THE OLYMPIA SHOW. 
[From ovr MororinG CorrEsPONDENT. | 

Ir has become customary to speak of each succeeding 
annual motor show at Olympia as the best of all, but there 
can be no doubt that this is true about the 1928 exhibition, 
which will open at 10 a.m. on Thursday next, October 11th, 
and continue until Saturday, October 20th. The shew will 
provide the threefold attraction of great variety in the 
types of cars, new and interesting mechanical features, and 
cars of each class vying with each other in competitive 
price to attract the public. 


An International Display. 

The Olympia show has a wider international character 
than any of the motor exhibitions held in other countries. 
Indeed, from the advance information so far available it 
would appear to be likely that Olympia will next week 
have under its roof at least as many examples of foreigu 
makes of cars as of those of British construction. The 
United States and France are, of course, the biggest 
competitors, not only for the British but the world’s trade 
in motor vehicles, but with them Austria, Belgium, Italy, 
and Canada are also as usual contributing their quota, 
while several German car-manufacturing concerns will also 
be represented. 

The Car Requirements of Doctors. 

Just as there are motorists and motorists, so uve there 
doctors and doctors, whose requiremeuts and circumstances 
vary so considerably that it is impossible to pick out any 
one type of car as being most suitable for the doctor’s use. 
Whether he ‘lives a town or country doctor or whether his 
practice is large or small the medical man who visits the 
show will find a choice of cars to meet his requirements 
The range of choice extends all the way 
from one of the ‘“ babies’’ in the £125 to £150 class, 
through the popular four-cylinder cars between £150 and 
£250, to the more elaborate vehicles with six or eight- 
cylinder engines, varying in price from £250 to £600 and 


‘over. Whatever class of car is selected, from the point of 
_ view of the medical motorist the great desiderata are 
yeliability, comfort, and smart appearance rather than 


luxury; good all-weather protection and good lighting— 
especially for country practitioners—are also extremely 
desirable features. Further, the doctor’s car, particularly 


“when used in towns, has to be started and stopped fre 


quently, so that. the engine-starting installation, and espe 
cially the capacity of the battery used in connexion with 
it, is a point that should not be overlooked when consider- 
ing the respective merits of different vehicles. 


1929 Cars Better Value for Money. 

Except for improvements in detail and the indication of 
new tendencies, to be alluded to later in the present article, 
1929 cars will not be found to embody any startling 
mechanical developments. The principal changes that are 
taking place lie more in a general smartening up in the 
outward appearance and comfort of British cars, matters 
in which, in the opinion of many users, they had fallen 
somewhat behind the productions of some American 
builders. Thus external painting in two or three colours 


instead of one promises to be one of the features of the 
show, although whether this will appeal to doctors, who 


stand 
risk 
moto 
an ui 
the 1 
seem 
worki 
have 
Am 
ence 


tion wi 
the pri 
Car ang 
oWeve 
Compa 
one of 

Minor, 
3 bein, 
a the 


agr 

vyil 

con 

ing 

re) 

4 A 

in . 
tenc 
the 

| and 
| nun 
said 

to x 

| spec 

ing, 

chea 

| ever 
A 

| of n 
lam} 
most 

—— Ame 

traff 

bum 

| this 
whe 

car 

then 

and 

equi 
| make 
| As 
do n 

diffic 

admi 
road: 
dang 

p 
| has } 
| has 1 
the 

or h 
ducec 
Or sat 
the u: 
metal 

| cars ; 
ingly 
| It n 
Olymp 

attem} 
Althou 
| each y 
in cars 


THE OLYMPIA MOTOR SHOW. 


627 


Tur Barmsa ~ 
Mepicat JounwaL 


6, 1928] 


usually prefer cars with bodies painted in a quiet but 
agreeable colour, remains to be seen. Makers are also 
vying with each other in their efforts to cater for the 
comfort of both the driver and the passengers by includ- 
ing in the specification many little conveniences that were 
previously regarded as luxuries to be paid for as extras. 
As regards the prices of cars there was a rumour early 
in August that these would, for 1929, show an upward 
tendency, a rumour which, however, was quickly killed by 
the announcement of the reduction in the prices of Austin 
and Wolseley cars. While, therefore, increases are not 
numerous—there are one or two—the same can also be 
said of reductions, the general tendency being apparently 
to maintain the old level of prices, but to include in the 
specification certain additional fittings. . Generally speak- 
ing, the opinion may be expressed that while cars are no 
cheaper they are in reality better value for money than 
ever. 
New Car Fittings and Conveniences. 

Among the new fittings which promise to form a feature 
of next year’s cars are bumpers, and dipping headlights or 
lamps fitted with dipping reflectors. The bumper, fitted 
mostly to the front of cars and often to the rear, is an 
American idea and a natural outcome of the immense motor 
traffic in the United States, where instances of cars 
bumping into each other are quite ordinary events. So far 
this device has not been widely adopted in this country, 
where, notwithstanding the great increase of motor traffic, 
car owners have hesitated to incur the expense of having 
them fitted. But now that at least two concerns—Morris 
and Clyno—have adopted them as part of the standard 
equipment, the example is likely to be followed by other 
makers. 

The Dazzle Problem. 

As to the second new feature, those doctors who have to 
do much after-dark driving know that one of the great 
difficulties is that of dazzling headlights. These, while 
admittedly a necessity for safe driving along unlighted 
toads, are a source of great inconvenience, if not of 
danger, to the drivers of oncoming vehicles, as well as 
pedestrians and cyclists. The problem is one that 
has received considerable attention, but the real solution 
has not, in the writer’s opinion, yet been found. During 
the past year or two various forms of dipping headlights 
or headlamps with dipping reflectors have been intro- 
duced, and by some car manufacturers these are being 
standardized for the coming season. If they reduce the 
tisk of accident it will be all to the good, but with many 
motorists the question of ‘to dip or not to dip”? is still 
an unsettled problem. Indeed, if the number of cars on 
the roads continues to increase at the present rate it would 


working the dipping control lever or dipped headlights will 
have to become permanent. 

Among the other general tendencies to which brief refer- 
tice may be made are the increasing use of unsplinterable 
o¢ safety glass for the windscreens and windows of cars ; 
the use of chromium non-rusting plating for the external 
metal work—this being now a feature of many American 
cars; and direction indicators, which are now very widely 
wed in Germany and Holland, and are becoming increas- 
ingly popular in this country. 


& that either the driver will have a busy time in 


The Approach of the £100 Car. 


Qlympia show two years ago was the display of two or three 
attempts to produce a small car at the round figure of £100. 
Although none of the cars shown in 1826 have survived, 
tach year sees us approaching the attractive round figure 
m cars actually made by established manufacturers. As is 
well known, the Austin Company led the way in this direc- 
tion with its ever-increasingly popular and useful ‘Seven,” 
the price of which has been reduced to £125 for the touring 
tar and to £135 for the saloon. The field of ‘ babies ”’ is, 


cwever, rapidly increasing, for not only is the Triumph 
Company continuing its ‘ Seven” at a reduced price, but 
one of the great attractions of the show will be the Morris 
Minor, introduced by the Morris Company; this little car 
8 being built in open and closed forms at the same prices 
None of these will, however, be the lowest 


a the Austins. 


It may be remembered that one of the features of he 


priced vehicles in the exhibition. This distinction belongs 
to Jowett Cars, Ltd., who are offering a saloon av £125. 
Although fitted with only a two-cylinder engine, the Jowett 
car has now withstood the test of several years’ running, 
and by reason of its economy and reliability has attracted 
a host of satisfied users. : 


Catering for the Owner-Driver. 
While, of course, there is a wide choice of luxurious cars 


‘for the wealthier classes, who regard motors purely as a 


means of transport and are in a position to employ an 
expert mechanic-driver to maintain their cars in proper 
running condition, one of the outstanding features of the 
1928 exhibition is the great attention that continues to 
be paid by manufacturers to the requirements of motor 
users who not only drive, but also look after their own cars. 
It is true that during the past year or so there has been 
considerable progress in car “ servicing ’’ facilities, it 
being now possible to call at many garages and not only 
have one’s car quickly cleaned and polished, but also have 
tyres pumped up and’ repaired, and the various parts of 
the chassis given a charge of lubricating oil or grease. The 
true owner-driver, however, likes to be able to look after 
his own car as far as possible, so that he may know when 
setting out on his journeys that everything is in proper 
order. It is therefore satisfactory to find that not only is 
there a wide selection of cars of the owner-driver variety 
to suit every pocket from about £112 upwards, but that 
makers are studying his requirements in respect of easy 
maintenance. One example of this is seen not only in the 
reduction in the number of points about a chassis that need 
periodical attention—as, for instance, oilless spring shackle 
bolts—but also in what is known as “ one-shot ’’ greasing, 
by which all the different parts requiring grease are 
supplied from one central point. 


1929 to be a Siz-cylinder Year. 


It may be interesting to study the modern car as shown 


by the 1929 models, step by step—that is to say, by regard- 
ing each of the principal chassis components in their turn. 
Naturally one begins with the component which supplies 
the motive power—the engine. In this the note of the 
forthcoming show is the ever-increasing vogue of cars with 
six- and eight-cylinder engines, particularly the former. 
The car for the man of extremely moderate means con- 
tinues, and will probably continue for some years, to be 
provided with a four-cylinder engine. This variety of 
engine is capable of meeting all ordinary requirements of 
power development and smooth running; and has, more- 
over, the advantage of simplicity, together with low 
cost of running, maintenance, and taxation. The ever- 
growing motor-using public includes, however, people 
who are prepared to set aside considerable sums for the 
acquisition and running of a car. One finds, therefore, an 
increasing number of cars fitted with six-cylinder engines ; 


indeed, fully 50 per cent. of the cars to be exhibited next 


week will be of this type, some with a price as low as 
£250. The show will also be notable for the appearance 
of an increasing number of cars fitted with ‘“ straight- 
eight ’’ engines. So rapidly, indeed, is the trend of design 
turning in favour of six or more cylinders that there are 
now several firms in this country and abroad that are 
confining their productions to six-cylinder vehicles, while 
there are some which are building only “ sixes”’ and 
eights,” leaving the production of fours”’ to others, 
There are even those who prophesy that the car with a 
four-cylinder engine—certainly for anything over 12 h.p.— 
will be virtually a thing of the past in a year or two; that 
six-cylinder engines will be practically universal for even 
popular-priced vehicles, and that the more expensive cars 
will have engines with eight and twelve cylinders. 

Great attention is also being devoted to carburation and 
to the filtering of the air before it passes into the vapour- 
izing chamber. The modern petrol engine, whatever its 
number of cylinders, is to-day almost universally provided 


with a detachable cylinder head to facilitate the decarbon- - 


izing of the combustion chambers and piston heads. As 
for valves, the overhead type is still slightly more common 
than the rest, but there appears to be a tendency to revert 
to the valve-at-the-side type of engine for small and 
medium-power cars, while for the larger vehicles the sleeve- 
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valve engine is very popular. As _ regards ignition, 
American influence is being felt in the use of coil ignition, 
with current supplied from the dynamo and _ battery, 


although magneto ignition (for which the writer has a, 


preference) is still largely used. 


Gearboer Changes. 

Coming now to transmission, one notes that the once 
almost universally used cone type of clutch is but rarely 
met with to-day, the dise or single-plate variety being far 
and away the most popular. As to the number of speeds, 
although a gearbox with only three speeds is the one most 
largely used, it is interesting to note that one well-known 
British maker of popular-priced 10-h.p. cars has decided to 
fit a four-speed gearbox in future. There is no doubt that 
in very hilly districts four speeds are a distinct advantage. 
Even in fairly level areas there must be many motorists 
who wish they had still another speed at their disposal, 
especially with four-cylinder cars, which lack the engine 
flexibility of ‘‘ sixes ’’ and ‘‘ eights.”’ 

Although in gearboxes the sliding pinion variety con- 
tinues in universal use—even the modern Ford car being 
fitted with a change-speed gear of this pattern—fore- 
knowledge of this year’s exhibition seems to indicate that 
designers have at last begun to realize that something 
better and simpler for the purposes of gear changing is 
necessary. Thus at the 1928 show there will be several 
cars fitted with improved forms of change-speed gears, 
either as standard fittings or as alternatives to the usual 
pattern that can be supplied at an extra charge. Among 
the former are the Cadillac cars, which are now fitted 
with what is known as the ‘* syncro-mesh ’’ transmission, 
in which the different gears are always in mesh and 
brought into action by special dog clutches. The new 
Graham-Paige car is also notable for an improved four- 
speed gearbox in which both the third and fourth speeds 
are claimed to be extremely silent. The Armstrong- 
Siddeley Company have taken up a new mechanically 
operated change-speed gear, which, although not vet used 
as standard, can be fitted? when required. In the new 
arrangement the driver has stil! a pedal and a lever to 
operate to effect a change of gear, but the ordinary 
procedure is greatly simplified by means of a gear-selection 
lever located on top of the steering column instead of at 
the driver’s side. The usual type of clutch is dispensed 
with, the clutch mechanism being incorporated in the 
gearbox. To change gear the small lever on the steering 
column is moved to the position on the quadrant indicating 
the desired higher or lower speed, and the pedal is 
depressed when the actual change becomes necessary. There 
is also the Robertson automatic variable speed gear in 

‘which a novel centrifugal governor is embodied in the 
engine flywheel, which causes a driving face to come into 
contact with a driven member in line with the usual pro- 
peller shaft. As the engine speed increases the driven 
member is moved as a whole in such a way as to provide 
« ratio suitable to the speed of the car and power develop- 
ment of the engine. A simple reaction arrangement, which 
permits of what amounts to engaging a lower gear, is pro- 
vided so that acceleration and hill-climbing capacity can 
be mereased at will. 

A year ago much interest was aroused in a new departure 
involving the introduction of a free-wheel device between 
the gearbox and the final drive to the rear axle. By this 
means, when the clutch is released, the car can overrun the 
gearbox; in other words, the gear can ecnly be driven by 
the engine and not by the rear axle. Although it is 
claimed that this facilitates easy and quiet gear changing, 
and has the further advantage of making it possible to 
coast without declutching, the idea, though still alive and 
to be seen at the show, does not appear to have met with 
any widespread adoption. 


Better Brakes on Next Year's Cars. 

For the driving of the back axle, while there are a few 
makers who still pin their faith to worm or straight bevel 
gearing, the spiral form of bevel gear is still the most 
widely used. In the case of chassis springing, despite 
the many attempts that have been made to use other 
forms, the semi-elliptic continues the most popular. Sheck 


absorbers are, however, now fitted in practically all types. 


Increasing attention is being devoted to the brakes of cars, 
a vital point in view of the steady growth in the number 
of vehicles on the roads and the increasing risk of accident, 
Four-wheel brakes are universally fitted, while on the 
popular-priced vehicles a good point is the adoption of 
larger diameter brake drums. On the larger cars, as well 
as om some small ones, there is an increasing tendency io 
adopt what are known as “ servo ’’ brakes, in which the 


degree of braking effort of the shoes on the drum surfaces — 


is mechanically or pneumatically effected, and is, therefore, 
not dependent on the pressure on the brake pedal which 
the driver can apply. 

Wheels and Tyres. 

With regard to wheels, the wire type would appear to 
be the most popular; the steel-spoked wheel is, however, 
still largely used. Disc wheels, although easily cleaned 
by the owner-driver, do not seem to be so greatly favoured 
as a year or two ago. As to tyres, the low-pressure bafloon 
type is now used on the majority of cars, and their wear- 
ing qualities and reliability are such that mileages are being 
obtained from them which ten years ago would have been 
regarded as impossible. 


Improvements in Car Bodywerk. 
In the bodywork of cars one finds evidence of marked 
progress. The tendency is more and more towards the use 
of covered rather than open cars; and as a result of the 


experience gained, the increasingly popular saloon type 


shows distinct improvement, of which noticeable features 
are larger windows and less prominent posts or uprights 
in the wood or metal work of the bodies, giving the driver 
and his passengers a less obstructed view than formerly. 

Although there is no gainsaying the popularity of covered 
cars, even their most enthusiastic users admit there are 
occasions when they and their passengers would prefer an 
open-air drive. It is therefore interesting to note the 
increasing choice of saloon cars the roofs or some other 
portion of which can be quickly and easily opened, and 
which combine, therefore, the advantages of the open and 
closed type of vehicle. 

Fabric Bodies. 7 

Another outstanding feature of the 1928 Olympia show 
will be the rapidly increasing vogue ef what are known 
as fabric bodies—bodies in which a fabric material or 
leather cloth material is used to fill in the framework 
instead of metal or light wood panelling. Introduced some 
years ago in France, the fabric body is claimed to be 
not bunly light and more suited to withstand chassis strains, 
but also more easily cleaned than the usual painted panel 
bodies. It has made steady progress .in popularity during 
the past season, with the result that cars with fabric 
bodies will be found on most of the stands. 

The exhibition authorities have again adopted the plan 


of making the opening day of the show—Thursday next— 


a special event, the entrance charge, with the object ef 
preventing overcrowding, being 10s. The popular days are 
the two Fridays and Saturdays, when admission costs only 
2s. 6d., while on all other days it will be 5s. Finally, i 
may be mentioned that the exhibition will be open each 
day, except Sunday, from 10 a.m. to 10 p.m. Next week 
it is proposed to refer in greater detail to some of the 


features of the show, and to the cars’ specially suitable for- 


the use of medical men. 


“'TPHE AUTOCAR” BUYERS’ GUIDE. | 

Tie current issue of The Autocar (dated October Sth) contains 
the Annual Buyers’ Guide, a feature which is always appre 
ciated in view of the approaching Motor Exhibition at Olympia. 
This guide is designed to help intending purchasers in their 
choice of a new car, and comprises alphabetically arranged 
tables of all 1929 model cars, both British and imported, on the 
British market, with their full specifications, principal measure: 
ments, annual tax, and weight, together with the prices of 
chassis, open tourer, and saloon models. The Buyers’ Guide 1s 
full of useful information, and in view of the many new an 

improved cars which will be staged at Olympia, and which wi 

embrace an attractive range of medium-powered six-cylinder 
cars, this feature should prove of great value to motorists and 
prospective car buyers for purposes of reference and com 
parison. With the guide is a composite drawing of a chassis, 
based on an analysis of the guide, showing graphically the most 
popular type of car for 1929. : 
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MEDICAL DEFENCE UNION. 


: ANNUAL GENERAL MEETING. 
Tne annual general meeting of the Medical Defence Union 
was held at the Norfolk and Norwich Hospital, Norwich, 
on September 28th, with Sir Hersert Waternovser, the 
president, in the chair. 


In proposing the adoption of the annual report for the year 
1927-28 Sir Herbert Waterhouse said that this was the third 
occasion on which it had been his privilege to preside at an 
annual general meeting of the Union, and that each year he had 
been more and more impressed with the value of the work in 
which it was engaged, and with the excellent manner in which 
this was done. During the past year they had had to defend an 
unusually large number of High Court actions, and in only 
one of those cases had the verdict been against the member. 
Of the great variety of cases dealt with each year, fractures 
of the neck of the femur gave, perhaps, the greatest anxiety. 
In the last twelve months these cases alone had cost the Union 
over £1,400. Time after time at council meetings the secretary 
reported cases in which claims were made against members— 
in nearly every case due to the fact that the presence of a 
fracture was overlooked at the time, and only discovered as the 
result of an x-ray examination made generally months later. 
Claims were nearly always based on alleged negligence in that 
an X-ray examination was not advised, and unless it could be 

roved that such advice was given the defence of a member 

came a matter of great difficulty or even impossible. Sir 
Herbert Waterhouse understood the British Medical Associa- 
tion had given as its considered opinion: ‘‘ That it is not 
possible to define a group of injuries to bones or joints the 
diagnosis and treatment of which can be said in advance not 
to require examination by zx rays, and that whether such an 
examination is or is not necessary in an individual case can be 
judged only by the practitioners concerned.”’ He agreed with 
that pronouncement, but the practitioner in making his decision 
should remember the possibility of legal proceedings in the 
future, and should see that his defence was not prejudiced by 
the absence of proof that he had taken all necessary precautions. 
Allegations of negligence undoubtedly ‘constituted the greater 
proportion of the cases in any year; these cases, as a rule, 
did not arise until the doctor’s account was sent in, and much 
assistance in rebutting such charges was obtained when the 
member had kept careful notes of the condition when the 
gations was first seen and the progress of the case from day 
to day. 

When he became president in 1925, Sir Herbert continued, 
the membership of the Union was 12,916; it was now 15,474. 
In that period the available funds had increased from £36,723 
to £57,810. In these days of costly litigation the possession of 
a substantial reserve fund was of the greatest possible impor- 
tance to a defence society, and the members of the Union had 
every reason to be gratified with the present position. It had 
been the intention for some years to build up a substantial 
reserve fund, so that it would be possible, if necessary, to 
carry a case to the House of Lords; he thought that in some 
measure this had been achieved, for the investments now 
amounted to £35,000. 

During the last few years women doctors had joined the Union 
in increasing numbers. They seemed to be liable to very much 
the same attacks as those which men doctors were called upon 
to meet. He was glad to say that women members, for the 
most part, were very painstaking and careful in their work. 
Many of the newly registered women had, however, impressed 
him as being curiously ill informed on many of those business 
matters relating to the profession, such as partnership agree- 
ments, the purchase of practices, and so forth, and he wished 
to urge strongly the newly registered women, when contem- 
plating taking any appointment, partnership, or practice, to 
avail themselves of the experienced advice they could receive, 
if members of the Union, from the general secretary. 

Sir Herbert Waterhouse concluded by expressing appreciation 
of the services of the general secretary, Dr. Neal, and the 
solicitor, Mr. Hempson. 

The report of the council and the financial statement for the 
year 1927 were adopted unanimously. Dr. W. 8. A. Griffith, 
Dr. V. A. Jaynes, and Mr. F. C. Larkin, the retiring members 
of council, were re-elected. The auditors, Messrs. Lewis Hardy 
and Co., were reappointed, and authority was given for the 
payment of the first-class railway fares (with expenses if 
detained for the night) of members of thé council attending 
council meetings from provincial centres. The proceedings 
ccncluded with a vote of thanks to the president and council 
for their services during the past year. 


Report. 
In the annual report of the Medical Defence Union, pre- 
sented at the annual meeting, it was stated that the number 
of new members elected in 1927 was 1,282, and the net gain 


for the year was 853. The total membership was now well over 
15,000, and included 1,317 women. 

The report refers to a matter in which two members of the 
Union who were acting as assistant medical officers at a Poor 
Law institution were involved. They were in charge of a 
case in which the medical superintendent had suggested there 
should be an arm-to-arm transfusion of human blood, using 
a universal donor from among the nursing staff. The only nurse 
available was aged 18 years, and her parents’ consent had not 
been obtained. When informed of this the medical superin- 
tendent said, it was stated, that it did not matter, and that the 
members were to take it as an order that the transfusion was 
to proceed at once. The members were advised that they were 
under no obligation to obey the order of their medical superin- 
tendent to perform a definitely illegal act, and that if they 
obeyed such an order and legal action were taken against them 
they could not escape liability on the ground that they were 
acting: under his specific direction. } 

Attention is again called in the report to the advice so often 
given in connexion with z-ray examinations in cases of injury 
to a bone or joint, and it is pointed out that some definite 
record of a patient’s refusal to submit to x-ray examination is 
of the greatest value in resisting claims in which the alleged 
omission to advise such examination is made the foundation 
of a charge of negligence. The Union has had to deal with 
a number of claims against members which would not have 
arisen if this advice had been followed. One case was heard 
in the High Court with, the ‘report states, ‘‘ the usual conflict 
of evidence.’”? The member stated that he had from the very 
first advised an x-ray examination, and this was flatly denied 
by the patient. After a hearing lasting several days the jury 
found in favour of the practitioner, adding a rider that he 
should have protected himself by calling in another doctor and 
repeating in his presence the advice to submit to an z-ray 
examination. 

Several members have, it appears, asked for advice regard- 
ing inquiries addressed to them by medical officers of health 
in cases of infant deaths, stillbirths, and maternal deaths. 
While the council of the Union is aware that these inquiries 
are the outcome of opinions expressed to local authorities by the 
Ministry of Health, members have been advised, in view of 
the ordinary obligations of —— secrecy and of the 
necessity of safeguarding the legal position of the practitioners 
concerned, that the detailed information asked for should not 
be furnished in any case where there is the slightest possibility 
of the patient being identified. In giving this advice the 
council has made it quite clear that it is desirable that medical 
practitioners should assist so far as it may be possible in the 
compilation of general statistical information. ; 

The report states that many cases of unqualified practice have 
been investigated during the year. In one case the evidence 
collected by the Union was brought to the notice of the 
Director of Public Prosecutions, and proceedings were taken ; 
the offender was convicted of forging a death certificate and 
sent to prison. In another case ample evidence was obtained, 
and application was made for a summons, but the offender 
absconded. Cases handed over to the solicitor during 1927 
numbered 90; of these 36 involved charges of negligence, 11 
were questions of libel and slander, 5 were complaints of 
unqualified practice, 10 concerned national health insurance 
administration, and the remainder were related to a variety 
of other matters. 


England and Wales. 


Radium Treatment of Uterine Cancer for the Poor 
in London. 
Tue Minister of Health has issued an Order (No. 72810) 
authorizing the extension of the classes of the poor with 
whose care the managers of the Metropolitan Asylum 
District are charged to include poor persons suffering from 
cancer of the uterus; the object is to enable radium treat- 
ment to be provided for such persons who are under the 
charge of the guardians of the several Poor Law unions in 
the metropolis. A centre will be provided at the North- 
Western Hospital of the Metropolitan Asylums Board ex- 
clusively for the radium treatment of uterine cancer, and 
accommodating eight patients at a time; it will be under 
the charge of Mr. Comyns Berkeley, obstetrical and gynaeco- 
logical surgeon to the Middlesex Hospital. In a memo- 
randum explaining the scheme it is remarked that the value 
of radiological treatment of cancer of the uterus must be 
regarded as fully established ; it is recalled that radium has 
been used for many years at a number of large clinics on 
the Continent and in America, with excellent results. In 
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early and borderline cases the results are considered similar 
to those obtained with surgery, while 15 per cent. of those 
in whom the disease is stated to be inoperable have been 
found to be alive and well at the end of five years after 
radium treatment; many others have been granted an 
increase of life and much relief. Technical and economic 
considerations render it advisable that the treatment should 
be concentrated as far as possible. It is proposed that the 
procedure to be generally employed should be that known as 
the Stockholm method, in which radium is placed internally 
in the uterine canal and in the vagina, three separate 
treatments, each of twenty-two hours’ duration, being 
usual. The patient enters the centre one or two days before 
the first treatment, and is retained for the second, which 
is given about a week after the first, so that her first stay 
at the centre is of about twelve days’ duration. She is 
readmitted sixteen or seventeen days later for about four 
days for the third treatment, and subsequently returns 
either to her home or to the Poor Law institution from 
which she came. It is regarded as most desirable that the 
patient should, after completing the treatment, return to 
the centre for examination as often as may be considered 
desirable by the medical director; the frequency of her 
visits will depend on her condition, but they may be every 
six weeks for the first few months and less frequently later. 
The Metropolitan Asylums Board undertakes responsibility 
for all transport required in this connexion. Regarding 
the selection of cases the memorandum emphasizes the point 
that, while all cases of cancer of the uterus are suitable for 
treatment by radum, the earlier the stage of the disease the 
more favourable are the chances of a successful result. 
Cachectic patients or those with other evidence of septic 
absorption can often be treated, but the possibility of 
permanent success is not very great. Patients with a 
fistula, either vesico-vaginal or recto-vaginal, cannot be 
accepted, and radium treatment is also contraindicated in 
patients with definite renal disease. Patients suffering 
from cancer either of the cervix or of the body of the uterus 
will be accepted, but in the latter type if the medical 
director considers that surgical treatment will be more 
advisable he will communicate accordingly with the medical 
superintendent of the Poor Law institution. General 
anaesthesia of short duration will be induced for each 
insertion of radium. The Metropolitan Asylums Board is 
prepared, on the advice of the medical director, to admit 
patients believed to be suffering from cancer of the uterus 
on clinical diagnosis only; in such cases it is stated to be 
particularly desirable that there should be no disturbance 
of the growth for the purpose of diagnosis either by curet- 
tage or removal of tissue. It is proposed to " publish 
periodical reports on the work of the centre. 


Smail-pox among Casuals: Cessation of Complete 
Medical Examination, 

The Minister of Health has issued a circular (No. 930) to 
boards of guardians in England and Wales stating that he 
has been advised that the continuance after September 
50th of the medical examination of all casuals admitted to 
casual wards is no longer necessary. This requirement was 
imposed upon the Poor Law authorities in the first instance 
this year by a circular issued in January, and continued at 
various dates since then. In the most recent communica- 
tion, while the medical examination is dispensed with, the 
Minister again calls attention to the need for the examina- 
tion of every casual by the officer supervising the bathing, 
with a view to discovering the presence of any skin erup- 
tion or other evidence of infection, and for reporting at 
once to the medical officer any casual found to be so 
suffering. 


Classes for Backward Children in LlaneHy. 

A special report on the education of children in special 
classes for the dull and backward has been submitted 
to the Llanelly Education Committee hy Dr. L. W. Pole, 
medical officer of health and school medical officer, who 
calls attention to the need for additional classes and for 
the employment of specially trained teachers. The report, 
which hgs been prepared by Dr. Jean M. Mackintosh, 
covers the period since the specialty classes were instituted 


in October, 1923, and gives what information it has heen 
possible to obtain regarding the after-histories of children 
‘who have passed out of the scope of the scheme. Four 
classes have been continued throughout the five years—two 
.for girls and boys, and two for girls. It was hoped origin- 
ally to provide a special class in each school, but this has 
not so far been possible. Children selected for the classes 
are approved both by the head teachers and the school 
medical department. The tests used for the most part have 
been Terman’s Stanford Revision, Ballard’s reading test, 


and oral addition and subtraction tests; latterly one of the 


curtate Binet-Simon scales has been employed in place 
of Terman’s test. In practically every case the estimate 
of educational attainment and grading was in accordance 
with that of the head teacher. Of the 263 children 
examined, 227 were found suitable for admission, and 162 
were actually admitted, parental consent for the transfer 
being withheld in the remaining 65 cases. In 61 of these 
the parents refused to allow the transfer of their children 
to a special class in another school, while permission to 
‘transfer children to a special class in the same school was 
refused in only 4 cases. At the commencement of the 
scheme children were admitted between the ages of 7 and 
12, and the average age was therefore too high; an effort 
has lately been made to secure admission at as early an 
age as possible. With special classes as isolated units to 
serve districts the pupils necessarily show a wide range of 
physical age and greatly varying mental age, the classes 
at Llanelly being composed roughly as to 58 per cent, 
of the total of pupils who are merely dull and backward, 
26 per cent. being borderline cases or high-grade mental 
defectives, and 16 per cent. definite _mental defectives. 
The proportion of low-grade feeble-minded children has 
been very small, and only a few have proved ineducable. 
Of the 162 children dealt with 74 are still in the special 
classes, 50 are now in the ordinary classes, 25 have left 
school at the age of 14, and most of the others have gone 
to other districts. An examination of the position of the 
children now in ordinary classes shows that in most cases 
their mental capacity, as expressed in the educational 
ratios obtained by Ballard’s tests, has improved substan- 
tially. The results of these tests have recently been compared 
with the vesults of terminal examinations, and a consider- 
able divergence has been found; Dr. Mackintosh states that 
the two do not appear to have any relation. An attempt 
to obtain information regarding children who had left 
school was only partially successful, but in a number of 
cases it was found that they were in employment or usefully 
engaged at home. The results are held to justify the 
eradual extension of the scheme until there is a_ special 
class in every school. This would obviate the difficulty 
now experienced in inducing parents to consent to the 
transfer of their children to special classes wnere a change 
of school is involved. The report, in conclusion, points out 
that it is essential that teachers in charge of these classes 
should receive the special instruction provided by the Board 
of Education for this type of work. 
° 
Poilution of Rivers. 

The Ministry of Health has issued a circular (No. 922) 
‘to local authorities in England and Wales summarizing 
the first report of the Joint Advisory Committee on River 
‘Pollution (to which reference was made in the Journal 
of September 8th, p. 473), and suggesting that steps sheuld 
be taken to give effect to its recommendations. The Joint 
‘Committee drew attention to the fact that under the 
‘existing law the Minister of Health, on the application 
‘of any county or county borough through whose jurisdic- 
tion a river passes, may set up a rivers board to control 
the whole length of the river and its tributeries so far as 
it is subject to the Rivers Pollution Improvement Act; 
it urged that the establishment of such boards would be 
‘the first step towards the improvement of the condition 
of many rivers. The evidence received showed that a 
body acting throughout the whole or the greater part of 
‘a river basin, and specially charged with the duty of pre- 
‘venting pollution, is more effective than a hody operating 
only in a limited area. The Minister of Health therefore 
reminds local authorities of the provisions of the law 
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relating to this matter, suggesting that each county council 
and county borough which is not now a constituent member 
of a joint body for the prevention of pollution should imme- 
diately consider the advisability of making application for 
the establishment of such a body. It is pointed cut that, 
while action on these lines is principally required in areas 
where serious pollution exists or is threatened and the 
problem of dealing with it has already arisen, consideration 
should not be confined to these areas. The circular empha- 
sizes the importance of realizing that similar action may be 
necessary in areas which are not at present threatened 
but may be confronted with the problem in an acute form, 
since industries which pollute water are being established 
upon rivers and streams hitherto relatively free from 
contamination, 


New Torbay Hospital. 

The first patients were received on September 26th at 
the new Torbay Hospital, which has not yet been formally 
opened. The hospital has been built at a cost of about 
£150,000, and has been given by Mrs. Ella M. Rowcroft, 
a member of the Wills family, with whose residence it is 
connected by a specially constructed road. Occupying an 
elevated site of about fourteen acres, the hospital overlooks 
Torbay on one side and faces towards Dartmoor on the 
other. The 2-ray, ophthalmic, and other special depart- 
ments are equipped on the most modern lines, as are the 
operating theatres. In the children’s ward particular 
attention has been given to the decoration, while all the 
wards open on to broad verandahs or lawns. The all- 
electric kitchens are situated at the top of the building. 
Accommodation for the nursing staff has been provided 
in a former mansion house adjacent to the hospital site, 
and connected with the main building by a corridor. 


Hunterian Society of London. 

The next session of the Hunterian Society of London 
will open on Monday, October 15th, when Dr. A. Westerman 
will deliver his presidential address on ‘‘ Gleanings from 
the Minutes (1907-1928),’’ at 7.30 p.m. At the meeting 
oa November Eth the subject of the discussion will be ‘“‘ The 
doctor on the stage,’”’ to be opened by Dr. Harold Dearden, 
Dame Madge Kendall, Sir StClair Thomson, Miss Lena 
Ashwell, and Mr. vor Back. On December 3rd the subject 
for discussion will be ‘‘ The artificial termination of preg- 
nancy,’’ to be opened by Mr. C. S. Lane-Roberts and Mr. 
A. McAlister. On January 14th, 1929, the lecturer will be 
Professor Putti, University of Bologna, Italy. (Title to be 
announced later.) On March 4th the Hunicrian Oration on 
“Some aspects of the surgery of the spleen” will be 
delivered by Professor A. W. Sheen. On March 25th the 
discussion will be on ‘‘ Blood pressure in health and 
disease,’’ to be opened by Drs. Halls Dally, Edgar Obermer, 
and Temple Grey. 


- 


Scotland. 


Food Poisoning ani Preservatives. 


An address on the causes of food poisoning was given 
to the Edinburgh Rotary Club on September 27th by 
Dr. Andrew Rutherford, lecturer in pathology to the 
Edinburgh Medical School, who referred to the suggestions 
recently made in newspapers that food-poisoning outbreaks 
were too frequent, and mentioned that doubts had been 
thrown upon the policy of the Ministry of Health regard- 
ing the paratyphoid outbreak in London. There had been 
actually, he ssid, fewer outbreaks this year than previously, 
and none at all in Scotland, but there had been more 
publicity. The illnesses were neither new nor mysterious 
to pathologists in general, or to the medical advisers of the 
Government; they had nothing whatever to do with the 
presence or absence of chemical preservatives in food. 
Ptomaine poisoning in many was exceedingly rare, and the 
vast majority of cases of so-called food poisoning were due 
to living specific microbes, and not to chemical poisons 


which in various ways might become implanted in food or 
drink. Small quantities of boric acid would neither pre- 
vent the access of these germs nor kill them if they were 
present. Referring to the statement that the London 
paratyphoid outbreak might have been due to cream, 
Dr. Rutherford: said that this implied the likelihood that 
the cream or milk at some stage had been grossly con- 
taminated by a human carrier of paratyphoid bacilli. 
The house-fly also played an active part in hot weather 
in scattering bacteria. Much stricter cleanliness than 
obtained at present was certainly necessary in the handling, 
storage, and cooking of food. The recent regulations 
regarding preservatives tended to lessen, and not to in- 
crease, food-poisoning outbreaks. It was nonsensical, he 
concluded, to suggest that because boric acid was absent 
food became tainted, and so caused poisoning; weak boric 
acid could not prevent infection by virulent organisms 
present in food. 


General Practitioners and Health Officers. 

In the introduction to his annual report for 1927, Dr. 
G. Matthew Fyfe, medical officer of health for St. Andrews, 
discusses the relationship of the general practitioner to 
the health officer in the light of recent developments in 
the attitude of the public and in medical science. He 
suggests that the entente between patient and doctor is 
gradually weakening, and attributes this to the disappear- 
ance of the family doctor, the influence of the modern 


hospital and the ubiquitous specialist, and the growth of. 


a more critical attitude on the part of the public towards 
medical knowledge. People, he believes, are beginning 
to ask that their doctors should be as efficient at keeping 
them in health as they have been at treating them in 
disease—‘‘ the health conscience of the nation has been 
awakened and a measure of aloofness has been engendered 
which will continue until the present trend of medical 
thought has been revised and changed.’”?’ Dr. Fyfe con- 
siders the various factors which have combined to set up 
a barrier of suspicion between the general practitioner 
and the health officer. Anxiety may have been engendered 
in the mind of the former as to his future by the extension 
of public treatment facilities and the growth of clinics 
and centres, but such forebodings, he contends, are un- 
warranted, since any development of State medical service 
which threatened to weaken the position of the private 
practitioner would react even more adversely upon the 
service itself. The general practitioner might be suspicious 
or obstructive or unsympathetic, but the medical officer 
of health would be equally misguided if he took no 
opportunity of getting to know the practitioners of his 
district, of consulting with them in his schemes, and of 
endeavouring to gain their willing co-operation. Dr. Fyfe 
believes that a new era is dawning in the medical world. 
The attitude of the public requires, on the part of the 
general practitioner, a wider knowledge of the facts of 
health than at present most possess. If he is to be suc- 
cessful he will have to direct his energies more strenuously 
towards the detection and the meaning of early departures 
from the normal rather than towards the recognition of 
late manifestations of disease. The methods and curricula 
of teaching schools will have to provide as sound a training 
in clinical physiology as is at present given in clinical 
pathology, while the medical officer of health must realize 
that, no matter how perfect his schemes may be, he can 
never reach the key to the fundamental secret of pre- 
ventive medicine—the detection of early signs of disease— 
without the co-operation of the general practitioner in 
whose hands it lies, for he alone sees the people in health 
as well as in disease. The future success of medicine 
and of public health administration, accordingly, depends 
largely upon the work of the general practitioner. Dr. 
Fyfe sums up: ‘‘ The people ery for enlightenment. It 
can only be given after medical education has been revised 
and extended to include health as well as disease as a 
subject of study, and only when the general practitioner 
and the health officer work together in the fullest intimacy 
and trust. Then, and not till then, will the future of 


medical progress be fully assured and the nation’s needs 


supplied.” 
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Correspondence. 


ANAESTHESIA FOR TONSILLECTOMY AND 
REMOVAL OF ADENOIDS. 

Sir,—The very interesting correspondence on the removal 
of tonsils and adenoids has shown that there are some 
who believe that this operation should be delicate and 
unhurried, and that the best anaesthetic for it is ether. 
I think that to these a description of an inhaler which has 
heen used for three years, and in a good many thousand 
cases, may be of interest. 

The main difficulty in giving ether is to vary the con- 
centration of the vapour from very weak at the start to 
very strong when deep anaesthesia is needed. With the 
open method a high concentration can only be obtained 
by muffling the mask with towels, etc.—a crude, wasteful, 
and inexact proceeding. Also, the ordinary Schimmelbusch 
mask has the fatal defect for ether that as soon as the 
fluid is poured on to the convex gauze pad it runs down 
into its borders, leaving a dry patch through which the 
patient breathes. 

The Clover inhaler, well used, gives a most excellent 
anaesthetic, but it is expensive, fragile, and difficult to 
clean, while its proper handling is a very rare accomplish 
ment. Silk’s inhaler has the sound principle of retaining 
the heavy ether vapour where it must be breathed by 
the patient, by means of a cylinder fitting below closely to 
the face. The sponge, however, when soaked with ether, 
is almost impermeable to air, and tends to drip from its 
lower surface. 

My own pattern (made by Allen and Hanbury) is an> 
aluminium ‘‘ cylinder,’ 7 inches in height, and shaped to 
fit the face, with a sorbo rubber pad at the lower end. 

The ether is held by an oval gauze pad, 7 inches by 5, and at 
least eight layers thick, preferably hemmed so that it can be 
washed and used again. This is placed on top of the cylinder, 
and thrust down into it, on to the bars across the Jower end, by 
a smaller cylinder (Bs) mounted on a handle (a). This gives a flat 
gauze surface (c), down to which all ether poured into the 


inhaler runs, so that the patient’s breath must pass through it; 
while, owing to its flatness, there is no tendency to dripping. 


I believe this inhaler to have the following advantages. 


1. It will give a very high concentration of ether with 
— of CO, much as m the Clover inhaler. oil 
. It is very economical, its consumption of éther bein ] 
about a third of that of the open method. In one Pecan. Aer 
alone at Great Ormond Street this difference meant a saving of 
£50 per annum. 

3. It is simple, cheap, easily cleaned between anaestheti d 
has that priceless quality for hospital equi yment can We 
dropped on ‘a stone floor. 

4. li does not cover the eyes, thus avoiding what i 
be one of the main causes of panic in ehilaven.” a 


In using it the main points are: 


_ 1. Start the induction with a single drop of ether ij 
inhaler. Anyone who thinks ‘this little 
experiment on himself. 
2. Keep the mask closely on the face, and as soo 
patient is breathing one strength of ether easily, ieaneene ‘c 
A fairly wide experience of inducing all types of cases with ether 
has convinced me that the main causes of failure are startin 
with too strong a vapour, and taking off the mask for no ion 
ticular reason except to see if the patient is still underneath it. 
3. “As soon as the patient is deeply anaesthetized, with dilated 
pupil and easy breathing, hang a weighted hooked mouthipiece on 
the top of the inhaler and pump ether vapour through it. If 


this provokes no coughing, gag the mouth open and hang the 
tube in it to continue the anaesthetic, again carefully avoiding 
giving one breath of etherless air. 

_T have found this method quicker and better than 
inducing with ethyl chloride and changing to ether, as it 
avoids that ‘“‘ no man’s land ”? when the patient is coming 
out of deep ethyl choride into shallow ether. For com- 


ALLEN & Ys 


parison with the procedure described by Mr. Sandiford and 
Dr. Clayton in your issue of July 28th (p. 149), 1 think 
that with this method an expert operator and anaesthetist 
can work at the rate of about eight cases an hour, the 
tonsils being dissected out and all bleeding stopped before 
the child leaves the table.—lI am, etc., 
Dents Browne, F.R.C.S., 
Resident Medical Superintendent, Hospital for Sick 


September 18th. Children, Great Ormond Street, London. 


THE ERECT POSTURE. 
Sirn,—No medical practitioner should miss reading the 
address of Professor W. Colin Mackenzie, published on 
September 22nd (p. 534), in which the erect posture of 


man is cited as the structural factor that expresses 
his essential human nature. This being admitted, the, 
physiological deviations that precede the pathological 


changes should inevitably be connected with this factor, 
and as to what this actually implies is suggested in such 
phrases as “ upper limbs . . . free to obey the will of the 
higher brain,’’? and ‘‘ the erect posture was the ultimate 
goal.”’ 

We who helieve our profession to be as much an art 
as it is a science, should weleome such phrases, which are 
too cften lacking in the utterances of such purists as 
comparative anatomists. For if the will towards a goal 
be the basis of our being, then, corresponding to the 
anomalies of body functioning, there would be equivalent 
anomalies of a man’s ‘ will to goal,’’? and lack of will can. 
invariably be reduced to terms of mistaken or conflicting 
goals. 

We are leaning from all sides that health is wholeness. 
The terms will and goal relate to wholeness, since 
they indicate the whole individual in contradistinction 
to an aggregate of organic parts. So, then, also must 
health and wholeness relate to the meaning of his 
central structural character of uprightness. 

The fact that the erect posture ‘‘ is maintained and 
effected by muscular action”? places it on a plastic and 
functioning basis, and herein the looseness of our under- 
standing has let in the osteopaths to the ranks of healers. 

In conclusion, let us support the contention that 
psychology should be a compulsory part of the dovtor’s 
equipment ; for how else can he acquire the complete under. 
standing cf his patient in order to ascertain each sick 
man’s eonfliction of purpose that replaces the unified goal 
of the whole man in relation to the human race? In 
meeting the practical necessities of such psychological 
training for medical students one can foresee a strong 
British school of psychology developing by means’ “of: 
the fund of material now at hand, leading in an open, 
free, pragmatic, and in some typically British way to 
a workable method that could be used by the general 


practitioner at the bedside of every sick person.-—I am, ete.5” 


London, W.1, Sept. 25th, G. C. ADENEY. 
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RAYNAUD’S DISEASE. practitioners to some extent. The amount available 


Sir,—I am desirous of seeing one or more cases of 
Raynaud’s disease, particularly such as are progressing 
to actual gangrene of the finger-tips, for purposes of 
investigation, and should be very grateful to any medical 
practitioner in London who could refer such a case or 
cases to me.—I am, etc., 

Tuomas Lewis, M.D., F.R.C.P. 


University College Hospital Medical School, 
Gower Street, W.C.1, Sept. 27th. 


LIMITATIONS OF MEDICAL BENEFIT. , 
Sir,—Perhaps you will allow me a_ short personal 
explanation in response to your leader (September 29th, 
p. 577), which largely concerns me. You say that I do not 
“seem to be very familiar with the work of general practi- 
tioners,’’ and that I have suggested that insurance prac- 
titioners give their services ‘‘ reluctantly and grudgingly.” 
With regard to the second charge I submit that that 
suggestion was never made by me. What I did suggest was 
that panel practitioners were grievously hampered in their 
panel work as compared with their private work, and that 
they were uncomfortable under the humiliations imposed 
upon them by many of the conditions of panel practice, 
und were anxious, therefore, to relinquish that practice. 
That thesis has been sustained in numerous letters which 
Ihave received during the last few weeks. 

With regard to the first statement, I am and have been 
for twenty-six years the head of a medical department -at 
a teaching hospital; during that long period I have come 
into very close touch with general practitioners; I have 
wade it a rule, strictly adhered to, to write to every medical 
practitioner whose name was given me as being interested 
in the patient sent to the hospital, with as full an account 
as I could give of my views upon the case sent to me; 


I have endeavoured to make my department a consultative 
department—and I think I may claim to have achieved 
a considerable degree of success in this ambition, as is 
evidenced by the fact which has been brought out by an 
examination of my post-book during the past year’s ‘work, 
from which it appears that some four hundred letters have 
heen written to practitioners who have sent patients to 
my department at the hospital. This is exclusive of my 
private practice, which, of course, 1 do not include. More- 
ever, for twenty-two years I have represented medical 
graduates, a body which is preponderatingly composed of 
general practitioners, upon the senate of the University 
of London. By a happy chance for me it was resolved by 
some of my political opponents to contest my seat upon the 
senate in 1925, for the first time in twelve years; the vote 
of confidence which I received at the poll—827 votes, 
against 281 cast for my opponent—demonstrated, I submit, 
that the body of general practitioners was satisfied with my 
services to them. In Parliament I represent a very con- 
siderable body of medical constituents, and I hope and I 
[sit that [ have won a certain measure of confidence 


with them also by my intervention in matters of medical 
interest when they came before Parliament. On all these 
counts [ submit that I have had rather exceptional oppor- 
tunities of establishing particularly cordial relations with 
general practitioners, 
Tam gratified to note that you describe as a “ dangerous 
and undesirable agreement’? the contract between the 
Ministry of Health and the pharmacists, which was the 
hain point criticized in my letters to the Times, but which 
, Was, somewhat curiously, and perhaps prudently, ignored 
by the official apologists for the British Medical Associa- 
tion, Dr. Brackenbury and Dr. Cox. Personally I think 
that your leader minimizes the dangers of this agreement; 
hor can I agree with your statement that these arrange- 
ments ‘‘do not in fact in any way restrict the liberty of 
an surance practitioner in prescribing whatever he thinks 
it necessary for his patient to have... .’ That opmion 


conflicts with the view expressed in the report of tho 
British Medical Association Insurance Acts Committee,? 
where it is said: ‘The new arrangements between the 
pharmacists and the Ministry of Health, which were 
reported to the last annual conference, affect insurance 


' 1 British Medical Journal Supplement, August 25th, 1928. 


per insured person for drugs and appliances is now 
restricted . . .”? (the italics are mine). The Conference of 
Panel Committees probably knew what it was talking 
akout when it recorded a unanimous resolution that the 
contract was ‘‘ against public policy.’? I have before me 
a copy of a circular from a pharmaceutical committee 
to pharmacists upon the panel in which the following 
sentences are found: 

“Do not forget that economy is absolutely necessary if chemists 
are to maintain their rate of a tema Money saved now remains 
in tho Drug Fund for distribution to chemists. ... Report to 
the Secretary of your Pharmaceutical Committee all instances 
of extravagance in prescribing of whatever kind... . Report to 
the Secretary of your Pharmaceutical Committee all the cases 
you have of regular drug takers under the Act, giving name of 
patient and of doctor with period over which supplies have been 
obtained from you. ... Remember that if you express a wish 
to that effect your name need not be used in connexion with any 
reports you make.” 

I submit that Dr. Gordon Ward’s description, in his 
letter in tho Times of September 24th, of the effect of 
this arrangement is nearer the facts than your statement. 
Dr. Gordon Ward’s description runs: ‘‘ The Drug Fund, 
strictly limited in amount, has to provide a working profit 
for the chemists first, and the amount of medicine avail- 
able for the insured is strictly conditioned by what is left 
over.”’? Your presentation is: ‘“‘ The arrangement is that 
the pharmacists take the whole of the residue of the 
medical benefit fund after all other claims upon it have 
been satisfied, and in return for this total suin undertake 
to supply insured persons with whatever is properly pre- 
scribed by insurance practitioners.’’ Surely it is obvious 
that it is now the chemist who is the judge of what is 
‘* properly prescribed ’’; if the chemist can, as the above 
extracts show he is encouraged to do, report to his 
Pharmaceutical Committee ‘‘ all instances of extravagance 
in prescribing,’ and if the result of this secret report is 
to subject the practitioner to endless worries over a long 
period of months and to the probable infliction of a fine 
at the end of that period, the practitioner is very effec- 
tively discouraged from going beyond the formulary con- 
sidered ‘‘ proper ’’ by the chemist. 

Further, I cannot agree with your dictum that there 
was ‘‘no other means of escape’’ for the Ministry of 
Health than this ‘dangerous and undesirable agree- 
ment.’? The escape was from the unwelcome demonstration 
that the insurance Drug Fund had long been insolvent; 
the scheme adopted was an unworthy evasion of the facts, 
which should not have been countenanced by those repre- 
sentatives of the British Medical Association whom the 
Ministry of Health apparently consulted and whose 
approval it obtained. Probably more will be heard of the 
agreement when Parliament reassembles, and it is, I think, 
to he hoped that those who speak for the medical pro- 
fession should make it quite clear that this agreement is 
not in accordance with their wishes or with their opinions 
of what is right. The misfortune of the National Insurance 
Act is that it originated as an electioneering dodge and 
has never lost its political complexion. The ‘‘ ninepence 
for fourpence’’ slogan which started it upon its mere- 
tricious way was an unhappy forecast of the sham which, 
in the opinion of many, that system of health insurance 
under its current provisions remains. That is not because 
the general practitioner is incapable of working it. In 
my letter to the Times I said expressly, “The British 
general practitioner is easily the best trained practitioner 
in the world.’ It is because his professional liberty is in 
effect controlled by a political bureaucracy and, as a result 


of the recent arrangements, still further controlled by the 


Retail Pharmacists’ Union. 

In Dr. C. O. Hawthorne’s interesting medical essays, 
which [ have read with great pleasure, certain suggestions 
are made for the co-operation of local practitioners with 
the voluntary hospitals in their neighbourhood. I, too, 
would like to see this co-operation become much more 
effective and closer than it is at present, although I do 
not think Dr. Hawthorne’s solution is practicable. My 
suggestions—too long to detail here, but which I hope to 
unfold in another place—are for a complete revision of 
the methods of health insurance. 
my suggestions is that the co-operative effort to secure 


Very briefly, the germ of _ 
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prevention of sickness, which is now the real service given 
to the nation by the voluntary hospitals, should be 
extended to include panel patients and panel practitioners 
who are not now included in that scheme.—l am, etc., 


London, W., Oct. 1st. EK. Granam 


** Neither the British Medical Association nor its Insur- 
ance Acts Committee has ever given its approval to the 
arrangement with the pharmacists to which reference is 
made in Dr. Little’s letter. It was not ‘‘ in accordance 
with the wishes ’”’ of either or “ in accordance with their 
opinions of what is right.’”?’ They have taken several 
opportunities of making this clear, and Dr. Little is again 
under an entire misapprehension. 


THE FALLING BIRTH RATE. 

Sir,—Interesting as were the contributions to the dis- 
cussion at Cardiff on our falling birth rate and its class 
incidence (printed in the Journal of September 15th), 
surely the contributors all missed the essential point—the old 
Darwinian truism that the fittest survive; fitness meaning 
fitness to survive in a given environment, the word having 
no relation to intellectual power, moral worth, or physical 
efficiency. The dog’s fleas are as fit as the dog so long 
as they have a dog to feed on, and no longer. The term 
is relative, depending on the environment as much as on 
the organism. To call the Eskimo or the negro “ fit” 
is. to leave a sentence unfinished. Each is fit in his own 
surroundings; neither would survive a year under con- 
ditions where the other flourishes. Further, environment 
is continually changing—to the advantage of some types 
and the destruction of others. The reindeer roamed in 
immense herds over England when the country was closer 
to the Glacial Age. He became unfit, and consequently 
extinct, not because he degenerated, but because his 
environment changed. 

Civilized man’s environment has changed immeasurably 
in the last century, social reform being the chief facior 
that has changed it. In the bad old days every herring 
hung by its own tail, vice was unchecked, venereal disease 
untreated,” and alcohol easier to obtain than food. The 
feeble-minded weakling, the drunken waster, stood little 
chance of rearing children, though the fecundity of such 
people was no doubt high. Those who could exercise 
sobriety, self-control, and energy raised families and_ in- 
creased in numbers. Eventually they became numerous 
enough to form a culture and force the outward semblance 
of their culture upon the whole body politic. 

With civilization comes inevitably the reversal of those 
laws that bring civilization into being. The feeble-minded 
and degenerate immediately become—in a Darwinian sense 
—the fit; they have a high fecundity; the State sees 
to it that they have a low infant mortality. True, their 
earning capacity is small, but that is immaterial so long 
as they can live a parasitic life on the rest of the com- 
munity. They are as fit as the dog’s fleas, as fit as the 
dog—fitter, perhaps, than the dog who lacks the sense to 
scratch his fleas off him. 

Meanwhile, a large and growing number of intelligent 
persons are ceasing to believe in the future of the race. 
Where there is no vision the people perish—excepting such 
types as desire only the gratification of animal desires and 
the avoidance of work. As it was in Rome, the parasite 
class will increase until their host can no longer make 
blood fast enough to content them. -And so the world 
will continue to go, until it is realized that the duty of 
a State to provide sustenance for every child born carries 
with it, as a corollary, the duty of decrecing what children 


shall not be born.—I am, etc., 


H. M. SrepHenson, M.R.C.S., L.R.C.P. 
Chippenham, Sept. 24th. 


Sir,—In Lady Barrett’s paper on the falling birth rate 
published on September 15th (p. 485) there occurs the 
passage, “the [birth control] clinics where they [rubber 
caps] are in use have no records of systematic. examination 
by the cervix with speculum to ascertain whether cervicitis 
occurs.” 

At the North Kensington Clinic, 12, Teiford Road 
Ladbroke Grove, every patient on her first visit receives a 


full pelvic examination bi-manually, and with a speculum; 
this is recorded in detail. Subsequently, at her regular 
six-monthly visits, she is re-examined, and any change 
recorded. In this way we are acquiring detailed records of 
the effects of rubber caps and spermaticides. 

Lady Barrett states that she has found cervicitis “a 
frequent result ’’ of the use of rubber caps. We would like 
to know how she ascertains that the cervicitis was not 
present before the patient began the use of caps? 

It is our experience that when a patient has been fitted 
with a suitable cap no pathological conditions have becn 
found to result.--We are, etc., 


Lovutse O. Hunter, M.R.C.S., L.R.C.P. 


Herena Wrieut, M.B., B.S.Lond. 
London, W.10, Sept. 28th. 


INTRATHORACIC AND INTRAPERICARDIAL 
PRESSURE. 

Sim,—May T correct a small misunderstanding in the 
review of my booklet, A New View of the Intrathoracic and 
Intrapericardial Pressures’ in’ Man, which appeared on 
page 542 of your issue for September 22nd ? 


From the sentence in the review beginning ‘ He further 


argues, supporting the theory of Kroetz, that because the 
fibrous pericardium is inextensible the intrapericardial 
pressure must be that of the atmosphere ”’ the erroneous 
impression is obtained that my view of the pericardial 
pressure is based on the paper by Kroetz quoted in my 
pamphlet. I regret that a phrase of mine in the booklet 
admits of such an ambiguity, but I wish to claim as my 
own the theoretical deductions from which I developed 
a new synthesis of the pressure conditions in the thorax. 


1 am indebted to Kroetz only for the perplexity which’ 


led me to consider de novo the physics of the chest.— 
1 an, etc., 
Ticchurst, Sept. 25th. AtrreD Kenprew, D.M.Oxon. 


NATIONAL DEATH RATES. 

Sir,—Reading over both Professor Moorhead’s article 
on acute nephritis and the Journal's review of it L was 
struck by the absence of any commentary on the respective 
general death rates for the vears 1922-26 in England and 
Wales, and the Irish Free State. For this period of five 
years 314,829 deaths were registered in the Irish Free 
State and 2,231,445 in England and Wales. The population 
of the Irish Free State is 3,165,000, and of England and 
Wales 37,885,242. According to population one would 
expect to find approximately one death in the Irish Free 
State to correspond with eleven deaths in England and 
Wales. From the figures submitted by Professor Moorhead 
the rate is one to seven. Admitting the accuracy of the 
figures, what accounts for the very high death rate in the 
Irish Free State? The death rate from acute nephritis 
is more striking still, the proportion being roughly one in 
five.—I am, etc., 

M. F. McE.uicort, M.B., N.U.I. 

Lodge, near Wrexham, Sept. 24th. 


DEMENTIA PRAECOX IN PARSEES. 

S1r,—Lieut.-Colorel Jagoe Shaw, in his article in your 
issue of September 29th (p. 566) lays great stress on ‘ in- 
breeding ”’ as a cause of the high ineidence of dementia 
praecox among the Parsees of Bombay. But in the same 
article he seems, inadvertently, to have demonstrated a 
still more important cause—namely, ‘ Western ’’ eduea- 
tion and civilization generally. The Parsees, he tells us, 
are the most Europeanized of the natives of India; they, 
and next to them the Anglo-Indian community, are the 
classes most affected by dementia praecox ; this condition is 


very much rarer amoug Hindus and Mohammedans, whe 


are at a ‘lower’? stage of civilization; where it does 
occur in these two. latter groups it is ‘ mainly in_ the 
educated classes, or rather in the persons of boys who have 
undergone the intensive system of education or memory 
training by which only can an Jndian hope to. obtain 
admission to Government service.”’ 

The common factor, then, in all these cases is not im 
breeding but Western education; hence we may look on 
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this, with the cramming and standardizing method which 
characterizes it, as being the main cause of the breaking 
up of these young people’s minds (‘ schizophrenia’ is 
Greck for ‘‘ split-mind ’’). If we are to advise the Parsees 
against anything, it is rather against their too wholesale 
acceptance of Western civilization, especially on its educa- 
tional side. But better still if we take the warning to 
ourselves, for I believe it will be found that in our country 
dementia praecox is increasing in direct ratio with the 
increasing inroads of the central Government into the 
liberties of the individual—which inroads, by the way, are 
arried out equally under the slogans of imperialism and 
socialism.—I am, etc., 


North Queensferry, Fife, Sept. 30th. Artuur J. Brock. 


THE PETTIGREWS. 

Srr,—Both H. R.” and Mr. Muirhead Little may 
like to know that W. Vesalius Pettigrew was a member 
of the teaching staff of the School of Anatomy adjoining 
St. George’s Hospital from 1842 to 1851. He assisted 
Samuel Lane with the lectures on anatomy, physiology, 
and surgical anatomy, while the practical anatomy and the 
demonstrations were conducted by him with the aid of a 
demonstrator. He also acted as secretary of the medical 
committee of the school for most of the time. His father 
was a most versatile person, and among other works -was 
the author of the following books, all of which are now 
quite scarce, A History of Egyptian Mummies, quarto, 
1834; Medical Portrait Gallery, 4 volumes, royal 8¥o, 
usually bound in two volumes, undated; Medical Super- 
stitions, 8ve, 1844. His Chronicles of the Tombs was 
brought out in the Bohn series in 1864; I do not know of 
a better collection of epitaphs than this.—I am, ete., 


London, W., Sept. 28th. R. R. James, 


Sir,—L am not in touch with the files of the Journal of 
the date mentioned by Mr. Muirhead Little, but I have 
sme faint recollections of having been one of the corre- 
spondents alluded to by him. Moreover, Thomas Joseph 
Pettigrew was known to my family and attended me pro- 
fessionaily in my early childhood. I have no distinct 
remembrance of him, but I still have a few small relies of 
ancient Egypt which were once in his possession, and 
many years ago IL added his bockplate to my collection of 
the bookplates of medical men. It is armorial and has a 
Greek motto, from Lucian, beneath his name, to which 
the only suffix is ‘ F.L.S.’’ I remember being told that 
he was the first to unroll a mummy in this country, and 
that the meeting at which he had undertaken to do this 
had to be adjourned in order to complete the operation, 
the magnitude of which was then as yet unrealized. 
Thomas Joseph Pettigrew was acquainted with the 
Egyptologists, Thomas Young and Champollian, and with 
John Coakley Lettsom (born in 1744), whose life he wrote. 
It is a long span between that date and the present.— 
Iam, ete., 

London, Sept. 30th. P. 


Obituary. 


De. Jutivs Moore, who died at Enfield on September 
2th in his fifty-sixth year, after a short illness, was 
born at Rochester, Kent, and received his medical educa- 
tion at Guy’s Hospital. He obtained the diplomas 
M.R.C.S., L.R.C.P., and graduated: M.B.Lond., in 1897, 
proceeding M.D. four vears later. He had been resident 
in Enfield for many years, and was surgeon to “ Y” 
Division of the Metropolitan Police, acting also as medical 
officer to the General Post Office and the Metropolitan 
Water Board. During the war he served with the Royal 
Army Medical Corps. Dr. Moore was a Fellow of the 
Roval Society of Medicine and a meraber of the British 
Medical Association. A colleague writes: After practising 
for 2 short time at Farnborough, Hants, Dr. Moore 
removed to Enfield in 1902, where his great ability and 
lovable disposition soon gained him a very large practice 
~too large, indeed, for there is no doubt that his untimely 


death was in great measure due to his self-sacrificing 
devotion to the interests of his patients. Dr. Moore 
represented the finest type of general practitioner, beloved 
by rich and poor, and adored by children. Of late yéars 
in the midst of his busy life he found time to specialize 
in ear, nose, and throat work. He devoted himself largely 
to the Enfield War Memorial Hospital, of which in recent 
years he became medical manager. His quiet unassuming 
manner hid a warm heart, to which none ever appealed 
in vain. He was held in the greatest affection by all his 
colleagues, to whom he was always a loyal friend. The 
funeral service at St. Mary’s Church, Enfield, which was 
packed to overflowing, was a remarkable tribute to the 
love felt for him by all classes. He leaves a widow, but 
no children. 


We regret to announce the death of Dr. George Finpiay 
of Brailes, Banbury, which occurred with tragic suddenness 
on September 16th, in his sixty-fifth year, while he was in 
attendance upon a maternity case. He was born in 
Aberdeen, and received his medical education at that 
university, graduating M.B., C.M. with honours in 1886. 
He subsequently studied in Vienna, Berlin, and Paris, and 
was for a period assistant medical officer at James Murray’s 
Royal Asylum, Perth. Nearly forty years ago he settled 
in Brailes, Warwickshire, where he built up an extensive 
practice in a scattered hilly district, which made heavy 
and continuous demands upon him. He was medical 
officer for the Brailes district of the Shipton-on-Stour 
union, and since 1914 had also been medical officer of heaith 
for the Brailes, Shipton-on-Stour, and Chipping Campden 
rural districts; he was also an honorary surgeon to the 
Ellen Badger Hospita!, and rendered very valuable service 
to the St. John Ambulance Brigade in the Brailes area. 
During the war, in addition to relieving a colleague for 
military service, he undertook the medical charge of a 
Belgian refugee colony and of a group of German war 
prisoners. Throughout his life Dr. Findlay played an 
active part in the public life of: the community in which 
he lived; he was for many years vicar’s warden at 
St. George’s Church, Brailes, and was keenly interested in 
its restoration. He gave his support freely to various social 
and sperting organizations, and was one of the prime 
movers in the establishment of the Brailes village institute 
at the end of last century. Dr. Findlay was held in high 
esteem by all classes, and notably by the poor, not only on 
account of his professional skill and ungrudging Jabour, 
but also for his personal attractiveness. He was twice 
married, his second wife dying about four years ago; he 
is survived by a son of his first marriage, Dr. George 
William Marshall Findlay. 


Mr. THropore Stewart CHampers, who died at Went- 
worth, near Durban, South Africa, on May 25th, on his 
seventy-eighth birthday, was born in Jamaica and received 
his medical education in Edinburgh. He obtained the 
diplomas L.R.C.P., L.R.C.S.Ed. in 1873, and was admitted 
to the Fellowship of the Royal College of Surgeons of Edin- 
burgh seven years later. In 1889 he went to South Africa, 
and served for a time at the New Somerset Hospital, being 
afterwards appointed district surgeon at Hanover in Cape 
Colony. Later he was for nine years district surgeon in 
the native reserve at Mapumulo in Zululand, and more 
recently was engaged in private practice at Wentworth in 
Natal. Mr. Chambers, who was a member of the British 
Medical Association, is survived by his widow and one son. 


Dr. Atice Desoran Hickiine, whose death occurred at 
Hong-Kong on September 22nd in her fifty-second year, 
was the daughter of a missionary, the Rev. James Sibree, 
D.D., who at the age of 92 is now living at Bromley, 
and the wife of Mr. C. C. Hickling. She was born in 
Madagascar, and was educated at Oxford and at the 
London School of Medicine for Women (Royal Free 
Hospital), and obtained the Scottish triple qualification, 
L.R.C.P., L.R.C.S.Ed., L.R.F.P.S.Glas., in 1901. After 
acting for two years as house-surgeon at the Sanatorium 
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for Consumptives, Clare, Suffolk, she became an inspector 


of midwives, subsequently proceeding to Hong-Kong, where [ 


she was employed in the Government service as assistant 
medical officer in charge of native hospitals. She was also 
honorary medical officer to the Victoria Nursing Division 
there, and during the war received the M.B.E. for her 
services in connexion with this organization. 


Che Serbices. 


DEATHS IN THE SERVICES. 

Major Abdus Sattar Khan, Indian Medical Service, died at 
Gaya on July 20th, aged 46. He was born in May, 1882, the 
son of the late Hosein Khan, extra assistant commissioner in 
the Central Provinces, was educated at the Calcutta Medical 
College, where he graduated as L.M.S. in 1904, and at Guy's 
Hospital, and took the M.R.C.S. and L.R.C.P.Lond. in 1907. 
Entering the I.M.S. on August Ist, 1908, he became major 
after twelve years’ service, but was placed on the temporary 
non-effective list, on account of ill health, from March 8th, 
1922, to July 15th, 1924. He served in Mesopotamia durin 
the recent war. After his return to full pay he was poll cor 
to the command of the military hospital at Delhi. He leaves 
a widow, who received the Order of the Kaisar-i-Hind in this 
year’s birthday honours for welfare work among women and 
children at Delhi. 


_ Major Ronald Ernest Todd, R.A.M.C.(ret.), died suddenly 
in London, on August Sth, of heart failure following pneumonia, 
aged 45. He was born on August 18th, 1882, educated at 
St. Thomas’s, and took the M.R.C.S. and L.R.C.P. in 1907. 
Entering the R.A.M.C, as lieutenant on July 29th, 1907, he 
became major after twelve years’ service, and retired last year, 
on July 29th, as soon as he had completed twenty years’ 
service. He was seconded for service in Egypt on November 
Ist, 1911, and remained in that country up to August, 1916. 
He served throughout the war of 1914-18, and was twice 
mentioned in dispatches—in the London Gazette of June 21st, 
1916, and of December 21st, 1917. 


Major William Graeme Deuroche McCall, M.C., R.A.M.C., 
died in Fortwilliam, Calcutta, on August 9th, aged 38. He 
was born on June 3rd, 1890, the elder son of Mr. and Mrs. 
McCall of Houth, county Dublin, and educated in Dublin in 
the School of the Royal College of Surgeons, Ireland, taking 
the Irish double qualification in 1915. Immediately after quali- 
fying he entered the R.A.M.C. as a temporary lieutenant on 
August 29th, 1915, becoming temporary captain after a year’s 
service. He took a permanent commission as captain on 
February 2nd, 1919, and became major on August 2nd, 1927. 
He served through the war of 1914-18 from 1915 to the end, 
and gained the Military Cross on July 26th, 1918, with a bar 
on October 25th, 1918. 


Qnibersities and Colleges. 


UNIVERSITY OF LONDON. 


Dr. E. B. VERNEY, Professor of Pharmacology in the University, 
will give a course of six lectures on urinary secretion, at University 
College, Gower Street, W.C.1, on Mondays, October 15th, 22nd, and 
29th, and November 5th, l¢th, and 19th. Admission to the lectures 
is free, without ticket. 

The Semon Lecture on laryngo-rhinology and general medicine 
will be given by Professor Markusz Hajek, Professor of Oto-Rhino- 
Laryngology in the University of Vienna, in the Barnes Hall of 
the Royal Society of Medicine, on Thursday, November Ist, at 


p.m. 

Provided that there be a candidate of sufficient merit a Paul 
Reitlinger prize of £30 will be awarded, on December 3rd, for the 
best essay embodying the result of some medical research work 
carried out by the applicant. Candidates must be matriculated 
students who, on June Ist preceding the award, were studying in 
one of the schools of the University in the Faculty of Medicine, or 
graduates of the University who on the sime date were of not 
more than five years’ standing from the date of taking their first 
degree, and who are or were students in such school. 


VICTORIA UNIVERSITY OF MANCHESTER. 


THE following candidates have been approved at the examination 
indicated 


D.P.H.—Part T: M. Naughton, Josephine Walmsley. Part II: Georgie 
I. Brodie, T. 8. Hanlin, H. Harrison, M. Naughton, Jean M. Orkney, 
J.8. Smith, Margaret Sproul. / 

DIPLoMa IN PsycHoLoaicaL I: H. A. Palmer. 


Medical Delus. 


THE seventh annual dinner of the London Branch of the 
University of Bristol Association of Alumni will be held on 
November 2nd, at 7.45 p.m., at the English Sp aking Union 
Olub, Dartmouth House, Berkeley Square, W., with Mr. 
Stanley H. Badock, pro-chancellor of the University of 
Bristol, in the chair. ‘tickets may be obtained from Dr, 
Elizabeth Casson, Holloway Sanaiorium, Virginia Water. 

THE medical committee of the Royal Deutal Hospital 
School of Dental Surgery will be ** At bome’”’ to all past and 
present students from 10 a.m. to 5 p.m. on Saturday, October 
20th; an invitation to be present is extended to ail medical 
practitioners. In the morning the various departments of 
the hospital and school may ve inspected, and demonstrations 
will be given by members of the staff and lecturers; in the 
afternoon orthodentic and other cases of special interest will 
be shown. 

THE next meeting of the Biochemical Society will be held 
in the Biochemica! Laboratory, Cambridge, to-day (Saturday, 
October 6:h), at 2.30 p.m. sir F. G. Hopkins will contribute 
@ paper on the centenary of Friedrich Wdohier’s synthesis of 
urea; various other communications will also be read. 

THE Schorstein Memorial Leciure wiil be delivered in the 


Bearstead Clinical Theatre of the London Hospital Medical 


College by Dr. Cecil Wall, on Frday, November 2nd, at 
4.15 p.m.; the subject will be expectoration, Members of 
the profession are invited to attend. 

A SPECIAL meeting of the Insiitution of Heating and 
Ventilating Engineers wiil be held on October 9th, at 
12, Russell Square, W.C.1, at 6.45 p.m., when Dr. H. M. 
Vernon will give an address on metiods of heating and 
ventilating schools and their influence on heaith. 

A MEETING of the Medical Officers of Schoois Association 
will be held at 11, Chandos Streei, W.1, on Ociober 19th, at 
5 p.m., when Surgeon Commander Sheldon F. Dudiey, R.N,, 
will read a paper on microbic dissemination in schools. 

A MEETING of the Royal Microscopical Society will be held 
in the lecture hall at 20, Hanover Square, London, W.1, on 
Wednesday, Ogtober 17th, at 7.30 p.m.; papers will be read 
by Mr. J. E. Barnard, F.R.S., and Mr. F. V. Welch on ‘An 
electrically hedted warm stage with compressor for use with 
high power objectives’’; and by Professor E. Ghosh on 
“Two new ciliates from sewer water.’’ ‘The biological 
section will meet on Wednesday, November 7th, in the 
library. 

A MEETING of the Optical Society will be held at the 
Imperial College of Science and Technology, on October 11th, 
at 7.30 p.m., when papers will be read on lenses and equip- 
ment for ultra-violet photography, cld English objectives, 
and the development of spectacies in London from the end 
of the seventeenth century. Furiher information may be 
obtained from the assistant secretary of the Optical Society, 
1, Lowther Gardens, Exhibition Road, 5.W.7. 

MEETINGS of the Child Study Society will be held at the 
Royal Sanitary Institute, 90, Buckingham Palace Road, 
§$.W.1, on October llth and 25th, and on November 8th, aé 
6p.m. At the first of these Dr. Letitia Fairfield will lecture 
on child study in America, and on October 5th Dr. C. J. 
Thomas will speak on child study and the health of the child. 
The subject, of the third meeting will be music and the 
child mind. 

A CONFERENCE on housing and health will be hel in the 
Town Hall, Windsor, on Friday, October 19th, at 8 p.m wien 
Dr. J. J. Paterson, M.O.H., Maidenhead, will preside ‘The 
speakers will be Dr. William Butler, L.C.C., on “The New 
House,’’ and Miss Joan Sunderland, house property manager 
of the Ecclesiastical Commissioners, on ‘* The Old House.” 

POST-GRADUATE instruction in clinical pathology, bacterio- 
logy, and biochemistry can be obtained at the Elizabeth 
Garrett Anderson Hospital by medical women during October 
and November ; particulars will be sent on application to the 
secretary of the hospital. 

THE Fellowship of Medicine has arranged several clinical 
demoustrations tor the coming session. On Lluesday, October 
9th, at 2.30 p.m., Mr. H. W. Carson will demonstrate by 
operations at the Prince of Wales’s Hospital, ‘Tottenham, and 
on the same day, at 4 p.m., Dr. Gerald M. Slot will speak on 
rheumatism at the Royal Waterloo Hospital. On Wednesday, 
October 10th, at 4 p.m., Dr. S. H. Daukes will give a demon- 
stration at the Wellcome Museum of Medical Science, his 
subject being the vaiue of a synoptical museum of medicine 
for post-graduate study. These demonstrations are free to 
medical practitioners. From October 8th to 20th the Chelsea 
Hospital for Women will hold a course in gynaecology 
during the afternoons and one or two mornings. From 


October 8th there will be a three weeks’ intensive course at 
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the Central London Throat, Nose and Ear Hospital, including 
clinical, practical operative, and pathological sections. The 
clinical course may be taken separately or in conjunction 
with one or both of the other parts. On ‘Tuesdays and 
Thursdays, from October 9th to November Ist, there will be 
a series of lecture-demonstrations at the London School of 
‘Tropical Medicine by Dr. Carmichael Low and Dr. Philip 
Manson-Bahr. From October 15th to 27th there will be a 
special morning course at the Hospital for Sick Children. 
Professor Louise McIlroy will give four lecture-demonstrations 
cou ante-natal treatment atthe Royal Free Hospital, beginning 
on October 26th. At the Hampstead General Hospital there 
will be a course for general practitioners from October 29th 
to November 10th. Copies of all syllabuses, information 
relating to other post-graduate study in London under the 
Fellowship of Medicine scheme, and specimen copies of the 
Post-Graduate Medical Journal, may be obtained from the 
secretary, 1, Wimpole Street, W.1. . 

ISLINGTON Health and Baby Week commenced on Monday 
last, and throughout the week specia! lectures on appropriate 
subjects were delivered at various ceutres throughout the 
borough. Leaflets giving details of the local health organiza- 
tion and containing simple health hints were distributed. 


H.R.H. PRINCE ARTHUR OF CONNAUGHT, at the annual 
Middlesex Hospital dinner, held at the Savoy Hotel on October 
2nd, announced that a friend of the hospita) had come forward 
with a gift of £125,000, to be used for the purpose of providing 
accommodation for paying patients. 1¢ had been decided that 
such patients should pay a flat rate to cover maintenance, 
operation costs, and all other services of the hospital, and that 
no profit should accrue from them to the hospital itself. It was 
announced later that this benefactor is Lord Woolavington. . 


A NEW wing at Crewe Cottage Hospital was opened .on 
September 29th by Princess Mary Viscountess Lascelles. 
Towards the total cost of £20,000 a sum of £13,000 has already 
been subscribed, including a contribution of £2,500 trom the 
London Midland and Scottish Railway Company. 


Dr. R. P. GARROW has been appointed Medical Officer of 
Health for Hornsey in succession to Professor W. W. 
Jameson, who has been appointed to the chair of public 
health in the University of London, tenable at the London 
School of Hygiene and Tropical Medicine. Dr. Garrow has 
been M.O.H. for Chesterfield since 1921, and was formerly 
assistant M.O.H. at Ealing. 


_ THE annual Neech prize for the best paper read before 
a branch or group of the Society of Medical Officers of Health 
has been awarded for the session 1926-27 to Dr. J. A. H. 
Brincker, a senior medical officer of the London County 
Council, whose paper on “ The case for diphtheria immuniza- 
tion’? was read before the metropolitan branch of the 
society. , 

THE second Peruvian Congress of Medicine will be held at 
Arequipa in the second week of November, under the presi- 
dency of Dr. Edmundo Escomel, when the following subjects 
among others will be discussed: small-pox in Peru, typhus 
in Peru, leishmaniasis and blastomycosis in Peru, the 
medical fauna and flora of Peru, the medical geography of 
Peru, the problem of cancer in Peru, the racial problem in 
Peru, prophylaxis of venereal diseases in Peru, alcoholism 


aud other toxic psychoses, pharmaceutical legislation, and. 


anaesthesia in odontology. . 


THE thirty-fourth Italian Congress of Internal Medicine 
will be held at Rome from October 12th to 15th, when the 
following subjects will be discussed: tumours of the spinal 
cord (in conjunction with the Italian Society of Surgery), 
introduced by Professors F. Schupfer, L. Dominici, and M. 
Gortan; undulant fever and Bang’s bacillus, introduced by 
Professor U. Gabbi; diuresis and diuretics, introduced by 
Professors L. Ferranini and M. Ghiron; and functional 
cardiac disorders in relation to military service, introduced 
by Major G. D. D’ Ambrosio. 

UNDER the name of Journées Médicales de Bordeaux a 
Congress will be held at Bordeaux from November 4th to the 
7th simultaneously with the celebration of the fiftieth anni- 
versary of the foundation of the faculty of medicine. 


IN connexion with the celebration in December of the 
centenary of the University of Cairo a tour is being arranged 
through Venice, Brindisi, and Alexandria on the outward 
journey ; and Rhodes, Athens,and Corfu on the return. The 
programme and other information may be obtained from the 
editor of the Wiener medizinische Wochenschri/t, Porzellan- 
gasse, 22 Vienna IX. 


THE League of Nations Health Organization has issued in 
_—. form a report of a meeting of its Conference of 
eaith Experts on Infant Welfare, which was held in London 
early in July. Dame Janet Campbell took the chair, and 
representatives of the United States, France, Holland, 
Germany, Norway, and Austria were present. The confer- 


ence considered the results of an inquiry into infant mortality, 


based on a study of all infant deaths in selected districts 
during a period of twelve months; three principal causes 
accounted for the largest proportion in all countries—dead- 
births aud pretmuature births, respiratory diseases, aud gastro- 
intestinal atfections. It was considered that the first of these 
might be due to the absence of adequate pre-natal and obstet- 
rical service, or to lack of supervision during pregnancy and 
undue obstetrical interference, but it was deemed inadvisable 
to express further opinions until the material collected had 
been analysed and summarized in the final report. ‘The 
conference decided that separate reports should be prepared 
for each country on a uniform plan, and that the members 
should prepare detailed suggestions for further inquiry into 
probleius of infantile mortality which have emerged from the 
studies already made. A proposal for an inquiry to dctermine 
the etiology of rickets and to reach conclusions regarding the 
prophylaxis of this disease was prepared for submission to 
the Health Committee of the League. 

Dr. LEVADITI of the Institut Pasteur, Paris, has been 
elected a member of the Académie de Médecine. 


DR. FREDERICK VON MULLER, professor of medicine at 
Munich, and Dr. Karl von Noorden, professor of medicine 
at Frankfurt, have recently celebrated their seveutieth 
birthdays. 


By permission of King Faisal the designation of the. Iraq. 


College of Medicine has been changed to the Royal College ef 
Medicine, Baghdad. ‘he dean of the College is Dr. H, C. 
Sinderson. 

THE following appointments have recently been made in 
foreign faculties of medicine: Dr. Kirch of Wiirzburg, pro- 
fessor of pathology at Erlangen in succession to Professor 
Hirsch ; Dr. Dietrich of Cologne, professor of pathology at 
Tiibingen in succession to Professor Schmincke ; Dr. A. Jeney 
of Szegedin, professor of pathology,and Dr. J. V. Daranyi, 
professor of hygiene, at Szegedin; Professor Rudin of 
Basle, director of the genealogical department of the 
Psychiatric Research Institute at Munich; Dr. Maryarot, 
professor of dermatology and syphilis at Montpellicr; Dr. 
Moog, professor of chemistry and toxicology at ‘Toulouse; Dr. 
Hermann Dold of Berlin, professor of hygiene at Kiel; aud 
Dr. Georg Joachimogiu of Berlin, professor of pharmacology 
at Athens. 

DURING the first four months of this year there were 93 
deaths from small-pox in Japan. 


THE high death rate among infants and young children is 
a striking feature of the report for 1927 of the Department of 
Health of the Government of Paiestine. Deaths in the age 
groups 1 month to 5 years account for 57.76 per cent. of the 
total mortality, while only 18.20 per cent. occur in the age 
groups 5 to 50 years. There was a considerable expansion in 
facilities for the treatment of infants during the year, and 
attendance at infant welfare centres bas impvoved as the 
mothers have gained confidence in them. Six new centres 
have been opened, making a total of thirty-one in operation 
at the end of the year. Infantile mortality varied consider- 
ably with the religious divisions of the population, being 
115.3 per 1,000 among Jews, 187.2 among Christians, and 216.7 
among Moslems. The figures reflect the work of the six 
infant welfare centres established by the Jewish population, 
this class of work being limited to the towns aud Jewish rural 


_gsettlements, while the Arab village population of nearly 500,000 


remains untouched. Efforts are being made to provide suit- 
able centres. A committee of the Supreme Moslem Conncil 
supports a number of beds for Moslem women in the Princess 
Mary wards of the Government Hospital in Jerusalem, and 
defrays the cost of training Moslem pupil midwives. 

THE forty-fourth annual report of the National Society for 
the Prevention of Cruelty to Children shows that in the 
year ended March 3lst the society was called upon to 


‘investigate 39,774 cases, involving the welfare of 98,158 


children. A large number of crippled and deformed children 
have been dealt with; in orthopaedic cases alone 316 
children have been successfully operated upon, and in all 
1,762 children have been relieved of physical disabilities and 
deformities. The ambulances maintained by the London 
Medical Branch have been employed in conveying children 
to and from the out-patient departments of the various 
hospitals. In persuading parents to secure regular medical 
treatment for their children useful -work has been done by 
the society’s women inspectors, who have also devoted them- 
selves, after special training for the purpose, to secing that 
instructions given at the hospitals are carried out. 


Dr. ADALBERT CZERNY, professor of children’s diseases 
at Berlin, has been nominated an honorary member of the 
American Pediatric Association ; Dr. Max Rubner, professor 
of physiology at Berlin, an honorary member of the Inter- 
state Post-Graduate Medical Association; and Dr, Theodor 
Axenfeld, profe:sor of ophthalmology at Freiburg, an honorary 
member of the Hungarian Ophthalmological Society. 
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‘All communications in regard to editorial business should be 
- addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mepicat JourNat 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications sliould authenticate 
them with their names, net necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Mepicat Journat must communicate with the Financial 
Secretary and Business Manager, British Medical Association 

House, Tavistock Square, W.C.1, on receipt of proofs. 

i All communications with reference to ADVERTISEMENTS, as well 

i as orders for copies of the Journat, should be addressed to the 

Financial Secretary and Business Manager. 

‘The TELEPHONE NUMBERS of the British Medical Association 
and the Britisa Mepicat Journat are MUSEUM 9861, 9562, 9363, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

EDITOR of the Britisu Mepicat Journat, Aitiology Westcent, 


London, 
FINANCIAL SECRETARY AND _ BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, (telegrams: Associute, 
Edinburgh; telephone 24361 Edinburgh) 


HYPERPLASIA OF THE LEGs. 

“p, A. R. K.” asks for advice in the treatment of a general 
enlargement of the soft tissues of the legs from the kuee to the 
ankle. The patient is a woman, aged 34, who is otherwise 
healthy; she is slightly built and tall, and the legs area great 
disfigurement. The condition is of several years’ duration, and 
is attributed to severe chilblains on the legs, caused by repeated 

_ chilling of the feet and legs for long periods, followed on each 
occasion by standing in front of a hot fire. There is no pain or 
oedema, and the skin is healthy. There are no varicose veins, 
no affection of the joints, and no flat-foot; the feet are not 
affected. The condition is practically symmetrical. Massage, 

' Schnee baths, artificial sunlight, and manipulation by an osteo- 
path (‘in case the ankle-bone was displaced ’’!) have been tried 
without effect. 


ScaLP ITcHING. 

“ PuzZzLED ”’ asks for advice as regards the treatment of a case of 

/ 4 intense irritation of the scalp. The itching is confined to the 
top of the scalp, and there is no dermatitis to account for it. 
The urine is free from sugar aud albumin; there is no history 
of jaundice. Beyond scurf and a small spot of purple on the 
head, probably caused by the frequent scratching, there seems 
to be no reason for the condition. Bromides have been tried 
with little success. 


HEALTH AND DUPLICATING MACHINES. 

**J.O.C.’’ asks whether there is any evidence that the constant 
use of a duplicating machine is prejudicial to health. He has 
a patient, a girl, who is thus employed; she complains of irrita- 
tion of the eyes and throat, which she attributes to her work. 
The ink used contains in neutral! solution castor oil, commercial 
sodium lactate, blown rape, and sma!! amounts of carbon black, 
Prussian blue, and violet lake. The stencil is coated with 
gelatin, to which is added a small amount of formaldehyde to 
prevent rancidity. Girls who work in a room with 20,000 drying 
sheets do not suffer in any way, nor does the man who mixes 
the ink. 

*,* Omission of the formaldehyde (substituting, perhaps, an 
essential oil) would show whether this patient, as seems probable, 
is peculiarly sensitive to formalin vapour. 


INCOME Tax. 
Cash Receipts Puid to Outgoing Partner. 
*G. 0. C.” joined a firm on January Ist, 1927, taking over the 
_ share of an outgoing partuer. The firm’s liability for income 
tax is based on cash receipts and payments; “G.O. C.’s’ share of 
the tax, therefore, is affected by the amount of the debts collected 
and handed over, not to himself, but to his predecessor. Is this 
correct ? 

*,* Yes. The clue to the puzele is that “G. O. C.” is liable 
in respect of his share of the fees earned by the firm, whether 
} : they are received or outstanding. Theoretically the firm’s 

liability should be based on gross bookings, less an allowance 
estimated to cover losses by non-payment. Presumably, in the 
long ran, that basis would yield the same resuli as taking the 
cash receipts, and as the amount of the latter is easily calculated 
and does not involve any arbitrary estimate, it is clearly prefer- 
able. The tax that ‘‘G. O.C.” paid for 1927-28 he paid for the 
earnings of that year, not for the cash received, and if he had 


-A MEMBER tells us that he has sets of bound volumes of medical 


left the parinership subsequent receipts would simply have 
represented the gathering in of income on which he had paid tax. 
That, of course, is the present position of his predecessor. 
0. C.’s accountant’s reference to business profits is not 


understood; such profits are seldom, if ever, calculated on any 


basis but that of the book debts. 


LETTERS, NOTES, ETC. 


ABNORMAL PIGMENTATION OF THE SCALP. 

Dr. F. PARKtS WEBER (London, W.1) writes: With reference to 
the note by Dr. E. A. Cockayne, on September 29th (p. 592), I 
would suggest that the rare “ black locks”’ of the hairy scalp 
to which he alludes are to be regarded as strictly analogous to 
simple pigment naevi of the skin of any part of the body, 
whereas the ‘“‘ white locks’? of the hairy scalp (in regard to 
which Dr. Cockayne refers to the well-known Whitelocke family 
tradition) are strictly analogous to simple achromic naevi of any 

t; in fact, they constitute a form of congenital local albinism. 
ut, without knowing the exact history of any particular case of 
** white locks,”’ the difficulty is to be sure that they are not of 
the kind that often follow patches of alopecia areata. Moreover, 
patches of white hair on the head (and sometimes patches of 
alopecia areata) may be associated with, and in fact constitute 
a part of the syndrome of, ordinary vitiligo, which is the 
commonest cause of leucodermic patches in general. 


TREATMENT OF CANCER BY INJECTIONS OF PERITONEAL 
FLUID. 


Dr. SYDNEY PERN (Melbourne, Australia) writes: In your issue of 
July 14th (p. 86) [referred to a man with malignant disease of 
the stomach who had been receiving injectious of defibrinated 
blood subjected to irradiation by the ultra-violet rays. His treat: 
ment started on March 22nd, and my note on June 28th was, 
** Ts eating minced lamb, liver and bacon, minced chicken. Does 
not appear so knocked out as he was. For the last two weeks 
for some reason his prostate enlarged and caused the use ofa 
catheter.”?’ Two x-ray applications caused the subsidence of this 
in a few weeks, enabling him to micturate freely. About this 
time on enlarged glaud appeared in the right groin; though at / 
first quite soft, and not suggestive of maliguancy, yet by the 
middle of August this was decidedly bard and obviously malig- 
nant, and at the same time in August a small secondary growih 
appeared in the abdomiual scar. From the middle of June th: 
weight gradually began to decline and more difficulty was 
experienced in taking food and retaming it, till the middle of 
August, when it was soon evident that the stomach had practic- 
aliy closed up, and nothing was retained, even fluids being 
returned as soon as swallowed. At the present time he is slowly 
starving to death, but is being kept free of pain and discom/ort as 
far as possible. In another case of exactly the same type similar 
treatment has been given; the patient, while gaining ground for 
some time, has developed oedema of legs and ascites, although 
still able to take a fair amount of food. ‘wo other cases not 

’ malignant but down and out, without any definite disease being 
detected, have been receiving similar injections, and have gained 
weight oT My own observations are such that I feel 
that somebody with the available time at his disposal should 
try out the results of different dosage—dose of irradiated blood 
or peritoneal fluid, time of exposure to light, distance of lamp, 
and concentration by lens. It is also necessary to find out by 
experiment if milk or other food subjected to the rays will 
produce the same effects. We are dealing with powerful rays, 
and until we know these facts we cannot hope to get satisfactory 
results. 

MEDICAL PRAYER UNION. 

In reply to an inquiry by ‘“‘ M. B.,” the honorary secretary, 
Dr. trom Jays, Livingstone College, Leyton, 1.10, writes: The 
Medical Prayer Union arranges for meetings occasionally in the 
homes of members in the ceniral part of London, and organizes 
two medical missionary break/asts each year, one specially fot 
medica! students in London in May and the other at the meeting 
of the British Medical Association in July. 


MEDICAL PERIODICALS. 


periodicals which he would be willing to present to a !ibrary if 
the cost of carriage is paid by the recipient. The sets are, 
Briti-h Medicat Journal, 1883 to 1900; Lancet. 1895 to 1903; 
Clinical Journal, 1892 to 1900. The volumes are ali in good 
condition. 
A CORRECTION. 

The address of the Registrar of the National University of 
Jreland is 49, Merrion Square, Dablin, C.17, and not as giveD 
in our Educational Number on September Ist (p. 390). 


VACANCIES, 

NortiFications of offices vacant in universities, melical colleges 
and of vacant resident and other appointments at hospitals, wil 
be found at pages 47, 48, 49, 52, 53, and 54 of our advertisement 
columns, and advertisements as to partnerships, assistantships, 
avd locumtenencies at pages 50 and 51. 


A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 155. 
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VOLKMANN’S ISCHAEMIC CONTRACTURE, WITII 
SPECIAL REFERENCE TO TREATMENT.* 


BY 


Srr ROBERT JONES, Br., K.B.E., F.R.C.S., 


Consulting Surgeon, Royal Southern Hospital, Liverpool; Director 
of Orthopaedics, St, Thomas’s Hospital, London, ete. 


I wrote a short paper on Volkmann’s ischaemic palsy in 
1208, basing my conclusions on cases which I had either 
treated or with which I had come in contact. Since then, 
I have met with a sufficiently large number to know that 
enly a small proportion of cases seen are published. This 
is probably due to the fact that there is thought to be 
a stigma attached to the practitioner who is involved in 
the treatment of such a case. One must, of course, recog- 
nize the potential dangers in injuries and fractures about 
the elbow, but it cannot be too emphatically stated 
that despite every precaution ischaemic contractures 
may occur. 

Volkmann, in 1875, described a severe contracture of 
the hand which he ascribed to tight bandaging in the 
treatment of fractures about the elbow, and he said that 
the deformity was due to a contracture myositis, and not 
to a primary nerve pressure palsy. He recognized that 
the condition was very grave and that amputation might 
be needed. In a classical article, which he published in 
1881, he reaffirmed his belief in the iscliaemic origin of 
the affection, which he thought due to deprivation of 
arterial blood and to venous obstruction; consequently, 
the muscle perished from want of oxygen and the pheno- 
menon identical with that of rigor mortis set in. He called 
attention to the important fact that in this condition 
paralysis and contraction occurred simultaneously, whereas 
in primary nerve lesions contractions followed Jater. 
Volkmann submitted that similar contractions have been 
known to follow blood stasis due to compression with an 
Ksmarch bandage, to injuries of large vessels, and from 
exposure to extreme cold. He spoke of forcible extension 
of the fingers as likely to produce fracture of bones and 
tendons. The contributions of Volkmann and Lessa are 
very complete, and have required but little revision or 
addition for fifty years. 

The pathological changes found in the muscles have been 
described by several writers. The consensus of opinion is 
that the essential changes involve degeneration of the 
muscles and an increase of connective tissue in their sub- 
stance. In many portions there is absence of sarcolemma 
nuclei, and but few individual muscle fibres. There is 
round-celled infiltration, showing the presence of inflam- 
matory changes. Transverse striation is absent. Powers, 
describing the findings in his case, says: ‘‘ All superficial 
muscles of the hand are markedly degenerated, pale, 
translucent, brownish-yellow. The muscle pieces removed 
from various areas show a varying amount of connective 
tissue which is fully developed, with few vessels, in every 
Way corresponding to scar tissue. The muscle fibres are 
everywhere degenerated. The fibres are shrunken, of 
wavy outline, and for the most part are devoid of cross 
striation. They are frequently broken in coarse granules. 
In the area where the connective tissue is least advanced 
the muscle fibres are similarly more normal in striation, 
the cross striation being at times intact. The tissue taken 
from the ulnar side shows in general a more advanced 
degeneration.” 

Greenfield, reporting on a case of Bristow’s, concludes: 
‘The whole process seemed to be one of absorption and 


*The opening paper in a discussion in the Section of Orthopaedics at 
the Annual Meeting of the British Medical Association, Cardiff, 1928, 


replacement of dead muscular tissue by fibrous tissue—the 
muscle acting as a non-septic, non-irritating foreign body, 
and being treated as such by the surrounding tissues." 


‘DEFINITIONS AND SYMPTOMS. 

Ischaemic contraction is a deformity found mainly in 
children between 1 and 14 years, the majority between 6 
and 11. It follows injury to the elbow, and is due to 
pressure from within or without, or both. It is usually, 
but not always, accompanied by fracture. In a typical 
case the wrist-joint is palmar flexed, the carpo-metacarpal 
bones are dorsiflexed, the interphalangeals are flexed, tie 
hand is.often pronated, and the elbow-joint flexed. As a 
rule, sensation is normal in the milder case, and the 
electric reactions are unaltered; on flexing the wrist the 
fingers can be straightened. There is a loss of tempera- 
ture in the hand and arm, the skin is blue and sometimes 
blistered, and scars are frequently present. The muscles 
rapidly waste, and become hard and ropy. If the nerves 
are sufficiently involved conduction may be lost, wholly or 
partially. 

-Symptoms may begin in the space of a few hours after 
injury. The fingers become numb and swollen, and possess 
little or no power of voluntary movement. The damage 
is very often completed in forty-eight hours, so ‘that initial 
symptoms are very urgent. This point will be dealt with 
later. Muscular rigidity, and sometimes intense pain, 
come on early, and then the contracture. After some days 
the swelling disappears and the altered muscles become 
hard and resistant. The deformity, if untreated, increases, 
especially the flexion of the fingers due to the further 
contraction of the fibrous muscle, and also to the dis- 
proportional growth of bone. 

There are conditions, however, not often referred to, 
when the ischaemia is mild and sometimes wholly dis- 
appears. I have often seen children who come to me 
many months, sometimes years, after elbow injuries, who 
are unable fully to extend the fingers, and yet they can 
move them with freedom and precision within the range 
permitted. These cases presented no unusual symptoms 
suggestive of ischaemia during the initial treatment. Some- 
times only two or three fingers are affected, suggesting 
a very localized muscular lesion. Their conditior had 
remained stationary, and the defects were not observed by 
the parents for some time after active treatment had ended, 
and were then regarded as the inevitable result of a bad 
fracture. I have met such a condition in an adult who 
told me that he had never been able fully to extend his 
fingers since he had had a fracture of the lower end of 
the humerus when a boy. The contraction only appeared 
when the wrist was dorsiflexed. Such cases, and we can all! 
recall them, point to the likelihood that ischaemia may 
occur to a slight degree much more often than is thought. 
Often we have heard practitioners say that shortly after 
they had applied splints to the elbow the fingers were blue 
and swollen, but improved when pressure was relieved. 

Brooks, in a series of experiments on the etiology of 
ischaemic palsy, found that after the obstruction of an 
artery for several hours, and the subsequent removal of the 
obstruction, the pulse might return in the artery and all 
the major branches, and yet the circulation might not be 
re-established in large areas of tissue. If the arterial 
obstruction lasted for many hours the muscle might become 
wholly or in part necrosed, in spite of the resumption of 
pulsation in all the larger arteries. This pathologics! 
change in the muscles was accompanied by oedema, haemor- 
rhage, and by a slow inflammatory reaction, but there was 
not a rapidly developing fibrosis and contracture of the 
muscles. If the vein was obstructed, the artery being 
preserved, typical ischaemic symptoms followed—haemor- 
rhage, oedema, degeneration, inflammation, fibrosis, and 
contracture. 

These findings support the contention that the haematoma 
found within the limits of the antecubital fossa in supra- 
condylar fractures is capable of producing a venous block, 
quite apart from bony displacement, special position of the 
elbow, or the application of a splint or bandage. 

Jepson directed some interesting experiments upon dogs 
at the Mayo Clinic. In one series he attempted to produce 
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ischaemic contraction by the application of splints, casts, 
and bandages, but found it only possible to bring about 
a very temporary deformity. 

In a second series of experiments a rubber bandage was 
applied above the knee of the right pelvic limb, and left 
on from half an hour to twenty-four hours. The animals 
which wore the constricting bandage for short periods 


developed a clawing deformity, but this only lasted from — 
three to four hours. Where the constriction was main-_ 


tained for twenty-four hours the deformity only lasted for 
three or four days. 

In a final series Jepson operated upon dogs in pairs. In 
one animal a simple ligation of the femoral vein in Hunter’s 
canal was performed. In the second an incision was made 
on the medial side of the right thigh, parallel to, and a 
few inches below, Poupart’s ligament. The incision was 
carried down through the fascia to the muscle, encircling 
more than one-third of the thigh. The extremity operated 
upon was cold and bluish in a few minutes. There was no 
difference in the result of the two operations. The deformity 
simulated the contracture of Volkmann, and was main- 
tained from six to nine days. When these two operations 
were combined the results were practically the same. 

It was concluded that these experiments were insufficient 
—without other factors—to produce a true and persistent 
ischaemia. Accordingly, after the wounds had healed, an 
Esmarch was applied at the site of operation and main- 
tained there from six to twenty-four hours. Even then the 
deformity did not persist in all the cases. The animal 
which wore the bandage longest had a contracted limb 
for a months. The forefoot and distal phalanges 
were flexed, while the proximal phalanges were extended ; 
the leg wasted, and became board-like. Jepson, having 
succeeded in producing a persistent deformity, endeavoured 
to discover a way of minimizing the effects. A dog on which 
the incision and ligation had been performed was selected 
for the experiment. An Esmarch bandage was applied 
above the knee and left on for eight hours. At the end of 
this time there was considerable oedema and disturbed 
circulation. Six hours later the wound was opened and the 
blood and serum evacuated. Rubber drainage tubes were 
placed in the intermuscular space and sutured. The 
swelling began to disappear, and four days later the dog 
was walking normally. The experiment was several times 
repeated, each time with controls, and the results demon- 
strated the important part played by intrinsic pressure in 
the causation of ischaemia. Their clinical bearing will be 
referred to later. 

The work of Brooks and Jepson is a distinct contribution 
to the etiology of the subject. Volkmann’s contractions 
are due to a combination of events, the most important of 
which are obstruction to venous flow, extravasation of blood 
and serum, and swelling of soft structures causing pressure 
on vessels and nerves. 

Our clinical experience then, supported by experiments, 
proves the condition to be due to venous obstruction of an 
acute kind. In my opinion deformity does not occur if 
obstruction is gradual. Out of the number of cases we see 
where the veins are pressed upon by growth, callus, etc.; 
how rarely do we find fixed contraction resulting. I have 
only seen it once, and that was over twenty years ago, 
as a result of an appalling myositis ossificans, while in 
this case there was no proof that the ischaemia did not 
antedate the ossification. Out of scores of cases of myositis 
ossificans about the elbow I have never seen another case 
of Volkmann. The cedema gives us our chief clinical proof 
that the veins more than the arteries are obstructed. 

lt is, therefore, a direct pressure causing an acute 
obstruction which is the chief factor in producing a 
Volkmann. The ischaemia accompanies fracture in about 
80 per cent. of cases. The tissues are bruised. and con- 
siderable effusion of blood and serum may distend the space 
below the fascia and intermuscular planes. This may be 
sufficiently great to give rise to cyanosis of the arm. and 
destruction of the tissue cells, with the formation of 
blisters. Inflammatory products add to the pressure. 

The question of the frequency of peripheral nerve involve- 
ment is an important one. J. J. Thomas, in a careful 
survey of the literature up to 1909, found nerve involye- 


ment in 60 per cent. of the series. Frank Dixon, in 1926, 
reports cases where conduction in the median and ulna 
nerves was interfered with. Eristow reports a case of 
Volkmann where the median was completely divided by a 
sharp projecting end of the diaphysis—the nerve was 
sutured. Platt gives an instance of injury to the median 
at two levels. It was impaled cn a sharp projecting end 
of the diaphysis in a supracondylar fracture, and also com- 
pressed by intramuscular fibrosis as it passed between the 
two heads of the pronator radii teres. Hamilton, in 1850, 
operated on a projecting fragment of bone and found the 
median stretched over the sharp end of the prominence, 
and obtained improvement after correction. Other writers 
have confirmed these experiences. 

Although complete loss of conduction is rare, yet it is 
to be expected that there should be some pressure on 
nerves—disturbance of sensation in the hand can ouly 
occur in this way. The nerves become involved in scar 
tissue as elsewhere, and doubtless influence the course of 
the contractions. 


CiinicaL CONSIDERATIONS. 

It is necessary to fix in our minds that this distressing 
deformity may arise from pressure within the limb or 
pressure from without. It is generally a combination of 
hoth. In view of the penalties which we may have to bear, 
it should be clearly understood that Volkmann’s deformity 
is not necessarily due to tight bandaging. This offers no 
excuse for tight bandaging. Im no circumstances should 
bandaging obstruct the venous circulation in the neigh- 
bourhood of the elbow, for of all regions this is the most 
dangerous. 

An interesting case was reported recently by Kennon. 
He was called to see a young woman whose arm was lying 
on a pillow in extension. The limb was cold, and there 
was no radial pulse. A supracondylar fracture was found 
and easily reduced, and the arm treated in the flexed 
position. A perfect anatomical and functional result 
followed, but the radial pulse had not appeared eight weeks 
later. 

I have seen several instances in which deformity has 
arisen where no bandage has been applied. Many years 
ago, when sailing vessels were common, a man of over 30 
years was brought to me with well-marked ischaemic 
palsy, and a backward displacement of. the elbow, the 
injury having occurred twelve months earlier. He had 
received no treatment, nor had he used a bandage. 1 
have also seen three cases in children with ischaemia of 
various degrees ‘who have worn neither splint nor bandage. 
I have seen two cases, non-traumatic, where tourniquets 
had been forgotten. Im each of these cases there had 
been distinct ischaemia, with contraction of fingers, in 
contradistinction to the flaccid paralysis following direct 
nerve lesions, and they made good recoveries. Ischaemia 
may follow injuries to the forearm where muscles have 
been severed and when haemorrhage has been retained. 
This results in gnuscle fixation to bone and contraction of 
the fingers. Similar and more severe contractions follow 
infections of the forearm. 


Flexion of the elbow has recently been suspected of 
causing ischaemia, and it is well to discuss this point. 
I have always advocated the flexed position of the arm in 
elbow-joint injuries, especially in supracondylar fractures. 
I have, however, always endeavoured to reduce the back- 
ward displacement. of the humerus before flexing. If the 
arm is merely flexed only very partial reduction takes 
place, if any. I first extend the arm, supinating and 
pulling it at the same time. While the thumb is placed 
on the upper fragment, the extended and stretched elbow 
should be flexed. This usually, and without difficulty, 
gives a complete reduction, which can be verified by the 
screen. I believe, although hardly any reference is ever 
made to it except by way of denial, that a sharp, projecting 
upper fragment often adds to the internal venous obstruc- 
tion, just as it puts pressure on the ulnar and median 
nerves. This is what occurred in the unreduced dislocation 
of the elbow to which I have referred, and those of you 
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who have dealt with recent dislocations at the elbow will 
sometimes have met with swollen arm and fingers—sym- 
ptoms which soon disappear when reduction is effected. If 
there should be a lateral displacement of the elbow it must 
be corrected before the arm is flexed. . It is not accurate 
to state that the reduction is as easy if postponed for days. 
It is often quite impossible to effect reduction then except 
by operation. When the arm is flexed it should not be in 
any way forced, and the wrist can be slung under the chin, 
or a little lower. One must recognize the truth of the 
observation of Hey Groves that very acute flexion does 
affect the radial pulse. If the elbow is greatly swollen it 
would be wrong to flex the arm acutely. Whether there be 
swellirng or not it is a mistake, when the elbow is flexed, 
to bandage arm to forearm, or the elbow to the side. It is 
possible to exceed the margin of safety, and of this we 
should be aware. To make a routine of leaving every case 
of dislocated elbow, or fractured epiphysis, unreduced for 
twenty-four hours or for forty-eight hours in order to avoid 
ischaemia is not reasonable. This advice, if followed, would 
not prevent, but add, to the frequency of ischaemia, if only 
from the pressure of bone as in Kennon’s case. By far the 
majority of contractions I have seen have followed the use 
of the internal angular splint. I have met with one case 
which had been treated in full extension with a Thomas 
ring splint, and the bars prevented anything approaching 
circular constriction. That flexion is safe, if intelligently 
done, is suggested by the fact that I have never met with 
an ischaemia in my own practice. The full flexion of 
an elbow in an unreduced fracture may, I repeat, be 


hazardous; it requires force which should never be applied. - 


Indeed, the flexion treatment of fractures about the elbow 
should never require any force in reduction; if the arm 
does not flex easily, it is suggestive of blocking due to 
displaced fragments. If a surgeon cannot satisfy himself 
as to reduction by manipulation, the question of operation 
has to be urgently considered. Limitation to pronation, 
supination, flexion, and extension immediately after 
attempted reduction is suggestive of failure. The treat- 
ment of elbow,fractures by flexion after reduction has so 
many advantages that it must continue to be the position 
of choice. Whatever happens, we must never subject frac- 
tures and displacements about the elbow to plaster-of- 
Paris, splints, or bandages. Prophylactic measures demand, 
therefore, that we should: 


(a) Avoid circular compression. 

(b) Reduce dislocations and displaced bones. 

(c) Avoid all kinds of splints, more especially if there is much 
swelling. 

(d) Use no force in flexing the elbow. 

(e) Critically watch all cases of fracture about the elbow for 
the first few days. The warning symptoms are great pain (not 
always present); stiffening and swelling; cyanosis and lividity of 
the fingers. Ischaemia may result without obliteration of the 
radial pulse, but this symptom is at least evidence of pressure. 
Loss of voluntary movements is a serious omen. 


Wuat Be Done ir HAs STARTED. 

The arm should be released from all restraint which 
involves compression, and should be elevated. Manipula- 
tion of every kind for the further reduction of displace- 
ment should he avoided. Murphy, in 1914, suggested if 
cyanosis continued while the forearm was extended and 
elevated that a subcutaneous division should be made on 
the antero-ulnar side of the forearm. The experiments 
of Jepson, which I have described, supply an argument 


in favour of Murphy’s suggestion. Personally, I have had ° 


no experience of the procedure. If the operation is done 
it should be done early, and rarely later than thirty-six 
hours after the onset. I can find but little evidence of the 
results of this operation to evacuate blood and serum. 
In an editorial note to the thirty-first report of Progress in 
Orthopacdic Surgery, it is stated: ‘Some of us have 
encountered cases in which ischaemic myositis was present 
When the patient was first seen, and before any dressing 
had been applied for the fracture. Contrary to the experi- 
mental evidence, which is in favour of venous congestion 
as the causative factor, the finding in these cases was 
absent radial pulsation, pallor, and coldness of the hand, 


together with inability to move the fingers. The first two 
developed typical ischaemic contractures. In the third 
case multiple incisions were made at the elbow and part of 
the subfascial haematoma evacuated with the result that 
the ischaema disappeared and the hand remained normal.” 


. I agree with the writers that such a case is very encourag- 


ing, and the method deserves further trial. 


Procnosis. 

In my experience the prognosis is always grave, although 
the function of the hand can generally be improved, some- 
times very considerably. I have never met with perfect 
function in any hand where the symptoms of ischaemia 
were pronounced. The prognosis is most grave where: 


(a) The nerve damage is excessive or complete. 

(6) The obstruction t. circulation in the fingers has remained 
pronounced. 

(c) The wrist is fully flexed and the forearm is fixed in extreme 
pronation and there is very limited movement in the elbow-joint. 

(d) Only mass movement occurs in the fingers. 


The prognosis is more favourable: 


(a) When the circulation is good, and nerve involvement is not 
too pronounced. 

(6) When the forearm moves dairly freely on the humerus, 
and some supination is possible. 
~(c) When flexion of the wrist is not extreme, and some 
separate voluntary movements can be obtained in the fingers. 


The prognosis is very favourable where only a slight 
contraction appears in the fingers when the wrist is dorsi- 
flexed. This is the unrecognized group where symptoms 
have only been noticed after the completion of treatment, 
and are even looked upon as mere stiffness. 


TREATMENT. 

We have dealt with the measures to be taken during the 
acute stage—-a stage which lasts for about a week. Usually 
the surgeon sees the case some weeks or months later, when 
the deformities are fully developed. He will then have to 
decide whether his attack should be a mechanical or an 
operative one, or a combination of both. Whatever method 
be adopted, the aim should be to keep the forearm 
supinated. 


Mechanical Treatment. 

The treatment I advocated in 1908 consisted in gradually 
extending, first the fingers, then the metacarpo-phalangeals, 
and then the wrist. As we know, when the wrist is com- 
pletely flexed the contractions of the fingers are all lessened, 
and if they cannot be fully extended this may further 
be brought about by completely flexing the metacarpo- 
phalangeals. When the fingers are straight splints are 
applied to them, and are used to extend the metacarpo- 
phalangeal range. A splint is then applied reaching 
from the finger-tips to the wrist-joint, and full extension 
of the hand is secured. This splint is then used as a lever 
slowly to dorsiflex the wrist, and later a splint is applied 
from the finger-tips to the elbow, in order to maintain 
and gradually to increase dorsiflexion. These splints should 


be taken off every day, or every few days, for physio-. 


therapy. By these methods, which require patience and 
the help of a skilful nurse, the hand improves greatly in 
function, the circulation is better, and the fingers are 
under better voluntary control. All through the years | 
have made this the routine treatment, and I have usually 
only operated to secure supination of the forearm. My 
conservatism needs no apology, for I have sometimes been 
called upon to treat cases which have been submitted to 
operation, and which have improved after this method of 
gradual stretching. If the ischaemia is complete, and no 
muscular fibres remain, it is obvious no functional result 
can be secured, but even then patients are grateful to be 
cured of the clawed fingers, which have a very depressing 
effect upon them. Physiotherapy has an assured position 
in Volkmann’s paralysis, as soon as the acute and painful 
stage is passed. This should consist of radiant heat, con- 
trast bathing, oil stupes, and gentle massage. Electrical 
stimulation of the muscles should also be prescribed, 
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Operation. 


When a nerve is divided it is imperative to operate, even | 


if only sensation results. If I decided to operate upon 
the median or ulnar (the post-interesseous is rarely in- 
valved) I should correct as much of the deformity as possible 
first of all. I shave had so little experience of either the 
shortening of bones or tenoplasty in this condition that 
1 shall be very interested to hear experiences to-day. L 
have only operated on one case by tenoplasty, shortly after 
Littlewood recommended it, and the result was not very 
encouraging. It was an extremely difficult case, and the 
tendons were very adherent. In a case where I removed 
a piece of radius and ulna I was unfortunate enough not 
to obtain wnion. ; 

A comparatively simple method of overcoming the con- 
traction of tendons was referred to by Max Page and 
performed with success by Platt. It consisted of detaching 
the origins of the flexor groups from the regien of the 
internal epicondyle and upper ends ef the radius and ulna. 
I have not had any experience of this operation, but it 
appeals to me as being sound in conception. It is best 
performed where, after a period of graduated stretching, 
a residual contraction remains. In the case I referred to, 
where a Velkmann’s contraction followed an old dislocated 
elbow, I made a free excision of the joint, and the con- 
traction of the fingers wes very much improved. This 
should only be done if the flexers of the elbow are working. 

In cases of tenoplasty the after-care is very important, 
and the patient should be under constant observation. 
The arm should be elevated, the splint being applied to 
the dorsal aspect of the limb. Voluntary movement should 
be encouraged about the tenth day. 

Resection of portions of the radius and ulna was advo- 
cated by Garré in 1895, and has been practised by several 
surgeons. Results are not very encouraging. Tenoplasty 
and bone resection in combination have been reported. 
It is well to warn surgeons who have had no experience 
of tendon work that conjoint operations ef this kind in 
Volkmann contraction are very difficult, and require great 
neatness and patience; in the case of children they may 
be prolonged, and for that reason may be accompanied by 
considerable shock. 

Myotomy and tenotemy are not to be recommended, in 
spite of reports which have been published. The most 
that can be said in their favour is that they may shorten 
the time necessary to correct flexion. I would emphasize 
that the success or failure of any treatment depends on 
the condition of the muscle fibres and the nerve involve- 
ment. If the muscles have been transformed into fibrous 
tissue no functional result is possible, and the most that 


can be expected is an improvement in appearance. All | 
| certain waves, as by means of screens. 

Where contraction of tendons and fixation of the fore- | 
arm in pronation, together with very limited flexion, is 
found, 1 think a free excision of the eibow-joint, to which | 
{ have already alluded, may be indicated. If, in addition — 
to this, the flexor muscle attachments to radius and ulna | 


statements to the contrary should be doubted. 


are detached improvement might be hopefully expected. 
Before any operation on bone is performed the treatment 
would be facilitated by obtaining as much correction as 
possible by gradual stretching. 

It is perhaps encouraging to know that I have scen 
several old cases—some of which have been well. treated 
and others badly—years after all treatment has ended, 
and the patients have told me that their fingers are more 
pliable and their hands much more useful than they were. 
The circulation always improves as the months and years 
pass, and, unless the destruction of the muscles, or the 
paralysis, is complete, time is always a favourable factor. 

My advice to young surgeons and practitioners who 
meet with fractures about the elbow is that they must 
insist upon obtaining an a-ray photograph. If the parents 
refuse, the refusal should be made in writing. The parents 
should be told that two serious conditions are apt to 
follow injuries to the elbow. One is the condition we are 
now discussing, and which often comes in the first few 
hours, and the other is myositis ossificans, which is not 
likely to follow in Jess than three or four weeks. My 
further advice is that they should join the Medical Defence 


Union, for the law may be invoked whatever we may do. 


ULTRA-VIOLET RAYS AND THE GENERAL 
PUBLIC.*. 
BY 


W. DIXON, M.A., M.D., F.R.S. 
(Pharmacological Laboratory, University of Cambridge.) 


Tue Nature oF Rapiarion, 

ALL matter of the material universe is built of atoms. The 
atoms are composed of electric units, positive and negative ; 
the various chemical atoms differ from one another only in 
the number and arrangement of these electric particles. 
But matter is always associated with a third thing—namely, 
radiation. Radiation is described as consisting of waves 
in an all-pervading medium, the ether, which is respon- 
sible for gravitation, electric attraction, and cohesion ; it is 
the connecting link between matter and ether, and is the 
process by which energy is propagated through space. 

Radiation is due to sudden changes or rearrangements 
in the movements of the constituent electric units of the 
atom. Any vigorous treatment of an atom may cause new 
radiations. If electric particles are thrown on to a surface 
in a vacuum tube radiation occurs, and the so-called 
x rays are produced. The nature of the ultimate constitu- 
tion of matter has been determined entirely by a study of 
these radiations, which are emitted by all substances above 
absolute zero. 

There is another kind of radiation which is emitted by 
radio-active substances. Radium salts emit not only ether 
radiations, but electrical particles also. These particles 
(alpha rays) are expelled at a velocity of 10,000 miles per 
second, and possess so much energy than when they strike 
a zine sulphide crystal a flash is seen. 

The different radiations can be separated in several ways. 
A very few of them are appreciated by the retina; and 
small differences in wave-length or frequency of vibratien 
are responsible for the appreciation of colour. 

When radiations pass through a partly transparent 
object such as a glass prism, the direction of their move- 
ment is changed; they become bent in different degrees, 
according to the various wave-lengths, and can thus be 
sorted. This is termed a spectrum. All these waves affect 
one or other chemical substance and can therefore be 
photographed. If all kinds of rays are present, as in sun- 
shine, the spectrum is continuous; if some are missing the 
spectrum shows bright lines, and if a continuous spectrum 
is passed through a substance which abserbs certain rays 
the ultimate spectrum will exhibit dark lines (absorption 
spectrum). Other methods may be used to separate out 


Animal life has developed and adapted itself to existing 
conditions—to the plant life which preceded rt and on which 
it was dependent for food, to the atmosphere, and to the 
radiations around. Its food was composed of whatever 
constitutents Were available from plants—such as sugars, 
proteins, fats, and vitamins; and its radiations by those 
furnished by the sun and temperature of the environment. 
Being developed according to these environmental condi- 
tions, the conditions became essential for individual well- 
being. 

The later phases of science have enabled us to analyse 
these conditions and to modify the foods and radiations 
which normaliy obtain. It may be that all this is to the 
good, that as man congregated in herds, he changed the 
conditions under which he had developed—as, for example, 


if he lived in confined areas and ate preserved foods which 


had lost some of their fundamental properties. This may 
not be unconnected with the modern craze for vitamins 
and radiations. Moreover, there is evidence to suggest 
that these modifications of foods, and unnatural radiation 
confmed to a very limited wave-length, may exert an 
unfavourable action in certain cases. 

The range of electro-magnetic waves extends, so far as 
they have been mapped, through sixty-two octaves. Visible 
sun rays occupy only one octave, and all move at a uniform 
and of the Annual Mecting of the British Medical 


Association, Cardiff, 1928. 
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velocity of 30,000 million centimetres per second. Beyond 
the violet rays of visible light are five octaves of ultra- 
violet rays becoming progressively shorter in wave-length; 
solar radiation contains a few of these, something less than 
an octave. On the other side of the solar spectrum are the 
infra-red waves, about seven octaves, of which solar radia- 
tion contains three or four, 

Sun rays have been used in the treatment of disease for 
long ages, but during the last thirty years precise observa- 
tions have been made of their action in disease. The proof 
is complete that they exert a curative effect in cases of 
surgical tuberculosis, rickets, and in some cases of nerve 
disease, anaemia, and skin disease. Atmospheric condi- 
tions alter the action of sunshine to some extent. Thus 
the presence of water vapour acts in much the same way 
as a fire screen, which lets us see the fire, but cuts out 
the heat. The atmosphere tends to absorb the short wave 
ultra-violet rays, so that these are likely to be more 
plentiful in mountainous districts than at sea-level. 
The morning and evening sunlight are not so useful as 
that at midday, since the rays have to travel through a 
greater thickness of atmosphere. Nevertheless, light treat- 
ment may be practised almost anywhere. Swiss doctors 
assert that mountainous districts give the best results on 
account of the atmosphere being clean and dry and the 
rays more intense in chemical properties and ultra-violet. 
On the other hand, doctors in the lowlands claim beneficial 
results almost, if not quite, as good as those in the Alpine 
institutions—for example, im the neighbourhood of Berlin. 


It is still a matter of dispute which rays are responsible _ 


for the beneficial action and how they act, 


Curative Rays. 

It is generally believed that it is the violet and longer 
ultra-violet rays that are most important, because these are 
especially prevalent in the sunshine of mountainous dis- 
tricts and near the sea, where they become refracted and 
reflected by the sand and water. If the short ultra-violet 
rays were the most important, then the mereury vapour 
lamp, in which they are very rich, ought to be the most 
effective treatment. Rollier, the pioneer of sunshine treat- 
ment, regards the light waves as the most important, and 
abundant pigmentation as a sign that the patient is deriving 
benefit. Others hold the wiew that the value of helio- 
therapy is the direct effect of the power of the rays to 
produce redness of the skin. 

All skin contains a substance called ergosterol; when this 
is acted on by ultra-violet rays it is changed chemically, 
and the changed substance acts as a preventive to, and cure 
for, rickets Se that in this particular instance ultra- 
violet is all-important. Regarding general benefit, how- 
ever, all we know for certain is that sunshine exerts a 
curative action in certaim diseases, and that this is not 
due to the action on the diseased part directly, but to an 
action on the skin, and only indirectly on the disease. 
When ultra-violet rays are employed in treatment wave- 
lengths are used some of which are foreign to sunshine. 
Sunshine contains some of the longer ultra-violet rays, but 
the shorter and physiologically more active are lacking. 

Ultra-violet rays are generated by special plants designed 
for the purpose. These substitutes for the sun are the 
mercury arc in quartz and. the carbon are burning carbons 
with mixtures of rare earths. The radiations from these 
sources produce good effects in certain diseases, and these 
are generally ascribed to the ultra-violet rays, though this 
has only been proved in a few instances like rickets. The 
spectral distribution of these lamps varies greatly. Sun- 
light at sea-level contains less than 2 per cent. ultra-violet 
rays, but in a water-cooled mercury vapour lamp the ultra- 
Violet rays may rise to nearly 50 per cent. Moreover, the 
Spectral quality of this ultra-violet light is different from 
that of the sun, in that it contains a large proportion of the 
Very short waves. 

The carbon are, the iron are, the tungsten are, and the 
mercury vapour lamp all radiate an appreciable amount of 
chemically active light. But the carbon are is the only 
source which produces a continuous spectrum like sunshine 
and irradiates all kinds of light from infra-red to ultra- 
violet. The others show a discontinuous spectrum, only 
@ selection of waves being emitted. The carbon arc light 


is not only the best substitute for sunshine on technical 
grounds, but it gives the best results in the treatment of 
patients. 

Action or Lieut. 

The skin acts as a partial screen to the different wave- 
lengths of light. Luminous rays can pass through several 
centimetres of the body, but ultra-violet rays penetrate 
much less, and all but the very longest are absorbed by 
the epidermis. The infra-red waves also have little power 
of penetration. Within this area of the spectrum penetra- 
tion varies wéth the wave-length, being greatest with the 
red waves of light and least with the short ultra-violet rays. 
Ultra-violet light, therefore, cannot have a direct action 
on deeper tissues. 

Sunlight, ultra-violet rays, and infra-red rays all cause 
the skin to turn red at first, and, if the dose is repeated 
or prolonged, to become pigmented later. If the skin of 
a man is exposed to a powerful carbon arc the irritant 
effect, as shown by redness, can be largely sereened off by 
ordinary glass; light passes through glass, but ultra-violet 
rays are held back. On the other hand, a plate of quartz 
glass through which ultra-violet rays pass has no influence 
im limiting the inflammatory reaction, which may remain 
for several days and be followed by peeling and pigmenta- 
tion. . Ultra-vielet rays ar@ largely responsible for the 
inflammatory reaction, although sunshine is more effective 
in influencing the extent and duration of pigmentation. 
Pigmentation from lamps is more superficial and transient 
than that produced by sunshine; it is a natural protec- 
tion against the treatment, and we do not yet know 
whether its production is an advantage or a disadvantage 
to the patient. 

Apart from its action on the skin, ultra-violet radiation 
gives a feeling of well-being and vigour. Many other 
effects on metabolism have been ascribed to ultra-violet 
rays. I believe that most of these are not specific, and 
can be obtained just as well with, say, a mustard plaster. 


SENSITIVENESS. 

The skins of patients differ in their reactions towards 
light as well as to certam skin poisons like the mustard 
gas of chemical warfare; some skins react excessively 
to a trifling dose, and others are uninfluenced by large 
doses. The skin may be compared with a photographic 
plate. Normally only the visible blue waves affect the 
gelatin silver. If the plate is treated with a dye stuff 
such as rose bengal it is sensitized, and the green waves 
also act upon the plate; and if it is treated with diethyl 
methyl isocyanide the plate becomes sensitive to the whole 
visible spectrum. 

Ergosterol in the skin is activated by ultra-violet rays 
and acquires an anti-rickets property. Ergosterol in food 
is activated only by the ultra-violet rays and not by sun- 
shine; but by adding sensitizers to the food the same thing 
happens as with the photographic plate, and ordinary 
sunshine will now activate the ergosterol. 

The variations in the response of the skin to light are 
probably due to the presence of a sensitizer, and in some 
people with a supersensitive skin we even know its nature. 
But quite apart from this natural sensitiveness, the econ- 
dition can be aequired. The application of powerfal ultra- 
violet rays alters the protems of the skin; these abnormal 
proteins are absorbed, and an allergic condition arises in 
which the skin becomes intolerant to light. The condition 
is strictly analogous to the worker with mustard gas: 
sooner or later all these people become allergic, so that 
a trace of the gas in the atmosphere causes skin inflamma- 
tion. The importance of a correct dose cannot be over- 
exaggerated, since burns may lead to light allergy. 


Insurtovus Errxcts. 
It is sometimes thought that ultra-violet radiations are 
beneficial for almost any condition and that they can do no 
harm. Much of the literatere im the advertisements on 


lamps leaves the impression that they are a panacea for ~ 


all disease. In reality very many patients are not 
benefited by this treatment, and some may suffer injury. 
Take one example: it has been shown that no comparative 
diminution in the incidence of respiratory infections was 


noted in a series of infants treated during the winter for ~ 


ast 


OcT. 13, 1928] 

| 

| = 

2 
| 

| 

| 

1 
| 
| 
| 

, 
| 


ULTRA-VIOLET LIGHT AND THE PUBLIO. 


644 Oct. 13, 1928] 


a period of three months by the radiation of the carbon 
are light. Growth during the first six weeks was greater 
in the irradiated than in the non-irradiated group of 
infants; but during the second six weeks the growth was 
less among the irradiated infants. Similar results were 
obtained using the mercury vapour lamp. . 

Injurious effects of sunshine are uncommon except perhaps 
when it is reflected from snow or water; here it may 
cause inflammatory burns or even blindness, The radia- 
tions from ultra-violet lamps, which emit rays of shorter 
wave-length than those found in the solar sp@ctrum, when 
applied to the skin are so foreign to the body as to be 
comparable with the administration of a poisonous drug; 
either may be beneficial in a suitable subject, but harmful 
in an unsuitable. 

A common effect of slight overdosing is sleeplessness, 
restlessness, lassitude, loss of weight, and nausea. 
Resistance to bacterial infection is said to be lowered by 
treating too large a surface. The most obvious ill effects 
are in the nature of burns; the skin becomes hot, red, 
swollen, and inflamed. In the sensitive these may extend 
beyond the region exposed. After more intensive radia- 
tion purulent exudation may occur. Repeated applica- 
tions have resulted in chronic lesions, a pre-cancerous form 
of dermatitis. It should be fnderstood that there is no 
difference between a sunburn, an ultra-violet burn, and a 
scald. The skin effects are often associated with severe 
pains in the eyes and headaches, sometimes lasting for 
weeks, 

The eye is readily affected by strong radiations from 
arc lamps, molten glass, or light reflected from snow or ice ; 
inflammation of the conjunctiva and cornea result, and the 
lens, and even the retina, may be affected. Ultra-violet 
rays coagulate protein, and cataract is a coagulation of 
the proteins of the lens; improper irradiation may cer- 
tainly induce this condition. In a recent letter in the 
British Medical Journal a doctor writes that as a result 
of an unqualified person’s light treatment on a patient of 
his, who had a slowly maturing cataract, the patient’s 
vision was reduced in both eyes to perception and projec- 
tion of light only. Some authorities regard ultra-violet 
light as the principal factor in the cause of senile cataract ; 
glass-blower’s cataract is the result of continuous illumina- 
tion in which the whole of the spectrum is probably con- 
cerned. These effects on the eye can, of course, ‘be 
obviated by wearing goggles, though this preventive is 
sometimes neglected, as is shown by a report in the South 
Wales News for June 14th last of a case in the Cardiff 
County Court, in which a woman was awarded £50 
damages in an undefended case against the Cardiff Sunray 
Clinic. The plaintiff said that she had to face strong rays 
of light from a lamp and that no goggles were given to her 
until she had faced the light for two and a half to three 
minutes. 

Physicians are generally agreed that radiation by ultra- 
violet light is contraindicated in highly nervous and 
neurotic people; they suffer what is called a grave ‘“ psychic 
reaction,’”? and the treatment does harm. Great caution 
is necessary in all forms of pulmonary consumption and 
in other quiescent inflammatory conditions, such as ap- 
pendicitis. In old people with rigid arteries, in all forms 
of kidney disease, and in some forms of heart disease the 
patient is made worse. Eczemas and some other skin 
diseases are often aggravated by the treatment. It may 
be that contraindications appear only after the first treat- 
ment. The daily press reported recently an inquest on a 
woman of 47 who died after ultra-violet ray treatment. 
She had severe burns on her back and legs, and duodenal 
ulcer followed. The doctor said that he had come to the 
conclusion that death was due to ulceration consequent 
upon burns set up by a sun-ray apparatus. 

Careful examination is therefore necessary prior to treat- 
ment if we wish to be sure that ill effects will not follow 
I believe that the expert can determine the necessary 
dosage for his patient without the risk of harmful general 
or local effects. 

Most of the leading authorities on radiology have pointed 
out the dangers which may follow the improper use of 
ultra-violet lamps. Many of the lamps emit rays to which 
man has never before been exposed. The evidence of the 


harm they may do is overwhelming. Few of us would dare 
to have a prescription containing poisons dispensed by an 
untrained person, but the dispensers of rays are uncon- 
trolled, unregistered, and may be unqualified. 

It is obviously right that the public should be given 
such information as will enable them to distinguish 
between those who have been properly educated to dis- 
pense rays and others. At the present time all kinds of 
rays are used by charlatans ‘in Europe and America to 
impose on the public. Barbers employ them, especially for 
their lady clients. Beauty institutions have set up baths 
of blue rays, which are generally harmless frauds, though 
ultra-violet light has been used. Sun-ray institutes are 
becoming the fashion, and the public is buying machines 
and indulging in self-treatment. 

Some countries have already taken action. The superior 
Council of Public Hygiene of France, consulted by the 
Minister of Works and Hygiene, has declared as follows: 
‘That given the serious accidents which may result from 
the use of ultra-violet irradiations handled by incompetent 
persons, it is necessary, in the interest of public health, to 
confine the use of these procedures to hospital services 
and to authorize their application only by specialist 
physicians.”? In the United States the Council of Physical 
Therapy has reported on the dangers to the public of 
self-treatment by the sale of generators of ultra-violet 
energy. It points out that those not familiar with the 
possibilities of such apparatus place undue confidence in the 
advertising literature; unsuitable cases are treated or cases 
not amenable to treatment. The council regards such 
sales to the public as detrimental to the public welfare and 
an encouragement for the sale of worthless generators, 
since the public has no means of determining the quality of 
radiant energy. 

I have endeavoured to show that treatment by radiation 
may be either beneficial or harmful; that its employment 
by unskilled people may cause serious ill effects to the 
patient, and IT suggest that the time has come when some 
sort of protection must be extended to the public. 


ULTRA-VIOLET LIGHT AND THE PUBLIC.* 
BY 
Cc. B. HEALD, C.B.E., M.D.Cams., M.R.C.P.Lonp., 
Physician to the Electro-therapeutic Department, Royal Free 


Hospital; Consultant in Electro-therapeutics, Royal 
Air Force Medical Service. 


Proressor Dixon has put before you, with the clarity that 
has helped to make him one of the most popular lecturers 
in Cambridge, the position of ultra-violet light treatment 
as it is to-day. It was the extraordinary value of this form 
of treatment when properly employed, and the potent 
dangers associated with ignorant use, that led the British 
Medical Association to form a special subcommittee. This 
subcommittee was charged with the duty of considering 
how best tlie uses might be safeguarded and the abuses 
abolished. 

The report of this subcommittee was considered in turn 
by the Science Committee and by the Council of the 
Association, who formulated a recommendation for presenta- 
tion to the Representative Body. The final form of this 


recommendation as passed by the Representative Body is 


as follows: 

‘* That in view of the risks to the public involved in the 
use of electricity and radiation as methods of treatment by 
untrained and unqualified persons it is to be desired (1) 
that suitable courses of training should be organized under 
medical direction for persons who wish to administer this 
form of treatment ; (2) that persons who have satisfactorily 
followed such a course should be entitled to have their 


names entered on an approved Roll; (3) that one of the “ 


conditions attached to admission to, and maintenance on, 
the approved Roll should be abstention from the treatment 
of any patient except on the responsibility and under the 
general supervision of a registered medical practitioner; 
and (4) that patients who require electrical or radiation 
treatment should be referred only to those persons whose 
names are on the approved Rol!.”” 


*Read in a discussion in the Section of Radiology and Physio 
therapeutics of the Annual Meeting of the British Medical Association, 
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Harm By Exvecrrican TREATMENTS. 
The first question of all in considering the subject is 
Can electrical ‘treatments do harm? ‘There is ample 
evidence that they can. 


1. Electric Current. 
Electricity in its simplest form—that is, plain electrical 
shock—can kill or permanently injure in much lower 
voltages than those in general therapeutic use. The litera- 


ture contains innumerable instances of death resulting ° 
from currents of 110 volts and under, especially when the 


resistance of the subject was lowered by moisture. This in 
itself constitutes a formidable danger when electric currents 
are being hamilled by relatively ignorant and irresponsible 
persons. The direct current, one modification of which is 
known as ionization, is in common use in “ therapeutic ”’ 
establishments, and a number of fatalities have occurred 
where insulation has broken down or where the apparatus, 
as connected to the existing mains, has been a permanent 
and potent source of danger. 

The alternating or sinusoidal current and its modifica- 
tions have caused- many fatal accidents, usually when 
administered in the region of a debilitated heart. I may 
illustrate my point by reference to a recent curious fatality. 
The majority here will doubtless remember the death of a 
lady who had a pair of wireless head-phones on, and reached 
up to turn off a hand-lamp. It eame out in the evidence 
that minor shocks had been received from the hand-lamp 
on previous oecasions; also that this was known to at least 
one member of the household who was in the habit of 
administering electrical treatments. Training such as is 
recommended by the Representative Body would have made 
a fatality of this nature in that particular household 
impossible. 

2. X Rays. 

} am not going to spend your time by describing to you 
in detail the dangers of ignorant applications of radium 
and w rays. They are far too well known. Sir Humphry 
Rolleston has treated the subject fully in the Mackenzie 
Davidson Lecture of 1927.!. The literature abounds in 
references to mjuries resulting from even the most skilled 
and cautious applications of radium and x rays. Dr. Heinz 
Lossen,*? in analysing 183 cases ef injury from z rays, found 
that an appalling proportion were due to carelessness and 
ignorance. Of six plain electrical accidents, two were 
caused by carelessness and three by ignorance. Twenty- 
cight patients were burnt under treatment, even though 
the technique was applied correctly, but of seventy-one 
burns infhieted by incorrect technique, twenty-two were due 
to careless and thirty-three to ignorant handling of the 
apparatus. Forty patients were burnt under diagnostic 
examination, ten through carelessness and twenty-eight 
through ignorance. These figures cover only the work of 
qualified persons; they offer a foundation for speculating 
on the results of an investigation inte the use of x rays 
by the unqualified. 

This state of affairs has led to the institution of special 
courses and diplomas in radiology and electro-therapeutics 
for medieal men; and already in many hospitals the holding 
of such a diploma is a necessary qualification for the 
appointment of radiologist. 


3. Ultra-vielet Light. 

An argument sometimes advanced is: ‘‘ Control z rays, 
radium, and obviously dangerous things like that if you 
like, but surely no one can do much harm with an ultra- 
violet lamp. At the worst, all that ean happen is an 
uncomfortable sunburn.’’ That idea I most strongly 
condemn. 

Professor Dixon has showr you the dangers of- ultra- 
violet radiation, and public interest demands imperatively 
that it should only be used by trained and experienced 
persons. Professor Dixon and I have examined the 


evidence of damage by ultra-violet light treatment from 
the contributions of many writers, and our astonishment in 
surveying the bibliography is that legislative action should 
not already have been taken in all civilized countries. 

Of the list of ailments that have been adversely affected 
by ultra-violet light treatment let me only mention three: 
quiescent phthisis, chronic nephritis, and arterio-selerosis. 


These alone should be sufficient to warn off the unqualified 
therapist. How is he to determine the presence of quies- 
cent phthisis, chronic nephritis, or arterio-sclerosis? Many 
of the contraindications to ultra-violet light treatment are 
such that the fully qualified doctor finds it hard at times 
to be certain of their presence. There is not the least hope 
of the unqualified detecting them before damage is done, 
and yet the attitude of the Ministry of Health is hardly 
favourable to restrictive legislation, or is one that requires 
further convincing. The Minister of Health, on May 17th, 
1926, in answering a question by Colonel Day calling for 


| control of unskilled treatments, said : 


“*T have not received any evidence of injury resulting from the 
use of ultra-violet rays by unqualified persons, but if the honourable 
member is aware of any specific cases in which such injury has 
arisen I should be glad if he would furnish me with particulars 
with a view to further inquiry.” 


4. Diathermy, etc. 

May I for a moment remind you also that infra-red 
rays are not free from difficulties and dangers when 
improperly employed? A medical man reported im the 
British Medical Journal (1927, ii, p. 1118) that he had 
suffered from agonizing pain and syncope with prolonged 
weakness and loss of sensation after the application of 
radiant heat to the left leg for twenty minutes at 12 in. 

Diathermy, generally considered to be merely a means 
of heat, is actually a radiation treatment of the tissues 
manifesting itself as heat after the waves have been 
absorbed and degraded into heat waves. The dangers of 
the use of this current are primarily those of technique, 
causing severe chronic burns, while shock from the primary 
transformer is also not unknown. A man who was having 
his chilblains treated was suffering, unknown to the 
operator, from syringomyelia, which rendered his fingers 
anaesthetic. The result of his treatment was severe bhister- 
ing and ulceration. This is a condition which no un- 
qualified therapist can be expected to recognize. 


Tue Cask ror a Rott. 

Innumerable examples might be cited, but without 
further elaboration it is clear that the whole field of medical 
electricity has possibilities of causing temporary or perma- 
nent injury, of adversely affecting diseased conditions, and 
even of causing death. The evidence for the dangers is 
overwhelming, and it is obviously a matter of vital public 
importance to take the most effective means of preventing 
them. The words of Sir Alfred Mond, when introducing 
the Dentists Act, 1921, in the House of Commons, apply 
most aptly to the present position of the so-called 
‘‘ medical”’ electrician. He said: 

‘It is by mere accident that a large, uncontrolled, unregistered, 
unqualified service has been allowed to work in this country, 
and that one of the most difficult and important operations on the 
human being has been allowed to be practised by anybody who 
sets himself up, without any knowledge of any kind, and that the 
public have been entirely unprotected against this kind of thing. 
We are now . . . endeavouring to bring [dentistry] up to a higher 
standard.” 

As John Burns said in the discussion in the House on 
the Midwives Act, 1902: 

“Tf it is necessary to register doctors, to educate them and to 
exalt the standard of their qualifications, then surely nurses and 
midwives ought to be highly trained and registered.” 

To his ‘‘ dectors”’ we can add today “ midwives and 
dental surgeons.”” Then why not electro-therapists? 


Analogy with Chemists. 

I hear of many patients each year who have been sent 
by their practitioners te unqualified persons for electrical 
treatment, without any attempt to control or to specify 
this treatment. This sort of thing is more or less tanta- 
mount to a doctor saying to a patient, ‘‘ Go to the chemist 
and get something for your headache,’’ but it is distinctly 
worse than that, for to-day and for over a century in 
England we have taken our prescriptions to any dispensing 
chemist with a tranquil mind. We have no doubt that he 
will accurately compound that prescription for safe admin- 
istration to ourselves. We have equally no doubt that on 
his shelves lies enough of the very remedy we are going 
to take with benefit to kill us many times over. Our 
reason for going so trustingly to the cheraist is that ever 
since 1815 chemists have beem a trained and registered 
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class. Before the Apothecaries Act, overdosing or harmiul 
compounding was not infrequent. Just as morphine in 
small doses may save a life, and in larger doses take it 
away, so suitable doses of electrical rays and currents 
may save, while unsuitable doses may harm or kill. Just, 
therefore, as in 1815 the public demanded protection from 
the untrustworthy chemist, so now should they demand 
assurances that those who are exposing their delicate body 
mechanisms to currents and rays of electricity shall have 
had adequate training and experience. 

As Sir William Priestley said in the British Medical 
Journal in 1896 (ii, p. 1121): 

“In England the principles of liberty are carried so far that 
men insist on their right to employ quacks if they choose, and on 


being treated medically, even to their own hurt, if it so pleases 
them. The only possible limitation is to insist that the public 


shall beable to distinguish between those who have been. 
educated and registered and those who have not, and to impose 
eee on those who. pretend to be registered when they are, 
not so.” 


the Medical Acts of 1858 
and the Dentists Act of 1878. 
__ The formation of a roll or register of persons regarded |. 


On this principle were founded’ 


by a competent authority as suitably qualified to administer 


medical electricity would enable those of the public who 
cared for their own safety to be'sure of their therapist. | 


It would also be of great value to doctors, who would thus 


‘be able’ to select a suitable assistant to whom to send their 


cases. The duly qualified among the medical electricians 
would welcome it, if for no other reason than that it would 
protect them from the unfair competition, backed by 


-advertisement, of those who have spent neither time nor 
“money in acquiring skill and experience, and who are not 


bound by any ethical rule of modesty or truthfulness. The 
advancement of knowledge and scientific research would be 
forwarded by any central body whose ‘duty it was to 


“examine and certificate workers in this field; and, indeed, 
‘permanent and continuous research is impossible without . 


some strong co-ordinated body of intelligent workers. 


The difficulties and the needs have already been recog- | 


nized hy three associations—the Institute of Radiology, the 
Chartered Society of Massage and Medical Gymnastics, 


and the Institute of Blind Masseurs. These all provide’ 


‘suitable courses of instruction, and impose safeguards and 
ethical standards. These organized bodies are already 
available, and have only to be provided with the necessary 
public support and legislation to make their existing 
registers into one authoritative whole, with the prestige 
and power of the law behind them. Unsupported they can 
do comparatively little. The patterns for such a register 


are obviously those of the Central Midwives Board and the. 


Dental Board. 
The Penal Clause. 

Distinct from, but closely linked with, the formation of a 
register is the difficult question of a penal clause—that is 
to say, legislation forbidding the unrégistered to engage in 
these particular forms of practice. This was very acutely 
debated in the House of Commons on the occasion of the 
passing of the Midwives Act, 1902. As Mr. Heywood 
Johnstone pointed out, with the sole exception of the 
Apothecaries Act, 1815, the current of legislative autho- 
rity had up to that time been against penalizing the un- 
qualified practitioner. The Medical Act, as we all know 
provided -a register, ethical supervision, and adequate 
standard of education, The Dentists Act of 1878 did the 
same thing for dentists, laying down that an unregistered 
person should not be allowed to use the title of “dentist 
or any title implying that he was specially qualified for 
dentistry. The words “specially qualified” led to a 
number of cases in court, until finally the decision of the 
House of Lords in Bellerby v. Heyworth established that 
the words imported a professional qualification entitling 
to registration, and not merely skill or competence. This 
decision was the charter of the unqualified dentist and 
there grew up in consequence a situation in the realm of 
dentistry which bears a striking resemblance to that in the 
realm of electrotherapy to-day. The result was the estab- 
lishment in 1920 of a Departmental Committee to “ investi- 
gate the extent and gravity of the evils connected with the 


' practice of dentistry and dental surgery by persons not 


qualified under the Dentists Act, 1878.” That committee 
sat for twenty-seven days and examined twenty-seven 


witnesses, producing a voluminous body of evidence. It 
then spoke with no uncertain voice. 
‘“‘ There are a large number of unregistered practitioners of 


indifferent general education who have set up without any. 


training or instruction whatsoever. By means of specious 
advertising and personal canvassing, they ply their calling to 
the danger of the public, but with very lucrative results to 
themselves. The evidence is conclusive that it is the least 
reputable section of unregistered practitioner that has increased 
most, and tends to increase. This constitutes a menace alike 
to the public health, the registered dental profession, and 
the more reputable unregistered practitioners. . . . Under the 
existing law any person, however ignorant, unskilled, untrained, 
can practise dentistry and inform the public by advertisement 
and otherwise that he practises. The only protection the public 
has is an action for damages in case of injury or the fear of 
a possible prosecution for manslaughter in the case of death. 
The persons who have taken up the calling comprise a body 


of men representing every degree of skill, from the totally © 


uneducated unskilled man to the highly qualified practitioner. 


. . . It is impracticable for the general public to know whether . 


they are to be treated by properly qualified persons or not.” 
Every word of this might stand as a description of the 

position to-day in medical electricity. Yet this was the 

state of. affairs forty-two years after the establishment of 


_a register supervised by the General Medical Council, but 


unsupported by any penal clause. It is impossible to avoid 
the conclusion that valuable time might be saved and 
terrible damage averted if we took to heart from the 
start the lesson of the Departmental Committee’s findings. 
Unhesitatingly—forty-two years too late—they reported: . 

‘““ We have considered most carefully the different representa- 


tions which have been made to us, and are of opinion that, in. 


the interests.of- the public, dental practice by unqualified 
persons should be prohibited under penalty, and that nothing 
short of this is likely to prove efficient. We are further of 
opinion that the most satisfactory way of distinguishing a 
qualified from an unqualified person is by the formation of 
a register of qualified persons. Unqualified persons should 
not be permitted to hold themselves out as willing to practise 
‘dentistry or perform dental operations.” 

The opponents of the penal clause in the Midwives Act 
held that it would be contrary to the general principles 
of English justice, that it would create a new offence, and 
that it would constitute a monopoly. Those in favour of 
the penal clause pointed out (see Hansard, vols. 103 and 
109) that the omission of that-clause would make the bill 
inoperative, futile, and to a certain extent mischievous, 
that it was a matter of common knowledge that there were 
a considerable number of unqualified women who con- 
stituted a serious danger to the public, and that a pill 
which did not suppress the evils out of which the movement 
for registration had grown would only result in the 
increase ‘of the irregular, incompetent, and dangerous 
practitioner. 

Sir John Tuke argued that it did not create a new 
offence, but merely extended an existing principle of law 
to a dangerous class-of people, and that the principle 
had already, been applied to chemists, solic‘tors, and 
auctioneers, ‘with the object of excluding undesirable 
persons. Mr. Griffith Boscawen maintained that unless 
the ignorant persons from whom dangers arose were pro- 
hibited from practising in the future, the worse class 
would go on as before, and a great deal more harm than 

ood would be done by the establishment of a revister. 
The Medical Register, as Sir W. Foster pointed out, had 
not stopped the unqualified practitioner, nor had it caused 
the public to seek advice exclusively or even increasingly 
from bonesetters and quacks. In the end the penal clause 
was inserted in the bill. 

When to these views is added the actual experience of 
the working of the Dentists Act, with and without a penal 
clause, the argument seems unanswerable. 


SumMMaRy. 

If the unqualified, unregistered chemist, dentist, and 
midwife is to be forbidden. by law, then the unqualified 
electrotherapist, who certainly handles therapeutic 
measures as dangerous as those of any chemist’s shop, 
and performs operations as delicate and difficult -s those 
of any midwife or dentist, ought to be put in the same 


sition, 


RFFERENCES. 
1 British Medical Journal, 1927, ii, p. 9. * Acta Radiologica, 1£27, viii, 345. , 
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THE DIAGNOSIS AND TREATMENT OF 
STERILITY.* 
BY 


ARTHUR E. GILES, M.D., B.Sc.Lonp., 
F.R.C.S.Ed,, M.R.C.P.Lond., 
Consulting Surgeon to the Chelsea Hospital for Women, 2 


Tur subject of sterility is too often thought of as one that 
concerns only the woman partner. The man is, in fact, at 
fault in a large proportion of cases. This aspect is to be 
dealt with in a later paper, so I need not enlarge upon it. 


I. Dracnosts. 

The correct diagnosis of sterility in women depends on 
a thorough and systematic investigation of the anatomical 
and physiological features that affect the transit of 
spermatozoa from the vagina to the Fallopian tube, the 
possibility of fertilization of the ovum, and the transit of 
the odsperm, or fertilized ovum, from the ovary to the 
uterus. The most rational investigation will be in the 
following order. 


1. The General and Sexual Development of the Woman. 

The general appearance and the development of the 
breasts and. pubic hair will give indications as to sexual 
maturity. In order that we may regard this as satis- 
factory we must also find a normal vagina and uterus, 
and tubes and ovaries not obviously abnormal; and there 
must be a history of regular menstruation, neither 
excessive in quantity nor too scanty. If we also elicit 
the information that coitus is accompanied by normal 
desire and sensation we may conclude that the ovaries are 
sufficiently developed and that the endocrine function is 
normal. 

2. The Possibility of Normal Intercourse. 

There may be a history that intercourse has not been 
possible, owing to want of virility on the man’s part, or 
because it is too painful for the woman. In the latter 
case the possibilities that we have to think of and investi- 
gate are: First, the existence of actual obstruction, ‘due 
to absence of the vagina or an imperforate hymen. This 
will at once be revealed on examination. Secondly, undue 
narrowness of the vagina, due either to anatomical stenosis 
or to functional spasm of the vaginal muscles (vaginismus). 
Thirdly, the presence of sores or abrasions at the vaginal 
orifice, or vulvo-vaginitis, of simple or of gonorrhoeal 
origin. Fourthly, more deeply seated trouble such as tubo- 
ovarian inflammation or ovarian prolapse, when pain 
would be the result of deep pressure. It is to be remem- 


bered that the vagina may appear to be normal, yet it. 


may be relatively narrow; and, moreover, painful vaginal 
spasm may be induced under the excitement of attempted 
intercourse, though it may not be elicited by a digital 
examination. 


3. The Effectual Reception of Spermatozoa at the 
Os Externum. 

This presumes, as the essential factor, that the os 
externum shall be duly patent. Complete occlusion of the 
os is rare and causes distension of the uterine cavity by 
bleod (haematometra) when the menstrual function is opera- 
tive. On the other hand, a wide dilatation of the os is not 
essential to conception. The normal virginal os can, it is 
true, expand to admit a sound, but in the ordinary state 
the cervical canal is only a potential tube, having its 
walls in apposition. The typical ‘ pinhole os’ cannot 
be expanded without forcible stretching, and may be 
unfavourable to conception, but we cannot say that con- 
ception may not occur. I recall a recent case in which 
a patient, after curetting, developed a secondary con- 
traction of the os externum that would not admit even 
a small probe. As she was anxious to conceive I advised 
dilatation. She let the matter slide, yet conceived about 
a year later. 1 saw her when she was three months 
pregnant, and the os looked quite normal. 

There are two conditions of the uterus that produce a 
hindrance to conception, the effect being the same in both 
cases. These are marked retroversion and acute ante- 


*Read in opening a discussion in the Section of Obstetrics and 
beige of the Annual Meeting of the British Medieal Association, 
ardiff, 4 


flexion. In both cases the cervix is turned unduly forward, 
with the result that during intercourse the cervix is pushed 
still further forward and the external os is virtually shut 
off from contact with the semen by being pressed against 
the anterior vaginal wall. 

I am convinced that these conditions play a much more 
important part than is usually appreciated, and that the 
modus operandi is the one that I have suggested. 
I pointed it out in my. monograph on sterility in dis- 
cussing displacements. It is certain that the rectification 
of the position of the cervix has frequently been followed 
quickly by cenception, even after some years of sterile 
married life. 

Under the same heading we can consider and investigate 
whether the character of the vaginal discharge is such as 
to be noxious to the vitality of the spermatozoa. When 
the vaginal secretion is very acid and the orgasm is 
not accompanied by a sufficient discharge of neutral or 
alkaline secretion from the cervix to counteract it, the 
spermatozoa may be enfeebled or destroyed before they 
have time to gain admission to the cervical canal. 

The only certain way of determining whether the semen 
is making an effectual entrance is to examine micro- 
scopically the contents of the cervical canal shortly after 


-intercourse. If live spermatozoa can then be observed 


we may conclude that the fertilizing process is normal 
so far. 

4. The Passage of Spermatozoa through the Uterus into 

the Tubes. 

We may assume that in a healthy uterus the spermatozoa 
can ascend readily to the uterine ostia of the tubes. There 
is a simple method of judging the healthiness of the 
uterus that is often possible. On examining with a specu- 
lum, a drop of mucus is often seen at the external os. 
If it is a clear mucus the endometrium may be asstimed 
to be healthy, or at least non-inflammatory. If the 
appearance is that of muco-pus it is probable that there 
is a cervical endometritis. 

There is no doubt that conception can occur even when 
certain pathological states of the uterus are present, such 
as mild endometritis and fibroids in the uterine wall. 
I have endeavoured, in previous writings, to show that 
the relation of fibroids to sterility is that of effect rather 
than of cause. But a serious endometritis undoubted] 
prevents conception by destroying the spermatozoa befor. 
they reach the tubal openings, even if they have effected an 
entrance into the uterus. 

As to the passage of spermatozoa from the normal 
uterus into the tubes, we had to rely formerly on assump- 
tion. If uterus and tubes felt normal bimanually we 
assumed that it was all right; but it is possible for a 
mild salpingitis to settle down so that no physical signs 
are evident, yet a vital damage may have been done in 
the form of sealing up the tubal opening into the uterus. 
We now have a reliable means of determining this point 
by insufflation of the tubes® The passage of air through 
the tubal openings can be demonstrated in a_ threefold 
manner: by the fall of the pressure gauge; by listening 
over the lower abdomen with a stethoscope; and by seeing 
the bubbles of air escaping through the fimbriated end of 
the tube into the peritoneal cavity by means of -an 2#-ray 
examination. 

5. The Possibility of Fertilization of the Ovum. 

Here our range of investigation ceases. We have no 
means of telling whether healthy ova are maturing and 
are being received into the tube, where fertilization pre- 
sumably takes place. 


6. The Possibility of the Normal Development of the 
Fertilized Ovum in the Uterus. 

On this subject also our diagnostic abilities are limited. 
It is a legitimate assumption that in most cases if there 
has been no obstacle to impregnation there will be no 
obstacle in the way of development. But we do not know 
what are the conditions under which an odsperm will fail 
to reach the uterus, but will, remain and try to grow as 
an ectopic pregnancy. Nor have we certain knowledge of 
the conditions under which an oésperm may pass through 
the stage of nidation, yet fail to develop to full time. We 
can, however, premise that such a degree of endometritis 
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may exist as will allow impregnation, but will not 
allow healthy placentation, so that a miscarriage results, 

After this outline of the principles of diagnosis we can 
consider the broad lines of treatment. 


If. TREATMENT. 

It is important first to recognize the conditions in which 
sterility is incurable. For when this is the case it is much 
better that the patient and her husband should know and 
accept the truth than that they should continue in a state 
of alternating hope and disappointment. 

Under-development.—There are minor degrees of under- 
development which, though unfavourable, are not hopeless. 
An undersized uterus associated with infrequent and scanty 
menstruation may represent a delayed rather than an 
arrested development. In such a case the stimulus of 
marriage is probably the most successful treatment. In 
addition, the endocrine function may be assisted by the 
administration of thyroid and ovarian products. Thyroid 
extract can quite well be given by the mouth, but the same 
cannot be said of ovarian extract, the properties of which 
appear to be destroyed in the stomach. It should there- 


- fore be given by the hypodermic injection of freshly 


prepared ovarian substance. The implantation of ovaries 
by surgical operation has been advocated and practised; 
but the recorded results are not such as to lead me to 
recommend the procedure. 

_ Faulty Metabolism.—Pronounced obesity appears to he 
antagonistic to reproductive activity. An analogy is 
supplied by some lower forms of life in which a phase of 
nutrition without reproduction is followed by one of re- 
production without nutrition. It is certainly a matter of 
clinical experience that fat sterile women have become 
fertile when the fat has been reduced. When I am con- 
sulted for sterility by a patient who is unduly stout I 
always advise as a first step the reduction of weight, not so 
much by the omission of this or that article of diet as by 
the diminution in the total amount of food taken. This 
can be supplemented, if necessary, by the administration 
of thyroid. 

Difficulty in Intercourse—A rigid hymen should be 
incised. Narrowness of the vaginal orifice can usually be 
remedied by digital dilatation under an anaesthetic. In 
other cases thé orifice can be enlarged by a plastic opera- 
tion. In cases of dyspareunia the source of the pain should 
be located and the cause corrected. Vaginismus is some- 
times difficult to overcome, but here also a forcible dilata- 
tion under anaesthesia may be followed by considerable 
improvement. It must be remembered that the difficulty 
may be due to the man. In that case suitable treatment 
may do a great deal. But if he remains incapable of 
effecting introduction, and healthy spermatozoa can be 
demonstrated in the semen, the case is a proper one in 
which to try artificial insemination. ; 

Hindrance to the Entry of Spermatozoa into the Cervical 
Canal.—When the external og is unduly contracted, or of 
the ‘‘ pinhole”’ type, a dilatation of the cervical canal 
should be carried out. I should like to utter a warning 
against doing unnecessary damage. A moderate degree of 
dilatation is all that is necessary, and incisions of the 
cervix should be avoided. When the hindrance is the result 
of marked anteflexion of the cervix the treatment is to 
carry out a moderate dilatation of the cervical canal, with 
concomitant straightening of the uterus, and to introduce 
a glass intrauterine stem pessary, which is left in position 
for ten or twelve days; during this time the patient must 
remain in bed. A retroversion or retroflexion must be 
rectified so that the cervix is in a normal position during 
intercourse. In the first instance, the uterus can be placed 
in the normal position by digital manipulation or with the 
help of the sound, and the effect watched. I have had cases 
in which this simple procedure has been followed rapidly 
by conception. If the displacement returns, the possible 
alternatives are reposition followed by the introduction of 
a Hodge pessary, and correction of the uterine position’ by 
operation. In my opinion the continued wearing of a 
pessary is in itself unfavourable to conception, owing to 
the tendency to the setting up of unhealthy and irritating 
discharge. Consequently I use that only as a temporary 
measure, and in persistent cases I advise operation. 


- especially of the cervical type. 


Noxious Discharges.—Apart from gross and serious con- 
ditions such as carcinoma, uterine fibroid, and polypus, 
discharge is due either to adenomatous disease of the 
vaginal aspect of the cervix (erosion) or to endometritis, 
The former should be 
treated by suitable applications made at intervals of a few 
days. The latter requires curetting. I should like again 
to emphasize the importance of avoiding unnecessary in- 
jury. The cervical canal should not be dilated further 
than is necessary for the introduction of the curette. The 
scraping should be done thoroughly, but not too fiercely, 
and should be followed by swabbing out the uterus with 
some antiseptic such as tincture of iodine. Strong reagents 
such as iodized phenol should not be used, lest they pro- 
duce a too strong cauterizing effect. 

Tubal Obstruction.—When the tubes are not patent the 
case is hopeless unless surgical measures are taken for the 
restoration of patency. For this purpose the abdomen is 
opened and the condition of the tubes is carefully investi- 
gated. In the presence of pyosalpinx and hydrosalpinx 
the prognosis is bad but not necessarily hopeless. The tubes 
may be opened and drained, care being taken to ensure 
that the uterine ostium of the tube is patent, by passing a 
fine probe. When the fimbriated end of the tube is 
sealed, but the tube not otherwise too diseased, an artificial 
ostium is obtained, by making an incision at the outer end 
of the tube, as much in relation to the ovary as possible, 
and oversewing the edges. Here again the patency of the 
uterine ostium must be demonstrated. Lastly, when the 
fimbriated end of the tube is patent, and the obstruction is 
obviously at the uterine end, an effort must be made to 
restore the passage. To accomplish this it may be neces- 
sary to open the uterus and pass a needle threaded with 
catgut through the ostium and along the tube. The catgut 
is left in position, and the uterus closed again. 

Endocrine Inadequacy.—Metabolism and endocrine defi- 
ciency are now known to play an important part in affect- 
ing fertility adversely, probably by depressing the vitality 
of sex cells in both the man and the woman. Besides 
the recognizable symptoms of these conditions, important 
laboratory data are now obtainable by the chemical patho- 
logist, having special reference to the total basal meta- 
bolism and to the blood morphology, together with sugges- 
tive information derived from a‘study of the process of 
excretion. It has been suggested that such laboratory 
tests should be carried out on both husband and wife 
as a routine procedure in all cases of sterility. Without 
endorsing the routine practice I feel sure that in many 
cases where ordinary examination has failed to show any 
definite explanation of sterility the laboratory tests may 
give such information as may lead to a scientific and 
successful line of treatment. 

In conclusion, it may be said that the problem of 
sterility must be approached with a much broader outlook 
than was formerly the case; and that patient and detailed 
investigation, followed by the scientific use of the methods 
of treatment now available, will result in a larger pro- 
portion of cures than was formerly thought possible. 


DIAGNOSIS AND TREATMENT OF STERILITY 
IN WOMEN.* 
BY 


SIDNEY FORSDIKE, M.D., F.R.C.S., 
Surgeon to the Hospital for Women, Soho Square, W. 


In opening a discussion it is necessary to define the limits 
of the subject under consideration, and as the term 
‘sterility’? is used by different writers with reference to (1) 
a woman who does not bear a living child, and (2) a woman 
who offers no evidence of being fertilized, I must indicate 
that I take the second definition to be the true one for the 
argument in this paper, and I regard sterility as referring 
to a woman who, living a normal marital life and desirous 
of having children, yet offers no evidence of being fertilized, 
The causes of sterility may be broadly divided into (1) 
congenital causes, (2) acquired, (3) functional. From the 


*A paper read in a discussion ‘in the Section of Obstetrics and 
Gynaecology of the Annual Meeting of the British Medical Association, 
Cardiff, 1928. 
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clinician’s point of view, however, they are divisible into 
two groups on physical examination : 

A. Those in which gross lesions are present. 

B. Those in which no gross lesions are present, and no 
sufficient lesion to stamp it as the cause of the 
condition. 

The subject is far too extensive to be dealt with 
exhaustively, and I intend to limit my argument to the 
examination and treatment of Group B. The investigation 


will involve (a) knowledge of the semen; (b) examination - 


of vagina and cervix; (c) investigation of uterus and tubes; 
(d) investigation of ovaries and pelvic peritoneum. 


Conditions which are Essential to Ferttlity. 

Healthy spermatozoa must be received into a healthy 
vagina, with a normal cervix, uterus, tubes, and ovaries. 
It is therefore clear that the initial inquiry must begin 
with the man, and not only must he manufacture normal 
spermatozoa, but he must also be capable of conveying them 
through a normal organ to the vagina. The necessity of 
this part of the investigation becomes apparent when: we 
consider that 25 per cent. of childless marriages are due 
to the condition of the husband. I have reports upon the 
semen of 164 men whose wives came under my care for 
sterility, out of which 46 were found to be defective, and 
they are divisible into three classes. 


1. Male absolute sterility ...... 24 cases=14.6 per cent. 
2. Male relative sterility ...... 18 cases=11.0 per cent. 
3. Male decreased fertility ...... 4 cases= 2.5 per cent. 


Group 1: Absolute Sterility.—These cases were examined on 
several occasions after the first negative, but: no spermatozoa, 
living or dead, were ever found. 

Group 2: Relative Sterility.—This group consisted of cases in 
which a few deformed and broken spermatozoa were occasionally 
found, together with mucus, pus, and crystals. In some of 
the cases one or two feeble abnormal forms were found occa- 
sionally, but that appeared to be the highest value the semen 
even attained on repeated examination. One hesitates to place 
them in Group 1 so long as a living spermatozoon can be seen, 
but with full knowledge of the physical condition of the women 
there is no doubt that these two groups must be added together 
to arrive at the incidence of sterility in man, and they repre- 
sent 25 per cent. approximately. 

Group 3: Decreased Fertility,—These were cases in which the 
spermatozoa were very few in number though normal in 
appearance, and impregnation of a normal woman was possible. 


Investigation of the Woman who is Normal to Physical 
Examination. 

The investigation should commence with the search for 
spermatozoa in (a) the vagina, (b) the cervix, and when 
found prove coitus. 

(a) Vagina.—In the vagina it is rare to obtain any 
living spermatozoa, for the examination takes place too 
long after coitus, and they are very rapidly killed and 
disappear. J have never succeeded in recovering sperma- 
tovoa from the vagina four hours after coitus, whereas 
with an interval of two hours only they can be found 
in some of the cases. 

(b) Cervix.—-Living spermatozoa can be recovered from 
the cervical canal much more frequently within a few 
hours of coitus, and when found they show that not only 
is the man normal but that the vagina and cervix are 
healthy. In cases where there are none in the cervix 
and only dead ones in the vagina, the condition of the 
vagina and cervix needs investigation, more especially with 
regard to the acidity of the secretions. When ‘living 
spermatozoa are recovered from the cervix then the in- 
vestigation must be transferred to the uterus, tubes, and 
ovaries. The possible lines of inquiry are: 

1. Exploration of the uterus by dilatation of the cervical 
canal, and possibly curettage. 

2. Inflation of the uterus and tubes by gas or air. 

3. Investigation of the uterus and tubes by opaque bodies. 

4. Exploration of the pelvis by laparotomy. 


1. Exploration of the Uterus by Dilatation of the 
Cervical Canal, 

This is probably the commonest procedure adopted, but 
unless the tubes are patent it is indefensible and may be 
dangerous, and therefore should only be undertaken after 
the tubes are known to be normal. In the absence of 


symptoms and physical signs it tells us nothing, but it 
is conceded that, as a therapeutic measure, it is followed 
by pregnancy in a certain number of cases. 


2. Inflation of Uterus and Tubes by Gas or Air. 

Inflation of the uterus and tubes was introduced by 
Rubin in 1919 and has become a diagnostic measure of 
the first importance. He has since then made use of this 
procedure as a therapeutic measure, aid claims 10 per 
cent. of pregnancies; there is no doubt that it is some- 
times followed by conception, but whether in consequence 
of this interference remains to be discussed. 

Technique of Inflation —There must be complete absence of 
any signs of infection of the vagina, cervix, uterus, tubes, and 
pelvic peritoneum—no tenderness, swelling, or fever. It is of 
vital importance that it be undertaken at a time when there is 
no uterine haemorrhage and between the periods, thus avoiding 
any risk of air embolism, a case of which, fortunately not fatal, 
I reported in the Lancet in December, 1925. It is further most 
important to exclude any grave cardiac lesion, for an unfor- 
tunate result might ensue even from passing the uterine tube 
without the added stress of a pneumo-peritoneum, however 
small. Rubin depends upon a pneumo-peritoneum as demon- 
strated by x-ray investigation of the peritoneum; this is, how- 
ever, quite unnecessary, as it can be gdequately proved by 
physical signs. 

Apparatus.—A convenient and portable instrument for use 
is Provis’s modification of Currier’s apparatus, in which a 
sparklet of carbon dioxide provides the reservoir of gas; it 
is connected to a volumeter placed in a jar of water, the jar 
being connected by one tube to the manometer gauge and by 
another tube to the uterine end of the uterine tube. 

Procedure.—A day is arranged to fall somewhere between 
the fifth and tenth day after the termination of the monthly 
flow. On the two preceding nights the patient uses a glycerin 
plug, which is introduced into the upper end of the vagina 
overnight and removed in the morning, the object being to 
soften the cervix. The patient is placed on the table in the 
lithotomy position, with the table tilted into the Trendelenburg 
position ; in this position the suprapubic area forms the dome 
of the abdomen, and fluid placed in the vagina will remain 
there. Thé cervix and vagina are dried with mops and then 
thoroughly painted with x a tenaculum fixes the cervix 
and Nos. 1 and 2 dilators ai€ passed, and then the uterine tube, 
which is of the calibre of dilator No. 3, but hollowed through- 
out and terminates in lateral eyes like a male catheter. The 
objection to the terminal opening is that the end of the instru- 
ment might be pressed closely against the uterine wall, and 
air be forced into the capillaries. A rubber acorn plug is used 
by some surgeons for the purpose of closing the os, but it must 
be inefficient, as it necessarily tends to open the os wider 
rather than to seal it up, and it is much better to close the 
cervix around the tube by means of light pressure from 
forceps of the tenaculum pattern. The gas reservoir is now 
connected to the uterine tube, the vagina is filled with sterile 
water, and the gas turned on slowly. The needle in the mano- 
meter rises steadily until the gas begins to escape into the 
peritoneal cavity, when it fails rapidly. The water in the vagina 
immediately warns us if the gas is flowing back from the 
uterus, and, provided the — has been tested beforehand, 
a falling pressure must indicate patency of the tube or tubes. 


Tests of Patency. 

Difference in the percussion note in the suprapubic area 
before and after inflation. 

Auscultation over the Fallopian tubes will indicate the bubbles 
of gas passing through the-ostia, 

Falling pressure in the manometer indicates the flow of gas. 

Pain in the chest and shoulders after the patient has been in 
the erect position for a short time indicates pressure of gas on 
the diaphragm. 

Anaesthesia is only necessary or advisable in cases where 
the instruments cannot be passed through the os, and the 
test can be applied in out-patients and the patients allowed 
to go home immediately afterwards provided it is properly 
done. I do not often use more than 40 ¢.cm. of gas; the 
minimal amount passes into the peritoneum and_ the 
patients are rarely bothered with any after-effects. 

The question of the extent of gas pressure to be used 
is of great importance, and my practice is as follows: 

Without anaesthesia I utilize a pressure of 300 mm. Hg 
provided the patient does not complain, and I then know 
that the tubes are definitely closed if once that pressure 
is attained and no air passes. 

With anaesthesia 1 never go beyond a_ pressure of 


200 mm. Hg, for the patient cannot warn me of tension 


pain. 
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With anaesthesia and with the abdomen open, so long 
as [ can see what is happening,I allow the pressure to go up 
to 300 mm. Hg, but I always fill the pelvis with normal 
saline, by which means we can see how far the air pene- 
trates along the tubes and whether any escapes at the 
fimbriae. 

If the test is positive there is no doubt about the patency 
ot the tubes, but-if negative, does it mean that the tubes 
ave closed? It may mean that the tubes are temporarily 
blocked by kinking, as in extreme retroversion of the 
uterus. I have opened the abdomen of a woman, who was 
negative to gas at 300 mm. Hg and lipiodol, to find that 
as soon as the uterus was lifted forwards into anteversion 
the gas. flowed at 120 mm. Hg; therefore, with extreme 
retroversion I always replace the uterus before attempting 
inflation. 

When we have demonstrated the condition of the tubes 
by inflation we have to consider the next step: (a) when 
the tubes are patent, (b) when they are closed. 

With patent tubes and the patient remaining sterile, 
are we to advise laparotomy for investigation of the 
ovaries? The answer to this question we will consider 


when dealing with the injection of opaque bodies. 


With closed tubes, are we to advise laparotomy with 


Fic. 1.—Shows the uterus full of lipiodol, but the tubes are not 
seen. This result means that the tubes are blocked at the cornual 
extremity and probably disorganized throughout. I opened the 
abdomen and found extensive pelvic adhesions with both tubes in 
a state of hydrosalpinx and the ovaries buried. 


a view to some form of plastic operation upon them? If 
we accept Rubin’s views we should not only be able to 
diagnose whether one or both tubes are closed, but also 
the site of obstruction from the distribution of the pain 
during inflation. Those of us who have had a large expe- 
rience of inflation are not prepared to accept Rubin’s 
ciaims, and I, while readily ackuowledging the advantage 
of inflation, deny that it affords us any information beyond 
the patency or closure of the tubes, the site of closure 
remaining unknown. The diagnosis of the seat of obstruc- 
tion will not make any difference to those surgeons who 
claim success from operations upon any part of the tube, 
whether it be at the cornual extremity (Fig. 1) or at the 
fimbriated end (Fig. 2), but my experience compels me to 
ascertain all I can about the obstruction before I undertake 
any operation for its relief. I have performed many opera- 
tions upon the isthmus of the tube, including resection and 
anastomosis with and without strands of catgut placed in 
the lumen, implantation of the cut end of the tube into the 
uterine cavity, and the sliding operation, where the pavilion 
is anastomosed to the cornual end of the tube. In all these 
cases before closing the abdomen I have attempted inflation 
from the uterus in the ordinary way, but in none of them 
did it succeed despite a pressure of 300 mm. of mercury. 
In some cases the gas escaped at the seat of anastomosis, 
in others it did not pass at all, and a further attempt, made 
after the abdominal wound was healed, proved equally 
abortive. When we remember that the lumen of the 
isthmus is so small as only to admit a fine probe in normal 
healthy tubes, it is small wonder that reported successes 
after operation upon this part of diseased tubes are 
received with reserve. For my part, after an extended 


experience, I have come to the conclusion that plastic 
operations upon the narrow part of the tube are not 
justified. 

Obstruction of the tube at the fimbriated extremity 
(Fig. 2) is a very different matter, for here, whatever may 
happen subsequently, there is no doubt that the tubes after 
operation are patent at the moment of closing the abdomen, 
and in a fair number of cases where the operation has 
been efficiently done they remain open, and in some cases 
pregnancy has ensued. Even in these cases, however, it 
is necessary to be guarded in giving an opinion as to the 
ultimate result, for out of twenty cases eleven were closed 
again within three months, two were closed within nine 
months following a history of pelvic inflammation, and 
seven remained open, two of which became pregnant. 
We may therefore say that the operation was successful 
in 45 per cent. of cases, but that successful results were 
only obtained in 10 per cent., and we shall probably 
agree in describing this as disappointing. 

The most favourable cases are those in which the fimbriae 
can be saved, for this means that there is a minimum of 
trauma and the least production of raw areas, for the 
omentum comes down and effectively seals the new opening 
where fresh surfaces are left exposed. The operative 


Fig. 2.—Shows uterus and tubes full of lipiodol. There is charac- 
teristic clubbing of the left tube owing to closure of the abdominal 
ostium; the right tube is prolapsed and also closed. This is the 
only favourable type for plastic operation. 


successes in my cases were nearly all in patients in whom 
the fimbriae were unfolded and the only incision was 
into the peritoneum which glued them together. A further 
essential is that the ovary should be freed and_ loosely 
fixed in the mouth of the new ostium. In cases where 


an incision is necessary to establish a new ostium the» 


serous coat should be undercut so that the suture carries 
the peritoneal edge over the raw muscular surface, thus 
preventing tlie formation of adhesions. On this evidence 
we are justified in concluding that obstruction of the 
tubes in the isthmus offers no scope for surgery from the 
point of view of sterility, but that closure of the fimbriated 
end offers some chance as the result of operation, there- 
fore it is all-important to decide upon the site of obstruc- 
tion before undertaking any operation. 


3. Investigation of Uterus and Tubes by Opaque 
Bodies. 

The substance I use, after numerous experiments, is 
lipiodol. It is a viscous oily compound of iodine (40 per 
cent.) and oil, and the opacity to « rays is due to the 
iodine content. It has no ill effect upon the peritoneum, 
which I have now proved by experiments upon animals, 
and by extended clinical use. I have opened the abdomen 
of many patients after the use of lipiodol, in some cases 
within a few days and in others atter wecks, and [ have 
not found any evidence of a disturbed peritoneum; 
furthermore, numerous pregnancies, to which I shall pre- 
sently refer, have followed this procedure, and I now use 


it as a regular clinical step in dealing with cases of 


sterility. 
The contraindications are precisely the same as for in- 
flation, and the procedure is the same with regard to 
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preparation beforehand, in addition to which an aperient 


is taken the night before in order to empty the bowel, 
thus facilitating the g-ray picture. The patient is placed 
in the lithotomy position and the vagina and cervix are 
dried and painted with iodine. The uterine tube is con- 
nected by a length of rubber tubing to a 20 c.cm. Record 
syringe, 10 c.cm. of lipiodol is poured into the syringe, 
and the piston is pressed home until the lipiodol begins 
to flow from the end of the uterine tube. The uterine 
tube is then passed into the uterus, and the cervix is 
compressed around it by tenaculum forceps. A length 
of gauze passed into the vagina serves to support the 
instruments and to prevent the backflow of lipiodol on 
to the x-ray couch. The patient is then placed on the 
g-ray couch and the lipiodol is slowly and steadily in- 
jected while being observed under the screen. When 
tensjon pain is complained of the object is achieved, for 
the lipiodol has arrived at the site of obstruction, and the 
photograph is taken. 

Care is necessary in the interpretation of hysterograms, 
for many will present the appearance of blocked tubes 
(Fig. 3) if judged by the photograph taken at the time of 
injection alone. It is essential 
that a second a-ray picture be 
taken a day or two later, when 
it will be seen that the lipiodol 
is in the peritoneum, and there- 
fore the tubes are patent. In 
order to obtain the fullest in- 
formation about the tubes an 
oblique photograph should also 
be taken, but this should be 
done at the time of injec- 
tion when the tube is in the 
uterus. 

Lipiodol is absorbed and dis- 
appears from the peritoneal 
cavity in from seven to ten 
days; it disappears from the 
uterus by gravitation in one 
to two days, but when injected 
into closed tubes it may give 
a shadow for some months. 


Therefore it would appear that 31 per cent. of appar- 
ently normal women became pregnant after inflation; but 
while I do not suggest that the result was in consequence 
of inflation, I do consider that seven of the pregnancies 
(14 per cent.) ensued so closely upon the inflation that they 
may be considered in the relationship of cause and effect. 
In dealing with a procedure like inflation we have to 
remember there are two factors which may nullify con- 
clusions: (1) the dilatation of the os necessarily incurred 
during instrumentation ; (2) coincidence. 

The commonest therapeutic measure employed for cases 
of sterility is dilatation of the cervical canal, and it is not 
so Many years since this was regarded as the ultimate 
resort. We know that a small percentage of women 
become pregnant after this operation, and I think it may 
be said in consequence of it. Now the dilatation involved 
in passing the uterine tube, though to a much smaller 
degree, may have an equally fortunate result, and this 
must be taken into account when estimating the value of 
inflation. Coincidence is a still more difficult factor to 
evaluate, and probably all of us have instances of it in our 
minds. It was forcibly brought home to me in two cases of 

three and four years’ sterility, 
where inflation had been post- 
poned for various reasons for 
two to three months, and when 
the patients returned they 
were both pregnant. 

It is impossible to assess the 
true value of inflation in these 
cases, and it is extremely prob- 
able that some of the cases of 
two vears’ sterility would have 
become pregnant later without 
the inflation; nevertheless the 
short interval between the in- 
flation and conception in three 
of the cases suggests that the 
process played some part in 
the result. The sterilities of 
longer standing I am inclined 

to regard as being in direct 


Fic. 3.—The uterrs and both tubes are shown, but patency of the relation, for some of these 


4 tubes is only proved by a second radiogram taken a few hours ; : : 
In one of the patients who  latet. Notches in the fundus and left lateral wall indicate small. patients had less pain with 


became , pregnant there was fibroids. The patient, aged 30, who had been sterile for thirteen subsequent periods and an in- 


some lipiodol the left 
tube at the fifth month of pregnancy, and she was later 
delivered of a full-time normal child in Queen Charlotte’s 
Maternity Hospital. 

When lipiodol is being used as a therapeutic measure 
5 c.cm, is all that is necessary, as that quantity is sufficient 
to fill both tubes and uterus. I commenced using it in 
this way owing to the inefficient technique of intiation. 
Before Currier’s apparatus was introduced I carried out 
inflation by means of a hand-bulb, and when the tubes 
were apparently closed I later injected lipiodol. I am 
quite sure that the results of inflation with that technique 
were often wrong, and I was surprised to find that three of 
the patients who hod been injected with lipiodol returned 
later and were pregnant. Since then I have used lipiodol 
for sterility in all suitable cases where pregnancy has not 
ensued within three months of a positive inflation. 


Results of 100 Cases of Inflation of Uterus and Tubes. 


In 31 cases the tubes were closed owing to pelvic infection; in 
oe - these cases the abdomen was opened for the relief of 
sterility. 

In 22 cases the sterility was attributable to the husband. 

In 47 cases the woman was vat normal and 15 of them 
became pregnant. Out of the apparently normal women who 
did not become pregnant there were 8 cases in which the 
condition of the husband was unknown, 


Analysis of the Fifteen Pregnancy Cases. 
Interval in Months 


No. of Years ~ No, of between Inflation 
Married. Cases, and Pregnancy. 
3 4 2 2,3 
4 2 5, 10 
5 = 5, 6 
6 2 
8 2 
10 | one 7 


*One case of one child sterility each 5 and 6 years. 


years, became pregnant three months after injection of lipiodol. 


creased sexual activity and 
sensation. The two cases of pregnancy which occurred seven 
and twelve months later had certainly no relation to the 
procedure. 


Results of Lipiodol Injection in 67 Cases. 
In 26 cases the tubes were apparently closed. 
In 41 cases the tubes were patent, and 14 of the women became 
pregnant. 
Analysis of the Fourtcen Pregnancy Cascs. 
Interval in Months 


No. of Years No. of between Lipiodol 
Married. Cases. and Pregnancy. 
3 3t 3, 10, 12 
4 2 3,2 
5 2 1,4 
6 1 2 
8 3 3, 15, 3 
10 1 6 


*One woman of two years’ sterility miscarried at the end of three 
months, but is now pregnant for the second time, 

t One woman of three years’ sterility miscarried at five months, but is 
now pregnant for the second time. 

Eight living children have been born and six women are now 
pregnant. 

The cases in which the tubes were patent but no pregnancy 
ensued numbered 27. 

Two patients had had abdominal operations; one of them was 
opened a second time for intestinal obstruction. 

There were 2 cases of endocrine deficiency. 

In 2 cases the man was defective. 

There was 1 case of fibroids for which I did myomectomy. 

In 4 cases I explored the pelvis and found _ peritonitis, 
appendicitis, retroversion, and closure of one tube. : 

Sixteen cases have been done from one to four months, and ib 
is too early to decide upon the effect. 


I now suggest the answer to the question in the earlier 
part of the paper: After inflation, with patent tubes and 
the patient remaining sterile for three months, are we to 
advise laparotomy? No; inject the patient with lipiodol 
and wait nine months. After inflation, with closed tubes, are 
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we to attempt a plastic operation on the tubes? Yes, if 
after investigation with lipiodol the obstruction is found 
to be in the ampulla. When all this has been done there 
remain only the ovaries to be censidered in the chain, 
and these organs can only be examined by abdominal opera- 
tion. Are we to recommend this rather serious step? The 
answer must be Yes, for without it we have not carried 
the investigation to a conclusion. | 

The conditions, apart from destruction, which may be 
expected to hinder conception are: (1) thickened tunica 
albuginea; (2) cystic ovaries; (3) ovarian cysts of one or 
both ovaries; (4) veils of peritoneum which completely shut 
off the ovaries from the peritoneal cavity. A thickened 
tunica albuginea and small cystic ovary—conditions which 


_ are associated with a chronic inflammatory process—offer 


little prospect of success from any operation. Incision and 
scarification of the thickened tunica is only too likely to 
induce a more extended infection in the shape of additional 
or added adhesions, and resection of a cystic ovary merely 
increases the fibrous tissue already present in a diseased 
ovary. 

Cysts of one or both ovaries, in contradistinction to cystic 
ovaries, do present opportunities of success in cases of 
sterility, for, whatever the reason, they do possess some 
restrictive influence upon successful ovulation. I have 
operated upon six cases of small unilateral cysts in which 
the duration of sterility was 3, 5, 5, 6, 7, 7 years and which 
were followed by pregnancy within three months in four of 
the cases, which leaves no doubt that the relationship was 
cause and effect. These cases are difficult to understand or 
explain, for although one might consider that a unilateral 
cyst might by mechanical means interfere with ovulation 
in the ovary from which it grew, there is no apparent 
reason why it should interfere with ovulation from the 
ovary of the opposite side. 

Small ovarian cysts of both ovaries are almost certainly 
associated with sterility, whether there be follicle-bearing 
tissue or not; this is probably due to the pressure and 
distortion produced by the cysts, whereby the ova rarely 
ripen, and if they do the prospect of their gaining entrance 
to the Fallopian tube is poor. Exceptional cases occur 
where pregnancy has ensued despite the presence of 
bilateral cysts. I have had one case of pregnancy after 
removal of a cyst from each ovary. 

A limited peritonitis which has veiled off the ovary 
completely from the peritoneal cavity is a remediable 
form of sterility, a case of which occurred in my practice 
recently. 

A uniparous woman, aged 28, had not been pregnant for six 
years. She was curetted for sterility, and later advised to have 
a Gillian’s operation for moderate retroversion for the same 
purpose, She was sent to me, and I found both tubes patent, but 
there was a cyst in the left ovary, and I advised laparotomy. 
I opened the abdomen and found the left ovary almost pn 
replaced by a cyst, and the right ovary shut off from the pelvic 
cavity by a filmy peritoneal vei!. The cyst was excised and the 


vight ovary freed and slung up loosely by a stitch to the iliac 
brim. Four months later she became pregnant. 


The Influence of Persistent Corpora Lutea on Sterility. 

The persistence of a corpus luteum in cattle is said to 
be responsible for 70 per cent. of sterilities, which are 
known to be fairly common in herds of pure breed. 
Yeterinary surgeons have observed that if a false corpus 
luteum remains unabsorbed in either ovary of a cow she 
does not come on heat, and neither does she conceive. 
Apparently the ovaries can be easily felt and compressed 
through the rectum in these animals, and in those which 
miss their heat expression of the corpus luteum is followed 
ny heat in two to five days. 

Ochsner states that expression or excision of the false 
corpus luteum in woman is followed by menstruation in 
twelve to thirty-six hours, and he gives the details in nine 
cases. I have no experience of this, but if the veterinary 
repurts are correct then I should expect to find Ochsner’s 
experienze of sume value in the treatment of unexplained 
sterility. 

Now when the foregoing investigation has been ex- 
hausted, is there any other way of explaining the few, if 
any, remaining cases of sterility? I personally do not believe 
that there will be any not fully accounted for, but there 
is a very generally accepted group labelled ‘ incompati- 


bility or selective sterility.”’ This is the condition in which 
a man and wife, both presumably normal and fertile, fail 
to have children; but one or both, on remarriage, may 
succeed in procreation. It is exceedingly doubtful whether 
such a variety of sterility occurs, for most, if not all, of 
the cases quoted will not bear critical examination. In 
my experience lL have only met two cases in which I was 
driven to this conclusion—in one case after a laparotomy, 
in the other case, much more doubtful, without the 
operation. 

In the complete case, a woman, aged 28, had a child before 
marriage. She subsequently married another man who was_ of 
strong physique, normal semen, and high fertilizing power. She 
was normal in all a including patency of the tubes to 
gas and lipiodol, and recovered living spermatozoa from the 
cervical canal. I opened the abdomen and found a normal pelvis 
with two healthy ovaries, one. of which had recently ovulated. 
She remains childless. 


T believe that the cases usually described as ‘‘ incompati- 
bility or selective sterility’? are really cases of combined 
relative sterility, in which both the man and the woman 
are of low fertilizing power. This is a group of cases 
in which no cause can be found for the sterility; ncverthe- 
less, when we come te assess the clinical findings, we are 
struck with the fact that functionally neither of them 
is normal. In the man we are probably surprised to hear 
of the infrequency of coitus and his indifference to the act, 
the semen contains relatively few spermatozoa, and their 
motility ceases sooner than one is accustomed to find in 
a vigorous specimen. A report on these men frequently 
shows that they are of poor physique, the penis is small 
and sometimes webbed, the testicles are small and not 
infrequently associated with a varicocele; these conditions 
have no relationship to venereal disease or other constitu- 
tional disease—they are indicative of poor specimens of 
the race. It is impossible to regard these men as sterile, 
for they have living spermatozoa, though few, and if 
they were married to healthy women of normal fertilizing 
power it is probable that conception would occur. Similarly 
when we sum up the woman we find that she is deficient 
in sex sense. She may be cold and experience no desire 
for coitus or orgasm; physically she is perhaps just not 
pleasing—thin, sallow, and angular in some cases, or a 
little too plump, with a growth of hair in unusual parts 
of the body. The catamenia are often regularly irregular, 
scanty, and associated with dysmenorrhoea. All these 
minor defects are not sufficient to render these women 
barren; nevertheless they are undoubtedly sterile when 
mated to men of the same class, and I believe that all 
cases of selective sterility are really cases of combined 
relative sterility. 


DIAGNOSIS AND TREATMENT OF STERILITY | 


IN THt MALE.* 
BY 


KENNETH WALKER, F.R.C.S., 


Surgeon in Charge Genito-Urinary Department, Royal Northern 
Hospital; Surgeon to St. Paul’s Hospital; Lecturer in 
enereal Diseases, St. Bartholomew’s Hospital. 


Tue fact that I have the honour of taking part in this 
discussion on sterility. is not without significance. It is 
an indication that the equality of the sexes as regards 


responsibility for the presence or absence of children - 
is now fully recognized. Fifty years ago the treatment 


of the barren woman began with a curettage; nowadays 
no responsible gynaecologist will embark on any operation, 
however trivial, until the husband has been overhauled. 


~The necessity for this ‘is self-evident. Amongst 253 un- 


fertile unions Dr. J. Sturdivant Read found 167 instances 
of impaired fertility in the male, This, of course, does 
not necessarily mean that those 167 husbands were entirely 
responsible for the absence of children, for in some cases 
their deficiency was but slight; but any lowering. of 
fertility in the male may become important if at the same 
time there exist also some obstacle to conception in the 


read in a discussion in the Section of Obstetrics and 
f the Annual Mecting of the British Medical Association, 


*A paper 
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female. For this reason attention must be paid to minor 
faults in the husband as well as to conditions of complete 
sterility. Lode has estimated that some 200,000,000 
spermatozoa are thrown into the female passage in a 
single ejaculation. Of this huge multitude of aspirants 
to immortality only one, if conditions be favourable, will 
succeed in reaching and meeting with the descending 
ovum. A reduction in the number of spermatozoa 
ejaculated will diminish the chances of union taking 
place; a lowering of the vigour and mobility of the candi- 
dates will have the same effect. For this reason the 
discovery of a condition of oligospermia or of oligozoo- 
spermia in a husband is of great importance. Should 
there exist at the same time any impaired fertility in 
the wife the importance is increased still further. 

In my paper I shall attempt to deal not so much with 
well-established medical facts, such as the part played 
by gonorrhoea in the causation of sterility, but with 
ideas that are as yet unproved—ideas that may be 
regarded as being at the growing point of our knowledge. 
As yet we know so little about our subject that it behoves 
us to look at it from every angle and to strive to make 
progress wherever it may seem possible to take a few 
steps forward. But because it is above all necessary in 
a discussion like this to deal with points of practical 
importance I shall use as my text the case-sheets of 
patients | have had to deal with in my consulting room, 
and thus avoid the risk of becoming too theoretical. 


Types OF STERILITY. 

On examining the records of these husbands, the vast 
majority cf which were referred to me for examination 
by gynaecologists, 1 find that out of a total of 57, only 
25 could be considered absolutely normal. Of the 32 that 
vere deficient 18 were absolutely sterile, 6 showed a very 
narked impairment of fertility, and 8 minor degrees. 
The results of the examination of the semen of these 
57 cases may be tabulated as follows: 


Normal healthy semen _... 


Before considering the causes responsible for these 
deficiencies in the semen a few preliminary comments 
must be made. In the first place it must be pointed out 
that oligospermia, or a reduction in the total quantity 
ef semen ejaculated, is not necessarily pathological. It 
occurs normally in old age, and also when coitus has been 
repeated after a short interval. For this reason before 
examining a condom specimen a week of sexual abstinence 
must be enforced. It is also probable that in certain 
sensitive individuals the wearing of a condom hampers 
the freedom of the sexual act and diminishes the quantity 
of semen ejaculated, so that a diagnosis of oligospermia 
must always be received with caution. 

Oligozoospermia, ov a deficiency of living spermatozoa 
in the specimen examined, is more significant. But again 
it must be remembered that the semen is made up of the 
secretions of other glands than the testis, and that the 
relative bulk of fluid contributed by the accessory glands 
varies from one coitus to another. An oligozoospermia 
should therefore only be diagnosed if poorness in sperma- 
tozoa is a feature of every specimen examined. 

Oligoneerozoospermia usually indicates the existence of 
an inflammatory focus somewhere in the genital tract, and 
most commonly in the vesiculae seminales. 


Causes or 

Speaking generally, it may be said that sterility in the 
male is more frequently the result of acquired conditions 
than of congenital abnormalities, and that in the pro- 
duction of these venereal disease plays the chief part. 
It is indeed probable that gonorrhoea alone accounts for 
some 50 to 70 per cent. of cases of male sterility. Benzer’s 


observations on the after-history of German soldiers who 
had suffered from gonorrhoeal epididymitis and had sub- 
He found that 23.4 
ve a history of unilateral epi- 


sequently married are well known. 
per cent. of men who 


Mepicar 


didymitis were without children at the end of three years 
of married life, and that: where there was a history of 
bilateral infection this figure rose as high as 41 per cent. 
When the length and fineness of the ejaculatory duct are 
considered it is not surprising that atresia should be a 
frequent sequel to infection. But, quite apart from 
blocking of this duct, gonorrhoea may be the cause of © 
sterility through damage to the ejaculatory canals and 
seminal vesicles. 

However, the importance of gonorrhoea as a cause of 
sterility is widely recognized, and I do not wish to take 
up your time in dwelling on the obvious. I would rather 
attempt to break new ground and to discuss aspects of 
this interesting subject which are less familiar. In 8 of 
the 24 cases of oligonecrozoospermia and azoospermia 
cited above, no history of venereal disease existed, so 
that some other explanation had to be found for the 
absence of healthy spermatozoa in the semen. In one 
of these there was a staphylococcal infection of the genital 
tract. The patient was an officer who had been occupied 
for two years in the work of unloading mustard gas shells; 
as a result he had developed a bad staphylococcal infection 
of the skin which had subsequently spread to his urethra. 
In a second patient, a streptococcus was obtained from 
the semen, and it is possible that this plus age was 
responsible for his sterility. But before dealing with these 
individual cases it will be best to pass in review the 
cohditions that may affect spermatogenesis. 

In the first place it must be recognized that the sperma- 
togenic function of the testicle is far more sensitive to out- 
side influence than is that of the internal secretion. For 
example, a comparatively small dose of « rays will produce 
aspermatogenesis, whereas long and repeated exposures 
will be required before any effect is produced on the in- 
ternal secretidu. In the same way a comparatively mild 
infection of the testicle will be sufficient to cause degenéra- 
tion of the tubules while leaving the cells of internal secre- 
tion untouched. Kvyrle, as a result of the examination of 
a thousand testicles, states that the testicle of a man is 
sensitive to such a degree that it is hardly possible to find 
a normal testicle in adults who have died of acute infective 
diseases, such as pneumonia. Yet in spite of the damage 
done to the tubules none of Kyrle’s cases gave indication 
that there had been an upset in the function of the in- 
ternal secretion. How long the damage done to the tubules 
by a severe general infection persists, and whether it is 
ever permanent, are questions difficult to answer. I have 
had, however, one patient with aspermatogenesis for which 
I could find absolutely no explanation beyond an attack 
of pneumonia and of acute appendix trouble some four 
or five years previously. 

But degenerative changes are produced in the semin- 
iferous tubules not only by the toxins of an acute infec- 
tion, but also by poisons such as alcohol. Bertholet and 
Weichselbaum have both laid stress on the disappearance 
of spermatozoa from the tubules in cases of chronic 
alcoholism. Laboratory experiments on guinea-pigs also 
support the view that alcohol may reduce fertility. 

We will now consider in detail the various conditions 
that may affect the output of spermatozoa from the tubules. 

(a) Infections.—It has already been noted that spermato- 
genesis may be diminished or even abolished not only 
by local inflammatory conditions such as orchitis and 
epididymitis, but also by infection elsewhere in the body. 
Belfield and others have shown that organisms in the 
blood stream may be excreted by the testicles and seminal 
vesicles. Embryologically the vas is developed from the 
Wolffian duct, or primitive excretory system, so that it is 
not altogether surprising that organisms in later life 
should occasionally find their way out of the body along 
such a route. 

(b) Endocrine Disturbances.—The functional connexion 
between the reproductive organs and other glands of in- 
ternal secretion is well known. Changes in the tubules 
may therefore be the result of diseases of the endocrine 
glands. Dr. Evelyn Hewer' found that the injection of rats 
with various preparations of suprarenal cortex produced 
marked degeneration in the tubules of the testis. Feeding 
with thymus gland extract had a similar result, Con- 
versely, ‘in certain cases -of aspermatogenesis the formation 
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of spermatozoa may, according to Hiihner, be brought 
about by feeding with anterior lobe pituitary extract. 

(c) Heat.—N. Fukui,? in an article on the action of heat 
rays on the testicle, stated that he had found that, after 
subjecting the testicle of a rabbit to the action of heat, 
definite regressive changes occurred in the seminiferous 
tubules, changes that were similar and just as intense as 
those brought about by the action of x2 rays. For the 
purpose of his experiment he employed sunlight, powerful 
are lights, and warm vapour baths. Histological examina- 
tion of the testis after exposure to these agencies showed 
that a selective destruction of the generative cells of 
the tubules had taken place, leaving the cells of Sertoli 
and the interstitial cells of Leydig intact. It is interesting 
to note that a comparatively low temperature was sufficient 
to produce these changes; thus exposure of the scrotum 
of the rat to afternoon sunlight in the summer for a 
period of three hours gave rise to the phenomenon termed 
by the writer ‘‘ heat testicle.’ A warm bath of 45° C. for 
the same period of time produced identical changes. So 
far as | know, Fukui’s experiments have not been con- 
firmed, but if his observations are correct they would 
indicate that a high temperature may sometimes be a 
factor in the production of sterility. 

It has, of course, been suggested that the reason for the 
descent of the testicle into the scrotum in man is on 
account of the fact that the optimum temperature for 
spermatogenesis is below that of the abdomen. Crew, who 
supports this theory, points out that the scrotum, with its 
dartos and cremasteric muscles, acts as an excellent heat- 
regulating mechanism. If Dr. Fukui’s observations are 
correct, it should certainly be possible to obtain corro- 
boratory evidence of the unfavourable action of heat on 
spermatogenesis from a study of the fertility rate of men 
employed in such occupations as stoking and cooking. But 
although prolonged exposure to sunlight may bring about 
degenerative changes in the tubules on account of its 
heat rays, it is probable that the rays of the other end of 
the spectrum have a favourable action on spermatogenesis. 
In birds the testicles increase enormously in size in the 
early spring months, and there are reasons for believing 
that sunlight acts as a stimulus to the rapid development 
of the tubules occurring at this time. 

(d) Diet.—During the last three years much work has 
been done on the influence of diet on the function of the 
tubules. C. B. Paul*® was perhaps the first to show that 
fertility is affected by diet. Later, T. B. Osborne and 
L. B. Mendei* noticed that although animals fed on 
artificial diets grew: vigorously to adult size they were, 
with very few exceptions, sterile. Microscopic examination 
of the testes of these animals showed that there had 
occurred a total degeneration of all the germ cells. Some two 
years ago Karl E. Mason*® made an extensive histological 
study of the sterility produced in albino rats by means 
of a deficient diet. The rats were fed on the following 
menu: casein 18 per cent., starch 54 per cent., lard 15 per 
cent., butter-fat 9 per cent., salt mixture 4 per cent., plus 
yeast tablets 0.4 gram daily. This diet, which was suffi- 
cient for the growth and vigour of the rats, invariably led 
to sterility. Histological examination of the testes at 
various times after the rats had been placed on the above- 
described regimen showed the following changes. In the 
early stages all that was noticed was that the spermatozoa 
lost their individuality and became clumped together in 
irregular masses, in which could be seen signs of chromatin 
degeneration. At a later stage most of the spermatozoa 
disappeared and signs of degeneration could be detected 
in the spermatids. Last of all the spermatocytes and 
spermatogonia were affected. As a result of this and of 
many similar experiments the existence of a special 
vitamin E, that is essential to reproduction, was postu- 
lated. If the rats thus rendered sterile were given lettuce 
leaves or extract of wheat regeneration of the tubules 
occurred with reappearance of spermatozoa. It is well 
known amongst veterinary surgeons that dogs frequently 
become sterile on a diet of cooked meat and biscuits. If 
for these are substituted raw meat and raw carrots fertility 
is regained. A simi'ar increase in breeding capacity is 
brought about in stalled cattle by turning them out on 
to fresh grass. f 


All these observations emphasize the part played by 
diet in the production and in the treatment of sterility. 
We will do well to take to heart this lesson from veterinary 
science and to apply it in a modified form to the treatment 
of infertility in man. 

(e) Local Conditions.—The functions of the tubules may 
be influenced by iocal changes, as well as by the general 
conditions already cited. In one of my patients azoospermia 
was easily explained by the fact that he had been born 
with bilateral retained testes. This had been treated by 
removal on one side and orchidopexy on the other. The 
operation was a success only from the point of view of the 
position of the testicle in the scrotum; it had failed te 
restore the spermatogenic function of the tubules. In four 
other cases operations had been performed in the neigh- 
bourhood of a testicle, or of its vas (one varicoccle, one 
bilateral hydrocele, one for unilateral hernia, and one for 
the extraction of a bullet lodged in the neighbourhood of 
the groin). It is impossible to be certain whether these 
operations had any bearing on the condition of azoospermia, 
My own opinion is, however, that an opetation for 
varicocele is not without danger to spermatogencsis. Pro- 
found changes not infrequently follow ligature of the 
pampiniform plexus, changes in which the seminiferous 
tubules are extensively involved. A radical operation for 
hydrocele is not so likely to damage the function of the 
testicle, but the existence of the hydrocele generally indi- 
cates an abnormal state of the testicle. 

Before proceeding further I should like to refer to a 
matter of considerable interest—namely, artificial in- 
semination. 


ARTIFICIAL INSEMINATION. 

This method of treating sterility has been practised for 
a long time both by gynaecologists and by vcterinary 
‘surgeons, but when we examine the results obtained by 
these two classes of practitioners we find that they are 
utterly different. I am told by Major Pugh, F.R.C.V.S., 
that amongst cattle artificial insemination is at any rate 
as successful as is natural sexual union. Yet when I 
inquire amongst gynaecologists I can find no record of 
their having obtained positive results. The late Herbert 
Williamson confessed to me that the net result of 33 arti- 
ficial inseminations carried out by him was one doubiful 
miscarriage. What is the explanation of this failure to 
inseminate human beings successfully? My own opinion 
is that it is due to the difference in technique tiat is 
employed in the two cases. In veterinary practice in- 
semination is always preceded by sexual stimulation of 
the female. The bull is allowed to toy with the cow, and 
as a result of this there is an outpouring of her sexual 
secretions; that these secretions are favourable and perhaps 
even essential to the life and vigour of the speriatozox 
would seem to be established. It is a saying amongst 
farmers that a cow should be served before her udders are 
dry. The gomplete disappearance of her milk is accom- 
panied by an involution and drying up of the genital 
organs. Major Pugh tells me that when he is called upon 
to treat a cow that shows signs of this involution he starts 
off by stimulating the How of genital secretions. This can 
be done indirectly through the breasts, the actual method 
he employs being that used in the treatment of ‘‘ milk 
fever ’’—namely, the pumping of air down the udders. As 
the result of this apparently crude procedure a flow of 
sexual secretions is provoked and the temporary sterility 
cured. All these facts emphasize the importance to fertility 
of the secretions of the genital passages. In human 
practice we have disregarded this factor. Our patients are 
often inseminated while under the influence of an anaes 
thetic. There has been no preliminary stimulation, no 
sexual excitement, no outpouring from the accessory sexual 
glands. We sow our seed on unprepared ground and the 
result is failure.. We must take a hint from veterinary 
medicine and change our technique. There are other 
methods of stimulating the genital secretions than those 
of the veterinary surgeon. I am unaware of the technique 
of artificial insemination employed by the late S. J. Aarons, 
but it is possible that he appreciated more fuliv than some 
of us have hitherto done the necessity of preparing the, 
ecil for the reception of the seed. 


| 

| | | 
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DiaGNnosis AND TREATMENT. 

The diagnosis of sterility rests on the examination of 
the patient and of the semen. If necrozoospermia is 
found a search must be made for signs of infection in the 
genital tract. Azoospermia means either that _there is 
a blockage in the ducts or else that spermatozoa are not 
being formed. To ditierentiate between the two conditions 
the testes must be punctured with a hypodermic needle 
and the extracted fluid examined microscopically. Should 
spermatozoa be present a searching investigation must be 
made to discover the site of the obstruction. Most fre- 
quently this is situated either in the epididymal canal or 
in the ejaculatory ducts. A history of epididymitis and 
the persistence of a thickening in the lobus minor are 


‘strongly in favour of the former. If neither is found, 


posterior urethroscopy should be carried out with, when- 
ever possible, catheterization of the ejaculatory ducts. 
Additional information may be obtained by injeeting a 
dye into the vas at the neck of the scrotum and watching 
for its appearance in the urethra. 

Unfortunately surgery as yet offers little help for the 
treatment of stenosis, whether it be in the epididymis or 
in the ejaculatory ducts. Numerous operations have been 
devised for effecting a fresh anastomosis of. the vas with 
the epididymis so as to overcome any blockage that may 
exist in that situation. Successes, however, are of the 
greatest rarity, owing chiefly to the difficulty of ensuring 
that the anastomosis remains patent. Obstruction in the 
ejaculatory ducts may sometimes be overcome by catheter- 
ization and by energetic treatment of a residual infection 
in the prostate by means of massage. 

If sterility be the result of aspermatogenesis a careful 
search must be made for its cause. The history of past 
illnesses, the habits, mode of life, and diet of the patient, 
must all be reviewed and every effort made to improve 
the general health. The fact that conception frequently 
occurs at the end of a long summer holiday is an indica- 
tion of the close relationship that exists between general 
physical efficiency and fertility. Veterinary surgeons deal 
with sterility in stalled animals by letting them run wild 
in the fields. If bank clerks and other followers of 
sedentary occupations could be treated similarly their 
fertility would undoubtedly be increased. 

The importance of infections, whether in the genital 
tract or elsewhere in the body, has already been 
emphasized. All septic foci must, therefore, be dealt 
with, however remote may seem the connexion with the 
patient’s sterility. 

Endocrine therapy is worth trying in cases of aspermato- 
genesis even when the ductless glands do not appear to 
be implicated. Anterior lobe pituitary extract is by far 
the most useful of the endocrine products, and should 
be persevered with for six months. At the end of this 
time the testes should again be examined for the presence 
of spermatozoa. Drugs, except when given as_ tonics, 
are, so far as I know, useless. It has been said that 
testicular grafts have a stimulating action on the patient’s 
own glands, but as I have not used them for this purpose 
1 can neither confirm nor refute this statement. If signs 
of hypothyroidism are present treatment with thyroid 
extract is likely to have a stimulating action on the tubules. 

In view of the part played by sunlight in the seasonal 
growth of the testicles of birds I am tempted to think 
that small doses of ultra-violet light might exert a favour- 
able action on some cases of aspermatogenesis. However, 
as yet | have no observations of this to report to you. 


Concivsion, 

In this paper I have laid emphasis on the type of 
sterility that is unassociated with any obvious physical 
defects. I have done so deliberately because I feel that 
in the past we have occupied ourselves too much with 
questions of anatomy, too little with the physiology of 
reproduction. We have searched for displacements of the 
womb and abnormalities of the cervix, and having cor- 
rected these have felt satisfied that we have done all 
that is within our power and that the rest must be left 
to Nature. But it is not enough that the spermatozoa 
should enter the uterine cavity and that the ovum should 
be thrown into the Fallopian tube. For the meeting and 


fusion of these two cells certain conditions are necessary, 
concerning which we at present know little or nothing. 
Wolbarst’s insistence on the importance of examining the 
behaviour of spermatozoa when in contact with the female 
secretions is a move in the right direction. But more 
than this is necessary. We must understand more fully 
the part played by the secretions of the secondary glands 
of sex. We must study the reaction of the spermatozoa 
to the various fluids it meets in its perilous journey 
from the seminiferous tubules to the ovum, the secretions 
of the epididymis, the vesicles, the prostate, the cervix, 
and the uterus. We must discover the reason of our 
failure to inseminate a healthy woman with what are 
apparently healthy spermatozoa. 


We are struggling to treat sterility with an utterly 


insufficient knowledge of the physiology of impreguation— 
shooting arrows haphazard into the air in the hope that 
one perchance may reach its mark. If we are to obtain 
the exact knowledge on which a scientific treatment can 
alone be based we must work, not apart, as people viewing 
the problem from the point of view of the gynaecologist 
or the genito-urinary surgeon, but together, as colleagues 
engaged on a single task. Only then can we hope to fill 
in some of the gaps in our knowledge and to establish 
our treatment on a scientific basis. 
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MEDICAL, SURGICAL, OBSTETRICAL, 


ACUTE IDIOPATHIC DILATATION OF THE 
STOMACH. 
Ture following case may be worthy of record on account 
of its comparative rarity, the unusual physical signs pre- 
sented, and the nature of the findings at necropsy, which 
were inconsistent with the commonly stated etiology. 


On July 18th, 1928, the patient, a girl 24 years of age, with 
no previous history of ill health, was suddenly seized with vomit- 
ing, which persisted until shortly before her death three days 
later. During the previous week her appetite had been deficient 
and her general condition somewhat below its usual standard. 
For three days there was absolute constipation. 

Condition on Admission to Hospital, July 21st, 1928.—The patient 
was collapsed; she complained of abdominal pain and suffered from 
thirst. oderate quantities of brown fluid were vomited at shori 
intervals. The abdomen was not distended, though it was a liitle 
fulfer in the hypogastrium than in the epigastrium. A wave 
synchronous with the cardiac systole passed from the left hypo- 
chondrium to the lhypogastrium, and a splashing and gurgling 
sound, also synchronous with systole, was distinctly audible without 
using the stethoscope. On auscultation with the stethoscope sounds 
were heard vanediiion those described as Hippocratic succession in 
the chest. The apex beat of the heart was visible in the mid- 
axillary line, and was diffuse and slapping in character. The 
right border of the heart was one inch to the right of the 
sternum, but there was no visible epigastric pulsation. Aft the 
necropsy the most noteworthy features were: (1) The stomach 
was so enormously distended thai the greater curvature sat on 
the brim of the true pelvis, where it bent on itself, a portion 
returning towards the duodenum; (2) the distension extended 
along the entire duodenum and did not cease abruptly—ihat is to 
say, the distended gut gradually gave place to the collapsed 
lesser bowel about a foot from the duodeno-jejunal @lexure; (3) a 
ring of lesser dilatation indicated the position of the pyloric 
sphincter; (4) the whole of the small intestine was collapsed and 
prolapsed in the pelvis minor; the mesentery was longer than 
normal. The thymus gland weighed 1/3 oz., and the thyroid 
gland 1/4 oz. In the suprarenal gland there was no depletion of 
the cortical lipoid. There was no other relevant pathology. 


From a consideration of the facts it would seem justifi- 
able to suggest that, although there was in fact a prolapse 
of the small gut into the pelvis, the mesentery was not 
the constricting agent. Again, because of the absence of 
a definite delimitation of the distension, it may he sug- 
gested that the cause, rather than being an affair of 
simple mechanics, may be related in some way to the 
nervous mechanism for the control of tonus of the gut. 


I am indebted to Dr. W. H. Thompson for permission to publish 


Frep Grunpy, M.B., Ch.B.Leeds, 
Bradford. M.R.C.S.Eng> 
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FOUR CASES OF GLIOMA RETINAE IN ONE 
FAMILY. 

Guiioma retinae is a rare condition; in the course of the 
last five years only 11 cases have been treated at the 
Royal Eyo Hospital. During this time 114,764 patients 
were seen; this hospital, being the only London eye hos- 
pital south of the Thames, draws its material not only 
from South London, but from the suburbs and a large 
area of the country. The occurrence of four cases of 
glioma retinae would seem to be worthy of record; thie 
mother of this family has had five children, of whom one 
died at birth and one is sound. The clinical histories of 
the other three children are as follows. 

Leonard was born in 1919. In August, 1921, he was found to 
be suffering from a glioma of the right eye, which was 
enucleated. In January, 1923, he was readmitted with a glioma 
in the left eye. The white mass was quite evident by focal 
illumination, although he could still see to play with his toys 
in his cot. On removing this eye I found a mass of growth as 
big as a hazel nut projecting through the sclerotic. In spite 
of the orbit having been eviscerated, the growth recurred in situ 
in the following May, and he did not long survive. 

Walter was born in 1921. At the age of three months the right 
eye was removed for glioma. He remains healthy. 

Ernest was born in March, 1928. I saw him in May with a 
glioma in the right eye, which was enucleated. 

This remarkable family history therefore shows four 
children surviving their birth; three have been affected by 
retinal glioma, two losing one eye each, and one losing 
both eyes and subsequently succumbing to a recurrence. 

We can trace this terrible misfortune for the mother to 
an operation which was performed in May, 1897, when the 
right eye of a child aged 2 years and 3 months was removed 
for glioma; this patient became later the father of the 
family here reported. 

For one who has seen a child dying from glioma there 
can be no alternative but to remove the eye, even if it 
be the only one. From the individual point of view—from 
that of the child perhaps, from that of the parent 
certainly—it is¢the right and only course; but what a 
disaster for the community and the welfare of the race! 
1 fear this is only one instance of what the progress of 
surgery and medicine is capable of doing for man by pre- 
serving individuals suffering from an hereditary taint, who 
would, in the ordinary course of natuze, be eliminated. 

T. W. Lercuwortn, M.B., F.R.C.S., 
Surgeon, Royal Eye Hospital. : 


_PHTHISIS AT THE AGE OF 85. 
Tue following case of pulmonary tuberculosis in a woman 
aged 85 seems worthy to be recorded. 


A widow, aged 85, whom I have known for several years, but 
who has never previously consulted me professionally, sent for 
me in November, 1927, for a slight sprain of the ankle. Her 
mother and father had been healthy and had lived to old age. 
Her brother and two sisters were healthy also. The patient had 
been a widow for forty years. She had had five children, of 
whom four were ~— and healthy. She had always had very 

ood-health, and could not remember having seen a doctor since 

er last confinement. 

While attending her for the sprained ankle she mentioned that 
she had “wheezing” and a slight cough. The cough had com- 
menced in June, 1927, and had continued off and on, She felt 
very annoyed that she should be troubled with it, and could 
not understand why she should be ill, since up to then she had 
been very active, taking long walks and frequently visiting 
theatres and amusements at night. I examined her chest and 
found a general bronchitis which is common in old people. The 


temperature*was normal and the sputum scanty, but difficult to 


expectorate. 

uring December she became worse, with pyrexia up to 101° F. 
but mostly between 99.2° and 100°.’ In 1928, 
upper lobe began to break down and night sweats commenced. 

6 sputum became muco-purulent, and on examination tubercle 
bacilli were found in large numbers. In February she had a brisk 
haemoptysis lasting three days. Since then. the disease has 
advanced rapidly, and now practically the whole of the left lung 
is involved and the right apex in addition. I have had the sputum 
examined on three separate occasions, and it has always been 
strongly positive. She is rapidly losing ground and the pyrexia 
_is constant, 
_ I can trace no reason for the disease coming on so late 
in life; she has not lived with anyone who has had similar 
trouble. The only thing I can find is that she has always 
had in the house a number of animal pets, especially cats, 
but these, she declares, have always been healthy. 


East Sheen. D, A. M.R.C.S., L.R.C.P. 
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Reports of Societies. 


MEDICAL AMBITIONS AND IDEALS. 
PRESIDENTIAL ADDRESS TO THE MEDICAL SOCIETY OF 
Lonpbon. 

Ar the first meeting of the session of the Medical Society 
of London on October 8th, Dr. WavtTER Carr, the president, 
delivered his address from the chair. At the preliminary 
business meeting of the Society it was announced that John 
Ward’s diary, one of the valuable possessions of the Society, 
had been sold for £10,000, of which sum £9,000 had been 
invested and £1,000 devoted to improvements in the 

library. 

Dr. Walter Carr, who mentioned that he had been a 
Fellow of the Society for just upon forty years, took for his 
subject ‘‘ Medical ambitions and ideals.’ Medical men, he 
said, were necessarily moved by the same impulses as others, 
although their ambitions might be somewhat more altruistic 
and less directly selfish than those of the majority of their 
fellows. Three motives in particular influenced those who 
aimed at becoming leaders or rulers in any department of 
life. The first was the love of power and influence, which 
really meant the desire to rule over other people; even the 
acquisition of wealth was generally coveted, not for its own 
sake, but as a necessary step towards the attainment of 
such authority. The second motive was the desire to bring 
about uniformity. Here man differed from nature, for 
whereas the keynote of nature was diversity, uniformity 


-was always man’s ideal, and the more capable a man was, 


and the more convinced as to the rightfulness of his views, 
the more determined was he likely to be, especially as he 
got older, to make others think, talk, and act as he did 
himself. Finally, a man liked to convineg himself and 
other men that in exercising power he was not acting from 
selfish motives, but was really anxious to benefit others. 
The most typical and successful example of the exercise 
of these three motives on a large scale was afforded by the 
Catholic Church in the Middle Ages, when it attained 
supreme power over practically every department of human 
life, established uniformity of belief by ruthlessly extir- 
pating every form of heresy and schism, and justified 
all its deeds of tyranny and cruelty on the plea that 
it was acting in the best interests of its victims. Now that 
the power and influence of the mediaeval Church had 
declined, it would seem that the medical profession might 


_ aspire, perhaps, to replace it! 


A Medical Bureaucracy. 

The speaker then, adopting a tone of gentle irony, indi- 
cated how medical men might attain these ambitions. 
Power over their fellow men would, of course, be gained 
through a State medical service, at the head of which 
would be the “chief medical officer to the Ministry of 
Health—not the Minister of Health himself, who, to his 
chief medical officer, would be as king to cardinal. Indeed, 
the position of the chief medical officer would be like that 
of Pope in the mediaeval Church; under him would be 
inspectors and consultants—at ‘present ‘called regional 
medical officers—who would correspond to bishops, while 
district medical officers, to each of whom would be allotted 
the care of a certain number of people, would be like parish 
priests. Separate staffs of doctors would be trained to take 
charge of the State and municipal hospitals, to act as 
medical officers of health, and to be responsible for the many 
departments of preventive medicine. . 

The question of health entered in some way into practi- 
cally every part of a man’s life and being—from the moment 
of his conception to the final disposal of his remains after 
death. Therefore the State, through the medical profes- 
sion, would not only provide ante-natal care, would ensure 
that every baby was born in a suitable institution, and 
would look closely after the individual through infancy, 
childhood, and school life, but would have the final voice in 
settling his vocation (this would be determined by the school 
and family doctors in consultation with the psychologist), 
his hours of labour, length of holidays, age of retirement, 
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and so on. Above ali, the State would decide upon his 
fitness for marriage and upon the suitability, physical and 
mental, of his proposed partner in life. No marriage 
would be permitted without previous medical inspection, 
and the newly married couple might be told that the State 
expected them to produce children at certain intervals. 
State authority would be necessary to support the doctor’s 
decisions, especially to compel vaccination or inoculation, 
not only against small-pox, but against any disease for 
which this might be considered necessary, and to enforce 
the performance of an operation if such was deemed 
advisable by the medical attendant. A beginning had 
already been made in this direction by the taking of 
proceedings in police courts against parents who perversely 
refused to consent to the removal of their children’s tonsils 
and adenoids, and it had also been proposed in Parliament 
to compel patients to continue treatment for venereal 
disease until they were cured. 


Professional Orthodozry. 

With reference to the second ideal, that of establishing 
professional uniformity and orthodoxy, it was obvious that 
unqualified practice of every description (including the sale 
of potent drugs otherwise than on a doctor’s prescription) 
must be rigorously suppressed. Unqualified quacks would 
be drastically dealt with; the qualified quack would be a 
more difficult problem. Any heresy or schism in the pro- 
fession would be extirpated at its earliest commencement. 
Uniformity and orthodoxy wou!d be maintained by a strict 
control on trade union lines and by conferring increased 
disciplinary powers upon the General Medical Council. 
Any practice which was seriously heterodox might come 
within the famous term, ‘‘ Infamous conduct in a_pro- 
fessional respect.’? Research would be encouraged, but on 
strictly regulated lines, so that while minor discoveries 
would be welcomed, those of a revolutionary ..character 
would probably meet with a very cold reception from the 
senior bureaucrats, who would necessarily control all the 
work of their juniors. Age, particularly when combined 
with power, was always conservative. This was true even 
of individuals, and was still more true of groups. The 
Harveys, Pasteurs, and Listers of the future would have 
a poor time under bureaucracy, and would be fortunate if 
they escaped final expulsion as heretics and law-breakers. 

In all this insistence the profession would have no 
difficulty in persuading itself—and would therefore be 
increasingly enthusiastic in persuading other people—that 
its aims were absolutely altruistic, and that it was exert- 
ing a beneficial authority entirely in the best interests of 
the community. In expansive moments it was customary to 
point out that the medical profession furnished a unique 
example of a profession doing its best to destroy the source 
of its own livelihood by trying to prevent disease. This 
Was repeated so many times and on so many occasions 
that it might even come to be believed. But as a matter 
of fact there was no need for the least alarm as to the 
material prospects of the profession. It would. always take 
at least as many doctors to prevent disease as it took at 
present to cure disease after it had developed. It might 
be that in future more men would be engaged on the 
preventive side and correspondingly fewer on the curative, 
but this change would take place so gradually as to cause 
no inconvenience, 


The Dangers of Autocracy. 

The ideal which he had sketched might seem a glorious 
one for everybody concerned, but he hoped it would never 
be attained, both for the sake of the public and in the 
best interests of the profession. It had certain obvious 
drawbacks. The first was the danger that the possession 
of autocratic power—no matter how beneficent in its in- 
tention—inevitably converted a man into a tryant. No one 
man or body of men was fitted to exercise uncontrolled 
power. The better and nobler the motives and objects of 
such exercise the worse it became, because that moral 
conviction made those concerned all the more intent on 
carrying out the object, no matter at what cost. As Sir 
Clifford Allbutt once said, ‘“‘ Conscience without enlighten- 
ment has to account for some of the darkest chapters 


in human history.’’ Another danger was that any form of 
tyranny was certain sooner or later to give rise to reaction 
which might do incalculable harm and set back the clock of 
progress. Again, enthusiasm was very liable to degenerate 
into crankiness, and an enthusiastic crank at the head of 
a medical autocracy might do an enormous amount of 
mischief. There were, for example, many enthusiasts who 
would be quite prepared to make compulsory such a 
measure as inoculation against influenza, especially in 
schools, even though its beneficial effects were far from 
certain. Experience was not nearly definite enough to 
justify one in advising, let alone insisting upon, this as 
a precautionary measure. A scheme of inoculation was 
carried out most carefully in a large public school; out of 
350 boys, 60 per cent. were inoculated just before the 
Christmas holidays. On the reassembling of the school 
113 boys were attacked by mild influenza, and 60 per cent. 
of the victims were among those who had been inoculated. 
There was no difference whatever in the character of the 
illness as between those who had been and those who had 
not been inoculated. The inoculation did not appear to 
have exercised any influence in preventing or modifying the 
outbreak, and it was not surprising that at that school 
there was no suggestion that the experiment should 
be repeated. But under a medical autocracy it would 
almost certainly be a long and difficult matter to bring 
about changes in established official procedure. 


Mild Small-pox and Vaccination. 

Dr. Carr also raised the question whether it was necessary 
to maintain an elaborate and expensive system of isolation 
for small-pox in view of the extremely mild character of 
that disease during recent years. Let it be granted that 
vaccination did for a certain number of years protect 
against small-pox. But so far as he could gather the 
present form of small-pox rarely gave rise to pitting or 
made those suffering from it feel really ill. In 1926 the 


number of deaths attributed to small-pox in England and 


Wales was 18, but in the view of the Ministry of Health 
this was an overestimate, and the true figure was 11. In 
1927 there were 14,000 cases and the deaths numbered 47, 
but no official particulars were yet available as to these 
deaths. Under the existing system of registration of deaths 
a considerable number, perhaps the majority, of the deaths 
recorded from small-pox were not due really to that disease 
at all, but were automatically assigned to it just because 
a patient already infirm, or perhaps even suffering from 
some mortal disease, happened to contract a mild attack 
during the last weeks of his life. Was small-pox nowadays 
a more serious disease than chicken-pox, and did it call for 
any greater attempts at prevention and isolation, in the 
vast majority of outbreaks, than did the latter disease? 

In conclusion, Dr. Carr remarked that a medical auto- 
cracy would in the long run be disastrous for medical men 
themselves, because ho matter how much power the pro- 
fession as a whole might acquire, its individual members, 
even those most highly placed, would merely be slaves in or 
of the organization they had themselves created. Indi- 
vidualism, at present one of the chief glories of medicine, 
would be destroyed; research would be “ to order ’’ instead 
of being spontaneous, and would be restricted within defined 
limits; initiative would be extinguished, originality would 
be discouraged, and in enslaving others we should ourselves 
become the greatest slaves. ‘‘ What we now most need is 
first humility, not to be puffed up with the little knowledge 
we have gained, but fully to realize the vastness of the 
ignorance which surrounds us on every side, and the infinite 
complexity of the problems awaiting solution ; and secondly, 
to maintain our professional freedom, which assuredly will 
be extinguished if we become mere units in the State 
medical service of a socialistic commonwealth.”’ 

A vote of thanks was moved by Mr. Warren Low, who 
said that it was always a delight to listen to Dr. Carr, 
although he was at times a little uncertain whether Dr. 
Carr was not ‘ extending the nether extremity ”’ of his 
audience. After Dr. E. M. Catrenper had seconded the 
motion, and it had been adopted with applause, Dr. Carr 
said he knew that what he had presented was in many 
respects unorthodox, but on that very account he hoped 
it would’ stimulate thought and reflection. 
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THE GENESIS OF EPIDEMICS. 

A.tHovcn the literature of epidemiology is large, the 
number of modern writers who have devoted separate 
volumes to the general theory of epidemics is relatively 
small; even, if we confine ourselves to those who have 
had wide practical experience of epidemic happenings, 
absolutely small. Colonel C. A. Giz, I.M.S., falls within 
the last-mentioned category. He has had extensive field 
experience and has already won an honourable reputation 
as a scientific investigator. His book on The Genesis of 
Epidemics’ is the fruit of long study and contains much 
valuable information. In the first part of the book, after 
submitting some definitions and briefly reviewing doctrines 
and methods of inquiry, the author propounds the hypo- 
thesis that in the genesis of an epidemic four factors are 
involved—namely, (1) a reservoir of infection, (2) a para- 
site, (3) an immunity factor, (4) a transmission factor. 
This he calls the ‘‘quantum”’ theory of epidemicity. 
In the second part the known facts respecting malaria, 
influenza, and plague are described. Those respecting 
malaria are set out in considerable detail, and this section 
of the book, altogether apart from any matters of theory, 
is a valuable summary of research work, a good deal of it 
the author’s own. The third part of the book discusses 
epidemics more at large, but with frequent references to 
the detail of the second part. Part 4 treats of the 
bionomics of disease, and Part 5 is a short summary of 
some conclusions. 

In the reviewer’s opinion Colonel Gill’s objective studies, 
particularly his account of what actually happens during 
the progress of an epidemic of malaria and of the means 
by which the state of the population at risk (measure of 
intensity of infection, of degree of immunity, etc.), and 
the changes of that state, may be assessed, are important 
contributions to epidemiological knowledge, particu- 
larly welcome to those epidemiologists without first-hand 
knowledge of the facts. The same remark applies to 
Colonel Gill’s meteorological and climatological studies, 
although it is possible that specialists in physical meteoro- 
logy and certain that expert statisticians will find lacunae 
in his knowledge. Nobody, however, who winces before 
the criticism of the specialist would write on epidemiology, 
and no specialist worth his salt would press hardly on 
inevitable defects. 

As an exponent of theory, Colonel Gill, partly owing to 
literary disadvantages—his style is too reminiscent of the 
official ‘‘ minute,’’ wherein ‘‘I think ’’ becomes ‘it is 
thought,’”’ to be attractive—is not wholly successful. 
Accounts of his theory are rather redundant and some- 
times so expressed that the theory is reduced to a truism. 
That is evidently the case with our own brief summary 
above. The four factors named include every theory which 
has ever been propounded, and, of course, their co-opera- 
tion will ‘‘ explain ’’ every epidemic, but only in the sense 
that a dormitative virtue explains the properties of opium. 
Colonel Gill is not, of course, really preaching so empty 
a doctrine. What we take to be his serious thesis is that 
the genesis of epidemics can be satisfactorily described in 
terms of quantitative variations of measurable factors, and 
that in particular it is not necessary to suppose that 
qualitative changes in the parasite factor are involved. 
Thus, to take a fairly clear-cut example, in the report 
upon the pandemic of influenza, 1918-19, published by the 
Ministry of Health, data collected in different towns and 
institutions showed the flattest contradictions in respect 
of the immunity conferred by passing through an attack 
of influenza. In Leicester it appeared that only 4.9 per 
cent. of those attacked in the summer were again attacked 
in the autunin, while 15.4 per cent. of those not previously 
attacked took influenza in the autumn, but in Manchester 
the autumn attack rates upon those attacked or not 
attacked in the summer were nearly the same—namely, 
9.9 per cent. and 10.1 per cent. The authors of the 
report cast about for a means of reconciling these con- 


tradictions, and suggested that the immunizing pro- 
perties of the strains involved in different local epidemics 
might be different. They produced no direct evidence 
of this, and Colonel Gill has no use at all for sug- 
gestions of this kind. Most readers are likely to find 
Colonel Gill more ‘successful in showing the weakness 
of the support facts afford for hypotheses of biological 
variation in the parasite factor than in setting up a rival 
hypothesis. Thus one of the remarkable features of the 
great pandemic of influenza was the abrupt change in the 
age distribution of deaths which characterized it. Why 
was it abrupt? If the relative sparing of the aged were 
due to the greater proportion of survivors in the older 
age groups who had been immunized by previous attack, 
why was there no uniform change in the proportions 
between 1890 and June, 1918? As the Registrar-General 
said, ‘‘ It may be doubted whether so sudden and so com- 
plete a change of age incidence can be paralleled in the 
history of any other disease.’”’? Finding no answer to these 
conundrums, many have given up the problem in disgust. 
Colonel Gill seems to treat these difficulties rather lightly: 

“Tt is thus assumed that, prior to the onset of the summer 
epidemic in 1918, old and debilitated persons, who would other- 
wise have constituted the most susceptible age group, had been 
removed by death, and that a considerable proportion of the 
population belonging to the higher age groups had acquired, as 
the result of the epidemics during the years 1890-1918, a relatively 
high degree of immunity. 

“Tf these surmises be correct, it is clear that they afford an 
explanation of the relatively high death rate amongst the aged 
in the pandemic of 1890, and of the relatively low death rate in 
the higher age groups during the years 1918 and 1919.” ; 

The italics in the last-quoted paragraph are ours. We 
think the devil’s advocate would say, first, that there 
is really no evidence that the surmises are correct, and, 
secondly, that even if they were they would leave the 
remarkable discontinuity as perplexing as ever. If Colonel 
Gill were to retort that no man could say precisely when 
the equilibrium of the immunity “ quantum and the 
infection ‘‘ quantum "’ would be upset, the devil’s advocate 
would rejoin that that was only a slightly involved way 
of saying that epidemics in fact happen, and perhaps 
even quote the author’s remark early in his treatise that 
‘‘it would not serve any useful purpose to recount the 
innumerable forms assumed by the deistic theory of the 
origin of epidemics.” 

It is, however, neither fair to the author nor to his 
subject to stress what, in the reviewer’s opinion, are weak- 
nesses. We are, indeed, of opinion that Colonel Gill’s 
standard of what constitutes an adequate theoretical 
description, or—in ordinary language—explanation, is not 
very high and that he sometimes pays himself in words, 
but we are also of opinion that his book deserves to be 
widely studied, and is worthy of the traditions of his 
M. G. 


service. 


RECENT ADVANCES IN SURGERY. 

Mr. W. H. Qerivie has undertaken a difficult task, but 
has discharged it so well that Reeent Advances in Surgery? 
is worth its place in any surgeon’s library. The author 
has been assisted by Mr. J. F. Carter Braine, Mr. T. P. 
Kilner, Mr. Grant Massie, and Mr. V. E. Lloyd, who 
contribute chapters which add greatly to the value and 
interest of the book. Mr. Ogilvie, in his preface, points 
out the difficulties of deciding what is recent, what is an 
advance, and even what is surgery, but he and_ his 
collaborators have struck a very happy mean, and are to 
be congratulated on the judicial attitude adopted through- 
out the book. If circumstances seem to justify a clear 
verdict, or if ‘‘ non-proven ’? sums up the present state of 
knowledge, they are equally ready to say so. The book is 
well illustrated with photographs and diagrams, and a good 
list of references follows each chapter. 

Tannic acid in the treatment of burns is a_ notable 
aksentee, and we hope to see some mention of this very 
remarkable advance in the next edition. Perhaps, too, 
there should be some mention of radium as a_ serious 
competitor to excision of the carcinomatous rectum. None 
the less, omissions are few, and the range of the book Is 


1The Genesis of Epidemics. By Clifford Allchin Gill, Lieutenant- 
Colonel I.M.S., -H. London: Bailliére, Tindall and Cox. 1999. 


(Med. 8vo, pp. xxvi + 550; illustrated. 21s. ‘net.) 


By W. Heneage Ogilvie. M.Ch. 
an 


2 Recent Advances in Surgery. 
d A. Churchill. 1928. (54 x 8b 


Oxon., F.R.C.S.Eng. London: 
pp. vii + 461; 108 figures. 
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wide. Interest is well sustained, and it is pleasant to 
encounter an occasional aphorism. ‘‘ A muscle cannot 
recover if it has too much work, and will never recover 
if it has none,’’ is the signpost to salvation for polio- 
myelitis. ‘‘ Every operation for [gastric and duodenal] 
ulcers appears to be a success until it is found out ’’ is 
equally refreshing. American mass statistics have been 
freely used, and the unrivalled numbers of the Mayo Clinic 
are often helpful in arriving at conclusions. None the less 
it is cheering to see so many British references, and to 
realize that this country is contributing its full quota to 
surgical advance. 

Mr. Ogilvie rightly emphasizes the present tendency 
towards simplification and standardization of operations. 
He agrees with Sir Berkeley Moynihan that operative 
ingenuity has reached its peak. Erichsen said much the 
same thing, and time proved him wrong. Mr. Ogilvie, 
however, with commendable caution, adds the proviso, 
“except -possibly in the direction of the transplantation 
of organs.’’ His section on rejuvenation touches on this 
subject—in fact, there are few surgical subjects upon 
which he does not touch. There are many old friends in 
the book, and some new acquaintances to us, such as 
Sever’s and Kienbéch’s diseases. If we are not to be 
allowed to invent new operations, we can still look forward 
to discovering plenty of diseases and giving them 
euphonious names. 


ACIDOSIS AND ALKALOSIS. 

fue French workers Lappé and Nepvevx have recently 
published, under the title of Acidosis and Alkalosis,* a 
book which summarizes their own clinical and laboratory 
experiences of these conditions, as well as those of other 
workers. This publication will undoubtedly serve as 
a very useful book of reference. Its interest is mainly 
centred in the discussion of the ketosis of diabetes, but 
many other pathological experimental conditions are dealt 
with, and a large bibliography appears at the end of each 
chapter. One very important feature of the book is the 
care and detail with which the necessary laboratory methods 
are described. It is possible to learn from it, for instance, 
methods for determining the pH of the blood, the alkali 
reserve of the blood, the tension of alveolar CO,, and the 
amounts of ammonia, of acids, and of acetone bodies 
excreted in the urine. The physiological mechanisms by 
which the acid-base equilibrium of the blood is kept at the 
normal level, and the significance of departures from this 
normal equilibrium, are very clearly discussed. When 
attempting to follow the author’s theories regarding the 
causes of the onset of ketosis in diabetes the reader may 
feel handicapped by the fact that the distinction between 
the terms ‘ acidosis” and ‘ ketosis” is not kept suffi- 
ciently clear. Indeed, no mention is made of the fact that, 
Whereas acidosis does not necessarily involve ketosis, alka- 
losis can lead to definite ketosis, and also to carbohydrate 
intolerance and diministed oxidation of carbohydrate, thus 
imitating the conditions found in diabetes. The omission 
of these facts leaves the section of the book which deals 
with alkalosis incomplete, and the general discussions of 
problems of diabetes would perhaps be more helpful if the 
authors had them more definitely in mind. 


THE EXTRA-OCULAR MUSCLES. 
Axorurr addition has been made to the already large 
literature on the subject of the movements of the eves 
and squint by Professor Peter of Pennsylvania in a hand- 
book on The Extra-ocular Muscles.4 The volume is essen- 
tially clinical in character and professedly limits itself to 
practical problems rather than theoretical discussions. It 
is divided into five parts. The first of these deals with 
the anatomy of the ocular muscles and the physiology 
of their associated movements. This is handled in the 
orthodox fashion; in the anatomical section the researches 


5 Acidose et Alcalose. Par Marcel Labbé et Floride Nepveux. Paris: 
Masson et Cie. 1y2z8. (Med. 8v0, pp. 2%; 34 figures. 32 fr. sans 
Majoration.) 

*The Mescles, By Luther C. Peter, A.M., M.D., Sc.D. 
dohdon A H. Kimpton. 1928. (6 x 9}, pp. viii + 294; 98 figures, 5 plates. 


of Whitnall on the orbit have been utilized to good advan- 
tage, and the plysidlogy is described with care and dis- 
crimination, a svund baiance being struck between the 
classical views and the large amount of recent work which 
has been directed to this complex problem. The second 
part, dealing with heterophoria, suffers somewhat from 
confusion introduced by the large number of clinical tests 
described, a fault which is universal in every book on the 
subject. The elaboration of new methods for detecting 
and estimating errors of muscle balance offers a fertile 
field for the exploitation of clinical ingenuity, and the 
matter has been certainly overdone. The teaching in these 
pages, however, is sound on the whole, though many would 
consider it impracticable to advise the use of prisms so 
powerful as is recommended; the employment of 10 prism 
dioptres in hyperphoria, for example, seems excessive, and 
likely to give rise to more discomfort than relief. In this 
defect of muscle balance, also, the correction of small 
deviations of less than 1.5 prism dioptres is probably 
rather more important and beneficial in its effects than is 
suggested here. In the third part, which deals with squint, 
a very great deal of importance is attached to the part 
played by the ‘‘ fusion faculty ’’ in the determination of 
concomitant strabismus; and in discussing the operative 
treatment of this condition it is noteworthy that, while 
advancements or resections are favoured before other pro- 
cedures, tenotomy is banned and recession is advised. Even 
so, however, it is thought advisable to hold recession in 
reserve as a supplementary procedure in all cases to 
increase the effect of single or bilateral advaticements. 
The fourth part deals with paralytic squint, and there is 
appended a note on nystagmus. 


STERILITY IN WOMEN. 

Tie successful treatment of Sterility in Women,® according 
to Dr. Stpney Forspixe, “ confers greater happiness upon 
the people concerned than any other form of surgical pro- 
cedure.’?’ The newer methods of investigation and treat- 
ment by inflating the uterus and tubes, and by a-ray 
examination after the injection of opaque material such as 
lipiodol, have tempted him to give his experience of them. 
The methods he employs, both for inflation and for injection 
of lipiodol, are described in detail, and illustrated by 
seventeen plates of g-ray photographs, or what he calls 
‘‘hysterograms.’’ His results are given and discussed fairly 
and judicially. The new methods were devised primarily 
for diagnosis, but Rubin claimed 10 per cent. of pregnancies 
following inflation, and Forsdike finds his own results 
show this figure to be rather an under-estimate than an 
over-estimate. In 100 cases inflated 15 pregnancies followed, 
and out of 67 in which lipiodol was injected the tubes were 
found patent in 41, and of these 14 (that is, 34 per cent.) 
became pregnant. The difficulty in deciding between post 
hoe and propter hoe in these cases is acknowledged, and no 
explanation is attempted as to why the injection of an 
opaque substance such as lipiodol to enable an gz-ray plate 
to be taken should also increase the chances of pregnancy— 
but there are the figures. Chapters are included on the 
causes ot sterility and on other methods of examination 
and treatment, and the book can be recommended as 
giving a reasonable account of the clinical features of 
sterility in women under present-day conditions. The 
clinical are much better than the scientific portions, in 
which there are many errors—for example, that ovulation 
and menstruation occur about the same time, and that 
fibroids cause sterility when ‘ the fibrous tissue is so widely 
prevalent in the uterine wall as to produce a condition of 
atrophy of the endometrium.’’ There are also loose state- 
ments on the cessation of ‘“ ovarian function,’? by which 
term apparently ‘‘ ovulation’ alone is implied. Another 
defect is the number of generalizations that are either 
incorrect or at least impossible to prove. Far too many 
conditions are mentioned as “ invariably the cause of ”’ or 
‘‘ invariably associated with sterility or dysmenorrhoea 
or other symptoms. Finally, the book is marred by careless 
use of words, so that the meaning is often to seek. 


5 Sterility in Women. By Sidney Forsdike, M.D., B.S.Lond., F.R.C.S.Ed. 
K. Lewis and Co., Ltd. 1928. (Demy 8vo, pp. viii 
+ 133; 25 figures, including 17 plates, 9s. net.) 
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Tur work on hospital hygiene* by Drs. Lovis Martin and 
R. Dusgarric pe va Riviere of the Institut Pasteur forms the 
eighth volume of the system of hygiene edited by Martin and 
Brouardel. ‘The opening pages consist of a historical intro- 
duction, and the remainder of the work is divided into five 
parts, to each of which a bibliography is appended. In the 
first the writers discuss the organization of a hospital in detail, 
including the site, arrangement of the wards and other 
buildings, water supply, drainage system, ventilation, heating, 
lighting, disinfection, furniture, and disposal of staff. The 
second part is devoted to a consideration of special hospitals 
(reneng those for children), hospitals for acute infectious 
disease, almshouses, and mental hospitals. In the third part 
the admission to hospital of social diseases such as tuber- 
culosis, syphilis, alcoholism, and cancer is discussed. The 
fourth part is concerned with the hospital staff. in which are 
included medical, nursing, pharmaceutical, and administra- 
tive units, with a full consideration of the training of 
nurses; and in the fifth part hospital administration in foreign 
countries (Germany, Austria, and the United States) is 
described. The text is freely interspersed with plans and 
photographs of hospitals in France and other countries. The 
work, though mainly based on the study of French hospitals, 
will be of interest to all those concerned in the management 
of hospitals, such as medical superintendents, medical officers 
of health, and visiting committees. 


The seventh edition of Aids to Gynaecology’ has been edited 
by Dr. R. E. Torrennam, professor of obstetrics and gynaeco- 
logy in the University of Hong-Kong. To give the general 
principles of a large subject, such as the diseases peculiar to 
women, in a hundred pages or so is a matter of extreme 
difficulty, but the author of this small book may well be 
congratulated on the success obtained. That a seventh edition 
has -been called for is evidence of its appreciation by those who 
find benefit from studying notes of the important gynaecological 
conditions. Nurses and junior students will find Professor 
Tottenham’s edition very useful, as each chapter is written with 
an entire absence of frills and unnecessary matter. 


Professor Kiewitz’s monograph on bronchial asthma,‘ 
which forms the latest instalment of the system of medical 
practice edited by L. R. Grore, A. Fromme, and K. Warnekros, 
contains a concise, clear, and up-to-date description of the 
nature, diagnosis, and treatment of asthma, based on the 
writer’s personal experience in East Prussia and a study of 
the literature. 


Recent Advances in Organic Chemistry,* by Dr. A. W. 
SrewaRt, is a work in two volumes, in which are collated and 
connected various achievements of research in different branches 
of organic chemistry. It has for its object the establishment 
of data for reference by those engaged in research, as well as 
the presentation of those data in a form readily accessible 
to students. The previous editions have kept the author’s 

resentation level with historical developments. In this, the 


‘fifth edition, much new matter is included corresponding with 


more recent advances, the first volume containing matter suit- 
able for third-year students, and the second for students 
engaged in post-graduate work and research. Notable progress 
has been made among the alkaloids, the anthocyanins, and the 
synthesis and cleavage of proteins. The author has not con- 
fined his treatment to a favoured section, but has covered the 
wide field of organic chemistry very thoroughly. One feature 
of his work that can hardly be overestimated is that he has 
risen high above the level of an annotator. The description is 
in the form of connected narrative, and is alive with a spirit 
of enthusiasm for the elucidation of theoretical. views and a 
ready aptitude for intuitive deduction. In this manner are 
discussed not only those subjects which have attracted attention 
by reason of their novelty, but a great number of others which 
add to the understanding of organic compounds. One chapter 
is occupied in the discussion of some theories of the natural 
synthesis of vital products; another deals with some applica- 
tions of electronics to organic chemistry; and the final » stew 
discusses certain unsolved problems of long standing. 


*Traité @Hygiéne. Publiée en fascicules. VIIT: Hospitalir 
Par Louis Martin et R. Dujarric de la Riviére. 
an) refondue. Paris: Masson et Cie. (64 x 93, pp. 416; 124 figures 

r. 

7 Aids to Gynaecology. By Richard E. Tottenham, M.D., D.P.H. Seventh 
edition. London; Bailliere, Tindall and Cox. 1927. (Feap. 8vo. pp. viii 
25 figures. 3s. net.) (Feap. 8vo, pp. viii 

* Medizinische Praris. Herausgegeben von Prof. Dr. L. R. Grote, 


Prof. Dr. A. Fromme, Prof, Dr. K. Warnekros. Band HI: Das Bronchial. | 


asthma. Von Prof. Dr. Felix Klewitz. Dresden and Leipzig: . 
Seer 1928. (6 x 83, pp. viii+ 81. Paper cover RAM. ie ee 


* Recent. Advances in Organic Chemistry. By Alfred W. Stewart, D.Sc 
In two volumes. . Fifth edition. London: Longmans, Green and Co., Ltd. 
jared ove, Vol. I, pp. xiv + 387. Vol. II, pp. xiv + 382. 21s. net each 
vo!ume.) 


A book on /ncompatibility in Prescriptions'’® has been pre- 
pared by S. K. Mukuergsr which will be found very useful both 
to prescribers and dispensers. It presents a general discussion 
of the causes of incompatibility, citing cases from actual 
experience in great abundance, and it affords, through the 
medium of a tabulated list and an index, readily accessible 
information on questions that may arise in practice. 


The Phenomenology of Acts of Choice, by Miss Honorta M. 
Wetts, and An Erperimental Study of the Mental Processes 
Involved in Judqment,'? by Mr. B. P. Stevanovic, embody 
the results of researches carried out by the authors in the 
Psychological Laboratory at King’s College, London, and 
presented as theses for the degree of Ph.D. There is therefore 
a certain family resemblance between them. Both represent 
painstaking work in prolonged series of ingeniously devised 
experiments which are described in detail. They are now pub- 
lished as Nos. 11 and 12 of the series of monographs issued 
in connexion with the British Journal of Psychology. 


10 Incuupatibility in Preseriptions. S. K. Mukherji, M.B.. Caleutta : 
Rai Saheb B. N. Mukherji and Son. 1928. (4} x 5, pp. 135.) 

The Phenomenology of Acts of Choice. By Wonoria M. Wells. The 
British Journal of Psychology Monograph Supplements, No, XI. London : 
Cambridge University Press. (Sup. roy. 8vo, pp. 157; 12 figures. 10s. net.) 

'2 4 Experimental Study of the Mental Processes Involved in Judgment. 
By b slay P. Stevanovic, Ph.D. The British Journal of Psychology 
Monograph Supplements, No. XII. London: Cambridge University Press, 
(Sup. rey. 8vo, pp. 138; 28 figures. 10s. net.) * 


PREPARATIONS AND APPLIANCES. 


Bone SHEARS. 

Mr. H. Morriston Davies, M.Ch. (Ruthin), communicates 
particulars of a new bone shears. He writes : The principal point 
about these bone forceps is that they have a shear action which 
enables one to cut the 
rib, leaving a_ per- 
fectly clean uncrushed 
surface, and using the 
minimum of force. 
The character of the 
forceps enables the 
blade to be inserted 
under the rib, even 
when the ribs are close 
together, with the 
minimum of risk of 
damaging other parts. The blades can be slid along the ribs 
under the tissues, and so cut even at a distance, if necessary, 
from the wound. To accomplish this a right-handed and a 
left-handed pair are necessary. The whole design gives maximum 
strength with minimum weight. 

The Holborn Surgical Instrument Company, Ltd., are the 
makers of these bone shears. 


An Improvep CagcaL CLampP. 
Mr. Jonun Taytor, Ch.M. (Dundee), writes : I have designed a 
special clamp for the operation of caecostomy as a first-stage pro- 
cedure in acute obstruction due to malignant disease of the 
proximal colon. It is a modified form of Hartmann’s clamp, 
with a deep curve. The object of the clamp is to exclude tem- 
orarily from the increased colon pressure a portion of caecum 
one enough to,permit the insertion of a large Pezzer catheter 
without any leakage taking place. When the bowel is grasped 
with the usual type of deeply curved clamp the points of the 


Eno View 


blades always gape, and leakage and soiling are almost inevit- 
able; the Hartmann points overcome this difficulty. Before 
applying the clamp the caecal contents are slowly expressed into 
the colon; the Pezzer or similar type of catheter is then intro- 
duced into the flaccid caeeum in the same manner as for the 
bladder, and the purse-string suture is tightened and tied. The 
clamp is then slowly “‘ eased ’’ in order to prevent tearing by a 
sudden return of colon pressure. The caecal wall is stitched to 
the parietal peritoneum, and the catheter is connected up to @ 
suitable form of container. With this technique the catheter 
does not tend to work its way out. A smaller but similar ty 
of clamp is useful in anastomotic gall-bladder operations. e 
clamps were made for me by Mr. Charles F. Thackray, Park 


Street, Leeds. 
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VOLKMANN’S ISCHAEMIC CONTRACTURE. 


THERE are’ certain complications of common injuries 
which do not receive the attention they deserve 
because their occurrence seems to cast a reflection 
upon the skill and competence of the surgeon who 
treated the case. Ischaemic contracture is a notable 
instance of this. It was probably the notoriety of a 
rccent medico-legal case which led to ischaemic con- 
tracture being chosen for a discussion in the Section of 
Orthopaedics at the Cardiff Meeting of the British 
Medical Association, and it is fortunate that Sir 
Robert Jones was willing to review the whole subject 
in an address (printed in our opening pages to-day) 
which will for many years to come remain as a 
surgical classic. 

The condition has been observed in both the upper 
and lower limbs, but, as it is in connexion with 
fractures round the e!bow-joint that the great majority 
of cases have occurred, attention was confined to this 
class of injury. The onset of ischaemia is within 
a few hours up to forty-eight hours from the time of 
the accident or from the time at which treatment is 
begun. This onset is marked by pain and swelling of 
the hand and forearm, a blue or dusky colour of the 
skin, and loss of movements in the fingers. Unless 
the tension is relieved blisters or blebs form under the 
epidermis. These changes, it is generally recognized, 
are due to interference with the circulation, and this 
explanation is confirmed by the absence or feebleness 
of the pulse, while the blueness and oedema are 
evidence of venous obstruction. 

Ever since Richard von Volkmann of Leipzig first 
described the condition in 1875 the essential nature 
of the paralysis and its dependence upon obstructed 
circulation in the muscles have been admitted on 
clinical evidence. Within recent years this has been 
confirmed experimentaliy by the work of the American 
observers Brooks and Jepson, who showed that venous 
as well as arterial obstruction was required to cause 
The actual 


obstruction are generally one or other of the following : 
the pressure of tight bandages over splints; any 
position of the limb which produces great tension, 
either extreme flexion or extreme tension of the elbow; 
or the simple effusion of blood under the deep fascia. 
Unfortunately the first of these causal factors has been 
the only one taught or recognized, and, in conse- 
quence, the idea has become prevalent that if tight 
bandaging and splinting are avoided then ischaemia 
Sir Robert Jones points out that the 
degree of flexion required to maintain a fracture in 
good position is really only of moderate amount—that 
is to say, the position maintained by fixing the wrist 
to the neck by the ‘* cuff and collar ’’ method. But 
the term ‘‘ acute flexion ’’ has somehow crept in, and 
in recent years the majority of cases of ischaemic 
contracture have resulted from the adoption of this 
position. Thus the most widely used English manual 
of surgical practice teaches that after supracondylar 
fracture the arm should be fixed in front of the chest 
with the elbow fully flexed." The fact has been 
observed that in the normal arm the pulse at the wrist 


? Rose and Carless: A Manual of Surgery, twelfth edition, p. 5°7. 


can be stopped by pressing the hand against the 
shoulder, and, further, that if a few cubic centimetres 
of water are injected into the antecubital space a 
considerably less degree of forcible flexion will then 
cause cessation of the pulse. Many cases have been 
noted and published in which ischaemic contracture 
followed injury to the soft parts without any tracture ; 
these include certain haemophilic patients in whom 
a subfascial haematoma had developed in the region 
of the elbow or forearm.’ 

Treatment of Volkmann’s ischaemic contracture has 
been the subject of many suggestions, but in this 
country it is formally held that patient perseverance 
in the method advocated by Sir Robert Jones will 
always bring about considerable improvement. Unfor- 
tunately this requires a long period of time, and great 
determination on the part of parent, patient, and 
manipulator. There seems to be no short cut to 
recovery, and such operations as excision of a portion 
of the forearm bones or multiple tendon lengthening 
have rightly been abandoned. The sliding of the 
common tendon from the internal epicondyle, or a 
downward displacement of the condyle itself, is a 
recent suggestion. the adoption of which has given 
encouraging results, but even this will not preclude the 
necessity for prolonged splinting and stretching of the 
finger tendons. In regard to the treatment of the 
condition in its acute stage, there is good reason to 
advocate the plan of incision through the skin and 
deep fascia in order to relieve the tension on the 
vessels. 
has advocated and practised the operation of peri- 
arterial sympathectomy of the brachial artery with 
a view to bringing about a vasomotor dilatation in the 
tissues of the forearm. 

Sir Robert Jones closes his paper with some sound 
advice to young surgeons and general practitioners in 
dealing with fractures of the elbow-joint. He lays 
stress upon the importance of obtaining an a-ray 
photograph, and about this there can be no dissentient 
opinion. But recent medico-legal cases have shown 
that x-ray plates themselves may be used in support 
of a charge of negligence. This makes it all the more 
essential that every practitioner should belong to a 
medical defence society; but however much that may 
protect him from pecuniary loss, it will not save him 
from heart-breaking litigation. We wish it were 
possible to end on a more cheerful note, but such, we 
fear, will be the conclusion reached also by the Medical 
Society of London on November 12th, when a dis- 
cussion on the medico-legal aspects of fractures is to 
be opened by Professor Hey Groves and Dr. James 
Neal. 


ACTINOTHERAPY: THE NEED FOR 
CONTROL. 
THE papers by Professor W. E. Dixon and Dr. C. B. 
Heald, read before the Section of Radiology and 
Physio-therapeutics at the Annual Meeting of the 
British Medical Association at Cardiff, and pubiished 
this week (p. 642 and p. 644), bring effectively into 
focus the knowledge that has been gained from the 
widespread and increasing application of various forms 
of radiation in physiotherapy, and emphasize the 
danger that may accrue to the public, and, indeed, to 
the medical profession, from the exploitation of these 
therapeutic devices at the hands of untrained un- 


qualified persons. 
The enthusiasm with which the introduction of 


2Hev G : The Surgical Aspects of Haemophilia, with especial 
to Cares of. Volkmann's Contracture Resulting from this 
Disease. British Medical Journal, March 16th, 1907, p. 611. 
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actinotherapy into general medical practice was 
at first greeted has given place to an equally 
regrettable scepticism. When there are doubts as to 
whether a therapeutic device can do any good there is 
the danger of an accessory doubt as to whether it 
ex do anything at all—even harm. This is a pity: 
for although actinotherapy cannot fulfil all the claims 
made for it by some of its more sanguine exponents, 
there exists a definite set of conditions in which its 
employment is indicated; and though skilled 
hands it may provide a treatment of the first impor- 
tance, improperly used it may do the gravest mischief. 
When statements appear to the effect that “* all cases 
of skin diseases are benefited,”’ or that ‘* all cases of 
rheumatism, acute or chronic, neuritis, sciatica, will 
be benefited, if not cured,’’ we can only conclude that 
sume people are easily satisfied. The general expe- 
rience is that many cases of skin disease are unaffected 
by this treatment—some are even aggravated; and it 
is by no means vet determined whether the beneficial 
results produced in some cases of rheumatoid arthritis, 
neuritis, and sciatica are not due merely to a counter- 
irritation of the same order as that produced by a 
mustard plaster. There can be no doubt, however, 
that actinotherapy, properly applied, is an important 
agent in the amelioration of rickets and surgical tuber- 
culosis—often, indeed, in these conditions producing 
complete cure; and that certain neurological condi- 
tions, anaemias, and skin diseases, though not cured, 
are usually benefited by this treatment. Among 
diseases of the nervous system in which amelioration 
of symptoms has been claimed are acute anterior 
poliomyelitis (in which actinotherapy is stated to limit 
the spread of the paralysis and to cut short the period 
of disablement), Bell's palsy in its early stages, the 
root pains of tabes dorsalis, and herpes zoster. On 
the other hand, it is equally important to recognize 
that to patients suffering from pulmonary tuberculosis, 
arterio-sclerosis, chronic nephritis, quiescent appen- 
dicitis, and various forms of neurosis, the application of 
ultra-violet radiation may do definite and irretrievable 
harm. Early phthisis is of special importance in this 
connexion. It is generally realized that ultra-violet 
therapy is contraindicated in active febrile cases. 
Frequently overlooked, however, is the fact that a 
focus of early or of latent phthisis may flare up into 
activity as the result of the incautious administration 
of ultra-violet rays. But it is just the person in whom 
one of these conditions may be present—the slightly 
run down, asthenic person—who is most likely to turn 
to ultra-violet radiotherapy for the sake of its ‘‘tonic ’ 
effects. The difficulties, moreover, do not end with 
the selection of the right kind of case. A proportion of 
patients—the number has been given as 4 per cent.— 
suffer almost immediate ill effect from general irradia- 
tion. Their main symptoms, which include malaise, 
headache, pain in the back, vomiting, conjunctival 
irritation, and occasionally diarrhoea, were described 
by Dr. Paige Arnold in a contribution to the British 
Medical Journal published on February 13th, 1926 
(p. 304). There is, furthermore, the risk of pro- 
ducing light-allergy from overdosage, due, according 
to Professor Dixon, to the absorption of altered skin 
proteins into the patient’s circulation. 

Clearly a treatment capable of so much good and of so 
much harm should be administered only by those with 
the requisite knowledge and skill. In point of fact, it 
has largely fallen into the hands of unqualified practi- 
tioners incapable of applying it with due regard to the 
idiosyncrasies of the patient or the condition from 
which he may be suffering, and unmindful of the 
problems of technique and dosage—persons ignorant of 


electricity, ignorant of the physiological effects of the 
different types of radiation, and ignorant of medicine. 

In view of this serious situation the Representative 
Body of the Association, on July 20th at Cardiff, 
strongly recommended that immediate steps should be 
tuken to place this form of treatment under the control 
of the medical profession, and indicated the general 
lines along which such control should be exercised. 
Thus the resolution expressed the opinion that an 
approved register should be made of persons fitted to 
administer this form of treatment; that suitable 
courses should be organized for the training of those 
who wish to qualify for inclusion in this register; that 
a condition for inclusion should be abstention from the 
treatment of any patient except under the general 
supervision of a registered medical practitioner; and 
that patients requiring electrical or radiation treatment 
should be referred only to persons thus registered. 
As it stands, the resolution neither defines the autho- 
rity which should be made responsible for giving 
practical effect to the opinions expressed, nor does it 
indicate the method by which such an authority might 
fulfil its duties. This lack of definition was not un- 
intentional. Having stated its opimion in general, the 
Representative Meeting naturally felt that the Council 
of the Association was the proper body to review in 
detail the means by which the aims set out in the 
resolution would best be achieved. 

The matter now rests in the hands of the Council, 
which has already appointed a special committee, 
composed of members of the Science and Medico- 
Political Committees, to define the details of this 
policy. We look forward to an early and a unanimous 
report by those best qualified to express an opinion 
on the licence that should be allowed to the adminis- 
tration of this form of treatment. The sooner this is 
embodied in definite and enforceable regulations, the 
sconer will the general publie gain the greatest measure 
of benefit and (what may be of even more importance) 
the greatest measure of protection. 


THE HARVEY FILM. 

Tue cinematograph film showing the series of experiments 
carried out by Harvey in formulating his proof of the 
civewation of the blood, which was prepared by Dr. H. H. 
Dale and Sir Thomas Lewis for the Royal College of 
Physicians of London, and was exhibited at the Harvey 
tercentenary celebration last May, will be shown, by per- 
mission of the Royal Society of Medicine, in the Barnes 
Hall at 1, Wimpole Street, W., on Tuesday, October 30th, 
at 5 p.m. In compliance with the injunction of the Home 
Office that the film should be shown only to scientific 
audiences, admission will be limited to medical practi- 
tioners and students of medicine, who may obtain tickets, 
hearing their own names and not transferable, by calling 
personally either at the issue room of the library of the 
Royal Seciety of Medicine or at the office of the Royal 
College of Physicians in Pall Mall East. As the seating 
accommodation is limited early application is advised. 


“ DEATH FROM NATURAL CAUSES.” 
THe Rerue Médicale de la Suisse Romande of Septembe 
10th contains an article by Drs. F. Naville and Ed. 
Rosselet on difficulties and errors in the diagnosis of the 
cause of death. The authors are attached to the Medieo- 
Legal Institute of Geneva, to which bodies are sent fot 
examination in cases of doubt. It appears that to some 
of these bodies the Swiss doctor attaches a diagnosis of 
startling precision, suggesting powers of divination; in 
others he contents himself with the provisional statement, 
‘Death from natural causes.”? Drs. Naville and Rosselet_ 
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have examined the reports on these ‘* natural death ’’ cases 
made in the Institute during the last two years, and they 
record some remarkable findings. Thus the Geneva police 
stopped the funeral procession of a man stated to have 
died of tuberculous haemoptysis; he had been murdered by 
a stab in the back with a knife! A woman certified to 
have died from gastric ulcer had been the victim of 
criminal abortion, preceded by the vomiting of pregnancy. 
Another woman was found dead in bed, it was supposed 
from natural causes ; but when the nun who sat up with the 
corpse the following night was also found dead in the 
morning, a little investigation showed that both women 
had died of carbon monoxide poisoning. The necessity for 
completely stripping and examining dead bodies is illus- 
trated by cases in which razor wounds of the throat were 
concealed by scarves round the neck, and stiletto punctures 
by a pendulous breast. The authors describe the case of 
a healthy young shepherd of 28, certified as dying from 
natural causes. Yet the autopsy showed a_ veritable 
museum of injuries: fractures of the skull, three ribs, and 
a clavicle; traumatic haemorrhages in the brain, the liver, 
and the kidney. In another body ‘ dead from natural 
causes,’ with no lesion exteriorly, there was fracture of 
the skull with a large cerebral haemorrhage, the result of 
a fall in the course of a dispute with a companion. The 
authors of this article remark on the difficulties and 
damage that may arise from failure to ascertain correctly 
the cause of death. To conclude hastily that a drowned 
person has committed suicide may prejudice the relatives 
in the matter of insurance. The drowning may have 
resulted from an attack of epilepsy, an accidental fall, 
a cerebral haemorrhage, cardiae syncope, vertigo due to 
ear diseases, or other fortuitous causes. And it seems that 
in Switzerland failure in investigating the cause of death 
may bring disaster upon the doctor, as in the case of the 
practitioner who was called to a body on a mountain road, 
and through negligence failed to discover a penetrating 
wound. His conclusion of ‘‘ death from natural causes ” 
led to his being deprived of the right to practise medicine. 
The authors recognize that it is human to err, and they 
sympathize with the doctor who must try to be exact in his 
diagnosis while surrounded by policemen, relatives, friends, 
and neighbours, who harass him with contradictory state- 
ments. But they hope that their remarks on “ deaths 
described as natural’? may serve to remind their profes- 
sional brethren of the need for as careful an investigation 
as possible of the causes of death. 


THE PROFESSION OF MASSAGE. 
Amoxe the <allings ancillary to medicine that of the 
masseur is of particular importance to the medical practi- 
tioner, The actual technical details of treatment by 
fiassage and medical gymnastics and such electrical methods 
as are cariced out by the masseur often require a high 
degree of skill and experience, and it is of the utmost 
importance that the medical man should be* able to rely 
cenfidently upon his assistant who works under his direc- 
tion. The Chartered Society of Massage and Medical 
Gymnastics, since it obtained a new charter in 1920, has 
steadily extended its activities. It represents now the only 


recognized portal of entrance to this profession, and its 


registered members number 6,721, established in practice in 
practically every town in the British Isles. Of this number 
6,321 are masseuses and 400 are masseurs. The members 
pledge themselves to work only under the direction of a 
medical practitioner, and in this respect differ from the still 
Numerous unregistered, and often unqualified, members of 
their calling, who can and do treat anyone coming to them 
for advice without reference to or instruction from a doctor. 
The Chartered Society has recently completed an inspection 


of all the training schools recognized by it, and the inspec- 
tors have presented a full and detailed report to the 
council, in which the accommodation, the course of instruc- 
tion, and the opportunities for gaining clinical experience 
are commented upon and criticized. With this inspection, 
and the steady raising of the standard of examination, the 
level of the work of the massage profession in this country 
has certainly reached a very high standard. Unfortunately 
doctors very often fail to recognize the difference between 
a trained and registered masseur or masseuse and one who 
is imperfectly trained or untrained—one who has, more- 
over, never signed an undertaking to work only under 
medical supervision. During the past year the Chartered 
Society obtained from: the Privy Council permission for 
its members to use the term “ chartered masseur or 
masseuse.’’ If medical practitioners will take care that 
those whom they employ to treat their patients have the 
right to this title, they may feel confident that they are 
placing the treatment of their patients in the hands of 
properly qualified people, who will only carry out the 
instructions given to them after a medical diagnosis has 
been made. A congress of the Society. was held from 
October 3rd to 6th in the Great Hall of the British Medical 
Association House. The lectures and demonstrations given 
each day were numerously attended. At the Annual General 
Meeting, over which Sir Cooper Perry presided, it was 
reported that during the past year twenty-three examina- 
tions had been held and 315 conjoint certificates (that is, 
in massage and medical gymnastics) had been granted, 
together with 54 in massage alone, 31 in medical gymnastics 
alone, and 242 in medical electricity. Sir Cooper Perry 
deplored the fact that few of the medical schools took 
the opportunity of teaching their students the value of 
massage, the reason being, of course, the overcrowded state 
of the medical curriculum. The meeting appreved a pro- 
posal to provide for proxy voting at general meetings of 
the Society. This has been brought forward by the council 
in view of the setting up of new ethical by-laws, in the 
framing of which and their application to any given case 
it is desired that as many members as possible should have 
a voice. Following the annual meeting Sir Arthur Keith 
delivered an interesting address on the conflict between 
theory and practice in medicine, which is reported on 
enother page. 


“CONFESSIONS OF AN AMATEUR PHYSICIAN.” 
‘Ir goes without saying that every white man is a 
doctor and healer of all conceivable ills—in the eyes of 
unsophisticated natives.” With these words Brigadier- 
General H. H. Austin begins his very readable reminis- 
cences of amateur doctoring in some of the waste or savage 
places of Africa, which appeared in the September Cornhill. 
He disclaims all title to special knowledge, and makes in 
defence of a possible charge of unqualified practice the 
unanswerable plea of necessity, as well as policy, which 
compels the white man in authority in remote places to 
support as best he may the reputation so touchingly thrust 
upon him by the ignorant savage. Masters of merchant 
ships which do not carry surgeons have to shoulder a like 
responsibility, although in these days of steam and wireless 
they find more opportunities of getting skilled help than of 
vore. Many of General Austin’s medical experiences were 
pained among the Swahilis of East Africa, whose own 
vigorous methods of counter-irritation by means of the 
actual cautery are said to be sometimes efficacious. He 
comments on the blunt sensibilities of these people, as 
shown in their calm submission of their persons to the 
knives of their comrades, when huge thorns or other 
intrusive substances have to be excised. Small-pox was | 
raging near Lake Victoria Nyanza, and once again vaccina- 
tion, at the hands of General Austin and his staff, proved 
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its efficacy—so far as a scanty stock of lymph allowed. 
All the officers of the party and the forty Pathans who 
had accompanied them from India were vaccinated before 
starting, and all escaped infection, although freely exposed 
to it. The mortality among the negroes is stated as 
£* appreciable.” On a later visit to British East Africa 
it was found that a nuisance from which the country had 
formerly been free had appeared. This was the “ chigoe ”’ 
or jigger (Pulex penetrans), so well known in West Africa 
and some other tropical places. General Austin describes 
the well-known methods of treatment of the deposited ova, 
and observes that the great carnivora, as well as men, 
suffer from these pests. In 1899 again he found himself 
in command of a survey party on the borders of Abyssinia 
without a medical officer, and once more he had to become 
an amateur physician and surgeon. Luckily this country 
was free from jiggers, and the health of the party was good, 
only one death—apparently from an ‘‘ acute abdomen ’’— 
occurring; but the amateur physician himself narrowly 
escaped increasing the death roll, for he suffered for ten 
days or more from frequent vomiting, for which he took 
opium tablets. Whether this treatment was efficacious or 
not, who shall say? The end crowned the work. Other 
travellers at other times in those regions seem to have 
suffered from similar symptoms. Ipecacuanha and_ hot 
fomentations appear to have saved the life of the young 
wife of an important Abyssinian. He has little good to 
tell of the Gallas and Abyssinians with whom he came in 
contact, who were ready enough to seek his medical aid, 
but whose gratitude was certainly confined to expectations 
of future favours. It seems that luckily he was not called 
in to assist in any cases of difficult labour, in which he 
would have had to rely on the vis medicatrix naturae only. 
On yet another expedition in East Africa General Austin 
had the advantage of the services of Surgeon John Garner 
of the Egyptian Administration, to whose memory—he died 


' two years later—he pays a warm tribute. The party 


suffered much from various hardships and diseases, General 
Austin himself having nearly succumbed to a virulent 
attack of scurvy, during which the sight of one eye was 
permanently damaged by a haemorrhage into the retina— 
a complication as distressing as it is unusual. In con- 
cluding- this pleasant record of often unpleasant expe- 
riences, General Austin tells us with disarming candour 
that his object in seeking publication is to restore to the 
members of his own family their lost confidence in his 
therapeutic skill. 


MALARIA COMMISSION OF THE LEAGUE OF NATIONS. 
A REPORT in pamphlet form has heen published of the 
conference held in June at Geneva of the Malaria Commis- 
sion of the Health Organization of the League of Nations; 
three subcommissions were appointed to consider special 
aspects of the problem of malaria control, and the con- 
clusions reached were subsequently approved by a full 
session of the Commission. The first subcommission, which 
reviewed antimalarial methods, emphasized the necessity 
of there being a permanent Government organization in 
each country to study local conditions, since each anti- 
malarial method is affected by the prevailing social and 
economic conditions, and has, therefore, no fixed and 
universal coefficient of necessity, efficacy, and cost. It is 
added that imitation in antimalarial work is dangerous, 
and methods likely to lead to discouraging results should 
be avoided. The subcommission did not favour the utiliza- 
tion of all available methods of control in the same locality 
at the same time, but advised the employment only of those 
methods which, with the means available, could be brought 
above a standard termed the ‘‘ minimum effective degree of 
perfection.’”’ It reported that, whatever other means might 
be employed in malarial localities, it was essential in the 


first place to treat the sick, and that the good results of 
early diagnosis and efficient treatment were more apparent 
in the reduction of the severity of the disease than in the 
reduction of its incidence. The execution of the measures 
must reach a_ sufficiently high degree of efficiency— 
‘minimum effective degree of perfection ’’—before its effect 
on incidence could become appreciable. The second sub. 
commission discussed certain aspects of the epidemiology of 
malaria and necessary future studies, the long list of 
suggestions for research serving to show how many points 
still remain obscure in the wide field of malariology. The 
third subcommission considered the use of quinine in 
malaria. It endorsed the method whereby quinine is com 
tinued after an attack for four to six weeks in daily dose 
of 1 gram, but advised that in the latter half of this period 
no quinine should be given for three to four days in each 
week. This subcommission declared definitely that the first 
step to take in malarial. localities is to arrange for 
treatment by quinine. 


ETIOLOGY OF HIRSCHSPRUNG'S DISEASE. 
Any contribution towards the elucidation of the underlying 
pathology of Hirschsprung’s disease is to be welcomed, since 
in the hands of even the most skilful surgeon the outlook 
in the majority of cases of this condition is anything but 
bright. In the August issue of the Archives of Disease in 
Childhood Dr. J. A. Munro Cameron supplies a complete 
and most instructive description of the pathology of a case 
of Hirschsprung’s disease. The portion of the colon above 
the pelvi-rectal sphincter showed gross enlargement of the 
bowel with much hypertrophy of the circular muscular 
fibres. Viewed through the pelvi-rectal sphincter, the 
muscle itself seemed normal, but in the intermuscular 
plexus of -nerve cells the ganglia were replaced by inflam 


-matory cells, and only an occasional nerve cell, shrunken 


and degenerated, was to be seen. Dr. Cameron recently 
published in the Archires an account of cardiospasm, 
showing that the underlying pathology was a degeneration 
of Auerbach’s plexus, and in the present article he com 
pares this with the pathology of Hirschsprung’s disease. 
They are indeed similar in every way. Since Hirsch 
sprung’s disease is in a large proportion of cases congenital, 
he considers that the meconium of the newborn infant must 
have become infected, and have passed on the infection to 
the bowel wall, with destruction of the intermuscular nerve 
plexus. Stasis occurs above this site, and the bowel, im 
attempting to pass on its unaccustomed burden, hyper 
trophies, especially in the circular muscular layer. The 
author offers the suggestion that dilatation treatment 
should succeed in Hirschsprung’s disease as it does. im 
cardiospasm, since the pathology of both is identical. His 
paper is illustrated with two admirable photomicrographs. 


Tae Harveian Oration before the Royal College o 
Physicians of London will be delivered on Thursday next 
October 18th (St. Luke’s Day), by Sir Humphry Rolleston, 
Bt., K.C.B., Regius Professor of Physic in the University of 
Cambridge, who has taken as his subject .“‘ Cardio-vasculat 
disease since Harvey’s day.’’ The Oration will be give 
at 4 p.m. in the theatre of the College, Pall Mall East. 


Ix connexion with the forthcoming by-election of t1# 
direct representatives for England and Wales on tht 
General Medical Council, we publish in the Supplemetl 
this week the joint address issued to’ the electorate by 
Dr. J. W. Bone of Luton and Dr. E. K. Le Fleming & 
Wimborne, the candidates chosen by the Representativ® 
Body for support by the British Medical Association. 
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Opening of the Winter Session. 


CHARING CROSS HOSPITAL. 


ADDRESS BY DR. T. WATTS EDEN. 
THE inaugural address at the Charing Cross Hospital 
Medical School was delivered on October 4th by Dr. T. 
Watrs Eprnx, who also distributed the prizes and certifi- 
cates. One student (Miss L. S. Hobbs) secured the prize 
in medicine, in surgery, in practical midwifery, and in 
ophthalmology, together with certificates in gynaecology 
and in pathoiogy and bacteriology, as well as winning the 
“ Llewelyn’? scholarship. Of the thirty-five prizes and 
certificates, seventeen went to women students. The dean, 
Dr. F. H. Youne, in his annual report, mentioned that the 
council had decided that no further women students should 
be accepted at Charing Cross. The school had been con- 
fronted with the possibility of remaining the only co- 
educational school in London, and it was felt that this 
meant that it would become predominantly a women’s 
medical school. During the past year eighteen men and 
twenty-two women had qualified from the school. 

Dr. Watts Epen said that for the practitioner of medi- 
cme the sense of being at school continued throughout the 
whole of his career. Perhaps this was true of all pro- 
fessions, but it was peculiarly true of medicine. The 
character of the lessons altered, but the pundits of the 
medical school were only exchanged for the stern mentor 
of responsibility which made the conscientious man his own 
hard taskmaster. Soon after graduation the student made 
the discovery that there were quite a number of things he 
did not know; this was disturbing, because most young 
graduates thought that all they had to do was to go out 
into the world and exercise their profound knowledge for 
the good of humanity. He remembered that: on the day 
when he was capped a Bachelor of Medicine he believed 
himself to possess a great body of exact knowledge which 
would carry him through everything, but since that date 
his confidence in what he knew had been gradually 
cumbling. A further discovery which the young practi- 
tier of medicine would make was that even his teachers 
and occasionally his textbooks had been wrong. What was 
called medical science—never an exact body of knowledge 
—was always undergoing revision. The knowledge held to- 
day might in ten years’ time prove to be wrong, possibly 
% far wrong.as to be dangerous in its application. Conse- 
quently the practitioner had to be an assiduous reader, 
keeping himself familiar with the advances of medicine, 2 
responsibility lightly felt at the time but getting heavier 
year by year. Another discovery very soon made by the 
gieral practitioner was that the patients whom he treated 
did not get well with the sureness and swiftness that they 
should; he came to realize that his failure in some cases 
arose not from perversity of the patient but from his own 
lak of technical knowledge, skill, and judgement. The 
public could not expect any one practitioner to know every- 
thing, but they had a right to look for efficiency, and this 
depended upon the most trifling details. Failure some- 
times arose from inability to establish relations of confi- 
dence and sympathy with the patient. The most success- 
ful doctors he himself had known had not been those whu 
new most, but those who understood their patients best, 
id the gift of sympathy, and could inspire confidence. 
{nother disturbing thing which the young practitioner 
‘ould experience was that a love of quackery was in- 


gtined in the community. Quackery had always been in 
&istence in one form o: another, but in recent times it 

assumed some strange forms, and was not unknown 
‘en within the ranks of the medical profession itself. 
tackery appealed to some members of the profession 
tither hecause they were born with a ‘* quack mind ” and 
ttifted into medicine by mistake, or because they were 
tady to take any short cut which offered pecuniary reward. 
tdical men were passing through a difficult time. The 
public was more critical and perhaps more suspicious than 
formerly , and most people nowadays imagined themselves 


to possess a certain amount of medical knowledge. They 
lived on familiar terms with their various organs and 
functions. They were not prepared to accept medical men 
as arbiters of their destiny, and any assumption of the 
pontifical attitude by the profession was received with 
contempt: Certain societies, with the assistance of the 
popular press, were disseminating the impression that 
orthodox medical practice was all wrong, and that in the 
columns of daily newspapers was wisdom chiefly to be 
found. The public had been told that good health followed 
upon the eating of a rather indigestible form of bread, 
drinking paraffin regularly, and paying frequent visits to 
the lavatory! In conclusion, Dr. Eden urged upon those 
who would make up the rank and file of the profession the 
maintenance of a sound judgement and a high standard of 
efficiency. Sometimes the practitioner would be pressed by 
a patient, reinforced by the patient’s family, to take a 
course contrary to his own judgement, but his clear respon- 
sibility was to do the right thing, and to wait until the 
right moment came to' do it. Even if the patient in 
consequence left him for someone more pliable, the con- 
sciousness of having done the right thing would give him 
an inward satisfaction which nothing else could afford. 


Annual Dinner. 
The annual dinner of past and present students was held 
at Gatti’s Restaurant, London, on the evening of the same 


day, with Sir Hersert Waternovse, consulting surgeon to 


the hospital, in the chair. 

Proposing the toast of ‘‘ The Hospital and Medical 
School,’’ Sir Herbert Waterhouse referred with regret to 
the resignation of Mr. Charles Gibbs, senior surgeon to 
the hospital, and ‘of Dr. Fenton from his position of 
dean of the Medical School. He expressed the great debt 
of gratitude the hospital and school owed to Mr. Gibbs, 
in his view the finest surgical teacher in London, and te 
Dr. Fenton, who, having filled with distinction the office 
of dean during war and post-war years, resigned after 
serving in this capacity for eleven vears. After welcoming 
Mr. Crook as assistant surgeon, and Dr. Vines, late director 
of medical studies at Cambridge, as pathologist, he con- 
gratulated Dr. Young on his succession to the office of dean, 
and Dr. Banister to that of vice-<dean. He then referred in 
graceful terms to the guests of the evening—Air Viece- 
Marshal Munro and Mr. Ingleby Oddie—and extended a 
warm welcome to Mr. Verity, chairman of the Hespital 
Committee, and Mr. Philip Inman, secretary-superintendent. 
Reviewing the progress made in the last quarter of a 
century, he gave an account of the great debt the 
hospital and its school owed to Mr. Verity. Twenty-five 
years ago, he said, there was no money to meet liabilities ; 
there was even a danger of closing the hospital. One 
member of the council stirred up everyone by his 
enthusiasm; that was Mr. Verity. It, was his genius for 
organization that not only wiped out a debt of £140,000, 
but secured £100,000 for extending the hospital and taking 
over and rebuilding the premises of the Royal Westminster 
Ophthalmic Hospital. Especially he thanked Mr. Inman 
for the invaluable work he had done in the difficult financial 
situation of the past year. Mr. Verity said that the 
sceptical response to his early enthusiasms reminded him 
of a stained-glass window best described under the title 
of ‘‘ Joseph telling his dreams to his somewhat irritated 
brethren.’’ Charing Cross Hospital had, he was proud to 
say, digested the carcass it had picked up at the end of 
the street; finances, thanks to Mr. Inman, were running 
smoothly, and the athological Institute was doing work 
of immense public Importance. The reconstruction of the 
new premises would involve not only drastic improvement 
of the out-patient and casualty departments, but the initia- 
tion of measures to secure paying wards for the hospital 
and a new hostel for the nurses. He hoped the State would 
not lay a cold and interfering hand on the great work that 
was going on in the voluntary hospitals. Dr. F. H. Youne, 
after referring to the stability of the medical school (which, 
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thanks to Mr. Inman, was better than solvent, though in 
March it owed no less than £4,500), made a statement on 
the decision 'no longer to admit women students to the 
Medical School. The reason that had -actuated the com- 
mittee was that the six other co-educational hospitals were 
closing their doors to women, and if Charing Cross pro- 
ceeded as the only co-educational hospital in five years it 
would cease to be that, but become a women’s hospital 
altogether. He was proud to say that representative women 
from the hospital had expressed, as their only regret at 
the decision, the fear that it might involve their being shut 
out from the hospital for which they had so much affection. 
Following this decision the entries of male students for the 
coming term were larger than they had been for long past. 
Mr. C. Jenntncs MarsuHati, proposing the health of the 
chairman, referred to Sir Herbert Waterhouse’s irrepres- 
sible boyish enthusiasm, which would never let him grow 
up. Sir Herbert had not retired from professional life, 
as during the past three years he had served with dis- 
tinction as president of the Medical Defence Union, and 
had just been re-elected for a fourth year. In the course 
of a witty reply, the chairman appealed to all present to 
join the Medical Defence Union. During the evening a 
delightful musical entertainment was provided by Dr. 
Taylor-Harris (an old Charing Cross student) and _ his 
friends, and Miss Elise Steels; there was also a conjuring 
performance by Mr. Herbert Collins. 


KING’S COLLEGE HOSPITAL. 


ADDRESS BY PROFESSOR ERNEST BARKER. 

At the opening of the session at King’s College Hospital, 
London, on October 3rd, the chair was taken by Sir W. 
Watson The report by the dean, Dr. 
Lyte, showed that at the present time there were in the 
school 227 ordinary students, 63 of whom were engaged in 
preliminary and intermediate courses at King’s College and 
elsewhere, while 164 were undertaking their final studies 
at the hospital. In addition there were 65 qualified men 
and women who were at the school preparing for higher 
degrees and diplomas. Sympathetic reference was made 
to the loss sustained recently by both the hospital and 
school in the death of Lord Hambleden. 

The inaugural address was delivered by Professor ErNEst 
Barker, lately principal of King’s College, London, and 
now professor of political science in the University of 
Cambridge. Professor Barker gave a brilliant address, 
marred only at one point when, in speaking of the 
** syndicalist ’’ tendency of doctors, he referred to the 
** British Medical Council ”’ “— as the most highly 
organized of all British guilds. He took for his text the 
Greek word qiois, which, he said, like many other words, 
especially those used by medical practitioners, had a very 
long history. This word originally meant ‘ growth,’”’ but 
became widened until, like the Latin word natura, it came 
to include all nature, inanimate as well as animate. It 
was from this word that ‘‘ physic ’’ and ‘ physician ’’ were 
derived. ‘‘ Physic’? was the study of the processes of 
nature, and ‘“ physician’? a man concerned with those 
processes, partly by understanding them, which was his 
science, and partly by conducting them, which was his art. 
The first to separate medicine out of philosophy was 
Hippocrates. He took out of the whole body of curious 
inquiry into dios at large the one subject of the physical 
processes of the human body, and said that that was 
enough for him. 

The orator proceeded to compare Hippocrates and 
Aristotle, dwelling especially on the work of Hippocrates 
entitled Airs, Waters, and Places. Hippocrates was no 
determinist, and he acknowledged frankly that human insti- 
tutions and laws might remedy the effects which climate, 
left to itself, would always produce. ‘Whe same spirit of 
eager scientific inquiry appeared in Aristotle, who was 
possibly indebted to the school of Cos. The spirit of 
scientific research as exemplified in Aristotle consisted in 
the observation of the attributes of whatever was studied 
experiments and dissection of specimens, and the endeavour 
to find some explanation of those attributes. The members 


of the school of Hippocrates were adepts in observation, 
In the field of experiment they did not achieve much ; their 
strength lay in simple observation of cases whereby they 
sought to explain the origin of disease and to apply the 
appropriate remedy. All this, Professor barker believea, 
affected Aristotle, both directly in his biological studies and 
indirectly in his study of politics. Aristotle was himself 
the son of a court physician, and might have telped his 
father, medicine being a hereditary calling amongst the 
Greeks. He had a. mind peculiarly fitted for zovlogical 
study, and declared that the study of every Kind of aniinal 
should be ventured on without distaste. That was the temper 
of the physician also, and Aristotle followed the physician 
in his eager observation of structure of parts and organs 
and in the use of dissection. In Aristotle’s Politics there 
were traces of the doctor, or at any rate of the zoologist, 
Just as the doctors of Cos observed their cases and drew 
their conclusions, just as Aristotle the zoologist, intituenced 
by them, recorded his observations and made his attempis 
at explanation and theory, so Aristotle the  poritial 
philosopher constructed on the basis of the observation of 
158 constitutions a theory of politics. He divided those 
constitutions into normal and perverted, the latter being 
greedy, tyrannical, and selfish oligarchies. The fifth book 
of the Politics, which was devoted to these perversions, had 
been called Aristotle’s study of the pathology of the State. 
He also sought to prescribe remedies, his main prescription 
being ‘‘ moderate diet.’’ He pointed out, for example, that 
the over-exercise of power brought about its downtall. 

The Arabs of a thousand years ago. combined medicine 
and philosophy; the two were signally associated also in 
the school of Cordova, and in the court of the Roman 
emperor Frederick If. The sixteenth century was a great 
age for the philosophic physician; the names of Servetus, 
who died at Geneva for his faith, of the Italian physicians 
Eustachius and Fallopius, after both of whom parts of the 
human anatomy were named, of Harvey, and many others 
came to mind. Two other English doctors were to be com- 
memorated in the same connexion. One was Thomas 
Linacre, a Greek scholar, the founder of two lectureships— 
*‘ one, in gratitude, for Oxford, and the other, in pity, 
for Cambridge.’’ The other was Thomas Sydenham, friend 
of John Locke the philosopher, and sometimes called the 
English Hippocrates. 

In conclusion, Professor Barker advised the student to 
learn to clothe his physic with some philosophy and some 
general wisdom. There was no nobler figure than that of 
the wise doctor, who maintained breadth of interest and 
general capacity of mind. He recalled in this connexion 
Sir Thomas Browne, and also a modern one whom he hap- 
pened himself to have known—Sir William Osler. Gratitude 
was due also for the physician’s humanity, which was 
wrapped up with his skill; Hippocrates said: ‘* If you 
have love for your fellow men you will have also love for 
your art.” 

A vote of thanks to the orator was proposed and seconded 
by Professor, G. F. and Sir Briscor. 


THE MIDDLESEX HOSPITAL. 


ANNUAL DINNER. 
Tue annual dinner of the Middlesex Hospital was held at 
the Savoy Hotel on October 2nd, Princk Arruur OF 
Connaveut, chairman of the hospital, presiding. After the 
loyal toasts had been duly honoured, Prince Arthur 
proposed the toast of ‘‘ Prosperity to the Middlesex 
Hospital and its Medical School.’? The urgent necessity 
of reconstructing the hospital created by the dangerous 
condition of the old building had, he said, been faced with 
courage and confidence; apparent disaster had_ served 
as an incentive not merely to reconstruct, but to develop 
in such a way that the hospital and its school should 
become factors more powerful than ever in the prevention 
and treatment of disease. His close association with the 
institution for four and a half years had tanght him that 
hospitals were not merely institutions for tending the sick, 
but were in reality the guardians of national health. Ia 
his view it was vital that everyone in the country should 
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be taught to value properly the need for trial and experi- 
ir ment, in both the clinie and laboratory, in relation to every ST. MARY'S HOSPITAL. _ 
Y § aspect of disease. The public must realize that the volun- seitidlaatitnn : ee" 
@ § tary hospitals laboured unceasingly towards the end of OLD STU DENTS’ DINNER. me 
, § preventing disease, and that its responsibility to these Txe annual dinner of the past and present students of . 
id § institutions was governed as: much by self-interest as St. Mary’s. Hospital. School was held on Cctober 5th at q * 
lf # by charitable feeling. Reviewing progress made, Prince the Trocadero Restaurant, with Dr. E. G. Moon of Broad- a . 


is § Arthar said that the building of the new west wing was stairs in the chair, supported by Sir John Rose Bradford, 


ef nearing completion; the central boiler-house was com- | President of the Royal College of Physicians, Surgeon Vice- 2. 
al § pleted; the Courtauld Institute of Biochemistry was full Admiral Gaskell, Air Vice-Marshal Munro, and senior - 
al ¥ of determined workers with a set purpose before them; and members of the hospital staff. The attendance of students ._ 
et B the first section of the new nurses’ home, the gift of an | Of various periods was larger than at any previous dinner. , 
in # anonymous donor, would be completed within ‘twelve Proposing the toast of ‘‘ St. Mary’s Hospital and Medical | 

18 f months. The whole history of the voluntary. hospital | School,” the Chairman paid a warm tribute to the high +s 


re § system contained, he believed, no finer record than theirs, 


no higher inspiration, no greater encouragement to antici- 
pate the final success of their contribution in promoting 
the cause of health and happiness. The scheme of develop- 
ment included the provision of a block for paying patients. 
The governors held that the voluntary hospitals should be 
available not for one class only, but other classes should 
be brought within reach of their benefits, and they had 
determined that such an extension should be made. They 


traditions characteristic of both. With many anecdotes 
he illustrated the progress of the hospital in the past, 
making special reference to the building of the Mary 
Stanford Wing, and to Sir John Broadbent. Lieut.-Colonel 
H. E. Verey, D.S.O., deputy chairman of the hospital 
board, replied to the toast, and expressed deep regret at 
the absence of Mr. A. R. Prideaux, who, after a long con- 
nexion with the hospital, including eleven years of chair- 
manship of the board, had been obliged to resign for 


could, however, obtain the necessary capital only from two | Te@Sons of health. Mention: was also made of the great 

sources—from those who would directly benefit and from | loss sustdined by the death of Mr. Maynard Smith. Colonel 

those with wealth and goodwill. The outlook had been | Verey reported that the hospital had ended the last year 

gloomy, but their persistent courage did not go un- with a financial balance on the right side, but it had to 

rewarded. He was proud to say that a friend of the | be remembered that the new buildings, including wards 

hospital had put at.their disposal the munificent gift of and operating theatres, would impose an additional annual 
£125,000, which would enable them to realize their great expenditure of £7,500. He commented on the necessity of 
inf ambitions. The new service would now become an integral | building a new medical school, imoculation department, and 
anf part of the hospital’s functions and would constitute an nurses’ home ; this would make available the accommoda- 
"at T example of the intelligent use of opportunity for the good } tion for paying patients which he regarded as one of the _ 
NS, F of as many as possible. He was confident that the admira- | gre@test needs of the present time. In the three essential & 
ms f tion and gratitude they felt for the donor would find | departments of the work of a great hospital—namely, - 
the responsive echo in the hearts and minds of those who would | "esearch, medical tuition, and the care of patients— | 
ers I benefit directly and of the whole country. Mr. §. A, | St- Mary’s had won a very high reputation in the world. | 
Mm F CovrtavLy, responding, said that the generous gift ensured The toast was also responded to by Dr. C. M. Wirson, i 
nas F the successful completion of the hospital’s great reconstruc- | dean of the Medical School, who referred to the part : 
<— F tion scheme. He had had convincing personal evidence | taken by co-education in providing for the increasingly id 
Y: fof the real value of the hospital’s pathological institute | heavy expenditure since the war. The entry of students i 
nd F to the country practitioner lacking the facilities for the | continued to be satisfactory, but there was room for still yo 
the laboratory investigations essential to diagnosis. Mr. Eric further increase im this respect. Towards the sum of a 

Pearce Goutp, dean of the Medical School, in the course | £160,000 required for the new school buildings about i 
8 of a most amusing speech, modestly referred to the | £100,000 was still wanted; this would be easily obtained i 
me F tremendous work that had been done by evervbody except if the fine example set in collecting money during the i 
of F himself. He announced that this was probably ‘the last | Past year by the Pathological Institute, led by Sir Almroth # 
und annual dinner at which he would be present in his function Wright and Dr. John Matthews, was followed. Dr. Wilson } 
100 Fas deon of the Medical School. Dr. G. H. Dosxey also | 24ded that the virtue of any medical school was to be t 
ay F replied. Dr. Henry MacCormac proposed ‘ The Guests ” found in the quality of the students who went out from at 
ude J i, graceful terms, and Surgeon Vice-Admiral Gasket, it to take up work in all parts of the Empire; he paid < { 
was F Medical Director-General, R.N., and Dr. E. W. Arxuey high tribute to the character of the present students, which : 
Yau Wuxrn. dean of the Faculty of Medicine at Oxford justified confident hopes of the standard being maintained. 4 
for University, replied. Admiral Gaskell made a plea for Mr. to St. Mary's 
ded the sending of the best type of man into the medical Hospital, 

vrvice of the Royal Navy. He was very glad to say that | Prosper!ty dea bili 

during the past year some of the best recruits to his | SPeech he referred briefly distit Sched 

ervice had come from the Middlesex Hospital. Dr. | sportsman he ry 

Ainley Walker deplored the tendency in medical education cricket, and golf. He and 

to multiply a smattering in specialities. However much | skilful and to 

the student of medicine was given small doses of this, that, whom very many people brought their troubles for solution. al 

z the other specialization, he would find, after half a anomie i 
| at oven vears of practice, that knowledge had advanced and —_ — ! 
or § Methods changed. Only one thing fe never out of date, THE PHARMACEUTICAL SOCIETY. 4 
the that was a trained mind. The function cf medical 
hur § ducation was the training of the mind of the medical ANNIN ERSARY DINNER. 
sex Bstudent. Mr, Roserr L. Hunter, proposing the health of | THE Pharmaceutical Society of Great Britain held a ee q 
sity | “The Chairman,” announced that Lord Woolavington, | at the Hotel Victoria, London, on October 3rd, in celebra- i { 
rous tho made such a generous gift to the Middlesex Hospital, | tion of the sixtieth anniversary of the passing of the _ 
vith J "as also the donor of £50,000 towards the fund for the | Pharmacy Act of 1868. Mr. HeERBrRT SKINNER, president ae 
ved B'storation of St. George’s Chapel, Windsor. After his | of the society, was in the chair. oe i ’ 
elop @ Malth had been drunk with musical honours the CHarrman Sir Grecory Foster, Vice-Chancellor of the University of } 
ould BSponded with a delightful speech, in which he said that | London, proposed the toast of “ The Society and its Benevolent 9 
tion @ hat had struck him above all in the Middlesex Hospital | Fund,” tracing the evolution of the modern pharmacist from | 
the Js the great pride that all those connected with it took | the old-time alchemist and apothecary. How these people q 
that "the fact that they were Middlesex men. At the con- | became pharmacists, he said, was not quite clear, but the 
ick, |“wsion of the dinner, students, past-students, and their | change of name really was significant. He then referred to the 


educational work of the society, saying that he was specially i” 
interested in the school in its connexion with the University if 


In #Stests adjourned to a reception room for conversation and 
renewal of old associations, 
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of London. No modern development has been more important 
than the association of pharmacy with the universities. The 
country was realizing that if it were to be properly served 
in the various activities of life it must be by trained men 
and women, who were only to be found among those who had 
that fundamental education on which the universities insisted 
before the candidates entered for degrees. There were now in 
Britain twenty-five approved schools of pharmacy, three being 
connected with the universities of London, Glasgow, and 
Manchester. Their school in connexion with the University 
of London was growing steadily, and the men and women 
coming up for that course were improving in quality and 
calibre every year. 

The PresipeNnT, in reply, said the Act of 1868 made con- 
fusion worse confounded, but it had a very warm corner in the 
heart of every pharmacist. The seed of goodness it contained 
was that for the first time it united chemists and druggists 
with the Pharmaceutical Society; the keynote of the Act was 
unity in pharmacy, and that was the greatest thing for which 
they could give it credit. It was the first Act that recognized 
their authority as the sole dispensers and distributors of 
poisons, and it was not until 1911 that they had the National 
Health Insurance Act, which made them dispensers to the 
nation; under that Act nearly sixty million prescriptions were 
dispensed annually. The Act of 1868 made the society the 
authority for carrying out the poisons law of the country, 
and for sixty years they had done so faithfully for the pro- 
tection of the public only. He hoped they would go forward 
with this work for the benefit of the public : that, in pharmacy 
as in medicine, was the only test that they were doing their job. 

Mr. E. T. NearHERcoat proposed the toast of ‘‘ The Houses 
of Parliament,*’ remarking that in future legislation Parliament 
should very carefully consider the policy and practice of the 
pharmaceutical leaders of the last sixty years. In responding, 
Sir Georrrey Butter, M.P., commented on the growth of a 
new interest in the nation’s health. In this matter, he said, 
the Houses of Parliament were powerless alone; it was only 
in collaboration with bodies such as their society that permanent 
progress could be made. 

Replying to the toast of ‘‘ The Guests,’’ proposed by Mr. 
L. Morervon Parry, vice-president of the society, Sir ARTHUR 
Rosinson, Sécretary of the Ministry of Health, said it was a 
curious thing that in this country when one wanted to govern 
a profession well one asked it to govern itself. In his own time 
this practice had been extended to nurses and dentists, and 
others were asking for similar privileges. There was room for 
doubt as to this in some cases, but none in the case of the 
pharmacists. Sir Arthur Robinson then referred to the services 
rendered by the society and its laboratory in the administration 
of the Therapeutic Substances Act. He endorsed what had 
been said regarding the high level of performance in the work 
done under the National Health Insurance Act, saying that 
they should be proud of the way in which that public service 
was performed. 

Among those present were Si i i 
Medical Director-General R.N., Mr. Colin Smith, Deputy Clerk 
of the Privy Council, Professor W. E. Dixon, Professor F T. G. 
Hobday, Professor H. G. Greenish, Dr. J. P. Share Jones, Mr. 
R. B. Pilcher, Mr. G. Stubbs, Deputy Government Chemist, Dr. 


Alfred Cox, Medical Secretary of the British Medical Association 
and Dr. P. Haas. , 


OPENING OF THE ScHOOL OF PHARMACY. 

The inaugural address at the opening of the eighty-seventh 
session of the School of Pharmacy was given on the afternoon 
of the same day in the hall of the society by Mr. Recrnaip 
Bennett, chairman of the British Pharmaceutical Conference, 
who .spoke on pharmacy as a career. He said that pharmacy 
had not yet acquired the material recognition that was its due; 
it was only by united efforts in educating public opinion that 
its claims could be brought home to the uninitiated. In aiming 
at the enhancement of status there was a constant demand for 
improvement in matters educational, technical, and ethical. 
The course that pharmacists should pursue was to cultivate 
assiduously the scientific side of pharmacy, in the promotion of 
pharmaceutical research, and in keeping pharmacy abreast of 
advances in biochemistry, pharmacology, and kindred subjects. 
Only by giving first place to the professional side would it be 
possible to maintain and to enhance the esteem in which 
»harmacists were held by their fellow men. 


ROYAL VETERINARY COLLEGE. 

At the opening of the new session at the Royal 
Veterinary College on October 2nd, Sir Arthur Weigall, 
who presided, said that the college was going through a 
period of difficulty; Governments had in the past shirked 
their responsibilities in regard to the veterinary pro 
fession. A departmental committee had, however, been 
appointed to inquire into the future of the college, and 
there was thus a possibility of the responsibilities being 
placed on the shoulders that ought to bear them. Sit 
Merrik Burrell said the fact that the college was in its 
present position was not altogether the fault of the 
governors. In 1919 they made an appeal to the autho- 
rities for help, but it was shelved. The seriousness of the 
present position could not be exaggerated, and if the 
governors did their duty from the purely financial point 
of view they would close the college to avoid bankruptcy. 
But they could not do that; education must go on. He 
hoped it would be the departmental committee’s duty 
to ask for everything it thought necessary. Professor 
F. T. G. Hobday, principal of the college, said that for 
the present session there was one of the biggest entries 
they had had for many years. They desired a minimum 
of £250,000, and some of the money was on the way. 
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MORE POINTS FOR MEDICAL MEN. 

[From ovr Motoring CorrEsPONDENT. 
Discussion of the relative merits of different makes of cat 
is particularly popular during the period of the annual 
motor show, which is now proceeding at Olympia and will 
continue until Saturday, October 20th. In point of fact 
choice of car nowadays is determined far more by the means 
of the purchaser, the presence or absence of this, that, or the 
other fitting, and the individual’s aesthetic preference for 
certain types of bodywork, than by any objective varia- 
tions in the mechanical efficiency of the cars on the market. 
The improvement in motor engineering has been such that, 
generally speaking, all cars may now be depended upom 
to give efficient service over a long period, if only attention 
is given to the ordinary problems of lubrication and care 
and adjustment of machinery. 


Price not the Only Factor. 

Medical practitioners require cars that, despite daily 
use in all weathers, will maintain the good appearance of 
their external and internal bodywork for a long period. 
A little reflection will show that the lowest priced car is 
not necessarily cheapest in the end. The popular priced 
cars, while there is no question of their being excellent 
value for money, must in some directions fall short of 
those costing more. Examples that come to mind are the 
quality of the paintwork and of the upholstery. Artificial 
leather, whigh in some instances is adopted for the latter, 
though meeting well enough the requirements of a section 
of motor users, has not, nor is it claimed to have, the 
wearing qualities of real leather. It is therefore suggested 
that doctors looking round for a new car should not let the 
question of price be the only determining factor in their 
final decision. 

Standardization of Controls. 

‘We appear to be still far from achieving any degree of 
uniformity in the control gear of cars. It is therefore 
gratifying to note that the Standardization Committee of 
the Society of Motor Manufacturers and Traders is taking 
steps to bring about some standardization in this direction. 
As examples of unnecessary varying practice one may cite 
accelerator pedals, which on some cars are to the right of 
the brake pedal and on others between the clutch and 
brake pedals, the former position being recommended. The 
position and direction of movement of steering wheel 
ignition levers, and of throttle control levers, are at present 
also determined by the individual designers. It is pr 
posed that ignition levers should always be to the left and 
move upwards for advance, and that throttle levers show 
be on the right and open on the upward movement. us 


the levers, when nearest the driver, would be in the 
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retarded and closed positions. Similarly, a standard 
form is recommended for the different speed positions of 
the change speed lever for three- and four-speed gearboxes. 


The Lighting of Cars. 

In the section of accessory exhibits—a section rich in 
devices and of contrivances claimed to enable the light of 
motoring—are contained a large number of anti-dazzle 
devices and of contrivances claimed to enable the light of 
lamps to penetrate through the foggiest of atmospheres. 
One of the most useful novelties to which attention may 
be drawn is the new anti-dazzle “‘ dip and switch ”’ reflector 
shown by Joseph Lucas, Ltd. About a year ago this firm 
introduced a dipping reflector which has been widely 
adopted. In the new device the headlight reflector on the 
near side is arranged to dip and at the same time auto- 
matically to turn to the left and light up the near side of 
the road. Simultaneously the off side headlight is auto- 
matically switched off and remains out during the whole 
period of dipping. This, in addition to avoiding the 
dazzling of oncoming drivers, will be found useful, it is 
claimed, when fogs and mists are encountered. 

Last week reference was made to the importance of giving 
due weight to reliable lighting when choosing a new car. 
The batteries must be regarded as important as the 
dynamo and starter themselves. A number of firms now 
specialize in making these for use in motor vehicles, among 


Chloride Electric Storage Company. The latter are the 
makers of the well-known Exide batteries, for which a long 
life is claimed. The firm rightly point out that against 
the cost of a battery must be reckoned the degree of service 
it renders—another instance of the importance of not over- 
stressing the price factor. 


Unsplinterable Glass. 

A noteworthy feature of the show is the increasing atten- 
tion now being devoted to the manufacture of unsplinter- 
able glass. In view of the great increase in motor traffic 
and the consequent greater risk of accident, there is no 
question of the desirability of its employment for wind- 
screens and for the windows of covered cars. On most cars 
it is at present only fitted at an extra charge; but most 
doctors using their cars in traffic would consider this extra 
charge worth paying. The pioneer of safety glass was the 
Triplex Company, but there are now several other varieties 
available. 


Some Notable New Cars. 

The outstanding feature of the show is the large number 
of six- and eight-cylinder cars, the prices of which are no 
more than had to be paid a few years ago for the better- 
dass four-cylinder vehicles. Moreover, a tour of the exhi- 
bition reveals the fact that, despite the American and 
foreign bid for the car made in this country, British 
manufacturers have nothing to learn from them in the art 
of motor construction, and that it is possible to find British 
tars meeting every possible requirement. 
One of the surprises of the exhibition is the new six- 
‘ylinder car shown by Armstrong-Siddeley Motors, Ltd.,’ 
which is listed at £250, either as an open two or four- 
‘eater, and at £275 as a four-seater fabric saloon. The 
tew chassis is similar to the firm’s 15-h.p. car introduced a 
year ago, and has a side-valve engine with a bore and 
‘ttoke of 56 by 84 mm. A single-plate clutch conveys the 
drive to a centrally controlled three-speed gearbox, which is 
heunted on the forward end of the propeller shaft torque 
tube. The wheel base of the vehicle is 8ft. 9 in., and the 
tack 4 ft.; semi-elliptic springs are used all round, and 
the steel dise wheels are shod with 27 by 4.4 in. balloon 
eumatic tyres. The equipment of the vehicle is very 
rish, and includes speedometer, clock, petrol gauge, and 
usplinterable glass in the windscreen. The firm are also 
‘tinuing to manufacture their 14-h.p. four-cylinder, and 
hp., 20-h.p., and 30-h.p. six-cylinder cars. Attention 
‘drawn, moreover, to this firm’s display of what is known 
% the “ self-changing ’’ four-speed gearbox, reference to 
Yhich was made last week, and which can now be fitted at 
“extra cost to the 20-h.p. and 30-h.p. cars. It may also 


mentioned that the Armstrong-Siddeley vehicles are 


them being Vandervell’s, Oldham’s, Lucas’s, and the. 


provided with a central lubrication system, the operation 


of a pedal forcing a supply of grease to all parts of the 
mechanism requiring it. 


The Popular Morris Vehicles. 

There are probably no more popular cars in this country 
that those which bear the name Morris. Considerable 
interest attaches, therefore, to the 1929 programme of the 
Morris Company. It has been known for some time that 
the firm had decided to put on the market a smaller 
edition of their Cowley car, and so to enter the field which 
has so far been practically monopolized by the Austin 
seven. It is claimed for the new Morris minor, although 
its prices have been fixed at the same level as the Austin, 
that it is intended less as a competitor of the latter 
than as an effort to popularize the use of motor 
vehicles among the section of the public to whom such 
prices would represent an outside limit. The new vehicle 
has already been so widely described that it need 
here be only mentioned that it is fitted with a four- 
cylinder engine with a tax rating of 8-h.p., and that it has 
a petrol consumption of fifty miles to the gallon, a three- 
speed gearbox, wire wheels with 26 by 34 in. pneumatic 
tyres, brakes on all four wheels as well as one behind the 
gearbox, dynamo lighting and starting, and bumpers both 
fore and aft. The new car is being supplied both as an 
open four-seater and as a soloon, the wheel base being 
6 ft. 6 in. and the overall length 10 ft. 2 in. 

The improvements in the Morris-Cowley range of 11.9-h.p. 
cars, the saloon of which is now priced at £190, comprise 
a lower chassis, improved springs, dipping headlight 
reflectors, an electric horn, bumpers, and better bodywork. 
Similar improvements have been made in the 14/28-h.p. 
Morris-Oxford cars, the prices of which range from £2C0 to 
£277 10s. for the saloon de luxe. There is also a 16/40-h.p. 
four-cylinder Oxford at prices from £295 to £330; while for 
the 1929 season the Morris Company are arranging to 
devote more attention.to the 17.7-h.p. six-cylinder car, 
which was introduced last year, and is now being built in 
coupé and saloon forms at prices varying from £305 to 
£390. As it is impossible to show a full range of the Morris 
cars in the limited space available at Olympia, the firm 
of Stewart and Ardern, Ltd., as sole London distributors, 
closely associated with the Morris productions, are holding 
a special exhibition during the period of the motor show 
both at their showrooms at 103, New Bond Street, W., and 
at their service and repairs establishment at Acton, W.3, 
which latter is claimed to be the largest of its kind in the 
world. 

A Citroén Light Siz. 

Users of Citroén cars—-which are a very popular type 
with many doctors—will be interested in examining the 
new light six-cylinder model, the engine of which has 
a bore and stroke of 72 by 100 mm. Ignition is by coil and 
distributor, and the Solex carburettor is supplied with 
petrol from a tank at the rear through the medium of an 
Autovac. Steering is of the worm and wheel type, with 
provision for adjustment. Semi-elliptic springing is em- 
ployed all round and shock absorbers are fitted. The final 
drive is by spiral bevel gear, the rear axle incorporating 
oil baffles of a particularly effective kind. The car has a 
very attractive appearance, with high, narrow radiator, 
well-placed lamps, and smooth-lined all-steel bodywork. 
As a four-door saloon it is priced at £295. A feature of 
the whole range of Citroén cars, which includes in addition 
to the new “ six,’’? 13/30-h.p. and 12/24-h.p. four-cylinder 
models, is a wider track, enabling wider bodies to be fitted, 
By dispensing with body cross-members and mounting 
direct on the frame, the bodies, in addition to being 2 in, 
wider, are lower, with a pleasing absence of valance, 


The Austin Range. 

The policy of the Austin Motor Company is to embody 
any improvements which appear to be desirable in theiz 
various models as and when opportunities occur, and not 
to keep them back for the purpose of introducing new cars 
at the annual exhibition. In this they are following the 
long-adopted policy of such soundly established motor con- 
cerns as Rolls-Royce. Although, therefore, the show dis- 
closes nothing sensational in connexion with the Austin 
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cars, one finds a number of detail changes .that have 
been made since the last exhibition. For example, in the 
ever-popular ‘ Seven,” larger headlamps, mounted forward 
and fitted with separate dimmer bulbs, are now used; the 
dash has also been provided with ventilators, while an 


-improvement of some importance is that the brake drums 
are now secured to the wheel hubs. The Austin 12-h.p. 
four-cylinder, the 16-h.p. six-cylinder, and the 20-h.p. 


‘fours’? and ‘ sixes’’ have similarly, at various periods 


-during the past year, been subjected to slight alterations 


to afford users greater convenience and simpler service. 
‘The petrol tank, for-instance, can now be filled without 
disturbing the driver, the filler -having been moved to a 
more accessible position, and a petrol depth gauge is now 
fitted on the dash. 

In addition to these chassis changes, various. new body 
models have been added to the Austin range, the ‘* seven ”’ 
coupé at £135 being a notable example. Others include 
the Burnham saloon and feur-windew fabric saloon on the 
12-h.p. chassis, and an impreved saloon on the 16-h.p. six- 
cylinder chassis. There is no more, popular car among 
doctors than the Austin 12-h.p. The prices of this have 
been reduced, and now range from £245 to £315. For en 
additional £50 users have now the option of the Austin 
16-h.p. ‘‘ light six,’’ which bids fair to become as popular 
in the market for which it caters as the ‘ seven” in 
its own. 


Humber and Standard Cars. 

The chief feature at the Humber Company’s stand is a 
new 16/50-h.p. six-cylinder car, the engine of which has 
the inlet valves inclined in the head with the exXhaust 
valves in the usual position at the side. The Humber 
9/28-h.p. four-cylinder car has undergone considerable 
improvement, while in all models one notices a redesigned 
‘radiator, dipping headlights, and a stop signal combined 
with the tail light. 

The Standard Motor Company, Utd., are retaining their 
9-h.p., 14/28-h.p., and 18/42-h.p. four-cylinder cars, and 
‘in addition are introducing a new 15-h.p. six-cylinder 
vehicle. The “ fours”? are unaltered in chassis design, 
but the 9-h.p. fabric saloon has been much improved in 
appearance. A new model 9-h.p. has also been introduced ; 
this is known as the ‘‘ Teignmouth ”’ saloon, the special 
features of which are separate bucket seats and the 
“ Stanlite ’’ roof, which can be opened or closed as desired. 
The chassis of the new car is identical with the other 9-h.p. 
models, with the exception of a 7 in. longer wheel base, this 
being 8 ft. 3 in. The new 15-h.p. six-cylinder car is an 
extremely interesting model, and has been designed to give 
a high top gear performance. The engine, which has a 
bore and stroke of 63.5 by 102 mm., is provided with a 
seven-bearing crank shaft. A unit construction four-speed 
gearbox is used, and semi-elliptical springs fitted with 
rebound leaves are employed front and rear. The cars on 
view include an attractive fabric saloon known as the 
** Exmouth,” listed at £325. 


More Coventry-built Cars. 

A car attracting considerable attention is that shown 
by the Alvis Car and Engineering Co., Ltd.,—a 12/75-h.p. 
four-cylinder vehicle, notable in that the engine power is 
transmitted to the front wheels instead of as usual to the 
rear. At present the car is mainly designed for sports 
use, but it may be that sooner or later the front drive 
will become more general. The Alvis Company are also 
showing their 14/75-h.p. four-cylinder cars, which, although 
on more orthodox lines, are well worth examining. The 
chassis on which an Alvista light saloon body is mounted 
is particularly attractive. 

The most striking feature of the Hillman Motor Car 
Company’s programme for the coming season is the intro- 
duction of a 19.7-h.p. car with a “‘ straight-eight ’’ engine 
to be marketed as a saloon at £485. The specification 
includes unsplinterable glass, dipping headlight reflectors 
wire wheels, servo-operated brakes, etc. The Hillman 
14-h.p. four-cylinder cars, which have proved very success- 
ful during the past year, are being made with over two 


which have steel panelling, valances have been eliminated. 


-has four: speeds, and that-the third-speed gearwheels are ip 


hundred detail improvements in the chassis. Of  theg 
the more important are a 4 in. wider track, lower build 
with same ground clearance, decper and more handsome 
radiator, electrically controlled dipping headlamps, and 
increased strength throughout. It is noticeable that the 
saloons are not only wider, but, while permitting the same 
head room, 3 in. lower than formerly. In the _ bodies, 


During the past few years Riley (Coventry), Ltd., hare 
come rapidly te the front as builders of speedy but reliable 
cars. A special feature of the Riley ‘‘ nine ’’ is that it 


constant mesh and claimed to be just as quiet as the toy 
gear. Among the body designs is a new “ Biarritz’’ saloon, 
in which special attention has been paid to the construe 
tion and mounting in order to minimize interior noises, 
The new Riley 14-h.p. six-cylinder car may be described 
as a larger edition of the “ nine.’”’ Its R.A.C. rating of 
13.5-h.p. is no clue to the power development capabilities 
of the engine, which is fitted with overhead valves. h 
addition to a touring car there are two varieties of saloons 
supplied on the new 14-h.p. chassis at £495 and 
respectively. 


A notable alteration in the plans of Vauxhall Motor, 
Lid., is that they have ceased to manufacture their 
30/98-h.p. and sleeve-valve-engined cars, in order to 
centrate on the 20/60-h.p. six-cylinder model introduced 
a year ago. Into this they have incorporated a number oi 
improvements. By a slight’ increase in engine size, and 
by the redesigning of the head, the intake manifold, th 
cam shaft, and the silencer, increased power to the extent 
of about 25 per cent. is claimed. A choice of ni 
designs of open and closed bodywork at prices rangi 
from £495 to £695 is available for the new chassis. 

Having commenced this week’s review of the show with 
what may be termed the popular range of car exhibits, it 
may be well to close with a reference to the exclusiy 
vehicles of the Rolls-Royce Company, whose exhibit i 
always the centre of interest and admiration at Olympia 
The various models displayed this year are no excepti 
to the rule. The 40/50-h.p. car is represented, 
others, by a six-cylinder Phantom’ chassis with 
Barker enclosed limousine body seating six persons. 
price of the complete vehicle is £3,037. The smaller 20-h) 
six-cylinder Rolls-Royce is also on view, one, priced # 
£2,042, being fitted with a Thrupp and Maberly encl 
drive limousine body painted claret and black. Need! 
to say, the cars, being built to a quality rather than 
price standard, are magnificent examples of the m 
art of car construction. 

Next week it is hoped to review other cars exhibited 4 
Olympia, and also to draw attention to some of the 
interesting accessory exhibits in the galleries. 


SEGREGATION OF THE MENTALLY DEFICIENI. 


Tue Mental Deficiency Act of 1913 is in itself benefice 
By its provisions the congenitally weak-minded mem) 
of the community may be segregated, cared for, # 
scientifically treated and trained. By its means they 

be delivered from the squalor and wretchedness of thet 
home lives, as often as not with mentally defective paret 
and be placed in sheltered surroundings, where they ™ 
be enabled to lead happy lives, often of surprising usell 
ness. Nor are the benefits of their segregation conte 
to themselves. The community is relieved from much ¢ 
the burden of poverty, crime, and disease which # 
directly traceable to this mentally defective populatie 
It is therefore of the utmost importance that the int 
tions of the Legislature should be fully realized in ® 
administration of this Act. The present position is 


concern to all who have the best interests of the coum 


at heart. 
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The Commissioners of the Board of Control! report that 
urgent cases are frequently brought to their notice in 
which prompt action is necessary in the interest both of 
the individual and the community, and that no accommo- 
dation is available. The lack of accommodation becomes 
every year more serious, and the Commissioners fear that 
unless a great effort is made in the immediate future 
it may become impossible to administer the most important 
sections of the Act. To appreciate aright the present 
difficulties which are being encountered in the functioning 
of the Mental Deficiency Act, it is necessary to recall its 
main provisions and the conditions which brought these 
into being. 

A long and arduous compaign by enthusiastic social 
workers who were profoundly dissatisfied with the neglect 
of the weak-minded members of the community, and the 
attendant growth of all manner of crime, resulted, after 
repeated representations to Parliament, in the appoint- 
ment in 1904 of the Royal Commission on the Feeble- 
Minded. After a searching inquiry, extending over four 
years, this Commission presented a unanimous report, in 
which it was stated that the evidence compelled the con- 
clusion that there were numbers of mentally defective 
persons whose training was neglected; no sufficient control 
was exercised over them, and their wayward and _ irre- 
sponsible lives were productive of crime and misery.. The 
Commission was convinced that much misery and injury 
resulted to these persons and to others, and that useless 
expenditure occurred, wasteful both to the community 
and to the individual families. As a result of the labours 
of this Commission the Mental Deficiency Act came into 
being, and was in full operation on April Ist, 1914. 
It accepted the principle of unity of control which the 
Commission had recommended, but by dividing the 
authority mainly between the Board of Control and the 
Board of Education—this latter body being responsible 
for feeble-minded children between the ages of 7 and 16— 
and by setting up a highly complicated procedure, it 
cannot be said to have brought about the co-ordination 
of activities which the Commission had envisaged. 

Unfortunately, the advent of the war made it impossible 
for either the Mental Deficiency Act or the Elementary 
Education (Defective and Epileptic Children) Act to come 
into complete operation. Rigid economy had to be en- 
forced, and it became necessary to postpone many schemes 
for the accon.modation of mentally defective persons, and 
to restrict the operation ef the Act to such cases as 
required immediate contrel. Local authorities, however, 
were urged to proceed with their duties of obtaining all 
necessary information with regard to the number and 
condition of defectives within their own areas, so that 
everything might be in readiness for the full functioning 
of the Act when circumstances permitted. This duty of 
detecting and certifying defective persons had none the 
less been undertaken by only a few of the local authorities ; 
but it was hoped that when the armistice came all such 
deficiencies would be remedied. Unfortunately, the Board 
of Control was again under the necessity of postponing 
provision tor defectives owing to the still urgent need for 
economy. Many questioned seriously, as did the Board of 
Coutrol, the wisdom of a policy of retrenchment with 
regard to expenditure on mental defectives at a time 
when, owing to widespread unemployment, the feeble- 
minded must necessarily be the first to be thrown out of 
work and into all manner of temptation. Very slow 
progress was made in the years which followed. Still, in 
121, Government instructions retarded development of 
work under the Mental Deficiency Act; again the county 
and county borough councils had to be informed that the 
programine for 1822 must be ‘‘ restricted to the execution 
of commitments already made and which cannot be post- 
poned.”? During this period, as since, the work of the 
Voluntary Central Association for the Mentally Defective 
admirably supplemented the necessarily limited operations 
under the statute. 

Notwithstanding repeated representations to local autho- 
tities to assume their duties under the Act, the Board of 


‘The Fourteenth Annual Report of the Board of Conirol, for the year 
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Control was still in 1925 writing that ‘‘ the subject which 
calls for the most serious attention is the want of accom- 
modation for all types of defectives,” and was pointing 
out that hundreds of urgent cases had been, and were 
being, discovered for which no vacancies in existing institu- 
tions were available. According to the Board’s report for 
1925, the number of local authorities who had provided any 
accommodation for defectives was only 17 out of the 124 
under the Act. Very slow progress continued to be made, 
and this was quite inadequate to the urgent needs of the 
situation. 

Meanwhile, matters ‘were further complicated by the 
ever-increasing number of post-encephalitic patients whose 
immorality and criminal conduct, the outcome of this 
disease, constituted a serious problem. Their case was not 
met by the Mental Deficiency Act of 1913, according to 
which mental defect must have existed from birth or from 
early years. To meet the need of placing such sufferers 
in appropriate institutions where they would receive the 
necessary medical treatment, the Mental Deficiency Act 
of 1927 was placed upon the statute-book. This Act, by 
altering the definition of the four categories of mental 
defectives given by the Act of 1913, enabled provision to 
be made for post-encephalitic and other cases ‘‘ of arrested 
or incomplete development of mind existing before the age 
of 18 years, whether arising from inherent causes or 
induced by disease or injury.”’ In addition, various diffi- 
culties which had arisen as a result of the drafting of the 
Act of 1913 were removed. 

The position, however, with regard to the insufficiency of 
accommodation is more serious than ever. The Board of 
Control can be warmly congratulated on the unabated zeal 
it has shown in urging, day in and day out, the local 


been more plainly stated. Again and again the Board has 
pointed out the degradation, pauperism, crime, and disease 
which follow the neglect of the mentally defective, and 
instance after instance has been quoted. 

The present report (for the year 1927) quotes numerous 
histories supplied to the Board by local authorities; the 
following instances may be cited: 


Father: Welsh collier. Mother: Feeble-minded. (1) Daughter, 
born 1895, feeble-minded; in institution for three anda quarter 
years; died therein of influenza and pneumonia. (2) Son, born 
1893, feeble-minded, in certified institution for four years; died 
therein of bronchial pneumonia. (3) Son, born 1897, imbecile; 
under care in institution for mental defectives since August, 1915. 
(4) Son, born December, 1900, imbecile; under care in institution 
for mental defectives since March, 1918. (5) Son, born August, 
1904, imbecile ; under care in institution for mental defectives since 
September, 1920. (6) Daughter, born October, 1908, feeble-minded ; 
under care in institution for mental defectives since March, 1928. 
These are the six mentally defective children of one family; there 
were no other offspring. 

Father “‘in and out’’ of mental hospital. Mother feeble- 
minded. (1) Daughter, aged 29, feeble-minded; under care in 
mental deficiency institution since August, 1921 ; two illegitimate 
children. (2) Daughter, aged 24, feeble-minded; under care in 
mental deficiency institution since March, 1921; previously sent to 
industrial school for consorting with prostitutes. (3) Daughter, 
aged 17, imbecile; under care in mental deficiency institution since 
January, 1928; found wandering round army camps. (4) and (5) 
Two sons ‘“‘ unemployable.” 

Father described as being fairly normal. Mother mentally defec- 
tive, (1) Son, aged 14, an imbecile; under care in mental deficiency 
institution since April, 1927. (2) Daughter, aged ul, feeble-minded ; 
under care in mental deficiency institution since April, 1927. 
(3) Son, aged 14, feeble-minded; in Poor Law institution awaiting 
removal to institution for mental defectives. (4) Son, aged 7, 
feeble-minded; under care in mental deficiency institution since 
July, 1927. The parents of these four mentally defective children 
have themselves received indoor relief for a number of years. 


Such histories afford a glimpse into the devastating 
effects of neglect to segregate the mentally defective popu- 
lation in our midst. It is even possible, as matters now 
stand, for mental defectives who have been certified as 
unable to manage themselves and their affairs, or as 
requiring care, supervision, and control, to become married, 
In days of enlightenment these things should not be; and it 
is the bounden duty of all who have cognisance of the facts 
to support every demand for the full operation of these 


Acts. 


authorities to fulfil their duties; matters could not have 
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Extension of the Scottish Hause. 
WE publish in the Supplement this week a full account of 
the ceremony on October 4th, when the extended premises 
of the Scottish House of the British Medical Association 
in Drumsheugh Gardens, Edinburgh, were formally opened 
by Sir Robert Philip, immediate Past-President of the 
Association. 
New Edir burgh Professor. 

Professor W. T. Ritchie, who occupies the chair of 
medicine in the University of Edinburgh in succession to 
Professor G. Lovell Gulland, delivered his inaugural lecture 
in the anatomy classroom of the University on October 4th. 
Principal Sir J. Alfred Ewing, who presided, said that ihe 
subject of medicine was enormousiy progressive at the 
present time; it was becoming increasingly experimental, 
and, one might say, full of the spirit of adventure. Doubt- 
less the new professor would require more experimental 
facilities than in the past, although it might be difficult for 
the University to provide these. Professor Ritchie remarked 
that there was a striking difference between medicine to-day 
and that of thirty years ago, corresponding to the changes 
which had emerged in other spheres of material and intel- 
lectual life. The advance in medicine had not been achieved 
by clinical observation only, but by the application to 
medicine of knowledge from all branches of science. The 
fame of a medical school depended to a considerable extent 
upon the contributions which it made to the advancement 
of medical science as well as upon the educational value 
of its instruction. In Scotland the organization of medical 
education was, like the forms of Church government and 
legal procedure, an expression of the history and social life 
of the country, In the nineteenth century a professor of 
medicine delivered a lengthy course of systematic lectures, 
supplemented by clinical instruction, and his departmental 
needs were met by some simple laboratory apparatus. In 
the twentieth century, however, a professor of medicine 
needed not only clinical material, but a department in 
which the staff could investigate some of the dark places 
of internal medicine and the student could be brought into 
close touch with the subjects he was studying. To illustrate 
his teaching the physician needed the patient, and it might 
be wondered why some or all of the instruction in the 
course in Practice of Medicine was not given within the 
Royal Infirmary. Problems such as this could be solved by 
a spirit of sympathetic co-operation between the various 
components of the medical school. The speaker concluded by 
saying that if generous benefactors were to reconstruct, 
equip, and staff the department of medicine, and to endow 
research fellowships in medicine, they would be conferring 
inestimable benefit not only on the University of Edinburgh, 
but upon medical science generally. 


Scottish Association of insurance Committees. 

The sixteenth annual conference of the Scottish Asso- 
ciation of Insurance Committees was held at Elgin on 
September 21st and 22nd. Mr. H. W. Graham, who took 
the chair, remarked that passing events had conspired to 
delay the development of health service which was _ ulti- 
mately inevitable; under the domain of national insurance 
medical benefit was still confined to irreducible minimum 
services, but this would before long be much expanded. 
The announcement that the present pharmaceutical service 
would .be continued led to a lively discussion. Dr. E. K. 
Mackenzie criticized the official means employed to bring 
about a reduction in the cost of prescribing, and contended 
that the method of surcharging medical men was making 
insured persons the scapegoats of the Act. He believed 
that medical men throughout the country, in order to 
escape being surcharged, were differentiating between their 
insured and non-insured patients. He also objected to the 
attempt which was being made to prevent medical men 
from prescribing flavouring agents. Sir Henry Keith, in 
objecting to this amendment, said that it was the wish 
of the executive to get the best medicine and the best 
attention available for the insured person, but it was 
necessary tLat supervision should be exercised over the cost. 


No charge was made against the medical profession as 
a whole, but amongst insurance practitioners some required 
to be watched in regard both to the character of the drugs 
they prescribed and the frequency with which these were 
given. He believed that some young doctors should have 
a careful education in prescribing in a druggist’s shop, so 
that they might know the real value and the effect of 
quantities. The amendment to the report was finally 
defeated by a large majority. An address delivered by 
Dr. Hugh Miller contained a plea for the lessening of 
what he termed ‘the prestige of the bottle.’’ He said 
that often the only thing that a patient desired, and 
sometimes the only thing that a doctor could do for him, 
was the prescription of a bottle.’ There was undoubtedly a 
movement to lessen the prestige of the bottle, but so long 
as most consultants continued to prescribe as freely as they 
generally did it was difficult to persuade insured persons 
that drugs were not essential in all cases. The speaker 
believed that there was room for institutions—run on more 
modest and economical lines than the general hospital— 
where cases of ordinary illness could be adequately treated 
and nursed; he thought that with such institutions it 
would be possible to check illness at an early stage, and 
that they would, further, have an educative effect on the 
people. He believed that it was being realized more and 
more that the worker’s home was not an ideal place in 
which to treat illness, and that sooner or later the problem 
of providing suitable accommodation would arise. Dr. J. 
Parlane Kinloch, medical officer of health for Aberdeen, 
delivered an address on. the adequacy of the medical 
service, in which he said that the present inadequacy of 
the hospital system was likely to be remedied by the unifica- 
tion of the health services proposed in the Government's 
memorandum. There had, so far, been a failure to link 
up the general medical practitioner with the official public 
health service of his area. No medical service, however, 
would ever be adequate unless the general medical practi- 
tioner was an integral part of it, and at the present 
moment the British Medical Association was giving earnest 
consideration to the question of enabling the general practi- 
tioner to take his part in the health service scheme. Public 
medicine had to some extent encroached on private practice 
with the sanction of the legislature, but the speaker 
believed that public health organization would fail to pro- 
vide an adequate medical service for the community until 
the general medical practitioner became an_ executive 
medical officer within the service. They might assume that 
the school medical service and the purely domiciliary 
service were to be transferred to the town councils under 
the present Government proposals, and it was almost 
inevitable that with such a transference there would be an 
extension of these two services. He thought that the time 
had come when the general medical practitioner should be 
re-established in his position of full responsibility as family 
doctor—responsible for watching over the family health, 
and for the prevention of disease with the help of the whole 
official machinery ‘that the local authority had provided. 


Sanitary Congress at Ayr. 

The fifty-fourth annual congress of the Royal Sanitary 
Association of Scotland was held at Ayr from September 
5th to 8th, when over three hundred delegates were present 
from county councils and other local authorities throughout 
Scotland, and from various cities in England. Dr. A. 8. M. 
Macgregor, medical officer of health for Glasgow, presided. 
Colonel P. S. Lelean, professor of public health in the 
University of Edinburgh, read a paper on public educa- 
tion in the art of health. Referring to the cost of sickness, 
he said that in Scotland during the year 1927 the destitute 
sick had cost the community £360,000, the mentally unfit 
£910,000, the maintenance of hospitals £2,185,000, while 
under the national health insurance scheme medical 
benefit had cost £951,000, and sickness benefit £2,124,000. 
It might be estimated, further, that about £3,000,000 was 
spent in connexion with sickness by the uninsured persons 
in the community. In addition to these disbursements, 
however, the nation also lost the value of the work that 
the sick would do if they were fit. Seeing that the 
1,800,000 insured persons lost on an average fifteen a 
- half days’ work each year on account of sickness lasting 
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more than three days, it was a fair assumption that there 
was a yearly loss to the State of 7,400,000 weeks’ work, 
which might be valued at £22,110,000. The total annual 
loss for Scotland produced by sickness might therefore be 
put down at the arresting figure of £31,461,000, while 
behind this loomed a sinister mass of incalculable items 
which was probably larger still. This want of fitness had 
been indicated by the wartime discovery that in some 
districts 80 per cent. of the male population were unfit 
for front line service. There ‘was a marked contrast 
between the losses due to strikes or unemployment, and the 
heavier losses caused by sickness. The crushing burden of 
rates upon industry was increased by the cost of treatment 
and benefit of sick workers hanging on to those remaining 
fit, who were already staggering under the load; in Scotland 
every six workers, including women, had to support on an 
average eleven other persons, including one breadwinner 
who was sick. Turning to the causes of unfitness, the 
speaker said that even at the end of last century it had 
been computed that the universal application of the know- 
ledge which then existed in regard to communicable 
diseases would permit of their eradication within fifty 
years. The knowledge of the general public, however, 
lagged hopelessly behind, for they had never yet been 
systematically taught even the elementary principles in the 
art of healthy living. The boards which had examined 
2,400,000 men for war service concluded that out of every 
nine men of military age three were fit, two were decidedly 
infirm, three could almost be described as physical wrecks, 
and the remaining man. was a chronic invalid with a 
precarious hold on life. The latest recruiting figures still 
showed that Scottish recruits were being rejected as unfit 
at the rate of 34 per cent. Unwise choice of food and bad 
coking were responsible for a great deal of illness, so that 
digestive troubles ranked second in the list of ailments 
causing lost time, of which they accounted for one-fifth of 
the total. It had been shown also that cool fresh air was 
a great preventive of disease. From a host of examples 
might be taken the fact that raising the heat in schools 
by 79 F. had reduced the work done by 10 per cent., and 
raised the sick rate by 18 per cent., and the respiratory 
diseases rate by 70 per cent. Similarly in cotton factories 
the same rise of temperature had reduced the workers’ 
output by 15 per cent., and a rise of 15 per cent. had 
caused a 25 per cent. drop in work by the spinners. Other 
matters affecting health were debated at the congress. 
These included a discussion on the subject of simplifying 
the nomenclature of the grades of milk, and the congress 
resolved to communicate with the Board of Health and 
the Board of Agriculture with a view to having a revision 
carried out. Judge Andrew M. Hunter, convener of the 
public health committee, Ayr, read a paper on the need for 
simplification in certain aspects of public health adminis- 
tratien. This dealt largely with a consideration of the 
teently issued White Paper, in which it is proposed to 
hand over to county and other authorities the services in 
the smaller burghs affecting housing, town planning, hos- 
pitals, infectious diseases, maternity and child welfare, 
wle of food and drugs, water, drainage, and prevention 
river pollution. A discussion on housing was introduced 
by Mr. W. F. Hamilton, who considered that the 
problems involved were more difficult in the smaller burghs 
than in the large centres. The future of municipal 
“rvices in regard to the treatment of tuberculosis was also 
discussed. Dr. John A. Wilson, assistant medical officer of 
health for Glasgow, expressed the opinion that there was 
teed for further development of the outdoor clinic in 
®unexion with non-pulmonary tuberculosis; the hospital 
tteatment of pulmonary tuberculosis had served a valuable 


uction in removing highly infectious cases from over- 
towded areas, and so limiting the spread of infection, 
fen if it had not produced any appreciable alteration on 
he course of the individual case. 


Banffstire Nursing Association. 
The annual meeting of Banffshire County Nursing Asso- 
‘ation was held on September 18th, in Gordon Castle, 
Pochabers. Lady Findlay of Aberlour presided, and in 


Wiewing the work of the past year said that the scheme 


of county nursing had been working hand-in-hand with 
public health activities under the medical officer of heal*h 
and the education authority. She believed that no district 
which had a nursing association would wish to go back to 
the former state when a nurse was not available, and she 
hoped that in a short time every district in the county 
would be provided with a nurse. 


Ireland. 


Royal Victoria Hospital, Belfast: New Maternity 
Scheme. 

Her Excellency the Duchess of Abercorn and Professor 
Lowry of the Queen’s University of Belfast recently visited 
Londonderry, addressing meetings in connexion with the 
new maternity scheme, in order to obtain assistance for the 
building of the maternity wing of the Royal Victoria 
Hospital at Belfast. At a meeting of women held in the 
Mayor’s Parlour, Londonderry Guildhall, on October 5th, 
the view was unanimously expressed that those interested 
should give all practical assistance to the Belfast project, 
and it was agreed that when the Londonderry scheme was 
set on foot it would receive their whole-hearted support. 
The question of providing facilities for ante-natal super- 
vision and treatment in Londonderry and the district was 
emphasized, 


Hospital Finance in the Free Sta e. 
In a recent special article in the Irish Times on the 
finances of Irish voluntary hospitals the balance sheets of 


five hospitals, representing a total of about 600 beds, have | 


been analysed for the two quinquennial periods 1909-13 and 
1922-26. It is not claimed that the analysis is complete ; 
this, indeed, would be impossible owing to the want of 
uniformity in the preparation of hospital balance sheets, 
but certain striking points are brought out. The total 
expenditure of the five hospitals for the first of these 
periods was just over £192,000, and for the second period 
£367,00C—an increase of £175,000. Stated otherwise, an 
annual sum of £38,000 was required for the maintenance 
of these 600 beds in the pre-war period, as compared with 
£73,000 in the post-war period. No details concerning 
expenditure need be given, but in answer to possible 
criticism it may be stated that a portion of the sums named 
in each period was employed in new construction and in 
additions to existing buildings. With the advance of 
medical science, however, modifications of existing struc- 
tures are repeatedly required; any sum thus spent may be 
regarded as ordinary expenditure. It may be asked whether 
there is any evidence of a decline in expenditure since 
1¢22. A comparison of the actual expenditure for the year 
1£22 with that of 1926 shows that there is not; in the first 
of these years the expenditure was, in fact, a féw hundred 
pounds less than in 1626. In considering income it is 
important to consider how the additional expenditure in 
the post-war period has been met. Only three important 
sources will be considered—pay-patients, subscriptions, and 
dividends from invested funds—but it may be added that 
the grants made by the Hospital Sunday Fund, by the 
corporation of Dublin and by other townships, and the pay- 
ments made to some hospitals for special services, are much 
valued by ail hospital secretaries, owing to the fact that 
they can count, with a fair degree of assurance, upon the 
amounts derived from these sources. The most cursory 
survey shows that the income derived from pay-patients has 
been largely the means of preventing the hospitals from 
passing into bankruptcy. In the period 1909-13 the total 
income from pay-patients amounted to only £10,315, while 
in the years 1922-26 no less than £120,258 was obtained 
from this source. This is a fact that the public should fully 
realize, Hospital abuse has practically disappeared in the 
old sense of the word, while in its place there is a tendency 
for a new abuse to arise, through the fact that there is 
scmetimes difficulty in securing the admission of a patient 
who is unable to pay something for maintenance. This is 


economicaily unsound; it is obvious that a sick person, 
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dependent only on insurance money, may at times be com- 
pelled either to leave his family to starve or to refrain 
from seeking hospital treatment. It should be remembered 
that it was for this very class that the hospitals were 
originally founded, and that it is to help them that volun- 
tary subscriptions are forthcoming. Moreover, the estab- 
lishment of a class of pay-patients in public hospitals has 
gradually led to a change in the relation of hospital patients 
to the staff of a hospital. Formerly no member of a 
hospital staff received any payment from patients treated 
by him in a public hospital; now in some hospitals it is 
agreed that members of the staff may take moderate fees 
from patients paying for their maintenance. Looking 
ahead it seems likely, indeed, that isolated private nursing 
homes will tend to disappear, and that in their place 
private wings will be attached to the public hospitals. This 
has taken place in many other cities, and makes for both 
efficiency and economy. It is important to consider whether 
the hospitals can depend upon a steady or increasing income 
from pay-patients. Unfortunately, an examination of the 
figures suggests that the maximum has been reached, and, 
indeed, passed. In 1922 the sum of £27,800 was obtained, 
as compared with £22,900 in 1926; the difference is 
probably due to the fact that in the former year several 
hospitals received into their wards army pensioners, who 


_were paid for by the British Government. No further 


decline in the present figures seems to be likely, but it is 
extremely improbable that more than £22,000 annually can 
be raised in this way. The term “ subscriptions ”’ includes 
special donations and legacies; it is a common belief among 
hospital governors that the revenue from this source has 
declined, and, as a matter of fact, there has been a fall in 
some hospitals ; but when the figures of the five hospitals are 
examined as a group, the rather surprising fact emerges 
that £76,000 was obtained in 1922-26, as compared with 
£64,000 in 1909-13. The increase is perhaps due in part 
to special apeals, but special appeals are among the recog- 
nized methods of obtaining hospital funds. Those hospitals 
that have undertaken special appeals, of course, show the 
results in their balance sheets, while those who have 
abstained ‘show a decline in their subscription list. Only 
a trained auditor could.give an accurate account of the 
income derived from invested funds, as* some of these funds 
are specially earmarked for special purposes. It may, how- 
ever, be stated at once that, although one among the five 
hospitals under consideration has apparently been compelled 
to sell a portion of its securities in order to pay its over- 
draft, the total income from dividends has increased by 
about £1,000 per annum. In 1909-13 the average annual 
income was just under £9,000; in the later period it was 
just over £10,000. In other words, investments must have 
increased in the interval by about £20,000. This fact is, 
of course, highly satisfactory, but at the same time it must 
be realized that, even if this £20,000 were expended imme- 
diately for the purpose of wiping out debts, it could only 
be regarded as a temporary expedient. : 

Finally, the actual present position regarding the Irish 


voluntary hospitals may be considered. The combined over- 


draft ef these hospitals at the beginning of the current 
year amounted to just over £40,060; but, on the other 
hand, the additional debt incurred during 1927 was less 
than during previous years. It seems likely, in fact, that 
if the overdraft could be wiped out these hospitals could 
carry on satisfactorily on their present basis, and would he 
able, at any rate approximately, to balance their budgets. 
The accumulated debt, however, is pressing heavily, and 
requires a considerable sum yearly in interest, and it must 
be admitted at once that there does not appear to be any 
immediate prospect of reducing it to any extent. It has been 
suggested that the number of beds might be diminished 
and that too many hospital beds are maintained in Dublin. 
This last statement can be denied; there are no more beds 
maintained in Dublin, in proportion to the population 
served, than there are in other large centres, and every 
hospital has had a waiting list during the greater part of 
the year. The writer of the article is not prepared to offer 
any solution of the hospital problem, but he hopes that his 
presentation of the facts may provoke a more general 
discussion of the matter and excite -more interest than has 
been shown recently. 


Theory and Experience in Medicine. 
Sir Arruur Keira addressed the annual meeting of the 
Chartered Society of Massage and Medical Gymnastics, 
held in London on October 5th, on the conflict between 
theory and experience in the practice of medicine. He 
began by recounting an incident in his early career, forty 
years ago, when, in the company of an old practitioner, 
he visited an upland farmhouse in Aberdeen to see a 
patient who was prostrate with deep-seated pain in the 
back. The practitioner proceeded, by dry cupping, to 
dilate the superficial vessels, and brought about complete 
relief. Here, to the young man’s astonishment, science 
and empiricism were shown in conflict, and empiricism 
won, hands down. That was typical, said Sir Arthur 
Keith, of the conflict which had been going on in medicine 
for centuries. In any medical journal of any period would 
be found articles in which the competing claims of science 
and empiricism were canvassed. It was out of such con- 
flict that medicine advanced to higher things. Young men 
and women entered the profession with high resolves to 
make science their sole guide in practice, and soon dis- 
covered themselves involved in this conflict. The concep- 
tion which he himself had formed of science at the time he 
entered medicine was represented by the kind of know- 
ledge which had been revealed by Pasteur or by Koch in 
their respective spheres. He set out with the idea that 
science was creative and should always precede practice, 
and he had gone a long way on his medical journey before 
he discovered that he had formed an altogether wrong 
conception of science. Science performed her best service, 
not by moving ahead of practice, but by following in the 
rear. Cod-liver oil furnished a homely example; it had 
been used by medical men for generations, though science 
found no virtue in it, and then, in modern days, came the 
discovery of its particular value, to justify the medical 
faith which had been born of experience. During the long 
and dry winter in Newfoundland the natives lived on salt 
pork, margarine, and preserved vegetables; in the spring 
many of them suffered from night blindness. The popular 
remedy was bird’s liver, raw or cooked. Twenty years ago 
this would have been thought an example of superstition, 
but again science had provided the justification. Captain 
Cook’s exacting dietetic rules for his crew, whereby the 
sailor who refused to eat his ration of vegetable hash 
suffered stripes on his bare back, were successful at the 
time and had since been justified by the scientific explana- 
tion forthcoming in the twentieth century. Edward Jenner 
found by experiment that he could confer on human beings 
immunity from small-pox by inoculating them with cow-pox. 
Jenner could not explain it in scientific terms, but the 
method he had employed empirically was employed after- 
wards scientifically by Pasteur, though science had not 
even yet ousted experience in treatment by immunization. 
Quinine, digitalis, opium, arsenic, mercury, and many 
other useful drugs had been brought into treatment, not 
as the result of scientific inquiry, but of chance discovery. 
The value of light as a therapeutic agency of the highest 
valne was not a modern discovery, for there never had 
been a time when human beings did not instinctively bask 
in the sun. Science played a twofold part in medicine, 
sometimes moving ahead of practice (as in glandular 
therapy), and sometimes justifying experience, so that 
science and experience ultimately became reconciled. It 
might be said, then, that there was no real conflict, but 
there was real conflict between magic or superstition on the 
one hand and science on the other—a conflict in whi 
there could be no compromise or reconciliation. The body 
was endowed, said Sir Arthur Keith in conclusion, with 
certain recuperative powers, and all that science could 
was to assist them. But these powers came into exercisé 
also after the charlatan had had his innings, and for this 
circumstance, of course, the charlatan took the credit. 
There were numbers of people in this country as super 
stitious, in a medical sense, as the natives of Africa who 
believed in their rain-doctors, and when the rain came gavé 
all the credit to the magician, while the thunder 
received none, 
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Retirement of Dr. F. M. Tindell. 

On the occasion of his retirement from active practice Dr. 
Frederick M. Tindall of Bedlington, Northumberland, was 
entertained at a complimentary dinner in the Queen’s Head 
Hotel, Morpeth, on September 26th, by a number of his 
professional colleagues and other friends, and was _pre- 
sented with a massive silver salver, suitably inscribed. Dr. 
H. S. Brown presided, and the presentation was made by 
Mr. George Baker, who said that the departure of Dr. 
Tindall from the district where he had laboured for thirty- 
two years would leave a gap that would be very difficult to 
fill. In his reply, Dr. Tindall recalled the working condi- 
tions of the colliery surgeon thirty years ago, and compared 
them with those now prevailing, adding that all would agree 
that great progress had been made from both the medical 
and social standpoints. Tributes to his professional and 
social qualities and to his position in the field of medicine 
were made by Drs. Beaton, Dickie, Hudson, and others. 
Dr. Tindall, who graduated at the University of Aberdeen 
in 1896, is a past-chairman of the Blyth Division of 
the British Medical Association and a justice of the peace; 
he is now taking up his residence at Bridge of Allan, 
in Scotland. 


A Lordon Child Guidance Clinic. 

The Jewish Health Organization of Great Britain main- 
tains, at the Jews’ Free School, Bell Lane, Spitalfields, E., 
a child guidance clinic for the study and treatment of 
maladjusted and delinquent children and adolescents of 
any race or creed. Advice is given also on special problems, 
sich as the need for vocational guidance and the placing 
of mentally or otherwise defective children requiring .insti- 
tutional treatment. The clinic is also prepared to under- 
take the examination of young offenders and young persons 
whose conduct betrays abnormality, and to supply reports 
to magistrates and teachers. Children may be sent into the 
wuntry or temporarily placed with foster parents or in 
convalescent institutions according to individual require- 
ments; in certain cases special training is prescribed and 
arranged. School care committees have been co-operating 
with the clinic by referring cases, by collecting informa- 
tion, and by assisting in the suitable placing of cases. The 
staff of the clinic consists of two psychiatrists, a psycho- 
gist, and a specially trained social service worker; it is 
open on Mondays, Tuesdays, Wednesdays, and Thursdays 
irom 5.30 p.m. to 7 p.m. Students of social science 
who intend qualifying for mental welfare work are 
iforded opportunities for practical training, while the 
waterial accumulating in the course of the work is at the 
disposal of research students at all times. It may be 
ealled that, as recorded in our issue of June 2nd (p. 957), 
the Education Committee of the London County Council 
‘commended the acceptance of an offer by the Child 
Guidance Council for the establishment of a child guidance 
dinic similar in scope and aims to that described above, 
ad that this clinic is to be established next year. 


Correspondence. 


BAYLISS AND STARLING MEMORIAL. 

8m,—May I take advantage of your correspondence 
clmns to draw the attention of your readers to the fund 
‘hich is being raised to provide a memorial to the late 
fofessors Sir William M. Bayliss and E. H. Starling? 

Many subscriptions to this fund have now been received 
tom all parts of the world, and the committee is par- 
‘wlarly grateful to those contributors in foreign countries 


‘to have so liberally assisted. Although a considerable 
‘m has now been raised, this is not quite large enough 
provide a good annual studentship. 
lh thanking those of your readers who have so generously 
sted ihe fund, may I remind those who intend to do 
Pbut have overlooked the matter that subscriptions may 
‘sent to me at the Department of Physiology and 
Pochemistry, University College, Gower Street, W.C.1, 
Md cheques should be crossed ‘‘ Bayliss-Starling Memorial 
Pind.”—T am, etc., 
C. Lovarr Evans, 


ladon, W.C., Oct. 5th. Secretary of Committee. 


RADIUM IN THE TREATMENT OF CARCINOMA 
CERVICIS. 

Sir,—It is questionable to what extent a controversial 
correspondence advances any given problem. So often it 
degenerates into personalities and causes bitterness. 

My excuse in the present instance is the fact that the 
paper by Mr. E. Farquhar Murray in your issue of October 
6th (p. 609) is liable to'do a great deal of harm to the 
progress of the treatment of carcinoma of the cervix uteri, 
and I am sure that the author will accept my remarks in 
the spirit in which they are written. 

The fact that from his paper it is obvious that he is not 
biased against radium makes it all the more regrettable 
that he has obviously not had time to read any of the 
recent literature, and is using a technique that was given 
up by the rest of the world at least five years ago. 

Many of the points he raises, such as the advisability of 
using radium before performing Wertheim’s hysterectomy, 
are far from settled. Surely, however, he does not base 
his conviction that radium has not ‘‘ superseded the radical 
operation ’’ on the eighteen operable cases that he has 
treated with a hopelessly inadequate dose? The technique 
of radium treatment of carcinoma of the cervix uteri is 
still a long way from being standardized, but there are 
at least two recognized methods by which the local growth 
can be made to disappear in practically 100 per cent. of 
operable cases. 

The problem before us now is how to deal with those cases 
where the glands are involved. This is being tackled at 
St. Bartholomew’s Hospital, both by z rays and intra- 
abdominal insertion of radium. Whatever the future 
technique may be, there is one thing quite certain, that 
we shall never go back to putting 50 milligrams of radium 
element up against the cervix for twenty-four hours.— 
I am, etc., 

London, W.1, Oct. 6th. 


PULMONARY ASBESTOSIS. 

Sir,—Dr. Cooke (September 29th, p. 585) offers objection 
to certain opinions which I ventured to express with regard 
to the curious brown bodies found by himself and others in 
cases of pulmonary asbestosis. As to their diagnostic value 
in this disease I merely stated that, so far as I was aware, 
they do not occur except in the lungs of asbestos workers. 
It is most unlikely that such striking and remarkable 
bodies have been missed by morbid histologists in the past, 
and I submit that if Dr. Cooke would demonstrate their 
presence in the lungs of other than asbestos workers it 
would be much more convincing than theoretical deductions 
from in vitro experiments. They have not been present 
in any lungs, silicotic or otherwise, which I have examined 
microscopically, save only the four cases of asbestosis which 
we have encountered in Leeds. Six other fatal cases of 
this disease have been reported so far, and in all of them 
the bodies were present in abundance. Simson, in South 
Africa, investigated as controls sections of lungs from a 
large number of Rand miners who had died from silicosis 
and tuberculosis. The results were in every case negative. 

The opinion which I expressed (not an original one) that 
these bodies are derived from the inhaled asbestos dust 
follows naturally from what has been said. I admit that 
complete proof is lacking, but I do not agree that Dr. 
Cocke’s observations ‘‘ suggest diametrically opposite con- 
clusions.”? Rotation of the plane of polarized light and 
a particular z-ray pattern are related to the structure 
of the asbestos, and these properties are not necessarily 
retained when this substance has had the opportunity 
of undergoing changes, physical or chemical, as a result 
of prolonged immersion in the body fluids. The fact that 
the peculiar bodies have a lower content of iron than 
certain samples of asbestos dust is also no argument against 
the hypothesis, since there may have been an addition of 
iron-free substances to the original material. arious 
physico-chemical possibilities in these and other directions 
are discussed by both Stuart McDonald and Simson. 

I look forward with keen interest to the results of Dr. 
Cooke’s experiments on the silicating of micro-organisms, 
but would warn him that I shall take some convincing that 


Matcotm Donapson. 


the peculiar bodies of asbestosis are in any sense organismal - 


in nature,—I am, etc., 


Leeds, Oct. 4th. M. J. Srewarr. 
, Oct. 
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CLINICS FOR ACTINOTHERAPY. 

Sir,—The medical profession has been circularized by a 
company styled National Sun Ray and Health Centres, 
Ltd., which proposes to open clinics for the administration 
of actinotherapy and physiotherapy in London and the 
provinces. [ crave space to comment on some of the state- 
ments therein, and in particular on the plea made for the 
support of the profession. 

Among the chief reasons given for the formation of the 
company are an increasing public demand for ultra-violet 
light treatment, and the inability of the busy general 
practitioner to afford the time to supply this demand 
individually, or to study a specialized and comprehensive 
branch of therapy. Surely, Sir, it is common knowledge 
in the profession that wherever there is a supply of elec- 
tricity there is now a doctor, whether he be general practi- 
tioner or specialist, who is conversant with the recent 
literature on this subject and prepared to give ultra-violet 
ray treatment to suitable cases individually, in privacy 
and comfort. 

Let us examine another statement : 

“There is a regrettable tendency for these valuable thera- 

utic modes to become discredited owing to their misuse by the 
unskilled and unqualified. It is hoped that the medical pro- 
fession will realize that this company’s activities will offer it an 
excellent opportunity for retaining such modes of therapy under 
its own control, whilst avoiding the necessity for actually pro- 
viding such treatment itself.’ 

This company is not a charitable concern designed to 
relieve or assist in the work of the great voluntary hos- 
pitals. We may assume that its shareholders hope to 
obtain a reasonable return for their investments. They 
will no doubt take steps to “tell the world’’ what 
wonderful boons they are prepared to bestow upon man- 
kind. Presumably the blessing of the profession is 
solicited as an important part of the advertising scheme. 
Are we to see in glaring type in the lay press ‘‘ Under 
medical supervision,’’ ‘‘ Supported by the British Medical 
Association,’’ ‘*‘ Supported by the medical profession,’ 
above a long list of the diseases which the company has 
treated with conspicuous success? ; 

Thousands of medical men and members of the Chartered 
Society of Massage and Medical Gymnastics (who are 
pledged to work only under medical supervision) are expert 
in the administration of physio-therapeutic measures and 
have sunk capital in expensive plant. There is no member 
of the community who is now debarred from the advantages 
of such treatment by reason of expense or lack of facilities. 

Is a company with a big financial backing and employing 
medical men to be allowed to advertise when the humble 
practitioner does so at the peril of his career? What, too, 
wil be the position of the ‘“‘ whole-time registered medical 
practitioner experienced in this branch of medicine ’’? who 
is to be in charge of each centre? As a unit in a business 
concern he must endeavour to make things pay, and his 
efficiency, one imagines, will be judged by business men 
according to the profits which he shows in his returns. He 
must be prepared to treat patients who come to him as the 
direct result of advertisements in the lay press on their own 
initiative and without the knowledge of their own doctors. 
He will lose, therefore, the advantage of any previous 
knowledge of the patient’s condition and_ idiosyncrasies 
and it is doubtful whether he will have the time to 
investigate these thoroughly on ihe spot. Day by day he 
will be subject to the insidious temptation to take the view 
that every applicant is a suitable, or at all events a not 
unsuitable, case. 

I should have thought, Sir, that any medical man of 
standing would decline to take service in a treatment 
concern which does not give him a free hand and does not 
keep its activities within the recognized limits of medical 
etiquette and ethics. 

The profession is being asked to give its support to a 
company which, to suit its policy and financial returns 
may decide to undertake any form of treatment whether 
by physiotherapy, drugs, appliances, or manipulation, To 
some it may seem a trivial matter to lend name and in- 
fluence to a scheme to exploit ultra-violet ray treatment 
but what is there to prevent an extension’ to surgery, 
diseases of the ear, nose, throat, eye, and skin? 


What is there to prevent a company being floated to 
provide orthopaedic or skin treatment and giving as one 
of its ‘“‘ raisons d’étre ’”’ that ‘‘ the activities of unqualified 
persons who exploit these methods for gain, at the expense 
of the public, will best be combated, and they leok forward 
with confidence to the co-operation of the medical pro. 
fession.’’ Bone-setters and beauty specialists may and 
do exploit the public, but the orthopaedic surgeons and 
dermatologists do not require the assistance of a company 
formed for profit in putting their house in order. 

The circular letter may be characterized as an attempt 
to gain the blessing and support of the profession for a 
scheme the lines of which cut clean across the principles 
which the profession has always upheld as being in the best 
interests of the public. 

The profession looks to the British Medical Association 
to lead it in these matters. I trust that the Ethical 
Committee, and through it the Council, will lay it down 
in no uncertain terms that if any trading company, one 
of whose objects is the cure or treatment of disease, wishes 
to have the support of the Association and profession it 
must conform to the rules which govern the private 
practitioner.—l am, etc., 


Newcastle-upon-Tyne, Sept. 27th. WuateLy DAvipsoy. 


ANAESTHESIA FOR TONSILLECTOMY AND 
REMOVAL OF ADENOIDS. 

Sir,—I am much interested to see from the letter of 
Dr. A. H. Morley (September 29th, p. 585) that attention 
is being drawn to the safety and efficiency of the anaes 
thesia for tonsil and adenoid operations. I cannot agree 
with all his points, for, in my opinion, nitrous oxide gas 
and oxygen is the ideal anaesthetic for the safety and 
comfort of the patient, and with an efficient machine gives 
the operator as much time as he wants for the operation, 
In fact, it is the usual anaesthetic in the United States 
of America, and to a large extent in Canada also. I saw 
many tonsil and adenoid cases operated on; the method 
generally was to separate off the anterior pillar of the 
fauces from the tonsil, sometimes by blunt dissection and 
sometimes with a knife, then to remove the tonsil by meaas 
of a snare; bleeding points were ligatured with catgut, 
sometimes as many as a dozen points were tied, and all 
oozing stopped. The average time was ten to fifteen 
minutes, against the usual two minutes of the English 
surgeons who use a guillotine. Mostly the operations were 
done sitting up in a dental chair. I never saw any trouble 
with the anaesthetic. IL agree that if you are going to us 
ether any way a Clover’s inhaler is the best method, and 
certainly does prevent shock to a large extent. The article 
by Sir Charters J. Symonds on the method of employment 
of Clover’s inhaler (September 29th, p. 581) is instructive. 
When Ii was taught it we always used nitrous oxide for 
induction and then followed on with ether. 

There is «an article in Anesthesia and Analgesia for 
August, 1926, entitled ‘* A report on the use of carbon 
dioxide 25“per cent. and oxygen 76 per cent. and its effect 
on the reduction of the coagulation time of the blood,” 
by Cline N. Chipman, M.D., anaesthetist, Washington, 
D.C. He says: 

** About one year ago Dr. Ben Morgan informed me that carbon 
dioxide 25 per cent. and oxygen 75 per cent. when used im @ 
closed inhaler would produce general anaesthesia. Knowing the 
work Professor Yandell Henderson, Dr. Haggard, and 
others were doing with carbon Goxide to stimulate respiration, 
I was anxious to use the higher percentage of CO, with oxyget 
and see the results. I started using CO, 25 per cent. + oxygel 
75 per cent. in adult tonsil cases as the preliminary anaestheti¢ 
in place of nitrous-oxide-oxygen. The CO, 25 per cent. + oxyge® 
75 per cent. was started, and it was found that after six to te 
inhalations the patient was unconscious. Then ether was admitted 
to the mixing chamber until the patient was anaesthetized. He 
was then transferred to the operating table, where the anaesthetit 
was continued by the vapour method. It was marked from the 
first that the patient was anaesthetized quicker and without aly 


resistance or struggling.” 

He goes on to say that there is reduced bleeding, and 
quotes many tables to show that the coagulation time 0 
the blood is reduced by CO, 25 per cent. and oxygen 75 pet 
cent. followed by ether. The article is much too long ® 
quote fully. I have quoted so much to show that carbon 
dioxide can be used direct instead of waiting’ for the 
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percentage necessary to be built up from the patient’s own 
respirations, 

I have used the method myself several times, and can 
youch for the speed with which patients can be thoroughly 
anaesthetized with it.—l am, etc., 


Doncaster, Oct. 4th. E. J. Cuampers, 


TRAUMATIC ASPHYXTA. 
Sir,—Lieut.-Colonel Coullie’s interesting note upon trau- 
matic asphyxia (Journal, September 29th, p. 569) prompts 
me to record a similar case seen in September, 1923. I 
was called to the patient at hospital late one night as a 
possible case of head injury, and the following notes were 
made the next day. 


Mr. ——, aged 50. He has enjoyed good health until seven years 
ago. He then began to have curious attacks, which he describes 
as follows. He would quite suddenly find himself looking upon a 
panorama which he at once recognized as being that of Cerbere, a 
small town in the Pyrenees, which he has never visited, but which 
he knows well by name in that he has had business dealings with 
the place. This vision is quite transitory, but leaves him feeling 
a little dazed, so that at times it has interrupted his conversation. 
He will also at times wake in the morning feeling that he has 
dreamed the same vision. On these occasions his wife has often 
remarked that he has breathed heavily and kicked during the 
night. On one occasion he found on waking from one of these 
dreams that he had Litten his tongue and passed water in the 
bed. There is thus no doubt whatever that he has been suffering 
from minor epilepsy. 

age at about 2 p.m. he was driving his car from his office 
along the Tower Bridge Road with his son sitting next to him. 
His son noticed the car suddenly slowing down, and turning to his 
father found him apparently’ bending forward over the wheel; he 
at first thought he was. trying to make an adjustment to the gear 
lever. Finding, however, that he did not conn to a question, the 
boy-took out the gear, and put on the brake. 
his father unconscious, and intensely cyanotic 

The patient was forthwith em A up and admitted to Guy’s. 
On admission he was quite conscious and no abnormality was 
detected in his reflexes. His left eye was bloodshot with a sub- 
vonjunctival haemorrhage in the outer canthus. This eye was 
also slightly proptosed. His pulse on admission was 84; subse- 
quently it fell gradually to 60. When I saw him at 1 a.m. both 
‘yes were definitely proptosed, and the outer canthus on the right, 
aid the whole conjunctiva on the left, suffused with scarlet blood. 
There were small petechial haemorrhages all over the scalp and 
the upper part of the cheeks, and also on the posterior part of 
the soft palate. There was also a well-marked ring of petechial 
haemorrhages around the neck, more on the right side than the 
left, at_the point where one might suppose his collar to have 
been. On inquiry it appears that he has always been in the 
habit of wearing a very tight collar, and this was not released 
for some minutes after the fit, probably not for a quarter of an 

r. 

The patient is putes clear and sensible, and gives an 
excellent account of himself. The fundi are normal: there is no 
paralysis of the cranial nerves. The right side of the face seems 
to move rather less than the left, especially in expressional move- 
ment, The tongue is protruded slightly to the right. The wound 
of a recent bite is present on its left margin. No other abnor- 
mality in the nervous system or elsewhere was detected. Heart 
normal, spleen not palpable, temperature normal. 


He then found 


The proptosis in this case was very striking and had 
suggested a fractured base to those who had seen him. 
in view of the long history of epileptic attacks with 
visual hallucination, I considered the possibility of haemor- 
thage into a tumour, but thought it probable that the 
subcutaneous, submucous, and subconjunctival haemor- 
thages were due to the intense congestion of the epileptic 
attack aggravated by the tight collar. 

Two days later the proptosis of the right eye was almost 
gne, and that of the left eye much less marked, and I 
wncluded that the second alternative was probably correct. 
-l am, ete., 
london, W.1. C. P. Symonps, M.D. 


SECURITY OF TENURE IN PUBLIC POSTS. 


‘Sirn—I notice in the correspondence columns of your 
y 


Sue for September 29th (p. 587) a letter from Dr. H. C. 
(Manus, in which he gives to those thinking of entering 

public services a warning on the important subject 
#security of tenure of medical appointments under such 

| authorities as boards of guardians, county boroughs, 
ad county councils. Speaking as one who has held public 
~pointments in a full-time capacity for a considerable 
timber of years, I can assure those to whom Dr. McManus 
lirects his words of warning that in practice the danger 
f dismissal at three months’ or any other notice is 
“tremely small, and need not be regarded as a factor of 


any importance in the consideration of whether to enter 
the public services or not. 

In theory it is, of course, quite correct to state that 
a public body has in general the legal right to dismiss a 
medical officer without assigning a reason for this action 
and without any sort of impartial inquiry. Even this 
statement is only partially correct, as many medical officers 
of health cannot, by the terms of their appointment under 
the Sanitary Officers’ Order, he dismissed without the 
consent of the Ministry of Health. This consent is given 
after a most careful inquiry, at which the medical officer 
concerned is afforded full opportunity to present his case, 
and only if the grounds for dismissal are entirely adequate. 
Appointments of this kind are, however, only a small pro- 
portion of the total number of public health and other 
posts occupied by medical practitioners; so that, in theory, 
it is quite correct to say that a local authority has the 
power of dismissal in the majority of cases, provided that 
due notice is given according to the terms of the appoint- 
ment. It is, however, one thing to have this power and, 
in practice, quite another to exercise it in an arbitrary 
fashion. Experience shows conclusively that local autho- 
rities are, on the whole, extraordinarily reluctant to dis- 
miss any permanent official except upon the strongest 
grounds, and this reluctance is still more marked when 
the official has many years of service to his credit. I have 
never come across a case, or even heard of one, where a 
doctor has arbitrarily been given three months’ notice to 
leave, just before he becomes eligible for his pension, and 
I feel sure that many men will serve all their lives under 
a local authority without an example of this kind coming 
within their official experience. I am not suggesting that 
this kind of thing has never happened in the past or will 
not happen in the future. No doubt Dr. McManus, before 
writing, has had such a case brought to his notice. But 
the risk of an efficient medical officer being dismisse+l 
on inadequate grounds is, in the public services, extra- 
ordinarily small, and need hardly weigh in the balance to 
any extent at all in the minds of those younger medical 
practitioners who are considering the question of devoting 
their professional career to the public services. Most of 
us, indeed, regard the security of tenure in a public 
appointment as, to all intents and purposes, absolute, 
granted a not too exacting minimum standard of efficiency 
and reasonable conduct, amd this is admittedly one of the 
attractions of official employment to the minds of many 
people. 

On the whole, except perhaps in the matter of salaries, 
local authorities treat their officials, and especially their 
senior agd professional officials, extremely well, and 
instances of really serious injustice on the part of a council 
or committee towards a member of their staff are few, 

It is an imperfect world, and medical practitioners in 
the public services have to put up with many things, 
but fear of dismissal is not -one of these. To speak 
candidly, local authorities generally err in the opposite 
direction to that suggested by Dr. McManus.—I am, etc., 

W. M. Frazer, 


Medical Officer of Health, County Borough 


October 2nd. of Dewsbury. 


Srr,—Dr. McManus has rendered a public service by his 
letter on security of tenure in public posts. These facts 
should be well known and not concealed as at present. In 
1921 I was glad to read that the British Medical Association 
had succeeded in getting security of tenure for medical 
officers of health. I have ever since been trying to ascer- 
tain whether this did or did not also apply to assistant 
medical officers. Since it as yet does not, it is to be 
hoped the British Medical Association will again exert 1ts 
influence to obtain this measure of justice for this large 
body of doctors. Obviously a pensions scheme is a mere 
farce unless there is security of tenure. 

I see in the October number of the Fortnightly Review 
an article headed ‘‘ The growing burden of the rates,” 
in which it is stated that all employees of local government 
authorities have security of tenure. The sole exception 
apparently is the body of assistant medical officers. This 
amply explains the rather low status of these doctors. 

Since the Local Government and Other Officers Super- 
annuation Act, 1922, came into force the only effect it has 
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had has been to render local authorities unwilling to 
appoint any but the youngest available candidates. Older 
and more experienced doctors are passed over in. favour 
of younger candidates. Skill and experience are less desir- 
able than youth. The local authorities are thus showing 
themselves plainly unwilling to pay pensions to the doctors ; 
and it is concéivable that in the years to eome Dr. 
McManus’s ‘‘ extreme case ’’ is only too likely to happen. 

Let us hope that the doctors concerned may become 
articulate, nay, vociferous; and that the British Medical 
Association will champion their cause effectively.—I am, 


etc., 
October Ist. M.B. 


BACTERIAL FLORA OF THE INTESTINE. 

Sim,—I observe that Professor Cruickshank, in his 
address at Cardiff (September 29th, p. 555), has seen fit 
to admonish ‘ certain bacteriologists ’’ for various heresies. 
1 gather that he has honoured my paper on residual 
vaccines as representative of the outpourings of this class 
of person: I therefore find myself singled out as their 
representative. 

Professor Cruickshank demonstrates that the intestinal 
flora vary greatly in health, and he believes that the mere 
presence of any abnermal organism in the faeces: would 
suggest to ‘‘ certain bacteriologists ’’? the desirability: of a 
vaccine. He believes wrongly. He then cites a number of 
organisms named by me as probable causes in various 
intestinal toxaemias occurring in some individuals. Among 
other organisms quoted was B. coli communis. This last 
organism was so classed because, although presenting 
certain abnormalities, it appeared to resemble the colon 
bacillus rather than any other organism. But a vaccine 
was not made unless the organism formed a high propor- 
tion of the total flora. Such a position would have been 
obvious if the statement in the preceding paragraph had 
been grasped—namely, that two-thirds of the specimens 
sent for examination were rejected as unsuitable for the 
preparation of a vaccine. 

The incidence of streptococci in rheumatic affections 
also earns his scorn on the same grounds. 1 can therefore 
add together the figures of both groups: 96 cases treated, 
76 successful. Professor Cruickshank further states that 
the results of vaccine treatment cannot be construed as 
proof of a causal organism. If he is waiting for Koch’s 
postulates to be fulfilled | would refer him to a corre- 
spondence on the difficulties of modern bacteriological 
research’ which appeared, if I recollect aright, in this 
Journal some months ago. 

Any discussion of the actual therapeutic results obtained 
by me is carefully. avoided. They are difficult to explain 


away and most inconvenient to Professor Cruickshank’s — 


ewn contentions. _The chance of these cases resolving 
spontaneously was assuredly not better than 1 in 10: if, 
therefore, the association of vaccine therapy with the 
disease corresponds with the raising of the proportion cf 
successful results to 3 in 4, and that happens over a series 
of 96 cases, it is a fair assumption that there is a con- 
nexion between the two events. ° 
_ The effect of a high carbohydrate diet and of purging 
is not such original information as he appears to suppose. 
I would suggest also that while “ certain bacteriologists ”’ 
are acquainting themselves with the better bacteriology 
Professor Cruickshank might enlarge his knewledge of the 
laws of probability and apply it to the figures that I have 
given. He would then discover that while there is a 
chance that he is right it is about a hundred times more 
probable that he is wrong. He also assumes, without a 
shred of proof, that the intestinal mucosa is invariably 
intact and capable of resisting the invasion of these 
organisms and their toxins, and will always remain so. 
I am ignorant concerning the reference to examining a film 
of faeces for streptococci. 7 

I have to complain of the evasion of tlie issues raised in 
my paper, and so must request Professor Cruickshank to 
apply himself to the following: 

1. A case of rheumatoid arthritis, on a normal diet and without 
purging, shows on repeated examination a pure culiure 6f some 
streptococcus in the faeces. 


2. What positive proof is there that the patient’s i i 
mucosa is impermeable to streptococci and these toxins? sslaeei 


3. An autogenous vaccine is prepared ani administered. 

4. The patient improves greatly. 

5. If the vaccine is not responsible am I to assume that three 
out of four cases of rheumatoid arthritis will resolve spon. 
taneously? If not, why does that proportion improve on an 
autogenous vaccine? 

6. Since 1 do not believe that the intestine is the only source 


‘of bacterial invasion, am I to understand that bacteria in some 


higher area of the tract, say tonsil and pharynx, cannot cause 
rheumatism ? 

I-do not claim that my results in vaccine therapy prove 
with certainty that these organisms can be causal, but 
I do assert that the results raise that matter from a vague 
possibility to an arguable probability. Finally, I realiz 
that the fact that all my results were assessed by indepen. 
dent practitioners must have a cramping effect upon 
destructive criticism. 1 anticipated Professor Cruickshank, 
an, etc., 


Manchester, Sept. 30th. C. KE. JENKINS. 


X-RAY DIAGNOSIS. 

Sir,.—Please accept my congratulations on the inspired 
common sense of your leading article on ‘‘ X-ray diagnosis” 
in the current number of the Journal. It should dispel 
some mental fog on the subject.—I am, etc., 

London, W., Oct. 6th. J. H. DovGias WeEssTER. 


Sir,—Surely the difficulties of accurate diagnosis of the 
case of ureteral stone described by Mr. C. Thurstan Holland 
‘and Dr. Herbert Williams in your issue of October -6th 
(p. 601) have been exaggerated. 

Pyelography and ureterography will give all the informa 
tion that is needed in determining, first, whether a stone 
is present in the upper urinary tract, and secondly, if'a 
‘stone is present, whether the kidney is ‘‘ extensively dis 
organized.”’ 

It is perhaps unnecessary to emphasize the importance to 
the surgeon, and to the patient too, of the former being 
in possession of more than one catheter, urethral or 
ureteric, when he makes an examination of a_ genite 
urinary case.—I am, etc., 

London, W., Oct. 8th. A. Cxiirrorp Morson, F.R.C.S. 


The Services. 


DEATHS IN THE SERVICES. 

. Colonel Llewellyn Thomas Manly Nash, C.M.G., A.M.S. (ret.), 
died after a long illness in Queen Alexandra Military Hospital, 
Millbank, on September 9th. He was born in London on April 
7th, 1861, was educated in the school of the Royal Coll ge of 
Surgeons, Ireland, and took the L.R.C.S.I. and L.K.Q.C.P. in 
1884. After acting as medical and surgical resident at the 
Royal City of Dublin Hospital, he entered the R.A.M.C. a 
surgeon on August Ist, 1885, was promoted to colonel in the 
great war promotion list of March Ist, 1915, and retired on 
April 7th, 1918. He served on the north-west frontier of 
India in the, Miranzai campaign of 1891, when he was mentio 
in dispatches in the London Gazette of September 15th, 1891, 
and gained the frontier medal with a clasp; and in the Hazara 
campaign of the same year, receiving a clasp. During the great 
war of 1914-18 he went to France in August, 1914, with the 
original expeditionary force, when he was in command of a 
hospital at Rouen, subsequently becoming A.D.M.S. to the 
&th Division. In 1915 he was invalided to England, and, after 
serving at the headquarters of the Eastern Command, i 
December, 1916, was sent to Blackpool to organize the R.A.M.C. 
centre there, which rose to nearly 20,000 officers and men. In 
August, 1917, he was appointed A.D.M.S. in Sussex. He was 
mentioned in dispatches in the London Gazette of Februaty 
17th, 1915, and received the C.M.G. on February 18th, 1915. 
In 1901 he married Editha Gertrude, daughter of the Rev. 
Charles Sloggett. 


Lieut.-Colonel William Lemon Lane, R.A.M.C.(ret.), died at 
Southsea on September Ist, aged 78. He was born in India 
May 28th, 1850, was educated at Edinburgh, where he graduated 
as M.B. and C.M. in 1871, and entered the army as surgeon 
August 4th, 1878, becoming lieutenant-colonel after twenly 
years’ service, and retiring on May 11th, 1904. He served m 
the South African war in 1901-2, taking part in operations # 
the Transvaal and in the Orange River Colony, and recel¥ 
the Queen’s medal with three clasps. His two younger brothers 
re served in the R.A.M.C.--Colonels A. V. Lane and €. & 

ane. 
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PROFESSOR NOEL PATON. 
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Obituary. 


DIARMID NOEL PATON, B.Sc., M.D<, LL.D., F.R.S., 
Late Regius Professor of Physiology in the University of 
Glasgow. 

D. No#t Paton—whose death on Sunday, September 30th, 
at Stobo, Peeblesshire, was briefly announced in our last 
issue—had only recently intimated his desire to retire 
from the professorship of physiology in the University of 
Glasgow—in fact, the necessary appointments in con- 
sequence of his resignation have not yet been made. He 
was a born and indefatigable worker, and had always 
prayed that he might be taken away suddenly and after 
his power for work had 
gone. Since his official 
resignation some _ few 
weeks ago he had not been 
quite in his usual health, 
and on Sunday, during 
a walk to his favourite 
Tweed, where. many a 
happy day had been 
spent casting the fly and 
no doubt meditating on 
the problems of life which 
he was so fond of probing, 
he passed suddenly away. 
Diarmid Noél Paton 
was born in Edinburgh in 
March, 1859. He was the 
eldest son of Sir Joseph 
Noé] Paton, the distin- 
guished artist and Royal 
Scottish Academician, and 
nephew of Waller Hugh 


Paton, another well- 
known painter, so that, 
there is little wonder 


that he inherited a dis- 
tinctly artistic tempera- 
ment. He received his 
early education at Edin- 
burgh Academy, where, as 
Professor Cathcart has 
noted, he had as_ class- 
mates ‘‘ W. Hardman, 
afterwards professor of 
zoology at Liverpool, 
John Haldane, the Oxford 
physiologist and philo- 
sopher, and D’ Arey Thomp- 
son, the present occupant 
of the chair of zoology 
at St. Andrews.” It is 
said that it was at Edin- 
burgh Academy where his 
bias towards science first 
declared itself, and one 
wonders what was the in- 
fence which led this galaxy of talent in this special 
direction. From the Academy Noél Paton passed to the 
Niversity in his native town, and first graduated in 
Science in 1880, when he wes awarded the Baxter Scholar- 
ship for special distinction. In 1882 he received the 
degrees of M.B., C.M. with first-class honours, a perform- 
iiee which was repeated in 1885, when he was awarded 
4 gold medal for the thesis which he submitted for the 
degree of M.D. After graduation he spent some time in 
Post-graduate study in Vienna, returning again to Edin- 
urgh to serve as house-physician, first in the Royal 
Infirmary, and later in the Royal Hospital for Sick 
Children. These latter experiences undoubtedly influenced 
ls outlook and sympathies, for most of Paton’s energies 
ve been devoted to the study of eminently practical 
‘pects of medicine, as his work on diabetes, rickets, and 
tutrition amply testifies. In 1884 he was offered and 
‘cepted a biological fellowship in the physiological 

artment at Edinburgh University, under his old 


er, Professor Rutherford. In 1889 he was appointed 


director of the research laboratory of the Royal College of 
Physicians of Edinburgh, and thus was able to devote his 
whole time to medical research and teaching. During this 
period he made many contributions to medical literature and 
carried on a most successful extramural class of physiology 
at the Surgeons’ Hall, so that he was peculiarly equipped 
for the professorship of physiology in the University of 
Glasgow, to which the King appointed him in 1906. In 
1914 his position in the scientific world was acknowledged 
by his election as a Fellow of the Royal Society, and in 
virtue of his gifts as an investigator he served as a 
member of the Medical Research Council from 1918 
till 1923. In 1919 his Alma Mater, Edinburgh University, 
conferred on him the honorary degree of LL.D. 


It is as the Regius Pro- 
fessor of Physiology in 
the University of Glasgow 


chiefly identified.. This is 
most fitting, since he spent 
his most vigorous years in 
unremitting work on her 
behalf and that of her. 
students. Without doubt 
Paton was one of the most 
ideal professors in the 
medical faculty of the 
University of Glasgew 
within living memory, for 
he possessed in a marked 
degree that rare combina- 


tial for the head of a 
university department. 


professor who goes on de- 
livering the same lectures 
year after year. Not so 
Paton, who was a firm 
believer in the doctrine 
that his chief duty as a 
teacher is to make the 
student an observer and 
a true student of nature. 
In order, therefore, that. 
the student might com- 
mence on his study of 
medicine and surgery with 
a well-equipped mind so 
far as physiology is con- 
cerned, a most important 
attribute as the old name 
of his subject ‘ Institutes 
of Medicine” signifies, 
Paton- would not infre- 
quently revise completely 
and rearrange his .whole 
course of instruction. 


Proressor D. Nott Paton, M.D., F.R.S. 


This meant a considerable 
amount of labour and 
organization, as he always had a large department under 
his care, but this he considered well expended if his aim 
was fulfilled. This aspect of Noél Paton’s work as a 
teacher cannot be too strongly emphasized. 

But the teaching of the student in the elements of 
physiology was not Paton’s only interest, important as 
this may be in giving to the youth a sane out- 
look; like all great teachers, he appreciated that his 
ignorance was greater than his kndwledge, and all his life 
he was an energetic explorer into the unknown fields. 
Invariably he was working at some problem of life, and 
consequently has left his impress on.many aspects of 
physiology and medicine. His work on urea, the physio- 
logy and pathology of the parathyroid glands, on respira- 
tion, his dietary studies of the labouring classes, and his 
investigation of the relationship between poverty, nutri- 
tion, and growth are all of the first importance, and will 
require serious consideration by all subsequent workers. 

Paton was a true and an able researcher; he was always 
asking himself the why and the wherefore; he could not 


that Noél Paton will be. 


tion of qualities so essen-. 
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UNIVERSITIES AND COLLEGES, 


deceive himself by a mere play of words, and he was never 
ashamed of admitting his ignorance. He might have 
theories, but he frankly admitted that they were theories 
and merely signposts for directions of inquiry. He was 
also undoubtedly possessed of the rare faculty of imagina- 
tion, which is not surprising when we recollect that both 
his father and uncle were distinguished artists. 

As well as being a searcher after truth himself, he had 
the gift of inspiring others with the same ambition, and 
no man ever attracted a larger band of workers round 
him. His department was always open to anyone who 
needed facilities to work at a problem, and when once 
& man or woman gained entrance to a corner in his work- 
shop Paton gave of his advice and help in no stinted 
fashion. His was the department to which all those eager 
to engage in comparative medicine and surgery turned. 
Not only was he an excellent director, but he was at the 
same time an ideal co-worker. He was a stimulating 
colleague; he always took a big share in the work of any 
investigation with which he was associated; and he gave 
and took criticism in the freest manner, so that at the end 
of the task one’s admiration for his mental powers and 
regard for his genuineness were enhanced. 

That Paton was a big and generous man there is no 
question. He had a great presence; he was tall, with 
regular, almost beautiful, features, and a kindly expression. 
He was as open as the day; in fact, his frankness and his 
loyalty to friends and his intolerance of dishonesty must 
often have brought trouble to himself. With the utmost 
truth it may be said that his is a memory which will 
remain as a great stimulus te a vast number of students 
and co-workers. L. F. 


[The photograph reproduced is by J. Russell and Sons, Lid., 
London. | 


Dr. James Tuomas Currie Larne, who died in London on 
October 7th at the age of 57, received his medical educa- 
tion at Edinburgh, where he graduated M.B., C.M. in 
1892. He was a member of the British Medical Associa- 
tion. We are indebted to Sir James Purves-Stewart for 
the following appreciation: The death of Dr. J. T. C. 
Laing, or “ Jimmy Laing,”’ as he was affectionately called 
by his friends, colleagues, and patients, comes as a shock 
and an irreparable loss to all who knew him. Jimmy Laing 
was the finest type of Scot, a man of strikingly handsome 
physique and athletic build, tall, lean, and muscular, in his 
youth a fine boxer and throughout his life a keen sports- 
man. After gradnating in Edinburgh in 1892 he was for 
a time house-surgeon to the late Professor Annandale. 
He then lived several adventurous years, first at the 
Klondyke gold rush, when he held the post of assistant 
surgeon at the Good Samaritan Hospital, Dawson City, 
and later as a surgeon attached to the Canadian Scouts in 
the South African war. Subsequentiy he was induced to 
settle in London, where, by sheer force of personality, he 
speedity built up a practice of ever-increasing importance, 
not confined to London, but ultimately extending far 
beyond it. .During the late war he did valuable work in 
London as physician to various hospitals for officers, and 
was mentioned in dispatches. 
popular secretary of the Edinburgh University Club of 
London, and later its vice-president... Up till about a year 
ago he sustained the burden of a large practice, apparently 
without effort. It then became evident to his friends that his 
physical strength was flagging. Despite a voyage to South 
Afriea early in the present year, he found himself unable 
to continue his work in London, and accordingly spent the 
swumer quietly in Scotland until a few days ago. He then 
returned to his home in London, where he rapidly suc- 
cumbed to a pulmonary affeetion at the age of 57. Success 
never spoiled him, nor did he ever waver in loyalty to his 
friends. There was a singular charm about him which 
seemed automatically ‘to attract the affection of his fellaw 
men. His loss leaves a gap in the wide circle of his 
friends throughout the country which cannot be filled. If 
it be true of the good man that his works do live after him, 
then surely Jimmy Laing’s memory will remain warm in 
the hearts of all who had the privilege of his friendship. 
Gay, debonair, humorous, modest, kindly, and wise, every- 


For many years he was the _ 


one who knew him will agree that he possessed all these 
qualities. He leaves behind him a widow and youthful 
daughter and son, to whom the deep sympathy of his 
friends will be extended. 


We regret to announce the death, at the age of 73, of 
Professor Horger Rasmus Emm Myeinp, who was a 
pioneer of otology and laryngology in Denmark. He was 
the author of works on congenital deafness and deaf- 
mutism, and of a small textbook on diseases of the upper 
respiratory tract. An English translation of his work on 
deaf-mutism appeared in 1894. He had many friends in 
England, and his widow is the daughter of Mr. S. Nash, 
formerly Danish consul at Cardiff. 


The following well-known foreign medical men _ have 
died recently: Dr. Proxor von 


professor of medical pathology and _ therapeutics at 
Innsbruck; Dr. Gustav von ScHLescH, professor of 
ophthalmology at Tiibingen; and Professor H. von 


BarpeLesen, a Berlin gynaecologist, aged 54. 


Gnibersities and Colleges. 


UNIVERSITY OF CAMBRIDGE. 
THE outgoing Vice-Chancellor, the Rev. G. A. Weekes, in the 
course of his valedictory address in the Senate Horse on October 
lst, referred to the recent offer by the Internationa! Education 
Board of the Rockefeller Foundation to contribute £250,000 to the 
University Library Building Fund, and explained that this munif- 
cent offer formed part ofa larger proposal to provide for new and 
much needed developments in the physical and biological studies 
of the University. The offer in its entirety amounted to a giftof 
£700,000, on condition that the University should raise the balance 
of the sum required for the completion of the whole scheme. The 
offer had been considered, with approval, by the Council, the 
General Board, and the Financial Board, but had not as yet been 
laid before the University. Mr. Weekes referred also to the loss 
sustained by the University through the death of Mr. G. E. 
Wherry, consulting surgeon to Addenbrooke’s Hospital, and for 
many years university lecturer in surgery. The building in Tennis 
Court Road, which has been provided for the departments of 
pathology and animal pathology by a grant from the trustees of 
the Rockefeller Foundation and by the Gates Bequest, is nowin 
occupation, and will be ready for the formal opening ceremony 


next term. 


UNIVERSITY OF LONDON. 
AT the September matriculation there were 100 successful candi- 
dates in the first division and 373 in the second division ; 27 others 
took the supplementary certificate in Latin. 


UNIVERSITY OF LEEDS. 
Tre following candidates have beeu approved at the examination 
indicated : 
Frvat M.B., Cu.B. (Part D.—J. Kak, H. T. Knowles, J. Loofe, and 
Marks. 


Oe 


UNIVERSITY OF LIVERPOOL. 
THE emer | candidates have been approved at the examina 
tion indicated : “f 
D.P.H.—Enid Baile, C. 


\ A. Birch, Margaret W. Blackwood, RB. T 
Chadwick, A. Wahid. 


UNIVERSITY OF GLASGOW. 
THE following candidates have been approved at the examination 


indicated: 

Frvau M.B., Cxu.B.—T. Anderson, T. H. Anderson, J. Barr, N. Bernsteit. 

- —D. Cameron, I. Campbell, H. Chapman, T. L. Chapman, W. & 
Christie, Mary C. Clark, J. E. H. Cogan, E. Collier, R. Cordinet, 
W. L. Cuthbert, N. Douglas, G. S. Easton, T. Elliott, J. Fergusot 
W.J.L. Francis, J. B. Gaylor, D. Glen, R. E. Glen, Christina A. 
Greenshields, Elizabeth Grierson, B. Gyer, D. M. Hart, T. A. Haslett, 
J. B. Henderson, J. A. Hill, J. Jamieson, Elizabeth P. Macadam, 
D. Macartney, W. G. T. efie, A. M. Macgregor, A. Maclenes 
C. MacKenzie, W. Mackie, G. MacKinnon, H. R. MacLennan, J. 
M‘Millan A. Macnab, W. H. W. M‘Whirter, * A. Miller, J. G. Millet, 
R. G. Miller, *G. L. Montgomery, J. V. Ogilvie, W. L. Read, w. 
Robertson, J. A. Roughead, D. Russell, T. S. Scott, J. Simpsom 
C. E. Stewart, Margaret O. Templeton, A. G. Thomson, J. Tidd, 
J. Trotter, A. Weir, Bessie L. M. Weir, C. H. Wilkie, W. J. Woot 
ward, *J. Yonace, D. K. M. Chalmers, D. M. Haugh, Mary & 
Minihan, E. A. Robertson. 

* With distinction in midwifery. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
THE annual meeting of Fellows and Members will b> held at § 
Collage, Lincoln’s Inn Fields, W.C., on Thursday, November 15% 
at 3 p.m. 
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Medical Nelus. 


THE fourteenth annual conference of the National Associa- 
tion for the Prevention of Tuberculosis will be held in 
the Great Hall of the British Medical Association House, 
Tavistock Square, W.C.1, on October 15th and 16th. Sir 
Arthur Stanley will formally open the conference. The first 
day’s discussion will be on the occurrence of tuberculosis 
among primitive people, and the speakers will include 
Dr. R. C. Ferguson, Director of Medical Services of the 
Saskatchewan Anti-Tuberculosis League; Dr. J. J. Vassal, 
ex:Director of Health for French Equatorial Africa; and 
Professor 8S. Lyle Cummins. On the second day the subject 
for discussion will be the principles underlying a national 
anti-tuberculosis scheme, and the speakers will include Sir 
Robert Philip, Dr. Howard Holbrook, medical director of the 
Mountain Sanatorium, Hamilton, Canada, and Dr. G. Lissant 
Cox, tuberculosis officer for Lancashire. 

A DINNER of the combined Yorkshire Associations of Scottish 
Graduates will be held at the Queen’s Hotel, Leeds, on 
Friday, October 19th, at 7 p.m. The guests of the evening 
will be the three parliamentary representaiives of the 
Scottish Universities, Sir George A. Berry, M.B., LL.D., 
Mr. John Buchan, LL.D., and Mr. J. M. Cowan, M.A. The 
chair will be taken by Dr, J. B. Baillie, Vice-Chancellor 
of Leeds University. All graduates of these universities 
resident in Yorkshire, whether members of the various 
associations or not, are invited to attend and to bring guests 
(including ladies) if they so wish. Tickets and any further 
information may be obtained from the honorary secretary 
of the combined dinner, Dr. William MacAdam, 40, Park 
Square, Leeds. 

THE St. Thcmas’s Hospital annual old students’ dinner 
will be held on Friday, October 26th, at 8 o’clock, at St. 
Thomas’s House, Lambeth Palace Road, 8.E. The chair will 
be taken by Mr. EK. F. White, F.R.C.S. 

AT the annual festival service of the Guild of St. Luke in 
Westminster Abbey on Sunday, October 21st, at 6.30 p.m., 
the preacher will be the Rev. Canon C.S. Woodward. No 
tickets for admission are required, and medical practitioners 
are invited to attend. 

THE Long Fox Memorial Lecture will be delivered by Dr. 
J.Odery Symes in the Physiological Theatre of the University 
of Bristol on Tuesday, October 30th, at 8.30 p.im.; the subject 
is the relation of erythema nodosum to tuberculosis and 
other diseases. 

A MEETING of the Tuberculosis Association will be held at 
the house of the Royal Society of Medicine, 1, Wimpole 
Street, W.1, on Wednesday, October 17th, at 5.30 p.m., when 
Professor R. H. Plimmer will read a paper on recent work 
of vitamins. At 8 p.m. there will be a discussion on artificial 
pheumothorax-treatment from different aspects. 

THE first meeting of the new session of the West Kent 
Medico-Chirurgical Society will be held at the M:ller General 
Hospital, Greenwich, to-day (Friday, October 12th), at 8.45 p.m. 
— the routine business a series of clinical cases will be 

own. 

As already announced, the second international conference 
on light and heat and medicine and surgery will be held 
in the University of London buildings at South Kensington, 
from October 29th to November lst. Sir Henry Gauvain will 
discuss light therapy in relation to surgical tuberculosis, 

» M. Weinbren its use in pulmonary tuberculosis, and 
Dr. W. J. O'Donovan its application in skin diseases. Dr. 
W. Kerr Russell will speak on apparatus for the production 
of ul.ra-violet rays for medical purposes and Dr. C. B. Heald 
me development of new electro-therapeutic apparatus. 
Several speakers from foreign countries will take part in the 
conference. Dr. Franz Nagelschmidt (Berlin) will describe 
auew method of applying heat by diathermy and will open 
aiiscussion on foam treatment; Dr. W. Flaskamp (Erlangen) 
Will discuss light and heat in gynaecology, Dr. A. J. Cemach 
(Vienna) will give an address on ultra-violet therapy in oto- 
thino-laryngology, and Dr. M. J. Dorcas (Cleveland, U.S.A.) 
fe real a paper on the distribution of energy from various 
ees of ares. An exhibition to be held in connexion with 
a conference will be opened on October 29th at 2.30 p.m. 
¥Sir Johu Snell, chairman of the Electricity Commissioners, 
wih Dr. F. E. Fremantle, M.P., in the chair. 

The British Institute of Philosophical Studies has arranged 

Wo courses of lectures during the forthcoming Michaelmas 
b m: (1) Four great philosophers and the modern outlook, 

y Professor L. J. Russell ; (2) Contemporary philosophy, by 
be proctor of studies, Mr. Sydney Hooper. A syllabus can 

had on application to the temporary offices of the Institute, 

» Kingsway, W.C.2. 


A COURSE of nine lectures on “‘ The indebtedness of industry 
to pure science,’’ under the auspices of the Faculty of Science, 
will be given at King’s College, Strand, W.C., during the 
Michaelmas term on Wednesdays at 5.30 p.m., beginning on 
October 17th, when an introductory address will be delivered 
by Sir Oliver Lodge. The succeeding lectures will be given 
by members of the staff; among them will be an address, on 
November 7th, by Dr. F. A. P. Aveling on **The humau 
factor,’’ while a week later Professor R. J. 8. McDowall 
will speak on ‘‘ Physiology and national efficiency.’’ Aduis- 
sion is free, without tickets. 

AMONG the public lectures to be given at Universily 
College, Gower Street, W.C.1, during the winter months of 
the year is a course of three by Dr. John Owens on * Smoke 
pollation of the air and public health.’’ The first lecture will 
be given on Friday, November 2nd, at 5.30 p.m., with Sir 
Napier- Shaw in the chair, and the others on Fricay, 
oo 9th, and Wednesday, November 14th, at the same 

our. 

THE Fellowship of Medicine and Post-Graduate Medical 
Association announce that the opening lecture of its new 
series will be given by Mr. C. Max Page, on Monday, October 
15th, in the lecture hall of the Medical Society of London, 1i, 
Chandos Street, Cavendish Square, W.; the title of the lecture 
will be ‘‘Some points in the treatment of fractures.’’ On 
Wednesday, October 17th, clinical demonstrations will be 
given by Mr. Jefferson Faulder, at the Golden Square Throat 
Hospital, at 3 p.m., and by Dr. G. B. Dowling at the St. Johu's 
Hospital for Diseases of the Skin, at 4 p.m., and at the same 
hour will be the second demonstration of the series undertaken 
by Dr. S. H. Daukes, at the Wellcome Museum of Med.cal 
Science, 33, Gordon Square, W.C.1, his subject being ‘* The 
transmission of helminthic diseases.’’ The above lectures 
and demonstrations are open ‘to the medical profession with- 
out fee. A fortnight’s morning course by the honorary staff 
of the Hospital for Sick Children will begin on October 15th, 
and Professor Louise Mcliroy will give four lecture-demon- 
strations on ante-natal treatment at the Royal Free Hospital, 
beginning on Friday, October 26th. There will be a general , 
practitioners’ course at the Hampstead General Hospital from 
October 29th to November 10th, from 4.30.to 6 p.m. daily. 
Special courses will be held during November, in medicine, 
surgery, and gynaecology, at the Royal Waterloo Hospital for 
Children and Women, in neurology at the West End Hospital 
for Nervous Diseases, in ophthalmology at the Royal West- 
minster Ophthalmic Hospital, in proctology at St. Mark's 
Hospital, in urclogy at St. Peter’s Hospita', and in venereal 
diseases at the London Lock Hospital. Copies ofall syllabuses 
and other information may be obtained from the Secretary 
of the Fellowship, 1, Wimpole Street, London, W.1. 

THE Marquis of Reading presided for the fir-t time as 
Chairman of the Grand Council of the British Empire Cancer 
Campaign at its quarterly meeting held on October 8th. ‘The 
proceedings opened with a vote of condolence on the death of 
Dr. Robert Knox, oue of the founcers of the Campaign and a 
member of the Grand Council. The following grants were 
approved on the recommendations of the appropriate com- 
mittees of the Campaign:—£500 as a supplementary grant 
towards the maintenance of cancer research work at the 
Middlesex Hospital; £690 to the Cancer Research Committee 
of the London Association of Medical Women’s Federation 
for the salary of its research officer for one year; £200 io 
Mr. Nevill Willmer of Manchester University for the con- 
tinuation of his research work; £50 to the Clinical Research 
Committee of Guy’s Hospital towards the cost of an investi- 
gation on organic compounds of kad with a view to their 
therapeutic use; and a sum of £1,500, spread over a period of 
three years, to the Middlesex Hospital for the salary of au 
assistant histologist. A donation of £3,000 was announced 
from an anonymous donor, in addition to a previous sum of 
£10,000 from the same benefactor. A letter was received 
from the newly formed International Cancer Committee, 
which has been set up to deal with the organization of 
International Conferences on Cancer in future years, aud the 
Grand Council nominated Mr. W. Sampson Handley, Dr. R. G. 
Canti, and Professor Archibald Leitch as its representatives 
ou this International Committee. Approval was given to the 
proposed scheme for setting up a special committee to investi- 
gate and report upon the data an. results that had become 
available through the [uternatioual Conference ou Cancer 
held in July. ‘The Grand Council elected Sir Thomas: Horder 
as its represéutative on the Scicutific Advisory Committec, 
nominated jointly by the Royal Society, the Medical Research 
Council of the Privy Council, and the Campaign. 

THE post-graduate courses of in-truction at the National 
Hospital, Queen Square, Bloowsbury, recommenced ou 
October 8th, aud will be continued on succeeding Mondays, 
Tuesdays, Thursdays, and Fridays, terminating on November 
30th. ‘The course consists of out-patient clinics, clinical 
lectures and demonstrations, lectures on the pathology of 
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the nervous system, and on the anatomy and physiology 
of the nervous system, together with clinical demonstrations 
on methods of examination. Any part of the course may be 
taken separately. The fee for the course, including pathology 
demonstrations, is £5 5s.; for those holding perpetual tickets 
£3 3s., and clinical clerks £4 4s. 

THE Central Midwives Board for England and Wales, at a 
meeting on October 4th, had under consideration a com- 
munication from the Association of Municipal Corporations 
enclosing a letter to the Ministry of Health in regard to the 
conduct of cases before the Board. .In this letter the Associa- 
tion urged the Ministry to give effect to a resolution adopted 
by the City Council of Canterbury expressing the opinion 
that the conduct of cases before the Central Midwives Board 
should be left in the hands of local authorities, that the 
attendance of witnesses should be. made compulsory, and 
that all evidence in such cases should be given on oath. The 
Board approved Nether Edge Hospital, Sheffield, as a train- 
ing school, subject to certain conditions, and also granted 
approval, pro tem., as a lecturer, to Dr. W. B. Wishart. 

THE fifth international congress for the treatment of indus- 
trial accidents and industrial hygiene, which was held at 
Budapest during the first week in September, was opened by 
Professor Kaufmann of Ziivich, who dclivered a lecture on the 
differentiation of trauma and disease. Sir Thomas Oliver 
read a paper on the influence of industrial poisons on the 
different organs, with special reference to lead, arsenic, and 
mercury. Among tho other subjects considered were: the 
physiological response to the vapours of methyl and ethyl 
salts, the nervous sequels of accidents, pulmouary asbestosis, 
and the medico-legal aspects of occupational disease. The 
congress was visited by a large number of delegates from 
many countries. 

AS on several previous occasions the Société Medical du 
Littoral Mediterrané-n has arranged an international medical 
tour of the Céte d’Azur to take place just after Christmas. 
Assembling at Marseilles on the evening of December 26th, 


the party will spend two days in visiting that neighbourhood , 


aud Toulon, preceeding afterwards to Hyéres, Cannes, Juan- 
les-Pins, Autibes, Nice, Mentone, Monaco, and other places, 
where scientific demonstrations, therapeutic discussions, etc., 
will be arranged. Visits will be made to various centres of 
interest, including Dr. Voronoft’s laboratory and the oceano- 
graphic museum at Monaco. At the conclusion of the tour, 
on January 5th, members of the party may proceed on an 
excursion to the Alps or on an excursion to Corsica, or may 
spend some days at Nice. Particulars may be obtained from 
Dr. M. Faure, 24 rue Verdi, Nice. 


Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the Britis Mepicat 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken. of their communications should authenticate 
them with their names, net necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Mevica, JournaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Bairisn Mepicat Journa are MUSEUM 95861, 9852, 9863, 
and 956} (internal four lines). 

The TELEGRAPHIC ADDRESSES are: 

of the Beirisi Mevica, Journat, Aitiology Westcent, 
ondon, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, cte.}, Articulate Westcent, London. 
SECRETARY, Mediscera Westeent, London. 

The address the Irish Office of the British Medical Associ 
is 16, South Frederick Street, Dublin (telegrams : Pacillon 
Dublin; telephone: 62550 Dublin), and of the Scottish Office 
7, Drumsheugh Gardens, Edinburgh (telegrams: Associvte, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS, 


A ‘TREATMENT OF Posr-NASAL CATARRH. 
“ A. X.” asks for advice with regard to the treatmeut of an other- 
wise healthy man, aged about 60, who has suffered rede Senhe 
nasal catarrh for two years. No bevefit has resulted from a 
- course of anticatarrhal vaccines or the use of an atomizer. 
rom the pharynx and back o nose, with occasional dri 
from the postrils. 


by him. 


IncomE Tax. 
Fees Paid by Practitioners. 

“W.J.M.” has been requested by the income tax authorities to 
supply the names and addresses of medical men to whom he has 
paid fees of £10 and upwards during 1927-28 for assistance at 
surgical operations. 

*.* The relative statutory provision is Section 105 of the 
Income Tax Act, 1918, under which an ‘‘ employer ’’ can be called 
upon to give such particulars in respect of persons ‘‘ employed” 

The objection which, as it seems to us, our corre- 

spondent may very well be entitled to make is that the medical 

men in question are not in his employment, but both are in the 
position of jointly earning fees for work done for a patient. The 
question raises a somewhat difficult point of general law, but 
the normal case would, we think, fall outside the statutory rule. 


LETTERS, NOTES, ETC. 

Mr. Frank Romer (London, W.) asks our help in regaining touch 
with the secretary of a medical society with whom he has been 
in cerrespondence about the reading of a paper. His dilemma 
arises from the accidental destruction of letters and memoranda 
during a holiday. 


MALIGNANCY AND THE ENZYME. 

Dr. W. C. MINCHIN (Sheerness-on-Sea), in reply to Lieut.-Colonel 
V.N. Whitamore’s inquiry (September 15th, p. 514), writes to 
suggest a simple explanation. While Murphy and his fellow 
workers are satisfied that cancer is due toa ferment, Gye has 
shown by filtering cancerous material that neither the filtrate 
nor the material left ou the filter was active, though, when they 
were again mixed, activity was restored. Dr. Minchin suggests 
that these results are more similar than might appear at first 
sight, and he quotes Chaston Chapman’s book ou brewing, in 
which, after a review of some of Pasteur’s work upon yeasts, 
reference is made to Buchner’s discovery in 1897 that the liquid 
contents of the yeast cell, when added to a fermentable liquid, 
could excite fermentation in the absence of any celis. Buchner 
concluded that fermeutation resulted from the activity of an 
enzyme secreted by the yeast cell, to which he gave the name 
‘““zymasé.”? Harden found by passing yeast ju:ce through a 
Chamberland filter impregnated with gelatin that neither 
the filtrate nor the residue could bring about fermentation 
separately, though by mixing the two portions activity was 
restored. Harden recognized, thus, that the enzyme which 
remained on the filter required contact with the filtrate, the 
active constituent of which he designated the co-enzyme; the 
trae chemical nature of this is still undetermined. Dr. Minchin 
adds: I have shown in my book on the tubercle virus, published 
by Messrs. Bailliére, Tindall and Cox, that yeasts are always to 
be found in cancerous and tuberculous material, even in the 
filtrates and diseased tissues. A direct photomicrograph in my 
possession of a section of a cancer growth of the tongue plainly 
shows budding yeasts when stained by the Zieh! method. 


EXAMINATION OF THE FAECES FOR TUBERCLE BACILLI. 

Dr. C. E. GALLAGHER (assistant medical officer, Leavesden Mental 
Hospital) bas contributed to the annual report of the Mefro- 
polican Asylums Board for 1927-28 an account of an investigation 
into the examination of the faeces for tubercle bacilli in the 
case of mental patients. He concludes that the direct smear 
examination of faeces is worthy of employment in all cases; in 
the event of a negative result being obtained the concentration 
method with ligroim may be tried. In some cases of febrile 
symptoms occurring in low-grade imbeciles such investigation 
of the faeces has been found to be helpful in clearing up the 


diagnosis, since these patients cannot, as a rule, be taught to 


expectorate their sputum, which they swallow. 


FaLuING Birth RATE AND CRUMBLING 
Dr. GeorGe Jones (Downe, Kent) writes: Dr. Stephenson, 
(October 6th, p. 634) refers to the fall of the West Ktoman Empire 
under: Honorius in 410. He thinks if was due to the increase 
of the parasite class which demanded panem et circenses, both 
free at the expense of the provincials. Now the East Roman 
Empire survived for another thousand years. Constantinople 
was no better than Rome. What does seem to liave been thé 
immediate cause of the fall of Rome was the murder of Stilichoat 
the instigation of the cowardly Emperor Honorius, who skuiked 
in the marshes at Ravenna while the barbarians entered Rome. 
We ought to remember that under Justinian Africa and Italy 
were largely freet from barbarians, but the civilization of the 
West Enipire was never recovered. There must have been other 
causes in opération; what they were Gibbon has hinted only too 
clearly to those who read between his sonorous lines. 
misery of the West under the barbarians may be gathered 
from Salvian’s De Gubernatione Dei or from Cardinal Newman's 


University Studies. Not even Russia has gone thiough worse. 


experiences. 


VACANCIES. 

NorTirFicaTions of offices vacaut in auiversities, medical college 
and of vacant resident aud other appointments at hospitals, wil 
be found at pages 48, 49, 50, 51, 54, and 55 of our advertisement 
columns, and advertisements as to partnerships, assistantehips 


abd locumteneucies at pages 52 and 53. 2 
A short summary of posts notified in the advertisement 


columns appears in the Supplement at page 163. 
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Che Barbeian Oration 


CARDIO-VASCULAR DISEASES SINCE 
HARVEY’S DISCOVERY. 


DEL-VERED BEFORE THE Royat CoLLEGE OF PHYSICIANS OF 
Lonpon, Octoner 187TH, 1928, 


BY 


Sm HUMPHRY ROLLESTON, Barrt., K.C.B., M.D., 
Hown.D.Sc., D.C.L., LL.D., 
FELOW AND SOMETIME PRESIDENT OF THE ROYAL COLLEGE OF PHYSICIANS 
OF LONDON; PHYSICIAN IN ORDINARY TO THE KING; REGIUS 
PROFESSOR OF PHYSIC, CAMBRIDGE. 


INTRODUCTION. 
Tat President’s command to deliver the 272nd Harveian 
Oration in the tercentenary year of the publication of the 
Ezercitatio Anatomica de Motu Cordis et Sanguinis in 
Animalibus is an honour to be prized with humble grati- 
tude, but with a due sense of its heavy responsibility, by 


‘any man, especially by one whose father obeyed the call 


to this high duty fifty-five years ago. 


The tercentenary of the publication of Harvey’s immortal | 


discovery was appropriately and splendidly commemorated 
by the celebrations organized by this College. In no 
way could its significance have been more suitably and 
graphically shown than by the remarkable cinematograph 
films of Harvey’s original physiological experiments as 
repeated by Sir Thomas Lewis and Dr. H. H. Dale, 
Fellows of the College, who have been eminent in obedience 
to-Harvey’s exhortation ‘‘ to search and study out the 
secrets of nature by way of experiment.’’ Further, the 
historical aspect of the tercentenary has been permanently 
assured by the publication by the College of a facsimile of 
the first edition of the De Motu Cordis, and by the appear- 
ance of two other Harveian books, a reproduction of the 
first English translation in 1653 of the De Motu Cordis 
(Nonesuch Press), and A Bibliography of the Writings of 
William Harvey, M.D, (Cambridge University Press), both 
due to the pious devotion of a licentiate of the College, 
Mr. Geoffrey Keynes. 

John Freind, the elegant scholar and eminent physician, 

when commenting on the history of the circulation, wrote 
in 1725: 
_ “From this discovery of our great countryman [Harvey] many 
improvements, even in the cure of distempers, might be made: he 
had thoughts of composing such a work himself, to show the 
advantages of this doctrine, in relation to practice, but was pre- 
vented by sickness and death: the design of the Architect was 
very noble, and I with some of his successors might finish it. At 
present I shall hint only at two or three particulars, which will 
convince us, of what use a perfect knowledge of the circulation 
may be to us, if rightly applied, in the practical part of our 
profession.’’ 

If more than two centuries ago the learned author of 
The History of Physick from the Time of Galen to the 
beginning of the xvi Century apparently thought the task 
dificult and accordingly acted with wise discretion, it is 
how obviously, from limitations of both time and capacity, 
Impossible to attempt more than the barest outline of the 
accumulated knowledge of the diseases of the circulatory 
system since Harvey’s time. An attempt to piece together 
the history of the various forms of cardiac disease is 
attended by no small difficulties: the same ideas often 
secur to several minds at the same time, but simultaneous 
‘and identical solutions are not published synchronously, 
this making it far from easy to decide who really deserves 
the rather barren crown of priority. Another obvious 
objection to such a subject is that it entails lists of men 
and dates; but as many of these names are those of Fellows 
of this College it will surely be in obedience to Harvey’s 
Injunction to commemorate these benefactors of the 

lege, for can any benefaction be more welcome than 
hew and true knowledge? 

The knowledge of cardio-vascular disease, which was 
Very slight at the time of the discovery of the circulation, 


has since come through several channels: (1) the accumula: 
tion of data provided by anatomical observation, normal 
and morbid; (2) unaided ~clinical observation; (3) as the 
result of the application of instruments of precision to the 
examination of patients; and (4) the information derived 
from physiological and pathological experiments. Though 
these four headings are attractive as a means of sketching 
the advance of knowledge, it is in practice difficult, and 
intdeed somewhat inconvenient, to follow them out rigidly 
or attempt to make them absolutely watertight; there will 
therefore be much overlapping, as will at once be only 
too obvious. 


ANATOMICAL OBSERVATION. 

Anatomy is an indispensable step to the more complex 
science of physiology, which explains the vital forces of 
the body, and this, though it may be helped by anatomy, 
demands observation of, or experiment on, the living 
organism. Fabricius’s description of the valves in the veins 
stimulated Harvey to find out their use by the experi- 
mental method. Gaskell’s physiological demonstration of 
the muscular continuity between the auricle and the 
ventricle was made on reptiles, and was supposed to be 
confined to them until 1893, when the auriculo-ventricular 
bundle was described in mammals by Stanley Kent and 
by W. His, junior; in 1906 Tawara gave a full account 
of the junctional system, including the auriculo-ventricular 
node and the bundle previously described by Kent and His, 
the fibres of the bundle being continued into the Purkinje 
fibres which line the interior of the ventricles and com- 
municate with their muscular fibres; this was followed in 
1907 by Keith and Flack’s discovery of the sino-auricular 
node, the normal pace-maker of the mammalian heart; 
the later anatomical observations were subsequent to, and 
directly stimulated by, the needs of the new cardiology, 
for Mackenzie’s epoch-making book on the pulse was pub- 


lished in 1902. Thus it may be noted that, just as medicine * 


is deeply indebted to the experimental method, so also 
science owes a debt to medicine, and that they tw 
** according well may make one music as before.”’ ° 


The Capillaries. 

The tercentenary of the birth of Marcello Malpighi, the 
father of histology, on March 10th, 1628, and that of the 
De Motu appropriately coincide, for in 1661 he provided 
the final proof of Harvey’s discovery by recognizing the 
capillaries in the frog’s lung. He also saw the red blood 
corpuscles in the mesenteric vessels of a hedgehog, but 
as he regarded them as fat cells, Antony van Leeuwenhoek, 
who described them fully in his True Circulation of the 
Blood in 1686, has the credit of their recognition. 
Johannes Swammerdam, however, had actually noted the 
presence of red blood cells as early as 1658, but his 
observation was not made public until 1738, when Boerhaave 
brought out Swammerdam’s Biblia Naturae. 

After the discovery of the capillaries there was a long 
interval before this most essential part of the circulatory 
system received due attention. Thomas Young in 1808: 
had the foresight to assume as probable variation in the 
size of the capillaries. The view that the capillary cir- 
culation was a mere passive communication between the 
arterioles and the venules was definitely modified by 
Stricker’s observation in 1865 that the capillaries became 
constricted from swelling of the endothelial cells. In 1873 
Rouget observed on the surface of capillaries the cells 
which bear his name, and described their contraction. 
In 1879 Roy and Graham Brown showed that the calibre 
of the capillaries is constantly changing without corre- 
sponding alterations in the arteriolar pressure. The study 
of the capillary circulation then languished; but the 
invention of capillary microscopy by Lombard in 1912 
again stimulated investigation, and it has now been proved 
that the walls of the capillaries have independent powers 
of changing their calibre. ; 

The capillary circulation, thanks to the experimental 
labours of Dale, Laidlaw, Richards, Krogh, and Lewis, 
has been placed in a new light. It appears that the 
capillary area as a whole is in a constant state of flux; 
while the great portion is relatively empty, various parts. 
of it open for a time, so that with a constantly enanging 
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condition of the constituent portions the average total 
path remains about the same and maintains the peripheral 
resistance. Normally only a very small proportion of the 
whole available capillary area is open, for if it were uni- 
versally open all the blood would stagnate there. The 
varying dilatation of the capillaries corresponds, as Krogh 
demonstrated in muscle, with the needs for it. 

The question whether the circulation in the nervous 
system, the lungs, and the coronary vessels is under the 
same nervous control as the rest of the general systemic 
capillaries has been exhaustively investigated is 
referred to briefly elsewhere; the effect of adrenaline on 
the vessels—constriction or its absence—has been employed 
as a criterion of the presence or absence of vasomotor 
fibres, but can hardly—for example, in the case of the 
coronary arteries—be regarded as devoid of exceptions due 
to a species difference in the nerve supply and reactions. 

Morbid anatomy must also be supplemented by clinical 
observation or by experiment; the example set by Harvey 
of always submitting to the test of physiological proof the 
explanations suggested by anatomy, which is completely 
instructive only when elucidated by physiological experi- 
-ment, was followed with regard to morbid anatomy and its 
correlation with symptoms by Morgagni, Corvisart, Laennec, 
Hope, and later the experimental result# obtained by 
Claude Bernard, Cohnheim, Roy, Starling, and many 
others were brought to supplement the teaching of the posf- 
mortem room. 

It was not until the eighteenth century, with the publica- 
tion of observations on morbid anatomy made by Raymond 
Vieussens (1715), Lancisi (1718, 1740), and Morgagni (1761), 
and the first treatise dealing specially with diseases of the 
heart by J. B. de Senac (1749), that cardiac disease was 
really recognized. Theophilus Bonetus, in the first volume 
of his Sepulchretum (1679), collected a number of observa- 
tions on palpitation and cardiac pain during life associated 
with polypi in the heart, calculi in the myocardium, inflam- 
mation of the heart, acute inflammation, effusion, and 
adhesion of the pericardium, and aortic aneurysm, and 
thus prepared the way for Morgagni and others. Vieussens 
and Morgagni recorded a number of valvular lesions, and 
Lancisi in 1718 described vegetations on the valves and 
noted dilatation and hypertrophy, but applied the term 
** aneurysm ’’ to the former; in his posthumous book (1740) 
syphilitic lesions of the heart were outlined. De Senac 
described ulceration, abscess, and inflammation of the 


heart, ‘‘ the hairy heart ”’ of acute pericarditis, and, in. 


a short chapter, malformations. 

Corvisart and his pupils, Laennec and Bouillaud, carried 
on the anatomico-clinical investigation of cardiac affections, 
and among the Fellows of this College James Hope 
(1801-41) set a fine example in this respect. 

[The Orator then considered in some detail the anatomico- 
clinical history of various cardio-vascular diseases. ] 


Unarpep CiinicaL OBsERVATION. 

Under the heading of unaided clinical observation the 
use of the stethoscope may perhaps be included, as it is 
artificial to separate the employment of this instrument 
of precision from that of direct auscultation. In_ this 
section the history also is outlined of some cardiac dis- 
orders—dyspnoea, angina pectoris, coronary thrombosis, 
the Stokes-Adams syndrome—which give rise to character- 
istic clinical pictures. As would naturally be anticipated 
the history of cardiac diagnosis shows that in the main 
recognition and correlation of symptoms came first and 
the invention of physical methods of examination later. 
Albertini of Bologna laid stress on palpitation and dyspnoea 
as evidence of cardiac disease, and ascribed the latter to 
venous stasis in the lungs. He also made use of palpation 
which was little employed before his time. or indeed for 
a hundred years after, until Corvisart revived it and 
drew attention to thrills. 

Percussion was described by Leopold Auenbrugger of 
Vienna in a pamphlet of twenty-two pages in 1761, the 
year in which Morgagni’s great work on morbid anatomy 
De Sedibus et Causis Morbgorum, appeared, and so should 
have been a means of correlating physical signs with gross 
structural changes. But though praised as worthy of all 
attention by his senior contemporary Albrecht von Haller 


of Berne, and translated into French by Roziére de la 
Chassagne, and published in Paris in 1770, the conser: 
vatism responsible for opposition to Harvey’s discovery 
delayed the acceptance of Auenbrurger’s percussion. It 
was thus long before its time and did not receive any 
recognition until, in 1808, the year before the author's 
death, J. N. Corvisart translated it into French for the 
second time. 

Auscultation, though in practice and in our minds dating 
from Laennec and the invention of the stethoscope, was 
not an absolutely new idea in 1819. The story of the 
invention of the stethoscope by Laennec has often been 
told: in 1816 he noticed boys in a court of the Louvre at 
play with the ear applied to long pieces of wood listening 
to the transmitted sound of a pin scratch at the opposite 
end. He immediately put this hint into practice, as he 
says, by applying a rolled-up quire of paper to the chest 
of a stout girl with symptoms of heart disease, and was 
electrified by finding that the heart sounds were more 
audible than to the direct ear. He keenly practised this 
method at the Necker Hospital, where, however, Granville, 
as an onlooker on September 16th, 1816, states that the 
original birth of mediate auscultation actually occurred 
on the chest of a male patient. Laennec then devised 
a wooden cylinder 14 inches in diameter, a foot long, and 
perforated longitudinally by a bore three lines wide; this 
he regarded as too simple to require a name other than 
‘* the cylinder ”’ or “ baton”; but eventually, as somewhat 
barbarous names, such as ‘‘ sonometra,’’ ‘‘ pectorilogue,” 
‘*thoraciscope,”’ ‘cornet de papier,’’ and ‘‘cornet médical,” 
appeared on the horizon, he suggested, if it must have 
a name, ‘ stethoscope.’? With his knowledge of morbid 
anatomy he correlated the local lesions with the corre- 
sponding physical signs, like his teacher Corvisart, thus 
advancing the anatomico-clinical method and the special 
pathology of the organs; and in the extraordinarily short 
time of three years his classical work Auscultation 
médiate appeared, wbout August 15th, 1819. While cor- 
recting the proofs he had been busily making stethoscopes 
so that every buyer of his book might be properly equipped; 
in fact, it is probable that at the time of his death every 
existing stethoscope was the work of his hand (Thayer). 

Though the stethoscope has some obvious advantages 
over the naked ear, the enormous advances that followed 
its introduction were not so much due to the stethoscope 
as a mechanical instrument as to the psychological effect 
that this new method exerted on Laennec, who otherwise 
would not have so ardently pursued auscultation as a means 
of diagnosis. It was much the same with regard to the 
pleximeter introduced by P. A. Piorry in 1828, which in 
itself, apart from its temporary influence in stimulating 
investigation, is inferior as a method of eliciting physical 
signs to Auenbrugger’s direct percussion, which it was 
intended to supersede. 

Laennec’s original stethoscope underwent modifications 
by him, by Piorry, who reduced the thickness of the stem 
to that of the finger, by C. J. B. Williams, and others. 
The invention of the binaural stethoscope was the subject 
of some dispute as to priority, as is shown in the pages 
of the London Medical Gazette for 1840-41; Sibson used 
one in 1838, Burne in 1840, and Golding Bird stated that 
Babington at Guy’s Hospital had used one for some time. 
In America, where it was introduced in 1850 by Cammann, 
its vogue became general much earlicr than in this 
country. Auscultatory percussion, or a combination of 
the two methods enabling the vibrations produced by 
percussion to be directly transmitted to the ear by the 
stethoscope, was advocated by Cammann and Clark m 
1840. More modern developments are the phonendoscope 
and the differential stethoscope. 

Until auscultation had become somewhat elaborated the 
diagnosis of heart disease depended on general symptoms, 
such as dyspnoea, palpitation, a weak and irregular pulse, 
and there was not any discrimination in diagnosis. In 
the posthumous edition of Matthew  Baillie’s Morbid 
Anatomy (1825) it is stated that ‘no observations have 
yet been made by which practitioners can ascertain wit 
any precision what set of valves is diseased.” But 
Laennec’s Auscultation médiate stirred the waters to much 
purpose. Bouillaud, Hope, Williams, and Elliotson became 
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extremely active in tabulating the physical signs with the 
valvular lesions and accumulating data—the time, propa- 
gation, and characters—so as to determine the significance 
of murmurs. Hop#’s Treatise on Diseases of the Heart 
and Great Vessels (1832), though somewhat marred by his 
disputes with Bouillaud, chronicled a most notable advance ; 
having carried on experimental research he was able to 
apply physiological principles to unravelling the haemo- 
dynamic problems of cardiac disease. 

During the latter half of the last century an exaggerated 
importance was attached to cardiac, and especially systolic, 
murmurs as evidence of heart disease. With ‘ the passing 
of morbid anatomy,’’ or the overshadowing of gross morbid 
changes by the renewed attention to symptoms and physio- 
logical efficiency, there has now resulted a diminution in 
the importance attached to the physical signs of cardiac 
disease. But the traditional stress laid on the presence 
or absence of a murmur as the criterion in determining 


_ whether the heart was or was not seriously affected, though 


qualified by the warnings of W. T. Gairdner (1862), Thomas 
Watson, Andrew Clark, G. W. Balfour, and others, did 
not become fully discounted until after the war, and then 
largely by Mackenzie’s insistence. 


Carpiac Dyspnora. 

As a result of work done during and since the war, cardiac 
dyspnoea may be divided into (1) simple, in which there 
is increased irritability of the respiratory centre from 
oxygen want brought about by diminished blood supply 
to the centre; in these cases, occurring in the young, 
especially with mitral stenosis, and comparatively early, 

_ the cyanosis being bright, Fraser, Ross, and Dreyer found 
a definite alkalaemia, and Lewis and Barcroft noted the 
absence of acidaemia; (2) cases of a more complicated 
nature, often arterio-sclerotic or cardio-renal, in older 
people, with myocardial degeneration, dyspnoea occurring 
Jater and the cyanosis being of a leaden hue (Fraser). In 
these cases there is acidaemia (Lewis and Barcroft) and 
stimulation of the respiratory centre by the increased 
hydrogen-ion concentration, the fundamental idea that 
acidaemia causes breathlessness being directly deducible 
from Haldane and Priestley’s work (1905). These cases 
manifest true cardiac asthma with a sudden onset, which 
was ascribed by Lewis, Ryffel, Wolf, Cotton, and Barcroft 
(1913-14) to sudden waves of acidaemia. The attacks 
are probably much allied to those long known as renal 
asthma, which, as pointed out by Loomis (1873) and 
Stephen Mackenzie (1889), are greatly benefited by hypo- 
dermic injection of morphine. These paroxysmal attacks 
of cardiac asthma were mentioned by Heberden, who 
eliminated from his picture of angina pectoris the sym- 
ptoms of breathlessness; but there is a close relation 
between the three conditions of angina pectoris, oedema 
of the lung, and cardiac asthma (Pratt), which may be 
combined or confused with each other. Hope in 1839 
gave an account of cardiac asthma, but rather confused 
the issue by bringing in ordinary cardiac dyspnoea and 
Cheyne-Stokes respiration. Clinically James Mackenzie 
drew special attention to the true cardiac asthma about 
which scepticism had been expressed. The value of mor- 
phine hypodermically in the paroxysmal dyspnoea of 
cardiac asthma has recently been emphasized (Fraser) ; 
and it may be noted that, on more general grounds, 
Clifford Allbutt in 1869 recommended morphine in cardiac 
disease by the then comparatively new method of hypo- 
dermic injection, the syringe having been invented by 
F, Rynd in 1845 and Alexander Wood in 1855. , 


Anerna Pecroris. 

Angina pectoris was first described on a good basis of 
cases, twenty in number, by the British Celsus, William 
Heberden the elder, in a paper entitled ‘“‘ Some account 
of a disorder of the breast,’ read before this College on 
July 21st, 1768. In the text he says:  ‘ The seat of it, 
and sense of strangling and anxiety with which it is 
attended, may make it not improperly called angina 
pectoris,’? and his posthumous Commentarii de Morborum 
Historia et Curatione, 1802, show that altogether he had 
seen a hundred cases. Isolated cases had been reported 
before this: Seneca in his epistles to Lucilius recorded his 


own sufferings, which may well have been those of angina 
sine dolore, and at any rate were by his medical attendants 
ealled a ‘‘ Meditatio mortis’’; the Earl of Clarendon 
described the sudden death of his father, Henry Hyde, in 
1632, and Morgagni the case of a woman who died in 1707 
with a characteristic distribution of the pain and was 
found to have a dilated and calcified aorta. Hoffmann 
recorded another single case ‘‘de spasmo praecordiali a 
motu corporis’? in 1734; Rougnon, professor of medicine 
in the University of Besangon, wrote a letter to M. Lorry 
dated February 23rd, 1768, earlier in the same year as 
Heberden’s more complete account, describing a case of 
angina with a necropsy, and accordingly in France a claim 
for priority was made for him by Huchard. On November 
17th, 1772, two further communications on the subject 
were made to the College; Heberden read a letter addressed 
to him by a man signing himself ‘‘ Unknown,’’ who, having 
seen an abstract of Heberden’s original paper in The 
Critical Review, recognized the resemblance to his own 
experiences, gave an account of them, considered by Osler 
as one of the best extant, and expressed a wish that in 
the event of his death there should be a necropsy; this, 
when performed by John Hunter, did not reveal anything 
save slight calcification of the aorta, but Edward Jenner, 
who was present, wrote to Caleb Hillier Parry, “I can 
almost positively say the coronary arteries of the heart 
were not examined.’’ The other, though less dramatic, 
communication made at this meeting, by John Wall of 
Worcester, has perhaps hardly received its due meed of 
attention; for in his letter to Heberden describing the 
post-mortem examination of a case of aortic stenosis with 
angina, the first inch of the aorta is stated to have been 
partly ossified, and the spasm of the pectoral muscle is 
ascribed to ‘‘an irritation on the nerves of the thorax 
and heart,’’ and the following comment is added: ‘‘ Perhaps 
it may throw somo light on this affair to consider that 
the nervi intercostales or sympathetici distribute many 
branches to’ the heart, arteria pulmonalis, and aorta.’’ 
He thus, perhaps, in the first place anticipated James 
Mackenzie’s view that the pain of angina is partly due 
to spasm of the intercostal muscles and Charlton Briscoe’s 
suggestion that the spread of pain depends upon irritation 
of one of the expiratory muscles, and in the second place 
suggested Corrigan’s and Clifford Allbutt’s conception of 
the aortic origin of anginoid pain. The association of 
coronary disease with angina was first recognized by 
Edward Jenner from post-mortem examination, ‘though 
it is possible that John Hunter, on whose account, as his 
anginal symptoms dated from 1773, Jenner kept silence, 
knew or suspected it in 1776, when John Fothergill pub- 
lished a fatal case of angina in which at the necropsy 
Hunter found that ‘‘the two coronary arteries from 
origin to many of their ramifications on the heart were 
become one piece of bone.’’ Jenner, who is said to have 
diagnosed angina in Hunter in 1777, never directly pub- 
lished anything on this subject, but he communicated his 
opinions to C. H. Parry, who in 1788 read a paper—‘‘ An 
inquiry into tho symptoms and causes of the syncope 
anginosa, commonly called angina pectoris; illustrated 
by dissections ’’—to a small medical society in Gloucester- 
shire of which Jenner was a member, and came to the 
conclusion that coronary disease was the cause. In this 
paper, not published until eleven years later, he quoted the 
case of ossification of the coronary arteries published by 
Black of Newry in 1795, and pointed out that he and Jenner 
had independently come to the same opinion in 1788. 

The explanation of the causation of angina pectoris by 
coronary disease was, as pointed out by Osler, given by 
Allan Burns, the Glasgow anatomist and surgeon, who in 
1809 ascribed the symptoms to anaemia—or, as it might 
now be expressed, anoxaemia—of the heart muscle resulting 
from coronary obstruction. This conception is now known 
as intermittent claudication—a term introduced by Bouley 
in 1831 in regard to horses and «pplied to man by Charcot 
in 1858—and perhaps more intelligibly as intermittent 
limp (Erb). Benjamin Brodie in 1846 explained angina 
pectoris on these lines rather more fully, and Potain in 
1870 expressed the same opinion. The view that disease 
of the base of the aorta was one of the causes of angina 
pectoris, perhaps dimly foreshadowed by Wall (1772) and 
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Baumes of Montpellier (1808), was put forward by Dominic 
Corrigan in 1837, and independently by Allbutt from 1894, 
with confirmation from our Honorary Fellow, K. F. 
Wenckebach, in the special lecture he gave in this library 
on May 5th, 1924, when he accordingly advocated division 
of the depressor nerve. James Mackenzie considered that 
angina is due to cardiac failure, a revival of the view 
held by Parry (1799) and supported by Stokes (1854), and 
Daniélopolu put forward the slightly different explanation 
that myocardial intoxication by fatigue products is 
responsible for angina. 

The syndrome of angina pectoris, ascribed to various 
factors,. has been divided into (1) true organic or major, 
and (2) functional, pseudo, mock, false, vasomotorial, or 
minor. John Latham (1813) described. a spurious form 
as angina notha; Laennec (1818), who had two attacks, 
did not accept coronary, disease as the cause, considered 
mild cases as common, and described it as neuralgia of the 
heart ; Desportes (1813) had previously expressed a similar 
view; Forbes, the translator of Laennec’s Auscultation 
médiate, spoke of organic and of functional angina, sub- 
dividing these two main categories. Lartigue (1846) and 
Walshe independently introduced the term ‘ pseudo- 
angina,’’ which has not escaped criticism from Allbutt and 
Mackenzie; Nothnagel in 1867 brought in the term ‘‘ vaso- 
motor angina ’’; and toxic angina, especially that due to 
tobacco, was described by Huchard. Angina sine dolore, 
a form of true or major angina, was so named by W. T. 
Gairdner (1877). The distribution of pain and cutaneous 
tenderness was investigated by James Mackenzie (1892) 
and Henry Head. 

Excision of the cervico-thoracic sympathetic containing 
the sensory nerves of the heart and aorta as a means of 
relieving the pain of angina was suggested in 1899 by 
Frangois-Franck, the physiologist, but not put into practice 
until 1916 by Jonnesco of Bucarest. The treatment by 
amyl nitrite. was initiated in 1867 by Lauder Brunton, 
when a house-physician, on the grounds that he found the 
blood pressure high in an attack and, having heard from 
Arthur Gamgee that amyl nitrite lowered the blood 
pressure, logically and successfully employed this drug. 

In the -tercentenary year of the publication of the De 
Motu Cordis it is interesting to find that the coronary 
circulation, on which R. Lower, R. Vieussens (1706, 1715), 
and Adam Christian Thebesius (1708) worked, has been 
investigated after the Harveian manner. Wearn finds 
that the blood in the coronary arteries may pass into the 
Thebesian vessels and so into the ventricles or auricles 
without entering the capillaries, there being either a 
direct communication between the coronary arteries and 
the Thebesian veins, or mere probably between the arteries 
and large veins, and thence into the cavities of the heart. 
Further, he argues, from observations on two cases of 
gradual complete obliteration of the orifices of both 
coronary arteries, that the Thebesian vessels may take on 
the new function of supplying the heart muscle with 
blood from the cavities of the heart, a view to some extent 
previously expressed by Pratt. The coronary blood flow 
depends on the arterial pressure, but opinions differ as to 
the relative importance of the diastolic and systolic blood 
pressures in the aorta. In this year Anrep and King 
have shown by experiment that the coronary blood flow is 
not. determined by either the diastolic or the systolic 
pressure in the aorta singly, but follows closely changes 
in the arithmetical average of the diastolic* and systolic 
aortic pressures, which in most cases is a sufficiently 
accurate measure of the true mean pressure. 


Coronary THRoMBosts. 

The syndrome of thrombosis of the coronary arteries 
long included in angina, has quite recently been isolated, 
though Harvey’s description of Sir Robert Darcy’s case. 
in his second. Disquisition to J. Riolan, in which the wall 
of the left ventricle was ruptured apparently as the result 
of ‘‘ an impediment to the passage of the blood from the 
left ventricle into the arteries,” has now been recognized 
as an early example (Wearn). The syndrome, first de- 
seribed in 1910 by Obrastzow and Strachesko, and again 
in. 1912 by J...B. Herrick, is, now that its characteristic 
features have been pointed out, obviously a frequent event; 


this year Parkinson and Bedford published one hundred 


clinical cases and in addition eighty-three post-mortem. 


cases. Isolated cases had been reported in 1884 by. Leyden 
and even diagnosed by Hammer in 1878, and it is now 
easy to wonder why coronary occlusion, long recognized 
pathologically, had not been correlated earlier with a 
clinical picture. Cases of angina with pericarditis had 
been recorded (Steell), and the occurrence of the status 
anginosus, or pain lasting for hours or days, in contrast 
to the pain of angina, which is a matter of minutes, was 
noted by Huchard. Both these phenomena belong to the 
syndrome of coronary thrombosis. Rapid and sudden 
death may be due to ventricular fibrillation or to rupture 
of the infarcted area as in Harvey's case; recovery may 
occur, but myocardial failure, cardiac aneurysm, rupture, 
or recurrent thrombosis may follow. 


StToKEs-ADAMS SYNDROME. 

J. B. Morgagni in 1761 mentioned two men aged 68 
and 64 years with slow pulse rates, one ‘‘ twenty-two 
within one-sixtieth part of an hour,’’ dating from the time 
they were “ first attacked with epileptic paroxysms, be- 
ginning from the belly ’?; Heberden in 1768 described a 
pulse seldom above thirty associated with torpidity; 
Andrew Duncan described the same events in 1793; Bright 
in 1831 recorded the clinical features of a case with a 
necropsy showing a much enlarged heart. The condition 
was called ‘“ maladie de Stokes-Adams ”? by Huchard after 
the two Irish physicians, Robert Adams and William 
Stokes, who gave accounts of it in 1827 and 1846 respec- 
tively and laid much stress on fatty degeneration of the 
myocardium; indeed, they transferred to that condition 
many of the symptoms of complete heart-block. This, of 
course, was long before Gaskell’s physiological explanation 
(1883) of heart-block, which is usually, but not invariably, 
primarily. responsible for the syndrome. Galabin in 1875 
first published tracings of the independent contractions 
of the auricles and ventricles, and ten years later 
Chauveau’s tracings also showed this in a man with an 
auricular rate of sixty to sixty-five and a ventricular rate 
of twenty-one to twenty-four. Osler pointed out the various 
forms of the Stokes-Adams syndrome, especially the rare 
cases with gross extrinsic lesions exerting pressure on the 
medulla or the vagus, such as those of Holberton, Lépine, 
and Boffard, and to his writings the general recognition 
of the syndrome is due in no small degree. Recently it 
has been shown that the ventricle may pass into fibrillation, 
and that the direct injection of adrenaline into the heart 
will start the circulation again even if it has stopped for 
four or five minutes. Subcutaneous injection of adrenaline 
has been found to arrest the syncopal attacks (Phear and 
Parkinson), but. not to prevent them. For this purpose 
Cohn and Levine had recourse to barium chloride by the 
mouth, which, by increasing the irritability of the ventricle, 
was successful in preventing the attacks. An interesting 
account of his own experiences during the last seven years 
of his life was given by W. T. Gairdner. 


EXAMINATION OF PATIENTS WITH THE ATID OF INSTRUMENTS 
OF PRECISION. 
Sphygmomanometry. 

The history of blood pressure really begins with Stephen 
Hales, minister of Teddington, who, with a sound training 
in Newtonian physics, applied this knowledge to biology 
and physiology. Before 1723 he tied tubes into the artertes 
and veins of animals and estimated the pressure in the 
capillaries, thus being far in advance of his time. In @ 
mare he found that the blood pressure was equal to 4 
column of blood of eight to nine feet. Nearly a century 
passed before the subject was further investigated, and 
then Poiseuille (1828) employed a U-shaped mercurial 
manometer (haemodynometer). The clinical estimation 
blood pressure by instrumental means was first attempted 
by Vierordt in 1855 by measuring the weight necessary te 
stop the arterial pulsation ; but von Basch, in 1880, invent 
a sphygmomanometer on this principle, which was applied 
locally over an artery and was widely used. This underwent 
modifications; among others by Potain, Marey, Mosso, an 
Hiirthle. Attention should be drawn to F. A. Mahomed’s 
laborious observations on blood pressure made between 187 
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and 1881, not with a sphygmomanometer, but with his own 
form of Marey’s sphygmograph, which led him to anticipate 
much that is now known and far more easily verified— 
for example, he described a pre-albuminuric rise of blood 
pressure in Bright’s disease, which, with von Basch’s con- 
ception of “ latent arterio-sclerosis’’ and Huchard’s pre- 
sclerosis, led up to the recognition of primary or essential 
high blood pressure or hyperpiesia. The present sphygmo- 
manometric methods became generally available as a result 
of Riva-Rocci’s modification of von Basch’s instrument. 
The publication of Korotkoff’s auditory or auscultatory 
method in 1905 has made estimation of the diastolic 
pressure both easy and accurate for all conditions except 
some cases of aortic regurgitation. 

The general use of the sphygmomanometer in this country 
was largely due to Clifford Allbutt, Brunton, and G. Oliver. 
The greater stability of the diastolic than of the systolic 
pressure, and therefore its greater diagnostic value, the 
importance of the pulse or differential pressure, and a 
correct estimation of the significance of abnormal pressures 
have gradually become stablished. Allbutt described the 
occurrence of high blood pressure without renal disease, 
and introduced for this the word ‘‘ hyperpiesia.’’ He also 
insisted that long-continued high blood pressure may cause, 
but is not due to, arterio-sclerosis. 

The sphygmograph, first invented by K. Vierordt in 
1855, and improved by Marey (1860), who did so much to 
popularize the method of graphic registration, Mahomed 
(1872), Burdon-Sanderson (1867), R. E. Dudgeon (1882), 
Pond, von Jacquet, and others, was much used; though 
the information it provided was somewhat limited, it was 
the first step in the application to cardiology of the graphic 
method of record, which has since thrown so much light 
on haemo-dynamics. By means of his clinical polygraph 
(1902) James Mackenzie, then of. Burnley, correlated the 


‘arterial and venous pulses with those of the heart, and 


thus brought order out of the chaos of cardiac irregu- 


larities, distinguishing the unimportant, such as the extra-. 


systoles of sinus arrhythmia, from those, such as pulsus 
alternans, pathognomonic of grave organic disease of the 
heart muscle. 

The Electro-cardiograph.—The potential bearings of 
investigating the electric currents produced by the cardiac 
contractions, recognized in 1843 by Matteuci of Pisa and 
in 1856 by K@lliker and Miiller, were examined with the 
capillary electrometer by Sanderson and Page (1878), 
Gaskell (1881), Starling and Bayliss (1890), and A. D. 
Waller. In 1903 Willem Einthoven of Leyden first 
described the string galvanometer, which was a great 
advance on the capillary and other galvanometers, and 
utilizing Waller’s observation that curves of the cardiac 
contractions can be obtained from the limbs of animals 
without opening the chest, he, as Sir Thomas Lewis says, 
laid the foundation of human and experimental electro- 
cardiography, and by papers published in 1967 and 1908 
led to modern electro-cardiography and the final analysis 
of the arrhythmias. The fundamental knowledge thus 
acquired by methods demanding delicate instruments it has 
fortunately been possible to correlate in many instances 
with simple indications which can be employed at the bed- 
side. Wenckebach, Thomas Lewis, and their followers have 
thus exactly localized the site of disorders and morbid 
changes in different parts of the heart muscle, and par- 
ticularly in the junctional system, such as lesions of the 
right or left branch of the auriculo-ventricular bundle, and 
the Purkinje arborizations, thus providing evidence of 
myocardial degeneration and impending cardiac failure 
earlier than can be detected by other means of examination. 

Auricular flutter was described as long ago as 1887 by 
MacWilliam as the result of weak faradization of the 
mammalian auricles. Clinically, however, it was not recog- 
nized until much later by W. T. Ritchie and by Hertz and 
Goodhart. A healthy auricle responds to a single stimulus 


by a single contraction; but if the refractory period of- 


a ring of muscle, as in the auricles, is shortened, the wave 
of contraction travels round continuously and is spoken of 
as a circus movement. This physiological observation of 
G. R. Mines was further elucidated as the condition in 
auricular flutter by Thomas Lewis and his co-workers, The 


auricles contract extremely rapidly—200 to 300 or more 
times a minute, the ventricular rate being usually half 
that. The treatment consists in the production of a 
certain degree of heart-block by digitalis, or more radically 
by directly acting on the muscular tissue of the auricle by 
quinidine sulphate. 

The development of knowledge about auricular fibrilla- 
tion illustrates the close interdependence of clinical medi- 
cine and experimental work. Auricular fibrillation, long 
familiar to physiologists, was first recognized in man by 
Cushny and Edmunds in a case under their care in 1901 
and published in 1906, the fibrillation being ascribed to 
vagal inhibition; but their diagnosis of fibrillation was 
received with doubt. In 1902 Mackenzie had recognized 
the complete irregularity of the pulse now known to be 
characteristic of auricular fibrillation, and on the ground 
of the absence of the auricular wave in the jugular tracings 
argued that the auricles had ceased to contract and were 
paralysed. In 1907 he abandoned the idea of paralysis, as 
in some cases, at any rate, the muscular fibres of the 
auricles were found by Keith to be hypertrophied, and 
argued that the auricular and ventricular contractions 


occurred simultaneously as the result of irritability of the ~ 


auriculo-ventricular ndde, and called this ‘‘ nodal rhythm.”’ 
In 1910 Rothberger and Winterberg, and Lewis, by means 
of the électro-cardiograph, proved that the auricular con- 
dition was one of auricular fibrillation. The condition of 
nodal rhythm or simultaneous contractions of the auricles 
and ventricles due to the stimulus starting in the auriculo- 
ventricular instead of in the sino-auricular node occurs, 
but is uncommon. 

Auricular flutter and auricular fibrillation are closely 
related, and in the same heart one may be transformed 
into the other; thus under quinidine fibrillation returns 
through impure and occasionally pure flutter to a normal 
rhythm (Lewis, Drury, Iliescu and Wedd). They are both 
due to circus movement in the auricles depending on 
shortening of the refractory period in the muscle fibres. 
But in auricular fibrillation the refractory period of the 
muscle is shorter, and as a result the path taken by the 
circus movement is shorter and more irregular than 
in flutter (Lewis, 1921). The muscle fibres of the auricle 
contract independently of each other, and much more 
rapidly than in flutter. The auricle fibrillating at the rate 
of 450 times a minute overwhelms the conducting capacity 
of the auriculo-ventricular bundle, so that some only of the 
impulses reach the ventricle, and these aré so irregular that 
the characteristic pulse results. _ 

Quinidine sulphate and digitalis relieve the subjects of 
auricular fibrillation in different ways; Mackenzie showed 
the value of digitalis in auricular fibrillation while recog- 
nizing that it did not restore the auricular contractions, 
and Cushny and others proved that it acted by inducing 
a certain amount of heart-block. An enormous amount 
of experimental work has been done upon the action of 
digitalis on the heart of cold- and warm-blooded animals, 
the effects on the two being different. In the mammalian 
heart contractility and inhibition are increased and then 


conduction is impaired. The observations of Lewis and his 


co-workers upon the action of certain drugs upon fibrilla- 
tion of the auricles, in 1922, showed that quinidine 
sulphate lengthens the refractory period, and so, by closing 
the gap between the wake and the advance of the circu- 
lating way, tends to abolish auricular fibrillation; but in 
addition it has the antagonistic effect of slowing conduction 
and so widening the gap between the successive waves. 
Successful treatment therefore depends on the first effect 
being so enabling the normal pace- 
aaker to regain control. 

tachycardia was described by Cotton (1867), 
called tachycardia by Gerhardt (1881), received its full 
title from Bouveret (1889), and was critically considered 
by Herringham (1897). The polygraph and the electro- 
cardiograph in Mackenzie’s and Lewis’s hands have thrown 
much light on this clinical syndrome, showing that it 
is not simply an acceleration of rate, but that the rhythm is 
abnormal as a result of the stimulus originating not in the 
sino-auricular node but elsewhere. The ectopic stimulus 
may start in the auricle, so that transient attacks may 
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be due to accelerated nodal rhythm (Lewis), to auricular 
flutter, to anricular fibrillation, er may even originate 


in the ventricle. 


aNp PaTHovecicaL 

Essential in all branches of medicine, in none, except 
perhaps in neurology, has experimental physiology been 
more inseparably connected with pregress than in the 
cardio-vascular system. Clinical observation alone, though 
iu the hands of the greatest intellects, has laboured long 
and often ineffectually, but when aided and corvected by 
experimental control has rapidly brought about an advance 
in cardiological knowledge. This difference in the results 
given by these éwo ways—clinical observation and experi- 
meat—of obtaining new knowledge in medical’ science, 
which is so disappointing to the pure clinician that he 
may not unnaturally contest the statement, depends on 
the inherent potentialities of the two methods; in clinical 
observation the conditions cannot be arranged to meet 
the exact requirements as can be done ia a laboratory. The 
clinical ward has been called “ the physician’s Iuboratory,”’ 
but obviously this phrase does not confer the same oppor- 
tunities for exact determination of questions as are pro- 
vided by the experiments of the physiological laboratory. 
On the other hand, some care must be taken in tratis- 
ferring the results on animals to the more complex condi- 
tions in man. As disease, according to Clande Bernard’s 
definition, is a physiological reaction in altered cireum- 
stances, it is obvious that the laws of these reactions 
can be much more surely established and the modifying 
circumstances varied and controlled by well-considered 
animal experiments. Further, animal experimenis prepare 
the way for the application of somewhat similar methods 
to man—thus Stephen Hales’s experiments on blood 
pressure find their clinical representatives in the modern 
sphygmomanometers, Mavrey’s tambours, and Mackcurie’s 
polygraph; the observations of electrical changes in mus- 
cular contraction eventually led up to the clectro-cardio- 
graph. Gaskell proved that the cardiac contractions arise 
im the muscular tissue independently of the nerves and 
ganglia, and that the anvicles and ventricles have their 
own automatic rhythm, though normally obedient to the 
influence of the sinus. This was to some degree fore- 
shadowed by Huarvey’s observation that if the ventride 
of an eel or of various fish is cut into several pieces con- 
tractions continue in the several portions. It must> not 
be forgotten that the recognition in 1672 of muscular 
irritability by Harvey’s fellow Caian, Francis Glisson, 
which was revived by Albrecht von Haller, who in 1757 
stated that the cardiac contractions originated in the 
muscle, was the first step in the recent elucidation by 
Gaskell in physiology and in pathology by Lewis and 
ethers of cardiac problems. 

Although in his second letter to Riolan in 1649 Harvey 
showed that he was familiar with local disturbances in the 
character of the cutaneous circulation, it was not until 
long after the great conception of the circulation as a 
whole was established that its local characters received 
special consideration. The effects of embolism, studied 
by Virchow (1846-56), and independently in this country 
by W. Senhouse Kirkes (1852), led, from the resulting 
lesions, to the realization of end-arteries in the kidney 
and brain on the one hand, and on the other hand to the 
recognition of the peculiarities of the circulation in the 
spleen, jung, and liver, the two last having nutrient 
arteries (bronchial and hepatic) in addition to the vessels 
(pulmonary artery and portal vein) conveying biood to 
be modified in those viscera. 

Nearly fifty years ago Roy pointed out that the splenic 
circulation differs from that of other organs in the im- 
portant particular that the force which drives the blood 
through the organ is not the arterial blood pressure, but 
chiefly, if not exclusively, the rhythmic contraction of the 
muscular fibres in the splenic capsule and trabeculae. 
Barcroft’s observations suggest that in the spleen there are 
alternative circulations, and that the blood of the large 
splenic artery may either (1) when not required elsewhere, 
as it is in the emergencies of exercise or haemorrhage, 
accumulate in the splenic pulp, there to undergo changes, 
or (2) rapidly traverse a by-pass, and incidentally, iike 


‘pulmonary oedema. 


the bronchial arteries to the lungs and the hepatic ariery 
to the liver, maintain the nutrition of the viscus. The 
blood stored in the spleen may contain as much as a 
quarter of the red cells, and, as shown by Barcroft’s 
experiments with CO poisoning, be practically cut off from 
the general circulation, and so remain free from a poisoned 
state ruling elsewhere. Anoxaemia stimulates the smooth 
muscle fibres in the spleen and so drives out the resting 
blood ; it thus, as Henry Gray (1854) pointed out, regulates 
the quantity and quality of the circulating blood. While 
serving as a reservoir the spleen also acts as a metabolie 
refinery for the red blood cells and a manufactory for the 
white cells. The resting blood in the spleen deposits any 
foreign matter, such as bacteria, protozoa, and cells of 
malignant growths, which may either be destroyed, the 
process being an immunological asset, or remain and by 
multiplying there account for the splenomegalies of chronic 


diseases, such as malaria, kala-azar, “‘ splenic anaemia.” 


As an important storehouse of reticulo-endothelial cells 
the spleen is concerned with the destruction of the red 
blood corpuscles, increasing their fragility by what Botazzi 
(1895) called its haemokatatonistic function, and plays 
an important part in the first stage of the transformation 
of effete haemoglobin into bilirubin. 

Wearn’s even more recent evidence that the bleod in 
the coronary arteries has alternative circulations, either 
through the capillaries into the coronary sinus, as usualy 
considered, or directly into the Thebesian or other veins 
and so into the cardiac cavities, is of obvious importaace 
in connexion with angina pectoris. 

These data have a bearing on the question of the veserve 
power of the organs, which in the past has been regarded 
as mainly or entirely quantitative in character. Now 
it would appear that the reserve power may also depend 
on the utilization of potential alternative courses of the 
circulating blood, and that in pathological conditions com- 
pensatory processes may maintain the reserve of an organ, 
as has been mentioned in the case of the heart in coronary 
obstruction, and is perhaps also shown in the increased 
size of the hepatic artery in cirrhosis of the liver. The 
variations in the state of the capillaries—full or empty— 
in different areas of the body, which Thomas Young cleariy 
anticipated in his forgotten Croonian Lecture hefore the 
Royal Socicty in 1810, have been recently brought out by 
the work of Krogh, Lewis, Dale, and others. 

A more accurate knowledge of the unit blood supply 
of the kidney and liver is important so as to understand 
the mechanism and distribution of changes likely to result 
from blood-borne toxaemias or septicaemias and frem 
chronic vascular disease. With the help of x rays and 
radie-opaque injection mass, normal and pathological 
kidneys have been investigated, with results encouraging 
as regards further knowledge about differences between 
arterio-sclerotic and glomerular nephritis (R. S. Graham). 

The coronary arteries are provided with vasoconstrictor 
nerves from the vagus, and vaso-dilator from the synt- 
pathetic (Anrep). Adrenaline undoubtedly dilates the 
coronary arteries of animals usually employed in labora 


tory experiments; accordingly Biidingen, at the suggestion 


of Morawitz and Zahn, treated cases of angina pectoris 
with hypodermic injections of adrenaline, but the results 
were negative. Barbour (1912) found that the action of 
adrenaline ‘causes vaso-constriction of rings of humaa 
coronary artery, thus differing from its effects in labora- 
tory animals, and with Prince showed that in the monkey 
this difference also holds good, the coronary arteries 
these two species being presumably supplied with con- 
strictor fibres from the true sympathetic. Reference has 
already been made to Wearn’s observations on the alter- 
native courses in the coronary circulation. 

Pulmonary Circutation.—The questions whether or not 
the branches of the pulmonary artery (1) are under the 
control of the vasomotor nerves, and (2) are acted upoa 
by drugs in the same manner as the systemic vessels 
are obviously of practical importance in connexion 
with the causation and treatment of haemoptysis an4 
The need of an authoritative lea 
from physiology on these points was very cleatly 
expressed by James Andrew in his Harveian Oration of 
1901. Vasomotor innervation of the pulmonary vessels was 
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denied until 1871, when C. E. Brown-Séquard, on experi- 
mental grounds, argued that lesions of the pons caused 
haemorrhages, and injuries of the medulla oblongata 
oedema of the bases of the lungs as a result of impulses 
transmitted through branches of the sympathetic Jeaving 
the cord in the upper dorsal region. Rose Bradford and 
Dean (1889, 1694) found that in the dog vasomotor nerve 
fibres derived from the upper dorsal nerve supply the 
pulmonary blood vessels, though the pulmonary vasomotor 
mechanism is poorly developed as compared with that 
regulating the systemic arteries. They also concluded that 
the pulmonary circulation is comparatively independent of 
the systemic, and that alterations in the blood pressure 
of the latter must be so considerable as to interfere with 
the action of the cardiac valves and produce regurgitation 
before affecting the pulmonary blood pressure. On the 
other hand, Brodie and Dixon, in 1904, denied the vaso- 
motor control of the pulmonary circulation, and in 1928 
Dixon and Hoyle confirmed this. In the meanwhile Fiihner 
and Starling, using the heart-lung preparation, found 
a considerable degree of pulmonary vaso-constriction and 
a rise of pulmonary arterial pressure with adrenaline, and 
in 1905 Frangois-Franck came to a similar decision. In 
a critical review of the extensive work on the subject 
Wiggers, in 1921, concluded that reflex vasomotor effects 
on the pulmonary cireulation must be regarded as probable 
rather than proved. 

The intracranial circulation is remarkable for the rigid 
cranial cavity and the water-bed- of the cerebro-spinal 
fluid. Whether or not the nerves accompanying the cerebral 
vessels exert a vasomotor function has been repeatedly 
investigated, but with discordant results; Roy and 
Sherrington (1890), L. Hill (1896), and more recently 
Florey (1925) who found that the cerebral arteries and the 
cerebral ends of the capillaries react to mechanical, ther- 
mal, electrical, and chemical stimuli by contraction and 
dilatation, agree that there is not any evidence of nervous 


control over the cerebral vessels. On the other hand, the 
existence of active functional control of the cerebral vessels 
by vasomotor nerves has been supported by Claude Bernard 
(1858), Nothnagel (1867), Wiggers (1915), Forbes and 
Wolff (1928), and others. The experimental observations 
are of much interest in connexion with the belief held by 
many clinicians that transient paralyses, such as occur 
without evidence of a gross lesion, may be due to spasm 
of the cerebral arteries analogous to that in Raynaud’s 
disease. Osler (1911), in describing transient attacks of 
aphasia and paralysis in states of high blood pressure and 
arterio-sclerosis, accepted the view put forward by Peabody 
(1891), W. Russell (1909), and others that they were due 
to transient spasm. Florey has thrown out the suggestion 
that possibly in pathological conditions, such as arterio- 
sclerosis, an abnormal metabolic product which has not 
any effect on normal blood vessels may produce spasm of 
damaged arteries. 

The influence of the conditions of the cerebral circula- 
tion on the general blood pressure has been much dis- 
eussed. Starling and Anrep (1925) showed that when im- 


perfectly supplied with blood the vasomotor centre brings — 


about a compensatory rise of blood pressure, thus con- 
firming Cushing’s earlier demonstration in 1901 that the 
vasomotor centre exerts a regulating influence whereby 
anaemia of the medulla oblongata is prevented when the 
intracranial pressure is increased above that in the cerebral 
vessels. This was supported by Bordley and Baker’s (1926) 
ebservation that in arterio-sclerosis a high blood pressure 
was definitely associated with sclerosis of the arterioles 
of the medulla; this, however, was contested by Keith, 
Wagener, and Kernohan, and Cutler’s observations showed 
that gross vascular changes in the blood supply to the 
medulla were not responsible for blood pressure changes. 
Experimentally Florey, Marvin, and Drury (1928) found 
that lowering the blood pressure in the circle of Willis has 
not any influence upon the general blood pressure. 


ON RECOVERY FROM SYMPTOMS OF 
INTRACRANIAL TUMOUR. 


BY 


C. 0. HAWTHORNE, M.D.Guase., F.R.C.P., 
F.R.F.P. anv S., 
CONSULTING PHYSICIAN, HAMPSTEAD AND NORTH-WEST LONDON 
GENERAL HOSPITAL AND CENTRAL LONDON OPHTHALMIC 
HOSPITAL. 


Tat an intracranial tumour can exist without distinctive 
symptoms, and even without suggestive symptoms, is a 
proposition that has for its warrant the sure teaching of 
experience. Again, it is well recognized that even when 
symptoms of tumour are present there is often, in the 
course of ane and the same case, a wide variation in the 
degree of their severity, and, indeed, a period of quiescence 
may be so prolonged and so pronounced as to cast suspicion 
on the accuracy of the diagnosis. The explanation of such 
experiences is that for the most part the symptoms asso- 
ciated with intracranial tumour are due less to the mass 
of the tumour than to circulatory disturbances (congestions, 
anaemias, oedemas, haemorrhages, softenings) liable to 
occur in its neighbourhood, and to interferences which the 
tumour may exercise on the circulation of the cerebro- 
spinal fluid. Grant the absence of these accidents, and 
cerebral events and symptoms, in spite of the presence of a 
tumour, may be slight, non-suggestive, and even non- 
existent. With these positions admitted, may it not be 
possible that symptoms, and even pronounced symptoms, of 
mtracranial tumour may disappear, not merely for a more 
or less brief period, but completely and permanently? For 
if in an individual case the intracranial accidents or com- 
plications, and the symptoms which result from these, may 
after a period of activity subside, the possibility that such 
quiescence may be permanent can at least be contemplated. 
Assume that the tumour ceases to grow or perhaps shrinks 
In size, and that in this or in some other fashion it no 
longer causes the intracranial disturbances on which the 


*A recent example is reported by Professor Sydney S$ ith, Briti 
Medical Journal, January 22nd, 1927. 


clinical evidences of tumour mainly depend, and it is no 
violent proposal to suggest the possjbility of a clinical record 
in which the symptoms of intracranial tumour disappear 
completely and the patient regains a level of good health. 
The clinical history, unfortunately, marches usually in the 
opposite direction, but there is nothing in the nature of 
things to render exceptions to this rule impossible, and 
the principal object of this communication is to suggest 
that such exceptions do actually occur: This suggestion 
has for its support case records (admittedly exceptional) 
marked in the earlier stage by symptoms regarded as con- 
clusive of intracranial tumour, while later these symptoms 
disappear and the patient succeeds to good health. Such 
experiences, of course, call for an explanation, and the 
explanation here proposed is cessation of intracranial dis- 
turbances consequent on quiescence or shrinking of the 
tumour growth. 

That recovery from symptoms of intracranial tumour, 
except for blindness due to optic atrophy, actually occurs 
there can be no doubt. Records of patients who in earlier 
vears have suffered a severe illness characterized by head- 
ache, vomiting, and optic neuritis, and who, but for loss of 
sight, have later made a good recovery, are well estab- 
lished. It may be suggested that these cases are not 
cases of tumour, and it must be admitted that in excep- 
tional instances the symptoms just quoted have existed 
and yet ro tumour has been found on post-mortem exam- 
ination ;' such conditions as hydrocephalus,’ serous mening- 
itis,* or sinus thombosist may perhaps be advanced as 
alternatives to tumour. On the other hand, in many 
patients who are blind from optic atrophy after an illness 
distinguished by cerebral symptoms, competent clinical 
observers present at the time of the original illness have 
felt no doubt that the symptoms meant intracranial 
tumour; and now and again in the brain of a patient 
included in this group, and dying years after the primary 
illness, a tumour has been present to post-mortem demon- 
stration. Thus it is certain that within the natural 
history of intracranial tumours room must be found for 
eases in which all active evidences of the presence of a 
tumour disappear, the former cerebral disturbances being 
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OF INTRACRANIAL TUMOUR. 


.which suggested or even compelled the diagnosis of intra- 


‘ exception he has had good health. 


indicated only by blindness due to optic atrophy consequent 
on the earlier double optic neuritis. Clinical records of 
this order can be found in the writings of Jonathan 
Hutchinson, Hughlings Jackson, and others, and some 
years ago I published a detailed study of a number of 
such cases.° 

The usual story is of a severe and more or less prolonged 
illness which occurred in early. life and was followed by 
recovery qualified by blindness; and examination shows 
atrophic optic discs. In some instances this is all, while 
in others there are, in addition to the blindness, such other 
evidences of cerebral disturbance as ocular or facial palsies, 
unilateral motor weakness, abnormalities of the tendon 
jerks or of the superficial reflexes. Again, some of 
these patients are liable to quasi-epileptic seizures or to 
mental instability; and individual instances have been 
noted in which, after a more or less prolonged period of 
good health, active and alarming symptoms of cerebral 
disturbance have recurred, followed by death or occasionally 
by a second recovery. The immediate point relative to the 
present argument is that after an illness having symptoms 


cranial tumour, the patient, but for blindness the result. 
of consecutive optic atrophy, may apparently get quite 
well and may remain well for years. Every now and again 
such an experience is described in the medical journals, 
and more or less numerous examples have been collected by 
the authorities already quoted. Two recent cases may be 
summarized as illustrations. 


Case 1. 

Thos. W., aged 65, admitted to hospital with left-sided pleurisy. 
He is blind and the optic discs are conspicuously atrophic. 
His loss of sight is attributed to a serious illness which lasted 
for two years when he was 8 to 10 years of age; with this 


Case 2. 

Ellen C., aged 45. When 18 she had “a heavy illness” of 
some twelve months’ duration and characterized by headache, 
vomiting, and double vision, Since this she has been blind, but 
has had fair general health interrupted occasionally by headache. 
Examination shows conseeutive optic atrophy and paralysis of 
the left external rectus, but no other evidence of disease. 

In Case ,1 recovery is complete but for optic atrophy; 
in Case 2 there is, in addition to the optic atrophy, an 
ocular paralysis and some recurrence of headache. A post- 
mortem demonstration that cases such as these are really 
cases of intracranial tumour cannot often be obtained. 
Yet even this degree of evidence is net altogether wanting, 
and records of a few such cases have been completed 
by the discovery of a tumour at the post-mortem examina- 
tion. A very impressive experience of this order is 
described by J. R. Lunn*—namely :. 


Case 3. 

A man, aged 27, was admitted to Marylebone Infirmary in 
October, 1887, with a story of failing eyesight and severe head- 
aches since Christmas, 1886. The left 7 was quite blind and 
the disc pale; the right eye was nearly blind and :eceding optic 
neuritis was present. He lived for seventeen years. in the inllcuney 
without symptoms of active disease, except on two occasions a 
“* fit ’’ attended by unconsciousness; he died after a similar seizure 
in 1904. Post-mortem examination disclosed a fibrocystic tumour 
the size of a pigeon’s egg in the interpeduncular space and in- 
volving the optic chiasma. 

A parallel case is recorded by Professor T. K. Monro.’ 
The patient was blind for thirty-seven years after the 
original illness; a myxomatous tumour was found in the 
cerebellum, In another instance, described by Dr. Lloyd 
Roberts,* there was, eight months after recovery from 
the original illness, a recurrence of the cerebral symptoms, 
followed by death; but in the interval the patient, though 
blind, had been ‘ perfectly well.’? Post-mortem examina- 
tion discovered a glioma of the cerebellum. 

From such experiences it is manifest that an illness 
accompanied by severe cerebral symptoms, including bi- 
lateral optic neuritis, and followed by disappearance of all 
the symptoms except blindness due to optic atrophy, may 
have as its explanation the existence of an intracranial 
tumour. Presumably the tumour shrinks or ceases to 
grow and so no longer causes the circulatory and allied 
disturbances which are the immediate causes of the clinical 
symptoms associated with intracranial tumours. The pro- 
posal now made is that in rare instances this cessation of 


|‘ Oetober, 1920. 


of headache, vomiting, and the rest, but also by subsidence 
of the optic neuritis without damage to the optic nerve 
fibres, and consequently without prejudice to vision. In 
support of this proposition there are here submitted six 
case summaries—namely, one in which optic neuritis dis- 
appeared for some three years and then recurred, and the 
post-mortem examination revealed an intracranial tumour; 
one where the optic neuritis and other symptoms dis- 
appeared under antisyphilitic treatment; and four examples 
of complete recovery’ from symptoms (including bilateral 
optic neuriti@t ‘regarded by experienced observers as 
indicative of mtracranial tumour. 


Case 4. 

A man (F. bag aged 62, when first seen in 1916 had suffered 
for four years from occasional ‘“ giddy attacks,’’ and in some 
of these had fallen to the ground, but had never lost consciousness ; 
there were no objective signs of disease and no optic neuritis, 
and an aural surgeon reported nothing beyond “ slizht dry 
catarrh in middle ear.” ts the end of 1917 ‘attacks’ had 
continued, and there was definite exudation at the right optic dise 
and some ere apes of the edge of the left disc; the Wassermann 
test of blood and cerebro-spinal fluid was negative. In March; 
1919, he reported himself as much better; general examination 
was quite negative, and the optic discs were regarded as normal. 
Early in 1920 he had a severe ‘‘ attack ’’ of giddiness with apparent 
unconsciousness (no convulsions) lasting some fifteen minutes; 
there was extreme optic neuritis in the right eye, less in the left. 
The skull was trephined, but the patient died a few days after 
the operation; a firm fibrous tumour the size of a large cherry 
was adherent to the right petrous bone. 


The feature of the case particularly relevant to the 
present communication is the disappearance, for a time at 
least, of the optic neuritis without damage to vision, 
though, as shown by the subsequent facts, the neuritis was 
undoubtedly caused by an intracranial tumour. 


Case 5. 

A woman (A. H.), aged 27, was admitted to hospital with a 
history (three months) of severe headache, vomiting, and, recently, 
of double vision. Vision was 6/12 in each eye; there was extreme 
swelling of each optic disc, and paresis of the external rectus. of 
the left eyeball; the Wassermann test was positive; examination 
showed nothing abnormal in other respects. There was prompt 
improvement under treatment. Seen two years later she was in 
good health; the optic dises were whitish, with traces of former 
exudation; vision (each eye) 6/6. 

The disappearance under appropriate treatment of 
clinical signs of intracranial specific disease is, of course, 
a familiar experience. But in the present series Case 5 
takes its place as a proof that optic neuritis due to an 
adventitious product’? within the skull may disappear 
when the activity of the intracranial cause is reduced; and 
also, that optic neuritis so removed may leave vision intact. 
If this is true when the ‘‘ adventitious product ”’ is a 
specific mass, may it not be true also of other pathological 
masses—for example, tuberculoma? The three records 
quoted under ‘‘ Case 3’? would seem to give an affirmative 
answer. 


Case 6.. 

A woman (Mrs. T.), aged 46, seen with Dr. Gavin Barbour in 
She had complained for six months or so of severe 
headache which often prevented sleep, and recently of dimness of 
vision; no vonditing. There was extreme exudation at each optic 
disc; no other objective sign of nervous disease was present, and 
the blood serum and cerebro-spinal fluid gave a negative Wasser- 
mann reaction. In 1922 the patient reported herself well; the 
optic dises were white, but there was no swelling. Vision: right 
eye 6/6, left 6/18 (extreme myopic astigmatism), 1928: well, and 
active social worker. 

Whether this is or is not a case of tumour, the record 
certainly shows that a severe degree of exudation at the 
optic disc (regarded as due to tumour) may be absorbed 


and vision be left unimpaired. - 


Case 7. 

A woman (E. C.), now (1928) aged 35, was from May to August, 
1908, an in-patient in the National eam gape Queen Square, with 
2 history of attacks of pain in the head, giddiness, and vomiti 
extending over two years; there was considerable exudation 
each optic dise. Vision, each eye (with myopic correction), 6/9 
The case was indexed as “ intracranial tumour, infratentorial, (?) 
left cerebellar.”** The symptoms ceased (except for one attack) 
during residence, and the patient was instructed to return shoul 
there be any further attacks. 

March ist, 1921. Seen with Dr. R, D. Bell of Luton. The 

atient had worked as a milliner since leaving the hospital; she 

ad occasional headaches, and in 1915 was ill for six months with 
attacks of pain in the head, giddiness, and vomiting; she 
recovered, and was at work again until two months ago, when 
headache and giddiness were again troublesome; the optic dises 


*I am indebted to the courtesy of Dr. Macdonald Critchley, the 


tumour activity may be accompanied, not only by cessation | 


medical registrar, for the opportunity of seeing the original notes. 
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looked suspicious, but were not swollen; no suggestion of atrophy. 
Vision (with glasses) 6/9 each eye; no contraction of visual fields. 
In other respects there were no signs of organic disease. 

August 3ist, 1928. Patient attended for examination by request. 
She was able to continue to work, and examination showed her 
~— condition and the ophthalmoscopic facts to be the same as 
in ‘ ‘ 

In a word, a patient regarded in 1908, and by an expe- 
rienced physician, as undoubtedly the subject of an intra- 
cranial tumour, is in 1928 in fair general health, and the 
former optic neuritis has disappeared without leaving optic 
atrophy as its sequel. 

Case 8. 

A boy (J. L.), aged 9 years, seen with Dr. Meikle in February, 
1924, gave a history of attacks of severe headache, sometimes 
attended with vomiting, extending over three months; recently 
diplopia and dimness of vision and “ weakness” of the left upper 
limb. Examination showed much exudation at each optic disc; 
vision (cach eye) 6/9 part; paresis of the right external rectus and 
of the left lower face. He was admitted to hospital with a view 
to operation, but gradually the headache and vomiting ceased, 
double vision disappeared, and there was obvious recession of 
the swelling of the optic discs. Im the end, the boy left the 
hospital apparently quite well. Seen in November, 1925, his 
weight had increased from 5st. 1lb, to 7st. 7lb.; his mother 
described him as “in perfect health.” Examinution was negative 
except that the optic discs were unduly white; vision (each eye) 
hf in August, 1928, Dr. Meikle reports him to be “ perfectly 
w 


In the early stage of this case there seemed no possible 


escape from a diagnosis of intracranial tumour. Does the 
completeness of the recovery and the persistence of good 
health qualify this conclusion? If not, then the case illus- 
trates the proposition advanced in this communication— 
namely, that recovery from symptoms of intracranial 
tumour, when it occurs, may proceed to such a level as to 

include resolution of an optic neuritis and retention of a 

full standard of vision. 
_ Case 9. 

A boy, aged 6, was seen in May, 1894, by Mr. Charles Higgens® 
on account of failure of sight; vision was found to be much 
depreciated; there was exudation at each optic disc. He was 
later scen by Dr. (afterwards Sir David) Ferrier, who recognized 
double optic neuritis and symptoms of cerebellar disease, and 
regarded the case as one of tumour. After this the boy was 
reported to have “ gone blind,” but when re-examined in 1907 
by Mr. Higgens the visual acuity in each eye was 6/6 and the 
optic dises, though pale, were otherwise normal. 

When these case records are subject to examination as 
awhole it would appear that in Cases 1, 2, and 3 symptoms 
of intracranial tumour disappear except for blindness due 
to optic nerve atrophy, while in Cases 6, 7, 8, and 9 
similar symptoms are followed by complete recovery, and 
the reliability of the recovery is certified by freedom from 
symptoms for a term of years. Except in the degree of 
recovery attained, there does not appear to be any reason 
to draw a distinction between the two groups, and Cases 
4and 5 may he quoted as emphasizing the identity of the 
pathological basis on which the several cases rest. Hence 
it would appear that the facts as here collected and quoted 
justify the following conclusions : 


1. That headache, vomiting, and allied symptoms indicative 
of intracranial tumour may cease, the patient, however, 
tanaining blind from optic nerve atrophy (Cases 1 and 2). 

2. That in some of these cases post-mortem examination 
years after the original illness has shown the presence of 
intracranial tumour (Case 3, References 7 and 8). 

3. That in cerebral syphilis (presumably gumma) all the 
‘symptoms, including optic neuritis, may disappear, leaving the 
jatient with normal vision (Case 5). 

4. That, similarly, in occasional cases—non-syphilitic— 
symptoms of intracranial tumour, including optic neuritis, 
may disappear, leaving the patient with normal vision (Cases 
6,7, 8, and 9). ae 
5. That whilst it is no doubt generally .true that success in 
operations for intracranial tumour would be promoted by 
farlier diagnosis, the possibility of the natural subsidence of 
‘ven pronounced cerebral symptoms ought not to be forgotten. 


REFERENCES. 
00th, Howard H.: Brain, 1912-13, vol. 35. 
,Putves-Stewart, Sir James: Intracranial Tumours, p. 184. 

awthorne, C, O.; Studies in Clinical Medicine, pp. 115, 139. Gar 
Baticn, and Thursfield Diseases of Children, B04, 
Hawthorne, C. O.: Studies in Clinical Medicine, p. 71. 
+ Lunn, J. R.: British Medical Journal, June 16th, 1906. 
Monro, T. K.: Glasgow Medical Journal, 1896, vol. ii.” 
Roberts, Lieyd : Lancet, November 15th, 1902. 

Higgens, Charies: Ibid., September 2lst, 1907. 


VITAMIN A AS AN ANTI-INFECTIVE 
AGENT. 


BY 
H. N. GREEN, M.D., Cu.B., M.Sc., 
AND 


E. MELLANBY, M.D., F.R.C.P., F.R.S. 
(From the Pharmacology Department, University of Sheffield.) 


THE assigning of names descriptive of some particular 
function to distinctive vitamins has been a useful, although 
probably only temporary, step in the development of know- 
ledge of these elusive entities, because their identification 
has so often depended upon the appearance of definite 
syndromes in animals whose diets have been deficient in 
certain respects. The use of the words ‘‘ antiscorbutic,”’ 
antineuritic,” and antirachitic in describing specifie 
vitamins is an example of this, and from a clinical stand- 
point the nomenclature has been of great value. Vitamin 
A has always presented special difficulties to a clinically 
descriptive term because it has depended to such a large 
extent. on a purely physiological criterion—namely, growth 
in young animals—for its detection. It is in consequence 
often referred to as the ‘‘ growth-promoting ”’ vitamin. 
Since the recognition of vitamin D (the antirachitic 


_ Vitamin) as an entity distinct from vitamin A, those with 


experience of nutritional work have felt that to call vitamin 
A the ‘“ growth-promoting ’’ vitamin is a misnomer, for 
good growth often takes place in its absence if the diet 
is otherwise complete. In fact, when growth ceases owing 
to the single absence of vitamin A from the diet, it often 
means that the animal is definitely ill—in the sense, as 
will be seen below, of its having. developed some, and often 


a widespread, infective condition. Indeed, the present’ 


paper supplies evidence in favour of the term “ anti- 
infective ’’ being applied to vitamin A. 

From the early days of its recognition it has been 
thought that vitamin A was concerned with resistance to 
infection, at least of a specific type. This is seen in its 
description as the ‘ anti-xerophthalmic ”’ vitamin, but this 
appellation has never become widely adopted, partly because 
xerophthalmia in human beings, although related to vita- 
min A intake as suggested by the observations of Mori! 
and shown by Bloch,? is of very rare occurrence, and partly 
because McCollum, Simmonds, and Becker* have shown 
that this eye condition results from dietetic abnormalities 
other than vitamin A deficiency. 

Several workers, including Drummond,‘ Cramer and 
Kingsbury,’ and Steenbock,® have commented on the sus- 
ceptibility to lung infections of animals on vitamin A de- 
ficient diets. In the case of dogs EK. Mellanby’ drew atten- 
tion to the development of broncho-pneumonia in animals 
iiving on diets deficient in fat-soluble vitamins. He pointed 
out that this tendency to broncho-pneumonia was indepen+ 
dent of the éondition of the bones, which is itself an 
indication of the vitamin D intake. For instance, whew 
cod-liver oil was present in the diet the bones were well 
calcified and there was no tendency to broneho-pneumonia 
or atelectasis of the lungs. When butter-fat was the 
source of fat-soluble vitamin, the bones under certain 
experimental conditions were soft and portions of the 
lungs were ofteri in a collapsed state, probably because of 
muscular paresis, but there was no broncho-pneumonia or 
other infective condition. When clive oil replaced butter, 
badly calcified bones, collapse of portions of the lungs, ‘and 
broncho-pneumonia were commonly found. These results 
suggested that protection against infection of the respira- 
tory tract was conferred by vitamm A and not by 
vitamin D. 

Linked. up with the problem of xerophthalmia and other 
infective conditions is that of the changes in epithelium 
inducec by diets deficient in vitamin A. The first to draw 
attention to these epithelial changes was Mori* in 1922, 


who described them in the larynx, trachea, and ducts of © 


many glands, including the Meibomian, submaxillary, sub- 
lingual, and parotid glands of rats. Xerophthalmia he 
regarded as being due to the drying of the epithelium 
resulting from the suppression of activity of the lacrymal 


glands. Wolbach and Howe® extended this work of Mori's. - 


x 
d 
h, 
at 
18 
at 

n, 
as | 
a 
ne 
of 
on 
pt a 
in 
er 
of 
e, 
5 
un | 
ar 
id 
t. 
a 
‘al 
‘ds 
ve 
in | 
re 
of 
tic 
nd 
er- 
nd 
rd = 
he 4 
ed 
st, 
ith 
i 
19: 
(?) 
ck) 
uld 
= 
she 
ith 
she 
nen : 


692 Ocr. 20, 1928] 


VITAMIN A AS AN ANTI-INFECTIVE AGENT. 


‘ue BritisH. . 
MepicaL JouRNAL 


and described changes in the pancreatic duct and renal 
pelvis. They gave a detailed description of histological 
changes in epithelium, and came to the conclusion that 
infective changes are not responsible for the epithelial 
hypoplasia and keratinization, but are secondary to them. 
The diets used by Mori, and those of Wolbach and Howe, 


were deficient in vitamins C and D ks well as A, but these. 


other deficiencies were not regarded by them as affecting 


the problem. 
This complication was eliminated by Goldblatt and 
Benischek,'® who tested the effect of a simple vitamin A 


cuboidal, and transitional epithelia to the 
squamous keratinizing type. When vitamin A was present 
no changes in the epithelium were observed. In the course 
of their work they found on making post-mortem examina- 
tions many cases of infection in animals which had lived 
on dicts deficient either in vitamin A or vitamins A and D, 
These infective conditions included xerophthalmia, abscess 
of tongue, abscess of submaxillary glands, broncho-pneu- 
monia, and enteritis. Abscesses beneath the tongue are 
of interest because of their frequency. They were first 
described as resulting from a vitamin A deficiency by 


columnar, 


deficiency. By this means they induced metaplasia of | Sherman and Munsell." 
TABLE I (a).—A-Deficiency ; Basal + Vitamin D (Irradiated Cholesterol or Radiostol), 
| | 
Days 0 Tongue Alimentary Kidney | Bladder Bladder " P 
Ne. Sex Diet, | Xerophthalmia. Abscess. Infection. | Infection. Stone. Infection. Other Sites of Infection. 
28 128 ++ ++ | + + 
| 
- 97 141 + | + + Lung. 
ea |v. 169 + + | + Gland of neck, submaxi‘lary glands, 
| thyroids testes, seminal vesicles, lung, 
279 F,. 94 ++ + + | + Mesentery. : 
. 
280 M. 95 ++ ++ | + | + + Lung, prostate glands, nasal sinuses, 
middle ear. 
283 | F. 5 Lung, trachea, 
| a 
e j { 
2:3 F. 64 + + + co + 
! 
319 F. 107 + + + } + + Nasal sinuses, 
286 | M 78 ++ | + 
355 M. 81 ++ + + Nasal sinuses, middle ear. 
291 F. 79 + ++ + Prostate glands, Fallopian tube, rectal 
: wall, nasal sinuses. 
329 F. 83 + ++ Nasal sinuses, middle ear. 
35 | M. 74 +++ + + 
29) F. 83 + 
78 +++ + * Prostate, 
231 M. 87 + +++ 
33 79 + 
418 F. 62 +++ | Cervical and submaxillary glands, 
nasal sinuses, 4 
415 M. 63 
| M. 90 +++ +++ + Cervical glands, 
419 F. 60 
315 M. 1¢8 ++ + Nasal sinuses. 
284 F. 97 +++ + Prostate, middle ear, 
252 F. + Prostate glands, 
186 | M. 79 ttt + + 
292 F. 101 +++ +++ + + + Fallopian tubes, pelvic floor. 
103 + | + + + Prostate, cervical, and submaxillary 
| g'ands, thyroids. 
421 M. 82 +++ | + + Cervical and submaxillary glands, 
| epididymis. 
359 F. 92 ++ +++ | ms ) + 
296 | F. ll ++ + + Prostate glands, 
43 | F. 69 ++ ++ | Nasal sinuses. 
420 | F. 80 + ++ | + + 
288 | M ll + i + + Cervical, submaxillary, and prostate 
: glands, seminal vesicle, nasal sinuses 
287 F, 94 + 
456 a 70 + + + Seminal vesicle, cervical gland. 
| 
479 M. 53 ++ | + 
40 M. 74 +++ +++ + + + Tleo-caecal glands. 
387 | F. 98 + + + + 
| Stone 
285 M. 116 +++ + + Seminal vesicle, prostate glands, 
| 
481 F. 63 + + + + + 
48) F. 63 -+ + + 
388 M. 107 ++ ++ Cervical gland. 
451 | F. 8&3 ++ + + + 
556 F, 49 ++ ++ + Middle ear. 
389 | M. 115 + | Nasal sinuses, ureters, seminal vesicles 
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A striking instance of epithelial hypertrophy and kera- 
tiiization is that described by Fujimaki'* at the cardiac 
end of the rat’s stomach, induced by diets deficient in 
fat-soluble vitamin. ‘his hypertrophy he described as 


cancerous, and certainly, when the centre of the swelling 
becomes infected, the appearance of the mass is very 


suggestive of cancer, although, in our experience, micro- 
scopic examination does not reveal malignancy. 

Another morbid development related to vitamin A defi- 
ciency is that of infection of the. genito-urinary traet, and 
the occasional appearance of stones in the bladder and less 
often of stones in the pelvis of the kidney. The production 
of stones in the bladder was first described by Osborne and 
Mendel,'* and although this was at one time denied by 
McColium'* as being due to vitamin A deficiency, the 
observation has been confirmed by Fujimaki'® and Van 
Leersum.'® Van Leersum found the stones to be usually 
composed of calcium phosphate, but occasionally they con- 
sisted of calcium oxalate. 

McCarrison'? has also observed stone in the bladder of 
yats brought up on diets deficient in fat-soluble vitamins. 
A point of interest about his basal diet is that he included 
either oatmeal or atta (whole meal) in large quantities 
among the substances eaten, Since 1922 we'® have empha- 
sized the special demand on fat-soluble vitamins made 
by cereals, and especially oatmeal, and this may be another 
instance of cereal and vitamin antagonism. 

In view of the fact that practically all the experimental 
work except that of Goldblatt and Benischek'’ has been 
complicated, in that the diets were deficient in both 
vitamins A and D, and. often C, it was felt desirable to 
repeat the work with the special object of seeing why diets 
deficient only in vitamin A result in the death of animals 
eating them. The production of vitamin D by irradiation 
of ergosterol, as described by Rosenheim and Webster?® and 
Windaus and Hess,?° made it possible to give diets deficient 
only in vitamin A. The results obtained confirm those 
above described, but the animals eating these diets were 
so uniformly attacked and ultimately killed by infective 
and pyogenic complications as to make the investigation 
smgularly impresstve from a medical standpoint. It is, 
in fact, difficult to avoid the conclusion that an important, 
and probably the chief, function of vitamin A from a 
practieal standpoint is as an anti-infective agent, and that 
a large number of common infective conditions are dre to 
a deficiency of this substance in the diet of many people. 


‘ EXPERIMENTAL MetrHops AND Resttts. 


The composition of the basal diet used in these experi- 
ments was as follows: 


Heated casein .. 400 crams 

Salt mixture ... one 80 

Marmite be, xg, wile 160 

Olive oil aed 160 ¢.em. 
Liquid salt mixture .. 160 , 


. Phe liquid salt mixture had the folowing composition: 


_ Calcium acid phosphate ... 176 grams 


The salt mixture was as follows: 


Sodium chloride 


Magnesium sulphate ‘ 


, 


Potassium phosphate on ,, 

Sodium fluoride —... 1 gram 
Manganese sulphate 4 grams 


cles. 


The casein was heated in an electric oven for thirty-six 
hours at 120° C. The olive oil varied; in some cases it was 
Omitted from the diet, in others it was given either 
tnheated, or heated and oxygenated for periods of either 
§x or twelve hours at 120° C. As this variable made little 
% no difference, so far as could be seen, to the outcome of 
the experiments, it will not be considered further. Vitamin 

Cc 


D was given in the diet in the form of irradiated ergosterol 
(radiostol 1/2 to 1 drop per rat daily). The age of the rats 


when the diets were started varied between 26 and 35 days, - 
‘and their weights ranged between 35 and 50 grams. 


In the control experiments where a source of vitamin A 
was included in the food, 0.5 gram of dried cabbage (dried 
at a temperature of 70° to 80° C. for twenty hours) was 
generally added; and in other cases either butter (0.1 gram 


-daily) or cod-liver oil (5 to 10 mg. daily) was used as a 


source of vitamin A. ~ In a few experiments which belong 
to another investigation other substances deficient in 
vitamin A have been fed to the rats, and the results are 
recorded in the tables. These included vegetable margarine, 
heated wheat germ, and ergot. The amount of vitamin A 
in these substances in the quantities given is negligible, 
but, as we have recently shown, ergot is a rich source 
of vitamin D.** 


I.—Post-mortem Findings in Animals Fed on 
Vitamin A Deficient Diets. 

In the accompanying tables infection is indicated by +. 
The extent and intensity of infection in the case of 
xerophthalmia and tongue only are indicated by the number 
of + marks in each case. 


TABLE I (5). 
A-Deficiency ; Basal Diet + Vitamin BP + Vegetable Margarine. 


| 
Rat Days on Tongue Alimentary Other Sites of 


No. | £ex. Diet. Xeroph. Abscess. Infection. Infection. 
| 
151 M. 46 
Margarine 
316 | F. | 70 + 
Margarine | 
341 F. |; 41 + 
305M. | + | Nasal sinuses. 
Margarine 
337 | F ¢9 + | + 
Margarine | 
Margarine | } 
329 | UF. 113 + | #¢+ | Middle ear, 
Margarine | } nasal sinuses. 


There was no kidney infection, bladder stone, or bladder infection in 
any of the animals in this group. 


1L.—Post-mortem Findings in Animals Living on Diets 
Deficient in Vitamins A and D. 


TABLE II (a).—A-Deficiency ; Basal (no Vitamins A or D). 


| 


No. on diet. <> 290 of Infection. 
RO. + | | 
RO. | 
RO } | Lungs. 
RO. 41 + | + 
RO. 43 } 
RO. 45 | Lungs. 
RO, | | | 
RO. + | + | + | Lungs. 
RO. . | Lungs. 
xo ttt + | + + | Prostate glands, 
298 F 100 +++) + + + Nasal sinuses. 
| 
29, F., 7 
238 M. 93 
%7 | M. +]. + 
299 F. US + + | Prostate glands, 
middle ear, 
| naval sinuses. 


- | q 
| 
t | 
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TABLE II (b).—A-Desicieney ; Basal (No Vitamins A or D) 
+ other Substances. 


-| Bs d 
Sex Days on Diet. | g 63 
| 
285 | M 69 
Heated wheat germ 
287 + + + 
Heated wheat germ 
F 
Fat-extracted wheat 
germ 
268 | M. 47 Stone 
Ergot (50 mg.) 
266} F. 55 +++ + | Stone; + 
Ergot (50 mg.) 
271| M. 57 
Fat-extracted ergot 
(100 mg.) 
272) F. &3 ++ Stone 
Fat-extracted ergot 
(100 my.) 


The wheat germ used in experiments 286 and 287 was heated for 
268 and 266 contained by ny D, 

ut the fat-extracted ergot of experiments 271 and 272 was free from 
vitamin D. The nasal sinuses were infected in rat No. 281. 


The regularity with which stone in the pelvis of the 
kidney appears in animals whose diets contain ergot suggests 
that this substance plays some part in the development 
of the condition. It will be noticed that, without ergot, 
although infection of the kidney is common, stone in the 
kidney is rare. In other experiments, besides those given 
above, stones or gravel have been found in the renal pelvis 
when ergot has been a diet constituent, 


Appitiona, Deraits or Post-mortem Examinations or a Few 

or THE Rats on Vitamin A Dericrent Duets. 
Rat 313.—Tongue. Left kidney twice normal size. Medulla 
replaced by pus so that only a thin strip of cortex remains. 
Left ureter extremely dilated, being almost a quarter of an inch 
wide at its junction with the pelvis; stone impacted at lower end. 
Right kidney enlarged; numerous necrotic areas in cortex; 
advanced pyelonephritis. Large quantity of necrotic epithelial 
debris in bladder. 


_ Rat 284.--Abscess of tongue involves most of tongue and has 
perforated on to the upper surface. Larynx contains a little pus. 
Kidneys slightly enlarged (more so left); white mottling of cortex, 
particularly marked in left kidney; slight pyelonephritis in both 
kidneys. Abscess in prostate glands. Large quantity of pus in 
both middle ears. 


Rat 292.—Tongue abscess. Marked xerophthalmia; pus in the 
anterior chamber of the right eye. Stomach contains dark brown 
blood, Pyloric mucosa inflamed. Both kidneys much enlarged, 
lower pole of right kidney almost reaching brim of pelvis; cortices 
mottled, particularly marked in right kidney; great distension of 
the pelves, which contain white necrotic material. Ureters grossly 
dilated (size of large intestine); fine sand at the lower ends, the 
right being inflamed and containing a blood-stained effusion. 
Pelvis intensely congested, Coils of small intestine adherent to 
the right Fallopian tube and bladder, Intestine acutely inflamed 
and contains blood-stained serum. Right side of pelvic floor 
inflamed, being a mass of necrosed friable tissue with an abscess 
cavity extending down to bone. Fallopian tubes show small white 
areas (similar to those seen in the kidneys, and probably necrotic) 
scattered on the outer surface. Right tube inflamed and adherent 
to the pelvic floor and intestine. Spleen: enlarged. This rat had 
haematuria prior to death. 


Rat 287.—-Stomach full of blood. Pyloric mucosa injected and 
showing haemorrhage into it. Left kidney slightly enlarged with 
semipurulent fluid in pelvis. Left ureter dilated. A large number 
of small stones and much epithelial debris at base of bladder. 
Two sessile red projections springing from bladder mucosa 
(granulomata or papillomata). Very large abscess in right sub- 
maxillary gland extending to level of first rib and upwards to 
the mandible. Chain of enlarged longitudinal glands on left side, 
some commencing to suppurate. Small abscess in either thyroid. 
Pus from abscess shows in film numerous Gram-positive 
diplococci, Gram-negative bacilli, and a few staphylococci and 
streptococci. 


Rat 421.—Large abscess of tongue extending almost to the tip 
and communicating with another large abscess underlying the left 
mandible. The tongue abscess has perforated and there is pus 


in the larynx. Stomach full of altered blood; mucosa injected 
with numerous streaky haemorrhages; petechial haemorrhages on 
outer surface of cardiac portion, and cardiac epithelium shows a 
curious circumscribed rugosity at the upper pole. Bladder small 
and full of a bright yellow sandy deposit (showing chiefly calcium 
oxalate crystals). Spleen shows on its surface numerous circular 
white foci (similar to those often seen in the kidney). Right 
epididymis intensely inflamed. 


Rat 288.—Severe enteritis (chiefly of jejunum). Small amount 
of altered blood in stomach. Pelvis of left kidney much dilated, 
Left ureter enormously dilated, the distal end being inflamed and 
filled with the same type of necrotic material as is found in 
the bladder. Right ureter moderately dilated. Bladder grossly 
inflamed; mucosa covered with shaggy masses of granulation 
tissue and necrosed cells which are very adherent, whilst 
papillomatous-like masses are numerous. Abscess at base of 
tongue has perforated and formed an abscess in the mid-line of 
neck overlying the larynx, and communicates with an external 
sinus. Left seminal vesicle enlarged and appears caseous. Abscess 
in left prostate. Nasal sinuses full of pus. 


I1I.—Control Animals—Basal Diet + Vitamin D (Irradiated 
Ergosterol) + Some Source of Vitamin A (Dried 
Cabbage or Butter or Cod-liver Oil). 

Fifty rats of the same age and weight were kept for 
lenger periods than the foregoing on diets which, while 
‘made up in the same way as those of the other experimental 
avimals, contained some source of vitamin A, generally 
dried cabbage, but in some cases butter or cod-liver oil. 
No gross infective lesion was found in any of these animals, 
the only pathological findings discovered being three cases 
of hepatic cyst of parasitic origin. 


Discussion or Resvtts. 

The fact that in practically all of the rats on a 
vitamin A deficient diet upon which a detailed post-mortem 
examination has been made some and generally many 
organs have been found to be infected by micro-organisms, 
is a most striking result. Under these conditions the 
animals live for fairly long periods, varying in the fore- 
going cases from 58 to 169 days. During most of the time 
they eat their food well and show moderate growth. It is 
only during the last week or so of the experiment that they 
fail to eat up their ration and lose weight in consequence. 
It appears as if they continue in fair health until the 
infective process gets the better of their general condition, 
and brings about loss of appetite and weight, and ultimately 
death. ‘The evidence for infection was in every case 
macroscopic, being based either upon the presence of definite 
pus or of an acute inflammatory process. This meets the 
objection to deductions made only on the basis of histo- 
logical observation, pointed out by Gross.‘ Sometimes 
microscopic examinations of the tissues were made. In 
those cases in which bacteriological examinations of infected 
tissues and of pus were made no specific micro-organism was 
found, this result agreeing with that of other investigators. 
Gram-positive diplococci were often found, but these were 
usually: associated with streptococci, staphylococci, and 
Gram-positive and Gram-negative bacilli. Occasionally the 
pus from infected glands of the neck showed a few chains 
of streptococci and no other organisms. 

It will be noticed that the addition of vitamin D makes 
no great difference to the experimental results under 
discussion, for whether vitamin A only or both vitamins 
A and D are deficient the animals die with well-defined 
infective lesions. In fact, it often appeared that the addi- 
tion of vitamin D in the absence of vitamin A hastened the 
onset of the infective condition. The reason for this is 
probably that the presence of vitamin D stimulated the 
rate of growth, and thereby made a greater call on the 
vitamin A stores of the body, thus hastening the diminution 
of resistance. There is no doubt that the stores of vitamim 
A in animals living on a diet devoid of this substance 
rapidly disappear. Evidence of this is seen in the tests 
made on the livers of deceased animals for the presence of 
vitamin A by the method described by Wilson?*—a method 
involving the use of the colour test of Rosenheim and 
Drummond?* as modified by Carr.2* Even in the case of 
rats dying at an early stage, and before any great patho 
logical change had occurred, liver extracts gave negativ? 
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results, indicating the rapid using up of the initial stores 
of vitamin A in these rats. The control animals which 
received vitamin A in their food remained free from infec- 
tion, and all gave evidence, by the same test, of abundant 
quantities of the vitamin in the liver. 

As regards the infectige lesions that developed, it will 
be noticed that cecaiaalls was not so common as might 
be expected, only 38 per cent. of the animals developing 
this lesion. It is, indeed, worthy of note that advanced 
lesions, even in old animals, were occasionally found at 
necropsy, although the animals showed no clinical signs of 
xerophthalmia. 

In the 93 A-deficient animals examined the most charac- 
teristic condition was the Jack of adipose tissue and the 
general visceral atrophy, but almost as prominent was the 
evidence of infection in some site, only two animals of 
the 93 seeming to escape this. 

Abscess at the base of the tongue, arising in the accessory 
sulivary glands, was found in 72 per cent. of the animals. 
In animals surviving for longer periods this figure rose to 
80 per cent. These abscesses varied much in size, some 
being small caseous foci in the centre of the gland, while 
others involved almost the whole tongue, infiltrating it 
almost to the tip. Perforation of a tongue abscess was not 
uncommon. In one case a sinus communicated with the 
skin of the anterior surface of the neck, and in another 
perforation into a large artery resulted in death from 
haemorrhage, Associated with the tongue abscesses, suppu- 
ration occasionally occurred in the submaxillary glands and 
in the lymphatic glands of the neck. In some cases a chain 
of suppurating lymphatic glands was seen in the neck, the 
glands being usually quite discrete. The thyroids were 
involved in the suppuration in one animal. 

Infection of the lungs was noticeably rare, only 9 per 
cent. showing any definite signs, which were chiefly of 
a septic broncho-pneumonia. These cases all occurred 
during the winter months, though the temperature of 
the rat room was kept constant. 

Infection of the alimentary tract was quite common, 
though in most cases it appeared as a terminal event, 
there being no clinical evidence of its occurrence. An 
acute inflammation of the small or large intestine occurred 
in 21 per cent. of the rats. Many of these cases arose 
during an epidemic of enteritis in the rat room when, 
as previously mentioned, the vitamin A deficient animals 
proved to be very susceptible to the infection. In quite 
a number of animals an acute enteritis involving the 
duodenum and jejunum appeared to be the immediate 
cause of death. The intestine was grossly injected and 
filled with a copious haemorrhagic exudate. Usually there 
were signs of recent haemorrhage into the pyloric portion 
of the stomach. 

Lesions of the urinary tract often dominated the scene 
in the abdomen. The occurrence of caleuli—usually in the 
bladder, rarely in the kidney—was fully confirmed, but 
infection occurred independently of their presence cr 
absence; 44 per cent. showed evidence of infection either 
in the kidney or bladder, but the incidence was considerably 
higher in those rats surviving longer periods. The infection 
took the form of a pyelonephritis or cystitis, and some- 
times pus was found in the kidney substance. The in- 
fection was usually associated with such conditions as 
uydronephrosis, extremely dilated ureters, and a distended 
bladder. Mut!tiple small white necrotic foci in the cortex 
of the kidney were often found, but their exact origin 
has not yet been determined. Similar foci have also been 
observed in the spleen on two occasions. 

The prostate glands and seminal vesicles were frequent 
Sites of suppuration, whilst occasionally the epididymis 
was acutely inflamed or suppurating. A purulent exudate 
Was seen in the Fallopian tubes on one occasion. 

Pus was found in the nasal sinuses or in the middle ear 
on eighteen occasions, an incidence of 20 per cent. In 
one isolated case a small but definite abscess was found 
projecting from the wall of the left ventricle of the heart. 

The control animals received the basal diet ad lib., 
plus some source of vitamin D, with the addition of a 
Source of vitamin A either in the form of dried cabbage 
or cod-liver oil or butter. Fifty rats fed under these con- 
ditions over periods as long as, or longer than, these which 
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the deficient rats survived have been killed and examined. 
In no single case was evidence of gross infection found 
corresponding with that found in the vitamin A deficient 
rats. The only pathological findings were three cysts of 
the liver, of parasitic origin. Otherwise all the tissues 
appeared perfectly healthy. 

On the basis of these facts we suggest that vitamin A 
plays a significant part in raising the bodily resistance to 
infection. Perhaps this effect is solely due to the favour- 
able medium which obstruction by desquamated keratinized 
cells provides for bacterial growth. At any rate, this must 
be a factor. Possibly it is the combination of the kera- 
tinizing process and a diminished resistance which makes 
animals with vitamin A deficiency so prone to infection. 


The question arises as to what extent the part played 
by vitamin A as an anti-infective agent is specific. Would, 
for instance, the absence of any essential dietetic factor 
result in the infective and pyogenic conditions met with 
in this experimental work? We can offer no definite 
evidence that*this is not the case, but an extensive expe- 
rience of nutritional work suggests that vitamin A is 


more directly related to resistance to infection than any 


other food factor of which we are aware. In a series of 
several hundreds of rats which have had adequate amounts 
of vitamin A and little or no vitamin D only two cases 
of gross infection have been found, both septic broncho- 
pneumonias associated with definite rickets. Experience 
with scurvy in man and animals does not lead to the 
belief that vitamin C is concerned with infection in the 
same sense as vitamin A. Although, therefore, the speci- 
ficity of vitamin A and infection is not settled, the evidence 
obtained is in its favour. We are endeavouring to obtain 
additional evidence on this point by experiments in which 
infective material is injected into animals on A-deficient 
and control diets. 

Another point of importance is whether lack of vitamin A 
has any relation to the common suppurative processes found 
in man. Is it possible to relate inflammatory processes 
of the nasal sinuses, middle-ear disease, pneumonia, ulcera- 
tive conditions of mouth and eyes, to this dietetic deficiency ? 
This question also cannot be answered definitely. It 1s 
certainly possible that there is a close relationship, since 
it is generally agreed that a deficient intake of vitamin A 
is a common fault among civilized man. We rely almost 
entirely on milk, butter, egg-volk, and green vegetables 
for our supply of this substance, and the consumption of 
these, especially among the poor, is notoriously low. 

We feel that, until further knowledge is gained, the 
experimental results are sufficiently impressive to warrant 
the assumption that vitamin A plays an important part 
in conferring resistance to many types of infection. We 
think that the study of the etiology of some infective 
conditions cannot be complete without including the con- 
sideration of this dietetic factor. We suggest, for instance, 
that the problem of puerperal septicaemia, and even that 
of acute rheumatism, might be considered in relation to 
the vitamin A intake. The importance of vitamin D has 
attracted great attention recently, and it has even been 
suggested that preparations of vitamin D can be safely 
substituted for cod-liver oil in medical treatment. The 
work above described shows that this teaching is erroneous, 
and that, although vitamin D controls, probably absolutely, 
the calcification of bones and teeth, it has no direct power 
to promote resistance to infection in the same way as 
vitamin A. If a substitute for cod-liver oil is given it 
ought to be at least as powerful as this oil in its content 
of both vitamins A and D, 


SumMMarY. 

In an extensive study of animals brought up on a diet 
deficient in vitamin A it is shown that practically all dic 
with some infective or pyogenic lesions. In the control 
animals receiving vitamin A_ these lesions are abseni. 
The presence of vitamin D does not prevent the develop- 
ment of these morbid conditions, and this vitamin seems 
to be unrelated to resistance to infection. | h 

The lesions produced in animals by diets deficient in 
vitamin A are commonly found in man, and it is desirable 
that this fact should be borne in mind in the study and 
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= > 
treatment of these and other infective and pyogenic 
conditions. 


This work has been supported by the Medical Research Council, 
to whom our thanks are due. _ 
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LOW BACKACHE AND SCIATICA.* 


BY 


W. A. COCHRANE, F.R.C.S.Eb., 
Assistant Surgeon, Royal Infirmary, Edinburgh. 


Tus paper represents an attempt te discuss the painful 
back’? from the orthopaedic standpoint. It may 
occur with or without sciatica, and, for the sake of clearness, 
the writer proposes to discuss the pathogenesis of the 
sciatica in a separate section. 

In cases of backache and sciatica a careful eliminative 
diagnosis leaves a large group which is essentially ortho- 

aedic. It includes the industrial lame backs—a large and 
important element of industrial accident cases. In one 
large works back strains and injuries of this type are 
responsible for 20 per cent. of all accidents. 

Cases of low backache and sciatica are full of interest 
and importance because of their frequency, of the lack of 
accurate diagnosis and classification, and of the difficulty 
in some cases of disproving the assertion of pain. We 
have to investigate, first, as to whether pain really exists, 
and second, as to the traumatic element in the lesion which 
is discovered. Let the writer begin by emphasizing the 
great importance of a routine method of examination in 
these cases. The physical examination of the painful back 
is a painstaking and meticulous performance, which cannot 
be learnt without study. Superficial examination will 
entirely fail to bring out the points on which the real 
scientific analysis of these cases depends. Next in impor- 
tance is the necessary knowledge of anatomy and statics 
of the body as a whole and of the parts concerned, which 
can interpret the findings intelligently. The detail of the 
step-by-step procedure advisable in such cases has been 
well described by Osgood and Morrison.' Suffice it to say 
that, if completely carried out and interpreted in accord- 
ance with anatomical fact and functional use of the body, 
it will go far to improve upon the standard of knowledge 
and treatment which-commonly exists to-day. The writer 
would submit that it has been due to the fundamental 
work of the Boston school of orthopaedic surgeons, and 
particularly to Goldthwait, that the whole subject has 
become clarified. This is a great and enduring achievement. 

In this country we have been apt to regard this whole 
field as unknown—the happy hunting ground of the quack, 
by whatever name. he may be called. Fortunately, indica- 
tions are not lacking that greater interest is being taken 
in the subject of backache and sciatica. In this connexion 
the Lady Jones Lecture of 1927, delivered by Putti, upon 
the pathogenesis of sciatica, may be cited as an example, 
and a vast bibliography has grown up. 


* Read in opening a discussion in the Section of Orthopaedi 
Annual Meeting of the British Medical Association, Cardift, 1828. 


It seems to tho writer that general discussion of the 
subject may well be centred round the following: (1) the 
main problems; (2) special points and methods of dia- 
gnosis; (3) a suitable clinical classification; (4) methods of 
traapment. 


Tue Marin ProsieMs. 

1. The first problem is in regard to the anatomical type 
of tho individual concerned, for special consideration has 
to be paid to the slender, tall and lanky, or small and 
delicate type of patient. These individuals are especially 
unsuited to heavy work and, even under ordinary conditions 
of life, they are subject to functional breakdown in regard 
to the back. The spine is slender, hypermobile, and wand- 
like. There is a true, inherent weakness, and it most 
commonly betrays itself in general postural strain, or in 
symptoms of strain referred to the sacro-iliac joint. 

2. The second problem concerns cases of backache, with 
or without sciatica, in individuals who use the body in poor 
posture and in positions of mechanical disadvantage. With 
incorrect bodily mechanics, all the antero-posterior curves 
of the spine are increased, and the joints are used at their 
extreme limit of motion. The normal balancing mechanism 
of the body is impaired and the load is borne by bony and 
ligamentous supports. The lumbo-sacral joints in par- 
ticular are overloaded in heavy subjects with prominent 
sagging abdomens, and a chronic lumbo-sacral strain 
commonly results. 

The other part of the “‘ low back’? which is exposed to 
static insult from this source is the sacro-iliac joint. The 
pelvis being tilted forwards, the support of the joints 
becomes less efficient. The muscular support of the pelvis, 
which Goldthwait has shown is so important in the support 
of these true articulations, becomes impaired. The sacrum 
may. be regarded as a see-saw swung on a transverse axis 
passing through the sacro-iliac joints. The shorter upper 
arm is weighted by the body, which tends to thrust it 
downward and forward. If the individual is bending and 
lifting a heavy load, and the load slips, a severe stretching 
of the sacro-iliac ligaments can, and does, take place. 
Pain is experienced over the joint, and the clinical features 
are quite definite. Leverage in the opposite direction 
through the hamstrings is also effective in straining the 
joint. Post-operative backache is due to a sacro-iliac strain 
from insufficient support of the lumbar region. The faulty 
statics may be due te a short leg, flat-foot, or an affection 
of the hip. 

3. The next problem arises when a rays reveal no 
intrinsic lesion of the lumbo-sacro-iliac region. As Osgood 
and Morrison point out, the need for accurate diagnosis 
in these cases is acute. Our first object should be to 
demonstrate the presence or absence of persisting strains. 
It should be stated that a negative g-ray photograph is not 
sufficient to warrant the assumption that there is nothing 


the matter with the patient. In point of fact, careful, 


reading of good radiographs will frequently reveal a 
departure from the normal in many cases of extrinsic 
lesions. For‘’example, ossification of the iliac attachment 
of the ilio-lumbar ligament is always due to lumbo-sacral 
strain of long duration. The more the subject is studied, 
the more is one impressed by the help which good stereo 
scopic and lateral z-ray photographs are in support of & 
routine and systematic examination. 

4. Next is the discovery in the radiograph of an intrinsie 
lesion of the spine, such as osteo-arthritis, in cases 0 
alleged injury. The symptoms are usually out of all pro- 
portion to the severity of the trauma. This furnishes the 
main class of case for medico-legal battles. Compression 
fractures of the spine sometimes follow comparatively minor 
violence, and represent tho most commonly overlooked 
industrial lesion. It is remarkable how frequently a lesion 
of the spine is overlooked in the antero-posterior view 
radiograph, to be shown quite clearly in the lateral view. 

5. The problem which next merits attention is the diffi- 
cult and complex question of the relationship of anatomical 
variations of the fifth lumbar vertebra to backache and 
sciatica. One would refer particularly to semi-sacralization, 
variation in the shape and direction of the articular facets, 
and to spina bifida occulta. 

What is the connexion between these variations and 
backache and sciatica? Is the association casual or causal? 
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These abnormalities have existed long before symptoms of 
pain in the back began. When any considerable departure 
from the normal exists, however, a careful history will often 
reveal that the patient has bad periodic attacks of pain. 
These backs are apt to be intermittently symptomatic. As 
Osgood puts it, the abnormality is to he regarded as 
potentially contributory. These backs are more easily 
strained than the normal. It is unquestionable that the 
connexion between the occurrence and persistence of sym- 
ptoms and the presence of these abnormalities is an inti- 
mate one. O’Reilly’s? large series of anatomic variations 
indicates that 50 per cent. had back symptoms of varying 
severity. Poor posture, injury, and advancing age combine 
to make the abnormality manifest itself, and the chain is 
complete. 

6. In cases of injury the most difficult problem is the 
mental one. Conn* has pointed out that the traumatic 
back still enjoys an unenviable notoriety as a rock-bound 
refuge for malingerers. The reputation is not always 
merited. Malingerers are met with, but they are not 
common. One factor worth remembering is that the work- 
man is often genuinely deceived as to the true sequence 
of events which have led up to his disability. A second 
factor is that the man realizes that he has little to show 
for his symptoms and is apt, therefore, to exaggerate. He 
feels that the onus of proof rests with him. 


Diaenosts. 

The differentiation of the various types of backache is 
always difficult and can be made only after the elimination 
of definite intrinsic pathological lesions of the bones and 
joints—such as tuberculosis, syphilis, arthritis, osteo- 
myelitis, neoplasm, spondylolisthesis, and fracture. 

The chief points to be noted are the general build and 
attitude of the patient, the presence or absence of the 
normal lumbar curve, of listing or lateral deviation of the 
spine; restricted and painful movements of the spine and 
hips in standing, sitting, and lying; spasm or wasting of 
the muscles; swelling and points of tenderness over the 
lambo-sacro-iliac regions ; rectal examination ; and the nerve 
function in the legs. ‘ 

In addition to the ordinary z-ray photographs stereo- 
scopic views should be taken which include the symphysis 
pubis. Lateral views of the spine should also always be 
taken. 

CurnicaL CLASSIFICATION. 

The following may be accepted as a suitable clinical 
classification: (1) Acute traumatic strain. (2) General 
postural strain. (3) Lumbo-sacral strain. (4) Sacro-iliac 
strain. (5) Combined pelvic joint strain. 


1. Acute Traumatic Strain. 

This lesion represents a rupture of ligamentous and 
muscular fibres, with all the phenomena of acute injury. 
The connexion between trauma and violent effort and 
the sudden development of symptoms is always definite. 
A lesion in the muscle gives rise to pain when the muscle 
is thrown into action; a lesion in fibrous tissue when the 
fibrous tissue is put upon the stretch; a lesion of bone or 
joint on all movements of the spine. There is acute tender- 
hess on pressure, localized over the site of the lesion. From 
its location, and from analysis of the spinal movements 
‘hich are most painful, a fair idea of the. structures 
involved may be obtained. The treatment of a torn muscle 
must be to rest it until healing has taken place. Most of 
these cases in industrial back-accident cases are allowed 
to use the muscles too soon and with insufficient protection. 
If there is a superadded infective focus present in the 
body—whether in teeth, tonsils, or alimentary tract—there 
8 reason to suppose that this may be a potent factor in 
keeping up the disability. When the disability has become 
thronic, it is due, in large part, to the perpetuation of 
the protective response of the muscles to prevent motion 
the spine. Such fixation is-crippling, and manipulation 
wder an anaesthetic is then advisable. 

To secure the required rest the patient should be made 
recumbent on a firm mattress, and should have the back 
Splinted with adhesive strapping. The knees should be 
‘ipported on a pillow. In severe cases, a plaster-of-Paris 
jacket should be employed or recumbency in a plaster shell. 


The patient is then allowed up and given heat, massage, 
and graduated exercises. If handled properly the con- 
dition of acute traumatic strain is curable in a short 
period of time, and the ‘multitude of such cases which 
are allowed to go about with chronie disability and 
incapacity for work represents, in some measure, a 
reproach to us. Stress must again be laid upon the funda- 
mental factor of poor bodily mechanics and posture as 
tending to perpetuate the disability, and the necessity for 
physical education to eliminate it. 


While complete rest is advisable for a torn muscle or — 


aponeurosis, a sprained joint should be made active as soon 
as possible, and correction of the poor general statics 
enforced. 


2. General Postural Strain. 

In this case the condition is one of general muscular 
fatigue and ligamentous strain, and is not confined to any 
one joint. The complaint is of dull aching in the shoulders 
and low back, coming on when the patient is tired, and 
relieved by rest. The patients are of the slender asthenic 
type, and investigation may show that they are engaged 
in occupations which are unusually fatiguing, or which 
favour the adoption of faulty attitudes. There is usually 
no referred pam in the leg. Examination shows poor 
posture. There is no limitation of motion in the spine or 
in the hips, and muscle spasm is absent. Treatment is by 
rest, support, and postural re-education. 


3. Lumbo-saeral Strain. 

The pain, dull or acute, is localized in an _ indefinite 
way over the lower spine and hip, affecting chiefly one 
side, or in other cases being referred quite definitely to 
the Iumbo-sacral angle; it is usually asymmetrical, and 
sciatica is a frequent symptom. This kind of backache is 


generally relieved by rest. One outstanding type is seen’ 


in the stout person with heavy, protruding abdomen. In 
order to accommodate the increased weight in front, the 
patient tilts the spine backwards, with the production of 
excessive lordosis. The body weight is taken upon the 
spinal arches, the impinging spinous processes (they are 
seen faceted in a radiogram), and upon the loeked-home 
lumbo-sacral articulations. Examination shews bad posture. 
Spinal movements are usually fairly free, but on lateral 
bending the participation of the lower lumbar vertebrae in 
the movement is often greater in one direction than the 
other. Forward bending is limited by spasm of the ham- 
string muscles, limiting ‘the flexion of the pelvis on the 
hips. There is local tenderness on deep pressure in the 
lumbo-sacral region over the articulations, or further out 
at the attachment of the ilio-lumbar ligaments to the iliac 
crests. The hip motions are free, but flexion of the hip 
with the knee extended (“‘ straight-leg raising ’’) is limited 
on the affected side. Nerve examination may show dis- 
turbance of cutaneous sensibility and muscular atrophy in 
the lower limb of the same side. 

The treatment is as under the previous section. The 
patient is made recumbent on a hard mattress with a 
pillow beneath the knees. He is rolled over, on to the face 
thrice daily for three-quarters of an hour, and hot fomenta- 
tions are applied. When the soreness has gone out of the 
back he is instructed in a lying-down list of exercises, with 
a view to educating him in flattening the lumbar spine. He 
is allowed up in a plaster jacket, or im a brace which spans 
the lumbar curve and helps his muscles in attaining the 


correct position for the spine, which they are taught to do. 


by postural training. When he understands the elements 
of proper bodily mechanies, the brace is gradually dis- 
carded. In women a carefully fitted corset is worn over 
the brace. 

4. Sacro-iliac Strain. 

In contrast to lumbo-sacral strain, which usually affects 
the heavy type of person and is relieved by recumbency, 
sacro-iliaec strain is commonest in the slender, visceroptotic 
type. which uses the body in poor posture. The back 
becomes lordotic; the ligaments gradually stretch out and, 
in exceptional cases, a minor displacement may take place, 
the upper part of the sacrum moving forward. Positive 
evidence of this may sometimes be discovered in the fact 
that the posterior superior iliae spines are on slightly 
different levels; also, in asymmetry at the symphysis pubis 
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as seen in an x-ray photograph. The so-called subluxation 
of the sacro-iliac joint occurs, but it is rare. Sacro-iliac 
joint strain is, however, common, : 

In acute injuries of the healthy joint the posterior liga- 
ments prevent forward dislocation of the upper part of the 
sacrum. When the body weight is bent forward and the 
lifting of a heavy weight is started, the back muscles con- 
tract, fixing the spine. The iliac part of the gluteus 
maximus and the hamstrings become taut to fix the pelvis, 
and the only muscle free to act is the sacral division of the 
gluteus maximus. This violently pulls the lower part of 
the sacrum forward, shearing the joint surfaces, and a 
true synovitis results (Lusskin‘), There is present a flat 
back, scoliosis, tenderness over the joint, and hamstring 
spasm. Sometimes violent leverage is exerted upon the 


‘joint through the hamstring muscles. 


The joint is supplied by the lumbo-sacral cord, the first 
and second sacral nerves, and the superior gluteal nerve. 
Referred pain is usually along the first and second sacral 
nerves—posterior aspect of thigh—to outer side of leg and 
ankle. Because of the nerve supply of the superior gluteal, 
pain is referred to the sacro-sciatic notch and extends 
antero-laterally towards the anterior iliac spine. The tender 
spots in traumatic or inflammatory conditions of the sacro- 
iliac joint are: 

1. The inferior sacro-iliac ligament, between the posterior 
and inferior iliac spines. 

2. Sacro-sciatic notch. 

3. Sometimes the sciatic nerve trunk. 


Motions. 

Standing.—In forward bending the lumbar spine is 
flexed. Then the pelvis is tilted forwards until the ham- 
strings are taut. At this point the patient has to flex 
the knee of the affected side. In lumbc-sacral conditions 
the lumbo-sacral region is kept rigid, and forward bending 
takes place at the hip-joints. 

Sitting.—In sitting the hamstrings are relaxed and con- 


sequently the patient can bend forward more easily. In 


lumbo-sacral conditions the movement is just as limited 
as in standing. 

Lying.—lf both hips are flexed with the knees bent, in 
lumbo-sacral conditions, there is still pain and limitation 
of movement as soon as the peivis begins to be flexed upon 
the lumbar spine. In sacro-iliac conditions no leverage is 
exerted and the movement is free. If, however, the limb 
on the affected side is raised with the knee extended, the 
hamstrings become taut and leverage is exerted on the 
sacro-iliac joint; pain is experienced over the joint. Simi- 
larly, if the same test is tried with the other limb, pain is 
frequently experienced over the sacro-iliac joint of the side 
opposite to that of the raised limb. 

The description of the diagnostic points given largely 


follows that of Smith-Petersen,> who has based his account. 


vf the clinical features upon fifty cases—thirty of strain 
and twenty of inflammatory conditions—confirmed by 
operation to produce ankylosis of the joint. 


Treatment. 

The treatment of sacro-iliac strain is by rest and support 

with heat and massage later, foilowed by education of the 
muscles to flatten the lumbar spine and to undo the 
abnormal forward tilting of the pelvis. Most of the mild 
cises are relieved by strapping, but more commonly a light 
brace and well-made corset are required for a time. 
- In the more resistant cases the joint must be manipu- 
lated under an anaesthetic. The assistant fixes the pelvis; 
the surgeon flexes the affected limb, with the knee extended 
to the right-angled position, until the hamstrings are felt 
to give. In still. more resistant cases Smith-Petersen’s 
operation to ankylose the joint may be required. 


5. Combined Pelvic Joint Strain. 

Clinical features referable to both lumbo-sacral and sacro- 
iliac joints may be found together; this occurs sometimes 
in semi-sacralization of the fifth lumbar vertebra. In one 
specimen bony ankylosis had taken place in the accessory 
articulation, and in the sacro-iliac joint of the same side, 
from arthritis, Presumably the patient must have had 


severe symptoms for years—to obtain relief when ankylosis 
occurred. An enlarged fifth ,lumbar transverse process 


‘giving rise to local and referred pain usually responds to 


conservative treatment by prolonged immobilization and 
support. Removal by operation has often been practised 
with good effects in the resistant type of case. An alterna- 
tive and a better plan is to ankylose the lumbo-sacral region 
by a fusion or bone-grafting operation. 


A Nore on THE PaTHoGENEsIS OF IpropaTHic ScratIca. 

A mass of reliable evidence is now available to prove 
that the cause of many cases of sciatica is to be traced 
to an anatomical abnormality or lesion in the lumbo-sacral 
region of the spine. The diagnostic features indicate a 
esion of the joint by localized pain and tenderness on deep 
pressure, by asymmetrical immobility of the spine—sciatic 
scoliosis—and by pain referred along the sciatic nerve, 
Whilst the nerve itself may occasionally be tender, it is 
commonly not so in such cases. Goldthwait of Boston was 
the first to investigate the problem from the anatomical 
and mechanical aspects, with the result that painful semi- 
sacralization of the fifth lumbar vertebra is now a well- 
recognized entity. There is irritation. of the sciatic nerve, 
combined with protective deviation of the spine from the 
vertical in a direction away from the enlarged transverse 
process. This deformity of the spine may simply be 


j attitudinal and protective, as when no actual accessory 


articulation exists. When a very large unilateral sacraliza- 
tion exists it may cause a simple, fixed scoliosis without 


very obvious muscle-spasm. Deep-seated tenderness, best: 


elicited when the patient is kneeling, can be discovered to 
be present over the accessory articulation, and not over the 
lumbo-sacral articulations. 

Discussing the mechanical factor present in referred 
sciatic pain in cases of unilateral enlargement of the fifth 
lumbar transverse process, Bauman® regaids the distinct 
forward bulge of the process as a definite factor in pro- 
ducing overstretching of the lumbo-sacral cord. He was 
impressed by this in the thirty-five cases operated upon for 
the relief of the sciatica by removal of the process. Almost 
every one of these cases was permanently successful, Many 
other similar cases are reported in the literature. 

Putti’? regards many of the cases of sciatica as a 
neuralgia, caused by pathological conditions of the inter- 
vertebral foramina, and especially of the intervertebral 
articulations. The common cause is chronic arthritis. 

He calls attention to that part of the nerve trunk which 
occupies’ the intervertebral foramen, the funicular portion 
of the nerve, lying between the spinal root and the plexus. 
The foramen is a fibro-osseous canal, bounded! posteriorly by 
the articular facets. The foramen between the fifth lumbar 
vertebra and the sacrum is the smallest, and the size 
increases from below upwards in the lumbar region. Quite 
contrary to the size of the foramen is the size of the 
enclosed lumbar nerves. The fifth lumbar root is the 
largest, and, the others diminish from below upwards. In 
point of fact, the fifth root completely fills up the canal 
and is in very close relationship to the intervertebral disc, 
so that displacement of the body of the fifth lumbar 
vertebra, as in spondylolisthesis, may easily compress this 


‘trunk. The blood vessels are especially prominent as 4 


plexus in the foramen, so that congestion of the vessels, 
as in a chill or rheumatism, may affect the contained nerve. 

The size of the fotamen is alterable by movements of the 
spine. In poor posture associated with increased lumbar 
lordosis, the available room for the fifth and, to a lesser 
extent, the fourth lumbar nerve may be seriously 
diminished. Hf, in addition, there is a sudden hyper- 
extension injury, it is not difficult to understand that 4 


synovitis of the joint may affect the nerve lying in front. 


‘And so with chronic arthritis of the lumbar joints. This 
condition ¢an be discovered even in the early stages by 


good radiographs; it is not uncommon in cases of chroni¢ 


lumbo-sacral strain associated with sciatica. 
Abnormalities of the facets are not unusual. Instead of 
being crescentic, one or both of the lumbo-sacral facets 
may be flat, and may occupy the coronal plane. If this 18 
associated with other abnormalities of the fifth lumbar 
vertebra, such as semi-sacralization, and with increased 
lumbar lordosis from poor posture, the room available 
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within the related foramen may be so seriously lessenéd as 
to set up sciatie pain. 

In these cases the maximum tenderness is over the 
affected articulation, and protective sciatic scoliosis is 
usually present. Treatment must be by prolonged recum- 
bency and immobilization of the spine, if necessary in a 
plaster shell, combined with hyperaemia. In the con- 
valescent stage a supportive brace must be worn and 
postural re-education begun. In one resistant case Putti 
resected the diseased posterior articulations, with good 
effects. 

ConcLUSIONS. 

Cases of low backache and sciatica form a distinct 
orthopaedic group. They are capable of definite scientific 
analysis and classification. 

To study them intelligently requires an appreciation of 
certain main problems which are indicated. The factors 
of trauma, anatomical type, good and bad posture, of 
anatomical variations, and of pathological lesions of the 
spine are all concerned in what is really a combination 
problem. 

To make our diagnosis more accurate a routine and 
systematic method of physical examination is required. 

Skilled interpretation of good a-ray photographs, by these 
familiar with the clinical picture, is the most valuable 
accessory aid in support of the diagnosis made by the 
history and examination. 
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_ PERFORATED DUODENAL ULCER SIMULATING 
ACUTE APPENDICITIS. 


BY 


K. C. L. PADDLE, M.C., M.R.C.S., L.R.C.P., D.P.M., 


SENIOR ASSISTANT MEDICAL OFFICER, WEST RIDING MENTAL HOSPITAL, 
WAKEFIELD. 


Csses of perforated duodenal ulcer simulating appendicitis 
in normal people are, I believe, comparatively common. 
The symptoms presented in such cases are usually so urgent 
that there is no difficulty in making a diagnosis. Those 
who have seen the acute abdomen in the insane, however, 
will no doubt agree that there is a real difficulty in making 
up our minds that there is anything urgent and requiring 
immediate attention. Yet, if a waiting policy is adopted, 
the consequences are usually disastrous. The following case 
presents unusual features of interest. 


The patient, a man aged 36, was admitted to this institution 
on October 26th, 1921, suffering from dementia praccox. He was 
dull and sullen, never speaking voluntarily or taking any interest 
in his surroundings whatever. He was quite unemployable, and 
was occasionally impulsive and destructive. He suffered from an 
intractable form of impetigo, but was otherwise in quite good 
bodily health 

On May 13th last he vomited once, just before being put to 
bed at 10 p.m. His temperaiure, pulse, and respirations werd 
normal at the time, and he did not complain of pam, and looked 
quite well. He got up next morning at 7.30,: apparently quite 
well, had breakfast at 8, and vomited soon after. His pulse, 
temperature, and respirations were normal. He was, however, 
_ fo bed for safety, though he looked well and did not com: 
plain. 
102 and bis temperature to 101° F. He then looked ill. He lay 
absolutely still on his back with his right leg slightly drawn up. 
His tongue was dry and furred, respirations about 22, but his 
abdomen moved fairly well rhythmically. On exarhination there 
was some rigidity of the abdominal muscles on both sides, but 
nothing. marked. There was no superficial tenderness, but the 
tons resented deep palpation of the right iliac fossa, though 
did nof seem to mind deep palpation of the left side. The 
heart and lungs were normal; the urine also was normal. He 
would not reply to questions as to his condition and gave litile 
help. He, however, undoubtedly suffered from an acute abdomen: 
@ provisional diagnosis of acute appendicitis was made, and the 
patient was hurried to the operating theatre. 

Operation-—S right paramedian incision was made, the right 
rectus being drawn inwards. The peritoneum was incised and was 


found to be acutely inflamed. A lot of dirty-looking non-purulent 


At 1 p.m., five hours later, his pulse rate had risen to | 


fluid exuded,. After careful separation of recent adhesions between 
coils of small intestine thé appendix was isolated and, except 
for the general peritonitis present, was found to be quite normal. 
lt was removed. The original incision was next prelonged upward 
for about two inches, and the right side of the abdomen explored. 
A lot of the turbid fluid was tracking downwards, and on exposing 
the duodenum (second part) a fairly large perforation was found 
with prolapsed mucous membrane showing. There was _ little 
induration round the perforation, which admitted the tip of the 
middle finger easily. It seemed to be of the nature of an acute 
duodenal ulcer. A purse-string suture was inserted round the 
perforation and the ulcer buried. The right side of the abdomen 
was next irrigated with warm normal saline and drainage tubes 
were placed in the lower part of the wound to drain the pelvis, 
and also tubes were inserted in the right lumbar region through 
an incision in the right flank. ‘ : 
The patient made an excellent recovery. Ten days later, how- 
ever, he commenced vomiting during the night, and right up till 
noon next dav, when the vomited matter became faecal. All food 
was stopped and the patient only allowed to drink the following : 


R Sod. bicarb. ... 1 part 
Mag. carb. pond. “ay .. 2 parts 


Water q.s, to a cream consistency. 
Sig: in water every two hours. 

Vomiting ceased two hours after taking the first dose, and from 
that time onwards the patient made an uninterrupted recovery, 
his abdominal wound healing-up by granulation. 

The points to remember in this case are: 

1. The perforation took place at least some eighteen 
hours before operation, probably soon before 10 o'clock 
the night previously, when he vomited for the first time. 

2. There were no constitutional disturbances until after 
breakfast next morning at 8 o’clock, and then only very 
little after that. 

3. The great difficulty in diagnosis owing to the patient's 
mental condition and lack of positive symptoms. 

4. The threshold for pain in this case was very much 
lowered. 

5. The importance of eliminating acute disease in the 
patient’s other systems, such as respiratory, vascular, and 
urinary. 

6. The usefulness of an alkaline bismuth mixture in 
relieving high intestinal obstruction, due to oedema of 
mucous membrane at the site of an ulcer. 

I am greaily indebted to the medical director, Professor J. Shaw 


Bolton, for his able guidance during the operation and for kind 
permission to publish details of this case, 


Hlemoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


A PLASTIC PROCEDURE IN THE MASTOID 
OPERATION. 

Severar methods are in vogue for obtaining an epithelial 
flap or flaps in the radical gnd_ conservative mastoid 
operations which, although in ptactice they appear sound 
on theoretical grounds, are not infrequently disappointing. 
In both these operations I have emploved the following 
simple procedure with gratifying results. 


The posterior cartilaginous wall of the meatus is separated 
from the corresponding bony portion, and the carti age is 
transfixed by a flap-knife or tenotome at the upper end of the 
junction between the external .auditory meatus and the concha, 
and divided vertically along this line through a length corre- 
sponding to the vertical diameter of the meatus. rom’ the 
upper end of this incision another is carried inwards at right 
angles through the whole width of the cartilaginous meatus, a 
rectangular flap being thereby obtained with its base attached 
to the inferior — of al cartilaginous meatus. The cartilage 
i xd in the flap is excised, 

— is held aside by tissue-forceps until the bone- 
work’ of the operation is completed. This done, a sma!l 
crescent is excised from the inner cut edge of the concha to 
produce a large meatal orifice. The flap is next turned down on 
the lower wall of the operation cavity and its outer edge sutured 
to the skin edge of the lower part of the inner semicircular 
conchal margin, sufficient of this having been removed by_ the 
erescentic excision to make room for the edge of the flap without 
kinking it. The deeper part of the flap is maintained in position 
by wool or gauze packing until it has become united by ranula- 
tion tissue to the inner wall of the operation cavity; when this 
occurs packing may be dispensed with, The discharge is gently 
mopped away and the walls of the cavity are treated twice dai 
with a stimulating ldtion such as lotio rubra; hydrogen peroxide . 


should not be used, since it tends to undermine the flap. 
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MEMORANDA. 


This simple procedure may be quickly performed, and it 
has the following advantages: 


1. Cutting the flap at an early stage permits of an excellent 
view of the ‘“‘operative field ’’ throughout the operation. 

2. The large external auditory meatus gives easy access to the 
operation cavity for purposes of examination and dressing. 

3. A useful area of cavity is immediately epithelialized, and 
granulation tissue is prevented from growing in excess over an 
area where this frequently occurs. 

4. The position of the flap directs the growth of new epithelium 
around the walls of the cavity. 

5. There is no tension on the flap and no difficulty in main- 
taining it in position owing to the excision of its cartilage. 

6. The method hastens healing considerably. 


W. H. B. Macauran, M.D., N.U.I., 


The Downs egg for Children, 
Sutton, Surrey. 


. 


FOREIGN BODIES iN THE ALIMENTARY TRACT. 
Tue following case is of interest owing to the character 
and variety of the articles swallowed. 


A boy, aged 14, was admitted to Greenock Royal Infirmary in 
1927 with a history of having ‘‘ swallowed something ’’? two hours 
previously. On inquiry the information was elicited that, while 
in a house of detention pending his removal to a reformatory, the 
boy had broken two safety tiepins at their joints, bent the pieces 
double, and swallowed them. In addition, he had swallowed an 

ordinary safety - pin 

ollowed by a large 
collar stud, two 
trousers buttons, and 
several small pieces of 
coke. 

Examination revealed 
him to be a_ healthy 
boy, well developed 
per- 

aps a little under the 
average intelligence for 
boys of his age. . The 
pulse rate on admis- 
sion was under 80, 
and the temperature 
98° F.; he seemed 
fairly comfortable 
although he complaine 
of some abdominal 
pain. Palpation re- 
vealed definite tender- 
ness all over the epi- 
gastrium, most severe 
slightly to the right of 
the mid-line. On x-ray 
examination all the 
articles were seen in 
the stomach near the poem, but it was found that the sharp- 
—_ half of one of the tiepins had been swallowed without 

eing bent double. 

After the first few hours in hospital the pain subsided, and the 
boy was watched most carefully; he was kept on a diet of soft 
foods and the abdomen was “screened” daily. On the tenth day 
the first article (a trousers button) was passed, and the others 


' followed at the rate of about one each day. Four days in 


succession the fluorescent screen showed the ‘‘ unbent ” half tiepin 
in the mid-line at the level of the umbilicus, where it had 
apparently stuck, but it was eventually passed on the seventeenth 
day without untoward symptoms developing. No purgative medicine 
was given until two days after the last article had been passed. 

The z-ray reproduction shows the articles well down the 
gut, and the sharp half tiepin is seen very faintly at the 
top of it. . 

I am indebted to Dr. W. A. Milne, honorary surgeon to 
the infirmary, under whose care the boy was admitted, for 
permission to use these notes. 

M.B., Ch.B. 


Late House-Surgeon, Greenock Royal Infirmary. 


TRAUMATIC RUPTURE OF THE SPLEEN. 


Recovery after splenectomy in instances of traumatic 
rupture of the spleen has been so frequently recorded in 
the journals that it becomes almost commonplace, and in 
describing the two cases which follow it is to their unusual 
clinical histories before operation that I would draw par- 
ticular attention. 
A labourer, aged 36, was admitted to the 

Hospital on April 28th. He gave a_histor yg ey 


wakened during the night by acute abdominal pain accompanied 
by vomiting and a severe attack of shivering. His doctor was not 


called until the following morning, and he immediately sent the 
patient to hospital, having diagnosed a perforated duodenal ulcer. 
On examination the abdomen was found to be generally rigid, 
although more particularly over the lower portion of the right 
rectus muscle than elsewhere. Signs of free fluid were readil 
elicited in both flanks, and the patient was obviously ill, fr ema | 
a temperature of 102° F., a pulse of 110, and respirations of 24 
did not indicate a collapsed condition. A tentative diagnosis of 
appendix peritonitis was made, and I opened the abdomen by a 
right pararectal incision, A large quantity of free blood escaped 
on incising the peritoneum, an occurrence which was decidedly 
bewildering. The incision was enlarged and the first discovery of 
pathological importance was that of numerous caseating tuber 
culous glands in the mesentery. Finally, after a diligent search, 
a large tear was discovered on the convex surface of the spleen, 
which was considerably enlarged and friable. In order to perform 
splenectomy it was necessary to sever the right rectus muscle, 
high up, and to turn back a flap of the abdominal wall. Following 
operation the patient developed pneumonia, and his wound gave 
way in its upper half; he recovered well, however, and healed 
rapidly after secondary suture. He was discharged on June 11th, 
and remains well. It was only during the week following opera- 
tion that the probable cause of the lesion was discovered. On 
the evening before admission the patient, while intoxicated, had 
lurched and fallen against the stair-rail; he had gone to bed and 
to sleep immediately, and had no recollection of his accident 
when he was awakened by the pain. It must be admitted that 
the severity of the injury sustained would be insufficient to rupture 
a healthy person’s spleen, but in the case of an organ twice the 
normal size, and rendered friable by the associated abdominal 
tuberculosis, the history of trauma is a more acceptable explanation 
of the cause of the tear than would be that of a spontaneous 
splenic rupture. 

A collier, aged 50, was admitted on June 18th. He gave 
a history of having been crushed between two trucks a few hours 
previously, and had obviously fractured three lower ribs on the 
right side. ‘There was some generalized abdominal tenderness, but 
no rigidity. The temperature was 98° F., the pulse 80, and the 
respirations 32. Progress was so satisfactory during the four days 
immediately following admission that discharge from hospital was 
contemplated. At 2.30 a.m., however, on June 23rd, the patient 
suddenly collapsed during defaecation, and a diagnosis of brisk 
internal haemorrhage was readily arrived at. On this occasion 
I made a left paramedian incision, and blood was found to be 
pouring from the hilum of the spleen, in the neighbourhood of 
which there was an extensive tear. Splenectomy was performed 
and on examining the organ subsequently its capsule was found 
to be almost entirely stripped up and very lax. Evidently, in this 
instance, the primary lesion was an intracapsular rupture, haemor- 
rhage being arrested in all probability by the resistance which was 
offered by the distended capsule. On June 23rd the rise in blood 
pressure caused by straining at stool must have been sufficient 
to recommence the haemorrhage, with rupture of the capsule and 
occurrence of free intra-abdominal bleeding. After a_ critical 
illness lasting for a few days the patient recovered rapidly, his 
wound healed by first intention, and he was discharged on 


July 12th. 
C. J. Ce.tan-Jones, M.D., F.R.C.S.Ed., 
‘ Medical Superintendent, Swansea General and Eye Hospital. 


VARICELLA FOLLOWED BY HERPES. 
A report of a case of herpes zoster following varicella in 
the same individual may be worthy of publication, in view 
of tho fact that, according to recent correspondence in 
the British Medical Journal, this sequence is apparently 
unique. 

A well-grownéand healthy boy, aged 12, contracted chicken-pox 
during an epidemic in York on June 28th, with the usual very 
slight fever and a few vesicles on the chest. Two days later the 
chicken-pox rash had completed its appearance, and was 

eneralized in the form of a profuse discrete normal varicella. 
ho temperature was then normal. On that day he complained: 
of fairly severe pain in the region of the left knee, and down 
the inner side of the left leg, which was tender. The oom was 
sufficiently severe to make the possibility of osteo-myelitis pass 
through my mind, but there was no rise of temperature. 

On the fourth day from the commencement a typical herpes 
rash appeared in two patches, one on tho inner side of the 
thigh just above the knee, and the other half-way down the inner 
side of the leg. The herpetic rash was quite typical in its even 
and close distribution, and contrasted with the discrete and varied 
varicella rash, which by then was almost completely scabbed over. 


I refrained from publishing the case (as I had originally 
intended) in view of the appearance of tho contribution 
from Dr. Gray Hill, published on August 4th (p. 197), 
from which it was plain that cases of varicella and herpes 
in the same person were not uncommon. 

However, in view of the letter from Dr. W. P. 
Le Feuvre, appearing on September 22nd (p. 549), in which 
it is categorically stated that no caso of herpes zoster 
appearing in the same individual in relation to varicella, 
but subsequent to the latter, has so far been recorded, this 
caso is apparently unique. 
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Incidentally, during the same epidemic (which was an 
unusually widespread one) the following two cases of rela- 
tion between herpes and varicella in different individuals 
came under my notice. 

A boy attending the same school as the previous patient was 
sent home with shingles; a week later his sister developed 
chicken-pox. 

Of two boys, both aged 5, who were playmates living next door 
te eaclr other, one developed chicken-pox, and a week later the 
other developed shingles in one patch below the left axilla at 
the level of the nipple. 

Thus to the 176 cases ef relationship recorded in ‘the 
British Medical Journal im the past fourteen or fifteen 
years | am able to add three occurring within a few weeks 
of each other in quite a small area. 


J. C. Lyrn, M.B., B.S.Lond. 


TORSION OF GREAT OMENTUM. 
Toe following case seems of sufficient interest to be placed 
on record, 


The patient, a 4-para, aged 40, was admitted to hospital with 
acute abdominal symptoms. Some six months previously she had 
had an attack of acute abdominal pain accompanied by vomiting 
and severe headache. The pain settled down somewhat and was 
most marked in the left side. She remained in bed for four to 
five weeks. After getting up she never felt well: constipation was 
a marked feature. Two days befere admission there was a recur- 
rence of the same pain; the attack was more severe than before, 
and was accompanied by vomiting and diarrhoea. 


On admission the temperature was 100.5° F., and the pulse 160; 


there was great tenderness and rigidity over the left rectus 
muscle, and the patient complained repeatedly during the exam- 
ination. There was no disturbance of menstruation, but the 
patient stated she had felt. better during her menstrual periods. 
Examination of the right iliac fossa revealed nothing abnormal, 
deep palpation being permitted without complaint; the patient 
wowid not admit the pain ever settling down over McBurney’s 


nt. 

The abdomen was opened by a left paramedian incision, and a 
_— mass was found in the left paracolic gutter surrounded by 
# few adhesions. When freed it was found to be the great 
omentum, which had undergone torsion at the lower border of the 
wansverse colon; the mass was acutely inflamed and gangrene 
was threatening. It was tramsfixed and ligatured at the lower 
border of the transverse colon, where a distinct fibrous band could 
be seen encireling the constricted neck. The abdomen was closed, 
and a drainage tube which had been inserted was removed three 
days later; the patient made a good recovery. The weight of the 
portion removed was 15 oz. 

TF am indebted to Mr. R. W. Thompson, visiting surgeon, 
Walsall General Hospital, for permission to publish this case. 


W. Srewart, M.B., Ch.B. 


Walsall Gener 


— 


Reports of Societies. 


PERINEAL PROSTATECTOMY. 

A spectaL meeting of the Section of Urology was held at 
the Royal Society of Medicine on October 4th, when Dr. 
0. S. Lowstey of New York opened a diseussion on peri- 
neal: prostatectomy. Lord Dawson or Pens, President of 
the Society, who was in the chair and introduced Dr. 
lowsley, said that such a relationship as existed between 
medical practitioners of different nationalities, and espe- 
tially between those of cither side of the Atlantic, should 
ist hetween nations as a whole. As a physician he saw 
oly the bad reselts from such operations as prostatectonry, 
ad for that reason he would be glad to have mitigated his 

ifavourable impressions associated with that operation. 
Dr. Lowsiey said that the only difference between a 
god urological surgeon and a good general surgeon was 
that the former possessed certain instruments of precision 
wot owned by the latter; he would therefore demonstrate 
sme special instruments he had found useful, melading 
‘modification of Mr. Kidd’s cystoscope for fulgurating 
lrge bladder growths, a rongeur, a posterior urethroscope 
heating up the prostate by means of diathermy in cases 
of prostatitis, and a catheterizing eystoscope for infants. 
Dr. Lowsley them dealt with the embryology of the prostate 
tland, and traced the various changes occurring in it from 
itfancy to old age. By means of lantern slides he showed 
the tubules of the anterior lobe atrophied at an early 
date, and how the glands of the posterior lobe, which were 
«tive during the height of sexual life, became shrunken 


al Hospital. 
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as old age approached. It was an interesting fact that 
carcinoma, according to J. T. Geraghty and M. L. Boyd, 
invariably started in this lobe, although it was never 
involved in any adenomatous changes. Of special interest 
in connexion with the pathology of prostatic enlargement 
were the submucous glands, particularly the subcervical 
group first described by Alberran. Turning from the 
pathology to the surgery of the prostate, Dr. Lowsley 
emphasized the importance of preliminary drainage. He 
himself employed drainage in all cases, whatever the state 
of the kidneys or the amount of residual urine might 
be. He preferred suprapubic drainage to that afforded 
by a catheter. On general principles it was a bad thing 
to leave a foreign body like a catheter in a urethra that 
was already the seat of inflammation. With suprapubic 
drainage the subsidence of the oedema of the prostate 
was more rapid and more satisfactory. In his opinion 
the advance that had been made in prostatic surgery of 
most importance next to the recognition of the necessity 
for preliminary drainage had been the use of local or 
regional anaesthesia. General anaesthetics should — be 
avoided because they elevated the blood pressure, and this 
increased the haemorrhage during the operation. More- 
over, as soot as the patient recovered consciousness he 
suffered considerable pain. By the administration of sacral 
and parasacral anaesthesia both these disadvantages could 
be avoided. So far as Dr. Lowsley could estimate, there 
was under sacral anacsthesia only about one-tenth of the 
amount of bleeding which occurred with general anaes- 
thetics. The fact that the effect of the novocain lasted for 
a period of six or eight. heurs subsequent to injection 
eliminated shock and pain. The third advantage was that 
the patient could imbibe water. immediately, and did not 
go throngh the process of dehydration suffered by those 
taking general anaesthetics. The technique of sacral and 


parasacral anaesthesia was then shown by means of a’ 


cinematograph film. Dr. Lowsley proceeded to describe 
the operation of periveal prostatectomy, which m its main 
line followed that of Hugh Young. ‘Fhe modifications 
employed by the speaker were the use of a special tractor 
devised by Crowell and the opening of the prostate by 
means of an inverted inctsien, which avoided 
damaging the ejaculatory ducts... Unlike. Young’s tractor, 
that of Crowell could be passed through the whole urethra 
into the bladder, thus avoiding the risk of damaging the 
external sphincter. The index finger of the left hand was 
inserted into the rectum in order to guard against injury 
during the action of dissecting away the prostate from 
that structure. The speaker added that in enucleating 
the gland an effort should be made to retain intact the 
internal sphincter. Any roughness in enucleation was 
likely to split this sphineter and to tear into the plexus 
Santorini. Thoroughness in removing shreds of torn tissue 
must be observed in the case of perimeal as of suprapubic 
prostatectomy. Dr. Lowsley paid a tribute to the English 
school of urology for having emphasized the importance of 
this point. Half-destroyed tissues became necrosed an 
were a future menace to the free passage of urine and 
also a fertile source of sepsis. After enucleation the finger 
was introduced into the bladder in order to make certain 
that no obstructive nodules remained behind in the region 
of Alberran’s gland. Haemorrhage could be dealt with by 
ligature and packing, and drainage was provided by means 
of a rubber catheter passed through the urethra. Finally 
the floor of the pelvis was closed by drawing the two sides 
of the levator ani muscles together with a catgut suture, 
and the skin was sutured in the usual manner. The 
various steps of the operation were illustrated by means 
of cinematograph films, and statistical tables were shown 
contrasting the results obtained from the use of general 
and of regional anaesthesia. 

Mr. Frank Kipp, President of the Section, said that in 
Great Britain it was probably admitted that the opera- 
tion of suprapubic prostatectomy was slightly more 
dangerous than that of perineal prostatectomy. However, 
the perineal route presented some difficulties, and it was, 
perhaps, better that surgeons in general should stick to 
the suprapubic route rather than run the risk of the 
complications which might follow an unsuccessful perineal 
operation. 
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CARDIAC STIMULANTS. 


Art a meeting of the Section of Therapeutics and Pharma- 
cology of the Royal Society of Medicine on October 9th, 
Professor J. A. Gunn delivered his presidential address, 
taking for his subject ‘‘ Cardiac stimulants.” 

Professor Gunn said that in addition to discrepancies 
between the clinical and pharmacological evidence as 
regards the cardiac stimulants there was little agree- 
ment among clinicians themselves and still less between 
pharmacologists. In spite of the researches on the circu- 
lation in recent years there was scarcely any consensus of 
opinion as to the therapeutic value of the drugs of this 
group. In discussing the reasons for this confusion some 
of the factors concerning the mechanism of the circulation 
must be recalled. The circulation of the blood was essen- 
tially a distributory scheme designed to supply the various 
organs of the body with blood according to the separate 
and varying demands of each. The efficiency of the circu- 
lation, from the point of view of the organ, was deter- 
mined by the rate of blood flow within it, this depending 
on the pressure of the blood and the calibre of the vessels. 
The general supply was dependent chiefly upon the output 
of the heart and the calibre and elasticity of the vessels. 
The collecting side was equally important, because, if the 
uniformity of the circulation was to be maintained, exactly 
as much blood must be returned to the heart as had been 
pumped out in a given time. It was necessary to realizo 
the vital importance of the capillary circulation ; it was for 
this that the whole circulatory scheme was designed, but, 
broadly speaking, physiological research had always pro- 
ceeded in the other direction—that is to say, from the 
consideration first of the ‘‘ wholesale distribution,” to the 
‘retail delivery”? and the ‘“ returned empty ” traffic as 
secondary. The first question with regard to cardiac stimu- 
lunts was whether the physician and the pharmacologist 
had come into line with the advances in the knowledge of 
the circulation; the answer must be ‘‘ Not yet.’ Con- 
fronted with any failure of the circulation, there was still 
too much tendency to throw the blame on the ‘“ wholesale 
delivery”? and to speak of “cardiac failure’? when in 
fact the heart had nothing to do with the failure of the 
circulation. A good deal of the present confusion was 
due to want of proper classification, in the absence of 
which no progress could be made. Cardiac failure, for 
example, might occur early in chloroform administration 
from ventricular fibrillation, or, late, from paralysis of the 
heart muscle combined with central vasomotor and respira- 
tory paralysis. In the first kind of cardiac failure, 
adrenaline, if it could be brought to the heart, would do 
more harm than good; in the second kind of failure it 
might save life. The same cardiac stimulant might at one 
time be an advantage and at another time be detrimental. 
Much confusion which prevailed on this subject was due 
to the fact that there was not a sufficiently accurate 
classification either of cardiac failure or of cardiac stimu- 
lants, and this want of classification seriously handicapped 
further advance. Before such classification could be 
undertaken it was necessary to define with equal accuracy 
the term ‘ cardiac stimulant.’’? Professor Gunn then dis- 
cussed in turn some of the drugs which had been or were 
regarded as cardiac stimulants, leaving on one side 
certain others—for example, digitalis—as to which opinions 
were more definite. Strychnine in some circumstances 
increased the excitability of the central nervous mechanism 
and specifically of the vasomotor and respiratory centres; 
it was generally agreed that it had no direct action on 
heart muscle. Clinically it had been largely used in 
conditions in which failure of the circulation with weak- 
ness of the heart was one of the features. The point of 
dispute was as to how it acted. The speaker did not 
believe that, in respect of any action on heart muscle 
strychnine had ever saved or lengthened a life. It was 
a central vasomotor and respiratory stimulant. Three 
points with regard to its therapeutic value were not suffi- 
ciently recognized. So far as the circulation was con- 
cerned, it would seem useless to employ it unless the 
primary failure was vascular and not cardiac; therefore 
precision in diagnosis was necessary to define those Saeen 


in which its action was likely to be useful. In the second 
place, assuming that vascular and not primary cardia¢ 
paresis was diagnosed, there were other points which 
would modify the action of strychnine. In the reaction 
of the nervous system, for example, the effect of stimu. 
lation depended upon the excitability of the system at the 
time. If the vasomotor centre was depressed by toxins 
strychnine might have little or no action. Finally, there 
was the important question of dosage. In his own clinical 
experience he had seen effects from strychnine only when 
it was given in doses of one-tenth to one-eighth of a 
grain. With regard to alcohol, the antagonistic views 
obtaining were due to the fact that alcohol was adminis. 
tered in two different ways, and its action differed accord. 
ing to the method of administration. Concentrated alcohol 
in the form of whisky or brandy in small amounts had 
been given, for example, in cases of fainting occurring 
in more or less healthy people. The speaker agreed with 
the traditional and popular view that this brought about 
some improvement in the circulation. The effects appeared 
too soon after administration to allow them to be ascribed 
to any action following upon absorption; they were reflex. 
It should be remembered that even if brandy produced 
no marked reflex effect on the healthy conscious person 
it did not follow that it would not affect a patient semi- 
conscious or unconscious owing to some failure of circula- 
tion; although brandy might produce a reflex effect on the 
medullary centres in such a case, it did not follow that 
it would produce the same effect in a patient suffering 
from gradual circulatory failure occurring in the course of 
a long illness. After its absorption alcohol causec some 
redistribution of the circulation; of this there could be 
no doubt in view of the flushing which followed. Alcohol 
altered the distribution of the blood in the direction of 
increasing the blood flow through the skin at the expense 
of the internal organs; as to when, if ever, an action of 
this kind benefited the patient generally it was difficult 
to say. Camphor, again, had been widely used as a 
stimulant in cases of circulatory failure, and the most 
divergent results had been obtained. No decisive proof 
had been forthcoming of any direct action on the cardiac 
muscle. As in the case of alcohol, more had been claimed 
for camphor than simply the reflex effect on the medullary 
centres, and it was reputed to have some beneficial effect 
on the circulation after absorption. Both alcohol and 
camphor brought about some redistribution of the blood, 
and it was to this, not to any cardiac action, that the 
improvement in the circulation was due. In the case of 
adrenaline, however, agreement was fairly general; every- 
one knew the kind of weapon which was being employed. 
In normal blood pressure the effect of adrenaline was 
transient; in conditions of low blood pressure and feeble 
heart beat adrenaline might produce a lasting improvement 
in the circulation. The transient nature of its action 
in some cases, therefore, was no valid objection. Another 
point was that its action was independent of the condi 
tion of the central nervous system at the time. On the 
other hand, adrenaline was a tivo-edged weapon, and the 
tendency had been rather to restrict its use to forlorn 
hopes. With increasing familiarity with its action and 
dosage, perhaps the clinical use of it in acute cardiac 
failure would increase, especially in the direction of 
employing repeated small intravenous injections rather 
than one single dose. The action of pituitrin on_ the 
circulation was relatively small. It did not discriminate 
between the splanchnic and other vessels in the way that 
adrenaline did, and therefore did not cause the same re 
distribution of blood. It had no action on the heart, and 
was of no value in circulatory failure primarily due to 
heart failure. 

Dr. Kingston Barron said that he had always been & 
“ non-alcohol doctor,’? but he had found that in acute 
conditions a stiff dose of brandy caused a collapsed patient 
to revive and recover in the most extraordinary way- 
Alcohol was given with the idea that it would stimulate 
the heart, but he doubted whether it had any effect on the 
heart at all; if it could get into the circulation to stimulate 
the central nervous system, all the effects of what might 
be called a cardiac stimulant were forthcoming, although 
there was still no direct action on the heart. 


Dr. 
there 
believ 
result 
had bi 
Jute n 
lant 1 
stimul 
with 
a que 
heart. 

Dr. 
ordina 
charac 
cardia 
cardia 
and 1 
subjec 
how: p 
but th 
in sucl 
of nat 
quite 
beat a 
the v. 
remedi 
capabl 

Prot 
accura 
stimul: 
FE. H. 
subject 
stimul; 
efficien 
of ene 
total 
consum 
could 
heart | 
would | 

Dr. 1 
doses o 
rare, 
though 
irritant 
tomed 
grains 
nine an 
to devi 
logists 
opposit: 
alcohol 
those o: 


At a m 
Society 
delivere, 
Some 
Mr, 
& quart 
thesis: 
patholog 
rule of 
ehumera 
undue } 
powers, 
toa re: 
confiden 
sslicitou: 
jured 
and up 
textbook 
lures ; 
been iml 
enume: 
to the de 
Mportan 


OcT. 20, 1928] 


HEAD INJURIES. 


Joumas 


Dr. G. A. SurHERtAND declared himself convinced that 
there was no such thing as a cardiac stimulant, and he 
believed Professor Gunn to be of the same opinion as a 
result of his experience. The term “ cardiac stimulant ” 
had been in use for a good many years, but it was an abso- 
Jute misnomer. The profession called for a cardiac stimu- 
lant that should be applicable to all cases; but what 
stimulant was going to do good in the case of a heart 
with a beat of 180 to 200 to the minute? It was not then 
: — of stimulating, but of procuring -rest for the 
reart. 

Dr. Jonn Parxrnson referred to the need for subdividing 
ordinary circulatory failures according to their clinical 
character. Everyone was familiar with the ordinary 
cardiac failure accompanying auricular fibrillation, the 
cardiac failure without such fibrillation, failure with flutter, 
and failure with paroxysmal tachycardia. The whole 
subject would be simplified when it became known why and 
how patients were affected by sudden circulatory failure, 
but there was a very special difficulty in applying remedies 
in such conditions and assessing the worth of them, in view 
of nature’s care of the heart. The heart could stop for 
quite a long period, and yet recommence; it could begin to 
beat at a very high rate, and again recover. In discussing 
the value of strychnine, alcohol, camphor, and other 
remedies, the fact must not be forgotten that nature was 
capable of doing all that was asked of these drugs. 

Professor E, B. Verney spoke of the necessity of defining 
accurately what was meant by the term “ cardiac muscular 
stimulant,”’ and referred to the work of the late Professor 
E. H. Starling as throwing a flood of light on the whole 
subject. The definition of the term ‘“ cardio-muscular 
stimulant ”’ could be brought down to the terms of muscular 
efficiency—that is to say, the relation between the amount 
of energy actually expended in mechanical work and the 
total energy changes of the heart measured by oxygen 
consumption. He thought it fairly certain that adrenaline 
could be correctly described as a cardiac stimulant. A 
heart driven at a constant rate by faradic stimulation 
would contract under the influence of adrenaline. 

Dr. T. Izop Bennett said that startling effects from large 
doses of camphor given intramuscularly were by no means 
rare. The camphor had very likely a peripheral effect 
though he could not believe that it was merely a peripheral 
irritant. At the Middlesex Hospital they were accus- 
tomed not infrequently to use camphor up to 20 or 30 
grains in a single administration. With regard to strych- 
nine and alcohol, his own experience had never caused him 
to deviate from the accepted teaching of the pharmaco- 
logists that the effects of these two drugs were rather in 
opposite directions—that is to say, almost all the effects of 
alcohol were in the nature of depressant effects, whereas 
those of strychnine were largely stimulating. , 


HEAD INJURIES. 
At a mecting of the Section of Neurology of the Royal 
Society of Medicine on October 11th, Mr. Donarp Armour 
delivered the presidential address, and took for his subject 

‘Some considerations on head injuries.” 

Mr. Armour said that John Bell, writing a century and 
@ quarter ago, had expressed what would be his main 
thesis: ‘‘ And we have this encouragement to consider the 
pathology in place of the anatomy of the skull as the 
tule of our prognostics, that while anatomy and the 
ftumeration and classification of fractures has led to an 
undue propensity to operation, tho study of the living 
powers, and the mutual dependence of these parts, leads 
to a reserved, modest, and rational practice, to a just 
confidence in the powers of nature, to a careful and 
slicitous attention to all the insidious symptoms of an 
‘njured brain.’? The speaker remarked that in the past 
aad up to the present the subject of head injuries in the 
textbooks on surgery appeared in the section on “ frac- 
‘ures’: thus the mind of the medical practitioner had 


teen imbued early with an exaggerated importance of the 

enumeration and classification ’’ of fractures of the skull, 
‘o the detriment of a proper appreciation of the much more 
‘tiportant part of the subject—namely, the functional or 


organic damage that the skull contents might have suffered. 
This was constantly revealed by the early insistence upon 
an a-ray picture of the skull being taken, following a 
head injury, as if the presence or not of a fracture of the 
skull were the important factor in the case, and as if the 
result of the x-ray picture would be sufficient to determine 
by what means and methods the associated cerebral injury 
should be treated. Moreover, its very use constituted at 
times a pitfall in forming a prognosis of a head injury, 
because of the false importance attached to the presence 
or absence of a fracture of the skull, its absence always 
presuming a better prognosis than its presence. For the 
same reason there was, he thought, a widespread lack of 
appreciation of the importance of so-called minor head 
injuries—“ minor,’’ perhaps, in the estimation of the 
patient and his doctor at the time, but so often ‘‘ major ”’ 
in their later manifestations and sequels. A general 
increase in intracranial pressure was the commonest result 
of severe head injury; this was brought about, in the first 
instance, by reactionary oedema or haemorrhage, or both. 
This increased pressure might be aggravated later or 
maintained by interference with the paths of absorption 
of the cerebro-spinal fluid, the mechanical result of the 
swelling or displacement of the brain itself. Such swelling 
or displacement interfered first by blocking the cerebral 
subarachnoid spaces, and, consequently, cerebro-spinal fluid 
collected in the basal cisterns and in the ventricles. The 
enlargement of the basal cisterns forced the mid-brain up, 
occluding the narrow spaces of the incisura tentorii. The 
swollen brain with its distended ventricles, pushed -ap 
against the resistant tissue, interfered still more with 
absorption, and so a vicious circle was established. Such 
was the result at any rate of a severe injury. Could the 
same factors in lesser degree explain the symptoms asso- 
ciated with or following upon a so-called minor injury? 
There could be no doubt that the symptoms usually follow- 
ing concussion—the commonest of which was headache of 
varying degree—were the expression of an altered pressure 
of ‘the cerebro-spinal fluid. The increase of tension 
following upon slight injuries and maintained over a con- 
siderable period might be due to such factors—acting alone 
or in combination—as the increase in the amount of the 
cerebro-spinal fluid secreted, interference with its circula- 
tion and absorption, and variation in the volume of the 
cranial contents—nervous, ventricular, and vascular. With 
regard to the presence or absence of blood in the cerebro- 
spinal fluid following head injuries, the importance of this 
was often stressed beyond its true clinical significance. Its 
presence was only of significance as a corroborative sign of 
intracranial injury, associated with bleeding from an 
intradural vessel. Its absence, however, did not exclude 
intracranial haemorrhage, even if it was subdural or sub- 
arachnoidal. From the point of view of treatment, neither 
the presence rior the absence of blood in the cerebro- 
spinal fluid had any importance whatever. The pressure of 
the fluid as an indication of the degree of intracranial 
tension was the all-important matter. 

After an interesting discussion of the eyes in head 
injuries, and the yalue of the examination of the discs in 
cases of local compression, Mr. Armour went on ‘to plead 
for the more frequent use of lumbar puncture as a thera- 
peutic measure in both acute and chronic head injuries. 
While in no way a substitute for a decompression operation 
in cases of high intracranial tension, and being even 
dangerous in some cases owing to the risk of medullary 
compression at the foramen magnum, yet in milder cases 
of increased tension the slow withdrawal of fluid, repeated 
if necessary, was of very great value. It frequently allowed 
an operation to be postponed until all conditions were 
suitable. But the pressure of the fluid, not the quantity 
withdrawn, was the determining factor as to the future 
conduct of the case. Again, in cases obviously not 
requiring the major operation of decompression, but in 
which severe headache, extreme restlessness, irritability, 
and fatigue were present, repeated lumbar puncture was of 
the greatest value in mitigating or curing these distressing 
symptoms. Therein lay the value of the so-called ‘* spon- 
taneous decompression ’’ in fractures of the skull, with 
leakage of cerebro-spinal fluid—a value, unfortunately, too 
often offset by the ever-present danger of infection. 
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ALCOHOL ADDICTION AND MENTAL DISORDER. 


{ Tue Berrien 
Mevicat 


J ALCOHOL AND DRUG ADDICTION IN RELATION 
TO MENTAL DISORDER. 


In opening a discussion of this subject at a meeting of the 
Society for the Study of Inebriety, in the rooms of the 
Medical Society of London on October 9th, Dr. Husert J. 
Norman said the relationship was not always clear; hence 
there was still likely to be theorizing as to the part played 
by alcohol and drugs in producing mental disorder. Even 
so, there was a good deal which was non-contentious. Was 
their influence invariably deleterious? The effect upon the 
nervous system was only one aspect of the subject; other 
parts of the economy were also involved. The differential 
symptoms were not dealt with, but rather the common 
results. There was a general resemblance in the funda- 
mental characters of the symptems produced by these 
substances acting on the cerebral cortex. The differences 
depended more’ upon the quantity taken and duration of 
habit. The chief reason for their absorption was in order 
to produce euphoria and to overcome the feeling of inade- 
quacy. The effect was to interfere with the inhibitions fer 
which the cortex was responsible; this resulted in changes 
of conduct by the liberation of impulses—for example, 
irritability, maniacal fury, “‘ berserk’ rage, ete. These 
were due to the action of other areas of cells from which 
the inhibitions had been removed. Intellectual deteriora-. 
tion varying in degree followed: confusion, delirium, 
disorientation. Association of ideas was at first stimulated, 
but later slowed. Imagination was increased, but the 
intellectual content decreased. There was impairment of 
the ‘‘ moral sense.’’ Illusions and hallucinations of the 
senses occurred and delusions were formulated; memory 
was also impaired—the addict suffering from amnesia and 
paramnesia, together with aboulia, or loss of will-power, 
indifference, and apathy; there were periods of |ucidrty, 
but more often lack of insight. 

The more common symptom-complexes were those asso- 
ciated with alcohol: the polyneuritic psychosis, delirium 
tremens, dipsomania, alcoholic paranoia, and hallucinosis. 
Some of these were related to the ordinary and, possibly, 
non-toxic psychoses. At times the taking of alcohol was 
only incidental, as in association with manic-depressive 
insanity, general paralysis of the imsane, epilepsy, and 
dementia praecox. Long. continuance of habit, linked as 
it was with neuropathic defect, tended te bring the indi- 
vidual to the commen termination ef all chromic mental 
disorders—namely, mental impairment. The minor degrees 
of this might be overlooked. The nerveus system had great 
potentiality for recovery, even after long periods ef excess ; 
it was, however, sometimes difficult to subject the patient 
to treatment—he had a perfect right to depe himself 
stupid. If, of course, cell disintegration had taken place, 
the patient remained to that extent mentally crippled. 

Dr. Norman quoted some examples of prominent persons 
who had exhibited deterioration with the taking of drink 
or drugs; among others he mentioned James Thomson, 
Poe, Richard Porson, Verlaine, Francis Thompson, Oscar 
Wilde, and Swinburne. The importance of the influence 
of excess on those who cccupied pesitigns of power was 
great. This had been frequently exemplified in history— 
for example, in the case of Judge Jeffreys. . 

Mental disorder in association with drugs and drink 

~ might demonstrate very clearly the difficulty in deciding 
between sanity and insanity, responsibility and irresponsi- 
bility, certifiability and non-certifiability. It was difficult, 
too, to suggest a solution of the problem of prevention. 
As so many of the individuals were neuropathic they were 
fated to become victims to some form of mental disorder. 
If they were prohibited from getting one substance they 
would obtain another. 


DEGREES OF DRUNKENNESS. 

A meetine of the Clinical Society of Bath was held on 
October Sth at the Royal United Hospital, Bath, when 
the chair was taken by Mr. A. pe V. Biaruwayr, and Dr. 
K. Scorr Warts read a paper entitled “ Drunk and drivine 
_a@ motor car.”’ 

Dr. E. Scott White suggested that a lesser degree of 
intoxication than usual had to be proved in order to find a 


man guilty of ‘‘ drunkenness ’’ under the Criminal Justices 
Act. He suggested as am acid test of this state that the 
examiner would be unwilling to trust himseif to be driven 
by the person accused. He gave details of some suggestions 
as to tests which might be applied in helping the examiner 
to come to a conclusion. He called particular attention 
to the recent work of Professor Mellanby, showing how his 
investigations with reference to the conceutration of alcohol 
in the urine could be used in diagnosing various degrees 
of insobriety. 
Clinical Cases. 

Dr. Vixcent Coares showed a case of myositis oxsificans 
of several years’ duration in a young male adult. There 
were deposits in many muscles, especially the glutei and 
psoas, and the case was complicated by a general arthritis 
and spondylitis. This, together with comparative smallness 
of the great toes, seemed to bring the case into the rare 
category of ‘‘ myositis ossifieams para-arthritica,’’ described 
by the Pelish observer Lwow. Dr. Coates also showed a 
case of sclerodermia in a man whose condition was greatly 
improved after vapour baths, thyroid extract, and sodium 
salicylate, and a patient with enlarged glands im the neck 
and a swelling behind the tonsil, considered to be due to 
tuberculosis, and net sarcoma, in view of its chronicity. 
His next case was one of enlarged liver and spleen in a 
young child with a strongly positive Wassermann reaction 
which had vielded but slowly to intravenous arsenic, inune- 
tions of mercury, and iodides given by the mouth. A 
levulose test showed that there was considerable hepatic 
damage. He alse exhibited a case of profuse rheumatic 
subcutaneous nodules and chorea in a girl aged 9. 

Mr. Dvuxcan showed a case of osteomyelitis ef the femur 
recently operated upon in the Royal United Hospital. In 
his opinion recovery was very largely due to the fact 
that it had been diagnosed so early by the medical jpracti- 
tiouer who seut the patient to hospital. 

Mr. Levis showed a bad case of comminuted fracture of 
the upper half of the left femur, which had been treated 
in a remote part of the Scottish Highlands without the aid 
of x rays. The first radiogram, taken five months later, 
showed an exceediugly good functional result with less than 
half an inch of shortening. He also presented a case of 
ulnar nerve paralysis following injury. 

Dr. Dexicats showed a case of early disseminated 
sclerosis. 

Mr. A. L. Fviier exhibited a crochet hook which had 
been inserted into the vagina and was ultimately recovered 
from the peritoneal cavity on abdominal section. He abo 
brought a specimen removed from an infant 18 hours old, 
showing intestinal obstruction due to interruption of the 
lumen of the small intestine and non-development of the 
lower portion of the small intestine and colon. 


HEATING AND VENTILATION OF SCHOOLS. 

Ix a paper on ‘‘ Methods of heating and ventilating schools 
and their iafluence on health,” read before the Institution of 
Heating and Ventilating Engimeers in London on October Sth, 
Dr. H. M. Verwon, investigator for the Industrial Fatigue 
Research Board, said thatthe requisites of a good system were 
that it should keep the children sufficiently warm to enable 
them to reap the full benefit of the instruction being imparted 
to them. The air should not be so cold that their hands were 
numbed and their feet chilled, nor should it be so warm that 
they tended to become indolent and sleepy. If possible the 
temperature of the air at foot level should be equal to that # 
head level, if not above it; cool heads and warm feet were 
better than warm heads and cool feet, which most systems 
of heating tended to induce. There should be a fair degree of 
air movement, as moving air was more invigorating than 
stagnant air, and it was important that the air should not smell 
stuffy and unpleasant. It was desirable that these requisite 
should be obtained with the minimum of expense, and that the’ 
heating and ventilating arrangements should be of such 4 
character that they were easily controlled and did not readily 
get. out of order. Hence natural systems of ventilation wer 
preferable to mechanical systems, provided they did their work 
properly, not only on most days of the year, but on all days, 
whether the outside air was very cold or very hot, and whethe 
it was dead calm or blowing a gale. 
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Rebietus. 


DISEASES OF THE SCALP. 

Dr. Sasovravp has now published his fourth volume cf 
the Maladies du Cuir Chevelu. To the uninitiated it would 
seem an enormous—almost an impossible—undertaking to 
fill four volumes with an account of the diseases of the 
scalp alone. Sabouraud, however, states that the complete 
treatise which he has projected will extend to six, and his 
admirers will hope that he may be permitted to complete 
his allotted task. The fact is that the diseases of the 
scalp form for the author merely a text on which to hang 
his long and ingenious researches on all the infective 
diseases, fungoid or bacterial, which afflict the human 
cutex. Every student of dermatology is aware of the 
way in which he has cleared up the problems of ringworm 
and impetigo. The present volume! he has devoted to the 
pustular infections, and there is a certain amount of 
repetition of work which has already been recognized 
as established—for example, the streptococcal origin of 
impetigo contagiosa and the method (for which we are 
indebted to Griffon) of cultivating the streptococcus from 
the primary vesicles of the disease are all demonstrated 
over again. This, however, is necessary in order to com- 
plete the proper account of the disease from every aspect, 
as is fitting in a monumental treatise; moreover, we find 
here by far the best clinical description of impetigo in all 
its forms and variations that we have ever seen. 

The tendency in general of Sabouraud’s work is to show 
that many dermatoses hitherto unsuspected are due to 
bacterial infection, whether streptococcal or staphylococcal. 
Among others, that troublesome condition in which the 
scalp is universally inflamed and covered with greasy 
crusts more or less adherent to an erythematous and 
weeping base, the erythema extending beyond the margin 
of the hair, Sabouraud shows is probably a chronic strepto- 
coccal infection. In this volume the various staphylococcal 
dermatoses are also discussed in great detail, including 
the relations and distinctions between sycosis and acne 
necrotica. A puzzling point, noted but not explained, is 
the great tendency of sycosis to become chronic although 
the seat of the infection is extremely superficial. Another 
important subject dealt with in these pages is eczema. 
Sabouraud contrasts the polymorphic clinical appearances 
with the histological unity of the various forms. He is, 
however, as might be expected, chiefly concerned with the 
secondary microbic complications of that condition, a 
subject which, as he remarks, is difficult owing to the lack 
of specificity of the microbes living on the cutaneous 
surface and to the ease with which contamination takes 
place. Among other dermatoses discussed is the well- 
known pityriasis rosea, which he classes as one of the 
eczematides. But it is very difficult to do justice to the 
author’s arguments within the compass of a short notice. 
Every dermatologist should read this book for himself, 
He will find it fascinating. 


PSYCHOPATHOLOGY. 
A vo.cume entitled Hypnosis? is a translation from the 
German of a monograph by Professor Pact Scurtper and 
Dr. Orro Kavpers of the Psychiatric Clinic, Vienna. We 
do not hear so much about hypnosis as a therapeutic 
weapon as formerly, but there can be but little doubt 
that it is useful in the treatment of a number of morbid 
conditions. The authors state that it has considerable 
valuo in the treatment even of organic disease, since apart 
from the question of whether psychetherapy can or cannot 
affect the fundamental trouble, it will be in a position 
to attain important results by influencing the individual 
attitude. The limitations and possibilities of hypnotic 
treatment are considered in organic illnesses, neurotic dis- 
turbances, drug addiction, sexual perversions, disturbances 


1} Pyodermites et Eczémas. Maladies du Cuir Cherelu. IV, Les Maladies 
suppuratives et exsudatives, Par je Dr. R. Sabouraud. Paris : Masson et 
Cie. 1928. (Sup. roy. 8vo, pp. 284; 149 figures. 60 fr. sans majoration.) 

2 Hypnosis. By Professor Paul Schilder, M.D., Ph.D., and Dr. Otto 
Kauders. Translated by Simon Rothenberg. Nervous and Mental Disease 

onograph Series, No. 46. New York and Washington: Nervous and 
Mental Disease Publishing Company. (Med. 8vo, pp. 118. 2.50 dollars.) 


of potency, and the psychoses. Apart from the question of 
therapeutics, the phenomena of hypnosis are themselves 
deserving of investigation. The authors here deal with 
their subject from both the biological and psychological 
standpoints, pointing out that in the last analysis the 
results of cach of these methods of approach to the same 
problem should harmonize with one another. In successive 
chapters the following subjects are discussed: the effects 
of hypnosis; sleep and hypnosis; the state of consciousness 
of the hypnotized; the suggestive relation; the psycho- 
analytic theory of hypnosis; hypnosis as a social pheno- 
menon; and the physiological theory of hypnosis. The 
psychopathologist will find this volume useful and 
informing. It provides a clear account of the most recent 
work on the subject with which it is concerned, and 
admirably combines biological conceptions with the recent 
conceptions of psycho-analysis. 


At first sight it might appear somewhat unsuitable to 
include Dr. Evy Jeiirre’s monograph on Postencephalitic 
Respiratory Disorders* under the heading of ‘‘ psycho- 
pathology.’”’ Disorders of behaviour are often observed as 
a sequel to acute lethargic encephalitis in children, but 
the remarkable respiratory disturbances occurring as post- 
encephalitic symptoms are generally regarded as con- 
ditioned by disease of the respiratory mechanism rather 
than by psychological factors. Dr. Jelliffe does not deny 
that these respiratory syndromes are related to neurological 
lesions; he gives, indeed, an excellent summary of the 
various hypotheses which have been advanced to explain 
the respiratory disorders. He suggests, however, that 
these morbid reactions have also psychological deter- 
minants, and endeavours to interpret them along psycho- 
analytic lines as libidinous regressions to primary organ 
eroticism. In support of this thesis he gives case histories 
of two patients who derived apparent benefit from treat- 
ment by psycho-analysis. Thus for the author these 
respiratory symptoms present a problem which is at least 
as much the concern of the psychopathologist as of the 
organic neurologist. Dr. Jelliffe writes obscurely, and it 
is doubtful if his formulations will carry conviction. At 
the same time the neurological sequels of lethargic 
encephalitis do often appear to be influenced by psycho- 
logical factors, and we should not be disposed to deny 
that psychogenesis plays a part in the causation of the 
respiratory symptoms or that psychotherapy may be helpful 
in their treatment. The book contains a valuable summary 
of the literature. 


The thesis developed by Dr. Tricant Burrow in his 
book on The Social Basis of Consciousness* is somewhat 
difficult to grasp, but we believe it is not without 
significance. The basis of his essay, the writer explains, 
is precisely the recognition of the impossible breach between 
the condition of consciousness produced through a know- 
ledge about feeling and the condition of consciousness that 
is the feeling itself, between the state of mind that is 
commentative and the state of mind that is functioning. 
The former is objective, the latter subjective. The failure 
of our psychological methods to recognize this intrinsic 
distinction is, so Dr. Burrow considers, the failure of our 
entire approach to the problems of mental and social dis- 
harmony. He feels, furthermore, that it is this unwitting 
substitution of the theory of human feelings for the 
unannotated experience of the experiences themselves as 
recorded in our interactive functioning as human beings 
that explains the impossibility of our present ‘‘ method ” 
of psycho-analysis. The author is of the opinion that 
to-day, under the impetus of psycho-analysis in_ its 
theoretical or vicarious form, we are carrying theory to 
the point of absurdity. He gives as an example the 
psycho-analytic theory of the nursery. Anxious young 
mothers are running about looking for texts which will 
serve them as guides in the love of their children. They 


s halitie Respiratory Disorders. By Smith Ely Jelliffe, M.D., 
nb bee and Mental Disease Monograph Series, No. 45. New York 
and Washington: Nervous and Mental Disease Publishing Company. 
(Med. 8vo, pp. ii + 135. 2.50 dollars.) 

4The Social Basis of Consciousness. By Trigant Burrow, M.D., Ph.D. 
The International Library of Psychology, P yy ey Scientific 
Method. London : Kegan Paul, Trench, Trubner and Co., Ltd. (Demy 
8vo, pp. xiii + 256. 6d. net.) 
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ave diligently searching upon every hand for the latest 
approved theory of maternal love. And in response to the 
demand the popular literature is supplying them with full 
details. But there are no librettos of the nursery. 
Baedekers to motherhood are not to be had. The mother- 
hood that is true is a subjective relationship, and it is 
only subjectively that it can be felt and understood. The 
case is cited of a patient whose mother, actuated by the 
theory of motherhood in its highest ‘* scjentifie ’’ inter- 
pretation, undertook to enlighten her upon the significance 
of sex. The mother, having gathered courage for the 
performance of her maternal duty, delivered her message 
with a punctiliousness which from the point of view of 
technique was irreproachable. She spoke out of the 
strictest regard for the theory of motherhood. But unfor- 
tunately her theory left out of account an item that needs 
to be reckoned with—namely, the native simplicity of the 
consciousness of childhood. The woman spoke out of the 
theory of truth, but her child listened with the organic 
susceptibility of truth itself. The mother had not accepted 
within herself the actual significance of life, and so, in 
accordance with the formality of a theory, was vicariously 
imposing its acceptance upon her child. But childish per- 
ception pierces the veil of pedagogic finesse. The rigid 
demeanour of her instructor readily disclosed the dis- 
crepancy between the verbal recital and the utter lack of 
conscious acceptance within herself. For the child, now a 
middle-aged woman, the moment was unforgettable. She 
had witnessed in her mother an outrage to organic truth, 
and the shock of that experience caused a psychic disunity 
between mother and child from which there resulted an 
introversion of personality that covered half a lifetime, And 
so, the auther observes, while the theory of the nursery 
is from the point of view of theory wholly irreproachable, 
it is from the point of view of the nursery wholly absurd. 
This quotation will serve to indicate the kind of idea 
which it is the aim of the author to elaborate. The book 
is not easy reading, but it is full of psychological insight 
and, in the opinion of the reviewer, well repays careful 
study. Dr. Burrow is clearly both enthusiastic and sincere. 


THE BLOOD PLASMA. 

Ix The Blood Plasma in Health and Disease,> one of the 
Monographs of Medical and Surgical Science, appearing 
under Professor R. J. 8S. McDowall’s editorship, Dr. J. W. 
Pickerenc, lecturer on haematology in King’s College, 
University of London, has done good service by giving 
a full account of the present state of knowledge about 
this constituent of the blood, which has certainly attracted 
less general attention than the histological characters and 
embryological origin of the contained cells. : 

Though attractive on account of its potentialities, in- 
vestigation of the blood plasma is, from its constantly 
changing character and constituents, beset with difficulties, 
William Harvey believed that the blood is a living tissue. 
In 1886 Wooldridge reiterated this hypothesis to the extent 
of saying that the blood plasma is a living fluid; this 
might be considered coinpatible with the view that the 
various proteins which can be obtained from it are arte- 
facts. In suggesting general conclusions, Dr. Pickering 
has_ wisely adopted the broad principle of doing so only 
when the physico-chemical and the biological phenomena 
point in the same direction; for example, he holds that 
normal plasma is not a mixture of different colloids, but 
a co-ordinated complex in which the less stable fractions 
(pro-thrombin and fibrinogen) are united to the more 
stable fractions (serum globulin and albumin), and so 
protected from the disruptive action of calcium ions, which 
is essential for the inception of blood clotting. It cannot 
yet be said to be established that the plasma is a living 
substance, or that thrombosis is allied to necresis. “ 

The immense subject of the coagulation of the blood is 
systematically and thoroughly gone into; the condition 
of the blood in anaphylactic and anaphylactoid states, in 
which there is plenty of pro-thrombin and an almost com- 
plete absence of thrombin, is dealt with; and in the chapter 


5 Fhe Blood Plasma in Health and Disease. By J. W. a D.Se.Lond, 


liam Heine- 
12s, 6d. net.) 


Monographs of Medical and Surgical Science. London: Wi 
mann (Medical Books), Ltd. 1928. (Demy 8vo, pp. xi + 247. 


on the blood of abnormal bleeders the characters of Tiaemo- 
philia and purpura haemorthagica are fully considered, 
In an appendix there is a useful synopsis of the newer 
haemostatic agents. In conclusion, this well-documented 
monograph provides a valuable source of reference on a 
subject of much difficulty from a scientific aspect, and gives 
a considerable amount of practical information in regard 
to treatment. 


VILLOUS TUMOUR OF THE RECTUM. 

Tat the villous tumour of the rectum is a definite entity, 
with features that distinguish it from adenoma on the 
one hand and cancer on the other, is an opinion which is 
supported by both its clinical history and _ pathological 
anatomy. Dr. Anpré Lampiine’s book® gives a good 
description of the architecture of the villous tumour, its 
symptom-complex and proper treatment. The histories of 
his thirty-seven cases prove that the patient suffering from 
a villous tumour of the rectum is not likely to have his 
malady correctly diagnosed until he has become impatient 
with the palliative treatment offered for supposed colitis 
or haemorrhoids. This is all the more regrettable, since 
the surgical treatment is relatively simple and can offer 
a good prospect of permanent cure. 

But while welcoming the general educational value of 
this book, we cannot pass without criticism the author’s 
classification of the villous tumour into a benign variety 
and one which from the first is malignant. The more 
cautious, and also more likely, opinion—that every malig- 
nant villous tumour was at one time in a benign stage, and 
that any benign villous tumour may ultimately become 
malignant—is unshaken by any of the author’s arguments. 
We do not feel that the slight histological differences he 
describes between the two types have any great importance 
and validity, and we must also point out that the patho- 
legist is venturing into very disputed territory when he 
professes to diagnose malignancy in the absence of the one 
urequivocal sign—namely, intrusion of atypical epithelium 
into regions where it should not be. 


ST. BARTHOLOMEW’S HOSPITAL REPORTS. 
Tue sixty-first volume of St. Bartholomew’s Hospital 
Reports’ opens with one of the historical articles which 
Sir D’Arcy Power writes so pleasantly and with authority; 
in this instance he deals with Harvey’s physiciancy 
(1609-43) at the hospital. At that time the hospital was 
a series of detached buildings clustered round a central 
hall, and one of the houses was available for the physicians, 
a privilege which Harvey waived, and he therefore received 
an increased salary. Of the seventeen other articles the 
first seven deal with the respiratory system; Professor 


FF. R. Fraser writes, out of the fullness of his recent 


Goulstonian Lectures, on dyspnoea; Drs. F. G, Chandler 
and J. V. Sparks set out with skiagrams the diagnosis 
of bronchiectasis with special reference to the value of 
lipiodol injections, and mention a special trocar and 
cannula, suggested by the senior of the two contributors, 
for the injection of lipiodo! through the crico-thyroid 
membrane—a procedure remarkably free from serious dis- 
comfort. In his well-illustrated account of collapse therapy 
in unilateral basal bronchiectasis Mr. J. E. H. Roberts 
urges early operation before the disease has become 
bilateral, as at this stage operation is reasonably safe and 
the prospects of considerable improvement or even cure 
are good. Artificial pneumothorax is considered in two 
articles by Drs. F. H. Young and by R. Hilton, and Dr. C. L. 


Hewer writes on anaesthesia in thoracic operations. Mr. 


McMahon pleads for the early use of exercises after opera- 
tion for empyema. There are three articles dealing with 
the nervous system; Mr. Just records two cases of cystie 
serous meningitis of the posterior fossa of otitic origin; 
Dr. E. A. Carmichael of the Medical Professorial Unit 
gives a good account of the cerebro-spinal fluid in diseases 
of the ear and nose; and from the Surgical Professorial 
Unit Mr. J. P. Ross records cases of intracranial injury 

6 Les Tumeurs Villeuses du Rectum. Par André Lambling. Paris: 
Masson et Cie. 1928. (64 x 10, pp. 118; 15 figures. 18 fr, sans majoration.) 


7 St. Bartholomew's Hospital Reports, vol. London: J. Murray. 
1928. (Demy 8vo, pp. xxv + 260; 39 illustrations. 21s.) 
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NOTES ON BOOKS. 67 
interesting on account of diagnostic features or treatment. | habit of repeating himself on every other page. He cannot 


Mr. J. B. Hume presents the report of the committee 
on the lead treatment of cancer; this investigation was 
carried out on twenty patients, but no evidence pointing to 
the value of the treatment was forthcoming, and the con- 
clusions are highly unfavourable to this method of treat- 
ment. Mr. J. P. Hosford analyses 50 cases of acute osteo- 
myelitis, 29, or 58 per cent., of these being due to Staphylo- 
coccus aureus infection. Mr. A. E. Roche contributes a 
valuable essay on torsion of the spermatic cord, of which 
he has had a rather unusual experience. Mr. R. T. Payne 
writes on the therapeutic thrombosis of varicose veins from 
an cxperience of 75 cases treated by sclerosing injections 
of quinine and urethane. The interest of the volume is 
kept up by the records of cases of rat-bite fever, heart- 
block, and femoral aneurysm. 


NOTES ON BOOKS. 


Dr. O. W. Beruea has taken the latest and most generally 
accepted infdrmation on the diagnosis and treatment of about 
one hundred of the most common medical diseases, and produced 
a volume entitled Clinical Medicine.’ He seeks especially to 
give such information as will be of use to the general practi- 
tioner working neither in the homes of the wealthy nor in the 
fully equipped hospital. From this point of view of practi- 
cality much of the book is very useful, although the detailed 
information about what gramophone records are most 


suitable for hysterical patients (p. 575) seems a little absurd. - 


The method of choosing certain diseases is open to criticism, 
for it results in such- anomalies as hyperthyroidism being 
mentioned and cretinism omitted, the treatment of leprosy 
being discussed while syphilis is barely mentioned. 
author states that ‘‘ unproven theory has been omitted almost 
entirely,’’ and this explains why much of what is written on 
etiology is unsatisfactory. The section on acute endocarditis 
appears very muddled in this respect. Of bronchiectasis he 
says (p. 94): ‘‘ This is a condition peculiar to middle life 
and old age. . . . The condition is secondary to other diseases, 
such as tuberculosis and chronic bronchitis,’’ and then gives 
an inaccurate picture of the etiology of this disorder. As a 
collection of clinical lectures (which, as the author admits, is 
what is here presented) the book has some value, but the 
general impression left is that. the author has. been too 
ambitious. 


Dr. Jupson Herrick, in the fourth edition of his well-known 
and invaluable /ntroduction to Neurology,® has rewritten the 
chapters on the cerebellum and on the sympathetic nervous 
system. The author does not approve of the terms para- 
sympathetic, splanchnic, or autonomic, and does not use them. 
His visceral nervous system includes all neurons, whether 
central or peripheral, primarily serving the visceral functions. 
The sympathetic system is used as a topographic name for the 
peripheral ganglionated trunks and plexuses. The section 
dealing with the cerebellum is well done, especially considering 
the brevity of the chapter and the confusion of cerebellar 
nomenclature which exists. 


Dr. Put Lewin of Chicago has written A Jezxt-book of 
Orthopaedic Surgery for Nurses.°_ There is, of course, nothing 
in it that may not be found in the standard works on ortho- 
paedics, but the subject is briefly and simply dealt with, and 
no doubt the book will be welcomed by those for whom it is 
intended, and the nurses who master it may hope to feel 
themselves in a position to appreciate and perhaps to criticize 
the aaeseine and treatment of the surgeons with whom they 
work. 


Physical education seems, at all events in America, to be 
developing into a science, and it is not surprising, therefore, 
to find that the Teachers’ College of Columbia University, 
New York, already has a professorial chair in the subject, and 
that the professor, Dr. J. F. Wittiams, has felt called upon 
to publish a book, The Principles of Physical Education, on 
the scientific facts underlying physical education, together with 
its developmental, preventive, and educational aspects. Un- 
fortunately Dr. Williams is a ponderous writer, with a confirmed 


§ Clinical Medicine. By Oscar W. Bethea, M.D., Ph.G., F.C.S., F.A.C.P. 
Philadelphia and London: W. B. Saunders Company. 1928.' (6 x 93, 
pp. 700; 6 figures, 35s. net.) 
* An Introduction to Neucsiory. By C. Judson Herrick. Fourth edition, 
thoroughly revised. Philadelphia and London: W. B. Saunders Company. 
1927, (Post 8vo, pp. 405; 140 figures. 12s. 6d. net.) 
10'4 Text-book of Ortho aedic Surgery for Nurses. By Philip Lewin, 
M.D., F.A.C.S. Philadelphia and London: W. Saunders Company. 
(Demy 8vo, pp. 355; 161 figures. 15s. net.) 
The Principles of Physical Education. By Jesse Feiring Williams, 
A.B., M.D. Philadelphia and London: W. B. Saunders Company. 1927. 
(Post 8vo, pp. xxv + 481; 26 figures. 14s. net.) 


The . 


get away for a moment from his main thesis—that the function 
of physical education is primarily education, and that it is not 
a method for securing health. He is contemptuous of Swedish 
exercises, calisthenics, and other formal exercises imported into 
America by immigrants. Such exercises were suitable, perhaps, 
for effete, militarized communities in Europe; they are not 
compatible with the ideals of a free democratic society. He 
wants a program ’’ for developing educational activities of 
a natural kind out of doors, rather than therapeutic corrective 
evercises in the classrooms of the school. e dislikes the 
assumption that the child, on entering school, does not know 
how to breathe properly, and needs oxygen and _ breathing 
exercises. There is probably some truth, if not good English, 
in his statement that ‘‘ the majority of children enter on their 
teens with round backs, and in most of them it has disappeared 
in the next half-dozen years.” For the development of 
‘certain motor habits that reflect neuron organizations in the 
nervous system,’’ Dr. Williams advocates games, beginning 
with those that are related to the individual's instinctive 
organization, such as running, jumping, throwing, hanging. by 
the arms, and so on. Later on education will proceed to 
swimming, football, baseball, camping, fishing, and ‘ hiking.”’ 
In this country the need for a professor of physical education 
has hardly arisen as yet; but it appears that the authorities of 
our primary schools agree with the author that for physical 
development games are preferable to formal hygienic exercises. 


The fourth edition of the Chemical Encyclopaedia,’? by C. T. 
KINGZETT, is some 200 pages larger than the previous one, which 
appeared in 1924. The book is an epitomized digest of chemistry 
and its industrial applications. The bibliographical side has 
received special attention, and an immense amount of ccndensed 
information is made available. There is little doubt that 
the popularity of this edition will exceed even that of its 
predecessors. 


By C. T. Kin 


12 ('‘hemical Encyclopaedia. 
Tindall an 


edition. London: Bailliére, 
pp. vii + 808. 55s. net.) 
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PREPARATIONS AND APPLIANCES. 

A “Non-Sxip”’ Heap. 
Mr. O. Popper, F.R.C.S., first assistant, Royal Ear Hospital, 
University College Hospital, writes: It is a remarkable fact that 
perfect enucleation of tonsils by the guillotine fails co often; even 
immaculate technique is not infallible. One sees failures ranging 
from the small pjece of capsule which has been “ buttonholed ”’ to 
an almost complete tonsil remaining as rests in one or both tonsillar 
fossae. Complete rotation or inversion of the tonsil through the 
eng ring is the secret of perfect enucleation. When this has 


een effected and the new position of the tonsil is sustained by ( 


counter-pressure the rest of the operation becomes automatic. 
During this inversion the end of the guillotine head becomes the 
fulcrum around which the tonsil is rotated and the instrument is 
held rigid. Here there is a great tendency 
for the .lateral and posterior portion of the ey) 
it invariably becomes bent or otherwise 

injured very early in its career. In con- , 
sequence the blade does not go home com- 

pletely, and part of the tonsil or capsule 

slips back through the gap. A more robust 

type of end is therefore indicated where 

the surgeon does not care to carry a large 

selection of guillutines or to be obliged 

to supervise his instrument most carefully, 

especially when it is being thrown into the 

sterilizer. To counteract the tendency of 

the tonsil to skid or slip back I fen 

found the illotine head illustrated most 

distal half, the projections being miniature 

chisels which are undercut; note that this ’ 
edge bounds the opening of the ring, and is therefore not quite 


effective. he inner ring margin at the 
upper surface is sharp and serrated in its 


tonsil to slip back or “skid” out of the 
ring, especially where the tonsil is flat, 
buried, or fibrous—the so-called “* difficult ”’ 
case. Particularly is this liability great 
when the blade is being driven home and 

finger-pressure above the tonsil is slightly 

eased to avoid the blade. Furthermore, 

where the guillotine head is thin and frail 

at the end of the head. The guillotine head is placed behind the 
tonsil in the usual way. As the tonsil is pressed over this edge 
it is securely anchored and cannot slip back. There are many 
types of excellent guillotines, and the selection is a matter of 
individual taste with regard to such characteristics as weight, 
handle, and grip. I would recommend the incorporation of the 
“non-skid” head so as further to increase its efficiency. The 
advantages are, briefly : (1) There is no skidding; it anchors the 


tonsil during the most important pe of the operation. (2) It 
dees not interfere 'with the usual technique of the operation. 
(3) It occupies no extra space, and can be incorporated in the 


(4) It makes enucleation easy in 
(5) The head is robust. 


instrument usually employed. 
the ‘ difficult ’’ cases. 
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LUNACY AND MENTAL DEFICIENCY. 


Tue Boarv or Conrro.’s Rerort ror 1927. 
Ix the fourteenth annual report of the Board of Control,' 
of which the mental deficiency section was noticed in our 
last issue (p. 670), regret is expressed that it has not yet 
been found practicable to give effect to the recommendations 
of the Royal Commission on Lunacy and Mental Disorder 
and to intreduce legislation to facilitate early treatment 
of mental disorders. {tt is a pity that, so far, lack of 
parliamentary time has prevented a matter of such urgency 
from receiving due consideration. At present the great 
majority of victims of mental disorder cannot obtain 


‘institutional treatment until they have been certified insane. 


This means, in effect, that they cannot receive the advan- 
tages offered by the modern development of psychological 
medicine at the stage of their malady when they can best 
derive benefit from them. The Board expresses the view 
that adequate treatment of the early mental case demands 
a relaxation of the legal necessity for certification as a 
pre-requisite of treatment, and a reconsideration of the 
extent to which, in such cases, the intervention of a judicial 
authority is essential. 


The Problem of Accommodation. 

The problem of accommodation is becoming each year 
more acute. The number of notified and insane persons 
under care in England and Wales on January 1st, 1928, 
was 138,293, an advance of 1,667 over the number in the 
preceding year. The average annual increase for the past 
five years has been 2,403. These figures must not be taken 
to imply an increase in the general incidence of mental 
disorder; they represent merely the net balance of admis- 
sions into institutions over the deaths and discharges. But 
in January, 1928, the total vacant accommodation in all 
the county and boreugh mental hospitals was only 1,570— 
a sufficient indication of the present critical situation. 
The reopening of the Ewell Colony in 1927, and numerous 
further small additions and rearrangements, provide for 
a iurther total of 1,326 patients, and it is estimated that 
at the end of the present year the number will have been 


“increased by another 1,250. Such small additions, however, 


do very little towards easing the general situation, and 
energetic measures are necessary if serious overcrowding is 
to be prevented. So far only two authorities, Middlesex 
and Swansea and Merthyr Tydfil, are proposing to make 
good the deficiency by erecting new institutions. The 
erection of detached nurses’ homes, now in progress, is 
welcomed not only as a measure relieving the strain on 
existing accommodation, but as one which, by attracting 
a better type of probationer, will enable the Board to raise 
the status of the mental nurse and the standard of mental 
nursing. 


Movement of Patients. 
_ The statistical survey under this head excludes patients 
in Poor Law institutions and those receiving outdoor relief 
detailed information about these classes not heing available. 
The daily average number of certified patients increased 
from 115,166 in 1926 to 117,327 in 1927; the ratio of 
admissions per 10,000 of the adult population (aged 16 and 
upwards) was 7.66, a progressive decline being shown in 
the table of ratios from 1921 to 1827. The recovery rate 
calculated upon the direct admissions, was 31.43 per cent : 
though, if to the number of recoveries are added those 
patients classified as discharged and not now insane, and 


those discharged after escape, the absolute discharges from | 


reception orders during the year were 48.3 per cent. of th 

direct admissions. The death rate was 7.49 per aia. of 
the daily average number resident, the first rise in this rate 
since 1922. 


Lunacy and Mental Deficiency. Fourteenth Annual 

Board of for the year 1927. Parts I and 
Stationery Office, or through any bookseller. 1928. a ak: 
Part Il, 9s. net, 


Infections and Allied Diseases. 

During the year there were 127 cases of enteric fever, 
with 30 deaths. It is gratifying to note that prophylactia 
inoculation against the enteric group of diseases is being 
used increasingly among both patients and staff. In the 
cases of a few carriers excision of the gall-bladder has been 
effected, and their excreta have thereby been freed from 
the typhoid bacillus. An important relation between 
dysentery and the group of cases classified as severe diar. 
rhoea is indicated in the report. It has been shown that 
the latter cases occur concurrently with outbreaks of 
dysentery, and that perfection of laboratory technique and 
the speedy plating out of specimens often result in the 
transference of these cases to the dysentery group. In 
1927 there were 515 cases of dysentery, with 76 deaths. 
Reduction of the incidence rate of pulmonary tuberculosis 
has suffered a slight check, there being only 44 fewer cases 
this year, as against 195 the year previous. This may 
perhaps be accounted for by the far greater outbreak of 
influenza and acute pulmonary conditions in 1927 than in 
1926, actually 5,503 cases as against 1,022. 


Royal Bethlem Hospital, 


The revised scheme and plans for a new Bethlem Hospital 


have been approved by the Board. These plans embody 
the most modern principles of construction, and the hospital 
will consist of a number of detached buildings to allow of 
suitable classification and housing of patients. Provision 
is made for pathological, bacteriological, psychological, 
dental, electrical, and z-ray departments, as well as for an 
operating room. There will be accommodation for 300 
patients. 
Increased Suicide Rate. 

The granting of parole, which continues to he a great 
feature in good mental hospital administration, has been 
associated with an increased suicide rate, this being 69 as 
against the next highest record of 55. But such deaths 
among patients enjoying this liberty should not, in the 
Board’s view, weigh against the great benefit gained by 
the 9,000 patients allowed parole within the hospital 
grounds and by the 3,200 who, in addition, can go unaccon- 
panied for walks beyond the hospital limits. 


Mechanical Restraint. 

The commemoration of the Pinel centenary has been 
made the occasion for an historical survey of the evolution 
of mechanical restraint in mental hospitals. Tribute is 
paid, not only to Philippe Pinel, but to the layman, Mr. 
William Tuke, who inspired the foundation of the Retreat 
—the first institute in this country for the treatment of 
mental disorders without unnecessary restraint. The Board 
points out that the amount of physical restraint is s0 
negligible that, although regular returns of such use are 
requisitioned, it finds in practice that all reference to the 
matter is frequently omitted from its entries. 

é 
Treatment of Post-ceneephalitis. 

The first part of the report concludes with a statement 
of the great need for an industrial home or colony fot 
some few hundred juvenile post-encephalitic patienis who 
might there secure tactful handling, clinical and_ labora- 
tory investigations, occupations of interest, and remedial 
physical exercises with orthopaedic treatment. The hope 
is expressed that systematic observations of treatment of 
all types of mental disorder may be kept so that greater 
precision in prescribing such treatment may ultimately 
be attained. 


Research and Statisttes. 

The second part of the report opens with a brief summary 
of the scientific research work that has been carried out in 
mental hospitals during 1927. This is followed by seven 
appendixes devoted to a series of statistical tables giving 
the annual returns of insane. persons in institutions, the 
annual return of voluntary boarders, and the entries by 
commissioners at the various types of mental hospitals and 
licensed houses. It contains also complete lists of institu- 
tions for the insane and for mental defectives. 
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THE HARVEIAN ORATION. 

THe task of the Harveian Orator becomes, almost 
necessarily, more and mere difficult in each succeeding 
year. The latest of a long series of students and 
essavists, he is set a text which has been expounded 
again and again, and to this well-worn topic he must 
strive to bring, if haply he may, some new light or 
some new suggestion. .On the present occasion this 
inevitable stress must have been heightened by the 
fact that the Royal College of Physicians of London, 
to which the Oration is addressed, heard during the 
recent tercentenary celebrations many informed and 
eloquent tributes paid to the memory of the very man 
in whose honour the Harveian Orator is himself called 
into existence. To be summoned to provide a contri- 
bution capeble of arresting the attention of an audience 
that has already listened to much discourse is a large 
demand presented in decidedly trying circumstances. 
Not unexpectedly Sir Humphry Rolleston has met 
the occasion in a worthy fashion. His Oration 
possesses an individual and distinctive quality which 
will certainly secure for it a recognized position among 
the many tributes paid to the character and work of 
the great physician whose memory it is alike the duty 
and the pride of the Harveian Orator to honour. In 
a brief phrase, the Oration may be said to define our 
existing knowledge of the physiology and pathology of 
the ¢: rdio- vascular apparatus, and to trace the steps 
by which this knowledge has been attained. 

On many previous oceasions the Harveian Orator 
of the day has not unnaturally found a text in the 
character or work or methods of William Harvey him- 
self, or in the personal, academic, or philosophical 
relations associated with Harvey’s name and time; 
and the series, now at the 272nd number, includes 
many stimulating and fascinating studies of this order. 
Sir Humphry Rolleston has utilized his opportunity 
in a somewhat different fashion. His starting-point, 
indeed, is Harvey, but his theme is the story of the 
workers Ww ho, touched more or less by the inspiration 
of the Master, have added their individual contribu- 
tions to the body of physiological and medical doctrine 
that has its foundations in Harvey's great discovery. 
To recall these contributions and their authors is 
to witness to the praise of him who made so much 
possible, and, indeed, inevitable. One purpose of the 
Oration, as desired by Harvey hiniself, is ** to com- 
memorate all the Benefactors of the College,” and, as 
happily argued by the present Orator, ‘* can any 
benefaction be more welcome than new and _ true 
knowledge? ’’ The list of those now commemorated 
is both a long and a varied one, and its compilation 
has evidently meant much care and time and devoted 
industry. Doubtless there are others who have no 
memorial, but broadly we have here a_ carefully 
swnmarized presentation, extending over some three 
centuries, of the thought and study and experience 
of physicians and physiologists who, provided with 
certain great fundamental truths by the work of 
Harvey, have made each for himself some more 
or ‘less important addition to the growing body of 
knowledge. If the beginning was a= great and 
new de .parture it was also an inspiration for the 


future, and in this respect, as Sir Humphry Rolleston 


shows, it has not been wanting in fruitful success. 

A reader of the Oration as it appears in our opening 
pages this week can searcely fail to be impressed by 
the intricacies and complexities of what at first sight 
might well appear to be a comparatively simple and 
straightforward physiological problem. The heart 
and blood vessels have often been presented as a 
mechanism governed by well-defined physical laws, 
and roughly, and leaving aside the nature of cardiac 
force, the picture is not an untrue one. But how 
conspicuously has investigation shown that this 
apparent simplicity hides a thousand complexities 
of detail, and how gradual has been the recognition 
and interpret tation of the problems which such details 
involve! To-day’s textbooks of physiology read 
strangely to those who were medical students but 
a few short vears ago, and this statement applies 
even to such large issues as the fashion of cardiac 
action and the part played by the capillaries in the 
working of the circulatory mechanism. Undifferen- 
tiated muscular masses stirred to activity by nerve 
currents, much in the manner of the skeletal muscles, 
have disappeared in favour of specialized groups 
charged with individual functions and competent for 
automatie action, while the capillaries, formerly 
regarded as mere passive channels, are now seen to be 
vessels attuned to vary actively in calibre in accordance 
with local needs; and further, such activity is found 
to be essential to the efficiency— and, indeed, to the 
very existence—of the cire ‘ulatory process. More and 
more penetrating becomes the analysis, and who will 
say that even now the final word has been spoken 
on every aspect of such a central problem as_ the 
physiology of the circulatory mechanism? To each 
generation completeness may seem to have been 
attained, but every to-morrow brings its new and 
disturbing challenge. 

If what has just been said is true on the plane of 
physiology, it is true with emphasis when pathological 
disturbances of the circulation have to be considered. 
Here the problems are more intricate and more 
complex, and the methods necessary for their exact 
study are but of yesterday. Simple, direct clinical 
study, as Sir Humphry Rolleston notes, while obsery- 
ing and recording many facts, has largely failed, 
though cultivated diligently by highly competent 
minds, to find the scientific meanings of the facts, and 
not infrequently has been associated with speculative 
views that time has contradicted. It is in the nature 
of things that experiments, made im circumstances 
where conditions can be commanded and controls 
established, will give confident answers to precise 
questions in a fashion that cannot be expected from 
the processes of disease as these present themselves 
to the student of clinical medicine. Thus the experi- 
menter may seem to secure what the physician has 
failed to accomplish. The latter, however, is not 
without his consolations. After all, the purpose of 
the physician is not, at all events primarily, the estab- 
lishment of scientific generalizations, but the care of 
the individual patient, and when he accomplishes this 
appealing task he more than justifies his existence, 
though this is not to say that he has not often 
cultivated and reached wider ambitions. Indeed, 
Sir Humphry Rolleston, in his comprehensive recital, 
tells us of many such ambitions and many such 
trimuphs, and these not unworthy, at least in spirit, 
to be quoted in the series of which Harvey himself was 
the true begetter. 

For any knowledge which will contribute to his 
efficiency—w hether provided by the experimental or 
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the doctrinal physiologist—the physician is, of course, 
duly grateful; and he may reflect, not without satis- 
faction, that he has on not a few occasions discovered 


problems for his more exact colleagues to solve, and 


has even thrown helpful light on these problems. The 
Harveian Oration for 1928 illustrates these proposi- 
tions, and emphasizes both the inseparable union 
between physiology and medicine, and also their 
mutual helpfulness. Each in its own way contributes 
something to the common aim—the discovery of truth 
and the prevention and cure of disease. 


BACKACHE. 

‘HE importance of the symptom long known as back- 
ache, and more recently in the United States called 
low back pain, has won recognition very slowly. That 
it has done so at all is chiefly due to the Boston group 
of orthopaedic surgeons, and especially to Goldthwait, 
who for years has upheld the view that, although very 
many cases of chronic pain in the lumbo-sacral region 
are due to faulty posture, many others are the result 
of serious anatomical derangement of the bones and 
joints of the spine and pelvis. Of late years this view 
of the pathology of back pain has gained ground in the 
United States, and more slowly and cautiously in this 
country, but it cannot yet be asserted that the majority 
of British surgeons accept the frequency of such an 
injury as subluxation of the sacro-iliac joint as a 
proven fact. 

This attitude of caution and scepticism has much 
justification, for it is extremely difficult to demonstrate 
the existence of displacement of bones in such cases, 
and even more difficult for the surgeon or pathologist to 
satisfy himself that there is abnormal mobility in the 
sacro-iliac joint. In the more accessible joints, such 
as the knee or the ankle, the reality of the offending 
lesion is as a rule easily ascertained, especially with 
the aid of x rays, for-the articulation is not thickly 


_ covered with soft parts, and offers itself to radiations 


directed from any or every point of the periphery. In 
the lumbo-sacral region the prospect is very different, 
for the parts are deeply seated, cannot be explored by 
x rays except on a few aspects, and the bones are 


peculiarly liable to developmental variations which 


rig mislead all but the most experienced. Moreover, 
it has seemed to many readers of accounts of the 
diagnosis and relief of some supposed cases of sacro- 
iliac strain or subluxation that the means employed to 
effect a cure were singularly disproportionate to the 
gravity of the supposed lesion. But in other cases, in 
which the gravity of the symptoms and the certainty 
or great probability of joint or bone injury justified 
operative intervention, an arthrodesis with or without 
a fixative bone graft effected a cure. 

In opening the discussion, at the Annual Meeting of 
the British Medical Association at Cardiff, on low 
backache and sciatica, Mr. W. A. Cochrane of Edin- 
burgh (whose paper appears at page 696 this week) 
did not discuss such operations, but found plenty of 
material for debate in the diagnosis and bloodless treat- 
ment of the numerous cases, chiefly of injury, which 
too often become chronic and involve much suffering 
and prolonged disability. In this connexion he made 
the interesting statement that in one large works back 
strains and injuries of this type are responsible for 
20 per cent. of all accidents. Backache of traumatic 
origin may be the result of tearing of muscle or of 
muscular attachment, of ligament with or without joint 
injury, or of fracture of bone, or, in a severe injury, of all 
these combined. Mr. Cochrane did well to emphasize 
the frequency of often unsuspected crush fractures of 


vertebrae, and to insist on the need of skilful use of 
x rays for their detection. It is not to be forgotten, 


‘too, that sciatica, which he included in his subject, as 


well as lumbago, may attack its victim with lightning- 
like suddenness, thus earning the German name of 
Hezenschuss, or witches’ shot. It is conceivable that 
if such an attack were to occur during a considerable 
effort made by the patient its effects might be wrongly 
attributed to injury. 
Attention has been lately concentrated so much 
upon backache resulting from sudden injury that there 
may be a danger of neglecting the consideration of those 
forms which follow slowly cumulative strain. Faulty 
posture is responsible for some of these cases, as 
Goldthwait has so clearly shown, and such posture 
is more often the result of defective muscle tone than 
the cause of it. With improvement of the general 
physical condition and training of muscle groups 
postural tone can be restored and backache cured. 


Another form, which Mr. P. Jenner Verrall described — 


and discussed at Cardiff, is the backache of pregnant 
women, which too often persists after pregnancy is at 
an end. The sacro-iliac and also the lumbo-sacral 
joints are subject to severe strains in even a normal 
pregnancy, and it is well known that the mobility of 
all the pelvic articulations is thereby increased. If 
from insufficient recumbency after labour, or want of 
recuperative power, the joints are not restored to their 
ordinary stability, much chronic trouble will persist. 
The proper treatment of these and other forms of low 
backache was well insisted upon by him and by others 
who took part in the discussion. 

In an illuminating essay in the Robert Jones 
Birthday Volume Dr. R. B. Osgood of Boston has 
recalled attention to the importance of chronic con- 
stipation as a cause of so-called sacro-iliac arthritis. 
The work which he has done on backache and allied 
troubles is well known, and his reputation gives weight 
tc his statements. He gives details of four cases, 
which are the more striking because none of the 
patients was over 36 years of age, and one of them 
was a university athlete. All these were cured by 
relieving the intestinal overloading, which may, as Dr. 
Osgood points out, exist in spite of daily apparently 
normal evacuations, and can only be detected by 
barium meals and frequent radiological inspections. 

Less than a month before the discussion at Cardiff 
the seventy-seventh annual session of the American 
Medical Association was held at Minneapolis, when 
Dr. John T. O’Ferrall of New Orleans read a paper on 
low back pain,! in which he stated his opinion that too 
much attentidn had lately been paid to the effects, or 
supposed effects, of bone abnormalities, and not enough 
to injuries of the soft parts. In particular, he holds 
that the lumbo-sacral joint is more often affected by 
injury than the sacro-iliac, and that this consists in 
a strain of the ligaments of this joint. He agrees, 
however, with Dr. Osgood in laying stress on the 
important part played by constipation in many cases 
of backache. It was well that this important subject 
should have been discussed at the annual meetings of 
both associations, and it is to be hoped that the 
publication of Mr. Cochrane’s paper will attract the 
attention of all British surgeons to the importance of 
the problem of the causation and cure of backache, 
and of the need for very careful and thorough investi- 
gation. When all has been done that can be done, 
we think it is likely to be found that there are 
many causes and many cures for these symptoms, 


but that the most important means of treatment is . 


Hiltonian rest in the earliest stage. 


4 Journ. Amer. Med. Assoc., August 25th, 1928, p. 532 
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THE LEAGUE OF NATIONS AND OPIUM. 


THE DISINFECTANT VALUE OF MERCUROCHROME. 
Tue rapid and efficient disinfection of the skin preparatory 
to operations is of such great importance in surgery that 
it is very desirable to possess accurate information con- 
cerning the relative efficacy of the procedures at present 
employed. Tincture of iodine had been in general use for 
this purpose for many years, but-mercurochrome has been 
recommended recently as a more convenient and efficient 
disinfectant. The relative merits of these preparations 
have been studied recently by American workers, but un- 
fortunately their conclusions are contradictory.. Simmons,’ 
working in the Army Medical School, rubbed bacterial 
cultures into the skin of rabbits, and one hour later painted 
on to a series of similar areas aqueous and alcoholic solu- 
tions of mercurochrome and tincture of iodine. After an 
interval of from five to twenty minutes cultures were made 
from the surface of the skin, and also from scrapings from 
the deeper layers of the skin. Reddish and Drake,? working 
in Baltimore, performed almost identical experiments with 
the same solutions, except that they used weaker suspen- 
sions and that they washed their skin scrapings before 
plating them out. Curiously enough, these two sets of 
closely similar experiments gave diametrically opposite 
results. Simmons reports that 2 per cent. mercurochrome 
in aqueous solution was not effective in disinfection of the 
unbroken skin, and that the 2 per cent. aqueous alcohol 
acetone solution was only slightly better; moreover, he 
found that 3.5 per cent. alcoholic solution of iodine was 
more actively bactericidal on unbroken skin than any of 
the mercurochrome solutions tested, and that tincture of 
iodine (U.S.P.) was far superior to any of those solutions 
for use on the unbroken skin. Reddish and Drake found 
that tincture of iodine and 2 per cent. mercurochrome were 
equally effective, and concluded that mercurochrome in 
aqueous alcohol-acetone solution was far more desirable 
than tincture of iodine for preoperative skin disinfection. 
In the same number of the Journal of the American Medical 
Association, Captain Rodriguez’ of the United States Army 
Dental Corps reported on mercurochrome and iodine in the 
disinfection of the mucous membrane of the mouth, and 
concluded that mercurochrome was too feeble an antiseptic 
to be used safely as a surface disinfectant of the oral 
mucous membranes, but that 1.75 per cent. iodine in 
glycerin was an effective germicide. A gallant attempt is 
made, in an editorial in the issue of the Journal of the 
American Medical Association in which this work appeared, 
to find some explanation for this remarkable discrepancy 
in experimental results. The dispute is of a type that not 
uncommonly arises when the merits of an old-established 
drug are compared with those of a new substance. The 
results, however, appear completely irreconcilable, and it 
is to be hoped that other workers will repeat the experi- 
ments, for the relative merit of tincture of iodine and 
mercurochrome as skin disinfectants is of considerable 
practical importance. 


(THE LEAGUE OF NATIONS AND OPIUM. 

Tar Geneva Opium Convention of 1925 came into force on 
September 25th, 1928; it is now incumbent on the Council 
of the League of Nations to appoint a Central Board, 
within three months, to undertake the prescribed duties 
in regard to international commerce in the substances 
covered by the Convention, and to arrange for the organiza- 
tion and working of the board and its staff. Provision had 
been made for the United States Government to appoint one 
member of the new Central Board; but, in accord with the 
attitude taken up at the Geneva conferences in 1924-25, 
from which the United States delegates eventually with- 


1J. S. Simmons: Journ. 


2G. F. Reddish and W. E. Drake: Ibid., p. 712. 
*F. E. Rodriguez: Tbid., p. 708. 


Amer, Med. Assoc., September 8th, 1928, p. 704. - 


drew, the Council’s invitation to participate in the selection 
of the board has been declined. The reason assigned for 
this refusal is the inadequacy of the Geneva Convention 
in regard to limiting the production of raw opium and coca 
leaves to the medicinal and scientific needs of the world, 
The United States Government holds that until there can 
be devised ‘some substitute for the Hague Convention more 
satisfactory than the Geneva Convention, the eradication of 
the abuse of narcotic drugs would be more likely to be 
achieved by strict observance of the provisions of the 
Hague Convention. The United States will, however, in 
addition to observing its obligations under the Hague 
Convention, endeavour to furnish information as the 
permanent Central Board may request. Meanwhile, at 
the recent meetings of the Council and Assembly of the 
League, considerable discussion was aroused by the pro- 
posal of the British Government, mentioned in the Journal 
of September 29th (p. 578), to set up a fresh commission 
of inquiry to examine the conditions of opium smoking and 
the illicit traffic in opium in the Far East. Objection 
was taken by representatives of several countries to the 
expense with which such an inquiry would burden the 
League, and at first the proposal had a very cool recep- 
tion. When the French representative urged that the 
investigation should include China, the Chinese delegate 
demurred, unless, indeed, the inquiry should cover the 
commerce in derivatives of opium exported to China 
from European countries. This inquiry is deemed essential 
in view of the decision to hold a further conference 
on opium smoking in the Far East in 1629. It will be 
remembered that the Hague Convention of 1912 bound the 
contracting Powers to bring about the gradual and effective 
** suppression ” of the commerce in opium ‘ prepared ”” 
for smoking; whereas the Geneva Convention made such 
suppression dependent on the prior elimination of 
smuggling. There can be no doubt that the trade in 
prepared opium, both licit and illicit, continues to flourish 
in the Far East. The Federated Malay States, the Straits 
Settlements, Brunei, and British North Borneo derive no 
inconsiderable percentage of their revenues from opium 
smoking. Further inquiry may be necessary, but action in 
accord with treaty engagements would seem to be urgently 
required, 


CHANGES IN THE INCIDENCE OF DISEASE. 
Ir is a commonplace that the incidence and the nature of 
diseases are slowly but continuously changing. To some 
extent the process appears to be evolutionary in the disease: 
or, the disease-producing organisms; sometimes, it seems,. 
a new disease appears, as witness encephalitis lethargica 
(if, indeed, that is a ‘* new ”’ disease), but more frequently 
the cause of the change lies in the conditions under which 
we live. The progress of sanitation and the increasing 
activities of the public health services, the better education 
of the medical profession, and—what is more apparent 
—of the general public to appreciate the importance 
of the earlier signs of disease, and the 
efficiency of our prophylactic precautions and therapeutic 
methods, have combined together to effect great altera- 
tions in the statistics of national health, and-in many 
cases have changed the complexion, and in some cases 
almost eliminated the incidence, of diseases which, only 
a few decades ago, might well be termed national scourges. 
In his presidential address to the Section of Ophthalmo- 
logy of the Royal Society of Medicine Mr. Cyril H. Walker 
dwelt on this general trend of diseases as it has been 
apparent in diseases of the eye in his own locality of 
Bristol. He refuted the idea that the varieties of eye 
troubles found in an ophthalmic clinic are more or less 
constant, and that common diseases will always remain so, 


and showed that the incidence of some ophthalmic diseases - 


increased . 
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i \eedaabtodts changing, and changing even more rapidly 
now than in the past. Leprosy, the scourge of the Middle 
Ages, has disappeared from England completely, largely 
through efficient measures of segregation of those afflicted 
with it. The most obvious change in comparatively recent 
times, of course, is the modern absence of blindness from 
small-pox. About 1840 half the inmates of the Bristol 
Blind Asylum owed their blindness to this disease, but it 
is now more than thirty years since any admission into the 
asylum could be traced to this source. The cause of this 
change is evident; it is due to the prophylactic influence 
of vaccination. A similar cause—the adoption of the 
prophylactic Credé treatment of the instillation of nitrate 
of silver into the eyes of newborn babies by nurses and 
midwives generally—has wrought a comparable though not 
as complete a revolution in the incidence of ophthalmia 
neonatorum, a disease until recently one of the most 
prolific causes of blindness. Since compulsory notification 
of this disease has been introduced its incidence has fallen 
steadily all over England. Mr. Walker remarked that in 
his district there were 119 notifications in 1922 and only 
59 in 1927, while the percentage of pupils who were in the 
Bristol School for the Blind on account of this disease was 
only about one-quarter of what it was fifty years ago, and 
many of these had so little visual defect that they would 


undoubtedly at that time have been educated in an 


ordinary school. A direct consequence of this was that gross 
corneal opacities and leucomata were less frequent. More 
efficient early treatment had made syphilitic iritis a rare 
disease, and similarly had lessened the incidence of inter- 
stitial keratitis; Mr. Walker, indeed, made bold to prophesy 
that the latter, common to-day, would in ten years’ time 
also become rare. So, too, with the ocular complications of 
diphtheria—the conjunctivitis, the ocular palsies, and so 
on are almost unknown to-day. More efficient treatment 
and education as to its contagiousness have undoubtedly 
lessened the ravages, although by no means eliminated the 
incidence, of trachoma. Mr. Treacher Collins in 1 
recorded that, while in 1874 42 per cent. of the children 
in the Poor Law schools of London were found to be 
trachomatous, in 1924 the number of cases was 8. Such is 
the satisfactory result of the introduction of prophylactic 
measures, the early diagnosis and efficient treatment of 
early cases, the team-work of the profession, and the 
constant vigilance of medical officers of health and local 
authorities. Social conditions, the evils of slumdom and 
overcrowding, and the factor of a deficient or irrational 
dietary have a profound influence on the manifestations of 
disease. Dirt and neglect are the parents of conjunctivitis 
and blepharitis; sunlessness and improper feeding, of 
phlyctenular disease. As social conditions change, so also 
do these diseases. The squalor which was rife thirty years 
ago is not so evident to-day; the improved conditions of the 
peor since the war, and the shepherding action of the 
educational authorities, with their periodical inspections 
and the elimination of dental and tonsillar and adenoid 
infection, have undoubtedly lowered the incidence of these 
among the younger population. 


THYROID DISEASE IN NEW ZEALAND. 
Tue apparent, if not actual, increase of thyroid disease has 
stimulated investigation in various parts of the world, and 
the Proceedings of the University of Otago Medical School,} 
edited by Professor D. W. Carmalt-Jones, formerly on the 
staff of the Westminster Hospital, contains five reprints of 
articles, previously published elsewhere, on varigus aspects 
of the subject as visible in New Zealand. The first article, 
by Professor Carmalt-Jones, is a paper read before the 


1 Proceedings of the Dutvsretie, of Otago Medical School. No. 6, 1928, 
Goitre Number. Edited by . W. Carmalt-Jones, M.D., F.R.C.P. 
in, N.4.; University of Otago, 


Royal Society of Medicine as recently as May last. This 
in effect gives a summary of the conclusions of the inquiry, 
which are set out in detail by Dr. Hercus and his co-workers 
and by Dr. A. M. Drennan, the professors of bacteriology 
and pathology respectively in the University of Otago, 
Dunedin. Simple and toxic goitre are frequent in New 
Zealand, and trout and lambs are also affected. The etio- 
logy of simple goitre is- discussed with reference both to 
the results obtained in New Zealand and those which Dr. 
Marine in North America and Colonel McCarrison in India 
have reported. From nearly 500 analyses of the soil for 
the iodine content, and of surveys with the same object of 
foods, and from the examination of school children, it 
appears that the incidence of endemic goitre in New Zealand 
varies inversely as the amount of iodine in the soil, and 
that the important factor is the iodine content of the food. 
Though infections are admitted to favour goitre, the 
influence of the water supply is found to be very small. 
According to Professor Carmalt-Jones, there are good 
grounds for the view that exophthalmos is an accidental 
event in toxic goitre, generally occurring in the hyper- 
plastic and also in the graver cases, but no more essential 
to any one form of thyroid disease than is ophthalmoplegia 
in the diagnosis of tabes; he therefore includes under the 
term ‘‘ toxic goitre ’’ cases of Graves’s disease and all cases 
with tachycardia, tremor, and increased basal metabolic 
rate. The prophylactic treatment by iodine and the danger 
of thus producing toxic goitre are carefully considered, 
and good results are reported from the daily administration 
of very minute quantities of potassium iodide in table salt, 
as had previously been done in Switzerland and North 
America. In February, 1924, at the annual congress of 
the New Zealand Branch of the British Medical Associa- 
tion, a resolution was passed urging the Government to 
introduce in endemic areas the use of “ iodized salt,’’ cen- 
taining 1 part of potassium iodide in 250,000 parts of salt. 


CO-OPERATIVE MEDICAL SERVICES. 
Tur current issue of the Co-operative Review contains an 
article entitled ‘‘ A co-operative medical service,’? by Mr. 
N. J. Morton, to which attention may be directed as an 
example of proposals made from time to time, seriously 
enough and with the best intentions, to establish medical 
services in extension of, or intimately associated with, the 
national health insurance system, without. apparently, the 
slightest knowledge of, or regard for, the opinions of the 
medical profession, and with very little appreciation of 
practical realities or established facts. Mr. Morton has 
had some experience as a member of the West Riding 
Insurance Committee, but he has allowed his zeal as the 
secretary of /an industrial co-operative society to outrun 
that experience. Among the proposals he makes as part 
of his co-operative scheme to provide a medical service 
similar to that established by the National Health Insur- 
ance Acts for ‘‘ the wives and children of the workers at 
comparatively little extra cost,’’ are some which are of 
at least questionable legality, some which would almost 
certainly involve the removal from the insurance medical 
list or from the Medical .Register of the name of the 
participating practitioner, and others which would merely 
result in establishing once more the conditions of that old 
“club practice ” from which the profession almost entirely 
rid itself on the enactment of the national health insurance 
scheme. A few of Mr. Morton’s proposals may be 
mentioned, and little further comment seems necessary. 
(1) A doctor for members of the society would be engaged 
‘in the same way as we engage a manager, a secretary, 
or a chemist. There is a lot of prejudice in the case of 
doctors. . . . It is time we were done with such prejudice. 
. . « The doctor would be under the committee of manage- 
ment of a society, and if he did not do the right thing 
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he would be treated in the same way as other employees 
who do not give satisfaction.”” (2) ‘* There would be no 
reason whatever why all members who are insured persons 
should not choose our ‘ co-operative’ dector, whose name 
would be on the panel in the ordinary way.’’ ‘* But in 
order to have as many as possible of ow members who are 
already insured persons in the scheme, and so that the whole 
family may have the same doctor, I would make a rebate 
of 6s. per person per year to each family whose insured 
members nominated our doctor as panel doctor, up te the 
number of two in each household ’’—that is, insured 
persons would be canvassed in favour of a_ particular 
doctor, with a monetary consideration as one induce- 
ment. (3) “ The doctor would receive for his entire 
services a yearly salary, and any income derived under 
the National Health Insurance Act as a panel doctor 
would be refunded to the society, so that in all 
probability we should augment our income by Qs. 6d. 
per head fer all the members who had nominated our 
doctor as their panel doctor.’”? This is reiterated and 
extended thus: ‘‘ Any earnings as an ordinary medical 
practitioner, or as a panel doctor, would come into the 
society’s funds.’? The business astuteness of this bargain 
(assuming a practitioner willing to enter into it) need not 
be questioned. The statistical statements and financial 
judgements of the scheme will not bear detailed scrutiny. 
Thus there is an error in the statement of the number of 
insured persons a practitioner is allowed to accept, and the 
calculation of the number of items of attendance required 
is unreliable. (4) For attendance on 6,000 individuals, 
‘“ supposing we had to pay £750 fora really capable man, 
and £450 for his assistant,’’ this ‘‘ would still leave £535 
per annum for administration expenses and extra services”’ ; 
hut then the salary need not be fixed ‘“‘ on the basis of what 
a doctor who had built up an extensive practice might be 
making. Hundreds of capable doctors have not an extensive 
practice. IT am informed that in the medical papers advertise- 
ments appear regularly for doctors at a salary of about 
£400 to £500 a year.”” Our profession may not be opposed 
to an extension of the benefits of national health insurance 
to the dependants of certain insured persons under proper 
auspices and conditions, but such a scheme as that outlined 
is a mere travesty of anything that could even begin to be 
considered by the law, the administration, or the medical 
profession. 


INDUSTRIAL HEALTH EDUCATION. 
Sir Humpnry Roieston has accepted the position of 
honorary president of the Industrial Health Education 
Society, a body which had its origin in Scotland, but 
which has now for some time been established in London. 
The society promotes its objects largely by the provision 
of health talks and the promotion of free discussion among 
industrial workers, the only questions which may not be 
raised at its meetings being those*that relate to disputes 
hetween employers and employed. A considerable amount 
of work has been carried out in the mining areas; and the 
Central Miners’ Welfare Committee has made a grant of 
£500 for the extension of the society’s operations into 
districts not yet covered. A grant of the same amount 
has been made by the South Wales Welfare Committee, 
and others—in several cases repeating earlier assistance— 
by miners’ welfare committees in Lanarkshire, Durham, 
and Northumberland. Special attention has been given 
to bakers’ dermatitis, and to health conditions in the 
hoot and shoe industry, in the cotton industry, and in 
other trades. The society has also published several 
leaflets on certain diseases, and is now extending the scope 
of its propaganda to include exhibitions of health films. 
A notable feature of its meetings has been the lively interest 
displayed by workers in health matters; the invitation to 


raise questions in this field has invariably provoked a 
ready response, and the discussions have brought out much 
valuable information regarding occupational diseases and 
their causes. The work of the society has been actively 
supported by many general practitioners, a number of 
whom have lectured on its behalf, in addition to medical 
officers directly associated with industrial welfare work 
and medical officers of health. The honorary secretary is 
Dr. G. Clark Trotter, and the secretary Mr. J. Mackenzie, 
84, Kingsway, W.C.2. 


A PHYSICAL TRAINING CENTRE. 

In its report and statement of accounts published this 
year the Royal Kensington Division of the British Red 
Cross Society gives a record of the progress made since 
October, 1919. The principal achievement of the division 
is the formation and maintenance of the physical training 
centre for civilians in succession to that started in 1919 for 
ex-service men under the auspices of the Ministry of 
Pensions. The division has been entirely responsible for 
this centre, has worked for it, and raised the funds for its 
upkeep in the borough of Kensington alone. The centre, 
which is in charge of two physicians, a fully trained sister, 
an almoner, and six full-time and nine part-time masseurs, 
all fully qualified, places at the disposal of those who cannot 
afford the ordinary fees for private treatment the advan- 
tages of all kinds of physiotherapy, including massage, 
medical gymnastics, electrotherapy, and radiotherapy. No 
patient is seen without an introduction from a medical 
practitioner, and doctors are requested not to send patients 
who can afford higher fees than the maximum charge of the 
clinic—that is, consultations 10s. 6d., treatment 5s. One 
great advantage of the centre is that it carries on its work 
during the evenings, thus enabling patients to take treat- 
ment without risk of loss of employment. It also arranges, 
where necessary or advisable, for admisston of patients to 
convalescent homes, for treatment and advice outside the 
scope of the clinic, for the provision of surgical appliances 
at reduced cost, and for z-ray examinations, either free 
or at nominal cost, at St. Thomas’s Hospital. Some 
surgical instruments are made on the premises. Additional 
work of the division is the training and examination of girl 
guides and members of girls’ clubs, detailing of workers for 
first-aid duty at public exhibitions, hop-pickers’ camps, etc., 
the formation of a depot lending medical requisites, and 
the establishment of a hostel for girls working in London. 
A study of the tables of total patients treated and of the 
average cost of treatment during the period 1922-27 shows 
a continuous increase in the number of patients and 
decrease in the cost of treatment, 


Tur Bradshaw Lecture before the Royal College of 
Surgeons of England will be delivered in the theatre of 
the College, Lincoln’s Inn Fields, W.C., by Mr. C. H. 
Fagge, M.S., F.R.C.S., on Thursday, November 8th, at 
5 p.m. The subject of the lecture will be “‘ Axial rotation, 
purposeful and pathological.’ 


Si Berkerey Moyninan, Bt., P.R.C.S., will deliver the 
Lloyd Roberts Lecture at the Manchester Royal Infirmary 
on Tuesday, October 23rd, at 4.15 p.m.; the subject he has 
chosen is ‘* Some problems in gastric surgery.” 


Vortinc papers in connexion with the election of two 
Direct Representatives upon the General Medical Council 
are being issued to-day to all practitioners having registered 
addresses in England and Wales. The joint election address 
of Dr. J. W. Bone and Dr. E. K. Le Fleming appeared 
in last week’s Supplement, and a further list of their 
supporters is published this week, 
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THE CAMPAIGN AGAINST TUBERCULOSIS. 


CONGRESS IN LONDON. 

Tue fourteenth annual conference of the National Associa- 
tion for the Prevention of Tuberculosis took place, under 
the chairmanship of the Hon. Sir ArtHUR STANLEY, on 
October 15th and 16th in the Great Hall of the British 
Medical Association House, Tavistock Square. The date 
of this event is usually midsummer, but this year it was 
put off until the autumn in order to coincide with the visit 
to London of between thirty and forty medical men repre- 
senting the Canadian Tuberculosis Association, who have 
been undertaking a ‘‘ scholarship tour ”’ in Italy, France, 
and England. It cannot be said that, even with Canadian 
assistance, the discussions were well sustained, and the 
session arranged for the afternoon of the second day was 
abandoned. 


Primitive Peoples and Tuberculosis. 

Dr. R. G. Ferevson, director of medical services of the 
Saskatchewan Antituberculosis League, gave an interesting 
lantern lecture on tuberculosis among the Indians of the 
great Canadian plains. He said that sporadic cases of 
tuberculosis among the plains Indians had been observed 
during the last seventy years, but not until 1884 did 
tuberculosis become so common as to assume the proportions 
of an epidemic. After the acute phase, which lasted less 
than two decades, the epidemic gradually subsided and the 


number of deaths slowly decreased, though even now, after | 


forty-four years, the tuberculosis death rate among these 
Indians was about 800 per 100,000, or nearly twenty times 
that of the surrounding white population. There had been 
no loss of infectiveness following the epidemic, as shown 
by the fact that over 90 per cent. of the school children 
reacted positively to tuberculin; nor had there been any 
apparent loss of virulence. He gave the results of a study 
of 147 families on the Qu’Appelle and File Hills reserves 
which had been traced through three generations. Only 
one family was found which had succumbed to tuberculosis 
alone, but five families had succumbed to tuberculosis alone 
except in the case of aged grandparents, and only three 
families had passed through the three generations without 
recorded deaths from this*cause. Infusion of white blood 
by crossing was shown to have conferred increased resist- 
ance, resulting in decreased mortality, though not decreased 
morbidity. 

Dr. J. J. Vassau, formerly director of health of French 
Equatorial Africa, sent a communication, which was read 
by his compatriot General Jourpran, on the conditions in 
French dependencies. He said that in the French colonies 
investigations during recent years, directed by Calmette, 
showed that in the oldest of such colonies there was to-day 
a tuberculosis mortality equal to that of France; colonies 
relatively new showed a steady growth of tuberculosis, 
while countries of the most recent French occupation still 
had regions and races almost immune. It was evident that 
when the primitive races, which had long been protected 
through isolation, came into contact with civilized races, 
infection occurred which assumed a severe and rapidly 
progressive form. It was not a question of greater or less 
susceptibility of race; no race escaped when submitted to 
contagion. 

Professor Ly1z Cummins, of the Welsh National School 
of Medicine, dealt with the position in Africa, where he 
had had two opportunities, separated by a long period of 
= of studying the disease among the natives. During 

is earlier experience—about 1902—he went into the 
equatorial part of Africa and found primitive Africans who 
were, as far as he could ascertain, free from tuberculosis. 
Recently he had participated in an investigation among 
native miners of South Africa. A large number of South 
African natives now lived in territories where tuberculosis 
was endemic, and if the endemicity was of recent date 
there was great want of resistance to the disease. The 
spread of industry had altered the situation. The males 
left their native territories to go into industry on short 
contracts; there they worked with white miners, and infec- 
tion spread among them. If they escaped infection their 
brief experience in the mining industry was beneficial to 
them, and they returned to their native settlements fit and 


bettered in other ways; but some of them did develop 
tuberculosis, and others pneumonia and meningitis. Those 
who developed tuberculosis during the early months of 
their industrial experience got the disease in an exceeding!y 
acute form. Professor Cummins reminded his audience of 
the imperial responsibility in respect of Africa, especially 
with regard to natives entering upon the physiological 
stress of industry. As for increasing the resistance to 
tuberculosis by means of inoculations, it could be said that, 
for natives from endemic areas, with a high percentage of 
positive tuberculin reactions, the applicability of B.C.G. 
vaccine appeared to be restricted; where native labour was 
drawn from more primitive sources the opportunity of 
giving B.C.G. vaccine a fair trial should not be missed. 

Dr. Sternen J. Maner (New Haven, U.S.A.) produced 
evidence to show that in one form or another tuberculosis 
had always been a disease of the Indians of North America. 
Even in the wild these Indians had suffered from tuber- 
culosis, and the doctrine that this was a curse which the 
white race had passed along to other races was false. He 
quoted from the collections of the Massachusetts Historical 
Society, among other sources, to show that before the 
English came among the Indians one of the two common 
diseases was consumption, the other being yellow fever. 
Dr. A. S. Lams, of the Provincial Department of Health, 
Victoria, B.C., described an investigation in British 
Columbia. Among the coast Indians active pulmonary 
tuberculosis affected a little over 5 per cent. of the popula- 
tion, and other forms of tuberculosis, together with cases 
showing healed or non-active lesions, brought the propor- 
tion up to 10 per cent., probably ten times as great as 
the proportion among the whites. In the Indian reserves 
in the interior, where the climate was quite different from 
that of the coast, the proportion was practically the same 
as on the coast, though the relative proportion of non- 
pulmonary cases here was greater. 


Anti-Tuberculosis Measures. 

The subject for discussion on the second day was “ The 
principles underlying a scheme of anti-tuberculosis measures 
in any country.” In the opening speech Sir Rosert 
Puiu, of the University of Edinburgh, said that the 
principles underlying an effective anti-tuberculosis cam- 
paign were simple and straightforward, yet their practical 
significance was far from being sufficiently apprehended. 
Many meritorious efforts against tuberculosis had suffered 
because of failure to give one or other principle its proper 
place, or from imperfect correlation of the several prin- 
ciples. These principles were: (1) the morphological unity 
of tuberculosis in all its varying expression; (2) the essen- 
tially infective character of tuberculosis, necessitating that 
it be dealt with on the broad lines applied effectively to 
other infections; (3) the universality of infection (from 
this arose the recognition of the need for the tuberculosis 
dispensary, the tuberculosis officer, and the care com- 
mittee); (4) the contraction of infection in childhood, 
implying the need for the scientific direction of preventive 
methods towards the infant; (5) the continuity of tuber- 
culosis infection during life, and (6) the effect of environ- 
ment on the course of the infective process, a study of 
which had led to the evolution of sanatorium methods 
of treatment. Had the lesson ef the sanatorium been 
sufficiently applied in the preventive sphere? “If the 
tuberculosis officer and the family doctor,’”’ said Sir Robert 
Philip, ‘‘ were constant in insistence on the re-creation of 
the home, and especially the nursery, on sanatorium lines, 
the danger of exposure to tuberculous infection and the 
consequences of such infection in childhood would be 
reduced to a minimum. When will education authorities 
face the facts and, instead of erecting special schools here 
and there for pronounced sufferers, boldly take the bull by 
the horns, and run all schools on those physiological lines 
which have proved themselves capable of placing developing 
life on a higher plane of existence? ”’ 

Dr. J. H. Hoisrooxk, a sanatorium officer of Hamilton, 
Canada, gave an account of the achievements in his area 
during the last twenty years, especially the establishment 
of a sanatorium which now served the whole province, and 
of a preventorium for children. The result of the inten- 
sive work in Hamilton, carried out with the most hearty 
support of the community and the municipal authorities, 
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was that the death rate was now 49.5, which was lower 
than that of any other city on the American continent with 
100,000 or more population. 

Dr. G. Lissanr Cox, chief tuberculosis officer, Lancashire 
County Council, said that, reduced to the simplest terms, the 
principles which should govern anti-tuberculosis measures 
were: first, the application of preventive public health or 
social measures against this infective disease; secondly, the 
accurate diagnosis and treatment of the individual patient. 
The dispensary should be regarded as an organization, not 
a building, and the tuberculosis officer as its most important 
part. The Astor report recommended that the tuberculosis 
officer was to be in all cases a whole-time appointment, but 
at present there were nearly as many part-time tuberculosis 
workers (177) as whole-time (190), and few of these received 
the recommended salary, that equivalent to £500 pre-war. 
As to the tuberculosis dispensary area, here again, except 
in larger county boroughs, like Birmingham, Sheffield, and 
Bradford, and a few counties, all with a high standard of 
anti-tuberculosis work, the recommendation of the Astor 
report, that the dispensary area should contain not less 
than 250,000 population, had not been carried out. Notifi- 
cation in practice was not as perfect as it should be, and 
the speaker suggested that a Framingham experiment (that 
is, a systematic house-to-house search for tuberculosis, as 
made in one town in America) was called for in England; 
also periodic health examinations of the whole population, 
for until these were made a great number of very early 
cases would always go undiscovered. With regard to the 
institutional unit, the tuberculosis officer should be also in 
charge of a small hospital or of beds, and the medical 
superintendent of the larger institutions should be in charge 
of a small dispensary area. In this way there was no 
divorce between the dispensary and the institutional side of 
tuberculosis work. Sanatoriums should be kept small—not 
above 150 beds—-and there should be a minimum for pul- 
monary tuberculosis of one adult sanatorium bed to 5,000 
of the population, and one adult hospitai bed to 6,000 of 
the population. Beds for children were additional—one to 
24,000 for pulmonary cases, and one to 10,000 for non- 
pulmonary. ‘‘ Let not the tuberculosis service be faint- 
hearted,’’ said Dr. Cox in conclusion. ‘‘ Do not get side- 
tracked and run after every newly advertised panacea. 
Look at the splendid results in Sheffield and in Birmingham, 
where tuberculosis schemes exist under men of real ability. 
it is there that the death rate has diminished by one-half 
and one-third in the last ten years. If you will give the 
tuberculosis service the means, this terrible scourge can be, 
and will be, conquered.” 

The remaining brief discussion was devoted chiefly to the 
recounting of administrative experiences, mostly having to 
do with housing in the localities of the speakers. The work 
in this direction at Middlesbrough and other places was 
described. As Sir ArtHur Stanuey said at the close, every 
discussion of this kind in his experience had come back to 
the question of proper housing provision and the elimina- 
tion of overcrowding. Sir Jon Rosertson (M.O.H., 
Birmingham) warmly praised Sir Robert Philip’s contribu- 
tion, which he thought should be printed, perhaps in a 
rather more popular form, for the widest possible distribu- 
tion. A Shoreditch borough councillor said that the value 
of the new housing schemes was largely nullified by the 
increased cost to the wage-earner of getting to and from 
his work, and he begged that representations might be made 
to the Minister of Health with a view to some arrangement 
which could ease the burden. Dr. J. H. Exxiorr, President 
of the Canadian Tuberculosis Association, commented upon 
the absence of all reference to bovine tuberculosis and the 
need for compulsory pasteurization of milk to stamp out 
this form of malady. He also emphasized the importance 
of medical inspection in schools with a view to the detection 
of early tuberculosis, Sir Roperr Purp, closing the dis- 
cussion, said that the whole purpose of his own contribution 
had been to point to scientific and therefore practical means 
of controlling and eradicating the disease. The work must 
proceed along biological lines, otherwise attempts at pre- 
vention would be a waste of time. He was of opinion that 


there should be no attempt at this stage to press for. 


universal examination in this country, which he thought 
would be premature. 


Dinner TO CANADIAN AND AMERICAN GUEsTS. 

On October’ 16th the Joint Tuberculosis Council arranged 
for a dinner to be held at Verrey’s Restaurant, at which 
over a hundred representative British tuberculosis workers 
acted as hosts to about forty of their colleagues from 
Canada and the United States. Sir Henry Gauvary, who 
presided, was supported by Sir George Newman, Sir 
Robert Philip, Sir StClair Thomson, Professor Kenwood, 
and Sir Oscar Warburg, L.C.C. The chairman announced 
that, in response to a loyal message to the King, he had 
received a reply as follows: ‘‘ The King has received with 
much pleasure the message of greeting which you have 
addressed to His-Majesty on behalf of all present at your 
dinner to-night, and thanks them for their loyal ‘assur- 
ance. The King is glad to hear of the welcome accorded 
by the members of the medical profession to their colleagues 
across the Atlantic who are visiting this country for the 
purpose of attending the Congress of the National Associa- 
tion for the Prevention of Tuberculosis. His Majesiy 
wishes you all God-speed in your efforts to combat this 
scourge to the health and wellbeing of the community.”’ 

Proposing. the toast of ‘‘ The Guests,’ Sir Henry 
GAUVAIN voiced-the warm welcome which British medical 
practitioners engaged-in the campaign against tuberculosis 


were glad to extend.to their colleagues from the other side ~ 


of the Atlantic, and commented on the great privilege 
which was theirs in entertaining representatives of a 
Dominion which had played such a valued part in the late 
war. He referred to the great service. rendered by the 
Sun Life Insurance Company of Canada in making it 
possible for Canadian delegates to visit ~Europe, and 
expressed the hope that this meritorious act might receive 
the very favourable attention of British insurance offices. 
The toast was supported by Sir Robert Philip in a°warm 
personal tribute; by Sir Oscar Warburg, who recatled the 
many joint ventures of Canada and Great Britain; by 
Dr. Lissant Cox, chief tuberculosis officer for Lancashire ; 
and by Dr. C. O. Hawthorne, who voiced the greetings of 
the British Medical Association, and made mention of its 
coming visit to Canada two years hence. Dr. Marcus 
Paterson, Dr. Kelynack, Professor Lyle Cummins, and 
Dr. Jane Walker also spoke in support of this toast. 
Dr. R. E. Wodehouse of Ottawa, secretary of the Canadian 
Tuberculosis Association, replied to the toast and em- 
phasized the importance of the general practitioner in 
dealing with tuberculosis, especially when the battle had 
to be fought out in the home. He mentioned that the 
Sun Life Insurance Company had been in the habit of 
contributing annually and generously to the Canadian 
Medical Association; the donations rendered it possible 
to provide one- or two-day courses for practitioners in 
remote country areas. Dr. Stuart Pritchard, who also 
responded, said that the time had come for the 
English-speaking peoples to co-operate more closely. The 
toast of ‘‘ The Hosts ’’ was proposed by Dr. W. J. Donnig 
of Weston, Ontario, in a clever, witty speech. He remarked 
that tuberculosis recognized no international boundaries, 
and he hoped that very many of the hosts of that evening 
would be able to visit Canada in the future, when they 
would receive a very warm welcome. Replying to the 
toast, Sir Grorce NewMan congratulated the Canadians 
on continuing to be pioneer adventurers of the British 
Empire. He believed that in no part of the world was 
the prospect of defeating tuberculosis better than in 
Canada, where an increasing population would find ample 
space for expansion for many years to come. Dr. Ernest 
Ward, honorary secretary of the Joint Tuberculosis Council, 
also replied to the toast. Dr. J. H. Exxror of Toronto, 
in proposing the toast of increased presperity to the Sun 
Life Insurance Company of Canada, made mention of the 
long history of this institution, and gave illustrations of 
its great value as a national organization, especially with 
regard to the prevention of tuberculosis and th2 improve- 
ment in the mortality figures. Mr. T. B. Macautay, presi- 
dent of the company, in his reply, expounded the high 
ideals with regard to the promotion of health which 
inspired the various steps taken. He gave details of diffi- 
culties which had been overcome, and expressed confident 
hope with regard to increased activities in the future, 
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INTERNATIONAL SOCIETY OF MEDICAL 
HYDROLOGY. 


ANNUAL MEETING IN ENGLAND. 
Tar International Society of Medical Hydrology held its 


annual congress in England from October 9th to 17th.’ 


The first three days were spent in London in a series of 
discussions and other events, after which the members 
visited Harrogate, Buxton, Droitwich, and Bath. At least 
nine European countries and the United States were repre- 
sented, and French and German were heard in the dis- 
cussions more frequently than English. A noteworthy 
visitor was Professor Umberto Gabbi of Parma University, 
who was president of the gathering when it met last year 
in Italy, and who came by air direct from a congress at 
Turin, leaving again by air two days later to attend a 
congress in Rome. ‘The president this year was Lord 
Dawson of Penn, and the vice-presidents were Dr. W. 
Edgecombe, Dr. C. W. Buckley, and Dr. Rupert Water- 
house, of Harrogate, Buxton, and Bath respectively. The 
genius of the meeting was Dr. Fortescue Fox, chairman of 
council, who combined with a talent for self-effacement 
remarkable skill in handling an international occasion. 

The proceedings began with a conversazione at the Royal 
Society of Medicine on the evening of October 9th, by 
invitation of the Section of Balneology and Climatology. 
The guests were received by Lord Dawson, president of the 
Society, and Dr. G. L. Kerr Pringle, president of the 
Section, and a number of interesting exhibits. were on view, 
lent by the Wellcome Historical Medical Museum. Lord 
Dawson, after extending a welcome to the visitors, spoke 
of the great industrial wastage caused by subacute or 
chronic rheumatism. ‘Invalidity due to this cause in 1927 
led to a loss in Great Britain of 54 million working weeks. 
One of the subjects before the present conference, he said, 
was the extension of remedial measures to all classes of the 
community—making what had been the privilege of the few 
the right of the many—a task which needed an extended 
organization and the participation of the State. But 
valuable as spas might be, Lord Dawson continued, they 
would not alone suffice for the treatment of a disease so 
widespread among the workers. Treatment must be 
brought to these people in their cities, within reach of 
their homes and workplaces. City clinics were being estab- 
lished in various countries, one of them in London. Such 
clinies could not offer advantages comparable to those 
obtained in spas, with their environment and atmosphere, 
but if the spa was to fulfil its complete function its ambit 
must be widened. The new outlook which aimed at the 
preservation of health, and therefore the correction of 
physiological digressions before these became co-ordinated 
into ill health, had its effect on the spa. With the value 
now attached to fitness by the younger generation, there 
was not likely to be in the future the same proportion of 
the obese, the plethoric, the bronchitic, the gouty, and the 
rheumatic. These conditions would not be allowed to arise. 
Health values were truer than formerly. To be fat, inert, 
and gouty was no longer regarded as inevitable, still less 
as acceptable, and might come to be regarded as ‘‘ bad 
form.’’ This led one to hope that the spas, in addition to 
treating those suffering from various disabilities, might be 
able to make provision for a still larger number of people 
who, though guilty of various divergences from physio- 
logical correctitude, were still able-bodied and could enjoy 
their holidays while undergoing a pleasant discipline. By 
the co-operation of the spa municipalities and the medical 
profession appropriate provision might be made for these 
threshold cases. 

The first official meeting was held at the University of 
London, when Sir Hotspurt Waring, representing the Vice- 
Chancellor, extended a welcome to the visitors, and men- 
tioned that when London had its properly established post- 
graduate sehool of medicine, which he hoped would not be 
long delayed, one of the departments would be medical 
hydrology. Dr. Auison Guover brought greetings from the 
Minister of Health, who, he said, recognizing that the 
expansion of the provision for physical methods of treat- 
ment was a matter of urgent national importance, was 
eager to Jearn all that he could of the methods pursued in 


this country and abroad. In no branch of medicine was 
the international spirit more necessary than in hydrology, 
and such a society combated that national bias which early 
found expression in the preference of Naaman for Abana 
and Pharpar, rivers of Damascus. 


Spas and Insured Persons. 

The first discussion was on the health resort and 
national health insurance. Dr. C. W. Buckiey (Buxton), 
in opening, said that the organization of spas to meet 
the needs ef wage-earners and their dependants might 
proceed on several different lines. There might be State 
organization and control of séveral small spas whose 
resources were at present inadequately developed, so that 
they were made available principally for those who required 
assistance to enable them to undertake treatment; this 
would entail subsidies from the State. Again, spa _hos- 
pitals might be utilized and further developed, especially 
for the more serious cases; this need not destroy their 
voluntary character, but their funds could be assisted 
by payments from approved societies. Finally, there 
might be in all spas certain clinics organized by the medical 
profession or the municipality, or serving as a department 
of the spa hospital, to provide medical attendance, baths, 
and physical treatment, and research facilities. Whatever 
plain was adopted it was essential to have a central bureau 
to erganize and co-ordinate the whole scheme, and this 
must obviously be the function of the State. He added 
that it was essential that the medical profession in the 
spas should so organize itself as to guide and influence any 
schemes of this nature, and the newly formed Spa Practi- 
tioners Group of the British Medical Association was an 
ideal means to this end. 

An interesting account of German spas in the service 
of social welfare was given by Dr. Max Hrirsca (Charlot- 
tenburg). State-controlled social insurance in Germany, 
he said, dated from the early eighties; by 1914 one-third 
of the German people were socially insured, and the pro- 
portion now was one-half. Spa treatment cold not be 
demanded as a right by those in insurance, but it might 
be given, and its advantages were early recognized by 
those in administration because it shortened the period of 
illness and saved sick pay. The practice of sending in- 
sured patients to spas was constantly increasing. It was 
the custom for the sickness insurance offices to enter into 
agreements with particular watering places for accommo- 
dation and treatment for their members at reduced cost ; 
in a few cases watering places had been purchased by 
these offices. The control of insured persons at spas was 
quite practicable, even when they were lodged in private 
houses. The average time of a bath cure for a patient in 
invalidity insurance—that is, a patient convalescent after 
sickness or suffering from debility—was thirty-one days. 
Patients were thoroughly examined by a doctor before 
being sent to a spa, and the choice of spa was made as a 
result of that examination. The results with insured 
patients were/ better than those with non-insured, hecanse 
the former took their cure more seriously, without unduly 
engaging in diversions. ° 

The experience of one German State spa, Bad Elster, 
in Saxony, was related by its Kur-Direktor. Dr. Etienne, 
who said that a large number of homes for different classes 
of patients had been established there, including one home, 
with 160 beds, by one of the large trade unions. Every 
visitor paid a ‘‘ cure tax ”’ entitling him to the use of the 
waters and to certain social amenities. An assisted or 
‘* public ”? patient generally had a reduction of 20 per cent. 
on his ‘‘ cure tax,’’ as well as on the price of his baths, 


and the spa physicians also reduced their fees to such 


patients. Dr. Etienne gave some figures for German spas 
showing the annual number of visitors (presumably in 


1927) and the number sent and paid for by public 
Visitors. Visitors. 
Badenweiler ... 1,092 
Bad Elster a 3,544 
Oeynhausen ... 3,604 
Wiesbaden 5,597 
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In addition, at each spa there were some hundreds—at 
Nauheim and Oeynhausen some thousands—of single cases 
in which reductions were granted. The criticism was made 
by certain spa administrations that the presence of ‘social ‘s 
patients affected the atmosphere of the resort, and made the 
visits of wealthy patients less frequent. But many of these 
poorer visitors belonged to the cultured classes, having 
been brought down by economic misfortune, and even those 
of rougher manners responded to the refinements of the 
spa. One point of view put forward by an American 
visitor to Bad Elster was, ‘‘ One’s own cure is made sweeter 
by the sight of many of these unfortunates creeping back 
to health and strength.” 

An account of recent legislation affecting French spas was 
given by Dr. Duranp Farvex. In the decrees and regula- 
tions issued in France from time to time regarding mineral 
springs, increasing emphasis had been laid on the principle 
that the public interest or the interest of the patients using 
the waters must have precedence over the rights of the 
owner. An Act of 1910 authorized the levy of special 
taxes in recognized resorts, the revenue so derived being 
intended to provide the spas with the financial resources 
for their development and equipment. Professor Gasst, 
speaking of the position in Italy, said that the spas in that 
country, which numbfred 700, belonged to the State, to 
municipal bodies, societies, and private persons. Each 
spa had a ‘‘ cure committee,’ on which there had to be at 
least one medical man, and at the Ministry of Finance 
there was a central organization which supervised these 
local committees. Facilities were granted by the Govern- 
ment to poor persons tho were recommended for treatment, 
and by arrangement with trade unions workmen were able 
to secure such treatment. Every user of the baths had 
to pay a ‘‘ cure tax.” 

Dr. Gunnar Kanumeter said that in Sweden there was 
no State health insurance against sickness, but 13 per cent. 
of the population belonged to private clubs which gave sick 
pay, though they did not defray expenses incurred at 
hospitals or spas. Treatment at spas could, however, be 
obtained at a reduced payment—or in some cases without 
cost—by those who, becoming incapacitated by disease, 
were entitled to any for.r of State pension. The spas of 
Czechoslovakia were described by Dr. L. Scumiptr of 
Pistany as health and treatment resorts for the whole 
population. His country had decided to erect a balneo- 
logical institute to encourage the improvement of hygienic 
and public health conditions at spas, and scientific and 
experimental research in connexion therewith. Finally, Dr. 
Vico told of what was being done in Rumania, where 
there were 25 principal health resorts and 56 smaller ones. 
The control of all watering places was exercised by the 
Ministry of Health, and each of the resorts had a medical 
council. The principal insurance corporation in Rumania, 
in connexion with which three and a half million medical 
and surgical consultations took place in 1927, had impor- 
tant installations in three spas, and made arrangements last 
year whereby more than 3,000 patients were sent to these 
resorts. 

After Dr. Joun Murray (Llandrindod Wells) had spoken 
of the great burden imposed upon British industry by 
theumatic invalidity, and the need for impressing on the 
public, local authorities, and the Government the important 
place which spas ought to occupy in the treatment of ‘chronic 
disease, the discussion was closed by Dr. Kerr Prince 
(Harrogate), who urged that the State should safeguard 
British spas as national properties. Some of the spas were 
suffering from the growth of manufacturing districts in 
their vicinity; the development of locomotion brought to 
them people who used them only as sleeping quarters or 
places of excursion, and had no real interest in them as 
spas. The State, having declared all mineral springs 
national property, could lease them to local authorities 
at a low rental, and allow the authorities, in return for 
good management, to impose a ‘ cure tax.’? The State 
should also put a ring fence around the spas, thus creating 
4 health centre where there would be no noxious trades, 
and no pollution of atmosphere, where noise would be 
reduced to the minimum, and town-planning conditions 
enforced, 


The Humoral Factor in Disease. 

The second medical discussion was on the subject of 
neo-hippocratism,’”’ or the humoral factor in disease.” 
This took place at Burlington House under the presidency 
of Lord Dawson. In an opening paper Dr. M. B. Ray 
(London) traced the doctrine of the four cardinal humours 
(blood, phlegm, and yellow and black bile) from Hippo- 
crates and Galen down to the middle of the seventeenth 
century, when the final blow was given to its general 
credence by the tardy recognition of the work of Harvey. 
Sydenham revived the Hippocratic doctrine of observation 
and experience as the main essentials in the practice of 
medicine. The seventeenth and eighteenth centuries were 
marked, said Dr. Ray, by a continual striving after the 
formulation of ‘‘ medical systems,’? and from this there 
followed a period when clinical medicine was based princi- 
pally on pathological findings, which exhibited only the 
static aspect of disease. The brilliant work of Virchow and 
Cohnheim, who revolutionized current ideas regarding in- 
flammation, and the later researches on the internal secre- 
tions and in biochemistry had shown that many so-called 
organic diseases, manifesting local anatomo-pathological 
changes, were only secondary results of metabolic disturb- 
ances or blood disorders. To differentiate the new ideas 
on etiology from the old, the speaker suggested the designa- 
tion ‘‘ neo-humoralism,’’ which implied the concept of 


‘disease as primarily due to changes in body fluids, in 


respect to their excess, deficiency, retention of products 
of metabolism, and so one. 

Dr. Paut Frrreyrottes (La Bourboule, France) spoke 
of the value of waters in ameliorating, transforming, and 
dissipating humoral disorders. If the mode of action of 
waters were better known the origins of these morbid 
states would be better known also. The blood, like a 
medicinal water, was a complex solution of electrolytes, and 
it was reasonable to suppose that changes took place when 
the blood was deficient’ in certain elements. He argued 
for the notion of a lipoidal disequilibrium as a factor in 
diathesis, which might be corrected by waters. 

Dr. A. P. Cawapras (London) described the present 
period in medicine as that of ‘‘ neo-hippocratism.’”’ The 
principles of the organic localization of disease which had 
attracted medical science during the last hundred years 
were being abandoned, and a much wider and more com- 
prehensive conception derived from the doctrine of the 
ancient Greek physicians was making its appearance. The 
body was a unit, and could not be considered as a collec- 
tion of smaller units, organs, cells, or molecules; all these 
were correlated, and formed an integrating whole. It 
was the whole organism which became diseased; there were 


f no diseases of organs, of cells, or of tissues. Disease was 


a disharmony of life, a defect of adaptation. The neo- 
hippocratic theory had completely changed the conception 
of diagnosis, which now became a triple operation, con- 
sisting of disease diagnosis, functional ‘‘ personality ”’ 
diagnosis (the answer to the question to what extent the 
individual was injured by his complaint), and “ diagnosis 
of the etiological const@llation.’”’ With the introduction 
into medicine of this new conception, the role of special- 
ties in practice was being modified. Specialization in 
technique was useful, but in diagnosis impossible. The 
surgical specialties would remain, but the more recent 
splitting of internal medicine would be abolished, as it 
was being abolished in most Continental schools. In treat- 
ment also the new theory had opened wider horizons. 
Dr. Cawadias declared that a new period was opening 
for medical science. A new medical peak was being 
approached, and once more, as in Sydenham’s days, by 
a return towards Greek sources. The neo-hippocratic 
theory was one of thase great synthetic conceptions so 
important for the progress of human thought, and although 
no Hippocrates had yet appeared to give that theory its 
precise formulation, much had been already accomplished, 
even with the vague and fragmentary notions we possessed. 

Professor E, H. Kerrie (St. Bartholomew’s) said that 
the more one studied microbic diseases the more one was 
impressed by the fact that each particular type or group 
of organisms appeared to have an affinity for different 
types of tissues. The clear-cut localization of microbic 
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lesions was most remarkable. It should be possible to 
adopt. a much more rational method of treatment of 
infectious diseases than the prefession had been in the 
habit of employing. For the last thirty years or more 
infectious diseases had been largely attributed to the 
circulation of the blood, but the blood could not give a 
true indication of what was actually taking place in the 
body. To have regard to the blood alone was like making 
an attack with the blunderbuss instead of the rapier. 
Many blood changes in disease were purely secondary, not 
really vital changes. The diagnosis of enteric fever, for 
example, rested upon the demonstration of specific agglu- 
tinins in the circulating blood, but those agglutinins had 
very little relation to the actual process of infection, and 
their persistence was variable in different individuals. 
The question of infection or non-infection depended on 
the tissues entirely, not on the circulating plasma. The 
essential part of any infection was the direct combination 
between the tissues of the body and the infective organism, 
and inasmuch as each group of organisms affected a 
particular group or type of tissues it should be possible, 
by modifying the condition of the specific tissues involved, 
to modify considerably the progress of the infection in the 
patient. He did not think there was evidence that any 
specific treatment would alter this condition of the cells 
permanently, or even sufficiently to make infection im- 
possible, but the best results were to be hoped for by such 
regime and treatment as would influence the body tissues. 

The discussion of so large a theme was hampered by lack 
of time, and succeeding speakers were compelled to com- 
press their remarks very closely. Dr. Sarmento (Portugal) 
-related how by studying the action of the Vidago waters 
in his country in certain affections he had found abundant 
confirmation of the importance of-the humoral factor in 
disease. He held that the doctrine which saw the origin 
of certain diseases in the body fluids must be regarded as 
a necessary conception, especially in experimental and 
physico-chemical medicine. Dr. EK. P. Povnrox (London) 
described some recent biochemical investigations carried 
out with Dr. Obermer in cases of chronic rheumatic 
disease ; he exhibited in diurnal curves the urinary picture 
in such cases, and pointed out its significance in various 
respects. He suggested that differences in biochemical 
make-up appeared sometimes to be congenital and seme- 
times acquired-—for example, the allergic state—and that 
the effects of heredity and environment (including disease) 
could not at present be distinguished. Dr. Max Himscu 
(Charlottenburg) said that although medical opinion and 
practice were now swinging back from the consideration 
of the disease itself to the Hippocratic method of making 
the sick person the focus of attention, the study given to 
diseases had not been without its fruit, and the return 
to Hippocratic theory and practice was made with much 
better understanding in consequence. 


International Standards, 

At another session during the London part of the meet- 
ing an international standard of measurement in the 
analysis of- waters was considered. Last year when the 
Society held its congress in Rome a committee was 
appointed to consider this subject and make recommenda- 
tions. The proposals, which were endorsed by the council, 
were now presented by Dr. Judd Lewis and agreed to 
unanimously. It had previously been agreed that the 
analysis of a water should always be expressed in terms 
of ions, whether its interpretation in other terms was 
given or not; that the quantities of ions, also “ salines ”’ 
when stated, should be given to one decimal place only; 
also that the specific gravity should be determined by 
comparison with distilled water at the same temperature. 
It was now agreed to add to the proposed tables of 
analysis an extra column in which the ions or salines 
milli-normality ’’—that is, 
the number of times the molecular weight of the ion in 
milligrams is contained in a litre of water. It was further 
agreed, in order to avoid the use of cumbersome decimals, 
and to bring the analytical data into line with the cus- 
tomary dose of waters as nearly as possible, to adopt as 
an international standard measurement the expression of 
analytical data for the constituents-of waters in terms -of 


parts per 100,000. The tables which the council of: the 
Seciety will print in future will show for each ionic or 
saline constituent of the water its concentration in parts 
per 100,000, its concentration in terms customary in the 
country where the water originates, and the same in terms 
of ‘ milli-normality.”’ It was also agreed to form in 
each country a national committee to give effect to the 
International Society’s proposal. 


Other events of the meeting in London were receptions 
at the Royal College of Physicians and at the Wellcome 
Historical Museum. At Harrogate the members were the 
guests at dinner on successive evenings of the mayor and 
corporation and of the Harrogate Medical Society. Here 
a discussion took place on the treatment of children by 
waters and baths, and demonstrations of rheumatic cases 


-were given at the Royal Bath Hospital. At Buxton 


hospitality was similarly extended by the municipality and 
the local profession. A general discussion took place here 
on rheumatism as a national problem. Droitwich Spa was 
visited on the way to Bath, and here again the members 
were welcomed municipally and by their medical col- 
leagues, and were entertained to luncheon by the Corbett 
trustees in the Salters’ Hall. We hope to publish a more 
detailed account in the next issue. 


HEALTH OF THE ROYAL AIR FORCE, 
REPORT FOR 1927. 

Tne medical aspects of problems* associated with the 
efficiency of industrial workers are now recognized as 
being of national importance, and in this connexion the 
researches into flying efficiency carried out by the Medical 
Department of the Royal Air Force have considerable 
interest. One of the problems recently investigated is 
that of fatigue caused by flying, and an account of this 
appears in the Report on the Health of the Royal Air 
Force for 1927.' 

“ Fatigue’ was estimated by physiological tests for 
respiratory and circulatory efficiency, and general nervous 
stability; and by a system of marking an “ efficiency 
index ”? was obtained. The results showed that individuals 
who had been specially selected, by passing the medical 
examination for flying passenger-carrying aeroplanes, 
could fly for long periods without showing fatigue. When 
a pilot had flown over 100 hours in any one month there 
was, generally speaking, no appreciable amount of fatigue 
noted, although certain signs of the onset of stress were 
observed. In one instance, however, the marks obtained 
in the efficiency index fell to a very appreciable degree. 
The figures show that re-examination of aeroplane pilots 
is of value in enabling conditions predisposing to flying 
fatigue to be discovered and rectified early. | 

Medical fitness and accidents were also investigated. 
The method adopted was to study all accidents due to 
fault on the part of the pilot, and to calculate the physical 
efficiency index and also the index of visual judgement. 
The report gives a summary of the results which ind- 
cates that lack of physical efficiency (including — visual 
efficiency) cannot be regarded as a factor in the causation 
of accidents. 

In view of the observations made by Muscio? on indus 
trial workers, where a definite increase in accidents 
occurred with the onset of fatigue, the method of the 
Royal Air Force in selecting individuals capable of 
enduring fatigue, and of applying routine tests to dis 
cover the early signs of stress, may be of interest. 

It is claimed that the record of Imperial Airways 
during the three years 1925 to 1927 (approximatels 
2,400,000 miles flown and 54,000 passengers carried without 
a serious accident) must be attributed, in part at least, 
to the careful medical selection and periodic re-examination 
of the pilots of aircraft carrying civilian passengers.  , 

Those who are concerned about the distressing effects 
of street noises on sensitive persons will be interested to 
learn that attempts have been made by the Medical 


1 Report on the Health of the Royal Air Force for the year 1927. 
H.M. Stationery Office, Kingsway. 3s. net. 
2 Lectures on Industrial Psychology. 
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Department of the Royal Air Force to provide protection 
for pilots against the deafening noises of aeroplane engines. 
A simple and effective ear defender has been devised which 
cuts off the painful and fatiguing vibrations, while 
enabling the pilot to hear the wireless telephone and 
other sounds perfectly. 

A synopsis of the Royal Air Force medical officers’ course 
of instruction is given in the report. Such subjects as 
applied pathology, hygiene, tropical medicine, and hospital 
routine are taught by scientific experts of the highest 
repute. .Inspection of the syllabus given suggests that 
the training and experience obtained in the Air Force 
should result in an excellent type of medical officer. 

The health of the Royal Air Force at home and abroad 
has been good, and the figures for sickness, deaths, and 
invaliding incidence during 1927 compare favourably 
with those of the previous year. Sickness figures are 
shown for the fleet air arm this year for the first time. 
Life appears to be healthy in the Royal Air Force, 
and although the majority of the men are serving in Iraq, 
India, Egypt, Palestine, Aden, and Malta, only ten cases 
of illness due to the effect of heat are recorded. Accidents 
caused by athletics and motor cycling while off duty are 
among the chief causes of injury. Flying accidents only 


~amount to 6.4 per cent. of all injuries. This figure is the 


lowest since 16923, and, taking into consideration the 
number of hours flown per accident, the casualty risk is 
the lowest ever recorded. 

In conclusion, it may be pointed out that the annual 
reports of the health of the Royal Air Force are a mine 
of information for those interested in the physiological 
standards of normal healthy adults. The report contains 
thirty-one tables of statistics of various sorts, and in 


Table 24 are given the average results of pulse rates, blood 


pressure, etc., of 1,827 serving officers of the flying branch 
and 22 airmen pilots. It is worthy of special mention that, 
although some 20,000 records have been obtained since 
these physiological tests were first standardized during the 
war (the pilots selected being chosen by the executive 
branch of the service) there has been no appreciable 
variation in the pulse rates and blood pressures of officers 
who were fit for flying duties, 
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MORE POINTS FOR MEDICAL MEN, 
[From our Motorine 

Tue 1928 Olympia Show, which closes to-day (October 20th), 
has continued to draw the general public. At times, 
indeed, the huge building has been uncomfortably over- 
crowded, rendering close inspection of any of the more 
popular cars practically impossible. There has been some 
talk of changing the exhibition from an annual to a 
biennial event owing to the heavy financial load it thrusts 
on exhibitors. Certainly, if it is to continue yearly, and 
exhibitors are to securé a reasonable return for their outlay, 
this question of overcrowding is one that will have to be 
considered seriously by the Society of Motor Manufacturers 
and Traders, responsible for the organization of the exhibi- 
tion. Lieut.-Colonel J. T. C. Moore-Brabazon, M.P., broad- 
casting his impressions of the show from 2L0, touched on 
one of its weak spots when he said that much of the over- 
crowding was due to the large number of motor agents and 
their representatives who hang about all day round the 
popular car stands in the hope of picking up a stray order 
or two. Many will agree that this competition for orders 
is defeating its own ends. Visitors to the show, finding 
themselves unable to get near the chassis or car they wish 
to examine, but importuned instead by too enterprising 
agents, are inclined to go away in disgust. The Olympia 
Show should be what its title calls it—an exhibition rather 
than a mart; and some action to prevent overcrowding, 
particularly by touting agents, is to be desired. 


A Technical Survey. 
An interesting summary of the tendencies in motor car 
design and construction as shown by the 1€29 models has 
been prepared by the Autocar, which largely bears out 


the views expressed in the British Medical Journal cf 
October 6th. Thus it shows that of the British and 
foreign cars at present on the market in this country the 
majority of makes are fitted with six-cylinder engines, 
these now forming 49.6 per cent. of the total as against 
34.6 per cent. for the four-cylinder type, the balance being 
divided between cars with two, eight, and twelve cylinders. 
Ignition is still mainly by magneto, but is closely followed 
by the coil and distributor variety. Cone clutches are now 
found only on 5.4 per cent. of cars, as against over’71 per 
cent. with the disc form; gearboxes providing four speeds 
are used to the extent of nearly 59 per cent. of cases, those 
with three speeds only forming about 41 per cent. of the 
total. American influence is seen in the change-speed lever 
position, this being central in 67 per cent. of cars, lateral 
in only 33 per cent. The spiral form is the predominant 
type of bevel gears employed fer driving the back axle, 
being found in 89 per cent. of cars; worm-drive is found 
in 9 per cent., and straight bevels and miscellaneous gears 
in the remainder. Finally, it is interesting to learn that 
wire wheels are now used on 47 per cent., or nearly one-half, 
of the different makes of cars, disc wheels, once so popular, 
on less than 13 per cent. 


Leaving Cars Unattended: A Missing Detail. 

British car manufacturers might with advantage copy 
certain of their American competitors in providing some 
form ‘of lock for the steering gear or change-speed control 
to prevent the stealing of unattended cars. Many doctors 
drive themselves, and therefore have often to leave their 
cars unattended. The doors of most covered cars are now 
fitted with locks which are good so far as they go; but 
what is required is some simple yet effective device that 
will prevent open cars from being tampered with and 
driven off by thieves. Many doctors would welcome such 
a safety device, even at the cost of sacrificing some of 
the accessory conveniences now included in the specification 
of the generality of cars. 


More Sizx-cylinder Cars. 

There are so many interesting cars at the show that 
it is impossible in the space available to mention them all. 
One may, however, refer briefly to some of the better 
known. Thus, A.C. Cars, Ltd., are now concentrating 
attention on vehicles with six-cylinder engines of respec- 
tively 16/40-h.p. and 16/56-h.p., the last-mentioned being 
built in both short and long chassis forms. The cars 
exhibited include one with a striking ‘‘ sunshine ”’ saloon 
body. Bean Cars, Ltd., are offering 14/35-h.p. and 
14/70-h.p. four-cylinder cars, identical in chassis design 
except that the higher-powered vehicle is fitted with what 
may be regarded as a ‘“‘sports’’ engine. All the Bean 
cars are now provided with unsplinterable glass windows, 
and Dewandre servo-operated brakes. The cars made by 
Bentley Motors, Ltd., are admittedly among the higher 
priced ones, but from the constructional point of view 
they occupy a very high position in the motor industry. 
Brocklebank and Richards, Ltd., are displaying the 
Brocklebank 14.9-h.p. six-cylinder chassis containing many 
details of interest, an attractive complete car being a four- 
door saloon covered with black fabric and upholstered in 
green leather, 


American and Canadian Examples. 

Among the better known American and Canadian cars 
are the Buicks, the lowest-powered model of which, the 
25/75-h.p., has undergone considerable change in design, 
detail, and coachwork.. The engine has a larger bore, 
improved cam shaft, and valve mechanism, and quieter 
starting. gears. Many improvements in the bodywork add 
both to comfort and appearance, and all the bright external 
parts are now chromium plated. The La Salle and Cadillac 
cars are still fitted with V-type eight-cylinder engines, but 
several noteworthy modifications have been made. The 
most interesting development is the new - syncro-mesh ”’ 
silent change-speed gear, to which reference was made in 
a preceding article. Roller bearings are used on all the 
brake cross shafts in place of bronze bushes. The wind- 
screens and windows of both cars are now of safety glass. 
Another well-known American production now very popular 
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in this country is the Chrysler. The present range includes 
a new model known as the ‘‘ 65,’’ the six-cylinder engine 
of which is rated at 23.5-h.p. Among the complete Chrysler 
cars on view one that is attracting attention is a business 
coupé listed at £392. For the coming season it has not 
heen found necessary to make any change, either in the 
design or price of the Essex six-cylinder car, the model 
known as the 4/5-seated coach remaining at £250. 


- Clyno, Crossley, and Daimler. 

The Clyno Company are concentrating on the 9-h.p. and 
12/35-h.p. four-cylinder models introduced last year. Im- 
provements in detail only are evident, and both chassis 
are being supplied with either standard or de luxe equip- 
ment, There are four models of the 9-h.p. cars, ranging 
in price from £112 10s. for the four-seater with improved 
fabric bodywork, to £160 for a two-door de luze saloon. 
With the 12/35-h.p. chassis there are three models of 
standard and four de luxe cars. In the former prices 
range from £157 10s. to £200 for the four-door saloon, 
while in the latter there is a four-door Olympia saloon 
at £275. Of the three types of six-cylinder cars now built 
by Crossley Motors, Ltd., the one most likely to appeal to 
medical men is the 15.7-h.p. model, which, as a saloon, is 
priced at £550 or £575, according to the finish. The details 
of the chassis have undergone little or no alteration sinee last 
year, the 1928 cars having given every satisfaction in users’ 
hands. The Daimler Company, Ltd., the pioneers of .cars 
fitted with sleeve-valve engines, have hitherto made highly 
priced de luxe cars. For 1929, however, they have intro- 
duced a 16/65-h.p. six-cylinder car with fabric saloon body 
at only £595. , 

An Italian Representative. 

An Italian car with many admirers and users in this 
country is the Fiat, the range of which imcludes 9-h.p., 
12-h.p., 26.8h.p., and 17/50-h.p. models, the first- two 
having four-cylinder and the others six-cylinder engines. 
The 9-h.p. and the 12-h.p. models are adequate to the 
requirements of most medical practitioners. In the smaller 
type a fixed-head coupé at £235 attracts attention. For 

ose requiring more power and a roomier vehicle the 
12-h.p. four-door saloon is worthy of inspection. This 
model has a_ side-controlled. four-speed gearbox and a 
wheel base of just over 9 ft. ; 


Fast Car Specialists. 

Lea and Francis, Ltd., who have built up a reputation. 
for speedy cars with highly efficient four- and six-cylinder 
engines, are showing, among other models, an attractive 
12/40-h.p. fabric saloon at £440 and a coupé at £400. -The 
Rhode Motor Company, Ltd., are concentrating on a single 

of 11-h.p. Rhode Hawk chassis. This has a wheel 
base of 10 ft. 4-in., enabling a roomy saloon body to be 
fitted. Two other manufacturers specializing in speedy 
vehicles are Lagonda, Ltd., who are building 12.7-h.p. four- 
cylinder and 17.7-h.p. and 19.2-h.p. chassis, fitted with 
both open and closed bodies, and the M.G. Car Company, 


_ whose productions range from an 8-h.p. . four-cylinder 


‘* sports ’’ two-seater to a 17.9-h.p. six-cylinder four-seated 
‘* salonette.”’ 
A Novel Sunshine Saloon. 

The cars built by Singer and Co., Ltd., are among the 
most popular in this country. The firm are continuing the 
8-h.p. Junior and 12-h.p. Senior four-cylinder models with 
certain improvements in the details, easily operated 


““ sunshine ”’ saloons being now available on both chassis. 


The 16-h.p. six-cylinder Singer has been considerably 
improved, and, in view of the increasing popularity of 
light ‘‘ sixes’? and the relatively low price of the Singer, 
it merits the attention of doctors. Leyland Motors, Ltd., 
continue steadily to improve the outward appearance of 
their novel but reliable 10-h.p. Trojan car. Ut is the only 
vehicle in the exhibition with a two-stroke engine, and, in 
addition to open cars, is now being supplied with saloon 
bodies of either the permanently covered or the ‘* sunshine ”’ 


type. 
Rovers and Sunbeams. 

Improvements in the outward appearance and internal 
furnishing are also the chief alterations in the cars of the 
Rover Company, Ltd. Only two types of chassis are heing 
made—the 10/25-h.p. four-cylinder and the 16-h.p.  six- 


‘on a Morris 17.9-h.p. “ six 


cylinder. The ‘‘ Nippy-Ten’’ range includes a Weymannu 
saloon with leather or cloth upholstery at £250, the prices 
of the ‘six’? ranging from £395 to £460. The Sunbeam 
Motor Company, Ltd., is another firm which has not 
found it necessary to change the mechanical details of its 
cars. Four sizes of six-cylinder cars are being made, in 
addition to a 35-h.p. ‘‘ straight eight,’’ the smallest ‘‘ six ”’ 
being of 16.9-h.p. New designs in bodywork are, however, 
apparent, and one or more of these will doubtless appeal to 
doctors. Sunbeams are not, of course, cheap cars, but have 
an excellent reputation for reliability and efficiency. 


Stars and Swifts. 

The Star Engineering Company, Ltd., is concentrating 
on two sizes of six-cylinder chassis—20/60-h.p. and 
18/50-h.p. The Star Company is one of the oldest in the 
industry, but is keeping well apace with modern ideas of 
design and construction. Its cars are maintaining their 
long-held reputation for reliability and durability. For 
1929 Swift of Coventry, Ltd., are mainly devoting attention 
to the 10-h.p. Swift vehicles, an important alteration in 
which is the adoption of a four-speed gearbox in place of 
the three-speed one formerly employed. The range of 


bodies includes a neat two-three-seated coupé and an 


improved ‘‘ sunshine ’’ saloon. 

Clement Talbot, Ltd., are confining attention to a single 
Talbot six-cylinder model of 14/45-h.p., which has proved 
so satisfactory that little or no change has been made in 
the details since last year. The cars of the Triumph Cycle 
Company, Ltd., are notable more for quality than for low 
price. Their two models, of respectively 15-h.p. and 7-h.p., 
possess many features of merit. Wolseley Motors, Ltd., of 
which Mr. Morris, of Morris cars, is now the head, have 
some excellent cars at considerably reduced prices for tho 
1929 season. The Wolseley Company have a long-established 
reputation for reliability, and the 12/32-h.p. four-cylinder 
and 16/45-h.p. six-cylinder models are well worthy of 
consideration. Among the French cars popular in this 
country are those of Renault, Ltd. For 1929 the prices of 
some of the models have been reduced, the 9/15-h.p. and 
14/45-h.p. saloons, both four-cylinder, being now respec- 
tively £182 and £269, while the 12.5-h.p. six-cylinder saloon 
has been reduced to £258. 


Notable Motor Bodywork. 
The Annexe to the Main Mall is, as usual, oceupied by a 
display of motor bodies.- This forms an exhibition of its 


‘own, and contains many pleasing examples of the coach- 


building craft. Most medical practitioners have perforce 
to be content with the standard form of bodywork supplied 
by the car manufacturers. Most of the latter are pre- 


. pared, however, to supply chassis to motor users who prefer 


to have the bodywork built to their own requirements. 
Needless to say, this is generally a little more costly, but, 
to those who can afford the outlay, is compensated by the 
greater satisfaction. 

It would occupy too much space to deal with each of the 
exhibits in the bodywork section, many of which, indeed, 
are too large and elaborate for doctors’ use. The writer's 
attention was, however, attracted by a very smart fabric 
coupé body fitted to an Austin 16-h.p. six-cylinder chassis 
on the stand of Mann, Egerton and Co., Ltd. The two 
main seats are of the sliding bucket type, while behind 
them are two occasional tip-up seats. The car can thus be 


-used as either a two- or four-seater, while its range of 


usefulness is increased by a luggage boot at the rear and 
a ** sunshine ’’ roof, which enables it to be run either as an 
entirely closed or partially open car. Gordon England, 
Ltd., whose methods of body construction ave special te 
themselves, also display some attractive bodies which will 
appeal to users of even popular-priced cars, Thus, on the 
stand are a special saloon body for the Austin ‘‘ seven 
and a very attractive design of five-seated two-door coupé 
chassis. 


- A Look Round the Galleries. 
So many and various accessories are now manufactured for 
the convenience of motorists that a walk round the galleries 


‘at Olympia is a revelation of the progress of motoring 


comfort. Space will not allow reference to more than 4 


_few of the many useful articles on view... 
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A winter driving convenience now widely used is a muff 
for the radiator. This is designed to prevent rapid cool- 
ing of the water in cars that have to be left standing for 
seme time, and thus to prevent difficulties in re-starting 
the engine. These muffs are now available for most makes 
of cars, and a big range of them is shown amidst a wide 
selection of other accessories on the stand of Gamages, 
Ltd. When using radiator muffs one must get into the 
habit of dropping the flap when leaving the car and of 
raising it on re-starting, otherwise, when driving with a 
flap accidentally left down, there is a risk of overheating 
the engine and of boiling the water away. Some useful 
rugs for winter use are also to be seen on the Gamago 
stand. Dunhills, Ltd., is another firm displaying a 
variety of useful accessories, including radiator muffs, 
safety garage-heating lamps, and a spotlight with a 
special anti-fog disc, handy when fog or mist are encoun- 
tered during night driving. The regular running of 
motor engines depends very largely on the sparking plugs 
used, the choice of these being another matter in which 
one may be penny wise and pound foolish. Reliable plugs 
are now made by quite a number of firms, among the 
better known being the Lodge, K.L.G., and Champion. 
All of these firms have a range of patterns designed to 
give satisfactory firing in different makes of engine. In 
addition to one or two new models specially intended for 
use in high-compression engines (in which considerable 
temperatures are generated) Lodge Plugs, Ltd., have 
recently improved the brass terminal so that the Lodge 
weatherproof terminal can be used on any model of the 
firm’s plugs. 

Windscreen wipers are another modern convenience of 
all-weather driving. Any one of the many -varieties can 
readily be fitted to a car if it is not already so equipped. 
Among the devices are the Vokes and the Klaxon, it being 
claimed for the latter that its action is unaccompanied 
by the usual clicking noise. Doctors who look after the 
oiling and adjustment of their own cars will be interested 
in the improved forms of pressure grease guns shown by 
the Tecalemit Company, Benton and Stone, Ltd., and other 
firms. Tho last-mentioned firm has brought out a new 
form of gun known as the Enots ‘‘ Autolub,’”’ suitable for 
oil or grease. By means of this it is claimed that the task 
of oiling and greasing a car can be comfortably and effi- 
ciently performed by one hand. Among the interesting 
exhibits of Jenks Bros., Ltd., is the Stevenson fixed-to-the 
car jacking system, an arrangement which reduces the 
iielay when punctures are encountered and tyres have to 
be changed. The device also facilitates the recommended 
piactice of occasionally changing over front and_ back 
tyres, as by the Stevenson jack the two wheels on each 
side of the car can be simultaneously raised from the 
gronnd. 

Another Anti-dazzle Device. 

In the first article of this series (October 6th) the view 
was expressed that the real solution of the headlight dazzle 
problem had yet to be found. While this is true, examina- 
tion of the many devices shown in the galleries indicates 
that excellent progress towards a solution is being made. 
Lucas’s new ‘‘ dip and switch’? device has already been 
mentioned; and on the stand of H. Jenks, Ltd., there is 
a working model of another practical arrangement known 
as the ‘‘ Correcta,’’? and made by Correcta Light, Ltd. 
This is certainly an ingenious contrivance; at present, 
however, it is only standardized for Morris and Rolls- 
Royce cars. 

The Improvement in Tyre Life. 

Since the war there has been a remarkable change for 
the better in pneumatic tyre manufacture. Nowadays one 
rarely meets with a car hung up on the road owing to 
puncture or other tyre trouble; and although this may 
to some extent be due to the improved roads there is 
no doubt that tyres themselves are also very much better 
and more capable of giving a long period of satisfactory 
‘ervico with a minimum of attention. It is pleasant 
to observe, however, that tyre manufacturers are not 
content with their achievement up to date; in addition to 
lowering the cost, they are continuing to strive for some- 
thing better. Thus, by way of example, it may be men- 
tioned that the Dunlop Rubber Company, Ltd., have lately 


introduced a specially strong new tyre, named the Dunlop 
‘‘ Fort,’’ designed to meet unduly arduous conditions. 


Regular Testing of Tyre Pressure. : 

One realizes at the show how general has become the use 
of balloon and low-pressure pneumatic tyres. These, while 
possessing undoubted advantages over the high-pressure 
variety, have the drawback that the margin between correct 
and insufficient inflation is very small. To obtain. good 
results from them car-owners must therefore pay more 
regard to the details of inflation; motor owners are recom- 
mended to test their tyres once a week. Besides the well- 
known Schrader, there are now several air-pressure testing 
devices on the market, and one or other of these should 
find a place in every doctor’s tool-kit. All these devices 
suffer, however, from the drawback that their use entails 
the removal, and subsequent replacement, of the large and 
small caps of the four tyre valves. During the past 
summer the writer has found the ‘‘ Pressometer’’ tyre 
tester, marketed by T. B. Andre and Co., Ltd., a very 
convenient little device. It is claimed that by merely 
pressing this on the outside of the tyre a correct reading 
of the internal pressure is given on the indicator. Although 
one is not entirely convinced of this, there can be no 
question but that it is a useful and simply applied com- 
parative gauge. The writer pumps up his tyres to the 
recommended pressure, obtaining this by means of the more 
orthodox pressure gauge. As soon as each tyre is pumped up, 
and the valve caps are replaced, he uses the ‘‘ Pressometer”’ 
and makes a note of the position of the indicating finger. 
It is then easy to practise the weekly test, pressing with the 
‘* Pressometer ”’ on each of the tyres in turn. If the finger 
reaches the same mark as before he is satisfied that every- 
thing is in order; if not, he knows at once that the tyre 
needs a few strokes of the pump. 


MEDICAL SICKNESS, ANNUITY AND LIFE 
ASSURANCE SOCIETY. 


THe annual general meeting of the Medical Sickness, 
Annuity and Life Assurance Society was held at the First 
Avenue Hotel, High Holborn, W.C., on October 8th, under 
the chairmanship of Dr. F. J. Atan. 


The Chairman’s Address, 

“In presenting the directors’ report the chairman said that the 
Society continued to make steady progress. In the last year 
the number of applications had trebled. The bonus declared 
last year had greatly stimulated interest, and the amount of 
new business surpassed all previous records, The schemes for 
practice purchase and house purchase which had been inaugu- 
rated had proved very helpful. The number of applications 
to partake in the practice purchase scheme had increased to 
such an extent that the directors considered it advisable to 
limit the amount of capital to be devoted to it until further 
experience had been gained. The scheme had been quite satis- 
factory, inasmuch as the interests of the Society and also of 
the purchaser were considered. In some cases investigation had 
shown that the practice proposed for purchase was not exactly 
suitable. Grateful letters had been received from young men 
thanking the Society for the assistance afforded them in giving 
them a fair start in their careers. There was also an increasing 
number of applications for the house purchase scheme. As the 
terms offered were generous, particular care had to be exercised 
regarding the value and condition of the property; the Society 
acted only after receiving the report and advice of its 

The first half of the past year with its depressing climatic 
conditions had produced claims on the sickness fund consider- 
ably above the average, but this had been counterbalanced by 
the healthier conditions of the second half. Thus, the amount 
paid out in sickness claims for the twelve months, in spite of 
the increased membership, was rather less than in the previous 
year—namely, £31,179, as against £31,225. In sickness insur- 
ance many more problems arose than with life assurance. It 
had been found that quite good lives from a life assurance point 
of view might be liable to a greater amount of illness than the 
average. Though the illnesses were of a minor nature, they 
entailed claims on the funds, and were very difficult to estimate. 
It was proposed to issue to members a questionary regardin 
certain minor diseases, and it was hoped that the answers woul 
be helpful in conducting the work o the Society. The number 
of claims for neurasthenia had increased. ; 

Acting on the advice of the actuary the directors had trans- 
ferred to a separate fund the sum which, with interest and 
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dividends accruing, was calculated to meet bonus payments as 
they arose. The new life insurance business, which amounted to 
nearly £200,000, showed a gratifying increase, especially when 
it was remembered that this branch only started on its present 
basis eight years ago. The total premiums were £30,844, against 
£25,296 the previous year. Regarding the investments, the 
directors had written down some of the stocks; it was hoped 
that it would not be necessary to do so again. Notwithstandin 
this, the value of the Society’s investments was nearly £24, 
in excess of that shown in the books. The continued increase 
in membership naturally meant an increase in management 
expenses, but this was not an undue amount, as was shown 
by the fact that during the year the expense ratio dropped 
from 14.19 per cent. to 13.88 per cent., and, excluding valuation 
expenses, to 13.35 per cent. Though a complete valuation of 
the Society’s business was made every five years the actuary 
examined closely tue experience of the Society every year and 
reported thereon, so that the directors might know exactly how 
the Society stood. The actuary had just completed his exam- 
ination and valuation, and concluded his report thereon by the 
following statement: ‘‘ This is a most satisfactory state of 
affairs and warrants the declaraiion on the part of the directors 
of a guarantee of the maintenance of the interim bonus at the 
full rate of bonus declared at the last valuation.’’ Acting on 
this assurance the directors recommended the payment of an 
interim bonus. 
Several questions. about items of expenses having been 
answered the report was adopted. A prolonged discussion took 
place regarding the appointinent of two directors, and it was 
ultimately decided to take a poll of the members. Messrs. 
Harber, Sturgess, and Fraser were reappointed auditors for one 
year. The meeting adopted the recommendation of the directors 
for the payment of an interim bonus on all with-profit policies 
for permanent sickness and accident insurance and life assur- 
ances becoming claims during the year July Ist, 1928—June 
30th, 1929. A vote of thanks to the staff for their valuable 
services. was adopted on the motion of the CHarrMaAN, and a 
hearty vote of thanks to the chairman for presiding was pro- 
by Dr. Jonn Marruews and seconded by Sir 
ILLCOX. 


Scotland. 


Tribute to Sir Donald MacAlister. 

In recognition of his twenty-one years’ service as Principal 
and Vice-Chancellor of the University of Glasgow Sir 
Donald MacAlister was, on October 12th, the guest of 
honour at a banquet, over which Lord Maclay presided, 
in the Central Hotel, Glasgow. There were present members 
of the Government, representatives of the city and its varied 
interests, and of the learned professions, including many 


~ 


‘ medical men of note. The toast of the evening was pro- 


posed by Sir John M. Macleod, who said that Sir Donald 
MacAlister’s brilliant career was on full record, so that 
anyone who ran could read it, provided he had good breath 
and some time at his command. He would find in it an 
arresting statement. It would be seen that in his day Sir 
Donald had been accorded every honourable academic title 
it was possible for a man to enjoy, not only from the great 
British centres of learning, but from those of the Dominions 
and from ancient and famous seats of culture in Europe 
and America. Continuing, Sir John referred to the growth 
of the University since 1907, when Sir Donald MacAlister 
was appointed, saying that at that time there were 2,504 
students, and last year there were 5,294. To meet this 
heavy increase there had been appointed 18 additional 
professors, 90 lecturers, and 31 assistants. These figures 
gave some idea of the additional work now being done at 
the University under the Principal’s moving and guiding 
inspiration. All he had touched on could only have been 
achieved by the driving force of Sir Donald’s personality, 
his enthusiasm, and, above all, his peetic temperament, all 
of which, he was proud to believe, was derived largely from 
the fact that his blood was strong because his heart was 
Highland. Sir Donald MacAlister replied in a racy speech, 
in which he dwelt upon the close relationship existing 
between the city and the University in Glasgow, and upon 
the way in which the citizens had given their support 
to the work of the institution of which he is Principal. 
The citizens of Glasgow, he said, deemed nothing that was 
humane, including humané studies in the widest sense, to be 
outwith their concern or beyond the scope of their fostering 
care; the Lord Provost and magistrates took part in the 


work of the University Court. Glasgow magnates and 
merchants, and lawyers and doctors, and teachers, gave 
of their time and thought to its day-to-day administration. 
The Lord Provost, Sir David Mason, replying to the toast 
of ‘‘ The City of Glasgow,’’ proposed by the Earl of Elgin, 
referred to ‘‘ the consistently noble manner in which their 
guest had supported the Corporation in every movement for 
the material welfare of the community ”’; while Sir Alfred 
Ewing, Principal and Vice-Chancellor of Edinburgh Univer- 
sity, spoke of Sir Donald as the doyen of the vice-chancellors 
of the universities of Great Britain and the keeper of the 
professional conscience of the doctors ,of this island. But 
his great work, Sir Alfred Ewing said, had been his 
guidance and administration of Glasgow University; it had 
indeed been a great work, great in every step and great ine 
its results. Dr. Walter Elliot, Under Secretary of State for 
Scotland, said that he bore io Sir Donald the good wishes 
and congratulations of the Secretary of State for Scotland, 
and recalled that the last similar gathering in the life cf 
Glasgow had been some thirty years ago, when a banquet 
was held to do honour to Lord Kelvin. The proceedings 
closed with the toast of ‘* Lady MacAlister,’? who was the 
only lady present. 


Royal Medical Society of Edinburgh. 

The 192nd session of the Royal Medical Society of Edin- 
burgh was opened on October 12th by an inaugural address 
from Sir John Robertson, M.D., of Birmingham. Dr. 
W. Mitchell Innes, senior president of the society, presided, 
The lecturer took as his subject the borderland between 
preventive and curative medicine, and remarked that these 
two branches of medicine had in the past been kept much 
too far apart. There was still too little consideration given 
by doctors to the prevention of disease, while those who 
were engaged solely in preventive work laboured under the 
disadvantage of not being in intimate contact with the sick. 
It might be said, comparing the present day with fifty 
years ago, that from 30 to 50 per cent. of deaths were now 
avoided every vear. This saving meant that the average 
expectation of life which every person had at birth had 
been extended by fifteen years. Many causes had com- 
bined to produce this result, but of these the two most 
important had been the daily teaching of the ordinary 
doctor in the consulting room and in the homes of the 
people, and the vastly improved intelligence of the people, 
which had enabled them to appreciate the information 
gained during sickness. The value of such measures as 
the prevision of good water supply, drainage, scavenging, 
and so on must not be overlooked, but all these things had 
been rendered possible only by the greater knowledge among 
the people. The clinician, who was in constant attendance 
on the sick and could inquire into the cause of illness, 
was almost the only person who was able to suggest means 
of preventing a large variety of illnesses. His observa- 
tions and experience were not yet collected and used suffi- 
ciently for the general good, and some crganization was 
necessary to, sift the value of these clinical experiences. 
The methods now used in reducing infant mortality formed 
a good instance of what could be accomplished by simple 
instruction, and the mortality had been halved in twenty- 
five years by telling mothers how they ought to rear and 
feed babies. Was it possible, for example, the lecturer 
asked, to prevent the condition known as flat-foot, which, 
though simple, caused an immense amount of unemploy- 
ment and discomfort? No less than 27 per cent. of rejec- 
tions in one of our large police forces had been due to foot 
troubles. The profession, he felt sure, could undertake an 
inquiry as to how these might be prevented. Much was 
being done by factory surgeons, school medical service, and 
health authorities, but none of these quite got down to the 
conditions under which disease originated, There were two 
organizations, however, which might be useful for the type 
of inquiry necessary. These were the national health 
insurance scheme, which had the object not only of treating 
sick persons, but the prevention of disease, although the 
latter question so far had been neglected, and the Medical 
Research Council. All such inquiry and organization of the 
profession must occupy considerable time and must be care- 
fully tested, but in the absence of such an attempt he 
was sure that they were losing time in getting a greatly 


| 
| | i 
A 
si 
P 
re 
| 
ay 
of 
| l in 
| hi 
th 
lo 
W) 
ov 
su 
th 
in 
| | ex 
m 
he 
an 
F sil 
sti 
| 
su 
op 
4 of 
if of 
su 
| ex 
on 
Vis 
| | aft 
it 
| Cr 
an 
| tio 
a Fr 
the 
| { sta 
ii | Ap 
al 
ave 
nec 
tai 
} Te: 
| 
it TH 
» Col 
12t: 
Gas 
int 
cen 
| Fac 
dur 
iW arr: 
| in | 
Hos 
| Stur 
in 
| 


Oct. 20, 1928] 


ENGLAND AND WALES. 


improved state of the health and physique of the people. 
A vote of thanks was accorded to the lecturer on the 
motion of Sir Robert Philip. 


Aberdeen Chair of Physiology. 

Professor J. J. R. MacLeod, who has succeeded Professor 
MacWilliam in the chair of physiology at Aberdeen Univer- 
sity, delivered his inaugural lecture on October 10th. 
Professor Low, dean of the medical faculty, who presided, 
referred to Professor MacLeod’s early connexion with 
Marischal College, where he had graduated thirty years 
ago. He also recalled the part Professor MacLeod had 
played in the discovery of insulin, and the establishment 
of its efficacy in diabetes, for which, along with Dr. 
Banting, he had been awarded the Nobel Prize for medicine 
in 1923. Professor MacLeod said that it had always been 
his ambition that he might return to Aberdeen to hold 
this chair and to enjoy the great opportunities for physio- 
logical research which the University of Aberdeen offered, 
and which had been greatly enhanced by its close connexion 
with the Rowett Institute and the proposed new hospitals. 
He considered that the medical curriculum of to-day was 
overburdened with detail, and that the relationship of one 
subject to another was not sufficiently adjusted. He 
thought also that more might be done to emphasize the 
importance of combining scientific reasoning with clinical 
experience, and that there was a great advantage in having 
men with a scientific training on the clinical staffs of 
hospitals, both in regard to the treatment of the patients 
and the instruction of medical students. 


Post-graduate Courses in Glasgow. 
The arrangements made by the Glasgow Post-Graduate 
Medical Association for the coming winter months are on 
similar lines to those of recent years. A series of demon- 


strations will again be given on Wednesday afternoons, 


from November 7th to May 29th, for practitioners who 
desire to keep in touch with recent advances in medicine, 
surgery, obstetrics, and various special departments; the 
fee for the course is three guineas. Special courses in 
ophthalmology at the Glasgow Eye Infirmary—particulars 
of which may be obtained from the medical superintendent 
of that institution—include a slit-lamp course for ophthalmic 
surgeons in November and December, and a diploma course 
extending from January to May. Eight demonstrations 
on chronic diseases and end-results will be given by the 
visiting staff at Stobhill Hospital on Monday and Friday 
afternoons in November, the fee being one guinea. Pro- 
fessor Leonard Findlay, Dr. James Hendry, and Dr. J. N. 
Cruickshank will co-operate in a course on ‘“‘ The mother 
and the newborn infant,’’ clinical meetings and demonstra- 
tions being held at various institutions on ‘Tuesday and 
Friday afternoons from November 20th to December 14th; 
the fee is two guineas. A series of demonstrations by the 
staff of the Ear, Nose, and Throat Hospital will begin on 
April 16th, continuing on Tuesdays and Thursdays for about 
a month. A limited number of clinical assistantships are 
available during the winter months in institutions con- 
nected with the association. Further details may be ob- 
tained from the secretary, Dr. James Carslaw, 9, Woodside 
Terrace, Glasgow, C.3. 


England and Wales. 


University College Hospital Medical School. 
Tue annual ‘ Past and Present’’ dinner of University 
College Hospital was held at the Hotel Cecil on October 
12th, under the chairmanship of Surgeon Vice-Admiral 
Gaskell, C.B., Medical-Director, R.N. More than usual 
interest attached to this dinner because it marked the 
centenary of the Medical School and of the Medical 
Faculty of University College, which had been celebrated 
curing the day by a series of special demonstrations 
arranged for the benefit of old students. The chairman, 
in proposing the toast of prosperity to University College 
Hospital Medical School, spoke of his pride as a former 
student in being asked to preside on this great occasion 
in the history of his old school. A characteristic he 


shared with all U.C.H. men was their love of Alma 
Mater and their delight in her continued success. The 
dean, Dr. A. M. H. Gray, in his reply, gave a brief 
account of the doings of the Hospital and School 
during the past year. Noteworthy events had been tlhe 
completion of the new hospital buildings, the acceptance 
by H.R.H. Prince George of the Presidency of the Hos- 
pital, and the award of a Royal Medal of the Royal 
Society to Sir Thomas Lewis. The entry of new students 
was larger this term than in any recent year, and there 
had been inaugurated that day an old students’ club. In 
conclusion, Dr. Gray referred with sorrow to the deaths of 
Sir Dawson Williams and Dr. Walter Rigden, who had 
both presided over dinners in past years. The health of 
the chairman was proposed by Sir John Rose Bradford, 
President of the Royal College of Physicians, who said 
that they often dined out together and sat near each other 
on public occasions, but the best reason for entrusting 
him with this toast was that Admiral Gaskell and he were 
very old friends. University College Hospital was proud 
of Admiral Gaskell’s fine services to the country in many 
parts of the world, and of the distinguished position he 
held to-day. The chairman, in brief acknowledgement, 
offered the thanks of all present to Dr. F. M. R. Walshe 
and Mr. E. K. Martin, the honorary secretaries of this 
most successful dinner. Dr. Herbert Spencer has been 
elected. president of the old students’ club, and Dr. Glyn 
Hughes secretary; all communications relative to the club 
should be addressed to the latter at the Medical School, 
University Street, W.C.1. 


Health and Education. 

The new clinics at Bury, in Lancashire, which are to 
be used for the work of the Health and Education Com- 
mittees of the borough, and also as a maternity and child 
welfare centre, were formally opened on October 10th by 
Dr. H. B. Brackenbury, Chairman of Council of the 
British Medical Association and Vice-President of the 
Association of Education Committees for England and 
Wales. The mayor, Alderman S. H. Wilkinson, who pre- 
sided, said that, with the exception of the dental clinic, 
the services which were being inaugurated were not new, 
but they were being transferred to better premises. Dr. 
Brackenbury, in his address, discussed the real meaning of 
health and the relations to one another of health adminis- 
tration and educational administration. Health, he said, 
was not merely freedom from disease; they aimed now not 
merely to cure the ills that came upon them, but more 
and more to prevent these ills. But health was even more 
than that; he hoped and believed it was coming to mean 
the full development of all the powers of body and mind 
and even of personality. That being so, it must be clear 
to them that health and education were not two separate 
departments, but merely aspects of the same thing. There- 
fore, in pursuing their object of perfect health, the adminis- 
trator—to whom he gave no mean place—the teacher, and 
the doctor were all parts of the same machinery, and were 
not working independently. The institution they had met 
to open was part—but only part—of the machinery which 
was being used to promote the perfect health of the 
community, and the combination of its varied activities 
under one roof would promote the convenience and comfort 
of everybody, and be economical as well. Dr. Brackenbury 
discussed the functions of the clinics, emphasizing the 
importance of ante-natal attention, either at the centre or 
elsewhere, as a means of reducing maternal mortality and 
illness, and pointing out that it was not to be expected that 
everyone would use the clinic. He believed that if people 
could make provision for themselves it was the best way, 
rather than to call on public funds. They must, to carry 
out the idea of unification of services effectively, interest 
the teachers and doctors in the institution. The reports of 
the health examination of the children at school, the treat- 
ment and advice they received, must be brought to the 
notice of the teachers; he hoped they were not so foolish 
in Bury as to have classes so large that the teacher could 
not be interested in each individual of whom he had the 
oversight. He hoped also that they were using the school as 
another part of the health machinery by insisting that every 
child should Have proper, efficient, practical instruction in 
matters of personal hygiene. Further, Dr. Brackenbury 
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said, they had to interest the doctors in the institution 
because it was only part of the work of the town. Doctors 
did tlieir work in their own way or in other departments of 
public health; all were working along with the institution 
to produce the results which were the aim of all. He 
thought they should utilize the doctors of the town in 
the work of the institution as far as possible. Although 
there were limitations, the greater part of the work of a 
clinic of the kind could, in his opinion, best be done by 
the doctors of the locality itself. This had the advantage 
of an intimate connexion between the home where the 
doctor went and the work done within the institution. 
There was no method of producing the results desired 
except by unity and co-operation; they should put the 
institution in its right place in connexion with other 
people working towards the same end in the schools and 
homes. The best thing he could wish them was that it 
would become more and more unnecessary; they should not 
look upon it as a thing to be proud of for its size. Dr. 
I. W. Johnson, chairman of the Health Committee, in 
proposing a vote of thanks to Dr. Brackenbury and the 
mayor, said that the union of clinics had been brought 
about by the Health and Education Committees. The 
former body, guided by its medical officer, tried to work 
in conjunction with the medical men of the town on 
every possible occasion. They gave no treatment at the 
welfare centre except in cases referred thereto by their 
own doctors, 


National Association of Insurance Committees. 

The sixteenth annual meeting of the National Association 
of Insurance Committees (which, with a membership of 
125, includes all the Insurance Committees in England 
except four) will be held in the Hearts of Oak Building, 
Euston Road, London, on October 25th, 26th, and 27th. 
On the second day of the proceedings the meeting will be 
addressed by Mr. Michael Heseltine, while at the closing 
session on Saturday morning Professor H. R. Kenwood, 
chairman of the Central Council for Health Education, will 
speak on the work of that body, and Professor W. W. 
Jameson will give an address on health education. 
Among the representatives appointed to attend the meeting 
are a considerable number of medical practitioners. The 
annual report of the council, to be considered by the 
meeting, refers to many aspects of insurance administra- 
tion, and in particular to the discussion between the repre- 
sentatives of the association and the Ministry of Health 
during the formulation and passage of the Insurance Act 
of this year. In connexion with the question of prescribing 
by insurance practitioners, mention is made of the action 
taken by the Insurance Acts Committee of the British 
Medical Association in consequence of the revision of the 
arrangement between the pharmacists and the Ministry of 
Health last year. The investigation of prescribing is the 
subject of motions put forward by the Insurance Com- 
mittees of East Sussex and Lancashire, the former body 
suggesting that the Association of Insurance Committees 
should urge upon the Ministry of Health that regional 
medical officers, in any interviews they may have with 
dectors in reference to prescribing, should confine them- 
sélves strictly to inquiries with regard to prescriptions issued 
by the practitioner, and should not lay down standards 
of prescribing; and further, that the Ministry, before 
taking any official action of a disciplinary nature, should 
refer the matter to the Panel Committee for its considera- 
tion. The Cheshire motion proposes’ the amendment of 
Article 37 of the Medical Benefit Consolidated Regulations 
1924, to provide for Insurance Committees being associated 
in the investigation of the prescribing of insurance practi- 
tioners from the point at which, under Clause TI of that 
article, a prima facie case is referred to the Minister. In 
its report the council expresses regret that the recent 
amending Insurance Act makes no provision for adequate 
funds to enable Insurance Committees to carry out effec- 
tively the systematic education of insured persons on ques- 
tions of personal health. A recommendation of the council 
is to the effect that the association should renew its demand 
for an adequate nursing service to be available to all 
persons entitled to medical benefit. 


Ireland. 


Royal Victoria Hospital, Belfast: Opening of the 
Winter Session. 
Tue address at the opening of the winter session at the 
Royal Victoria Hospital, Belfast, was delivered by His 
Honour Judge Thompson, Recorder of Belfast, on October 
lith, in the King Edward Memorial Hall of the hospitat. 
Professor Fullerton presided, and on behalf of the visiting 
staff welcomed the students. The Recorder said that his 
being there was an innovation, and he thought he could 
foresee a clergyman, an accountant, or a_ stockbroker 
coming to address then in future years. A lawyer’s orbit, 
like a doctor’s, touched nearly every aspect of human life, 
and often the doctor’s and the lawyer’s orbits mtersected, 
This had given rise to medical jurisprudence, on which he 
wished to speak. By medical jurisprudence he meant the 
intersection which occurred when the lawyer’s knowledge 
and interest came into contact with the doctor’s—when 
the aid of medical science was called in in the detection 
of crime or in the assessment of damages for personal 
injuries. There had been in the past some great medical 
jurisprudents, though some of them were rather in the 
nature of swearing gladiators, amd were, in everything 
but name, advocates; they should set before themselves 
the ideal that they, as witnesses, were there to assist the 
court, not merely to assist client or patient. They should 
not let themselves be persuaded to take cases ‘‘ on spec ”’; 
their evidence should not depend on whether their 
clients won or lost. Lf they got into that position they 
had surrendered their proper position before the court. 
The qualifications of the goed medical witness were his 
medical and his general qualifications, and from the 


‘point of view of the court the latter were often the more 


important. They should know how people lived—how they 
carried on their trade. They should visit, inspect, and 
examine the machinery in case of an accident and make up 
their minds whether it could have been caused in the way 
the patient stated; they must know the meaning of the 
technical terms used by the patients. How the injury was 
caused was of vital importance. The extern or out- 
patient department of a hospital was an excellent school 
from that point of view, for there every day they met 
people who sustained injuries in every kind of work. The 
court wanted results, not diagnoses or symptoms alone, 
because it had to decide to what extent the injury 
existed. They should not be too technical—a mark of the 
young doctor—but they should be thorough and take a 
note of everything, no matter how trivial, and pay 
especial attention to dates. When they had made up 
their minds, they should ‘stick to the opinion they had 
formed; they should always be in time, and, if at all 
possible, sit throughout the hearing of the case. Professor 
R. J. Johnstone proposed a hearty vote of thanks to the 
Recorder for his wise and witty advice. This was seconded 
by Dr. J. S., Morrow, who said that His Honour had a 
great understanding of medical men as well as a great 
sympathy with them. 


Belfast Samaritan Hospital Extension. 

On October 12th, during her recent visit to Ireland, 
Princess Mary opened an extension at the Belfast 
Samaritan Hospital. At the opening ceremony Miss F. E. 
Henderson, president of the hospital, said that it was the 
only hospital in Ireland exclusively for the treatment of 
women ; in the old building splendid work had heen carried 
on for over fifty years. About fifteen years ago it became 
evident that something should be done to enlarge and 
renovate the building, but the war intervened, and it was 
only within the past few years that they had been able to 
contemplate the absolutely necessary extension. She ex- 
pressed the opinion that the operating unit was the most 
perfectly equipped any surgeon could desire, while the large 
public wards, as well as the private wards, were fitted with 
every modern convenience and comfort for the patients. 
Miss Henderson concluded by referring to the services to 
the hospital of Viscount and Viscountess Craigavon and 
Mrs. W. R. Mackenzie, the honorary secretary. Sir John 
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Campbell, M.P., senior surgeon, traced the history of the 
hospital from its foundation in 1872 by the late Dr. W. K. 
M‘Kordie in a house, and the erection of the present 
building by Mr, Edward Benn two years later, when pro- 
vision was made for paying patients. The work of the 
institution, he said, had steadily increased; patients had 
been received from the whole of Ulster, and from places 
further afield. Princess Mary declared the hospital open, 
congratulating those concerned on the success of their 
efforts; she expressed the hope that the people of Northern 
Ireland would continue to subscribe liberally to the funds, 
and thereby keep the Samaritan Hospital in as efficient 
a state as modern medical science demanded. A vote of 
thanks to Princess Mary was proposed by Viscountess 
Craigavon. 
Epidemiology in Ireland. 
Sir John W. Moore’s address on ‘‘ Epidemiology in 


Ireland: Past and Present,’’ which was given at a‘ 


sectional meeting of the congress of the Royal Institute 
of Public Health in Dublin in August, and has been 
published in the October number of the Irish Journal of 
Medical Science, gives an erudite survey of this aspect 
of medicine from the earliest times. He recalls that the 
earliest recorded pestilence in Ireland has been referred by 
the Irish annalists, the Four Masters, to the year of the 
world 2820; tumuli marking the burial place of the 
victims of the epidemic which occurred then can still be 
seen near Dublin. From these remote times Sir John 
Moore passes to the beginning, towards the close of the 
seventeenth century, of the scientific study of disease and 
mortality with which the versatile Sir William Petty was 
associated. After reyiewing the subsequent history of 
epidemiology in Ireland the writer brings his survey down 
to the present time with the record of his personal 
experiences and studies, and those of his contemporarics, 
during the past sixty years, in the earliest part of which 
voluntary effort proved an important factor in awakening 
the public consciousness to the need for sanitation and 
effective public health organization. Among the agencies 
which were engaged upon this work was a sanitary com- 
mission appointed by the Freemrn’s Journal—the leader 
of so many important movements in the past in Ireland— 
in 1873,‘on which Sir John Moore served as a member. He 
recalls that Dublin University instituted a diploma in 
State medicine in 1670. Four candidates were successful 
at the first examination, held in June, 1871, in which 
year Sir John Moore himself gained the diploma. 


Correspondence. 


THE “ MEDICAL REGISTER.” 

Sir,—Voting papers in connexion with the election of 
Direct Representatives wiil be issued to-morrow (Saturday, 
October 20th) to all practitioners having registered 
addresses in England and Wales. Any such practitioner 
who does not’ receive a voting paper in course of post, 
whether he wishes to vote in the election or not, should 
mmediately communicate with this office, in order to 
ascertain that his address is correctly entered in the 
Register.—I am, ete., 


Norman C. Kine, 
44, Hallam Street, Portland Registrar, General Medical Council. 


Place, W.1, Oct. 19th. 


FUNCTION AND POSTURE. 

Sir,—Your issue of September 22nd contained the report 
of an address by Dr. W. Colin Mackenzie of Australia, the 
‘Importance of which can hardly be exaggerated. It also 
contained a leading article on his address in which his 
main conclusions are assented to, and, indeed, endorsed ; 
this leader, both intrinsically and also as giving the 
Spmnion of the principal medical journal of our day, is of 
hardly less importance. 

_The gist of Dr. Mackenzie’s address is: to empha- 
size the importance of the way in which the human 
*rganisin functions as affecting the health of the organism ; 
to deplore the neglect of the study of function in our 
present-day practice of medicine; to assert, with a consider- 
able amount of evidence, that progress in the evolutionary 


scale is associated with the ‘‘ erect posture,’’ and that the 
“erect posture’? is still unstable, implying that the 
functioning of the neuro-muscular elements maintaining 
it is imperfect. 

The address, as also your leader on it, was of all 
the greater interest to me inasmuch as you published on 
December 25th, 1926, a cognate address delivered by myself 
to one of the Association’s important Branches, when I had 
the honour to be its president, on ‘‘ Instinct and function- 
ing in health and disease.’ In it I myself made no 
original contribution to the subject, but I endeavoured to 
attract the attention of the profession to the work of 
F. Mathias Alexander, who has, by quite independent 
methods, arrived, with other things, at the conclusions 
reached by Dr. Mackenzie, but has also done much more, 
inasmuch as he has evolved a technique by which he can 
teach his pupils a right—or rather a better—functioning. 
In some ways his work is the most important of our time, 
with a wide bearing, not only on the science and art of 
medicine, but also on education, philosophy, psychology, 
and, indeed, sociology—in which opinion I know that 
Professor Dewey, the famous American philosopher, agrees. 

It would seem from Alexander’s work that ‘‘ Homo 
Erectus’ has not yet fully learnt the ‘ erect posture,” 
and that he can do so only by conscious, as distinct from 
instinctive, effort; and to teach this conscious control is 
Alexander’s aim. My own observations on his work lead 
me to believe that right functioning is the most important 


“factor in the prevention of disease; and an improvement 


in functioning—in which I would include as the most im- 
portant a knowledge how to walk, stand, sit, run, breathe—- 
not only tends to prevent disease, but often to eliminate 
(that is, cure) disease already established. That cure is 
then a real one, for it follows from the removal of the cause 
of the disease, not, as when a surgeon takes away an 
inflamed appendix or a cataract, from the removal of a 
result of disease. 

There is a danger of this important work being lost. 
Alexander is not now a young man in years; only a part 
of his teaching can ever, from its very nature, be obtained 
from books. As I pointed out in my own article— 
‘““words cannot be used to convey any meaning as to 
a sensory appreciation.” If it be not lost, but in- 
corporated into the education of the young, it is likely 
to,do much for progress in the evolution of humanity. If 
it be lost, that loss may be permanent, or until another 
genius like Alexander is born to resuscitate it. In the 
history of the evolution of humanity such are rarae aves, 
This medical generation will then have the reproach cast, 
and rightly cast, on it, that it failed to recognize the 
prophet in his own country and in his own time.— 
I am, ete., 


York, Oct. 13th. Peter Macponatp, M.D. 


THE POPULATION PROBLEM IN TERMS OF 
ENERGY. 

Srr,—In the interesting discussion at the Cardiff Meeting 
on ‘‘ The falling birth rate,’’? the opening papers of which 
were published in the British Medical Journal en 
September 15th, the problem of population, though con- 
sidered from many angles, was not analysed.in terms of 
energy. This I consider the most fundamental aspect, for 
it can hardly be denied that life, whatever else be grafted 
on to it, is a manifestation of the law that energy tends to 
degrade. 

Further, it can be observed that whenever a source 
of energy becomes available a population of creatures 
eventually appears which exploits that energy till it is 
degraded more or less completely. Even the energy of 
sulphuretted hydrogen water of volcanic springs has its 
appropriate bacillus to live and grow upon it. 

In the older simpler human communities the energy 
availab'e was that which could be caught by hunting or 
fishing, or trapped from the sunshine and converted into 
food agriculturally. Then, in this country, came a great 
change. The immense fossilized stores of solar energy in 
the form of coal were not digestible by any creature till 
man created various Frankenstein monsters in the shape of 
engines which could digest this ‘‘ food’’ and turn its 
energy into useful work, 


= 


| 
Oct. <0, 1928] | 
| 
| 
1 
d, 
: 
1e 
of 
ne 
id 
as 
to 
X- 
st 
ze 
th 
ts. 
to 
nd 
hn 


CORRESPONDENCE. 


Tue 
Mepicat JouRNaL 


726 Oct. 20, 1928] 

Rapidly the industrial era developed by exploiting fossil 
energy, and far larger families could be reared and find work 
than was possible on an agricultural basis. More recently 
other countries learnt to do the same thing—often more 
cheaply—and a rapid decline in our rate of reproduction 
has become necessary. Some politicians seem scarcely to 
recognize that we must sell the proceeds of this energy 
abroad, or starve, or reduce the population. They speak of 
the ‘‘ right to work ’’: in terms of energy there is no such 
right. It is rather the privilege of exploiting some source 
of energy which may be available for them or perhaps a 
limited number of their children. 

Wild creatures seem to recognize this truth. In the 
great swannery at Abbotsbury in Dorset I read that the 
cock swans line up and kill nearly all the cygnets on their 
way to the water. Presumably they realize that the energy 
supply of their lake is already fully exploited. Even 
bacteria seem (to me) to have a remedy for over- 
population, for after cultivation for ten days on broth 
they develop an antivirus which inhibits further growth. 
This substance is now being utilized clinically. 

Let us next consider money in terms of energy. To 
my mind it is analogous to light or other radiant energy, 
for there is practically no energy in light till it hits 
matter and sets its molecules in altered motion. Similarly 
there is no energy in gold till it has passed from someone 


who possessed some source of energy to another who will © 


convert it again into work. Gold is peculiarly useless 
except to dentists. So that money and light seem to be 
energy in transit. Let us apply this to the dole; the 
unfortunate recipients are receiving money which has, as 
it were, no foundation in energy—no existence in goods 
and services. This drains the strength of the working 
community and hampers its competition with energy 
exploiters in other countries. At present this may be 
endurable, but soon it will become insupportable. For, 
bearing in mind the rule that a source of energy will 
acquire a population to exploit it, we shall find that the 
dole will produce families, and the whole community will 
in time be swamped if it flouts the laws of energy in 
this way. 

Certain extremists are now trying to catch votes by 
promising increased doles with extras for every child. 
Such leaders must consider their actions in terms of energy. 
It sounds horribly merciless, but far less than the con- 
sequent ruin and starvation. It seems obvious that this 
island is already over-populated and that the voluntary 
contro] of the birth rate is intended to minimize this evil; 
it should be made more available to the poor. 

To sum up, I submit that the problems of population 
and birth control can best be studied fundamentally in 
terms of energy.—I am, etc., 


Hull, Oct. Ist. F. C. Eves. 


THE DEFINITION OF DRUNKENNESS. 

Srr,—I_ have just returned from the quarter sessions at 
Chichester. —- was engaged as police surgeon to give 
evidence against a man charged with being “ drunk in 
charge of a motor cycle.’’ I had seen him previously at the 
palice station, when I certified him ‘“ not to be drunk in 
the ordinary sense, but not fit to be in charge of a motor 
cycle.’’ A second doctor, called in at my suggestion as the 
man Was not satisfied, agreed with my statement entirely. 

The chairman of the quarter sessions, a well-known K.C., 
in addressing the grand jury emphasized the fact that there 


is only the distinetion in law of being (1) drunk, or (2) not 


drunk; the condition cannot be qualified by ‘ not fit to 
ride a motor eycle.’’ In law doubtless he is right. The 
pet jury accepted his view, and failed to rettirn a true 

What is my position? I live on what is probably one of 
the most congested motor traffic roads in England. When 
called by the police I have now to decide only whether the 
man is ‘‘ police-court drunk,” and if not satisfied I have 
to authorize the police to let the culprit go. In this case 


the man had im his possession a pint of port, and freedom. 


meant drinking it and riding off on his cycle. 
Unless and until there is a drastie change in the law 

I shall have only to decide whether the-man is: drunk “or 

not drunk, and, whatever my opinion may be as to his 


fitness to drive, I shall be compelled to allow him to go if 
he passes the ‘‘ drunk ”’ tests, and thereby I shall help to 
increase the number of accidents, which are already growing 
daily.—I am, ete., 
Crawley, Oct. 11th. 


Srpney Marttuews, J.P. 


MEDICINE AND FLYING IN AUSTRALIA. 

Sir,—In the British Medical Journal of July 7th (p. 25) 
it is mentioned that Sir Samuel Hoare, when presenting 
the prizes at the London Hospital on June 29th, pleaded 
that the medical service of the Royal Air Force should be 
censidered not only as an integral part of the ‘‘ new arm,” 
but as an important branch of the medical profession. 

I am writing now to inform members of the British 
Medical Association that an aerial medical service is in 
actual existence in the north of Australia, the northern 
parts of Queensland and of New South Wales, and the 
Northern Territory. The Presbyterian Church of Australia 
initiated this service some three years ago; a long time was 
spent in preparation. In the meantime the necessary sub- 
scriptions had been obtained for the first year’s full 
service, and then a request was received by the Victorian 
Branch of the B.M.A. that a medical man should be 


appointed to the board of the Australian Inland Flying 
‘Mission. 


The first aerial medical officer was selected on February 
22nd, 1928; there were twenty applicants. The term of 
‘service was for one year; the salary was £1,000 per annum 
plus expenses, and no private practice was allowed. Each 
district under the scheme is joined up by wireless or by 
ordinary telegraph service to the ventre at Cloncurry, 
Queensland. The board of the Australian Inland Mission 


‘has made financial arrangements with the Queensland and 


Northern Territory Aerial Service, and at Cloncurry the 
aerial medical officer has an aeroplane always ready (a De 
Havilland 50), large enough to hold himself, the pilot, 
a stretcher, a nurse, and the patient. The average distance 
of the calls will be under 400 miles. 

Dr. K. St. Vincent Welch is now on active duty in that 
region; we hope very shortly that a report of his first year’s 
work will be published, and will make a worthy record of 
service in this new land. To many of us this work is of 
a kindred nature to that undertaken at Labrador by Sir 
Wilfred Grenfell and in Kashmir by the Neve brothers. 

Pléase note that the flying medical officer in no way 
interferes or competes with other medical practitioners, who 
are sparsely situated, sometimes 100 to 150 miles from each 
other. When summoned to a sick patient the fiving doctor 
takes the aeroplane and pilot, stretcher, and nurse, and if 
possible brings the patient to the nearest hospital, leaving 
him or her in charge of the local doctor, rendering such 
assistance as is in his power, and even staying to give aa 
anaesthetic or assist the doctor in any work necessary. 

Medical committees have been formed in Adelaide, 
Melbourne, Sydney, and Brisbane to consult with and 
advise the Australian Inland Mission, so that the whole 
scheme is now organized. 

This work has been explained to Dr. Haden Guest, whe 
was recently in Australia and took back maps with him to 
London; Dr. Beveridge hopes to introduce something hike 
this scheme into Uganda.—I am, etc., 

J. W. Dunxsar Hooper, M.D. 


Melbourne, Australia. 


ANAESTHESIA FOR TONSILLECTOMY AND 
REMOVAL OF ADENOIDsS. 

Sir,—In.the correspondence that has taken place on this 
subject during the past few months, most of-the writers 
seem to have assumed that, where tonsils and adenoids were, 
enlarged or diseased, their removal was all that was neces 
sary to bring about a cure and to restore the child to its, 
normal health. 

The “lust for speed’? appears to have spread te 
operators, some of whom seem to boast that they hold the 
“ yecord” for the number of cases they can get through 
in an hour. But little mention is made of ‘ results.” 
They do not state how many of these children are restored » 
to normal health and how many are not. This, I think you 
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will agree, is an important point, and I should like, as a 
general practitioner who follows up many of these cases, 
to offer a few observations. ' 

It has not infrequently been my experience that children 
who have had their tonsils and adenoids removed by 
experts have not been cured, and, in fact, have been little 
better for the operation. Such children suffer from chronic 
nasal infection with persistent discharge, liability to severe 
“ colds,”? attacks of bronchitis, and general il] health, which 
seriously interferes with their development and education. 
This, I think, is generally due to sinus infection, which has 
to be dealt with before the trouble clears up. In fact, 
I believe that quite a large proportion of children with 
enlarged tonsils and adenoids do suffer from sinusitis, and 
in order to make the operation for their removal a success 
the nasal sinuses should be explored and, if necessary, 
washed out. This can quite easily be done if ether is 
alministered, but obviously it cannot be if such a transient 
anaesthetic agent as ethyl chloride is used. 

On this point I should be glad to have the comments of 
some of your previous correspondents.—I am, ete., 


W. R. Somerser, M.B., Ch.B. 
Wolverhampton, Oct. 7th. 


TUBERCULOSIS SERVICE. 

Srr,—May I suggest that those taking up an appoint- 
ment at a sanatorium, under a county or other adminis- 
trative body, should. adopt the following precautions : 

1. To be medically examined by someone whose opinion will 
carry some weight. 

2. To have a good skiagram taken of the chest. 


the .committee concerned will take should he or she develop 
tuberculosis. 


4. To take out, or better still insist that the committee take 
out, for him or her, a medical sickness insurance policy. 

There are public bodies who will not admit any liability, 
nor will they make any provision for treatment, should a 
member of their staff. develop tuberculosis whilst in their 
service, except to grant a variable period of sick leave. 

Thus, unless these precautions are taken, anyone hold- 
ing an appointment at a sanatorium who is unfortunate 
ough to develop tuberculosis will have his or her 
appointment terminated, either immediately or following 
a short period of sick leave. Moreover, no provision will 
te made for his or her treatment.—I am, etce., 

Devon, Oct. 10th. J. 


TUBERCULOSIS IN CHINA. 

Sir,—In the report of Dr. Hoyte’s address at the Medical 
Missionary Breakfast at the Annual Meeting at Cardiff 
(Supplement, August 4th, p. 86) mention is made of the 
ravages caused by tuberculosis in China, ‘‘ an interesting 
point in view of the fact that milk is very little drunk.” 

Now in making a précis of the address certain relevant 
points may have been lost, but the above statement is too 
accurate in its implications to be allowed to pass without 
triticism and a statement of the facts as known to us in 


the East. 

No one disputes that tuberculosis is a scourge among the 
Chinese, or that these people, for several reasons, chiefly 
tonomic, do not drink much milk. But, even if they did 
trink milk, the tuberculosis morbidity rate would be much 
the same, for tuberculous cattle are few; thus there were 
8 condemnations out of 40,000 slaughtered cattle (Shanghai 
Yunicipal Report of last year). 

As we find tuberculosis, it is an infection with the human 
Npe of germ, and it is spread in the usual way by 
wghing and spitting unrestrainedly, indiscriminately 
luside dwellings, and in public places. No other method of 
topagation of this disease need be considered or discussed 
regards the Chinese. 

The ‘‘ interesting point ” in fact is this: tliat education 
ind isolation of the sick would be more likely to eradicate 
quickly the disease in thé Orient than in carefully adminis- 
red Britain! And this for the reason that children here 


‘}®e not being supplied with tuberculous milk from fourth- 


3. To obtain a clear understanding as to the course of action 


rate and filthy dairies untouched by a legislation that 
shudders at the idea of anything ‘‘ in discouragement of 
trade.”’ 

I hear of the new slogan with you at home, ‘‘ Drink more 
milk,’’? and I read in your issue of August 4th (p. 216) cf 
that dairy in Hertfordshire! And having read thus I feel 
grieved that it should be suggested at a meeting of medical 
men that China is so very far behind in this year of grace. 
I apologize in advance to Dr. Hoyte if I have read more 
into the report of his speech than he intended, but (as he 
is no doubt aware) Dr. Cobbett ascribes 30 per cent. of the 
cases of bone and joint tuberculosis in young children in 
England to the bovine type of infection; is not this to an 
even greater degree an ‘“‘ interesting point in view of ” 
(1) the number of health officials maintained, and (2) the 
profits of the milk trade?—I am, etc., 


A. H. Skryner, 
Admiralty and Customs Surgeon. 


x 
Hankow, China, Sept. 7th. 


SODIUM NITRITE IN SEA-SICKNESS. 

Sir,—Without entering into the complex etiology of 
sea-sickness, but working solely on the preliminary report 
of Drs. J. Frank Pearcy and Daniel B. Hayden on the 
treatment of sea-sickness by sodium nitrite (Journal of the 
American Medical Association, April 14th, 1928), the follow- 
ing results were obtained in a series of 100 consecutive 
cases treated at random with sodium nitrite: 


Positive—complete relief... 
Positive-negative—partial relief 
record ” 


The salt was given in 5-grain tablets, at two-hourly 
intervals, for six doses. If no relief was obtained other 
remedies were applied. We were able to give it in 12 cases 
prophylactically, before even any sensation of mal de mer 
had been experienced at all, with 5 positive and 7 negative 
results, 

In 8 cases presenting every symptom of sea-sickness short 
of actual emesis, its administration promptly produced 
vomiting. Whether this was because or-in spite of the 
drug we were unable to decide, although the patients quite 
naturally attributed the sequel to it and refused to take 
any more. Two* patients showed signs of collapse with 
profuse sweating and pallor within twenty minutes or so 
of taking the first dose. Subsequent examination of the 
pulse revealed a state of hypotension. Hence, as indeed 
in all cases of sea-sickness, a rough estimate of the blood 
pressure should be made prior to giving sodium nitrite. In 
the other cascs vomiting had occurred before the drug was 
administered. 

Cases shown as ‘“‘ no record ”’ are included in this term 
to avoid vitiating statistics, since, presumably, they may 
include both positive and negative results which the 
patients were not sufficiently interested to report officially 
and which we were not in a position to follow up without 
unduly obtruding ourselves. 

From this limited number of cases we are of opinion 
that sodium nitrite is by no means a specific for sea- 
sickness. In fact, its results do not compare with those 
obtained by the hypodermic injection of strychnine and 
atropine. A more extensive test of its value as a 
prophylactic—before the onset of any symptoms—would 
seem desirable. Its employment, however, as a routine 
in preference to other known remedies, when vomiting 
has set in, does not seem justified in our experience. It 
undoubtedly succeeds in some cases, but, like all other 
measures tested to date—‘‘ patent’ or otherwise—it is 
far from being a specific. 

That 100 cases is a small number upon which to base 
an opinion is frankly admitted, but, except from a pro- 
phylactic standpoint as yet to be accurately determined, 
the success obtained so far does not appear to warrant 
anything further than the inclusion of sodium nitrite in the 
long list of drugs already in use for this distressing 
condition with varying success. 
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At the present moment a proprictary preparation, made 
in Philadelphia, is being extensively advertised to North 
Atlantic travellers. It purports to be based on the same 
preliminary report regarding sodium nitrite upon which 
the foregoing test was made. The advertisement, how- 
ever, contains a very definite saving clause to the effect 
that “it was later found necessary to add other in- 
gredients.”” The nature of these additions is not stated, 
although it would be interesting to know what they are, 
more especially so, in view of the short time which had 
elapsed—three months, April to July, 1928—since the 
publication of this preliminary report and the appearance 
of the tablets on the market. Furthermore, the inclusion 
of other ingredients in the tablets at once stultifies the 
elaim made for the efficacy of sodium nitrite in the 
preliminary report.—We are, etc., , 

A. Vavasour Exper, M.R.C.S., L.R.C.P. 


Donazp Starr, M.B., Ch.B.Vict. 
8.8. Cedric, Sept. 29th. 


DEMENTIA PRAECOX IN PARSEES. 

Srr,—I notice in your issue of October 6th (p. 634) that 
a correspondent, who does not appear to have any personal 
knowledge of Indian conditions, has isolated one small 
generalizing paragraph from my article on the heredity of 
dementia praecox, published on September 29th (p. 565) 
in support of what is apparently his thesis that dementia 
praecox is due to ‘‘ Western education ”’ pure and simple! 

Nowhere have I stated, nor is it true, that Parsee edug¢a- 

tion is of a specially intensive kind. On the contrary, | 
have dwelt on the genius of the race for commerce, which 
does not demand any such type of education, and on 
the+ peculiar prevalence of the disorder among Parsees 
generally. I have not used the word ‘‘ Europeanized,’’ nor 
have I stated that any one Indian community is on a 
“lower ”? stage of civilization than another. I attempted 
to show in my article that the peculiar incidence of 
schizophrenia among Parsees was not traceable to any 
faulty education or environment. That ‘‘ mental stress ”’ 
may be an ‘exciting cause’? of the disorder in pre- 
disposed individuals, wherever they may live, is, I think, 
admitted by all authorities. 
_ Dr. Brock’s ‘‘ common factor ’’ for Indian communities 
does not therefore exist, and however much [ may agree 
with him about the dangers of ‘‘ cramming,” his advice 
to Parsees to avoid Western civilization is not supported 
by anything I have written. The dangers of ‘ inbreed- 
ing ’’ are, however, to my mind, obvious.—I am, etc., 


S. Jacor SHaw, M.D., 


Parkstone, Oct. 7th. Lieut.-Colonel I.M.S.(ret.). 


SECURITY OF TENURE IN PUBLIC POSTS. 

Sir,—I have read with great interest the letter in your 
issue of September 29th (p. 587) by Dr. H. C. McManus 
on security of tenure in public posts. I consider his 
remarks worthy of the most serious attention, and very 
opportune. 
_ As the servant for some years of a local authority— 
namely, an asylum visiting committee—I should like to 
make a few remarks not only on the question of security 
of tenure, but also on the conditions of service of an 
assistant medical officer in an asylum. We hear a great 
deal these days about the desirable opening which the 
asylum service provides for newly qualified medical men and 
women, but we hear very little of its undesirable features. 
My remarks are based on my own experience and on thai 
of others with whom I have come in contact. They apply 
in most respects to all asylums, but more especially to the 
smaller institutions. 
_ In the first place, as Dr. McManus has stated, there is 
no security of tenure whatever. The committee can dis- 
‘pense with the service of any medical officer at any time 
it wishes and without giving any reason. Dr. McManus 
speaks of the position of a housemaid, but I consider the 
position of a housemaid in an asylum as much more secure 


than that of an assistant medical officer. She is generally 
a member of a very powerful union, which takes care of her 
interests. 

Then with regard to salary. The commencing salary of 
an assistant medical officer is £300 or £350 with board and 
lodgings. In a great many asylums the increments are 
entirely at the pleasure of the committee. Nothing is 
promised at the outset, and all increases must be asked 
for by the person interested, to be granted or refused as 
the committee pleases. It must be borne in mind that the 
assistant medical officer never comes in personal contact 
with the committee. Whatever report the medical superin- 
tendent may make is all that the members of committee 
know about him. In fact, many medical superintendents 
take pains to prevent as far as possible any personal 
contact between the committee and the junior officers, 
In addition, a junior medical officer is always resident, 
and receives board and lodgings as part of his salary, 
The value of such emoluments varies enormously. In most 
of the smaller asylums it seems to be nobody’s business 
to see that this part of the contract is carried out in a 
proper manner. 
unable to recollect a single instance where an inquiry was 
made either by the medical superintendent or by the 
visiting committee as to the comfort of the assistant medical 
officer’s lodgings or the quality of his food. 

Furthermore, in the majority of cases the junior assistant 
medical officer, if he decides to remain in the service, must 
take what amounts to a vow of celibacy. No married 
quarters are provided, and, if they were provided, the 
salary is totally inadequate for a married man. Next, 
with regard to hours of duty, the assistant medical officer 
is on duty twenty-four hours a day for seven days a week, 
with the exception of about two afternoons a week. If 
he requires a morning off he has to obtain the special 
permission of the medical superintendent, and the circum- 
stances must be exceptional. If he is lucky he may obtain 
one or two week-ends in the year. I should like to add that 
no arrangements for post-graduate study are ever made, 
nor is any opportunity given to learn the administrative 
side of an asylum officer’s duty. The work is_ mostly 
drudgery of a very uninteresting nature, and in the case 
of a man without influence the chances of promotion are 
almost nil. 

Such are the realities of the asylum service as IT have 
found them. I admit that in larger institutions the con- 
ditions are often better. Even in the smaller institutions 
in a few cases an enlightened administration has done 
much to alleviate the evils of a system which in other 
circumstances are wellnigh intolerable. But even in the 
most favourable circumstances | consider the position of an 
assistant medical officer in an asylum as poorly paid, irk 
some, lacking in independence, and incomparably inferior 
to that of a general practitioner. 

I suggest that the question of public posts in general, 
and that of asylum medical officers in particular, should 
be taken. wp with the local authorities by the British 
Medical Association. And here let me acknowledge with 
gratitude what has already been done by the Association. 
I shudder to think what would be the hapless plight of 
our profession if no such association existed. Howevet, 
much remains to be done in the case of asylum medical 
officers. I make the following suggestions. 


1. Security of tenure during satisfactory service, with the 
setting up of some form of independent tribunal to decide que* 
tions involving professional conduct and discharge of duties. . 

2. Adequate remuneration with fixed scale of increment. 

3. The provision of proper living accommodation, with the oppor- 
tunity to marry if desired. 

4. Arrangements for post-graduate study. 

5. Reasonable amount of time off duty. Let me add in this cor 
nexion that an attendant in an asylum gets two whole days off 
each week, and three weeks’ holiday in the year. In maa 
institutions the nurses work an cight-hour day, with one who 
day off in the week. 

6. An adequate pension, with compulsory retiring age of 55. 


Until these pojnts are settled in a satisfactory manner 
I strongly advise all young medical men to keep out of the 
asylum service.—I am, 

A. M. 0.. 


.. October Ist, 


In an experience of several years I am: 
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Obituary. 
HUGH FENTON, M.A., M.D., 

Consulting Surgeon to the Chelsea Hospital for Women. 
WE regret to record the death of Mr. Hugh Fenton, con- 
sulting surgeon to the Chelsea Hospital for Women, which 
occurred on October 5th at his home in Herefordshire. 

William Hugh Fenton was born at Shardlow in Derby- 
shire in 1854, his father being also a member of the medical 
profession, and was educated at Derby School, from which 
he went to Merton College, Oxford, and later to the London 
Hospital Medical School. He obtaimed honours in natural 
science in 1876 and a surgical scholarship in 1879, and 
qualified in 1880 with the diploma M.R.C.S. Three years 


later he obtained the L.R-C.P. and graduated M.D.Brux. 


in the first years after qualifying he took up diseases of 
the throat as a specialty, and actually became one of the 
physicians to the London Throat Hespital and surgeon to 
the Throat Hespital, Gelden Square. His association with 
gynaecology began in 1883, when he was appointed anaes- 
thetist to the Chelsea Hospital for Women and became 
private assistant to Dr. Palfrey, who was one of the fashion- 
able gynaecologists of the time. This association of diseases 
of the throat and gynaecology will appear strange to the 
present generation, but in the days when both of these 
specialties were in their infancy it was by no means 
mcommon. When Palfrey died Fenton took over his house 
in Brook Street and settled down as a practising gynaeco- 
logist there, for in- 1885 he had been elected assistant 
physician to the Chelsea Hospital for Women, gynaecology 
at that time being regarded as a province ef medicine. 
Soon after his marriage in 1887 he removed to 27, George 
Street, Hanover Square, and in 1893 he became one of the 
iull physicians to the hospital. A year or two later the 
institution was reconstituted, but certain members of the 
old honorary staff were reappointed, and among them was 
Fenton, who was placed on the senior staff, having as his 
colleagues the late Dr. William Duncan and Sir John (then 
Mr.) Bland-Sutton. 
_ From then onwards, till his retirement on account of age 
tn 1914, he devoted his best energies to the welfare and 
advancement of the hospital. His professional work there 
will always be remembered by those who served with him 
for the conscientious way in which it was carried out, with 
the result that, without ostentation and in the most 
humble-minded spirit, he accomplished a record of surgical 
achievement of which any man might be prond. His skill 
as a diagnostician will perhaps remain most clearly in the 
minds of those whe worked with him; he was certainly by 
iar the most brilliant exponent of the art of vaginal 
examination that the writer has ever met. To posterity he 
wil be known by two surgical instruments, the value of 
vhich has stood the test of time—Fenton’s double-ended 
cervical dilators and Fenton’s ‘bulldog’ volsellum. But he 
ras more than an able gynaecologist ; he was a great practi- 
loner, possessing, beyond technical skill, that wider outlook 
~born of kindly understanding and ready sympathy—which 
tuises our calling from a stience to an art, and few medical 
wen have been so beloved by their patients as he was. His 
“vices to the Chelsea Hospital for Women were very great, 
md the more so because they were given without stint at a 


tme when the hospital most needed them. 
ewill be held in affectionate remembrance by all of us who 
lal the goad fortune to be associated with him. Entirely 
fee frem that petty jealousy which too often mars the 
tharacter of able men, he held the work of his colleagues in 
#Merous appreciation. He was always kindly and helpful 
¥every member of the staff from the lowest to the highest, 
al was exceedingly generous to these under him. 

In addition to the appointments mentioned above, he 
“ved during the war as senior surgeon to the Hammer- 
mith War Hospital, and as surgeon to the County of 
london War Hospital at Epsom. He was also physician 
the Society of Lady Journalists. In the British Gynacco- 
bgical Society he had filled the offices of vice-president and 
Norary secretary. 

Hugh Fenton was a keen sportsman, and spent all his 
lida ys fishing and shooting. The latter sport he had to 
we up by reason of advancing years, but the former 


As a colleague | 


Tne 
JournwaL 


engaged him right up to the last year. The writer looks 
back with regret on many holidays spent with him in this 
delightful pastime, and rendered the more enjoyable by his 
cheery good nature and equable pleasantness. He married, 
in 1887, Alice Anne, eldest daughter of the late William 
Fester of Hornby Castle. His wife, who survives him, 
shared equally in the good work he did for the Chelsea 
Hospital for Women, and all his many friends will join in 
tendering to her their deepest sympathy. 


Dr. Jonn Matcotm Macrnerson, who died from 
monia at Gorseinon, Glamorganshire, on October 4th, after 
a few days’ illmess, at the age of 39, had been engaged in 
practice in the Swansea district since the war. He received 
his medical education at the University of Glasgow, 
graduating M.B., Ch.B. im 1912; in 1920 he obtained the 
D.P.H.Wales. After qualifying he was for a time clinical 


‘clerk at the Woedilee Asylum, Glasgow, and in 1916 he 


removed to South Wales, where he ultimately settled down 
in practice at Gorseinon, near Swansea, holding also a 
number of part-time appointments, including those of 
medical officer of health for the Swansea Rural District 
and medical offver to the Swansea Union. He built up 
an extensive connexion, and was a popular figure  wmoeag 
his. colleagues and with the general public. He was a 
member ef the British Medical Association in the Swansea 
Division, whose members were well represented at the 
funeral on October 8th. We are indebted to Dr. W. A. 
“MacLennan for the following appreciation: My memory 
of the late Dr. John Malcolm Macpherson goes back for 
nineteen years, to our student days at Glasgow University. 
The acquaintanceship formed there ripened into a warm 
friendship when, after the war, we found ourselves in 
adjacent practices. His death has caused universal regret. , 
He was held in affectionate esteem by his professional 
biethren, and was loved by all classes. His was a most 
attractive personality, and his many noble qualities of heart 
and mind endeared him to a large circle of loyal triends. 
Of a generous nature, he gave himself unstintingly in all 
he did. He had a keen and kindly insight into human 
nature, and this, coupled with his professional ability, 
helped him to maintain a large and successful practice. 
He was cut off with tragic suddenness in the flower of his 
manhood, and to us who were privileged to be his friends 
his untimely death has caused an irreparable toss. 

Professor Epovarp Csarves Rosin, who died 
at Dijon on September 26th, was born there in 1847. 
After occupying the post of demonstrator in chemistry at 
the Facuity of Science of that city he went to Paris to 
study medicine; he qualified there in 1877, and won the 
silver medal for his inaugural thesis. He then became 
director of chemical research in the clinical laboratory 
of the Charité Hospital. In 1886 he was awarded the 
biennial LLacaze prize of 10,000 francs by the Faculty 
of Medicine for his *‘ Legons de clinique et de thérapeutive 
médicales,” and in the next year was elected a member 
of the Académie dé Médecine. Professor Robin was the 
first occupant of the chair of clinical therapeutics, founded 
about twenty years ago; he was also a Grand Officer of the 
Legion of Honour, president of honour of the international 
congresses of hydrology, climatology, and geology, president 
of the Société de Thérapeutique, and editor of the Bulletin 
général de Thévapeutique (1901) and of a Traité de 
thérapeutique appliqué (1895-97). He took an active part 
in the campaign against tuberculosis, and was the author — 
of a book on the treatment of the discase, which was trans 
lated into English in 1913. His principal work, however, 
was his monograph on diseases of the stomach, which 
reached a second edition in 1904. 


The following well-known foreign medical men have 


recently died: Dr. Oskar Mepix, professor of children’s 
diseases at the Caroline Institute of Stockholm, whose 
name is associated with epidemic poliomyelitis; Professor 
Jaxowsky of Kiev; Dr. Guriiaume Rossier, professor of 
obstetrics and gynaecology at Lausaune; Dr. W. Mrstrezat 
of the Institut Pasteur, Paris; and Professor C. A. Ler 
Reep, a gynaecologist of Cincinnati, aged 74. 


— 

| 

1 | 

t | 

d 

t, 

li 

al | 

ne 

in | 

at 

le, 

ve 

ly 

se 

re 

ve 

ne q 

ver 

the 

an | 

rk- 

‘ior 

ral, 

uld | 

ish 

ith | 

on. 

ver, 

ical | 

ues 

ypor- 

con 

s off q 

nan 

| 

nner 

the 

0... 


730 Oct. 20, 1928] 


UNIVERSITIES AND COLLEGES. 


Gnibersities and Colleges. 


UNIVERSITY OF CAMBRIDGE. 
AT a congregation held on October 12th the following medical 
degrees were confirmed : ‘ 

M.D.—H. G. Hill. 

M.B., B.Curre.—A. W. C. Mellor, T. M. Preete, G. M. Addison, G H. 
Barendt, C. G. E. Plum:=tead, D. H. Belfrage, EB. T. James, T. St. M. 
Norris, P. G. Bentlif, L. A. P. Slinger, E. W. Lindeck, H. Smith. 

M.B.—G. G. Holmes. 

W. Maclay, M. R. Sinclair. 

The following candidates have been approved at the examination 

indicated: 

D.P.H. (Part ID.—B. J. Ajwani, M. S. Batra, *C. F. Brockington, 
Bertha M. Butters, R. C. Dracup, Margaret A. Glass, N. Gupta, 
*S. Indersen, J. L. G. Iredale, G. A. Messih, Jean H. Morton, 
*R. A. W. Procter, Effie S. Stephen, J. N. Vasudeva, Dorothy 
Watterson, P. C. Wick: emesinghe, *K. C. Yeo. 

* With distinction. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 

A qvarteaty Council meeting was held on October 11th, when the 

president, Sir Berkeley Moynihan, was in the chair. The diploma 

of Fellowship was granted to Robert Milnes Walker, and diplomas 
of Membership were granted to H. T. Flint, H. Joomye, and 

Margaret C. Rosser, who have now complied with the regulations. 

a... was decided to purchase an epidiascope by Zeiss for the lecture 
eatre. 

B . H. D. Fleming was nominated as the thirty-sixth Jenks 
iolar. 
The draft copy of the annual report of the Council to be pre- 

sented to the Fellows and Members at the annual meeting on 

Thursday, November 15th, was approved and adopted. 


CALENDAR FOR 1928-29. 

The College Calendar for the current year, besides much other 
information arranged on familiar lines, includes a report of the 
proceedings of Council woe the past twelve months. Full details 
are given of the scheme for holding in Canada the primar 
examination in anatomy and physiology’ for the Fellowship, whic 
has been arranged with the Canadian Medical Association, and the 
Council is now in communication with the College of Surgeons 
of Australasia about the feasibility of a like arrangement for 
Australia. 

The subject of the Jacksonian Prize essays for the year 1929 
is ‘‘ The pathology, diagnosis, and surgical treatment of diseases 
of the salivary glands.’’ The prize for 1927 has not been awarded. 

In the — under review 76 diplomas of Fellowship were 
issued (including 2 to women); 676 diplomas of Membership (in- 
cluding 118 to women); and 100 licences in dental surgery 
(including 5 to women). The following diplomas were granted 
jointly with the Royal College of Physicians: Public Health, 79 
(including 24 en Tropical Medicine and Hygiene, 77 (12 
women); Ophthalmic Medicine and Surgery, 39 (2 women); Psycho- 
logical Medicine, 15 (2 women); Laryngology and Otology, 29 
(1 woman). 

The financial report shows that the total receipts in respect of 
current revenue ~— the year ending June 24th, 1928, amounted 
to £27,939. The total expenditure of the College was £23,953. 
Receipts were less than in the previous year, and expenses 
£708 more. 

. The Conservator’s report opens with a full and appreciative 
account of the Strangeways Collection and its history. This impor- 
tant group of preparations, illustrative of rheumatoid changes in 
bone, cartilage, and capsule, was offered by the trustees of the 
collection—Sir Humphry Rolleston, Professor H. R. Dean, and Mr. 
Malcolm Donaldson—to the Council of the College, and was 
accepted in July. It has since been brought from Cinabeidies to 
the Museum, and after re-examination selected specimens will 
ultimately be incorporated as part of the Pathological Collection, 
Dr. Strangeways’s name being attached to the description of each 
specimen, and the valuable collection of microscopic preparations 
will be preserved as a special unit in the ‘‘ Strangeways Cabinet.” 
The revision of this collection and the preparation of a descriptive 
catalogue have been undertaken by Mr. R. Lawford Knaggs. 
Among gifts of outstanding value to the Museum Sir Arthur 
Keith mentions the presentation by Dr. William Hunter to the 
College of his entire collection of specimens, illustrating diseases 
of the blood-forming organs obtained from clinical cases which 
formed the basis of his classical inquiries into the causation and 
nature of pernicious anaemia. For this gift Dr. Hunter has been 
accorded a special vote of thanks by the Council. The Odonto- 


. logical Department of the College has received from Sir James 


Berry a series of casts and models illustrating the methods he 
used, and the results he obtained, on cases of cleft palate treated 
by operation. 


CONJOINT BOARD IN SCOTLAND. 
THE following candidates have been approved at the examinations 
indicated : J 
FINAL EXAMINATION.—Medicine: Y. A. R. Ezzat, W. Stevenson, 

M. G. Lucas, R. Cumming, L. H. Abevewirline. Surgery: Anna G. 
McGregor, Y. A. R. Ezzat, M. A. Yousef, V. Sivapragasam, B. A. D. 
Robert, D. Brink, A. B. O’Brien. Midwifery: Anna G. McGregor, 
Y.A.R. Ezzat, M. A. Yousef, G. Das, F. E. Smyth, L. O. Abeyaratne, 
R. Cumming, V. Sivapragasam. Medical Jurisprudence and Public 
Health: D. A. Black, T. A. M. Ashforth, H. P. Lawson, J.G. Bryson, 
Jean G. Clark, M. A. Yousef, I M. A. Ismail, E. O. Hagejorn, 
C. Vellamy, M. D, Evelyn, D. M. O'Flaherty, M. P. Moss, A. R. Hunt, 
M. U. Rayat. 


Out of 85 candidates entered the following passed and were 
admitted L.R.C.P.Edin.,; L.R.C.S.Edin., L.R.F.P.and S.Glasg. : 


L. Mvers, J.T. F. Pearse, Hanna Barsoum, J. R. Martin, C. K, Row, 
R. N. Caivert, §. B. B. Asheville, G. A. Nelson, M. I. Mullen, 
T. Ramasamy, H, A. Mohamed, P. A. P. Fennell, F. R. Bb. H. Kennedy, 
A. K. M. Attia, C. Joseph, K. Kanagasabapathy: W. F. Noville, 
G. Kahn, D.S. McMillen, J. H. Brush, C..H. Kowe, N. W. Laing, 
T. R. Jansen, H. C.aig, L. Malik-Mansour, E. L. Fraser, A. H. F, 
Arnott, Hope D. Lazarus, J. B. Cole, H. Gunaratna. 


The following candidates, having passed the requisite examina 
tions, have been admitted Viplomates in Public Healti: 


R. L. Mackay, R. Norton, J. Sharpe, Constance P. Hunter, A. Law, 
A. D. Mack. 


Medico-Legal. 


. EXPLOITATION OF SHAM FRACTURES. 

A motor engineer, George Winter Williamson, who pleaded guilty: 
at the Mansion House, London, on October 11th, to two charges 
of fraud on an insurance company, was stated by Mr. Percival 
Clarke, who prosecuted, to have a congenital condition of the 
left clavicle which enabled him to simulate a fracture with ease, 
and so to have made twenty accident claims since 1922, obtaining 
£2,300 on nineteen of them. It was alleged that he had _ been 
living for years past on the proceeds of imaginary accidents, 
Williamson was charged with having by false pretences obtained 
from the Royal Insurance Company on June 15th a policy of 
insurance against accidents, and on July 25th a cheque for £162, 
with intent to defraud. Mr. Clarke said that the defendant, in 
applying for the policy, made a number of statements which were 
not true; he stated that he had no physical defect or infirmity, 
that he had good eyesight—though he had only one eye—that 
he had had-no fractures or disloeations of bones, and had never 
roposed for or made a claim in respect of any accident policy 
bedeve. The policy in question had only been issued a few days 
when he made a claim in respect of a fractured clavicle; a similar 
but unsuccessful fraud was simultaneously attempted on another 
insurance office. Mr. J. Albert Davis, defending, said that the 
accused’s physical condition was not congenital, but was really 
such as to render him especially liable to displacement of the 
shoulder-blade and collar-bone. illiamson was sentenced to sx 
months’ imprisonment in the second division on each charge, to 
run consecutively—-twelve months in all. 


The Sertices. 


VOLUNTARY AID DETACHMENTS. 
Tne latest War Office returns of the progress made in the organiza- 
tion of voluntary aid detachments show that 90 men’s and 801 
women’s detachments, comprising a total membership of 22,945, 
have received recognition under the scheme inaugurated in 1 
This is an increase of 40 detachments and 1,044 members on the 
previous half-yearly returns. In all, 3,834 members have taken 
the ‘* mobile ” eilhgution to serve, in the event of a national 
emergency, abroad or at home. Of the county areas London has 
a membership of 1,369, East Lancashire 1,170, and Norfolk 1,030, 
while Yorkshire (North Riding), Hampshire, Yorkshire (West 
Riding), Somerset, Devonshire, Surrey, Cheshire, Lincolnshire, 
West Lancashire, Essex, and Kent have each over 500 members, 
Scotland has a total membership of 3,416, the number of detach- 
ments being 129, and there are 49 Welsh detachments, with a total 
membership of 1,310. ; 


, Medical Nesus. 


THE autumn dinner of the University of London Medical 
Graduates’ Society, to which we referred in the -/owrnal of 
September 29th (p. 584), will be held on Wednesday, 
October 31st, at 7.15 p.m., at the Langham Hotel, Langham 
Place, W.1, with Sir StClair Thomson in the chair. Pat 
ticulars may be obtained from the honorary secretaries of 
the society, 11, Chandos Street, W.1. ‘ 

THE aunual dinner of the Prince of Wales’s Tospital 
Reunion Association will be held at the Trocadero Restaurant, 
Piccadilly Circus, on Thursday, November 8th, at 7.45 for 
8 p.m., with Dr. Charles Hadfield in the chair. Dinve? 
tickets (12s. 6d., exclusive of wine) may be obtained from 
Dr. J. Browning Alexander, 42, Harley Street, W.1, or Dt 
8. O. Rashbrock, 7, Wellesley Road, Chiswick, W.4. 


THE Birmingham and District Edinburgh University Club 
will hold its twenty-fourth annual dinner at the Queens 
Hotel, Birmingham, on Thursday, November 8th, at 7.30 p.m} 
the Principal of the University of Edinburgh, Sir James 
Alfred Ewing, K.C.B., LL.D., will be the guest of the 
evening, and Dr. B. C. R. Aldren will preside. The club is 
open to all male graduates of the University, and it is hop 
that any gentlemen who have not received notice of the 
dinner will communicate with the honorary secretary; 
Dr. Ernest Bulmer, 87, Cornwall Street, Birmingham. 
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_As already announced in our columns Dr. Markusz Hajek, 
professor of oto-rhino-laryngology in the University of Vienna, 
will deliver the Semon Lecture on larnygo-rhinology and 
general medicine in the Barnes Hall, at 1, Wimpole Street, W., 
on Thursday, November lst, at 5 p.m. The chair will be 
taken by Mr. H. Bell Tawse, president of the Laryngological 
Section of the Royal Society of Medicine. 


A CHADWICK Public Lecture on public health buildings and 
recent improvements in town developments in Sweden will 
be given by Mr. Torben Grut, at the Royal Institute of British 
Architects, 9, Conduit Street, W.1, on, Thursday, October 25th, 
at5p.m. Sir William J. Collins, K.C.V.O., M.D., chairman 
of the Chadwick Trustees, will preside. Admission is free. 


THE annual special service for members of the medical pro- 
fession and nurses in Sheffield and district will be held at 
the Cathedral, on Sunday, October 21st, at 3 p.m., when the 
Bishop of Sheffield will preach the sermon. 


THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that the second lecture in the new 
series will be delivered by Mr. E. G. Slesinger on Monday, 
October 22nd, at 5 o’clock, at the Medical Society of London, 
ll, Chandos Street, Cavendish Square, W.1, the subject being 
“Fractures at the wrist.’’ On Tuesday, October 23rd, at 
4p.m., Dr. C. Gouldesbrough will give an 2-ray demonstra- 
tion at the Royal Northern Hospital; and at 2.30 p.m. on 
Friday, October 26th, there will be a clinical demonstration 
at the Cancer Hospital by Mr. P. P. Cole. On Wednesday, 
October 24th, Dr. Donald Hunter will give a lecture-demon- 
stration on ‘* Portals of entry in tuberculosis : morbid anatomy 
and some clinical aspects,’’ at the Wellcome Museum of 
Medical Science, 33, Gordon Street, W.C., at 4 p.m. All of 
ihese lectures and demonstrations are open to the medical 
profession, without fee. From October 29th to November 10th 
the staff of the Hampstead General Hospital will give 
a special evening course, while from November 5th to 
December lst a course in venereal diseases will be given 
ui the London Lock Hospital. From November 12th until 
December lst there will be a special course in ophthalmology 
it the Royal Westminster Ophthalmic Hospital’s new build- 
ing. A week’s course in proctology begins at St. Mark’s 
Hospital on November 12th, and from November 19th to 
December 15th there will be a late afternoon course at the 
West End Hospital for Nervous Diseases. From November 
1%h to December Ist there will be a special course at 
3t. Peter’s Hospital. Copies of all syllabuses and further 
information may be obtained from the Secretary of the 
Fellowship, 1, Wimpole Street, London, W.1. 

A NEW course of post-graduate instruction in genito-urinary 
lisease will commence at St. Paul’s Hospital on Wednesday, 
October 24th, at 4.30 p.m., when Mr. R. H. Jocelyn Swan will 
lecture on tuberculosis of the urinary organs. The lectures, 
which will be continued in succeeding weeks, terminate 
on December 6th, when Dr. David Thomson will speak on 
common infection of the genito-urinary tract. No fee is 
charged for attendance. Medical practitioners and students 
ate invited to attend any branch of the work in which they 
are interested. Tea is served at 4 p.m. Further information 
May be obtained from the secretary, St. Paul’s Hospital, 
Endell Street, W.C.2. 

THE annual dinner of the Surgical Instrument Manu- 
facturers’ Association was held at the Holborn Restaurant 
on October 12th, under the chairmanship of Mr. Patrick C. 
Maw, the new president. Mr. A. W. Down, in toasting the 
health of the association, said that it had now accomplished 
eleven years of useful work, and its membership included not 
only the heads of all the leading firms in the trade, but many 
ther members of the eraft, especially those expert in sales- 
manship and demonstration. Mr. Maw, in reply, mentioned 
some of the activities of the association, and referred in 
grateful terms to the six years of devoted service by his 
predecessor in the chair, Mr. E. W. Mayer. In response to 
the toast of ‘‘ The Guests,” Mr. H. S. Souttar, F.R.C.S., said 
that the instrument maker was the right-hand man of the 
surgeon, and the skill which the maker acquired in learning 
surgical needs was almost uncanny. In spite of the com- 
plexity of the instruments now produced, however, it was 
*¥traordinary how few of them were new. A little while 
ago a friend of his who had just invented a pair of gynaeco- 

cal forceps, of which he was inordinately proud, was 
exploring the ruins of Herculaneum, and in the museum 
there found an exact anticipation, two thousand years old, of 
his own invention. Medical students, said the speaker, knew 
Very little about instruments. He had had to examine 
students in surgery, and the most paralysing part of the 
examination was when he showed the student an instrument 
and asked him what it was. It was pathetic to hand a 
student a Macewen’s osteotome and to be told that it was 
4chisel, the student evidently never having heard the name 
of Macewen. In hospitals such skilled assistance was at 
hand that the operation went through without the student 


—sometimes without the surgeon—realizing how much was 
being done for him, though the surgeon learned this quickly 
enough when he went into the nursing home and had to 
find his own instruments and thread his own needles. Mr. 
Souttar concluded by saying that be had an immense 
admiration for the British instrument-maker. He had 
travelled a good deal on the Continent, and aiways made it 
a practice to see what other people were doing. Some- 
times he picked up an instrument as a keepsake, but 
very usually that remained its only function. Generally 
one could get the same type of instrument in this country as 
abroad, and probably a much better one. Mr. L. Ferris-Scott 
added a few words of appreciation of the hospitality shown 
to the guests, and spoke of the admirable way in which the 
instrument-makers supported the annual exhibitions of the 
British Medical Association. 

THE half-yearly meeting of the British Spas Federation, at 
which were present representatives from Bath, Buxton, 
Cheltenham, Droitwich, Harrogate, Leamington, Llandrindod 
Wells, Strathpeffer, Trefriw Wells, Woodhall Spa, and New 
Zealand, was held in London on October 3rd. Lengthy dis- 
cussions took place regarding foreign competition, and various 
methods were suggested for overcoming the present practice 
of many British people of going to foreign spas, although at 
British spas the facilities for treatment, the methods of giving 
treatment by a medically trained and fully qualified staff, 
and the amenities of the spas were at least equal to those 
prevailing at foreign spas. The federation proposes shortly 
to publish in book form the results of the research work 
which has been carried on intensively at British spas during 
the last few years by various medical committees and 
chemists. 

- Mr. SAMUEL P. COOPER of Moseley, Birmingham, who died 
in June last, has bequeathed £1,000 each to the General Hos- 
pital, Birmingham, the Queen’s Hospital, Birmingham, and. 
the Birmingham and Midland Free Hospital for Sick Children, 
and to Dr. Barnardo’s Homes; £500 each to the Birmingham 
and Midland Eye Hospital and the Birmingham and Midland 
Homoeopathic Hospital, and also to the ChiJdren’s Hospital 


other bequests the residue of the property is to be divided 
between the General Hospital, the Queen’s Hospital, the 
Birmingham and Midland Free Hospital for Children, and Dr. 
Barnardo’s Homes. Under the wiil of the late Mrs. Emily 
Crossley the Ancoats Hospital receives £2,000. 

Mr. HENRY KIMPTON announces for early publication a 
second edition of Kellogg Speed’s Text-book of Fractures and 
Dislocations, in one volume of 952 pages, with 987 engravings. 


THE October issue of Leprosy Notes, which is the quarterly 
publication of the British Empire Leprosy Relief Associatien, 
contains numerous articles of special interest. Dr. A. B. 
Macdonald describes the founding of a leper colony in Nigeria ; 
Dr. J. O. Shircore supplies a short note on leprosy work in 
Tanganyika ; Dr. F. C. Birkenstock gives a general account 
of a Central African treatment centre; and Dr. N. Macvicar 
reports on a visit to the Government Leper Institution at 
Enjanyana in the Transkei. The Rev. G. M.and Mrs. Kerr 
record the progress made since 1916 at the Dichpali Leprosy 
Hospital in Hyderabad, and a note on the campaign in Bengal 
is contributed by Dr. E. Muir. Sir Leonard Rogers writes on 
the progress of modern prophylaxis, and Dr. R. G. Cochrane 
reviews the present-day methods of the treatment of leprosy. 
Other articles deal with work in the Gold Coast Colony and 
the part played by nursing in leprosy. This useful publica- 
tion can be obtained from the secretary at the office of the 
Leprosy Relief Association, 24, Cavendish Square, W. 1. 


COLONEL ASTLEY V. CLARKE, M.D., J.P., has been 
appointed deputy lieutenant for the county of Leicester. 


Dr. J. BEE of Bromley and Dr. W. C. Millea of Cubitt 
Town have been appointed justices of the peace for the 
county of London. 

A BELGIAN league against rheumatism has recently been 
founded under the presidency of Professor H. Verhoogen. Its 
object is the social and scientific study of rheumatism and 
its treatment in institutions in Belgium and abroad sanctioned 
by the league. — 

A CHAIR for industrial hygiene has been founded at the 
Naples Faculty of Medicine, with Professor Nicolo Castellino 
as its first occupant. 

A CONFERENCE of the German Association for Combating 
Rheumatism will be heldin Berlin, from November 4th to 7th. 
Demonstrations will be given in different Berlin clinics. 
Further information may be obtained from Dr. D. Hirsch, 
the general secretary of the conference, Fraunhoferstrasse 16, 
Charlottenburg, Germany. 

A POST-GRADUATE course in diseases of children will be 
held in Vienna from November 26th to December 8th; details 


may be obtained from Dr. A. Kronfeld, Porzellangasse 22, 
Vienna IX. 
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Letters, Notes, and Anstuers. 


All communications in regard to editorial business should bs 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are. understood to be offered to the British Mepicat Jourmat 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
Braitisn Mepricat JournaL must communicate with the Financial 
Secretary and Business Some. British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 

. Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Berttsn Mepicat Journat are MUSEUM 9861, 9862, 9868, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are : 

of the Britisn Mevicat Journat, Aitiology Westcent, 
ondon, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, cte.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 


The address of the Irish Office of the British Medical Association 


is 16, South Frederick Strect, Dublin pemeraes : Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, Edinburgh (telegrams: Associate, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS, 


TREATMENT OF CHRONIC URTICARIA. 

“*INQU:RER”’ asks: Could any reader suggest treatment for a man 
aged 28 who has urticaria, from which he is never entirely free, 
and at times suffers from acute attacks. No particular sensitizing 
agent has been found. 


SALICIN ADMINISTRATION IN PREGNANCY. 


“FH. C.”’ asks whether the large doses of salicin advocated in 
influenza by Mr. Turner and others can be quite safely used at 
any stage of pregnancy without risk of miscarriage or injury to 
the foetus. 

HYPERTRICHOSIS. 

*C. 8.” writes: One of my patients, a girl of 19, is much concerned 
becanse of a thick growth of hair on her arms and legs, and has 
consulted me about the possibility of removing this unsightly 
fur. I should be glad of advice. 

*,* Adermatologist, to whom we have referred the question, 
replies: This is essentially a case for a depilatory. It can be 
made by the medical man himself by drying freshly precipitated 

‘barium sulphide, but in all probability it will be found more 
satisfactory to use one of the many proprietary preparations 
on the market, This is the legitimate field for their employment. 


WANTED—A Home. 


“¥.R.C.S.” writes: Iam anxions to get in touch with a doctor on 


the south coast of England who would be prepared to take into 
his home a girl of 104 for the winter months. She has had 
serious osteomyelitis of the ilium, with infection of the hip- 
fore She is herself the daughter of a doctor abroad. She will 

able to get-about to some extent, but will want a good deal of 
special care. Some provision for education, either in the home 
or within reach, is desirable; preferably with other children. 
But the most essential point is a good sunny, healthy site and 

plenty of open-air facilities. 


Corns, 


Dr. P. CLENNELL FENWICK (Christchurch, New Zealand), who is 


in charge of the radium and deep therapy department of North 
Canterbury Hospital, writes: With reference to the query of 
-“ H. A. A.”’ on July 14th (p. 85), I suggest that he should try the 
effect of soft x rays on corns. We have treated a number of 
, cases in this department with pleasing success. Our dosage is: 
_ kilovolts, 150; filter, 1mm. of aluminium; distance, 50 cm.; 
time to give a Sabouraud pastille dose, 44 minutes. The foot is 
shielded with thin lead, with a hole cut to expose the corn. We 
avoid raying any part except the actual corn, since we find the 
tissues of the foot react very quickly to x rays. We give one 
. dose, repeated in ten days, and a third dose ten days after the 
second. We find that the patient loses the pain very quick! 
after the first dose; that after the second application the har 
area is softened; and after the third dose there is distinct 
softening and lessening of the whole area. I think this treat- 
ment is well worth a trial, since, in my own case, I found relief 
from a very painful corn on the foot (caused by ill-fitting military 
boots), which had resisted all forms of treatment for some years. 


Income Tax, 
Replacement of Car. 


“J.D. L.” bought a car A in 1921 for £700 and car B in 1922 for 


£150, us'ng both in his practice, In 1927 car C w 
£A00 and car B (value, say, £10) ceased to be used. as bought for 


*.* The inspector of taxes regards O as replacing B; 
“J.D. L.’s”’ view is that C has replaced A and A has replaced B. 
Replacement consists of the purchase of one asset in place of 
another; normally the one discarded is sold, and it isnotarguable 
that in such circumstances any other is involved. In this case 
the fact that car B is still retained (though not used) complicates 
the matter somewhat, but the same principle applies, and we 
are of opinion that the inspector’s view iscorrect. The question 
is not one of replacement in the sense of one car being used 
instead of another, but of replacement as an asset of the 
practice. 


LETTERS, NOTES, ETC, 


AN OVERDOSE OF MEDINAL. 

LOWLAND Doctor ”’ sends the following note on the effects of 
an overdose of medinal: A tabetic patient (he writes), a woman 
aged 48, who suffers severely from gastric crises and lightning 
pains in the legs, has been undergoing treatment with bismuth 
preparations for the past year. She suffers also from menopausal 
symptoms associated with a systolic blood pressure of 165 mm. Hyg, 
The pupils are always irregularly dilated. For the past year or 
50 she had been accustomed to take one-half to three-quarters of 
a 7.5-grain tablet of medinal when the pain was very severe. Ou 
September 23rd she went to bed in the afternoon complaining of 
severe pain. Next morning I was calle] in, to find her comatose, 
with “stertorous breathing. Paralysis was complete and there 
had been retention of urine for twenty-four hours. Her previous 
high blood pressure and irregular pupils made diagnosis difficult, 
Since the relations had no tally of the tablets taken, I treated her 
at first as a case of cerebral haemorrbage. As time passed I felt 
more confident that she was suffering from an overdose of 
medinal; at length, after vigorous stimulation and shaking, she 
opened her eyes—forty-eight hours from the time of taking the 
tablets. It was the fourth day before she was able to form 
a word or recognize her relations, although her hearing seemel 
acute. By the sixth day she was able to tell me, in a hesitating 
manner, that she had taken nine tablets, as the pain was so bad. 
Now, at the end of eleven days, she is mentally alert bat physic- 
ally very weak, The retention of urine lasted five days. 


- 


MEDICAL GOLF. 

THE autumn meeting of the Medical Golfing Society was held at 
Princes Golf Club, Sandwich, on October 13th and 14th, by kind 
permission, The course was in excelleut coudition. Special 
thanks are due to Captain Baird, the secretary of the club, 
The results of the competitions were as follows: 


Singles v. Bogey (for Dr. Bathurst's prize).—lst, T, A. Torrance, 2 up; 
Qnd, N. C. Carver (after a tie at 2 up each). 

Foursomes v. Bogey (for Mr. Max Page’s prize).—lst, N. C. Carver 
and G. Hebert (after a tie with T. A. Torrance and Sir Kenneth 


Goadby at 2 down each). 
The Canny Ryall Cup.—ist, J. D. Gray, 76 (92-16) ; 2nd, A. Galletly, 


77 (82—5); 3rd, J. W. Yorke-Davies, 78 (96-18). 


MENTONE Home oF Rest. 

WE are asked to direct attention once more to the fact that 
professional men of limited means who require a change are 

- received into the Home of Rest at Mentone at a charge of 30s. 
a week for board and loiging. Special consideration may be 
given to the cases of those who cannot pay this amount, The 
stay of each person is limited to three months. The house is 
open from November Ist to May Ist; itis a philanthropic under- 
taking, designed to help professional men who break dowa 
temporarily, and is therefore useful to medical practitioners of 
small means, or their professional patients similarly situated. 

_ Further information may be obtained from the lady supet- 
intendent, or the honorary physicians, Dr. D. W. Samways 
Dr. Stanley Rendall, at Mentone, Alpes Maritimes, 'rance. 


A CHOCOLATE BICENTENARY. 
icentenary number of Fry's Works Magazine, issued 

oe the Sooth anniversary of the entrance into business iu 
this sphere of Joseph Fry, the founder of the well-known firm of 
Messrs. J. 8. Fry and Sons, chocolate and cocoa mauufactarers, 
contains an interesting account of the development of this huge 
concern, richly ‘illustrated with photographs aud sketches. 
As mentioned in the Journal of July 28th (p. 182), Joseph Fr 
was a medical practitioner; in addition to his association wit 
the manufacture of chocolate, he was a partner in a china works 
and a soap-making business, the owner of a chemical works, and 
the originator of a type foundry. Lord Riddell writes in the 
Magazine ou * The chocolate age”; Mr. Ernest Bevin, in a0 
article on ‘The growth of trade unionism,” pays a tribute to 
the working conditions and the satisfactory relations prevailing 
between employers and employed in the firm’s establishments; 
and Mr. Charles Wells contributes. au accouut of “ Bristol 


in 1728.” 


VACANCIES. “ 
IFICATIONS Of offices vacant in universities, medical colleges 
gat of vacant resident and other appointments at hospitals, will 
be found at pages 44, 45, 48, 49, and 50 of our advertisement 
columns, and advertisements to assistantships, 

tenencies at pages an 
¥: short summary of veanns posts notified in the advertisement 


columns appears in the Supplement at page 171. 
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Remarks 
THE TEACHING OF HYGIENE.* 


W. W. JAMESON, M.A., M.D., M.R.C.P., D.P.H., 


Barrister-at-Law; Professor-designate of Public Health, London 
School of Hygiene and Tropical Medicine. 


ALL practitioners of medicine must of necessity be doctors 
or teachers as well as healers of the sick, and I can think of 
no subject more likely to arouse general interest than that 
chosen by the officers of the Public Health Section for 
discussion to-day. It was originally intended that three 
speakers should open the discussion—one dealing with the 
training of health workers, another with the teaching of 
hygiene to school children, and a third with public educa- 
tion in health. Unforeseen circumstances have unfor- 
tunately made it necessary for me to introduce to your 
notice all three aspects of the question. I shall endeavour 
to deal mainly with principles ‘and leave the discussion of 
details to subsequent speakers, 


Tae TRraininc or HeattH Workers. 

Of recent developments in connexion with post-graduate 

public health teaching I propose to say nothing; and 

I shall rather confine my remarks to the teaching of pre- 

ventive medicine to medical students and to the training 
of certain members of the subordinate health services. 


Medical Students. 

Let me say first of all that there is no more important 
person in the ranks of health workers than the general 
practitioner of medicine. . He can do much to make or to 
mar any effort put forward by the more specialized public 
health service, and if the greatest measure of success is 
to attend our work the general practitioner must under- 
stand our aims and must fit into each of our schemes. 
To enable him to do this he must be given a correct sense 
of proportion when a medical student. You will recollect 
that in the revised medical curriculum of the General 
Medical Council it is laid down that the subjects of 
hygiene and public health should be included in every 
course of professional study and examination, and that 
courses of instruction in these subjects should be taken 
concurrently with the later stages of clinical instruction. 
The Council further resolved that throughout the whole 
period of study the attention of the student should be 
directed by his teachers to the importance of the pre- 
ventive aspects of medicine. I am never quite clear in my 
mind as to where hygiene ends and public health begins, 
and, so far as medical students are concerned, I would 
rather refer to the whole subject as preventive medicine. 
Such a title makes a more definite appeal to the average 
medical student, and every effort fo capture his interest 
is worth making. Great’ differences exist between the 
courses of instruction in preventive medicine given in 
the various medical schools, both in regard to the number 
of lectures (and, may I add, the payments made to the 
lecturers) and in regard: to ‘the subjects discussed. In 
certain schools, mainly in London, ten or a dozen lectures 
seem all that can be included in the curriculum, whereas 
in the provincial universities twenty, thirty, or even more 
lectures may be given. This is probably due to the fact 
that the provincial medical officer of health has usually 
a much greater influence on the policy of his local medical 
‘school than is possible in the case of his metropolitan 
confrere. Then it is the practice in certain schools to 
devote a considerable amount of time to lectures on 
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medicine is so vast and so important a study that some 
discrimination must be exercised in the selection of the 
material to be presented to the medical student, more 
particularly in view of the already crowded state of the 
medical curriculum. It may or may not be the case that 
the various teachers act on the advice of the General 
Medical Council and endeavour to keep before the notice 
of the student the importance .of the preventive aspects 
of medicine; in any event it is at least convenient that one 
lecturer should touch upon the various subjects of the 
curriculum and lay stress in each case on methods of 
prevention. Preventive medicine ranges over many fields 
and can have no recognized limits as have certain of the 
other subjects taught in our medical schools. To my way 
of thinking a lecturer in preventive medicine achieves his 
object if he succeeds in arousing the interest of his class 
and in giving them a definite preventive point of view. 
He cannot turn medical students into medical officers of 
health by forcing them to attend a short course of lectures, 
but he can see to it that every young man or woman 
starting in practice is aware not only of the principles of 
prevention, but also of his own function as a practitioner 


of prevention. The student must be shown the place of . 


- the practitioner in relation to the various schemes organ- 


ized and maintained by local authorities all over the 
country, and he must be taught the important influence of 


‘environment upon health. If these matters are not placed 


clearly before him he will leave his medical school after 
acquiring knowledge in the dissecting room, the laboratory, 
the hospital ward, and the out-patient department, and 
he will think in terms of these, to his own and to the 
nation’s future detriment, 


A course of lectures on preventive mediciné should be given 
in the final year of the medical curriculum and should deal, 
among other matters, with the ‘triumphs and failures of pre- 
vention, with an outline of public health administration in this 
country, with the chief sources of statistical information and 
with the importance of correct certification and notification, with 
all the various organized schemes of prevention in existence and 
with the special measures ‘available in connexion with the prin- 
cipal groups of diseases, with the importance of pure air, pure 
water, and pure food (this includes a good deal of personal 
hygiene), ae with the evil effects of bad housing and insanitary 
conditions generally. Throughout the whole course the part the 
student himself will have to play and the ways in which diffi- 
culties may be avoided or overcome must be kept constantly 
before his notice. In my judgement lectures dealing with details 
of constructional work and with complicated processes of ventila- 
tion, water purification, sewage disposal, and: similar problems 
only confuse the student and make him feel -he is being forced 
to listen to something which is really the business of experts 
and which will have only an indirect bearing on his future 
practice; and I am_ not inclined to disagree with him. A course 
of lectures on the lines of Sir George Newman’s Outline of the 
Practice of Preventive Medicine seems to me particularly well 
suited to medical students, and I always recommend that little 
book to them for their careful perusal. 


It might be well if: lecturers on preventive medicine 
could agree on a definite syllabus of instruction for use 
in our medical schools, and it would also be helpful if the 


‘printed requirements relating to hygiene of some of the 
examining bodies were to undergo revision in the near 


future. 
Sanitary Inspectors. 
-To meet the wishes of the Minister of Health the bodies 


_ whose certificates were. recognized by the Sanitary 
Officers Order, 1922, have been combined under the title 
-of the Royal Sanitary Institute and Sanitary Inspectors’ 


Examination Joint Board. The object of the Board, which 
commenced examining in 1926, is to provide a uniform 
system for the examination and certification of persons 
seeking appointment as sanitary inspectors in England 
and Wales. Before a candidate is accepted by the Board 
he must have passed one of a list of approved examina- 
tions, of which the matriculation examination of London 
University and the preliminary examination of the National 
Association of Local Government Officers are examples, or 
must produce evidence of having acquired such general 
and technical knowledge as may be approved by the Board. 
It was felt necessary, when the Board began its work, 
to raise the standard of general education for entrants 
to the inspectorate, and many interested persons feared 
that the insistence placed on general education might 
tend to produce candidates whose main training had been 
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general sanitation and to demonstrations on water purifica- - 
tion, sewage disposal, sanitary appliances, and the like; 

*} in other schools but little attention is paid to this aspect 

~ of the question. Variety in the method of presentation 

i of a subject is always to be commended, but preventive : 

8, oft, ‘paper read in opening a discussion in the Section of Public - 

Health _at_the Annual Meeting of the British Medical Association, 
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obtained in the clerical division of a public health depart- 
ment and to keep out candidates who had served their 
apprenticeship in one or other of the building trades. 
Nothing in my opinion would be more fatal to the standing 
of inspectors than such a state of affairs. The ability 
to draft a good report may be necessary, but the capacity 
to meet a builder on his own ground and to discuss 
technicalities with him in such a way as to make it 
evident that the inspector has himself been a craftsman 
is of still greater importance, and 1 am glad that the 
Board has interpreted this preliminary examination quali- 
fication in a broad-minded way. 

The actual training demanded of candidates includes attend- 
ance at a six months’ part-time course of lectures and demonstra- 
tions based on a comprehensive syllabus of subjects. The course 
must be held at one of the approved institutions, of which 
there are three in London, ten in the provinces, and one in 
Scotland. In addition, candidates must have undergone practical 
training in the duties of a sanitary inspector, as a rule, for a 
period of one year, some reduction in time being made in the 
case of men who have had at least three years’ practical expe- 
rience in one or other of the building crafts. The standards of 
training and examination are high, and the Board has become 
a body in which the public health service has complete confidence. 
A most necessary qualification for most sanitary inspectors is 
the certificate of ‘‘ Inspector of meat and other foods’ granted 
by the Royal Sanitary Institute. Candidates, who must, as a 
general rule, hold the certificate of sanitary inspector, must 
produce evidence of having attended for at least two months 
an approved course of lectures and demonstrations (there are 
iwo such courses in London and eight in the provinces) including 
training in meat inspection at a cattle market and slaughtering 
establishment recognized by the Institute. The examination 1s 
of high standard, and every candidate has to display a_ very 
considerable amount of practical knowledge before he can obtain 
the certificate. 


Health Visitors. 

During recent years the training of health visitors has 
been the subject of much discussion, and the conditions 
of entry to the service are now more or less standardized. 
All women appointed as health visitors for the first time 
after April 1st, 1928, must hold the Heaith Visitors’ 
Certificate issued by the Royal Sanitary Institute with 
the approval of the Minister of Health. 

The examination qualifying for this certificate is open (1) to 
nurses who have completed a three years’ course of training either 
at a recognized general hospital or a recognized children’s hospital, 
who have obtained the certificate of the Central Midwives Board 
and who have attended an approved whole-time course in 
public health work lasting for at least six months, and (2) to 
women, not being trained nurses, who have undergone an approved 
course of training in public health work for two years, together 
with six months’ training in hospital, and who have obtained 
the certificate of the Central Midwives Board. It will be noticed 
that all new entrants to the service, whether trained nurses or 
not, must take a whole-time course of instruction. There are 
eleven institutions—five in London and six in the provinees— 
where such courses are obtainable, and in all cases arrangements 
are made for practical training at maternity and child welfare 
centres and similar places to accompany the more theoretical 
lectures. The examination for the certificate, which consists of 
three written papers and an oral examination, is of a searching 
character, 

It may be of interest to contrast a similar course given 
in the Institute of Public Health of the University of 
Western Ontario. There the certificate of Public Health 
Nurse is granted, after examinatien, only to candidates 
who have taken a course consisting of lectures, demonstra- 
tions, clinics, laboratory work, and field work occupying 
one academic year of about nine hundred hours—thirty 
hours a week, from September to May inclusive. About 
one-half of the total number of hours is devoted to 
practical field work under instructors professionally en- 
gaged in public health work in the town of London, 
Ontario. Students may apparently spread the work over 
two or three years, and need not then attend full-time. 
The course is open only to trained nurses showing a satis- 
factory standard of general education. 

Much argument has raged round the question as to 
whether or not only trained nurses should be accepted as 
candidates for the health visitors’ examination. The bulk 
of opinion is in favour of such training, but the Minister 
of Health, in deference to the wishes of certain of the 
teaching institutions, has retained the two years’ whole- 
time course for persons without nursing training. May 
T say that some of the best health visitors I have encoun- 
tered possessed no extended nursing training, but they 
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were, of course, doing only maternity and child welfare 
work. It is probably just as well to retain both types 
of entrant to the service. 

Some anxiety has been felt lest these new conditions 
should result in a dearth of health visitors. In my opinion 
the conditions are not a bit too exacting for persons enter- 
ing the responsible office of health visitor, but it is certain 
that few women will be prepared to expend the money 
necessary to obtain whole-time courses of training so long 
as the salaries of health visitors remain at their present 
ridiculously low level. A service must be made attractive 
if a good type of entrant is to be got, and 1 can see no 
adequate reason why a local authority should not pay 
their health visitors as good salaries as are paid to the 
women teachers on the staffs of their public elementary 
schools. In a recent circular the Minister of Health has 
indicated to local authorities two ways in which intending 
health visitors may be helped to obtain their training. The 
first suggestion is that, m areas where an ordinary full- 
time course of training lasting six months has been pro- 
vided, candidates, who undertake to serve as health visitors 
in these areas for at least six months after obtaining. the 
health visitor’s certificate, may receive from the local autho- 
rity during their training an advance of salary, to be repaid 
in the course of the first six months’ period of service 
as health visitor. The other suggestion deals with the 
employment of probationer health visitors. In this case 
the course of training must extend over not less than three 
academic terms, and may be arranged, for example, jointly 
by a local authority and a university. Probationers must 
be trained nurses holding the certificate of the Central 


Midwives Board. Such a scheme is, I understand, in force’ 


in the county of Durham, and is meeting with a consider- 
able amount of success. It is interesting to note that 
a similar procedure has been suggested in the case of New 
South Wales. There the proposal was to appoint women 
as cadet nurses during their course of training, such 
cadets to sign a bond agreeing to serve as health visitors 
for two or three years after completing their course. 


Midwives. 

Most of us are aware that pupil midwives, other than 
trained nurses, have to undergo training for a period of 
one year before they are allowed to sit for the certificate 
of the Central Midwives Board. In the case of trained 
nurses the period of special training lasts for six months. 

Pupils must be certified as ‘‘ having exammed and received 
instruction in the supervision of not less than twenty pregnant 
women,” and it is suggested that attendance at ante-natal clinics 
affords excellent opportunities for instruction of this nature. It 
is now necessary that ten labours should be witnessed, that the 
first five cases personally delivered must be attended in an 
institution approved by the Central Midwives Board, and _ that 
of the remaining fifteen at least five must be attended in 
the patients’ own homes. The object of this is to ensure that the 
pupil first learns the methods of surgical cleanliness under the 
easiest and best possible conditions, and afterwards extends her 
education by attending and nursing outdoor cases so that she may 
also learn how to apply hospital methods to the more difficult cir- 
cumstances of the patients’ homes and how to improvise and make 
the best of what she finds there. Such experience will indicate to 
her her relations with, and duties to, the local health authority, 
and the need for co-operation medical practitioners 
and voluntary and other agencies for the assistance of mothers and 
babies. The number of lectures a pupil has now to attend is) 
thirty, and the minimal period over which they are spread is four 
months. 

It must be remembered that in spite of the recent efforts 
of the Central Midwives Board our training courses are 
still much shorter, and perhaps less thorough, than those in 
operation in other European countries, notabiy Holland. 
and Denmark. 

Dame Janet Campbell’s comments on the training of 
midwives contained in her last report, The Protection of 
Motherhood, 1927, are interesting, and might well be dis- 
cussed by this section. She points out that no discrimina- 
tion is made between the pupil who intends to practise 
midwifery and one who merely desires the additional 
qualification of the certificate of the Central Midwives 
Board. Thus a nurse who has no intention of practising 
may enter one of the best-equipped training schools while 
the woman who intends to practise, and therefore needs 
the widest experience possible,-may be driven to a small 
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institution where the facilities are limited and the teaching 
is often not of the highest quality. It is of interest that 
only 22.7 per cent. of midwives on the roll in March, 1927, 
were in practice in 1926. Again, the amount of material 
for teaching purposes is becoming steadily less, and is 
likely to diminish still further in the future. These con- 
siderations have led Dame Janet Campbell to suggest : 


1. That there should be two classes of midwifery certificates— 
(a) for the practising midwife whose training cannot be too good 
or too thorough, and (4) for the ‘* obstetric nurse ’’ who desires 
some knowledge of midwifery for work in hospital, in the public 
health service, and in private nursing, but who does not intend 
to practise as a midwife. (This class of certificate would be 
obtainable only by a trained nurse.). 


2. That midwifery schools should be classified and that only 
those schools which can offer a full and complete training should 
be allowed to accept pupils for training as practising midwives. 

The possibility of increasing the period of training to 
eighteen months or two years and of including within the 
period practice under supervision after the examination 
has been taken but before the certificate has heen granted 
is also suggested. 

All these ideas appear likely to give rise to considerable 
discussion. 


Fever Nursing Certificate. 

Those of us who have charge of modern, well-equipped 
isolation hospitals know that a very fair degree of nurs- 
ing skill can be attained by women trained in such 
institutions. Much of the work is of an acute nature, 
most of the patients are young children, and the expe- 
rience gained in the handling of infectious persons is a 
very valuable one. I regard some isolation hospital train- 
ing as highly important in the case of the nursing staff of 
a public health department. You will recollect that the 
preliminary examination of the General Nursing Council 
is the same for all nurses, whether from general hospitals 
or from isolation hospitals. 


In a complete iraining school for fever nurses this examination 
may be taken at the end of the first twelve months and the final 
examination at the end of two years. Many isolation hospitals 
are not regarded as having sufficient material to afford a complete 
training, and these, with the consent of the General Nursing 
Council, may become affiliated to complete training schools pro- 
vided that the whole period of training is not less than two 
years and six months, of which not less than one vear must 

spent at the Jatter institution. The preliminary ¢xamination 
must be passed before the nurse enters the complete training 
school from an affiliated school. This arrangement is, I suppose 
the best that can be made, but it operates a little harshly on the 
smaller hospital, for as soon as a probationer there begins to be 
really useful she is transferred to the larger institution. The 
erection of smail isolation hospitals, though a measure to be 
deprecated, is not altogether avoidable, especially in rural areas 
and the staffing of such places always presents a good deal of 
difficulty. The rules of the General Nursing Council provide for 
a four years’ course of training for those nurses who, having 
spent two years at a complete training school for fever nurses 
and having passed the final examination, proceed to a general 
training school. This means that training in a general hospital 
in such cases may be reduced by one year, but only in very 
few instances has such an arrangement been made. ~ 


It seems rather ridiculous that a woman who has passed 
the preliminary examination common to all nurses: in 
training, as well as her final examination for fever nursing, 
should be compelled to enter a general hospital on the same 
basis as a woman who has had no previous hospital train- 
ing whatever. 

I fear I have occupied too much of the time allotted to 
me in discussing the training of health workers, but my 
excuse is twofold :° first, this was the subject T was asked 
to deal with in the first instance, the other heads of 
discussion having since been thrust upon me; and in the 
second place no educational scheme can be successful 
Without a nucleus of well-trained and intelligent officials. 
Heaith education must of necessity be guided by members 
of the medical profession and by the staffs of public health 
departments. 


Epvcatton 1x ScHoors. 

It is not necessary for me to remind an audience such as 
this that the training of a child in the formation of 
health habits niust begin with its earliest days, I might 
almost say hours. The lack of any such training is seen only 
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too often in the infant departments of our elementary 
schools. That an improvement is gradually being effected is 
due largely to the efforts of our maternity and child welfare 
workers. When a child first goes to school at the age of 
five it is more easily influenced by the school environment 
than at any other period of its school life.’ For a moment 
the school becomes predominant and in many cases home 
becomes almost a factor of secondary importance. As the 
years pass the child is apt to be influenced more by what it 
sees and hears at home and in the streets; hence it is of 
the greatest importance that its health education should be 
commenced in its first school years and that the practice of 
hygiene should be made so far as possible a matter ef 
habit. If the child is to be well taught the teacher must 
understand her subject and be able to present it to the 
class in an attractive manner. The proper person to give 
instruction in hygiene to school children is the class 
teacher, and not a special teacher. We want to prevent 
the child from getting the idea that hygiene is anything 
but an everyday routine, and to let the child think for 
one moment that its own teacher is unable to handle the 
subject would be fatal. I mention this because I have 
been told more than once that the most suitable person 
to teach children hygiene is the school medical officer. 
Now the inculcation of good habits and the teaching of 
hygiene are not the simplest of matters, and I venture to 
suggest that insufficient attention is paid to this subject 
in many of our training colleges. In these institutions 
lectures on hygiene should be given by specially qualified 
men and women, and no effort should be spared to make 
students appreciate the importance of the subject and the 
great results that may be achieved by its intelligent and 
unremitting practice in all schools. 

All of us must welcome the prominence given to this 


aspect of health education by Sir George Newman during | 


the past year or two, and we must regard as most timely 
the appearance of the Board of Education’s Handbook 
of Suggestions on Health Education intended for the con- 
sideration of teachers and others concerned in the work 
of public elementary schools. In his introduction to the 
handbook, Sir George Newman lays stress on a number 
of highly important points. He emphasizes the fact that 
hygiene is so essential that it can never be merely a 
‘“ subject ’’ of instruction, but must enter into the total 
life and experience of the child. Indeed, the Board con- 
siders that the physical health and condition of the child 
are the basis upon which all mental education must 
necessarily be founded, and it regards the importance 
of hygiene and physical training, like that of moral 
training, as being so great that no one would propose 
their omission from the curriculum of any elementary 
school. Sir George Newman points out that there are 
three principal ways in which health may be both acquired 
and taught in youth: (a) by habit-training, (>) by learning 
the truths of biology, chemistry, and physics, and (¢) by 
understanding the principles and practice of good living 
itself. In a young child under 10 or 11 years of age hygiene 
should be taught as a rule by habit-training. Daily 
health exercises should be carried out by such children, 
and five or ten minutes a day may very well be spent in 
this fashion. The methods adopted will vary with in- 
dividual teachers, but such matters as the importance of 
cleanliness and of fresh air and the care of the teeth 
must be so drilled into the children that their practical 
application will become entirely a habit. 

“It should be remembered that the health of a nation is in 
a large degree dependent upon the habits of the people, and what 
they need in order to live well is not abstruse knowledge but 
to practise the knowledge they possess already. Most people 
know a good deal about the value of cleanliness, fresh air, and 


simple food, but they do not always practise what they know. 
They have not in youth contracted the habit of doing so.’ 


In the case of children over 11 years of age instruction 
may be given under the heading of ‘‘ hygiene ”’ or it may 
be included in the general science course or form part 
of nature study. The older girls will naturally get a good 
deal of instruction in hygiene in their domestic subjects 
course. In any event a definite amount of ground should 
be covered in each term and the work should be carefully 
planned out beforehand. That it can be done successfully 
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is seen by what has been carried out in my own borough 
since 1904. In that year a syllabus of instruction in 
hygiene was issued by the Education Committee—it was 
drawn up, may I say, by the present Chairman of Council 
of the British Medical Association—and since then, with 
few exceptions, has been followed conscientiously in all 
our elementary schools. The syllabus has required but 
little alteration in recent years to bring it completely up 
to date. The question of permitting teachers to give 
instruction on matters relating to sex came up for con- 
sideration in connexion with the revision of the syllabus 
last year, and it was felt that to authorize all teachers to 
give instruction of this nature would be a mistake. The 
difficulty was got over by issuing a printed letter, addressed 
to head teachers and accompanying the syllabus, autho- 
rizing them to deal with this aspect of hygiene as they 
thought necessary or desirable. 

The kind of health education in schools most likely to 
be of permanent benefit is that undertaken by the teaching 
staff, aided on all possible occasions by the school medical 
service. The visits of the school medical officers and of 
the school nurses should be regarded as illustrating the 
lessons on hygiene and should be made as much a part of 
the school curriculum as possible. Assistance can often 
be given by the school medical service in the selection of 
suitable posters and pictures and in the compilation of 
booklets and pamphlets for distribution amongst the 
scholars. Special efforts such as are made during health 
weeks and in competitions of various sorts have their 
uses, but it is the daily routine that counts most in the 
long run. 


Pusiic Epucation 1N HEALTH. 

Attempts to instruct the public in matters affecting 
health are not of recent origin. They date at all events 
from the days when the Mosaic code, that wonderful syllabus 
of hygiene, was taught to the children of Israel. It was 
not, however, so far as I know, till the beginning of last 
century that active societies began to be formed in this 
country for the express purpose of educating the public. 
A “ Health of Towns Association ’’ was one of the first in 
the field, and in 1846 a ‘‘ Health of London Association ”’ 
was formed with the object of ‘‘ instructing the people 
as to the evils which result from the present defective 
sewerage, drainage, ventilation, street cleansing, and 
supply of water; from interment in towns, and from other 
sources of injury to the public health; and of showing the 
beneficial influence which the removal of these evils would 
certainly exert on their physical and moral condition.’’ 
Efforts in those days were directed mainly towards an 
enlightened public opinion among the middle classes, 
whereas modern propagandists make their appeal to all 
and sundry, regardless of class. After 1870 societies, insti- 
tutes, and associations began to multiply to a very con- 
siderable extent, while the past twenty years have been 
the most prolific period of all. At the present time 
there are over fifty bodies engaged directly in this class 
of work. 

As would be expected in this country, the foundations 
of a scheme of public education in health were laid by 
voluntary effort, and we owe a great debt of gratitude 
to the pioneers. The date of official entry into the field 
may be taken as 1911, when the National Health Insur- 
ance Act gave Insurance Committees power to arrange for 
the giving of lectures and the publication of information on 
questions relating to health. Later, local authorities were 
enabled to undertake educational work of a special nature 
under the Tuberculosis Regulations of 1912, the Venereal 
Diseases Regulations of 1916, and the Maternity and 
Child Welfare Regulations of 1918, and were given much 
wider powers (at any rate outside London) by the Public 
Health Act of 1925. It is thus obvious that an enormous 
amount of effort, both voluntary and official, is capable of 
being aroused. 

To my way of thinking the most valuable kind of health 
education is that being undertaken day in day out in a 
well-conducted sanitary area where the staff js competent 
and reasonably sufficient. The visits paid and the advice 
given by intelligent and courteous sanitary inspectors, 


health visitors, and sehool nurses, combined with well- 
administered schemes of maternity and child welfare work, 
school medical inspection and treatment, anti-tuberculosis 
work, and the like, are the finest means of teaching the 
public we possess. The medical officer of health who 
neglects perfecting these services and aims rather at more 
showy special measures is building upon sand, We must 
of course, make different appeals in different types of area, 
but a striving after the sensational is likely to do more 
harm than good. No one has a greater opportunity for 
the dissemination of health knowledge amongst the public 
than the general practitioner. Were he to regard himself 
as primarily a teacher much could be accomplished, and 
there is need for the public to be educated up to this 
ideal of medical practice. I am glad to see that the 
Industrial Health Education Society, one of the most 
recent, and certainly one of the most active, of our voluntary 
societies, has induced general practitioners all over the 
country to give lectures to groups of workpeople drawn 
from the various trades. The results have been most 
successful, and the annual report tor 1927 states that 
“the rapid growth of the society bears witness to the fact that 
the workers are very interested in matters of health, and are 
desirous of knowing Fn to prevent, or at least to mitigate, the 
sicknesses and diseases incidental to their occupations. In_ fact, 
the workers are realizing that health is an inheritance, and that 
though they can spend the interest in work and play, they must 
not break into the principal.” 


Now this business of health education—for it has almost 
become a business—is sorely in need of some organization, 
or at any rate of some co-ordination. This has been felt 
by no one more than the medical officer of health, and it is 
with a view to getting some sort of order out of the chaos 
that exists that the Central Council for Health Eduction 
has been formed. This council, which is composed of 
representatives of local authorities of all sorts and of 
medical officers of health, is intended to act as a sort 
of clearing-house and co-ordinating centre for all kinds of 
health propaganda. The council knows where the best 
material for any class of work connected with health educa- 
tion may be obtained, and upon what terms. It is com- 
piling lists of approved lecturers, films, lantern slides, 
posters, pamphlets, and all the other paraphernalia of a 
health campaign. This information will be at the dis- 
posal of any medical officer of health who cares to ask for 
it, and the results will be a great saving of time and 
effort to the staffs of public health departments. Further- 
more, the council will recommend only what it has seen 
and approved. The official journal, Better Health, is pub- 
lished mouthly under the auspices of the central council, 
and already is making its influence felt throughout the 
country. The council has no intention of undertaking the 
production of propaganda material on its own account, 
and has no desire to enter into competition with existing 
societies; its aim is rather to assist these societies in their 
work and to suggest means whereby their activities may be 
made still more useful to the pyblic. It is interesting to 
note that an Agreement has been reached with the General 


Medical Council as to the publication of health articles 


in the daily press. It is now accepted that such articles 
should be submitted to the Chief Medical Officer of the 
Ministry of Health for his approval, and that approval will 
be forthcoming provided they are (a) for the public benefit, 
and (b) free from the taint of personal professional adver- 
tisement. Articles of this nature may be signed by the 
author, and may then be distributed through one of the 
press associations. 

Insufficient use has been made of broadcasting as 4 
means of health education, and I would commend to you 
for your consideration the suggestion made by the editor 
of Public Health in the May issue of that journal. It is 
pointed out that the present method of broadcasting 
once a month a health talk lasting fifteen minutes is 
quite unlikely to make an appeal to those most in need 
of such education. Our ends are likely to be better served 
by more frequent ‘‘ four-minute broadcasts ’’ on matters 
of special health interest at the particular moment. The 


‘suggestion appears to be full of promise. 


May | say in conclusion that if our efforts are to be 
successful they must be continuous. It is no good having 
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one health week a year if we do little or nothing during 
the remaining fifty-one weeks. It is the constant driving 
home of the simple truths we all know that will do most 
good in the long run. Above all we must avoid, as Sir 
Thomas Horder has so well pointed out, the creation in 
the public mind of any idea that health is an extremely 
difficult thing to secure or that there are any such things 
as the ‘‘ secrets of good health.”? ‘‘ Health is a broad 
and well-paved road; Nature is both an excellent road 
maker and an excellent road mender. Not only does it 
require very little skill, and but a modicum of good 
fortune to keep to it; the wayfaring man must be a fool 
indeed if he errs therein.” 


THE 
THERAPEUTIC VALUE OF THE HEAVY METALS 
IN PULMONARY TUBERCULOSIS. * 
BY 
L. S. T. BURRELL, M.D., F.R.C.P., 


Physician to the Royal Free Hospital and to the Brompton 
Hospital for Consumption and Diseases of the Chest. 


Tue heavy metals have a place amongst the many drugs 
that have been used in the treatment of pulmonary tuber- 
culosis. Mercury and copper were both believed to cause 
fibrosis, and to lead to the healing of tubercle, but in 
practice it was found that they were of no value. A 
few years ago copper was much advocated, especially in 
Germany and Japan, in the treatment of tuberculosis, and 
very encouraging results were: described at first. The 
intravenous injection of copper is frequently followed by 
a short febrile reaction, or even a rigor, which occasionally 
leads to improvement in the general condition of the 
patient. The same result is seen in shock produced by 
ether means, such as serum, tuberculin, protein, colloidal 
gold, reaction to sun rays, etc. Chart 1 shows reactions 
following the subcutaneous injection of anti-tuberculosis 
serum in a febrile case of pulmonary tuberculosis. 
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It will be seen that no reaction followed the injection of 
10 c.cm. of the serum, but the administration of 40 c.em. 
caused sharp reactions followed by a lowering of the tem- 
perature; later the patient had anaphylaxis and nearly 
died when 20 c.cm. had been given; after this the tem- 
perature became settled, and she rapidly improved, being 
able to leave hospital and go to a sanatorium. A shock 
reaction may, of course, start an acute spread of the tuber- 
tulosis, which rapidly proves fatal, but improvement is so 
often seen to follow the initial ‘shock that one is bound to 
doubt whether the treatment—be it gold or copper, serum 
or tuberculin—is acting by virtue of any specific action 
mn tuberculosis. May it not be that the shock stimulates 
sme defensive process in the body and thus leads to 
improvement? If this is the case it would seem immaterial 
which method is used to produce the shock, and up to a 
point I think this is so. 

The metal which is most used at present in the treat- 
ment of pulmonary tuberculosis is gold, and the best 


(Preparation is a double thiosulphate of gold and sodium 


talled ‘* sanocrysin,’? which was made by Moellgaard. 
Chart 2 shows a febrile reaction after sanocrysin. The 
temperature later settled down to normal. “In many 
tases, however, there is no apparent reaction, and yet the 
patient shows signs of improvement. While, therefore, 
some of the effects of sanocrysin (such as can be produced 


*Read in the Section of Tuberculosis at the Annual Meeti 
British Medical Association, Cardiff, 1928. 


by various other substances) are no doubt due to the shock, 
there appears to be some other factor besides this. The 
most notable change resulting from sanocrysin treatment 
is the diminution in the quantity of sputum and the dis- 
appearance of tubercle bacilli from 
the sputum; the chief indication, 
therefore, for using sanocrysin is 
when the sputum continues and 
contains tubercle bacilli. In the 
majority of cases I have chosen 
patients with chronic pulmonary 
tuberculosis where the disease is [% 

slowly progressing and tubercle — Cuarr 2. 
bacilli are constantly present in the 

sputum. This type of case is very common in every 
sanatorium, and may be regarded as that which ultimate!y 
does badly, so that some additional method of treatmeit 
is much needed. 

Another type of case in which I have found sanocrysin of 
use is when collapse has been induced in one lung by arti- 
ficial pneumothorax, and the disease begins to spread on 
the other side; in these cases it is sometimes possible to 
check this development and thus to secure the maintenance 
of the pneumothorax. In cases of acute pulmonary tuber- 
culosis I have not found sanocrysin of great value, but if 
it is combined with pneumothorax I think the patieit 
obtains the best chance. My practice is to induce collapse 
in the worst lung and to give sanocrysin in the hope of 
checking the spread of the disease in the other lung. 

When sanocrysin was first introduced in 1923 there were 
many complications and cases of metal poisoning, but now 
it is usual to give smaller doses, and a serious complication 
is very rare. It is given by intravenous injection, and 
I start with a dose of 0.1 gram. If there is no reaction 
three days later I give 0.25 gram, and then at weekly 


§ 


intervals 0.5 gram, 0.75 gram, and 1 gram; I repeat this ° 


last dose three or four times at weekly intervals. If there 
is a reaction after one dose I wait until it has completely 
subsided, and then repeat the same dose if the reaction was 
a small one, or give a smaller dose in the case of a large 
reaction. In children, small women, or delicate, thin 
patients I do not give as large a dose as 1 gram, but stop 
when 0.5 or 0.75 is reached. It is very unusual to get any 
reaction under a dose of 0.75 gram, although in exceptional 
cases I have seen a reaction even after 0.1 gram. ‘To 
avoid serious complications the injections should never be 
given at shorter intervals than one week (except after 
the initial small dose of 0.1 gram), and should not exceed 
1 gram at a time. The complications that occurred in my 
series were: 

1. Albuminuria was present in about half the cases, but 
was transient and mild; I did not have to stop the treatment 
on account of it in any case. 

2. A metallic taste in the mouth was experienced occa- 
sionally, but only two in my first series of 60 patients had 
stomatitis. 

3. Vomiting occurred directly after the injection in 
20 per cent. of the cases, but passed off quickly, causing 
no ill effect. 

4. A few patients complained of rheumatic pains in the 
joints, and I had to stop treatment in one instance owing 
to the severity of these symptoms. 

5. A slight febrile reaction directly after the injection 
occurred in one-third of the patients, but this settled down 
in a few hours. A temperature rising to 101° F. or more 
—sometimes associated with a rigor—was not uncommon, 
and occurred in 13 of my first 60 cases, but settled down 
within forty-eight hours in every instance. A long febrile 
reaction lasting a week or more was noted in only 4 cases 
in this series. 

6. An erythematous rash occurred in 11 of my first 60 
cases, and in 3 of these it was severe. In the severe cases 
the rash went on to a desquamative dermatitis, and was by 
far the most serious complication noted in any of the series. 
At the same time, all these cases with severe skin reaction 
did very well as regards their pulmonary condition. 

7. Sometimes a little sanocrysin is spilt round the vein 
and causes a swollen and painful arm. A 10 per cent. 
solution of sodium thiosulphate injected into the swelling 
will give great relief in these cases. For stomatitis or for 
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the dermatitis following the sanocrysin treatment a daily 
intravenous injection for three or four days of 5 c.cm. of 
this 10 per cent. solution will often give retief. 

In the early days of the treatment serum was given 
before sanocrysin in order to ward off —— - 
the complications. I have never found Saeguies 
this of any value, and think its use ke | 
has now been abandoned by most 


physicians. 


OF TREATMENT. 

Tt must he remembered that in all my Ei = - 
cases the patients were having rest in ++ 
bed, with pneumothorax or some other = 
form of treatment. It is not possible, 
therefore, to give statistics whieh would Ps . 
be of any value in coming to a con- SRSsis 
clusion as to the direct results of sano- oka he ie 
erysin. Moreover, the treatment has 
not been employed for a sufficient length 
of time to enable one to judge anything _—Saae = 
beyond its immediate results. It is 
possible, however, to form some idea of | woo. 
these by noting what changes take place es 
when sanocrysin is given while the rest = 
of the treatment remains unchanged. 3 
Chart 3 shows a chronic fibro-caseous 
ease with pyrexia. 

On March 7th daily injections of ether 
benzyl-cinnamique were given for a 
fortnight, and after five days’ interval 
a second course was given. It will be 
seen that the treatment had no apparent 
effect on the temperature; the condi- i 
tion of the patient and the quantity of on peer 
sputum remained unchanged. On April 
12th sanocrysin was started; the chart — . 
shows that in a few days the tempera- | > 
ture began to. settle. The sputum - 
became less, and after a reaction on 
May 15th, following 1 gram of sano- 
crysin, it dried up altogether. It is 
useless to draw conclusions from one 
case, but in this patient the improve- 
ment followed so dramatically when 
sanocrysin was given that it is at least 
suggestive. 

In 28 cases where patients 
chronic fibro-caseous tuberculosis and 
were slowly losing ground spite’ 
of hospital or sanatorium treatment 
1 added sanocrysin to the treatment, 
and in 15 of these cases tubercle bacilli 
disappeared from the sputum in six 
weeks or less. Te 

In this chronic type of pulmonary 
tuberculosis. patients have periods of 
comparative good health alternating 
with others when the disease progresses ; ; 
in other words, they have a series of. 
relapses. Sanocrysin does not seem to 
prevent these relapses, but it does seem, 
in many cases, to check a relapse and 
bring about a period of arrest. Many 
of my patients relapsed, and in some 
the relapse was controlled by a second 
course of sanocrysin. I have not seen 
any benefit in chronic fibroid afebrile 
cases, but a course of sanocrysin may cut tpl -T- 
short an acute exacerbation arising in +t 
them. 

Cases of very active bilateral disease TS 
sometimes do very well if treated by : : 
pneumothorax and sanocrysin. I had 8 
6 such cases in my first series, and 5 of them improved 
4 losing the tubercle bacilli. Im acute conditions 
crysin alone does not yield very striking results. Although 
sanocrysin is not a specific against tuberculosis, and is 
most certainly not a cure, it may be regarded as a useful 
addition to other methods of treatment, 
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DIABETES MELLITUS AND HEREDITY, 


BY 


P. J. CAMMIDGE, M.D. 


Tue possibility of heredity playing a part in the etiology 
of diabetes appears to have been originally suggested by 
Rondolet, a” physician of Montpellier in the sixteenth 
century,' but nearly two hundred years elapsed before the 
idea was definitely formulated by Johann Peter Frank, 
who has also the distinction of having differentiated 
diabetes mellitus from diabetes insipidus. Most subsequent 
writers on diabetes mellitus accepted Frank’s view, and 
many published statistics showing the proportion of their 
cases in which a family history of the disease had been 
traced: Frerichs, for example, stated that such a history 
had been met with in 9.8 per cent.; Seegen gave a higher 
figure, 14 per cent.; and Naunyn found a still higher pro- 
portion, 17 per cent.—to quote only a few. © Writing on 
this subject, Naunyn® declared that the more carefully the 
family history was inquired into the more often was 
evidence of heredity discovered; and this would seem to 
be the experience of more recent authors, for, with the 
exception of John,* who found only 9.7 per cent. of his 
cases gave a family history of the disease, they have 
generally quoted figures in the neighbourhood of 25 per 
cent., while Hoogslagt has reported as high a proportion 
as 43 per cent. Statistics and general experience alike, 
therefore, agree in indicating that diabetes mellitus, or a 
condition predisposing to its development, tends to run in 
families and is hereditary; but as modern work on genetics 
has demonstrated that purely statistical methods and 
general impressions cannot be relied upon when an attempt 
is heing made to establish the inheritability of a character, 
other evidence must be obtained before a_ reliable con- 
clusion can be reached. 

Our present exact knowledge of heredity in plants and 
animals has been gained almost exclusively by experimental 
selective breeding and analysis, but this method is obviously 
not applicable to man. The alternative usually adopted is 
to collect all the available data regarding the family 
histories of a number of individuals exhibiting — the 
character under investigation, arrange them in the form 
of pedigrees, and compare the results’ with standard cases 
resulting from experimental work. In this way it has 
been found possible to demonstrate Mendelian inheritance 
in a number of deformities and diseases affecting man, 
such brachydactyly, tylosis, night-blindness, haemo- 
philia, etc. Most of these conditions are rare and present 
striking features by which they can be readily recognized, 
so that the collection of the necessary information is not 
difficult once a family suffering from the abnormality has 
been encountered: but with diabetes it is not so easy, for, 
in spite of the disease being comparatively common, it 
is unusual jto meet with patients who are sufficiently 
acquainted with the intimate history of their family to 
make it possible to construct even a tolerably accurate 
pedigree of its incidence among their immediate relatives, 
and still less among distant connexions. On going througli 
my records 1 find that 224 out of a consecutive series of 
800 cases (28 per cent.) gave an ancestral or family history 
of diabetes. In the majority the known facts are too 
incomplete for any reliable deductions to be drawn, but 
some patients have given pedigrees resembling so closely 
in essential particulars those obtained in experimental 
breeding that it seems worth while taking representative 
examples and considering how far they support the view 
that diabetes mellitus, or a condition predisposing to its 
development, is transmitted as a Mendelian character. 

Before doing so it will be helpful if I describe briefly 
the results of some of the breeding experiments with 
animals Mr. Howard and I commenced several years ago 
with the object of throwing fresh light on the still obscure 
etiology of diabetes. Working with mice® we found that 


if those having a naturally high fasting blood sugar 
(116-120 mg. per cent.) were mated together they always 
produced offspring with similar high blood sugars, but that 
when mice with high blood sugars were crossed with others 
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having normal blood sugars (about 85 mg. per cent.) all 
the progeny possessed normal blood sugars. These findings 
indicate that a high blood sugar is recessive to a normal 
blood sugar in the Mendelian sense. Confirmatory evidence 
was obtained by mating the progeny of these crossings 
with each other. It was then found that if the mice with 
high blood sugars were mated with the seeming normal 
mice they did not produce all normal animals, as might 
have been expected from the previous experiment, but 
equal numbers of normal and high blood sugar animals 
(Fig. 1, A), while when the animals with normal blood 
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Fic. 1.—Experimental breeding of mice. H=High blood sugar. 
N=Normal blood sugar. [N] =Heterozygous normal (hybrid carrier). 


sugars were crossed with each other the offspring proved 
to have high and normal blood sugars in the proportion of 
one to three (Fig. 1, B). Both these results are in agree- 
ment with Mendelian expectation in the particular circum- 
stances of the experiments, and demonstrated that the 
mice with normal blood sugars resulting from the mating 
of the original mice having high blood sugars with normal 
mice were what is known as heterozygous normals or 
hybrid carriers. Animals of this description, although 
apparently normal, transmit the abnormality to their off- 
spring, with consequences which vary according to the way 
they mate, as the experiments quoted show. 

A third variation, which from a practical point of view 
is of extreme importance, must also be considered. It was 
found that if our hybrid carriers were mated with normal 
tnimais from another stock, all the progeny had normal 
blood sugars; these again, when crossed with normal 
partners, only produced normal offspring, and so on for 
several generations; when, however, two related animals 
resulting from such crossings were mated with each other, 
or with mice from another stock having a similar ancestral 
blood sugar history, mice with high blood sugars appeared 
among their progeny in the proportion of one to three 
(Fig. 1, C). By further selective breeding it was then 
proved that two out of the three apparent normals were in 
reality hybrid carriers, and that only one was actually 
normal and incapable of transmitting the abnormality to 
its descendants. It is consequently certain that in mice— 
and subsequent experiments have indicated in other animals 
ilso—a natural high fasting blood sugar is recessive to 
anormal blood sugar in the same way as albinism: is 
recessive to colour. In addition to the fact that this is the 
frst experimental proof of the transmission of a chemical 
normality in accordance with Mendel’s theory, these 
tesulis are of interest as demonstrating how such an abnor- 
mality can lie dormant in apparently normal animals, 
maybe for many generations, to appear again in their 
descendants under appropriate conditions of mating, 
Since the abnormality of carbohydrate metabolism giving 
tse to a high fasting blood sugar in animals is undoubtedly 
arecessive character, it is not unlikely that similar defects 
MN the chemistry of the body in human beings may be 
tansmitted in the same way, and that some forms at least 
f hyperglycaemia and glycosuria, or the conditions pre- 
tisposing to their development, may consequently run in 
families like a high fasting blood sugar in mice. The rela- 
tionships in a pedigree indicating that such is the case are 
briefly as follows. 

1. If both parents are affected all the offspring will be 
imilarly affected. 


2. If one parent is affected and the other is not, all the 
ofispring will appear to be normal, but all will be hybrid 
carriers (heterozygous normals) and transmit the disability to 
their descendants. 


3. If one parent is affected and the other is a hybrid carrier, — 


half the children, on the average, will be affected and half will 
2 
be hybrid carriers. 

4. When two hybrid carriers mate, one-quarter of the off- 
spring, on the average, will be affected and three-quarters will 
be apparent normals, although two out of the three will be 
hybrid carriers and only the third will be actually normal. 

5. Since a hybrid carrier is merely a bearer of the affection 
and does not suffer from it, an affected individual need not 
have an affected parent, or even an affected grandparent. or 
great-grandparent, although evidence of the presence of the 
affection in the family can usually be found among collaterals. 

Owing to the single births, limited families, and mono- 
gamous habits of the human species, clear-cut evidence of 
heredity comparable in every respect with that furnished by 
the experimental breeding of animals cannot be expected, 
but careful investigation should reveal hereditary relation- 
ships in human pedigrees corresponding sufficiently closely 
in essential particulars to the experimental findings to make 
it evident that they are governed by the same principles if 
diabetes, or some forms of it, are transmitted as a recessive 
character. 

Clinical methods for estimating the sugar content of the 
blood are of such recent origin that it is rarely possible 
to trace back hyperglycaemia for more than a generation, 
so that reliance has to be placed upon the occurrence o 
glycosuria and the symptoms of diabetes in working out 
human pedigrees. On comparing such pedigrees with our 

mouse results it is evident that there is a close corre- 
spondence in many in- 
stances, although, as we ao} 
shall see later, not in all. € x 

Take, for example, the case | 
of a woman suffering from  f | T T T 
diabetes who stated that two 

x 
of her brothers were similarly ? 
affected, but another brother 
and iwo sisters had been re- 
peatedly examined for sugar 
with negative results (Fig. 2). 
In this family the affected  arrecrea maces , PATIENT 
and unaffected were equal in males Q 
number, a condition arising in Fic. 2.* 
mice, as we have seen, when . 
an affected individual mates 
with a hybrid carrier (Fig. 1, A). Further inquiry revealed .that 
the woman’s father was a diabetic, and, although her mother 
was normal, her mother’s sister suffered from the disease, conse- 
quently the mother was almost certainly a hybrid carrier. 

That the disease, or a condition predisposing to it, 
behaved as a recessive character in this instance is also 
indicated from the fact that all the three children resulting 
from the marriage of the patient with a normal husband 
were found to be normal. Similar family histories are not 
very uncommon among diabetics, although it is unusual 
for the figures to correspond so exactly to Mendelian 
expectation. 

The experimenta! breeding of mice with high blood sugars 
showed that, when two hybrid carriers were mated, affected 
and unaffected offspring appeared, on the average, in 
the proportion of one to three 


(Fig. 1, B). Qx@ 


This proportion was found in a | 


family of which another patient 
? 


(Fig. 3) was a member, his sister e 
and two brothers all being normal. 
The patient’s father, who was an 
only son, was apparently normal, [ T a 
as was also his paternal grand- cor 
mother, but his paternal grand- 9 
father was a diabetic, consequently 
his father was probably a hybrid 
carrier. On the maternal side the 
mother herself, the pentneine:, Fic. 3. 

the grandfather were a , 
Seana prerce § yet, as a sister of the mother had died of 
diabetes, there seems little doubt that the mother, as well as the 
father, of the patient was a hybrid carrier. 


AFFECTED MALES @ FEMALES, PATIENT 
UNATFECTED MALES FEMALES Q. 


In both the preceding examples it was not necessary to go 
far back in the family history of the patient to discover 


* The explanation of the signs used in this figure applies also to the 
later figures 
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evidence of the transmission of the disease as a Mendelian 
recessive character. An interesting pedigree showing how 
in human beings, as well as in animals, the affection may 
lie hidden for several generations in hybrid carriers 
(Fig. 1, C) was given to me by a biologist interested in 
genetics who brought his only chifd, a daughter, suffering 
from diabetes (Fig. 4). The father was free from sugar 
himself, and no_ case of 
diabetes or glycosuria had 
been known among his direct 
ancestors for at least two 
generations previously, but, 
x as his father’s brother and 
| his grandfather’s brother had 
both died of diabetes, it 

| ? seemed certain that he, his 
ry father, and his grandfather 
Fic. 4. were all hybrid carriers. The 
? mother of the patient was 
free from sugar, but she had a sister undergoing treatment 
for diabetes, consequently it may be inferred that the 
mother was likewise a hybrid carrier. Since there were no 
other children of the marriage, it is not certain that 
the Mendelian expectation of one affected to three 
apparent normals would have been fulfilled, but it is 
probable that it would, as both parents were apparently 
hybrid carriers. 

The following is one of the most remarkable cases I have 
met with, from the point of view of heredity. 


¢ ox 9 


The patient was 2 girl of 6, who died of diabetic coma after 
an illness lasting altogether under three weeks (Fig. 5). Two older 
sisters had died of the same 
disease, one when she was a 
year old and the other at the age 
g of 18 months. The only sur 
viving member of the family was 
a boy of 10, who had never 
shown any signs of diabetes and 
whose urine was found to be free 
from sugar, although it was said 
he passed traces of reducing 
material in his urine at intervals 
when suffering from ‘“ bilious 
attacks,’’ to which he was liable. 
The urine of the father was 
found to be sugar-free, but, like 
his son, he was subject to 
“‘bilious attacks,’ and, as one 
of his brothers was stated to 
have diced jaundiced, there -was 
apparently a tendency to hepatic 
disturbances in the family, 
although no history of diabetes or 
glycosuria could be discovered. The patient’s mother, a woman 
aged 40, was known to have been passing sugar for about twenty 
years. One of her sisters had died of diabetes mellitus and two 
' of diabetes insipidus, one at the age of 16 and the other at 20. 
A brother appeared to be normal, and had two normal children 
by a normal wife. The maternal grandmother of the patient, 
who was alive at the age of 70, had suffered from glycosuria 
for over twenty years, but her husband was said to be normal. 
In the preceding generation there was no known history of 
glycosuria, and the great-great-grandmother of the patient was 
also said to have been normal, although her sister had died of 
diabetes. It would therefore seem that the disease was trans- 
mitted for at least two generations by hybrid carriers and then 
became manifest in the grandmother, probably owing to her 
mother having married a hybrid carrier like herself. Two of 
her daughters, including the mother of the patient, developed 
the disease, most likely as a consequence of her union with a 
hybrid carricr, and both showed it at an earlier age than their 
mcther. In the next generation a rapidly fatal form of diabetes 
developed at a very early age in three out of four of the children, 
mst probably as the result of the mating of a diabetic with 
a hybrid carrier. 


The weak point of this pedigree, as of so many others, 
is that the known history relates almost entirely to-one side 
of the family and the other can only be inferred, but if the 
assumptions which have been made are admitted it would 
seem to be a fairly typical example of the transmission of 
diabetes mellitus as a recessive character. The earlier age 
of onset and increased severity of the disease with each 
succeeding generation is noteworthy, although the apparent 
tendency to hepatic disturbances on the father’s side was 
possibly a contributory factor in the production of the final 
tragic results. 

If the whole available pedigree of the case we have heen 
considering is taken into account ‘it suggests that the 


diabetic tendency was transmitted as a Mendelian reces- 
sive character, but if only the last three generations are 
considered it might well be that it behaved as a dominant, 
for with a dominant character (1) all the affected indi- 
viduals have an affected parent; (2) in families where 
both affected and unaffected occur their numbers are, on 
the average, equal; (3) none of the unaffected, although 
springing from affected parents, have affected descendants. 
Apparent dominance of this description is not uncommonly 
encountered in work on humagq heredity, and may be a 
source of error if the pedigree is short; there are, 
however, many cases in which the 
true Mendelian dominant are so plainly present that 
there can be no doubt some forms of glycosuria are 
transmitted in this way. 


Take, for example, two boys, one aged 6 and the other 7, who 
were brought to me suffering from glycosuria (Fig. 6). Their 
mother was normal, but their 
father had been passing sugar 
from the age of 27, and his 
brother from the age of 30. 
The mother of these two 
brothers, who was still alive 


xe 
developed glycosuria when she 
was about Now this woman { ] 


had been married twice, on 
both occasions to apparently 
healthy husbands, and from 
one of these unions the family referred to had originated; by the 
other husband she had one son and two daughters, all of whom 
had developed glycosuria about the age of 30. 


Since it is unlikely that both husbands were hybrid 
carriers, and as, moreover, all the descendants of both 
marriages suffered from glycosuria, it is evident the disease 
must have been transmitted as a dominant character in 
this instance. 

I will quote another example of the same type of 
transmission. 


A girl, aged 14, was brought to me suffering from nocturnal 
enuresis, and was found to be passing sugar in her urine (Fig. 7). 
Glycosuria had been discovered in her mother 


Fic. 6. 


and a maternal aunt at the ages of 45 and 40 
respectively, and her mother’s brother was - 
also said to be diabetic, The mother and *9- ¢ 


the aunt had both married apparently normal 

husbands, but both had diabetic children— f | 7 
the patient in the one instance and a girl of o 

18 in the other. The maternal grandmother e “9 ox @ 
of these girls was alive and well at the age | | 
of 80, and when her urine was examined it 

was found to be free from sugar; her “ @ 
husband, however, had died of diabetes at the hi * 


age of 72. 


Other examples could be cited, but space forbids, and 
sufficient has been said to show that defects of carbo- 
hydrate metabolism giving rise to glycosuria may be 
transmitted either as a recessive character, like hyper- 
glycaemia in mice, or as a dominant character, like 
brachydactylia or night-blindness in human beings. In my 
experience the former type occurs most commonly before 
the age of 40, while the latter is more frequently met with 
in elderly people; but as there is a tendency for both to 
develop earlier .in successive generations, the age of the 
patient alone cannot be relied upon as an_ indication of 
the way the defect has been inherited. ‘The dominant 
variety is almost invariably mild, and may persist for many 
years, even in young people, without causing serious sym- 
ptoms or materially affecting the general health. The 
recessive form, on the other hand, is generally grave from 


the onset, is more difficult to control by diet, and is. 


inclined to progress, corresponding, in fact, to the “ true 
diabetes’? of Naunyn* and others. The recessive type 
tends to be self-exterminative, whereas the dominant 
variety, owing to its generally later appearance and com- 

arative milduess, interferes little, if at all, with repro- 

uction and length of life. Dominance is consequently the 
prevailing form of inheritance found when a series of cases 
of glycosuria of all descriptions is examined, and, as direct 
transmission from parent to child is more obvious than 
inheritance through hybrid carriers, it bulks even more 
prominently in the results of researches on heredity carried 
out on purely statistical lines. This, no doubt, is the 
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explanation of the common belief that heredity is a favour- 
able sign in diabetes, which, although true of the more 
common and obvious dominant variety, is not correct when 
the condition is inherited as a recessive character. 

At present it is not clear whether the inherited factor is 
itself the determining cause of diabetes, or whether it 
merely predisposes to the development of the disease by 
subsequent illness or injury. The occurrence of severe 
cases Without demonstrable cause in carly youth and 
infancy is in favour of the former hypothesis, but the un- 
doubted connexion of diabetes with infections and other 
recognized causes in some instances indicates that, in later 
life at least, an exciting agent is often necessary. It is 
possible that the diabetes of young people may arise from 
inherited defects of the recessive type, which prevent the 
development of the organism in a_ particular direction 
keeping pace with the increasing demands of the growing 
body, and, as the inherited factor probably differs in 
intensity, so the period of life at which the symptoms of 
diabetes appear also varies. In this way we can account for 
the severe form met with in infants, the tendency for the 
disease to develop about the age of puberty, when, as was 
pointed out by Priscilla White,’ it is frequently related to 
excessive height, and the influence of infections, toxaemias, 
injury, pregnancy, etc., when growth has ceased. The mild 
and relatively innocuous form transmitted as a dominant 
character is an entirely different condition, and, as it is 
comparatively rarely met with before an age when the 
vigour of the body is naturally beginning to decline, it 
would seem to depend upon the development of an inherited 
tendency to abnormally early failure of some function con- 
cerned in carbohydrate metabolism, accelerated, as a rule, 
by acquired faults of assimilation and nutrition. The 
notoriously benign type of diabetes so common in certain 
races, particularly Hindus, Japanese, and Jews, is very 
likely of this variety, and probably depends upon an 
inherited dominant strain developed by a lifelong adherence 
to an improperly balanced diet. 

Although there can be no doubt that heredity plays a 
part in the production of the defects of carbohydrate meta- 
bolism, giving rise to glycosuria and diabetes in many 
instances, there is not as yet sufficient evidence to justify 
the conclusion that an inherited factor is a necessary basis 
for their development in all cases. Should further research 
prove that such a basis exists, it would do much to simplify 
our ideas of the etiology of diabetic conditions by pro- 
viding a common bond between the various forms, the 
differences in symptomatology, severity, and age incidence 
which occur being then accounted for by the character of 
the inherited factor and the nature of the exciting cause. 
Prognosis, too, would be more certain, for it would be 
largely determined by evidence pointing to the hereditary 
tendency being of the dominant or recessive type, while the 
fact that the glycosuria associated with the former is mild 
and easily controlled, whereas the recessive form is generally 
progressive and more severe, would be of assistance in 
formulating an appropriate line of treatment. Even in 
the present state of our knowledge inquiry into the family 
history of a patient suffering from glycosuria will often 
supply information which is useful in treatment, and, by 
the reassuring prognosis it may suggest, go far to dispel 
the fear of ‘‘ diabetes ” the discovery of sugar in the urine 
arouses in so many people, 

The main value of the evidence regarding the occurrence 
of an hereditary factor in defects of carbohydrate meta- 
bolism is, however, its bearing on the question of marriage. 
The marriage of diabetics is clearly inadvisable, and inter- 
harriage between families where there is even a remote 
history of the disease is to be discouraged; but as our 
advice on such matters, although often asked, is rarely 
taken, the children and grandchildren, even to the third 
and fourth generation, should be watched and guarded as 
far as possible from exciting causes likely to develop a 
latent and inherited defect. 
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INJURIES OF THE EAR ARISING FROM 
FRACTURES OF THE SKULL.* 
BY 
EDWARD D. D. DAVIS, F.R.C.S., 


Surgeon, Nose, Throat, -“ Ear Depariment, Charing Cross 
ecplial, 


In view of the increasing frequency of motor and street 
accidents, a discussion on fractures of the base of the 
skull from the aurist’s point of view should be useful. 

Patients suffering from this injury are usually sent for 
an aural examination some weeks after the accident, when 
deafness exists, or when the question of compensation 
arises. Inspection of the ears immediately after the 
accident would be more valuable and would enable the 
aurist to give a more accurate estimation of the damage. 
The additional information so obtained might be helpful 
in the treatment:and prognosis. 

The majority of the fractures of the base of the skull 
involve the ‘middle fossa, and this proportion is to be 
expected when the base of the skull is viewed from below 
and it is seen that a line of weakness extends through 
both Glaserian fissures and the Eustachian tubes to the 
foramina lacera media, with the sphenoidal sinus as a 
connecting link. The two halves of the skull are more 
or less cemented together by the union of the basi- 
occipital and basi-sphenoid, and the fracture of the middle 
fossa usually follows this weak line wholly or in part. 
The thin roof of the canal of the tensor tympani and 
Eustachian tube, and that of the tympanum and mastoid 
antrum, lie in this line and are almost invariably involved 
in this fracture. The extent of the injury varies con- 
siderably with the violence and site of application of the 
blow received. Comminution of the thin bone of the 
tegmen sometimes happens, and spicules of bone are sub- 
sequently found in the auditory meatus. It is the middle 
ear which is practically always damaged in patients who 
survive, and the capsule of the internal ear or labyrinth 
is rarely fractured. Only a few fatal cases of great 
violence show. fractures of the internal ear, and J. S. 
Fraser,' in 1916, recorded, with microscopical sections, four 
instances in which the fractures involved the labyrinth 
capsule in two and the middle ear only in the remaining 
two. The two middle-ear cases survived for a variable 
period and then died of meningitis, but the labyrinth cases 
were quickly fatal. 

The external auditory meatus is often involved in the 
fracture when the line is through the Glaserian fissure, 
and the fracture appears to split the meatus longitudinally, 
dividing it into an upper and a lower half, or, more 
commonly, a crack in the roof of the meatus is caused. 
In exceptional cases, where great force has occurred, the 
fracture has extended across the upper or anterior surface 
of the petrous bone into the internal auditory meatus, 
A smashing blow on the mastoid process has been known to 
fracture off the mastoid from the wedge of the petrous 
bone with injury to the lateral sinus. Fractures of the 
posterior fossa commence in the thin bone of the cere- 
bellar fossa, and radiate into the lateral sinus groove of 
the same side; they then pass, either along the groove 
for the .inferior petrosal sinus, or across the petrous 
pyramid near the inner edge of the lateral sinus, through 
the cancellous bone surrounding the mastoid antrum and 
semicircular canals, and behind and external to the 
internal auditory meatus. The various lines of fractures 
of the base of the skuli can be seen in the museums of 
the Royal College of Surgeons and the medical schools ; 
the tendency is. for the fractures to take those lines 
indicated previously. 

A moderate blow on the temporal fossa may produce a 
radiating fracture which cracks the roof of the middle 
ear, and blood effuses into the tympanum without rupture 
of the drum. No blood escapes into the auditory meatus, 
but the typical bluish drum can be seen on examination. 
Four such cases have been observed, and the only indica- 
tion was deafness. This lesion would not have been 
detected without an aural examination, and, moreover, 


*Read in the Section of Laryngology and Otology at the Annual 
Meeting of the British Medical Association, Cardiff. 928. 
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in such a case blood can occasionally be seen in the orifice 
of the Eustachian tube if the nasopharynx is examined 
with a mirror. These patients completely recovered their 
hearing in three weeks, when the blood in the middle 
ear had disappeared and the drum was normal. More 
commonly the upper half of the drum is ruptured and 
blood freely escapes into the auditory meatus and down 
the Eustachian tube to the nose and pharynx. If it is 
accompanied by the leaking of cerebro-spinal fluid; the 
fracture is a severe and dangerous one, opening up the 
subarachnoid space, and all such cases in my experience 
have been fatal. It is also significant that in the few 
recorded cases where the internal ear has been frac- 
tured the escape of cerebro-spinal fluid has been present. 
A detailed and thorough investigation of the injuries to 
the middle and internal ear arising from fractures of the 
skull has been made by J. S. Fraser, and he gave at the 
Otological Section of the Royal Society of Medicine in 
1916 a full description of the lesions found in a series of 
cases. 

When haemorrhage from the ear is profuse and pro- 
longed it is an indication that the middle meningeal artery 
or lateral sinus has been ruptured and urgent operative 
treatment is called for. The auditory meatus is some- 
times a vent for this extradural haemorrhage, and should 
never be firmly plugged. Fortunately the lateral sinus is 
not often ruptured, and the pressure of the brain and 
the increased intracranial tension are sufficient to arrest 
venous bleeding. Haemorrhage from both ears is always 
an unfavourable sign, and the mortality is 66 per cent.*; 
whereas in cases of haemorrhage from one ear the mortality 
is 39 per cent. The average mortality of all cases of 
fracture of the base of the skull is about 40 per cent. 

In those cases where a middle-car suppuration has 
existed before the injury, the probability of a meningeal 
infection is very great and the prognosis is correspondingly 
unfavourable. In some cases the injury to the ear is 
followed by a local suppuration which materially adds to 
the damage, and spicules of bone from a comminuted frac- 
ture of the roof of the middle ear and meatus may be 
found. Mastoid suppuration has also been known to follow 
a fracture, and such a complication is liable to lead to a 
meningeal infection.* Fraser reports a case of otitis media 
and meningitis which followed twelve months after the 
fracture of the skull. The injury undoubtedly facilitated 
the spread of the infection to the meninges. Some of these 
cases of local suppuration.when seen late cannot be dis- 
tinguished from the ordinary chronic middle-ear suppura- 
tion occurring without injury, hence the necessity for 
examining these patients as soon after the accident as 
convenient. The history of the absence of deafness and 
ear disease previous to the injury must be verified when 
the question of compensation arises. 

A peripheral paralysis of the facial nerve has been 
recorded in about 46 per cent. of fractures of the middle 
fossa of the skull. It arises in the more severe type of 
injury, and in a few cases the eighth nerve is involved as 
well; but in the small number of cases of facial paralysis 
seen by me the eighth nerve escaped injury. The facial 
nerve is involved by the fracture as it passes through the 
facial canal, particularly near the geniculate ganglion. 
The onset of the paralysis is almost immediate, but if 
it is delayed this is probably due to haemorrhage into 
the facial canal, when recovery of the paralysis is more 
rapid. All the patients seen with paralysis recovered even 
after long intervals. 

The degree of deafness arising from fractures of the skull 
shows considerable variation. In a number of cases no 
deafness was reported, and twenty-five cases seen by me 
on account of deafness were all of the middle-ear type. 
The four patients in whom effusion of blood into the middle 
ear was the only detected lesion all showed marked middle- 
ear deafness when first seen; they completely recovered 
their hearing with the disappearance of the blood at the 
end of three weeks, and it was then impossible to detect 
any lesion. Another case seen twelve months after a 


severe fracture of the skull, in which the sixth, seventh, 
and part of the third cranial nerves were paralysed, 
revealed only a slight degree of middle-ear deafness. The 
patients in whom fracture was followed by local suppura- 


tion and inflammation suffered most loss of hearing; the 
deafness also became permanent. Any improvement in 
hearing usually occurs within about eight weeks from the 
date of the injury, and any deafness remaining after that 
period is permanent. I have not seen a case of genuine 
internal-ear deafness arising from concussion alone or from 
a head injury with such signs of fracture described pre. 
viously. It is probable that the subjects of injury to the 
internal ear all die. 

The treatment of these injuries to the ear is not always 
one of masterly inactivity, and a careful watch should he 
maintained for the onset of suppuration. Absolute rest 
in bed for a long period is essential, and the less that is 
done to the ear the better. The head is raised and a 
number of pillows are allowed. The auditory meatus is 
gently cleaned with spirit; a piece of sterile wool is lightly 
placed in the orifice and changed frequently. If there is 
any discharge of cerebro-spinal fluid the skin should be dried 
and smeared with an antiseptic ointment such as the dilute 
yellow oxide of mercury. Packing of the meatus with 
gauze, and, of course, syringing and drops, are to be 
firmly deprecated. If suppuration arises the whole aspect 
of the case is changed and vigorous methods should be 
adopted to establish free drainage. The drum should be 
incised if necessary, and there should be no hesitation in 
performing a simple mastoid operation at the slightest 
indication. The mastoid operation must be conducted 
gently, preferably by a motor burr or drill to avoid the 
jarring of the mallet and chisel. 

The early recognition and treatment of suppuration is 
essential to the prevention of the dangerous meningeal or 
intracranial infection. 
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UNCOMMON ILL EFFECTS OF SALVARSAN 
TREATMENT* 


BY 


W. J. O'DONOVAN, M.D., 
Physician to the Skin Department, London Hospital. 


Faratirtes from salvarsan therapy do not stand in the 
front of the minds of the present generation of venereal 
specialists as they did amongst those who first used this 
drug with trepidation, and hope, in 1911. For when the 
arsenobenzols were originally introduced their use became 
associated with a formidable list of ill effects. 

Experience has not demonstrated any certain method by 
which the type of patient unsuitable for salvarsan therapy 
can be picked out and treated in other ways;' neither old 
age, aneurysm, phthisis, chronic Bright’s disease, high 
blood pressure, nor severe valvular disease of the heart 
ean, in themselves, be considered as contraindications to 
its use. Ill effects may follow the administration of small 


_ doses?; they may occur at the beginning, at the middle, or 


at the completion of a full course of salvarsan treatment. 
No brand of manufacture seems to be exempt, though at 
times a run of toxic effects from the use of any one make 
compels the physician for expediency to omit this tem 
porarily from his armamentarium. It would be wrong t 
say that these remedies are safe remedies, though I would 
be the last to express anything but gratitude for their 
invention and the highest appreciation of the way in which 
this country has been saved from an epidemic of syphilis 
by the energetic establishment of venereal clinics after the 
war by the Ministry of Health. The rarity of congenital 


syphilis must be most gratifying to the officials of the 


Ministry of Health, when they reflect upon this matter. 
Dr. E. T. Burke has recently published a treatment of 
venereal disease (1927), in which four anda half pages are 
given on untoward effects of salvarsan therapy. The ill 
effects there referred to are: _ nisl 
see iveri iti spnoea, Ipitation, fainting, 


r read in the Section of Dermatol at the Annual Mecting 
Ppritish Medical Association, Cardiff, 1938. 
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UNCOMMON ILL EFFECTS OF SALVARSAN TREATMENT. 


and vomiting, a feeling of fullness in the throat, a huskiness in 
the voice; the face may become flushed and the conjunctivae 
injected. At times there are severe cramps in the limbs and 
abdomen, diarrhoea and cardiac distress, and in many of such 
cases there is undoubtedly a psychological factor at work.” 

After these immediate reactions Dr. Burke records an 
intermediate type of general or local urticaria or an 
oedema of the face and hands. Haemorrhagic encephalitis 
is included in this group, which may be rapidly fatal. He 
states that it seems to occur most frequently among 
alcoholics. I have seen but one case, and it occurred in 
an abstemious primipara. 

Under the title ‘ delayed reactions he refers to 
“exfoliative dermatitis most prone to occur in neurotic 
patients.” Jaundice is the other and_last-mentioned 
untoward effect. This record might, 1 think, be fairly 
considered as a minimizing report when contrasted with 
the following two accounts. The list collated and pub- 
lished by the Salvarsan Committee of the Medical Research 
Council’ in 1822 recorded cases of urticaria, discrete 
erythema, papular erythema, exfoliative dermatitis, 
pemphigoid eruption, Raynaud’s syndrome with gangrene, 
and purpura as toxic effects following the employment 
of arsenobenzol preparations. Mouradian* published an 
appalling list of ‘* accidents.’”? These included cases of 
intestinal paralysis, serious uterine haemorrhage, choleri- 
form diarrhoea, cephalalgia with migraine, epileptiform 
convulsions with sensorimotor troubles, febrile icterus, 
epistaxis, and haematuria followed by anuria. 

The cases recorded below are outside this list and are 
ef interest because of their gravity and apparent rarity. 
1 feel certain that many cases are lost sight of through 
the dissociation of clinics from general -hospitals or 
hecause such ill effects are delayed and the practitioner in 
attendance is not in touch with the salvarsan administrator. 


Case 1.—Post-salearsan Melanodermia. 

A dark, well-built man of 50owas infected with syphilis when 17, 
and was treated then with caustic to the sore and six months’ 
medicine. In 1923 his Wassermann reaction was positive, and 
he received eleven doses of neosalvarsan between the end of 
December, 1923, and the middle of January, 1924, from a com- 
etent private doctor. After the eleventh injection his skin 
ecame so uncomfortable that he changed his doctor. He was 
sent into the London Hospital on July Ist, 1924, with general 
erythrodermia and free generalized exfoliation. A _ differential 
blood count showed: stained blood leucocytes 14,300 per c.mm., 
polynuclear ao 80.5 per cent., polynuclear eosinophils 2 per 
cent., small lymphocytes 5 per cent., large lymphocytes 5 per 
eent., large hyaline cells 8.5 per cent. 

By September 18th the exfoliation and redness had disappeared : 
the patient’s skin was smooth but deeply pigmented, as dark as 
an Indian’s, most uniform in the large flexures, but elsewhere 
on the trunk and limbs were numerous small circular areas of 
sharply defined white skin.° A photograph of this startling con- 
dition was published in the British Journal of Dermatology, 1925 
(p. 87). 

This condition has been vaguely recorded by two French 
writers, Goulay* and Bouteillier; Goulay says that arseno- 
benzol erythredermia leaves some kind of melanodermia, 
and Bouteillier contrasts the great frequency of exfoliative 
erythrodermia with the rarity of melanodermia and 
keratodermia. (See Case 11.) 


Case 11.—Post-salrarsan Maculo-melunodormia with Follicular 
Huperkcratosis, 

An unmarried French-polisher, aged 26, came to the London 
Hospital in June, 1927, with a primary syphilitic sore of six 
weeks’ duration,. together with inguinal adenitis and a faint 
macular eruption on the thorax. The Wassermann reaction was 
ositive, He was treated with seven weekly injections of néo- 
harsivan, one ,of 0.6 and six of 0.9 gram. Two weeks after the 
last injection both legs were red and swollen. He stayed at home 
until! December 19th, giving a history that he had become red, 
had skinned all over, and had lost a good deal of his hair, 
There was now a startling dappled appearance of the skin of 
his trunk, neck, and upper limbs, due to a macular, non-infiltratéd 
deposit. of brownish-black smali ovals of pigment. There was no 
generalized adenitis, no relapse of the primary sore, but over 
the trunk, thighs, and arms, both in front and behind, was a 
most profuse development of projecting small uncoloured horny 
spines protruding from uninflamed pilo-sebaceous orifices. He was 
admitted to the London Hospital on January 2nd, 1928; since 
then a very few spines have become reddened, many have 
developed blackened tips and can be expressed like hardened 
comedones; in addition, he has developed a moist eczematous 
plaque on his right wrist, ‘and a small, infiltrated, pink, slightly 
itching eruption of the right anterior axillary fold. 

There are now no condylomata, no buccal lesions, or pigmenta- 
tion. The patient feels thoroughly well and has a_ negative 
Wassermann reaction. There is no arsenic in the urine and no 
albumin; the total and differential blood counts show no 
abnormality. 


sulphate. He showed a general- 


daily from 98° to 104° F. in a 


1 showed this case at the Royal Society of Medicine’ on 
January 19th, 1928, and an excellent photograph will be 


found in the London Hospital Gazette of March, 1928. 


Case 111.—Multiple Subcutaneous Abscesses Associated with 
Arsenical Exfoliative Dermatitis. 

A woman, — 32, attended my clinic at the London Hospital 
in February, 1927, with a primary sore and several secondary 
skin lesions. The Wassermann reaction was positive. She was 

iven an intravenous injection of 0.6 gram of ne2salvarsan_ on 

‘ebruary 27th, and this was repeated on Marc’ 6th, 13ih, and 27th. 

On April 4th the patient developed an irritating generalized 
morbilliform rash, and was given sodium thiosulphate inira- 
venously. She was admitted into hospital. The whole skin 
gradually became uniformly more thickened, moist, and weeping 
in the flexures, cracked and scaling elsewhere. There was an 
abnormal enlargement of glands. There was profuse diarrhoea 
with occasional blood in the stools, the temperature ranging 
between 99° and 102° F. The output of urine at times fell below 
20 oz. per diem and showed albumin. The patient lay supine 
in bed in a typhoid state. ’ 

During this time a great number of subcutaneous abscesses 
developed, resembling the ‘‘ cold abscesses ’’ cf tuberculous infec- 
tions in that there was an absence of any surrounding inflam- 
matory reaction. Over forty of these abscesses were opened, one 
to two eggcupfuls of thick blood-stained pus being evacuated from 
each. Cultures from this pus showed the presence of Staphy/o- 
coccus aurcus. This phase extended over three weeks. 

Towards the end of May the patient’s condition began steadily 
to improve, the thickening of the skin diminished, the fissuring 
and exfoliation abated, and no new abscesses were formed. There 
was no shedding of hair or nails. On June i2th she was able 
to walk unaided; there was only slight scaling of the limbs and 
round the orbits, and the patient’s general condition was sufli- 
ciently good to allow of her diseharge from the ward, she having 
rapidly and steadily gained weight. Her appetite remained good 
throughout the illness, in spite of the fact that on more than one 
occasion recovery seemed a remote possibility.® 


Case 1v.—Cutancous and Subcutancous Necroses, Perforation of the 
Nasal Septum with Arscnical Exfoliative. Dermatitis. 

A man, aged 42, a caretaker, had a primary penile sore and 

generalized rash in 1908, and was treated, when in the navy, 


Fic. 1.—Case 1v. Salvarsan necrosis of skin and bone. 


with thirteen mercurial injections. His Wassermann reaction was 
negative in 1920. 

n August 16th, 1927, he atiended the syphilis clinic of the 
London Hospital with a well-defined ulcer on the right leg. Thx 
Wassermann reaction was weakly 
positive. He had four injections 
of neokharsivan, 0.9 gram, at 
weekly intervals. Six days after 
the last injection the eyes became 
puffy, and he developed a uni- 
versal lividity of the skin. He 
was admitted into the ward on 
October 3rd, and treated at once 
with intravenous sodium thio- 


ized erythema, puffy face, swollen 
limbs, and temperature rising 


fortnight. There was no enlarge- 
ment of the spleen; no brady- 
cardia. The urine showed a trace 
of albumin; no sugar; deposit— 
few leucocytes, epithelial cells, and 
amorphous urates. No tubercle 
bacilli were found. Culture 
showed the presence of B. proteus. 
13ih showed: stained blood leuco- necrosis of bone of heel. 
evtes 30,000 per c.mm., polynuclear 
neutrophils 48 per_cent., polynuclear eosinophils 41.5 per cent., 
smali lymphocytes 7 per cent., large lymphocytes 1 per cent., large 
hvaline cells 2.5 per cent. | 
“On November 7th the patient developed an acute abscess of the 
neck. A probe was introduced and passed between the skin and 
structure of the neck for three inches on the right side. In 
addition there were gangrenous sloughs on his back and right 
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heels. The nasal septum perforated. The previous day the heels 
and back were in perfect order. A radiogram taken on December 
22nd showed necrosis of the bone of the os calcis. At this time 
both legs were markedly pigmented. The patient was discharged 
well on January 3rd, 1928. 


Case v.—Pulmonary Embolism. 

This man was first seen on January 21st, 1927, with a primary 
syphilitic sore. He was treated at the London Hospital with 
seven weekly injections of novarsenobillon; the last six doses were 
0.9 gram. Early in March he had some irritation of the neck, 
which he treated with iodine, and on March 6th he was admitted 
with exfoliative dermatitis. He became extremely ill with high 
fever, delirium, and albuminaturia;-he recovered from this, but 
his nasal septum perforated. On April 7th he complained of 
small boils on the left axillae and right groin. I examined him 
at 2 p.m. on April 12th, when ‘he seemed‘ fairly well, able to sit 
up in bed unassisted, tongue moist, pulse 80 regular, and exfolia- 
tion confined to the scalp, palms, and feet. At 10 o’clock that 
night he complained of distress in his chest, he became unconscious, 
cyanotic, and died within five minutes. No post-mortem examina- 
tion was permitted, but the symptoms were sufficiently definite of 
pulmonary embolism from a clot dislodged from the iliac veins. 


I have recorded uncommon but important ill effects 
following the administration of salvarsan remedies for 
syphilis. The knowledge of these possibilities makes it 
important that no practitioner should undertake the in- 
travenous salvarsan therapy of syphilis without having 
facilities for immediate transference of his patients from 
an ambulatory clinic to a ward. The knowledge of these 
possibilities must be brought before the attention of the | 
public if public support is to be sought for the compulsory | 
treatment of venereal disease. Otherwise there will arise 
a feeling of resentment among the uninstructed should 
a severe accident or a fatality follow the compulsory 
administration of these most important but toxic remedies, 
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THYROTOXICOSIS AND INDICANURIA* 


BY 


LAMBERT ROGERS, F.R.C.S.Eb., 


ASSISTANT IN THE SURGICAL UNIT, WELSH NATIONAL SCHOOL OF 
MEDICINE, CARDIFF. 


Tuts paper embodies the results of an investigation under- 
taken to discover what relationship existed between the 
intestinal dissociation of aromatic amino-acids and thyroid 
hyperactivity. It is known that when tryptophane is 
decomposed in the intestine indole is eliminated in the 
urine as indican (potassium indoxyl sulphate), and as it 
is a simple matter to test for this substance it was thought 
that some light might be thrown on the question if the 
degree of indicanuria were estimated in a series of indi- 
viduals suffering from thyrotoxicosis and compared with 
similar observations upon a series of non-thyrotoxic 
individuals. 

It is possible, of course, that urinary indican may not 
be a true index of tryptophane decomposition, as the 
greater part of the indole may be eliminated in the faeces, 
but it seems reasonable to suppose that the urinary con- 
centration of this substance will follow roughly the intestinal 
content. The degree of indicanuria, therefore, was measured 
in a large number of individuals. The technique adopted 
wasacolori- 


was estimated after standing for four minutes. It was 
assumed that the acid converted the indican to indoxy! and 
sulphuric acid, and the peroxide promoted the oxidation of 
indoxyl to indigotin, the chief constituent of indigo blue. 

The individuals whose urine was examined comprised 
three groups. Daily observations were made and graphs 
prepared, with the degree of indicanuria as the ordinate 
and the day of the week as the abscissa. The groups 
were comprised as follows: 


Group I consisted of seven normal healthy persons. 

Group II consisted of fifty-seven patients suffering from 
various conditions, but without evidence of thyrotoxicosis, tlie 
series including two cases of non-toxic goitre. 

Group III consisted of patients with exophthalmic and other 
varieties of thyrotoxicosis. Twelve cases were investigated, 
one, a case of exophthalmic goitre, at some length, to see 
whether there was any effect on the urinary indican output 
during the slight attacks of ‘a thyroidism following 
ligation of the thyroid vessels. ’ 


The results were as follows: 


(roup I.—Five of the seven persons investigated gave vary- 

ing concentrations (Fig. 1 shows an indican curve from this 

: group), while two 

males, aged re- 

spectively 23 and 

A 16, 

pletely negative 

\ readings for over 
a month. 


com- 


gave 


Group 
Thirty-eight 
women and nineteen men were investigated; 971 observations 
were made—580 on women, 391 on men. {fi is interesting to 
note that of the 
observations on 
women 41, per cent. 
were negative end 
only 5 per cent. 
reached the highest 
degree of concen- ‘ 
tration, while of 
those on men only 
23 per cent. were 
negative and 18 per cent. reached the maximum concentration 
(Figs. 2 and 3). In this group were two men and five women 
with urine completely free from 
indican. 

Group I11.—Several of the most 
toxic cases in this group had high 
concentrations of indican. The curves 
generally resembled those of healthy 
subjects, and in the case invest 
gated to see whether the post-opera- 
tive reaction following ligations had 
any effect on the urinary indican it 
was found that there was no constant effect, a slight rise 
occurring after two ligations, no change after one, and a slight 
fall after another. Furthermore, careful observations during 
the clinical course of cases of exophthalmic goitre failed to 
reveal any constant change in the urinary indican that could 
be correlated with an increase or decrease in the degree of 
intoxication (Figs. 4 and 5). 


Fig. 1.—Healthy youth, aged 18. 


Fic. 2.—Married woman, aged 28, with a 
tuberculous abscess in the abdominal wall. 


Fic. 3.—Boy, aged 17, with 
large euxdemic goitre, 


Fic. 4.—Man, aged 30, with acute exophthalmic goitre. 


metric one, 


the indican 4 


being esti- 


mated as 


indigo blue, 
To 2 c.cm, 
of urine an equal amount of hydrochloric acid was added, 
then 0.5 c.cm, of hydrogen peroxide; the whole was shaken, 
and finally 1 c.cm. of chloroform was added. The colour 


"An investigation of the hypothesis which ascribes thyrotoxicosis to 
an inereased absorption of unchanged aromatic amino-acids from the 
intestine. 


Fic. 5.—Married woman, aged 53, with severe exophthalmic goitre. The arrows mark points at which ligations were performed. 


Since collecting the cases into groups, many more, 
particularly toxic and non-toxic goitre cases, have been 
investigated with similar results. 

The findings may be summarized as follows: . 

(a) In healthy persons there may be little or no urinary 
indican without any evidence of thyrotoxicosis, and from 
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day to day the variations in the amount of indican are 
considerable. 

(6) In patients without thyrotoxicosis there may be no indican 
resent in the urine, or on similar diet there may be much 
indican. 

(c) Goitre cases without thyrotoxicosis show no difference in 
the form of indican curve from that in toxic cases. 

(d) Toxic cases show concentrations which do not vary 
inversely as the degree of intoxication. Some well-marked 
exophthalmic cases have much indican, some non-toxic cases 
little or no indican. 

The foregoing results do not lend support to the view 
that thyrotoxicosis is dependent upon increased trypto- 
phane’ absorption from the intestine, as advanced in 
123 by Mr. D. J. Harries.’ It was at one time thought 
that thyroxine was derived from tryptophane, Professors 
Kendall and Osterberg regarding it as trihydro-tri-iodo- 
oxyindole propionic acid. Dr. C. R. Harington,* how- 
ever, has since shown that it is derived from tyrosine, 
from which he has synthesized it as a diphenyl ether,- 

Further experiments were therefore undertaken to 
discover whether the abserption of unchanged tyrosine would 
result in thyrotoxicosis, Owing to the relative insolubility 
of tyrosine only small amounts could be injected intra- 
venously, and, moreover, these experiments were limited 
to three volunteers. It is admitted that more experiments 
are desirable, but in the three performed there was no 
increase in the pulse rate following the injection, and 
no apparent effect on metabolism, as would be expected 
if thyroid activity depended upon the amount of unchanged 
aromatic amino-acids reaching the thyroid, 


CoMMENTARY AND CoNCLUSIONS. 

{t would appear, in the first place, that urinary indican 
varies in amount from day to day both in normal people 
and in those suffering from various diseases, sometimes 
being absent in health, at other times highly concentrated, 
tending more often to reach high concentrations in men, 
and to be absent from the urine of women; secondly, in 
exophthalmic and other varieties of toxic goitre there 
is ho constancy in the concentration of urinary indican, 
which may be absent or present in varying degree; and 
thirdly, the variations are independent of the degree of 
thyroid activity. 

The urinary indican appears, therefore, to be of no 
value in determining whether a case of thyrotoxicosis is 
progressing or decreasing, and so enabling the surgeon to 
decide when to operate. 

Owing to the general similarity in structure of the 
molecules of thyroxine and adrenaline with that of tyrosine, 
and the fact that tyrosine is one of the. essential aminio- 
acids, it is reasonable to suppose that the hormones of 
the thyroid and suprarenal glands are ultimately derived 
from the tyrosine part of the ingested protein; but there 
is no evidence to show that the activity of these glands 
depends upon the amount of tyrosine available at any 
one moment from the alimentary tract, and without doubt 
the problem of the pathogenesis of thyretoxicosis is more 
complex than merely a question of supply and demand, 
in which the supply is probably at all times very much 
greater than the demands made upon it. 


StumMMary. 

1. Using a standard technique, colorimetric estimations 
of the concentration of urinary indican as indigotin were 
carried out for (a) healthy subjects, (b) non-thyrotoxic 
cases, and (¢) cases of thyrotoxicosis, 

2. Graphs (indicanuria curves) were made. There were no 
outstanding differences in the curves from cach of these 
groups. 

3. The urine of women is more often free from indican 
than is that of men. Higher concentrations of indican 
occur more frequently in men, 

4. The concentration of urinary indican bears no con- 
stant relationship to the degree of thyrotoxicosis. 

_5. The hypothesis which ascribes thyrotoxicosis to an 
mcreased absorption of unchanged aromatic amino-acids 
from the intestine is not confirmed. 

6. The statement that in all cases of well-established 
exophthalmic goitre there is no indican in the urine is 
not borne out. Several well-established cases gave high 
readings, 


7. Three volunteers were injected intravenously with 
small quantities of tyrosine. There was no effect on their 
pulse rates. 

8. The active principles of both thyroid and suprarenal 
are probably derived from tyrosine, but there is no evidence 
to show that the amount of these principles depends at any 
one moment on the quantity of tyrosine available from the 
alimentary tract. 
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This research was carried out in the wards and_ laboratories of 
the Surgical Unit of the Welsh National School of Medicine, under 
the direction of Professor A. W. Sheen. 


PAINLESS LABOURS: 
THEIR OCCU RRENCE, THEIR INTERPRETATION, AND 
THEIR ADOPTION AS A STANDARD. 
BY 


MARY DkGARIS, M.D., B.S.Mexs., 


GEELONG, VICTORIA, 


Patntess labours are exceptional in occurrence, and are 
commonly regarded as being very rare, puzzling, and in- 
comprehensible, A series was published in the British 
Medical Journal in 1906, and additional instances have 
been reported in previous issues of this year. 

Reference to case reports and to the literature makes 
clear that such labours are commonly associated with 
uneventful recoveries and vigorous infants, with laceration 
rare and slight; the labours are often primiparous, and 
successive labours are usually painless also. The desir- 


ability of comfortable pregnancies, easy labours, and un- 


eventful recoveries is undeniable, and it is surely worth 
while trying to explain their occurrence. 

Before proceeding to a comparison of the painless with 
the usual form of labour it is necessary to mention certain 
features of average labour, all of which may be demon- 
strated in an analysis of a small series of cases. For 
instance, there is a great variation in the length of the 
first and second stages in different. women, and also in 
the amount of suffering accompanying them; there is a 
definite rise in the forceps rate with the increasing duration 
of the first stage; and a short first stage tends to be 
followed by a short second stage, while a long first stage 
may be succeeded by a short, medium, or tedious second 
stage. The second stage is not uncommonly more endur- 
able than the first stage, while its duration varies from 
two or three minutes to as many or more hours. The 
febrile pucrperium is often related to an albuminuric or 
pyelitis pregnancy, as is also the prematurity and stillbirth 
rates. 

The common symptoms of average labour are pain during 
the uterine contraction, sense of effort, sense of advance, 
sense of impending defaecation, bearing down, vomiting, 
cramps, and not uncommonly fatigue ; these common 
symptoms vary from patient to patient, not all are present 
in every one, while the intensity of the pain may be 
trivial, moderate, extreme, or intolerable. ‘ 

The first three of the cases recorded here demonstrate 
that the painless labour resembles the average labour in 
every respect except in the absence of the pain during 
the uterine contraction. The signs are just the same— 
‘‘ show,”’ flow of waters, dilatation of os vagina and 
perineum, the “ crowning,”’ the delivery of infant and 
placenta, and the varying duration of the individual 
stages of labour. The characteristic symptoms are also 
the same—sense of pressure, sense of something to be 
expelled, sense of advance, sense of impending defaecation, 
strange feelings, and bearing down. In many painless or 
nearly painless labours the mother is the only one aware 
of the imminence of delivery; pain is so common that 
neither doctor nor nurse may pay sufficient heed to the 
mother’s sensations, indicative as they are. 

Is the absence of pain sufficient to brand such a 
labour as abnormal? It may be unusual, but it is not 
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pathological. Ought we not to argue from it that pain is 
not a necessity to successful childbirth, and to seek rather 
the cause of the pain than of its absence? In this way 
it might become possible to bring the pangs of labour under 
a real control through ability to deal with their causes, 
rather than merely by the palliation of anaesthetics. 
There is certainly nothing in the so-called definition of 
normal labour to contradict the suggestion that the naturai 
painless labour is a normal labour. If it is a normal 
labour, should it not be adopted as the standard of normal 
labour 

Some deny the possibility of painless labour in a healthy 
woman, and attribute the absence of pain to hysteria, 
myelitis, tabes, or other disease of the nervous system; 
others admit the existence of painless labours in healthy 
women, but regard them as inexplicable. One author 
places birth with one pain under the heading of patho- 
logical labour ; another states that some pain is nearly always 
present, even though it may be slight. Nearly all autho- 
rities show a great reluctance to abandon the idea that 
pain is a necessity to healthy labour. 

After revising all the available case reports and refer- 
ences of painless labour, and after actually witnessing 
one such delivery, and then comparing them with the 
ordinary case, I find that all labours may be arranged 
in a gradation, passing from the painless and nearly 


_ painless labour to the severe, the complicated, and the 


obstructed labour. The symptoms and signs are the same, 
though they vary in intensity from case to case—the same 
variation is true of all clinical conditions. 

Painless labours fall into two main groups: (1) The 
pathologic painless labour, where the woman is _ ill—for 
example, tabetic, myelitic, toxaemic, etc. (2) The normal 
painless labour, occurring in the healthy woman: (a) the 
labour resembling defaecation—the type labour; (b) the 
sleeping labour (Dr. Percy Allan describes these two in 
his article); (c) the painless labour requiring forceps 
delivery. An example of this is given in my case reports 
(Case 8), and several are in the literature. I have heard 
of others, but without details. 

What interpretation may be placed on pain in labour, 
both as regards its presence and its absence? 

All will agree that pain is a symptom; most will accept 
Mackenzie’s statement that it is a viscero-sensory reflex 
occurring during labour. No one will deny that it is 
dependent on the uterine contraction—it comes on with 
the contraction, increases with it, and dies away with it; 
indeed, No contraction, no pain! though not No pain, no 
contraction. It is a reflex indication of the uterine 
contraction; anything that interferes with the reflex arc, 
such as diseases of the nervous system, will interfere with 
the sensation of pain. Body poisons, as in toxaemias, may 
have the same effect; thus we can explain pathological 
painless labours. In some women there is no viscero- 
sensory reflex (pain), but there is a viscero-motor reflex 
(vaginismus). Vaginismus also occurs not uncommonly in 
the average labour. In all varieties of labour this reflex 
may detain the head and hinder rotation, and necessitates 
forceps. This is the explanation of the painless labour 
requiring forceps, at least where impatience of the accou- 
cheur can be excluded (see Case 8). 

There are pains other than labour pains due to muscular 
contraction, but they occur only when the muscular action 
is abnormal or inefficient. In angina pectoris and the 
various colics the pain is a distinct indication of ineffi- 
ciency; in them, also, viscero-motor reflexes as well as. 
viscero-sensory reflexes may occur. The uterus is a hollow 
muscular organ designed first to retain and then to 
expel its contents, just as are the heart, the bowel, the 
bladder, and other hollow viscera. The physiology of all 
these must be very similar. The uterine contraction is 
not always painful. It is frequent during pregnancy and 
after labour, and probably also during menstruation; it 
is generally painless, but when painful gives rise to “ false 
pains,’’ after-pains, and dysmenorrhoeas. The patient with 
false pains is very likely to have a tedious labour, especi- 
ally a tedious first stage, and after-pains—that is, to have 
some inertia.® 

Since the uterine contraction is painless in some con- 
ditions, and in rare painless labours, is it not possible 


that pain in Jabour is a borderline symptom of uterine 
inertia, and an indication of some defect in the con. 


tracting muscle—that labour is a crisis which discovers 


any fault in the uterine health? Dysmenorrhoeas are 
commonly due to errors in the general health, so probably 
are dystocias. Since symptoms precede signs in most 
clinical conditions, the symptom of inefficiency (pain) may 
be present long before there is any sign (delay), as, 
indeed, we see every day. Child-bearing is so complicated 
a process that faults may occur singly or in battalions, 
and these errors may concern the mother, the infant, or 
the process of labour. 

Painless Jabour, with spontaneous delivery, in a healthy 
woman (see Cases 6 and 7), being the best and easiest 
labour known, should be taken as the standard or normal 
labour. Its adoption would give us an absolute, concrete, 
and physiological standard of labour—namely, that a normal 
labour is one in which the uterine contractions act 
thoroughly efficiently, leading in a short time to the 
spontaneous delivery of a healthy infant, and causing 
little or no pain or suffering to the mother. + 

We imply by this definition that the normal uterine con- 
traction is efficient and painless, and it becomes possible 
to study uterine action by the reflexes produced and the 
work done* ; this work is shown by the amount of dilatation 
of the ox, and by the advance of the presenting part; 
the reflexes produced may be viscero-sensory (pain), viscero- 
motor (bearing down and vaginismus), and _ organic 
(vomiting and dyspnoea). The chief reason for the lack 
of progress in midwifery has been the absence of a definite 
standard of uterine efficiency; the painless efficient labour 
supplies this. 

Case Reports. 
My Case. 

Case 1.—A primipara, aged 20, engaged me at the sixth month. 
She had quickened at four and a half months; there had been no 
sickness, and she felt very well. She had had measles twice, but 
no other illnesses. The menses began at the age of 13; they were 
regular every four weeks, lasting four days, and there was never 
any pain therewith. She has some false teeth, no crowns or 
pivots, and she has never had any fillings. She was remarkably 
well during pregnancy, and took a mixed diet with a great deal of 
fruit, vegetables, and milk. Labour was a fortnight later than 
expected. Labour started at 11.10 p.m. with ‘* pains’ in the 
back, occurring every twenty minutes, perhaps oftener; there was 
no distress, At 10.30 a.m. the patient was having “ pains ”’ every 
ten minutes; the os was fully dilated and the membranes were 
intact. 1 ruptured the membranes, which were visible, during & 

pain,” the head being well down in the pelvic cavity. The 
patient complained only of a sense of pressure, not of pain; but 
she had had actual pain up to 10 a.m., felt first low in front, 
and then later in the back. This pain was evidently very slight. 
She vomited three times during the night. I stayed with her till 
the child was born; each pain did obvious work and was accom- 
panied by a slight bearing down. The advance was slower than 
I anticipated from my first examination. At 1.32 p.m. a vigorous 
female child weighing 9 Ib. was born, with very little caput. 
The mother complained of some pain with the last two contrac 
tions, due, I think, to perineal laceration; when questioned later 
she denied that she had felt any pain when the infant was born, 
but said it was an “awful” feeling when the head crowned, 
immediately after which the perineal tear began. Some blood 
the hood during the last three or four pains. Later 
she told me that there was actual pain in the first stage, and 
uoting savour sue nad had a weakness in the back, perhaps an 
ache. In the second stage there was only a fecling as if the 
bowel was about to act, without real pain. She did not feel the 
tear, and she did noi like the feeling of distension of the vulva 
by the head when it was fixed, but it was not real pain. Her 
temperature rose to $9.6° F. the first night. Her puerperium was 
otherwise quite uneventful, and she nursed her baby successfully. 
Involution was good. 


Dr. Winifred Kennon’s Case (Melbourne). 
Case 2.—A primipara, aged commenced her labour about 
4 a.m. with some slight discomfort and sensation of abdominal 
uneasiness. Sixteen hours later there had been a ‘“ show,’’ but she 
was in no distress; ihe presentation was left occipito-anterior, the 
os was slightly dilated, and the membranes were intact. At 11 p.m 
she was bearing down slightly and the membranes were beginning 
to appear. She had no pain, and only felt she had something @ 
push out. The membranes were ruptured artificially, and at 
12.30 a.m. the child was born. Dr. Kennon reports: ‘‘ The patient 
could not) understand when I told her to push when she got ® 
pain, because she did not have any pain, but if I told her when 
she got the bearing-down ——. to push she understood and 
delivered herself in that way.’’? There was a smali tear necessk 
tating one suture. Involution was normal, but she could not f 
her baby very well. Her diet during pregnancy was practically 
an ordinary mixed diet, with the meat reduced in amount; she 
was particularly fond of fruit. Her upper teeth are artificial, and 
she had no fillings, - 
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MEMORANDA. 


Dr. Yeatman’s Case (South Australia). : 
Case 3—A primipara, aged 26, nine months pregnant, alone in 


the house after breakfast, felt some discomfort and thought the 


bowels were going to act, but, recollecting her condition, got into 
bed just in time for a healthy full-term infant to be born. When 
seen, two hours later, the child, attached to a perfect placenta, 
was in the bed; the perineum was not torn. The patient did well 
until the third day, when a rigor occurred and the temperature 
rose to 103° F. The uterus was explored and douched, but nothing 
was found. The next day she was very ill, and further examination 
revealed a badly decayed and foul-smelling molar tooth, which was 
extracted at once. The puerperal sepsis gradually cleared up, and 
she was convalescent in about a fortnight. In this case no vaginal 
examination could possibly have been made, and no local treatment 
was given after extracling the tooth. She persisted in the state- 
ment that there was no pain at all, merely a sensation as if 
passing a large motion. 


Dr. Joyce’s Cases (West Australia). 

Case 4.—In this case Dr. Joyce was sitting reading, and the 
patient said in a perfectly natural voice that something was 
coming, and birth followed immediately. She admitted a slight 
pain or iwo. 

Case 5.—This patient, a primipara, while the head was crossing 
the perineum, brushed a fly off her arm, and said she felt no 
pain whatever, only a sense of stretching and pressure. She 
weighed 7 st., and had lived a natural life. The perverted 
starches were avoided and grains were ground daily by means 
of a small mill; plenty of fruit and vegetables were used, also 
tea made of blackberry leaves. 


Dr. Giommi’s Cases (New South> Wales). 

Dr. Giommi has seen seven cases in twenty-six years of 
Australian practice; all were strong, healthy, hard-working 
women. He considers the painless cases normal in every cespect. 
He also has records of cases in Naples. 

Case 6.—A woman, aged 36, had given birth to four infants 
at Dr. Giommi’s private hospital, the first two-before either 
doctor or nurse could be informed; for the birth of the other 
two a special watch was kept. The mother was healthy, robust, 
and hard-working. She never had a pain, although the womb 
could be felt contracting strongly. The waters broke with a 
gush, and a few minutes later the child was born. Ten minutes 
afterwards the placenta was expelled without any trouble, pain, 
or inconvenience. Involution was more rapid than in the best of 
the average cases. She would only admit a ceriain discomfort 
at the passage of the head at the soft parts at the very last. 

Cast 7.—Aged 27, was living in a tent.. The womb was seen to 
be contracting well though there was no sign of pain, and the 
foetal head appeared at the vulva painlessly. The placenta 
followed in ten minutes without pain, and the womb became well 
contracted. She got up the next day and did her work as 
usual. Questioned as regards her feelings her answer was as in 
the previous case. 

Dr. Giommi’s other cases were of a similar nature. 


Dr. Altison’s Cases (New South Wales). 

Cast 8.—This patient was a frail, anaemic woman of somewhat 
slow cerebration. The history of her first labour was that at 
6 o’clock one morning she arrived at hospital saying that the 
“waters had burst.’’ The head was found to be well on the 
perineum. She had had no pain or discomfort, but a ‘ feeling of 
stiffness’ low in the abdomen. There was no change at 3 p.m., 
so ihe patient was anaesthetized, and forceps delivery was per- 
formed. The puerperium was uneventful. In her second con- 
fnement the onset was exactly the same, including ‘“ stiffness ’’ 
low in the abdomen, the “‘ waters had burst,”’ and the head was on 
the perineum. She remained thus and comfortable for four hours 
with the head visible, and despite pituitary extract in two 
1/2 c.em. doses given hypodermically at an hour's interval, she 
made no further progress. Forceps were therefore applied and 
the puerperium, as before, was uneventful. In her third con- 
fnement Dr. Allison saw her at 10 a.m. She had taken castor 
oil one hour before, and said she could just feel ‘a little stiff- 
hess’? coming on. The head was well into the cavity of the 
pelvis, the cervix being undilated and situated far back. At 
2p.m. she decided to walk a distance of one hundred yards to ihe 
hospital. When half-way there the child was born. She said later 
that she had had absolutely no pain, not even discomfort, as she 
merely felt the touch of the baby on her thighs demonstratin 
its presence, This patient’s pelvic measurements were normal, 
and there was never any difficulty with the third stage of 
labour, which lasted twenty minutes or thereabouts. 

Case 9.—Dr. Allison attended this patient at her second labour: 
she said that Caesarean section had been pondered et her first 
‘confinement. External pelvimetry showed a flat pelvis, and the 
sacral promontory could be easily felt by vaginal examination; 
this was at the fifth month of pregnancy. At the eighth month 
the foctal head was well into the pelvis, the lower segment being 
Stretched and the cervix high up posteriorly. The anterior 
shoulder appeared to be to the left near the iliac spine. The 
head was undoubtedly lying in a transverse diameter. The 
patient entered hospital four days before parturition, and on the 
‘lay of her confinement she complained of feeling “ heavy ’”’ low 
in the abdomen. The membranes burst suddenly and unexpectedly, 
and ihe’ nurse found the head appearing at the vulva: after 
this the patient had two pains which were severe enough to 
cause her to cry out, and a child was born weighing 7 Ib. It 
was stated that this case under the commonest conditions would 
ave required early induction or Caesarean section, judging from 


“aegis but constant supervision showed the head past the 
rim with apparently nothing to prevent normal full-time labour. 


Dr. Agnes Bennett's Cases (New Zealand). 

Case 10.—A primipara, who was a rather small-framed woman, 
suddenly woke with feeling ‘‘ water ’’ coming away; she jumped 
up and threw herself on her knees just as the child emerged. 
This patient feared that this would happen a second time, but 
it did not do so. The second labour was an average painful one, 
but she preferred it to the former, from the shock of which it 
took her a long time to recover. 

Case 11.—This patient awoke in the night to find ‘the birth 
occurring. While her husband was telephoning for the doctor the 
child was born in the bed. 

Case 12.—A delicate anaemic primipara was in hospital for ante- 
natal treatment; one evening she felt an urgent call to stool, 
and the child was found in the pan, alive and uninjured. 

Case 13.—An unmarried girl was found in bed very pale, weak, 
and collapsed, with a dead child, the placenta, and severe haemor- 
rhage. She said that she had had no pain, and did not know 
that the child was born. 

Case 14.—A patient with threatened eclampsia was being treaicd 
with packs and saline aperients when a child was suddenly born in 
complete membranes. Mother and child both did well. 


References to painless labours, and reports of such cases, 
have appeared in the literature from time to time. In the 
British Medical Journal in 1906 instances of painless birth 
were reported by Renshaw, Trevor Roper, Irving, Young, 
Allan, Spurway, Scott Dickson, and Macphail; in 1528 
cases were recorded by Burn, Masser, Patton, Hobbs, and 
Russell. In a discussion in the American Journal of 
Surgery, Gynecology and Obstetrics in 1911 cases of pain- 
less labour were reported, and again in the same journal 
in 1922. In the Clinical Journal for 1917 Percy Allan 
reports and classifies two cases, and refers to cases pub- 
lished in the Medical Record in 1892. References or 
scanty reports will be found in the following texthooks. 

Burns’s Principles of Midwifery, 1844; Chailly’s Midwifery, 1844; 
Robert Lee’s Lectures on Theory and Practice of Midwifery, 


1844; Coffin’s 7reatise on Midwifery, 1866; Barnes’s Lectures on, 


Obstetric Operations, 1875: Playfair, 1878, gives a _ case; 
Leishman’s A System of Midwifery, 1876; Smellie’s Treatise on 
Theory and Practice of Midwifery, vol. ii, 1877; Speigelberg’s 
Tertbook of Midwifery, vol. ii, 1888; Charpentier’s A Practical 
Treatise on Obstetrics, 1887; Galabin’s Manual of Midwifery, 1886; 
Cazeaux and Tarnier (translation), 1885; Parvin’s Science and Art 


of Obstetrics, 1895; Garrigues, 1902; Williams’s Obstetrics, 1903; - 


Munro Kerr's Operatire Midwifery, 1911; and his Combined Text- 
book, 1923; Munro Kerr and Hendry’s Notes on Midwifcry, 1920; 
De Lee’s Principles and Practice of Midwifery, 1920; Depaul’s 
Lectures on Obstetrics (in French, date not noted). 


REFERENCES. 
1 British Medical Journal, March 3rd, 1928, p. 38: Conference on 
Maternal Mortality. 
2 DeGaris: Definition of Normal Labour, Medical Journal of Australia, 


925. 
%Idem: Clinical Notes and Deductions of a Peripatetic, 1926. 
‘Idem: Application of the New Definition, Medical Journal of Australia, 


<u. . . 
5 Idem: Uterine Inertia, Transactions of the Australian Medical Con- 
gress, 1927. 


Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL, 


FOREIGN BODY IN THE BLADDER. 
THe case recorded on September 15th (p. 490) recalls a 
very similar occurrence which 1 met with many years ago. 


A man, nearly 80 years old, who had led a “catheter life” 
owing to prostatic enlargement for eighteen years, broke ihe end 
off his catheter in exactly the same way as described by Dr. 
Ferguson, and for the same reason—that is, spasm at the neck 
of the bladder and urethra. I tried first to remove the broken 
piece, which was about an inch and a half in length, by passin 
a long fine sinus forceps down the urethra, but failed. I then iol 
him that it would be necessary to administer chloroform and cut 
down on the impacted fragment, but he refused to take an 
anaesthetic. It occurred to me that perhaps | could move it along 
from behind, so, placing him on his left side, I introduced the left 
forefinger into the rectum and pushed firmly in the direction 
of the urethra, the patient at the same time jg the penis 
in the same direction. To the great relief of both of us this 
maneuvre was successful, and the broken piece of catheter 
emerged from the meatus. 


I suggest that anyone meeting with another case of this 
description might think it worth while to try this pro- 
cedure before resorting to operative measures. The notes 
of this case were read and the specimen shown at a meeting 
of the Plymouth Medical Society. 

Yelverton, S. Devon. H. W. Weszer, M.D.Lond. 
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MEMORANDA. 


Jounsas 


GUNSHOT WOUND OF THE CHEST. 
Gunsnor wounds of the chest are perhaps of sufficient 
rarity in civil practice to make the following case worthy 
of record. 


A man, aged 46, was accidentally shot in the chest by a .320 
revolver; twenty minutes later 1 found him lying on a bed, turned 
partly on his right side, unconscious, and very pale. There was 
a trickle of dried blood on his cheek below the right corner 
of his mouth, but no other gross signs of bleeding. is respira- 
tion was slow and sighing; his pulse was so rapid as to be almost 
uncountable, with an occasional dropped beat. 

The entry wound of the bullet was in the third left intercostal 
space close to the sternum, and was sealed by clot; the surround- 
ing skin, in spite of the dried blood, could be seen to be contused. 
The bullet was felt under the skin in the eighth left intercostal 
space, four inches from the mid-line. The blackening of the shirt, 
over an area measuring roughly 3 in. vertically by ty in. horizon- 
tslly, showed that the bullet had been fired at close range. 

Half an hour later he began to be restless, and I gave him 
an injection of 1/6 grain of morphine. Before there was time for 
this to take effect the restlessness became very marked, and he 
had to be held down in bed. This phase lasted about tien 
minutes, and is of considerable psychological interest, since, 
although his remarks suggested a total lack of appreciation of 
his surroundings, yet he told me later that he had wanted 
to sit up to get more air, and that it had caused him much mental 
distress to be held down. Two and a half hours afterwards he 
was still apparently unable to recognize me by sight, though, 
on hearing my name, he conversed rationally though feebly. 

The bullet, when removed under a local anaesthetic i same 
evening, showed no marks except those made by the instruments 
in its removal. Both anterior and posterior wounds healed well, 
and his progress in general was almost uneventful. During the 
first three days he coughed up ten or twelve gobbets of blood, 
but was at no time distressed by cough. He was unable to lie 
on his left side, as this caused some embarrassment of breathin 
and pain round the anterior wound. His temperature sanged 
from 100.2°F. to normal, being more often nearer to normal, 
while the pulse rate dropped from 110 to 90. At no time were 
there any abnormal sounds in his chest, and the percussion note 
was uniformly clear, except for a small area of slight dullness 
surrounding the posterior wound three days after the accident. 
On the fourth day he was removed to hospital in case a septic 
complication should ensue and necessitate operative intervention. 
It was fortunate that at tle time of the accident he was dressin 
after a hot bath arid the bullet only traversed a clean shirt aa 
: ew He was able to return home after only ten days in 

ospital. 

Except that he becomes easily tired and has a resting pulse of 
84, he is now (three weeks later) leading a normal quiet life. 


The patient states that at the time of the accident he 
felt a burning sensation, but hardly any pain; it was only 
when he looked down and saw blood that he realized that 
something serious had happened. 

Grays, Essex. L. G. Jacos, M.B., B.Ch. 


FATAL TRACHEAL OBSTRUCTION DUE TO 
AN INFLAMED THYMUS GLAND. 


Tue following ‘case of death due to pressure on the. 


trachea by inflamed thymus and lymphatic glands contains 
some details of general interest. 


A boy, aged 10, was seen on the fourth day of illness, which 
began with cough and difficulty of breathing. The cough was 
croupy, and the voice was hoarse. The tonsils and uvula were 
inflamed ; the temperature was 99.6° F., and the pulse 115. A dose 
of 8,000 units of antitoxin was given, and repeated the following 
day. The laryngeal symptoms rapidly disappeared, and during 
the next three go he seemed so well that his mother wanted 
to give him solid food. 

‘About 11.30 p.m. on the tenth day of his illness he was 
seized with a cough which continued during the night. On the 
following day his breathing was embarrassed, especially when 
he moved. His voice was clear, and respiratory stridor was 
heard; this was louder over the left lung. There was marked 
duilness over the manubrium sterni, but he did not complain 
of pain. It was evident that there was something pressing on 
the trachea, and in a young patient thought was naturally directed 
to the thymus gland. I arranged for his admission into the 
borough sanatorium. Half an hour after admission he grew still 
worse. Dr. ‘Thorp performed tracheotomy, which was. of no avail 
and the patient died three-quarters of an hour after admission. ” 

A necropsy was performed, and on removing the sternum we 
found a swelling containing thymus gland and surrounding tissue. 
When incised a little blood-stained pus escaped, and over the cut 


surfaces of the swelling were seen numerous small haemorrhages. - 


The pathological report stated that the lymphatic glands - 
tracheal) showed marked acute inflammatory changes Za pa 
tion, the infecting organism being a streptococcus. The remains 
of a persistent thymus were present; inflammatory changes 
were present in portions contiguous to the adherent inflammatory 
eo gland, but there was no suppuration in the thymus 
six times as large as norma. and was 
g not the whole 


The clinical summary of the case is that it was one of 
laryngeal obstruction which yielded to antitoxin, and that 
there was a later, and fatal, tracheal obstruction due to 
an inflamed thymus gland and to suppurating lymph 
glands. 


Sunderland. J. C. Hamitton, 


A CASE OF TETANUS COMBINED WITH GAS 
GANGRENE. 
Tue following case of tetanus associated with gas gangrene, 
in which the patient recovered following intensive serum 
treatment, is of some interest. ‘ 


The patient, a girl of 13 years, was admitted to the Reigate 
Guardians’ Institution, under the charge of Dr. C. 8S. Crichton, 
suffering from tetanus. There was well-marked trismus, risus 
sardonicus, and head retraction. A week earlier she had met with 
a road accident, causing a dirty irregular wound of the left 
knee and also of the right elbow. Tetanus symptoms first 
developed on the fifth day. Her doctor saw her on the sixth 
day, and, after giving an injection of antitetanic serum, sent her 
to the infirmary. 

Under anaesthesia the wounds were excised and dressed with 
gauze soaked in ae peroxide. Serum treatment was begun 
with an initial dose of 6,000 units intrathecally, and 6,000 units 
subcutaneously. Four days later the skin just proximal to the 
elbow showed a sharply defined dark area 4 in. long by 1 in, 
broad. This patch was covered with air vesicles of varying size 
up to that of a pea. As this appeared to be of the nature of 
gas gangrene, the area was freely incised: the skin cut with 
a crackling sensation and the feeling was that of thin dry leather, 
The underlying tissues were healthy. B. W. and Co.’s_ recently 
introduced anti-gas gangrene serum for the treatment of intestinal 
obstruction was available, and, as an experiment, c.cm. were 
given intramuscularly, and repeated on subsequent days. 

The affected area did not spread, but three days later there 
was a fresh development. A band 1 in. broad, and almost 
encircling the arm, appeared 6 in. proximal to the old area, and 
a similar band appeared round the wrist. The intervening skin 
appeared healthy. The condition now looked grave, and_ the 
question of amputation arose. As the patient’s general condition 
was not worse than when admitted, and as the gas gangrene 
appeared to be purely superficial, the serum treatment was 
continued, and the fresh areas were again freely incised. 


From that date no further extension took place and the parts 


quickly recovered. On the fifteenth day after admission all serum 
treatment was stopped. During that time she had _ received 
102,000 units of antitetanic serum, divided between intrathecal 
intravenous, and subcutaneous injections, and 1,300 c.cm. of 
anti-gas gangrene serum. 

A portion of the skin was excised when the pas gangrene first 
appeared. The bacteriologist’s report states that after heating 
to 80°C. for five minutes, and subcultivating anaerobically, an 
abundant growth of a Gram-positive sporing bacillus was obtained, 
which gave the morphological and biochemical reactions of 
B. aerogenes capsulatus (B. welchii). Prior to heating, long 
chains of streptococci were also present. 


It is interesting to note that the anti-gas gangrene 
serum used is prepared against B. aeroyenes capsulatus. 
What influence, if any, the serum had on the favourable 
course of this case cannot be judged, but a hopeful line 
of treatment in a similar case seems to be suggested. 


Redhill. J. CHAssaR Morr, M.B., F.R.C.S.Ed. 


RUPTUBE OF DIAPHRAGM IN A CASE OF 
‘VON JAKSCH’S ANAEMIA.” 
Tue case here recorded seems of sufficient interest to 
merit publication. 
A male child, aged 1 zor and 7 months, was admitted and sub- 


sequently diagnosed by W. E. Cooke as a case of von Jaksch’s 
anaemia, The infant showed no response to treatment on general 


medical lines. 
On- July 3rd, 1928, the temperature, for no apparent reason, 


_ suddenly rose to over 104° F., and pyrexia was maintained during 


the ensuing days. On July 7th intractable vomiling commenced. 
The following day the temperature abruptly dropped to 97°, and 
the child died. 
At the post-mortem examination the findings confirmed the 
diagnosis. Im addition, the whole of the stomach was found m 
the thorax, rupture of the diaphragm having occurred in the 
vicinity of the oesophageal opening. Apparently the gradually 


‘increasing ‘tension in the abdomen had led to the rupture 


a congenitally weak area at this spot. The child did not vomit 
in hospital until the day before death, but in support of a 
congenital hernia the relatives volunteered a history of flatulence, 
frequent vomiting of feeds, and borborygmi. : 
I am indebted to Dr. W. E. Cooke for permission to publish 
this case. 
Sranitey N. Dow, 


House-Surgeon, Royal Albert Edward Infirmary 
and Dispensary, Wigan. 
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Reports of Soricties. 


EMPYEMA. 
Ara meeting of the Medical Society of London, on October 
22nd, with the president, Dr. J. W. Carr, in the chair, 
Dr. C. E. Lakin opened a discussion on the diagnosis and 
treatment of empyema. 

Dr. C. EK. Lakin said that while abscess of the lung was 
rare in pneumonia, empyema was the most common com- 
plication. There were two types of empyema: that in 
which the collection of pus was simultaneous with the 
prenimonia and that in which the pus appeared as a sequel; 
to these the terms synpneumonic and metapneumonic had 
heen applied by Cameron. The latter was the more common, 
the synpneumonic type being mostly confined to children 
under 2 years old as part of a generalized pneumococcal 
infection; it was noticeable that in any case of empyema 
in a child tubular breathing was often heard through the 
fluid. Of the metapneumonic type there was a variety 
which might go undiagnosed, there being no definite history 
of pneumonia, though the child was obviously ill, with 
clubbing of the fingers, pallor, sweating, slight fever, and 
dyspnoea. Empyema was probably never a primary infec- 
tion of the pleura, and there was usually a pneumococcal 
focus present. The streptococcus produced the second 
commonest type of empyema, and this was the most serious 
form. It was important always to ascertain whether an 
empyema was diffuse or localized before there was any 
free opening of the chest. An w-ray examination would 
give useful information, and estimation of the intrapleural 
pressure would also help, since there was a wider range of 
oscillations in the absence of adhesions. The physical 
sigus of empyema were, as a rule, those of a_ pleural 
effusion. Oedema of the chest wall and bulging of the 
intercostal spaces were more commonly described than seen, 
and with regard to displacement of the apex beat probably 
at least ten ounces of fluid were required before this took 
place. Interlobar and mediastinal empyema could be very 
puzzling, and in such cases Dr. Lakin believed that radio- 
logical examination should precede the use of the exploring 
needle. Of all the signs of empyema there was not one 
which was peculiar to an effusion and which might not 
occur in other conditions; it was important to remember 
that mensuration of the chest would often show that the 
side containing fluid measured less than the sound side. 
In the diagnosis of interlobar empyema there was often a 
band of dullness over the second and third spaces in front. 
In differential diagnosis of this condition suppuration 
within the lung caused most difficulty, but there was some 
help in the fact that the chest in abscess cases was “‘ noisy,” 
with many~* added sounds of consonating character. 
Collection of pus below the diaphragm might give rise to 
difficulty, and in these cases it should be noted that pus 
would run out of a needle more rapidly during inspiration, 
whereas in empyema pus emerged more readily during 
expiration. With regard to treatment Dr. Lakin empha- 
sized the need for revision of the old rule that pus should 
be evacuated as soon as found by costal resection. Aspira- 
tion had been substituted as a preliminary measure, and 
should always be performed when the diagnosis was made. 
Bacteriological and cytological examination of the fluid 
should next be made, and then the question when to operate 
decided. If the pus was offensive it should be evacuated 
at once. If it was non-offensive and active pneumonia was 
present aspiration should be continued until after the crisis, 
when an operation could be performed more safely. The 
disadvantages of delaying the operation (such as thickeniag 
of the pleura) were slight. Local anaesthesia was prefer- 
able in all cases, and after the operation all steps should 
be taken to bring about approximation of the pleural 
surfaces. Sitting positions should be encouraged, and the 


use of Woulfe’s bottles for blowing exercises. 

_ Mr. A. Tupor Epwarps defined empyema as a_ local 
collection of pus in the pleural cavity, and said that when 

the pus was diffuse the term ‘ pyothorax ”’ should be used. 

He insisted that the condition should never be regarded 
as an emergency requiring immediate operation. In 


pneumococcal cases adhesions between the pleural layers 
formed early, but in streptococcal cases such adhesions 
occurred later, a sero-purulent fluid was obtained, and an 
operation was contraindicated. When pneumonia was 
present aspiration should be employed at intervals until 
the active stage in the lungs was ended. Repeated aspira- 
tion might become increasingly difficult. It was the 
custom of the speaker to make an incision down to the 
pleura in such cases and pack this incision with gauze; 
this was removed when tapping was performed, and was 
subsequently replaced. Local anaesthesia was required for 
rib resection, and complete closure was not justified. The 
correct treatment was to drain an empyema with approxima- 
tion of the lung to the chest wall by adequate drainage, 
irrigation, maintenance of a negative pressure, and exer- 
‘cises. The dangers of irrigation arose from the use of a 
small tube and the production of positive pressure. For 
irrigation the chlorine group of lotions (eusol, etc.) was 
very valuable, since they appeared to dissolve the exudate 
on the pleura. The speaker used a special double tube 
with a flange, and irrigation was practised daily. In inter- 
lobar cases drainage should only be employed after the 
pleural layers had become adherent. 
have to consist of two stages, during the first of which the 
pleural layers were approximated to encourage adherence. 
Under the age of 3 svnpneumonic types were common, ani 
aspiration should always be tried first. In chronic empyema 
it was first necessary to determine the size of the cavit) 
to be dealt with. Then free drainage and irrigation were 
commenced; if the cavity did not appear to be getting 
smaller some further operation should be attempted. 
Decortication of the lung should be tried first, and if this 
failed the chest wall should be collapsed by some form of 
thoracoplasty. 

Dr. F. J. Poynton dealt with some of the problems of 
empyema in children. He described an apparatus for 
continuous aspiration devised by Mr. F. N. Reynolds and 
himself, in order to reduce the high mortality of empyema 
in infancy. He had used this method for more than 
twenty cases, and he believed that there was room for 
improvement. In a series of seventeen cases treated since 
1922 there had been six deaths: one from glioma of the 
brain, one from a safety-pin in a bronchus, two from 
meningitis, one from septicaemia later, and one had just 
faded away after apparent recovery. In three cases an 
operation for resection had been performed later. The diffi- 
culty in this method was to keep the cavity free from 
secondary infection. There was some difficulty in deciding 
when to remove the tube owing to the slow expansion of 
the lung in children, but, taken all round, he believed this 
method of great value. 

Dr. Water Broappent described some cases of inter- 
lobar empyema. Dull areas were to be found over the second 
and third spaces in front, high up in the axilla, and at the 
level of the spine of the scapula behind. The physical 
signs differed in every case, but the best situation for 
insertion of a needle was high up in the axilla. In cases 
of diaphragmatic empyema there was an area of dullness 
and silence in the lower axilla. 

Sir Cuarters Symonps inquired if Mr. Tudor Edwards 
ever found it necessary to ligature the intercostal artery, 
especially in streptococcal or septic cases. He had always 
practised irrigation, and in the case of sudden death which 


-he had reported in 1920 there was an abscess in the brain. 


For safety in irrigation he believed in the use of a big 
tube, and antiseptic dressings should always be used to 
prevent secondary infection. The tube should not be 
removed too soon, and he recommended the use of oxygen 
where there was communication with a bronchus. 

Dr. G. F. Sreesinc described his experiences with 150 
cases of rib resection. This was indicated when the fluid 
became localized and frankly purulent. He believed that 
an operation should be performed as soon as this was the 
case, He thought « rays of great use before operation to 
indicate the best site for drainage; he always made a 
large opening and put in a big tube, which should be kept 
in until the cavity closed. He agreed as to the value 
of antiseptic dressings, but did not think suction drainage 
was necessary in most cases, 


The operation might . 
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AMERICAN MEDICAL WAR HISTORY. 
True War Department of the United States of America is 
to be congratulated on the possession of resources which 
enabled it to produce almost simultaneously, towards the 
end of 1927, three volumes! of its medical history in the 
great war. To the various sections published from time 
to time since 1921 under the direction of Major-General 
M. W. Irevann, the Surgeon-General, have been added 
Volume II, by Colonel Joseph H. Ford, on administration 
in the American Expeditionary Forces; Volume VII, by 
Colonel William N. Bispham, on training; and Volume 


XLII, in Part I of which Major A. G. Crane deals with 


physical reconstruction and vocational education, while 
Part IE contains an account of the Army Nurse Corps, by 
its superintendent, Julia C. Stimson. These volumes are 
essentially works of reference; they are divided into 
sections, subdivided into chapters, complete with lists of 
tubles, plates, charts, and figures. Consisting of 1,123, 
1,211, and 998 pages, they weigh respectively 6 lb. 7 0z., 
7 \Ib., and 5 Ib. 15 oz. Included in each is an extensive 
appendix (covering 290, 456, and 645 pages of small print) 
containing important reports, copies of circulars, and 
information from different manuals, 

The introduction to Volume II contains an interesting 
description of the general organization and development 
of the American Expeditionary Forces; the scope of the 
volume is indicated by the sections which, in order, deal 
with the organization and administration of the chief 


-surgeon’s office; medical activities of territorial sections; 


hospitals; evacuation of patients to the United States and 
discontinuance of hospitals: the army of occupation in 
Germany; and medical department activities with the 
American forces in France. For the purpose of this 
volume the period of war activities extends from April 
6th, 1917, to December 31st, 1919. The outstanding feature 
in Section I is the outline of the medical department’s 
struggle for an organization capable of handling the rami- 
fications of the medical service, and for information which 
was absolutely essential if the army and the country were 
to benefit by having a medica! personnel in Europe varying 
from 8.6 to 10 per cent. of the total strength, and 
provision for the hospitalization of their cases on a 15 per 
cent. basis. Three days after the Armistice instructions 
were issued to reduce the total hospital beds to 7} per cent. 
The chapter devoted to hospital centres will repay study 
by those who may in the future be charged with the control 
of medical services on lines of communication or at bases. 
It may interest them in town planning, broaden their minds, 
and make them realize that peace time economies persisted 
in during active service can only lead to failure. Only one 
hospital centre is discussed at length. The chapter on 
base hospitals in France is an extensive piece of work, 
for the essential details are a précis compiled from 
individual records now filed in Washington. This may also 
be said of the chapter on camp hospitals. The hospitals 
are detailed by their numbers, each account including 
the date of organization, mobilization, moves, arrival in 
France, site, when ready to function, period of function- 
ing, numbers treated, dates of leaving France, arrival in 
America, and demobilization. 
officers and of chiefs of the surgical and medical services 
are also given. Such details do not interest the general 
reader ; a table would have lightened the volume and given 
the details at a glance. Section IV, on the evacuation 
of patients to America, contains certain facts worth noting 
and remembering. At the evacuation bases—St. Nazaire, 
Brest, and Bordeaux—there was a_ physical disability 
board, which examined all patients before deciding which 
cases were to be invalided to America. This is a most 


! The Medical Department of the United States Army in the World 
War, Prepared under the direction of Major-General M. W. Ireland 
Vol. If: Administration, By Colonel Joseph H. Ford, M.C. Vol. VII: 
Training. By Colonel William N. Bispham, B.C. Vol. XIII, Part IT: 
Physical. Reconstruction and Vocational Education, by Major A G. 
Crane, 8.C.; Part 11: The Army Nurse Corps, by Julia C. Stimson. 
Washington: U.S. Government Printing Office. 1927. (Sup. roy. 8vo, 
Vol. Il, pp, 1123; 165 figures. 3.40 dollars. Vol. VII, pp. x 41211: 
33 figures. 3.26 dollars. Vol. XIII, pp. xi + 998; illustrated, 


3 dollars.) 
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important detail if the wholesale evacuation of patients 
likely to be fit for duty in a short time is to be prevented, 


Volume VII, on training, is so crowded with facts that- 


it will appeal only to officers who are either specially 
detailed for or interested in the exact type of work 
recorded. It is perhaps necessary to have a complete 
record, and it has been the aim of the volume to show 
how the medical department trained its personnel to fit the 
principles of medicine, surgery, and hygiene to military 
life. The first section deals with training in the United 
States, and the second section gives a detailed account 
of training in corps, army, and special schools in the 
American expeditionary forces in France. 

Physical reconstruction and vocational education, the 
subjects forming Part I of Volume XIII, were early 
developed by the belligerent countries, but pioneers do not 
often speak of their work, and it is therefore all the more 
pleasing to read that ‘‘ when we entered the war, nearly 
three years after its commencement, no pioneer road was 
left for us to follow with respect to the physical recon- 
struction and vocational re-education of our wounded or 
otherwise disabled soldiers and sailors. It was left for us 
merely to select a plan and to modify it to meet our own 
needs.’”?> How this was accomplished is shown in_ this 
volume, Part II of which is an interesting record of the 
organization and work of the Army Nurse Corps in 
America and in France. 

The books under review, particularly Volume XIIT, are 
well illustrated and printed on excellent paper in a type 
that makes pleasant reading, but the method of putting 
copious reference numbers in the text, for verification 
elsewhere, tends to distract the reader’s attention and is 
to be regretted. On the whole, we would have preferred 
less quotation of chapter and verse, trusting the historian 
to give a broad and fair survey. 


DEGENERATION AND REGENERATION OF 
NERVES. 
To criticize the work of Ramén vy Casa is difficult, for 
the simple reason that one is so impressed by the extra- 
ordinary thoroughness of his work and the painstaking 
wealth of detail. In Degeneration and Regeneration of 
the Nerrous System? Cajal has given of his best. The 


-book represents the fruit of eight years’ research, and was 


originally published in Spanish in 1913, apparently most 
of the copies going to South America. It is a great pity 
that we have had to wait fifteen years for the appearance 
of an English translation of this remarkable work. It is 
a still greater pity that Cajal did not see his way to adding 
to the bulk of it by bringing it up to date thoroughly 
instead of merely inserting an ‘‘ additional note ”’ at the 
end of some of the chapters, giving an account, very 
cursory as a rule, of more recent work on degeneration 
and regeneration. Many readers will miss the name of 
Rio del Hortega, which they had come to look on as 
almost a ‘‘ hdusehold word.” 

The work is in two volumes, the first of which deals 
with traumatic degeneration and regeneration of the 
nerves. Caja! is a strong supporter of the neurotropic 
hypothesis of regeneration, but he discusses adequately 
the electrical theories of Kappers, Child, ete., and the 
mechanical theories of Heidenhain and Harrison. <A full 
discussion of these theories in tiew of the advances of the 
last few years from the work of Arien-Kappers, Marinesco, 
and others would have added greatly to the value of the 
last chapter. The second volume is devoted to degenera- 
tion and regeneration of the nerve centres. This volume 
is divided into four parts, the first dealing with the 
sensory and sympathetic ganglia, the second with the 
spinal cord and the nerve roots; included in this part we 
have the optic nerve and the retina. The third part deals 
with the cerebellum, and the fourth with the cerebral 
cortex. In these chapters the action of injury, com- 
pression, and cold, and of infections of various kinds, are 
dealt with. The section dealing with the cerebral cortex 


2 Degeneration and Regeneration of the Nerrous System. By S.. Ramon 
y Cajal, M.D., F.R.S. In two volumes. Translated and edited by Raoul 


M. May, Ph.D.Harv., D. és Se. Paris. London: Milford, Oxford University 
Press, 1928. (Med. 8vo, pp. 769; 317 figures. 50s. net the two volumes.) 
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is perhaps the most interesting part of the whole work. 
Here the origin of the rod-cells or Stiibchenzellen of Nissl 
and the Gitter cells is well discussed. 

The illustrations are very well done, and the two volumes 
reflect great credit on the O-ford University Press. The 
work has been so well translated by Dr. Raovt May that 
it might well have been originally written in English. 
The feeling, however, after going through the two volumes, 
is one of disappointment that the whole work was not 
recast and brought thoroughly up to date when an English 
translation was being undertaken. Fifteen years behind 
the times is a long time in these daws of co-ordinated and 
highly developed research, 


FRACTURES—IN SPANISH. 

In the preface to the first volume* of his book on fractures 
Professor Lavreano Onivares tells us that he has long 
hoped that the needs of Spanish and Hispano-American 
surgeons would be met by an authoritative work on frac- 
tures in his native language. He has now taken a long 
step towards supplying this want by the publication of this 
volume, in which the anatomy and physiology of bones, 
the pathology of fractures, and the various methods em- 
ployed in the treatment of fractures are discussed. Another 
volume will follow in which fractures of the several bones 
and their various types will be described and their appro- 
priate treatment indicated. As regards general methods 
Dr. Olivares thinks that most weight must be laid on 
the use of bloodless proceedings so-called, which must, at 
present, and probably always will, be adopted in the 
majority of cases. Nevertheless a considerable amount 
of space is devoted to descriptions of methods of skeletal 
traction, such as Steinmann’s pins and different types 
of ice-tongs and bone-plates and bone-grafts. We are 
reminded that the author is treating of accidents in Spain 
or South America by finding at page 77 a most interesting 
radiograph of an incomplete but comminuted fracture of 
the tibia, inflicted by a bull’s horn, Such an injury in 
northern Europe is little likely to occur, except perhaps as 
a result of gunshot. 

Adequate consideration is given to ischaemic paralysis 
as a result of fracture and its treatment, and there is a 
useful chapter on separation of epiphyses. The diagrams 
illustrating the effect of position in correcting or exagger- 
ating the deformity of a fractured long bone, as in the 
case of fracture of the humerus or femur, are clear and 
instructive. A chapter on open, or as we should say, 
compound fractures, includes gunshot fractures, and gives 
much information on firearms and projectiles. We are 
glad to see that British and North American bullets do not 
interest the Spaniards, for we infer therefrom that the 
possibility of warfare between these three peoples is 
excluded from the author’s mind. Thomas’s splints, on the 
contrary, receive due attention. The figures and plates 
in this volume, to the number of 470, are excellent. 

If the second volume is equal in merit to this, Spanish 
surgery need no longer look abroad for an excellent guide 
to the treatment of all kinds of fractures. 


PATHOGENIC MICRO-ORGANISMS. 

fasciculi have appeared, forming parts of 
several volumes of the third edition of Korie and 
von WassERMANN’s admirable handbook of pathogenic 
micro-organisms. We mentioned the publication of pre- 
vious fasciculi in our issues of May 7th, 1927 (p. 839), and 
February 11th, 1928 (p. 223). The new parts are as useful 
and comprehensive as their predecessors; particularly com- 
Nendable is the full bibliography, and some of the fasciculi 
contain good illustrations. It is impossible to do more 
than mention the contents of each part for the benefit of 
readers especially interested in these subjects. 

Part 21 of Volume I contains articles on the congenital 
transmission of infectious diseases, by Professor H. Braun 


3 Fractures. Tomo I. By Laureano Olivares, Professor of Pathology 
and Clinical Surgery in the Central University, and Surgeon to the 
Provincial Hospital of Madrid. Madrid: Javier Morata. 1928. (Sup. 
roy. 8vo, pp. xxxi + 407; 470 figures.) 

4 Handbuch der pathogenen Mikroorganismen. Begriindet von W. 
Kolle und A. vy. Wassermann. Dritte, erweiterte Auflage. Jena: G. 
Fischer; Berlin: Urban und’ Schwarzenberg. 1928. 


and Dr. K. Hofmeier; on the specificity of the exciting 
cause of infections, and the basis of the teaching of 
acquired active and passive immunity, by Professor W. 
Kolle and Dr. R. Prigge; and on natural immunity, by 
Professor M. Hahn. In Part 15 of Volume Il Professors 
K. P. Pick and F, Silberstein deal with the biochemistry of 
antigens and antibodies; Dr. L. E. Walbum with toxin 
and antitoxin; Professor E. Pribram with bacterial haemo- 
toxins aud anti-haemotoxins; Professor R. Kraus with the 
toxins and antitoxins of vibrios; and Professor O. Bail 
with bacterial aggressins. Two new parts of Volume IV 
have been published: of these, Part 17 contains articles by 
Professor W. v. Lingelsheim on streptococcal infection ; 
by Dr. C. W. Jungeblut on scarlet fever; by Professor F. 
Neufeld and Dr. R. Schnitzer on the pneumococci; and by 
Professor M. Eisler on tetanus. In Part 20 of this volume 
Dr. J. Zeissler writes on the gas-producing infections in 
men; Dr. H. Foth upon anthrax; and Professor K. F. 
Meyer on botulism. Part 18 of Volume V contains articles 
by Professor E. Wernicke and Dr. H. Schmidt on immunity, 
serum therapy, and prophylactic vaccination in diphtheria ; 
by Professor H. A. Gins on the B. fusiformis; by Professor 
B. Mollers on tubercle bacilli; by Professor H. Selter and 
Dr. W. Blumenberg on the pathology and mode of infection 
of tuberculosis; by Dr. E. Léwenstein on immunity in 
tuberculosis and tuberculin treatment; by Professor R. 
Kraus on the basis of prophylactic vaccination with B.C.G. ; 
and Professor W. Zwick and Dr. J. Witte on prophylactic 
vaccination against tuberculosis in domestic animals and 
cattle. In Part 16 of Volume VI Professor R. O. Stein 
discusses ulcus molle; Dr. S. E. Francis tularaemia; Dr. R. 
Abel the capsulated bacilli; Dr. T. Axenfeld the infections 
of the conjunctiva: Professor E. Kiister the flora of the 
mouth, nose, and vagina; and Professor A. Nissle the 
norma! intestinal bacteria and their relation to health. 
Part 22 of Volume VI deals with various topics, including 
coliform hacteria, described by Professor A. Nissle; swine 
erysipelas by Professor H. v. Preisz; haemorrhagic 
septicaemia by Professor F. v. Hutyra; fowl cholera by 
Professor R. Manninger; abscesses and suppuration in 
domestic animals by Professor F. Glage; infections asso- 
ciated with the breeding of animals by Professor H. 
Miessner and Dr. R. Wetzel: and an article on glands in 
cattle by Professor J. Bongert. Part 19 of Volume IX 
contains two articles: the first, on foot-and-mouth disease, 
is contributed by Professor O. Waldmann and Dr. K. 
Trautwein, while Professors P. Uhlenhuth, H. Miessner, 
and Dr. W. Geiger have collaborated in an article on the 
virus of swine fever. . 

We commend highly the new additions to a series which 
has already deservedly won tributes of praise. 


POSTURE REFLEXES. 
Unper the name of elementary posture reflexes Drs. Foix 
and Thevenard in 1923 described certain phenomena 
observed in certain circumstances in the normal living 
muscles. Under the same title, Les Réfleres de Posture 
ElémentairesS Dr. P. of Bordeaux dis- 
cusses at some length the practical application of a know- 
ledge of these reflexes in diagnosis and treatment, especially 
as a means of discriminating lesions of the cerebrum from 
those of the pyramidal tract. The reflex which he has 
generally made use of for this purpose is that of the tibialis 
anticus, in the following manner. When in the relaxed 
and resting limb the foot is passively dorsiflexed and 
inverted, a contraction of the muscle occurs which does 
not at once .disappear when the foot is released. This 
phenomenon would appear to he the opposite to the stretch- 
reflex of Sherrington. The author records the successive 
phases of this contraction and relaxation by means of a 
slightly modified Marey’s myograph. The results of his 
many observations may be thus shortly indicated: In 
neuritis from lead poisoning, anterior poliomyelitis, tabes, 
hemiplegia (both flaccid and spastic), lateral and dis- 
seminated sclerosis, syringomyelia, and compression of the 
cord by tumour, the reflex is absent. In post-encephalitic 


Re de Posture Elémentaires, Par P. Delmas-Marsalet. 
BAD. ok poy V. Pachon et H. Verger. Paris: Masson et Cie. 
1927. (Med. 8ve,. pp. 174; illustrated. 16 fr. sans majoration.) 
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Parkinsonism, whether bradykinetic or not, or acute de- 
cerebration from epidemic encephalitis, and in paralysis 
agitans, the reflex is exaggerated. Certain therapeutic 
measures affect the duration and force of the phenomenon 
in diseased states. Thus, passive and active mobilizations 
diminish it temporarily. Certain drugs, such as hyoscine, 
have the same effect, and by their use it is possible to 
abolish this reflex, leaving the effects of pyramidal lesions 
evident. The therapeutic employment of this drug promises 
improved results. This study is very fully documented with 
case-histories and many myographic tracings. Neurologists 
and pathologists alike should find it of considerable interest. 


NOTES ON BOOKS. 


We have received the first six issues* of a German series 
intended for the general practitioner, of which the subjects and 
authors are as follows: No. 1, the initial stages of the most 
important mental diseases, by Professor Alexander Pilcz; No. 2, 
distarbances of sleep and their treatment, by Professor Otto 
Marburg; No. 3, acute otitis media, by Professor Otto Mayer ; 
No. 4, diphtheria and other forms of sore throat, by Professor 
Carl Leiner and Dr. F. Basch; No. 5, convulsions in childhood, 
hy Professor Julius Zappert; and No. 6, glycosuria, renal 
diabetes, and diabetes mellitus, by Dr. Herbert Elias. All the 
works emanate from well-known authorities, and are written in 
a clear, concise, and practical manner. The work on diphtheria, 
which may be taken as an example, contains a brief epidemio- 
logical introduction, which is followed by a fairly full clinical 
description of the varieties of the disease, the diagnosis and 
treatment, the various forms of sore throat in other infectious 
diseases, Vincent’s angina, and all other forms of sore throat. 


Dr. W. A. Fisher of Chicago has produced a second edition 
of his book on Ophthalmoscopy, Retinoscopy, and Refraction.* 
The publisher has done his work well, for the printing and 
binding are excellent, but we are not impressed by the subject- 
matter. There are numerous fundus drawings in colour, but 
they are so small as to be of little value to the student. 
A fundus drawing 1} inches in diameter as the sole occupant 
of a page 8 by 5% inches fills out the volume, but such 
miniatures, though pretty to look at, are scarcely instructive. 
There is other waste of a more surprising kind. An illustra- 
tion of an empty cotton reel would seem to be a work of 
supererogation ; so also the devotion of a whole page to a couple 
of figures taken from a wholesaler’s catalogue of spectacle 
frames. The text is short and scrappy, and is rather sugges- 
tive of a reproduction of lecture notes—sufficient as an outline 
of a discourse to be given, but somewhat cryptic .to the 
uninitiated. 


Dr. W. G. Arrcuison Rosertson’s little book of Aids to 
Public Health® (which we reviewed on its first appearance in 


- our issue of July 7th, 1923, p. 22) has undergone rearrange- 


ment and enlargement, additions in particular having been made 
to the chapters on medical instruction of school children, 
maternity and child welfare, and industrial hygiene. Although 
we find no mention of the Weil-Felix reaction in the section on 
typhus, the work in most respects has been brought well up to 
date, and the second edition will form a useful introduction 
to larger textbooks on public health. 


The biological treatment of infections,» by Dr. A. Jenrzer, 
contains a good summary of the pharmacological actions of the 
volatile oils, and those interested in this subject will find a 
useful bibliography containing some hundreds of references. 
The greater part of the volume is devoted to a description of 
the effects produced in septic conditions by the: intravenous 
injection of a mixture of volatile oils and resins which has been 
named ‘‘ themsaline.’’ The author claims that this treatment 
produces remarkably beneficial effects, 


r. R. A. Fisuer’s Statistical Methods for’ Research 
Workers,'® which is designed to serve as a manual for biolegical 
research workers without offering mathematical, proofs of the 


6 Biicher der drtzlichen Praxis. Vienna and Berlin: J. Springer, 1928 
1 0. figures ; 

No. 6, . Vi + 88; 7 fi +i 60.) ° 
7 Ophthalmoscopy, Retinoscopy, and Re raction. By 

Second edition, enlarged. Philadelphia: A’ 
avis Company. i emy 8vo . 291; 211 1 plates. 

3.75 dollars.) B figures, 24 plates, 
* Jids to Public Health. y W. G. Aitchison Robertson, 

F.R.C.PEd. Second edition. Students’ Aid Series, eng 

Tindall and Cox. 1928. (Feap. 8vo, pp. vi + 186. 3s. 6d. net.) ¥ 

Jentzer. Paris: Masson et Cie. x . 424: 

majaration.) (7 x 93, pp. 424; 169 figures, 
‘* Statistical Methods for Research Workers. By R. A. Fis 

Second edition, revised and enlarged. Biolo ical 

Manuals, No. V. Edinburgh and ndon: Oliver and Boyd. 1928 

(Demy 8vo, pp. xi + 269; 12 figures. 15s. net.) . 


underlying theories, has been revised and extended in the light 
of the experience gained since the first edition appeared about 
three years ago. The principal change has been the addition 
of a chapter on the principles of statistical estimation, which 
received only general discussion in the earlier edition, and one 
of bg tables has been extended to increase the range of its 
utility. 


PREPARATIONS AND APPLIANCES. 

A Syrince ror Insecrion or Varicose VEINS. 
Dr. A. A. Mitrer (London, W.) writes: As is well known, it. is 
esseniial for a successful injection that the sclerosing solution 


should come in intimate contact with the inner coat of the varicose - 


vein in order to injure the endothelium; this injury will be 
reater the more concentrated the injected solution. On the other 


hand, it is necessary to make sure that the himen of the vein 


has been entered, and this is done by aspirating some blood. The 
blood thus drawn into the syringe is apt to reduce the concen- 
tration of the sclerosing solution. It is therefore essential to 


aspirate as little blood as possible, and a syringe which allows 
the smallest quantity of blood to be clearly detected is indicated. 
I have used such a syringe for the last six months with most 
gratifying results. The essential part of it is the long fine 
nozzle made of polished glass, magnifying the extremely fine 
lumen. An infinitely small amount of b is readily observed, 
which could not cause any dilutjon of the sclerosing liquid: a fine 
short bevelled needle is used with the syringe. The syringe 1s 
manufactured by Messrs. Charles King, 34, Devonshire Street, 


London, 
PYELO-LITHOTOMY Forceps. 
Mr. W. K. Irwin, F.R.C.S. (London,W.), writes : When removin 
calculi through an incision in the renal pelvis I have often foun 
difficulty in manipulating the ordinary type of forceps, especially 
if the patient is stout, the pedicle short, and the kidney not 
readily mobilizable. I have, therefore, designed the instrument 
shown in the accompanying illustration. he inner end, for 


grasping the calculus, is 1} in. long, is bent at a right angle 
to the handle, and has concave fenestrated jaws. The handle 
portion is 24 in. in length.’ With such an instrument one can 
work in a much more’ limited space than with a straight or 
nearly straight type. It has been made for me by Messrs. Allen 
and Hanburys, Ltd., of Wigmore Street, W. 


Tue ‘A. anv H.” Kyire. 

We have received from Messrs. Allen and Hanburys, Ltd. (48, 
Wigmore Street, London, W.), 2 specimen of their ‘‘ A. and H.” 
surgical knife with interchangeable blades and _ stainless steel 
handle. This detachable-bladed scalpel is made entirely in Eng!and. 


Its special features are the ease and safety with which blade and .- 


handle can be we together, the rigidity of the whole instrument 
when assembled, 


three sizes, from the best Sheffield steel. The several parts can 
be bought separately, but_a complete set, comprising handle and 
six of each size of blade, is sold in a metal box at 16s. 6d. With 
this outfit the surgeon can depend on having a sharp knife ready 
for use at the shortest notice. . . 


Since medical practitioners have reported that in many cases the 
response obtained from the administration of half of a half grain 
of ‘tabloid ’’ ephedrine hydrochloride is adequate, Messrs. 
Burroughs Wellcome and Co. now issue “tabloid” ephedrine 
hydrochloride gr. 1/4 (0.016 gram) in bottles of 25 and 100. This, 
like all the firm’s ephedrine products, is prepared fyom the natural 
alkaloid—the optically active isomer which rotates the plane 0 
larization of polarized light to the left; dextro-rotatory ephedrine 
nas little activity compared with its optical isomer. ne racemic 


(optically inactive) synthetic ephedrine has been shown to possess 
only half the therapeutic activity of ephedrine carefully prepared 
from the genuine Chinese plant. Burroughs Wellcome and Co. 
add that they have ensured an adequate supply of authentic 
ma huang from China. . 


and the. simple and convenient design-of the © 
rooved handle of hard stainless metal. The blades are made in . 


ix | 
Ch i 
fow 
soul 


be | 


nati 
pub 
life 

enla 
heal 
in | 
chil 
adu 
retu 
worl 
conc 
New 


atte 


lh 
by 2 
betw 
of si 
of a 
to ] 
fem: 
lowe 
decl 
is 
prob 
the | 
sligh 
1927 
caus 
in lf 
resp) 
1il | 
1926 
deat! 
and 
deat! 
70 p 
with 
savir 
phys 
The 
being 
decli 
in 
peral 
In tl 
cereb 
Ihyel 


Sc: 
1927 
as ou 
thou; 


Medic: 
s 


| 


STATE OF THE PUBLIC HEALTH. 


. 29, 1928] 


THE STATE OF THE PUBLIC HEALTH. 


SIR GEORGE NEWMAN’S REPORT FOR 1927. 
[First Norice.] 

Ix his annual report on the state of the public health’ the 
Chief Medical Officer of the Ministry of Health advances 
four basic principles essential to the establishment of a 
sound national system of preventive medicine: there must 
be precise inquiry into, and accurate registration of, the 
essential data; there must be scientifically established and 
clearly formulated norms of health and physiological pro- 
cesses; there must be an ever-growing knowledge of the 
character and incidence of disease, its ‘causes, and pre- 
vention: and, finally, as our practice of the principles of 
public health .is ultimately moulded by practicability, 
public opinion, and financial resources, there must be 
national organization of health services. The problems of 
public health involve a consideration of the whole physical 
life of man, of everything which affects it, prolonging and 
enlarging it, or shortening and restricting it. How are 
healthy men and women to retain their health and grow 
in physical grace, knowledge, and capacity? How are 
children to be so nurtured as to grow up into healthy 
adults? How are the sick to be treated so that they may 
return healed as soon as possible to the ranks of the 
workers? These are problems that confront all who are 
concerned with the health of a community; Sir -George 
Newman in his report presents the data on which any 
attempt to solve them must be based. 


Population, Deaths, and Births. 

In 1927 the population of England and Wales increased 
by 200,000 over that of 1926. The bulk of this population 
—no fewer than 23} millions—belongs to the age groups 
between 25 and 55: there are only six million children 
of school age, and only six million persons above 55 years 
of age. Males outnumber females in every age group up 
to 15, after that there is a steady preponderance of 
females; 654,172 children were born in 1927, much the 
lowest number for many years; 484,609 persons died. The 
decline in the birth rate and in the infant mortality rate 
is maintained; the death rate, on the other hand, is 
probably at its lowest point, and owing to the change in 
the age distribution of the population it may soon show a 
slight upward tendency. The principal causes of death in 
1927, with the proportion per 1,000 of deaths from each 
cause, were, diseases of the heart and circulation 201 (188 
in 1926); bronchitis, pneumonia, and other non-tuberculous 
respiratory diseases 157 (150 in 1926); malignant diseases 
111 (117 in 1926) ; diseases of the neryous system, 90 (103 in 
1926); and all forms of tuberculosis 79 (82 in 1926). The 
death rate of infants under one month still remains high 
and shows no diminution in the last five years; but the 
death rate under one year has been brought down to only 
70 per 1,000 births. As a low mortality rate is associated 
with a low morbidity rate this implies not only a great 
saving of infant life but a general improvement in the 
physical equipment of the present generation of children. 
The death rate among illegitimate children remains high, 
being as many as 120 per 1,000 born. There is still no 
decline in the puerperal mortality rate; 2,690 women died 
in childbirth in 1927, and of these 1,026 died from puer- 
peral fever—a preventable disease. There was an increase 


In the incidence and mortality of pneumonia, small-pox, 


cerebro-spinal fever, and enteric, and a decline in polio- 
myelitis and encephalitis lethargica. 


Epidemiology. 

Scarlet fever and diphtheria were more prevalent in 
1927 than in 1926, but less fatal. The fatality rate was, 
as usual, higher in diphtheria than in scarlet fever, 
though the ratio in each case (52.5 per 1,000 in the former 


1On the State of the Public Health. Annual Report of the Chief 
Medical Officer of the Ministry of Health for the year 1927. London: 
H.M. Stationery Office. (Med. 8vo, 2s. 6d. net.) 


and 6.8 per 1,000 in the latter) is the lowest recorded. 
Scarlet fever thus maintains the diminished severity which 
has characterized it in recent years. Five fairly con- 


siderable outbreaks resulted in a great increase in the 


incidence of enteric fever in 1927 over that of 1926— 
3,533 cases as against 2,739. The numbers of notified 
deaths from this fever were the same in the two years, 
so that the fatality rate declined. The increased incidence 
and mortality from pneumonia in 1927 were associated with 
the recrudescence of influenza at the end of 1926 and the 
beginning of 1927; there were 67,757 cases with 37,242 
deaths. 
Small-pox. 

Small-pox increased in prevalence from 10,146 cases to 
14,767, and the fatality rate, though small, was higher— 
5.2 per 1,000 in 1927, and 1.8 per 1,000 in 1926. In 1926 
only one case occurred in Wales; in 1927 2,442 cases were 
reported. During the year 49 deaths occurred in respect 
of which small-pox was entered on the death certificate 
as the cause of death. Of these 35 were in unvaccinated 
subjects, 12 in. subjects who had been vaccinated in in- 
fancy, and 2 in subjects in which the evidence as to 
vaccination was doubtful. An analysis of the age dis- 
tribution of small-pox incidence in relation to the vaccinal 
condition of the patients is instructive... Only 26 vac- 
cinated persons under 15 contracted the disease; no fewer 
than 6,013 unvaccinated persons of the same age group 
contracted it. 


The Enterie Fevers. 

Exact information is lacking as to the relative incidence 
of diseases of the typhoid group, but the incidence of para- 
typhoid B fever appears to have increased in recent years. 
Paratyphoid fever is often so mild in character that many 
cases may escape detection, and the number of notifications 
is therefore not a reliable index of its incidence. This 
fact may also account, in part, for the difficulty in tracing 
the source of infection in some outbreaks. The decline in 
typhoid mortality is attributed to the improvement of 
public water supplies, the prompt removal of faecal matter 
and house refuse, the early recognition and removal of 
cases to hospital, the education of the public in hygiene, 
and the improvement which has taken place in the tech- 
nique of preparing, handling, and storing foods. 


Diphtheria. 

The value of artificial immunization against diphtheria 
is emphasized in this section of the report. The im- 
proved methods and materials now used are effective and 
properly safeguarded; and though they may not afford 
immunity over the whole of life, they will, in most cases, 
do so during the early susceptible years. Three doses of 
toxin-antitoxin will produce full immunity in 80 to 90 per 
cent. of children. Schick testing before inoculation is not 
necessary, but it is advisable to perfarm a Schick test three 
months after a course of treatment, and to give a fourth 
or even a fifth dose in cases that are then Schick-positive. 
The duration of immunity cannot be accurately estimated, 
but it has been shown to last nine years, by which time 
it becomes merged into the immunity naturally acquired 
with increasing age. The view is expressed that no local 
authority has done its duty until every parent in its area 
knows that his children can be thus inoculated with reason- 
able certainty of complete immunity. Not only are most 
young children susceptible, but they are more likely than 
older ones to take the disease in a severe form. Most 
deaths occur under five. It is useless to wait until an 
epidemic and then inoculate; protection is not complete 
for several months, and immunization should therefore 
occur when there is no immediate fear of exposure to 
infection. 

Scarlet Fever. 

Scarlet fever antitoxin is being increasingly used, and 
has proved effective in treatment. Administered early it 
lessens toxaemia and diminishes the risk of septic. com- 


‘plications. On the other hand, it has no direct curative 


effect on already existing complications. The materials for 
performing the Dick test and for producing active immunity 
with diluted toxin are not yet sufficiently standardized 
to justify their general use. 
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Encephalitis Lethargica. 

There has been a progressive decline in the reported 
incidence of this disease since the peak year of 1924. 
The figure for 1927 was 143, The ratio of deaths to reported 
attacks continues high, and if one adds the deaths follow- 


ing the chronic effects of this disease, even in patients who 


may originally have been classed as ‘‘ recovered,”’ it appears 
that encephalitis lethargica eventually contributes to the 
death of 35 to 40 per cent, of known cases. The sequelae of 
encephalitis lethargica continue to present serious problems 
in the administrative care of its victims; 45 to 50 per cent. 
of all cases show various degrees of permanent disability. 
About half of these develop Parkinsonism, which, sooner 
or later, in the great majority, proves fatal. Mental im- 
pairment is almost invariable, especially in young children, 
and in 25 per cent. of patients who do not recover com- 
pletely from the acute attacks this impairment is a serious 
problem. Probably 50 to 60 per cent. of patients suffering 
from the sequelae of encephalitis lethargica require special 
after-care and treatment—either close observation and 
control on account of their mental or moral disability, or 
nursing and after-care on account of their physical in- 
firmities. The first group includes some who appear likely 
to profit from remedial and re-educative measures. The 
‘‘ encephalitis unit’? at Winchmore Hill is an attempt 
to deal with the administrative problem of post-encephalitis 
lethargica. It not only provides treatment and after-cave, 
but functions as an observation centre and clearing house, 
where cases are grouped according to their after-care 
necessities and, so far as possible, are allocated accordingly. 
The adolescent case, subject to serious conduct changes 
and requiring observation and control, has not yet been 
adequately dealt with. It is suggested that large cities 
might combine on a regional basis to provide institutional 
resourees for encephalitis units dealing with all post- 
encephalitic patients, including those who might be unsuit- 
able or ineligible-for other institutions. 


Tuberculosis. 

The number of deaths from all forms of tuberculosis was 
38,173, as compared with 37,525 in 1926. These figures, 
though they show an increase over those of 1926 (in which 
year there was an unexplained sudden drop), are lower than 
those of 1925; and in general the downward trend in this 
death rate is maintained. Notification returns are still 
unsatisfactory, and in some areas the number of notifica- 
tions is only about 70 per cent. of the new cases that come 
to the knowledge of the local authorities, Moreover, in 
some areas very little attempt is made to persuade contacts 
of newly notified cases to attend for examination. Where 
attention has been given to this point a considerable 
number of contacts have been found suffering from tuber- 
culosis at the stage of their malady which gives the best 
chance of a successful issue to treatment. There is occa- 
sionally an unfortunate tendency to keep patients attending 
the tuberculosis dispensaries without coming to a clear 
decision on the diagnosis. Throughout the country, how- 
ever, the diagnosis of 92.9 per cent. of dispensary cases is 
completed within three months. The importance of repeated 
sputuni examinations for diagnosis, prognosis, and selection 
of cases for institutional treatment is strongly emphasized. 
Many patients are classed as T.B. negative, not because 
the bacillus is shown to be absent, but because sputum 
examination has been neglected, a fact which robs statis- 
tical studies of much of their value. England is far behind 
America and a number of other countries in the use of 
ze rays for confirmatory diagnosis. Local authorities which 
have failed to consider sympathetically the requirements of 
tuberculosis officers in this matter are largely responsible. 
It must be made clear that expenditure that helps to 
achieve accurate and early diagnosis of tuberculosis is not 
only justifiable, but is probably a real measure of economy. 
Cases undergoing sanatorium treatment may be classified 
as early, intermediate, and advanced. Many of the inter- 
mediate type are kept in sanatoriums for six months or 
longer, though, it is suggested, they. would probably do 
better with shorter’ periods of treatment, repeated when 
relapses occur or are imminent. The need for prolonged 
treatment in early cases offering real hope of arrest, and in 
advanced dangerously infective cases, is stressed. 


Methods of Treatment of Tuberculosis. 

Under this heading a review is made of the immediate 
and end-results of treating tuberculosis by artificial pneumo- 
thorax and other surgical procedures, by sanocrysin, .and 
by tuberculin; and an account is given of B.C.G. immuniza- 
tion. The information given in the annual report for 1925 
as to the late results of treatment by artificial pneumo- 
thorax is supplemented by a report of an investigation into 
the after-histories of 111 patients so treated during the past 
ten years. The results have continued to be extremely 
encouraging. Sanocrysin is still under investigation, with 
a slight balance of evidence in favour of its use in carefully 
selected cases. Dr. Burrell considers that the acute bilateral 
case in which the worse lung can be treated by artificial 
pneumothorax, and the type of case in which the tubercle 
bacillus persists in the sputum in spite of prolonged treat- 
ment and improvement in other respects, are particularly 
suited to sanocrysin treatment. Tuberculin is still out of 
favour, but more information about Professor Calmette’s 
B.C.G. is required before a definite view as to its value can 
be arrived at. According to Calmette a comparison of the 
mortality of vaccinated and unvaccinated children in con- 
tact with tuberculous mothers shows that the rate for the 
former was 6.6 per cent., and for the latter 24 per cent. 
A close analysis of these figures by A. Woolgren shows the 
need for more detailed information, especially as to the 
mortality rates of vaccinated children brought up in con- 
tact with tuberculous mothers, before Calmette’s claims 
can be fully accepted. 


Mortality in Pulmonary Tuberculosis. 

A study of mortality curves suggests that there are at 
least two independent influences affecting the mortality from 
pulmonary tuberculosis in adult life. The first, to which 
females appear to be more sensitive, proviuces its maximum 
effect in early adult life—in the 20 to 25 age period. The 
second exerts its maximum effect between the ages of 40 
and 50 in the case of males, and somewhat earlier among 
females. It is suggested that pulmonary tuberculosis exerts 
its maximum biological effect in early adult life, and that 
urbanization is responsible for the high mortality in middle 
life. 


THE GENERAL PRACTITIONER AND 
PREVENTIVE MEDICINE. 


PresIDENTIAL ADDRESS TO THE SocreTY OF MEDICAL 
Orricers oF Heattu. 

Tue annual general meeting of the Society of Medical 
Officers of Health was held on October 19th, when Dr. Joun 
Howanrp-Jones, medical officer of health for the county 
borough and port of Newport, Monmouthshire, was installed 
as president of the society, and delivered an address on 
“The role of the general practitioner and specialist im 
preventive medicine.” 

Dr. Howard-Jones began by recalling the extent to 
which knowledge of disease had been effective in reducing 
the death rate and infantile mortality in recent years; 
while public health efforts had been practically confined 
to the removal of the more obvious causes of sickness and 
death, a stage had now been reached when, beyond routine 
work, attention could only be devoted to the individual 
and the application of the laws of physiology to the pre 
vention of disease. Each individual must realize his respon- 
sibility for the preservation of his own health and that of 
those under his care. In the public health service there 
was a relatively small percentage of those engaged in the 
practice of clinical medicine; he thought they must agree 
with Sir Arthur Newsholme that complete success would 
not be achieved ‘‘ until means are discovered for training 
and enlisting every medical practitioner as a medical 
officer of health in the circle of his private or publie 
practice, and of securing his services not only in the early 
and prompt detection of disease, but also in the systemati¢ 
supervision during health of the families under his care, 
and in advising them as to habits or methods of life which 
are inimical to health.” Dr. Howard-Jones called atten- 
tion to the statement in the evidence given by the British 
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Medical Association before the recent Royal Commission 
on National Health Insurance: ‘‘ The alleviation or cure 
of morbid conditions when once they have arisen is, rela- 
tively to other matters, a minor part in the campaign 
for public health.”’ He proceeded to show how the par- 
ticipation of the general practitioner in preventive medi- 
cine was being advocated from all quarters and in most 
countries, and to discuss those particular problems which 
fell outside the routine work of the medical officer of heaith. 


Maternal Mortality. 

It was a deplorable fact that maternal mortality in 
this country had been practically stationary for nearly 
twenty years, in spite of the gradual substitution of the 
old untrained midwives by partially trained women, and 
the provision of medical help in cases of emergency before, 
during, and after childbirth. Unfortunately, however, 
more attention was paid to the treatment of symptoms than 
to the prevention of disease, and this in many towns led 
to unnecessary instrumental intervention, which was now 
recognized to be prejudicial to mother and infant. The 
time had come to reconsider the whole subject. As regards 
the national insurance maternity benefits no conditions 
were laid down as to how the recipients should spend the 
money; it was generally felt, therefore, that the adminis- 
tration of these should be co-ordinated with the maternity 
and child welfare service. The more recent records of 
some of the most enlightened midwifery departments of 
ihe great hospitals afforded gratifying evidence of the 
value of adopting preventive principles in the practice of 
midwifery. Dr. Howard-Jones next reviewed the proposals 
of the British Medical Association and others. It was urged 
that provision should be made for the attendance of a doctor 
and a midwife at every confinement, and that, while the 
midwife should usually conduct the normal delivery, the 
doctor would be responsible for ante-natal examination 
and supervision. He would attend at the confinement if 
difficulty arose, and also during the puerperal period as 
the case required. There should be consultant and 
specialist services for difficult cases, and local authorities 
should provide accommodation in institutions under the 
maternity and child welfare scheme. Such a plan would 
ensure a definite place in the maternity scheme for the 
medical practitioner; it was most desirable that he should 
play a definite part in a well-organized maternity scheme, 
since after supervising the ante-natal care of a patient he 
ought to continue in charge until she was restored to 
normal condition, if possible. 


Teaching of Midwifery. 

The organization of a systematic study of the woman 
during pregnancy was a recent development at the medical 
training schools; as an element in the training of the 
medical student and the pupil midwife, ante-natal work 
had hitherto been entirely fortuitous instead of being 
systematized and compulsory. Individual general practi- 
tioners throughout the country had, however, acquired for 
themselves the necessary knowledge, and had devised 
admirable schemes for the women under their charge. 

Discussing the causes of foetal and neo-natal mortality, 
Dr. Howard-Jones quoted various authorities to illustrate 
the need for, and the value of, ante-natal care and pre- 
ventive work. The public needed education in regard to 
the advantages of preventive midwifery over the present 
popular but largely unnecessary delivery by instruments 
—with its greater danger of sepsis and trauma to mother 
and infant. It had been repeatedly stated in official 


reports that the teaching of obstetrics and gynaecology in ° 


most of, if not all, the medical schools in Great Britain 
left much to be desired. The new curriculum in midwifery 
included a certain amount of training in midwifery; in 
view of the fact that the deaths from premature birth 
and diseases of early infancy exceeded 25,000 per annum, 
this provision could not be regarded as premature. Mid- 
wifery was primarily physiological, and if conducted 
on preventive principles the pathological aspect of the 
work would be reduced to a minimum. Some midwifery 


teachers were doing great service by emphasizing the 
importance of ante-natal supervision and of dealing with 


labour on physiological lines. Referring to the tendency 
to curtail the number of children in each family, the 
speaker said that from the parents’ point of view the 
necessity for skilled ante-natal and natal care was assuming 
serious importance. There would be an increased propor- 
tion of first births, and these required greater supervision. 
Midwifery in industrial practice-was generally underpaid : 
if they were to secure ante-natal and post-natal treatment 
the question of remuneration would have to be recon- 
sidered. The public would have to be educated up to 
paying for preventive midwifery, and the State and the 
local authorities would have to revise their present policies. 


Co-ordination of Health Services. 

The Poor Law service included some 4,000 part-time 
or whole-titme medical practitioners; this medical service 
was never based on preventive principles. Up to the 
present time it had not been co-ordinated with preventive 
medicine—to the great disadvantage of the public health. 
Opportunities would soon be available for remedying this 
state of affairs, but success would depend upon the spirit 
in which the central and local authorities undertook the 
necessary reforms. The aggregation of Poor Lay medical 
relief, maternity and child welfare schemes, school medical 
services, mental hospitals, mental deficiency services, pen- 
sions medical work, public health services, and national 
health insurance amounted to a partial State medical 
service. Some of these branches were based on the ideals 
of preventive medicine, but the more costly were not. 
According to its preamble, the National Insurance Act 
was to ‘‘ provide for insurance against loss of health and 
for the prevention and cure of disease.’”’? Prevention was 
given priority over cure, but it could not be denied 
that the Act continued the old-established idea of medical 
treatment by a visit and a bottle of medicine for a third 
of the population. The great fault in the present system 
was that medical advice was only obtained after disease 
had actually attacked the patient. Fees would have to be 
increased and the size of ‘* panels’”’ reduced to enable 
the general practitioner to practise preventive medicine 
among his patients. Referring to the need for the teaching 
of medicine on physiological and hygienic lines, Dr. 
Howard-Jones said that those teachers who were im- 
pregnated with the old ‘‘ pathological ’’ principles would 
probably not help much in this direction; consequently, 
it would take many years before much real progress would 
be made. He understood that post-graduate courses which 
would enable practitioners to prepare themselves for more 
active participation in this preventive medical work were 
not available in this country. Unless something were done 
in this connexion the general public would not participate 
in the benefits to be derived from the great advances which 
had been made in physiology, biochemistry, and dietetics 
by those engaged in research work. 


Health Propaganda. 

Public opinion was ripe for instruction in matters per- 
taining to the care of health; health propaganda was 
becoming increasingly popular. Much of this work was 
undertaken by men who had had no medical training and 
was of the nature of ‘“ stunts,’’ a great deal consisting 
of thinly veiled advertisements. There was, therefore, a 
danger of reaction on the part of the public. unless the 
work was performed by disinterested propagandists trained 
in the laws of preventive medicine; this could only he 
done by the enlightened medical practitioner. The most 
effective educational work was individual instruction given 
at the psychological moment, and not class teaching; this 
could best be given by the private or “ family ”’ doctor. 
His opportunities for service were undoubtedly great, not 
only in guiding the patients in the intricate paths of 
health, but also in assisting the present activities of public 
health authorities, as in the case of tuberculosis. There 
was much work to be done in educating the public as to 
the true value of drugs in the cure of disease. 

Dr. Howard-Jones then paid a tribute to specialists and 
research workers for what they had done in advancing 
the knowledge of preventive medicine and in educating 
the public. He added that the principle of periodical 
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medical inspection had long been established in the navy 
and army, and had been extended to the younger members 
of the civil population. Its further extension to the 
general community should naturally follow. It had been 
recognized by some of the leading American insurance 
companies that it was cheaper to maintain health than 
to cure sickness, and there was a growing realization of 
the importance of health propaganda among British com- 
panies. The general public was also beginning to appre- 
ciate medical supervision. 


INTERNATIONAL SOCIETY OF MEDICAL 
HYDROLOGY. 


ANNUAL MEETING IN ENGLAND. 
(Concluded from page 718.) 
Arter two days’ conference in London, which constituted 
the first part of the annual meeting, a party of 105, con- 
sisting mainly of members of the International Society of 
Medical Hydrology trom seventeen different countries, 
accompanied by wives and daughters, started on a tour of 
the more important English spas. 


Visit to Harrogate. 

The first spa they visited was Harrogate on October 12th. 
After an address by Dr. EpGecomsBe on the waters of 
Harrogate they inspected the baths, and were much inter- 
ested in the various hydrological measures, as well as in the 
meited paraffin wax baths for chronic joint diseases. The 
morning session, held on October 13th at the Royal Bath 
Hospital, was devoted to the treatment of children by 
waters and baths. Among the papers were the following. 
- Dr. A. Kevier described the work done at the Children’s 
Hospital at Rheinfelden (Switzerland), which has 115 beds, 
The cases treated are mainly the more chronic forms of 
tuberculosis, Iymphatism, and conditions of malnutrition 
and debility. Good results were obtained from brine baths, 
which were given two or three times a week for four weeks 
at a temperature of 97° F.; the streneth of the baths 
varied from 1/2 per cent. for the more debilitated to 
4 per cent. for the more robust; it was in general ohkserved 
that the weaker baths had a more immediate effect, while 
with the stronger the effect might be delayed to a later 
stage in the course of treatment. 

Professor Grove. stated that it had been found at the 
two children’s institutions at Nauheim, in which 30 per 
cent. of the patients were suffering from heart disease, 
that treatment with saline baths of gradually increasing 
strengths was less fatiguing when combined with CO, 
effervescence. 

Dr. Siemenpn WasserMann (Franzeusbad and Vienna) 
summarized the fashions through which iron medication had 
passed, and quoted recent work done by Starkenstein and 
others which showed that the only therapeutically active 
form was the unstable ferrous iron, thus accounting for the 
empirical observation that ferruginous waters should be 
drunk fresh from the springs. Since the metabolism of 
iron was more easily deranged in children than in adults, 
he considered that the use of chalybeate waters in anaemic 
conditions in children might with advantage be further 
developed. The author had also found good results from 
ferrous waters in gastro-intestinal catarrh. 

Professor (Birmingham) described the use of 
hydrotherapeutic measures as a sedative, and stated that 
he had found them particularly useful in chorea, either in 
the form of hot packs at 100° F. lasting about twenty 
minutes in such children as were not frightened by this 
treatment, or hot baths at 98° F. As a gauge of the 
improvement obtained he made every child write its name 
and the date in ink on the case sheet daily; the variations 
in muscular co-ordination could thus be seen at a glance, 
znd improvement became evident in many cases after one 
er two packs daily for four or five successive days. Though 
there could be no doubt that hot packs were often effective 
when drugs failed, a child occasionally became more irrit- 


able after a hot pack; it was, however, difficult to compare 
the results of pack treatment with those obtained from the 
various drugs which had been-used. In discussing the 
mode of action of the pack in these cases he pointed out 
that chorea in children was one of the few conditions in 
which a subnormal temperature might continue for weeks 
in conjunction with a rapid pulse, indicating a disturbance 
of the heat-regulating mechanism. It seemed probable, 
from recent work on the heat-regulating functions of the 
suprarenal glands, that both the subnormal temperatures of 
chorea and the hyperpyrexia of other forms of acute rheum- 
atism might be due to derangement of the heat-controlling 
functions of the thyroid and suprarenals by rheumatic 
infection. 

Professor Cattango described the uses of alkaline and 
chloro-iodide waters, ‘‘ pulverized’? by the passage of 
compressed air, in the treatment of catarrhal and other 
conditions in children. Dr. Hirscu mentioned, among the 
difficulties of applying spa treatment to children, the fact 
that there were no suitable institutions for treating small 
paying patients away from their fussing mothers com- 
parable with those belonging to charitable organizations. 
A paper was read also by Dr. AnGtapa (La Bourboule) on 
arsenical waters. In the brief discussion which followed 
the papers Dr. Povtton, referring to Professor Groedel’s 
remarks, suggested that light might be thrown on the 
problem of CO, absorption through the skin in CO, baths 
by estimating the CO, content of the urine secreted during 
and immediately after the bath. 

Dr. J. A. THomson (Harrogate) next demonstrated a 
series of nearly fifty radiograms of cases of osteo-arthritis 
to illustrate his thesis that the typical and diagnostic 
lesion of this disease is a cyst-like focus of bone desiruc- 
tion surrounded by a ring of osteo-sclerosis. He had found 
that these foci were so small in early cases as to be 
scarcely distinguishable, that they gradually increased in 
size or number, and that the individual foci were subject 
to alternating activity and subsidence, thus accounting for 
alternating periods of exacerbation and relief of symptoms. 
He maintained that the clinical symptoms depended more 
on the position of the active focus in relation to a weight- 
bearing or friction-bearing surface than on the condition 
of the joint as a whole. 

Cases of various types of chronic joint disease were 
demonstrated by the physicians of the hospital, and parties 
were shown round the wards and baths. It was noted with 
interest that here, as also in the Devonshire Hospital at 
Buxton, considerable space is allotted to recreation rooms 
for the patients, as the importance of this aspect of hospital 
treatment has not in general received much attention 
hitherto. 

In the afternoon the members of the society visited 
Fountains Abbey under the guidance of Dr. Moody, the 
organist of Ripon Cathedral. 


Buxton. 

On October 414th three charabancs took the party to 
Buxton, where, after a short paper by Dr. Buckiry on the 
physical and chemical properties of the waters, visitors 
were shown round the Thermal Baths and the Natural 
Mineral Water Baths. The visitors thoroughly investi- 
gated the baths, which have been recently rebuilt, and 
were much interested in the aerated flowing bath, the 
swimming pools of blue water characteristic of this spa, 
and the white marble drinking fountain where the glass 
is dipped and filled fresh from the flowing source. 

At a reception given by the Buxton Medical Society 
Mr. Harry Part discussed co-operation in the treatment 
of chronic rheumatic diseases between the spa hospitals, 
the universities, the medical schools, and the treatment 
clinics which were being started. 

On the following day members of the staff of the 
Devonshire Hospital demonstrated cases of gout, osteo- 
arthritis, and rheumatoid arthritis, and described the 
method used to estimate the radium emanation in the 
yater. 

A permanent international society for the study of 
rheumatism was constituted by delegates from the national 
committees and societies. 


R 
the 
the 
by 
(Ger 
of t 
case: 
sidet 
expe 
(Hw 
diseé 
caret 
supp 
pape 
publ 
said 
had 
treat 
prev! 

Di 
mitte 
hody 
and 
rhew 
appe: 
Brite 
Dr. 
GERO 
Mr. 
Diser 
deleg 
Engh 
that | 
point 

In 
faced 
Engle 
with 
hospi 
uionel 
and 1 
reseal 

In 
they 
of De 
(U.S.. 
Rosali 
sulphi 
hacter 
discov 


On 
Droity 
Salter 
prieto: 
Mr. J 
hayor 
mayor 
Frenc! 
Maleol 
medic: 
give a 
were 
Andre 
Were g 
ticular 
interes 
draw 
brine | 
Was Si 
Associz 
Worces 


The 
the soc 
Room 


| 
| 
| 


Ocr. 27, 1928) 


INTERNATIONAL SOCIETY OF MEDICAL HYDROLOGY. 


«TOT 


Rheumatism as a national problem was the subject of 
the final discussion held at Buxton on October 15th, under 
the presidency of Dr. Buckiey. Reports were presented 
by delegates from seven countries. Dr. A. ZIMMER 
(Germany) stated that information on incidence and cost 
of treatment had been collected covering over one million 
cases, and it had been clearly shown that though the 
incidence and invalidity due to rheumatic disease was con- 
siderably greater than that of tuberculosis the amount 
expended on treatment was much less. Dr. DatmMapy 
(Hungary) reported that, though in his country rheumatic 
diseases appeared to be less prevalent than in some others, 
careful statistics were now being collected, and with the 
support of the Hungarian Ministry of Health collections of 
papers bearing on the subject were to be translated and 
published from time to time. Dr. KaniMerer (Sweden) 
said that in Sweden the most important recent advance 
had been in training in new occupations during or after 
treatment of such workers as were unfit to return to their 
previous employment. 

Dr. R. Forrescve Fox, speaking for the British com- 
mittee, which was about to give place to a more permanent 
hody, emphasized the value of co-operation between medical 
and industrial organizations in dealing with those 
rheumatic problems in which both were interested; this 
appeared to have been more effectively developed in Great 
Britain than elsewhere. Dr. vax Breemen (Holland), 
Dr. (France), Dr. Sanmentro (Portugal), Dr. 
GERONNE (Wiesbaden), Professor Piate (Hamburg), and 
Mr. AppLeton (Federation of Trades Unions) also spoke. 
Discussing the perennial topic of nomenclature, several 
delegates agreed that the classification adopted in the 
English Ministry of Health reports was the most useful 
that had so far been devised from a theoretical and practical 
point of view. 

In a paper on ‘ A rheumatism clinic,’ Dr. A. R. 
NELIGAN enumerated the most important problems which 
faced those who proposed to organize such a clinic in 
England. He suggested that some reciprocal arrangement 
with the out-patient and in-patient departments of existing 
hospitals and close co-operation with the general practi- 
tioners sending the cases for treatment was very desirable, 
and that much thought and care should be devoted to 
research. 

In the afternoon the party drove to Chatsworth, where 
they had tea at the invitation of the Duke and Duchess 
of Devonshire. On their return to Buxton Dr. Baupiscu 
(U.S.A.) read a paper on the hot sulphur springs of Santa 
Rosalia in Mexico, which contain, in addition to colloidal 
suphur and sulphur compounds, a new type of sulphur 
hacteria belonging to the class Sulfomonas thioorydans, first 
discovered by Waksman and Starkey. 


Droitwicu. 

On October 16th the party proceeded by road to 
Droitwich, where they were entertained at luncheon in the 
Salters’ Hall by the Corbett trustees, the present pro- 
prietors of the spa. Hospitable speeches were made by 
Mr. Jacomb Hood gn behalf of his co-trustees, by the 
mayor on behalf of the municipality, and by a former 
mayor, Mr. Perey Pond, who addressed the visitors in 
French, German, Spanish, Portuguese, and Italian. Dr. 
Maleolm Campbell welcomed them in the name of the 
medical profession of Droitwich, and Dr. Percy Roden 
give a brief address on the local brine treatments. They 
were then conducted in four parties round the St. 
Andrew’s bathing establishment, where demonstrations 
vere given of the uses of natural brine baths, more par- 
ticularly in chronic rheumatic disorders. It is of some 
interest to recall here that one of the first medical men to 
draw general attention to the possibilities of Droitwich 
Wine baths in rheumatism, sciatica, and gouty arthritis 
was Sir Charles Hastings, founder of the British Medical 
Association, who practised in the neighbouring city of 
Worcester. 

Baru. 

The tour ended with a visit to Bath. The members of 
the society: and their friends were welcomed in the Pump 
Room on October 16th by the mayor, Alderman Cedric 


Chivers; the mayoress, Madame Sarah Grand, being absent 
through illness. The director of the hot springs of Bath, 
Mr. John Hatton, addressed the guests on ‘* The Baths of 
Bath throughout the Ages.’’ He believed that the springs 
must have been used by man for some 10,000 years, 
especially by the peoples who erected the stone monuments 
at Stonehenge and Avebury, and the lake villages at 
Glastonbury. and Meare. But the earliest legend of a cure 
at Bath was associated with the name of Bladud, the leper 
son of King Lud Hudibras, in 863 B.c. Mr. Hatton 
described the foundation of the Roman baths from a.p. 55 
ouwards; their destruction and subsequent restoration by 
the Saxons; and the great revival of Bath as a place of 
healing under John de Villula, first Norman bishop of 
Bath and Wells. In 1542, on the dissolution of the 
monastery, the control of the baths passed to the city; and 
in the eighteenth century they were reconstructed by John 
Wood the younger. During the sixteenth century publica- 
tion of treatises on the curative effects of the waters 
began, together with sundry speculations on the cause of 
the heat of the water. Pepys, in 1668, had qualms because 
it could not ‘‘ be clean to go, so many bodies together in 
the same water.’’ At that time mixed bathing was still 
in vogue. Mr. Hatton called attention to the brass 
rings, bearing the names of donors and inscriptions, affixed 
to the King’s bath as votive offerings during the seven- 
teenth and eighteenth centuries, and used for bathers to 
hold. He concluded his address by recalling the revival 
of drinking of the waters in 1663, and the establishment of 
the first Pump Room in 1704. 

Dr. J. M. H. Munro described investigations he had 
recently undertaken on the radium content of the waters, 
researches which had just been published in a pamphlet. 
He illustrated his remarks by lantern slides showing the 
methods of measurement of radon in the water; and by 


placing an emanation chamber in an epidiascope and filling” 


it with gases from the spring he demonstrated on the 
screen the fall of the electrified gold leaf of an electro- 
scope to complete collapse in less than thirty seconds. He 
pointed out that the highest value of dissolved radium 
found in the mineral springs of Canada reported on 
by the Government was 46 units per litre; while 133 
units were found by Ramsay in the King’s Well water. 
All patients who drank the waters and took baths in bath- 
rooms of moderate size, and to a less extent those who 
used the swimming bath and the Pump Room, were taking 
in radon in the water they drank and the air they 
inhaled. Dr. Munro’s pamphlet contains an account of 
radium, and an interesting summary of the researches he 
has carried out at Bath. 

- On October 17th the visitors were received in the Pump 
Room by Dr. Rupert Waterhouse, who described briefly 
the advantageous situation and climatic conditions of Bath: 


f the three springs—the Cross, the King’s, and the Hot 


—with temperatures ranging from 104 to 120°F.; the 
mineral contents of the water; and the chief disease for 
which it was used. Demonstrations were then given to 
parties of the guests of the various methods of treatment 
given in the baths. The foreign members of the society were 
impressed by the wide range of baths and apparatus avail- 
able, including the deep baths of 300 to 500 gallons which 
are a specialty of Bath, Aix, and Vichy douches, whirlpool 
and Nauheim baths, mud packs of voleanic deposits from 
the neighbourhood, Plombiéres treatment, and every variety 
of electric, Greville, and radiant heat bath. At the Royal 
Mineral Water Hospital cases were shown by Drs. Water- 
house, Gordon, Lindsay, Vincent Coates, and Gordon 


Watson. Dr. Waterhouse demonstrated various forms of 
spondylitis. Dr. Coates had chosen cases to illustrate his 


view that arthritis was often a matter of systematic and 
not of focal infection. Dr. Watson showed patients whose 
chief symptom, loosely described as sciatica, would be better 
termed sciatic pain. 

The members of the society were entertained at luncheon 
in the Guildhall by the mayor of Bath. In reply to the 
toast of ‘‘ The Visitors ’’? speeches were made by Professor 
Sarmento of Portugal, Dr. Keller-Stophaug of Switzer- 
land, Dr. Schmidt of Czechoslovakia, and Dr, Takayasu 
of Japan. The afternoon was spent in viewing the sights 
of Bath. and visiting the Roman baths. 
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AUTHORITY IN HEALTH PROPAGANDA. 
Tne personal factor has in all ages played a con- 
siderable part in determining the success or failure 
of schemes and enterprises. Movements which have 
attained wide vogue have often derived their impetus 
as much from the character of their originators as 
from their own actual or reputed merit. The authority 
with which the leader stated his tenets and pointed the 
course of action was quite as effective as his reasonings 
or his arguments. It is therefore not surprising if 
in relation to health propaganda—a modern move- 
ment which rivals in importance many good enter- 
prises of the past—some hold that the mind of the 
public is prone to respond to personality at least as 
readily as to argument. But while even an easily 
demonstrable truth is more assured of acceptance if 
taught by those who speak with accepted authority, 
there is a little danger that the appeal on the grounds 
of personality may sometimes be used as a substi- 
tute for the appeal to reason and understanding. 
If the health propagandist can produce in the people 
a settled disposition towards healthy living it may 
seem to matter little whether his object is attained by 
his personal influence, the cogency of his reasoning, or 
a judicious combination of both. In an ideal world 
the appeal to reason would suffice, but, human nature 
being what it is, the unpalatable fact must be faced 
that a capacity to exploit personality and invoke autho- 
rity is not, and never has been, necessarily allied to 
the strictest regard for scientific truth. 

The medical practitioner of this country appears to 
be well entitled to speak with authority on the subject 
of health and its attainment. It is said by Dr. W. W. 
Jameson, in his address which we print elsewhere in 
this number (p. 733), that for the dissemination of 
health knowledge among the public no one has a 
greater opportunity than the general practitioner. He 
meets these opportunities every day in his practice. 
And other avenues are opening: The Industrial 
Health Educational Society, for example, has enlisted 
the services of the medical man to give health lectures 
to workpeople. The ordinary man or woman feels 
that as a doctor he understands his subject, and is 
ready to accept his teaching accordingly. But such 
teaching is likely to remain longest in the memories of 
those who have grasped the reasons underlying it, even 
though the reasons pass out of consciousness. . 

In order that the doctor may play a worthy part in 
the health movement of the time, as every doctor will 
desire to do, it is essential, as Dr. Jameson points out, 
that during his training as a medical student his mind 


should be focused upon the preventive aspects of 


medicine in general, and that he should be made 
acquainted with the organization of the health 
services of the country, with the duty he will 
owe to local public health authorities, and with the 


help he may expect from them in return in 
the conduct of his profession. Of the preventive 
aspects of medicine it may be said that the best 
teachers have not failed to insist upon them, and that 
at the present time these aspects are thrown into high 
relief by the plans for the reconstruction of the 
teaching of midwifery, already inaugurated by some 
medical schools and in course of adoption — by 
others. The methods for controlling maternal mor. 
tality, the teaching of which constitutes the primary 
object of these changes, are an impressive lesson to the 
student. He is taught not so much how to apply 
the forceps as how to obviate their use, not so much 
how to treat puerperal sepsis as how to prevent its 
occurrence. He is taught in the ante-natal -clinic 
to seek and remedy those conditions which, left un- 
treated, will lead to prolonged or difficult Ixbour. This 
experience conveys to his mind a vivid picture of the 
uses of prevention, and suggests the question, “‘ Why 
not prevention in other fields? *’ The practical impor- 
tance of instructing the student in the organization of 
the health services of the country is almost too obvious 
to need emphasis. Care, however, should always be 
taken to link up administrative and other measures 
with the fundamental scientific principles, whether of 
chemistry, bacteriology, physiology, or pathology, on 
which they must ultimately rest. The minutiae of 
‘jointing ’’ lead pipes to stoneware are not of medical 
interest; but the general medical practitioner, as an 
expert in health to whom his fellow citizens will turn 
for guidance, should know something, say, of water 
purification, and if he does not learn it as a medical 
student he is unlikely to learn it at all. 

The ante-natal clinics, the maternity and child 
welfare clinics, and like undertakings with which 
they are usually associated, are invaluable centres 
of propaganda, not only for the health of mothers 
and infants, with which they are immediately con- 
cerned, but also for health in’ general. The 
views of the ‘‘ welfare,’’ as these institutions 
are familiarly termed by their clients, are freely 
sought and usefully. given on health questions 
of all kinds. Many of these centres do_ not 
confine their educational work to direct instruction of 
ihe individual patient by the medical, nursing, and 
health-visiting staffs. They hold classesin such subjects 
as infant gare and elementary physiology, and help 
thereby to lay the foundation of understanding with 
which unhygienic practice is incompatible. Even in 
schools, where authority is bound to play a part in all 
education, it is wise as early as possible to correlate 
the authoritative inculcation of good habits of living 
—which to the child are sure to appear as somewhat 
arbitrary, if not actually unpleasant—with elementary 
instruction in the principles of hygiene. The child 
is a creature that asks the reason why, and this 
characteristic may be usefully exploited throughout 
his education. 

Dr. Jameson says that there are over fifty societies 
now engaged in health propaganda in England. <A con- 
siderable number of these, in so far as they strive 
to teach the principles of health and not merely 
to exploit the personality of those who voice theit 
views, may be commended as doing work of great 
yalue to the public. Many, however, will agree with 
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the statement made by Sir George Newman in his 
Annual Report on the State of the Public Health, 
of which our first notice appears at page 753, that 
‘‘ this excellent work does not, however, absolve the 
local authorities from their responsibility . . . to 
co-ordinate and supplement, and if necessary lead.” 
Neither, we may add, does it absolve the private 
practitioner, who, more than anyone else in the 
country, is fitted by his special experience to lead 
the public to a knowledge of the scientific facts on 
which all preventive medicine is grounded. ‘‘ Without 
the consent and intelligent participation of the indi- 
vidual,’’ says Sir George Newman, “ the efforts of the 
State in their behalf must of necessity fail to reach 
their goal.’’ Consent may be obtained by authority ; 
but only by reasoned health propaganda can _ the 
desirable combination of consent and intelligence be 
assured, 


MATERNAL MORTALITY IN AUSTRALASIA, 
Tne final report of the Director of Obstetrical Research 
in Vittoria and the last report of the Director of 
Health in New Zealand show that the Antipodes have 
the same heart-searchings as ourselves over their 
maternal mortality. The Victorian Branch of the 
British Medical Association anticipated the parent 
body, for it set up a committee to investigate puerperal 
mortality six months earlier than the Association at 
home, and its report appeared three years (March, 
1925) before the English final report (April, 1928). One 
consequence of the work of our Victorian colleagues 
was a benefaction of £10,000 for ‘‘ the investigation 
of the causes of maternal mortality and morbidity 
throughout the State and to suggest means to lessen 
the same.’’ Under the terms of this bequest an 
Obstetrical Research Committee was appointed, and 
Dr. Marshall Allan was chosen as Director of Research. 
Dr. Allan’s final report was issued this summer, and 
adds confirmation to the conclusions of the English 
und Victorian committees. 

All three reports make suggestions as to the better 
obstetrical training of medical practitioners and 
midwives, better hospital provision and ambulance 
facilities for difficult cases, and further research into 
the causes of puerperal sepsis and toxaemic states. 
Each lays emphasis also on the importance of ante- 
natal supervision im order to lessen complications in 
pregnancy and labour. These conclusions must receive 
general acceptance, but the thorny problem of putting 
them into practice and of bringing about a lessening 
of maternal mortality seems no nearer of attainment, 
and the New Zealand report says that ‘‘ in spite of 
the very active campaign for the reduction of these 
deaths, the rate of 4.91 per 1,000 live births represents 
an increased rate on the preceding year.”’ 

The lowering of the maternal mortality has proved 
much more difficult than that of the infantile mortality 
—the one with which it is so often compared, and 
behind which it lags so far. A rate of over 150 infants 
dying in the first twelve months out of every 1,000 
births registered left much more room for improve- 
ment than a death rate of less than 5 mothers for every 
1,000 live-born children. The infantile death rate is 
due to simpler causes and calls for simpler measures 
than deaths in labour, for in obstetrical work the rapid 
changes make all difficult labours into emergency 
cases. Besides calling for sound judgement, these 
complications are too occasional in the practice of 
most individual doctors to allow of any but those with 
hospital appointments to acquire a wide experience of 


them. General improvement in hygiene, which has 
done much to reduce infantile mortality, seems to be 
a factor of far less moment in maternal mortality, 
and our knowledge of the etiology of the two largest 
elements—sepsis and toxaemic states—is still insuffi- 
cient. The striking drop in the infantile mortality 
during this century is largely attributable to the 
education of the mothers and the effort to return to 
physiological methods, natural feeding, and a more 
natural life with free access to fresh air and sun- 
light so far as this is attainable. The lesson is still 
to be learnt in midwifery practice that the primary 
object in Medicine should be more closely followed 
—that of securing the physiological throughout 
pregnancy and parturition. Education of the child- 
bearing woman will also be required, for the call of 
the patient for intervention in. labour is too insistent 
to be resisted by the practitioner, and thereby the 
physiological becomes more difficult of attainment. 

This point, in so far as assisted delivery is con- 
cerned, receives full attention both in the report of 
the Director of Obstetrical Research in Victoria and 
in a special contribution to the New Zealand report 
by Dr. Henry Jellett, formerly Master of the Rotunda 
Hospital in Dublin and now consulting obstetrician 
to the Dominion Department of Health. In the 
former document a forceps rate of under 30 per cent. 
is regarded as “‘ not unreasonable ”’ in private practice, 
based on the result of interviews with individual practi- 
tioners (633 in all) throughout the State. From the 
same evidence it appears that the rate is lower in the 
country districts, increases in the larger towns, and 
reaches its zenith in Melbourne, where it is higher in 
the residential than in the industrial areas. Personal 
impressions, however widely obtained, are not good 
evidence, and were rejected by the British Medical 
Association Committee in this country. Dr. Jellett 
regards 6 per cent. as a forceps rate which ante-natal 
care and a sound management of the first and second 
stages of labour render possible without unnecessary 
suffering or injury to mother and child, and he ascribes 
an unduly high rate to obstetrical inexperience and to 
pressure by the patient’s relatives. The difference in 
the class of practice is not taken into account, though 
that more than anything else makes it impossible to 
lay down a flat rate. New Zealand hospitals show a 
steady decline in the institutions as a whole, a lessened 
forceps rate in the larger more than balancing an 
increasing rate in the small hospitals. In two years 
the rate in the hospitals has dropped from 14.3 to 
12.5 per cent. One of the concluding remarks of Dr. 
Jellett’s report is that ‘‘ the public should remember 
that to the unavoidable consequences of disease and 
deformity, and of the sometimes avoidable conse- 
quences due to insufficient medical or nursing educa- 
tion, there must be added the wholly avoidable mis- 
fortunes resulting from misguided and _ clamorous 
relations, neglected advice, and unsuitable surround- 
ings.”’ Although he mentions the need for educating 
the public he scarcely stresses this point; yet a change 
in the attitude of patients and their relatives towards 
labour would appear to be necessary to more physio- 
logical child-bearing. 

One thing clearly brought out by a study of these 
investigations by committees is that the results 
achieved by such inquiries are not likely to be com- 
mensurate with the time, trouble, and expense 
involved. Nevertheless, the committees have served 
a good purpose in showing that many factors go to 
maintain maternal and infantile wastage, and that it 
is the pursuit of no single factor, but an advance in all 
directions, that will lead to gradual improvement. 
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INTERNATIONAL CONGRESS OF MILITARY MEDICINE 
AND PHARMACY. 

Unper the patronage of the King the fifth International 
Congress of Military Medicine and Pharmacy will be held 
in. the Great Hall of the British Medical Association next 
year, from May 6th to 11th. This congress owes its origin 
to the inter-allied surgical conferences which were held 
during the war with a view to deriving the utmost benefit 
from the knowledge gained by each of the allied countries 
as regards the treatment of wounds. The Belgian Army 
Medical Service, realizing the value of such conferences 
in times of peace, took the initiative by summoning, in 
1921, an International Congress of Military Medicine and 
Pharmacy, at which twenty nations were represented. This 
was followed two years later by a congress in Rome, a third 
in Paris in 1925—when forty nations co-operated—and a 
fourth at Warsaw in 1927, which attracted the delegates of 
thirty-two nations. The subjects to be discussed at the 
forthcoming congress are: the evacuation of the sick and 
wounded by water and by air, together with the role of the 
medical services in combined operations; tropical fevers of 
short duration; wounds of blood vessels and their sequels; 
the physical and chemical analysis of glass and rubber 
articles employed by the medical services; and the standard 
of dental and physical fitness in the various military 
services. In connexion with the congress there will be an 
exhibition of medical and surgical equipment, and visits 
will be paid to stations of the three fighting services. The 
president of the organizing committee is Lieut.-General 
Sir Matthew Fell, Director-General of the Army Medical 
Services, and the secretary is Major A. D. Stirling, 
R.A.M.C., The War Office, S.W.1. Medical officers, dental 
surgeons, and pharmacists who belong or have belonged to 
the forces of all members of the League of Nations are 
invited to the congress, and also officers of organizations 
in association with the medical services. The subscription 
is fixed at 10s. for men and 7s. 6d. for women; this entitles 
the subscriber to copies of the official reports and participa- 
tion in the official excursions and receptions. Those who 
wish to attend are asked to notify the secretary. as early 
as possible before January Ist, and, at the latest, by 
February 1st. Railway companies in Great Britain and 
Ireland have agreed to issue tickets at reduced fares. 


THE DELINQUENT PERSONALITY. 
Tue literature of child psychology, educational psychology, 
the psychology of the delinquent and the criminal, grows 
apace. In a relatively new study, with an increasing 
tendency to devote itself to immediate practical application, 
there can be very few publications on these subjects which 
do not contain some facts or suggestions of real importance ; 
but that the value of a volume is not in proportion to its 
size is illustrated by two books now before us. One is a 
little work by Dr. R. G. Gordon in the well-known To-day 
and To-morrow Series, entitled Autolycus, or the Future 
for Misereant Youth; the other is Emotion and Delin- 
quency,? by Dr. L. Grimberg, a volume in the Library of 
Educational Psychology. The former is a setting-out of 
English thought, and it presents a stimulating general 
survey of the whole subject; the latter is, in the main, 
a series of American examples. The aims of the two books 
are no doubt not identical, though they are very similar, 
and each may be said to fulfil the purpose of its author 
and publisher; yet of the two it is in Dr. Gordon’s booklet 
that the growing public interested in this branch of social 
psychology and action will find more of help, of direction, 


1 Autolycus, or the Future for Miscreant Youth. By R. G. Gordon, M.D. 
D.Se., F.R.C.P.Ed. To-day and To-morrow Series. London: Kegan Paui, 
Trench, Trubner and Co., Ltd. 1928. (Feap. 8vo, pp. 94. 2s. 6d. net.) 

_2 Emotion and Delinquency. By L. Geimshere, M.D. Library of Educa- 
tional Psychology. London; Kegan Paul, Trench, Trubner and Co., Ltd. 

(Demy 8vo, pp. ix +147. 7s. 6d. net.) 


and of practical value. The one objection that can 
obviously be raised to it is the use of the word ‘‘ miscreant ”’ 
in its title: this is perhaps a concession to the series in 
which it appears. The word is much too strong. The most 
authoritative of dictionaries gives its meaning as an adjec- 
tive ‘‘ depraved, villainous, base,’? and as a substantive 
vile wretch.’? ‘ Delinquent is much better. Each 
book is a valuable attempt to enable us to understand the 
youthful delinquent, and, through understanding, to dis- 
cover what can be done by the doctor, the teacher, the 
parent, the social worker, and the public in general to 
help the child, the adolescent, the youth whose make-up and 
environment put him or her in a position of danger. Dr. 
Gordon’s basic thesis, here as in his other writings, is that 
personality includes the relationship of the individual to his 
environment, and that as regards the unstable personality 
**the neurotic is characterized by conflict within the ego 
between the various impulses which go to make up the 
individual himself, while the delinquent is characterized 
by conflict between the ego and the environment.”’ The 
delinquent often is neurotic, but this is not necessarily so, 
Unless, however, this underlying factor, the peculiarity in 
the personality of the delinquent, is recognized, studied, 
and allowed for (since its elimination must be regarded as 
remote), the removal or improvement of secondary factors 
of influence, such as those connected with physical health, 
housing conditions, opportunities, and provocation, may well 
prove to be profoundly disappointing. In a series of short 
but extremely interesting and suggestive chapters Dr. 
Gordon goes on to discuss the social factor, the educational 
factor, the psychological factor, the medical factor, and the 
aims of the future in dealing with each and all of these. 
He stresses, of course, the fact that it is the child's 
emotions even more than its intelligence that need atten- 
tion and adjustment. In the home “a child should he 
reared as part of an equilateral triangle. Mother and 
father should both exert their influence from a different but 
an equal angle, neither ousting the other in affection or 
regard, and remembering that the child is also an equal, 
neither to be repressed into submission nor adulated into 
ascendancy.’’ Thus the illegitimate child, the orphan, the 
child in a jarring household, are obviously in special danger 
and need. In the school both the backward and the intel- 
lectually precocious require particular attention, and ‘‘ the 
teacher will realize the responsibility which he holds in 
respect of the emotional development as well as of the intel- 
lectual development of the child,’ and that ‘‘ each child 
has his own impulses, ambitions, and capabilities.’’ The 
appointment of skilled psychologists by educational autho- 
rities to help the teachers, and the parents, in their 
difficult task is likely to be a great advantage. Certain 
children also ‘‘ show asocial behaviour which is directly or 
indirectly traceable to states of bodily or mental health 
which come within the purview of the physician.’’ Conse 
quently in dealing with the problem ‘ the doctor must have 
a place, but he must be a man of wide experience, and 
above all be free from preconceptions and prejudices.” 
These are but indications of the wide field which Dr. 
Gordon surveys, and his book will be found full of informa- 
tion, stimulus, and suggestion to all concerned. Small ia 
compass, it is rich in wisdom. Dr. Grimberg’s book is, by 
contrast, rather a clinical study of, some five hundred 
delinquent individuals from the New York Neurological 
Institute—all females. From the standpoint of a medical 
man he investigates the heredity, the family history, the 
physical and mental states, the environment, of these cases, 
and draws a few general conclusions. He deals with the 


power of the emotions as against control by the intelligence 
in these instances of social misbehaviour, but seems to 
regard intellectual defectiveness as a more prevalent and 
potent factor than does Dr. Gordon; he attaches consider 
able importance to endocrine disturbance as constituting 
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a genuine organic inferiority in the case of most, or many, 
delinquents. The difficulties of racial adjustment, too, are 
naturally prominent in the cosmopolitan conditions with 
which Dr. Grimberg deals. 


HEALTH ACTIVITIES OF THE LEAGUE OF NATIONS. 
An interesting survey of the scope and character of the 
Health Organization of the League of Nations is given in 
the agenda prepared for its governing body—the Health 
Committee of the League—at its meeting this week in 
Geneva. After considering various resolutions and decisions 
of the Assembly and Council affecting its work, the com- 
mittee will apply itself to the question of co-operation with 
Latin America, and will have before it reports of the 
various health commissions and conferences which have 
met since its last meeting. Commissions are at present 
engaged upon studies of malaria, cancer, small-pox, and 
vaccination at the committee’s behest, while the conferences 
under its auspices consist of experts in child welfare, the 
sero-diagnosis of syphilis, and anti-tuberculosis vaccina- 
tion. Certain aspects of the opium question, notably the 
application of the articles of the Conyention of 1925 
regarding products to be added to or withdrawn from the 
list of drugs covered by the Convention, will also come 
under review, and cognizance will be taken of sanitary 
conditions in Greece and other countries in connexion with 
the recent dengue epidemic. Before the meeting of the 
parent body the committee on syphilis—to be attended by 
experts from Germany, Great Britain, France, and the 
United States—will meet to discuss modern methods of 
treatment, the durability of the clinical results obtained 
in connexion with the apparent recrudescence of syphilis in 
certain countries, and the training of doctors in modern 
methods. An anti-tuberculosis congress was held at the 
Pasteur Institute in Paris on October 15th, to establish 
the best methods of demonstrating the immediate and 
deferred results of B.C.G. vaccination on laboratory 
animals, cattle, and human beings. The organization of 
this congress affords a good example of a method often 
adopted in such matters in connexion with the health 
work of the League—a method which might be described 
as the internationalization of expert opinion. Three sub- 
committees, composed of bacteriologists, clinicians, and 
veterinary surgeons respectively, studied the question. 
The bacteriologists included British, American, German, 
Austrian, and Russian experts; the clinicians were drawn 
from France, Norway, Austria, Italy, Spain, and Germany ; 
the veterinary surgeons from Italy, Holland, Poland, and 
France. Representatives of eleven different countries were 
therefore co-operating in the work. The. Mandates Com- 
mission of the League will also meet at the end of this 
mouth, and among the items on its agenda is the subject 
of public health in mandated territories, 


NATIONAL INSTITUTE FOR: THE DEAF. 

Tae work of the National Institute for the Deaf, a body 
‘hich was constituted in its present-form some four years 
ago, appears to have received comparatively little support 
from the public, despite the magnitude of the task which 
‘t has undertaken and the evident inadequacy of the 
txisting machinery for the care of the deaf; In the report 
' the Institute for the year ended March 31st it is 
Suggested that deafness, except by those affected by it and 
their immediate associates, is of all afflictions the Jeast 
wderstood, and that it is consequently difficult to arouse 
interest in the deaf and their problems. According to this 
teport there are some 40,000 deaf-born persons in the 
‘ountry who depend for assistance from the age of 16 
almost entirely upon voluntary agencies; State provision is 


made for their school education, but after its completion 


the authorities take no cognizance of the. fate of the deaf. 


In addition to the deaf-born there are large numbers of. 
persons who have become deaf at later stages in life, but. 


who also need assistance and advice. The Institute has, 
through members occupying seats in the House of Lords, 
endeavoured to enlist the sympathies of the Government, 
with, it appears, little success, and the necessary work will 
therefore remain in the province of voluntary effort. One 
of the first tasks undertaken on the reorganization of this 
society a few years ago was a survey of the existing 
machinery, followed by a conference of the various bodies 
interested in the welfare of the deaf, and by the promotion 
of measures to secure more effective co-operation among 
them. The report shows that societies for the care of the 
deaf and dumb are in operation in some fifty districts— 
often with totally inadequate resources in workers and 
money—while in large areas no such agencies exist, with 
the result that probably half the deaf and dumb are 
receiving no assistance whatsoever. In its effort to secure 
the national organization of the work the Institute’s policy 
is to promote the establishment of counties associations 
for the deaf, covering the whole country in seven districts, 
and composed of representatives of Education Committees, 
Poor Law authorities, voluntary schools and welfare societies, 
and persons specially interested in deafness. Such associa- 
tions have already been established in Scotland, and for the 
northern and midland counties in England. It is hoped 
that these bodies, by securing the co-operation of parties 
who have hitherto worked independently of each other, 
will gain the support of the public and make possible a 
much more effective system. The problem of securing 
employment presents special difficulties both to the deafened 
and the deaf-born, and there is an urgent need for training 
facilities and for some means of securing their entrance 
into industry in occupations suited to their conditions; 
facilities are also required for their higher education. 
Among the Institute’s auxiliaries is a useful and active 
medical committee, which includes several aurists and 
others possessing special knowledge of the needs of the 
deaf; the committee endeavours to prevent deafness by the 
dissemination of advice as to the need for early treatment 
of diseases likely to cause it, and for the entire avoidance 
of panaceas advertised by unqualified persons. It is sug- 


_gested that the inclusion of specialist treatment in ear, 


nose, and throat troubles as an additional benefit under 
the national health insurance scheme would doubtless have 
an important effect in preventing deafness; representations 
have been made on this subject to the Ministry of Health. 
Only a few approved societies, it has been found, provide, or 
assist in providing, aids to hearing for their members as 
an additional benefit; and the Institute urges that all 
societies should consider the advisability of doing so. In 
this connexion it may be noted that the Institute has issued 
a warning against the indiscriminate purchase of electrical 
aids to hearing, urging that deafened persons should in- 
variably consult an aural specialist, at an ear hospital or 
privately, and be: guided by his advice as to whether an 
instrument is likely to be of use. If the advice is favour- 
able deafened persons should deal only with firms which 
allow a home trial of two or three weeks before purchase, 
or which agree otherwise to meet them considerately if the 
instrument fails to be of service. The financial position of 
the Institute, we regret to note, is unsatisfactory; the 
ordinary income last year was only £1,025, and it was 
necessary to draw upon the sum of £1,491, raised by a 
special appeal, to meet the expenditure. As a result it was 
impossible to initiate the provision desired for the care and 
training of blind-deaf infants, the industrivl training of 
deaf and dumb adolescents, the care of men ulty defective 
deaf, and the employment of the deaf. 
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DIPHTHERIA IMMUNIZATION: THE QUEENSLAND 
FATALITIES. 
We have now received the full text of the report of the 
Royal Commission of Inquiry into the fatalities which 
occurred at Bundaberg, Queensland, in January last. An 
outline of the findings of this Commission was given in the 
British Medical Journal of June 23rd (p. 1076). The 
report,' which has been published by the Government of 
the Commonwealth of Australia, is a document of very 
considerable scientific interest. In addition to a narrative 
of the events that followed the inoculation of children 
with a diphtheria toxin-antitoxin mixture, there are now 
made available details of the clinical histories, an analysis 
of the symptoms, and a careful discussion of their signifi- 
cance. The pathological investigations are reported at 
length, and the considerations which led the Commission to 
incriminate a pathogenic staphylococcus are fully recorded. 
In thirty-one appendixes to the report the various steps 
of the inquiry are set out in detail. The wide range of 
possibilities entertained and excluded only after elaborate 
consideration is particularly noteworthy, and it is clear 
that the utmost care was taken to arrive at a correct 
verdict. Examination of all the available evidence points 
to the injection of living staphylococci as the cause of the 
deaths at Bundaberg. There can no longer be any doubt 
that these regrettable fatalities were accidental, and that 
such an accident is most unlikely to happen again. The 
Commissioners declare with emphasis that active immuniza- 
tion is the only specific measure at present known for the 
control of the incidence of diphtheria, and that there is 
no inherent danger in its practice when properly controlled. 


THE DIETETIC TREATMENT OF INFANTILE 
; DIARRHOEA. 
Ir has been shown that infantile diarrhoea may occur on 
a diet of sterile milk if the quantitative and qualitative 
composition exceeds the limits tolerated by the infant. An 
increased motor and secretory activity of the bowel ensues, 
and the pH of the different sections of the gut alters, with 
the result that organisms normally present and harmless 
in one section migrate to another, and there become patho- 
genic, thus constituting an endogenous infection. Professor 
L. Moll? believes that this is a more frequent cause of diar- 
rhoea in infancy than exogenous infection. Hence, apart 
from any aperient action which they may have, anti- 
bacterial remedies (such as calomel and salol) are unlikely 
to be effective as intestinal disinfectants, since they will 
inhibit the growth of physiological as well as pathological 
organisms. At the beginning of treatment in a case of 
infantile diarrhoea Moll withholds food for a maximum 
period of twenty-four hours, giving only water or tea. He 
consideis that this period should be as short as possible in 
view of the risk of acidosis if there has been much 
vomiting; moreover, the sick infant is unable to retain 
water in the tissues, since the metabolism of mineral salts 
is deranged and an excess of these salts is being excreted. 
He therefore recommends that a “ stabilizing ’’ diet should 
be substituted as soon as possible. This must contain 
enough water, salts, and other constituents to make up for 
the dehydration which has occurred and to arrest the loss 
of weight as quickly as possible; its calorie value should 
approximate to that of human milk, and at the same time 
it should be readily digestible. Human milk, even where 
procurable, was found unsuitable for this stabilizing diet 


because of its low salt and protein content; since the loss 
of protein in infantile diarrhoea is high it must be replaced | 


as quickly as possible. The addition of calcium whey 


rt of the Royal Commission of Inquiry into Fataliti 
Printed and we for the Government of the ng 
. J. Green, Government Printer, Canberrra. 


1 Re 
Bundaberg. 
wealth of Australia by 
No. 825. 2s. 9d. 


2 Wien, klin. Woch., August 30th, 1928, p. 1249, 


(prepared by adding 4 grams of calcium lactate to 1 litre of 
warm skimmed milk and then boiling and filtering) con- 
taining lactose, calcium salts, and 0.3 per cent. protein 
was found very useful. For older infants a mixture of 
biscuit flour or rice, with water, salt, sugar, sodium 
bicarbonate, and beaten yolk and white of egg, was first 
steamed, then pounded and passed through a sieve, and used 
to thicken either tea or calcium whey. This has the advan- 
tage over other flour mixtures that the low protein content 
is supplemented by the egg, and the method of preparation 
ensures that a large surface of the particles of flour is acces- 
sible to the gastric juices. An almond whey mixture was also 
used with success; it was either added to human milk or 
given with one of the cooked flour mixtures. This almond 
milk whey resembles human milk in its proportions and 
calorie value; it has, however, a higher percentage of ash, 
contains added flour and vegetable instead of animal fat, 
with a lower melting point. All these diets increase the 
acidity of the stools, which are usually alkaline in the 
diarrhoeas of artificially fed infants. The infants were 
kept on one of these diets for four to cight days, and were 
then placed on a normal diet again or on the one they were 
taking before the illness. Since this method of treatment 
was adopted at an institution for maternal and infantile 
welfare in Vienna, the mortality from infantile diarrhoea 


/ has fallen from 32 to 5.1 per cent. 


GENERAL MEDICAL COUNCIL BY-ELECTION. 
Vortiné papers in connexion with the election of two direct 


' representatives on the General Medical Council were issued 
on October 20th to all practitioners having registered 
~ addresses in England and Wales. 
| who has not received a voting paper, whether he wishes to 
| vote in the election or not, should immediately communicate 


_Any such practitioner 


with the Registrar of the General Medical Council, 44, 
Hallam Street, Portland Place, London, W.1, in order to 
ascertain that his address is correctly entered in the 
Medical Register. Voting papers must be returned so as 
to reach the Registrar on or before Monday next, October 
29th. The joint election address of Dr. J. W. Bone (of 
Luton) and Dr. E. K. Le Fleming (of Wimborne) appeared 
in the Supplement to our issue of Octoher 13th. These 
two candidates were chosen for support by the British 
Medical Association at the Annual Representative Meeting 


in July last. 


Tue Bradshaw Lecture on pyelitis and pyelonephritis 
will be given before the Royal College of Physicians of 
London by Dr. A. G. Gibson on November Ist. Dr. G. F. 
Still will déliver the FitzPatrick Lectures on the history 
of pediatrics to the end of the sixteenth century of 
November 6th and 8th. The lectures will be delivered 
at the College, Pall Mall East, S.W., at 5 p.m. on each 
day, and any member of the medical profession will be 
‘admitted on presentation of card. The Lloyd Roberts 
Lecture on Faraday’s diary will be given by Sir William 
Bragg, K.B.E., F.R.S., at the house of the Royal Society 
of Medicine, 1, Wimpole Street, W.1, on November 23th 
at 8.30 p.m. Tickets of admission can be obtained o 
application to the secretary. 


Tue nineteenth annual exhibition of electrical, optical, and 
other physical apparatus, arranged by a joint committee of t 
Physical and the Optical Societies, will be held on January 8th 
to 10th at the Imperial College of Science and a 
South Kensington. As on previous occasions it will incla 
a trade section and a research and experimental section. ‘The 
committee invites offers of exhibits illustrating the results of 
recent physical research; lecture experiments and historical 
exhibits in physics will also be welcome. Offers should be 
communicated immediately, and in any case not later than 
November 14th, to the Secretary, Physical and Optical Societies, 
1, Lowther Gardens, Exhibition Road, London, S.W.7. 
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HNoba et Vetera. 


FLORENCE NIGHTINGALE AND NURSING IN 
FEVER HOSPITALS. 

A DISTINGUISHED member of the British Medical Association 
has presented to the collection of autographs in the Library 
an interesting holograph letter from Florence Nightingale, 
written in December, 1893. Dr. E. W. Goodall, to whom 
the letter was written, is well known as an authority on 
infectious fevers and as a former medical superintendent 
of fever hospitals. It was in that capacity that he sought 
the advice of Miss Nightingale on questions of nursing 
fever patients. In a letter to us covering his gift Dr. 
Goodall writes as follows: 


“The occasion of its’? (Miss Nightingale’s letter) ‘ being 
written was as follows. I was bringing before the Committee 
of the Eastern Hospital, Homerton, a scheme for improving 
the nursing service and for keeping up a steady supply of 
suitable probationer nurses. One of the members of the 
Committee was the Hon. Maude Stanley. ... She was able 
and kind enough to give me an introduction to Miss 
Nightingale.’’ 

In reply to Dr. Goodall’s request for an interview hé 
received the fotlowing letter: 

Dec. 28/93. 
10, South Street, 
Park Lane, W. 
Dear Sir: 


I shall be much pleased to see you on Saturday afternoon 
at § to 5, as you kindly propose. But it will -be to receive 
information from you, which I know your kindness will give 
me, before a receipt for the ‘‘ best method of training Nurses 
for the Hospls. of Met. Asy. Board”? can be worked out—or 
indeed even its A.B.C. 

You possibly may have a copy of the Blue Book (many years 
old) on ‘* Cubic Space in Workhouse Infirmaries *’ which con- 
tains a good deal besides ‘‘ cubic space ’’—and in it they have 
printed a paper which I was desired to write for them and 
which contains some of the A.B.C. of nursing in these 
Infirmaries. It is called ‘* Suggestions’ &c. I have not a 
single copy left. But I would try and get one for you, if you 
would wish to see it : and have it not already. 
Pray believe me 

Most faithfully yours 

FLORENCE NIGHTINGALE. 
Dr. Goodall continues : 


“TI visited Miss Nightingale at the appointed hour. She 
received me most kindly, gave me upwards of an hour of her 
time and entertained me to tea. But I experienced a surprise 
and also, to tell the truth, a disappointment. I was ushered 
into a large room upstairs, and was greeted by a small, at any 
rate small-looking, lady who was sitting up in a very big bed. 
She was distinctly well nourished and appeared to me to be in 
good hea h. She was, I believe, confined to her room, if not to 
her bed, for some years before her death. She was fully dressed 
in some black material so far as the clothes which appeared 
above the bed-linen were concerned. On the wall behind her 
and the head of the bed was a shelf which ran the whole 
width of the bed and was full of books, to one or two of 
Which she referred in the course of the interview. The surprise 

y in the contrast. between the almost plump little woman 
I saw before me and the slim figure of ‘the Lady of the 
Lamp ’ with which the pictures and statuettes had made me so 
familiar. As for the disappointment, well so far as I could 
judge from an hour's conversation, she was not conversant with 
and therefore did not understand the aititude of the nursing 
profession at that time (1893). If she was not back in, she was 
boking wistfully back to, the days when a woman took up 


‘uwrsing as a sacred duty towards ‘suffering humanity and not 


a a means of earning a living in however honourable a way. 
ut Miss Nightingale had then and had had for many years only 
second-hand information concerning the rank and file of the 
Musing profession. Consequently, though she gave me some 
excellent counsel on the general question of hospital nursing, 


Ido not think she helped me much in respect of the feasibility 
of my scheme.” 


In Miss Nightingale’s letter, and in the pleasing word- 
Picture drawn by Dr. Goodall, we can find no likeness to 


the arrogant and tyrannical lady who ordered A. H. Clough 
about and sent him on errands, as depicted by the satiricz 


pen of Mr. Lytton Strachey in his Eminent Victorians. 
She lived till 1910, dying at the age of 90, full of honours, 
which included the Order of Merit, and having earned the 
respect and even the affection of millions, 


THE AUSTRIAN LIP. 

In a well-known passage of his autobiography Edward 
Gibbon wrote: ‘‘ Our immortal Fielding was of the younger 
branch. of the Earls of Denbigh, who draw their origin 
from the Counts of Habsburg, the lineal descendants of 
Eltrico in the seventh century Duke of Alsace. . . . The 
successors of Charles the Fifth may disdain their brethren 
of England; but the romance of Tom Jones, that exquisite 
picture of human manners, will outlive the palace of the 
Escurial, and the imperial eagle of the house of Austria.” 
Unluckily the romantic legend of the common origin of 
the Feildings and the Habsburgs has been destroyed by 
the researches of the late Mr. J. H. Round, but this noble 
tribute to the genius of Henry Fielding remains in un- 
tarnished splendour. The prephecy has in part been ful- 
filled, for although the palace of the Escurial seems likely 
yet to outlast many centuries, the imperial eagle has 
taken wing into the limbo of lost causes and has gone, 
as a national emblem ‘‘ for good,’? while Tom Jones is 
still reprinted and delights successive generations of readers. 

There is, however, a characteristic of the house of 
Habsburg, to which Gibbon did not allude, which seems to 
be as persistent as its coat of arms or its Spanish palace. 
This is that combination of traits of feature which is 
known as the Habsburg lip, from the fact that a prominent 


‘or hanging lower lip is the most obvious of the peculiarities 


which constitute this family type. 

In an elaborate study of the heredity of the stigmata 
of degenerescence Dr. V. Galippe of Paris published in 
1905 a well-documented research dealing chiefly with the 
house of Habsburg and its origins.1 He showed that the 
peculiarity of the Habsburg lip depends principally on 
a disproportion and want of adaptation between the upper 
and lower jaws—that its subjects are underhung, in fact 
—while at the same time there is a lateral compression of 
the mandible which tends to render the angle between 
the two horizontal rami more acute than normal. This 
deformity French anatomists call inferior prognathism. 
It must not be confused with the prognathism which is 
a character of the lower races of mankind and which 
involves a projection. of both jaws beyond the vertical 
line of the ideal orthognathous skull. Without attempting 
to follow all the footsteps of courtly genealogists who have 
professed to find the roots of the Habsburg family tree 
in the year 690, Dr. Galippe goes back to the fourteenth 
century and begins with a traditional portrait of Ernest [, 
Duke of Carinthia, which he says shows inferior prog- 
nathism. This is succeeded by some 250 portraits, the 
series only ending in quite recent times and including 
the unfortunate Archduke whose murder started the world 
war. In nearly all these portraits, among which are 
included those of our Stuart kings, Dr. Galippe sees 
inferior prognathism, in many cases where it must be 
confessed that a less enthusiastic observer would only see 
that fullness of the lips which some artists gave to their 
sitters as a beauty. Dr. Galippe is on firmer ground when 
he, argues that a deformity such as that shown by the 
Emperor Charles V has been perpetuated by the inbreeding 
which has been carried to such a pitch by his. descendants 
and collaterals, although few of them showed the peculiarity 
in so marked a degree as he did; yet it appeared in an 
extreme form in the Emperor Leopold I (1640-1705), and 
as late as 1817 in-the Archduke Albert Frederick Rudolph 
who died in 1864. ; 

The basic deformity in the typical Habsburg skull is, 
according to Dr. Galippe, a lateral compression with 
corresponding expansion in the antero-posterior direction 


causing, or at least associated with, exophthalmos. He does 


not mince matters in discussing the royal and _ noble 
families of Europe, nearly all of which were tainted with 
Burgundian blood, and, according to him, few of them 


L’Hérédité des Stigmates de Dégénérescence et les Familles Souves 
raines, Par le Dr. V 


Paris; Masson et Cie. 


. Gelippe, membre de l’'Académie Médecine. 
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ANTRAL SEPSIS AS A CAUSE OF ILLNESS. 


of moral worth, and many of them of feeble intelligence ; 
but after making full allowance for prejudice we must 
admit on the evidence that the Habsburg lip seems to be 
a dominant peculiarity, which crops up again and again, 
even among remote collaterals. 

Dr. Galippe shows also that a similar deformity existed 
independently in a marked form among the Medicis of 
Tuscany; although the deformity in this great mercantile 
family was not derived from any of the sources of the 
Habsburgs, it was enhanced by intermarriage with that 
family. It is most obvious in the portrait of Cosmo III 
by Westerhout, and is unmistakable in that of the first 
Grand Duke Francis, and in many other members of that 
family. 

Dr. Rubbrecht of Bruges has studied this question from 
a slightly different point of view—that of the connoisseur 
of paintings and sculpture—and he published the results of 
his research in a beautifully illustrated work? in which 
he discusses all the available portraits and images of 
the early members of the reigning families of France, 
Burgundy, and Austria, and especially the collection of 
portraits which formed the exhibition of the Golden Fleece 
at Bruges in 1907, to which pictures were sent on loan 
from various galleries, including the Royal collection of 


“Windsor Castle, whence came a very notable portrait of 


the Emperor Charles V by a Flemish master. This 
portrait, for the faithfulness of which there is strong 
corroborative evidence, shows the deformity in its most 
acute degree. The brother of Charles, Ferdinand I, had 
also a very full and typical lower lip. When it is remem- 
bered that the Emperor Charles married his first cousin, 
and that his daughter and her son did the like, and that 
such consanguineous marriages were frequent in the 
family, it is easy to understand the persistence of the 
Habsburg lip. 

From his iconographical studies Dr. Rubbrecht comes to 
the conclusion that the Habsburg family inherits inferior 
prognathism from the royal houses of Spain and Austria, 
but that the large lower lip existed in the families of 
Burgundy and Spain before their union with that of 
Austria, and, further, that the lateral flattening of the 
skull, the long nose, and’ prominent eves may be found 
in the aneestors of the Habsburgs in the houses of 
Burgundy, Spain, and Austria, 

To the student of heredity both these books are of great 
interest. It is easy to understand the persistence of a 
hereditary trait, in a race which bred in-and-in for so 
many generations, but it is less easy to explain the persis- 
tent fecundity of the race under such conditions. 


ANTRAL SEPSIS AS A CAUSE OF ILLNESS. 
A PersonaL EXPERIENCE, 
A WELL-KNOWN surgeon, now. retired from practice, sends 
us the following account of a prolonged period of ill 
health from which he suffered, attributable, in his opinion, 
to suppuration in the maxillary antrum. His age is now 73. 


In the cold winter of 1916-17, when on duty in France, he had 
severe toothache in the left upper canine, an abscess breaking 
through the upper margin of the alveolus. Immediately, and for 
long afterwards, boils occurred in various places, and in 1920 
a sebaceous cyst on the back suppurated; in that year he began 
to have recurrent attacks of severe lumbago. In 1925 a sharp 
attack of influenza was accompanied by acute neuralgia, which 
seemed to arise from the frontal sinuses and was followed by 
purulent nasal catarrh. During treatment with a mixed strepto- 
coccal and catarrhal vaccine, a small patch of weeping eczema 
appeared on the outside of the left leg and gradually spread over 
an area the size of the palm. It was, intensely irritating, and at 
times was almost bullous. After each dose of the vaccine there 
was definite reaction in the eczematous area.’ The general condi- 
tion was that of mild toxaemia, with a large excretion of free 
uric acid. In 1926, while the patient was still getting about with 
the troublesome eczema, phlebitis developed in the left posterior 
tibial veins opposite the eczema, and spread up the femoral to the 
junction of the superficial and deep femoral veins, with great 
oedema of. the thigh and leg. The vaccine was stopped, and 
during nine weeks in bed the eczema practically cleared up, thougk 
threatening recrudescence at times. ; 


L’origine du type familial de la Maison de bsboury : 
G. Van o Cie 1910.” as _Habsbourg. Brussels : 


In January, 1927, while sitting quietly, the patient had severe 
pain in the cardiac region, spreading right and left, and accom. 
panied by intense distress. He was obviously gravely ill. The 
face was ashen, and there was slight cyanosis, but the pulse 
remained steady at about 70, and the heart sounds were clear, 
Amyl nitrite only gave slight relief, and the pain and distress 
persisted for some hours. After a stiff dose of whisky in hot 
water the patient had a fairly good night. Next morning the 
temperature was raised, but the general condition scemed to have 
improved. It was found, later, however, that the blood pressure, 
which a year previously had been 155/60, had fallen to 85/50, and 
a tentative diagnosis of ischaemic necrosis of the heart was made, 
Confirmation of this was afforded during the three weeks of 
desperate illness that followed, for signs of transient local peri- 
carditis appeared on three separate occasions, and at times 
fibrillation was present. It was noticed that when the heart was 
irregular the patient had little or no pain; on the return of 
normal rhythm he suffered a good deal from a precordial ache, 
and from more intense pain referred to the left shoulder, which 
small doses of morphine relieved. For about ten days a blowing 
systolic murmur could be heard at the tricuspid area, and _ the 
apex beat was displaced to the left. The blood pressure was 
persistently between 80 and 90 systolic, and the general condition 
poor; the patient was extremely weak, and flatulence further 
embarrassed his heart. Three weeks from the initial attack, when 
some improvement had begun, a pulmonary embolism occurred 
when he was at rest on his back. The moderate distress and 
anxiety soon passed off, but the patch in the left iung gave tise 
to a good deal of intercostal pain some days later from pleurisy. 
In about three months the lung had cleared up; the apex beat 
was then in the nipple line in the fourth space, and there was 10 
murmur. 

The pulmonary embolism was accompanied by a curious sensa- 
tion; something, not absolute pain, was felt in the left arm, 
beginning at the shoulder and trickling down the arm to the left 
index finger, the extreme tip of which became numb, and _ kas 
remained so ever since. The explanation seemed to be that a 
very minute cerebral embolus formed at the same time as the 
pulmonary infaret, and the inference was drawn that the ischaemie 
neérosis affected either the walls of both ventricles or the intra. 
ventricular septum; for clearly a lesion capable of disturbing both 
the right and left circulatory systems must be postulated to 
account for the bilateral emboli. The degree of subsequent 
recovery suggested that the main lesion was in the septum rather 
than an extensive necrosis of the walls of both ventricles. An 
electro-cardiogram three months later showed unusua! complexes 
in leads 1 and 2, and in both the ‘TT’? wave was upside down. 
Nine weeks after ithe anginal attack complete rest in bed was 
abandoned, and very gradually moderate activity was resumed. 
The blood pressure was then 120, and four months later it was 
possible without inconvenience to indulge in a little trout fishing 
and to play nine holes of golf. 

The nasal catarrh continued, and in July, 1927, a specialist 
pronounced the left maxillary antrum to be very opaque. This 
was confirmed by radiography, which showed the other sinuses 
to be healiliy. Aspiration of the antrum drew off a quantity of 
horribly offensive pus, of which there had been no_ indication 
either by pain or by an offensive odour. An opening was made 
into the antrum through the inferior meatus and a tube retained 
for three weeks, when the opening bade fair to be permanent, 
Irrigation was performed from time to time, the bad odour dix 
appeared, and washing out revealed only a little pus. In November, 
1927, a sharp attack of paroxysmal tachycardia lasted two or three 
hours. The pulse was over 150 and feeble, breathing was quick, 
and the méntal state was one of anxiety. The attack ended 
suddenly, and the pulse came down to about its normal beat of 
60 to 64. Five days later, in the middle of the night, another 
attack occurred, rather more severe, and lasting three or four 
hours. The heart evidently dilated in these attacks, the apex beat 
was well beyond the nipple line, but under treatment by digitaline 
the pulse became slowed to 50 and the apex beat came back 
gradually to the nipple line. The tachycardia was thought 
be due to auricular flutter; the blood pressure then was_ barely 
120. As the washings from the antrum continued to contain mueh 
flocculent pus the antrum was opened in December, through the 
canine fossa, under local anaesthesia. Two pieces of what appeared 
to be bone or tooth, about half an inch long and nearly a quarter 
of an inch thick, were found lying loose in the cavity, and wet 
removed; another fragment was not removed, as it seemed unwise 
to continue the operation. On January Ist, 1928, the blood 
pressure having risen a good deal, the canine opening and thal 
in the inferior meatus were both enlarged under ether, the 
remaining fragment of loose bone was removed, the portion of the 
antral floor over the canine region, which showed active inflamm 
tion, was chiselled away, and the antral cavity thoroughly 
cleansed. The antrum now appears free from infection, and the 
mucous membrane under direct inspection by the naso-pharyng® 
scope looks healthy. 


Commenting on this history, the surgeon-patient com 
cludes that in 1917 the antrum was infected from “the 
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canine tooth. The infection became chronic, and led to re- 
infections of the nasal cavity with recurrent coryza. The 
attack of influenza in 1925 probably caused an acute re- 
infection of the antrum. Administration of a vaccine some 
months after influenza, in the presence of antral infection 
and pus, seems to have induced a toxaemia, which caused 
the eczema, with general disturbance of metabolism, and 
later the phlebitis. When the cardiac attack occurred in 
1627, with a considerable rise in temperature, it was at first 
thought that influenza was responsible; but the general 
phenomena of influenza were absent, and it seemed likely 
that the suppuration in, and absorption from, the antrum 
was in fact responsible. Once the antrum was drained the 
patient’s general condition improved greatly until the 
attacks of auricular flutter in November, 1927. Since then 
there have been no other similar attacks, attributable no 
doubt to the rest taken and to the radical treatment of 
the antrum. The patient’s general health has greatly 
improved, the toxic look is gone, he has had no boils since 
the antrum was emptied, his colour is good, and his weight 
has increased from the normal. Moderate physical exercise 
can be taken without inconvenience, and a certain amount 
of public work is discharged. The heart is, of course, a. 
damaged organ, but functions regularly except during 
attacks of flatulence. Colds in the head were frequent up 
to June, 1927, but none has been experienced since until 
October, 1928. 

The nose and throat specialist thinks that the virulence 
of the infection led to a necrosis of a localized area of the 
maxilla below the anterior angle of the antrum. Gradual 
separation oceurred, and, following the line of least resist- 
ance, necrosed into the cavity of the antrum. Thus a 
lsose body which microscopically proved to be decaying 
bone, was found in the cavity. Suppuration in the antrum 
of great virulence was the result. No pain was present, 
and, owing to the consequent loss of smell, the offensive 
odour was not detected by the patient. 

The striking point about the case is that it was possible 
for a dormant lethal sepsis to remain undiscovered in the 
body for many years, and to give rise to distant toxic 
effects which more than once brought the patient to the 
verge of death, 


LOCAL GOVERNMENT REFORM, 


MEDICAL ASPECTS OF PROPOSED CHANGES.” 

Tae main task before Parliament on its reassembly on 
November 6th will be the disposal of the Government’s 
scheme for the reform of local government and of its 
financial relations with the local authorities. These 
changes follow upon the decision to embark upon the plan 
for the relief of productive industry, propounded by. the 
Chancellor of the Exchequer in his last budget speech, by 
means of what is commonly described as the ‘ de-rating ”’ 
of agricultural, industrial, and transport properties. The 
details of these proposals are already common property, 
and legislation to give effect to the rating relief scheme 
has already been placed before Parliament. 

It may be recalled that as a result of this measure the 
local authorities will suffer a considerable diminution in 
their existing revenue from rates, and that it is there- 
fore proposed to compensate them by grants from the 
Exchequer. The Government has decided that the execu- 
tion of its scheme demands, first, a change in the basis of 
its contributions to local services, and, secondly, a sub- 
stantial measure of local government reform. In this con- 
nexion it has been decided that there is a clear case for 


,teform in the Poor Law and in highways administration, 


and the main primary effect of the proposed changes will 
he to transfer the responsibility for these services to the 
county and county borough councils. 


, Overlapping in Medical Services. 

A full account of the proposals is given in a memo- 
tandum! prepared by the Ministry of Health for the in- 
formation, primarily, of the local authorities concerned 
in England and Wales. The subject, however, is of 


‘Proposals for Reform in Local Government. Cmd. 3134. London: 
.-M. Stationery Office, or through any bookseller. 1928. 1s. net. 


peculiar interest to the members of the medical profession, 
and deserves their closest attention. It is clear that the 
carrying out of the scheme will have important effects 
on the public health service in practically all its branches, 
and in many areas it will be the prelude to complete 
reorganization. The memorandum expresses the view that 
the proposed transfer of the Poor Law administration to 
the counties and county boroughs is in the traditional line 
of development of English local government, and recalls 
that when the parish unit was found too small for its 
task the larger union was created to supersede it. Under 
present conditions, it is suggested, the union is often 
in the position formerly occupied by the parish, and the 
magnitude of Poor Law work demands that it should 
be undertaken by local government units of first im- 
portance. Further, every rural union in the country has 
institutions which, with the decline in their areas in the 
number of persons relieved institutionally, are seldom full, 
and as regards facilities for medical treatment cannot 
economically be brought up to date. The memorandum 
proceeds : 

‘‘ Meanwhile, other authorities charged with the duty both of 
preventing disease and of treating the sick have been established, 
with the result that their functions overlap those of the boards 
of guardians. The transfer of the Poor Law to county and 
county borough councils would eliminate this overlapping, would 
make possible a better classification of the sick, and would lead 


to economies in the provision of institutional treatment, the general 
demand for which is everywhere steadily expanding.” 


Administrative Changes. 

It will be seen from this extract that something much more 
.than a simple transfer of functions is to be expected from the 
proposed reform, and this is made even clearer by the outline 

iven by the Ministry of the changes in the existing practice 
in Poor Law administration which will arise. Here, it may be 
pointed out, the Government evidently intends to allow con- 
siderable latitude to the authorities concerned in the manner 
in which they will discharge their new functions. f 

After the passing of the Reform Act, and before it comes 
into operation on April Ist, 1930, each county and_ county 
beret council will be required to submit to the Ministry 
a scheme of its proposed arrangements for the execution of 
its new duties. The memorandum gives an indication of the 
provisions which may be included in such schemes. It will be 
permissible to delegate or refer any of the new functions (apart 
from rating or borrowing powers) to an existing or specially 
constituted committee of a council, or to a local subcommittee 
for a particular district. Such committees or subcommittees 
may contain a minority of co-opted persons, such as former 
members of Poor Law authorities and members of other local 
authorities. Where a county or county borough council decides 
to provide for co-option this must apply to women as well as 
to men. 

Delegation of Poor Law Services. 

It is suggested that in delegating Poor Law functions to exist- 
ing committees of a county or county borough council assistance 
to mothers and children under 5 years might, for example, be a 
matter for the maternity and child welfare committee of the 
council. Similarly the education of ‘‘ Poor Law’’ children 
might be dealt with by its education committee, which might 
undertake the maintenance of children in institutions, although 
the cost of this service would not attract an education grant 
from the Exchequer. Where the council of a county district 


‘is a local education authority or a maternity and child welfare 


authority such services may be delegated to that body. ‘The 
memorandum states that existing Poor Law Officers will be 
transferred to the new authorities, and proper provision for 
compensation, where necessary, will be included in the bill. 
In London, as a result. of the projected reform, the Metropolitan 
Asylums Board and the Metropolitan Common Poor Law Fund 
will cease to exist; the London County Council will assume 
responsibility for the services now maintained by the Board. 


Grants for Health Services. 

As part of the general scheme of reform the Government 
proposes to review various grants in aid at present made to 
local authorities and to widen the scope of the Exchequer 
grants to make up the deficiencies due to de-rating. Among 
the grants to be ‘‘ reviewed ’’ (that is, abolished) ‘are the per- 
centage grants in aid of certain health services—tuberculosis, 
maternity and child welfare, welfare of the blind, venereal 
diseases, and mental deficiency. In place of these percentage 
grants, and of the others associated with them in the 
memorandum, is to be substituted a new Exchequer annual 
grant in aid, fixed in total and for each authority for 
a period of five years, and _ revised five years— 
what is described as a ‘block’ grant. he total sum 


to be allotted is meant to cover the losses caused by de-rating 
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and by the abolition of existing ‘grants, and is to be augmented 
by a sum of £5,000,000 of ‘‘ new money ”’ from the Exchequer 
for England and Wales. During the transitional period from 
the old to the new financial system grants will be based partly 
on the existing method and partly on the basis of the formula 
which hds been devised to secure a more equitable distribution. 


Basis for the Block Grant. 

This formula is designed to give a weighted population. 
which will be the prime factor in allotting the grants. In 
arriving at this alee opulation the estimated actual popu- 
lation will be increased by the percentage by which, at the 
last previous census, the number of children under 5 years of 
age per 1,000 of the population exceeded 50, and by other 
factors designed to compensate for low rateable value, high 
unemployment, and low density of population. Ultimately the 
whole of the grant will be distributed under this formula. 

Interference with existing arrangements under which certain 
borough and district councils administer the maternity and 
child welfare service for their areas is not contemplated, but 
certain financial adjustments will be necessary. Modifications 
in the financial provisions of the scheme will be required in its 


application to London. 


Seconp Report oF THE Royat Commission. 

The second report of the Royal Commission on Local Govern- 
ment, the preparation of which has been expedited on account 
of the proposed action of the Government in this sphere, was 
issued this week, and will be reviewed in an early issue. The 
report recommends a reorganization of areas to increase effi- 
ciency, after a general review of existing units. It is suggested 
that county councils, in consultation with county district 
councils, should be required to frame a scheme for the appoint- 
ment of whole-time medical officers of health, and that where 


part-time posts fall vacant steps should be taken to secure the’ 


appointment of whole-time officers. The Commission considers 
that the school medical service should remain in the hands of 
the local education authorities, and that provision should be 
made for these authorities assuming responsibility for maternity 
and child welfare work, in certain circumstances, where this 
service is not already under their control. Modifications are 
also proposed in the existing system for the allocation of 
responsibility for supervision under the Midwives Acts, and for 
the treatment of ophthalmia neonatorum, and in connexion 
with the provision of infectious disease hospitals. 


SICK-ROOM ACCOMMODATION AT PUBLIC 

SCHOOLS. 
A RECENT memorandum' giving the results of an inquiry 
into the standards of “ sick accommodation ’’ at a large 
number of English public schools is likely to serve as a 
useful guide to those responsible for providing such accom- 
modation. It is the work of Dr. W. Dalrymple Champnev., 
one of the medical officers of the Ministry of Health, and-is 
issued by the Ministry. 

The types of accommodation found may be classified into 
four groups: temporary sick-rcoms at each of the boarding 
houses ; special buildings called ‘‘ sick-houses ’’ fpr the reception 
of non-infectious cases; ‘* infirmaries ’’ accommodating all cases 
of sickness, surgical, infectious, non-infectious, and out-patienis ; 
and “ sanatoriums ”’ in which infectious diseases, and sometimes 
non-infectious diseases, are nursed. The problem of calculating 
the proportion borne by sick accommodation to boy population 
at a given school was complicated by the fact that at schools 
where studies are used as bedrooms these may also be reckoned 
as sick-rooms. In such schools,.as each boy may have a room of 
his own and the spe@ial sick-rooms must be added to this total, 
the number of house sick-rooms may obviously be larger than 


the number of boys in a house. Moreover, some schools pro-. 


vide outside accommodation for surgical and infectious cases. 


_though it is impossible to allow for this fact in .an inquiry 


concerning the accommodation provided by the schools them- 
selves. An examination of the statistical tables provided in 
the report brings out the great differences that exist between 
the sick accommodation of various kinds provided at different 
schools. For example, the maximum accommodation of sick 
boys in houses expressed as a percentage of boy population 
is 10.7 (105.4 if studies which may be used as bedrooms are 
included); the minimum is 2.9. The maximum of beds in 
outside houses for infectious cases is 15.3: the minimum -4.5. 


1 Ministry of Health. Memorandum on the Accommodation for the 
Sick Provided at Certain Public Schools for Boys in E ” 
ILM. Stationery Office. Ie. n England. London: 


The average number of infectious beds outside the houses is 
about three and a half times that of non-infectious beds. 

These figures are of value in showing that the minimum 
standards of accommodation suggested in a later part of the 
report are already exceeded in a number of schools, and these 
not the best endowed of those included in the scope of the 
survey. The standard laid down by the Voluntary Hospitals 
Commission in its memorandum on the constraction of voluntary 
hospitals was used for gauging the adequacy of space per hed 
provided in the wards of a number of school sanatoriums. Only 
in one or two cases was this standard attained or exceeded; 
in the great majority nominal accommodation was not com- 
patible with this standard. It is generally not practicable to 
provide sanatorium accommodation for the large number of 


cases of sickness which may occur during an extensive epidemic, ° 


There exists, therefore, a problem of extra bed accommodation, 
which at present is dealt with in various ways. At some 
schools two or three dormitories are taken over, or even a 
whole house, as an annexe to the sanatorium. At one school 
a dormitory of 50 beds adjoins the sick-house, with which it 
communicates by a door, usually kept locked. At another 
school the medical officer has caused two large dormitories of 
one house to be specially modified so that they can be converted 
into wards at the shortest notice. Some of the large schools 
have an out-patient department. where sick boys attend for 
examination, the administration of medicine, or the treatment 
of minor surgical complaints. Some schools keep records of a 
complete examination carried out when the boy enters the 
school, and of his height and weight at the beginning and end 
of each term. One school provides for a thorough dental 
examination once a year, with the result that the amount of 
dental caries in this school has been reduced by 50 per cent. 
in the course of four years. An attempt was made to estimate 
the extent to which sick-bed accommodation is used, with a 
view to determining a standard of sick-bed provision. It was 
generally found that statistics were completely lacking, or were 
insufficient for the purpose of the inquiry. Dr. Champnevs 
suggests that all medical officers of public schools might adopt 
a method of expressing sickness rates in the form of ‘ hoy- 
days.’’ the number of boy-days of sickness being obtained hy 
multiplying the number of boys going sick by the average 
number of days’ absence per boy on account of sickness. 

The second part of the report considers the principles that 
should guide schools in providing new sick accommodation or 
extending: that which exists. The amount of such accommoda- 
tion must be calculated in terms of the total resident boy popula- 
tion, probable developments of the school, the purposes for which 
the accommodation is required, and the type of organization 
prevailing at the school. The total number of sick-beds, 
including those in all four groups of accommodation, should be 
at least 18 per cent. of the boy population. The’ provision 
of sick-+reds in the houses—a suggested minimum of beds 
being 6 per cent. of the total boy population—is essential, 
except in schools so highly centralized that sick boys can be 
removed to the infirmary, sick-house, or sanatorium in a closed 
conveyance at any hour of the day or night. Sick-room beds 
should be arranged in two rooms to allow for accommodation 
of an infectidus case pending its conveyance to the sanatorium. 
For schools in. which each house has its own sick-rooms the 
total number of beds outside houses should be not less than 
12 per cent. Where the infirmary or sick-house takes the place 
of such rooms for a part or the whole ef the school, a corre 
sponding proportion of beds must be deducted from this figure. 
The number of non-infectious beds outside houses. should be 
not less than 2.5 per cent. of the total boy population: of 


‘infectious -beds not less than 9.5 per cent. The choice of a 


site for an infirmary or a sanatorium will be governed by such 
considerations as area, accessibility, elevation, drainage, water 
supply, and probable developments round the site. The accom 
modation for infectious and non-infectious cases respectively 
should be arranged either in different parts of the building, as 
far as possible from each other, or be on different floors, the 
former alternative being preferable. The out-patient depart- 
ment should be situated in the portion reserved for non- 
infectious cases. The suggested minimum standards of space 
allotted for each bed—the most important consideration im 
planning wards of any type—are: wall space 8 ft., space 
between beds 5 ft. 6 in., floor space 100 sq. ft. in large wards 
and 120 sq. ft. in small wards, and effective air space 
1,000 cub. ft. in large wards and 1,200 cub. ft. in small wards. 
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It is, however, strongly recommended that for infectious or 
respiratory diseases bed space should be considerably increased 
hy spacing out the beds or leaving one unoccupied bed between 
every two patients. With regard to sanitary annexes, it is 
suggested that the ideal arrangement is for every ward to 
have its own well-ventilated annexe, separated from it by 
a ventilated lobby. Provision for the performance of emergen:y 
operations is strongly recommended. An adequately equipped 
ward or room in the non-infectious part of the infirmary may 
serve in the absence of a room specially constructed for this 
purpose. Similarly, facilities for a-ray examination are of 
value, especially for the detection of fractures, which are of 
common occurrence on the football field. 

The report concludes with some general indications of the 
present position with regard to the construction of sick 
accommodation in hospitals and sanatoriumis. 


TREATMENT OF PULMONARY TUBERCULOSIS IN 
NEW ZEALAND. 


As the outcome of insistent demands for increased accom- 
niodation for patients suffering from pulmonary tuber- 
culosis In New Zealand, Mr. Young, the Minister of Health, 
after consultation with the New Zealand Branch of the 
British Medical Association, appointed three medical men to 
act as a committee of inquiry. These were Dr. F. Fitchett, 
professor of clinical medicine and therapeutics in the 
University of Otago (chairman), Dr. D. Eardley Fenwick, 
and Dr. T. W. J. Johnson. The report of this committee, 
which has now been presented to the House of Representa- 
tives, deals with the whole question of treatment and pre- 
vention of this disease in New Zealand, and more especiaily 
with the class of tuberculous patients admitted to the 
stnatoriums of the Dominion. To facilitate their inquiries 
the three members of the committee were officially 
appointed assistant inspectors of hospitals, and in this 
capacity they visited all the various centres, where a large 
number of witnesses were examined. 

It would appear from this report that in New Zealand, 
as in other civilized countries, the incidence of pulmonary 
tuberculosis has declined steadily during the past sixty 
years. The fall has been uninterrupted, and does not seem 
to have heen influenced by any of the remedial measures 
introduced in the last thirty years for the direct treatment 
of the disease. 

Though pulmonary tuberculosis has been a_ notifiable 
disease since 1901, the earlier returns are stated to be 
unreliable owing to neglect on the part of some doctors, 
some heing opposed to notification; the increase noted in 
1925-26-27 over any previous years: is attributable to more 
patients being notified. In this connexion we might add 
that in Kngland the subject is also regarded by the public 
health authorities as being still somewhat unsatisfactorv. 
In Sir George Newman’s report for 1926 it was observed 
that a considerable proportion of tuberculous patients were 
not notified before death, and a larger proportion only 
during the last six months of life. More reliable informa- 
tion is given by the death rate figures. In the New 
Zealand report it is shown that the mortality rate per 
10.000 of the population has fallen from 9.70 in 1872 to 
3.88 in 1927. ~ These figures place the Dominion in a 
favourable position. ‘* Indeed,’”’ as the report complacently 
states, ‘* in no other country in the world for which reliable 
Statistics are available is the death rate so low.” 

The Health Department, which supplied statistical in- 
formation, was found to be alert in initiating measures 
for combating pulmonary tuberculosis, and to have kept 
abreast of the progress in preventive medicine during recent 
years. These measures include: (1) notification; (2) in- 
spection of the homes of tuberculous patients and distribu- 
tion of leaflets; (3) medical examination of school children, 
and care of the malnourished and of those who have been 


-brought in contact with the disease in their homes, for 


whom there are open-air schools, nutrition classes, and 
heaith camps; (4) the establishment of tuberculosis dis- 
pensaries; (5) the segregation of chronic cases in hospitals ; 
(6) the treatment of other cases in sanatoriums; (7) 
research, 


In each of the four chief cities of the Dominion a hospital 
is reserved for the accommodation of advanced cases of 
pulmonary tuberculosis, but throughout the country patients 
in all stages of the disease are to be found in the general 
hospitals and in annexes attached to them. The committee 
is of opinion that this class of hospital is not being used 
to the best advantage of tuberculous patients, because not 
only is no suitable accommodation specially reserved for 
them, but there is also a disinclination to admit such 
patients. It recommends that hospital boards should modify 
their policy and admit, preferably to specially arranged 
annexes, cases in all stages of the disease. It is pointed 
out that while in New Zealand the possibilities for home 
treatment are great, medical practitioners and students 
must be given the opportunity for studying the disease 
if such ‘treatment is to be satisfactory. This cannot be 
secured if such patients are denied admission to the general 
hospitals. 

The sanatoriums seem for the most part to be suitably 
situated and well designed, though in three instances it is 
noted that they have not advanced beyond the early shelter- 
aggregate plan. While the accommodation in these institu- 
tions is adequate, with the exception of Otaki District, it 
is evident that such is not the case with the hospitals for 
chronic patients. Provision for these is a step in preven- 
tion which is always better than cure. In New Zealand the 
advanced chronic case is not regarded as a suitable inmate 
for their sanatoriums. In the North Island the superinten- 
dents of the sanatoriums have practically no voice in the 
selection of patients; they do not see them before admis- 
sion, and this work is largely in the hands.of tuberculosis 
officers on the Wellington and Auckland Boards. In the 
South Island selection is made by the medical superinten- 
dent of each sanatorium. 

As regards the question whether the action taken against 
pulmonary tuberculosis, other than the provision of insti- 
tutional beds, is sufficient, the committee finds that the 
Department of Public Health and the local authorities 
throughout the Dominion are fully alive to all the means 
available for sanitary reform, and are active in making 
them effective. There appears to be a real need for 
cenvalescent homes for adult patients. The great fear 
the public has of infectivity of pulmonary tuberculosis 
apparently closes the already established general convales- 
cent homes against the tuberculous subject. 

The Health Department is recommended to deal sternly 
with medical practitioners who neglect or decline to notify 
cases. More domiciliary supervision is advocated in the 
form of the employment by local authorities of visiting 
nurses, and it is stated that in the committee’s opinion the 
institutional treatment of chronic open cases should have 
the first call on funds available for prosecuting the fight 
against tuberculosis. Under the heading of research it is 
advised that more definite information should be obtained 
with regard to the treatment of tuberculosis among the 
Maoris, and that more active measures be taken for the 
control of the disease in Maori districts. It is regretted 
that comparatively little pathological research is being 
carried on in the Dominion. Sufficient co-ordination of all 
the agencies dealing with pulmonary tuberculosis is not 
being undertaken, though signs of progress are noted in 
some parts. Especially is this seen in the control of sana- 
toriums, some being governed by the Health Department 
and some by hospital boards. 

In its final recommendations the committee suggests that 
a division of tuberculosis be established in the Health 
Department, and that a director of. this division be 
appointed. Further, it is suggested that the routine use 
of tuberculin in sanatoriums be discouraged, and that the 
stay of minimal cases should not, as is now the case, be 
unduly prolonged. The medical superintendents of sana- 
toriums are urged to admit all cases that would be likely 
to benefit, and it is further recommended that the establish- 
ment of voluntary aid associations should be encouraged. 

While pulmonary tuberculosis is not regarded as a grave 
menace to New Zealand, this highly useful and well-drawn- 
up report should be a most helpful contribution, in view of 
the stimulus it gives to the authorities for the better co- 
ordination of the measures and of the efforts now employed 
in fighting the disease. It appears from a general survey 
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which is included that New Zealand stands high compared 
with other countries in the favourable conditions it offers 
to tuberculous subjects. There is no stint of good food; 
the climate is good and has a wide range; the financial 
resources of individuals are greater than those of persons 
in the same social grade in other countries; and the 
standard of medical education is high. It cannot be denied 
that good food, fresh sunlit air, and freedom from worry 
still remain the three leading factors in the proper treat- 
ment of tuberculosis. 


India. 


Overcrowding in Mental Hospitals in India. 
Rererences to the need for increased accommodation and 
improved arrangements for the treatment. of patients in 
mental hospitals occur in several reports from various 
provinces on the working of these institutions in 1927. 
Major-General F. H. G. Hutchinson, surgeon general to 
the Government of Madras, in his report on the mental 
hospitals of the Presidency, states that the accommodation 
at the Madras Hospital has been found insufficient, and that 
extensions are also urgently required at Calicut, adding 
that some progress can be recorded in the modernization of 
the existing buildings. Certain alterations and additions 
have been made or sanctioned, but more extensive develop- 
ments are regarded as necessary. In a note accompanying 
the annual statements of the Nagpur Mental Hospital, 
in the Central Provinces, the inspector-general of civil 
hospitals, Colonel J. Norman Walker, remarks that the 
outstanding feature of the year was the insistent demand 
for accommodation, which could not be met. Overcrowding 
was mitigated to some extent by keeping some sick patients 
in the hospital ward and permitting a few to sleep in the 
verandahs at night, while the admission of non-dangerous 
male patients was restricted. Colonel Walker calls atten- 
tion to the association of chronic focal sepsis with mental 
disorders of the type most frequently met with, and states 
that he is submitting proposals for the establishment of 
a dental department and the engagement of a_ throat 
specialist to treat such cases; this, he believes, should make 
it possible to reduce considerably the average stay in 
hospital and reduce congestion. The report of the Punjab 
Mental Hospital, Lahore, also records that serious over- 
crowding was experienced. In Assam, according to the 
report of Colonel G. Hutchison, inspector-general of civil 
hospitals, there was overcrowding in the provincial mental 
hospital at Tezpur. The reconstruction scheme, however, 
has progressed very satisfactorily, and provision has been 
made for ample accommodation on modern lines. When 
the work is completed in about two years’ time quarters will 
be provided for 690 inmates, against 441 at present. This 
will solve the difficulties in connexion with overcrowding 
and the segregation of new admissions and special diseases. 


Cholera Control at the Hardwar Kumbh Fair. 

Elaborate arrangements for the prevenfion and control 
of epidemics and the provision of sanitary measures were 
necessary in the months of February, March, and April 
last year through the occurrence of the Kumbh fairs, held 
every twelve years, at Brindaban and Hardwar, in the 
northern part of the United Provinces. It is estimated 
that the total attendance during the fifty days of the 
Brindaban fair was 2,900,000, and the total at the 
Hardwar fair 8,000,000. These fairs are attended by 
people from all parts of India, including several districts 
where cholera is endemic; and a stringent system of 
inspection was therefore instituted over persons entering 
and leaving the area by road or rail. A detailed account 
of the measures adopted in connexion with the Hardwar 
fair is given by Lieut.-Colonel C. L. Dunn, I.M.S., director 
of public health for the United Provinces, in an appendix 
to his annual report. It may be recalled that Sir Leonard 
Rogers last year took considerable interest in this matter, 
and a note on the efficiency of the prophylactic measures 
appeared in the Journal of December 31st, 1927 (p. 1242). 
Lieut.-Colonel Dunn states that the area was divided 
into eight circles, each constituted as a complete unit 


‘propaganda a 


under the charge of a medical! officer of health, with a 
staff of medical assistants, sanitary inspectors, vaccinators, 
disinfecting gangs, and other auxiliaries, each circle having 
hospitals both for general and infectious diseases, Exten- 
sive provision was made for sanitation and for increasing 
water supplies. Every camp and lodging-house was visited 
and an endeavour was made to see each occupant daily, 
other means being also employed to ensure the detection of 
disease. These measures were very effective in reducing 
the incidence of, and mortality from, cholera, while the 
establishment of the system of inspection of pilgrims from 
other parts of India minimized the efferts of this immense 
movement of population in spreading the disease. In 1915 
—the year of the last Kumbh fair—the number of deaths 
from cholera in the United Provinces after the dispersal 
of the fair was 89,993; the corresponding figure for 1927 
was 28,285. Lieut.-Colonel Dunn refers to the danger 
caused by the presence of persons who are incubating 
cholera, and of carriers, who may easily escape detection, 
and suggests that the only hope-of preventing the intro- 
duction of cholera into Hardwar by such cases would be 
either the quarantining of all pilgrims entering the fair 
from infected areas or their inoculation against cholera. 
In connexion with the Hardwar fair, about thirty private 
hospitals and dispensaries were maintained by voluntary 
agencies; between 40 and 50 medical officers, and over 
2,100 other members of the public health services, 
reinforced by 350 police on sanitary duty, were employed, 
while several hundred men of the railways were also 
placed on special duty during the fair. The opportunity 
was taken to promote educational work through the dis- 
tribution of leaflets, the delivery of lantern lectures, and 
the provision of cinematograph displays. It is interesting 
te note that in view of the importance of this type of 
change has been made in the United 
Provinces in the health organization to release an assistant 
director of public health for whole-time duty in charge 
of the provincial hygiene publicity bureau: over 14,500 
lectures were given by public health personnel in 1927. 


Reconstruction of the Government General Hospital, 
Madras. 

The report of the Government General Hospital, Madras, 
for 1927 contains a detailed account of the scheme for the 
reconstruction of the hospital on which work has_ been 
commenced. It is claimed that its completion will provide 
for Madras a general hospital which will bear comparison 
with any in the East; the accommodation will be increased 
from 540 to 650 beds, thus relieving the congestion which 
is being experienced in certain departments at present. 
Several minor improvements have already been effected in 
the existing buildings, which date from 1772, and further 
changes will be made under the remodelling scheme. This 
scheme provides for the demolition of a number of sheds 
around the main building and the erection of new strue- 
tures to accommodate surgical wards, an operation block, 
an out-patient department, a casualty ward, a venereal 
block, pathélogical laboratories, an g-ray institute, and 
administrative accommodation. All the new and existing 
buildings will be linked together by corridors at various 
floor levels where necessary, and special facilities will be 
provided for the clinical instruction of students from the 
medical school attached to the hospital. New offices are 
also being provided in the scheme, which will, it is expected, 
take four or five years to complete, at a cost, excluding the 
pathology block, of about £295,000. The clinical teaching 
of students has been entirely reorganized during the year, 
and is now conducted on the lines followed in British 
medical schools. 

New Hospital at Peshawar. 

It is expected that the new hospital now under con 
struction at Peshawar to serve the civil Indian and 
European population of the North-West Frontier Province 
will be completed by the beginning of next year. The 


hospital occupies a site of about ten acres, and will provide 
154 beds, including a European ward of twelve beds. It 
owes its existence to the initiative of Colonel C. I. Brierley, 
chief medical officer of the province, who, in 1925, formu- 
lated a scheme for the provision of a modern provincial 
civil hospital, the need for which had been felt in the 
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area. The foundation stone was laid by Lady Reading 
in 1926. A contribution of about Rs.1,69,000 has been made 
by the Government of India, and a sum of Rs.3,10,000 has 
heen provided by the Peshawar Municipality, while public 
subscriptions have amounted to Rs.1,60,000. Considerable 
additions to those sums, however, will be required to cover 
the cost of work still to be done. 


Scotland. 


Scottish Board of Health. 

Tue draft of the Reorganization of Offices (Scotland) Act, 
1928, which has new been issued, provides for certain 
departments being organized under the Secretary of State 
jor Scotland, and several boards, including the Board of 
Health, will now be converted into departments; it is pro- 
posed that the change should take place at the end ‘of the 
present year. The Secretary of State for Scotland has 
designated as the head of the Department of Health for 
Scotland Mr. John Jeffrey, C.B.E., who will be permanent 
secretary to the department. Mr. Jeffrey was appointed to 
the clerical staff of the Board of Supervision in 1892, and 
on the abolition of that board was transferred to its 
successor, the Local Government Board for Scotland. Hé 
served as secretary of the Committee on Poor Law Medical 
Relief in 1902, as secretary of the Royal Commission on 
the Poor Laws and Relief of Distress, and later as general 
superintendent of the poor under the Public Health Act 
for the Northern Highland district. When the National 
Health Insurance Act came into force in 1911 he was 
appointed secretary to the Scottish Insurance Commis- 
sioners, and in 1919, on these Commissioners being 
wumalgamated with the Local Government Board to form 
the Scottish Board of Health, he was appointed general 
secretary of the new board. 


Glasgow Royal Infirmary. 

A new wing, completing the reconstruction scheme of 
the Glasgow Royal Infirmary, was on October 12th opened 
ly Sir John Gilmour, Secretary of State for Scotland. 
lord Provost Sir David Mason presided over a large 
assembly, and said that they were met to put the final 
veal on a great undertaking—the reconstruction of a great 
infirmary. During the years which had been occupied in 
alteration not a single patient had suffered inconvenience. 
Mr. James Macfarlane, chairman of the board of the 
Infirmary, outhned the work of reconstruction, which he 
said had been initiated by Sir David Richmond in 1897. 
The actual building was commenced in 1905, and the work 
of rebuilding the main hospital had been finished in 1914, 
when the complete building was reoccupied, and was opened 
by the King. The last portion of the reconstruction 
heme had been delayed by the outbreak of the war, but 
was now concluded. The Infirmary had been reconstructed 
by the voluntary contributions of all classes in Glasgow 
and the surrounding district, although there had been 
tumerous outstanding benefactors who were commemorated 
by parts of the Infirmary being named after them. The 
building to he opened contained two casualty wards which 
were dedicated to the memory of John Ross of Lochbrae, 
Bearsden, and the lecture theatre, built on the site of the 
ward in which Lord Lister worked from 1861 to 1869, 
Would bear a panel inscribed to his memory. Thus, after 
thirty-one years, the reconstruction of the Infirmary was 
wow ended. Sir John Gilmour said that it gave him great 
jleasure to take part in a ceremony which meant so much 
tor Glasgow and the wider field of surgical work, saying 
that he was one of those who were whole-heartedly in 
lavour of retaining the voluntary principle in regard to 
hospitals. Glasgow Royal Infirmary had a noble history 
of development, but it should not be entirely on the 
fenerosity of those whom he heard described as ‘* merchant 
princes? of the city that this great institution should 
lepend far its support. Such a hospital was the concern 
“every man and woman in the. city, and if this was 
recomnized by all a state of financial stability would be 
achieved which was gssential for the future. The speaker 


then referred to a new development which he suggested 
was necessary. In the Royal Infirmary they were retaining 
in hospital for a period of cure and for the healing of 
wounds numbers of patients who might be removed to 
another area, perhaps to some annexe. It would be the 
height of folly to proceed with such a scheme until a way 
could be clearly seen to meet the heavy expenditure and 
daily cost, but he would suggest to those responsible for 
directing the affairs of the Infirmary that the provision of 
an annexe in the outskirts of the city should be their next 
ambition. “He looked forward to the co-ordination of 
general services in the great cities and in the country, 
and to the removal of some of the services which, in his 
opinion, as they were worked to-day, were less effective 
than they might be. There must be, however, behind such 
changes the genuine interest of every citizen in voluntary 
hospitals, which had been the great incentive of their 
work in the past. He then declared the reconstructed 
building open. 


Edinburgh Chair of Chemistry. 


Professor James P. Kendall, who has been appointed 
professor of chemistry in the University of Edinburgh in 
succession to Sir James Walker, delivered his inaugural 
address on October Sth. Principal Sir J. Alfred Ewing 
presided. Professor Kendall, who had spent fifteen years in 
America, took for his subject ‘‘ Chemistry in America,”’ and 
reviewed the growth of this subject in the United States 
from its beginnings in the eighteenth century, pointing out 
that in its early days the subject had been influenced to 
a great extent in America by the teachers of Edinburgh 
University. In his own department at Washington Square 
College of New York University there were in 1919 
40 undergraduates and 3 members of the staff, while in 


1923 there were 1,200 undergraduates and 14 teachers, and 


in 1927 2,500 undergraduates and 60 teachers. Many 
American universities had found it necessary to regard 
chemistry not as a single subject, but as one of several 
branches, so that in many places chemistry had become a 
faculty in itself. One naturally asked where all these 
thousands of chemists in America obtained employment. 
Some went into teaching, some into research institutions 
under the Government or other bodies, but most of them 
went into industry. The necessity for having trained 
chemists—as distinct from routine chemists—in various 
industries had been recognized in America earlier than in 
this country. Im America for at least a decade trained 
chemists had been employed in industry, and various indus- 
tries had initiated research laboratories for purely academic 
work in the belief that this might lead to results valuable 
to themselves. Still, the demand for chemists was greater 
than the supply, and chemical industries had to pay young 
chemists salaries as high as those given in the universities. 
Industry was in some cases depleting the universities of 
their teachers, but this problem was beginning to be solved 
by the scientific staffs of the large industrial laboratories 
helping the universities in the education of the students. 
In this way, too, the industries fixed their attention on 
the more promising students whom they expected to secure 
in the future. 


Veterinary Science in the West of Scotland 


A public meeting was held in Glasgow on October 19th 
under the chairmanship of the Lord Provost, Sir David 
Mason, to appeal for funds to secure the continuance and 
improvement of the Glasgow Veterinary College. Professor 
Glaister said that the governors of the college were appeal- 
ing to the citizens to prevent the extinction of a college 
which had done good work for the past sixty-eight years. 
From 1909 until 1926 the Royal (Dick) Veterinary College 
had received from the Government sums for capital and for 
maintenance amounting to over £71,000, while during the 
same period the Glasgow college had received amounts 
totalling only some £16,000. He did not agree with the 
view now held by the Gevernment that one veterinary 
college should suffice for the whole of Scotland. The Duke 
of Montrose, honorary president of the college, said that 
the Government had suggested to agriculturists that they 
should ignore the cultivation of cereals and take up animal 
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husbandry; if they did this they must have behind them 
an up-to-date veterinary service. In the Glasgow district 
there were something like three million head of cattle, and 
it was necessary to exercise care in preserving these ard 
keeping away scourges. He thought, therefore, it was 
essential that they should maintain an up-to-date veterinary 
college in the locality. Sir Robert Wilson, chairman of the 
Glasgow Education Authority, moved a resolution recom- 
mending the appeal of the governors to public bodies and 
citizens in Glasgow and the West of Scotland, as well as 
to stock rearers and owners. He was informed that the 
education authority had power to assist an institution such 
as the college, and he considered it would be a public 
scandal if the college had to shut its doors for want of 
support. [t was pointed out that £20,000 would be required, 
and it was suggested that 100 persons might be found 
willing to give £200 each for the purpose. 


Ireland. 


Rockefeller Fellowships in Dublin University. 
Wrrnarn the last few months the trustees of the Rockefeller 
Foundation have given their assent to a scheme for the 
establishment of research and teaching tellowships in con- 
nexion with the medical school of Dublin University, and 
three fellowships, each worth £500 a year, have been pro- 
vided. One came into being on October Ist, another wilt 
be created in October, 1929, and a third two years later. 
The fellowships are residential, and each holder will be 
required to work in a department of Trinity College 
Medical School, mainly on research, but with some teaching 
as part of his duties. The present scheme is tentative in 
character, and will be subject to review after five years. 
Under this scheme Dr. R. A. Q. O’Meara, M.Sc., has been 
nominated as Rockefeller Foundation Fellow in Public 
Health, his appointment dating from October 1st. . 


Voluntary Patients in Mental Hospit-?ls. 
In connexion with the death recently of an ex-soldier, 
who was run over by a railway train in Dublin, Dr. J. 


OQ’Conel Donelan, medical superintendent of the Grange-. 


gorman Mental Hospital, in the course of a report, states 
that the press account of the inquest proceeditigs conveyed 
the impression that an application for the man’s admission 
to Grangegorman Mental Hospital had been refused. This 
was entirely erroneous, for no application had been made. 
The doctor who attended the man had stated that he had 
written a letter recommending his admission as a voluntary 
patient. Apparently-this letter was delivered, but did not 
reach Dr. Donelan personally; in any case, he could not 
have done more than issue a blank form of application, 
with a set of instructions for its completion. To secure the 
admission of the deceased, the statement points out, the 
application would have had to be completed by the patient’s 
wife, father, or other relative, the medical certificate of 
insanity by the patient’s doctor, and the recommendation 
for admission signed by a peace commissioner. It appears 
that the patient’s father received an application form, but 
took no further action. Dr. Donelan was, of course 
debarred from admitting anyone until the legal formalities 
had been complied with. Dr. Donelan’s report admits that 
these regulations may seem ‘red tape’? in the eyes of 
the coroner concerned, but points out that neither the 
committee nor the medical superintendent is responsible for 
them. At the adjourned inquest on August 29th the wife 
and father of deceased said that they had never observed 
any signs of insanity in him, and his medical attendant 
stated definitely that at no time could he have certified 
him to be insane. On this evidence the patient was not 
eligible for admission to a public mental hospital, and the 
medical superintendent would have been powerless to take 
any action in his case. Nevertheless, the coroner’s jury 
returned a verdict of suicide while insane. The question 
of the admission of voluntary patients to public mental 
hospitals has been under consideration in the Free State 
for a long time, but nothing has yet been done to alter the 
law. Voluntary patients can, however, be admitted to 


private institutions on complying with certain formalities, | 


one of which is an application to the inspector of mental 
hospitals in the patient’s own handwriting. Had _ the 
coroner been aware of the law, it is suggested, the mis 
understanding and unpleasantness which arose at the in 
quest, and which was reported so prominently in the press, 
could not have occurred. The committee of the hospital 
expressed its approval of Dr. Donelan’s action. 


County Hospital Surgeon and Fees for Priv te Cases. 

At a recent meeting of the Tyrone County Hospital 
Committee the chairman read a letter from Dr. Bradley, 
secretary of the Tyrone Division of the British Medical 
Association, in which the Division protested against the 
committee of management of the hospital imposing, as a 
condition of the appointment of a surgeon, a provision that 
he should forfeit all fees for operations. As an alternative 
the letter suggested that a certain number of beds should be 
reserved as private beds for the hospital surgeon, where 
he could charge fees for operations. They also suggested 
that a number of beds be allocated for difficult midwifery 
cases, that a maternity nurse be appointed, and also that 
a dental clinié be established in the hospital. The chairman 
said it was distinctly understood that the salary fixed 
covered all emoluments. Eventually it was decided | to 
state that the committee would be prepared to confer with 
the Division on the points raised. 


Health Insurance Medic: 1 Certification in the Free State. 

At a recent meeting of the executive committee of the 
approved societies a statement, supplied by the National 
Health Commission, was read in connexion with the working 
of the district medical referee scheme. The medical referees 
are appointed by the National Health Commission, and are 
independent of the approved societies. It appears from the 
statement that 13,395 applications for a second medical 
opinion were received in 1927,-and that of these 409 (3 per 
cent.) were rejected as unsuitably selected for examination, 
and 581 (4.3 per cent.) were not proceeded with owing 
to the issue of final certificates prior to the date fixed for 
examination, leaving 12,405 references in regard to which 
notices to attend for examination by the district medical 
referee were issued by the Insurance Commission. An 
analysis of the result of these notices throws an interesting 
light on the system of medical certification under the Act, 
No fewer than 4,410 claimants (35.6 per cent.) failed ‘to 
attend, some (presumably a very small number) supplying 
certificates of physical inability to attend, some declaring 
‘* off ” after receipt of the notice and before the date fixed 
for examination, and some simply ignoring the summons 
and therefore becoming disentitled to the benefit claimed. 
The remaining 7,995 claimants were submitted to medical 
examination; in 3,200 cases the referees concluded that the 
claimants were not incapable of work within the meaning 
of the Insurance Act, while only 4,795—representing 60 per 
cent. of those examined, but only 38.6 per cent. of those 
summoned—were, in the opinion of the referees, incapable 
of work and entitled to further benefit. Considering the 
above statgment, and the particulars supplied by the 
National Health Commission to the Irish Medical Com- 
mittee, there is .no doubt that an extraordinary dispro- 
portion exists in the number of certificates issued by medical 
certifiers under almost exactly similar conditions, including 
the incidence of illness. An example of the conditions 
obtaining under the existing method of certification was 
given in the Journal of March 3rd, at page 374, together 
with an account of the estimated effects of the pro 
posed adoption of the county arva as the basis for 
the payment of medical certification capitation fees 
Practitioners who are certifiers for sickness benefits undef 
the National Health Insurance Acts in the counties 
of Cavan, Cork, Kilkenny, Limerick, Tipperary (S.R.), 
Wexford, and Wicklow have now declared against the 
decision of the National Health Commission to change the 
area of the pool for payment of certification from the dis 


pensary district to the county, and have expressed , theif, 


desire to adhere to the agreement they entered into im 
1915 with the Commission, which assumed the dispensary 
district as the area of the pool for rural districts and urban 
areas with a population of less than 10,000. The maim 


objection to the change of the area is that most medical 
certifiers would have the capitation fee for medical certifi- 
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cation of insured persons reduced from 2s, 8d. er 2s. Ed. 
to as low as 9d. This reducticn would, however, mean a 
very substantial increase in the capitation fees of those 
doctors whom the National Health Commission and the 
approved societies charge with issuing an abnormally high 
number of certificates. In view of this the decision of the 
Commission to change the area of the pool is regarded 
as inexplicable, particularly as it has always been agreed 
between the Commission and the Irish Medical Committee 
that a medical certifier should not be encouraged to 
issue certificates involving an increase in the agreed 
capitation fee. So far no county, with the exception of 
Clare, has signified its willingness to accept the county 
pool, and it appears that Clare has done so in the absence 
of figures to show the undesirable effect of the change. 


England and Wales. 


Medical S-rvice in Liverpool Cathedral. 

Tue Liverpool annual medical service was held in the 
Cathedral on Sunday, October 14th. It was attended by a 
large number of medical men and women, of whom sixty 
were in robes and formed a procession. The sermon was 
preached by the Bishop of Liverpool, who dwelt on the 
importance of joining the spiritual and psychological with 
the medical in the processes of healing, in accordance with 
Christ’s double command to preach and to heal. He also 
spoke of the wrong attitude which some people had towards 
disease and pain. He considered that it was not God’s 
will that people should suffer. The Lessons were read by 
Dr. Murray Cairns and Dr. Bernard Chavasse. The Lord 
Mayor (Miss Margaret Beavan) attended in state, and a 
large congregation was present. The collection, £97 4s. 6d., 
was in aid of the Royal Medical Benevolent Fund. 


King Edward’s Hospital Fund for London. 

Tho statistical report for 1€27 on the finance of London 
hospitals, prepared by the hospital economy committee of 
King Edward’s Hospital Fund, follows the lines of the 
previous issue, which was the first of a new series, but 
includes particulars relating to two more hospitals, bringing 
up to 136 the number covered by this survey. Where 
figures for earlier years are given, however, they are 
generally in respect of all the hospitals now included, and 
therefore differ from the figures previously published. An 
interesting general review is given of the hospitals as a 
whole, with numerous coloured graphs illustrating the 
changes in the volume of work and in finance during 
the past year, while detailed analyses are furnished of the 
income and expenditure of each institution. There has 
been a steady increase in the number of beds available and 
beds occupied since 1923; the number of beds available 
increased by 420 during 1927, making the total 15,040 
against 13,640 in 1923. The average number of beds occu- 
pied was 12,430 last year, compared with 12,150 in 1926 
and 10,960 in 1923. New in-patients numbered 212,000 
and new out-patients 1,670,000, as compared with 175,100 
and 1,514,000 respectively five years ago. During the past 
two years the rate of increase in beds available has exceeded 
the rate of increase in beds occupied; while the number 
of in-patients has risen appreciably each year the average 
period of residence has been reduced. In the out-patient 
departments, however, there has been an increase in the 
average number of attendances recently through the pro- 
vision of such forms of treatment as light and massage, 
which are of protracted duration. On the financial side 
the report shows that the hospitals in 1927 more than 
made up the ground lost in the previous year in respect 
of income. The total general fund income amounted to 
£3,241,000, against £3,041,000 in 1926 and £2,958,000 in 
1923. Donations increased by £61,000, receipts from 
patients by £66,000, and legacies by £76,000. It is 


interesting to note that receipts for services rendered 
ave increased much more rapidly than income from any 
other source; payments from patients, for example, have 


risen from £562,000 in 1923 to £779,000 in 1927. The 
expenditure of the hospitals last year was £3,170,000, 
compared with £3,079,000 in the previous year, and 
£2,712,000 in 1923. There was therefore a net aggregate 
surplus for the year of £71,000; in 1926 there was a deficit 
on the aggregate, but in the three preceding years the 
surpluses shown were much greater than that of last year. 
These figures, however, merely represent a comparison 
between income and expenditure in the general fund, and 
take no account of accumulated surpluses or deficits of 
previous years or of appropriations from the general fund 
to expenditure on buildings and equipment. On this basis, 
80 hospitals last year showed surpluses amounting to a 
total of £178,000, and 56 showed deficits amounting to 
£107,000; six of the twelve general hospitals with medical 
schools ‘showed deficits, some of which were considerable, 
but the “‘ group ”’ deficit was very small. In addition to 
general fund income the hospitals received in 1927 £188,000 
for endowment, and £896,000 for buildings and equipment. 
The statistical tables embodied in the report give par- 
ticulars of the work done and the cost of working at 
each hospital, and are designed, by grouping institutions. 
in classes, to enable management bodies to compare their 
expenditure with that of similar hospitals, and so to assist 
them in securing an economic administration. For the 
same purpose an appendix to the report gives the average 
consumption of selected commodities at different classes 
of hospitals. The hope is expressed that the report will be 
of assistance to managers in the performance of their 
duties. 


King’s College, London, Centenary Appeal. 

The occurrence next year of the centenary of the founda- 
tion of King’s College, London, is being made the occasion 
for the issue of an appeal for £350,000, required for exten- 
sion of the buildings and the provision of educational 
endowments. The college has acquired a 200 years’ lease 
of nearly 5,000 square feet above the Aldwych station, and 
plans are being prepared for the erection of a new building 
on this site. The rebuilding of the existing south-east block 
will provide the urgently necessary expansion of the depart- 
ment of chemistry, which serves the three faculties of 
medicine, science, and engineering. New and better rooms 
for the department of anatomy, which now occupies the 
lower part of this block, will be constructed on the roof of 
the college, in immediate contiguity with the department 
of physiology. In the space thus vacated by the anatomical 
department new rooms will be made available for the use 
of the department of chemistry, increasing it by nearly 
59 per cent., and permitting the development of teaching 
in accordance with modern requirements for the applica- 
tion of scientific research to industry. The estimated cost 
of this rebuilding is £125,000, and for the completion of 
the existing theological hostel £15,000 is desired. A further 
sum of £125,000 is urgently needed for the endowment of 
special chairs for the faculties of natural and medical 
science, arts, and engineering. Scholarships and bursaries 
will absorb a further £50,000, and a sum of £35,000 is 
required for the educational endowment of the department 
of theology. It is recalled in the appeal that the proposal 
to found the college was first made at a meeting in June, 
1828, under the chairmanship of the Duke of Wellington. 
A Royal Charter of Incorporation was received in August, 
1829, and King George IV, as patron, granted the present 
site in the Strand. Medicine was one of the first faculties 
instituted, and in 1839 King’s College Hospital was estab- 
lished in Lincoln’s Inn Fields. It is recalled that some 
fifty years ago King’s College invited Lister to come to 
London in face of strong opposition from King’s College 
Hospital. Before the war the full-time day students 
numbered 700, whereas at present there are more than 


‘1,200 undergraduates, 300 post-graduates, and 500 evening 


department students. Another important development 
since 1913 has been the annual provision of free public 
lectures on the latest discoveries in science and art; these 
have attracted large audiences. An influential appeal 
committee has been appointed. Copies of a detailed state- 
ment of the more urgent needs of this institution may be 
obtained from the secretary, King’s College, Strand, W,C.2. 


3 
al 
| 
al 
‘vy 
val | 
he 
rat 
ive 
he 
are | 
ed 
rat 
ced 
ith 
the | 
nal | 
ing 
eS 
are 
the | 
ical | 
per 
On, 
ing 
for 
rich 
ical | 
An | 
ping 
Act. 
| to | 
lical 
ding 
pions 
was | 
ther 
pro- 
for | 
fees, | 
nder | 
aties | 
.R.); 
the 
the 
dis 
theif. 
o 
rban 
main 
dical 
rtifi- | | 
| 


712 Oct. 27, 1928] 


CORRESPONDENCE. 


Tae Britisa 
Mepica 


Correspondence. 


X-RAY DIAGNOSIS. 

Srr,—I think Mr. Paterson might have something to say 
if J, as a mere radiologist, had the courage or temerity 
to write on the fallacy of surgery in abdominal diagnosis! 

As it is very clearly put in the excellent leader in the 
British Medical Journal of October 6th (p. 617), almost all 
fallacies enumerated and discussed at the Cardiff meeting 
might be more correctly described as mistakes. And mis- 
takes will always be made in all diagnoses—clinical, 
surgical, or otherwise. They are inevitable; experience 
alone will reduce their number. 

Most of the so-called ‘“ fallacies’? cited by Mr. Paterson 
are well-recognized pitfalls to the inexperienced radiologist ; 
they are mistakes which might even jeopardize a candi- 
date’s chance of passing the radiological diploma examina- 
tion. Everyone will agree that nothing should supplant 
a careful clinical examination; many are equally convinced 
that: there does exist the possibility of a radiological dia- 
guosis. Dr. Hernaman-Johnson’s contribution makes it 
clear that -Mr. Paterson’s troubles would be lessened if he 
had the services of an experienced radiologist. A radio- 
logical investigation of the intestinal tract is essentially 
fluoroscopic, owing to the type of structure examined, 
radiographs being used to cemonstrate conditions already 
diagnosed on the screen. The production of a satisfactory 
radiograph is, of course, essential, but does not neces- 
sarily imply correct interpretation or accuracy in diagnosis ; 
and this, after all, is the crux of the examination. Radio- 
legy, as well as medicine, is an art; it has many pitfalls for 
the unwary. The examination of the intestinal tract fairly 
bristles with them, and here errors in diagnosis may lead to 
serious results. There is a tendency nowadays for medical 
men to be jacks of all trades and masters of none. Many 
general practitioners consider surgery easy and perform ail 
operations themselves, while others do their own pathology 
or radiology ; unfortunately, the patient is often the victim 
of these “ all-round ’”’ men. 

Modern medical science is complex; no single brain can 
possibly cope with the complexities and intricacies of its 
innumerable developments. Some years ago I was repri- 
manded by a medical practitioner for daring to include a 
report with radiographs—being classified, no doubt, ‘as a 
medical photographer.’’ One piously hoped that this 
attitude had more or less passed away.—I am, etc., 


London, W.1, Oct. 15th. ~ S. Gitpert Scorr. 


_ Smr,—Reading over Mr. Herbert Paterson’s paper, 
entitled ‘‘ Fallacy of x rays in abdominal diagnosis ”’ 
(October 6th, p. 595), I find myself entirely at a loss to 
discover the fallacy in most of the examples given. They 
are, indeed, not fallacies, but gross mistakes and illustra- 
tions of lack of judgement. 

Discussing the question of the use of x rays in cases of. 
fracture, Mr. Paterson condemns house-surgeons for send- 
ing cases for radiological report before making a diagnosis. 
He contends that a diagnosis should be made first. Why? 

_ The medico-legal aspect alone demands an x-ray examination 
in all such cases. We may be certain that there is a fracture; 
we can never be certain that there is not a fracture. 
I was taught as a student to use my eyes ‘and ears first 
and foremost, and my hands last, and the use of the eyes 
has certainly not been exhausted until x rays have been 
resorted to. Personally, if I had a suspected fracture, no 
surgeon should lay hands on me until I had had.an x-ray 
examination made. 
sideration, not the diagnostician. The statement that 
radiography must not be made a substitute for a thorough 
and careful clinical examination is repeated nowadays 
ad nauseam, and seems to me utterly meaningless. In 
more cases than not a, clinical examination is only 
rendered thorough when combined with an z-ray exam- 
ination. 


After all, the patient is the first con--— 


Mr. Paterson appears to be unduly impressed with the 
radiogram, The radiological report, more often than not, 
is based on a careful screen examination, and not on the 
radioyram, and if there is one thing a radiologist should 
not do it is to draw inferences by guessing. In the case 
of intestinal stasis a shadow cast by the remnants of a 
barium meal adhering to the mucosa should deceive no one, 
since it causes merely a ghost-like shadow. Moreover, if 
faeces can be examined for the presence of charcoal, they 
can be equally well examined for the presence of barium. 
To quote a case of local muscular spasm in the stomach 
being discovered at operation to be due to a diseased 
appendix, and not to a gastric lesion, merely shows that 
the radiological examination was not a therough or com- 
plete one—that is, other possible causes for the spasm had 
not been investigated. The first illustration shown is a 
radiogram of the stomach, suggesting gastric carcinoma, 
I can see no resemblance in it at all to the appearance of 
a typical radiogram in a case of cancer of the stomach, 
and, even if there were any doubt, no diagnosis should be 
made unless the appearance is definite and identical on 
several examinations. The statement that duodenal ulcers 
are not often shown by radiography is, in my opinion, 
absolutely untrue. If a screen examination is carefully 
carried out most duodenal ulcers reveal evidence of their 
presence, although it may be more difficult to demonstrate 
them in a radiogram. Over 98 per cent. of gastric ulcers 
will be revealed by means of a barium meal examination, 
and I do not agree that it depends mainly on their size 
whether they can be demonstrated or not. It is not a 
fallacy when a gastric or duodenal ulcer is missed by 
reason of the fact that the patient has not been examined 
in more than one position. This is merely another instance 
of incomplete examination. 

Fig. 2, again, is shown as an example of a radiogram, 
the appearance of which is said to simulate that caused by 
cancer of the stomach by reason of the fact that the 
stomach was incompletely filled with barium. I see no 
resemblance in it at all to a typical radiogram of gastric 
cancer, and if the stomach was incompletely filled with 
barium the examination itself is obviously incomplete. 
In the case of scybalous masses causing shadows in- 
distinguishable from gall-stones, this is very easily cleared 
up by a repeat examination after purgation, and 
certainly would not mislead a radiologist of experience. 
To diagnose a doubtful shadow in the region of the 
ureter wrongly as a ureteral calculus is another example 
of incomplete examination, since this can be cleared up 
by means of a ureteric catheter, etc.; and if it is thought 
necessary to exclude the possibility of a stone having been 
passed into the bladder between the time of examination 
and operation, it is surely a simple matter to make a 
rapid screen examination immediately before operation. 

Fig. 4 is shown as an example of a shadow resembling 
the appendix in a case where the appendix had_ been 
removed. To my mind there is no resemblance st all to 
the shadow ial by a barium-filled appendix, and in any 
case the presence of the operation wound would naturally 
cause one to inquire if the appendix had already been 
removed. 

Mr. Paterson quotes a case where the radiogram of the 
stomach, in a case of advanced gastric cancer, showed 
no abnormality. This radiogram is unfortunately. not 
shown, and is the one which I should have particularly 
liked to have seen. Personally, I find it extremely diffi- 
cult to believe that a case of such advanced growth should 
fail to show some evidence in an a-ray examination. A 
radiologist is not called upon to diagnose adhesions merely 
because certain portions of the bowel are immovable; his 
report should simply be a statement of facts. If frequent 
observations are made it is not possible to mistake a 


dilated rectum or pelvic caecum for a distended ileum. | 


This is not a fallacy, but bad observation. Lastly, in the 


case of healing gastric ulcers, it is not uncommon to find 

amelioration of symptoms coinciding with definite diminu- 

tion in the size of an ulcer niche, and I find it difficult 

to believe that this is anything but good evidence of 

progressive healing.—I am, etc., 
Hove, Oct. 16th 


C. Guy Wuortow. 


R: 


Si 
(Octe 
gene! 
refer 
6th, 
prog) 

Ev 
a lar 
hospi 

It 
such 
aims 
who | 
at hi: 
even 
patie 

The 
radiu 
large: 
them 
aston 
techn 
whose 
1 am, 


Newe 


Sir 
of ab 
tion 
preser 

I tl 
cases 
greate 
& men 
for hy 
of 4 
16 pr 
ll dic 
the ri 
left, \ 
patien 
given 
I hav 
Augus 
hyper} 
comforx 
dioptr 
was fo 
certair 
to the 
to the 

Ocea 
palsy. 
palsy i 
or ay 
boon tl 
am 
Londor 


] 
Sir,- 
p. 555) 
clinicia 
some 
on my 
scious 
elp im 
these 
inward] 
perspec 
of the 
What 


hexion 


Oct. 27, 1928] 


CORRESPONDENCE. 


173 


RADLUM IN THE TREATMENT OF CARCINOMA 
CERVICIS. 

Sm,—In_ reply to Mr. Malcolm Donaldson’s letter 
(October 13th, p. 675), 1 consider his remarks not only un- 
generous, but absolutely unjustifiable, especially when he 
refers to my paper, read at the Cardiff meeting (October 
6th, p. 609), as ‘ liable to do a great deal of harm to the 
progress of the treatment of carcinoma of the cervix.’’ 

Everyone is not so fortunate as Mr. Donaldson in having 
a large supply of radium available for the treatment of his 
hospital patients. 

It is, to say the least, regrettable that anyone having 
such advantages should publicly decry a colleague whose 
aims and objects are precisely the same as his own, but 
who has only a hospital supply of 50 mg. of radium element 
at his disposal, and extremely restricted facilities for using 
even this small amount on the very large number of 
patients who are in urgent need of it. 

The cases referred to in my paper as having 100 mg. 
radium element were several private cases for whom the 
larger dosage (hired) was available. Originally I treated 
them by direct application as described in my paper, with 
astonishingly good results, but latterly I have employed a 
technique similar to that described by Dr. Gray Ward, 
whose paper preceded mine at the Cardiff meeting.— 
lam, etce., 

Farqvuar Murray, M.D., F.R.C.S. 


Newcastle-on-Tyne, Oct. 15th. 


HYPERPHORIA. 

Sir,—In your issue of October 13th (p. 659) vour reviewer 
of a book on extra-ocular muscles censures the recommenda- 
tion of the author to use as much as 10 prism dioptres in 
prescribing prisms for this condition. 

I think it right to point out that at least in certain 
cases such strong prisms, or even stronger, are of the 
greatest relief. I can cite the example of a man aged 30, 
® member of the medical profession, who has worn prisms 
for hyperphoria since 1917—at that time of total strength 
of 4 prism dioptres. In 1925 I found hyperphoria of 
16 prism dioptres, and obtained fusion with the use of 
ll dioptres. I prescribed 5 prism dioptres apex up in 
the right eye and 4 prism dioptres apex down in the 
left, with complete relief of headache and diplopia. The 
patient’s letter after trying these glasses states, ‘‘ Having 
given the glasses four days’ trial, I am delighted to say 
I have not found them so comfortable for years.” In 
August, 1926, examination revealed 15 prism dioptres of 
hyperphoria. In June, 1927, complaint of recent dis- 
comfort was made. Hyperphoria was found to be 16 prism 
dioptres, and the prescription of a total of 10 prism dioptres 
was found to be comfortable. I feel sure that there is a 
certain amount of colour at the margin of objects owing 
to the use of such high prisms, but there is no question as 
to the relief afforded by the prisms. 

Occasionally prisms relieve the discomfort of ocular 
palsy. A patient with a partial right superior oblique 
palsy after using as much as 8 prism dioptres in each eye 
for a whole year writes as follows: ‘‘ What an inestimable 
boon the glasses are. No more double vision or headache.” 
—I am, ete., 


London, W.1, Oct. 16th. Humpurey NEAME. 


BACTERIAL FLORA OF THE INTESTINE. 

Sir,—Professor Cruickshank’s address (September 28th, 
p. 555) raises a number of points of interest, both to 
clinicians and bacteriologists. It is my experience that 
sme individual clinicians, friends of my own, have on 
scasion been inclined to assume an amount of knowledge 
on my part greatly in excess of what I am personally con- 
Sclous of. While this is flattering in a way, it does not 
help much to a solution of difficult problems. I suggest. to 
these gentlemen that if they will ‘read, learn, and 
digest Professor Cruickshank’s paper, their 
Perspective will in future be better adjusted to the realities 
of the situation. 

What one feels, in attempting practical work in con- 
Rexion with the intestinal flora. is the want of a normal 


standard; and that everyone is therefore a law unto him- 
self. This obviously leads to chaos—where we have now 
arrived. I have been examining films from faeces from 
time to time for twenty years, and I must confess that 
I am no more competent to decide when a film is normal 
or when it is abnormal than I was to begin with. One can 
judge that there is a predominance of Gram-positive or of 
Gram-negative organisms as a result of experience, but 
that is about all. 

At present, as Professor Cruickshank points out, ‘‘ the 
examination of one stool may require many days’ work.” 
This is, of course, impracticable for most men in ordinary 
practice, even if such an examination were to yield 
results of therapeutic as well as academic interest. 

Some time ago I had a patient who for a number of 
years was completely or partially incapacitated owing to 
an infection of the respiratory tract. I had myself treated 
him with a vaccine prepared in the ordinary way with 
little if any success. He went abroad and had similar 
treatment by another bacteriologist, also without much 
success. On his return home, acting on a suggestion 
originally, I think, made by Sir Almroth Wright, I selected 
from a comparatively mixed flora those microbes in the 
sputum which grew out freely in the patient’s own blood, 
used as the culture medium for the preparation of a fresh 


.vaccine. The success of this method was in this case quite 


dramatic. 

I read, therefore, with unusual interest Dr. Cronin 
Lowe’s paper (July 21st, p. 98), in which he deals with 
what has been termed ‘‘ pathogen selective cultures.’”’ It 
seems to me possible that a useful working standard of 
pathogenicity for the intestinal flora might be evolved on 
the lines suggested in his paper, or on somewhat similar 
lines. I have been able to confirm Dr. Lowe’s observation 
that a patient’s blood may inhibit growth from a certain 


quantum of his own faeces. In what proportion of blood ¢ 


to faecal matter will growth be inhibited in average healthy 
individuals? If this question could be answered it seems 
to me we should be within sight of a practical working 
standard for faecal investigations which would at all 
events enable us to substitute reasonable presumption for 
guesswork. 

There is one point on which Professor Cruickshank is 
not, I think, perfectly clear—the impermeability of the 
intestinal mucosa to bacteria and their toxins. If he 
means that this impermeability is absolute I agree with 
Dr. Jenkins in thinking that no proof of this has been 
adduced. If, on the other hand, he means that there is 
comparative impermeability to bacteria and their toxins 
in health, I think that everyone, both on theoretical and 
experimental grounds, would agree. The borderland, how- 
ever, between health and obvious disease is, I think, wide 
enough to permit us still to retain the hypothesis of 
intestinal infection and toxaemia without inconsistency.— 
I an, etc., 


Manchester, Oct. 15th. J. Sravery Dick. 


ISCHAEMIC CONTRACTURE. 
Sir,—Perusal of Sir Robert Jones’s most interesting 
paper on ischaemic contracture (October 13th, p. 639) 
shows that even he claims little personal experience of the 
value of operative treatment in the acute stage. Probably 


‘this is due to the fact that patients are brought to him 


only after the acute stage is passed. At any rate it 
encourages me to place on record the following instructive 
case. The fact that ischaemia threatened a lower limb 
and not an upper is of little moment. 


" ed 29, sustained a Pott’s fracture while playin 
football on “Saturda , February 26th; he was taken to tow 


_and treated by the house-surgeon on duty. The fracture was not 
‘a bad one and beds were at a premium, so a plaster cast was 


applied from the toes to below the knee, and the patient was 
sent home. He spent two sleepless nights owing to pain, was 
sent to hospital again two days later, and was admitted; I saw 
him for the first time that evening. He was in considerable 


| pain and the toes were very swollen, so I gave instructions for 


. er to be removed. On the Wednesday morning I was 
A gy see him again. There was much swelling of the foot 
and leg: the foot was almost black, and sensation and motor 

wer were entirely lost. The ‘calf was tense and unyielding to 
the touch, and the patient complained of a feeling of tightness. 
in that region. He was immediately taken to the operating 


‘ 
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theatre and an incision was made through the skin and deep 
fascia on the inner side of the leg, extending from just above the 
ankle to just below the knee. The muscles at once bulged 
through the fascia and the wound gaped widely; a little tarry 
blood oozed from the veins. The patient was returned to bed 
and the limb was placed on its outer side with the knee flexed : 
the position originally advocated by Pott. Next day the limb was 
still swollen, but it was warm and pink; it was insensitive and 
= but it was alive. Several blebs had appeared on the 
skin. 

From this time there was slow but steady improvement. The 
wound took over two months to heal, and there was a little 
sloughing of the muscle in the centre of the incision where, 
ootaieatty, constriction first occurred. The swelling subsided 
gradually, and sensation returned in a manner identical with 
what one would expect after primary suture of a divided nerve. 
At the present time, eight months after the accident, sensation 
to pricking is present in part of the foot; there is good range 
of movement at the ankle and no contracture. Union of the 
fracture has been delayed, but callus is visible on z-ray examina- 
tion. The swelling has entirely subsided. 


The lessons to be learnt from this case are obvious. | 
wish to place it on record solely as evidence of the value 
of free incision through the deep fascia in cases of 
threatened ischaemia complicating fracture.—I am, etc., 


Northampton, Oct. 15th. C. C. Horman. 


THE DEFINITION OF DRUNKENNESS. 

Sir,—With reference to the letter of Dr. Sidney 
Matthews (October 20th, p. 726), whenever I give evidence 
in a case where a person is charged with being drunk in 
charge of a car I never use the word “ drunk,’’ but state 
that the defendant was so much under the influence of 
aleohol that he was incapable of driving a motor car. If 
1 am cross-examined as to whether he is ‘ drunk,”’ 
I decline to discuss that expression, owing to the fact that 
it is used in various ways by different people, and I main- 
tain the definition given above. 

This matter was clearly put by Mr. F. Freke Palmer in 
a discussion at the Society for the Study of Inebriety held 
in January, 1925. He gave the following opinion: 

“As the question now being discussed is vital, both to the 
person charged and to the public whose lives and limbs are 
endangered, and as the magistrates and judges differ in their 
opinions as to what constitutes drunkenness, there ought to be 
a definition of ‘ drunkenness.’ I suggest that it might be: ‘A 
persen so affected by intoxicating liquor as to be a danger to 
himself or a danger or nuisance to others.’ ”’ 


am, etc., 


Builth Wells, Oct. 20th W. Brack Jones, J.P., M.D. 


Smr,—This vexed question is once again before the pro- 
fession in the pages of the Journal. My sympathy is with 
Dr. Matthews, but that will not change the law. 

Sir James Purves-Stewart, addressing the members of 
the Society for the Study of Inebriety, is reported to have 
given the following definition. 

_“*A drunken person is one who has taken alcohol in _ suffi- 
cient quantity to poison his central nervous system, producing in 
his ordinary processes of reaction to his surroundings a temporary 
disorder, which causes him to be a nuisance or danger to himself 
or others.” 

In those cases of drunkenness, which are so frequently 
before judge and jury to-day in connexion with motor cars, 
etc., this appears to be a sound definition. If the man’s 
condition comes within the terms of this definition then a 
police surgeon, to my mind, is justified in going into the 
witness-box and declaring the man to be ‘ drunk,’”’ but 
as to whether he is fit or not to drive a car does not 
concern him. We must always bear in mind that we must 
be guided by the law as it stands and not attempt to 
guide the law.—lI am, etc., 


Chichester, Oct. 21st. A. M. Barrorp. 


Srr,—Most people will agree with the chairman of 
quarter sessions in ruling that Dr. Sidney Matthews’s 
evidence was too ambiguous to be accepted as evidence. 
There is no legal definition of drunkenness; whatever 
definition there is is a medical one. Specific tests for 
drunkenness are fallacious and misleading, and should never 
be applied. Indeed, King’s Regulations for the Army 


forbids any soldier arrested for this offence being put 
through any test. The difficulties of borderland cases are 
considerable. In the case in question Dr. Matthews con- 
sidered the man to have been under the influence of alcohol 
and unfit to drive a car or ride a motor bicycle in conse- 
quence. So that he might with absolute justifiability have 
certified him as drunk.” 

Speaking generally, a state of drunkenness can only be 
judged by the loss of fitness for any duty, either of self 
care and control and intercourse with others, or for a trade 
or business task, or for a naval or military duty, or any 
self-imposed duty. If a man is found unfit for any of 
these, the unfitness being due to alcohol and not to injury 
or disease, nor drugs taken under medical advice the 


possible effect of which the recipient has not been warned . 


against by his doctor, then the man is technically and legally 
drunk. It must not be forgotten that drugs are a legal 
cause of drunkenness. It entirely depends on the con- 
ditions under which they are taken whether the person is 
culpable or not. A person taking drugs, even under 
medical advice, which he knows or is warned may cause 
symptoms (loss of co-ordination and control) akin to 
alcoholic drunkenness, is unfit to drive a motor car, and 
is culpable if he tries to do so. 

The driving of a motor car requires a high degree of 
co-ordination and judgement, and even a still higher degree 
of the same is needed to ride a motor bicycle with safety. 
An amount of alcohol which may have no particularly 
noticeable effect on a man’s ordinary conduct may still 
be sufficient to upset his co-ordination for the above pur- 
poses. So that unless the fitness to drive is taken as the 
test of sobriety in this class of case many offenders, who 
are a danger to themselves and the public, will escape 
scot-free from the major and possibly well-deserved charge. 
If the doctor called in finds no evidence of disease, injury, 
alcohol, or drugs, then the delinquent can only be charged 
with driving to the public danger.—I am, etc., 

S. H. Farrnir, 


Sandgate, Kent, Oct. 22nd. Lieutenant-Colonel R.A.M.C.(ret.). 


Sm,—In my opinion a medical man called to examine 
a person accused of drunkenness should not try to find out 
whether the person is ‘ police court drunk ’’ or drunk in 
ordinary sense of the word,’ whatever these un- 
defined and loose expressions may mean. The examiner 
must form his own definition of drunkenness, and deter- 
mine whether the examinee is or is not in a condition which 
coincides with that definition. It is for the court, to 
decide whether the condition as described constitutes 
drunkenness,” 

I enclose 2 reprint of an article of mine on this subject, 
which appeared in No. 4, vol. i, of the Police Journal, 
published quarterly by Philip Allan and Co., price 5s. a 
quarter. If Dr. Matthews would care for a copy I should 
be pleased to send him one.—I am, etc., 


Thurlstone, vet, 22nd. Gorpon WILSON. 


ANAESTHESIA FOR REMOVAL OF TONSILS AND 
ADENOIDS. 

Srr,—As a result of the eloquent descriptions of methods, 
both of operation and of anaesthesia, which have recently 
occupied your correspondence columns, operators must now 
be filled with envy at the dexterous rapidity (or rapid 
dexterity) of their more able colleagues, and with scorn 
at the sluggishness of those unfortunates who spend teh 
or even twenty minutes in the painstaking performance 
of such a trivial procedure as the removal of tonsils and 
adenoids. Or, of course, vice versa. Anaesthetists, not to 


‘be outdone, must now be equipping themselves with special 


gags, complicated inhalers, weighted intrabuccal tubes, 
and large cylinders of ‘nitrous oxide, oxygen, and carbon 
dioxide. 

To this discussion I offer one small but (I dare to say) 
important contribution—namely, a reminder that, in this 
operation above all others, ‘ the best anaesthetic is a good 
anaesthetist.’’—I am, etc., ; 


Aberdeen, Oct. 13th. H. Ross Sovrer. 
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INTESTINAL AMOEBIASIS IN BRITAIN. 
Sim,—Dr. Hugh Willoughby in his letter (September 
‘29th, p. 586) states that he would be interested to hear 
‘of other cases of. indigenous intestinal amoebiasis in this 
‘country. In the course of the last eight years we have 
seen four such cases, and another in a patient who had lived 
only in New Zealand before coming to this country, The 

most instructive case was perhaps the most recent. — 


A boy aged 16, who had never been out. of — een developed ° 


diarrhoea with the passage of blood in small quantities at 
infrequent intervals. A mildly inflamed appendix was removed, 
but the’ symptoms remained unaltered.. Three months later a 
diagnosis of ulcerative colitis was made on sigmoidoscopic exam- 
ination, the appearance being that of simple ulcerative colitis. 

He was admitted to New Lodge Clinic two years after the 
commencement of his illness. The lower part of the bowel 
-accessible to examination was not ulcerated, but occult blood was 
constantly present in the stools. Infected tonsils were removed, 
.and with rest, diet, and Jocal treatment to the colon by lavage 
his condition improved, the test for occult blood becoming 
negative. 

' For a recurrence of symptoms he was readmitted in May, 1928. 
Small superficial ulcers were seen by the sigmoidoscope; the 
whole mucous membrane was very friable and bled on the 
slightest touch. Improvement again occurred with rest and local 
treatment. On both oceasions the stools. and swabs from the 
intestinal mucosa were examined frequently, both culturally and 
microscopically, but no marked departure from the usual picture 
obtained in diarrhoea was noted. Various pathologists had made 
—- examinations on many other occasions with similar 
ndings. : 

_After a third relapse a few weeks ago sigmoidoscopic examina- 
tidén immediately revealed the typical picture of uncomplicated 
amoebic dysentery. The lesions had the appearance of small 
boils, as described by Dr. A. F. Hurst, situated on perfectly 
normal mucous membrane. The base of each was redder than 
the surrounding pink mucous membrane; the apex of the unbroken 
lesion was yellow. A few had ruptured at the yellow apex and 
were discharging. 

Treatment with emetine was immediately started, and after 
four injections the mucous membrane was almost normal. After 
a full course of twelve injections all abnormal signs had dis- 
appeared, leaving a perfectly healthy mucous membrane. Swabs 
were taken from the broken lesions before treatment was started, 
and microscopical examination revealed the presence of encysted 
amoebae of the histolytica variety. 


This case would seem to show that routine examination 
of the stools is useless as the sole test for dysentery 
carriers. A positive finding would, of course, be of value, 
but the value of a negative result is very slight. It is 
essential in all cases to use the sigmoidoscope, to use it 
early, and to use it frequently. If the condition is un- 
complicated the sigmoidoscope will always cstablish the 
diagnosis, although it may be impossible, even with a 
typical picture, to demonstrate amochae. 

Three of the other cases seen were diagnosed entirely on 
the sigmoidoscopiec appearance, after repeated examina- 
tions of the stools by different pathologists had failed to 
reveal any sign of amoebic dysentery. These cases 
responded at once in the same manner as that described 
above to the administration of emetine injections. Two 
of these patients had received prolonged and unsuccessful 
treatment for colitis before being examined by the 
sigmoidoscope.—I am, ete., 


Windsor Forest, Oct. 16th. Joun F. Venasies, M.D. 


A LONG MEDICAL PEDIGREE. 

Smr,—I_ noticed in the Journal for September 29th 
(p. 583) the record of a medical family, stating that it 
would be interesting to learn if this could be approached 
by any other, so I venture to send some particulars of mine. 


My grandfather, on the maternal side, was the last medical 
Man to be medical registrar for Scotland; he was succeeded 

J. Robertson, W.S. When I qualified and went to register 
Mr. Robertson gave me a copy of my medical pedigree, which 
he had compiled, including only Fellowships of the Edinburgh 
olleges, and not original qualifications. He told me that, 
taking both sides of the house into consideration, I had the 
longest pedigree in the Register. I append the names with the 
years of admission as F.R.C.S. and/or F.R.C.P.Ed. 

The successive generations on the maternal side are: (1) 
Alexander Inglis (1717); (2) his sons, W. Inglis (1743) and 
Andrew Inglis (1789); (3) the sons of Andrew, Tom Inglis 
(1817) and Archibald Inglis (1825); (4) the son of Archibald, 
Andrew Inglis IT (1863). On the paternal side were Thomas 
Dickson (1873), and his son, F. K. Dickson (1931). My eldest 
nother, T. G. Dickson, obtained the triple qualification about 

, and T graduated M.B., Ch.B.Ed. in 1905. 


The Inglis family have mostly been in practice in Edinburgh 
except. that the original Andrew was for a time in Paris, and 
the last Andrew, my uncle, was professor of midwifery at 
Aberdeen University. My grandfather, Archibald Inglis, was 
president of both Colleges, and with my great-uncle, Dr. 
Graeme Weir, was one of the founders of the Edinburgh Sick 
Children’s Hospital. My paternal grandmother was a daughter 
of John Thomson, physician, of Minto House, who founded the 
Thomson Bursaries. Thomas Diekson was superintendent of 
Cheadle Royal Asylum, and afterwards founded Wye House 
Private Asylum, Buxton; he was also one of the founders and 
a member of the original staff of the Devonshire Hospital, 
Buxton. At the Wye House Asylum he was succeeded, first, 
by my father, and then by my brother. I myself have been 
in general practice here for the last twenty years. 

This is a long medical pedigree. 1 have no means of 
finding out when the earlier members of it originally 
qualified, as | have only the dates of their Fellowships. 
am, etc.; - 

Oxford, Oct. 7th. Francis H. Dickson. 


Obituary. 


GEORGE HALKET, M.D., 
Consulting Physician, Royal Samaritan Hospital, Glasgow. 

We regret to announce the death of Dr. George Ha!ket, 
one of the founders of the Royal Samaritan Hospital for 
Women, Glasgow, which occurred at his residence in that 
city on October 6th. i 

George Halket was a native of Glasgow and entered the 
University there shortly before its transfer to the present 
site at Gilmorehill. He graduated M.B,. C.M. in 1873, 
and proceeded M.D. in 1882, being admitted to the Fellow- 
ship of the Royal Faculty of Physicians and Surgeons two 
‘years later. After graduating he spent some time on the 
Continent, continuing his medical studies at Vienna and 
Berlin, where he devoted his attention specially to 
obstetrical and gynaecological work, which became his chief 
interest in life. On his return to Glasgow he commenced 
general practice in the Anderston district, where he was 
a popular figure for many years. For a short period he 
was medical officer to the Barony parochial board, but 
found the tenure of this office incompatible with the 
increasing demands of his private practice. His specialized 
interest in gynaecology led him to recognize the need for 
institutional treatment, and along with three of his 
colleagues—Dr. Stuart Nairne, Dr. Park, and Dr. Thomas 
M‘Kee—he established a clinic for women in 1886. The 
premises secured for this purpose consisted of a small 
hall with an adjoining shop, and were equipped by these 
four men. Their work, as it grew, attracted consider- 
able attention, and the support of the public was soon 
enlisted for the venture, so that it was possible to secure 
improved facilities and ultimately to establish the institu- 
tion now known as the Royal Samaritan Hospital. For 
about twenty-five years, until 1911, Dr. Halket served the 
hospital as its physician, and until his death its affairs 
held a high place in his mind and heart. A is 

Throughout his car¢er he displayed a keen interest in 
the scientific side of medicine; he served a term as presi- 
dent of the Glasgow Obstetrical and Gynaecological Society 
nearly forty years ago, and was vice-president of the 
Glasgow Medico-Chirurgical Society in 1898-1900. Dr. 
Halket was a prominent member of Claremont Church for 
many years, and at the time of his death was the senior 
member of the kirk session, 


Dr. James Stevenson, who died suddenly at Clydebank 
on October 3rd in his forty-fifth year, was the son of a 
medical practitioner of that town. He was educated at 
Glasgow High School and proceeded thence to the Univer- 
sity in that city, graduating M.B., Ch.B. in 1906. Three 
years later, after holding a resident post at the Glasgow 
Maternity Hospital, he succeeded to his father’s practice 
in Clydebank. He was also medical officer for the Clyde- 
hank district of Old Kilpatrick parish, and police surgeon 
to the burgh of Clydebank. Dr. Stevenson, who was a 
member of the British Medical Association and the Glasgow 
Medico-Chirurgical Society, was held in high esteem by 
his many friends and patients. 
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MEDICAL NEWS. 


Oct. 27, 1928] 


—— 


Dr. P. J, KELLY, Surgeon General, British Guiana, has been 
appointed a nominated member of the Legislative Council of 
British Guiana and a member of the Executive Council of the 
colony. 

THE fifth American Congress of the Child will be held next 
December at Havana, where all the countries of South 
America will be represented. 

THE report of the Medical and Sanitary Department of the 
Government of the Gold Coast for the year 1926-27 states 
that the great increase in yellow fever gave serious cause for 
anxiety, 86 cases with 26 deaths occurring, against 8 cases 
with 5 deaths in the previous year. ‘The disease affected 
Africans to a much greater degree than before, and outbreaks 
occurred over a wide area. It is noted that a large proportion 
of deaths among so-called non-immunes of the white race 
continue to occur in those who do not reside in segregation 
areas. A steady increase in the incidence of tuberculosis is 
recorded, and the opinion is expressed that the problem is 
undoubtedly one which is growing, especially in connexion 
with labour in the mining centres. Schemes for housing 
improvement and for the provision of a large sanatorium will 
demand consideration in the near future. 

THE September issue of the Kenya and Last African Medical 
Journal contaivs a statement that the Legislative Council 
at Mombasa has empowered districts to levy rates for the 
provision and maintenance of hospitals and other medical 
services, and that Nairobi and Mombasa have become 
definitely responsible for public health activities within 
their boundaries. It is anticipated that at first the Govern- 
ment will contribute financially towards local necessities. 
It is also announced that it has been decided to proceed with 
the long delayed building of the Medical Rescarch Library. 
To the same issue of this periodical Dr. J. A. Carmen con- 
tributes an article on the use of bismuth in yaws and 
syphilis. There is also an account of the meeting in April 
of the Tanganyika Branch of the British Medical Association. 


IN a recent issue of the Weekly Bulletin of the Department 
of Health of the City of New York it is stated that an epidemic 
of septic sore throat broke out in Lee, Massachusetts, in July. 
Within two weeks there were nearly 600 cases, with thirty-six 
deaths, in a population of about 4,000. The epidemic ended 
abruptly on the enforcement of a local order requiring 
pasteurization of milk ; this followed the recovery of haemo- 
lytic streptococci from a cow and from a number of persons 
concerned with a dairy. Contact cases were very few. 


THE sixth volume of the Guide to Current Official Statistics, 
issued by the Permanent Consultative Committee on Official 
Statistics, follows the lines of previous issues. The work 
affords an admirable, and indeed an indispensable, index to 
the mass of statistical information contained in Government 
publications, and is in itself sufficient justification for the 
existence of the committee responsible for its compilation. 

THE annual dinner of the staff and past and present students 
of the Royal Dental Hospital of London was held at the 
Trocadero Restaurant on October 20th, with the Right Hon. 
Sir W. H. Goschen, chairman of the hospital, and Sir Holburt 
Waring as principal guests. In proposing the health of the 
students and the school, the chairman, Mr. G. G. Campion, 
recalled the life and work of William Harvey as a stimulus 
toa high professional ideal. Mr. 8. B. Newton mentioned the 
noticeable improvements in the schoo) since his days there as 
a student. He hoped to see the advent of a post-graduate 
course ; even a three-day refresher course once a year, with 
every part of the hospital open and clinical demonstrations 
proceeding, would be very useful to a large number of men. 
Mr. H. W. F. Freeth, the Saunders prizeman, said that the 
students of to-day were not unmindful of the fact that the 
Majority of the advantages which they enjoyed were the 
direct outcome of hard spade-work in the past by their 
predecessors. The dean, Mr. H. Stobie, said that the number 
of students this year—117, of whom nine were women—was 
not quite as great as last. The examination results, about 

per cent. of successes, had been very fair. One student 
how registered was preparing for the B.D.S. examination of 
the University of London. The hospital welcomed B.D.S. 
students, and no school could better prepare the student for 

t degree as well as for the L.D.S. Much thought had been 
devoted during the year to the equipment of the hospital and 
to familiarizing the students with the advances in dental 
surgery. Some modified courses in radiology and anaesthetics 
had already been held, and a course in orthodontics was now 
bein: instituted. Any real demand for periodical refresher 
Courses would be met. A research laboratory had been 
opened, aud the school had obtained the assistance in an 

isory capacity of many first-rate men, including the new 
honorary pathologist, Dr. I. H. Maclean. The health of the 
chairman was proposed by Mr. G. O. Whittaker, who paid a 
ttibute to Mr. Campion’s work at the Manchester Dental 
Hospital and elsewhere. 


WE have received the programme for the centenary celebra- 
tions of the Faculty of Medicine in Cairo, and the Inter- 
national Congress of Tropical Medicine and Hygiene, which 
will be held from December 15th to 22nd. Thomas Cook 
and Son, Ltd., Berkeley Street, W.1, are in charge of the 
excursions, which include visits to Upper Egypt, Palestine, 
and Syria. The secretary of the congress is Professor 
a the Congress Bureau, 1, Sharia Mazloum Pacha, 

airo. 

A COURSE in colonial pathology will be held at the medical 
clinic at Bologna at the end of November, and will include 
the clinical aspects and pathology of colonial diseases, 
colonial hygiene, protozoology, entomology, helminthology, 
bacteriology, and serology. Further information can be 
obtained from the Director, Ospedale 8. Orsola, Bologna. 

A BALNEOLOGICAL congress will be held in Berlin from 
January 25th to the 27th, this being the fiftieth year since 
the foundation of the German Balneological Society. Details 
may be obtained from the general secretary of the congress, 
Fraunhoferstrasse 16, Charlottenburg, Germany. 

WOMEN in Turkey were not allowed to study medicine 
until 1922, and the first to complete the curriculum obtained 
their licence in 1927. A certain number of Turkish women 
had already obtained qualifications in other countries, so 
that at the present time there are over fifty women doctors 
in Turkey. 


WITH the consent of the Greek Government an Italian 


scientific commission has gone to Greece to study dengue. 


Its members are Professor Gabbi, director of the Medical 
Clinic of Parma University; Professor P. Neir, director of 
the Institute of Hygiene of Bari University; and Professor P. 
Pontano, lecturer in clinical medicine at Rome. 

THE epidemic of dengue in Greece is subsiding. According 
to official statistics there had becn 631 deaths from the 
disease in Athens and 1,040 in the whole of Greece up to 
September 20th, or no less than 1 per mille of the popwations 
of the towns affected. 

THE issue of the Derniatologische Wochensehrijt for 


September 29th has been dedicated to Professor A. Buschke, 


of Berlin, who is well known for his work on thallium and 
blastomycosis, on the occasion of his sixtieth birthday, 
FRAULEIN THEYSSEN, the oldest woman practitioner in 
Germany, celebrated ber ninetieth birthday on September 7th. 
Dr. ERNST DELBANCO, professor of dermatology at Ham-. 
burg, has been elected an honorary member of the Italian 
Society of Dermatology and Syphiligraphy. 


Letters, Notes, and Anstvers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mepicat Jourmat 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their couimunications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Mepican JournaL must communicate with the Financial 
Secretary and Business TT": British Medical Association 
House, ‘Tavistock Square, W.C.1, on od 4 

All communications with reference 4o ADVER , as we 
as orders for copies of the Journst, should be addressed to the 
Financial Secretary and Business Matxger. 

The TELEPHONE NUMBERS of the British Medical Association 
and the Barrisn Mepicat Journat are MU EUM 9861, y862, 9863, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are : 

EDITOR of the British Mepicat Journar, Aiti*logy Westcent, 
London. 

FINANCIAL SECRETARY AND BUSINESS MANAGEB 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone : Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, cote (telegrams: Associate, 
Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS. 


ADMINISTRATION OF LIVER EXTRACT. 

« W.” asks how long it is advisable to continue the administration 
of liver extract in a patient with pernicious anaemia. This man, 
aged 49, is just recovering from his third ‘ attack.’”? The haemo- 
globin percentage is now 65, and the red blood corpuscles 
number 4,400,000. He has been taking one capsule of the liver 
extract daily for about twelve weeks. 
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LETTERS, NOTES, AND ANSWERS . 


Tur Baits 
Mepicat. 


WATER SOFTENING. 
“S$. S. 8.” would be glad to know of a simple and economical 
method of softening water, or preventing the formation of *‘fur” 
in a domestic hot water supply. 


STERILIZERS. 

“J. H. D.” writes: I should be glad to know if anyone with 
experience can tell me of electrically worked sterilizers, suitable 

* fora small hospital, thaé can be depended upon and are fool- 
proof. 

TREATMENT OF CHRONIC URTICARIA. 

Dr. EF. C. Mupix (Glasgow), referring to the request of ‘‘ Inquirer ”’ 

_ on October 20th (p. 732), writes: A child, aged 23, was brought to 
ime with a history of ‘‘spots’’ covering his body completely 
(except the cheeks); they came out in crops at frequent intervals. 
The condition had lasted for two and a quarter years, and was 
tending to become worse. After searching among the various 
articles of diet for a seusitizing agent and applying different 
external and internal remedies without success, 1 put the child 
on thyroid extract, which was gradually pushed to his fullest 
tolerance, 5 grains daily. An improvement set in almost imme- 
diately the full dose was given; the crops gradually lessened in 
acuteness and frequency, and finally stopped. It is now more 
than eighteen months since the last dose of thyroid extract was 
given, but the condition has never returned, and the boy is 
perfectly healthy, meutally and physically. Ihave since tried 

. thyroid extract on milder cases of urticaria with excellent 
results, so that my conclusions are that this painful condition 
must have some connexion with endocrine deficiency. 


ADOPTION. 

Dr. G. C. HARTLEY (1, Hunton Hill, Gravelly Hill, Birmingham) 
writes: A childless relative of mine is very desirous of per- 
manently adoptivg a healthy girl aged about 2 to 4 years, 
I should be greatly obliged if anyone knowing of such a child in 
need of a good home would communicate with me. 

WaNTED—A Home. 

In response to the request published under this heading in last 
week's Journal (p. 732), replies have been received from seventeen 
medical men, aud these have been forwarded to “‘ F.R.C.S.” 


INCOME Tax. 

Commencement of Partnership. 

“G,. W. M.” writes to say that prior to April, 1927, he was an 
assistant to his father in private practice, and carried on a panel 

* practice of his own, and then became a partner in his father’s 

~ practice ‘ by a verbal agreement,” but still carried on his own 
panel practice. Income tax returns were made on that basis 
aud subsequently the terms of the partnership were set out in tl 
deed executed on July 4th, 1928, which recited that the partner- 
ship shall be held to have commenced as from April 5th, 1927. 
The inspector of taxes declines to recognize the existence of the 
partnership prior to July 4th, 1928. 

*,* Two poiuts need emphasis. The first is that the state- 
ment in the deed as to the date from which the partnership is to 
be regarded as having commenced is binding on the parties to 
the deed, but not on third parties—for example, the Revenue 
Department. The second is that, though it is usual for partuers 
to enter into a deed, that relationship can be legally established 
by other meaus—for example, by the intentions of the parties 

_ stated and accepted, by holding out to the public (for example, 
by notepaper headings, accounts, public announcement, etc., 
“thata partnership does exist, etc.). We advise G. W. M.” to 
remind the inspector that the deed was not essential to the 
‘ creation of the partuership, and to point out to him such circum- 
stances as will serve to show that that relationship existed from 
—_ 5th, 1927, onwards, and that the deed merely corroborated 
terms. 


Replacement of Car ; Obsolescence Allowance. . 
“KR. G. L.” bought an A car in 1926 for £340 and was allowed £68 
for depreciation for the year 1927-28. In 1927 he sold that car for 
£141, buying an.E car, price £295. He has claimed as an 
expense of the year 1927 £340—(£68+£141=) £209 (that is, £131) 
.but the inspector declines to make this allowance, treating the 
matter as one of a further capital outlay of £295—£141—£154 
aud as increasing future depreciation allowances only. c- 
- *,* Ineffect ‘R.G.L.” takes the view that the A car became 
obsolete in 1927 and claims the obsolescence allowance : the 
inspector apparently holds that ‘‘ obsolescence’’ is not involved 
‘and that “R. G. L.” will have to look to the. increased 
depreciation allowances for future years to put him right in 
the long run. The only legal decision in point is that given 
nearly twelve months ago in the case of the South Metropolitan 
' Gas Company v. Dadd—“ R. G. L.” might refer to & reply to 
“C. A. R. M.” in our issue of March 10th last. The matter is 
not beyond doubt, but there is some tactical disadvantage in a 
contention that a twelve months old car is “ obsolete,” and if 
oar correspondent is likely to remain in practice for some years 
he may prefer to look to the “long run” rather than contest the 
matter further. 


A 


LETTERS, NOTES, ETC. 


WorKs ON HAEMATOLOGY. 

Dr. A. Piney (Cancer Hospital, Fulham Road, 8.W.3). writes: 
Ihave been asked to undertake the preparation of abstracts of 
British works on haematology for the new French periodical 
Le Sang. The work would be much facilitated if authors would 
be so kind as to send me reprints of their papers. Articles 
dealing with diseases of the blood, symptomatic blood changes, 
blood cells, leucocytic enzymes, and blood chemistry. are 
included. 

INTRAVENOUS INJECTION OF INDIGO-CARMINE. 

Mr. A. E. Rocue (London, W.1) recalls that ina letter printed in 
the British Medical Journal of May 26th (p. 921), he maintained 
that the dilution of indigo-carmine for intravenous injections 
should be 0.4 per cent. and not 4 per cent. He finds now that in 
the chapter on diseases of the kidney in Walton’s new Text-Book 
of Surgical Diagnosis (1928) the figure is given as 4 per ceut., 
in spite of the fact that indigo-carmine is soluble only up to 
0.8 per cent. ; 

A SIMPLE ASPIRATION APPARATUS. 

Mr. D. G. Durr, F.R.C.S.Kd. (Denbigh), writes: An aspiration 
apparatus is notoriously linble to be found wanting when most 
needed. The resort to Iaboriously emptying a thoracic effusion 
with a 20c.cm. syringe proved too tedious an affair to-day, so 
the hospital vacuum cleaner was pressed into service, an impro- 
vised connexion being made with the barrel of a 9 in. ward 
dressing syringe and the bottle from the theatre oxygen appa- 
ratus; this then euabled the aspiration to be conducted iu 
comfort to the patient, the small bore of the aspirating needle 
preventing too rapid an exhaustion. The rubber connecting- 
piece is not present in all vacuum cleavers, but it was found that 

- the metal tube connecting-piece of the vacuum apparatus fitted 
closely inside the wide end of the glass syriuge barrel and gave 

- equally good suction. 


SEA-SICKNESS. 

“J. C. M.” writes: As an acute sufferer from motion sickness 
myself I find your commentators ou this subject a little wide 

’ of the mark. My own disability in that direction was first 
discovered by my nurse when I was some 16 months old. When 
sitting on a swing with me on her lap, and swaying geutly to and 
fro, she found that I was caused to vomit. Since those far-off 
days Ihave done much travelling by most kinds of transport, 
except aviation, and 1 have been three times round the world. 
Naturally I have tried most remedies and have acquired a nice 
discrimination in the amounts of nausea produced by the various 
kinds of jogging, swaying, aud other motions to which one is 
subjected. Fora short sea trip there is nothing to beat going on 
board with an empty stomach, choosing the cabin immediately 
behind the one exactly amidships, and lying prone on one’s bunk 
in the position advocated by Burney Yeo. Neither heat nor cold, 
por emotions, smells, stuffiness, nor anything else matters a 
straw in my long experience of motion sickness. In my youthful 
days, however, I found chocolates particularly baneful. One 
patient of my own, a boy 12 months old, puzzled me macli by 

_ sudden attacks of vomiting, uvtil I discovered that they were 
caused by au erergetic sister racing him in his perambulator 
up and down a Lam unacquainted with the scientific 
explanation of Burney Yeo's position, but should be grateful for 
information. 


MEDICAL TREATMENT IN CHINA. 

Dr. A. H. SKINNER (Hankow) writes: In reply to Fleet Surgeon 
Home’s query on August 4th (p. 228) as to Chinese custom ia 
respect of contract medical practice, I have heard the same 
story, that a family doctor is paid a retainer which ceases during 
illness; I fear it is a fairy story, or at any rate it is nowhere 
known in the centre of China. Native physicians call when sent 
for, are paid, depart, and do not call again unless asked to do 80. 

- A well-to-do patient may change his doctor half a dozen times 
in a week; his friends give him no flowers, but express theif 

- active sense of sympathy by enn, yg favourite medical man 
to see the patient and prescribe for him. Priests of various sorts 
are also, in emergency, invited to attend—these are cash trausac- 
tions—so that the invisible powers may not undo the effect 
of the visible medicines. A inese friend of mine attached to 
the local army finds that his salary is less likely to be overlooked: 
if there has been some sickness among the higher staff officers, 
and he has attended with good result. Fatal illnesses would 
probably result in considerable delay in his monthly wage pay- 
ment. Also in ‘“‘ quiet’’ times, when the general health of the 
force is good, his salary, like that of most officers, may fall mach 
inte arrears. Incidentally, foreign doctors in the treaty ports 
have most of their foreign patients on a system of contract 
attendance. Chinese prefer their own system, paying for 
attendance as and when they need it, but we have on out 
books four native famiiies on contract—one of these for ovef 
thirty years—during which time, I need hardly say, they have 
not enjoyed entire freedom from illness ! 


VACANCIES. 


NOTIFICATIONS of offices vacant in universities, medical colleges, 


and of vacant resident and other appointments at hospitals, will 
be found at pages 44, 45, 48, 49. and 50 of our advertisement 
columns, and advertisements as to anata assistan tships, 
and locumtenencies at pages 46 and 47. : 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 183. 
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An Address 
RECENT ADVANCES IN THE TREATMENT OF 
GASTRIC DISEASES.* 


BY 
ARTHUR F. HURST, M.A., M.D.Oxon., F.R.C.P., 


Physician to Guy’s Hospital. 


In May of this year I came of age as a member of the 
staff at Guy’s Hospital. When I recall our knowledge of 
disorders of the stomach twenty-one years ago and compare 
it with that of to-day, it is at once apparent that most 
recent advances in treatment are the result of advances in 
diagnosis. Radiology was in its infancy in 1907, and only 
the grossest anatomical and functional abnormalities of the 
stomach could be recognized with its aid. To-day I am un- 
willing to diagnose a gastric or duodenal ulcer without 
direct x-ray evidence of its presence, and I do not think 
that my colleague Dr. P. J. Briggs has failed during the 


last five years to discover some abnormality in the outline | 


or movements of the stomach in any case of carcinoma. 
Test meals were rarely given in 1907, and the significance 
of the results obtained was little understood. The modern 
fractional test meal not only shows how much acid is 
secreted, but it gives an accurate measure of the motor 
efficiency of the stomach, and affords the only means of 
recognizing gastritis—a common disorder, formerly dia- 
gnosed on insufficient evidence and to-day diagnosed with 
insufficient confidence. The significance of the presence of 
occult blood in the stools was unknown twenty-one years 
ago, and it is only in the past seven years that Dr. J. H. 
Ryffel at Guy’s Hospital, and Dr. J. F. Venables and 
Dr. T. W. Turner at New Lodge Clinic, have so improved 
the methods of testing for it that it now ranks with the 
® rays in value as a means of recognizing the organic 
diseases of the stomach. It is almost always found with 
active ulcers, and its gradual disappearance is an excellent 
measure of the success of treatment, whilst its constant 
presence in every stool in every case of cancer is of the 
utmost importance in diagnosis. : 

During this same period surgery has taught us that 
duodenal ulcer is a common disease with characteristic 
symptoms instead of an undiagnosable rarity. It has 
taught us how frequently gastric symptoms are the reflex 
results of disease in the gall-bladder and appendix. 
Finally, and most important, it has shown us how often it 
fails to cure the diseases it has taught us to recognize, and 
how often it gives rise to new and artificial diseases 
formerly unknown. It has thus stimulated us so to im- 
prove our methods of medical treatment that we may 
look forward to the day when all the unsuccessful gastro- 
jejunostomies have been undone, and the only gastric opera- 
tion the surgeon is called upon to perform is gastrectomy 
for early carcinoma, 


THE TREATMENT OF ULCER. 

In the past the medical treatment of ulcer was frequently 
unsuccessful because it was not founded upon an adequate 
knowledge of its pathogenesis and was consequently not 
sufficiently thorough, because it was rarely continued until 
healing was complete, and because it was not realized that 
when the ulcer had healed the ulcer diathesis remained, 
so that unless the essential exciting causes were eradicated 
and the accessory exciting causes were avoided a recur- 
rence was very likely. I shall briefly consider the prin- 
ciples of treatment, the evidence of healing upon which 
the duration of treatment should depend, and the instruc- 


*Given in opening a discussion in the Section of Therapeutics and 
Pharmacology of the Annual Meeting of the British Medical Associa- 
tion, Cardiff 1928. 


tions which should be given to the patient so as to make it 
possible for him to lead an active life without. running 
danger of developing a new ulcer. 


A. or TREATMENT. 

1. The Acid Factor.—The presence of free hydrochloric 
acid is required for the development of an ulcer. A dict 
must therefore be chosen which produces as little secretion 
of acid as possible, and atropine and olive oil should 
be given to inhibit the secretion of acid, and alkalis to 
neutralize the acid when it has been secreted both during 
the day and, what is almost invariably neglected, during 
the night. I shall presently refer to some recent work on 
the relative value of the different alkalis and the danger 
of alkalosis, and how the latter can be avoided. The dict 
must also be one which contains nothing to irritate the 
ulcerated mucous membrane chemically or mechanically, 
and it must be adequate in quantity and quality to main- 
tain the patient’s nutrition. 


Diet. 


In nearly all the well-known systems of dieting patients — 


with ulcer tables are given in which changes are made 
at definite intervals, until, at the end of a varying period, 
a full or almost full diet is allowed. Such systems are most 
illogical, as a small superficial ulcer calls for a very much 
Shorter period of treatment than that required for a large 
penetrating ulcer. Moreover, it is not obvious why any 
change in the treatment should be made until the ulcer has 
healed. Such schemes as those associated with the names 
of Leube, Lenhartz, and Sippy, in which the diet is 
changed daily or every few days for two, three, or four 
weeks, have thus no rational basis. If a certain diet is 
suitable for a certain day, it is absurd to assume that every 
ulcer, whatever its size or position, and whatever the 
general condition of the patient may be, will have improved 
in twenty-four hours to just the degree which justifies the 
addition of an egg or a zweiback to the diet. 

When the diet has once been modified so as to suit the 
special requirements of the individual, no further change 
should be made until all the available evidence shows that 
the ulcer has completely healed. I doubt whether it is 
really necessary to have any intermediate diet before the 
patient changes from the strict diet to the almost full diet 
of the ‘“‘ post-ulcer regime,’’ which he must keep to for 
the rest of his life. As, however, it is impossible to be 
quite certain that an ulcer has healed, I give a diet inter- 
mediate between the strict diet and the post-ulcer diet for 
the patient to take for a week or two whilst he is beginning 
to resume his usual activities. 

In various papers published between 1829 and 1835 
Cruveilhier recommended an exclusively milk diet for the 
treatment of gastric ulcer, and soon afterwards Brinton 
introduced it into England. Since their day milk has, and 
I think rightly, formed the foundation of nearly every 
plan of treatment. Pavlov showed thirty years ago that 
its fat inhibits the secretion of gastric juice, and that its 
protein combines with some of the free acid. Freezer, 
Gibson, and Matthews (1928) have now demonstrated 
that milk neutralizes approximately its own volume of 
0.3 per cent. hydrochloric acid.* If, therefore, 1,500 c.cm. 
(24 pints) could be administered in such a way as to coin- 
cide with the varying rates and periods of acid secretion, 
the milk would by itself be sufficient to keep the gastric 
contents neutral throughout the day, if not more than 
1.500 c.cm. of juice containing 0.3 per cent. hydrochloric 
acid were secreted. P. M. F. Bishop, D. Ellis, Evan Jones, 
G. W. Rake, and B. T. Squires have investigated the effect 
of different diets and different alkalis in the actual treat- 
ment of ulcer patients under my care by removing fractions 
from their stomach every fifteen minutes for several 
consecutive hours. It has been found that purely carbo- 
hydrate feeds have none of the neutralizing action of milk, 
and that the latter acts more satisfactorily in small 
quantities given hourly than in larger doses given two- 
hourly or still larger every four hours. The administra- 
tion of milk every hour leads to complete achlorhydria for 
a considerable part of the day, but free acid.appears from 


* Guy's Hosp. Rep., 1928, xxviii, 191, 
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time to time a quarter of an hour before the next feed is 
due, especially in the afternoon and evening (Chart 1). lt 
is then that the addition of alkalis is required in order 
to obtain continuous complete neutralization. 


te thr 1% Ne thr She 


FASTING ax 


Cuart 1.—(a) Ordinary fractional test meal (10 oz. gruel) keeps 
— contents neutral for only a quarter of an hour. (6) Milky 
eeds of 10 oz. keep contents neu for half to three-quarters of 
an hour (Evan Jones). 


2. The Infective Factor.—The essential exciting cause of 
gastric and duodenal ulcer is infection. It is therefore 
necessary to eradicate completely any infective foci which 
may be found. Pyorrhoea alveolaris requires treatment 
not only by the dental surgeon but by the patient, whose 
personal attention to oral hygiene can often bring about 
the cure of mild forms of the condition. All dead teeth 
should be z-rayed, and any showing apical infection should 
be extracted. Areas of rarefying osteitis should be looked 
for even in edentulous patients, as a residual streptococcal 
infection may persist for many years after infected teeth 
have been extracted, as Eyre was the first to show, and as 
Spencer-Payne has demonstrated in many of my patients. 
Infected tonsils should be enucleated and the nasal sinuses 
examined for obvious or latent infection, which should be 
treated by appropriate measures. 

3. Accessory Factgrs.—Tobacco is a very important factor 


in the pathogenesis of ulcer, largely on account of the — 


increased secretion of acid to which it gives rise; the 
patient, therefore, should not be allowed to smoke during 
the period of strict treatment. As fatigue and exposure 
to cold often play a part in the development of an ulcer, 
it is best for the treatment to be carried out in bed. 


B. Duration oF TREATMENT. 

Strict treatment must be continued until the ulcer has 
completely healed. The spontaneous pain often disappears 
within twenty-four hours, and it rarely lasts for more than 
a week. Deep tenderness and rigidity may be found con- 
siderably longer, but generally disappear long before healing 
is complete. The stools should be examined twice a week 
for occult blood; until three consecutive ones have given 
a completely negative guaiac reaction and have shown no 
spectrum of haematoporphyrin. The more active inflam- 
matory phase of ulceration may then be regarded as past, 
but the ulcer is not necessarily healed. In the rare cases 
in which occult blood remains constantly present, even in 
specimens obtained through a sigmoidoscope, so as to avoid 
possible contamination from piles, and in spite of the dis- 
appearance of all other symptoms and signs, early malignant 
degeneration should be suspected, and the necessity for 
exploratory operation requires consideration. An z-ray 
examination must be made every week until the crater has 
completely disappeared. This is a most valuable sign of 
healing in gastric ulcer, but it is often difficult to recognize 
the crater in the irregular outline of the bulb in duodenal 
ulcer, as some permanent deformity almost always persists 
after the ulcer has completely healed. Only when spon- 
taneous pain, tenderness, and rigidity, occult blood in the 
stools, and direct radiological evidence of- ulceration have 
all completely disappeared for a week should the strict 
treatment be discontinued, and then only if the total 
duration of treatment amounts at least to four weeks, as 
from what is known of their pathology, it is difficult to 
believe that even the smallest chronic ulcer will heal 
soundly in much under a month. Large ulcers require 
six or eight weeks, and very large and chronic ones, which 


have penetrated the pancreas or liver, may require as long 
as three months, 


C. Arrrr-TREATMENT. 

Investigations on the ulcer diathesis carried out at Guy’s 
Hospital and New Lodge Clinic, and in New York by 
Draper, together with our observations and those of Ryle 
and Huddy on the familial occurrence of ulcer, have clearly 
shown that the tendency to recurrence after medical treat- 
ment, and of the equal tendency to the development of 
new ulcers in the stomach, duodenum, or jejunum after 
surgical treatment, are primarily the result of constitu- 
tional peculiarities of the individual. If he returns to the 
conditions which were present before his ulcer developed, it 
is only to be expected that a new one will form. This can 
only be prevented if, in addition to the removal of all 
foci of infection during the strict treatment, he is given 
instructions as to his diet and habits, which he must obey 
for the rest of his life. 

If food is properly masticated, by the time it is swallowed 
it should be so well broken up, softened, and diluted by the 
saliva that it can no longer exert any mechanical, chemical, 
or thermal injury on the healthy gastric mucous membrane, 
Nothing which cannot be reduced to a fluid condition by 
chewing must be eaten; no pips or skins of fruit, whether 
raw or cooked, or in jam, marmalade, or cake, and no raw 
vegetables, no pickles, and no cooked vegetables except 
in the form of purées, are allowed. Everything which does 
not lose its chemically irritating properties by dilution with 
saliva must also be prohibited; this prohibition includes 
all forms of alcohol, strong coffee and tea, unripe fruit, 
and the majority of drugs. Smoking must be confined to 
a limited number of cigarettes provided with a mouthpiece 
containing a plug of cotton-wool, because of the chemical 
irritation caused by swallowing small quantities of tobacco 
juice and the increased secretion of gastric juice which 
follows the inhalation of nicotine. 


. ALKALIs. 

Until recently it had always been thought that the 
equivalent dose of various alkalis could be calculated from 
their chemical formulae. As, however, the theoretical con- 
clusions did not agree with clinical experience, I asked 
Professor C. S. Gibson of Guy’s Hospital to investigate. 


“the question by modern physico-chemical methods. This he 


has now done, with Mr. C. R. E. Freezer and Mr. E. 
Matthews. Their results are of great interest and of much 
practical value. In their first series of experiments an 
excess of the ‘‘ alkali’’ was added to a constant amount 


concentrations (pH values) of the resulting solutions were 
determined. It was found that the “ alkalis ’’ could be 
classified as follows. 

(a) Magnesium oxide and peroxide and sodium bicar- 
bonate produce an alkaline solution which reaches a maxi- 
mum and constant degree of alkalinity within a minute. 
This is highey for magnesium oxide (pH 10.0) than for 
sodium bicarbonate (pH 8.0). Magnesium carbonate attains 
neutrality in less than a minute and then becomes alkaline, 
reaching a maximum (pH 8.5) in two minutes. 

(b) Sodium and potassium citrates and tribasic calcium 
and magnesium phosphates attain neutrality (pH 7.0) 
within a minute, and calcium carbonate attains neutrality 
in two and a half minutes, but none of the solutions ever 
become alkaline. 

(c) Bismuth oxycarbonate only reduces the acidity to 
pH 4.0, tho solution never becoming neutral. The 
proprietary drugs “‘alocol’’? (aluminium silicate) and 
** neutralon ’”? (aluminium hydroxide), which have been 
much used for the relief of so-called “‘ acidity,’’ have even 
less effect, the final pH being 2.4 and 3.7 respectively. 

In a second series of experiments it was found that the 
calculated chemical equivalent dose of the alkali required 
to produce neutralization always failed to do so, owing to 
the reversed action of water with the salt formed by the 
combination of the acid with the alkali. Instead of 


neutrality (pH 7) being attained, most of the alkalis had 
very little effect, the greatest reduction in acidity being 
produced by sodium bicarbonate (pH 4.1), and the next by 


sodium and potassium citrates (pH 2.3). 


of 0.3 per cent. hydrochloric acid, and the hydrogen-ion ~ 
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Tn a third series of experiments the quantity of 0.3 per 
cent. hydrochloric acid neutralized by 2 grams (30 grains) 
of the alkali was determined. It was found that, weight 
for weight, magnesium oxide is the most efficient alkali 
and that bismuth oxycarbonate is the least. Calcium car- 
bonate, sodium and potassium citrates, and tribasic calcium 
and magnesium phosphates have less than one-fifth the 
neutralizing power of the same weight of magnesium oxide, 
sodium bicarbonate having rather more than a quarter. 

The investigations of Crohn with fractional test meals 
showed that sodium bicarbonate and magnesium oxide, 
after neutralizing the acid present in the stomach, stimu- 
lated the secretion of more.acid; they are, in fact, the 
most powerful stimulants of gastric secretion known, with 
the exception of histamine. As Freezer, Gibson, and 
Matthews found that these alkalis produce an alkaline 
solution when given in excess, in contrast with most 
alkalis, such as calcium carbonate, sodium and potassium 
citrate, and tribasic calcium and magnesium phosphates, 
which produce a neutral solution, it appears probable that 
it is the alkaline reaction of the gastric contents rather 
than any ‘specific property of sodium bicarbonate or mag- 
nesium oxide which stimulates the secretion of acid. Con- 
sequently, if the latter are given in doses insufficient to 
produce complete neutralization, no secondary stimulation 
of secretion is likely to occur. . 

It does not seem to have been realized in the past what 
efficient alkalis sodium 


and produces a smaller secondary increase in secretion 
after the initial neutralization than sodium bicarbonate. 

Calcium carbonate has two-thirds of the neutralizing 
power of sodium bicarbonate, but it does not give rise to 
any secondary hypersecretion. It has been suggested that 
the calcium chloride which it forms in the stomach may 
have some influence in increasing the coagulability of the 
blood, and it has therefore heen recommended when haemor- 
rhage has recently occurred, but there is no deficiency in 
the blood calcium in such cases, and calcium salts given 
by the mouth have no effect on the coagulability of the 
blood. 

Tribasic phosphates of calcium and magnesium act, 
according to Greenwald (1923), as antacids in the stomach, 
but not as systemic alkalis. We have now had a con- 
siderable experience of their use in the treatment of ulcer. 
They appear to be just as efficacious as the usual alkalis, 
but I am not yet convinced that they may not also give 
rise to alkalosis even in the absence of pyloric obstruction 
and renal disorder. As the magnesium salt is slightly 
laxative and the calcium salt slightly constipating, the 
dose of the former can be increased when the patient is 


common cases in which there is a tendency to looseness of 
the bowels some of the magnesium salt should be replaced 
by the same dose of the calcium salt. 

Greenwald stated that tertiary calcium phosphate had 
only one-fourth of the 


and potassium citrates ART neutralizing power of 
are. When the former | gv, N the magnesium salt, 
is added to milk in | goz92) VA A which was equivalent 
order to combine with | to the same weight of 
its calcium and so pre- sodium bicarbonate. 
vent-the rennin ef the 17 But, using more accu- 
gastric juice from clot- rate physico-chemical 
ting it directly it is TING: methods, Freezer, 
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none of its neutral- have shown that tri- 
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Gibson, and Matthews (a) (b) () phate is actually a 


found that milk 


CHart 2.—Effect of sodium citrate and 
neutralizes an equal 


given at the hours; specimens taken 


that citrated milk con- 
tains the properties of two efficient alkajis—milk and sodium 
citrate—as well as being an unirritating and valuable food 
(Chart 2). 

On the other hand, it is customary to regard bismuth 
orycarbonate as an alkali, although it is interesting to 
recall the fact that the first bismuth salt employed in the 
treatment of gastric disorders was the subnitrate, which 
was never supposed to exert any neutralizing action on 
the gastric juice. As so many patients believe they gain 
relief from the use of bismuth salts—the oxychloride and 
subnitrate being apparently as effective as the oxy- 
carbonate—their physical rather ‘than their chemical 
properties may perhaps endow them with some soothing 


_ action, the nature of which is quite unknown. It has been 


suggested that they form a protective coating to ulcers, 
but Briggs has shown by radiological observations that 
even half. an ounce of bismuth oxycarbonate taken in 
suspension on an empty stomach does not as a rule adhere 
to the surface of even a large ulcer crater. 

Sodium bicarbonate gives immediate relief to the pain 
in most cases of ulcer. This is due in part to the almost 
instantaneous neutralization of the acid present, and in 
part to the effect of distension of the stomach with gas 
on the mechanism of the pyloric sphincter. It is, how- 
ever, an undesirable alkali in the treatment of ulcer, in 
spite of its popularity with patients and many physicians, 
because, as I have already pointed out, the neutralization 
of acid is followed by a great increase in secretion. More- 
over, the distension of the stomach with gas may be 
dangerous if an ulcer is near perforation, and its stimu- 
lating action on peristalsis is an additional disadvantage. 

Magnesium oxide has nearly four times the neutralizing 
power of an equal weight of sodium bicarbonate, and no 
carbon dioxide is evolved, so that no gaseous distension of 
the stomach is produced. It has a mild aperient action, 


at half-hours. (b) The same as (a), but 
volume of 0.3 per cent. ‘each feed. ce) The same as (@), but 1 drachm of tribasic magnesitm phosphate and 
hydrochloric acid, so 1 drachm of tribasic calcium phosphate given alternately at the half-hours from 

7 : 1.30 p.m. Specimens taken immediately before the alkalis. a. te 


tribasic phosphates.—(a) Carbohydrate feeds slightly stronger alkali 
immediately before the feeds and also than the magnesium 
15 grains of sodium citrate taken with salt, but for practical 
purposes they can 
taken to 
neutralize about the same quantity of acid gastric juice 
as half of their weight of sodium bicarbonate. 


ALKALOSIS. 

Sippy did not refer in any of his publications on the 
treatment of ulcer with large doses of alkalis to the toxic 
symptoms which occasionally develop. In 1923 Hardt anc 
Rivers first drew attention to the subject, and in 1925 
Venables described seven cases of the kind observed at 
New Lodge Clinic. Curiously enough, no similar cases have 
been observed among my patients at Guy’s Hospital, though 
an equal number have been treated in precisely the same 
manner. 

According to Venables, toxic symptoms develop only in 
cases of duodenal ulcer, as there was no case of gastric 
ulcer in our series. Hardt and Rivers stated that they 
occurred especially in patients with partial pyloric obstruc- 
tion, who have in consequence continuous hypersecretion, 
considerable quantities of acid being often lost by vomiting. 
But only in one of Venables’s cases was there any evidence 
of pyloric obstruction, and this patient was the only one 
who vomited severely. 

In some of Hardt and Rivers’s cases there was evidence 
of kidney disease before the symptoms developed, and. in 
their two fatal cases an acute exacerbation of a chronic 
nephritis was found after death. On the other hand, only 
one of Venables’s patients (a case ef chronic pyelitis and 
cystitis) had a definite history of urinary disease; two 
others in Venables’s series had a slight excess of blood 
urea before treatment was begun, the figure rising still 
higher at the end of a week’s treatment. In the others no 
previous estimation of urea had been made, but in two the 


fall after the treatment had been discontinued was incom- 
| plete, so that perhaps some renal insufficiency had previously 
been present. In every case the blood urea was abnormally 


constipated and that of the latter reduced. In the un- 
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high when estimated after the development of symptoms. 
The urine was only abnormal in the patient with old- 
standing cystitis and pyelitis, but in several cases reported 
by Hardt and Rivers albumin and casts appeared in the 
urine. 

The symptoms generally appear within seven and almost 
always within fourteen days of commencing the alkaline 
treatment. Anorexia and depression are always present 
from the first, the patient being unduly introspective and 
nervous. He complains of difficulty in taking his milk, 
and after a time headache, nausea, and vomiting occur. 
He is irritable, and may complain of pruritus and dryness 
of the skin. Only in very exceptional cases do more severe 
symptoms develop. The patient then becomes apathetic 
and drowsy, and may finally become comatose. In two 
cases under Hardt and Rivers and in ene of Venables’s 
cases death ensued, but as a rule the symptoms never 
become very severe, and they rapidly disappear on dis- 
continuing the alkali. 


THE STOMACH TUBE. 

The stomach tube is useful in the treatment of two 
definite conditions—gastritis and pyloric obstruction. It 
should rarely, if ever, be employed unless one or other 
of these organic diseases has been definitely proved to be 
present. 


(a) Pytortc OsstRUCTION. 
Increasing experience has shown how frequently the 
pyloric obstruction caused by an ulcer is due to oedema 


STARCH = 3266 > 
1106401) 
oat FRE 
A_N 
60(279) 
200073) 
(a) (b) 


CHart 3.—Man, —_ 66, with only six months’ history; twelve- 
hour gastric stasis (starch in resting juice) with hyperchlorhydria 
and (a)—secondary to duodenal ulcer. 
After fifteen days’ treatment with diet, atropine, and evacuation 
by tube every evening ‘the symptoms had goné and stasis and 
hypersecretion disappeared—Chart (b). 


and congestion in its neighbourhood and reflex inter- 
ference with the normal relaxation of the pyloric sphincter 
(achalasia) or pylorospasm. Consequently, when the ulcer 
heals the obstruction often disappears. If it persists, it 
is clear that it was from the first mainly due to cicatricial 
contraction, as a fibrous stricture is generally the result 
of many years of alternating activity and partial healing, 
so that its actual development during a course of medical 
treatment is very rarely observed. I have myself only seen 
this occur on a single occasion. 

It has often been stated that when pyloric obstruction 
is sufficient to produce a six-hour residue after an opaque 
meal a gastro-jejunostomy should be performed without 
further delay. Our experience shows, however, that 
medical treatment may lead to the healing of an ulcer 
and disappearance of obstruction even if there is a twelve- 
hour residue, and even in exceptional cases a twenty-four- 
hour residue with peristalsis visible through the abdominal 
wall. 

To obtain the most satisfactory results it is essential 
that the dietetic and medical treatment should be com- 
bined with evacuation of the stomach late in the evening, 
in order to prevent the accumulation of very acid gastric 
juice, with or without food residue, which would otherwise 
occur during the night. Accordingly, in every case. in 
which delayed evacuation has been shown to be present 
with the z rays and fractional test meals we use Senoran’s 


evacuator just before the patient settles for the night. 
It is only necessary to empty the stomach; no lavage is 
required. This can be done most satisfactorily if the last 
feed is taken three or four hours before the tube is passed. 
There is no reason why the patient should not have a 
small feed with a dose of atropine and alkali immediately 


afterwards, as a tube passed the following morning shows . 


that food taken under these conditions is not retained 
abnormally long in the stomach. Evacuation is practised 
every night until not more than three ounces of food and 
gastric juice are present. When the ulcer has finally healed, 
the x rays and test meal show that evacuation takes place 
at the normal rate or with only slightly less rapidity than 
normal (Chart 3). 


(Lb) Gastritis. 

Chronic gastritis is a not uncommon condition. It may 
be a sequel of acute gastritis caused by food poisoning or 
an acute infection. It may result from the constant irri- 
tation produced by excessive consumption of alcohol and 


to a less extent of indigestible and insufficiently chewed 


food, or from the swallowing of infective material from 
the mouth or nasopharynx. It can only be diagnosed 
by means cof a fractional test meal, which shows excess of 
mucus in most or all of the fractions as well as in the 
resting juice. The thick tenacious mucus sticks to the 
surface of the mucous membrane and blocks the mouths of 
the gastric glands, so that only a small part of their secre- 
tion can gain access to the lumen of the stomach. At the 
same time the mucus acts as an alkali and combines with 
some or all of any free acid which reaches the food. 
Consequently, achlorhydria is often present, and in every 
case the quantity of free acid in the stomach is less than 


t 


(a) (0) (ce) 


CuHart 4.—Woman, aged 53, with onioinete caused by chronic 

tritis, cured by lavage. (a) saeney rd, 1925: Achlorhydria. 

0} January 5th: After. preliminary ——. (c) March 10th: 
fter treatment with lavage, but no lavage before test meal. 


the normal for the individual. Hydrochloric acid is often 
given to patients with achlorhydria caused by gastritis, 
but it is generally not really required. If a second test 
meal is given after preliminary lavage, a normal curve of 
acidity is often obtained ; when the achlorhydria persists it 
is due to true achylia, which is either constitutional, the 
gastritis being secondary, or the result of complete atrophy 
of the oxyntic cells following severe inflammation. 

The main object of lavage in the treatment of gastritis is 
to remove the mucus sticking to the surface of the gastric 
mucous membrane. This can be done most efficiently in 
the early morning when the stomach contains no food. We 
have found that it is impossible to dislodge the mucus by 


ordinary water or by the sodium bicarbonate solution often — 
employed. The only way in which the stomach can be | 
washed completely free from mucus is by means of hydrogen - 


peroxide; the bubbles of oxygen given off when it comes 
in contact with the mucus quickly dislodge it. It is 


necessary to begin with a weak solution—} drachm to » 


1 pint—as otherwise the froth blocks the tube. A Senoran’s 
evacuator is used, and lavage is continued until no more 


mucus appears; the stomach is then finally washed with . 


water. The quantity of mueus is found to diminish very 
rapidly, and after a few days the strength of the hydrogen 
peroxide can be increased, as much less froth is produced. 


A strength of 4 0z. to 1 pint is finally used. When mucus ~ 


is*no longer present in the first washing the lavage is 
discontinued. A test meal given at this stage, which is’ 
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often reached ten or fourteen days and rarely more than a 
month after the beginning of treatment, shows that mucus 
is now absent from every fraction, and in most cases an 
average normal or even a high curve of acidity is obtained 
(Chart 4). If at the same time a diet similar to that I 
have already described as suitable for individuals with the 
ulcer diathesis but no active ulceration is given, and 
infective foci in the mouth and nasopharynx are treated, 
there is not likely to be any recurrence of the gastritis. 


HYDROCHLORIC ACID.— 

Achlorhydria, or complete absence of free hydrochloric 
acid from the gastric contents, is a very common condition ; 
it was present in no less than 15 per cent. of 762 con- 
secutive cases of abdominal disorder examined at New 
Lodge Clinic. It is important to decide whether it is due 
to inability of the gastric mucous membrane to secrete 
acid—true achylia gastrica—or to mechanical interference 
with the secretion and neutralization after secretion by 
excess of mucus in chronic gastritis. Whereas the former 
condition, which is much the less common, should be 
trcated by. the administration of hydrochloric acid, the 
lacter, as | have already pointed out, should be treated by 
lavage, which results in the gradual return of a normal 
gastric secretion. 

Achylia gastrica is generaliy a familial and constitutional 
condition, but it may also result from a single severe 
attack of acute gastritis or severe and prolonged chronic 
gastritis. In the former case it cannot be regarded as 
a disease, and, though it is present throughout life, it 
may never give rise to symptoms. In many cases, how- 
ever, gastric symptoms ‘develop sooner or later owing to 
the secondary gastritis which is likely to result from the 
loss of the diluting, softening, and antiseptic action of 
the gastric juice. Just as the food is prepared in the 
“mouth for its reception in the stomach, so normally it is 
prepared in the stomach for its reception in the intestines. 
In achylia gastrica the food leaves the stomach in the 
same chemical and physical condition as that in which it 
enters; this often results in irritation of the intestinal 
mucous membrane, with the result that chronic or recurrent 
diarrhoea occurs. The absence of the antiseptic, barrier 
offered by the normal gastric juice to swallowed bacteria 
and the abnormal alkalinity of the intestinal contents may 
result, as Knott has so clearly demonstrated, in intestinal 
infection. This is a factor of more or less importance in 
a large number of diseases, such as appendicitis, chole- 
cystitis, and rheumatoid arthritis; it is probably the one 
essential predisposing cause of Addison’s anaemia and 
subacute combined degeneration of the spinal cord. 

It is clear, therefore, that the treatment of achylia 
gastrica is not only important for its direct effect on 
any gastric or intestinal symptoms to which it has given 
rise, but also in the prophylaxis and treatment of the 
various conditions I have just mentioned. 

The treatment of achylia gastrica is a form of substitu- 
tion therapy analogous to the treatment of myxoedema 
by thyroid gland and diabetes by insulin. It is, however, 
impossible in practice to provide anything approaching 
the quantity of acid secreted by a normal stomach. The 
dose often given is totally inadequate, but, if properly 
administered, it is easy to give as much as 2 drachms of 
dilute hydrochloric acid (B.P.) three times a day; when 
mixed with half a pint of water this dose provides a 
solution of approximately the same strength as normal 
gastric juice. If symptoms such as diarrhoea have 
developed as a result of hypochlorhydria, they often dis- 
appear at once with only a drachm or half a drachm of 


, the dilute acid. 


Though I fear I have been unable to record any recent 
advance in the treatment of gastric diseases of an epoch- 
making character, I think that some real progress has 
heen made during the last few years in the treatment of 
functional gastric disorders and of two out of the three 
common organic diseases of the stomach—namely, gastritis 
and ulcer. There is no medical treatment of carcinoma, 
but the medical treatment of chronic gastritis and of 
chronic gastric ulcer may be regarded as a real prophylactic 
measure in preventing its development. 


Cc 


Appenpix I. 
Ulcer Diet. 


1. Every alternate hour from 8 am. to 10 p.m. 5 oz. of 
milk. This can be warm or cold, and may be flavoured with 
tea. 

2. Every other hour, alternating with 1, from 9 a.m. to 
9 p.m. a 5 oz. feed, which may be made of any of the following : 
(a) arrowroot, cream of wheat, Benger’s food, junket, custard; 
to any of these red currant, apple, or other fruit jelly can be 
added, and the junket can be flavoured with chocolate. (6) at 
least two should consist of a thick white soup or semi-solid 
purée of potato, artichoke, cauliflower, or parsnip. 

3. A rusk with butter should be eaten with three feeds. 

4. 1 oz. of cream should be added to the 11 a.m., 1 p.m., 
and 5 p.m. feeds, and $ oz. of olive oil should be taken before 
the 9 a.m., 2 p.m., and 7 p.m. feeds. ; 

5. 1 drachm of Mixture 1 with 1 drachm or more of emulsio 
magnesiae, according to the state of the bowels, should be 
added to each milk feed. 

6. 1 drachm of Mixture 2 should’ be taken before the 8 a.m. 
and 3 p.m. feeds, and 2 drachms before the 10 p.m. feed. 


The dose should be increased if no dryness of the mouth. 


occurs. 

7. 1 drachm of tribasic magnesium or calcium phosphate 
should be taken after the 3, 7, and 10 p.m. feeds with a little 
water. An extra powder can be taken after any other feed 
during the day or night if any indigestion or heartburn occurs. 

8. Wash the mouth out after each feed and thoroughly 
clean the tongue by scraping with a spatula morning and 
evening. 

9. No smoking allowed during the strict treatment. 

Note.—During the night the patient should have a feed 
with Mixture 1 by his bedside, so that whenever he wakes. 
whether in pain or not, he can take a feed. This can be 
repeated as often as he is awake during the night. ; 


Mixture 1. 
15 grains 
1 drachm 


R Sodium citrate son 
Waiter ... sa to 


Mirture 2. 
1/200 grain 


R Atropine sulphate . rm 
= to 1 drachm 


Water ... ° 


Appenpix II. 
Post-Ulecr Regime. (To be followed permanently.) 

Avoid alcohol, except, if desired later on, a small quantity 
of light wine or diluted whisky at meals; avoid effervescing 
drinks ; avoid coffee. 

Avoid all pips and skins of fruit (whether raw or cooked, or 
in jam, and currants, raisins, and lemon-peel in cake or 
puddings), nuts, and all unripe fruit. For example, an orange 
may be sucked but not eaten. Currants, raisins, and figs are 
particularly undesirable. 

Avoid all raw vegetables, whether taken alone (celery, water- 
cress) or in pickles or salad; green vegetables must be passed 
through a sieve and mixed with butter in the form of a purée. 
Porridge is only allowed if made with the finest oatmeal. 

Avoid vinegar, lemon juice, sour fruit; spinach; pepper, 
mustard, curry, chutney, excess of salt; new bread; tough 
meat; salted fish or meat, pork, made-up dishes, high game ; 
clear or thick meat soup. 

Take plenty of butter and cream, and a tablespoonful of 
olive oil before each meal. ' 

Eat slowly and chew very thoroughly. 

Do not smoke excessively. No smoking at all if any 
indigestion present. 

A meal or feed should be taken at intervals of not more 
than two and a half hours from waking till retiring, and again 
if awake during the night. The feeds should, at first, consist of 
a glass of the following mixture, which should be prepared 
each morning : a quart of milk, 5 to 10 ounces of cream, and 
120 grains of sodium citrate in 1 ounce (more or less according 
to the state of the bowels) of emulsio magnesiae. 

Have your teeth attended to by your dentist regularly every 
six months. 

Take no drugs in tablet form. 

If vou have the slightest return of symptoms, go to bed for 
a few days on a strict diet, and do not wait for the symptoms 


to get serious. 
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THE RESULTS OF SURGICAL TREATMENT OF 
GASTRIC AND DUODENAL ULCER. 


BY 
A. J. WALTON, M.S., F.R.C.S., 


SURGEON TO THE LONDON HOSPITAL. 


Aw accurate estimation of the comparative values of the 
different methods of treatment of gastric and duodenal 
ulceration is fraught with considerable difficulty, and this 
chiefly owing to the fact that a search is being made for 
an impossible formula giving the mathematical results of 
a handicraft. Surgeons make the grave error of comparing 
the results of a method as executed by one surgeon with 
those of another performed by a second surgeon, forgetful 
ot the fact that the cases may be in no way comparable, 
and that the results are entirely dependent upon the 
extent to which an individual surgeon has perfected his 
own method. Physicians fall into an equal or a greater 
error, in that they estimate the results of surgical treat- 
ment from the failures that fall into their hands, when 
they are ignorant of the technique of the operation that 
was carried out, and have no knowledge of what per- 
centage these failures represent of the total number of 
operations. The multitudinous statistics that have been 
published are also in no way comparable. In some pub- 
lished lists the. after-results have been traced for only 
one year, or short after-results have been combined with 
the figures of cases traced for a longer period. In some 
the percentage of good results is computed from the total 
czses; in others, only from those that have been traced. 
In a recent paper, for instance, the author publishes a 
table giving 90 per cent. of satisfactory results after 
partial gastrectomy, but his figures do not include those 
patients who died, 9.2 per cent. For these reasons the 
beginner is hopelessly confused, and finds it almost im- 
possible to determine which operation he ought to under- 
take and practise for the different lesions. The method 
adopted by the British Medical Association in their com- 
bined investigation does much to overcome this latter 
difficulty, for the only cases which are investigated are 
those which were operated upon in the years 1920-24 
inclusive, and when published these figures should be so 
arranged that all cases are included and the percentages 
of good and bad results computed on the total number. 


It is to be hoped that large numbers of cases will be’ 


collected, so that they will form a basis for comparison 
with the results of other methods of treatment. Such 
a statistical investigation is specially required of the late 
results of medical treatment, for until recently very little 
had been published in this respect. The figures of Dr. 
David Smith of the end-resuligs of 214 cases treated 
medically from 1913 to 1922! do much to fill this want, 
and form a useful basis with which the results of surgical 
treatment may be compared. The immediate results 
showed 67 per cent. of males and 76 per cent. of females 
cured, with an immediate mortality of 2 and 5 per cent. 
respectively, It was, however, interesting to note that 
if the symptoms had persisted for more than ten years 
only 25 per cent. of each sex were cured by medical treat- 
ment. ‘The important figures, moreover, were those of the 
eud-results of cases treated for five to fifteen years. These 
showed in the males 29 per cent. cured, 15 per cent. 
improved, 31 per cent. failures, and 19 per cent. of deaths; 
in the females 40 per cent. cured, 20 per cent. improved, 
25 per cent. of failures, and 15 per cent. of deaths. It 
is also necessary to note that in this period 5 of the cases 
developed carcinoma. The importance of these figures lies 
in the fact that the cases have been traced for a con- 
siderable period, for in so many of the reports of the 
results of medical treatment the cases have been followed 
only for a short period, often, indeed, for no longer than 
the periods of intermission which are normally seen in 
the symptoms of untreated patients with gastric or duo- 
denal ulceration. 

In presenting the figures of the end-results of my own 
cases treated in these years (1920-24) attention must he 
directed to the fact that they only represent the results of 
the operation as performed by an individual surgesn; for 


just as one carpenter carries out the greater part of his 
work with a saw, while another obtains better results with 
the use of a chisel, so is it possible that for certain ulcers 
one surgeon will obtain the best immediate and end-results 
by the use of gastro-enterostomy, and another by the per- 
formance of a partial gastrectomy. To this fact insufficient 
attention has been paid in the many papers that have been 
written attempting to prove that one or other method is 
the best form of treatment. Since, however, statistical 
papers of this sort should be published with the idea of 
helping beginners in their choice of technique, it will be 
useful to indicate the reasons why it is considered that the 
selected operation is likely to give the best results in the 
hands of the majority of surgeons who have not assiduously 
practised and become exceptionally skilled in the use of any 
one method; for there is no doubt that to-day many 
surgeons are publishing remarkably good results which are 
due, not to the use of the method they advocate, but to 
the fact that they themselves have become skilled to an 
unusual degree in the use of that method. 


Pytoric anD Uncers. + 

Of the three more commonly performed operations for 
this type of lesion—(1) gastro-duodenostomy with or without 
excision, (2) gastro-enterostomy with or without embedding 
the ulcer, (3) partial gastrectomy—I have always selected 
us the routine operation gastro-enterostomy with embedding 
the ulcer. The latter step is performed by so widely 
embedding the ulcer with a running mattress suture of silk 
that the pylorus or first part of the duodenum is completely 
occluded. Later investigations with x rays after an opaque 
meal show that it becomes patent again in six to eight 
weeks. A full discussion of the relative values of these 
different operative procedures is beyond the scope of this 
article, but it is sufficient to say that the chief objection 
which has been raised by others to the routine use of gastro- 
enterostomy is the alleged frequency of the later develop- 
ment of gastro-jejunal ulceration. Von Haberer and others 
believe that this complication is specially likely to occur 
if the pylorus be occluded. This danger has beea, in my 
experience, as I think my figures will show, considerably 
exaggerated, possibly because I only make use of a 
temporary occlusion. In my own hands this operation has 
shown a low immediate mortality and a very high per- 
centage of late cures. Partial gastrectomy in my hands, 
and I believe also in the hands of all who have not prac- 
tised it in a large number of cases, gives a higher imme- 
diate mortality. I have therefore reserved its use for those 
cases where there was doubt, however slight, of the presence 
of carcinoma, and as a later measure for the few cases 
that have developed gastro-jejunal ulceration. The actual 
figures of my ulcers obtained in this group are shown in 
Table I, A. 

Of the total of 172 cases only 25 were females. 

Mortality.—In this velatively early series there were 4 deaths— 
that is, 2.3 per cent. This can and should be considerably 
reduced. In my, later cases there have now been 180 consecutive 
operations of thi nature for uncomplicated pyloric and duodenal 
ulcers without a death. Cr 

Gastro-jejunal Ulecration.—This complication occurred in 6 cases 
(3.4 per cent.), and the figures stress the point, to which attention 
has often been drawn, that it is a complication almost wholly 
limited to pyloric and duodenal ulceration, there being only one 
unusual example among the lesser curve ulcers. Thus, of the 
total number of 280 cases in this series there were 7 of gastro- 
jejunal ulcers (2.5 per cent.). Even this is somewhat higher than 
is seen in larger series. In the total cases operated upon up to 
February, 1927—that is, eighteen months ago—there were 931 
chronic ulcers, 15 of which showed gastro-jejunal ulceration; 
a total incidence of 1.6 per cent. : 

Carcinoma.—It is of interest to note that in no case has 
carcinoma developed as a late complication, so that the claim 
that partial gastrectomy should be performed to prevent this 
lesion is unsubstantiated fow this graup of cases. 

Recurrent Ulcers.—In one case an ulcer developed on the lesser 
curve after a pyloric lesion had been cured by gastro-enterostomy. 

Satisfactory Results——Many figures that have been published 
from time to time claim to prove that the end-results of this 
method of treatment are unsatisfactory, but this series shows 
86.5 per cent. satisfactory results for the pyloric ulcers, and 24.9 
per cent. of the total number. If the 3 cases of pyloric ulcer and 
the 4 cases of duodenal ulcer which could not be traced are 
eliminated from the series, the percentage figures become 90.6 

r cent. and 88.4 per cent. respectively. The standard of recovery 
is high, these patients being free from symptoms, able to take 
a full diet, and capabie of performing the usva! duties of life, 
which in many cases were of a most arduous and exacting nature. 
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Analysis of Late Results (1928) of Cases Operated upon 1920-24 (Inclusive). 


ve| Gastro- “ur- 
Total. | M.| F. | Died.) Haemor-| Haemor-| jejunal Carei- Not | Died Lost 
rhage, | rhage. Uleer. Per | Lost Well. Later. 
Died. | Living. ai No. | cent.| Cases. 
TABLE I. 
PYLORIC AND DUODENAL ULCERS. 
A. Postertor Gastro-enterostomy. 
Pyloric without stenosis __... 30 8 1 1 1 1 1 24) 1 1 1 
Pyloric with stenosis... 37 |29| 8| — 1 — | 865) 906 2 
Duodenal ... 3 1 5 1 88 | 5 2 4 
172 25| 4 1 3 | 613.4%) 1 1 | 146 | 84.9! 88.4 7| 4 7 
B. Anterior Gastro enterostemy. 
| 
C. Partial Gastrectomy. 
Pyloric with stenosis ... 7 6| 1 1 6; — - 2 
TABLE It, | | | 
ADHERENT AND NON-ADHERENT | | | 
LESSER CURVE ULcERs, 
A. Wedge Reseciton and Gastro- 
terostumy. 
dherent ... 30 | 25) 5 1; — | 1 - 
67 |51/16| 2, — ee 1 | 59] os | 4 | s | — 
B. Cautery Excision and Gast ro- 
enterostomy. | 
C. Partial Gastrectomy. | 
Adherent ona 1g | 16; 2 1 | -- 13 1 3.1 2 
Non-adherent | 14] 3 | = — 13 | 3 1 
37 |30| 7! 4 | - — | 2 |70.27) 74.28 | 4 5 2 
D. Gastro enterostomy. | 
Adherent... .. .. «| 3 | 2 1 - | — - 
TABLE III. | 
HovUR-GLASS STOMACH. | 
Wedge Resection and Gastro- 


Four of the patients died at a later period, all from some 
condition unconnected with the ulcer, and since at the time of 
their deaths they were quite free from all gastric symptoms, 
they have been included among those considered to be cured. 
The figures of the few cases nm which anterior gastro-entero- 
ped or partial gastrectomy were performed are shown in Table I, 

and C 


Lesser Curve ULcers. 


In many of the reported series, this type of ulcer has 
not been differentiated from the pyloric. The issue is 
thereby considerably vonfused, for whereas many observers 
have obtained extremely good results with gastro-entero- 
stomy for pyloro-duodenal ulcers, the majority have appre- 
ciated the fact that not only does this operation fail to 
cure lesser curve ulcers—especially if adherent—in some 
50 to 60 per cent. of the cases, but sometimes a lesser 
curve ulcer, actually develops after the gastro-enterostomy 
has been performed for the pyloric lesion. In my total 
cases up to February, 1927, this was seen in 8 patients, in 
6 of whom the gastro-enterestomy had been performed by 
other surgeons, and in 2 cases by myself. One of these 
cases occurs in the 1920-24 series (see Table I, A). On 
the other hand, local removal of the ulcer alone has in 
the hands of nearly all surgeons given poor results, a 
local recurrence taking place in a high percentage of cases. 
Therefore the operations of choice to-day are: (1) some 
form of local excision by knife or cautery combined with 
gastro-enterostomy .and perhaps with occlusion of the 
pyiorus, (2) partial gastrectomy. 

It is for this type of lesion especially that the majority 
of Continental surgeons advocate partial gastrectomy, but 
there is considerable divergence of opinion as to which 


method should be chosen. Schoemaker, by the use of his 
special technique, removes a large portion of the lesser 
curve and a smaller portion of the greater curve; others 
use the Polya or Balfour method, while of late some have 
abandoned the Polya and returned to the Billroth I 
method, von Haberer stating that in his experieace the 
Polya opération was unsatisfactory owing to the large 
number of gastro-jejunal ulcers which followed its use. It 
is in the choice of these various technical steps that the 
question should be so largely personal, the figures of the 
advocates of the different methods not being comparable ; 
for the surgeon who performs gastrectomy for all, including 
simple cases, will have a low mortality, and he who uses it 
only for large adherent ulcers will have a high mortality. 
My preference has always been for local excision with the 
knife followed by temporary pyloric occlusion and transverse 
gastro-enterostomy, the latter opening running parallel 
with and close to the greater curvature; for in my ex- 
perience this method has given a lower mortality and is 
remarkably free from ill after-results. The risk of gastro- 
jejunal ulceration at a later date is almost negligible. 
in my total series of 278 lesser curve ulcers analysed up 
to February, 1927, gastro-jejunal ulcer occurred only in 
one exceptional case, which fell into this 1920-24 series. 
Although partial gastrectomy has up to date been found 
to give exceptionally good results, the removal of three- 
quarters or more of the viscus for an ulcer, often only 
1 cm. in diameter, seems an unnecessarily severe and 
deforming operation. Though no examples have fallen to 
my experience, Hurst warns us of the danger of pernicious 
anaemia following the more extensive gastrectomies. For 
these reasons it has been my routine to excise the ulcers 
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locally, but wherever there is the slightest possibility of 
carcinoma, 2s suggested by the symptoms, by the test meal, 
or by the # rays, a partial gastrectomy has been performed. 
With certain large adherent ulcers not only is the danger 
of carcinoma greater, but a partial gastrectomy becomes 
the easier operation, and thus has been chosen as throwing 
a less severe strain upon a patient often enfeebled by 
prolonged and severe symptoms. The end-results of wedge 
resection with gastro-enterostomy and temporary occlusion 
of the pylorus is seen in Table IT, A. 


Of the total of 67 cases 51 were males and 16 females, a point 
of interest, as many observers have found this type of ulcer to 
be more common in females. 

Mortulity.—Two of the patients died as the direct result of the 
operation, giving a mortality of 2.9 per cent. 

Gastro-jcjunal Ulcer.—In_ only one unusual case did a gastro- 
jejunal ulcer ge This patient, a male, had a high pre- 
operative acidity of 0.23 per cent., but there was no concomitant 
ulceration of the 
recurrence at the site of excision, a complication for which no 
explanation could be found. No silk suture was used, and there 
had been no post-operative haematemesis. 

Carcinoma.—In no case in this series did carcinoma follow the 
operation, and therefore the statement that a wedge resection 
is unsatisfactory, in that an insufficient amount, is removed to 
prevent the possibility of the after-development of carcinoma, is 
unsubstantiated. 

Satisfactory Results.—Fifty-nine of the patients have remained 
well, being able to eat any food and to live a normal life. They 
form per cent. of the total, or, if we exclude entireiy from 
the series 3 cases that have not been traced, there are $2.18 per 
cent. of cures. 


These figures and those for pyloric and duodenal ulcer 
compare very favourably with the results of medical treat- 
ment as published by Dr. Smith. Included with the 59 
cases are 3 of the 4 deaths which occurred !ate after 


ylorus or duodenum. There was also one- 


! . 
operation, the death in these cases being due to an 


entirely separate lesion and the patients being quite free 
from all gastric symptoms at the time of their demise. 
It will be seen from Table II, B, that only one case in 
this series was treated by cautery excision, and the results 
are not satisfactory, the patient still suffering from some 
gastric symptoms. The results obtained by partial gastrec- 
temy or gastro-enterostomy alone are shown in Table II, 
Cand D. - 


Hovr-Giass StToMAcH. 

The number of cases of hour-glass stomach treated in the 
short period 192C-24 are too small to lead in themselves 
to any accurate conclusion. It is generally realized, how- 
ever, that all the older methods which aim simply at 
overcoming the deformity are unsatisfactory, as they leave 
untouched the active ulcer on the lesser curve. Treatment 
must always be aimed at curing this active ulcer, which 
is associated with the scarring and often with a second 
stenosing ulcer at the pylorus. Just as with a simple 
lesser curve ulcer, it has been my practice, wherever 
possible, to treat these cases by wedge resection, the wedge 
being made with a very wide base, so that when the open- 
ing is sutured the constriction is overcome. This is com- 
bined with gastro-enterostomy and temporary pyloric occlu- 
sion. In certain cases, however, where the isthmus is very 
narrow, this procedure is not possible, and a_ partial 
gastrectomy is then performed. The results of these pro- 
cedures in the small groups falling into the time period 
are seen in Tab'e LIT, there being 80 per cent. of satis- 
factory results. 

REFERENCE. 


1A Statistical Review of Gastric and 
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An Anatysis oF 200 Cases Treatep by Operation. 
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ASSISTANT SURGEON, CHARING CROSS HOSPITAL; SURGEON TO THE 
QUEEN’S HOSPITAL FOR CHILDREN. 


Arounp this subject a formidable literature is accumu- 
lating. Fortunately the acrimonious controversy which 
hitherto has raged is shifting from the barren grounds of 
invidious comparisons between surgical and medical treat- 
ment to a more stable statement of facts from both sides. 
Opinion is becoming more crystallized, and there is now a 
general agreement that immediate surgery, except for the 
complications of perforation and possibly haemorrhage, has 
no place in its treatment, and should only be resorted to 
after medical treatment has been given a fair but not too 
lasting trial. Surgery has an undisputed application to 
all those cases of mechanical defect from the contraction 
of ulcers, such as duodenal and pyloric stenosis and hour- 
glass deformity, and also to those cases of deep ulceration 
involving adherence or penetration of surrounding struc- 
tures, and suspected early malignancy. In no less equi- 
vocal way should medical treatment be devoted to the cure 
of ulcer in its early stages. This unanimity of opinion, 
however, does not apply to a large number of cases, which 
fall into the following groups: (1) cases which have 
recurred after medical treatment; (2) cases in which there 
has been recurrent or dangerous haemorrhage after medical 
treatment. Finally, there is a group of cases in which 
treatment depends upon the habits and economic or social 
position of the patient. Some of these eschew operative 
intervention, others, who will not co-operate or find medical 
treatment irksome, demand it. = 

It would seem that any controversy on the subject should 
be concentrated on those unknown factors of this disease 
which inflict much suffering on, and severely handicap, a 
certain section of the community. So far there is a lack 
of finality on its etiology. Surgery has been foremost 
in placing our knowledge on its present foundations, chiefly 
because its results can be checked and analysed, and radio- 


logy has earned no mean niche in the elucidation of the 
problem. 

This paper represents an analysis of a series of some 200 
cases, which have been treated in the ordinary routine way 
in the surgical wards of the Charing Cross Hospital. They 
include the results of a previous series published in this 
Journal in 1926 (vol. i, p. 936), and belong mainly to 
Mr. H. 8, Clogg and myself. Statistics frequently have a 
doubtful value, especially if they have a definite case to 
establish, and vary in the manner of their compilation. 
They must, however, necessarily serve as the basis of a 
standard of comparison, and their intrinsic value belongs 
to the individual, in that they enable him to record his 
progress. Problems which present themselves in the daily 
routine of hospital work are apt to pass unnoticed, and 
can only be rectified and adjusted in their true perspective 
by the analysis of numerous cases. Unless a surgeon is 
content to review his work thus he is apt to sacrifice 
his sense of wider judgement. 

There has been no selection of cases in this series; 
the patients have been operated upon and treated accord- 
ing to the faeilities provided by a general hospital. The 
results do not quite reach the high Standards which have 
been published by some authorities, but they do represent 
a fair estimate of hospital routine work. There is no doubt 
that they can be improved. Large draughty wards and 
the constant changing of assistants, sisters, and nurses—all 
necessary features of a teaching and training institution— 
do militate against that even flow of team work which 
is so necessary to the welfare of these patients. 


The opinion has long been held that chronic infection 
is a direct cause of ulceration, and that it is necessary 
to eradicate any focal sepsis before attempting to deal 
with the ulcer, on the assumption that it provokes the 
periodic recrudescence of the symptoms which is so charac- 
teristic a feature of the clinical history. In some cases the 
infective agent reaches the stomach direct. It is therefore 
necessary to eliminate infective lesions of the gums, tonsils, 
and nasal accessory sinuses. Pannett considers, however, 
that ulceration is caused by some specific organism (not yet, 
identified) which reaches the stomach by this route, and 
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not by the various pyogenic organisms which have been 
from time to time cultivated from ulcers. 

In other cases it is believed that infection reaches the 
stomach by way of the blood and lymphatic streams. It 
is assumed that bacterial emboli are carried to the region 
of the pylorus and lesser curve, and as a result of septic 
infarction cause devitalization of the stomach mucosa and 
render it a prey to gastric digestion. This theory receives 
support from the fact that chronic infective lesions are 
continually being found co-existing with ulceration. The 
more common of these are apical abscesses, lesions of the 
gall-bladder, appendix, Fallopian tube, and kidney. The 
Leeds school has pointed out that it is probable that 
infection is carried along the lymph channels from the 
right iliac fossa. 

The feature of these ulcers is that they not only exist 
in an environment of gastric juice, but predominate in 
certain sites—for example, on either side of the pylorus 
and along the lesser curve. Traumatic and operative 
wounds of the stomach heal quite readily; the latter are 
normally healed in ten days. Therefore in the evolution 
of an ulcer there must be some factor at work which 
primarily delays healing? and this factor takes considerable 
time to act and may keep on acting. The pathologists tell 
us that histologically these ulcers are separate entities, and 
that they occur as the result of a true digestive process. 
The physiologists are still uncertain of the series of changes 
which regulate the acidity of the stomach and the action 
of the pyloric sphincter. Bolton and Goodhart have 
advanced the view that, ‘‘ when the percentage of acidity 
of the digesting stomach content reaches a certain average 
height regurgitation of duodenal contents occurs, and 
brings dewn the acid curve by neutralization.’’ This 
regurgitation is permitted by the relaxation of the pyloric 
sphincter. To what extent this takes place js not definitely 
established. Bile should be a common content of the test 
meal, but this has not been the case in this series. On 
this assumption it is possible to explain the peculiar 
selective origin of ulcers, that they occur in the zone of 
interaction between the hydrochloric acid-pepsin juice and 
the alkaline duodenal contents. When relaxation is active 
interaction takes place along the lesser curve, and where 
the pylorus is hypertonic mixing only occurs in the 
duodenum. The inception of the ulcerative process would 
take place where these two streams meet, and in a spot 
where the anti-bactericidal properties of the acid juice 
have been lessened. On these grounds it would be justifiable 
to surmise that this zone of interaction is not always a 
fixed one, and that the exacerbations of the ulcerative 
process only take place when the two synchronize. From 
the practical standpoint the only three cases of jejunal 
ulcer in my own personal series would tend to support 
this. In each case the ulcer was found at the left-hand 
corner of the anastomosis, which in a posterior gastro- 
enterostomy would correspond to the nearest point on the 
lesser curve where the acid and alkaline juices meet. 


Curnicau Features. 

Althoug! ‘ocal sepsis is found to exist in a certain 
number ef cases there are others in which no such cause 
can be detected. Certain characteristics are found in the 
majorits of cases, but it cannot be said that they are so 
universal as to constitute an ulcer diathesis. The most 
typical case is that of an active middle-aged man, rather 
lean and tall, with strained expression, slight mental 
Irritability, who tends to become grey prematurely. The 
predilection for the male sex is seen in the following 
figures. 


Male. Female. 
Pylorie ulcer > 9% 


This marked affinity for the male has been variously 
ascribed to differences in his habits—smoking, irregular 
and hasty meals, an increased consumption of alcohol and 
meat foods, ail probably causing pyloric hypertension ; 

per cent.. | these ulcers were on one or other side of the 
pylorus in males, whereas the incidence of gastric ulcer 
m females is appreciably higher. Spasticity of the pylorus 
Prevents duodenal regurgitation and alkalization of the 


stomach content, yet acid in the duodenum is necessary 
for the normal closing of the sphincter. Pyloric irritability, 
we are told, is increased by local disease (ulcer) and 
irritability of the central nervous system (often reflex), 
whereas spasm is excited by food irritation, either 
mechanical or chemical, or by hydrochloric acid. It seems 
that on this subject we are revolving round a vicious circle, 
and require further work to clear up a confusing situation. 

Tyrrell Gray has drawn attention to the causal relation- 
ship between smoking and ulceration. It would seem that 
the habitual empty-stomach smoker would be more likcly 
to be affected, and if this is so, we ought to expect in the 
future an increased incidence of ulcer. in women. 

With regard to age incidence, the majority of ulcers 
have been operated upon in the third and fourth decades, 
with an appreciable.increase into the fifth decade for 
women. 

SYMPTOMATOLOGY. 

It is the experience of all of us to find difficulty in inter- 
preting the symptoms on purely clinical grounds. Although 
we are wont to associate a standard syndrome with certain 
types of case its application is by no means universal. 
The diagnosis of ulcer is based upon pain, vomiting, and 
haemorrhage. Of these the most important is pain, which 
is characterized by its periodicity; 99 per cent. have com- 
plained of it in this series, and it was absent in only 
three cases—one duodenal ulcer, and two gastric ulcers. 
Bouts of pain lasting for days or weeks are followed by 
periods of complete freedom which may continue for 
months. This intermittency has occurred in over 75 per 
cent. of the cases. In under 10 per cent. has the pain 
been constant; in a smaller percentage the pain has been 
intermittent at first and constant later. In the cases of 
pyloric ulcer this late constant pain has run pari passu 
with the decrease in the intermittency. 

In the majority of cases pain bears a definite relation- 
ship to food. Seldom coming on before half an hour after 
food, it may appear any time during the interval before 
the next meal. As a general rule the more distal the 
ulcer is from the cardia the later the pain appears. The 
average onset in this series has been as follows: 


Between 2 and 3 hours. 
land2 ,, 


Duodenal ulcers 
Gastric ulcers nae 
Pyloric ulcers leds . 

In only a small percentage of cases has the pain been 
unrelated to food, and in a smaller percentage has it 
occurred withjn half an hour after food. For the relief 
of pain patients often devise different methods. - The 
majority of duodenal ulcers are relieved by taking more 
food, whereas the gastric and pyloric ulcers obtain most 
relief after vomiting. 

Vomiting is only of importance from its association with 
pain. It usually occurs when the pain is at its height, 
and brings with it relief. A relative idea of its frequency 
is seen in the following table. 


Gastric ulcer __ ... 


Its diagnostic value increases in such conditions as pyloric 
stenosis and hour-glass stomach by its time of onset, 
amount, and content. 

Haemorrhage, whether in the form of haematemesis, 
melaena, or both, always adds risk to the patient, respon- 
sibility to the practitioner, and a higher mortality rate 
to the surgeon. Its grosser forms are shown in the 
followimg table. 


Haema- Haemorrhage 

temesis. Melaena. and Melaena. 

Per cent. Per cent. Per cent. 
Duodenal ulcer 6 26 ll 
Gastric ulcer ... — ns 24 7 14 
Pyloric ulcer ... ie bs 7 21 7 


No systematic investigations were undertaken for occult 
blood. These cases have been treated medically at the 
time of the haemorrhage, and operation, with an occa- 
sional transfusion, has been undertaken during quiescent 
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A lesser curve and a greater curve ulcer oo i 
Antero-posterior pyloric uleer ... 1 


Test Meals. 

Although test meals have not been given as a routine 
in these cases, they nevertheless have a definite value. 
From the diagnostic point of view they have -been dis- 
appointing, especially in cases of gastric ulcer, and the 
results have shown a wide variation. 
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intervals. Of the fourteen immediate deaths eight had Operative Procepures 
suffered from haemorrhage, and there is no doubt that it mi 
_ Without being wedded to any particular type of opera- “a 
1 P ’ tion, and with an open and inquiring mind as to which a 
q type of operation is best suited for individual cases, the io 
a D1aGNosts, } following operations have been performed in this series, 
ik Although a dependable diagnosis can be made in a large | in the main by Mr. H. S. Clogg and myself. The average *: 
i number of cases on the history alone, we now have in | duration of symptoms has been six and a half years; some 
| radiology a most reliable scurce of information. In atypical ; have been poor operative risks, others have had complica- 
t cases it should never be neglected. It has been my practice | tions dealt with at the same time, and others havo been Pa 
. to pursue this form of investigation in all cases of dyspepsia | -re-operated upon. r 
{ which recur or do not respond to medical treatment, and < Ex 
q in all cases of ulcer. In the latter it often fortifies the ; | sk 
surgeon with the knowledge of a co-existing ulcer, and with | 
| a preconceived plan of operation. To obtain the best 
results it is essential to collaborate with the radiologist » :| 
and in this respect I have been particularly fortunate in we 23 
receiving much help and co-operation from my colleagues | 233 
Dr. Russell Reynolds and Dr. S. Cochrane Shanks. Since &o 5/55 <8 as | 
the installation of a new z-ray plant in the hespital the — | — war ap 
been most gratifying. The following table | Duodenal ...| 87 | 79 | 16 27. | 3 {- = 
s the z-ray report checked by the operative matings. Gastric... 32 | 2/2 
Pyloric ... | 44 36 4/ 1°) 15 | 2 
Totats ...| 207 | 154 | 24/11 | 53 | 7 3 |2 
Duodenalulcer ... 39 30 
i 2 The immediate mortality was 14, or 6.7 per cent. 
Gastric ulcer 6,or ob 
Under the heading of misplaced ulcers I have classified Pyloric ulcer 4,0r88 | 
those reports in which, although an organic lesion was Of these 14 cases 8 had had haemorrhage either as haematemesis re 
indicated, the lesion did not correspond to the actual site | ov melaena. , , ‘ of 
of the ulcer. . The later mortality shows that 2 patients oe from re fr 
The notable difficulty seems to be the differentiation of | } from lymphatic leukaemia, and 3 as # result of re-operation. fo: 
lesser curve from duodenal ulcers. In the duodenal ulcers Of the deaths in hospital, 6 were due to chest complications, ie 
t . 7 wero not stated, 1 was from weakness and anaemia after 
were Snes ted as lesser saegahee ulcers, and one aS 2 | haemorrhage; 5 were cases of partial gastrectomy, 7 were posterior op 
gastric ulcer with delay. Of the eight in the gastric series, gastro-enterostomy cases, 1 sleeve resection, and 1 anterior gastro- fr 
five lesser curve ulcers were reported as pyloric ulcers, one enterostomy. th 
as a duodenal ulcer, one as a seven-hour delay, and one R ad 
ulcer on the posterior pyloric wall as a carcinoma. The : mesegpeees —e tic 
ip one wrong report of the pyloric series was masked by the All these patints have been written to, and replies have ii. 
7 presence of gall-stones. been received from 121. The oldest cases range from seven vn 
7 lt is interesting to find that the point raised in a | Years, and no case under one year is included. th 
-| previous communication on this subject, that the posterior The following method of assessing the results has been wi 
| ulcer is difficult to identify, has not obtained in this | followed; it is based upon the replies from patients or dis 
series. ¥ their doctors, fri 
Unusual features were present as follows: Very Good; Patients showing very marked improvement; have in 
Among the duodenal ulcers a lesser curve ulcer developed three | "® pain; have gained weight; are at work, and able to om ag 
nana. Ts tients who h improved; have no pain; have gained 
Among the gastric ulcers a lesser curve ulcer was coexistin ood; Patients who have 1 : i : é 
with a duodenal ulcer, and a case of lesser curve ulcer salhanmumndig weight; are at work, and able to eat anything, but show a dis- 
developed a duodenal ulcer. ; taste for one or iwo items of food. : F 
Multiple ulcers were distributed as follows: Very Fair: Patients who have improved, but get occasional pain, 
Double duodenal ulcer 7 a 1 case fullness, and flatulence when over-indulgent with regard to their 
Double pyloric ulcer ... Met ae es diet. Their weight is constant, and they are at work. 
Multiple gastric ulcers bid i ee Senn Fair; Patienjs with subsequent attacks of pain or haemorrhage 
Antero-posterior lesser curve ulcers se on 2 which have necessitated medical treatment. Some are at work or 
ore eee ” 


doing light work. 

Poor: Patients in whom operation has been of no benefit and 
are not able to work. Recurrence or gastro-jejunal ulceration 
obtained in some of them. 


— 


Very 


No. of} Very 
Fair. 


Ty f 
Cases.| Good, 


Ulcer. 


Good, Fair. Poor. 


— 


Per cent.|Per cent,/Per cent |Per cent. Per cent. 
30 4 8.6 8.6 8.5 


Duodenal ... 58 


duodenal ulcer associated with surrounding oedema, and 

with an abnormally high and sustained acid curve, are 

regarded with suspicion. There is a strong impression that 

these cases are unsuitable for gastro-enterostomy alone 

— to the fact that they are liable to develop jejunal 
cers, 


In cases of duodenal ulcer the tests performed by Mr. Gastric... ..| 39 28 £4 12.5 2.5 2.5 
| Jocelyn Patterson have been extraordinarily accurate, and , 24 33 41.7 7.9 12.5 40 
i is conflicting a sustained hyper- 
| chlorhydria often indicates the true diagnosis. In cas 
| of the low acid content is of help. — sul 
| The chief aid rendered by the test meal is that of bes 
| _ guidance for treatment. Cases of the penetrating type of A further analysis of the very good and good cases shows ple 


that the total average cure without a relapso for the 
wholo series is 3.3 years, and the average for the gastrie 


and duodenal ulcers separately is the same figure. It 
would appear from these figures that once a satisfactory 
result from operation is obtained there is no tendency to 
recurrence. 


case 
‘a 

| 

| 

| 

the 

to 

as] 
the 


Nov. 3, 1928] 


PULMONARY EMBOLISM FOLLOWING FRACTURE. 


789 


From the above it will be seen that about 80 per cenit. 
may be regarded as cured, about 10 per cent. as improved, 
and about 12 per cent. as receiving little or no relief. It 
is interesting to compare these results with those from 
individual operations. 


Good. Fair. | Poor. 
Partial gastrectomy... 3 9 1 1 1 
Excision with posterior gastro- 3 - a 1 1 
enterostomy 
Posterior gastro-enterostomy— 
For gastric and pyloric ulcer ... 13 18 — 4 - 
For duodenai ulcer ne a 15 25+ 5* 3 4 
Total (112 cases) Par it 37 52 8 9 
Percentage 33 46.4 7 8 


* One with gall-stones. +t Two with gall-stones. 


The good results from partial gastrectomy amount to 
80 per cent.; from posterior gastro-enterostomy in gastric 
ulcer to 89 per cent.; in duodenal ulcer to 77 per cent. ; 
the combined average from posterior gastro-enterostomy 
works out much the same as that for partial gastrectomy— 
that is, 80 per cent. . 

In this series there have been 6 cases of jejunal ulcer, 
which agrees with the percentage published by many other 
observers. 

These results, if they suffer by comparison with the 
results published by other surgeons, are a fair criterion 
of the treatment which can be expected by the patients 
from a general hospital, in which it is impossible to cater 
for individual cases. Measures of improvement are easier 
to discern than to carry out. Patients are apt to regard 
operation as a panacea for their ills and a happy release 
from the toils of medical treatment. Being wage-earners 
they often have not the time to attend hospital for further 
advice, and the dietary indiscretions, in spite of instruc- 
tion, are often alarming. An inquiry into this subject 
shows in a general way that pork, beef, and pastry are the 
main items of disagreement, and it is interesting to note 
that pastry and carbohydrates upset the duodenal ulcers, 
whereas the proteins (pork, beef, mutton, bacon, veal) 
disagree with the gastric ulcers. Fried and recooked foods, 
fruits, vegetables, condiments, cheese, eggs, cream, milk, 
and alcohol all appear on the list, with a slight bias 
aginst the duodenal ulcers. 

I am extremely indebted to Mr. H. 8S. Clogg for his kindness 
in allowing me to publish his cases, and for his very helpful 
criticisms and guidance, 


A CASE OF EXTENSIVE PULMONARY EMBOLISM 
FOLLOWING FRACTURE. 
BY 
V. COTTON-CORNWALL, M.B., Cxu.B.Liverr., 
M.R.C.S., L.R.C.P., 
AND 
C. W. PONDER, M.A., M.D., D.P.H., 
M.R.C.8., L.R.C.P., 
ASSISTANT COUNTY MEDICAL OFFICER, KENT, AND COUNTY PATHOLOGIST. 
With a Note by = 
W. HOWEL EVANS, M.B., B.Sc., 


LECTURER IN PATHOLOGY, UNIVERSITY OF LIVERPOOL. 


Tur following case appears. worth recording: : 

Mrs. M., aged 43, was seen by one of us (V. C.-C.) 
suffering from a fractured left tibia and fibula (flute en 
bee), and sent into hospital, when the limb was fixed in 
Plaster-of-Paris. She was discharged two weeks later, and 
the district nurse (who is not a trained masseuse) attended 
to massage the limb, but a doctor was not called in. 

Six weeks after the accident one of us (V. C.-C.) was 
asked to examine the limb. Union appeared perfect and 
there was no‘shortening of the leg; there was a moderate 


\ 


amount of oedema of ankle and leg to the knee, but no 
varicosity of the superficial veins. The ankle and knee, 
which were very stiff, were forcibly moved through a few 
degrees, and the nurse was instructed how to massage and 
move the limb; the patient was given permission to walk 
on crutches. She stated that she was being sick, but there 
was no discoverable cause, and she did not look ill. A 
sedative alkaline mixture was given, and it was reported 
that the sickness ceased the same day, and that the patient 
ate normally afterwards until the time of her death two 
days later. 

At midday on the day of death she asked her companion 
not to leave her, and requested to be helped out of bed. 
Almost immediately afterwards she wanted to return, and 
had hardly been helped back when she gave a slight groan 
and rolled on to her right side. She then gave another 
groan, rolled on to her back, and expired. When seen 
about two hours later she was lying on her back with 
mouth slightly open and a peaceful expression on her face. 


Post-mortem Examination. 
Externally nothing abnormal was found except that the 
neck appeared unduly movable. 


Internal examination: Cervical vertebrae normal and 


no fracture of cranial bones; brain and abdominal viscera 
normal ; diaphragm 
contracted; lungs 
appeared normal, 
but did not fill the 
thorax; the heart 
was contracted and 
appeared normal. 
The heart and 
lungs were removed 
and dissected out 
opening the right 
ventricle and pul- 
monary artery a 
long clot of about Diagram to show position of the large embolus 
the size of the. when pulmonary artery had been opened. 
lumen of the in- 
ternal iliac vein was found. This had evidently folded 
itself so that two ends were passing into the right branch 
of the pulmonary artery, and two into the left, thus pre- 
venting the blood flow to the lungs and producing sudden 
death: the clot could not be extracted by traction. There 
was also a free end pointing to the pulmonary valve. The 
clot as it originally reached the heart must have been 
several inches long. 


PULMONARY. 
VALVES, 


Pathological Report. 
The specimen was sent to Professor Ernest Glynn for 
further examination, and in his absence Dr. Howel Evans 
has kindly commented as follows: 


Sections have been cut from the clot in the right veniricle and 
fiom clots found in the branches of. the pulmonary artery near 
the periphery of the lungs. 

Dissection of the main branches of the pulmonary artery traced 
into each pulmonary lobe showed firm clot in many of these, 
particularly in the lower lobe. 


1. Clot from ventricle shows distinct lamination and very 
marked pigmentation. It is obviously ante mortem, and the 
appearances suggest that it is a few weeks old. 

2. Clot from pulmonary artery, left base, shows‘an appear- 
ance almost identical with —. The lung is somewhat 
¢ollapsed and the bronchial cartilages show slight staining with 
blood pigment. 

..3. The clot in this branch of the pulmonary artery is more 

\ Yecent and not laminated, but shows well-marked pigmentation. 

« The suggestion arising from these three sections is that Nos, 1 
and 2 are of some weeks’ duration, but No. 3 perhaps only a 
few days. 

The specimen raises the question of pulmonary thrombosis 
v. pulmonary embolism. As you know, Professor Glynn has for 
years urged that many cases arose from primary thrombosis in 
the lung itself. The best evidence of embolism is to find, as may 
sometimes be done, a thrombus in a systemic vein which might 
have given off the embolus. My personal opinion is that the 
whole process is due to a change in the blood, and we have 
evidence that the most important demonstrable change is the 
increase in the blood platelets which occurs after operation or 
after fractures. This means to say that the blood might clot 
at any given point, and T suspect that frequently there is a 
contemporaneous clotting both in the lung and in a systemic 
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vein. The present specimen, I believe, shows this point. I cannot 
help thinking but that the coiled up clot in the heart came from 
a systemic vein, yet one finds evidence of quite definite ante- 
mortem clotting in branches of the pulmonary arteries. 


Discussion. 

The features of this case are: 

1. The lack of proper massage and movement, thus 
favouring stasis of tho blood, which many workers have 
shown tends towards thrombosis.' 

2. The lack of evidence of thrombo-phlebitis before the 
embolism occurred, 

3. The length of time which the patient lived, pre- 
sumably with this large foreign body thrashing about in 
the heart, the only symptoms being the sickness and the 
vague feeling of something wrong. 

4, The remarkable size of the clot. 

REFERENCE. 
1 Lister, W. A.: Lancet, 1927, i, 111. 


SOME OBSERVATIONS ON THE ERYTHROCYTE. 


Rererence 10 Punctrate BasopHizia, 
Dirruse PorycuRomasia, aND RETICULATION. 


BY 


W. E. COOKE, M.D., F.R.C.P.Ep., M.R.C.P. 
(From the Pathological Department, Wigan Infirmary.) 


From the time that Ehrlich (1885) noted the three distinct . 


basophilic conditions in erythrocytes controversies have 
waged on their character and significance; but for many 
years the trend of opinion has been towards the view 
that punctate basophilia, diffuse polychromasia, and reticu- 
lation are expressions of the same process. 

Cesaris-Demel (1907) concluded that punctate basophilia 
and reticulation were identical, and Key (1€21) agreed that 
the basophilic substance in the three conditions was the 
same. Brookfield (1928) believes that the stippled cells in 
lead poisoning are immature cells (reticulocytes and poly- 
chromasic cells) altered by the toxic action of lead. His 


Fic, 1.—Erythrocytes showing spongioplasm after the 
lipoid membrane has been altered or eosbeed, (x 1,000.) 


results tend to confirm the work of Hawes (1909) and 
Key (1924), in which the close numerical relationship 
between stippled and polychromasic cells and reticulocytes 
was definitely established. 

The nature of the staining substance is still undeter- 
mined, nor has any explanation been offered as to why 
the different appearances occur. Pappenheim (1907) and 
Biondi (1908) independently propounded the view that 
the stainable substance was a dye-precipitate upon the 
surface of the lipoid membrane, but, later, Pappenheim 
(1919) rather altered this idea, and suggested that the 
lipoid component of the spongioplasm was the reacting 
substance. 

That the substance is not chromatinic is beyond doubt. 
The staining reaction with methylene blue-eosin prepara- 
tions. and with methyl green-pyromin, and the fact that 


none of the conditions is visible by dark-ground illumina- 
tion or ultra-violet light, are among the arguments against 
punctate basophilia, polychromasia, and reticulation being 
nuclear in origin, 

Gruner (1913) suggested that the reticular substance 
was not nuclear’ but plasmatic in character, because in 
embryos and young animals its abundance was not asso- 
ciated with the appearances of changes in the nucleus, 
I have confirmed this observation in cases of Addison’s 
anaemia during normoblastic crises, in von Jaksch’s 
anaemia, and in myeloid leukaemia. In these diseases 
there does not appear to be any relationship between the 
younger normoblasts and the older normoblasts and _ the 
amount of reticular substance. 

The present work is an attempt to elucidate these 
problems, The fact that haemoglobin gives a character- 
istic reaction with benzidine and hydrogen peroxide was 
utilized to the exclusion of all other stains. Blood 
films were made on 3x1 microscope slides and allowed 
to dry in the air before treatment. By altering the 
quantities of the reagents* it is possible to disturb the 
apparent homogeneity of the erythrocyte. For the better 
appreciation of the early effects we will take the final 
results first. Fig. 1 is a photomicrograph of erythrocytes 
from which the haemoglobin has been more or less com- 
pletely discharged. Benzidine in alcohol and hydrogen 
peroxide were used in such strengths that when flooded 
on to the film a greenish precipitate was immediately 
produced and floated to the surface; the reaction was 


allowed to continue for twenty minutes. If the corpuscles . 
in the figure are examined with a hand lens an irregular 


meshwork is-scen, and the spaces between the strands 
have the appearance of pores. The outline of the cells 
is irregular, but the mean diameter is increased. The 
probable sequence of events is that the lipoid membrane 
has been oxidized and dissolved, and a slow fixation has 
brought into evidence a spongy stroma through the inter- 
stices of which the reagents have penetrated. Reaction 
between the benzidine and hydrogen peroxide and haemo- 
globin has taken place with solution and escape of the 
end-product. Having seen the end-result, all kinds of 
patterns, depending upon the varying degrees of penctra- 
tion of the envelope and the amount of haemoglobin 


Fic. 2.—Erythrocytes showing finely granular punctate 
basophilia. (x 1,000.) 


released, would appear possible. This is, in fact, true. 
Every type of punctate basophilia and reticulation may 
be duplicated. 

Fig. 2 is an example of punctate basophilia of the fine 
type. If the cells are examined with a lens it will be 
apparent that the reaction has not progressed to the 
stage of Fig. 1. There are areas in which the granules 
are sharply defined; in others, however, they are blurred in , 
outline, suggesting that the haemoglobin has been reached 
but different stages of the reaction have taken place. 
The granules may be fine as in this figure, or coarse as 
in some of the cells in Fig. 4, or they may be irregular 
in shape and aggregated into small clusters as in Fig 3. 

_ At a further stage the haemoglobin has escaped through 


*The reagents are benzidine 0.01 per cent. in 80 per cent. alcohol, 
and hydrogen peroxide. 
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OBSTRUCTION OF CENTRAL RETINAL ARTERIES, 


the pores and bridged over intervening strands of the 
stroma. Areas have coalesced in an irregular manner 
and the appearance of reticulation results, as shown in 
some of the cells in Fig. 4. 

All the forms of reticulation described by Brookfield 
(1928), from the unfragmented reticulum to the bar form, 
may be reproduced, Fig. 5 is an example of the bar form. 
The reticulocytes in Fig. 4 suggest that the next stage 


Fig. 3.—The clumped form of punctate 
basophilia showing granules of irreguiar 
shape. 1,000.) 


must be diffuse polychromasia. The cell marked X in 
Fig. 4 illustrates the condition up to a point, but there 
is a rim of unaffected material around the central stained 
area. This is probably due to the time given for the 
reaction being too short. 


Comments. 

This preliminary note is merely intended to place on 
record the fact that punctate basophilia, diffuse poly- 
chromasia, and reticulation may be produced in any 
erythrocyte. The time is not opportune to enter into 
the discussion which these results open up, but two 
deductions may, I think, be made. The first, that with 
our previous knowledge of the staining reactions the above 


Fic. 4.—Punctate basophilia, reticulation, and 
diffuse polychromasia (x). (x 1,000.) (x 1,000.) ” 


results strengthen the belief that the stainable substance 
is not nuclear in character, but is probably a haemoglobin 
compound, and that the three basophilic conditions of 
the erythrocyte are qualitatively the same and vary only 
in degree. The second deduction is that the conditions, 
when obtained by the usual staining methods, would point 
to increased permeability or a defect in the lipoid envelope 
of the erythrocyte rather than to youthfulness, although 


Fic. 5.—The bar form of reticulation. 


there may be, and probably is, a close relationship between 
punctate basophilia, diffuse polychromasia and reticulation, 
and immaturity. 

I take this opportunity of expressing my thanks to my 
friend C. F. Hill for his invaluable assistance with the 
photomicrographs. 
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BILATERAL OBSTRUCTION OF THE CENTRAL 
RETINAL ARTERIES.* 
BY 
FRANK JULER, M.A., M.B., F.R.CS., 


Surgeon, Royal London Ophthalmic Hospital; Assistant Ophthalmic 
Surgeon, St. Mary’s Hospital. 


My excuse for drawing attention to this subject is that 
Dr. T. G. Wynne Parry published a report of a similar 
case in the British Medical Journal last February, and 
commented upon the rarity of the condition. As a matter 
of fact, a number of bilateral cases have been reported, 
a few of simultaneous onset, a larger number with an 
interval between the incidence of the condition in the two 
eyes. The notes of my patient are as follows: 


A man, aged 50, came to Moorfields on November 20th, 1920, 
having lost the sight of the left eye suddenly two days before. 
The vision was reduced to bare perception of lig t, white 
opacity of the retina at the posterior pole of the fundus was 
already present, and the macula showed the typical cherry red 
spot. The arteries were narrow. Two weeks later the white 
opacity of the retina had disappeared. The right eye with 
spherical—2D had 6/9 vision and its retinal arteries showed 
slight sclerosis. Dr. Gordon Holmes reported that the blood 
pressure was high, 260/156, and that chronic renal disease was 
present. 

On April 5th, 1922, he came again, having lost the sight of 
the right eye suddenly five nights before. Its vision was reduced 
to finger-counting at one metre. The right disc was atrophic, 
the arteries were narrow with apparent obliteration in places, 
and the lumina of the veins were much. interrupted. There was 
a ? cherry red spot at the macula, and some whitish specks in 
that region. 


“A paper read in thc Section of Ophthalmology at the Annual 
Meeting of the British Medical Association, Cardiff, 1928. 


Cause of the Obstruction, 

The work of Coats and others has made it more than 
probable that most of the cases occurring in elderly folk 
are due to endarteritis or thrombosis in the central artery 
itself, and that an embolus is unusual. Embolism un- 
doubtedly does occur, and is probably the correct explana- 
tion of the condition when it is present in voung adults 
who are the subject of mitral stenosis, congenital heart 
lesions, etc. Spasm of arteries, haemorrhage into the 
nerve sheath, and pressure on the nerve itself are other 
possible, but not so well authenticated, causes. In a 
number of the cases occurring in young folk no cause can 
be detected from a general examination of the subject. 


Obstruction Occurring during Sleep. 

Frequently the condition of blocked central artery or 
vein has been noticed first on waking from sleep, and it 
has been concluded that, in the arterial as in the venous 
cases, this was suggestive of a thrombosis. In cases 
occurring in elderly persons with arterial disease this is 
likely to be the explanation, but it is possible for embolism 
also to occur during sleep. 

MacWilliam has recently drawn attention to the not 
infrequent occurrence of cerebral haemorrhage, anginal 
attacks, and death during sleep, and he has explained 
this by his experimental observations on the blood pressure 
in this state. He finds that there are two entirely different 
conditions in question in sleep: (1) sound sleep, with 
lowering of blood pressure, (2) disturbed sleep, dreaming, 
ete., which may be attended with remarkable elevations 
of pressure. 

In sound sleep, lowering of the systolic blood pressure 
to the extent of 15 to 30 mm. at the end of two hours® 
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OBSTRUCTION OF CENTRAL RETINAL ARTERIES. 


sleep is found, rising gradually in the later part of the 
night’s rest. In 39 patients with an average systolic 
bleod pressure of 204 Brookes and Carroll found a fall 
of 44 mm. after two hours’ sleep. Blume found falls of 
15 and 21 mm, in normal persons, but falls of 31 and 
39 mm, in persons with high blood pressures. 

Disturbed sleep may cause remarkable clevations of 
blood pressure, increased heart action, changes in respira- 
tion, and various reflex effects. MacWilliam found in 
one subject an elevation of systolic pressure from 125 to 
180, and of diastolic from 75 to 105, an increase much 
greater than that which was produced by ordinary muscular 
exercise. 

These two types of sleep are of interest to ophthalmo- 
logists in that they may both have a_ bearing on the 
incidence of arterial block in the retina. In the first, 
ischaemia may be brought about by the lowering of blood 
pressure in the presence of endarteritis with or without 
thrombosis; in the second, a sudden increase may dislodge 
a clot or a portion of valve vegetation as an embolus. 


Ts Treatment of any Avail in Recent Cases? 

By treatment is meant the administration of amyl 
nitrite, massage of the globe, and paracentesis. Many cases 
have been reported as successful. Mr. Gordon Mackie, 
in a letter to this Journal (February 18th, 1€28), stated 
that he had seen a definite improvement from treatment. 
As long ago as 1861 Alfred Graefe reported complete 
restoration of sight in a bilateral case after iridectomy. 
Mr. Paton tells me of a case in which, after massage of 
the eye by my father, they saw a retinal artery begin to 
pulsate again forty-five minutes after a ‘complete block. 
Mr. Harrison Butler has also reported a case of improve- 
ment in an embolic case by treatment. Personally, I had 
had no success until three days ago, when a patient was ad- 
mitted to hospital under my care two and a half to three 
hours after a central artery embolism. After amyl nitrite 
and vigorous massage, the vessels had resumed their normal 
appearance and the embolus had shifted on to a small 
branch. The white opacity of the retina had already 
developed, and it is too early yet to say what improvement 
of vision, if any, will be effected. 

Even if no immediate improvement is noticed it is 
possible that early intervention may assist in some exten- 
sion of the visual field, as is perhaps suggested by the 
following case. 

The patient was a young man who had mitral stenosis and a 
blocked central artery; a small area escaped obstruction, being 


supplied by a posterior branch from the central artery or by a 
cilio-retinal vessel, but there was a macular “cherry” spot, 


- surrounded later by white opacity. Three and a half hours after 


he had discovered the block his vision was finger-counting in the 
temporal part of his field. Treatment made no immediate altera- 
tion in his vision, but eighteen days later he was able to read 
6/36, and~ three months afterwards he saw 6/24 with the 
affected eye. : 

In this case, then, some repair in the function of the 
retina was undoubted, and this presumably took place in 
the neighbourhood of the edge of the opacity, which was 
close to the macula itself. It now seems agreed that the 
usual refilling of the retinal arteries and the occasional 
return of vision in that part of the field around the disc 
are due for the most part to dilatation of capillary anasto- 
moses between the choroidal vessels and the retinal arteries 
on the disc itself. Now the sooner this anastomosis is 
opened up the greater should be the area of the retina 
which is not completely atrophied by the ischaemia, and 
such a dilatation is likely to be favourably affected by 
reduction of the intraocular pressure. 

Retinal haemorrhages in central artery block are some- 
times seen in the neighbourhood of the disc, and are con- 
sidered as due to the yielding of small capillaries, probably 
in the opening up of anastomoses. They might be con-. 
sidered as a contraindication to paracentesis. I feel, there- 
fore, that it is right to give treatment to any recent case, 
but that paracentesis should be avoided if haemorrhages 
are present. 


How soon does the White Opacity of the Retina 
Appear? 
De Schweinitz reports that he has seen the white opacity 
develop as he watched a patient: with the ophthalmoscope 
ten minutes after sudden ‘oss of vision. Of recent cases 


under my care opacity of the retina was developed in one 
patient when first examined two and a half hours after the 
onset of blindness; in another three and a half to ten hours 
after the onset, becoming fully developed during the follow- 
ing twenty-four hours; in a third (Alsford) it was well 
marked in nine to fifteen hours. 


Visibility of Embolus in a Branch Block. 

We would expect an embolus to be visible at the bifurca- 
tion from which the occluded branch comes. I have only 
seen three cases in which there was anything visible at 
this point, and in two of these the mass was apparently 
external to the vessel. In one it disappeared, in the other 
it persisted. 

The first of these patients was a lad of 21 years, who was 
passed sound in heart and wind by Dr. Gordon Holmes. About 
twenty-seven hours after the incidence of a block in the inferior 
temporal branch I noted that “on the dise a small bit of this 
artery appears collapsed, tiarrow lixe a thread; at the disc margin 
and beyond, the calibre is normal again.” That afternoon 
Hamblin’s artist made a drawing of the fundus, which shows a 
white collar round the vessel at the site of the previous narrowing. 
This was confirmed by Mr. Doyne three days later, on December 
6th, but by December 13th Doyne found that the mass had dis- 
appeared. On December 31st I, too, found no white mass on the 
vessel, nor was any local constriction or abnormality -——y 

My other similar case was that of a lady, aged 47, who had 
always been an invalid owing to a congenital heart lesion. Some 
six months previously she had lost the lower field of the right 
eye suddenly. The ophthalmoscope showed a discrete ovoid bright 
mass seated on the origin of the superior temporal branch, which 
was well within the disc margin. It covered this vessel, being 
considerably wider than it. Otherwise the vessels looked healthy. 
I saw this lady again fifteen months later, and the mass was 
unaltered in appearance. 

I surmise that in these two cases there was some local 
reaction in the perivascular sheath round +he embolus, 
possibly associated with a toxic effect of the latter, and 
that in the one case it was small enough to be absorbed, 
while in the other it has become organized into a mass of 
fibrous tissue or cholesterin. 

Recently a woman of 38 was admitted to hospital with embolism 
of the central artery. The appearances of the arteries on the dis¢ 
were not as if they were collapsed, but as if they were filled with 
a colourless material for a short distance from the centxe of the 
dise, the normal coloration being regained just within the disc 
margins, and the calibre being the same throughout. After treat- 
ment the vessels appeared normal again, but further search showed 


a colourless segment at a bifurcation along the inferior temporal ” 


branch. Later in the day this again had moved on, and another 
similar segment was found still more peripherally. 

In another case, under Mr. Paton, a drawing showed a 
white mass over the site of an embolus; this perhaps comes 
in a somewhat different category, as there was a good deal 
of haemorrhage about it, and it occurred in a patient who 
was the subject of a malignant endocarditis. 

Hay has reported a-case with ‘‘ a spindle-shaped greyish- 
white swelling distending the lumen of the temporal branch 
at the fork of the inferior retinal artery.’’ Knapp says 
that the embolus can be frequently observed, and appears 
like a bright round or angular body. 


Pulsation of Vessels beyond the Block. 

As is well known, it is usual for the vessels peripheral to 
the block to fill up after the initial collapse, and it is 
interesting to note in this stage how much finger pressure 
on the globe is necessary to produce visible pulsation in the 
arteries. It has been noted by several observers that pulsa- 
tion beyond the block in central artery obstruction is not 
obtainable; collapse of the vessel may be obtained, but not 
pulsation. _By some this has been-given as a diagnostic 
sign of some importance in doubtful cases, but it is cer- 
tainly not invariable, for I have- seen pulsation easily. 
elicited in a congenital heart case with embolism of the: 
main central artery. 

I have noted, however, in my two cases of branch block 
above quoted that I was unable to produce pulsation in 
the branch beyond the block, using an amount of pressure 
considerably beyond that which produced pulsation in the 
unaffected branches. It is to be noted that in both of 
these cases the block was situated on the disc itself, and 
the distal parts of the vessel were probably filled by dilata-, 
tion of capillary anastomoses from the’ posterior ciliary 
vessels near the margin of the disc. In that case-no pulse 
transmission would occur into the vessel, and the flow of 
blood therein would be very slow. 
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MYOMECTOMY DURING PREGNANCY. 


In the recent case which I have just quoted, in which the 
embolus moved on into a smaller branch, finger pulsation 
was afterwards easily elicited in the arteries on the disc. 
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MYOMECTOMY DURING PREGNANCY.* 


BY 


R. VAUDESCAL, M.D., 
Professeur Agrégé & la Faculté de Médecine de Paris. 


Ix this very short review, for which are taken as a basis 
cases observed in the Clinique d’Obstétrique et de Gynéco- 
logie de la Faculté de Médecine de Paris (Professor 
Brindeau) during the last four years, I will confine my 
observations to the indications and operative technique of 
myomectomy during pregnancy. 

Primarily, let it be understood that judgement and 
common sense are required in the selection of each case 
for myomectomy during a pregnancy. As regards the 
indications for myomectomy in cases complicated by the 
presence of a fibroid or a myoma, it is only very excep- 
tionally that operation during pregnancy is the correct 
procedure, because usually these tumours, while they may 
give rise to difficulty during the actual labour, seldom cause 
trouble during the pregnancy. Moreover, if it is remem- 
bered that the scar left by the operation may be the site of 
a rupture of the uterus during labour (and such cases are 
on record), it will be agreed that this procedure is to 
be avoided if at all possible. However, we are bound to 
admit that myomectomy is indicated in certain cases, these 
being as follows. 

1. When the fibroid is large and is diagnosed early 
during the pregnancy, before the third month, and when 
the swelling of the tumour is easily distinguishable from 
that of the uterus. By performing myomectomy at this 
time all possibility of complications is avoided, during both 
the pregnaacy and the labour. 

2. At any time during the pregnancy when unmistakable 
signs of necrobiosis of the fibroid appear. Necrobiosis is 
indicated by the tumour becoming acutely painful and 
frequently softer in consistency. This is often preceded 
by hypertrophy of the fibroid, and at the same time there 
are signs of peritoneal reaction, such as vomiting, 
abdominal rigidity, and a weak pulse.. 

3. When, owing to the presence of a fibroid, there is an 
axial torsion of the uterus or a partial retroversion causing 
a kink in its longitudinal axis and threatening to bring 
about the termination of the pregnancy. 

4. When there is torsion of the pedicle of the tumour, 
the symptoms of this occurrence being severe and lasting 
pain accompanied by the symptoms of peritoneal reaction 
mentioned above. 

5. When the fibroid causes pressure on the neighbouring 
organs, the chief of these being the bowel (occlusion), 
the ureter (hydronephrosis, pyelonephritis, or anuria), the 
urethra (retention of urine), and the veins in the pelvis, 
causing oedema or thrombo-phlebitis. 

_With the exception of the foregoing there are no indica- 
tions to justify a myomectomy during a_ pregnancy, 
altheugh it is admitted that such an operation may be 
successful in other cases, 

_As for the operative technique, the main points for con- 
Sideration are as follows. 

1. General anaesthesia is preferable to spinal anaes- 
thesia, the reason being that in the latter the contractions 
of the womb are not suppressed, and are even exaggerated. 


A 


Pe 5 = read in the Section of Obstetrics and Gynaecology at the 
nnual Meeting of the British Medical Association at Cardiff, 1928. 


2. The tumour should be decapsulated by a single incision 
running over its summit, and not removed by a circular 
incision around its base. This allows of easier decapsulation 
of the tumour, and also of easier closing of the peritoneum 
afterwards. 

3. All. bleeding must be carefully stopped. The best 
method to employ is to understitch the bleeding point with 
thick catgut; this must be tied loosely to avoid cutting 
through the tissue. 

4. In cases where the fibroid is between the layers of the 
broad ligament an attempt should be made to approach 
the tumour by the transligamentous route, incising the 
anterior or the posterior leaf. Care must be taken to 
avoid the uterine vessels and the ureter while doing this. 

5. No drainage should be employed. 

6. Morphine should be given in large doses during the 
_— days following operation; I give 1/6 grain every six 

Following these principles the following results have been 
obtained during a period of six years (1920-26). 


Total myomectomies performed during pregnancy 52 


Number of myomectomies followed by abortion... 4 
Number of myomectomies followed by premature 

Number of cases going to full term Fak a ae 
Maternal mortality = 1 
Cases not seen again after leaving hospital ise 2 
Infantile mortality, including abortions... on 7 
Average maternal mortality 
Average infantile mortality ... 15% 


Since January Ist, 1924, we have operated on 21 women, not 
only during pregnancy, but also during labour and the puer- 
perium. In of these patients we were able to perform a 
myomectomy : 3 before term (1 after abortion), 2 after full term, 
and 3 during the puerperium. In 7 cases a living child was 
obtained. Hysterectomy was performed in 13 cases, as follows: 
1 vageemn, after abortion; 6 without Caesarean section (1 two 
months pregnant, 1 three months pregnant, 1 six months pregnant, 
and 3 during the puerperium); 6 after Caesarean section. In 
9 cases living children were obtained. 


These -statistics show that out of 21 cases we were only 
obliged to operate five times during pregnancy, twice after 


abortion,. eight times at full term, and six times during the - 


puerperium. In other words, in 38 per cent. of the cases 
myomectomy was employed, and in 62 per cent. of the cases 
we were obligéd to perform hysterectomy. 

Thus it should be borne in mind that if operation is 
undertaken during pregnancy it is necessary in 62 per cent. 
of cases to perform hysterectomy; operative intervention 
during pregnancy should, therefore, be postponed as long 
as possible in order to obtain a living child. 


Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


ABDOMINAL ANEURYSM: DEATH SEVENTEEN 
YEARS AND SEVEN MONTHS AFTER 
OPERATION, 

Ar the Annual Meeting of the British Medical Association 
held in Birmingham in 1911 | reported a case of abdominal 
aneurysm which had been treated the previous year by 
the introduction of a Colt’s cage of 150 inches of wire. 
At the time of operation there was a large saccular 
aneurysm in the region of the coeliac axis. The patient 
had been under careful medical treatment for eight months 
previously. A few days after operation the aneurysm com- 
menced to harden. Eleven months later an abdominal 
aneurysm could still be recognized from continued pulsa- 
tions and a persistent murmur below the tumour, but all 
pain and discomfort had disappeared and he resumed work 
without inconvenience. Later still the murmur dis- 
appeared, as did all trace of expansile pulsation. To the 
end a hard mass could be felt with transmitted pulsations 
from the aorta. There was a history of syphilis and for 
the last few years the man showed signs and symptoms of 

locomotor ataxia in a very chronic form. 

On March 29th last the assistant medical officer of 
Guinness’s brewery was called to see him. He complained 
of pain in the right lumbar region and lower abdomen. 
Examinatioi revealed nothing of significance. The site 
of the aneurysm (in the upper left quadrant) was not 
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larger than previously, and there was no increased pulsa- 
tion. He had been constipated for some days. There was 
no abnormality in pulse or temperature. On March 30th 
his condition was much the same. That night the bowels 
moved well and he got immediate relief of pain. The 
following morning (March 31st) he sent a message to the 
doctor that he felt quite well. Later in the day he sat up 
in bed and fell back dead. Unfortunately the circum- 
stances were such that no post-mortem examination was 
possible, 

Many patients have been cured by the introduction of 
wire into the sac of an aneurysm, but I believe that in 
no other case on record has the patient survived for so 
long a time. The man whose case is here recorded was 
38 years of age when the operation was performed on 
August 30th, 1910. 

Dublin. W. pe C. er. 


CHRONIC NASAL SINUSITIS WITH MENTAL 
SYMPTOMS. 
In view of the call for publication of instances of insanity 


‘associated with chronic nasal suppuration two such cases 


are now reported. It must not be taken, however, that 
they are cases of toxic psychosis resulting from the sinu- 
sitis; for such a conclusion to be drawn not only would 
a large number of cases of the association of sinusitis with 
mental symptoms need to be recorded, but the sequence of 
the insanity on the sinusitis and the sequence of its cure 
on the cure of the sinusitis must also be shown. In each 
of the following cases the sinusitis preceded the mental 
symptoms. The first patient had a right-sided pansinus- 
itis; all the cavities were drained, but the patient died 
some years later in an asylum. The second had a bilateral 
pansinusitis; all the cavities have been dealt with and are 
practically well, but the patient is in an asylum. It must 
be noted, however, that the cure of the sinusitis,is com- 
paratively recent. 
1. 

A riveter, aged 46, consulted me in October, 1920, on account 
of asthma which had existed ten years, and had kept him from 
work for the previous year. While the asthma improved for 
some months after nasal and other treatment, and, as frequently 
happens, after his several ddmissions to hospital, it always 
recurred sooner or later, and he seems to have died from its effects 
on his right heart, The patient had some emphysema, a normal 
blood pressure, and a distinct eosinophilia varying between 8 and 
11 per cent.—clear indication, in my opinion, of acidotic tendency, 
that is of a toxicosis. The granules of the polymorphonuclear 
cells also took the eosin unusually well. 

In November and December, 1920, operations were performed 
on the septum and middle turbinals, and for two months his 
asthma improved. In January, 1921, he complained of right 
frontal pain. Proof puncture of right antrum was negative; 
since there was pressure from a large bony cyst which forme 
the bulk of the ethmoid and reached to the sphenoid this cyst was 
removed and the sphenoid was opened, but no pus was found 
(March, 1921). The pain above the right eye persisted and some 
small tags of turbinal root-plate close to the nasal roof were 
removed three weeks later; during this operation the cribriform 
plate was accidentally opened and cerebro-spinal fluid escaped. The 
part was painted with iodine; no plug was inserted; first argyrol 
and later dichloratine-T were regularly instilled, hexamine was 
o- by the mouth, and the patient was kept sitting for three 
ays and nights. He recovered without ill effect. In April it vas 
noted that he remained free from asthma and had little pain. 
In May, however, he showed distinct evidence of frontal sinusitis, 
rot had little pain and could walk for miles. but in November 
is doctor sent him back to Glasgow Royal Infirmary on account 
of severe pain above the right eye. The ethmoid and sphenoid 
cavities were further opened; a “ Howarth’ operation was per- 
formed on the frontal bone and a ‘‘ Denker” on the antrum. Pus 
and pulpy membrane were found; the frontal mucosa was pulpy 
throughout. During this residence in hospital he had delusions of 
suspicion regarding the other patients. In 1922 there was little 
pus in the nose; he received a double course of peptone injections 
without benefit to the asthma. In October, 1923, and Januar 
1924, he was still in Stobhill Hospital because of asthma. He 
had delusions of persecution, and in 1925 he was admitted to 
Bothwell Asylum. Dr. Buchanan reports that the patient had 
suspicious delusions, aural and _ visual hallucinations, severe 
asthma, chronic bronchitis, and dilated heart; no signs of nasal 
—- were noted. Uropey supervened, and death followed 

in February, 1926. Permission for necropsy was refused. 


CAsE It. 

A man, ed 35, was admitted to Stobhill Hospital in November 
1924, complaining of , dizziness and pain in occiput and root of 
nose; also of a feeling of depression since the war. (His left 
antrum had been opened in the Glasgow Royal Infirmary.) There 
Wes a pansinusitis; all the cavities were opened intranasally, and the 


patient was discharged in March, 1925. Because of mental depres- 
sion he was thereafter admitted to Woodilee Asylum, and again 
transferred to Stobhill on account of pus coming chiefly from the 
frontal sinuses. The antral openings were enlarged, the ethmoids 
were dealt with, and a ‘‘ Howarth” operation was performed on 
the right frontal sinus. Pus had practically disappeared from the 


nose in January, 1928, when, as the patient continued to be 


depressed and emotional, he was sent back to the asylum. 


No doubt the nasal condition in each patient aggravated 
the mental symptoms, and that is probably the most that 
can be said. The first was distinctly neurotic before the 
onset of sinusitis; the second gave the impression of being 
a ‘hospital bird.’? It is perhaps worthy of note that in 
both cases the frontal sinus was involved. 

It is greatly to be desired that the mental symptoms 
associated with chronic sinusitis, and those associated with 
frontal lobe abscess, be particularly observed with a view 
to possible differentiation. In other words, what are the 
mental symptoms of ‘‘ toxic psychosis’ as distinguished 
from those of frontal lobe abscess? 

James Apam, M.D., F.R.F.P.S.Glas., 


Surgeon for Diseases of Ear, Nose, and 
Throat, Glasgow Parish Council. 


ONYCHIA TREATED WITH VACCINE. 
Tue following account of the successful treatment of a 
patient with onychia by injections of a sensitized vaccine 
seems worthy of record. 


The patient, a man oy 43, gave a history of having had 
neumonic influenza in 1918. He complained of pain round the 
a of the nail of the left ring finger, and of slight discharge 
of pus. This condition had been present for four weeks, Examina- 
tion showed the presence of inflammation round the _base of the 
nail, associated with thin purulent discharge. The diagnosis was 
enychia due to coccal infection. 7 
reatment. For three weeks boric acid fomentations were tried, 
without any benefit. As it was very important to get a speedy 
cure, the patient being a medical practitioner, the advisability 
of removing the nail was considered. Before resorting to this 
measure the injection of a sensitized vaccine of 1, million 
Staphylococcus aureus, 1,000 million Staphylococcus albus, and 
1,000 million streptococci per cubic centimetre was begun. The 
dose given was 3 minims. The injection was given subcutaneously 
in the upper arm. Some temporary improvement followed this 
procedure. At the end of another two weeks the onychia had 
relapsed, and was now as bad as ever. A second injection was 
then given, subcutaneously, close to the base of the nail. The 
dose was 4 minims. Within a few hours a violent reaction occurred. 
This persisted for about thirty-six hours, and then gradualiy 
subsided. At the end of ninety-six hours from the time of 
injection practically all pain had left the finger, and there was 
no purulent discharge. the sixth day the finger was normal, 


and has remained so since that time. 


Considering the chronic nature of many cases of onychia 
and the brilliant result of the treatment adopted in this 
case, I thought the matter might be of interest to other 
practitioners. 

J. P. Hastines, M.D., M.R.C.S. 


Auckland, New Zealand. 


FATAL CASE OF ACCIDENTAL POISONING 
» BY BENZOL VAPOUR. 

TuHesE cases are so rare that I thought it would be inter- 
esting to give the particulars of a fatality which recently 
came under my notice. Looking through my forensic 
literature I was only able to find one recorded case (Dixon 
Mann’s Forensic Medicine), and in that the patient, unlike 
the present one, recovered. 


A man, aged 26, skilled in his work, descended into a benack 
mixture spirit tank to clean it out, taking some swabs with him+ 
The capacity of the tank was 2,000 gallons, and it was thought. 
that water had gained access to the spirit. It was entered by a. 
circular manhole, with a diameter of 16 inches. A gas mask was 
worn, with a wide-bore flexible air-ingress tube attached, which 
was of considerable length. This tube was held by an assistant, 
with the inlet near an open window. The man concerned was 
usually fitted with a life-line, to enable him to give signals to 
his mate above. But after working so equipped all the morning 
he discarded the line after his dinner and descended without it. 

During the morning he kept coming out of the tank frequently 
for a brief period, according to custom, but he never emerge 
again after his 2 o’clock descent. The attendant upon the air pipe 
did not note cessation of its movements, he said, till after 
3 o'clock. An alarm was immediately raised, and the fire brigade 
sent for with pulmotor and all life-saving apparatus. A fireman 
descended, wearing a life-line and having a wet cloth over his 
mouth and nostrils. The cleaner was seen prostrate at one en 
of the tank; with difficulty he was attached to the line, and 
brought with his would-be rescuer into the air. The latter was 
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‘feeling = effects of the gas a good deal. The man in the mask 
was dead. 

On the coroner’s order I made a post-mortem _examination 
twenty-four hours afterwards. Externally nothing abnormal was 
observed beyond a slight yellowness of the facial death pallor. 
Some saliva had run from the mouth into the facepiece of the 
mask. Rigor mortis was present. Internally, beyond old-standing 
pleural adhesions, the body was healthy, but emitted a stron 
smell of benzol. The blood was fluid. No clots were foun 
anywhere, not even in the heart, and both ventricles were firmly 
contracted. In bulk the blood had an unusually dark appearance, 
but in film it was almost cherry red. It left a light coloration 
upon the smeared costal cartilages and upon the tissues with 
which it came into contact. The contrast between this body when 
fully opened and another cne in a similar condition on an 
adjoining table was marked. The smears appeared to act as a 
stain, and could not be clearly washed away. The spectroscopic 
appearances were those of oxy-haemoglobin, and reduction was 
easily effected by ammonium sulphide. 

The meninges and brain showed marked congestion. The brain 
substance on section was studded with minute red points through- 
out. The only other finding was pulmonary oedema. The air 
passages contained thick gelatinous mucus. The lungs were 
very dark in colour and exuded a frothy liquid on section or 
pressure. The stomach contained a meal of meat and vegetables, 
quite undigested. The mucosa was normal, and the same may be 
said of the bowel throughout. The bladder contained clear urine. 


I deal with the post-mortem findings only, and refrain 
from offering any opinion as to how the benzol vapour 
found an entrance to the respiratory passages of this 
unfortunate man. 


Sheffield. Goprrry Carrer, M.B., D.P.H. 


British Medical Association. 


CLINICAL AND SCIENTIFIC PROCEEDINGS. 


LANCASHIRE AND CHESHIRE BRANCH. 


; Treatment of Auricular Fibrillation, 

A scIENCE meeting of the Lancashire and Cheshire Branch 
was held at Bury Infirmary on October 18th, with the 
president, Dr. J. H. Marsn, in the chair. Dr. J. 
Cricoton BraMWeELL read a paper on the treatment of 
auricular fibrillation. 

Dr. Crichton Bramwell commented on the great impor- 
tance of auricular fibrillation in view of the large number 
of cases of heart failure attributable to this abnormal 
rhythm. Twenty years ago Lewis had shown that delirium 
cordis in man was identical with fibrillation in animals, 
and that the appearance of heart failure with congestion 
in these cases was largely due to the excessive ventricular 
rate. By slowing the ventricle digitalis reduced the work 
of the heart, and at the same time, by prolonging diastole, 
it improved the venous filling and increased the coronary 
blood flow. The excessive dose method, introduced by 
Eggleston, might be safely used in urgent cases, provided 
that the patient had not previously been taking digitalis, 
and that an interval of six hours was allowed to elapse 
between successive doses. When the symptoms were less 
urgent 20 minims of the tincture three times a day would 
usually produce the desired result within a week. Quinidine 
actually stopped fibrillation in over 50 per cent. of the 
cases treated. Many, however, subsequently relapsed, and 
if there was much myocardial damage the patient derived 
little or no benefit from the restoration of normal rhythm. 
Of twenty-eight rheumatic and fibrotic cases treated with 
quinidine which Dr. Bramwell had followed up, two were 


still normal five years after their initial course of quinidine, — 


and seven others had remained normal for two years or 
more. When fibrillation persisted in cases of hyper- 
thyroidism in which the thyroid condition had been success- 
fully treated, quinidine was valuable, but the rheumatic 
and fibrotic cases showed a greater tendency to relapse. 
The danger of embolism was another drawback to quinidine 
therapy. 
Radiography of the Gall-bladder. 

Dr. A. RicHarpson, in a paper entitled ‘‘ Radiography 
of the gall-bladder,’”’ recalled the fact that prior to the 
introduction of the dye method radiolcgical evidence was 
confined to cases in which gall-stones contained sufficient 
calcium to cast a shadow on the film. X-ray departments 
were now expected to report on the normal or pathological 


condition of the gall-bladder. The oral method of adminis- 
tration of the dye had been proved to be simple, reliable, 
and safe. Dr. Richardson enumerated and discussed five 
contraindications to its use: obstruction of the common 
duct; the presence of extensive hepatic destruction ; hyper- 
tension; cardiac disease; and hyperthyroidism. He stated 
that the shadow of the gall-bladder appeared between the 
fifth and the eighth hour, the maximum concentration 
occurring between the eighth and twenty-fourth hour. The 
shadow taded completely between the twenty-fourth and 
forty-eighth hour after administration. The method demon- 
strated not only the presence or absence of stones, but 
also the occurrence of pathological conditions of the gall- 
bladder, even in very early stages of disease. The paper 
was illustrated by a series of prints. 


Plastic Surgery of the Eyelids. 

Dr. J. Ratcrirre showed a case illustrating plastic 
surgery of the eyelids. He explained that this case was of 
some interest from three points of view: (1) it was purely 
a ‘‘ civil practice case’’; (2) both lids of the same eye 
were involved; and (3) the patient was a female. Dr. 
Ratcliffe remarked that during the war most practitioners 
had encountered many cases which lent themselves to facial 
plastic surgery, but such cases were rare in civil practice. 
They seldom met with cases where plastic operations had 
been performed on both the upper and lower lids of the 
same eye with any measure of success. Since the patient 
was a female considerable care was necessary in respect of 
the resultant cosmetic effect produced by the operation. 


On New Year’s Eve, 1926, the patient was sitting in front of 
the fire when she was seized with a ‘fainting attack.’’ She 
fell forward on to the fire and severely burned the left side of 
her face. This was treated by her own doctor until the early 

art of March, 1927, when the patient was sent to Dr. Ratcliffe. 
He found marked scarring of keloid appearance of the left side of 
the patient’s face, especially in the region of the eyelids; this 
caused very marked retraction and eversion of both the upper 
and lower lids, making it impossible for them to be brought into 
contact. As a result of this the left eye was beginning to show 
definite signs of ulcerative keratitis, and the patient’s personal 
appearance was, to say the least, very repulsive; so much so, that 
she was suffering more from the mental worry of her appearance 
than from the eye condition. It was obvious that something had 
to be done, first, to save the left eye, and, secondly, for the 
patient’s personal appearance. On March 21st Dr. Raicliffe 
decided to operate on the lower lid. He resected as much as 
possible of the scar tissue involving this lid, taking care to leave 
the lid margin with the eyelashes in situ and the lachrymal! 
duct. This having been done he chose a suitable site on the 
left cheek and made an incision in the form of a tennis racket, 
leaving the base of the handle attached. This flap of skin he 
dissected off and swung into the position of the lower lid, suturing 
it into the adjoining skin. The raw area on the cheek was about 
the size of a five-shilling piece; this he filled in by Thiersch skin 

rafts taken from the inner side of the patient’s left thigh. On 

Sune 6th he carried out a similar procedure on the upper lid. 
Both the above operations were performed under rectal anaes- 
thesia, which in his experience was very satisfactory for such 
cases, 

Dr. Ratcliffe added that (1) the patient could now bring 
the lids together; (2) the eye presented a normal appear- 
ance; (3) the patient’s face was now far removed from 
being repulsive. 


Reports of Societies. 


HYPOCHONDRIA. 


Ar a mecting of the Section of Medicine cf the Royal 
Society of Medicine on October 23rd, with Dr. Ronrrr 
Hvrcatson in the chair, Dr. R. D. GILiEspre in opening 
a discussion on hypochondria explained that the work on 
which his paper was founded had been done as Pinsent- 
Darwin student of Cambridge University. 

Dr. Gillespie remarked that ‘“ hypochondria”’’ as a 
medical term had undergone many vicissitudes. Som - 
thing of its history was revealed in the variety of con- 
ditions for which it was taken as a sufficient description 
at the present day. It had been, and was still, identific | 
with hysteria, melancholia, and neurasthenia. 
hysteria, however, he held that it differed quite clearly. 
The hypochondriac had the conviction that he was suffering 
from some malady, and rejected reassurance; if he asked 
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HYPOCHONDRIA. 
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for sympathy it was something which did not involve 
quite that affectionate dependence on the physician which 
was manifested by the hysterical patient, who was ready 
to be convinced that what he, or more usually she, suffered 
from was a delusion. Some of the older psychiatrists dis- 
tinguished a ‘‘ hypochondria cum materia ’’ and a ‘‘ hypo- 
chondria sine materia,’’ according as gross organic disease 
was present or absent. There had been a long-standing 
dispute whether a syndrome (or in psychiatric terminology, 
a reaction-type) to be called hypochondria existed per se; 
or whether hypochondriacal symptoms occurred only as part 
of a larger symptom-complex. Dr. Gillespie’s contention 
was that such a syndrome could usefully be distinguished. 
Its principal characteristics were a persistent pre-occupa- 
tion with the bodily health, in excess of what would be 
justified by any physical disturbance that was present ; 
also an emotional attitude best described as ‘ interest with 
conviction.”” Anxiety, in the sense of fearful apprehension 
of disease, was absent, simply because the idea that disease 
was present was settled in the patient’s mind—it was not 
apprehended by him. The merely anxious patient feared, 
but he did net believe, that he suffered from 4 malady ; for 
the hypochondriac the fancied ailment was real. Other 
characteristics were inaccessibility to psychotherapy, and 
the running of a chronic course without intellectual or 
emotional deterioration. He quoted fourteen cases, of 
which three were fairly typical examples of hypochondria 
as above defined. Of the remainder, several illustrated 
conditions resembling hypochondria in the strict sense, but 
exhibited various clinical differences, including accessibility 
to therapy, and a favourable outcome; they were quoted 
to support a hypothesis of the psycho-pathological basis 
of some cases of true hypochondria, and of hypochondriacal 
complaints in other syndromes. Prognosis in hypochondria 
depended on the relative importance of exogenous and 
endogenous factors. The more the condition could be 
regarded as a reaction to external circumstances—including 
for this purpose organic disease—the more favourable, on 
the whole, was the prognosis; the more it was the outgrowth 
of the patient’s personality the more doubtful must he 
the outlook. Young hypochondriacs were more curable than 
old. The treatment must include that of any organic 
disease which might be present, without too much emphasis 
upon it; also psychotherapeutic treatment of very 
ordinary kind (these persons did not lend themselves to 
much psychological investigation), and the usual common- 
sense measures with regard to occupation and ordering 
of habits. 

Dr. R. 8. Atiison said that the view that hypochondria 
might be regarded as a definite entity, and not merely as 
a variety of some other form of disease, had an attraction 
for those in general medicine, who were frequently con- 
fronted with patients showing no other evidence of mental 
disorder than this abnormal concentration on the bodily 
state. He thought that Dr. Gillespie’s phrase ‘ interest 
with conviction ’? was a good description of the emotional 
attitude of these, people. It was not usual for the hypo- 
chondriac to complain of definite pain at a certain point— 
if there were such pain it would raise the suspicion of 
organic disease—but rather. a sense of uneasiness. In 
dealing with hypochondriacs’ who had previously had 
abdominal operations it would often be discovered on 
careful inquiry that. the pain or discomfort complained of 
was essentially similar to that experienced before the 
operation. Treatment was undertaken with the forlorn 
hope of removing the false impression in the mind, check- 
ing harmful tendencies (such as the abuse of aperients, 
frequent intestinal douching, and the craving for abdominal 
operations) following such impressions, and the diminution 
of the sensations complained of in so far as these had any 
ground in reality. 

Dr. W. R. Reyneut considered that Dr. Gillespie had 
established his thesis that there was a definite clinical 
entity such as he had depicted, but as described and 
delimited by him it was a rare condition. The condition 
was persistent, and that would exclude manic-depressives 
and similar people in whom this state of mind was periodic. 
Dr. Gillespie had stated that the preoccupation was in 
excess of what would be justified by any physical dis- 


turbance that might be present, but this was very hard: 
to assess in a case, for example, of marked visceroptosis.’ 
The conviction of the hypochondriac really amounted to a 
delusion, and the-cases as defined by Dr. Gillespie were 
inaccessible to psychotherapy, but on a broader definition 
of hypochondria, including cases which Dr. Gillespie would 
not admit as the pure condition, psychotherapy was far 
from being futile. He would rather define hypochondria 
for practical purposes as a morbid preoccupation with 
health, in the absence of demonstrable organic disease. 
He believed that very often there was a predisposition to 
hypochondria in childhood, and that this could be averted. 
The child of low vitality, low blood pressure, with toxic 
debility—the atonic type of child—was markedly disposed 
to hypochondria in later life. He thought that if a wider 
definition of hypochondria were accepted, treatment by a 
rational psychotherapy was very satisfactory; the best 
‘drug ’’ in these cases was the spoken word, but it must 
be spoken in the right way. 

Dr. T. A. Ross said that it was very important to estab- 
lish which kind of psychoneurosis was likely to benefit 
from treatment and which was not. The amount of time 
which it was necessary to spend on any one case made it 
necessary to endeavour to exclude at the beginning all 
those cases which were not likely to derive benefit. He 
believed that there was a class of case, mostly consisting 
of old men, sometimes old women, which was absolutely 
inaccessible to treatment. This did not imply that nothing 
could be done for them; the best thing. that-the honest 
doctor could do for them was to prevent them from falling 
into the hands of quacks. He was doubtful whether Dr. 
Gillespie had made out his case that there was no great 
difference between hypochondria and hysteria, and Dr. Ross 
differed also with regard to the anxiety patient who, 
according to Dr. Gillespie, only apprehended disease and 
knew that he had not got it. These patients might he con- 
vinced that they had no disease, but they felt that there 
was ‘“ something wrong’’ with them; they were inclined 
to suppose that if there was no macroscopic pathology 
there must be a microscopic one. Dr. Gillespie had also 
said that the hypochondriac had not the ‘ affectionate 
dependence’? on the physician which was shown by the 
hysteric; but this might well be explained by the fact 
that the vast majority of hypochondriacs were elderly 
men, naturally self-contained and obstinate, and in any 
case less likely to show ‘‘ affectionate dependence ’’ than 
the young. 

Dr. C. P. Symonps agreed that Dr. Gillespie had 
described a very definite clinical picture. Hypochondriacal 
symptoms appeared in a variety of mental disorders, 
perhaps most commonly in manic-depressive psychoses, and 
he believed that this type of hypochondriac was missed 
more often by the general practitioner than he ought 
to be. These people eventually found their way to 
the neurologist under the provisional description of 
neurasthenia, but often by that time they had suffered 
unnecessary {nvestigations, including perhaps the explora- 
tion of the abdomen. A point most often overlooked in 
simple clinical investigation was the family history. He 
had found again and again that no definite inquiry had 
been made into a family history of mental and nervous 
breakdown. In anxiety conditions hypochondriacal sym- 
ptoms were associated for the most part with fear; the 
settled. conviction found in other cases was replaced by 
an agonized expectancy. He quite agreed with Dr. Ross 
that it was possible to find in one and the same patient 
a fear. as to oncoming disease and a settled conviction 
that disease was present. The true hypochondriac, accord- 
ing to the clinical picture which Dr. Gillespie had isolated, 
was somewhat rare. He might appear to be more commod 
to the general practitioner, because a patient with that 
type of hypochondria probably consulted a new doctor every 
month. The speaker described one interesting case of a 
hypochondriac upon whom a number of operations had 
been performed, but whose obsession remained, until his 
wife, to whom he was devoted, fell ill, and required an 
urgent operation. After this the hypochondriac became, 
if not entirely well, a changed man, and the wife was 
accustomed to say that the operation upon herself had 
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done for her husband what his own operations had been 
unable to effect! 

Dr. F. Parkes Weser was astonished that so many 
different classes of cases should have been referred to as 
having hypochondriacal symptoms. He would have thought 
that the term ‘ hypochondriac’’ ought almost to be 
restricted to the typical case suggested b> Dr. Gillespie. 
A Greek philosopher said with regard to the hedonists, 
“Call no man happy until he is dead,’’ and perhaps one 
should say that no man ought to be called a hypochondriac 
until it could be placed beyond dispute that there was no 
physical basis for his preoccupation. _He described a case 
of the kind to which, he thought, the term should be 
limited, and added that much care should be taken before 
admitting any other kind into the same catcgory—certainly 
not those cases of women, mostly young or middle-aged, 
who had had a number of abdominal operations. 

Dr. Joan Carswett had hoped that the term ‘ hypo- 
chondria ’’ would disappear entirely, or be used only for 
the involutional case, which was so strikingly dramatic, 
sometimes tragic because of its association with suicide. 
One could not fail to realize how frequently symptoms 
of a hypochondriacal nature were found in the early stages 
of mental disorders. He had seen them occur in the early 
stages of general paralysis, and indeed over the whole range 
of mental disorders one found a short preliminary period 
when the patient was preoccupied with his own bodily 
feclings of a depressing character. Even before the plunge 
into delirium the patient in delirium tremens was restless 
and anxious, referring to abdominal and other sensations 
of a hypochondriacal character. He had never seen a 
person suffering from hypochondriacal symptoms associated 
with some disturbance of the internal organs, and getting 
the better of his physical and of his mental condition, who 
had not taken in hand his own treatment and defied his 
doctors. 

Dr. Roaert Hvurcutson, closing the discussion, said that 
he had felt himself to some extent in a foreign country. 


_He was not very familiar with the terminology of modern 


psychiatrists, and a good deal of what had been said 
was, frankly, to him as a general physician unintelligible. 
He saw the hypochondriac as a perfectly ordinary, harmless 
person, usually an elderly gentleman retired from business, 
collecting symptoms as .other people collected postage 
stamps, and making his health his hobby. It was true 
that most of the ‘ specimens ’’ he so collected were fakes, 
but every now and then in his search for symptoms the 
hypochondriae stumbled upon a genuine example. He 
believed this kind of person to be entirely incurable. It 
would be wikind to cure him, for that would be to deprive 
him of his one interest in life. What might well be dis- 
cussed: was ‘* the psychology of the hobby-horse,” the study 
of the psychology or those people who developed a mania 
for one particular thing. Just as the hypochondriac col- 
lected abdominal or cerebral symptoms, so another man 
would collect porcelain of the Ming dynasty or old Chelsea. 
He believed that psychologically there was something very 
similar in both kinds of people. It had been said that the 
hypochondriac was egocentric; this was not always so, for 
there was such a thing as vicarious hypochondria, as, for 
example, the parents who were desperately fussy over their 
children and imagined them the victims of all kinds of 
ailments, or the unmarried daughter living with an old 
parent who imagined him or her to be suffering from all 
manner of complaints. It was Bishop Butler who asked 
whether a whole nation could go insane, but it really 
seemed possible for a whole race to become hypochondriacal. 
There was an example in the Jews. Thanks to Moses, who 


" laid down a sanitary code, the Jews had devoted far too 


much attention to the study of personal health and illness. 
Whether the genuine hypochondriaée could be spoken of 
as a hysteric he would not like to say. The hysterical 
person seemed to have a more definite purpose to serve, 
or an advantage to gain, whereas the hypochondriae went 
about collecting symptoms in a purposeless kind of wavy, 
deriving no benefit at all, except the interest in life afforded 
by having something to do. Hypochondria had a very 
small literature, and therefore the discussion had been ail 
the more usefull 


DIFFERENTIAL DIAGNOSIS. 
THE appearance of a fourth edition of the Index cf 
Differential Diagnosis of Main Symptoms,' edited by 
Dr. Hersert Frencu, should be received with acclamation, 
as this monumental work has been out of print for five 
years. The book has been thoroughly revised and several 
new articles have been added, but the general principles 
remain the same as in previous editions. The illustrations 
have been considerably augmented in number, and a new 
feature is the incorporation of the coloured figures in the 
text in place of the series of plates which adorned the 
earlier editions, thus much facilitating ease of reference. 
Of those who contributed articles to previous editions 
death has claimed Sir Malcolm Morris, Sir Frederick 
Taylor, and Dr. F. J. Smith, while several other names 
no longer appear in the list of collaborators. On the other 
hand, the names of Dr. 8S. Ernest Dore, Mr. W. M. 
Mollison, and Dr. John H. Ryffel appear as cortributers 
for the first time. In this connexion we cannot refrain 


from noting that some of the articles seem to have 


changed their authorship without in fact changing so 
much as a single word of their text. For example, in the 
third edition the article on abnormalities of gait appeared 
over the name of the late Dr. F. J. Smith, whereas in the 
fourth edition ‘precisely the same text bears a different 
signature. In the third edition the article upon insomnia 
was attributed to Dr. A. J. Jex-Blake, yet although he is a 
contributor to the new edition, the same article, word for 
word, appears over the name of another contributor. The 
solution of such puzzles is, however, a comparatively minor 
point, the essential thing being the quality of the articles, 
and these we can say without hesitation reach the highest 
standard of excellence, and must rank among the best of 
their kind in the English language. 

In a work of this nature the index is perhaps the most 
important section of the whole book. An inadequate or 
a loasely constructed index could very easily destroy the 
whole value of the volume as a useful work of reference. 
In this respect Dr. French has once again excelled, and 
it is doubtful whether a more complete or conveniently 
arranged list of complex cross references has ever been 
added to a medical encyclopaedia; it makes consultation a 
delight instead of an occasion for profanity, as is only too 
often the case. 

The book has been increased by more than 200 pages, 
and has now just about reached the limit where com- 
pression into a single volume is possible. The illustrations 
throughout, both plain and coloured, have been singularly 
well chosen, and the reproduction, especially of the radio- 
grams, has been superlatively executed. Both authors and 
publishers deserve great praise for producing a volume 
which in substance brings the highest credit to British 
medicine and in format holds its own with the most lavish 
of transatlantic productions. As translations into French 
and Spanish of the carlier editions have already been made 
the book is assured of a world-wide success. 


GLYCOSURIA. 
Dr. Matmros directs his Study of Glycosuria® to the par- 
ticular subject of glycosuria discovered by routine examina- 
tion of the urine without any subjective symptoms in the 
patients. This is a point of special interest to medical 
examiners for life insurance and to general practitioners. 
As the author says, cases of glycosuria are found acci- 
dentally “in which the prognosis was apparently favour- 
able while the diagnosis appeared uncertain.” (It should 
be noted in parenthesis that this Swedish physician writes 
clear and fluent English.) The monograph represents a 
big piece of work thoroughly and scientifically carried out. 
Two main problems are attacked: the significance of 


Vifferential Diagnosis of Main Symptoms. Edited by 

Bristol: J. Wright and Sons, Ltd. ; London: Simpkin Marshall, Lid. 
1928, X 10}, pp. xi + 1171; "701 figures. 638. net.) 

2A Sti dy of Glacosuria, with Special Reference to the n ion of 

the Incidental Finding of a Positive Reduction Test. Ry Haqvin Malmros, 

an Medica Scandinavica, Supplementum xxvii. Lund: Berlingska, 


1928. (Med. 6vo, pp. 305; 6 plates.> 
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so-called alimentary glycosuria ’’ in apparently healthy 
individuals, and the factors which affect the bleod sugar 
curve in glucose tolerance tests. Dr. Ma!mros lays great 
stress on a point which has hitherto not received much 
attention—namely, that a low carbohydrate intake imme- 
diately preceding a glucose tolerance test may give rise 
to an abnormal hyperglycaemia’ (quoting Hofmeister’s 
observation made in 1890 that glycosuria, after ingestion 
of carbohydrates, is more readily produced in. starved 
animals). Therefore he lays down the rule that blood 
sugar analyses must be made before any dietetic treat- 
ment is commenced, or that if carbohydrate restriction has 
been started the patient should be given ordinary carbo- 
hydrate food before any blood sugar tests are undertaken. 

Contrary to general opinion, Dr. Malmros holds that 
emotion, fear, and nervousness before examinations are 
not causes of glycosuria that need be taken into account. 


He has records of 141 persons in whom glycosuria was dis-. 


covered at life insurance examination and who have been 
kept under observation for considerable periods, some as 
long as thirty-eight years, none less than four years. In 
one case diabetes was noted as a contributory cause of death, 
in two cases subjective symptoms of diabetes appeared 
later, and in eight cases re-examination established a 
positive diagnosis of diabetes. It is interesting to notice 
that accidentally discovered glycosuria is more often asso- 
ciated with a high alimentary blood sugar than with a 
low threshold value, thus corroborating the general opinion 
that true *‘ renal diabetes’ is rare. Again, these chance 
discoveries of glycosuria occurring without subjective sym- 
ptoms of diabetes are made chiefly in corpulent individuals. 


. The author believes there is such a condition as glycosuria 


innocens, but he warns us to investigate thoroughly before 
accepting a case as ‘‘ innocent,’’ especially because mild 
diabetes may show normal fasting blood sugar values. His 
work is a most valuable contribution to the clinical study 
of diahetes and non-diabetic glycosuria. 


OTO-RHINO-LARYNGOLOGY. 
Ir is evident that the time has come when it is scarcely 
possible to present a complete textbook of otology, rhino- 
logy, and laryngology within the limits of a single manage- 
able volume. In the two books now under notice Dr. 
John F. Barnhill and Dr. Wendell Phillips have recognized 
this limitation. 

By concentrating on the essentials and chiefly on the 
surgical aspect of the subject, though the medical side is 
not neglected, Dr. Barnuty has, in his Nose, Throat and 
Ear,* contrived to produce a well-balanced and magnifi- 
cently illustrated account of the diseases of these regions 
and their, immediate neighbourhood, as they are likely to 
present themselves to the practitioner or to the surgeon 
commencing hospital practice in this special department. 
The practical side is consequently uppermost, while theo- 


retical considerations and references are excluded. The. 


author has achieved a book which should be highly useful in 
the field indicated, though it is not one which the specialist 
is likely to keep for reference. No account of pharyngeal 
peuches, for example, is to be found, but as an introduc- 
tion to the surgery of these regions the book is excellent. 
Diseases of the Kar, Nose and Throat, by Dr. 
PHILLIPS, now a standard textbook in America, has reached 
its seventh edition. Dr. Phillips states deliberately that 
the section on diseases of the ear is placed first to empha- 
size the fact that it is a complete work on otology. He 
has now expanded this with an elaborate consideration of 
the problem of deafness from the social standpoint, a 
problem which has in recent years received even more 
attention in America than in this country. The sections 
on general disease in relation to special regions and organs 
and on the nose are excellent, but the first section now 
evershadows the whole. The sections on the pharynx and 
larynx, and especially the latter, seem to fall away, and 
although it cannot he said that anything is definitely 


The Nose, Throat and Ear. By John F. Barnhill, M.D., F.A.C.S. 
New York and London: D. Appleton and Co. 1 (Roy. 8vo 
pp. Xxxvi + 604; 452 figures. 30s. net.) . 
4 Diseases of the Ear, Nose and Throat. By Wendell Christopher 
Phillips, M.D. Seventh edition, revised and enlarged. Philadelphia : 
F. A. Davis Company. 1928. (Med. .8vo, pp. xx + 922; 615 figures, 
@ dollars net.) 


lacking, they do not give the impression of being the first 
care in the mind of the author as do the earlier sections, 
If all this must be included in one volume, by one writer, 
then Dr. Phillips’s work is as satisfactory as any other 
large textbook, but it shows that, however successfully 
laryngology and rhinology and otology may be practised 
together, it is now extremely difficult to write evenly, and 
at the same time exhaustively, upon all three subjects. 


BLOCHEMISTRY OF THE SKIN. 
NEARLY twenty years ago Professor UNNA wrote a volume 
on the biochemistry of the skin, and we now have before 
us in his latest work, Histochemie der Haut,> what is in 
reality a continuation of his researches on the same lines, 
The topies with which it is mainly concerned are the 
structure of the cell and the all-important processes of 
oxidation and reduction. By means of differential stains 
carefully chosen for their chemical affinities he is able to 
demonstrate the presence of acid and basic proteins and 
their relative situations in the cell. For example, the acid 
nucleo-protein is found near the periphery of the nucleus, 
while the basic globulin occurs in the centre. As a result 
of his work Unna has constructed a theory of cell strue- 
ture, which he calls the ‘‘ stockwerk’’ theory. This, 
shortly, is that the cell is built up in three stories, con- 
sisting of a foundation of what he calls plastin, a very 
resistant material insoluble even in 15 per cent. hydro- 
chloric acid, a superincumbent story of mesoplastin, and 
finally of a much more labile substance of acid reaction, 
which may be either cytose, globulin, or nucleo-protein, 
or all three combined. Oxidation only takes-place in the 
last story, while reduction takes place either in the plastin 
or mesoplastin, both of which are basic. It is difficult to 
summarize this matter shortly, and almost impossible to 
put it into language non-technical enough for easy com- 
prehension, but it undoubtedly deserves the attention of all 
hbiochemists as well as dermatologists. This volume is a 
powerful witness to the evergreen energy and mental 


capacity of the venerable professor, who has now been at - 


work for nearly sixty years; dermatologists may be proud 
that he is still reckoned as one of themselves. A word of 
praise is deserved for the figures (more than sixty in 
number), which are all coloured and well reproduced. 


NOTES ON BOOKS. 


Proressor TreRRIEN has completed the fourth of his 
series of volumes dealing with the symptomatology of ocular 
diseases, the first three of which dealt with the cornea and 
sclera, the iris and ciliary body, and the lens and its suspen- 
sory ligament. There is no denying the excellence of the 
series or the wide knowledge and clinical experience of the 
author. The present volume* deals with the movements of the 
eyes, orthophoria and heterophoria, concom¥tant and paralytic 
strabismus and nystagmus. The last chapter appears somewhat 
as a surprise in a volume of this sort, and deals with ex- 
ophthalmos apd endophthalmos, which are considered as dis- 
placements of the eye as a whole. The subject is well and 
comprehensively treated, the physiological principles underlying 
the various clinical conditions are clearly and adequately set 
out, and the clinical descriptions and therapeutic recommenda- 
tions are sound and trustworthy. 


In a pamphlet entitled a medical excursion into foreign 
lands,? Dr. HapBerLanD, professor of surgery in the University 
of Cologne, has compressed in a small space his observations 
on medical matters, made during a journey through North 
and South America, China, Japan, and the Philippines. Dr. 
Haberland is evidently a keen observer, bent on ascertaining 
what foreign countries have to teach his countrymen by way 
of improvement in- medical matters. He notes a certain post- 
war lassitude in his countrymen, and advises foreign travel. 
with a view to stimulating emulation and a determination ‘to 
place German science in the commanding position it once 
occupied. Even in the limited space available he has collected 
a vast number of facts relating to general hygiene. hospitals, 
medical curricula, nursing arrangements, and research institu- 


5 Histochemie der Haut. Von Professor P. G. Unna. Leipzig und 
Wien: F. Deuticke. 1928. (Sup. roy. 8vo, pp. vi + 163; 69 coloured 

Sémiologie Oculaire: Statique et Oculaires. Par Félix 
Terrien. Paris: Masson et Cie. 1928. (64 x 10, pp. 224; 100 figure® 


40 fr. sans majoration.) 
7 Rin “aebilisher Streifzug dureh die Welt. Von H. F. 0. Haberland. 


Leipzig: G. Thieme. 1928. (54 x 8, pp. 154; 33 figures. M.E& 70.) 
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tions; he has also discussed the social position of medical men 
in the countries visited, and the prospects open to Germans 
proposing to settle abroad. ae 


L’homme impuissant, by the veteran professor of ap sored 
in the University of Paris, CHartes Ricuet, has been admirably 
translated by Lioyp Harvey, but the title Zhe Impotence of 
Man* is ambiguous, and when submitted to a medical eye even 
misleading, for, apart from one brief reference to sexual matters, 
it deals with general aspects ; it might, indeed, have been better 
rendered ‘‘ Powerless Humanity.’’ Writing most pleasantly, 
but with a strain of “all is vanity,’’ Professor Richet begins 
by showing man to be enslaved by the force of gravity and 
quite unable to visit the moon, Mars, or Venus; then he shows 
how little the struggle availeth by describing a library as a 
necropolis in which the thoughts of the dead repose quite 
undisturbed in their covers. This might sound like pessimism, 
but under the heading of ‘ impotence and happiness”’ he 
reveals himself as the genial, laughing philosopher, for if we 
are very little in comparison with Sirius we are immense beside 
a microbe. In the chapter on physiological impotence Professor 
Richet writes charmin ly as ever, but with a depressing fatalism. 
In the next chapter, however, on moral impotence, the reader 
is again a little reassured, and shown how he should deserve 
merit. In conclusion, Professor Richet returns once more to the 
relations of happiness and powerlessness, shows that they are not 
synonymous, and counsels humility and a philosophic outlook 
in order to be happy. 


In his little book on ZJnfectious Diseases and Aseptic 
Nursing Technique? Dr. D. L. RicHarpson, who is super- 
intendent of Providence City Hospital, Rhode Island, has’ pro- 
vided nurses with a clear and concise account of the common 
infectious diseases, followed by a brief sketch of certain 
tropical diseases endemic in the United States or liable to 
be imported at any time, such as malaria, yellow fever, and 
lague. The work is divided into two unequal parts. The 
rst and larger, consisting of fifteen chapters, contains a pre- 
liminary discourse on infection and immunity, which is followed 
by a systematic account of the principal infectious diseases, 
oe eg syphilis, and tuberculosis. The second 
part, which deals with aseptic nursing technique, including 
methods of disinfection, is based op the methods which have 
been used with satisfactory results at the Providence City 
Hospital for several years. The work, which is thoroughily 
= will prove a useful introduction to nurses in their 
ever course. 


In a lecture entitled ‘‘ Technique and effects of sympathico- 
diaphtheresis on the arteries of the genital glands’? Dr. 
Kart Doprpter, who is an assistant of Professor Lorenz at the 
Vienna Merchants’ Hospital, gives a description of a treatment 
which consists in painting the splanchnic nerve tissue with 
a 5 to 7 per cent. solution of phenol. This solution has proved 
harmless to the surrounding tissue. During the last two years 
Dr. Doppler has treated over 200 patients of both sexes with 
success, the patients regaining mental and~ physical health 
within three or four weeks. The operation is said to be indi- 
cated in conditions due to endocrine deficiency, or to hypertonus 
of the sympathetic, or, lastly, to the not infrequent combination 
of both factors. 


It is a trite remark to say that individual patients require 
individual attention, and it follows that almost any scheme 
designed to standardize treatment by means of printed instruc- 
tions is unlikely to succeed. At the same time some of the 
“Instructions for Patients’’!! recently produced by Dr. T. T. B. 

aTsON have their use: such therapeutic procedures as the 
application of hot fomentations or washing out the eyes may 
well be described in a leaflet to be given to the patient to 
enforce the spoken word. In the case of other subjects dealt 
with in this series, such as the treatment of gonorrhoea or exer- 
cises for constipation or diet in obesity, it seems to us very 
doubtful whether printed slips give enough latitude for the 
individual doctor’s opinions or the individual patient's physical 
and social conditions. So far eight such ‘ in ” of printed 
instructions have been issued, and eight more are in preparation. 
They are printed on separate sheets, with an outside cover 
bearing on the front the title and inside some remarks intended 
for the doctor only. The slips for patients are meant to be 
torn out as required. Within the limits specified above such 
instructions have some use, and in the present series clarity 
and simplicity have certainly been attained. 


SThe Impotence of Man (“L’homme impuissant”), By Prof 
Charles Richet. Translated by~ Lloyd Harsey. 
Laurie, Ltd. 1928. (Demy 8vo, pp. 159. 7s. 6d.) Ms 

* Infectious Diseases and Aseptic Nursing Technique. By Dennett L. 
Richardson, M.D. ers and London: W. B. Saunders Company. 
1927. (Post 8vo, pp. x + 180; 22 figures. 7s. 6d. ne.) 

Uber Technik und Effekte der Sympathikodiaphiherese (Chemischen. 
Sympathikusausscheidiing) an _aen Keimdriisenarterien. Von Dr. Karl 
Doppler. Berlin und Wien; Urban und Schwarzenberg. 1928. (Pp. 40.) . 

11 Messrs. H K. Lewis and Co. . Price 1s. for 25. Holders 9d. each, ‘ 


We have received a copy of the Standard Methods used in 
the New York State Department of Health laboratories, of 
which Dr. Aucustus B. WapsworrH is the director. The work 
is divided into six parts, a description of general laboratory 
procedures being followed by an account of the methods used 
in the department for the preparation of media and glassware, 
in the diagnostic laboratories, in the laboratories for sanitary and 
analytical chemistry, in the laboratories for antitoxin, serum, 
and vaccine, in the executive offices, and in the research publica- 
tions and library departments. A bibliography of 168 references 
is appended. The work will be invaluable to the research 
worker, and should form part of the library of every laboratory. 


Among the very many medical bridge players there are 
perhaps some who regard themselves as beginners, and these 
may like to know of the appearance of a little book ‘entitled 
Auction Bridge: Lessons for the Unskilled,* by Mason 
Tenace,”’ of which a copy has been sent to us for notice. 


12 Standard Methods of the Division of Laboratories and Research of the 
New York State Department of Health. Augustus B. Wadsworth, M.D., 
Director. London: Baillitre, Tindall and Cox. 1927. (Roy. 8vo, pp. xx 
+ 704. 34s. net.) 

13 Longmans, Green and Co., Ltd. 1928. (Demy 12mo, pp. 125. 3s. 6d. net.) 


PREPARATIONS AND APPLIANCES. 


Leap For Srrappine. 
For the prevention of injury to healthy skin surrounding 
small growths and areas which are being treated by means of 
x rays or radium, a protective material has been devised by 
Dr. J. H. Twiston Davies (Brighton), and is supplied by 
Leslies, Ltd., 1044, High Street, Walthamstow. It consists 
of a special adhesive strapping backed with lead foil 0.3 mm. 
thick. If the lesion is outlined in ink and a piece of the 
strapping applied immediately, the latter will on being removed 
show an outline of the lesion which can easily be cut out with a 
sharp knife. Thus the user is provided with an accurately 
fitting lead shield, which retains itself in position by virtue of 
the same material which also acts as a screen for the secondary 
radiations given off by the lead. 


A Mernop or Frinisninc Surcicat Sutures Hastean’s 
InTRADERMIC STITCH. 

Mr. Milroy Paul, F.R.C.S. (Colombo), describes a method 
of finishing ‘surgical skin sutures which he has devised. He 
-writes : The method is simple and efficient, and has been found 
to be satisfactory in practice as a neat way of ending surgical 
skin sutures. For Halstead’s intradermic stitch it is much 
superior to the method of tying the two ends over a gauze plug 


placed over the wound ; it is considerably better than the pro- © 


cedure of clamping perforated lead shot on to the suture as it 
emerges from = skin, and is without the disadvantage of 


requiring special apparatus. The method consists of passing 
a suture round the skin suture as it comes through the skin 
(Fig. 4). It is an advantage to have the suture ) (Fig. 4) much 
thicker than the skin suture a, since the resulting knot is 
thereby sufficiently big to eliminate the risk of its being pulled 
oonah the stitch hole. The two ends of the suture / are 
knotted together, as in Fig. 5, and then one of the ends of 6 
is knotted to the skin suture a, as in Fig. 6. In Fig. 1 is 
shown a Halstead’s intradermic stitch, loosely inserted with the 
end coming through the skin, where it can be tied off, as in 
Figs. 4, 5, and 6. In Fig. 2 is illustrated a simple continuous 
suture. In Fig. 3 a mattress suture is depicted with the end 
coming through the skin and ready to be tied off. 
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ROYAL COMMISSION ON LOCAL GOVERNMENT. 


Tue Seconp Revorr: Revarion to Rerorm 

PRoposa.s. 
In deciding upon the preparation and issue of their second 
report! the members of the Royal Commission on Local 
Government, of which the Earl of Onslow is chairman, 
have been actuated by the desire to make public their 
recommendations on certain outstanding questions which 
are to be the subject of early legislation. An account of 
the Government’s proposals for the reform of local govern- 
ment was given in the Journal last week (p. 765), together 
with a brief note on the views of the Royal Commission. 

It may be recalled that the Commission, which was 
instituted early in 1923, issued its first report—dealing 
with the constitution and extension of county boroughs— 
in August, 1925, and thereafter turned to the second part 
of its task—to investigate the relations between the various 
types of local authorities, and to make recommendations 
as to their constitution, areas, and functions. The publica- 
tion in December, 1925, of the provisional Poor Law reform 
proposals interfered with the original programme of pro- 
ceedings, and in April this year the announcement of the 
Government’s intention to execute the reform measures 
to which we referred last week made it necessary to 
reconsider once more the task before the Commission. It 
was decided, after consultation with the Ministry of 
Health, to concentrate upon certain specific questions on 
which it seemed desirable that the Commission’s con- 
elusions should be known before the introduction of the 
proposed new legislation. These questions, on which a 
considerable body of evidence had been heard, related to 
‘the reorganization of areas, to measures to assist or to 
stimulate authorities unable or unwilling to function, to 
the distribution of functions, and to the appointment of 
whiole-time medical officers of health. These matters are 
the subject of recommendations in the report now under 
review, 

The evidence heard by the Commission was furnished 
mainly by representatives of associations of local autho- 
rities—county councils, municipal corporations, urban 
district councils, and rural district councils.: Sir Arthur 
Robinson also appeared on behalf of the Ministry of Health 
on two occasions, dealing on the second with the need for 
accelerated progress towards the appointment of whole- 
time medical officers, and with the distribution of health 
functions among local authorities; a summary of his 
evidence was given in the Journal of September 29th 
(p. 575). In the Supplement of the same date (p. 142) we 
published a memorandum of evidence on these questions 
prepared by the British Medical Association for submission 
to the Royal Commission. Owing, apparently, to the 
fact, as explained above, that the Government’s policy 
matured into action more speedily than the Com- 


Wission was able to overtake its task, the Association’ 


has had no opportunity of giving oral evidence.  Pre- 
sumably, however, its views received due weight; the 
report states that the members ‘“‘ had the advantage of 
considering memoranda which have not been the subject 
of oral evidence, and do not appear in the published 
minutes of evidence, but have none the less contributed 
to the solution of the questions before us.’’ 


Whole-time Public Health Appointments. 

Two of the main questions on which the Commission con- 
centrated attention are of considerable importance to the 
medical profession—the acceleration of progress towards whole- 
time appointments of medical officers of health, and the distri- 
bution of functions among local authorities. There was, it 
appears, general agreement among the representatives of local 
authorities that whole-time service was desirable, this meaning 
* the appointment of a medical officer who is precluded by the 
terms of his service from engaging in private practice, and who 
therefore gives his whole time to public duties, though not 
necessarily in the service of a single local authority.”” The 
Commission agreed that steps should be taken to facilitate the 


1 Second Report of the Royal Commission on Local Government. Cmd. 
H. Statonery Office, or through any bookseller. 1928. 
6d. net 


piogressive adoption of such appointments, and expresses the 
view that an essential means of securing this is to provide that 
the question of making a whole-time appointment should be 
considered as and when each individual vacancy for a medical 
officer of health occurs. It is accordingly recommended that 
statutory provision should be made to require each county 
ecuncil, in consultation with the county district councils, to 
frame for the whole county a scheme for the appointment of 
whole-time medical officers of health. The Commission also 
proposes that when a part-time appointment for a county 
district falls vacant, the council, after consultation with the 
county council and any other district council, should be required 
to appoint a whole-time medical officer, either solely or jointly 
with the county council or other local authorities. Discretion 
should, however, be given to the Minister of Health to waive 
in special circumstances the requirement precluding ‘private 
practice. 


Maternity and Child Welfare. 

In discussing the distribution of functions. between local 
authorities the Commission takes the view that “the chief 
factors to be considered . .. should) be population, area, 
financial capacity, and efficiency, in which connexion the staffing 
of the local authority is an important consideration.”’ Atten- 
tion has been directed in the first instance to the co-ordination 
of services affecting the welfare of mothers and children. It is 
recommended that the school medical service should remain in 
the hands of the local education authorities, as determined by 
the Education Act, 1902, and that where school medical autho- 
rities are not now responsible for maternity and child welfare 
work, the Minister of Health, on representations from the 
school medical authorities or the county councils, should be 
empowered to order the transfer of this service to them. The 
Commission suggests, further, that the authority responsible 
for the administration of the Notification of Births Acts should 
be required to send forthwith a duplicate of every notification 
to the maternity and child welfare authority of the area. The 
recommendation is made that a maternity and child welfare 
authority employing a whole-time medical officer of health 
should be permitted to represent to the Minister that it should 
be constituted local supervision authority under the Midwives 
Act, county councils being empowered to apply for the re- 
transfer of this service to them on administrative grounds. 
Regarding the ascertainment and treatment of ophthalmia 
neonatorum, it is proposed that this work should be assigned in 
each area to one authority, that this should be the authority 
responsible for providing the treatment, and that responsibility 
for treatment should be placed upon the maternity and child 
welfare authority. 


Hospitals for Infectious Diseases. ; 

The Commission considers that county councils should provide 
and maintain small-pox hospitals, adding the proviso that 
where other arrangements are working satisfactorily they should 
not be disturbed. In the case of other isolation hospitals it 
should be the duty of the county council to see that adequate 
prevision existS, to draw up a scheme for the purpose iz con- 
sultation with the local authorities, and to frame proposal: for 
further provision or reofganization where necessary. Statutory 
safeguards, on the lines laid down by Parliament in the Public 
Health (Tuberculosis) Act, 1921, should, it is held, be provided 
against the failure in future of any responsible local authority 
to make adequate arrangements for the provision and main- 


tenance of infectious diseases hospitals. 


Reorganization of Areas. 

The main recommendation of the report in the genera! field 
refers to the reorganization of local government areas, in which 
connexion the Commission suggests the institution of a general 
review of existing county districts and parishes, involving the 
preparation by the county councils of proposals for any 


‘boundary alterations or unification measures found necessary. 


Suggestions are also formulated regarding the extension of the 
local area of charge for certain services, notably water supply, 
and sewerage. - 
Default Powers. 
The Commission has given some consideration to the revision 
of powers of stimulus and default powers, and it suggests that. 
the existing legislation should be amended to provide that it 
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would rest normally with a county council, in the first instance, 
to draw the attention of the Minister of Health to the existence 
of unsanitary conditions; the Minister should be required to 
consider any such recommendation, and empowered to institute 
a local inquiry. ‘To meet the case arising if a local inquiry 
has established the fact that a county district council is not 
administering a health service up to a reasonable standard, 
and has not taken satisfactory action within a fixed period, it 
is proposed that there should be statutory powers for (a) the 
relinquishment of responsibility by the county district council 
to the county council by agreement and with the approval of 
the Minister, (4) the performance of the work by the county 
ecuncil, the district council repaying the cost as a debt, or 
(c) the transfer of the service by order of the Minister to the 
county council, either for a stated period or until the revocation 
of the order. 


THE STATE OF THE PUBLIC HEALTH. 


SIR GEORGE NEWMAN’S REPORT. 
[Seconp Norice.*] 


Venereal Disease in England and Wales. 

Ar the close of 1927 there were 186 venereal disease treat- 
ment centres in England and Wales. Only five of these 
provide all-day facilities; it is hoped to add to their 
number during the present year. Maternal and child 
welfare centres arrange treatment for syphilis and gonor- 
rhoea in expectant mothers, and thus help to prevent 
congenital syphilis and ophthalmia neonatorum. As 
syphilis is the direct cause of 10 to 15 per cent. of the 
blindness in the country, and ophthalmia neonatorum of 
20 to 30 per cent. of that in blind schools, the present 
decrease in the number of blind persons in the age groups 
up to 21 may be attributed to the work of these centres. 
The total attendances in 1927 at venereal disease clinics 
were 46.4 per cent. more than in 1620, though the total 
new cases were 17,049 (16.2 per cent. less). This means 
that defaulting before completion of treatment is less than 
it used to be. In His Majesty’s Forces, where concealment 
of venereal disease is forbidden, the ratio of new notifica- 
tions with gonorrhoea to those with syphilis is 6 or 7 to 1. 
In the centres the ratio is far smaller, especially in the 
case of female patients, and it is impossible to avoid 
the conclusion that a considerable proportion of women 
suffering from gonorrhoea fail to come for treatment. 
Analysis of the results of treatment of male syphilis at the 
St. Thomas’s Hospital centre shows that even in primary 
cases, in which serum reactions have not yet become 
positive, less than two courses of ten injections each of 
“914” and of bismuth results in too high a percentage 
of relapses, while three such courses are barely sufficient 
for early cases in which the blood reactions have become 
positive. These analyses show clearly the great advantage 
of commencing treatment while the serum reactions are 
siill negative. 

Sir George Newman discusses in some detail the question 
of compulsory notification of venereal disease. The pro- 
cedure in relation to acute infectious diseases cannot, he 
holds, guide us in this matter. These diseases are of 
relatively short duration, and the purpose of notification 
is to permit health authorities to protect the community 
by isolating the infectious person and disinfecting his house 
and clothing. But syphilis and gonorrhoea may pass 
through various stages of infectivity over a long period, 
making it impracticable to define the notifiable stage of the 
disease. Furthermore, medical practitioners are reluctant to 
notify venereal disease, both on account of the social stigma 
attaching to it and through fear of inflicting irreparable 
social harm upon innocent individuals and families. It is 
also suggested that patients are likely to evade notification 
by seeking treatment from quacks (promising secrecy) rather 
than from venereal disease clinics and hospitals. The idea 
of compulsory treatment is condemned, not only on the 
general principle of respecting individual liberty, but on 


," The first notice of the Annual Report of the Chief Medical Officer of 
the Ministry of Health for the year 1927 appeared in the Journal of 
October 27th, page 753. 


the ground that it will increase the dangerous incentive to 
concealment. Objection is likewise taken to coercive action , 
in relation to the defaulter—that is, the person who starts 
but does not continue treatment for venereal disease. 
Syphilis and gonorrhoea must not be artificially separated 
from all other diseases; and so long as no coercion is 
applied to those who begin but do not finish a bottle of 
medicine, who undergo but do not continue dental treat- 
ment or treatment for tuberculosis, it is illogical to suggest 
that exception must be made in the case of venereal disease. 
Moreover, the syphilitic defaulter, long before he can be 
declared completely cured, has often become non-infective. 


Cancer. 

The fallacy of assuming a great increase in cancer inci- 
dence from cancer mortality statistics is emphasized. More 
deaths are attributed to cancer than formerly, owing to 
the changed age distribution of the population and greatly 
improved technique of diagnosis. The steady annual in- 
crease in the recorded death rate continues, the number 
in 1927 being 54,078, or 1,376 per million persons living. 
But the question whether this represents a real increase 
in cancer remains unanswered. The prevailing fashion of 
correlating all forms of cancer with some general etiological 
factor, such as dietary excess or defect, is criticized, and 
the suggestion is made that it would be better to confine 
investigation to a single organ at a time, in order to ascer- 
tain whether cancer of this organ is increasing or decreas- 
ing, and if so for what reason. The possibility of some 
causal factor of general application—diet, race, climate, 
ete.—is not ruled out, but regarded as unimportant com- 
pared with the local factor affecting the organ concerned 
and arising during the individual’s lifetime. Analyses of 
results in the treatment of cancer of the cervix uteri 
indicate that irradiation already has some advantage over 
surgery, and may have more in the future. ‘ 


Maternity and Child Welfare. 

Continued progress is reported in the schemes for mater- 
nity and child welfare. The total number of infant 
welfare centres in 1927 was 2,341, compared with 2,324 
in 1926. There were also 847 ante-natal clinics approved 
by the Ministry of Health. Sir George Newman expresses 
the view that adequate ante-natal supervision, with the 
assistance of the municipal clinic or the maternity hospital, 
is the only sound foundation on which an effective mater- 
nity service can be built. He suggests that every ante- 
natal clinic should be organized in close association with a 
hospital, to which patients can be referred if necessary. 
Every pregnant woman should receive a__ sufficiently 
thorough examination to ensure detection of complica- 
tions, and be kept under close observation during the last 
weeks of pregnancy. Furthermore, vaginal discharges and 
other sources of sepsis should be investigated and treated, 
and a routine Wassermann test performed. The impor- 
tance of notifying all cases of puerperal pyrexia is again 
emphasized. The origin of such pyrexia is not necessarily 
sepsis, but the only safe rule is to regard a case as septic 
until the contrary has been proved. 


The Insurance Medical Service. 

The insurance medical service in England and Wales 
comprises 14,956 practitioners, dealing with 14,363,000 
patients. The average number of persons on a practi- 
tioner’s list is 928. During 1927 56,527,555 prescriptions 
for insured persons were dispensed by 9,684 chemists. Much 
of the increase in the cost per head of medicine and 
appliances is attributed to lack of due consideration for 
economy on the part of some practitioners. Medicine is 
prescribed for a week when enough for two days only 
is required; costly proprietary preparations are ordered 
instead of equally effective official remedies. The number 
of complaints against insurance practitioners investigated 
in 1927 by the Insurance Committees was 309, as compared 
with 291 in 1926; 72. cases, in 3 of which there was a 
successful appeal, were decided against the practitioneis. 
Most of the cases were trivial. Schemes for giving post- 
graduate instruction to insurance practitioners have been in 
operation in twenty-five areas. These have provided post- 
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graduate facilities for a hundred practitioners, but more 


.extended provision is being made this year. There has 


again been an increase in the number of sickness claims, 
the total expenditure on benefits being £15,099,000, as com- 
pared with £14,169,000 in 1926. The steady rise in 
this expenditure is accounted for by the larger proportion 
of elderly persons in the insured population, by increased 
susceptibility to illness following prolonged unemployment, 
by growing awareness on the part of employed persons of 
the advantages of the insurance system, by the unrestricted 
freedom of the insured person to change his doctor, and 
by changes in the personnel of the insurance medical 
service. 

Nutrition. 

So many firms now claim that their preparations contain 
vitamins that, for the protection of the consumer, it is 
suggested they should obtain an impartial and _ reliable 
guarantee of the accuracy of their statements. A margarine 
containing vitamins A and B is thus tested by the Pharma- 
ceutical Society, and a certificate supplied to the manufac- 
turers is renewed each month on the results of the tests. 
The consumption of milk per head of population is about 
0.4 pint daily. This rate should be at least a pint, but 
cannot be attained till those behind the ‘‘ Drink More 
Milk’? campaign support their own efforts by providing 
a satisfactory and attractive article. The danger of tuber- 
culous infection from milk, and the consequent need to 
safeguard the health of dairy cattle, to examine milk for 
tubercle bacilli, ‘and to exercise sanitary control over 
dairies, is duly emphasized. During 1927 some forty food- 
poisoning occurrences were reported. It seems likely that 
minor cases, of the kind too mild to be recorded, are not 
due to the Salmonella group; skilled investigation into 
their nature is desirable. 


Work of the Pathological Laboratory. 

Work on the serological classification of haemolytic 
streptococci from the throats of scarlatinal patients has 
given further evidence in support of the view that these 
organisms are the cause of scarlet fever. The classification 
of haemolytic streptococci into five groups, of which Type 2 
(found commonly in connexion with scarlet fever) is 
responsible for most of the cases in which complications 
occur, and Type 4 produces a mild disease, together with 
the possibility of successive infections by these types, may 
help to explain some puzzling features in the clinical 
diagnosis of scarlet fever and its subsequent course. Work 
on the etiological significance of the pneumococcal types 
has been continued. It is very rare to find carriers of 
Types 1 and 2, except in contacts with disease due to these 
types; Type 3 is carried with variable frequency, Type 4 
commonly, 


Liver Extracts in Pernicious Anaemia. 

In 1921 Whipple and Robscheit-Robbins showed that 
blood regeneration in dogs is hastened on a dict containing 
liver and other iron-rich foods. This suggested to Minot 
and Murphy the treatment of pernicious anaemia by a 
well-balanced diet, especially rich in liver. They reported 
favourable results in 45 patients in 1926, and in 60 more in 
1927. These results have been confirmed by many observers 
in this and other countries. So far the evidence as to the 
effect of the treatment on associated nervous lesions is 
indecisive. A minority of cases failed to respond, and this 
suggests that pernicious anaemia may not be a haemolytic 
condition, but one due to inability of the blood-forming 
organs to utilize bilirubin. It is not yet known if patients 
will be able safely to stop the treatment, or, indeed, if they 
will continue to respond to it for an indefinite time 


Acute Rheumatism. 

An experimental trial of compulsory notification of 
rheumatic fever over a definite number of years in selected 
districts which comply with certain conditions is suggested 
in the report. These conditions are that the housing and 
other records of the local authority are accurately kept 
that efficient machinery exists for investigating notified 


cases, and that institutional treatment is available, 
Various rheumatic supervisory centres are investigating 
the etiological significance of housing, damp, environment, 
heredity, social position, and condition of school life, and 
the clinical significance of tonsillectomy and institutional 
treatment; but more extensive work of this kind is 
urgently called for. The report stresses the need for 
co-ordinating investigation of this malady and of a 
systematic attack on it, as a vital measure in the pre- 
vention of heart disease and disease of the nervous system. 
Probably 40 per cent. of deaths from heart disease result 
from acute rheumatism contracted during school age. 
Recurrent attacks are usual, but the tendency to recur- 
rence may be minimized by three months’ institutional 
treatment during the acute attack, and at least six months’ 
convalescent treatment and after-care to follow. With 
regard to the chronic rheumatic diseases, which cause 
nearly one-sixth of the total invalidity covered by insurance 
benefit, the difficulties in the diagnosis and treatment of 
this. group of diseases are clearly set out, and it is suggested 
that if they are to be overcome the formation of ‘ arthritis 
units ’’ is almost indispensable. 


Artificial Light Therapy. 

For the past three years the Ministry of Health has 
encouraged the provision of artificial light treatment by 
local authorities. The conditions laid down are, that the 
treatment shall be under medical supervision, and that 
those approved to administer it shall be practised in tech- 
nique and acquainted with the dangers of the procedure. 
It is pointed out that unskilled technique may be followed 
by skin burns, cataract, conjunctivitis, etc., and that 
considerable knowledge is required in the choice of 
patients for treatment. Set routine in the matter of 
exposure and number of attendances is deprecated; each 
case must be treated on its merits and according to the 
sensitiveness of the patient. In the infant welfare centres 
the best response is given by (a) flabby, debilitated, under- 
weight, fretful babies; (b) cases of early rickets; (c) cases 
of marasmus. Many observers report cases that have been 
rendered worse by irradiation. After discussing the thera- 
peutic uses of ultra-violet rays in skin disease, rickets, 
asthma, lupus, surgical tuberculosis, ete., Sir George 
Newman concludes with the suggestion that this therapeutie 
method is unlikely to prove more than an adjunct to other 
forms of treatment, and that for prevention of disease one 
must look rather to adequate food and housing, open air 
exercise, fresh air, and natural sunlight. 


International Health. 

The Office International d’Hygiéne Publique has entered 
‘into an agreement with the Health Committee of the 
League of Nations to avoid overlapping in work; this and 
several similar agreements have resulted in the establish- 
ment of a world-wide system of immediate intelligence 
regarding the prevalence of cholera, plague, yellow fever, 
small-pox, and typhus. Consideration has been given to 
proposals for unifying quarantine flags and signals, and for 
establishing an annual international record of the sanitary 
equipment of seaports, and like matters. 


Health Education. 

Sir George Newman ends his report with a consideration 
of methods for improving the education of the public in 
matters of individual and public health. The educational 
work carried out by voluntary effort is of great value, 
but this does not absolve local authorities from their 
responsibility. They should regard education in public 
health as at least of equal value to any other form of 
health work they undertake. Among the principal direct 
methods suggested are the publication of pamphlets, posters, 
and so forth, the preparation of articles for the press, 
lectures and educational classes, the use of the cinema, 
and broadcasting. But the best form of popular education 
is effective administration of the public health services 
concerned. The sound practice of the science and art of 
preventive medicine is the supreme method of instructing 
the community. 
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NEUROLOGICAL PRUBLEMS OF TO-DAY. 
ALL neurologists, and many others, will be grateful 
to Dr. Kinnier Wilson for having collected in one 
volume a number of his recent contributions to the 
literature of neurology, which have hitherto been avail- 
able only in the journals in which they were published. 
His title, Modern Problems in Neurclogy,' is justified 
by the fact that the work embraces in its scope all 
the questions of importance to which neurological 


‘research is at present endeavouring to find answers. 


The first chapters deal with ‘* the epilepsies,’’ and are 
followed by a discussion of what he believes to be 
a closely allied condition—the symptom narcolepsy. 
Then come six chapters devoted to the symptoms of 
disorders of the corpus striatum, including the author’s 
Croonian Lectures for 1925. The last three chapters 
are concerned with pathological laughing and crying, 
dysaesthesiae—or paraesthesiae, as they are some- 
times called—and the Argyll Robertson pupil. To the 
discussion of these problems Dr. Wilson brings a large 
clinical experience, a philosophical outlook, and a 
lucidity of style which is unfortunately too rare in 
medical literature. 

Dr. Wilson speaks of ‘‘ the epilepsies ’’ in the belief 
that epilepsy is a symptom which may be evoked by 
a variety of pathogenic agencies. The heterogeneity 
of ** epilepsy ’’ has certainly been insufficiently recog- 
nized in the past, and may justifiably be emphasized ; 
in a previous reference to Dr. Wilson’s views (April 
7th, p. 601) we agreed that the epilepsies might well 
be regarded as symptoms. But he tends, perhaps, to 
under-estimate the importance of the underlying consti- 
tutional factor, for which there is considerable evidence 
in some cases. In stressing the local cerebral state 
responsible for a convulsion, the possibility must not 
be overlooked that metabolic abnormalities may con- 
tribute to bring this about. Though neuro-physiology 
has by no means come to the end of its contribution 
to the study of epilepsy, the biochemical investigation 
oi the conditions regulating the reactivity of the nerve 
cell is still in its infancy, and is full of promise. 

The role of inhibition in neural function is a problem 
the study of which has lately received an impetus from 
Pavlov’s researches on conditioned reflexes. It has 
bearings upon many normal and abnormal phenomena. 
Inhibition appears to play a part in the loss of con- 
sciousness which characterizes an epileptic fit, and 
may be an essential element in the ‘* attacks ’’ of 
narcolepsy and cataplexy. Normal sleep, hypnotic 
suggestibility, and psychological repression may also 
be aspects of inhibition. Dr. Wilson deals with some 
of these topics; he regards narcolepsy and cataplexy 
as closely akin to the epilepsies rather than as patho- 
logical forms of sleep. There is much work to be done 
before clinical neurology can assimilate Pavlov’s con- 
ceptions concerning inhibition, which at present raise 
more problems than they solve; and it will be wise, 
we think, to suspend judgement on many of these 
difficult questions. 

Dr. Wilson’s views on the functions of the corpus 
striatum naturally arouse special interest, for his 
recognition of progressive lenticular degeneration first 


By S. A. Kinnier Wilson, M.D., 
(Demy 8vo, pp. vii + 364; 56 figures, 


1 Modern Problems in -Neurology. 
F.R.C.P. London: E, Arnold. 1 
21s. net.) 


focused attention on these mysterious structures. 
Since then a great diversity of opinion has arisen as 
to their functions; and many workers, especially on 
the Continent, have credited the corpus striatum 
with complex motor activities. Dr. Wilson contests 
this view, and is unable to find any evidence that the 
striatum is a ‘‘ centre ’’ for emotional expression, 
associated movement, muscular synergy, or other such 
complicated functions. For example, he argues that 
the apparent reduction or loss of certain types of 
movement in Parkinsonism is due merely to the 
ampering effect of the rigidity. The impaired move- 
ments such as arm-swinging in walking are not per- 
formed because, owing to the patient’s rigidity, they 
involve considerable effort. Dr. Wilson’s conception 
of the functions of the corpus striatum is a simple one : 
he believes that this structure has the twofold function 
of controlling muscle tone and of inhibiting a neuro- 
muscular rhythm which, when not held in check, 
manifests itself as tremor. Many neurologists will 
regard his theory of striatal function as being, like 
the Parkinsonian patient; hampered by its rigidity. 
Clinical observation suggests that the relation between 
Icss of movement and hypertonia in striatal disease 
is by no means as close as he maintains. Weakness, 
slowness, facial immobility, and loss of arm-swinging 
may all make their appearance in Parkinsonism before 
the rigidity to which they are attributed. Dr. Wilson's 
chapter on pathological laughing and crying is an 
admirable analysis of these remarkable disturbances, 
but it, too, suffers from his conservative view , of 
striatal function; for he attributes the escape of 
emotional reflexes from voluntary control exclusively 
to lesions involving cortico-pontine and cortico-bulbar 
paths, in spite of the well-known fact that pathological 
laughing and crying may be associated with striatal 
lesions, as he himself showed in his monograph on 
progressive lenticular degeneration. His views, then, 
are critical rather than constructive, but in the current 
state of neurological theory concerning the corpus 
striatum destruction is an essential preliminary to 
sound building. This indirectly constructive work of 
the critic is seldom appreciated at its true value. 

We have outlined above some of the principal 
problems which confront the neurologist at present. 
Tt is natural to conclude with an inquiry as to the 
direction in which we may look for their solution. 
Comparative physiology received an immense impetus 
from the Darwinian emphasis upon man’s animal 
characteristics. The neurologist nowadays, however, 
is constantly being reminded of human uniqueness. 
Man’s erect attitude sets a wide gulf between himself 
and his nearest simian relatives, and it is becoming 
increasingly evident that there are many human neural 
activities upon which experiment, even though apes 
and monkeys be the subjects, can throw little or no 
light. Disease and war are the great experimenters 
in human physiology, but the size and often the 
multiplicity of the lesions produced by these blind and 
careless workers renders the task of drawing physio- 
logical deductions from pathological states extremely 
complex. But the refractoriness of his material 
merely adds zest to the work of the artist, and it is to 
an element of art in neurological, and indeed in all 
medical, research that we would draw attention in 
conclusion. Neurology has always proved attractive 
to minds of philosophical outlook, for the neurologist 
has continually to deal in a practical way with those 
problems of the relations of body and mind which 
exercise the philosopher in the rarefied atmosphere of 
his*study. Men of this type, of whom Hughlings 
Jackson is the supreme example, are constitutionally 
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impelled to seek in the chaotic world of phenomena for 
the operation of general principles. Havelock Ellis, 
in his book The Dance of Life, has pointed out that 
this creative element in science and philosophy is as 
much an art as the creative activity of the artist. 
While the physiologist, the anatomist, the pathologist, 
and the clinician have still their parts to play in neuro- 
logical research, their findings will be of little value in 
the absence of men who by nature and training are 
qualified for ‘* the art of thinking.’’ 


THE PANEL CONFERENCE. 


Tne proceedings of the Conference of Representatives 
of Local Medical and Panel Committees, which we 
report fully in this week’s Supplement, were less 
interesting and less important than has usually been 
the case. This fact is somewhat surprising since, 
although a number of good reasons may be given for it, 
the reports which the Insurance Acts Committee pre- 
sented to the Conference contained full references to 
matters which may be of the most vital consequence 
in connexion with insurance administration and with 
future developments of the national health insurance 
service. What used to be the annual challenge to the 
recognition of the’ Insurance Acts Committee as the 
authorized mouthpiece of insurance medical practi- 
tioners in consultations and negotiations with the 
Government is no longer forthcoming. The persistent 
minority which formerly issued this challenge has wisely 
accepted the position of the Insurance Acts Committee 
as no longer open to question. Further, there seems 
no disposition on either side at present to reopen the 
question of the amount of the capitation fee or the 
mileage fund in accordance with which the insurance 
practitioners’ remuneration shall be calculated. There 
has been, too, a certain stabilization of the regulations 
affecting the ordinary work of insurance practitioners, 
and an agreement that for a period of years they shall 
not be altered without consent. Almost all the diffi- 
culties and disputed points concerned with day-by-day 
practice have been adjusted as experience has shown 
the need, thanks to the continued exertions of the 
Insurance Acts Committee and the usually sympa- 
thetic consideration of the Ministry of Health. In 
these circumstances a certain diminution of liveliness 
at the Annual Panel Conference of 1928 is not a matter 
for wonder. 

Yet there may be some room for disquietude when 
a broad review of the proceedings leaves as its main 
impressions a passive rather than an active support 
of the arduous work of the Insurance Acts Committee 
throughout the year on the part of the main body of 
the Representatives; a merely meticulous, even at 
times querulous, criticism of that work from a section; 
and a certain sameness and restriction of outlook 
which contrast, on the whole, unfavourably with that 
usually shown during discussions in the Insurance 
Acts Committee itself, in the Council of the British 
Medical Association, and in the Representative Body. 
It is curious that it was in this atmosphere, and not 
under more momentous or controversial conditions, 
that the Conference, for the first time in its history, 
adopted a resolution which was in form (though not, 
it seems, in intention) a direct véte of censure on the 
Insurance Acts Committee for action which it had 
taken. This resolution certainly produced the best 
debate of the Conference, but the debate was mainly 
directed, not to the resolution on which the vote was 
taken, but to a wider problem which the moyer of.the 


resolution himself admitted lay wholly outside the 
province of the Committee and the Conference. It 
will be remembered that the Council of the Association 
submitted to the Representative Body a national 
arrangement with the Manchester Unity of Oddfellows 
as to the capitation fee for attendance on juvenile 
members of that order, and that the Representative 
Body, as was its prerogative, decided the matter in 
such a fashion as to forbid the conclusion of such 


‘national agreement but to permit of local agretments 


of a similar kind. The Council, before deciding on its 
recommendation, asked the Insurance Acts Committee 
for its opinion as to the effect of such an arrangement 
upon the question of the capitation fee for insurance 
work. There can surely be no dispute that this was 
a wise precaution to take, and a perfectly proper 
question for the Committee to answer. What the 
Conference intended to do, and what it undoubtedly 


did by a majority, was to express the opinion that the 


national bargain that had been proposed was an unwise 
one to enter into—a question which was admittedly 
not within its province in its wider aspect, and which 
had already been finally determined by the body 
whose province it was to decide. Yet what stands 
on record is the opinion of the Conference that the 


‘Committee should not have given its advice to the 


Council at all, and that its advice on the particular 
and narrow pojnt submitted to it was wrong, although 
it is the only body of experts in existence possessing 
that experience of negotiations which can lend 
authority to such an opinion. This is manifestly 
absurd. 

The most remarkable fact about this year’s Panel 
Conference, however, is what it did not do. About 
one-third. of the report submitted to it by the Insur- 
ance Acts Committee was concerned with the adminis- 
tration of additional treatment benefits and the effect 
of the recent amending Act of Parliament in relation 
thereto; yet not one word on this subject was said 
from the beginning to the end of the Conference. 
Since, owing to the obstruction of the approved 
societies, the establishment of a consultant, specialist, 
and pathological service in connexion with the insur- 
ance scheme has been relegated to a distant future, 
it is the policy of the Ministry of Health to extend 
these services as far as possible by the method of 
additional benefits. The disadvantages of this are 
obvious; its dangers, especially to the consultant 
branch of the profession, are great. The conditions 
of service to be established during the next few months 
may have ’a vital effect on the future of several 
branches of professional work. Nevertheless the 
Conference appeared to feel no concern about this 
matter, and it can scarcely be said that its present 
membership comprises adequate representation of the 
interests affected. This is a thing of much impor- 
tance, since, as we have indicated, it is probable that 
questions relating to these extensions of the insurance 
service will be more prominently before us in the 
immediate future than questions relating to the general 


practitioner service such as have hitherto been the 


main subjects of consideration. Happily both the 
Insurance Acts Committee and the Council of the 
Association are fully alive to the importance of these 
questions. The Council has already asked the Com- 
mittee to set up a special subcommittee, with @ 
thoroughly representative personnel, to consider them, 
and it is to be hoped that by this means the interest of 
consultants themselves may be more fully aroused, 
and that more adequate attention may be given to 
such matters at future Conferences. 
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THE PREVENTION OF PUERPERAL MORTALITY. 

A FURTHER step of considerable importance has been taken 
in the campaign against puerperal morbidity and mortality 
which was inaugurated by the British Medical Association 
early in 1925, when it set up a special committee of 
inquiry. Realizing the many possible factors in the inci- 
dence of puerperal sepsis, this committee held a conference 
with representatives of official bodies directly interested ; 
an interim report was published in the Supplement of 
January 9th, 1926, and the final report appeared as an 
appendix to the Annual Report of Council, published in 
the Supplement of April 28th, 1928. To grapple with the 
whole problem the Minister of Health appointed a depart- 
mental committee, wholly medical in composition; the 
names of its members were given in our issue of June 9th, 
1928 (p. 998). The departmental committee was invited 
to draw up a form of inquiry for medical officers of health 
in their investigations of maternal deaths, and this step has 
now been taken. The form, which has been issued to 
uaternity and child welfare scheme authorities in England, 
is accompanied by a circular (No. 934) and an explanatory 
note by Sir George Newman, chairman of the committee, 
who suggests that copies of both the form and the note 
should be sent to every private medical practitioner, invit- 
ing his collaboration in an investigation the aim of which 
is to improve the maternity service of the country. The 
first point emphasized is that all information recorded 
on the inquiry form will be treated as strictly confidential ; 
it will only be communicated to the medical officer of health 
and to the Ministry for public health and _ scientific 
purposes. Any such information utilized in a report will 
be stripped of all identifying details. The procedure 
amounts, in short, to a consultation between one medical 
practitioner and another, and is, therefore, of a strictly 
private nature. Sir George Newman adds that the rules 
of professional courtesy must be observed, both in the letter 
and the spirit, and that due care must be taken to avoid 
any appearance of criticism of those concerned in the 
professional conduct of any case. In view of the disturb- 
ance to a doctor caused by a maternal death in his practice, 
it is admittedly essential that the attitude of others should 
be sympathetic and not critical. The inquiry, therefore, 
is emphatically not judicial, but scientific, and the relation- 
ship between the medical practitioners concerned is one of 
friendly co-operation. To this end it is provided also that 
the names of doctors and patients need not be included in 
the reports submitted to the Ministry by medical officers 
of health. Moreover, it is suggested that, if the medical 
practitioner in charge of the case so desires, the findings of 
the medical investigator should be shown to him for his 
observations before the medical officer of health draws up 
his final report for the Ministry. The more common causes 
of death are grouped together in the form, and various 
questions are placed under each heading with a view to 
suggesting appropriate lines of inquiry. Much of the 
information required in any case will be available already 
from various sources, and the remainder will usually be 
obtained at an interview between the general practitioner 
and the medical investigator. When a patient dies in an 
institution it is hoped that the authorities of it will be 
willing to furnish the necessary information, but the 
tesponsibility for obtaining the history of the case before 
admission will remain with the medical officer of health. 
It is further laid down that the medical officer of health 
concerned should be either that of the local supervising 
authority, or the maternity and child welfare authority, 
and should not be engaged in private practice; the 
Inquiry, so far as medical data are concerned, should 
be conducted by himself, either alone or with the 
assistance of some competent registered medical practi- 
tioner. Sir George Newman adds that in areas where 


no recognized obstetrical specialist is available to assist 
the medical officer in such inquiries, it may be desirable to 
invite the local Division of the British Medical Associa- 
tion to nominate one or more practitioners whose services 
could be available if necessary. While modifications of the 
form may be thought desirable by individual local autho- 
rities, it will obviously be convenient for the data relating 
to maternal deaths to be collected in a generally uniform 
manner, and Sir George Newman hopes that similar 
arrangements will he made in all parts of the country. 
If in any case the local authority finds that the proper 
investigation involves additional expense, the Minister of 
Health will be prepared to approve reasonable expenditure 
necessarily incurred for this purpose. With the co-operation 
of all concerned a mass of information will gradually 
become available, which may serve as the foundation for 
preventive work of the greatest value. If the lines sug- 
gested by Sir George Newman’s circular and the Committee 
on Maternal Mortality are followed sympathetically in 
every area, there can be little doubt that a great step 


forward will have been taken in a campaign in which both . 


the medical profession and the public are acutely interested. 


‘AWARD OF THE NOBEL PRIZE TO DR. CHARLES 
NICOLLE. 

THe recent announcement in the daily press that Dr. 
Charles Nicolle, director of the Pasteur Institute of Tunis, 
has been awarded the Nobel Prize for medicine for 1928 
in recognition of his work on typhus fever will be a source 
of gratification to all interested in the progress of medi- 
cine and to epidemiologists in particular. Dr. Nicolle’s 
researches on the causation and prophylaxis of typhus, 
which have been carried on for nearly a quarter of a 
century, were first undertaken in connexion with an epi- 
demic which occurred in Tunisia in 1906-9, when he was 
able to show that the chimpanzee could be infected with the 
typhus virus by the injection of a small amount of blood 
from a patient in the acute stage of the disease. Subse- 
quently he found that the lower apes could be similarly 
infected by inoculation of the blood of the chimpanzee, 
and that the infection could be transmitted from monkey 
to monkey by the bites of infected body lice. The demon- 
stration of the louse as the agent in transmitting the 
disease was of far-reaching importance, and, like Dr. 
Nicolle’s other investigations, it was confirmed by workers 
in the United States and in other countries. Dr. Nicolle 
also found that the guinea-pig could be successfully inocu- 
lated by injection of typhus blood. Although this animal 
showed no sign of disease as the result of inoculation 
except by a rise of temperature, it served a useful purpose 
in forming a storehouse of the virus for laboratory pur- 
poses. Of greater practical importance was Dr. Nicolle’s 
discovery that injection of the serum of patients convales- 
cent from typhus was able to confer an immediate though 
transient immunity to the disease. A similar protective 
quality in the serum of convalescents he also showed to he 
present in the case of undulant fever and also in that of 
measles some years before Degkwitz made the method 
popular throughout Germany. One of his latest contribu- 
tions' indicates that Dr. Nicolle, in collaboration with Drs. 
Sparrow and E. Conseil, is conducting experiments on 
active immunization against typhus whereby a more per- 
manent immunity can be conferred. In addition to his 
article on typhus written in conjunction with Dr. E. 
Conseil in the Nouveau Traité de Médecine of Roger, 
Widal, and Teissier, Dr. Nicolle is the author of numerous 
contributions on infectious diseases, including measles, 
influenza, chancroid, and undulant fever. 


1 Arch. Inst. Pasteur de Tunis, 1927, xvi, p. 1. Abstracted in Bulletin 
of Hygiene, 1927, ii, p. 828. 
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PARLIAMENT AND STATE MEDICINE. 
Dr. F. E. Fremantir, M.P., on taking the chair of the 
Section of Epidemiology and State Medicine at the house of 
the Royal Society of Medicine on October 26th, delivered 
an address on “ The authority of Parliament in relation 
to epidemic disease,’’ but actually he took a much wider 
range than was suggested in the title. The common idea 
of Parliament as a godmother, fairy or otherwise, who did 
everything for her protégés was, said Dr. Fremantle, fairly 
widespread, though it was not one that those familiar with 
the progress of State medicine would hold. In fact, the 
development of interest in questions of health, as well as 
in other questions, had not been from the centre to the 
localities, but from the localities to the centre. Such 
control, of a public health kind, as existed in earlier 
centuries arose gradually under magistrates and borough 
corporations—witness the regulations governing offensive 
trades, disposal of street refuse, and pollution of rivers. 
Enterprises associated more or less directly with health, 
such as waterworks, were started, not as the result of any 
central or parliamentary stimulus, but as municipal under- 
takings, or, as in the case of the bringing of the New 
River to London by Hugh Myddelton, as the result of 
private munificence. Parliament in the past had taken 
very little note of epidemics unless it had happened to be 
frightened by them. In the fourteenth century Parliament 
was even prorogued for a time, and later prorogued sine 
die, because the approach to Westminster was too perilous 
on account of the plague. Many public works which later 
came to have an important health aspect were originally 
undertaken for quite other reasons. The first Sewers 
Commission Act, in the reign of Henry VIIT, was passed, 
not with the object of draining refuse, but as a provision 
against floods. The presence of decimating disease, or 
famine, or riot was commonly the spur to parliamentary 
action. The growth of public health organization the 
speaker compared to the growth of a tree. It had no 
mechanical robot-like constitution. It was a_ living 
organism, growing upwards, pruned on this side and that, 
but always showing fresh growth. Legislation had pro- 
ceeded ad hoc, without system. In recent times, for 
example, the Midwives Act had placed midwives, not 
under any central health authority, but under the Privy 
Council. The school health system was handed over to the 
Board of Education. The National Health Insurance Act, 
with its great preventive ideal, and its special attack on 
tuberculosis, was the occasion for setting up completely new 
machinery, independent of the local sanitary authorities 
and the county councils. Tuberculosis orders relating to 
milk were within the province of the Ministry of Agri- 
culture. Research was under the Privy Council. The 
War Office, Admiralty, and India Office had their medical 
-services apart from the Ministry of Health. The Home 
Cffice was concerned with health in factories, the Board 
of Trade with safety in mines, and innumerable other 
instances could be cited. This was done deliberately 
because it was considered more efficient to spread health 
responsibility over as wide an area as possible. At the 
same time, an effective liaison was very necessary. Coming 
to a description of parliamentary procedure, Dr. Fremantle 
reminded the meeting that the House of Lords, or at least 
the forty or fifty peers who habitually attended, while not 
a representative body, made an excellent revising chamber, 
and also initiated useful legislation. The House of 
Commons, in theory representative, included by chance 
_ those who were expert on most subjects. Among its 
members were thirteen medical men, five of whom were 
general practitioners. In Parliament they represented, not 
the profession, but their several constituencies, though 
occasionally the utterances of one or other of them were 
quoted in the press as the opinion of the profession. With 


regard to Government bills, during the drafting stage the 
Minister was prepared to receive suggestions from many 
quarters and to meet objections, but after the second 
reading stage it was very difficult to secure the insertion of 
any important amendment. The revision in committee, 
however, was quite a real one. The private member 
helped to focus opinion inside and outside the House of 
Commons, but, of course, party discipline was very com- 
plete, which meant that criticism was difficult. Occasionally 
a measure was left to the free vote of the House, as in 
the case of the recent Edinburgh Corporation Bill dealing 
with venereal disease, on which the medical members were 
sharply divided. Most public health bills did not have to 
run such a gauntlet; their fate was decided in the I»cal 
legislation committee upstairs. Private members’ bills 
seldom got through, unless they were on small points, 
owing to the pressure on parliamentary time, but the 
Government departments were often glad to make use of 
legislation originally promoted by a private member. Even 
if the private member’s bill did not get far, it was a useful 
means of ventilating matters which might later be the 
subject of statutory enactment. The private member had 
a good deal of influence at question time. Questions in 
Parliament, said Dr. Fremantle, might be asked with the 
object of obtaining and broadcasting information, of airing 
grievances, of checking national or local administration, or 
of advertising the member putting the question. One of 
the most eminent of civil servants, now retired, had told 
him that he hated questions, but they were positively the 
only thing which kept the civil service up to the mark. 
Finally, Dr. Fremantle voiced the need for an authoritative 
body of medical opinion to which members of Parliament, 
medical or otherwise, could refer. 


RECENT EPIDEMICS OF DENGUE. 

Tue wildfire spread of dengue has long been recognized 
as one of its characteristic features, and perhaps the most 
dramatic exhibition on record of this faculty has been 
presented in Greece this autumn; in Athens alone 239,000 
cases occurred in the first month, with over 400 deaths. 
The outbreak became a news item in the daily press, and is 
discussed in an article in the League of Nations monthly 
epidemiological report for September. Dengue was un- 
usually widespread in Colombo and in Durban in 1926, and 
it seems to be suggested that the disease may have extended 
from there to Greece. Whether this is so or not, there was 
no lack of dengue on both sides of the Mediterranean in 
1927. Indeed, Greece itself experienced in that year some- 
thing worse than is conveyed by the sentence in the report: 
‘Tt appears that dengue has been present in Athens since 
September, J27.”” In actual fact the epidemic of that 
year in Greece involved 20,000 cases, and was the subject 
of a report to the Office International d’Hygiéne Publique." 
Tunis was sharply infected in August, 1927, one-fourth of 
the population being affected by the disease in mild form; 
there was also a mild but widespread infection in Spain 
(Andalusia). Cases also occurred in 1927, according to the 
League’s report, in Algiers, Syria, and Palestine. These 
may have been more numerous than is generally realized, 
for the Egyptian occurrences in 1927 are dismissed by the 
report in the words, ‘‘ there were cases also in Egypt,” 
though Kamal* reported epidemic dengue in Cairo with 
thirty to forty daily admissions to hospital, “ while 
thousands of patients were attacked in the town.’ It is 
noteworthy, too, that many of the Cairo patients were 
seriously ill. Apparently dengue has been occurring m 
localized epidemics in French tropical Africa. Legendre* 

1 Copanaris, P.: Sur le récente épidémie de dengue en Grice, Bulletin 


Office International d’Hygiine Publique, 1928, vol. 20, p. 899. 
H.: The 1927 Epidemic o' Dengue in Egyrt, British Medical 


1, 1928, June 30th, p. 1104. : 
ndre, ouest-africaine, Presse Médicale, 1926 (2) 
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speaks of dengue as an indigenous disease of French West 
Africa, “ hitherto insufficiently appreciated, not confined 
to the Haute-Volta district, and breaking out each year 
in more or less epidemic form according to the number of 
susceptibles.’”? Schmourlo* confirms this for the French 
Sudan. Apparently, too, dengue has been occurring in the 
Fiench Congo, where prominence of the rash and lack of 
the characteristic pains caused Lefrou® to revive the old 
name fiévre reuge. It is interesting to note that in the 
Spanish outbreak of 1927 the character of the rash at first 
suggested some new disease, and in one account of the 
epidemic the disease is called ‘‘ colorado,’’ which used to 
be applied to dengue in Spanish America. The 1928 epi- 
demic in Greece has been characterized by an unusual 
severity of the clinical features; nervous symptoms have 
heen prominent, and encephalitic and psychical phenomena 
have occurred. Localized oedema and red patches have 
signalized local involvement of the peripheral vasomotor 
system. Jaundice, common in 1927, has been rare in 1928. 
Many of the more serious features noted in Greece in 1928 
seem to have been seen, but less frequently, in the Cairo 
epidemic of 1827. The deaths in Greece have been mainly 
among the aged and invalid. As a result of this epidemic 
far-reaching sanitary measures are being adopted there. 
It is easy to believe that nothing short of such a dramatic 
outbreak could bring about such measures in that country, 
and Greece may count itself fortunate that it was not 
visited by one of the death-dealing pestilences. 


THE AMERICAN COLLEGE OF SURGEONS. 
We publish elsewhere a short account of the recent meeting 
in Boston of the American College of Surgeons. In his 
presidential address on October 12th Dr. Franklin H. 
Martin of Chicago, one of the founders of the College in 
1913, gave an account of its history, aims, and accom- 
plishment. That the American College resembles its British 
and Irish foregoers only in name was brought out by 
Dr. Martin when he said that after studying the methods 
of our Colleges he and his friends decided that there was 
iio reason why they “ should begin by adapting obsolete 
plans to a twentieth century programme,”’ as the require- 
ments and tests of the Royal Colleges ‘‘ were formulated 
before modern surgery came into existence,’’ and were 
similar to those applied in America to candidates for 
resident surgical posts in hospitals. Therefore it was 
determined to exact the following qualifications for the 
F.A.C.S. Graduation from an “ A Class ” medical college, 
one year’s service as intern (house-surgeon), and two as 
surgical assistant; five to eight years’ special training; 
moral and ethical fitness; specialization (that’ is, his 
practice must be 85 per cent. surgical in cities of over 
50,000 inhabitants and 50 per cent. in smaller communities). 
Not only all these proofs of fitness are required, but the 
candidate must ‘file with a committee of competent 
surgical specialists a sufficient number of case records of 
major operations which he has performed himsalf”’ as a 
test of his all-round fitness. ‘‘ These records are carefully 
scrutinized by a committee of practical surgeons—teachers 
in the four A Class medical schools of Chicago.” From 
25 to 51 per cent. of the records are not accepted as suffi- 
cient. Several features of this institution and its organiza- 
tion will strike the European reader. In the first place 
they show how far America has departed from the former 
custom of allowing every man to practise any calling he 
likes, without test or licence, at his own sweet will. Secondly, 
it seems to us that there is too much talk of standardization 
of hospitals and of surgery. The object of the College is 
stated to be ‘‘to standardize the practice of surgery.” 
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Unless the word ‘“ standardize ” is used in a different sense 
in the United States from what is generally accepted here, 
we fear that such standardization is likely to come 
perilously near to stagnation. Thi-dly, these regulations, 
whether so intended or not, may have a tendency to 
segregate operating surgeons from the rest of the .profes- 
sion, and to make it impossible for a general practitioner 
to take up surgery on an equality with the Fellows of the 
College, who will alone be considered eligible for surgical 
hospital appointments, As regards the ethical rules and 
the condemnation of the offence of fee-splitting, to which 
prominence is given, while whole-heartedly condemning this 
practice it occurs to us that there is here some overlapping 
of the field covered by the American Medical Association, 
which has already done so much to raise professional 
standards in the United States. 


PHYSICAL EDUCATION IN SWEDEN. | 

Poutricat philosophers from time to time remind us of the 
great debt the world owes to the smaller nations, and the 
history of Europe is rich in examples of the way in which 
they have contributed to the advancement of science, art, 

philosophy, and civilization generally. It appears that 
in what may be called the positive side of public health 
Sweden has much to teach us, as was shown in a public 
lecture given by Mr. Torben Grut, architect to the Swedish 
royal family and of the Swedish Royal Office of Public 
Buildings, under the auspices of the Chadwick Trust, at the 
Royal Institute of British Architects, on October 25th. 
Mr. Grut’s lecture fell into two main parts—the first 
relating to the Swedish town-planning Iiw, and the second 
to the design of buildings for gymnasiums and _ physieal 
training generally. The town-planning powers exercised 
by the provincial Governments in Sweden under the law 
of 1926 are evidently wider than those held by local 
authorities in this country. Before any area can be used 
for building purposes a town-planning scheme must be 
approved by a local board, assisted by professional advisers. 
Sanction may be refused for the use of unsuitable ground, 
while the building regulations govern not only matters of 
sanitation and construction, but also the disposition and 
height of buildings in a scheme. Mr. Grut stated that 
a great improvement had already resulted from these 
measures, and there is no doubt that the universal applica- 
tion of such a method of control over building would be of 
considerable value in Great Britain as a means of pre- 
venting disorderly development on the fringes of the towns 
and the desecration of the countryside by indiscriminate 
building. Whether the adoption of adequate legislation is 
practical politics or not is another question. The lecturer, 

after discussing the town-planning law, devoted himself to 
the question of physical education—a topic which one 
readily associates with Sweden and with the name of Ling. 

He explained that the close confinement of school children 
in winter in an atmosphere overheated by the use of central 
heating had created a demand for the reform of physical 
education and for the appointment of highly trained 
games masters, charged with the supervision of the general , 
welfare of their pupils as well as with the preservation of 
their health. The old Central Gymnastic Institute, founded , 
by Ling, is accordingly being transformed into a university 
of physical education, which is to be housed in a new 
building designed by Mr. Grut. Numerous lantern slides. 
of his plans and drawings for this structure, and for other. 
buildings—gymnasiums, stadiums, covered tennis courts, 
covered swimming pools, etc.—were shown, and explained 
by the lecturer. Many of his designs have been prepared 
as standard patterns to suit the needs of towns of varying 
size, while all are characterized by fitness to purpose and 
economical construction. Perhaps the most striking feature 
ofthe lecture was not, however, the abundance of details 
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of interest in it, but the significance of what it implied. 
In Great Britain the use of the term ‘“ public health 
buildings ’’ would signify to most people hospitals, dis- 
pensaries, clinics, or, possibly, administrative offices; Mr. 
Grut took it to mean buildings for physical training and 
games. There is underlying this difference, perhaps, an 
unintended criticism of the passive conception of health 
so common in this country, and so opposed to the ‘‘ sanitary 
idea ’’ which inspired the lifework of Sir Edwin Chadwick. 
If he were alive to-day Chadwick would have found in the 
Swedish view of public health something positive and 
creative—a reflection of his own faith—and it is salutary 
to be reminded that even the most complete system of 
preventive medicine is only one part of Hygiene whose 
ultimate aim must be to raise the standard of fitness for 
the individual and to improve the physique of the 
community as a whole. 


INTRADERMAL TEST FOR TUBERCULOSIS IN CATTLE. 
Tae Tuberculin. Committee of the Medical Research 
Council has recently issued a report! on a_ modified 
intradermal test devised in 1925 to replace the sub- 
cutaneous test, which, though subject to fallacies and 
difficulties of interpretation, has hitherto been generally 
employed in testing cattle for tuberculosis. This modified 
test involves two injections of tuberculin—a “ sensitizing ”’ 
dose and a “ reacting ’’ dose—on different occasions, and 
subsequent observation of the size and certain clinical 
features of the resultant swelling. Professor J. Basil 
Buxton, F.R.C.V.S., and Dr. A. Salusbury MacNalty, the 
authors of the report, were appointed in 1927 to collect 
the views and experience of those veterinary surkeons who 
were known to be using the test in various parts of Great 
Britain. They accordingly sent a detailed questionary to 
one hundred veterinary surgeons, and the report consists 
mainly of a critical analysis of the replies (seventy-seven 
in number) they received. The general conclusion is that 
the vast majority of veterinary surgeons who have expe- 
rience of the double intradermal test regard it as much 
more trustworthy in its results and much easier to conduct 
than the subcutaneous test. They find that the test can 
be readily performed under farm conditions, that its tech- 
nique is easily acquired, that it has little or no effect upon 
milk yield, and that it may be applied without risk to 
pregnant cows and to young animals. This view as to its 
value has heen repeatedly confirmed by necropsy. The 
general opinion, moreover, is that the ophthalmic test is 
unreliable, and the Tuberculin Committee suggests, there- 
fore, that its use in conjunction with the double intra- 


dermal test should no longer be prescribed, but left to the . 


discretion of the veterinary surgeon. The report concludes 
with a detailed account of the method of carrying out the 
double intradermal test and an appendix on the potency 
of tuberculin, 


DYSPEPSIA IN CHILDHOOD. 
Tue dyspepsias after the age of infancy are notoriously 
difficult to diagnose, often masquerading as other diseases. 
At a meeting of the Children’s Section of the Royal Society 
of Medicine on, October 26th, Professor Jules Taillens of 
Lausanne dealt with this subject, of which he has made a 
special study for the past ten years. He pointed out that 
children do not complain of symptoms of indigestion until 
about 10 years of age, so that dyspepsia might pass almost 
unnoticed unless observers were on the look out for it. 
Dyspepsia, especially in its severe forms, was apt to be 
very misleading; for emaciation, general poor condition, 
fever, and often cough, were frequently present and led 


1 Special Repert Series, No. 122. H.M.S. Stati Offic 
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to the erroneous diagnosis of tuberculosis. Dyspepsia in 
childhood was also a purely functional complaint without 
any serious organic lesion, and hence complete cure was 
much easier than in the case of adults as long as a correct 
diagnosis was made and the proper treatment carried out. 
Professor Taillens emphasized that although the digestive 


processes consisted of several separate actions, yet they 


were dependent on each other, and hence most digestive 
troubles begin with disorders in the stomach. Examination 
of over 200 recent cases showed that three-quarters of them 
had hyperchlorhydria. For the investigation of this Pro- 
fessor Taillens used a simple test meal, the ingredients 
of which varied with the age of the child, but were always 
as like a normal meal as possible. This was withdrawn 
about one to one and a half hours after the meal, and the 
free and combined hydrochloric acid were estimated. Long 
experience had shown him that the total hydrochloric acid 
in normal children was never more than 0.2 per cent., but 
in some of the cases of dyspepsia he found figures as high 
as 0.5 or even 0.6 per cent. In the treatment of these 
cases attention to diet was important. Professor Taillens 
allowed a ‘‘ white diet,”’ consisting of milk, farinaceous food, 
egg, white meat after the age of 5, biscuits, but no bread. 
The child was made to rest, with the application of heat to 
the abdomen. Alkalis were administered in the form of 
sodium bicarbonate after meals, and in bad cases a special 
preparation of aluminium hydrate was given before meals. 
Under this treatment rapid improvement could be expected 
with a big gain in weight, and a stay of only a few weeks 
in hospital would produce a cure, as evidenced by repeated 
regular examinations afterwards. 


BRITISH COMMITTEE ON RHEUMATISM. 
Sixcr its formation some three years ago the British 
Committee on Rheumatism has been a committee of the 


International Society of Medical Hydrology. We are in-~ 


formed that a meeting to consider the reorganization of 
this committee on a wider and more permanent basis, and 
as an independent body, will be held at the house of the 
Royal Society of Medicine, 1, Wimpole Street, W.1, on 
Wednesday next, November 7th, at 5 p.m. It is hoped 
in this manner to correlate and to guide with greater 
success the various efforts now being made in the campaign 
against rheumatism, especially as regards methods of in- 
vestigation and methods of treatment and the selection and 
classification of cases. Any member of the medical profes- 
sion who is interested in this proposal is invited to attend 
the meeting. 


ENCROACHMENTS ON PRIVATE PRACTICE. 

THE opening pages of the Supplement this week contain 
the full text of a report on encroachments upon the sphere of 
private practice by the activities of local authorities. This 
important document is submitted to the Divisions, by order 
of the Council of the British Medical Association, in the hope 
that they will give it early and careful study, and forward 
their comments by January 5th next. The report will be 
considered by the Council in the light of these comments 
at its February meeting, and as then amended _ will 
be presented to the Annual Representative Meeting at 
Manchester in July. The long appendix to this memo- 
randum will repay careful study. It consists of an account 
by the Medical Secretary, Dr. Alfred Cox, of his investiga- 
tion at first hand into the working of maternity and child 
welfare centres and school clinics in certain areas. 


We much regret to announce the death in the hunting 
field of Dr. Louis Cassidy, Master of the Coombe Hospital 
and gynaecologist to the Royal City of Dublin Hospital. 
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DR. BENJAMIN RUSH. 

Ar a time when the medical profession has been paying 
a special tribute to the memory of John Hunter it is 
meet and just to call to mind what manner of men were 
his contemporaries. Giants there were, though of lesser 
stature than the master himself, and as not least 
among them should be reckoned Dr. Benjamin Rush of 
Philadelphia. 

Benjamin Rush was born in 1745 on a farm a few miles 
from that city, and was educated at Princeton, where he 
graduated A.B. in 1760. He then commenced the study 
of medicine, being apprenticed to Dr. John Redman of 
Philadelphia, with whom he worked during the following 
six years. In 1766 he went to Edinburgh to complete his 
education, and received the M.D. degree there in 1768. 
He returned home next year, and though only 24 years of 
age was at once appointed professor of chemistry in 
the university of his native city. During the War of 
Independence he served as surgeon-general of the Middle 
Department of the Continental Army, and was one of the 
signatories of the Declaration of Independence. In 1791 
he was elected to the chair of the Institutes of Medicine, 
and six years later attended Washington during his last 
illness. Rush himself died in 1813. He had a very exten- 
sive practice, being credited with attending and prescribing 
for one hundred patients in a single day. 

Rush’s lectures attracted large numbers of students, and 
he managed to find time to write on a variety of subjects 
connected with medicine and the allied sciences. Most 
of his original papers were collected into four volumes, 
entitled Medical Enquiries and Observations. There is 
quite a modern flavour about the titles of some, such as 
“An account of the cure of several diseases by the extraction 
of decayed teeth,”’ and ‘‘ An account of the influenza as it 
appeared in Philadelphia in the autumn of 1789, in the 
spring of 1790, and in the winter of 1791.” ‘‘ An enquiry 
into the cause and cure of sore legs’ is peculiarly topical 
in view of the investigation into varicose ulceration 
recently set on foot by the Science Committee of the 
British Medical Association. In an essay on ‘‘ The cause 
of animal life’’ there occurs the following observation. 
“The effusions even of the imagination of such men as 
Mr. Hunter are entitled to respect. They often become 
the germs of future discoveries.’’ This is a striking testi- 
mony to the wisdom of the author, while, incidentally, it 
shows how closely the master’s work was being followed in 
America even in those days of strained political relations. 

From the point of view of general inierest an address 
delivered in February, 1789, entitled ‘‘ Observations on the 
duties of a physician and the methods of improving 
medicine,’’ illustrates best both the character and outlook 
of this wise physician. The subject no less than the 
author’s method of dealing with it is sufficient excuse for 
recalling it in some detail. He begins by advising such 
of his audience as intend to settle in the country to estab- 
lish themselves on farms for the following reasons. 

“It will reconcile the country people to the liberality and 
dignity of your profession by showing them that you assume no 
superiority over them from your education. ... This will prevent 
envy and render you acceptable to your patients as men as well 
as physicians. ... The resources of a farm will create such an 
independence as will enable you to practise with more’ dignity 
and at the same time screen you from the trouble of performing 
unnecessary services to your patients ... and will prevent your 
cherishing for a moment an impious wish for the prevalence of 
sickness in your neighbourhood, Avoid singularities of every kind 
m your manners, dress, and general conduct . . . the profane and 
Indelicate combination of extravagant ideas improperly called Wit, 
and the formal and pompous manner should be all avoided as 
incompatible with the simplicity of science and the real dignity 


of physic. 


_ “Let me advise you in your visits to the sick never to appear 
in a hurry nor to talk of indifferent matters before you have 
mado the necessary enquiries into the symptoms of your patient’s 
disease, Avoid making light of any case; this consideration should 
make you anxious and punctual in your attendance upon every 
teute disease and keep you from risking your reputation by an 
improper or hasty prognosis. Do not condem or oppose unneces- 


sarily the simple prescriptions of your patients. Yield to them 


in matters of little consequence, but maintain an _ inflexible 
authority over them in matters that are essential to life. 

“Preserve upon all occasions a composed or cheerful coun- 
tenance in the room of your patients, and inspire as much hope of 
@ recovery as you can, consistent with the truth, especially in 
acute diseases. The extent of the influence of the will over the 
human body has not yet been fully ascertained.... Make it a 
tule never to be angry at anything a sick man says or does to 
you. Sickness often adds to the natural irritability of the temper. 
- .. You will find it difficult to attach your patients to you by 
the obligations of friendship or gratitude. You will sometimes 
have the mortification of being deserted by those patients who 
owe most to your skill and humanity. 

“*. . . We should make our charges as moderate as possible and 
conform them to the following state of things. Avoid measuring 
your services by scruples, drachms, and ounces. It is an illiberal 
mode of charging. On the contrary, let the number and time of 
your visits, the nature of your patient’s disease, and his rank in 
family or society determine the figures in your accounts.... It 
is just to demand more for risking your life by visiting a patient 
in a contagious fever than for curing a pleurisy. If a rich man 
demand more frequent visits than are necessary, and if he impose 
the restraints of keeping to hours, by calling in other physicians 
to consult with you upon every trifling occasion, it will be just to 
make him pay accordingly for it. ... I shall only remark further . 
upon this subject that the sooner you send in your accounts after 
your patients recover the better. 

** Give me leave to recommend you to open all the dead bodies 
you can without doing violence to the feelings of your patients 
or the prejudices of the common people. .. . Permit me to recom- 
mend to you further the study of the Anatomy (if I may be allowed 
the expression) of the human mind called metaphysics. . . . Let me 
remind you that improvement in medicine is not to be derived 
only from colleges and universities, . . . those facts which con- 
stitute real knowledge are to be met with in every walk of life. 
Let me advise you to converse with nurses and old women. They 
will often suggest facts in the history and cure of diseases which 
have escaped the most sagacious observers of nature. . + There 
is yet one more means of information in medicine which should 
not be neglected, and that is to converse with persons who 
have recovered from indispositions without the aid of physicians. 
Examine the strength and exertions of nature in these cases, and 
mark the plain and home-made remedy to which they ascribe 
their recovery. ... Study simplicity in the preparation of your 
medicines ... by using medicines in a simple state you will 
obtain an exact knowledge of their virtues and doses, and thereby 
be able to decide upon the numerous and contradictory accounts 
which exist in our books of the charactér of the same medicines. 
. .. Avoid sacrificing too much to the taste of your patients in 
the preparation of your medicines.” 


With a few amendments here and there to bring it 
into line with present-day knowledge and practice this 
address by Dr. Benjamin Rush in 1789 would serve equally 
well at a prize-giving in 1929. 


ROYAL MEDICAL BENEVOLENT FUND. 
Svusscrisers and donors to the Royal Medical Benevolent Fund 
are asked to forward their subscriptions for the current year 
before December Wst ; any subscription received after that date 
will not appear in the yearbook of 1928, but will be included 
in the accounts for 1929. +, 

At the last meeting of the committee fifty applications 
for grants were considered, and £839 was voted to forty-seven 
cases. Not only the activities of the Fund, but the amount of 


help given, has to be restricted according to the subscriptions 


received. In view of the many sad cases where help is greatly 
needed, particularly during the winter months, an urgent appeal 
is made for contributions. Cheques should be sent to the 
Honorary Treasurer, 11, Chandos Street, Cavendish Square, 
W.1. The following short notes on three of the cases assisted 
at the last meeting show how great is the need of help. 

M.B., aged 75. Following an operation had a cerebral haemorrhage and 
has been bedridden for s year. His sister is entirely dependent on him. 
Some of his rooms have been let, and it is hoped will bring in an income 
of £120 a year if the tenants remain. Voted £40 to help over the present 

i i Itv. 

HRC, aged 79, married. Owing to age, had to retire in 1922; 
capital is now exhausted. His wife worked as a visiting nurse to make 
a living for both, her earnings being the only income. She is now 
suffering from tuberculosis, and is unable to support her husband. 


> 59, of I.R.C.P. Completely destitute. She struggled for 


i i ssing, has now completely broken 
Fund granted £26 and the Guild £26. ; 

The Royal Medical Benevolent Fund Guild still receives 
many applications for clothing, especially for coats and skirts 
for ladies and girls holding secretarial posts, and suits for 
working boys. The Guild appeals for second-hand clothes and 
household articles. The gifts should be sent to the Secretary 
of the Guild, 58, Great Marlborough Street, W.L 
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THE MATERNITY SERVICE AND LOCAL 
AUTHORITIES, 


AppREss BY THE Minister or HEALTH. 

Many hundreds of women, representing societies and 
municipal organizations concerned with work amongst 
mothers and infants, assembled at the Central Hall, West- 
minster, on October 30th, for a conference on maternal 
mortality. The meeting was a sequel to a similar confer- 
ence held on February 28th last (British Medical Journal, 
March 3rd, p. 368), at which a resolution was carried 
recommending certain lines of investigation and action 
with a view to reducing the high death rate of mothers in 
childbirth. This further conference was called principally 
with the object of reporting on the steps taken in this 
direction during the interval. The body summoning the 
conference was the Maternal Mortality Committee, a 
voluntary organization (not to be confused with the depart- 
mental committee), of which Mrs. H. J. Tennant is 
chairman, and Miss Gertrude Tuckwell honorary secretary. 

Mr. Nrvitte CHAMBERLAIN, the Minister of Health, who 
was accompanied by Sir George Newman, attended, and 
delivered an address. After some general observations on 
the melancholy fact that the lives of 3,000 women every 
year in this country should be sacrificed in childbirth, he 
exhorted the gathering to ‘‘ patience and courage ’’—a 
phrase which evoked some sharp comments from his 
feminine critics afterwards—in view of the inquiries now 
proceeding. The attack on this problem, he said, presented 
two aspects. It was: necessary, first of all, to stimulate 
local authorities and others responsible in order that the 
necessary assistance might be available for these women, 
and then to educate public opinion so that those who 
needed assistance might take timely advantage of it. He 
expressed the indebtedness of his department to the British 
Medical Association for its assistance in the inquiry into 
maternal deaths and all cases of puerperal fever—an 
inquiry which local authorities have recently been urged 
to make. The information obtained in this inquiry, which 
was being considered by the departmental committee on 
maternal mortality, over which Sir George Newman pre- 
sided, was being kept entirely private, neither the name 
of the patient nor of the doctor or midwife in any case 
being divulged. Further inquiry was also being made, 
again by a departmental committee, presided over by Sir 
Robert Bolam, into the training of midwives and the con- 
ditions of the midwifery service. Mr. Chamberlain then 
invited the criticism of his audience in a reference to the 
action of the Ministry with regard to the supply of milk 


_ for maternity and child welfare centres. He explained that 


all that he had done was to intimate to certain authorities 
—distressed areas excepted—that the Exchequer contribu- 
tion for this purpose must not exceed a certain amount. 
If more milk was needed there was no reason why it should 
not be provided out of the ordinary local revenue, but after 
the prolonged industrial disturbance of 1926, which seriously 
reduced the national revenue, some reduction must be 
made even in such useful expenditures. Passing on to 
the suggestion that the Insurance Act should be amended 
so as to provide for mothers medical assistance and mid- 
wifery service before and after childbirth, he said that he 
thought there was general agreement that the present 
system, under which maternity benefit was given in a 
lump sum in cash, was not the best that could be devised. 
But the problem was difficult, as the Royal Commission 
realized, and for the moment he thought the only chance 
of progress was for some of the societies with better-off 
members to devise a scheme of their own. Mr. Chamberlain 
closed with a word of reassurance about the effect on volun- 
tary associations, particularly those dealing with the 
unmarried mother, of impending local government legis- 
lation. While these associations would be supervised by 
the councils of counties and county boroughs, nobody need 
be afraid that the contributions were going to be stinted 
or that the hold of the Ministry would be relaxed. 

Dr. C. E. S. Fiemmine addressed the conference on the 
causes for the maintenance of the high mortality rate. He 
was inclined to think that there was not much wrong any- 
where in midwifery practice, but that there was something 


— 


wrong everywhere. Mortality and morbidity attending 
childbirth had been for too long taken for granted. Many 
patients demanded intervention with a view to quick and 
easy labour, and it was difficult for the doctor—more diffi. 
cult for him than for the midwife—to resist such impor. 
tunities. Sufficient attention had not been paid to the 
fact that the labour was only one phase of the process, and 
ante-natal and post-natal care was necessary. There had 
also been an inadequate appreciation of the value and 
position of the midwife in the service. The division ef 
work between doctor and midwife was not quite so easy 
as it might appear, and until there was a sufficient supply 
of thoroughly qualified midwives there would have to be 
some system of supervision by the medical man in ante. 
natal work; but care must be taken that such supervision 
did not interfere with the responsibility of the midwife, 
because that might react on her carefulness. 

Dr. Marion Pui.uirs presented a report on the action 
taken since the last conference in February. The most 
interesting part of this report was the result of an inquiry 
into the adequacy of the maternity services in the areas of 
the local authorities. Out of 48 counties, returns had been 
received from 42, and out of 79 county boroughs, from 74. 
Although some of the returns are indefinite and certain 
assumptions have had to be made, the results may be 
usefully set out in tabular form. 


County 
County 
ugh 
— Councils 
(74). 
Employ health visitors... All All 
Have ante-natal clinics... 32 66 
Provide subsidies to enable midwives to practise 13 a 
in districts which otherwise could not support 
them 
Pay part-fees to midwives when patients cannot 9 Not ascer- 
afford full fees tained 
Provide beds for patients whose home circum- 31 68 
stances are unsuitable 
Reserve beds for ante-natal observation ... 14 48 
Reserve beds for treatment of puerperal sepsis .. 22 57 (2) 
Provide milk or food during part of pregnancy and 28 72 
lactation 
Pay fees of doctors called in emergency _... oes All Ali 
Pay consultants’ fees in complicated cases or 16 37 
puerperal infection 
Provide skilled nursing for patients confined at 17 32 
home 
Provide convalescent home treatment after con- 12 Indefinite 
finement 
Assist unmarried mothers... 19 22 


Roughly it appeared, said Dr. Phillips, that about 16 
county councils and 45 county borough councils were aiding 
the maternity service of the district by putting into force 
half or more of the provisions for which a grant in aid 
could be obtained. It was noteworthy that it was not the 
richest areas which were, in general, doing most. 

When the meeting was thrown open for general dis 
cussion, many. speakers, including several who were 
described as women aldermen or councillors, criticized the 
Minister for his action in connexion with the milk supply, 
and also, as they alleged, for holding up schemes for clinics 
or maternity homes. The question of birth control also 
raised its head, and Mrs. Bertranp RvussFiut gave some 
figures. as to the increase of the miscarriage rate im 
Germany (where miscarriages were notifiable) from 5-10 per 
cent. of all pregnancies in 1909 to 40-50 per cent. in 1926. 
She said that it was impossible to believe other than that 
this was in response to the practice of artificial abortion 
by desperate women. No inquiry into the whole question 
of maternal mortality could be blind to the alternatives 
either of legalizing abortion or of providing proper contra- 


ceptive measures at clinics—a statement which was received . 


with loud applause from a section of the conference and 
no audible dissent. 

A resolution was carried welcoming the appointment of 
the two departmental committees and the co-operation | 
the British Medical Association in these steps and its 
interest in the better training of medical students in mid- 
wifery; noting also with regret the inadequacy of the 
maternity services in many parts of the country. 
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EIGHTEENTH ANNUAL CONGRESS OF THE 
AMERICAN COLLEGE OF SURGEONS. 
[From A CorREsPONDENT. ] 


Tue eighteenth annual congress of the American College 
of Surgeons took place in Boston, Massachusetts, from 
October 8th to 12th. As usual, it was well attended, there 
being present 2,500 delegates and several prominent foreign 
guests. This meeting was especially worthy of note for the 
reason that its chief founder and director-general, Dr. 
Franklin H. Martin of Chicago, was its president for the 
ensuing year. 


At the opening meeting, held on the evening of October 8th, 
an address of welcome was given by Dr. Fredric J. Cotton 
(Boston), chairman of the Committee on Arrangements. Dr. 
George D. Stewart (New York), the retiring president, gave 
an address, after which the foreign guests were introduced. 
These were Dr. Daniel J. Cranwell (Buenos Aires), Sir Charles 
P. B. Clubbe and Sir George A. Syme (Australia), Sir Charles 
Ballance, Mr. T. P. Dunhill, Sir Squire Sprigge, Mr. George 
E. Waugh (London), Dr. Perey T. Hughes (Bromsgrove, 
Worcestershire), Dr. T. de Martel (Paris), the late Dr. Louis 
Cassidy and Dr. Charles J. MacAuley (Dublin), Professor 
Vittorio Putti (Bologna), Drs. Rafael Reygades and Ulises 
Valdes (Mexico City), Mr. Charles G. F. Morice (New 
Zealand), Dr. Farquhar Macrae and Professor Archibald Young 
(Glasgow), and Sir John Lynn-Thomas (Llechryd, Wales). 
In his inaugural address as president, on ‘‘ The evolution of 
clinical medicine and surgery in relation to the preservation of 
health and life,’’ Dr. Franklin Martin indicated that the 
next step in the direction of preserving health would be 
a campaign against the degenerative diseases. Problems of 
disease, one after another, had been and were being conquered, 
and not only the trained physician had this knowledge, but the 
educated layman too was prepared to accept preventive and 
curative scientific medicine as the recognized authority, and 
to submit himself to periodical medical examination. 

The John B. Murphy Oration, on ‘ Malignant bone 
tumours,’’ was given by Dr. Vittorio Putti of Bologna, who 
began by remarking that surgical intervention was still the 
skeet anchor in treatment of malignant bone tumours. Un- 
certainty in diagnosis, hesitation on the part of the patient, 
reluctance of the surgeon to undertake a mutilating operation, 
inevitable and almost always useless attempts to make a con- 
servative cure, were the causes of loss of precious time, and took 
from the radical operation most of its chances of success. Dr. 
Putti insisted that the crux of the problem was the difficulty in 
differentiating between the malignant and benign bone tumour 
in the stage early enough for operation to be effective. He 
expressed the hope that the treatment of bone sarcoma by 
«rays had not yet reached its limit. 

On the evening of October 9th Sir Squire Sprigge delivered 
the Hunterian Oration, entitled ‘Grand curiosity,’ before 
a very large audience. He suggested that John Hunter's lack 
of education as a boy, with an intensive training as a young 
man, was the best he could have received in view of the work 
that he was to do. The ruling passion of his life was a 
curiosity which would not be satisfied until he had probed as 
deeply as possible into every problem. ‘The Orator drew an 
interesting comparison between the lifework of John Hunter 
aud Harvey, and between that of Lister and Hunter, and the 
leading theme that ran throughout the address was that John 
Hunter’s obsession of insatiable curiosity, directed by a master 
mind, was the driving force which made of him the greatest 
and most original conformative anatomist the world had ever 
seen. On the same evening a symposium on ureteral trans- 
plantation was held. Dr. Robert C. Coffey (Portland, Oregon), 
the pioneer of the method, read a paper on transplantation of 
ureters into the large bowel. Dr. Arthur H. Curtis (Chicago) 
discussed the same subject, and Dr. Charles H. Mayo 
(Rochester, Minnesota) spoke on contributing causes of genito- 
winary anomalies. 

On the evening of October 10th a special meeting of the 
Boston Surgical Society was held for the purpose of presenting 
the Henry James Bigelow medal to Dr. Chevalier Jackson of 
Philadelphia. This medal is given in recognition of great 
proficiency in surgery. Dr. William P. Graves, vice-presideat 
of the society, gave an introductory address, and Dr. Harvey 
Cushing presented the medal. Before the medal was awarded 
r. Jackson gave an illustrated lecture on bronchoscopy, its 
history, methods, and benefits to mankind. A long series of 
pictures were shown in which were depicted the extraordinary 
range of articles capable of being inspired, the commonest 
object in the case of infants being the safety-pin. Dr. Jackson 
described how the brunchoscope could now be introduced as far 
a the diaphragm and manipulated dexterously, so that the 


operator could often draw out the impacted or entangled 
safety-pin, piece of jewellery, or what not. Especial attention 
was directed to the danger of infants swallowing peanuts, which 
have a peculiarly irritating action upon the mucosa, exciting 
violent inflammation, with a very considerable rise of tempera- 
ture. Prohibition had had a significant effect upon the practice 
of bronchoscopy. When drunkenness was much more prevalent 
than at the present time it was no infrequent occurrence for 
an inebriated person to bolt large lumps of food requiring 
instant removal by mechanical means. The address and demost 
strations left no doubt of the great value in skilled hands of 
bronchoscopic methods for removing foreign bodies introduced 
by way of the mouth. The speaker claimed that bronchoscopy 
was a useful aid to diagnosis in the detection of malignant 
diseases in certain situations. 

On the evening of October ilth papers were read by 
Professor Archibald Young, on sacro-coccygeal chordoma; by 
Sir Charles Ballance, on the International Cancer Conference 
and British Empire Cancer Campaign ; by Dr. George Crile, on 
the adrenaline factor in hyperthyroidism; while Sir John Lynn- 
Thomas showed motion pictures on orthopaedic subjects. 

On the evening of October 12th the convocation ceremonies 
took place. First, honorary Fellowships were conferred upon 
Sir Charles Ballance, Sir John Lynn-Thomas, Sir Squire Sprigge, 
and Sir George Syme. The candidates for Fellowship, nearly 
seven hundred in number, were presented, and Fellowships were 
conferred. The president, Dr. Franklin H. Martin, gave the 
presidential address, and Dr. William J. Mayo (Rochester, 
Minnesota) the Fellowship address. 

In regard to the clinical activities of the Congress it must 
suffice to say that at the numerous hospitals of Boston and 
neighbourhood, and at the Harvard Medical School, a large 
programme was carried through successfully. Many sym- 
posiums were held on special surgical subjects, industrial 
surgery, and other matters concerned with surgery. This brief 
notice would, however, be incomplete without some reference 
to the outstanding problem which the American College of 
Surgeons has grappled with of late—namely, the standard- 
ization of hospitals. The College has set up a minimum 
standard for hospitals, and those hospitals which, in the opinion 
of its inspectors, do not reach this standard are not mgt 
At the present time it is the aim of every hospital in the 
United States to be approved by the College, and it has come 
to be regarded as a stigma on any institution for the treatment 
and care of the sick and injured if it fails to satisfy the 
College inspectors. Already, it is said, the hespital policy of 
the Dellens has resulted in raising greatly the efficiency of 
North American hospitals, and the hope is expressed that 
future results will be even more satisfactory. 

Surgeon-General Mevitte W. Ireland of Washington has been 
elected president of the College to succeed Dr. Martin next 
year, and Drs. William E. Pearson (Iowa) and Perry G. 
Goldsmith (Toronto) have been elected vice-presidents. It only 
remains to add that the hospitality of the members of the 
medical profession of Boston to their visiting brethren was 
unbounded, and that the organization of the meeting left 
nothing to be desired. 


AN INTERNATIONAL INQUIRY INTO SYPHILIS. 


Unver the auspices of the Health Organization of the 
League of Nations a meeting of experts on syphilis and 
cognate subjects was held at Geneva from October 8th to 
the 10th. The following were present: Professor Jadassohn, 
director of the University Skin Clinic, Breslau (chairman) ; 
Dr. T. Madsen, director of the State Serum Institute, 
Copenhagen; Colonel L. W. Harrison of the British 
Ministry of Health, London; Dr. Louis Queyrat, president 
of the Ligue nationale frangaise contre le Péril vénérien, 
Paris; Dr. J. H. Stokes, professor of dermatology and 
syphilology in the University of Pennsylvania, Philadelphia, 
and chairman of the Scientific Committee on Research in 


Syphilis, New York. 


The chairman referred to preliminary discussions between 
Dr. Madsen, Colonel Harrison, Professor Jadassohn, and 
Professor Rasch, director of the State Hospital, Copenhagen, 
which were held at Copenhagen on June 6th and 7th, and 
also to matters which had been the subject of correspondence 
between the -experts. At his proposal the following agenda 
was adopted : 

1. Variations in the prevalence of syphilis: Methods of deter- 
mining the underlying causes. 

2. Prevention of svi yhilis : Comparative study of the experience 
gained by the public health agencies concerned in various 
countries. Proposed plan of inquiry into the effectiveness of the 
treatment of syphilis in selected clinics and dispensaries of several 


countries. 
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3. Miscellaneous: Methods of teaching medical students the 
modern treatment of syphilis in the medical schools. Standardiza- 
tion of drugs used in treatment of syphilis (work of the Permanent 
Standards Commission). 

After discussion of these points the conclusions were summed 
up in the following terms. 


Inquiry SypHiiis TREATMENT. 

The éxperts have been struck by the fact that, in the fight 
against syphilis, the results obtained have not been such as the 
almost universally recognized progress of syphilis therapy would 
give reason to expect. The explanation which suggested itself, 
and which has indeed been confirmed by various authorities, 
is that new discoveries in the matter of syphilis diagnosis and 
therapy are not exploited everywhere in the right way and 
with such promptness as would be desirable, and that a uniform 
generally recognized method of treatment does not exist as yet. 
The experts therefore considered whether a statistical compila- 
tion regarding the various methods of treatment in clinics, 
dispensaries, etc., would not enable a better general idea to be 
gained of the efficacy of these methods. 

_ The material available at individual clinics is large enough, 
and has usually been treated by one, or at most, a very few 
methods. The attempt must therefore be made to bring together 
as much material as possible from different clinics in different 
countries to enable the various methods to be compared on the 
In this connexion it appeared desirable 
to keep in view the two purposes to which every treatment 
of syphilis should be directed—namely, the suppression of con- 
tagiousness as quickly and as effectively as possible, and the 
protection of the patient from the severe late effects of syphilis. 

The experts recommend that the work be organized on the 
following lines. The material from the various clinics which 
are ready to participate. would be sent to the health section 
acting as central bureau of this inquiry on cards relating to 
individual patients (‘‘ individual case record ”’). On the basis 
of the material thus received the bureau would then work up 
the various questions which arise in connexion with the treat- 
ment of syphilis and its results. For this purpose a large 
number of cards, giving as accurate particulars as_ possible, 
will be required. Directors of clinics would therefore be 
requested to work up their cases for a given period of years 
to be determined by them, and would include all cases of 
primary, secondary, and tertiary syphilis which have been under 
observation in their clinics for more than six months, and 
all the older cases for which adequate medical histories are 
available. Beyond this, however, no further selection of cases 
would be made. In addition to the cards, which will be filled 
in under his supervision, the director of each institute will 
also be asked to prepare a general statement of the principles 
which he employs, or of the various principles which he has 
applied at different times. 

Apart from this retrospective statistical compilation, it should 
be suggested to those clinics which are prepared to place their 
material at the disposal of the Health Organization in this 
form, that they should start, at a given date, recording all 
newly arriving cases of (fresh or old) syphilis on the lines 
of these individual cards, in order that, a few years hence, 
they may be in possession of records which will lend themselves 
without further modification to these statistical uses. It would 
he desirable that in the larger centres those agencies which 
are concerned with this matter—for. instance, insurance funds, 
private institutions, and dispensaries—should combine for the 
purposes of this investigation. 


ProperTizs OF DRUGS USED IN TREATMENT OF SYPHILIS. 

The Committee is of opinion that it is highly regrettable that 
bismuth preparations which do not correspond to the manu- 
facturers’ indications should be placed on the market in various 
countries. It suggests that the practice, already adopted by 
certain countries, of official chemical testing of bismuth pre- 
parations should be made widely known, perhaps through the 
machinery of the Health Organization. 

The Health Committee may wish to suggest to the sanitary 
administrations of the countries following this ‘practice that 
they communicate periodically the results of the observations 
made to the secretariat of the League. In the view of the 
Committee the national studies on the biological and chemical 
composition of various bismuth compounds will have to be 
continued in the different countries before the question of an 
international co-ordination of any such studies may be taken 
into consideration. 


MErHops oF TEACHING THE MopERN TREATMENT OF 
SypHILIs, 

The Committee considers that, in view of the prophylactic 
importance of modern methods for the diagnosis and treatment 
of syphilis, no national plan of preventive measures against 
syphilis is complete which does not provide for theoretical 


and practical training of medical students in syphilology,’ 


followed by the sanction of official examination. 

In the Committee’s opinion the authorities should also facili- 
tate in every way continuation courses in syphilology for general 
practitioners and medical officers. 

In view of the complexity of the question of variations in 
the prevalence of syphilis the experts decided to adjourn 
discussion on this point to a later date. 


Canada. 


[From our CorrRESPONDENT IN MONTREAL. ] 


Visit of the British Medical Association in 1930. 

Tue Annual Meeting of the British Medical Association to 
be held in Winnipeg in the summer of 1930 is looked forward 
to with great cordiality. While the Western Provinces will 
be the more immediate hosts, it is hoped that at least some 
of our visitors will take the opportunity to see something 
of the maritime provinces. Without this their knowledge 
of Canada will be, let us say, incomplete. There is an Kast, 
as well as a West, in Canada. They meet, it is true, 
frequently and harmoniously, but they have, and probably 
always will have, their distinctive features. 


Resignations and Appointments. 

There have been many changes in the teaching staffs 
of the various Canadian universities recently. The resigna- 
tion of Professor A. B. Macallum from the chair of 
biochemistry at McGill University, after a long and brilliant 
career in teaching and research, has already been referred 
to. Professor R. F. Ruttan has retired from active teach- 
ing work, after having been associated since 1886 with the 
teaching of chemistry at McGill, where he eventually became 
dean of the faculty of graduate studies. The appointment 
of Professor J. J. Macleod to the regius professorship cf 
physiology in the University of Aberdeen causes a vacancy 
in the staff at Toronto University, and his departure is 
keenly felt by a very wide circle. Professor H. M. Tory, 
who has been president of Alberta University since its 
foundation, has resigned to become president of the 
National Research Council of Canada. Professor J. B. 
Collip, also of Alberta University, whose name has been 
associated with such brilliant research on the parathyroids, 
has accepted the chair of biochemistry at McGill University. 

A new appointment has been made in the McGill Medical 
Faculty in the person of Dr. Wilder Penfield, who is to take 
up the clinical professorship of neurological surgery. Dr. 
Penfield is a graduate of Princeton and Johns Hopkins, 
and was Beit Memorial Fellow at the National Hospital, 
Queen Square. Later he was assistant professor of surgery 
at Columbia University and attending neurologist at the 
Vanderbilt Clinic. 


The Teaching of Medicire in British Columbia. 

The first stirrings of a movement for the development of 
a medical faculty in the University of British Columbia are 
making themselves felt. An editorial in the Vancouver 
Medical Association Bulletin asks why the medical pro 
fession in the province is allowing so many of its sons 
and daughters to go for their medical education to centres 
in Eastern Canada and the United States, and suggests that 
a beginning might be made by establishing a chair in some 
such subject as anatomy in the University of British 
Columbia, which could give a course fulfilling the require 
ments of the first two academic years in universities such 
as McGill and Toronto. That no opportunity may be lost 
to preach the word in season another passing reference 1s 
made in a later article reviewing Dr. Heagerty’s recent 
book Four Centuries of Medical History in Canada, The 
second volume of this work deals with the origin and growth 
of medical education in every. province in Canada except 
British Columbia; it is remarked that ‘“ British Columbia 
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is significantly blank.’’ If, however, that province has not 
yet built up a medical school it is certainly not for lack of 
wishing to keep abreast of medical advance. The Summer 
School of the Vancouver Medical. Association had this year 
the largest. attendance yet recorded, there being 200 present. 
As teachers there were clinicians and lecturers from 
Montreal, Toronto, Winnipeg, and Johns Hopkins, while 


due attention was given to entertainment and relaxation. ' 


It would be hard to conceive a better plan for what really 
isa short post-graduate course. This was the eighth annual 
summer school, and there seems to be little doubt that 
others equally successful will be held in future years. 


Gnuion of South Africa. 


[From ovr CorresponpENT IN Capetown. ] 


University of Capetown New Medical School. 
THE second of the two blocks constituting the Wernher-Beit 
Laboratories of the Medical Department of the University 
of Capetown has recently been completed and is now in 
active occupation. In its main architectural features it 
is similar to the first block (a description of which appeared 
in the British Medical Journal of September 17th, 1927, 
p. 500). It lies adjacent to, and parallel with, the first 
block at its south-western extremity; it consists of three 


floors, and in shape resembles the letter E. In it are. 


housed the departments of anatomy, physiology, and 
physiological chemistry. 


The Department of Anatomy. 

The department of anatomy is in the charge of Professor 
M. R. Drennan, who is assisted by a stafi of lecturers and 
technical assistants. It occupies the entire south-western half 
(ov right wing) of the new building, comprising all three 
floors, which are connected by the main stairway and a large 
electrically driven lift. The receiving room, a commodious apart- 


ment provided with three fixed post-mortem tables and with * 


large slate chests and earthenware troughs for the storage of wet 
teaching preparations, is situated on the ground floor. Adjoining 
the receiving room is a spacious workshop equipped with the 
appropriate appliances, and with a large and a small band- 
saw for cutting sections of the hardened body. These saws 
and the other machinery are electrically driven by means of 
pelley belts operated from overhead shafts. In ‘the receiving 
room the bodies are hardened, injected, and prepared for dis- 
section. Opening from the opposite end of the receiving room 
is the tank room, containing three large built-in slate-lined 
storage tanks in which the bodies are stored in the dry state. 
The capacity of these tanks is some fifty bodies—a more than 
ample supply. By a special Anatomy Act the medical school 
is allowed the use of bodies for six months, at the expiration 
of which they must be coffined for burial. Material is derived 
from unclaimed corpses, which, in a country of immense dis- 
tances like South Africa, with an overwhelming preponderance 
of native population, are particularly numerous. So ample is 
the supply of material that each student is expected to dissect 
the human body at least twice. On the ground floor also is a 
dark room fitted with two fixed projection microscopes of the 
Edinger type for the reconstruction of models from micro- 
scopic specimens or sections, and adjacent are two photographic 
dark rooms suitably equipped. The remaining apartment on 
this floor corisists of a technical assistant’s room, with adjoining 
bone’ depository or library. The latter contains a series of 
some five hundred built-in wooden boxes for the reception of 
osseous specimens, each box being provided with an index card 
that greatly facilitates reference to particular specimens. 


Dissecting Room Features. 

On the first floor is situated the main dissecting room for 
students, containing sixteen marble-topped teak tables. Each 
table is provided with four teak stools with leather-thonged 
seats, and is lighted by two overhead electric lamps. There 
are also central flood lights fixed to the ceiling. The floor is 
femented and built with a camber to facilitate flushing, the 
Water being carried off by a drain at one end. A large electric 
geyser ensures a plentiful supply of hot waiter. Lockers for 
students are provided in the corridor just outside the dissecting 
toom. A separate dissecting room for women students contains 
four tables arranged much as in the men’s dissecting room; 
although the sexes are separated in the dissecting room both 
attend the same lectures and demonstrations. On the first 
floor there is also ‘a laboratory for embryological research and 


‘possible to record 


‘a room for the study of surface anatomy; this latter room is 
furnished with voliing scales, height-measuring devices, and 
other anthropometric appliances. Two cubicles are provided 
‘where students may disrobe and study surface markings on 
each other. A locker room and a retiring room for lecturers 
complete the accommodation on this floor. 


Anatomical Museum. 

The top floor contains the lecture theatre, accommodating 
about 120 students in ascending tiers of seats built in a semi- 
circular amphitheatre. Ten windows at, the back and sides of 
the apartment provide adequate lighting. An Edinger projector 
for microscopical specimens is installed, and an epidiascope is 
to be provided later. Just outside the two entrances to 
theatre are recesses, one of which contains a large chest with 
sliding drawers in which diagrams and charts can be filed 
‘on the flat, while the other contains storage space for bones, 
models, and other specimens used to illustrate the lectures. 
The spacious anatomy museum, also on the top floor, contains 
eight glass showcases centrally arranged, as well as two large 
glass wall cases containing anatomical models and embryological 
and anthropological preparations. The museum is also fitted 
along one side with thirty glass-topped cabinets with protecting 
wooden lids, for the demonstration of delicate specimens 
without risk of damage. A card descriptive of each specimen is 
fixed to the inside of the wooden lid and is available for speedy 
reference. Adjoining the museum is a large laboratory for the 
‘study of physical anthropology, equipped with a dioptograph 
and other instruments for the exact measurement of specimens. 
Further along the corridor are two research rooms for private 
study, and another apartment, fitted with metal shelving, for 
the storage of glass-jar preparations. The professor’s retiring 
room is comfortably furnished, and, with a private laboratory, 
completes the accommodation of this department. 

The left wing of the new block is occupied by the depart- 
ments of physiology and physiological chemistry. In charge 
of the department of physiology is Professor W. A. Jolly, dean 
of the medical faculty of the university, while Dr. L. Bosman 
is lecturer in charge of the department of physiological 
chemistry. 

Physiological Equipment. 

On the ground floor of the new block are the retiring room 
of the professor of physiology and his private laboratory. 
The electro-physiology room opposite is completely equipped 
for investigating the electro-physical reactions of living tissue ; 
two string galvanometers working in conjunction make it 
raphically the responses of two separate 
organs simultaneously. The physiology museum contains large 
cases in which are displayed instruments used in experimental 
physiology and models of organs. On this floor is also a 
large workshop fitted with the tools necessary for the upkeep 
of the instruments used by the department. Here, too, new 
apparatus is constructed and instruments are copied. Adjoining 
the workshop is the battery room, containing a motor 
transformer for converting alternating current from the mains 
to direct current. Leading from the corridor is the students’ 
histology room, accommodating from forty to fifty students. It 
is equipped with four rows of benches, each student being 
furnished with a microscope, an illuminating lamp, and com- 
plete sets of reagents. Adjoining this room is a preparaticn 
room, where specimens used in connexion with the class are 
prepared. On the ground floor is also a large laboratory or 
histology preparation room fitted with a fume chamber, and 
electric and gas incubators. A plethysmograph room and a 
photographic dark room complete the accommodation on the 
ground floor. 
Pravision for Research. 

The first floor, like the ground floor, is occupied by the 
department of physiology ; here is situated the lecture theatre, 
accommodating about 120 students. Armchairs replace the 
usual benches in order to obviate bending forward over a desk 
and interference with natural respiration. The right-hand arm 
of each chair ends in a broad expansion on which the student 
may write while sitting erect. On this floor there is also 
a large experimental laboratory for students, fitted with a fume 
chamber, an apparatus for smoking record paper, and working 
benches. Each student is provided with the most up-to-date 
type of revolving drum driven by means of overhead shafting 
operated by electricity. A separate experimental ‘laboratory 
for advanced students contains a large kymograph, and adjoins 
a preparation room. In addition there is a large research 
laboratory. 

Physiological Chemistry. 

The top floor is occupied by the department of physiological 
chemistry. and contains a students’ laboratory accommodating 
forty students and fitted with the necessary apparatus and 
reagents. A smal] demonstration theatre adjoins it. The dark 
room contains up-to-date polarimeters and calorimeters, and is 
otherwise equipped for the work of the department. “ Opposite 
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is a research room used at present for the clinical work 


derived from the General Hospital. The remainder of this 
floor consists of a lecturers’ room and private laboratory, a 


pathological chemistry room, a low temperature room, and 


_@ store room. 


England and Wales. 


The Cardiff Meeting of 1928. 
Winding-up Reception. 
On the evening of October 23rd a reception and dance was 


‘held in the City Hall, Cardiff, to mark the winding up of 


the affairs of the Annual Meeting of the British Medical 
Association held in Cardiff in July last. Upwards of three 
hundred members and friends were present, and the official 
guests included the Lord Mayor and Lady Mayoress of 
Cardiff, Sir D. R. Llewellyn, Bt., and Lady Llewellyn, 
Mr. and Mrs. Allcock, and a number of others who had 
contributed to the success of the Cardiff meeting. The 
President, Sir Ewen Maclean, and Miss Maclean received 


‘the guests at 9 p.m., and dancing went on until 2 a.m. At 


10.30 p.m. there was an interval, during which the company 
assembled in the Council Chamber and certain presenta- 
tions were made to those who were particularly associated 
with the central organization of the work of the meeting. 
The Lord Mayor said that not only had it been an honour 
to the Association to be entertained by Cardiff, but it had 


‘been an equal honour to Cardiff to be visited by the 


Association, and that he and the City Council had been 
delighted to contribute to the success of the proceedings. 
Dr. W. E. Thomas, vice-chairman of the General Com- 
mittee, then presented to Miss Maclean a gold bangle set 
in diamonds. He spoke of the appreciative accounts of 
the Cardiff meeting which he had heard on all sides, and 
pointed out that such success could not have been achieved 
but for the great work of the Ladies’ Committee and of 
Miss Maclean, its chairman. Miss Maclean, in reply, 
expressed her great appreciation of the presentation, and 
paid a tribute to the work of her secretaries, Mrs. Cresswell 


and Mrs. Strachan, and to the officers of her various com-. 


mittees. Sir Ewen Maclean then presented the secretary 
of the Ladies’ Committee, Mrs. F. P. S. Cresswell, with a 
jewelled wrist watch, and the general secretary, Dr. G. I. 
Strachan, with a gold wrist watch and a silver lamp. He 
referred in glowing terms to the work put in by both these 
officers in connexion with the Cardiff meeting, and Mrs. 
Cresswell and Dr. Strachan replied appropriately. The 
final presentation was. to Mr. John Allcock, the city 
treasurer, who had acted as honorary treasurer of the 
meeting. This also was made by the President, and con- 
sisted of a clock and two bronzes.. Mr.- Allcock’s great 
services as honorary treasurer were acknowledged, and in 
his reply Mr, Allcock said that it had been a great pleasure 
to assist the Association in this way. A most enjoyable 
evening was spent, and the function was in every way a 
great succesr, 


St. Thomas’s Hospital Dinner. 

The old students’ dinner of St. Thomas’s Hospital has 
always been a very agreeable and well-attended function, 
and especially so on the last two occasions, when past and 
present members of the staff and medical school held their 
annual gathering in St. Thomas’s House, the admirable 
new residential club building in Lambeth Palace Road. At 
this year’s dinner, on October 26th, the chair was taken by 
Mr. E. F. White of Crowborough, past-president of the 
South-West London Medical Society. The large company 
included Sir George Makins, Sir Cuthbert Wallace, Dr. 
A. E. Russell, Dr. H. G. Turney, Sir Percy Sargent 
Professor H. R. Dean, Mr. Samuel Osborn, Dr. J. S. 
Fairbairn, Dr. F. F. Caiger, Professor F. G. Parsons, and 
Professor Hugh MacLean. After the King’s health had 
been honoured the chairman proposed the toast of 
‘* Prosperity to the Hospital and its Medical School,’’ and 
in a reminiscent speech expressed the affection and loyalty 
felt for St. Thomas’s by all old students. The toast was 
responded to by the almoner, Mr. George Roberts, on 
behalf of the governing body of the hospital, and by the 


dean, Professor L. S. Dudgeon, on behalf of the medical 
school. Mr. Roberts conveyed a message of regret from the 
treasurer, Sir Arthur Stanley, at his enforced absence, and 
welcomed very cordially the recent appointment of Colonel 
R. J. C. Thompson, a distinguished old St. Thomas's 
student, as medical secretary of the school, and of Mr, 
A. P. B. Irwin as secretary of the hospital in succession to 
Mr. G. Q. Roberts. Professor Dudgeon began with a warm 
tribute to the enormous services rendered to the hospital 
and school by his predecessor in the office of dean, Sir 
Cuthbert Wallace. He congratulated Sir Percy Sargent 
on his knighthood at the New Year, and mentioned with 
regret the deaths of Sir Bryan Donkin, Dr. J. J. Perkins, 
and other prominent old students. Among the events of 
the past year had been the holding for the first time of a 
post-graduate course for old students at the close of the 
long vacation, and the establishment of a chair of dietetics, 
As in previous years, a short toast list was followed by the 
informal reunions which distinguish such evenings from 
those spent wholly in ceremonial feasting. 


Care of the Feeble-minded. 

In an address entitled ‘‘ Yesterday and to-day in mental 
hygiene,’’ delivered at the Royal Albert Institution, Lap- 
caster, on the occasion of its twelfth quinquennial festival, 
Sir Robert Armstrong-Jones, Lord Chancellor’s Visitor in 
Lunacy, gave an account of the history of the movement 
for the care of the mentally defective in this country. 
The movement, he considered, began with Dr. Samue 
Gaskell, who, in the course of three articles in 1847 in 
what was then called Chambers’s Edinburgh Journal, gave 
an account of the work carried on at the Bicétre Hospital, 
Paris, on behalf of the feeble-minded. These articles 
inspired Dr. Andrew Reed, father of Sir Charles Reed, 
first chairman of the London School Board, to found Park 
House, Highgate, one of the first homes for mental defec- 
tives in this country. This was followed in 1850 by the 
opening of Essex Hall, Colchester—now the LEastem 
Counties Institution—and of Earlswood in 1853. The 
wisdom and sympathy of Dr. Andrew Reed, stimulating 
like feelings in various eminent northern citizens, inspired 
the foundation of the Royal Albert Institution in 
Lancaster. To-day, said Sir Robert Armstrong-Jones, the 
supporters of the Royal Albert Institution were still 
animated by the spirit of Andrew Reed. They were 
devoting themselves to the study of human nature in its 
most humiliating forms, so that they might help to 
alleviate the distress of parents and kindle in them a hope 
of improvement in their afflicted children. The Royal 
Albert Institution, by tact, skill, and kindness, educated 
the untaught, the undisciplined, and the uncared-for to be 
helpful to themselves and to others. He believed that the 
transformation of character achieved in the sullen and self- 
willed was a testimony to the patience, interest, and skill 
of the medical superintendent and his staff. The outcome 
of the inquiries into the j.roblem of the feeble-minded by 
the Royal Commission of 1904-8 was the enactment for 
England and Scotland of the Mental Deficiency Act of 
1913, amended in 1927. This Act made three authorities 
—the county and borough councils, the educational autho- 
rities, and the Poor Law guardians—vesponsible for the 
feeble-minded. Sir Robert Armstrong-Jones made a plea 
for the continuance of the work of these authorities. This 
would ensure control of the feeble-minded after the age 
of 16, a period when they most needed and could profit 
from such control. He concluded by paying a warm 
tribute of respect and admiration to the enthusiasm of 
the voluntary workers who had given so much of theit 
time to looking after those who had left school and were 
otherwise not cared for. Local voluntary mental welfare 
associations who befriended and visited mental defee- 
tives, in his view, did a great service not only to theif 
country, but to all humanity. 


Pathological Research in Leeds. 

In the annual report for 1927 of the department of 
pathology and bacteriology of Leeds University, Dr. M. J. 
Stewart, professor of pathology, and Dr. J. W. McLeod, 
Brotherton professor of bacteriology, give a gratifying 
account of research work completed and in progress. 
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outstanding feature is the elaboration of a practical .appli- 
cation of the oxidase reaction to bacteriological technique. 
This has greatly facilitated the. recognition of the - gono- 
coccus, meningococcus, cholera vibrio, and other bacteria 
in mixed culture, and has already. been brought into 
extensive use in the diagnosis of gonorrhoea by cultural 
methods. The time required for the examination —is 
reduced by more than half, and the operation has gained 
considerably in accuracy. Certain theoretical aspects of 
the bacterial oxidase are now being explored. 
the morbid anatomy of the stomach and intestine is 
continuing; two papers on tuberculosis in this. region 
have been published, and an extensive account of gastric 
and duodenal ulcer is being prepared in collaboration with 
Dr. A. F. Hurst. A large series of patients who have 
undergone partial gastrectomy is being followed up and a 
report is being prepared, Other investigations in progress 
relate to the determination of the presence of bile salts; 
the etiology of gall-bladder infection ; pulmonary asbestosis ; 
tuberculosis of the tracheo-bronchial lymphatic glands and 
the male genito-urinary tract; myeloid epulis of the jaw; 
the antigenic components of Salmonella strains; and the 
diagnostic value of the fractional test meal in diseases of 
the stomach. The routine work of the department has 
considerably increased and some addition to the staff is 
contemplated. Plans for a new pathological institute have 
been prepared, and work has already begun on the exten- 
sion of the main medical school buildings, which will 
temporarily accommodate the bacteriological section during 
the erection of its future home. At the request of the 
Leeds Board of Guardians, Professor Stewart drew up a 
scheme for pathological work at St. James’s Hospital, and 
anew and well-equipped laboratory has now been opened. 
In addition to routine and research work a short post- 
graduate course in surgical pathology was given during 
the autumn term of 1927, and officers of the department 
collaborated in a post-graduate course of instruction for 
general practitioners. An experimental farm has been 
acquired by the department of experimental pathology 
and cancer research of which Professor R. D. Passey is 
director. The work in this department during the past 
year has included a study of the effect of physico-chemical 
changes on the growth of cells. As the result of an 
inquiry it is reported that there appears to have been no 
real increase recently in lung cancer, and that, when 
due allowance has been made for the increase in the 
number of necropsies and the number of patients admitted 
to the Leeds General Infirmary, where the investigation 
was conducted, cancer in general does not appear to be 
amore frequent finding than it was thirty-five vears ago. 


Tuberculosis in Lancashire. 

The tuberculosis death rate in Lancashire has been con- 
sistently lower than that for England and Wales, and a 
still further decrease is announced by .Dr. G. Lissant Cox, 
central tuberculosis officer of the Lancashire County 
Council, in his report for the year 1927. [t is noteworthy 
that the decline in the death rate has occurred in spite 
of the serious amount of unemployment in the staple 
industries in this county during the last five years, but 
Dr. Cox is doubtful whether it will continue in 1928 with 
the industrial condition almost unchanged. The factors 
Which appear to be concerned in this abatement of tuber- 
culosis call for some consideration. They include: special 
measures dealing with the disease, supervision of the home 
conditions of patients, with education in hygiene; isola- 
tion in hospitals; and the destruction of cows suffering 
from active tuberculosis. That such local measures have 
played a definite part is indicated by the fact that the fall 
in the death rate in 1927 coincided with a rise in the 
general death rate from all causes in Lancashire by as 
much as 6 per cent. above that in 1926. Dr. Cox discusses 
these measures under three headings—namely, the dis- 
pensary unit, with which is included the notification of 
tases; the institutional unit; and the after-care of patients. 
He reiterates his belief that the dispensary unit should 


’ Operate over an area with a population of 350,000 in urban 


centres, or of 250,000 in the case of rural districts; he is 
fonvinced that smaller areas tend to inefficiency. Such a 


unit can, he finds, be staffed adequately by one consultant 


Study of. 


and two assistant tuberculosis officers. 


toriums; in this way the medical superintendents of 


these institutions are prevented from being isolated and: 


can take part in dispensary work. It is advised that sana- 


toriums should be kept small, 150 beds being the maximum. : 
The value of after-care committees is emphasized ; nineteen» 
This county has paid. 

The results of light 


of these are at work in Lancashire. 

particular attention to heliotherapy. 
treatment in non-pulmonary tuberculosis were very satis- 
factory in 1927, especially in dealing with lupus and aden- 
itis with abscess formation and skin involvement. Research 


is being continued as in previous years, an annual sum of . 
. £200 being received from the Lancashire County Council - 


for this purpose. Various forms of treatment are investi- 
gated, and study is being made of the fate of young 
children in tuberculous households, the circumstances 
attending non-notification and late notification, the pro- 
portion of cases diagnosed in the first place by radiological 
examination and subsequently confirmed clinically, and the 
high prevalence of tuberculosis in the Furness sub-area. 
Although silicosis is not an acute problem in Lancashire 
it has received attention, and evidence has been obtaimed 
that the inhalation of silica dust helps to increase the death 
rate from tuberculosis. Cordial co-operation of tuber- 
culosis officers with general medical practitioners is 
emphasized by Dr. Cox as being an essential feature of a 
properly co-ordinated scheme. The large majority of new 
patients examined by tuberculosis officers were referred 
in the first place by general practitioners as being sus- 
pected cases; the remainder were the result of notification. 
The systematic use ef x rays in the county dispensaries 
provides a valuable additional diagnostic procedure: 
Routine medical treatment which can be provided by 
private practitioners is not arranged at the dispensaries. 
Doctors commencing or taking. over practices are informed 
by the tuberculosis officer of the address of the nearest 
dispensary and the facilities existing for special lines of 
treatment. With a view to intensifying the interest and 
efficiency of the staff, short post-graduate courses for tuber- 
culosis officers and nurses are arranged so as to enable 
them to keep abreast of modern discoveries, As in previous 
years, Dr. Cox’s report presents a comprehensive survey 


of the whole problem of prevention and treatment of - 


tuberculosis, and the immense amount of information with 
regard to details of treatment commends it to the con- 
sideration of all interested in any side of the campaign 
against this disease. 


Birkenhead General Hospital Centenary. 

The Birkenhead Advertiser published on October 27th a 
special supplement marking the attainment of the cen- 
tenary of the Birkenhead General Hospital, and contain- 
ing an interesting historical sketch of the evolution of that 
institution since 1828. In that year, when the population 
of the town was under 3,000, a dispensary was instituted 
by John Laird, son of the founder of the famous Mersey 
shipbuilding firm of Cammell Laird and Company, who 
built or purchased a suitable building and equipped it for 
the purpose. It was originally intended only for out- 
patients, but within the first year four beds were added. 
Seventeen years later a larger building, known as the 
Birkenhead Hospital and Dispensary and built on a site 
given by Mr. Laird, was opened, with increased accommo- 
dation for in-patients. Between then and 1862 the town 
grew rapidly, the population rising fron: 24,000 to 57,000, 
and the need for increased hospital facilities became 
urgent. When an appeal for public support failed to 
vield the necessary funds Mr. Laird again came forward 
and offered to provide a suitable building himself. This 
institution contained 50 beds, with other accommodation 
on an appropriate scale, and was opened in 1864 as the 
Borough Hospital.. Since that time the institution has 
grown steadily, in spite of financial and other difficulties, 
and now contains 156 beds. Two years ago the name was 
changed to the Birkenhead General Hospital. The most 
pressing need to-day is for funds to cover the cost of the 


Moreover, it. is- 
urged again that the dispensary tuberculosis officer should- 
have beds at his disposal; this has been arranged fn the’ 
case of four out of five of the Lancashire dispensary areas. ' 
Sparsely populated rural districts may be linked to sana-- 
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new out-patients’ department, which it is hoped to open 
free of debt at an early date. Towards the sum of 
£20,000 required a certain amount has been received, and 
a special centenary appeal has been made for subscriptions 
to make up the balance. The Advertiser’s supplement 
contains much interesting matter, including photographs 
and sketches of old and new buildings, reprints of old 
reports, and reproductions of a dietary list issued in 1870, 
and of an appeal made in 1862. A statistical summary 
shows some striking comparisons between conditions in 
1864 and these prevailing in 1927; the number of in- 
patients increased from 351 to 1,707, and out-patients 
from 4,590 to 15,672; rates rose from £2 12s. 6d. to 
£49 12s. 3d.; the cost of drugs, bandages, and surgical 
instruments was under £232 in 1864 and over £2,648 last 
year, when salaries and wages absorbed £5,850, against 
£286 in the earlier year. 


East Suffolk and Ipswich Hospital. 

Princess Mary opened the new pathological department 
of the East Suffolk and Ipswich Hospital on October 20th. 
In connexion with this ceremony a descriptive booklet 
was published containing a short account of the events 
which led up to the establishment of the laboratory, 
particulars of its building and equipment, and a_ short 
history of the hospital. At the birth of the Ipswich 
Hospital in 1836 it was described as ‘ an Asylum for the 
Halt, the Lame, and the Blind ’’; developments and expan- 
sion gradually followed, the most important of which 
was the opening of the war memorial wing in 1924 by 
the Duke of Connaught. This wing comprised separate 
surgical and medical wards and open-air balconies, gynae- 
cological and maternity departments, an operating theatre, 
a large lecture room, and accommodation for uro-genital 
and special cases. Three-fourths of the existing property 
and equipment of the hospital has been added during the 
last twenty years. The new laboratory, which has been 
erected as a separate building at the north-east corner of 
the hospital, includes a waiting room for patients as well 
as the biochemical and pathological departments; leading 
out of the chemical laboratory is a dark room for photo- 
graphic work in connexion with pathological specimens. 
Part of the general laboratory on the first floor is parti- 
tioned off by plate glass to form a vaccine preparation 
room, and in close connexion with it are reoms for section 
cutting, sterilization, and autoclaves. The whole building 
is lighted throughout by electricity, the totally enclosed 
type of shadowless lamp having been installed; the switches 
and other fittings are constructed with non-metallic sub- 
stances. The equipment of the laboratory is fully up to 
date, and it is believed that the building will provide 
adequately for the pathological work of the hospital and 
the surrounding district for many years to come. 


Ultra-violet Ray Treatment at Massage Establishments. 

-The Public Control Committee of the London County 
Council is proposing that in all licences to carry on 
massage or special treatment establishments at which the 
administration of ultra-violet ray treatment is authorized 
the following condition shall be inserted: ‘ That ultra- 
violet ray treatment be administered only in accordance 
with directions given by a registered medical practitioner 
with reference to each person to whom such treatment is 
given, and only by such persons as may be approved in 
that regard by the Council.” It is stated that recently 
applications have been submitted for consent to give ultra- 
“violet ray treatment at certain massage establishments 
already subject. to general conditions attaching to licences 
and it is felt desirable that the regulations should embody 
a condition designed to secure adequate medical guidance 
in the use of the new treatment. 


Harrogate Infirmary Contributory Scheme. 

At a half-yearly meeting in connexion with the 
Harrogate Infirmary contributory scheme held recently 
it was announced that as a result of an agreement reached 
between representatives of the Infirmary and the Knares- 
borough board of guardians, contributors could now he 
admitted to the institution infirmary at Stockwell. Road 
and paid for out of the funds of the contributory scheme. 


Mr. J. R. Whiteley, presenting the report of the execu-_ 


tive committee, said that the vast majority of the large 
business concerns in the town were working the scheme, 
but many small ones had not yet joined. The most satis- 
factory method of obtaining subscriptions was by the co- 
operation of employers and employed. There had been 
some discussion owing to the fact that it was necessary 
to obtain a medical certificate as well as a voucher for 
admittance to the Infirmary. No certificate was required 
in urgent cases, but a certificate was thought necessary 
in a general way to prevent trivial cases being brought 
forward. A proposal for the formation of ward committees 
was adopted; it was felt that the introduction of such a 
scheme would popularize the whole movement. The chair- 
man, Mr. Herbert Frankling, mentioned that the general 
committee had decided that maternity treatment should 
not be a benefit under the contributory scheme. Such 
treatment in special cases was already provided for both 
by the municipality and by the county council. If the 
treatment were placed under the contributory scheme there 
might be some question whether the municipality would go 
on paying. 


Scotland. 


Hospital Services in Scotland. 
Sin Jonx Gitmovr, Secretary of State for Scotland, on 
October 25th opened a bazaar at Falkirk in aid of the 
Falkirk and District New Infirmary Appeal Fund; the 
object of the bazaar was to raise £5,000 to complete the 
sum of £100,000 necessary to erect the new buildings. 
Sir John Gilmour said that as the Minister responsible 
meantime for the health of Scotland, he observed the 
work in Falkirk with satisfaction. They were coming more 
and more to recognize that the great institutions of 
medical services must direct their attention not so much 
to curing disease as to taking preventive measures. For- 
tunately science and teaching were showing the way, and 
in Falkirk something was being done which would enable 
science and the devotion of doctors and surgeons, as well 
as nursing staffs, to put into effect the teaching of science. 
In the co-operation of voluntary effort it was necessary 
to link up with all the local authorities around them. 


One of his efforts in the reforms he was now proposing 


was to make more and more certain of that co-operation. 
He was happy to think that in Falkirk recognition both 
by the workers and by the authorities had led to combina- 
tion in dealing with the problem of maternity and child 
welfare. Housing was another aspect of the problem, and 
the clean houses in which people could live with a greater 
amount of fresh air than in the past were going to be 
of vital assistance to doctors and sanitary authorities 
throughout the country. These were examples of the 
things in which a combination of effort was necessary 
and essential. 

Congested Areas in Edinburgh. 


Dr. William Robertson, medical officer of health for: 


Edinburgh, in an address given under the auspices of the 
Edinburgh Women Citizens’ Association on October 23rd, 
said that it was too late to blame anyone for the apathy 
that prevailed in the matter of slum clearance schemes; 
the situation, however, must be faced, and a systematic 
campaign conducted for rehousing people who required 
alternative accommodation on account of insanitary con- 
ditions. At present in Edinburgh the sanitary inspector 
had on his books 5,035 individual houses which were con- 
sidered unfit for human habitation, and in time some of 
these would be included in slum clearance schemes. There 
were, however, many isolated properties scattered over the 
municipal area which could not be embraced by the improve- 
ment schemes. It was necessary, therefore, that munici- 
palities should provide houses for persons whose dwellings 
were insanitary but did not fall within improvement 
schemes, as well as for those whose houses were situated 
in slum clearance areas. At present an anomaly existed 


in the fact that a householder was entitled to a com- 


paratively cheap municipal house if he had been dis- 
possessed as the result of a slum clearance scheme, while 
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the unfortunate tenant who had been living in an in- 
sanitary dwelling had to pay a dearer rent because his 
condemned house did not happen to be included in such 
a scheme. This led to much disappointment. The speaker 
believed that in the course of ten or twelve years they 
tould break the back of the housing needs of the necessitous 
with an annual contribution of 500 new dwellings, but of 
these a certain number should be set aside for people who 
lived in condemned dwellings not included in improvement 
schemes. Probably fifteen or even twenty years would 
elapse before slums became rare sights in the city. 


The Doctor and the State. 

A lecture was delivered in Edinburgh by Dr. Chalmers 
Watson on October 24th, under the auspices of the Combe 
Trust, on ‘‘ The doctor, the individual, and the State.” 
Sir John R. Findlay, who presided, in introducing the 
lecturer, drew attention to the aims of the founder, who, 
he said, held that man’s happiness and prosperity in life 
depended to a large extent upon his knowledge of the laws 
of nature. George Combe had written his disposition in 
1843, but the principle was as true to-day as when the 
lectures were founded. The lecturer said that the mean 
duration of life had increased 50 per cent. in the past fifty 
years, and during this period great departments of publie 
health had been evolved dealing with national health 
insurance, maternity and child welfare, tuberculosis ser- 
vices, laboratory services, and so on. The activities of 
these bodies had centred largely on questions of general 
hygiene, and their success had been due mainly to their 
influence on the external environment of individuals. In 
the matter of personal hygiene, however, the position had, 
unfortunately, been otherwise. Except in the matter of 
excessive use of alcohol, the generation now in the vigour 
of life committed the same indiscretions as their grand- 
fathers, with the result that several common diseases— 
such as rheumatism, arthritis, high blood pressure, and 
cancer—showed no diminution in frequency or deadliness. 
An increasing body of medical opinion was convinced that, 
whatever the ultimate cause of these conditions might be, 
the most important cause was the lowered resistance in- 
duced by persistent neglect of laws of health. Bacteria 
played an important part in the causation of disease, but 
these were for the most part normally present in the 
ligestive tract or other tissues, and were, during health, 
innocuous. It was essential to recognize that the sudden 
death from heart disease of a man aged 60, the sudden 
mset of apoplexy in a man at his desk, and the crippled 
joints of rheumatoid arthritis were merely terminal inci- 
dents in a slow premature degenerative change due, for 
the most part, to preventable causes. Death was inevitable, 
but physiological old age and death was one of the rarest 
occurrences. The life of a man comprised three epochs—an 
ascent up to 20, a plateau from 21 to 45 or thereby, and 
a descent. Under modern conditions the period of ascent 
was disturbed by many incidents or diseases, arising from 
neglect of nature’s laws, but the diseases from which 
they died were essentially labels attached to the end- 
products of disease, and the names gave no indication as 
to the cause. The cure of these conditions lay in preven- 
tion. The spread of knowledge would reveal that disease 
and premature death were the logical outcome of causes 
which man could himself control, while no miracle could 
deliver him from the result so long as. he persisted in 
cultivating the causes. The smooth working of the alimen- 
tary system was one of the most important factors in man’s 
fontinued existence, and the ignorance which prevailed on 
the subject of dietetics was responsible for much preyent- 
able illness and many premature deaths. The theory that 
the role of the doctor was to enable society to err without 
‘suffering was still too much in vogue, and students were 
taught, not how disease might be prevented and cured by 
a rational system of living, but how its symptoms might 
be relieved” by synthetically prepared drugs. Disease 


never attacked a healthy organ, and there was too much 
Persistence of ancient superstition and of the belief in 
“the bottle,” which had been referred to as characteristic 
of many millions of their countrymen. The natural exten- 
Sion of the admirable preventive work carried out recently 
by public health authorities should involve a satisfactory 


linking up of the services of the family practitioner, and 
would also involve a reform in medical education. The 


development of a campaign for health would bring the. 
numerous campaigns against disease—cancer, rheumatism, . 


tuberculosis, heart disease, ete.—into a truer and wiser 
perspective. 
Municipal Scheme for Artificial Sunlight. 

The Corporation of Edinburgh has decided to take steps 
to make ultra-violet radiation available for purposes of 
treatment to the citizens generally. An installation at 
the Portobello Baths was inspected on October 23rd by 
members of the town council, when it was explained that 
this was intended in the main for healthy persons who 
were run down and in need of a tonic, although special 
casés, medically certified as suitable for applications of the 
mercury vapour lamp would be taken. Dr. Robertson, 
medical officer of health, said that the installation of two 
open arc lamps and a mercury vapour lamp had been made 


on account of the fact that similar establishments in 


England had proved a success. The human being might 
suffer considerably if continuously deprived of sunlight, 


and, for example, rickets might develop among children 


which could be cured by a course of artificial sunlight 
treatment. This new form of medication had got into the 
hands of people who exploited it as a money-making scheme. 
Artificial sunlight was not a cure for all diseases by any 
means, and its scope was limited to the treatment of a few 
conditions; quackery must be guarded against by the 
general public, and therefore medical supervision would be 
strictly exercised in the use of these lamps; the mercury 
vapour lamp would be used only upon the advice of a 
doctor. The new service will be reserved three days a week 
for women and three days for men, at a moderate charge. 


Ireland. 


School Medical Services in the Free State. 
GeneRAL R. Muucany, Minister for Local Government and 
Public Health in the Free State, in a recent address on 
school medical services, said that the organizing of these 
services must be regarded as fitting the keystone in their 
modern health system. It provided public health autho- 
rities with a vantage point of enormous value, not only for 
the direct prevention and treatment of disease, but for 
the education of the individual. In addition, it would 
provide very valuable localized statistical material, which 
would help very considerably in dealing with problems of 
environment. The modern public health movement, which 
began in the early part of the nineteenth century, reached 
its third phase in recent legislation dealing with personal 
hygiene. Its. first stage was principally characterized 
by the development of waterworks and sewage disposal 
systems, and its second by more effective control over 
contagious diseases. The importance of personal hygiene 
was, however, recognized from the very start; the delay 
in its case was due to the fact that in respect of this 
phase of public health reform, more than of any other, 
popular education for the acceptance of its principles was 
required. School. medical inspection was introduced in 
Great Britain in- 1907, but it was not until 1919 that the 
Public Health Medical Treatment of Children (Ireland) 
Act devolved this duty on county and county borough 
councils. Describing the system now prevailing in Dublin, 
he stated that the child in the ptimary schools would be 
subjected to inspection at three ordinary periods of the 
school life—at entrance, at the age of 8, and on leaving. 
{In addition, any child who came under notice for defects 
might be specially examined. The system, General Mulcahy 
said, had been instituted only this year, and up to the 
present, out of a total of 173 schools, 56 had been examined, 
There was splendid co-operation, in spite of some great 
difficulties, on the part of the school authorities. The facts 
brought to light by the examination had been in many 
ways a source of satisfaction. Among 10,752 children 
examined in Dublin there were only 42 cases of non- 
pulmonary tuberculosis, 20 cases of definite pulmonary 
tuberculosis, and 18 cases of suspected pulmonary tuber- 
culosis, this being less than 0.8 per cent. of the children 
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inspected. Rickets appeared to be almost non-existent 
where, because of poverty and other causes, many cases 
might have been expected. So also was personal uncleanli- 
ness. The principal defects were shown to be: dental 
caries (5,336 cases, or 46 per cent. of the children in- 
spected), tonsils, adenoids, etc. (2,248 cases, or 21 per 
cent.), eye defects (2,609 cases, or 24 per cent.), malnutri- 
tion (594 cases, or 5.5 per cent.). Where treatment was 
necessary arrangements were made for it either at the 
hospitals or at a special clinic. It was estimated that the 
total cost for next year in Dublin would be about £5,000, 
half of which would be contributed from central funds. 
All close students of the economics of public health finance 
were satisfied that no other activity on the preventive side 
gave a more direct return than the early diagnosis and 
treatment of children’s ailments. The cost per child was 
trivial, but it purchased an increase of health, happiness, 
and efficiency for the individual, and, therefore, in a wider 
degree, for the community at large, and saved many a 
permanent incapacity. The staff of the school medical 
service for Dublin consisted of two school medical officers, 
two school nurses, and clerical assistants. In Cork City, 
where a scheme had been in operation for four years, the 
arrangements were fully developed. During 1927 the follow- 
ing received treatment: (1) at Eye, Ear, and Throat Hos- 
pital and by private practitioners—(a) operative treatment, 
187; (b) refraction, 499; (c) glasses prescribed, 483; (2) at 
school clinic—minor ailments, 412; (3) at Dental Hospital 
and by own dentist, 1,277. In Limerick county borough 
arrangements for the appointment of an assistant medical 
officer of health, to whom will be assigned the duty of 
school medical inspection, and of a whole-time nurse have 
been sanctioned. Waterford, alone of the county boroughs, 
had not moved in the matter. In Clonmel a scheme worked 
by a part-time staff was giving satisfaction. In counties 
where county medical officers of health had been appointed 
schemes were being formulated and officers appointed. In 
Offaly two school medical officers, with the assistance of 
a temporary staff of nurses, had begun the preliminary 
survey of the children; permanent nurses were to be 
appointed. In addition to the county medical officer of 
health, an assistant had been appointed in Kildare at 
a salary of £600 for school inspection. The Cork staff 
consisted of one chief school medical officer and the county 
medical officer of health; three school medical officers were 
recommended for appointment, and six school nurses were 
sanctioned, but the appointments had not yet been made. 
In Louth two whole-time nurses would be appointed without 
delay, and meanwhile the county officer of health would 
start the preliminary survey with the aid of a temporary 
nurse, who was undergoing a Course of training in Dublin. 
The Minister, in conclusion, said that they had started 
fairly systematically on the work, and already, in the case 
of thousands of children in the country, defects had been 
remedied at very early stages. They were quite satisfied 
that, although the work had only begun, they had ensured 
much greater happiness, health, and efficiency to a fairly 
large number of the population. 


Correspondence. 


TROPICAL AUSTRALIA. 

_ $rr,—Dr. Andrew Balfour, in the British Medical 
Journal for May 19th (p. 875), put to me a definite 
question. May I point out that I live 1,500 miles from 
the cane fields, and also that the precise answer to his 
question cannot be given till the census of 1931. In the 
meantime, however, Dr. Cilento, director of the Division 
of Tropical Hygiene in the Commonwealth Medical Service 
has furnished me with information, which is as follows. ; 

The Italians in Queensland come mostly from north Italy. 
In 1921 there were in the whole of Queensland only 1,838 
Italians, including women and children. In the tropical 
coastal belt the population was 103,000, of which Italians 
were less than 1 per cent.—that is, between 850 and 900. 
It was at this juncture that Dr. Cilento wrote: ‘ The 
white man in the tropics—that is, before the Italian 


immigration. With American restriction the tide set in 


to Australia, and whilst in all Australia there were in 1921 
4,903 Italians, by 1927 there were 23,120 additional; of 
these approximately 7,000 went to tropical Queensland, 
giving a total population in that part of Australia of about 


‘8,500 in a population of 120,000—that is, about 7 per 


cent.”’ 


Sugar growing in Queensland dates from 1905, and up 
to 1921 was conducted by Anglo-Saxon labour almost exclu- 
sively. In certain limited areas on the cane fields the 
Italians constitute a large proportion, one-half, and in one 
instance mere than one-half of the population, but the 
condition is only of five years’ duration. On sugar pro- 
duction, as a whole, there are 30,250 men employed, and 
of these the Italians number 2,700, or about 9 per cent. 
The unions assert that the Italians take two hours longer 
to do a day’s work, and consequently upset awards of the 
court. On the other hand, they are easier people to handie 
from the employers’ point of view, and consequently this 
statement and grievance must be left for proof and further 
investigation. As regards Dr. Balfour’s previous question, 
there are no fourth generation people in tropical Queens- 
land, because the country is not old*enough. 

Dr. Cilento adds that, as to areas where Queenslanders 
of the second and third (resident) and second (born) genera- 
tion do the manual labour, any part of northern Queensland 
may be cited. The condition is very general. 
- In conclusion, I only wish it were possible for friends 
like Dr. Balfour to visit tropical Queensland and examine 
the problem personally; we should warmly welcome them. 
If they then moved to the mandated territories nearby they 
would see within a few days what damage an infected 
native population can do. Australia is most fortunate that 
she ‘does not harbour so destructive a factor. 

The medical services in the mandated islands are doing 
their best and making an honest attempt to control disease 
amongst the natives, but only those like Dr. Balfour, or 
perhaps the writer, who have tried to do such work, appre- 
ciate the magnitude and complexity of so colossal a medical 
problem.—I am, etc., 


Melbourne, Sept. 7th. James W. Barrett. 


FAMILIAL GLIOMA RETINAE. 

Srr,—The glioma family described by Mr. Letchworth 
in your issue of October 13th (p. 656) brings to my mind 
a not dissimilar family history. 

A baby boy (aged 9 months, I believe) was operated upon 
by the late Dr. Argyll Robertson for glioma of the left 
retina. He recovered and grew up; he married, and had 
four children. Of these the first was described to me as 
stillborn; I do not know the cause of death of the foetus. 
The second child (first living birth) and the following, a 
girl and a boy, both died of double glioma at the age of 
approximately 4 years. The father absolutely refused to 
allow operation, although without operation he would never 
himself have grown up—but perhaps from the racial, if 
not from the individual, point of view he may have been 
wiser than swe were. The fourth child, when last I saw 
her as a little girl of 3, was apparently quite healthy. She 
was a posthumous child, for in the meantime the father, 
who had been serving in France in the army, was sent 
home ill and died of multiple intracranial new growths. 

It seems more than strange that an infant rescued from 
death by glioma should have grown up to procreate four 
children, of whom two at least died of that disease ; and 
that he himself should then have died of it at: the age 
of 27. With the commentary in Mr. Letchworth’s last 
paragraph one must sadly agree.—I am, etc., 

Grorce Sym, M.D., F.R.C.S.Ed. 

Edinburgh, Oct. 22nd. 


SANOCRYSIN, SUNLIGHT, AND THE SKIN. 

Sir,—All ‘workers in tuberculosis will have read wit 
great interest the authoritative article by Dr. L. S. T. 
Burrell on the value of the heavy metals in pulmonary 
tuberculosis in your issue of October 27th (p. 737). ; 

There is one very important complication of sanocrys@ 
to which I have not found reference in the literature, and 
that is the effect of sunlight on the skin. One of my 
patients, who had received sanocrysin, returned from 
Switzerland with a lilac-coloured pigmentation of the face 
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1 and neck, only those parts being affected which had been The chief danger in the administration of chloroform or _ 
Hf exposed to the sun. Thus the forehead shaded by the hair | of ether and chloroform mixtures lies in the risk of an a 
; was quite white. The colour was noticeable to the patient | overdose from the heavy chloroform vapour which is given ~ _ 
"s and her friends, and made her appear as if blue from cold | off from a more or less saturated mask of lint or gauze. =a 
“ even on a hot day. I have subsequently heard of two | This risk is entirely obviated in the method that I have @ 
7 similar cases, and in one, I understand, a section of a | described, as in this a uniform proportion of anaesthetic tt 
| portion of the skin showed a deposit of gold there. is inhaled with each breath. In the case of long opera- 
1p ‘This noteworthy complication serves as a warning that | tions it is as well to change to ‘‘ open ether” at the end 
~ no patient who has had a course of sanocrysin treatment | of about an hour. . 
he should expose himself to bright sunlight. Whether injec- I do not recommend the method for men of a burly type, 7 
he tions of sodium thiosulphate would be a safe therapeutic | though anaesthesia can be obtained with them if occasional :. 
» measure and likely to afford relief is a point on which | re-breathing into a bag is practised at the beginning of q 
te information would be welcomed.—I am, etc., the induction. For obstetric work—especially if single- 5. 
nd London, W.1, Oct. 27th. G. E. Beavmonr. handed—I find the method invaluable, as after anaes- ® 
a thetizing the patient one has only to rotate the cylinder to fs 
he QUININE BLINDNESS AFTER INJECTION OF . — ed ome and then give it to an assistant to t 
Tie VARICOSE VEINS. oid in piace.—tli am, etc., . 
his _Sir,—In Mr. G. H. Colt’s article on the modern treat- | Guildford, Oct. 22nd. H. F. Parker, } 
ment of varicose veins, published on September 22nd, the 
mn, appear ANAESTHESIA FOR TONSILLECTOMY AND 
ns- We must also remember that quinine sometimes produces REMOVAL OF ADENOIDS. i 
ers _if it were so it was a grievous fault,”” and so great a | goth, p. 726) invites comments on his letter. The question { 
ra- risk should be an absolute contraindication to the use of whether the children who have tonsils and adencids a 
nd fact that ‘‘ efforts to combat the | moved are cured concerns the surgeon rather than the 
blindness have had but one uniform result—complete and 
: ” . anaesthetist. It is certainly an important point, and no _ 
nde 316), Trans, Ophthal. Ges.; ‘doubt in some cases there infection. 
ine To explore these cases thoroughly it is not necessary to 
om. On looking up Mr. Colt’s reference (loc. cit., p. 313) I give aa as Dr. Somerset ene it can be easily accom- gf 
hey find that the following is stated : 
ted “* Dosage.—Blindness occurred with doses varying from 35 gr. to plished -with nitrous oxide and oxyge — transient 
~~ 9 gr. administered during the preceding twelye hours. In the case | anaesthetic agent than even ethyl chloride. This last week : 
where only gr. proved toxic, 20 gr. were administered intra- | I saw Dr. de Caux give nitrous oxide and oxygen with a 
a the remainder had both oral and intramuscular. No relation ‘could | four operations for the removal of enlarged tonsils. The q 7 
thus be established between the degree of toxicity and the method | operations were performed by Mr. Abel at the Woolwich 
© of exhibition of the drug.’ (My italics.) War Memorial Hospital. He dissected out the tonsils . 
wr The minimum dose was 35 grains. and took plenty of time to see that the cavities left by the 4 a 
ae In injecting varicose veins with Douthwaite’s solution | removal of the tonsils were quite free from oozing before _ 
of quinine-urethane, 2 c.cm. contain 4 grains. If we are | the patients left the operating table. The surgeon said q 
Fs very reckless and give 3 c.cm, the dose is 6 grains, or | that he was quite satisfied with the anaesthetic. _ 
about one-sixth of the minimum toxic dose in Smith’s My own method for the nasal, antral, and sinus opera- se 
series. Are we to understand that the intravenous adminis- | tions is to anaesthetize the patient with nitrous oxide or BB 
orth tration of 6 grains of quinine is in any way comparable | ethylene and to introduce quickly a Kuhn’s tube into the q 
‘ind with the 35 grains in Smith’s series—especially in view of | larynx; the pharynx is then packed off with gauze, and the EB 
the fact that the dose is only repeated once or twice | gas supply is continued through the tube by means of a - 
pon a week? Unless this is proved to be so, the risk of quinine | fitting which was made for me by Messrs. Pegler Brothers, . *e, 
left blindness—like that of pulmonary embolism following in- | brass founders, Doncaster. 
had jection treatment—should be relegated to the limbo of There is no limit to the length of time the anaesthetic - 
> as exploded bugbears.—I am, ete., may be continued in this way—the longest I have expe- . 
tus. Hove, Oct, 23rd. St. Greorce B. Devisie Gray. rienced up to the present is about one hour, and the mm 
anaesthesia has been satisfactory so far. The patients 
+ have made a very speedy recovery. _ 
1 to SAFETY IN ANAESTHESIA. If I may make an observation on anaesthetics for q 
ever - Sir,—Among the recent letters written on the subject of | general work apart from the tonsil and adenoid operation I 
|, if anaesthetics for tonsillectomy I have not: noticed any refer- | would like to say that in my opinion it is unkind—to say 
been ence to the use of a chloroform and ether mixture given in | the least of it—to give ether or more dangerous anaes- 
saw a Clover’s inhaler without a bag—that is, an open method. | thetics to patients when nitrous oxide and oxygen will 
She For many years past I have largely used this method of | suffice. I know that some surgeons say they cannot 
her, anaesthesia, and have found it to give consistently good | operate with it, but then there are some surgeons who put 
sent results, into an abdominal wound a retractor about the size of a 
3. To induce anaesthesia six fluid drachms of chloroform | fire shovel and say ‘‘ pull on this, sister’?! Believe me, 
Be and — fiuid drachms of ether are freshly mixed in a | it takes some anaesthetic to stand it!—I am, etc., 
our — conical measuring glass, and are then poured. into the 
and as inhaler. The latter is next ae by holding it Doncaster, Oct. 22nd. > = Sone 
age under a hot-water tap for a few seconds. No bag is used . 
last so there is no por ts eG The mask being malied ‘> Sir,—I have seen the above letter written by Dr. E. J. 
the patient’s face, the cylinder is very slowly rotated until, | Chambers on the question of nitrous oxide anaesthesia 
‘d. in the case of adults, full strength of vapour is being through a Kuhn’s tube with a McKesson machine. He 
» Inhaled. As soon as complete anaesthesia is obtained the | has given a number of anaesthetics by this method for me, 
tylinder is slowly rotated back to the extent that is found | and I am satisfied that any operation on the nose and 
“a y experience to be necessary for the maintenance of the | pharynx can be satisfactorily performed with it. 
wit anaesthesia. As to laryngeal or oesophageal work with gas and oxygen, 
. T. lt is important that the mask should never be removed | I have not had sufficient experience with it yet, except 
nay # from the face for a single moment during the operation, | that I have dealt with a case of an impacted denture in 
} More anaesthetic can be added from time to time without | the oesophagus with an oesophagoscope, using gas and 
rye the need for this. The anaesthesia obtained is remarkably | oXygen anaesthesia. The anaesthetic was satisfactory, and 
an’ | Wiet and there is a complete absence of stertor and of | did not hinder my work. ; 
f MY F salivation. Morphine or atropine, or a combination of All the patients made better and much quicker re- 
a th, can be given or not beforehand as desired, coveries from this anaesthetic than with ether, but in my 
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machine and efficient handling.—I am, etc., 
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opinion the success of the administration of the nitrous 
oxide gas and oxygen depends entirely on the McKesson 


Hucu M. Perry. 


Doncaster, Oct, 22nd. 


SINUS DISEASE IN CHILDREN. 

-Sir,—Whilst . somewhat irrelevant to the subject, Dr. 
Somerset’s tilt on October 20th (p. 726) at the laryngo- 
logist opens up a question which merits the close attention 
of all concerned. Every experienced laryngologist will 
admit that the operation, as such, has its limitations, and 
that there exists a very definite percentage of children 
who derive little or no benefit. 
opinion that Dr. Somerset overestimates this percentage, 
it may be that the very nature of his work as a consultant 
prevents him from following up what must constitute a 
big percentage of his cases. I think, however, having 
tried the procedure, and with a long experience of the 
work, that the routine exploration of the nasal sinuses, 
while ideal in theory, will be found to be an impracticable 
proposition, at least in the routine work in hospital. 

The important point is the recognition, however tardily, 
of the fact that sinus disease is a concomitant affection in 
a small but definite percentage of children suffering from 
respiratory ill health, and that a failure to obtain relief 
by the removal of the more obvious cause necessitates 
the subsequent exploration and eventual drainage of the 
affected nasal sinus or sinuses, 

A mutual recognition of the probabilities and of the 
possibilities of each case should obviate the difficulties to 
which Dr. Somerset has rightly drawn attention? or at 
least hélp to solve them.—I am, etc., - 

J. B. Horcan, M.B., Ch.B., D.L.O., 


October 29th. Honorary Laryngologist, North Infirmary, Cork. 


TRAUMATIC SEPARATION OF AN INTESTINAL 
LOOP. 

Srr,—I have noted the memorandum under this heading 
on page 611 of the British Medical Journal for October 
6th. It may interest the writers of the memorandum and 
others to refer to the Journal for May 29th, 1909, where 
on page 1290 I have recorded the case of a man, aged 40, 
who received a blow on the abdomen from a piece of iron. 
At operation a piece of small intestine four inches long, 
— mesentery, was found loose in the abdominal cavity. 
—I an, etc., 


Cardiff, Oct. 24th. A. W. SHEEN. 


FUNCTION AND POSTURE. 

_ Sm,—With reference to Dr. Peter Macdonald’s letter 
in your issue of October 20th (p. 725), I should like to add 
my testimony to the value of the work being done by 
Mr. F. Matthias Alexander. I have undergone some pre- 
liminary education at his hands, and as a result I am 
convinced that the importance of the last paragraph of 
Dr. Macdonald’s letter cannot be over-emphasized. 

_If there is any possibility of Mr. Alexander so crystal- 
lizing his technique that it can be transmitted and taught 
practically in medical schools I believe the next generation 
would see the biggest advance, not only in preventive 
medicine, but also in constructive civilization, that has 
ever been noted in so short a time. 

The difficulty of bringing this work practically before 
the’ profession lies largely in the obstacle that Dr. 
Macdonald mentions—that of using words to convey the 
meaning of a sensory appreciation; but we have all met 
this problem, and solved it to the point of practical use, 
in trying to learn something of percussion, auscultation, 
and other matters of our daily work; we have arrived at 
this working solution by a combination of words, demon- 
stration, and experience. 

I believe that a team of competent anatomists, physio- 
logists, and psychologists, with Mr. Alexander, could arrive 
at a formulation of technique that would at least provide 
a starting-point from which the profession could adopt it 
and develop it in use, till the idea of treating the human 
organism as a whole would become an actual fact and not 
merely a pious hope.—I am, etc., 


If he is inclined to the |: 


Manchester, Oct. 23rd. R. G. McGowan. 


Sin,—If I may be permitted to do so, I would wish to 
endorse, in the strongest manner possible, the remarks of my 
— Dr. Peter Macdonald in your issue of October 

Oth. 
years, and have not only closely watched his methods, but 


have put myself-and others into his hands with incalculable . 


benefit. The improvement in -every case which he has 


undertaken with my. personal knowledge has been very 


marked, and | consider that, in his teachings and technique, 
our profession, if it will but shake itself free from the 
trammels of tradition, has an aid to treatment of the 
utmost value. 

There is no need to speak further upon Mr. Alexander's 
work, as Dr. Macdonald has said all that is necessary; but 
I wotld urge, with him, the grave necessity of preventing 
such an important teaching from being lost to us. Steps 
should be taken without delay for the training of selected 
pupils under Mr. Alexander’s personal supervision in order 
that his great work may be carried on, especially among 
children.—l am, ete., 


London, W.1, Oct. 23rd. Macieop YEARSLEY. 


INTESTINAL AMOEBIASIS IN BRITAIN. 

Sir,—The cases quoted by Dr. Venables in the British 
Medical Journal of October 27th (p. 775) of indigenous 
amochic dysentery in this country are of considerable 
interest. 

As regards diagnosis it is a common occurrence for the 
stools to be negative to free forms of E. histolytica in 
cases of relapse in amoebic dysentery, though cyst forms 
may sometimes be found, 

It has been for some years the practice in this hospital 
to use the sigmoidoscope on all doubtful cases, and the 
lesions which may be found are well shown in a series of 
excellent water-colour paintings by Dr. P. H. Manson- 
Bahr, executed at sigmoidoscopies in the theatre of this 
hospital, and now exhibited in the museum of the London 
School of Hygiene and Tropical Medicine. 

It is the experience here that swabbing a lesion is 
insufficient to obtain E. histolytica in many cases, but the 
taking of a scraping with a long-handled spoon via the 
sigmoidoscope is usually successful. Sigmoidoscopy, once 
before and once after treatment, should be enough, and 
bevond subjecting the patient to a great deal of unnecessary 
discomfort little is to be gained from repeated examinations. 


Treatment with emetine injections is not, in my expe 


rience, nearly as successful as the ‘‘ combined treatment ” 
of emetine bismuth iodide by mouth and yatren lavage 
per rectum. The combined treatment is noteworthy for 
the absence of relapses, whereas it is not uncommon for 
cases which have had repeated injections with emetine to 
show improvement for a while and then relapse. A cure 
with 9 grains of emetine would be exceptional and 
improbable. 

The “ combined treatment ” used is as follows: Emetine 
bismuth iodide 1 grain, increasing on the second night to 
2 grains, on the third night to 3 grains, and continued 
in doses of’3 grains for ten nights. The drug is given at 
10 p.m. in capsules, the patient being in bed and lying 
flat without pillows, to prevent vomiting. 

Daily, each morning, lavage with a 2} per cent. solution 
of yatren is given, and the wash-out is retained for as 
long as possible. Most patients can retain this for six to 
eight hours, and many for eighteen hours or longer. If 
well tolerated the solution is given in 5 per cent. strength 
on the fifth day. The lavage is employed for ten days 
in all. The total duration of treatment is twelve days, 
after which the patient is discharged, with instructions 
to take two yatren pills daily for a month. 1 understand 
that in this hospital during the last two and a half years 
there have been no relapses even in the most resistant and 
chronic cases of intestinal amoebiasis. 

For the general practitioner it is a matter of compara 
tive simplicity to have a stool sent for examination; 4 
minute quantity only is needed. Sigmoidoscopy cannot be 
classed as a simple procedure; few medical men possess 4 
sigmoidoscope in the first place, and I venture to suggest 
still fewer would know what to expect to see with it, of 
even how to use it properly, unless they had adequate 
instruction, 


I have known Mr. Maithias Alexander for some. 
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Stool examination is so frequently successful, especially 
when repeated daily three or four times, and in particular 
in first attacks, that every encouragement should be given 
to this mode of diagnosis, provided the examination is in 
the hands of an expert pathologist and protozoologist. The 
sigmoidoscope must remain for a while an instrument for 
a specialist.—I am, ete., 

Hvueu M.R.C.S., L.R.C.P., 


Hospital for Tropical Diseases, D.T.M. and H. 
London, W.C.1, Oct. 26th. 


TESTING FOR COLOUR-BLINDNESS. 

Sir,—I have been greatly annoyed to find my name on 
caricatures of my lantern. One lantern had actually a 
yellow glass labelled purple. All authorized lanterns are 
accompanied by a certificate signed by me stating that they 
are correct. . 

I understand that a number of unauthorized ‘“ Edridge- 
Green ”’ lanterns are being used in India, and I hope Indian 
newspapers will take note of this disclaimer.—I am, etc., 

London, N.W.2, Oct. 28th, F. W. Eprince-Green. 


THE DEFINITION OF DRUNKENNESS. 

Sir,—The interesting letter in the Journal of October 
20th by Dr. Sidney Matthews raises a question of serious 
importance to the general public. No doubt the decision 
by the chairman of the quarter sessions was good law, but 
it certainly indicates the need for the law to be changed. 
I believe that many motor accidents are due to the effects 
of alcohol without the motorist himself or anyone elsc 
having the least idea that this is the case. 

The general public do not realize the fact that even a 
small amount of alcohol has a definite effect in lessening 
the ability of an individual to control his actions. The 
carefully conducted experiments by Professor Kraepelin 
have proved beyond doubt that quite small doses of alcohol 
have these effects: (1) the rapidity of cerebral action is 
delayed; (2) the power of judgement is lessened; (3) the 
individual develops an illusion that both the rapidity of 
his actions and his power of judgement are enhanced. ° So, 
owing to the illusive influence of alcohol, he acquires a con- 
dition of over-confidence which may lead him to take risks 
which at another time he would avoid, and this just at 
the time when his powers, both of judgement and of rapid 
co-ordinated action, are diminished. A delay of the fraction 
of a second may make all the difference between safety and 
disaster, for let it be remembered that a motor car going 
at quite an ordinary speed may travel 15 yards in a second. 

The public require instruction in this matter. Then 
perhaps a change might be made in the law of such a 
nature that a medical certificate, like the very appropriate 
one given by Dr, Sidney Matthews, would have the effect 
that it deserves.—I am, etc., 


Leamington Spa, Oct. 27th. R. T. Bowpen 


ULTRA-VIOLET RAY THERAPY. 

Sir,—I have read with interest the papers by Dr. W. E. 
Dixon and Dr. C. B. Heald in your issue of October 13th, 
and I consider that they prove in a very able manner that 
it is highly dangerous for ‘artificial sunlight to be given 
by non-medical persons, and the proposed register should 
be of great value. 

The subject is largely a new one, and I quite agree that 
Most absurd statements have been made by some persons 
a to ultra-violet rays being a cure for all manner of 
diseases, yet, as with other treatments in the past, we are 
finding certain conditions in which we are obtaining very 
successful results, and in several of these cases Dr. Dixon’s 
comments were inardly encouraging. 

_He states that physicians are generally agreed that radia- 
tion by ultra-violet light is contraindicated in nervous 
and neurotic people. I had such a case sent to.me for this 
treatment by a distinguished nerve specialist. The patient, 


4 young adult, had received very extensive treatment else- 
where, and was still in a highly neurotic condition. Her 
response to small doses from the carbon arc lamp was excel- 

ut in every respect ; I agree that excessive doses would be 


likely to aggravate the condition, but in general I have 
found the effects beneficial if the treatment is proficiently 
carried out. The effect is probably obtained by action of 
the rays on the phosphorus and calcium metabolism. The 
Commissioners of the Board of Control, in their report for 
1925, comment favourably on the results obtained by treat- 
ing neurasthenic patients with ultra-violet rays. 

Dr. Dixon states that the carbon arc light is not only 
the best substitute for sunshine on technical grounds, but 
gives the best therapeutic results. I quite agree with this 
so far as general treatment is concerned, but he makes 
no reference to local treatments, unless he is thinking of 
these when he suggests that many of the metabolic effects 
are obtained just as well with, ‘“‘ say, a mustard plaster.” 
Certain local skin infections respond in an extremely 
favourable manner to first or second stage erythema doses 
given with a mercury vapour lamp. I will illustrate this 
by recalling a case of herpes zoster-in which severe pain 
had persisted for seven weeks without being alleviated 
by ordinary methods. The patient’s pain and discomfort 
were considerably relieved even after the first exposure, 
and at the end of -six treatments the symptoms had 
almost completely disappeared. 

I quite realize that Dr. Dixon has brought forward 
his instances in order to point out the great dangers that 
may arise from treatment given by unqualified persons, 
and I agree very heartily with his observations on this 
subject. I feel, however, that his paper will be read by a 
large number of practitioners who have had little oppor- 
tunity themselves of seemg the effects of treatment, and 
that certain observations which I have attempted to draw 
attention to might cause an unfavourable impression which 
I think Dr. Dixon had no intention of conveying.—I am, 
etc., 


C. H. C. Darron, M.D., D.M.R.E.Camb., 
Medical Officer in charge X-ray and Electro-Therapy , 
Department, East Suffolk and Ipswich Hospital. 
Ipswich, Oct. 25th. : 


Sirn,—The tirade by Dr. Whately Davidson (October 
13th, p. 676) seems to me rather uncalled for. What has 
he against the ‘‘ Sun-ray’? Company, anyway? First, 
apparently, that a company should dare to make money out 
of physiotherapy. Does he not make money out of medi- 
cine? Do we not all try to earn a living? Then he states 
that ‘‘ Wherever there is a supply of electricity there is 
now a doctor . . . who is conversant with the recent litera- 
ture on this subject and prepared to give ultra-violet ray 
treatment... .’? Prepared, maybe, but is he capable? 
Has he the necessary apparatus and appliances, which are 
numerous and costly; or the time and experience? A 
general practitioner would not dream of trespassing on 
—for example—the eye specialist’s preserves, even if he had 
read the latest literature on the subject, so why should 
he on those of the actinotherapist, which are just as 
specialized ? 

Dr. Davidson speaks of the company “telling the 
world,” and the whole-time doctor being denied a free 
hand and tempted to treat anyone who likes to come 
along. He cannot have read very closely the circular 
letter, which states that ‘‘ the board would prefer to 
receive patients who have been referred to them by their 
medical attendants, who will, if they desire them, receive 
reports of treatments.” Why should he assume that the 
companies’ activities will not be kept ‘‘ within the recog- 
nized limits of medical etiquette and ethics ’’? 

Surely a clinic run professionally with a financial back-— 
ing can give far better’ and more varied treatments to 
the largest number of patients than a general practitioner 
with limited capital and time; and surely a big company 
working in conjunction with members of the profession is 
the best enemy of quacks?—I am, etc., 

Bristol, Oct. 15th. Artuur T. Spoor. 


VITAMIN A AND VITAMIN D. 
Sir.—Green and Mellanby, in their paper in your issue 
of October 20th (p. 691), conclude that, while vitamin A 
has marked effect in increasing the resistance of animals 
to infections, vitamin D has no such effect. This is so 
completely at variance with the conclusions of Pfannenstiel 
(Lancet, October 20th, 1928) that some explanation seems 
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necessary. I need only quote the following passages from 
Pfannenstiel’s paper : 

“The effects of deficiency of vitamin D on the full-grown 
animal organism have been investigated by W. Eichholz and 
H. Kreitmar. Their results showed an obvious lowering of resis- 
tance to infectious diseases in rats and mice which had received 
a diet free from vitamin D... . 

‘““ While the vitamins A, D, B, and C contained in foodstuffs 
exercised by themselves no definite influence, an increase in_ the 
hactericidal capacity of the serum was successfully obtained, in 
young healthy rabbits, by the daily administration of very small 
doses of vigantol.”’ 

It would thus seem that further work is necessary to 
clear up this complete discrepancy, and it is to be hoped 
that this will be forthcoming, since it would be unfortunate 
if the effects of vitamin D on the human organism came to 
be prematurely discounted at a time when supplies are so 
readily available to the profession.—I am, etc., 

London, N.W.1, Oct. 23rd H. Jerucort, M.Sc. 


INTERDIGITAL RINGWORM. 

Sir,—lnierdigital ringworm of the feet, which was 
mentioned in Dr, J. M. H. MacLeod’s paper published on 
April Zlst (p. 656), has been a very conmon condition 
in Santa Cruz. ‘This island has a tropical Climate, with a 
very high rainfall all the year round, and -the disease 
occurs mainly in white men who are timber-getting and 
have to do a great deal of work in deep mud or wading in 
salt water. The first signs are a pitting and softening 
of the skin of the sole, followed by redness and vesication 
between the toes, with cracking and sometimes extension 
on to the dorsum. There is intense irritation, aggravated 
by leat and damp. I could find no reference to the cause 
of this condition, but I detected a. ringworm fungus, 
apparently the common Tinea imbricata. 1 tried various 
parasiticides, but most proved to be too irritating, causing 
pain and cracking. Eventually I found a 5 per cent. 
ointment of copper oleate most satisfactory. ‘Scales and 
thick softened skin are best detached by scrubbing with 
fairly strong lysol. In the most obstinate’ cases a little 
chrysophanic acid may be used, but this is seldom neces- 
sary, and is irritating. The feet must be kept dry, and 
I strongly disagree with Dr. MacLeod’s recommendation 
to soak them, or wade in salt water, This aggravates the 
disease and prevents cure.—I am, ete., i. 

C. Mervyn M.B., 


Santa Cruz Group, British Solomon B.S. Adelaide. 
Islands, August 22nd. tie 


SECURITY OF TENURE IN PUBLIC POSTS. 
S1r,—I have read with interest the letter by ‘‘ A.M.O.” 
on this subject in your issue of October 20th (p. 728). As 


an assistant medical officer of one of the smaller county 


mental hospitals for some years I should like to offer a few 
observations. Dr. W. M. Frazer, in-a letter in the 
Journal of October 13th (p. 677), dealt with the security 
of tenure in public posts, and, unless definite evidence 
to the contrary be forthcoming, I think one may agree that 
“in practice the danger of dismissal . . . is extremely 
small.’’ His remarks apply more directly to public health 
appointments, but, so far as I am aware, they apply also 
to mental hospital posts. It is the remainder of 
‘““A.M.O.’s”” letter, however, which induces me to reply. 

During my service here I have served under two super- 
intendents, and no attempt has ever been made ‘to 
prevent as far as possible’? any contact with the com- 
mittee, and both have repeatedly made inquiries with 
regard to food and general management of the A.M.O.’s 
quarters, and any reasonable suggestion has always been 
considered and adopted if at all possible. I admit that the 
junior A.M.O. may not marry, but to say that, in the 
majority of cases, ‘‘ if he decides to remain in the service, 
he must take what amounts to a vow of celibacy” is 
surely a gross exaggeration. Were all our medical super- 
intendents, deputy superintendents, and senior medical 
officers never junior medical officers? And is it the case 
that the junior medical officer’s chance of promotion, 
without influence, is almost nil? 

With regard to hours of duty, does ‘‘ A.M.O.” want a 
‘clock’? arrangement of some kind? [ have never had 


Tam aware, are doubtful. 
F an assistant with whom I would care to change places. 


difficulty in obtaining a morning off if I wanted it, or any 
other reasonable time. My superintendent was granted 
study leave some years ago: I obtained it last year, and 
my colleague has been granted it this year. Yet ‘* A.M.O.” 
says arrangements for post-graduate study are never made, 

Again, almost from my earliest days here efforts were 
made by the superintendent to instruct me in administra- 
tive routine. This, by the way, is learned not only in the 
superintendent’s office, but also in the clerk’s office, stores, 
and the other departments of the hospital. In my. expe- 
rience the various officers have always supplied any in- 
formation asked for, and have also taken considerable 
trouble to explain the routine work of their departments, 
The work is not mostly drudgery of a very uninteresting 
nature. In a small institution, where one has charge of 
one side, it is varied and interesting. Of course, to a 
large extent, it is what one makes it. 

To compare the position of a junior medical officer with 
that of a general practitioner is not a fair comparison, 
Compare it with that of an assistant to a general practi- 
tioner, and the advantages of the latter position, so far as 
I have never heard of such 


Perhaps I am one of the few instances of an A.M.O. 
working under an enlightened administration.’’ In any 
case,. the above represents my own experiences, and it 
applies eqtially.to the time when I was junior A.M.O.— 
am, ete., 


Wells, Somerset, Oct. 20th, Artuur 


Sir,—Your correspondent ‘ A.M.O.,’”’ in the Journal of 
October 20th (p. 728), has stated the case of the assistant 
medical officer at an asylum in a manner which deserves 
attention. May 1 suggest that the points he ventilates 
apply equally to an assistant medical officer at a county 
sanatorium. 

In most cases the appointment of ‘an assistant medical 
officer at.a sanatorium is limited to a period of one year, 
although this period may be extended by reappointment. 
This is unsatisfactory in so far as it seems to be an attempt 
to evade the minimum scale of salaries for assistant medical 


‘ officers in the public health service, as laid down by the 
British Medical Association. 


The advertisement for these 
posts often incorporates the phrase, ‘‘ no previous pro- 
fessianal experience necessary ”’; this, again, seems to bea 
deliberate attempt to minimize the value of the services 
required. 

.The salary offered for an appointment of this nature 
is, at the most, £250 with board and lodging, and there is 
no prospect of any increase. The vow of celibacy as 
described by A.M.O.”’ is apparently expected by the 
authorities, and of necessity taken by the medical officer. 
Furthermore, the title—assistant resident medical officer— 
is in some cases almost a misrepresentation of the actual 
status of the officer holding the appointment, as, although 
there is ostensibly a staff of three medical officers at some 
institutiows—namely, a medical superintendent, a resident 
medical officer, and an assistant resident medical officer— 
the two former may also hold the appointment of county 
tuberculosis officer and assistant county tuberculosis officer 
respectively. In this capacity their work will necessitate 
their absence from the institution for tho greater part of 
each day, so that the onus of all the routine work falls 
to the lot of the assistant resident medical officer. Such 
routine work ealls for adequate off-duty time, and_ this 
should be accepted as a right, and not as a favour to be 
granted by the medical superintendent. 

I have pointed out in a previous letter (October 20th, 
p. 727) the necessity for taking certain precautions hefore 
accepting an appointment at a sanatorium. May | now 
add that it is time the authorities concerned realized that 
the remuneration and amenities offered are inadequate ™ 
view of the risk (and it is a very real one) that is taken: 
I therefore endorse the recommendation of ‘ A.M.0O.’ 


that the British Medical Association, which has done 8. 


much in the past for those holding public posts, should 

take up the case of the assistant medical officer.— 

I am, etc., 
Devon, Oct. 22nd, 


Atan J. McMinn. 
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SIR CHARLES TOMES. 


- 


Obituary. 


SIR CHARLES TOMES, LL.D., F.R.S., F.R.C.S., 
Consulting Dental Surgeon, Royal Dental Hospital; Trustee and 
formerly Treasurer of the General Medical Council. 

We have to announce with much regret the death, in his 
eighty-third year, of Sir Charles Tomes, which took place 
on October 23rd at his home, Mannington Hall, Aylsham, 
Norfolk. The present position of odontology among the 
medical sciences is largely due to the work and character 

of two men, John and Charles Tomes. 

Charles Sissmore Tomes, the eldest son of Sir John 
Tomes, F.R.S., F.R.C.S., was born on June 6th, 1846. Of 
his father it has been said by Sir D’Arcy Power, in the 
Dictionary of National Biography, that he ‘began to 
practise dentistry when it was a trade, and he left it a 
well-equipped profession. The change was in great part 
due to his personal exertions; but he did even more than 
this, for he showed that a 
dentist was capable of the 
highest kind of scientific work 
—that of original observa- 
tion.’ It was through the 
efforts of John Tomes that the 
Royal College of Surgeons of 
England instituted a licence in 
dental surgery in 1858. He 
was one of the chief founders 
of the Odontological Society 
and of the Royal Dental Hos- 
pital, where he was the first to 
give systematic clinical demon- 
strations. He was also largely 
instrumental in obtaining the 
Dentists Act of 1878. In the 
last year of his life the John 
Tomes Prize was founded by 
members of the dental pro- 
fession to commemorate his 
services in promoting the study 
of dental surgery im- 
proving the. status of its 
practitioners. It was most 
appropriate that the first 
award, by the Council of the 
Royal College of Surgeons in 
1894, should have been made 
to his son Charles, who, as 
recorded below, so worthily 
followed the same path. 

From Radley College Charles 
Tomes went to Christ Church, 
Oxford, where he distinguished 
himself as an oarsman, and in 
1866 was placed by himself in 
the first class in the School 
of Natural Science. He then entered as a medical 
student at the Middlesex Hospital, where his father 
had also studied and was then on the staff as surgeon 
dentist. He obtained the diplomas of M.R.C.S.Eng. 
and L.D.S. in 1869, and graduated M.A.Oxon. in 1872. 
In 1878, largely in recognition of his original studies on 
the structure and development of the teeth, he was elected 
F.R.S. at the early age of 32, and twenty years later his 
pioneer work in dental research was recognized by election 
to the Fellowship of the Royal College of Surgeons of 
England. In 1909 tho University of Birmingham con- 
ferred upon him the honorary degree of LL.D., and in 
1919 he received the honour of knighthood. 

In the earlier part of his professional life Charles Tomes 
practised in his father’s house in Cavendish Square, and 
served as lecturer and assistant dental surgeon to the 
Royal Dental Hospital. From 1881 to 1895 he was 
fxaminer in dental surgery for the L.D.S. of the Royal 
College of Surgeons. From 1898 to 1920 he was a Crown 
tominee on the General Medical Council, and for the last 
sixteen of those years held office as treasurer. In 1910 
® was appointed a trustee of the English Branch Council, 
and nine years later trustee of the General Council; these 


Sim 8. Tomes. 


offices he held funtil his death. For a short time, about 
the year 1895, he had acted as inspector of dental examina- 
tions on behalf of the Council, and he served later as 
chairman of its Dental Education and Examination Com- 
mittee. He was one of the members of the Commission 
appointed by the Lord President of Council ten years ago 
to inquire into the extent and gravity of the evils of 
dental practice by persons not qualified under the Dentists 
Act of 1878, and when the Dental Board of the United 
Kingdom was constituted in 1921, under the Dentists 
Act of that year, he was appointed a trustee of the Dental 
Fund. 

Apart from his series of important papers on the 
structure and development of the teeth, and in particular 
on dentine and the enamel organ, published between 1875 
and 1900 in the Philosophicat Transactions and the 
Quarterly Journal of the Microscopical Society, Charles 
Tomes edited the last four editions of Tomes’s Dental 
Surgery, and was the author of a Manual of Dental 
Anatomy, Human and Com- 
parative, which reached its 
sixth edition in 1904. For 
many years he was an occa- 
sional contributor of unsigned 
articles on various subjects to 
the British Medical Journal, 

and often gave valuable help 
to the Editor on matters re- 
lating to dentistry and the 
proceedings of the General 
Medical Council; thus the 
friendship between John Tomes 
and Ernest Hart was continued 
between Charles Tomes and 

Dawson Williams. 

Sir Charles Tomes was an 
oli member of the British 
Medical Association, and 
served on its Central Council 
from 1900 to 1904. During the 
war he became chairman of the 
Norfolk and Norwich Hospital, 
and acted as inspector for the 
Norfolk Red Cross. He had 
been a vice-president of the 
Zoological Society of London, 
and was an honorary member 
of the American Dental Asso- 
ciation, 


Mr. J. G. Turner, F.R.C.S., 
dental surgeon to the Royal 
Dental Hospital, sends this 
personal tribute: 

The dental profession 
throughout the world will be 

° ‘profoundly moved by the death 
of Sir Charles Tomes, and will turn in _ personal 
sympathy to Lady Tomes in her grief. To most of 
us the loss is of a great intellect which has guided 
our thoughts and spurred us to seek knowledge with 
scrupulous care; but to some, perhaps now not many, the 
loss is more intimate. We remember the tall, spare, 
handsome figure, the somewhat shy greeting, the happy 
smile of recognition, the ready appreciation of a point well 
proved, and the glow of pride that Tomes had agreed. 
Some of us have pictures of his painting (he exhibited at 
the Royal Academy under his Christian names, Charles 
Sissmore), some of us fished, and some of us shot with 
him and talked dogs. We all loved him as master and 
friend, gnd now we are the happier for a precious memory, 


We are indebted to Dr. Cxirrrorp Beare, consulting 
hysician to the Royal Northern Hospital, for the follow- 
ing appreciation : 

Of the large circle of friends prominent in medicine, 
art, and science, with whom the late Sir Charles Tomes 
was associated in earlier life, but few are left. While 
others have borne witness to his services in the many 
undertakings in which he was interested, it may be 


| 

| 

| 

| 

| ® 

son, | i 

acti- 

Tas 
such 
aS. 
1.0. 
any 
d it 
O.— 
N. 

q - 

q 

| 

|| 
| 


824 Nov. 3, 1928] 


permitted to a friend of over forty years’ standing to 
recall some of the more personal charms of a many- 
sided character. 
After his retirement from active practice in Cavendish 
Square he settled in Park Crescent, where he and Lady 
Tomes enjoyed, for many years, the pleasure of enter- 
taining his numerous appreciative friends—professional, 
musical, and artistic—who delighted to discuss, if they 
did not always agree, with him the prominent subjects of 
the day. His scientific trend of thought, tempered by a 


strong vein of common sénse, often proved valuable in 


counsel as well as interesting in social life. Himself a 
fine water-colour artist, he was always willing to listen to 
criticism of his own or others’ work, even from the point 
of view of the man in the street. To those privileged 
to share his holidays in the North and elsewhere his keen- 
ness for sport with gun and fishing-rod was infectious, but 
for him there were no ‘“ off days.’’ When others were 
inclined to ‘rest from their self-imposed labours he would 
be away in search of a good subject for his next sketch. 

His artistic prevision led him in later years to seek out 
a home which should be a fit setting for the wealth of fine 
furniture, china, pictures, and other works of art which 
he had, from various sources, accumulated. ‘Such a setting 
he found in Norfolk in the old moated house known as 
Mannington Hall, near Aylsham. There for many years he 
was able to entertain friends, to enjoy and constantly to 
enrich the fine old garden, to join in the sport for which 
the county is famous, becoming a keen shot himself, 
although his skill had been acquired only late in life, and 
employing spare time in a research into the history of 
Mannington Hall and its previous owners and occupants, 
of which he published an interesting account in pamphlet 
form. Upon the introduction of wireless telephony he at 
once entered into the study of its phenomena, and made 
countless experiments of his own with a view to improve 
reception until his failing powers during the last few weeks 
brought them to an end. An indefatigable worker, whether 
in science or in sport, he will always be remembered and 
honoured by those who. knew him best as a modest leader, 
a sympathetic colleague, and a staunch friend. 


[The photograph reproduced is by. Elliott and Fry, London.] 


W. M. BEAUMONT, M.R.C.S., 
Late Honorary Ophthalmic Surgeon, Bath War Hospital, and 
to the Bath Eye Infirmary. 

‘We much regret to announce the sudden death in his 
consulting room while’ examining a patient at Bath, on 
October 18th, of Mr. W. M. Beaumont, for many years a 
leading ophthalmic surgeon in the West of England. 

William Mardon Beaumont was born in 1851, and 
studied at the Middlesex Hospital, in Aberdeen, and in 
Paris. He obtained the L.S:A. in 1874 and the diploma 
of M.R.C.S.Eng. in the following year. Subsequently he 
held resident appointments at the Middlesex Hospital. as 
acting house-surgeon to the late Mr. J. W. Hulke and 
obstetric physician assistant for six months to the late 
Dr. A. W. Edis. He began his work in Bath as acting 
resident medical officer to the Royal Mineral Water Hos- 
pital, and subsequently devoted himself to ophthalmology. 
From 1888-to 1908 he served as honorary surgeon to the 
Bath Eye Infirmary, and during that time’ he built up a 
‘large private practice, and held office as vice-president of 
the Ophthalmologtcal Society of the United Kingdom and 
of the South Western Ophthalmological Society. In 1896, 
when the British Medical Association met at Carlisle, he 
was honorary secretary of the Section of Ophthalmology ; 
he was vice-president of the same Section at Leicester in 
1905, and president when the Association met at Bath in 
1925. He was for many years honorary secretary of the 
Bath and Bristol Branch of the Association, and was 
appointed a member of the Railway Servants’ Fyesight 
Committee at its formation in 1891. : 

During the war Mr. Beaumont’s work as honorary 
surgeon to the Bath War Hospital took wp nearly half 
his time. Throughout his career Mr. Beaumont ¢ontri- 
buted numerous papers on ophthalmic subjects to the 
medical press, several of which were published in our 


columns. He devoted his spare time to antiquarian § old 
research and was a keen collector of pottery, brass, and§ Fo 
old oak furniture. His collection of Brislington ‘‘ blue-§ Br 
dash ’? chargers is probably the finest in existence, and§ Sn 
his antique furniture is of great interest. He 
The sudden nature of his death is undoubtedly what he§ ki 
desired, for amongst his papers has been found the follow.§ as 
ing in his writing. ‘‘ The one object of doctors seems tof th 
be to make a competence and then retire, after which they§ pk 
sit patiently on the platform and wait for the train tof gr 
bear them to eternity. When my time comes may I rush 
to the station without time to think about the ticket off | 
where I am going to and jump into the express as it is on 14 
the move.”’ ha 


Dr. Syivester Ricumonp, whose death occurred ia: 
Greenhithe on May 21st in his eighty-eighth year, hadf re 
only retired at the end of March from the post of medical off 
officer of health for the Dartford rural district. He was§ as: 
probably at that time the oldest medical officer of health § off 
in England, and had completed fifty-eight years of service § He 
in that capacity. Dr. R’shmond was born in Hampstead, § Ki 
and began his medical education at King’s College, London, § ke 
proceeding later to Edinburgh and Paris. In 1863 he@ ia 
obtained the diploma M.R.C.S.Eng., and two years later§ tic 
graduated M.D.Edin. His association with the publie§ co 
health service began in 1869, when he was appointed part-§ in 
time medical officer to the Northallerton urban district and As 
rural district councils; he remained there until 1885, when § th 
he accepted a similar position under the Dartford rural § by 
district council, and removed to that area, where he spent § = 
the remaindey of his life. In 1912, when it was decided to 
place the work of the entire district under the control of 
a whole-time medical officer, Dr. Richmond was selected 
to fill the appointment. In the course of his long career 
at Dartford he witnessed a remarkable development inf 7! 
health: matters, in housing, and in sanitation, and at the H 
time of his retirement warm tributes to his services in thisf 
connexion were made by the local authorities concerned. 
Until only two or three years ago he was a familiar figure 
throughout the extensive area under his charge, as he gy, 
maintained his custom of visiting every district almost} 44, 
daily, travelling by cycle. He was also surgeon -to thef gy 
Dartford Cottage Hospital. Throughout his life he took 
a keen interest in the progress of medical science; he was 
a member of the Royal Medical Society of Edinburgh. 
At the funeral at Swanscombe many representatives off 9;, 
the local authorities and of various organizations weref \, 
present. at 


We regret to announce the death of Dr. CHarurs— py 
Smereron of Hovingham, Yorkshire, whieh in 
occurred on October 13th, after a prolonged illness, mf of 
his sixty-fourth year. He received his medical education f Jus 
in Leeds, and obtained the diplomas M.R.C.S., L.R.C.P. bat 
in 1888., After holding a resident post at the Leeds the 
General ‘Infirmary he was associated for a time with 
the Leeds Dispensary; he subsequently removed to thei g) 
Hovingham district. some thirty years ago, and soon built Fo) 
up an extensive practice. At the outbreak of war in 1914 F be 
he yolunteered for service abroad, but his offer wa8 J on 
rejected on medical grounds, and he therefore undertook § 18 
the task of commandant of the Red Cross Hospital at § te 


Hovingham Hall, conducting this institution single-handed, <j 
and at the same time maintaining without assistance. the ‘ 
work of his practice. In early life he had been, for ten§ ;,, 


years, an officer in the Volunteer force, and during the fy, 
war, in addition to his hospital work, he took command OF W, 
a company of volunteers. Dr. Smeeton was a man of wide He 
interests, and kept abreast of advances in various branches § Lie 
af science and general literature. He was a member of the § Qu 


British Association and of the British Medical Association : 
He married, in 1899, Ethel Isaivl, daughter of the late th 


William Kendrell of Ness Hall, who survives him, together § 
with two sons and a daughter. The funeral at fo 
Hovingham, on October 17th, was attended by almost evel¥ § Ba, 
resident of the village and by a large number of represent Ff off 
tives of the surrounding districts; a detachment from his § anc 
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arian ff old Volunteer company acted as bearers. Dr. Noel C. | service. Last summer he volunteered for service in India, and 

andl Forsyth represented the York Medical Society and the accordingly left cg Poe September. He was posted to Peshawar, 

blue: British Medical Association. A colleague writes: Dr the been there only days 

| when the accident which caused his death occurred. e was 

and buried with full military honours on the following evening in 


—_—- . a Taukie cemetery. His untimely death is deplored by all who 
at he§ kindliness and devotion, not only as a physician, but both knew him, and his loss to the profession and the service is - 


ollow-§ as friend and counsellor. He was devoted to the people of | great. He was a member of the Mesopotamia Branch of the 
ms to™ the district and to the countryside, and he took great | British Medical Association. 

| they pleasure in all that the country has to offer. He was a 
in tof great example of the family doctor. 


"rush wan Gnibersities and Colleges. 
cet or Dr. Taw Donatp Mackay, who died suddenly on October 
is on 14th at his residence at Knaresborough, in his 67th year, UNIVERSITY OF CAMBRIDGE, 


had been in practice in that district for thirty-five years. | THE Faculty Board of Medicine has appointed Sir F. Gowland 


He received his medical education at the University of bo mqustare 
idinburgh, graduating M.B., C.M. in 1886. After d- -. ©. Warbur i tori 
Edinburgh, g g M.B., C.M. in " ter spen Mr. C. Warburton has been reappointed demoustrator in medical 


ed at@ ing a few years in practice at Hornby, Lancashire, he | entomology. 


, had removed to Knaresborough, whete he became medical on October 27th the following medical 

edical § officer of health to the urban district council; he was also poems oe eon a 

. .D.—H. Wacher, H. F. Brewer. 

health vi medical M.B., B.Catr.—H. M. Gilebrist, W. R. Ashby, J. W. Monro. 
hes ‘tal arrogate an naresborough Joint Isolation Pinsent-Darwin Studentship in Mental Pathology. 

services § Hospital. During the war he was on the staff of the This studentship was founded in 1924 by the benefaction of { 

stead, § Knaresborough Auxiliary Hospital. Dr. Mackay took a | Mrs. Pinsent and Sir Horace aud Lady Darwin for the promotion H 

yndon, @ keen interest in medical affairs, and was a leading figure of research into any problem which may have a bearing on mental ; 


: 


j defects, diseases, or disorders. The studentship is of the annual 
63 he in the Harrogate Division of the British Medical Associa- value of about £200 and is tenable for three years in the first 


; later tion. From 1905 to 1623 he served upon the executive | instance. he student, who may be of either sex and need not he i 
a 


public § committee ; in 1924-25 he was chairman of the Division, and | & member of the Unwersity of Cambridge, must engage in original 


| part. in 1826 representative in the Representative Body of the | ofthe managers, carry on educational or other. worl: 
ct and Association. He was for many years an office-bearer in concurrently. Further particulars may be obtained from the : 
when § the Knaresborough Parish Church. Dr. Mackay is survived | Registrary of the University, and applications for appointment to 4 
rural § by his wife and six daughters. the studentship should be sent before December Ist, 1928, to the ¥ 
spent Secretary, Pinsent-Darwin Stuentship, Psychological Laboratory, | 
Cambridge. Applicants should strte their age and qualifications 
ded to T Ss . and the general nature of the problems in which they are inter- i 
trol of he erbires. ested, and should give the pote ah which they would be prepar:« = 
] to begin work if appointed. No testimonials are required, but mim 
coll TERRITORIAL DECORATION applicants should give the nemes of not more than three referees. | P 
ent ing Territorial Decoration has been conferred upon the follow- 
at 2g officers of the R.A.M.C.(T.F.) : Majors A. UNIVERSILY OF LONDON. 
M hi Hugh Forrest. THE Senate has accepted with thanks the generons offer of @ 
in this a Mr. Geoffrey E. Duveen to make a further donation for the ia 
erned. travelling studentship in oto-rhino-laryugology. Reguiations for 
figure . No. 14 STATIONARY HOSPITAL. the award of the studentship have been adopted. . 
as B THE ninth annual dinner of the medical officers of No. 14 The Laura de Saliceto Studentship of £150 has been awarded to i 
imal Stationary Hospital will be held on Friday, December 7th, at | Dr. A. ¥. Watson, M.Sc., for the purpose of continuing investiga- i 
almost # the Trocadero Restaurant, at 7.45 p.-m., with Colonel C . R tious into the dietetic and other factors contributing to the genesis a 
to the S i and development of experimeutally induced tumours in animals. 
Evans, D.S.O., in the chair 
took ‘ Sir Holburt Waring has been élected chairman of the Brown 
he was Animal Sauatory Institution Committee for 1928-29. a 
ch. DEATHS IN THE SERVICES. a 
Surgeon General Alexander Ferrier Churchill, A.M.S.(ret.), 


ied : ’ hree lectures in the history of medicine dealing with diph- 
Essex, on October 10th, aged 89. He sniall-pox, and plague be delivered Be. Chartes 
as born mm Dublin on June 14th, 1839, and was educated Singer at University College Hospital Medical School on Monday, 
at Trinity College, Dublin, where he graduated as A.B. in | November 12th, 19ib, and 26th, at4.15 p.m. The lectures, which Mi 
1860 and as M.B. in 1861, and in the school of the Irish | will be illustrated by lantern slides, are open to all medical : ; 
College of Surgeons, whose licence he also took in 1861. | studeuts of the University of London. 
sare Entering the army as assistant surgeon on March 3lst, 1862, 
which § in the following year he was — to the 109th Foot, one UNIVERSITY OF MANCHESTER. | 
ess, mf of the East India wiegg ng uropean regiments, which had | pax Council have accepted the resignations of Dr. W. M. Roberts, 
rcation F Just been taken over by the Crown, after the Mutiny. The | jecturer in medicine and director of the Laboratory of Clinical a 
R.G.P. ttalion subsequently, in 1881, became the 2nd battalion of | Investigations, and of Dr. C. E, Brunton, demonstrator in human F 
Leeds § the Prince of Wales’s Leinster regiment, or Royal Canadians, | physiology. . a 
. with @%"4 was disbanded after the great war. In 1866 he was trans- Mr. K. W. Twining, M.R.C.S.Eng., L.R.C.P.Lond., D.M.R.E gy 
to ths ferred to the 31st Foot, now the Ist battalion of the East | Camb., has been appointed lecturer in radiology. 
buill Surrey reginient. He reached administrative rank, as surgeon 
n ‘8 colonel, on October 27th, 1892, with thirty years’ service, NATIONAL UNIVERSITY OF IRELAND. 
in 19 ame surgeon major-general on May 7th, 1896, and retired | THe Dr. Henry Hutchinson Stewart Medical Scholarships have 
‘ct WeS Fon June 14th, 1899. e served in the Sudan campaign of | been awarded to D. P. Kennedy (anatomy) and W. F. Whelton _ 
Jertook § 1884-85, when he was in charge of Wady Halfa hospital, and | (physiology). : _ 
ital at § Teceived the Egyptian medal with a clasp, and the Khedive’s The following appointments have been made:—At University a 7 


blic health. t University College, Galway: Dr. Edward N. 
ice. the Flight-Lieutenant Brian Lamburn Edwards, R.A.F.M.S., died Maskbecneett, professor of therapeutics, materia medica, an: = 
pharmacology; Dr. Denis V. Morris, professor of midwifery and . 


cor ten the British Military Hospital, Peshawar, India, on 
gynaecology. 


no the tember 30th, as the result of injuries sustained in a motor-cyc : 
es accident, aged 25. He was born on July 13th, 1903, at The Dr. Henry Hutchinson Stewart Scholarships in arts, a 
“y “ae. Woolwich, Kent, the youngest (twin) son of Mr. and Mrs. | in medicine, and in mental and nervous diseases will be offered for 
ot Wh 


Herbert Edwards; the family moved to Belfast in 1913. Flight- | competition in 1929. 
ranches Lieutenant Edwards _ received his medical education at the UNIVERSITY COLLEGE, DUBLIN. c 
> of the fy een’s University, Belfast, where he graduated M.B., B.Ch., The following candidates have been approved at the examiuations 
he late rmary and the East Suffo ospital, Ipswich, he joined 
gether the R.A.F.M.S. as a flying officer in October, 1925, nt 7 
ral at ‘year at Halton, Bucks. In September, 1926, he left England M.B., B.Cu., B.A.O.—*C. J. Shortall, *J. J. Ryan, tM, M. J. Maughan, i . 
for Iraq, where he served at Basrah, Kirkuk, and Hinaidi. At J. Keane, tJ. BY 
Basrah he was sanitary officer for the whole area, also medical W “Donnelly, J. Healy, J. I. Heany, P. Keane, 
esentt Bf officer to an Indian regiment, and to the station headquarters P. G. Liddy, B. McKeon, T: J. Morris, Florence J. O'Driscoll, 4g 
‘om his § and prison. In October, 1927, he was promoted flight-lieutenant, J. O'Gorman, C. O'Leary, P. Power, M. J. Shelly, T. A. Tierney. q 

and shortly afterwards took a permanent commission in the * First-class honours. t Second-class honours, & 
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PSTOLANS OF LONDON Bo 
ROYAL COLLEGE OF PHYSIC ° ° On 
AN ordivary meeting of the College was held on October 25th, Medical Hetus. wa 
when the President, Sir Johu Rose Bradford, was in the chair. , : Cr 
Fellowship annual dinner of past and 

hool of Medicine, Leeds, will take place on Friday, 
Dr. William ae Dalziel Thomson was admitted to the November 9th, at ~~ i Hotel Metropole, Leeds, under the 33, 
Fellowship in absentia. be, 4. at 
Membership. THE annual autumn dinner of the Glasgow University - 


The following candidates were elected Members of the College: Club, London, will be held at the Trocadero Restaurant, uM 
ed Abdul Hamid, M.B.Alahabad, Samuel Berman, M.B.Lond., Piccadilly, on Friday, November 23rd, at 7.30 p.m. The mc 


Mahom 
LBOP.. Bie Bhen M)Lucknow, Harold Livingstone | chair will be taken by Mr. James Bonar, M.A., LL.D. Any 
Coulthard, .D.Glasg., cha ’ 4 
Wilfred Evans, M C.,_M.B.Sydney, Thomas Norman University who, not of Co; 
Fisher, M.B.Manch., Wilfrid Fletcher Gaisford, M.B.Lond., club, desire to attend are requested to communicate with we 
L.R.C.P., Hugh the hon. secretaries, 62, Harley House, N.W.1. Fel 
_D.Melb., Samuel Levy-Simpson, M.B.Camb..L.R.C.P., John Kirk- 
patrick Monro, M.B.Camb., L.R.C.P., Oswald Ellis Joseph Murphy, THE fifty-second anniversary dinner of the Cambridge spe 


M.B.Sydney, Frank Bett Parsons, M.B.Camb., L.R.C.P., Alan Graduates’ Club of St. Bartholomew’s Hospital will be held sen 
Meredith Richards, M.B.Lond,, L.B.C P., Thomas Frederick on Wednesday, November 21st, at 7.30 p.m., at the May Fair 
McNair Scott, L.R.C.P., Frederick Horace Smirk, M.D.Manch., Hotel, with Mr. Frank Rose in the chair. A 


Allan William Spence, M.B.Camb., Bernard Clive Tate, L.R.C.P., ant 
William Rayner Thrower, M.B.Lond., L.R.C.P., Harold Frederick THE Lloyd Roberts Lecture on Faraday’s Diary will be J yy, 
Wilson, M.B.Sydney ; , delivered by Sir William Bragg in the Barnes Hall of the Gal 
also the following candidate, who satisfied the Censors’ Board in | Royal Society of Medicine, 1, Wimpole Street, on ‘Thursday, L 
January, 1928: ; November 29th, at 9.15 p.m. ‘he president of the Society, hes 


Lord Dawson of Penn, will receive Fellows of the Society and Gre 


William Hofmeyr Craib, M.B.Camb. 
guests at 8.30 p.m. The library will be open and a number 


Licences. of exhibits will be on view. Admission will be by ticket only, add 

Liceuces were granted to the following: and applications should be addressed to the secretary of the J 74, 

ys A. amy, G. Bellman, W. L. M. Bigby, J. B. Blaikley, AT the meeting of the Hunterian Society, to be held at the 


A. M. Clarkson. L. I. Cohen, 8. M. Cohen, *Elizabeth Cooper, at 9 p.m., there will be a discussion on ‘*'The Doctor on the this 
R. A. 8. Cory, W. W. Craner, T. V. L. Crichlow, H. W. D. Crook, | Stage.’’ The following have promised to take part: Dame pita 


Dinedals. "Manors | Madge Kendall, Sir StClair Thomson, Lady Simson (Miss 
Dobson, A. Dodd, F. T. Doleman, R. M. Dowdeswell, R. Doyle, Lena Ashwell), Dr. Harold Dearden, and Mr. Ivor Back, dem 


E. C. Duffett, J. T. Dunkerley, F. W. Earle, E. L. Edmondson, Fellows of the Society may bring non-medical guests (including and 


*Dorothy E. Eglington, H. F. Ellis, M. M. El Toubi, C. N. Evans, ; : 

‘Geraldine W. Everett, J, 8. 8. Fairley, W. B. Fiddian-Green, | !@dies) to the meeting. and 
R. L. Flett, H. T. Flint, *Agnes B. Francklyn, G. H. V. Froggatt, Dr. E. P. CUMBERBATCH, medical officer in charge of the | thej 
M Gamboa, J. H. P. Games, I. K. Gayid, W. N. O. George, R.Glan- | Electrical Department of St. Bartholomew’s Hospital will In 


WG give two Chadwick public lectures on physiotherapy, with | wa, 
K. Haskard, W. E. Herbert, H. P. Himsworth, B. Hoffenberg, special reference to medical electricity. The first lecture will men 


Cc. 
J. H. Hopper, S. Howard, C. F. Howes, M. Hurwitz, *Esmé I. Hyam, | be delivered at the house of the Medical Society of London, 
A 

J. Ives. L. A. Joelson. C. H. Johnson, D. T. Jones. GR. Jones, | 1], Chandos Street, W.1, on Wednesday, November 21st, at 
J. G. Jones, H. Joomye, P. G. S. Kennedy, *Esther M. Killick, Will 
§. Kin, R. W. Knowlton, T. C. Kohler. *Marie Krestin, L. R. Lalwani, 5.15 p.m., when Sir William Collins will preside. The second J ...¢ 
A. L. Light, T. K. 8. Lyle, R. G. Macbeth, A. L. McFarlane, | lecture will be given in the Guildhall, Bath, on November § ,).. 
C. M. MacGeoch, W. McO. MacGregor, K. L. Malhautra, C. E. Martin, 22nd, at 8 p.m Ge | 
E. R. R. Mellon, W. T. Mills, J. Midline, A. D. Morton, L. H. Mottet, — peed TH 
E. C. Murphy, J. R. Murray, *E lith G. Niven, E. Ogden, C. R. L’E. THE lecture courses arranged by the Royal Institution of } ¢y¢ ; 
Phillips, @.W. Pickering Parkes. Perrott, | Great Britain for the present session include two lectures Con, 
E. E. Prebble, 'N. Pyecroft, H. Richards, H. G. G. Robertson, November 22nd and 29th by Dr. E. D. Adrian, F.R.S., om to 20 
R. D. Robinson, R. 8. Robinson, *Margaret C. Rosser, H. W. Round, | the mechanism of the nerves, and two on December 6th and Ta 
E. L. Rubin, D. J. Sagor, G. H. Sanderson, R. V. Sanzgiri, 13th by Sir Richard Paget, Bt., on human speech. The ot & 


. E. Schneider. 8. A. Scorer, *Elizabeth H. Scurfield, *Mary C. ; : y 

Ghavland, J. B. lectures will be given at 5.15 p.m. at 21, Albemarle Street, W. 
E. Somasekhar, V. Srinivasan, 8. Stewart, J. O. Terry, P.R. Thambu- AT the meeting of the Pharmaceutical Society of Great § 6, jn, 
gala, A. R. Thomas, C. P. K. Toland, *E. A. Utting, H.D. Vasey, | Britain, to be held in the Lecture Theatre of the Society's J of a, 


K Win, | House, 17, Bloomsbury Square, W.C., on Tuesday, Novem | m 
A. Wilson, J. Winter, F. W. J. Wood, Margaret D. Wright, ber 13th, an address will be given by Mr. C. J. S. Thompson, F Aggo, 


J. M. Wrigley, N. Yacoubian, H. S. T. Young. formerly curator of the Wellcome Historical Medical Museum, In 

* Under the Medical Acts, 1876. upon the apothecary and some curious materia medica of the on 

The Streatfield Research Scholarship was awarded to Dr. R. A. | Seventeenth century, illustrated by specimens from the new § ))0, 
Hickling, and the Jenks Memorial Scholarship to Hugh Donald | additions to the society’s museum. The president will take pract 


Fleming, late of Epsom College. the chair at 8 p.m. and refreshments will be served after the ing tl 
meeting. Co 

Appointments. PRINCESS ARTHUR OF CONNAUGHT will open the neW Chris 

The appointment of Dr. J. A. Glover to the Milroy Lectureship | children’s wing of the Wimbledon Hospital on Wednesday, | Tunis 

for 1930 was announced, and Mr. W. A. Greene, K.C., was elected | November 21st, at 3 p.m btai 

Senior Standing Counsel to the College. 

The following were elected as Councillors: Dr. C. R. Box, THE new Torbay Hospital will be opened on Satan AT 

Dr. J. H. Thursfield, Dr. Charles Bolton, Sir Charlton Briscoe,and | November 17th, at 2.39 p.m. by Lord Mildmay of Flete, Lord } recent 

Dr. J. A. Arkwright. f Lieutenant of the County of Devon. Koht, 

Sir Francis Champneys was re-elected to represent the College THE Joint Tuberculosis Council has arranged a post § the fo 

graduate series of lectures and demonstrations on thé consid 

mittee of pathology of tuberculosis and allied chest diseases; these Antwe 

: will be held at the City of London Hospital for Diseases of f abuor, 

the Heart and Lungs, Victoria Park, from Monday, Novembet § Laigns 

SOCIETY OF APOTHECARIES OF LONDON. 26th to December ist, including both mornings and after § Middl 

THe following candidates have passed in the subjects indicated : noons, with the exception of the Saturday afternoon, Tb@ f of the 

: syllabus includes genito-urinary tuberculosis in the male; | and gc 


SurGERy.—G. N. Beeston, J. M. Connor. L. P. ory 
E. P. Johnson, A. A. Leiboviteh, K. syphilis and tuberculosis; the investigation of the pre Fr 


Mepicine.—A. R. D'Abreu, E. A, Johnstone, T. K. S. Lyle, C. P. Madd tuberculous child; sputum examination; the early develop }at Wa 
ORENS _ - Bent, J. M. Connor, A. R. D’Abreu, various radiological and pathological investigations. © Theld a 
A. & Ever = A. Johnstone, T. K. 8. Lyle, M. H. Rashwan, | wards and various special departments of the hospital wy from § 

: i ee 
Mipwirerry.—J. M. Connor, N. Das. W. 8. Ghai, M. Hurwitz, E be open to those taking part in the course; the fee is thre® Bamon,s 
E. O'C. Parsons, A. F. Quarmby, R. W, Seasion A Wee: winkin. guineas, and an application has been made to the Ministet duode, 
of Health to allow the course to rank for a grant. Furthet $Y, ya, 


The diploma of the Society has be : : 
E. Gibbs, M. information may be obtained from Dr. William Brand, Th® 


vitah, C. P. Madden, A. F. Quarmby, and A. I. Vawser. Larches, Farnham Royal, Bucks. change 
The following candidates have been approved at the examination THE Fellowship of Medicine and Post-Graduate Medical Jot Lei 

indicated: Association announces that on Monday, November 5th, Mt §6. Bec 
MasTERY OF MipwirEry.—G. D. Eccles, R. K. Ford, J. A. Lee Aleck Bourne will deliver a lecture entitled “« When is thé Btoleray 
__ F.P.N. Parsons, H. J. D. Smythe " | retroverted uterus a cause of symptoms?’’ at the Medi 
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Society, 11, Chandos Street, Cavendish Square, at 5 p.m. | diseases and diabetes by Professor A. Elschnig of Prague, the f- 
On the following Wednesday, at 2 p.m., Dr. Everard Williams | treatment of obesity by- Professor K. Glaessner of Vienna, ze 
will give a gynaecological clinical demonstration at Charing | failuresin the surgical treatment of gall-stones by Professor i 
Cross Hospital, and on the same afternoon Dr. G. Carmichael | A. Jurasz of Posen, the pathology of puberty by Pro‘essor i 
he § Low will give a demonsiration on ‘* Recent work on blood | RK. Neurath of Vienna, Weil’s disease and yellow fever by - 


y diseases ’’ at the Wellcome Museum of Medical Science, | Professor Schiffner of Amsterdam, and the treatment of 4 
A 33, Gordon Street, W.C.1, at 4 p.m. On Friday, November | tabes by Professor Wagner-Jauregg of Vienna. 

9th, at 3 p.m., Mr. E. Gillespie will give a clinical demonstra- AN account of the agitation in favour of wholemeal bread a 
' tion in general surgery at the Prince of Wales’s Hospital, | during the past fifty years has been published (Jarrold and — 
ty Tottenham. Admission to these meetings is free. On | Sons, Ltd., London and Norwich, price 6d.) by the Bread 4 
~ Monday, November 5th, an afternoon course of clinical | and Food Reform League under the title: Bread of Olden a 


demonstrations in venereal disease, continuing for four | Days, Miss May Yates, who founded the leaguc in 1880, | 
he | Weeks, will begin at the London Lock Hospital, Dean Street. | became an advocate of brown bread following her observation : 
: Copies of syllabuses and information on all post-graduate | of the great strength of the Sicilian and Egyptian peasants, . 
. work in London may be obtained from tbe secretary of the | who subsisted chiefly on this diet. The author invokes the q 
Fellowship of Medicine, 1, Wimpole Street, W.1. The list of | wisdom of Hippocrates, the endurance of the Spartans, and q 
ige § special courses for 1929 is now being printed ; copies will be | the success of the Romans as evidence of the virtue of brown a 
- sent on application. bread, and describes white bread as an ‘impoverished, i 


AN exhibition of water-colours of Italy, Spain, Holland, | anaemic product.’’ There can thus be little doubt as to 
and Belgium, by Miss Mabel Spanton, daughter of the late | which side she takes in this controversy. 
be — Mr. W. D. Spanton, F.R.C.S., is now being held at Walker’s THE 1928 issue of the West African Medical Staff List 


the § Galleries, 118, New Bond Street, London, W. shows a total personnel of 233, including 11 women. The Is 
ays DR. CORDLEY BRADFORD, J.P., and Mrs. Bradford were | list, as usual, contains three sections, giving the personnel _ 
ty, honoured at a reception given on October 26th at Acock’s | for each grade and colony, and particulars of the qualifica- ; 
nd Green, Birmingham, to commemorate their golden wedding | tions and services of individual officers. The issue of similar ig ee 
ber on June 4th, 1928. They were the recipients of an illuminated | lists for the other colonies or groups of colonies which have 


Ys § address, 2 gold salver, and a silver tea urn from many old | medical services of sufficient numerical strength to warrant 
friends among whom they had lived and worked for 48 years. | such a publication has long been overdue. 

AT the annual meeting of the National Council of Women, ACCORDING to a recent writer in the Cronica Medico- 
the § held at York last month, the following resolution about | guirurgica de la Habana all Cuban children under 2 years of 
hospitals and women medical students was adopted: ‘‘That | age in the rural population and 70 per cent. of those living in 
this council deprecates the proposal of certain London hos- | towns are infested with intestinal parasites. 

" pitals to discontinue the training of medical women, and AS a memorial to her late husband, Dr. F. Melandri, who 
‘iss | urges that in the interests of the commuuity a concerted |. was for thirty-five years a member of the hospital staff, Mrs. 
ick. demand should be made for women students, both graduate | Melandri has given £1,000 to the Italian Hospital, Queen 
ling | and post-graduate, to have facilities for training as adequate | Square, London, to provide a new «-ray installation. 

and as efficient as are those that are open to men, including Dr. LEREBOULLET has. been nominated successor of 
the } their appointment to paid and honorary posts in hospitals.” Professor Marfan in the chair of infantile hygiene, and 
vith IN celebration of the centenary of the Spectator a dinner | Dr. Gougerot has succeeded Professor Jeanselme in the 


was held at Claridge’s Hotel on October 30th, and a com- | chair of skin diseases and syphilis in the University of Paris. - 
will | memorative number is to be published to-day, November 3rd. 


: : : THE third part (M-Q) of the Sale Catalogue published b j 
A book, entitled The Story of the Spectator, 1828-1928, by Sir | p> 4r¢ early books on 
"9 William Beach Thomas, which was published on October 25th, sciences, and alchemy has recently appeared. Each entry is im 
— contains an interesting record of the history of the Spectator, | accompanied by an explanatory note in English, and the ‘ 


anc also sidelights on many events of the past 100 years. text is freely interspersed with contemporary woodcuts. 

THE Council of the Royal Sanitary Institute has accepted ee 
n of } the invitation of the Sheffield City Council to hold its fortieth ’ 
3 O8 | Congress and Health Exhibition at Sheffield from July 13th 

to 20th, 1929. Earl Fitzwilliam will preside. D A 

< THE Water Pollution Research Board of the Department Letters, otes, and nsluers. 
“W of Scientific and Industrial Research issues periodically, in —_— ' 
>, | typescript, a summary of current literature bearing directly | All communications in regard to editorial business should be 


reat or indirectly on its activities. The issue for October consists addressed to The EDITOR, British Medical Journal, British 
ty $ F of an author index to the first volume of these fasciculi. Medical Association House, Tavistock Square, W.C.1. 
vem | it may be consulted at the library of the British Medical | ORIGINAL ARTICLES and LETTERS forwarded for publication 
Association. are understood to be offered to the British Mepicat Jourmat 
us IN connexion with the celebration of the centenary of the alone unless the contrary be stated. Correspondents who wish 
the | Faculty of Medicine in the University of Cairo, arrangements notice to be taken of their communications should authenticate 
have been made for a tour in the Mediterranean for medical them with their nal 
ta i i \ Authors desiring REPRIN of their articles published in 

r the Barrise Mepicat, Jounmat must communicate with the Financial 


Secretary and Business Manager, British Medical Association 


Corsica, Sicily, Naples, Alexandria, Jerusalem (spending House, Tavistock Square, W.C.1, on receipt of proofs. 


ee Christmas nightat B ethlehem), Constantinople, Athens, Malta, | Aji communications with reference to ADVERTISEMENTS, as well 
*Y¥: | Tunis, Constantine, and Algiers. Further information may be as orders-for copies of the Journat, should be addressed to the 
obtained from Dr. Veillet, 43, Boulevard Raspail, Paris. Financial Secretary and Business Manager. : 


‘day, AT the sixth International Congress of Historical Sciences | The TELEPHONE NUMBERS of the British Medical Association 
Lo recently held at Oslo, and presided over by Professor Halidan and the British Mepica, Journan are MUSEUM 9861, 9862, 9863, ~ 
Koht, who is president of the Historical Society of Norway, and 9864 (internal exchange, four lines). 
the following papers of medical interest were read: medical | The TELEGRAPHIC ADDRESSES are: sf 
the Fusidorations in favour of Glozel by Dr. Tricot-Royer of of the Britis Mepica, Journat, Aitiology Westcent, 
thes¢ Autwerp, the observations of Pinel and his pupils on some 
mbet Laignel-Lavastine and J. Vinchon, medical instruction in the MEDICAL SECRETARY 
after» | Middle Ages by Professor Karl Sudhoff of Leipzig, social life We 


The } of the leper in the old Duchy of Brabant by Dr. 'Tricot-Royer, The address of the Irish Office of the British Medical Association 


; : , South Frederick Street, Dubli tel : Bacillus, 
nale; and scientific medicine in Norway after the Middle Ages by telephone 62550 Dublin), the Scottish “Office, 
pre Dr. Frederick Grén of Oslo. The next cougress will be held 7, Drumsheugh Gardens, ao (telegrams: Associute, 
). 


velop £4 Warsaw in 1933. Edinburgh; telephone 24361 Edinburg 
d B THE tenth international medical post-graduate course was 
held at Carlsbad under the presidency of Dr. Edgar Ganz 


rae om rome 23rd to 29th when the following papers, QUERIES AND ANSWERS. 

nistet prs : the — and op Liver Exraacr. 

arthet ‘the f y ANAEMIA” writes: In answer to W.” (October 27th, ». 777) 
i, Th Btunction to the 1 may I say, asa sufferer from pernicious anaemia, that, in.my 
: cha = Lo she liver by Proteuoe H. Guggleberg of Borne, opinion, his patient will have to continue taking liver extract for 
edical rses in the idea of the constitution by Professor Sigerist the rest of his life? I have, by way of experiment, reduced the 


, ueipzig, treatment of pernicious. anaemia by Professor daily dose of liver, always with the same result—a reduction in 
h, Mr. f'. Becker of Helsingfors, the cause of diminution of sugar the number of red cells. I think it is better to take too much 
oa llerance in diabetes by Dr. G. Graham of London, eye liver thau too little. Further, I Gnd I must stick to the 


} 
fi 
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hydrochloric acid, dil.; I take half a drachm three times a day. 
Tt this is left off the intestinal contents become very offensive. 
In addition, I take 15 grains of bismuth salicylate three times 
a day as an intestinal antiseptic. I have tried many of the 
so-called intestinal antiseptics; I believe the bulk of them to be 
useless. ‘* W.’s”’ patient has a low proportion of haemoglobin ; 
there should be about 80 to 85 per cent. at least. I think more 
liver extract should be taken. I have a blood count every 
month; the information afforded is useful. A most important 
‘point in the examination is the size and shape of the red cells. 
There are two processes going on at the same time: the haemo- 
lytic and the defective manufacture of cells. If the red cells are 
large, it may be safely presumed the blood factory is not in good 
working order. At the times when I have suffered a relapse, 
‘and have slipped back to, say, 2 million ‘reds,”’ this has been 
very noticeable. ‘‘ W.’’ does not say what preparation of liver 
extract his patient is taking; I have tried three or four, but 
prefer Armour’s concentrated liquid liver extract, and I take 
nearly loz. each day. At my last blood count this month I had 
5,220,000 reds, 85 per cent. haemoglobin, index 0.82, 


SEBORRHOEA OF THE SCALP. 
Dr. I. B. McCann (London, E.) writes: In seborrhoea of the scalp, 
with much dandruff, I have been in the habit of prescribiug an 
_ointment of 10 grains each of sulphur and salicylic acid in 1 oz. 
-of soft paraffin. Though the results are satisfactory, many 
patients after prolonged use find it greasy and too sticky for 
comfort. Can these two drugs (sulphur and salicylic acid) be 
put up ina more elegant fashion for use on the scalp, even if 
“more expensively? I prefer, if possible, to use sulphur and 
salicylic acid rather than a spirit lotion of hydrarg. perchlor. 
and salicylic acid, which is recommended as an alternative in 
most textbooks. Suggestions for au alternative treatment would 
, also be welcome. 


DELAYED MENSTRUATION. 

* A. E.” writes: I have a patient, a girl clerk, aged 25 years, who 
has never menstruated, or, at the most, has only seen a slight 
stain. She has a good deal of adipose tissue, especially on the 
legs and arms, and otherwise she is quite plump. She is in 

* perfect health. She has been seen by very distinguished doctors. 

can fiud nothing abnormal physically. Up to the time I saw 
her she has been three years on thyroid extract, eight months on 
hormotone, and eight’ months on ovarian extract. Obviously it 
is no use doing what other people have done. Can any reader 
suggest some line of treatment or some further examination ? 


LETTERS, NOTES, ETC, 


BLIND-DEAF CHILDREN. 

Mr. A. J. SToRY, general secretary, National Institute for the Deaf 
(2, Bloomsbury Street, New Oxford Street, W.C.1), writes: 
This institute is now considering the question of the early 
training of children who were born, or have become, both blind 
and deaf. It is obvious that unless such unfortunate children 
are specially and suitably cared for from very early life, their 
lapse into physical and meutal incompetence is almost unavoid- 
able. At the present time no distinctive provisions are available 
for the care of such young children. Single type institutions, 
either for the blind or deaf, cannot receive them. We are 
anxious to get to know of the numbers of these doubly afflicted 
children who do not generally come under the notice of public 
authorities until an age at which the retardation, due to silence 
and sightlessness, has become of grave importance and difficulty. 
It has been suggested that an appeal to doctors, nurses, and those 
concerned with hospitals, baby welfare clinics, and other organiza- 
‘tions dealing with childhood would be likely to help us in tracing 
these blind and deaf children. May we, therefore, crave the 
assistance of your columus to request those of your readers who 
may know of cases of children of any age up to 8 years, who are 
— blind and deaf, to help us by sending us full particulars 
of them ? 


GREENED POTATOES. 

Dr. L. Harris-ListTon (Middleton-St.-George, Durham) writes with 
reference to the green colouring which appears on potatoes when 
exposed to light for a few days, and which is said to indicate the 
‘presence of a poisonous substance. He is informed by the 
eeper of Botany at the Natural History Museum, South Ken- 
sington, that the poisonous element in the potato plant is the 
alkaloid ‘ solanine,’”’ which is present in all parts of the plaut, 
though only toavery minute extent in the flesh of the tuber, 
there being more in the skin and the green parts. Dr. Harris- 
‘Liston writes: Some persons cannot eat potatoes, being hyper- 
‘sensitive to very small quantities of this alkaloid. I and my 
servants have frequeutly eaten, without ill effects, greened 
potatoes which have been skinned and boiled, and I have given 
such potatoes to pigs after boiling without any apparent bad 
symptoms. On the other hand, the haulm of the plant, the 
seeds, and sprouting and greened potatoes have caused serious 
symptoms, and even deaths, iu live stock fed onsuch. During 
the war some Soldiers in Berlin fed on such potatoes were badly 
affected with acute gastro-enteritis, their symptoms being 
pyrexia, headache, colic, diarrhoea, occasionally vomiting, 
and in several cases fainting, while one had convuisions; most 
were drowsy and apathetic, but all recovered. I should be 
interested to hear if any readers of the Journal have observed 
such symptoms in people who have eaten these greened potatoes. 


Dr. ARTHUR J. BROCK (North Queensierry) again joins issue with 


— 


DEMENTIA PRAECOX AMONG PARSEES. 


Lieut.-Colonel Jagoe Shaw on the subject of dementia praecor 
among Parsees. In the course of a letter he states that ‘ the 
Parsees seem not only to be affected with Westernization, but to 
have got it extra badly. Their schools appear modelled op 
strictly Western lines, and one would naturally expect them t 
suffer from the chief diseases affecting Western civilization, 
Of these, early or a ay dementia is one of the most out 
standing. Lieut.-Colonel Jagoe Shaw tells us that the Parseg 
are particularly prone to this, and next to them the educate 
Hindus and Mohammedans, or rather, the boys of these tio 
groups who have undergone the system of intensive cramming 
known to the Western world as education. Only the Parsee 
go in for consanguineous mating, whereas all of them go iy 
or Western cramming methods. We Westerners are being 
decimated by dementia praecox, and there is no question of our 
marrying ‘ cousins,’ except very rarely. Why not look for 
a factor existent in al! groups, instead of only in one ?”’ 


ACTINIC SKYSHINE MIRRORS. 

Dr. E. E. Mappox (Bournemouth) writes: Those who _ install 
* vita ” glass windows in children’s hospitals, especially in the 
‘rickets ward,’ might be glad to know how to render them 
most effective. Much of the actinic light which streams through 
a window is lost on the floor and furniture. The ceiling is the 
ideal receptive surface, both for preserving the ultra-violet 
radiation and for scattering it over the room. Without lessening 
the direct stream of light into the room, an actinic mirror ca 
be hinged to the foot of the window outside, approximately 
horizontal, so as to cast additional skyshine on to the ceiling. 
By an actinic mirror I mean one that reflects ultra-violet radia 
tion without any material loss. That is not the case, of course, 
with ordinary glass, which absorbs actinic light, especially as 
the light has to pass twice through the substance of a mirror to 
reach the silvering and escape again. The suggestion is to silver 
‘* vita’’ glass and use it as a mirror, with its edges and back 
painted with liquid celluloid or the like, to preserve it from the 
weather. Metallic, or even perhaps enamelled, mirrors woiull 
serve the same purpose. At night the mirror can be folded w 


CEILING FROM SKY CEILING 
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against the lower part of the window, if desired, to contribute 
the warmth of the room by reflecting the escaping heat radiation 
back again. For simplicity’s sake one direct and one reflected 
ray only are shown in the diagram. Inquiries about such glas 
mirrors can be made from the *‘ Vita ’’ Glass Marketing Boari, 
Aldwych House, W.C.2, and about metallic mirrors from Messrs. 
John Watts, 18, Soho Square, W.1. An inside mirror projecting 
horizontally from the foot of the window into a room, or evel 
a movable mirror table stood in the window, would be better 
than none, but, besides occupying space, it darkens some of the 
floor. The difference is this: that an inside mirror does not 
increase the amount of light entering the room, but only divert 
some of it, whereas the whole of the light contributed by aa 
outside mirror is additional. Should a maximum effect 
required, both inside and outside mirrors could be employel. 
One word of caution may be advisable. Valuable though actinit 
mirrors would be in many children’s nurseries, their use fot 
other living rooms in the house should be a matter of judgement, 
depending on the inmates; for some weak eyes, especially il 
elderly people and invalids, are not so tolerant of increase 
ultra-violet radiation as normal eyes. 


A WARNING. 

“M.D.” sends a word of warning to fellow practitioners engagil 
dispenser bookkeepers. I have recently (he says) parted with 
a lady who came to me with excellent references and who turnel 
out most unsatisfactorily. She has finally goue in circumstan 
which can, to say the least of it, only leave grave doubts 8 
her idea of ‘‘ mine and thine.” It would seem that a little delay 
for the purpose of investigating ‘‘ references ” might prove time 
well spent. 


VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medical college 

and of vacant resident and other appointments at hospitais, 

be found at pages 48, 49, 50, 51, 54, 55, and 56 of our advertisemetl 

columns, and advertisements as to partnerships, assistantehips 
and locumtenencies at pages 52 and 53. 

A short summary of vacant posts notified in the ad 


columns appears in the Supplement at page 207. 
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Obsertations 


ON 
THE DIFFERENTIAL DIAGNOSIS AND TREATMENT 
OF CEREBRAL STATES CONSEQUENT 
UPON HEAD INJURIES.* 


BY 


C. P. SYMONDS, M.D., F.R.C.P., 


Physician in Charge of Department for Nervous Diseases, 
Guy’s Hospital; Assistant Physician, National 
Hospital, Queen Square. 


Tur subject of head injuries is treated, as a rule, in the 
textbooks of surgery rather than of medicine. It might 
seem, therefore, that in choosing it for our discussion we 
were encroaching upon surgical preserves. In practice, 
however, the proportion of cases of head injury which 
require immediate operative intervention is very small, and 
is limited to those in which a compound fracture calls for 
the obvious surgical toilet, or the rupture of a meningeal 
artery threatens life from cerebral compression. In so far 
as the latter is a cerebral state consequent upon head 
injury it might be included within the limits of our title, 
but in order that we may proceed to other and numerically 
more important aspects of our subject I shall propose to 
rcfer to it only in passing. 

The various cranial nerve palsies which may result from 
fractures of the base are necessarily excluded as forming 
no part of a cerebral condition. Apart from the immediate 
surgical risks to which I have referred and the rare con- 
dition of subdural haematoma which I shall mention later, 
the severity of any injury to the head varies with the 
nature and amount of damage suffered by the brain at the 
moment of injury. Such damage may in itself prove fatal. 
When it does not there will result symptoms of cerebral 
disorder whose differential diagnosis and treatment may 
properly be considered as topics for neurological discussion. 
in attempting a brief description of these cerebral states 
] shall find it necessary to draw certain arbitrary lines of 
distinction. 


Concussion, 

I shall define concussion as a condition of subtotal 

cessation of cerebral function following immediately upon 
the injury, and lasting only a few moments, with subsequent 
complete recovery within twenty-four hours. During the 
initial stage the patient is completely unconscious and in 
a state of flaccid paralysis. In a severe case the respiratory 
and cardiac functions may hardly continue. In a few 
minutes recovery begins; the visceral reflexes are the first 
to return, and vomiting is common at this stage.. The 
other cerebral functions recover more gradually, and there 
may be a phase of some hours during which consciousness 
is clouded. Following this again there may be complaint 
cf headache and giddiness, but at the end of twenty-four 
hours in an uncomplicated case of concussion recovery 
should be complete and permanent. 
_ The simplest explanation of concussion is that. given by 
Trotter. The skull being in relation to traumatic force 
semi-elastic is dented or compressed by the blow, its 
contents being momentarily squeezed dry. The loss of 
consciousness and paralysis are due to sudden transient 
cerebral anaemia. The symptoms of the recovery stage are 
those of a gradual return of function in physiological 
sequence from the medullary centres upwards. The whole 
clinical syndrome being due to a temporary vascular 
eubarrassment and independent of any structural lesion, 
recovery is complete and permanent, 


ContUusIon. 

‘ Distinct from concussion, though often associated with 
it, is the condition of cerebral contusion. A fair idea 
ot what is meant by this term may be obtained by anyone 


who will visualize the picture of cerebral damage in. 


# case of fatal head injury. Apart from any direct lacera- 
tion of the brain from compound fracture there is almost 
aiways to be seen in such a case diffuse bruising and 


“Made in opening a discussion in the Section of Mental Diseases 
ani Neurology of the Annual Meeting of the British Medical Association, 
Cardiff, 1928 


petechial haemorrhage, often with maximal intensity at 
the point of contrecoup. In such a case death has probably 
been due to direct or indirect damage to the medulla. 
In patients who recover with symptoms of cerebral damage 
we may reasonably suppose that some lesser degree of 
such bruising is present. 

The symptoms of cerebral contusion depend upon two 

factors: first, the effect upon the intracranial pressure, 
and secondly, the precise situation of the lesion. To take 
the latter first, it is clear that the presence of paralysis, 
loss of sensation, or altered reflexes in a case of cerebral 
contusion must be an accident of localization. If the 
lesion involves the pyramidal cells or fibres an extensor 
plantar response will result, and so on. The focal signs 
of cerebral contusion, therefore, are those of cerebral 
disease generally. It may, however, be remarked at once 
that such focat signs are rarely to be detected, possibly 
because it is only in the relatively slight cases of contusion 
that recovery is possible. The effect upon the intracranial 
pressure, and hence upon the intracerebral circulation, 
will depend upon the amount of haemorrhage and 
exudation. 
_For purposes of clinical description I propose here 
to distinguish between a major and a minor degree of 
cerebral contusion, taking as the distinguishing feature 
of major contusion clouding of consciousness or stupor. 


The General Symptoms of Major Contusion. 

The injury will almost always have been of such a 
nature and degree as to have caused concussion. The 
patient, having been completely unconscious for a few 
moments, partially regains his senses and passes into the 
state of stupor already described as a part of the clinical 
picture of severe concussion. Subsequently, instead of 
making that rapid progress towards a normal mental 
state which is characteristic of simple concussion, he 
remains stuporose, restless, and irritable. During the 
daytime, if left to himself, he is usually drowsy, lies 
curled up on his side, and resents interference. At night 
he is frequently noisy, hallucinated, and violent. The 
temperature and pulse rate, at first subnormal, are often 
raised. 

This condition may persist for days or weeks, the 
tendency being towards gradual improvement, first mani- 
fested in the form of brief intervals of lucidity during 
the daytime, when the patient may ask where he is and 
for a few minutes behave and talk in a rational manner. 
On regaining his senses he is found to have an amnesia 
for the period of clouded consciousness. Such patients 
are often said to have been unconscious during this whole 
period, but it is important to distinguish between complete 
unconsciousness or coma and the condition of stupor or 
clouded consciousness which is characteristic of major 
contusion. 

It has already been assumed that the general symptoms 
of cerebral contusion are due to increased intracranial 
pressure from capillary haemorrhage and _transudation. 
Direct proof of this may be obtained by lumbar puncture, 
a manometer being employed to register the spinal fluid 
pressure. This is usually found to be well above the normal 
limit, and the fluid is often blood-stained, indicating the 
rupture of surface capillaries. 

The effects of increased intracranial pressure upon 
cerebral function are well known, and there is no doubt 
that they are brought about by embarrassment of the intra- 
cerebral circulation. Here we have to consider three groups 
of blood vessels: the arteries with a high internal pressure, 
the capillaries with a much lower pressure, and the veins 
in which the pressure is lowest. It is clear, therefore, that 
when there is any increase of intracranial pressure, suffi- 
cient to embarrass the cerebral circulation, its first effect 
will be to compress and narrow the veins. Oozing from 
the capillaries may cause such venous compression, for the 
pressure in the capillaries is normally higher than that 
in the veins. But oozing from the capillaries cannot result 
in compression of the capillaries themselves—that is to 
say, the increased intracranial pressure due to cerebral 
contusion may be sufficient to embarrass the venous outflow 
and so cause a state of relative cerebral anozaemia, but 
cannot reach the point of compressing the capillaries and 


13540) 


q 


i 
with 
** the 
rub to a 
On 
em to 
ution, 
out 
= 
two 
ming, 
go in 
being 
of our 
for 
install 
in the 
them 
rough 
is ‘the 
-violet 
sening 
or cau 
nately 
eiling. 
radia 
ally as 
rror to 
) silver 
1 back 
om the : 
would 
ded up 
| is 
college 
ais, 
isemel 


880 Nov. 10, "1928] 


Barns 
MepicaL 


CEREBRAL STATES CONSEQUENT UPON HEAD INJURIES. 


causing a state of cerebral ‘anaemia. The symptoms of 
cerebral anaemia are coma and paralysis; of cerebral 
anoxaemia, stupor, irritability, and confusion. These latter 
constitute the true clinical picture of major contusion. The 
development of coma or paralysis must indicate some other 
and more formidable source of compression, such as arterial 
haemorrhage or subdural haematoma. 

Having regained his full senses the patient, under the 
terms of our definition, passes out of the category of major 
contusion, and his further symptoms are those of minor 


contusion, 


The General Symptoms of Minor Contusion. 

The injury may, or may not, have been such as to have 
caused concussion. It is possible for a glancing blow to 
bruise the brain, sometimes severely, without any loss of 
consciousness at the moment of injury. 

The symptoms to be described may follow directly upon 
the injury, but more commonly develop after a latent 
interval of some hours, a day or two, or in certain cases 
after several weeks. Thus a patient who has been con- 
cussed may seem to have made a complete recovery from 
his concussion and yet later develop disabling symptoms. 
The three symptoms almost constantly complained of are 
headache, giddiness, and mental disability. . 

The headache is described in terms of pain rather than 
discomfort.. Throbbing, shooting, splitting, are the words 
usually employed. At its worst it may be continuous with 
exacerbations. More commonly it is intermittent. If it 
has any fixed situation this is likely to be related to the 
site of the injury. One of the most characteristic features 
of this headache is a relation to alterations of posture. 
In most cases it is worse when the patient lies down. 
Thus it is experienced on going to bed, and may keep him 
awake during the early part of the night, and it is 
commonly present when he wakes in the morning. Often 
the patient will discover that one position in particular, 
lying with chin upward, to the right or to the left, is 
especially likely to cause or aggravate the headache. It 
may also be brought on or intensified by coughing, sneezing, 
and quick alterations of posture, as in stooping, or rising 
from the stooping posture. The other aggravating factors 
in order of their frequency and importance are mental 
stress, physical exertion, noise, bright light, a stuffy atmo- 
sphere, and thundery weather. 

The giddiness is usually described as a general transient 
sense of unsteadiness. It is particularly related to sudden 
change of posture, so that the patient is, for instance, 
unable to stoop to lace his boots, or, if he does so, stoops 
and rises slowly and with caution. The changes from 
vertical to horizontal posture and vice versa occasioned by 
going to bed and rising are also apt to induce this symptom. 

The mental complaints are of inability to concentrate, 
defective memory, indecision, loss of emotional control, and 
rapid fatigability of the mental processes. In severe cases 


‘this is associated with insomnia and nocturnal restlessness. 


There may be some clouding of consciousness at night time, 
the condition then approximating to that of major 
contusion, - 


The Focal Signs of Cerebral Contusion. 

As has already been stated, these are rarely encountered, 
and are to be regarded rather as accidents of localization 
than as of primary clinical importance. Their occasional 
presence, however, provides additional proof that the 
symptoms which have already been described have their 
origi in organic cerebral damage. As a reminder the 
association is of all the more value when it occurs in a case 
of minor contusion. I shall therefore quote briefly a single 
example. 

In June, 1924, a labourer, aged 39, presented himself with the 
characteristic complaints of minor contusion. The story was that 
six weeks previously, while he was at work, a piece of steam 
piping fell on to the top of his head; he lost his sense of 
reckoning for a second but did not fall, and saw the pipe dancia 
on the floor. He kept at his work and experienced no symptoms of 
importance until a week later, when he commenced to have severe 
and disabling headaches. On examination he was found to have 
no physical signs, with the important exception of an extensor 


planiar reflex on the right side. The blow, which had been of a 
glancing nature, had been on the left side of his head, near the 
vertex, and as nearly as could be judged over the upper end of 
the left precentral gyrus. He was treated over a period of three 
months. and then returned to his work. At that time the right 
planiar response was flexor, but obtained less easily than on the 
left. He writes that at the present time he is well, save for 
occasional headaches which occur at times of mental or physical 
strain or in thundery weather. 

Apart from objective physical signs, there are certain 
symptoms which must be related to focal damage, amongst 
which permanent mental change and epilepsy are of 
importaice. 

Permanent mental deterioration to the point of necessi- 
tating institutional care would appear to be rare, Lesser 
degrees of impairment are by no means uncommon, espe- 
cially after a history of major contusion. Thus in a series 
of 80 cases of head injury severe enough to necessitate 
hospital treatment, 18 patients interrogated one or more 
years after the injury complained of memory defect. Six 
of these had suffered from major contusion in the terms 
of our definition. 

Epileptic attacks may occur in the early stages of a 
major contusion and are usually of the Jacksonian variety, 
They are probably due to subarachnoid haemorrhage, and 
do not always portend a permanent liability to attacks, 
Of more serious significance are the attacks which develop 
after a latent interval of months or years. These are 
usually generalized seizures of major or minor character, 
and quite commonly persist. The frequency of epilepsy 
as a sequel of head injury is apt to be under-estimated 
through neglect of the latent interval. In a series of 
20 cases (7 gunshot wounds, 13 civil accident) in which 
a family history of epilepsy could be excluded and there 
was a clear history of serious head injury preceding the 
first attack, the interval between the accident and the 
first attack was in 13 cases longer than two years. In 19 
of the 20 cases the attacks were of a general nature. In 
18 of the 20 cases in which the history of the earlier 
stages was adequate, the story was of a major cerebral 
contusion. 

Cerebral abscess following a compound fracture and 
chronic subdural haematoma are two sequels of head 
injury which are likely to come within the view of the 
neurologist. Both are rare. The story of subdural haema- 
toma is commonly that of a fall or blow upon the back or 
front of the head, with or without concussion. After a 
latent interval, usually of several weeks, the patient begins 
to complain of headaches and gradually develops other 
symp ‘oms of increased intracranial pressure. Symptoms of 
mental disorder are often a prominent feature of this stage. 


Later stupor develops, and the final stage of coma and > 


paralysis supervenes rather suddenly and proceeds rapiuly 
to a fatal issue unless relieved. 

Owing to the long latent interval and the trivial nature 
of the injury the diagnosis is sometimes missed because 
it has never been considered. Examination of the spinal 
fluid may be Of value in a doubtful case, for this sometimes 
contains altered blood pigment and flakes of fibrin. 

Finally, there is a considerable group of cases in which 
the disability which follows head injury is partly or 
entirely neurotic, based usually upon the problem of com- 
pensation. The symptom picture in these cases of so-called 
traumatic neurfsthenia differs in no respect from that 
of any other anxiety neurosis, save that the patient’s 
concern is chiefly with his head, and anxiety may he 
focused upon the question of damage to his brain. 


DIFFERENTIAL D1AGNosts. 

The differential diagnosis of the several conditions I 
have. described can best be reviewed by considering the 
problem as it may be encountered at varying intervals 
after the accident. 

1. During the First Twenty-four Hours.—If the patient 
has been concussed it is impossible to make any compre- 
hensive diagnosis of his condition at this period. The 
state of concussion masks what lies behind it. If after 
complete or partial recovery of consciousness the patient 
sinks again into a true coma or definite paralytic signs 
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develop, arterial haemorrhage is almost certainly present. 
If recovery is progressive and the patient is apparently 
normal at the end of twenty-four hours, major contusion 
may be excluded, but the symptoms of minor contusion 
may supervene. The absence of concussion does not exclude 
the possibility of the symptoms of minor contusion or sub- 
dural haematoma developing at a later stage. 

2. After the First Twenty-four Hours.—lf at this stage 
there is any clouding of consciousness, something more 
than simple concussion has occurred. A _ condition of 
stupor and irritability which persists, or shows a tendency 
towards improvement, indicates the presence of major 
cerebral contusion. A lapse into coma or the development 
under observation of paralytic signs will provide evidence 
of an increase of intracranial pressure greater than can be 
accounted for by contusion alone, and should immediately 
arouse the suspicion either of a late arterial haemorrhage 
or the formation of a subdural haematoma. The patient 
who, at the end of twenty-four hours, has apparently 
recovered may yet develop symptoms of minor contusion, 
and the latent interval] may amount to several weeks. 
Especially is this likely to happen if the patient has been 
rested completely during these weeks and returns abruptly 
to his ordinary way of life. I have seen one or two 
striking examples in cases of multiple injury in which the 
contusion symptoms have developed only on the patient’s 
discharge from hospital. 

The symptoms of minor contusion are as a_ rule 
unassociated with any physical signs. They may need, 
therefore, to be distinguished from those of an anxiety 
neurosis. If they have developed from those of a major 
contusion—that is to say, if the patient has been stuporose 
for more than twenty-four hours after his injury—this 
fact should have considerable weight in favour of an 
organic basis. More difficult may be these cases in which 
the onset has been delayed. 

The symptoms of true minor contusion, however, vary 
so little from one case to another that any physician who 
takes the trouble to elicit a full history will discover for 
himself a series of touchstones for the truth. Of particular 
importance are the character of the headaches and their 
relation to posture. The neurotic, as a rule, will describe 
his headache in terms of discomfort rather than of pain; 
it is continuous rather than intermittent, has no relation 
to posture, and is aggravated only by mental stress. The 
association of true contusion headache with giddiness also 
related to posture is a valuable point. 

The mental symptoms are more difficult to evaluate, 
especially for one who has not known the patient before. 
It should be a rule in such cases to inquire for a family 
history of mental instability and to ascertain the patient’s 
previous biological record, with especial reference to 
nervous breakdowns. A patient who was sent to me for 
an insurance report with mental symptoms following a head 
injury admitted having had a similar. nervous illness some 
years previously after he had accidentally swallowed his 
false teeth. Of the several physicians and surgeons who 
had examined him before none had elicited this important 
fact. 

Retardation of the intellectual processes and a defective 
memory, especially for recent events, are valuable signs 
of organic cerebral damage, and would probably be dis- 
covered more often in these cases if formal tests for 
memory and retention were generally employed. 

My impression is that the frequency of traumatic 
neuroses following head injury is a good deal exaggerated 
and that the minor mental symptoms so often encountered 
are mainly due to organic damage. They are, in fact, the 
mental symptoms of major contusion spread thin. The 
argument to. the contrary, that such symptoms are 
commoner amongst workmen, is to my mind of no great 
weight. Mental stress is an important aggravating factor 
in the symptoms of true contusion, and one can hardly 
imagine a greater mental strain than that of a lawsuit 
for compensation hanging over a man who has nothing to 
show as evidence of his disability besides his own word. 

In this connexion I would urge the importance of 
teaching the legal profession that the brain may be 
Seriously damaged without any fracture of the skull, 


without any objective physical signs, and occasionally in 
the absence of any history of concussion; and, conversely, 
that a fractured skull is in itself no proof of cerebral 
damage. 

It would seem even that a fracture of the skull, if not 
fatal, may carry with it some degree of immunity from 
disabling after-effects. In the series of 80 cases to which 
I have already referred, the presence or absence of fracture 
was determined by gz rays and clinical evidence in 72. 
Ten of these had fractures. At the time the inquiry was 
made—that is to say, one or more years after the accident 
—not one of these 10 was completely disabled; 7 were 
able to do full work and the remaining 3 light work. By 
comparison, of 61 cases without fracture, 7 were comi- 
pletely disabled, 28 were able to do light work only, and 
26 full work. These figures suggest that, in so far as 
the traumatic force is expended in fracturing the skull, 
there is less available for lacerating the brain. 

Of all the sequels of head injury, the differential 
diagnosis of subdural haematoma is the most difficult. My 
personal experience has been of 5 cases. 


In one of these the diagnosis at first sight appeared to be that 
of a cerebral tumour. The patient was a young man with head 
ache, papilloedema, and an extensor plantar response on cne side. 
There was a story of a fall on the back of the head four reonths 
previously. The presence of xanthochromia and fibrin flakes in 
the spinal fluid led to a correct diagnosis. 

In another case, also presenting the signs of a cerebral tumour, 
the correct diagnosis was made only at necropsy, and no history 
of injury was ever obtained. 

A third patient was admitted to hospital with hemiplegia under 
the diagnosis of cerebral thrombosis. The fact that the hemiplegia 
had taken several days to develop excited suspicion; a history was 
obtained of a fall on the back of the head three months pre- 
viously with slight concussion, and this led to a correct diagnosis. 

In a fourth case increasingly severe headaches in a man with 
frontal sinus disease led to an exploration for cerebral abscess. 
Post mortem a bilateral subdural haematoma was discovered, and 
the history of injury six weeks previously was obtained only after 
death. 

The fifth case was that of a magistrate who was knocked down 
by a motor car, sustaining a black eye and contusions to his body 
and limbs. Afier ten days’ rest he refurned to his work. Sub- 
sequently it was noticed that his judgement was faulty, he 
became irritable, and was obsessed in a manner unlike himself 
about the question of compensation for his accident, He was 
thought to be suffering from traumatic neurasthenia. it was not 
until two months after the injury that he somewhat suddenly 
became drowsy and developed the signs of a double hemiplegia. 
Exploratory craniotomy revealed a bilateral subdural haematoma. 


TREATMENT. 

_ I shall not dwell upon the treatment of concussion 
further than to remark again that the indication for 
surgical intervention during the first twenty-four hours 
is a lapse into coma after, a lucid interval or the develop- 
ment under observation of paralytic symptoms. At the 
end of this period, in a case of simple concussion, recovery 
will be complete. Minor contusion, however, may be latent 
at this stage. In every case of concussion, therefore, the 
patient or his friends should be warned of the liability 
to subsequent headaches, and he should be advised to return 
gradually to his normal mode of living. If headaches 
should develop he should be treated as a case of minor 
contusion, 

In the treatment of a case of major contusion the first 
principle to be observed is that of complete rest, and in 
securing this expert nursing is essential. The patient 
should be disturbed and handled as little as possible. Food 
should be light and easily assimilable. Sedatives will 
often be necessary at night—paraldehyde in full doses is 
effective if the patient will take it; drugs of the medinal 
group are less satisfactory in that, given in sufficient doses 
to induce sleep, they sometimes tend to increase confusion 
on the following day. A similar objection applies to 
hyoscine, which may sometimes be necessary in the manage- 
ment of a violent or noisy patient. f ; 

There are two means by which relief of intracranial 
pressure may be obtained during this stage, sometimes 
with excellent results. One is lumbar puncture. A mano- 


meter should be used, and the fluid—usually blood-stained— 
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run off until the pressure is subnormal. If the procedure 
gives relief it may be repeated as necessary. The other 
measure which may be employed is the intravenous injec- 
tion of hypertonic saline—50 to 100 c.cm. of a 15 per cent. 
solution is the duse usually given. The effect is to shrink 
the brain by absorption into the blood stream of its 
This effect is temporary, and 
the procedure may have to be repeated at intervals of two 
days. An alternative and simpler method of obtaining a 
similar resuit is to give a satutated solution of magnesium 
sulphate, 3 oz. in 6 oz. of water, by the rectum. This 
needs to be retained for half an hour if it is to be effective. 
In the later stages the treatment is the same as for minor 
contusion. 

The symptoms of minor contusion should be treated in 
the first place by rest in bed. The position of choice should 
be decided by experiment. In most cases the patient is 
most comfortable when sitting propped up, and, if so, 
should be enabled to sleep in this position. Cases will be 
found, however, in which the patient will discover for 
himself some other position which is the optimum, and he 
should be encouraged to persist in it. He should be pro- 
tected from bright light and noise; visitors should be 
excluded or strictly limited. An ordinary light diet may 
be given, but alcohol should be forbidden. A_ sufficient 
dose of magnesium sulphate should be given daily to secure 
a fluid evacuation. If the patient is at all inclined to be 
restless by day a bromide mixture should be given. Aspirin, 
10 grains at need, may be administered for relief of head- 
ache, and chloral or medinal at night for sleeplessness. 
This regime should be maintained until the patient has 
been free from symptoms for a day or two. He should then 
get up for an hour or two each day and have more 
latitude in regard to visitors. In this way he should be 
permitted to return step by step to an ordinary quiet mode 


of living, being put back a stage should there be any 


tendency to relapse with increasing activity. When he is 
able to live in the ordinary way without symptoms he should 
be encouraged to. subject himself to more stress hy means of 
physical and mental exertion, in order that he may test his 
capacity for a fully active life. This is especially impor- 
tant in the case of a manual worker. 

Treated by these means the majority of patients suffer- 
ing from symptoms of minor contusion make complete 
recoveries. The outlook is not so good in cases where 
the early story has been that of major contusion. 

_E have notes of a series of 80 patients who have been 
under my care with symptoms of cerebral contusion and 
have replied to a recent inquiry as to their present state. 
This mquiry was limited te eases in which at least one year 
had elapsed sinee the accident. 
to me, either in hospital or private practice, on account 
of symptoms which had persisted despite the simpler 
methods of treatment. They represent, therefore, a group 
from which the mild and quickly recovering cases of minor 
contusion have been excluded. 

Of these 80 patients, 48, or 22.5 per cent., stated that 
they had made a complete recovery. 

Of 71 who were dependent for their livelihood on regular 
employment : 

33 (4€.5 per cent.) were able to return to full work. 
31 (43.5 per cent.) were able io return to light work. 
7 (10.0 per cent.) were totally incapacitated. 
These patients may be divided into those with major and 
those with minor contusion. 

Of 54 with minor contusion: . 
28 (52 per cent.) were able to return to full work. 
24 (44 per cent.) were able to return to light work. 
2 (4 per cent.) were totally incapacitated. 

Of 17 with major contusion : 
5 (29.5 per cent.) were able to return to full work. 
7 (41 per cent.) were able to return to light work. 
5 (29.5 per cent.) were totally incapacitated. 

These figures show that in the case of a major con- 
tusion the chances of the patient being able to return to 
his full work are less than one in three, and there is the 
same chance of total incapacity. 

In cases of lesser injury, there is an even chance of the 
patient being able to return to full work, and a very small 
risk of total incapacity. 


All were cases referred _ 


For purposes of obtaining these figures, the criterion 
taken for a diagnosis of major contusion was that the 
patient should have been in a state of unconsciousness, or 
partial unconsciousness, for more than twenty-four hours 
following the injury. 

In cases of persistent contusion headache unrelieved by 
medical treatment, surgical decompression has been advo- 
cated. I have seen this in one or two cases attended with 
considerable success, in others with none. The result may 
possibly depend upon a choice of the correct moment at 
which the procedure should be undertaken. I shall hope 
to hear more of this method of treatment from others with 
greater experience of it. 


THE EFFECTS OF IRRADIATED ERGOSTEROL 
IN LARGE DOSES. 
W. E. DIXON, M.A., M.D., F.R.S., 


J. CLIFFORD HOYLE, M.B., B.S., 


ERNEST HART MEMORIAL SCHOLAR OF THE BRITISH MEDICAL 
ASSOCIATION, 


(From the Pharmacological Laboratory, Cambridge.) 


Ir is established that the presence of accessory food 
substances, or vitamins, is essential in the perfect diet. 
Observations are accumulating to show that when certain 
substances in a food are extracted and administered te 
animals in amounts out of proportion to the other consti- 
tuents in that food poisonous symptoms may occur." 
This has also been said to be true for the so-called 
vitamins. Excess of irradiated ergosterol—for example, 
when administered orally to rabbits and other animals— 
eauses sickness and pathological changes:** mice died 
within twenty days after the administration of 1 mg. daily; 
rats and rabbits died within ten days with 10 mg. daily, 
and guinea-pigs died within thirty-six days after the 
administration of 50 mg. daily, whilst hens were immune, 
In those animals which died the characteristic post-mortem 
findings were an atrophic spleen, and extensive caleium 
deposits in the arterial walls, heart muscle, stomach walls, 
lungs, kidneys, and intercostal muscles, associated with 
secondary sclerosis of greater or less severity. It is 
obvious that changes of this character produced in so 
short a time are of a different order from the well-known 
artevio-sclerosis that can be produced in rabbits after feed- 
ing them with cholesterol for five to six months, or with 
non-irradiated ergosterol for two to three months. 

The difference found by these workers between the thera- 
peutic and toxic doses is considerable and leaves a wide 
margin of safety. It is important, however, to remember 
that their observations apply only to normal animals. We 


‘are still in¢the dark as to how far this ratio applies to 


man, and how far it may be modified in sickness or in 
initial vitamin deficiencies. The present observations were 
made to determine the effects of large doses of irradiated 
ergosterol on rats fed with a normal diet including an 
ample supply of vitamins A, B, and C. They demon- 
strate that grossly excessive amounts interfere with 
calcium metabolism to the extent that all the treated rats 
form calcium phosphate concretions in the urinary tract. 


Experiment 1. 

Four litters, each of four young rats weighing about 70 grams, 
were divided into four groups so that each group of four 
consisted of a pair from each of two litters. After ten days’ 
control observation on a bread-and-milk diet the ergosterol 
was given daily in addition. Group A received 2 mg. of 


irradiated ergosterol in 2 c.cm. of arachis oil, and their litter 
mates in Group B 2 c.cm. of the oil alone. Group C and 
Group D received 1 mg. of irradiated ergcsterol in 1 c.cm. of 
arachis oil, and 1 c.cm. of the oil alone, respectively. The 
administration was oral by pipette, and was continued for forty 
days. All the rats remained in perfect condition. 
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Fig. 1 shows the graphs of the average weights of the 
rats in the four groups, two experimental and two control. 
There is no significant difference between the curves for the 
control and experimental animals; the lattere never lost 
weight at any time during the experiment. This does not 
conform with the findings of Kreitmair and Moll, who 
report a “ slight loss of weight ’’ in rats receiving 1 mg. of 
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Fic. 1.—Weight curves of the four groups of rats in Experi- 
ment 1. Group A=2 mg. irradiated ge ey and Group C 
=1 mg. irradiated ergosterol, daily for forty days. Groups B and 
D are the respective controls. 


irradiated ergosterol daily. They found no pathological 
changes at post-mortem examination, however, and in this 
we agree, as we failed to detect abnormal naked-eye or 
‘microscopical changes in any tissue. 


Experiment 2. 

This was devised to determine the effects of larger doses. 
Feur groups each of four half-grown male albino rats of 
approximately similar weight were placed on a basal synthetic 
diet* modified for each group as shown in the following table. 


Taste I. 


eee 80 80 90 90 

Cacao butter with 1% 20 10 
irrad ated ergosterolt 

Cacao buttert 20 10 


Each rat was given, for a period of forty-five days, 15 grams 
daily of the mixed diet for its group. The rats were kept in 
separate wire cages raised from the floor, and the droppings 
collected every two days, so that any food lost through the floor 
of the cage could be separated from faeces and weighed, 
together with any left in the cage. In this way the exact 
quantity of food eaten and the dose of irradiated ergosterol 


taken daily could be calculated. Throughout the experiment - 


all the animals were kept in one room under the same diurnal 
temperature changes. Weighis were recorded twice weekly. 


Vig. 2 shows the weight curves of the four groups of 
animals, cach curve representing the average weight of the 
rats in that group. One of the controls in Group H died 
on the twenty-cighth day of the experiment from inter- 
current disease, and the weight curve for this group has 
therefore been based upon the average for the remaining 
three rats. 


*The basal diet consisted of vitamin-free casein 23 per cent., potato 
starch 40 per cent., sugar 17 per cent., purified palm kernel oil 15 per 
cent., and salt mixture 5 per cent. The salt mixture was a modifica- 
tion of McCollum’s, "ws in addition to the usual constituents, 
.1 per cent. KI and traces of NaF and MnSO,. Every rat was given 
daily 0.3 c.cm. of cod-liver oil previously standardized for vitamin 
, 0.5 ec.em. of marmite extract, and 0.2 c.cm. of orange juice. 
Distilled water was supplied for drinking. 

t These and the arachis oils used in the previous experiment were 
kindly supplied by the British Drug Houses, Ltd. The ergosterol was 
irradiated with a mercury vapour lamp under exact control. The 
irradiation was effected in oily solution in the absence of oxygen for 
& period a little less than that required to give the maximum anti- 
rachitic property. 


Group E. | Group F. | Group G. | Group H. 


The rats of Group G, receiving an average daily dose of 
11 mg. of irradiated ergosterol, showed a steady increase 
in weight approximating to the controls in Group H. At 
no time, except to a slight extent during the first ten days, 
was any loss in weight noted. On the other hand, the 
animals in Group E, receiving 17 mg. daily, showed a 
definite failure to gain weight at the same rate as the 
controls in Group F; indeed, except during the last few 
days of the experiment, their weights remained almost 
stationary. The average gain during the experimental 
period in Group E was 23 grams per rat, and in the controls 
in Group F 60.5 grams. 

No definite symptoms were observed in the experimental 
rats, except occasional haematuria during the latter balf 
of the experiment. 

In Table II the post-mortem findings and the weight of 
the spleen and liver are given for each rat. None of the 
controls showed any pathological naked-eye lesions. -The 
spleen and liver weights were similar except for the rats 
in Group E, in which the average spleen weight was some 
20 per cent. less than that of the controls. No pathio- 
logical lesions were observed in any of the experimental 
rats except in the urinary tract. In every animal, with one 
exception, calculi were found in the bladder, ureters, or 
renal pelves, sometimes in all these situations. These 
calculi were yellowish in colour, of an irregularly rounded 
shape, and varied from a pin-point up to 4 mm. in 
diameter. Details of the number found and their situation 
in individual rats are given in the table. Chemical exam- 
ination showed them to be composed of calcium phosphate. 
Tests for oxalate, carbonate, triple phosphates, urates, 
xanthine, and cystin were negative. 

In several cases the situation of the calculi had led to 
dilatation of the ureters and hydronephrosis on one or both 
sides. In two rats this was marked. Associated inflam- 
matory changes were not present; the fluid above the 
obstruction was clear, and no pyelitis or cystitis was 
present in any instance. Where there was no considerable 
degree of hydronephrosis the kidneys on section showed 
a more or less well-marked yellow zone at the cortico- 
medullary junction. In the hydronephrotic kidneys the 
compression of the tissue masked this appearance. 


170; 
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Tutt in OAYS 
Fic. 2.—Weight curves of the four groups of rats in Experi- 
ment 2. Group E=17 mg. irradiated ergosterol, and Group G= 


11 mg. irradiated ergosterol daily for forty-five days. Groups F 
and H are the respective controls. 


Microscopical sections of the thoracic and abdominal 
aorta, heart muscle, lungs, stomach, liver, and spleen, 
stained with haematoxylin and eosin, showed no pathological 
changes. Sections of the kidneys showed the typical appear- 
ances secondary to hydronephrosis when that condition was 
present—that is, dilatation of the tubules and capsular 
space of the glomeruli with atrophy of the lining cells and 
some proliferation of the interstitial tissue. When hydro- 
nephrosis was not present no such changes were found; the 
tissues in the zone of yellowish discoloration at the cortico- 
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TABLE Il.—Showivg the Weights of the Spleen and Liver, and Post-mortem Findings in Rats given Large Doses of Irradiated E:rqosterol 
Daily for Forty-jive Days. 


Post-yoriem Findings. 


Weight of | Weight No. of Caleuli found and their = , 
Ergosterol. Spleen. - Liver. Situation. Naked-eye Changes in Kidneys. 
i 
Grovr E. Milligrants. Grams. | Grams. | 
Rat 17 pam in 18.3 0.55 7.3 Few minute calculi in left renal Right hydro-ureter and hydronephrosis. 
pelvis 
Rat 18 ee ne 17.5 0.55 6.4 One in right ureter and few siall , Right hydronepbrosis and bydro-ureter; yellow dis- 
ones in left renal pelvis | — at cortico-medullary junction in left 
ianey 
Rat 19 oe ee, 15.8 0.52 5.3 One in bladder and one in right S!ight dilatation right ureter and renal pelvis; 
ureter _ yellowish cortico-medullary zone in both kidneys, 
Rat 20 “ pe 17.7 0.59 4.5 One in each ureter and several in | Bilateral hydro-ureter. 
both renal pelves 
Average oe 17.3 0.55 5.9 — ions 
Group F.* 
Rat 21 0.€4 6.1 Nil Nil. 
Rat 22 ‘a Be _ 0.51 5.5 Nil Nil. 
Rat 23 0.82 5.7 Nil i Nil. 
Rat 24 ios 0.88 | 6.4 Nil Nil 
Average... on |} 59 | 
t 
Grove G. | 
Rat 25 és a 9.2 0.74 5.4 | Threein bladder; fourinrightrenal _Cortico-medullary zone yellow in both kidneys; 


slight hydro-ureter. 


pe vis 
Rat 26 - a 12.4 i 0.71 5.9 One in bladder, one in right ureter, Sight right hydro-ureter; cortico-medullary zone 
and one in left renal pelvis both kidneys yel.ow. ‘ 
Rat 27 12.8 0.59 95 None found Slight cortico-medullary discoloration both 
kidneys. 
Rat 28 he ae 9.5 0.50 4.8 One in right renal pelvis | Cortico-medullary discoloration in both kidneys, 
espe cially the right. 
Average... 11.0 | |} 589 — 
Group H.* 
Rat 29 0.70 46 | Nil Nil. 
Rat 31 a Pe _ 0.65 6.3 Nil Nil. 
Rat32 0.85 5.8 Nil Nil 
Average... | 0.74 5.6 


*Control groups. 


medullary junction showed swollen cells, desquamated 
epithelium, and irregularly stained nuclei. No fatty 
changes were demonstrated; frozen sections stained with 
Sudan III, or observed with the polarizing microscope, 
gave negative results. In all the animals sections of the 
organs were stained for insoluble phosphates and carbonates 
by Klotz’s modification of von Kossa’s method, using a 
5 per cent. aqueous solution of AgNO, and staining for 
four hours. No evidence of calcium deposition was found. 
In one case the sections had included a small calculus lying 
in the renal papilla. 


Discussion. 

Several observers have described the occurrence of 
urinary calculi in rats which were fed on defective diets 
(refs. * to °); but from the evidence available it is difficult 
to assess with confidence the precise cause of the condition. 
In most of the experiments no details of diets are given. 
In McCarrison’s work? the diet was defective in several 
ways, so that the formation of calculi cannot be ascribed 
to any one constituent. In all the observations, however, 
one constant feature was a lack of fat-soluble vitamins. 
Much evidence has accumulated to show that animals fed 
ou a diet defective in vitamin A are particularly suscep- 
tible to low-grade infections such as xerophthalmia and 
respiratory disorders (refs. !° to '). Calcium deposits are 
a frequent sequel to chronic infections, especially those 
which cause the death of tissues, such as tuberculosis. This 
is especially the case in the urinary tract, where infection 
readily leads to urolithiasis. Osborne and Mende! suggested 
that the caleuli formation in their experiments was due 
to infection following deficiency of vitamin A. In several 
of the subsequent papers on calculi formation the authors 


do not state whether ‘infection of the urinary tract was 
found or not; in others the writers state that though 
occurring in a majority of instances it was absent in others. 

In the present experiments lack of vitamin A was 
certainly not the explanation of the calculi formation. All 
the animals were given a correct diet, with an adequate 
allowance of vitamins A, B, C, and D. The contro! animals 
were in every way normal, and infection of the urinary 
tract was present in no case, control or experimental. In 
these experiments the origin of the stones must he entirely 
different from that of those previously described, in that it 
must be due to excess of irradiated ergosterol. It is known 
that this substance influences the reaction of the intestinal 
ecntents (refs. '° to 7°), and direct evidence exists to show 
that the reaction is a controlling factor in the absorption 
of calcium and phosphate from the gut.*! 7? In this way it 
is probable that irradiated ergosterol facilitates the absorp- 
tion of these substances. All this evidence suggests that 
calculi formation may accrue by the excretion from the 
kidney of larger amounts of calcium and phosphate than 
can be held in solution by the urine; and this we believe 
is the explanation of the present observations. * 

The amounts of irradiated ergosterol necessary to causé® 
urinary calculi were so large that the condition has 
obviously little clinical importance. The German observers, 
however, obtained much more marked changes with smaller 
doses, and if their experiments are valid then an excess of 
vitamin D may not be without clinical interest. The diets 
used by the German workers for their rats are not given, 
and some irregularity here may have exaggerated the 
differences in the results, although they do not describe 

* Further work on the urinary excretion of calcium and phosphate i®. 
in progress. 
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the presence of calculi. Green and Mellanby*® have 
recently substantiated the frequent occurrence of calculi 
in rats on diets deficient in vitamin A, and have shown 
that when ergot, which is rich in vitamin D, is given along 
with this diet the incidence of calculi rises. In other words, 
with a satisfactory diet containing ample accessory factors, 
stone formation is difficult to produce with a very large excess 
of irradiated ergosterol; whereas when the diet is defective 
stone formation is relatively easy to produce, and it may 
well be that a dose of irradiated ergosterol which is without 
effect on a well-nourished animal may give rise to urinary 
calculi in one which is badly nourished. The natives of 
certain tropical countries are known to live on diets which 
are often defective in several ways, particularly in regard 
to vitamins, and it is suggested that they must manufacture 
Jarge amounts of active ergosterol in their widely exposed 
epidermis, since the solar rays have high actinic value. 
The two factors, perhaps, are sufficient to cause the phos- 
phatic concretions in the urinary tract which are known 
to occur with great frequency among such populations.” 

The results found by the German workers have a much 
more serious significance than those recorded here. The 
Germans claim their results to be a ‘ hypervitaminosis.” 
It is evident, however, that our failure to ‘confirm their 
work throws doubt on this assumption, and suggests that 
some independent toxic factor complicated their experi- 
ments. They do not state any details about their method 
of irradiating ergosterol. This may well be a crucial 
factor, particularly as regards the solvent used during 
irradiation; and there is evidence to show that when 
irradiated in alcohol the product is toxic. 


ConciusIons. 

1. Irradiated ergosterol administered by the mouth in 
very large doses causes the formation of urinary calculi. 
. 2. It is suggested that this is dependent upon an 
increased absorption of calcium and phosphate from the gut 
and their excretion by thé kidneys. , . 

5. No confirmation has been obtained of the pathological 
changes found to occur with similar doses by certain 
German observers. 


- C,H.) of the Ernest Hart Memori hip of the British 
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An Address 


THE INFLUENCE OF INDUSTRIAL POISONS 
UPON THE DIFFERENT ORGANS.” 
BY 
Sm THOMAS OLIVER, M.D., LL.D., F.R.C.P., 


CONSULTING PHYSICIAN TO THE ROYAL VICTORIA INFIRMARY, NEWCASTLE- 
UPON-TYNE ; VICE-CHANCELLOR OF THE UNIVERSITY OF DURHAM. 


To describe with exactitude the influence of industrial 
poisons upon the human body is a difficult task, for much 
depends upon the length of the exposure to the poison and 
its quantity, the state of health of the workers at the time, 
and their individual susceptibility. Nor cau I do more 
than cover four or five of the industrial poisons. 


Leap. 

Taking lead compounds as an illustration, there is the fact 
that some workmen acquire a degree of immunity to them, 
while others are liable to become affected only at certain 
periods. Much depends upon the rate of absorption of the 
poison into the system. Again, there is the question of age, 
experience having shown that young adults are more liable 
to become affected. There is, too, a personal and familial 
idiosyncrasy towards such a metal as lead. Before the 
interdiction in Great Britain of female labour in the 
dangerous processes of white lead manufacture I frequently 
found members of certain families peculiarly liable to 
become affected, while those of other families escaped, and, 
if anything, that females were more readily adversely 
influenced by lead than males. In some instances so great 
was the personal idiosyncrasy that on one occasion a healthy 
girl, 18 years of age, after working in a white lead factory 
for six weeks, died from saturnine encephalopathy. f 

Notwithstanding the circumstances I have alluded to, 
there are facts of a general character which can be applied 
in such a manner as the title of this address suggests. 
When a poison has been absorbed and has circulated in the 
blood it might be expected that the whole body would more 
or less suffer simultaneously, but experience shows that 
certain organs and tissues exer@&se a selective influence 


"Delivered before the Fifth International Congress { tri 
Accidents and Occupations, Budapest, September 3rd, 19: 


upon some poisons and not upon others. A distinction must 
be made between acute and chronic forms of industrial 
poisoning. There is the opinion that those tissues of the 
body which are the last to be developed, and therefore the 
more delicately organized, are less resistant; hence the 
rapidity of the effects of alcohol upon the higher nerve 
centres in the brain. While the nervous system is not 
free from the harmful influences of lead, many recent 
research workers regard the blood and the haemopoietic 
system as the anatomical elements carliest affected by lead 
—those bodily units, in fact, which are formed and func- 
tion in the early stages of embryonic development, and 
which, therefore, ought to be the most stable. It is an 
interesting circumstance that while the blood and _ blood- 
making organs are readily influenced by lead, yet in the 
blood very little of the metal is found, even while the 
internal organs may contain it in considerable quantity. 
Although the blood may show physical and chemical changes 
due to the influence of lead, it has only slight retentive 
power upon the metal; possibly, because the blood is ever 
changing and therefore rejuvenating itself, its corpuscles 
are short-lived, also that it is constantly eliminating the 
poison, while in the tissues generally physico-chemical 
changes are less rapid, and there is therefore greater 
opportunity for the metal to become more firmly linked 
to the cellular constituents. 

The types of industria] poisoning which have the greatest 
interest for us are those where the amount of toxin received 
daily into the system’ is small, where elimination falls 
short of absorption, and where, therefore, poisoning is slowly 
induced. In many of these cases symptoms of toxaemia 
may not arise for several years—so slowly, in fact, do the 
symptoms appear that the individual is not aware of his 
condition until some change occurs in his metabolism or 
he is attacked by some minor ailment. 

It is now several years since I remarked upon the storage 
of lead in a rather insoluble form in the body, also to the 
absence of symptoms until there have occurred chemical 
changes in the liquor sanguinis and in the fluids bathing 
the tissues, whereby the deposited lead becomes soluble, 
thus favouring its reabsorption into the circulation, To_ 
this subject, and the early harmful effects of lead upon the 
blood, Aub and his co-workers in Harvard University have 
given close attention, as also have Kehoe and Thamann of 
the University of Cincinnati, and P. Schmidt of Halle, who 
hold, like many other physicians, that by a microscopical 
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examination of the blood of lead workers plumbism may be 
detected before the symptoms develop, and when, therefore, 
it is possible for further trouble to be averted. The relation 
of the blood to poisons passing through it are of a twofold 
character: the blood may be little affected by them, or 
physico-chemical changes may be induced in it which affect 
its efficiency as an oxygenating and nutritive medium. 

So far I have dealt mainly with lead, principally because, 
apart from iron and steel, lead is the metal which is most 
widely used in the industries; also, because it has been the 
occasion of much ill health among the workers. Most of 
its salts, too, have the power of precipitating proteins, as 
observed on mucous membranes, thereby exercising a protec- 
tive influence compared with the corrosive effects. produced 
by several other industrial poisons. Absorption of the 
metal is slow, so that time and opportunity are given for 
lengthened reaction to take place between the poison and 
the animal tissues, 

Industrially, lead poisoning is seldom acute. When 
large doses of lead acetate have been swallowed by a healthy 
person the symptoms which follow are less the result of 
absorption of the metal than of the local effects of the lead 
compound upon the stomach and intestine. The intra- 
venous injection of a neutral lead salt precipitates the 
proteins of the blood and may cause embolism. Harnack 
found, in injecting lead-triethyl into the veins of animals, 
that it became decomposed in the tissues and gave rise to 
symptoms of plumbism. Lead intravenously introduced 
into dogs causes paresis and paralysis, diarrhoea, colic, 
tremors, and convulsions. Harnack considered the diar- 
rhoea to be the result of violent contraction of the intestinal 
wall, and that this persisted even when no peristaltic wave 
was passing. In my own experiments I found after death 
discontinuous portions of the small intestine, over lengths 
of three or four inches, so firmly contracted as to have 
obliterated the intestinal canal, and which appeared to 
me to have been rather the cause and explanation of 
the colic. 

In order to ascertain the effects of lead upon the heart 
and blood pressure Sir Robert Bolam and I carried out 
a series of experiments in which we introduced a solution 
of a lead salt directly into the blood stream. Lead is a 
protoplasmic poison ; it acts specially upon highly developed 
tissues, such as muscle and nerve, and also upon the blood. 
Without entering into details too closely, we found that the 
injection of 5 c.cm. of a 1 per cent. solution of lead nitrate 
was followed shortly afterwards by a fall of blood pressure; 
the same result was observed after the injection of 5 c.cm. 
of a 2 per cent. solution of lead nitrate, but in each 
instance the fall of blood pressure was quickly recovered 
from. The injection of 10 c.cm. of a 10 per cent. solution 
caused a marked fall of blood pressure, and on repeating 
the injection shortly afterwards there occurred a rapid 
declension of the blood pressure and stoppage of the beat 
of the heart, respiration meanwhile continuing. After an 
interval of a few minutes the heart recovered its beats, 
feebly at first, then, becoming stronger, they gradually 
reached the normal. With a further injection of half the 
quantity both the heart’s beat and respiration gradually 
ceased. At the necropsy twenty-four hours afterwards the 
urine was found to be free from albumin, the wall of the 
heart, especially the right ventricle, was soft, the lungs 


were healthy, the abdominal veins tense and full. The . 


kidneys appeared to be congested, the liver was dark, and 
the surface of the brain congested, although the internal 
tissue was pale. Other experiments, whether upon a do 
or rabbit, gave similar results—namely, a general fall of the 
blood pressure. The effect of lead salts carried directly 
into the blood stream was apparently mainly upon the 


heart and vasomotor centre. Respiration was not directly 


affected by lead; it apparently became indirectly ‘ 
through the fall of blood 

There is a general opinion that workers in the lead indus- 
tries in course of time develop structural changes in their 
arteries and have a high blood pressure. The numerous 
deaths among them from cerebral haemorrhage lend weight 
to the supposition, but as the kidneys are prone to become 
diseased, inefficiency of these organs as a contributory 
cause cannot be ignored. We cannot quite place patients 


in whom symptoms of plumbism apvear earlv in the sama 


category along with those who are the subjects of chronic 
plumbism, for, in the latter, structural changes have prob- 
ably developed in the internal organs. A single dose of lead 
hardly ever gives rise to symptoms, but if small quantities 
are repeatedly passed into the system through the alimen- 
tary canal or the lungs chronic plumbism develops, indi- 
cating that absorption has taken place, and that possibly 
some of the lead may have become locked up in the tissues, 
from which it will be only slowly eliminated. The internal 
organs in which after death the metal is found are the liver, 
kidneys, brain, and bones. Lead is eliminated by the 
kidneys, the intestinal epithelium, the mammary secretion, 
and the saliva. Any effect, therefore, produced by lead is 
not so much due to the amount of poison circulating in 
the blood at a particular time, nor to its deposition in the 
tissues, but, as Straub suggested, to the summation of the 
injuries inflicted by its recurrent presence in the blood in 
infinitesimal quantities. 


ARSENIC. 

In Great Britain, since harmless pigments have replaced 
Scheele’s green (arsenite of copper), also Schweinfurth’s 
green (arsenite and acetate of copper), in wall-papers and 
paints, industrial arsenical poisoning has considerably 
declined. In 1900 there were reported to the Home 
Office 22 cases of industrial poisoning due to arsenic 
with 3 deaths, in 1926 5 cases with 3 deaths, and in 
1927 3 cases with one death. Pure arsenic is insoluble 
in water, so that if swallowed it passes through the 
gastro-intestinal canal practically unchanged, although 
very minute portions might be converted into arsenious 
acid in the stomach and intestines. The symptoms caused 
by its compounds are less due to the metal itself than to 
the ions of arsenious acid, which if swallowed in fairly 
large’ doses cause violent abdominal pain, vomiting and 
watery diarrhoea, muscular cramp, collapse, feeble pulse, 
coma, and death. It matters little the channel by which 
arsenic gains entrance into the body, for the same gastro- 
intestinal events arise, showing that the mucous membrane 
of the alimentary tract is the medium whereby it is 
eliminated, although the metal may be found in the hair 
and also be a cause of pigmentation of the skin, as has been 
observed in chorea patients treated by increasing doses of 
liquor arsenicalis. Taken in medium doses over a varying 
length of time it produces peripheral neuritis, as occurred in 
epidemic form in England a few years ago in beer-drinkers 
whose liquor contained the poison, which was traced to the 
required glucose having been obtained by sulphuric acid 
methods from iron pyrites containing arsenic. Yet, even 
to such a dangerous metal as arsenic, tolerance can be 
established by taking graduated quantities, as was shown 
a few years ago by the arsenic-eating peasantry of Styria 
and Tyrol. These hillmen, swallowing arsenic in small 
but increasing doses, stated that it enabled them to climb 
the mountains with less effort, and that it improved their 
respiratory powers, while their womenfolk believed that tt 
improved their complexion. The practice did not appear to 
exercise any harmful influence upon these country people, 
for they lived to a great age without exhibiting any signs 
of disease or of ill health. 

The worst effects of arsenic as an industrial poison which 
T have seen have been not so much upon the internal orgaus 
as upon the skin. This was especially so upon the hands 
and fingers, also upon the external reproductive organs, of 
men engaged in mixing colours, of which Scheele’s green 
formed a large constituent. The skin of the fingers and 
hands was ulcerated, often down to the bone; the uleers 
were angry-looking and painful. 

The presence of arsenic in soot is regarded as the cause 
of chimney-sweep’s cancer, also of malignant growths upot 
the hands of gardeners who use soot for potting and otlier 
purposes. Combined with hydrogen, a dangerous and 
subtle form of poison is produced. Arseniuretted hydroges 
when inhaled rapidly induces sickness and vomiting; 
followed several hours afterwards by jaundice and haemo 
globinuria or haematuria. The breaking down of the 
blood corpuscles is so complete that the haemoglobin becomes 
incapable of carrying on its respiratory function while the 
liver and kidneys are severely taxed in regard to 
elimination of the disintegrated products. 
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Mexncury. in lucifer-match factories using white phosphorus. During 


in the industries subacute and chronic forms of mercurial 
poisoning may be met with. Of the organs primarily 
affected in the less acute forms of poisoning the salivary 
glands call for mention. They are stimulated to great 
activity, the gums are swollen, the teeth become loose, the 
breath fetid, and on the buccal mucous membrane small 
uleers may be observed. The submaxillary glands become 
enlarged, mastication is difficult and painful, there are 
diarrhoea and loss of appetite, followed by pains in joints 
and limbs. In addition to the inordinate flow of saliva 
there are muscular tremors, at first mainly of the muscles 
of the tace and hands, but if the individual continues 
to follow his occupation the tremors become general and 
render him helpless. In the company of Dr. Giglioli 
of Turin | had the opportunity a few years ago of visit- 
ing the mereury mines on Mont Amiata in Italy, and of 
witnessing unusual signs and symptoms, which are prob- 
ably contined to smelters alone. Several of the men were 
so much affected through inhaling the fumes of the metal 
that if, during the act of walking—and this generally with 
a staggering gait—they were called upon suddenly to stop, 
they could not immediately arrest their progress. In 
attempting to do so they were either precipitated forwards, 
or swayed excitedly forward and backwards. There might 
be no tremor observable when the body was at rest, but 
tremors soon showed themselves equal in range to those 
observed in disseminated sclerosis when slight effort was 
made. These movements were very pronounced, as when, 
for example, a glass containing liquid was given them from 
which to drink. So violent may the movements subse- 
quently become, or so extreme the muscular paresis or 
paralysis, that many of the affected smelters are ultimately 
rendered completely helpless—they can neither feed nor 
dress themselves. Workers in mercurial compounds not 
infrequently have albuminuria. 


PuHospHorvs. 

Tt is not inappropriate that here in the capital of 
Hungary | should allude to industrial phosphorus poisoning, 
for it was in this country a few years ago that its Govern- 
ment and members of the medical profession gave me oppor- 
tunities of studying problems of phosphorus necrosis in 
lucifer-match makers. Here, as in all progressive countries, 
there is no longer industrial phosphorus poisoning. As far 
back as 1870 the sufferings of lucifer-match makers had 
attracted public attention. In 1872 Finland, in 1874, 
Denmark, in 1897 France, in 1898 Switzerland, and in 1901 
the Netherlands, had prohibited the use of white phos- 
phorus; hut the regulations had not the desired effect, nor 
Was any united and organized effort made to secure this 
object until Switzerland, in 1906, invited the various 
countries to attend a meeting in Berne, known as the 
Berne Convention, at which the countries represented 
unanimously agreed to the prohibition of the dangerous 
metalloid. French chemists had found in phosphorus 
sesquisulphide a safe substitute for the dangerous form, 
and wherever it has been used phosphorus necrosis has dis- 
appeared as an industrial disease. To France, therefore, 
helongs the credit of having made possible the replacement 
of a harmrul by a harmless chemical agent in this important 
industry. It was not, however, until 1919 that India and 
Japan joined the Convention, but even as late as 1923 

ma still remained outside the Convention, and so in 
China, years after other countries had shown how the 
manufacture of lucifer matches could be made a harmless 
industry, workers in the factories of the far Orient were 
still the subjects of phosphorus necrosis and of the ill health 
attendant thereupon. At the date just referred to there 
Were at least twenty-eight match factories in China which 
Were known to be using white phosphorus. My thanks are 
due to the Commissioner of Public Health, Shanghai 
Municipal Council, and to Dr. Noel Davis and Dr. 


Maitland ‘for the opportunity of knowing that in China 
until the last three years there were still cases of phos- 
Phorus necrosis occurring among the workers, long after 
the malady had ceased in other countries. In 1925 accord- 
Ing to the China Journal of Science and Arts of February 
and March of that year, there were 15,000 persons employed 


the previous five years there had occurred from 20 to 30 
cases of phosphorus necrosis, but there were many more 
than these. Even in 1924, while China was discussing the 
advisability of prohibiting white phosphorus, three patients 
with necrosis of the jawbone were admitted into St. Luke’s 
Hospital, and during the previous three years 5 cases were 
treated in the Pekin Hospital. In January, 1925, China 
definitely prohibited the use of the harmful material, so 
that with her entrance into the Berne Convention there 
is now the probability of the disappearance of a painful 
occupational malady in the Far East. 


Rapio-actTrve SUBSTANCES AND THE HEALTH OF THE 
Workers. 

Three years ago my attention was drawn by Dr. 
Frederick L. Hoffman, the well-known American statis- 
tician, to the occurrence of necrosis of the jawbone and of 
aplastic anaemia in young women engaged in painting 
numerals on illuminated watch and clock dials. There had 
occurred 6 deaths, and there had been reported 7 cases of 
serious disease. Radium salts formed the basis of the 
luminous material, but one of the manufacturing firms 
used mesothorium, a substance which ranks next to radium, 
and, being an isotope of radium, it is chemically identical 
with and even slightly more active than it, although meso- 
thorium decays 250 times more rapidly than radium. When 
zine sulphide is added to the paste used for painting the 
dials it is rendered luminous by the radio-active substances 
present, and as mesothorium is cheaper than radium, and 
its luminosity greater, it found great acceptance by 
employers as a substitute. In one factory wherein there 
had occurred among the workers cases of necrosis of the 
jawbone, the luminous paint contained zinc sulphide 
rendered luminous by activation with 20 per cent., of 
radium and 80 per cent. of mesothorium ; in another factory 
the luminous powder contained radium bromide and zinc 
sulphide. The powder is mixed with gum arabic dissolved 
in water, glycerin, and a small quantity of formaldehyde, 
or it may be simply mixed with oil. In painting the 
numerals on the dials the girls were in the habit of pointing 
with their lips the camel-hair brushes, and although each 
of the workers was given a bottle of distilled water* in 
which to wash the brush before putting it between the 
lips, they disregarded the hygienic provision.. The girls had 
followed the occupation for three years or more. Exposure 
to large amounts of radio-active material is followed by 
changes in the blood of the workers, microscopical examina- 
tion revealing a distinct reduction in the number of poly- 
morphonuclear and lymphatic corpuscles. The leucopenia 
is pronounced, There is also a degree of anaemia suggesting 


_a diminished output of red blood corpuscles from the bone 


marrow. The colour index, however, remains high. Many 
of the women in this occupation complained of headache, 
malaise, tiredness and a sense of the need of more sleep, 
nervous irritability, and disordered menstruation; but the 
morbid condition which specially attracted attention was 
necrosis of the jawbone in five women, of whom three died. 
For information of these cases we are indebted to a report 
furnished by Dr. Cecil K. Drinker, Dr. Martland, and 
others. 

The necrosis difiers from the infective processes of the 
jawbone following extraction of teeth, or that due to tuber- 
culosis; it closely resembles the diseased bone found in 
phosphorus poisoning. By the time Hoffman studied the 
subject from the technical point of view five girls had died. 
An interesting point in regard to exposure to radio-active 
compounds is that the disease which develops may lie latent 
for a few years before showing its destructive effects upon 
the teeth and jawbone. From the outset these agents affect 
the blood and blood-making organs; in small doses they 
temporarily increase the numbers of red and white cor- 
puscles of the blood, followed subsequently, if the exposure 
continues, by a destruction of the white and bya diminished 
production of the red corpuscles, hence the consequent 
anaemia, 

In September of last year it was my privilege, when in 
the United States, to examine with Dr. Hoffman five young 


* Monthly Labour Review, U.S, Department of Labour, May, 1926, p. 20. 
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women dial painters who were suffering from the effects of 
radiation. One of the women had lost a sister, aged 21, 
from necrosis of the jawhone, while another had lost her 
companion from the same cause. Three of the five women 
ceuld hardly walk, nor could they sit properly on a chair 
except in a slanting position with their limbs fully ex- 
tended. There were osteitis and strong adhesive fibrositis 
of the hip-joints, so that the limbs could not be abducted. 
In three of the women there could be seen and felt small 
areas of exposed portions of the lower jawbone. Not one 
of the women was in good health, so that thus at a com- 
paratively early age they were crippled for life. 


Tue Buioop INpustRIAL Porsonine. 

This subject is discussed in an interesting and exhaustive 
paper by Professor P. Schmidt of Halle.* He has so 
completely covered the field of inquiry, and brought to bear 
upon it experience gained by careful research, that the 
paper may be regarded as one of the fullest expositions of 
this important subject, as also of the intricate problems to 
which it gives rise. I can add nothing to what he has 
written, but gratefully acknowledge the value of the views 
he has expressed. Opinions are still divided as to the form 
some metallic poisons assume when, after absorption, they 
circulate in the blood and become deposited in the tissues. 
Taking lead as an illustration, it was formerly believed 
that it was deposited as albuminate. It may possibly be 
in a colloidal state combined with the albumin or acids, 
either as a salt of a fatty acid or of phosphoric acid. As 
regards the action of lead upon blood plasma, Kobert 
maintains that there is ‘‘a displacement of the fractions 
of albumin towards the side of greater dispersion with an 
increase of fibrino-globulin.’’ The haemolytic processes 
allow of these displacements, so that the ‘‘ free haemoglobin 
becomes changed in the liver to globulin,’ : 

In the haemolysis induced by poisons’ the destruction of 
the red corpuscles may probably depend en the reaction 
of the poison with “‘ the lipoids of the supporting substance 
of the cell stroma,’’ hence the presence within ‘the red 
bleod corpuscles of minute spherical masses of haemoglobin, 
the so-called ‘‘ internal haemoglobinaemic bodies” of 
Ehrlich and Lindenthal. As Schmidt properly reminds us, 
some metallic poisons, while causing a discharge of haemo- 
globin from the stroma of the red blood corpuscles, also 
chahge the oxyhaemoglobin into methaemoglobin, whereby 
the haemoglobin loses its respiratory function. The blood 
in these circumstances may assume.a dark brown colour, 
the lips of the individual may become cyanosed and the 
urine brown. So far as lead is concerned, Aub and his 
fellow workers take the view that the haemolysis is due to 
a change in the elasticity of the red blood corpuscle as a 


result of the formation of lead phosphate and acid 


phosphate. 
It is impossible to have haemolytic changes on a large 


scale occurring in the blood without the formation of. 


pigment and the storing up of iron in the liver, kidneys, 
and bone marrow, also of the cells of such of the internal 
organs as the liver and kidneys and the muscular fibres of 
the heart undergoing fatty degeneration. In addition, as 
the affected organs and tissues become hyperaemic, and 
structural changes occur in the capillaries, minute haemor- 
rhages become possible. The bone marrow may recover 
fairly rapidly, so that newly formed blood corpuscles, such 
as normoblasts, and basophilic and polychromatic red cells, 
are found, which are regarded by some pathologists as signs 
of regeneration. Normoblasts may temporarily come under 
this designation, but I do not see how basophile red 
corpuscles comply with the statement. The value of the 
research rests in the fact that early on in metallic poisoning 
the blood with its corpuscles is readily attacked, and with 
it the bone marrow. Tho reticulo-endothelial system also 
becomes involved, for Biondi showed that, after adding 
lead to the artificial culture of tissues, the connective tissue 
increased. Schmidt, Schrotter, and other writers draw 
attention to the early presence of polychromatic and baso- 
phile corpuscles in plumbism. In a young female patient 
whom I saw treated by colloidal lead for intraperitones] 
cancer, secondary to malignant disease of the ovaries, baso- 


~ 


philia of a scanty nature developed, one or two corpuscles 
being observable in a field, and that usually not until 
fourteen days after an injection of colloidal lead. Blair 
Bell, who introduced this line of treatment, states that 
basophilia in thc cases develops straight away, but such 
is not my experience, for occasionally basophilia did not 
appear at all after an injection, nor did nucleated red cor- 
puscles. It is scarcely fair, however, to draw conclusions 
regarding the occurrence of basophilia in those cases where 
cancer is present at the same time, and whose toxins 
exercise a harmful influence upon the blood-making organe, 
It is only natural to expect that lead circulating in the 
blood in a colloidal state would adversely influence the 
erythrocytes, and that structural changes induced in them 
would be carried further by the cells of the reticulo- 
endothelial system. Schmidt offers an attractive explana- 
tion of the formation of the granules in polychromasia. 
With the breaking up of the nucleus of the cell, elements 
of the nuclear substance pass out of the membrane, and, 
mingling with the contents of the cell, the coarse granules 
become the basophilic particles. His opinion, therefore, 
is that lead acts primarily upon the haemopoietic cells of 
the bone marrow. Upon this and kindred points, however, 
the last word has not yet been spoken. 


‘THE EARLY RECOGNITION AND TREATMENT 
OF CANCER OF THE STOMACH. 


BY 


EDMUND SPRIGGS, M.D., F.R.C.P., 


RUTHIN CASTLE. 


In former days it was difficult to make an early diagnosis 
of cancer of the stomach because there was no means of 
recognizing the presence of organic disease until nutrition 
was impaired or a tumour could be felt. 

Nowadays, by «x rays and chemical tests, the presence 
and nature of the lesion can be recognized at an early 
stage. But the prevalence of these and other scientific 
aids brings a new danger—namely, the danger of giving 
less time and attention to clinical inquiry. For if cancer 
of the stomach is to be diagnosed soon enough to give 
a reasonable chance of removing it, the first suspicion 
must arise from a study of the earliest symptoms. 

In every series of cases the observer is struck by the 
length of time that has been allowed to pass between the 
beginning of the complaint and an adequate examination 
of the stomach. In my own series! the average tiie lost 
was about a year, the longest interval being two years. 
Thaysen? mentioned that, in hospital, cases have usually 
been treated six months or more. Eusterman* reports 
that in 32 per cent. of the inoperable cases at the Mayo 


’ Clinic the symptoms had extended over sixteen months. 


We may ask how it is that in patient after patient 


symptoms of, indigestion have been overlooked, or treated. 


with a bottle of medicine or some alteration of diet for 
months or years. The answer is, of course, that there are 
a large number of people who have indigestion which is 
not due to cancer, and who do not develop that disease. 
Many of these treat themselves, but in many others the 
doctor is tempted or persuaded to treat the case for some 
months without having made a diagnosis. Indigestion 1s 
not a diagnosis; it includes several diseases, some almost 
harmless, others lethal. It may be due to errors of eating, 
drinking, smoking, to bad teeth, or to overwork and other 
strains with resulting functional dyspepsia. The symptoms 
of these conditions differ, as a rule, from those of cancer, 
in that, though often more severe, they are not so pef- 
sistent, but pass off with appropriate treatment. Further, 


apart from the above causes, cases of chronic indigestion. 


from organic disease, such as gastric or duodenal ulcer, 
appendicitis, or disease of the gall-bladder, may go om 
intermittently over long periods of time. 

Experience does not enable the doctor to foresee the 
probable onset, and, excepting those cases with ante- 
cedent ulcers, the study of conditions predisposing to 


* Health Series of papers published by the I é 
Geneva, 1928, papers p y the International Labour Office, 


*A contribution (abbreviated) to the discussion, on July 20th, at 
the International Congress on Cancer, 
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cancer of the stomach is so far barren as regards clinical 
value. Symptoms are not, as a rule, complained of before 
the growth is already there. Neither has the so-called 
biological diagnosis a practical outcome as yet. 


Earty SyMpToMs. 

The early symptoms are generally regarded as vague and 
indeterminate, but they give, nevertheless, an impression 
of their own which should arouse suspicion earlier than it 
does—the impression of a disturbance of digestive health, 
which, though not severe, does not pass away. 

In making an analysis of symptoms in a series, patients 
seen casually or merely in consultation were excluded; 38 
consecutive cases were taken, in all of which the clinical 
study was able to be combined with radiological, chemical, 
and, in some, operative examinations. There were 27 men, 
of an average age of 63, and 11 women, of an average 
age of 55. 

The symptoms complained df in order of frequency were: 
discomfort or pain in abdomen; lack of appetite, dislike 
of food, nausea; loss of weight; vomiting; flatulence or 
distension; heartburn and eructation; weakness; dysphagia 
or inability to take solids; constipation; haematemesis; 
diarrhoea ; tumour. 

It will be seen that the more frequent symptoms are those 
usually described—namely, pain, lack of appetite, vomiting, 
and loss of weight. These, with tumour, are the cardinal 
symptoms of cancer of the stomach; but they do not help 
us to make a diagnosis soon enough. Indeed, it is clear 
from the pathology that wasting and tumour are late 
results, and, from a clinical knowledge, that pain is so 
variable that no sound conclusion can be drawn from its 
absence. But to aid in making an early diagnosis we want 
to know much more than a numerical summary gives us. 
We want detail about the forms and variations of the 
individual symptoms, and about the order in which they 
are likely to appear, so that the carliest sign may draw 
attention. 

When we put the symptoms in these patients, not in the 
order of frequency, but in the average order in which they 
first appeared, the folowing list was obtained: (1) dis- 
comfort or pain in abdomen not related to food; (2) less 
of appetite or dislike of food, and nausea; (3) pain or dis- 
comfort after food; (4) heartburn and eructation; (5) 
flatulence; (6) vomiting; (7) regurgitation of mucus; (8) 
weakness and constipation; (9) loss of weight; (10) dys- 
phagia or inability to take solids; (11) tumour. In three 
cases haematemesis was the first indication of the disease, 
and in two diarrhoea. The association of the symptoms 
with growths of different parts of the stomach has been 
described more fully elsewhere.? 


Laroratory TEsTs. 

. No boundary should be recognized between the use of the 
hand, the stethoscope, and the test tube, or between the 
unaided eye and the extra and more penetrating means of 
Vision that we have in x rays. Indeed, when we see the 
arrest of a wave in the stomach we are observing a clinical 
sign just as truly as when a tumour is palpated at the 
bedside, and with rauch more chance of helping the patient. 
Occult blood, as detected by the benzidine test, was 
absent in five cases, two of the cardiac end, two of the body, 
and one of the pylorus. Carson says blood is present in 
7% per cent. of these cases. Repeated examinations are 
desirable, and the more frequently the test is made the 
more likely are positive results to increase. Occult blood 
Is evidence of ulceration, or at the least of a lesion of a 
blood vessel over the tumour, and would not be expected 
to occur at the earliest stage. 

A disadvantage of the usual benzidine test is that it is over- 
Sensitive for clinical use, giving a positive reaction with traces of 
lood which are too small to be significant. 

Since July, 1927, my colleague A. J. Leigh has used Gregersen’s 
modification of the test as described by Ogilvie,‘ the technique 
ing as follows: 45 mg. of a mixture of benzidine 1 part and 
barium peroxide 8 parts (which mixture keeps well in a tightly 
Stoppered bottle) are placed in _a tube and Fan. 50 per cent. 
acetic acid added, making a 0.5 per cent. solution of benzidine. 
y using a marked tube, weighings are avoided.) A fragment 


_ Of faeces and a few drops of the solution, freshly prepared, are 


stirred on a glass slide. It is claimed that occult blood is present 


respective of diet if a definite blue colour appears within thirty 
seconds, 


This method has proved of more value to us than the former 
one, in which a boiled faecal emulsion and a saturated solution 
of benzidine in acetic acid were used. Thus, of 200 different 
samples of faeces tested by both methods, 43 per cent. gave 
positive, 27 per cent. negative, and 30 per cent. doubtful results 
with the older method, whereas with Gregersen’s technique 15 per 
cent. only gave positive and the rest (85 per cent.) negative results. 

Achlorhydria is strong presumption of growth if any 
mechanical deformity is present. In this series test meals 
were given as a rule only in cases of doubt. Of 17 such 
meals, in 7 there was no free HCl, and in 6 others a trace 
only—that is, in 13 out of the 17 there was complete, or 
almost complete, achlorhydria. 

It should be noted that cases with free HCl are often 
those in which the growth is removable, 


X-Ray Tests. 

As regards the detection of small tumours there are two 
schools of radiology—one which advocates the striae meal 
with screening chiefly, and the other the full barium meal. 
Any exclusive technique is to be avoided, and my colleague 
Mr. 0. A. Marxer finds both methods valuable; but only 
with the full barium meal can the earliest evidence of 
gross lesion be obtained. It also shows, in favourable posi- 
tions, what is the full extent of relaxation of the stomach. 

Three radiological signs of a growth are: (1) an altera- 
tion of the striae picture; (2) a filling defect, showing 
that a solid lump is projecting into the lumen of the viscus 
—such defects are at first concave recessions in the shadows, 
known as finger-prints; (3) a very early sign is a local 
arrest of the normal peristaltic wave in a relaxed stomach 
wall. This sign is, of course, also found in ulcer, scarring, 
or fixation from firm adhesion. It is likely that the sign 
in cases of cancer precedes as a rule any clinical symptom. 
This arrest of a wave is not shown on an ordinary photo- 
graph; it can often be seen on the screen by a skilled 
observer, but the only way in which it can be demonstrated 
to others is by a series of films taken at short intervals, 
as with a slow cinematograph camera. Such an instrument 
has been devised by Mr. Marxer. The tracings from 
successive films when superimposed coincide at the area of 
growth, which is immobile, and there is usually but little 
movement for some distance above. This suggests that 
induration extends up a good deal, and shows during life 
what is found post mortem—namely, that infiltration of 
the submucosa on the cardiac side of a malignant growth 
is usually in advance of the apparent growing edge. There 
is not always enough peristalsis to give such definite 
tracings, but there is always more movement in the healthy 
part of the wall than appears to the naked eye. The state- 
ment of McVicar and Daly® that there is an overwhelmingly 
greater chance of making a diagnosis by x rays than by 
any other method is in accordance with my experience. 

Out of about 3,400 2-ray examinations of the stomach, of 
eight cases in whieh Mr. Marxer and I have been in doubt, 
one case has been lost sight of, two were growth, one was 
probably a tuberculous stomach, and four patients became 
well. If the radiological appearances are uncertain a second 
examination should be made after a month’s interval. In 
some cases an arrest of peristalsis or a smal] deformity may 
cause grave suspicion. In such, if confirmed, it is best 
and safest to explore. The risk is small, 3 per cent. or 
less, whereas the mortality of an untreated growth is 
100 per cent. 


Discussion. 

It is clear on examining the analysis that there is no 
symptom that is always present and none that may not 
be absent. The same may be said of the signs with the 
exception of one—arrest of peristalsis at the site of the 
lesion, as shown by & rays. ‘ 

The series confirms the main conclusion reached by 
students of this disease. Cancer of the stomach must 
always be kept in mind if a mild indigestion arises for the 
first time in middle age, and especially in a male over 
the age of 50. We may include here cases also in which, 
although there may have been indigestion years before, 
there has been a definite and considerable interval of 
freedom. Taking the two classes together, there were 29 
out of 38 in whom a new indigestion had arisen within 
two vears. But whilst absence of symptoms before the 
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illness is significant—being recorded in most of the patients 
—no reliance can be put upon a previous history of indiges- 
tion as excluding the probability of cancer in an elderly 
person. The chronic dyspeptic may become the subject of 
growth. Further, in every doubtful and unexplained case 
of loss of appetite or failing strength, early and rapid 
steps should be taken to exclude cancer of the stomach 
without waiting for anaemia and cachexia. 

On reading and re-reading the histories, the conviction 
arises that in most of the patients more clinical care could 
lead to earlier diagnosis, and that a larger number of these 
patients with growths of the body or pylorus might have 
been treated surgically with success. The onset is generally 
appreciable, though it may be noted by others rather than 
by the patient himself. The fact comes out, and has been 
already mentioned, that in this series nearly a year was 
lost “9 the average. Most of this wasted time could be 
saved, 

- If we look at the problem as a whole it is clear that 
the biggest part of it is outside our consulting rooms, our 
clinics, laboratories, and our operating theatres. The 
hiatus, the leak, the reason for the continued enormous 
mortality, is at an earlier stage. It is therefore more 
important at the present time to direct the attention of 
the profession and the public to that stage. For not only 
do we doctors need to be stimulated in this respect. Many 


patients in this series had wasted time in going from one 


remedy to another and had not given their family doctor 
a fair chance. The public should know that it is more 
important to find out the cause of a chronic dyspepsia than 
to relieve it. We may go further, and say that it is wrong 
to treat indigestion in a middle-aged person without taking 
steps to exclude cancer; it is wrong to put cancer out of 
mind as long as possible; it is wrong to ‘‘ watch the case.” 
A patient with malignant growth may gain weight under 
dietetic treatment; a sense of security then arises which 
is false, for all the while his chance of cure is slipping 
away. Who can number the lives lost through treating an 
indigestion of unascertained nature or waiting for typical 
symptoms ? 

We should try in every case to form a diagnosis on the 
clinical evidence, but should lose no time in applying 
all other means at our disposal, especially 
radiology. Early cancer can be recognized in the 
clinic, and the disease can be extirpated in a large 
number of early cases. It is possible, and we ail 
hope, that better methods of detection may come to 
our aid in the future. But it is certain that much 


. more can be done with the methods we have. 


The study of the early symptoms in a series of patients 
with cancer of the stomach shows that the onset of the 
disease was appreciable in most cases. 

In two-thirds of the patients the symptoms dated back 
more than nine months, on the average an interval of a 
year or more having elapsed before a full investigation 
was made, 

An analysis of the symptoms in order of frequency, and 
of the order in which they arose,’ shows that the most 
important early symptoms are fullness, discomfort or 
pain, not severe or continuous, but recurring per- 
sistently, and arising in a middle-aged or elderly person. 
The next symptoms in order of frequency and im- 
portance are lack of appetite, dislike of food, or nausea, 
with resulting loss of weight. Haemorrhage may be a 
first symptom. 

The pain or, discomfort is often relieved by food in 

cancer of the pylorus and of the body of the stomach. 
_ Of the cardinal symptoms of cancer, wasting and-tumour 
are late results, and pain is so variable that no security 
can be assumed from its absence. Anaemia is usual 
though, in exceptional cases, the blood may be normal up 
to a short time before death. | 

When cancer arises in the subject of ulcer or other forms 
of dyspepsia there is often a recognizable change in the 
symptoms. 

The earliest objective sign of cancer is probably local 
arrest of the wave in the stomach as shown by z rays, 
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This is demonstrated by the superposition of serial films 
taken at such an angle that the lesion is in profile. The 
sign is common to cancer, ulcer, and fixation by adhesion. 
A filling defect, or much induration, as shown by bending 
over of the shadow at the edge of an ulcer, is, as a rule, 
significant of cancer. The tests for achylia and occult 
blood are of great value. i 

It is wrong to treat iadigestion for any length of time 
in a middle-aged person without taking steps to exclude 
«cancer; indigestion is not a diagnosis. 

If there is clinical and radiological suspicion of cancer, 
the risk of operation to make sure is much smaller thaa 
the risk of watching the case. 

The fight against cancer is a fight for early diagnosis. 
If the delay between the onset of symptoms and investi- 
gation could be avoided, life could be saved or prolonged 
in a good proportion of cases. Further progress depends 
at present upon the profession and the public becoming 
alive to the fact that earlier diagnosis can and should 
be made. 
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TAE DERMATOLOGICAL INDICATIONS FOR 
SOUTTAR’S CAUTERY.* 
BY 
HENRY C. SEMON, M.D., M.R.C.P., 


PHYSICIAN FOR DISEASES OF THE SKIN, ROYAL NORTHERN HOSPITAL, 


A TECHNICAL description of the apparatus and the principles 
which underlie the application of heat at an approximate 
temperature of 100°C. were published by Mr. H. S$. Souttar 
in the Lanect of April 17th, 1927. 

I have used the apparatus both in hospital and private 
work for over two years, and am convinced that in 
dermatology it is much to be preferred to diathermy, 
which I have entirely abandoned, for the following 
reasons. There is Jittle to be feared from breakdcwns, 


-in my experience so frequent with the electrical instru 


ment, which furthermore requires the assistance and 
control cf an expert in the theatre. With the steam 
heated cautery the penetration of heat is _ relatively 
slow (about one inch per minute), while that of tie 
diathermy plant, which depends on the electrical resistance 
of tissues and the strength of current, is correspondingly 
variable, and almost impossible to estimate. The diathermy 
coagulum is tough and leathery in consistence, white the 
other, although firm, can easily be removed with a sharp 
spoon. ‘his is a great advantage, for’ we are thereby 
enabled to determine when the unhealthy tissues have been 
destroyed and normal planes reached. In two cases of 
epithelium’a—one on the cheek, in x-ray burn following the 
treatment of lupus, the other on the oral concha—I was 
enabled to avoid the disaster of complete penetration 
through mucous membrane in the one, and cartilage in the 
other, by keeping my finger on the distal side of the tissues 
exposed, and withdrawing the applicator when I began to 
feel the heat. Such a procedure would, of course, have 
been quite impossible with diathermy, with which [ was 
once unfortunate enough to produce a permanent hole in 
a man’s ear. In this case the epithelioma recurred, and 
was finally cured with Souttar’s cautery and the sharp 
spoon. 


The source of heat is a solid fuel, meta, which is cheap, ' 


and much safer than methylated spirit. The apparatus is 
therefore portable and quite independent of a lighting 
circuit. It must never be forgotten, however, that where 
there is a naked flame there is always the risk of a fire or 
an explosion, and ether narcosis should therefore be avoided 
whenever possible. 

’ I have found local anaesthesia ideal in most cases, but 
where this is impracticable chloroform or intratracheal 


*A paper read in the Section of Dermatolocy at the Annual Meeting 
of the British Medical Association, Cardiff, 1 , ; : 
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ether is perfectly safe, provided the boiler is placed two 
or three feet from the operating and anaesthetic tables. 
The disaster that overtook a case of malignant disease in 
the mouth, in which ether was exploded by the spark from 
a diathermy apparatus, will be fresh in your minds. 

The only trouble 1 have experienced was a temporary 
blocking of the jet inside the applicator by chalky deposits 
from the tap-water used in the boiler. This might have 
been avoided by the substitution of distilled water or by 
inserting a small length of wire through the steam channels 
before lighting the meta. I would emphasize this pre- 
caution, for although the risk of an explosion is nullified 
by rubber connexions, which are immediately blown off 
when the pressure becomes excessive, this contretemps is 
not appreciated by the anaesthetist or the onlookers. Care 
must be taken to see that the water does not boil away 
during use, and I would‘ advocate the fitting of a water 
gauge when new models are designed. The constancy of 
the temperature—ahout 100° C.—is well maintained, and 
there is never any charring, although the applicators are 
usually blackened by a very adherent crust of altered blood, 
which creates that impression and considerably reduces the 
heat conductivity. The efficiency of the apparatus in 
coagulating tissue and arresting haemorrhage is thereby 
reduced, and I have found it necessary to scrub off the 
crusts in a 1 in 40 carbolic solution from time to time 
during the operation. This crusting does not occur with 
diathermy, because the heat is actually generated in the 
tissucs themselves, and is, in my opinion, the only advan- 
tage which that procedure can claim over Souttar’s instru- 
ment, as applied to the skin. 

The arrest of haemorrhage has already been mentioned, 
and alihough | must have opened into arteries the size of 
the facial on more than one occasion, there has never been 
any difficulty in controlling bleeding as long as the appli- 
cators are kept free from crusts. Secondary haemorrhage 
occurred very slightly in the case of the buccal epithelioma 
uhove mentioned after separation of the sloughs, but it 
must be discounted by the fact that the growth was not 
eradicated, and rapidly recurred in situ. It has since 
recurred again after radical surgical excision (July 9th, 
1928). 

One of the most striking features of the method is the 
complete absence in every case of consecutive pain. Not 
even when sloughs separated from a tongue which had 
been treated for leucoplakia and papillomata was it a 
disturbing factor, and the patient was on a liquid diet for 
a day or two only, 

The outstanding indication for the treatment, in my 
experience, is epithelioma of all types, whenever .it is 
accessible and irrespective of its situation. I have notes of 
fourteen such cases in my hospital and private practice. 
They include localizations on the pinna, the nose, the 
cheeks, the orbital angles and upper lid, the frontal bone, 
and the elbow. The diagnosis was confirmed in every case 
by the excision, just prior to the operation, of a small 
fragment for the microscope. 

In the majority of these cases the cartilage was involved, 
thus rendering the application of x rays-or radium rela- 
tively futile. In all these cases it has been my practice to 
combine the coagulation with the vigorous use of the sharp 
spoon, and to still the oozing thus engendered with renewed 
applications of the cautery, until the depth and appearance 
of the tissue exposed made it reasonably certain that a 


healthy plane had been reached, and that a recurrence was 
most unlikely, 


My conjectures in this particular have been fortunate, . 


for in only one case—advanced squamous epithelioma of 
the buecal mucous membrane, with large secondary sub- 
maxillary glands (referred to me by a surgical colleague as 
inoperable)—has a recurrence been brought to my notice. 
Since the above was written there has been a second case 
of recurrence. The patient in this case—a woman of 62— 
had a large rodent ulcer of perforating type involving the 
right malar and orbital regions. The zygoma was found 
ractured at the operation. After rapid healing the scar 
broke down and a recurrence became evident, from the 
region of the zygoma, 

~The method has proved extremely useful for lupus 


verrucosus. In three such cases on the hands I previously 
macerated the horny. materials with strong salicylic 
plasters for a few days, for the applicators had no effect 
whatever until this had been done, so complete is the heat- 
resisting preperty of keratin; it was then found easy to 
coagulate it, and T was much interested to note how the 
heat blackens the tuberculous nodule—probably by reason 
of its relative vascularity—and thus makes it stand out 
conspicuously against the white background of the scar 
tissue in which it lies. With the additional aid of a sharp 
spoon J was enabled to eradicate the nodules with such 
success and ease that up to late (about eighteen months) 
the first case so treated has not relapsed. 

As might be expected from the poor resistance of the 
infecting organisms to heat, soft chancres and chancroids 
are exceedingly amenable to treatment by this mesns. In 
our venereal disease department at the Royal Northern 
Hospital we have cut short the extension of ulceration in 
two such cases, using only a local anaesthetic. For such 
cases I believe the cautery will ultimately prove the method 
of choice, for the bacillus of Ducrey is notoriously suscep- 
tible to the effects of heat, which is a more Jocal and a 
cleaner method of attack than the liquid caustics hitherto 
recommended. 

Granuloma pyogenicum is another condition which is 
easily dealt with. The characteristic tendency to haemor- 
rhage is immediately checked. I have cured one case of 
the intractable papillomatous type of leucoplakia of the 
tongue, which had been unsuccessfully treated with 
salvarsan and bismuth, etc., for a period of over five vears. 
This case was published in the Lazicet of October 8th, 1927. 
Another such case was improved; and in yet a third, 
in which the process had recurred time and again after 
operation on the mucous membrane of the vulva, eventually 
becoming carcinomatous, I was able to relieve the patient 
of most of her distressing symptoms. , : 

In summarizing the type of case in which my experience 
has so far taught me to expect good results I would 
emphasize that the pathological tissue to be destroyed must 
be soft in character and free from a covering of horny or 
keratinized material. This excludes the common wart and 
verrucose tumours generally from the indications, unless 
previously macerated by plasters. The coagulability of the 
tissue is of prime importance, and for this reason it will 
he found exceedingly difficult to destroy fibromata and 
moles of a fibrous structure, which should be surgically 
excised, 

In addition to the conditions I have already specified 
there are some which I have had no opportunity of sub- 
mitting to the treatment, but which I believe would be 
amenable. These include the malignant pustule of anthrax, 
Delhi sore, and any condition in which a destructive with 
a simultaneous sterilizing action is required. 

Tho after-treatment of the coagulum is exceedingly 
simple. In all cases an endeavour should be made to keep 
the wound dry until the slough separates. For this purpose 
the bismuth-formic-iodide powder (Mulford) and a sterile 
gauze dressing will be found useful, and when the second 
stage is reached and the raw surface is exposed I prefer 
ambrine to the use of boric or other ointments. Jf granula- 
tions are slow in appearing or of poor quality an occasional 
application of red lotion or pellidol (scarlet red) ointment 
is usually sufficient. On the whole there is very little 
trouble from complications, and so far I have met with only 
one case in which there was a tendency to a keloidai scar. 


Conclusions. 

The steam-heated cautery, especially when it is combined 
with the judicious use of the sharp spoon, is a most 
valuable destructive agent in dermatology. It introduces 
the new principle of coagulation at a constant temperature 
under conditions which are easily controlled. By its use 
the risks of haemorrhage and sepsis are greatly reduced, 
and the important factor of post-operative pain is entirely 
eliminated. These advantages, and the relative simplicity 
of construction and manipulation, render it the instrument 
of choice in the eradication of all malignant neoplasms, 
and in many of the more intractable types of cutaneous 
granulomata. 
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THE THERAPEUTIC VALUE OF VALERIAN.* 
BY 
J. S. MANSON, M.D., D.P.H. 


Tae newer claims of the various forms of psychotherapy for 
the treatment of the neuroses are likely to cause the older 
methods to fall into disuse, even into contempt. Like 
Macbeth, the psychotherapist would ‘‘ throw physic to the 
dogs,’ and it is with the view of saying something in 
favour of valerian therapy—perhaps the oldest of all the 
methods of treating the neuroses—that I yenture to con- 
tribute this short paper. 

Tn 1904 when a student in the materia medica class at 
Edinburgh University I remember that Sir Thomas Fraser 
stated that the therapeutic value of valerian lay chiefly in 
its smell, and that eny other effect was due to its carmina- 
tive action. On starting in general practice, in which I 
did my own dispensing, I used valerian very sparingly at 
first because its valuable characteristic (smell) might ‘have 
repelled patients rather than attracted them.’ When I did 
use the drug it was only in those cases where there seemed 
to be some functional disturbance for which no other 
drug was indicated. In such cases valerian was given 
to reinforce suggestion treatment through the olfactory 

In spite of a few mistakes in administering the drug I 
was greatly impressed with the success of valerian therapy 
in a large number of cases of the minor neuroses, The 
drug was given in the form of the ammoniated tincture 
of valerian combined with 10-grain doses of potassium 
bromide. [ soon found that the bromide, while adjuvant, 
was not the essential part of the therapeutic value of 
the mixture, for if the bromide was given without the 
valerian the result was less successful of was even a 
failure. I attributed the action of the ‘valerian to 
its effect in reinforcing optimistic suggestion through 
the sense of, smell—a psychic rather than a physical or 
chemical action. Dr. Dan McKenzie, in his book on 
‘*‘ aromatics,’? shows how important is the sense of smell 
in awakening dormant memories of past experience, 
and Mr. John H. Kenneth of Edinburgh University had 
an interesting note in the British Medical Journal 
June 3rd, 1922 (p. 904), on “‘ osmics and psycho-analysis.” 
Mr. Kenneth thought that osmics—the science of smell— 
might be of use in psycho-therapeutic practice. He 
wrote: 

_ “Tn the course of experiments on olfactory fatigue and on 
associations and effects evoked by different smells, the remarkable 
visual and (to a lesser degree) auditory recollections of scenes and 
events, in some cases of more than twenty years ago, hitherto 
forming part of unconscious memory, were extremely vivid, as 
expected. The same olfactory stimulus may, of course, release 
varied associations or grcups of associations in minute detail. An 
emotional disturbance may be produced, and in the presence of a 
complex a marked resistance is noticeable, the smell stimulus being 
quite as potent as a word stimulus. Of the odorous substances 
experimented with, musk, otto of roses, ionka bean (cumarin) 
and cedar-wood oil gave the most vivid resulis, while resistances 


were encountered in certain cases with musk, clove oil, and 


asafoetida.”” 


_ These observations of Mr. Kenneth rather confirmed me 
in the view that the action of valerian was chiefly psychical. 
It produced an olfactory stimulus, which in time caused 
a break up—if I may use the term—of complexes associated 
with fear and anxiety of external circumstances, or of 
apprehension: of the functional working of the organs of 
the body---in other words, hypochondriasis. 

Further experience in the use of valerian, especially the 
constant good results obtained when given in the type 
of case for which it seemed indicated; made me think 
that valerian had a more detinite action due to some 
chemical factor rather than to an indirect psychical 
stimulus. 


*A paper read in the Section of Therapeutics and Pharmacology at 
the Anrual Meeting of the British Medical Association at Cardiff, 1928. 


I think valerian is indicated. The symptoms usually 
described are: palpitation, something rising in the throat, 
flatulent eructations, rumbling of the bowels, sense of 
pressure on the vertex, desire to be alone, and lack of 
interest in home and social surroundings, fear of something 
going to happen, unrestful sleep accompanied by disturb- 
ing dreams, lack of mental concentration, and general 
depression, so marked at times that thoughts ef suicide 
creep into the mind—in other words, the first stage of 
melancholia. 

Women are more affected than men, but I will give 
an illustrative case which occurred recently in my own 
practice. 

The patient, a man aged 54, was organically sound; he was 
a confidential clerk in an important firm of solicitors dealing with 
the administration of large estates. He had nearly ail the sym- 
ptoms described above, and became totally unfit for his work, 
His firm, appreciative of the value of his services, sent him to 
a leading consuliant, who, after a thorough overhaul, advised 
a two months’ holiday at the seaside, and prescribed glycero- 
phosphates and other so-called nerve tonics to be taken regularly, 


' On his return ‘from his holiday by the seaside he found himself 


as bad as ever, and-could not concentrate on his work. 

When he came to see me he described the misery of the seaside 
holiday. Each vacant day was succeeded by another one, allowing 
him time to brood over his troubles. I advised him to continue 
at work, but only to do such work as to maintain his interest, 
and to avoid the mental fatigue involved in calculations. I gave 
him the. ammoniated tincture of valerian in half-drachm doses 
and 74 grains of potassium bromide. In three weeks his con- 
fidence had returned, and after six weeks he could undertake full 
work involving intense mental concentration in complicated 
problems of finance. During that period he had taken 12 oz. of 
the ammoniated tincture of valerian. He has had one or two 
tendencies to relapse since, but he returns for his smelly mixture 
to keep him up to the mark. 

Similar cases could be citel, but they would be weari- 
some; suffice it to say that I am convinced that there is 
enough evidence to show that valerian does contain some 
definite property which has a decided and specific beneficial 
action on the higher levels—and perhaps also on the lower— 
of the central nervous system. : 

Continental pharmacologists have given more attention 
to valerian than their British colleagues, but even on the 
Continent research has been very limited, and the litera- 
ture, such as it is, is not of recent date. The best account 
I have been able to find is an article in the Pharmaceutical 
Journal of November 19th, 1921 (p. 462), by Dr. N. 
Smodlaka of the Ministry of Health, Belgrade, entitled 
‘‘ The history and therapeutic properties of valerian.” In 
this article Dr. Smodlaka described three experiments on 
frogs carried out by Professor Wicki at the Pharmaco- 
logical Institute at Geneva. The frogs were immersed in 
1 per cent., 2 per cent., and 3 per cent, solutions of the 
liquid extract of valerian, and observations made of their 
behaviour. Dr. Smodlaka concludes that his experiments 
prove that the extract prepared and made by him was 
of high physiological activity and paralysed the brain 
of the frég in small concentration. He described the 
drug as an antispasmodic, because it depressed psychical 
action, 

These experimests on the frog do not help us very much 
to understand the action of valerian on the human subject; 
all they do is to show that valerian has a definite action 
on the nervous system of the frog due to some chemical 
factor in the drug. It is stated by Cushny that valerian 
contains borneol, or Borneo camphor, and numerous esters 
of acetic, formic, and valerianic acids. Is it possible 
that this berneol is the important active principle 1 
valerian? 

The action of camphor in depressing the brain and spinal 
cord is well known, but whether the allied borneol is the 
valuable active agent is a quescion to be determined by 
pharmacologists. All I have tried to show is that valerian 
is a very valuable drug in general practice, capable of 
restoring mental efficiency and alleviating mental misery: 
It has also the advantage of having no deleterious pro- 
perties such as are associated with the habit-forming 
narcotic series of drugs. It seems to be a drug well worthy 
of further research into its properties and action on the 
nervous system. 
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A CASE OF FRACTURE-DISLOCATION OF THE © 
ODONTOID PROCESS. 
BY 


H. C. WARDLEWORTH NUTTALL, F.R.CS., 


HONORARY ASSISTANT SURGEON, LIVERPOOL ROYAL INFIRMARY. 


Tae increasing number of motor accidents, many occurring 
in country districts, creates a corresponding demand for 


a fuller knowledge of injuries, especially of bones and | 


joints, from all practitioners. 

_ Fractures or fracture-dislocations of the neck are more 
frequently seen 

nowadays, even 
allowing for more 
accurate diagnosis. 
On general grounds 
1 fear they may be 
expected to occur 
more frequently in 
the future, and- I 
submit the follow- 
ing record as an 
illustrative case. 


On June 20th, 1928, 
the patient, a middle- 
aged woman, was 
sitting on the off side 
in the rear seat of a 
touring car. As the 
result of a collision 
at a cross-roads the 
car was turned over 
en to its near side, 
and the patient was 
thrown out, the left 
side of her head 
striking a wall which 
berdered the foot- 
path. Her husband, 
after extricating him- 


tion marked promineice of the upper cervical vertebrae could be 
felt, with a depression above them. The head and neck were held 
rigidly on the trunk, and the neck appeared unusually short, 
probably the effect of the contracted muscles. 
the spinal cord or cervical nerves were absent. 
A temporary splint was applied; she was radiographed and 
treated for shock, The radiogram (Vig. 1) showed fracture of the 
odontoid_ precess, with cousiderable displacement forwards of the 
atlas and odontoid fragment. : 
The next day the arm and leg reflexes were increase, and she 
had some retention of urine, otherwise there was nothing to report. 
The following day the reflexes were normal, and 1] cduced the 
dislocation under anaesthesia. Two assistants maintaived steady 
traclion on the head ‘and neck’ by means of’ two traction loops, 
one beneath the chin and one’ behind and beneath the external 
occipiial protuberance, crossing one. another at the vertex of the 
skull, I then grasped 
the neck firmly from 
the front with my 
fingers on the verte- 
bras posteriorly and 
mv thumbs and thenar 
emineiices along cither 
side of the mandible. 
With a steady pres- 
sure of the vertebrae 
forwards and a tilt- 
ing of the head back- 
wards I reduced the 


dislecation with a 
slight but quite de- 
finite click. While 


ihe extension was 
maintained a plaster- 
of-Paris bandage was 
appiicd to immobilize 
the head and neck. 
Excepi for a_ mild 
cystitis “and a little 
respiratory discomfort 
on one occasion, due 
to the bandage, ler 
convalescence was 
tranquil, and she was 
discharged from the 
hospital on June 30th 
under the care of Dr. 
Halton. 


self from the driving 

seal, found his wife 

lying in a huddled-up position. 
ness, and complained immediately of pain in her neck. With 
the help of two other men she was carried into a neighbouring 
cottage, her husband lifting her head and shoulders. He says that 
her coat was rucked up about the neck, and thinks that it 
prevented any further displacement of the head. 

Dr. L. Hutchinson of Huyton, who atiended almost ai once. 
diagnosed a fracture of the neck. fixed ii temporarily, and seni 
her to the Royal Infirmary by ambulance. 

On admission she was suffering from shock. There was a scalp 
wound in the left fronto-parietal -region, but no signs of fracture 
of the skuli. She complained of pain in the neck, and on examina- 


Fie. 1. 


She did noi lose conscious- 


The plasicr-of-Paris 
was removed on 
August 3rd, and a 
wire collar support fitted. A radiogram taken the next day 
is shown in Fig. 2; it reveals slight over-reduciion if any- 
thing, but this may be due partly to the position of exten- 
sion of the cervical veriebrae in this radiogram as compared 
with the first. 

Since September 1st the collar has been left off gradually, avd 
the range of movement has steadily increased. At the prescat 
time (September 22nd) nodding movements are free, but twisting 
of the head from side to side is limited io 50 per cent. of the 
full range. 

I am indebied io Dr. R. E. Roberis for the first radiogram, 
and to Dr. J. H. Mather for the second. 
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TREATMENT OF NON-SPECIFIC DIARRHOEA IN 
THE TROPICS. 
BY 
C. V. THORNTON, M.B., Cx.B., 


BOMBAY. 


Tak -ommon occurrence of diarrhoea in children and adults 
iv the tropics without any traceable cause is one of the 
many thorns in the flesh of the general practitioner. Very 
often his reputation will be made or marred by his success 
or failure to treat what is to the public a simple disease, 
hut which in reality is a most complex condition. 

In consequence of the innate conservatism of the pro- 
fession the same old mixtures are copied religiously from 
texthook to textbook. Every mail brings pamphlets of new 
and futile proprietary drugs, drugs which are only equalled 
m their general inefficacy by their numbers. The four 
Main types of tropical diarrhoeas are: (1) the dysenteries; 
(2) sprue; (3) tuberculous or syphilitic; (4) diarrhoea not 
caused by any of the above.. 

The patient’s history will generally serve to allocate the 
disrrhoca to one of these groups. This, in the case ef 
dysentery there will be a history of pain and tenesmus. 
Fever is a common accompaniment, and, of course, blood 
and mucus will be present in the stools. Here let me strike 


a note of warning: never be satisfied with the patient's 
assertion that he has looked for these two phenomena—make 
sure for yourself. 

Sprue is generally easy to diagnose. The patient seldom 
comes in the very early stages of the disease, and by the 
time the doctor sees him there are the typical signs of 
emaciation, putty-coloured stools, and most probably the 
tell-tale sores in the mouth. Moreover, if you inquire 
closely, you will elicit a story of long-continued ‘* indiges- 
tion ’’ and flatulence. 

Tuberculous and syphilitic diarrhoea are more. difficult 
to diagnose. The former frequently shows signs elsewhere, 
or there is a history of an old pleurisy or some other lung 
complaint. The physical findings in the abdomen often 
help. As regards syphilis, if the possibility of this disease 
in all obscure cases of diarrhoea is borne in mind, and a 
careful history taken together with a blood examination, 
a mistake ought not to be made. 

It is the fourth group that we are specially concerned 
with, and here the history of the case is nearly always the 
same. There is no pain, no change in the colour of the 
stools, which are liquid but otherwise normal in appear- 
ance. The striking fact is that ingestion of food causes 
an immediate evacuation, or, as the patients express it, 
‘‘ the food runs through them.’’ Examination of the stools 


reveals nothing of note. The presence of undigested food, 
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and possibly an increase in the number of streptococci, will 
be the pathologist’s report, from which the doctor may 
gather what comfort he may. 

The duration has generally been about a week, this being 
the period adopted by most patients as being suitable 
for playing with advertised cures and sampling such old 
mixtures as their friends have been able to rake up from 
their medicine cupboards. 

The recent work of Scott and others tends to show that 
true sprue is a deficiency disease in that the calcium 
content of the blood is below the normal, and also that 
some substance produced by the liver and as yet unidentified 
is diminished in quantity. This substance, which is prob- 
ably of the nature of a hormone, is apparently responsible 
for the proper functioning of the intestines, and regulates 
the output of their digestive juices, and also the rhythm 
of their muscular contractions.. Any interference with the 
production of this hormone results in the immediate non- 
digestion of food and the undue hurrying through of the 
bowel contents. Whether or not this is the case is only 
surmise, but all the latest work on the subject goes to prove 
the truth of this theory. 

The treatment, then, of these cases of diarrhoea would 
appear simple, and so it is. First and foremost, purgatives 
have no place in the schedule at all. The paticnt must be 
put to bed for at least three days, preferably longer. All 
solid food must be stopped and only citrated milk or milk 
that has been peptonized given. Further, the milk must 
not be given in a large quantity at any one feed. A cupful 
of it should be administered every two hours. Barley-water 
is allowed without restriction. 

_ The mainstay, however, of the treatment is extract of 
liver, and this can conveniently be given as soup or in the 
powder form. In case this latter cannot be procured a short 
recipe for making the soup may not be out of place: 

Take half a sheep’s liver and mince it finely. / 
breakfastcupfuls of cold water and such spices a4 raphe 
may like. Boil down to two cupfuls, strain, allowing 
small particles of liver substance to come through, and give 
one cup in the morning and one in the evening. 

In furtherance of the calcium deficiency theory, 15 grains 
of calcium lactate may be given thrice daily. "The success 
of this treatment in these cases of non-specific diarrhoea is 
most striking, and any case which does not respond favourably 
ia a few-days should be regarded from a serious standpoint. 

I have not mentioned two other common causes of acute 
diarrhoea in the tropics—namely, cholera and food poison- 
ing. These are too obvious in their symptoms to allow 
of any such protracted treatment, and do not therefore 
come within the scope of this article. 


Memoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


A FOREIGN BODY OF UNUSUAL CHARACTER IN 
THE LUNG. 


Tue following case seems of sufficient interest to warrant 


publication. 


On June ilth, 1928, a little girl, aged 8 years | b 
‘Dr. Loughlin of Woolston because for the past ‘haa 
been making a peculiar “ rattling noise’ in her chest. He found 


' that she was in good general health, that there were no symptoms 


beyond a low-pitched expiratory stridor, and no sign 
rhonchi at the left base of the lung. He suapested, ‘ footie 
body in the lung, but the child’s mother could give no history 
cemmers | towards this. He treated the child as suffering from 
‘On June 15th the child 
n June @ child was scen again and s i 

health, with the stridor somewhat ‘Again the 
ef foreign body was raised, and this time the child’s grandmother 


gave the following history. ‘‘Seven weeks ago the chil i 
‘with some beads ‘and had one in her mouth when she at tee 


to her dinner. She choked over the first mouthful of food and 
ed said: ‘Oh, it is all right, the bead 
has gone.’’’ (The beads are about half an inch in diameter and 


beiong to a game called ‘‘ Gloria mosaic.’’) 
In view of this history Dr. Loughlin sent the child to the Royal 


- South Hants Hospital, where she was referred to me, and I saw 


ber on June 18th. There was then no stridor, she look 
but she complained of on in the left side of the na, pty 
temperature was 100° F. 

She was sent to the x-ray department, but neither by screen 


nor on a plate could a foreign body be seen. The plate showed 


without further bleeding. During the jreatment of the 


dullness at the left base. As a bead identical with the one 
alleged to have been inspired was sent with the child, we had 
this strapped to her chest wall, and it showed up perfectly on 
screening. The radiographer was now convinced that there was no 
bead in the lung, and the mother tried to help us by saying 
that the child had coughed it up. I was mystified and sent the 
child to the medical ward under Dr. Fisher for observation. 

During the next week the child looked ill; her temperature 
fluctuated, rising to 102°; she suffered from- cough and 
asthmatoid attacks, and tho left lung exhibited varying physical 
signs. No diagnosis could be made except that of- foreign body 
in the lung, but we were puzzled by the z-ray findings. She was 
x-rayed again, when a plate typical of an obstructed lung was 
obtained. The left lung was entirely dark and the mediastinum 
was drawn towards the same side. There was still no sign of 
the cause of the trouble. 

Next day bronchoscopy was performed. On reaching the bifurca 
tion of the trachea nothing ‘could be seen because of the quantity 
of mucus present. On aspirating, some mucus came away and 
then the tube became blocked. On removing it slighily it cleared 
and more mucus came, but again the tube was blocked. As the 
child looked rather blue I removed the bronchoscope, with the 
aspirating tube inside, bringing with it a puity-like mass, 
I passed the bronchoscope again, but could see nothing as the 
trachea was full of mucus. The child was sent back to bed. She 
was very much better the next day, and within a week wa 
sent home perfectly well. 

I had one of the beads examined, and found that it was 
simply a mass of dried clay which, when soaked in water, 
became soft and putty-like and did not show a shadow to 


rays. 

This case is not published as a successful bronchoscopic 
effort, as I never saw the foreign body until it appeared 
in the child’s mouth. Its interest lies in the difficulty im 
obtaining a history and in the peculiar character of the 
foreign body, which was opaque to x rays until it was 
inspired into the lung, and then it became non-opaque. — 

One wonders how many cases such as this remain 
undiagnosed, because had it not been for Dr. Loughlin’: 
shrewd suspicion and pertinacity this case would almost 
certainly not have come in for treatment. 


Southampton. 


HAEMOPHILIA IN THE TROPICS. 

Dr. Hucu Tuvrsriexp, in the Tert Book. of the Practice of 
Medicine, edited by F. W. Price, states that -haemo 
philia is a disease of the temperate zone, nearly all the 
reported cases being of English, American, or German 
origin. The occurrence of haemophilia in the southern 
Punjab is therefore, I think, of some interest, and the 
following clinical details may be worth recording. 

In 1923, when I was a student, I saw two brothers who 
suffered from this disease, and on inquiry it was found 
that all the maternal uncles of the children had died of 
bleeding in their childhood. The mother of the children 
nad no sister, and no further information regarding 
bleeders in the family could be traced. The cases were 
not seen again or heard of. 

In April, 1927, a child, aged about 3 years, was brought from 4 
distance of about eleven miles, bleeding from a contused wound 
in the head. The father of the child showed great anxiety about 
the wound, which was not at all large, and I immediately dressed 
the wouyd, from which an aseptic discharge was oozing. 00 
inquiry it was found that the wound was about four days < 
An elder brother of the child had died from uncontrolled bleeding, 
hence the anxiety of the father. The child’s mother had one 
sister who had no issue, and her brothers had died from bleeding. 

Since blood oozed later from the dressing, I opened the wo 
and redressed it with a piece of lint soaked in normal hors 
serum. On removing the dressings after twerty-four hours a large 
clot was found in the wound, but no oozing. The wound wa 
dressed again with normal horse serum, and su uently — 
aseptic. dressings were applied daily to the wound, which h F 


I gave hypodermic injections of normal horse serum, beginning 
with 1 c.cm. and increasing the dose by 1 c.cm. each time; I gavé 
six injections at intervals of six days. While the injections wel® 
being given the child became weak and anaemic. . : 
Six months after the course of injections the child was agalm 
strong and healthy, but some peculiar abscesses were said . 
have developed; these were not seen by any medical man, but! 
was stated that about a dozen small hard tumours appeare 
successively deep on the side of the neck, came to the suriach 
burst with a whitish discharge, and healed without treatment. 
I saw the child again in June, There was no mark 


W. 


- by the abscesses or cysts. The child was quite healthy, and thes 


it had been scratched badly by a monkey, the bleeding s 

as in a non-haemophilic child. 

_ The disease is rare, and I cannot gather many instance® 
but I think tie child did benefit by a course of injections 


with normal horse serum. 
Buagwan Rartay, M.B., B.S. 
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GENITO-URINARY FISTULA IN THE FEMALE. 
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ACUTE GASTRIC DILATATION AFTER DOUBLE 

SXTRAUTERINE PREGNANCY. 

Cases of tubal gestation occurring on one side and followed 

some time afterwards by gestation on the opposite side 

are by no means rare. Extrauterine gestation on both 

sides at the same time is much rarer, but several cases 

have been recorded recently. 1 think the following case 

is sufficiently interesting to justify publication. 


A married woman, aged 31, with no children and no history 
of miscarriages, was taken suddenly ill with acute abdominal 
pain on the evening of December 15th, 1926. She was admitted 
io the Mansfield and District General Hospital several hours 
afterwards under the care of Dr. 5. Kingsley Poole, who operated 
upon her the same night. There was about a pint of blood 
and blood clot in the peritoneal cavity, and a ruptured right 
ovarian pregnancy of about two months’ duration was found 
and removed. It was after removal of the blood present 
that an unruptured left tubal gestation was found; this was of 
about one month’s duration. The left tube was _ therefore 
removed. Ether anaesthesia was administered by Dr. Archibald 
Maemillan. 

The patient made very satisfactory progress indeed until 
December 19th, three days afterwards, when she vomited several 
times. The following day, at 2 p.m., she suddenly became very 
ill, I found her collapsed, cyanosed, and with epigastric dis- 
tension. She was vomiting large quantities of offensive brownish 
fluid, and she complained of abdominal pain. It was thought 
that she was suffering from acute dilatation of the stomech, so 
pituiirin 0.5 c.em. was given intramuscularly, and a stomach tube 
was passed and the stomach washed out. Large quantities of 

escaped from the tube. In a few minutes her condition 
improved, which confirmed the diagnosis. A similar but less 
severe attack oceurred once on each of the two following days, 
-and the same treatment was given. 
; For several days afterwards she appeared quite well. However, 
-on December 29th she vomited several times, and on January 2nd 
‘she was again taken very ill with abdominal pain, epigastric 
| distension, collapse, and vomiting. The stomach was washed out 
as before and pituitrin 0.5 c.em. given, with the same successful 
‘result. Afier this she rapidly improved, and was discharged from 
hospital on January 15th, 1927. An x-ray examination, following 
‘an opaque meal, showed no evidence of pyloric obstruction. 


| The case is of special interest as regards the attacks of 
vomiting. On three of the occasions mentioned she was 
extremely ill, and it seemed that unless something were 
done at once she would certainly die. And yet, following 
the treatment adopted, she responded surprisingly well, 
-and has since made a good recovery. 

| IT am indebted te Dr. S. Kingsley Poole, assistant honorary 
surgeon to thé Mansfield and District General Hospital, for 
| permission to publish this case. 

Nevite J. Everarp, F.R.C.S.Ed., 


Late Senior House-Surgeon, Mansfield 
and District General Hospital. 


Reports of Societies. 


GENITO-URINARY FISTULA IN THE FEMALE. 
Ar a meeting of the Section of Obstetrics and Gynaeco- 
logy of the Royal Society of Medicine on October 19:h, 
with Dr. J. S. Farrparrn, the president, in the chair, Dr. 
Dove. Brssetz of New York read a paper on genito- 
“urinary fistula in the female. 

Dr. Bissell recounted the early life of J. Marion Sims, 
enumerating the difficulties he overcame, and described how, 
later, in conjunction with Emmet, at the Women’s Hospital 
in New York, he gradually built up his world-wide reputa- 
tion. Dr. Bissell reviewed the work of this hospital, and 
compared the number of cases of vesico-vaginal and urethro- 
“Vaginal fistulae operated on by Emmet between 1856 and 
1866—namely, 275—with the number of cases operated 
upon in the last ten years—namely 58; he concluded that 
this difference must be attributed to the improvement in 
obstetrical management. In spite of this improvement, 
however, he helieved that cases were still bound to occur 
for many years, to tax the ingenuity of the surgeon. In 
a review of various operative measures for genito-urinary 
fistula employed prior to the work of Sims Dr. Bissell 
Mentioned Hayward’s procedure, commenced in 1839; that 

_ Mettauer in 1847; and, in Europe, the work of 
Lillemand in France in 1825, and Gosset in London in 1834, 
He then dealt in detail with his own methods of operation 
for this condition, and reported seven cases selected because 
they were unusual in type and origin, and served to demon- 
Strate the value of Sims’s technique when complications 


were present. He added that Sims’s achievement was some- 
thing more ‘than a stepping-stone, and that, while other 
forms of treatment could be applied in special cases, that of 
Sims was universally employable. Dr. Bissell hoped, there- 
fore, that interest would be aroused again in it, and that 
it would be re-established in the armamentarium of the 
gynaecologist. 

The Prestpent remarked that, though he believed that 
in Sims’s day silver wire was the most suitable suture 
material, at present, with the advance of asepsis and anti- 
sepsis, other suture material, such as catgut, was more 
applicable. 

Carcinoma of the Vagina, 

Mr. J. B. Beigua Banister, in the absence of Mr. A. C. 
Pauwer, showed a specimen of carcinoma of the vagina 
in a patient aged 24, who had been married just over two 
years, but had not been pregnant. She complained of 
dyspareunia, and a blood-stained discharge for two months. 
Although she had been under treatment for syphilis for six 
years she still had a positive Wassermann reaction. On 
examination an ulcer with a hard everted edge had been 
found on the posterior vaginal wall; the surface of this 
bled easily. The diagnosis lay between chronic septic 
ulceration, gumma, and primary carcinoma; microscopical 
examination proved the last of these to be the correct 
diagnosis, and the ulcer was therefore excised. About 
a fortnight later both sets of inguinal glands were removed, 
but they showed no evidence of growth. Ten weeks later 
the patient was again examined, owing to there being severe 
sacral pain accompanying defaecation, and was found to 
have a large ulcer on the anterior. rectal wall. In spite of 
radium treatment the growth continued to increase, and the 
patient died five and a half months after the first operation. 


ENDOTRACHEAL ANAESTHESIA. ‘ 


Ar a meeting of the Anaesthetic Section of the Royal 
Society of Medicine held on November 2nd, a paper on 
endotracheal anaesthesia was read by Dr. I. W. Macrir. 
After briefly referring to the history of the method, Dr. 
Magill summarized its advantages. These he classified 
under six headings. (1) The anaesthetist had complete 
control over the patient’s airway under most conditions. 
(2) The anaesthetist was able to keep himself and_ his 
apparatus clear of the field of operation, and consequently 
did not impede the surgeon or interfere with his aseptic 
technique. (3) The surgeon could be protected from the 
anaesthetic-laden expirations of the patient. (4) The 
patient was protected against the possible entry of 
blood into the trachea. (5) There was, or should he, 
no tax upon the respiratory mechanism of the patient. 
(6) The method was dosimetric. The two main disad- 
vantages of the method, which arose chiefly in private 
practice, were the variety and bulk of the apparatus 
required, and the necessary delay incurred in setting up 
the apparatus prior to operation. It would secm at first 
that the method was indicated in all operations on the head 
and neck not involving the vocal cords, and in all operations 
in which control of the airway was difficult or in which the 
surgical manipulations might cause respiratory embarrass- 
ment. There were exceptions, however. Cases of cataract 
were best treated under local anaesthesia or under nitrous 
oxide and oxygen. Intubation should not be employed, as 
it might lead to coughing. In exophthalmic and_ toxic 
goitre a combination of local anaesthesia with nitrous oxide 
and oxygen ensured the best after-results to the patient. 
Operations on the thorax gave better results when nitrous 
oxide or ethylene and oxygen were administered by means 
of a face-piece, and apparatus was provided for positive 
ventilation. Again, many operations were so trivial that, 
even if they caused some inconvenience to the surgeon and 
anaesthetist. by reason of their situation, they could be 
satisfactorily dealt with by simple methods. As regards 
the technique of endotracheal anaesthesin, atropine was 
given in all cases and morphine where indicated. In the 
nervous, and in children, excellent resulis were obtained 
with paraldehyde given per rectum an hour before opera- 
tion. Cocainization of the larynx and fauces with minimal 
doses of 20 per cent. cocaine solution from a nebulizer gave 
many advantages, of which perhaps the greatest was that 
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ENDOTRACHEAL ANAESTHESIA. 


Tur BRittse 
Mepica. JouRNab 


the vocal cords were at rest and muscular relaxation could 
be obtained with comparatively light anaesthesia. Induc- 
tion of anaesthesia followed the usual lines. Intubation 
could be effected through the mouth or nose, and the latter 
was often the easier method. Free egress for expiration 
liad to be provided. A pharyngeal airway might be all 
that was required, but in some cases the double tube 
method might be necessary. The latter had’ several advan- 
tages, and one disadvantage—namely, that the return flow 
from the trachea was no longer available for driving blood 
from the larynx. This could be overcome by suitable pack- 
ing off of the larynx. Free respiration could also be 
secured by the use of one large tube. Intubation through 
the mouth with an efficient speculum and the introduction 
of a rubber expiratory tube was a simple matter. Double- 
channel tubes as so far produced were unsatisfactory. 
Intubation through the nose could be performed with a 
special forceps used through a direct vision laryngoscope, 
or, blindly, with the aid of a curved stylet. A rubber 
expiratory tube could then be passed without a stylet, 
and if there were no nasal deformity it would also enter 
the trachea. Objection had been made to this method on 
the score of the possibility of carrying infected material 
into the lungs with the catheter, but micro-organisms 
present in the nose were already present in the trachea, 
and, moreover, the author had so far never come across a 
ease in which this complication had arisen. Maintenance 
of anaesthesia was effected by connecting the catheter to 
an apparatus capable of delivering air or nitrous oxide 
and oxygen under sufficient pressure, with whatever regu- 
lated quantity of ether might be necessary. The heating 
of the anaesthetic, despite the opinion of some authorities, 
was advantageous, especially when nitrous oxide and oxygen 
were used to vaporize ether without rebreathing. At the 
present time a combination of nitrous oxide, oxygen, and 
ether best satisfied surgical requirements, and the smaller 
the quantity of ether used the better the condition of 
the patient. 

There were certain disadvantages in the use of nitrous 
oxide-oxygen without ether, such as heavy preliminary 
medication, the narrow margin between anaesthesia and 
recovery, and the difficulty of obtaining sufficient muscular 
relaxation. Chloroform had its advantages in dealing 
with robust or alcoholic individuals of the labourer type. 
In abdominal operations sufficiently quiet respiration of 
natural amplitude could usually be secured by open 
methods, and it was unnecessary to use actual apnoea pro- 
duced by endotracheal insufflation. Where difficulty arose 
in controlling the airway a wide rubber tube permitting 
of to-and-fro respiration gave better results when passed 
into the trachea than did a catheter. The routine use of 
endotracheal methods in hospital was a decided disadvan- 
tage to the teaching of students. If these were equipped 
with no knowledge other than the control of the patient 
with the help of elaborate apparatus, they would be at a 
loss when called upon to anaesthetize a patient with a 
piece of lint and a bottle of chloroform. The author then 
summarized his conclusions as follows: 


1, With certain exceptions endotracheal anaesthesia is the best 
method for operations on the head and neck and for any other 
operation in which there may be a difficulty in controlling the 
patient’s airway. 

2. Expiration should be provided for, in endotracheal anaes- 
thesia, either by means of a second tube or by a tube of sufficiently 
large calibre to permit of to-and-fro respiration. 

3. Cocainization of the upper air passages has decided advan- 
tages in endotracheal anaesthesia. 

4. The practice of “ blind” intubation through the nose renders 
the method possible in cases where it is impossible to use a 
speculum. . 

5. The insufflation method is not specially indicated in abdominal 
surgery. 

6. The routine use of endotracheal anaesthesia in teaching hos- 
pitals for every class of case is detrimental to the production of 
sound anaesthetic knowledge in students who are likely to become 
general practitioners. 


In the discussion which followed, Mr. H. E. G. Boyz 
criticized the use of paraldehyde as a preliminary narcotic, 
on the score of its nauseous qualities. He thought cocaine 
useful. He also questioned the use of a wide tube through 
the nose on the score of possible damage to the nose and 


voeal cords. He liked endotracheal anaesthesia for abdo- 
minal operations, but agreed that it was not a necessity, 
Dr. F. E. Sureway thought that two catheters were un- 
necessary in most cases. Dr. Laneron Hewer did not 
agree with the warming of anaesthetic vapours, especially 
as they frequently caused the patient to sweat. He liked 
endotracheal anaesthesia for operations on the upper 
abdomen. Dr. H. P. Farruie inquired as to the complica- 
tions which might follow endotracheal anaesthesia. He 
himself had tried this method in many cases, and had had 
in all four deaths after its use from pulmonary complica- 
tions. Dr. F. T. Evans questioned the use of a second 
tube owing to the possibility of damage to the larynx. He 
also was against warming the vapour. He preferred to give 
young children warmed port by the mouth instead of 
paraldehyde per rectum, Dr. C. H. M. Hucues thought 
the double-tube method excellent. It allowed of adequate 
plugging of the pharynx. He inquired whether a pressure- 
gauge was necessary when the double tube was used. Dr, 
Z. MENNELL said that endotracheal anaesthesia had found 
a place in surgery. It was, however, unnecessary in tonsil 
and adenoid operations, and in those on the upper abdomen, 
He thought the double catheter unnecessary, for an airway 
would give equally good results. He liked warm vapour, 
Dr. L. Powe.1 agreed with the last speaker, as well as with 
the reader of the paper, as to warmed vapour. Dr. 8, 
Corry wondered why the catheter tended to enter the 
larynx rather than the oesophagus when the nasal route 
was employed. Dr. Asuiey Daty liked to use the endo- 
tracheal method in goitre cases other than exophthalmie 
ones. He found warmed ether less irritating than cold. 

After Dr. I. W. Magix had replied seriatim to these 
criticisms and queries the meeting terminated. 


TESTS AND CLASSIFICATIONS OF HEARING. 
A meeting of the Section of Otology of the Royal Society 
of Medicine was held on November 2nd, when the new 
president, Mr. Somervitte Hastings, took the chair and 
delivered an address. 

Mr. Somerville Hastings said that if the progress of 
otology during the past twenty-five or thirty years were 
reviewed he did not think there would be complete satis- 
faction with the results achieved. The prevention of 
affections of the middle ear had certainly to some extent 
been attained, and there had been an imprevement in the 
technique of treatment; also it was possible now to arrest 
the progress of deafness resulting from sepsis of the nose 
and throat. But it had to be admitted that a good deal 
of middle-ear deafness, by whatever name it was called, 
with which otologists had to deal was but little influenced 
by treatment, nor were otologists yet agreed as to its exact 
pathology; what was true of middle-ear deafness was even 
more true of deafness due to trouble in the internal ear. 
He could not help thinking that the comparative ignorance 
concerning both the pathology and treatment of so much 
deafness of the middle and also the internal ear was due im 
part to the methods of examination employed in the past. 
It would be admitted by everyone that the methods of 
estimating hearing capacity by the distance at which 4 
whisper, a conversational voice, or a watch could be heard, 
although of value clinically, was quite useless for scientific 
purposes. There should at least be a relatively pure source 
of sound, such as was produced by a tuning-fork or wireless 
valve. What he wanted to know before he could form 
a correct mental picture of a given case of deafness was 
the percentage of normal hearing which remained for 
every pure note between the upper and lower limits of 
audition. Then, if the degrees of cochlear and cerebral, 
function were also estimated in percentages, it should be 
possible to say to what extent the deafness was due t0 
changes in the conducting apparatus and to what extent t0 
changes in the perceptive. He was convinced that, from 
the point of view of scientific advance, arbitrary units of 
hearing must be given up, and an attempt must be ma 
to discover what percentage of normal power of conduction 
and of normal power of perception was present for pute 
sounds. In considering the principles involved in the 
estimation of the perceptive function, Mr. Hastings went 
on to say that it was evident to all that the ordinary 
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TESTS AND CLASSIFICATIONS OF HEARING, 


sclerosis bone conduction was increased, as also in every 
affection of the middle and external ear. Indeed, in the 
most advanced cases of otosclerosis that it was possible 
to conceive there could not be a greater increase of bone 
conduction than was present when the meatus was 
fully plugged by a large piece of wax. Turning to the 
assessment of the total hearing capacity, Mr. Hastings 
illustrated the method which he himself favoured of esti- 
mating hearing by means of a tuning-fork at a fixed 
distance, and immediately comparing the time for which 
it was heard by the patient with the time for which it was 
heard by a normal person, usually the examiner himself. Jn 
conclusion, he said that the investigations regarding oto- 
sclerosis would never really prosper until there was standard- 
ization of the methods of testing hearing capacity; the 
time had come for the Section to make another attempt 
to solve this important problem. 

Dr. J. Kerr Love submitted an educational classification 
of deafness based on the effects of this infirmity on 
efficiency in early life. For educational purposes whispered 
speech heard at a distance of 20 ft. was taken as normal. 
In the first class were deaf mutes, congenitally defective ; 
in the second class came the muted or semi-muted, totally 
deaf because of disease (chiefly nerve deafness) occurring 
shortly after birth; the third class consisted of the speaking 
deaf, persons deaf from disease occurring after two years 
of age; and the fourth class—by far the largest—contained 
the partially deaf or hard of hearing, suffering chiefly from 
middle-ear disease. The first two classes of children had 
to go to special schools for deaf mutes, the third to special 
schools for the deaf, while for the fourth the educational 
provision might be a front seat, or a small class in a 
hearing school. Hearing tests, and also treatment, were 
useless in the first three classes; in the fourth class not 
only was hearing present, but it might be improved. With 
regard to the association of syphilis with congenital deafness 
the speaker gave some figures from Glasgow which showed 
that only 2.6 per cent. of the congenitally deaf children had 
a positive Wassermann reaction. He urged intensive study 
of otosclerosis with a view to its prevention. ; 

Dr. T. A. CLarKe spoke of some work on hearing tests 
at the Ferens Institute of Otolaryngology at Middlesex 
Hospital, to which the remarks of the president had already 
furnished an introduction. He emphasized the necessity 
for a consideration of the hearing tests at present in use. 
In the testing of tonal limits the present tests were 
accepted as satisfactory, but he drew attention to the 
anomalous results of comparison of perception of the mono- 
chord by air and bone conduction, and criticized the Rinne, 
Schwabach, Gellé, and other tests. The ‘‘ absolute bone 
conduction ’’ test afforded an absolute index of the per- 
ceptive component of hearing (nerve function). For the 
quantitative determination of hearing power, the results 
expressed on a distance basis, and in comparison with a 
normal, were to be preferred; these results were the 
simplest to obtain, and had the advantage of being intelli- 
gible to the untrained mind. For distance tests a watch 
was useful, but the instrument known as the electrical 
audiometer, while valuable for research, was, he considered, 
impossible for ordinary clinical use, owing to its complica- 
tion and lack of portability. Tuning-forks yielded accurate 
Tesults, and he described some of the mathematical con- 
siderations underlying their use; he showed tables indi- 
cating how in a routine method of testing with tuning-forks 
relative efficiencies were determined and expressed. 

Mr. 0. O. Popper said that the president and Dr. Clarke 
had both spoken of a tuning-fork being held at a constant 
distance from the ear. He wondered how that distance was 
maintained in view of movements of the patient, also how 
‘He normal was constituted with which the patient’s hear- 
mg was compared. The Geilé, Schwabach, and Rinne tests 


were not actual hearing tests per se; they were designed to 
show that conduction was hyper- or hypo-functional. The 
disadvantage of the tuning-fork was that no two identical 
sets of tuning-forks could be devised; there was also the 
possibility of error in regard to supposedly constant dis- 
tance and supposedly normal standard for comparison. He 
had found the audiometer portable and simple to use. 

Sir J. Dunpas-Grant expressed himself as disturbed by 
the iconoclastic remarks of the two previous speakers. He 
thought that tests for hearing were apt to be taken too 
seriously ; when they were reduced to figures and multiples, 
many almost incalculable factors connected with deafness 
were likely to be neglected. No doubt the too heavy tuning- 
fork would not give any very satistactory results. A 
tuning-fork which sounded for about twice as long opposite 
the meatus as it did upon the mastoid would be about right. 

Mr. A. R. Tweepre criticized Dr. Kerr Love’s standard 
of whispered speech heard at 20 ft. distance being taken 
as the normal. This was a purely arbitrary division 
between cases of children requiring special treatment and 
cases suitable for education in ordinary schools. Mr. G. J. 
JENKINS pointed out the difficulty of placing tuning-forks 
in exactly the same position and at the right angle in each 


case, no matter how carefully the examiner might educate * 


himself in their employment. Mr. A. J. Srory (secretary, 
National Institute for the Deaf) said that the National 
College of Teachers wished to establish a properly classified 
system of education for the deaf in this country; at the 
moment there was practically no classification at all, and 
children with varying degrees of deafness were placed 
together in the same school, and often in the same class. 
Obviously this was wnscientific and unsuited to the 
children’s best interests. The College was desirous, as a 
preliminary piece of work, of devising a terminology of 
deafness based on history and degree such as would be 
intelligible to the ordinary teacher, and also to the general 
practitioner who might not know very much about deaf- 
ness. Mr. A. D. SrHarp pointed out that there was another 
class in addition to those which Dr. Kerr Love had 
described—a small class of hearing mutes, who understood 
what was said to them, but were unable to speak. He also 
said that in applying tuning-fork tests he had discovered 
in some cases a ** blind spot ’’ interval; the person would 
say that the vibrations had ceased, and then after two or 
three seconds discover that he heard them again. 

Dr. T. A. Cxuarxe, in reply, said that a little practice 
enabled one to maintain a fairly constant and accurate 
position for the fork. As for comparison with the normal, 
and the question of what was normal hearing, he was 
content to accept his own normality until he was proved 
abnormal. 


FIBROSIS OF THE LUNG. 
Ar a meeting of the Section for the Study of Disease in 
Children of the Royal Society of Medicine on November 
Sth, with Dr. F. J. Poynton in the chair, Dr. L. 8S. T. 
Burrett opened a discussion on fibrosis of the lung. 

Dr. Burrell said thet since many chronic pulmonary 
diseases started in childhood it was important to recognize 
and treat the various catarrhal conditions which occurred. 
Except as part of a general infection pulmonary tuber- 
culosis was not common in infants. During the first few 
years of life the mortality was high, but thereafter it 
rapidly fell, so that between 7 and 16 there was a 
very small mortality from tuberculosis. After 16, how- 


- ever, the mortality rose to a maximum at about the 


age of 50; the figure varied in different countries. Tuber- 
culosis of the glands at the root of the lung was frequently 
present in children, but it was most exceptional fer the 
lung tissue to be subsequently infected. Dr. Wingfield had 
examined 160 hardened specimens of the thoracic contents 
of children who had died from various diseases, and found 
naked-eve evidence of tuberculosis in the glands at the 
root of the lung in 17.5 per cent. ; this was confirmed after- 
wards by microscopical examination. In the early case 
and in the late stages where fibrosis existed there were 
frequently no tubercle bacilli in the sputum, unless the 
patient had a cold or a catarrhal attack. In the adult 
with signs at the lung apex a tuberculous origin was 
assumed, generally rightly; this was not so in early life, 
and in the child with an acute apical lesion the prognosis 
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was better than for a similar condition in the adult. In 
the majority of cases of children with apical or other 
lesions which cleared up, the disease was non-tuberculous. 
But tuberculosis played a great part in producing fibrosis, 
and the catarrhal conditions in childhood vere very impor- 
tant from the point of view of the individual child and of 
other children associating with it; many of these cases 
went on to bronchiectasis. The chief cause of catarrh in 
children was measles, and next influenza and whooping- 
cough. In 1€25 there were over 94,000 deaths in England 
and Wales of children under the age of 15; more than 
20,000 were caused by non-tuberculous respiratory diseases, 
some 1,500 being due to pulmonary tuberculosis and 5,000 to 
other foims of tubercle. The importance of non-tuberculous 
respiratory diseases in children should be recognized. In 
lobar pneumonia the exudation became completely absorbed 
~and the patient recovered in most cases, but in the broncho- 
pneumonia after influenza and measles there was destruc- 
tion of the bronchial membrane and lung tissue, and the 
damage remained, Cases of unresolved pneumonia were of 
this nature, and therefore it was the broncho-pneumonic 
type of trouble which led on to the fibrotic cases. A child 
would return to hospital time after time, at intervals 


' of a month or two, and always with the same part of the 


lung affected, which could not be a coincidence ; meanwhile 
fibrosis was probably occurring and leading to bronchiectasis. 

Dr. Mairtanp Jones agreed that tuberculosis was a 
somewhat rare cause of fibrosis of the lung in children; 
a condition sometimes discussed was epi-tuberculosis. 

Dr. Hivpa SrorsinerrR had been following up consecutive 
cases of lobar pneumonia and broncho-pneumonia at the 
Royal Free Hospital to try to note the early stages of pul- 
monary catarrh and pulmonary fibrosis. She had repeatedly 
found cases with just a localized pulmonary catarrh occur- 
ring every two or three weeks, and many patients who 
had been diagnosed and treated as cases of lobar pneu- 
monia showed catarrh. In both lobar pneumonia. and 
broncho-pneumonia many patients had been in contact with 
respiratory disease, or had had recurrent attacks of 
bronchitis and pneumonia, but in many cases of repeated 
local catarrh and early fibrosis there was no 2-ray evidence 
of disease. On the other hand, certain cases with general- 
ized bronchitis and emphysema were found radiologically 
to have local fibrosis, though there were no clinical 
localizing signs. Syphilitic induration of the lung in young 
infants might, perhaps, cause some of the rarer types cf 
pulmonary fibrosis. Dr, C. D. 8. Agassiz said that tuber- 
culosis of the pulmonary kind was not uncommon in 
children, judging by the appearance of tubercle bacilli in 
the sputum. In fibrosis of lung the signs were most marked 
at the hase, sometimes at both bases; the condition cleared 
up quickly, and then the patient returned. 

Dr. H. E. A. Botprro paid a tribute to the good done 
by child welfare agencies in catarrhal conditions in children, 
but thought little was done by them for gastro-intestinal 
states. He advocated preventive inoculation. Dr, A. G. 
Puear agreed that lung fibrosis and bronchiectasis in 
children were fairly gommon, and, since they were relatively 
rare in adults, perhaps most of these patients died; but he 
had observed cases in which a child had such definite signs 
which, a few years later, had disappeared. Cases of slowly 
resolving pneumonia might be diagnosed as fibrosis and 
bronchiectasis; in other words, a changing condition might 
be regarded as a permanent one. Dr. G. A. SUTHERLAND 
held that bronchiectasis was an exceptional termination 
of fibroid lung. Broncho-pneumonia could be clearly dis- 
tinguished from lobar pneumonia, since the clinical Course 
was so different; probably lobar pneumonia never led to 
fibroid lung. It was very necessary to distinguish pul- 
monary tuberculosis from chronic fibroid lung. A large 
number of patients with fibroid lung recovered. Dr. PARKEs 
Weser doubted whether cases of slight recurrent attacks 
of pneumonia clinically led to fibrosis. 

The PresipEent expressed surprise at the manner in which 
some of these patients recovered, even though the condition 
had been so severe as to cause displacement of the heart. 
He agreed that the infant welfare centres prevented many 
of the respiratory troubles. The surgical treatment cf 
empyema was an important question. He was not in 
favour of vaccines for these children, 


INJECTION TREATMENT OF VARICOSE VEINS, 


A MEETING of the Brighton and Sussex Medico-Chirurgical 
Society was held on November ist, with the President, 
Mr. Grorrrey Bate, in the chair. Mr. Sr. Grorce B, 
Devise Gray read a paper entitled ‘‘ The injection treat- 
ment of varicose veins: anatomical,~ physiological, and 
practical considerations,” and Dr. H. M. Garr showed 
three microscopical slides illustrating changes in the 
vessels. - 

Mr. Gray first of all outlined the anatomy of the super- 
ficial veins of the lower limb, and_ stated that the 
anatomical factors making for varicosity were: (1) height 
of column of blood—average length of great saphenous is 
85 cm.; (2) thinness of its walls and lack of muscular 
support; (3) possible variations in the anatomical course 
of the small saphenous and its anastomotic channels. He 
then gave a short historical summary. The first intra- 
venous injections of drugs were made in the year 1657, at 
the suggestion of Sir Christopher Wren, but intravenous 
therapy was impracticable until the invention of the Pravaz 
syringe in 1851. Shortly after this date experiments were 
made with the injection of solutions of ferric chloride into 
varicose veins. There were many successes, but also many 
failures due to septic sequels, embolism, ete. During sub- 
sequent years various solutions were used for injections. 
There were many successful cases, although some caused 
great pain to the patients, whilst other patients had 
trouble from sloughing, scarring, and recurrence. He 
found that sodium salicylate caused severe pain, though 
the results were excellent. He now used quinine and 
urethane, and always injected the patients standing up. 
After detailing his method of giving an injection, he said 
he did not see the reason for injecting slowly, as it must 
surely militate against the success of the injection if the 
fluid becomes diluted. In female patients it was important 
to exclude pregnancy as a cause or a concomitant of 
varicose veins, as the injection of quinine might possibly 
lead- to abortion. The majority of solutions used in the 
injection treatment of varicose veins were self-sterilizing. 
He recalled that in the recent discussion at the Royal 
Society of Medicine only one speaker was definitely opposed 
to injection of varicose veins, on the ground that it led to 
pulmonary embolism, and the solution he used was con- 
centrated glucose. Mr. Gray very briefly referred to the 
treatment of haemorrhoids, for which he used a 20 per cent. 
solution of carbolic acid, and suggested that similar fluids 
might be injected into subcutaneous naevi as into piles. 
He suggested that varicocele also might be amenable to 
treatment by injection. He concluded by giving his reasons 
for believing the risk of quinine blindness after injection 
of quinine to be negligible. . 

After the paper, which was illustrated by diagrams, 
Mr. Gray showed a table designed by himself for. the 
patient to stand on, and demonstrated two cases treated 
by him. 

é 


Ar a meeting of the Royal Society on November Sth Dr. J. A. 
Murray communicated a paper by Mr. R. J. Ludford and 
Dr. W. Cramer on the mechanism of the secretion of the 
thyroid gland. The authors reported that the cells of the 
thyroid gland discharged their secretion into the lumen of the 
vesicle and thence into the blood stream. There was no altera- 
tion in the direction of the discharge during prolonged increased 
functional activity; there was also no evidence that the cells 
secreted normally direct into the capillaries. In. exophthalme 
goitre in both the mouse and man there was enlargement of 
mitochondria and of the Golgi apparatus—a condition charac» 
teristic of intense secretory activity; the polarity of the Golgi 
apparatus was frequently reversed. The secretion droplets, 
formed in association with such a reverse process, in the casé 
of the mouse were discharged directly into the capillaries. 
Thyroid secretion in exophthalmic goitre differed, therefore, 
from that in the normally active gland in respect of the 
direction in which the specific secretions discharged. Whereas 
normally the secretion passed first into the lumen of the 
vesicle, in exophthalmic goitre it entered the capillaries. The 
authors explained the pathological condition on the basis of this 
difference in the mechanism of the secretion. 
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RADIOLOGICAL DIAGNOSIS. 

Unver the title of Réntgenology: The Borderlands of the 
Normal and Early Pathological in the Skiagram' we find 
a translation from the German by Dr. ArtHur TURNBULL 
of the well-known and indeed celebrated work of ALBAN 
Kénter of Wiesbaden, which has already run through 
several editions. This English translation is from the 
fifth and last edition. There can be no doubt that 
this book is a radiological classic, and the translator has 
rendered a great service to those interested in the subject 
who do not read German. Possibly it may be a too literal 
translation, and this occasienally renders passages some- 
what obscure and difficult to understand; on the other 
hand, this method of translation is perhaps the best, 
inasmuch as it gives a better insight into the author’s own 
ideas and practice. 

There is no book on radiological diagnosis written on 
the same lines as Kéhler’s, and it has filled in gaps which 
exist in most of the other works. Practically all the illus- 
trations are line drawings from the original radiographs, 
and as it often happens that very slight alterations from 
the normal are being discussed, these can be made clear on 
drawings where they would be lost in attempting to repro- 
duce the radiographs themselves. That part which is given 
to bone conditions is a remarkable piece of work, full of 
detailed observations on mainly small things—many of them, 
however, of the greatest radiological importance—which have 
never been brought together before. The cross references 
are a great help, and Alban Kohler has left his own stamp 
on practically every page. It is interesting to note that 
apparently the author does not use the stereoscopic method 
for his examination of bone and joint conditions: certainly 
he makes no reference to the great advantage of stereo- 
scopic views of the shoulder-joint. A number of difficulties 
alluded to, which give rise to the remark that ‘“ the 
judging of shoulder radiographs is one of the most difficult 
tasks even for the skilled worker,’’ entirely disappear 
when stereoscopic views are examined. 

While considerably more than one-half of the book is 
given up to the consideration of bone conditions, there 
are separate sections on the lungs and pleurae, the 
diaphragm, the heart, the aortic arch and _ associated 
vessels, the oesophagus, the liver, the kidneys, and 
finally the stomach, duodenum, and bowel. There is 
a good index, and footnotes on almost every page serve 
as fingerposts to important literature. Many English 
references not present in the German edition have been 
added. 

The translator is to be congratulated on his work, and 
the excellent manner in which the book is presented to 
English-speaking readers should give pleasure to the 
author. Professor John Fraser, Dr. J. M. W. Morison, 
and Professor James T. Case have written short prefaces, 
and we can unhesitatingly agree with Dr. Morison when 
fe writes that this book is a necessity for the student who 
is studying with a view to a diploma in radiology. We 
can go further than this, however: it is indispensable to 
all radiologists and orthopaedic surgeons, and many others 
should find it of great use. : 


ABNORMAL PSYCHOLOGY. 
Proressor EpmMunp Conkuin regards the study of the 
psychology of the abnormal as indispensable to the practice 
of medicine; but his Principles of Abnormal Psychology? 
has been written for the student of psychology rather 
than for the medical practitioner. The author’s point of 
view is strictly psychological throughout, and therefore 
no space is devoted to the consideration of the various 
therapeutic measures which are generally employed for the 


| Roéntgenology: The Borderlands of the Normal and Early Pathologi 
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alleviation of the disorders described. This work is none 
the less one which should attract many medical readers. It 
deals with psycho-pathological phenomena with which 
medical men have first-hand acquaintance, and it affords a 
comprehensive survey of the many problems which these 
phenomena present. The order of presentation of these 
phenomena differs considerably from that which is generally 
followed in the majority of textbooks. The author has 
preferred to place quite early in his work chapters dealing 
with the psychoses proper, so that the reader may later 
approach the study of borderland phenomena (hypnotism, 
suggestibility, spiritism, etc.) as so much clinical material 
to be studied in the light of the knowledge which he has 
previously gained of the psychoses. It is not clear what 
advantage is derived from this plan, as the outline of the 
psychoses given seems to afford scanty enough material 
for the elucidation of these other problems, but at any 
rate it is the method which Professor Conklin’s teaching 
experience has convinced him to be the best. 

The description of the various psychoses is necessarily 
brief, and might with advantage have included an account 
of the delirious states which are cursorily mentioned in 
the chapter on dreams. The problems underlying the 
production of illusions and hallucinations are discussed 
in the light of the rival ‘‘ central’’ and ‘“ peripheral ”’ 
theories of their origin. The psychological aspects of 
memory abnormalities are clearly portrayed. The author’s 
presentation of psycho-analytic doctrine is singularly free 
from bias, and his attitude scientific and non-committal. 
The chapter on dreams is good, though the author’s 
allusion to the evidence that dreams are to some extent 
dependent upon endocrine balance appears to be beside 
the mark in a psychological treatise. In the very excellent 
bibliographical references appended to this chapter, as to 
others, we should have liked to see mention made of 
Freud’s Introductory Lectures, more serviceable perhaps 
in this respect than The Interpretation of Dreams. 

Hysteria and the other psychoneuroses are skilfully 
presented. The commotional and emotional disturbances 
occurring in ‘shell shock’’ are fully described. In a 
brief chapter on multiple personality, Professor Conklin 
has managed to compress much information and to dispel 
many misconceptions. He makes essentially clear, what 
many writers fail to do, the distinction between a true 
condition of multiple personality and the many dissociated 
states which are often mistaken for it, and his reintegra- 
tion of the views of Janet and of Freud is suggestive. 
Subjects discussed in other chapters are sleep and _ its 
abnormalities, the mental effect of drugs, feeblemindedness 
and genius; and in a ‘“‘ biographical background ”’ are 
briefly sketched the contributions of the leading workers 
in psycho-pathological problems, from Plato to Freud. 


POSTURE, 

Six authors have contributed to a small book on special 
gymnastics and other means of attaining bodily soundness.* 
Among these is the well-known orthopaedic surgeon 
Professor Fritz Lancer of Munich, who not only has edited 
it and written the introduction, but has also contributed th 
article on posture defects and bodily exercises. , 

Professor Eugen Matthias writes of the physiology of 
exercise and the pathelogy of faulty posture in a_philo- 
sophical manner, stressing not only the effects of proper 
exercise on the bodily health but also on the mind, which 
is so inextricably connected with the nervous and muscular 
systems. Dr. L. Gebhardt discusses camps of exercise for 
young persons and schoolchildren, such as one to which, in 
1926, the Munich surgical clinic sent eighty pupils. Pro- 
fessor Trumpp has written the article on problems of 
nutrition, in which he discusses at some length questions 
of metabolism and diet in their relationship to health and 
disease. It is rather refreshing to find in such a scienti- 
fically written article ‘‘ improvement of the constitution ”’ 
set forth as a principal object. That shadowy entity had, 
we thought, long been relegated to the shades of popular 
hygiene. 

3 Das Miinchener Sonderturen und andere Wege zur Kérperlichen 


iichti. eben von Dr, Fritz Lange. Minchen; J. F 
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In this country it would be difficult to write an article 
on faults of posture and bodily exercises without reference 
to the work of Goldthwait and his colleagues in the 
United States, where that distinguished orthopaedic 
surgeon has for so long advocated posture culture. In 
Germany Professor Lange achieves this feat with ease. 
Perhaps by ignoring the merits of Boston in this connexion 
he is trying to neutralize his error in 1926 when, as we 
noted in cur review of his work on the treatment of frac- 
tures, he credited the Americans with the introduction of 
the Thomas splint in war surgery (British Medical Journal, 
March 6th, 1626, p. 428). But one error does not atone 
for another. Were it not for this, we should commend 
the essay, which is well illustrated. Professor Lange 
remarks, as English writers have done some time ago, on 
the exaggerated sacro-iliac angle shown in nude figures of 
the great age in Greece. An interesting observation of his 
is that in a blind asylum he was able to pick out those 
girls who had been blind from infancy by their deplorably 
bad posture. The cause which he assigns for this fault 
may or may not be the true one, and further investiga- 
tion seems necessary. 

The most practical ‘article in the book is that by Dr. 
Aubry on special gymnastics. This should be valuable to 
those in Germany who have to deal with this matter. 
It is freely illustrated. The last article is that on scoliosis 
and the forms of the thoracic cage, and contains as much 
on this difficult subject as can be compressed into less 
than eleven pages. Like most German medical works this 
handbook is well got up. 


ELECTROCARDIOGRAPHY. 

We have to announce the receipt of ‘new editions of two 
hooks dealing’ with the subject of electrocardiography. 
That entitled Clinical Electrocardiography* by Sir THomas 
Lewis has now reached its fourth edition, and is so well 
known and so highly valued that it requires scarcely more 
than a notice of its appearance. There is little change 
from the previous edition, which appeared five years ago, 
with the exception of a few pages dealing with thrombosis 
of the coronary artery. The improvement in the paper is 
warranted by the greater clearness of the illustrations, 


Dr. Harotp E. B. Parpre’s book on Clinical Aspects of 
the Electrocardwgram,* now in its second edition, is more 
pretentious and covers ground not aimed at in the work 
just noted. The types of apparatus described make it 
perhaps more suited for the American reader. It contains 
humerous records and much valuable information. 


LOW BLOOD PRESSURE. 
Dr. Hats Datry has supplemented his book on High Bloed 
Pressure, now in a second edition, by a companion work on 
Low Blood Pressure: Its Causes and Significance*—a 
subject which, though without the same clinical appeal, 
deserves proper consideration and investigation as to its 
possible bearings in a wider direction than is to-day 
realized.’ It is therefore useful to have a full survey of the 
present position, such as Dr. A. Friedlander’s monograph 
on hypotension, which appeared last year. Dr. Dally has gone 
over the literature thoroughly, and presents the opinions of 
other writers in a mamer which will prove useful to the 
reader anxious to obtain this information: In addition he 
gives his own views: for example, that an individual with 
hypopiesia—a word which (dutifully following the late Sir 
Clifford Allbutt) he prefers to “‘ the truly dreadful hybrid 
hypotension ’’—is never normal, whether the condition of 
low arterial pressure be congenital or acquired, for in what 
is described as ‘‘ the author’s biological law of low arterial 
pressure ”’ it is always to be regarded as an expression of 
low vitality. What level should be regarded as the limit 
of low blood pressure is discussed in the light of various 


4 Clinical Electrocardiography. By Sir Thomas Lewis, M.D., F.R.S 
D.Se., F.R.C.P., C.B.E. Fourth edition, London: Shaw and Sons, Ltd’ 
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estimates, and the author finally concludes that the upper 
limit is 110 mm. Hg for men and 165 mm. Hg for women 
for the systolic pressure, and 66 and 62 mm. Hg in the 
two sexes for the diastolic pressure, The occurrence of hypo- 
piesia in various diseases is considered systematically, and 
thirty pages are devoted to the subject of treatment. 
Dr. Dally takes an optimistic view about the influence of 
organotherapy, and his experience of ephedrine, the 
alkaloid of Ma Huang which has been extensively used 
in China for more than 5,C00 years, is most favourable, 


CIVILIAN EYE INJURIES. 
Proressor ScHMFICHLER has written a monograph’ anno- 
tating his experience and observations on a large series 
of 2,300 eye injuries met with in civil life. The highest 
incidence occurred in the trades dealing with stone and 
building, although during the war years a greater increase 
of accidents in metal workers was apparent. It appears 
that his task has been rendered difficult by a lack of 
co-operation between the consultant and the medical 
attendant who first came into contact with the cases, but, 
even so, he has reached some interesting conclusions. His 
statistics show that the percentage of those claiming dis- 
ability from injury who have previously incurred disease of 
the eye is high, and that simulation of eye injuries is 
common: this may be so misleading to the ophthalmological 
examiner as to present a homonymous hemianopia. The 
assessment of disability should properly be determined 
by the ability to resume earning capacity, but in ocular 
injuries an unbiased judgement is difficult to form, becausa 
of the prevalence of a functional element persisting after 
the accident. To differentiate functional and organic 
consequences required much conscientious study.  Intra- 
ocular tumours, irido-cyclitis, retinal detachment, paren- 
chymatous keratitis, glaucoma, and cataract were fie- 
quently found in association with injury, but in 80 per 
cent. of the cases a decision was come to that these were 
quite independent of the accident, while only in 20 per 
cent. could any relationship—and that a very doubtful one 


—be conceded. 


NOTES ON BOOKS. 


and much enlarged, 
Ultra-Violet Radiation and 
Drs. Exranor and W. 
warning against the wave of quackery in_ relation te 
actinotherapy that is sweeping the country. They empha- 
size the fact that ‘it is almost as perilous for anyone 
to use ultra-violet radiation without skilled knowledge and 
training as it is for a layman to prescribe and administer 
some virulent poison, or to endeavour to perform a surgical 
operation ’’; and they quote with approval the British Medical 
Association’s Memorandum on Treatment by Radiation and 
Electricity, published in the Supplement to our issue of Aged 
28th, 1928 (p. 149). On the other hand, when remarking thet 
the setting up of special physical t#eatment institutions, where 
patients may be treated at a moderate charge by teams of 
qualified practitioners, is full of promise for the future, they 
might well have added a word about the risk of commercializa- 
tion that attaches to such enterprises. The book on the whole 
is good and well written. It embodies the results of a great 
deal of personal experience and of wide reading. 


edition of thei 
Actinotherapy* 
issue a_ timely 


In third, 
book entitled 


We welcome the appearance of the first volume (Abdominal 
typhus-Balneologie) of the new German dictionary of practical 
medicine,? edited by Professors and Frtix 
assisted by 120- caialeneiene whose names are well known to 
students of German medicine. The work embraces the whole 
field of medicine in the widest sense of the term, but, as the 
subtitle implies, it is mainly concerned with internal medicine, 
pediatrics, and cognate subjects. The age ong articles dis: 
‘cussed in the present volume besides the two already men- 
tioned are : abortion by Professor W. Zangemeister of Konigs 
berg, abscess by Professor Klapp of Marburg, achylia gastnea 
by Professor I. Boas of Berlin, acidosis by Professor H. Strau? 


Von Professor Dr. Lud 
Berlin: 


7 Begutachtung: von Augenverletzungen, 
Schmeichler. Mit cinem Begleitwort von Professor Dr. J. Meller. 
S. Karger. (Sup. roy. 8vo, pp. 128. 6. sell; 

8 Ultra-Violet Radiation and Actinotherapy. By Eleanor H. Russel 
M.D.,. B.S., and W. Kerr Russell, M.D., B.S, Third edition. With 8 
foreword by Sir Oliver Lodge, F.R.S., D.Sc., LL:D., and Sydney wee 
C.B.E. Edinburgh: E, and S. Livingstone. 1928. (Demy 8vo, pp. 0% 


259 figures. 21s. net.) : od 
Deutsche Klinik. Handwérterbuch der praktischen Medizin. 


Erster Band. Berlin and Wien: Urban and Schwarzenberg. .1928. (SUD. 
roy. 8vo, pp. viii + 783; 143 figures. Paper, M.33; bound, M.40.) 
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of Greifswald, acne by Professor A. Buschke and Dr. A. 
écseph of Berlin, Addison’s disease by Professor H. Zondek of 
Berlin, adenoids by Professor G. Finder of Berlin, diseases 
of the adnexa by Professor F. Kirstein of Bremen, alcoholism 
by Professor G. Binswanger of Kreuzbingen, allergy and 
anaphylaxis by Professor F. Hansen of Heidelberg, diseases of 
eld age by Professor H. Curschmann of Rostock, anaemia by 
Professors P. Morawitz and Carl Seyfarth of Leipzig, angina 
pectoris and arterio-sclerosis hy Professor Ernst Neisser of 
Stettin, apoplexy by Professor G. Klemperer and E. Haase, 
airhythmia_ by Professor Winterberg of Vienna, ataxia by 
Professor Frenkel-Heiden of Berlin, ophthalmology in general 
practice by W. Meisner, and the autonomous nervous system 
by F. Glaser. The text is freely interspersed with illustrations, 
some in colour. The articles, which are of a_ thoroughly 
practical and up-to-date: character, augur well for the success 
of the work. 


In a little book entitled Rheumatic Diseases’® Dr. M. B. Ray 
has succeeded in presenting us with an admirable survey of 
rheumatism. Like all other authorities on the subject he finds 
difficulty in finding a satisfactory classification, but his insistence 
on the wide variety of factors responsible for all these conditions 
does much to explain this difficulty. No one etiological factor 
is explanatory of their pathogenesis, therefore no one form of 
treatment can be effective, and the reader is especially warned 
against a too slavish belief in the efficacy of the removal of a 
septic focus. 


Among the innumerable new societies for the promotion of 
health there is perhaps better justification for the formation of 
‘the ‘‘ Health and Cleanliness Council ’’ than for many of the 
others. This council concerns itself with the work of propa- 
ganda for a clean populaticn, believing that good health would 


follow. There is much to be said for the belief. Certainly - 


there could be no difficulty arising in the teaching of hygiene 
in schools if it concerned itself with cleanliness. The council, 
with this intent, has issued a book" containing a series of out- 
lines for lectures to be given by teachers in the elementary 
schools to their pupils. It has a foreword by Dr. George 
Buchan, medical officer of health for Willesden, chairman of the 
advisory board of the council; the authors of the book are 
Dr. W. A. Muir, medical officer of health for Gillingham, and 
Mr. G. H. Green, lecturer in education in University College, 
Wales. They have done their work well. Their lessons are 
simple. sensible, and useful. A limited number of copies of 
this little book will be issued, on application to the society, 
free of charge. 


The second volume of the twenty-seventh edition cf the late 
Professor SrrRUMPELL’s textbook of pathology and therapeutics!? 
has now appeared, and includes an index to the first volume, 
which we reviewed on September 22nd (p. 532). The value of 
this textbook needs little reiteration in view of the well-deserved 
popularity it has gained in previous years. The subject-matter 
1s comprehensive and attractively set out, the illustrations are 
clear and useful, and there is an appendix of therapeutical 
prescriptions. 


One of the most suitable books on bacteriology for nurses 
and laboratory assistants is Dr. Ezsensere’s Principles of 
Bacteriology.> This book, the fourth edition of which we 
have before us, gives special attention to practical questions 
cf applied bacteriology, and contains a brief description of the 
chiet pathogenic bacteria. Besides minor alterations we notice 
that the chief changes made in the present edition are a new 
chapter on scarlet fever with information about the Dick test, 
# new chapter on tularaemia, and reference to recent work on 
measles. 


Cote’s Practical Physiological Chemistry'* has now reached 
its eighth edition. The whole work has evidently been subjected 
to careful revision with a view to bringing the information 
well up to date. This is particularly the case with regard 
to the carbohydrates and the blood pigments, and a description 
of a new potentiometer has been inserted. The practical value 
of this book is undoubted, and the new edition can be con- 


fidently commended to the notice of teachers and students. 


‘Rheumatic Diseases. By Matthew Burrow Ray, D.S.0., M.D. 
Psyche Miniatures, Medical Series, No. 3. London: Kegan Paul, Trench, 
Trubner and Co., Ltd. (Pott 8vo, pp. 91. 2s, 6d. net.) 

"\ Health and Cleanliness: A Textbook for Teachers. By W. A. Muir, 
M.D., D.P.H., and George H. Green, B.Sc.Lond., Ph.D. London: Health 
the Cleanliness Council, 5, Tavistock Square, W.C.1. 1928. (Demy 8vo, 
bp. vii + 63; illustrated.) 

'2 Striimpell-Seyfarth Lehrbuch der Speziellen Pathologie und Therapie 
der inneren Krankheiten. Siebenundzwanzigste, vdllig neu bearbeite 
Auflage von Dr. med, et Phil. Carly Seyfarth. Zweiter Band. Leipzig: 
F.C. W. Vogel. 1928. (64 x 94, pp. xii + 989; 212 figures, 6 plates. 


Principles of By Arthur A. Eisenberg, A.B:, M.D. 
ourth edition. London: . Kimpton. 1928. (Post 8vo, pp. 228; 
figures. 10s. 6d. net.) 4 

Practical Physiological Chemistry. af Sydnev W. Cole, M.A. Eighth 
ition. Cambridge : fictter and Sons, Ltd. 1928. (Demy 8vo, pp. xii 


+479; 66 figures, 16s. net.) 


PREPARATIONS AND APPLIANCES. 


Tue Rotunpa Cor. 
Dr. Betuez. Sotomons, Master of the Rotunda Hospital, 
Dublin, sends a description of a special type of bed which has 
been devised by the pediatrician of the hospital, Dr. Brian 
Crichton, for use in the new infant ward. The accompanying 
illustrations give a general idea of the construction of this cot, 


Veet 

gi? 

Fic 1 


and in Fig. 1 the dimensions are indicated. In Fig. 2, while 
the side A and the end B are shown up, Al and B1 are let 
down half-way, where they are supported by two iron bars 
which fold under the cot. These sides and ends can be 


Fic. 2. 


lowered completely to lie parallel with the legs of the cot if 
required. The mattress, with an infant on it, can be drawn 
out on to a side or end, and an examination be made with ease. 
The infant need not be taken out of its cot for an examination ; 
no stooping is involved, and no part is inaccessible for 
examination. 


Liver Extract. 

The curative action of liver feeding in. pernicious anaemia is 
one of the most remarkable advances made in therapeutics in the 
present century. One natural consequence of this discovery lias 
been the production of numerous proprietary preparations of liver 
extract. The present situation is that methods of concentrating 
the active principle have been discovered, but its chemical com- 
position is unknown. The activity of liver concentrates can there- 
fore only be estimated by prolonged clinica] trials. It is con- 
sequently difficult to estimate the relative merits of the numerous 
extracts that are offered to the medical profession. 

The latest extract we have received is termed ‘“ hepatopson,” 
and it has been prepared by the Promonta Company, Ltd., in 
collaboration with the medical clinic of Geheimrat Professor 
Dr. Fr. von Mueller of Munich. The makers claim that they have 
obtained a concentrate of which 1.25 grams are equal to a kilo 
of fresh liver. This claim represents a concentration considerably 
greater than that achieved by various firms of repute who have 
prepared such concentrations. The extract is sold in a diluted 
form—‘ hepatopson liquidum tablespoonfuls of which are 
stated to be the equivalent of 200 grams of fresh liver. | The 
makers state that ‘* hepatopson liquidum has been clinically 
tested in the Second Medical University Clinic, Munich (Professor 
von Mueller) and in the polyclinic of Professor Schottmueller in the 
Eppendorfer Hospital in Hamburg. Professors Schottmueller and 
Braun reported at the Congress of Physicians (Internists) in 
Wiesbaden that the preparation has shown good results as @ 


specific treatment agaist pernicious anaemia. 
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THE STORY OF INSULIN. 


Proressor Bantine’s Cameron Lecture. 
In the Cameron Prize Lecture, delivered at the University 
of Edinburgh on October 30th, Dr. F. G. Banting of 
Toronto gave a most interesting account of the history of 
the research that culminated in the discovery of insulin. 

Professor Banting said that he conceived the original 
idea on October 30th, 1920, after reading an article by 
Moses Baron which appeared in Surgery, Gynecology and 
Obstetrics, and in which the author pointed out the analogy 
between the degenerative changes which follow the experi- 
mental ligation of the pancreatic duct and the blockage 
of the duct by gall-stones. Later in the night, under the 
influence of ideas evoked by this article, he made the 
following entry in his notebook: ‘‘ Ligate pancreatic ducts 
of dogs. Wait six to eight weeks for degeneration. 
Remove the residue and extract.’’ The next step was the 
application to Professor J. J. R. Macleod for permission to 
try these experiments in his laboratory, and for facilities 
for doing blood and urine sugar estimations. 

Work began in May, 1921, and Dr. C. H. Best, who was 
then a medical student, acted as assistant in the chemical 
work. The first attempts to ligature the pancreatic duct 
were partial failures, because the ligatures cut through 
the duct and the dogs had to be operated on a second time, 
but by July 27th degeneration of the pancreas was pro- 
duced, and a saline extract of the degenerated pancreas 
was injected into a depancreatized dog. The blood sugar 
figure fell from 0.20 to 0.11 in two hours, and the clinical 
condition of the dog showed marked improvement. Another 
depancreatized dog was kept in good condition for eight 
days by the administration of extract from five degenerated 
pancreases. This, however, exhausted the available supply 
of ‘‘ isletin,’’ as the extract was then termed, and the dog 
rapidly became moribund. The idea was then conceived of 
exhausting the pancreas of a dog by continued injection 
of secretin, and then extracting the exhausted pancreas. 
This experiment was carried out, and the extract restored 
the moribund dog to a fairly normal condition. Important 
contributory evidence was thus obtained in favour of the 
main theory that the active principle was an extract of the 
island cells free from the products of the acinous cells. 

The next task was to find an easier means of obtaining 
such extracts. The pancreas of foetal calves appeared to 
be a likely source, since these contained abundant islet 
tissue. It seemed reasonable to conclude that, since diges- 
tion is not called into play until after the birth of the 
animal, there would not be powerful digestive ferments 
present in the foetus. Experiment showed that extracts of 
foetal pancreas lowered the blood sugar of depancreatized 
dogs, and thus a cheap and plentiful source of isletin was 
discovered. It was also found that the active principle 
could be extracted from the foetal gland with acetone and 
alcohol, and that it was not destroyed by chloroform or 
ether. Alcoholic extracts of the pancreases of adult 


_ cattle were next made, and with various extracts a 


dog was kept alive for seventy days after removal of its 
pancreas. 

On January 11th, 1922, the first patients were treated 
with pancreatic extract in the Toronto General Hospital. 
Following the injections there was a typical lowering of 
blood sugar and a slight decrease of the sugar in the urine. 
But on account of the high percentage of protein in the 
extracts a sterile abscess developed at the point of injec- 
tion. These results were, however, sufficiently encouraging 
to induce Professor J. J. R. Macleod to turn a large pro- 
portion of his laboratory staff to work on the problems 
of the physiological activity of the pancreatic extract. 
Dr. J. B. Collip developed a method of fractional precipita- 
tion -by alcohol, and produced a less toxic and more active 
extract. Finally, Dr. Best took up the problems of pro- 
duction and refinement, and he is still in charge of the 


production of insulin in the Connaught Laboratories at 
the University of Toronto. 

Insulin was not the first name used among the group of 
workers. As early as August, 1921, the word “* isletin” 
occurred in the notebooks. Professor Macleod insisted that 
the internal secretion of the pancreas should be called 
‘‘ insulin.” Later it was found that Schafer of Edinburgh 
had suggested this name about F910. . 

With a group of workers attacking various problems 
under Professor Macleod’s directions, rapid progress was 
made. Quite early an attempt was made to find a test- 
tube reaction for determining the potency of insulin, but 
none was found. It therefore became necessary to develop 
a biological method of standardization. In the early work 
Collip had found that a normal rabbit given a certain 
dose of insulin developed in four hours a complex of sym- 
ptoms characterized by intermittent convulsions and coma. 
The rabbit rapidly recovered when given injections of 
glucose, and could be used again for another test. It was 
therefore decided to use the rabbit in making a biological 
assay. The unit of insulin was defined as the amount 
required to reduce the blood sugar of a normal rabbit 
weighing 2.5 kg. to 0.045 in four hours. To ensure a uni- 
form unit of strength in the various countries the Public 
Health Committee of the League of Nations changed the 
definition as follows: The unit of insuxn is one-third of 
the amount of material required to lower the blood sugar 
of a 2 kilogram rabbit which has fasted twenty-four hours, 
from the normal level (0.118 per cent.) to 0.045 per cent. 
over a period of five hours. 

In May, 1922, in association with Dr. Joe Gilchrist, a 
clinie was established in connexion with the Soldiers’ Civil 
Re-establishment at Christie Street Hospital. A few 
months later clinics were established at the Toronto 
General Hospital and the Hospital for Sick Children, A 
number of private patients also presented themselves for 
treatment. The clinical value of insulin was now fully 
established, and the chief problem was to surmount. the 
many and varied difficulties met with when large-scale 
production was attempted. 

These clinical results were the outcome of years of 
patient, quiet effort of numerous workers in many fields 
of science. Insulin was but the final stage. It was known 
from the work of von Mering and Minkowski that diabetes 
was definitely associated with the pancreas; that if the 
pancreas was removed from a dog it became diabetic. It 
was also known from the work of Ssobolew that animals 
did not become diabetic when the acinous tissue had 
degenerated. The weight of evidence pointed to the exist- 
ence of an internal secretion of the islet cells. A vast 
amount of scientific knowledge had accumulated on the 
subject of carbohydrate metabolism. Estimations of sugar 
in small quantities of blood and urine could be accurately 
made. Ketone bodies could be accurately estimated. 
Dietetic treatment for diabetes was highly developed. The 
world stijl owes a great deal to the diabetic patient for 
the development of dietetic knowledge which can now be 
applied to other diseases: The Toronto group of workers 
considered themselves fortunate in being able to add some- 
thing of practical importance to the long series of previous 
investigations into carbohydrate metabolism. 

The lecturer concluded with the following advice to the 
four or five hundred niedical students who had listened to 
his story: The question may arise in the mind of someone 
present, what may I do? Do not enter upon research 
unless you cannot help it. Ask yourself the why of every 
statement that is made and think out your own answer. 
If, through your thoughtful work, you get a worthwhile 
idea it will get you. The force of the conviction will 
compel you to forsake all and seek the relief of your mind 
in research work. You can prepare yourself for work. 
The paintings of the great masters, the compositions 
great musicians, the sermons of great preachers, the 
policies of great statesmen, and the campaigns of great 
generals do not spring full bleom from barren rock. Yout 
training here is but a preliminary step in preparation for 
your life work. Mackenzie practised thirty years before 
he wrote his book on the heart. Training is required. 48 
Osier says, “‘ Live in a day-tight compartment, doing each 
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day’s work well.”’ If you are a true student you will be 
more dissatisfied with yourself when you graduate than 
you are now. It is not within the power of the properly 
constructed human mind to be satisfied. Progress would 
cease if this were the case. The greatest joy in life is to 
accomplish. It is the getting, not the having. It is the 
giving, not the keeping. 

I am a firm believer in the theory that you can do or 
be anything that you wish in this world, within reason, if 
you are prepared to make the sacrifices, think and work 
hard enough, and long enough, 


‘* There is no chance, no destiny, no fate 
Can circumvent, can hinder or control 
The firm resolve of a determined soul. 
Gifts count as nothing. Will alone is great. 
All things give way before it soon or late.” 


CONFERENCE ON “LIGHT AND HEAT IN 
MEDICINE.” 


A CONFERENCE on ‘‘ light and heat in medicine, surgery, and 
public health ’’ was held in the buildings of the University of 
London at South Kensington from October 29th to November Ist. 
It took the form of twice-daily sessions, at each of which a 
couple of papers on some application of the subject were read, 
and, when time permitted, discussed. © 


A few Continental visitors attended, and added to the value 
of the programme. Dr. Franz Nacetscumipt of Berlin gave 
two demonstrations. The first was a new method of diathermy 
application in which the electrode consisted of a thick layer 
of rubber, so that the patient was not in contact with metal, 
and the danger of burning was practically eliminated. An 
advantage of the method was that treatment could be pro- 
longed over a considerable period. The other demonstration 


was a method of applying external heat to the body by what’ 


he called ‘‘ foam treatment.’’ By adding a saponine solution 
to water of any desired temperature he was able to produce 
an air foam consisting of fine bubbles, and at a temperature 
depending upon that of the water from which it emanated. 
This foam, he said, was of value in nasal irrigation, and also 
in treating vaginal discharge. 


Dr. W. Fraskamp, chief assistant’ to Professor Wintz at the 
gynaecological clinic at Erlangen, discussed the use of light and 
heat in gynaecological practice. In most cases of vaginal disease 
this therapy had proved of great value, though only in com- 
bination with the conservative remedies. It had not proved 
satisfactory in uterine inflammation due to growth, but, com- 
bined with careful massage, it had achieved success in cases 
of enlarged or congested uterus resulting from certain misplace- 
ments. Light and heat had also proved efficacious in the 
treatment of amenorrhoea and dysmenorrhoea, though only 
when there was general as well as local treatment and constant 
medical supervision. 


Another foreign visitor, Dr. A. J. Cemacn of Vienna, dis- 
cussed the uses of ultra-violet radiation in oto-rhino-laryngology. 
As long ago as 1919 he had shown that middle-ear tuberculosis 
could definitely be influenced by light. Later he had developed 
a method of local irradiation of laryngeal tuberculosis from 
a quartz lamp. He now used quartz lamp irradiation exclusively 
where phototherapeutic treatment was indicated. Laryngeal 
tuberculosis was far the most important of the processes 
accessible to light treatment, and he found that the desired 
reaction was most simply and rapidly produced by direct quartz 
lamp irradiation of the upon. 


A candid and philosophic survey of actinotherapy in certain 
skin affections was given by Dr. W. J. O'Donovan. He said 
that one of the striking things in the history of light treatment 
had been the widespread recommendation of its use in eczema, 
in startling contrast to the scanty references to that disease in 
standard dermatological textbooks. The explanation of this, 
and possibly of similar circumstances, was that men who had 
taken up light therapy, though probably up to date in physics 
and in one or two branches of medicine, may not have acquired 
4 precise dermatological nomenclature when they Jeft medical 
Schools before the great war. Cures of acne rosacea by means 
of ultra-violet radiation had been reported, but such cases were 
recognized by the dermatologists to be most intractable. Very 
little reference to alopecia areata could be found in major 
textbooks on skin diseases ; here, again, the value of local light 
therapy was much stressed. Apart from those cured by sug- 
Gestion therapy, there would remain a large number suffering 


from alopecia areata who would need ultra-violet therapy to _ 


the whole body because of its tonic effect, rather than as a 
substitute for rubefacient liniment to a bald and otherwise 
healthy area of the scalp. 


Mr. F. Tarsor spoke on actinotherapy in dental caries, 
arguing that the determining factor in the arrest of caries 
was something additional to vitamin, and that there was 
evidence that this factor was produced by the action of ultra- 
violet radiation on the skin. He had been impressed by the 
improved appearance of the teeth in some children who had 
oe regularly exposed to a carbon arc lamp in a convalescent 

ome. 


Sir Henry Gavvarn exhibited a most entertaining cinemato- 
graph film, illustrating not only the general routine at the 
Sir William Treloar Home at Alton and Hayling Island, but 
also the technique pursued in the artificial light department, 
the preparation of the patient for local treatment, and so forth ; 
but he insisted that light was only part of the treatment of 
surgical tuberculosis. With regard to particular methods, he 
expressed himself a great believer in the value of the plain 
carbon arc. - 


The treatment of chronic pulmonary tuberculosis by light was 
broached by Dr. M. Wetnsren of Mount Vernon Hospital. He 
said that good results were claimed for light in every other 
manifestation of tuberculosis, but in pulmonary it was said 
to be contraindicated. Numerous authorities, however—though 
few in England—had reported excellent results in the pulmonary 
condition. Amongst the thousands of cases of surgical tuber- 
culosis already treated there must be many with quiescent 
pulmonary lesions, and if these had become active os light 
treatment it would surely have been noted. He agreed as to 
the unwisdom of applying light treatment where there was a 
marked toxaemia, me this would contraindicate ultra-violet 
radiation in any condition. He exhibited a table showing the 
results of treatment on a number of patients with chronic disease 
by means of gradually increasing exposures to a 30-ampere 
carbon arc. Of the group of in-patients treated, 25 had been 
sputum-positive; 9 of these became sputum-negative, and there 
was a gain in weight in all but a few. The out-patients were 
of a very poor and unfortunate class, but 3 out of 14 who were 


_sputum-positive became sputum-negative, and a number put cn 


weight, while not one of the 24 who were sputum-negative at the 
beginning became sputum-positive under treatment. 


Other speakers were Dr. Kerr Russert and Dr. C. B. 
Heap, who both spoke on the development of capeeen, the 
one for actinotherapy and the other for electrotherapy, and 
there were a number of papers on photo-sensitization and on the 
biochemical aspects of the subject. The exhibition, which was 
opened by Sir Snect, with Dr. F. E. Fremantie, M.P.., 
in the chair, iilustrated the great variety of lamp models and 
outfits now on the market, of included some interesting demon- 
strations, such as the detection cf ringworm infection by filtered 
ultra-violet rays, an apparatus for the irradiation of milk to 
promote its vitamin p content, the influence of a quartz 
mercury vapour lamp on plants, and the organization of the 
Bermondsey municipal ‘ solarium.” 


~DANGEROUS DRUGS ACTS. 


Tue Home Secretary, in a circular issued on November 2nd, 
gives notice that, under the Rules Publication Act, 1893, he 
proposes, after the expiration of forty days, to make Regula- 
tions under Section 7 of the Dangerous Drugs Act, 1920 (10 and 
11 Geo. 5, cap. 46), controlling the manufacture, sale, possession, 
and distribution of the drugs to which Part III of that Act 
applies. 

The principal objects of the Regulations are: (1) To con- 
solidate into one code the provisions of the seven separate 
sets of Regulations at present in force. (2) To apply the pro- 
visions of the existing Regulations to the drugs and preparations 
which have recently been brought under Part III of the Act 
of 1920—namely, extract and tincture of Indian hemp, dihydro- 
oxycodeinone, dihydrocodeinone, and containing 
them, and — containing less than 1/10 per cent. 
of diacetylmorphine. 

Provision is also made for the constitution of a tribunal 
(similar to that which has already been constituted for medical 

ractitioners in accordance with the recommendations of the 
Departaecatal Committee on morphine and heroin addiction) 
to which the Secretary of State may refer any case where there 
is reason to think that a dentist may be contravening the 
provisions of the Regulations with respect to the supply, 
administration, or prescribing of dangerous drugs. : 

Draft copies of these Regulations may be obtained on 
lication to the Under Secretary of State, Home Office, 
Ww 


itehall, London, 8.W.1. 
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' HEALTH ADMINISTRATION AND POOR LAW 


REFORM. 
Tue last session of the present Parliament has just 
opened, and its chief business will be to consider the 
proposals of the Government for the redistribution of 
the functions of local authorities, especially those 
concerned with highways, health, and Poor Law 
administration, and for financial grants and adjust- 
ments connected therewith. The financial way was 
prepared in this year’s budget, and every part of the 
Government scheme, which is intended to be taken as 
i whole, has its importance; but the attention of the 
medical profession, as such, will naturally be con- 
centrated on those proposals which affect the health 
services and hospital administration. These proposals 
are of vital importance, and upon the way in which 
they are moulded and carried into effect will depend, 
in large degree, the whole future of public health 
services, of institutional provision for the sick, and of 


many medical professional interests and developments. © 


oo much care, therefore, cannot be given to their 
consideration, 

The exact form of the Government bill is not known 
at the moment of writing, but there is material from 
which its main features may be gathered and stated 
with some confidence. In the Journal of July 7th last 
(p. 23) we commented on the Parliamentary Paper in 
which the Government's proposals for Poor Law and 
other local government reforms were submitted in 
outline for the observations of local authorities and 
others. The medical aspects of these proposed 
changes were expounded afresh in an article on 
October 27th (p. 765).° Correspondence between the 
Ministry of Health and the special committee of the 
British Medical Association which was set up to deal 
with this matter has shed further light on some of 
these. In addition, the Royal Commission on Loeal 
Government has just issued a second report dealing 
with five special points on which its opinion was asked 
by the Ministry of Health, and it is significant that on 
all these points the Royal Commission was able to agree, 
apparently unayimously, with the suggestions which 
had been made by the Ministry. A summary of this 
report was given in last week’s Journal (p. 800), and 


it is to be expected that the proposals therein con-— 


tained with regard to the reorganization of areas, the 
extension of the local area for charge of certain 
services, the stimulation of unwilling or ‘defaulting 
authorities, accelerated progress towards whole-time 
appointments of medical officers of health, and the 
distribution of certain functions between local autho- 
rities, will all be incorporated in the Government bill. 
On all these matters, especially the last two, memo- 
randums were presented to the Royal Commission by 
the British Medical Association. One such memo- 
randum was published in the Supplement of May Ist, 
1926 (p. 172), and another in that of September 29th 
last (p. 142). Upon the facts, statements, and pro- 
posals made in these two documents the policy of the 
Association is based. P 

‘At the present stage the important things are that 
the medical profession should properly appreciate the 


position and be fully informed as to the proposed — 


changes, and that it should concentrate on a few 
points in which modification is essential if grave 
danger to the health services and to the efficiency of 
hospitals is to be avoided. It is proposed that the 
Poor Law guardians shall be abolished, and that the 
whole of their functions—assistance, educational, 
health (including, of course,-the control of hospitals 
and other institutions) — shall be transferred to 
the councils of counties and of county boroughs, 
It is proposed that each such council shall, 
between the passage of the Act and April Ist, 
1930, submit to the Minister of Health for his 
approval a scheme in accordance with which it 
proposes to arrange for the administration of the 
transferred functions. It is proposed to establish a 
system of Government grants on a new basis, so that 
efficiency of administration under these schemes shall 
be encouraged or secured. There are thus three stages 
—the legislative stage, the scheme stage, and the grant 
stage—in which it may be possible for the medical 
profession to advise or to press the Government, the 
local authorities, or both, in order to secure its objects. 
At first sight the complete liberty of county councils 
or county borough councils as to the character of the 
administrative schemes which they may propose for 
approval is attractive. But unless certain compulsory 
features are imposed by legislation there is an obvious 
danger that many of these schemes may be inefficient 
in practice. It should be made compulsory for the 
council to distribute the transferred functions to suit- 
able committees, and not to be content to set up 
merely another committee to which all these functions 
are to go en bloc. It should be made compulsory for 
a county council in whose area there are boroughs or 
urban districts of suitable size and experience to dele- 
gate to the councils of such county districts all fune- 
tions similar to those which these districts are already 
concerned in administering, if such functions cannot 
be transferred directly to such districts. These two 
points are not primarily medical im character, though 
the profession is seriously concerned with them, inas- 
much as experience shows that only in this way can 
effective health services be carried on without much 
waste and overlapping. 

Of more immediate medical concern are two other 
points. It ought to be made compulsory that. the 
transferred health and hospital functions should be’ 
dealt with through a statutory committee established 
on the lines. of the existing education committees— 
that is. in accordance with an approved scheme pro- 
viding that such committee should contain not merely 
a majority of members. of the parent council, but also 
other persons experienced in the work required, in- 
eluding members of the medical profession. There 
might be separate health and hospital committees, oF 
a hospital subcommittee of the health committee, oF 
a separate responsible governing body fer each hospital, . 
but in all cases the compulsory co-option of expe- 
rienced persons is essential. Without it there will 
almost certainly be in most cases either inefticient 
administration through lack of experience, or bureau 
cratic administration through necessary reliance on the 
sole advice of medical and other officials. There should 
be compulsorily established also in each area 4 
statutory local medical advisory committee, which the 
council should be obliged to consult on all medical 
professional matters, and whose opinion should be 
available on all other health or hospital matters commg 
within the province of the council. All these points 
can best be secured by legislation. In order to secure 
them it is evident that considerable pressure will have 
to be brought to bear upon the Minister of Health and 
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on members of Parliament; for the method of permis- 
sion and not of compulsion is obviously the easier 
for the legislator, and may be advocated with much 
plausibility. If legislation should fail it may still be 
ossible to achieve much by inducing councils of local 
authorities to embody these features in their schemes, 
or by pressing the Minister not to sanction schemes 
which do not include them. It remains, however, 
the first duty of our profession, in the interests of the 
public health and of satisfactory hospital control and 
co-ordination, to use its utmost endeavour to secure 
these essentials of efficiency during the legislative 
stage. 


THE AGE OF NOISE. 
WILt noise destroy our civilization or will our civiliza- 
tion destroy noise? We are living in an age of noise, 
but of noise that has worked itself into the texture of 
life so insidiously that many people are still unaware 
that any change has taken place at all. It is a curious 
fact about human beings in the mass that they are 
seldom aware of doom until it has overtaken them. 
They are blind to the writing on the wall. They do 
not even hear the blast of trumpets and the shouting; 
they only gather themselves up a little surprised when 
the walls have unaccountably tumbled about them. 
appears, indeed, to be no limit to man’s 
capacity for adapting himself to noxious influences once 
he regards them as inevitable. If he is not deafened 
by the increasing noise in our society he can shut his 
ears to it. Some people, indeed, make a pleasure of 
necessity, and cry out for more and bigger noises. In 
the stillness of the evening, if such an anachronistic 
term may be permitted, they switch on the ‘‘ loud 
speaker "’ or grind noisy tunes from the gramophone. 
They have even evolved jazz, a cacophony generally 
regarded as symptomatic of the age we live in. It is 
as though the stresses of life were so unendurable that 
they must make a great noise to keep their spirits up. 
Children, it is believed, like to bang a drum, not 
because they are so misguided as to enjoy the sound 
of it, but because it is an activity that ministers to 
their self-importance. It enables them to produce 
a tremendous effect without much effort. They dis- 
cover for themselves that noise is a symbol of power— 
a fact expressed admirably in the popular term 
describing an important person as ‘‘ the big noise.”’ 


It is perinissible to speculate whether it is a sense of . 


frustrated power, a teasing inferiority complex, that 
drives the motorist to substitute the klaxon horn for 
the drum; whether, indeed, the pandemonium of 
whistles and hand-rattles, fireworks and bugles, appar- 
ently indispensable to the happiness of great masses 
of people making holiday together, may not be equally 
symptomatic of regression to an infantile state. 
In one of his Utopian romances Mr. H. G. Wells 
Suggests that a commonly overlooked cause of man’s 
inefficiency lies in the fact that much of his energy is 
used up in an incessant war on bacterial invaders. In 
our delight at his frequent victories we are apt to 
overlook the price he must pay for them. We forget: 
that throughout his life he is forced, albeit uncon- 
Sciously, to divert to the task of creating antibodies 
ind other bacterial principles a great deal of physio- 
gical energy that, in the absence of bacteria, could 
more profitably devoted to creative ends. Needless 
to say, in Mr. Wells’s Utopia the problem is solved 
i) the simple expedient of abolishing pathogenic 
acteria altogether. A somewhat similar suggestion, 


ut about man’s war against noise, is made in a docu- 
tent that no one would seriously describe as Utopian; 


we refer to the British Medical Association’s Memo- 
randum on Noise submitted on October 23rd to the 
Ministry of Health, and published in the Supplement 
to our present issue at page 209. This most readable 
Memorandum suggests that too much may be made of 
the fact that workers engaged in industries in which 
work has to be done to the accompaniment of the noise 
of machinery appear to enjoy good health. It argues 
that the employment of energy for mhibiting nerve- 
racking noises must involve an imevitable loss of 
} personal and industrial efficiency. Adaptation to 
noxious influences may occur smoothly and un- 
consciously, but this must not be taken to imply that 
it is achieved without effort; the individual may, in 
fact, be as unaware of the habitual strain as he is of 
the habitually inhibited stimulus. Workers in noisy 
industries acquire a capacity for hearmg even the 
faintest whisper through the din that surrounds them. 
This is a very pretty talent, but it cannot be said to 
compensate completely for the price that must be paid 
to develop it. The prevention or reduction of noise 
in conmercial work is, as Professor Spooner has said, 
a& paying proposition. Noise is one of the heaviest 
overhead costs in industry. ; 

The multitudinous sounds of the big city differ, 
however, in many respects from the industrial noises 
just considered. The latter are usually continuous and 
uniform; they do not, like a lorry in the night, burst 
in with the suddenness of an explosion, and the worker 
can brace himself to meet them. The former, on 
the contrary, are discontinuous, discordant, and un- 
rhythmic, various in quality, pitch, and intensity; 
above all, they are sudden and aggressive. The 
investigations of Dr. J. B. Watson have shown sudden 
noise to be one of the two stimuli capable of provoking 
fear-reactions in a child whose refiexes are as yet 
unconditioned. Most of us, from personal experience, 
know that this quality is retained throughout life. The 
frequent stimulation of this primitive reflex in a healthy 
person not engaged in an exacting occupation may 
produce nothing more serious than distraction and 
annoyanee—perkaps a deep-felt desire to do physical 
violence to the author of the noise in question. But 
in the sick and convalescent, in the man or woman 
trying to rest and sleep after the day’s work, in the 
professional worker grappling with vital and intricate 
problems, and finally in the neurotic subject, it is 
bound to produce effeets which no one concerned with 
the health, happiness, and efficiency of the people can 
afford to ignore. One may even concede Dr. Millais 
Culpin’s point that noise is never a direct cause of 
neurasthenia. Perhaps the symptom-complex of 
fatigue, hyperacousis, irritability, and anxiety, so often 
observed in the worker deprived of regular sufficient 
sleep by aggressive noises at night, is not really 
neurasthenia at all, but “‘ a different disease of the 
same name.’’ There can, however, be no doubt that 
noise does exacerbate, even if it does not produce, the 
difficulties of the neurasthenic subject (using the word 
strictly in Dr. Culpin’s sense). It tends to augment 
his anxieties and complicate his already too exacting 
problems of personal adjustment. . 

‘“ Tt is a revolution, not a mere change of fashion, 
through which we are passing.”” Unless something 
is done quickly to check the growing volume of sound 
that assaults our ears we may find ourselves deprived 
more and more of that capacity for sustained work, 
for clear thinking, and energetic action which is the 
mainstay of civilized life. Much can be _achieved 
by personal restraint and mutual consideration—it is 
a eurious fact that our neighbours’ noises are louder 


than our own—much by measures on the lines pro- 
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posed in the British Medical Association’s memo- 
randum. These proposals, it may be conceded, are 
extremely modest in scope, and should be taken to 
represent the bare minimum of what is needed to deal 
with the problem. The most vital among them— 
namely, the first and second—deal with the association 
between noise and speed, and in this connexion we 
may repeat what we said in a leading article in our 
issue of August 25th, that ‘‘ unless speed on the 
roads can be effectively regulated—and all attempts to 
do so have hitherto notoriously failed—noise will 
continue.’’ Attention may also be drawn to Professor 
Spooner’s additional suggestions that horns or hooters 
should be standardized as to pitch, and that a low 
melodious note should be adopted; that worn ram- 
shackle vehicles should be warned off the streets by 
the authorities; and that the designers of machinery 
should pay more attention to the balancing of rotating 
parts, particularly high-speed ones, and to the 
mounting of certain machinery on _ anti-vibration 
supports in order to minimize the noise incidental to 
its operation. At present most of us would give 
almost anything for a quiet life. 


=— 


FAT-SOLUBLE VITAMINS. 

THE discovery that the antirachitic vitamin can be 
produced artificially by the irradiation of ergosterol 
has led, as is only natural, to its production on 
a commercial scale, and a considerable number of 
proprietary preparations of irradiated ergosterol are 
now on the market. This development has resulted 
in certain problems assuming considerable practical 
importance. It is important to know, in the first place, 
whether irradiated ergosterol is a full substitute for 
cod-liver oil, and, in the second place, whether excess 
of ergosterol is likely to produce harm. Irradiated 
ergosterol is the antirachitic vitamin in a very pure 
form, but cod-liver oil contains both this vitamin and 
also vitamin A, which hitherto has been termed the 
growth-promoting vitamin. Recent investigations by 
Green and Mellanby! in this country, and by Sherman 
and Burtis? in America, have established with fair 
certainty that an adequate supply of vitamin A is of 
great importance, because it is an essential for the 
maintenance of the power of the body to resist 
infection. 

Green and Mellanby (as described by them in our 
columns three weeks ago) found with rats that 
deprivation of vitamin A resulted, in practically all 
cases, in a variety of infective and pyogenic lesions. 
Administration of vitamin D alone did not prevent 
the appearance of these lesions, but they were pre- 
vented by the administration of vitamin A. The 
authors therefore suggested that vitamin A might 
suitably be termed the anti-infectious vitamin. 
Sherman and Burtis found that a mild deficiency in 
vitamin A, no greater than might easily occur in a 
human dietary, was sufficient to cause a great increase 
in the incidence of infection in rats. These experi- 
ments show that vitamin A is a very important con- 
stituent of the dietary, and appear to justify the 
conclusion that irradiated ergosterol alone cannot be 
regarded as a full substitute for substances such as 
cod-liver oil, which contain both vitamin A and 
vitamin D. 

It has been pointed out. that certain German 
workers have obtained results which indicate that 


'H. N, Green and E, Mellanby; British Medical Journal, October 20th, 


3928, 691. 
PS, one and Burtis: Proc. Society of Exper. Biol. and Med., 1928, 


the power of the body to resist infection is influenced 
by the supply of vitamin D. This would accord with 
the well-recognized fact that rickety animals and 
children are very susceptible to infections. These 
results do not, however, invalidate Mellanby’s con- 
clusion that deprivation of vitamin A causes septic 
infections of the upper air passages, lungs, and 
kidneys, and that these infections cannot be prevented 
by administration of vitamin D alone. Even if the 
matter were more doubtful it would obviously be wisest 
to keep on the safe side and to administer vitamins 
A and D combined rather than either of these alone. 
The possibility that vitamin D may produce toxic 
effects is of considerable practical importance because 
it can be obtained in an almost pure condition, 
and the physiological daily*dose for a human being 
is only a fraction of a milligram; hence overdosage 
can easily be produced. Kreitmair and Moll* and 
Pfannenstiel* found that excess of vitamin D produced 
severe toxic effects in laboratory animals. Dixon and 
Hoyle (whose paper appears in our present issue at 
page 832) failed to confirm this result. Harris and 
Moore® found that a huge excess of irradiated ergo- 
sterol (one hundred thousand times the physiological. 
dose) always killed rats, but that a moderate excess 
had no toxic action. They also quote the results of 
Hess and Lewis, who gave rickety children 2.5 to 
5 mg. irradiated ergosterol daily. This large dose 
did not produce toxic effects, but, on the contrary, 


the children benefited greatly. 


The evidence shows, therefore, that irradiated ergo- 
sterol only produces toxic effects when given in 
enormous excess, and it may be concluded that 
poisoning by this substance is not a probable danger 
in clinical practice. 


DAWSON WILLIAMS MEMORIAL PRIZE. 
At the general meeting of subscribers to the Dawson 
Williams Memorial Fund, held on July 10th last under 
the chairmanship of Sir Humphry Rolleston, and reported 
in our issue of July 14th (p. 65), it was resolved that the 
sum subscribed to this memorial to our late Editor should 
be devoted to a prize in pediatrics, to be awarded every 
two years or at longer intervals at the discretion of the 
trustees, and that the scope of the prize and the details of 
its adjudication should be left also to their discretion, 
with the assistance of such other persons as they might 
wish to consult. The following were invited to act, ez 
officio, as trustees, and have agreed to serve: The Presi- 
dents (for thé time being) of the Royal College of Physicians 
of London, the Royal College of Surgeons of England, 
the British Medical Association, the Royal Society of 
Medicine, the Section for the Study of Disease in Children 
of the Royal Society of Medicine, and the Editor of the 
British Medical Journal. The Medical Secretary of the 
British Medical Association, at the request of the sub- 
scribers, consented to act as convener and secretary of the 
trusteeship. The first meeting of the trustees was held 
at the House of the British Medical Association on 
October 19th, with Sir John Rose Bradford, P.R.C.P., in 
the chair. It was decided to ask the Charity Commis- 
sioners to accept for investment the sum of £849 now in 


this over to the trust account at the bank for the purposes 
of the Fund. In pursuance of the resolutions of the 
meeting on July 10th, it was resolved that the Dawson 
Williams Memorial Prize should take the form of an award 
for the best work done in pediatrics during the five years 


3 Kreitmair and Moll: Miinch. med. Woch., 1928, 15, 637. 
4 Pfannenstiel: Ibid., 1928, 26, 1113. 


5 Harris and Moore: Lancet, 1928, ii, 892. 


hand, to receive all interest accruing therefrom, and to pay ~ 
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immediately preceding the date of the award; that any 
registered medical practitioner in the British Empire should 
be eligible for the award; and that the first award, to be 
made by the trustees in July, 1930, should consist of a 
cheque for fifty guineas. 


PROBLEMS OF LARYNGOLOGY AND RHINOLOGY. 
In his presidential address on November 2nd to the Section 
of Laryngology of the Royal Society of Medicine Mr. Bell 
Tawse touched upon ‘‘ Some unsolved problems of rhino- 
laryngology.’’? While some of the older problems, particu- 
larly those relating to malignant disease of the upper air 
passages and the oesophagus, still remain unsolved or 
unsettled, new problems have arisen out of modern surgical 
treatment. Among the latter perhaps the one most 
urgently requiring attention is the prevention and arrest 
of excessive haemorrhage following the complete enucleation 
of the tonsils. The president, observing ‘‘ reports of this com- 
plication are very rare,’’ pertinently asked: “ If it is an 
uncommon incident, why is there such a persistent effort 
to find a guillotine that will do the work bloodlessly? ”’ 
Further, “If the loss of blood is negligible, why should 
there be such a variety of pressure clamps on the market? ”’ 
It is common knowledge that a child is more seriously 
affected by haemorrhage than an adult; it is also common 
knowledge that a very large majority of the children never 
give any anxiety from bleeding, but, as the president 
remarked, ‘* What about the others? ’’ Association with 
a school medical service had opened his eves to the serious 
effect on a child of undue loss ef blood. In a series of 
900 cases of enucleation of the tonsils by a blunt-bladed 
guillotine and the removal of adenoids under ethyl chloride 
anaesthesia, 18 cases—that is to say, 2 per cent.—required 
the application of pressure clamps and ligature of vessels. 
The quantity of blood lost varied from 20 to 40 oz., and 
allowing for further loss in various ways and during the 
operation it was probably a good deal more. In 2 per cent. 
of this same series haemostatics appeared to have obviated 
the necessity for operative intervention. In another series 
of 764 cases the percentages were very much the same. 
Nearly all these children had a protracted convalescence, 
and in the worst cases several months elapsed before com- 
plete recovery. Opinions are sharply divided on the point 
whether haemorrhage is more likely to occur after enuclea- 
tion of the tonsil by dissection or after enucleation by the 
guillotine. The president expressed his opinion without 
any doubt that there is much less bleeding when the method 
employed is enucleation by dissection with ligature of the 
chief vessels. Unfortunately, on the one hand, there are 
not enough trained dissectors in the country, nor a suffi- 
cient number of skilled anaesthetists to deal with the huge 
lists of hospital cases, and, on the qther hand, the bloodless 
guillotine has not yet been discovered; so this problem is 
still awaiting solution. Passing to malignant disease, Mr. 
Bell 'Tawse submitted for inquiry the unsolved problem of 
how to determine when a case of intrinsic epithelioma of 
the larynx should be treated by thyrotomy or laryngectomy ; 
and appealed to those with leanings towards pathology to 
separate into definite clinical types the various degrees of 
Malignancy, so that it might be possible to have reliable 
evidence that thyrotomy is just permissible in one case, 
tiskky in a second, and useless in a third. If ever there 
Was a problem, he said, worthy of a man’s life-work it was 
cancer of the oesophagus. The very thought of the 
locality immediately produced a feeling of surgical impo- 
tence. Radium and intensive x rays were said to palliate. 
A very few patients had survived transthoracic excision, 
aid by that method a few cures had been claimed in foreign 
‘ountries. Speaking for himself, he had never seen a cure 
of malignant disease of the oesophagus. The address con-~ 
tuded with some comments, perhaps long overdue, on the 
So-called status lymphaticus. Why does the coroner’s 


verdict of death from status lymphaticus evoke sympathy 
from all, and dubiety from some? The case is frequently 
one of tonsils and adenoids, and we are told there is no 
known means of detecting the condition during life, and 
that the patient would have died during any other opera- 
tion, meaning, presumably, that the anaesthetic is the 
cause of death. Mr. Bell Tawse asked three questions: 
Would the patient have died? Is there any pathological 
lesion to be detected during life? How are we trying to solve 
the mystery if there is one? Some few months ago, under 
ether and chloroform, he performed tracheotomy on a boy 
of 5 whose tonsils and adenoids he had removed five weeks 
previously under ethyl chloride. The thymus completely 
hid the cricoid and trachea, and had to be forcibly 
retracted. Post-mortem examination three weeks later 
revealed an enormous thymus continuous with a mass of 
similar tissue, and enveloping the trachea, the bronchi, the 
roots of the lungs, and the heart; and yet this child was 
not upset in any way by either anaesthetic. 


r INTERNATIONAL CONTROL OF THE DRUG TRAFFIC. 

In describing, the activities of the League of Nations 
Assembly at its last meeting in September, our corre- 
spondent at Geneva, in the Journal of September 29th 
(p. 578), referred to the increased attention given to the 
traffic in opium and other dangerous drugs by that body, 
and mentioned that the League Advisory Committee on 
Traffic in Opium would, at its next session, examine a 
scheme for the limitation of the manufacture of drugs 
transmitted from the United States Government. We have 
now received from the Anti-Opium Information Bureau 
(a non-official organization) a memorandum giving details 
of these proposals, which are described as a ‘' scheme 
of stipulated supply.”’ The memorandum states that the 
present problem arises mainly from the over-manu- 
facture of opium derivatives and cocaine, and only in 
a much lesser degree from the smoking or eating of 
opium. Further, it is alleged that, while manufacturing 
countries pledged themselves to limit output in 1912 and 
1925, none has apparently enforced any system for direct 
limitation, and that the drugs continue to be produced 
in quantities greatly in excess of the world’s legitimate 
requirements. It is recalled that the Advisory Committee 
has repeatedly taken the view that the only method by 
which this traffic can be brought to an end is by a limita- 
tion of the manufacture and by stricter international 
control, and Sir John Jordan is quoted as saying: ** The 
Governments should stop the excessive production, which they 
could do perfectly well if they were honest and efficient.”’ 
In the meanwhile, it is said, manufacturing countries plead 
the absence of any known equitable scheme for zpportioning 
among them the world’s legitimate medical and scientific 
requirements. The scheme outlined essays to supply 
this deficiency. In the introduction to the scheme an 
estimate is referred to which states that ‘‘ at least ten, 
perhaps fifty, possibly hundreds of times the world’s 
legitimate need for these narcotics is being poured out of 
the drug factories,’ and it is added that the drugs are 
all produced in about forty factories, located in eight 
countries. Seven of the forty factories, the memorandum 
states, virtually all of whose products reach legitimate 
destinations, are in the United States, Great Britain, and 
india; the remainder are in Germany, Switzerland, France, 
Holland, and Japan, and from them the illicit trade is almost 
exclusively supplied. The problem, therefore, is stated to be 
to co-ordinate the export trade of the producing countries 
with the requirements of the non-manufacturing countries. 
Figures are already available giving a reasonably accurate 
estimate of the world’s per capita requirements of manu- 
factured drugs, and the scheme assumes that, while con- 
ditions vary considerably from one country to another, 
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these are adequate to reveal any glaring discrepancy 
between legitimate requirements and an over-statement by 
any country. It is claimed that the scheme would impose 
only two new commitments on countries adhering to it. These 
are (a) the modification in advance, for a determined 
period, of their requirements of each substance derived 
from opium and the coca leaf now or.in the future covered 
by cither the Hague Convention or the Geneva Convention, 
and (4) a statement of the country from which they will 
purchase their requirements. The information so gained 
should disclose the volume of the legitimate trade of 
each country manufacturing or re-exporting narcotic drugs. 
This, it is contended, would overcome the weakness of 
the present system, under which every manufacturer is 
free to compete for the trade of all the world’s non- 
manufacturing countries. The scheme, it is maintained, 
conforms juridically with both Conventions, as, while securing 
the essential collective action, it does not require countries 
to commit themselves specifically to more than the present 
individual action. In meeting the possible criticism that 
this scheme does not prevent over-production in manufac- 
turing countries, it is assumed that the Governments con- 
cerned are above the suspicion of conniving at such over- 
production, and that they would probably take steps to 
ensure the restriction of raw material imports to the 
amounts necessary for known legitimate requirements only. 
It is suggested that economic pressure might be brought 
to bear on any country outside the scheme in which a 
‘pirate ’’ factory was established. The memorandum con- 
cludes that a new conference is required to secure the 
execution of the scheme, and that the members should 
be persons distinguished for their ability to apply to the 
‘practical task in hand ‘ the utmost intelligence, common 
sense, and business sagacity,’’ and who “ are not restrained 
by the political considerations of the country which they 
represent that have heretofore prevented them mutually 
from exposing each other’s full and notorious guilt.’’ 
The desire of the authors of the memorandum is to see the 
ciug problem removed from the political sphere of diplo- 
matic bargaining, and treated as a supra-national question. 
It may be noted that the new Spanish law on narcotic 
drugs embodies the same principle as this ‘‘ scheme of 
limitation ’’; the Spanish Government presumably intends 
to make known its requirements and to indicate the source 
from which it will obtain its supplies. The Anti-Opium 
- Information Bureau points out that in the British 
Medical Journal of September 29th, in the article to which 
we referred above, it was mentioned that ‘‘ no exports of 
opium from India would be allowed after 1934,’’ and states 
that this refers only to exports destined for the manu- 
facture of opium prepared for smoking. It is added that 
as an offset to the reduction of exports for this purpose 
there should be taken into consideration the fact that 
exports for medical purposes (shipped to the High Com- 
missioner for India in London) are considerable, and that 
as a result of special efforts the morphine content of the 
opium being produced in India is increasing. 


MSS. AT THE COLLEGE OF SURGEONS. 
Tue Royal College of Surgeons of England has done well 
to publish a catalogue of manuscripts in its library. Its 
librarian, Mr. Victor G. Plarr, tells us in his preface that 
this catalogue does not contain the titles of the John 
Hunter manuscripts already set out in J. B. Bailey’s 
‘* List of Books, etc., relating to John Hunter,” but it 
records the titles, or the descriptions when titles were not 
traceable, of all other written documents in the collection. 
Besides more modern documents, many of these writings 
have been rediscovered in outlying parts of the College 
house, and many owe their existence to the industry of a 
former conservator, William Clift. Being, as Mr. Plarr 


states, the first complete record of the Clift, Cooper, 
Lister, Owen, Paget, Quekett, and Simon papers, the 
catalogue forms the key to much information not generally 
available on the history of the College departments. Type- 
written papers, paintings, and drawings are not recorded 
in it. Perusal of this catalogue provides hints of a very 
olla podrida of information on surgical and anatomical 
subjects. There are MS. notes and abstracts of Abernethy’s 
lectures at St. Bartholomew’s, some of them in the MS. of 
Dr. P. M. Latham. The list of Clift papers occupies tea 
pages, and the Hunter Baillie papers, some of which 
formed recently the subject of a Nova et Vetera paper in 
our columns by Mr. Plarr, well deserve cataloguing. Under 
the heading of ‘‘ Ilillman ”’? we find a neologism (or is it 
archaic?), ‘‘ reputup.”’ At first sight this suggests some 
primitive Polynesian language, but it refers to the re- 
mounting of a specimen. We wonder if this convenient 
word will find admitiance to the next supplement of the 
New English Dictionary. John Naples’s ‘‘ Diary of a 
Resurrectionist,’’ which Mr. Plarr’s predecessor so learnedly 
described and commented on, is included in this catalogue, 
and so also is a most suggestive title, ‘“‘ Letter from 
A. Copland Hutchinson to Joshua Brookes, relating to 
‘lonely churchyards and the possible supply of bodies for 
dissection in the. West Highlands (1825).’’ This entry 
reminds us how far afield anatomists were obliged to go 
tor materials for anatomical teaching before the passing 
of the Anatomy Act. Brookes, of course, was the celebrated 
head of the Blenheim Street school. There is an interesting 
MS., dated 1621, in which Mayerne gives an account of his 
family. This is the physician whom Judge Parry, in a 
recent book, has most unjustifiably accused of supplying 
poison for the murder in the Tower of Sir Thomas Overbury 
in 1613. Quite a number of MS. reports of the lectures of 
Monro secundus have been presented to the College through 
the Guildhall librarian. Five pages are taken up with the 
list of Richard Owen’s MSS., and we are reminded how 
much work Sir James Paget did in pathology by the fact 
that the list of his papers occupies three pages. Those of 
Sir John Simon also occupy much space. It will perhaps 
be a surprise to many readers to know what a wealth of 
MSS. the College possesses, and the printing of this cata- 
logue should help to put that wealth at the service of 
students of surgery, anatomy, and pathology. The title 
page gives no hint as to whether the catalogue is for sale, 
or if not, how copies can be obtained. 


THE EFFECT OF HIGH TEMPERATURES ON THE 
MINER. 
Tne atmogpheric conditions in hot and deep mines formed 
the subject of an interesting discussion at the annual 
meeting of the Institution of Mining Engineers, held in 


London at the end of October. It arose on a paper by. 


Mr. David Penman, D.Sc., principal of the School of Mines 
at Dhanbad, India, who stated that the Indian collier 
frequently had to work in a mine with a wet-bulb tempera 
ture of 85° F., or even higher. Moreover, the air in most 
of the working-places in Indian mines is practically still, 
or at the best very sluggish; yet the miners work day after 
day uncomplainingly, and not only without mishaps, but 
apparently without any ill effects. It is well known that 
persons accustomed to hot damp air are able to work with 
comfort under hygrometric conditions which would be very 
trying to men who had not been acclimatized, and Mr. 
Penman thinks it may be that the acclimatization of the 
Indian enables him to withstand heat in coal mines bette? 
than the average white man. The Indian miner, indeed, 
prefers to work in a warm place. He likes a gallery ™ 


which the temperature is, say, 75° F. better than one in 


which it is 50°. Nor does he like to work in a strong 


breeze. He wears practically no clothing, whether the mine 
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atmosphere is warm or cool; thus his whole body is exposed 
to the drying and cooling action of the air. He also 
works irregularly, remaining at work for about an hour, 
and then resting in a cooler place for fifteen minutes or 
more. While actually at work he is a hard worker, though 
probably he does not work at a rate equal to that of the 
British collier. He is, as a rule, shorter in stature and of 
much lighter build, and consequently expends less energy 
in physical exertion. But he dislikes any change in the 
teniperature conditions to which he is accustomed, and 
would resent transfer from a place where the temperature 
is, say, 88° F. and the humidity 98 per cent., to a place 
where the temperature is 20° lower. Dr. J. S. Haldane 


said that his experience of deep submarine workings off | 


Cornwall, where very high temperatures were registered, 
was very like that described by Mr. Penman; the men in 
those workings remained there for a short time, and then 
came out and cooled down, usually under a jet of com- 
pressed air. They were exceptionally healthy in spite of 
the conditions under which they laboured, and did not seem 
to mind their warm situation. He himself had found it 
very difficult to remain when the wet-bulb temperature was 
over 80°, and if the air was perfectly still the limit of 
endurance was about 88°. A mining engineer from the 
Rand, Mr. James Whitehouse, mentioned that in some of 
the gold mines there men had to work at a very high 
temperature, although the ventilation was extremely good. 
But the African natives appeared to be less happy in the 
mine than the Indians, perhaps because, though equally 
inured to hot conditions, they were less accustomed to 
humidity. A number of them went down with heat apoplexy, 
these being almost invariably men who had gone straight 
from their homes into the mine without being acclimatized. 
It was now a rule on the Rand that the miners should stay 
for a month in the upper workings, where conditions were 
less strenuous. Most of the cases of heat apoplexy had 
proved fatal, until recently a preparation made in Germany, 
and known as ‘‘ lobeleine,’”? was introduced, injections of 
which had been the means of saving a good many lives. 
Dr. Haldane further stated that in his experience of mines 
in this country he had come across only one case of heat- 
stroke ; this was in a man who was assisting in rescue opera- 
lions after the disaster at Hamstead colliery. The wet- 
bulb temperature there was about 85° F., and the man was 
Wearing a flannel shirt. Evidently under the pressure of 
tescue operations he failed to adjust himself to the 
temperature conditions—as the white man at least could 
generally be trusted to do—and died of apoplexy. 


“THE CRIPPLE.” 
We announced a few weeks ago that with the October 
number the name of The Cripples’ Journal yould be 
thanged to The Cripple, and that the scope and aims of the 
periodical would have a great extension. The October 
tumber has lately appeared, and we may say at once that 


the bold adventure which this change signifies is likely to 


be fully justified by results if future numbers are as 
interesting and important as this. When the journal first 
started its interests seemed mainly to be those of hospitals 
for cripples and the treatment of deformities, but the new 
beriodical takes not only an international view, but includes 
practically all that concerns the care’ and education of 
ripples and the prevention of deformity in its widest 
“nse as its province. As Mr. Watson says in his editorial 
totes: ‘* It is a vast ambition, because its lines of demarca- 
tion are so vague.”? All the more, therefore, if the new 
journal is successful, will its achievements be far-reaching. 
Prevention, treatment, training, and rehabilitation—these 
ate the great subjects to be studied and furthered all over 
the world. Not only is attention to be paid to the unfor- 


tunate owners of damaged limbs,to whom the term “cripple” 


has usually been restricted, but-also those with hearts crippled 
by rheumatism and with lungs damaged by tuberculosis. 
As an instance of this extension of the meaning of the term 
we would cite the very interesting instalment of an article 
by Dr. P. G. Varrier-Jones on village settlements, with a 
foreword by Sir Robert Jones. The author writes with 
authority on the subject of the Papworth settlement, which 
owes so much to his vision and ability. Sir Robert Jones 
points out the desirability and difficulty of recognizing the 
onset of tuberculosis in its earliest stages, and the danger 
of allowing so-called cured or relieved cases of pulmonary 
disease to return to family life, only to spread infection. 
Further study and research are necessary before we can 
hope to arrest tuberculosis in its beginning, but the success 
of such settlements as Papworth points the way to the 
prevention of reinfection by returned cases. Sir Robert 
Jones suggests, indeed, that ‘‘ the solution of most of the 
medico-sociological problems of our day will be found in 
prophylaxis for the fit and village settlements for the 
unfit.”’ More than half of this first number of the new 
series consists of an educational supplement, in which is 
to be found a great deal of interesting and valuab!e 
information on education for crippled ‘children and special 
schools in Britain, and on the position in America, where, 
since the war, organizations have developed, and are still 
developing, having for their objects the welfare of cripples 
in the widest sense of the term. Not only are the varicus 
State legislatures engaged in helping charitable organiza- 
tions, but the Federal Government aiso helps with money 
in certain cases. To realize what has to be done it is only 
necessary to mention that it is estimated that there are 
21} cripples under 16° to every 1,000 of the population, 
making the shocking total of over 300,000 in the United 
States. 


THE STAGE DOCTOR. 
A LIGHT-HEARTED evening, if not a very instructive one, 
was provided by the Hunterian Society of London on 
November 5th, at Cutlers’ Hall, when the curtain went 
up on a discussion on ‘‘ Doctors and the stage.’’ Two of 
the promised ‘‘ stars,”” Dame Madge Kendall and Dr. 
Harold Dearden, failed to take their parts, but the under- 
studies rose to the occasion. The prologue was spoken by 
Mr. William Devereux, the actor and dramatic author, 
who confessed that during his forty years on the stage he 
had played the part of doctors without knowing anything 
about medicine; his cue was to look preternaturally wise 
and to affect a bedside manner. Lady Simson (Miss Lena 
Ashwell) said that she could not remember appearing in 
a part in which a doctor was represented, and the only 
play of recent years with any extensive medical inte1est 
which she’ recalled was The Doctor’s Dilemma, by Mr. 
George Bernard Shaw; of this she had evidently a poor 
opinion, saying that in its dazzling display of fallacies it 
matched the most recent work of the same author, The 
Intelligent Woman’s Guide to Socialism. Sir StClair 
Thomson contributed to the discussion an analysis he 
had made of the allusions to the profession in the plays 
of Shakespeare, in which the physician appeared seven 
times and the surgeon not at all, aithough the barber- 
surgeons were a corporate body in Shakespeare’s day. 
Portia, however, bade Shylock ‘‘ Have by some surgeon,” 


and Lear called for surgeons—‘‘ I am cut to the brains.” 


Until he produced King Lear in 1606 Shakespeare had 
rather made fun of the profession, but in that play 
the doctor emerged as an honourable and sympathetic 
character; possibly Shakespeare’s prospective son-in-law— 


his daughter was married to Dr. Hall of Stratford-on-Avon 


in 1607—had opened his eyes. In Pericles there was to be 
found as noble a panegyric on the profession as had ever 
been uttered on the stage. The representation of the profes- 
sion in contemporary plays was the subject of some amusing 
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comments by Mr. Ivor Back. He remarked on the curious 
spell which the very name of Harley Street appeared to 
exercise over playwrights and audiences. Harley Street 
always seemed to be the only medical thoroughfare worth 
mentioning. It would be useless to protest that physicians 
and surgeons had successful practices in Brook Street or 
Park Crescent, still less in places like Liverpool or Leeds; 
it must be Harley Street or nothing. The stage Harley 
Street was immensely long. In the directory it was 
given only 145 houses, but on the stage the houses went up 
to a thousand; in a recent play the surgeon lived at 
‘“No. 915.” Moreover, the tenants of Harley Street 
were nearly all baronets and nearly all surgeons. In the 
mind of the dramatist Harley Street meant a surgeon’s 
consulting practice and a baronetcy. Why only surgeons? 
Because the public still thought of surgeons as queer 
romantic creatures who spent the greater part of their 
days doing operations of extraordinary gravity, where the 
deviation of a hair’s breadth would inevitably cause the 
death of the patient. The stage surgeon also had certain 
characteristics which Mr. Back at least had always asso- 
ciated with the physician. He carried a stethoscope and 
listened to chests, talked a great deal, and administered 
poisons. In one London theatre at the present moment 
a play was running in which the surgeon administered 
poison to his son, doing it in the rather furtive manner in 
which one would give half a crown to a ducal butler. The 
stage surgeon, Mr. Back continued, was always well dressed 
but out of fashion. Either he wore a_ frock-coat, or 
else a cut-away ‘‘ morning coat,’? when in fact Harley 
Street had adopted the short black coat and _ striped 
trousers of Throgmorton Avenue. The stage version 
of surgical procedure, too, would hardly be tolerated 
in real life. Mr. Back had seen, on the stage, a 
thorough examination of the patient take place in the 
presence of eleven people, including two servants. As for 
the general practitioner on the stage, he was represented 
generally as ‘‘ full of beans, bunkum, and _ benevolence,’’ 
occasionally as a buffoon—entering, saving, ‘‘ Ah, what 
have we here? A case of double pneumonia! ’’—or some- 
times as a venal scoundrel, in the pay of the villain, 
administering chloroform to the victims with a handker- 
chief, and securing, within two seconds, profound anaes- 
thesia with muscular relaxation! Mr. Back suggested that 


in any play of medical interest it might be well to invoke _ 


the aid of .a medical man to ensure that there were no 
inconsistencies, 
who secured the help of two of the most eminent medical 
men of the time, one a physician and the other a surgeon. 


PROGRESS IN BRITISH RADIOLOGY. 
A Year ago the incorporation of the Réntgen Society with 
the British Institute of Radiology was successfully accom- 
plished, and, commenting on this on October 15th, 1927 
(p. 697), we expressed the belief that important contribu- 
tions to science and practice would follow the happy event. 
It has been decided by the combined societies to inaugu- 
rate the opening of the new session by holding ‘special 
meetings in London from November 14th to 17th. The 
proceedings will begin with the delivery by Professor Bragg 
of the Mackenzie Davidson Memorial Lecture in the Barnes 
Hall of the Royal Society of Medicine on Wednesday 
-November 14th, at 8.15 p.m. Professor Bragg has taken 
for his subject #-ray optics, and will illustrate the lecture 


by experiments. At 10.30 on the following morning an_ 


exhibition of x-ray apparatus will be opened at the Central 


Hall, Westminster, and in the ‘afternoon at 2.30 Mr. 


G. W. C. Kaye, D.Sc., will deliver his presidential address 
on mediaeval and modern radiology; this meeting, in 
common with the others to be mentioned, will be held at 


This was once done by Sir Henry Irving, © 


the Central Hall. At 5 p.m. on the same day the Silvanus 
Thompson Memorial Lecture will be given by Mr. Sampson 
Handley, who will deal with radiology from the surgeon’s 
standpoint. At 10 on Friday morning a discussion on the 
value of the opaque meal in diagnosis will be opened by 
Sir Thomas Horder, Mr. A. J. Walton, and Dr. A. E. 
Barclay ; the discussion will be continued in the afternoon, 
Two other papers will also be read during Friday morning 
—one on the distribution of g rays with an irradiated 
medium, by Mr. W. V. Mayneord, M.Sc., and another on 
some applications of 2-ray spectroscopy to industrial 
problems, by Mr. G. Shearer, D.Sc. In the afternoon 
Mr. W. E. Schall will give an address on some engineering 
lessons from the congress at Stockholm. A dinner will be 
held at 7.30 that evening at the Trocadero Restaurant; 
the price of the tickets is 15s. (excluding wines), and 
members may bring friends, On Saturday, November 17th, 
there will be demonstrations at the National Physical 
Laboratory of the million-volt generator and the 200 k.v, 
cathode ray tube. Further particulars of these meetings 
may be obtained from Dr. J. Muir, 32, Welbeck Street, 
W.1, but communications concerning the dinner should be 
addressed to Major D. McGrigor, 55, Jermyn Street, 5.W.1, 


Sir Daviv Prarn Dr. H. H. Dare are recommended 
by the President and Council of the Royal Society for 
re-election, on November 30th, as treasurer and secretary 
respectively of the society. Among the other Fellows 
recommended for election to the Council are Dr. Charles 
Bolton, Dr. C. G. Douglas, Sir Frederick Hopkins, 
Professor J. C. G. Ledingham, and Professor G. Elliot 
Smith. 


Tue next session of the General Medical Council will 
commence at 2 p.m. on Tuesday, November 27th, when the 
President, Sir Donald MacAlister, will take the chair and 
give an address. The Council will continue to sit from day 
to day until the termination of its business. 


GENERAL MEDICAL COUNCIL. 
ELECTION OF DIRECT REPRESENTATIVES. 


ASSOCIATION’S CANDIDATES RETURNED. 
Tue result of the voting in the election of two direct repre 
sentatives for England and Wales to be members of the 
General Medical Council in the place of the late Dr. J. A. 
Macdonakl and of Sir Robert Bolam, who has. been appointed 
to represent the University of Durham, was announced on 
November 1st as follows: 


Dr. Ernest Kaye Le FLEMING (Wimborne)... 11,455 
Dr. Joun Bone (Luton) 11,0 
Dr. Gordon Reginald Ward (Sevenoaks) ... 4,262 
Dr. Edward Andrew Gregg (London) 3,10 


The constituency numbered 32,758, of whom 15,082 took 
part. The total number of voting papers issued was 3,579 
more than in 1924. Only 368 papers were returned by the 
Post Office as dead letters; but 720 of the votes received 
were invalid for one reason or another. Dr. Le Fleming 
and Dr. Bone, the two successful candidates, were sup 
ported by the British Medical Association in accordane 
with. the decision of the Representative Body at Cardiff 
last July. On behalf of their fellow members we col 
gratulate them on the result of the election. They wil 
hold office as direct representatives for five years from 
November Ist, 1928. 
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ROYAL COLLEGE OF SURGEONS OF ENGLAND. 


Tue Buckston Browne ANNvAL Dinner oF FELLows 
AND MEMBERS. 
Tue first annual Buckston Browne dinner of Fellows and 
Members of the Royal College of Surgeons of England was 
held on Thursday, November Ist, at the College, Lincoln’s 
Inn Fields, the President, Sir Berkerry Moyninan, Bt., 
being in the chair. About a hundred guests were present, 
of whom half were Members of the College, the majority 
of the others being Fellows. No speeches were made, and 
the toasts were limited to those of ‘‘ The King” and 


“The Donor.”’ Sir Berkeley Moynihan, in proposing the 
latter, said he hoped that the annual festival now inaugu- 
rated would continue to the end of time. To perpetuity 
there would be two toasts only, and to neither of these 
would there ever be a reply. Tho guests were present by 
the kindness of the donor, and he asked them to drink 
to the health of Mr. G. Buckston Browne. 

After dinner the guests were invited to inspect a special 
exhibition of the original specimens brought back from 
South America by Charles Darwin, and prepared under the 
direction of the conservator, Sir Arthur Keith. 


The following is a list of those present: 


lord Dawson of Penn Dr. G. de Bee Turtle Mr. Arthur Bostock (Chichester) 

Sir Thomas Barlow Dr. E. L. Payne Dr. Charles Edwards (Andover) 

Sir George Newman Mr. Guy Wood Dr. E. Collingwood Andrews 

Sir Alfred Hopkinson Mr. Rickard W. Lloyd Dr. John Gay 

Sir Anthony Bowlby Dr. E. M. Callender Dr. E. C. Morland 

Sir Thomas Holland Mr. Frank Savery Mr. D. J. G. Watkins (Lincoln) 

Major Leonard Darwin Mr. Owen Lankesier Mr. Philip G, Laver (Colchester) 

Sir John Rose Bradford (President, R.C.P.) Dr. Haden Guest Sir Alfred Rice-Oxley 

Mr. G. Buckston Browne Mr. Ernest Ware Mr. W. H. Dolamore 

Mr. G. B. Hillman (Wakefield) Dr. Maurice Newfield 

Mr. Philip H. Coxe Mr. Sidney Spokes (Lewes) Council 

Sir William Bragg Dr. Graham Little ‘ Sir Berkeley Moynihan, Bt., President 
Mr. H. M. Hake Dr. George Parker (Bristol) Mr. E. W. Hey Groves, Vice-President 
Mr. O. J. R. Howarth Mr. E. G. Moon (Broadstairs) Mr. V. Warren Low, Vice-President 
Mr. C. A. Griffiths (Cardiff) Dr. H. B. Brackenbury Sir H. J. Waring 

Sir William Lister Dr. Alan Randle Sir Cuthbert Wallace 


Mr. J. A. Hayward 


Dr. T. W. Shore 
Dr. H. W. Armstead 


Professor H. E. Roaf 


Mr. F. J. Steward 
Mr. C. H. Fagge 


Sir John H. Parsons Professor C, Lovatt Evans Mr. R. P. Rowlands 

Mr. J. F. Dobson (Leeds) Dr. G. A. Buckmaster (Bristol) Mr. J. Herbert Fisher 
Mr. W. H. B. Brook (Lincols) Dr. C. W. Hutt Mr. W. Sampson Handley 
Mr. T. H. Openshaw Dr. P. H. Manson-Bahr Mr. G. E. Gask 


Mr. Thomas H. Bickerton (Liverpool) Dr. W. Attlee (Eton) 
Mr. Henry Colgate (Eastbourne) 


Dr. J. O. Symes (Clifton) 


Mr. W. McAdam Eccles 
Sir Charles Gordon-Watson 


Mr. Raymond Johnson Lieut.-Colonel C. T. Samman (Master of the Mr. Victor Bonney 
3ir George Thane Society of Apothecariecs) Mr. Hugh Leit 
Mr. Macleod Yearsley Dr. Walter Broadbent (Brighton) Mr. Leonard P. Gamgee 


Lieut.-Colonel F. E. Fremantle (Hatfield) 

Sir Richard H. Luce 

Sir Edward J. Pollock 

Mr. J. F. Jennings ; 

Mr. E. F. White (Crowborough) 

= Wilson Parry 


Dr, Astley Y. Clarke (Leicester) 

Mr. Harold H. B. Macleod (Shrewsbury) 
Mr. J. E. Kilvert (Derby) 

Myr. G. Francis Smith (Watford) 

Dr. Hugh Lawson (Chislehurst) 

Dr. Gilbert Kempe (Salisbury) 

Bellamy Gardner Dr. W. B. Maurice (Marlborough) 


Mr. R. G. Hogarth 


Mr. S. Forrest Cowell (Secretary) 

Sir Arthur Keith (Conservator) 

Mr. R. H. Burne (Physiological Curator) 
Mr. D. K. Cassels (Assistant Secretary) 


LARYNGO-RHINOLOGY AND GENERAL MEDICINE. 


Semon Lecture BY PRorEessor Markusz Hasek. 
Taz Semon Lecture, under the auspices of the University of 
London, was deliveréd on November Ist, at the House of 
the Royal Society of Medicine, by Professor Markvsz 
Hasek, professor of laryngo-rhinology in the University of 
Vienna. Mr. H. Bett Tawse, president of the Laryngo- 
logical Section of the society, presided over a very large 
gathering. 
Professor Hajek, who delivered his lecture in English, 
said that the invitation to be Semon lecturer filled him 
with pride and gratitude for two reasons: first, because it 
afforded him the opportunity of further establishing the 
relations with his British colleagues which already dated 
back for thirty-five years, and, secondly, because it enabled 
him to pay a tribute to the late Sir Felix Semon, who 
had rendered immortal service to this branch of medicine. 
Taking for his general theme ‘ Laryngo-rhinology and 
general medicine,’’ Professor Hajek said that the develop- 
ment of this specialty, in particular the rapid advances in 
the realm of diagnosis, had, so to speak, intoxicated the 
frst generation of specialists, with the result that the 
specialty had become detached, and was not connected with 
general medicine, as it should have been. He gave some 
illustrations of the unfortunate results which followed over- 
tathusiasm for a specialty to the disregard of the larger 
feld. He had known a patient treated most admirably 
for a condition of the larynx, with no regard to the fact 
t she was suffering from generalized tuberculosis, from 
Which shortly afterwards she died. His verdict on the 
fase was, ‘‘ The larynx healed, the patient killed.” 
Laryngo-rhinologists to-day endeavoured, most properly, 
complete their clinical observation by resort to the 
ratory—by histological and serological examinations, 
ad by the g-ray picture. Every clinician was aware 
that in a large number of cases it was not possible, from 
dinical observation alone, to speak with certainty of definite 
isease. In certain forms the clinical picture was suffi- 
“ent, but there were intermediate forms which could not 
interpreted with absolute certainty, and in such cases 


the laboratory diagnosis was apt to be made the deciding 
point. In the lecturer’s view this had led to an over- 
emphasis of the value of laboratory tests and an under- 
valuation of the results of clinical experience. He was 
fearful lest, in the widespread dependence on laboratory 
methods, what had been achieved by the long practice of 
clinical medicine should go by the board. Clinicians them- 
selves tended to think that while clinical observation often 
could not say ‘‘ Yea” or ‘ Nay,’’ the power of absolute 
proof did belong to laboratory diagnosis, an assumption 
which he contested as being by no means correct. 
Remarking that the findings of the laboratory were not 
absolute, but comparative, the lecturer procecded to give a 


- few examples from his experience, illustrated by micro- 


scopical sections, where the histological finding had proved 
to be misleading. It was forgotten that the so-called 
histological diagnosis was the product of a series of 
histological pictures, and that the ‘way in which these 
separately and collectively were assessed, and held to 
demonstrate or not to demonstrate a particular condition, 
reflected the personal view of the histologist. Often these 
histological pictures confused the clinical findings, yet 
many specialists still believed in the infallibility. of the 
histological results.. He showed three cases in each of 
which the result of the histological examination was a 
positive diagnosis‘of carcinoma of the larynx, yet two of 
these patients were shown by the after-history to have 
been free from carcinoma; they had been well now over a 


- long period, and the remaining patient proved to have, not 


carcinoma, but tuberculosis. He added that histologists 
were not always agreed among themselves as to what was 
positive and what was only suspicious; one and the ‘same 
histological picture was differently interpreted by different 
fiistologists. Histological findings as a guide and correc- 
tive were of great use in relation to the results of other 
observations, but they must not be taken as conclusive 
in themselves; the same remarks applied to the results 
of serological examination. He pleaded that laryngo- 
logists, while neglecting no help which might come from 
this side or that, should hold fast to their clinical diagnosis, 
the principles of which had been laid down with great 
care and diligence by their predecessors, 
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As for radiology, the errors following from radiological 
findings were legion. Radiology itself was not to blame, 
but the wrongful interpretation of the radiograph and the 
assumption that the radiological finding was sufficient for 
diagnosis. Radiology, in order to present its indispensable 
character in the brightest light, often over-reached itself. 
The lecturer showed examples of one or two cases in which 
the precise situation of a foreign body impacted in the 
air passages had been misinterpreted as a result of reliance 
upon the z-ray finding solely. He quoted—without his own 
endorsement, however—one authority in this branch of 
medicine who had said that radiology in this field had 
confused more issues than it had clarified. Radiological 
findings, like the histological and serological, needed to be 
fitted into the entire series of investigations, but clinical 
medicine must not be placed in the background. He 
likened the whole investigation to a symphony orchestra, 
in which every instrument had its proper place and 
significance, while the conductor—in other words, the 
clinician—harmonized the whole. The specialist must be 
a critic of the laboratory findings, and in order to do this 
he should be familiar with the difference between certain 
and doubtful laboratory indications. 

In considering the general relations of the specialty of 
laryngo-rhinology to medicine and surgery as a whole, the 
lecturer again urged the need for a comprehensive view. 
The separate findings of the specialist were not sufficient, 
and regard must be paid to the entire clinical picture. 
The importance of this specialty to general medicine was 
self-evident. Only too often the first sign of a general 
infection or disease was manifested in this region. With 
regard to surgery, the first generation of laryngologists 
took too narrow a view; only with difficulty had the new 
generation gradually learned its way in surgical method. 
To-day surgical training was a sine qua non for the 
laryngologist. Young physicians should not dedicate them- 
selves to laryngology immediately or soon after the com- 
pletion of their studies, particularly if they intended to 
become teachers. They must first have a good general 
grounding in all the principal departments of medicine; 
only then could they develop their specialty scientifically. 
The house was not built from the gables to the foundations, 
but the reverse; and, to change the figure, laryngologists 
would do well to cultivate the field of general medicine in 
order that their own special fruit might be brought to 
its finest. 

Sir SrCrarr THomson, in proposing a vote of thanks 
to Professor Hajek, mentioned that among previous Semon 
lecturers had been savants from Berlin and Paris, and now 
the great school of Vienna had made its contribution. 
Professor Hajek was a pioneer who differed from most 
pioneers in his intense conservatism, which he had exem- 
plified in the lecture. Sir James Dunpas-Granv seconded 
the vote of thanks, which was heartily carried, and 
Professor Hajek was then presented with the Semon plaque. 


India. 


Women’s Hospitals in the Central Provinces. 
A CONSIDERABLE advance in the provision of medical 
treatment for women by members of their own sex has been 
made in the Central Provinces and Berar in the course of 
the past year. Colonel J. Norman Walker, inspector-general 
of civil hospitals, in his notes on hospitals and dispensaries 
in 1927, reports that two special women’s hospitals were 
constructed during the year, both of which are now in 
operation, while women assistant surgeons have been 
attached to main hospitals in seven centres where no 
special women’s hospital exists. Provision for five more 
assistant surgeons has been made in the budget for 1928-29. 
In addition to the women assistant surgeons there are nine 
women assistant medical officers attached to certain dis- 
peusaries, and the number is being increased by two. 
Regarding the general question of the provision of medical 
assistance, Colonel Walker states that the budget for 
1928-29 provides for opening additional cheap plan dis- 
persaries in certain areas. The policy of the Government 


is to leave the initiative to local bodies, with the assurance 
that proposals for the establishment of dispensaries will 
receive sympathetic consideration and financial assistance. 
The demand has been noticeably better from Berar than 
from the Central Provinces. Government approval has 
been given to a scheme for subsidizing qualified private 
practitioners who agree to settle in villages distant not 
less than eight miles from existing dispensaries, but no 
funds were available for this service in 1927, although it 
is expected that some progress will be made with the 
scheme in the current year. An official investigation is 
being made into the question of grants to local bodies and 
dispensary committees for the maintenance of hospitals. 
Colonel Walker holds that ‘‘ when one considers that the 
voluntary system has failed, the ticket system has failed, 
and that other provinces have given up the ticket system, 
it is difficult to see how these public institutions can be 
adequately supported without more generous support from 
provincial or lecal revenues.’’ He sees no reason to believe 
that, should the Government allotments be generously 
increased, voluntary subscriptions from the philanthropic 
would be reduced. 


Burma Government Medical School. 

The Burma Government Medical School commenced the 
session 1927-28 with seventy-nine students on the register, 
but, as an earlier order for the closing of the school was 
still in force, no new students were then admitted. This 
order had been made in pursuance of the policy of the 
Government gradually to replace the class of sub-assistant 
surgeons by the more highly qualified licentiates in medi- 
cine and surgery, and to the effects of this decision the 
superintendent of the school, Lieut.-Colonel T. F. Owens, 
I.M.S., attributes a deterioration in the tone of the estab- 
lishment and the high percentage of failures recorded in 
his report. In the course of the session, however, the 
Government decided to reopen the school, and thirty-eight 
new students were admitted to the four years’ course which 
it provides. From the report it appears that the school 
buildings are in urgent need of reconstruction or replace- 
ment now that the institution has been re-established. The 
report of the inspector-general of civil hospitals in Burma, 
Colonel W. H. C. Forster, states that fifty-six students 
were under training in 1927 for the degrce of M.B., B.S., 
and sixteen for the diploma L.M. and §S., in addition to 
the 117 already noted as attending the Government Medical 
School. Regarding the class of sub-assistant surgeons 
employed in the services under his control Colonel Forster 
mentions that the number on the rolls decreased during the 
year from 436 to 427, and that the shortage was so acute 
that all leave had to be stopped. An increase in the cadre 
to a total of 475 has been requested. It may -be added 
that this class is by far the most numerous in the Burma 
medical service, the total number of officers sanctioned in 
other and superior classes being about 150. 


: , Blindness in Sind. 

The annual report of the Thar i arkar (Sind) branch of 
the Blind Relief Association for 1927-28 suggests that the 
census reports relating td blindness in India under-estimate 
considerably the incidence of this disability. It is recalled 
that the census figures for India and for the Bombay 
Presidency give the incidence of the total blindness as 
14 per 10,000 of the population; generally, the report 
states, the figures are two or three tinies too low. In a 
count by an official in the United Provinces over 90 totally 
blind per 10,000 were found, and in the part of Sind from 
which the report emanates the figure is at least 40. per 
10,000. The association seeks to overcome the difficulties 
created by ignorance, apathy, and lack of medical facilities 
which prevent the treatment of many cases of blindness 
susceptible to curative surgical measures; it also undet- 
takes preventive work. In this task the main problem has 
been to obtain capable and suitable medical officers for 
touring work in the districts. There appears to have beet 
a substantial reduction in the number of cases requiring 
operation in the area in which the association has beet 
carrying on its campaign during the past three years, and 
it has therefore been possible to extend its activities to 
cover the greater part of Eastern Sind. Mr. Sachanand, 
the association’s medical officer, dealt with about 10,00 
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cases, including over 2,000 in which major operations were 
performed, at camps in various districts. In Upper Sind, 
at Shirkapur, Dr. Holland of Quetta spent some six or 
seven weeks in work among the blind with the assistance 
of surgeons from Europe and America; nearly 3,000 
cataract and other operations were performed. Although 
this work has been continued for a considerable period, 
thousands of cases are still in need of attention. 


Hospital Provision in Assam. 

Several important schemes for improving the hospital 
facilities of the province of Assam are in progress, and a 
substantial improvement in this direction should be shown 
in the course of the next few years. In his report for 1927 
Colonel G. Hutcheson, inspector-general of civil hospitals, 
states that schemes are under consideration for the con- 
struction of two new hospitals for men and women 
at Sylhet, and of a new civil hospital at Shillong, while 
a project for a new civil hospital at Sadiya has been 
forwarded to the Government of India for approval. At 
present there are no women’s hospitals in the province, 
and the arrangements for labour cases and the treatment 
of diseases of women are inadequate. The new women’s 
hospital at Sylhet will be the first of its kind. Colonel 
Hutcheson suggests that such hospitals should gradually 
be provided at all important district headquarters. He 
also calls attention to the deficiency of provision for the 
well-to-do class of private patients, or for Government 
servants, who can afford to pay for their accommodation; 
it is proposed to provide blocks of private wards for 
orthodox Indian men and their families, and also for 
those who live in European style, in the new civil hospital 
at Shillong. The attention of local boards is directed to 
the need for considering the question of constructing 
private paying wards in connexion with their more impor- 
tant dispensaries. In the course of the year work on the 
new medical school at Sylhet was commenced, and its com- 
pletion is expected to take about two years. A substantial 
increase in the number of patients at the State public, 
local fund, and private aided hospitals and dispensaries 
was again recorded, the total being 1,620,012, against 
1,559,001 in 1926 and 1,471,239 in 1925; the number of 
in-patients rose from 11,812 in 1$26 to 12,369 last year, 
and the number of ' out-patients from 1,547,189 to 
1,607,643. Cholera was much more prevalent in 1927, 
when 5,013 cases were treated, against 1,845 in the pre- 
vious year; in the Sylhet district alone 2,167 cases occurred. 
The decline in the incidence of, and mortality from, kala- 
azar, to which reference was made ‘in the Journal of 
February 18th (p. 283), continues; last year 8,277 cases 
were treated and 88 deaths recorded; this compares with 


10,416 cases, with 134 deaths, in 1926 and 15,823 cases 
in 1925, 


Scotland. 


Scottish Department of Health: Chief Medical Officer. 
Tar Secretary of State for Scotland has appointed Dr. 
John Parlane Kinloch to be Chief Medical Officer in the 
Department of Health for Scotland, which on January 1st 
next will take over the powers and duties of the Scottish 
Board of Health. Dr. Kinloch, who is 43 years old, 
graduated at the University of Glasgow in 1909. At 
present he is medical officer of health for Aberdeen and head 
ey Public Health Department of the University of 

rdeen. 


Grenfell of Labrador Rector of St. Andrews. 


Sir Wilfred Thomason Grenfell, best known as ‘‘ Grenfell 
of Labrador,’”? was on November 3rd elected Lord Rector 
of St. Andrews University by the undergraduate members, 
lefeating his opponent, Lord Melchett, by 157 votes. The 
tandidates, as is customary at St. Andrews, were selected 
non-political grounds—Sir Wilfred Grenfell being chosen 
for his distinguished services to humanity and medical 
%ience, and Lord Melchett for his part in the promotion 
of industrial peace. Sir Wilfred Grenfell succeeds to an 
fice vacated by Dr. Fridjof Nansen and held previously 


by Sir James Barrie and Mr. Rudyard Kipling. In July 
last year, it may be recalled, the King conferred the 
K.C.M.G. upon him in recognition of his thirty-five years’ 
work as a medical missionary in Newfoundland and on the 
Labrador coast. He was born in 1865 and received his 
medical education at Oxford and the London Hospital, 
obtaining the diplomas L.R.C.P., M.R.C.S. in 1888, and 
being elected F.R.C.S. in 1920. He was made C.M.G. in 
1906, and has received honorary degrees from Oxford, 
Harvard, and Toronto. 


Poliomyelitis in Glasgow. 

The usual sparse incidence of poliomyelitis in Glasgow 
was maintained until the end of June, but since the begin- 
ning of July there has been a very definite increase in the 
number of cases; from July 7th to October 20th eighty-six 
cases were reported, and in the four four-weekly periods 
contained within these dates the number of cases sicken- 
ing was fifteen, nineteen, twenty-seven, and twenty-five 
respectively, The disease was distributed generally through- 
out the city, and there was only one instance in which two 


definite cases occurred in the same household. Various . 


instances of the occurrence of febrile illnesses, presumably 
the so-called abortive attacks, were, however, reported 
among members of a family round about the date on 
which a declared case sickened. A definite grouping of 
cases occurred in connexion with a day school, four pupils 
of the infant classes and two of the junior classes being 
affected; the first three cases were in the infant classes, 
and these sickened in the same week. The disease attacked 
all classes of the population. Approximately 63 per cent. 
of the population of Glasgow live in houses of one and 
two apartments, and 66 per cent. of the cases occurred in 
these. Clinically the disease has presented no unusual 
features. At the onset the majority of cases showed vomit- 
ing and feverishness, but cases of the sore throat type of 
onset were not uncommon. The deaths among the eighty- 
six declared cases occurring between July 7th and October 
20th numbered seven, giving a case mortality of 8.2 per 
cent. Cases of the disease have come under notice also in 
other parts of Scotland. During the thirteen weeks ended 
September 29th, fifty-four cases, including thirty in 
Glasgow, were notified in the sixteen principal towns, and 
the counties of Lanark and Fife, compared with the lower 
figures of twenty-two and seven in the corresponding 
periods of 1927 and 1926 respectively. The Scottish Board 
of Health, on October 22nd, circularized medical officers of 
health, suggesting that they should keep a close watch on 
their areas and that they might ask practitioners to bring 
to their notice any suspicious case. 


Sunlight and Health. 

A public lecture on the influence of sunlight on health 
was given in Edinburgh on October 31st by Lieut.-Colonel 
J. de P. Langrishe, D.S.O., lecturer on public health 
in Edinburgh University, who referred to the value which 
was placed by the Greeks and Romans upon sun 
culture, and to the special ‘ solaria”’ or sunning places 
on their houses, saying that in the care of the health 
among these peoples sunlight was of the greatest im- 
portance. Air, light, and gymnastic exercises, he con- 
tinued, were the foundations for physical and mental 
health, and the sources of strength. The stimulating 
effects of sunlight on our feelings of comfort and happiness 
were particularly obvious in the constant changes _ of 
weather observable in the cloudy British climate; this 
climate would be ideal if there was more winter sun 
with bright frost and snow. The lecturer described the 
composition of sunlight as containing a huge range of 
electro-magnetic rays, with wireless rays at one end of 
the spectrum and the extremely Short ultra-violet rays 
and still shorter gamma rays and heat rays at the other 
end. The defective powers of penctration possessed by rays 
of short wave-length explained why ultra-violet rays were 
obstructed by dull skies, smoky atmospheres, crowded 
buildings, and even by thick clothing. This obstruction of 
sunlight not only affected human beings directly, but 
extended to plant life, so that vitamins were ap 
in defective quantities in vegetables and fruits. Pollution 
of ‘city atmospheres by smoke—one of the most serious 
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causes of light obstruction—was being successfully attacked 
in various places, and could ultimately be removed by a 
strong public opinion. In Pittsburg smoke pollution 
had been reduced by 85 per cent., and certain German 
industrial towns were now smokeless. Domestic fires were 
largely to blame for smoke pollution, and the wider use of 
gas, electricity, and coke in the home should be secured. 
In summer much could be done by a greater amount of 
sea bathing, with suitable precautions; the early morning 
sunlight was richest in ultra-violet rays. In conclusion 
the lecturer urged the importance of eating fresh foods, 
particularly dairy produce and fruits, which were in effect 
** bottled sunshine.”’ 


Research in Animabk Breeding. 

Mr. A. D. Buchanan Smith, of the Animal Breeding 
Research Department of the University of Edinburgh, in 
the course of an address on recent advances in animal 
breeding research at Perth on November 2nd, said that 
science consisted merely in the making of careful observa- 
tions and the accurate record of them, so that when 
sufficient experiences had been collected some law could 
bring the various pieces of information together, and thus 
the scientist could be enabled to look ahead, plan experi- 
ments, and define the law more precisely. The science of 
animal breeding was still very young, having been born 
in the present century, and its exponents were learners, 
rather than teachers, who were always glad of advice from 
those who had had great experience. The most important 
work being done at Edinburgh and elsewhere was in regard 
to the inheritance of economic characters of livestock, such 
as good conformation in meat-producing animals or milk 
production in dairy cattle. Considerable time was being 
devoted to finding out what type of pig was most suitable 
for the Scottish bacon market from the producer’s point of 
view. Research was also being conducted into the subject 
of inbreeding and into that of sterility, which constituted 
one of the. greatest menaces of the stock-breeding industry 
at the present day. The breeder should always be careful 
to include fertility in his idea of a perfect beast. With 
regard to the question of resistance to disease, breeders had 
known from time immemorial that some animals were 
hardier than others and that hardiness was inherited, but 
it had been shown only within the past ten years that 
certain individuals possessed resistance to definite diseases, 
and that these specific resistances -were also inherited. 
The main object of this new science was not to see what 
could be produced to-day or to-morrow, but what informa- 
tion could be brought. together and arranged in an orderly 
fashion so that it could be understood and applied in the 
future. 


Fifty Years’ Service as a Lecturer. 


Dr. Thomas William Drinkwater, who has completed fifty 
years of service as a lecturer in the School of Medicine of 
the Royal Colleges of Physicians and Surgeons at Edin- 
burgh, was entertained on November 1st at a dinner in 
the Hall of the Royal College of Surgeons. Sir David 
Wallace, who presided over a company which included some 
forty of his fellow lecturers and colleagues in the School 
of Medicine, remarked that they were met to do honour to 
Dr. Drinkwater, as it was a unique event that a lecturer 
should have continued to hold classes throughout the long 
period of fifty years, Dr. Drinkwater having been appointed 
a lecturer at the commencement of the winter session of 
the year 1878. Dr. Drinkwater, after completing his 
medical studies at St. Thomas’s Hospital, London, and at 
Edinburgh, qualified in this year, and almost immediately 
commenced lecturing on chemistry. In addition to con- 
ducting large classes, he was one of the earliest chemists 


- to commence analytical work in connexion with the public 


health movement of last century. He had been public 
analyst to various burghs, such as Fortrose, Inverness, and 
Forres, and public agricultural analyst to the county of 
Ross and Cromarty. For a time he was assistant to the 
professor of forensic medicine, in the department of toxico- 
logy at the University of Edinburgh, and examiner in 
chemistry to the Royal Agricultural Society of London. He 
had made numerous literary contributions, both to the 


teaching of the subject and to analytical work. For many 
years he was a well-known figure at students’ entertain- 
ments, and his great abilities as a pianist, a renderer 
of humorous songs, and a raconteur were in much demand, 
Despite his long tenure of office, Dr. Drinkwater is still 
actively engaged in teaching and in chemical analysis for 
medico-legal work. 


Longmore Hospital for incurables, Edinburgh. 

The annual meeting of the Royal Edinburgh Hospital 
for Incurables (Longmore Hospital) was held on October 
26th. Mr. J. J. Herdman, chairman of the board, who 
presided, stated that the number of patients under treat- 
ment was 337. He said it was a tragic fact that out of 
247 applications for admission only 128 could be accepted, 
and that many of the applicants died before accommoda- 
tion could be found for them. On the list of applicants 
there was always a considerable percentage of severe 
cancer cases, and the managers had under consideration 
a scheme whereby, through rearrangement of the wards, 
additional accommodation could be found for women, who 
constituted the greater number of applicants. Dealing 
with the accounts, the chairman said there was an increase 
of over £500 on the ordinary income compared with last 
year, but an increase of £752 on the ordinary expenditure. 
The managers deplored the very heavy drain upon capital 
income which was required to meet the deficiency in 
ordinary income, for this year they had drawn upon extra- 
ordinary income to the extent of about £8,000. An out- 
standing need was for a very definite increase in the amount 
received from annual subscriptions. Professor John Fraser, 
in seconding the motion for adoption of the report, said that 
one of the deepest shadows on human life was that of the 
disease or accident which either sapped the vital spark from 
day to day or left the sufferer living but helpless. This 
hospital provided a resting-place for such persons, and the 
patients gave an impression of a sense of happiness which 
might fill them with wonder. In several instances, too, 
children who had been thought crippled beyond repair had 
regained in the hospital the full power of their limbs, and 
such experiences made them appreciate the splendid care 
and attention which the sufferers received. 


Gifts to Scottish Universities for Bacteriological Work. 

Among benefactions reported at a meeting of the Court 
of the University of Glasgow on October 31st, was a gift of 
£10,000 from Mr. William C. Teacher of Cove, for the 
foundation of a lectureship in bacteriology at the Royal 
infirmary, Glasgow. At a meeting. of the Edinburgh 
University Court, held two days earlier, intimation was 
received of a gift of £5,000 from Sir Leybourne Davidson 
of Huntly Lodge. This sum is to be utilized for the 
foundation and endowment of a fellowship for the encour 
agement and promotion of research in bacteriology and 
immunology. 


Dramatic Production in Aid of a Medical Charity. 

The Albany Players, a well-known Glasgow amateuf 
dramatic company, will, on Wednesday, November 21st, 
and -the three following evenings, give four performances 
in aid of the Glasgow branch of the Royal Medical Benevo 
lent Fund Guild. At these performances, to he given ™ 
the Athenaeum Theatre at 7.30 p.m. each evening, the 
company will present a light comedy, ‘‘ Healing Waters, 
which has a strong medical interest and contains a g 
flavouring of Scottish humour; it is in part a skit on the 
novelists of the ‘‘ kailyard ’’ school, and treats with gentle 
satire thase who seek ‘‘ cures”? at the ‘‘ Healing Waters. 
The author, Dr. John Fergus, is a well-known figure @ 
Glasgow literary circles as a writer of verse in the 
vernacular, among his most popular poems being “ The 
Kirk ” and ‘ The Old Parish Doctor.”? Among the leat 
ing members of the company is another Glasgow medical 
practitioner. Vouchers may be obtained from Mrs. Ferg, 
1, Parkgrove Terrace, Glasgow, C.3, and others, and from 
Messrs. J. D. Cuthbertson and Co., 226, Sauchichall Street, 
where seats may be booked. cae 
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Iris Fox Memorial. 
A FunD has been raised to erect a permanent memorial 
to the late Dr. C. Iris Fox, who died in January, 1926, 
from septicaemia contracted during a post-mortem exam- 
ination at the Royal Free Hospital, where she was senior 
assistant pathologist. A sum of £345 has been collected, 
and it is proposed to devote the money to the provision of 
a pathological library at this hospital to be named the 
“ Tris Fox Library,’”’ a commemorative medallion or plaque 


being placed inside the room. Plans for the extension of- 


the pathological department of the Royal Free Hospital 
have been prepared, though it may be some time before 
actual building ean begin. Should it be found impossible 
eventually to allow space for a library, one of the new 


research laboratories would be similarly endowed to her 
memory, 


University of London Medical Graduates’ Society. 

The autumn dinner of the University of London Medical 
Graduates’ Society was held at the Langham Hotel, Port- 
land Place, on October 31st, with the president, Sir StClair 
Thomson, in the chair. Dr..M. Hajek, professor of laryngo- 
rhinology in the University of Vienna, and Dr. Waldapfel, 
his assistant, were the guests of honour, and among others 
present were Sir Charlton Briscoe, Bt., Lady Briscoe, Mr. 
Herbert Tilley, Dr. Wilfrid Edgecombe, Mr. T. P. Legg, 
and Sir Holburt Waring, formerly vice-chancellor of the 
University. The president, after calling attention to the 
progress of the society, said that it was hoped to bring 
in a large proportion of the 4,500 medical graduates of the 
University in the course of time, and thus to intensify 
corporate feeling. Sir StClair Thomson spoke of his previous 
study under Professor Hajek more than thirty years 
previously ; the professor had now received the long overdue 
recognition which his past services to laryngo-rhinology 
deserved. In replying, Professor Hajek expressed the great 
pleasure he felt at being so honoured in England. Mr. 
W. McAdam Eccles later referred to the success the society 
had achieved in the Birmingham area through the initiative 
of Professor Billington; he mentioned that its first extra- 
metropolitan dinner would be held there on November 23rd. 
Describing the progress of developments in connexion with 
the Bloomsbury site for the University, Sir Holburt Waring 
stated that eleven acres had been acquired for £535,000; 
the necessary legal powers had been secured, and they 
were now able to go ahead with the scheme. The autho- 
nities were considering what colleges, institutions, and 
special departments should be erected there, and when 


this had been decided plans for the whole area would be 
prepared, 


Maudsley Hospital, Denmark Hill. 

A course of instruction for the diploma in psychological 
medicine will be given at the Maudsley Hospital during the 
itst five months of next year, commencing on January 
sth. As in previous years the course will ccnsist of two 
parts, of which the first will extend over January and 
February and the second will follow in March, April, and 
May. The first part includes a series of lectures on the 
Physiology of the nervous system, by Dr. F. Golla, who 
will also give demonstrations on physiological psychology ; 
these will be supplemented by a ‘short theoretical and 
practical course on the biochemical aspects of mental dis- 
orders, including laboratory methods. Twelve lectures on 
the anatomy of the nervous system will be given by Pro- 
fessor G. Elliot Smith, with practical instruction by Mr. 
- Geary, and lectures and demonstrations on theoretical 
ad practical psychology by Dr. Henry Devine. The work 
of the first part of the course will commence, generally, 
at 2.30 p.m. daily. In addition to the foregoing, four 
lectures on psychological mechanisms will be delivered hy 
Dr. Edward Mapother, on Fridays, February 22nd, and 


“March Isi, at 2.30 p.m. and 4 p.m. In ‘the second part 


of the course, from March to May inclusive, Dr. Mapother 
will xive lectures on morbid psychology and demonstra- 
tions in clinical psychiatry; Dr. Bernard Hart will lecture 


on the psychoneuroses; Drs. Golla and F. M. R. Walshe 
will give instruction in clinical neurology, and the former, 
with Mr. Charles Geary, will deal with the pathology of 
mental diseases. Lectures on the legal aspects of insanity 
will be given by Dr. C. Hubert Bond, on mental deficiency 
by Dr. F. C. Shrubsall, on crime and insanity by Dr. 
W. Norwood East, on therapeutics by Dr. A. A. W. Petrie, 
and on abnormalities of the fundus oculi by Mr. R. Foster 
Moore. Mr. S. A. Mann will give demonstrations of 
laboratory methods. Voluntary clinical assistantships are 
available at the Maudsley Hospital without fee to practi- 
tioners of either sex specializing in psychological medicine ; 
they can be held in conjunction with attendance at either 
part of the course. These appointments satisfy the require- 
ments of the various examining bodies in respect of clinical 
experience for the diploma in psychological medicine or 
for the M.D. in psychological medicine. There are also 
various other opportunities for clinical study, also without 
fee, open to all attending the course; fuller information 
may be had from the medical superintendent of the hos- 
pital. Inquiries about the lectures should be addressed 
to the Director of the Central Pathological Laboratory, 
Maudsley Hospital, Denmark Hill, S.E.5. 


Correspondence. 


SCHIZOPHRENIA (DEMENTIA PRAECOX). 

Sir,—Many of your readers will be aware that the 
accommodation of institutions for persons of unsound mind 
is to a large extent taken up by patients who illustrate 
the above-named disorder, mainly in its chronic, irrecover- 
able stages. For many psychiatrists—probably the majority 
—the problem of the pathogenesis of the conditions com- 
monly grouped under the designation ‘‘ schizophrenia ”’ is 
the most urgent they have to deal with. In so far as there 
are differences between the symptoms and course of schizo- 
phrenia on the one hand and epidemic encephalitis on the 
other, my view is that such are explicable on the basis 
of difference in the irritabile in the two cases, in the inborn 
mode of reaction. As regards the irritans, it is a matter 
for investigation whether that is the same or not. 

It rejoices me to believe that the great majority of 
your readers are mercifully absolved trom the duty of 
perusing British and foreign journals of psychiatry. But 
others, like myself, who (I hasten to assure you, through 
no fault of their own) have been condemned to study 
such must have observed that sometimes and lately there 
has passed a glimmer of suggestion, there has even been 
seen the steadier glow of evidence athwart this murky 
literature, going to show that some in different lands are 
pondering the relationship between the two conditions 
referred to. 

Epidemic encephalitis is placed amongst the “ virus 
diseases,’’ amongst those pathological conditions which, with 
greater or less justification, are ascribable to filterable 
viruses. The early schizophreniacs of psychiatry and the 
encephalitics of general medicine should, I think, be 
investigated together—on the same lines. The doctrinaires, 
of course, are always with us, prepared to demonstrate, on 
paper, that these conditions are fundamentally different. 
They cannot be allowed to numb and bring to naught the 
initiative of investigators. We are sick of disputation, 
disquisition, and differentiation in this matter of schizo- 
phrenia. The perpetuators of such have occupied the stage 
too long. I would fain see the safety curtain lowered upon 
them, and kept in situ until the hose behind had done 
its work. What we require in respect of psychiatry in 
general, and schizophrenia in particular, are silence and 
skilled research. Our problem is how to get hold of the 
patients concerned in the earliest stages possible, and to 
bring them in touch with centres where the necessary 
research can be done. Obviously the psychiatric clinic in 


working association with the general hospital is what is 
needed. Such clinics, as you are aware (with the exception 
of the Maudsley Hospital), are not yet available in England 
and Wales, since legislation has not been introduced to 
facilitate investigation and early treatment of the psychoses. 


Deplorable and humiliating as this position is, 1 can say 
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from my practical experience that the necessary research 
can be carried on, to a limited extent, in the meantime, 
in the following manner. ie 

A mental hospital near to, and in close working associa- 
tion with, an adequately staffed general infirmary is 
equipped with the necessary staff and laboratory facilities 
and authority to conduct animal experimentation. It has 
amongst its visiting medical men members of the infirmary 
staff, competent in different branches of medicine. Very 
rarely an early case of schizophrenia is received direct, 
but when, as should be the case, an out-patient clinic in 
psychiatry is conducted at the infirmary by one of the 
staff of the mental hospital, instances of the disorder in 
an early phase are from time to time available. The 
necessary apparatus for collecting material is kept at the 
pathological laboratory of the infirmary as well as at the 
mental hospital. The case is warded at the infirmary, by 
the kind co-operation of the physicians; the material for 
investigation is removed at the infirmary and forthwith 
transferred to the mental hospital, there to be dealt with 
by way of cultivation, animal inoculation, etc.—I am, ete., 


Cardiff City Mental-Hospital, Nov. Ist. Epwin Goopa.t. 


HYPOCHONDRIA. 

Sir,—Dr. Gillespie’s paper and the discussion on this 
subject reported last week (p. 795) touch on a number of 
interesting points. I am surprised that no reference was 
made (except in a casual way) to the vascular factor. I 
think most physicians will agree that a very high per- 
centage of cases‘have some circulatory disturbance—they 
are either profound vagotonic or well-marked arterio- 
selerotics. If this is the case what is the explanation? 

It seems to me that Dr. Gillespie has somewhat confused 
the issue as regards hypochondria and hysteria. From the 
therapeutic point of view the difference is clear enough: 
the hysteric improves with isolation, because his symptoms 
depend on his relations to the outside world; the hypo- 
is unaffected because his misery is 
subjective and generated within. Jury’s type-psychology 
is helpful on this point. ert ee 

Again, the anxiety factor offers a fairly clear-cut line 
of demarcation. Hypochondria, as I understand the term 
is not applicable to cases in which somatic preoccupation 
coexists with generalized anxiety. If a man is as much 
worried about his stocks as about his stomach he is an 
anxiety case and not a true hypochondriac. 

It seems to me impossible to consider hypochondia use- 
fully apart from the basic conception of self-love (the 
Freudian narcissism) and its transmutation to obsessional 
self-pity. This conception offers a clue to the onset of the 


symptoms. The expression of self-love has generally been. 


the keynote to all the hypochondriac’s life. External 
circumstances turn that emotion imwards, and it takes 
the form of stereotyped self-pity.—I am, etc.., 


London, W.1, Nov. 5th. H. Cricuton-Miurr. 


PAY BEDS IN VOLUNTARY HOSPITALS. 
Sm,—The report of the Special Committee of King 
Edward’s Hospital Fund for London on the subject of 
pay beds at voluntary hospitals, while recommending a 
_large increase in the number of such beds, contained also 
the following paragraph: pes 

*“We doubt whether the nature and extent of isti 
pay bed accommodation at voluntary hospitals is seenetin beat 
by the members of the middle and professional classes. We 


suggest that the Management Committee of the King’s Fund might’ 


consider whether the Fund should prepare and publish year hy 
‘at the London voluntary hospitals, with rates of ¢ 

particulars.” s of charge and other 


‘The report itself, which can be purchased for 1s. 5d. 
post free, contains in an appendix particulars of all the 
pay beds now available in the King’s Fund area, and also: 


a list geographically arranged. The Management Com- 


mittee are at present considering the recommendation 


quoted above, and would be glad to receive any informa- 
tion on the question whether a similar list, if prepared 


and issued annually, would be likely to be of use to 
the public and te the medical profession throughout the 
country.—I am, etc., 
SOMERLEYTON, 


. London, Nov. Sth. Management Committee. 


HOSPITAL POLICY. oa 

Srr,—I attended a meeting of the .medical staffs of our 
your readers my impressions of the meeting. 

The two larger hospitals are both anxious to adopt_the 
B.M.A. policy, and get a percentage paid to the medical 
staff funds for tariff patients. ‘The other hospitals are all 
anxious to help these hospitals, and most of them voted for 
the Association’s policy with that idea, but, with one 
exception, none of them intend to carry that policy 


‘into force in their area. The reason is that what suits 


the large hospitals does not suit them. Of course, I think 
that the staffs of the large hospitals will rue the day when 
they lose their status as free men, and the younger men 
will not biess them for doing it. But that is neither here 
nor there; what is important is the position the small 
hospitals are being placed in. 

In a small town, at any rate, if the medical profession 
cares to see to it, it is quite possible to prevent abuse of 
a contributory scheme. The contributory scheme in itself 
surely should be welcomed if it is designed as a contribu- 
tion towards the upkeep of a voluntary hospital. Where 
a scheme has no contract, and where a payment is asked 
for as a contribution and not demanded as a right, pay- 
ment for maintenance should be encouraged. If the workers 
pay 1d. or 2d. a week, with full knowledge of what they 
are doing—as they will do—then they should be thanked 
for doing so. Abuse arises when these boundaries are not 
understood and insisted upon. No difficulty arises where 
a patient is admitted because of the urgency of his case 
and on the recommendation of the doctor, and it is under- 
stood that his contribution is only for maintenance in 
the hospital. The position of the medical staff is then one 
of honourable independence, and the staff can use this for 
the benefit of the voluntary hospital. 

In order to define the position of the medical staff and 
“create a foundation from which action can be taken later 
on if necessary, I should like to see a resolution such as the 
following passed by all hospital boards and made clear to all 
contributing authorities : 

“That contributions are for maintenance only, and the 
medical staff reserve the right to be paid for attendance im 
suitable cases after the full cost of maintenance has beeu met.” 

1 submit that this would clear the air, and is something 
that everyone can understand.—I am, etc., 


Letchworth, Oct. 29th, Norman MacrapyeEn. 


é 
X-RAY DIAGNOSIS. 

Sim,—If Mr. Gilbert Scott will refer to the dictionary 
he will find a fallacy described as ‘‘ an argument which 
professes to be decisive of the matter at issue, while im 
reality it is not.’ It is in this sense that I use the word 
‘« fallacy,”? and I know that many surgeons will agree with 
me that the present position of radiography in abdominal 
diagnosis justifies my choice of a title. 

There is another definition of ‘ fallacy ’’—‘‘ a decep 
tive appearance ’’—which is equally applicable as the 
word “ mistakes,’’? which Mr. Scott prefers. ‘‘ The fallaey 
of a rays” is due to the many pitfalls which lie in wait 
even for the experienced radiologist. There is an old adage, 
“If you have a bad case, abuse your opponent.” Both 
Dr. Hernaman-Johnson and Mr. Scott suggest that th 
~« mistakes’? to which I refer are due to the inexperien® 
of the radiologist. The ‘‘ mistakes ’’ are the considere 
opinions not of one, but of several of the most expert 
radiologists in London, for whose work I have the greatest 
admiration, but who are not young enough to be infallible 
They will be both surprised and gratified to learn that they 
are guilty of “ gross mistakes and lack of judgement.”’ 

Dr. Whorlow takes me to task for condemning hous* 


surgeons for sending cases for a radiological report before 


ecretary and Vice-Chairman 


county hospitals a few days ago, and should like to give 
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making a diagnosis, and asks me, ‘‘ Why? ’’ Surely house- 
surgeons and students in hospitals are there to learn their 
jobs? How are they to acquire skill to diagncse fractures, 
when 2 rays are not available, if they do not train their 
hands as well as their cycs and cars during their apprentice- 
ship? I tiust Dr. Whorlow will not have the misfortune 
to fracture a leg, as I am confident he would not enjoy 
the journey to the radiologist, or even to a radiological 
couch, without first allowing the surgeon to “lay bands 
on him.’’ His knowledge of surgeons must be either un- 
fortunate or scanty if he imagines that a fractured lim 

cannot be examined without causing pain. , 

Why Dr. Whorlow thinks I am unduly impressed with the 

radiogram I cannot imagine. Nothing m my paper suggests 
such an idea. On the contrary, the fact that I emphasized 
the importance of the presence of the surgeon at the radio- 
logical examination negatives such an assumption. Dr. 
Whorlow must be congratulated on his ability to demon- 
strate 98 per cent. of gastric ulcers by means of barium 
meal examination. I have never previously heard of any 
radiologist who could attain such a degree of accuracy. 
Indeed, I do not think any surgeon would claim to be able 
to discover 28 per cent. of gastric ulcers even after opening 
the abdomen. 
It would encroach too greatly on your space to answer 
in detail all the criticisms in Dr. Whorlow’s letter. The 
gist of it is that a radiologist should not make mistakes, 
and, therefore, the radiologists who make them are incom- 
petent. Probably the radiologists whose help I have en- 
joyed would disagree with Dr. Whorlow. They might even 
suggest that it is he who is mistaken. Therefore the 
logical conclusion to be drawn from these opposing views 
is that all radiologists are incompetent, a view with which, 
I nced hardly say, I would totally disagree. On the con- 
trary, seeing that radiography is simply an interpretation 
of shadows, the wonder is that mistakes are not far 
commoner, It is easy to be wise after the event. May 
I suggest to Dr. Whorlow that it is never difficult to 
interpret the g-vay findings in the light of what has been 
found at operation, but very difficult, and often impossible, 
to determine beforehand the conditions which will be 
revealed on the operation table? 

My paper was intended, not to depreciate the value of 
radiography when used. with judgement and discretion, 
but _as a protest against a growing tendency to regard a 
radiological report as gospel. I venture to think that the 
letters of your correspondents fully justify the need for 
such a warning at the present time.—I am, etc., 


“London, W.1, Nov. 5th. Herbert J. Paterson. 


Sir,—Is it not time we dropped such futile discussions 
as that opened by Mr. Herbert Paterson at Cardiff, espe- 
tially when they are based upon the assumption that there 
is a disagreement between clinicians and radiologists as to 
the “‘ infallibility ” of their respective methods of examina- 
tion? In a practice of over twenty years as a radiologist 
Ihave never had any such difficulty with the physicians 
and surgeons with whom I have been associated, for the 
simple reason that they and I have had the sense to 
realize that there are cases (1) in which the z-ray evidence 
S necessarily inconclusive, though perhaps of great value 
when considered in conjunction with the clinical data, and 
(2) others in which, despite Mr. Paterson’s emphatic 
denial, the radiological diagnosis does exist and is final, 
to matter to what extent the clinical evidencé fails to 
tally with it. As an example of the latter class, I need 
wily cite the screen diagnosis of hydro-pneumothorax, in 
which the evidence afforded by the shadow of free fluid 
Ylashing about at the bottom of a brilliantly translucent 
ur space is so ‘‘ diagnostic’? that I fail to see how even 

t. Paterson could deny its ‘ infallibility.”’ Equally 
bsitive diagnoses are obtainable in urological and other 
“dominz! examinations by up-to-date methods. 

It is quite true, as Mr, Paterson says, that the g-ray 
idence has to be ‘read in the light of ‘past experience, 
md that there is ample scope for error in the interpreta- 
tim thereof.” But why should radiology be singled out 
% such criticism? Are not the clinical observations of 
the surgeon also to be read in the light of past experience, 


and is there not ample scope for error in his interpreta- 
tion thereof? Many radiologists have met with surgical 
** fallacies’? in the diagnosis of dislocated shoulder, for 
instance. Yet in these cases a radiograph taken by (and 
interpreted by) a competent radiologist would have given 
him an absolutely infallible diagnosis, unassisted by any 
clinical signs or symptoms. In more than one such case it 
would also have saved the surgeon from having to pay 
heavy damages, 

It is true that Mr. Paterson concludes by holding out 
one crumb of comfort to us poor radiologists, when he 
magnanimously acknowledges that radiography is “ of 
value.” But I affirm that he has said nothing to justify 
such statements as that the ‘‘ assumption that there is 
such a thing as a radiological diagnosis is a fallacy,’’ or 
that ‘‘ a radiological diagnosis, as such, does not exist.’ 
Such sweeping assertions do nothing to help the progress of 
medical science, and a little common sense on both sides 
would do away with the excuse for such discussions as that 
opened by Mr. Paterson at Cardiff.—I am, etc., 


Manchester, Oct. 31st. W. J. S. 


PAEDIATRICS OR PEDIATRICS, 

S1r,—In your issue of to-day there is amongst the notices 
of the week a mention of the FitzPatrick Lectures, which 
are stated to be ‘‘ On the history of Pediatrics.’? There 
is some mistake. I feel bound in all modesty to disclaim 
any knowledge of this subject. 

If it deals with the science of plane surfaces (media), 
I never had any skill in geometry, and am incompetent 
to deal with it. If, on the other hand, it refers to 
oarsmanship (mndds), or any other form of athletics, such 
as jumping, I cannot claim to have studied it. Some 
iiliterate person has suggested that the term ‘ pediatrics ”’ 
refers to boots and buniens; but I apprehend that the 
correct term for this would be ‘‘ podiatrics.’’ 

My lectures are concerned merely with paediatrics—the 
study of children (waides or madia).—I am, ete., 


London, W., Nov. 3rd. Gro. F. Sri. - 


** We respect Dr. Still’s desire to keep medical ortho- 
graphy on sound lines; but since pedagogue and pedantic 
(also derived from ais) are so spelt nowadays in good 
circles, why not pediatrics too? The New English 
Dictionary gives both spellings—pediatrics and paediatrics. 
A ruling by the Society for Pure English would be 
welcome; also on two other words in common medical use 
—orthopaedics or orthopedics, and aetiology or etiology. 


THE DURATION OF PREGNANCY. 

Sir,—Recent publications have, I think, awakened a 
renewed interest in the factors determining the period 
of human pregnancy, and the possibility of correlating it 
with the length of the menstrual cycle in any particular 
case. Jolly! has expressed the view that in short cycle 
cases—for example, twenty-four days—the period of preg- 
nancy extends over eleven cycles, counting from the last 
menstruation. He terms this the ‘ physiological ’ period 
of gestation in the human being, and considers that the 
reason why pregnancy is terminated as a rule before the 
lapse of eleven cycles is that the usual case (a twenty-eight- 
day cycle) is really complicated by other factors, such as 
the mechanical distension of the uterus. : 

I should like, however, to point out that in my expe- 
rience the length of the menstrual cycle is not so fixed 


-as many people suppose ; we must ask ourselves what is the 


mechanism of the short cycle case, and whether it is the 
same as that of the usual twenty-eight-day cycle case. As 
an example I may record the following case which came 
under my observation. 


A tall, healthy girl commenced menstruating at the age of 
13}. Her periods at first occurred at intervals of between fourteen 
and twenty-one days, ‘usually at fourteen-day intervals, and 
lasted for five days. After seven months the type of cycle 
changed and the periods came on every twenty-eight days and 
lasted for six to seven days. For about a year after this it 
happened that occasionally an extra menstrual period occurred 
in the middle of the month lasting for five days, and usually 


1 Jolly, W. A.: Journ, Obstet. and Gyn, Brit. Emp., vol. 35, 1928. 
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associated with pain. On two occasions there was no discharge 
of blood ai this extra period, but it consisted of a leucorrhoca, 
lasting for a few days and accompanied by pain. About a year 
later the menstruation became regular, once every twenty-eight 
days, and lasting for five or six days 

There seems no doubt that if pregnancy were to occur 
after the establishment of the twenty-eight-day cycle in 
this case its duration would correspond to the usual, but it 
is an interesting question as to what duration could be 
predicted if pregnancy had supervened while the cycle was 
short. In this connexion the case recorded by Dr. 8S. H. 
Waddy in the British Medical Journal (January 14th, p.75) 
may be quoted. The patient underwent curettage and gave 
birth to a full-time infant 231 days after the operation; she 
had a short cycle, menstruating regularly every twenty-one 
days. Dr. Waddy took the view that there was here a 

eriod of gestation of exactly the duration of ten cycles, 
that is, 210 days. This is based on the assumption that 
coitus did not take place for three weeks after the 
curetting. But if we assume that the curettage took 
place on a day that would have coincided with menstrua- 
tion, then the period of pregnancy, reckoning from this 
menstruation, is exactly eleven cycles, that is, 231 days, 
which agrees precisely with Jolly’s theory. The date of 
coitus is not known, but if we assume that the fertilization 
took place at ovulation, which is generally considered ta 
occur about half-way between menstruation, then the 
actual period of gestation would be ten and a half cvcles. 
On the whole this case may be regarded as lending support 
to Jolly’s theory. 

As regards the factors which bring about. parturition, 
there can be little doubt that endocrine influences from 
the ovary play an important part, but we cannot claim 
to understand the mechanism yet. It has been demon- 
strated* that the injection of an extract of ovary lowers 
the blood calcium, and that there is a marked fall in 
blood calcium preceding parturition. Perhaps further 
investigation of this relationship may lead on to a fuller 
understanding of the problem, and I hope later to publish 
results of experiments which I have on hand dealing with 
this matter.—I am, etce., 
es L. Mirvisu, M.B., Ch.B. 
University of Capetown, Oct. 18th. 


PAINLESS LABOURS. 

Sm,—Several years ago I attended a case similar to 
those described by Dr. Mary DeGaris on October 27th 
(p. 745). The patient, a primipara, had strong uterine 
contractions, but no suffering; she remarked that ‘if 
these are labour pains, I can’t see what people make all 
the fuss about.’”’ Stretching of the perineum, however, 
caused some pain later. ; 

Referring to uterine contractions, Eden and Holland 
state that ‘‘ in animals they are peristaltic, but clinically 
this is not observable in women.’’ Possibly Dr. DeGaris’s 
cases are instances of painless uterine peristalsis. Appar- 
ently in cases of primary uterine inertia there is painful 
uterine peristalsis or uterine colic. Remington Hobbs 
has pointed out how this uterine colic can occur in the 
puerperium if there is obstruction at the internal os. 

The causes of the ineffectual uterine contractions may 
be various—a full bladder or rectum, or the patient may 
be nervous, and worrying about anything from a new nurse 
to the necessity of finding a new flat (one remembers, of 
course, that the first recorded case of painful parturition 
occurred after an eviction!), but the results of the usual 
treatment with morphine, atrophine, and hyoscine are 
very good. 

A few years ago, when midwives used to send for help 
very late in the course of a confinement, one used to see 
in addition to cases of primary uterine inertia. a number 
of cases where frequent strong uterine contractions were 
accompanied by very severe suffering. These were not 
cases of tonic contraction; there was no obstruction, and 
with chloroform anaesthesia delivery was comparatively 
simple. 

Recently one has seen fewer of these cases. It is more 
widely realized that two or more sleepless nights are a 


® Mirvish, and Bosman: Quart. Journ. Exp. Physiol., 1927, vol. xviii, 
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poor preparation for severe muscular effort. The doctor 
is called in early; a hypnotic secures a night’s rest for 
the patient, the nurse, and the doctor. Ucerine contrac- 
tions, when they begin, are much more effective, and the 
suffering does not seem to be so acute. Frequently, in 
fact, the midwife reports later that “ the patient had a 
few good-going pains,’’ and the baby was born, with ‘no 
need for further medical assistance. 
Consideration of this group of cases—whether they are 
pigeon-holed as spasm of the uterus, lower uterine segment, 
or cervix, as uterine colic, as altered polarity, or as primary 
uterine inertia—leads to the inquiry whether it is the 
hypnotic action of the drugs used or the anti-spasmodie 
effect that is of more value. Has the result been deter- 
mined of adding more atropine, belladonna, or hyoscyamus 
to the usual hypnotics? Has benzoyl benzoate any effect? 
Does a patient who is delirious while having ‘ twilight 
sleep ’? show less spasm than one who is only sleepy? 
Perhaps some investigations on these lines will enable 
us to get back to the ‘ painless labour.’’—I am, etc., 


London, W.10, Oct. 28th. A. Gipson. 


PESSARIES FOR PROLAPSE. 

Sir,—The use of pessaries for simple prolapsus_ uteri 
raises the all-important question which to employ. Having 
met with an extraordinary number of septic cases following 
treatment with the various kinds of ring pessaries, I have 
every reason to be content with the satisfactory results 
which have followed the use of the india-rubber cup-and- 
stem variety. 

Only recently I have had under my care a woman with 
an offensive vaginal discharge, the result of wearing a ring. 
This had been placed in situ last June, when she was 
instructed that it would not be necessary to remove it for 
six months. To give such advice to a patient was, to say 
the least of it, extremely unfortunate. Even the constant 
use of a douche by a patient is not sufficient in itself to 
ensure safety for so long a period, and the results appear 
to be always the same—that is, a septic discharge with a 
general lowering of vitality. ; 

As this patient is only one of many who have come to me 
for treatment, I venture to suggest that the subject is 
important enough to merit some discussion, as well as 
suggestions with regard to the use of pessaries in general. 
Personally I have never found the cup-and-stem pessary 
fail in this type of case. This result, naturally, is due 
in the main to the fact that the patient can take it out 
every night and replace it fresh and clean before rising.— 
I am, etc., 


Canford Cliff, Oct. 20th. Francis G. Bennett. 


TUBERCULOSIS BOARDS. 

Srr,—Now that radical changes are taking place in com 
nexion with the Ministry of Pensions’ procedure I should 
like to call attention to a suggestion I made some years ago. 

By wat of preface, may I say that T think most tuber- 
culosis specialists who have had much experience on medical 
boards will agree that a large proportion of the men who 
are receiving pensions for tuberculosis have not got the 
disease and probably never had it? I think it was Osler 
who said that half (or was it 75 per cent.) of the men 
who were discharged from the army with tuberculosis % 
their disability never had the disease. Speaking on_ this 
point in a paper 1 read at the Royal Sanitary Institute 
Congress at Hull in 1923, I said: 

“There has been a gigantic error in diagnosis, there. 
every reason to believe that the same error is still being made 
and on very nearly the same scale. The report of the Public , 
Health Committee of the London County Council for 1921 mer 
tions that of 158 men sent to the Brompton Hospital for 
diagnostic purposes 78.4 per cent. were reported as not sufferilg 
from tuberculosis.” 

To give.a definite diagnosis of tuberculosis in doubtful 
cases is a safe and widely adopted policy. It is often right 
and often wrong. In any case the examiner is on the sale 
side of the fence whatever happens, but the results # 
money and man waste are appalling. : 

From a diagnostic point of view this is the most difficult 


pp. 4 
*MclIsaac, P.: Brit. Journ. Exp. Biol., 1928, vol. v, No. 3, p. 233. 


disease in the whole range of medicine, The history 
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having had a positive sputum does not help much. We are 
all familiar with the ease with which a positive sputum 
could be produced in the army, and with the number of 
men who ‘‘ got their tickets”? in this way. We might 
apply the same remarks to a history of haemoptysis. 

Many years ago | suggested to the pensions officials that 
their methods of dealing with these doubtful cases were 
all wrong. I suggested with much trepidation and humility 
that it was not right and just to put on the shoulders of 
one tuberculosis officer the onus of deciding whether or not 
certatn men had tuberculosis, and that the Ministry should 
appoint a travelling tuberculosis board, consisting of three 
specialists in this disease, to examine and decide the fate 
of these men. I can see little virtue and many faults in 
the new methods of the Ministry. Special boards are to 
sit in London, Liverpool, Newcastle, and Glasgow. I ven- 
ture to say that not a quarter of the men will be able 
to obey the summons to attend. I submit that if a man 
really has tuberculosis which originated during his service 
in the great war he wiil not now be in a condition to take 
a railway journey of, say, four or five hours each way. 

I have great respect for the. permanent officials of the 
various Ministries, but they often make grave mistakes. 
This new scheme is one of them. They should bring the 
special boards to the men, not the men to the boards. 

Anent this subject, may I tell a story which has the 
merit of being true—it can be verified by reference to the 
man’s M.P.X.9. A ‘ permanent official,” reporting on a 
certain case, entered on the man’s record card, ‘‘ This man 
will require home treatment for the rest of his life and 
probably institutional treatment later’ !—I am, etc., 


Hull, Oct. 24th. T. Reapman. 


POISONING BY BENZOL VAPOUR. 

Sir,—In your issue of November 3rd (p. 794) Dr. 
Godfrey Carter contributes a note on poisoning by benzol 
vapour. He begins with the words ‘‘ These cases are so 
rare,’ and continues that in his forensic medicine litera- 
ture he could only find one recorded case, and that not 
fatal. In the literature of industrial hygiene such cases 
are by no means scarce. Benzol poiscning has been very 
fully surveyed by Greenburg in three issues of the U.S.A. 
Public Health Reports. -Parts I and II are in Vol. 41, 
No. £7, of July End, 1926 (Part 11 is ‘“ Acute Benzol 
Poisoning’), Parts III, IV, and V in the succeeding 
No. 28, and Parts VI, VII, and VIII a fortnight later, in 
No. 30. Part VIII is a bibliography of 106 references. 

If Dr. Carter should wish to read Greenburg’s report and 
has any difficulty in obtaining it, I should be glad to send 
the three numbers of the U.S.A. Reports. The survey is 
hot confined to benzol poisoning in America. Greenburg’s 
papers, and many others on benzol poisoning, have been 
noticed in the Bulletin of Hygiene published from this 
Bureau.—I am, ete., 


Joan F. C. Hastam. 
Bureau of Hygiene and Tropical Diseases, 
23, Endsleigh Gardens, W.C.1. 


TRAUMATIC RUPTURE OF SPLEEN. 

Sin,—I have read with interest Mr. C. J. Cellan-Jones’s 
memorandum on traumatic rupture of the spleen (October 
th, p. 700), as my twenty-five years’ surgical experience 
i Bombay, where, owing to the prevalence of malaria, 
rupture of the spleen is perhaps the most common intra- 
thdominal injury, has confirmed me in the belicf that 
delayed haemorrhage and also spontaneous arrest of 
bkeding are extremely rare. The prognosis, however, is 
good, provided the surgeon sees the case before too much 
blood has been lost. 

My excuse for writing is that the two cases briefly 
scribed here may be of interest to some of your readers, 
amee, though they came under my care at least twenty 
ne ago, I have not subsequently met anything resembling 


Case I. 
A European man, aged about 40, was brought to hospital one 
urday about noon. He was very ill, and stated that he had 
en struck with a stick on the left side the previous Saturday 
ught, since when he had had severe pain and several rigors, but 
had continued to work right up to the morning of his admissicn, 
then he felt he could continue no longer. . 


The left side of his abdomen was more or less rigid, rendering 


palpation difficult, but an ill-defined mass, in which no splenic 


notch could be identified, was felt extending from the splenic 
area down into the pelvis. The left side was dull on percussion, 
but there was no evidence of free fluid in the abdomen. The 
signs of sudden severe abdominal haemorrhage with the exception 
of bloodlessness were absent. His condition was such that 
thorough examination was not possible and successful exploration 
out of the question. The diagnosis rested between slow haemor- 
rhage from a ruptured spleen caused by a not very severe blow 
received seven days previously, and extreme malarial anaemia 
combined with splenic enlargement and perisplenitis. 

The patient died within two hours of admission. At the 
necropsy the spleen was found to be considerably enlarged, with 
a tear involving the lower border and extending up the posterior 
surface, from which a large blood clot, resembling a stalactite, 
extended down to the bottom of the pelvis. There was no frée 
unclotted blood in the abdominal cavity. 


This appears to have been a case of slow haemorrhage 
with a prolonged, though unsuccessful, attempt at spon- 
taneous cure by coagulation, and in all probability haemor- 
rhage was intermittent. Had the patient been kept at rest 
Nature’s efforts might have been crowned with success. 


Case It. 

An Indian boy, aged 12 or 13 years, was admitted with a 
tumour extending from under the ribs to the iliac crest on the 
left side and forwards to near the middle line. The boy was 
not ill, but complained of discomfort. The history as to origin 
and when first noticed was vague. On examination the tumour was 
found to be largely cystic and connected with the spleen. 

The left flank was incised, and on opening the cyst a large 
quantity of golden yellow fluid Jaden with cholesterin crystals 
escaped. The operation was completed by cutting away as much 
as possible of the cyst wall and suturing the edges to the wound, 
which heated up by granulation in due course. Microscopic and 
bacteriological examination threw no further light on the origin. 


I think it is possible that this cyst may have originated 
in an intracapsular haemorrhage caused by some slight 
forgotten injury.—l am, etc., 

T. S. Novis, F.R.C.S., 


Maidenhead, Oct. 25th. Lieutenant-Colonel I.M.S.(ret.). 


MEDICAL SICKNESS, ANNUITY AND LIFE 
ASSURANCE SOCIETY LIMITED. 

Srr,—In reporting the annual general meeting of this 
society you did not make clear the position in regard to 
the election of directors. Believing the general body of 
members will wish to know the facts, | venture to submit 
them. 

Dr. Martley and I were the two directors retiring by 
rotation, and we offered ourselves for re-election; Mr. 
McNeill Love also sought election, thereby creating a 
contest. 

Your readers will, I am sure, concede that in all com- 
mercial companies opposition to the re-election of a director 
and the election of a new man in his place is taken as a 
vote of censure upon the whole board and the administra- 
tion of the company’s affairs. Since, however, the past 
year has been the most successful in the history of the 
company, there can be no excuse for turning out one of the 
directors in favour of a new man. 

As no proxies were issued by the company when sending 
out the notices convening the annual general meeting, the 
election was necessarily left to be decided by the votes 
of those present. Since the membership of the company 
is nearly 6,000, and such a vote could not, in fairness, 
be taken as reflecting the feelings of the general body of 
the members, a poll was demanded. It was ruled by the 
chairman to take this poll a fortnight later. Proxies were 
issued with the notice of this poll, and therefore when the 
members received proxies and a request to vote from the 
new candidate and Dr. Martley, and no such request from 
myself, many signed these proxies without realizing that 
a director would thereby be displaced. 

It may be queried why I also did not canvass the 
electorate: my answer is that I was lulled into a sense of 
false security by being led to believe, up to the last 
moment, that Mr. Love would withdraw and wait for the 
next casual vacancy on the board. When, however, one 
week before the meeting, I learned that Mr. Love did not 
intend to withdraw, it was too late to do anything but 
write to my personal friends, my only chance being to 
leave the result to the good judgement and good taste of 
the general: hody of the members, since there was no time 
to canvass and inform them of my services to the company, 
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— 


As an indication of these services I may here mention 
that 1 was one of the three founders of the present company 
who brought about its conversion from the old friendly 
society, on the committee of which I had served gratuit- 
ously for several years; that my colleagues on the board 
had done me the honour of electing me their vice-chairman 
and chairman of the new Business Subcommittee, and that 
| have werked hard for extending the company’s business 
in many directions, I may add that I was the youngest 
member of the board, whose average age is 62. 

I retire, therefore, in the belief that if all the members 
had been aware of the facts they would on principle have 
voted in my favour. 1 hope, therefore, that at the next 
election they will see to it that justice is done and will 
reinstate me in the office in which I have served them 
faithfully for so long.—I am, etc., 
London, W., Nov. 5th. 


Harvey 


- 


CHIMNEY-SWEEP’S CANCER. 
- Srr,—May I, through the medium of your columns, make, 
an appeal for some small portions of the chimney-sweep’s 
carcinoma if any surgeon has a case of this description 
awaiting operation? 1 am engaged in some investigations, 
and at the time am particularly anxious to obtain as many 
specimens as possible of this particular tumour. What 
| should like is a piece of tumour which includes 
surrounding skin, if possible also with the small papillomata 
met with, and areas of early involvement. If anyone can, 
and will, help me in the matter I shall be most grateful if 
he will communicate with me at the laboratory, St. Giles’s 
Hospital, Brunswick Square, 8.E.5 (telephone Rodtiey 4221), 
when I would arrange to collect the material.—I am, etc., 


G. Bousrrerp, M.B., B.S.Lond. 


London, S.E., Oct. 29th. 


Medical Notes in Parliament. 


[From our PARLIAMENTARY CORRESPONDENT. 


The King’s Speech. 
Debate on the Address. 

PARLIAMENT was opened by the King*on November 6th. The 
Speech from the Throne, after referring to foreign affairs, 
announced that the Estimates for the coming year were ‘being 
prepared with strict attention to the need for economy in 
public expenditure. A bill was proposed to authorize increased 
borrowing to meet the drain on the unemployment fund resuit- 
ing from distress in the mining areas. Bills would be pre- 
sented to reorganize local government in England and Scotland; 
these would also give effect to the rating reforms and adjust the 
financial relations between the State and the local authorities. 
The Speech added that the King’s Ministers trusted that the 
proposed changes in local government and in the relations 
between the Exchequer and local authorities would enable 
hetter provision to be made for the health of the people. 

In the House of Commons later on the same day Mr. Nevinte 
CHAMBERLAIN gave notice of his intention to introduce at an 
early date a bill to amend the law relating to local government. 

Mr. Ramsay MacDonatp pointed out that the King’s Speech 
did not mention the Factories Bill, thoagh the Government ha 
promised that in previous sessions. ; 

Mr. BaLpwin admitted that an undertaking had been given 
to introduce the Factories Bill. Difficulties of time and the over- 
riding importance of the reforms in rating and local government 
made that impossible. Mr. Baldwin announced that the Govern- 
ment would ask the House to pass the Expiring Laws Con- 
tinuance Bill and legislation on the traffic services in the 
Western Highlands and Islands. All private members’ time 
would be taken to Eastez, and there would be no ballot for 
private members’ motions. 

Dr. FREMANTLE said he hoped that, by the help of all well- 
wishers of factory and workshop legislation on both sides of 
the House, they might well be able to find time before the end 
of the present session to pass the now much-needed and fre- 
quently promised Factories and Workshops Bill. The anticipa- 
tion in the King’s Speech that the proposed changes in local 
government would enable better provision to be made for the 
health of the people was not encouraging to those who were 
keen on this or that particular measure of social progress. 
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Still less was the fact that there was no mention of housing 
at all in the Speech an encouragement. They had had nothing 
from the Prime Minister in regard to the removal of tie 
subsidy, yet it was vital to the housing movement that they 
should economize their resources as much as possible. A great 
deal of the subsidy on houses with a rent of over one guinea 
a week was being thrown away at the present time. The Prime 
Minister had referred to the fact that Parliament would have 
to deal with rent restrictions in the Expiring Laws Continuance 
Bill. The Restrictions Acts were at the very bottom of their 
difficulties in connexion with slum property and slum treatment, 
The development of estates was being delayed because of the 
exceptional instances of control. Here and there control had 
held up the erection of houses, and had got in the way of 
development. It was causing inequalities to owners, unjust 
profiteering on the part of tenants as opposed to sub-tenants, 
and a great deal of suffering to sub-tenants. There was 
abundant reason why the subsidy should be further knocked off 
houses of the highest rental value. By relieving the subsidy 
on the more’ expensive houses, which were being adequately 
provided by private enterprise, so much money would be set 
tree, by which they would be able to subsidize slum clearances, 
There was no promise in the Speech that the subject of slums 
eas to be dealt with. The Prime Minister said, in December, 
1924. when he took office : ‘‘ We have got to get rid of, two 
things—-the shortage in houses and the disgrace of the slums.” 
He (Dr. Fremantle) believed that if they achieved de-control 
and de-subsidizing they could have improvements in the slums. 
The report of the Lunacy Commission which came out three 
or four years ago revealed a system which was insufferably hard 
on a large number of mental cases. He sincerely hoped that 
time might be found for legislation on this subject. The 
country was suffering at the present moment from a vast 
outbreak of preventable disease—small-pox. It had been a 
mild type of that disease, but the medical profession could 
give no assurance that it would not become worse. They were 
sitting on the top of a volcano. He was glad that the great 
powers had agreed, under the aegis of the Health Organization 
of the League of Nations, to study the question of small-pox 
A committee had been formed to study it permanently. Of 
all the civilized countries our own country was one of the most 
infected with small-pox. It was recognized that we were more 
behindhand in’ the application of vaccination than any other 
country, and other countries recognized the necessity for keep- 
ing up their quarantine regulations against us. Vaccination 
had hitherto been left in the hands of the Poor Law guardians, 
while small-pox was in the hands of the sanitary authority. 
He hoped that in the reorganization of local government it 
would follow. as a result of the Government’s scheme, that the 
matter of vaccination would be under the control of the larger 
authorities. 

The debate on the Address in reply to the King’s Speech 
continued in the Commons all the week. That in the Lords 


ended, on Tuesday night. 


Unibersities and Colleges. 


é 


UNIVERSITY OF OXFORD. 

Theodore Williams Scholarships. 
ON the recommendation of the Waynflete Professor of Physiology, 
the Board of Management has elected Robert A. Beaver, New 
College, to be the Theodore Williams Scholar in Physiology fot 
the vear 1928-29. 

The Professor of Human Anatomy has reported to the Vice 
Chancellor that he recommends that Renatus Kempthorne, 
Queen’s College, and Aldwyn B. Stokes, B.A., Jesus College, be 
bracketed equal for the Theodore Williams Scholarship in 
Anatomy, 1928. 

On the recommendation of the Professor of Pathology the Board 
of Management has elected Frank Hawking, University College, 
to be the Theolore Williams Scio win Pathology for the yeat 
1928-29. 


— 


= 


Radcliffe Scho’arship in Pharmacology. ‘ 

The Master and Fellows of University College, upon the report 
of the Professor of Pharmacology, have awarded the Radcliffe 
Scholarship in Pharmacology to Hedley Johu Barnard Atkins, 
Trinity College, and John Henderson Hunt, B.A., Balliol College 
eqral, 
The following are the Degree Days for the present academe 
year :—Michaclmas Term, 1928: Saturday, November 24!h; Monday, 
December I7ih. Hilary Term, 1929. Thursday, January 24th; 
Saturday, February 16th; Saturday, March 23rd. Trinity Term, 
1929: Thursday, May 2nd; Saturday, June 8th; Thursday 


June 27th; Saturday, July 20th. 
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Obituarr. 
SIR HUGH ANDERSON, M.A., M.D., 
F.R.C.P., F.R-S., 


Master of Gonville and Caius College, Cambridge. 


WE have to record with sorrow the death on November 2nd, 
at the age of 63, after a severe operation, of Sir Hugh Kerr 
Anderson, M.D., F.R.S., Master of Caius College, Cam- 
bridge. The outstanding features of his character and of 
his work are portrayed with intimate knowledge and feeling 
in the memoir printed below, which has been written at our 
request by Sir William Hardy, F.R.S. Sir-Hugh Anderson 
was a true friend to Medicine and to innumerable members 
of our profession. Although he never practised, his gift of 
imaginative sympathy enabled him to understand the doctor 
and the doctor’s work. It was characteristic of him that 
when the British Medical Association met at Cambridge 
in 1920 he made no public 
appearances, but welcomed 
with gracious hospitality the 
fifty members who lodged in 
Caius, and dined and talked 
with them every evening in 
Hall or Combination Reom. 
He threw himself heart and 
soul into the arrangements 
for the Annual Meeting, and 
showed in many quiet ways, 
then and at other times, his 
sympathy with the aims of 
the Association and 
friendship for the Journal. 


Anderson’s career (Sir 
William Hardy writes) is 
something of an enigma. In 
the first fifteen years of his 
productive life he proved 
himself to be possessed of an 
acute scientific intellect and 
of an altogether rare quality 
asa teacher. Why did he not 
follow the ordinary course, 
occupy a chair, and become 
head of a school? Why did 
he suddenly cease actively to 
pursue scientific research to 
be a wise and kind coun- 
sellor in affairs, of whom it 
may be said in literal truth 
that “there is hardly any 
great project which has come 
to fruition in Cambridge 
for many years but he 
has been its most inspiring 
forwarder’? ? The answer 
lay in himself. Scientist, 
man of affairs, artist—he was all of these, and the 
frst two found obvious expression. The third, however, 
cannot be neglected, since it informed and coloured the 
whole, These three struggled to possess him, and when the 
‘onflict was at its fiercest in the early nineties they tore 
him sorely. 

Anderson came to Caius in 1884 as a classical scholar. 
He held a Sayer Scholarship, which was founded by a Caian 

for the Promotion of Classical Learning and Taste from 

arrow School to be held at Caius College.’? He at once 
changed, however, to medicine, and after taking a first 
dass in both parts of the Natural Sciences Tripos, went 
fo St. Bartholomew’s Hospital to complete his medical 
‘curse. Somewhere in these years he attended Adden- 
hooke’s Hospital, and cherished memories of the caustic 
and merciless way in which Sir George Humphrey managed 
us classes. My recollection of these early years is of 
Musical occasions when Anderson played the ’cello, and of 
mas an active member of the College Musical Society. 
After taking his medical degree in 1891 he returned to 
ambridge to follow research in the physiological labora- 


‘He Master or Caius. 


tory, where he was one of the third generation of Foster’s 
men; the first exemplified by Gaskell and Langley; the 
second by Sherrington, Adami, Head, Rolleston, Shore; 
| the third by Anderson, Rivers, Fletcher, Hopkins; and the 
fourth by Barcroft, Dale, Elliott. 
| From 1892 to 1905 there was a steady output of scientific 
_ papers, twenty-two in all, bearing Anderson’s name. Of 
| their scope and quality I will speak presently. In 1905 
, the curtain fell, his election to the Royal Society in 1907 
| being in some sort a posthumous honour so far as his 
_ scientific life was concerned. The beginning of the eclipse— 
_ for eclipse it was of a brilliant scientific career—is to be 
_ found in a simple enough happening, when he first took 
, his turn amongst the Fellows of his College to audit the 

College accounts. Finance was of the very make-up of his 
' being, and from that first auditing followed activities 
which by 1903 had completely remodelled the College 
| finances and had so increased his influence within the 
College that when the head- 
shin fell vacant in 1912 the 
Fellows practically without 
debate elected him Master. 
No was surprised 
save Anderson himself, and 
never in the history of any 
institution was there a more 
fortunate choice. The date 
1905 marks the time when 
even Anderson’s immense in- 
dustry was unable longer to 
bear the double burden of 
College affairs and active re- 
search. He did, it is true, 
and most fortunately for 
that generation, continue 
the teaching of science until 
his election as Master. 

In 1909, and again in 1912, 
when the Hall and Lodge 
were remodelled, the third 
side of his nature, his deli- 
cate and detailed sense of 
beauty, enabled to 
give peculiar service to his 
College, which is a_ vivid 
memory of those who are 
able to recollect that time. 

The University was not 
long in discovering the capa- 
city for service which this 
junior Fellow of Caius 
possessed. In 1906 he became 
a member of the University 
Press Syndicate, in 1908 of 
the Financial Board, and in 
1910 of the Council of the 
Senate. Thence onward 
there is a record of ever- 
widening public duties, of which the barest enumeration 
must suffice. He became chairman of the University 
Press Syndicate, and in that capacity head of a great 
publishing house. In 1919 Anderson was appointed a 
member of the Universities Commission, and in 1922 
of the University of Cambridge Statutory Commission. 

Outside the University he was a director of the 
London Life Assurance Company, a member of the Common- 
wealth Fellowship Committee, and chairman of the Cam- 
bridge Waterworks Company. I reserve to the last an 
appointment which gave him peculiar pleasure—his election 
as a governor of Harrow School. Had he acceded to the 
demands made upon him his activities would have been 
increased tenfold, but he consciously reserved himseif for 
the service of his College and of his University. 

Of the twenty-two scientific papers which bear Anderson’s 
name, nineteen deal with the sympathetic nervous system, 
and of these fourteen were written in collaboration with 
Langley. One paper, on the action of the epiglottis, was 
written with Kanthack, the gifted second professor of 


| pathology in Cambridge, whose untimely death took place 
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shortly after 1898, the date of the paper. The collabora- 
tion with Langley lasted from 1892 until 1904. It was 
only in 1902 that Anderson published the first paper of 
which he was sole author. Looking through these papers 
after a lapse of years, one is.impressed by the immense 
amount contributed by Anderson to that prolonged analysis 
of the sympathetic system so steadfastly pursued by 
Langley, and one can see that Gaskell, Langley, and 
Anderson started a new movement in physiology. It was 
a field peculiarly suited to Anderson’s extraordinarily high 
technical skill in dissection, operation, and histology. The 
series of joint papers begins with the neuro-muscular 
mechanism of the pupil, passes on to the nerves of the 
large and small intestines, the bladder and generative 
organs, and ends in the great paper of 1904 on the three 
classes of nerve fibres—fundamentally distinct in that they 
are incapable of joining together after section. These 
classes are the efferent fibres of the spinal cord, the post- 
ganglionic sympathetic fibres, and the afferent fibres. In 
1903 Anderson published four important papers, of which 
he was sole author, on the paralysis of involuntary muscle. 
The main subject was the so-called paradoxical dilatation of 
the pupil which follows on injury to the cervical sym- 
pathetic. This he traced to a state of hyperexcitation of 
the muscle and not to local action of the ciliary ganglion. 
In the course of this work he demonstrated reflex dilatation 
by way of the cervical sympathetic. Two papers alone 
record work outside the nervous system, and one of these, 
that on the properties of the peculiarly unstable eosino- 
phile corpuscles of fish, was of outstanding importance in 
the controversies of the times. , 

That is a summary of Anderson’s published record, hut 
it by no means exhausts his contributions to science: his 
reach far exceeded his grasp. Those who worked in Foster’s 
laboratory at any time between 1891 and 1912 will recollect 
how fertile Anderson was in ideas, how accessible, and how 
stimulating it was to discuss work with him. No depart- 
ment of physiology seemed to come amiss to him. Contem- 
poraries and pupils alike can bear testimony te the fact 
that in those years he was a great biologist. 

He was, if that were possible, even better as a teacher 
than as a research worker. While he was lecturer in 
advanced histology the subject had a character which 
it has never had since, and everyone who attended his 
classes, and especially those who came to the small evening 
classes, will recollect how he never spared himself, and how 
vividly original in outlook was his mind. It was tetally 
impossible for him to reproduce in class clammy fragments 
of textbooks. 

Of Anderson’s method of work the chief feature was 
a capacity for taking pains. In the work on the Royal 
Commission ‘‘ not a detail escaped him. He toiled day 
and often night, not only at documents presented to him, 
but in creating invaluable presentation of statistical and 
financial information.’’ What a familiar picture those 
phrases call up to all who knew him intimately! He was 
apprehensive in this: that he felt vividly the possibility 
and consequences of failure. Sensitive is perhaps the better 
word, sensitive to those small signs which point to success 
or failure, especially in dealing with people. Apprehensive 
and sensitive, yes; but once the course of action was settled 
in his mind, by the tremendous drill in detail to which he 
subjected all his ideas, no one could have been bolder. 

It is comparatively easy to set out the outstanding 
features of ‘his career and of his methods, but of the man 
it is more difficult to speak; and yet, for his generation, 
it was the man that counted. He was so gifted and yet so 
gentle, so capable of tendering help, and so approachable 
by all who needed help. He was the well-beloved, and on 
that sure foundation stood his great gifts of service. It 
is hard to write temperately of him as a personality, hard 
because any form of words must fall so far short of the 
truth. ‘Some of us have lost an old and very dear 
friend. All of us have lost a wise and kind counsellor.” 
He has great achievements to his credit, but he has also 
‘the number of young people with no claim upon him 
in all walks of life, whom he has set upon their road.” 
He might have been a great administrator in wider fields 
he might have been a great professor; he was a great 
Head of his House, and he was a gentleman in the simple 
significance of the word. 


Sir Humpury Bt., Regius Professor of Physic 
at Cambridge, writes: 

The sudden and premature death of the Master of Caius 
is a stunning blow not only to his friends—for they are 
many, and he was the most lovable of men, ever ready 
to help others, and entirely oblivious of his own interests— 
but to the University, and even more so to the Medical 
School, of Cambridge. The loss of his long-sighted ability 
and wise judgement leaves a gap which it will be difficult, 
if not impossible for a long time, to fill; probably few 
outside its councils know what he meant to the University, 
and even the numerous committees, syndicates, and boards 
of which he was a member do not fully represent. his 
influence on its policy and progress. With a wonderful 
grasp of affairs and long experience he ungrudgingly 
shouldered heavy burdens of complicated detail, while 
keeping his activities out of the limelight. His advice 
was universally sought and carried conviction; but, though 
clearly expressed, his opinion was given in a most con- 
ciliatory manner, for, like the really great, he was essen- 
tially modest and sensitive for the feelings of others. He 
faced illness, of which he had more than his share, with 
a courage and cheerfulness rarely equalled. 

In his younger days a physiologist of great eminence, 
he maintained a wide knowledge of the natural sciences, 
and his acquaintance with current work in very different 
branches and his faculty for anticipating future develop. 
ments were almost bewildering. Though perhaps on rather 
different lines, he was, as regards the natural sciences, the 
real successor of one of the founders of the modern school 
of medicine at Cambridge, Sir Michael Foster. At the 
moment of this grievous loss it is difficult to realize, much 
more so to express, what his death means to his colleagues 
and friends, for they cannot hope to meet his like again. 


Sir Warren Frercuer, M.D., F.R.S., Fellow of Trinity 
College and Secretary of the Medical Research Council, 
writes : 

To Sir William Hardy’s most effective sketch of Sir Hugh 
Anderson’s character and work there is little that could 
be added appropriately here. The medical profession, 
whether as concerned with its’ sciences or with its arts, 
may surely feel proud to number as one of themselves 
a man who upheld so fully the highest traditions of 
medicine. He added to knowledge, he greatly served the 
cause of education, and he abounded in self-sacrificing 
kindness to others. 

It would be out of place to attempt here any detailed 
notice of the part Sir Hugh Anderson played for a quarter 
ef a century in the development and growth of | the 
Cambridge Medical School. In that, as in other great 
fields of work, his University owes him an_ inestimable 
debt. Here 1 would only point to a quality which contr 
buted to the value and stability of all he accomplished. 
Anderson’s labours were never in the spirit of partisanship 
oc rivalry. He worked for his College, not as against 
other Cglleges, but because the strength and snecess o 
his College served causes he knew to be great. So in his 
work for the University; he cared deeply for truth, for its 
growth by research, and for the uses to which rightly 
planned education could bring it. This was the motive 
force behind all his work, and so in serving his own sch 
of medicine in that spirit he has served the cause of 
medicine as a whole. Other great and even more dived 
services he gave as well: For many years he taught and 
inspired a succession of men who have passed on to work 
in the various fields of medicine. Very many of these owe 
to him their first clear ideas of method and sincerity @ 
scientific work, very many owe repeated acts of help and 
encouragement in their lives. The tale of this kind of 
service can never be ended or calculated. 

‘In the work of the Royal Commission, and of the Stair 
tory Commission for Cambridge, he took the heavy burdet 
that is now well known, and more recently he has taket 
the lead in planning the great new developments now fore 
shadowed for the University Library and some of the 
biological departments. In these he had a clear view @ 
what medicine has to gain from added strength given 
the newer sciences upon which it will have increasingly 
to draw. He had joined the Medical Research Council 4 


year ago, and had looked forward, as the Council had, 
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to a near future in which relief from his great general 
burdens might have set him free to enter again more f 
into his old delights of helping the growth of bielogical 
knowledge. 

Now there has passed away a great Master of Caius, that 
College of Harvey and Glisson, whose name must stand 
proudly among those of any of his predecessors since Dr. 
Caius himself. More happy he was than Caius, in that he 
never had a personal enemy. Like Caius he was small in 
physical stature. He died at exactly the same age, and, 
again like Caius, he was brought home for the last time 
to his College on the Tuesday after his death in London, 
passing as he did after a life of Humility and Fortitude 
out at the Gate of Honour. We can say truly, in thinking 
of his services to his College and University, what Conrad 
Gesner wrote of Dr. Caius, that he had ‘‘ consummate 
judgement, fidelity, and diligence.’’ 


Dr. H. R. Dean, Professor of Pathology in the University 
of Cambridge, writes : 

it is probable that no single person knew more than a 
few of the many activities which filled almost every hour of 
the day for the Master of Caius. The widespread interests 
of the University, the welfare of his College, the smallest 
details in the progress of each one of the laboratories 
of the medical school, the private affairs of his many 
friends, and even of the almost strangers, who often came 
to seek his help, were one and ali his constant care. While 
no project for promoting the interests of the University 
failed to enlist his aetive support, his enthusiasm found 
its chief outlet in fostering the advancement of the Univer- 
sity departments devoted to the study of the biological 
sciences. In the department of physiology he maintained 
a lifelong interest, and he took the keenest pleasure in 
the growth of the closely related departments of bio- 
chemistry and pathology. In the welfare of medical 
science, in the medical student, and in the difficult problems 
of the medical curriculum he was always interested, and 
the Cambridge Medical School owes much alike to the 
vision which enabled him to forge great schemes for the 
future of the school and to the meticulous care with which 
he worked out the smallest details of his plans. His 
industry was almost fabulous, and when, as often, his 
interests were deeply engaged, he found itimpossible to rest. 
Elaborate plans, schemes, and proposals were drafted 
with his own hand with the fine pen and the black Indian 
ink which he delighted to use. Correction after correction 
was made, and the whole document was rewritten often 
three and four times before he was satisfied with the word- 
mg and arrangement. He thought little of making several 
copies of the final draft. During the last few years he 
did indeed permit a secretary to help him with his work, 
but he had little liking for typewriting, and his letters to 
his friends were always written with his own hand. 

Busy as he was, he always found the time to help his 
friends with sympathy, encouragement, and well-directed 
but always kindly criticisms. He was the most accessible 
of men, and we took our difficulties, great and small, 
straight to him. We let ourselves into the Ledge at Caius: 
we never rang a bell. The study door was always open, 
and from the hall we could see the Master writing at 
his table. ‘* Come in,’’ he always called; ‘‘1 want to see 
you.’” And up he got from his table with a smile and a 
look which seemed to expect that your next remark wouid 
he something of quite unusual interest. He delighted in 
helping all who came to him. No problem was too small 
to arouse his sympathy and interest, and no trouble too 
great for him to take if he could help a friend. Pro- 
gressive as he was in thought and policy, there were times 
when his views and plans met criticisms and opposition. 
He always considered the opinion of others, and he took 
great pains to understand the point of view of those who 
differed from him. He was always unwilling to force his 
opinions on others, and he thought little of spending hours 
aud days in personal visits and talks with colleagues that 
he might the better understand their difficulties, and, if 
Possible, construct a solution which all could approve. 

_ His great charm of manner and conversation, his lively 
Interest in everything which mattered to any one of his 
friends, his wonderful sympathy with the pleasures and 


sorrows of his colleagues combined to make him the most 
delightful of companions. It was his habit to come to 
one of the laboratories late in the afternoon and to look 
for one of his friends. It was then, when he had escaped 
from a long meeting of a board or syndicate, that he liked 
to go for a short walk. In the summer the walk was 
generally to the botanical gardens, and the way to the 
gardens and back to Caius and the route within the 
gardens was hardly ever varied. In the winter time the 
walk was in the town, when the shops were just lit up 
and the windows which displayed old furniture or china or 
silver were closely scanned and their contents critically 
discussed, and sometimes a purchase was made. He loved 
beautiful things and understood them, and he liked to 
talk about them. 

There will be many places in Cambridge where his loss 
will soon be felt, for he took an active share.in so many 
phases of University life that no one of us will see all the 
gaps which he has left. In the science laboratories and 
in the medical school we shall find that we have lost a 
leader to whom we all have turned for guidance more 
often perhaps than we have known. All we know now is 
that we have had a friend who always gave of his best 
for us and whom we loved very dearly. 


The funeral service was held in Caius Chapel on 
November 6th. Those present included Lady Anderson and 
other members of the family, the President and other 
Fellows and former Fellows and many graduate and under- 
graduate members of the College, together with Sir 
Ernest Rutherford (President), Sir Charles Sherrington 
(Past-President), and Sir Richard Glazebrook, representing 
the Royal Society, Dr. W. S. A. Griffith, representing St. 
Bartholomew’s Hospital and College, and the Editor of 
the British Medical Journal, representing the British 
Medical Association. On the coffin was placed the silyer 
caduceus, the cushion, and the Book of Statutes, presented 
to his College in 1558 by John Caius, M.D. After the 
service the procession passed round Caius Court and out 
of the College through the Gate of Honour. A very largely 
attended official University memorial service, conducted 
by the Vice-Chancellor, was held simultaneously in Great 
St. Mary’s Church. The Hebdomadal Council of the 
University of Oxford, remembering Sir Hugh Anderson’s 
great services to both Universities while serving upon the 
Royal Commission on Oxford and Cambridge, appointed 
Sir Charles Sherrington, Waynflete Professor of Physio- 
logy, to represent the sister University at the funeral. 

[The photograph reproduced is by J. Palmer Clarke, Cambridge.] 


LOUIS LAWRENCE CASSIDY, M.B., Cu.B., F.R.C.S.I., 
ist ity of Dublin Hospital; Master of 
Hospital, Dublin. 

We had to announce last week, with great regret, that 
Dr. Louis Cassidy, Master of the Coombe Hospital, Dublin, 
died on October 27th from injuries received in the hunting 
field while taking part in the opening meet of the season 
of the Ward Union Hunt. It appears that he was thrown 
into a ditch and that his horse fell upon him; when picked 
up he was unconscious, and he died soon after his arrival 
at the Mater Misericordiae Hospital. 

Louis Lawrence Cassidy was the son of the late Anthony 
Cassidy, J.P., of the Grann, Enniskillen. He received his 
early education in his native town, and after he had spent 
some years at sea and obtained a master mariner’s certifi- 
cate commenced the study of medicine at Edinburgh Univer- 
sity, where, in 1908, he graduated M.B., Ch.B. He became a 
Fellow of the Royal College of Surgeons in Ireland in 1911, 
and was also a Fellow and a member of the Council of the 
Royal Academy of Medicine. He was gynaecologist to the 
Royal City of Dublin Hospital, examiner in midwifery and 
gynaecology in Dublin University, a former senior demon- 
strator of anatomy in the Royal College of Surgeons, and 
gynaecologist to Dr. Steevens’s Hospital, Dublin. Dr. 
Cassidy was a distinguished lecturer in gynaecology and 
cancer, and an ardent supporter of the National Cancer 
Research Campaign, which he helped to organize, and 
served as its secretary. Years of research into the elusive 
cause of cancer had fitted him admirably for such a post. 
At the recent public health congress in Dublin he read a 


| 
j 
— 
| 5 
| 
} 
| 
| 
| 
| 


‘“loved by those in need. 


874 Novy. 10, 1928] 


OBITUARY. 


Tae Bairise 
. Mepicat 


learned paper on ante-natal care, a subject in which he 
was greatly interested, and he communicated not a 
little of his interest to his audience. Not only was Dr: 
Cassidy looked upon in Ireland as one of the foremost 
specialists in gynaecology, but his profound knowledge of 
the subject was recognized in Great Britain and on the 
Continent. He was a member of many medical societies, 
and his learning brought him into touch with the medical 
schools of Berlin and Vienna, and with other centres 
abroad; for a time he was secretary for foreign corre 
spondence of the Royal Academy of Medicine. 

Dr. Cassidy joined the Royal Army Medical Corps as a 
captain soon after the outbreak of the war, serving with 
the forces in Salonika, where he established himself as an 
authority on malaria. He was a member. of the Malaria 
Commission in the Struma Valley, and joint author of 
Malaria in Macedonia, a book which threw much light on 
the campaign against this disease in the Near East. His 
work in Dublin is widely known. Nearly seven years ago 
he succeeded Mr. McLaverty as Master of the Coombe 
Hospital, where he distinguished himself by his skill. So 
great was the success of the National Gynaecological Con- 
ference in Dublin on the occasion of the centenary of the 
Coombe Hospital, about two years ago, that the British 
Empire Gynaecological Society decided to hold its annual 
conference in Dublin next March. To Dr. Cassidy were 
due in a large measure the visits of many outstanding men 
in the medical profession who have lectured in Dublin in 
recent years. 

Of his generosity to the poor perhaps only the poor them- 
selves have a full appreciation, especially those of the 
Coombe area. He was always willing to give financial help 
to deserving objects, and to any scheme for the advance- 
ment of his profession. He was a member of many 
organizations in the city, including the All-Ireland Polo 
Crib. Dr. Cassidy was respected by his colleagues in the 
medical profession, esteemed by the public at large, and 
In his brilliant attainments, 
scrupulous sense of honour, and courtly manners, he was an 
Irish gentleman and scholar of the best type. He was only 
5l.years of age, and leaves a widow, a son, and a daughter, 
with whom deep sympathy is felt in their bereavement. 


JOHN BLACKBURN SMITH, C.B., 
Major-General I.M.S.; President of the Medical Board of the 
India ce. 

We have to announce, with great regret, that Major- 
General John Blackburn Smith, C.B., Bombay Medical 
Service (retired), the president of the Medical Board of 
the India Office, died suddenly at Cork, where he had 
gone on short leave, on November 2nd at the age of 63. He 
was born on January 25th, 1865, the son of the late Rev. 
John Anderson Smith of Lurgan, Armagh, and educated at 
Queen’s College, Cork, graduating as B.A. in 1887, M.B., 
B.Ch., and B.A.O. in 1888, and M.Ch. in 1889, in the 
Royal University of Ireland. Subsequently, in 1907, he 
took the diplomas in tropical medicine and public health 
at Cambridge. He entered the I.M.S. as surgeon on 
September 30th, 1889, attained the rank of colonel on 
September 3rd, 1918, and was promoted to major-general 
on June 26th, 1920. He retired on January 22nd, 1923, 
and in August of that year was chosen to succeed Sir 
Havelock Charles, G.C.V.O., as president of the Medical 
Board of the India Office, holding that post at the time of 
his death. During the war he served in Egypt from 
January, 1915, to April, 1916, and on the North-West 
Frontier of India, in the Mahsud operations, from May to 
August, 1919. He was mentioned in dispatches in’ the 
London Gazette of June 22nd, 1916, and May 18th, 1918 
and was decorated with the C.B. on June 4th, 1918. He 
was appointed Honorary Physician to H.M. the King on 
January 25th, 1919, and received the C.I.E. on January 

1st, 1922. 

General Smith had much experience of both military 
and civil employment in India. For many years he served 
as civil surgeon of Poona, the most important station in 
the Bombay Presidency; and after the war was appointed 
Deputy Director of Medical Services in the Eastern 
Command. For the last five years in the India Office, as 


president of tho Medical Board, he had rather a difficult 
job in the picsent. state of transition of all things Indian. 
Ono of his mest important duties was, as a member of the 
Selection Board, to choose men for appointment by nomina- 
tion to the Indian Medical Service, a task for which he was 
specially fitted by his long experience and mature judge- 
ment. He was very popular both with his contemporaries 
and with junior officers. Multis ille bonis flebilis occidit. 

In 1896 General Smith married Leta Mayne, daughter of 
the late W. R. Nelson of Belfast, who survives him. He 
leaves also three sons and one daughter. 


One of General Smith’s most intimate friends contributes 
the following note: 

In the summer of 1923 General Smith was selected from 
a number of senior officers for the very responsible post 
of medical adviser and president of the Medical Board 
at the India Office, in succession to Sir Havelock Charles, 
Bt. Here once more his quiet conscientious work proved of 
inestimable value to his service at a most critical time, 
when the interests of the Indian Medical Service are being 
steadily sacrificed to political clamour in India. He never 
wavered in his loyal support of what he considered to be 
right in face of the insurmountable obstacles he had to 
face, and it was certainly not for any want of his persistent 
advocacy at the India Office that the Indian Medical 
Service, which has long been regarded as the greatest the 
world has ever seen, has not been able to recover from the 
repeated blows inflicted on it ever since the so-called reform 
scheme came into operation. In this uphill struggle his 
courtesy, modesty, great powers of application, and_un- 
swerving loyalty endeared him to all who had the privilege 
of working with him, and there is no doubt that his 
unceasing labours at the India Office caused him to age 
rapidly during the last few years and hastened his untimely 


‘end, a year before he would have retired to a well-earned 


rest, and before he had received any recognition of his 
labours at the India Office, which might fittingly have been 
bestowed when he first succeeded to his responsible duties 
there. The Indian Medical Service has lost in General 
J. B. Smith a greatly respected and loved officer of sterling 
character, who has well earned the highest praise, ‘“ Well 


‘done, good and faithful servant.” 


SIR G. STEWART ABRAM, M.B., B.Cu., 
Senior Physician, Royal Berks Hospital. 
By the death of Sir Stewart Abram the town of Reading 
has lost one of its leading citizens, and the local medical 
profession one of its distinguished members, who leaves 
the memory of a well-spent life devoted to the service of 
his fellow men. 

George Stewart Abram received his early education at 
Merchant ‘Taylors’ School, and entered Caius College, 
Cambridge, where he gained honours in the natural 
science tripos. From the University he proceeded to 
University College Hospital, London, and in 1891 gradu- 
ated M.B., B.Ch.Camb., and obtained the diplomas 
M.R.C.S., L.R.C.P. In 1893 he settled in Reading and 
built up an extensive practice. In 1904 he was elected 
to the staff of the Royal Berks Hospital, of which later 
he became the senior physician. In due course he filled the 
office of president of the Reading Pathological Society, to 
which, on retiring from office, he presented a_ striking 
badge of “‘ Imhotep,’’? the Egyptian deity of medicine, as 
a souvenir of his presidency. . 

During the war he held the rank of major in_ the 
R.A.M.C.(T.A.), and took charge of the Wilson War 
Hospital at Reading, where some 10,000 patients passed 
through his hands. To the British Medical Association’ 
he ever rendered loyal service, being a member of the 
Reading and District Branch Council from 1900 to 1902, 
and of the Oxford and Reading Branch Council on and 
off between 1903 and 1920. He was elected vice-chairman 
of the Reading Division in 1913, and chairman in the 
following year. 

A keen politician, Abram was a hearty supporter of the 
Conservative party, and for a time served as president 0 
the Reading Conservative Association. To the civic life 


of Reading he rendered invaluable service, being for ovet, 
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thirty-one years first a town councillor and afterwards an 
alderman of the borough. He was chairman of the health 
committee of the Reading Education Committee. He 
filled the office of mayor in 1919-20, and in January, 1922, 
much to the gratification of his fellow townsmen, received 
the honour of knighthood. It may be said in brief that 
omne quod tetigit ornavit. Amid his many professional, 
political, and civie activities he found time for sport, and 
participated in many tennis tournaments. In later years 
he became attracted to the drama, and took an important 
part in the Reading pageant, which was organized during 
his mayoralty and largely through his inspiration. 

Some years ago he was attacked by a grievous malady, 
which he bore with characteristic fortitude, carrying on 
his exacting duties with admirable self-forgetfulness. A 
few weeks ago his malady reached a critical stage and the 
end was obviously approaching. On the night before his 
death a special meeting of the Reading Town Council 
was summoned for the single purpose of conferring upon 
him the highest honour that could be paid to a citizen— 
namely, the honorary freedom of the borough. At this 
meeting eloquent tributes were paid to the character and 
services of the new freeman, At the close of the meeting 
the mayor hastened to Sir Stewart’s bedside and presented 
to the dying alderman the parchment recording his admis- 
siol to the honorary freedom of the borough. Five hours 
after signing the roll the new freeman breathed his last. 

Sir Stewart Abram married, in 1893, Ethel May, 
daughter of Mr. T. F. Rider, M.V.O., to whom, with his 
son and two daughters, deep sympathy is extended. 

J. B. H. 


We are indebted to another colleague (‘‘ W. B. S.’’) for 
the following appreciation: Possessed of great personality 
and absolutely indefatigable energy, Abram did not confine 
his talents, which were many, purely to professional work. 
Shortly after he came to Reading he was elected to the 
town council, on which he served for very many years, 
taking the keenest interest in all its activities. He was also 
a governor of Reading School, a member of the court of 
the university, an ex-president of the Reading Patho- 
logical Society, and a member of very many charitable, 
welfare, and athletic association committees. He led a 
very active political life, and took a leading part in the 
organization of the Conservative party in the town; for 
many years he was chairman, and afterwards president, of 
the local Conservative and Unionist Association. A fluent 
and graceful speaker, he was always in great request at 
both political and non-political gatherings. In spite of 
severe disabilities, due to progressive disease, he carried on 
his ordinary work actively, cheerfully, and courageously 
until a week before his death. Abram loved his work and 
he loved his town. It can truly be said that few men have 
laboured so unceasingly for the good of his fellows. His 
untiring energy was amazing and his life’s work has indeed 
heen well done. 


FRANK JOSEPH WETHERED, M.D., F.R.C.P., 
Consulting Physician to the Hospital for Consumption and Diseases 
of the Chest, Brompton; late Physician to the Middleyx 

Hospital. 
We regret to announce the death, on October 28th, of 
Dr. F. J. Wethered at the age of 68. 

Frank Joseph Wethered, who was the son of Joseph 
Wethered of Clifton, Bristol, was educated at Clifton 
College and the London Hospital. In 1885 he obtained 
the diplomas M.R.C.S.Eng. and L.S.A., and graduated 
M.B.Lond.; in the following year he became M.R.C.P., 
and proceeded M.D. in 1888. He obtaimed the degree of 
M.D.Bristol in 1913. He devoted some time also to study 
abroad, principally in Berlin and Vienna, and was appointed 
medical registrar and demonstrator of practical medicine 
at the Middlesex Hospital in 1892. He was elected assis- 
tant physician to this hospital in 1899, and physician in 
1913. He was also a member of the staffs at the Brompton 
Hospital for Consumption and St. Saviour’s Hospital. 
Wethered was always interested in medical jurisprudence, 
and often visited the Law Courts and the Old Bailey; he 

‘ame lecturer on the subject in the Middlesex Hospital 


Medical School in 1896. He was also attracted by insurance 
work, and was for some time physician to the Equity and 
Law Life Assurance Society. He was elected a Fellow of 
the Royal College of Physicians in 1895, and served as 
member of the Council and examiner in medicine. He 
was very keenly interested in medical literature, acting 
for some years as medical referee to the Lancet, and be 
himself wrote in a clear, interesting manner. He gained 
the second prize in the King’s competition with an essay 
on ‘‘ A sanatorium for consumption.”’ 

Wethered was a man of very kindly disposition, most 
popular with his friends, and a conscientious worker. He 
had a moderate practice, but, possessing private means, 
he did not exert himself to make it very extensive. He 
enjoyed all the work he did, preserving always a very open 
mind, but his temperament was not altogether suited to 
the uncertainties of the medieal life. During the war he 
took very seriously his position at the Third London General 
Hospital, where he served as captain in the R.A.M.C.(T.F.). 
He married in 1889 the daughter of Edward How and, 
fond of entertaining, he exhibited a charming side of his 
personality in his home life. 

He had one daughter, to whom he was devoted, and her 
sudden and tragic death in 1918 was a shock from which 
he never really recovered. He resigned all his appoint- 
ments in London, and retired to Falmouth, where he 
undertook a small amount of local consultant work, and 
was consulting physician to the Royal Cornwall Infirmary, 
Truro. He was fond of outdoor occupations, and after his 
retirement to Cornwall he was able to devote time to his 
favourite recreation of sea-fishing. During the last ten 
years of his life he practically never visited London, and 
most of his old friends never saw him again, but he will 
be remembered by a wide circle as a very kindly soul of 
charming personality. 


Dr. Hexry Epwarp Davison, who died at his residence, 
The Brow, Wylam-on-Tyne, on October 15th, after a short 
illness, had been a well-known figure in the Newcastle 
district throughout the greater part of his life. He 
received his medical education at Newcastle-on-Tyne College 
of Medicine, obtaining the diplomas M.R.C.S., L.R.C.P. 
and graduating M.B., B.S.Durham, with honours, in 1899. 
A year later he became B.Hy., and in 1901 proceeded M.D. 
and obtained the D.P.H. For a period he held a resident 
post at the Royal Victoria Infirmary, Newcastle, and was 
afterwards for two years resident medical officer at the 
Newcastle Dispensary. Subsequently he started practice 
locally, but relinquished his extensive practice during the 
war to undertake neurological work in London, ultimately 
assuming charge of the Ministry of Pensions Neurological 
Clinie and being appointed president of the Special Neure- 
logical Board of the Ministry. While in London he took 
a leading part in the affairs of the Psycho-Neurological 
Society. He subsequently returned to private practice and 
settled at Wylam, where he won wide popularity. He was 
a member of the British Medical Association. Dr. Davison 
married the second daughter of the late Dr. Armstrong, 
who was for forty years medical officer of health for 
Newcastle and was one of the founders of the medical 
college in that.city. He is survived by two sons and 
a daughter. 


Dr. Samvet Ian Hamriton who died at the age 
of 27, on October 16th, at Queen Mary’s Hospital for the 
East End, Stratford, E., after an operation, had been 
resident medical officer there for about ten months. He 
received his medical education at the Queen’s University, 
Belfast, graduating M.B., B.Ch., B.A.O. in 1923, and was 
admitted F.R.C.S.Ed. last year. He had held a succession 
of resident hospital appointments in Belfast, at the 
Salford Royal Hospital, at the South Devon and East 
Cornwall Hospital, Plymouth, at the West London 
Hospital, and at St. Peter’s Hospital, Covent Garden. 
His death has caused deep regret among his colleagues 
and others associated with him; he was held in high esteem 
as a surgeon of considerable promise, and had won the 
warm affection of many friends. His brother is in practice 


at Plymouth 
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Dr. Lesure James Mrine, who died suddenly from heart 
failure on November 2nd, at the age of 63, had been in 
practice at Mirfield, in the Dewsbury district of Yorkshire, 
for over thirty years, and had been medical officer of health 
for Mirfield since 1906. A native of Aberdeen, he received 
his medical education at the University there, graduating 
M.B., C.M. in 1890, and proceeding M.D. in 1897. The 
greater part of his professional life was spent at Mirfield, 
where he built up an extensive connexion, yet found time 
for a variety of other activities. His work as medical 
officer of health was recently the subject of a complimentary 
message from the district council. Dr. Milne was also 
honorary surgeon to the Mirfield Memorial Hospital, and 
medical officer to the Liversedge and Mirfield Joint, 
Infectious Hospital, the Community and College of the 
Resurrection, and the post office. He was keenly inter- 
ested in child welfare work, and devoted as much time as 
possible to the Mirfield centre. During the war he was 
attached to a base hospital at Dewsbury as medical officer. 
In the affairs of his profession he played an active part, 


and as a member of the British Medical Association had 


served upon the executive committee of the Leeds Division, 
while in the Society of Medical Officers of Health, of 
which he was a Fellow, he had held the office of president. 


-He was a popular figure in the Mirfield district, both 


among his colleagues and with the general public, and his 
death has caused deep regret. Dr. Milne was unmarried; 
his brother, Dr. J. Adam Milne, is in practice in 
Nottingham. 


Dr. Roperick Macieop, who died from pneumonia at. 


Middleton St. George in the county of Durham on October 
26th, at the carly age of 30, was a native of Stornoway, 
Isle of Lewis, and received his medical education at 
Aberdeen University. During the war he enlisted in the 


Royal Engineers, and was twice wounded and gassed in_ 


France, being ultimately discharged as medically unfit. 


He completed his studies in 1921, and graduated M.B.,. 


Ch.B., settling in the Darlington district in practice at 
Middleton St. George about three years ago, being also 
honorary medical officer to the Répner Convalescent Home. 
Dr. Macleod was an active member of the Darlington 
Division of the British Medical Association, and was a 


pular figure among his colleagues, one of whom writes: | 


e was an undoubted success in general practice—kindly, 
approachable, and efficient—and was beloved of his patients 
and friends. His illness was a sudden tragedy, striking 
him down while in good health; he failed to rally from this, 
his second attach of pneumonia, and it seemed that the 
effects of gas in the war had undermined his resistance. 
His funeral was an impressive tribute to the respect in 
which he was held among colleagues, patients, and friends, 
and he will be sorely missed in the neighbourhood. Much 
sympathy is felt for his widow and for his aged parents, 
who are thus bereaved of their only son. 


The following well-known foreign medical men have 
recently died: Professor Lure1 Mane1acauui of Milan, aged 
78, Senator of Italy, Councillor of State, and formerly 
professor of obstetrics and gynaecology at Sassari, Catania, 
Pavia, and Milan, where he founded a cancer institute; 
Professor Luic1 Saspatin1, director of the Institute of 
Pharmacology at Padua, aged 65; Professor Giuseprr S1Lvi0 
Tonin1, who recently resigned the chair of neuro-psychiatry 
at Bologna, aged 70; Dr. Gustav v. Scuieicn, professor of 
ophthalmology and rector of the University at Tiibingen, 
aged 77; Dr. F author of works on the 
periodicity of life and the reflex relations between the nasal 
mucous membrane and other organs, especially the female 
genitals, aged 69; Dr. Fiorent Janssens, doyen of the 
medical faculty of Louvain; Dr. Cuartes Lez Summers, 
professor of pediatrics in the Maryland school of 
medicine; Dr. OméLtIaNsKy, an eminent Russian bacterio- 
logist; Dr. of New Orleans, author 
of a work on hay fever and asthma and of numerous 
articles on diseases of the ear, nose, and throat, aged 68; 
Professor E, S. Faust, a pharmacologist of Basle, aged 58; 
Dr. HoryMann, a medical jurist of Berlin; and Professor 
WatrerHorer, a haematologist of Berlin, aged 47. 


AModical Netus. 


THE annual dinner of the Society of Medical Officers of 
Health will be heid at the Piccadiily Hotel on Thursday, 
November 15th, at 7.30 p.m. Ladies are invited. Members 
and candidates nominated for election intending to be 
present are asked to give early notice to the Executive 
Ss cretary, 1, Upper Moutague Street, W.C.1. Applications 
s uld be accompanied by a payment of 12s. 6d. for each 
ticket if sent betore Monday, November 12th; after this 
date the cost will be 15s. for each ticket. 

THE Aberdeen University Club, London, will hold its 
eightieth half-yearly dinner at the Trocadero Restaurant ou 
Thursday, November 22nd, with Lord Meston, Chancellor of 


the University, in the chair, and with the Ear! of Birkenhead, 


Rector of the University, as principal guest. ‘The secretary’s 
addréss is 9, Addison Gardens, Kensington, W.14. 

AT the adjourned annual general meeting of the Medical 
Sickness Annuity and Life Assurance Society, Ltd., held on 
October 22nd, Mr. R. J. McNeill Love and Dr. F. C. Martley 
Were declared duly elected as the result of the poll tor two 
directors, 

AT the mecting of the Medico-Legal Society to be held at 
11. Chandos Street, W.1, on Thursday, November 22nd, at 
8.39 p.m., Dr. L. A. Weatherly will read a paper on juvenile 
psychologic delinquencies—their origin and treatment, which 
will be followed by a discussion. 

THE Central Midwives Board for England and Wales, at 
a meeting on November Ist, with Sir Francis Champueys in 
the chair, granted permission to the guardians of the West 
Derby Union for the training of ten pupils ata time at the 
Miil Road Infirmary, Liverpool. Approval as lecturers was 
granted to Drs. C. B. Robson, A. K. H. Kenneth, and J. K, 
Timothy. The Board decided that all candidates submitting 
certificates of birth, baptism, or marriage, which had been 
tampered with in any way, be debarred from sitting for 
examination for at least three months after the presentation 
to the Board of such certificate or certificates. The report 
on the work of the Board for the year ended March 3lst, 
1928, was approved, and signed by the chairman and secretary 
for torwarding to the Miuistry of Health. 

THE first Argentine Congress of Surgery will be held next 
week at Buenos Aires under the presidency of Dr. Armando 
Marotta, professor of clinical surgery im that city. 

THE next award of the Swiney Prize—a silver cup of the 
value of £100 and money to the same amount—to the author 
of the best published work on medical jurisprudence will be 
made in Jauuary, 1929, on the eighty-fitth anuiversary of the 
testator’s death. The award is made jointly by the Royal 
Society of Arts and the Royal College of Physicians, and any 
person desiring to submit a work, or to recommend any work 
for the consideration of the judges, should do so by letter 
addressed to the Secretary of the Royal Society of Arts, 
John Street, Adelpbi, London, W.C.2, not later than 
November 30th, 1928. ‘Che silver cup to be presented on this 
occasion was designed by Mr. Edward N. H. Spencer, whose 
design was awarded first prize at the society’s 1928 competi 
tion of industrial designs. ‘The fluished cup has been 
included with the works of living craftsmen as part of the 
Loan Exhibition of Oxford College Plate which is on view 
at the Ashmolean Museum, Oxford, from November 7th 
to 28th. 

THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that on Monday, November 12th, 
Dr. H. C. Semon will lecture for the Fellowship on ‘* Some 
basic femedies in diseases of the skin,’’ at the Medical Society 
of London, 11, Chandos Street, Cavendish Square, at 5 p.my 
and that on the same date, at 4.30 p.m., a clinical demonstra- 
tion will be given by Mr. Williamson-Noble at the Central 
London Ophthalmic Hospital. On the following Wednesday, 
at the Wellcome Museum of Medical Science, 33, Gordon 
Street, W.C., Colonel L. W. Harrison will give a demonstra 
tion on syphilis now and twenty yearsago. The above lecture 
and demonstrations are free to members of the medical 
profession. Miss Davies-Colley and her colleagues will give # 
clinical demonstration, free to women graduates only, at the 
South- West London Hospital for Women, 103, South Side, Clap 
ham Common, on Friday, November 16th, at2 p.m. A three 
weeks’ course in medicine, surgery, and gynaecology, givel 
by the staff at the Royal Waterloo Hospital for Women and 
Children, begins on November 12th, and on the same day 
will open a special short course in proctology at St. Mark’s 
Hospi‘al. There will be a course in ophthalmology at the 
Royal Westminster Ophthalmic Hospital from November 12th 
to December lst, and a course in urology at St. Peter's 


Hospital from November 19th to December Ist. For those. 


free in the late afternoon there will be a course in neurology 
at the West End Hospital for Nervous Diseases, daily from 
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5 p.m., from November 19th to December 15th. Throughout 
the month there will be a course at the London Lock Hospital 
in venereal diseases. Syilabuses ard particulars of the 
general course of work under the [ellowship’s scheme are 
obtainable from the Secretary, 1, Wimpole Street, W.1. 


THE first evening meeting of the new session of the British 
Institute of Philosophical Studies will be held at the Royal 
Society of Arts, 18, John Street, Adelphi, W.C.2, on Tuesday, 
November 13th; Dr. C. 8S. Myavs, F.R.S., will take the chair 
at&15 p.m. Mr. Morris Ginsberg, D.Litt., will lecture on race 
and civilization. A limited aumber of seats are reserved for 
members of the public, for which application should be made 
tothe Director of Studies, Brifish Iustilute of Philosophical 
Studies, 88, Kingsway, Lozdon, V/.0.2. 

THE Ministry of Health has issued a bouok!et, obtainable 
from H.M. Stationery Office (price 4d. uet), on regional water 
committees, explainins briefly the reasons for the constitu- 
tion of such bodies and the work they sbou!d undertake. It 
is pointed out that the more readily accessible sources of 
water supply have, generaliy speaking, been appropriated 
while consumption is growing, so that if the remaining 
sources are to be made available cheaply and without dis- 
sension, systematic foresight is desired. ‘There is no occasion 
for general alarm, but in some areas the question of future 
sources demands serious consideration. Tbe most practical 
way of meeting the demand for a national allocation of water 
resources, it is suggested, is by the formation of regional 
water committees, which will ascertain the needs of each 
district in a region and formulate a policy for meeting 
requirements. Such regional findings can then form the 
basis of a national policy. A region should compiise the dis- 
tricts of ‘‘ water undertakers’’—local authcritics or companies 
—who are, or are likely to be, concerned in the same general 
sources of supply or whose interests are otherwise closely 
connected ; a regional committee, being purely advisory and 
having no executive power, need not be composed of repre- 
sentatives in strict numerical proportion to the importance 
pt the undertakings they repre-ent. The most important 
element is that it should contain persons capable of dealing 
with the problems before it. It is contended that consider- 
able savings could be effected by such bodies. A regional 
committee should prepare a programme providing for 
measures in detail for twenty years ahead, and in broad 
outline for about fifty years ahead; it should be kept in being 
for the periodical revision of its programme in the light of 
the latest developments. The pamphlet gives an outline of 
the manner in which the work of a committee should proceed. 


THE Medical Art Calendar for 1929 is, like its predecessors, 
an attractive, clearly printed, and well-got-up volume. The 
plates, of which there are twenty-seven, are photographic 
reproductions of famous paintings, engravings, and etchings 
dealing, directly or indirectly, with medical subjects. They 
are intelligently chosen, clearly reproduced, and in most 
cases beautiful. They can be readily detached and framed 


separately, and nearly ali of them are well worth it. The | 


Calendar can be obtained from Mr. Kruseman, 'S-Gravenhage, 
Noordeinde 91, Holland, price 6s. post free. 


A LIST of British and Americay doctors practising in various 
towns in Continental Europe and Northern Africa is pub- 
lished by the Continental Anglo-American Medical Society, 
and free copies may be obtained from the honorary secretary, 
Dr. B. Sherwood-Dunn, 54, Boulevard Victor-Hugo, Nice, 
France. This society was founded in 1885, and for nearly 
forty years has publixhed periodically tisfs of medical pfacti- 
tioners in Europe and North Africa who speak English. 


THE returns of the six European countries—namely, Eng- 
land and Wales, Sweden, Finland, Denmark, Switzerland, 
and Italy—for which fairly reliable data of the incidence of 
epidemic encephalitis since 1920 are available, yield the 
following figures: 7,697 eases in 1920, 4,649 in 1921, 1,273 in 
1922, 2,205 in 1923, 6,196 in 1924, 3,766 im 1925, 2,991 in 1926, 
and 2,168 in 1927. The same countries had 1,050 cases during 
the first half of 1928. 


Typftus fever was less prevalent in Europe during the first 
halt of 1928 than during the corresponding period of any 
other year since the war. The decrease was most marked in 
Rumania, and there was a considerable decrease also in 
Poland. On the other hand, there was an increased incidence 
in Lithuania and Latvia. In the Union of Socialist Soviet 
Republics the decrease was most marked in Central Russia 
aid in the Ukraine. In Western Russia the incidence was 
about the same as last year. In Korea typhus was more 
Prevalent in the early part of 1928 than in previous years. 


THE death rate in the Federated Malay States has risen 
from 29.22 per thousand in 1926 to 32.11 in 1927. Dr. R. 
Dowden, principal medical officer of the Federated Malay 
States, in his annual report for last year, attributes this 
Acrease to the influx of very large numbers of immigrants 
and their dependants who were not acclimatized and who 


were frequently of poor physique. Among contributory 
causes were outbreaks of cholera, plague, small-pox, and 
beri-ber?. In the State of Pahang, where the increase in 
the death rate was most. marked, the vitality of the popula- 
tion was impaired by floods which oceurred at the beginning 
of the year; the destruction of crops and vegetable gardens 
caused an outbreak of beri-beri, and many deaths from 
malarial fever followed. Every effort was made to meet 
the situation by the heaith services, and the Medical Research 
Tustitute issued large quantities of rice polishings extract, 
but i¢ was impossible to coutrol these diseases over large 
tracts of undeveloped countyy with the communications 
broken down. Dr. Dowden suggests that the outbreak of 
beri-beri shows how very nairow is the margin between 
health and disease among Asiatics, and also how they 
react immiediately to any interference with the vitamin 
content of their feod supplies. He adds that, im spite ef all 
that cam be done, the population, of all races, are increasingly 
using polished rice. 

THE KING has granted his licence and authority to Major 
Basil H. C. Lea-Wilsou, R.A.M.C., P.M.O., Egyptian Army, 
to wear the insignia of the third class of the Order of the 
Nile conferred upon him by the King of Egypt in recognition 
of valuable services rendered. Permission has also been 
granted to Dr. Andrew Copland to wear the insignia of the 
third elass of the Order of the Brilliant Star of Zanzibar con- 
ferred upon him by the Sultan of Zanzibar for valuable 
services rendered. 

CR. THOMAS G. NasMYTH of Edinburgh has been appointed 
Deputy Lieutenant for the city and county of Edinburgh. 

PROFESSOR P. G. UNNA has been elected an honorary 
member of the American Medical Association, and Dr. Ernest 
Fuchs, professor of ophthalmo!ogy, and Dr. Wilhelm Latzko, 
professor of gynaecology at Vienva, have been nomivated 
— members of the Academy of Medicine of Buenos 
Aires. 

Dr. NETTER has been made a grand officer and Dr. Darier 
a commander of the Legion of Honour. 


Letters, Notes, and) Anstuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Med-cal Association House, Tavistock Square, W.C.f. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal 
afone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarity for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medieal Journal must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.I, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journa?, should be addressed to the 
Financial Seeretary and Business Manager. 

The TELEPHONE AUMBERS of the British Medical Association 
and the British Medical Journal are MUSEUM 9861, 4862, 9863, 
and #6} (internal exchange, four lines). 


The TELEGRAPHIC ADDRESSES are: =e: 

EDITOR of the British Mcdical Journal, Aitiology Westcent, 
Loudon. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, efc.), Articulate Westeent, London, 

MEDICAL SECRETARY, Medisccra Westecnt, London, 

The address of the Trish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bactilus, 
Dublin; iclephone : 62550 Dublin), and of the Scottish Offer, 
7. Dremsheugh Gardens, (telegrams: Associte, 
Edinburgh, te ne 24361 Edinburgh). 


QUERIES AND ANSWERS. 


SEBORRHOKA OF THE SCALY. 

Dr. Henry WALDO (Clifton, Bristol), in response to Dr. L B. 
McCann’s request for suyyestious in the treatment of seborrhoes 
of the scalp (November 3rd, p. 828) writes: As greasy applica- 
tions are disliked, sulpbureus acid B.P., if rubbed into the scalp 
daily, will benefit it and scon cure it. The scalp should be 
washed in soap aud water once a week always. 


_L. Ivan M. CastLeDiN (Loudon, N.W.1) write-: Ihave found the 
"> basis for such an oimtment to be acombination of soft "9 
and coconut oil, as suggested by Whitfield and A. M. H. Gray. 
A useful formula is: Ac. salicyl. gr. xv, sulph. subl'm, gr. xv, 
ol. Javand. miv, paraff. moll. ij, ol. cocois uncifer, ad 3). It is 
not so messy as paraffinnm moile alone and is casily washed out, 
the only disadvantage being that it gets ratine soft im warm 
weather, so should be dispensed im screw-top pots, As an 
alternative formula the following bas proved useful; Resorciu, 
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-et ac. salicyl. 4a 388, > vini rect. 5ij; Solve. Adde Liq. carb. 
deterg. 5 j, paraff. liq. alb. Ziij. This lotion replaces brilliantine 
for male patients, the oil and spirit mixing easily when shaken 
from a bottle with sprinkler cork. Less oil can be used if 

it desired, as in the case of female patients. Resorcin, although 
, — cannot be used by those with very fair hair, as it tends 

stain. 


CHRONIC URTICARIA. 
“ W. T. P.,” in reply to “ Inquirer's "’ request for suggestions for 
- the treatment > chronic urticaria (October 20th, p. 732), reports 
consistent success from the use of calcium-sodium lactate 
tablets. He prescribes at least four tablets daily, as follows: 
one on rising, one an hour before the midday meal, one an hour 
before the evening meal, and one on going to bed. 


11B. AT BIRTH. 

Dr. W. L. HussparpD (St. Leonards-on-Sea) writes: While taking 
charge of the practice of a friend a baby was born and lived at 
least one week weighing only 1lb. During that time it had 
gained in weight, cried more strongly, and began to suck the 
mother’s breast; Ido not know whether it still survives. It was 
born at the beginning of the seyenth month of yee & 
Ishould like to know if this is an uuusual weight fora child 
living at least seven days. 


DELAYED MENSTRUATION. 
Dr. RouFr Creasy (London, W.1), in reply to “ A. E.’s"’ inquiry 
-(November 3rd, p. 828) as to treatment of an obstinate case of 
delayed menstruation in a stout girl, aged 25, writes: I would 
advise ‘‘ A. E.”’ to try static electricity applied by means of a 
vaginal or rectal electrode. The treatment is painless. Ina very 
similar case this treatment proved successful in my hands, The 
static machine must be a really powerful one. 


EGG PRESERVATIVES. 

*“R. B.G.” asks if any harm to the consumer can result from 
eating eggs preserved in waterglass which coutains silica. The 
custom of such cme tgp is widespread, and presumably, 
if the process is harmful, some evidence to this effect exists. 
There is bound to be acertain amount of absorption of the silica, 
aud this may, or may not, have some action on the egg or upon 
the gastric juice. 


IncoME Tax. 
Obsolescence of Car. 

* J.C.” bought an 11.9-h.p. P car in 1920 for £400 and sold it in 
1925 for £18, when he purchased a second-hand 12.1-h.p. D car for 
£200. On that transaction he was allowed a deduction for 
income tax purposes of £200—£18=£182. In 1927 he sold that 
car for £65 and bought a 10-h.p. R car for £250. Depreciation 
has been allowed in recent years. 

° *,* The statutory provision is Rule 7, Cases I and IT, 
Schedule D, which allows as a deduction so much of any 
amount expended in replacing a car which has become obsolete 
as is equivalent to the cost of the car replaced after deducting 
the total amount of the depreciation allowances and the sum 
realized by the sale of the car. The difficulty is whether the net 
expenditure of £250—£65=£185 was not partly laid out in 
improving, and not merely in replacing, the car equipment, 
On that point we think that “J. C.’’? can properly disregard the 
temporary lowering of his car standard and refer back to the 
original P car and its cost as showing that, on the whole, there 
has been no capital expenditure involved in the two car transac- 
tions combined. Eguity is undoubtedly on his side, and he 
might well press the matter to an appeal, if necessary. 


New Partnership—Cash Basis. 

“TT. H.G.” refers to a reply in our issue of June 30th last, and 
explains that the inspector of taxes now proposes, ‘‘ as a com- 
promise,’’ to include in the accounts of the partnership, for 
the first year only, the cash received in that year for the fees 
earned before the beginning of the new firm. Is he right in 
refusing the compromise? - 

*,* Wecan see no logical justification for the basis proposed, 


and are clear that the new firm is not chargeable to tax on those . 


fees, Perhaps the inspector would agree to continue the cash 
basis without qualifications On that basis the amount of the 
fees in question would be brought into the computation, but the 
unpaid fees outstanding would be omitted. The basis of division 
of the net earnings of the practice as so calculated would, of 
course, be that laid down in the partnership agreement. 


Assessment of Interest. 

“1. J. D.”’ writes: Ihave had a holding of War Stock for some 
years, and in August, 1927, bought a further holding of the same 
stock. The inspector of taxes has made the assessment for the 

ear 1928-29 on the amount received on the original holding in 
3927-28 plus the amount receivable on the additional holding in 
the year 1928-29. Is this correct? 

*,* Section 30 (ii) of the Finance Act, 1926, provides that 
where a ‘‘ person acquires . . . an addition to any source of such 
profits or income, income tax in respect of the .. . income from 
... the addition to that source shall be computed separately.” 
The result is that while income from the original holding is 


computed on the previous year’s basis, the interest on the 
additional holding is computed on the basis of the actual year, 
It is, of course, also provided that the converse takes effect on 
sale of part of a holding. 


Employee Spending Part Time on Private Work. 


“R. P. M.” explains that, being unable to replace a boy formerly 


employed entirely for professional purposes, he and his partner 
have engaged a married man, who will spend part of his time 
cleaning cars and doing odd jobs aud part on housework and 
gardening. Seeing that his employment is necessitated by the 
professional cars—(l) Is a licence duty payable in respect of hig 
employment? and (2) Can the whole of the cost be charged for 
income tax purposes ? 

*,* (1) Yes. (2) No; only the amount arrived at by taking 
& proportion according to the ratio of professional to private 
employment, 


LETTERS, NOTES, ETC. 


MEDICAL GOLF. 


THE first week-end meeting of the London Trish Medical Golfing 


Society was held on October 27th and 28th, when there were 
about fifty members present. Mr. Canny Ryall presided at the 
annual dinner in the Granville Hotel, Ramsgate, on October 
27th, when Dr. Rolf Creasy, who was the guest of the evening; 
was elected an honorary member. A successful auction sweep 
was held, Dr. George Campbell being the auctioneer. The 
results of the competitions, played at the Princes course, were 
as follows: 

The Canny Ryall Challenge Cup.—lst,’M. Thomson, 73 (96-18); 
2nd, E. T. McElligott, 80 (93-13); 3rd, J. D. McGrath, 81 (86-5); 
4th, D. R. Wheeler, 83 (93-10), and R. Lindsay Rea, 83 (103—20). 

The O'Malley Cup.—ist, M. J. Smyth, (7), 4 up; 20d, H. Lett, (11), 
2 up; 3rd, E. T. McElligott, (13), 1 up; 4th, R. Lindsay Rea (20), 
all square. 

The Lett Cup.—ist, H. Lett and D. R. Wheeler, 1 up; 2nd, 
J. McElroy and P. K. Murphy, all square; 3rd, D. O'Keefe and. 
J. Grace, J. Donohue and M. Thomson, G. Dawson and W. McK. H, 
McCullagh, all 3 down. 

Allan Perry Medal (for best scratch score) —D. J. McGrath, 86. 


The Captain's Prize (for best net aggregate over 36 holes).—E. T, 
McEliligott, 156 (76 and 80). 


ANTRAL SEPSIS AS A CAUSE OF ILLNEssS. 


We have received another personal experience of antral suppura | 


tion, which may be compared with the one published on 
October 27th (p. 764). Our correspondent writes: In the winter ol 
1915-16, when in camp, I had a bad attack of ’flu, and in our 
quarters there was about a foot of water under the huts. About 
six mouths afterwards I was accidentally found to be suffering 
from glycosuria, and was under treatment for some months, 
It was thought that I had a calculus in the bile duct, aud au 
operation was advised. At that time, and for, I suppose, quite 
twelve months, the conjunctivae were slightly tinged. The 
operation was vetoed, however, my condition being attributed 
to chronic pancreatitis. However, as I was feeling very poorly, 

_I determined to have the operation, since life did not seem 
worth living under the existing conditions. Fortunately for me, 
1 thought I would have the autra a-rayed, and pus was found on 
the right side. It was opened through the vose, washed out, and 
kept open ; it is still open, and I occasionally wash it out myself. 
The glycosuria disappeared ina few days, and with ordinary care 

- in diet I have been free from sugar from that date; the jaundice 
vanished in seven days. If I indulge in an excess of carbo- 
hydrates and sugar there might be a trace of glucose, but with 
ordinary care and diet, and without any inconvenient restric 
tions, I keep in the best of health. the condition arose when 
I was — 50 years old. 


POLYMASTIA. 


Dr. R. L. PATERSON (Cape Province, 8. Africa) writes: Cases of 


polymazia or polymastia are not altogether uncommon, but 
those in which the secondary nipples are active are, I believe, 
. sufficiently rare to warrant their being placed on record when 
they do appear. In a native woman, aged 44, whom I saw with 
this condition each breast was well formed, and had the 
usual nipple and areola; about four inches below the normal 
nipple, and slightly medial thereto, an accessory nipele wat 
present on each breast. Each accessory nipple was well formed 
and had around it a distinct areola. On being questioned the 
patient stated that although she had not seen any milk from 
these accessory nipples, during lactation they excreted a watery 
fluid. They never caused any trouble or inconvenience. 


A COMMUNICATION with two enclosures has been received from ¥ 


a correspondent in Port of Spain, Trinidad, who omits to sign his 
name, 


VACANCIES, 


NOTIFICATIONS of offices vacant in universities, medical colleges 


and of vacant resident and other appointments at hospitals, i 
be found at pages 51, 52, 53, 56, 57, and 58 of our advertiseme? 
columns, and advertisements a3 to assistantship® 
and locumtenencies at pages 54 and 55. ' ent 


A short summary of vacant posts notified in the advertisem 
columns appears in the Supplement at page 219. —— 
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URTICARIA: ITS PATHOGENESIS 
AND ETIOLOGY.* 


BY 
RUPERT HALLAM, M.D., 


Honorary Physician in Charge of the Skin Department, 
Royal Infirmary, Sheffield. 


Tue subject of urticaria is one of considerable importance, 
for the complaint is not infrequently met with both in 
private and in hospital practice, and also because of the 
distress it occasions its unfortunate victims. To the dermato- 
logist it is of peculiar interest, for it exemplifies, perhaps 
better than any other skin complaint, the close relationship 
between the science of cutaneous medicine and the other 
branches of medicine.” It serves to impress upon us the 
fact that a change in the skin is often the expression of 
scme pathological process which is taking place in another 
part of the body, and that its elucidation and treatment 
require a knowledge of the latest advances in biology and 
physiology. 

The signs and symptoms of the condition are fortunately 
easily recognized, although the wheals vary enormously in 
shape and size. Occasionally, it is true, there may be 
a confusion with the bullous rashes should the horny layer 
of the urticarial wheals be raised in the centre by an 
excess of serum, but this is an infrequent occurrence. On 
other occasions the oedema of a limb or other part of the 
body may be so pronounced as to earn the distinctive name 
“angioneurotic oedema,’”’ a term which may preferably be 
replaced by that of giant urticaria.’ 

It is convenient, perhaps, to follow the line of the majority 
of textbooks and divide the subject into four main 
groups: (1) factitious urticaria, (2) acute urticaria, (3) 
chronic urticaria, (4) papular urticaria of childhood; but to 
obtain an accurate conception it is necessary to realize that 
it is not a disease, but a symptom attributable to one of 
many causes. 

Urticaria Factitia. or .Dermographism.—This peculiar 
response of the skin to local tuauma may or may not be 
concomitant with urticaria vulgaris. Lewis, in his 
classical work on the mechanism of wheal production, 
states that both this form and the wheal secondary to 
internal causes is due to the release of a histamine-like 
substance from the cells of the skin. Why the person with 
urticaria factitia acquires this exaggerated susceptibility 
of the cells of the skin is not clear. The condition is met 
with in apparent good health. On the other hand, the 
incidence is higher in epileptics and alcoholics. I recently 
saw well-marked dermographism begin during the course 
of secondary syphilis. _ 

Acute Urticaria.—It is common knowledge that this state 
usually follows the ingestion of some particular article of 
diet, and is often accompanied by more or less severe 
constitutional symptoms such as vomiting, diarrhoea, and 
a general feeling of malaise. The rash is usually profuse, 


-and sometimes even bullous. It may involve the mucous 


membrane of the lips, tongue, or glottis. The latter com- 
plication, however, is rare, but cases are recorded in which 
tracheotomy has been necessary. Fortunately this drastic 
remedy may now be obviated by the hypodermic injection 
of adrenaline. 

Chronie Urticaria.—It is this chronic, recurring stage 
which exercises the skill and patience of the physician, for 
the duration may be measured in terms of ‘weeks and 
months or even years, and it may be due to an 
embarrassing variety of causes. 


Papular Urticaria, 
Urticaria in the true sense of the word is not often met 
With in childhood, but the clinical entity known as papular 
urticaria, or lichen urticatus, bears such a close relation- 


*Made in opening a discussion in the Section of Dermatology at the 
Annual Meeting of the British Medical Association, Cardiff, 1 


in childhood, and is characterized by the successive crops 
of small urticarial wheals, in the centre of each of which is 
a small papule. The wheal disappears within a few hours, 
but the papule remains for about a week. The causation 
is obscure, but there is a curious factor common to all, to 
which I have drawn attention in previous communications 
—nramely, that the sufferers recover immediately they are 
admitted to hospital, even though no treatment of any 
description be given. The rash returns after their dis- 
charge. Based on this experience, I have been engaged in 
numerous experiments during the last few years with a 
view of ascertaining whether there is a specific antigen 
responsible for the complaint, but so far have filed to 
detect one. 

Before discussing the etiology of urticaria in detail 
I think it is expedient to consider briefly the present-day 
conception of 


The Histopathology of Wheal Formation. 

The actual microscopical changes have been accurately 
described by. Gilchrist,’ Lewis,? and others. The former 
excised a portion of the affected skin at varying intervals 
after wheal formation, and found a local congestion of the 
cutaneous vessels, an escape of serum through the capillary 
walls, and also definite signs of inflammatory change in 
the later stages. As previously mentioned, Lewis has 
shown that this phenomenon of wheal formation is 
exactly reproduced by an injection of histamine. 

Change in the blood in the form of retarded coagulability 
and deficiency of calcium content were described by 
Wright,’ but other observers have not always been able to 
confirm either change. During recent years it has been 
recognized that the victim of this reaction of the skin is 
often one who is temporarily or permanently the subject 
of some peculiar metabolic change, which has produced an 
increased susceptibility to irritants. Also, that this change 
is a factor in the close relationship between eczema, asthma, 
hay fever, and urticaria; for the same individual is not 
infrequently a sufferer from more than one of these. The 
nature of this instability or sensitiveness, which is often 
referred to as a state of allergy, has given rise to much 
experimental research, but as yet the various conjectures 
are hypothetical. It is sufficiently clear, however, that 
although an organ such as the skin or the lungs shows 
clinical manifestation of the hypersensitive state, it must 
not be assumed that the particular organ is the sole site 
of the allergic state. It is possibly governed by highly 
complex changes in the cells of the individual or in the 
colloid stability of the blood. Allergy is found as a family 
disposition. The Jews are particularly subject to it; the 
North American Indian is not, and apparently it may be 
hereditary or acquired. 


The Relationship to Anaphylaxis. 

The conception that urticaria might be a manifestation 
of the anaphylactic state was advanced by Wolff-Eisner* 
soon after the peculiar phenomenon of anaphylaxis was first 
observed in animals. This theory has received ¢onsider- 
able support, and it is generally acknowledged that, 
although there is a wide difference between the condition 
of an animal which has been reinjected after an interval of 
ten days with some foreign protein and a patient suffering 
from urticaria, yet there is a close resemblance between 
the two states. This is particularly evident in urticaria 
following serum injections, but Widal* and others have 
shown a similarity between the alimentary type of urticaria 
and anaphylactic shock, for in both there is a fall of blood 
pressure, leucopenia, moderate eosinophilia, and sometimes 
albuminuria. Again, Boycott® found that a flea does not 
produce a wheal after the first bite unless his host has been 
previously bitten by the same species of flea. A case 
described in La Presse Médicale last year also illustrates 
the similarity. The patient, after undergoing moderate 
exertion for a few minutes, not only suffered from a profuse 
urticarial rash, but in addition showed signs of dyspnoea, 
vertigo, profound cardio-vascular disturbance, and collapse, 
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An examination of the blood revealed changes usually 
associated with anaphylactic shock. 

Tn some cases urticaria follows the ingestion of or contact 
with a substance to which the patient has not been pre- 
viously exposed; therefore anaphylaxis does not always 
serve to explain the reaction, and we have to fall back on 
the term “ sensitization ’’—the inexplicable predisposition 
or idiosyncrasy to react to stimuli which have no effect on 
a normal individual. There is evidence to show that the 
antigen may be ingested, inhaled, or absorbed through the 
skin, and yet produce the same results. Also that the so- 
called sensitiveness exists in the serum, for Prausnitz and 
Kiistner’ injected the serums of hypersensitive patients 
into the skin of normal individuals and found that the site 
of the injection was temporarily sensitized to the same 
substance. This was confirmed by A. Walzer and M. 
Walzer,* who noted that the serum possessed this activity 
for some months after it was withdrawn from the sensitized 
person. The susceptibility may be transmitted by a female 
guinea-pig to her offspring (Rosenau’). Another observa- 
tion which has an important bearing on the treatment is 
that when once acquired the sensitiveness to a particular 
antigen appears to be followed by sensitiveness to other 
antigens. 

May this reaction of the skin be of some protective 
significance? This point is raised by Memmesheimer'’ in 
relationship to eczema, but there is little to support this 
hypothesis. The histology of the wheal certainly shows that 
cell damage takes place, and therefore cell products escape 
into the general circulation. We know that immunity 
follows an attack of measles and scarlet fever, diseases in 
which the skin is particularly affected; but we are 
equally cognizant of the fact that in many other diseases 
involving extensive areas of skin no protection is acquired. 


Etiology. 

Although the conception of the biological changes asso- 
ciated with an attack of urticaria has changed consider- 
ably in later years, it is interesting to note that the 
dermatologists of the middle of the last century fully recog- 
nized the diversity of the causes of the reaction. In 
every textbook, ancient and modern, there is a long list 
of both external and internal causes, and almost every 
observer is able to add to the list. Hebra noted that the 
introduction of a uterine sound produced a_ profuse 
urticarial rash in one of his patients. Crocker’! quotes 
a case in which a ring at the front door would determine 
an attack. We know that it may mask a scabies infection ; 
that it follows the ingestion of some particular food or 
drug. Furthermore, it may be one of the earliest signs 
of a grave disease such as leukaemia or diabetes; also, it 
may be associated with focal sepsis. The latter coincidence 
has been so frequently demonstrated in recent years that 
it must be accepted. My own view is that focal sepsis 
plays a far greater role in the causation of chronic urti- 
caria than food protein, and that in the past it has been 
assumed too readily that urticaria is the outward mani- 
festation of food poisons. , 

As the chance of successful treatment largely depends 
on the detection of the cause, it is essential that a case of 
urticaria should be approached with the greatest circum- 
spection, and also with the knowledge that there is no 
specific remedy. A detailed history will be required; the 
skin will need careful inspection to exclude the possibility 
of local irritants. Protein sensitization tests must be 
considered, although these have not given the assistance 


- that was anticipated from them. Each system will require 


examination, for none is above suspicion. The key to the 
mystery may be the examination of the blood. In ‘a recent 
article F. R. Menegh'’? claims that disease of the biliary 
tract was an etiological factor in 50 per cent. of his eases. 
A high incidence of urticaria has been described in patients 
with syphilis, and I have met with this coincidence on 
several occasions, but antispecific treatment has not pre- 
vented the recurrence of the wheals. 

It is sufficiently obvious that there are innumerable 
possibilities to be considered, and that the physician who 
suecessfully detects the offending abnormality has good 
reason to congratulate himself. That trauma plays an 


important part as an exciting cause was demonstrated as 
long ago as 1888 by Jaquet, who found that when a limb 
of a patient suffering from generalized urticaria was 
protected the wheals did not arise on the skin of that limb, 


Desensitization. 

Should the offending antigen be detected, desensitiza- 
tion may be attempted by giving minute, increasing doses 
until tolerance is established. On the assumption that 
urticaria is a manifestation of the anaphylactic state 
French dermatologists have recently advocated the inges- 
tion of 0.5 gram of peptone one hour before each meal. 


Empirical Remedies. 

Calcium salts have had a long innings, but in my expe- 
rience the results have been singularly disappointing, and 
in my opinion confidence in the supposed virtues of this 
drug have many times been responsible for an inadequate 
examination of patients. Urticaria has been noted in 
hypothyroidism; therefore thyroid extract has recently 
been prescribed as a remedy ; one author, indeed, proclaims 
it as a specific. I do not go so far with him, but believe, 
in the unhappy event of the actual cause not being ascer- 
tained, that thyroid extract is worthy of a trial. Papular 
urticaria is influenced neither by dieting nor drugs, but, 
as already mentioned, the patient obtains a respite if he be 
removed from his own environment. True, the rash often 
recurs when the patient returns home, but I have noted 
a permanent benefit in a number of instances, and recom- 
mend a trial when practicable. 
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BIOCHEMICAL INVESTIGATIONS IN ALLERGIC 
CONDITIONS.* 


BY 


H. W. BARBER, M.A., M.B., F.R.C.P., 
AND 


G. H. ORIEL, M.A., M.D. 


Ocvr communication is concerned almost entirely with 
certain biochemical investigations carried out by one of 
us (G. H. 0.) in what may be termed allergic conditions. 
The werd ‘ allergy,’ in the sense originally employed by 
von Pirquet, has a narrower significance than. others have 
given to it, for, as Darier points out, although including 
all forms of acquired hypersensitiveness, it excludes inborn 
hypersensitiveness or idiosyncrasy. We do not, however, 
consider this distinction of practical importance, or, in fact, 
valid, and with Doerr, Zinsser, Wells, Duke, and others, 
we employ the term to indicate almost all forms of 
hypersensitiveness, 
Allergy is beyond question the most important biological 
and medical problem that exists or ever has existed, for it 
represents the pathology of the reaction of man and the 
lower animals to their environment—to the air they 
breathe, the physical agents, such as light, heat, and cold, 
to which they are exposed, the food they eat, and the 
various parasitic organisms which may invade them. 
Moreover, in our opinion the discussions that have 
arisen as to whether or not the so-called allergic con- 
ditions, such as hay fever, asthma, and urticaria, should 
be termed anaphylactic reactions, or whether they differ 
essentially from. true anaphylaxis as produced in animals 
experimentally, or as it may occur accidentally in man, 
are profitless. The important fact is that many of the 


*Read in a discussion on urticaria in the Section of Dermatology, of 
the Annual Meeting of the British Medical Association, Cardiff, 192. 
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symptoms to which sensitized persons are liable: are 
identical with those ‘seen in animals suffering from 
anaphylactic shock—for example, contraction of the pilo- 


motor muscles with erection of the hair. follicles, sneezing 


and coughing, pruritus, urticaria, respiratory distress con- 
seque.t upon the contraction of the smooth muscle of the 
bronchioles, and oedema of the bronchial mucous membrane, 
diarrhoea, diuresis, and epileptiform convulsions. 

The following list includes the majority of conditions 
which are certainly, or in some instances probably, of 


‘allergic origin: 


Cutaneous.—Urticaria; true infantile eczema; cértain forms 
of eczema occurring after infancy; certain forms of pruritus; 
prurigo of the Besnier type; prurigo of the Hebra type; 


‘piurigo of the simple type; prurigo nodularis; urticaria 
papulosa (lichen urticatus, strophulus); ichthyosis; light sensi- 


tization of the adult type; dermatitis herpetiformis (probably). 
Subcutaneous.—Angioneurotic oedema. 
Respiratory Tract.—Paroxysmal rhinitis, of which hay 
fever is one of the commonest examples; asthma. 
Gastro-intestinal Tract.—Certain forms of vomiting and 
diarrhoea. 
Nervous System.—Migraine ; epilepsy (probably). 
Articular System.—Paroxysmal hydrarthrosis. 


This list, although it may appear formidable, is doubt- 
less incomplete. Freeman’ includes functional albuminuria, 
and tentatively dermographia, paroxysmal colitis, and 
white leg. 

The literature of allergic conditions, from beth the 
clinical and the patholegical standpoint, is so vast that 
we have made no attempt to review it. We shall merely 
summarize our own observations and refer to a few com- 
munications of other workers that bear upon them. 

It may be of interest to record how we came to investi- 
gate the biochemistry of allergic manifestations. It seems 
clear that in cases of what may be called the ichthyosis- 
asthma-hay fever-eczema-prurigo-urticaria-migraine syn- 
drome, in which there is almost invariably a strong family 
history of one or other of these various manifestations, 
there must be some inborn metabolic kink—comparable 
to Garrod’s *‘ inborn errors of metabolism ’’—which predis- 
poses the affected person to becoming sensitized to various 
proteins. 

The inherited ‘ sensitizability ’? of Cooke and van der 
Veer must have some metabolic explanation, and in persons, 
previously normal, who develop the allergic state it was 
thought the same metabolic error would be found. Now 
the view has long been held, not only by certain clinicians 
but also by laboratory workers, that both in experimental 
anaphylaxis and in allergic conditions, such as asthma and 
urticaria, the essential factor is what may be vaguely 
termed ‘* hepatic insufficiency.’? One need only refer in 
this connexion to the writings of Widal and his co-workers, 
of Manwaring, and, from the clinical standpoint, to the 
views of Moncorgé and others, on the pathogenesis of 
asthma. 

‘One of us (G. H. O.), working on oedema from the 
biochemical point of view, had discovered a phenomenon 
in the urine, which may be termed the “ ether reaction,” 
in certain cases of cardiac failure. This reaction will be 
described and discussed later. On testing the urine of 
normal controls, he found that one of his laboratory 
assistants gave a strongly positive test, and on questioning 
the man, he learnt that he was healthy except that he 
suffered from urticaria. It was then found that other 
urticarial subjects. also gave positive tests. The question 
therefore was: What is the connexion between cardiac 


‘ ’ 


failure with oedema and urticaria? It occurred to us that 


the most probable explanation was either that in both 
conditions there is some degree of hepatic insufficiency, 
of which the ether reaction in the urine is an indication, 
or that some factor concerned with the production of 
tissue oedema was common to both. It was then decided 
to test the urines of persons with allergic symptoms other 
than urticaria, and positive reactions were at once found 
in cases of prurigo of the Besnier type, with or without 
asthma, in asthma without cutaneous symptoms, in urti- 
caria papulosa, in angioneurotic oedema, in certain cases 
of prurigo of the simple type, in infantile eczema, and in 


migraine. Numerous normal controls were, of course, also 
tested. It was further found that the reaction was 
strongly positive in obstructive jaundice, in cirrhosis of 
the liver, and in cases of toxic jaundice—for example, 
from salvarsan or acute infections—thus lending, perhaps, 
additional support to the view that the reaction was an 
indication of hepatic insufficiency. 

Assuming, therefore, that these allergic conditions were, 
at any rate in some cases, associated with functional 
hepatic insufficiency, and that such insufficiency concerned 
protein metabolism (cf. the proteopexic function of the 
liver of Widal) the next step was to estimate the amino- 
acid content of the blood in patients with allergic mani- 
festations and in normal controls. 

The method used was that of Folin, as described in 
Recent Advances in Medicine by Beaumont and Dodds. 


Am1No-acip ContTENT OF THE BLOop. 

It would appear from our own investigations and those 
of others that the average normal figure for the amino-acid 
content of the blood is from 4.0 to 6.5 mg. per 100 c.cm., 
the latter figure being distinctly a “ high normal.’’ In 
order to determine the effect of a meal containing plenty 
of protein, what may be called ‘‘protein-tolerance tests ’’ 
were performed in normal subjects and in those with 
allergic symptoms. A determination of the amino-acid 
content of the blood was made before breakfast or several 
hours after a meal, and a mixed meal containing various 
proteins was then given, and estimations were made one, 
two, and three hours afterwards—for example: 


G. H. O., normal subject : before breakfast 3.7 mg. per 100 c.cm.; 
one hour after breakfast 4.7 mg., which figure remained constant 
two and three hours afterwards. 

N., normal subject : 5.0 mg. before a meal; 5.8 mg. afterwards. 

K. R., normal : 4.0 mg. before ; 5.6 mg. afterwards. 

A., a case of dermographism and urticaria: 5.0 mg. before a 
meal; one hour afterwards 5.5 mg.; two hours afterwards 6.2 mg., 
when there was slight urticaria; three hours afterwards 5.8 mg., 
when the urticaria had disappeared. 

W., a case of asthma and prurigo: fasting 7.0 mg.; one hour 
after meal 7.2 mg.; two hours after 7.4 mg.; three hours after 7.2. 
It will thus be seen that there is a slight rise in the amino-acid 
content of the blood after a protein meal both in normal persons 
and in others. 


A very large number of estimations have been carried 
out in patients with allergic manifestations, the majority 
of cases investigated being classical examples of the 
ichthyosis - asthma - hay fever - eczema - prurigo - urticaria- 
migraine syndrome, in a considerable proportion of which 
more than one of these various symptcms were combined. 
In this group, which for brevity’s sake we will term the 
asthma-prurigo group, a high amino-acid content of the 
blood was found to be constant in untreated cases; but 
it is necessary to make this reservation—that the patients 
as a rule were seen when one or other of their symptoms, 
usually the prurigo, was active. After dietetic and other 
treatment, and probably also™@uring the remissions, that 
so often and so inexplicably occur in these patients, normal 
figures may be obtained. For example: 


W. was a typical example of the group; he gave a family 
history of asthma and migraine, suffered himself from infantile 
eczeina, which was later followed by asthma and prurigo of the 
Besnier type with lichenification, involving chiefly the antecubital 
fossae, the popliteal spaces, the dorsal surfaces of the wrists and 
hands, the circumoral and frontal regions. He is an ichthyotic. 
When seen early in December, 1927, he was having moderately 
severe asthmatic attacks about three times a week and nocturnal 
exacerbations of itching. His lips were bluish in colour, and 
rhonchi were audible in the chest. The blood, drawn in the 
afternoon—a quiescent period—gave an amino-acid content of 7.0 mg. 
per 100 c.cm. He was ordered a vegetarian diet except that he 
was told to eat some lightly cooked liver, if possible, daily, and 
given sal volatile to take thrice daily. In a fortnight he returned 
transformed in appearance; he was entirely free from asthma, had 
little or no itching, and his lips were now pink. The amino-acid 
figure was 5.8—that is, normal. Treatment was suspended; he 
returned in January, having kept very well except for _ 
asthma and itching at night-time. His amino-acid figure then 
was 7.0. Early in March he came again, having had a severe 
relapse following a gastro-intestinal upset; he was having asthma 
every night, with intense wove his lips had become blue again, 
and his chest was full of rhonchi. The amino-acid figure was 9.3. 
Treatment was again ordered, and he returned in a_ fortnight 
much improved. The amino-acid content had fallen to 7.0. 


It is our impression that in cases of Besnier’s prurigo, 
with or without asthma, the amino-acid content of the 
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blood tends to be high even during periods of comparative 
freedom from itching. Thus: 

S.C., a man aged 42; family history of eczema; ichthyosis on 
the father’s side. Had infantile eczema. Asthma began at the 
age of 2 years. Asthma and irritation of the skin were provoked 
by contact with horses and cows; also asthma with catarrhal 
infections. Severe urticaria and ioneurotic oedema from 
Brazil-nut, which once nearly caused death from oedema of the 
glottis, when taken accidentally. Has ichthyosis and prurigo of 
the Besnier type in antecubital fossae, popliteal spaces, wrists, 
and face. Cutaneous testis: Horse +++; cattle +; dog +; 
sheep +; Brazil-nut +++. During a period of almost complete 
absence of symptoms nevertheless had an amino-acid figure of 9.8. 

V., a little boy with Bestier’s prurigo;, formerly infantile 
eczema and asthma; at a time when the prurigo was slight 
had an amino-acid figure of 8.2. 

P. B., a little girl with asthma, hay fever, horse sensiliveness, 
eczema, prurigo, and urticaria. Seen during one of her best 
periods, when she was having no asthma and only slight itching ; 
amino-acid 9.3. 


Of forty-one patients belonging to this group, in 
nearly all of whom there was a combination of asthma or 
hay fever with prurigo of the Besnier type, and several 
of whom were ichthyotics, the average figure for the amino- 
acid content of the blood was 8.8. The highest figure in 
this series was 10.7, the lowest 7.0, but examinations made 
in a few asthmatic patients during an actual attack gave 
much higher readings—for example, 17.5 in one case, 18.6 
in another. These figures have not been included in the 
above series. 

In simple cases of urticaria and of asthma without 
prurigo it would appear that in the intervals between the 
attacks the amino-acid figure may be normal, or nearly so, 
but it rises rapidly during the paroxysms. Thus the 
asthmatic who in an attack gave the above figure of 18.6 
gave in a quiescent period only 6.8, and the patient with 
17.5 in the attack at another examination gave 8.0. One 
case of urticaria gave 6.4, rising during an attack to 
11.8; another 5.0, rising to 7.4 and 9.3. Some of our 
urticarial patients with nocturnal attacks have given 
figures well within normal limits during the daytime; in 
others, however, they have been raised even at times when 
no eruption was present. A patient with angioneurotic 
oedema gave 6.0 in an interval between attacks, rising 
to 8.2 during one. 

To sum up, the conclusions at which we have arrived 
from investigations made in a large number of patients 
are as follows: 


1. During the acute paroxysms of allergic manifestations the 
amino-acid content of the blood is very markedly raised. 

2. In cases of prurigo of the Besnier type, in which asthma, 
hay fever, and ichthyosis were often also present, high figures 
were usually obtained even during periods of comparative 
freedom from symptoms. The figure rose still higher during the 
paroxysms of itching. 

3. In cases of simple urticaria or of angioneurotic oedema, 
and of asthma without prurigo, the figure may be normal or 
nearly so in the quiescent stage, but is constantly raised, 
sometimes to an extraordinary extent, during the attacks. 


A raised amino-acid content of the blood has also been 
found in cases of light-sensitization of the adult type, in 
four cases of dermatitis herpetiformis, in some cases of 
simple prurigo occurring for the first time in adult life, in 
prurigo nodularis (three cases), in certain cases of eczema 
of the ‘‘ gouty ”’ type associated with a high blood pressure, 
in a case of dermatitis exfoliativa of unknown cause, in 
cases of salvarsan poisoning with jaundice, in one patient 
with cirrhosis of the liver, and in a case of intermittent 
hydrarthrosis associated with psoriasis. On the other 
hand, normal figures have been obtained in uncomplicated 
psoriasis, in one case of cirrhosis of the liver, in one case 
of toxic jaundice following tonsillectomy, in a case of 
sarcoid, in one of alopecia areata, and in a case of 
generalized eczematous dermatitis apparently duo to 
septic absorption. In healthy normal subjects ‘the figures 
are remarkably constant. — 

In experimental anaphylactic shock Hisanobu found a 
rise in the blood of total non-protein nitrogen and of 
amino-nitrogen. 

With regard to the other non-protein nitrogenous sub- 
stances—for example, urea, uric acid, and creatinine—we 
have not as yet estimated them in the blood in a sufficient 


number of cases to enable us to draw any definite con- 
clusions, but it would appear that during the acute 
paroxysms their quantity is raised. At all events, they are 
excreted in increased amounts in the urine at and during 


_ the period immediately following the paroxysms, and the 


output of creatinine would seem to be particularly high 
in cases of urticaria. Such an increase of non-protein 
nitrogen excretion has also been observed by Longcope and 
Rackemann to follow attacks of acute urticaria. 

As to the significance of a raised amino-acid content of 
the blood we can say nothing. It is possiMle that it may 
be at' any rate partly accounted for by the presence in the 
blood of toxic amines, of the histamine type, which are 
known to produce symptoms comparable to anaplrylacti¢ 
shock, and the various allergic manifestations. On the 
other hand, it may merely be an indication of the disturb- 
ance of endogenous protein metabolism that obtains in 
anaphylactic shock, and in the proteose intoxication which, 
as Whipple and others have shown, occurs in experimental 
intestinal obstruction, and in which the non-protein nitro- 
gen in the blood is greatly raised. That the endogenous 
protein metabolism is excessive in the acute stage of 
allergic states is shown by the increased creatinine excretion 
that follows them. 


CHLORIDES. 

In the early period of our work the importance of the 
chloride content of the blood and of the urinary excretion 
of chloride was not realized. Of late, however, one of us 
(G. H. O.) has investigated cases of various diseases from 
this point of view, with significant results. 

In serum disease von Pirquet and Schick showed that 
there was a relative increase in weight which they con- 
sidered due to retention of fluid. Rackemami, Longcope; 
and Peters demonstrated that there is, during the active 
stage of serum disease, a marked but transient retention 
of chlorides and water, associated sometimes with a slight 
albuminuria and cylindruria, and occasionally with an 
impairment of the excretion of phenolsulphonephthalein 
by the kidneys. They stated that in patients with oedema 
and a gain in weight during serum sickness the plasma 
chlorides were below normal. Rackemann and Longcope 
also investigated six cases of urticaria both during and 
after attacks. In one patient sensitive to beef and sheep 
protein the attack of urticaria was associated with a rise 
in blood urea, a decrease in the phthalein output, 
diminished excretion of urine, and almost complete suppres- 
sion ‘of chloride and nitrogen excretion. During the period 
immediately after recovery the nitrogen and chloride ex- 
cretions were excessive, and the blood urea, the phthalein 
output, and the water exchange returned to normal. 
During this period there was a loss of almost 8 Ib. in 
weight. These results, as will be seen, correspond almost 
exactly with our own findings in allergic diseases. 

In infantile eczema Lust and Lederer found at times a 
considerable increase in the water content of the blood as 
compared with normal infants, and wide and_ rapidly 
occurring fluctuations of the water content were character- 
istic. These fluctuations appeared to depend on alterations 
in the metabolism of mineral salts. Freund found that 
eczematous infants showed a much greater retention of 
chloride than non-eczematous infants on the same diet. 
This retention of chloride was coincident with a rapid gain 
in weight due to a simultaneous water retention. Meyer 
found that if eczematous infants were underfed there was 
a much greater excretion of mineral salts than in normal 
infants on the same diet. 

In considering the chloride content of the blood a distine- 
tion must be drawn between the serum content and the 
whole blood content. The chloride content of a given volume 
of serum is greater than that of the same volume of whole 
blood, showing that normally the serum chloride exceeds 
that in the corpuscles. The normal readings are fairly 
constant: a series of estimations in normal controls gave 
figures varying from 570 to 585 mg. per 100 c.cm. of serum, 
and 454 té 495 mg. per 100 c.cm. of whole blood. These 
may probably be taken to represent the normal limits. The 
chloride content is estimated as the chlorine ion, and the 
result expressed in terms of sodium chloride, although the 


actual combination of the chlorine ion varies in the serum . 
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and the red cell; it is probably present as sodium chloride 
in the serum and potassium chloride in the red cell. 

Now it would appear that in acute and chronic allergic 
manifestations the whole blood chlorides are markedly 
diminished, whereas the serum chlorides may remain about 
normal—that is, there is a reduction of the corpuscle 
content of chloride. As with the increase of the blood 
amino-acid content, we have found that this reduction of 
whole-blood chloride is most constantly found in the asthma- 
prurigo group, and, like it, varies with the exacerbation 
or remission of the symptoms. In simple. urticaria the 
chloride reduction takes place, like the increase in blood 
amino-acid, during the attacks, and usually returns to 
normal in the intervals. Thus: 


Amino-acid| 
Content of | Serum NaCl. 
Disease. — os per Me per 
Mg. per c.cm. 
100 c.cm. 100 c.cm. 

Normal ... ou 4.0-6.5 570-585 454-495 
1, Asthma, ichthyosis, prurigo... 7.0-9.3 577 346 
2, ” ” 7.0-7.7 561 363 
3 ” 7.0 627 396 
4, 7.0 561 322 
5. 7.0 610 380 
6. 7,0 280 
1. 8.7 305 
10, Asthma, ichthyosis, prurigo, 10.0 . 412 

urticaria 
ll. Angioneurotic oedema, urti- 7.0 396 

caria (quiescent stage) 
2, Asthma, ichthyosis, prurigo, | 9.3 412 

urticaria 
| 7.0 577 363 


One case of severe prurigo of the Besnier type associated 
with occasional attacks of asthma was investigated at 
various times. 


On April 24th, 1928, after having been for some time on a vege- 
tarian diet, the patient was fairly free from itching; amino-acid 
34 mg. per 100 c.cm.; serum NaCl 577 mg. per 100 c.cm.; whole 
blood NaCl 396 mg. per 100 c.cm. Given sal volatile, potassium 
bicarbonate, and urea. On May Ist was much better. Serum 
NaCl 610 mg. per .100 c.cm.; whole blood NaCl 430 mg. per 
10 c.cm. On May 7th patient had a relapse with severe itching 
and asthma foilowing a catarrhal infection with some pyrexia. 
Amino-acid 7.0 mg. per 100 c.cm,; serum NaCl 561 mg. r 
10 ¢.em.; whole blood NaCl 363 mg. per 100 c.cm. On May 13th 
the asthma had gone, but there was still some itching. Amino- 
acid 7.7 mg. per 100 c.em.; whole blood NaCl 396 mg. per 100 c.cm. 


A case of angioneurotic oedema gave the following 
figures : 


! 
| Before Attack. During Attack. 


Amino-acid... ... «| 5.8 mg. per 100 c.cm. 8.2 mg. per 100 c.cm. 
NaCl (whole blood) ... | 480 396 ” 


THe URINE. 

A study of the urine has proved of very great interest 
and importance in allergic states, and it is no exaggeration 
to say that not only can we now deduce from a given 
specimen, taken from a person with allergic symptoms, 
Whether it was passed at the onset or during the paroxysm 
or in the period following it, but we can also predict the 
Uwinary findings according to the condition of the patient 
at a given time. 

_ There are two phenomena which we believe to be almost 

if not quite constant in persons with allergic symptoms at 

certain times during’ the periods of active manifestations— 

tamely, the ether reaction, already referred to, and the 

deposition of urates in the urine on cooling. These will 
discussed later. 


Before considering the urinary findings in detail it is 
advisable to summarize what we have found to occur in the 
cycle of events that takes place in all the acute allergic 
states so far investigated—for example, an attack of 
asthma, urticaria, angioneurotic oedema, or migraine, and 
in the paroxysms of itching that occur periodically in 
prurigo and infantile eczema. In the period just preced- 
ing and during the paroxysms we find: 

Blood: 

. The amino-acid content rises. 
2.-The uric acid and creatinine are also apparently 
increased. 


3. The chloride content of the whole -blood—chiefly of the 
corpuscles—falls. 


Urine: 

1. Free acidity rises. 

2. Urates are often deposited when the urine cools. 

3. Diminished water excretion, so that the specific gravity is 
usually high. 

4. Retention of chlorides. 

5. Ether reaction strongly positive. 

6. Ammonia excretion rises and the ratio of free acid to 
ammonia is altered. 

7. Excretion of amino-acid, creatinine, and uric acid begins 


to rise. 


In the period_following the subsidence of the paroxysm 
we find: 


Blood: 

1. The amino-acid content falls ome, 

2. The uric acid and creatinine also diminish. 

3. The chloride content of the whole blood rises again. 
Urine: 

1. The free acidity rapidly and prearemively falls, and the 
urine tends to become neutral and finally alkaline, some- 
times strongly so. 

2. Increased excretion of water, so that the volume is 
raised and the specific gravity falls (post-paroxysmal 
diuresis). 

The excretion of chlorides is increased. 

. The ether reaction diminishes and may entirely disappear. 

. The excretion of ammonia begins to fall, but it, so to 
speak, lags behind the diminishing excretion of acid so 
that the ratio of free acid to ammonia is still further 
altered. 

6. Excretion of amino-acid, creatinine, and uric acid gradu- 
ally falls. 


The Precipitation of Urates. 

The precipitation of urates in the urine on cooling is 
a phenomenon that has not, in our opinion, received 
sufficient attention from clinicians. It is usually taught 
that such a precipitation when the urine cools depends on 
(1) the concentration, (2) acidity. As a matter of fact 
these factors are of relatively minor importance. We have 
seen a heavy deposit of urates in a urine with a quite low 
free acidity and a specific gravity of only 1012. The 
following remarks are taken almost in extenso from an 
article on renal calculi by Jacob Rosenbloom in Endocrino- 
logy and Metabolism (D. Appleton and Co., New York and 
London, 1924, vol. 4, pp. 465-467). 


Temperature, as is well known, kas a great influence on the 
solubility of acid sodium urate. It may often be observed 
that a precipitate which disappears on boiling the urine does 
not reappear on cooling, and that the urine remains clear 
for hours or even days. Some change must therefore have 


‘taken place in the urine by heating. Decomposition of uric 


acid is not in question; decrease of acidity from the small 
loss of CO, cannot account for the change. One can even 
make the urine more strongly acid after heating without 
hastening the formation of a precipitate. This phenomenon of 
change in solubility may be found at times in urines which 
give a dense uric acid precipitate on acidification. If one adds 
the same amount of acid to the heated urine the precipitation 
may fail or come later. 

It can be shown that, by boiling, a change in the solubility 
state of the colloid is produced. Lichtwitz examined fifty- 
seven such urines for their colloid conditions. The gold count 
was made before and after boiling, and the time noted that the 
sediment remained in solution. The gold count increased from 
two to ten times—that is, the urine colloids were in a state of 
precipitation in. these urines, and became reversible Grong? 
boiling, a8 gelatin by warming goes into a finer separation. In 
eighteen urines that precipitated on cooling the gold count 
was the same before as after boiling—that is, the colloid which 
these urines contained was in an irreversible precipitation state. 
Such urines may be without defence action for colloidal gold 
solutions. Lichtwitz observed a patient who passed urine for 


four weeks without a gold count with abundant uric acid ~ 


sediment; only on one day was the urine clear and acted 
protectively on the gold solution. 


: 


{ 
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These observations show that the solubility of the uric 
acid and its salts depends on the colloid state of the urine. 
The concentration is of subsidiary importance, for pre- 
cipitation may occur with quite normal amounts, while 
abnormal amounts may remain in solution. Other condi- 
tions: being the same, a sediment occurs naturally more 
readily in concentrated urine. The reaction is of signi- 
ficance merely in so far that precipitation only occurs in 
acid urines. If occasionally the reaction is neutral, it is 
due to the fact that in crystallization hydrogen ions have 
left the solution and thereby reduced its acidity. At any 
rate, in very strongly acid urines the uric acid may remain 
dissolved. 

The dominant factor for the solubility is the state of 
the urine colloids. It may be here remarked that, since 
the precipitation of urates does not depend on the uric 
acid itself, such precipitation does not in any way indicate 
the ‘“‘ uric acid diathesis.’”’ Brugsch and Schittenhelm 
have pointed out that whereas true gout is extremely 
rare in childhood, uric acid stone is most frequent, and 
tho majority of cases of urate stone diathesis occur without 
true gout. 

Now although the precipitation of urates may be found 
in the urines of apparently normal healthy people, it is, 
in our experience, comparatively rare, and we believe that, 
apart, perhaps, from its occurrence after excessive sweat- 
ing, it is an indication, even in persons organically sound, 
of at any rate a temporary functional metabolic disturb- 
ance. One of us (H. W. B.) makes a rule to examine an 
early morning specimen of urine of nearly every patent 
he sees in private practice, and urates are more commonly 
deposited in the night or early morning urine than at 
other times; nevertheless, except in patients with allergic 
symptoms, it is rare to see a specimen with uratic sediment. 
Even in patients with acute seborrhoeic manifestations, 
in whom the urine is usually excessively acid, such sediment 
is very uncommon. 

In allergic diseases, however, it is so frequently met 
with as to be almost constant at some period in the 
twenty-four hours, at least during the phase of active 
manifestations. In infantile eczema, urticaria, and in the 
asthma-prurigo syndrome, for example, an inquiry as to 
whether a reddish sediment has been noticed in the urine 
on cooling will almost invariably be met with an affirmative 
reply. 

It would seem, therefore, that in allergic diseases there 
is an alteration in the colloidal state of the urine which 
predisposes to the deposition of urates, and one naturally 
asks whether this phenomenon is not a reflexion in the 
urine of the crise hémoclasique, or colloido-clasique in the 
blood. 

The Ether Reaction. 


This reaction, as has been said, was first observed by. 


one of us (G. H. O.) in cases of cardiac failure with 
vedema. The test is performed as follows: To a few cubic 
centimetres of urine are added first a little of a 25 per cent. 
solution of sulphuric acid, and then sufficient ether to form 
a layer above the urine about half an inch in depth. The 
mixture is then thoroughly shaken, with the thumb over 
the mouth of the test tube, and allowed to stand. The 
layer of ether becomes frothy, but, if the reaction be 
positive, the froth in its lower part becomes viscous and 
_opaque, like melted wax, after ten minutes or so. In 
strongly positive tests the tube of urine can then be in- 
verted without spilling. The degree of positiveness is 
measured by the depth of the waxy scum beneath the 
superficial froth, and we would here emphasize that the 


_ test is one of degree only, because a slight reaction—that 


is, the formation of a narrow band of opaque scum—is 
frequently found in apparently normal people. For this 
reason we do not wish to exaggerate the importance of this 
reaction; nevertheless it is one of great interest, and 
deserves further study. 
Microscopically the viscid scum is found to consist of 
finely divided globules. When the ether is evaporated there 
remains a little urine. Chemical analysis has thrown no 
light on the phenomenon, the various substances identified 
in the scum being normal constituents of urine, such as 


‘ hippuric acid. Presumably, therefore, the reaction merely 


depends on reduction of surface tension. This is supported, 


perhaps, by the fact that it is well seen in jaundiced 
urines. 

As far as our observations go the reaction is always 
strongly positive during the acute phase of allergic mani. 
festations, but may disappear during the period of 
quiescence. We have, for example, found it very marked 
during the acute eruptive stage of urticaria and urticaria 
papulosa, though sometimes practically absent between the 
outbreaks. In migraine—and Dr. Moreland McCrea has 
confirmed this—it is positive during the attacks, but may 
be negative at other times. In infantile eczema ahd the 
asthma-prurigo syndrome, it may be well marked in practi. 
cally every specimen of urine examined, but is always most 
intense during the paroxysms of itching. 

We have also found it in serum sickness, in hepatic 
disease, in acute febrile infections such as pneumonia, and 
in certain cases of active tuberculosis; and we have seen 
it strongly positive in some cases of acute toxic eruptions 
from food poisoning, and in generalized eczemas due 
apparently to sensitization to external irritants. 

It would seem likely that there is a connexion between 
this reaction and the deposition of urates, both being 
probably dependent con an alteration in the colloid state 
of the urine, and it may be of significance that Kopoczwski 
and Vakram have shown that sodium oleate suppresses 
anaphylactic shock in sensitized animals, as also do saponin, 
sodium taurocholate, and sodium glycocholate, presumably 
owing to their power of reducing surface tension in the 
plasma. 

Urinary Acidity and Concentration. 

The acidity of the urine, as already remarked in the 
summary of what may be called the allergic cycle, varies 
according to the particular phase of the cycle. In the 
period preceding an attack the free acidity is, if anything, 
raised, but as the attack proceeds and diminishes. the 
acidity falls, and the urine tends to become neutral and 
sometimes strongly alkaline, with a deposit of phosphates. 
During the acid stage the urine is usually concentrated, 
there being a diminished water excretion, and very com- 
monly deposits urates on cooling, although, as has been 
remarked, uratic deposits may occur in urines of only 
moderate acidity and comparatively low specific gravity. 
During the alkaline stage it is dilute, there being a 
diuresis, which has long been noted clinically, for example, 
after asthmatic attacks. A patient may, in fact, during 
the same period of twenty-four hours, at one time pass 
a strongly acid concentrated urine with a deposit of urates 
and at another a highly alkaline dilute urine with a 
deposit of phosphates. 

Ammonia.—The ammonia excretion is one of the most 
remarkable features of the allergic state, because it does 
not correspond to the degree of acidity. The normal ratio 
between the free acid and the ammonia excretion varies 
from 1: 0.6 to 1: 1.5 according to Davis and Rixon,? 1:1 
being probably the normal average, according to our own 
investigations. 

In persons, with allergic symptoms the ammonia excretion 
is raised, often to an extraordinary extent, and the ratio 


is found to be abnormal at the period of and following the 


paroxysm. For example, a lady with asthma and lichenified 
eczema of the hands gave the following figures: 


Time. Ammonia.!} Ratio. Volume. 
4.15 p.m. 38.4 81.6 33258 120 ¢.cm. 
8.0 p.m. 50.4 138.0 1:16 180 c.cm. 45 c.cm. 
2.0 a.m. 29.4 124.0 1:3.0 210 c.cm. 35 c.cm. 
5.0 a.m. 14.4 98.0 1:4.0 180 c.cm. 60 c.cm. 
ke iv : 7.0 150 c cm. 
6.20 a.m. 8.0 95.0 
7.0 a.m. -8 34.0 210 c.cm. 
Total 132.6 580.6 Phe 1,050 c.cm. 


The asthmatic attack was nocturnal, and it will be 
observed that in the latter half of the night tho free 
acid progressively diminishes until at 7 a.m. the urine 
is alkaline, whereas the ammonia excretion, so to speak, 
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lags behind, and at 6.30 a.m. a ratio of 1: 7.0 is obtained. 

The diuresis accompanying the alkaline stage is well shown. 
A boy of 18 with asthma and prurigo gave the following 

figures : 

Day of No Attack. 


Time. | tia. | Ammonia.} Ratio. Volume. ! V 
11.20 a.m. | 24.0 91.8 1:2. | 150¢.cm. | 

§.15 p.m. 45.0 | 122.4 ee 150 ¢ em. 25 c.em. 
7.10 p.m. 23.0 67.3 2:38 .. 90 c.cm. 45 ¢.cm. 
5.45 a.m. 144.0 346.0 1:14 600¢c.cem. | 60c¢.cm. 

{ 

Total 236.0 627.5 1:15 9sWecm. | 
Day of Attack. 
Time Free | Ammonia Ratio Volume Volume per 
1.20 p.m. | 16.0 122.4 2345 | 9) c.cm. 
4.10p.m. | 7.0 65.0 1:54 %cem. e.cm. 
710 p.m. | 12.0 38.0 1:20 | | 

4.30a.m. 79.2 314.0 1:30 | 6€60¢cm. 

c.cm 
®15a.m. | 27.0 128.0 1:28 | 270c.cm. 

Total | M41 | 667 1:2.7  1,200¢.cm 


The following figures were recorded in a case of angio- 
neurotic oedema : 


Free Volume per 
Time. Acia. | 4mmonia.| Ratio. Volume. | H — 
710 p.m. 52.8 157.0 1:17 | 3%0c.cm. | 
Adrenaline 
0 p.m. 
6.0 a.m. 115.2 440.0 2:33 720 c.em. 65 c.cm. 
10.45 a.m. neutral 146.0 330 c.em. 66 ¢.cm. 
1.45 p.m. neutral 34.0 90 c.cm. c.cm. 
4.0 p.m. — 26.4 67.0 * 660 c.cm. 320 ¢.em 
Total 142 884 1:3.6 2,130 c.cm. 


It will be noted in this case that the attack of angio- 
neurotic oedema was already present when the investiga- 
tions were begun, and that adrenaline was administered 
after the first specimen of urine was examined. The 
figures show the gradual diminution of acidity with 
wtimate alkalinity, although the ammonia excretion 
remains high, and the very marked diuresis. Moreover, 
it will be seen that this progression towards the alkaline 
side is common to both asthma and angioneurotic oedema, 
and cannot be explained merely by the hyperpnoea that 
oeurs in asthma. 

Urea, Creatinine, and Urie Acid.—It will thus be seen 
that the ammonia excretion is raised in association with 
the paroxysms; the other non-protein nitrogenous sub- 
stances—namely, urea, creatinine, and uric acid—are also 
correspondingly increased. 

Chlorides.—The diminution of the chloride content of 
the red corpuscles has already been noted. Examination 
sf specimens of urine taken at different times during the 
twenty-four hours in a patient with active allergic sym- 
ptoms has shown repeatedly that during the active stage 
there is retention of chlorides, with a consequent low 
xeretion of them in the urine, whereas after the paroxysm 
the excretion rises. This chloride retention has been shown 
to occur by Rackemann, Longcope, and Peters in serum 
sickness, and by Longcope and Rackemann in cases of urti- 
‘aria. It is a well-known phenomenon in pneumonia and 
in other acute infections, such as scarlatina and typhoid 


herself and by 


fever. Kartamitschew and Pokorwy, and d’Urbach, have 


also emphasized its occurrence in pemphigus vulgaris and in 
dermatitis herpetiformis. In all probability it is a pro- 
tective mechanism, and the experiments of Richet and 
others on the prevention of anaphylactic shock in animals 
by the previous injection of sodium chloride support this 
view. 

ConcivsIons. 

The points we would emphasize in the foregoing summary 
of some of our investigations into the metabolism of allergic 
conditions are as follows: 

1. Certain phenomena have been demonstrated to occur 
with remarkable constancy in various manifestations of 
the allergic state; some of these have already been described 
in experimental anaphylaxis and in serum sickness, which 
is generally admitted to be truly anaphylactic in origin. 

2. In the allergic state, whether it be intermittent, as 
in certain cases of urticaria, angioneurotic oedema, and 
asthma, or whether it be more or less chronic, with 
periodical exacerbations or remissions, as in Besnier’s 
prurigo and infantile eczema, there can be recognized 
a definite cycle of events corresponding to the pre- 
paroxysmal stage, the actual paroxysm, and the post- 
paroxysmal stage. In this cycle the most striking features 
are: 

{a) The rise in the amino-acid content of the blood. 

(+) The rise in the ammonia excretion out of all proportion 
to the excretion of acid in the urine. 

(c) The lowering of the corpuscle content of chloride, and 


the retention of chloride during the paroxysm with its subse- 
quent excretion, as in pneumonia and other acute infections. 
(d) The deposition of urates in the pre-paroxysmal or par- 
oxysmal stage. 
: (e) The ether reaction during the periods of active mani- 
festations. 
(f) The diuresis, with decreasing acidity and sometimes 
marked alkalinity. of the urine in the post-paroxysmal stage. 


3. The deposition of urates and the ether reaction in 


the urine indicate an alteration in its colloid state, com- - 


parable probably to the colloidal change that is held to 
occur in the blood during anaphylactic shock. 

4. It is probable that the increased ammonia excretion 
and the retention of chlorides are protective mechanisms. 


REFERENCES. 
1 Lancet, February llth, 1928, p. 228. * British Medical Journal, 1927, 
i, 758. 
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HAEMOGLOBINURIA AND URTICARIA ARISING 
FROM COLD. 


A Nove oN THE PRESENCE OF A DERMOLYSIN.* 
BY 


KENNETH E. HARRIS,t THOMAS LEWIS, 


anp JANET M. VAUGHAN. 
(From University College Hospital Medical School.) 


OpsERVATIONS upon three patients, the first suffering from 
paroxysmal haemoglobinuria and urticaria, the second 
from simple cold urticaria, and the third from un- 
complicated paroxysmal haemoglobinuria, are here recorded. 
The investigations are still incomplete; the present note is 
therefore a preliminary account only. 


CasE I. 

H. D. is a slightly anaemic girl. aged 11 years; for about 
two years she has passed dark urine after exposure to cold, 
such as going out in winter or washing herself in cold water. 
Apart from a positive Wassermann reaction, given beth by 

Se mother, there is no evidence of congenital 
syphilis. When tested by bathing in cold water to demonstrate 
the haemoglobinuria extensive whealing of the skin developed. 
On further questioning she has given a history of nettlerash 
appearing after being out in the cold, on exposed areas of 
the body, and mainly affecting the hands and the face. 


The case is typical of paroxysmal haemoglobinuria 
occurring in response to exposure’ to cold. This con- 
dition has been proved by Donath and Landsteiner,' 
Eason,? and others to be due to the presence in the 
patient’s blood of a haemolysin, which unites with ved 


‘* Work undertaken on behalf of the Medical Research Counci 
+ Assistant on the Medical Unit. : 
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blood cells only at relatively low temperatures, but requires 
subsequent warming to body temperature to allow the 
necessary union with complement and consequent haemo- 
lysis. This phenomenon has been demonstrated by 
repeated experiments on the blood of our patient in vitro. 
The skin reaction to cold in this patient is of the usual 
form seen in other skin injuries—namely, the triple 
response; cold of the degree here used produces no such 
response in normal persons. In previous publications from 
this laboratory’ * a great deal of evidence has been brought 
forward to show that this triple response—namely, local 
reddening, increased permeability leading to whealing, and 
a reflex arteriolar flare—is due to the liberation of a 
histamine-like substance already present in the skin cells. 
The reaction occurs in this patient as a sequel to cold 
applications, temperatures of from 0° to 19° C. being 
effective in producing whealing; at 0° C. cooling for only 
half a minute is sufficient. The reaction is purely local. 

The response of the skin to cooling is due to the presence 
of a dermolysin in the patient’s blood. The skin of other 
subjects is rendered similarly sensitive to cold by the intra- 
dermic injection of this patient’s serum. 

The conditions under which the dermolysin and the 
haemolysin act are similar. Thus, cooling followed by 
warming is essential in both instances, and very prolonged 
cooling is unfavourable to both reactions. 


It. 

H. M. is an artist, aged 64 years; he was admitted for 
cardiac failure with venous congestion and slight oedema, but 
without sign of valvular lesion. There is no history of 
haemoglobinuria nor evidence of syphilis. Whilst in 
icspital his skin was found to be abnormally sensitive to cold, 
end he then gave a history, extending over a period of twenty- 
five years,. of nettlerash occurring on any surface exposed 
to cold. 

In this patient cold produces urticaria locally in the 
skin; exposure at 0° and 10° C. for ten minutes gives a 
typical urticarial reaction; but his responses to varying 
degrees of cold and length of exposure are somewhat 
variable from day to day. Prolonged exposure of the arms 
to cold water gives no haemoglobinuria; in vitro tests 
provide no evidence of a haemolysin in his blood. His 
serum, however, contains a dermolysin, which can be 
transferred readily. to the skins of normal subjects by 
injection, causing them to react similarly to cold. 


Case II. 

W. W. M., a boy of 9 years, had frequent attacks of red 
urine for three winters, but is said to have had none for the 
last four years. The attacks always followed exposure to 
ecld. The boy’s Wassermann reaction was positive four years 
ago, but is now negative (he has been receiving antisyphilitic 
treatment). There is no history of skin eruptions. 7 


This boy, giving as he does a typical history of 
paroxysmal haemoglobinuria, has at present a haemolysin 
in the blood, as shown by in vitro tests. The skin has 
been tested with varying degrees of cold from 0° to 15° C., 
but no whealing can be obtained. The skin of a control 
subject injected with the patient’s serum fails to react to 
cold, 

On the basis of observations upon these three patients, 
and upon other observations to be described at a later 
date, we conclude that there are three types of case in 
which there is a specific reaction to cold—namely, simple 
haemoglobinuria, simple urticaria, and haemoglobinuria and 
urticaria combined. The haemoglobinuria in the first and 
third types is due to a haemolysin, the urticaria of the 
second and third types to a dermolysin. We have as yet’ 
insufficient evidence to show that these two substances are 
either identical or different, but this question is being 
investigated further; we have evidence, in their frequent 
association and in the general resemblance of the corre- 
sponding reactions, that the two substances are closely 
allied. pathogenetically. 

REFERENCES. 
med, Woch., 1904, li, 1590; and Zeit. 
Journ, Path, and Bact., 1906, xi, 167. 
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RADIUM TREATMENT OF INTRINSIC CARCINOMA 
OF THE LARYNX.* 


N. S. FINZI, M.B., M.R.C.S., L.R.C.P., 


MEDICAL OFFICER IN CHARGE OF X-RAY DEPARTMENT, ST. BARTHOLOMEW’S 
HOSPITAL ; 


AND 


DOUGLAS HARMER, M.B., B.Curr., F.R.C.S., 


SURGEON, THROAT DEPARTMENT, AND LECTURER ON DISEASES OF THE 
THROAT, ST. BARTHOLOMEW’S HOSPITAL. 


Ar St. Bartholomew’s Hospital researches in radium 
therapy have been carried out since 1913, and many 
different types of growth have been treated. At first we 
employed large doses of radium, either as external applica. 
tions or buried in the centre of the growths. With these 
methods it was found that there was too much local 
destruction of tissues. Radium burns were often produced 
and the wounds healed slowly. Necrosis and_ sloughing 
of deeper tissues were caused, and in many _ instances 
secondary haemorrhages occurred. After fifteen years’ 
experience we have come to the conclusion that radiim 
should be buried in the tissues whenever possible, and 
that as a rule small amounts should be used for long 
periods. To obtain a uniform irradiation platinum-iridium 
needles containing radium are buried around the growth, 
the greatest care being taken to prevent sepsis. 

With smaller doses and better technique our results have 
gradually improved, and four years ago we devised an 
operation closely resembling that of Professor Bayet for 
the treatment of intrinsic cancer of the larynx which we 
hoped might give better results than the more mutilating 
treatments such as laryngo-fissure and laryngectomy. We 
have now ‘treated 15 cases of carcinoma of the larynx by 
this method; in 13 the diagnosis was confirmed. by micro- 
seopical sections before they were treated. 


Method Employed. 

A skin incision is made over the thyroid cartilage, 
starting at the centre of the hyoid bone and extending out- 
wards and downwards along the posterior border of the 
thyroid cartilage. The infra-hyoid muscles are exposed and 
split. longitudinally. The lateral aspect of the thyroid 
cartilage is exposed; the perichondrium covering it is 
divided and stripped backwards and forwards. The greater 
part of the cartilage is then resected. Thus a large window 
is mado in the thyroid cartilage, but a framework is left 
consisting of the four margins. By this means thie outer 
surface of the growth covered by the perichondrium is 
exposed. It is important not to destroy this capsvle or 
to cut into the growth. The cartilage is removed for two 
reasons—to allow the needles to be placed as close to the 
growth as possible, and to prevent the perichondritis or 
necrosis which may be caused by the radium. 

From five sto ten radium needles are thus inserted lying 
parallel to one another and vertical. To keep them in posi- 
tion the ends of the needles are tucked wnder the frame- 


work of the cartilage. Care is taken that the necdles do. 


not penetrate into the growth or into the larynx. At the 
lower end of the wound, if the growth is subglottic, the 
needles are pushed inside the cricoid ring, but in this 
situation the tissues are often so thin that occasionally 
the needles may perforate the air passage. 

Each needle has attached to it a piece of linen thread 
soaked in a solution of flavine 1 in 1,000. This material 
seems to cause less irritation than silk or others that have 
been tried. The threads are all tied together and buried 
beneath the muscles. Double sutures are inserte:| into the 
skin, half of them being tied at once to close the wound 
completely, and the other half left so that they can be 
tied later after the radium has been removed. No 
drainage is employed, and the skin incision is com 
pletely sealed with a collodion dressing. If the 
growth has extended across the middle line, a second 
\window is made in the thyroid cartilage on the opposite 
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side, and needles are buried there also. A low tracheotomy 
is then performed, This is deliberately made the last stage 
of the operation to prevent infection of the laryngeal 
wound. Tracheotomy has been pevformed in all the cases 
hecnuse the reaction which results from the radium may 
cause so much swelling that the glottis may become tem- 
porarily obstructed. In six of the cases the patient could 
not have breathed satisfactorily without a tracheotomy tube. 

The needles have been left in situ for periods of from 
four and a half to eight days, according to the dose of 
radium employed and to the extent of the growth that had 
to be treated. At the end of the treatment the wound 
was found to be infected in every ease. In some of them 
there was definite pus, while in others the exudation was 
serous, blood-stained, or fibrinous. Slight rises of tem- 
perature (99° to 101°) were common, but in only one case 
was the wound septic enough to cause anxiety. Cough has 
heen a prominent feature of all the cases while the radium 
was in sifu, and a good deal of sticky mucus has been 
secreted in the larynx. In no case has the inflammation 
extended downwards and caused bronchitis. With one 
exception, no shock has resulted from the treatment. 
There has been practically no pain or discomfort, and none 
of the patients has been ‘seriously ill. 

“The time of the removal of the needles depends to some 
extent on the amount of reaction and inflammation in the 
wound. In one case the suppuration was so severe that the 
needles had to be removed earlier than was intended. In 
such an instance the skin wound requires drainage for 
several weeks. After removal of the needles the wound 
should be thoroughly irrigated with hydrogen peroxide or 
flavine, and unless pus has been present {t should be closed 
completely wherever possible. If there is much effusion a 
small drainage tube may be retained for a few days. Some 
swelling and “induration of the neck results from this treat- 
ment, and may persist for a month or two. Ultimately the 
wounds heal soundly with soft movable scars. io 

Changes in the growth itself occur rapidly, and even in 
ten days the lesion may appear less nodular. Often the 
surface is then coated with a layer of white fibrin, the 


surrounding parts are generally oedematous, and in some | 


instances the swelling may occlude the glottis. Later 
the inflammation subsides, and after six weeks all signs 
of growth may have disappeared, leaving the cords 
symmetrical and equally movable. About this period the 
tracheotomy tube can usually be removed. 

Dosage and Filtration.—We have throughout used a 
0.5 mm. filter of platinum containing a small percentage of 
iridium. The applicators have been in the form of needles 
2cm. and 1 cm. long, containing respectively 1 or 0.5 mg. 
of radium element. In some cases these needles have con- 
tained 0.9 and 0.45 mg. On the average cight needles, 
seven long and one short, are used if one side only is being 
treated, ‘and about. tw ‘lve for both sides. With about 
7 mg. of radium element in the wound we usually leave the 
needles in situ for six or seven days (see table). In some 
cases about 30 per cent. of a full dose of heavily filtered 
trays has been given during two or three days immediately 
preceding the operation, 


Theory. 

It is known that if a transplantable animal tumour be 
given a certain dose of radiation in vitro such a tumour 
can no longer be transplanted. This is called the lethal 
dose; but a “lethal dose cannot be administered to the whole 
of a ‘tumour in the human larynx or in an animal because 
the effect on the surrounding tissues is too severe. By 
embedding radium in a growth, however, parts of it will 
receive such lethal dose. Now if an animal tumour which 


’ has received in vitro a lethal dose and not very greatly 


in excess of this be implanted, it is absorbed and immunity 
to subsequent implantations of the same tumour is con- 
ferred on the animal. 

One of us has advanced. the theory that the administra- 
tion of the lethal dose to parts of the tumour in viro 
renders the remainder of the growth more susceptible to 
noderate doses of radiation. Therefore radium needles 
or seeds may produce better effects than homogeneous 
irradiation of the tumour. When such a big dose is given 


c 


the tissues are very susceptible to bacterial invasion, so 
that the most meticulous care must be taken to avoid 
sepsis. This we have borne in mind throughout. Apart 
from this action the effect of the rays is selective, the 
cells of thé growth being more vulnerable than the normal 
cells. The wonderful restoration of the vocal cords, so that 
it is not even possible to say which side has been diseased, 
is evidence of this. 
Results. 

Of the 15 cases treated, 14 were males and one a female, 
with ages varying from 45 to 67. Patients were selected 
who were not too old and who had a reasonable expecta- 
tion of !ife. They can he grouped im three classes as 
follows: 

1. Early cases in which the growth was strictly confined 
to one vocal cord and did not involve either the anterior 
commissure or the arytenoid cartilage—namely, cases that 
could have been treated by laryngo-fissure. In this class 
there were 8 cases; in 6*the growths entirely disappeared, 
and the patients have remained well for periods of from 
one to three vears. In all of them the affected vocal cords 
have become freely movable. In some of them the vocal 
cords have recovered to such an extent that it is now almost 
impossible to detect. on which side the growths were 
situated. Such: results are far superior to those that can 
be obtained by cutting operations such as laryngo-fissure. 
The voice results are also excellent, the worst voices being 
better than the average obtained by  laryngo-fissure. 
To demonstrate this feature a gramophone record of an 
exceptionally good voice following thyrotomy was prepared, 
and was no better than the good results obtained after 
radium treatment. In one case the growth diminished in 
size, but a stenosis of the glottis resulted, and the patient 
died suddenly eight months later of unknown cause. In 
the other case no real improvement resulted from the 
treatment. 

2. Advanced cases, in which the disease was intrinsic but 
had crossed the middle line in front and involved the other 
vocal cord: these cases could only have been cured by 
some form of laryngectomy, There were five cases in this 
class. One patient has remained cured for four years; his 
vocal cords are freely movable and have a normal appear- 
ance, but the voice result is not as good as might be 
expected (record given). In one case, a male, the disease 
in the larynx entirely disappeared and the voice became 
normal again, but recurrence took place a year later in the 
tracheotomy wound, and he died eight months afterwards. 
in one case the growth shrank, but a stenosis of the larynx 
supervened, and later it recurred, and the patient died 
twenty-one months after operation. In one no improvement 
was noticed. One patient died of chloroform poisoning 
before the operation was completed. The voices in the two 
cases in this group in which the disease disappeared were 
infinitely superior to anything which can be obtained by 
means of an artificial larynx, and in one of them the voice 
became normal. 

Many patients will even prefer an increased risk to life 
rather than lose their voice permanently. As far as our 
evidence goes radium treatment does not increase this risk. 

3. Inoperable cases in which the disease had extended 
into the pharynx or through the laryngeal cartilages into 
the neck, with enlargement of the cervical glands. In 
this group there were “two cases. In one case the growth 
entirely disappeared, and the glauds, which contained 
carcinoma, were removed by operation. The larynx 
remained healthy for two and a half years, but afterwards 
the vocal cord became thickened again owing to recurrence. 
In the other case the growth shrank greatly, but the patient 
died after fifteen months, probably as the result of meta- 
stases in the mediastinum, 

This last class of case can also be treated by heavily 
filtered’ 2 rays. “In one patient, who has recently been 
treated nd this means, an extensive ulceration involving the 
greater part of the cavity of the larynx has entirely 
liealed, -and-the grewth has already greatly diminished, 

These results are encouraging, but obviously it is too 
early at present to be certain to what extent the cures are 
permanent. lt is quite possible that radium will be found 
to be the best method of treatment in all cases of intrinsie 
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RADIUM TREATMENT OF CANCER OF THE LARYNX. 


| . Needles | Tracheotomy 
Symptoms Date of Number of. Cured | Arrested} Dead 
Case. | Sex | Age. |""(, cars). Operation, Needies. cory he ee (years). | (years). | (years). Larynx. Cords. Voice. 
1 M. 45 4 1924 9 4 6 4 _— _- Normal Freely Good, 
movable 
55 3 (1) 1924, Sept. 6 14 Stenosis Slightly | Hoarse, 
‘ movable 
(2) 1924, Dee. 22 73 Permanently 
3 M. §5 2 19.4 9 right - — ly Normal Freely Normal 
5 lett 7 6 movable 1 year. 
55 1925 13 6 Permanently Stenosis Fixed e 
whisper, 
5 | M. | 67 1925 : 6 Permanently 2 Stenosis Fixed Feeble. 
e 
‘7. 63 3 1925 7 7 + ifs - -- Normal Freely Normal. 
movable 
7 47 1925 9 7 14 32s Normal Frecly Normal. 
movable 
8 | M. | 53 3 1925 8 6} 16 _ 219 ~ Normal Freely Normal. 
| moveble 
9 M. 52 1 4925 7 7 6 3° - -— Normal Fre: lv Normal. 
movable 
10 | M.-| 55 1925 ll 44 Permanently 13 Stricture kix.d | Feeble: 
11 | -M: | 50 2 1925 8 4h 6 2 — — Nurmal Freely | Normal. 
: movable | 
12 | 61 ih 1927 9 6 ly: Slight Fair | Much im- 
thickening | movement; proved, 
M. |. 63 th 7 7 14 — Slight Freely Hoarse, 
y thick. ning | movable | 
15+ | -M. | 53 1 1927 8 7 6 


* This patient died under the anaesthetic. 


carcinoma of the larynx. There seems to be no doubt that — 


in the early cases in which the disease is strictly localized 
to the vocal cord a high percentage of cures can_ be 
expected, and the after-iesults are far superior to those 
which have been obtained by operation. In a favourable 
case the vocal cord may become absolutely normal again 
and freely movable. The voice may be completely restored 
(6 cases), and the larynx does not appear to be weakened 
in any way. 

In advanced cases there seems no doubt that radium 
should always be tried before laryngectomy. If the disease 
is not completely eradicated within three months, or if any 
induration remains, the radium treatment should either 
he repeated or an operation such as laryngectomy per- 
formed. Even in inoperable cases it seems probabie that 
with careful selection some relief of symptoms and some 
prolongation of life may be obtained by this method. 


Lantern slide diagrams of the condition of the vocal cords before 
and after the treatment were shown. Gramophone records, which 
had been specially prepared free of cost by the kindness of the 
Columbia Graphophone Company, were used to illustrate the voice 
results, and for comparison the records of two cases treated by the 
operation of laryngo-fissure were included. 


_ Case Histories (July, 1928). 


Case 1.—Extensive growth involving the right side of the larynx, 
the anterior commissure, and the front of the arytenoid cartilage; 
the greater part of the glottis was occluded. The patient was 
seen in consultation with Sir StClair Thomson and told that the 
disease could —_. be treated by complete laryngectomy or b 
radium needles. He was warned that radium treatment was still 
in its infancy and that we had no previous experience whether it 
would succeed in his case. After careful consideration he refused 
to have a laryngectomy performed and decided to try the radium 
treatment. Six months later he was again seen by Sir StClair 
Thomson, who remarked that ‘‘ If we can see him this time next 
year without a recurrence it will be a splendid case.” Now, 
nearly four years later, he has a perfectly normal larynx with 
freely movable cords, and a good voice. 


Case 2.—The growth had been removed three years previously 
by laryngo-fissure. There was an extensive recurrence involving 
the right half of the larynx. Again the choice lay between 
complete laryngectomy and radium, and he was strongly advised 
to have the former. As he absolutely refused to undergo laryn- 
gectomy, radium needles were inserted. The growth was found 
to have extended through the thyroid cartilage into the. tissues 
of the neck. Twenty-eight needles were inserted oa the two sides 
and the growth almost entirely disappeared, leaving a moderate 
stenosis in the subglottic region. Is health gradually failed 
and he died fourteen months after the operation. from chest 
troubles, which were Ss due to secondary glands in the 
mediastinum. Although his larynx never became normal there 
pe hogy no time any active recurrence of the growth in it or in the 
neck. 

_ Case 3.—A medical man with an extensive growth on the right 
side of his larynx involving the anterior commissure. To cure 
the condition a complete laryngectomy would have been necessary 
but the operation was refused, and fourteen radium néedles were 


+The patient no improvement. 

buried in the two sides of the larynx. All signs of the disease in 
the larynx disappeared rapidly. In two months’ the larynx had 
a healthy appearance, both cords moved freely, and the voice 
was absolutely normal. Twelve months later he suddenly became 
hoarse again, and a hard swelling was discovered in the position 
of the tracheotomy wound. It was explored and found to be a 
malignant growth surrounding the trachea, and inoperable. Slis 
health rapidly failed, in spite of external radium treatment, and 
he died twenty months after his operation from a recurrence 
in the neck, the larynx having remained healthy throughout. 


Case 4.—Apparently an early case with a localized hard fibrous 


growth confined to the right vocal cord. The disease did not , 


respond well. to radium treatment. Subglottic stenosis of the 
larynx resulted, necessitating a permanent tracheotomy tube. 
The patient died unexpectedly eight months later of heart failure, 
and a post-mortent examination showed that there was a mass 
of scar tissue below the vocal cords containing small islands of 
carcinoma cells. It is probable that in this case the needles were 
not inserted low enough to treat the disease in the subglottic 
space properly. 

Case 5.—An extensive disease’ of long duration involving both 
sides of the larynx. The growth responded badly to radium 
treatment and a subglottic stenosis resulted. The patient’s general 
health and voice were poor, and he died two years later. 


Cases 6 and 7.—In each instance the growth was an early one 
and strictly ‘confined to one vocal cord. Good results. were 
obtained. The larynges became healthy again, with freely movable 
cords and normal voices. 

Case 8.—A very extensive carcinoma involving the whole of one 
side of the larynx. Suspicious glands could be felt in the same 
side of the neck. Previously he had been treated for twelve 
months by continued small doses of x rays. Eight radium needles 
were buried and all traces of the growth entirely disappeared, 
leaving a healthy larynx. The glands were removed later and 
found to be infected with carcinoma. His larynx, voice, and 
general health ¢aave remained normal for nearly three years. 


Case 9.—A localized growth involving the left vocal cord -and 
anterior commissure. The cord moved sluggishly; the voice was 
husky and weak. Operation by Mr. Rose. After treatment the 
growth rapidly disappeared and the larynx assumed a_ health 
appearance. The cord now moves freely, and the voice is normal. 


Case 10.—This patient had suffered from syphilitic laryngitis, 
for many years, and it was doubtful when the carcinoma started. ' 


The disease was very extensive and could only have been treated 
by complete laryngectomy. Radium needles were buried, but t 

rowth did not improve with the treatment, and an external 
fistula developed’ which ultimately became infected .with the 
disease. Death occurred fourteen months after the operation. — 


Case 11.—A localized growth of one vocal cord, which dis- 


appeared immediately after radium treatment. The vocal cord. 


now has a healthy appearance and moves freely. The voice 8 
normal. 


Case 12.—An extensive growth involving the whole length of 


the right vocal cord, with marked swelling of the ventricular 
band. Two-thirds of the glottis was occluded by the growth. 
After treatment the swelling subsided slowly. The vocal cord 3s 


' now slightly thicker than normal, but moves freely, and the voice 
is strong. 

Case 14.—An extensive growth involving the whole length of 
the left vocal cord, the antericr commissure, the base of the 
‘ epiglottis slightly, and the subglottic region. Seen by Sir SiClair 
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EXAMINATION OF THE EYES OF YOUNG CHILDREN. 


Thomson, who agreed that the growth was too advanced for 
laryngo-fissure, and that the patient was not strong enough for 
laryngectomy because he had an enlarged liver and had suffered 
from haematemesis. Radium needles buried under a local anaes- 
thetic. The growth rapidly shrank and had entirely disappeared 
in three months. The cord became freely movable although the 
edge was slightly swollen by oedematous fringes. He now has a 
loud, hoarse voice. 


Cus: 15.—A fairly extensive growth involving the whole of the 
right vocal cord with infiltration of the ventricular band. So far 
the growth has not responded to radium treatment, and a further 
operation will probably be necessary. 


EXAMINATION OF THE EYES AND EYESIGHT 
OF YOUNG CHILDREN,” 


BY 


THEODORE WHITTINGTON, M.D., D.O.M.S.Lonp., 
Chief Ophthalmic Assistant, King’s College Hospital; Ophthalmic 
Surgeon, Queen Mary’s Hospital for Children and South 
Eastern Hospital for Children. 


Tur subject of this paper forms, I imagine, part of the 
work of all of us here, whether we be ophthalmologists, 
school medical officers, or general practitioners interested 
in eve work. Much has been written about the examina- 
tion of children in elementary schools, Statisties dealing 
with very large numbers have been published by Mr. 
Bishop Harman' and Dr. James Kerr,? to whose useful 
work we are much indebted. It is the examination of 
young children, including those ‘below school age, about 
which | wish to speak, and I should like to insist that my 
remarks xpply to the children of all classes, and not merely 
those attending school clinics. For this subject forms an 
important part of what we have been discussingt—‘ visual 
eficiency ’’ affects ‘‘ working ability ’? no less in childhood 
than in after years; in some ways, indeed, more so. Vision 
being our most important special sense, it is possible for 
a child’s whole ‘ outlook,’? in the widest sense of the 
term, to he affected by his sight. 

There are several factors peculiar to childhood which 
make a routine examination advisable. These factors 
ought to be more appreciated by the medical and teaching 
professions ; for, roughly speaking, it is only those young 
children attending council schools who get a routine ex- 
amination of their eyes. Young children seldom complain 
of their sight. They kuow no better. Eyestrain and the 
mental fatigue produced thereby are supposed to be part 
ot the irksomeness of doing lessons. As I have already 
suggested, a child’s character, health, and habits are liable 
to be affected by its sight. The ‘ beautiful little needle- 
woman ’’ or the ‘* wonderfully studious boy’’ may be the 
result of short sight. The child who does not see across 
the room clearly, and who can scarcely see at all down the 
treet, has few distractions from his books and toys. Such 
children who are taught in small dames’ schools, home 
vhools, preparatory schools, or by governesses do not get 
woted as do the children in the large classrooms of the 
council schools where a blackboard is in daily use. There 
is much need for propaganda on this matter. So, too, 
‘rebellious hatred of lessons or so-called stupidity may be 
the result of a serious defect of vision. In order to read, 
4 young child has to see every single letter, and this at 
atime when the eye is not fully developed, is still growing, 
and is ordinarily long-sighted. Children with their great 
power of accommodation may, for a time at any rate, 
disguise a big defect, and such children will pass an 
‘samination which merely depends on the reading of test 
Ypes. 

As well as the growth of the eyes, we have to remember 
the development of their functions. Binocular vision, or 
bifoveate vision, should become well established within the 
first few vears of life, but this faculty, in association 
vith the proper muscle balance of the eyes, has to be 


*A paper read in the Section of Ophthalmology at the Annual Meeting 
% the British Medical Association, Cardiff, 1928. 
+ See 


eine summary of the discussion on visual efficiency and working 


Liitish Medical Journal, August 4th, p. 205. 


acquired. 
in infancy, 

Variations from the normal, therefore, as regards fixa- 
tion, muscle balance, and binocular vision, are the most 
important clues we have which lead us to discover defects 
of vision in early childhood. From this it follows that 
we shall have to distinguish between the spurious squint 
of the young infant and the incipient squint of the older 
child. From our clinical experience we know the impor- 
tance of early treatment; after the seventh or eighth year 
we know that treatment of such defects often fails in the 
desired result, which is to obtain complete binocular vision. 
We bear all these facts in mind and also do not forget 
our general medical knowledge of children. In this way 
the examination by an ophthalmic surgeon may not infre- 
quently be the starting point of great improvement in the 
child’s health, mental and physical. 

Certain simple details of a routine examination® carried 
out on these lines may possibly be of help to some. The 
examination should be made in a large room which can be 
easily and quickly darkened. Good daylight is only needed 
at the place where the surgeon and child sit. Test types 
are artificially illuminated by standard illumination, using 
daylight lamps. When a number of children are to be 
seen, the brighter and older ones are first examined, whilst 
the others observe the proceedings without, however, being 
able to see the test objects. The child is seated to the left 
of the examiner, and behind the child is a lamp for retino- 
scopy. The child is allowed time to get accustomed to 
the surgeon’s presence whilst the latter enters details. 
The surgeon then rapidly looks for external signs of 
inflammation, ete. The lids are carefully examined. 
Definite blepharitis is, of course, well known to be a 
suspicious sign of eyestrain, and the cleaner the child 
the more suspicious is this sign. The presence of quite 


Like walking, it is easily upset or retarded 


inconspicuous scales at the roots of the eyelashes, apart. 


from any redness, is, I think, quite as important, and 
more often than not indicates an error of refraction requir- 
ing treatment. The condition is a slight seborrhoea due to 
over-secretion, the result of reflex irritation produced by 
eyestrain. The presence of follicles inside the lower lid 
makes the examiner suspect the general health or hygiene. 

Next, the movements of the eyes are tried. With small 
children the retinoscope mirror rarely fails to attract, and 
for a screen to cover one or the other eye the examiner 
uses the thumb of his left hand placed on the child’s head. 
1 need not further detail this examination to an audience 
of ophthalmic surgeons, except to remind you that, during 
the various movements of the eyes, opacities of the cornea 
or in the pupil area should be noted. If the lids, fixation, 
convergence, and other movements and muscle balance, 
as tried by the above methods, all appear normal and the 
cornea and pupil areas are clear, the child, being an infant, 
has passed his test. 

In slightly older children, the toddlers of 3 and 4 years, 
the vision is further tested by pictures of familiar objects. 
Little children will whisper the names to a_ friendly 
examiner as the pictures are pointed out by a nurse. If 
the child is reading—if one may so describe it—the pictures 


well, each eye singly may be tried. Other children who- 


can scarcely be persuaded to read the pictures have the 
eyes alternately covered. If the child dislikes having one 
eve covered and does not mind the other eye being covered, 
this latter eye should be suspected of being defective. 
Other things being normal, I do not think that at this 
age any further test of each eye separately is necessary. 
Such pictures are not drawn to exact scale like those 
of Snellen’s type and the “ E”’ test, but a small child 
who “ veads’’ the. smaller objects freely and easily has 
sufficiently good vision for his age. No preliminary 
training is required and there is very little mental 
fatigue. A picture book may be first shown to the 
child to encourage him to talk, and then he should 
be told to look in the distance. I have several times 
spotted myopia and other bad defects at an carly age 
when an otherwise bright child has appeared to take 
no interest in the distant pictures. Although high myopia 
is relatively rare in infancy, anyone who does much 
children’s eve work not infrequently mects with it. T have 
notes of many cases of high myopia in early childhood, 
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the worst case being one of 14 dioptres in a child a year 
and nine months old. 

If a child does not read these pictures, retinoscopy is 
done straight away and the position of the corneal reflex is 
noted. The room is darkened and the child looks into the 
distance over the examiner’s shoulder at a nurse whose 
duty it is to attract its attention. Children with obvious 
refractive errors are at once spotted, and, together with 
doubtful ones, are referred for retinoscopy under a 
mydriatic. With the arrangement above mentioned this is 
all done very quickly, and there is no moving of the child 
into a dark room. 

A young child may have 3 or 4 D of hypermetropia at 
4 years of age and have no need of treatment if it has 
passed these tests. In this connexion I should like you to 
consider some figures published by Mr. Bishop Harman,’ 
together with the results of an examination by Dr. 
Margaret Hogarth.2,~ Mr. Bishop Harman tested 350 
children. between the ages of 4 and 7 years under a 
mydriatic, and in round numbers found 65 per cent. with 
hypermetropia not exceeding 2 D or with astigmatism not 
exceeding 1/2 D, which he calls a good average eye, and 


35 per cent. defective through all causes, including six 


myopes. With this standard you notice that he found 
35 per cent. defective. On the other hand, Dr. Margaret 
Hogarth, by testing very carefully the vision of 800 
Peckham children between the ages of 4 and 7 years by 
the ‘‘ E’’ test, found that 86 per cent. had normal visual 
acuity. I think we must allow, therefore, for the fact that, 
although the young child is normally somewhat hyper- 
metropic, yet at the same time he is endowed with com- 
pensatory powers of accommodation, If, however, binocular 
vision appears to be defective, a child with as little as 2 D 
of hypermetropia may need to have this corrected. 

Children who can read go through all the above tests, 
but are examined by Snellen’s test types. For the sake of 
the youngest children it is wiser to use only the letters 
of the first half of the alphabet, and for the top letter to be 
a “B” or a “D,” for example. A “Z” or an “X” 
at the top they may not be so sure of, and this may cause 
them to cry. 

In all cases note how they read as much as what they 
read. For example, a boy aged 8 read 6/6 with each eye 
singly, but after 6/18 the reading got slower and more 
deliberate, and the boy shut his eyes at intervals. It had 
been previously noted that he had a few scales at the roots 
of the eyelashes. He had 2.5 D of manifest hypermetropia, 
and stated that his eyes were sometimes sore. Another boy 
saw 6/6 with each eye, but read the last few lines slowly 
and deliberately. He stated that his eyes troubled him 
when reading, and retinoscopy showed 5D of hyper- 
metropia. Both these children would have been passed if 
the mere reading of the type had been the only standard. 
Besides slowness and delilLerateness and a strained attitude, 
the exammer should note whether the child stops reading, 
shuts the eyes, and starts off again; also whether the child 
screws the lids up, and, if so, should tell him to open wide 
and try if he can still see well. 

Provided always that no abnormalities are noted under 
any of the above headings, and no complaints are made 
about ag eyes, the following rough standards of vision 
are used: 


A child of about 10 years of age and over should read 6/9 with 
each eye, and a child between 7 and 10 years should read 6/12 
with each eye. Such children are passed. 


I have notes of 4,186 children whom I have examined, 
as a routine, on these lines at Queen Mary’s Hospital for 
Children at Carshalton.* This is a hospital of 800 beds for 
orthopaedic,. tuberculous, cardiac, and convalescent cases 
coming from. the County of London. Slightly over 20 per 
cent. were found. defective from all causes. Their ages 
varied from 2 to 16, the average being 11. Of 500 children 
however, whose average age was slightly below 8, less-than 
15 per cent. were found defective. Statistics which do not 
give the average age and visual standards lose something of 
their significance. There are two chief reasons why less 
than 15 per cent. of these 500 younger children were found 
defective: (1) because of the lower standard demanded 
and (2) because of the comparative rareness of myopia. 


Thus, among the 4,000 or more children of the total average 


' age of 11 who were examined, the average age of the 


hypermetropes was 10 years and that of the myopes 
125 years. 

Next we come to the consideration of retinoscopy when 
examining young children. Do we need so completely to 
paralyse the ciliary body as to abolish the normal tone of 
this muscle at rest? Is it not enough that accommodation 
should be absent during retinoscopy? We do occasionally 
meet with spasm of accommodation in older children, hyper- 
sensitive and worried about school examinations, but I have 
not met with it in small children. Tablets containing 
cocaine and atropine 1/200 grain (previously shown to the 
child as ‘‘ little sweets ’’) are placed inside the outer part 
of each lower lid at the same moment whilst the seated child 
looks up at the surgeon or nurse putting them in. The 
tablets rapidly soften on the everted lids, and, when 
these are released, dissolve in the lower fornix without 
touching the sensitive cornea. If the child is examined 
an hour and a half later in a darkened room—not, be it 
noted, in a dark cupboard-like place—where he will not 
be frightened and where his attention can be attracted 
to look in the distance, this method is found quite 
efficient. It is certainly kinder to the child than drops or 
ointment used for three or four days, often very inefficiently 
inserted and often associated with struggles and crying at 
each attempt, of which I myself have vivid recollections 
ia my early childhood. 

If ointment is prescribed the best method is the use of 


ointment put up in soft gelatin capsules such as are made 


by Messrs. Duncan, Flockhart and Co. The ointment can 
then be safely and efficiently squeezed inside the lids by 
the most inexperienced; it is of a low melting point, and 
comes out of the tube sterile. 

In infants and young children the angle of astigmatism 
must be accurately found when doing the retinoscopy. If 
a retinoscope with two mirrors is used one can always follow 
the bar of light moving with the mirror, and the angle in 
one meridian is checked by the angle found for the opposite 
meridian. The child should be looking straight at the 
mirror when the angle is being accurately determined. In 
older children final subjective testing may be attempted, 
especially if retinoscopy has indicated the need for strong 
cylinders. A trial frame is used in which the cylinder can 
be easily turned by the child himself. Put the cylinder in 
a known wrong position, and let the child have the amuse- 
ment and pleasure of getting clearer vision by turning the 
little wheel. Comparatively young children will often thus 
make fine adjustments of a strong cylinder when the game 
has been explained to them. 

So much for routine testing. It cannot be too strongly 
insisted that the mere reading of lines of type never should 
be the sum total of ‘‘ sight-testing,’’ and that young 
children of all classes shou!d undergo a routine examination 
somewhat on the lines here suggested. 

A final word about the children who are brought to see 
us because of some supposed defect or because of some 
complaint about the eyes. We have already noted that 
quite young children do not complain. Squint or suspected 
squint is by far the commonest cause of mothers bringing 
a young child. Of 550 children seen privately for all 
causes, 83 (15 per cent. of the total) came to see me for 
this reason, and the average age of these children (when 
first seen by an oculist) was 4 years. Older children do 
complain of their eyes. For those who have some definite 
abnormality treatment is usually obvious. I would like to 
refer to those in whom no such defect is found. Forty- 
nine of these 550 (that is, over 8 per cent.), of the average 
age of 10 years, were found with normal vision, and, as 
regards their refraction; came within the limits of the 
‘‘ good average eye”? of Mr. Bishop Harman.' Yet they 
were brought because of symptoms referred to their eyes, 
principally frontal headaches, inability to read for long, 
frowning, twitching of the eyes, etc., or severe mental 
fatigue after lessons, or because of a general tendency on 
the child’s part to use the eyes, as it were, as a peg on 
which to hang his troubles. Not counting two cases of 
chorea and one of definite acidosis, the remainder come 
under the heading of what I call ‘“ anxiety strain.” - All 
young children are apt to be uncontrolled in their actions, 
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and the nervous, excitable, worrying type is especially apt 
to throw an excessive amount of nervous energy into what- 
ever it does, accommodation included. Being anxious and 
over-intent about their lessons, they accommodate for the 
book nearer than it is, draw closer, therefore, and have 
to accommodate still further, overdo that, and get closer 
still. With their big power of accommodation they keep 
this up for a while, The so-called accessory muscles of 
accommodation (orbicularis, corrugator, frontalis) are re- 
flexly put into strong action, and this helps to aggravate 
the ache in those regions. Later the effort becomes too 
great to be sustained. Convergence gives out,*I think, 
first (letters are said to run into each other), and accom- 
modation fails; the whole process is followed by headache 
and severe mental fatigue following on the expenditure 
of nervous energy. These children are of the type who 
have ‘‘ night terrors.’”?’ The treatment of these cases is 
the treatment of the child rather than its eyes. The 
cause of the trouble has to be explained to mother and 
teacher, and in a certain degree to the child, in order 
that its habits may be altered. The family doctor’s 
help is obtained, and a daily dose of bromide may be of 
more use than a pair of spectacles. Our reputation will 
suffer if we limit our examination to the correction of 


half a dioptre of hypermetropia in an individual with: 


14 dioptres of accommodation. It will be enhanced by the 
explanation that glasses are not necessary, and by the 
subsequent improvement in the child’s health. 


REFERENCES. 
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THE KIDNEYS IN PNEUMOCOCCAL INFECTIONS. 


BY 
A. VICTOR NEALE, M.D., M.R.C.P.Lonp., 


RESIDENT MEDICAL OFFICER, CHILDREN’S HOSPITAL, BIRMINGHAM. 


ConriictInG records appear in the literature concerning 
the relationship to nephritis of invasions of the body ky 
the pneumococcus of Fraenkel. 


Sir Thomas Horder? in a recent address remarked that it had 
been suggested that pneumococcal infections were responsible 
for a large proportion of haemorrhagic nephritis cases, but he 
himself was unable to confirm the statement from his own 
experience. 

Abrahams,’ discussing the results of 558 cases of typical lobar 
pneumonia occurring in the Aldershot Command during the war, 
shows that although there were 61 deaths and 116 developed 
complications, only 2 cases developed nephritis, giving the 
extremely low figure of 0.35 per cent. 


Parsons,* discussing the etiology of nephritis in childhood, | 


believes ‘‘ acute catarrhal desquamative or tubular nephritis ”’ 
to be a condition occurring in varying degree as a result of 


acute infections, such as septicaemia or pneumonia, and being 
Somaya A due to the circulating bacterial toxins, the renal | 


sion being largely recovered from when the cause is removed ; 
but severe cases may pass on to a subacute form to constitute 
nephrosis (Volhard and Fahr). Several workers have attempted 
to associate the pneumococcus with lipoid nephrosis. Volhard* 
observed the frequency of termination of the nephrosis cases 
by a pneumococcal peritonitis; and Stolz> in one case found 

teria resembling Fraenkel’s organism in the walls of the 
glomerular capillaries, the tubule cells, and the intertubular 
capillaries, and in another case in the intertubular connective 
tissue. He is of opinion that the coccus in the kidney causes 
an inflammation that is at first acute, but soon takes on a 
chronic form and results in injury to the tubules. It is sug- 
‘Rested, however, that the germ may be a secondary invader. 
Variability in the incidence and degree of kidney lesions may 
ve related to the particular virulence of the pneumococcal 
infection, or even to a special group type of the pneumococcus. 


It would seem, therefore,- that some authorities attach 
Significance to pneumococcal infections as a source ef acute 
nephritis, or as a starting point in the genesis of certain 
degenerative lipoid processes in the renal tissue (nephrosis). 
Others have less regard for this suggestion. However, 

have made some investigations into records and certain 
tases which will be considered. 


An analysis of the urinary findings in 287 cases of acute 
lobar pneumonia in adults has yielded the following: 


No. of Cases. Urine. 
(Albumin +++. 
Group A: 10=3.4% ... ...- Red blood cells +. 


(Granular and tube casts +. 


Group B: 32=11% ( Albumin +. 
| ... No blood cells. 


Group C : 107=37% No casts. 
(Albumin -. 
Group D : 138=47.5% ... .. - No blood cells. 
No casts. 


In all the cases in Group A the urinary abnormality 
commenced between the third and tenth day after onset of 
the lobar pneumonia. In none of the above cases was there 
any history or clinical signs of previous renal disease. __ 

Three other cases have been studied in which a previous 
history of nephritis was given, and which briefly were as 
follows. 

Casc 1.—Nephritis onset two years ago. Apparently mild. Acute 
lobar pneumonia then occurred and ran the usual course. A few 
days after the onset of the pneumonia the urine showed features 
of an acute exacerbation of the nephritis albuminuria +++. Casts 


and blood cells +. Marked improvement im the renal condition 
quickly occurred after the febrile crisis. 


Case -2.—Acute nephritis several weeks before, but rapid im- 
provement under treaiment. Later, onset of acute lobar pneu- 
monia, which ran a normal course, ending by crisis. 


Urinary Findings. 


Blood 
Albumim | Casts. Celis. 
4 days after onset of pneumonia we ++ + 
6 ” ” ” (crisis) | + + 
8 ” ” eee + 


Case 3.—Known to have chronic nephritis. Urine before onset 
of pneumonia: albumin +; casts few; blood cells wi/. Patient 
had an attack of acute lobar pneumonia, with usual course 
and crisis. 

Urinary Findings. 


} Blood 
Albumin. Casts. Cells. 
4 days after onset of pneumonia pom | +++ ++ 7+ 
6 ” ” ” (crisis) ow | +++ ++ + 
10 Pa + - 


' The morbid anatomical conditions of the kidneys in 
42 fatal cases of acute lobar pneumonia were investigated. 
In all the cases no previeus renal disease had been sus- 
pected or detected. ; 
(a) Normal in 17 cases (40.5 per cent.). 
(b) Normal, but signs of arterio-sclerosis, in 3 cases (7.1 
per cent.). 
(c) Cloudy swelling in 17 cases (40.5 per cent.). 
(d) Acute inflammatory changes in renal parenchyma in 
3 cases (7.1 per cent.). 
(ce) Chronic nephritis with superadded recent acute in- 
flammatory changes in one case. 
(f) Small cortical haemorrhages in one case. 


It is the aim of the clinician to attempt to correlate 
a particular clinical feature with a particular anatomical 
jesion. But in the kidney extreme difficulties have pre- 
sented themselves, and to-day many exceptions are found 
to certain views previously held. This is to be anticipated 
where such an anatomically complex tissue is concerned, 
and where probably the different elements, although having 
in themselves particular cannot be 

s -siological entities, but only as units in cycle action, 
oie a that glomerular damage is the chief feature 
in ymeumococcal nephritis, and Muir’ agrees. 

An attempt to correlate the urinary contents with the 
probable renal damage may be made. The meaning of 
albuminuria occurring in a febrile state needs explanation, 
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It is unlikely that undamaged renal tissue would allow such 
an important plasma constituent to escape and be lost 
in the urine. Parsons* considers ‘“‘ febrile albuminuria ”’ 
indicative of the mildest form of renal inflammation— 
a form in which clinically there is no oedema, but which 
shows changes in the tubule cells on morbid anatomical 
examination. 

A comparison between the urinary findings and the 
morbid anatomical findings may be seen in the following 


table : 
Urinary 


Findings. Necropsies, 
Albumin +, casts +, blood + ... 4.5%. 
Albumin +, casts: -, blood - 
Albumin -, deposit -...  . 


This table shows a comparison between renal and urinary 
findings in two series of cases. The number of cases 
showing normal findings at necropsy and normal urine 
findings is practically the same. Similarly, the acute 
nephritis figures closely approximate. The remaining 
large group, in which albumin, in variable degree, is the 
only abnormal feature in the urine, agrees closely with 
the number showing simple cloudy swelling (‘‘ paren- 
chymatous degeneration’ of MacCallum). The signifi- 
cance of this change in the cells is regarded as one of 
the earliest indications of a disintegrative effect. There 
seems no doubt, however, that such cells can resume a 
normal anatomical and physiological state. Authorities 
state that acute nephritis may occur at any stage of the 
disease in acute lobar pneumonia. In four cases occurring 
in the present series the condition was detected on the 
fourth, fifth, sixth, and eleventh days of the illness. In 
each case a simple albuminuria appeared before the presence 
of casts and blood cells.. No relation to the length of 
the febrile period or other single clinical feature was 
found. In each instance the abnormal urinary findings 
only Jasted for a maximum period of one week, and quick 
recovery appeared to be the rule. In the convalescent 
stage each patient conformed to the normal in response 
to renal function tests. Pneumococcal infection would 
appear to act adversely on kidneys which have suffered 
from a previous attack of nephritis, but even in these 
instances the exacerbation is probably only a temporary 
matter, and return to a satisfactory condition may be 
anticipated in most cases. 

Investigation of 102 cases of pneumococcal disease other 


than lobar pneumonia showed : 


Normal 46 = 45% 
Albuminuria alone 45 = 44% 
Albumin, casts, and blood cells 11 = 10% 


Morbid anatomical findings in a similar series (65 cases) 
showed : 


Cloudy swelling of parenchyma 31 = 47.0% 
Nephritic changes = 8 = 10% 


Comparison of these results with those obtained in cases 
of pure lobar pneumonia shows that the readings are 
similar. No greater incidence of renal involvement is 
indicated; the degree ‘and duration are apparently the 
same, and an early recovery of any renal lesion also occurs. 
1t would also appear, therefore, that the.particular focus 
or even extent of pneumococcal infection bears no relation 
to any consequent renal damage. 

A remarkable constancy in the low incidence and the 
benign clinical features, qua renal symptoms and signs, was 
observed. In no case were any detectable cedema cr 
uraemic symptoms found. Twenty-one cases of clinically 
pneumococcal infection in children under 7 years of ‘age 
showed : 


Normal gee 5 = 23.7% 
Simple albuminuria... ... 12 = $7.2% 
‘Albuminuria with casts and blood cells 4 = 19.0% 


This. small series suggests that a somewhat higher 
incidence of renal involvement occurs in the young patient. 
Clinieally, however, as in ‘the adult, a minority of signs 
occur and quick recovery is usual. 


On clinical grounds the pneumococcus would appear to 
be a benign organism in relation to the etiology of 
nephritis. Immediate and ultimate prognosis of renal 
damage in infections due to Fraenkel’s organism would 
appear to warrant optimism. That profound toxaemia 
occurs in many cases of pneumococcal disease is not 
doubted, but the views here suggested are in accordance 
with a low renal susceptibility thereto. 


Conclusions. 

1. In acute lobar pneumonia nephritis is uncommon, 
but mild recoverable degenerative changes in the renal 
parenchyma are not uncommon. 

2. Nephritis occurring in lobar pneumonia is of a mild 
type, of short duration, and apparently recovery is the rule, 

3. Similar conditions occur in other pneumococcal infec. 
tions. 

4. The benign features of renal involvement in pneumo- 
coccal infection are similar in children and adults. 


REFERENCES. 

1 Horder: British Medical Journal, June 4th, 1927, p. 993. ? Abrahams: 
Laucet, 1920. * Parsons: British Medical Journal, August 28th, 192, 
p. 367. 4Volhard, Berlin, 1918. 5 Stolz: Med. Klin., 1922. © Osler; 
System of Medicine, 1926. 7 Muir: Pathology, 1926. 


EXTREME EMPHYSEMA INVOLVING THE 
GREATER PART OF THE BODY: 
Repvort or Two Cases. 

BY 


JOHN A. C. MACEWEN, M.B., C.M., F.R.F.P.S., 
SURGEON, ROYAL INFIRMARY, GLASGOW. 


Wane surgical emphysema is fairly often met with in 
connexion with fracture of the ribs, it is, so far as my 
experience goes, generally fairly localized in a small area 
surrounding the site of injury. The only case scen by me 
which was comparable in extent and severity to those 
now reported occurred in Sir William Macewen’s wards 
in the Western Infirmary, where, in addition to the chest, 
the head and neck were involved, and the emphysema 
extended down over the abdomen to the scrotum, which 
was greatly distended, resembiing a large hydrocele. 

The cases now reported occurred at about two months’ 
interval, the second being admitted before the first was 
dismissed. Both men were critically ill on admission 
and for a considerable period thereafter, rendering 
thorough examination, even by « rays, impossible. 

The first, a miner, aged 44, was crushed by a fall of stone in 
the pit, and complained of great pain on the right side of the 
chest on admission, «nd —! to move the right arm, 
probabiy due to fracture of the right clavicle, with injury to the 
brachial plexus. He had a curious audible crepitus on respiration, 
which appeared to originate over the sternum. Emphysema had 
already appeared over the right chest, and on applying strapping 
the emphysema, spread rapidly over the right neck and face, 
the eye being’completely closed. Soon the whole face, neck, 
chest, and abdomen were involved, the tissues becoming greatly 
distended, and the skin tense and genr- The patient was quite 
unrecognizable. The scrotum was ballooned up. He had great 
difficulty and pain in breathing; the pulse was good, but the 
temperature was subnormal. In spite of incisions made to allow 
of escape of the air, the emphysema extended, and next day the 
arms, and the legs down to the ankles, had become involved. 
Breathing was now laborious, and the patient was cyanosed ; the 
temperature was elevated and the pulse rapid and soft. 

After some days the emphysema began to subside very gradu 
ally, so that, three weeks later, it was very markedly less, the 
face now being free, although the thighs were still affected. 


Although in this case fracture of the ribs was diagnosed 
clinically from the emphysema over them and the curious 
crepitant sound, no evidence thereof was found on 2-ray 
examination, the fracture of the clavicle being the only 
definite z-ray finding. 


The second case, a man of 47, a forester, fell from a tree, 
and was admitted in a collapsed condition, with an obvious 
fracture of the right humerus about the insertion of the deltoid, 


a dislocation of the same shoulder, which was entirely masked by 
the emphysema which had already occurred, extending from 
the fourth rib (which was fractured, together with the second 
and third ribs), to the angle of the jaw, and over the shoulder. 
A crepitant sound was also heard in this case, appearing to arise 
from the sternal region. About three hours after admission the 
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breathing was considerably embarrassed and the patient com- 
lained of great tightness in the chest and of severe headache. 
he emphysema had now greatly extended, involving both sides 
of the face (distending the eyelids, so that the patient could 
not see), both sides of the neck and thorax, the skin being tense 
over these regions, and, to a lesser degree, the abdomen. The 
scrotum was moderately distended. There was a slight degree 
of emphysema in the left’ thigh. aan 
During the night the patient was very ill. He was delirious, 
with a temperature between 102° and 103° F.; the pulse was rapid 
and soft, respirations 
short and jerky, and 
cyanosis marked. The 
emphysema now was 
at its maximum, in- 
volving the whole 
body except the scalp, 
the skin being tense 
and glistening over a 
large area of the 
face, neck, and chest. 
It extended to the 
feet, but was not 
marked below the 
knees. On squeezing 
the air out of the 
eyelids, and forcing 
them open, the con- 
junctiva was found to 
ve affected; the 
accompanying photo- 
graph was taken 
after it had somewhat 
subsided. At this time the crackling sound on respiration was 
audible at a distance. While the patient remained very ill for 
three weeks, being generally delirious at nighi, the emphysema 
gradually subsided, but persisted over the chest and neck for 
about four weeks. 


Both patients made a satisfactory recovery, leaving the 
hospital about a couple of months subsequent, to admission. 
The first patient still suffers from the effects of injury 
to the brachial plexus, and the second had considerable 
trouble owing to the double condition of fracture and 
dislocation complicating his otherwise serious condition. 

The notes on these cases are abstracted from the reports made 


by my house-surgeon, Dr. E. Fischbacher, and the photograph 
was taken by one of my senior students, Mr. R. Brown. 


AVULSION OF THE SCALP. 


BY - 


A. GREY BANKS, M.D., Cu.B., F.R.C.S.Ep., 


SURGEON, EAST SUFFOLK AND IPSWICH HOSPITAL. 


Avctsion of the scalp is probably a much less common 
accident than formerly, owing to the better fencing of 
machinery and the modern fashion of wearing the hair 
short. In the three years 1924-26, however, the number of 
cases of partial or complete avulsion was 19.'_ It is more 
common in women than in men—for example, 6 out of 
9 cases at the Massachusetts General Hospital, quoted by 
Davis.?, The avulsion is very often complete, the integu- 
ment being torn at its thinnest part—the level of 
the brow, and the line of separation passing between the 
loose areolar tissue underlying the epicranial aponeurosis 
and the pericranium. Death may take place from 
haemorrhage and shock. 

Judging from the literature on the subject, the end- 
results of treatment are none too good, while convalescence 
ls tedious and not: without danger from «septic infection. 
The chief obstacles to successful treatment are the diffi- 
culty of obtaining an adequate blood supply for the new 
skin and the liability to sepsis. 


“Even the slightest pressure causes exfoliation of the skin, 
microbic infection below the crusts occurring in all the grafts.’’ 

Abbé records a case in which 12,000 grafts were planted in 
four Years." 

In a few cases, when done shortly after the accident and in 
the absence of sepsis, whole-skin Wolfe grafts seem to have 
Slyen sound end-results—that is, movable, sensitive skin, with 
to tendency to break down.* In others a combination of 
these and Thiersch grafts have been successfully used.® 

Porter and Shedden’ record a case where healing was 
obtained by removing several circles of bone from the 
calvarium to secure a dural blood supply. 

Davison® drilled fifty holes in a case where the pericranium 
had’ sloughed. 


All these methods are illustrated in the following case, 
but final healing was only achieved by making use of a 
tube graft after the Tagliacotian method. My only regret 
is that I did not think of it earlier. 

The method of Porter and Shedden (which dates back to 
Indiar scalpings) is perhaps not without risk of meningeal 
infection, and is contraindicated in young people owing 
to the active regeneration of bone. Replacement of the 
avulsed scalp is to be avoided owing to the danger of 
sepsis, 


A girl, aged 15, had her scalp avuised in a machinery accident 
in September, 1920, leaving only a narrow strip on each side and 
below the occipital protuberance. The bare area was extensively 
Thiersch-grafted, but the higher grafts did not take well, and 
the new skin showed a pronounced tendency to disintegrate. 
Large or smaller areas kept breaking down and ulcerating in 
spite of the most careful treatment and protection. Further 
Thiersch-grafting was done on several occasions during the next 
two and a half years, but sound healing was never achieved. 

The regions where disintegration most frequently occurred were 
carefully noted, and in January, 1924, after due preparation of 
the head, I removed eight circies of bone from half to three- 
quarters of an inch in diameter, and situated below these patches. 
The cavities were lightly packed with eusol gauze; granulations 
soon reached the surface and the epithelium grew over. Con- 
valescence was afebrile, and free from any complication what- 
soever. For a time healing seemed to have been secured, but 
after some months the same disintegrative processes recurred—no 
doubt owing to the dural blood supply being cut off by newly 
formed bone. 

A year later several ulcers of various sizes were present in or 
near the oid sites; Thiersch and Wolfe grafts were tried, but 
without permanent success, and consolidation seemed as far off as 
ever. The skin was mobile for about an inch at the sides and 
over the rest of the skull adherent to bone. 

Stage 1—On February 10th, 1926, a tubular skin graft 11 in. 
by 44 in. with two pedicles was raised from the abdominal wall, 
extending from just above the pubis well into the right flank- and 
passing below the umbilicus. 


Fic. 1.—Stage 2. 


Fic. 2.—Stage 3. Fic. 3.—Final stage. 
Stage ?.—Four weeks later the upper end of the graft was 
mobilized and attached along its free edge to the back of the 
right forearm, below the radio-ulnar joint, the abdominal wound, 
which had been approximated by extensive undercutting, being 
nearly healed. As her general condition was not very good, she 
was sent to a convalescent home for some weeks, and did not find 
the position of the arm irksome during this time. ; 
Stage 3.—On May 20th the graft was detached from the 
abdomen and sutured to the edge of the scalp on the right side 
of the head. Contrary to expectations, no great difficulty was 
experienced in keeping her comfortable, nor in securing asepsis. 
Stage 4.—Seventeen days later the arm was freed and the 
opened grafi sutured to the edge of the scalp on the left side. 
The bed was prepared by excising @ a area of the old 
skin, a small oblong piece at each end—where it was mobile and 
the blood supply apparently adequate—being retained on a single 
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pedicle in case of need for more skin. (The distal half of these 
oblongs, each about 4 in. long by 1} in. broad, sloughed almost at 
once, showing the poverty of the circulation even here:) 

Primary union was secured, but at one spot adjacent to the 
raft rather too much skin was removed, and gne of the small 
fos was successfully used as a stamp graft to cover this. 

The patient has been fitted with a wig and has resumed 
work, and so far no tendency to break down has been 
anywhere observed. There is a definite degree of sensation 
in the skin flap. She can distinguish between heat and 
cold fairly accurately,.can appreciate the separate points | 
of a compass less than lin. apart, and there is also 
evidence of epicritic sensation in parts. Painful stimuli 
are referred to the ends of the graft. 

As an alternative a caterpillar graft from the back was 
considered. The girl, however, is small and slight, and 
excision of a sufficiently large area of skin might have 
interfered with function in addition to giving a poorer 
cosmetic result. 


I am greatly indebted to my late house-surgeons, Mr. Tincker 
and Mr. Dyke, and to Sister Rootham, who also is responsible 
for the photographs. 
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DEXTROCARDIA AND OTHER ABNORMALITIES. 
Tue following case merits publication from its unique 
character. 


A man was admitted to the Victoria Hospital with a history 
of abdominal pain and vomiting which had lasted about four 
days. On admission the temperature was 99° F. and the pulse 99. 
The faeces were of the abdominal type; there was slight icteric 
tinge of the sclerotics and foul breath. Physical examination 
revealed tenderness and rigidity of the abdominal muscles on 
palpation of the appendix region, also tenderness in the region 
of his umbilicus, with rigidity. This patient was well known to 
be the subject of dextrocardia. 

A provisional diagnosis of acute appendicitis was made, and 
on the following day the appendix region was explored through 
a ‘‘gridiron’’ incision. The caecum could not be found in its 
right place, nor the appendix; and it was concluded that this 
man was suffering from complete transposition of his viscera, and 
that the pain and tenderness in the right iliac fossa were due to 
colic. The wound was closed in the usual way. The patient 
stood the operation well and was comfortable after recovery from 
the anaesthetic. 

He became worse next day, and thereafter he sank rapidly, 
suffering from anorexia, vomiting, and rapidly increasing jaundice, 
and died two days later. Shortly before death the temperature 
rose to 105° and the pulse to 1 He remained in a comatose 
condition: for twenty-four hours. 

At the necropsy it was. noticed that the fat in the abdominal 


wall was decreased, and that there was some free bloed-stained 


fluid in the abdominal cavity. There was a large opening in the 
left dome of the diaphragm—larger than a man’s fist—with 
smooth edges covered by peritoneum; through this were herniated 
several coils of small intestine and transverse colon, filling the 
thoracic cavity. The caecum and appendix were occupying the 
mid-abdominal region. The appendix was not inflamed, but | 
elongated and kinked. There was a condition of acute haemor- 
rhagic pancreatitis, with adhesions all round the pancreas. The 
liver was gonported and large, and the portal fissure deep and | 
ronounced, the right lobe being well marked off from the left. 

he spleen was normal. The kidneys were longer but narrower 
than usual, and showed no pathological nor developmental pecu- 
liarities.. The heart was transposed, and the pericardium contained 
free fluid. There were springing from the arch of the aorta 
three vessels—a right common. carotid, a right subclavian artery, 
and a left innominate (the reverse of normal). The left lung 
was completely collapsed (it may never have developed), and on 
its parietal surface was a superficial area the size of a penny 
piece, covered with a creamy exudate. The right lung looked 
like a normal left lung. The weight of the right lung was 15 oz. 
3 drachms, that of the left 4 oz. 2 drachms, while the heart 
weighed 10 oz. 5 drachms. 


I am forced to the conclusion that the immediate cause 
of death was acute pancreatitis, that the abnormalities 
recorded were developmental, and, in particular, that the 
hernial condition of the diaphragm must have persisted | 
since infancy, having regard to the undeveloped condition 
of the left lung. As against this, it may be as well to 


consider the possibility that in the absence of a developed 
lung and a weighty heart above the left dome of the 
diaphragm—that is, in the absence of counter pressure 
above the diaphragm—this portion of the diaphragm may 
have become weakened, and thus have paved the way to 


a hernial condition. If I am right in assuming that the 


hernial condition persisted from infancy, this is an amazing 
commentary on the adaptability of human life, when it 
is considered that this man was engaged in the arduous 
occupation of planting (and a planter’s life is not a ‘‘ dry” 
one), and at the least that the hernial condition—from 
which, in the absence of obstruction, he would not have 
died—must have lasted some time. 
V. L. Ferevson, M.B., Ch.B. 


St. Lucia, British West Indies. 


A CASE OF MULTIPLE DEFORMITY IN AN 
ADULT NATIVE, 
THE case recorded below is of interest as showing that such 
gross malformation is compatible with power to walk well 
and to be able to grip well #ith both hands, so that the 
patient was able to lead an active life and to earn his 


living. 


The patient was a member of the Wajiji tribe of Kigoma 


. Province of Tanganyika Territory, aged about 30 years, and 


was seen at Kigoma in December, 1927. The upper lip was split, 


| but the palate was intact. In the right hand the distal joint 


of the thumb was in a position of flexion. Only two metacarpals 
could be felt in the palm, that corresponding to the second being 


Case L 


double in part of its length. They each bore a carpal bone, but 
there was no division of the skin, so that there was only one 
large finger, bearing a double nail. This finger had some flexion 
deformity. There was a very good eri with this hand. On the 
left hand there was no thumb, and the second’ metacarpal was 
only half formed. The third was represented by a bar of bone 
joining the secohd to the end of the fourth. Otherwise the fourth 
and fifth metacarpals seemed normal, and the only fingers present 


| were the fourth and fifth, which were partly webbed. There was 


a good grip with this hand also, but not so good as with the right. 
Each foot bore two appendages. On the right foot the outer 
appendage formed the greater part of the foot, and seemed to 


_ contain a metatarsal bone, ending in a smal! fleshy stump bearing 
| a nail. The inner appendage of the right foot contained two 
_ tarsal bones, was hooked, and bore no nail. The left foot was 


divided into two almost equal parts, the outer being slightly the 
larger, and bearing a small fleshy toe having a nail. The i- 
dividual bones of neither mass could be felt. The inner mass was 
crooked upwards and inwards, and bore a nailless toe containin 
two tarsal bones. With a flat-footed gait the patient could wa 
quite well. 

Curiously enough, on the same day a native of the Waha 
tribe of the Kasulu district of Kigoma Province was seen 
having an extra digit, bearing a nail but containing no 
bone, on the ulnar aspect of each hand. They were 
connected to the hand by a short stalk of flesh. Such 
extra appendages, either of the hands or feet, seem to be 
common in this tribe. 

My thanks are due to the Director of Medical and ‘Sanitary 
Services, Tanganyika Territory, for permission to publish these 


notes. 
C. R. M.R.C.S., L.R.C.P., 
Kigoma, Tanganyika Territory. D.T.M. and H. 
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SPONTANEOUS PNEUMOTHORAX SUPERIMPOSED 
ON BILATERAL ARTIFICIAL PNEUMOTHORAX. 
Tue following case is interesting as showing with what a 
small quantity of lung tissue an individual may achieve 

relatively efficient respiratory exchange. 

R. F. W., a young adult male with bilateral pulmonary tuber- 
culosis, was admitted to Brompton Hospital on November 2nd, 
1927. Artificial pneumothorax was induced on the right side on 
November 7th and on the left side on December 12th. 

During the first few weeks the  paticnt’s temperature was 
erratic, but it gradually settled and did not touch 99° °F. 
after January 10th, 1928. By February 7th he was getting up 
all day, and on February 13th he was alowed to go home. His 
home being within a few miles of the Brompton Flospital Sana- 
torium, Frimley, it was arranged that he should attend there 
weekly Yor refills, and for some time he continued apyrexial, well, 
and maintained his weight. Regular screening cnabled the degree 
of collapse to be carefully controlled. 

At the examination on May 22nd fluid’ was beginning to appear 
on the right side; on the left side only a shallow collapse was 
visible. During the next three months little change occurred. 
On August 21st, after attending at the sanatorium for refills, he 
returned home as usual, driving a car for about six miles. On 
the way, preSumably the rupture of an adhesion led to a com- 
munication between lung tissue and the artificial pneumothorax. 
He felt a sharp pain’in the left shoulder, and began to suffer from 
‘shortness of breath. By 6.30 the next morning the discomfort was 
such that he had to send for his regular medical aitendant, who 
removed air from both pleural cavities, thereby securing for him 
relief, which, however, was only. temporary. (It was impossible 
to measure quantities and pressures, as no artificial pneumothorax 
apparatus was available.) Later in the day, -after the removal 
of more air, he was moved to Frimley, where a screen examination 


‘showed good collapse, with fluid on the right and complete collapse ’ 


‘on the left. .In spite of this his temperature remained normal, and 
his pulse and colour were good. At no iime did he appear in the 
least cyanosed.. During the next few days-he more than once felt 
‘distinct embarrassment of respiration, but he steadily improved, 
‘the only treatment being rest in bed combined with >the ‘adminis- 
tration of small doses of potassium bromide and morphine hydro- 
chioride in a mixture. By August 3ist he was up six hours daily, 
and was comfortable. He was discharged a few days later, and 
‘has since remained perfectly well, both sides being filled weekly, 
‘as before. 


. 1 have to thank Dr. H. Batty Shaw for permission to 
publish these notes. 
S. P. Wizson, 


Late House-Physician, Brompton Hospital, 
and Brompton Hospital Sanatorium, 


| B. COLI MENINGITIS IN A NEWBORN INFANT. 
Tue case recorded below seems to be of sufficient interest 
to merit publication. 


. A primipara, aged 22, was under observation and treatment for 
toxaemia of pregnancy—manifested in headache and raised blood 
pressure—from mid-term. At no time was any urinary abnor- 
mality detected. : 

On August 28th, because of persistence of severe headache, tube 
induction was performed. She had then reached the _thirty- 
seventh week of pregnancy. On August 30th, at 7.40 a.m., labour 
commenced, and the tube was removed. The membranes were 
then intact. On the same day, at 11.55 p.m., a female infant 
was born; it weighed 64 lb. and was 194 inches in length. The 
infant appeared to be perfectly well, and remained so until the 
afternoon of September 2nd, when she had “a screaming attack.” 
This was repeated an hour later, and it was noted that the 
abdomen was markedly distended. True convulsive attacks, asso- 
ciated with a cephalic cry, then set in and were frequently 
repeated. The abdominal distension remained until the following 
morning, and was associated with the frequent passage of stools, 
but not with vomiting. The convulsions aes more frequent, 
the abdominal signs diminished, she became dyspnoeic, the tem- 

rature rose to 100.2°, and the child died at 9 p.m. on September 
rd—thirty hours after the onset of symptoms. 

Examination revealed no other signs—no increase in tension of 
the fontanelle; no neck rigidity or limb rigidity ; deep reflexes 
were not obtained; the lungs were apparently clear; there was 
no umbilical sepsis. 

At post-mortem examination, made on the following day, a 
purulent exudate was found over the convexity of the cerebrum 
and chiefly in the line of the vessels, which were congested. The 
organs of the chest and abdomen were congested, but nothing 
further was noted, except an offensive odour, unusual at necropsies 
,on the newborn. From the exudate a pure growth of B. coli was 
obtained. From a cervical swab taken from the mother two 
on a a similar growth was obtained. Her puerperium was 
eDrile, 


During birth, presumably, the infant swallowed some 
secretion infected with B. coli. An extension from the 
intestine to the general blood stream followed, and mening- 
itis was the gross manifestation of a B. coli septicaemia. 
Ican find no record of a similar case. 


Frances Braip, M.R.C.P., 
Honorary Assistant Physician, Birmingham 
Maternity Hospital. 
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MEDICO-LEGAL ASPECTS OF FRACTURES. 
At a meeting of the Medical Society of London om November 
12th, with Dr. J. W. Carr, president of the society, in the 
chair, a discussion was held on the medico-legal aspects of 


fractures. 


Professor EK. W. Hry Groves (Bristol), in opening, said 
that the liability that medical practitioners incurred in 
the treatment of patients varied inversely with the com- 
plexity of the condition. Fractures were just the type 
of case in which the actual injury appeared to be so 
simple that the public considered themselves to have suffi- 
cient knowledge to decide the adequacy and correctness of 
the treatment. Some time ago, with the aid of a legal 
friend, he had collected 50 consecutive cases in which some 
action was threatened or actually taken against a medical 
practitioner for alleged negligence in the treatment of 
fracture. The region of the body affected in these cases 
was as follows: clavicle 1, shoulder 9, elbow 3, radius and 
ulna 4, wrist 5, digits 3, femur (neck) 11, femur (shaft) 3, 
patella 1, tibia 5, ankle 5. The most striking fact which 
emerged from a study of this series was the prominent part 
played by w rays; in 90 per cent. of these cases the neglect 
of a real s-ray examination seemed to be the point on 
which the case turned. The classification of these legal 
cases, in all of which no z-ray examination was made, 
according to the essential factor, was as follows: 


Per cent. 
Diagnosis of fracture missed 
Malunion not recognized ... 
Complicating injury to bone or joint missed o! ao 
AlHegation by another practitioner could not be 


The missed fracture was most frequently that of the neck 
of the femur. Another group of missed diagnoses consisted 
of cases in which there was thought to be, not a fracture, 
but merely a crack, or perhaps it was considered that the 
fracture was impacted, and no special treatment was 
advised, and not until weeks or months later, when the 
weight of the body was placed on the limb, did full dis- 
placement occur. Next to missed diagnosis in frequency 
came the group in which the fracture was obvious, such 
as Colles’s fracture of the wrist, or Pott’s fracture of the 
ankle, but some complicating injury was overlooked, in 
the former case perhaps displacement of one of the carpal 
bones or in the latter an injury to the astragalus. In the 
third group of cases the fracture was so obvious that it 
was thouglit quite unnecessary to have any z-ray examina- 
tion, and the limb was put up and splinted, but malunion 
was allowed to remain and not recognized until long 
afterwards. Very frequently this malunion was of the 
nature of lateral displacement, and possibly if it had been 
recognized it might have been thought wiser to have been 
content with that amount of lateral displacement, which 
very often resulted in no serious functional loss. In the 
g-ray picture, however, it was very obvious, and the argu- 
ment was put forward by the patient and his friends 
that if it had heen recognized ‘it could and should have 
heen corrected. The smallest group was that in which a 
more or less straight fracture was treated on conservative 
lines, but owing to some circumstance or other the patient 
sought advice elsewhere, and the second medical man, in 
undertaking some operative procedure, deliberately or un- 
guardedly made a statement to justify the operation which 
implied criticism of the first practitioner. In such a case 
the first practitioner would probably have been adequately 
defended if he had had a radiograph taken at the time of 
the injury. In the remaining 10 per cent. of cases, in 
which the question of x rays had not played any part, the 
matter turned usually upon the hostile criticism of one 
medical man by another. Quite possibly the first criticism 
was inadvertently made, but eventually the critic was apt 
to become the chief accuser of his colleague in the courts, 
and was usually persuaded to say in the witness-box a great 
deal more than he had intended. The speaker then dealt 
at some length with the case of Tyndall vr, Alcock. He 
thought that if it had been argued for the defendant in 
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that case that he had carefully attended the patient and 
carried out the treatment laid down in standard textbooks, 
but that he had made the flexion of the limb a little too 
full, the case would have been regarded as a mere error 
of judgement, and not as negligence. The prosecuting 
counsel, however, pushed the allegation that it was a 
perfectly simple fracture which had never been properly 
set. The speaker regarded that case as a grave miscarriage 
of justice, and said that such a miscarriage had a wider 
bearing than the heavy misfortune suffered by one practi- 
tioner. In the carly stages the great majority of fractures 
must be attended by men in general practice, and one could 
hardly blame a general practitioner if, influenced by the 
verdict and penalty in this case, he declined to have any- 
thing to do with a fracture, or merely adopted a non- 
committal policy of first aid, and awaited the result not 
only of z-ray examination, but of a second opinion, which 
might mean a delay of perhaps a week. Thus the golden 
opportunity of the first few hours, when reduction was 
comparatively easy, was lost. In conclusion, the speaker 
put forward three practical suggestions for reform, either 
in the law or in medical practice, so that the number of 
cases which came to court might be fewer and the cases 
of apparent injustice much rarer. He was well aware of 
the difficulties attaching to each of them: (1) A medical 
man before undertaking the care of a case of fracture 
should persuade the patient or his guardian to sign a 
paper indemnifying him against any action in case the 
result was unsatisfactory, (2) It should be made a definite 


‘ethical rule that when one medical man was asked to 


pronounce a verdict upon the work of another he should 
refuse to do so until he had had the opportunity of con- 
sultation with the man whose conduct was in question. 
(3) In High Court cases the judge should always have the 
benefit in technical. medical matters of an assessor, a pro- 
cedure already followed in county courts, where the judge 
had a medical referee sitting with him in compensation 
cases. 

Dr. James Neat (general secretary, Medical Defence 
Union) submitted that the position with regard to treat- 
ment of fractures was, from the legal point of view, essen- 
tially the same-as it was with regard to all other forms of 
treatment. There was an implied contract between the 
practitioner and his patient that he would exercise reason- 
able skill and care in treatment, whether of fracture or 
any other injury or disease. Whether reasonable skill and 
care were exercised in a given case depended upon the 
facts which it was for the jury. to decide on evidence, 
but it was not for the jury to fix the standard. All that 
the law demanded was the exercise of such skill and care 
as would be exercised by the ordinary practitioner in the 
same branch of the profession. Moreover, the term 
‘* reasonable skill and care ’’? must be applied relatively; a 
rural practitioner could not be expected to have the same 
resources as a hospital surgeon. Failure to diagnose the 
presence of a fracture was the usual basis of a claim 
against a doctor. In all cases of doubtful diagnosis where 
there was any possibility of fracture an z-ray examination 
was essential; even when the presence of fracture was 
clearly established by ordinary signs an z-ray examination 
immediately after reduction had been effected should be 
resorted to for objective evidence that the limb had been 
placed-in a suitable position. Modern advance in-surgical 
treatment could not be ignored, and patients to-day 
expected far more perfect results than formerly. It might 


.be necessary to repeat the procedures of manipulation, 


fixation, and z-ray examination several times until’ a 
perfect position was obtained, and any omission in these 
respects might conceivably render the practitioner liable 
for damages in event of imperfect recovery. 
Each and every detail of the treatment might be 
challenged, even instructions given to the nurse or patient. 
The prudent man would therefore adopt. precautions as a 
matter of routine. It was of the utmost importance always 
to avoid any appearance of carelessness. Only a few of the 


claims or complaints against doctors actually went to 


trial, and in the majority of these cases there had been 
some definite omission to take all reasonable precautions, 
It was a wise precaution to obtain a second opinion in any 


But if reasonable 


skill and care were exercised from start to finish, doctorg 
need not fear that litigation was any more likely to follow 
a case of fracture than other conditions, The real difficulty 
was that the question of negligence was one to be decided 
by a jury, and if the jury, even on the flimsiest evidence, 
found negligence it was almost useless to go to appeal. With 
regard to Professor Hey Groves’s three suggestions, it was 
the opinion of the Medical Defence Union that a form of 
indemnity would not render the doctor immune from 
actions for negligence. He thought it impracticable for 
such an ethical rule as Professor Hey Groves suggested to 
be made, for anything which was caléulated to lead the 
public to believe that the object of the profession was to 
safeguard the doctor would render the profession suspect, 
whatever it did. As for the assessor, this was a highly 


_dangerous suggestion. If the judge was to be influenced 


by the advice of an expert, who might, for anything known 
to the contrary, hold the most peculiar views on the matters 
in dispute, the defence in every trial would be up against 
an unknown factor in addition to the jury who had already 
to be faced. 

Mr. Zacuary Core mentioned that there sometimes 
occurred a case, such as fracture of the hip, which had 
been neglected for some time, and with regard to which 
x-ray evidence furnished quite contradictory information. 
An z-ray picture might have been made, and then changes 
developed within a few weeks which made the line of 
fracture difficult to detect, and led to contrary opinions 
being expressed by equally competent surgeons. . The x-ray 
picture might-be very difficult to interpret, and grave 
charges might be made upon z-ray evidence which could 
sustain contradictory points of view with regard to inter- 
pretation. 

Surgeon Vice-Admiral Gaskext said that a large number 
of cases of fracture occurred in the navy, though it was 
true that not much litigation arose in these cases. Ho 
was convinced that one of the most dangerous persons was 
the optimist who told the patient that all was well. If 
only the medical man would take a rather more pessimistic 


attitude he would prepare the patient and his friends for 


the bad results which occasionally followed even in the 
best practices. That was a point he always instilled into 
his junior officers. A too optimistic attitude also made the 
patient and his friends unwilling t6 call in a_ second 
opinion, which was one of the safeguards against any 
ensuing legal action. He thought that Professor Hey 
Groves’s remarks ought to be widely circulated in_ the 
profession. 

Mr. R. C. Evmsuie said that Professor Hey Groves’s 
suggestion that the “‘ accuser”? might meet the ‘* accused ” 
before making any pronouncement which could be regarded 
as in the nature of criticism sounded very well in theory, 
but in practice it might be very difficult. He described 
the circumstances in a fairly recent case in which he him- 
self was looked upon rather as an accuser, although he did 
not consider himself in that position. In that case he 
simply gave a proof of his evidence to both sides, and left it 
to whichever ,side liked to call him. Speaking of the Wood- 
Hill case, he said that in his view the poiuts which settled 
that case were (1) the very grave divergence of evidence 
as to what directions had actually been given to the patient 
in hospital and after she had left hospital, and (2) the fact 
that some eight or ten weeks after the fracture the practi- 
tioner, on request from the patient’s husband, writing from 
memory, and without having seen the a-ray picture, indi 


cated on a diagram the site of the fracture, which proved 


to be erroneous. The speaker thought that medical practi- 
tioners ought to keep the most careful notes of their frac- 
ture and other cases, how they had been treated, and what 
instructions had been given to the patients. 

Mr. Donatp ArMovr said that as long as human nature 
remained what it was, doctors would be found, some on 
one side and some on the other, and certain. doctors, not 
content with being witnesses, would become advocates as 
well. One case in which he himself had been involved was 
a Colles’s fracture referred to him at hospital by a medical 
practitioner. There was obvious malunion. Some weeks 
afterwards he discovered that the patient was bringing an 
action for damages against the medical man concerned 
originally in the case. The patient had said nothing to 
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the second doctor whom she had consulted. The speaker, 
having operated on her, was asked to give evidence on her 
side. He refused to do so, and being called into court he 
refused to furnish a proof of his evidence to either side, 
and told the Lord Chief Justice, before whom the case was 
heard, that he attended on subpoena and had refused the 
proof of his evidence to both parties. The judge protected 
him, and would not allow him to be made a witness for 
either the plaintiff or the defendant. In another case, 
heard before Mr. Justice Roche, the circumstances were 
very similar, and the judge acted in just the same way. 

Dr. E. M. Cattenper related a case in which a young 
lady, wifo until her marriage had been a patient of his 
own, was thrown from her horse in the hunting field. 
A local practitioner attended her, took her in an ambulance 
to the local hospital, and had a-rav photographs taken. 
The 2-ray pictures were eventually brought to the speaker 
by the parents of the lady, with the statement that she had 
fractured the sixth and seventh ribs and dislocated one of 
the bones of the pelvis. But the 2-ray pictures were so 
hopelessly bad that nothing at all could be gathered from 
them. Later it was shown that there had been a fracture 
of the twelfth rib only. It appeared that the z-ray pictures 
had been taken by a local chemist with an ancient appar- 
atus, and the exposure was so long that respiratory move- 
ments had interfered with the clearness of the result. 
The possession of ancient a-ray apparatus might be a real 
source of danger. 

Mr. H. A. T. Farrpanx said that the first obligation of 
the profession was to do the best for the patient. If it 
came to a question of criticizing the procedure of the practi- 
tioner who had first treated the case, this seemed to be 
unavoidable if the second man was to do his duty to the 
case. The only thing he could do was:to refuse definitely 
to criticize his predecessor without having had a talk with 
lim, because the second practitioner could not know what 
difficulties the case had presented at the beginning. With 
regard to the suggestion to have an assessor, he thought 
it an excellent idea. 

Mr. Warren Low remarked that those who had been 


practising for the last thirty years realized what an extra-_ 


ordinary boon the a rays had been, but while excellent 
servants they were hard masters, and it was well not to be 
slaves to the g-ray habit. There should be no delay in 
dealing with a fracture through waiting for the radiologist. 
The rays were perhaps more useful after the fracture had 
been dealt with than they were before. The public ought 
to realize that surgeons were not always successful in 
dealing with fractures at the first attempt. He thought 
the first two of Professor Hey Groves’s suggestions rather 
impracticable, and as to the third—the assessor—it was 
true that an assessor sat with a county court judge, but 
the judge was not obliged to ask his opinion or to 
follow it. 

‘Dr. RepmMonp Rocne mentioned two recent cases in his 
own family in which the x-ray picture had been misleading. 
He thought the profession was allowing itself to be led 
by the nose to some extent in this matter by assenting to 
the proposition so generally laid down that x rays were the 
absolutely essential to diagnosis. What he thought to be a 
sighting reference had been made by one of the speakers 
to the ‘‘ ordinary surgeon.’’ But it was not only ordinary 
surgeons who were at fault; he gave an instance of an 
error of which a one-time vice-president of the Royal 
College was guilty. 

Mr. W. E. Tanner pleaded for a revision of the nomen- 
cature. The terms ‘‘closed’’ and ‘open’ fracture 
should be used instead of ‘ simple ’’ and ‘ compound.” 

Dr. Antnony Fettne said that if the second of Pro- 
fessor Hey Groves’s suggestions were taken, and “‘accused”’ 
and * accuser’? met in consultation, the evidence of both 
in court would carry much less weight, and would be 
looked upon as suspect from the beginning. As to the 
easessor, he mentioned a case which turned upon neuro- 
logical evidence in which the judge ruled against the five 
reurologist witnesses, adding that his assessor quite agreed 
with him; it transpired that the assessor was a surgeon. 

Mr. H. W. Carson said that the public was educated 
to believe that in all fractures a perfect functional result 


— 


could be secured; in the hands of the very best practi- 


‘tioners in orthopaedic surgery this was not always possible. 


The public was also being misled as to the vatue and 
importance of the z-ray photograph, which was difficult to 
take and more difficult to read, especially if it had been 
taken early in the case and was compared with the 
appearance presented weeks or months afterwards. 

Professoy Hry Groves, in reply, said that in speaking 
of an ‘accuser’? he had in mind those cases—roughly 
10 per cent. of the whole—in which a medical practitioner 
had allowed himself definitely to impugn the conduct of 2 
colleague in a way he would not have done if he had been 
informed of the facts beforehand by consultation. 

Dr. James Neat still maintained that the x-ray examina- 
tion was essential in any case of doubtful diagnosis. He 
would not suggest that a medical man should invariably 
rely mainly upon an g-ray examination for his diagnosis; 
but he thought that even a negative 2-ray result would be 
a very good factor in defence, assuming that the photo- 
graph had been taken by a good radiologist and had been 
rightly interpreted. It had a certain objective value when 
produced in court. 


SURGICAL EDUCATION AND SURGICAL PRACTICE 
IN THE FUTURE. 


At. the mecting of the Section of Surgery of the Royal 
Society of Medicine on November 7th Sir Hotsurt Wanine, 


the new president of the Section, delivered his address 


from the chair. 

Sir Holburt Waring explained that his purpose was to 
suggest some points in connexion with surgical education 
and practice in the future. Dealing first with the 
basic sciences—chemistry, physics, and biology—in rela- 
tion to surgical education, he said that since 1923 the 
medical curriculum had been lengthened by establishing a 
pre-registration examination in chemistry and physics. He 
was not sure that the change had been entirely advan- 
tageous. Chemistry and physics were now in many cases 
taught to future medical students in schools or colleges 
badly or inefficiently equipped for the purpose, and there 
had been many evasions or semi-evasions of the spirit 
of the General Medical Council’s recommendations whereby 
this change was brought about. It was disadvantageous 
also because biology had been omitted from the pre-registra- 
tion examination. It would be in the interests of medical 
education to add biology to this examination, and only 
to admit to such examination students who had com- 
pleted courses in these three subjects, either under recog- 
nized teachers or in schools or colleges recognized for the 
purpose. The course in biology should also be modified 
so as to comprise general biological problems, and the 
present extensive ‘‘ type’’ method of instruction should 
be considerably curtailed. If some rearrangement of the 
kind were made it would be easier for medical schools to 
carry out the Council’s recommendation that the study of 
the basic sciences should be continued throughout the entire 
period of the students’ curriculum. If this were done the 
heads of the departments of chemistry, physics, and biology 
could be utilized, first in teaching these subjects as applied 
to medicine and surgery, and then in many directions in 
connexion with pathology and diagnosis. At the present 
time it was rare for a biologist to be called upon to deal 
with the elucidation of a clinical or pathological problem in 
a hospital. 

Methods of surgical education had been modified to a 
considerable extent during recent years by the increasing 
tendency in nearly all schools and hospitals to develop 
specialism. New special departments had been added in 
most hospitals, with the result that the clinical facilities 
of a general surgeon had become limited in respect to the 
forms of surgical diseases admitted to his clinic and so 
made available for the surgical instruction of students. 

Passing to’ the combination of teaching hospitals and 
Poor Law medical institutions, Sir Holburt Waring trusted 
that the discussions now proceeding might result in some 
satisfactory arrangement. Up to the present it had not 
been possible to utilize these institutions in the best 
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possible way, owing to vested interests on the one hand, 
and sentimental objections on the other. But he did not 
wish to see young students called upon to do work in 
connexion with these institutions either for nothing or at 
a “ sweated ”’ rate of pay. 

With regard to professorial units, the advantages which 
had accrued from the appointment of a whole-time pro- 
fessor of surgery had been chiefly along-the lines of 
increased research on surgical subjects and the reorganiza-. 
tion and general improvement of surgical teaching in the- 
non-professorial portions of the institution concerned. ~The 
non-professorial units usually consisted of from 40 to 60 
beds, with a personnel of a surgeon, an assistant surgeon 
or surgeon to out-patients, a registrar, and two resident 
officers. In the professorial units more laboratory accom- 
modation had been given and a larger personnel, which 
could be utilized for the purpose of diagnosis, treatment, 
research, and-instruction. After pointing out some diff- 
-culties, chiefly arising from specialization, Sir Holburt 
Waring said that he was coming to the conelusion as 
regards professorial units that these could best be utilized 
in surgical education by making them the organizing: heads 
of the entire course of instruction on the surgical sides 
of the schools and hospitals concerned, giving preliminary 
courses to students before they commenced their clinical 
surgical work proper. They should be utilized also in 
organizing and carrying out research, and in the clinical 
education of students after they had passed through one 
of the non-professorial surgical units. With regard to the 
non-professorial units, the usual custom in most hospitals, 
especially in London, was for a student to spend six months 
as a surgical dresser. Instead of, as at present, limiting 
the student’s work to one non-professorial unit, it would 
be wiser to enlarge the units by combining two together. 
If this were done, and time-tables rearranged, it might 
be possible to give to every student a much larger and more 
extensive course in practical surgery. In addition, courses 
of instruction in the special departments should be strictly 
limited to the subject-matter of those departments, and 
a specialist should not be allowed to try to extend his 
specialty into other parts of the body which might be 
considered to be connected with it directly or indirectly. 

Rapidly reviewing some other subjects, Sir Holburt 
Waring said that he doubted whether the use of cinemato- 
graph films in surgical education, except in special cases, 
presented any great advantages. The best use of the film 
was in cohnexion with many forms of fractures and disloca- 
tions. He was not sure how far the use of animals in the 
acquisition of technical experience could be justified in the 
education of the future surgeon. He could, by the use of 
animals, learn many details of surgical technique, but, on 
the other hand, conditions were somewhat different. Some 
work of this kind was done in the States, and under good 
teachers he thought it might be useful; but in this country 
at present, when the life of a dog was considered by many 
to be of more consequence than the possible alleviation or 
cure of disease in a sick human being, the use of animals 
for the instruction of students in surgical technique was 
out of the question. 

The President then turned aside to discuss the admission 
of paying patients to hospital. It had been advocated that 
the provision of beds should be limited to the middie classes, 
the fixed payment to include the entire charges for accom- 
modation, food, nursing, and surgical treatment; but, on 
the other hand, it was urged that if a voluntary hospital 
was to work a scheme of this kind satisfactorily the accom- 
modation, nursing, and so forth should be provided for al! 
classes of patients. He himseif felt strongly that the latter 
was the best solution. Hospitals carrying out this provision 
would in most cases have to build, for it was practically 
impossible satisfactorily to adapt the accommodation in a 
voluntary hospital, as.it was known at the present time 
for the needs of paying patients. One point would require 
careful deliberation before a decision was reached by any 
individual hospital adopting this system; this was the 
admission of patients by the administration on the recom- 
mendation of the staff, the financial details being left in 
the administration’s hands. In his experience there was 
always a tendency to make use of the professional services 


of the staff without giving thought to the financial 
remuneration which the circumstances of a case demanded, 
There should not, however, be any real difficulty in this 
respect if in connexion with the paying patients’ depart- 
ment of a voluntary hospital there was established a com- 
bined board of representatives of the administration and 
of the professional staff. The utilization of a voluntary 
hospital for paying patients would make the latest methods 


of diagnosis and treatment available to all classes. 

On the subject of radium and 2-ray dixgnosis and treat- 
‘ment, Sir Holburt Waring pleaded that in common fairness 
to all. classes of the community: the use of radium for. 


treatment should be as readily obtained for paying patients 
as for the poor, and this could only be done under present 
conditions by the utilization of the special radium insti- 
tutes and the radiological departments of large hospitals. 

Next he said a few words on the subject of private 
hospitals and nursing homes. These were for the most 
part private houses which had been converted into hospitals 
—a conversion which, in the majority of instances, was 
unsatisfactory. There were a few examples, in London, 
and others in some of the larger provincial towns, where 
private hospitals had been speeially built. In most of 
these, however, accommodation had only been provided for 
the patients, and had comprised rooms and an operation 
theatre. Every private hospital ought to have a_ well- 
equipped pathological laboratory, an operation theatre, and 
an s«-ray installation for investigation and also for treat- 
ment: provision ought also to be made for light treatment, 
and in some special cases for physical exercises. It might be 
said that this would be too expensive to prove an economic 
success, but he could not agree. If the hospitals were made 
sufficiently large and well equipped, and provided accom- 
modation for different classes of paying patients, he felt 
assured that they would justify themselves commercially. 

Finally he touched on the subject of ‘* economic ’’ and 
‘* wneconomic ’’ operations, remarking that from an 
economic point of view surgeons were not always a valuable 
asset to the country. They performed operations which 
resulted in the prolongation of life when the lengthened 
life was an economic loss to the State and often of no 
pleasurable value to the patient. He referred to such 
operations as gastrostomy for advanced cases of carcinoma 
of the oesophagus. After the operation had been success- 
fully done, and the patient taught to feed himself, he 
returned to his home only to linger and guffer, with no 
pleasure in life, and a cause of constan$ anxiety and 
trouble to his friends. On the subject of surgical opera- 
tions to prevent the propagation of the unfit a whole 
evening might be spent in discussion. He suggested that 
at a later date the Section of Surgery might unite for a 
combined discussion with the alienists. 

Mr. W. McAvam Eccuies said that the teaching of the 
basic sciences—chemistry, physics, and biology—in__ the 
public schools was never quite satisfactory because they 
were not taught with a view to the subsequent study of 
medicine. If? it were possible for the teachers to get 
together and draw up some line of teaching which could 
filter down to the various schools and give correlation and 
direction to these subjects it would be of real assistance. 
He had been a little surprised that Sir Holburt Waring 
had not spoken about anatomy and physiology. He was in 
doubt as to how far anatomy, even yet, was really being 
taught with a view to subsequent clinical practice. The 
reason why it had been arranged that the three basie 
sciences should be taught before the student went to the 
medical school was that more time might be available, 
not only for clinical subjects, but for a thorough grounding 
in anatomy and physiology as applied to future clinical 
practice. As for surgical education proper, there was no 
doubt that the real basis for surgical education was con- 


tact with surgical patients. Long hours spent in the 


theatres might, beyond certain limits, be more or less 
wasted time, and the student might be better employed in 
studying cases at close quarters—such as a hydrocele and 
the method of tapping—than in watching operations from 
a distance. 

Mr. V. Warren Low remarked that those who proposed 
to enter medicine were now required, after a very goo 
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school education, to devote five years before passing a 
“ bread-and-butter ’? examination, and even when they 
came up for this examination about 40 per cent. of them 
were ‘‘ ploughed.’”? There must be something wrong with 
the curriculum or with the public requirements when this 
was possible. Perhaps too much detail was demanded in 
the earlier stages of a medical student’s life. More time 
might advantageously be spent on principles. Having 
Jearned the principles of chemistry, physics, and biology, 
could not a system be arranged whereby the details would 
be brought to the student’s notice as he went through his 
clinical career? He might be able to learn the details 
of his physics more quickly while he was using his instru- 
ments. Students also might be brought into responsible 
relationships with patients at an earlier stage. 

Dr. GrorGe Jones, speaking on the relations of volun- 
tary and municipal and Poor Law hospitals, said that in 
london, should the borough councils combine with the Poor 
law guardians, they would find themselves in a very strong 
position as against the London County Council with regard 
to medical services, and the combined authority might 
insist that the whole of the medical services of the area 
should be transferred to them—lock, stock, and _ barrel. 
At the present time the borough councils or their medical 
officers complained of a certain hampering of their work 
by such activities of the London County Council. 

Mr. R. C. Eximstre said that professorships in surgery 
had the disadvantage of taking their holders away from 
private practice, and private practice was of immense 
value to the teacher because it introduced him to a class 
of case in some respects more useful for teaching purposes 
than those he saw in hospital. With regard to specialism 
in surgical teaching, his own feeling was that the teaching 
of special subjects should be supervised by the pro- 
fessor of surgery. He had felt for a long time that the 
wuidergradate received too much teaching in major 
surgery; also he recalled that in his own undergraduate 
days he saw~too much of the teaching of one surgeon and 
too little of the teaching of other surgeons. It would be 
an excellent plan if in every medical schoo! each surgeon 
had at least one class a week open only to students who 
did not belong to his unit. As for the method of teaching 
the technique of surgery, when the student was a young 
house-surgeon he himself might sometimes he allowed to 
operate wnile the teaching surgeon acted as his assistant. 
That was a very good way of teaching. 

Mr. Eric Pearce Govurp said that what it was desirable 
to ensure was a large number of post-graduate appointments 
for men who were intending to take up surgery as their 
life-work. As for the teaching of preliminary subjects, 
this was primarily of. value as giving a man an insight 
into scientific principles and possibly an opportunity of 
discovering whether or not he had a facility for the study 
of science. Mr. R. P. Rowxanps remarked that every 
fort to shorten the curriculum appeared to result in 
lengthening it. He felt that there was some danger of 
over-specialism, not so much perhaps from the educational 
point of view as from others. At Guy’s they were not 
keen on professorial units, holding rather that all uniis 
should be coequal. Moreover, to divorce the professor from 
private practice was a bad thing from the point of view of 
his own teaching capacity. 

Mr. Max Pace thought it economically impossible for 
aman to give more than five—or at the very most, more 
than six—vears to his medical education. That must be 
accepted on a comparison of medicine with other profes- 
sions. He thought there would have to be a_ students’ 
eitrance examination of a sterner character to eliminate 
jn advance a number of those who were obviously unfitted 
for medicine, and who accounted for some part of the 
per cent. of “‘ ploughs ’? mentioned by Mr. Warren Low. 

tr. Joun Gay said that when he himself had passed 
through hospital he felt that he had seen an enormous 
tumber of major operations, but in the ordinary work of the 
general practitioner he realized that something eise was 
wanted. When men now talked to him about going in for 
medicine he always advised them to study the beginnings 
of things, to get to know the smaller things, those earlier 
stages of disease which were not often seen in hospital, 


those chronic cases which were mostly seen in infirmaries, 
and to make themselves proficient in operations such as 
tonsillectomy, the passing of catheters, and so on, which 
fell to the general practitioner’s lot. 


ANTE-NATAL CARE IN GENERAL PRACTICE. 
A xETING of the Newcastle-upon-Tyne and Northern 
Counties Medical Society was held in the Royal Victoria 
Infirmary, Newcastle, on November Ist, with Dr. W. E. 
Hume in the chair. After clinical demonstrations had 
been given in the out-patient department, a discussion on 
‘** Ante-natal care in general practice—its value as an aid 
and a policy,’’ was opened by Mr. H. Harvey Evers. 

Mr. Harvey Evers said that he had two definite objectives 


e-—namely, to prove that ante-natal care was an essential 


adjunct to rational obstetrics, and that the bulk of this 
work must be done by the general practitioner if the service 
was to have its maximum efficiency. The climination of 
eclampsia, the prompt treatment of venereal disease, the 
correction of malpresentations, the diagnosis and correct 


management of cases of disproportion, were all emphasized’ 


as the direct results of efficient ante-natal supervision. 
Stress was laid upon the advantages of induction of pre- 
mature labour, in Mr. Evers’s experience, as a means of 
avoiding much difficulty. The speaker also showed the 
difference in the results of cases of placenta praevia where 
the patient was under supervision, as compared with those 
which were unsupervised. Moreover, demonstration of the 
fallacy that pregnancy and labour were normal physio- 
logical processes would be of great advantage to the patient 
and to the doctor; it would enable patients to see more 
clearly the need for supervision, and would make the 
medical man’s position much more comfortable where com- 
plications or disorders occurred. Mr. Evers thought that 


no woman should be allowed to come into labour without - 


a previous examination by a doctor. The positions of the 
midwife and of the public ante-natal clinic were discussed, 
and it was pointed out that the best work could not be 
done by a whole-time ante-natal officer; efficient super- 
vision could only be given by someone in the active practice 
of obstetrics. The work must be done by the family doctor, 
who would thus acquire full control of the maternity 
service. He would then be in a position to deal with his 
patients in a manner which he considered to be to their 
greatest advantage. The work was easy to learn, took 
little time to practise, and was welcomed by the patients, 
provided that vaginal examination was avoided, except 
where absolutely necessary. 

Dr. Ruxton read a paper by Dr. L. M. Weeks, dis- 
cussing his experience of ante-natal work in private prac- 
tice, and indicating its great advantages in saving lives of 
mothers and children, as well as in the prevention of a 
great deal of subsequent maternal morbidity. Dr. Weeks 
described his ordinary routine, and pointed out that the 
technical side of the work was easy to learn, took not 
more than three-quarters of an hour in each case over the 
whole period of the pregnaucy, and was welcomed by all his 
patients. He emphasized the importance of a consultant’s 
opinion in doubtful cases, and gave examples of the good 
results he had obtained thereby. He gave a summary of 
156 cases from his own practice, and called attention to 
the large proportion of abnormalities and the great benefits 
derived from ante-natal methods. 

Dr. S. WortHINGTON gave his views on the work in indus- 
trial practice, and was enthusiastic in his support of Mr.’ 
Evers’s remarks. He deplored the passage of obstetrics 
from the hands of the general practitioner, and agreed 
that there had been a great increase of abnormal cases 
in recent years. He submitted that the ante-natal clinic 
and the maternity hospitals should suffice for the very 
poor, and that for the insured class suitable provision 
should be made whereby the fees for ante-natal supervision 
would be guaranteed to the doctor. He preferred that in 
a normal case there should be a midwife only, rather than 
a doctor only, provided that the patients were examined 
ante-natally by a doctor. His routine was described, and 
he asserted that his patients now accepted examination 
without any difficulty. . 
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CARDIO-VASCULAR DISEASES. 
THERE are special reasons for welcoming Sir Humpary 
Rouzeston’s Harveian Oration in the shape of a neat and 
handy volume.' As a record of the historical growth of our 
knowledge of cardio-vascular diseases since Harvey’s day it 
is singularly detailed and complete, and it will therefore be 
accepted as a standard of reference brought fully up to date. 
In addition, the text is accompanied by a widely collected 
bibliography, where the student of the future, not less than 
his colleague of to-day, will find direction and help. And 
yet again, the volume form has admitted some chapters 
which the limits of time excluded from the Oration as 
delivered on St. Luke’s Day to the Royal College of 
Physicians of London. It is well, therefore, that so service- 
able a contribution should be given a complete, permanent, 
and readily accessible shape. The Oration, and a leading 
article on the subject, we published in our issue of 


October 20th. 


INTRACRANIAL TUMOURS. 
THose who were fortunate enough to hear Sir JaMgs 
Purves-Stewarr’s presidential address to the Neurological 
Section of the Royal Society of Medicine in 1926 will 
welcome his book on Intracranial Tumours and Some Errors 
in Their Diagnosis? as providing them with a means of 
reviewing this clinical material at greater leisure than 
was possible during an hour's lecture. 

The author opens with a description of what he calls 
the general signs of intracranial tumour, and then devotes 
a chapter to each of the principal anatomical divisions of 
the brain, giving an account of the localizing signs usually 
expected from tumours in these situations, followed by a 
detailed account of several cases pertinent to the chapter. 
He does not claim to have made any novel observations, 
but, taken as the record of a careful and skilled observer’s 
notes on cases in each of which the diagnosis was confirmed 
by operation or necropsy, this monograph is of great 
interest and value. The introduction is written with such 
disarming modesty that criticism is embarrassing. Each 
clinician who has claborated his own method of examination 
will feel that the particulars given are in many cases 
incomplete in some important detail—this is bound to be 
so from the nature of individual experience, and what the 
author has himself referred to as the personal factor. The 
frequency with which confident deductions as to the site 
of a tumour are falsified by subsequent events has led one 
eminent neurologist to remark that their localization is a 
sport and not a science. Probably ail would agree that 
the most important differentiation to be made in practice 
is that between intracranial tumour and some other condi- 
tion, rather than between tumours of differing intracranial 
site, and it is, therefore, to be regretted that the chapter 
on errors of diagnosis contains,only four cases where this 
was in question. 

The suggestion that epileptiform convulsions may be due 
to anaemia of the motor cortex (p. 7) does not tally with 
the fact correctly given (p. 4) that local cerebral anaemia 
causes loss of function and paralysis—unless, indeed, the 
author regards these as release phenomena due to the 
uninhibited discharge of lower level mechanisms. Again, 
when he says that in some cases ‘‘ the increase of intra- 
cranial pressure is due to the blocking of the foramen 
magnum by a pressure cone formed by the prolapsed 
brain-stem and cerebellum ’’ he is surely overlooking the 
fact that it is this increase of pressure which is the most 
common cause of spinal herniation of the intracranial 
contents, although a vicious circle may thereby be estab- 
lished causing an acceleration of the rise in pressure. 
These are, however, minor points in which the pathology 
does not rise to the level of the clinical observations set 
out in this monograph, and they do not materially affect 
its value. 

Oration. By Sir Humphry Davy Rollestom, Bart, KGG., 
The Cambridge University Press. 1928. (Cr. 8vo, pp. 149. 3s. 6d. net.) — 

Intracranial Tumours and Some Errors in Their Diagnosis. By Sir 

dames Purves-Stewart, K.C.M.G., C.B., M.D., F.R.C.P. Oxford Medical 


Publications, London: Milford, Oxford University Press, ; 
pp. xiii + 206; 51 figures. 12s.’ 6d. net.) — 


_and experimental 


EXPERIMENTAL PHARMACOLOGY. 

An Introduction to Experimental Pharmacology,’ by 
SottMann and Hanzuik, is an adaptation of Sollmann’s 
Laboratory Guide in Pharmacology, a book that for many 
years has served as a valuable work of reference to teachers 
of this subject. The experimental courses therein described 
were very extensive, and in the present volume there has 
been a considerable reduction in the number of experiments, 
but those mentioned are described in greater detail. 

The volume consists of two parts—chemical pharmacology 
pharmacodynamics. The first part 
presents a selection of experiments from the subjects of 
pharmacy, organic chemistry, and biochemistry. The second 
part describes a large number of animal experiments. The 
usual classical pharmacological experiments are included, 
and, in addition, a number of original experiments are 
described. The chapter on gastro-intestinal movement 
deserves special mention, and in particular an_ excellent 
method for the photography of intestinal peristalsis is 
given. The volume concludes with a series of appendixes, 
the most important of which, comprising 30 pages, gives 
the doses for animals of all the most important drugs used 
in experimental pharmacology. . This appendix was one cf 
the most useful features of Sollmann’s familiar textbook; 
it has been carefully revised and brought up to date, and 
will be found of the greatest value by all pharmacologists 
and physiologists. A new appendix has also been added 
giving the dilutions at which drugs act on isolated tissues. 

This textbook will be found of the highest value as a work 
of reference by all teachers of pharmacology and physiology. 
It is not, however, well suited to the needs. of the British 
student, because a considerable proportion of the subject- 
matter is devoted to the description of experiments on 
living animals, which cannot be performed by students in 
this country; moreover, the course described is far longer 
than could be carried through in the time allotted 
to “experimental pharmacology in any university in this 
country. 


RADIOGRAPHY IN GYNAECOLOGY. 
DExploration Radiologique en Gynécologie* is the title of 
an interesting book, the work of Dr. CLaupe Bécuére of 
Paris. The first chapter deals shortly with the use of 
** pneumoperitoneym ”’ in gynaecology, and there is a short 
reference to the method of injecting air through the uterus 
and Fallopian tubes; but the main part of this book is 
based upon the author’s own experience in cases in which 
an opaque material—iodipin—was injected into the uterus 
and tubes for diagnostic purposes. Following a historical 
reference, the full technique, with the author’s modifica- 
tions, is described in detail. The rest is profusely illus- 
trated with radiographs of cases after injection, accom- 
panied by descriptive notes and comments. A comprehen- 
sive bibliography is added. 

To those interested in the subject this book should prove 
both useful and instructive; the author writes in easy 
style, and everything is very much to the point, with a 
complete absénee of padding. Apparently the whole ground 
is covered, and every condition in which such a method of 
examination can be useful is illustrated. We may add that 
it is very well printed on excellent paper, and the radio- 
graphs, about sixty in number, which show the finest 
technique, are beautifully reproduced. 


AMERICAN MEDICAL BIOGRAPHY. 
To the admirable industry and esprit de corps of Professor 
Howarp A. Keury and Dr. Warter L. Burrace the pro- 
fession is much indebted for The Dictionary of American 
Medical Biography: Lives of Eminent Physicians of the 
United States and Canada, from the Earliest Times.> It 
is the successor of American Medical Biographies (1920), 


3 An Introduction to Experimental Pharmacology. By Torald Sollmana, 
M.D., and Paul J. Hanzlik, M.D. Philadelphia and London: W. B. 
Saunders Company. 1928. (6 x 94, pp. 321; figures. 20s. net.) — 

4 L’Exploration Radiologique en Gynécologie. Par Claude  Béclére. 
Préface de Raymond Grégoire. Paris: Masson et Cie. 1928. (Med. 8v9, 
pp. 175; 61 figures. 45 fr. sans majoration.) 


5 Dictionary of American Medical Biography: of Eminent 


Lives 


Physicians of the United States and Canada, from the Earliest Times. 
By Howard A, Kelly, M.D., LL.D., and Walter L. Burrage, A.M., M.D. 
New York and London: D. Appleton and Co. 
pp. xxx.+ 1364, £2 10s.) 


(Sup. roy. 8v% 
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by the same authors, which was founded on Professor 


Kelly’s Cyclopedia of American IZedical Biography (two 
volumes, 1912); this in its turn being constructed on 


‘the same lines as the Medical Biography, published in 1828 


by James Thacher (1754-1844), who in the present volume 
is described as ‘standing at the head of the list of 
medical historians in this country.’’ The dictionary con- 
tains 2,049 biographies, as compared with 1,948 in the 
1920 edition; there are about 300 new entries, some of 
the old ones having been cut down to the name with a 
reference to the former edition. The two editors are 
responsible for an amazing number of lives, but to such 
an undertaking there are naturally many other contributors, 
such as C, L. Dana, W. B. Cannon, E. F. Cordell, Sir 
W. Osler, F. R. Packard, L. S. Pilcher, John Howland, 
who wrote on Emmett Holt, C. R. Bardeen, and J. F. 
Fulton, now of Magdalen College, Oxford, who supplies 
the lives of J. G. Adami and N. E. Brill, well known as 
the describer of the endemic form of typhus eponymously 
called Brill’s disease. Some of the lives are unsigned, such 
as that of Surgeon-General W. C. Gorgas; we have no 
reason at all to suggest it, but possibly thus is concealed 
the work of a Government official and a great medical 
historian who would naturally be expected to contribute to 
this dictionary. The accounts of a number of pioneer 
women doctors, such as the sisters Elizabeth and Emily 
Blackwell, Rachel L. Bodley, Lucy Sewall, and Mary 
Harris Thompson, the first woman who specialized in 
surgery, are signed by Alfreda B. Withington. Professor 
Howard Kelly writes the notices of his old colleague Sir 
William Osler, of Theodore C. Janeway of the Johns 
Hopkins, and of John McCrae of Montreal; he also writes 
on the famous W. C. Wells, the author of ‘‘ The Essay on 
Dew,’’ who was born of Scottish parents in Charleston, 
South Carolina, but is also claimed by our country, and 
naturally is noticed in the Dictionary of National 
Biography. 

This volume, the outcome of twenty years’ work, and, 
as the preface says, “ years of delightful occupation: 
browsing in old volumes, writing to, and hearing from, 
interested colleagues,’’ brings the biographies down to the 
beginning of 1927. It includes medical men of all kinds, 
not, as the title ‘‘ Lives of Eminent Physicians of the 
United States and Canada ”’ might suggest to some British 
ears, those only who practise pure physic, but medical 
men who have abandoned medicine and gained distinction 
in science and other fields. It is an absolutely necessary 
guide to all interested in the medical history of the 
English-speaking New World. 


GERMAN SPAS. 

Mr. S. L. Bensvsan, having visited Bad Nauheim in 
search of health, proceeded to visit other German spas 
by way of holiday. In Some German Spas® he records for 
English benefit his impressions of certain health resorts; 
being convinced that ‘‘ the common interests of both 
countries would be best served, and the chances of another 
European war most effectively lessened, by the re-establish- 
ment of a close and ultimately friendly intercourse between 
the two nations.’’ Mr. Bensusan may be thought by some 
to suffer from a serious disability as a student of German 
waters: he admits that he is ‘‘ one of those foolish people 
who take no alcohol in any shape or form.’? No man, it 
has heen said, can become a connoisseur in these waters 
Without the antidote of the vintages of the Rhine, the 
Moselle, the Nahe, and the Ahr, or the beer of Munich. 
However, Mr. Bensusan seems to have derived pleasure as 
Well as health from his tour; he describes pleasantly the 
attractions of each place that he visited, he lays stress on 
the cheerfulness that pervades the spa from the early 
morning hymn to the extinction of the lights of the 
kursaal, and he admits the influence of the surroundings 
on the mind of the patient. As becomes a non-medical 
observer he does not attempt to enlarge upon the 
Medicinal effects of water drinking and bathing, though 
he seems to think the latter procedure the more important. 
But he describes in glowing terms the beauty of the spots 
In which the springs bubble forth: he is duly impressed 


1928. 


, 
Some German Spas, By S. L, Bensusan. London: N. Douglas, 


(Demy 8vo, pp. xi + 160; illustrated. 8s.) 


by the somewhat garish luxury of Wiesbaden, but he 
prefers the peaceful surroundings of Wildungen. The book 
is illustrated with photographs of the spas and their sur- 
roundings; and there are chapters on some of the old 
towns and beauty spots within reach of the health seeker. 
The abiding impression to be derived from Mr. Bensusan’s 
book is the thoroughness with which the German organizes 
his health resorts. Further evidence of the German 
thoroughness in this respect is afforded by the comprehen- 
sive directory of German spas.’ Following an alphabetical 
list of these places, in which reference is made to the forms 
of treatment available in each instance, there is an account 
by Dr. Hirsch of Charlottenburg of the various medical 
indications for special hydrotherapeutical procedures, A 
list of medical practitioners at the different places is 
supplied, and there is also fuller description of various 
spas, with many illustrations and details of the pastimes 
available. 


BIOCHEMISTRY OF PLANT PRODUCTS. 

In their preface to the fourth edition of the first volume 
of An Introduction to the Chemistry of Plant Products,” 
Drs. P. Haas and T. G. Hix explain that their work has - 
been rendered difficult by the enormous recent expansion 
in the subject of biochemistry. This work first appeared 
in 1912 and was intended for the use of advanced students 
in botany. Since that date a huge literature on_ bio- 
chemistry has developed and the authors have had_ the 
dificult task of selecting the information which is of 
interest to students of botany. The volume under review 
deals with the organic constituents of plants, and a full 
account is given of the chemistry of the fats, alcohols, 
carbohydrates, and proteins of plants, and also of such 
special plant products as glucosides, tannins, alkaloids, 
and plant pigments. Other chapters are devoted to the 
special problems of enzyme action and the colloidal state. 
The greater part of the volume is devoted to a description 
of the organic chemistry of plant products, but the physio- 
logical significance of these products is also discussed. 
These notes on plant physiology are some of the most 
interesting things in the book, and their perusal im- 
presses the reader with the power of plants to synthesize 
the most varied and complex chemical compounds, but at 
the same time he will be astonished to discover how little 
is known about the physiological significance of these 
compounds. This is esnecially true of the plant products 
used in medicine, such as the tannins, glucosides, and 
alkaloids. Indeed, it appears to be doubtful whether these 
substances, which are so indispensable in medicine, are of 
any value to the plant that produces them. For example, 
it is suggested that the most valuable drugs known to 
medicine, such as morphine and quinine, are merely waste 
products stored where their accumulation can do no harm 
to the plant. It is curious that human medicine should 
be dependent on accidental waste products. The authors 
have evidently taken great pains to bring their book up 
to date, and are to be congratulated on their success in 
extracting the matter relevant to their purpose from the 
vast mass of biochemical literature. 


NOTES ON BOOKS. 
Tue British Social Hygiene Council has published in book 
form a report® of the proceedings of the Imperial Social 
Hygiene Congress held in London in October, 1927. Perhaps 
the most important part of the report is that dealing with the 
welfare of seamen in ports. Surgeon Captain T. B. Shaw, 
rofessor of hygiene at the Royal Naval College, Greenwich, 
Jaid stress upon the importance of recreational training in the 
navy for maintaining a healthy morale amongst seamen; and 
Sir George Buchanan described the efforts that are being 
made at the International Health Office in Paris to ensure 
satisfactory treatment for the sailor suffering from venereal 
disease from port to port in all the large seaports of the world. 


7 Deutscher Baderkalender, Herausgegeben vom Allgemeinen Deutschen 
Biiderverband E. V. Abteilung A. Redigiert von Prof. Dr. Weissbein. 
Mit einer Einfihrung von Ministerialdirektor i. R. Prof. Dr. Dietrich. 
Berlin : Bider- und Verkehrs-Verlag G.m.b.H. 1928. (Demy 8vo, pp. 623; 
illust 1 a.) 

introduction to the Chemistry of Plant Products. Vol. I. By Paul 
Haas, D.sec., Pb.D., and T. G. Hill, D.Se., A.R.C.S._ Fourth edition. 
London: Longmans, Green and Co., Ltd. 1928. (Demy 8vo, pp. xvi+530. 

. net. 
Procsedinge of the Imperial Social Hygiene Congress. London: 
British Social Hygiene Council, Inc. 1928. (Demy 8vo, pp. 314.) 
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Dr. L. Cavezzi of the International Labour Office spoke of 
the attempt which will be made at the Maritime Conference in 
1929 to deal with the question of social insurance for the 
protection of seamen in case of sickness, and possibly also in 
case of accident. Representatives at the congress from various 
Government departments, from the Dominions, Colonies, Protec- 
torates, and Mandated Territories, described the problems they 
had met with in the control and treatment of venereal disease. 


In the section dealing with the administrative aspects of social . 


hygiene, Sir Walter Greaves-Lord, K.C., indicated the diffi- 
eulties which arose in defining and dealing with solicitation. 
Whether the Home Secretary will succeed in clearing up these 
difficulties remains to be seen; but Mr. E. B. Turner was 
convinced that the condition of the streets when he first came 
to London had been very much improved by police action. 
He thought also that, owing to relaxation of this action 
recently, there had been some return to the state of affairs 
which existed when he first took part in the medical side of 
rescue work some fifty years ago. 


The main theme of Dr. SfsournNé’s book'® on mitral stenosis 
in relation to the puerperal state is that while the ordinary 
methods of clinical examination are insufficient to show whether 
pregnancy in a case of mitral stenosis will be well borne or 
otherwise, radiological examination gives more precise evidence 
as to the state of the heart; and that, by noting the appear- 
ance and development of certain signs in the early stages of 
pregnancy, a definite prognosis may be made. The signs to 
which he attaches chief importance are auricular dilatation und 
changes in the hilus shadows interpreted as indicating stasis 
in the pulmonary veins. The boek, however, is tacking in 
detailed evidence to show the value of the methods adopted 
by the author, and especially is there no evidence that radio- 
logical examination can vide earlier or more definite sigus 
of the onset of heart failure than can examination of the 
superficial veins by the unaided eye. 


The Chemical Laboratory Manual of Bocerr is a companion 
to the same author's Fundamentals of Chemistry, which is a 
textbook for nurses and others. The laboratory manual gives 
directions for the practice of a number of experiments tllus- 
trating lessons set forth in the companion work. It is pre- 

ared with care and forethought for all that the student may 

ck, whether in tutorial supervision, his own power of insight, 
or even dexterity, and would accordingly be particularly helpful 
to a student working alone. The first experiments described 
are those demonstrative of the mest elementary facts of 
chemistry. Then follow experiments on carbohydrates, fats, 
and proteins, leading-to a knowledge of their physiological 
relationships, and a few experiments on blood and urine. It 
is a very practical little book. 


Dr. Henri Trpavtt’s thesis on the necessity for adapting the 
anti-tuberculous armamentarium to the current conception of the 
evclution of tuberculosis’? is partly a condemnation of our present 
methods of dealing with the tuberculosis problem, and partly 
a. suggestion for mobilizing our available forces to the best 
possible advantage. His general argument is that the majority 
of cases of pulmonary tuberculosis are not insidious in their 
onset, and that, as febrile patients are generally excluded from 
sanatorium treatment, the cases that are actually admitted must 
be either febrile cases which have reached an intermittent phase 
or cases that are probably not tuberculous at all. What is 
really necessary is immediate treatment for the early febrile 
case. He therefore suggests converting most of the present 
sanatoriums into sanatorium hospitals, and sending to these the 
early cases with acute onset encountered at the dispensary or 
the hospital. The type of patient who at present occupies the 
sanatoriums he would transfer to fresh sanatoriums, con- 
structed at slight expense frem country property, or else built 
up of movable shelters of the Papworth type. “The conditions 
in France are clearly different fot those in this country; 
nevertheless, the problem is essentially the same, and most 
poe ea workers will find the author’s thesis of considerable 
interest. 


Unlike radiotherapy, which almost from its beginni h 
had a physical experimental basis, radiography is ‘seeined 


very largely empirical. Dr. W. Bronxkuorsr, in a study of 


céntrast and sharpness as present in the x-ray image,’ has 


10 Le Rétrécissement Mitral dans les Rapports avec UVktat Puerpéral 
Par J. Séjourné. Paris: G. Doin et Cie. 1928. iv 186: 

1! Chemie ratory Manual. By L. Jean Bogert, Ph.D. Phi i 
W. B. Saunders Company. (Demy Ove, pp. 
s, Od. net. 

‘2 De la Nécessité d’ Adapter l’Armement Antituberculeur ala C 
Actuelle de VEvolution de la Tuberculose. Par Dr. Henri ‘Thikeate 
Paris: L’Expansion Scientifique Frangaise. (64 x 93, pp. 134.) F 

'S Koutvasé und Schirfe im Réntgenbilde. Von Dr. med. Willem 
Bronkhorst. Aus dem Niederlindischen iibertragen von Dr. med. Heinz 

an 3 ipzig: G. ieme. . x ll . 104; 

4 plates, 30 charts. 


therefore tried to establish an experimental basis for the 


different factors influencing the production of the skiagram, 
and so to systematize them. The first part of the book d 
with the influence exercised by the intensity of radiation, the 
quality of the rays, the thickness of the absorbing and diffusing 
tissues, and the results following the use of intensifying screens 
and the Potter-Bucky diaphragm are considered. Fhe second 
part is concerned with the factors which govern the sharpness of 
the x-ray image, and in particular the focus characteristics of 
the a-ray tube. Much careful research is incorporated in this 
study, which is undoubtedly a valuable contribution te the 
science of radiology. Perusal of the book is by no means 
easy, one difficulty being the constant need of reference ta 
charts, of which there are thirty; these are printed on 
separate sheets of flimsy paper, and are placed in a special 
envelope attached to the cover of the book. 


Students of social history and of medical criminal procedure, 
as well as those who are attracted by the grimmer side of 
life, will find much of interest in 4 Hangman’s Diary.\* This 
volume, translated from the German by Mr. C. Catvert and 
Mr. A. W. Grvuner, contains the journal of Franz Schmidt, 
public exeeutioner of Nuremberg from 1573 to 1617, in the 
course of which period he put to death between three and four 
hundred persons. Details regarding the offences and executions 
ave given from Schmidt's diary for each execution and for some 
of the miner bodily punishments carried out by him. Mr. 
Calvert, in his valuable essay on the judicial methods and 
customs of the time, netes that many of the executioner’s craft 
practised surgery of a sort, and also carried on a ghoulish 
traffic in severed hands, human skin, and similar objects, which 
were valued for the purposes of omy and medicine. Schmidt 
himself, it appears, was held in high repute as a surgeon, 
possessing a better knowledge of the human body than most 
poe of his day; this knowledge, as his journal records, 
1e gained by dissecting the bodies of some of those whom he 
had executed. 


Lieut.-Colonel T. R. St. Jonnston, the author of A West 
Iudiun Pepper-Pot,> is the administrator of St. Kitts-Nevis, 
in the Leeward Islands. a barrister-at-law. a medical practi- 


Edited, with an introduetion, by Albrecht 


44 Hangman'’s Diary. 


Keller, and translated by C. Calvert, B.A.Lond., and A. W. Gruner, 
M.A.Oxon. With an Introductory Essay by C. Calvert. London: 
P, Allan and Co., Ltd. 1928. (Demy 8ve, pp. vii + 250; 8 plates. 
10s. 6d. net.) 

15 4 West Indian Pepper-Pot. By T. R. St. Johnston. — London: 
P. Allan and Co., Ltd. 1928. (63 x 84, pp. xiii +194; 13 plates. 


10s. 6d. net.) 


PREPARATIONS AND APPLIANCES. 


TonsIL-HOLDING VULSELLUM Forceps. 
Mr. C. A. Score Rinevr, M.S., F.R.C.S. (Southsea), writes * 
Having had considerable difficulty with the clip of other tonsil- 
holding foreeps made so as to allow a guillotine or snare toe 
be passed over them whilst holding the tonsil, I have had 
made fer me a type of cross-action spring vulsellum forceps 


Suze 


which needs no clip, and over which a oi can easily be 
passed while the tonsil is pulled out of its bed. In_ practice 
I have found this instrument to work well, provided the spring 
is sufficiently strong. There being no clip to get out of order, 
the instrument is simpler in its action than the types previously 
used. I use this pattern, as illustrated, in both my hospi 
and my private practice. The instrument is made by Messrs. 
Allen and Hanburys, Ltd. 


Insection TREATMENT OF Varicose VEINS. 

Messrs. Burroughs Wellcome and Co. have placed on the market 
‘““hypoloid ” quinine and urethane, for the treatment of varicose 
veins by the injection of sclerosing solutions. This solution con- 
sists of quinine hydrochloride 0.26 gram and urethane 0.13 gram m 
2 c.em. of sterile distilled water, issued in hermetically seal 
glass containers, ready for immediate use. 
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tioner, and the writer of several anthropological works on native 
races of the Pacific. His latest book is designed not only to 
entertain, but also to awaken an interest in the West Indies and 
their people; the thirteen stories which he has written are 
primarily studies of native types—some figures of comedy and 
: others grimly tragic, but all treated with sympathy and fidelity. 
This volume, which is richly illustrated with character sketches 
in colour by Miss Eva Wilkin, should appeal equally to the 
general reader, the prospective visitor to the islands, or the 
: stay-at-home tourist who appreciates an exotic flavour in his 
reading. Mr. L. S. Amery, Secretary of ‘State for the 
Dominions. and Colonies, contributes a preface. 
| 
| 
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MENTAL HEALTH AND DISEASE. 

Tue reactions of individuals to life are infinite in their 
variety; and for this reason, where disorders of 
behaviour are concerned, it is difficult to say when 
a person should be described as normal and when 
as psychopathic, neurotic, or psychotic. Who, for 
instance, would be disposed to state definitely when 
an individual of the cyclothymic type—the subject 
at one time of over-activity and at another of depres- 
sion—had reached a condition at which he had over- 
stepped the boundary between health and disease? 
Many such personality types are able to accomplish 
a vast amount of useful and constructive work in a 
condition which the psychiatrist would recognize as 
one of mild mania; and no surprise would be felt if it 
were found that this ‘* press of activity ’’ was liable to 
be followed by one of inadequacy, depression, and 
inability to do other than the merest routine work. 
Similar gradations between health and disease are 
observed in general medicine, though here the fluctua- 
tons are not so apparent since the social reaction is 
uot involved. It is now generally recognized that the 
living organism functions according to the same funda- 
mental laws in both health and disease, and for this 
reason medicine cannot be divorced from physiology, 
nor psychiatry from psychology. Disease is a modality 
or variant of vital activity; it is the manner in which 
the organism reacts under certain conditions. 

Every medical practitioner is aware that an under- 
standing of disease cannot be gained without a know- 
ledge of normal physiology. Conversely, the study of 
disease enriches our knowledge of the reactions in 
health. ‘Thus much of our knowledge of the structure 
and functions of the nervous system has been derived 
fom the study of pathological conditions. Similar 
sequences have occurred in the sphere of psychology 
and psychiatry. Starting from the study of mental 

ders such clinicians as Freud, Jung, and Adler 
have been able to throw light on the mental reactions 
f normal people, and though the theories of these 
psychopathologists are contradictory, and have not 
been accepted in detail by psychologists, they have 
certainly vitalized psychology, influenced its develop- 
went, and brought it into relation with the facts of 

wn life. It is only within recent years that the 
converse of this could be said—namely, that the 
Psychologist had provided a groundwork, analogous to 

t of physiology, which could be applied in some 
measure to abnormal psychology. Formerly the 
ttademic psychologist was occupied in the main with 
introspective studies of the content of consciousness, 
ind ignored the fact that action was determined in 
t large measure by influences which lay outside the 
talm of focal consciousness, and which were unknown 
to the actor himself. It was therefore a revolution in 
cholastic psychology when Dr. William McDougall 

Ened the one-time science of consciousness as the 
“lence of behaviour. This gave a new orientation 


gee chology, because it showed that this science is 
cerned with the human being in action, and not 


merely with the inner world of ideas which are not 
open to direct observation. In a later work the same 
writer provided the student with a comprehensive 
textbook of psychology, and this was followed by a 
supplementary volume on abnormal psychology. Thus 
we have what is perhaps the first attempt to outline 
the fundamental principles of normal psychology in 
terms which are capable of being applied to abnormal 
psychology. 

In his preface to the book on abnormal psychology’ 
Dr. McDougall states that he wishes this volume and 
the one dealing with normal psychology, which had 
preceded it, to be regarded as two parts of one book. 
He emphasizes the complementary nature of the two 
volumes, hoping that their conjunction may do some- 
thing to bridge the gap between academic psychology 
and the study of the neuroses and psychoses. He 
draws attention also to the regrettable lack of harmony 
and consensus of opinion within the field of psycho- 
pathology, pointing out that this field is cultivated by 
a number of warring schools whose teachings are so 
widely different that to a layman they might hardly 
seem to be concerned with the same topics and 
the same problems. In view of this situation Dr. 
McDougall makes it one of his principal aims to bring 
together in one consistent scheme what seems the 
soundest and most fruitful in contemporary academic 
psychology and in the teaching of the various schools 
of abnormal psychology. His reference to the chaotic 
state of psychological teaching would appear to 
be fully justified. In his preliminary physiological 
studies the medical student has the choice of various 
textbooks, but all of these teach the same _ basic 
principles, have the same terminology, and provide 
the same unified body of knowledge. With such 
preliminary knowledge the student is well equipped 
to pursue his later studies in physical disease. The 
student of psychiatry is by no means in such a happy 
position. Nowhere can he find agreement in termino- 
logy, in definitions, or in fundamental assumptions. 
He may find it impossible, if he has read a particular 
book, to discuss the problems of human behaviour 
with the student who has read another book, for the 
simple reason that the writers of these two books do 
pot speak the same language; they envisage the same 
reality from an entirely different aspect. If he 
attempts to grasp the later developments of psycho- 
analytic theory, which now betray a tendency to drift 
away from the immediate problems of the clinic, he 
may find himself unable to understand what he is 
reading at all. There is in the sphere of both psycho- 
logy and psychopathology a serious need for clear 
definitions, simplification of terminology, and a pre- 
liminary statement of basic assumption. 

We have suggested above that disease might be 
defined as the manner in which an organism reacts 
under certain conditions. The nature of these con- 
ditions it is clearly the aim of medical research to 
discover. In some instances they are known, in others 
they have not vet been elucidated. It is known, for 
instance, that the symptom-complex ‘* enteric fever ”’ 
is the physiological reaction to the invasion of the 
organism by a specific bacillus. In the realm of 


‘psychiatry the problem of causation is more complex 


than in that of general medicine, because the former 
is concerned not merely with abnormal reactions of the 
organism, but with those of the individual as a whole. 


- The conditions responsible for psychotic states are 


probably numerous, and in many morbid syndromes 


1 4n Outline of Abnormal Psychology. By William McDougall, 
M.B., F.R.S. Londen: Methuen and Co., Ltd. (15s. net.) 
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it is impossible to point to one condition which can be 
held accountable for the symptoms provoked. Dr. 
McDougal! lays considerable emphasis on the psycho- 
genetic factor, and few psychiatrists would be disposed 
to deny that the stresses of life exert some influence 
in the production of the psychoses and neuroses. It 
is more than dowbtful, however, whether the biogenetic 
psychoses can be ascribed solely to functional distor- 
tions of the instinctive tendencies owing to the pres- 
sure of external life. A psychosis is probably due to 
a number of mutually interrelated factors, no one 
of which suffices to account for the total reality 
exhibited. 


RECENT RESEARCH ON URTICARIA. 


Dermatoroaists will be the first to admit the baffling 
nature of the problems that surround urticaria. The 
genesis of this common and troublesome eruption is 
always ascribed to some circulating toxin, of which the 
origin, in the majority of cases, remains obscure. 
It has been cured from time to time by a multitude 
of remedies, all of which are uncertain. Here, as else- 
where, the multiplicity of remedies is evidence of 
ignorance and inefficiency. Till recently very little 
light has been thrown upon urticaria by pathological 
research. It was demonstrated several years ago that 
the formation of the typical wheal is accompanied by 
a small-celled exudation through the capillary walls, 
in addition to an outpouring of mere fluid. 
unfortunately, did not take us much further. Lately, 
however, some progress has been made from at least 
two different angles. It is well known that sufferers 
from urticaria are often sensitive to special substances 
only. It has been found by Prausnitz and Kiistner 
that this sensitiveness lies in the serum, because if the 
serum of a hypersensitive patient be injected into the 
skin of another individual, the skin around the site of 
the injection becomes sensitized to the same substances 
as affected the donor of the serum; and it was also 
discovered by A. and M. Walzer that the serum pre- 
served this power of sensitization for some months 
after it was drawn off. On the other hand, Lewis and 
his co-workers have shown that the phenomena of the 
urticarial wheal may be reproduced with almost exact 
fidelity by the intradermic injection of histamine, and 
it now appears that the familiar wheal is produced by 
the liberation of a substance, not yet isolated, which 
Sir Thomas Lewis designates H-substance, and which 
may be actually identical with histamine itself. Again, 
it is well known that paroxysmal haemoglobinuria is, 
in susceptible persons, brought on by exposure to cold; 
the same patient may or may not be liable to urticaria 
if the skin be exposed to cold; and, again, cold may 
excite urticaria in the exposed skin of an individual 
who never suffers from paroxysmal haemoglobinuria. 
Sir Thomas Lewis is now embarked on an interesting 
series of investigations, which so far tend to show that 
these phenomena are due to lysins of different kinds, 
haemolysin determining haemoglobinuria and a dermo- 
lysin determining urticaria. 
the earlier results of Prausnitz and Kiistner in this 
particular type of hypersensitiveness, by showing that 
the serum of the patient in whom cold leads to urti- 
caria, when injected into the skin, induces a local 
sensitization to cold with the production of urticaria 
in a normal individual. _ 

On the other hand, the subject has been approached 
from the purely chemical aspect by Drs. Barber and 
Oriel. They opened a discussion on urticaria at the 
Annual Meeting of the British Medical Association 
this year with an extremely interesting paper dealing 


This, 


He has already confirmed | 


with the biochemistry of allergic conditions, Allergy 
is now understood to mean all forms of hypersensitive. 
ness, whether congenital or acquired, and the brunt 
of the reaction of a hypersensitive person may be 
borne by his cutaneous, respiratory, gastro-intestinal, 
or nervous system. It would take too long to give 
a list of the various forms of reaction, which will 
be found in their paper, but there is no doubt that 
the cutaneous reactions are the commonest, and of 
these urticaria is the most typical. Moreover, it is 
itlso certain that among patients who show evidence of 
cutaneous allergy there is very frequently involvement 
of other systems—for example, of the respiratory 
system, as shown by hay fever or asthma, or of the 
nervous system, as shown by migraine. And even if 
the urticarial or pruriginous patient be free from other 
allergic reactions, it is almost certain that there will 
be found examples of some of the other systemic mani- 
festations among his immediate family. It appears 
probable, therefore, that in such families there must bea 
sort of inborn metabolic kink which renders the affected 
person sensitive or “‘ allergic ’’ to various bodies or 
conditions. Barber and Oriel have applied themselves 
to the problem of finding out the nature of that inborn 
error. While it cannot yet be said that they have 
solved this problem, they have at least demonstrated 
certain peculiarities of metabolism characteristic of 
the allergic state, and especially of the allergic 
paroxysm or acute attack. 

In the first place, allergic subjects often exhibit an 
abnormally high amino-acid content in the blood even 
when they are free from active manifestations, and 
during the paroxysm it is always raised above 
the normal level. Another deviation from the 
normal noted by Barber and Oriel relates to 
the chlorides. It appears that the chlorides in 
the blood are contained partly in the serum and 
partly in the corpuscles. In allergic individuals, 
especially during the attacks, the chlorides con- 
tained in the corpuscles are much diminished, while 
those in the serum remain unaltered. Again, in 
allergic patients the urates are commonly precipitated 
from the urine very readily. Such precipitation 1s 4 
phenomenon that has attracted attention since the 
beginnings of urinary analysis, and it has always been 
supposed to depend upon the concentration and acidity 
of the urine. It now seems that these factors are of 
subsidiary importance: it is true that precipitation 
occurs only in acid urines, but even in strongly acid 
urines the urates often remain in solution. — The 
secondary jmportance of concentration is shown by the 
fact that, while urates may be precipitated although 
present only in small quantity, in other instances 
large amounts are held in solution. The decisive 
factor in maintaining the solubility of urates appeals 
to be dependent on the colloid state of the urine— 
a state which can be tested by taking the gold count. 
Another curious feature which Barber and Oriel have 
detected in urine from these patients is what. they 
designate the ‘‘ether reaction.’’ After the addition of 
a few drops of 25 per cent. sulphuric acid and ether, 
followed by vigorous shaking, the ether becomes ® 
opaque and frothy that the test tube can be inverte 
without losing the contents. The significance of this 
reaction remains obscure, but it is interesting to note 
that it is often found in patients with cardiac failure, 
and the authors think it may depend upon 
change in the colloid state of the urine. As regards 
the reaction of the urine in these patients, the gener 
rule is that, while just before and during an acute 
attack the acidity of the urine remains high, as the 


attack proceeds the acidity falls, and occasionally the 
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urine becomes strongly alkaline with deposition of 
phosphates, and at the same time there is diuresis. 
Another interesting point is that the ammonia excre- 
tion also rises, although the acidity falls, during an 
acute attack. 

The question that immediately presents itself after 
considering the work of these two complementary sets 
of observations is, How can they be linked together? 
Can the lysins, whether dermolysin or haemolysin, 
which physiological tests have revealed in the 
serum of urticarial patients, be made to correspond 
with any of the chemical abnormalities demonstrated 
by Barber and Oriel? One of the unsatistactory 
features of haematological research is the constant 
manufacture of names which merely express phvsio- 
legical properties never as vet identified with definite 
chemical compounds. What are the antigens, comple- 
ments, precipitins, agglutinins, and so on, of which it 
is the fashion to talk so gliblyv? We know to some 
extent what they can do, but we have no idea what 
they are. The determination of the chenyical basis of 
these bodies is one of the urgent problems of patho- 
logical chemistry. To revert to the phenomena of 
urticaria, the next step is the elucidation of the con- 
nexion between the dermolysin experimentally demon- 
strated and the amino-acids, which are so chemically 
conspicuous in the blood of allergic patients, and the 
H-compound (whether histamine itself or an allied 
body) which is so closely associated with the produc- 
tion of the classical urticarial wheal. The fact that 
histamine is an amino compound may not be entirely 
without significance. 

Undoubtedly much remains to be done, but it 
may at least be claimed that for the first time the 
problem of urticaria has been attacked on lines which 
promise ultimate, even if still distant, success. 


a 
4 


THE HISTORY OF THE ASSOCIATION. 

Iv view of the approaching centenary of the British 
Medical Association in July, 1932, the Council has con- 
sidered the advisability of preparing a history of the 
Association from its beginning as the Provincial Medical 
and Surgical Association up to the present time, and 
beyond it to the time of the centenary meeting. Most 
valuable historical sketches have already been published 
by the Association, from the pens of Mr. Russell Coombe, 
Dr. Guy Stephen, and the late Dr. J. C. MecVail, but it 
is intended that the proposed volume shall give an account 
of the main activities of the Association and its Branches, 
as well as of the careers of those who have taken notable 
parts in its development and welfare. The duty of 
compiling such a record has been entrusted to Mr. E. 
Muirhead Little, F.R.C.S., who will be very grateful for 
any information concerning past events that is not to be 
found in the medical journals of the last ninety-six years 
® will not be found in those of the four years to come. 
hformation is particularly wanted as to the origin and 
development of the Branches, some of which, such as the 
North of England Branch, were founded very soon after 
the Provincial Association and were at first independent 
“f it, but ended, as did the Eastern Medical and Surgical 
Association, by becoming Branches of it. But no informa- 
tion, or hint of where to find information, will come amiss, 
for it is obvious that in the course of ninety-six years much 

been forgotten, and may only be recovered from the 
thelves of local libraries or the minute-hooks of local 
“cleties. Information or documents may be sent to the 
Medical Secretary, B.M.A. House, Tavistock Square, 
W.C.1, or to Mr. Muirhead Little direct, at 32, Ashley 
Gardens, Westminster, 8.W.1. 


SOME MEDICAL WAR MEMORIES. 
Wits the passing of the years the celebration of Armistice 
Day grows no less sincere, and it is generally recognized 
now that there must be something of practical value to 
humanity in an annual revival of war memories. Of the 
making of books about the war there seems to be no end, 
but few of those lately issued reach the standard of With 
a Women’s Unit in Serbia, Salonika, and Sebastopol. 
In this volume Mrs. I. Emslie Hutton, who was assistant 
medical officer and pathologist to the Scottish Women’s 
Hospital, sets forth a variety of incidents in the manner 
of the best kind of travel diary. A particularly vivid 
light is here thrown on Serbia in defeat and triumph. The 
story of the reoccupation of their country by the Serbians 
at last receives the attention it has awaited so long; and 
in simple language the author gives a moving impression 
of a most attractive people, who won the affection of such 
great women as Dr. Elsie Inglis, Mrs. Haverfield, and 
Mrs. Harley. From Serbia the scene moves to the Crimea, 
and the story of the ill-fated Crimean venture of General 
Wrangel is told with a restraint far more eloquent and 
convincing than any recrimination. Intimate touches 
illustrate laboratory work in Salonika and child welfare 
attempts in Sebastopol; the patient endurance and the 
hopefulness of refugees of many countries come often 
into the picture. Problems of hospital construction and of 
prophylactic campaigns appear in a setting which blends 
humour with pathos. It is well that after ten years of peace 
we should be reminded of the self-sacrifice and sympathy 
which the war evoked, and made to reflect that by these 
qualities war may some day be abolished. Such books as 
Dr. Hutton’s are a practical contribution to the progress 
of humanity. 


A COURSE IN DISEASES OF OLD AGE. 
Tue New York Academy of Medicine has inaugurated a 
series of annual post-graduate courses, each of which will 
deal with one special medical topic. The first was held 
from October 1st to 13th, and the subject chosen on this 
occasion was *‘ The problem of ageing and the diseases of 
old age.’’ Clinics, clinical lectures, and demonstrations 
were arranged in more than thirty of the teaching hospitals 
of New York, which formed three groups,.each providing | 
a similar programme, and thus obviating long journeys 
between different hospitals. Special attention was paid 
to such topics as ‘* The prevention and postponement of 
normal senescence,’’ including the early recognition and 
treatment of disturbances which initiate or accelerate the 
process. Among the numerous papers read may be men- 
tioned: ‘‘ The pains, penalties, and prohibitions of old 
age,’’ by Sir Farquhar Buzzard, Regius Professor of 
Medicine in the University of Oxford; ‘“‘ The ageing of 
the human brain,’’ by Dr. F. Tilney, professor of neuro- 
logy in Columbia University; ‘‘ The mechanism of senes- 
cence,’ by Dr. Alexis Carrel of the Rockefeller Institute ; 
‘* The treatment of arthritis deformans of the hip,” by 
Professor V. Putti of Bologna, Italy; and ‘ Angina 
pectoris,’ by Dr. Harlow Brooks, professor of clinical 
medicine in the University of New York. Dr. George 
Vincent, president of the Rockefeller Foundation, who 
gave an address, insisted that doctors should regard them- 
selves more as ‘‘ trainers,’? and endeavour to keep aged 
people healthy, rather than as “‘ healers,’”’ ministering to 
palpable ills. This would call for systematic attention to 
diet, exercise, personal hygiene, and medical examinations. 
Dr. L. I. Dublin, statistician of the Metropolitan Life 
Insurance Company, read a paper in which he said that, 
while it was true that more people were living to old age at 
present, this was mainly due to the fact that a greater 
number of lives were being saved at younger ages; the life 


1 With a Women's Unit in Serbia, Salonika, 


I. Emslie Hutton, M.D. London: Williams and Norgate. 1928. ( 
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pan itself had hardly been affected by better hygienic and 
economic conditions. A man had practically no more ex- 
pectation of living to the age of 70 now than he had in 1840. 
Some eighty years ago a man at the age of 50 had an even 
chance of living to be 70, whereas in 1920 a man who was 
50 years old had an even chance of living to be 71. The 
life span had remained almost stationary because the 
diseases which predominated in old age had not been 
brought under control. Cancer, for example, seemed to 
be increasing, while nephritis and cardiac diseases had 
only slightly declined. Dr. Dublin doubted whether there 
was any great possibility of increasing the life span, but he 
believed that progress lay in the direction of conquering 
those diseases which were taking the heaviest toll of old 
age, in the adoption of preventive measures by the elderly, 
in periodical medical examinations, and in community 
hygiene. It may be added, however, that some of the 
recommendations are disputable; thus, the case against 
annual physical examinations of adults is deftly stated 
by Dr. Logan Clendening in the American Mercury for 
Cctober under the heading ‘‘ Health audits.’’ 


THE COLLEGE OF SURGEONS OF AUSTRALASIA. 
Tue issue of the first number of the Journal of the College 
of Surgeons of Australasia, dated July, 1928, is a sign of 
the great activity of an institution which was founded as 
recently as February, 1927.1 This College differs in several 
respects from the corresponding bodies in England, Scotland, 
and Ireland. Thus, while one of its prime objects is to 
bring together men of surgical competence and high 
character and to cultivate and maintain the highest prin- 
ciples of surgical practice and ethics among the surgeons 
of Australia and New Zealand, it does not conduct 
examinations in surgery, nor does it confer a registrable 
diploma. It is a voluntary organization, conferring its 
Fellowship solely by election. In order to foster the closest 
possible harmony with the British Medical Association in 
Australasia, the Credentials Committee of the Council! is 
directed to inquire of the Association as to the eligibility 
of candidates for election as Fellows. At present there 
appears to be some disagreement about the interpretation 
of a phrase used in defining the aims of the College—‘‘ To 
educate the public to recognize that the practice of surgery 
demands adequate and special training.’’ The Victorian 
Branch of the British Medical Association, while approving 
this object, holds that the registered medical practitioner 
has received such training, and that he is capable of 
differentiating clearly between those surgical cases that 
come legitimately within his province and those that 
demand specialist attention. It believes that it is futile 
to expect men deprived of regular surgical work to deal 
competently with the emergencies of general practice. 
Sir George Syme, President of the College, in a foreword 
to the first number of our new contemporary, expresses 
the hope that it may embody and preserve the best and 
most distinctive work of Australasian surgeons, and 
become the medium for communicating this to their 
colleagues in other countries. The contents of the opening 
issue include a suggested policy in outline for the improve- 
ment of Australasian hospitals, proposals for a scheme of 
post-graduate surgical training in Australasia, and a 
number of original articles on topics of general surgical 
interest. 


THE VALUE OF SPA TREATMENT. 
Dr. Kerr Private, the new president of the Balneological 
Section of the Royal Society of Medicine, devoted his 
annual address on November 8th to a_ reaffirmation 
of faith in spa treatment and a reminder that the 
leading mineral water stations of Great Britain are much 
more than. centres of physiotherapy. He said that he 


1 See British Medical Journal, April 30th, 1927, p. 811. 


preferred to discuss some aspects of spa treatment rather 
than rheumatism or gout, because in restricting discussions 
to specific diseases there was danger that the special point 
of view of the spa as a whole would be overlooked. Dr, 
Pringle thought spas were mistaken in trying to explain 
the mode of action of the various ingredients of their 
mineral springs. Minute analytical tables did not convey 
much to the general practitioner, who, when he received 
a prospectus regarding a certain spa, and learned that its 
waters contained a certain number of grams of magnesium 


carbonate or sodium sulphate per litre, was apt to throw, 


it into the waste-paper basket. It would be better to 
enlarge on the clinical results, backed, of course, by 
investigations by the biochemist and physiologist. These 
clinical results had been forthcoming long before the 
precise constituents of the waters were known or could be 


expressed. Empiricism, here as elsewhere, had preceded, 


exact science, which had confirmed the results of expe- 
rience. Every Scotsman had known for generations that. 
it was wise to take a little neat whisky with the haggis, 
and now the biochemist explained that the action of the 
whisky was to dissolve certain fats and make the haggis 
more digestible. 
small village called Liberton, there was a mineral spring 
which enjoyed considerable fame six centuries ago, espe- 
cially in the treatment of skin diseases. This spring was 
now known to contain a certain mineral oil or petroleum 
in solution, which was thrown up in small n.asses to the 
surface. Here, then, was a mineralized water which for 
ages had been used empirically for skin diseases long before 
anything was known about the effect of liquid paraffin 
in removing the scales in desquamating conditions. Dr, 
Pringle thought it rather unwise to attempt to explain 
specifically how each spring produced clinical results; it 
would be better to confine the description to the clinical 
results produced. The loss of individuality by spas was a 
still more important matter. 
natural mineral water, and Harrogate for its sulphur wells, 
and both these spas made their reputation through their 
waters, not by the introduction of many different forms of 
hydrological appliances and ancillary electrical treatments 
with which spas were apt to mask their individuality and 
character—an individuality derived from the nature of. 
their waters, their climate, their altitude, and other factors. 
More reliance should be placed on the particular methods 
of treatment by the local waters. The spa physician some- 
times forgot that the patient was sent to the spa for 
balneological treatment, and that he could usually get 
electrical treatment at his own home. Mineral springs 
should be regarded, not as the property of individuals 
or local bodies, but as national assets, and the State 
should assume a certain amount of control over them, 
allowing the ‘local authorities to levy a ‘kur tax” 
in return. It might construct a ring fence three, six, oF 
twelve miles round each spa, thus forming rest areas, 
within which factory chimneys might not belch, motor. 
cars make no unseemly noises, and no cheap commercial 
distractions would interfere with the routine of treatment. 
Finally, Dr. Kerr Pringle. pointed out how little was 
really known about the numerous springs of this country. 
The advertisements of Harrogate, he said, were based on 
the number and variety of its mineral waters, yet the old 
sulphur well was practically the only one that Harrogate, 
physicians knew anything about. They had more or less, 
ignored the others, any one of which would have given 4 
reputation to a mineral water station. Cheltenham had 


four excellent springs, regarding the use of which very. 


little was known, and the same applied to Leamington. 
In the course of some brief discussion, Dr. F. G. Thomson 
of Bath agreed that spa advocates had tried to do_ too 
much. There was a certain element of scepticism among 
the medical profession generally as to the methods and 
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effects of spa treatment, and the spa dhl purr: tried 
to explain in terms of chemistry or physiochemistry how 
these results were brought about, instead of contenting 
themselves with the fact that they were produced. 


WHEN THE PROFESSION VOTES. 

A ctoser study of the result of the voting in the recent 
election of two direct representatives for England and 
Wales to the General Medical Council reveals some points. 
of interest. We announced in the last ‘issue (p. 860). the 
return of Dr. E. K. Le Fleming and Dr. J. W. Bone; the 
candidates supported by the British Medical Association. 

The number of votes recorded on their behalf, well over 
11,000 for each, falls only just below the unprecedented 
total recorded for Dr. Brackenbury, who headed the poll at 
the previous election in 1824, when four representatives 
were returned; it must be borne in mind, however, that 
the electorate has increased by about 3,600 since then. 
The margin between the votes received by the second 
successful candidate and the first unsuccessful candidate 
on this occasion is also larger by 1,000 than that which 
separated the last of the four successful candidates and the 
first of the unsuccessful at the previous election. A less 
satisfactory feature is the proportion of the electorate— 
slightly more than one-half—who failed to record their 
votes. The percentage voting at the elections of direct 
representatives has shown a more or less steady fall ever 
since the first of such elections in 1886. On that first 
occasion, When the electorate in England and Wales 
numbered only 18,074—not much more than half its present 
figure—no less than 74 per cent. of the possible votes were 
recorded. This was due, perhaps, not only to the novelty 
of the occasion, but to the fact that there were fourteen 
candidates for three seats. The three candidates supported 
by the Association were successful on that occasion also, 
and with ample majorities. In the subsequent elections, 
of which there have been as many as eleven, nothing like 
74 per cent. of the electorate has ever voted. In 1897, 
when Mr. Victor Horsley (as he then was) beat Sir Walter 
Foster (afterwards Lord Iikeston) by a narrow margin, the 
proportion voting touched 60 per cent., but in general it 
has heen somewhere between 40 and 50 per cent. It is a 
figure which compares rather badly with the proportion of 
the general electorate voting in a parliamentary general 
election—75 per cent. in 1924—and in a General Medical 
Council election the voter has only to go to the pillar-box 
and not to the polling booth. It surely cannot be argued 
that to the average medical man or woman the proceedings 
of the General Medical Council are less important than 
those of the House of Commons to the average citizen. 
A minor but more curious feature is the steady growth in 
the number of invalid votes. At the election of direct 
representatives in 1891—apparently the first at which this 
figure was recorded—these numbered 115, but the figure has 
grown until on this most recent occasion it reached 720. 
That one medical practitioner out of every two should not 
trouble to vote at all is perhaps less surprising than it is 
regrettable ; but that one medical practitioner out of every 
twenty who does vote should fail to observe the rules, and 
therehy disfranchize himself or herself and waste time and 
labour and postage, is really astonishing. Why should 
200 doctors be interested enough to vote at all, and vet not 
interested enough to fasten their identification envelope in 
the way prescribed, or 271 others omit to sign their name, 

% 155 more send in their voting papers too late, not to 
speak of 7 who posted empty envelopes? Invalid votes 
in a popular election are regarded as some index of 
illiteracy. That cannot be the case here. Is it absence 
of mind, or, more probably, impatience with all official 
instructions, even with the very simple ones issued with 
these voting par«:s, and a desire to “‘ take them as read ”’? 


. nally, we may note that among the figures relating to 
this and previous elections, whith have been most pains- 
takingly gathered by the Registrar in a report to the 
English Branch Council, the cost of the election was £405, 
or roughly sixpence for each vote recorded. 


LOCAL GOVERNMENT REFORM. 
THe text of the Local Government Bill, the longest and 


‘most complex placed -héfore Parliament for several years, : 
‘was issued this week, and the discussion of its provisions. 
‘will constitute the main task before the House of Commons 


this session. A general outline of the scope of the proposed 
reforms was given in our issue of October 27th (p. 765), 
and certain aspects of outstanding importance to the 
medical profession were discussed in our last issue in a 
leading article (p. 854). The bill provides for the reform 
of the Poor Law and the system of roads administration, 
introduces extensive changes in the system of grants in 
aid of local services, and includes important changes in 
the law relating to town planning and to the registration 
of births, marriages, and deaths. It is proposed to transfer 


‘responsibility for the Poor Law service from the boards of 


guardians primarily to the county councils; each of these 
bodies will be required to set up a public assistance 
committee, under which subcommittees, to be known as 
guardians’ committees, will be responsible for the actual 
administration of relief in their respective districts; the 
organization of institutional treatment will be the function 
of the public assistance committee, and this will be carried 
out on a county basis. It will be seen that this system 
offers the prospect of a considerable advance towards the 
unification of health services, and this should be encouraged 
also by the nature of the proposals relating to the accelera- 
tion of the appointment of whole-time medical officers of 
health, to maternity and child welfare schemes, and to 
infectious disease hospitals, ete. The provisions of the bilk 
relating to these subjects are practically the embodiment 
of the recommendations of the Royal Commission on Local 
Government, as outlined in the Journal of November 3rd 
(p. 800). County councils, under the bill, will have con- 
ferred on them the powers possessed by local sanitary 
authorities to provide hospitals for the sick, and these 
powers are to be extended to cover maternity cases; the 
councils are also authorized to subscribe to voluntary 
hospitals. The financial provisions are extremely complex, 
and these seem likely to attract most of the attention 
while, the bill is under discussion, although certain con- 
cessions have been made to meet the objections of local 
authorities. Included in the bill is a section incorporating 
the reforms in the registration system, which were the 
subject of a private member’s bill introduced last session 
with the support of Dr. Fremantle. It is intended to 
transfer responsibility for the registration of births, 

marriages, and deaths to the county and county borough 
councils, and gradually to convert the registration officers 
into salaried officers. 


MEDICAL MEMBERS OF LOCAL PUBLIC BODIES. 
WE should like to be able to publish as complete a list as 
possible of medical men and women who are now serving on 
local public bodies in this country, and we invite the help 
of our readers in obtaining the necessary information. 
Medical members of the following bodies are asked to send 
brief particulars to this office on a postcard addressed to 
the Editor: County Councils, County Borough Councils, 
non-County Borough Councils, Urban District Councils, 
Rural District Councils; also medical co-opted members of 
Education Committees, Maternity and Child Welfare 
Committees, Mental Deficiency Committees; and medical 
members of Boards of Guardians. Such information is 


always useful, and it will be especially valuable during the 
coming year in view of approaching legislation, 


a. 
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JOHN DE VILLULA. 

In previous communications to the British Medical Journal 
1 have given some account of two of the physicians to our 
early kings, in the persons of Nigellus, who has been held by 
some to have been the Conqueror’s physician (the authority 
for this is the General Introduction to Domesday, by Sir 
Henry Ellis; he gives no reason for his statement, and it 
is only fair to say that Gilbert Maminot, Bishop of Lisieux, 
has much better claims to be considered the Conqueror’s 
physician); and Grimbald, physician to Henry I. 

John of Villula, or John of Tours as he is often called, 
was physician to William Rufus. Sir Francis Palgrave 
says of him that he ‘ conjoined three faculties: a Clerk 
in orders, a Chancery-clerk, and a physician; but the last 
capacity eclipsed all others. He was scarcely thought of 
otherwise than as a professor of the healing art. Therein 
he acquired a well-deserved reputation, and earned an ample 
fortune. The episcopal historian of Bishops, speaking of 
John of Villula, informs us that he was ex eorum genere 
quos empiricos hodie appelamus, usu non literis medicus 
probatus. Hence, probably, his success: he treated his 
patients by experience and common sense, instead of 
dosing them according to Hippocrates and Avicenna. John 
de Villula went on prosperously; acted as though he con- 
sidered himself not bound to obey the obsolete canons which 
censured his practice, took his fees, became a favourite at 
Court, the King’s body-physician. Knowing that anything 
the King had to dispose of, could be bought, and seeking to 
employ his capital advantageously, he watched his oppor- 
tunity for a good investment. This occurred upon the 
death of Giso, the old Bishop of Wells, which took place 
scon after the accession of Rufus, and he purchased the 
vacant incumbency.” 

John de Villula was appointed Bishop of Wells in 
1088, and was consecrated in July of that year. The 
Council of London (1075) having sanctioned the primciple 
of the movement of episcopal sees from villages to towns 
(of which the movement of the see from Dorchester on the 
Thames to Lincoln by Bishop Remigius is the best example), 
and Bath Abbey being vacant by the death of Alfsidge, 
Rufus, in 1090, gave the post to John de Villula (who 
about this time bought the city of Bath from the King 
for the sum of £500) and authorized by a Royal Charter 
the removal of the see from Wells to Bath. The city 
had suffered much from incendiarism; and John de Villula 
rebuilt the Abbey Church; he also gave the convent an 
estate near Bath whieh he had purchased for £60. At 
Wells he destroyed the cloister, refectory, and dormitory, 
all of which had been built by his predecessor to 
enable the canons to live according to the Lotharingian 
plan, and so forced them to live among the laity. With 
the materials, and on the site, he built himself a palace. 
John de Villula was present at the dedication of Salisbury 
Cathedral at Old Sarum in 1092; he was also present at 
the dedication of Battle Abbey in 1094. In 1102 he was 
present at the Synod of Westminster. It would appear 
that he was a skiiful man of business, for he obtained 
confirmations of the Bath grant from Robert Courthose 
as weil as from Henry I. 

John de Villula died in old age on December 29th, 1122, 
having been taken ill with pain in the heart after his 
Christmas dinner; or, as Symeon of Durham expresses it: 
Johannes Bathoniensis episcopus in die Natalis Domini, 
subito post prandium dolore cordis correptus sequente die 
moritur. Perhaps he had an attack of angina pectoris. 
He was buried in the presbytery at Bath. 

Of his patients we know little, but he certainly attended 
William de Carileph, Bishop of Durham, who in 1095 had 
been summoned to Windsor by the King, although he was 
ill at the time. He died on January 2nd, 1095 (0.S.). 

In 1093 he was certainly in attendance on Rufus himself, 
who early in the year had been stricken with illness of an 
alarming character. Lying ill at Gloucester, he was urged 
by his attendants to forgive his debtors, to free his 
captives, and to.restore freedom to the Church, particularly 
in the reinstatement of the Archbishop of Canterbury. 


Anselm was called in, ostensibly to give such spiritual aid 
as was possible te one who seemed to be on the point of 
death. 

No one can doubt the courage of Rufus; it must have 
required considerable moral courage to have been an atheist 
in mediaeval times; but he was so moved by the entreaties 
of those present that he gave way, and invited Anselm 
to undertake the Primacy. The scene is finely described 
by Palgrave. The sick King, propping himself on his 
enfeebled arm, pronounces the name hitherto so scorned 
and contemned: ‘I choose the holy man Anselm.’’ All 
present rejoiced, save one. Anselm himself was aghast, 
and refused the dignity. But the King’s attendants were 
not to be denied. Someone brought a pastoral staff, and 
they hurried Anselm to the bedside; his captors seized his 
right arm and turned the right hand towards the King. 
Anselm closed his fist and refused to open it. After an 
unseemly struggle, in which the poor old man was hurt, 
the pastoral staff was thrust into his hand. The bishops 
squeezed his hacd in theirs, so that he could not drop the 
staff; and in spite of his cries of ‘Nolo, nolo, non 
consentio,’’ he was deemed to have received investiture. 

There is little more to say about John de Villula, save 
that he is credited with having built the enclosure round 
the chief mineral springs in Bath. He is said to have been 
of a courteous disposition and cheerful by nature. His 
investment of his capital in ecclesiastical preferment might 
suggest simony, but we must remember the age in which 
he lived, and not judge him too harshly in this respect. 

The facts recorded here are mainly derived from the 
account of John de Villula in the Dictionary of National 
Biography, and from Sir Francis Palgrave’s History of 
Normandy and England, 

R. R. James, 


A NATIONAL ASSOCIATION FOR COMBATING | 
RHEUMATISM. 

A LARGELY attended meeting was held at the house of the 
Royal Society of Medicine on November 7th, to consider a 
proposal to transform the British Committee on Rheun- 
atism, which has hitherto been a constituent of the Inter- 
national Society of Medical Hydrology, into an independent 
body for combating rheumatism. 

Sir TaHomas Horpver, who occupied the chair, in intro- 
ducing the proposal, said that he shared a very general 
repugnance to the multiplication of bodies which had no 
special function to perform. It would weaken rather than 
strengthen the national attack on rheumatism if the result 
of this movement were simply to constitute one more 
organization in a field in which several were already 
working. The object should be rather to link up existing 
efforts, and to co-ordinate and stimulate their work. In 
addition to the British Committee on Rheumatism, which 
it was now proposed should be dissolved and reconstituted, 
there was the Red Cross clinic in London for the treatment 
of rheumatic conditions, especially amongst the industrial 
classes; theré was the work, still proceeding, of the 
British Medical Association in regard to the study of 
rheumatic disease in children, and at the various spas there 
were units which controlled and advised on research and 
therapeutics in general. If another body were to he set 
up it should be a body of such prestige that it couid 
speak authoritatively and in the name of all the interests 
concerned with this pressing problem. 

Dr. Fortescve Fox pointed out that this question was 
of more than academic interest. Probably no other 
group of diseases, with the exception of tropical diseases, 
was so disastrous in its effects upon public health and 
prosperity. Large numbers of people in various countries 
were working on the preblem, on its social, indus- 
trial, and economic as well as its medical side, and 
what it was now proposed to do in Great Britam 
in setting up a national body had been done already ™ 


some Continental countries. He made it plain that -the 


severance from the international society meant simply 
that it was desired to have a national organization of 
a broader basis than was pessible for a committee of am 
international body charged only with the study of medical 


hydrology. 
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Dr. Arison Grover brought the good wishes of the 
Minister of Health, and gave a brief sketch of the 
activities already proceeding in the attack upon rheum- 
atism. In regard to acute rheumatism, several public 
authorities already had large schemes in being; there 
was an extremely wide scheme at Birmingham, and in 
London there were already 230 beds specially allocated 
by the public authorities for acute rheumatism and chorea. 
There was reason to expect that in respect of both acute 
and chronic rheumatism London would be as well equipped 
as any city in the world. He instanced also the work 
of the British Medical Association and of the Medical 
Research Council. 

A motion that a national association for combating 
rheumatic disease in Great Britain be formed was proposed 
by Mr. W. A. Apepieton, the general secretary of the 
Federation of Trade Unions, and seconded by Dr. C. W. 
BuckLEyY of Buxton. This was agreed to unanimously, as 
were resolutions that the provisional name of the new body 
should be the ‘‘ National Association for Combating Rheum- 
atism,’’ and that membership should be open to all, medical 
and lay, on payment of an annual subscription. It was 
further agreed that it should have a council, to represent all 


the various interests concerned, and an executive committee 


‘of twelve members. Five of these members were appointed 
from the meeting—namely, Sir Thomas Horder, Dr. 


Fortescue Fox, Dr. Kerr Pringle, Dr. C. W. Buckley, and 


Mr. W. A. Appleton, and power was given to them to 
co-opt seven additional members, as well as a president and 
a honorary secretary. Pending the appointment of the 
latter, Dr. M. B. Ray, who has had seerctarial direction 
of the movement hitherto, agreed to continue in office. 
It was also agreed to ask the executive committee to draw 
up a regular constitution for the association, to be approved 
by a general meeting of members, and to hold an annual 
conference at which papers would be read and discussions 
take place. It was proposed further to set up a number 
of committees, to deal with the question on its medical, 
research, industrial, and approved societies sides. 

Letters sympathizing with the movement were read from 
anumber of doctors and men well known in national health 
insurance administration, 


Scotland. 


Department of Health for Scotland: Chief Medical Officer. 


As announced in this column last week the Secretary of 
State for Scotland has appointed John Parlane Kinloch, 
M.D., to be Chief Medical Officer in the Department of 
Health for Scotland, which on January Ist, 1929, will take 
over the powers and duties of the Scottish Board of Hea!th. 
When ihe Secretary of State decided to ask Parliament 
to supersede the Scottish Board of Health by a Department 
he clearly contemplated the appointment of a chief medical 
officer of health who would be head of the medical staff, 
with powers and duties similar to the chief medical officer 
of the Ministry of Health. As was explained at the second 
reading, a voting board of six, with two medical members, 
was not satisfactery from any point of view. The new 


appointment will make the chief medical officer effective | 


head of the medical staff in all its work, subject-to proper 
adjustments between him, the Permanent Secretary, and 
the Minister. The Permanent’ Secretary was appointed 


some time ago. Sir John Gilmour has now taken the- 


“cond essential step in establishing the new executive. 

Dr. Parlane Kinloch, who is a West of Scotland man, 
graduated in medicine at Glasgow University in 1909. In 
1810 he took the D.P.H. of Cambridge with distinction, 
and in 1913 the M.D. of: Glasgow with commendation. 
He has had a very wide range of clinical and administrative 
‘xperionce, After holding a succession of resident posts 
he was resident medical officer, Ruchiil Fever Hospital, 
filasgow, for three years; then deputy medical officer of 
health for the city of Aberdeen and reader and lecturer in 
public health to the University of Aberdeen; and on the 
tetirement of Professor Matthew Hay in 1923 he became 


M.O.H. to.the City of Aberdeen and head of the public 
health department in the University. He is physician 
superintendent of the City Fever Hospital and of the 
Woodend Municipal Hospital. During the war he had a 
full term of military service with the R.A.M.C. All through 
his career Dr. Kinloch showed great readiness to react on 
the new materials that canie within his range, as is proved 
by a long series of contributions to technical medicine pub- 
lished in these columns and elsewhere. Moreover, apart 
from his annual reports, he has made a series of some 
twelve or more special reports on subjects such as fish 
meal factories, hospital buildings, municipal hospital ser- 
vices, and housing. In addition to these incidental investi- 
gations the output of Dr. Kinloch’s department has been 
striking. He has inspired a team of workers in the public 
health service to produce a remarkable series of contribu- 
tions to practical problems affecting the health of the 
community. In particular, his last annual report contains 
work prepared under his stimulus on ultra-violet radiation 
and the standardization of treatment with therapeutic 
lamps. His best achievement as an administrator has been 
the unification of the public health and Poor Law hospital 
services of Aberdeen by agreement with the authorities. 
Over a year ago the Secretary of State opened the new 
Municipal Hospital, and expressed admiration for the way 
in which the city of Aberdeen had carried through the 
amalgamation of the services of Poor Law and municipality. 
This change is entirely on the lines of the hospital develop- 
ments contemplated in Scotland as the result of the new 
reforms in local government. Professor Matthew Hay, in 
his long period of fruitful administration in Aberdeen, 
prepared the way for many great changes. Dr. Kinloch 
has taken full advantage of the larger lines of administra- 
tion, and he has shown great originality in concentrating 
the full force of the official medical institutions on clinical 
work. This is the distinctively original note in_ his 
work. Incidentally he has demonstrated the possibilities of 
co-operation of the public health, Poor Law, school health, 
and Board of Control workers of the city, and of these 
authorities with the county authorities and with the general 
practitioners of the north-eastern region. Dr. Kinloch is 
only 43. He comes to the work of the new department with 
highly specialized training for the problems now rapidity 
emerging in the reorganization of medical services. Under 
the new regime he will be able to direct the full strength 
of a large and capable staff to the best advantage in every 
section of pub!ic medical work. 


Mentz! Defect in Scotland. 

Dr. R. D. Clarkson, superintendent of the Royal 
Scottish National Institution, Larbert, addressed the City 
of Glasgow Society of Social Service on November 9th, on 
the problem of the feeble-minded. Mental deficiency, he 
said, was at the root of many social problems, and there 
was a great deal of popular prejudice on the subject. It 
was extremely difficult to define mental deficiency, and the 
definitions in the Mental Deficiency Act were not helpful. 
The highest grade defined in the Act was that of the feeble- 
minded, who required supervision and control for their own 
protection or the protection of others; in the case of 
children the feeble-minded were those who were incapable 
of obtaining proper benefit from the ordinary instruction 
in elementary sehools. It was generally agreed that about 
1 per. cent. of all children in schools did not derive 
benefit from the teaching, and on this basis there should 
be about 50,000 metal defectives in Scotland. The 
number known to the General Board of Control was, how- 


ever, only about 3,000. This was too low a figure, but it 


was certain that incapacity at school did not necessarily 
mean incapacity to earn a living in later life. The 
definition. in the English Act was that mental defectives 
were persons with arrested or incomplete development of 
mind, arising before the age of eighteen from inherent 
causes or induced by disease or injury. This showed that 
no distinct line could be drawn between the mental defec- 
tive and the normal member of the community, and it was 
probable that heredity did not account for a large propor- 
tion of defectives. There was far too little institutional 
accommodation for defectives in Scotland, for of the 3,000 
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known to the General Board of Control, about, 1,800 were 
in institutions, and of these only 634 were in institutions 
for adults. Experience at the Larbert Institution had 
shown that every training school for defectives should have 
an industrial colony in connexion with it under the same 
management, because defectives transplanted badly 
from one institution to another. The Council of Social 
Service could not do better work than to deepen interest 
in the immediate provision of further institutional 
accommodation. 


Teeth and Health. 


In the course of a lecture on the teeth in relation to , 


health, given in Edinburgh on November 7th, Dr. D. L. G. 


Radford, dental surgeon to the Royal Infirmary, said that — 


dentistry stood on the threshold of preventive medicine, 
for if the functions of the teeth were not fulfilled many 
physiological processes might be interfered with. The bones 
of the face were easily moulded ih early life, and bad habits 
resulted in permanent disfigurenients. Thus thumb and lip 
sucking or the use of a ‘“comforter ’’ by infants left 
permanent effects in the pushing out of the upper teeth 
‘and in the backward deviation of the lower teeth, so that 
the facial contour was altered. Mouth breathing at a later 
stage, whether as a habit or due to adenoids, vesulted in 
poor development of the upper jaw and crowding of the 
‘teeth, with resultant narrowing and pinching of the face, 
‘while the lungs were left less strong than they should be 
owing to the absence of warming of the air that should 
take place in the nose. Clean teeth, the lecturer stated, 
could not decay, and the wide prevalence of dental decay 
was due to ignorance and carelessness. Caries was regarded 
as a chemico-bacterial process caused by the activity of 
certain bacteria in the presence of certain food. In many 
diseases, further, dental disease was the primary or con- 
tributory cause. The tubercle bacillus in some cases un- 
doubtedly passed through carious teeth to the glands in the 
neck, Various diseases of the chest, such as septic pneu- 
monia and heart disease, were also traceable to a septic 
condition of the teeth, while other general diseases, such 
as anaemia, neuritis, neurasthenia, and joint affections, 
had important relations to the same causative process. The 
degree of oral cleanliness sometimes decided whether the 
end of a serious illness should be death or recovery. The 
preventive treatment of this serious state of affairs was 
simply the practice of cleanliness. How many persons, he 
asked, cleaned the mouth ‘after every meal? Effective 
brushing of the teeth must be done intelligently, with a 
brush of such a size and shape that all parts of the teeth 
and gums could be reached, and its bristles should be suffi- 
ciently stiff to remove debris from between the teeth and 
to clear out the stagnation areas. The direction of the 
brushing movement should be from the gums towards the 


- edges of the teeth, for the usually horizontal brushing was 


not sufficiently effective. Another point of great impor- 
tance was the eating of fruit and raw vegetables such as 
apples. The common practice among some parents of giving 
children a soft biscuit, chocolate, or sticky sweet at bedtime 
was bad for the teeth, and was very likely to cause dental 
disease, with the resultant impairment of physical growth 
eo in the child, and indifferent health in the 
adult, 


Central Midwives Board. 

At the recent examination of the Central Midwives 
Board for Scotland, held simultaneously in Ediaburgh, 
Glasgow, Dundee, and Aberdeen, 119 candidates passed out 
of 133 who appeared for examination. The successful 
candidates were trained at the following centres: 20 at the 
Royal Maternity Hospital, Edinburgh; 46 at the Royal 


Maternity Hospital, Glasgow; 13 at the Maternity 


Department, Royal Infirmary, Dundee; 2 at the Maternity 
Hospital, Aberdeen ; 12 at the Queen’s Institute of District 
Nursing; 8 at the Elsie Inglis Memorial Hospital; 2 at the 
Edinburgh Lying-in Institution; 7 at Stobhill General 
Hospital; 2 at the County Maternity Hospital, Bellshill; 
2 at the Eastern District Hospital; 3 at the Western 
District Hospital, Glasgow; 2 at the County and City of 
Perth Royal Infirmary, 


Ireland. 


Report of the Free State Public Health Department. 


Tue second report of the Lrish Free State Department. of 
Local Government and Public Health, which has now ‘been 
issued, covers the period from April, 1925, to March, 1927, 
A description of the original constitution and functions of 
the department was given in a review of its first report, 
for the years 1922-25, which appeared in the Journal of 
March 12th, 1927 (p. 489). The -present report consists, 
in addition to an introductory note and- numerous appen- 
dixes, of five main sections devoted to general administra- 
tion, public health, housing, poor relief, and roads. Impor- 
tant changes in local government were made by the Local 
Government Act, 1925, which came into effect in October 
that vear, and which involved the centralization of public 
liealth administration in each county outside the urban 
areas under one county authority, the abolition of rural 
district councils, and a reform of the law relating to the 
granting of superannuation allowances and gratuities to 
officers of local bodies. At the same time, with the object 
of securing a uniform system of administration, the prin- 
ciple of local adoption was withdrawn from a number of 
important public health statutes (including the require. 
ment of notification of infectious disease and of  tuber- 
culosis), and their operation was extended generally 
throughout the Free State. The Act required also the 
appointment for each county of -a whole-time county 
medical officer of health. Under the Local Authorities 
(Officers and Employees) Act, 1926, there was established 
a commission charged with the duty of recommending 
persons for various types of appointment under local 
authorities, including those in which the qualifications are 
wholly or in part professional or technical, and, as stated 
in the Journal of October 30th, 1926, county councils have 
heen urged to appoint medical officers of health for their 
areas, and to adopt this procedure in making appoint- 
ments. The Local Government Act, 1925, defined the 
duties of the Minister in relation to health, placing them 
upon a broader basis than before, and the report under 
review therefore deals. with the work of the department 
in the initial stages of the fulfilment of its new respon- 
sibilities. - 


Decrease in the Death Rate. 

In respect of general health conditions, the census_of 
1926 has furnished a reliable basis for the calculation of 
local death rates; the larger town districts in that year 
showed a death rate of 15.5 per 1,000 of the population 


. from all causes, and of 1.5 from the principal. epidemic 


diseases, among which diarrhoea and enteritis figured 
prominently as a result of a hot dry summer. In 1916 
the death rate of the towns was 19.3 per 1,000, so that 
there has been a gratifying measure of progress in health 
generally, which is attributable to the collective result of 
a variety of causes. There is not, however, the report 
states, a single county in which to some degree restrictions 
of finance do not retard valuable improvements which 
would be effected by additional water supplies and sewer- 
age schemes. Local bodies are showing more disposition 
to embark on public health works, but in some counties 
there is a tendency to withhold approval to such schemes 
unless the ratepayers in the area directly benefited agree 
to bear the cost, which in’small towns is often impossible. 
As a result of this desire to confine liability within 
narrow limits an indefinite postponement of proposed works 
frequently follows. The country is subjected to a serious 
tax by reason of the insufficiency of its water and sewerag? 
services. Enteric fever and diphtheria are unduly heavy 
in mortality and incidence, and impose avoidable sactk 
fices of life and expenditure in hospital and medical 
charges. Among infectious diseases, typhus fever remails 
rare in the urban districts, only one case being recorded 
in the years 1925-27, while in rural districts its incidence? 
has decreased considerably also. The extensive outbreaks 
of enteric fever formerly experienced in the country areas 
are now unknown. 
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Maternity and Child Welfare. 

In connexion with maternity and child welfare the policy 
of the department has been to encourage and _ assist 
voluntary agencies and voluntary effort, and it has been 
instrumental in maintaining district nursing societies in 
many parts of the country. The nurses connected with 
these bodies, of which 105 exist outside Dublin, in addition 
to other duties, act as health visitors under the maternity 
and child welfare schemes. Trained nurses who are to 
undertake this duty are given a supplementary course of 
instruction. In the development of the public health 
service it is intended to utilize existing nursing services 
to the fullest extent. During the two years under review 
disbursements from the grant in aid for maternity and 
child welfare work amounted to £29,784, of which £12;993 
was paid to local authorities, and £16,791 to voluntary 
agencies. In view of the reforms in the organization of 
the public health administration it was deemed inexpedient 
to press for the inauguration of school medical services 
in the counties, and little progress has been made in this 
direction. An account of the present position and of the 
system adopted in Dublin, recently given by General 
Mulcahy, Minister for Local Government and Public 
Health in the Free State, was published in our issue of 
November 3rd (p. 817). : 


Tuberculosis Schemes. 

Despite the application of compulsory notification of 
tuberculosis to all parts of the country, notification is not 
yet generally operative, but it is expected that with the 
appointment of county medical officers of health some 
improvement will take place in this respect. Compre- 
hensive schemes for the prevention and treatment of 
tuberculosis, as mentioned in the last report, are in force 
in twenty-two counties and in the boroughs of Dublin and 
Waterford, while partial schemes, dealing with insured 
persons and their dependants only, exist in the counties of 
Meath and Wicklow. Some progress towards the adoption 
af comprehensive schemes has been made in the counties of 
Meath and Cork and in the boroughs of Cork and Limerick, 
but in three counties—Longford, Roscommon, and Wicklow 
—no action has yet been taken to provide the facilities 
available elsewhere. Each approved scheme is in charge 
of the medical superintendent of the central tuberculosis 
dispensary, which is generally situated at the administrative 
headquarters of the area. Twenty such dispensaries are 
ia existence, but in several schemes proper facilities have 
not yet been provided. There are now 124 branch dispen- 
saries. The approved institutions contain in all 2,100 beds 
specially reserved for tuberculous patients; the sanatoriums 
for early and moderately early cases of pulmonary tuber- 
culosis comprise 851 beds, and for cases of surgical tuber- 
culosis 495 beds have been specially provided. Patients 
tieated under approved schemes numbered 11,1C4 in 1€25-26 
and 12,628 in 1926-27, compared with 7,132 in 1922-23. 
The death rate from tuberculosis was 1.57 per 1,000 of the 
population in 1925, and 1.47 in 1926. 


Treatment of Venereal Diseases. 

Since 1925 schemes for the provision of treatment of 
‘enereal disease have been adopted in the borough of Cork 
and the counties of Offaly and Westmeath, these schemes 
hing similar to those already in operation in Dublin and 
four counties. Normally the State grant is 75 per cent. 
i the net expenditure. The arrangements generally pro- 
tide for assistance to medical practitioners (by free patho- 
logical reports and, in certain cases, gratuitous supplies of 
alvarsan substitutes), treatment centies, and pathological 
aboratories: An inquiry by an interdepartmental com- 
mittee as to the steps, if any, desirable to secure a 
diminution in the extent of venereal disease has been 
‘wncluded, and its report is now under consideration. 


Dispensary Medical Service. 
Coexistent with the county and district hospital services 
lM the Free State are the facilities afforded under the 
Medical Charities Acts for free medical attendance for the 
‘ick poor at their homes and at dispensaries. The number 


of medical officers concerned in this on March 31st, 1927, 
was 634. In special cases consultants may be employed, 
while for confinements the services of the dispensary doctor 
and a qualified midwife are available. Medicines and 
medical and surgical appliances are supplied gratuitously 
to patients. New cases at the dispensaries numbered 
458,387 in 1925-26, and patients attended at their homes 
120,069, the figures for 1926-27 being 499,952 and 139,755 
respectively. During the period under review the Local 
Government Act of 1925 conferred pension rights on 
medical officers, nurses, and midwives, and made con- 
tinuous service pensionable irrespective of the area in which 
it is served. Improved scales of salaries for medical officers 
have been adopted in every county area except Longford, 
Mayo, and Wexford. 


The Poor Law Hospital Services. 

In the Poor Law hospital services much progress has 
been made in improvements of the existing institutions, 
and in several areas extensive alterations have been carried 
out. New hospitals are being erected at Bantry and 
Kanturk. Galway Hospital is being developed on the lines 
of a large general hospital, with provision for operative 
and special forms of treatment, resident medical officers, 
and a visiting staff. Regulations have been issued govern- 
ing the admission of paying patients to Poor Law hospitals. 
Satisfactory progress has been made in the development of . 
the home and school established by the Sisters of Charity i 
of St. Vincent de Paul for mentally defective children. i 


Progress in Housing. 

The results of the various Housing Acts in force during 
the years 1925-27 have been exceedingly gratifying, and 
the provision of new houses in rural areas is described. as 
having surpassed all expectations. Many of these houses 
are situated in the most remote parts of the country. and 
in. the poorest districts of the west; the report states that 
‘‘in many cases the most admirable determination, involv- 
ing often personal privation and sacrifice, has been shown 
by persons of little or no means in the provision of healthy 
homes for their families.’’ The result has.been a sub- 
stantial improvement in the standard of housing, which 
must in due course be reflected in health conditions. 


General Progress. 

It will be seen that the main features in the development 
of the Free State’s health services have been matters 
relating to organization and administration. The report 
gives evidence of the fact that the local authorities, in 
several cases, have been exceedingly slow to assume their 
full responsibilities, but at the same time shows the deter- 
mination of the central power to secure improvement as 
financial considerations and considerations of practical 
policy permit. Due importance has been attached to the 
appointment of whole-time medical officers of health and to 
the improvement of conditions of medical officers in certain 
branches of the public service. The fruits of these reform 
measures, and of the others to which reference has been 
made, should be a gradual improvement in general health 
conditions, and, what is equally important, an increased 
recognition among local authorities and members of the 
public of the economic and social value of adequate public 
health services. 


Insurance Medical Certification in the Free State. 


The National Health Insurance Commission recently 
addressed a circular letter to medical certifiers, which stated 
that from inquiries received, and from certain reports in 
the press, it appears that there is considerable misunder- 
standing and doubt as to the nature and extent of the pro- 
posed alteration in the scheme for the change of the pool 
area for certification. It may be added that the Commis- 
sion departed from its usual custom, and did not forward a 
copy of the letter to the Irish Medical Committee. At the 


next meeting of this body it will be clearly shown that the 
figures used by Dr. Power, chairman of the committee, and 
by the Irish Medical Secretary of the British Medical Asso- 
ciation, left no room for any misunderstanding with regard 
to the effect of the proposed change. 


It is difficult to 
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appreciate the urgency expressed by the Commission, 
which asks medical certifiers to state not later than 
November 20th whether or not they are willing to con- 
tinue medical certification under the new conditions, as 
the agreements for medical certification, entered into in 
1915, are still in existence, and the medical certifiers have 
expressed the desire that they should remain in force. The 
Commission does not claim that medical certification under 
their new scheme will be improved. The only argument 
that might appeal to a proportion of the medical certifiers 
is that under the new scheme their remuneration might 
be doubled or trebled. This aspect has been emphasized by 
the Commission to a far greater extent than the fact that 
this increase will mean a corresponding reduction in the 
remuneration of other medical certifiers. 


England and Wales. 


The London County Council and Slum Housing. 
Unper the auspices of the Windsor Division of the 
British Medical Association, a public meeting was held at 
Maidenhead on October 19th to consider the problem of 
housing and health. The chair was taken by Dr. J. J. 
Paterson, medical officer of health for Maidenhead, and 
Dr. William Butler, senior medical officer to the London 
County Council, delivered an address on the subject of the 
provision of new houses since the war. He enumerated the 
essential elements of good housing, which included proper 
flooring and adequate lighting and ventilation, together 
with good sanitation. A point often overlooked was that 
the actual shell of a house accounted for only 25 per cent. 
of the total cost; the expense of building was largely due 
to the provision of additional requirements. After many 
inquiries the London County Council had found that little 
could be done in the way of reducing the cost of building, 
and that the brick house was the most economical in view 
of its durability. The slum houses in London were most 
unsatisfactory because they were rapidly decaying, although 
they had good water and some fair conditions. The diffi- 
culty was to abolish uninhabitable houses and to rehouse 
the inmates. Since the war the London County Council 
had cleared away about 100 acres of slum houses in which 
the tenants had been living under bad conditions of lighting 
and ventilation, promoting the spread of tuberculosis and 
other diseases. Still more clearance work remained to be 
done, but the cost was very great. There was the addi- 
tional problem of providing new houses on the old sites so 
that the inhabitants should not be displaced far from their 
work. Dr. Butler described the operations of the Council 
on the new building estates at Dagenham and Becontree in 
Essex, where there would be accommodation for 120,000 
people. It was proposed to provide small cottages as well 
as flats; the speaker detailed the minimum requirements 
for such houses, and added that the utmost economy had 
to be practised in their construction in order to keep down 
rents. Miss Joan Sunderland, house property manager for 
the Ecclesiastical Commissioners, described the old houses 
owned by the Commissioners, and remarked that if a house 
was not carefully built it aged very rapidly. The improve- 
ment of old cottages in the country was difficult and expen- 
sive. Many of them had been built after the Napoleonic 
wars, when there was great need of rehousing of returned 
soldiers; the basement house was perhaps the worst of the 
types then provided. Though there were many difficulties 
in the way of clearing the slums built at that’ time, there 
were certain advantages as regards privacy, garden space 
and beauty attached to some of the buildings then erected. 
The average rent of old houses in South London was 3s. a 
room, and it was obvious that the same terms could not 
be available in the newer houses. Miss Sunderland thought 
that under the London County Council schemes there would 
be a tendency for the very rich and the very poor to remain 
in the centre of London, while those in intermediate 
circumstances moved further out. The chief essential in 
the problem of housing was management, because good 
supervision prevented degradation into shum living. 


Physiology and National Efficiency. 

A public lecture on physiology and national efficiency 
was given at King’s College, London, on November 14th by 
Professor R. J. S. McDowall. The lecture is one of a series 
of nine on the indebtedness of industry to pure science, 
which is being given during the current term. Professor 
McDowall said that national efficiency depended on the 
efficiency of the individual; to be efficient a man should 
always be capable of doing his best in the minimum time 
and with the minimum waste of material. The lecturer 
explained that accurate rationing was based entirely on 
experiments performed in physiological laboratories, in the 
first instance in the pursuit of pure science, and remarked 
that physiological investigations had led to the discovery 
of remedies for scurvy, rickets, diabetes, and many other 
ills. He recalled how Lord Lister, in his first lecture in 
the college, described the essentials of the souring of milk, 
and how eventually he demonstrated its fundamental impor- 
tance in relation to aseptie surgery. In conclusion, Professor 
McDowall quoted instances to show that the more time a 
man spent at work the less work he might do. This fact 
was founded on simple physiological principles, the neglect 
of which resulted in a considerable loss of national efficiency: 


4 Correspondence. 


OPEN-AIR LIFE AND MOTHERHOOD. 

Sir.—We are told that in spite of better midwifery and 
better trained nurses and doctors, we lose as many mothers 
in childbirth as we did thirty years ago, and that in 1927 
some 2.690 women died in childbirth, and of these, 1,026 
of puerperal fever—a preventable disease. I think that 
ull deaths in childbirth should be preventable, not at the 
time of delivery perhaps, but by proper maternal hygiene, 


concerning itself with the growth and development of the 


mother. 

I was in India twenty years, and was puzzled by the fact 
that when I spoke of the awful cases T saw of childbirth 
among Indian women in a zenana hospital, some lady 
always said, ‘‘ But 1 thought Indian women had such an 
easy time; my brother in Assam says the coolie women just 
go behind a bush and have a baby and go on with their 
work.’ Or another would say, ‘‘ I don’t understand this, 
for my husband said that on such and such an expedition 
they had native women to carry their baggage, and one of 
them had a baby on the roadside and was none the worse; 
she just went on with the march, carrying the child in her 
arms.’ And yet here were hospitals frequented by the 
better class Indian women, where erery maternity case 
had some difficulty or they would not have come in to 
see us. 

1 began to investigate the Caesareans—we had twenty- 
nine in one year, all with acute deformity, in many cases 
even precluding a craniotomy, most of them septic from 
having been in the hands of untrained midwives for several 
days. The poor women labouring in the fields or working 
hard on the great rice boats never came near us; they 
delivered themselves. Why this great difference? Closer 
acquaintance revealed the fact that all our worst mid- 
wifery cases were among richer people living in purdah— 
that is, more or less secluded indoors in rooms looking 
into high courtyards to ensure privacy. They went out 
very little, and were then usually veiled. I think this 
association of outdoor life and plenty of air and sunshine 
with easy childbirth and of indoor life in ill-ventilated 
rooms and darkness with difficult childbirth will be found 
to hold good not only in India and Kashmir, but all over 
the world. 

Where is maternal mortality highest? In crowded towns 


and in colder climates (where people are inclined to lead. 


a more indoor life), among city dwellers, factory workers, 
and also among the luxurious rich, overclothed townspeople, 
and the delicate who are kept indoors on that account. 
Who have easy and safe labours? Country people, where 
the women and children are much out of doors, fi 

workers, those who are in the open air from childhood. 
‘(Where shall we find them now when all must sit indoors 
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behind glass windows: at school while the sun shines 
outside ?) 
Recently the necessity of light on the skin for the pro- 


duction of vitamin D, the vitamin concerned in bone. 


development, has been carefully studied. Without light the 
calcium and phosphorus needed for bone development leave 
the body in faeces and urine, and rickets or osteomalacia 
results according to the age of the patient when the depriva- 
tion of light takes place. Those in the open air develop 
a normal skeleton, and the pelvis is the size Nature 
intended it to be; those in darkness are under-developed. 
This may have escaped notice, because I cannot find any 


. routine measurements of the circumference of the pelvis 


in school children at various ages anywhere in the world. 
Other observers have come to the conclusion that in every 
race the size of the head is related to that of the pelvis 
through which it is to be born, and that all births should 
be normal provided the mother has attained normal develop- 
ment. 

A small fault in development would upset an otherwise 
perfect adaptation between head and pelvis. American 
observers have shown these failures in development can arise 
at any time after birth. The pelvis doubles in circum- 
ference from birth to 7 or 8 years old, and triples from 
birth till puberty at 14 or 15; thus early rickets can affect 


its normal development, perhaps so slightly as to escape . 


notice until the confinement. Many children kept indoors, 
overclothed, only allowed out in deep perambulators covered 
with black mackintosh and a black hood, will be wanting 
in the bone development suitable to their age, and this loss 


can never be made up. Ask any woman with an abnormal - 


pelvis as to her past history, and this factor, I think, can 
be traced. The association of difficult childbirth with the 
same areas where tuberculosis is prevalent points to the 
same cause. It seems of little use to blame doctors and 
midwives for ignorance and want of skill when the fault 
is not primarily theirs, ‘but is due to a failure in skeletal 
development on the mother’s part, beginning possibly in 
early infancy and rendering labour difficult or abnormal. 

I do not, of course, suggest that all cases of difficult 
labour are caused by disproportion between head and 
pelvis, but many certainly are, and for this reason labour 
is difficult instead of being natural and easy. If normal, 
there is no need for intervention and no risk of sepsis. In 
case this idea—that the growth of the human skeleton 
depends on sunlight—seems far-fetched, I would briefly 
point out that the smallest races, the pygmies, live in dark 
forests, that the biggest races live on plains or plateaux, 
that Limousin and Sardinia produce smal! people, but these, 
if removed as infants from their native valleys, develop 
ito people of normal height; that all town dwellers are 
shorter than countrymen, especially clerks and factory 
workers, and their shortness is in the lower limbs, which, 
bing nearer the ground, receive less light in streets, 
houses, and schools. It does not seem preposterous to 
suggest that difficult midwifery is caused by under-develop- 
ment of woman’s pelvis, due to want of light in home, 
school, and factory. 

The moral is that ante-natal hygiene must concern itself 
with the mother’s own development from birth till maturity, 
when, if normal development has been allowed, there need 
be no fear of her life being lost*in childbirth. A properly 
developed pelvis would do far more to diminish the risks of 
maternal death than assistance called in to avert danger 
when parturition is imminent.—I an, ete., 


London, W., October 28th. K. O. VaueHan. 


SURGICAL TREATMENT OF GASTRIC AND 

DUODENAL ULCERATION, 

Sirn,—In Mr. A. J. Walton’s interesting article upon the 
sults of surgical treatment in gastric and duodenal 
wkeration (November 3rd, p. 784), he refers to a recent 
japer in which the author ‘‘ publishes a table giving 

per cent. of satisfactory results after partial gastrectomy, 
wut his figures do not include those patients who died, 
92 per cent.’”?. As this obviously refers to a paper of mine 
published in the Lancet, August 11th, 1928, I feel that 
sme explanation is necessary. The title of this paper was 
“The later results of partial gastrectomy,’”’ and although, 


as Mr. Walton shows, the mortality figures were given, 
it was impessible to include these in an investigation into 
the late results of an operation. The rather high mor- 
tality was deplored, and suggestions were made as to how it 
might be diminished in the future. 

In the evaluation of any operative procedure there are 
two main points to be considered by the surgeon, one the 
worth of the procedure as a cure, and the other the risk 
incurred in its performance. These are obviously inter- 
dependent, so that if it can be proved of two operations 
that one gives a much larger percentage of permanent 
cures than the other there is justification for extra risk 
in its performance. For this reason the high percentage 
of satisfactory results—namely, 95—was held, in the above 
article, to be some justification for the mortality. 

I notice that Mr. Walton uses an argument against partial 
gastrectomy only too common at the present time: ‘‘ The 
removal of three-quarters or more of the viscus for an ulcer, 
often only 1 cm. in diameter, seems an unnecessarily severe 
and deforming operation.’’. But surely he does not believe 
that the ulcer is the whole of the disease, and if not, then 


the size of the ulcer, whether large or small, is of little 


importance. It would almost be as logical to state that 
the removal of the whole breast, muscles, and axillary 
tissues for a carcinoma the size of a small nut appears 
an unnecessarily severe procedure, as indeed it was con- 
sidered in earlier days. ; 

- Mr. Walton has himself proved (at the International 
Cancer Conference) that a considerable percentage of cases 
of carcinoma of the stomach start as simple ulcers; that a 
lesser operation than partial gastrectomy will prevent this 
metamorphosis has yet to be demonstrated; on the other 
hand, that carcinoma may follow gastro-enterostomy per- 
formed for perfectly simple ulceration is certain.— 
I am, ete., 


London, W.1, Nov. 10th. Norman C. Lake. 


OBSERVATION OF THE CIRCULATION IN THE 
MOUSE LIVER. 

Sir,—In the British Medical Journal of April th, 1921 
(p. 526), I communicated the fact that I had been able to 
observe the circulation in the glomeruli of the frog’s 
kidney, and measure the pressure in the capillaries of the 
glomeruli.* Dr. James McQueen, extending this line of 
observation, reported in the British Medical Journal of 
December 17th, 1927 (p. 1137), that he had been able to 
observe the circulation in the edge of the liver of small 
toads. A pulse might be seen in the hepatic venules, due 
to each systole of the auricle momentarily stopping the flow. 
McQueen observed that many of the capillaries appear 
naturally to show stasis. I was able to confirm this observa- 
tion and to measure the pressure in the capillaries of the 
toad’s liver.t The inflow was stopped by a pressure of 
2 to 3 mm. of mereury. A compression a little greater 
than this in amount sufficed to squeeze the blood out 
of the capillaries of the liver, showing how the respira- 
tory rise of abdominal pressure must further the hepatic 
circulation. Later McQueen observed the capillaries in 
the edge of the liver of dead mice, and asked me to make 
observations on the living anaesthetized animai, he then 
having no licence to do so. Dr. McQueen has now obtained 
a licence, and confirms the substance of this note by 
his own observation. I have made these observations, 
and find it possible to get a surprisingly beautiful 
view of the circulation in the thin edge of the mouse 
liver. I used small, half-grown mice, fasted for twelve 
hours or so, and then anaesthetized with urethane. I make 
a cut through the skin and abdominal wall on the right side 
of the front of the abdomen, put the animal belly upwards, 
half on its side, and manipulate the exposed lobe of the 
liver so that its edge comes to be over the transparent mem- 
brane (areolar tissue of rabbit) which covers the Roy-Graham- 
Brown apparatus, which I use for measuring capillary 
pressure. The liver clings to this membrane, and by gentle 
traction on the animal the edge of the lobe becomes suffi- 
ciently thin to be transparent to illumination from a small 


*For further information on this subject see Hi'l and McQueen: 
Brit. Journ, Exper. Path., 1928, 9, p. 127. 
t See Brit. Journ. Exper. Path., 1928, 9, p. 145 
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arc reflected by the mirror under the microscope. A half- 
inch objective suffices to show up the portal venules, hepatic 
venules, and network of capillaries joining the two, and 


. the blood is seen scurrying along in continuous stream, 


with no sign of stasis or of pulse in successful preparations. 
In less successfully made preparations, as_ respiration 
becomes feeble stasis appears, and as the state of shock 
increases becomes general. 

A pressure of 2 to 3 mm. of mercury suffices to stop the 
flow from the portal venules, and even to reverse this flow 
and blanch the edge of the lobe; this is compressed between 
the membrane of the apparatus and a glass cover, which is 
brought gently down upon the edge of the liver so as 
barely to touch it; a drop of Ringer’s solution ensures 
that the compression is equally applied. The membrane 
closes a chamber with glass floor for transmitting light; 
the chamber is in connexion with a manometer and a 
tubing for producing compression. The edge of the liver 
pulsates with each respiration, and this is taken as a sign 
of freedom from compression, as should be the case when 
the pressure in the apparatus stands at zero. The low 
pressure which suffices to maintain the flow in the capil- 
laries is balanced by the tissue pressure of the liver, the 
whole being enclosed in the capsule of the liver. There is 
then no adequate pressure for producing a filtration of 
lymph in the liver, as has been assumed. As in other 
organs, both secretion and flow of lymph are governed by 
the action of the living liver cells.—I am, etc., 

LeonarD Hu11, 
National Institute for Medical Research, 


November 7th. Hampstead, N.W.3. 


MODERN PROBLEMS IN NEUROLOGY. 

Simr,—-It is an old and rather discredited method in 
criticism to assign views to an author which he does not 
hold or in so many words state, and then to proceed to 
demolish them. The writer of your leading article review- 
ing a recent book of mine has none the less resorted to this 
particular technique. 

I do not attribute the escape of emotional reflexes 
* exclusively ’’ to lesions involving cortico-pontine and 
cortico-bulbar paths. I do not ascribe various Parkinsonian 
symptoms mentioned by your reviewer solely to rigidity. 
In each of these instances (and, indeed, in still another) 
my views have been misrepresented more or less seriously, 
as might easily be shown by citation. 

I am also criticized for under-estimating the importance 
of the constitutional factor in epilepsy. As I was not 
concerned with etiology, and mention it only incidentally, 
this is mere para-criticism, to which there is no end.— 
I am, etc., 


London, W.1, Nov. 10th. S. A. Kinnrer Witson. 


HYPOCHONDRIA. 

Srr,—Dr. Crichton-Miller’s letter (November 10th, 
p. 866) on this topic has raised several points on which he 
professes disagreement with the views propounded by me 
at the discussion at the Royal Society of Medicine. I do 
not know on what ground he can base his criticisms, since 
he cannot have read more than the relatively brief summary 
given in your columns, and since, so far as I know, he 
was not present at the discussion. If he was present he 
did not air his contribution then. 

Most writers on hypochondria refer not only to an 
arterio-sclerotic factor in many cases, but to a variety of 
other predisposing conditions of an organic nature. 
Vagotonia, however, I did not mention; some personal 
inquiries made some years ago into that topic taught me 
that vagotonia is a doubtful concept to play with. 

- I am glad that Dr. Crichton-Miller is, even unwittingly, 
in agreement with me on what I emphasized in the dis- 
cussion—namely, the absence of anxiety in the clinical 
sense in the true hypochondriac. I also mentioned the 
probable etiological role of excessive egocentricity in some 
cases at least. It is a source of regret to me that in my 
endeavour to clarify the distinction between hypochondria 
and hysteria I should appear to Dr. Crichton-Miller merely 
to obfuscate the issue. But these and a number of 
other points he will find described, in more detail than 


was possible at the discussion, in a paper now in the 
press for the forthcoming number of the Guy’s Hospital 
Reports, of which I propose to give myself the pleasure of 
sending him a copy, if he will be kind enough to accept 
it.—I_ am, etc., 


London, W.1, Noy. 10th. R. D. Grivespre, 


PRIVATE PRACTICE. 

Smr,—In the Supplement to your issue of November 3rd 
is published the draft report of the Private Practice Com. 
mittee which was constituted by the Council of the British 
Medical Association after an enthusiastic resolution passed 
by the Representative Body to inquire into the encroach. 
ments on private practice, now so prevalent, and to suggest 
remedies for that state of affairs. Every Division should 
study it most carefully and also read the very admirable 


‘report by Dr. Cox on his visits to different areas of the 


country to collect pertinent information. The Committee 
suggests various recommendations to deal with the ques 
tion. All members of the Association should study these 
carefully before deciding to accept or reject them. 

There will be plenty of opportunity for debate on the 
revised report when it comes before the Council, the 
Divisions, and the Representative Meeting, so I shall only 
now draw attention to one of the recommendations which 
suggests as a solution of most of the difficulties a system 
of insurance. This is, in my opinion, a decent camouflage 
for a policy of extending the Insurance Act to all or many 
of the dependants of insured persons, and _ therefore 
deserves very careful consideration. Were this ever adopted 
it would indeed cut the Gordian knot, as, for all excepts 
very few millions of the better off and upper classes, it 
would do away with private practice altogether. Such a 
state of affairs would be in direct conflict with the declared 
opinion and policy of the Association, which is that the 
best form of practice is that carried on between doctor 
and patient, subject only to the common law of the land 
and the ethics of the profession, and that contract practice 
should only be tolerated in such conditions that ordinary 
private practice is impossible. 

If such an extension of insurance services were ever set 
up in such circumstances the work of the insurance practi- 
tioner would be increased far beyond what might be 
expected; for women and young children in every class of 
the community require more attendance than the mere 
male; and a very great deal more of that work would 
entail] home visiting. A dyspeptic workman can walk to 
the consulting room. It would not be right to expect 4 
young child with early measles or incipient bronchitis 
wait its turn in the surgery. Also, I am not an expert 
on remuneration for such services, but I will take the 
dictum of one who is, and who stated in the Council, when 
the question of the inclusion of dependants was com 
sidered some years ago, that the practitioner could not 
expect to get the same capitation fee for dependants % 
that paid at that time under the Insurance Act, but that 
he would lucky to get three-quarters of it, or it might 
be even less. ; 

The whole financial question looms large. How would 
the enormous sum of money required be raised? (1) By 
contributions from employer, workman, and State, as lM 
the panel system; (2) by the employer only; (3) by the 
workman only; (4) by the State. There are tremendous 
objections to each of these methods which in mercy to your 
space I will not particularize at present; but every practl 
tioner should decide for himself and make his voice heard, 
whether he wishes to continue, even if only in part, 4 
private practitioner,’ or become one of a unit in 
system of contract work, regulated, inspected, and limited, 
which will extend a most definite invitation to aly 
Government, in the interests of economy and ease_ 
administration, to set ap a whole-time State-salaried 
service, which I myself, as a looker-on who has see 
most of the game all over the kingdom during the 
last ten years, consider would be exceedingly bad, both for 
the health of the community, for the well-being of what 
is still a learned’ profession, and the science and art 
medicine and surgery.—I am, etc., 

London, W., Nov. 9th, E. B. Turner. 


pro’ 
the 
for 
old 
Am 

I 


e, 


he ix 
from 
being 
other 
only 
about 
of th 
and» 
active 
by 
to th 
Alexa 
Ma 
of all 
asa f 
he 
theati 
pital | 
¢xami 
impor 
defect 
paraly 
essent: 
might 
correle 
they 
consult 
sufferi 
ad 
& bodil 
Alex 
problex 
mecha 
st of 
sequen 
torso i 
functio 
Ing 
He clai 
of the | 
alwa 
general 
the ass 
fontinu 
that 
elves, 


is il 
| Sect 
spel 
| reac 
of I 
Lo 
| Si 
the 
| to 
tion 
| resul 
Mag 
| how 
scien 
that 
Macl 
toget 
| relat 
of a 
My 
Alex: 
| 
| 
| | 
| 


Nov. 17, 1928] 


CORRESPONDENCE. 


916 


PAEDIATRICS OR PEDIATRICS. 

Sir,—I should like to support my friend Dr. Still in his 
protest against the spelling ‘“‘ pediatrics.’ As you have 
the choice, please, await not the decision of the Society 
for Pure English, but let us have it in our Journal in the 
old English form, ‘‘ paediatrics,’? and not in the new 
American, pediatrics.” 

I like not the representation of ‘a’? and ‘ae’ by 
“e,”’ and other petty tricks of spelling. A gynaecologist 
is in America a gynecologist. In my book on Caesarean 
Section I have shown that eminent American obstetricians 
spell it Cesarean, and then proceed to enlighten their 
yeaders by giving the derivation from cedo, cedere! Shade 
of Pliny, what next?—I am, etcy 


London, W., Nov. 9th. Hersert R, Spencer. 


FUNCTION AND POSTURE. 

Sir,—I can fully endorse all that has been written about 
the importance of Mr. F. Matthias Alexander’s contribution 
to medical science and the need for an impartial examina- 
tion of his work, especially now that it is supported by the 
results of the physiological experiments of the late Professor 
Magnus. It is a gratification to those who have known 
how closely Alexander has kept his work to the strictly 
scientific principles he has laid down in his books to find 
tat the report in your colunins of Professor Wm. Colin 
Mackenzie’s researches on muscle function and development, 
together with your own acceptance of the principle of the 
relationship of posture to function, has opened the pages 
of a medical journal to a discussion of Alexander’s work. 

My object in writing, however, is to point out that 
Alexander has gone much further than Mackenzie, in that 
he insists upon the impossibility of separating functioning 
from the general use of the mechanisms, this general use 
being responsible for the erect posture as well as for every 
other. Indeed, I would go so far as to say that it is 
only when we understand and accept Alexander’s position 
about ‘‘ use ’’ that the full significance becomes apparent 
of the connexion Mackenzie makes between functioning 
and posture. According also.to Magnus, posture implies 
active functioning ; but that is not all that Alexander means 
by ‘‘ use,’’ and it is because of the importance he attaches 
to the manner of the general use of the mechanisms that 
Alexander’s work differs from any other that I know. 

Mackenzie says, ‘‘ We may define health as a correlation 
of all the bodily systems to the erect posture, and ill health 
as a failure of one or more systems to correlate to it,’”? and 
he concludes by saying, ‘‘ We are intent on surgical wards, 
theatres, and equipment ; but an essential in any public hos- 
pital is a great department of myology wherein a scientific 
(xamination can be made for muscular defects, and their 
tmportance assessed,’’? I may be wrong in assuming that 
by “ muscular defects ’’? Professor Mackenzie means those 
defects which arise from developmental causes, from 
paralysis or injury, or from a failure of some of the 
essential functions of the muscle cells. If so, these causes 
might in certain groups of muscles bring about want of 
correlation of the bodily system to the erect posture, but 
they would not account for those troubles which fill our 
consulting rooms and our hospitals with patients who ave 
suffering from chronic diseases of every organ of the body 
ud who (with no specific ‘‘ muscular defects ’’) still show 
tbodily system out of correlation with the erect posture. 

Alexander’s approach, however, throws light upon this 
problem. For, according to him, wrong use of the 
wechanisms, such as, for instance, the prevalent backward 
et of the head and the curve of the spine with the con- 
“quent shortening of stature, alters the conditions of the 
trso in such a way as to interfere with the satisfactory 
functioning of every organ and member of the body, result- 
ing in ill health and chronic disease both of body and mind. 
He claims that unsatisfactory general use 6f the mechanisms 
if the body (with its consequent adverse effect upon posture) 
‘always associated with disease, and that, as long as this 
fneral use remains unsatisfactory, defects in posture, with 
the associated unsatisfactory functioning and disease, must 
‘ontinue, despite every effort we may make to cure them; 
% that human beings by their unsatisfactory use of them- 
elves, not only in the erect posture, as in standing and 


walking about, but in every other, may be said to be 
slowly but surely inducing in themselves those conditions 
which we always find associated with functional disorders 
and disease, 

With the appliances of clinical medicine and physiological 
science that we have at our command, it is surely possible 
to establish the truth or otherwise of Alexander’s claim. 
It is for clinical physiology to test whether in a given case 
any improvement in the conditions of posture and vital 
functioning has taken place as the result of an improve- 
ment that has been brought about in the manner of the 
general use of the mechanisms.—I am, etc., 

Bexhill, Noy. 9th. A. Murpocnu, M.B., C.M. 


INJECTION TREATMENT OF VARICOCELE. ; 
Sir,—In his paper on injection treatment of varicose 
veins, read before the Sussex Medico-Chirurgical Society, 


‘as reported in the British Medical Journal of November 


10th (p. 848), Mr. Delisle Gray suggested that varicocele 
also might be amenable to treatment by injection. Some 
varicoceles are. Within the last few months I have so 
treated seven cases. 


The patient stands with buttocks against the side of the - 


examination couch, and his cleansed scrotum is grasped 
and manipulated by the fingers and palm of the operator’s 
hand so that turgid loops of varicocele are pressed firmly 
against the lower anterior scrotal wall and their outline 
is made clearly protruding and visible. Then, without 
relaxing this grip, the operator carefully passes the sharp 
needle of the syringe containing the injection fluid through 
the scrotal wall into the lumen of what appears to be the 
most protruding loop of vein. With unengaged finger, or 
fingers, of the syringe hand the piston can be sufficiently 
withdrawn to suck blood into the syringe, thus making 
certain that the needle is really in a vein. The scrotum is 


then released gently and steadily, to ensure that the needle . 


remains in the vein, and the injection given. The needle 
is now withdrawn, while the operator’s free fingers and 
thumb pinch the varicocele and scrotum at the point 
injected; and, while the varicocele is so held, the patient 
is told to lie on his back on the couch. The pressure is 
then released, and the scrotum and contents lifted up 
towards the pubes, and kept so raised for ten minutes, 

No haematoma of the scrotum has followed this technique. 
The puncture point in the scrotum is sealed with collodion 
and the patient allowed to go about his business. Twenty- 
four hours later the varicocele can be felt as a soft, 
solid, and tender structure. After seven days the veins 
are hard and still tender. During this time the patient 
has suffered more or less dull, dragging pain in the scrotum 
and in the inguinal canal, the cord on palpation being 
slightly thickened and tender. No inflammation of the 
scrotum itself has been noticed. Four of these seven cases 
examined over three months after injection were apparently 
completely cured, the veins of the former varicocele being 
still palpable as very thin, hard, wiry cords, and the testicle 
apparently unaltered. About the other three cases it is 
too early to predict, as only two to three weeks have 
elapsed since they were injected. 

In each case one injection only of 1 ¢.cm. of a solution 
of quinine hydrochlor. 4 grams, urethane 2 grams, aq. dest. 
30 c.cm. was given. They were all “ large ’’ varicoceles— 
large enough to make the operation comparatively easy. 
Quite recently I have attempted, but without success, to 
treat a decidedly smaller varicocele. On three separate 
occasions my needle point failed to enter any one of the 
varicocele loops. In the end this patient was told to 
wait till his varicocele became large enough to be injected, 

Tinct. iodi on the scrotum masks the outline of the 
varicocele loops; it should therefore be washed off with 
methylated spirit. This alcoholic cleansing admittedly 
causes contraction of the dartos, and, what is worse, of 
the varicocele; yet plainly, the  varicocele-containing 
scrotum calls for even more careful cleansing than does 
the leg with varicose veins. How large the varicocele must 
be for successful injection appears to be conditioned mainly 
by the operator’s skill, Hot weather or a hot bath, and 
a patient able to grasp his own scrotum properly, make the 
operation easier. So does a skilled assistant.—I am, etc., 

London, W.1, Nov. 9th, H. M. Hanscueu, 
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HEART SOUNDS. 

Sir,—May I draw attention to the extraordinary state- 
ment in the Epitome of October. 27th (p. 55) headed 
“Common cardiac problems’? that ‘ recurring unduly 
loud first sounds produced by auricular reinforcement and 
auricular systolic sounds in the long pauses are of dia- 
gnostic value in heart-block.’’ What authority is there for 
the suggestion that the thin-walled auricle is capable of 
producing any sound at all? | have pointed out repeatedly 
that a muscle when it contracts produces no sound what- 
ever, and to suggest that the thin-walled auricle is 
capable of doing so is absurd. The number of vibrations 
per second of the muscle fibres is much below that required 
to produce an audible note. How ‘ auricular reinforce- 
ment,’? whatever that may mean, can produce a sound is 
beyond my comprehension, and readers are entitled to know 
what is meant by such a phrase. We are told in this 
extract that these sounds are of diagnostic value in heart- 
block, but one is forced to think very poorly of diagnosis 
dependent on such questionable theory. 

I have pointed out on several oecasions that if the valves 
have anything to do with the production of heart sounds, 
it is extraordinary that when they are destroyed by disease 
and cannot possibly ‘‘ flap’ the first sound is magnified 
into a murmur. To say that the whirling of the blood in 
the heart is partly responsible for some of the heart sounds 
is incorrect, because everybody knows that a rubber ball 
full of water cannot possibly produce a sound when shaken, 
A ball only half full of water can, when shaken, produce 
quite a loud sound, because of the free surface of water 
in contact with air. There is no such free surface of the 
blood in the heart. The only freely moving fluid with a 
surface tension varying between systole and diastole is 
the pericardial fluid. {[ maintain that the normal heart 
sounds are produced by the movements of this fluid. If the 
pericardium be filled with an effusion the movements of 
the fluid are so restricted that no sound is heard, whilst 
were the sounds produced by the muscles or valves of the 
heart they would be heard all the more plainly, because 
fluid is such an excellent conductor of sounds.—I am, ete., 

G. ArBour STEPHENS, 


Consulting Cardiologist, King Edward VIT 


Swansea, Oct. 29th. Welsh National Memorial Association. 


DEFINITION OF DRUNKENNESS. 

Srr,—As police surgeon | frequently have to certify 
drivers of motor cars as ‘‘ drunk.’’ Before the magistrates 
I am always asked if 1 consider the prisoner to have been 
*‘drunk.”’ I reply by asking what is meant by ‘ drunk.” 
No one has been able to tell me in court what ‘ drunk ”’ 
means. I then refer them to recent definitions of the word 
given by two judges and also by the British Medical 
Association. These definitions are roughly the same—that 
a man should be declared drunk if, as the result of 
alcohol, he is unable to do with safety that which he is 
attempting to do at the moment of his arrest. If, there- 
fore, a medical man considers that as the result of alcohol 
a man is unfit to drive a car, this man, having been arrested 
in attempting to do this, can be declared drunk according 
to the above definition. This satisfies the court. 

T have always found that accidents occur most frequently 
with.those who, while taking alcohol, have abstained from 
food, and I always stress this fact in court.—I am, etc., 


Reigate, Nov. 2nd. H. J. Farpon. 


TETANY INVOLVING THE RECTUS ABDOMINIS. 
Sir,—Dr. Lerner in his memorandum published on 


September 15th (p. 489) says that he can find no 
mention of a similar case in the literature. I would 
suggest that the contraction of the upper part of 


the rectus abdominis was in the nature of a simple 
stitch or cramp produced by coughing or stooping. 
I can supply three cases of a similar nature: the 
first myself, the second my father-in-law, the late Kaid 
Sir Harry Maclean of Morocco, and the third a woman 
patient. I have had attacks for twenty-five vears. They 
come on when I am stooping, and sometimes when cough- 
ing or sneezing. A very hard and -very painful lump 


arises in the top part of the rectus abdominis, in the left 
side. The remedy is to stand upright, lean back as far as 
possible, take a deep breath and hold it, and heavily. press 
on the lump with both hands. My father-in-law had been 
bothered with similar attacks for some years, and many 
and varied were the diagnoses. One day he mentioned 
it to me, and was interested to find a fellow sufferer, 
Some months afterwards he had had a long day in the 
saddle and, entering the house, stooped down, and an 
attack occurred. I was there and looked at the lump, and 
the simple remedy suggested above was effective. The case 
of the woman was exactly similar; her attacks occurred 
when stooping at gardening, and the remedy was the same, 
In all three cases, before the cause and cure were explained 
the attacks were severe and relatively frequent. As soon 
as these were discovered the attacks declined in severity 
and number. Apprehension used to prolong the attacks, 
In all three cases the lump was in the upper part of the 
left rectus abdominis.—I am, ete., 
Horace M.R.C.P., 


R.N. Hospital, Chatham. Surgeon Commander R.N. 


THE JEWISH PATIENT. 

Sir,—lI venture to suggest that Dr. Robert Hutchison’s 
views on the Jewish patient, as exemplified at the Royal 
Society of Medicine on October 23rd and elsewhere, are a 
trifle obsessional. It is a mistake to draw conclusions as 
to the Jewish mentality in illness from experience among 
Jews around the London Hospital. My practice among 
Jews and Gentiles leads me to state that it is all a ques. 
tion of environment. Foreign Jews view their symptoms 
of illness with Continental excitement and demonstration, 
English Jews and English Gentiles contemplate the same 
symptoms in themselves with English calmness and _ con- 
trol. It is not a matter of being Jewish or otherwise, but 
rather of being of English or of foreign upbringing.— 
1 an, etc., 

Golders Green, N.W., Nov. 4th. 


L. S. Wootr, M.R.C.P. 


A GIRLS’ SCHOOL FOR ORPHANS OF DOCTORS? 

Sin,—It seems to me that the time has arrived to make 
an effort t6 found a school for girls, the orphans df medical 
men and women, on the lines of the great work done by 
Epsom College for boys. 

On the back page of the Times on most days are printed 
advertisements of country mansions and, lands to be 
obtained at a very reasonable price, sufficient to house 


twenty or more girls as a beginning. Could not the 
Medical Women’s Federation and the Royal Medical 


Benevolent Fund Guild take this matter up and _ start, 
say, a St. Christopher’s College for Girls, which could 
grow in the same way as Epsom College has grown? 
“ Great oaks from little acorns grow.’’? T am willing to 
give a small annual subscription as IT do to Epsom College, 
and I believe that many others would also.—I am, ete., 


Wimbledon, bet. 30th. D. R. Evans. 


THE GENERAL MEDICAL COUNCIL ELECTION. 

Sm,—May I be allowed to express in your columns my 
warmest thanks to all concerned for their generous support 
of my candidature in the recent election ? 

The large number of votes recorded indicates an increased 
interest in the work of the Council, and will be to me an 
added stimulus to devote my best ability to the work, 
and to endeavour to justify the confidence placed in me.— 
I am, etc., 


Wimborne, Nov. 6th. BE. Kaye Le Fiemine. 


Sir,—May I, through the medium of your columns, 
thank all those who voted for me in the recent election 
of two direct representatives as members of the General 
Medical Council? I shall endeavour to justify their con 
fidence.—I am, etc., ; 


Luton, Nov. 10th. JouN W. Bone. 
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Obituary. 
SIR NESTOR TIRARD, M.D., F.R.C.P., 


Emeriivs Professor of Medicine, King’s College, and Consulting 
Physician to King’s College Hospital, London. 
We regret to announce the sudden death on November 
10th, at the age of 75, of Sir Nestor Tirard, consulting 
physician to King’s College Hospital, whcse name was well 
known to the medical profession generally through his work 
in the revision of the British Pharmacopyeia. 

Nestor Isidor Charles Tirard was born on September 23rd, 
1853. He came of French stock on his father’s side, and 
part of his childhood was spent in France. From King’s 
College School, then in the Strand, he went to study medi- 
cine at King’s College Hospital, and had a distinguished 
student career, winning a scholarship and gold medal in 
forensic medicine and obstetrics, and a gold medal in 
physiology. He graduated M.B.Lond. in 1877, with honours 
im medicine, and proceeded M.D. in 1881. He obtained the 
diploma of M.R.C.P.Lond. in 1880, and was elected a 
Fellow of the Royal College of Physicians in 1886. From 
that time onwards he atted for many years as one of the 
examiners for the College, and served on the Council from 
1908 to 1910. 

At an carly stage in his career Tirard began to interest 
himself especially in pharmacology and therapeutics, and 
he also carried out at King’s College some useful researches 
in the pathology of renal disease. His published works 
included three books: Diphtheria and Antitoxin (which 
appeared in 1897), Albuminuria and Brigit’s Disease (1899), 
and a Tectbook of Medical Treatment (1900), as well as 
contributions on nephritis and uraemia to the Encyclo- 
pacdia of Medicine. He was also for some years editor of 
the King’s College Hospital Reports. In 1914 he delivered 
the Bradshaw Lecture before the Royal College of 
physicians on ‘ Clinical contributions to the study of 
glycosuria.”” His abiding interest in general clinical 
medicine was made evident to a succession of students 
during the many years he served as physician to King’s 
College Hospital, and as professor of the principles and 
practice of medicine at King’s College. Other appoint- 
ments held by him included those of physician for twenty- 
six years to the Evelina Hospital for Sick Children, con- 
sulting physician to the Church Missionary Society, and 
physician to St. Luke’s Hostel. 

From 1895 to 1915 Tirard acted as secretary to the 
Pharmacopoeia Committee of the General Medical Council, 
and was intimately associated with the preparation of the 
1898 and 1914 editions of the British Pharmacopoeia, Tn 
1910 he was one of the delegates appointed by the British 
Government to take part in the international conference, 
held in Paris, on the unification of methods of analysis 
of alimentary substances. On several occasions the General 
Medical Council placed on record its appreciation of his 
skilful and assiduous work in connexion with successive 
revisions of the British Pharmacopoeia, of which he became 
*nior editor in 1914, with Professor H. G. Greenish as 
junicr editor on the pharmaceutical side. Largely, no 
doubt, in recognition of these services, he was appointed 
in 1922 2 Crown nominee on the Council for five years. 
After his retirement from the secretaryship of the Pharma- 
fpoeia Committee he continued his services as honorarv 
secretary. “He became also a member of the Advisory 
Committee set up by the Minister of Health, the Secretary 
for Scotland, and the Minister of Home Affairs for 
Northern Ireland, under the Therapeutic Substances Act 
of 125, and was one of the British delegates at the Inter- 
tational Pharmacopoeia Conference at Brussels in 1925. 
Soon after the outbreak of war in August, 1924, he was 
placed in command of the Fourth London General Hospital, 
vith the rank of lieutenant-colonel R.A.M.C.(T.), and 
trew himself into the administrative duties of commandant 
rth characteristic zeal. He received the honour of knight- 
lood in 1916, and in 1920 the Order of St. Sava was con- 
ftred upon him by the King of Jugo-Slavia. 

Sir Nestor Tirard was for many years a member of the 
British Medical Association. He was vice-president of the 


5 tion of Pharmacology and Therapeutics at the Annual 
eeting at Edinburgh in 1898, and president of the same 


adh 


Section four years later when the Association last met at 
Manchester. “He was an active and valued member of the 
old Therapeutics Committce of the Association, serving as 
its honorary secretary from 1894 until 1902, when he was 
appointed chairman. 

A memorial service, attended by many old friends and 
colleagues, was held on November 14th at All Saints’, 
Margaret Street. 


THE LATE DR. J. J. PERKINS. 
Carprain 8S. L. Buaria, I.M.S., M.D., M.R.C.P., Dean of the 
Grant Medical College, Bombay, writes : 

‘As an old student of St. Thomas’s Hospital, and one who 
came early under the influence of the late Dr. J. J. Perkins, 
I may be allowed to add my humble tribute to his memory. 
It was in 1913 that I first came in contact with him in the 
class on systematic lectures in medicine at St. Thomas’s. His 
lectures were most attractive and inspiring; each utterance 
bore a personal touch, which was at once captivating. His 
manner by the bedside made a deep impression on the minds of 
those around him. His infinite patience, practical wisdom, 
quick and thorough mind, and a talent for illustrating his 
remarks with humorous anecdotes made him one of the most 
popular teachers in the hospital in my day. He had a knack 
of quickly grasping essentials from a mass of clinical evidence, 
and his diagnosis was as accurate as it was brilliant. He ‘took 
personal interest in his pupils, and was ever sympathetic and 
helpful, and, as one who is indebted to him for many kind- 
nesses, I know that he felt deep and genuine delight in watching 
the progress of his old students. He was a great admirer of Sir 
William Osler, and, like him, was well versed in the classics 
and the humanities. The impression he has left behind on 
those who knew him is of one possessed of infinite sympathy 
for all, especially the young, and of stores of wisdom and 
knowledge held in a modest reserve. He was in every respect 


an ideal physician, and the influence of his personality and . 


teachings is bound to be reflected in the life and work of his 
numerous pupils scattered in all parts of the world. 


The following well-known medical men have recently 
died: Dr. Grora Rossorimo, director of the clinic for 
nervous diseases at Moscow, who has given his name to a 
finger reflex; Dr. Crarots, director of the medical school 
at Besancon, aged 87; Dr. Luctus Duncan BuLKLEy, an 
eminent New York dermatologist, author of a work on 
syphilis in the innocent, which was awarded the Alvarenga 


prize in 1891 by the College of Physicians of Philadelphia; . 


Dr.. Fiorent Janssens, doyen of the medical profession at 
Louvain; Dr. Xavier ARNozan, director of the Journal de 
médecine de Bordeaux, successively professor of thera- 
peutics and clinical medicine in the Bordeaux faculty of 
medicine, associate member of the Académie de Médecine, 
author of a manual of therapeutics and a treatise on 
hydrology, and officer of the Legion of Honour, aged 76; 
Dr. Watrr Booth ApaMs, emeritus professor of pharmaco- 
logy, therapeutics, and dermatology at the American 
University at Beirut, Syria, aged 64; and Dr. a. 
Lurxévitcn, professor of ophthalmology at Voronezh, 
South Russia, aged 65. 


Gnibersities and Colleges. 


UNIVERSITY OF CAMBRIDGE, 

tregation held on November 9th, the Vice-Chancellor 
J C. Fitzpatrick) presiding, it was resolved to acce})t 
with gratitude the offer of the International Education Board of 
the Rockefeller Foundation to contribute £700,000 towards the cost 
of erecting the new University Library, and to provide for much- 
needed developments in the physical and biological studies of the 
University (see British Medical Journal, October 13th, p. 680). 

The following medical degrees were conferred : 


M.R., B.Cutr.—H. H. Stewart, W. P. Purvis, D. J. MacMyn, 
M.B.—The Hon. W. 5. Maclay. 


UNIVERSITY OF LONDON. ' 
Tur following have been recoguized as teachers in the subjects 

indicated: 
St. Bartho!omew’s Hospital Medical College : Dr. Geoffrey A. Harrison 
(chemical pathology), Mr, Rupert 8. Scott (ophthalmology). ; 
London School of Medicine for Women: Miss Muriel 
= 3 Hughes Medica 

rant of £120 from the Thomas Smythe 

nadan Fund has been made to Kathleen Chevassut, M.8c., to 
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be expended chiefly on special apparatus aud partly on special 
assistance for the purpose of investigations on the etiology and 
treatment of disseminated sclerosis. 

Mr. W. G. Spencer, M.S., F.R.C.S., has been appointed a member 
of the Board to Promote the Extension of University Teaching. 
The Senate has appointed Sir Maurice Craig, C.B.E., a governor 
of the Harpur ‘Trust, Bedford. : 

Prosectors’ certificates have been awarded to John R. B. McBride 
(St. Bartholomew's Hospital), Peter B. Ashcroft (Middlesex Hos- 
pital), and Francis W. Willway (King’s College Hospital). 

Arrangements have been made with the Horton Mental Hospital 
for the instruction of students of the school in clinical psychiatry. 
Dr. J. R. B. Lord has been appointed honorary lecturer in clinical 
psychiatry. 

UnNIverRsITY COLLEGE HosPiTat, MEDICAL SCHOOL. 

The dates of the three lectures in the history of medicine to be 
given by Dr. Charles Singer have been revised. On November 19th 
the lecture will deal with small-pox, on November 26th with 
plague, and on December 3rd with diphtheria. The lectures, 
which begin at 4.15 p.m., will be illustrated by lantern slides, and 
ure open to all medical students of the University of London. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
AN ordinary Council meeting was held on November 8th, when the 
President, Sir Berkeley Moynihan, Bt., was in the chair. 

The Diploma of Fellowship was granted to Roland Hodgson 
Boggon, who has now complied with the regulations. 

Diplomas of Membership were granted to 157 candidates, whose 
names were included in the list receiving the licence of the Royal 
College of Physicians priuted in our issue of November 3rd (p. 826). 

‘The President reported that Richard Anderson Hickling, M.B., 
B.Ch.Camb., M.R.C.S., M.R.C.P., of Westminster Hospital, had 
been appointed the fourth Streatfeild scholar; the subject of his 
research being ‘‘ An investigation of the living cells of the blood and 
of the fusion into serous cavities by means of Sabin’s supravital 
staining technique in clinical cases.”’ 

The President reported that Mr. Warren Low’s term of office on 
the Court of Examiners would expire in Decémber. The vacancy 
will be filled at the next meeting of the Council. Applications 
should be sent in before November 28th. ‘ 


UNIVERSITY OF GLASGOW. 
THE degree of M.D. was conferred upon James Baird on 
November lOth. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH. 
A QUARTERLY meeting of the College was held on November 6th, 
when the President, Dr. Robert A. Fleming, was in the chair. 

Dr. W. 'T’. Benson and Dr. R. H. H. Newton weve introduced and 
took their seats as Fellows. Dr. J. D. Stuart Cameron and 
Dr. A. N. S. Carmichael were elected Fellows. 

The Hill Pattison-Struthers Bursary in Anatomy and Physiology 
wes awarded to Wai-Ming ‘T'so, aud the Hill Pattison-Struthers 
oury in Clinical Medicine to Alan Mackenzie Fraser. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
AT the monthly meeting of the President and Fellows, held on 
November 2nd, the following admissions took place :—Fellow : 
Timothy Maurice Healy. Members and Licenti.:es of the College: 
J.G. Cullinane, T. Freeman, R. Jackson, V. O. McCormick, 
aptain I’. J. O’Meara, R.A.M.C., was elected a Fell 
College ou St. Luke’s Day, 1928. ‘ 


Che Services. 


DEATHS IN THE SERVICES. 

Lieut.-Colonel Charles Thomas Blackwell, R.A.M.C.(ret.), 
died at Monaco on October 6th, aged 67. He was born in 
London on May Jlst, 1861, and, after taking the Edinburgh 
double qualification in 1884, entered the army ds surgeon on 
May 30th, 1885. He subsequently graduated as M.D.Durh. in 
1903, and took the D.P.H. of the London Colleges in 1904. 
He attained the rank of lieutenant-colonel after twenty years’ 
service, and retired on December 26th, 1917. He served in the 
Burmese campaign in 1888-89, receiving the Indian frontier 
medal with two clasps; in the North-West Frontier campaign 
of 1897-98, with the Tochi Field Force, receiving the medal 
with a clasp; and in the South African war in 1902, taking 
part in the operations in the Transvaal, the Orange River 
Colony, and Cape Colony, and receiving the Queen’s medal 
with four clasps; and also in the recent great war. 


Surgeon Captain Henry Arthur Kellond-Knight, R.N. 
died in on October 5th. He was 
and, after taking the M.R.C.S. and L.R.C.P.Lond.- in 1903, 
entered the navy, attained the rank of surgeon commander on 
June ist, 1917, and retired with an honorary step as surgeon 
captain on October 18th, 1926. He qualified as interpreter in 
French in 1905, and in German in 1910. During the late war 
he served throughout, and received the medals. 


Medical Notes in Parliament. 


[From PaRLIAMENTARY CORRESPONDENT.] 


Tue House of Commons ended the Debate on the Address om 
November 14th. Its other business during the week was to 
advance the Unemployment Insurance Bill and the Expiring 
Laws Continuance Bill. The text of Mr. Chamberlain’s Loeal 
Government Bill, comprising 115 clauses and twelve schedules, 
has been published. The Government hopes to secure the 
second reading of this bill and to make progress with the 
Committee stage before Christmas. As now issued the bill offers 
local authorities stronger financial guarantees than were Con- 
tained in the previous draft. It also provides that in rural 
areas the administration of poor relief shall be delegated from 
the county authorities to local guardians’ committees, who may 
also be entrusted with the management of Poor Law _ institu. 
tions. Part I] of the bill is concerned with the registration 
of births, marriages, and deaths. It reproduces the provisions 
of the bill formerly sponsored by Dr. Fremantle, which Captain 
Gunston last. session got through the House of Commons, 
but proposes, however, to confer on the county councils 
and county boreugh councils duties which Captain Gunston’s 
bill left to boards of guardians. New clauses are added on 
town planning. They propose to make the county councils 
statutory town-planning authorities. Other clauses deal with 
the salaries of medical officers of health, propose that these shall 
be full-time officers, and provide that the Minister of Health 
may prescribe the qualifications of medical officers and health 
visitors. Schemes are to be submitted to the, Minister for 
contributions from counties and county boroughs for financial 
assistance towards the cost of services. rendered by voluntary 
associations for maternity. and child welfare. 

The Parliamentary Medical Committee has not yet considered 
this bill in detail. 


Debate on the Address. 

During the debate on the address, on November 12th, Mr, 
Haves drew attention to the Government’s policy in regard to 
tuberculous ex-service men. The treatment of these men, whose 
disability was accepted as due to -war service, had been handed 
over by the Ministry of Pensions to the Ministry of Health 
A case of a man aged 50, in Liverpool, who was in receipt of 
100 per cent. pension for tuberculosis, had come to his notice. 
The man was living in a slum with five other members of his 
family. On the advice of his panel doctor the man applied for 
sanatorium treatment, but he was informed by the local repre 
sentative of the Ministry of Pensions that his case had_ been 
referred to the local authority, which in Liverpool was the Port 
Sanitary Hospitals Commiitee. After consideration that com- 
mittee decided that they cou'd not admit the man to any of 
their sanatoriums. He had, therefore, to return home to bed. 
What he (Mr. Hayes) was concerned about was the statement 
by the local authority that they could not admit this man to 
a sanatorium while there were other patients on the waiting 
list who had not yet had an opportunity of benefiting from 
sanatorium treatment. Further, the local authority stated that 
sanatorium accommodation on Merseyside was fully occupied, 80 
that if this man was given a bed another patient would be 
deprived of it. 

xr. SHTELS said that the unemployment problem had not been 
seriously tackled. Since the war nearly £400,000,000 had been 
spent just to keep people alive, and no more than alive. There 
was nothing to show for it, and these people had been subjected 
to a very serious ordeal and to ey suffering and _privation. 
The problem should have been tackled just like the war, and a 
general staff should have been appointed to deal with it. It was 
not sufficiently realized that the amount given in unemployment 
relief was not sufficient to keep in health those to whom it was 
given. The Ministry of Health sometimes stated that there 
seemed to be evidence that people were making claims for 
national health insurance who were not entitled to do so. He 
believed a very great deal of that was primarily due 
unemployment, and that the physique and health of the people 
were being steadily undermined by it. That in_ itself, from 
the point of view of the physical fitness of the nation, especially 
in view of the revelations of the war, was a subject which should 
appeal to all patriotic people. While he agreed with emigration, 
the Canadian winter was very hard, and he was anxious (hat com 
ditions in Canada and Australia should be such as would justify 
‘them in encouraging people to go there. A great deal of injus 
tice had been done to the disabled ex-service men. They 
found it practically impossible to obtain work, and many of them, 
with their small pensions, had had a very miserable time. Thelf 
pensions oughi to be brought up to the subsistence level. 

Dr. Vernon Davies said that if the Labour party, instead of 
going about making so many vain promises, would concentrate 
on the work io their hand and see that the conditions of the 
workers abroad were brought closer to English standards we 
should very quickly overcome one of the great causes of unemr 
ployment. Dr. Shiels bad spoken about unemployment benefit, 


but he was criticizing an Insurance Act and not a relief scheme.’ 


It was never suggested that the money paid under that Act 


would be sufficient to keep a healthy man or woman in g 
condition, but it was an insurance scheme, and those concerned 
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were getting a good return for the contributions that they had 
made. Apart from all the unemployment problem was 
causing great anxiety in the country. People generally had no 
conception of what people in Lancashire had been going through 

i y, in Lancashire, he was 
astonished to see how well dressed the people were, but he was 
told that in more than one place they were saving money on their 
food. They were not spending half as much on food ‘as in the 
He suggested that an effort should be made to bring 


Mr, Ruys Daviss said that in some of the mining districts local 
authorities who had_ hitherto been able to provide meals for 


little district in his division called Aspull there was a population 

Nearly all the pits were closed, and some of the men 
had been unemployed for two, three, and even four years. The 
infantile mortality rate, which was 85 per thousand for Great 
Britain as a whole, was 128 per 1,000 in that area. The Govern- 
ment ought really to study the terrible effect of eae ment 
on infantile mortality as well as on mortality generaliy. The 


were an addi- 
tional proof that the people were suffering much more severely 
than many members and the Government would admit. 


National Health Insurance. 

Increase in Expenditure on Sickness and Disablement Bencfits.— 
On November 8th Sir Water DE Frece asked Mr. Chamberlain 
whether he had any evidence that the increase in the expenditure 
on sickness and disablement benefit was in any way attributable 
to the administration of certain friendly societies or to the laxity 
of doctors in the issuine of certificates; and, if so, what remedial 
action he was taking. Mr. CHAMBERLAIN said that, in endeavouring 
to ascertain how far the recent abnormal increase in expenditure 
on sickness and disablement benefits was attributable to causes 
which could and should be removed, he was receiving the full 
co-operation of approved societies of all types in inquiries for the 
purpose of securing that their administrative methods should be 
fully efficient; and of the Insurance Acts Committee of thé British 
Medical Association, who recently submitted to a conference of 
Local Medical and Panel Committees a number of detailed pro- 
gem (to which the conference agreed with certait amendments) 
or improving the procedure under which insurance practitioners 
at present carried out their duties with respect to medical 
certification. 


The Retail Pharmacists’ Union and the Drug Fund.—Dr. 
Listte asked Mr. Chamberlain, on November 9th, if, when making 
the agreement with the Retail Pharmacists’ Union relating to the 
National Insurance Drug Fund, described in the annual report 
of the Ministry of Health, 1927-28, the British Medical Association 
was consulted; if its approval of that agreement was obtained ; 
and #, in the view of the unanimous condemnation of the agree- 
ment as being against public policy recorded by two full sessions 
#27 and 1928 of the annual conference of Panel Committees, he 
would rescind that agreement. Mr. CHAMBERLAIN replied that before 
the agreement with the Retail Pharmacists’ Union was actually 
concluded the Insurance Acts Committee of the British Medical 
Association were made acquainted with its terms by letter, and 
tubsequently a conference took place at the Ministry, when various 


the British Medical Association to the agreement as a whole was 
hot invited, and had not therefore been obfained. At the con- 
ference of Panel Committees in 1927 considerable difference of 
opinion was manifested, though the resolution mentioned by Dr. 
ittle was ultimately passed. It had been reaffirmed without 
discussion in 1928. He was not prepared to rescind the agreement. 


Local Government Bill: Position of Voluntary and Poar Law 
Hospitals.—On November 9th Dr. L 
what arrangements had been made to secure 
voluntary hospitals and the i Law 
administration, as contemplated in the Government’s bill for the 
reorganization of CHAMBERLAIN said this 
problem had been many quarters for a 
‘onsiderable time. Definite local arrangements on the new basis 
could not be entered into until the Local Government Bill became 
W. Dr. Litrre asked if any estimate had been made of the 
Probable cost of the provision at municipal hospitals of 
ud nursing services on the same scale as now obtained at the 


Merease in the rates a to follow upon the competition of 
1 the voluntary hospitals in the event, 

@ no co-operation being achieved between these two classes of 
hospitals, r. CHAMBERLAIN answered that in the meantime it 
sas impossible to accept the assumptions underlying this part of 
- Little's question, or to base any estimates upon them. 


Grants to Ex-service Men.—During the year ended in September 
Unety pensions had been granted to ex-service men or their 
Pendants whose claims were outside the seven < ‘ 
About 1,400 patients, including cases of re-amputation and second 
disabilities, received a 

Suction during the past twelve months, 


Joynson-Hicxs stated that since January 


controversial issue of the marriage o 
persons, 
mental defectives 
He anticipated that one of the results o 


Spare accommodation available for this and 
public health. 


Foot-and-mouth Disease—On November 12th Mr. 
f Williams that twenty-three outbreaks 
mouth disease had been confirmed since August Ist 


Examination of Carcasses 
KINGSLEY Woop, replying to Mr. W 
Said it was the practice in the Cit 


the distribution of meat infected with this disease. 


reply to Mr. 


offered for sale. 


already possessed by local authorities, 


Sir W. Joynsox-Hicxs told Mr. W. 


the previous three years. 


Slum Arcas.—Mr, CHAMBERLAIN, replying to Mr. 


respects of Section 46 of the Housing Act, 1925, 


November 13th to Mr. Johnston, 
' aware that Dr. Watson of Catheart, Glasgow, had sub 
Medical Research Council in 1927 proposals for the 
fection of the tubules of teeth, and that repeated r 


was insufficient, however, for any report to be m 


with a view to trial and criticism by his professional 
Salarics of Post Office 
Viscount Wotmer informed Dr. Graham Little that 


further developmenis, Lord Wolmer could not make a 
in the matter, 


Bills. 
The -Expiring Laws Continuance Bill was introd 
House of Commons on November 8th. 


relief, registration of births, 
planning, and local government. 
first time. 

Sir Joun Gitmovur, on November 12th, 
Government (Scotland) Bill. The 
councils and the town councils of certain burghs in 
functions of existing local authorities relating to 


deaths, and marri 


matters. The bill was read a first time. 


introduced 
CHELWOoD. 


into the 
It requires all drivers to take out a 


to empower the Ministry of Transport to make 
requiring the production by the applicant for a licence 
by 2 doctor’s certificate or otherwise, that he is fit 
mechanically propelled vehicle. 


-Mr. Chamberlain stated 


on November 8th 
| received the. 


that 


London Lock 


919 


Ist the police 


had brought 10,000 prosecutions for noisy motor cycles. 


Many local authorities were making further provision for 


government reform would be that local authorities would have 


Gurnngss told 
of foot-and- 
, 1928, involy- 


ing eight new centres, No fresh sources of origin had been 


possible to arrange for uniform action at all ports for preventing 


Prevention of Contamination of Food.—Sir Krixcsrey Woop, in 

Couper on November 12th, said that the Public 
Health (Meat) Regulations and the Public Health Act, 1925 
tained provisions for preventing risk of contamination of food 


any need for further legislation to extend the powers of control 


Metal-grinding Industrics (Silicosis) Scheme.—On November 12th 


Thorne that no medical 
test for employment was imposed by the metal-grinding industries 


the purposes 


of insurance, to pass a medical examination, and some of them 


ment, provided he had been employed in dusty processes within 


Benneit on 


November 12th, said that it was the intention of the Government 
to introduce, at the earliest practicable moment, legislation dealing 
with slum areas, which would provide for an amendment in certain 


Disinfection of Dental Tubules._Sir G. HENNESSEY, replying on 
who asked whether he was 


mitted to the 
better disin- 
equests for a 


report on this process had been asked for without result, said 
that Dr. Watson had made a claim of the nature indicated. 


This 
ade upon it. 


Dr. Watson’s proper course was to follow the customary practice 
of making full scientific publication of his methods and results 


colleagues. 


Medical Officers.—On November 12th 


the salaries 


paid to officers in the Post Office Medical Service werg recently the 
subject of a claim before the Industrial Court, who ‘had referred 
the matter back to the parties for reconsideration. 


Pending 
ny statement 


uced in the 


On November 12ih Mr. CHAMBERLAIN presented the Local Govern- 
ment Bill to amend the law relating to the administration of poor 


ages, town 


The bill was formally read a 


presented the Local 
measure transfers to county 


Scotland the 
poor relief, 


lunacy, and mental deficiency, education, public health, and other 


A bill for the better regulation of road vehicles has been 
House of Lords by Viscount Ceci. or 


licence after 


examination into their skill and physical fitness, and proposes 


regulations 
of evidence, 
to drive a 


he had not 


ort.of the Committee appointed to inquire into the 
ospital, 
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THE first extra-Metropolitan dinner of the University of 
London Medical Graduates’ Society will be held at the 
Qneen’s Hotel, Birmingham, on Friday, November 23rd, at 
7.30 for 8p.m. The president, Sir StClair Thomson, will be 
in the chair. The honorary treasurer, Mr. McAdam Eccles, 
one of the honorary secretaries, Dr. Dorothy Hare, Sir 
Charlton Briscoe, and Professor Hey Groves, among others, 
have promised to attend. No tickets are being issued, and 
any University of London medical graduates wishing to be 
present are requested to communicate with Professor W. 
Billington, 58, Harborne Road, Edgbaston, Birmingham. 
The price of the dinner is 10s. 6d., payable to the hotel. 

THE annual reunion dinner of the British Serbian Units 
Branch of the British Legion and of ail friends of Serbia will 
be held on Saturday, December ist, at 7.15 p.m., at the 
Victoria Mansions Restaurant, Victoria Street, Westminster. 
The. president, Dr. Alice Hutchison, will be in the chair. 
Tickets can be obtained from the honorary secretary, J. R. 
Chappell, 123, Queen’s Road, W.2. ; 

THE fourth annual Norman Lockyer Lecture will be given, 
under the auspices of the British Science Guild, by Professor 
J. Arthur Thomson, of the. University of Aberdeen, on 
Wednesday, November 28th, at 4.30 p.m., in the Goldsmiths’ 
Hall, Foster Lane, E.C., the subject being ‘The culture 
value of natural history.’’ Applications for tickets should 
be addressed to the secretary of the Guild, 6, John Street, 
Adelphi, W.C.2. 

Sirk ROBERT ARMSTRONG-JONES will deliver four lectures 
on physic at Gresham College, Basinghall Street, E.C.2, on 
November 20th, 21st, 22nd, and 23rd, at 6 p.m. The first 
will deal with care of mental illness, the second with the 
brain and sense organs, the third with old and new psycho- 
——o the last with sleep. Admission is free to the 
public. 

Dr. 8. VERE PEARSON, physician to the Mundesley 

Sanatorium, will read a paper before the North-Western 
Tuberculosis Society on pitfalls in the diagnosis of pulmonary 
tuberculosis, on Thursday, November 22nd, at 3.15 p.m., in 
the Public Health Laboratory, York Place, Oxford Road, 
Manchester. The attendance of all medical practitioners is 
invited. 
_ A DISCUSSION on ante-natal methods with special regard to 
disproportion will be held at a meeting of the Maternity and 
Child Welfare Group of the Society of Medical Officers of 
Health at the Royal Free Hospital, Gray’s Inn Road, W.C.1, 
on Friday, November 24th, at 8 p.m. The speakers will 
include Professor McIlroy, Dr. Eardley Holland, Professor 
F. J. Browne, Dr. Annie McCall, Dr. Alec Bourne, and Dr. 
Lane Roberts. On the following day, at 2 p.m., Professor 
McIlroy will hold an ante-natal clinic and Dr. Chodak Gregory 
a children’s clinic at the hospital. . 


THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that a lecture will be given by Mr. 
L, C, Rivett on Monday, November 19th, at 5 p.m., at the 
Medical Society of London, 11, Chandos Street, Cavendish 
Syuare, on “‘The signs and symptoms of the common dis- 
orders of the menopause.’’ On Tuesday, November 20th, at 
4.30 p.m., Dr. Saxby Wiilis will lecture on bronchiectasis at 
the Royal Chest Hospital, and on the same day, at 11 a.m. 
Mr. Graham Brown will give a clinical demonstration in the 
ear, nose, and throat department of Charing Cross Hospital. 
Demonstrations will also be given on Wednesday, November 
2lst, at 4 p.m., by Dr. E. G. Ffrench at the Wellcome 
Museum of Medical Science on “The etiology of various 
skin diseases,’’ and on the: following day, at 3.30 p.m., by 
Mr. Cardell at the Central London Ophthalmic Hospital 
There is no fee for these lectures or demonstrations. A two 
weeks’ course in urology at St. Peter’s Hospital and a 
four weeks’ course in neurology at the West End Hospital 
begin on Monday, November 19th. Other courses are in 
progress at the London Lock Hospital, in venereal diseases 
in opbthalmology at the Royal Westminster Ophthalmic 
Hospital, and in medicine, surgery, and gynaecology at the 
Royal Waterloo Hospital. Copies of all syllabuses and 
information relating to the general course of the Fellowship 
may be obtained from the Secretary, 1, Wimpole Street, W.1 
The list of special courses for 1929 is now available and will 
be sent on application. 


A SPECIAL course in infants’ diseases for medic 
of welfare centres and others will be given at — en 
Hospital, Vincent Square, Westminster, 8. W., from December 
3rd.to 16th. The fee for the course is £3 3s. Further in- 
fopmaptton can be obtained from the Secretary of the Fellow- 
ship of Medicine, 1, Wimpole Street, W.1. “a 


Dr. T. RITCHIE ROGER, a recent chairman of the East 
Yorks Division of the British Medical Association, has been 
unanimously elected sheriff of the city of Hull. 


THE following members of the medical profession were 
among the mayors elected on November 9th: Dr. H. J. 
Campbell (Dartmouth), re-elected; Dr. J. F. C. Hossack 
{Ipswich); Dr. I. G. Modlin (Sunderland); Dr. L. Price 
(Nuneaton) ; Dr. H. Robinson (Kensington). 


AT a meeting of the Joint Tuberculosis Council on 
October 17th Dr. Sutherland reported on the conference 
at Rome. A valuable statistical study on ‘The fate of 
young children in tuberculous households’’ was presented 
by Dr. Lissant Cox. A total of 1,023 children up to 5 years 
had been considered, and the figures controlled by standard 
modern statistical methods. The Lancashire figures of 
deaths of young children from tuberculosis do not agree 
with those of Professor Calmeitte. A striking point revealed 
by this study was the number of deaths from non-pulmonary 
tuberculosis in young children exposed to infection from 
pulmonary cases, which was some ten times as great as 
that of the controls. The council recorded its appreciation 
of the care taken by the chairman and hon. secretary to 
make the dinner to transatlantic colleagues such a brilliant 
success. 


LORD MELCHETT presided at the eighth annual reunion 
dinner of Queen Alexandra’s Hospital for Officers, held at the 
Hotel Cecil on November 8th. A letter of good wishes to all 
present from H.R.H. Princess Victoria was read. ‘The chair- 
man paid a tribute to the work done at the hospital by all the 
staff; and in particular by Mr. Herbert Paterson, who acted 
throughout the war as honorary surgeon in charge. Lord 
Waring, who equipped and maintained an annexe to tho 
hospital, was also present. 


AT the last session of the League of Nations Health 
Committee, which concluded on October 3lst, Dr. Lutrario, 
president of the Malaria Commission, deait with recent 
criticisms of the Commission’s work, to examine which a 
conference of leading malariologists met at Geneva in June. 
A summary of the report of this conference was published in 
the Journal of October 13th (p. 664). The conference agreed 
that a close study of local conditions was of the first impor- 
tance, especially as there did not exist | method of fighting 
malaria clearly preferable to all others. It proposed also the 
creation of a permanent aud autonomous scientific central 
research organization. As a result of the conference, Dr. 
Lutrario stated, the danger of a division of opinion on the 
methods of dealing with malaria had disappeared. Several 
subjects suitable for international study have been suggested, 
and the president and bureau of the Health Committee, in 
consultation with Dr. Lutrario, will decide which studies can 
best be undertaken within the limits of available resources. 


A BILL to amend the Pharmacy and Poisons Ordinance is 
to be considered at the next meeting of the Legislative 
Council of British Guiana. Under Section 3 of the bill it is 
provided that: ‘* No person shall keep open shop for selling, 
retailing, dispensing or compounding, or shail sell, retail, 
dispense or compound drugs or poisons or patent or pro 
prietary medicines unless such drugs or poisons or patent or 
proprietary medicines are sold, retailed, dispensed or com- 
pounded in a shop which is under the immediate personal 
control, management, and supervision of a duly registered 
chemist and druggist employed therein for such purpose who 
is not acting in a similar capacity for any other person or in 
any other shop, and unless such drugs or poisons as aforesaid 
are sold, retailed, dispensed or compounded by or under the 
direct charge and supervision of such chemist and druggist.” 
It is noteworthy that under this section patent and pro- 
prietary medicines come under the same restrictions as those 
applying to drugs and poisons, whereas in this country thore 
is no legislative provision restricting the selling of these 
articles to registered chemists and druggists. Under Section 
7 (1) of the British Guiana bill the Governor in Council is 
empowered to authorize the sale of drugs and patent o 
proprietary medicines by persons not registered as chemists 
and druggists in areas remote from the coastlands. 


A VERBATIM report of the proceedings of the National 
Conference on Maternity and Child Welfare, which was held 
at the London Guildhall in July under the presidency o 
Sir George Newman, has been published by the National 
Association for the Prevention of Infantile Mortality, 

may be obtained from the office of the association, 117, 
Piccadilly, W.1, price 2s.6d. An account of some of the more 
important discussions was given in the Journal on July 14th 
(p. 59). The full report contains a valuable collection of 
information and opinion on all phases of the subjects undet 
discussion. The association has also published a new 
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IN the annual report of the medical department of the 
United Fruit Company for 1927, a generously illustrated and 
well-printed volume ot over 350 pages, an account is given of 
a medical service under private enterprise on a scale practi- 
cally unknown in Europe. ‘The company, whose head 
office is in Boston, has extensive plantations in the West 


-Indies and throughout Central America, with its own rail- 


ways and ships. Its medical department includes over fifty 
qualified practitioners, and it maintains an extensive system 
of hospitals and dispensaries to provide for the needs of 
the 228,000 persons dependent upon it for treatment. The 
greater part of the report consists of original articles, case 


notes, and memoranda contributed by members of the staff, 


a large amount of space being devoted to a discussion on the 
use of plasmochin in the treatment of malaria. Dr. W. E. 
Deeks believes that it promises to be the most important 
discovery for malaria control since the value of quinine 
in walaria was first recognized. An interestiug section is 
devoted to snake-bite problems, in the investigation of which 
the company is cc-operating with the Museum of Comparative 
Biology at Harvard University. A snake census in Honduras 
in 1924 and 1925 yielded the necessary basic information, 
which has since been amplified from other sources. Arrange- 
mevts have been made with the Antivenin Institute of 
America (a subdivision of the Mulford Biological Labora- 
tories) for the supply of specific antivenins; a note on the 
preparation of these appeared in our columns on December 
18th, 1926 (p. 1206). ''he company has provided a serpentarium 
at ‘ela, Honduras, and renders assis‘ance in the capture of 
suakes and in their transportation. 


ACCORDING to a recent publication of the office of statistical 
investigations of the United States Public Health Service 
a definite recrudescence in the incidence of meningococcus 
meningitis has been occurring in the United States since 1925, 
the recorded rate in the late spring of 1928 being the highest 
since 1918, This recrudescence has not yet appeared in other 
countries. 


THE increase in the number of medical practitioners in 
Switzerland in 1928 was 39 per cent. over that in 1926, while 
the increase in the number of inhabitants was only 6 per 
cent., so that there was 1 doctor to every 1,238 inhabitants. 
In Austria, where, as in this country, there is a considerable 
excess of medical practitioners, there is 1 doctor to every 
966 inhabitants. In Germauy the proportion is 1 to 1,500, 
in Holland 1 to 1,550, in France 1 to 1,600, in Denmark 1 to 
1,629, and in Spain 1 to 1,222. 

A COMMITTEE has recently been formed in Paris, under 
the patronage of members of the French Academy and the 
deans of the French medical faculties, to honour the memory 
of the historian, Dr. Cabanés, who died recently. The presi- 
dent of the committee is Professor Sabrazés of Bordeaux, 
president of the Association of French Medical Journalists, 
and the treasurer M. Albin Michel, publisher, 22, Rue 
Huyghens, Paris X Vie, to who subscriptions should be sent, 


UNDER the title of Wells and Springs of Wai wickshire the 
Geological Survey has issued a further memoir, by Mr. L. 
Richardson, of the series describing in detail the sources of 
underground waters in the counties of England. The author 
surveys the geological structure of the couuty in his intro- 
duction, and proceeds to review seriat m the sources of water 
supply in each rural and urban district, and each municipal 
aud county borough. A considerable amouut of space is 
given to Birmingham and Coventry, while Leamington Spa 
and its waters are fully described. Numerous water analyses 
are given ; there are several useful sketch maps and sections; 
the bibliography is very extensive. The book is published 
by H.M. Stationery Office, London, or may be obtained 
through any bookseller, the price being 5s. net. 


MEssks. SIEBE, GORMAN and Co., Ltd., safety engineers, 
etc., 187, Westminster Bridge Road, London, §8.E.1, have 
issued a new catalogue of breathing apparatus and other 
protective and first-aid appliances for all purposes. The 
catalogue includes descriptions of a wide variety of apparatus 
for use in physiological research and other purposes ancillary 
tomedical science. This includes apparatus for determining 
the basal metabolic rate, and for determining the total 
respiratory. exchange in man; a recording spirometer, an 
ergometer, sphygmomanometers for blood pressure tests, and 
apparatus for air and gas analysis, etc. Various types of 
tesuscitation apparatus are shown, and the catalogue gives 
in short almost every conceivable kind of equipment for 
“safety’’ work in industry, mining, and other fields. 


AT a recent conference the Smoke Abatement League of 
Great Britain adopted a resolution expressing the opinion 
that the production of solid smokeless fuel is now upon a 
Sound commercial footing, and calling upon local authorities 
in general, and health departments in particular, to take 
steps to popularize the use of such fuels, and so to help to 
Solve the domestic smoke problom. In this work the League 


pledged itself to co-operate. A memorandum circulated to 
medical officers of health and public health commitices 
advocates the organization of exhibitions, health weeks, 
lectures, and displays, and the widespread distribution of 
literature. Pamphlets in popular language are being pre- 
pared for this purpose. The memorandum states that there 
are now several excellent fuels on the market, which are 
superior to raw coal in respect of cost and efficiency, and are 
infinitely cleaner. Attention is also drawn to the value of 
the new qualities of gas coke, and to the advantages of gas 
and electricity over raw coal. The memorandum concludes: 
“Tt is hoped that progressive health departments and 
municipalities, recognizing the gravity of smoke pollution, 
will take immediate steps to mitigate the evil, and co restore 
the atmosphere to that state of purity which is essential to 
the health of every city and town.” 


THE following appointments have recently been made in 
the foreign medical faculties: Dr. C. Ceni of Cagliari, pro- 
fessor of nervous and mental diseases at Bologna; Dr. G. 
Bosch Arana, professor of operative surgery at Buenos Aires ; 
Dr. A. Guttich, pro-essor of oto-rhino-laryngology at Cologne ; 
Dr. V. Cerletti of Bari, professor of nervous and mental 
diseases at Genoa; aud Dr. S. Weber, professor of radiology 
at Riga. 


THE late Dr. Edgar March Crookshank, emeritus professor © 


of bacteriology at King’s College Hospital, and treasurer of 
the Roya! Veterinary College, left estate of the value of 


; £73,123, with net personality £49,472. 


THE first stone of a leper sanatorium was recently laid at 
the Hépital St. Louis, Paris, under the patronage of the Order 
of Malta. 


THE well-known medical publisher, M. Fierre Masson of 
Paris, has recently died. 
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QUERIES AND ANSWERS, 


DELAYED MENSTRUATION. 


A NUMBER of correspondeuts have replied to “‘ A. E.’s”’ inquiry on 


November 3rd (p. 828) for advice as to the treatment of delayed 
menstruation in a woman aged 25. 


' Dr. E. C. Mupir (Glasgow) reports the case of a woman, 
aged 28, with a history of amevorrhoea for two years. ‘The 
patient (he says) weigied 14 st. 91b. ; her mentality was appa- 
rently, but not actually, low; her voice was deep aud husky, and 
there was a tendency to hair growth on her chin and lip. She 
was given ultra-violet radiation in amounts ranging from a tonic 
to an erythema dose, three days a week, aud thyroid extract to 
the limit of her tolerance. At the sixth week of treatment she 
not only had a period, but her general attitude towards life was 
improved and she steadily lost weight. 


Dr. E. Curnow PLUMMER (London, N.W.) thinks that the 
symptoms of ‘A. K.’s *? patient may be associated with some 
disturbance of the development of the uterus. He suggests 

rescribing sistomensin, which contains the hormone of corpus 
uteum, and has been shown experimentally to cause increase in 
the growth of the uterus in rabbits, and to give the oestrus test 


— 


4 

| 
| 
n 

1e 
sli 
he | 
ed 
rd 
he 
ith 
nt 
ne. 
in 
or: | 
the q 
ral 
Dr. ; 
the 
ral 
ed, 
in 
8. 
p is | 
tive 
t is 
ing, | 
pail, 
pro- 

om- 
onal 
who 
r in | 
ist.” 

pro- 
here 
hese 
stion 
sil is 
OF | 
ional 
Cy 

117, 
more 

14th 
of 
pndet 
r and 


922 Nov. 17, 1928] 


LETTERS, NOTES, AND ANSWERS. 


[ Tax 
Mepical 


in rats. Iu a similar case he gave two tablets of agomensin 
thrice a day and an ampoule of sistomensinu intramuscularly 
every third day, with good effect, which was afterwards main- 
tained by using the tabiets alone. 

Dr. G. D. Farriry (London, W.C.), Dr. W. G. BurRNs 
(Loudon, W.C.), “ M.B., B.S.Lond.,” “ C. W. A.” and “ 8. W.,” 
also report favourable results from the administration of 
sistomeusin aud agomensin. 


EGG PRESERVATIVES. 

Dr. T. D. Harries (Aberystwyth) writes: In reply to the inquiry 
of “ R. b. G.” on November 10th (p. 878), whether any harm to 
the consumer can result from eating egys preserved in water- 
glass, I may mention that in 1927 I was consulted by three maid- 
servants who were ill after indulging freely for over a week in 
preserved eggs. The eggs had been in the waterglass for about 
nine months, and severat were cracked. I wrote to Mr. John 
Hargreaves, I’.1.C., F'.C.S. (an authority on silicates), asking his 
opinion as to the action of waterglass on eggs. Mr. Hargreaves 
replied that waterglass could hardly affect egys with unbroken 
shells, but suggested the trial of milk of lime. An analysis of 
eggs that had been in waterglass for a long time would be useful 
and interesting. 

INCOME Tax. 


Assessment of Partners. 

«A.C. G.’? and his partuer have been assessed for fifteen years as 
independent practitioners, and he inquires as to what difference, 
if any, the making of the assessment in future, as for a firm, 
will effect. 

*,* The fact that the assessment will be made—as is legally 
the correct course—on the partuership in respect of the income 
of the practice will not make any difference to the amount of 
income tax payable. The allowances wili be due to each partner 
as against his share of the assessment, and in substauce the 
assessment will merely be an aggregate of the amounts which 
would have appeared on separate assessments. The partners 
will remain liable to separate assessment in respect of avy non- 
partnership income, and will show their respective shares of the 
tirm’s liability in their statemeuts of total income—the ** amount 
of tax” payable is not shown. If either partner desires his 
co-partner not to be informed as to the amouut of his allowances 
—for example, from life assurance—the only way to avoid having 
that amount shown on the partnership notice of assessment is 
presnmably to arrange with the inspector of taxes for the allow- 
ance to be given in some other way—for instance, by repayment 
or by set-off from any other income tax that may be payable. 


Cash Basis. 

“A. G. C.”? is in the second year of his partnership, and has 
hitherto been assessed on the basis of “ bookings.”’ He inquires 
whether it is not possible to transfer to the simpler basis of 
cash receipts.” 

*,* It has to be admitted that the ‘‘ bookings ” basis is legally 
correct, and that the cash basis can properly be applied only 
where it is more convenient and where the circumstances are 
such that the amount of cash received in any particular year is 
approximately equivalent to the value of that year’s bookings. 
It is, however, always very difficult to persuade the revenue 
authorities to depart from the legally correct basis where it has 


once been applied, and, in addition, a newly formed practice, |. 


such as this one, may very well be receiving iu cash less than 
the true gross income on the basis of the value of the year’s 
bookings. 


A and B 
' £1,200. For the year 1928-29 the inspector.of taxes wishes to add 
to what — meray have been the amount assessed for that 
year a sum of, say, , 28 representing the adiditi Li 
devived by A and B, Is this right ? 


*,* Yes. A and B have succeeded to the small practice 
previously carried on by X, and are assessable for 1928-29 in 
respect of the income from the combined practice on the profits 
of A and B plus those of X for 1927-28. The cash basis caunot 
be applied to the whole (new) practice without qualification in 
such circumstances. The £1,200 represents an outlay of capital 


Acquisition of Additional Practice. 


to acquire a source of income, and no part of it can be treated as 


a prof{éssional expense. 


LETTERS, NOTES, ETC. 


VARICELLA FOLLOWED BY HiRPEs. 

Dr. N. Gray Hrwxz (Carshalton) writes: With 
Dr. Lyth’s very interesting memorandum (October 20th, p. 700) 
it may be noted that, although cases in which a typical herpes 
rash follows varicella appear to be very rare, they have from 
time to time been reported. Willcox and Rolleston (British 
Journal of Children’s Diseases, October-December, 1926) describe 
the case of a boy, aged 4, who first developed a characteristic 
eruption of herpes of the left side of the chest and four days later 
a generalized eruption of varicella. G. Dudley (British Medical 
Journal, August 22nd, 1925) records the case of a boy, aged 7, 


urchased an additional practice in March, 1928, for . 


reference to. 


who complained of pain inthe upper part of the chest for five 
days and then developed a herpes of the third left dorsal nerve 
and a generalized well-marked chicken-pox eruption. Ouseley- 
Smith and Williamson (British Medical Journal, March 5th, 1927) 
described a somewhat similar instance of a boy, aged 10, in 
which the herpes preceded the varicella by two or three days, 
and Troisier and Delaland (Bulletin de la Société des Hépitaux de 
Paris, May 29th, 1925) record still another case in which a 
generalized varicella-like eruption followed twenty-four hours 
after the appearance of herpes. A great number of cases have 
been recorded in which the medical practitioner has found both 
the herpetic eruption and the rash of chicken-pox present at the 
same time, but careful record has not been made as to which 
was the first to occur or whether they appeared simultaneously, 
For the herpes to precede the varicella seems, however, to be 
the more common. Afzelius mentions the case of a woman, 
aged 68, in whom au occipital zoster was followed seven days 
Jater by a generalized rash; Maloney demonstrated a very 
similar occurrence at the New York Academy of Medicine on 
October 3rd, 1922, and others have been recorded. Epidemics, 
even small outbreaks of herpes zoster, seem to be exceedingly 
rare, and if any have been observed they would be well worth 
recording. Cases of symmetrical herpes encircling the -trank 
are also rare, although a certain number are on record, 


FORMALIN IN THE TREATMENT OF CANCER. 

Mr. J. D. McFExr y (Liverpool) remarks that, since the publication 
of his paper on the treatment of cancer by formalin, which 
appeared in the British Medical Journal of November 8th, 192 
(p. 1523), little attention has been devoted by others to this 
method. Very satisfactory results were obtained by him in cases 
of rodent ulcer, sarcoma of the hard palate, laryngeal cancer, 
and epithelioma of the lip, injections of pure formalin being used 
in some instances and surface applications in others. He writes: 
I feel thoroughly convinced that the treatment by pure formalin 
of malignant growths—especially primary, or in the early state 
of recurrence—meets the requiremeuts of what is admitted to be 
a cure for cancer—namely, the destruction of cancer cells with 
which it comes in contact, without materia! interference with 
the growth of normal tissue. It is true that formalin may 
destroy normal cells if pushed too far. The important point is, 
therefore, after removal of the caucer growth, to touch the edges 
of the wound once daily, when formalin will be found to stimu- 
late normal growth and not to destroy healthy cells. My practice 
was to discontinue the frequent application of it to the edges of 
the wound after normal cell growth was well established, or, 
alternatively, to use it more sparingly every second or third day. 
As regards the limitations of the treatment, I do not think it can 
be expected in the case of, say, a second or third recurrence, 
with a large area of infiltrated cancerous tissue, that formalin 
will give satisfactory results. Surely there can be found, say, 
ten surgeons of good will to give a fair, honest, and exhaustive 
trial to this treatment and to publish the results. 


HAEMOPHILIA IN THE TROPICS. 

Dr. J. Tertius CLarke (Harrow) writes: I notice in the Journal 
of November 10th (p. 844) a memorandum headed ‘* Haemophilia 
in the tropics.”” The case is described as occurring in the 
Southern VPunjxb, and the letter is addressed from Ambala. 
May I point out that no part of the Punjab is in the tropics, aud 
that Ambala lies about 420 miles north of the tropic of Cancer? 
The mention of geographical distribution of disease almost 
always suggests climatic influence, and I believe I am right in 
saying that the climate of the Punjab is unlike that of any part 
of the tropics. 


MEDICAL TREATMENT IN CHINA. 

SURGEON LIEUTENANT T. F. Bartow, R.N., writes: I am stationed 
in a gunboat on the Upper Yangtze, and have been at Chante 
for some time. As Szechuan is in the very heart of China, I feel 
that I can reply to Fleet Surgeon Home's letter (August 4tb, 
p. 228). I fave made inquiries concerning Chinese doctors, & 
find that the statement with regard to their fees is par 
correct. A wealthy Chinaman pays his medical adviser a fi 
salary. For this the doctor must treat his patron ; he must also 
attend to any of the dependants in the surrounding villages free 
of charge. But on ‘ joss ” days the doctor can demand & gift of 
mouey as offering to the gods, to protect the interests and 0 
insure the health of his patron. , 


MSS. AT THE COLLEGE OF SURGEONS, 

We learn that the catalogue of manuscripts in the library of the 
Royal College of Surgeons of England, reviewed in our last isswe 
(p. 858), has not been placed on sale. Copies of the book maj, 

owever, be obtained from the librarian at the College, Liucolt 
Inn Fields, W.C. 
A DISCLAIMER. 

Mr. ALEx. E. Rocue, F.R.C.S8. (London, W.), would like it know!® 
that the mention of his name ata recent inquest on a case wi 
which he had no connexion was without his knowledge sunt 
consent. 


VACANCIES. 
NOTIFICATIONS of offices vacant in universities, medical colleges 
and of vacant resident and other — at hospitals, wil 
be found at pages 49, 50, 51, 54, 55, and 56 of our advertisem 


columns, and advertisements as to partnerships, assistantships 
and locumtenencies at pages 52 and 53. 3 nt 
A short summary of vacant posts notified in the advertisemé 


columns appears in the Supplement at page 227. 
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EARLY TREATMENT OF THE PSYCHOSES. 


ve Obserbations 


i, | THE EARLY TREATMENT OF THE PSYCHOSES 
de AND PSYCHONEUROSES.* 


BY 

irs 

ve A. HELEN BOYLE, M.D., 

th Honorary Senior Medical Officer, Lady Chichester Hospital for 
‘ch Women and Children, Hove. 

ly. 

be § We all want the best treatment at the earliest practicable 


“2; § moment for the psychoses and psychoneuroses, as for 
ary & all kinds of disease. On that we are agreed, although we 
on &f may differ as to what that is, as to how best to set about 
ics, § obtaining it, and as to the size and nature of the problem. 
ey The discussion divides itself naturally into two parts: 
ink (1) early treatment in the individual; and, having evaluated 
this as to the size of the demand for it, its importance, 
at what stages it should be undertaken, and so on, to con- 
sider, in the event of a decision in its favour, (2) how we 
ich § can best attain it. 
The psychoses and the psychoneuroses are diseases which 
his BF have been much discussed and still have a blurred outline, 
and this is inevitable, for the pathology is often obscure. 
sed The first proposal I would make towards the attainment 
tes: B of early treatment is to scrap both those unclear words, 
Mia F which Dr. Bernard Hart has done in his splendid little 
bok The Psychology 'of Insanity. It would be far better 
rith § to revert to the old description by symptoms: depressed, 
vith B excited, or disturbed, as the Americans have it, mal- 
nay F adjusted, anxiety states, phobias, kleptomania, etc. Mean- 
iges § time, as the title thrusts these unwelcome guests upon us 
mu- § to-day, it may be said that under the heading ‘‘ psychoses”’ 
tice § there seem to be included the various forms of insanity, 
while under that of ‘‘ psychoneuroses’’ are grouped the 
jay. § mental disturbances which are not insanity. If, however, 
can B we are going to talk of early treatment we must recog- 
nee; F nize that insanity begins before a person is insane—that 
say, | 8, that the insane paranoiac with delusions of persecution 
tive J shows signs of this attitude to life, this habit of mind, 
with its belief that the other members of the herd are 
against him, for a long time, probably for years, before 
rnal | te develops recognizable delusions or insane behaviour and 
silia f 8 regarded as insane. In other words, for a long time he 
the f was forming a paranoid adjustment to life, while still 
ala, Fsane, which by no means always results’ in definite 
cer? | Sanity, any more than, to use a physical analogy, every 
nost § case of tuberculous infection develops into fatal tuber- 
it in F culosis. No one doubts that the treatment of tuberculosis 
ptt T should be undertaken at the first sign of it, nay, even 
before there is a sign, in the pre-tuberculous stage in 
children. I submit that the same sound line of action 
one F should be taken with regard to the onset of mental and 
Nervous disorders. 
4th, f In demanding early treatment on a wide scale for 
aud § individuals we may be asked what evidence there is that 
the need is a great one. 
‘also | We have evidence in the report of the Board of Control 
free | that a large number of persons are suffering from definite 
ift of insanity—‘‘ 136,626 were notified insane” and under care 
1d © Fin England and Wales on January Ist, 1927. All these 
jatients have been at one time early cases; in some the 
J developing period may have been short, but in many it 
tthe Fhas been long. Of these, 120,911, or “‘ 88.5 per cent. of all 
wotified insane,’? were rate-aided patients and therefore a 
rious burden on the community; 874 were criminals (of 
thom 399 were charged with murder), who are not only 
tow being supported by the country, but who have besides 
nown § taken a heavy toll in the protective measures, in police 
with Bind courts, that they impose upon us, and in the anxiety, 
tory, and loss that they have caused. In addition to 
above there were 796 voluntary boarders. If to these 
te added 35,167 mental defectives ‘ subject to be dealt 
ees mith,’ and 25,067 who may become ‘ subject to be dealt 
will #¥ith that is, 60,234—and it is also recognized that in 


ships, * Made in opening a discussion in the Section of Mental Diseases 
ati Neurology of the Annual Meeting of the British Medical Association, 
ment 1928. 


many cases ascertainment is entirely inadequate, the size 
of the problem of mental health begins to show itself: 
insane, mental defectives, and voluntary boarders—197,656, 

Admitting that early ascertainment and treatment in the 
case of mental defectives will not lead to cure, it can in 
many cases protect the community by helping to make the 
patients partly self-supporting or less dependent, and by 
segregation it can obviate the possibility of their bringing 
mentally defective children into the world and release 
them from a hopeless battle with life, for which they are 
insufficiently equipped. 

With regard to the insane cases—while there are still 
some die-hards who are entirely fatalistic about mental 
disease, believing that, like the wind, it bloweth where it 
listeth and nothing can be done about it, there is a 
growing belief that, while heredity and inherent constitu- 
tion have great influence, in some or many cases they form 
a fertile ground only, and that if seeds of mental disorder 
are not planted and cultivated by events and environment 
there is a reasonable probability of escape. It is possible 
that the expert safeguarding may have to start in early 
days, and that the proposed child guidance clinics will be 
the first line of defence against adjustments to life which 
may later. develop into paranoiac trends, the formation 
of fantasies to the exclusion of a faithful tackling of life 
and its difficulties, the acquirement of regressive tendencies 
leading to fixation and a childish outlook, or the protean 
forms which may be evolved in the effort to make tolerable 
what appears to be an intolerable situation. The develop- 
ment of insanity follows the same lines as physical disease 
—the symptoms are evidence of Nature’s effort to cure, 
or to adapt to an unsatisfactory environment. Fantasy- 
building, for instance, is a _ protective and_ healing 
mechanism in its proper place. It remakes a sordid world 
for us, it keeps hope alive, it guards happiness, it 
favours discovery, even to giving us the wings of a dove 
—a fantasy held in men’s minds for many centuries before 
realization, 

Fantasy (like the unnecessary formation of scar tissue 
in keloid), out of proportion to life, makes the introvert, 
passing later into dementia praecox and analogous states. 
We should see to it that this adaptation, if in faulty 
degree, is dealt with early. Surely as experienced and as 
carefully trained an expert is needed for the early stages 
of these mental cases as is required for treating eyes, 
throats, or noses. If this be so there is indeed a demand 
which should be met. 

There is other evidence of failure to cope efficiently with 
the problem of mental health in the reports of the Prison 
Commissioners. In the last report attention is called to 
a residue of persons who, though not certifiable under 
either the Lunacy or Mental Deficiency Acts, ‘‘ are in 
medical opinion in an unsuitable environment in prisons ”’ 
owing to their mental state. ‘‘ These people form a 
subnormal group and include the simple feeble-minded 
and those of borderline intelligence.’’ These include 
‘‘cases of mental deficiency ’’; ‘‘ imperfectly developed 
states of insanity; mental weakness after attacks of 
insanity,’’ and so on. Of 77 such men, 41 had six to fifty- 
four previous convictions. Of 29 such women, 22 had six 
to 109 previous convictions. Is it too much to hope that 
with greater facilities for treating such cases they may be 
dealt with in a way more satisfactory to the community 
and themselves than is shown by the above figures? 

There were 178 girls between 16 and 20 years old under 
sentence of imprisonment, and, without counting charges 
dealt with under Section 1 of the Probation Act, 47 per cent. 
had been previously convicted from once to eleven times or 
more. There were 2,464 lads between 16 and 20, 50 per 
cent. of whom had been previously convicted, 16 of them 
from eleven to twenty times, 2 over twenty. Surely with 
youngsters such as these it is not beyond the bounds of 
possibility to devise some psychological or medical approach 
which, undertaken early, enough, should prevent this faulty 
adjustment to life. The recidivism is marked amongst 
adults also: 37,237 (64 per cent.) men and 7,000 (87 per 
cent.) women received during the year had been previously 
convicted ; 2,945 men and 2,978 women had been previously 
convicted over twenty times. Is this a satisfactory result of 


the trgatment we now accord to criminals, or, as I should 
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like to call these recidivists, mental patients? It is 
interesting also to note that the numbers of these worst 
recidivists correspond roughly to the proportion of men 
and women in the country, and not to the number of the 
delinquents relatively. 

In an appendix in a previous report the medical officer to 
Birmingham Prison writes: 

** All abnormal conduct tends to be antisocial; what we term 
criminal conduct is only one branch of the tree. ... The problem 
of the delinquent should not be envisaged apart from that pre- 
sented by other mentally abnormal persons. ... Many of our 
cases present the problems of social maladjustment. Only the 
oo, investigation will supply the clue for the rectification of 

em, 

The fact that on admission to some prisons wise and 
humane regard is had to the mental condition of the 
prisoners, and measures are taken in many cases for 
ascertaining and treating it, is no valid argument against 
the necessity for facilities for the help of mental mal- 
adjustments outside. These very cases, if capable of being 
efficiently handled after conviction, would be a fortiori 
cases needing help before the maladjustment manifested 
itself in such antisocial conduct as to lead to conviction, 
and it, should not be necessary to be sent to prison to 
secure this help and consequent health of mind. 

Still further evidence of the need for expert work is 
exhibited in the Criminal Statistics published by the Home 
Office, which show that 4,408 suicides occurred in England 
and Wales in 1926, and 2,194 attempted suicides were 
known to the police—altogether 6,602. To these must be 
added a large number, probably the majority of attempted 
suicides, which have not come to the notice of the police, 
and some successful suicides which are never found out. 

As well as these suicidal cases there are recorded a large 
number of sex offences known to the police. The total was 
4,935. This included 125 cases of rape and 1,961 of 
indecent assaults on females. The remainder was made 
up of cases of indecent exposure (1,973), unnatural offences, 
incest, ete. While in no way minimizing the power of the 
human being to exert control, it may be suggested that, 
without straining probability unduly, it is more than likely 
that many of the above offences are evidence of want of 
mental balance. Also it is certain that all such cases are 
not known to the police, and that there are many which 
are responsible for marital unhappiness and the wreck of 
wholesome family life short of insanity. No one who has 
been in practice for long and has the intimate confidence 
of his patients can fail to have met these cases. All those 
who are concerned with nervous and mental work will 
know that they are many. Alcoholism also is often a sign 
of mental and nervous instability. 

I am well aware that in adducing the above as evidence 
of the size and widespread nature of the problem of mental 
health, and of the need for the prevention and early cure 
of mental and nervous disease, I am laying myself open 
to the accusation that I am an empire-builder in this 
department, that I seize colonies illegitimately from others, 
and that some of the territory I have suggested as within 
the realm of mental medicine is really in that of Juris- 
prudence, Pedagogical Science, Ecclesiastical Authority, or 
Religion. Is this so? Is it not truer that all of these 
must co-operate to succeed, and that a League of Experts 
with intimate understanding and trust might discover a 
better way of helping man in his development than has yet 
been evolved? Has medicine up to now contributed its 
quota to the solving of these problems? Has mental 
medicine nothing more to say, no message with regard to 
these maladjusted people? It may well be that such a 
league may be a necessary corollary or precursor to the full 
functioning of the League of Nations. 

The above by no means exhausts the numbers needing 
special help. There exists another, and larger, class of 
patients, ‘‘ unwept, unhonoured, and unsung” in any 
Government statistics. These are the so-called psycho- 
neurotics, who, while not insane, nor,mentally defective, nor 
delinquent, often suffer mental torture to a degree little 
understood. The patients at the few existing clinics for 
nervous and mental disorders are largely of this type. Their 
illness varies in degree from mild forgetfulness of time or 
things, slight insomnia, nervous dyspepsia, phobias such as 
fear of a mouse, a cat, or a thunderstorm, up to a,state 


when death may supervene, as in anorexia nervosa, or when 
suicide appeals as incomparably more attractive than the 
terror of existence in this world. These are the patients, 
far more numerous than is thought, for whom most can be 
done. It would be of interest to know how many of the 
chronic dyspeptics, gynaecological cases, rheumatic patients, 
in fact chronic cases altogether, which haunt the out. 
patient department of any general hospital—inevitable ag 
the weather- and quite as tiresome—are primarily or in 
part due to unsolved mental conflicts, to anxiety states 
with fear causing dyspepsia or diarrhoea, as it does acutely 
in many students before an examination. 

A question often asked is, What type of patient is it 
that is meant by an early case and suitable for early 
treatment? Including in early treatment preventive 
measures, such as dealing with faulty mental attitudes ia 
children as well as adults, the best definition that I cap 
suggest is: Those who have special difficulty in their 
mental and moral adjustment to life. All of us have some 
difficulty, and it is a recognition of this fact which has 
led us to ignore early maladjustments in the hope, often 
ill founded, that they will be ‘‘ grown out of.’’ A tendency 
to regard such troubles as a dispensation of Providence or 
domination by the devil, and to struggle unintelligently 
for a foolish resignation, or submit to a sense of inferiority 
or a constantly recurring conflict, leads to inhibition, 
fatigue, and unnecessary expenditure of effort. We have 
only to consider the results attained by the National 
Institute of Industrial Psychology to see how important 
the work of an expert may be from the psychological side. 
It is easier to prevent a nervous breakdown than to cure 
one. It is also easier to prevent the strain and _ stress 
that comes from these maladjustments and psychoneuroses 
than it is to cobble up again the destroyed family life or 
the individual bankruptcy which may be the result of 
them. It is easier to promote mutual confidence and trust 
than to mend the tatters in the garments of industrial 
peace torn by the conflict of a strike. This idea of the 
connexion between industrial unrest and psychological mal- 
adjustments is no far-fetched fad of my own. In the last 
number of the Journal of the National Institute of Indus- 
trial Psychology Dr. Myers, after explaining that the 
methods used ‘‘ follow precisely the familiar principle of 
bodily healing,’’ said: 

“Ts it surprising then that holding these views and proceeding 
along these lines the Institute has met with such success in 


increasing both output and contentment in actual practice, and 
with such widespread approval not only from the more progressive 


employers . . . but also from the workers and the trade unions of 
this country? ”’ 
The mental readjustments secured (combined with 


physical ones) are making for trust and understanding. 
This is surely closely allied to, if not part of, mental 
medicine. 

To sum up so far. Many if not most of the difficulties 
found in education, criminology, religion, industry, 
general medicine, and in securing the peace of the world 
can only be solved with the aid of mental medicine, an 
understandipg of the mind of man, in health and 
disease. No doctor would admit that an understanding of 
the body in health was foreign to his purpose of grappling 
with disease. No doctor should any longer admit that an 
understanding of the mind in health is redundant, and 
still less of the mind diseased. The intricacies of its 
connexion with the body still need elucidating, and are 
intimate and inevitable. 

The psychoses and psychoneuroses in the individual pro 
vide useful material for this study. What are the first 
signs of these diseases? How do we recognize them! 
Can they be prevented or cured? In other words, are we 
pursuing a ‘ mad fen fire ’’ ourselves in endeavouring t 
ascertain and recognize ever earlier signs and symptoms, i 
the belief that we may be enabled ultimately to prevent 
their development and to cure them in their early stages: 
Is it a fact that the psychoneuroses, and to a greater 
extent the psychoses, are dependent upon inherent of 
innate factors in the individual which are impregnable t 
any attack from outside; that we cannot hope to cur 
or greatly alleviate; and that it is useless and waste of 
time to try? Surely not. It may at least be claimed 
that in many alleviation can be gained, and cure also ™ 
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some, if by that is understood a capacity for a satisfactory, 
or passably good, adjustment to life. This is analogous to 
physical diseases. You do not exactly cure an appendix by 
cutting it out. The physical condition is not perfect after- 
wards. You leave a scar and other damage behind, but it 
is worth it if you get functional success or improvement. 
In like manner a recovered pleurisy may leave adhesions. 
Illness and operations on the mind may leave scars, may 
cause pain, but you may secure functional success or 
improvement, and it is for a measure of this that we nrust 
look. 
In searching for evidence that this is obtainable I must 
refer you to the reports and opinion of those who are 
engaged in doing this work, and though the number of 
these is still woefully meagre the widespread nature of the 
work they are doing in the country is very encouraging. 
The early treatment of recent cases in mental hospitals has 
improved immensely of late years. The hospitalization of 
asylums—a word. coined, I believe, by Colonel Lord—is 


progressing apace, but 1 must ask you to dwell now not’ 


on the certifiably insane treated in mental hospitals, but 
on the patients whom it is harmful to certify or who are 
uncertifiable, and the large number of the maladjusted, 
the patients labouring under obsessions, phobias, inhibi- 
tions, and so on. These are the cases for which early treat- 
ment is so necessary if we wish to prevent the faulty 
adjustments, criminal and others, which I have tried to 
indicate in this paper. 


At the Lady Chichester Hospital, established in 1905, . 


nearly a quarter of a century ago, 1 have had the honour 
to be senior honorary physician since its start. Here we 
find that the patients are thoroughly convinced of its 
value, and continue to apply for help in numbers which, 
though we have several times increased our number of 
beds, have proved the hospital to be still inadequate to 
cope efficiently with the waiting list. 

The demand of patients for treatment we share with 
quacks—it is no necessary proof of value, but the sources 
from which the patients come are of more significance. 
We have analysed 100 consecutive cases in 1917 and 100 
this last vear. 

Given that the demand and need for early treatment are 
urgent and widespread, how can we best attain it? 


Facilities for Treatment in General Hospitals. 

I submit that the first and most important step now is 
to establish as soon as possible facilities in connexion with 
every general hospital in the country. The patients are 
attending at the hospitals now, and will always be more 
readily found there than anywhere else. 

All the other specialties—eyes, throats and noses, teeth, 
and so on—have gone through the same initial stage of 
being obliged to start hospitals of their own, after which 
the general hospital takes the work on and complains of 
overlapping. Let us not waste time and money over this. 

I suggest that the need for the treatment and its value 
are established by the work already done in this and other 
countries. 

Dr. Carswell was the pioneer who started wards for 
borderland patients in connexion with the Poor Law—in 
1904, I believe. The Lady Chichester Hospital was the first 
hospital for these cases. 

The pioneer in providing out-patient facilities was the 

late Dr. Rayner, who with energy and foresight, about 
1889, induced the governors of St. Thomas’s Hospital to 
open an out-patient department for early mental cases. 
He was succeeded there by Dr. Percy Smith, who had in 
1900 started the second out-patient department for mental 
diseases at Charing Cross Hospital. 
’ Since then many others have followed suit, notably 
Cardiff under your President. There has been a steadily 
growing recognition of the need by general hospitals both 
in London and the provinces. 


Facilities in Separate Clinics. 

The Tavistock Clinic for out-patients, under Dr. Crichton- 
Miller, opened in September, 1920, and also does fine 
instructional and propaganda work with courses of lectures 
or Jay and professional people. 

The question of beds is a more thorny one, and so far has 
been largely burked. 


The Maudsley Hospital (177 beds), under Dr. Mapother, 
owing its existence to the late Dr. Henry Maudsley’s 
generosity, aided by the late Sir Frederick Mott, was 
planned many years before it was started in 1923, after 
its previous use as'a war hospital. It is carried on under 
very special conditions, and is a centre for training and 
research of immense value, supported by the London 
County Council. It would be impossible to have many of 
such elaborate and complete institutions—though possibly 
there should be several connected with universities for 
teaching purposes on the lines of Professor Robertson’s 
scheme in Edinburgh.. 

The Cassel Hospital, under Dr. Ross, made possible by 
the grand gift of about a quarter of a million by the 
late Sir Ernest Cassel, is providing for those who can 
afford mederate fees. For many years the wealthy have 
been for. 

No prevision elsewhere can efficiently supplant treatment 
in the general hospitals. They are well known, convenient, and 
no one objects to go to them; the patients present themselves 
there in any case; the earliest cases are to be found there ; 
the general practitioners, who have the best chance of 
seeing the first mental difficulties, are in close touch with 
the hospitals, where the appointment of a specialist in this 
particular work will do more to secure the treatment 
of this illness on the same lines as others than any other 
move that can be made. Cases can readily be referred 
to the mental and nervous department, and easy chat can 
take place between the members of the staff with regard to 
them. This co-operation is invaluable on both sides. More- 
over, for the teaching of medical students it is essential. 

It has been said that there are not enough experts to 
go round; and, on the other hand, that there is no object 
in qualifying specially for this work, for there are -not 
enough posts to go round. These are mutually destructive 
arguments. Meantime, there are good county mental’ 
hospitals all over the country, whose staffs are often willing 
to help if required, and the suggestion of the British 
Medical Association that no officer already holding a 
whole-time post should be eligible would presumably only 
apply if an equally expert applicant appeared. The welfare 
of the patients comes first. There is little doubt that, 
given the posts, even honorary ones, suitable applicants 
will shortly qualify for them. 

I submit that there should be no more difficulty in 
providing a complete department, with facilities for out- 
patients and beds, for this specialty than for any other. 
Admittedly it has its own peculiarities, but so have surgery, 
radiology, maternity, and others. Notable steps have 
been made in this direction by St. Mary’s Hospital, the 
Middlesex, which has a scheme also for reciprocity in 
nursing with St. Luke’s Mental Hospital, and some others. 
In my view these hospital departments should be free from 
any compulsory detention, so that there might be no 
question of interference with liberty. There should be no 
locked doors, nor should definitely ingane patients be 
admitted. 

Child Guidance Clinics, 

Still earlier than those cases we have been considering 
are those of children who show ‘maladjustments in school 
life or before, and for them the child guidance clinics offer 
useful help. They are, as before said, the first line of 
defence. ‘Two are already in existence in England, and an 
elaborate one in London is being planned with American 
help. 

Voluntary Boarders in County Mental Hospitals. 

Apart from the general hospitals and the institutions 
in connexion with the teaching universities, we need also 
to be allowed to send voluntary boarders to county mental 
hospitals. This is absurdly obvious, and agreed to by almost 
everyone, and yet has been held up for years because it has 
formed part of a debatable bill. 


Permission to Treat the Early Insane Patient on 
two Doctors’ Certificates. 

To compass carly treatment another measure is needed 
also—that is, to allow certifiable patients to be treated 
on the certificates of two doctors only, for a limited time. 
It is the legal intervention whieh the patients and their 
friends dislike. Many people approve of it in theory, but 
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in practice—though few object to seeing two doctors and 
acting on their advice—all would like personally to avoid 
the magistrate. 

These two last suggestions, however, deal with cases more 
advanced than those suitable for general hospitals, and 
it is the exceedingly early maladjustment that I am most 
concerned about. 

To those who fear to advocate these reforms on account 
of the expense I would say that they will come slowly enough, 
however much we may push for them, and it is probable 
that measures properly thought out would lead to economy, 
industrial peace, and a happier race, and justify all expendi- 
ture. Early treatment for these’ badly oriented people 
is as necessary, and quite as profitable, to the country as 
for tuberculosis. Why should not funds be forthcoming 
from the same source? 


Summary. 
To sum up I would suggest that it is desirable: 


1. That every general hospital should have facilities for 
treating early nervous and borderland patients. 

2. That child guidance clinics should be available for the 
young maladjusted children and be under the charge of 
doctors. 

3. That delinquents should have expert examination with 
regard to their mental adjustment—on the first offence— 
repeated if necessary. 

4. That voluntary boarders be allowed in county mental 
hospitals. 

5. That early insane patients should be able to be treated 
on two doctors’ certificates. 

6. That vocational guidance should be available for all 
who wish it—as at the National Institute for Industrial 
Psychology—as a preventive measure against maladjust- 
ments and unrest. 

7. That every medical student should be obliged to devote 
some time to the study of all forms of mental disorder. 

8. That examining boards should require evidence of 
knowledge of all forms of mental disorder. 

It is better to pay for this than for insanity, delin- 
quency, unemployment, and industrial unrest. May we all 
live to see a goodly measure of the above reforms in this 
our beloved and on the whole stable country. 


THE HISTORY OF SCARLET FEVER.* 


BY 
J. D. ROLLESTON, M.A., M.D., M.R.C.P., F.S.A., 
Medical Superintendent, Western Fever Hospital, London. 


Tue study of the history of scarlet fever is beset with two 
chief difficulties, inasmuch as, not only in the remote past, 
but until comparatively recent times, it was often almost 
impossible to disentangle the description of scarlet fever 
from that of other acute exanthemata, especially measles 
and erysipelas, og the one hand, and from that of diphtheria 
on the other. 

An attempt has been made by some writers to trace 
back the history of scarlet fever to classical antiquity. 
Some, such as Malfatti, Collier, and Clifford Allbutt, 
have tried to identify it with the celebrated pestilence of 
Athens which occurred in the year 430 3.c., but the 
description given by Thucydides (Lib. IT, cap. 47-54) 
indicates typhus rather than any other acute infectious 
disease. ‘ 

Sanné remarks that certain passages in Hippocrates 
have given rise to the belief that the Father of Medicine 
was familiar with scarlet fever, owing to his speaking of 
an illness attended with a severe sore throat, though he 
makes no mention of a rash. As Sanné points out, how- 
ever, the mere existence of ulcers on the tonsils does not 
justify the diagnosis of non-eruptive scarlet fever. The 
same objection applies to writers, such as Willan, who 
think they have found allusions to scarlet fever in certain 
passages in Celsus, Caelius Aurelianus, Aretacus of Cappa- 
docia, and Aetius of Amida, whereas diphtheria was 
probably the disease in question. 


*A paper read in the Section of History of Medicine at the Annual 
Meeting of the British MedicaF Association at Cardiff, 1928. 


Herodotus, a physician belonging to the pneumatic sect, 
who flourished at Rome under Trajan about half a cent 
before Galen, is credited by Bateman with having described 
‘‘ with considerable precision ’’ the rashes of scarlatina 
as well as those of measles and small-pox. Bateman’s 
account, however, is far from convincing. 

The Arabian physicians, such as Avicenna, Ali Abbas, 
and Rhazes, have also been credited with allusions to 
scarlet fever. Rhazes, for example, stated that measles 
of vivid coloration was more dangerous than that whieh 
was but moderately red. It is but useless conjecture, 
however, as Welch and Schamberg remark, to regard such 
sentences as references to scarlet fever. 

- ‘The first undoubted description of scarlet fever in medical 
literature is to be found in a work by John Philip 
Ingrassias (1510-1580), who was first professor at Naples 
and during his last twenty years lived at Palermo, where 
he was equally celebrated as an anatomist and as a medical 
practitioner. In his book entitled De Tumoribus praeter 
Naturam, published at Naples in 1553, he speaks of a 
disease popularly known by the name of ‘ rossalia” or 
rosania,’? which consisted of numerous spots large 
and small, fiery and red, of universal distribution, so that 
the whole body seems on fire.’’ ‘‘ Some there are,” he 
continues, ‘‘ who think that measles is the same as rossalia, 
but we have often seen that the two affections are distinct, 
trusting in our own eyes and not merely in the description 


of others.”’ 
Willan has identified the pestilential sore throat described 


L by Wierus as spreading through Lower Germany in 1564 


and 1565 as epidemics of scarlatina anginosa. It was 
particularly fatal to infants, and the sore throat was 
accompanied by violent fever, vomiting, swelling of the 
parotid glands, and an erysipelatous rash. 

~ The next most important writer on scarlet fever was 
Baillou (Ballonius), who, under the title of “ rubiolae,” 
described the principal varieties of the disease, including 
searlatina anginosa. In an epidemic which occurred in 
Paris in the winter of 1574-75 there was a very high 
mortality, and medical art was of no avail. : 

Jean Cottyar of Poitiers, a contemporary of Baillou, in 
his work entitled De febre purpura epidemiale et con 
tayiosa libri duo, published in Paris in 1578, is generally 
credited with having given the first description of scavlet 
fever in France, but Noirot considers his account is far 
from possessing the importance attributed to it by some 
persons who have probably never seen it. Cottyar describes 
the initial symptoms as general weariness, headache, 
redness of the eyes, sore throat, and fever which may be 
mild or violent. Some patients, he says, are comatose 
throughout the disease, while others are wakeful and 
restless. Purpura appeared on the second or third day, 
accompanied by delirium and soreness of the throat. 

A much more important position in the history of scarlet 
fever is occupied by Daniel Sennert (1572-1637), who 
described an epidemic which occurred at Wittenherg in the 
beginning of the seventeenth century. He identified it 
with the rossalia of Ingrassias, and described the eruption 
in similar terms to those used by the Neapolitan writer (im 
statu vero universum corpus rubrum et quasi appa 
ac si universali erysipelate laboraret ’’). Sennert was the 
first writer to’ mention scarlatinal desquamation (‘‘ epr 
dermide squamarum instar decidente ’’), the early arthritis 
declinatione materia ad articulos transfertur 
dolorem et ruborem ut in arthriticis excitat ’’), and post 
scarlatinal dropsy and ascites (‘‘ mox pedes ad_ talos et 
suras usque intumescunt ’”’). It is noteworthy that though 
the occurrence of dropsy was recognized as a sequel of 
disease before scarlet fever was given its name, it wa 
not until two hundred years later, after the appearance 
of Bright’s work in 1827, that its connexion with re 
involvement was realized. ‘The epidemic which Sennett 
witnessed was obviously severe and often fatal (‘ malum 
hoc grave et saepe lethale est ’’), and convalescence Wa 
protracted (‘‘ aegrique non sine magno labore et post 
longum tempus pristinae sanitati restituuntur ’’). In more 
than one passage (De febribus, Op. omn., T. vi, Lib. ™ 
cap. 12, pp. 483-484; Epist., Cent. II, Ep. 20) he & 


presses his doubts as to what name he should give the 
disease. 


‘| should have regarded it,” he says, “% 
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erysipelas, and some of our women call it ‘ Rottlauf,’ but 
for the fact that it does not attack adults but only 
children. The vulgar look upon it as measles, and say of 
it ‘ Die Masern laufen zusammen.’ ”’ 
Before taking leave of Sennert mention should be made 
of his son-in-law, Michael Deering, who observed an 
epidemic in Poland during 1625, and also noted the de- 
syuamation, rheumatoid pains, and anasarca characteristic 
of the disease. Contrary to what is stated by Noirot and 
Sanné, he expressly mentions inflammation of the tonsils 
and surrounding parts among the symptoms of the disease 
(Sennert, Epist., Cent. I, Ep. 88; Cent. I, Ep. 18). 
In 1665 scarlet fever reappeared in Poland, where it 
was described by Simon Schultz under the name of 
“epidemic malignant purpura.’’ In the following years it 
was observed by Rayger in Hungary, Ettmiiller and Lange 
at Leipzig, Schroek at Augsburg, and Ramazzini at 
Modena. Ravyger describes a case of which he was in charge 
in 1636, in a girl aged 20, and did not hesitate to identify 
it with the ‘‘ rossalia ’’ of Ingrassias. The patient not only 
had a dense rash, but also inflammation of the tonsils. 
“As the fever declined a windy tumour attacked the left 
hand whereby the fever was dissolved ’’ (obviously a case 
of early scarlatinal arthritis). 
The term ‘‘ scarlatina’’ is generally supposed to have 
been first introduced into medical literature by Sydenham 
about 1675. Hirsch, however, doubts if he was the first to 
ue the term, as in Lancellotti’s Monum. stor. Moden., 
1, 208, 382, there is a reference under the year 1527 of 
persons dying of ‘‘male da scarlatina.’”’? Goodall, in the 
latest edition of his work on infectious diseases, has also 
drawn attention to the term “ scarlett fevour ’’ being used 
in Pepys’ Diary on the date November 10th, 1664, the 
passage being as follows: ‘‘ My little girle Susan is fallen 
sick of the meazles or at least of a scarlett fevour.”’ It is 
however, an open question whether scarlet fever was really 
meant in either of these passages, especially in the last 
where Pepys applies the indefinite article to “ scarlett 
fevour.’’ 

Richter has pointed out that Sydenham’s chapter on 
sarlet fever did not appear in tRe 1666 and 1668 editions 
of the Medical Observations, which were then entitled 
Methodus curandi febres propriis observationibus super- 
structa, but was first published in 1683 at Amsterdam, only 
six years before Sydenham’s death, in the first complete 
edition of his works; while the Processus integri in morbis 
fere omnibus curandis, which contains a shorter account 
of the disease in Chapter VIII, was first published in 1693, 
or four years after Sydenham’s death. 

Sydenham’s description of scarlet fever in the Medical 
Oiservations (Sect. VI, Chapter 2) runs as follows: 


“Scarlet fever may appear at any season. Nevertheless, it 
oitenest breaks out towards the end of thegummer, when it 
attacks whole families at once, and more especially the infant 
part of them, The patients feel rigors and shivering, just as they 
do in other fevers. The symptoms, however, are moderate; after- 

» however, the whole skin becomes covered with small red 
maculae, thicker than those of measles, as well as broader, redder, 
and Jess uniform. These last for two or three days and then 
tisappear. The cuticle peels off, and branny scales remain lying 
m the surface like meal. They appear and disappear two or 


times.’ 

The disease, in his opinion, was merely a moderate 
llorescence of the blood arising from the heat of the 
preceding summer or from some other exciting cause. 

As regards treatment, Sydenham expressed himself as 
thary both of blood-letting and clysters on the one hand 
td of cordials on the other. Complete abstention from 
timal food and fermented liquors he regarded as sufficient 
tatment. Although the patient should keep indoors it 
vas not necessary to stay continuously in bed. When the 
squamation was complete the patient should be purged 
rth some mild laxative suited to his age and strength. 


“By treatment thus oe and natural,”’ he continues, ‘ the 
tlment, we can hardly call it more, is dispelled without either 
ttouble or danger, whereas if on the other hand we overtreat the 
ditient by confining him to bed or throwing in cordials or other 
r_uous and overlearned medicines, the disease is aggravated 
the sick man dies of his doctor ” (“‘ nimia medici diligentia ’’). 


Tn the concluding paragraph he alludes to the possibility 
ts or coma occurring at the onset of the eruption, for 


which he recommends the application of a large blister at 
the back of the neck and a draught of syrup of poppies. 
The mild character of the disease as Sydenham knew it 
is shown not only by what he expressly says (“‘ hoc morbi 
nomen, vix enim altius adsurgit ’’), but also by his making 
no mention of the sore throat and of the complications of 
rheumatism and dropsy already described by Sennert anid 
Doering. It is possible, however, as J. F. Payne suggests, 
that when Sydenham saw a bad case of scarlet fever he 
failed to recognize it as such. Payne adds that the inade- 
quate description of the disease given by Sydenham largely 
contributed to the misunderstanding of scarlet 
sore throats in the next century. On the ofr hand, 
inadequate as Sydenham’s description undoubtedly was, 
we must be grateful to him for having established the 


_ autonomy of scarlet fever and given it a name to distin- 


guish it from the other acute exanthemata, particularly 
measles. 

It is, therefore, a regrettable fact that Sydenham’s con- 
temporary and successor Richard Morton maintained that 
scarlet fever was absolutely the same as measles, and only 
differed from it in the character of the eruption. ‘ Let 
this fever,’’? he says, ‘‘ be expunged from the roll cf 
diseases, unless it seem good to give it the name of con- 
fluent measles.’”’ Unlike Sydenham, he described a malig- 
nant as well as a mild form, and recorded eleven cases 
which had occurred in his own practice, in both children 
and adults, including two of his own daughters, aged 7 and 
8 years. 

Like Sennert and Doering, and unlike Sydenham, Morton 
expressly mentions inflammation of the fauces in the acute 
stage and alludes to dropsy and ascites as sequels. He also 
appears to be the first author to note the occurrence of 
scarlatinal otitis, in a sentence where he speaks of an acrid 
and corrosive discharge of pus from the nose, ears, and 
throat. (Evzercitatio tertia, Cap. 5.) 

In spite of Morton’s attempt to identify scarlet fever 
with measles, the distinction established by Sydenham was 
henceforward accepted by subsequent writers in the seven- 
teenth and eighteenth centuries, such as F. Hoffmann, 
Juncker, Cullen, Frank, and Vogel. Juncker in particular, 
in his Compendium medicinae theoretico-practicae (1724), 
adopts Sydenham’s view of scarlet fever being an attempt 
of Nature to rid herself of acrid caustic matter, and as a 
harmless disease if left to itself, but likely to be trouble- 
some if treated by a too hot regimen. 

It is true that an attempt was made in the beginning of 
the nineteenth century by Jahn and Piorry and Lhéritier 
to revive Morton’s unitarian doctrine, the last two writers 
inventing the term ‘‘ hémo-dermite morbilleuse ’’ to include 
both scarlet fever and measles. Their views, however, did 
not meet with any acceptance. 

Scarlet fever seems first to have been recognized in 
Scotland at the end of the seventeenth century. Sir Robert 
Sibbald, physician to Charles IT, president of the College of 
Physicians of Edinburgh, and geographer of Scotland, in 
his work Scotia Illustrata, published in 1684, speaks of 
scarlatina as one of many other diseases which had arisen in 
that century, and suggests that it was due to the ‘‘ depravi- 
ties of the humours which have resulted from a growth of 
luxury.’’ In the experience of Sibbald, who describes a case 
in the daughter of a judge of the High Court, the disease 
was rare and not often fatal. 

According to Liitzhéft the epidemic at Copenhagen in 
1677, described by Ole Borch under the name of ‘ rossalia 
squamosa,’’ was scarlet fever, and was probably the first 
outbreak of the disease in Denmark. It was not, however, 
until 1760 that the first Danish monograph on the disease, 
entitled De febre scarlatina, was published by Wernicke. 

During the eighteenth century numerous epidemics of 
scarlet fever occurred throughout Europe and the United 
States, and were described by various writers, the best 
known of whom were Huxham, Fothergill, and Withering 
in this country, Storch and Zimmermann in Germany, De 
Haen in Holland, Plenciz in Austria, Rosen von Rosenstein 
in Sweden, Tissot in Switzerland, and Benjamin Rush in 
the United States, where scarlet fever first appeared in 


1735. 


Though scarlet fever was generally regarded in the 


‘eighteenth century as a distinct disease from measles, there 
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was a tendency to confuse it with angina maligna, which 
was not finally established as a distinct disease until the 
next century, when Bretonneau gave it the name of 
* diphthérite ” in 1821. Withering, for example, at first 
was of opinion that scarlatina anginosa and angina 
gangrenosa were distinct diseases, but afterwards became 
convinced that they constituted but one species of disease, 
and Willan had no hesitation in ranking the *‘ garrotillo ”’ 
among the varieties of scarlet fever. Cullen, on the other 
hand, expressed the opinion that scarlet fever was specifi- 
cally different from angina maligna. 

From perusal of the English writers in the first half of 
the eighteenth century, especially Huxham and Fothergill, 
who described epidemics of sore throat with and without 
a rash in Plymouth and London respectively, it appears 
that these were concurrent outbreaks of scarlet fever and 


diphtheria xecompanied by some cases of ulcerative sore’ 


throat or pseudo-diphtheria. 

Among the eighteenth century writers special mention 
must be made of Rosen von Rosenstein, who, in his work 
on diseases of children, describes the occurrence of scarlet 
fever at Upsala in 1741 and at.Stockholm in 1761, and notes 
the appearance of secondary adenitis on the eighth or ninth 
day and of anasarca between the eighteenth and twenty- 
second. He is also one of the earliest, if not the fist 
=" to mention the possibility of a non-eruptive scarlet 
ever. 

The disease, in his experience, varied considerably in 
severity. 

“The scarlet fever,’? he says, ‘‘is sometimes and in some 

persons so favourable and gentle that the patient only requires a 
good nursing, whereas sometimes it is so lethiferous that it will 
carry of the patient in a day or two.” 
In like manner De Haen, after speaking of the mild form 
of scariet fever seen by Sydenham, describes malignant out- 
breaks at the Hague in 1748 and 1749, and alludes to a 
malignant epidemic which had occurred some years pre- 
viously in Etruria, 

During the last thirty years of the eighteenth century, 
even when allowance is made for the prevalence of 
diphtheria, there was a considerable increase in the 
incidence of scarlet fever, epidemics of which occurred 
in England, France, Germany, Italy, Holland, Sweden, 
Denmark, and also in North America., The outbreaks for 
the most part were mild in character, but an epidemic in 
central Germany, which lasted from 1795 to. 1805, was 
attended by an unusually high mortality, which was 
attributed to the abuse of sudorifics and stimulants. 

In the commencement of the nineteenth century the 
tendency of malignant and extensive epidemics to be 
followed by periods of lesser prevalence and low mortality 
is well illustrated by the experience of Graves in Dublin 
and of Bretonneau in Tours. According to Graves the 
epidemic of 1801-4 was extremely fatal, death sometimes 
taking place on the second day, whereas the frequent 
epidemics which followed during the next twenty-seven 
years were always of a mild character. Subsequent 
epidemics of malignant scarlet fever which broke out in 
Dublin in 1831 and 1834 caused more deaths than cholera 
had done two years before or typhus did some years later. 

Similarly Bretonneau, who had never seen a death from 
scarlet fever in his practice during the period 1799-1822, 
in less than two months of the year 1824 experienced an 
epidemic at Tours attended with so high a mortality that 
he came to regard scarlet fever as no less deadly a disease 
than plague, typhus, or cholera (Trousseau). 

Bretonneau clearly differentiated scarlatinal angina from 
diphtheria by pointing out, first, that in scarlet fever the 
inflammation is widely diffused over the tonsils, palate, 
and pharynx, and is not, as in diphtheria, at first limited 
to one spot, and secondly, that the scarlatinal inflamma- 
tion of the pharynx has no tendency to spread into the 
respiratory passages. Trousseau, who is constantly acknow- 
ledging his debt to his old master, epigrammatically sums 
up the last distinction in the sentence ‘* La scarlatine 
n’aime pas le larynx.’’ 

The chapter on scarlet fever in Trousseau’s clinical 
lectures contains 2 masterly description of the disease, in 
which he not only develops the doctrines of Bretonneau, 
but also draws attention to the characteristic tachycardia, 


fall of temperature by lysis, and frequent occurrence 
miliaria, and gives his celebrated account of the ‘* forme 
frustes ’’ or defaced types of the disease. 

In the course of the nineteenth century several parts of 
the world which had hitherto escaped received their fing 
visitation of the disease, such as Madeira in 1806, South 
America in 1829, Greenland in 1847, Australia and Ney 
Zealand in 1848, and California in 1849. 

In his recent report to the Ministry of Health Dr. Alla 
C. Parsons points out that though it became possible, afte 
the establishment of general registration of deaths by the 
Act of 1838, to compute rates of mortality from scarlet 
fever, the old. confusion between malignant angina and 
scarlatinal angina prevented the earlier returns from being 
strictly comparable with more modern data. The mortality 
from scarlet fever in this country was undoubtedly ver 
high for at least fifty years after the introduction of 
registration, the maximum being reached in 1863. During 
the last fifty-five years the mortality from scarlet fever 
in this country has shown a steady decline, which is 
particularly striking in comparison with that in eastem 
Europe, especially in Poland, Bulgaria, and Rumania. 

Since the war an enormous advance has been made in 
our knowledge of the etiology, prophylaxis, and treatment 
of scarlet fever. Although Klein suggested a streptococcal 
origin for scarlet fever as long ago as 1887, there wasa 
tendency until about five years ago to regard streptococci 
merely ag secondary invaders. George and Gladys Dick, 
however, proved by experiments on human volunteers that 
scarlet fever is a local infection of the throat cxused bya 
particular type of haemolytic streptococcus which is capable 
of producing a soluble toxin, absorption of which causes the 
general manifestations of the disease. In 1923 they success 
fully inoculated volunteers by swabbing their tonsils and 
pharynx with four days old cultures of the haemolytic 
streptococcus grown from the pus of a finger of a nurs 
who had contracted mild scarlet fever. In the following 
year, by intracutaneous injection of the filtrates of the 
culture of the scarlatinal streptococus, they devised a test, 
now known as the Dick test, which determines whether 
the subject is susceptible or immune to the disease. 

Their results were confirmed by other observers, and 
although they have not found universal acceptance, espe 
cially in Germany and Italy, they have had far-reaching 
practical applications both in prophylaxis and treatment. 
Active immunization against scarlet fever has been under- 
taken on a large scale in the United States and on the 
Continent, especially in Poland, by injection of scarlet 
fever toxin modified or not by various methods, while 4 
less durable immunity is conferred by specific scarlet fever 
antitoxin. A curative serum, prepared by injection of 4 
horse with the specific toxin, is one of the most valuable 
additions to therapeutics in recent years, and far sur 
passes in efficacy the use of the serum of convalescents, 
which was tried by a few clinicians some years previously. 

Before the introduction of specific methods isolation of 
the patient was the only procedure which could be said 
to have had any prophylactic value. As in the case of 
diphtheria, however, in the pre-antitoxin era almost all 
the agents in the materia medica were tried in turn. 
most popular preservative was belladonna, which was intr 
duced by Hahnemann, the founder of homoeopathy, and 
enjoyed a considerable vogue for some time, especially 
in Germany. 

Good results were claimed by Miguel of Amboise in 184 
from inoculation of the fluid obtained from puncture of the 
eruption, but he does not appear to have had any followers 
to confirm his results. The methods of treatment were 
also very varied, and included bleeding, cold or hit 
effusions, and a host of drugs of an emetic, purgativé, 
diaphoretic, tonic, or narcotic nature. 
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THE LIGHT SENSE IN MINERS’ NYSTAGMUS.* 


BY 


R. J. COULTER, M.B., B.Cu., F.R.C.S.I., 
Ophthalmic Surgeon, Royal Gwent Hospital, 


Iam fully aware that this communication is incomplete 
and inconclusive, but I have some hopes that it will open 
up a fresh aspect of the subject with which it deals, and 
induce others to investigate the changes which oceur in 
the light sense in miners’ nystagmus, and possibly find in 
it some help in elucidating the mysteries of that most 
complicated condition. 

My attention was first directed to the subject by a 
paper read by Mr. Percival at the Oxford Congress,! in 
which he stated that in all cases of miners’ nystagmus 
which he had examined he had invariably found the light 
minimum greatly increased, while their light difference 
was very little if at all greater than his own. At the 
same meeting he demonstrated the simple apparatus which 
he used in making the examination; it consists of black- 
and-white discs with sectors of white and black of varying 
sies on them, which, when rotated on pins, show grey 
circles of varying intensity. My tests have been made 
with this apparatus, but recently I have checked the light 
diference with Young’s discs, and find that it is easier 
to work with them and that the results are similar, so far 
as I can judge. Unfortunately Young’s portfolio does not 
contain a light minimum test. 

The accompanying table is founded on the records of 


The Light Sense in 100 Cases of Miners’ Nystaqmus. 


MINIMUM. LIGHT DIFFERENCE. 


| Miners’ No | Miners’ 
Total. Miners’ Total. Miners’ Nystagmus 
|Nystagmus, Neurosis. Nystagmus.| 
2% 8 4) 4 
29 30 
| 51 23) 26 100 | 51 26 25 
50 31 12 19 50 35 4 2 
| 7 3,16 4} 25 25 ll 5-19 6} 30 
3 2 12.5] 3 0 3 
100 | 45 55 100 45 55 


Light Minimum.—Normal or practically normal=59 per cent. ; 
reduced=41 per cent. 


Light Difference.—Normal=51 per cent.; reduced=49 per cent. 


10 cases, and the first thing that strikes one is that my 
tesults are exactly the reverse of Percival’s, as they show 
duction in both the light minimum and the light differ- 
ce in about 50 per cent. of the cases. This naturally 
puzzled me, and on thinking the matter over I came to 


“A paper read in the Section of O ; at the 
pa phthalmology at the Annual 
Meeting of the British Medical Association, Cardiff 1928. 


the conclusion that Percival’s observations must have been 
made on fresh cases, while mine were made on old ones, 
which were sent to me for examination with a view to 
ascertaining whether they had recovered. I wrote to Mr. 
Percival, and he kindly replied, stating that this suggestion 
was correct, and that he agreed that both Ilfght senses 
are reduced in old cases. I have not been able to verify 
the observations on fresh cases, but if it is true that they 
have an increased light minimum which later turns into 
a deficiency it is a remarkable phenomenon. Percival 
attributes the early increase to an increase of endogenous 
stimulus, and considers that this also accounts for the 
intolerance of light, but this latter may persist after the 
light minimum has become reduced. It would seem that 
either the increased endogenous stimulus must be sufficient 
to overcome the reduction in light sense which becomes 
manifest after it has passed off or that the reduction is 
something fresh which develops after the men have ceased 
working underground. 

Coming to my cases, and adopting Percival’s nomen- 
clature and standard, only 8 per cent. had a normal light 
minimum, but 51 per cent. had the next grade labelled as 
100, while in the remaining 41 per cent. the light mini- 
mum was definitely reduced. I have divided these cases 
into two groups according to whether I considered from 
their other signs and symptoms that they were still 
suffering from miners’ nystagmus, or neurosis arising out 
of it, or had recovered. Of course this is only an opinion 
to be taken for what it is worth, but it indicates that, 
although 50 per cent. of the cases with full light minimum 
still showed evidence of the disease, and one of those with 
the lowest grade measurable by the test was free from 
symptoms, there was a definite increase in the proportion 
of those still suffering from miners’ nystagmus to those 
who had recovered as the light minimum diminished. 

Dealing with light difference I found a similar condition, 
It was normal in 51 per cent. and subnormal in 49 per 
cent., while the proportion of cases with signs or symptoms 
of miners’ nystagmus to those without them tended to in- 
crease more definitely than in the case of light minimum. 

I am aware how inadequate these records are, both in 
numbers and in the manner in which they have been 
worked up, but in spite of this I suggest that possibly there 
are some lessons to be learnt from them. The first is, 
unfortunately, the negative one, that I have not found any 
evidence that examination of the light sense will help 
us in definitely deciding whether a man has recovered from 
miners’ nystagmus. Another arises from a _ considera- 
tion of the possible causes of the symptom. At first sight 
it would seem to be obviously a part of the neurosis which 
is the true cause of most of the incapacity arising out of 
the disease, but it is possible that this may not be so in 


- all, or even in the majority, of the cases. During the war 


Ransome Pickard and G. W. Lloyd? found that a number 
of men who were invalided suffered from a mild form of 
scurvy with night-blindness, due to deficiency of vitamin 
from insufficient supply of vegetables, and had symptoms 
somewhat resembling those of miners’ nystagmus, and 
Barton states that the blood of men suffering from the 
disease is deficient in haemoglobin, the average being 
75 per cent. of normal. It may seem a far-fetched theory 
that some of the prolonged cases of miners’ nystagmus are 
really suffering from vitamin deficiency, but these men 
cannot be in a position to afford expensive food, and it 
is possible that they may be using margarine, which is 
notoriously deficient in vitamin D. I throw out the sug- 
gestion as indicating a line on which investigations might 
be carried out with regard to the general condition of the 
sufferers from this most serious disease, on the lines sug- 
gested by Mr. Freeland Fergus, with some possibility of 
doing something for the patient. I cannot refrain from 
expressing my opinion that in spite of all the discussions 
which have taken place on miners’ nystagmus, and all the 
money which has been spent on compensation and deciding 
whether individuals are entitled to it or not, the poor 
patient has been most shamefully neglected, and very 
little attention has been paid to his general condition or 
to the measures which ought to be adopted to improve it. 
REFERENCES. 

1Trans. Ophth. Soc., v, xl, p. 323. Proc. Roy. Soc. Med., 1920 

(Section of Medicine), p. %. 
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AN UNUSUAL CASE OF SELE-INFLICTED WOUNDS 
THROUGH THE SKULL FOLLOWED 
BY RECOVERY.* 
BY 


JOSEPH J. LEVIN, 
HONORARY SURGEON, JOHANNESBURG GENERAL HOSPITAL; SENIOR 
LECTURER IN CLINICAL SURGERY AND IN FORENSIC MEDICINE, 
UNIVERSITY OF THE WITWATERSRAND. 


On May 22nd, 1926, a European married woman, 27 years 
of age, was admitted to the gynaecological wards of the 
General Hospital, Johannesburg, under Dr. Gibson, with 
a tentative diagnosis of salpingitis. At the laparotomy, 
which was performed on May 25th, both tubes were found 
to be inflamed and both ovaries cystic. There were dense 
adhesions in the pelvis. The appendix, which was long 
and slightly congested, was all that was removed. 

On October Sth, 1927, this woman was admitted to the 
hospital again, under the care of Mr. Ramsay Daly, with 
the head of a nail visible in the right temporal region of 
the scalp and an incised wound on the flexor aspect of 
her left wrist. She received immediate treatment from 
Dr. Coetzee, house-surgeon to Mr. Daly, to whom I am 
indebted for the notes of the case at that time. 

The history obtained from the woman, who was quite 
conscious although somewhat dazed, was that she had 
driven the nail into the right temporal region herself, 
with the back of a chopper. The exact situation of the 
puncture was one and three-quarter inches behind the 
right zygomatic process and three-quarters of an inch 
above the zygomatic arch. She had also cut her wrist 
with a pair of scissors, severing the flexor carpi radialis 
and the palmaris longus tendons. The head of the nail, 
with a quarter of an inch of its stem, was visible externally. 
The nail was removed with a pair of dental forceps, and 
was found to be three inches in length (see the shorter of 
the two nails in the 
illustration). The wound 
was cleaned with ether, 
painted with iodine, and 
sealed with a collodion 
dressing. It healed by 
first intention and gave 
no further trouble. 
Under general anaes- 
thesia the tendons of the 
wrist were sutured; the 
skin wound closed com- 
pletely, and the patient 
was discharged on 
October 26th. 

Dr. Coetzee is of 
opinion that from the 

direction of the nail 
when he extracted it the right temporal lobe of the brain 
must have been penetrated. He also remarks in _ his 
notes that there were no signs of gross mental aberration 
when she left the hospital. 

On November 29th this same woman was admitted to 
the General Hospital suffering from signs and symptoms of 
gall-bladder disease. On this occasion she was placed under 
my care. Her mentality at this time can best be described 
by saying that she was garrulous and silly, yet I could not 
definitely state that she was grossly mentally deranged. 
In other words, she required no special attention as 
regards her mental condition. I operated on her on the 
day of her admission, and found ‘the gall-bladder full of 
gall-stones. I removed the gall-bladder. She made an 
uninterrupted recovery, and was discharged on January 
24th, 1928. 

On March 23rd the woman was again admitted to the 
hospital under my care. On examination, at 4,15 p-m. 
I found the head of a nail six inches from the nasion and 
half an inch to the left of the middle line in the scalp. 
A skiagram showed a long nail right through the brain 


*Shown at the meeting of the Southern Transvaal Branch of the 
Medical Association of South Africa, held in April, 1928, 
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(see illustration). She was conscious, and there were no 
signs of paralysis. She recognized me and addressed me 


by name. She gave a history of having driven the naij 
into her head with the back of a chopper. She asked ng 
please to remove the nail as it was painful. There was ay 
incised wound on the left wrist. No tendons had been cut. 
Under general anaesthesia I removed the nail, whic 
proved to be four 
inches length 
(see the longer of 
the two nails in 
the illustration). I 
believe it to be the 
correct procedure 
in all punctured 
wounds of the skull 
and in all depressed 
fractures to tre- 
phine, and this is 
my usual practice, 
Therefore pro- 
ceeded to remove a 
button of bone 
around the punc- 
tured wound in the 
skull. I found that 
the inner table had 
been damaged very 
little more than the 
outer table of the 
skull. The dura 

bulged into the wound on account of subdural Inonorsil 
and no pulsation was observed. I opened the dura by a 
cruciform incision and evacuated a good deal of fresh blood 
clot, and when this had been removed there was still some 
oozing from the cavity. As I could not see where the haemor- 
rhage was coming from I plugged the cavity in the brain 
which had been made by the effusion of blood, and left 
the end of the plug protruding through the skin incision. 
The skin flap was closed by silkworm-gut suture. Forty- 
eight hours after the operation I removed the plug, and 
as I did so there was an efflux of what I took to be 
slightly blood-stained cerebro-spinal fluid. The wound 
healed by first intention. On March 2$th she exhibited 
a double Kernig’s sign and her neck was a little stiff 
A lumbar puncture was performed, and showed the cerebro- 
spinal fluid under pressure, but ‘perfectly clear. ; 

The report from the South African Institute for Medical 
Research on the cerebre-spinal fluid was as follows: 

“‘ Microscopic examination of this specimen showed the presence 
of an occasional polymorphonuclear leucocyte, lymphocyte, and 
Gram-positive bacillus. ultivation has resulted in a scanty 
growth of diphtheroid bacilli only.” 


Physically the patient improved day by day, and there 
were no further signs of meningitis or any other complica- 
tions; she deteriorated mentally, however. For example, 
one day she imagined that her right leg was shorter than 
the left; ‘on another day she told me she was deaf, 
although she heard my whispered remarks to her, and om 
most days she wailed and cried on the slightest provoca- 
tion. In addition to this I obtained from her husband 
the history that she had more than once tried to do away 
with herself. On one occasion she drank tincture of 
iodine; on another she tried to cut her throat. Moreover, 
he informed me that she had attempted to strangle her 
children. Taking all these things into consideration, I 
thought she would be safer in a mental hospital; so after 
she had been up and walking about the wards for some days 
I certified her and sent her to the Pretoria Mental Hospital 
on April 19th, 1928. : 

Dr. Dorothy Holmes of the Pretoria Mental Hospitel. 
has kindly given me some notes about this patient’s coi 
dition since her admission to that hospital, and also some 
notes of her condition when she was in the Mental Hospital 
as a voluntary patient in 1927. 

“The patient was born in Ireland, being the third eldest of 4 
seven children. Her parents are both alive. Patient 
reached the seventh standard at school at the age of 14 years. She 


came to South Africa when she was 11 years old. Her girlh 
was uneventful. Her home conditions were comfortable and happy: 
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She worked as a typist, earning £6 to £7 per month. Later she 
married, and had two children. At the birth of the second infant 
the doctor advised that she should be sent to Valkenberg Mental 
Hospital. Her mother, however, would not agree to this, and 
nursed her herself. The patient recovered and returned to her 
husband. This husband deserted her, and she obtained a divorce 
from him in 1922. Her life with this man was very unhappy. 

“A year after her divorce she married her present husband, who 
had been divorced from his first wife. His first wife is at present 


an inmate of the Pretoria Mental Hospital, being mentally dis-~ 


ordered, suffering from manic-depressive psychosis of the mixed 
type. The patient has two children by the first husband living 
with her. On the advice of the probation officer in Johannesbur, 

the patient applied for admission to the Pretoria Mental Hospita 

as @ voluntary boarder on July 14th, 1927. Previous to this she 
had become very sleepless, her nerves were all upset; she stated 
that her husband gave her no money and no servants, that he 
il-treated her, and that she had to wor 
to cut her throat with a razor. 

“On admission to the Mental Hospital in July she was depressed, 
unhappy, and lacrymose, weeping readily. She conversed rationally, 
‘and gave a correct account of hérself. er memory and orientation 
.were intael. No delusions or hallucinations were elicited from her; 
she slept badly. By August Ist, 1927, she showed some improve- 
ment, was more cheerful, and took an interest in her surroundings. 
She expressed herself as being quite. better, and wanted to return 
home. On August 9th, 1927, she returned home.” 


It will be noted that on Qctober Sth, 1927, she was 
admitted to the General Hospital, Johannesburg, after 
having driven the first nail into her head. Dr. Holmes’s 
notes on her condition on her second admission to the 
Mental Hospital, on April 19th, 1928, are as follows: 


“The patient is acutely depressed, cries easily, and is oriented 
for time and place. She dors not give a correct account of 
herself, and feigns amnesia. She begins to speak, and then says, 
‘Oh! I can’t remember; my memory has completely gone.’ 
(Obviously not true.) She threatened suicide, and emphatically 
told the nurse that she would do it properly next time. She is 
under constant observation. On May Ist the patient was still 
very depressed and looked miserable. She maintained that her 
memory was lost. She stated that she was lame, but when she 
thought she was unobserved her gait and station were normal. 
She complained readily and was hypochondriacal. She slept 
badiy, and sedatives had to be administered. 

“By May 26th she had improved mentally, and occupied her 
time by reading. She sleeps and eats well and desires to go 
home to her mother. 

“ Her emotional tone is unstable, but her consciousness is clear, 
and her attention can be obtained and reiained; her behaviour 
is irresponsible. She canverses rationally, but her reasoning and 
‘powers of judgement are slightly impaired. Her memory and 
orientation are intact; no delusions or hallucinations can be 
elicited. Her psychomotor reaction is slightly retarded. 

“ Diagnosis: Manic-depressive psychosis—depressed type. Pro- 
gnosis; (1) Immediate favourable; (2) ultimate bad. Will recover 
from present attack, but will probably relapse.”’ 


FURTHER OBSERVATIONS ON ADRENALINE 
MYDRIASIS AT THE MENOPAUSE. 
BY 
JOHN H. HANNAN, M.A., M.D., B.Curr. 


(From the Physiological Laboratories of the Middlesex Hospital.) 


In a preliminary communication to this Journal,’ and 
esewhere,? * | have presented evidence that women at the 
menopause show an increase in sensitiveness to adrenaline. 
It has been shown that no mydriasis occurs in normal 
individuals following the instillation of adrenaline into 
the conjunctival sac, whereas | have demonstrated that a 
transitory mydriasis occurs at the menopause in some 
women, who complain of severe ‘ flushing.” 

Our knowledge concerning the internal secretion of the 
ovaries has heen considerably augmented by the work of 
Allen and Doisy and others working on the mode of action 
and methods of standardization of the oestrus-producing 
autacoid. Up to the present, however, the practical value 
of this work, particularly in connexion with the treatment 
of women with ovarian extracts, has been sgmewhat 
doubtful, since the condition of oestrus, as such, does not 
secur in women, and the system of standardization based 
on the production of oestrus in lower animals is, therefore, 
hot strictly applicable to ovarian therapy in women. 
Furthermore, it has been shown that there is more than 
one active substance present in the internal secretion of 
the whole ovary. 

It will be seen that some investigation was necessary to 
determine if a symptom common to both man and to lower 
animals occurs following oéphorectomy. Work was there- 


very hard. She attempted - 


fore undertaken to determine if adrenaline mydriasis 
following odphorectomy occurs in rats as it does in some 
women at the menopause. 


TECHNIQUE. 
Test for Adrenaline Mydriasis. 

One drop of adrenaline hydrochloride was instilled into 
the animal’s conjunctival sac, at five-minute intervals, for 
twenty minutes. The adrenaline mydriasis reaction was 
considered to be positive if the pupil on the treated side 
became obviously dilated within this time when compared 
with the untreated eye. 

Over a period of twelve months a large number of young 
mature animals—rats, rabbits, and guinea-pigs—have been 
subjected to this test, but in no instance has mydriasis 
occurred, 

On October 20th, 1827, 6 albino female rats, having 
regular 3—4 day oestrual cycles, were odphorectomized under 
ether. From this time until June 6th, 1928, the 
adrenaline mydriasis test has been applied at regular 
intervals to these animals, 64 individual observations 
having been made during this period. All the rats in 
this experiment showed adrenaline mydriasis commencing 
at different periods; in no instance did a rat which had 
once shown adrenaline mydriasis fail to reproduce the 
phenomenon at subsequent tests. 

The reaction to adrenaline commenced in the animals 
under consideration on the Qlst day of the experiment, 
and all rats showed mydriasis by the 154th day. 


EFrrect oF ADMINISTRATION OF THE OFSTRUS-PRODUCING 
AUTACOID. 

I have recently shown* that the oestrus-producing auta- 
coid is effective when administered in adequate doses by 
the oral route, and that it will produce changes charac- 
teristic of oestrus in the vaginal smears in test rats. The 
dose which is effective by the mouth is some sixty times 
larger than that which is effective when given sub- 
cutaneously. It was decided to treat the adrenaline sensi- 
tiveness of the rats by the oral administration of the 
autacoid, in doses of the size which had been found 
necessary to produce oestrus. Only 5 of the 6 rats were 
at this time available for the experiment, as one had been 
accidentally killed some time previously. 

Experiment I.—Twelve sows’ ovaries, rich in follicles, were given 
to the 5 rats in one cage. The adrenaline mydriasis test was 
applied on the third day of the experiment, and was found to be 
positive in four instances, negative in one. An observation on the 
eighth day showed a return of the mydriatic reaction in all 
the rats. 

Experiment I1.—¥ive hundred rat units of a tested preparation 
of the autacoid were mixed with the animals’ drinking water. 
On the third day of the experiment no adrenaline mydriasis 
occurred in any instance; a further observation on the eighth 
day showed a return in all instances of the mydriatic reaction. _ 

Experiment [11.—In this experiment the number of rat units 
of the preparation administered in water was reduced to 150. 
Observations on the third and eighth days of the experimeit 
showed adrenaline mydriasis in all instances. 


Discussion, 

It will be seen from these experiments that 500 rat units 
of the autacoid cured the adrenaline sensitiveness of all 
5 rats; 12 sows’ ovaries produced a cure in only one case; 
150 rat units of the autacoid failed to produce any effect. 

In my experiments on the production of oestrus similar 
doses of the autacoid and sows’ ovaries were administered 
to batches of 6 rats, as compared with the batch of 
5 animals used in this experiment, and it is interesting 
to note that the dosage of the autacoid which I had found 
necessary to produce oestrus corresponded roughly to. that 
which was necessary to control mydriasis in the investiga- 
tion under consideration. It will also be observed that the 
controlling influence of the autacoid passed off in all 
instances by the eighth day of the experiment. 

In my work on women, to which I have drawn attention 
previously in this paper,® only 6.2 per cent. of those women 
at the menopause who were tested showed adrenaline 
mydriasis, whereas all the rats gave positive results. ; 

‘In order to explain this phenomenon the point which 
first arises is that women suffering from the normal meno- 
pause have still some ovarian tissue left, and are but 
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suffering from a diminution in the amount of the internal 
‘secretion, whereas the rats had all ovarian tissue removed. 
If -this were the explanation one would expect to find that 
rats suffering from a normal menopause would not all show 
adrenaline mydriasis, whereas all women suffering from a 
surgical menopause associated with total removal of the 
ovaries should show the reaction. 
Dealing with the first point, an effort was made to obtain 
some rats of menopause age, and here considerable difficulty 
was experienced, and an interesting point arises which has 
an important bearing on claims which have been made in 
the rejuvenation of old animals. I have found that either 
old animals are pets, and are therefore not available for 
experimental work at any price, or, if they are not pets, for 
economic reasons are never allowed to grow old. ; 
After considerable trouble, however, 6 rats, all guarantee 
to be 2 years old or more, were obtained, but one of these 
has had a litter, 4 show oestrous cycles at regular intervals, 
and only one rat was found to have no oestrous cycles. 1t 
is interesting to find that this rat, which has a senile 
cataract in one eye, gives a constant mydriatic reaction. 
With regard to the testing of women who have had all 
ovarian tissue removed, some difficulty has again been 
experienced owing to the reluctance with which most sur- 
geons remove all ovarian tissue. Twelve women who have 


undergone Wertheim’s radical operation for carcinoma of. 


the cervix have been tested, however, and in only one 
instance was adrenaline mydriasis present. It is therefore 
obvious that some other explanation of the difference in 
the percentage of reaction between rats and women must 
be found, As I have shown elsewhere,® adrenaline mydriasis 
in women invariably passes off when the symptoms of 
‘* flushing ’’ cease, and that not all women who suffer from 
“ flushing ’’ at the menopause show adrenaline mydriasis. 
I have advanced a hypothesis in this Journal’ that the 
disturbance of the sympathetic nervous system, in par- 
ticular the abnormal adrenaline effects, is but a temporary 
phenomenon consequent upon the withdrawal of part or 
whole of the internal secretion of the ovaries, and that 
the duration of the symptoms depends entirely upon the 
speed at which the compensatory activity of the general 
endocrine system occurs. It would seem, therefore, that 
this compensatory activity is much more rapid ift women 
than in rats. 

Finally, I would suggest that the experimental work 
which I have outlined in this paper justifies the following 
conclusions, 

1, The adrenaline mydriasis phenomena associated with 
the menopause in women occur also in odphorectomized 
rats, 

2. The adrenaline mydriasis reaction occurs with more 
regularity in rats than in women. 

5. The oestrus-producing autacoid can cause rats to lose 
pec adrenaline mydriasis effect if administered in adequate 

oses, 

_ 4. The autacoid is effective when administered bv the 
oral route in doses corresponding to those necessary to 
produce oestrus. 

5. Diminution in the amount of the oestrus-producing 
hormone is responsible for adrenaline mydriasis at the 
menopause, and, as this phenomenon is always associated 
with severe vasomotor phenomena in women, is also prob- 
ably responsible for these symptoms of the menopause. 

6. The oral administration of the oestrus-producing 
autacoid is rational treatment for the vasomotor symptems 
of the menopause. 

7. The dose will have to be repeated within seven days 
if a permanent effect is required. 7 

8. Though administration of the antacoid at the meno- 
pause is rational treatment, the enormous doses required 
will prevent the maximum benefit from such treatment 
being attained until preparations of increased activity are 
available. 

I wish to record my appreciation of the hel 


advice which I have received from Professor 
from Mr. J. H. Thompson of this department. 


ful criticism and 
wale Vincent and 


1 Britis edical Journal, July 2nd, 1927, p. 14. 2 7) 1 i 

the Menopause, Bailliere, Tindall and’ Cox,’ 1927, 
logy, 12 (1), 59-64, 1928. 4Ibid., 12 (2), 193-198, 1928. 5 and ¢ Thia. 
122 dd), 1928, p. 62, 7 British Medical Journal, July 30th, 1927, p. 192,” 


CARDIOSPASM. 


BY 
H. H. GREENWOOD, B.S.Lonp., F.R.C.S.ENe., 


CONSULTING SURGEON TO THE G.W.R. HOSPITAL, SWINDON, 


Tue use of the term “ achalasia’’ implies a pathology 
analogous to that of Hirschsprung’s disease and of con- 
genital hypertrophic stenosis of the pylorus; both these 
diseases are probably congenital in their origin, both are 
accompanied by demonstrable hypertrophy affecting the 
muscular coat of the alimentary tube, whereas in cardio- 
spasm the condition is certainly not congenital, and the 
existence of any hypertrophy of the muscular coat remains 
a subject of contention. 

The term ‘“ cardiospasm’’ has an established place in 
the literature, and clinical observation bears out its descrip. 
tive accuracy; it would seem that the term “ achalasia” 
is a premature attempt at generalization, facile and 
tempting, but quite unjustified by the present state of our 
knowledge. 

The opinions expressed in recent literature by eminent 
authorities! show a lack of unanimity as to the cause of 
the disease, nor is there general agreement about the counsel 
of perfection in treatment.? * * 

The symptoms, slowly progressive, fall roughly into three 
stages: (1) Discomfort, not amounting to pain, in the 
epigastrium and behind the sternum. (2) Precipitate 
vomiting, coming at intervals, later occurring at every 
meal; pain, sometimes severe, usually precedes the vomiting 
and is relieved by it. (3) The vomiting becomes less pre 
cipitate. The oesophagus has become dilated so that it 
will hold a pint or more; the propulsive power of the oes 
phageal wall has weakened, and food enters the stomach 
mainly by hydrostatic pressure. 

The disease usually occurs ‘‘ in individuals of middle and 
late life ’’(Wright*). The youngest case in the series 
recorded by Walton* developed symptoms at 21 years of 
age; the average age of onset was 46 years. In a case sent 

»to mo by Dr. Moore the age of onset was earlier—16} years, 
The symptoms developed in the manner described above; 
there were, however, other features of an unusual character 
that are interesting. 


The patient, an unmarried man, now aged 25, became an 


apprentice at the age of 16 in an_ engineering woe one 
ours 


and a half miles distant from his home. The lon 
of hard physical labour and his rapid growth during the 
Half an hour’s 


period of adolescence demanded abundant food. 
rapid uphill walk, a similar period to return, left only 4 
few minutes for a substantial meal at noon. In the evening, 
reaching home tired, at 6 o’clock, he had another hearty 
and hasty meal, hurrying to reach the technical college for evening 
classes at 7 o’clock. His teeth were very defective. In_ conse 
uence all his meals were imperfectly masticated and _ were 
ollowed immediately by active exertion. The penalty of this 
constant bolting of food was the onset of symptoms of cardio- 
spasm at the age of — eae. For several months the dilated 
oesophagus was emptied from -time to time by vomiting, and 
relicf from the pain followed. One day, after running rapidly up 
and down stairs, he discovered that the usual oppression in the 
chest and the sense of impending vomiting were suddenly relieved, 
and he felt something pass on into the stomach. He thereupon 
adopted the ingenious maneuvre of springing up in the midst of 
a meal (when the symptoms invariably had their inception) and 
jumping with a curious side-to-side action, first on one leg an 
then on the other, until he felt. a mass slide suddenly through an 
obstruction; he experienced an immediate freedom from pain, 
he was able to resume his interrupted meal. 

His general health began to suffer _and he was obliged to 
abandon his employment at the works. He went abroad to Malay, 
and there, although now equipped with efficient dentures and no 
longer condemned to hurried meals, the symptoms persisted um 
abated. During the last few years they have, indeed, grown 
worse, and he has slowly but steadily lost weight: a stature of 
6 ft, 1 in. consorted ill with a weight of 9 st. 8 lb. Sometimes 

ain an& oppression were such prominent and urgent features 
Fhat vomiting would alone serve to relieve his distress. He 
consulted various medical men and ingenious explanations were 
offered, but the cause was usually ascribed to ‘‘ nerves,” 4p 
attribution probably influenced by his curious saltatory movements, 
* Whilst on ‘long leave’’ he was referred to me, and I 
several opportunities of seeing typical attacks dvring _meals, 
ushered in by a growing expression of distress, and culminating 
in a sudden spring from his chair; the execution of this curious 
jumping dance, sometimes lasting a few minutes, sometimes a8 
ong as fifteen minutes before sudden relief came, was ve 
striking, and suggested the existence of an oesophageal pouch or 


cardiospasm, 
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A barium meal and z-ray examination by Dr. Godfrey Mitchell 
(April 16th, 1928) revealed clearly the te appearances of an 
advanced case of cardiospasm. (See Fig. 1.) Since it was impera- 
tive that he should return to Malay in ‘about three months’ time, 
he wished to obtain a cure. as nearly certain and as permanent as 
was attainable. 

The various possible courses were outlined to him; he rejected 
as impracticable the tedious and uncertain dilatation -by the 


repeated passage of bougies, by Plummer’s bag,? or by the 


mercury tube so confidently are Hurst.* Constrained 
by circumstance, he elected to submit ‘to the operation so ably 
and convincingly advocated by Walton.4 With his preference 
I concurred the more readily in that his father, a selina man, 
counselled this course. Where time and the tolerance of the 
patient are limited it is well to remember that Mutch® has 
recorded his having “seen patients who have passed the mercury 
tube 35 times a week without obtaining any permanent relief.’ 
Accordingly, on April 22nd, 1928, under gas, oxygen, and ether, 
I opened the abdomen at Glenwood Nursing Home. He was very 
wasted, the chest long and narrow, the epigastric angle acute, 
the liver enlarged and low-lying (possibly from the frequent 
attacks of malaria that he had endured), so that access to the 
stomach was rather difficult. Contamination of the rest of the 
abdomen was prevented by large gauze packs. The stomach was 
then opened on the anterior aspect by an incision in its long 
axis, the free bleeding from _ the .~ being arrested by 
“mosquito ’’ forceps and ligatures of fine catgut. The initial 
dificulty encountered was the finding of the cardiac orifice, but 
by patience this was. located, a small tightly closed dimple-like 
opening, resembling an anus spasmodically contracted by a fissura 


Fic. 1.—Antero-posterior view of dilated 
oesophagus, April 16th, 1928; before operation. 


mano. The little finger, then the forefinger, followed by the 
ung and middle fingers, were cautiously inserted, until, after 
about- fifteen minutes, the thumb too, with the hand in the 
“obstetric position,”’ gained admission.* Stretching was cautiously 
continued until the opening became iax; the fingers then passed 
easily along the 1 inch of intra-abdominal oesophagus to the 
diaphragm, where the aperture seemed slit-like and required less 
oreé to secure relaxation than did the true cardiac orifice. 
Despite abstinence from food for the antecedent twenty-four 
hours, the anticipated gush of dark green fluid, flecked’ with 
fragments of undigested food, followed the dilatation; at least 
half a pint was mopped away and a similar quantity flowed later 
Into the stomach whilst the gasiric incision was being sutured; 
another 6 ounces were vomited seven hours later, after which 
tone was returned. 
The period of moderate shock, with intense pain in the left 
thest behind, lasted twenty-four hours, and would seem to be a 
sequel inseparable from any severe operation in a region so 
sensitive to trauma, howsoever gentle the manipulations employed, 
4 bronchitis, with shallow distressed breathing, was rot 
lnexpected, and happily subsided at the end of three days. 
ring these three days queen | was given by the mouth, 
abundant fluid (with sodium bicarbonate and glucose) bein sup- 
ued by the rectum. From that time onward the swallowing of 
Muds and later of solid food was painless. 
Healing and recovery were uneventful, the complete disappear- 
ince of all symptoms being remarkable. None the less gratifying 
been the steady increase in weight, so that three months 
ftom the date of the operation he weighed 10st. 91b.; he now 
Weighs over 11 st. 


The symptoms in this case etched clearly ‘the clinical 
Peture of cardiospasm. The ingenious atid effective 
manceuvre of jumping in order to relieve the urgent sense 
of pain and oppression appears to be original. 

The patient is now completely free from any symptoms, 


*This description applies to a small hand taking a 64 glove. 


Fic. 2.—Oblique view of the same case, April 
16th, 1928; before operation. ; 


| 


enjoys an ordinary diet, and is steadily losing his emaciated 
appearance. 

‘On July 2nd, 1928, Dr. Godfrey Mitchell again x-rayed 
the patient, and reported as follows. 

“Food now passes very much more freely into the stomach, 
and even when thick paste was swallowed no large accumulation 
teok place in the oesophagus. There is still some dilatation of 
the gullet, but considerably less than at the time of the previous 
examination.” 

The gz-ray appearances are seen in Fig. 3. Although 
there is still some dilatation the tube of the gullet is seen 
_to be flaccid; muscular tone is not yet regained, but there 
is no arrest of food. It is evident that any repetition of 
his former habit of swallowing large unmasticated masses 
of food, which could not at once pass onward into the 
stomach, would assuredly cause recurrence of symptoms. 
Herein there possibly lies the explanation of the relapses 
that occur in a certain proportion of successful cases. In 
like manner the recurrence of gastric ulcer and the forma- 
tion of jejunal ulcer some months or years after a gastro- 
jejunostomy is more closely related to a reproduction of 
‘the same factors tliat caused the original lesion—oral 
sepsis, defestive mastication, grossly unsuitable food, over- 
indulgence in alcohol and tobacco—than to any inherent 


Fic. 3.—Radiogram after barium meal, J 
2nd, 1928; after 


defect in the operation, whose consequences would become 
apparent within a few weeks. It is always difficult to 
eradicate long-established habits whose evil tendency is not 
fully realized by the patient. 

Hurst? has denied the existence of spasm, and has 
assumed an exact parallel between cardiospasm and con- 
genital pyloric stenosis. Im the latter there is undoubtedly 
a hypertrophy of the circular muscle at the pylorus. One 
cannot but be impressed in doing Rammstedt’s operation 
with the (relatively) enormous mass of muscle that needs 
division in an infant a few weeks old. Surely such a con- 
dition is either congenital or develops soon after birth, 
antecedent to and not caused by the spasm that gives rise 
to the symptoms of obstruction. It does not follow that the 
spasm has given rise to the hypertrophy. Nor does the 
absence of any hypertrophy of the circular fibres around 
the cardiac opening of the oesophagus negative the exist- 
ence of a spasm seen and felt in a case which is clinically 
one of cardiospasm. After feeling with the finger the 
tightly closed cardiac orifice slowly, then more rapidly, 
yield to pressure, there can remain no doubt in the mind 
of the surgeon as to the presence of spasm. 

A closer parallel is found in a fibrous stricture of the 
urethra on which has been superimposed a spasm that 
vields to persuasive measures; the absence of any demon- 
strable hypertrophy of the urethral sphincter does not 
invalidate a diagnosis of spasmodic stricture in the living 
subject. 

Rake’ has carried a stage further. our knowledge of the 
changes found post mortem in Auerbach’s plexus. Whilst 
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admitting the reality of the lesions described, it is difficult 
to follow the process of reasoning which convicts the 


‘degenerated nerve fibres of any share in the causation 


of the disease. If such a lesion were the true causative 
agent, or even one factor, by what magic do these cases 
recover so rapidly, so completely, and so permanently after 
the simple procedure of overstretching the constricting 
tissues ? 

Acute controversy has arisen as to the cause and patho- 
logy,4* 4345 in the course of which fact and fantasy have 
not always been clearly distinguished. Brown Kelly'* 
dissected two specimens and ‘‘ demonstrated both muscular 
coats to be of uniform thickness and without any special 
aggregation of fibres at or near the cardia. ... These 
findings seem to admit of only one _ interpretation— 
namely, spasmodic ‘contraction.’”’ They certainly prove 
that hypertrophy of the muscle forms no essential feature 
of a case of cardiospasm, and effectually preclude any 
analogy with hypertrophic stenosis or Hirschsprung’s 
disease, in both of which muscular hypertrophy forms a 
prominent and invariable feature. This analogy has 
gained a certain amount of credence by a_parrot-like 
repetition, unsupported by facts. Pure theory is admissible 
if it helps to formulate treatment, but such a theory as 
this one neither satisfies reason nor directs practice. 

There is a parallel to be found in the dysphagia due to 
spasm at the upper end of the gullet at the ‘‘ post-cricoid ”’ 
level.'° +422 In the symptom-complex of ‘‘ dysphagia with 
anaemia ’’ described by Jones and Owen? pathological 
changes in the mucous membrane at the site of obstruction 
are stressed as a prominent part of the clinical picture. 
Again, Brown Kelly and Paterson!® give evidence that, in 
a goodly proportion of cases of spasm at the upper end 
of the gullet there have been observed fissures, erosions, 
bands or membranes, chronic glossitis, or early carcinoma. 
Sometimes no lesion of the canal is detected by the 
oesophagoscope,'! but that does not negative their exist- 
ence. Whether or no any lesion was found, all observers 
agree that the element of spasm was constant. 

Wright® states, ‘‘ It is an undoubted fact that spasm at 
the entrance of the oesophagus occurs in association with 
superficial fissures and erosions.’’ Although I can find no 
record in any post-mortem reports of cases of cardiospasm 
in which fissures and erosions were found at or near the 
cardiac orifice, it is possible that these would not be dis- 
tinguishable through the oesophagoscope, and may readily 
escape detection at the necropsy unless definitely looked for. 
In Sir StClair Thomson’s case'* of cardiospasm he remarks 
on the presence of a profuse growth of Oidium albicans on 
the wall of the dilated oesophagus. Certainly the demon- 
stration of cracks and erosions would yield a more 
illuminating pathological picture than does the mere 
presence of degenerated nerve fibres in Auerbach’s plexus. 
The latter might be expected as a natural sequence; their 
existence has been demonstrated by Rake‘; that they are 
in any way the ultimate cause of cardiospasm is pure 
theory and extremely improbable. 

Hurst’* writes of ‘‘ the accompanying oesophagitis in the 
earlier stages, before the degeneration of Auerbach’s plexus 
is complete.’? Surely when the nerve plexus becomes com- 
pletely degenerated there is an end to all hope of cure or 
even improvement by bougies, mercury tube, or operation. 
There is an ingenuousness about the statement that the 
mercury tube ‘‘ closely approximates to what happens 
under natural conditions ... The weight of the mercury 
tube is about the same as that of the column of food in 
the dilated oesophagus.’’4* It might be inferred from this 
that the mercury tube is no more potent as a curative 
agent than the 8 in. column of food. { 

In the published cases there is a dearth of information 
regarding the habits of the patients in the years antecedent 
to the onset of. the disease. Consideration of the case 
detailed above suggests a simple and, I believe, an adequate 
explanation of the origin of the disease. The repeated 
hurried swallowing of large masses of imperfectly masti- 
cated food, too large to pass at once through the cardiac 
orifice, so that they must remain for long periods in the 
lower oesophagus, causes a mechanical dilatation of that 
tube. The oesophageal wall, insulted by unduly prolonged 


contact with disintegrating food, yields grudgingly ; the 
irritation of the contiguous cardiac opening induces a 
reflex protective spasm. 

Comments. 

1. In the case reported there was very definite powerful 
spasm. Doubts as to the existence of spasm have been 
expressed, but the ‘‘ pathology of the living ” is more con. 
vincing than are theoretical speculations, or even experi- 
ments, on the cadaver. 

2. The degeneration of the nerve fibres in Auerbach’s 
plexus is interesting, but not germane to the question of 
cause. If the integrity of the plexus is essential to proper 
function the immediate and complete recovery after the 
various forms of stretching postulates an immediate and 
complete recovery of the nerve lesions, which is obviously 
impossible. 

3. The disease is an acquired one, not comparable with 
congenital conditions, such as Hirschsprung’s disease or 
congenital hypertrophic stenosis of the pylorus. Therein 
lies the hope of permanent cure. 

4. The early age of onset (16} years) in the case recorded 
is of interest. 

5. The curious saltatory gymnastics adopted to obtain 


‘relief do not appear to have been previously recorded. 


6. The bolting of food was clearly the cause in this case, 
and will probably be found to be the main factor responsible 
in all cases. 

7. Plummer with the help of his bag only claims 81 per 
cent. of cures, and of these some relapse. Operation as 
advocated by Walton offers more certain, less tedious, and 
possibly more permanent cure. 

8. Correction of faulty habits will go far to prevent 
relapse. 
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THE PREVENTION OF COMPLETE RUPTURE OF 
THE PERINEUM. 
BY 
T. STRETHILL WRIGHT, M.A., M.D.Oxon., 


OKEHAMPTON, DEVON. 


Tue conduct of maternity cases by the general practitioner 
has recently been somewhat severely criticized by eminent 
gynaecologists; it is therefore with a certain amount of 
diffidence that I, one of the rank and file, venture to make 
this intrusion into the domain of obstetrics. My justifica- 
tion is that complete rupture of the perineum—the subject 
dealt with in this paper—is a disaster the importance of 
which can be scarcely exaggerated, and that I believe it 
to be preventable by the method of reinforcing the perineum 
presently to be described. 

I do not propose to enter into the causes of severe 
perineal lacerations, nor need I stress the obvious dangers 
of impatient and violent intervention. There is, however; 
no doubt that from time to time cases will occur in which, 
in spite of every care, the perineum may be torn right 
into the rectum. In such cases after the tear has attained 
certain dimensions it is hopeless to expect the perineum 
to go cn stretching—Nature has begun to take a short cut 
to secure the necessary room, and the line of least resistance 
will be followed until the orifice is big enough to let the 
head pass. Whether the necessary room will be secured 
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before the tear extends into the rectum is largely a matter 
of luck, unless the obstetrician can take active steps to 
limit the damage. 

I suggest that, if he can strengthen the weak spot in the 
circle and can ensure that the perineum shail tear so far 
and no farther, he may make it possible for the extra room 
still required to be obtained by the resumption of the 
ordinary process of stretching. Acting on this idea I have 
for the past seven or eight years practised perineorrhaphy 
as a preventive rather than a reparative measure. 

At the first sign of the perineum giving way | reinforce 
it by putting in a series of sutures of silkworm-gut—from 
three to five in number, according to the amount of room 
in each patient between the fourchette and the anal 


sphincter—starting at the level of the perineal tear and 


After the birth of the placenta it only takes a moment 
to draw the series of loops tight and to bring into exact 
apposition again the edges of the perineal tear. The 
sutures below the tear, having served their purpose, are 
snipped with scissors and pulled out. 

It seems hardly necessary to warn the accoucheur that 
the stitches should be inserted between the pains, and that 
the needle must not be put in tee deep; I happen to know 
of a case in which the doctor, trying this method for the 
first time, anchored the baby’s scalp to the perineum. 

As regards the value of these experiments, I must 
confess that I have not had enough cases to dogmatize. 
Rupture of the perineum is fortunately a relatively rare 
complication. The procedure described above is, at any 
rate, harmless, if proper precautions against sepsis are 
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perineum, and is made to emerge again through the skin 
an inch to the right of the central line. By using a long 
needle and taking in a wide area on each side of the 
central line a good purchase for the sutures is secured. 

Now comes the most important part—ihe tying of the 
stitches. The aceoucheur has to decide im advance how far 
le is prepared to allow the perineum to split. The upper- 
most stitch is tied loosely cnough to allow that amount 
of splitting, but not sufficiently loose te allow more; the 
next stitch must be a little less loose, and so on until the 
last one, just in front of the anus, is reached—this is tied 
firmly. We now have a sort of lattice-work of sutures 
which may “he compared to the laces of a shoe after they 
have heen loosened to allaw the foot to be withdrawn. 

As the head advances the stitches become taut; if they 
have heen properly tied they should take the strain more 
or less simultaneously. If the top stitch is too tightly 
tied it will cut through the perineal tissue until the strain 
istaken by the sutures below. No single stitch would avail 
to hold in check a severe rupture of the perineum; it is the 
combination of a number of sutures all taking the strain 
together that saves the situation. 

Several colleagues of mine have objected that the stitches 
must inevitably cut through. | can only urge sceptics to try 
this method for themselves. They will be surprised to find 
how well the stitehes hold. So far F have not encountereé a 
tase in which there has been any serious cutting threnug 

In tying the sutures I do not use reef knots, for after she 
child is born the sutures have to be drawn tight to ring | 
together the edges of the torn perineum. A double tarn 
8 sufficient*® to fix the suture (already sticky from its 
passage through the perineal tissue) in the state of loose- 
tess temporarily desired, or it may be tied in a bow, whieh 
tan be pulled apart later. Another alternative is to take a 
‘ingle turn and clamp the half-knot with pressure foreeps. 

Naturally the greatest care has to be taken to prevent 
oo great and sudden a strain being put upon the now 
tnforced perineum. The use of midwifery forceps helps 
 controt and steady the advance of the foetus’s head. 
In occipito-anterior positions the forefinger should be in- 
*rted to steer the baby’s eyes, nose, and mouth safely past 
the upper stitches. Taking this precaution I have never 
*xperienced any difficulty in preventing damage to the face. 


* 


Since writing the above I have had a case in which the double turn 
Was not sufficient to fix the suture as desired: the suture was subjected 


4 ee and violent strain and began to slip, and a reef knot had | 


made to save the perineum. I should therefore in future prefer 


the third method as the safest—that is, taking a singl 
e turn an 
with pressure forceps, 


clamping the half-knot 


. both in “‘ free ’? and in combined form as ester. 


rightly used, 
prevent a tear from extending through the internal 
sphincter into the reetum. I think I may claim for it that 
it limits the damage and acts as a brake. 

The description of this method is published in the hope 
that others will take the opportunity of testing its value 
and improving the technique. Hitherto I have only tried 
interrupted sutures; very probably the use of a single con- 
tinuous suture (following more exactly the analogy of the 
loosened shoelace) would be simpler and equally effective. 


THE RELATIONSHIP OF PLASMA CHOLESTEROL 
AND BASAL METABOLISM. 


BY 
J. ADDYMAN GARDNER, M.A., 


READER iN PHYSIOLOGICAL CHEMISTRY, UNIVERSITY OF LONDON; 
AND 


HUGH GAINSBOROUGH, M.D., M.R.C.P., 
PHYSICIAN TO ST. GEORGE'S HOSPITAL. 
InN a2 communication in 1922 Epstein and Lande' endeavoured 
to demonstrate the existence of an inverse relationship. 
between the blood cholesterol and the basal metabolic rate. 
Such a correlation was suggested by the fact that in sub- 
acute and chronic parenchymatous nephritis the basal 
metabolism is subnormal, while the blood cholesterol is 
inereased above normal. Epstein believes that this disease 
is really a metabolic disorder involving a hypothyroidism, 


i and that the renal manifestations are only a part of the 


picture. 

In support of this thesis Epstein and Lande have deter- 
mined the blood cholesterol and basat metabolism im a 
number of cases of hyperthyroidism, in which they maintain 
that the same inverse relationship of these two factors 
also holds «sod. Their figures, however, hardly warrant 
the conclusions they have drawn. The colorimetric method 
they used for estimating the total cholesterot of whole 
blood, as has been repeatedly proved,? * is open to serious 
objection, but, perhaps, a more important criticism is the 
use of the total cholesterol of whole bleed as a significant 
value. They ignore the fact that the total figure inciudes 
the cholesterol of the corpuscles, which is in the “ free”’ 
form only, and which is remarkably constant in health and 
disease; and also the fact that the plasma cholesterol exists 
The ratio 
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TABLE I, 
— Percentage Cholesterol in | Percent- 
Core Meta- Respira- Plasma, Total 
No. Age. bolic tory Cho'es- 
Rate. Quotient. terol as 
Free. Ester. | Total. Ester. 
Women. 
a 13 | +437 0.80 0.0418 | 0.082 | 0.1220 65.9 
2 | 0.79 0.0374 lost 
3 55 | +2285] 0.75 0.0269 | 0.1885 | 0.2154 87.5 
4 21 | +37.4 0.54 0.0442 | 0.0289 | 0.0722 38.8 
5 13 *. we 0.0490 | 0.0417 | 0,0907 | 46.0 
6 2 | +268 1.¢4 0.0491 | 0.1213 | 0.1704 71.2 
7 60 | +60.8 0.9 0(962 | 0.0466 | 0.1428 32.6 
8 23 | +682 | 0.76 | 0.0259 | 0.C461 | 0.0720 | 64.¢5 
9 39 | «=+64.4 0.78 0.0422 | 0.1163 | 0.1585 73.6 
+h) 50 | +29.7 0.79 0.0647 | 0.C440 | 0.0887 49.6 
ll 37. | 0.68 0.1239 | 0.1069 | 0.23:8 46.3 
: 57.9 0.81 0.0476 | 0.0523 | 0.1C05 52.0 
12 | 42 jt leas 0.74 | 0.0278 | 0.0029 | 0.0307 | 95 
Mean ... 0.0541 0.09 6 
Men. 
13 47 | +335 0.79 0.0028 | 0.1631 | 0.1659 98 2 
81.4 0.60 00446 | 0.6996 | 0.1442 69.0 
4 42 {ras 0.73 0.0519 | 0.0731 | 0.1250 58.4 
; 630 0.80 0.0197 | 0.073 | 0.1230 59.6 
aes 0.85 0.0764 | 0.0292 | 0.0966 2.9 
Mean ... | 0.0504 | 0.1193 
Normal5 0.0049 0.0346 
; Limits of variation to — to 
0.0819 | 0.1454 


of these two forms of cholesterol in the plasma is subject 
to almost unexplained variations, and from a metabolic 
point of view the two forms cannot be considered as so 
identical that they can be estimated and considered as one 
substance. 

Furthermore, they explain such figures as do not quite 
fit in with their thesis by assuming that in long-standing 
cases of hyperthyroidism there can be an “ exhaustion of 
lipoid,”? an expression which is meaningless to us, and also 
that at the climacteric the blood cholesterol is apt to be 
raised; for neither of these assumptions is there any definite 
foundation. Luden* also investigated, in a similar manner, 
a case of myxoedema, with and without thyroid administra- 


tion, and reported the same inverse relationship between 
blood cholesterol and basal metabolic rate. 

Epstein’s views as to the nature of subacute parenchy- 
matous nephritis (so-called nephrosis) are now well known, 
and the many changes in the body metabolism in this 
condition have led to the increasing acceptance of the 
view that it is a metabolic disorder, the renal changes 
being secondary. His method of treatment by high 
protein feeding and thyroid administration is also based 
on this hypothesis. The results reported by Epstein 
and Lande are important as a basis for these theories, 
and we have thought it worth while to investigate the 
matter further. 

Two types of patient were investigated: cases with 

_ hyperthyroidism, and cases with hypothyroidism, the 
latter type both during treatment with thyroid prepara- 
tions and without such treatment. The basal meta- 
bolism was estimated, using a Douglas bag, according 
to the accepted method. The blood for analysis was 
taken immediately after the filling of the Douglas bag 
by the patient, when he was in a “ fasting ’’ condition— 
that is, he had had no food for fourteen hours. The 
plasma was separated, and the “‘ free ’’ and ester cholesterol. 
estimated by the digitonin method, using the procedure 
which we have described in detail elsewhere.5 

Before proceeding to discuss our results it is important 
to set out certain considerations. We have shown in a 
study of the cholesterol content of normal human plasma 
that the variations in cholesterol content are so consider- 
able that an average figure for the normal plasma 
cholesterol is devoid of meaning, unless the normal limits 
of variations are taken into account.’ A single individual, 
however, tends to keep, in fasting state, a more or less 
constant level of cholesterol content of his plasma.* Con- 
sequently it is by no means easy to demonstrate hyper- 
cholesterolaemia or hypocholesterolaemia of small degree, 
“except, perhaps, for an individual the cholesterol content 
of whose plasma, under normal conditions, is known. 

Furthermore, the level of the plasma cholesterol can be 
affected by feeding, and though this alteration is by no 
means necessarily in the sense of a hypercholesterolaemia— 
the change being sometimes in the opposite direction—this 
result of feeding should be avoided by examining whenever 
possible the plasma of subjects when in the ‘“ fasting” 
condition.® 

REsvtts. 

In Table I we present the results of estimations in 
cases of exophthalmic goitre. In the case of one of the 
men and one of the women more than one investigation 
was made. These two cases are particularly interesting 
in that the plasma cholesterol shows wide variation bearing 
no relationship to the basal metabolic rate at the time of 
observation. Taken as a whole the cholesterol figures yield 


an average a little lower than we have found in normal 


TABLE II.—Showing Results in Four Cases of Hypothyroidism. ni 
Basal Percentage Cholesterol in Plasma. | Percentage 
Respiratory of Total 
Case and Date. Wnenete Quotient. Cholesterol Treatment. 
se . Free. Ester. Total. as Ester. 

J. B., aged 56; Myxoedema. 

February 26, 1927 on we —18.4 0.99 0 0919 0.2179 0.3098 70.0 Nil. 

March 5,1927) — 14.65 0.99 0.0691 0.1744 0.2435 71.6 A’ ter 0.2 mg. thyroxin daily. 

March 12, ,, wee an ove - 7.5 0.83 0.0542 0.C633 0.1175 53.9 After 0.4 mg. thyroxin daily. 

March 29, ,, = 91 1.18 0.408 0.0874 0.1282 68.2 After 15 grains thyroid gland daily. 
G. D., aged 42; Myxoedema. . 

January 14, 1926... on pe -— 7.1 0.94 0.0785 0.2021 0.28°7 72:3. After increasing doses of thyroid gland 

January 25, . .. os 0 | +134 0.74 0.0609 . 0.1137 0.1746 65.1 from 9 grains to 15 grains a day. 
A. M, aged 62; Myxoedema. 

April12,1926 .. .. ae + 2.1 0.94 0.0857 0.1935 0.2792 69.3 After 12 grains thyroid gland daily. 

April 19, ,, +15.1 0.66 0.0931 0.1769 0. 700 65.5 
A. C., aged 24; Cretin. : 

April 21,1926... +42.9 © 1.18 0.0657 0.1416 0.2073 68.4 After 15 grains thyroid gland daily. 

April 29, ,, aes pan +10.2 1.09 0.0528 0.1167 0.1695 68.8 Thyroid omitted since Apr:] 24th. 

May4, +10.8 0.97 0.€562 0.1099 0.1661 @.2 Ditto. 
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individuals, but nevertheless the figures are practically all 
within the normal limits of variation. 

It seems reasonable to conclude from our figures that, 
in cases where the basal metabolic rate is above the normal, 
an inverse relationship between the basal metabolism and 
the plasma cholesterol does not exist, either as regards 
free, or ester, or total cholesterol. 

In Table II are given the results of the investigation of 
four cases of hypothyroidism, three being cases of myx- 
dedema and one a cretin who had had thyroid treatment 
for twenty years. The most fully investigated case was 
that of J. B., who presented a classical picture of myx- 
oedema. Here, definitely, the increase of basal metabolic 
rate called forth by the administration of thyroxin or of 
thyroid gland led to a lowering of the plasma cholesterol, 
most noticeably in the case of the ester cholesterol. G. D. 
gave a very similar result; but A. M., who was examined 
after administration of thyroid gland for a somewhat 
shorter period, did not show the same effect. In the case 
of A. C. the estimations were first made while the patient 
was taking thyroid, a treatment he had been having 
regularly for twenty years. Thyroid administration 
was then omitted during the rest of the experiment. 
The alteration of cholesterol level is, in this case, only 
of relatively small degree, and in an opposite direction 
from that suggested by hypothesis. However, this case is 
perhaps not entirely comparable with the cases of myx- 
oedema, for it is not certain that after such long-continued 
thyroid administration omission of this treatment would 
lead to a sharp effect. 


ConcLusIons. 

We do not find that cases of hyperthyroidism provide any 
support for Epstein’s theory that the blood cholesterol is 
inversely proportional to the basal metabolic rate. 

As regards the cases of hypothyroidism there does appear 
to be some such relationship, and the cholesterol of the 
plasma is certainly above normal in the untreated cases 
of myxoedema. 

it is, however, important to note that the hyper- 
tholesterolaemia shown in these cases of myxoedema does 
not reach the level of hypercholesterolaemia so frequently 
found in subacute parenchymatous nephritis, where the 
increase of plasma cholesterol is quite out of proportion to 
the lowering of the basal metabolic rate, and this increase 
is often present in the later stages of the disease when 
the basal metabolic rate has become normal. 


REFERENCES. 
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23. A. Gardner and F. W. Fox: Biochem. Journ., 1924, 18, 1058. 
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SJ. A. Gardner and H. Gainsborough: Biochem. Journ., 1927, 21, 130. 
*Idem: Biochem. Journ., 1928, 22, 1048. 


Memoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


A JAM JAR IN THE RECTUM. 
Tus case seems to be a surgical curiosity, and the clinical 
details may therefore be of general interest. 


A man, aged 55, who was admitted to the Norihern Hospital, 
liverpool, had suffered from a rectal prolapse for many years, 
Yhich recenily had become difficult to reduce. He was 
urised by his friends to try to reduce it by pressure with the 
Witom of a half-pound jam jar, and by some extraordinary 
tischance forced the jar up past the tuber ischii into the rectum. 
He attempted to remove the jar himself, but failed, and it was 
lt until three days later that he visited his doctor. In the 
Meanwhile the anal region had become very septic as the result 
of efforts at removal and pressure by the foreign body. His 
tor, having tried unsuccessfully to extract the jar, sent the 
patient io hospital. 

he house-surgeon made further attempts, and found that the 
tus was so stretched that it was possible to remove a quantity 


i dirty rags which had been pushed into the open end of the 
tt, which lay base up. Even with anaesthesia and the use of 
il the available forceps and retractors, it was impossible to 
firact it. I fowid that although the anus readily admitted 
the whole hand, and the jar was lying free above the tuber 
Khii on either side, yet its diameter was just too wide to allow 
to come through in any plane. Probably the explanation as 


to how it had been introduced was that, at the time, thera 
was no oedema or inflammation of the rectal wall, and it could 
then only just be forced past the tuber ischii. The patient 
described how, once partially inserted, the jar “ shot up ”’ into the 
rectum. As the anus and rectum were in an extremely septic 
and oedematous condition with some oozing of blood from small 
lacerations it was obvious that whatever else might be required a 
temporary colostomy was essential. The patient, already under 
ether anaesthesia, was prepared for an abdominal operation. 

Through a median subumbilical incision the pelvi-rectal junction 
was exposed. The gut wall was very congested and the jar was 
easily located in the upper rectum. The pelvic colon was 
examined with a view to ascertaining its mobility for the 
colostomy. An attempt to ‘ milk’’ the jar down from above 
past the pelvic outlet failed, even with the aid of an assistant 
at the rectal end. It could not be manwuvred past the ischial 
plane. After completely isolating the area with packs the jar 
was therefore extracted through a longitudinal incision in the 
lower pelvic colon, and the opening was closed transversely. 
Flavine was applied, and a corrugated rubber strip was placed 
close to the suture line for drainage purposes. A left inguinal 
colostomy was performed over a glass rod, and the incisions were 
closed. The jar measured 2$ in. in diameter at base and was 3 in, 
in height. The colostomy was opened in forty-eight hours, and the 
lower colon and rectum were treated with lavage from above, 
using hypertonic saline at first and later normal saline. 

In three weeks’ time the rectal condition had returned to the 
normal, and the external sphincter ani had regained excellent 
tone. As there had been severe inflammatory reaction in the 
rectal and perirectal tissues and consequent fibrosis the probable 
result would be the cure of the prolapse. An intraperitoneal 
plastic operation was performed a month and a half later to close 
the colostomy, the spur having been previously more or less 
obliterated with a Paul’s enterotome. 

The colostomy wound healed satisfactorily and the patient was 
discharged as cured. The rectal prolapse has not recurred and 
the bowels act normally. 


Liverpool. Puitie Hawe, Ch.M., F.R.C.S.Eng. 


. AN EXTERNAL TERATOMA. 


THE accompanying photograph of an anatomical curiosity, 
the like of which is, fortunately, rarely seen, may be of 
interest. 

The body is that of a full-time European female infant 
born on September 19th at 6.10 p.m. The child, which was 
well nourished, gave one or two gasping breaths and 
expired. 

From below the left mamma there protruded an arm 
and shoulder, fully formed and developed. On examina- 
tion a clavicle and part ef a scapula could be felt. The 
arm and hand were perfectly normal in every respect, and 
the joints were articular. The left forearm of the body 
was composed of two radii and two ulnae with the hands 
complete. These two forearms were fused on their anterior 
suriaces. The humerus, although thicker in girth than 


normal, was only single. The digits of this double hand 
were perfectly formed and tipped with nails. Lying 
laterally to the extra arm and shoulder below the left 
mamma was a cauliflower-like mass resembling two ears 
joined by their lobes. There was also a piece of tissue 
resembling a penis, but not penetrated by a urethra. Next 
to this was the heart, lying uncovered by pericardium and 
pulsating rhythmically. The left foot was everted in the 
position of talipes equino-varus. 

The body weighed 8} 1b., and was well developed and 
nourished. The fusion of the two hodi.s does not seem to 
have impaired the development of either, despite the rather 
cramped quarters. 

Unfortunately, I was unable to persuade the parents to 
allow me to do a dissection. 

L. Garevt, M.B., Ch.B.Ed. 


Uppington, Cape Province 
South Africa. 
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CLINICAL AND SCIENTIFIC PROCEEDINGS. 


ULSTER BRANCH: NORTH-EAST DIVISION. 
The “ Acute Abdomen ”’ from the General Practitioner's 
Point of View. 
Ar a meeting of the North-East Division of the Ulster 
Branch on October 5th, the chairman, Mr. D. Hvry, read 
a paper entitled ‘‘ The acute abdomen from the general 
practitioner’s point of view.” 
Mr. Huey said that he proposed to differentiate all the 
affections in the abdomen and pelvis which were likely to 
be mistaken for one another. Better understanding of the 


transference of pain which often occurred in the acute 


abdomen would be obtained by recalling the nerve supply 
of the abdomen and pelvis. The skin of the anterior 
abdominal wall was supplied by the lower six thoracic 
nerves and the first lumbar. The ilio-hypogastric and the 
ilio-inguinal branches of the lumbar nerve supplied the 
hypogastric region, the skin over the pubes, the inner 
aspect of the thigh, and the upper part of the scrotum. 
The tenth thoracic supplied the skin in the region of the 
umbilicus. These nerves ran obliquely around the chest. 
The eighth intercostal was placed posteriorly at the inferior 
angle of the scapula; anteriorly it ended midway between 
the xiphoid process and the umbilicus. The skin of the 
posterior abdominal wall was supplied by the posterior 
divisions of the same nerves. The anterior divisions of 
the first and second lumbar nerves, with the lower thoracic 
nerves, were connected with the corresponding ganglia of 
the sympathetic, with both white and grey rami communi- 
cantes. The nerve supply of the abdominal viscera was 
derived from the lower six thoracic and the first lumbar 


segments, and afferent impulses from the viscera reached 


the same segments-of the spinal medullae, as did the 
afferent impulses from the skin of the abdominal wall. In 
pathological affections the afferent impulses from the viscera 
might become so altered in character as to overflow those 
cells for which they were originally intended, and stimu- 
late neighbouring cells which were accustomed to receive 
impulses from the skin of the abdominal wall. When the 
stimuli of these latter cells reached the brain they were 
interpreted as painful sensations of the skin area supplied 
by tho segments of the spinal cord involved. Pain of this 
variety, which might be felt in a different region from the 
viscus at fault, is spoken of as referred pain, and the whole 
reflex is called the viscero-sensory reflex of Mackenzie. 
The term ‘‘ acute abdomen ”’ implied uncertainty as to 
exact diagnosis, and appendicitis was the most prominent 
cause that produced the acute abdomen. In seven cases out 
of ten of pain in the abdomen, with some temperature and 
a history cf vomiting, the correct diagnosis would be 
appendicitis, but other conditions had to be remembered. 
Mr. Huey cited the case of an old woman, aged 72, who had 
been ill for several days; she had a temperature and a 
marked swelling in the right iliac fossa; under an anaes- 
thetic it was easy to see that it was not an appendix case 
since the swelling came over to a central position; it was 
traced up the abdomen, and eventually found to be a 
twisted gall-bladder containing about half a pint of fluid 


and ten or a dozen twists in the neck of the gall-bladder, » 


which was becomin angrenous. 
It was necessary to diagnose appendicitis from ga; 

abdominal pains, with vomiting, but the pain and tender- 
ness were situated above the umbilicus and remained so 
and the tenderness was only present during a spasm. 
There was no fever or tenderness, and the pain was rather 
relieved by pressure; the muscles were not rigid between the 
spasms. In a perforated gastric or duodenal ulcer the 
onset was more abrupt, the pain more intense, and the 
rigidity of the muscles was most marked in the upper part 


of the abdomen above the umbilicus. In perforation of a 


duodenal ulcer the rigidity often extended down to the 
right iliac fossa, simulating appendicitis very closely, In 


children certain conditions might simulate appendicitis;. 
pneumonia of the right base, diaphragmatic pleurisy, an 
acute Bacillus coli affection of the pelvis of the kidney, 
and acidosis with a temperature and constipation. In 
some cases of appendicitis the pain and tenderness were not 
in the right iliac fossa, because the appendix had not come 
down to its usual situation, but remained close against the 
liver and in front of the right kidney. Such a case was 
very like a perforated duodenal ulcer, but the patient did 
not have the intense look of suffering as after a perfora- 
tion, nor the boarded muscles, and the pulse was much 
better. In the end exploration was necessary. In acute 
cases of this kind cholecystitis, cholelithiasis, and renal 
colic had to be remembered. In gall-stone colic there was 
intense vomiting when the pain was severe; the pain 
radiated round the right side, and perhaps over on to the 
left side or on the tip of the right shoulder. The site of 
greatest tenderness was below the tip of the ninth rib 
and half-way to the umbilicus. Cholecystitis could be distin- 
guished from acute appendicitis by the site of the tender- 
ness. In children with acidosis or pyelitis it was sometimes 
difficult to decide, but the abdomen was not rigid and 
moved freely on respiration. Diaphragmatic pleurisy and 
preumonia were recognized by the sudden onset of pain 
and shivering, and pneumonia by the high temperature, 
the referred pain in the upper part of the abdomen, and 
the usual auscultatory sounds—crepitus sounds in pnew- 
monia and friction sounds in pleurisy. 

In perforated duodenal ulcer—another cause of an acute 
abdomen—the onset was sudden, the pain intense, and 
the abdomen was boarded and firm, not moving on respira- 
tion; there was usually a history of a good appetite, with 
heartburn and acid coming up in mouthfuls; severe pain at 
night awakened the patient, and was relieved by food. 
The only thing likely to be mistaken for it was a perforated 
gastric ulcer, but in this there was usually pain and 
vomiting shortly after taking food, and relieved by alkalis. 
In both cases an operation was required. If a perforated 
gastric ulcer on the anterior wall was properly treated it 
gave no trouble in the future. There was sharp pain and 
localized swelling, but none of the usual urgent symptoms; 
the ulcer had perforated, but was walled round by adhe- 
sions. Mr. Huey had seen several of these cases which 
recovered. In young girls with gastric ulcer there was 
sometimes intense pain simulating perforation which ended 
in a few hours; the etiology was unknown. Acute intussus- 
ception was a common cause of an acute abdomen in 
children, boys being more often affected than girls. The 
attack began as colic, causing the child to scream and draw 
up the knees and become pale; the eyes were widely 
dilated, and the pain was usually followed by vomiting. 
A normal motion might be passed, followed by violent 
tenesmus and a considerable quantity of mucus and blood 


being expelled at frequent intervals. On palpating the 


abdomen it was noticed that the right iliac fossa was 
empty, and there was a sausage-shaped swelling in the 
abdomen, with its concavity towards the umbilicus; this 
was caused “by the mesentery dragging the tumour into 4 
horseshoe shape. There was no rigidity of the muscles 
unless a spasm was present, and no temperature until 
inflammation set in. Acute colitis was the only disease 
likely to be confounded with intussusception, -and ought 
to be easily excluded. Volvulus of the colon occurred in 
men between 40 and 60 years of age who were constipated. 
The onset was usually sudden, and. there was complete 
obstruction with severe pain of a colicky character generally 
referred to the region of the umbilicus, tenderness in the 
left itiac fossa, and severe tenesmus. The most striking 
and characteristic sign was the early and extreme distension 
of the abdomen. As the seat of the lesion was low dowt 
in the abdomen vomiting was seldom an early or prominent 
symptom; the left side of the abdomen became prominent, 
and yielded a drum-like note. 

Cholecystitis and cholelithiasis were frequent causes of 
an acute abdomen. The clinical signs of cholecystitis varied 
considerably, according as gall-stones, if present, were sitt 
ated in the gall-bladder, the cystic duct, or the commot 
bile duct, and were or were not associated with suppur&® 
tion. The usual signs of indigestion might be accompanied 
by feelings of chilliness and attacks of violent pain, high 
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temperature, vomiting, and nausea. All forms of gall- 
bladder disease were common in stout plethoric women 
past middle life; many had borne children, and in many 
eases the earliest symptoms occurred during pregnancy, 
when the bile had a higher cholesterol content, favouring 
the deposit of concretions. The patients might otherwise 
be healthy and energetic. Men were less often affected. 
The acute recurrent non-suppurative form, associated .with 
biliary colic, was the one likely to produce an acute 
abdomen ; there was an acute attack of pain, with vomiting 
and prostration. The pain came on without warning and 
was agonizing, of a twisting colicky character, being most 
severe in the epigastrium ; it radiated to the right shoulder 
and side, spreading over the ribs and back between the 
shoulders. In a certain proportion of cases there was 
severe pain over the deltoid. There was hyperalgesia of the 
skin over the painful area, and the abdominal muscles, 
especially the rectus, were rigid; the attack was followed by 
considerable shock, the pulse was fast and full, the tempera- 
ture raised by a few degrees, and the breathing was rapid 
and shallow. The absence of a radiographic shadow did not 
exclude gall-stones, Biliary colic was distinguished from 
renal, appendicular, and intestinal colic by the history of 
the prodromal stage, the location and radiation of the 
pain, the site of tenderness on pressure, and the absence of 
urinary symptoms. 

In acute pancreatitis the illness started suddenly, 
md was not easily differentiated. There was usually ‘a 
history of indigestion, with cramps in the stomach, 
attended with colic and vomiting, or symptoms suggesting 
cholecystitis or duodenal or gastric ulcer. The initial pain 
was agonizing, and was referred to the epigastrium and 
upper part of the abdomen; marked epigastric tenderness 
Was a constant symptom, vomiting of bilious matter was 
present, and might be so severe as to suggest an acute 
obstruction of the upper part of the small intestine. The 
vomit was never stercoraceous. The most reliable diagnostic 
signs were the localized tenderness across the epigastrium 
ada resistant mass in the situation of the pancreas. The 
pin in acute pancreatitis was felt across the back as well 
win the epigastrium, and might be colicky; the vomiting 
vas repeated with eructations of gas, and the rigidity in 
the early stages was not nearly so marked as in a perfora- 
tion of an ulcer. As a rule the majority of cases of acute 
pancreatitis came to the operator as a disagreeable surprise. 
Qn opening the abdomen the existence of an acute pancreat- 
itis was recognized by the presence of fatty necrosis in the 
shape of flat golden yellow patches scattered through the 
mesentery, and the pancreas was found to be enlarged, 
with an effusion in the lesser sac of the peritoneum. In 
embolism and thrombosis of the mesenteric blood vessels 
the symptoms indicated an acute obstruction of a paralytic 
type; diagnosis was rare before the abdomen was opened. 
After obstruction, passing on to diarrhoea and the loss of 
large quantities of blood. the bowel became gangrenous 
and peritonitis started. Inflamed tuberculous glands in 
the right iliac fossa gave rise to an acute abdomen, with 
tenderness but little rigidity; the pulse and temperature 
vere better, but the diagnosis was rarely made before 
weration. Acute pyelitis might be mistaken for an appen- 
licitis hefore examination of the urine. Nephritis, colic, 
md stone in the ureter could usually be diagnosed by 
wdinary clinical methods and an z-ray examination. 7 

Torsion of an ovarian tumour had been found to occur in 
2per cent. of the cases brought to operation; the extent 
varied. The effect produced by twisting the pedicle was 
‘igestion, and, if the tension was tight, necrosis. Detach- 
‘nt might occur from a twisted pedicle atrophying and 
the tumour forming fresh connexions. Rupture of an 
*topic gestation might cause an acute abdomen, with 
*vere abdominal pain, sudden in onset, and situated in 
me or both iliac regions. This was often followed by 
‘oniting, and occasionally by diarrhoea, which might con- 
tse the diagnosis. Commonly there was faintness, and less 


ften actual loss of consciousness from syncope; upon these 
‘mptoms there supervened in the case of severe bleeding 
€ signs and symptoms of concealed haemorrhage, with 
tually slight haemorrhage from the uterus. When the loss 
thlood was spread over several days these symptoms were 
s severe, and pallor with a quick pulse might alone’ be. 


present. In a ruptured tubal pregnancy the occurrence of 
severe bleeding internally would be very evident; a recent 
history of a short period of amenorrhoea giving place to 
slight uterine bleeding would suggest ectopic pregnancy. 
Pelvic examination might show softening of the cervix, 
and a swelling behind or to one side of the uterus repre- 
senting the gravid tube. The space behind the cervix was 
full and had no palpable outline, being soft and doughy 
when pushed up with the finger. The fluid was not inflam- 
matory, as there was a complete absence of tension; it was 
not a cyst, as the line was impalpable. In fulminating 
appendicitis the symptoms were mainly a_ profound 
toxaemia, and resembled shock more than tubal rapture ; 
uterine bleeding was not met with in appendicitis, but was 
almost always present in extrauterine pregnancy. The 
more common forms of appendicitis were easily distin- 
guished from a severe internal bleeding. In perforation of 
a viscus the prominent symptoms were shock, followed by 
signs of an acute abdomen, and later by peritonitis. The 
general indications of pregnancy and of uterine bleeding 
were absent. 

PeWic haematocele was usually, but by no means 
always, due to ectopic pregnancy; it might he caused by 
rupture of a blood cyst of the ovary or of a tubo-ovarian 
varicocele. The diagnosis from a_ retroverted gravid 
uterus was not easy, but was very important, since treat- 
ment for the retroverted gravid uterus might spell disaster 
in a haematocele. The history usually presented well- 
marked differences: retention and incontinence of urine 
were present when the retroverted uterus was large enough 
to fill the pelvis; it was exceptional in haematocele. 
Bleeding from the uterus might occur with either, but the 
discharge of decidual tissue, apart from abortion, was only 
encountered in extrauterine cases. Attacks of abdominal 
pain strongly favoured the diagnosis of uterine pregnancy. 
On bimanual examination the gravid uterms was more 
uniform than a haematocele, and might sometimes be felt 
to undergo intermittent contractions. The point of chief 
diagnostic importance was that in a haematocele the body 
of the uterus was always found in front of the swelling 
which fills the pouch of Douglas. An ovarian cyst 
becoming incarcerated by adhesions in the pouch of Douglas, 
and large enough to fill the pelvic cavity, gave the same 
displacement to the uterus as a haematocele. The swelling 
in the case of 2 cyst was more uniform and tense, the 
general outline was better defined; there was no softening 
of the cervix, and no irregular bleeding. Inflammatory 
effusions into the pouch of Douglas and inflammatory 
enlargements of the Fallopian tubes could best be distin- 
guished by a careful consideration of the history ; fever 
was common in inflammation at the beginning, but it 
was several days before it occurred in haematocele. In 
inflammation there was no pallor, the pulse, though quick, 
was of high tension, and the general condition of the 
patient did not suggest haemorrhage ; the local tenderness 
in inflammation was much greater than in haematocele. 

In the case of incomplete abortion the diagnostic error 
usually consisted in regarding a case of haematocele as an 
abortion, and in many cases the uterus had been explored 
and curetted before the true nature of the condition had 
been recognized. The mistake might be followed by serious 
consequences if the haematocele was ruptured or if septic 
infection occurred. Both were attended by the general 
signs of pregnancy, abdominal pain, bleeding from the 
uterus, and discharge of a membrane from the uterus; the 
cervix was found to be softened, and on a_ perfunctory 
examination a peritubal haematocele might be mistaken 
for the body of the gravid uterus. The only safe rule was 
great care in examination of the position of the swelling, 
its correspondence in size with the presumptive period of 
pregnancy, the severity of the uterine haemorrhage (which 
was hardly ever profuse in haematocele, but frequently 
was so in abortion), and the nature of the discharged tissue, 
chorionic tissue being readily recognized by the naked eye. 
Acute cases of salpingitis might develop rapidly, grave 
symptoms such as occurred in other forms of the acute 
abdomen without any localizing signs being discovered in 
the pelvis. The main symptoms were fever and pain; 
vomiting, except for the first few hours, was rare. ~The 
fever was usually severe, and might be associated at the 


\ 


n 
n 
is 
d 
l- - 
h 
al 
is 
in 
16 
of 
ib 
T- 
eg 
id 
id 
in 
id 
te 
ad 
th 
at 
d. 
ed 
nd ‘ 
is. 
ed 
it 
nd 
18; 
: 
ich 
led 
us- 
in 
‘he : 
aw 
ely 
ng. 
ont 
0d 
the 
vas 
the 
his 
sles 
atil 
ase 
ght 
in 
ed. 
jete 
ally 
the 
ing 
3100. 
wn 
ent 
ent, 
of 
ried 
itue 
non 
ira 
vied 
Ligh 
| 


940 Nov. 24, 1928] 


CONDITIONS CONDUCIVE TO MENTAL DISTURBANCE. 


[ Tue Barres 
Mepica Jouanag 


beginning with chilliness or a rigor; thereafter the tempera- 
ture ran an irregular course like septicaemia. In some 
cases the fever subsided rapidly, and in a few days might 
be normal; this indicated that the inflammatory focus had 
been limited by adhesions. In other cases there might be 
exacerbations, with high fever, when fresh tissue was 
involved. The pulse rate was usually in proportion to the 
temperature; if the pulse rate was disproportionately rapid 
general infection was probably occurring. Abdominal pain 
and distension were usual in the hypogastric zone; they 
were in a special sense indications of peritonitis. There 
was great tenderness on pressure, and micturition and 
defaecation might be painful. The general condition of 
the patient was good; a high and increasing leucocyte 
count obtained on several occasions was the clearest indica- 
tion of active suppuration. The swelling formed by the 
inflamed adnexa almost invariably lay in the posterior 
compartment of the pelvic cavity, as a rule not mesial, but 
postero-lateral in position. In 75 per cent. of cases both 
sides were involved. The rectal bimanual examination 
should always be practised, for it would show the close 
relation of the swelling, if large, to the anterior rectal 
wall. A general anaesthetic in cases where there was much 
tenderness was often indispensable. 


Reports of Societies. | 


TREATMENT OF CONDITIONS CONDUCIVE TO 
MENTAL DISTURBANCE. 


Ar a meeting of the Section of Psychiatry of the Royal 
Society of Medicine on November 13th the President, Sir 
Mavrice Craig, delivered his address from the chair, his 
subject being ‘‘ A survey of some conditions conducive to 
mental disturbance, with suggestions as to their treatment.” 

Sir Maurice Craig said that fifteen years’ residence in a 
mental hospital had inspired within him a desire to 
approach psychological medicine from the preventive side. 
He agreed whole-heartedly with those who believed that 
much mental disorder was preventable. The fatalistic 
attitude of the public towards the subject was pathetic; 
the apathy of the medical profession was more difficult 
to understand, Scientists to-day -professed to investigate 
the sequence of phenomena, and recoiled from an expression 
of opinion as to why they succeeded each other. Thus, 
years ago experimental medicine aimed at the discovery of 
causes; now it was concerned with sequences. Certain 
clinical sequences had impressed themselves on his mind, 
both because of their frequency and because, in a given 
instance, the order of symptoms was predictable. If the 
principle that inherited tendencies largely determined the 
danger areas in any given man was accepted it became 
necessary to find what stresses might so reinforce these 
t.ndencies as to make them operative. For many years he 
had regarded hypersensitivity, with which a weak inhibition 
or lessened control was frequently associated, as one of the 
most important potential factors in the production of 
mental disorder. The threshold of minimal sensitivity 
differed in individuals, some children from their earliest 
years reacting unduly to weak stimuli; others acquiring 
extreme sensitivity later in life. If such undue sensitivity 
occurred in a person with neuropathic inheritance other 
changes commonly followed as sequences to the primary 
sensitivity. These changes might at first be either physical 
or mental, but the latter were followed inevitably by bodily 
changes. Disturbed emotion was so common a sequence to 
hypersensitivity that this condition had to be treated before 
the emotions became involved. On this assumption he had 
for over twenty years made a practice of keeping certain 
types of children continuously on small doses of bromide. 
To children under the age of 4 he gave 2) grains of 
potassium bromide; to those over 4 twice that amount once 
a day. Under this treatment children who, owing to their 
over-reaction to stimuli, had been almost uneducable 
became quiet and teachable; others less hypersensitive were 
helped in varying ways. He had noted that children who 
had been taking these doses of bromide for long periods 
and then had ceased to take them, slowly regressed, their 


excitability sometimes increasing until epileptic fits 
occurred. To control the initial hypersensitivity he had 
further advised certain nervous types of men and women 
going out to the tropics, and certain active types at home 
to take 5 grains of potassium bromide daily, and in these 
cases also the results were equally beneficial. Pavlov’s 
work appeared to confirm and explain these clinical obser- 
vations. In excitable dogs the inhibitory function of the 
cortical elements was weak, yet following the administration 
of bromides there was no diminution in the magnitude of 
the positive reflexes; these, on the contrary, were extremely 
constant. Bromides, Pavlov concluded, were to be regarded 
not as sedatives, but as drugs regulating the activity of the 
nervous system by strengthening the intensity of internal 
inhibition. His own experience, said Sir Maurice Craig, 
coincided with Pavlov’s observations, for small doses of 
bromide taken daily even for many years, far from dulling, 
appeared to increase mental capacity, no doubt by pre 
venting wastage. Bromide in larger doses could be an 
extremely toxic drug, but if its action was to strengthen 
a weak inhibition, then the smaller the dose that would 
produce the desired effect the better. 

Much mental disorder, he continued, was due to weaken. 
ing of the inhibition, and not to any positive condition, 
Though certain malignant disturbances of the mind ran 
a definite course, and were classifiable ,»under recognized 
names, there was a much larger group, embracing the 
exhaustion and intoxication types, different in character 
and far more accessible to treatment. Once the inhibitory 
function of the cortical elements had become weakened, the 
next steps downward were almost constant. The emotions 
became involved, and preoccupation, false reasoning, and 
ultimately failure of adaptation to environment followed 
in turn. All these could not occur without equally impor- 
tant changes on the physical side. The gastro-intestinal, 
cardio-vascular, and genito-urinary systems might all 
become affected, and the defensive mechanism of the vege 
tative nervous system might give rise to a disturbed 
endocrine balance, with the result that the physician, 
seeing the patient for the first time after these had pro 
gressed, might find it difficult to decide what was the 
initial cause of the mischief. Year by year he became more 
convinced that the changes in the vegetative nervous system 
were usually secondary, though, once established, they 
might have an important bearing on the illness. Expe 
rience had convinced him that the psychologist could_not 
ignore the physical aspect in a case any more than a man 
who leaned towards the somatic aspect could neglect the 
psychical. The important matter in a lifetime sufferer 
from phobia was not the phobia, but the condition which 
permitted it to become effective. Much benefit might 
accrue from foretelling to the patient the course that his 
false reasoning would take him; or, if his outlook was 
already distorted, much good might result from going back 
as far as possible to the beginnings, and pointing out how 
the error of reasoning arose, and how in turn it had 
brought about a failure of adaptation to environment. 

Passing the question of symptom the 
importance of which had been increasingly impressed upot 
him, so that for fifteen years he had given it priority of 
place over all others—Sir Maurice Craig said that it was 
sometimes argued that sleeplessness had no apparent bad 
effect; but he was not convinced by the evidence for this 
view. It had also been said that it was the psychical 
effect of sleeplessness which was important, and this was 
true up to a point, but animals deteriorated and died 
when deprived of sleep, and this could not be due ® 
psychological disturbances. Moreover, young children who 
did not sleep deteriorated more rapidly than adults. Before 
turning to the therapeutic aspect of the subject, it was 
helpful once again to consider Pavlov’s observations. + 
dogs employed in his experiments had either an excessive 
or moderate tendency to excitation, or an excessive of 
moderate tendency to inhibition. Two different types of 
neurosis were thus produced, in the one group of dogs 
the extreme weakening of the inhibitory function of t 
cortex, in the other by affecting the excitation of, the 
corresponding cells. Both types of neurosis tended ,10 
persist even after a break in the experiment. Brom 
produced rapid recoyery in dogs with weak inhibition, but 


No 


no tl 
varie 
alone 
Maur 
the 
hypne 
in cel 
these 
recov 
Pavlo 
thera 
tion « 
trove! 
opium 
With 
did n 
whom 
addict 
be ap 
a sed 
was a 
the se 
strict 
theray 
also si 
tratio 
certai 
harbit 
tectin, 
of thi 
menta 
eviden 
for lo 
patien 
tinuoy 
every 
were | 
menta 
type o 
that t 
broker 
mild ¢ 
parab] 
there 
childre 
physic; 
scribec 
5 grail 
with ¢ 
dial o: 
ment 
childre 
the me 
a, sma 
breakd 
tenden 
and as 
preven 
just in 
sleep a 
August 
the cli 
Said, j 
individ 
Deal: 
disturh 
Sir M: 
mg su 
patient 
Morphi: 
often 
anaesth 
dose of 
Many | 
Usually 
Medina 
Several 
valesce) 
raig 
to prey 


Nov. 24, 1928] 


— 


URINARY INFECTIONS AFTER RECTAL EXCISION . 


941. 


no therapeutic measures were found to help the other 
yariety, though these recovered. spontaneously when left 
alone for a long time. . These experiments, suggested Sir 
Maurice Craig, might in the course of time help to explain 
the different types of nervous instability. For example, 


hypnotic drugs seemed almost to increase the excitement 


these very states, if. left . alone, 
recover; but sleeplessness in patients. corresponding to 
Pavlov’s former type was quickly corrected by suitable 
therapy, especially if this was taken early. The prescrip- 
tion of sedatives in sleeplessness was still a matter of con- 
troversy. All would agree that morphine, heroin, or 
opium should never be given for ordinary sleeplessness. 
With ordinary hypnotics, however, pleasurable sensations 
did not occur, and considering the number of persons for 
whom sedatives were prescribed it had to be admitted that 
addiction was very rare. The term: ‘“‘ addict ’’ should not 
be applied to the person who, under medical advice, took 
a sedative every night. The term ‘“ sleeping draught ” 
was also used loosely and generally incorrectly. Most of 
the sedatives and narcotics did not produce sleep in the 
strict sense of the word. The barbitone group given in 
therapeutic doses by day induced no desire for sleep. It was 
also suggested by some that the sleep following the adminis- 
tration of any sedative was artificial sleep, and this was 
certainly not the case. He thought that drugs of the 
harbitone group might act, not as sedatives, but by pre- 
tecting the weakened inhibition, and the prolonged use 
of this group was therefore invaluable in preserving the 
mental stability of certain types of persons. There was no 
evidence that the taking of drugs of the barbitone group 
for long periods was damaging to physical life. Many 
patients he had known who took dial or medinal con- 
tinuously were professional and business men, representing 
every form of mental activity. In a very different class 
were patients suffering from a maniacal-depressive type of 
mental disturbance. He had kept four patients of this 
type on 5 grains of medinal daily throughout the period 
that they were well; in seven years two of these had not 
broken down at all, and two, though they had phases of 
mild excitement and depression, had had no attack com- 
parable to those antedating the taking of medinal. Finally, 
there was the question of persistent sleeplessness in 
children ; such sleeplessness was followed by mental and 
physical deterioration. For younger children he had pre- 
scribed 5 grains of potassium bromide, if necessary with 
5 grains of chloral hydrate, every night for a long period 
with excellent results; for children over 12 one tablet of 
dial or 5 grains of medinal was very helpful. If treat- 
Ient was continued for eighteen months or more these 
children reached a very high standard of health, but when 
the medinal or dial was stopped he continued to prescribe 
a, small dose of potassium bromide each day. Mental 
breakdown in early life was a serious matter, leaving a 
tendency to further attacks between the ages of 16 and 20, 
and again during later years. Short treatment did not 
prevent these relapses, whereas the prolonged treatment 
Just indicated did. The writer of the leading article on 
skep and its disorders in the British Medical Journal of 
August 11th, 1928, had aptly and correctly summed up 
the clinical position when he said, “It need hardly be 
said, indeed, that we do not treat insomnia, but an 
individual who cannot sleep.”’ 
Dealing with the prevention of emotional and mental 
disturbances sometimes associated with surgical operation, 
Sir Maurice Craig emphasized the value of administer- 
ing sufficient quantities of paraldehyde to apprehensive 
patients, in addition to the usual small quantities of 
morphine. This procedure induced such sound sleep that 
often the patients were unaware of being put under the 
anaesthetic. Repeated immediately after the operation, a 
dose of paraldehyde enabled the patient to sleep for so 
many hours that by the time he woke all severe pain had 
Wually disappeared and mental trauma was thus averted. 
Medinal, dial, and allonal for some weeks before and 
several weeks after an operation also helped to make con- 
valeseence more rapid and more complete. Sir Maurice 
taig suggested in conclusion that those who were seeking 
prevent mental disorder had to seek out and correct 


in certain maniacal states, though patients suffering from . 
might spontaneously . 
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conditions which from clinical experience would appear to 
be fundamental in bringing about these disorders. The 
theory of a weakened inhibition appeared to him to explain 
so much. It defined the influence of inheritance; it 
explained why certain brilliant persons broke down, and 
why their normal mental activity only became involved as 
sleep and other. bodily functions were affected ; it explained 
the. effect of toxaemias on the nervous system of certain 
individuals, or-ef surgical operation. on others; it suggested 
why some persons broke down from over-stimulation or 
with advancing years; it indicated to what end any treat- 
ment should be directed, and. why some persons relapsed 
when certain treatment was. discontinued. This theory 
appeared to fit. better than any other with his clinical and 
therapeutic experience, and he believed that research from 
this standpoint would add much to our knowledge of the 
prevention and treatment of functional nervous disorder. 


URINARY INFECTIONS AFTER RECTAL.EXCISION. 
At a meeting of the Subsection of Proctology of the Royal 
Society of Medicine on November 14th, Dr. CurHsert 
DukEs opened a discussion on urinary infections after 
excision of the rectum. 

Dr. Dukes described how, in a series of 50 cases of 
excision of the rectum (14 women and 36 men), the fre- 
quency, cause, and prevention of urinary infections had 
been investigated by daily quantitative tests for pyuria 
and repeated bacteriological examinations of the urine. 
Pyuria appeared on the sixth to the eighth day in all the 
women patients, and in the 14 men patients in whom the 
retained catheter was sealed by a wooden peg. In some 
cases the pus disappeared in four to five weeks, but in the 
majority pyuria continued for several weeks. For two or 
three days before the flow of pus began staphylococci were 
recovered in pure culture from the urine, but later cultures 
usually showed a mixed growth of coliform bacilli and 
cocci. The lesion in the women patients and majority of 
the men was a cystitis, but in a few of the men patients 
it was possible that the pus might have been due to a 
severe urethritis. During convalescence from exeision of 
the rectum urinary infections rarely produced obtrusive 
symptoms, and the presence or absence of an infection 
could only be determined by regular microscopic examina- 
tions for pus. Post-operative urinary infections were not 
due to the operation itself, but to the means used for 
draining the bladder. In men patients the commonest 
source of infection was the wooden peg used for closing the 
retained catheter; the substitution of a better seal in the 
last 22 instances resulted in the prevention of infection of 
the bladder urine in two-thirds of the cases. When these 
methods of protection failed the subsequent infection ran 
a different course from that described for peg infections. 
The primary focus and manner of spread of these delayed 
infections had not yet been determined. In women the 
prevention of infection was a more difficult problem 
because of the danger of contact between the catheter and 
local septic foci. Dr. Dukes said that the prevention of 
urinary infections after excision of the rectum was a task 
which. demanded the close co-operation of the surgeon and 
pathologist. Regular microscopic examinations of the urine 
for pus were necessary, six tests at weekly interva!s heing 
the minimum for settling whether or not infection had 
occurred and revealing it at an early stage. To prevent 
infection of the bladder urine the end of the retained 
catheter must be kept sealed with antiseptic. An irriga- 
tion apparatus was demonstrated which provided an anti- 
septic seal and allowed the bladder to be washed out. This 
had been most successful in the prevention of sepsis. 
Although the risk of infection could be very considerably 
reduced by improved catheterization, this alone had been 
insufficient to prevent urinary sepsis in a small minority 
of men patients. In women a modification of the same 
apparatus might reduce the frequency of infection, but 
was unlikely to abolish it altogether. In view of the desir- 
abilitv of some additional protection it was recommended 
that patients about to undergo the operation of excision 
of the rectum be given two doses of vaccine, prepared from 
the bacteria which caused post-operative urinary infections, 
the first dose to be given as soon as possible after diagnosis, 
and the second after an interval of seven to ten days. 
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THE ROLE OF RADIOLOGY. 

Tne inaugural meeting of the Medical Society of University 
College, Dublin, was held in the College on November 14th. 
Dr. M. R. J. Haves, in acknowledging the honour of being 
chosen president for the coming year, said he appreciated 
this all the more since it was bestowed at the moment 
when the status of the branch of medicine with which he 
was so closely identified had been raised to its rightful 
place in the curriculum. 

Tracing the development of the science of radiology, 
Dr. Hayes paid a tribute to the pioneer work in Dublin of 
the late Dr. Lane Joynt and Dr. W. 8. Haughton. The 
radiologist, he said, must not be blamed for the intro- 
duction of the ‘‘ ready reckoner’’ methods of diagnosis, 
and if the high standards of the pre-Roentgen era were 
to be maintained it was the duty of clinical teachers to 
set the example to the student by making full use of all 
the ordinary means before calling on ancillary methods. 
The student should also remember that when he went out 
to practise he must rely on his own resources, and he must 
be able to assign proper values to symptoms and signs, 
for the services of well-equipped departments would not 
then be at his disposal. The value of x rays in the dia- 
gnosis of thoracic disease was now universally recognized, 
but they should not be employed as a short cut to early 
diagnosis. Sometimes the radiological findings might be 
conclusive, but nowhere was the correlation of clinical 
and radiological evidence more essential than in the 
diagnosis of thoracic disease. Wide variations were found 
in the z-ray appearances of the normal chest, and with 
the boundaries between the normal and abnormal so 
elastic there was scope for fallacy. Errors could be mini- 
mized, however, by prudence and common sense, and by 
a more thorough appreciation of the possibilities and 
limitations in the field of diagnosis by the radiologist and 
physician alike. In the diagnosis of pulmonary tuber- 
culosis radiography almost invariably revealed the extent 
of the disease to be much greater than was suspected, and 
where there was clinical evidence of disease in one lung 
deposits were often found bilaterally. The radiogram was 
a trustworthy record, and a reliable aid in estimating 
progress, but the final judgement as to the activity of a 
pulmonary lesion must depend on the clinical manifesta- 
tions of the disease. The introduction of the opaque meal 
had been one of the greatest advances in radiological 
science. If the diagnostic centre of gravity seemed to be 
shifting from the wards and the laboratory to the z-ray 
department in the recognition of one of the commonest and 
the most fatal of all abdominal diseases, the radiologist, 
while encouraged by this recognition of his science, was 
all the more conscious of his responsibilities. There were 
some, however, who thought him incapable of making any 
but “‘ an a-ray diagnosis.’ The scientific radiologist must 
try to see the clinical perspective in his work equally with 
the clinician, who should endeavour to visualize the radio- 
logical perspective when summing up all the evidence and 
making his final judgement. 

Dr. Hayes then passed in review recent advances in the 
applications of « rays to the diagnosis of diseases of the 
gall-bladder and urinary tract, and in gynaecology, 
ophthalmology, laryngology, and dentistry, and noted some 
of the latest advances in radiotherapy. The ramifications 
of radiology were now so widespread that the question 
of instruction was becoming more urgent. During the 
anatomical course the reading of radiographic illustrations 
of bones and joints would form the groundwork of the 
interpretation of films. Films illustrating the growth of 
bone, the epiphyseal centres, supernumerary bones, and 
stereoscopic studies of the cranium would be very valuable. 
Stereoscopic views of the thorax after injection of cadaver 
with opaque media would give a mental conception of the 
pulmonary circulation and of the bronchi such as could be 
obtained in no other way. The full significance of abnor- 
malities which the student saw later in the wards could 
not be understood without a thorough appreciation of the 
normal, which must be learned from anatomy. Since cer- 
tificates of proficiency in radiology had become essential 
for candidates for certain appointments at home, it was 
most important that henceforth adequate instruction should 
be given in this new subject. 


Rebietvs. 


EWING’S “ NEOPLASTIC DISEASES.” 
No treatise on tumours has received such widespread recog. 
nition as Ewing’s Neoplastic Diseases.1 It has been well 
merited. Probably no other author has brought to the 
task of compiling a complete textbook on the subject cf 
tumour growths the same combination of great pathological 
experience, intimate acquaintance with the clinical aspects, 
mature judgement, and extensive knowledge of the liters. 
ture. Published first in 1919 it soon became the standard 
work on new growths. A second, not much changed, 
appeared in 1922; but this, the third edition, has been 
considerably revised, so that it contains practically every- 
thing of note that has been added to our knowledge in 
recent years. The main alterations are to be found in the 
chapter devoted to tumours of bone and bone marrow, 
Thanks to the information collected by the Codman Registry 
of Bone Sarcoma, and more especially to the large expe- 
rience of Professor Ewing himself, this section gives a much 


needed clarity and order to what has hitherto been a 


chaotic group of tumours. Considerable changes will be 
found, too, in the section devoted to brain tumours, and 


the classification of mammary cancers has undergone 


simplification. 
It would be strange to come across any pathological 


laboratory where this book did not show the signs of 


frequent consultation. To the surgeon it is a necessity’ 
if he would seek to be more than a mere operator. The 
specialist and the practitioner will find it a mine of useful 
information. 
The volume is divided into two main parts, the first 
dealing with the general aspect of neoplasms, ‘history, 
classification, chemistry, theories of causation, and experi- 
mental research, and the second devoted to a detailed 
consideration of tumours according to the organs or tissues 
affected. Every chapter is practically a monograph on the 
particular department with which it deals, and all are 
excellent. One of the features of the book is the illustra- 
tions, of which there are as many as 546, and they are 
models of what textbook illustrations should be. Almost 
all are admirably clear and informative photographs of 
specimens and histological sections, chosen by one who has 


‘not only an eye for a photographable piece of a section, 


but a wealth of material at his disposal. 

At the end there are over fifty pages of bibliography, 
from which the student may gain access to the original 
communications on any particular tumour. A rough calcu 
lation shows that there are about 6,000 such references 
—a demonstration of the immense amount of reading on the 
part of Professor Ewing. These references, the author tells 
us, ‘‘ have all been verified by two competent bibliographers, 
and are believed to be accurate.”’ 


TREATMENT OF GASTRIC AND DUODENAL 
ULCER. 
We have received the fourth edition in Spanish of the 
monograph by Professor F. Frernixpez Marrinez on the 
treatment of the gastro-duodenal ulcer,? and also a trans 
lation of this work into French* for the Practical 
Medicine and ‘Surgery Series, which has been appearing 
at intervals during the past few years. The book contains 
a very clear account of the modern position with regard 
to this important subject, and the author’s personal view 
is made clear in his dictum that ulceration of the stomach 
and duodenum is a malady which can be cured by medical 
treatment properly applied and properly directed. Atte 
tion to detail is of the utmost importance, and the bulk 
of tho book is concerned with this in four sections dealing 
in turn with rest, dietetic treatment, medical treatment, 
and the author’s own method. He quotes freely from 


1 Neoplastic Diseases. By James Ewing, A.M., M.D., Sc.D. Third 
edition, revieed and enlarged. Philadelphia and London : ‘W, B, Saunders 
Company. 1928. (Roy. 8vo, pp. 1127; 546 figures. 63s. net.) 

2 Tratamiento de la Ulcera Gastroduodenal. Fidel Fernéndez Martine 
Cuarta edicion. Madrid: Javier Morata, 1928. (5} x 8, pp. 277; 13 figures, 
6 plates. 

de UUlcus Gastro-duodénal. Paris: Masson et Cie. (12 
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authorities, with comments as to the advisability of the 
various forms of treatment advocated, and in a very 
important section considers the treatment of the complica- 
tions of gastro-duodenal ulceration. The eradication of 
sources of infection he regards as of great importance, and 
there is a particularly wise section on the treatment of 
pain in this condition. The concluding part of the work 
is concerned with surgical measures, and here the author 
js at pains to be judicial in his summing-up of the position. 
The book is thoroughly up to date—as, for example, in 
mentioning x rays in the treatment of gastric ulcers. 


LACTIC ACID IN BLOOD AND URINE. 
SUPPLEMENT xxiv to Acta Medica Scandinavica comprises 
yet one more of those elaborate reports upon biochemical 
investigations of the blood which that journal appears to 
have made it its special duty to publish. The subject in 
this case is the Investigation of the Concentration of Lactic 
Acid in Blood and Urine,‘ and the author is Dr. JERVEL.. 
It is not possible to give in brief space an account of 
the great variety of conditions under which determinations 
have heen made. Suffice to say that all those who may be 
interested in the relation of the concentration of lactic 
acid to diet, muscular activity, oxygen supply, and phos- 
phorus metabolism will here find much material for their 
consideration. In respect of the pathological field it is 
recorded that the lactic acid of the blood is often increased 
in cases of cardiac insufficiency, and that the normal rise 
with muscular activity is found to be greatly accentuated. 
In anaemia, on the other hand, increased lactic acid is 
only found in the blood if the organism is unable to com- 
pensate for the reduced oxygen capacity of the blood by 
an increase in minute volume. In pneumonia, in pulmonary 
tuberculosis, and in spastic conditions, hyperlactacidaemia 
is frequent. It is not a primary symptom in fever, 
nephritis, liver disorders, or carcinoma. 

We think it unfortunate that the author has chosen to 
employ a method of estimation not generally practised. 
There are available well-tried methods which yield con- 
sistently lower results than does that here employed. In 
this matter of the concentration of lactic acid in biological 
fluids it will be agreed that the lower results are generally 
nearer the truth. At the same time, the author’s argu- 
ments are comparative only, and we do not suggest that 
our technical criticism questions these. 


POPULAR BOOKS ON HEALTH. 

Taz mass production of books on health for lay readers is 
being speeded up each year. The public, it appears, is 
hungry for this knowledge, so hungry that in the opinion 
of some publishers it will swallow anything it is offered. 
The great idea apparently is to go on feeding it, it does 
hot matter in the least with what. So, we have heard, in 
famine areas people will eat earth and stones, not under 
the delusion that these may contain nourishment, but to 
enjoy the sensation of a loaded stomach. 

Of the popular health books of to-day it may be said that 
a little of the pabulum offered to the public is very good; 
the bulk of it is poor, and some is definitely bad.’ In the 
first category is What you should Know about Health and 
Disease, by Dr. Howarp W. Hacearp, a book designed to 
instruct the lay public in the scientific foundations on 
which the structure of hygiene must be erected, and to 
tisplay in a broad survey the whole field of modern medi- 
tine. These are ambitious aims, yet the author achieves 
them. The chapters on physiology are admirable—well 
arranged, clearly and simply written, and amply stocked 
with accurate, up-to-date information. The account of the 
practice of medicine is to be commended not only to the 
lay reader, but to the first-year medical student who would 
like to have one good look at the forest before he concerns 
himself exclusively with trees. The value of this section 


‘Investigation of the Concentration of Lactic Acid ¢ ri 

ca Scandinavica Supplementum xxiv. Oslo: Nati : 


What you showt! Know about Health and Disease. By Howard W. 


Haggard. With an introduction by Yandell Henders r y 

2 on. N 

Harper Bros. 1928. (Demy 8vo, pp. xiii + "74 
et. 


of the book to the general reader is that it shows him 
medicine not as an esoteric mystery to be revealed only to 
the specially endowed, but as a logical superstructure on 
established scientific fact. In these days, when the prac- 
tice of medicine is making increasing demands on the 
patient’s power of co-operation, when impressive guesswork 
is giving place to the patient accumulation and synthesis 
of data from biochemical and other sources, a public has 
to be created with a new attitude towards medicine. 


Practically all that has been written of Dr. Haggard’s 
book would apply with equal force to another American 
work, Personal Hygiene Applied,* by Dr. Jesse FEIRING 
Witu1aMs, first reviewed in our issue of February 10th, 
1923, and now in its third edition. The two books, indeed, 
bear a close resemblance, both in aim and method, but the 
latter ranges a little wider. The author is not content to 
give an account of the foundations and methods of modern 
medicine; he carries the war into the enemy’s camp, and 
the field is strewn with the battered remains of osteopaths, 
chiropractors, Christian Scientists, patent medicine vendors, 
and the vultures who prey on the victims of chronic disease. 
It is a book that any doctor may safely recommend to his 
more intelligent patients. 


Keeping Young after Forty,” by Dr. Evcrne R. 
Wuurmorg, is a little more restricted in its aim than the 
two books just considered. The author attempts, however, 
to correlate hygienic advice with an account of the bare 
minimum of physiology and pathology on which it is based, 
and he writes with a sanity and freedom from sensa- 
tionalism that is all too rare in books designed to fortify 
the courage of the middle-aged. Mr. Bernard Shaw, in 


one of his plays, has suggested that men must try to live — 


very much longer if for no other reason than that the 
problems of adaptation in our complex modern society 


are so great that most of us remain adolescents, still © 


unlearned in the adequate reactions to the difficulties 
besetting us, almost until it is time for us to die. Mr. 
Shaw, as a neo-Lamarckian, believes that some people 
may live to 300 because they ‘“‘ will’’ to do so, just as 
he believes that the giraffe grew a long neck for the 
same reason. Evolution, however, is more fertile in its 
expedients. The giraffe need never have troubled to grow 
a long neck if he had grown a better brain; then he 
might have invented a ladder. A man will make his 
adaptations to a changing environment not so much by 
altering his structure as by inventing ladders. He will 
have a longer and healthier life by probing deeper and 
deeper into the problems of physiology and pathology, and 
by applying the results of his discoveries to his body and to 
its environment. It is to be regretted that most of the 
books purporting to instruct the general reader in the 
technique of keeping young are written by the victims of 
obsessive neuroses. Dr. Whitmore’s book may be recom- 
mended because the author, although he confines himself to 
the subject of how to keep young, has succeeded in not 
discovering the elixir of life. 


NOTES ON BOOKS. 


Tue poor father has been too much neglected by the flood of 
literature provided for the education of parents. At the mater- 
nity and child welfare centre his very existence seems to le 
forgotten, or remembered only to be abused. At last someone 
has thought of educating him, and we are glad to find that one 
of the authors of the father’s guide is a medical man, himself 
face to face with parental problems. In On Being a Father* the 
instruction is given with a plentiful spice of humour—the same 
sort of whimsical entertainment Mr. KENNETH WALKER gave 
us in his earlier book The Log of the Ark. The illustrations 
are excellent, and a great ornament to the book. Every middle- 
class father should read this little volume, but he ought to 
get it before the baby is born, because the chapters on the 
expectant father are among the best. 


6 Personal Hygiene Applied. By Jesse Feiring Williams, A.B., M.D. 
Philadelphia and London: W. B. Saunders Company. 1928. (Post 8vo, 

. 458; 69 figures. 10s. net.) 

7 Keeping Young after Forty. By Eugene R. Whitmore, B.S., M.D. 
New York and London: D. Appleton and Co. 1928. (Cr. 8vo, pp. viii + 208. 


* On’ Being a Father. By E. M. and K. M. Walker. With an intro- 
duction by Cecil Delisle Burns. London: J. Cape. 1928. (Cr. 8vo, 
pp. 191; illustrated. 5s, net.) 
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Mr. Hovston Peterson’s work on Havelock Ellis* contains 
a sympathetic study of a man who is equally well known as 
the principal founder of the scientific study of sex and as a 
distinguished man of letters. As likely to be of special interest 
to our readers we may recommend the chapters entitled 
‘* Physician and surgeon,’ The sex theme,’’ Havelock Ellis 
on trial,’ and ‘‘ Freud and Ellis.’’ Bibliographies of Dr. 
Havelock Ellis’s principal books and other contributions to 
literature, as well as of the numerous translations of his works 
into foreign languages, are appended. 


Since the first edition of Dr. Gersrmann’s book on the 
malariotherapy of general anager pel (see Journal, September 
12th, 1925, p. 481) the number of cases treated in the clinic of 
Professor Wagner-Jauregg, who first introduced the method, has 
risen to over 2,000, and an enormous literature on the subject 
has accumulated. The second edition, of which we have 
received a copy, has been enlarged by 80 pages, and of these 
nearly 30 are devoted to the bibliography as compared with 
barely 15 pages in the first edition. The text has been revised 
throughout. Some of the sections have been rearranged, and 
two new sections have been added dealing respectively with 
the condition of the parasites in preserved malarial blood and 
the treatment of general paralysis with other infections, besides 
malaria and relapsing fever, such as rat-bite fever, framboesia, 
living strains of Spirochaeta pallida, and a proprietary prepara- 
tion consisting of a mixture ef non-pathogenic micro-organisms. 
Almost all authorities, however, are agreed that these aan 
are inferior to tertian malaria in the treatment of general 
paralysis. The experience of the last three years has con- 
firmed the author in his belief that general paralysis is no longer 
an incurable disease, and the degree to which it can be affected 
depends merely on the stage at which the treatment is applied, 
the most important principle being to start it at a sufficiently 
early date. 


The little work on microbial associations and their thera- 
peutical applications,'! by Drs. G. Papacostas and J. Garé of 
the Institut Pasteur of Lyons, is the latest addition to the 
Bibliotheque de Microbiologic, edited by Professor F. Bezancon, 
which in turn forms part of the Eneyclopcdie Scientifique, of 
which Dr. Toulouse is the general editor. The book is divided 
into three unequal parts. The first and shortest consists of 
two chapters, devoted respectively to the consideration of 
symbiosis and parasitism in vegetables, animals, and bacteria. 
In the second part the writers discuss the association of 
various micro-organisms in vivo and in vitro, showing that the 
action of one micro-organism upon another may be of four 
different kinds—namely, one of stimulation, like that of 
Cladothrix on the diphtheria bacillus; antibiosis or secretion 
by certain species of micro-organisms of products injurious to 
other species living in the same environment, like B. pyocyaneus, 
which has a destructive effect on a large number of other 
organisms; synergy, which is usually one-sided, like that of 
B. preteus on the pneumococcus, but occasionally reciprocal, as 
in the case of the streptococcus and typhoid bacillus; and 
lastly, antagonism, like that between B. pyocyaneus and B. 
anthracis. The third part is devoted to the practical applica- 
tion of microbial antagonism or bacteriotherapy, of which the 
most important examples are the treatment of various con- 
ditions by lactic ferments, B. pyocyaneus and pyocyanase, and 
yeasts. An extensive bibliography, which is much more inter- 
national than that usually found in French works, is appended. 


Practical Biochemistry for Students)? by Professor E. W. H. 
CRUICKSHANK, is a textbook written to meet the needs of the 
medical students of Patna University. In that university 
bicchemistry follows organic chemistry, but wholly precedes 
physiology. The author, therefore, has to present his subject 
in a very elementary manner, without assuming any knowled 
of physiology. He has succeeded in compiling a very a 
but clear introduction to the study of biochemistry, which is 
well worth the attention of those teachers who are confronted 
with a like problem. 


e 
e 


% Havelock Eilis: Philosopher of Love. 
G. Allen and Unwin, Ltd. 1928. 
18s. net.) | 


10 Die Malariabehandlung der progressiven Paralyse. WV i 
Dr. Josef Gerstmann. Mit einem Vorwort von Prof, Dr. ‘fuihes Ge. 
lien: J. Springer, oy. 8vo, pp. vii + 309; 17 fi 
beund, R.M.24.40.) gures. 


12 Les Associations Microbiennes: Leurs applications thé : ‘ 
Par Georges Papacostas et Jean Gaté. Paris: Doin et "Cie. 1908, 
(44 x 7, pp. 438. 26 fr.) 


12 Practical Biochemistry for Students.- By E. W. H. Cruickshank 
M.D.Aberd., D.Sc.Lond., Ph.D.Camb., M.R:C.P.Lond. Calcutta and 
London: Butterworth and Co., Ltd. 1928. (Roy. 8vo, pp. viii + 275: 
@l figures. 12s. 6d. net.) 


By Houston Peterson. London : 
(Med. 8vo, pp. xiii + 432; ilhustrated. 


The chemical contribution to the study of induced narcosis" 
is the title of a thesis by Dr. G. Frorence. The author studied 
a series of isomers of the ureid of bromo-valerianic acid. He 
measured the oil-water distribution coefficient and the narcotic 
dose of each derivative, and endeavoured to correlate the 
chemical constitution, physical properties, and narcotic action. 
The work was done under the inspiration of Professor 


Fourneau. 


Dr. W. F. Lioyp has published a booklet of naive little 
plays, of which the setting and sentiment will appeal, we 
imagine, to Welsh rather than to English audiences. In The 
Welsh Fasting Girl,“ which gives its name to the volume, is set 
forth a true story of a rustic maiden who maintained a bogus 
fast for the pecuniary benefit of her family. The heroine dies 
on the stage in a mingled odour of sanctity and fraud ; a Welsh 
doctor and a Welsh nurse from Guy’s discover the simple 
trickery, but are prevented by a lofty sense of moral and 
professional rectitude from interfering with the natural conse. 
quences of parentally imposed starvation! A farce entitled 
The Locum depicts the trials and troubles of a doctor whose 
best patient is first cured, and then supposed to be done to 
death, by a newly qualified youth, who seems to be ignorant 
alike of the use and abuse of drugs. Another little play, 
Cwm Farm, abounds in passages from the Scriptures by an aged 
grandmother, whose voice during quotation gradually rises to 
a ‘hwyl.’’ Doubtless Dr. Lloyd is correct in suggesting that 
the plays will be more effective, if given before a bilmgual 
audience, with the judicious introduction of some Welsh 
expressions. 


13 Contribution Chimique UBRtude’de la Narcose provoquée. Par 
Professeur Gabriel Florence. Lyons: Editions du Service Photographique 
de V'Université. 1928. (Roy. 8vo, pp. 98.) 

4 The Welsh Fasting Girl, and Other Plays. By W. F. Lioyd. Swansea: 
Thomas and Parry, Ltd. 1928. (5 x 6, pp. 156. 2s.) 


PREPARATIONS AND APPLIANCES. 


Forceps For SIMPLIFYING RAMMSTEDT’S OPERATION. 
Mr. G. D. F. McFappen, M.Ch., F.R.C.S. (Belfast), writes: 
In performing Rammstedt’s operation for hypertrophic pyloric 
stenosis, undue delay and increase in shock are frequently 
caused by the intestine and omentum protruding from the 
wound. This protrusion is due to the size of the incision 
necessary for the fingers to grasp the pylorus, and to the light 
anaesthesia produced by the gas and oxygen mixture which is 
the anaesthetic of choice. To eliminate these difficulties and 
simplify the operation I have devised a special pair of forceps 
which are very useful. These forceps have their grasping ends 
shaped like a pair of midwifery forceps, and are lightly con 
structed to prevent any harm being done to the tissues. The 
handles are fitted with a ratchet, the first teeth of which lock 
before the grasping ends are in contact, the other teeth taking 
purchase as the forceps are closed. In this way the varying 
size of the hypertrophied pylorus in infants is allowed for. 
The forceps are made with a curve to permit the handles to 
lie flat on the abdomen when the pylorus is pulled up into the 
wound. With this instrument the peritoneum need only be 


Fue Size 


incised sufficiently to admit one finger. The finger is passed 
down to the pylorus. The forceps, held in the other hand, 
is then passed along the finger to the pylorus, which 5 
grasped and pulled out through the wound; no other of the 
abdominal contents has an to protrude. Whea 
the pyloroplasty is completed the pylorus is allowed to drop 
back and the incision in the abdominal wall is closed. Thest 
forceps have been constructed for me by Messrs. Allen and 
Hanburys, Wigmore Street, London, W.1. 


Quinine For INTRAMUSCULAR INJECTION. 

Solvochin and transpulmin (E. H. Spicer and Co., Lid., Watford) 
are preparations of quinine, m a form suitable for intramusculat 
injection.’ Solvochin is a per cent. aqueous quinine solutio® 
with a neutral reaction, and it is said to be non-irritant 0 
intramuscular injection. Transpulmin is stated to be a solutio 
of basic quinine and camphor in “ ether-oils ”; by this term Wf 
presume that volatile oils are meant. The vendors recommel 
these preparations of quinine particularly for use in pneumonl 
and they put forward some very remarkable claims concerning 
the pharmacological actions and ‘the clinical effects produced by 
these drugs. 
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BRITISH INSTITUTE OF RADIOLOGY. 


MEETING IN LONDON. 

Tae British Institute of Radiology, with which the 
Réntgen Society is now incorporated, held what was 
yirtually an annual congress from November 14th to 16th 
at the Westminster Central Hall. The lectures and dis- 
cussions were combined with an exhibition of g2-ray 
apparatus and photographic materials, to which the leading 
firms contributed. The president of the Congress was 
Dr. G. W. C. Kayr, director of the Physics Department 
of the National Physical Laboratory, and the principal 
events were his presidential address, the Mackenzie 
Davidson Memorial Lecture, by Professor W. L. Bragg 
(the subject of an annotation elsewhere), the Silvanus 
Thompson Memorial Lecture, by Mr. Sampson Handley, 
various papers on physical subjects, and a medical dis- 
cussion, under the chairmanship of Sir Humphry Rolleston, 
on the value of the opaque meal in diagnosis. The prin- 
cipal contributors to this discussion were Sir Thomas 
Horder, Mr. A. J, Walton, and Dr. A. E. Barclay, who 
dealt with it respectively from the position of a physician, 
a surgeon, and a radiologist. Each of them discussed the 
special considerations relating to the stomach, duodenum, 
and large and small intestine, but they also made some 
observations of a general kind on the value of radiology. 

Sir Tuomas Horver said that he still believed that if 
patients were parcelled out amongst radiologists, bacterio- 
logists, and biochemists, the practitioner of clinical medi- 
cine Was not doing his best for them. Instrumental and 
graphic methods had become so prominent of recent years 
in the diagnosis of disease that clinical medicine was 
almost a Cinderella. Patients were rather surprised when 
the consultant did not at once unpack their collection of 
radiograms. But even the best—perhaps in one sense 
especially the best—set of radiograms might contain a 
whole heap of appearances which were irrelevant so far 
as the patient's disease was concerned ; on the other hand, 
they might contain appearances which were like a revela- 
tio to the observer whose eye had been sensitized to this 
particular case by thorough acquaintance with the patient. 
The great art of diagnosis did not lie in the accumulation 
of a vast quantity of data, nor in trying to establish 
superiority for one set of data over another, but in separat- 
ing the essential from the non-essential. It was a truism 
to say that the contribution made by radiology to the 
diagnosis of diseases of the alimentary tract was incalcul- 
able, but the contribution would be ‘still greater if con- 
sulting rooms were not still flooded with a large amount 
of indifferent work. Nothing darkened counsel so much 
asa bad radiograph. Sometimes, after having been faced 
with such a series, he felt that if one could only neglect 
the whole lot and rely upon other methods the case would 
be less difficult, but then there came such a splendid series 
of pictures, of exquisite technique, that he was lured back 
toa pardonable reliance upon the method. He concluded 
with a warning addressed to clinicians as well as radio- 
logists, that it must not be thought that as technique 
improved and results got better the interpretation of them 
became more easy; the contrary was the case. 

Mr. A. J. Watton said that not only the public but able 
practitioners were beginning to regard z-ray investigation, 
carried out even by an untrained man, as a valuable means 
of diagnosis. A large number of patients had wasted both 
time and money on useless investigations, which had to be 
repeated at a later date, because too much reliance was 
Placed upon the x rays. Cases were sent up for an #-ray 
picture to determine whether a certain lesion was present 
When the most superficial clinical examination would have 
made the matter clear. Again, cases of doubtful stomach 
intestinal lesions were sent up with one poor film. taken 
yan amateur, and accompanied by no report. This was 
hot only wasteful but dangerous, because it subjected the 
patient to unnecessary gz-ray exposures, gave rise to erro- 
Nous diagnosis, and brought into being a false sense of 
“eirity. On the other hand, careful investigation by a 
man well trained in this branch of work and accompanied 
by a detailed report was of inestimable value. 


Dr. A. FE. Barcray admitted at once that no elaboration 
of apparatus or perfection of technique would of itself give 
accuracy of results. This was not, and never could be, 
a machine-made diagnosis. There had been two discussions 
recently on pitfalls and fallacies in radiological diagnosis— 
one at the Royal Society of Medicine and the other at the 
Annual Meeting of the British Medical Association. Com- 
menting on these, the writer of a very able leading article 
in the British Medical Journal on October 6th (p. 617) laid 
his finger on the weak point, the biggest fallacy of all, 
the fact that those in authority had not realized the vital 
importance of obtaining the services of the best men avail- 
able for this very specialized task. But the radiologist 
also could point out clinical mistakes. Very often radio- 
logical and clinical conclusions were at variance, but by the 
operation findings the radiological report was shown to 
have an extraordinary degree of accuracy—an almost un- 
believable accuracy to those of them who had seen the 
whole method evolve from its infant fumblings. The 
diagnosis of conditions in the abdomen was inevitably diffi- 
cult; without radiological examination it was nothing more 
than intelligent guesswork, but with a competent and 
thorough radiological examination this guesswork was 
correlated with the facts of actual observation, and the 
deduction of an accurate diagnosis became a_ possibility. 
The radiologist deduced from shadows that recorded facts ; 
the clinician had to rely on signs and symptoms which, 
in the abdomen, were as uncertain as an English summer. 

Dr. H. E. Gamien and Dr. Gitsert Scorr spoke briefly, 
and at a later session the subject was resumed, and several 
speakers gave their experienges. 


Annual Dinner. 


The annual dinner of the Institute was held at the . 


Trocadero on November 16th, when Dr. G. W. C. Kaye 
presided over a large company, including many eminent 
guests. Before any of the complimentary toasts were taken, 
those present stood in silent memory of Robert Knox. 
Mr. Curnsert ANDREWS, in a witty speech, proposed the 
health of the Institute. The amalgamation, he said, had 
not yet been perfected. It was a new venture, with more 
difficulties than the outsider could appreciate, but he had 
every hope for its future success. ‘‘ It is going to be the 
best and most complete thing of its kind in the world.’’ 
Dr. Kaye, in response, said that this November meeting, 
the second of its kind, bade fair to become an annual 
congress. The attendance had been wonderfully good, the 
discussions well sustained, and that dinner was a happy 
reunion of friends in town and country. The Institute 
included in its membership and activities three elements— 
those represented by medical men, by physicists, and by 
manufacturers. The trinity had been described as faith, 
hope, and charity, but he would not venture to say which 
was which! In response to the toast of ‘‘ The Guests,” 
proposed by Dr. L. A. Rownpen of Leeds, Sir Tuomas 
Horper referred to a number of radiological pioneers whom 
he had known, and all of whom in their different spheres he 
honoured—Robert Knox, Archibald Reid, Hugh Walsham, 
Lewis Jones, and Ironside Bruce. He believed that there 
was no ancillary science which gave clinicians so much help 
as radiology, not even excepting the science of bacteriology, 
and he maintained this in spite of a paragraph which 
appeared in one of the London journals that evening, 
under the heading of “‘ Bad radiology,’’ purporting to give 
some of his remarks in the discussion of the morning. 
Mr. H. T. Tizarp, F.R.S., secretary of the Department of 
Scientific and Industrial Research, who also responded, 
praised the close co-operation of medical men and men in 
adjoining fields of science which the Institute exemplified 
and furthered. Colonel Kenetm president of 
the Institution of Electrical Engineers, congratulated the 
Institute upon its splendid achievement at the reeent Inter- 
national Congress of Radiology at Stockholm in getting the 
British point of view of the subject of protection adopted 
by a gathering representative of many countries. Sir 
Humrury Rouirston called upon the company to drink 
the health of the chairman, and said how much the work of 
the X Ray and Radium Protection Committee had been 
facilitated by Dr. Kaye’s efforts, 


“ 


THE RADIOLOGIST IN Barris 
= SURGERY. 
AND SURGERY. 946 | 
He 
rtic 
— 
on. | 
sor 
ttle : 
we 
The 
set 
dies 7 
| 
and | q 
nse- | 
tled | 
e to | 
rant | 
olay, 
aged 
s to 
that | | 
Jelsh 
Par 
hique 
nsea : 
| 
con- | 
The 7 
1 lock 
raking 
arying 
1 for. 
‘les to 
to the 
ily be 
ig 
passed 
hand, | 
‘ich is 
of the 
When 
o drop | 
These 
‘atford) 
yusculat q 
solution 
ant of 
solution 
erm We 
umonia, 
cerning 
nced by q 
. 


946 Nov. 24, 1928] 


HOSPITALS PAST AND PRESENT. 


Tue Britisg 
MepicaL JouRNa® 


HOSPITALS PAST AND PRESENT. 


PRESIDENTIAL ADDRESS TO THE LONDON ASSOCIATION OF 
THE MepiIcaL WoMEN’sS FEDERATION. 


At a meeting of the London Association of the Medical 
Women’s Federation, held on October 23rd, at the House 
of the British Medical Association, Dr. Frances Huxtey, 
the new president, delivered an inaugural address on the 
scope and trend of hospitals past and present. 


Dr. Huxley traced the origin of institutions for sick poor 
from ancient Babylon, where the sick were placed in the public 
ways, so that passers-by might give advice as to treatment. 
In the earliest refuges for the sick the carve of the soul and the 
body were closely associated, and rested in the hands of the 
priests. In ancient Greece the rite of incubation was practised 
in temples raised to Aesculapius. By this rite, also practised in 
Egypt, sufferers from disease slept in the shade of the temple, 
that the god might inform them in their dreams of their 
treatment. A papyrus, named after Professor Ebers, and dating 
from circa 1550 B.c., gave detailed information about a hospital 
associated with the temple of Heliopolis. Excavations of 
ancient Egyptian shrines resulted in the uncovering of the 
great temple of Dindara, with ‘‘ Laboratory Officers ’’ over 
one door, and “ Place for the Preparations of the Superin- 
tendent of the Laboratory ’’ over another. The date of this 
also was about 1500 B.c. In Egypt, in the eleventh century B.c., 
there was a college of physicians in receipt of public pay, and 
regulated by law as to the nature and extent of their practice. 
Women were said to have practised there. The physicians had 
to treat the poor without fee, and there were probably, as 
later at Athens, official houses where the poor attended, corre- 


Sponding with out-patient departments of to-day. The physi- 


cians were allowed to receive payment from private patients. 
There were already then specialists, and each was allowed to 
practise only his own branch of medicine. 

In Greece, by the fourth or fifth century B.c., there were as 
many as 300 temples where the healing art was practised. One 
was at Epidaurus. From the time of Hippocrates, who was 
born in Cos about 460 B.c., a splendid hydropathic hospital 
developed there in association with the old temple. Hippocrates 
used to prescribe sunlight, pure air, pure water, and shelter 
from cold winds—a good basis for modern treatment. At about 
the same time numerous hospitals sprang up in the East, at 
first associated with Buddhist monasteries. In China only was 
there no record of them. In the Buddhist period Charaka and 
Susruta practised laparotomy, the suture of intestines, and 
rhinoplasty. The ruins of one Buddhist hospital remained at 
Surat, and others were still extant in Burma and Siam. In 
the early days, in Persia, Greek physicians had served the 
court. A hospital with a medical school existed at Gondishapur, 
in Persia, and about a.p. 550 Barjoia was sent to India to 
study the Buddhist medical system. After this the school and 
hospital, under the combined teaching of the West and East, 
was a great centre of learning fer many generations. While 
Europe was in complete cultural ignorance this school, givin 
rise to medical education in the Moslem world, produced severa 
hospitals. In 1295 the Grand Vizier Rasidu built a hospital 
at Tabriz and sent agents to foreign countries to collect good 
and rare drugs. There was a staff of oculists, surgeons, and 
physicians, and students employed as clerks and dressers. 

Only with the acquirement of scientific knowledge from 
Greece was the native Roman delivered from pagan Tension 
Asclepiades taught in Rome. A follower of his, Celsus, 
described plastic operations on the face, the removal of nasal 
polypus, and operations for goitre and stone. The Romans 
excelled in the development of hospitals. Valetudinaria were 
built, primarily for infirm soldiers, but later for the use of 
citizens, rich and poor. A Roman matron, Fabiola, built a 
type of hospital known as nosocomium, and linked up con- 
valescent homes in the country with institutions in Rome. In 
4.p. 335 Constantine abolished many Roman hospitals, but the 
edict probably concerned only pagan shrines. Before the 
Christian era women were already practising medicine, perhaps 
in Egypt, certainly in Greece and Rome. Hyginus recorded 
that before the practice of medicine was permitted to women 
in Greece, one Agnodice studied medicine unrecognized. Her 

ractice’ was successful, jealousy was aroused, and she was 
Geonatt into court for breaking the law. However, her women 
patients protested, and the laws were modified so that any free 
woman might practise in Greece. 

While Christians were still oppressed, the care of the sick 
had to be undertaken secretly by deacons. As Christianity 


became established the bishops were made responsible for 
such care, and hospitals were built in the vicinity of the 
bishop’s dwelling. Cease hospitals associated with monasteries 
spread throughout Europe. In England in the Middle Ages 
numerous hospitals were founded, but, being ecclesiastical 
foundations, they were for the cure of the soul rather than of 
the body. Most of them were not hospitals in the moder 
sense of the word; it was difficult to get any record of institu 
tions for the care of the acutely sick. Among the earliest 
English hospitals were St. Leonard’s at York, and a house a 
Flixton, also in Yorkshire, both founded in the tenth century, 
In 1123 Rahere founded the Hospital and the Priory of 
St. Bartholomew. The hospital was run by a master, usually 
a priest, eight brethren, and four sisters. After the dissolution 
of the monasteries in Henry VIII's reign, opportunities for 
in-patient treatment were scanty. By the beginning of the 
eighteenth century there were only two general hospitals in 
London—St. Bartholomew’s and St. Thomas’s—and one special 
hospital—namely, Bethlem. In the country there were nm 
hospitals; as late as 1736 cases requiring surgical treatment 
were forced to travel to London for it. To replace the Ps 
visions for the poor made by the religious charities until 1537 
Queen Elizabeth: had established a Poor Law system. Each 
parish was to provide work for its able-bodied and dwellin 

for its aged and infirm. The system was not satisfactorily 
carried out, because the parishes were not rich enough to build 
the required houses. In the latter half of the seventeenth 
century more workhouses were built, but Poor Law reliet was 
very inadequate. Furthermore, the chartered hospitals, owing 
to lack of funds, had limited very seriously their numbers of 
out-patients, and were charging in-patient fees. At Bart's 
in 1673 out-patients were limited to eight a week. This number 
was increased to fifty in 1695. A patient requiring admission, 
however urgently, had to have a governor’s letter, or pay 
Qs. 6d. ‘“‘ for burial fees.’’ Fees were required also for the 
sisters and porters. The medical staff was salaried. 

In the eighteenth century considerable impetus was given to 
medical study by the establishment of certain university chairs. 
There was also a great revival of religious feeling, which 
turned public attention to the state of the sick poor. The 
motive for securing the protection of the healthy gave way to 
a desire to alleviate the sufferings of the sick. In _ the 
eighteenth century the Westminster Hospital, St. George's 
Hospital, the London Hospital, and the Middlesex Hospital 
were founded. The conditions of these voluntary subscription 
hespitals, as contrasted with the chartered institutions, were: 
(1) they were unendowed and wholly dependent on the bene 
factions of the public ; (2) their administration was in the hands 
of subscribers; (3) their medical and surgical staffs were 
honorary, and voted (as subscribers) on matters relating to 
general management; (4) no fees were taken from applicants 
for admission. 

The Royal Free Hospital was founded in 1829 by Dr. 
William Marsden. One evening, when passing St. Andrew’s, 
Holborn, he saw on the church steps a young girl almost dead 
from disease and starvation. She had been refused admission 
at Bart’s because she had no governor’s letter and no money. 
Dr. Marsden opened a small dispensary to which the sick poor 
were admitted without payment and without formality ;_ this 
was the beginning of the Royal Free Hospital. The general 
use of hospitals remained for some time limited. Hospital 
construction was faulty, sanitation primitive, and Aer vee 
the rule. Sepsis was rampant. It was only with the rap 
progress of, medical teaching, the acquirement of knowledge 
of asepsis, ‘and the development of a scientific nursing service, 
that hospitals began to assume their rightful position in the 
health scheme of the country. 

In dealing with hospitals at the present day, Dr. Husle 
pointed out that after the war increased expense and decreas 
subscriptions had made the position of hospitals very serious. 
Temporary help was given by the Government, a grant of 
£500,000 having been distributed. Now the position was better, 
but voluntary hospitals, as ‘‘ charitable institutions for the free 
treatment of the sick poor,’’ no longer existed. The voluntary 
hospital still received a proportion of its income from charitable 
sources, but it also received a large and growing proportil 
from patients’ eet. Pay-beds had come into being, and 
were oe extended ; the proportion of entirely free cases was 
small. Poor Law hospitals were being brought up to date, 
before long would be taken over by the local authorities. More 
co-operation between voluntary hospitals and municipal hospitals 
was bound to come in the future. Nearly everyone in England, 
said Dr. Huxley, regarded the ‘‘ voluntary system ”’ witl: great 
affection, and were anxious to maintain it; but all the volur 
tary system now meant was freedom from interference @ 
red tape, and this could, in her opinion, be maintained only 
by making the voluntary hospitals. self-supporting, and. by 
a willingness on their part to co-operate with each other @ 
with the municipal hospital service, which was rapidly coming 
abreast of them. 
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YELLOW FEVER PROPHYLAXIS. 
InTEREST in yellow fever and its prophylaxis has been 
awakened by recent reports and correspondence in 
the Times referring to a protective vaccine and its use 
in South America. The history of yellow fever investi- 
gations is both interesting and tragic, for others besides 
Adrian Stokes, Noguchi, and Young have lost their 
lives while probing into its secrets. The first definite 
advance in our knowledge of the etiology was made in 
1901 by the American Commission, consisting of Reed, 
Carrol, and Agramonte, who, working at Quemandos, 
proved that the vector was the mosquito Stegomyia 
fasciata, or, as it is now known, Aédes argenteus. It 
is true that many years before then both Beauperthuy 
and inlay had suspected this mosquito, but the 
results of the American Commission placed the matter 
on a sure foundation. Two years later, at Rio 
de Janeiro, the observations were confirmed by 
the French Commission, composed of Marchoux, 
Salimbeni, and Simond. This newly acquired know- 
ledge placed at the disposal of hygienists a method of 
prevention of which they availed themselves to the 
full in Central and South America, largely under the 
auspices of the Rockefeller Foundation. The yellow 
fever mosquito, which breeds in collections of water 
in and around houses, was relatively easy to attack. 
By stringent regulations and untiring inspection it was 
found possible to keep the mosquito index below the 
critical level, so that yellow fever as a terrible menace 
has ceased to exist in the great foci in the New World. 
There is, however, always the danger that it will 
appear where the anti-mosquito measures have not 
been applied, or should the energy of attack be abated. 
The disease is also endemic in West Africa, and from 
time to time occurs in serious epidemic form. Though 
some believed that the African disease was not yellow 
fever, there is no longer any doubt as to its nature. 

It would appear that the application of the anti- 
mosquito measures which have proved so successful 
in America presents greater difficulties in West Africa, 
owing probably to the more primitive native popula- 
tion. This being so, it was all the more desirable that 
some other method of combating the disease should 
be discovered. Great hopes in this direction were 
raised by the announcement by Noguchi in 1919 that 
he had isolated the causative organism—Leptospira 
icteroides—which was allied to that which produces 
infectious jaundice or Weil’s disease. With it a 
vaccine was prepared and an antiserum in horses, and 
these were issued for prevention and treatment. 
Though some observers appeared to confirm Noguchi’s 
findings, there gradually accumulated evidence that 
Noguchi’s leptospira was identical with that of Weil’s 
disease. At this juncture, in 1925, the West African 
Yellow Fever Commission of the Rockefeller Founda- 
tion went to West Africa, where medical officers in the 
Colonial Service had repeatedly failed to recover a 


leptospira from cases of yellow fever. The late Adrian 
Stokes, who joined the Commission as a British 
representative, together with Bauer and Hudson, 
made the most important discovery that the disease 
was inoculable to Asiatic monkeys, particularly 
Macacus rhesus. In it the virus was easily main- 
tained by direct inoculation of blood and tissues, or 
by mosquito transmission. This at once opened up 
a field for experimental investigation. It was shown 
that the disease was caused by a filterable virus and 
not by a leptospira. Noguchi then, as an independent 
worker, went to West Africa from the Rockefeller 
Institute, and commenced his work at Accra at the 
laboratory of which W. A. Young, who had long expe- 
rience of the disease in West Africa, was the director. 
As is well known, Noguchi and then Young fell victims 
to the infection. Though Noguchi’s results have not 
yet been published, it is understood they are in agree- 
ment with those of the West African Yellow Fever 
Commission, which was working at Lagos. 

Finally, A. W. Sellards of Harvard University went 
to Dakar, and with Mathis again confirmed the 
susceptibility of the Asiatic monkey. Sellards, as 
recorded in this Journal,’ on his return came to 
London and brought with him frozen virus, which, 
proving infective, enabled work to be carried on in 
this country. With this strain of virus Edward 
Hindle, the Beit Fellow in Tropical Medicine, carried 
out investigations in London at the Wellcome Bureau 
of Scientific Research. Applying to the experimental 
disease in monkeys the methods which had proved suc- 
cessful for the production of vaccines in the hands of 
Laidlaw and Dunkin in the case of dog distemper, and 
of Todd in the case of fowl plague, Hindle found, as 
noted in this Journal,*? that a phenol glycerin emulsion 
of the liver would confer on monkeys an absolute 
immunity against enormous doses of virulent virus. 
Meanwhile Aragao (1928), working at the Oswaldo Cruz 
Institute in Rio de Janeiro, demonstrated the suscepti- 
bility of the Asiatic monkey to the South American 
disease, and by a cross immunity test proved the 
identity of the American and West African viruses. 
Receiving Hindle’s paper on the preparation of vaccine, 
Aragao repeated the observations with the American 
strain, and, after administering the vaccine to 
a number of laboratory workers with no untoward 
results, issued it for use in a small epidemic. In all, 
between three and four hundred people were vac- 
cinated without accident, and, though no unwarranted 
conclusions are drawn, it is noted that none of the 
vaccinated contracted the disease. These encouraging 
results are being followed by the production of the 
vaccine on a larger scale, so that it will be available 
for use by the Public Health Department of Brazil. 

One other aspect of the question deserves mention— 
namely, the protective action of immune serum of 
convalescents. It was shown by the French Com- 
mission in 1903 in the case of human beings, and by 
Stokes, Bauer, and Hudson in monkeys, that a com- 
paratively small dose of serum from a_ recovered 
case of the disease would protect against infection. 
There is here a method of diagnosis in doubtful cases 
Further- 
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immunity, and will have its uses when it is desired 
to immunize more rapidly than by vaccine. Tlindle’s 
vaccine, however, if it proves to be as effective in 
human beings as it is in monkeys, will be of the 
utmost value in the prevention of yellow fever, which 
hitherto has depended on a precarious and ceaseless 
vigil over the ubiquitous insect vector. 


NOISE AND THE PUBLIC HEALTH. 

Tue British Medical Association has reason to feel 
gratitied at the reception accorded by the press to 
its Memorandum on Preventable Noises, submitted to 
the Ministry of Health on October 23rd and published 
in the Supplement to our issue of November 10th. 
Most of the great national newspapers have made the 
memorandum the subject of favourable, even enthusi- 
astic, leading articles; nearly all of them have given 
it prominent notice on their chief news pages and 
quoted extensively from its proposals. ‘* Not merely 
public support, but public gratitude is due to the 
British Medical Association for the forcible memo- 
randum which they have addressed to the Minister 
of Health on the subject of preventable noises. It 
emphasizes, with the weight of those speaking with 
authority, the very serious injury to which the health 
of the community is exposed by the conditions of the 
present day—conditions which have been created by 
the mechanical age and allowed to accumulate until 
they have become intolerable.’’ ‘* The British Medical 
Association’s Memorandum to the Minister of Health 
about the noise nuisance . .. represents the best 
medical opinion seriously applied to a practical ques- 
tion. We should ignore it at real peril to our health.” 
“It is the most forcible statement of the case con- 
cerning the damage to health from avoidable noise 
that one has seen.’’ We quote these typical extracts 
from the daily press because we believe they represent 
a widespread feeling that the British Medical Associa- 
tion has done a service to the community by insisting 
that the problem of noise is closely bound up with 
the public health. This, so far as it goes, is all to the 
good. It means that the public now realizes that some- 
thing more is threatened than its comfort; that its 
mental and physical health is endangered by the 
incessant din of to-day. But it must not be taken 
to mean that the Association may now gracefully 
accept the bouquets that have been showered on it 
and regard this piece of work as accomplished, or 
that the public, secure in the belief that something 
is now certain to be done, may once more sink into 
inertia. The price of freedom from noise is eternal 
Vigilance. 

There are already signs that Mrs. Partington is 
getting busy with her mop. The traffic experts, it 
is said, are preparing to solve the whole problem by 
standardizing the motor-car horns to be used in city 
streets. There is a real risk that their proposal may 
be accepted, and the public told that the noise 
nuisance has now been taken in hand. A premature 
closing of the campaign might very well leave us 
where we were—the noise from electric hooters perhaps 
abated a little, but all the other components of the 
general pandemonium left untouched, and, for all one 
knows, even intensified as the years go by. Thus 
while the Ministry of Transport is showing how severe 
it can be with a whipping-boy, the other offenders must 
not be allowed to continue their clatter and din. The 
Government should be made to understand that 
tinkering with this large problem is waste of time, and 
that comprehensive measures on the lines suggested 


by the British Medical Association are needed to 
abolish the curse of unnecessary noise. Here we would 
repeat that noise and speed are so closely interrelated 
that any attempt to deal with the one without control- 
ling the other is doomed to failure. Unfortunately, a 
large section of the public wants more and more speed, 
These restless folk appear to believe that motion 
relative to the earth is the thing that really matters, 
and in this belief they devote the greater part of their 
lives to what is to them the all-important business 
of getting somewhere else in the shortest possible 
time. Devotees of sheer speed will not meekly 
acquiesce in radical proposals to lessen the din of 
traffic. 

Meanwhile we welcome the news that at a recent 
meeting of the Edinburgh Town Council it was unani- 
mously resolved to take immediate steps, by a clause 
in the next Provisional Order, to secure legislation 
along the lines of the British Medical Association's 
resolutions on noise. This, so far as we know, is the 
first attempt to deal with the evil by local legislative 
action. It is fitting that Edinburgh should five a lead 
in this matter. The Edinburgh and Leith Division of 
the British Medical Association was the first respon- 
sible body to initiate a campaign against noise and 
vibration on the ground that these are a menace 
to the public health. In October, 1927, Dr. T. G. 
Nasmyth and Judge Morison Millar, of the Publie 
Health Comittee of the Edinburgh Corporation, 
invited their committee to consider the question of 
preventable noise, especially noise at night, in its 
relation to the public health; and in May, 1928, the 
Public Health Committee approved and supported the 
resolutions formulated by the Edinburgh and Leith 
Division, and then about to be forwarded for inclusion 
in the agenda of the Annual Representative Meeting 
of the British Medical Association at Cardiff. We 
hope that other municipalities will follow the example 
set by the Scottish capital, and that the public agita- 
tion against noise will not be allowed to die down. 


2 


THE INTERNATIONAL CANCER CONGRESS. 
A reatcre of the present age is the holding of 
conferences, and there is no doubt that in elucidating 
questions of etiology and treatment much assistance can 
be derived from the joint consultation of experts from 
various countries who approach the same problem from 
different standpoints. The ultimate value of such co 
operation depends, however, upon the extent to which 
the informagion thus made available can be considered at 
leisure, and therefore the appearance this week of the 
full official report of the International Cancer Conference,’ 
which, on the initiative of the British Empire Cancer 
Campaign, was held in London last July, is much to be 
welcomed. In our issues of July 21st and 28th we dealt 
at some length with the outstanding contributions of 
various distinguished workers to the discussions on that 
occasion, and the extent of the ground that was covered 
in the conference makes it impossible to discuss at all 
fully here any particular part of the present volume, oF 
even to enumerate the titles of the many papers. It cam 
be said with confidence, however, that this volume will long 
be a most valuable book of reference; in some respects it 
is a textbook with which all interested in cancer research 
will have to be familiar. Professor Archibald Leitch, the 
editor of the report, deserves high credit for the way m 
which the vast amount of scientific information has been 
made available for quick reference and careful study. The 
report is arranged in sections according to the subjects 


1 International Conference on Cancer, London, 1928. Bristol: J- Wright 
and Sons, Ltd.; London: Simpkin Marshall, Ltd. 1928. 


| 
| 
— 
‘ 
( 
| 
1 
f) 
a 
| 
a 
m 
th 
T 
| to 
a 
| N 
We 
Th 
We 
th 
wh 
an 
eX) 
em 
me 
mi 
It 
iny 
| | 
| 


Nov. 24, 1928] 


THE MOLECULE UNDER THE X-RAY MICROSCOPE. 


949 


discussed. The first section is devoted to consideration of 
the causes of cancerous growth and the mechanism of the 
cell changes, and the opening paper by Professor James 
Ewing of New York sums up in a readable manner the chief 
recent developments in this respect. Here and elsewhere 
in the papers comprising this section are signs of the 
variety of directions in which research is proceeding to 
trace the principal factors implicated. The second section 
is devoted to the relative values of surgery and radiation 
in the treatment of cancer, and contains what are possibly 
sume of the most interesting and provocative contributions 
to the whole conference; outstanding prominence is neces- 
sarily accorded to radium, which, by general consent, has 
“come to stay.’’ A shorter, though important, section is 
devoted to methods of treatment by chemotherapy, with 
special reference to lead. A considerable amount of oppo- 
sition to this line of treatment was manifested at the 
conference, and it is clear that a settled judgement has 
not yet been reached. From the pathological standpoint 
the discussion on occupational cancer was of considerable 
significance, and illustrated plainly how circumstances vary 
in different countries. Mention may here be made of an 
authoritative paper, contributed by medical imspectors of 
factories under the Home Office, relating to the occurrence 
of cancer in industries. On the surgical side special atten- 
tion is paid to the early recognition and treatment of 
gastric cancer and of bone sarcoma, while medical interests 
were uppermost in the consideration of cancer cachexia and 
pulmonary carcinoma. Many diagnostic methods are dis- 
cussed, and several papers relate to the effects of radium 
and x rays on the blood, vascular, and lymphatic systems, 
with special reference to malignant growths. The report 
concludes with statistical papers on the geographical and 
racial prevalence of cancer, and practical conclusions are 
deduced with regard to public action, ineluding cancer 
campaigns and the provision of anti-cancer centres. 


THE MOLECULE UNDER THE X-RAY MICROSCOPE. 
Tue late Sir James Mackenzie Davidson once expressed 
regret that he had not devoted his career wholly to physics 
instead of to medicine. One can imagine with what delight 
he would have listened to the eighth Mackenzie Davidson 
Memorial Lecture, which was delivered at the House of the 
Royal Society of Medicine on November 14th by Professor 
W. L. Bragg, F.R.S., on the new science of x-ray optics. 
The lecturer, who furnishes a happy example of how a 
genius for science and its exposition can be transmitted 
from father to son, made this recondite subject as clear 
as it can be made to any audience simply by pursuing the 
analogy of x rays and light rays, and showing how the 
examination of atomic arrangements by the former is only 
au extension of the examination of small bodies under the 
microscope. At the outset Professor Bragg complained of 
the term ‘‘ » ray,’’ which, he said, should be “‘ x wave.”’ 
The word ‘‘ ray” conveyed a false idea, whether applied 
to the emanation from an x-ray bulb or to light. Tt was 
a mere convention, owing its exjstence to the fact that 
Newton first plotted out things by rays; actually, however, 
waves and not rays were concerned in these phenomena. 
The special features about x waves as distinct from light 
waves which made them so interesting were, first of all, 
their penetrating power and different laws of absorption, 
Which made ordinarily opaque bodies appear transparent, 
and secondly, the fact that the type of radiation was so 
extremely minute. The discovery of the very shoit waves 
emitted from an s-ray tube, said Professor Bragg, had 
meant to the physicists exactly what the discovery of the 
microscope originally meant to the chemists and biologists. 
It had made possible as great a step forward in the 
investigation of the structure of matter as the microscope 
itself at an earlier day had done. While the microscope 


enabled detailed structure to be observed on a scale smaller 
than the wave-length of visible or ultra-violet light, the 
use of « rays as the illuminating agency increased this 
range ten thousandfold. On the z-ray scale of wave-length 
the molecule had relatively a large body. Its characteristic 
shape was imprinted by the seattered waves and could be 
measured, and a picture of the molecule could be drawn, 
just as a drawing could be made of any small object under 
a high-power microscope. There was nothing mysterious, 
Professor Bragg continued, about 2-ray optics. All 
the methods used had their parallels in ordinary micro- 
scopical examination. So much was this the case that he 
could devote almost the whole of his lecture to the discus- 
sion of some properties of the microscope, and at the end 
make the necessary qualifications for the fact that instead 
of looking at an amoeba under the microscope one was 
looking at a molecule by means of z rays. There was this 
difference, of course, that in the case of the microscope 
the final recording instrument was the retina, whereas in 
g-ray optics a more indirect method had to be employed. 
But this difference was not fundamental; the main feature, 
common to both processes, was the discernment of the form 
of a minute body by noting the way in which a beam of 


- light fell upon the object and was scattered by it, just as 


a stone thrown into a pool caused a scattering of ripples 
on the surface, from the pattern of which rippling certain 
information about the projectile and its place of impact 
could be deduced. About fifty years ago Abbé in Germany 


' formulated a treatment of the resolving power of the micro- 


scope which now turned out. to be equally good for the new 
science of x-ray optics. Abbé considered cases where a body 
with a series of fine regular striations, or a reticulated 
pattern such as that of a diatom, was placed beneath the 
objective and illuminated with transmitted parallel mono- 
chromatic light. He showed that the scattered light 
formed a series of interference maxima or spectra just 
behind the objective, which spectra acted in their turn 
as sources of light, sending out waves which crossed and 
interfered with the image-plane of the microscope. These 
waves gave certain information about the form of the body 
concerned, and built up the visible image. The image was 
never a perfect one, and the fewer the spectra which could 
be got into the objective the more vague and diffuse it 
was. With every fresh order df spectra admitted the 
image became sharper. It was as if, said Professor Bragg, 
the light was asked to paint a picture of what was under 
the objective, but to do so with something which was the 
equivalent of a scrubbing-brush; with each new order of 
spectra which could be brought in, a tool of increasing 
fineness was made available, and the picture accordingly 
became more detailed. All this corresponded with the 
infinitely more minute observations in x-ray optics, except 
that, in x-ray examination, the microscope was, as it were, 
cut short at the region where the spectra were formed, 
and as physical ‘conditions made it impossible to coerce the 
spectra into recombining to form the image, the spectra 
had to be measured by suitable instruments, and the image 
built up by calculation. Thus although images of atoms 
and their molecules could not be formed directly, devices 
could be used to show what the images would be like if one 
could see them, and Professor Bragg exhibited a series of 
such ‘ photomicrographs ”? of atomic arrangements, which, 
he said, if the element of calculation might for the moment 
he neglected, could be regarded as z-ray photographs of 
ultimate matter with an enlargement of many thousand 
million diameters. Major C. E. 8. Phillips, in moving 
a vote of thanks, said that this work, which already had 
many laboratory and industrial applications, might net 
be without its medical interest also, opening up the possi- 
bility of discerning finer differences in tissue structure 
than the microscope could reveal. 
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THE DURATION OF PREGNANCY. 

Mernops of calculating the date of parturition are at 
resent admittedly unsatisfactory, and any attempt to trace 
he laws which govern the duration of pregnancy deserves 

careful consideration. In the summer number of tle 

Journal of Obstetrics and Gynaecology of the British 

Empire W. A. Jolly, professor of physiology in the Univer- 

sity of Capetown, has submitted clinical evidence that the 

period of human gestation is intimately related to the 
length of the mother’s menstrual cycle in any particular 
case. He concludes that the physiological period of gesta- 
tion extends over eleven cycles, counting from the middle 
day of the last menstrual flow, and not over ten cycles as 
is generally assumed. He believes that this constitutes 

a law in those pregnancies in which the maternal cycle is 
short. When the cycle is one of twenty-four days, and 

‘regular, the pregnancy, counting from the last menstrual 
flow, lasts for 264 days—that is, eleven cycles. The actual 
period of gestation, reckoning from the fourteenth day of 
the cycle (when ovulation and conception are assumed), is 
252 days—that is, ten and a half cycles. Again, when 
the cycle is one of twenty-six days the corresponding figures 
are 286 and 273 days. When the cycles are longer the law 
is modified by a complication resulting from the age of the 
foetus, and birth is likely to occur when the tenth missed 
period following conception falls due, or shortly afterwards. 
In the human female the twenty-eight-day cycle is usual, 
and the data in textbooks apply directly to this case. Pro- 
fessor Jolly remarks that, in view of the admitted fact 
that parturition commences on an average about ten cycles 
after the last menstruation, it may seem at first sight 


unreasonable to deny that this represents the physiological’ 


law of gestation and to deduce a law from short-cycle cases 
which are relatively rare. When, however, account is 
taken of the great variations in the duration of human 
pregnancy, the considerable difficulty in accurate prediction 
of the date of birth, and the manner in which this date 
is affected by extraneous circumstances, it becomes evident 
that a complication exists for which allowance has not been 
previously made. He suggests that the length of the cycle 
niay have tended to increase in course of time in the human 
race; in consequence of this the increased age and size of 
the foetus lead in many cases to uterine evacuation before 
the “endocrine clock ’” is ready to strike. The evidence 
submitted by Professor Jolly in support of this interesting 
view is certainly worthy of critical examination, and 
further investigation along these lines should yield results 
which the clinician as well as the physiologist will be glad 
to have. 


INFLUENZA AND THE ONSET OF ACUTE PSYCHOSES, 
Tue frequency with which mental disorders and diseases 
of the central nervous system follow epidemics of influenza 
has been noted on various occasions, and particularly in 
the serious outbreak in 1918-19, which-led Sir George 
Savage to conclude that of all the infectious diseases 
influenza was most likely to have mental sequels, though 
this type of mental disorder pursued generally a favourable 
course. In the October issue of the Journal of Neurology 
and Psychopathology T. C. Graves remarks that the most 
dangerous age for influenza in this respect is early youth, 
and that other critical periods are those of the puerperium 
and the climacteric. It appears to be generally agreed that 
the character of the influenzal attack bears no relation to 
that of the ensuing psychosis, and that there is no corre- 
spondence between the extent of the pulmonary affection 
and the severity of the mental symptoms. Apart from the 
lungs, other regions of the respiratory tract may become 
involved in influenza, and the infection may especially 
affect such cavities as the nasal sinuses and middle ear, 
which lie inside the skull and are adjacent to, though 
outside, the immediate brain case. The influenzal sym- 


ptoms displayed by a normal person may differ con- 
siderably from the symptoms in patients with chronic 
septic processes in the head. After the primary influenzal 
attack has come to an end the infective process may 
persist in a chronic form, and give rise to pathological 
changes in other parts of the body. Graves recalls that, 
during the epidemic of influenza in the first quarter of 
1927, many patients suffering from acute psychosis and 


presenting influenzal histories were admitted to mental 


hospitals; through the remaining months of last year, and 
early in 1928, patients continued to be admitted with 
clinical histories clearly traceable to the epidemic. He 
divides acute influenzal psychoses into two groups, accord- 
ing to whether the sequel is immediate or delayed. He 
recognizes, further, three types of those cases in which the 
onset of the psychosis is in close relation to the influenzal 
attack. In the first type there is a predominant and pro- 
found general toxaemia; in the second there are pro- 
nounced mental symptoms and toxaemia; in the third the 
mental symptoms predominate. 


B.C.G.: THE NEED FOR STATISTICAL INQUIRY. 
Tue medical short story that follows might have been 
headed ‘‘ The mystery of Denise D.’’ This puzzling 
French child was born at Chateaubourg, near Vitré, Ille-et- 
Vilaine, on August 26th, 1826. Within ten days of her 
birth she swallowed, on the recommendation of Dr. F. 
Pautrel, three doses of B.C.G. at the intervals prescribed 
by Professor Calmette. It does not appear that the family 
of Denise D. was prone to tuberculosis, but doubtless Dr. 
Pautrel was impressed by the fall in the general mortality 
of infants which is said to follow the ingestion of B.C.G. 
In February, 1827, Denise D. was smitten with an attack 
of impetigo, combined with adenitis in the glands of the 
right side of the neck; and her mother, having transferred 
her allegiance from the doctor at Chateaubourg to a 
chemist at Vitré, called in a surgeon, who performed an 


‘extensive removal of the inflamed glands. Shortly after- 


wards the condition of the infant became worse, and in 
December, 1927, she died. Four months before the death 
of Denise D. her mother gave birth to another chil. Marie. 
Although Marie did not ingest B.C.G., in January, 1928, 
she also had suppurating glands in the neck. These do 
not seem to have required surgical intervention, and it is 
reported that Marie is now on the road to recovery. It 
happened that Professor J. Ligniéres, a veterinary surgeon 
of Buenos Aires, who professed great admiration for the 
work of his dear colleague in the Académie de Médecine of 
Paris, Professor Calmette, was looking around for evidence 
to show that the dear colleague’s B.C.G. was dangerous to 
the human orfanism. He had already discovered a leprous 
doctor who had succumbed after trying to cure himself with 
B.C.G.; but in this case not much had been done in 
the way of bacteriological investigation. In the case of 
Denise D. the chemist of Vitré conceived the idea of 
preserving some of the pus in sterilized tubes; and this, 
as also some pus from thie glands of Marie, was mixed with 
distilled water by Professor Ligniéres in June of this year, 
and injected into guinea-pigs. Both samples of pus con- 
tained large numbers of acid-fast bacilli. When the 
guinea-pigs were killed they showed no sign of tuberculous 
lesion; but the professor, while admitting his difficulties 
in separating the acid-fast organism from the masses of 
cocci which were also present, was satisfied that the 
organism in the glands of Denise D. was the Bacillus 
Calmette-Guérin, and that Marie was infected with this 
organism by her sister. Some portions of this chronicle 
of the D. family were presented to the Académie de 
Médecine by Professor Ligniéres last July, but his charges 
failed to draw an answer from Professor Calmette. On 
October 23rd, however, Professor Ligniéres returned to 
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the attack, armed with slides and descriptions of the 
deceased guinea-pigs. Incidentally he expressed himself 
as hurt that his learned colleague Professor Léon Bernard, 
vice-president of the Health Committee of the League of 
Nations, had forgotten to invite him to the international 
discussion of B.C.G. by that body. Professor Bernard 
denied that he was vice-president or responsible for the 
invitations; and Professor Calmette replied to the rest of 
the charge. It appears that Professor Calmette also 
obtained some of Denise D.’s pus in October, 1927, and in 
January, 1928, he was supplied with some pus from 
Marie D. He came to the conclusion that both infants 
had been infected from the same source with bacilli of 
human type, which were only mildly virulent, and were 
certainly not the B.C.G. The latter organism had been 
shown to be inoffensive, even in formidable doses; ‘and if 
Professor Ligniéres’s deductions were correct the doctors 
who had given B.C.G. to 110,000 infants in France would 
certainly have recorded a number of accidents. They had 
not done so. Moreover, the international conference 
organized by the League of Nations had, according to 
Professor Calmette, unanimously affirmed the perfect harm- 
lessness of the vaccine B.C.G. As Professor Calmette 
refused to contemplate making any further answer to 
Professor Lignieres, it will presumably be inxpossible to 
elucidate the mystery of Denise D. It would seem, how- 
ever, that out of 116,180 infants vaccinated in France with 
B.C.G. since July, 1924, Professor Calmette has managed 
to collect records of 3,607 who were born of tuberculous 
mothers or brought up in tuberculous surroundings. In 
La Presse Médicale for November 7th he gives an account 
of the fate of these infants, from which it appears that 
the death rate among them was much less than among 
the non-vaccinated population. Professor Calmette’s new 
statistics still seem open to doubt; and in view of the 
information contained in a report by Professor Léon 
Bernard published in the same issue of Lio Presse Médicale, 
there is no need to examine them further. This report 
deals with the findings of the conference promoted by the 
Health Committee of the League of Nations for the investi- 
gation of vaccination against tuberculosis by B.C.G. The 
conference was attended by a large number of distinguished 
scientists, including Professors Madsen of Copenhagen, 
Bordet of Brussels, Neufeld of Berlin, Roux and Bernard 
of Paris, Kraus and Gerlach of Vienna, and representa- 
tives from New York, as well as from many of the smaller 
European States. Curiously enough, no Englishman appears 
to have attended the conference. The result of the investi- 
gations was to show that B.C.G. is unlikely to produce 
tuberculous lesions, and that it confers a certain degree of 
immunity. But the conference thought a request should 
be made to the League of Nations for expert  statis- 
ticians to go into the question of the best method for 
collecting and analysing the mortality and morbidity tables 
of infants, both vaccinated and unvaccinated. We hope 
that the League will see its way to accept this proposal, so 
that if possible the dispute as to the value of Professor 
Calmette’s method of pre-immunization against tuberculosis 
may be definitely settled. 


THE LEAGUE AND SLEEPING SICKNESS. 
A sreconv conference, arranged by the League of Nations, 
on sleeping sickness began in Paris on November 5th. It 
may be recalled that the first conference was held in 
London during May, 1925, and references to the important 
disenssions were made in our columns on May 23rd, 30th, 
and v ane 6th of that year. Various measures were recom- 
mended to the administrations and dectors of central 
African territories infested by the tsetse fly. It was 
urged, for example, that there should he a medical service 
bearing an adequate relation to the numbers of the popula- 


tion and to the areas to be controlled. The institution 
of a uniform system of health passports for natives and 
the demarcation of uninhabited zones on each side of the 
frontiers so as to minimize frontier traffic were suggested. 
The conference further recommended that an international 
commission should be sent to tropical Africa to study 
various scientific problems concerning the forms of the 
disease, the way in which it spread, and possible remedies. 
This investigation was conducted in Uganda and districts 
round Lake Victoria between the end of 1925 and August, 
1927. The commission has recommended measures with a 
view to controlling the disease. The second conference, at 
which Great Britain, Belgium, France, Italy, Spain, and 
Portugal are represented, is dealing with the difficulties 
encountered in the application of administrative measures 
recommended by the first conference, and with reports 
submitted by delegates on the methods employed in their 
territories. It is also considering what further investiga- 
tions should be undertaken in laboratories and in the 
research centres of those regions of Africa which are 
infested by the disease. Lastly, the agenda includes a 
study of veterinary problems concerning the elimination of 
trypanosomiasis in domestic animals. 


BOOKS IN ELEMENTARY SCHOOLS. 

THE report' recently issued by a consultative commiitee 
appointed by the Board of Education ‘ to inquire as to 
the selection and provision of books for public elementary 
schools and to make recommendations for the improvement 
of their quality and supply’ contains several passages 
that will interest the medical reader. The committee has 
collected a considerable amount of evidence bearing ‘upon 
the possible conveyance of infection through books, from 
the Medical Department of the Board of Education, the 
Pathological Laboratory of the Ministry of Health, several 
school medical officers in county and urban areas, and from 
the medical officers of three great public schools. The 
conclusion reached is that the risk of spread of infection 
from books is insignificant compared with the commoner 
and more important modes of dissemination of infection. 
Discussing the supply of bibles in schools, the committee 
notes that these are often printed in too small type. This 
is a fault we have often had occasion to deplore, inasmuch 
as it discourages the study of a work which, apart from 
religious considerations, is indispensable in the teaching 
of good English. In another passage we read that though 
the Board of Education has issued various publications 
dealing with physical exercises and games for elementary 
schools, including the Memorandum on Physical Education 
and the Supplement for Older Girls, as well as a pamphlet 
entitled Notes on Camping, the committee do not think 
that a separate book on hygiene is required for pupils 
in elementary schools, especially as the Board has recently 
issued a Handbook on Health Education. 


Tue Huxley Memorial Lecture will be delivered before 
the Royal Anthropological Institute by Sir Arthur Keith, 
M.D., F.R.S., on Tuesday, November 27th, at 8.30 p.m., 
in the Lecture Room of the Royal Society, Burlington 
House, Piccadilly. The title of the lecture is ‘‘ The 
evolution of the human races.’’ 


1 Board of Education: Report of the Consultative Committee on Books 
in Public Elementary Schools. London: H.M. Stationery Office. 1928. 
1s. 3d. net. 


Ar a quarterly meeting of the Royal Medico-Psychological 
Association, to be held to-day (Friday, November 23rd) at the 
British Medical Association House, Tavistock Square, W.C., 
at 2.30 p.m., with Professor J. Shaw Bolton in the chair, 
there will be a discussion, under the auspices of the General 
Paralysis Subcommittee, on certain points raised in papers on 
general paralysis read by Drs. J. Brander and J. F. Smyth at 
the annual meeting. 
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- ROYAL SOCIETY OF MEDICINE. 


ANNUAL DINNER. 

Tae annual dinner of the Royal Society of Medicine was 
held at the May Fair Hotel, London, on November 15th, 
when a company which must have numbered five hundred 
assembled under the presidency of Lord Dawson or PENN, 
who was supported by the immediate past-presidents— 
Sir John Bland-Sutton, Sir William Hale-White, Sir 
StClair Thomson, and Sir James Berry—and by the presi- 
dents of the twenty-five Sections. The principal guests on 
either side of the President were the Right Hon. Winston 
Churchill, M.P., Mr. Rudyard Kipling, Sir Ernest 
Rutherford (President, Royal Society), Sir John Rose 
Bradford (President, Royal College of Physicians), Sir 
Berkeley Moynihan (President, Royal College of Surgeons), 
Sir Ewen Maclean (President, British Medical Associa- 
tion), and Sir William Bragg (President, British Associa- 
tion). Others at the high table included Lord Ashfield, 
Sir Anthony Bowlby, Sir Holburt Waring, Sir George 
Buchanan, Dr. J. W. Carr (President, Medical Society of 
London), Surgeon Vice-Admiral Gaskell (Medical Director- 
General R.N.), Major-General Fawcus (Deputy Director- 
General A.M.S.), Sir Thomas Hughes (Chairman, General 
Council of the Bar), the Editors of the British Medical 
Journal and the Lancet, Dr. F. N. Kay Menzies (Chief 
Medical Officer, London County Council), and the Head- 
master of Epsom College. . 

Mr. Winston Cuvurcuitt, in proposing the health of the 
Royal Society of Medicine, praised it for a record of 
service to science and humanity which held comparison 
with any scientific or similar body in the world. In con- 
templating its history, which extended back to the year 
of Trafalgar, he was impressed by the formidable march 
of knowledge. Lord Balfour, on his eightieth birthday, 
reminded his audience that it was the ambition of Bentham 
to live until he was eighty that he might read every 
book worth reading in the world—in the early nineteenth 
century not an unreasonable ambition. But since that 
time human thought had unceasingly expanded. It would 
be futile now for anyone even in a single branch of science 
to attempt to master every valuable work bearing upon his 
subject. It was because of this increasing knowledge that 
such bodies as the Royal Society of Medicine had acquired 
a vital and essential position in the intellectual and prac- 
tical life of the community. There was an increasing need 
for focusing and combining the results of human study in 
the different branches. ‘‘ We have to be sure that the 
furthest point reached by the most adventurous patrol at 
dusk is entrenched and occupied before dawn by the whole 
army. 

The Chancellor of the Exchequer went on to say that he 
must not be expected to lay down the law on the subject 
of medicine. ‘I have tried my hand on a good many 
things, but I am not going to poach on your preserves. 
Your task is too difficult, but I can understand how diffi- 
cult it is, because in its continual contact with unknown 
factors it resembles in a good many respects the political 

rofession with which I am more or less acquainted.” 

very human being might be likened to an empire, em- 
bracing innumerable populations, of different races, cover- 
ing a vast province holding different conditions of pressure 
and climate, and usually in a state of internal or external 
war. As long as the presiding genius in the shape of the 
central governing control was seated firmly on its throne 
there was order throughout the complex mechanism, but 
when that central control: began to weaken or to age or 
was upset by any cause, sudden or gradual, then disorders 
discontents, riots, mutinies, revolutions broke out. and 
the story of the decline and fall of the Roman Empire or 
of the Russian Empire of recent memory was repeated. In 
politics several of the diseases with which medicine was 
grappling had their parallels. Communism the Chancellor 
likened to cancer—the revolt of a single cell, subverting 
and corrupting those immediately around it, establishing 
a foreign principle of life within the body politic, mani- 
fested by the most violent symptoms, and requiring reme- 
dies about which there was much difference of opinion; 
some said the knife, but all were agreed that the remedies 


must be prompt and drastic. The resources of invention 
which could be employed in the treatment of disease were 
growing, but so was the variety of conditions requiring 
treatment. He looked upon the Royal Society of Medicine 
as a sort of League of Nations, bringing co-operative 
effort to bear upon the disordered state. He paused to 
point out how much had been achieved by medicine. In 
every experience of daily life, in every development of 
imperial work, the advance of medicine played a note- 
worthy part. Having served at the Colonial Office on two 
occasions, separated by a long interval, he had seen some- 
thing of the great advance in tropical medicine which had 
eradicated from immense territories the diseases by which 
they had been for centuries tormented. Marvels had been 
wrought, and these were only an earnest of what the 
future had in store. However great the achievements 
already performed in the medical sphere, and whatever 
substantial results those in the political field might be able 
to show, both were asking for more, and expecting better 
results in the future. Politicians looked to the medical 
profession to lay its hands on a great many of the evils of 
modern life which caused them a vast amount of worry at 
the present time. 

In conclusion, Mr. Churchill said that, having dealt 
with the troubles of the medical profession in dealing with 
human bodies and those of politicians in dealing with the 
body politic, he would utter one word of advice to the 
‘** patients ’’ who were not represented on that occasion. 
He would urge the patients not to be in too much of a 
hurry to change trusted and sober-minded advisers for 
the latest quack who came in with some potent cure or 
specific to sweep away the evils which had racked man- 
kind since the dawn of time. He had spoken as one who 
had the sincerest admiration for the medical profession, 
whose activities he had witnessed in war and in peace. 
‘With my own eyes, at little more than the distance 
across this room, I saw, in South Africa, a doctor gain the 
Victoria Cross. I know how nearly the role of the medical 
profession corresponds to that of a self-sacrificing priest- 
hood in its devotion to causes and humanities which in 
this world bring no material reward.”’ 

Lord Dawson, in responding to the toast, after express- 
ing his appreciation of the Chancellor’s speech, said that 
he would not tarry over the internal affairs of the Society 
except to say that, with its many component Sections, it 
continued to grow in wisdom, stature, and comprehensive- 
ness. Among other illustrations of the trend of medical 
thought and the spirit of its service, Lord Dawson made 
a reference to anaesthesia, suggested by the discovery by 
Mr. C. J. S. Thompson that, in the year 1827, a young 
doctor named Hickman produced anaesthesia in animals 
by inhalation of CO, and N,O, performed painless opera- 


tions upon them, and brought his results to the notice of 


the medical professions in England and France, trying to 
persuade them to institute the same anaesthesia for man.' 
Coming to more recent events, Lord Dawson touched upon 
the Harveian fercentenary, and recalled the acclamation 
given to the Russian genius Pavlov, a heroic figure indeed, 
who had kept the lamp of knowledge burning through war 
and revolutions. He next recounted the tragic adven- 
ture of the commission of inquiry into yellow fever, which 
involved the deaths from infection successively of Adrian 
Stokes, Noguchi, one of Japan’s great sons, and William 
Young. Linked with these great names for sacrifice he 
mentioned Robert Knox, who had not, indeed, perished 
on a tropical coast, but had doubtless shortened his life, 
full of happy work and friendship, as a result of his 
absorption in the study of radiology, of which he was a 
pioneer and leader. All these men represented the spirit 
of service in medicine. 

After pointing out that the steady move of medical 
thought was towards the threshold of disease, that medicine 
was passing from the age of acute to subacute infections 
in which the state of the host counted as a greater factor, 
and that future thought would be occupied with forces 
rather than with lesions, with the dynamic rather than the 
static, Lord Dawson in a lighter vein contrived to draw 
a further parallel between medicine and politics by a 
reference to the four Hippocratic humours. The blood, 


10. J. S. Thompson: British Medical Journal, April 1th, 1912, p. 84. 
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he said, was the prime or ministering humour, which was 
propelled by a great heart and permeated and held the 
other humours. The phlegm, in its parliamentary equiva- 
lent, was that force which begat ideas, and penetrated 
everywhere, even into the taxpayer’s pocket. Then there 
was the yellow bile, to which humour a group of statesmen 
had paid such homage as to name their official book after 
its colour. Finally, there was the black bile, which took 
origin in the spleen, a “ red’? organ, useful in health, but 
at times becoming overgrown and swollen, and seeking to 
destroy good blood, in which circumstances the spleen was 
removed and the body got on quite well or even better 
without it. He also placed at the disposal of Mr. Churchill 
the secret of nature that these humours were seasonal 


in their influence, that the blood and the phlegm were at | 


the height of their power in the month of June, whereas 
the bile humours gained the ascendant in the late autumn. 

Lieut.-Colonel W. P. Macartuur, D.S.O., in a most 
felicitous speech, proposed the health of ‘‘ The Guests.’’ He 
spoke of Mr. Churchill’s versatility—statesman, journalist, 
author, soldier in the field, artist of no mean merit, and 
bricklayer! As for Mr. Kipling, Colonel Macarthur told 
how, many years ago, he took the perfect story of how 
the fairies forsook England, translated it into Gaelic, 
and recited it to a fisher audience in the ultimate island 
of Tory. Such was the response of the audience to the 
ancient magic recaptured by Mr. Kipling’s artistry that 
even the author himself would have been moved, wearied 
though he must be with the plaudits of his admirers. As 
for the rest of the company at the high table, they might 
be likened to that company of Chaucer’s time who assem- 
bled at the Tabard Inn in Southwark, including the 
doctors of ‘‘ phisik,’”’ unrivalled ‘‘ to speke of phisik and 
of surgerye,’’ and in every branch of their art ‘‘ verray 
parfit praktisours’’; also the generous benefactor of 
medical research who, like the Clerke of Oxenford, having 
earned a golden prize, ‘ on bookes and on lernynge he it 
spente,’”’? the man of law ‘‘ war and wys” and of great 
reverence * for his science and for his high renoun,’’ and 
finally the leaders of the press, who might be likened to 
the host of the Tabard, busy in repressing the over- 
-exuberant, encouraging the worthy, and generally shep- 
herding the flock. 

Mr. Rupyarp Kipiré responded to the toast. 

| With regard to Mr. Kipling’s speech, the press representatives 
were informed, on arriving at the dinner, that copies of the speech 
had been sent by Mr. Kipling’s secretary to the Associated Press. 
It was afterwards discovered that on the copies there was an 
intimation to the effect that the copyright reverted to Mr. Kipling 
two days after the delivery of the speech. This unusual course— 
stated by one authority on copyright matters to be unprecedented 
—prevents a weekly journal from publishing any considerable 
extract. | 

Mr. Kipling’s speech was on the theme of Nicholas 
Culpeper, the astrologer-physician of the seventeenth 
century, who diagnosed a case by erecting a horoscope 
and inquiring of the face of the heavens. Mr. Kipling 
suggested that Culpeper, if he returned to earth to-day, 
would still be at ease in the medical Sion. He had believed 
in the transmutation of metals, but he could still be shown 
that in full blast at a Royal Society soirée. Nor would 
he be astonished to see men snatch out of the air an 
influence or humour of which they knew nothing more than 
that it lighted, warmed, and worked for them, and trans- 
mitted their speech and vision from one side of the world 
to the other. The news that unknown influences from 
the skies lashed and tore through all matter everywhere 
and at all times would be received by him with perfect 
calm. He pictured Culpeper visiting Greenwich and the 
B.B.C., and finding some confirmation of his own early 
speculations, and finally he asked some questions of those 
present. Was it not likely that the multitude and signifi- 
cance of the revelations that had been heaped on mankind 
during the past few years had made men, in self-defence, 
specialize more and more narrowly? Had they not been 


driven headlong to abandon their conceptions of life, 
matter, and motion, and was it not human that in that 
upheaval men might have carried off each his own cherished 
prepossession and camped beside it just as refugees did 
after an earthquake? Was it not arguable, then, that 
they might be still mistaking secondary causes for primary 


ones, attributing to instant and visible agents of disease 
unconditioned activities which in truth depended on some 
breath drawn from the motion of the entire universe? 
At some future time, when the bactcriologist and physicist 
were for the moment at a standstill, the problem might be 
taken to the astronomers and the question of Culpeper— 
of course in modern scientific language—put to them: 
** What was the aspect of the heavens when such and such 
phenomena were observed? ”’ 

Sir Ernest Rutuerrorp, 0.M., P.R.S., also responded to 
the toast. Alluding to his own efforts to teach physics to 
generations of medical students, he said that when he 
recalled the raw and restive groups to which he had 
lectured, and then looked round that banqueting hall and 
beheld the resulting product, he felt that something more 
wonderful than the transformation of radium had occurred, 
and something which must have involved much more energy 
in the process. Until some fifty years ago the medical 
profession was in a sense complete within itself. lt 
advanced only by the accumulated experience of its own 
adherents. Then there began a change which had greatly 
influenced these latter days of medicine—namely, the appli- 
cation to medicine of scientific methods and the growth of 
the ancillary sciences, including physiology, bacteriology, 
and, more recently, biochemistry. This had led to a 
multitude of discoveries and to great advance. Within the 
last ten years especially had numbers of men been set aside 
for research into the problems which lay at the basis of 
medical practice. He mentioned in this connexion the 
work which the Medical Research Council was doing, also 
the Imperial Cancer Research Fund, the Otto Beit Trust, 
and the Rockefeller Foundation at University College 
Hospital and elsewhere. The Royal Society also had 
endeavoured to do its best by founding the Fullerton 
prefessorship, and in other ways to assist the scientific side 
of medicine. He was sure that all this was only a begin- 
ning. He foresaw the time when much more help would 
be available to extend in a multitude of directions the 
scientific work ancillary to medicine. Those present knew 
better than he how relatively little had been done and how 
much territory remained unexplored. He looked for an in- 
creasing international attack upon the problem of disease 
in general. Even from the purely economic point of view, 
disregarding the humane, it would be many times worth 
while. It seemed to him that the medical domain was 
almost the only one left t® science for the pursuit of its 
dreams and visions. Twenty or thirty years ago, if a 
company of intelligent men and women had been asked 
what it was they most wished to see fulfilled in their time 
they would have replied variously, saying that they desired 
such things as had been since fulfilled in aviation, wireless, 
television, and the like. It was difficult to say what 
remained for mankind to wish for, with the great excep- 
tion of health, and more health, and the happiness which it 
brought, and it was the medical profession alone which was 
in a position to give that guerdon to humanity. 


SOCIETY OF MEDICAL OFFICERS OF 
HEALTH. 
ANNUAL DINNER. 

Tre annual dinner of the Society of Medical Officers of 
Health was held at the Piccadilly Hotel on November 15th, 
with Dr. J. Howarp-Jones of Newport, Mon., President of 
the society, in the chair, the principal guests being the 
Right Hon. H. P. Macmillan, K.C., Chairman of the 
Lunacy Commission, Dr. H. B. Brackenbury, Chairman of 
Council of the British Medical Association, Dr. Andrew 
Balfour, Dr. Catherine Chisholm, President of the Medical 
Women’s Federation, and Mr. Henry Lesser, President of 
the National Association of Insurance Committees. 

Mr. H. P. MacMiLuan, in proposing the toast of the 
society, said that he welcomed the opportunity of express- 
ing—what all people engaged in public health felt—a 
sense of indebtedness to the medical officer of health for the 
work he performed in the public interest. Since the days 
of Disraeli the developments that had taken place in public 
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health administration had been nothing short of revolu- 
tionary. He had tangible evidence of that recently, when 
the representatives of one of the leading insurance com- 
panies asked him the surprising question whether, within 
their constitution, they could reduce their life premiums. 
They informed him that the expectation of life had been so 
greatly increased in consequence of modern sanitation and 
public health administration that they were in a position to 
discard the mortality tables which formerly ruled and 
to quote lower premiums to those who desired to insure. 
The country was suffering from many disadvantages and 
embarrassments as the result of the war, but at least it 
was possible for them to congratulate each other on the 
fact that the people in general had benefited enormously 
of recent years as the result of public health legislation and 
administration. It should be a principle of such adminis- 
tration, however, not to do everything for the people, but 
to teach them to do things for themselves. People must 
be taught how to face up to their responsibilities, and 
how best to utilize their lives and improve their conditions. 
Mr. Macmillan said in conclusion that it had been his own 
good fortune to be associated with many medical officers of 
health and with numbers of other medical.men on various 
public bodies, and he yielded to none in his admiration for 
their work. To medical officers the lucrative prizes of the 
profession might nét come, but they had the greater reward, 
which was the result of public duty—the reward of a 
happier and better. community, more suitably housed, 
healthier, and economically more prosperous. ee 

The Prestpent (Dr. Howard-Jones), in responding, 
referred to the birth and growth of the society. It had 
now thirteen branches, extending to the South of. India 
and the Malay States, and also six groups concerned with 
special departments of its work.- Dealing with the cost of 
public health services, the president said that in a recent 
year, out of the total sum spent in administration by. local 
authorities, only about one-thirtieth was spent on the 
services usually controlled by medical officers of - health. 
Referring to the exchange visits of public health officers 
effected under the auspices of the League of Nations, he 
said that this had probably brought about more good fellow- 
ship among the nations than any other department of the 
League’s work; he understood also. that the medical 
officers of other European countries who had visited Great 
Britain had returned to their homes with a profound 
respect for the puble health work of this country. 

Dr. Cartes Porter proposed the health of the guests, 
to which several responses were made. > 

Dr. Haven Guest referred to the Government’s de-rating 
bill and the far-reaching changes which it would bring 
about in local government, making an appeal to medical 
men and women to play a larger part in national and local 
politics, because in his view scientific ideas and the scien- 
tifically trained mind were greatly needed in legislation 
and administration. 

Dr. Brackensury spoke of the cordiality which pervaded 
the relations between the society and the British Medical 
Association. It seemed to him that the distinction between 
curative and preventive medicine was growing less sharp. 
Members of the profession, no matter in what branch they 
were engaged, had had the same training, and the medical 
officer did not cease to be influenced by his clinical training 
when he took up his future work, any more than the 
general practitioner or the specialist. The distinction 
between clinical and administrative work was also becoming 
less sharply defined. Medical officers of health were first 
appointed to diagnose and treat the diseases of the com- 
munity, which also had been considered to be the primary 
object of the ordinary practising member of the profession. 
Later, however, it had become clear that in diagnosing and 
treating such illnesses they were all actually practising 
preventive medicine. He hoped that his presence in a 
representative capacity on that occasion would be regarded, 
as it was meant to be regarded, as an earnest that members 
of the profession generally adopted the same attitude, and 
were uniting to effect the improyement of the health of 
the community. 

Mr. H. Lessrr urged the need for a more complete liaison 
between national health insurance bodies and medical 


officers of health. What eventual form such co-operation 
might take it was difficult at present to say, but by its 


health propaganda and by assisting to consolidate the ~ 


efforts of the various bodies concerned in public health, the 
society was rendering very important service. The Mayor 
or Newport (Mr. Walter Griffiths) spoke of the high esteem 
in which the president of the society was held in Monmouth- 
shire, especially for his establishment in Newport of a very 
fine maternity and child welfare organization, the work 
of which was linked up with the health services of the 
educational authorities. The president’s health was pledged 
at the instance of Professor H. Kerr, and with Dr. 
Howarp-Jones’s brief reply the proceedings were brought 
to a close. 


A PRIVATE HOSPITAL SYSTEM: 


THE SHANGHAI EXPERIMENT. 
{From a CorrEsPONDENT. 


In the practice of modern medicine and surgery it is 
being found to an increasing extent that patients, especi- 
ally if acutely ill, stand a much greater chance of recovery 
if treated in hospital. Ionization, actinotherapy, vaccine 
and serum therapy, the urgent treatment of complications, 
and methods of. more accurate diagnosis all demand closer 
supervision amid more suitable surroundings than can he 
provided in the home. In America this seems to have 
been recognized to a greater extent than in England, where 
the upper and middle classes have restricted facilities for 
entering the large hospitals, and have to depend mostly on 
private nursing homes. As a rule, nursing homes often 
lack the complete equipment that is necessary, and, by 
their nature in being run‘as a source of profit to the 
owners, the cost is higher than many middle-class people 
can afford. ‘There should be room in every city of any 
size for at least one private hospital, complete with all 
departments for every kind of treatment, where patients 
can continue in the care of their own medical practitioners. 


Such a hospital depends entirely on the goodwill -of the 


profession, for doctors are often reluctant to send their 
clients to an institution where the case would pass out of 
their hands. 

In these days of motor cars and telephones it rarely 
happens that a doctor can remain long out of call to his 
patient. Patients know this, and benefit by the peace of 
confidence: they regard themselves as being in a hotel for 
the sick, with a known tariff; they have no uncomfortable 
feeling that they are taking advantage of the charitable 
subscription list. 

It would, of course, be desirable that a private hospital 
should open its doors free of debt, and there is here an 
outlet for philaythropic citizens to benefit their fellow men, 
but, as has now been shown in the United States, it is not 
impossible for a hospital to support itself and provide for 
the sinking fund while restricting its charges sufficiently to 
bring them within the scope of ordinary purses. 

During the summer of 1926 Mr. C. E. Rayner, who was 
retiring from business life in Shanghai, built and equipped 
an institution known as the Country Hospital, which he 
presented to the International Settlement anonymously, 
though his name has since become known. It cost £300,000, 
and embodies all the features (some of them on a lavish 
scale) of a modern hospital of 125 beds. By the deed of 
gift the donor intended it to be run on business lines like 
a hotel, but owing to local and abnormal causes there 
has been a deficit, which has been met out of municipal 
funds. The prospective benefit to the community was 
such that the Shanghai Municipal Council had no hesita- 
fion in guaranteeing the bank that any overdraft would 
be met. 

With the exception of two free wards, male and female, 
endowed by the donor, the hospital deals with three classes 
of paying patients. Those in the first class have separate 
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private rooms, each with a bathroom; second-class rooms 
have two beds, with a bathroom; and third-class patients 
are accommodated in six-bed wards. The charges are 
30s., 15s., and 8s. per diem respectively; these include 
food, nursing, drugs, and all the benefits of comfortable 
furnishing and complete equipment. 
There is a suite of operating theatres, and rac iological, 
hydrotherapeutical, and ophthalmological departments; 
actinotherapy, electric massage, and Zander Institute treat- 
ments are available. The clinical laboratory gives results 
as promptly as possible, and there is a well-equipped 
pharmacy. The kitchen, at the top of the building, is in 
charge of two qualified dietitians, who ensure that every 
diet is exactly as ordered by the patients’ doctors. By its 
own mechanized laundry a plentiful and ready supply of 
clean linen is ensured, and the general works (heating, 
lighting, etc.) are looked after by a resident engineer. 
_The ratio of nurses is one to every three patients. The 
sisters are international, and possess the diploma of the 


The Main Entrance. 


hospitals of the country from which they come. The 
probationer nurses attend a course of lectures given by 
doctors on the visiting staff, and can qualify by an 
examination, which is of a standard approved by the 
Geneva General Conference of Nurses. The radiologist 
is resident, and available at all times for emergency 
examinations, 

The hospital is administered by a resident medical super- 
intendent, who also acts as executive secretary to a board 
of governors; this board of public men meets regularly, 
and keeps in touch with the best methods by which the 
hospital can meet the public interests. 

Any general practitioner who wishes to have his patients 
admitted must first submit his name and credentials to the 
superintendent, who then places his name, if found satis- 
factory, on a list; this is especially necessary in Shanghai, 
where there is no registration and where degrees and 
diplomas are of varying quality. The fact that a doctor 
has his name on the visiting list gives him an added interest 
in the place. 

Every patient on admission has to provide a guarantor; 
rarely is any difficulty found in this respect, and it is of 
great use in helping to keep free of bad debts. The care 
of a patient remains wholly in the hands of the private 
practitioner concerned, and the hospital activities are 
confined to nursing and to seeing that individual instruc- 


— 


any change in his patient, and, should any complications 
set in, the superintendent is available for emergency treat- 
ment. In practice, however, it hardly ever happens that 
the patient’s own doctor dves not arrive in time to deal 
with the matter himself. No patient is admitted unless 
by his own doctor’s order; should anyone arrive without 
this he is asked to nominate a medical man, and the super- 
intendent can help by impartially suggesting names that 
he may deem most suitable. 

Professional fees are arranged between the doctor and 
patient as in nursing homes in England; doctors arrange 
for their own consultants. A moderate fee is charged 
for operation room expenses; the surgeon walks in 


to find everything, from instruments to gloves, provided 
for him. 

_ By these methods the medical profession in Shanghai 
feels it has in the Country Hospital a very great con- 
venience for proper treatment, and every doctor is therefore 
more or less an outdoor agent. 


It has been observed that 


The Reception Hall, 


patients seek admission much more readily when they 
know they are to remain under the care of their own 
doctor. 

With regard to income, the following figures, at fees 
much the same as those in the Country Hospital, give the 
computation of earnings in an American private hospital: 


14 private rooms at $7.50 — 85% occupancy ... $32,576.25 
20 two-bed rooms at $5 — 85% os ‘th 31,025.00 
9 four-bed rooms at $4 — 85% - oss 11,169.00 
Operation room fees at $20 and $15 - 13,616.00 
Special nurses ove 8,500.00 

Total ... $96,886.25* 


*Equivalent to £19,377 sterling. 


The whole difference between an institution such as this 
and an ordinary nursing home lies in the much wider 
facilities that a hospital can offer. If in the hands of a 
capable administration there need be no call for appeals 
to charity, while at the same time not only the local 


-medical profession, but patients too, who dislike the lack 


of privacy in a public hospital, are catered for. A point 
of importance in the erection of such a hospital is the 
necessity for providing a nurses’ hostel in the vicinity, for 
this greatly adds to the amenities of a nurse’s life and 
makes the staff contented. 

Such a system might well be introduced into England 


and be further extended. 
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PUBLIC HEALTH CONGRESS IN: LONDON. 


Srxce 1920 a Public Works Congress and Exhibition has 
been held biennially in London. Its promoters have been 
urged to widen its scope to include public health interests, 
but the programme has been too fully occupied. There- 


fore it has-been decided to arrange, probably in alternate - 


years, a similar congress and exhibition dealing with public 
health and sanitation. The first such event, organized by 
a. committee under the chairmanship of Sir Frederick 
Willis, and including representatives of the Ministry of 
Health, the County Councils Association, and other bodies, 
has been held at the Agricultural Hall, Islington, during 
the present week. Eight hundred delegates, from 350 local 
authorities and from a number of voluntary societies, took 
part in the proceedings, 

Mr. Minister of Health, who 
attended the opening function, said that this was an 
interesting moment in the history of the health services. 
Those services were comparatively of recent growth, but 
they had attained in the estimation of the public an impor- 
tance and value quite remarkable. The fact that the 
British population was still increasing was due to the 
improvement which these services had effected in the death 
rate; otherwise, with a falling birth rate, the British would 
now be a dwindling stock. Some obstinate problems still 
remained, as was shown by the 30 million weeks’ work lost 
through sickness in 1927 by the insured population alone. 
The Minister, in a reference to the new proposals for local 
government which he was shortly to introduce into Parlia- 
ment, said that one of the considerations had been the 
opportunity of getting a better return in health services 
for the money expended by making one authority respon- 
sible for such services in each area, instead of two, so that 
the single authority could make a proper survey of health 
needs, and rearrange and classify its institutions, utilizing 
some perhaps for a different purpose from that which they 
had hitherto served, closing altogether some which were 
hopelessly out of date, and working throughout, he hoped, 
in full co-operation with voluntary hospitals. 

At a subsequent session Sir Gzorce NEwMaAN, in speaking 
on the purpose of the public health service, traced four 
great stages in its evolution. The first was land drainage 
and agricultural development in order to avoid pestilence 
and famine; the second was the institution of by-laws for 
securing cleanliness and dealing with infection in cities; the 
third was marked by attention to environment; and the 
fourth, following largely the discoveries of Pasteur and 
Koch, by attention to the problem of personal hygiene. 
Sir George went on to show how medicine had captured 
for its own purposes many non-medical agencies and powers, 
and how the medical services were increasingly using science 
and invention for maintaining the life and health of the 
community. 

Sir Warren Fiercuer also addressed the delegates on 
research in relation to public health. He pointed out that 
there must be a certain lag arising out of differences 
between the nature of research and public health adminis- 
tration; the investigator was necessarily critical and 
aggressive, while the administrator longed usually for peace 
and uniformity. The lag was due partly to the imperfec- 
tion of the parliamentary machine or the exigencies of 
political life, partly also to social customs and prejudices, 
and perhaps to the wrong-headedness of cranks and 
fanatics. He described the progress made in bacteriology, 
the rise of which had coincided with the first coherent 
efforts of the legislature in the direction of public health 
services. Alt the great triumphs in public health work had 
depended largely on bacteriology. It was curious to remark 
the variations in the success with which the policy of 
immunization had been applied in different areas. In Scot- 


land the number of persons immunized against diphtheria - 


was twice ‘the number immunized in England and Wales, 
and, in proportion to the population of the two countries, 
eighteen times the number. Sir Walter Fletcher also 
spoke’ on industrial hygiene, expressing the hope that the 
progressive industrialization of native races in our African 
and Asiatic empire would not be mismanaged, as was our 
own industrial revolution, from the hygienic point of view. 


With regard to national fitness, there was a disposition to 
assume that things were better now than they were shown 
to be by the national service recruiting during the war, but 
the recruiting statistics for the fighting services still caused 
grave disquiet. 

Other subjects of discussion during the week were the 
housing problem, the national milk supply, food protection, 
hospital construction and equipment, water pollution, and 
sewage disposal. More than a hundred commercial exhibit- 
ing firms occupied the floor of the Agricultural Hall. 


Festival Dinner. 

On the evening of November 20th a banquet was held 
at the Savey Hotel. Sir Frepertck Wiixis presided, and 
among his supporters were Sir Arthur Robinson ; the Right 
Hon. H. P. Macmillan, K.C., Chairman of the Lunacy 
Royal Commission; Lieut.-General Sir Matthew Fell; 
Mr. L. G. Brock; Sir Robert Robertson, F.R.S.; Surgeon 
Vice-Admiral Gaskell; Air Vice-Marshal Munro; Dr. 
Hubert Bond; Sir Walter Fletcher; and Sir Henry Keith. 
Proposing the toast of ‘ Parliament,” Mr. Macm1iian 
paid a high tribute to the work carried on in the com- 
mittee rooms, and made special reference to the improve- 
ments which had been effected in this way in public health 
administration. Replying to the toast, Dr. VERNON 
Davies, M.P., delivered an interesting speech, in which he 
touched intimately on the various experiences of Members 
of Parliament, and discussed the attributes they required. 
Sir Henry Keiru, with many deft Scottish touches, pro- 
posed the toast of ‘‘The Public Health Services,” and 
referred particularly to the way in which these Services 
might be concerned in projected legislation. He was con- 
vinced that a great future lay before public health adminis- 
tration, which was still only in its infancy. With skilfully 
interwoven stories of Aberdonian flavour he relieved any 
tension aroused by a trace of political bias in some of his 
remarks. Dr. W. M. Wii.ovensy, medical officer of 
health for the City of London, responded briefly, and spoke 
of the extent of the ground covered by the Public Health 
Services. He indicated the ideals which were being 
pursued and which prompted them to continuous activity. 
The toast of ‘‘ The Chairman’ was proposed by Sir 
Epmvunp Barnarp, who in a clever speech touched deli- 
cately upon some points which had been previously raised, 
and spoke warmly of the work done by Sir Frederick 
Willis. The toast was received with musical honours, and 
the chairman, in replying, described how the congress had 
taken its origin in a desire to bring together more inti- 
mately the scientific and mundane sides of public health 
activities, He mentioned his personal connexion with the 
Local Government Board, and quoted a recent remark of 
Mr. Neville Chamberlain, that the Public Health Depart- 
ment was the most important of all. He paid a high 
tribute to the work of Mr. Warner Terry in connexion 
with the congress organization, and added that it. was 
hoped eventually to use any financial proceeds resulting 
from such congresses for the advancement of research. 


é 
ROYAL MEDICAL BENEVOLENT FUND. 


SvuBscRIBERS and donors to the Royal Medical Benevolent Fund 
are asked to forward their subscriptions for the current year 
before December 31st. Not only the scope of the Fund’s work, 
but also the amount of assistance given, depends upon the 
subscriptions received, and in view of the many cases in which 
help is greatly needed, especially during the winter months, 
an urgent appeal is made for contributions. Cheques should 
be sent to the Honorary Treasurer, 11, Chandos Street, 
Cavendish Square, London, W.1. 

At the last meeting of the committee forty-two applications 
for grants were considered, and £704 was voted to thirty-eight 
applicants. The following were some of the cases relieved. 


Widow, aged 62, of M.B. Since the death of her husband in 1913 the 


applicant has been entirely by her elder daughter, who was 


on the stage. This daughter died early in September, 1928, after a short 
illness, leaving her mother without means of support. Voted emergency 
grant of £10, and a yearly grant of £36 in four instalments. Other 
medical charities have been approached to augment the widow’s income. 
Widow, aged 65, of M.R.C.S. Left penniless on her husband's death 
in 1920; has lived with her elder daughter, a widow with one child 
aged 12. The daughter is earning £2 10s. a week, which is the only 
income for these three persons, Voted £36 in four instalments. 
Daughter, 7 52, of L.R.C.P. Living with her brother, who is able to 
earn only £71 10s. and lives rent free in three rooms. On many occasions 


it has been found that the applicant was practically —- Voted £26 
ld. The local 


in four instalments; clothes to be supplied by the Gui 
Council of Social Welfare is interested in this case. 
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Ireland. 


Vital Statistics of Northern Ireland. 
Tue sixth annual report' of the Registrar-General for 
Northern Ireland, which has now been published, contains 
the vital statistics for the year 1927. It is intended in the 
next annual report to show death rates adjusted for sex 
and age distribution according to the census of 1926, the 
final reports on which will shortly all be published; the 
rates given for 1927 must therefore be regarded as subject 
to the limitations necessarily attached to crude rates. The 
enumerated population from the census of 1926 was 
1,256,561, and the estimated population in the middle of 
1927 was 1,251,000. Registrations in 1927 show that the 
marriage, birth, and death rates are all slightly below 
the 1926 levels and considerably below the averages for 
the ten years 1917-26 inclusive. The birth rate per 1,000 
of the estimated population was 20.7 in 1917, and rose 
to the exceptionally high figure of 25.9 in 1920; since then 
there has been a relatively steady decline; the rate of 
21.3 last year compares with 22.5 in 1926, and an average 
of 22.8 for the years 1917-26. At 14.6 per 1,000 the 1927 
death rate is 2.0 below the average for the preceding ten 
years and 0.4 below the rate for 1926; the next lowest 
figure since 1917 was recorded in 1923, when the rate was 
14.9. In the course of this period the rate has showa 
considerable fluctuations, rising to 20.6 in 1918 and being 
at its lowest last year. The principal causes of death, and 
the percentage of each group to the total of deaths from 
all causes, were: heart disease, 13.9; tuberculosis (all 
forms), 9.7; cancer, 8.1; pneumonia, 6.9; broncliitis, 6.1; 
cerebral haemorrhage, 6.0; influenza, 4.1—these diseases 
accounting for over 50 per cent. of the total. Since 1918, 
when the death rate from all forms of this disease was 
2.54 per 1,000, the tuberculosis death rate has generally 
shown a downward tendency, and a further reduction last 
year brought the figure to 1.41. In 1927 more than 50 per 
cent. of the deaths at ages 15 to 25, and 40 per cent. of 


_those at ages 25 to 35, were attributed to tuberculosis. 


The cancer death rate of 1.18 per 1,000 in 1927 showed a 
slight increase over the previous year’s figure, and is the 
highest vet recorded in Northern Ireland. Deaths from 
measles, influenza, and respiratory diseases were below the 
average for recent years. Infant mortality rates showed 
an improvement, deaths under 1 year per 1,000 births 
registered being 77.7 in 1927, as compared with 84.9 in 
1926 and an average of about 88 for the ten years 1917-26. 
The rates were noticeably higher in the town districts, 
urban areas showing an aggregate rate of 91.7 per 1,000 
births and rural areas 60.9. 


Hospital Amalgamation in Dublir, 

Speaking at the Meath Hospital at the opening of the 
clinical session, Dr. W. Boxwell, in dealing with hospital 
work in Dublin, said they had all heard of the suggested 
amalgamation of a number of the smaller hospitals to form 
one great hospital of 800 or 1,000 beds. There was a time 
when he was dazzled by such a project, but now, when he 
was older, he was not so sure. Apart from the wisdom of 
such a scheme, from sentimental reasons, did not the small 
hospital, he asked, serve a very useful purpose as it now 
existed? The 120 beds occupied gave ample material for 
teaching medicine and surgery to a class of 25 or 30; 
the ideal number was 6, and it was impossible for one man 
to teach the elements of anything practical to a large class 
at one time. In the small hospitals the student came into 
direct touch with disease and with the general manage- 
ment of the sick, and the patient in such an institution 
had a larger share of the doctor’s individual attention, as 
well as that of the student; in a great hospital there would 
be a class of 100, with eight or ten qualified men who would 
stand between the student and the practical work he was 
anxious and quite fit to do. He had no sympathy with the 
argument that by the amalgamation of four hospitals they 
would save the salaries of four secretaries, four matrons, 
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feur housekeepers, etc.—whose salaries would not pay for 
the super-secretary of the big hospital. The whole basis of 
the scheme was a hypothetical endowment of £500,000. 
It was said that by such an amalgamation they would gain 
centralization; that there would be greater opportunity 
and a wider field for the men at the head of the profession, 
and that accurate records would be kept. Research of a 
limited but very useful kind, it was argued, would become 
possible, but the true researcher had to be born, and money 
did not mean successful research. He doubted if there 
were a hundred men in Ireland who were setting about the 
investigation of the cause of cancer in any useful way. 
A small beginning had been made in this direction. The 
Government, with admirable foresight, had sent young 
doctors to America to learn something of the methods 
employed in that country with regard to bacteriology 
and public health. Concluding, Dr. Boxwell said that 
so long as the face of secular education in this country 
was scarred by political and religious strify, and so long 
as they had Ministers strangling the intellectual develop- 


ment of a whole people, they might look in vain to | 


the Rockefeller and every other foundation for grants in 
aid of scientific progress. In proposing a vote of thanks 
to Dr. Boxwell, Mr. W. S. Colles, chairman of the joint 
committee, said he dissented from some of Dr. Boxwell’s 
remarks on the amalgamation of hospitals. There was 
a great deal to be said on both sides. He ventured to 
suggest that the amalgamation of some of the hospitals 
would be very desirable if the money was forthcoming; it 
was an uneconomic position to have hospitals overlapping in 
the same district. In a hospital of 500 beds the students, 
he believed, would have greater opportunities of gaining 
experience than in hospitals of 100 beds. 


Encroachments on Private Practice by Medical Officers 

of Health. 

At a meeting of the Irish Committee of the British 
Medical Association held at the Irish Offices in Dublin on 
November 14th, Dr. J. Mills, chairman, presided, and 
Mr. H. T. Warnock, F.R.C.S.I., Donegal, and Dr. W. W. 
Murphy, Coolgreany, Inch, county Wexford, were elected 
chairman and vice-chairman respectively for 1928-29. Dr. 
Walter Rahilly, Cork, requested the assistance of the 
Committee to prevent encroachments on private practice 
by whole-time medical officers of health, with regard espe- 
cially to the custom of local authorities of referring to 
voluntary hospitals for special and institutional gratuitous 
treatment cases inspected by their medical officers of 
health. The Committee adopted the following recom- 
mendations by the Association: (1) That the function of 
the health authority should be confined as much as 
possible to the prevention of disease. (2) The work of the 
whole-time officer should be confined to administration, 
inspection, and _ institutional or consultative work. 
(3) Health visitors and nurses should be definitely respon- 
sible to a local practitioner for patients dealt with by 
them, including expectant mothers. (4) That in the 
case of private patients they should be always referred to 
their usual medical attendant to make arrangements for 
their medical treatment. The Committee discussed at 
length the following matters which were on the agenda 
of the Irish Medical Committee for its meeting, reported 
below, on the same date: (1) Change of area of pool for 
medical certification, and (2) Dail Committee of Inquiry 
into the working of the Local Authorities (Officers and 
Employees) Act, 1926. A vote of condolence was passed 
by the Committee with Mrs, Cassidy, on the death of her 
husband, Dr. Louis Cassidy. 


Change of Medical Certification Pool Area. 

At a meeting of the Irish Medical Committee held 
in the Royal College of Surgeons, Dublin, on November 
14th, the following members were present: J. Power (in 
the chair), P. J. Butterly, P. J. Cleary, C. J. Corby, A. D. 
Courtney, P. J. Cusack, J. M. Day, J. Dalton, M. F. 
Delaney, W. M. Donevan, G. Fitzgerald, P. J. Hamilton, 
W. Hederman, E. T. King, J. J. McKenna, J. Mills, 
W. W. Murphy, J. Murray, J. W. O’Breine, B. O’Hanlon, 
J. O’Meara, H, Raverty, H. Roche-Kelly, R. J. Rowlette, 
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J. P. Shanley, D. Walshe, Sir William I. de Courcy 
Wheeler. Apologies for absence were received from 
Dudley Forde, J. J. Elliott, P. McKenna, J. Stuart, 
H. T. Warnock. Sir Joseph Glynn, chairman of the 
Irish National Health Commission, and Dr. W. J. Maguire, 
medical commissioner, with the secretaries of the Com- 
mission, Mr. J. Houlihan and Mr. J. Short, were present 
by arrangement, to discuss the proposed substitution of the 
county for the dispensary district as the pool area for 
payment for medical certification. The discussion lasted 
for more than two hours. Sir Joseph Glynn said that he 
was prepared to modify the county scheme by taking out 
of each county towns of a population of 2,500 and upwards, 
and making them certification pools in the same manner as 
urban areas of 10,000 and above are now constituted, and 
that the Commission would be also prepared to consider a 
diversion of a portion of the capitation fees from these 
urban areas to rural districts. Apart from these towns 
the remainder of each county was to be constituted into 
one pool, and the existing dispensary district pools 
abolished. The Medical Committee considered carefully 
the proposals made by Sir Joseph Glynn, and the following 
resolution was unanimously adopted: That the Irish 
Medical Committee decline to recommend the acceptance 
of the proposal of the Irish National Health Insurance 
Commission for revision of the scheme for distribution of 
remuneration for certification of insured persons, as the 
proposed change is likely to interfere with the efficiency 
of the certification system, and that the Minister for 
Local Government and Public Health be requested to 
receive a deputation from the Committee to discuss the 
question. It is understood that the Minister is prepared 
to receive such a deputation. A further meeting of the 
Medical Committee will be held at an early date to 
receive the decision of the Minister and to define the atti- 
tude of the profession. A discussion also took place’ on 
certain defects in the working of the Local Authorities 
(Officers and Employees) Act, 1926, and it was agreed to 
refer the matter to the executive subcommittee to prepare 
and to submit evidence in the event of the terms of 
reference permitting the receipt of evidence other than 
from departmental or official sources. 


= 


Scotland. 


The Local Government (Scotland) Bill. 
Wirn the issue at the end of last week of the Local 
Government (Scotland) Bill the legislative proposals of the 
Government in connexion with the reform of local govern- 
ment and with the de-rating scheme in Great Britain are 
complete. In general the policy embodied in the Scottish 
measure follows the same lines as the proposed reforms in 
England and Wales, but the important differences existing 
in the systems in force north and south of the Border 
necessitate corresponding differences in the reform methods 
adopted, and the resulting administrative machinery after 
the change has been made will still leave substantial 
divergences in conditions in the two countries. The “ dis- 
continued ”’ percentage grants are the same in each case, 
including those given for health services. The main features 
of the proposed reforms in Scotland are the application of 
de-rating, the transfer of responsibility for the administra- 
tion of the Poor Law, of the major health services, of 
lunacy and mental deficiency, of classified roads, and of 
certain other services to the county councils and the councils 
of the large burghs (that is, burghs with a population of 
not less than 20,000), the transfer of education to the 
county councils and the councils of the city-counties of 
Edinburgh, Glasgow, Aberdeen, and Dundee, and the aboli- 
tion of the existing education authorities, which are ad hoc 
bodies, of the district committees in county districts, of 
the parish councils, and of the district boards of control. 
The arrangements for the calculation and apportionment of 
the grants designed to replace the deficiency caused by the 
withdrawal of certain percentage grants in aid, and by 
de-rating, will be similar to those proposed in the case of 
England and Wales. It is intended that the reforms should 
come into force in May, 1930. Consideration of the bill 


by Parliament will protebly be delayed until the English 
bill has passed through all its stages in the House of 
Commons. The general effect of the scheme will be to 
increase the importance of the councils of the counties and 
large burghs at the expense of the lesser authorities. In 
the city-counties of Glasgow, Edinburgh, Dundee, and 
Aberdeen the town councils will be the local authorities 
for all purposes; in the larger burghs the councils will 
control all local services save education; the county councils 
will be supreme in their areas except in those parts where 
the small burghs will preserve some degree of independence 
in respect of certain services. The number of Poor Law 
authorities, which is at present over 850, will be reduced 
to 52. Among the functions of the small burghs which are 
to be transferred to the county councils are those relating 
to registration of births, marriages, and deaths, to in- 
fectious, epidemic, and endemic disease, and those exercised 
under a variety of statutes concerning the notification of 
infectious disease and births, midwives and maternity 
homes, maternity and child welfare, venereal disease, blind 
persons, milk and dairies, food and drugs, and other public 
health subjects. Other functions may be transferred by 
order of the Secretary of State. It may be added that, 
while the county councils are to be authorized to delegate 
to the town councils of small burghs certain functions, it 
is expressly stated that the delegated functions may not 
include any form of medical or surgical treatment. As 
in the case of England and Wales, county councils in 
Scotland will be required to ptepare for approval by the 
Secretary of State schemes of the administrative arrange- 
ments which they propose to make for dealing with the 
transferred functions, such as the Poor Law, public health, 
and lunacy and mental deficiency. These schemes may 
employ committees and local subcommittees, and where local 
committees or subcommittees are established they must 
include as members at least one-third of the total who are 
not members of the county council. The conditions relating 
to administrative schemes are less strictly defined than in 
the English bill. Another point of difference is the omission 
of any direct reference to the acceleration of the appoint- 
ment of whole-time medical officers of health; it is pro- 
vided, however, that when the post of a medical officer of 
health or a sanitary inspector in a small burgh falls vacant 
the corresponding official for the county shall be appointed. 
The result will be, in the course of time, that all medical 
officers of health will he in the service of either a county 
council or the council of a large burgh, and will therefore 
presumably be whole-time officers. Certain amalgamations 
for administrative purposes of counties and burghs are 
decreed in the bill, and provision is made for facilitating 
voluntary unions for specific purposes by local authorities. 
Power is taken, where a small burgh has failed to discharge 
its functions in respect of water supply, sewers, housing, 
or any other functions relating to public health, to transfer 
such functions to the county council for a prescribed period. 
While the above survey covers the main points of the 
bill it is by no means exhaustive, but it may be noted that 
the measure ig in many respects simpler than the English 
bill, and, further, that the reformed system which is con- 
templated will be more highly unified than the reformed 
system of local government in England. The effects in the 
sphere of public health, and of the hospitals in particular, 
will be considerable. Nine-tenths of the population of 
Scotland will be in areas in which control, for all local 
government purposes except education, will be exercised by 
one authority, so that there is clearly scope for a great 
unification of health services. The hospitals and other insti- 
tutions now forming part of the Poor Law service will come 
under the sway of the county councils and the larger munici- 
palities, and the fact that the bill requires the preparation 
of administrative schemes relating to public health suggests 
that the way has been opened for a sweeping reorganiza- 
tion. In some cases, notably in Aberdeen and Glasgow, 
the Poor Law institutions —either in co-operation with the 
municipality or otherwise-—have been developed in recent 
years on the lines of large general hospitals, and their 
association with the city and county councils will probably 
accelerate the movement in this direction. Only about 
fifty authorities will be concerned in the administration of 
the major health services, and the total number of local 
authorities in the country will not exceed 120.0 
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Quarterly Vital Statistics. 

According to the report of the Registrar-General for 
Scotland for the quarter ended September 30th last the 
birth rate for that period was 19.1 per 1,000, the marriage 
rate 7.5, and the death rate 11.0. This birth rate 1s 
markedly below the average, and the death rate also is 
comparatively low. The infantile mortality rate was 69 
per 1,000 registered births. The death rates from all forms 
of tuberculosis and from tuberculosis of the respiratory 
system were 87 and 60 per 100,000 respectively. The 
death rate from malignant disease was 137 per 100,000. 
The actual number of deaths from all causes registered 
during the quarter was 13,457. In the larger burghs, 
taken individually, the quarterly death rate varied from 
13.1 in Dundee, 12.7 in Coatbridge, 12.6 in Greenock, and 
12.3 in Perth to 8.4 in Kirkcaldy, 8.8 in Hamilton, 8.9 in 
Motherwell, and 9.0 in Dunfermline. In Glasgow the 
quarterly death rate was 11.9, in Edinburgh 11.1, and in 
Aberdeen 11.4. | The actual deaths of children less than 
1 year old numbered 1,610. In the larger burghs, taken 
individually, the infantile mortality rate varied from 97 in 
Ayr, 95 in Glasgow, 91 in Dundee, and 82 in Falkirk to 
41 in Kirkcaldy, 46 in Dunfermline, 50 in Kilmarnock, 
and 55 in Edinburgh. The actual deaths from all forms 
of tuberculosis were 1,071, and the actual deaths from 
malignant disease 1,681. Deaths from diseases and acci- 
dents of pregnancy and childbirth numbered 147, equiva- 
lent to a death rate of 6.3 per 1,000 registered births. 
There were 37 deaths from cerebro-spinal meningitis, 23 
from encephalitis lethargica, and 13 from acute polio- 
myelitis. 

Heredity and Health. 

A lecture delivered as one of a series promoted by 
Glasgow Corporation and the Burgh Insurance Committee 
was given by Professor Crew of Edinburgh University in 
Glasgow on November 14th on ‘ Heredity and health.’’ 


Professor Crew said that heredity had developed into a_ 


science only some twenty-eight years ago, and the time that 
had elapsed had hardly been sufficient to allow much 
application of this new science to human affairs. He con- 
sidered it important that family history should be kept, 
for it was important both to be well born and to remain 
well. They could not remain healthy if the environment in 
which they lived was of a kind not conducive to the full 
self-expression of what they had inherited. He believed 
that for every individual exhibiting mental defect there 
were ten carriers of this defect ; the problem of the practical 
application of heredity was to identify and cure the carrier 
rather than to attempt to cure the defective, and he 
thought it’ was quite reasonable to ask those who were 
defective to remain celibate. He believed there was an 
indication of a general determination that as knowledge 
grew there should also develop a public morality fitted to 
use that knowledge for the betterment of humanity. 


Fifty Years in Practice. 

Dr. A. Leslie Curror was, on November 14th, entertained 
to dinner in Kirkcaldy by his patients and fellow townsmen 
in celebration of his having been fifty years in practice 
there. Viscount Novar presided, and during the evening 
Dr. Curror was presented with a cheque and a silver tray 
bearing an inscription recording the high esteem in which 
he had been held during his long period of medical practice. 
The toast of ‘‘ The Medical Profession’? was proposed b 
the Rev, Evelyn Gall, minister of Kirkcaldy Parish Church, 
and acknowledged by Dr. C. E. Doyglas of St. Andrews. 


England and Wales. 


Post-graduate Course on Cancer at Leeds. 
A post-GRADUATE course of four lectures on cancer, under 
the joint auspices of the Leeds and West Riding Medico- 
Chirurgical Society and the Yorkshire Council of the 
British Empire Cancer Campaign, will be given during the 
winter months at the Medical School, Leeds. There is no 
fee for the course, and all medical practitioners are invited 
to attend. The lectures, the first three of which will be 
illustrated by lantern slides, will in each case be given at 
3.30 p.m. on a Wednesday, the first being on November 
28th, when Professor A. H. Burgess will discuss cancer 


of the breast. At the second lecture, on January 9th, 
Professer Blair Bell will deal with lead in the treatment 
of cancer. The remaining lectures, on February 13th and 
March 13th, will be given by Dr. Archibald Leitch, director 
of the Cancer Hospital Research Institute, London, on 
‘‘The lessons of recent researches in cancer,’ and Mr. 
Cecil Rowntree, surgeon to the Cancer Hospital, London, 
on ‘“‘ Cancer and the general practitioner.’ Tea will be 
provided at each lecture, and those intending to be present 
are therefore requested to inform the secretary of the 
British Empire Cancer Campaign, 47, Park Square, Leeds, 
at least two days before each lecture. 


St. Mary’s Hospitals, Manchester. 

The St. Mary’s Hospitals, Manchester, have just issued 
a report, prepared by Dr. J. W. A. Hunter, on the clinical 
work done in their maternity department during the year 
1926. Dr. Hunter points out that, owing to changes in the 
registrarship, it has not been found possible to compile this 
report in accordance with the suggestions of the Maternity 
Hospital Reports Committee. During the year 5,222 
patients were treated, of whom 1,761 were admitted to the 
hospital wards. Of the latter, 17 were cases of ectopic 
pregnancy, 8 of tumour operated upon during pregnancy, 
and 230 of abortion. Thirty-six patients were admitted 
after delivery, mostly on account of the occurrence of 
puerperal complications. The mortality rate for all admis- 
sions was 2.38 per cent. Among the causes of death were 
heart disease complicating labour, eclampsia, obstetric 
shock, post-partum haemorrhage, puerperal embolism fol- 
lowing labour, accidental haemorrhage, placenta praevia, 
hyperemesis gravidarum, puerperal sepsis (one case only), 
ruptured uterus, and abdominal pregnancy. The morbidity 
rate was 12.08 per cent., the standard adopted for the 
estimation of morbidity being that suggested by the British 
Medical Association—that is, ‘‘ all fatal cases, and. all 
cases in which the temperature reaches 100° F. in any two 
of the bi-daily readings from the end of the first to the end 
of the eighth day after delivery.’’ Two hundred and six 
cases of contracted pelvis were treated during the year by 
operation. Most of these were among patients who had 
been kept under regular observation at the ante-natal 
clinic and admitted whenever treatment was considered 
advisable. Thirty-four patients were admitted with 
eclampsia, and of these seven died, The routine treat- 
ment adopted was: (1) absolute starvation during the 
eclamptic state; (2) gastric lavage and purgation; (3) colon 
lavage; (4) moderate narcosis. The report is furnished 
with twenty-four statistical tables giving a detailed account 
of the clinical work done by the department during the 
year. 

Local Government Reform in London. 

A special committee of the London County Council, under 
the chairmanship of Sir Cyril Cobb, has been examining 
the changes proposed in local government by the Minister 
of Health in connexion with the de-rating scheme in so far 
as they affect London, and reported to the Council on 
November 13th in a sense favourable to the Minister’s 
proposals.. The general nature of the scheme, which is 
linked up with the Government’s proposals for the relief 
of productive industries, was explained in our issue of 
October 27th (p. 765). The application of the scheme to 
London is generally on the same principles as to the rest 
of England and Wales, with modifications on account of 
the special conditions of the metropolis. If the proposals 
take effect all the London Poor Law authorities will be 
abolished as from April, 1930, and their functions (with 
minor exceptions) will be transferred to the London County 
Council, which will become responsible for, aniong other 
things, domiciliary medical relief (as part of what has 
hitherto been Poor Law assistance), the provision of insti- 
tutional treatment, the functions relating to lunacy and 
mental deficiency now performed by the guardians, and the 
services maintained by the Metropolitan Asylums Board. 

The London County Council does not anticipate any 
insuperable difficulty in adapting and supplementing the 
present organization so as to enable the Council to under- 
take the new duties. With regard to the setting up of 
committees and of local subcommittees for the administra- 
tion of the transferred functions, it is pointed out that 
the Minister’s provisional scheme has provided that on 
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all such bodies persons might be co-opted who are not 
members of the Council, subject, however, to the main- 
tenance of a majority of elected members. While the re- 
quirement to maintain a majority of elected members 
could be met on committees of the Council itself, it is felt 
that this would be impracticable on the local subcommittees 
in London, and it is therefore suggested, on behalf of 
the County Council, that this condition be waived in 
the metropolis, and that the Council be at liberty to 
appoint local subcommittees without a majority of its own 
members. Another suggestion is that in order to liberate 
members of the Council to serve on the new bodies dealing 
with the transferred functions, the principle of co-option 
should be extended to the existing committees (except the 
Finance Committee), subject to the number of co-opted 
members not exceeding one-third of the total membership. 
This suggestion is important, because many medical men 
and others who would be eminently useful on committees 
dealing with health and hospital services might be unable 
or unwilling to run the gauntlet of election or to take part 
in general administration. The Council also desires the 
greatest possible freedom in distributing the transferred 
functions, and suggests that the Minister should be enabled, 
ov application by the County Council, to make an order 
attributing to the metropolitan borough councils any of 
its powers or duties. This desire is, m fact, with certain 
restrictions, met in the Local Government Bill, and, further, 
the provisions of the bill relating to the constitution of 
guardians committees do not apply to London. It is 
proposed to empower the County Council instead to pro- 
vide in its adminstrative scheme for the appointment of 
local or other subcommittees of the public assistance 
committee, to form these committees wholly or partly of 
members of that committee, and to prescribe their 
functions. Functions .under the Vaccination Acts are 
transferred by the bill te the City Corporation and the 
borough councils. 
_ The Minister’s provisional scheme proposed that the 
County Council should be the supervising authority for the 
health services in the county. The London County Council 
asks power to conduct periodical surveys of health services 
in the county and to require authorities and bodies 
administering health services to furnish necessary informa- 
tion. Surveys of this character have been made from time 
to time in respect of individual services, but there has been 
no statutory authority for them. 

As the London County Council has on several occasions 
indicated that its policy is the abolition of Poor Law autho- 
rities and the merging of their powers in general municipal 


government, it was not anticipated that any opposition. 


would be raised to-the Minister’s proposals, except possibly 
on the ground of finance. After a conference with the 
Minister, who recognizes the special circumstances of 
Lendon, which are not to be met by any general formula, 
it appears to the special committee that London will not 
be adversely affected in the matter of total grants for 
many years to come. After a debate in which various 
amendments were negatived, the recommendations of the 
Special Committee were agreed to by the Council. 


London University: Purpose of the Bloomsbury Site. 

In the course of a lecture to the London Society on 
“The physical relations of a university to a city,” in the 
hall of the Royal Society of Arts, on November 16th, Sir 
William Beveridge, a former vice-chancellor of the Univer- 
sity of London, spoke of the purchase of the Bloomsbury 
site by the University, and outlined the scheme for its 
development. The University of London, he said, had 
about 14,000 students, 1,100 appointed and recognized 
teachers, and many other teachers, but these students 
and teachers could not be found by visiting what was called 
the University of London in South Kensington; they could 
only be found in the colleges—particularly the great 
colleges in the central area of London—University College, 


King’s, The School of Economics, Bedford, Birkbeck, and ° 


the medical schools. Hitherto, while the bulk of the 
University was in the centre of London, it had no centre of 
its own. A year and a half ago, with the help of the 
Rockefeller Foundation, it bought the site on the Bedford 


estate; during the past year it had cbtained powers to | in their clientele has led governing bodies to seek new” 


close all the roads across the site so as to make an island 
area of ten acres. This area lay next to the British 
Museum, between the central colleges, near the centre of 
gravity of the University. The possession of the site did 
not mean the uprooting of any of the colleges; it was 
primarily for the central purposes of the University. It 
was hoped that arrangements would be made for social and 
residential facilities, including a faculty club for teachers 
and administrators, and a students’ union, or day house, 
bringing together students of many colleges. Much could 
be done to give to that half of the London students who 
did not live at home a chance of living, whether in halls 
of residence or approved lodgings, in an academic quarter 
close to the colleges. To use the site the University wouid 
need gifts on a scale not dreamed of before; these gifts 
would go, not to some temporary undistinguished purpose, 
but to benefit the lives of generations of students. The 
buildings erected on this site would, it was hoped, be the 
outcome of creative imagination in architecture. What- 
ever the design, two things were’ certain. Nothing would 
be built on the Bloomsbury site that was not beautiful, and 
nothing would be built that would not be characteristic 
of London and of this age. 


Brompton Hospital for Consumption. 

Lord Derby, who is president of the Brompton Hospital 
for Consumption, opened, on November 14th, a new 2-ray 
department, surgical wards, and an operating theatre. 
The urgent need of more convenient radiological facilities 
has been felt for a long time, and the present enlarge- 
ment and remodelling of the old 2z-ray department will 
enable the work to be carried on with much less difficulty 
than hitherto. The new surgical unit consists of wards con- 
taining twenty-five beds, and, together with the operating 
theatre, will give great assistance to an important side 
of the treatment of tuberculosis. The nurses’ home has 
been extended in order to provide for additional nurses 
and the establishment of a preliminary training school. 
One central kitchen has now been instituted and equipped 
with modern labour-saving devices; other improvements 
include a new almoner’s department and more electric lifts. 
The cost of this work of extension has been over £40,000, 
rather less than half of which sum has been raised 
already. Lord Derby commented on the excellent work 
for which the hospital has been responsible in past years, 
and emphasized the importance of such hospitals continu- 
ing to be voluntary, rather than State aided. Sir Arthur 
Stanley, chairman of the National Association for the 
Prevention of Tuberculosis, said that over 4,000,000 out- 
patients and about 100,000 in-patients had been treated 
since the Brompton Hospital had started. During this 
time the general death rate for tuberculosis had declined 
by 50 per cent. For the great improvement which had 
taken place in the treatment of tuberculosis no small 
credit was due to the work of the Brompton Hospital. 


é 
Correspondence. 


HOSPITAL POLICY. 

Sir,—As chairman of the meeting of hospital staffs in 
the county mentioned by Dr. Norman Macfadyen in his 
letter in your issue of November 10th (p. 866) I should 
like*to say at once that I do not disagree with his im- 
pressions; he seems to have put the case of the small 
hospitals very fairly, had the British Medical Association 
scheme been designed for these alone. 

But, in starting a discussion on hospital policy, a much 
larger vista is opened up. The British Medical Association 
has pointed out—and it cannot be too much insisted upon 
—that the whole aspect of hospital practice has altered, 
particularly since the war. Whereas such institutions were 
formerly meant for the indigent poor, and entry thereto 
was regarded only as a necessity and as making the best 
of a bad job, they are now used by an ever-increasing 


number of classes, who regard them as places where the’ 


most up-to-date methods are employed, and where good 
treatment and comfort are alike studied. This increase 
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sources of income in order to keep out of debt, and it has 
become a fact that larger and larger numbers of patients 
are charged for their maintenance and nursing. (In my 
own hospital 95 per cent. pay something.) This method, 
however, has not sufficed to meet costs, and so contributory 
schemes have arisen all over the country, some on the 
lines suggested by the British Medical Association and 
some not, 

The result of this revolution—as one might call it—in 
hospital policy is that the work of the honorary staffs 
has been enormously increased, on the one hand, and on 
the other the natural sources of their private incomes 
have undoubtedly been diminished. If, as Dr. Macfadyen 
suggests, the honorary staffs were permitted to charge 
their patients in general wards when they could reason- 
ably do so, the question of payment to them by the com- 
mittees, in any form, would probably never arise. Dr. 
Macfadyen, in using such terms as “ free men” and 
‘‘honourable independence,’’ seems to suggest that we 
should limit our present usefulness and make: our action 
appear undignified did we take payment for hospital work. 

What is there undignified in receiving payment—even 
if small—for work done, whether as part of a mass con- 
tribution or as a fee charged for specific service in the 
ward? Does not the old classic itself say ‘‘ the workman 
is worthy of his hire’? ? If we were still attending the 
‘indigent poor’? then perhaps it would be undignified. 
But why should all these paying and contributory patients 
be foreed to accept charity? That is what we are doing 
in attracting more and more patients to our hospitals by 
these schemes without recognizing financially the services 
of the staffs. Has it been suggested that it is undignified 
to receive five, ten, or fifteen shillings per year for friendly 
society attendance? Is it undignified to accept the present 
rate of pay under the Insurance Act? If not, then why 
should it be so to accept a percentage of all payments made 
by tariff and contract patients in hospitals? 

The worker, to whom Dr. Macfadyen concedes intelli- 
gence, knows perfectly well that a penny or twopence per 
week individually would not pay for hospital or any other 
kind of treatment; but he knows also that if that sum is 
multiplied by ten thousand or more, it should pay for 
maintenance, lodging, nursing, and medical attendance; 
and, what is more, large numbers of contributors do 
believe the doctors are getting some proportion of these 
payments for their labour. The income from these essen- 
tially co-operative schemes is something enormous and 
much more than covers hospital ordinary charges. 

Acting on this general knowledge of the question, it 
seems to me the British Medical Association suggests a 
scheme which appears to be dignified, fair, and business- 
like; and, with an eye to the future rather more than to 
the present conditions of the profession, the statesmanlike 
view is taken that the profession as a whole should be all 
for one and one for all. 

It is the big view I would ask Dr. Macfadyen, and 
those who think with him, to take, for without a doubt 
the future work, or rather future pay, of the general 
practitioner will become less and less. People of all 
stations will continue to go to hospitals in ever-increasing 
numbers, and, if this means increased work for the staffs, 
then they should receive proportional remuneration. 

Some think the status of the hospital and its staff would 
thereby be altered, and that voluntary hospitals would 
cease to be such. I do not believe this for a moment. 
The essential feature of a voluntary hospital is voluntary 
management, and there is little fear, to my mind, of 
hospitals becoming State institutions in this country so 
long as there are able committees to manage them.— 
Tam, ete., 


Watford, Nov. 11th. G. Francis Smirn. 


Sir,—The repetition almost every second day in the lay 
press of ‘articles headed ‘‘ Hospital treatment for all ’’ is 
becoming a cause of discontent on the part of the public; 
and I think it is only fair to the community that the 
medical profession should explain certain things. 

First of all, hospital treatment for all classes will not be 
an accomplished fact for ten or twenty years. At present 
the accommodation for paying patients is almost negligible ; 


and owing to the effect of these hysterical articles in the 
press a surgeon spends half his time with his patient in 
telling him what is wrong, and half of it in explaining 
that he cannot take him into a private ward because there 
is no vacancy, and that he must go into a nursing home. 
There is a violent prejudice against nursing homes, because 


undoubtedly there have been some very bad ones. But 


nursing homes have the following advantages. (1) The 
personal interest is greater; (2) the food is better than 
food cooked in an institution for 200 to 600 people; (3) in 
all- good homes, of which there are many, all the nursing 
staff is fully trained, ~rhereas in hospitals part of the staff 
i: being trained, with the patients, necessarily, as the raw 
material. The impression some people have received, on 
reading these outbursts in the lay press, is that nobody has 
so far ever been treated efficiently except in a hospital. 

The scarcity of private wards is partly due to surgeons 
using them for cases which can be operated upon perfectly 
well in a nursing home. Private wards, as long as they 
are scarce, should not be used for hernias, interval appen- 
dicitis, or straightforward gastric or gall-bladder cases, 
but should be reserved for pyelograms, passage’ of opaque 
ureter catheter, and other procedures involving the coinci- 
dent use of x rays. The mere fact that x rays and bacterio- 
logy help the diagnosis is not an indication for hospital 
treatment. Both of these forms of help can be obtained 
outside. 

The thing that surprises me as a surgeon is that the 
medical profession does not realize that when hospital 
treatment is available for all—that is, when the country 
has been systematized, hospitalized, Americanized, and 
Germanized—it will see the end of the British general 
practitioner, who is the greatest in the world. If and when 
a case, whether the patient be rich or poor, is whipped 
off to hospital the moment it becomes interesting, no 
longer will men of ability go into that most difficult branch 
—general practice. The result will be that surgeons and 
physicians will make far more mistakes, because they will 
be robbed of the help of the one man who knows the 


‘patient better than any consultant can know him.—I 


am, etc., 


Liverpool, Nov. 14th. FRANK JEANS, 


CEREBRAL STATES CONSEQUENT UPON HEAD 
INJURIES. 

Sir,—I have read with great interest the paper by 
Dr. C. P. Symonds published in the Journal of November 
10th (p. 829), and IT am in such complete accord with all 
that he says that I should not venture to trouble you 
with this letter were it not for the fact that I was unable 
to be present to take part in the discussion on Dr. Symonds’s 
paper when it was read at the British Medical Association 
Meeting at Cardiff. } 

The subject dealt with is of such great importance from 
a medico-legal standpoint that there is one aspect of it that 
should, I think, be emphasized. 

Dr. Symonds says: 

‘‘My impression is that the frequency of traumatic neuroses 
following head injury is a good deal exaggerated and that the 
minor mental symptoms so often encountered are mainly due to 
organic damage. ... The argument to the contrary, that such 
symptoms are commoner amongst workmen, is to my mind of no 
great weight. Mental stress is an important aggravating factor 
in the symptoms of true contusion, and one can hardly imagine 
a greater mental strain than that of a lawsuit for compensation 
hanging over a man who has nothing to show as evidence of his 
disability besides his own word.” 


And he adds: 


“In this connexion I would urge the importance of teaching the 
legal profession that the brain may be seriously damaged without 
any fracture of the skull, without any objective physical signs, 
and occasionally in the absence of any history of concussion.” 

In endorsing these views it is, I think, necessary to 
call attention to the fact that the lawyers are encouraged 
in their belief by a section of our own profession; indeed, 
it is probable that their attitude is largely the outcome of 
views that they have heard so often repeated by certain 
medical men in the courts of law. It would seem to me, 
therefore, that we are called on to put our own house in 
order before we can expect the lawyers to change their 


view. 
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In considering why there should be such a divergence of 
opinion on this subject in the medical profession, one 
cannot help feeling that many doctors who adopt the 
attitude they do do so with an inadequate knowledge of 
the subject, in that they have not had proper opportuni- 
ties of studying these cases. If they were to study the 
subject with the same amount of care and thoroughness 
that Dr. Symonds has done it would be difficult to under- 
stand how they could arrive at any opinion contrary to 
that which he has expressed.—I am, etc., 
London, W.1, Nov. 12th. J. S. Risten Russgx. 


WEIGHT AT BIRTH. 

Sm,—With reference to Dr. Hubbard’s query (November 
10th, p. 878) if 1 lb. (450 grams) is an unusual weight for 
a child living at least seven days, 1 think the answer is 
unquestionably in the affirmative. Curiously enough in the 
last number of the American Journal of Diseases of 
Children an article appears on a baby of 680 grams who 
was living at the age of 3. The article referred to Hess’s 
Premature and Congenitally Diseased Infants, in which he 
refers to twenty-three infants under 1,000 grams at birth 
as surviving. Hess himself records an infant of 690 grams 
living seventy-one days, and another of 740 grams living 
two days. It would be extremely interesting if Dr. 
Hubbard would report the duration of life of his infant of 
450 grams. 

The largest infants on record appear to be one of 10,733 
pea and one of 11,300 grams, reported by Dubois.— 

am, etc., 


Blackley, Manchester, Nov. 16th. J. D’Ewanrr. 


SANOCRYSIN, SUNLIGHT, AND THE SKIN, 

Srr,—I was much interested to read Dr. Beaumont’s 

- report on the treatment of a case with sanocrysin in your 
issue of November 3rd (p. 818). I have at present one 
patient—in a series of ‘sixteen cases—who has shown a 
similar lilac-coloured pigmentation of the face and neck. 

In this case the discoloration was particularly noticeable 
on the posterior aspect of the neck just above the collar, 
and also on his lips. As the patient developed a trouble- 
some dermatitis all over the body, excepting the hands 
and face (the uncovered parts), sanocrysin was discon- 
tinued after a series of small doses (totalling 1.85 grams). 
The last dose of 0.35 gram was given on September 28th, 
ont. the discoloration was first noticed some three weeks 
ater. 

It never occurred to me that sunlight was the cause of 
this unusual manifestation; although there was certainly 
a good deal of sunlight here during September and early 
October, the patient being out in the sun for an hour or 
so every day. 

Thiosulphate of soda was given, at first intravenously in 
6-grain doses and later in large doses of 15 grains, orally 
thrice daily, with local application of Lassar’s paste for 
the extensive dermatitis. This treatment has caused the 
disappearance of both the discoloration of the skin and of 
the dermatitis, but the patient has still some small ulcers 
on the tongue, and, strangely enough, on the glans penis! 
In spite of this troublesome complication, the patient, who 
previously had a very long period in bed with evidence of 
marked toxaemia and a troublesome pyrexia, is feeling so 
much better that he is anxious to continue the treatment. 
—I am, etc., 


Grampian Sanatorium, Kingussie, Noy. 13th. Fevix Savy. 


HEART SOUNDS. 

Srr,—Dr. Arbour Stephens (p. 916) asks what authority 
there is for the suggestion that the auricle is capable of 
producing any sound. Sir Thomas Lewis has pointed out 
that an audible auricular sound may be an early clinical 
sign of the widening of the a-v interval, which is one of 
the earliest manifestations of heart-block. ‘It may not be 
known to everyone that auricular systole produces a distinct 
though muffled sound, and that while this sound is inaudible 
when the heart’s mechanism is normal it is frequently heard 
when the auricular and ventricular systoles are su ciently 


separated.” (Clinical Disorders of the Heart Beat.) The 
precise mechanism of the production of the sound is not 
here specified, though it is certainly implied that it is due 
to muscular contraction. The same may be said of the 
words which Dr, Stephens quotes from your Epitome of 
October 27th, and against which he directs his complaint. 
But the important point surely is that auricular systole is 
accompanied by a sound, however produced, in just the 
same way as is ventricular systole. Reduplication of the 
heart sounds may, therefore, be an early sign of heart- 
block. 

One is naturally tempted to break a lance with Dr. 
Stephens over his unconyentional views on the production 
of the normal heart sounds. This temptation will be 
resisted, however, except with reference to one point. 
Speaking of the absence of heart sounds in pericardial 
effusion Dr. Stephens says, . .. were the sounds pro- 
duced by the muscles or valves of the heart they would be 
heard all the more plainly, because fluid is such an excellent 
conductor of sounds.’”? It is true that liquid (not fluid) 
is a good conductor of sound. It is also true that the 
normal pulmonary sounds become inaudible, in the vast 
majority of cases, when the pleural cavity is filled with 
liquid (a good conductor) or with gas (a fluid and a bad 
conductor). We do not, therefore, argue that the pleural 
fluid is responsible for the normal breath sounds. The 
physical factors involved in the transmission of audible 
vibrations from within the thorax, via the stéthoscope, to 
the ear of the auscultator seém still to be very imperfectly 
understood. There are two main causes for the loss cf 
intensity of a sound in its passage from heart or lung to 
the surface; they ave diffusion and reflection. A sound 
will lose half its intensity, by diffusion, in spreading from 
a sphere of given size to one of double its dimensions. In 
addition, reflection of sound waves occurs at the planes 
which separate media of different density. Assuming that 
we have to deal with a pericardial effusion which has 
doubled the cubic contents of the pericardium the effect 
of diffusion will be to halve the sound. The added effect 
of the reflection of the sound waves as they enter and leave 
the liquid medium is quite sufficient to account for impaired 
or absent heart sounds. 

A very simple experiment will convince Dr. Stephens that 
liquid, although a good conductor of sound, may be a 
potent obliterator of sound. If he will bury his head in 
the bath he will find it difficult to hear the gong. Accord- 
ing to his own argument it should ‘‘ be heard all the more 
plainly, because fluid [that is, liquid] is such an excellent 
conductor of sounds.’’—Il am, etc., 


London, W.1, Nov. 17th. Mavrice E. Suaw. 


THE SO-CALLED TITANIUM RAYS. 

Sir,—During the last few weeks I have had a number 
of insistent inquiries from doctors and patients as to the 
meaning, nature, and value of ‘ titanium rays’ in treat- 
ment. One of these doctors brought me a pamphlet (which 
I enclose) entitled ‘‘ Notes on titanium rays.”’ 

The impression of anyone, without some technical 
electrical knowledge, on reading this pamphlet must be 
that here is a new form of treatment entirely ditferent 
from any of the well-known forms of ultra-violet light 
treatment. The writer’s opening paragraph states: 


‘Titanium rays are obtained from electrodes containing from 
1 per cent. to 5 per cent. of the rare metal titanium and 95 per 
cent. or more of wolfram.” 

And in another paragraph he goes on to say: 

“For many years I made a special study of tungsten rays and 
used them exclusively. In the latter part of 1934 I began to 
observe the effect of titanium rays, and the results led me to 
adopt them.”’ 

May I rewrite these paragraphs as they should be written 
in order to be physically accurate and to impart informa- 
tion on the subject to those with little or no technical 
knowledge? 

“Titanium can be incorporated in quantities of 1 to 5 per cent. 
with wolfram, which is a tungstate of iron and manganese, to 
make electrodes for the generation of ultra-violet light. For many 
years I made a special study of tungsten electrodes and used them 
exclusively for generating my supply of ultra-violet light. In the 
latter part of 1924 I began to observe the clinical effect of 
incorporating small quantities of titanium in electrodes of wolfram, 
and the results led me to adopt them.” 
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These electrodes will, therefore, give a combined spectrum 
of the metals titanium, iron, manganese, and tungsten. 

So written it would be clear: (a) That treatment with 
these electrodes was essentially an ultra-violet light treat- 
ment. (b) That the arc from these electrodes only differed 
from the tungsten or mercury vapour or carbon arc in the 
position and intensity of its absorption bands. (c) That 
clinical experiences with such an are showed improvements 
in results in comparison with the results obtained from 
using tungsten only. It would then be open for any critic 
to point out, as Dr. B. D. H. Watters did in the Lancet 
of August 11th, 1928, that the spectrum of titanium and 
tungsten are extraordinarily similar, and that improved 


‘clinical results from the mixture of the titanium and 


tungsten were difficult to credit. 

it would be equally open to the writer to reply that 
wolfram is not pure tungsten, though it is the chief source 
of supply of tungsten, and, from the controversy, interest- 
ing clinical facts might emerge and stimulate the Medical 
Research Council to investigate the claims and issue an 
authoritative statement. As set out, however, the state- 
ments must necessarily cause confusion, and this, at a time 
when the British Medical Association is endeavouring to 
counteract extravagant and unjustifiable claims in relation 
to ultra-violet light, is, to say the least of it, unfortunate. 

May I conclude by urging those who are utilizing electro- 
physical methods of treatment in their practices to employ 
correctly the generally accepted terms of physics when they 
put their views into print?—I am, etc., * 

. C. B. Hearp, C.B.E., M.D., M.R.C.P., 
Consultant in Electro-therapeutics to the R.A.F.M.S.} 


- Physician in Charge of Electrical Department 
November 16th. Royal Free Hospital. 


EARLY RECOGNITION OF CANCER OF THE 
STOMACH, 

Sir,—In the very helpful article on the early recognition 
and treatment of cancer of the stomach, published on 
November 10th (p. 838), the author writes: ‘‘ A disadvan- 
tage of the usual benzidine test is that it is over-sensitive 
for clinical use, giving a positive reaction with traces of 
blood which are too small to be significant.” 

This criticism of the test was shown to be fallacious by 
hy Spence in the Newcastle Medical Journal of January, 

Since reading this article I have found it possible to 
get negative results repeatedly without dieting the patients. 
Having in my own case obtained a negative result, 
I deliberately consumed a large quantity of underdone 
meat, but the test still remained negative. The only pre- 
caution | have found necessary is a most rigid cleansing 
of the tube or porcelain dish used in emulsifying the 
faeces. Obviously any lack of this precaution in the 
other tube containing the benzidine-glacial acetic acid- 
hydrogen peroxide mixture will declare itse!f. If the result 
is negative I always confirm the activity of my reagents 


‘ by adding a few drops of a solution composed of one drop 


of blood from my finger in a three-ounce dispensing 
measure of water, The reagents are cheap and keep well 
if the hydrogen peroxide be kept in the earthenware 
stoppered bottles it is now usually supplied in. 

I quote the above article and my own experience in the 
hope that they may be of service in commending this 
simple and helpful test to others.—I am, etc., 

London, §.W.11, Nov. 13th, W. Bary Peacock, M.D. 


THE DIAGNOSIS OF GASTRITIS. 

Sir,—Certain of Dr. Hurst’s statements on November 3rd 
(p. 778) require, I think, some comment. He says the 
fractional test meal affords the only means of recognizing 
gastritis; surely he does not mean to suggest that gastro- 
scopy in the hands of a competent and exierienced man 
is not also a means of diagnosing this condition. Among 
the newer methods of diagnosing gastritis is one which is 
employed in the Charité in Berlin—a radiological method. 
The patient receives a rather small quantity of barium, 
is placed before the screen, and by means of pressure 
applied to the abdomen in the stomach region by the 
radiologist the barium can be made to occupy the spaces 


between the mucous membrane folds. An impression may 
‘thus be gained as to the presence of abnormal thickening 
or conformation of the folds; by the experienced even 
slight variations from the normal may be detected. If 
desired a picture may be taken after the screening (with 
this small quantity of barium in the stomach), and it is 
often very impressive to see abnormalities of the mucous 
membrane shown up in this way. This change in the 
mucous membrane is surely sufficient ground on which to 
base a diagnosis of gastritis. 

Is excess of mucus in the test meal fractions necessarily 
a sign of gastritis? That gastritis is the commonest cause 
of excess of mucus no one will question, but many physi- 
cians recognize another condition—the so-called gastro- 
myxorrhoea—in which there is an increased secretion of 
mucus without any pathological condition of the stomach 
wall being present. They regard it as to an extent 
analogous with true mucous colitis and of nervous origin 
in the purest meaning of the term. 

Then Dr. Hurst asserts ‘‘ the essential exciting cause of 
gastric and duodenal ulcer is infection.’”? Surely this is 
too dogmatic a statement. As regards causation, there 
exist at present numerous theories, but they are as yet 
only theories. Those people who deny the infection factor 
have much on their side, and, after all, they may be right. 
Two workers who do not subscribe to the infection theory 
are Aschoff and v. Bergmann; I may add, incidentally, that 
these two are by no means in agreement as to the causa- 
tion, but they unite in regarding infection as being a rare 
cause of ulceration; surely the opinions of two such men 
are worthy of consideration. The causal factor is still 
unknown, and so long as we have only theories and no 
definite proofs as to the leading part played by any one 
factor, no one is justified in saying ‘‘ that or that is the 
essential exciting cause.” 

It might interest Dr. Hurst to know that Kalk of Berlin 
has shown that, after giving test meals of milk alone, he has 
feund acid values exceeding those found after the usual 
test meals (for example, 5 per cent. alcohol, etc.); he 
prefers to give as little milk as is necessary to ulcer patients 
because of its exciting action as regards acid production. 
His finding clashes with those of Freezer, Gibson, and 
Matthews, who believe milk has a neutralizing effect on the 
hydrochloric acid produced in the stomach. Both opinions 
cannot be correct, and it would be very interesting to 
find out absolutely definitely the action of milk, considering 
that it is the basis on which most of the existing ulcer 
treatment schemes are built.—I am, etc., 

Berlin, Nov. 6th, P. J. Motioy, M.B. 


DEFINITION OF DRUNKENNESS. 

Sir,—Once more I have just returned (10.45 p.m.) from 
the local police station, after seeing a man suspected of 
being drunk in charge of a motor car. Primed with the 
letters of advice in the British Medical Journal on my 
recent case of a similar kind, I went prepared to say 
Drunk without any qualifications. 

The man had been drinking, but he passed every test 
that I could put to him, yet I knew he was not fit to 
drive a motor car. 

Acting on the advice given me in one at least of the 
letters, was I to perjure myself and say ‘‘ Drunk ”’ without 
comment; was I (taking the advice that my duty was ‘‘to 
be guided by the-law’’) to say the man was “* Not drunk as 
at present defined,” or should I say once more “ Not 
drunk in the ordinary sense of the words [however loose 
the description may be] but unfit to be in charge of a car’’ ? 

My experiences at the recent sessions, my curtain lecture 
by the chairman, my cross-examination by the grand jury, 
have left their mark. 

The accused stepped out a free man. Fortified by coffee 
kindly supplied by a good-hearted sergeant, delayed by 
the mending of a puncture which (not unintentionally) was 
not unduly hurried by the mechanic, with no intoxicant 
in his pocket and public-houses closed for the night, I have 
every hope he arrived home safely without damage to him- 
self or, what is perhaps more important, damage to others. 
Still, my conscience asks me: Have I done right?— 
I am, etc., 


Crawley, Nov. 13th. Sipney Martrtnews, J.P. 
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CORRESPONDENCE. 


Tue Britis 
Mepicar Jovenat 


Sim,—Most of the definitions of drunkenness hitherto 
suggested, including that of the British Medical Associa- 
tion’s Committee and those of the two judges referred to 
by Dr. H. J. Fardon in his letter on November 17th 
_(p. 916), appear to have been specially drafted to apply 
to the offence of ‘ being drunk in charge of a motor 
vehicle.” In many of those circumstances in which 
drunkenness is a statutory offence no element of danger, 
no failure to attain safety, is involved. Any satisfactory 
definition of drunkenness must be valid in all the circum- 
stances detailed in the statutes in 
“drunkenness ’’ or equivalent expressions are used. 

In decisions given by benches of magistrates or by juries 
it must be remembered that no standard of intelligence 
beyond ordinary sanity, and no knowledge beyond that 
gained by ordinary experience, are presupposed. It must 
also be remembered that the law evidently deems drunken- 
ness to be within the ordinary objective experience of any 
man, and therefore not requiring definition. 

Observation and induction from a study of the statutes 
concerned, I think, justify the statement that to the 
ordinary individual drunkenness in Jaw is a demeanour 
directly due to the voluntary consumption of alcohol, which 
is calculated to interfere with the comfort, convenience, and 
safety of the public. But it is for the court to decide 
whether this condition obtained at the time of the alleged 
offence. It is the duty of the medical witness to declare 
whether the individual he examined was drunk or not, and 
in my opinion he should not ask anyone in court what is 
meant by drunkenness; if he feels unable to define drunken- 
ness he should say so, and content himself with the detailed 
statement of his examination. But the chief value of 
medical evidence of drunkenness is the elimination of 
the possibility that some pathological condition simulating 
drunkenness existed, 

1 will not occupy your space with the reasoning upon 
which my definition of drunkenness from a medical view 
is based, but merely state it. Drunkenness is any altera- 
tion for the worse in an individual’s normal behaviour, 
judgement, and skill, or any one of them, due to the con- 
sumption of alcohol. If the medical witness has had no 
previous acquaintance with the individual, or has had no 
opportunity of a subsequent examination when no alcohol 
has been consumed, he should make it clear that his 
standard of ‘‘ normal ’’ is one based upon the reactions of 
an average healthy person to ordinary environments. 

It will be found in practice that if the opinion and 
evidence of the medical and other witnesses coincide with 
the conception of drunkenness held by the court—namely, 
that it is a demeanour calculated to interfere with the 
comfort, convenience, or safety, one or more of them, of 
the public—a conviction will follow.—I am, etc., 

Thuristone, nr. Sheffield, Nov. 18th. Gorpon WILson. 


“ HYPERVITAMINOSIS.” 

Srr,—Your issue of November 10th contains an interest- 
ing leading article (p. 856) in which reference is made to 
this subject. I am certainly in agreement with the general 
conclusion which you draw from the results obtained by 
Dr. Moore and myself, and by other investigators, that 
there need he little danger in clinical practice of poisoning 
from excessive dosage with irradiated ergosterol. At the 
same time it would be an exaggeration to exclude its possi- 
bility. In quoting our reference to the work of Hess and 
Lewis you state that these authors had observed no toxic 
effects in infants. May IT point out that what we actually 
said' was that Hess and Lewis had observed only two 
instances of clinical disturbance, due to hypercaleaemia. 

The following conclusions can, I think, be fairly drawn 
fiom the data available: 


1. Clinical experience proves irradiated ergosterol to be an 
absolute specific for rickets, and preferable to cod-liver oil for 
this purpose. 

2. The dosage of 2.5 to 5.0 mg. of irradiated ergosterol which 
has been widely advocated for the treatment of rickety infants 
is, however, unnecessarily large, being roughly equivalent to 
some seventy teaspoonfuls of good cod-liver oil. 

3. In Hess and Lewis’s extended experience of dosage at 
this high level there did occur several instances of ‘ hyper- 


See Lancet, October 27th, p. 893, and November 3rd, p. 956. 


which the word 


—I am, etc., 


vitaminosis ’’—namely, three cases of high blood phosphorus 

(without apparent ill effects) and several cases of ‘‘ eburnation ” 

(excessive calcification of bone) and of hypercalcaemia, only two 

of the latter manifesting untoward clinical disturbances, which 

Pacer up when the excessive irradiated ergosterol was with- 
rawn. 

4. An adequate dose appears to be 1 mg. for an average case 
of rickets, and 0.5 mg. prophylactically for an infant (Hess 
and Lewis). 

5. Further tests are needed in order that the dosage may be 
more precisely standardized. 

6. Since various specimens of irradiated ergosterol may vary 
in antirachitic activity, it is desirable that they should be 
subjected to physiological assay before being issued. 

7. It is conceivable that different specimens, irradiated by 
different methods, may contain varying amounts of any toxic 
by-product : the optimum manufacturing procedure needs to 
be worked out. 


J. Harris, D.Sc., Ph.D. 


Nutritional Laboratory (Medical Research Council), 
Cambridge, Novy. 12th. 


RICKETS AND OSTEOMALACTA. 
Sir,—I am anxious to obtain information—probably 


from India or China—as to any difference between rickets 


and osteomalacia. 
We know that in both these conditions Ca and P leave 


the body in the faeces and urine, and in both softening, 
and later deformity, of the bones occur; in rickets this is 
specially marked at the epiphyses, in osteomtalacia tender- 
ness and softening develop in the shafts or centres of the 
bones (ribs, pelvis). 

The difference seems‘as if it were due to the fact that 
in one case there is insufficient deposition of Ca and P (as 
shown by delayed eruption of teeth and softening at the 
costochondral junctions), in the other there is loss of Ca 
and P already deposited in the adult skeleton, showing 
itself in bending of shafts of long bones, deformity of ribs, 
pelvis, and decay of teeth. Perhaps in rickets sufficient 
Ca and P do not get to the growing bone, and in osteo- 
malacia the same defect in metabolism removes Ca and P 
already deposited ?—I am, etc., 


London, W.2, Nov. 12th. KatTHLEEN VAUGHAN. 


TRAUMATIC RUPTURE OF SPLEEN. 
Sir,—In connexion with the recent correspondence in 
the Journal concerning traumatic rupture of the spleen, 
a further case of delayed haemorrhage, which has just 
been discharged from this hospital, may be of interest. 

A girl, aged 22, was thrown violently from the pillion of a 
motor cycle on October 4th, her mother, who was in the side-car. 
being killed outright. The girl had abrasions of the face and 
knee, but no signs or symptoms of abdominal injury. A week 
afterwards she was allowed to get up for an hour in the evening 
and made no complaint of pain or faintness. A few hours later, 
however, she had violent abdominal pain and collapsed; the 
abdomen was rigid and slightly distended, and her pulse was 


imperceptible. A diagnosis of intra-abdominal haemorrhage was . 


made, and as her pulse improved slightly in quality but remained 


very rapid she Was taken to the theatre. 
A left paramedian incision was made about the level of the 


umbilicus; the peritoneal cavity was found to be full of blood. 


Both tubes were normal, but there was a tear in the anterior 
border of the spleen about two inches long. The spleen itself 
was surrounded by soft adhesions and blood clot. Although the 
incision was extended by means of a transverse division of t 
rectus muscle it was impossible io free the injured organ. As the 
patient was almost pulseless, the tear was firmly packed with 
gauze and the incision was sewn up rapidly, after leaving two 
pints of saline solution in the peritoneal cavity. : 

The pack was gradually withdrawn during the following fort- 
night, and she was discharged without further symptoms or 
recurrence of the bleeding. 


—I am, etc., 
Joun F. Hacxwoop, F.R.C.S.Eng. and Ed. 
November llth. Resident Medical Officer, Farnborough Hospital. 


VALERIAN. 
Sir,—Dr. Manson’s paper on valerian (November 10th, 
p. 842) should revive an interest in this much maligned 
remedy. I find it difficult, however, to follow his theory of 


the psychical action of this drug. Surely the experiments: 
of Mr. Kenneth dealt with conditioned reflexes; the 
olfactory stimulus was the key that unlocked. the first of 
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the many doors to the particular complex. But unless 
one assigns to valerian the virtues of a master key, how can 
it be expected to open locks of many different patterns? 

Dr. Manson’s indications for the use of this drug are 
valuable; it is interesting to note that they confirm the 
schema worked out by Kent in his lectures on materia 
medica. Valerian seems to act on every level of the 
human nervous system. Gordon has reported a case in 
the New York Jowrnal (1924) of an addict who developed 
a cerebellar syndrome. Langdon Brown has called atten- 
tion to the value of this remedy in diabetes insipidus. Its 
value in flatulence and meteorism is well recognized; both 
these conditions are relieved by the injection of posterior 
pituitary substance. The relation seems of some signi- 
ficance, but, as Dr. Manson notes, further research is 
necessary.—I am, etc., 


Clifton, Nov. 13th. 
= 


Frank Bopman, M.B., M.R.C.S. 


Obituary. 


C. P. THOMSON, D.S.0., M.D., 
Masor R.A.M.C.(Rev.), 
President of the Sanitary, Maritime, and Quarantine Board 

- of Egypt. 
We regret to announce the death, on November 14th, at 
Alexandria, of Major Charles Pinkerton Thomson, D.S.O., 
R.A.M.C.(ret.), who had been president of the Egyptian 
Quarantine Board since 1925. He studied medicine at the 
University of Glasgow, graduating M.B., Ch.B. in 1900, 
and proceeding M.D. in 1904. Before entering the Royal 
Army Medical Corps he had been house-physician to the 
Western Infirmary, Glasgow, and resident medical officer 
to the Guest Hospital, Dudley. For the appreciation that 
follows of his work in Egypt we are indebted to Sir 
George Buchanan. 


The sudden death of Major C. P. Thomson, reported 
from Alexandria at the end of last week, must have come 
as a shock to many of his former colleagues in the Egyptian 


public health service, who remember the sterling value of. 


the work he carried out in the branch of that service 
which was concerned with the control of epidemics, and 
directed during the war and in the years immediately 
following it. Owing to ill health, as well as to adminis- 
trative changes in Egypt, Major Thomson retired from its 
mecical service and from the army in 1923, but three years 
later he responded to the demand that he should accept 
an important executive office for which, in the eyes alike 
of the Egyptian and British Governments, he was par- 
ticularly fitted. This was the presidency of the Sanitary, 
Maritime, and Quarantine Board of Egypt, an Egyptian 
institution of international composition, whose duties and 
position had been established by the successive Inter- 
national Sanitary Conventions, and which had the double 
duty of protecting Europe and the Levant from the im- 
portation of cholera and other epidemic diseases from the 
Fast, and of providing a sanitary service for the ports of 
Egypt itself. Major Thomson had two distinguished pre- 
decessors in this office; first the late Sir Mare Armand 
Ruffer, under whom the main lines of the sanitary defences 
on the Suez Canal had been laid down, and the great 
quarantine establishment at El Tor, for the north-bound 
pilgrims returning from Mecca, had been established; and 
next Dr. Alexander Granville, C.M.G., who with infinite 
tact and diplomacy had enabled the Board to maintain 
itself during the war and to re-establish itself effectively 
during the uncertain political years which followed. Major 
Thomson’s appointment was made at a time when it was 
evident that the Board needed new life and required for 
Its justification to come into the front rank with the other 
international bodies which are concerned with the preven- 
tion of epidemic disease, and to be modernized so as to 
secure the confidence of shipping interests as well as of 
Sanitarians. In the three years which have now so unfor- 
tunately and abruptly terminated Major Thomson fully 
justified the trust reposed in him. He took up actively, 
even aggressively, each section of the work of the Board, 
gained the confidence and support of its members and of 
the authorities in Egypt, and effected an invaluable 
reorganization of the numerous different services and 


institutions concerned, securing in the process a reduction 
of expenditure and a diminution of the charges on shipping. 
The position of the Board was already strong enough, in 
1926, to enable the International Sanitary Conference at 
Paris not only to confirm its duties under the previous 
conventions, but to place on it several important new 
duties, such as the sanitary regulation of coasting traffic 
in the Red Sea, arid the collection and dissemination of 
information on all matters affecting the sanitary control of 
the Mecca pilgrimage. An article of the International 
Sanitary Convention, 1926, also enabled the International 
Health Office in Paris, after consultation with Major 
Thomson, to arrange with the Sanitary, Maritime, and 
Quarantine Board of Egypt to set up in Alexandria a 
regional bureau for intelligence regarding infectious 
disease which would act for the Levant and Near East in 
the same way as the League of Nations’ regional bureau at 
Singapore acts for the Far East, and the Pan-American 
Sanitary Bureau at Washington for the Americas. This 
new intelligence service of the Board at Alexandria, under 
the direction of Major J. Gilmour, M.D., has proved a 
notable success, and has already done much to simplify the 
complicated problem of avoiding unnecessary and vexatious 
methods of quarantine, and to improve the medical control 
over the annual pilgrimage to the holy places of Arabia. 
All of those who were privileged, only last month at Paris, 
to hear Major Thomson’s exposition of the administrative 
system which is in operation or in course of development 
for these purposes, must have recognized in him that stamp 
of knowledgeable, honest, and forceful personal endeavour 
which means so much, and will the more appreciate the lc# 
to international public health progress which his sudden 
death has created. : 


Medico-Legal. 


DOCTORS AND AGENCY LAW. 

Tue decision of His Honour Judge Cann at Eastbourne County 
Court on November 13th, that a medical man was liable for 
the hire of a motor car to convey a patient from Eastbourne to 
Balham because he did not disclose to the car owners that he 
was acting as the agent of the patient in ordering the car, 
serves to illustrate the passage relating to the undisclosed 
principal in Anson on Contracts, fourteenth edition, at page 
418 : 

“If the agent acts on behalf of a principal whose existence he 
does not at the time disclose, the other contracting party is 
entitled to elect whether he will treat principal or agent as the 
party with whom he dealt.” 


The facts of the case were that the plaintiffs, Messrs. Maley 


‘Bros., motor engineers, on August Ilth, 1928, received a 


telephone message : ‘‘ Dr. Churcher speaking. Send me a car 
at once to 8, Mead Street, to take a patient to Balham ’’; and 
later a further telephone message: “ Is that car coming that 
Dr. Churcher ordered or not? ’’ The order was duly executed. 
It appeared from Dr. Churcher’s evidence that he had never 
seen the patient before that date, and, therefore, did not know 
he was impecunious; and, further, that although he in fact 
obtained the patient’s consent to the ordering of the car to 
convey him to his parents’ home, he (Dr. Churcher) did not 
inform the plaintiffs that he was merely acting as agent for 
the patient. 

Mr. H. C. Dickens, counsel for the defendant, urged that 
a doctor’s character as agent for a patient was so notorious as 
to amount to a custom which excluded any personal liability. 

Judge Cann, dealing with this point in his reserved judge- 
ment, said it might be that in some matters of ordinary routine 
a doctor was notoriously the agent of his patient, but the 
contract under consideration was for a journey of over 120 
miles, including the return journey. He could not hold that 
there was any usage or custom entitling a doctor to enter into 
a contract on behalf of a patient such as that upon which the 

laintiffs sued. Such a usage or custom—if it existed—might 

ave disastrous results, as it would tend to discourage, or, at 

any rate, pending inquiries, ory the supply of articles or 
the rendering of services ordered by a doctor in an emergency 
where the saving of life might depend on prompt measures 
being taken. The plaintiffs throughout looked to Dr. Churcher 
for payment, and were entitled to judgement with costs. 

Mr. Dickens having intimated that it was desired to make 
this a test case, the judge gave leave to appeal, conditionally 
upon the defence undertaking to pay the plaintiff’s costs of 
the appeal. 

The defence was undertaken by the Medical Defence Union, 
the solicitors being Messrs. Hempsons. 
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UNIVERSITIES AND COLLEGES, 


Tue Britian 
MEDICAL JoURNAL 


Gnibersities and Colleges. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
ANNUAL MEETING oF FELLOWS AND MEMBERS. 
THE annual meeting of Fellows and Members of the Royal 
College of Surgeons of England was held at the College on 
November 15th. About forty were present. 


The Presipent (Sir Berkeley Moynihan) placed before the meet- 
ing the annual report of the Council. He said that the report 
included the result of the poll of Fellows taken last year on 
the question whether it is desirable that Members of the College 
should have direct representation on the Council. The number 
of Fellows who voted ‘‘,No"’ was 846, and the number who voted 
“Yes ’? 234. He had compared the figures with those of a similar 
referendum taken in 1897. The proportion of Fellows replying 
was almost exactly the same on both occasions, but the proportion 
of opponents to the proposal had decidedly increased. Proceeding 
to other matters in the report, he referred to the scheme for 
holding in Canada a primary examination in anatomy and physio- 
logy for the Fellowship. This had been arranged with the 
Canadian Medical Association, the examination to be held in 
Toronto in July or August of next year. Two examiners in 
anatomy and two in physiology were to be sent by the College 
from England, and professors of anatomy and of physiology, or 
such other persons as might be nominated by the Canadian 
Medical Association, would be appointed by the College to act 
as assessors to the examiners. He added that arrangements of 
a similar kind were in the making with the recently formed College 
of Surgeons of Australasia; were it not for the length of time 
‘the Australasian post required, this matter would have been 
brought to completion before now. In connexion with the recent 
International Conference on Cancer, Dr. Regaud of Paris and Sir 
George Newman had been admitted Honorary Fellows of the 
College. Mr. C. Thurstan Holland of Liverpool and Sir Matthew 
Fell, Director-General of the Army Medical Service, had been 
elected Fellows under the rule relating to admission to the Fellow- 
ship without examination of Members of twenty years’ standing. 
The President also referred to the various awards and prizes, 
including the institution of the Hallett prize, and to bequesis to 
the College, a sum of £5,000 by the will of Mr. W. Thelwall 
Thomas, whose death was greatly regretted, and a sum of nearly 
£30,000 left by Sir George S. Mackenzie in 1910 to come to the 
College on the death of a survivor, which had recently taken 
place. 

Dr. Repmonp Rocue suggested that the demonstrations given 
in the College should have a wider clinical interest for Members. 
He also pointed out, with reference to the poll of Fellows, that 
a larger number had refrained from voting (770) than the 
majority registered against the claims of the Members (612). 

Dr. M. Finucane carried this last point further when he claimed 
that the number of non-voting Fellows should be added to those 
voting in favour of the Members. Their abstinence from voting 
could be construed as a recognition of the justice of the Members’ 
claims. He criticized the scheme for holding the primary examina- 
tion’ for the Fellowship in the Dominions, urging that if the 
Fellowship was worth having it was worth coming over to this 
country to take. 

Dr. Davin RoxsureH urged that there was no guarantee that 
the candidates examined in Canada or Australia would be of the 
same standard as the men who now passed through the College. 
He thought the standard of examination’ was set, not by the 
examiners, but by the candidates. ‘If any Members in this country 
wanted to get the Fellowship on easy terms their best procedure 
‘would be to go over to Canada and take the examination there. 

Dr. Browne-CartHew, as a Member of the College, said that 
the Society of Members was making altogether too large assump- 
tions. One of their spokesmen had just assumed that all the 
non-voting Fellows were on the side of the Members, and in a 
circular which he had received from the Society of Members it 
was stated, ‘‘ Since we are assured that you are in favour of this 
necessary reform...’ He himself was very far from being in 
favour of it, and he was going to vote in the opposite direction. 

The Presipent, replying, said that he would call Sir Arthur 
Keith’s attention to the suggestion by Dr. Redmond Roche 
regarding demonstrations at the College. With regard to the poll 
of Fellows in 1897 the numbers who voted “No” and ‘“ Yes” 
respectively were 485 and 201; the corresponding numbers on the 
recent occasion were 846 and 234. If Fellows did not vote at all 
their sympathies could not be claimed by either side. With 
regard to the primary Fellowship examination in Canada, the 
Council had taken over a year to consider this question; inter- 
views took place with persons from Canada, and there had been a 
full correspondence with the authorities. The Council felt that 
it was an injustice to a man who happened to live in Canada and 
desired to become a Fellow of the College that he should be com- 
pelled to undergo unnecessary hardships in the matter-of double 
travelling. Sir Berkeley Moynihan said that he, like many others 
who joined the profession, had been poor as a boy; had he 


lived in Canada he could never have taken the examination, 
because he could not have afforded to come over, even once. There 
was not the slightest intention by the Council to weaken the 
primary Fellowship examination. The standard would be fully 
maintained by having visiting examiners who had acted in the 
same capacity in this country.. They would go out to Canada and 
conduct an examination there exactly as it was conducied here. 
The College intended to have its own examiners, and none would 
be more inflexible about the maintenance of the standard than the 
College Council. Nor was there the smallest intention on the 
part of the Council to have the final Fellowship examination taken 
outside this country. A question had been raised with regard to 
the removal of a Member whose name had been erased from the 
Medical Register for adultery with a patient. He said that in 
such cases the Member concerned was, before removal, given an 
opportunity, if he so desired, of being seen and heard in his cwn 
behalf by the College authorities. In conclusion, he said that he 
was glad to hear some expressions from Members of their deep 
affection for the College. The affection was reciprocated by the 
Council, with whom some Members were in conflict on a very minor 
point. Oh! ”’) 

Dr. Ernest E. Ware, President of the Society of Members, then 
moved the usual resolution affirming the desirability of admitting 
Members to direct representation upon the Council, and urging 
that, in consideration of the importance of the healih of the 
nation, and of the fact that some 18,000 Members were in daily 
contact with the sick, it was most desirable for the benefit of the 
public, as well as of the College, that Members fulfilling such an 
important function should have some share in the deliberations 
of the College to which they belonged. He said that the first 
part of this resolution had been carried on thirty-nime previous 
occasions, This was a long time for pressure to be exercised, and 
the result had been to produce atrophy of the centres of logie 
and justice in the brains of the majority of the Council. With 
regard to the poll of Fellows, he maintained that the circular sent 
out from the College was a biased document suggesting, as it did, 
with great subtlety, that if Members got representation on the 
Council of the College the privileges of the Fellows would be 
curtailed. It was constantly Said that the sma}l attendances at the 
annual meeting—not much above the number necessary for a 
quorum—was an evidence that there was no genuine interest in 
this claim. But London, unlike the provinces, was notorious for 
smallness of attendance at medical meetings of all sorts. He 
added that the Strangeways collection, which had been offered 
to the College by the trustees, was the work of a Member, not 
a Fellow, and that many of those whose names were given in the 
report as having made additions to the museum during the year 
were Members, and not Fellows. If the College, as the President 
had said on the last occasion, existed for the benefit of the public, 
who was so well aware of the needs of the public as the general 
practitioner? In the inquiries which the Minisiry of Health was 
now conducting, especially into the onset of various diseases, it 
would naturally turn to the College Council, but only if that 
Council included general practitioners could the most valuable 
help be given from this point of view. 

The resolution was seconded by Lieut.-Colonel L. E. Lanyon- 
Owen, and supported by Dr. F. W. Cottincwoon, Dr. R. Gittparn, 
Dr. F. G. Lioyp, and Dr. Howarp Srratrorp. The last-named 
touched on the imporiance of forthcoming legislation concerning 
Poor Law hospitals and other health services. What would be 
the position of the College on whose executive the general practi- 
tioner had no place when the Government of the day asked advice 
and assistance on measures which threatened to exiinguish general 
practice altogether? 

The Presipent replied that general practitioners were fully 
represented by the Fellows of the College. At. least two-thirds 
of the Fellows—he put it at the minimum—were general practi- 
tioners. (‘‘ Not on the Council, Sir.’’) They voted for the Couneil. 
The members of the Council held themselves—he certainly held 
himself—to be the representatives of the general practitioners 
among the Fellows. It was quite true that this was the fortieth 
successive year in which this resolution had been moved and 
carried. Either the proposition was undesirable in itself, or it was 
presenied inadequately or unacceptably. He would like to take 
up the pathological metaphor used by Dr. Ware. The only 
pressure which those who brought forward the resolution exercised 
upon the Council was a momentary spasm of pressure for some- 
thing over an hour once a year. For the rest of the year they 
were slumbering in the matter. The proposition had its own 
strong supporters within the Council, and the Council had heard all 
the arguments that the Members put forward at the annual 
meetings and others that they had not yet thought of. The 
decision of the Council had been so far against it. If the resolu- 
tion was carried on this occasion he would see that it was again 
presented. He took strong exception to the statement that the 
circular sent out to the Fellows on the occasion of the poll was 
biased. It was prepared most carefully, and contained not one 
word of partisanship. It was a straightforward statement, and 
the faets it set out could not be denied. The case of the Members 
would not be advanced by wilful and repeated misstatements. 

The resolution was carried by 20 votes against 2. 
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UNIVERSITY OF LONDON. 
ProFessor G. E. Gask, D.S.O., F.R.C.S., of St. Bartholomew’s 
Hospital Medical College, has been elected Dean of the Faculty of 
Medicine. 

A course of five lectures on the role of bacteria in Nature will 
be given by Dr. I. W. Twort, superintendent of the Brown 
Institution, in the theatre of the Royal College of Surgeons of 
Mngland, Lincoln’s Inn Fields, W.C., on December 3rd, 5th, 7th, 
10th, and 12th at4 p.m. Admission is free, without ticket. 


UNIVERSITY OF OXFORD. 
Radcliffe Travilling Fellowship. 

AN examination for a Fellowship of the aunual value of £300, and 
tenable for two yeurs, will be Ifeld at the University Museum, 
commencing on February 12th, 1929, at 10a.m. Candidates must 
have passed all the examinations required by the University for 
the B.A. and B.M. degrees, and must not have exceeded four years 
from the time of passing the last examination required for the 
degree of B.M. The successful candidate must, before election, 
declare that he intends to devote bimself during the period of his 
tenure of the Fellowship to the study of medical science aud to 
travel abroad with a view to that study. The lellowship will be 
vacated a facto if more than nine months is spent within the 
United Kingdom. The Regius Professor of Medicine and the 
Examiners present a yearly repor& on the work done by each 
Fellow to the electors, who may, if they think the report unsatis- 
factory, declare the Fellowship forfeited. The examination will 
occupy four days. Papers will be set in physiology, pathology, 
and preventive medicive, and a subject will be proposed for an 
essay; there will also be @ practical examination in pathology. 
Any candidate desiring to offer, in additiov, a special branch of 
either medicine or surgery must notify the Regius Professor by 
January 30th. Intending candidates should send their names, 
addresses, qualifications, etc., to the Regius Professor of Medicine, 
University Museum, Oxford, by January 30th. 


UNIVERSITY OF SHEFFIELD. 


THE Council has appointed Dr. Alan Lynn to the post of assistant 
bacteriologist. 


Medical Notes in Parliament. 


[From PARLIAMENTARY CORRESPONDENT. ] 


Tur House of Commons next week will take the second reading 
of the Local Government Bill. This week it read the Unemploy- 
ment Insurance Bill a third time and the Imperial Telegraphs 
Bill a second time, besides considering estimates for the Colonial 
Office and for other services. 

The Parliamentary Medical Committee met at the House 
of Commons on November 14th. Dr. Fremantle was re-elected 
chairman and Dr. Drummond Shiels secretary of the Committee. 
The Committee agreed to meet during the second reading debate 
on the Local Government Bill to decide its attitude towards the 
bill and te discuss possible amendments to it. 

Mr. Neville Chamberlain promised to speak on the Local 
Government Bill at a special meeting of the Health and Housing 
Cormittee of Conservative members of Parliament on November 
2lst, Dr. Fremantle presiding. 


National Heaith Insurance. 


an on Sickness Benefit—Replying on November 15th 
r. 


c Rhys Davies, Mr. CHAMBERLAIN announced that an examina- 
tion of the expenditure of certain large approved societies in the 
first half of 1: indicated broadly, after allowing approximatel 
for the cessation of benefit to persons over 65, that the expendi- 
ture on sickness benefit in this period was rather less than in the 
corresponding period of the preceding year in the case of both 
men and women. A severe influenza epidemic materially affected 
the claims in the early months of 1927. The cost of disablement 
benefit was, however, somewhat heavier in 1928 in respect of 
each sex. In 1927 the expenditure on sickness benefit under the 
National Health Insurance Act was, for men 113 per cent. of the 
expenditure in 1925, and for women 112 per cent. For disable- 
ment benefit the ratios were, men 124 per cent. and women 
126 per cent.; for maternity benefit the ratios were, men 90 per 
cent., and women 103 per cent. 


Prescription of Livcr Extract.—Mr, CHamBer.ain, answering Mr. 

mmon on November 15th, said that the decision whether liver 
extract or other preparations could be regarded as drugs or 
medicines within the meaning of the National Health Insurance 
Acts rested primarily with Insurance Committees. In answer to 
inquiries made by such committees, he had indicated that he had 
no evidence to suggest that liver extract could properly be 
regarded as excluded from the scope of medical benefit in any 
cases in which it was requisite for the patient’s treatment. He 


did not think that he had any power to issue a regulation on 
the subject. 


Bills. 

Sunday Closing of Barbers’ Shops—On November 20th Mr. 
James Stewart asked leave to introduce a bill to provide for the 
compulsory closing of hairdressers’ and barbers’ shops on Sundays. 
He explained that the bill, which he has introduced on several 
previous occasions, dealt with what was a dangerous trade. The 
conditions under which the people in the barbers’ shops worked 
were injurious to their health. Many of the shops were unhealthy, 
and if there was a proper standard of inspection would not be 
allowed to carry on. The workers in this trade worked longer 
hours than did the average shopkeeper, the average being from 
60 to 70 hours a week. In 1914 one out of every five of the persons 
engaged in the trade died of consumption, and to-day, if members 
of Parliament went to a barber’s shop, they must remember that 
one out of five of the men who looked afier them was a source 
of infection. Leave was granted to bring in the bill, which was 
read the first time. 

Sir Rosert Gower presented, on November 14th, a Protection 
of Dogs Bill, ‘‘ to prohibit the vivisection of dogs.’”? The bill was 
supported by Colonel Moore, Mr. Bromley, Mr. Thurtle, Captain 
A. Evans, Mr. Sexton, Mr. Radford, and Commander Kenworthy. 

On the same day Sir Rosert Gower presented a Housing Bill 
**to amend provisions in Part II of the Housing Act, 1925, relating 
to improvement and reconstruction schemes.’’ This bill is con- 
cerned with the question of compensation for property demolished 
under slum clearance schemes, 


Encephalitis Lethargica and Vaccination—Mr. CHAMBERLAIN, in 
a reply to Mr. Briant on November 15th, said that 1,394 civilian 
cases of encephalitis lethargica were notified in England and 
Wales in the fifty-two weeks ended November 3rd, 1928. He could 
not state what was the number of cases in which vaccination had 
been performed within two months of the appearance of the 
disease, as medical practitioners were not required to state the 
vaccinal condition of persons notified as suffering from this 
disease. Dr. Davies asked whether other zymotic diseases had 
not been followed by encephalitis lethargica in which the question 
of vaccination did not arise at all. Mr. CHamBertarn confirmed 
this. In answer to a question on November 20th, the Minister of 
Health said the recent report of the Committee on Vaccination 
stated that almost all vaccine establishments used rabbits for the 
purpose of improving and maintaining the quality of the seed 
lymph. His department had no information as to any countries in 
which this practice was not followed, and he could not say, there- 
fore, whether those countries had displayed any special freedom 
from post-vaccinal encephalitis. 


Maternity and Child Welfare.—Provision has been made in every 
sanitary district of the country, either by the county council or 
the local sanitary authority, for maternity and child welfare. 
Such provision is now made by 60 county councils, 83 county 
borough councils, 135 urban district councils, and 18 rural district 
councils, After announcing these figures to the House of Commons 
on November 15th Mr. CHampertain added that he knew the 
Association of Infant Welfare and Maternity Centres had passed 
a resolution against the proposed substitution of bloek grants 
in support of maternity and child welfare centres. Mr. Chamber- 
lain hoped that the proposals now before the House would dispel 
any fear that these services would suffer by the changes fore- 
shadowed. Answering Mr. Montague on the same day, Mr. 
Chamberlain denied that a circular had been issued to local 
authorities intimating a maximum expenditure which would be 
recognized for grant-in-aid of the supply of milk for expectant 
and nursing mothers and children. In the letters which were sent 
to some local authorities last March, informing them of the 
maximum expenditure for maternity and child welfare work 
during the current financial year which could be recognized for 
grant, suggestions on procedure were made with a view to 
enabling the authorities to keep their expenditure on milk within 
the amounts approved for grant. This letter was sent only to the 
authorities whose estimated expenditure on milk exceeded £100, 
and, moreover, was not addressed to those whose districts are 
situated in distressed mining areas in -Durham, Lancashire, 
Northumberland, and South Wales. The total estimated saving 
in grant was about £12,000. 


Pulmonary Tuberculosis and War Service Conditions.—In reply 
to Dr. Vernon Davies, on November 15th, Mr. A. M. Samver said 
the Joint Medical Committee consisting of the directors of medical 
services of the three service departments and the Ministry of 
Pensions, were investigating the attributability of pulmonary 
tuberculosis in the defence forces to the conditions of service. 
A report on the relationship between these conditions and _pul- 
monary tuberculosis had been prepared for this committee by a 
subcommittee, and was being considered. He could not anticipate 
the conclusions of the committee. Answering Sir Arthur Shirley 
Benn on the same day, Colonel Heapiam said the Board of 
Admiralty had made careful and exhaustive inquiry into the 
incidence of tuberculosis in the navy with particular reference to 
the question whether, in pension awards following invaliding for 
this disease, there was adequate recognition of causes peculiar 
to the conditions of naval service afloat to which tuberculosis 
might be regarded as attributable." As a result of this investi- 
gation they 1ad come to the conclusion that, although the rules . 
and principles governing the assessment of attributability in 
tuberculosis cases had in the past been correctly formulated, 
there were grounds justifying more generous treatment in many 
of these distressing cases, and they had decided that in respect 
of invalidings as from October Ist, 1928, there should be such a 
modification of these rules and principles as would considerably 
reduce the percentage of cases in which “ non-attributable ” 
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awards only could be regarded as appropriate. These arrange- 
ments were without prejudice to the consideration of an 
recommendations which might’ be embodied in the report on this 
question which was expected shortly from the Joint Medical 
Services Committee. 


Treatment of Tuberculosis under the Public Health Act.—Mr. 
Cuamper.tain told Mr. Bellamy, on November 15th, that he did 
not know -any local authority which had not made adequate 
arrangements for treatment of tuberculosis under Section 1 of 
the Public Health (Tuberculosis) Act, 1921. Provision of sana- 
torium accommodation was still in progress. He anticipated that 
this would be helped by the passing of Poor Law accommodation 
into the hands of counties and county boroughs. As regards 
viliage settlements for the after-care of persons who had received 
sanatorium treatment, further experience was needed before any 
extensive development could be expected. 


Lighting of Schools.—Siv Cuartes Trevetyan asked Lord Eustace 
Percy, on November 14th, why the Board of Education recently 
insisted on certain local education authorities putting into their 
schools windows admitting direct sunlight. Lord Eustace Percy 
said these authorities had proposed to erect premises into which 
direct sunlight could never penetrate. There had been no un- 
reasonable interference with the authorities’ discretion, and the 
oe, ears of the Board’s building regulations had been greatly 
relaxe py Bowe last three years. In the schools in question 
it would still be possible by use of blinds to exclude direct sunlight 
when desired. 


Artificial Light Treatment of School Children.—Dr. Vernon 
Davies, on November 15th, asked what steps the President of the 
Board of Education took to provide that artificial light treatment 
for the school child was only given by properly qualified persons. 
,Lord Eustace Percy said that in many cases artificial light treat- 
ment for children attending public elementary schools: was. pro- 
vided at the light department of a general hospital under an 
arrangement between the local education authority and the hospital 
authorities. Treatment at a school clinic was allowed only on 
condition that the medical officer with special experience of 
artificial light therapy was in charge, assisted by a nurse who also 
had special experience of this work. 


Radio-therapeutic Treatment of Disease-—On November 19th Sir 
Kinestey Woop told Dr. Vernon Davies that the Ministry of 
Health was responsible, by means of grants or otherwise, for the 
use of electro-therapy in the treatment of disease. Electro-therap 
was practised in gp institutions dealing with tuberculosis, with 
maternity and chi 


ild welfare, and with the care of the pauper 
sick. It was a condition of any grant that the medical officer 
using such means of treatment should be especially qualified or 
experienced, and the treatment provided in a Poor Law ‘institution 
was always under the direction of a qualified practitioner. In 
reply to a question regarding the supply of radium, Sir Kincsiey 
Woop stated that the radium requirement of this country in 
relation to present sources of supply was under consideration by 
a subcommittee of the Committee on Civil Research. He hoped 
the report of the subcommittee would be presented shortly. Colonel 
Woopncock asked if, in the meantime, the Ministry would allow 
institutions to purchase radium on the same terms as they had 
already permission to purchase. Sir KuyGstey Woop replied that 
he did not think that arose out of the question. 


Ultra-violet Light Statisties—Mr. Chamberlain has promised to 
consider a gg that he should recommend all local autho- 
rities to publish daily statistics of ultra-violet light, similar to 
those now issued by the National Institute of Medical Research, 
Hampstead, and at four other places. 


Factory Inspectorate.—In an answer to Mr. Buchanan, on 
November 15th, Sir Witt1am Joynson-Hicks said the Committee 
appointed to inquire into the question of the factory inspectorate 
had only recently commenced its work. He did not think it 
necessary to ask for an interim report. 


Shortage of Hospital Beds at Newington Poor Law Institution.— 
Mr. Nevitte CHAMBERLAIN, in answer to a question, said he was 
aware that additional accommodation was required at the Newing- 
ton Poor Law Institution, where a shortage of hospital beds was 
alleged. He was unable to approve a scheme submitted by the 
Southwark board of guardians involving an expenditure of £100,000. 
Officials of the Ministry had made suggestions io meet the 
immediate needs of the institution. 


geet Aceommodation.—Mr. CHAMBERLAIN, in an answer 
to Mr. Briant on November 15th, said he had received reports 
on the condition of hop-pickers in the recent season. On the 
whole these showed that satisfactory progress was being made by 
the district councils in securing a proper standard of accommo- 
dation. He did not contemplate transferring this responsibility 
to a central authority. 


Foot-and-Mouth Disease——From August 1st to November 15th 
twenty-five outbreaks of foot-and-mouth disease were confirmed in 
Great Britain. Mr. Gurmyess stated that the work of the Foot-and- 
Mouth Discase Research Committee was being continued in five 
different laboratories, and that the Pirbright Experimental Station 
had been refitted for work on an extended scale on the larger 
animals. On November 19th he informed General Wright that in 


* connexion with the outbreak of foot-and-mouth disease in Devon- 


shire no report had been made to him of the danger that the 
Ministry’s inspectors might spread infection by not changing or 
disinfecting their clothing as well as their boots when moving from 
an infected into a non-infected area. Every inspector of the 
Ministry was required to wear special waterproof overall clothing 
when engaged on foot-and-mout disease duties, and to disinfect 
the whole of his clothing and his hands at the time of entering 
and leaving premises. Experience proved that the precautions were 


adequate, and he was satisfied that the inspectors did not spread 
the disease. The Ministry considered that the policy of slaughter- 
ing animals affected with foot-and-mouth disease and exposed to 
infection was the only policy which, with the existing knowledge 
of the disease, would be successful in preventing it from becoming 
endemic in this country. The first animals affected in the serious 
outbreaks which had recently occurred in the neighbourhood of 
Plymouth were pigs which had been fed on swill containing scraps 
of meat of foreign origin. The swill had not been boiled in accord- 
ance with the Foot-and-Mouth Disease (Boiling of Animal Food- 
stuffs) Order, 1928. 


Award of Pensions to Ex-Service Men.—Mr. Bauvwiy, in a reply 
on November 15th to Sir Arthur Holbrook, said he had received 
a memorandum from the Annual Conference of the British Legion 
advocating the co-ordination of the award of pensions to ex- 
members of the fighting services, and the placing of the respon- 
sibility for dealing with pensions for all the forecs of the Crown 
under the Ministry of Pensions. Mr. Baldwin said he was satis- 
fied, after consulting his colleagues, that there would be no real 
advantage, but serious disadvantages in such a step. 


Smoke Abatement.—Mr. told Commander Bellairs, 
on November 20th, that under the Public Health (Smoke Abate- 
ment) Act, 1926, there were now five regional advisory committees, 
including one for Greater London, and one executive committee 
with administrative powers. An order had been made bringing 
new processes under the operation of the Alkali Act. By-laws as 
to the emission of black smoke had been approved for a number 
of local authorities, and generally there was a marked quickening 
of interest and activity in the work of smoke abatement. 


Proposed School for Mentally Defective Children-—On November 


19th Lord Evsrace Percy, in reply to Mr. Crawfurd, denied that 
a proposal of the education authorities of Middlesex, Ealing, 


‘Brentford and Chiswick, Heston and Isleworth, and later Twicken- 


ham, to open a day school for mentally defective children had been 
refused. The Board of Education had, however, 7 that the 
proposal should be deferred pending the report of the Special Com- 
mittee on Menial Deficiency, which he hoped to receive soon. 


Notes in Brief. 

Since October Ist, 1924, sixty slum clearance schemes, involving 
rehousing of 35,000 persons, have been confirmed. Eight of these 
schemes have been completed and the population rehoused. 

No cases of adverse effect on health from the prohibition of the 
use of food preservatives have been brought to the notice of the 
Minister of Health, who sees no reason to modify the new 
Preservative Regulations. 

The Ministry of Health hopes soon to issue a report on refuse 
dumps. 

Acked as to what progress had been made by the Jomt Medical 
Services Committee of the Navy, Army, and Air Force in estab- 
lishing a common system of costing for hospitals, Mr. A. M. 
SAMUEL said the matter was still under consideration. 


Medical Nelus. 


THE annual dinner of the Medico-Legal Society will be 
held at the Holborn Restaurant, London, on Friday, 
December 14th, at 7.15 p.m., with the president, Sir William 
Willcox, in the chair. 

THE tenth annual reunion dinner of the 29th General 
Hospital will be held at the Trocadero Restaurant, London, 
on Saturday, December 8th, at 7.30 p.m. Applications should 
be addressed to the Secretary, Heronfield, Meadowcourt 
Road, Leicester. 

THE sixteenth annual meeting of the British Dental Hos- 
pital will be held at 23, Russell Square, W.C., on Thursday, 
November 29th, at 8 p.m., with the president, Sir Harry 


Baldwin, in the chair. Dr. Leonard Williams will give an — 


addfess on the arch of the buccal building. 

THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that on Monday, November 26th, Dr. 
Donald Paterson will give a lecture on ‘‘ Some problems 
in infant feeding,’’ at the Medical Society of London, 11, 
Chandos Street, Cavendish Square, at 5 p.m., and on the 
following Wednesday Mr. Victor Bonney will give a ‘‘Gynae- 
cological talk,’’ at the Medical Society, at 1l a.m. Demon- 
strations will be given on Thursday, November 29th, at 4: 
p-m., by Mr. Cunningham, at the Central London Ophthalmic 
Hospital, and on Monday, November 26th, at 2.30 p.m., by 
Dr. A. J. Whiting, at the Prince of Wales’s General Hospital, 
Tottenham. There is no fee for the above lectures and 
demonstrations. Special courses are in progress in urology 
at St. Peter’s Hospital, in ophthalmology at the Royal West- 
minster Ophthalmic Hospital, in neurology at the West End 
Hospital for Nervous Diseases, and in venereal diseases at 
the London ‘Lock Hospital. During December there will be 
two courses only, from December 3rd to 15th, in infants’ 
diseases at the Infants Hospital, and in dermatology at 
the Blackfriars Skin Hospital., Copies of all syllabuses and 


information regarding the general course arranged by the 


| 
| 
L t 
| 
Ci 
| 
re 
to 
It 
no 
| wi 
ed 
ha 
: 
nex 
aD} 
| 154 
to 
| pro 
| for 
the 
wit 
at t 
See] 
froy 
| pen 
hay 
assi 


Nov. 24, 1928] " 


MEDICAL NEWS. 


Tue Britiss 
Mepicat 


Fellowship of Medicine will be sent on application to the 
Secretary, 1, Wimpole Street, W.1. The complete list of 
8 ccial courses for 1929 is now ready. 


THE Society of Apothecaries of Londen held its Yeomanry 
Dinner on November 20th in the Hall at Blackfriars. The 
guests were received by the Master, Lieut.-Colonel C. T. 
Samman, R.A.M.C.(ret.), and the Wardens, Dr. H. J. [lott 
and Sir George Buchanan. The toast of the Royal Colleges 
was proposed by the immediate Past*Master, Dr. R. Whiteside 
Statham, who took this opportunity to compliment the 
President of the Royal College of Physicians on the brilliant 
success of the Harvey tercentenary celebrations carried out 
under his leadership. Sir John Rose Bradford, P.R.C.P., in 
reply, expressed his pleasure in enjoying once more the 
hospitality of the Society, between whom and his College 
there were many links besides their common aim in regard 
to medicine. Sir John Lynn Thomas, as an old friend of the 
Master, was warmly welcomed when rising to reply on behalf 
of the Royal College of Surgeons; in the course of a brief 
speech he congratulated the Society on instituting its new 
Diploma in Midwifery and Child Welfare. The toast of 
“The Yeomanry ’’ was proposed by the Master, who said 
that for more than 300 years the Society had held to the 
old traditions of the mediaeval City Guilds, promoting the 
well-being of its members and encouraging good workmanship 
among them. He added that the woodwork of the Society’s 
Hall—as many of those present knew too well—had been 
ravaged by the death- watch beetle; as investigation proceeded 
worse and worse damage came to light, so that a large part 
of the old building would have to be rebuilt, brick by brick 
and beam by beam. The Master ended by presenting a 
beautiful silver saiver, bearing the names of many sub- 
scribers, to the Bedell, Mr. William T. Withers, who has 
been the trusted servant of the Society for a great number of 
years. Mr. John F. Eastwood replied on behalf of his feliow 
Yeomwen, and Mr. Withers acknowledged the gift. ‘The con- 
cluding toast was that of ‘‘The Guests,’’ proposed by the 
Junior Warden, Sir George Buchanan, and replied to by 
Sir StClair Thomson and Mr. Charles Breach, Master of the 
Vintners Company. 


INFORMATION regarding the international medical tour of 
the Cote d’Azur, arranged by the Société Médicale du Littoral 
Méditerranéen to take place after Christmas, may be obtained 
from Mme Juppé-Blaise, Federation of the Health Resorts 
of France, 1, Gordon Square, W.C.1, or from Dr. M. Faure, 
24 rue Verdi, Nice. Particulars of the programme were given 
in the Journal of October 13th (p. 682); the party assembles 
at Marseilles on the evening of December 26th, proceeding 
thence to Toulon, Cannes, Monte Carlo, Mentone, and other 
centres, where scientific demonstrations, therapeutic dis- 
cussions, visits to places of interest, and entertainments 
will be arranged. The tour ends on January 7th at Nice, 
after an excursion to the Alps, but members who so desire 
may extend their journey to include a visit to Corsica. 

LIEUT.-COLONEL A. E. HAMERTON, D.S.O., late R.A.M.C., 
has been appointed pathologist to the Zoological Society of 
London, in succession to Dr. H. H. Scott, who has taken up 
an appointment under the Colonial Office. 


THE following members of the medical profession were 


called to the Bar on November 19th: Dr. Eric W. C. Thomas 


(Middle Temple), Dr. W. H. Butcher and Dr. V. P. Gonsalves 
(Iuner Temple). 


_THE Professional Classes Aid Council, in its seventh annual 
report covering the year ended April 30th, 1928, takes occasion 
to explain the reasons for its existence side by side with the 
many benevolent funds maintained by the various professions. 
It is pointed out that experience has shown many persons do 
not know of such special funds, and that these funds are still 
less known to widows and other dependants. The regulations 
which govern their administration, moreover, often restrict 
severely their scope and functions; while there are, further, 
educated people of the class termed the ‘‘new poor’’ who 
have no claim on any other funds. No defence of the council’s 
position, however, could be so convincing as proof of the 
necessity for its existence as its record. Last year 780 
applicants were dealt with, and financial help was given to 
154 families. A very considerable nuinter (334) were advised 
to apply for help to other agencies, aud directed how to 
proceed ; in this way the council acted as a clearing-house 
for information and provided a link between applicants and 
the societies concerned. It has also been able to co-operate 
With certain other organizations in supplementing the funds 
at their disposal in special cases. In giving relief the Council 
seeks to adopt the form best calculated to rescue the applicant 
from future difficulties. The largest item in its relief ex- 
penditure was education; the school expenses of 58 children 
have been wholly or partially met. Other persons have been 
assisted to obtain professional training, and a number have 


- 


— 


been given relief in emergencies caused by illness, ete. 
During the past year, through the kindness of sn anonymous 
donor, who has undertaken to place a sum of £500 annually at 
the disposal of the Council, it has been possible to provide 
annual allowances for aged and infirm persons. ‘he Council 
is composed largely of representatives of the leading pro- 
fessional bodies and benevolent organizations, the British 
Medical Association being represented by its Treasurer, 
Mr. N. Bishop Harman. 


VARIOUS sections of the ninth annual report of the Scottish 
Board of Health, 1927, of which a summary appeared iu our 
issue of June 23rd, 1928 (p. 1081), have now been issued 
separately in pamphlet form, and are obtainable at His 
Majesty’s Stationery Office or through any booikselicr. We 
have received copies of the following: Tie Problem of 
Puerperal Sepsis (3d. net); The Work of the Medical and 
Dental Referees under the National Health Inswianee Act 
(4a. net); The Poliution and Purification of Rivers (6d. net); 
and The Poor Law Medical Service (4d. net). 


THE fourteenth annual report of the British Guiana Infant 
Welfare and Maternity League states that abnormal weather 
conditions in 1927 favoured an increase in malarial disease, 
causing higher infant and child mortality. By means ef 
propaganda and of the supply of food, clothing, and mosquito 
nets the league is endeavouring to prevent this wastage of 
young life, and the settlers, aboriginal Indians, and otheis 
are, it appears, learning to appreciate the value of its wok. 
During 1927 the league nurses attended 2,661 conlinemeris, 
as compared with 563 in 1918. ‘The development of auie- 
natal work has preved difficult, and in some districts 
expectant mothers have been found very reluctant to aticnd 
clinics, although the prevalence of malaria, nephritis, ankylo- 
stomiasis, and other complications makes it important for 
them to have medical inspection. It is suggested that there 
is an urgent need for propaganda in connexion with pre-vatal 
care among the parents and the midwives in the villages. 


DURING 1926-27 the number of grants made by the Quecn 
Alexandra Sanatorium Fund, which exists to help tuberculc us 
patients of limited means to obtain treatment at Davos, was 
again greater than in any previous year. Payments at the 
rate of £2 (50 Swiss francs) a week are made to selected 
patients in an early stage of the disease, grants beipg given 
for a period covering the late autumn, winter, and carly 
spring, conditicnal on the patients staying at approved 
sanatoriums or peusions at Davos. This grant system, which 
was adopted quite recently, has proved generally satisfaciory. 
Many patients, however, have not derived the maximum 
benefit from the treatment owing to the shortness of their 
stay. The honorary secretary of the fund is Mr. D. Vesey, 
97, Warwick Road, 8.W.5. 

THE Alvarenga prize for 1928 has been awarded by the 
College of Physicians of Philadelphia to Drs. J. R. Paul and 
W. N. McClenahan of Philadelphia, for their essay entitled 
‘A pathological study of the pleural and pulmonary lesions 
in rheumatic fever.’”’?’ The next award of the prize, which 
amounts to about 300 dollars, will be made on July 14th, 1929. 
Essays submitted may be on any subject in medicine, and 
must represent an addition to knowledge based upon original 
or literary research ; they must be received by the Secretary 
of the College of Physicians, 19, South 22nd Street, Phila- 
delphia, Pa., U.S.A., on or before May Ist, 1929. 


ON attaining his eightieth birthday, and in recognition of 
his public services, Dr. William Smith Pagct-Tomlinson was, 
on November 19th, the recipient of presentations from the 
inhabitants of Kirkby Lonsdale and from his farm tenants 
there. Recciving his medical education at Liverpool and 
University College, London, Dr. Paget-Tomlinson graduated 
M.B.Lond. in 1871 and proceeded M.D. in 1879; he was 
elected a Fellow of the Royal College of Physicians in 1927. 
He has served as chairman of the Westmorland School 
Medical Inspection Committee and of the Public Health 
Committee, and is president of the Westmorland Sanatorium 
for the Consumptive Poor, for the establishment of which he 
was mainly responsible. In 1897 he was High Sheriff of the 
county. 

Sin ROBERT ARMSTRONG-JONES of Plas Dinas and Dr. J. H. 
Morris-Jones of Colwyn Bay have been nominated as sheriffs 
for Carnarvonshire and Denbighshire respectively. 


THE forty-fourth German Balneological Congress will be 
held in Berlin, under the presidency of Professor Dietrich, 
from January 25th to 27th, 1929, when the principal subject 
for discussion will be science aud research in balneclogy. 

IN memory of her brother, Mr. Nathaniel M. Barnes, who 
was for many years a@ member of the committee of Bolton 
Infirmary, Miss Barnes has given £10,000 to that institution. 
The money will be used to build the first of four new hospital 


blocks. 
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Letters, Notes, and Anstvers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, ‘Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 

. - as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the. British Medical Journal are MUSEUM 9861, 9862, 98638, 
and 9864 (internal exchange, four lines). 


The TELEGRAPHIC ADDRESSES are: 
er of the British Medical Journal, Aitiology Westcent, 
ondon, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, (telegrams: Associate, 
Edinburgh ; telephone 24361 Edinburgh) 


QUERIES AND ANSWERS, 


DELAYED MENSTRUATION. - 

Dr. E. Baytis AsH (Birmingham) writes with regard to the 
inquiry by ‘‘ A. E.’’ (November 3rd, p. 828): I saw a similar case 
successfully treated by Dr. Urbach of the Wilhelminaspital, 
Vienna. fle used diathermy, the electrodes being placed ou 
either side of the head, and the skull and its contents were 
warmed. This girl, after a number of treatments, lost weight 
apd began to menstruate. Before this treatment is commenced 
it would be advisable to have a skiagram of the skull to show 
any possible abnormality of the pituitary fossa. 


IncoME Tax. 
Married Couple Living Together. 

“HH, M. H.” explains that the wife runs a house in which both live: 
the husband pays her £10 a month, and also pays two-thirds ot 
the bousehoid expenses, the King’s taxes (Income Tax Sch. A) 
on the house, and shares the payment of local rates with the 
wife. Is the wife liable to account for tax on the £10 a month ? 

*,* No; the incomes of husband and wife are aggregated for 
the purpose of calculating tax so that a payment by one to the 
other should be ignored—unless, of course, the two are living 
apart. On the other hand, it follows tbat iu calculating the 
amouut of his professional income ‘“‘H. M. H.”’ cannot treat the 
rent as an actual payment, but must calculate the amount of 
the deduction as a proportion of the aunual value of the house as 
assessed to income tax. 


LETTERS, NOTES, ETC, 


THE QUAKERS AND MEDICINE. 


Ty a contribution to the Bulletin of the Society of Medical 
History of Chicago Dr. David J. Davis of the University of 
Illinois College of Medicine, Chicago, has given a sympathetic 
account of the origin of the Quakers, in which he points out that 
of the four chief professions in the seventeenth century—the 
Church, Law, the Army, and Medicine—the last was the only 
one which was at all consistent with their views of life. Both in 
England and in the United States there appeared a number of 
medical men who were either ardent Quakers or the descendants 
of such, and to whom medicine and the world at large will 
be eternally indebted. Dr. Davis considers them under two 
groups—namely, a number of great English Quaker physicians, 
and a line of physicians—largely of Welsh origin—who went to 
America early, some with Penn himself. The first great English 
Quaker physician was Dr. John Fothergill (1712-80), whose most 
important scientific contribution was his ‘‘ Account of the sore 
throat attended by ulcers,’’ describing the epidemic of scarlet 
fever which visited London in 1747. He wasa close friend and 


admirer of Benjamin Franklin, and became interested in the 
American Quaker colonies in their early days. The first of the 
native Welsh physicians who accompanied Penu was Thomas 
Wynne (1631-92), who was afterwards not only the chief 
physician in the young colony of Philadelphia, but also a 


vromninent person in public affairs. His daughter married 
r. Edward Jones, another notable Welsh physician, and from 
them were descended two men whose names ire of importance 
in American me!icine—Thomas Cadwalader, the first teacher 
of medical anatomy in America and author of an essay on 
** West Indian dry gripes ”’ (lead colic), and John Jones, whose 
Plain Remarks upon Wounis and Fractures, which appeared in 
1775, was the first book on surgery published in the United 
States, aud probably the first medical book of any kind written 
by an American. John Jones was also an intimate friend and 
physician of both Benjamin Frankliu and George Washington, 
‘he last of the prominent medical men of Quaker birth in 
America was Dr. John Evans, commonly known as Governor 
Evans (1814-97), who was editor of the North-Western Medical 
and Surgical Journal (the first medical journal in Chicago), 
co-founder of the American Aged Association aud professor of 
obstetrics in Rush Medical College. In conclusion, Dr. Davis 
summarizes the influence of Quakers in medicine under two 
heads. In the first place they furnished great practitioners of 
medicine in such men as Fothergill, Lettsom, Wynne, Jones, 
and Lister, and secondly, they showed a genius for organization, 
which was exemplified by Jom Morgan (the founder of the 
medical school in connexion with the College of Philadelphia), 
Evans, and Johns Hopkins. 


. IMPONDERABLE PHOSPHORUS THERAPY. 


Dr. M. J. T. Watuis (Maldon, Essex) writes: All scientific 
persons, whether medical men or otherwise, will be astonished, 
and incidentally vastly amused, at the coroner’s summing up at 
a recent inquest. It was the case of a man, aged 75, who died of 
cancer of the stomach shortly after taking some powders which 
had been given him by au unqualified practitioner. This geutle- 
man had seen him once and charged him fifteen guineas. The 
powders on analysis were found to be quite, harmless, only cave 
sugar being detected. The unqualified practitioner stated that 
they contained ‘phosphorus in non-tangible doses.’? This 
towering genius, expert analytical chemists will be pleased to 
hear, has made over a thousand drugs of which no trace cau be 
detected by either chemica! or spectroscopic means, 

Now this, I submit, is a very nasty smack for the chemists. 
We wretched mediocrities of doctors, with our admittedly in- 
exact science, who have been foolish enough to spend from five 
to seven vears studying the elements of our subject; who on 
making any advance in medicine or surgery are foolish enough 
to disseminate that knowledge among our colleagues, and who 
generally charge the patient about half the number of shillings 
that the saccharine and non-tangible phosphoric gentleman 
charged guineas; and who quite humbly realize that we are 
only on the very fringe of knowledge on these matters—we 
medical men, I say, are getting quite inured to having pointe.l 
out to us in the press how very narrow, bigoted, and stereotyped 
we are, how saturated with professional jealousies, and how 
unwilling we are to admit that wisdom will not die with us. But 
-what have our chemists been doing all these years pot to have 
made any of these elusive, non-tangible, and apparently very 
expensive substances that cannot be detected by any of their 
childish tests? Surely they must share in our ignominy on this 
occasion. 

The effects of the coroner’s summing up on the public mind 
(Lam not for a moment criticizing the verdict, which was the 
obvious one) were these: to give a colossal advertisement for all 

-- forms of unqualified medical practice; to stimulate Mr. Bernard 
Shaw to a further outbreak of juvenescence; but, unfortunately, 
to have a very harmful effect on the minis of sufferers from this 
terrible disease. In legislation regarding matters of this kiud 
we are, of course, fifty years behind America and all civilized 
European countries. Should nota technical expert sit by the 
coroner or judicial authority in an advisory capacity in suck 
cases to save him from emitting egregious folly on a subject of 
which he is profoundly ignorant? To my mind the long-con- 
tinued reticeuce of the medical profession on these and similar 
matters is most emphatically not in the public interest. 


TUBERCULOSIS SERVICE. 


Dr. F. J. ALLAN (Chairman of the Medica! Sickness Annuity aud 
Life Assurance Society, Ltd.) writes: Di. A. J. MecMillau 
suggests in his letter in your issue of October 20th (p. 727) on the 
subject of the tuberculosis service, that the county or other 
administrative body should take out a sickness insurance policy 
on the life of each person appointed to such service. It may be 
of interest to your readers to know that this society has worked 
out a scheme, which has been adopted by a tuberculosis hospital, 
to meet the point raised. Under this it is compulsory for each 
resident medical officer on taking up his appointment to effect 
the policy with this society, the premium for which is paid by 
the administrative body. Special rates are charged, and various 
options provided, so that the policy may be retained by each 
individual on leaving the service. 


VACANCIES, 


NorTIFICATIONS of offices vacant in universities, medical colleg 


and of vacant resident and other sposenee at hospitals, will 
be found at pages 45, 46, 47, 50, 51, and 52 of our advertisement 
columns, and advertisements a3 to assistantships, 
and locumtenencies at pages 48 and 49. 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 235. 
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DRAINAGE OF BRAIN ABSCESS.* 


BY 


Sm PERCY SARGENT, C.M.G., D.S.0., F.R.C.S., 


Senior Surgeon, St. Thomas’s Hospital. 


Tue general principles of treatment of abscess of the brain 
differ in no essential feature from those which obtain 
in abscesses elsewhere in the body, but the peculiar 
characters of the cerebral tissue, the existence of the 


cerebro-spinal fluid circulation, and the physical condi- 


tions of pressure within the cranial cavity create special 
difficulties and problems. While the primary object in 
dealing with these cases is the effective drainage of the 
abscess, yet the possibility of fatal complications following 
precocious or misdirected surgical measures, together with 
the dangers of serious damage to brain function, must be 
given due consideration in planning the operation. 

The great variations of type which occur among cerebral 
abscesses, from a diffuse septic softening right down to an 
encapsulated mass of almost solid fibrous tissue, are apt 
to create confusion when treatment is being discussed, for 
measures clearly right for one variety may be obviously 
wrong for another. The frequent coexistence, especially 
in otitic cases, of other infective complications, meningitis, 


ventricular ependymitis, and sinus phlebitis, tends still 


further to confuse the issue. 

In discussing the treatment of abscess of the brain, and 
especially perhaps in speaking of results, it is necessary 
to he*quite clear as to the type of case with which we are 
concerned. Although the various kinds of abscess merge 
into one another, certain types can be recognized: 
(1) diffuse septic softening; (2) a pus-containing cavity 
with ragged wall consisting of softened brain tissue; 
(3) a cavity with a thin capsule consisting of young fibrous 
granulation tissue; (4) a cavity, perhaps small in relation 
to the size of the abscess, consisting of dense fibrous tissue, 
which may be the greater part of an inch in thickness. 

In the first variety, which is not really an abscess at 

all, but a diffuse infective encephalitis, comparable with 
a cellulitis of the connective tissues, no surgical treatment 
is likely to be of any use, except perhaps a simple decom- 
pression. 
_ When, however, as in the second class, this encephalitis 
ds of a somewhat less virulent type, and necrosis with pus 
formation has occurred in its central part, drainage may 
be undertaken with some hope of success. This is a type 
of abscess. which during the war was not infrequently 
encountered in the track of a shell fragment. The most 
intense septic reaction was apt to be found near the point 
of entrance, as if the most heavy microbic infection as 
well as the maximum devitalization of tissue existed just 
beneath the aperture in the skull, as indeed one would 
expect to be the case; in abscesses developing months or 
years after such wounds the same rule holds. 

The third and fourth types differ chiefly in the thick- 
ness of the capsule, and naturally they merge imper- 
ceptibly into one another. At one end of the scale there is 
a thin capsule, varying, however, in thickness at different 
places, while at the other end is an almost solid mass of 
fibrous tissue containing perhaps but a few drops of pus. 
Around the thinnest-walled abscesses there is an area of 
oedematous brain, in which, naturally, extension may take 
place. By this route the ventricle may become involved. 

_ With the very chronic thick-walled abscesses the changes 
in tke surrounding brain, may be inconspicuous and 
insignificant. In such cases the questicu of drainage 
scarcely arises; the proper treatment is complete enuclea- 
tion, with closure of the wound. I have had five such 
patients, all of whom recovered. In one other similar case 
drainage was necessitated by the fact that, just as the mass 
tam being delivered, a thin part of its wall gave way, 


Made in opening a discussion in the Section of Laryngob: 
saneey at the Annual Meeting of the British Medical Association, Cardimt 


causing soiling of the wound. This patient also liven 
completely. 

This discussion, however, is chiefly concerned with what 
is perhaps the commonest type of abscess—a cavity con- 
taining some drachms, or even ounces, of pus bounded by 
a relatively thin capsule, which in its turn is surrounded 
by an area of soft oedematous brain. Most of these are of 
otitic origin, and are situated either in the temporal lobe 
or in the cerebellum. The cerebellar cases are apt to 
present earlier indication of their presence because of the 
ventricular distension to which they tend to give rise, 
They are therefore likely to be operated upon at an earlier 
stage. 

It is instructive, I think, at this point to recall the 
very remarkable series of cases upon which Macewen bases 
his classical monograph (1893). In Table IIL the astonish- 
ing figures are given that of 19 patients operated upon 
18 recovered. No wonder Macewen was able to write, 
cautious Scot though he was, ‘‘ One might almost conclude 
that in uncomplicated abscess of the brain, operated upon 
at a fairly early period, recovery ought to be the rule.” 
His recovery rate is, as Mr. Miles Atkinson pointed out 
recently (Laneet, March 24th, 1928), much the same as the 
mortality rate of many other surgeons. Not only, as he 
says, has no one been able to improve upon Macewen’s 
successes, but no one has ever been able even to approach 
them. 

A perusal of Macewen’s detailed yet lucid account of 
his cases brings out the fact that he was dealing with 
one particular group—namely, the definitely encapsulated 
abscesses with a long history, and usually containing a 
large amount of pus. The average duration of the illness 
before operation was, in the twelve cases in which it is 
stated, no less than seventy days. Macewen’s cases at 
least lend no support to any plea for precocious operation. 
Early operation, however, as soon as the presence of an 
abscess is definitely diagnosed, must he undertaken, for the 
risks of delay are great. The chief dangers are rupture 
into the ventricle, rapid onset of cerebral compression from 
oedema, and, in cerebellar cases especially, sudden respira- 
tory failure. 

A spreading abscess tends to make its way towards the 
ventricle, or rather, perhaps, the ventricle filled with fluid 
under pressure tends to herniate into the softened brain. 

This is also true after an abscess has been imperfectly 
drained, and in such cases: the accident, not necessarily 
fatal, of a communication being established between 
abscess and ventricle is marked by the escape of cerebro- 
spinal fluid from the wound. ° 

When an abscess has been properly evacuated and 
drainage established the intracranial pressure falls, pro- 
vided that no complication exists such as meningitis, 
encephalitis, or a second abscess. The appearance of a 
fungus cerebri means that the intracranial pressure has 
not been relieved. A “ fungus’? must be clearly distin- 
guished from a “hernia” cerebri. The latter means a 
protrusion of healthy brain, still covered by pia, arachnoid, 
and skin, with its circulation and functions unimpaired ; 
a fungus is a protruding mass of strangulated, necrotic, 


and functionless tissue indicative of unrelieved intracranial . 


pressure. 

In operating for cerebral abscess the two most important 
technical considerations ave the route to approach and the 
method of drainage. Ballance has frequently called atten- 
tion to the fact that with abscesses originating in bone 
disease, as most of them do, there is a stalk, representing 
tlie inward track of the infection, connecting bone and 
abscess; this should furnish the ideal route of approach. 
The membranes are presumably adherent at this spot, so 2s 
to seal off the subarachnoid space. In otitic cases the 
surgeon, during the mastoid operation, may be fortunatc 
enough to find the stalk, and it is possible that the drainage 
so established may be adequate. Several of Macewen’s 
cases at any rate were successfully treated in this manner. 


Failing this, the transarachnoid route must be adopted.. 


The bony opening need not be a large one, as the evacia- 
tion of the pus will be followed by a fall in intracranjal 
pressure. This diminution of pressure, it must be remem- 
bered, is followed immediately by a falling away of the 
brain from the surface, with the consequent opehing up of 


(3543) 


| : 


972 Dec. 1, 1528] 


DISORDERS OF THE LYMPH 'GLANDS. 


Tux Britisn . 


the subarachnoid space. It is therefore necessary, before 
evacuating the pus, to shut off the subarachnoid space by 
strips of gauze tucked in beneath the dura; these guard- 
ing plugs may be left in situ for two or three days, just 
as is sometimes done in the transpleural drainage of a 
hepatic abscess, or the transperitoneal drainage of an 
abdominal abscess. 

The presence of a subcortical abscess is usually indi- 
cated by bulging of the brain, with pallor, broadening, 
and softness of the exposed convolutions. If the abscess 
lies deeply these characteristic appearances may be lacking. 
Exploration with trocar and cannula is, in my opinion, to 
be deprecated. The imstrument may pass by the capsule, 
or, failing to penetrate it, may push it towards, and cause 
it to burst into, the ventricle. My own practice is to use a 
small flat seeker, which passes with the least possible force 
through the softened brain tissue, and with which the 
resistance of an abscess wall can easily be felt. Li by 
chance the instrument penetrates into a_ thin-walled 
abscess, pus at once flows out along it. The abscess having 
been thus located, | tie off such cortical vessels as may be 
necessary, and make a elean incision into the abscess 
with a sharp knife. The material of which the tube is 
made is of little importance provided it has sufficient 
rigidity ; a rubber tube is rather too bulky for the size 
of its channel, but usually serves the purpose well enough. 
I have from time to time used tubes made of aluminium 
or of celluloid. Macewen employed decalcified bone tubes. 
Matters of greater importance concern the after-treatment. 
The tube, which should have been sutured to the edge of 
the dura or skin, must be kept clear by frequent gentle 
syringing, and should be retained in place for a long 
while, at least until all tendency for the brain to protrude 
has disappeared. It should be shortened only very gradu- 
ally. If the brain protrudes persistently or increasingly 
either the abscess is insufficiently drained or some compli- 
cation such as a second abscess or meningitis may be 
present. It is unwise, however, to interfere locally too 
soon, as there is always some oedema which tends to push 
the tube ont. This period can be tided over by withdraw- 
ing fluid from time to time by lumbar puncture, 


A British Medical Association Lecture 


ON 


SOME DISORDERS OF THE 
LYMIIH GLANDS. 


A. E. GOW, M.D., F.R.C.P., 


PHYSICIAN IN CHARGE OF OUT-PATIENTS, ST. BARTHOLOMEW'S 
HOSPITAL. 


Tue lymphatic system. consists of a widespread set of 
vessels, most abundant in the skin, the intestine, and the 
connective tissues, in the course of which are aggrega- 
tions of lymphoid tissue, termed lymph glands or nodes. 
The lymphatics take origin in the tissue spaces as capil- 
laries. They are provided with valves, and drain into 
nodes arranged for the most part.in groups,.from which 
arise larger efferent vessels; these pass to one or. more 
groups of nodes situated more deeply, and discharge ulti- 
mately into the main lymphatic channels—namely, the 
thoracic duct and the right lymphatic duct, which open 
into the origin of the innominate vein on the left and 
right side respectively. 

In addition to the lymph nodes, lymphoid tissue is widely 
distributed throughout the body. The tonsils, including 
the pharyngeal tonsil, the thymus, and the spleen are com- 
posed almost entirely of this tissue; the alimentary tract 
ig richly supplied with lymphoid elements, both as solitary 
follicles and as .agminations in the lower part of the ileum 
(Peyer’s patches), the appendix, and the colon. 

‘ The lymph nodes are collected into groups, of which the 

cervical, axillary, and inguinal are the principal ones near 

the surface of the body; more deeply, there are important 

collections about the trachea, in the root of the lung, in 
*Delivered to the Hastings Division, July, 1928, 


the posterior mediastinum, in the transverse fissure of the 
liver, along both sides of the spine in relation to the 
aorta and its main branches, and in the mesentery. Over 
and above these are sundry collections and single nodes, 
the existence of which is scarcely appreciated until they 
are enlarged as the result of disease; examples are the 
epitrochlear, infraclavicular, and preauricular nodes, 

It is by the lymphatics that certain substances are 


drained away from the tissue spaces with the help of 


phagocytic celis; fat is absorbed from the intestinal villi 
into the lacteals. The chief functions of the lymph nodes 
are to produce lymphocytes, and to form a barrier against 
infection of the more important tissues of the body. ° Not 
only microbes, but particles of soot, dust, and even neo- 
plastic cells, are caught by this means and held back from 
the general circulation; no doubt many diseases of an in- 
fective nature abort at this line of defence. Lymphatic 
glands, then, are open to attack either by way of the 
lymphatics or of the blood stream. 

Lymph nodes enlarge as the result of inflammation, of 
hyperplasia, or of infiltration by blood cells or new growth, 
An important series of changes, again generally associated 
with enlargement, is that which signifies retrogressive 
processes in the nodes; examples are fibrosis, caseation, the 
deposit of foreign substances, and abscess formation. 

Lymph nodes in health are usually impalpable, and, 
unless the patient is unusually thin, nodes which can be 
definitely felt must be assumed to be pathological. 

When investigating the lymphatic system of a patient 
in whom any enlarged nodes are found, let the first inquiry 
be upon an. anatomical basis: in what group or groups, 
is the enlargement present? The superficial nodes are 
examined systematically by careful inspection and palpa- 
tion. Moderate enlargement of the cervical nodes may 
cause some fullness of the neck; the recognition of this 
feature may call attention to the presence of soft glands— 
as, for example, in acyte Jeukaemia—which otherwise 
might escape detection. Stiffness of the neck, and perhaps 
torticollis, may be associated with enlarged cervical nodes; 
so also may a neuralgia accompanied by tenderness and 
hyperaesthesia of some part of the scalp or a headache 
which arises in the neck and spreads upwards over the 
vertex. In the axilla, care must be taken not to mistake 
fat for enlarged nodes, Sometimes superficial nodes in 
unusual places are to be seen or felt—for instance under 
the scalp, near the zygoma, and in the intercostal spaces. 
Of the deep groups, those within the abdomen when suff- 
ciently enlarged may be recognized by palpation, or by 
signs of pressure upon neighbouring structures to which 
they give rise—as, for example, to jaundice with ascites 
when those in the transverse fissure of the liver are 
affected, and, be it 1emembered, multiple tumour forma- 
tion. within the abdomen is most often associated with 
lymphatic glands. It should also be borne in mind that 
an ‘‘ odd” tumour within the abdomen—odd perhaps in 
regard to its characters or to the symptoms, o1 lack of 
them, to whieh it gives rise—is not seldom of lymphatic 
origin. An examination of the blood in such cases must 
always be made, lest a laparotomy be performed un- 
wittingly in a case-of, say, chronic leukaemia. 

When disease of the lymph nodes has led, as in the case 
of tuberculosis, to caseation or to calcification, such nodes 
may frequently be demonstrated by « rays, and sc the 
cause of indefinite abdominal pains, perhaps associated with 
more or less pyrexia, may be cleared up. Should caseous 
glands, as revealed by palpation and/or radiography, be 
situated mainly in the right iliac fossa, the portal of entry 
is most likely the appendix; less often it is the Fallopian 
tube. In either case, when associated with symptoms, 
laparotomy is indicated for removal of the offending 
structure. 

Lymph glands within the thorax cannot he detected by 
ordinary physical examination, save when they are very 
considerably enlarged and coalescent. When this is 80, 
however, they may give rise to certain physical signs. 


Greatly enlarged lymph nodes in the anterior mediastinum 


may cause a visible tumour in the neighbourhood of the 
sternum, with percussion dullness and signs of pressure 
upon veins. A. similar state of things in the posterior 
mediastinum may yield impaired percussion resonance in 
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ihe spaces between the vertebral border of the scapula and 
the spine. Weak breath sounds, with or without bronchial 
breathing, may also occasionally be present. These signs, 
however, are uncommon, and are only to be expected when 
the glandular enlargement is considerable. When present, 
they are probably caused as much by collapse of lung, or 
by actual infiltration of the organ by the same tissue as is 
concerned in the glandular enlargement, as by the nodal 
swelling itself. In the earlier stages of glandular enlarge- 
ment within the thorax recourse must be had to a-ray 
examination, performed both in the antero-posterior and 
in the oblique positions; this investigation should always 
be undertaken in cases in which lymph nodes elsewhere are 
enlarged by a disease which is known to cause general 
lymphatic enlargement. : 

I.—Local enlargement results most often from local infec- 
tion, the materies morbi being conveyed by the lymphatics. 
The area drained by the particular group enlarged must 
therefore be searched for the portal of entry. Local 
enlargement of nodes in the neck is very common, espe- 
cially in children, the reason no doubt being that foci of 
infection are so frequent in the tonsils, teeth, nasopharynx, 
and scalp. This is so whether the infection is pyogenic or 
tuberculous. In an adult, in the absence of an obvious 
inlammatory focus, the possibility of metastatic deposits 
must be considered, seeing that carcinoma of the tongue 


and of the oesophagus are frequent diseases. If a gland is . 


felt in the left supraclavicular fossa and none higher in the 
neck, a metastatic deposit from a carcinoma of the stomach 
or a retroperitoneal sarcoma must be thought of. Glands 
in the cervical group of one side, again in the absence of 
gross local infection, are generally the first to be enlarged 
in Hodgkin’s disease. 

In a case of acute axillary gland enlargement it is likely 
that this results from infection of the hand, in which case 
there may be red streaks extending up the arm, due to 
lmphangitis. The local wound on the finger may. be a 
seemingly trivial affair—a prick by a rose thern or by a 
needle. The infection, which develops with great rapidity, 
is mostly due to Streptococcus pyogenes, and it is in this 
class of case that sensitized S. pyogenes vaccine, combined 
with concentrated scarlet fever antitoxin, is proving so 
useful. Infection with Spirillum minus, the causal 
organism of rat-bite fever, may also result in an acute local 
ehlargement and tenderness of Iymph nodes—in which case 
there is a history of the patient having been bitten by a 
iat, a ferret, or a kitten, usually on the hand, three to four 
weeks previously. The bite heals, probably without inci- 
cent, but with the onset of symptoms the site of the wound 
heomes ved and painful, and pyrexia of a relapsing 
character develops. In a pyrexial period the whole limb 
may be swollen, and though the lymph nodes draining 
the arca are those mainly affected there may be some 
generalized Iymphadenitis; the specific rash may be found 


in the skin. This infection usually yields quite quickly ~ 


to full doses of neokharsivan given intravenously ; so much 
% that if a suspected case does not respond to two doses of 
0.6 gram, given at an interval of five days, it is improbable 
that the illness is due to this cause. 

ll.—In generalized enlargement, when the nodes are 
found to be enlarged in two or more groups, the materies 
norbi may be conveyed by the blood stream; in some infec- 
tions this general enlargement has a definite diagnostic 
value—as, for example, in glandular fever, in rubella, in 
the septicaemic or secondary stage of syphilis, and in 
ubonic plague. Another disease suggested by the discovery 
of general lymphatic enlargement in childhood and adoles- 
‘ace is acute Iymphatic leukaemia, but here the nodal 
swellings are by no means the major part of the process, 
and may be relatively inconspicuous in comparison with the 
severity of the general state. If the glandular enlargement 
has arisen insidiously, and if the patient’s general state is 
hot acute, the probable explanation lies in the direction of 
such diseases as ]Iymphadenoma, tuberculosis, leukaemia, 
and sarcomatosis. The differentiation of these conditions 
depends upon the specific features of the glands and certain 
general signs presented by the patient, including a con- 
sideration of the blood picture. ; 

The specific features of enlarged glands calling for special 
ote are: the number and distribution within the group; 


the size; whether the glands are discrete or coalescing; 
their mobility; involvement of the skin and surrounding 
structures; consistency; and sensitiveness. It is important 
to remember that nodes which are adherent to one another, 
or to surrounding structures, are the seat of a disease q 
process which has spread through the gland. capsule—as in 
tuberculosis frequently, acute pyogenic infection occasion- 
ally, and malignant disease—or that the affected nodes have 
been treated by irradiation. In chronic cases more or less 
enlargement of glands in several groups suggests lymph- 
adenoma, chronic leukaemia, or lymphosarcoma. Of these 
three diseases chronic leukaemia gives rise to the least 
difficulty in diagnosis because of its distinctive blood 
picture ; whereas lymphadenoma is the most difficult, seeing ; 
that there are no enduring criteria on which to rely. | 


Of chronic leukaemia there are two main varieties— 
chronic myelocytic and chronic lymphatic leukaemia. It is a. 
the patient suffering from the latter condition who is 
likely to consult his doctor because of swelling in the neck 
or axilla due to glandular enlargement. It is a disease of 
adult life and has, as a rule, an insidious onset. It may 
oceur in elderly persons, in whom it is prone to be quite 
latent over a long period. All the superficial groups are ; 
apt to be affected, but often unequally, the mass in 
the neck, axilla, or groin perhaps causing considerable i‘ 
deformity. The individual nodes in a group are of much q 
the same size, soft rather than hard, discrete yet bunched 
up together, showing no tendency to break down or to 
involve the skin, insensitive to palpation, and quite pain- ' 
less apart from any discomfort which may be caused by : 
the size of the mass. Deep glands may also be involved, 
and the spleen is always enlarged; sometimes it is as large 
as in chronic myelocytic leukaemia. The disease is com- 
patible with good general health for a number of years, 
but sooner or later more acute symptoms are wont to 


arise, with pyrexia, Joss of flesh, marked anaemia, @ 
stomatitis, tonsillitis, diarrhoea, and haemorrhages, though . 

the last-named symptom is less common here than in Zz 
myelocytic or in acute lymphatic lenkaemia. The diagnosis = 


is established, or rejected, by cxamination of the blocd. 
A typical count in a patient first presenting himself for 
examination is: Red cells 3.5 x 1C6 per e.mm., haemo- 
globin 65 per cent., colour index 0.9, white cells 200,000 per 
c.min., of which $6 per cent., or 192,000, are lympho- q 
evtes. The Leishman stained blood film shows a mono- 
tonous blue expanse of lymphocytes, mostly of the small 
variety, like those of normal blood, in marked contra- 
distinction to the variegated beauty of the well-stained \ 
myelocytic film. Glandular enlargement is not a marked 
feature of myelocytic leukaemia; the nodes in the super- 7 
ficial zones may be just palpable, but are not greatly 
swollen. 
In lymphosarcoma the tendency is for the glandular | 
groups to be unequally transformed into large masses, 
the individual. nodes varying in size, insensitive, soft 
rather than hard, of limited mobility, and for the whole 
mass to be fixed to the deeper structures. The liability to 
deep gland involvement is great, especially of the medi- 
astinum, so much so that the first signs are usually cither 
those pf pleural effusion, which may be bilateral and 
recurrent, or of intrathoracic pressure—for example, 
dysphagia, cough, fullness of veins, recurrent laryngeal 
palsy, or sympathetic paralysis. The patient is usually a 
young adult, and more ill in the carly stages than in the 
corresponding phase of chronic Jeukaemia or lymph- 


adenoma. The disease is often pyrexial; the diagnosis is 


— 


confirmed by biopsy. A case of this sort which I saw 
with Dr. Gilbertsan at Hitchin in 1623 is apparently 
unique in that the patient, a young woman aged 20, has 
seemingly made a complete recovery. 


Her story was that for five months she had had pyrexia, which 
was irregular, but seldom rose above 100° F, The right pleural 
cavity had already been aspirated on four or five occasions, 4he 
quantity of fluid removed varying from half to three and a half 
pints; the fluid was not blood-stained and did not clot. Recently 
the left upper extremity had become swollen, and the face was 
a little puffy; signs of effusion in the left pleural sac appeared 
and the subcutaneous veins on the left side of the abdomen 
became prominent. Enlarged glands, which were painless, sensi- 
tive, firm, and fixed, were found in the left supraclavicular fossa. 
The patient was transferred to hospital, where a biopsy proved 
thé disease to be endothclial sarcoma, and radiography showed 
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Concerning lymphadenoma much has been recently 
written, and L would call special attention to articles by 
Rolleston, MacNalty, Fraenkel, Bennet, and Ewing. The 
term ‘ lymphadenoma,”’ as at present ordinarily employed, 
probably does not indicate a single specific disease, but a 
variety of diseases more or less resembling one another in 
important clinical and pathological features ;-just as we 
now speak of the enteric group, which includes a number 
of fevers closely resembling one another in = important 
features, but each one due to a specific bacillus, though 
formerly all were included in the term ‘* typhoid fever.” 

The differential diagnosis of ‘‘ lymphadenoma’’ on 
clinical grounds is often quite impossible, especially from 
tuberculosis (including endothelial tubercle) and from 
lymphosarcoma. But if the initial site of glandular 
enlargement is on one side of the neck, or, rarely, in the 
groin; if the whole group is affected, but not equally, the 
largest glands being towards the centre of the mass; if the 
avea involved seems as though stuffed with glands, which 
are genewally of equally firm consistency, discrete, and 
tending to remain so for a long time, relatively painless 
and insensitive, and with no indication of involvement of 
the skin or of abscess formation, the diagnosis is probably 
lymphadenoma. In lymphadenoma the liability to inclusion 
of all the superficial groups is relatively great; although 
there is much diversity in the rate at which this happens, 
there is a marked tendency for orderly spread of the 
enlargement from neck to axilla, and from axilla to groin, 
or vice versa. In the early stages the general condition of 
the patient is good, but, coincident with the spread of the 
glandular enlargement, a secondary anaemia is prone to 
develop; the patient becomes easily tired, is liable to sweats, 
pruritus, pigmentation of the skin (apart from that which 
may result from treatment by arsenic or by irradiation), 
loss of flesh, and pyrexia, which is sometimes of a relapsing 
character. Evidence of involvement of the intrathoracic 
glands, and, less often, of the abdominal groups, may be 
forthcoming ; sometimes it is these nodes which are enlarged 
in the first instance. Lymphadenomatous tissue is prone to 
infiltrate other organs and tissues of the body, more 
especially the spleen and the liver, and the presence of 
palpable enlargement of the spleen is a valuable addi- 
tional point in favour of the diagnosis. Lymphadenomatous 
deposits in the spleen arise both in the Malpighian cor- 
puscles and in the pulp; the presence of these white deposits 
has caused the spleen to be called ‘ hard-bake’”’ or 
‘** German-sausage ’’ spleen, and the recognition of these 
changes is of the utmost importance in confirming the 
diagnosis at the necropsy. Similar foci of infiltration are 
sometimes to be found elsewhere—in the pleura, in the 
lung, in the marrow, in the skin, and, most important of 
all from the clinical point of view, in the vertebrae; here 
they may cause pressure either upon the spinal cord with 
the production of paraplegia, or, by constriction of the 
intervertebral foramina, lead to severe ‘‘ root pains ”’ 
referred to the area of distribution of the corresponding 
spinal nerve. 

The foregoing is an outline of a disease first described 
by Hodgkin in 1832; there are certain other features which 
are sufficiently common in the group to merit attention. 
The frequency with which some infection has occurred 
recently in the territory drained by those glands which 
are first affected is often a striking point in the history. 
A story of sore throat is by no means wacommon, and Sir 
Thomas Horder has told me of a case in which the axillary 
glands became the seat of lymphadenoma shortly after a 
septic infection of the finger. The tonsil is frequently the 
site of focal sepsis, and is regarded by many authorities 
as one of the portals of entry of the rheumatic virus and 
of the tubercle bacillus. It may possibly he the portal of 
entry also in those cases of Hodgkin’s disease in which the 
cervical nodes are the first to be enlarged; yet it is very 
rarely that the lymphoid tissue of the tonsil, the thymus, or 
the Peyer’s patches is involved in the disease. Though 
the enlargement of the nodes is usually slow and painless, 


it may, on occasion, be rapid and painful; I have seen a 
case in which a mammary abscess was mimicked, and, at 
another time, sudden painful enlargement of glands in the 
right lower quadrant of the abdomen might easily have cost 
the patient her appendix. Exceptionally, one group of 
nodes only may be affected, and it is my firm belief that 
visceral infiltration may occur in the absence of demon. 
strable enlargement of lymphatic glands. 

Of great interest is the relapsing pyrexia sometimes seen 
in this disease. -In a monograph on the subject recently 
published by the Ministry of Health (see Journal, May 
12th, p. 819) A. S. MacNalty states that 

“*Lymphadenoma with relapsing pyrexia may be classified into 
two main types: 


1. A form in which the external lymphatic glands exhibit 
enlargement with or without enlargement of internal lymphatic 
glands. 

2. A form in which the internal lymphatie glands are alone 
affected.”’ 


During the pyrexial periods the affected glands may 
become more swollen; the liver and spleen also, if involved, 
may increase in size, subsiding somewhat during the 
apyrexial interval. To quote MacNalty again: 

“In a typical case, following on a period of low pyrexia, or 
of normal or of subnormal temperature, there is a steady rise 
occupying two to four days to a maximum of 102°, 103°, 104°, or 
even 105° F. For about three days the temperature remains at 
2 high level, and then there is a gradual fall by lysis which 
usually occupies about three days also. The temperature then 
becemes subnormal, at any rate for a few hours. During the 
pyrexial period, as a rule, the patient feels exceedingly ill; he 
has aching pains in the back and limbs, together with chills, 
profuse sweats, and joss of appetite. His expression is one of 
distress and anxicty.”’ 

The duration of either the pyrexial or the apyrexial 
periods is not constant, and they do not seem to bear any 
relation to one another. 

Help in diagnosis is sometimes obtainable from the patho- 
logist. Unfortunately, there is no blood picture charac- 
teristic of the disease—all that can be said is that a blood 


count showing an anaemia of the secondary sort, with no- 


gross alteration in the absolute and differential leucocyte 
count, is not incompatible with lymphadenoma. The intra- 
dermal tuberculin test is negative save in those cases, by 
no means rare, in which tuberculosis and lymphadenoma 
coexist. There is as yet no serological test to help us. 


- Even after the histological examination of a suitable gland 


—that is, one in which the disease process is still active— 
removed during life the diagnosis may be largely a matter 
of individual opinion; there is the typical variety which 
shows the characteristic histological features described by 
Sir Frederick Andrewes, and which all will admit as 
Hodgkin’s disease, but in other varieties, which do not 
conform to this, the histologist who makes the diagnosis 
may make a lucky shot or be merely bluffing. 

So also with regard to etiology there are many guesses, 
many suspicions, much perplexity. Lymphadenoma_ is 
probably an infection, and a stronger case has been made 
out againstéthe tubercle bacillus than against any other 
known microbe, the indictment being that under unknown 
conditions the tubercle bacillus is able to produce these 
changes in some tissues and organs, especially in lymphoid 
tissue, which differ from those of true tuberculosis. 

So the disease, at present, is a mystery. Even the 
nomenclature is not settled; it answers in various quarters 
to Hodgkin’s disease, to Ivymphadenoma, to  lympho- 
granuloma, or to lymphomatosis granulosa. 

Clearly, then, lymphadenoma is a condition calling 
urgently for research. At St. Bartholomew’s a_ special 
fund, the Rose Research Fund, has been received for the 
investigation of lymphadenoma; clinical and pathological 
workers are co-operating in a special endeavour .to eluci- 
date it further. A team is in being, and a certain amount 
of progress has been made. Material is as yet scanty, and 
the fund will not be available for an indefinite period. 
We therefore invite practitioners to help us to ‘‘ pluck out 
the heart of my mystery’ by sending any patients with 
enlarged glands of doubtful or uncertain nature for investi- 
gation. Sir Thomas Horder and I will readily take them 
into the hospital, and, if required, we have the surgical 
collaboration of Professor Gask. 


a large mass in the mediastinum. During the four months she Aim 
in hospital fluid was withdrawn from the right side of 
t the chest eleven times, and from the left seven times. | Dr. Finzi TH 
treated her with z rays; the mediastinal mass and cervical glands 
disappeared, and she remains in good health five years afterwards. 
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THE THERAPEUTIC VALUE OF NEPHROPEXY.* 
WILLIAM BILLINGTON, M.S.Lonv., Cu.M.Biro., 
F.R.CS., 


PROFESSOR OF SURGERY, UNIVERSITY OF BIRMINGHAM; SURGEON, 
QUEEN'S HOSPITAL, BIRMINGHAM, 


TWENTY years ago this session I read a paper before this 
society entitled ** The indications for nephropexy,’’ a paper 
which was subsequently published in the British Medical 
Journal, At that time the subject was a very live one in 
Birmingham; the meeting was largely attended, and very 
strong views were expressed both for and against the 
operation. The question cannot even now be regarded as 
settled, and the object of this paper is to present as fairly 
as possible the resuits of my personal experience of nephro- 
ptosis and its surgical treatment, in the hope that it may 
assist in arriving at a true solution. 

Time does not allow of my dealing with many points of 
great interest and importance in connexion with the causes, 
pathology, and symptoms of nephroptosis; nor can I enter 
into the methods 1 have employed in the selection of cases 
likely to benefit by operation. I intend to consider results 
only, and from them endeavour to show what therapeutic 
value has attached to nephropexy. 

The results of nephropexy have to be considered from 
two aspects: (1) the surgical success of the operation in 
permanently replacing the kidneys in their normal position 
without unsatisfactory sequelae, such as pain in the loin 
or back, hernia of the wound, and persistent sinus; and 
(2) its therapeutic value in curing or ameliorating the 
symptoms for which it is performed. 


Surertcan Resvrts. 

At first these were very unsatisfactory. In a large 
percentage of cases the operation failed to cure the 
abnormal mobility of the kidneys, and they were found 
loose again almost as soon as active life was resumed. 
Many operations fixed the kidney to the muscles of the 
back and at too low a level, with the result that pain 
in the back was common, and sometimes hydronephrosis 
developed. The use of silk and other non-absorbable suture 
materials was followed by persistent sinuses, and exten- 
sive damage to the muscles of the loin led to a feeling of 
weakness and hernia. 

A further and very common cause of failure is the in- 
complete character of the operation. One kidney only is 
replaced, while the other kidney, which may also be mobile, 
and a possibly diseased appendix are left untreated. Satis- 
factory therapeutic results cannot be expected unless the 
operation, as such, is successful. Only when the surgeon 
is satisfied that both kidneys are in a normal position, 
and that possible associated or secondary abdominal lesions 
have been excluded or treated, can success be claimed, 

The operation which I have performed upon upwards of 
1,500 patients has been carried out in this spirit. My 
object has been to replace both kidneys, if both are loose, 
and to make sure that no intra-abdominal lesion is left 
undetected and untreated. 

The surgical results have been very satisfactory. In no 
single instance have I found a kidney loose again, although 
on a number of occasions I have reopened the loin, think- 
ing that it had become so. The usual cause of error is a 
Reidl’s lobe of the liver, and on the left side a prolapsed 
spleen, conditions which may simulate a movable kidney 
very closely. In my earlier cases, before I opened the 
peritoneum as a routine, an enlarged gall-bladder on 
several occasions was mistaken for a kidney which was 
thought to have broken loose after replacement. In no 
case has there been a persistent sinus, and no second 
operation on this account has been needed. In some 
twenty cases I have had to excise a length of the last 
dorsal nerve. subsequently on account of pain caused by 
its implication in scar tissue, and a few cases have been 
operated upon for hernia.of the scar. Very occasionally, 
where at the time of operation a moderate hydronephrosis 
existed this has increased and necessitated excision of the 
kidney. My experience has been that where the pelvis of 


*Valedictcry presidentiai address to the Midland Medical Society. 


the kidney is sufficiently dilated to hold more than about 
two ounces of urine replacement fails to prevent its 
destruction by hydronephrosis, while if the pelvis is dilated 
to a less extent the operation succeeds in doing so. 

The results in my large series of cases extending over 
twenty-five years have been such as to justify the claim that 
movable kidney can be treated successfully by operation, 
and that the operation is safe and comparatively easy. It 
is essentially a plastic operation, and if therapeutic results 
justify it there are no surgical reasons why it should not 
be done, 

THERAPEUTIC RESULTS. 

Very widely differing views are held as to the impor- 
tance of movable kidney as a cause of chronic ill health, 
and of the value of nephropexy as a therapeutic measure. 
In the early years of the present century extravagant 
claims were made that nephroptosis was responsible for 
a vast amount of functional disturbance of mind and body, 
and it was asserted that the kidneys should be fixed in 
such cases whenever any undue mobility was detected. 
The results of this were unfortunate, as they always are 
whenever the usual care in selection of cases is abandoned 
and a new treatment is applied indiscriminately. The 
claims that Koch’s tuberculin is a cure for phthisis; that 
hunger pain in association with hyperchlorhydria indicates 
duodenal ulcer and calls for gastro-enterostomy; that the 
teeth are responsible for most cases of rheumatism and 
should be sacrificed wholesale; and that movable kidneys 
are the cause of much functional nerve disturbance and 
should be treated whenever found in association with it, 
have all led to disappointment when extensively acted upon. 
Medicine is much less simple than this, and a claim that 
a panacea has been discovered for any common disease or 
clinical syndrome generally brings disappointment when 
blindly accepted. 

The wide and indiscriminate operating for movable 
kidney was attended by unsatisfactory results and caused 
the pendulim to swing in the opposite direction, with the 
result that it is often asserted that nephroptosis is rarely 
of importance and still more rarely calls for treatment. 
The truth lies somewhere between these two extremes. 
Unquestionably, anyone who has carefully studied the 
problem, and has brought to bear upon it the same care 
and judgement in the selection of cases suitable for 
operation, has paid the same attention to technique, and 
has followed up the operation by necessary after-treatment 
as for other surgical conditions, cannot fail to be con- 
vinced that nephroptosis may be a cause of lowered effi- 
ciency and chronic ill health, and that treatment of it by 
nephropexy may be called for. 

Great care must be exercised in deciding the suitability 
or not of a particular case for nephropexy. The necessity 
for a satisfactory technique and a complete operation has 
been emphasized. It is, also, all-important to remember 
that time and suitable after-treatment*are needed to 
complete the cure. So many operations are followed by 
immediate and dramatic benefit that disappointment is 
often caused to surgeon and patient when an interval of 
six months or a year must elapse between the operation 
and its beneficial result. No patient can emerge from 
a state of severe and long-standing neurasthenia in a short 
time, even though the cause has been removed. This is the 
reason why so many patients operated on for movable 
kidney recover slowly from the symptoms from which they 
were suffering at the time of operation. I never assess 
results until a full year has elapsed from the operation, 
and even this length of time is often insufficient, and only 
after two or three years is full health obtained. ‘lwo 
facts stand out in connexion with my results: (1) that 
the failures have never improved to any extent after 
operation; and (2) whatever benefit is obtained is retained; 
relapse is almost unknown. Also, the further back the 
investigation into results is carried the better they are. 
If only it became sufficiently realized that in a large pro- 
portion. of cases the effect of nephropexy is to convert an 
incurable condition into a curable one, and not of itself 
to establish a cure, the percentage of failures would 
diminish and the true value of the operation be better 
understood. q 

I would most emphatically state that no moral value 
whatever attaches to the operation. In my opinion the 
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THERAPEUTIC VALUE OF NEPHROPEXY. 


[ THE GRITIST 
Merpicar 


--- 


moral effect on the patient is wholly bad, and there is not 
one redeeming feature. From the moment operation is 
mentioned until it has been completely recovered from 
and forgotten the effect is to put a further strain upon 
a mind and body already over-stimulated and exhausted. 
The whole question of operation is fraught with greater 
responsibility than usual, and unless it is felt that the 
henefit likely to result justifies it, nephropexy should not 
he done. It is advisable to draw particular attention to 
this point because I have often heard it asserted that the 
henefit that follows nephropexy is due to the moral effect 
of the operation upon the patient, and I have frequently 
been requested to perform it for that purpose. On one 
occasion [ saw a man who had had an incision made into 
the loin to impress him that his kidney, which he had 
been told was loose, had been put right. Such procedures 
are entirely wrong. It is questionable whether the mental 
and physical injury caused by an operation ever confers 
any benefit except in so far as it remedics a_ physical 
trouble, and the harmful effects of operations, as such, 
are considerably greater in neurasthenic patients. It is 
therefore reasonable to assume that any benefit following 
nephropexy is due, not to the fact that an operation was 
done, but to the replacement of the kidneys that it 
effected. 


Rescits or NEPHROPEXY IN MY OWN SERIES OF CasEs. 

My personal experience of nephropexy extends, as I 
have said, over -twenty-five years, and during that time 
1 have operated upen more than 1,500 patients and replaced 
more than 2,000 kidneys, the double operation having been 
performed in the majority of cases. All my patients have 
heen referred to me by practitioners, and it is their 
encouragement and support which has made me feel that 
the operation has justified itself. After all, in my opinion, 
it is the patient’s own doctor rather than the surgeon who 
ultimately determines the value of any form of treatment. 
He has an intimate knowledge of his. patient that no 
specialist can acquire; it is a knowledge based upon pro- 
longed observation of the patient himself and his reactions 
to and upon those who come in contact with him. Where 
neurosis and functional disturbance are predominant 
features improvement is often more eviderit to the family 
doctor and the patient’s relatives and friends than to the 
patient himself, and the doctor’s verdict is perhaps the 


hest test of value that can be obtained. On this verdict, | 


rather than upon such tests as I have been able personally 


to apply, .I have been content to rely. No more graphic . 


-description of the effect of the operation could be given 
‘than that volunteered by the husband of one of my patients 
—that ‘‘ before the operation my home was a hell, and now 
it isa heaven.” 

It is very difficult to obtain accurate statistical evidence 
of the therapeutic benefit conferred by nephropexy. Some 
years ago I made two different investigations. For the 
purpose of the first I’ wrote to*100 consecutive patients in 
‘my series, one full year having elapsed in every case 
between the operation and the inquiry. I was successful 
in obtaining information about 87 of these patients, and 
from that I ascertained that about 60 per cent. were well 
in the sense that they were leading ordinary lives and 
did not need medical attendance; 20 per cent. were con- 
siderably better, 10 per cent. were better, and 10 per cent. 
were no better. 

The second inquiry took the form of a questionary 
addressed to eleven practitioners, 70° of whose patients 1 
had operated upon. The questions submitted to them were: 
In the case of .............4.... (1) Has the operation been a 
surgical success—that is, has it efficiently and permanently 
anchored the kidneys, and has it been free from unpleasant 
sequelae? (2) Has the general resulting benefit justified 
the operation ? 

Great care was exercised by the doctors to make the 
answers reliable, and each patient was either written to 


or personally interviewed. The actual replies were printed 


and circulated among the members at a meeting of the 
Surgical Section of the Royal Society of Medicine «on 
January 13th, 1914. They indicated in all the 70 cases 
that the operation was a surgical success; in one case only 
that of a lady, who complained of pain in her right side, 
was there any mention of after-trouble. Of the general 


benefit that resulted, only 5 were reported as failures, 
while many were described as having been changed from 
chronic invalids into absolutely normal people. 

These satisfactory results do not appear to have been 
obtained by the majority of other surgeons, and_ the 
tendency is for fewer and fewer cascs of nephroptosis to 
be operated upon. This led me to make a still further and 
more drastic investigation into my results. All the patients 
upon whom I had operated during the five years 1922-2 
were written to and invited to answer the following 
questions : 

:, Have the operation wounds troubled vou? If so, in what 
way? 

2. Have the symptoms fer which the operation was performed 
been cured? 

3. What is your present state of health? 

Of the 213 patients written to replies were received from 
163. It soon became evident from the replies that the 
answers to the first two questions were of little value, and 
that the answers to the third supplied the true test. 

All these patients suffered from symptoms. sufficiently 
severe to call for medical attendance, and had_ proved 
incurable by ordinary methods of treatment. The symptoms 
complained of were very variable, but in every case the 
renal mobility was held to be the principal cause. In every 
case the operation was a complete one—that is, both 
kidneys were fixed when both were loose, and an abdominal 
exploration from the loin was carried out. In nearly all the 
appendix was removed. 

In order to obtain an independent and absolutely un- 
biased report the replies were submitted without comment 
to Professor Kauffmann, whose wide oxperience of both 
private and hospital patients peculiarly fits him to estimate 
their meaning. [ am very much indebted to Professor 
Kauffmann for the great interest he has taken in this 
investigation, and I am convinced that his report will 
receive the consideration it deserves. It estimates, as 
impartially as is possible, the true results of the operative 
treatment of nephroptosis. 


Professor Kauffmann’s Pe port. 

“The replies from 163 patients have been carefully con 
sidered with a view to my forming a conclusion as to the 
results of the operation for nephroptosis. I have, of course, 
only the patients’ replies from which to judge, and a certain 
difficulty is introduced by the second question, inasmuch 4s 
many of them scarcely know or remember the groups of sym- 
ptoms for which they sought advice. Guided by the kind of 
reply, and to some extent by the tone of the reply, I have 
divided these 163 cases into five groups—namely : 


1, Complete sucecss, where the statement warrants the 


name 29 

3. Partial sueccss, where the benefit outweighs any remain- 

4. Partial failure, where the remaining troubles outweigh 
such benefit as the patient has derived ... 

5. Failure 2 


“T have not felt able to make allowances for such things 
as gravidity, or possibly some new trouble coming on, as it 


- must do in Some proportion of the cases in an interval of several 


rears. It is more than likely that some cases which would 
ave been in one of the successful groups have been spoilt by 
new disease thus intervening. , 

‘‘Tt seems, therefore, that, taking complete success and 
success together, these groups account for 43.6 per cent.; 
partial success accounts for 25 per cent.; failure for 17.7 per 
cent. ; and partial failure for 13.5 per cent. These figures are, 
I conclude, very satisfactory. ; 

“ By far the greater number which constitute groups 1 
and 2 together have had appendicectomy 4s well as kidney 
fixation, generally double. But success is also found in those 
who only had a kidney fixation, single or double, done. | 

‘©T have considered the question whether the addition of 
appendicectomy, or other operation, has affected the results, 
but can get no satisfactory answer, since, in the successful 
group, nephropexies without other operation only formed 12.6 
per cent., and in the partial failure and failure groups 
13.7 per cent.” 

Commenting upon Professor Kauffmann’s report, I 
would draw attention to the severity of the test applied. 
Results are mainly determined by the answer to the 
question ‘‘ What is your present state of health? ” Only 
those cases in which the answer indicates that the general 
health is satisfactory in every way have been placed in the 
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successful group. Patients who state that although 
relieved of the symptoms for which the operation was done 
they do not enjoy normal health owing to other troubles 
are labelled) partial successes or faiures according to 
whether their general health and working efficiency appear 
to have been improved or not. The disappearance of one 
set of symptoms and the substitution ef another set in 
their place with the result that comfort and working 
efficiency have not been materially improved is regarded 
as evidence of failure. Further, as Dr. Kauffmann points 
out, no allowance has been made for the entirely new 
troubles which may reasonably be expected to develop in 
a certain number of cases over an interval of several 
years. The report, therefore, may be taken as indicating 
jn a conservative way the proportionate effect of the opera- 
tion in raising to a normal standard of health patients 
who were in a state of chronic invalidism. 

The following may be said to summarize the results of 
Professor Kauffmann’s investigation of 163 cases, operated 
upon at intervals of from six and a half to one and a 
half vears prior to the inquiry (13 of these patients were 
men and 150 were women). 


Successful... 71 =43.6 per cent. 
Partially successful 41=25.0 
Failures 51=31.4 


These results, taking into consideration the kind of 
patients operated upon, though by no means justifying a 
claim that nephropexy is a panacca tor ncucasthenia and 
functional disturbance when complicated by renal mobility, 
are satisfactory. ‘Fhe patients had all undergone prolonged 
treatment, and were referred to me because of their 
failure to benefit by it. They were the neurotic flotsam 
and jetsam who are the despair of their friends and 
medical attendants. Nearly all were in early adult life 
with many years of activity in front of them. Most of 
them were under the necessity of carning a livelihood or 
managing a household, and the change from chronic in- 
validism and inefficiency to normal bealth and efficiency 


that has been effected in nearly half of them would seem - 


to justify the performance of an operation whieh is almost 
free from risk and which is essentially plastic in 
character. 

Looking back over the long series of cases of nephro- 
ptosis that have come under my observation, in only 
about one-third of which I have operated, I cannot help 
feeling that the results would have been better had the 
condition been effectively treated at an earlier stage. In 
no branch of surgery can the best results be expected in 
the later stages of disease and in the medical failures, and 
nephroptosis is no exception to the general rule. 


A BEDSTEAD FOR USE IN TREATING CARDIAC 
PATIENTS »UFFERING FROM 
CONGESTIVE FAILURE. 
BY 
Sr THOMAS LEWIS, M.D., F.R.C.P.,* 


PHYSICIAN, UNIVERSITY COLLEGE HOSPITAL. 


For many years the need of a bedstead specially con- 
structed to suit cardiac patients suffering from congestive 
failure has been felt. Such patients are usually orthopnoeie 
and require propping up with bed-rests or a pile of pillows; 


. 


from these they are apt to slip down at mght, an accident 
usually occasioning distress and loss of sleep, and sometimes 
avoided by the rather clumsy device of tying a_ bolster 
across the bed below the buttocks. Some of the patients 
are oedematous, and drainage into the legs from the trunk, 
or from the legs by tubes or incisions, is required sooner 
or later. Drainage necessitates the sitting posture, and the 
patient must be moved into and nursed in a chair. Many 
of the patients are restless unless frequent changes of 
posture are allowed them; many prefer to sleep in a chair 
rather than in a bed at night. 

To nurse patients suffering from congestive failure often 
means very heavy work, and, unless special devices are 
used, these patients are apt to exert themselves much more 
than is good for them. It is sound to insist that patients 
of the class considered should make no muscular effort that 


can reasonably be avoided; they should be supported con- 
stantly, and should never support themselves. They should 
never move themselves, or put forward effort in assisting 
a nurse to move them. Experience shows that under such 
a regime improvement is more likely or is more rapid than 
under a less rigid system of treatment. 

Very many of the difficulties of nursing otherwise 
encountered are overcome by using a bedstead that has 
been built for me by Messrs. Whitfield’s Bedsteads, Ltd., 
of 10, Dane Street, High Holborn, W.C.1. This bedstead 
can be used completely flat or can be converted within a 
minute or two into a chair, as shown in the illustration. 
The back-rest @ is raised into the position shown, or to any 
other desired angle, by a detachable crank handle moving 
a quick-thread screw at the head of the bed. A second 


é 4 

BS 


and independent screw, also at the head of the bed, raises 
the thigh-rest ) to any desired position ;:this second rest 
prevents the patient from slipping downwards. Both these 
movements are executed quite smoothly, and the corre- 
sponding rests are at once stable at any angle to which 
they have been raised. The third movement, the lowering 
of the leg-rest c, is accomplished by hand, the leg-rest being 
adjusted at any desired angle on two strongly toothed 
racks, which drop upon a stiff steel bar. The foot-rest d 
is adjustable on the leg-rest to suit legs of different lengths. 

The bed has four legs on the main rigid frame, and two 
additional legs ¢, carried on the end of the leg-rest and 
falling under the bed when the leg-rest is dropped. The 
additional legs were not included in the original design, 
but have since been added to support, not the patient, but 
the occasional visitor or student who throws his weight on 
to the end of the bed. The mattress is made in three 
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pieces to fit the three parts of the bed, the three picces 
being hinged together. The bed has been in use in my 
wards for two years, and is much favoured by both patients 
and nurses. Patients can be moved frequently and without 
effort ; they are more comfortable and are more completely 
rested than formerly. 

The original model of this bedstead was built with funds 
generously given for the purpose by Frederick Faust, Esq. 


THE ACUTE PELVIS.* 


BY 


KEVERARD WILLIAMS, M.D., M.R.C.P., 
Assistant Obstetric Physician, Charing Cross Hospital. 


Tue object of the present short communication is to bring 
forward some points of interest in the diagnosis and treat- 
ment of cases presenting symptoms suggesting acute pelvic 
conditions.-.The observations are based on cases in my. 
own experience. They may. be conveniently grouped into 
those presenting symptoms accompanied by fever and 
those which present symptoms accompanied by shock, The 
symptoms may be associated with bilateral sigus in the 
pelvis or by signs localized to one or other side. 


Symptoms suggesting Acute Pelvic Lesions accompanied 

When a bilateral tumour or marked tenderness, situated 
at both sides of the uterus, is discovered in a woman of the 
child-bearing age the diagnosis of a pyosalpinx or acute 
salpingitis is suggested. The interest of the condition lies 
more in the matter of treatment than diagnosis, and 
centres round the time of election for operation. Com- 
parison between the pathology of acute salpingitis and 
that of puerperal peritonitis illustrates the value of delay- 
ing operation until the inilammatery process has become 
well established. 

In the very fatal peritonitis following labour or mis- 
carriage the abdomen is found at laparotomy more or less 
filled with purulent discharge, and pus is seen issuing 
frecly from the open mouths of the abdominal fimbriae. 
This suggests that salpingitis and pyosalpinx formation is 
a protective mechanism, and that it is in part the reaction 
in the Fallopian tube which prevents every ascending 
infection from becoming generalized. If this is granted 
it affords the indication for surgical intervention during 
the acute stage of salpingitis—that is, when there is 
evidence that the limiting process hes failed and the disease 
is spreading, or when there is uncertainty as to the 
diagnosis. It may be true that surgery in the early 
stages will accelerate the convalescence, but the recupera- 
tive powers of the Fallopian tube are too well known 
further to remark upon, and the value of conservatism 
is nowhere better seen in gynaecology than in the treat- 
ment of disease of this structure. 

Bilateral tenderness in the pelvis, apart from definite 
tumour formation, is included because of the occurrence 
of acute pneumococcal peritonitis, which may be found in 
adults in the primary form and may simulate an attack 
of salpingitis. It is mentioned because the symptoms in 
the earliest stages may be referred to the pelvis rather 
than to the general abdominal cavity. When the signs 
are unilateral the difficulties of diagnosis are greater. 
If tho symptoms are accompanied by signs on the right 
side of the pelvis, the main psint in the differential 
diagnosis will be to distinguish between appendicitis and 
salpingitis, in view of the divergence in the treatment of 
the two conditions. Hither of them may present such a 
variable picture that a diagnosis based upon-the inflamma- 
tory phenomena as they affect these two neighbouring 
viscera is bound to fail quite frequently. 

In contradistinction to appendicitis, salpingitis is the 
last stage in a morbid process, and if attention is focused 
on the whole of the genital tract, the evidence of this will 
generally be found by the presence of signs of inflammation 
in the lower part of the tract. 


*A paper read in the Section of Obstetrics and Gynaecology 
Annual Mecting of the British Medical Association, Cardiff, 18, 
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Although less common, more interest attaches to cases 
with left-sided physical signs, owing to the fact that diver- 
ticulitis, with peridiverticulitis, frequently gives rise to 
signs and symptoms suggesting a lesion of the left tube or 
ovary. While the condition may occur during the child. 
bearing period, it is more usually a post-climacteric disease, 
Inflammation is the commonest pathological change 
around the sac, and the accompanying inflammatory 
oedema and hyperplastic inflammation in the bowel wall 
lead t> the formation of a definite tumour, while the 
formation of adhesions to the pelvic viscera adds to the 
difficulty in differential diagnosis. The development of a 
pyosalpinx after the climacteric, on the other hand, is very 
unusual, ax the records of the gynaecological department 
of Charing Cross Hospital show. 
The z-ray appearances after a barium enema are of 


the condition from malignant disease of the bowel, with 
acute symptoms superadded. 

The treatment of these cases of diverticulitis is of very 
considerable interest, but space does not allow of its 
inclusion. 


Symptoms suggesting Acute Pelvic Lesions accompanied 
by Shock. 

In women of the child-bearing age the complications of 
ectopic pregnancy come first to mind, and seldom present 
difficulties in diagnosis or management. new 
diagnostic tests have been described within the last few 
years, but they do not materially aid in diagnosis. 

One of these is called the phloridzin test. A positive 
reaction depends upon the production of glycosuria follow- 
ing the injection of phloridzin, and indicates only the 
condition of pregnancy. [ have no personal experience 
of it, and two factors materially reduce its value in acute 
conditions, First, considerable time and the facilities of 
a laboratory are necessary for its performance. Secondly, 
after rupture and the formation of a haematocele the test 
becomes negative, according to some observers, even if 
previously positive. 

Another is the shoulder pain ”’ test. Rubin has called 
attention to the occurrence of the same sign when gas 
enters the peritoneal cavity in the course of a tubal in- 
suffation. It depends presumably on the presence of some 
irritating foreign substance, such as blood, in the upper 
part of the peritoneal cavity. It is an unreliable sign. 
While it may be found with ruptured ectopic pregnancy, 
yet the abdominal cavity may contain much blood and the 
sign be absent. 

Cullen has described a sign which is known by his name, 
and, if found, is considered to be pathognomonic of a rup- 
tured ectopic pregnancy. It consists of a bluish discolora- 
tion cf the skin around the umbilicus, and has been noted 
from time to time by different observers. It is a sign 
which is only occasionally present, and I have not myself 
ever observed it. ~ 

The subject of the treatment of the gravid tube, whether 
by salpingegtomy or by the more conservative salpingo- 
stomy, must still be considered an open question. It will 
presumably remain so until the etiology of ectopic gestation 
is known. In this connexion the increasing number of 
cases of repeated ectopic pregnancy reported in the litcra- 
ture is interesting. 

The rare condition of haemorrhage into the ovarian 
tissue and the formation of a pelvic haematocele, which 
may accompany delay in ovulation, is only of academic 
interest. The etiology is unknown, and the differential 
diagnosis from ectopic pregnancy cannot be made prior 
to operation so far as I am aware. | 
symptoms occur suggesting torsion of the pedicle of an 
ovarian cyst. It is well known that patients with an 
ovarian cyst may develop acute symptoms due to some 


three cases which well illustrate the point. In one of 
these the acute symptoms were due to acute haemorrhagi¢ 
pancreatitis, in another they were due to volvulus of 
a portion of small intestine during early pregnancy, and 
in the third to acute appendicitis. 


considerable diagnostic aid, and further serve to distinguish _ 


A difficult differential diagnosis is presented when 


other intra-abdominal or pelvic condition, and I recall 


My experience leads me to believe that the importance. 
of the urgent symptoms attending torsion of the pedicle 
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of 2 cyst is exaggerated. These symptoms are usually 


. described as the onset of sudden abdominal pain, together’ 


with vomiting or other alimentary disturbances. On 


_examination some degree of shock is found and muscular 


rigidity of the abdominal wall. 
Analysis of the cases of actual or supposed torsion of 


_ the pedicle of a cyst which I have seen leads to the con- 
‘¢lusion that the more urgent the symptoms of internal 


strangulation the less probably is the case one of a strangu- 


Jated cyst, but more probably of some other intra-abdominal 
_ catastrophe, accompanied by the presence of an ovarian cyst. 


The explanation offered that when at laparotomy a cyst 
is found which had undergone torsion the occurrence of 
the twist was gradual rather than sudden in onset is, in 
the absence of any clinical signs suggesting it, equally 


_ difficult of proof or disproof. lt must remain an open 


question until more is known concerning the mechanism of 
the torsion, which is certainly very obscure. 

In conclusion, I wish to draw attention to two points 
only, which have impressed themselves upon me, and they 
are these; (1) the need for a thorough examination of the 
whole abdomen and pelvis in the matter of diagnosis, and 
(2) in treatment such an operative exposure as will allow 
of a thorough exploration of all the organs that may be 
diseased. In hospital out-patients we quite frequently 
see women with a small incision in the right iliac fossa 
through which an appendicectomy has been performed, 
still presenting a pelvic syndrome, and requiring a further 
operation on their pelvic organs. These ‘‘ button-hole ”’ 
incisions do not offer suitable exposure for the surgery 
of the female pelvic organs, and their use may be dis- 
continued with advantage, 
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Tue patient whose ease is here recorded is a labourer, aged 
44, who was under the care of Dr. Broughton of Batley; 
he was admitted to the Batley Hospital on May 24th, 1927. 


“His complaint was painful indigestion, with loss of weight 


and appetite. He had been in good health up to two and a 
half years hefore, when the indigestion started. The pain 
came on within half an hour of taking ordinary food, was 
jelt in the epigastrium, and gradually passed off before the 
next meal. At first the pain was relieved by lying down, 
and sometimes by pressure over the pit of the stomach, 
The attacks lasted some three or four weeks, and were 
followed by periods of several weeks of almost complete 
freedom from symptoms. During tlic attacks flatulence 
was a very troublesome feature, and-in attempts to relieve 
himself of this by belching small risings of food occurred 
into his mouth; apart from this there was never any 


‘vomiting of food or blood, and no melaena had been 


noticed. The bowels were rather constipated. The last 
attack began in December, 1926, and was continuous up to 
the time of operation; it was during this period that his 
appetite failed and the main loss of weight occurred. He 
had Jo&8t about 1} st. during this time. 

On admission to hospital the patient was in fairly good 
condition, but anaemic and rather flabby. His weight was 
8 st. Abdominal examination showed the abdomen to be 
thin and rather hollowed, and though there was nothing 
definitely abnormal on palpation, there was a suspicion of 
an ill-defined lump in the epigastrium. A diagnosis of 
carcinoma of the stomach was made, and it was thought 
it might have become implanted on a chronic gastric 
uleer. Operation was advised and was performed on May 
26th, 1927. The usual right paramedian incision was 
made, and a growth was found occupying the greater part 
of the stomach, which was small, thick, and nodular. 
There were thin adhesions to the parcreas, and several 
glands were noted along the lesser curvature, especially : 
‘lose to the oesophagus at the origin of the’ gastric 
artery. No secondary deposits could be felt in the liver 
or pelvis, It was quite obvious that nothing could be 
done to rid this man of his disease other than a complete 
gastrectomy, and I decided that it was worth while giving 
him his chance. 

The pyloric artery was ligatured and two Payr’s clamps 
applied to the first part of the duodenum. The duodenum 
was divided between the clamps and the two cut ends 
tauterized by heat, and the distal one infolded over the 
lamp ; this was slipped out, the suture tightened, and then 
Infolled by a second line of stitching. The gastro-colic 


omentum was divided along the whole length of the 


stomach about 2 in. from it, and the lesser curvature was 
similarly treated, the gastric artery being ligatured at 
its origin from the coeliac axis; this enabled me to remove 
the last palpable gland. Fortunately there were very 
few of the pancreatic glands involved. The whole stomach 
could now be lifted up, giving a very clear view of the 
lower end of the oesophagus. A clamp was applied across 
the cardiac orifice of the stomach, and by using this asa 
retractor enough oesophagus could be drawn down to enable 
me to suture it with reasonable ease to the jejunum. The 
jejunum was drawn up in front of the transverse colon so 
that there was no loop left between the part selected for 
suture and the duodeno-jejunal flexure. The stitching was 
carried out in the same way as for gastro-enterostomy 
without clamps, the stomach being cut away little by little 
as the sutures were inserted. By using the stomach as a 
retractor “until the suturing was practically finished jo 
great difficulty was encountered in uniting the jejunum to 
the oesophagus. 

The patient bore the operation well, and on returning 
to bed was put on to continuous rectal saline at once. 
He began sipping small quantities of water at the end 
of twenty-four hours, and the quantities were gradually 
increased with the addition of milk and tea, until at the 
end of ten days he was taking as much as he asked for. 
Solid food was begun in a fortnight, and steadily increased. 
He was up within a month, and eating ordinary food in 
small quantities and often. Although he had lost all desire 
for food before operation he was now thoroughly enjoying 
his meals, but had to take them slowly, ‘otherwise he felt 
a sensation of distension, and almost as soon as he had 
finished one meal .he- was feeling hungry again. This is 
rather a curious occurrence, for we are led to believe that 
the sensation of hunger is due to gastric contractions. 

I had this man treated subsequently with deep x rays, 
but 1 am unable to say whether it did him any good or 
not. He had a kind of lienteric diarrhoea for some months 
after operation, which gradually disappeared. The man 
is now (October, 1928) back at work, eating well, enjoying 
his food, fecling well, and apart from a little anaemia has 
a normal healthy appearance, 

The pathological réport on the excised stomach was 
kindly made for me by Dr, M.: J. Stewart, and is ‘as 
follows : 


“The specimen as received consists of the entire stomach, with 
about 1 in. of the duodenum. The pyloric three-fifths of the 
organ is largely occupied by a deeply cratered, ulcerated 
carcinoma, measuring 44 by 4 in. in its two chief diameters, The 
centre of the lesion is on the posterior wall, 2} in. from the 
pylorus and exactly midway between tho lesser and greater 
curvatures. The growth has extended across both curvatures so 
as to encircle the organ, only an inch or so on the middle of 
the anterior wall escaping. The lower margin of the tumour 
extends to within 3/4 in. of the pylorus. The appearances suggest 
a primary carcinoma with secondary ulceration, Tho margins are 
much thickened, undermined, and overhanging, and the contour, 
while generally circular, is very irregular. The floor, everywhere 
obviously composed of growth, is irregularly nodular and 
ulcerated. Externally there are extensive dense adhesions in 
the lesser sac between ihe stomach in the region of the growth 
and the pancreas and retroperitoneal adipose tissue. Pale masses 
of growth can be seen beneath the serosa, but there is «no 
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evidence of actual peritoneal invasion. Several glands along the 
lesser curvature aro slightly enlarged. 

* Histologically the tumour is a careinoma of great eollularity. 
In general the structure is spheroidal-celled encephaloid 
caucer’), but there is occasional acinar formation, and in places 
there is an abundant fibrous stroma. The tumour tissue has 
completely penetrated the muscular coat over large areas, but 
nowhere is there a cancer-cell-free sclerolic mass indicative of 
pre-existing simple ulceration, Many nerve fibres are embedded 
in the surface layers of the growth subscrosally, where there 
are also some touch-corpuscles in close relation to it. Three 
lymph glands examined microscopically show extensive invasion.” 


On November 1st, 1927, I admitted this man to the Leeds 
General Infirmary for investigation, as I was curious io 
find out, if I could, how he had compensated for the 
complete absence of his stomach. At this time he had 
gained about 1 st. in weight, was feeling fit, and eating 
ordinary food, though slowly and in small quantities. Ii 
he ate hurriedly or large amounts he felt distended and 
uncomfortable; however, he soon became hungry again. He 
had a craving for sugar and salt. 


Fic, 1.—Showing the extent of the growth after laying open 
the stumach. 


The following results were obtained from various investi- 
gations, and I wish to express my thanks to Dr. Scargill, 
radiologist at the Leeds General Infirmary, and to Dr. 
Foweather and Dr. Hartfall, pathologists at the same 
institution, for their valuable help in this respect. 


X-ray Report, November Srd, 1927, 

1. A solid cachet was given. This passed straight into ihe 
jejunum; no delay at the anastomosis. 

. Fluid meal. This floods the upper small intestine at once; 
none is seen to pass backwards into the duodenum. 

3. Four hours after giving the barium meal, all the barium is 
in the lower ileum, 

4. Six hours after giving the barium meal, caccum filled; some 
still in the lower ileum (normal findings). 


Blood Examination, November 2nd, 1927. 

The blood count showed red cells 4,500,000 per c.mm., leucocytes 
2,900 per c.mm., haemoglobin 76 per cent., colour index 0.84. 

Film: The red cells show slight variation in size and shape, 
but they stain well and evenly. The leucocytes show nothing for 
special comment beyond leucopenia. 

Differential count: Eosinophil polymorphs 1 per cent., neuiro- 


oo 59.5 per cent., large mononuclearseS per cent., lymphocyies 


4.5 per cent. 

Biood’ sugar : 0.11 per cent. (normal 0.08 to 0.12 per cent.). 
Blood cholesterol : 15 per cent. 

Urea nitrogen: 19.6 mg. per 100 c.cm. blood (normal 10 to 


20 mg.). 


CO, combining power : 57.5 c.cm. of CO, bound as bicarbonate by 


100 c.cm. of plasma (normal 60 to 70 c.cm.). 


CYSTICERCOSIS OF THE BRAIN. 


The saliva on November 2nd, 1927, showed alkalinity equivalent 
to 0.08 per cent. sodium carbonate (normal 0.08 to 0.1 per cent.), 

On November 9th an ne ter aggre culture of faeces showed 
growth of B. coli; no pathogenic organisms were isolated; bile 
salts present. Total solid matter 40.7 per cont. of dried faeces, 
containing: fatty acids as soaps 17.3 per cent., free fatty acids 
16.3 per cent., neutral fats 7.1 per cent. of dry faeces. The faeces 
contained 17.07 per cent. of dry matter, Fat-splitting appears 
normal, but there is some deficiency in absorption of the split 
fat. Microscopic examination showed some undigested muscle fibres 
present, apparently in greater number than usual. Undigested 
vegetable material was also present. Tho urine on the same date 
was normal. 

An attempt was made to recover some of the contents 
of the jejunum after giving a test meal on the lines of the 
usual gastric test meal; it was found impossible to get 
sufficient for examination, I assume because of the rapid 
passage onward of the food. 

I think this case is worthy of publication as the number 
of cases of successful complete gastrectomy for carcinoma 
of the stomach is very small. It is remarkable how efficient 
has been the compensation for total absence of the stomach, 
Six months after operation, apart from slight anaemia and 
leucopenia and a little deficiency in fat-splitting, there 
seems to be no noticeable alteration in the functions of his 
various systems so far as these can be determined. Pos 
sibly the fact that he consumed large quantities of dilute 
hydrochloric acid at and between meals is partly respon- 
sible, It was found impossible to get him to continue this 
after he had returned to work, 

It is now about eighteen months since the operation, and 
he is apparently quite fit and able to do reasonably hari 
work, and enjoys his food. He is free from anything which 
would suggest recurrence, and shows no sign of anaemia, 
though a blood examination has not been made since last 
November. 
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Cysticercus cellulosae is rarely met with in this country, 
and, so far as we can ascertain, the following case is the 
only one for many years that has come to necropsy 
England. 

’ Description of Case. 

History.—The patient enlisted in the army in June, 1918, at ibe 
age of 18, and proceeded to India im 1919. In July, 1921, he 
developed enteric fever, which was complicated by thrombosis 
of the right leg. In June, 1922, the vision of his left eye became 
rapidly impaired (vision 6/60), and a report states ‘‘ atrophy of 
the retina que to retinitis’; but it is admitted in a note made 
in the following month (July) that ‘‘ the diagnosis at present 1s 
not definite.” Later the eye condition appears to have been 
attributed to an embolus of the retinal artery, but a further 
report in October, 1923, states ‘‘ left vitreous occupied by mass 
of vascularized fibrous tissue.” Eventually the eye was enucleated 
at the Royal London Ophthalmic Hospital cn July 26th, 1924. 
Dr. H. Coverdale, from the records of this hospital, kindly informs 
us that the left eye showed ciliary injection, old keratitis punctata, 
posterior synechiae, and cataract, with no perception of light. ‘The 
right eye was normal. Unfortunately the pathological notes ar 
missing. In view of his subsequent history, however, it is practr 
cally certain that the eyo was affected by cysticercus. In April, 
1923, his first epileptic fit occurred on the ship returning from 
India. The fits recurred from time to time at variable intervals; 
he would have as many as seven in twenty-four hours, but might 
be free for as long as six weeks; they were both diurnal and 
nocturnal. 

Description of Fit.—A warning usually occurred with loss of 
power in either hand or in the right leg; unconsciousness followed, 
and during the attack he frequently bit his tongue and pas 
urine. The fit was invariably followed by severe headache, and 
occasionally by paresis of the right arm lasting up to half an hour. 
After a series of seven fits he once had complete loss of power ™ 
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ihe left arm and hand lasting three days, with gradual recovery. 
Occasionally he would vomit within twenty-four hours of the fit. 
In November, 1925, two definite attacks were witnessed by a 
resident physician in hospital; they were both Jacksonian in type, 
aficcting the right side of the face, followed by a period of uncon- 
sciousness, but no generalized convulsion. During the latter pari 
of 1927 the fits became more frequent, and lis speech became 
affected. 

Physical Signs (March 27th, 1928).—Cranial nerves: Right pupil 
sluggish to light; left eye absent. No nystagmus. Slight right- 
sided facial weakness. Speech of “ bulbar’ type. No muscular 
-weakness of limbs. Deep reflexes brisk, but equal. Right plantar 
flexor; left. doubtful. No definite inco-ordination. Mentatly he 
was very dull and able to give but little account of himself. 
During the next two weeks he complained continuously of head- 
ache, vomited on one occasion, became very lethargic, and died 
suddenly on April llth, aged 28. 


Pathological Description. 

The right half of the brain and a cyst attached to the dura 
mater were received for detailed examination. 

On inspection of the cortex forty rounded white nodules, in size 
from that of a lentil to that of a pea, and lying both im sulci 
and in the middle of gyri, are seen irregularly embedded in the 
cortex, and in the greater number over the vertex of the hemi- 
sphere. On the mesial surface similar cysts are irregularly 
seattered, but are less numerous than on the outer surface. 
There is no macroscopic evidence of pus or inflammatory redness, 
nor of softening in the brain substance surrounding the cysts; and 
none of the cysts seen shows calcification. They are firm to the 
touch, giving one an impression rather than a thought of tuberous 
sclerosis. 

It may here be added thai at necropsy cysts were visible on 
the dura of the vertex as soon as the skull cap was removed. 
The one sent with the brain is from among those found in the 
basal membranes. The left hemisphere was cut up, examined, 
and then thrown away. Ii is reported to have been similarly 
infected. 

On section of the right cerebral hemisphere a few cysts are 
seen scattered about the cerebral substance, and appear almost 
exclusively confined to the grey maiter; when present in white 
matter they are at the ol a of grey matter (Fig. 1). A few 
cysts occur in the mesial portion of the occipital and frontal lobe, 
and in the basal ganglia there are relatively as many as in the 
cortex; they are present in both the lenticular nucleus and optic 
thalamus. In the pons, on section, a single cyst the size of a 
small pea is found lying nearer the ventral than the dorsal 
surface, about two-thirds the distance from the superior limit 
of the pons to the medulla. None are seen in the medulla. As far 
as we can estimate the number of cysts in the half-brain is 
about 100. 

On the cortex of the cerebellum are three cysts, each the size 
of a lentil, while on section one cyst is seen deep in the substance 
of the organ. 

No cyst in the cutaneous and muscular siructures or other 
organs was detected at necropsy; the spinal cord was not 
examined. In the old clinical notes no mention is made of Tuenia 
sohum occurring in the intestine. 

On section the cysts in the brain substance show the inierior 
of the cystic envelope or adventitious membrane to be smooih and 
glistening, and to contain little if any clear fluid. Attached 
within this envelope at one site are much smaller, clear, brownish, 
cireular eysis, varying in size, and rounded or ovoid in shape; 
some appear as swollen grains of rice covered with a lLrownish 
membrane, others that are larger are more balloon-like, and 
contain more fluid, the invaginated scolex lying like a grain of 
rice within, or partly within and partly without, the bailoon-like 
membrane or cysticercus outer wall (Fig. 2). 

sy direct examination typical characters of the scolex with its 
hooklets and four suckers are seen (Fig. 3). An interesting 
feature in two of the cysticerci examined microscopically is the 
presence of numerous ovoid and round bodies, some of the larger 
with modified centres, of all shades of colour from clear to quite 
black. These bodies are not ova, but we understand are of a 
calcium substance, which forms gas on the addition of acid. They 
lie especially in and towards the invaginated head ot the scolex. 
In other details the eysticerei resemble descriptions given in many 
textbooks. The cystic envelope or adventitious membrzne is 
adherent to and formed from the surrounding brain tissue. As 
our microscopical findings do not conform to that which we under- 
stand is the more typical histological structure of this envelope 
We may report that sections of three complete cysts were made, 
and each shows a very heavy cell infiltration around the con- 
Hective tissue stroma and extending for a short distance into 
brain substance; and, when a free vessel is present a little beyond 
this, perivascular infiltration is apparent. The majority of infiltra- 
tion cells are plasma cells with fewer small round cells, and a fair 
humber of endothelial cells are also present, while in one section 
two giant cells with massed nuclei are seen. The characierisiic 
eosinophilia is present in one envelope only, and red blood cells 
are extremely rare. In one section a small vessel on the external 
border of the envelope shows a moderate degree of endarteritis, 
In one envelope the sclerotic tissue is much developed and has 
& pronounced cell infiltration external to this. In this evst only 
an occasional chalk body is seen in the cysticereus, but a line of 
cuboid haematoxylin staining bodies are present. 


(Our acknowledgements are due to Dr. C. Lovell and Mr. Crowe 
of Bethlem Royal Hospital Pathological Laboratory for their kind 
ety preparing the photomicrographs appearing as Fig. 2 
lg. 


ComMMENTARY, 

Cysticercus cellulosae is excessively rare in this country ; 
it occurs chiefly in eastern Europe, India, and South 
America. Its occurrence in man has apparently been 
known since 1558,’ and there is scarcely an organ in which 
the parasite has not been observed. The brain is one of 
the situations most commonly affected. Thus in 155 cases 
of cysticercosis compiled by Stiles,? the brain was involved 
in 117, the muscles in 32, the heart in 9, the subcutaneous 
tissues in 5, and the liver in 2. In Dressel’s series* of 87 


cases the brain was affected in 72 and the muscles in 13; 


while K. Miiller, in 36 cases, found the parasite 21 times 
in the brain, 12 times in the muscles. and thrice in the 
heart. In Vosgien’s series’ the following was the incidence 
of the organs involved: eyes and adjoining structure 
46 per cent., nervous system 40.9 per cent., skin and cellular 
tissues 6.32 per cent., muscles 3.7 per cent., and other 
organs 3.2 per cent. Titu Vasilu® (1921), in an analysis of 
330 cases of cysticercosis of the nervous system, described 
the brain and meninges as affected in 279, cerebral 
ventricles in 41, pons and medulla in 5, and the spinal cord 
in 5 cases. 

In a prolonged experience of men disabled following 
temporary military service we have only once met with 
a case of cysticercosis, and in this case the cysts were in the 
subcutaneous tissues. Lieut.-Celonel MacArthur, R.A.M.C..® 
however, informs us that he has diagnosed clinically 5 cases 
of cysticcercus infection with definite signs of central 
nervous system involvement amongst soldiers whose ser- 
vice in India and other places abroad has been more 
prolonged, 

E. J. H. Roth’ records a remarkable case in a man, aged 
44, who had suffered from epileptiform fits for ten years. 
The patient had served with the army in India from 190& 
to 1911, and came under observation in 1826 on account 
of pain in the left knee-joint of about five years’ duration, 
with a discharging sinus which had appeared two months 
previously, Cysticercus infection was diagnosed from the 
radiogram of the knee-joint; scattered throughout the 
muscles around the jeint were numerous opaque and ovoid 
bodies which were undoubtedly of the nature of calcifica- 
tions. Further radiograms showed a similar condition im 
nearly every part, but with the main grouping of the 
calcified nodules on the extremities as far down as the 
ankles and wrists. The diagnosis of cysticercosis was con- 
firmed by excision and microscopical examination of one 
of the cysts trom the right forearm. - 

C. J. Hill Aitken* has recently recorded the case of a 
young man who had served in the army and complained 
of severe headache, diplopia, and fits.’" Some small 
subcutaneous nodules were discovered, which ou examina- 
tion and patholigical examination proved to be cysticerci. 

Since von Graefe first demonstrated the presence ol 
eysticercus in the vitreous of the eye, several similar cases 
have been recorded, and there can be no doubt that in thy 
present case the enucleated eve showed the first symptoms 
of evsticereus infection. 

When the brain is affected the symptoms are usually 
vague and general, and cases have been said to simulate 
hysteria, epilepsy.) cerebral tumour, basal meningitis, and 
general paralysis. Transient tonic spasms and automatic 
movements have been described by Wollenberg. In Roth’s 
case, radiograms showed at least three calcified eysts Iving 
in the pia mater; one was localized in the middie of the 
motor area on the left side. In the present case the main 
symptoms appear to have heen those of focal epilepsy, but 
with no constancy in the particular site affected. 

Mental impairment is also a common symptom in cerebral 
eysticercosis, and usually consists of a simple weakness of 
intellect ; conditions of excitement, confusion, and hallucina- 
tion, however, have all been described. FF. Hartmann" has 
recorded severe disturbance of orientation, impairment ot 
stereoscopic vision, and a form of mind blindness. Involve- 
ment of the fourth ventricle by cysticercus appears to be 
frequent, and in this situation may lead to sudden death. 
Cases have been recorded by Hammer, Meyer, Rothman, 
and others, while Burns, Oppenheim, Gerhardt, wid 
Henneberg'’’ have described combinations of symptons 
arising from involvement of the cerebellum and medulla. 
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In the present case no involvement of the medulla was 
found. Extensive fibrous meningitis resembling gummatous 
basilar meningitis has also been described by Askanazy*! 
Rosenblath,’* Henneberg,’® and others. As far as is known, 
the cysts are very little toxic, although it appears that 
pyrexia occurred at the onset of infection or early in the 
course of a case of disseminated cysticercosis described by 
Major R. briest!* in 1926. 

‘The case we record proved fatal after nearly six years 
of symptoms; but the parasites, especially when localized 
in the eve or brain, may live for long periods, very rare 
cases being noted up to twenty years (Kiichenmeister, 
Roth-lvanof, Pfeifer, and others). 


Riimler: Med., liii, 32 (quoted by Fantham, Stephens, and 
Theobeld, The Animal Parasites of Man, London, 1916). 

“Stiles: Quoted by W. Osler, Principles and Practice of Medicine. 

‘Pantham, Stephens, and Theobald: The Animal Parasites of Man, 
London, 1915, p. 324. . 

* Vosgien: Quoted by Brumpt, Précis de Parasitologie, Paris, 1927. 

® Titu Vasilu: Quoted by Brumpt. ‘ 

* MacArthur, Licut.-Colonel W. P.: Personal communication. 

* Roth, E. J. H.: British Medical Journal, 1926, ii, 470. 

® Aitken, C. J. Hill: Thid., 1928, i, 943. 

* Ilartmaun, F.: Quoted by Oppenheim, Tezt-book of Nervous Diseases, 
Edin., 1911, ii, 942. 

'° Henneberg : Charite-Annalen, vol. xxx. 

1! Askanazy : Ziegler’s Beitr., vol. vii. 

1? Rosenblcth : f. Neurol., vol. xxii.- 

43 Pricst, Major R.: British Medical Journal, 1926, ii, 471, 
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Tur asbestos industry has been in existence for over two 
thousand years, and it is remarkable that the possibility 
of damage to the lungs, arising from the inhalation of 
dust during its manufacturing process, has not been in- 
vestigated unti] within comparatively recent years. Very 
few cases of pneumoconiosis due to asbestos dust have 
been recorded in medica] literature, and for this reason 
the notes on the following case may be of some interest. 
The first recorded case was that reported by the late 
Dr. Montague Murray of Charing Cross Hospital in 1900. 
No other case was reported, and the inference that asbestos 
dust might he the cause of an extensive pulmonary fibrosis 
was lost sight of for some time. In 1924! and 1927? Dr. 


W. E. Cooke published his exhaustive reports on another 


case, and described in detail the pathological changes and 
his ‘* curious bodies,” which are apparently a unique 
feature of the microscopical picture. This stimulated 
other investigations, and Simson* has reported similar 
findings in workers employed in the crushing of asbestos 
rock, as apart from the manuf: turing processes. In most 
of the cases hitherto reported the extensive fibrosis has 
heen asseciated cither with pulmonary tuberculosis or an 
unresolved pneumonia, and there has always been the 
slight doubt as to whether the inhalation of asbestos dust 
was the primary cause of the fibrosis. 

The patient, a man aged 40 years, was sent for an opinion 
of his chest condition to the tuberculosis dispensary. The question 
of tuberculosis was raised as a consequence of his complaint of 


cough and bre*thlessness, combined with loss of weight and 
lassitude, extending over a period of several months. 


Previous History.—There was no history of tuberculosis in the 
f»mily. No history could be elicited of any illness in early life 
which might have led to a pulmonary fibrosis, and, apart from 
the symptoms which he considered to be associated with his 
occupation as an asbestos worker, he has had no other illnesses. 


Occupation.—When a boy he had worked for a very short 
period in a glass works. Thereafter, for a period of twenty-two 
vears, he has been associated with the asbestos industry. Durin 
this period Le hzs been employed in the various processes o 


asbestos work: for four and a half years he worked at a carding 
machine, which is considered the dustiest part of the work; for 
seven and a half years at the weaving of asbestos cloth, and for 
the remainder of the period at the manufacture of the millboard, 
The various processes differ considerably in their degree of 
dustiness, and therefore in the amount of asbestos dust inhaled 
by the various types of workers. As, however, a number of 
different processes, evolving a varying amount of dust, may be 
carried ov. in the same room, tue dust produced at any one 
process may iuffect workers at another process. It will be noted 
that this man must have worked in the asbestos industry for 
a period during which less importance was paid to the prevention 
of dust than at the present time. 


History of Present Illness.—The patient has had a cough from 
within a few months of starting work at asbestos, but he states 
that this was ‘‘from the throat,’’ and appeared to have been 
purely the result of dust irritation. Within recent years the 
cough has increased in severity, and there has been a little 
sputum first thing in the morning. The first symptom to cause 
anxiety was breathlessness, which developed five years ago, and 
this has become accentuated since then. His general condition 
has remained. satisfactory, and his particular symptoms were not 
sufficiently severe to interfere with his employment until a few 
months ago. At this tame he complained of lassitude, loss of 
weight, frequent night sweatings, and an occasional slight aching 
of the left shoulder. On no occasion has there been haemoptysis, 


Notes on Examination.—He is a _ spare-built man; _ weight 
7 st. 11 lb.; temperature, pulse, and respirations within normal 
limits. No obvious dyspnoea noted on examin:tion. Cyanosis of 
lips and cheeks, but not a marked feature. Well-marked finger 
clubbing noticed by the patient for at least two years. Sputum 
scanty, and of a mucoid nature. Tubercle bacillus absent on 
frequent examination. 


Examination of Chest.—Inspection showed expansion to be poor 
generally (one inch by measurement); there was hypertrophy of 
the extraordinary muscles of respiration; the supraclavicular fossae 
were markedly hollowed; the heart apex beat was in ‘the fifth 
intercostal space within the nipple line. The percussion note was 
flattened throughout; there was relative dullness over the right 
upper lobe, both in front and behind. On auscultation the 
respiratory murmur was diminished generally, and of a harsh 
quality over the right upper lobe anteriorly and posteriorly; 
expiration was prolonged all over the chest; rhonchi were general, 
with fine pleural friction at both bases. 

Othcr Systcms.—Examination of other systems was negative. 

X-Ray Examination.—The radiogram of the chest shows a fine 
mottling of a silicotic type throughout both lungs, more marked 
on the right side and at both bases, with indication of a definite. 
fibrosis, especially on the right side. (See special plate.) 

Progrcess.—The patient was admitted to hospital for observation, 
and has now been an in-patient for six months. During this 

riod his general condition has improved considerably, and he 
as gained over 1 st. in weight. The cyanosis which had been 
noted on first examination has to a great extent disappeared, 
but there is still some evidence on the cheeks and lips. 
cough, which is now manifestly less troublesome, is still present, 
and there is a scanty mucoid sputum. Ph ysical examination of 
the chest reveals no new feature apart from the absence of 
bronchitic sounds. The temperature and pulse remained within 
normal limits during the period of observation and treatment 
in hospital. 

Conclusion. 

There seems little doubt that this is a definite case of 
pulmonary fibrosis, the result of the inhalation of asbestos 
dust. The recent development of symptoms of toxaemia, 
associated with long-standing pulmonary symptoms, was 
at first suggestive of a chronic pulmonary tuberculosis 
with an acute exacerbation. However, the physical signs, 
the persistent absence of the tubercle bacillus in the 
sputum, and the maintenance of temperature and _ pulse 


within normal limits demanded further investigation. 


The typical radiographic features (signs more marked in 
the basal portions of the lungs) and his long period of 
employment with asbestos point definitely in the direction 
of a fibrosis of occupational origin, especially as there 
is neither a history of other illnesses in childhood o@ 
adolescence to support a more common cause of pulmonary 
fibrosis, nor does this correlation of history, symptoms, 
and physical signs occur in these latter cases. ‘Toxaemit 
symptoms in the absence of a tuberculous affection are of 
special interest ; whether they are the result of the absorp 
tion of some constituent of the asbestos rock or not 3 
@ point which requires further investigation. 


RFFERENCES. 
2 Cooke, W. E.: Fibrosis of the Lungs due to the Inhalation of Asbestos 
Dust, British Medical Journal, 1924, ii, 147. 
2 Cooke, W. E., Stuart McDonald, and Sir T. Oliver: Pulmonary 
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AN ACHONDROPLASIC TWIN. 983 


AN ACHONDROPLASIC TWIN. 


BY 
ALLAN WARNER, M.D., D.P.H., 


MEDICAL OFFICER TO THE LEICESTER MENTAL DEFICIENCY COMMITTEE, 
AND SCHOOL MEDICAL OFFICER. 


Ix an interesting communication on the etiology of 
Mongolism, which appeared in the British Medical Journal 
of June 30th, 1928 (p. 1106), Dr. Hubert Armstrong inci- 
dentally mentions that this form of mental deficiency is 
becoming increasingly common, After twenty- 
three years’ experience of Leicester school 
children I had independently come to the 
same conclusion, so that any inquiry that 
would throw light on the cause and possibly 
lead to the prevention of this distressing 
condition would, I am sure, be very welcome. 

In his article Dr. Armstrong records the 
case of a Mongol twin which he had recently 
seen, and, on reviewing the facts relating to 
it and similar cases, he comes to the con- 
clusion that Mongolism is due to some 
maternal influence exercised upon the ovum 
during its maturation. In connexion with 
this case of Mongol twin it appeared to me 
that it might be useful to consider the causa- 
tion of another form of imperfect growth— 
namely, achondroplasia—especially having 
regard to an achondroplasic twin that I saw 
at my clinic reeently. The notes of this 
ease are as follows. 


Fumily History—The father is healthy and his 
height is 66 inches. There is no history of dwarfism 
in lis family. The mother is healthy and is 
6} inches in height (her father was 74 inches in 
height). The great-aunt on the maternal side is 
said to have had a son who grew to adult life but 
always remained a dwarf and in many respects 
resembled the patient. The mother’s first child, 
a giri, was born in 1909; she is healihy and is 
65 inches in height, The second child, a boy, was 
stillborn in June, 1916. The third and fourth children, two boys, 
were born in December, 1917—the twins referred to above. The 
fifth child, a boy, was born in August, 1919. He is healthy and is 
82 inches in height, being about two inches above the aycrage for 
his age. The sixth child was stillborn two years later. 

Porsovel History.—Photograph No. 1 shows the twins aged 
10! years. The boy on the left was the first born and weighed 
as He is healthy and exceptionally tal! for his age, being 

+ inches in height—that is, nearly the height of an average 
hoy of 14 years. Apart from his stature the only thing noticeable 
about him is that whilst his hair as a 
whole is brown, he has a white paich 
aboui the size of a tennis ball, and his 
father has the same defect. The boy on 
the right weighed 1b. at birth. He 
was very different from his brother in 
appearance with his peculiar head and 
flat nose.’ For the first three months 
he was less vigorous than his brother. 
He is quite intelligent and healthy apart 
from his achondroplasic condition. He is 
now 104 inches in height. Photographs 
2anl 5 show the head to be relatively 
large, with well-developed frontal and 
parietal bones; the up-tilted nose; high 
arched palate (mouth breathing); the 
relatively long body; the short limbs with 
proximal segments shortened more than 
the distal; the short stumpy hands; the 
marked lumbar  lordosis; well- 
developed muscles and general thickness 
of the bones characteristic of achondro- 
plasia. 

It will be seen from the above notes 
that the first twin and the boy born 
at the subsequent pregnaney are ex- 
cepticnally tall for their age, and it: 
8 probable that they will eventually be much taller than ° 
their parents. I have often noticed that a mother who is | 

| 


Comparatively short, but who comes from a tall stock, as in 
this case, transmits the character of tallness io her male 
offspring. This fact partly accounts for the stature of the 
first twin, 

Although the twins are of the same sex, their physical 
characters are so remarkably different that they cannot be 
described as homologous or identical twins. Consequently | 
it may be taken for granted that they were developed from | 


two distinct ova. In these circumstances the placenta 
may remain permanently distinct, but even in such cases 
fusion of the placental areas eventually takes place. It is 
generally accepted that the anastomosis of the placental 
vessels may be such as to result in marked differences in 
the general development and vigour of the two foetuses. 
This disparity is often explained by saying that the 
stronger foetus has made a special claim on the blood 
supply, which has enabled it to develop at the expense of 
the other. In the present case there was no great disparity 
in weight at birth, there was no general atrophy, but the 
smaller child had some special defect of the 
cartilages and bones. Even granting that 
this foetus had a smaller supply of blood than 
the other, it appears to me improbable that 
this could have had such a specific and 
selective effect. 

Various theories have been suggested to 
account for achondroplasia. The resemblance 
of achondroplasia to rickets is so close that 
at one time they were thought to be the same 
morbid process, but Gilford' states that the 
points of difference are so great that most 
authorities now regard the two conditions as 
two distinct diseases. Marie? holds that the 
dystrophy of cartilage is an effect and not 
the cause, and that the disease is a general 
dystrophy comparable to myxoedema. On the 
other hand, Castin? has pointed out that the 
«disease starts in utero before glandular 
activity begins, and so cannot be due to any 
defective internal secretion. He believes that 
it is toxie in origin and is akin to rickets. 
Peloquin? and others believe it to be due to 
maternal infection. Neither of these views, 
however, appears to me to be in harmony 
with a case of twins where one child is normal 
and the other achondroplasic. The question 


Fic. 1 of possible relationship between achondro- 


plasia and gigantism has been raised by 
Lannois,? who reported an instance in which an achondro- 
plasic had brothers who were giants. Since the interval 
hetween the births of the giants and the dwarf was very 
short, Lannois suspected the cause to be due to some 
dyscrasia on the part of the mother owing to frequent 
pregnancies. But this view does not seem tenable in the 
case of the achondroplasic twin, for the pregnancies were 
not very close together, and, further, the mother gave birth 
to an exceptionally healthy child at 
the same time as the achondroplasic 
one, 

The question naturally arises 
whether achondroplasia is an in- 
herited variation; to my mind this 
is probably the case, for there is no 
doubt that the condition is some- 
times transmitted from parent to off- 
spring. In 1913 I examined and 
photographed three dwarfs who were 
being exhibited at the Leicester Fair. 
The family consisted of father, 
mother, and daughter. The father 
was extremely small, though fairly 
well proportioned. The mother and 


plasics, 

Many similar cases have been re- 
corded, but one published by Dr. 
Porter® is- extremely interesting. 
In this instance an octogenarian and 
his two sons were affected, and the father and the brother 
of the former were also said to be achondroplasic. 

In my experience achondroplasia is uncommon ; its rarity 
is probably due to this useless variation being naturally 
eliminated in many cases by the death of the foetus owing 
to early ossification, or to the difficulties of parturition in 
the case of the pregnant achondroplasic woman. 

REFERENCES. 
1 Hastings Gilford: The Disorders of Post-natal Growth and Develop- 


ment. 2 Emerson: A System of Medicine, by Osler and McCrae, vol. vi. 
3 Porter: British Medical Journal, 1907, i, p. 12. 
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TREATMENT OF RINGWORM OF THE SCALP. 


Tre Britiss 


THE TREATMENT OF RINGWORM OF THE SCALP 
WITH THALLIUM ACETATE,* 
BY 
J. E. M. WIGLEY, M.B., M.R.C.P. 


Ar the last meeting of this Section, held in Edinburgh in 
1927, Dr. G. B. Dowling read a very :interesting and 
complete paper on the treatment of ringw6rm of the scalp 
by thallium depilation. Since that time niany communica- 
tions have been made from different sources, some being 
records of series of cases—for example, thét by Dr. Felden 
of New York in the American Archives of Dermatology 
of February of this year—others being notes of cases which 
have shown untoward or even alarming symptoms, such 
as that recorded by Dr. Davies of Brighton in the British 
Medical Journal of July 9th, 1927. Dr. MacLeod made 
a reference in a paper published in the Journal of April 
21st, 1928 (p. 656), advising great caution in the use of 
thallium, and Dr. McKenna, in the last edition of his 
textbook, is of the same opinion. 

Now that a ace has passed [ think that the presenta- 
tion to you of some of the opinions I have formed of 
the general utility or otherwise of this treatment will 
provoke useful discussion, and the conclusions arrived at 
should be of value in placing the treatment in its correct 
place in our therapeutical armamentarium. I do not pro- 
pose to trouble you with lists of figures beyond saying 
that I have treated some 50 patients at two children’s 
hospitals in London. Their ages have varied from 18 
months to 9 years, and the sexes have been about equally 
divided. The dose of thallium acetate has been 8.5 mg. 
per kilo of body weight, given in an ounce of sweetened 
water. (The drug has been obtained from three different 
sources, but I have observed no material difference in the 
effects.) As all my patients have been attending hospital 
as out-patients the conditions may fairly be said to he 
exactly the same as those of the cases depilated by x rays 
in Dr. MacLeod’s clinic at Charing Cross Hospital, with 
which I compare them. 

I have found that the average time for complete depila- 
tion with thallium is twenty-four to twenty-six days, and 
the: depilation is entirely spontaneous in only about half 
the cases. In practically all the cases the infected stumps 
have been slower in falling than the healthy hair, whilst 
the recommencement of growth takes place very much 
sooner than with a rays. Here lies one of the chief 
reasons for which I regard the treatment as inferior to 
that of x rays. 

Since Dr. Roxburgh brought to notice (in March, 1927) 
the method of detection of hair infected with ringworm 
by its fluorescence when illuminated by ultra-violet light 
passing through Wood’s glass, I have been in the habit 
of checking all my ‘‘ cures” by this method, and fre- 
quently with a very salutary effect. The routine use of this 
method has brought to light two facts which I have never 
seen reported and which are of some considerable impor- 
tance. - The first of these facts is that one frequently finds 
full-length, apparently healthy hairs fluorescent for the 
whole of their length. Examination of these hairs with 
a hand lens reveals no abnormality, nor do they appear to 


break more easily or to be more difficult to remove with’ 


forceps than normal hairs. Microscopical examination of 
these fluorescent hairs invariably showed the presence of 
ringworm fungus, and culture on several occasions further 
confirmed this. The importance -of this observation will 
be referred to later. . 
The second fact I have observed is that hairs fully 
infected with endothrix ringworm completely failed to 
fluoresce. In these hairs the cuticle of the hair was seen 
under the microscope to be quite intact, which fact, I take 
it, explains the absence of fluorescence. 

The point of this apparent digression becomes evident 
when the rapidity of regrowth after thallium depilation 
is considered, together with the difficulty of removing every 
single stump, some of which may not have been loosened 
by the drug. I have more than once failed to find evidence 
of infection by means of the microscope in a scalp 


*A paper read in the Section of Dermatology at the A i 
of the British Medical Association, Cardiff, 128, +e 


apparently satisfactorily depilated by thallium, and yet 
by means of Wood’s glass have seen the full-length fiuor- 
escent hairs just described. This difficulty I have not 
encountered in the cases treated by x rays. Here I would 
like to say that the point I am making is not that z-ray 
treatment is infallible (it is too well known that it is 
far from that), but that its failures are not deceptive, 
I have never had any difficulty in immediately seeing the 
unfallen stumps in an under-exposed scalp, whereas 1 have 
just been at some pains to show that the failure of 
thallium depilation may camouflage itself very effectively, 

Great stress was laid by Dr. Dowling and by several other 
writers on the importance of vigorous local treatment 
during the period of falling and recommencement of 
growth of the hair, and of this I am fully aware. But 
nearly all cases of ringworm are treated as _ out 
patients, and as a rule are not seen more than once 
a week, Consequently most of the local treatment must, 
of necessity, be left to the mother, who, largely through 


. force of circumstances, can seldom carry out the treatment 


satisfactorily. I have had the scalp painted with strong 
tincture of iodine, have used adhesive plaster, have ordered 
12 per cent. sulphur and salicylic acid ointment, Whitfield’s 
ointments, the iodide of sulphur ointment to be rubbed in, 
but have not been impressed with their power to combat 
the uncertainty of the depilation produced by the drug. 

With regard to toxic symptoms, I have been struck with 
the fact that the older the child the more certainty is 
there of toxic symptoms supervening. Pain in the legs, 
usually coming on about the twelfth day and lasting about 
a week, is the most common symptom. It quickly responds 
to rest in bed, and seems to be of negligible importance, 
Drowsiness I have noticed in several cases, and have ob- 
served that such children were always of the pale, flabby 
type, though nothing abnormal was discovered on clinical 
examination. One case is worth reporting more fully. 

The patient was a boy aged 9, who was in hospital suffering 
from a_ generalized dermatitis associated with seborrhoeie 
dermatitis of the scalp. He was given a dose of thallium 
acetate with the object of attempting to clear his scalp. About 
twelve days afterwards he exhibited an_ acute erythematous 
eruption on his forearms, the backs of the hands, and the shins. 
His temperature rose to 101° F. and he was definitely ill. His 
hair ail fell towards the end of the third week, his temperature 
subsided, and the rash disappeared. Unfortunately the condition 
of his skin was unchanged. The sequence of events seems to me 
to point to some auto-intoxication, the action of the thallium 
being to lower his resistance at the time. 


A case reported by Drs. J. H. T. Davies and M. C, 
Andrews in the British Medical Journal of December 17th, 
1927 (p. 1139), presented somewhat similar thougl much 
more alarming symptoms. This patient, a girl of 11 years, 
showed swelling, redness, and tenderness of the legs with 
effusion into both knee-joints. On the eighteenth day 
the child had an epileptiform fit and was found to be 
febrile, to have some ascites and evidence of acidosis, as 
shown by acetone bodies being present in the urine. A 
much older patient of Dr. Davies suffered from loss of 
sensation sin the legs and feet, associated with inability 
to walk, so that a diagnosis of peripheral neuritis was 
actually made. 

It seems to be established that thallium acts through 
the sympathetic nervous system, and these cases show 
how seriously that may be affected. Whether such affece 
tion is purely temporary or not time alone will show, but 
until it is proven I think we should be very chary of 
risking the development of children in order to cure (by 
no means with “‘ certainty ’’) a purely local infection. 

In conclusion, I think that thallium acetate is distinctly 
inferior to « rays (in the hands of a skilled operator), for 
the following reasons: 

"1. The relative uncertainty with which it produces the 
desired effect—that is, depilation. 

' 2. The slower fall of the infected hairs and the short 
time elapsing before recommencement of growth. 

3. The necessity for more skilled aud vigorous local 
treatment during this time. ; 

4. The greater risk of reinfection of the growing hair 
owing to the short time of baldness. 

5. The toxic effects produced by the drug. 

6. The possibility of permanent serious damage to the 
growing organism, 
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MEMORANDA. 


MEDICAL, SURGICAL, OBSTETRICAL. 


A CASE OF DIAPHRAGMATIC HERNIA 
(EVISCERATION). 


(With Special Plate.) 


Tue following details of a case of diaphragmatic hernia 
caused by trauma seem worthy of record; the nature of the 
injury is clearly indicated in the illustration. 


A man, aged 64, was sent to one of the tuberculosis visiting 
stations as a case of spontaneous pneumothorax, after an 7-ray 
examination had been made at a local hospital. The clinical 
history and physical signs did not altogether fit in with this 
diagnosis, and the patient was sent to the hospital at Cefn ae 
where he was screened and given a barium meal by Dr. 
Davies, the medical superintendent. The true nature of the case 
was then made plain. 

There was a liters of a severe crushing of the abdomen and 
chest by an accident in a colliery forty years previously. For 
more than three months the patient’s life was said to have 
been in jeopardy, but he eventually recovered sufficiently well 
to resume his occupation of a coal miner. Throughout the subse- 
quent years he enjoyed good health, with the exception of 
occasional attacks of vomiting and of dyspnoea on extreme 
exertion, 

During the winter of 1926 an attack of influenza compelled 
him to visit his medical attendant, who discovered the unusual 
condition of his chest and came to the conclusion that the case 
was one of spontaneous pneumothorax. 

‘The physical signs were certainly very suggestive of this con- 
dition, but they varied in character and extent when the patient 
was in the recumbent position. ‘‘ Gurgling’’ could also be 
heard when he was lying down. The cardiac impulse was well 
over to the right side of the sternum, and its position did not 
vary. No evidence of pulmonary tuberculosis was forthcoming. 


That such an abnormal condition should have caused so 
little inconvenience during so many years is of very great 
interest. 


J. L. Toomas, M.D. 


Newport, Mon. 


THE TEAR-REFLEX TEST FOR ASTHMA OF 
NASAL ORIGIN. 
‘I pesireE to submit to the medical profession a test for 
asthma of nasal origin to which I attach considerable im- 
portance. It is, in my opinion, a ready and reliable way 
of differentiating between nasal and other forms of asthma, 
1 have used it successfully for six years. 


Definition, 

The Tear-reflexr Test.—In a normal nose, if the anterior 
mucous surface of the nasal septum or inferior turbinated 
bone be gently stroked with a smooth silver probe no reflex 
is produced; but if the same thing be done in a patient 
suffering from asthma and produces lacrymation in the eye 
on the same side as the nasal fossa so tested, but not in 
the other, then the asthma is of nasal origin, and is usually 
curable. (This test should be applied by exposing and 
illuminating the nasal fossae for examination in the 
orthodox manner.) 


Anatomy and Physiology. 

This reflex has no emotional significance, but appears to 
be confined to the first or ophthalmic division of the fifth 
nerve. It starts in the medial or lateral nasal nerves, 
which supply the anterior parts of the septal and lateral 
nasal mucous membrane respectively, and passes to the 
lacrymal gland by way of the lacrymal nerve. It is 
possible that a few impulses from the inferior turbinated 
bone pass through Meckel’s ganglion. Its homolateral signi- 
ficance will no doubt be appreciated. 

This test is one for a hypersensitive condition of the nasal 
mucous membrane, to which I believe the ‘ nasal reflex ”’ 
type of asthma is due. Where it is positive a cure may 
confidently be expected by using the orthodox methods of 
nasal desensitization and surgery. Where it is negative the 
outlook is less hopeful, even though the nose may stand 
in urgent need of treatment, because the nasal condition 
may be so bad that superficial sensation is lost. On the 
other hand, where it is negative and the nose is approxi- 
mately normal, the cause may be looked for elsewhere. 


H. Mortimer Wuarry, F.R.C.S. 


AN ATAVISTIC ANOMALY: SWALLOW WINKING. 
Casss of ‘‘ jaw winking ”’ and its allies are sufficiently rare 
to warrant the reporting of the following case. 

A Jewish boy, aged 2, was admitted to Booth Hall Infirmary 
for Children as a case of pertussis. The nursing staff reported 
that he had exophthalmos of the right eye when he coughed or 
swallowed. Examination showed no obvious abnormality of the 
eyes or the palpebral fissures. The movements of the eyelids and 
of the eyes were normal. Chewing made uo difference, bui as 
soon as the child swallowed the right palpebral fissure was <lis- 
tinctly enlarged by the retraction of the upper eyelid. In other 
words, the child winked, bui the wink was upwards, giving 1ise 
to a very curious appearance. 

Cases of associated movements have been reported for a 
very long time. Dr. Rutherfurd of Manchester has kindly 
given me the following references: (1) It may be that 
Celsus, De Medicina, vi, 6, 36, refers to this, but the 
condition he mentions may quite possibly be nystagmus. 
(2) Martin Martin, in his Deseription of the Western isles 
of Scotland, the second edition of which was published in 
1716, on page 191 relates that ‘a weaver in Portrie has 
the faculty of erecting and letting fall his ears at pleasure, 
and opens and shuts his mouth on such occasions.”’ 

Mr. Bishop Harman, who investigated this phenomenon 
in 1903, has kindly referred me to his explanation in the 
Transactions of the Ophthalmological Society for October, 
1903, assigning it to the origin of the nerve supply of ihe 
associated muscles to the seventh nerve. 

The first case recorded, by Gunn, was one in which the 
upper eyelid nearly went out of sight when the child 
sucked, but this case of similar palpebral action only on 
swallowing appears to be an additional variety. 

Jounxn D’ Ewart, M.B.Lond., 


Medical Superintendent, Booth Hall Infirmary 
for Children, Manchester. 


British Medical Association. 


CLINICAL AND SCIENTIFIC PROCEEDINGS. 


OXFORD DIVISION. 

The Clinical Signs of Maurmary Disorders. 
Tue fifth meeting of the year of the Oxford Division was 
held at the Radcliffe Infirmary on October 24th. In the 
absence of Dr. G. N. Montgomery the chair was taken 
by Mr. E. C. Bevers, and Sir G. Create read 
a paper on the clinical signs of important changes in the 
breast. 

Sir Lenthal Cheatle pointed out that some pathological 
changes in the breast bore a definite relation to simul- 
taneous physiological occurrences. The normal structure 
of the breast included (1) the pericanalicular and_peri- 
acinous connective tissues round all ducts and acini; 
(2) the elastica which surrounded all ducts, occasionally 
some acini, and less frequently the jobule, being continuous 
with the elastica of the skin; (3) inside the elastica was 
the intra-clastica connective tissue continuous around all 
ducts and acini; and (4) superficial to this last, and lining 
all ducts and acini, was the epithelial layer resting on a 
single layer of unstriated muscle fibres. These structures 
formed the true breast tissue and were the sites of true 
pathological changes “in the breast. They were embedded 
in the dense supporting connective tissue of the breast, 
which had little or no relation to any pathological changes, 
although it might be subjected to the same pathological 
changes which occurred in supporting connective tissue 
elsewhere in the body. At birth, puberty, and lactation, 
the pericanalicular and periacinous tissue underwent 
varying degrees of hyperplasia in which lymphocytes could 
be observed. New normal ducts and acini also formed at 


these times, At puberty fibro-adenomata developed, and were — 


composed of an excessive hyperplasia of those tissues which 
were undergoing normal hyperplasia in the breast. In 
them there was a very marked growth of pericanalicular 
and periacinous tissue among which new ducts and acini 
could often be seen; these were lined by the normal 
epithelium, which in some instances was undergoing a 
desquamative epithelial hyperplasia. These tumours were 
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lobulated because fresh areas of the breast in juxtaposi- 
tion to, or a little distance away from, the original tumour 
became affected in the same way, so that lobulation was 
not due to an outgrowth of tumour formation from the 
periphery of the omginal tumour. The comparison between 
these tumours and the physiological: changes occurring in 
the breast elsewhere was complete, and an_ etiological 
connexion was too true to be neglected. Breasts at birth 
had not completed their development. The solid columns 
of epithelium which dipped down into the gland and 
formed the secreting parts of the gland sometimes appeared 
morphologically as malignant because they were not con- 
fined within the barriers of normal tissue. More often 
in the breasts of married women who had borne children 
than in single women there appeared, between the ages 
of 35 and 45, a state that was generally described as 
** chronic mastitis.’? The condition was not inflammatory, 
and to distinguish it Sir Lenthal Cheatle stated that 
at the suggestion of Sir Humphry Rolleston he had termed 
the state ‘* mazoplasia.’’ The microscopical appearances of 
mazoplasia were distributed over the whole gland; in some 
parts they might be more marked than in others. They 

’ consisted of a hyperplasia of the pericanalicular and peri- 
acinous tissue among which lymphocytes were scen. New 
acini might be formed, and in the ducts and acini a marked 
desquamative epithelial hyperplasia might develop, giving 
rise to distension of these structures and causing 
pain. The desquamative epithelium consisted of small, 
irregular, badly staining epithelial cells. These changes 
were precisely similar to those at puberty and lactation, 
and in some respects also at birth. They were pathological 
only in respect of their irregularity and their appearance 
at a time when the breast should be at rest. Moreover, 
the breasts in mazoplasia resembled the changes at 
puberty in developing fibro-adenomata, which consisted 
of the same tissues as the fibro-adenomata of puberty. 
The multi-nodularity of these breasts was not due to 
changes in the gland itself, but to their becoming 
more pendulous, especially after lactation; the ligamenta 
suspensoria became thicker, and as their branches reached 
the true skin they isolated the fat between them into 
lobules. Recognition of the precise cause of all multi- 
nodularity therefore required discrimination. As a 
general rule it was not an important sign, but it might 
be due to a rare state of diffuse mammary carcinoma and 
multi-cystie formation of the breast. Max Cutler of New 
York had introduced transillumination as a valuable means 
of diagnosis in breast diseases. In mazoplasia and multi- 
cystic diséase the breast was completely translucent; in 
carcinoma, whether localized or diffuse, there was a dis- 
tinct shadow. In multi-cystic disease the swellings varied 
in size, and the largest ones gave a distinct sensation of 
fluctuation. Cystic formation in breasts and mazoplasia 
were quite distinct and separate conditions. The epithelial 
changes in the two conditions were morphologically 
different, and very frequently the desquamati¥e epithelial 
hyperplasia which was so remarkable in the formation of 
cysts could be scen passing into that much more important 
form of hyperplasia which was not desquamative, and 
which Sir Lenthal Cheatle had named ‘‘ dysgenetic.”’ Such 
dysgenetic epithelial hyperplasia occurred in three different 
states: (1) the formation of papilloma; (2) the formation 
of epithelial growth in terminal ducts and acini, confined 
within normal boundaries; and (3) in the state of car- 
cinoéma where some cells had invaded structures outside 
normal boundaries. Therefore the formation of cysts 
was not only a different process to mazoplasia, it was also 
a more dangerous condition, In thin breasts multi- 
nodularity was also caused by ducts which had become 
convoluted after lactation and diffuse hyperplasia of the 
elastic element in their walls. Multi-nodularity was 
therefore not a very important sign. Where localized 
-nodularity or a lump in the breast was discovered its 
nature should be established at once by an exploratory 
operation, undertaken with very great care in order to 
prevent transplantation of epithelial cells should the con- 
dition be malignant. A retracting nipple never occurred 
in mazoplasia ; it might be due to a carcinoma immediately 
under the nipple or an advanced carcinoma some way from 
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carcinoma. and_in tuberculosis would show a_ shadow. 


diagnosis of- tuberculosis ef a breast was not always easy; 


‘before it reached the skin this might be puckered. The 
nature of the disease was made clear when it reached the’ 
_ Skin and appeared as a soft, blue prominence. 


Moreover, 
lymphatic glands secondarily affected by tuberculosis 
differed from the glands secondarily affected in malignant, 


. disease by immediately becoming confluent in tuberculosis ~ 


and remaining for a long time as hard, discrete lumps 
in malignant disease. Puckering of skin by an underlying 
swelling was also a symptom of fat necrosis, and it was 
difficult to distinguish clinically between it and carly 
carcinoma, Puckering of the skin over a swelling was so 
serious :: sign that it indicated an exploratory operation, 
The lecturer drew attention to the importance of an in- 
termittent, spontaneous discharge of blood or serum from 
the nipple, both of which, in the absence of any traumatic 
cause, were indications for removal of the breast. Another. 
important sign was localized pain, especially of a stabbing 
nature. 
Clinical Cases. 

Mr. W. W. Waestarre showed a bey, aged 10, who had 
had a tumour removed from the dorsum of the tongue four 
years previously. During the last year a swelling had been 
noticed on the dorsum of the tongue on the site of the 
old incision, and in the course of the last few months it 
had been growing very rapidly. He had no pain, but the 
size of the swelling caused some discomfort. On examina- 
tion a swelling was found on the posterior aspect of the 
dorsum of the tongue, extending about two inches forward 
from the foramen caecum, and with a breadth of about 
one and a quarter inches. It stood out from the surface 
of the tongue about three-quarters of an inch at the 
greatest part, but at the posterior end the swelling pro- 
jected considerably backwards. There was no interference 
with the mobility of the tongue, and no enlarged glands 
could be felt. In the absence of the original section it was 
impossible to say what was the nature of this growth. It 
felt firm and rather fibromatous, and the epithelium was 
somewhat thickened over it, but it had no papillomatonst 
appearance. It did not appear to shcw an excess of blood 
vessels. A provisional diagnosis of either a fibroma or an 
endothelioma was made. As regarded treatment, excision 
once had been unsuccessful, and would be extremely difficuit 
now. It was suggested that the growth should be destroyed 
by means of diathermy. 

Dr. Sutera Henter showed a female patient, aged 43, 
who bad developed pulmonary tuberculosis subsequent to old 
rheumatic valvular disease of the heart (‘mitral stenosis’’). 
She also read notes about a man, aged 32, who had 
becn treated in the Osler Pavilion during the past year. 
This patient was refused for army service in the war 
because of his heart, but it was only comparatively recently 


| that signs of pulmonary tuberculosis had developed. In 


both cases there was gross valvular discase of the heart 
and tubercle bacilli were found in the sputum. 

Dr. W. Srosre read notes about a girl, aged 12, who had 
suffered from pneumonia and empyema at the age of 4. 


. There were signs of interstitial fibrosis and probable excava- 


tion at the base of the left lung, but owing to the density 
caused by the heart shadow an ordinary 2-ray film revealed 
nothing definite. A film taken after the use of lipiodo’, 
however, showed two definite dilated areas behind the 
cardiac shadow. 

Mr. E. C. Bevers showed a man, aged 56, suffering from 
an abdominal tumour. For three months he had noticed a 
swelling in his right iliac fossa, there being no pain and 
no bowel symptoms of any kind. On examination a hard, 
fixed swelling was found in the right iliac fossa, extending 
upwards in the line of the ascending colon and downwards 
to within one inch of the middle line. The swelling was 
very hard, and in one place appeared to be invading the 
abdominal wall. Both the barium meal and barium enem® 
showed a filling defect in the region of the caecum and 
ascending. colon. The diagnosis rested between a retro- 
peritoneal sarcoma and a malignant growth of the caecum 
which had invaded the abdominal wall. : 
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Dr. A. G. Grsson showed a farm labourer, aged 20, 
suffering from a sudden pain in his left hip, which pre- 
vented him working. Five days after the onset he had 
a sudden swelling in the tongue. Dr. Bostock of Bucking- 
ham found an enormously swollen and haemorrhagic condi- 
tion of the jaw and tongue on the right side, causing 
difficulty in mastication. ‘There was also haemorrhage in 
the region of the left ilium, where there was a swelling 
above Poupart’s ligament in the hollow of that bone. There 
were numerous petechial haemorrhages elsewhere. The 
patient was very ill, with a high temperature and an over- 
action of the heart that suggested a cardiac lesion. Within 
a few days he rapidly improved, the temperature subsided, 
and all traces of haemorrhages: disappeared from the skin 
and mucous membranes. The blood culture was negative. 
There was no trace of haemophilia in the previous or family 
history, and no evidence of scurvy, leukaemia, thrombo- 
cytopenic purpura, or cardiac disease. An z-ray investiga- 
tion of the swelling of the ilium showed no bony change, 
but there was an old slipped epiphysis of the head of the 
left femur. 


Reports of Societies. 


JUVENILE DELINQUENCY, 
Ar a meeting of the Medico-Legal Society on November 
22nd, with Sir Witcox in the chair, Dr. i.10NEL 
A. Weardarer.y of Bournemouth opened a discussion on 
juvenile delinquency. 

Dr. Weatherly confined his argument to those juvenile 
delinquents who, by reason of some anti-social act, had been 
brought to police courts or the juvenile courts, saying that 
in trying to envisage the mental growth of the average 
child aid must be sought from physiology, the science of 
the function of the organism, pathology, the science of 
disease, sociology, the science of human society, and psycho- 
logy, the science of mental phenomena. A multiplicity of 
contributing factors would generally be found in. any 
instance of juvenile delinquency, but in each case a major 
cause presented itself. As to physiology, any physical 
ill development, causing, for example, an infirmity of sight 
or hearing, or some deformity, led to the sufferer being 
dominated by his physical handicap, and unless compen- 
sated by training or education, or comforted by sympa- 
thetic treatment, he might drift into crime. The late 
Mr. Thomas Holmes, the well-known police court missionary, 
declared that in his long experience the most serious cases 
of crime were far more physiological than psychological 
in their basis. Again, to take pathology, dementia praecox 
made its victim subject to sudden inexplicable impulse, as 
a rule of an aggressive and destructive kind. Many 
children who suffered from epilepsy showed no anti-social 
or immoral activities, but this disease often did lead in 
the voung to (generally motiveless) crime. Encephalitis 
lethargica, again, completely altered the character of the 
young people it attacked, and was now considered a certi- 
fiable disease under the Mental Deficiency Act. A peculiar 
morbid condition sometimes occurred in the young after 
injuries to the viscera of the abdominal cavity, or after an 
abdominal operation sometimes sexual perversion developed. 
Under the present beneficent system of probation, and with 
the establishment of observation centres, the early mental 
condition in these pathological cases should be revealed, 
and proper care, training, and treatment carried out. The 
cases of delinquency which might be grouped under the 
heading of sociological ‘causes included those due to defec- 
tive discipline, family history of vice, incapable parents, 
bad companions, too much amusement or lack of it, or 
defective family relationships, such as bad. step-parents. 
There remained the psychological class, in which the speaker 
grouped the subnormals or moral imbeciles, many of whom 
were not deficient enough for. certification -under the 
Mental Deficiency Act. Most of these subnormals required 
some method between Home Office schools and Borstal 
Institutions on the one hand, and simple supervision under 
the probation officer on the other. For some years he had 
advocated for these cases farm colonies, where other trades 


might be taught; these should be established by a com- 
bination of philanthropy, State aid, rate aid, and self-hel). 
Occupation therapy would be the keynote of the treatment. 
Dr. Weatherly then sketched the immense change which 
had come over public opinion in relation to juvenile delin- 
quency of recent years, seen particularly in the introduc- 
tion of juvenile courts, Home Office schools, and probation 
officers. Recently, at a meeting of the Magistrates’ Asso- 
ciation, Sir Robert Wallace stated that 95 per cent. of the 
boys and girls put of probation did not again relapse 
into crime. Probation, Dr. Weatherly considered, was the 
greatest advance ever made in penal reform, but probation 
should always be conditional. The great handicap to pro- 
bation was the absence of a home or institution for cases 
which could not possibly be supervised in their own homes. 
The difficulty that beset the Home Office was that while 
Acts might be passed, and suggestions and proposals made, 
there were no means of enforcement. The want of unifor- 
mity and the disposition not to act upon many of the Home 
Office’s excellent proposals might be attributed to financial 
causes, to bias on the part of the magistrate or perhaps his 
clerk, and to the inherent dislike of interference with local 
authority. The suggestions of the Home Office should be 
made in some way imperative. Dr. Weatherly, after a 
tribute to the SaJvation Army, the St. Giles’s Mission, 
and other voluntary organizations, concluded with the 
remark that the objective was to get hold of “ difficult ”’ 
children when young and take them out of the danger zone 
in which anti-social acts were conceived ; to recognize the 
inutility of sending young offenders to prison, where they 
were contaminated by adult offenders, and to insist upon 
kindly and careful supervision whereby they might have 
a proper start in life. 

Lord Russet said that he was sure many cases of delin- 
quency could be explained, not as conscious and intentional 
criminal tendencies, but as the result of some psychological 
or physiological, or it might be sociological, defect in the 
upbringing. The one thing that should not be done was 
to send these offenders to prison. He believed the Home 
Office circulars and admonitions were now having effect 
among the country magistracy. Dr. T. B. Hystop raised 
the question whether it was a greater handicap to be sent 
to a prison or to be sent to an asylum. The prison might 
represent the frying-pan, and the asylum the fire. An 
asylum history extended its taint—for which, of course, 
there was no scientific basis—even to the third and fourth 
generation. He was glad to see rather more enlightenment 
in the courts, which had previously been difficult to per- 
suade that some crimes might be committed in the sub- 
conscious state. Lieut.-Colonel C. T. Samman thought that 
some juries were very much too lenient towards young 
offenders. Previous to committing his offence a boy knew 
perfectly well that if he could tell his counsel that he had 
never before been convicted he would probably only be 
bound over. . 

Dr. W. A. Ports (Birmingham) said that many cases of 
juvenile theft were simply the result of an imperfect and 
misleading education. A child brought up in an extremely 
poor home, where everything was possessed in common, was 
likely to have little understanding of individual possession 
when he went to school. Sometimes the fault was over- 
emphasis of one particular warning to the disregard of 
other phases of conduct. A boy at a preparatory school had 
been discovered in apparently motiveless stealing. In con- 
versation with the lad’s father the speaker asked him if 
he emphasized any particular principle of ethics in dealing 
with his son, and the father on reflection said that he had 
instilled into him continually the necessity of having 
nothing to do with the hire-purchase system! Encephalitis 
lethargica was a very important G¢ause of many cases of 
delinquency. The initial attack was sometimes so slight 
that a doctor was not called, or, if he was called, did not 
realize what the nature of the illness was. Juvenile courts 
were valuable, but sometimes there was a danger that the 
mere establishment of such a court would be taken to have 
settled the problem. The mind of the child could not be 
reached in the public court with various officials about. 
Probation was also an important reform, but it should be 
continued until the offender was found satisfactory. It 
was ridiculous to think that six months’ probation would 
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be sufficient. Mr. W. A. Caapwick pointed out the impor- 
tance of checking early delinquency in the home among 
very young children. The important thing was to instruct 
parents in dealing with difficult psychological cases. 

Dr. R. G. Gorpon (Bath) said that very often in the 
home the young thief of 6 or 7 was regarded either as 
having performed an amusing trick or as having done 
something too shocking to talk about. Such asocial conduct 
required advice, wot putting under a blanket. There was 
need for advisory clinics to which children with asocial ten- 
dencies could be brought. The difficulty in almost all cases 
was failure of adjustment between the child and society. 
Scme institution was wanted in which there was a system 
similar to that of the industrial school, but to which 
children might be sent, not only from the police court, but 
through any responsible body interested in this work. 
There was a tendency to regard subnormality—a certain 
degree of feeble-mindedness—as the chief cause of delin- 
quency. It was an important contributory cause, but not 
hy any means the only cause, The real factor seemed to 
be a lack in the normal development of the personality of 
the child. 

Dr. F, C. Survssary said that the British juvenile popu- 
lation was probably the most law-abiding in the world; 
hut there was more delinquency now in this country than 
formerly, when the personal influence of the schoolmaster 
counted for more. Classes were now so huge that this 
personal influence was no longer possible; clinics offered 
a substitute. Once a child got even into a juvenile court 
it was too late to handle the problem as it should be 
handled. Dr, Letitia Farrrretp, speaking with regard to 
industrial colonies for these children, said she hoped no one 
would suggest they were going to pay for themselves. 
They were as expensive relatively as the Ritz Hotel. They 
were only worth having if they were well run, the children 
well fed, and the supervision of the highest quality, and 
under the British system this could not be done cheaply. 
She deseribed clinics on the American model, with careful 
investigation of the child as their aim, one or two of which 
aheady existed in London, while a very well equipped one 
was to be started in London next year under the Child 
Guidance Council. Lord Rippers thought that many of the 
‘*subnormals ’’? might be improved if they received intelli- 
gent modern medical treatment. It was most important 
that the medical profession—the general practitioner in 
particular—should be trained in these matters, so that an 
abnormal child might be treated without having to be sent 
to a clinic. Dr. ExizaserH Stoan Cuesser spoke of her 
visits to prisons in various parts of the world; she praised 
the Japanese system, where 80 per cent. of the first 
offenders were so treated as not to relapse. She empha- 
sized also two things which had not been so much as 
mentioned in the discussion: (1) the education of mothers; 
(2) decent housing. 


ANTE-NATAL METHODS AND DISPROPORTION. 


A MEETING of the Maternity and Child Welfare Group 
of the Society of Medical Officers of Health was held at 
the Royal Free Hospital on November 23rd, with Professor 
A. Louise McI.Lroy in the chair, to discuss ante-natal 
methods, with special regard to disproportion. 

Mr. commented generally on the value 
of ante-natal clinics, and remarked that far more women 
lost their lives or suffered injury in consequence of lack 
of care during labour than for the want of ante-natal care. 
There was need for the institution of more large maternity 
hospitals, such as Queen Charlotte’s or the Rotunda, 
Dublin. As regards the difficulty due to disproportion he 
suggested that external measurements ought to be taken, 
if only because they gave an early idea of the kind of 
labour a patient was likely to have; he also believed in 
fairly early vaginal examination. It was stated in text- 
books that in the primigravida during the last months 
of pregnancy the head was, or in all normal cases should 
be, engaged in the pelvis. The fact was that in about 
20 per cent. of primigravidae in the thirty-sixth to the 
thirty-seventh week of pregnancy the head was still un- 
engaged, and it should not be assumed that there was dis- 


proportion merely because, at any time during the last four 
weeks of pregnancy, the head was floating. In deciding what 
was the right proportion the reserve capacity of the pelvis 
was important. A woman with a normal pelvis could give 
birth to an infant up to the weight of 10 or 11 lb., the 
normal being 7} lb.; it would be a difficult labour, particu- 
larly if the first, but there should be no great obstacle. The 
pelvis accomplished the task by calling up its reserve 
capacity. It followed that if a normal pelvis would allow 
the passage of a 104 lb. baby a slightly or moderately con- 
tracted pelvis would allow the passage of a 7} lb. baby. 
There were two methods of treating the slighter cases of 
disproportion: induction of premature labour, or allowing 
the patient to go to spontaneous labour at term, have what 
was known as a “ test labour,’? and adopting Caesarean 
section early in labour if delivery by the natural passages 
was considered unlikely. The former was the time-honoured 
method in this country, but for some time he had_ been 
rather doubtful whether it was the best. He believed that 
in 80 per cent. of the cases induction of premature labour 
was performed unnecessarily, and at the London Hospital 
he began tq try the other method mentioned, with improved 
results. To induce premature labour was to play for 
safety. The only known factor was the disproportion, yet 
there were a large number of unknown factors which, if 
favourable, might lead to spontaneous delivery. His method 
in moderate or slight cases of genuine disproportion, where 
the pelvis was shown by measurements to be contracted-- 
he excluded all cases of merely floating head without dis- 
proportion—was at the thirty-sixth week to attempt to 
decide, often with the help of an anaesthetic, whether the 
patient should have Caesarean section at term or whether 
there was a reasonable chance of spontaneous or forceps 
delivery. The object of the test labour was to decide, 
very early in labour, whether the head would come through 
the pelvis or not. He mentioned various conditions which 
pointed to the need for Caesarean section, and said that, 
in 1927, out of 16 test labours at the London Hospitai, 
spontaneous delivery occurred in 11, easy forceps detivery 
in 3, and Caesarean section was performed early in labour 
in 2. All the infants, except one, were born alive, and 
there was no maternal mortality. 

Dr. McCatu spoke of the importance of dicting 
the mother so as to prevent the osseous development of the 
child’s head beyond a certain point. The mother was kept 
off protein diet during the last month or two months of 
pregnancy, nor was she given milk, which tended to produce 
fat infants. Her digestive troubles were minimized by the 
sipping of hot water, and she was allowed to eat fruit to 
any extent she liked. Exercise was also important during 
the last two months, and every day the woman ought vw 
walk not less than three or four miles, preferably uphill. 
Dr. McCall endorsed entirely the observations of Dr. 
Kathleen Vaughan in the letter published in the British 
Medical Journal of November 17th (p. 912). Hot baths— 
as hot as could be endured—should be taken every day during 
the last month and every other day during the preceding 
month. She liked to give chloral hydrate every night or 
every other night during the ten days before labour. This 
made the first stage of labour a good deal easier, and so 
the mother was able to reserve her strength for the second 
stage, in which she was assisted by the softness of the 
pelvic floor induced by the hot baths. By hot baths, also, 
the danger of eclampsia had been wiped out. The speaker 
recited some lines which were used in the Clapham Ante- 
natal Service to impress these measures upon the women: 

In later months of pregnancy dispense with eggs and meat, 

Then drink hot water freely, take fruit—all you can cat; 

Hot baths are very useful, their value is untold; - 

These rules, with daily exercise, are worth their weight in 
gold. 

Professor F. J. Browne agreed with Mr. Holland that in 
a large number of primigravidae the head might be floating 
above the pelvic brim and still no pelvic contraction be 
present; he thought it might be specified that in_ those 
cases the condition was not always normal. In his own 
experience it was in a very small proportion of cases— 
certainly far less than 20 per cent.—that the head failed 
to engage without any ascertainable cause. He was sails 
fied that induction of labour was the method of treating 
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these cases. ‘* Trial labour ’’ was not used at University 
College Hospital. Mr. Holland had criticized induction of 
labour as ‘‘ playing for safety ’’?; but what else should one 
play for in labour? The trial labour was impossible in 
private practice; how was a busy general practitioner to 
watch such a case, listening to the foetal heart every hour? 
Induction of labour also caused far less anxiety; it was 
safe to induce labour at a date after thirty-six weeks, when 
the head, in the average case, was so hard that there was 
a fair chance of its passing without injury through the 
maternal passages. If there was found on examination 
definite overlapping of the foetal head over the pelvic 
brim, induction of labour was contraindicated; it was his 
practice to allow the case to go to term and then perform 
Caesarean section. 

Mr. Aveck Bourne remarked thai disproportion could 
only be absolutely defined after birth. The infant with the 
over-moulded head was nearly always found in one type 
of pelvis. It was not the size of the pelvis which was 
so important as the shape, and it was because pelvic 
measurements rendered the shape ascertainable that he dis- 
agreed with those who said that they were useless. If the 
head overlapped just the thickness of the symphysis that 
head would almost certainly come through, but if it actually 
overhung the symphysis it would mean so much moulding 
that the child’s life would probably be lost. As regards 
treatment he was a strong supporter of induction; m 
private practice trial labour was almost impossible. Its 
undertaking meant telling the patient and her relatives 
that at a critical time in labour it might be necessary to 
rush her off to hospital—a terrifying thing to her and to 
them. The importance of the error of inducing labour 
unnecessarily early—though never before thirty-six weeks— 
was less in his eyes than the error of letting the woman 
go to term too late, with difficult delivery, or an unneces- 
sary Caesarean section. Of the three errors he would 
prefer the first. 

Mr. Cepric Lane-Roprrts supported Dr. McCall’s con- 
tention that the protein diet should be cut down during the 
last weeks of pregnancy. On the question of trial labour 
versus induction, if midwives co-operated with doctors in 
taking their patients to the ante-natal clinics the floating 
head would be likely to be discovered by the doctor at the 
clinic, and the case would be met by induction rather than 
a irial labour, which involved much anxiety. 

In further discussion Dr, Mary Kipp spoke of the need 
for a reliable drug to induce labour, quinine not being 
reliable, to which Mr. Aueck Bovrne replied that experi- 
ments on new preparations were proceeding, but he had 
examined the action of quinine on the contracting uterus 
by the introduction of a hydrostatic hag, and found its 
effect no more than to make the contractions irregular; he 
thousht quinine quite useless for the induction of labour. 
Dr. Exwin Nasu, speaking as an administrator, protested 
strongly against any idea that midwives should have any- 
thing te do with inducing labour. Dr. Cuopax Greeory, 
referring to Dr. McCall’s diet. for the pregnant woman, 
which was practically carbohydrates, asked how the child 
obtained the necessary iron. Dr. Ernest Cassie (Birming- 
ham) thought that disproportion cases must be relatively 
few, and that it should be possible to make institutional 
provision for them all. Professor Mcluroy said that at 
the Royal Free Hospital induction was performed very 
rarely before the thirty-cighth or thirty-ninth week, the 
majority heing at term. It was not forgotten in teaching 
students there that the greater number of them would be 
cencerned with domestic, not hospital, midwifery. The 
funnel-shaped pelvis seemed more common in London than 
in Glasgow. She described some tests on the reserve force 
of the pelvis which were being made at the Royal Free 
Hospital. 

Mr. Earpiry Houann, in reply, agreed that trial labours 
were not suitable for general practice, but only in institu- 
tions. The method was in vogue chiefly in countries such 
a3 Switzerland, most of Germany, Scandinavia, and large 
parts of America, where most of the midwifery was con- 
ducted in institutions, and few women were confined in 
their own homes. He had not the least doubt that that 
would eventually come to pass in this country. 


Lebietus. 


THE EVOLUTION OF MAN’S BRALN. 
StupENts of man’s evolution have been looking forward to 
the appearance of Professor Tringy’s book entitled The 
Brain from Ape to Man.» Rather more than a year ago 
Dr. H. Farrrrerp Osporn, who contributes a preface to it, 
took them by surprise by declaring that man’s relationship 
to anthropoid apes was of the most distant kind; man and 
ape, he informed them, had parted company at that remote 
geological period which saw the first appearance of primate 
animals. Dr. Osborn accounted for the many and close 
structural resemblances between man and anthropoids not 
by descent from an immediate common ancestry, but by 
evolution working in both the anthropoid and human lines 
of descent in a parallel direction. An opposite view was 
taken by Dr. W. K..Gregory, who is Dr. Osborn’s shicf 
lieutenant, and has devoted thirty years to a study of 
all known fossil remains of primates and of man. His 
studies have convinced him that the palaeontological and 
anatomical evidence can be explained in only one way—by 
accepting the Darwinian hypothesis that man and anthro- 
poid have been evolved from the same stock in a recent 
geological epoch. In this Dr. Gregory finds himself in 
agreement with Professor J. H. MeGregor—an authority 
on fossil man and a colleague of Dr. Osborn. Seeing that 
our conception of man’s near relationship to the anthropoid 
apes is based largely on the structural resemblance of his 
brain to theirs, there was lively speculation as to whether 
Dr. Tilney would take the side of Osborn or of Gregory 
in this dispute. So well does Dr. Tilney hide his hand 
that it is not until almost the last page is reached that 
the reader discovers which has won his favour. On page 
1043 we read: ‘“‘ We are wise if we turn our attention not 
to these simians, but rather to the generalized mammalian 
ancestors from which both apes and man took origin, to 
that stock which may be traced, as Huxley and others 
maintain, to the organization of some lowly mammal such 
as the tree-shrew.”’ 

To those who have plodded through the evidence which 
Dr. Tilney has adduced in the previous thousand richly 
illustrated pages his final judgement comes with a 
shock of surprise. His verdict does not reflect the 
evidence. Tet us summarize the nature of Dr. Tilney’s 
evidence. He has taken carefully preserved brains of 
eleven primate animals—namely, the lemur, tarsius, mar- 
moset, howler monkey, baboon, macaque, gibbon, orang, 
chimpanzee, gorilla, and man—an ascending series, and 
cut them into serial ‘sections. The sections which he 
figures and describes begin at the lower end of the medulla 
oblongata and end where the peduncles of the brain merge 
in the great basal ganglia—the corpus striatum and optic 
thalamus. Of these great and important masses he gives 
no account, nor does he deal with the most prominent of 
all the elements which enter into the formation of the 
primate brain—the cerebral cortex. All the important 
memoirs which have appeared in the present century ov 
cortical areas of the brains of man and ape are left out 
of account. Dr. Tilney has stationed himself at the great 
gateway to the brain—its basal stem—and noted more 
carefully than anyone has yet done the highways which 
carrv the chief tides of communications to and from the 
brain, and the relays of grey matters scattered along these 
highways. He figures the graded rise of the pyramidal 
system as one ascends from the marmoset to man—showing 
a growing domination of the cerebral cortex over the 
motor centres of the spinal axis; he traces a corresponding 
rise in the great afferent tracts which pour messages from 


— 


j om Ape to Man. By Frederick Tilney, Ph.D., M.D. 
oak Heconstrection of the Gray Matter in the Primate 
Brain Stem by Henry Alsop Riley, A.M., M.P. Foreword by Henry 
Fairfield Osborn, Sc.D., LL.D. London: H, K. Lewis and Co,, Ltd, 1928. 
ba volumes. (8 x 11, pp. 1120; 557 illustrations, many in colour, 
&§ 5s, net the two volumes.) 
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tlie body into the basal stations of the brain stem. More 
especially has his attention been directed to stations and 
tracts concerned with cerebellar functions—the lower olive, 
the dentate nucleus, the red nucleus, and the pontine grey 
matter. Here again Dr. Tilney finds a graded series; the 
condition seen in the human brain is but the culmination 
of an evolutionary or developmental movement which has 
all its beginnings fully displayed in the brain of the 
marmoset. And yet this fact remains, which Dr. Tilney 
himself points out: the big steps do not occur in passing 
from the great anthropoid to man, but in going from the 
lower ape to the manlike ape. ‘The cerebellar organization 
of the gorilla stands much closer to that of man than it 
does>to that of the baboon. It will be seen thus that 
Dr. Tilney’s evidence—that is, the facts on which he bases 
his final verdict—is drawn from an important but very 
restricted field of observation. <All the rest of the body, 
save the brain stem, is left out of account. 

This long and laborious investigation of the basal parts 
of the brain has made a deep impression on Dr. Tilney’s 
ontlonk evolutionary problems. The samples he 
examined represent the state of cerebral elaboration in all 
forms of primate animals, from the lowest to the highest, 
aud in all of them he found processes at work which 
tend towards a common goal—the bringing of the lower 
ceatres under the contro] of the cerebral cortex—a process 
to which Dr. Tilney gives the term ‘ neokinesis.’”’ The 
difference between the marmoset and man depends on the 
degree to which neokinesis has succeeded. On this matter 
it is best, perhaps, to let Dr. Tilney speak for himself. 

* But these facts, correlated here, perhaps for the first time, 
and standing alone without the aid of commentary or special 
isterpreter, speak in no uncertain terms of a structural unfolding 
in the brain of primates whose evolutional significance may be 
seen in the progressive extension of their behavioral capacities. 
In this aspect these factors may appear merely as a conventional 
formulation of scientific deductions. They may fail entirely to 
impression of the actual dynamic force which lics belind 

iem, 


The reviewer has italicized ‘‘ dynamic force ’’ because it 
is the power to which Dr. Tilney appeals when he desires 
t» give an explanation of what he has found. Can a 
biologist visualize the power which Dr. Tilney postulates to 
explain the organization of the brain of man and ape? 
Vre know very little, so far, as to how the behaviour of 
ceveloping nerve cells is reguiated; the researches of Dr. 
Kappers and of others’ reveal tie power of neuroblasts to 
move their position and also to aiter their arrangements. 
lf Dr. Tilney means by ‘‘ dynamic force ” the capacity of 
ceveloping nerve cells to Leuave in a certain way, then 
we can visualize his meaning. But the behaviour of any 
group of nerve cells depends on their inheritance. When 
we find the nerve cells which go to form the olivary body 
lehaving in a similar way in all primates we account for 
tiis common manner of behaviour by supposing a common 
inheritance which has come from a simple form lying at 
the very base of the primate stem of evolution. But when 
we find these olivary neurobiasts benaving in man and the 
gorilla in almost an identical manner we explain their 
particular agreement, and at the same time their differ- 
ence from all representatives of the lower primates, by a 
much later sepaiation of their evolutionary lines of descent. 
Jn support of such a conclusiwu evidence could be cited 
from hundreds of other structures which the gorilla and 
man have in common. Man and the great anthropoids are 
partakers not only in the general primate inheritance 
but in a particular share of that inheritance. 

It would be unjust to Dr. Tiisey and to the publishers 
of this truly magnificent book to permit this review to 
conclude on a note of criticism. The author has striven 
successfully to serve expert anatomists by supplying them 
with masses of fact of which they stood in need; he 
has sougut to meet the needs of inexpert readers by 
supplying them with clearly expressed general conclusions 
and with faithful illustrations, often beautifully repro- 
duced, of the structures which form the subject-matter of 
his text. The publishers have spared no expense in making 
ahs attractive. Nenrologists and anthropologists 
wiil be indebted to Dr, Tilney’s labours for many years 
ley cville. 
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OCCUPATIONAL SKIN DISEASES. 

We welcome the third edition of Dr. Prosser Wurrer’s 
well-known work on occupational diseases of the skin? 
It has now become a veritable encyclopaedia on all forms 
of skin disease in any way associated with industrial 
activities, whether actually caused by the industry or not, 
and the author has even included burns caused by heat, 
electricity, and 2 rays, and also frost-bite. Not only hag 
Dr. Prosser White given us the benefit of his own very 
extensive experience in this field, but he has collected and 
collated all the scattered observations and experiments of 
every other worker. The result is a most valuable com- 
pilation. It is not only valuable to our own profession, 
but also to all those who are interested in the welfare of 
the industrial community and to those members of the 
legal profession who are increasingly concerned with ques- 
tions of compensation for injury or disease arising in the 
ccurse of employment—questions open to serious debate, 
for it is often a matter of great difficulty to determine 
whether the employment is in any way responsible. One 
industrial complaint which has lately been much unJer dis- 
cussion in this country is the so-called ** baker’s eczema.” 
It will be remembered that quite recently the workmen’s 
organizations have done their best to alarm the public by 
stories of the risks run by bakers of contracting this 
disease. Dr. Prosser White has come to the conclusion 
that eruptions caused certainly and solely by the materials 
kandled by bakers in their trade are exceptional, and 
{tern, a German writer, is even more definitely of the 
sume opinion. But as long as workers can obtain com- 
pensation for industrial dermatitis it is likely to remain 
co.umon, 

The author’s remarks on __ sensitization — namely, 
heightened hyperaesthesia towards certain irritants—are 
teresting. He has formed the opinion that with the 
industrial inorganic chemical] irritants sensitization is rare, 
Whatever the nature of the eruption, it is always due to 
direct physical, chemical, or mechanical injury or irrita- 
tion. He states that if the eruption pers.sts continuously 
or repeats itself when the offending substance is completely 
withdrawn, it should be inferred that the original agent 
is not the cause. But no doubt he finds it difficult to 
persuade the courts to take this view. Insurance records 
could provide scores of cases of patients drawing com- 
pensation allowances for dermatitis months after all con- 
tact with the original irritant. The importance of the 
whole subject is shown by the figures provided by various 
dermatologists. In some clinics the percentage of cccu- 
pational diseases amounts to as much as 20 per cent. of 
all the cases seen. At the lowest computation there are in 
Great Britain between 18,000 and 19,CCO new cases of 
skin diseases due to occupation every year. The employers’ 
liability insurance companies can testify to the loss entailed 
thereby. 

While we have nothing but praise for the industry and 
thoroughness devoted to the production of this book, we 
feel bound to point out that it possesses some irritating 
features—one of these is the excessive use of heavy type 
and italics in the text. The unnecessary employment of 
italics in places where no emphasis is called for reminds 
us of Topsy’s communications to Punch, Dr. Prosser 
White is also fond of coining new additions to 
dermatological terminology, and the worst of these is the 
terrible word used by him as the main title of his book. 
‘* Dermatergoses ’’ merits all the strictures that have ever 
been passed by scholars on medical nomenclature. This 
word is supposed to mean skin diseases caused by work. 
If he feels compelled to translate ‘‘ occupational diseases 
of the skin’? into Greek, the word ‘‘ ergodermatoses,” 
although nothing to be proud of, would at least do less 
violence to the rules of granimar. Having registered this 
protest we have only to add that the photographs are 
excellent and excellently reproduced, and that the generous 
and complete index (occupying over two hundred pages) is 
one of the best things in the book. 


2 The Dermatergores, or Occupational Affections of the Skin, By 
R. Prosser White, M.D., C.M.Ed.. Third edition. London: TI. K, Lewis 
end Co., Ltd. 1928. (Demy 8vo, pp. xi + 734; 58 figures on 52 plates 
35s. net.) 
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PROGRESS IN OBSTETRICS AND GYNAECOLOGY, 
Oxe of the essentials in a series of works dealing with 
“ vecent advances ”? in any branch of medicine is that the 
books should be brought out.at reasonably short intervals, 
We are glad to see that this is being kept in mind in the case 
of Dr. Bourne’s excellent little book Recent Advances in 
Obstetrics and Gynaecology.’ Very little need be said to 
introduce this second edition, for we imagine that almost 
all those who are specially interested in the subjects are 
already familiar with the first edition. But if there be 
any such who are not in this position, then we cordially 
recommend it to their immediate notice. Briefly; the book 
is a short and lucid review of the results of research, both 
scientific and clinical, which have marked definite progress 
ia obstetrics and gynaecology in recent years. In the case 
of obstetrics, for example, pride of place is very properly 
given to the subject of ante-natal care and to a study 
of the difficult question of maternal mortality. The 
causation of stillbirth, the chemistry of the blood and 
urine in pregnancy, the haemorrhages, the treatment of 
eclampsia, Caesarean section, and puerperal sepsis are 
the headings of the other chapters, and sufficiently indicate 
the scope of the work. In the second part, which is devoted 
to gynaecology, the recent methods of investigating and 
dealing with sterility and with prolapse are discussed. The 
newer work on endometrioma and the use of « rays, electro- 
therapeutics, and radium are all admirably discussed. In 
this second edition an interesting chapter has been added 
on the ovarian hormones, which summarizes very judicially 
the present position of-this most interesting branch of 
research, and at the same time indicates the prospects 
which it opens out in regard to gynaecological therapy. 

We congratulate Dr. Bourne on the success of his book, 
which ought, unquestionably, to find its way into the library 
of everyone who is engaged in obstetrical and gynaecological 
work. 


FERMENT ACTION. 
Tue first two parts of Die Methodik der Fermente* (Methods 
of Ferment Investigation) were reviewed in our issue of 
March 17th (p. 454). Three more parts have now appeare:l 


and these complete the volume, which altogether contains. 


about 1,600 pages. The majority of contributors are 
German, but there are articles from other countries by such 
well-known authorities as Levene, Thunberg, Hopkins, 
Harden, and Newton Harvey. The articles are of a high 
average standard, and the following are some that appear 
to deserve special mention. 

The first division of the book, which deals with general 
methods, is concluded by two valuable articles. A full 
account of Warburg’s methods of measuring tissue respira- 
tion is given by Dr, Krebs, a worker in his laboratory, and 
Dr, Blaschko, one of Meyerhof’s assistants, contributes an 
article on microcalorimetry. These articles are of par- 
ticular interest because they come from the laboratories in 
which have been developed these new methods that are 
assuming more and more importance. The second division 
of the book deals with special methods for the investigation 
of the different classes of ferments—for example, saccharase, 
maltase, and nuclease. Most of these articles deal with 
highly specialized problems, but some are of wider interest. 
Thunberg describes the measurement of oxygen acceptors, 
and gives a full description of his methylene-blue method. 
Sir F. Gowland Hopkins contributes a short article on the 
important subject of glutathione. Schmidt, of Embden’s 
laboratory at Frankfurt, writes an article of twenty-five 
pages on lactacidogen. A. Harden contributes a short 
article on yeast zymase. Lohmann, of Meyerhof’s labora- 
tory, gives an account of the chemical determination of 
glycolysis and the resynthesis of carbohydrate. Newton 


8 Recent Advances in Obstetrics and Gynaecology. By Aleck W. 
Bourne, M.B., B.Ch.Camb., F.R.C.S.Eng. Second edition. London: 
J. and A. Churchill. 198. (5 x 84, pp. x + 382; 67 figures. 12s, 6d. net.) 

4 Die Fermente und thre Wirkungen. Von Professor Car] Oppenheimer. 
Fiinfte, véllig neu bearbeitete Auflage, Band iii: Die Metiodik der 
Fermente. Unter mitarbeit von Fachgenossen. Uerausgegeben von Carl 
Oppenheimer und Ludwig Pincussen. Lieferung iii, iv, und v. Leipzig: 
G. Thieme. 1928. (73 x 104, Lieferung iii, pp. 625-944, 46 figures; 
Lieferung iv, pp. vii + 945-1264, 59 figures; Lieferung v, pp. xxx + 1265- 
1578, 57 figures. Each part M.28.) 


Harvey of Princeton gives a short account of work on 
luciferase. The third division of the book deals first with 
the demonstration of ferments in biological material, such 
as plant cells, animal tissue, and milk, and secondly, with 
methods for measuring the action of ferments of clinical 
interest. This latter portion is condensed into seventy 
pages; in it are described the chief methods for studying 
the ferments of the stomach and pancreas, and the anti- 
proteolytic action of serum. 

The fact that the volume under review contains 1,600 
pages devoted to the description of methods used to measure 
ferment action is a striking proof of the magnitude of the 
science of biochemistry. The size of the werk has, how- 
ever, been enlarged to a somewhat wnnecessury degree by 
inclusion of articles dealing with subjects that are not 
strictly ferment actions. For example, one article describes 
the biological methods for standardizing insulin. The 
inclusion of articles that are not strictly relevant in works 
of this nature is very undesirable for the following reasons. 
It is nowadays impossible to follow the periodical scientific 
literature in more than a very vestricted field, and hence 
scientific workers are forced to rely more and more on 
encyclopaedic works such as the volume under review. 
There is a tendency for even these works to swell to 
unmanageable dimensions, and their value depends very 
largely on the care with which they are edited, for if 
swollen unduly by the inclusion of extraneous matter they 
lose much of their value. In fairness to the volume under 
review it must be said that it errs in this respect ‘less 
than many other of the encyclopaedic works on biochemistry 
that have recently been produced in Germany. 


HOMONYMOUS HEMIANOPIA. 

Ix his monograph on homonymous hemianopia. Dr. 
Bence, working in the ophthalmelogical clinic of Wiel, 
has collected a series of fifty-two cases showing this 
symptom, and recorded his findings. He has divided them, 
according to the site of the lesion, into two groups—+that 
in which the optic tract or external geniculate body is 
involved, and that in which the lesion is supranuclear. 
The former group of eighteen cases is characterized by the 
retention of the hemianopic pupillary response in all, 
mvosis and narrowing of the contralateral palpebral aper- 
ture (Behrshe phiinomen) in half of the cases. In four 
ceases the loss was only incompletely hemianopic. Of the 
other fourteen cases, in which it was complete, there was 
sparing of the macular region in six cases, and a com- 
pletely vertical line of division through the fixation point 
in eight. Among twenty-nine cases of supranuclear lesion 
interruption of the visual apparatus there was a lesion of 
the occipital cortex in twenty-five, of the central nuclei in 
two, and of the internal capsule in two others. Of these 
twenty-five cases of lesions of the occipital cortex, six 
showed the blind field to be limited by a vertical line 
through the fixation point, while in eighteen it) was 
encroached upou by a circle of macular sparing extending 
from five to ten degrees aronnd this point. This sparing 
of macular vision the author explains by greatér 
resistance of the more essential macular fibres, not 
countenancing the view which attributes it to the double 
vascular supply of the extreme occipital cortical pole. 


NOTES ON BOOKS. 


Books and articles from the pen of Professor Fraser-Harers 
appear with dazzling frequency. His new book, The ARC 
of Nerves,® is true to its tithe: it gives in a popular form the 
essential facts about the nervous system, its anatomy and 
physiology. Of special value is the emphasis it lays throughout 
on the use of the experimental method in establishing our 
knowledge of the working of the nervous -system. In view of 
the statement repeatedly made that Sir Charles Bell discovered 
the function of the nerve roots without resort to animal experi- 
ment, the quotation from Bell's pamphlet. ** An Idea of a New 
Anatomy of the Brain,’ printed in 1811, to the effect: that 

‘hoy ome emiane pie, Von E. Bunge. Berlin: S. Karger. 

€The ABC of Nerves. By D. F. Fraser-Harris, M.D., D.Se. London : 
Kegan Paul, Trench, Trubner and Ce., Ltd, 1928. (Cr. 8vo, pp. ix + 223; 
14 figures. 4s. 6d. net.) 
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only after such an experiment did the meaning of the double 
connexion of the nerves with the spinal cord become clear to 
him, is of particular interest. The account of Pavlov’s work, 
though good, is brief, and might well be expanded in a later 
edition. The diagrams are clear and adequately explanatory 
of the well-written text. 


The question of propaganda in health matters is much before 
the medical profession at the present time, and a contribution 
by two experts is welcome. Dr. Craupge and Miss 
Noran Hirt, who jointly edit The World’s Health, have coi- 
Jected nearly forty articles in a volume entitled How to Enjoy 
Health,’ and it may be said at once that they are very good 
examples of their kind. Each article is by one of the authors, 
as indicated by initials, but in each case the work has been 
checked by both, so that what is called ‘ technicalities and 
scientific jargon ’’ has been censored by Miss Hill, while all 
facts have been verified by Dr. Lillingston. The result is 
clarity, accuracy, freedom from fads and personal prejudices, 
a pleasant style, and an interest which should arrest any 
reader’s attention and keep it fixed. ‘‘ The business girl’s 
day’ is a typical example; the daily life of Gertrude, from 
her ‘‘ bachelor ’’ quarters in the suburbs of a large town to her 
seat in the far corner of the office and so home again to bed, is 
faithfully described, with intelligent counsel for its betterment. 
Un constipation,’’ the ‘‘ common cold,’’ or the medical 
aspects of tobacco,’’ Dr. Lillingston shows how a controversial 
subject may be presented to the public, without bias and yet 
with definite conclusions, while on ‘‘ whooping-cough ’’ Miss 
Hill shows how facts may be set out so as to state an unanswer- 
able case for an improvement in preventive measures. It is 
stafed that these articles have been translated into various 
languages, and some have already appeared in many different 
Red Cross journals. They are worthy of careful study by 
medical officers of health and others concerned with health 
propaganda. 


The treatise on the problems of the tics,* by Drs. J. Wimprr 
aud J. SrpBerMann of the Maria-Theresa-Schloéssel Institute for 
Nervous Diseases at Vienna, is the first’ monograph on the 
subject since the classical work of Meige and Feindel. It is 


based on the study of 370 cases of tics of various kinds | 


observed between the years 1914 and 1926. The work is 
divided into three parts. In the first, which is entitled ‘‘ The 
modern view of the problem of the tics, with special reference 
to striate hyperkineses,’”? Dr. Wilder discusses the varieties of 
tics, particularly tics in children and war tic, of which 213 
cases were observed in the period 1914-18, their patho- 
genesis, nosology, and treatment. The second part, written by 
Dy. Wilder in collaboration with Dr. Silbermann, contains the 
histories of 57 cases of organic and functional tics, 17 of which 
have been abstracted from the literature and 40 are original. 
The third part contains a short description of a case of Gilles 
de la Tourette’s disease. 


The specialist, the general practitioner, and the medical 
student have ail been liberally treated in the matter of manuals 
on venereal diseases. Mr. TuRNER Warwick, in his Handbook 
on Venercal Discases,® has catered entirely for nurses, who up 
to the present have had to search for any information they 
may desire among textbooks whose wealth of technical details 
renders them inconvenient foundations to knowledge. In the 
numerous venereal disease clinics scattered. throughout the 
country there are working many nurses and orderlies whe will 
welcome the opportunity Mr. Warwick has provided for their 
obtaining information concerning the general principles that 
underlie the diagnosis and treatment of venereal disease. Move- 
over, this book deals not only with the clinical side of the 
subject, but also with questions that concern public health, 
and should do much to enlist the aid of nurses and orderlies 
jn the fight against venereal disease. . 


Dr. Jorvan’s Text-Book of General Bacteriology®® is a 
favourite book fer students in America, and has had many 
readers in this country in the years that have passed since its 
first publication in 1908. We have now received the ninth 
edition, and notice that it is a little larger than its pyre- 
devessors, that the chapter on the parasitic protozoa has been 
entirely rewritten, and that new material has been added on 
the bacteriology of scarlet fever, erysipelas, and rheumatic 
fever, Otherwise the book has the same appearance and 
arrangement as before. 


A.R.R.C, With a preface by Sir Squire Sprigge, M.D. London: 
Stenghton. 1998. (44 x 7, pp. 287. 2s, net.) aa: Bedder 

» heitrage zum Ticproblem, Von Dr. J. Wilder und Dr. J. Silbermann. 
Berlin: S. Karger. (Sup, roy. 8vo, pp. 100; 2 figures. M.8.40.) 

“4 Handbook on Venereal Diseases. By W. Turner Warwick, F.R.C.S. 
Loniton; Faber and Gwyer, Ltd. The Scientific Press. 1928. (Cr. 8vo, 
pp. xi + 221: 18 figures. 6s. net.) 

1 4 Tert-Book of Generat Bacteriology. By Edwin 0. Jordan, Ph.D, 
Ninth edition, thoroughly revised. Philadelphia and London: W. B, 
Saunders Company. 19c8. (Med. vo, pp. 778; 191 figures. 28s. net.) 


but without ihe syringes, can be supplied for 8s. 6d. 


PREPARATIONS AND APPLIANCES. 


A Forceps For INTRAUTERINE APPLICATIONS. 

Mr. H. J. McCurricu, M.S., F.R.C.S. (Hove), writes: The applica 
tion of glycerin to the interior of the uterus, advocate 

Remington Hobbs for the treatment of infectiows of the endo- 
metrium, has, in my experience, yielded excellent resulis both in 
the puerperal and the non-puerperal types of infection. The 
apparatus described by him, however, has always struck me as 
being rather difficult to use. Owing to the introducer being 
straight, the surgeon’s hand obstrucis his view, and the blades 
of the forceps are so arranged that in withdrawing the forceps 
they may catch the catheter and withdraw it also. The catch 


I found a a 

nuisance, as $Sc 

it was some. 
times difficult 


to release 
without dis- 
turbing the catheter, and its presence made it more 
difficult to ‘feed in’ the catheter. The Sims’s 
speculum and the Hobbs’s anterior vaginal speculum 
require holding by an assistant, whose hands may 
et in the way. I therefore designed the introducing 
cone illustrated here. It is so arranged that the 
surgeon’s hand does not hide the cervix or the tip of 
the catheter. In anteflexion the catheter is passed 
under the forceps and its tip brought up between the 
blades so as to point anteriorly; in retroflexion the 
catheter is passed along the top of the forceps and its 
tip lowered between the blades so as to point back- 
wards. There is no catch, and the blades are not 
rooved. The instrument makes an excellent swab 
older. I use a Cusco’s bi-valve vaginal speculum, 
which obviates the. need for an assistant and thereby removes a 
further obstacle to the view. The external os is dried by wool held 
in this forceps. Clean wool is picked up and applied to the cervix, 
and the soiled wool then dropped in a receiver. This process is 
repeated until the outside of the cervix is clean, then, without 
changing hands, the forceps is used to pick up, introduce, and 
ropel ihe catheter into the uterus. I — have the patient in 
the lithotomy position or in the gynaecological modification of that 
position (that is, feet lower than in the lithotomy position), but 
the Sims’s position would be nearly as good. The catheter contains 
air until] the glycerin passes through it, and some air will be 
expelled into the uterus, but this does not matter at all. It would, 
of course, be possible to fill the catheter with glycerin first, but 
this seems to me io be unnecessary. I . that the method 
described here will considerably simplify the process of applying 
this most satisfactory form of treatment. 
The insirument was made for me by Messrs. Down Bros., Ltd, 


New Giaxo. 
“ Prescription (humanised) glaxo”’ is a new preparation of this 
well-known infants’ food, in which a full content of vitamin D 


‘has been ensured by the addition of ostelin. 


The makers point out that in the past there was a iendency 
to recommend a high content of fat in infants’ food, because only 
by this means could an adequate supply of the antirachitic 
vitamin be cnsured. This high fat feoding, however, defeated 
iis own object, because the excess fat hindered the absorption 
of calcium by forming insoluble calcium soaps. The provision of 
an adequate supply of vitamin D by the addition of a vitamin 
corcentrate, sue’. as ostelin, avoids this difficulty, and also avoids 
the production of digestive disturbances that frequently are caused 
by excess of fat. 

The analysis provided by the makers is as follows: 

Reeonstituted 


Dry powder, 


Proteins ovo ove 14.0 
Lactose ose eco ove ove 59.0 
Moisture ooo coo oe 2.0 

100.0 


The reconstituied milk is therefore very similar to human milk 
in its percentage composition, 


A Sprrir-proor SyrinGe Case. 
We have received from the Security Druggist’s Sundries Company 
(23, Greencroft Gardens, South Hampstead, N.W.6) their atent 
Maxse hypodermic syringe carrier, fitted with a hypodermit 
syringe and a serum syringe and needles. The instruments when 
not in use are attached to a plate, which fits into a metal casé 
containing methylated spirit. The carrier has a patent foot mount, 
which enables it to stand upright secureiy, It is easily open 
and the syringe and needle can be quickly withdrawn and rep 
in the fluid. The specimen supplied to us proved to be | 
fectly spirit-tight in all positions, and the apparatus is likely 
to be a very popular addition to the general practitioner's bag, 
since its coutents can be kept sterile. The price of the completé 
outfit, with syringes, is 17s. 6d.; the patent — with the pla 


STANIFORM. 

Staniform is methyl stannic iodide, and_ the manufacturers 
(Whiffen and Sons, Ltd., London, 8.W.6) claim that it combines 
the well-known usefulness of tin in staphylococca] infection will 
the powerful germicidal properties of iodine, and that it Pog 
indicated generally for use in Jocal inflammations, such as bows, 
ulcers, chafed skin, etc. 


and also as a dusting powder. 


The drug is supplied as an ointmellly 


suece 


conti 

own 
* Be 

@t 


Iy 
or 
if 
pi 
| wl 
he 
ri 
an 
ya 
ge 
| es! 
de 
ap 
ac 
0) 
scl 
foi 
sys 
sio 
| rig 
| dis 
| the 
ca 
the 
at 
org 
] 
| wh 
the 
I 
'the 
see] 
jot 1 
| due 
fou 
teal 
| acq 
esta 
As | 
100.0 the 
of ¢ 
this 
disir 
flavi 
clair 
trea 
was 
of fi 
what 
ham 
lost 
in f 
orga 


{urers 
nbines 
will 
it 1% 
boils, 


DEC. 1, 1928] 


THE TREATMENT OF FRACTURES. 


993 


ON THE TREATMENT OF FRACTURES: 
A PROBLEM OF ORGANIZATION.* 
BY 


_ ERNEST W. HEY GROVES, M.D., M.S., F.R.C.S., 


PROFESSOR OF SURGERY TO THE UNIVERSITY OF BRISTOL. 


On the Acquisition and Application of Knowledge. 


Ix the forward march of human progress it is the pioneer, 


or discoverer of new paths and fresh territory, who holds 
the public eye and captures the popular imagination. But 
if the new discovery is to be of any lasting value the 
pioneer must be followed by an organized band of workers 
who colonize and cultivate the new territory, whether this 
be actual land or a mere domain of knowledge. Quite 
rightly we shall always regard Columbus and Cabot as 
amongst the greatest of the world’s heroes, but the practical 
value of their heroism would have been wasted if successive 
generations of seamen, engineers, and colonists had not 
established an easy and safe route to the New World and 
developed its resources. Thus it is, too, in matters of 
applied science—it is only given to the fortunate few to 
acquire new knowledge, but it is the duty of those who 
come after to see that this new knowledge is applied. 

There is no doubt some danger at present in medical 
science of the attention being so concentrated on the quest 
for new knowledge of hidden mysteries that the patient and 
systematic application of knowledge already in our posses- 
sion about everyday ailments may be neglected. It is quite 
right that ceaseless work should be expended on trying to 
discover the cause and cure of cancer, but we must never- 
theless remind ourselves and instruct the public that the 
causation and treatment of tuberculosis are known, and 
that we ought to apply knowledge already in our possession 
at the same time that quests for new knowledge are being 
organized, 

For the moment, however, I wish to discuss a problem 

which is even simpler than that of tuberculosis—namely, 
the treatment of fractures. 
_ In this matter it may be well to begin by considering 
‘the conditions and lessons of the late war. There was no 
igreat medical problem at the beginning of the war which 
seemed so hopeless as that of the treatment of gunshot 
fractures, and there was certainly none which by the end 
jot the war was so satisfactorily solved. And yet, when we 
come to ask, ‘‘'To what discovery was this happy result 
due? ’’ we are forced to admit that there was no new thing 
found, but that the whole progress was due to organization, 
team work, and the training of workers. It was not the 
acquisition of new knowledge, but the application of well- 
established principles which turned failure into success. 
As far as I know, there was no new discovery made about 
the treatment of fractures during the war. The importance 
of early excision of infected wounds was established, and 
this seemed to be more important than any of the chemical 
disinfectants—hypochlorates, hypertonic salt, bipp, or 
flavine—each of which proved useful, but could not bo 
claimed as essentially new. Probably the Carrel-Dakin 
treatment, combining mechanical with chemical cleansing, 
was the nearest approach to a new discovery in the realm 
of fracture treatment. 

On the other hand, progress was definitely hindered by 
What at that time was a comparatively new method— 
namely, the plating of fractures—and many limbs were 
lost or ruined before this was finally set aside. Success 
in fracture treatment during the war was achieved by 
organization, team work, the training of new men, and the 
segregation of difficult cases in special hospitals; this 
stecess was made possible by the fact that the general 
contro! of fracture treatment was entrusted to one (our 
own revered emeritus president) whose unrivalled know- 


*Being the presidential address to the British Orthopaedic Association 
@t Liverpool, October 19th, 1928, 


ledge of how to treat fractures was only equalled by his 
wonderful capacity for knowing how to deal with men 
both men above him, in brass hats, and the mea be! 
him, in hide-bound traditions. 

I think that we are all convinced that t!o fracture 
problem of to-day is one like that of the wei, ia tue it 
requires not new knowledge, but the organized «, plication 
of the knowledge we already possess. It iequiies the 
segregation of cases, the training of team wai kcrs, and the 
systematic tabulation of results. We want not merely a 
collection of z-ray records, but an accurate knowledge 
of functional results. 


The Arguments for Reform. 


Before discussing the details of reorganization of. the. 


teaching and practice of fractures it may fairly be asked, 
What evidence exists that such reform is necessary? Natur- 
aily the first.argument which springs to the mind is tue 
very great number of bad fracture results which are 
constantly met with in practice. The stiff shoulder-joints 
with the arm tied to the side, the fixed elbow-joint, the 
pronated hand, the unreduced Colles’s fracture, the un- 
united neck of the femur, the short leg, the crooked shin, 
and the everted backwardly displaced foot—these are cou- 
ditions which we are consulted about perhaps ones or 
twice every week, and in nearly all we are oppressea with 
the thought that prevention of such deformities would 
have been easy, but that complete cure is aimost ity: s- 
sible. In the great majority of these cases the original 
fault has been a matter of neglect or oversight. ither the 
patient has been in a large hospital, wire ie in the press 
of work he has been relegated to the care of a junior 
resident and hurried out at the earliest possidle, moineit, 
or he may have been in a small country hospital, where 
he was splinted and made comfortable for the time being, 
in the happy belief that if he did not make a good recovery 
he could be transferred elsewhere later on for ** orthopaedic 
treatment ’’; in a small minority of cases the fault has 
been that of attempting too much. An open or a com- 
minuted fracture has seemed to call for operative treat- 
ment, and this has been undertaken without the expericnee 
and training which are necessary to justify such. 

The mere collection and review of any series of bad 
fracture results must, then, lead to the question as to 
frequency of such disasters, and whether it is sufficiently 
great to justify a demand for reorganization of the frac- 
ture service. And here we are at once faced with what 
in itself constitutes a strong reason for reform—namely, the 
absence of any systematic records of after-results. We 
really do not know what proportion of cases of broken 
limbs leads to permanent or to partial incapacity. And yet 
from an economic or industrial point of view this is surely 
important information which we ought to be able to get. 
Does there exist in this country a single hospital or frac- 
ture service which collects and tabulates the resuits of 
its fracture cases one year after the injury? Such 
information would be invaluable, both for noting the type 
of injury which gives the worst final result, and especially 
as a standard of comparison with which new methods and 
organization could be compared. 

We certainly know that in most places, including the 
majority of the teaching and municipal hospitals and all 
the small hospitals, there is no attempt at organization of 
tho immediate or the after treatment of fractures. There 
is no segregation, or team work, or systematic following up 
of cases. In fact, all those features of organization which 
the war taught us to value are conspicuous by their absence 
in modern civil practice. 

Thero is, then, ample evidence of the need for improve- 
ment in the fracture service of this country, and we shall 
be justified in considering how this improvement may best 
be brought, about in relation to different types of hospital 
and in general practice. 


The Teaching Hospitals. 
The university. teaching hospital is usualiy one which 
contains about 300 to 500 beds, and it has long been 
obvious that the right policy to be adopted there is the 
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provision of a fracture department of a suitable size to 
deal with in-patient and out-patient fracture cases. The 
actual number of beds to be set aside for fracture work 
would probably be about 10 per cent. of the whole. It 
would be unnecessary and undesirable to make any rule 
that all fracture cases must go to the fracture wards. The 
department would be there, and the cases would go there 
naturally if the work was well done. The very great 
majority of general surgeons would be only too glad to rid 
their wards of fractures, although they might wish occa- 
sionally to keep some special case in their own hands. 

The personnel responsible for the fracture department 
would consist of a surgeon, an assistant, a resident, sisters, 
an officer in charge of the physiotherapy, and the massage 
staff. In addition to these there ought to be a registrar, 
with sufficient clerical staff to carry out a regular tabula- 
tion of results with a good follow-up system. Every student 
would have to act as a dresser for two or three months, 
and during this time he would see both the in-patient and 
out-patient work; he would assist in putting up fractures 
in the first place, and he would see the after-treatment and 
the late results. This is, of course, no novel plan, Its 
adoption has been urged ever since the war. The reasons 
in its favour are convincing, while the arguments against 
it are so weak that it really no longer presents a debatable 
proposition, By providing a department the very raison 
Wétre of which is the study, treatment, and cure of 
fractures, each patient admitted to the department would 
be. assured of the best possible chances of a speedy 
recovery. On the other hand, in many of the teaching hos- 
pitals now the heds are overcrowded; the fracture case is 
regarded as a nuisance to be dealt with by a resident, who 
himself is probably more interested in abdominal work, and 
whose chief aim is to avoid blocking the beds with frac- 
tures, If, in spite of his vigilance, a fracture case is 
admitted, his next aim is to shift it as quickly as possible 
to the limbo of a general out-patient department or to a 
Poor Law hospital. Very naturally, then, if a fracture 
has been put up in plaster or other splint in a teaching 
hospital and then sent on to a Poor Law hospital, the 
medical officer at the latter institution, who is overdriven 
with routine work, will be content to carry on without 
himself making any critical examination or initiating any 
fresh treatment. 

The present education of the student, too, is most unsatis- 
factory in relation to fractures; he often never sees any 
treated except in the casualty department, and then only 
for a brief moment. More often his experience of fractures 
includes seeing some difficult case operated upon while the 
more ordinary ward cases are wrapped up and got rid of, 
No wonder that when he comes to practise himself he 
carries out the same ideas—that is, if he is cautious, he 
always contents himself with giving some sort of rough 
and ready first aid, and then tries to find out how he can 
send the patient away to someone else. Tf he is adven- 
turous and the patient is a suitable one, he will suggest 
doing an open operation, and provides himself with some 
plates and screws for the purpose, 

If the argument for a special fracture department is so 
strong at every teaching hospital, if it will improve the 
quality of the treatment and expedite the patient’s 
recovery, if it will improve the teaching of students and 
train practitioners to know this part of their work—then 
we nay well ask why this reform has not been adopted long 
ago in all our chief institutions. The reasons must be of 
an obseure character, because they have never been put 
into plain words by those who deprecate any change. 
Probably reluctance on the part of the surgical staff to 
specialize in fracture treatment, together with a shortage 
of beds, are the two main factors which tend to block 
progress ; but in this respect there is a very definite indica- 
tion of a steady change in the right direction. Many of 
the teaching hospitals have now got either a fracture ward 
or else an orthopaedic department to which fractures are 
sent. In most cases the number of beds available for frac- 
tures is wholly inadequate, but this is being generally 
remedied. L would like to emphasize this one point very 
strongly: most hospitals now have 10 to 15 per cent. 2 


their beds occupied by fractures, and it will not necessitate . 


any provision of fresh beds if this 10 per cent. of the cases 
be put together in the same wards instead of being 
scattered about all over the hospital. 


Municipal Hospitals, 

It is quite cle.r, however, that the teaching hospitals, 
together with the other large voluntary hospitals, cannot 
deal with all fracture cases or even all of those of a 
serious character—for example, fractured spine, pelvis, 
femur, and tibia. At any rate, the voluntary hospitals 
cannot keep such cases for the full period necessary for 
functional recovery. Under existing arrangements one 
of two things happens. Either the bad case is refused 
admission to the overcrowded voluntary hospital and is 
sent direct to the municipal hospital, or, more commonly, it 
is first taken to the voluntary hospital, and then, after 
a few weeks, it is transferred to the municipal hospital, 
Sooner or later, therefore, the municipal hospital must take 
over many serious cases of fracture, and these will, of 
course, be just those which require the greatest care and 
skill in their treatment. The majority of municipal 
hospitals are, however, very much understaffed. — For 
example, a municipal or Poor Law hospital of 500 or 600 
beds often only has four whole-time medical officers and 
four visiting consultants—a total staff of eight, as com- 
pared with the twenty-five or thirty men who are on the 
staff of a voluntary hospital of the same size. In these 
circumstances it is almost impossible for fracture cases to 
receive anything but the most perfunctory treatment, and 
usually this is only of an expectant character, The remedy 
for this state of affairs is not difficult to suggest, but 
very difficult to carry out. 

In the first place there ought to be a definite co-operation 
between the voluntary and municipal hospitals. Whatever 
else this includes it should certainly imply an active liaison 
between the staffs of the two types of institution. The 
surgical staff in charge of the fractures at the voluntary 
hospital should be consulting surgeons to the municipal 
hespital, and should superintend the work at both places. 
Tt will then be a matter of local circumstances whether bad 
fractures first go to the voluntary hospital and are later 
transferred to the municipal hospital, or whether from the 
outset certain types of fracture—for example, those of the 
femoral neck, pelvis, or spine—should from the outset go 
to the municipal hospital. The main and essential point is 
that in every city and large country town there should be 
secured a single fracture service for working-class patients. 
This would be carried out by a team of men working under 
a single chief, and the work would be partly done at_ the 
voluntary or teaching hospital and partly at the Poor Law 
or municipal institution. At the latter place there should 
be full provision for functional after-treatment—curative 
workshops where men during their recovery could be kept 
usefully employed, instead of drifting into that hopeless 
condition of compensation neurosis which awaits so many 
who are sent home with nothing to do. In any case sueli 
a man is a charge on the community during his invalidity, 
and it would really be much more economical to keep him 
at an institution where he is trained to resume work than 
to allow him to become a waster. 


The Smaller Hospitals, 

The problem of fracture treatment at the smaller 
hospitals in country towns is becoming more important 
every day, because of the large number of motor accidents 
which occur almost at their doors; and in the country 
hospitals there is a definite selective influence by which 
only the worst cases remain for treatment. The injured 
person fs usually far from home, and his own wish is to he 
removed to an institution near his home; this may be 
effected after treatment has been given. Therefore a large 
proportion of the fractures in country hospitals are of a 
serious character. The character of these smaller hospitals, 
the extent of their equipment, and the work turned out 
by them varies very much in character. Some of them are 


modern and very well equipped; others are certainly bad, 
and if it were not for the protective halo of our cherished 
voluntary system they would be reformed or abolished. 
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Probably in the better type of country hospital the frac- 
ture work compares very favourably with that done in the 
teaching hospitals in the service of men not interested in 
fractures; but, on the other hand, there are many small 
hospitals where the treatment is very bad. This may be 
due to faults in the personnel or in the equipment; it is 
much easier to deal with the latter than the former. It 
should be generally conceded that, except as a temporary 
emergency, no serious cases of fracture should be admitted 
to a hospital which is not provided with an a-ray plant 
and a proper supply of splints and appliances. An elaborate 
aseptic operating theatre is certainly not necessary. The 
matter of personnel is one of great difficulty, chiefly 
because, in the type of hospital in my mind—that of about 
twenty beds in a town with a population of two or three 
thousand—all the general practitioners are on the staff, 
and it is difficult for one or other to act as a specialist or 
consultant for the other. 

Probably the easiest solution of the difficulty is the 
appointment of a resident house-surgeon who has a good 
knowledge of fracture work. Such a man will be of in- 
valuable assistance to the whole staff, who will be only 
too glad to let him carry out routine fracture treatment. 
Unfortunately a large number—and I would say the 
majority of recently qualified men—do not possess this 
requisite knowledge, or, rather, practical experience. This 
brings us back to the first part of my thesis—namely, that 
our teaching hospitals do not give a student enough prac- 
tical fracture work to fit him for this part of his profession, 
If we are asked where a man could go to in this country 
to get a three months’ intensive post-graduate training 
in the treatment of fractures, we should have to admit 
that there are very few such places. Now this is 
certainly a most serious indictment cf our surgical 
educational system. 

To return to the small hospital and its fractures. At 
present what happens at the less satisfactory of these 
institutions.is that fractures are put up within the first 
few days of admission and then nothing further is done 
for perhaps six to eight weeks. If at the end of that time 
marked deformity is revealed when the bandages are 
removed, or the patient gets up, the case is sent off to a 
specialist at some teaching centre for further treatment. 
Such conditions as fracture of the neck of the humerus 
with bad position and a stiff joint, forearm bones with 
crossed union, an unreduced Colles’s fracture, an un- 
united neck of the femur, a shaft of the femur with 
two or three inches overlapping, a malunited fracture of 
the tibia, or an unreduced fracture-dislocation of the ankle 
are Common instances of serious crippling deformities which 
would have been comparatively easy to deal with during the 
first few days after injury, but which are not only diffi- 
cult after several months, but at that period can seldom 
be restored to full functional recovery. Every case of 
fracture in which reduction and good position has not 
been attained by the end of the second week ought to 
have further treatment other than mere laissez-faire, and 
in the case of the small hospitals some arrangement should 
be made by which a consultant’s opinion can be called for 
without any loss of prestige on the part of the practitioner 
in charge. This might be arranged by the national health 
insurance authorities, or else by the accident or compensa- 
tion insurance companies, in whose interests it surely is 
that these cases should be quickly and efficiently brought 
to recovery. 


The Relation to the Insurance Companies, 

This opens up another point of view about the treatment 
of fractures. A man has a motor accident in which he 
sustains a fracture. If he is a better-class patient and 
is conscious after the accident, he is taken to his own 
doctor or to a nursing home, and the cost of the treatment 
Which he undergoes is ultimately borne by the insurance 
company, But if he is far from home, or if he is a work- 
ing man, he is taken to hospital, and it usually happens 
that all professional attendance is given gratuitously, the 
insurance company merely paying for loss of time om the 
Seale of the Workmen’s Compensation Act. It frequently 
occurs that the gravity of the case is overlooked, and that 
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the fracture is put up in such defermity that the patient 
is either permanently crippled or else has to be sent to 
another institution for corrective treatment, which seldom 
gives such a good iesult as if the case had been efficiently 
treated from the outset. Surely, as a mere matter of 
economy, it would pay the insurance socicties, in which 
should be included the national health insurance authority, 
to safeguard themselves in this matter. This could be 
done to some extent by providing for the services of a 
consultant in all severe fracture cases, soon after the 
accident, instead of delaying until a bad, result is in- 
evitable. Still better would it be if in all large centres 
of population good fracture clinics could be provided where 
the best treatment could be given in the first place, and 
where after-care until the patient is restored to work would 
be provided. Such an institution is actually in existence 
in Madrid, and is supported partly by a Government 
grant, but chiefly by the insurance societies. It is very 
desirable that some of the chief insurance companies should 
be persuaded, as a first step in this direction, to draw up a 
table showing the number and classification of their frac- 
ture cases, the length of time taken for recovery, and 
the cost of such cases during invalidity IT am confident 
that such a statistical inquiry would go a long way towards 
convincing the companies concerned that it would be in 
their own interests to help in the working out of some 
such scheme as has been suggested. 


An Ambulonce and X-Ray Service. 

As far as I have been able to learn, many of the 
ambulance first-aid services have not modified their methouds 
since the lessons of the war. In towns where accident 
patients have not far to be carried this is perhaps no great 
matter, but when fracture cases have to be transported for 
many miles over country roads we may well ask why it is 
that the Thomas splint is not used instead of the Liston. 
This point has been recently brought to my mind by a 
vigorous letter from my friend and fellow student Pearson, 
who writes urging this belated reform upon the overseas 
branch of the St. John Ambulance. The essential nature 
of good g-ray work, both in the first diagnosis and also in 
the after-treatment of fractures, is generally admitted, and 
the equally important pro, ision of a good ambulance service 
is also necessary, Both these thines are to hand in all 
cities and large towns, but they are often difficult to obtain 
in the country districts. Patients after ah accident zre 
frequently taken to their own homes, and sometimes—for 
example, in an injury to the hip-joint—it is not poss:ble 
to be sure of the diagnosis without « rays. It ought to be 
possible to provide a portable g-ray apparatus which cou!d 
be taken to such patients, and then, if serious fracture is 
discovered, the same motor ambulance could, if necessary, 
move the injured man to the nearest suitable hospital. 
The proviston of such a service should be a part of cur 
national hospital system; unfortunately, however, such a 
system does not exist, and the voluntary hospitals are over- 
burdened already with the struggle for existence, and have, 
moreover, no sense of responsibility for national schen.es. 
The charge would therefore have to be made out of the 
county rates, supplemented by the insurance funds. 


Conclusions. 

T am very sensible of the fact that I have been preaching 
to the converted, and that in the main I have only been 
saying what has been said so much better by our founder, 
Sir Robert Jones. But reforms do not come in a day, aad 
it is better to repeat what we know -to be true than to 
remain silent because good advice is not acted upon 
immediately. 

We know now how fractures ought to be treated, and 
that correct treatment will save personal disablement aiid 
economize loss. We know, too, that organization, segrega- 
tion, and team work are the essentials of good fracture 
work as much in peace time as in war. I have therefore 
thought it my duty in the high office you have confer.es 
upon me to repeat these things you know so well, in the 
hope that we may be further stimulated to work for tue 


much-needed reforms, 
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THE ASSOCIATION IN 192s. 

MepicaL men and women owe it to themselves to give 
# few minutes’ thought every now and then to what 
is being done on their behalf and for the public good 
by the professional body which speaks in their name. 
Our present object is to offer them some material for 
consideration, but not to enter into details. An 
urticle of a few hundred words that tried to cover all 
the manifold activities of the British Medical Associa- 
tion during the past twelve mouths would make dull 
reading: it would be a mere catalogue, ‘* a plate of 
bones.”’ The full record of the year’s work will appear 
next April in the Aunual Report of Council, and in 
this brief survey we shall only point out some recent 
landmarks to those readers who are not as familiar as 
they might be with what goes on at the centre and 
af the periphery. By so doing we may perhaps give 
them also a better insight into the spirit and purpose 
of the great piece of living machinery known through- 
out the world as the B.M.A. 

Speaking generally, it has been a year of con- 
solidation and of progress along accustomed lines. 
There are no spectacular victories to record. Member- 
ship has grown by a thousand, and is now 34,500, so 
that in the past ten years there has been a total net 
gain of more than 14,000. Material resources expand 
with rising numbers; fresh activities open out, and 
new forms of service can be undertaken. When the 
centenary comes in 1932 the total ought to be 40,000 
at least, for the field of recruitinent is still large, and, 
unless we are mistaken in our judgement of the youth 
of to-day, the aims of the Association should make a 
special appeal to the generation of medical students 
who graduate during the next few years. Side by 
side with the growing membership there has been a 
steady growth of work at headquarters and a stirring 
of interest within the Divisions and Branches. From 
ull parts of the country signs have come of vigorous 
life. We would not say that medical polities make 
a stronger appeal to the general body of members, but 
in the scientific and social spheres 1928 has scen a 
remarkable increase of local activity. Pages of our 
Supplement have been filled each week with notices 
of Jectures, debates, demonstrations, and post-graduate 
courses, or of dinners, danees, golf matches, and excur- 
sions. A debt of gratitude is surely owed to the 
honorary officers in town and country who give 
time and trouble to the task of bringing their neigh- 
bours together by such admirable means. We may 
note also as a healthy sign of the times the dis- 
position among individual members to make personal 
contact with the Head Office, both by requests for 
information and advice on professional matters, and 
by their ever-increasing use of the Association’s 


Library, whose lending department has abnost trebled: 


its output in the last six years. Another means 
whereby members at the circumference can be 
brought into touch with the centre is the collective 
investigation of a clinical problem. Two very profit- 


able inquiries of this kind have been set on foot this 
year by the Association, one into the treatment of 


Brivies 
Mepieat 


varicose ulceration, and the other into the after. 
history of gastro-enterostomy cases. Useful informa. 
tion was also supplied by individual doctors in response 
to the questions drawn up by the Association’s Com- 
mittee on Puerperal Morbidity and Mortality when 
preparing its final report. 

The leading event of the Association’s year, its 
Annual Meeting at Cardiff under the presidency of 
Sir Ewen Maclean, was an unqualified success—well 
planned, well attended, and thoroughly imformative 
in the elinical and scientific part of its programme. 
In this latter respect our organization does notable 
work for medicine. Every summer it visits a medical 
centre, and becomes “‘ a gathering-point of specialized 
minds *’ and a clearing-house for new knowledge and 
new ideas; thus the Association fulfils one of its 
primary duties to the members at large. Our South 
African colleagues, following the lead of the parent 
body, held their first annual scientific meeting under 
ihe new constitution at Bloemfontein in March. 
Among many other services to medieal science—apart 
from weekly publication of the British Medical Journal 
and periodical issue of two special journals—the Asso- 
ciation at home has sent lecturers to Branches and 
Divisions throughout the country, and has added to 
the number of scholarships, prizes, and grants which 
is awards for the encouragement of research and 
clinical observation. A beginning has also been made 
with a series of articles in the lay press intended to 
guide the public in matters of general health. 

On the political side (using the word in its widest 
scnse) much useful work has been done in committee 
and elsewhere. A conference was held in June to 
discuss contributory schemes for hospital benefit, and 
medical representatives of 200 voluntary hospitals in 
Great Britain and Ireland attended. The Insurance 
Acts Committee has kept guard over the interests 
of panel practitioners, and nothing that bears upon 
insurance medical practice—whether it be the revision 
of disciplinary procedure, or allegations in respect of 
excessive sickness claims, or a questionable phrase 
in the latest bill—has been allowed to go by default. 
In like manner a special committee is watching the 
scheme for local government reform now before 
Parliament, and two memorandums of evidence were 
submitted to the Royal Commission before it finally 
reported, The encroachments upon private practice 
by local authorities are under investigation by another 
special committee, whose interim report is now before 
the Divisions. One more document may be mentioned 
here-—the Association’s memorandum on noise in 
relation tq the health of the community, which has 
aroused great public interest and widespread support 
in the newspapers. Lastly, among the visible (and 
audible) activities of 1928 at headquarters we must 
record the rapid progress made with extensions to the 
Association’s building in Tavistock Square, and the 
enlargement of the Scottish House in Edinburgh. 

So much for a single year’s work. Of the 
position generally it is true to say that no other 
voeational organization can be compared with the 


British Medical Association in respect of the scope 


and variety of its work, or its standing in the eyes of 
public authorities. It comprehends every aspect of 
professional life. Its conjoined aims are to advance 
the science and practice of medicine, to promote 
social intercourse among the members, to defend 
their interests, 2nd to uphold professional standards. 
And beyond «ll these it stands for the publio 
welfare. As Sir Robert Philip reminded us lately ab 
the autumn Council dinner, this great organization 
a hundred years ago was simply a concept within the 
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brain cells of a young man: ‘ Charles Hastings did 
‘not seek material advantage; he had a_ spiritual 
inspiration.”’” Ten years ago the British Medical 
Association, like every other institution, was suffering 
from the effects of a war unprecedented in scale and 
intensity. It has now far more than regained such 
ground as was lost, and is flourishing as never before. 
Nothing, however, could be worse than to end on a 
note of complacency, or to imply that material 
success, such as we see around us to-day, is all that 
matters. Charles Hastings had an inspiration. 


THE LOCAL GOVERNMENT BILL AND 
HEALTH ADMINISTRATION. 


In a leading article in the Journal of November 10th 
(p. 854), written before the Local Government Bill, 
1928, was introduced in the House of Commons, we 
anticipated that the proposals of the Government 
would follow certain general lines, and the text of the 
bill shows that these anticipations were correct. The 
bill—that is, the measure applicable to England and 


Wales, but not to Scotland—is now under discussion . 


in Parliament, and has been strongly attacked by 
both sections of the Opposition, as was to be 
expected, since it is the principal measure of the 
Government just prior to a general election. It 
is unfortunate that the concentration of attack 
mainly upon the financial aspects of the bill tends to 
divert attention from the very important provisions for 
the reform of local government machinery. It is only 
with these provisions so far as they affect health 
administration that the medical profession, as such, is 
concerned; and it may be said at once that, broadly, 
they will have the support of the British Medical 
Association, in so far as they are a step towards that 
unification of health administration which the Associa- 
tion has made its aim for so long. The whole object 
of any suggestions the Association has to offer is to 
make the bill a more effective instrument in securing 
the practical efficiency of health services. Some 
moditications of the bill seem essential if grave danger 
to these services, including the provision and manage- 
ment of hospitals, is to be avoided. 

There are three aspects of the bill in its relation to 
health administration to which the attention of the 
medical profession will be mainly directed. One of 
these is its effect upon the position of medical officers 
‘of health and of Poor Law medical officers as regards 
‘their status, and their transfer, compensation, and 
superannuation if their offices are disturbed. The 
provisions of the bill in this respect may be regarded 
as almost entirely satisfactory. The interests of 
existing officers are secured; and the clause relating 
to the expediting of the appointment of whole-time 
medical officers of health, though it might with advan- 
tage be somewhat more specific as to the nature of 
the arrangements to be formulated, is clearly a great 
advance in the direction which the Association has for 
luany years indicated as desirable. The Association 
will need, however, at a subsequent stage, to be 
watchful lest its general principle that whole-time 
medical officers should not undertake domiciliary 
Practice is violated. 

The seeond aspect of the bill in its relation to health 
Matters concerns its main proposals for changes in 
administrative machinery with regard to both form 
and function. Here there is unfortunately room for 
some disappointment and need for early activity. 
Poor Law guardians, as such, are to be abolished, 


and their functions transferred to the councils of 
counties and county boroughs, but there is no 
guarantee of that ‘* break-up of the Poor Law,’’ as 
it has been called, without which there will still be 
much overlapping and reduplication of provision of 
health and other services. The new authorities may, 
if they wish, give assistance under the Poor Law in 
respect alike of attention to health, of hospital accom- 
modation, of educational provision, and of money, 
food, and shelter, as one miscellaneous whole and 
through one entirely new Public Assistance Committee, 
instead of attending to all health matters under the 
Public Health, Maternity and Child Welfare, Mental 
Deficiency, and other Acts through the appropriate 
committees, and to educational matters through the 
Education Committee, leaving only the more material 
and immediate relief to be continued by way of the 
Poor Law. Indeed, this conglomerate method of 
administration, which perpetuates most of the old 
evils and leads but a little way towards the unification 
of health services, appears rather to be encouraged by 
the bill, though permission is given to authorities to 
adopt the alternative and only satisfactory method. 
In the case of counties, too, which may contain large 
urban districts or boroughs, which are themselves 
satisfactorily conducting health services within their 
boundaries, the council of the county may proceed 
to establish and manage alternative health services 
covering the same areas or families, instead of being 
compelled to delegate to the councils of such county 
districts all functions similar to those which they are 
already administering with success. Further, though 
councils are to be permitted to place on their com- 
mittees (even on. the Public Health Committee, on. 
which this has not hitherto been allowed) persons who 
are not members of the councils themselves, there is 
no guarantee that this will be done, so that there may 
very likely be committees dealing with the supply and 
management of hospitals on which there is no one who 
has any knowledge or experience of such work, or has 
any acquaintance with the opinions of hospital staffs 
and other interested practitioners. 

As was stated in the leading article to which we 
have already referred, the British Medical Association 
regards it as highly important that these principles of 
distribution of functions, of delegation of functions, 
and of co-optation on committees should be made com- 
pulsory on authorities instead of merely permissive. 
A fourth principle previously mentioned as having 
been put forward by the Association was that a 
statutory local inedical advisory committee should be 
established in each area. This matter is not dealt 
with in the bill in any way. In present circumstances 
it may be found desirable not to press for this, espe- 
cially as a satisfactory alternative may be provided 
by Divisions of the Association being urged to secure 
more effective and constant co-operation with local 
councils in health matters. 

The third aspect of the bill in relation to health 
administration is the effect which its financial pro- 
visions may have on the efficiency of health services. 
The system of block grants over quinquennial periods 
is to be substituted for annual grants-in-aid. Under 
this system it will be possible for a council, if it wish, 
to spend but little money on health services and to 
divert the grant to, say, highways. At a time when 
many authorities have done little, or even nothing, 
with regard to mentally deficient persons or to mater- 
nity or infant welfare—when, indeed, they have no 
statutory duty with regard to the latter except to 
set up a committee—this may in some areas lead to 
lamentable neglect. Further, the present power which 
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the Minister of Health has of withholding grant in 
eases of proved inefficiency will be abolished, or is 
mide by the bill so remote and conditioned as to be 
wholly ineffective. The education service is exempted 
from this alteration to the block grant, and it has been 
suggested that certain of the health services should 
also be exempted for a limited period of vears. It is 
at least true that there is grave danger to the needed 
development of such essential services unless this is 
done, or unless the Minister secures to himself further 
controlling powers in this connexion. We rejoice that 
Mr. Chamberlain, in his speech on the second reading 
of the bill, has undertaken that this matter shall 
receive sympathetic consideration. f 


‘THE KENG’S ILLNESS. 
No calling has warmer feelings of loyalty ‘to the 
Crown than the medical profession, and the syimpa- 
thetic interest shown by members of the Royal 
Family in the progress of medicine and the relief of 
suffering has endeared them to us all. The King’s 
illness, therefore, is a matter of personal coneern to 
our readers. They will have gathered some idea of 
the nature and course of the malady from the brief 
but explicit bulletins, issued regularly since the 
evening of Wednesday, November 21st, by Lord 
Dawson and Sir Stanley Hewett, who have throughout 
been in attendance upon His Majesty at Buckingham 
Palace. 

The public nowadays expects to be taken into the 
doctors’ confidence when the Sovereign is ill; and to 
any observant medical eve the recent bulletins, though 
necessarily restrained, have been informative, pointing 
to a serious infection such as must give rise to natural 
anxiety. His Majesty, it appears, was not in his 
usual health on November 17th, and began to suffer 
from what is called in homely speech a feverish cold. 
By November 21st there were definite signs of con; 
gestion in one lung, with some pleurisy. 
increase of fever on November 24th the inflammation 
of the pleura tended to increase. By that time 
bacteriological tests had been made, and the clinical 
diagnosis was confirmed by x-ray examination. 

Doctors know well that an infection of this kind is 
always serious in a patient over 60 vears of age. Many 
of our readers will be aware also that such infections 


we rather different to-day from those observed ten. 
It is very difficult to. any precise’ 


years: ago. 
limit to the probable duration’ of ‘the. illness; its 
tendency is to ebb and flow, and part. of the anxiety 
of those in attendance centres round the length of 


these phases. While specific treatment appears to 


have some effect in controlling the force and intensity 
of the infection, such measures cannot of themselves 
bring it to an end. 

Our study of the bulletins (including the tempera- 
ture records) up to the time of going to press leads 
us to infer that the force of the infection is gradually 
spending itself, and with maintenance of the 
patient’s strength we may look for a favourable issue, 
though early and dramatic signs of improvement are 
unlikely. Meanwhile the affectionate thoughts of 
every member of the Association will be with the 
King our Patron, and the Queen; and as doctors we 
shall wish to give a message of confidence to the 
coHeagues who bear the heavy strain involved. in 
attendance at the Royal bedside. 


With an’ 


PROBLEMS OF THE SLUM. 
fr may be remembered that at the autumn dinner of the 
British Medical Association last year, Mr. Chamberlain, 
speaking as Minister of Health, stated that the supply of 
new houses was becoming so nearly adequate that he pro- 
posed in the immediate future to take action in regard to 
the very urgent matter of dealing with slum areas. He 
appealed to the medical profession, along with others, to 
help in this by expert knowledge and advice, and by 
assisting to create a proper and encouraging public opinion, 
It would scarcely be possible to have a better aid in this 
direction than the volume entitled The Slum Problem,' 
by Mr. B. S. Townroe. It has a short commendatory 
introduction by Sir J. Walker Smith, formerly Director 
of Housing at the Ministry of Health, and Mr. Townroe 
has himself had experience in that department of the 
Ministry, and has also for several years been chairman of 
the Housing Committee of the Hampstead Borough Council, 
and acted as consultant to the Building Research Board. 
Such an experience may be taken almost as a guarantee 


that the book contains facts on which reliance may be 


placed, and suggestions which are well balanced and 
practical. The problems of the present situation with 
regard to slum areas are extraordinarily difficult; their 
exposition correspondingly demands qualities which are 
not universal possessions. They lend themselves to easy 
generalizations and facile statements which may pass on 
the political platform, or even in Parliament, as evidence 
of good intentions, but do not contribute in ‘any way to 
curative or ameliorative action. Mr. Townroe’s book is 
intended to supply speakers and writers on its subject, 
members of local authorities and housing committees and 
associations, and others with information which can be 
turned to practical use. It may be strongly recommended 
also to medical men and women who are interested in 
health administration and propaganda, but who some- 
times do not know as much of housing matters as of some 
others, and to elementary school teachers, who are not 
always sufficiently aware of the home conditions of some of 
the children in their charge, though these conditions, as 
was demonstrated by a report of the Medical Research 
Council,? influence the intelligence of the children to an 
extent of the order of one-third. It is an important con- 
sideration that progressive improvement in home condi- 
tions should react favourably, not only on health, but on 
intelligence. The complacency with which certain large 
industrial, or even residential, towns proclaim themselves 
as being ‘‘ without a slum” is a little disquieting. It 
depends, of course, on the definition. It is possible for 
a lord mayor or mayor so to define a slum as to be able 
truthfully to say that there is none in his city or borough. 
Mr. Townroe quotes a definition, but it is not an exact one, 
‘and he deals broadly with his subject so as to include rural 
as well as urban conditions, whether they are due to the 
ancient timbered house, to back-to-back erections, to the 
cul-de-sac, to jerry-building, to the rows of depressing 
hovels* in many mining villages, or to any other cause. 
Some localities are obviously much better than others, and 
the authorities of such places, whether their advantage be 
due to good fortune, or wisdom, or both, are to be con- 
gratulated. In some of the worst towns the local authority 
has made alinost heroic efforts to cope with the worst spots 
therein, and they are heartily to be commended. So are many 
voluntary associations and individual landlords of property 
which, without’ assiduous and personal attention, would 
inevitably have so deteriorated as to have become unfit for 
human habitation. Yet the conditions over large areas 
remain appalling. As a metropolitan sample may be taken 


1.The Slum Problem. By B, 8. Townroe, M.A., Hon. A.R.LB.A, With an 
introduction by Sir J.. Walker Smith, M.Inst.C.E., F.S.I. London: 
Longmans, Grecn and Co,, Ltd. 1928. (Cr. 8vo, pp. 220. 6s. net.) : 

2 Medieal Research Council. Special Report Series, No. 74. The Relation 
between Home Conditions and the Intelligence of School. Children 
London: H.M. Stationery Office. 1923. 1s. net. 
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the ** Report on and Survey of Housing Conditions in the 
Borough of Shoreditch,’’ recently published by the Wear- 
dale Press. The Hoxton conditions are no doubt very 
distressing because ‘‘ the problem of housing is inextricably 
interwoven with that of sheer poverty, often of landlord 
and tenant alike,’’ but they are not unique or even peculiar. 
Such reports as this are valuable as arousing opinion to the 
need for immediate and drastic action; but there is often 
a tendency to assume that the one cause is bad Jandlordism, 
and the one remedy a supply of money. Great merits of 
Mr. Townroe’s book are that he does not allow us to forget 
that slums may be made by errors of conduct as well as by 
errors of structure, that under the former heading it is 
the tenant at least as often as the landlord who is at 
fault, that under the latter heading planning and lay-out 
may be as important as actual building, actual experience 
having proved that 85 per cent., or even more, of the 
cost of reconstructing a slum area’ may be recovered by its 
suitable re-planning. Mr. Townroe deals practically with 
the difficult question of compensation, and with such 
remedies as reconditioning, high tenements, garden towns 
(as distinguished from suburbs), of which Letchworth and 
Welwyn Garden City are pioneer examples, and educated 
woman management of property let at weekly rentals; and 
he attaches due importance to education, whether of the 
child or adult, so that the ‘“‘ slum mind’ as well as the 
shim may be eliminated. 


MEDICAL AND NURSING SERVICES IN THE 
AUSTRALIAN BUSH. 
Ir requires a considerable effort of the imagination for 
the stay-at-home native of these islands to appreciate the 
difficulties facing the medical profession in the vast and 
thinly populated area of Australia. An Australian visitor 
once described Great Britain as having a ‘“ finished ”’ 
appearance — meaning that communications and other 
services necessary for a comfortable existence were highly 
developed, that nature generally had been brought under 
control, and that communal provision had largely removed 
the need for dependence on individual effort—while his 
own country was ‘‘in the raw.’’ It is true, of course, 
that the cities and closely settled areas in Australia are 
as highly organized as any part of this country, but even 
after the exclusion of the riverless areas, which are almost 
totally uninhabited, the greater part of the Commonwealth 
has a population of less than one person per square mile, > 
and is still awaiting development. A main problem is, 
therefore, the provision of medical and nursing services in 
the ‘* back-blocks,”? which are but sparsely peopled, and 
in which travel is slow and difficult. On January 14th 
(p. 67) we published a reference to the work of the 
Victoria Bush Nursing Association, which exists to promote 
the establishment of a district nursing service in the 
country districts of that State, and which has rendered 
most valuable service since its inception in 1910. The 
report of the Association for the year ended June 30th 
shows that there were then in existence 59 centres, 
including 14 with cottage hospitals; at the end of the 
previous year, in June, 1927, the number of centres 
Was 55, including 9 hospitals, so that definite progress 
has been made towards the ideal of having a hospital at 
every centre. It may be mentioned that at one point, 
until the opening of a centre this year, there was no 
doctor or trained nurse within fourteen miles. The 
members of the association’s nursing staff are all trained 
midwives, and undertake a considerable amount of mater- 
nity work, with highly satisfactory results, in addition to 
providing ante-natal and post-natal care. They also fulfil 
the duties of school nurses in most districts, examining the 
chiktren and reporting defects, and giving instruction. in 


hygiene and kindred subjects. To illustrate the nature of 


the conditions it may be added that in many cases eight 
or ten schools are required to serve the district within the 
area of a centre, and that these schools have often only 
ten or fifteen pupils; in one case the nurse visited five 
schools in her district, the aggregate number of pupils 
being eighty. The country division of the Victorian Civil 
Ambulance service aims at the provision of approximately 
thirty stations, covering the whole of the State, and 
during the year 1927-28 new cars. were presented to four 
districts, provision for maintenance and replacement being 
undertaken by local committees. Twenty-one stations are 
now in operation, and, as a further illustration of the 
conditions encountered, it is significant to note that in one 
instance the average distance covered by the ambulance 
for each case was almost ninety miles; in several other 
instances the average exceeded sixty miles, and for the 
whole service it was over seventeen miles per case. In 
connexion with these points it should be noted that they 
apply to Victoria, which is by far the smallest and the 
most densely populated mainland State in the Common- 
wealth. Conditions in other parts of Australia are there- 
fore even more difficult. A map published -by the 
Australian Inland Mission illustrates admirably the situa- 
tion in respect of medical relief, showing that in some 
areas medical aid posts—where doctors, bush nurses, 
hospitals, or nursing homes are situated—are separated by 
distances ranging from 100 to 250 miles. The indication 
of “‘ suitable bases for flying doctors ’”’ suggests an interest- 
ing possible development. There have already been cases in 
which the aeroplane has been utilized for the transport of 
practitioners, patients, and medical stores, and it may well 
be that in the future the light machine will normally serve 
the Australian country doctor for his hundred-mile profes- 
sional calls, while wireless may be employed to summon 
a larger aeroplane for ambulance work when required. 


RADIUM, CANCER, AND THE PUBL C. 
Ir is perhaps too much to hope that the views on the 
present place of radium in the treatment of cancer, 
expressed by Mr. Malcolm Donaldson in a letter we publish 
this week at page 1008, will put a stop to the pernicious 
misstatements now appearing in most of the articles on 
the subject in the popular press. There is at the moment 
a serious shortage of radium, and this shortage may in 
large measure be attributed to the fact that the chief 
source of the world’s supply is virtually a monopoly. Those 
qualified to use radium in the treatment of disease are 
being hampered in their work by lack of adequate supplies, 
and many cancers now treated by surgery alone would in 
all probability be treated by means of radium if sufficient 
supplies of this agent became generally available. It is 
right that the public should know these facts. But the 
temptation to make a good case appear even better by 
backing it with a white jie or two seems to have been too 
strong for some of the writers now active in administering 
health instruction to the general public. These un- 
disciplined propagandists are not content to say simply ~ 
that radium may now take the place of “ excisional 
surgery ’’ in the treatment of cancer in certain sites; they 
must pretend not only that all cancers, at whatever stage 
of their development and wherever situated, will now yield 
to radium, but that this would be freely admitted by the 
medical profession were it not for the implacable determina- 
tion of the surgeons to maintain their ‘‘ ghastly monopoly 
in cancer.”’ ‘* Already,”’ says one writer, *‘ wherever radium 
is to be had the surgeons ought to be prevented from 
cutting out any more tongues or wombs, or amputating 
any more breasts.’”’ This is mischievous claptrap. By 
all means let newspaper readers know the established facts 
about the use of radium in the treatment of malignant 
growths; but a clearing away of the fog. of misrepresenta- 
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tion that has been allowed to envelop the whole subject 
would appear to be the first necessity. Mr. Donaldson 
raises two other issues in his letter—namely, the need for 
diagnostic centres at which cases of cancer might be recog- 
nized in their earliest stages, and the importance of. 
teaching the public more about malignant growths. Both 
issues merit close consideration by those concerned with the 
public health. Whether, however, it is better to educate 
the public specifically in the symptoms of cancer, thus 
running the risk of inducing in many persons a morbid self- 
regarding vigilance, or to concentrate on the value of 
periodic medical examination, opens up problems too large 
for discussion in a brief annotation. But the education of 
the public is a matter on which the medical profession will 
soon have to make up its mind, in principle and in detail, 
for if the public is not given instruction by those qualified 
for the task it will seek other mentors, with perhaps 
disastrous results. 


MIRROR-WRITING. 

Mirnonr-writine is that variety of script which runs in 
an opposite direction to the normal, the individual letters 
being also reversed. The writing is therefore illegible until 
held up before a looking-glass: a familiar example of mirror- 
writing is seen in the imprints upon a blotting pad. 
Mirror-writing is met with in most diverse circumstances, 
and in all classes of persons, from the mentally deficient 
to the genius. Adults and children may show it, and it 
may be done consciously and unconsciously. Yet it is 
sufficiently infrequent in its occurrence to render it a 
subject of interest when observed. Dr. Macdonald 
Critchley has written a most interesting little book entitled 
Mirror-Writing,' in which he tells all that is known about 
it. The book contains specimens of such writing done by 
infants in schools, where perhaps it is most often seen, 
znd a page from a notebook of Leonardo da Vinci, of 
whom it has been said that he adopted this form of script 
to hide his observations from the inquisitions of the Papal 
authorities, though the suggestion seems to imply that his 
genius was less shrewd than his other work would make it 
appear. There are also specimens of spontaneous bimanual 
mirror-writing done by a normal individual conscious of 
his doings, and a beautifully written letter by an old lady, 
the subject of right-sided hemiplegia, who thought that 
she was writing just as she had always done and as every- 
one else did. An oddity such as this mirror-writing, so 
widespread and so different in its conditions of production, 
suggests that the finding of a common cause for such 
varied exhibitions may be difficult ; and so it appears from 
Dr, Critchley’s book. It is reasonable to explain that the 
paraplegic whose right side is powerless writes mirror- 
fashion with his left hand because there is probably a 
derangement of the visual component of speech present, 
and the patient is therefore subject to the independent 
activity of stored-up memories localized in the right hemi- 
sphere. Writing in such cases may be impossible to initiate 
at will, but when it arises in response to more primitive 
impulses it will be executed in its most automatic fashions, 
mirror-wise. But such an explanation would not seem to 
apply to the mirror-writing of children. Yet it is not as 
irrelevant as may appear. Reversals are common in infant 
attempts at writing. The child is taught to write in a 
certain fashion ; there is no reason behind it, but only rule, 
and a rule that custom has not fixed in his mind. So that 
on occasions he breaks a rule that is of little weight to 
him. It has been said that mirror-writing is a sign of 
Jeft-handedness, and observations lead the author to the 
conclusion that it is more common among the left-handed. 


1 Mirror-Writing. By Macdonald Critchley, M.D., M.R.C.P. Psyche 
Miniatures, Medical Series, No. 11. London: Kegan Paul, Trench, Trubner 
and Co,, Ltd. 1928. (Pott 8vo, pp. 80; 6 figures. 2s. 6d. net.) 
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WILLIAM BRINTON, M.D. 

Wer wonder how many of our readers, apart from those 
who have specialized in gastro-enterology, would know 
what was meant by ‘ Brinton’s disease.’? There are 
perhaps few better examples of the proverbial prophet 
than that of Dr. William Brinton, who was the first 
to describe the rare condition which he named _linitis 
plastica, and was one of the founders of modern systematic 
gastro-enterology. In a sympathetic address delivered at 
the last general meeting of the American Medical Associa- 
tion in the Section on Gastro-entcrology and Proctology, 
Dr. Joseph Sailer of Philadelphia gave an _ interesting 
account! of the life and work of this physician, who died 
in 1867 at the comparatively carly age of 44. He was 
house-physician, demonstrator of anatomy, and medical | 
tutor at King’s College, lecturer on forensic medicine and 
afterwards on physiology at St. Thomas’s “Hospital, and 
physician to the Royal Free Hospital. He was an excellent 
teacher; his clinics at the Royal Free Hospital were 
crowded, and he conducted a very large practice. In 
addition to about forty articles in medical journals, many 
on anatomical topics, he wrote four books, which dealt 
respectively with gastric ulcer, diseases of the stomach 
(which contains the description of linitis plastica), dict, 
and intestinal obstruction. Of these Dr. Sailer regards 
the last as the most valuable, and that on diet as the 
poorest. In the work on intestinal obstruction Brinton 
advocates early operation, suggests the possibility of entero- 
entevostomy, which he appears to have tried on animals, 
objects to purgatives, and pins his faith on three drugs— 
namely, opium, tobacco (by enema), and belladonna. Apart 
from his contributions to medicine, Brinton was a keen 
Alpine climber, an excellent draughtsman, and a brilliant 
conversationalist. A portrait of him is to be found in 
the Royal College of Physicians. 


MEDICAL MEMBERS OF LOCAL PUBLIC BODIES. 

We hope to publish shortly a list of medical men and 
women now serving on local public bodies, and we invite 
the help of our readers in obtaining the necessary informa- 
tion. Medical members of the following bodies are asked to 
send brief particulars to this office on a postcard addressed 
to the Editor: County Councils, County Borough Councils, 
non-County Borough Councils, Urban District Councils, 
Rural District Councils; also medical co-opted members 
of Education Committees, Maternity and Child Welfare 
Committees, Mental Deficiency Committees; and medical 
members of Boards of Guardians. Information is desired 
also about members of the corresponding bodies in Scotland 
—County Councils, Town Councils, Parish Councils, and 
Education Authorities, ete. Medical officers of health may 
be able to assist by furnishing notes of medical members 
of the local authorities with which they are associated. 
In response to the requests already published details have 
been received regarding medical members of more than 
sixty local bodies. Such information is always useful, and it 
will be especially valuable during the coming year in view 
of approaching legislation. 


Sir Leonarp Rocers, C.LE., M.D., F.R.S., has been 
appointed Medical Adviser and President of the Medical 
Board, India Office, in succession to the late Major- 


General J. B. Smith. 


We regret to announce the death of Dr. James Wilkie 
Smith of Ryton-on-Tyne, one of the oldest and most widely 
respected medical practitioners in the North of England. 
A memoir will appear next week. 


1 Journ. Amer. Med. Assoc., October 13th, 1928, p. 1080. 
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THE ORGANIZATION OF MEDICAL 
RESEARCH IN INDIA. 
Recexr events have brought into no little prominence the 
subject of medical research in India and its organization 
hy Government, both in relation to the needs ef India as 
a whole, and with due regard to scientific research work 
in other parts of the Empire, including Great Britain. 
Our consideration of the matter may appropriately be 
prefaced by a brief historical note. 


Organized medical research in India dates from the 
appointment, nearly sixty years ago, of Dr. Timothy 
Lewis and Dr. D. D. Cunningham as whole-time research 
workers in India. The first Indian Medical Congress in 
Caleutta at Christmas, 1894, which Mr. Ernest Hart 
attended when Editor of the British Medical Journal, 
sent resolutions to the Government of India advocating 
more medical research, and the outbreak of plague in 
Bombay in 1896 led to the establishment of the plague 
laboratory there under Haffkine. In 1899 Surgeon General 
Harvey recommended the formation of a bacteriological 
department; in 1905 thirteen officers were sanctioned for 
research work under the Government of India, and the 
Central Research Institute was opened at Kasauli in the 
following year. 

In the year 1911 a great step forward was made when, 
on the advice of the late Sir Pardey Lukis, the Research Fund 
Association was formed under the Government of India 
with an annual income of five lakhs of rupees (£35,000) 
io administer the Medical Research Department (as the 
bacteriological department is now called), with the Indian 
Journal of Medical Research as its organ. 

In 1920 the late Professor E. H. Starling visited India 
at the invitation of Government, and reported on a scheme 
to build a new central research laboratory ; he recommended 
Delhi as its site, but financial stringency held up the 
project. Last winter a committee was formed under the 
chairmanship of Sir Walter Fletcher, F.R.S., secretary of 
the Medical Research Council, and with Colonel S. R. 
Christophers, F.R.S., as its secretary, to report on the 
reorganization of medical research in India, including the 
proposals of Professor Starling. The other members of 
the Committee were Lieut.-Colonel S. P. James, medical 
officer and adviser on tropical diseases, Ministry of 
Health, and Dr. R. Row, professor of pathology, Grant 
Medical College, Bombay. After visiting all the important 
research centres this Committee has recommended extensive 
modifications of the Starling scheme in accordance with the 
altered conditions of to-day. That scheme included pro- 
vision for clinical and pharmacological work; this has 
since been provided for in the Calcutta School of Tropical 
Medicine and in proposed pathological institutes in con- 
nexion with the Bombay and Madras Medical College 
Hospitals. These changes have also done away with the 
necessity for locating the new Central Research Institute 
in a large city such as Delhi, with a great expenditure on 
buildings. 


ProposaLs OF THE FLETCHER ComMITTER. 

After studying the matter in all its bearings the 
Fletcher Committee has found a very appropriate site at 
Dehra Dun for the Central Medical Research Institute. 
This site is in close proximity to other scientific institutes, 
With ample land and some fairly suitable buildings, and 
also a very good climate for a station in the plains. 
Dehra Dun, though not one of the large cities of India, 
is a place of some importance, with direct access by rail 
to Delhi. It is in the Meerut division of the United 
Provinces. 

The Committee’s scheme for a headquarters for an 
All-India medical research organization includes _pro- 


vision for six sections. These, briefly ennmerated, are as 
follows: (1) Epidemiology and Statistics; (2) Bacteriology, 
together with a serum and vaccine section in the present 
Kasauli Laboratory, and Immunology to include work at 
cholera and plague; (3) Biochemistry and Pharmacology, 
for which there is no provision at Kasauli; (4) Medical 
Biology, to include medical entomology, protozoology, and 
heluinthology ; (5) the Malarial Survey of India, alveady in 
existence under Colonel Christophers; and (6) Nutrition, 
now being carried on, by Colonel McCarrison. 

The Committee advises further development of provincial 
research institutes in the principal cities, with six addi- 
tional superior research posts. In its opinion provincial 
institutes should continue to work as at present on their 
own lines, developing their particular spheres of usefulness, 
each under its own provincial Government. But direct and 
indirect assistance should be given to the work of these 
institutes, along lines indicated in the report. 

In regard to administration, the Committee does not 
recommend any radical change. The successful Research 
Fund Association should, it holds, continue to administer 
the Research Department, but the new Central Research 
Institute should have its own governing body. The Com- 
mittee believes that the problem set before it can be solved 
by building upon the foundation of past experience, and by 
securing continuity for the evolutionary process which has 
been going steadily forward since 1900. 

In regard to the recruitment of research workers, the 
Committee advises that some of these should continue to 
be obtained from officers of the I.M.S., both British and 
Indian, but it suggests that an increasing number of 
research workers will have to be recruited from outside 
India. To allow the right stamp of men to be obtained it 
advises the formation of a Recruitment and Appointments 
Board of senior administrative and research medical men, 
and that this board should have the help of a consultative 
committee in Great Britain of four members nominated 
respectively by the India Office, the Ministry of Health, the 
Medical Research Council, and the Royal Society, who should 
also belong to the governing body of the Research Fund 
Association. This board should also make the appointments 
to the provincial research laboratories. 

Not the least important and suggestive passages in the 
report are to be found near the beginning, where the terms 
of reference and their interpretation are discussed. The 
Committee insists that ‘‘ medical research ’? must be read 
in its widest and fullest meaning, and that no sound system 
of medical research can be established unless living organic 
connexion is set up and maintained between applied work 
on the one hand and work not of immediate utilitarian 
character on the other. The Committee wisely places 
emphasis also on the importance of interpreting ‘‘ medical 
research ’’ to include much more than the study of actual 
disease. This phrase it takes to include all processes of 
advancing knowledge, whereby the human body may be 


brought to the fullest development of health and efficiency 


of which it is capable under good conditions of environment, 
and protected from disease and other injuries, or aided in 
its repair. Viewing the terms of reference in this broad 
manner it became apparent that the questions put to 
Professor Starling in 1920 now formed only one of a set of 
connected problems of the greatest importance to India, and 
reaching, indeed, far beyond that country. 

What appears to us to be the keystone of the Fletcher 
Committee’s report is its recommendation not only for 
enlargement of the medical research service in India, but 
for acknowledgement of the essential value of research 
work as such, and as a corollary the assignment to its 
personnel (given due capacity and experience) of equal 
status recognition and pay with those in charge of adminis- 
trative work. The problem of recruiting good men for the 
medical services of India would become far easier if it 
were known in the medical schools that India is once 
more prepared to offer really scientific careers in medicine 
with adequate remuneration and status. 


Nourritronan Researca rv INpIA. 
In a special section of its report the Committee deals 
with the future of ‘ Nutritional research in India ”’—a 
problem it had been specifically directed to investigate, 
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No part of the report is of greater interest than this, and 
in none is the path of progress for medical science more 
clearly indicated. The Committee recognizes that adequate 
provision for research on nutrition is essential, not onl¥ 
to the successful study of specific problems of disease in 
man and his domestic animals, but to the promotion of 
physical efficiency in both. Insistent as are the obvious 
problems of acute and epidemic diseases (such as plague, 
malarja, influenza, and kala-azar) to meet which research 
in India has been sporadically organized in the past, these 
are not more urgent in reality than the less dramatic 
medical problems of daily life. ‘In the light of modern 
discoveries wo know, for instance, not only that recogniz- 
able and named diseases may come to vast numbers of a 
population from diet which is faulty in quality, even if 
adequete in quantity, but also that less defined but no 
less tragic evils may come in the form of diminished 
health and energy and lowered resistance to infection.” 
In no country in the world is the truth of this statement 
more apparent than in India, where the work of McCay in 
1910, and of McCarrison in later years, has demonstrated 
the connexion which exists between faulty nutrition and 
the physical inefficiency and low powers of resistance to 
infection exhibited by millions of the Indian people. 

This section of the report deals at some length with the 
groups of phenomena to be studied in nutritional science, 
as well from the quantitative and qualitative as from the 
economic points of view. Emphasis is laid on the necessity 
for re-examining the older and basic knowledge of nutri- 
tion, derived from studies in temperate climates, in the 
light of climatic conditions in India; for while this know- 
ledge may stand the test of re-examination it is possible 
that it may require some modification. Many current 
views of pathology and bacteriology require reconsideration 
in the light of the newer knowledge of nutrition. In these 
activities ‘‘ it is not likely that any country in the world 
has more to gain than India herself, or more to give to 
other countries as the work progresses, in new knowledge 
of the greatest scientific and practical value.” 

In harmony with the recommendations of the Royal 
Commission on Agriculture, the Fletcher Committce recog- 
nizes the intimate community of interest between workers 
on nutritional science, whether in fields of “ human,’ of 
animal,” or of “ plant ” nutrition; and it indicates the 
great and mutual value of close association between medical 
and agricultural interests in studies of human and animal 
physiology and pathology. 

Having thus drawn attention to the importance of 
nutritional research to the Indian peoples and dealt with 
the inadequacy of the present provision for its prosecution, 
the Committee proceeds to make recommendations for the 
great increase and extension both of the existing unit 
for nutritional research, under -Colonel MecCarrison ‘at 
Coonoor, and for the establishment throughout India of 
new units in every important centre of medical research 
and higher teaching. Particularly docs the report deal 


with the part, in the scheme offered: for a tiew Central | 


Institute for Medical Research,- which should -be taken 
by nutritional studies. With the detail of these recom- 


mendations we do not propose to deal, since no doubt they | _ 


will receive careful consideration by the authorities con- 
cerned. We hope, however, that it may be found possible 
to carry them into effect and to combine them with the 
independent recommendations of the Royal Commission on 
Agriculture, which provide not only for an Institute for 
Human Nutrition in India, but for an Institute for Animal 
Nutrition, both establishments working in close touch with 

In perusing this section of the report we are impressed 
by the masterly way in which the case for nutrition is 


* presented, by the great importance attached to nutritional 


research as a result of the Committee’s labours in ‘India, 
by the vast opportunities which India presents for such 
research, and by the scope which it affords for young men 
of science imbued with the pioncer spirit of investigation. 
If the recommendations of the Fletcher Committce in 
regard to nutrition be adopted in combination with those 
of the Royal Commission on Agriculture then India will he 
equipped for nutritional research, and the ultimate. benefit 


to India, to the Empire, and to mankind will be great in 
proportion to the culture and capacity of the men chosen 
to organize, systematize, initiate, and carry on the work. 


Tue RockereLLER OFFFR AND THE CoMMITTFE’S 
 PRorosaxs. 

Shortly after the comprehensive inquiry of the Fletcher 
Committee an announcement was made in India that the 
Rockefeller Foundation had offered to the Government of 
India about £100,000 to build and equip a Public Health 
Institute in Calcutta, opposite the School of Tropical Medi- 
cine, to be staffed and administered by the Government of 
India. On September 6th last the Simla correspondent 
of the Calcutta paper, the Statesman, reported that the 
Government of India had considered this offer in relation 
to the Fletcher Committee’s recommendations, and had 
decided to adopt the suggestion of the latter to adapt an 
available site with buildings at Dehra Dun as the new 
Central Research Institute, at a cost of six lakhs of rupees, 
and to provide three lakhs yearly for the upkeep of the 
Calcutta Public Health Institute to be built by the Rocke- 
feller Foundation (whose offer would be open until the 
autumn) at a cost of 15.61 lakhs. 

As the two sets of proposals (which appear to fit very 
well into each other) have already been sanctioned by the 
Standing Finance Committee of Legislative Assembly in 
Simla there is every probability that these important 
advances will be carried through without much further 
delay, and that by such means medical research in India 
will be placed on a firm footing to the lasting benefit of 
the country. 


HNoba et Wetera. 


A SEVENTEENTH CENTURY CURE FOR 
SCIATICA. 

Tur prescription set out below was recently found in the 
archives of Rochester Cathedral by my friend Miss I. J. 
Churchill, F.R.Hist.Soc. It was written on a blank space 
in the Register Spiritualium. I should think that some poor 
clerk or official suffering from the complaint had had it 
given to him by another, and had made a note of it at 
the time on the only available bit of paper. It is so 
quaint and so characteristic of the period, seventeenth 
century, that | thought it would be worthy of a space in 
the ‘* Nova et Vetera”’ column. It runs as follows. 


A VERIE GOOD MEDICINE FOR THE SCIATICA. 
Take an ounce of fine venice Treacle of the best, a penié 
- worthe of neates fote oyle, an ox gall and two penneworthe 
of aqua’ vite,.-mingle all this together and make of as it 
’ weare a salve and sprede the same uppon a pece of white 
* Leather. one (on) the flesshie side and Laie the same to 
_ your place of Greafe, but before yow do the same take 
parte o® the same. mixture and aunoynte your place of 
 greafe with it ageinst a good fier and lett it soke in and 
when it is. well Annoynted before the saide fier Laie yt 
unto the place of Greafe as afforesaide the Space of 
xxiiij houres. Then take it of(f) and Laie freshe unto the 
place, this is to be vsed the space of viij or x daies with 
freshe (ANNOINTING) everie xxiiij howers, annoyntinge and 
chafinge ye place of greafe ageinst the fier and with goddes 
helpe it will heale it. 


The ingredients are simple and compound. Venice 
treacle as late as 1753 contained sixty-two different drugs. 
By 1785 it was called ‘‘a pompous and useless medica- 
ment.” Its active ingredient was opium. It is interesting 
to note the use of bile; this was believed, and still is, to 
facilitate the’ penetration of a drug through the skin. 
I am afraid the aqua vitae, or strong alcohol, would 
somewhat thicken the gall, though it would prevent putre- 
faction. The white leather is still often made use of when 
applying a permanent plaster. When I was young Scott’s 
dressing was generally applied on kid skin. Note: 
Chafinge ’?=modern massage, 

F. Cocr. 
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NINETY-SEVENTH ANNUAL MEETING 
of the 


British Medical Association, 
MANCHESTER, 1929. 


4 OU" ninety-seventh Annual Meeting of the British Medical Association will be heid 

, in Manchester next summer under the presidency of Mr. Arthur H. Burgess, 
F.R.C.S., Professor of Clinical Surgery in the University of Manchester, who will 
deliver his address to the Association on the evening of Tuesday, July 23rd. The 
sectional meetings for scientific and clinical work will be held, as usual, on the 
three following days, the morning sessions being given up to discussions and the 
reading of papers, and the afternoons to demonstrations. The Annual Representa- 
tive Meeting, for the transaction of medico-political business, will begin on the 
previous Friday, July 19th. The provisional programme for the work of the 
Scientific Sections is being drawn up by an Arrangements Committee, consisting 
partly of Manchester representatives and partly of members appointed by the 
Council of the Association. The names of the Presidents of Sections are given in 
a Current Note published in this week’s Supplement; the full list of. officers, 
together with other details of the arrangements for the Annual Meeting, will 
appear in later issues. During the week, and in particular on the last day of 
the meeting (Saturday, July 27th), there will be excursions to neighbouring places 
Ses <=] of interest in the North-West of England. The British Medical Association has 
DHIP CANAL BULLUIAG. met four times at Manchester—in 1836, in 1854, in 1877, and again in 1902. We 
publish below the first of a series of illustrated articles dealing with the history of Manchester and describing 
some noteworthy features of the city and its neighbourhood, with special reference to medical institutions. 


MANCHESTER AND SALFORD. 


BY 


Kk. M. BROCKBANK, M.D., F.R.C.P. 


Tur Meeting of the British Medical Association is to be | in a harmonious alliance they were granted a legal separa- 
held in Manchester and Salford next July. The relations — tion in the fourteenth century, and have never made it up 
of the two cities are strange. They are so near together | again, in spite of various approaches for the purpose on 
and yet so far apart. They are near because they are | the part of Manchester. By this deed Manchester became 
only separated by the River Lrwell, a stream which at this | a common manor, Salford remaining a royal demesne, and 
part of its course rivals the Meander in finding the longest ¢ still being a royal manor, which it proudly, and justly, 
distance between two mentions as occasion 
points. It is about fifty arises, 

yards wide here, and After the separation, 
Manchester is on its over ensuing centuries 
left-hand bank—a com- Manchester forged 
pass point is of no use— ahead, and its popula- 
Salford on its” right tion is now about 
hank. But they are 750,000, and that of 
even nearer than this, Salford 250,000; but 
for two important resi- many of the latter 
dential suburbs of Sal- number are Manchester 
ford—Higher Broughton people who live in the 
and Kersal—are on the Broughton and Kersal 
Manchester bank and suburbs of Salford. 
entirely continuous with Manchester’s civie life 
the adjoining part of centres in its Town Hall, 
Manchester, their houn- which is a very large 
daries in daytime being building in Gothic style 
marked only by police- facing Albert Square, 
men on point duty an open space of pro- 
in different coloured portionately large area’ 
helmets and at night Tue Mancuester Excuayce. from which a_ proper 
by different lighting view can be had of the 
systems. Whilst so near and even interlocked in a terri- , tall spire and its handsome clock with dial, figures, and 
torial sense,’they are as far apart as possible for local | hands that can be seen from miles away. The business 
government purposes, each having an entirely independent | centre of both towns is the Manchester Royal Exchange, the 
mayor and corporation of its own, Manchester’s head being a | largest exchange in the world, where at high change 5,000 
lord mayor. Originally Manchester was within the authority | or more members transact business, chiefly in cotton, but 
of Salford, which was a royal demesne with a royal manor, | in all trades except coal and produce, each of which has an 
the King holding lands in it; but although once so united exchange of its own. Millions of contracts are made yearly 
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on the Royal Exchange by word of mouth, and confirmed 
afterwards by contract notes, and but few are not kept. 
Business has been sadly to seck with us lately, and many 
times may the following conversation have been heard on 
the ‘‘ boards’? between business friends: ‘‘ Morning ’’; 
“Morning.” Owt?” “‘ Nowt.”’ “Morning’’; ‘‘ Morning.” 
Manchester is not uncom- 


shoe hend and some of Salford’s factories, and leads to the 


handsome buildings of the Technical School, is a worthy 


highway for any town. 


Salford at present provides the cattle market for the two 
towns and neighbourhood, and if any citizen, informed as 
to local affairs, should forget the day of the week, he can 

always get a grip on Tuesday 


monly called ‘‘ Cottonopolis,”’ 
a term which, if ungainly, is 
not unjust, because it is the 
centre of the cotton industry 
of Great Britain, which, it is 
estimated, directly and_ in- 
directly gives employment to 
10,000,000 of the population, 
and in the mills of which 
£210,000,000 are _ invested. 
Some of the finest cotton 
thread of the world is spun 
in the heart of Manchester,. 
and has been since Robert 
Owen, the socialist reformer, 
began to spin fine yarns in 
1790, and I have seen yarn so 
fine that 140 miles length of 
it weighs only one pound. It 
would require an Enobarbus 
to describe the infinite variety 
and fascination of some of our 
Cepea calico printers’ work 
on gauzy inuslins made from 
Egyptian cotton. It is hoped. 
that visitors competent to 
judge will have an oppor- 
tunity of checking the truth 
of this statement next July. 

Manchester has many indus- 
tries besides that of cotton, 
and so has Salford, but space 
will only permit of reference 
to the great channel—the 
Manchester Ship Canal—by 
which is brought, in ocean- 
going steamers up to 15,000 tons burthen, the raw material 
for the factories, and our beef, corn, eggs, bacon, and 
cheese. The Ship Canal offices are in the fine new ten-story- 
high building in Upper King Street, which the company 
built and owns. In this building, the tallest in the city, the 
Manchester Chamber of Commerce has its headquarters. _ 

Salford has many factories, but few warehouses or com- 
mercial buildings. All the commerce of the two towns is 
transacted in Manchester, with its miles of streets lined 
by magnificent warehouses, in 


Mancnesterk Town Hatt, Acsert Square. 


by seeing the raw’ material 
for food on its last appearance 
in its Anglo-Saxon forms of 
oxen, sheep, pigs, and calves 
on its way from Salford- 
-Market to the extensive Man- 
chester abattoirs, where it is 
made suitable to appear on 
the menus of the two towns 
as beef, mutton, pork, and 
veal. 
The relationship of the two 
towns, as I said before, is 
curious: Salford would he 
very badly off indeed without 
its big offspring, and tho 
loaves of bread, not crumbs, 
received from its bountiful 
table. The Manchester (iot 
Salford) Ship Canal hes 
nearly all its extensive docks 
in Salford because of the 
need to use the River Inwec'!! 
for dock construction. The 
Manchester Corporation 
£6,735,000 invested in the 
Canal, with members of its e-r- 
poration forming a majority 
of the Board of Directors. 
Salford has no money invested 
in it, yet its rates benefit 
from the docks and ware- 
houses to the extent of 7}d. in 
the pound, whilst Manchester 
only receives 12, farthings in 
the pound. Much the same 
benefit from rates results from the position of the railwavs, 
Yet with all this help Salford rates are 25 per cent. higher 
in the pound that Manchester’s, and most of its vafuahie 
rateable ground is occupied. In further negotiations for 
amalgamation we may have an opportunity of seeing Man- 


_ chester play the part of a modern commercial Sibyl in its 


offers to Salford. 
Salford makes some amends to Manchester by providin:: 


space in a caterpillar loop of the Irwell for the Manchester 
racecourse, and Manchester's 


premier amateur Rugby foot- 


which goods are stored and 
packed, and from which they 
start on their journey by rail 
or Ship Canal to the utter. 
most ends of the earth. Man- 
chester is Salford’s shopping 
centre, entirely for the classes 
and almost entirely for the 
masses. The only Salford shop 
that I have ever heard of that 
has supplied the ‘‘ quality ” 
with necessary things was 
Hobson’s, the boot shop—and 
that was Hobson’s choice. 

The approaches to Salford 


ball club has moved _ into 
Salford territory for a suitable 
ground. Salford favours pro- 
fessional Rugby football, whilst 
Manchester provides two Asso- 
ciation teams, and is about to 
provide another. 

In the cricket world the 
-Old Trafford ground is unsur- 
passed anywhere in England 
for players and 30,000 on- 
lookers. It is taxed to its 
utmost when the old struggle 
of the Wars of the Roses is 
renewed on a_ fine sunny 


from Manchester are not 
cheering; it is a striking con- 
trast to cross the river from 
one of Manchester’s busiest and finest shopping streets 


- into cheerless Chapel Street, Salford’s main artery.. This 


is a wide street, running to Bexley Square, in which 
is Salford’s small, handsome town hall. The architectural 
features of the street begin at the Education Offices and 
the fine Salford Roman Catholic Cathedral. Further on, 
Salford Royal Hospital adds dignity to the appearance, and 
then the broad north road to Bolton, beginning with a 
fine crescentic sweep which overlooks a typical Irwell horse- 


Bank Holiday, when as many 
thousands as perished in the 
old wars and lie under the sod have to be accommodated 
on the turf -within the playing ring for the three 
days’ grim and dogged struggle. Both towns can comp:<te 
favourably with each other, and with any other town, in 
the number of dog- and dirt-racing tracks, cinemas, and 
dance halls. 

Manchester provides the two towns with their daily news- 
papers, including, of course, the Manchester Guardicn, 
of world-wide circulation, fame, and good repute. Tie 
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local doctors and the press are on very friendly terms in 
spite of our general professional distaste for personal, pub- 
licity, which our journalistic friends do not appreciate and 
would like to see less of. Not even the premier paper, 
however, understands the difference between the British 
Medical Association and the General Medical Council, and 
the editorial thwackings that are administered to chastise 
the profession as occasions arise are, accordingly, liabie 
to fall on the wrong shoulders. We have only two theatres 
now instead of four, the Theatre Royal and the Comedy 
Theatre, which have in their time played many parts in 
our social life, having recently been turned into picture 
houses, 

Manchester has had a reputation as a great musical 
centre since a German pianist, Charles Hallé, settled in 
the town and formed -an orchestra in 1858, mainly of 
principals. of his own nationality, and which was supported 
chiefly by the many German residents of the town. Concerts 
have been given each succeeding winter by the Hallé 
hand, and under various conductors since Hallé’s death. 
Biitishers have been taught the beauties of music by it, 
so that now they form the great majority of the audiences 
at *he concerts. Hallé conferred a further benefit on the 
town and neighbourhood by securing the foundation of the 
Manchester Royal College of Music in 1891.° This has had 
a very successful career, and has trained local students 
so well that, to take one side only of success, instead of 
ihe Hallé Orchestra being recruited from abroad, not only 
all the principals, but nearly forty members of the band 
nave been educated at the School of Music. Under the 
present conductorship of Sir Hamilton Harty the Hallé 
Orchestra, as it is still called in honour of its originator, 
is a magnificent instrument, envied by all musical’ centres, 
and it is a matter for regret that it cannot be get together 
in July, when most of its members will be leading or 


conducting in holiday resort orchestras. Listeners 


however, will have had the pleasure of hearing the orchestra 
play on several occasions. 

Primary education in Manchester and Salford is carried 
oul on similar and efficient lines, with all the modern 
fine buildings and fresh-air schools and school medical 
officer developments ; but whilst in Salford the medical side 
of educational care is under the authority of the medical 
officer of health, in Manchester it is under the control 
of tue Education Committee, which appoints special 
ize tical cfficer to supervise it, and the Manchestcr medical 
officer of health has nothing to do with it. 

The Manchester Grammar School, which was founded 
in 1515, and the Chetham Bluecoat School, founded in 
1054, still carry on their good educational work. Secondary 
education is provided by both towns in the form of 
ordinary schools, domestic economy, art, and technical 
schools. Manchester’s provision is naturally much more 
exiensive than what Salford requires, and supplies the 
highest educational facilities in the Victoria University. of 
Manchester, in which is a medical faculty, with hospital 
tuition provided in the Manchester Royal Infirmary, 
founded in 1752, which for the moment [ will content: 
myself with saying is second to none in the United 
Kingdom, 

In religious matters Manchester has its Bishop and 
Cathedral of the Established Church; Salford its Bishop 
aid Cathedral of the Roman Catholic faith. The Man- 
chester Cathedral, with an ancient and honourable history 
as a collegiate church, has some impressive architectural 
features with very fine woodwork in its stalls. Salford 
Cathedral is a fine building, and so is the Church of the 
Holy Name in Manchester, with its handsome, newly com- 
pleted tower, which will be admired by many visiters in 
July, 1929, because of its being near the centre of the 
Association meetings. 

The John Rylands Library is one of the treasures of the 
city. Its priceless contents include 3,C00 incunabula, many 
tuiigue, and the famous St. Christopher print, the earliest 
k.own piece of printing in the Western world, with an 
indisputable date (1423), which is alone sufficient to make 
any library famous. The casket for such a collection of 
literary gems is a wonderful specimen of modern Gothic 
architecture, A fuller account of the library will be given 
in the Bouk of Manchester. 


The British Medical Association Divisions of Manchester 
and Salford were formed in 1903, on a territorial basis, 
and contained an approximately equal number of members, 
They were the North, South, West, and Central Divisions, 
with the Central containing most of the consulting and 
Specialist members. A need for co-operation soon became 
apparent, and in January, 1906, it was first proposed to 
form a standing committee of the four Manchester Divi- 
sions. This idea was developed further to include the 
Salford Division, and in June, 1907, the Joint Committee of 
the Manchester and Salford Divisions held its first meeting. 

After the press of work involved in the inception of 
the National Health Insurance work was past, the feeling 
grew that still closer coherence would be useful, and in 
1915 the Manchester Divisions amalgamated to form the 
Manchester Division, the Salford Division deciding to con- 
tinue its separate existence, as serving a definitely distinct 
area,- At the present time there are 414 members of the 
Association and 305 non-members in Manchester, and 105 
members and 81 non-members in Salford. 

Passenger traffic congestion is a great problem in Man- 
chester as in other big towns, but Salford is only troubled 
by it because its tramcars must come into the busiest street 
of Manchester, which is already overfull with its own 
vehicles. The Manchester tramways system is said to be 
the most efficient and finest in the world, and it can well 
be so. Its large cars carry seventy to eighty passengers 
in the “‘rush’’ hours, when every vehicle in the sheds is 
turned out. Large motor buses for local and distant 
service also enter the town in increasing numbers. The 
Manchester Committee has adopted a bright scarlet coat 
for its vehicles, and its trams and buses give a cheerful 
dash of colour to the streets. : 


Scotland. 


Diet and Disease. 
A pvusiic lecture on diet and disease was given on 
November 21st by Dr. D. Murray Lyon, professor of 
therapeutics at Edinburgh, who said that modern research 
had shown that certain ordinary mixed diets which had 
long been considered satisfactory might, in fact, be other- 
wise. It had been found that animals fed on a diet con- 
sisting solely of cereals, pulses, and tubers failed to grow 
as fast or as large as they ought, and were apt to age 
prematurely. Control animals receiving the same diet 
with the addition of a little green food were found to grow 
more rapidly and thrive better. Similarly, in the human 
dietary celery or spinach added to the food appeared to 
supply something which was essential for proper develop- 
ment. In these experiments milk might replace the green 
leaves with similar beneficial results, and it’ therefore 
appeared that the addition of green vegetables and milk 
to the diet of sickly, backward children would be beneficial, 
Rickets, which was a common, scourge of city children in 
the past, was likely to be abolished altogether, now that 
the part played by vitamin D was more fully understood, 
and the adequate supply of this important ingredient might 
be ensured by adding to the diet fresh milk; butter, and 
eggs. The same. group of substances also contained vita- 
min A, whose absence was apt to lead to increased sus- 
ceptibility to infection. With regard to flour, the older 
methods of milling permitted all the necessary constituents 
of the grain to pass into the flour, but modern methods 


had robbed it of certain valuable elements. The resistant 


outer. coat or bran of the grain, being indigestible, acted 


_as roughage, and the wheat germ was rich in vitamins, but 


both were removed in the modern process of milling. Con- 
stipation might often be avoided by the use of wholemeal 
bread. On the other hand, over-indulgence in food might 
lead to various passing alimentary troubles, while chronic 
overeating was of great importance in regard to the pro- 
duction of disease. With advancing years food require- 
ments became less, although the appetite might remain as 
before. Increasing stoutness lessened the inclination for 
activity and tended to produce a continually deteriorating 
habit of body. Everyone deplored the poor state of the 
nation’s teeth, and many remedies kad been suggested, but 
it was probable that better balanced diets during the 
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growing period and more careful attention to mouth 
hygiene would go far to abolish what was really a national 
disgrace. Owing to the variation of individual likes and 
dislikes it was impossible to lay down an ideal dietary, but 
it might be said that most people ought to reduce the 
amount of sugar and concentrated starchy food which they 
ate, and exchange these for coarser forms of carbohydrates 
such as leafy vegetables and fruits, which yielded more 
Vitamins and roughage, and at the same time more. milk 
could advantageously be consumed even by adults. 


Medical Service in the Field. . 

A lecture was delivered by Mr. G. H. Edington, M.D., 
F.R.F.P.S., on November 22nd, in Glasgow University, 
under the auspices of the West of Scotland Branch of the 
Historical Association of Scotland, on ‘‘ Medical service in 
the field.” The lecturer said that during the war the 
British army numbered 3,500,000, with R.A.M.C. personnel 
of all ranks amounting to 144,514, and that this corps 
had had to deal with sick and wounded arriving in the 
United Kingdom numbering well over two and a_ half 
million. At one time on the Western Front the regular 
R.A.M.C, officers were less than 10 per cent. of the total 
doctors employed, most of whom were medical practitioners 
temporarily engaged by the army. In describing the 
differences in sickness rate which existed between this and 
previous campaigns, Mr. Edington remarked tliat the con- 
trast was nowhere more marked than in the case of 
typhoid fever. That cases of this disease had been remark- 
ably few was, in his opinion, attributable to the value of 
protective inoculation and to the patient research work 
that had been carried on in laboratories during many years 
before the war. The wiping out of typhus, which had 
occurred in a severe epidemic in Serbia, was also due to 
the application of principles founded on laboratory work. 
The lecturer also dealt with the organization of medical 
services in the field and described the chain of medical 
units from the regimental aid post cown to the base 
hospital, and illustrated this with lantern slides and 
photographs which he had taken in Gallipoli, Egypt, and 
Palestine, 

Veterinary Training in Edinburgh. 

An address on ‘‘ The life and work of William Dick,’’ 
founder of the Royal (Dick) Veterinary College, Kdin- 
burgh, was delivered in that college on November 20th, 
by Mr. Alexander Miles, president cf the Royal College of 
Surgeons, Edinburgh. Dr. T. G. Nasmyth presided. The 
lecturer said that the meeting was being held for the 
inauguration of a feunder’s day and lecture at the 
Veterinary College because this was the centenary of the 
institution of professional examinations in veterinary art. 
William Dick had been in many ways a great man. He 
was born in the White Horse Close, off the Canongate of 
Edinburgh, and was the son of a blacksmith, from whom 
he carly learned an interest in animals. Through his own 
efforts he had acquired a general education above the 
average for his time. Unaided, and often in the face of 
opposition, he had striven to raise the craft of farriery 
in Scotland to the rank of a recognized profession, and the 
Royal (Dick) Veterinary College was the visible result of 
his life’s work. Having improved his own education he 
had felt impelled to pass on his knowledge of veterinary 
science to others, and he began to deliver lectures develop- 
ing a comprehensive course of instruction in veterinary 
medicine and surgery. In 1823, on the suggestion of the 
University of Edinburgh, the Highland Society undertook 
to stand sponsor for a public lecturer on veterinary surgery 
and Dick was-appointed to this post. The lectures were 
delivered in his father’s forge in Clyde Street, and build- 
ings on this site remained the headquarters of the college 
till 1916. As time went on there were added to the forge 
a stable, an animal hospital, a dissecting room, and a 
lecture room, of which the cost was almost wholly borne 
by Dick himself. Before he died in 1866, at the age of 73 
he had accomplished the aim of his life, and had estab. 
lished in Scotland a school of veterinary science which now 
had few equals. Dick had not only possessed exceptional 
skill in veterinary surgery, but as a teacher he had been 
clear and lucid, and his qualities might well serve as a 
model for those who were preparing to follow his profession 
at the present time, 


Indian Appointment for Edinburgh Graduate. 

Dr. William Happer has been appointed director of 
venereal diseases to the Provincial Government of Madras, 
india, at a salary of £1,500 per annum. This appointment 
is the result of recommendations made by delegates of the 
British Social Hygiene Council who visited India during 
1926-27, and is the first of the kind to be made. The 
duties will include the organization of treatment centres 
in Madras General Hospital, Madras Maternity Hospital, 
and various child welfare centres managed by the Red 
Cross Society and the Corporation of Madras, and those 
of lecturer on venereal diseases at the Medical School at 
Madras. Dr. Happer, who is a native of Falkirk, after 
graduating in medicine at Edinburgh University, held the 
post of resident surgeon, and afterwards clinical assistant, 
in the Royal Infirmary, Edinburgh, under the venereal 
disease scheme of the Edinburgh Corporation. On _ the 
occasion of his departure Dr. Happer was presented with 
a writing bureau from his colleagues in the Royal Infir- 
mary V.D. Department, the gift being handed. over by 
Dr. David Lees, chief clinical medical officer under the 
corporation V.D. scheme. 


England and Wales. 


Medical Men and Public Affairs. 
Ax appeal to medical men to take a more active part in 
civic and medical politics was made by Dr. I. G. Modlin, 
Mayor of Sunderland, at the annual dinner of the Sunder- 
land Division of the British Medical Association, held at 
the Palatine Hotel on November 22nd. Dr. Roderick 
Macleod presided, and the principal guest was Professor 
Hugh MacLean. Mr. Stanley Ritson, proposing the toast 
of ‘The Mayor and Corporation,’’ said that it was the first 
occasion they had had as their guest a mayor who was also 
a medical practitioner, and they could not but feel pride 
in his many achievements. He had managed to combine 
a busy civie career with a busy practice, and had found 
time to fulfil the duties of an honorary surgeon at the 
Monkwearmouth and Southwick Hospital, where for many 
years he had carried on a large amount of surgical work 
with great efficiency. Dr. Modlin, in his reply, referred 
to the changed conditions in the medical profession with the 
disappearance of the old family doctor. Doctors were now 
simply cogs in the wheels of social progress. Did they, he 
asked, take sufficient interest in politics, whether Parlia- 
mentary or civic, or the politics of the British Medical 
Association? The most dangerous foe they had to fight 
was the apathy oi their members. After remarking that 
there was room for more members of the profession on the 
council, Dr. Modlin said that in medical politics there had 
recently been issued an interim report of the Private 
Practice Committee on encroachments by local authorities 
upon the sphere of private practice. General practitioners 
had already lost a large slice of their midwifery; they did 
not seem to take much interest in ante-natal work; tuber- 
culosis and venereal disease were slipping from their grasp, 
infectious diseases they had almost lost, and the hospitals 
were making greater and greater inroads on their means 
of livelihood. Did it not behove the younger men to take 
a more active part in medical politics? It was not the 
older men who were going to suffer in the future; it was 
the interests of the younger generation of medical men 
that were at stake. The nation had entrusted to the 
corporations the care of the public health, and the nation 
demanded not only a lower death rate but a lower sickness 
rate. Public health work must progress, and unless the 
younger men grasped the present opportunity and took a 
share in co-operation with the authorities the independence 
and freedom of action of the medical profession would be 
lost, and they would become the victims of a bureaucrati¢ 
service, 
University of London Medical Graduates’ Society. 

The first extra-metropolitan dinner of this society was 
held at Birmingham on November 23rd, when some forty 
graduates were present, with the president, Sir StClair 
Thomson, in the chair. Sir Charlton Briscoe, Dr. Dorothy 
Hare, Mr. McAdam Eccles, and three other members came 
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from London, and Professor Hey Groves from Bristol, 
whilst Birmingham was represented by the two professors 
cf medicine, Dr. Wynn and Dr. Ball, the professor of 
surgery, Mr. Wm. Billington, the professor of midwifery, 
Mr. Beckwith Whitehouse, together with Mr. Seymour 
Farling, Dr. Graves, Dr. Elizabeth Moffett, Dr. Cloake, 
Dr. Sykes, Dr. Forsyth, Dr. Lucy Masterman, and others. 
The president, in proposing ‘‘ The Health of the King,’’ 
said he was sure the toast would be drunk with great 
sincerity. Mr. Billington expressed the pleasure of gradu- 
ztes in Birmingham at welcoming members from London 
und Bristol, and he hoped that future dinners would be 
the mecting places of members from many districts. He 
regretted that the Presidents of the Royal College of 
Physicians and the Royal College of Surgeons, bsth of them 
members of the society, had been unable to attend. Sir 
StClair Thomson, in an entertaining speech, traced the 
history and attributes of the {University of London and 
its graduates, and of the society and its members, and 
complimented Birmingham in having at least twenty-five 
members. He was sure that the objects of the society, 
cspecially that of bringing medical graduates of the univer- 
sity into closer touch, was worthy of a greatly increased 
wembership. Dr. Dorothy Hare, one of the honorary 
scaretarics, drew attention to the fact that the university 
now had about 4,500 medical graduates, and that the lite 
subscription of the society was only £1. Mr. McAdam 
Eccles alluded to the fact that these social gatherings were 
certain to foster a firmer university spirit, and that the 
suciety really had a function to perform which should have 
been exercised earlier. Mr. Herbert Tilley suggested that 
after a Friday night’s dinner it would be well that an 
cxtra-metropolitan evening should be followed by golf, or 
cven fishing, the next day, and hinted that he might 
present a cup for the former. After drinking the health 
vf the president with acclamation the company adjourned 
isy conversation and the renewing of cld friendships. The 
next dinner will probably be held in Leeds, and the London 
dinner is fixed for the Tuesday night befcre Presentation 
Day. 
Cumberland Infirmary, Carlisle. 

The committee of management of Cumberland Infirmary, 
Carlisle, has decided to establish a pathological department 
in order to deal with the needs of the institution and also 
of a wide surrounding area in this respect. A subcom- 
mittee was set up at the end of June to investigate and 
report on this subject, and cventually it was decided to 
recommend the provision of accommodation in a new build- 
ing, the cost of which is estimated at £3,000, including 
initial equipment. It is believed that a considerable sum 
of money will be obtained from public authorities in respect 
of pathological investigations, aud it is deduced that the 
cost of the department to the hospital might be in tiie 
neigibourhood of £800 annually during the first few ycars. 
The suggestion is made that work on the provision of this 
very necessary addition to the Cumberland Lafirmary should 
be taken in hand as rapidly as possible in order that the 
new department may be actively operating at the time 
of the official opening of the new out-patients’ department, 
the uew wards, and the enlarged nurscs’ home. 

Diathermy in Surgical Practice. 

In the course of a Chadwick Public Lecture delivered 
in the rooms of the Medical Society of London on November 
2lst, and repeated in the Guildhall, Bath, on November 
2nd, Dr. E, P. Cumberbatch, medical officer in charge 
of the electrical department, St. Bartholomew's Hospital, 
gave an account of the history of physiotherapy, with 
special reference to medical electricity. Medical electricity, 
he said, was in bad repute until the end of the last 
century, because it was employed largely by charlatans 
ignorant of its mode of action, and applied,to maladies in 
which its use was not indicated. It was now realized that 
electricity produced known chemical and thermal changes 
in the body. The galvanic current, for example, could 
generate chemical caustics, bringing about the destruction 
of small skin growths; it could cope with infection in the 
middle ear, uterus, ete., by introducing chemicals into 
them directly. The therapeutic propeitics of high- 
frequency currents were now known to be due to the | 


production of heat, both in the superficial and deep regions 


of the body. All other agents merely heated the surface 


of the body, but this one, used therapeutically in a tech- 
nique known as diathermy, heated the tissues throughout. 
Diathermy was valuable in the treatment of angina pec- 
toris, pneumonia, arthritis, and many other conditions. 
By its means a malignant growth could be heated until it 
coagulated throughout, with the result that its blood 
vessels were sealed and the risk of dissemination of the 
growth was reduced to a minimum. Cases had been 
reported in which, after such treatment, patients were 
free from recurrence for three, four, or even more years. 
High-frequency currents were now used on occasion in 
place of the knife. A film-like electric are was formed 
around a blunt needle used instead of a blade, and this 
not only divided the tissues but simultaneously sealed the 
small blood vessels. The advantages of such a proceeding 
in the removal of malignant growths was so great that a 
new surgery might be said to have commenced, 


Ireland. 


Request for Legislation on Milk Grading in the 
Free State. 


A pErition praying for the introduction of legislation to 
ensure a safe milk supply in the Irish Free State has 
been presented to the Minister for Local Government and 
Public Health by representatives of the Irish Clean Milk 
Society. The signatories include 99 doctors and matrons 
of hospitals, and, in addition to urban and rural district 
councils, many public bodies subscribed to the petition, 
among them being the Cork Chamber of Commerce, the 
British Legion (Benevolent Department), Irish Labour 
Party and Trades Union Congress, Dublin Cowkeepers’ and 
Dairymen’s Association, Irish Transport and General 
Workers’ Union, County Westmeath Committee of Agricul- 
ture, Irish Nurses’ Union, Women’s National Health Asso- 
ciation, Jrish Women Workers’ Union, God Save thie 
Children Fund, and St. John Ambulance Brigade. The 
representatives of the society suggested the restriction of 
the use of terms designating milk, such as ‘‘ Certified,” 
‘* Grade A,’’ ete., and further urged that pasteurized milk 
should be labelled as such until the introduction of legis- 
lation. At present those terms have no Governmental or 
departmental sanction, and therefore carry no guarantee 
as to the safety or purity of the milk. The Minister was 
extremely sympathetic, and gave an assurance that the 
report of the Inter-Departmental Committee on Milk Supply 
would not remain a dead letter, saying that the matters 
raised in the report were being fully examined by a 
specially appointed departmental committee, and that he 
hoped to receive this committee’s report before Christmas. 
He intimated that he would receive another deputation 
from the Clean Milk Society in January, when he would 
be able to say how matters were progressing. 


Salaries of the County Mayo Medical Officers. 

The Secretary of the Department of Local Government 
and Public Health, in the course of a letter to the County 
Mayo Board of Health, stated that he was directed by the 
Minister to call the attention of the Mayo Board of Health 
and Public Assistance to the inadequacy of the salaries of 
the dispensary medical officers in the county, which have 
never been adjusted to meet in any way the increased 
cost of living, although other dispensary medical officers 
throughout the Free State have long since been accorded 
appropriate salaries. So far back as 1920 the inadequacy 
of the salaries was recognized, and on several occasions the 
Minister addressed the board on the matter, but without 
avail. The Minister feels that a point has now been 
reached when, in justice to the officers concerned, and in 
the interest of the public services for which they are 
responsible, steps must be taken to secure the payment of 
fair and reasonable salaries. He suggests that for the 
present a scale of £200 a year, rising by £5 a year to £300, 
to be applied retrospectively and to operate as from April 1st 
next, would meet the case, but does not propose to allow 
back pay at an increased salary under this scale to the 
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medical officers. It is suggested that the board should also 
review the salaries of the medical officer and surgeon of 
the County Hospital, and the medical officer of the 
County Home, and it is pointed out that the duties of 
those officers are particularly onerous, and that the rates at 
which they are paid are much lower than those enjoyed by 
medical men in other similar institutions. The letter states 
that since the agricultural grant was doubled in 1924 the 
contribution from the central fund, including the propor- 
tion of the agricultural grant applicable to poor relief 
charges, towards the expenditure on public assistance in 
Mayo County, is approximately one-half of the entire ex- 
penditure of the Board of Health, and that in the circum- 
stances an improved scale of salaries for medical officers 
will not press unduly on the ratepayers. The department’s 
letter .was received in an unsympathetic manner by the 
Health Board at a recent meeting, and action was deferred 
pending the receipt of a return of the recorded work of 
the medica! officers, 


Correspondence. 
RADIUM AND CANCER. 


S1r,—Few people have been more anxious than the writer > 


that radium therapy should come into its own. This has 
happened, and at the present time there is a wave of 
enthusiasm for this line of treatment which threatens to 
be overwhelming, and will inevitably be followed by a 
reaction and much disappointment. 

Unfortunately the public are already obsessed with the 
idea that radium will cure any case of cancer, however far 
advanced, and, moreover, they think that thousands of 
people are dying simply because they cannot afford radium 
treatment. 

It is very necessary for us to keep a sense of proportion. 
What are the facts? First, that, as a palliative measure 
in a great many malignant conditions, radium is by far the 
best agent that we have ever had, and the way that the 
local condition clears up is simply astounding. Secondly, 
as a curative measure, many of us believe that it is 
superior to ‘‘ excisional surgery ’’ in malignant disease of 
the uterus and tongue. There is no doubt that as the 
technique is improved it will be used for early cases in 
other malignant conditions, and the curative results will 
be much greater. This process of improvement must, 
however, be somewhat slow, and so long as we entirely 
neglect to educate the public so that they will consult 
their doctors on the onset of the earliest symptoms, the 
percentage of cures will remain relatively small. 

The medical profession is quite rightly crying out for 
radium; the lay press says we must have many radium 
centres; but all this is useless unless we can get early 
diagnosis and surgeons adequately trained in the use 
of radium, The profession and the public must demand, 
and get, such diagnostic facilities. The time has come 
when the medical profession must also spread propaganda 
to teach the public more about malignant disease. The 
opponents of such propaganda are in fear of creating cancer 
phobia; I venture to think that for every case of cancer 
phobia produced ten patients are relieved of that haunting 
fear, by careful education. It is a common experience cf 
all to see quite a large number of patients who never 
mention their fear of cancer, but who are relieved of all 
their symptoms when once they know, in the course of 
conversation, that there is no evidence of malignant disease. 
Such propaganda must, of course, be done very carefully, 
but that it is possible, and would be of the very greatest 
value, I have not a shadow of doubt,—I am, etc., 

London, W., Nov. 23rd. Donaupson. 


THE DIAGNOSIS OF GASTRITIS. 

Sir,—In spite of Dr. P. J. Molloy’s criticisms (November 
24th, p. 963), I still maintain that the fractional test meal 
is the only safe and reliable method of diagnosing chronic 
gastritis. Even in the hands of the most experienced, 
gastroscopy is a method of diagnosis which is too dangerous 
and too unreliable to be of any real practical use. It 


would, for example, be quite unjustifiable in a doubtful 
case of early carcinoma to substitute gastroscopy for the 
less dangerous and much more reliable exploratory laparo- 
tomy. The radiological method, which Dr. Molloy saw 
practised in Berlin, was originally devised independently 
by Dr. Gilbert Scott and Dr. P. J. Briggs. It has been 
familiar to me for several years, and is invaluable in the 
investigation of cases of ulcer. But we have come to the 
conclusion that there are so many fallacies in using it for 
the diagnosis of gastritis that it is impossible to recognize 
that condition with any degree of certainty by means of 
the g rays alone. The so-called gastro-myxorrhoea men- 
tioned by Dr. Molloy is, I am convinced, a myth. I have 
been on the look out for it for twenty-five years, and I have 
never seen a case. 

I certainly agree with Dr. Molloy that the opinions of 
Aschoff and von Bergmann are worthy of consideration; 
I think I have read everything they have written on the 
subject of gastric and duodenal ulcer; but I have the 
support of the large majority of British and American 
writers in my opinion that the evidence in favour of 
an infective origin is overwhelming. I believe that the 
theories of Aschoff and von Bergmann are both in part 
correct, but that the factors they regard as primary are 
really accessory, the one essential primary factor being 
infection. I am also quite familiar with Kalk’s work on 
milk test meals. If Dr. Molloy had read the English and 
American literature on the subject he would have realized 
that Kalk is only repeating experiments already performed 
in these countries by Rehfuss, Crohn, Ryle, Bennett, and 
many others. Kalk’s findings do not clash in any way 
with those of Freezer, Gibson, and Matthews: what they 
proved is that in vitro milk neutralizes an equal volume 
of 0.3 per cent. hydrochloric acid. What Kalk and others 
before him have shown is that in the stomach milk calls 
forth a secretion of gastric juice. But if the milk is given 
hourly the juice secreted as a result of one feed is to a 
great extent neutralized by the milk given in the next 
feed. The result is that the total quantity of free acid in 
the stomach on hourly milk feeds is smaller than with any 
other diet. 

Finally, I should like to suggest to Dr. Molloy that an 
after-cure of British medical literature and British 
clinics might be a useful sequel to his visit to Berlin.— 
I am, etc., 

Artacr F. Herst. 

New Lodge Clinic, Windsor Forest, Nov. 23rd. 


THE ETHER-URINE REACTION. 

*Sir,—Dr. Barber and Dr. Oriel in their interesting and 
suggestive paper on biochemical investigations in allergic 
conditions, which was published on November 17th (p. 880), 
describe a physical reaction between ether and_ urine 
which results in foam rigidity. On looking up my labora- 
tory noteg I find that I observed this phenomenon in 1905, 
and thinking that it might have some clinical significance 
I followed up the observation experimentally. 

When 5 c.cm. of urine in a test tube are vigorously 
shaken for two minutes with 2 c.cm. of ether a foam 
structure results which is of variable durabilfty and 
rigidity. The degree to which these two properties are 
developed varies with conditions which are only partially 
known, but among these are: (1) the ratio of solid to 
water in the specimen of urine; (2) the total acidity of 
the urine; and (3) the ratio of ether to urine. As regards 
the last condition a urine which forms a rigid foam when 
the ether-urine ratio is 2 to 5 may fail to do so when the 
ratio is 5 to 5. 

Addition of acid results in the lowering of surface ten- 
sion, but if the acidity of the urine is high such addition 
is not essential. The addition of 0.5 c.cm. of sulphuric acid 
(25 per cent.) effects a certain amount of hydrolysis, 50 
that. we are dealing with a chemically altered urine. A 
urine which fails to foam ordinarily may develop a highly 
rigid foam on the addition of 0.5 c.cm, of H,SO, (25 per 
cent.) before the shaking. 

The formation of rigid foam is dependent on the 
colloidal state of the urine, for if the colloids of the uriae 
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be precipitated by a 10 per cent. solution of phosphotungstic 
acid together with 5 per cent. sulphuric acid, and then 
filtered, the filtrate when shaken with ether fails to form 
the rigid foam. The degree of rigidity may be roughly 
calculated by inverting the test tube and noting the 
duration of time before the foam structure collapses and 
the superficial fluid escapes. Of course, in this estimation 
the quantities of urine, ether, and acid must be precisely 
measured, and repeated in all comparative experiments. 
It is also necessary to note the specific gravity of the urine 
whereby the ratio of solids to water may be determined. 

So far I have failed to attach any definite clinical 
significance to this reaction. I have seen the reaction occur 
in normal urines in persons whom we would pass as normal. 
But, then, how difficult it is to decide who is normal and 
who is abnormal !—I am, ete., 


Liverpool, Nov. 21st. H. Rozerts, M.D. 


RECENT RESEARCH ON URTICARIA. 

Sir,—Embracing as this subject does a host of allied 
conditions having the same origin, upon which an inquiry 
into the nature of disease throws some light, I beg for a 
shoré space to show how’ this light helps to explain the 
phenomena encountered. 

The clinical signs and symptoms of disease embracing 
urticaria and its allied conditions can be covered by the 
English work ‘‘ shock ’’ without having recourse to a 
meaningless verbiage. Shock results from the precipita- 
tion in the perivascular lymphatics, capillaries, and occa- 
sionally the arterioles and arteries, of protein particles in 
the plasma which have become too large or too agglutinated 
to continue circulating. Protein particles become increased 
in size by the imbibition of water, hence the use of the 
term *‘ hydration ”’ to cover this change. Protein particles 
become hydrated in two ways: (1) by chemical and physical 
agents causing a lowering of their surface tension; (2) by 
the adsorption of parts of other protein particles being 
broken up by chemical or physical agents which are sending 
them into true solution. Broken particles going into true 
solution lose water and undergo what can be termed 
“dehydration.’” Histamine, in virtue of its positively 
charged nitrogen atoms, happens to be one of numerous 
chemical substances capable of causing protein hydration, 
but there is no evidence that this substance, or any other 
chemically allied body, is the sole cause of the various 
manifestations of shock. The evidence is against the -sole 
cause being such a definite chemical substance, for the 
main reason that hydration of some of the protein particles 


results from the dehydration of other protein particles., 


Indeed, this is the way in which most of the milder clinical 
manifestations of shock are produced, and it explains the 
other phenomena, the result of dehydration, associated 
therewith. 

When protein particles undergo hydration the various 
adsorbed constituents of which the protein molecule is com- 
posed become more and more part and parcel of the colloid 
protein complex, and in virtue of this change they lose their 
characteristics as simple substances. For example, sugar, 
urea, amino nitrogen, etc., lose their identity and cannot 
be detected as such, hence explaining why their percentage 
in the blood falls. When the protein particles are sub- 
jected to dehydration the adsorbed constituents are 
detached from the protein nucleus and eventually find their 
way into solution in the liquid part of the plasma. The 
further the adsorbed constituents are separated from the 
protein nucleus the more they lose their colloid character- 
istics and. the more identifiable they become as chemical 
substances, hence explaining why their percentage in the 
blood rises. In the severe forms of shock, where there is 
little or no dehydration, the percentage of the adsorbed 
constituents in the blood falls, and this is why and how 
msulin causes hypoglycaemia. In the milder forms of 
shock, where the hydration some of the protein particles 
undergo is the result of dehydration of other particles, 
the percentage of one or more of the adsorbed constituents 
may be raised. The adsorbed constituent which has its 
percentage raised depends upon the degree of the dehydra- 
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tion. That is to say, some constituents are more firmly 
adsorbed than other's, amino nitrogen> urea>sugar> 


caleium>chlorine. Thus it comes about that a rise in the 
percentage of the blood-amino: nitrogen denotes a more 
severe degree of dehydration than a rise in the percentage 
of the blood sugar. The constituents tend to be separated 
in turn from without inwards, so that when the percentage 
of the blood-amino nitrogen is raised the percentage of ‘the 
blood sugar is either normal or lowered. As the stage of 


dehydration precedes that of hydration, and is absent when 


the latter reaches its acme, the blood picture varies accord- 
ing to when it is made and according to the strength in 
qnality and quantity of the intoxicants, which are generally 
poisonous substances of intestinal origin. 
there is a rise in the percentage of the blood sugar, in the 
second stage a rise in the percentage of the blood urea 
and blood-amino nitrogen, and in the third stage a fall in 
the percentage of all the adsorbed constituents. There is 
no blood picture typical of any clinical manifestation. The 
intoxicants may at the same time cause dehydration of the 
red blood corpuscles, and this may be sufficient to set free 
enough haemoglobin to appear in the urine, but there are 
no such bodies as specific lysins. 

Hydrated protein particles act as dehydrators to the 
protein particles constituting the protoplasm of cells, and 
it is to this action that the urticarial wheal is due. The 
endothelial cells of the vessel wherein the precipitation 
takes place are the first cells to be attacked. This results 
in a dilatation of the vessel, an incivased permeability of 
the wall, and an escape of the fluid and “ solid ”’ parts of 
the blood, according to varying conditions, into the tissues 
around, constituting what is known as oedema. Once 
protein particles have been subjected to these altered 
chemico-physical changes, the signs and symptoms resulting 
therefrom may be caused or aggravated by substances 
having no relationship to the original intoxicants. . This 
fact explains why tests employed to detect so-called 
cutaneous allergy are useless, and throw no light upon the 
primary cause of the hydration or hypersensitiveness. 

Bodies hydrated tend to become foreign in the blood, and 
readily find their way through the vessel walls, particularly 
when their permeability is increased. Some of these bodies 
escape through the glomeruli into the urine, and when the 
urine is shaken with substances insoluble in water the 
complex colloid substances undergo such enormous disper- 
sion as to make in Barber and Oriel’s test the ether opaque 
and frothy. Some years back I showed the same pheno- 
mena to occur in the cerebro-spinal fluid withdrawn from 
cases of parenchymatous syphilis of the central nervous 
system when shaken with toluene. The nuance of colours 
following the addition of nitric acid to urine, and the pink 
to violet coloration following the addition of a few drops 
of the hydrochloride of di-methyl-para-amino-benzaldehyde, 
are indicative of the presence of hydrated colloid particles 
in the urine, and hence in the blood, and are tests much 
easier to employ. 

Cardiac failure is an expression of protein hydration; 
hence the reason it is overcome by drugs able to break up 
the hydrated particles (dispersion) and to restore them to 
the circulation (digitalis, strophanthus, eamphor, cardiazol, 
cte.). Hydrated protein particles have their surface elec- 
tricity more under control than other particles, thereby 
explaining why they appear less negatively charged and 
‘more “ acid.’ Calcium, adrenaline, etc., sometimes relieve 
the milder symptoms of shock, but only when they are able 
to cause dispersion of the hydrated protein particles; in 
nou instances do these or still more useful drugs touch the 
cause of the hydration. Calcium and adrenaline function as 
conductors, which, generally speaking, do not cause dis- 
persion of hydrated protein particles so efficiently as do 
dehvdrators. It is for this reason that the dehydrator 
glucose is so valuable in the more severe forms of shock 
represented clinically by insulin hypoglycaemia, eclampsia, 
cema, etc. There is an association between hydration and 
what is known as vagotonia. Space forbids the connexion 
being elucidated here, but the point is mentioned to draw 
attention to the fact that adrenaline does not act by 
stimulating the sympathetic nervous system.—I am, etc., 


London, W.1, Nov. 23rd. J. E. R. McDonacu. 


In the first stage. 
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ETIOLOGY AND TREATMENT OF PAPULAR 
URTICARIA. 

Srr,—In his article on urticaria in the British Medical 
Journal, November 17th (p. 879), Dr. Rupert Hallam 
states that: 

“‘Papular urticaria is influenced neither by dieting nor drugs, 
but ... the patient obtains a respite if he be removed from nis 
own environment.” 

“There is a curious factor common to all... the sufferers 
recover immediately they are admitted to hospital, even thougn 
no treatment of any description be given. The rash returns after 
their discharge.” 

These are sweeping statements, and I cannot but feel 
that I shall not be alone in disagreeing with Dr. Hallam. 

I can recall many cases in which the elimination of an 
offending food, sometimes only found after prolonged 
investigation, has led to the disappearance of the trouble. 
To quote a recent case in my private practice. A male 
child, aged just 4 years, was brought to me last September. 
He presented the typical rash of papular urticaria, which 
the mother stated had been present for eighteen months. 
There was severe itching at night and the child rarely 
experienced an unbroken night’s rest. On questioning the 
mother concerning the diet I found that the child was 
particularly fond of bananas, a fruit which I have 
frequently found to be an etiological factor in this disease. 
The only remission in the disease had been for two weeks 
in August of this year, during the annual holiday, when 
the child had not eaten this fruit. I advised the elimina- 
tion of bananas from the diet. On seeing the child 
two weeks later the parents reported that the spots had 
only appeared on one occasion since the first consultation. 
A week ago, that is six weeks after the last consultation, 
the parents stated that the rash had not reappeared 
during this time. 

In this case the cause of the trouble was discovered 
with fortunate rapidity; in many cases it is only discovered 
after keeping a food chart for some time, and after 
repeated trial and error. From my own experience I 
believe that this disorder is influenced by dieting, and that 
it is unnecessary. to invoke the aid of some virtue which 
is only to be found in the atmosphere of a hospital, the 
absence of which from the patients’ homes produces this 
malady.—I am, etc., 

Norman Burgess, M.A., M.B., 


Clifton, Bristol, Nov. 21st. M.R.C.P. 


DEFINITION OF DRUNKENNESS. 

Sir,—As one of the prime movers in 1925 who induced 
the Council of the British Medical Association to set up 
a special committee on tests for drunkenness, on which 
{ served, may I be allowed to comment on the present 
discussion. Periodically the question seems to reappear in 
your correspondence columns; and Dr. Sidney Matthews, 
having found himself recently in some difficulty, seeks for 

uidance. .The advice given him does. not seem to have 

een altogether satisfactory. 
The definition adopted and recommended by. this ad hoc 
committee is repeatedly referred to, but in no instance is 
it quoted in full; in order that your readers can form their 
own opinion with regard to Dr. Matthews’s difficulties, it 
may be stated that the definition is: si a 


“That the person concerned was so much under the influence’ 


of alcohol as to have lost control of his faculties to such an 
extent’ as to render him unable to execute safely the occupation 
on which he was engaged at the material time.” 

Now, Dr. Gordon Wilson’ stated on November 24th 
(p. 964) that this definition was specially drafted to apply 
to the offence of being drunk in charge of a motor vehicle. 
As a matter of historic fact that is not so; and it is obvious 
that that is not so. It applies equally well, for instance— 
and was intended to apply—to accidents in factories or 
other employments; to walking on a cliff or other height; 
to conducting a child through or near traffic. 

Dr. Matthews says, in the case at issue, ‘‘ the man had 
been. drinking, but he passed every test that I could put 
to him, yet I knew he was not fit to drive a motor car.” 
That is, without any applied test, Dr. Matthews was satis- 
fied that his-patient was ‘‘ unable to execute. safely the 
occupation on which he was engaged at the material time.” 


If that is so, then why hesitate to apply the word 
** drunk 

Many seem to fail to accept what I ventured to suggest 
in the British Medical Journal several years ago, that the 
“word “ drunk ”’ is a relative term; if this were more fully 
appreciated the difficulties in certain classes of cases would 
be cleared away. For instance, one listens to a long story 
of a friend recounting an action taken, and in reply one 
says, ‘‘ You were very wise to have done so” (or not to 
have done so, as the case may be). But by so speaking 
you do not.intend to convey, nor does your hearer under 
stand, that your recounter has the wisdom of the East. If - 
subsequently in court that remark were to be referred to 
no one would conclude that it had been used except in 
relation to the circumstances at issue at the material time. 

And yet when a doctor, having first, before examination 
of a patient, recited for his own use or subsequently in 
court quoted the definition of the Association’s committee, 
then finds it necessary to decide that the word ‘ drunk ” 
should be, or not be, used in regard to the case, the facts 
being proved, he and the court seem to boggle over the 
question (that is, start with fright, shy, hesitate, demur, 
equivocate, fumble). Why should this be so? Is it not 
entirely because unconsciously there has been introduced 
into the use of the word ‘‘ drunk ”’ a moral aspect, and 
one dislikes to become publicly a judge of a neighbour's 
morals? Had the alcohol been absorbed involuntarily this 
hesitancy would not arise. Is it not desirable that the 
medical profession should ignore the moral aspect in all 
cases of ‘‘ being under the influence of alcohol,’’? and con- 
fine itself to the scientific aspects of a case? 

The report of the special committee is well worth re- 
reading, and copies can, I believe, be obtained on 
inquiry at tlie Association’s headquarters, price sixpence.-- 
I am, etc., 


Hove, Nov. 26th. E. Row Foruerei.. 


SIMPLE PHLEBITIS AND EMBOLISM. | 

Srr,—When, recently, a colleague developed a ‘* simple 
phlebitis ’? in the calf of the left leg, the validity of the 
traditional treatment—three weeks in hed—came into ques- 
tion. I think it will be generally agreed that women who 
do their own housework very often suffer from slight 
phlebitis without lying up and without evil effects. An 
admittedly inadequate examination of the literature in 
the libraries of the Royal College of Surgeons and of 
the Royal Society of Medicine was not fruitful. Romanis 
and Mitchiner (Science and Practice of Surgery, 1927) 
say: ‘Simple Phlebitis—The thrombus does not become 
infected, and there is little or no tendency for pieces of it 
to soften and break loose.’? An ex-president of the College 
of Surgeons told me he had never known of a_ fatal 
embolus following a simple phlebitis. 

I havé heard of two fatal cases—one where an old man 
insisted on his cook massaging his leg; the other where 
the patient slapped his own thrombosed leg violently, 
declaring je was quite sound. I have, at the moment, 
under my care a lady, who, while being kept strictly in bed 
for phlebitis, has developed a small patch of dry pleurisy 
‘anda slight haemgptysis which suggest an infarct; but 
1 have never heard of a fatal sequel to a patient getting 
up—after pain and fever have subsided—and leading an 
easy quiet life. 

It would obviously save a great deal of nursing and 
worry if the three weeks with bed-pans and so forth could 
be avoided. It would be useful if others would record 
their experience and give evidence which would throw 
light on the problem of whether there is, in fact, danger 
in a patient leaving his bed in such circumstances. 


Northwood, Nov. 12th.’ O. Hinton. 


POSSIBLE CUMULATIVE EFFECT OF EMETINE — 
BISMUTH IODIDE AND EMETINE PERIODIDE. 

| §rr,—I write to inquire whether any of your readers 
have. observed a cumulative effect from either of these two 
chemicals. A case just, concluded in South Africa has 
‘brought out the suggestion that emetine may sometimes 
- be eliminated in an irregularly intermittent manner. 

The use of ‘ E.B.I.’’ and ‘ E.P.1.’” in amoebic dysentery 


- carriers has been extensive, and it will be recalled that the 
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Medical Research Council, as the result of an investigation, 
specially emphasized that large quantities of emetine 
bismuth iodide are essential, and total doses of not less 


than 30 to 40 grains, in daily doses of 3 to 4 grains, were 


advised, 

A warning should, I think, be issued with, regard to the 
treatment of schistosomiasis in children. Not only should 
the dose be carefully reduced in proportion to age, but the 
possibility of an accumulative effect should be safeguarded 
against by watching the general condition of the patient 
and by examining the urine with an alkaloidal reagent to 
see that proper elimination is proceeding.—I am, etc., 

London, W.1, Nov. 24th. W. H. Martinpbarr. 


SPONTANEOUS PNEUMOTHORAX SUPERIMPOSED 
ON ARTIFICIAL PNEUMOTHORAX. 

Sirm,—In your issue of November 17th (p. 895) Dr. S. P. 
Wilson records an interesting case of spontaneous pneumo- 
thorax oceurring in a patient with artificial pneumothorax. 
Certain features of this case do not correspond with 
the typical picture presented by Hutchinson and Blair 
(Tubercle, June, 1926), as deduced from their series of seven 
cases. In all these cases there was a very considerable 

_rise of temperature (in six of the cases from 103° to 105°) 
coincident with the onset of symptoms. In allt such cases, 
where air is not withdrawn, there occurs a typical ‘“ stair- 
case fall’’ of temperature, extending over a period which 
varies with the height of the initial rise. 

There is no doubt that lung rupture had occurred in 
Jr. Wilson’s case in view of the z-ray evidence before and 
ifter the onset of symptoms. This would suggest that a 
rise in temperature, due, as Hutchinson and Blair suggest, 
to suddenly increased intrapleural pressure, is not a 
necessary manifestation of lung rupture. In view of the 
fact that of their seven cases two definitely developed pyo- 
pneumothorax, one a pleural fistula, another had to 
undergo thoracoplasty, and two others died (cause not 
stated), would it not seem that pyrexia only occurs with 
infection of the pleura in such cases, and is not a mani- 
festation of increased pressure per se?—I am, ete., 

Leeds, Nov. 18th. Hvueu G, Gartanp, M.B., M.R.C.S. 


“THE RIGHT TO PRACTISE.” 

Sirn,—The report of Dr. J. Gordon Macqueen’s address 

to the Hyde Division, published in the Supplement of 
November 24th (p. 229), contains the following concrete 
statement made for the information and guidance of the 
profession : 
- “No degree or diploma of itself, however high it might rank 
in the medical or surgical world, entitled anyone to practise; the 
inclusion of a practitioner’s name in the Medical Register, and 
that alone, conferred this right.” 

This is wholly contrary to fact and law. There is no 
legal inhibition upon the practice of medicine and/or 
surgery by any of His Majesty’s subjects, and registration 
under the Medical Acts confers no special privilege in 
this respect—that is, qua “ the right to practise.”? As 
Dv. Macqueen’s address proceeds from one who is qualified 
‘2 law as well as medicine, and thereby bears the impress 
of authority, I have been induced to comment on the 
matter.—I am, ete., | 
Tunbridge Wells, Nov. 24th. W. E. Hempson. 


ULTRA-VIOLET RAY THERAPY. 

Srr,—I would like to know upon what evidence Professor 
Dixon bases his statement on October 13th (p. 644) that 
“physicians are generally agreed that radiation by ultra- 
Violet light is contraindicated in highly nervous and neurotic 
people.” My own experience has heen quite the reverse 
of this, and I regard these patients as the best subjects for 
the treatment. . 

Jn ‘speaking of nerve cases I include the chorea of 
children; disseminated sclerosis; a myasthenic type cf 
encephalitis lethargica ; cases of menopausal neuroses which 
Were actually horderland cases, and sent to me after all 
other means of treatment had failed; neurasthenia;. and 
the insomnia of anxiety or nerve pain. If any would be 
Interested in the history of these cases I shall be glad 


to supply the information, since it appears to me that such 
a statement by Professor Dixon is bound to influence 
physicians who have not had the opportunity of testing it. 
believe that many .of the -nerve-racked souls at present. 
in the various institutions would rapidly show improvement 
if judiciously treated by ultra-violet rays. 

In regard to the irradiation of children, it is said that 
they react much more .readily than do adults. Such has 
not been the cave in my own practice. Nearly all the 
children treated by me can stand a dose which would 
cause a second degree erythema in almost any of my women 
and some of my men patients. These children will tan, but 
do not redden. ; 

I should perhaps add that every one of my patients 
undergoes a thorough clinical examination with tests of 
physiological excretions in doubtful cases, and, where neces- 
sary, the treatment is combined with an appropriate internal 


/ medicament to assist the good work of the mercury vapour. 


lamp. Like Professor Dixon, I do not regard artificial 
sunlight as a panacea, but I think he should revise his 
opinion about nerve cases, so that this great class of 
sufferers may receive the benefit of these healing and 
stimulating rays.—I am, etc., 


Glasgow, Nov. 4th. K. C. Mvpzir. 


Medical Notes in Parliament. 


{From our PARLIAMENTARY CORRESPONDENT. 


Tne House of Commons spent three days this week debating 
the second reading of the Local Government Bill, and then 
considered the final resolution accompanying the bill. 

The Parliamentary Medical Committee met on November 27th, 
discussed the Local Government Bill, and adjourned in order, 
at a subsequent date, to confer with the special Committee of 
the British Medical Association before the committee stage of 
the bill begins in the House of Commons. The Committee 
discussed the bill’s proposals on block graats and their effect 
on health services, particularly venereal disease services; it 
also discussed the proposals of the bill regarding hospitals, 
and opinion appeared to be generally in favour of each autho- 
rity under the bill establishing a hospital subcommittee of the 
public health and housing committee. The Medical Committee 
further considered the proposal of the British Medical Associa- 
tion regarding transferred services under Clause 4 of the bill. 
This proposal would make obligatory the provision ef assistance 
under the Public Health and kindred Acts by virtue of the 
appropriate Act, and not by way of poor relief. The Committee 
passed no resolutions. 


Local Government Bill. 


On November 26th, Mr. CiamBertarn moved the second reading 
of the Local Government Bill. | Dealing with the history of the Poor 
Law he pointed out that in 1872 the whole country was divided 
up into urban and sanitary districts. The Act of that year was 
responsible for the origin of the medical officers of health, 
whose appointment was a statutory duty on those sanitary bodies, 
Since the Acts of 1872 and 1888 there had been no serious attempt 
to reform lecal government. Our system of local government was, 
in many respects, obsolete and out of date. Under the existing 
system there was a great deal of overlapping. From time to time 
Parliament had enirusted to the major local authorities the 
responsibility Tor the prevention or treatment of various diseases. 
There was tuberculosis, the charge of lunatics and mental de- 
ficients, and the great maternity and child welfare services, yet 
every one‘ of those things had to be dealt- with also by the 
guardians in the discharge of their duties. Thus there existed 
the remarkable and paradoxical circumstance that the question of 
whether a person should receive treatment at the hands of the 
county borough or the county council, or whether he should 
receive it under the Poor Law from the guardians, depended not 
upon the nature or need of his infirmities Put merely upon 
whether he was destitute or not. 

The Government had an overwhelming weight of authority in 
proposing to hand over to the county councils the functions of the 

ardians. The case did not depend merely on the easing of the 
inancial burden, “ as it might be on that ground. It 
opened up a wide field for the improvement of our health 
services. The whole trend of practice in modern medicine and 
surgery was toward the treatment of many cases in institutions 
where there could be accumulated the specialized equipment and 
skili which were not always available in private homes. When 
the bill became law we should have a position in which there 
would be one single health authority in each area, whose duty 
and function it would be to survey the whole institutional necds 
of that area. They would have at their disposal all the institu- 
tions now in the hands of the guardians; in many the accommo- 
dation was not fully occupied. They would have an opportunity 
of reclassifying their institutions, of closing such as. were no 


longer suitable for modern requirements at all, of altering and 
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adapting others, and of using one for one purpose and another 
for another purpose. Even to-day there was a certain amount 
of classification attempted in many of the institutions of the 

rdians, particularly in the large areas, but it must be clear 

everybody that, with the small opportunities that were to be 
found of each particular case in any one institution, it was quite 
impossible either to get the sort of classification that they 
wanted or, particularly, to bring to it that equipment and that 
specially skilled staff and nursing which were essential if they were 
to get ihe besi results. Only a general review over comparatively 
large areas and a general readaptation of buildings would suffice 
if a satisfactory ciition of this problem was to be obtained, 

Clause 4 gave power to the county borough councils and county 
councils to treat persons either under the Poor Law or under 
a number of special Acts. If they adopted those Acts for the 
urpose, persons treated thereunder would be separated out and 

ated by other committees according to the nature of their 
ailments. The bill did not leave the county councils and county 
borough councils to deal with all destitute persons in future 
under the Poor Law as they had been dealt with in the past. 
The power now given to the councils was permissive and not 
mandatory, although he was disposed to think that some day it 
should be made mandatory. To say that Clause 4 must be manda- 
tory would be to put upon local! authorities duties which they were 
not to-day capable of carrying out. 

Explaining the method in whith these transferred functions 
were to be dealt with, Mr. Chamberlain said it, was essential 
that the body which provided the money should retain financial 
control. He had been extremely anxious to provide that, as far 
as possible, the local knowledge, the local interest, and local 
experience that had been so valuable in the past should not 

lost. In Clauses 3 to 7 provisions were set out which showed 
how they were going to try to combine central financial control 
with the fullest possible use of this local knowledge. It would 
be the duty of every county council and county borough to 
oy oar administrative scheme. In that scheme they were 

appoint a Public Assistance Commiitee. This was not neces- 
sarily a new committee; it might be one of the existing com- 
mittees of the council. To that committee, in the first instance, 
the council would refer these transferred functions, and it would 
receive the recommendations of the committee as to how they 
were to be dealt with. Of that committee two-thirds must be 
members of the council, and the remaining one-third might be 
co-opted; among the co-opted members must also be women. 
Clause 6 stated that each county must, under its scheme, divide 
up its area into a number of smaller areas, each of these com- 
prising one or more county districts. In each of these areas 
here had to be set up a subcommittee of the Public Assistance 
Committee, specially designed to carry on as far as possible the 
duties of the old boards of guardians where it was compatible 
with the new financial arrangements. The subcommittees were 
to be called guardians’ committees, and it was hoped that 
members of them would continue to call themselves, and to be 
called by other people, guardians. Two-thirds of the guardians’ 
committees would be elected members, and there would be a 
considerable number of actual members of the old boards who 
would beconfe members of the new guardians’ committees. There 
would also be co-opted members, which again must include women. 
The duties of these committees included the examination of 
applications for relief and the determination not only of the 
amount but the nature of the relief; they would determine whether 
the applicant should or should not be admitted to an institution, 
and they were not excluded from visiting, ins vecting, and even 
managin non | Poor Law institution if the Public Assistance Com- 
mittee thought fit. 

Clause 13 provided for the recovery of expenses. Under the 
existing law, it was the duty of guardians to recover either 
the whole or part of the cost of relief from any person maintained 
in these institutions. It was not the law that the local authority 
must do it, albones some of them did, and he thought in the 
casc of maternity homes they always did so. But, obviously, if 
the functions of the guardians were to be transferred to the 
council they must not have a situation in which one person 
who happened io be destitute would have the cost of relief 
demanded from him, while another person, not destitute, who 
went into an institution of his own accord, did not. There must 
be one rule for both, and so the bill provided that the local 
authority would have the duty imposed on it of recovering such 
part of the cost of maintenance in an institution as an inmate 
could afford. But they excepted in that provision the case of an 
infectious hospital where persons went in for the good of a 
community, and that also included the case of the tuberculosis 
sanatorium. 

He saw from the amendment paper that this was taken as 
involving some danger to the maternity services. At present, he 
did not see how that could be the case. It was the general practice 
of local authorities to make charges for institutional relief: and 
seeing that_a woman who had her confinement in an institution 
was relieved of the cost of a doctor or midwife, and that she had 
in most cases the maternity benefii secured to her, it was difficult 
to understand why she should not be asked to make some contri- 
bution to the cost of her maintenance in the institution. He 
weuld only say that he had an open mind on the subject. He 
‘was anxious that nothing should be done that would in any way 
hamper or check the development of the maternity services, to 
which he »ttached the utmost importance. If he could be con- 
vinced during the committee stage of the bill that this provision 
would have that effect, or that any amendment could usefully be 
inserted which would still further protect the maternity services 
he would receive any such suggestion with respectful consideration. 
Clause 15 applied to London the provisions which applied to the 
covnties in general, with the necessary adaptations. The Metro- 


politan Asylums Board and the Metropolitan Common Fund would 
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Siennoeer. The functions of boards of guardians were handed over 
to the London County Council, and the London County Council 
was left to make its own arrangements for the administration 
of the law through subcommittees. Part II of the bill dealt 
with registration services; when the guardians disappeared their 
fuvctions would be handed over to the counties and county 
boroughs. Registrars would be placed on a salary basis instead of 
being paid by fees. 

Dealing with highways and road making, Mr. Chamberlain said 
that the question of town planning was bound up with the design 
and alignment of roads. Provision was made for the inclusion of 
the county councils in joint town-planning committees with other 
local authorities. 

A number of clauses followed, which were all in accordance with 
the recommendations of the Onslow Royal Commission. Clause 
45 provided that the county council might, out of the county rates, 
make a contribution towards the expenses of a rural district for 
the purpose of improving sewerage or water supply. Clause 48 
was designed to bring together education authorities and mater- 
nity and child welfare authorities. Ji was provided that the 
maternity and child welfare services might be handed over to 
the authority which was also the education authority, so that 
continuous supervision might be exercised over the health of the 
child. Clause 50 dealt with the supervision of midwives, Clause 31 
with the review of accommodation for infectious diseases in 
counties, and Clause 52 authorized the delegation of certain 
functions from the London County Council to the metropolitan 
borough councils. 

Turning to the finance of the bill, Mr. Chamberlain said that 
the Government’s plan was that national contributions to local 
services should be distributed, not in accordance with what the 
local authorities spent, but with their needs, including, of course, 
their relative ability to pay. De-rating took away a large exist- 
ing source of revenue of the local authorities and replaced it with 
a larger sum. That sum, instead of being a percentage grant 
based on something received twenty, thirty, or forty years ago, 
would be based on needs, reviewed from time to time. The 
block grant was to be recalculated every five years, and the 
amount was to be fixed for each year in any period of five years. 
The distribution among the counties and county boroughs was, 
first, ‘to be partly, and ultimately entirely, made according to 
a formula. The result, he anticipated, would be that each local 
authority would be secured resources adequate, not merely to 
carry on the services as they were to-day, but to allow for 
reasonable expansion in accordance with the public conscience 
and the demands which the increasing revenues of the country 
would permit. 

He had been very much asionished at suggestions which had 
been made that the system of block grants would injure, or even 
starve, the health services, and especially the maternity and 
child welfare services. If he thought for a moment that that 
would be so he would never allow it to go through, but he was 
convinced that those fears were utterly groundless. Leaving out 
of account three or four wealthy towns which had an exception- 
ally high expenditure on these services, the average grant received 
by the authorities throughout the country in respect of maternity 
and child welfare was about 5d. per head of the population. He 
took as instances one or two towns under the average. which 
were therefore not neceiving the average maternity and child 
welfare service. Oxford, a comparatively wealthy place, with 
nearly £6 10s. rateable value per head of the population, had 
a maternity and child welfare grant of 4d. Under the new 
scheme its grant in the first five-year period would be 26d., an 
the final grant, when the full formula came into operation, 
would be 3ld. per head. In an entirely different case, that of 
Merthyr, whose rateable value was only £2 6s. per head, the 
maternity and child welfare ery was now 43d. The grant in 
the first quinquennium would be 73d. per head, and, — 
108d. In Tynemouth, where there was special need, the rateable 
value was £4 ls., and the maternity and child welfare grant 
was 3.8d.; the gain in the first quinquennium would be ” 
and, when the scheme became fully operative, 206d. per head. 

Comparing “hese figures of the gain per head with the amount 

nt to-day on maternity and child welfare service, which, on 
the average for the whole country was 5d. per head, it was 
perfectly clear that the formula would give ample resources to 
every locality to deal with this service and to a it many 
times over. There could not be any question about the adequacy 
of the amount available; it was not an expensive service, and 
it did not take- much money to produce considerable results, 
He: had taken much trouble to protect if in the bill. Clause 7% 
provided that in the county districts voluntary associations would 
receive, in addition to the population grant, an increased grant 
to enable them to carry on the service. Again, under Ciause 83, 
the voluntary associations were protected, because. the schemes 
to be prepared by local authorities showing the contribution to 
be given to them must meet with the approval of the Minister, 
who had the final say as to what the contribution might %- 
Under Clause 86 the Minister had power—such as he had never 
before held—to take away the grant. or thai portion of the 
grant which he might think right, from eny local authority 
which failed to maintain this service adequately. If, in the 
committee stage, it could be shown that the clause gave Ins r 
cient protection to this service, he would consider any amen® 
ments which might be put forward. There was no service 
which he attached more importance and in which he took 4 
greater inierest than maternity and child welfare, and he was 
not going to allow any consideration to interfere with its fullest 

The needs of areas, in accordance with which the nation 
contributions would be distributed, would be measured by an 
ingenious and carefully worked out formula, which would be 
found in the fourth schedule of the bill. Obviously, ihe popula 
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{ion was the principal factor which governed the need of a 
locality, but it was not the entire measure of the need. They had 
also to take into account the relative wealth and poverty of 
different districts, and so rateable value per head and number 
of children under 5 were used to weight the population. They 
would find a larger proportion of children in the poorer districts, 
and it would not do to rely only on rateable value as a measure 
of the relative wealth and poverty. i 

Having dealt at length with the financial provisions. Mr. 
Chamberlain concluded by prophesying that the scheme, though 
it might well be altered in details in its passage through the 
House, would, in its main outlines, still hold the field, and that 
it would prove to be a courageous, comprehensive, and_ successful 
attempt to remove anomalies and injustices which had too long 
heen allowed to impair and weaken the magnifivent structure of 
local government. 

Mr. A. GREENWoop moved the rejection of the bill on_ the 
rrounds, among others, that it would perpetuate the evils of the 
Poor Law system and would arrest the normal and steady 
development of local health services by the establishment of fixed 
block grants from the Exchequer by the imposition of a charge 
for treatment in hospitals, especially maternity hospitals, which 
was calculated to increase the already high mortality among 
mothers. He contended that to combine roads and public health 
in a block grant was an absurdity. The block grant was a 
Treasury device for saving money to the Exchequer, because 
it meant the spending of less by the Government on local govern- 
ment services, The Government was allowing the spirit of ‘he 
Poor Law to pervade the whole of local government. Their 
proposals would injure the health services of the country. Health 
authorities would in the position of having to make inquiries 
and ascertainments, and to collect money, in they should be 
routing out disease; that would reduce medical officers to debt 
collectors. 

Dr. FREMANTLE said that in the amendment of ihe Labour party, 
and in that on the paper in the name of the Liberal party, it 
was suggested that the gravamen of the case against the bill 
was the injury that would be done to the health services: The 
amendment before the House said that the bill would arrest the 
normal and steady development of local health services, and would 
increase the already high mortality among mothers. It was a 
e‘allenge which must be met. When he read the bill he felt 
(iat it was a measure in regard to which they would have the 
general sympathy of those members of the Opposition who worked 
with Mr. Greenwood for the improvement of, the health services. 
Here was a measure that was fulfilling a large number of the 
reat objects which had been put forward in several Royal 
ommissions, and, above all, in the Royal Commission on the 
Poor Law—a measure, it seemed to him, in which they could 
gladly co-operate—at least in so far as the health service section 
was concerned—for the common cause, and obtain amendments. 
He wished to call attention to the most authoritative announce- 
ment that had yet been made by the medical profession. It had 
ouly recently been put into his hand, and he had had no share 
in preparing it. It was the considered statement of the Byitish 
Medical Association Poor Law Reform Committee. The Com- 
wittee sat for a long time on the subject, aud their general 
conclusion was: ‘f Resolved that the Council be recommended to 
express ils approval of the Local Government Bill, 1928, in so far 
ax it attempts to secure unification of the medical services of the 
country.’’ The bill was discussed under three main categories : 
first, machinery of local administration; secondly, the effect of the 
hill on medica) officers of health and Poor Law medical officers; 
and, thirdly, the effect of the finances of the bill on the health 
services, After endorsing the measure under these several heads 
ia which they were particularly concerned, the Commiitee pro- 
ceded to suggest certain alterations, modifications, and amend- 
ments which could be produced in committee, and which would 
he put forward in due course. He hoped that members in all 
parts of the House would combine with him in helping to get 
amendments accepted further to improve the machinery of the bill. 

Being himself a medical officer of health for a county area in 
which these matiers were consiantly to the fore, who for a 
period of twelve or fourteen years had had to consider, work, and 
report upon the complications which this measure hoped to 
simplify, he wished to state that, in the course of those many 
_. county medical officers of health had always felt the hope- 
ess confusion of authority which existed between the different 
bodies dealing with health, and that, in every way, the work 
of public health had been crippled because of this complexity. 
There was no relation between the Poor Law authorities, whether 
in their relief services and their institutional services, and the 
Sanitary authorities. There was no real combination between the 
‘anilary authoriiy on the one hand and the county authority on 
tue other, The only powers that the county authority had over 
(ie sanitary authorily was occasionally to report to the Local 
Government Board, as it formerly was, or to the Ministry of 

‘alth, as it now was, cases in which the sanitary authority 
Was in default, and it appeared that the Ministry might take 
certain action. One of the most crying needs was for some kind 
vl co-ordination among the different authorities. The bill met 
that need in a way, that exceeded any proposals that had 
ven made hitherto, and the fact that had been alleged 
against it, that it was a combination of different measures, 
Was, from this point of view, clearly in its favour. It was 
taking the opportunity to bring together an enormous number 
ot these different services in order to make a big move, a 
ng change, and a big reform—indeed, more than a _ reform, 
for it was an absolute revolution of local government. One 
ape on which obviously members on the opposite side must 
” agreed was that here was a measure of co-ordination and 
Correlation that was essential for the public health service. The 


Mi gave power to the county authorities to establieh definite 


relations with the sanitary authorities responsible for hospitals, 
and at the same time to use the institutions of the Poor Law for 
combined purposes. There was the possibility of co-ordinating the 
whole of the fever hospital services of the country, which was of 
enormous advantage in regard to the cause of infection, and 
which. might lead to economy. At the same time, they might 
secure much more efficient services and more efficient institutions 
for the patient. 

Another point which required co-ordination, and which had not 
been mentioned that evening—it was not mentioned by the 
Minister of Health in his opening speech—was the question of 
mental hospitals and mental deficiency institutions. A very ~— 
amount of work in regard to dementia was the concern of the 
Poor Law and the Poor Law institutions, and a large amount 
of work in regard to the question of mental! asylums, mental 
hospitals, and mental deficiency came under the county councils. 
Under this bill they had the possibility of co-ordinating this 
work, and the county councils would be able to deal with the 
mental ailments, dementia, and mental deficiency as one undivided 
authority for’ the whole county area, . 

They did not intend to give, continued Dr. Fremantle, and he 
certainly could not. as a medical officer give, unstinted adherence 
to the bill without suggesting the necessity for considering the 
nee.l for amendments. He had listened with gravity and anxiety 
to the suggestions that had been made against the bill from the 
point of view of those who are concerned with maternity and 
child welfare services. It was quite true that those were develop- 
ing services, and were a great essential need of the country. 
They were administered largely by voluntary -effort, and it was 
certain that many of those concerned with the services were 
sericuslty alarmed as to the possibilities of danger from the opera- 
tion of the block grant. The Minister of health had said that 
the last thing he intended was to hinder the maternity and child 
welfare services in any way, and he had put into three clauses 
definite provisions for easing their situation. Dr. Fremantle 
hoped that still furthér security would be given. He was not at 
all sure, alibhough he believed in the block grant system in the 
long run for the sake of the eventual good to local government, 
that the time was ripe to apply it at once to the maternity and 
child welfare services, and it might be advisable and possible to 
give a little longer time—say, for the first quinquennium—under 
the present system while the voluntary associations were making 
the adjustments necessary to enable them to work the new system 
proposed. 

In regard to the much debated, subject of the local supervising 
authority under the Midwives Act, a further reservation had to 
be made in regard to co-ordination. It was a difficult subject, and 
obviously it would be better theoretically if the Act could be 
administered by the same authority which administered the Mater- 
nity and Child Welfare and other Acts. But the difficulty was that 
midwives and those associated with them felt strongly that the 
only authority capable of securing the proper experience and the 
proper inspection of midwives was the county authority. There 
were minor exceptions, and it was hoped, in regard, at any rate, 
to that aspect of the midwives’ service, that the responsibility 
which was given by this bill to the Minister of Health to approve 
or not approve the transfer might be most carefully used. 

He had shown that the Poor Law Reform Committee of the 
British Medical Association approved the bill in its attempt to 
secure unification of the medical services of the country. With 
regard to that, there were two reservations which should be 
mentioned, and which were capable of adjustment, he hoped, in 
committee. The first was in regard to the distribution of Poor 
Law functions under Clause 4. This clause provided that the Poor 
Law functions might be distributed ik regard to health services 
among the committees of the county councils or county borough 
councils which dealt already with education and public health Ac 
the Maiernity and Child Welfare Act, and so forth. But it used 
the word ‘“‘ may.” That gave authorities the option of trans- 
ferring these functions to the new guardians subcommittees, which 
would make confusion worse confounded. It would perpetuate 
the present position, which would be right against the report 
of the Poor Law Commission, which tnis bill practically proposed 
to carry out. Members on all sides of the House who had been 
keer on public health development were even keener on the 
preper distribution of functions, and the British Medical Asso- 
ciation and the medical officers of health were combined in sayin 
that they wanted each committee of the county councils an 
county borough councils to be responsible for the whole sphere 
of service, quite independently of the separate individuals or 
class of individuals with which they were dealing. 

The question of the hospitals was a most difficult and thorny 
one. There was naturally a great sensitiveness among all those 
who were keen upon the voluntary hospitals—and all that they 
meant—regarding the competition which might be set up between 
the voluntary hospitals and the municipal hospitals. The best 
arrangement for overcoming this difficulty was by mutual under- 
standing and co-operation, and it was strongly suggested by the 
British Medical Association—and he backed the suggestion—that 
the county and county borough councils should be required to set 
up hospital subcommittees, who would be able to advise them regard- 
ing the efficient management of the hospitals, and effect co-opera- 
tion with the voluntary hospitals. Some regret might be expressed 
that the Lunacy Acts were left out of Clause 4. The reason for 
the omission was that it was intended to deal with those Acis 
in pursuance of the report of the Royal Commission. They had 
pressed for that for a long time, and he hoped that it would be 
carried out in the next Parliament. He noted with satisfaction 
the co-ordination of the medical officer of health services as a 
step in the direction of the further increase of whole-time. medical 
officers of health; he was, however, at loggerheads with the 
Minister of Health in regard to the rural areas. He maintained 
that they could not say that one system was ideal rather than. 
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another, and the suggestion that the only way to deal with rural 
areas was by whole-time medical officers who did not engage in 
private practice was, in his opinion, wrong. What was wanted in 
rural areas were men of the best character, with the best oppor- 
tunity to carry out the work. There were obvious exceptions, 
but there must be some latitude allowed. 

Lastly, he hoped that some further progress might be made in 
separating the health services from the system of relief. That had 
been the cardinal policy of the medical profession all along. It 
was a very difficult question, and he still thought that those who 
could afford to pay ought to do so, and that the public services 
ought not to be abused. But, on the other hand, they had the 
precedent of the Infectious Diseases Acts, and he hoped that by 
degrees, as these municipal health services developed under this 
new arrangement, the strictly health services might be considered 
as extra services and separate from relief. He challenged the 
gr oegean geen in regard to their denial of the value of this 
bill to public health. The future of the measure must depend 
upon the backing given to it in the country, For that purpose 
they wanted publicity above all things. The t way to secure 
publicity for the bill was through the B.B.C., and he urged the 
Government to arrange that speeches, representing all parties, 
should be broadcast. If that were done, he believed that the 
country would be immensely enlightened regarding this bill, which 
might be rightly called the Magna Charta of public health and 
local government. f 

The debate continued until the evening of November 28th, when 
the House divided. 


Replying to a question on November 26th, Sir Kixcstey Woop 
said he did not anticipate that any permanent addition to the 
staff of the Ministry of Health would be necessary in the event 
of the Local Government Bill becoming law., Work incidental to 
the inception of the scheme would involve some temporary addi- 
pg By Me staff, and the consequential expense was estimated 
at ,000. 


Preservation of Life Bill. 


Lord Dar.inc, in the House of Lords, on November 22nd, 
moved the second ye of the Preservation of Infant Life Bill, 
designed to prevent children being destroyed at birth. This bill 
passed through the Lords last spssion, but failed to obtain support 
in the House of Commons after its title had been changed to the 
Child Destruction Bill. Lord Darling now said that one of His 
Majesty’s judges had drawn his attention to the number of cases 
where no punishment could be awarded to a_person for the 
killing of an infant during birth, because the killing was neither 
murder nor abortion. The bill was in the form in which it left 
a Select Committee of the House of Lords last year. ’ 

Lord Arkin said this gap in the criminal law had been recog- 
nized by many generations of justices. The bill in its present 
form was not a satisfactory piece of legislation, The practical 
effect of making an offence of the killing of a child during birth 
by the mother would be very small. It would be difficult to 
persuade a jury that a woman ought to be held criminally respon- 
sible for an act done in the pangs of an unattended, uncared-for, 
and_ possibly difficult labour. The bill applied to third persons, 
to doctors, and to midwives, and raised the position of the doctor 
who had to consider during delivery whether to save the life of 
the mother or that of the child. -Under the bill such a doctor 
committed a criminal offence unless he proved that he acted in 
rood faith and that his action was needed to save the mother’s 

e. He objected to creating crimes by legislation, and throwin 
on anyone the onus of proving that he was innocent. Doctors h 
been harried quite enough by legislation, and should not have 
te consider whether a disappointed parent or a mischief-making 
attendant would charge them with this offence. The provision 
of the bill making it an offence to kill a child in the mother’s 

y more than twenty-six weeks after conception was unneces- 
sary, because it was impossible to do so without procuring, or 
attempting to procure, a miscarriage. 

Lord Dawson associated himself with Lord Aikin’s arguments. 
The House should not be too anxious to fill this gap in the law. 
It was a good thing in many cases if the law turned a blind eye 
to this offence by unmarried mothers, committed after part to 
of anxiety, often culminating in difficult labour. These girls, in 
many cases, did not require legal conviction, but the hand of 
understanding and fellowship. If te were a professional man who 
had knowledge of an act of this kind, and satisfied himself it 
had been done under stress of impulse and anxiety, he should not 
consider it part of his duty to ae the fact to the powers that 
be. The bill would inflict a hardship on men in the profession 
to which he belonged, and on midwives. It threw on them the 
onus of proving that they were not committing a crime. It 
would go far to inhibit them and discourage them from doing 
their work. In fairness and justice to the doctor, and in the 
interest of the community, he urged the Lords to reject the bill. 

Lord RussEtt concurred in these arguments. 

_ Lord Hamsuam said Mr. Justice Talbot, in a charge to a grand 
jury, had pointed out the gap in the Jaw, and had said: 2 The 
result of the law is that a fully born child in many cases can be 
destroyed with impunity, and I do not think it very creditable 
to our legislature that the defect in the law should be left 
unremedied.”” Lord Hailsham said he shared this view. He did 
not think anyone contemplated that a distraught mother should 
be punished if she killed her child before it was fully born any 


more than in similar circumstances just after it had been born 
Such circumstances were always taken into account in the modern 
courts. He agreed that it was most important to safeguard the 
position of the doctor and the midwife. L 


argely because of repre- 


sentations by Lord Dawson on that point the original bill had 
been sent to a select committee, on which Lord Dawson served, 
Whether the exact phraseology of the bill was sutlicrent to safe- 
guard the og might be considered again by a select com- 
mittee, or by the House of Lords in committee. As he read the 
bill, although, in fact, a doctor was mistaken in thinking it 
necessary to kill the child in preserving the life of the mother, 
yet so long as he acted in the honest belief that the necessity 
existed he would not be under any liability. Since Lord Atkin 
felt a doubt on that point it ought to be made clear in committee. 

Lord Arkin said he was content that the bill should be 
examined in committee, 

The bill was then read a second time. 


Protection of Animals (Amendment) Bill. 


In the House of Lords, on November 22nd, Lord Bansvury 
moved the second reading of the Protection of Animals ee 
ment) Bill. He explained that this short bill proposed that any 
owner of a dog found guilty of cruelty to the animal might, 
in addition to any other punishment, be ) Prod from receiving a 
licence to keep a dog or dogs. 

Lord Dawson or Penn pointed out that the original Act con- 
tained no definition of cruelty. In view of recent controversies 
on what constituted cruelty in experiments on animals, Lord 
Dawson suggested that Lord Banbury should amend his bill by 
inserting a definition of cruelty as “‘ pain inflicted wantonly and 
needlessly.” 

Lord Derssonoven, speaking for the Government, thought the 
proposal of the bill impossible to carry out. An applicant could 

o to any one of 12,000 money-order offices and take out a dog 
icence. The Government would not oppose the second reading 
of the. bill, but could not offer facilities to the measure in its 
present form. 

Lord Bansury, replying to Lord Dawson's suggestion, said he 
had specially drafied the bill so that the House should not go 
into other questions, such as what constituted cruelty. 

Lord DressorouGH remarked that 3,000,000 dog licences had been 
taken out last year. 

The bill was read a second time. 


National Health Insurance. 


Definition of a Splint-—Dr. Vernon Davies asked Mr. Chamber- 
lain, on November 22nd, to state his reason for deciding, under 
the National Health Insurance Regulations, that a spinal jacket 
required for the treatment of tuberculosis of the spine was 
regarded as a splint, but that a spinal jacket required for the 
treatment of lateral curvature of the spine, which was often due 
to ‘tuberculosis, was not a splint, and therefore could not be 
supplied to insured persons. yr. CHAMBERLAIN said the reason 
why a different view was taken with respect to the appliances 
was that he had to look not to the name given to an appliance, 
but to the precise object which it was intended to serve. He had 
invited the Insurance Acts Committee of the British Medical 
Association to discuss with the Ministry the difficulties of — 
splints for the ees of medical benefit. Mr. Erskine aske 
whetker Mr. Chamberlain knew that many osteopaths cured 
curvature of the spine without any appliances. 


Bilis. 

Young Persons in Officcs—On the motion of Miss WiLxrxsoy 
the House of Commons, on November 2lst, gave a first reading 
to an Offices Regulation Bill ‘‘ to regulate offices and the employ- 
ment of young persons therein.’? Introducing the bill, Miss 
Wilkinson said no protection, except the local sanitary by-laws, 
covered workers in offices. They were outside factory legislation 
and the Shops Acts. The grievances were growing worse with 
the overcrowding in great cities. Women were entering offices 
where the sanitary conditions were doubtful even for men, and 
inadequate for women. In some recently built offices there was 
no ventilation. In one of the most modern buildings in Regent 
Street the office was underground and artificial light was necessary 
all day. One girl there had been warned by a doctor thai she 
was in danger of contracting pernicious anaemia if she continued 
to work undergyound. The bill recognized that it was not 
possible to reconstruct all offices in a year. It gave wide powers 
to local authorities and put the onus on the owner. 

Mr. Warptaw Mine secured a first reading, on November 2lst, 
for a bill making it obligatory ‘for owners of motor vehicles to 
be insured against third party risks. 


Post-vaccinal Enecphalitiz— Mr. — stated, om 
November 21st, ihat of the five cases of post-vaccinal encephalitis 
(four fatal) mentioned on page 145 of the. Rolleston Committees 
report, four were vaccinated with Government lymph and_ one 
was not. In the latter case, and three of the former, death 
occurred. 

Nurses and the Midwives Acts Committcc.—Asked, on November 
22nd, by Mr. Kelly why the profession of nursing had been 
refused representation on the Departmental Commitiec aon 
to consider the working of the Midwives Acts, 1902 to 1916, Mr. 
CHAMBERLAIN said he did not consider it necessary to appoint 4 
registered nurse on this Committee as the various nursing 
organizations could give evidence before it. Only cne of these 
organizations declined to avail itself of this opportunity. 
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Obituary. 
SIR HECTOR CLARE CAMERON, M.D., LL.D., 
C.B.E., 
Dean of Faculties and Emeritus Professor of Clinical Surgery 
- m the University of Glasgow. 


Wr have to record with great regret the death of Sir 
Hector Clare Cameron, the famous Scottish surgeon, which 
took place in his eighty-sixth year, on November 22nd, at 
his home in Woodside Crescent, Glasgow. 

Sir Hector Cameron was born in Demerara, British 
Guiana, on September 30th, 1843. He was the second son 
of Donald Cameron, sugar planter. Sent home for his 
education, he first went to Madras College, St. Andrews, 
and afterwards was a student in the Arts classes of the 
ancient University of that 
city. His medical educa- 
tion began in Edinburgh 


part of his course was 
taken in the University 
of Glasgow, where Joseph 
Lister was then Professor 
of Surgerv. He graduated 
M.B., C.M. in 1866, and 
M.D. in 1868. In the latter 
year he became assistant 
to Lister at the Royal 
Infirmary. The association 
then begun endured and 


deepened throughout his 
life; and although two 
years later Lister was 


transferred to Edinburgh, 
Cameron, who, despite 
many inducements to move 
eastwards with his chief, 
had decided to remain in 
Glasgow, became one of the 
leading propagandists of 
the young antiseptic school, 


and continued both in 
precept and practice to 
develop and = spread the 


doctrines of his master. 
At the early age of 32 he 
Was appointed surgeon to 
the Rovai Intirmary, re- 
signing this post in 1871, 
when he obtained a similar 
— in the Western 
nfirmary. In 1900, on the 
retirement of Dr. George 
Buchanan from the chair 
of clinical surgery in Glas- 
gow University, Cameron 
was elected by the Univer- 
sity Court, without advertisement, to that chair, which he 
occupied until 1910. He held from time to time many other 
appointments—surgeon to the Royal Hospital for Sick 
Children, consulting surgeon to the Glasgow Royal Asylum, 
surgeon to the Eye Infirmary and to the Lock Hospital. 
For many years he was a member of the University Court 
@ a representative of the senate, and of the General 
Medical Council as representing the Royal Faculty +f 
Physicians and Surgeons of Glasgow. He held examiner- 
ships in the Universities of Cambridge and Aberdeen. 
Such offices as his professional brethren could confer on 
him he also occupied with unanimous assent—among them 
the presidencies of the Royal Faculty of Physicians and 
Surgeons, the Pathological and Clinical Society, and the 
Royal Medico-Chirurgical Society of Glasgow. At the 
Meeting of the British Medical Association in Toronto in 
1906 he was president of the Surgical Section. Dvring the 
war he became Red Cross commissioner for the Western 
District of Seotland, and since 1920 he acted as convener 
of the Ralston Red Cross Hosital. He was also dean of 
faculties in the University of Glasgow, and was appointed 
by the General Medical Council to supervise the examina- 


| 


Sir Hecror Crare Cameron. 


tions in medicine conducted by the medical schools of 
Great Britain and Ireland. 

These numerous services received signal marks of national 
and academic approval. He was knighted by Queen 
Victoria in 1200; in 1911 the University of St. Andrews 
made him an honorary LL.D.; in the following year his 
own university conferred the like honour; and after the 
war he was created C.B.E. 

His contributions to medical literature were not 
numerous, but between 1870 and 1884 articles from his 
pen appeaied occasionally in medical journals and trans- 
actions, dn such subjects as colopuncture, tracheotomy, 
foreign bodies in the air passages, trephining, ete. At 
wider intervals in later years he wrote upon such questions 
as the treatment of hip-joint disease, and on the analogy of 
cutaneous cancer and tuberculosis. He was the author 
of valuable papers and 
addresses on Lister and his 
work, in particular the 
Dr. James Watt Lectures 
on the evolution of wound 
treatment during the last 
forty years, published as a 
book in 1907. This is a 
historical and documented 
account of the origin and 
development of antiseptic 
surgery, and bears the im- 
primatur of Lister himself, 
thus contributing a defini- 
tive record of the great 
surgeon’s system and ideas. 

The relative paucity of 
his publications was due 

rincipally to the fact that 

is bent was clinical rather 
than scientific. As has 
already been indicated, he 
began his professional life 
as a disciple of Lister. 
When his master left him 
the fallen mantle of 
apostleship descended upon 
him, and for the rest of his 
life he was content by voice 
and hand to expound and 
illustrate the truth of the 
new surgical learning. His 
opportunities for original 
research and writings were 
restricted by the 
great and steadily grow- 
ing pressure of private 
work. As an operating 
surgeon his reputation was 
not exceeded by that of any 
contemporary. The social 
standing of his patients 
made no limit to his sense of duty. He was pre-eminently 
accessible to the less fortunate, and countless instances are 


-on record of his generous and unsparing beneficence to the 


needy and humble who sought his services. 

As a teacher he was always popular, alike in his Socratic 
and his didactic moods. An tuteresting expositor, he avoided 
set orations, and his lectures were replete with the results of 
his own experience, and illustrated with historical parallels 
and allusions. And likewise as operator he was methodical, 
cali, and self-reliant. Conservative in his outlook, he dis- 
trusted sensation and ‘ brilliancé”’ in surgery. ‘‘ Gentle- 
men,’ he would say, *‘ you must not make your light shine 
at a patient’s cost.” Or again, ‘‘ To open an abdomen 
without a constructive diagnosis is the height of surgical 
curiosity.’’? In his wards, theatre, and lecture room, his 
students never failed to realize the deep human sympathy 
that informed all his work: ‘il n’y a pas de maladies, il 
wy a que de malades’? was the motif of clinical discourse 
or ward visit. His belief in Listerian antisepsis, as dis- 
tinguished from the illogically termed “ aseptic system,”’ 
remained unshaken to the end of his hospital term; and 
when, during the war, the foul infections of the soil of 
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Flanders reproduced in casualty clearing stations and base 
hospitals the horrors of pre-antiseptic surgery, and necessi- 
tated a revisal of some post-Listerian modes of treatment, 
his gratification over the vindication of the older system 
was not concealed. 

He retired from the clinical chair and from active 
surgical practice in 1910. This event was one of the 
severest ordeals of his life. When contemplating his 
imminent resignation he wrote in a private letter: 

“De Quincey in the Confessions quotes a passage from Dr. 
Jobnsen, and he says that it is the only feeling remark that 
Dr. Jehnson ever made. It is this. ‘No one ever does anything 
consciously for the last time, of those things which he has been 
long in the habit of doing, without sadness of heart.’ The senti- 
ment is a feeling one, because it is so truly natural and human. 
When I therefore, some day soon, 1ealize that I am making 
my last hospital visit (I have been making them for thirty-six 
years--since 1874) I know I shall feel very sad indeed. The mere 
anticipation weighs on my spirits.” 


On the occasion of this retirement he was entertained to 
dinner by fifty of his former assistants and house-surgeons, 
and presented with a loving-cup which bore the inscription : 


H.C. C. 
Magistro carissimo Discipuli 
MCMX 


No memoir, however brief, of Hector Cameron’s life 
would be adequate did it not include a reference to the 
richness of his mind and the graces of his personality. In 
youth he had absorbed much of the spirit of the ancient 
classics and of the great works of English literature. In 
later years his retentive memory furnished him with many 
an apt allusion and quotation. He had an Augustan love 
of the Latin tag and the polished phrase; le mot juste had 
an ineluctable attraction. Unrivalled as a raconteur, he 
was delightful in social converse; and his correspondence 
provided many characteristic examples of the vanishing art 
of letter-writing. Outside of his scholarly interests fishing 
and shooting were his favoured recreations, and in both 
sports he excelled. 

But to all who knew him the most abiding memory will 
be that of his almost old-world courtesy and graciousness. 


If in his public duties he ensued compromise more than. 
controversy, it ‘was because of his broad humaneness, his 


catholicity of spirit, and his innate kindness of heart. 
Alike as teacher, surgeon, colleague, administrator, and 
man of the world, he earned the respect and admiration of 
his associates; and, what is more rarely vouchsafed to out- 
standing men, the deeper homage of affection from his 
friends. His fine features, crowned for many years with 
a wealth of silvery hair, marked him out on any platform or 
in any society. Two eminent artists—Henry and Greiffen- 
hagen—have painted the outward semblance; but no 
material portraiture will preserve to future generations the 
real picture of nobility and charm that is treasured by 


‘those who knew him best. J.F 


Sir Hector Cameron married a daughter of Mr. William 


Hamilton Macdonald, who predeceased him in 1879. He 


‘is survived by a daughter and two sons—Colonel Donald 
Cameron of the Army Service Corps Staff College, and Dr. 
Hector Charles Cameron of Guy’s Hospital. 


We are indebted to Sir Donatp MacAuister, Bt., 
President of the General Medical Council, Principal and 
Vice-Chancellor of the University of Glasgow, for the 
following tribute. 

May I repeat here, what I felt moved to say in my 
presidential address to the General Medical Council this 
week, concerning Sir Hector Clare Cameron? I announced 
that but last week that veteran died, full of years and 
honours, at the age of 85. One of the last survivors of 
Lord Lister’s personal assistants and coadjutors—he has 
fitly been described as Lister’s ‘‘ beloved disciple ’’—he held 
a high place, not only among Glasgow celebrities, but in 
the affectionate regard of the surgeons of the world. ‘ To 
myself his loss is irreparable, for from time to time when, 
in 1889, he first welcomed me to this Council as a colleague, 
until the end, he was my unfailing friend and counsellor, 
on whose kindly wisdom and manifold experience it was 


ever my privilege to draw.’’ To the Medical School and to 


the University of Glasgow he was a pillar of strength. 


revered and beloved for his unselfish interest in, and devotion 
to, their well-being. Eminent alike as teacher, as surgeon, 
as administrator, and as benefactor, he had a_ unique 
place in their regard. In testimony may be cited the 
honorary offices he held—as consulting surgeon to several 
of Glasgow’s great infirmaries, his presidency of the Royal 
Faculty of Physicians and Surgeons, his dignified place, 
to which he was elected and re-elected, as Dean of Faculties 
in the University, his membership of its University Court 
and Senate, and many others, heaped upon him by bodies 
and institutions which he had nobly served, or which desired 
to derive honour from association with his honoured name, 
His warmly affectionate nature, his ready helpfulness, his 
freedom from any trace of self-seeking, his transparent 
honesty of purpose, and the immediate impression of deep 
sagacity and practical wisdom which he conveyed, made 
him a very Nestor among us, and a Nestor loved and 
admired beyond others. His loyalty to Lister, his cherish- 
ing and setting forth of the valued memorials of his master 
which he possessed in rich abundance, and his lucid and 
cultured utterance on all occasions of ceremony, will long 
be remembered in Scotland. With him a great representa- 
tive of a great generation passes away, and some of us 
cannot but feel that no one quite fitted to take his place 
is left to us. 


Mr. G. H. Eprxeton, D.Sc., M.D., Lecturer on Clinical 
Surgery at the University of Glasgow, writes: 

By the death of Sir Hector C. Cameron the community 
of Glasgow mourns one of her most prominent citizens, 
and the Medical School one who in the days of his active 
professional work occupied a foremost position in the ranks 
of surgery. I was privileged to receive my early training 
in his wards, and later to be associated with him in his 
work, and his death now severs a friendship which remained 
unbroken for a period of over thirty vears. 

As a teacher he had the gift of presenting problems to 
his students couched in language which, enriched by happy 
simile and apt metaphor, fixed itself in their memories. 
His description of the ailments of the patients brought to 
their notice was illustrated by examples drawn from his 
wide clinical experience and likewise from his reading in 
the literature of the subject. His operations were carried 
out with a meticulous attention to detail which was in 
itself a liberal education for the onlookers. There were, 
however, taught in his clinic things which were outside the 
mere bones of clinical surgery. He, by his example, taught 
us veracity, concern for the best interest of the patient, 
care for the feelings of others, and «a warm and_ broad 
humanity. The humblest patient in his wards received the 
same consideration as any of his cases in private: and it 
was no uncommon occurrence for him to return to the 
hospital in the afternoon to see how those on whom he had 
operated in the morning were progressing, while very rarely 
did he miss paying a Sunday visit. He was a pattern of 
dignity and modesty, never thrust himself forward, never 
cried his wares in the market-place. We junior students 
took it, I am afraid, as a matter of course, and the degree 
of his modesty and his professional skill only became known 
to us when we moved to other clinics and saw very different 
post-operative results. We failed not then to draw a com- 
parison, and were struck by our late chief's mevits, and 
his equally marked unobtrusiveness. When later L came 
to enjoy his friendship and to talk with him in his home 


circle I was able to appreciate that I was in the presence of 


one who was not only a surgeon, but a man of wide educa- 
tion and wide interests. He was a keen lover of sport, 
and during his vacations he enjoyed shooting, fishing, and 
golf. He was keenly interested in birds, and delighted to 
draw attention to their various notes. He had a_well- 
stored memory, and freely drew on it for anecdotes and 
quotations apropes whatever subject might be under 
discussion. 

When, as they did, honours came to him they were 
fully appreciated. He never vaunted them. They were 
all unsought, and were conferred on him in recognition of 
good work well done, and they gave pleasure to his maby 
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attitude to honowrs was fittingly summed up in a brief note 
which he received from an old Scottish lady, a former 
patient, on the occasion of his knighthood. She wrote: 


** Some ha’e sought it, 
Some ha’e bought it, 
You ha’e wrought it.” 


Concerning his knighthood, which was conferred on him 
by Queen Victoria during his tenure of the Presidentship 
of the Royal Faculty of Physicians and Surgeons, he was 
from home when the Gazette appeared. He was quite 
unaware of its coming, and he told mo that his first intima- 
tion of it was a telegram of congratulation from one of 
his friends in Glasgow being handed to him in his hotel 
before breakfast. The telegram was vague, and it was 
not till he had gone downstairs and secn the newspaper 
that he knew definitely the cause of congratulation. 

It was characteristic of Cameron that, although fecling 
the burden of years, he did not sink down under it, but 
kept going in and out, and calling for friends, till this 
sumer, when increasing feebleness caused him gradually 
to keep to the house. Up till shortly before his death he 
was keenly interested in hearing of all that was going on; 
but be was perceptibly weakening, and the end came very 
quickly. A great gap has been caused; but it is some 
consolation to his many friends to know that he passed 
without obvious suffering. Those of us who knew him 
well and came under his influence feel thankful that we 
were privileged to have had him so long as an example. 
He was in truth 


“...a verray parfit, gentil knyght.” 
[The photograph reproduced on page 1015 is by 


Lafayette of Glasgow. ] 


IMPERIAL CANCER RESEARCH FUND. 


DR. MURRAY’S ANNUAL REPORT. 

ty the annual report of the Imperial Cancer Research 
Fund for the period 1927-28 the director, Dr. J. A. 
Murray, F.R.S., outlines a number of general features of 
the cancer problem frequently ignored in the discussion of 
special investigations. This report, the twenty-sixth of the 
series, was presented at the general meeting of the Fund, 
held on Wednesday, November 28th. 


Variations in Susceptibility to Cancer. 

The conclusion that cancer begins as a local disease has 
determined general recognition of the fact that in its 
earliest stage the disease is curable. This conclusion, how- 
ever, has not always held the field, and, as Dr. Murray 
points out, it has been established only through the expert- 
mental investigation of cancer in animals, Tar cancers, 
experimentally produced, may be removed at an carly stage, 
or after being allowed to grow for a time, or not at all; 
the former proceeding, it is found, is effective in preventing 
both local recurrences and the dissemination of cancer 
throughout the animal’s body. Experiments on these lines 
have brought to light yet another fact of a general nature. 
Mice differ so much in their response to irritation that 
while some subjected to tar painting will show signs of 
cancer in about four months, others, similarly treated under 
identical conditions, may remain cancer-free for a much 
longer period, and a small percentage may fail to develop 
cancer even after being tar painted for a year. But if 
apparently susceptible mice, from which tar cancers have 
been surgically removed, are subjected to a second course 
of tarring, they are found to be distinctly resistant, and 
it is, in fact, very difficult to obtain the second tar tumour. 
The same phenomenon was noted in mice from which 
spontaneous cancers—for example, of tho breast—had been 
surgically removed; their skin was found to be tar- 
resistant. 

The conclusion, Dr. Murray suggests, appears to be in- 
evitable that the factors determining differences in suscepti- 
bility are not locally restricted in particular tissues, but 
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is correct some statistical evidence would be expected show- 
ing such general factors to be active in determining the 
incidence of cancer in the different tissues of man. As 
a small piece of confirmatory evidence Dr. Murray cites 
the rarity with which multiple malignant new growths 
have been observed. Moreover, a comparison of the’ inci- 
dence of cancer in men and women in special relation to 
its incidence in organs peculiar to each sex and in organs 
comnion to bath sexes, shows that in females over 30 per 
cent. of the incidence of cancer falls on the specific sexual 
organs, especially the uterus and breast; while in males 
the incidence on the specific sexual organs is very low. 
If such incidence were determined entirely by local factors 
in tho different organs and tissues, one would expect a 
much higher total incidence of cancer in women, their 
special sexual organs being so liable to develop cancer. 
Actually the total incidence is the same for both sexes. 
hu all organs common to both sexes, except the gall-bladder 
and thyroid gland, the incidence of cancer is higher in men 
than in women. To account for the apparently equal total 
incidence by the operation of a local factor in each organ 
one would have to assume first that something in the mode 
of life in men sets up with greater frequency local con- 
ditions leading to cancer in the organs common to the 
sexes, and that by coincidence this frequency happens to 
he of the same order as that of the incidence of cancer 
in the organs specifically female. 


Comparative Mortality Statistics. 

Cancer statistics of Holland, Switzerland, and Japan 
are generally comparable with those of England and Wales, 
and lead to similar conclusions. Of particular interest is 
the fact that though cancer of the breast is twice as 
frequent in English women as in Dutch women, and is 
rare in Japanese women, the total cancer mortality in 
women of these countries is the same. In Japan there is 
a very high incidence of cancer of the uterus; in Dutch 
women, though cancer of the uterus is also only half of that 
in English women, cancer of the digestive tract is far more 
frequent, the higher incidence in one group of cancers, 
both in the Japanese women and the Dutch, almost exactly 
balancing the lower incidence in the other. If the inei- 
dence of cancer were determined entirely by local factors 
this remarkable phenomenon would have to be attributed 
to coincidence. Italian figures are at some variance with 
those of other countries, showing not only a lower general 
cancer mortality, but a much lower incidence of cancer in 
males than in females. It is suggested in the report that 
this might be due to racial factors; it may, however, be 
accounted for by under-diagnosis of cancer in non-accessible 
sites, which is more likely to occur in men than in women. 
On the whole, Dr. Murray concludes that the incidence of 
cancer is determined by general factors, local factors deter- 
mining merely the site at which the cancer develops. 


The Filtevable Fow! Tumour. 

Work on the new fowl tumour, discovered by Dr. Begg 
in the laboratories of the Imperial Cancer Research Fund, 
is being continued. The importance of this tumour, which 
has been proved to arise from endothelial cells, lies in the 
specificity of the agent’? or ‘‘ agents’? responsible for 
its transmission, in that it restricts its activity entirely to 
endotheliat cells. The view that the filterable fowl tumour 
is not a true malignant neoplasm, but an_ infective 
granuloma, cannot therefore be sustained. Dr. A. Carrel’s 
experiments, in which he claims to have produced a typical 
Rous tumour by injecting into a fowl chick embryo, 
together with some simple chemical substance such as indol, 
have been repeated by other workers with negative results. 


Diet and Caneer. 

A large-scale repetition of Fujimaki’s experiments has 
failed to verify his conclusion that stomach cancer may be 
induced in rats kept on a diet free from vitamin A. In 
such rats hypertrophy and keratinization of the fore- 
stomach epithelium is frequent; but no actual -ancer, in 
the-stamach or elsewhere, has been observed in the labora- 
tories of the Imperial Cancer Research Fund to follow 


*re of some general constitutional nature. If this theory 


vitamin A starvation. Moresver, the phenomena described 
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by Fujimaki are not specific for vitamin A deficiency, 
have observed in conditions of B-avitaminosis, 
and even in old stock rats which had always received a 
diet adequate in vitamins. Dr. Murray states categorically 
that there is no reliable evidence—experimental, statistical, 
or clinical—which would indicate a causal correlation 
between cancer and the absence or presence or the excess 
of any particular dietetic constituent. 


Evidence of Transmissibility of Cancer, 

Experiments carried out in the laboratories of the Fund 
have shown that Professor Heidenhain’s belief in the 
transmissibility of cancer from animals to man, derived 
from work purporting to prove its transmissibility from 
man to animals, is based on error. Dr. Murray empha- 
sizes the fact that Heidenhain’s conclusion, if correct, 
would revolutionize our conception of the nature and 
treatment of cancer, and, in so far as it meant that any 
case of cancer in animals or in man might be a source of 
infection, would spread profound alarm among the public. 
Dr. Cramer, however, has shown that the malignant 
grewths observed by Professor Heidenhain were in reality 


- spontaneous tumours. and .not the result of injecting the 


animals with human cancerous material. 


The Warburg Phenomenon. 

Experiments have shown that the Warburg phenomenon, 
that is, high aerobic glycolysis by cancer cells—normal 
tissues effecting glycolysis, if at all, only when oxygen ‘s 
absent—cannot serve to distinguish cancerous from non- 
cancerous proliferations; a similar phenomenon has been 
observed in the study of cellular overgrowths produced by 


_ virus infections. These latter are also capable of effecting 
.& partial splitting of carbohydrates under aerobic condi- 


tions. An investigation has also been made into the 
therapeutic possibility, suggested by Warburg, of affecting 
cancer growth by varying the oxygen pressure in- the 
imspired air. Prolonged exposure of animals with cancer 
to high pressure of oxygen, within the limits of safety, 
produced no effect on the tumours, while low oxygen 


pressures delayed their growth and produced extensive 
fven prolonged exposure, however,- could not 
completely arrest the growth of tumours, and ‘only pro- 
duced their regression. Dr. Murray concludes that ‘there’ 
-is no evidence that alterations of oxygen, pressure, even 


necrosis. 


within the limits of safety, are by themselves of thera- 
_peutie value. 


VOLUNTARY HOSPITALS IN GREAT BRITAIN. 
A Survey or 1927. 


-'Tue ninth annual report on voluntary. hospitals in Great 
_ Britain (excluding London) for the year 1927 has been 
-compiled by Mr. R. H. P. Orde, and ‘is published by 
“the recently constituted Central Bureau of Hospital In- 
‘formation. This agency, which has been. set up by the 
Joint Council of the Order of St. John and the- British. 
‘Red Cross Society in conjunction with the British Hos- 
‘“pitals Association, has taken over the’ work of publication | 
“from the Joint Council, in addition to other duties in 


connexion with the ‘accumulation and distribution cf 


‘information relating to hospital affairs. Its services are. 


placed freely at the disposal of the voluntary hospitals, 
‘and also of public authorities. 

__ The report covers institutions containing over 99 per cent. of 
the voluntary hospital accommodation in Great Britain outside 
the London area, giving detailed surveys of the financial 


_ position of 755 hospitals containing 48,212 available beds; the 


total number ef hospitals in Great Britain, outside London, is 
given as 790, with 48,696 beds, so that only a very small pro- 
portion of the available accommodation has not been brought 


within the scope of the review. Taken in conjunction with the 


statistical report for 1927 on the finance of London hospitals, 
issued by King Edward’s Hospital Fund, which was noticed in 
the Journal of October 27th (p. 771), the report affords a 
practically complete account of the position of the voluntarv 
hospitals. A general summary of the finances of the 755 hos- 
pitals reviewed shows that in 1927 the amount of income avail- 


‘able for maintenance was £7,103,044, while receipts for capital 


purposes amounted. to £1,511,024, giving. a total income of 


£8,614.068; the expenditure on maintenance was £6,100,442, and 
on capital account £1,498,012, leaving a surplus of £1,015,614. 
The number of hospitals with a credit balance on their muin- 
tenance account. was 562, or 74.44 per cent. of the total, and 
7 per cent. more than in 1926. As compared with this year, 
income available for maintenance increased in 1927 by £714,028, 
and expenditure on maintenance increased by £169,023; receipts 
for capital purposes decreased by £16,776, and capital expendi- 
ture by £237,165. The surplus of £1,015,614 compares with 
£250,220 in 1926, but was lower than that recorded in the 
three preceding years. 

Details regarding the number of patients treated were obtained 
from 753 hospitals, which provided during 1927 for 729,765 
new in-patients and 2,907,198 new out-patients, showing in- 
creases of 36,599 and 149,783 respectively over the previous 
year. For purposes of analysis England and Wales, and 
Scotland, are dealt with separately, and hospitals are divided 
into three main groups—the first containing those with 100 or 
more beds, the second those having from 30 to 99 beds, and the 
third those having less than 30 beds—and certain special groups 
are also differentiated, such as hospitals associated with medical 
schools, specially large hospitals, and those devoted to par- 
ticular classes of disease. The tables relating to the volume 
of work done in the voluntary hospitals show that in England 
and Wales there has been a remarkable increase in the number 
of cases dealt with in the out-patient departments of the large 
hospitals ; out of a total increase of 115,555 in this category these 


hospitals were responsible for 113,690. The pressure for bed . 


accommodation in this class was also much greater than in the 
smaller hospitals. This was also true in Scotland, and in that 
country, further, the proportion of available beds occupied in 
all classes of hospital was higher than in England and Wales. 
A striking feature of the figures relating to these countries Is 
the rapid extension of surgical operative work; it is only 
possible to give an approximate comparison, but it appears that, 
from the details available,-the number of operations per hos- 
pital rose from 698 in 1923 to 866 in 1927. In the x-ray, electro- 


therapeutic, and massage departments there has also been a. 


substantial expansion. It is satisfactory to learn that all classes 
of hospital in England and Wales shared in the general pro- 
sperity, and that the position of the large hospitals, which 


formerly were relatively worse off than others, has improved 
considerably, the ordinary income of this group having risen 


from £2,957,375 in 1926 to £3,292,298 in 1927. In Scotland, 
hewever, there was little change in the financial position, and the 
figures suggest that while the English hospitals have more than 
recovered the voluntary support they enjoyed before 1920 the 
Scottish are still below the 1925 level. ; 

The main sources of income on maintenance account pér 
available bed in 1927 were as follows for the hospitals of the 
two countries :—Voluntary gifts: England £80.75, Scotland 
£62.97. Receipts for services rendered: England £29.40, 
Scotland £16.20. Interest from investments: England £18.89, 
Scotland £29.75. Extraordinary income: England £18.98, 
Scotland £27.15. It will be seen that the Scottish hospitals 


received mugh less for services rendered, although income from 


this source is steadily increasing in both countries, while the 


_accumulation of large invested funds is a notable source of 


strength, particularly in times of depression, which has been 


‘fostered in the North. The report contains a series of analyses 


of hospital expenditure which should be excecdingly valuable 
to all engaged in hospital management. : 

Sir Arthur Stanley contributes a prefatory note directing 
attention once more to the difficulties created by the increasing 
number of road accidents, and this subject is dealt with also m 
a series of special articles hy representatives of the hospitals, 
‘of insurance, and of the motoring public. Mr. Orde, in his 
introduction to the report, states that from replies receivéd 
to a questionary it is estimated that in 1927 approximately 
26,000 in-paticnts and 39,000 out-patients were treated Ji 
provincial voluntary hospitals at a cost of about £230,000, 
towards which approximately only £26,000 was received from ¢? 
on behalf of the patients, Lieut.-Colonel J. T. Woolrych Perowne 
gives an account of the development and working of the St. Joba 
Ophthalmic Hospital at Jerusalem. Among supplementary 
matter are a memorandum on the assessment of voluntary 
hospitals and an analysis of some contributory schemes for 
paying or private wards. 


The report may be obtained from the Central Bureau fot 
Hospital Information, 19, Berkeley Street, W.1, price 1s. 9d. 
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Gniversities and Colleges. 


UNIVERSITY OF OXFORD. 


AT a congregation held on November 24th the following medical 
degrees were conferred : 


D.M.—R. J. Brocklehurst, H. F. Turney, D. G. T. Kerr Cross. 


‘UNIVERSITY OF CAMBRIDGE, 


AT a congregation held on November 24th the following medical 
degrees were conferred : 
M.D.—A. D. Whitelaw. 
M B., B.Curr.—N. R. Barrett, H. 8S. Waters, P. R. Buckton. 
Mr. A. I’. R. Wollaston, M.A., B.Ch., D.S.C., has been re-elected 
toa Fellowship at King’s College, and appointed tutor. 
Mr. J. F. Cameron, M.A., bas beew élected Master of Gonville 
and Caius-College, in succession to the late Sir H. K. Anderson, 
W.D., F.R.S. 


UNIVERSITY OF LONDON. 

Mr. If. L. Eason has been elected chairman of the Library 
Committee for 1928-29. 

The following degrees have been conferred: 


D.Sc. in Anthropology.—Mr. F. G. Parsons, F'.R.C.S., University Pro- 
fessor f Anatomy, for thesis: Evglishman of the Future.” 
D.Se. tn Phystology.—Mrs. Norah Edkius for thesis: “A Study of 

Absorption in the Stumach and Small Intestine.’ 


ONIVERSITY OF LEEDS. 


Dr. H. H. MOLu has been appointed honorary demonstrator in 
pharmacology and therapeutics. 


SOCIETY OF APOTHECARIES OF LONDON. 
THE following candidates have passed in the subjects indicated : 
SurcERy.—J. Freud, W. 8S. Ghai, W. D. Glynn-Jones, H. C. Johnson, 
T. K. S. Lyle, A. Weeks. 


MeEpicIxE.—J. Freud, W. D. Glyun Jones, E. C. Gross, M. H. Rashwan, 
L. Wasef. 


ForENSIC MEDICINE.—W. D. Glynn-Jones, D. F. Michael. ' 
MipwIFERy.—N. Datta, J. D. B. Games, E. C. Gross, A. Liberis, T. K. 8. 
Lyle, A. Weeks. 
The™iiploma of the Society bas been granted to Messrs. E. C. 
Gross, H. C. Johnson, 'l’. K. 8. Lyle, M. H. Rashwan, L. Wasef. 


Medical Netus. 


THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that a lecture will be given on Monday, 
December 3rd, at 5 p.m., by Dr. G. A. Sutherland at the 
Medical Society of London, 11, Chandos Street, Cavendish 
Square, W.1, on ‘* Some cardiac problems in childhood.’ A 
demonstration on cancer will be given on the following 
Wednesday by Mr. Herbert Paterson at the Wellcome Museum 
of Medical Science, 33, Gordon Street, W.C.1, at 4 p.m., and 
on the same day, at 2.30 p.m.,a clinical demonstration in 
urology will be given by Messrs. Attwater, Coyte, Loughnane, 
and Levy at Ail Saints’ Hospital. On Thursday, Decem- 
ber 6th, at 10 a.m., Dr. Robert Hutchison will give a clinical 


_A NEW children’s wing at the Wimbledon Hospital was 
opened on November 21st by Princess Arthur of Connaught, 
The wing includes a medical ward and a surgical ward (each 
of eight cots), two observation wards, two private wards, a 
casualty theatre, and other accommodation. New quarters 
for the domestic staff have also been provided. ‘The cost of 
the extensions has exceeded £17,000, and only about half 
this sum has been received. It is hoped that a new a-ray 
and developing room and a laboratory wiil shortly be added. 

MESSRS. EDWARD ARNOLD AND Co. announce for early 
publication a new edition of Garrod, Batten, and Thursfield’s 
Diseases of Children, which has been revised throughout and 
largely rewritten, under the editorship of Dr. Hugh Thursfield 
and Dr. Donald Paterson. 


THE annual report of Livingstone College for 1927-28 
contains an account of the annual meeting in the summer, 
to which we referred on Juve 23rd (p. 1096). Sixty-three 
students entered for various courses held during the year, of 
whom six took the full course; in addition to these, twenty- 
seven students attended a short course cn the care of health 
in the tropics. It is stated that the deficit on the year’s 
working is about £50, aud an appeal is made for more sub- 
stantial assistance. ‘he report includes exiracts from letters 
from past students in different parts of the world, emphasiz- 
ing the value to missionaries of the elementary training in 
first aid and medical subjects which the College exists to 
provide. 

THE following appointments have recently been made in 
foreign faculties of medicine: Professor Herzog of Innsbruck 
has succeeded Professor Marx in the chair of laryngology at 
Munich, Professor Poetzl of Prague has succeeded Professor 
Wagner-Jauregg as head of the psychiatric clinic at Vienna ; 
Protessor Werner Gerlach, prosector at the General Hospital 
at Barmbeck, bas succeeded Professor R. Beneke in the chair 
of general pathology and morbid anatomy at Hamburg; Pro- 
fessor Kurt Brand of Giessen has succeeded the late Professor 
Johannes Gadamer in the chair of pharmaceutical chemistry 
at Marburg, and Professor Gruber has been succeeded in the 
chair of pathological anatomy at Innsbruck by his assistant, 
Dr. Franz Josef Lang. 


Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. — 
ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal 
alone unless the contrary be stated. Correspondents who wish 
‘notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 
Authors desiring REPRINTS of their articles published in th 
British Medical Journal must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 
All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 
The TELEPHONE NUMBERS of the British Medical Association 
and the British Medical Journal are MUSEUM 9861, 9862, 9863, 


demonstration at the Hospital for Sick Children. The lecture 
and demonstrations are free to members of the medical 
profession. From December 3rd to December 16th there will 
be a special atternoon course at the Infants Hospital, under 
the direction of. Dr. Eric Pritchard, with visits to other 
centres, This course is of special value to medical officers 
of welfare centres—the fee is £3 3s. A special course in 
dermatology at the Hospital for Diseases of the Skin, 
Blackfriars, will also begin on December 3rd, ending on 
December 14th, and consisting of clinical instruction in the out- 
patient department cach afternoon from 2.30 p.m., with two 
special demonstrations. The complete list of special courses 
for 1929 is now available, and may be obtained, together with 
particulars of the general course of instruction which is 
Continuous throughout the year, from the Secretary of the 
Fellowship, 1, Wimpole Street, W.1. The Fellowship will 
resume its lectures at the Medical Society of London about 
the middle of January with a series entitled “Pitfalls in 
medicine and surgery.’’ It is also proposed to hold a further 
Series of demonstrations at the Wellcome Museum of Medical 
Science, and weekly clinical demonstrations in medicine and 
Surgery will be given at various hospitals. 
A LECTURE on life in the island of Tristan da Cunha will 
given in the cinema theatre of the Empire Marketing 
Board in the Imperial Institute, South Kensington, at 
5p.m., on Thursday, December 6th, by Mrs. Rose A. Rogers, 
author of The Lonely Island, The lecture will be illustrated 
by lantern slides and films, including that taken of life on 


and #86} (internal exchange, four lines). 


The TELEGRAPHIC ADDRESSES are: - 

EDITOR of the British Medical Journal, Aitiology Westcent, 
London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Mcdisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 

is 16, South Frederick Street, Dublin (telegrams: Bacillus, 

Dublin; telephone: 62550 Dublin), and of the Scottish Office, 

7, Drumsheugh Gardens, Edinburgh (telegrams: Associate, 

Edinburgh; telephone 24361 Edinburgh). 


QUERIES AND ANSWERS, 


A PAGE-TURNING DEVICE. 

«“W. N.”’ writes: Do any of your readers know of a mechanical 
device for turning the leaves of a book? Iam writing on behalf 
of a friend who is paralysed in both upper and lower limbs, so 
that the only motive power could come from depression of the 
chin. I should be grateful for any suggestions. 


INCOME Tax. 
Allowable Expenses. 


“RR. H.” inquires whether there is available for reference a 


detailed list of allowable expenses as officially approved. 
*,* We are not aware of any detailed list to which official 
agreement has been given, and the circumstances of different 


cases vary between such wide limits that list sufficiently 
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detailed to be really usefal is not likely to become available. 
On the particular cla-s of expense to which “ R. H.” refers— 
cost of motoring coat and gloves, dust coat, etc.—we fear the 
law is against him; such expenses canuot be correctly said to be 
incurred wholly and exclusively for professional purposes—they 
are too persona! in character. 


Cost of Indoor Assistant. 

“A.W.” inquires what is ‘the usual amount allowed off income 
tax for t e board and lodgmy of an iwdoor assistant.” He 
sugzests 30s per week, but the inspector of taxes considers 20s. 
adequate tu view of the fact that one-third of rent, rates, etc., 
have been allowe 

*,* It is impo-sible to lay down any general rule where so 
much depends on the circumstances of each individual case. 
If the one-third allowed is adequate to cover that portion of the 
house which is occupied, who ly or partly, by the assistant, and 
also the relative ccst of cieaning, laundry, general domestic 
service, etc., then the question is reduced to an estimate of the 
out-of-pocket expenditure on the assistant’s food, etc. Prima 

_ facie the ** one-third ’’ is quite as open to attack as the 20s. per 
week. 

Expenses of Employment. 

A. E. inquires with regard to expenses incurred as an 

_ assistant medica! officer of health. 

*,* It isa fact that no deduction can be made in respect of 
interest whichevould have been received if he had not had to 
use the capital to build a garage; on the other hand, deduction 
cau be made in respect of the rental value, as assessed to income 
tax, of the parage so erect d. Further, the expenses allowable 
are those actualy iaid out for the purposes of the employment, 
and exclude any allowance for work do:ne—for example, cleaning, 
etc., by bimself. The authorities are within their rights in 

- restricting the expenses allowed to exclude those which reason- 
ably relate to private use. 


LETTERS, NOTES, ETC, 


SECURITY OF TKNURE IN PUBLIC Posts. 

“A. M.” writes: 1 watch with interest the discussion initiated by 
Dr. McMauus under the title « f ‘Security of tenure in public 
posts,”’ setting forth as it does the many grievances of medical 
officers in the mental hospitals service, and my only fear is 
that the dread *'I'his co respondence must now cease”? may 
appear before the British Medical Association has been induced 
to do @ little more on our behalf. The varied opinions already 

_expressed only go to show the extremes of conditions that 
exist in different institutions, and the need for some uni- 
,formity to be brouzht about by an authoritative body. In 
my few years of service 1 have met several colleagues from 
other institutions, all with similar complaints, and there has 
_ been some talk of forminy a society to further our interests 
without victimization, but a higher body, such as the British 
‘Medical Association, is neede! for a task of this sort. The 
‘main poiuts have already been stressed: security of tenure, 
participation in administration, access to the committee, fair 
promotion, and facilities tor study; but,'as may be seen from 
‘other letters, conditions vary from place to place. This is 
surely an urgent reason for advising against entering the service 
‘—the uncertainty of local conditions. Until the British Medical 
_ Association cau see its way to agitate for justice and equality of 
conditions the mental service must perforce remain the purlieu 
of those with influence.” 


BIOCHEMICAL INVESTIGATIONS IN ALLERGIC CONDITIONS. ~ 
Dr. RK. (Darlington) writes: I am in full agreement 
with Drs. Barber and Oriel (November 17th, p. 880) when they 
say that “allergy is beyond question the most important 


, biological aud medical problem that exists or ever bas existed.’’ . 


‘Lhave been doing routine chemical and microscopical examina- 
‘tions of urines in my cases. for the past ten years, and some five 
‘years.ago a lett«r of mine appeared in the Journal on what I 
‘termed ‘*leucin bodies in the urine.’’ I referred to them as 
being impure forms, aud the only reason for calling them such 
was because of their microscopical appearance simulating those 
depicted in Simon 8 Clinical Diagn sts, and that I always found 
them iu cases where I suspected there was present a chemical 
disturbance of the liver. In the intervening years I have sought, 
aa nauseam, to find aun explanation of these bodies by sending 
them to laboratories and to hizh authorities in the medical world; 
at last I sent drawings and descriptions of these to the medical 
journals for publication, to try and get some enlightenment. 
These were returned to me, until I could tell what their nature 
was. I have. however, kept on noting aud recording these and 
allied findings in my patients, and now have records of many 
hundreds of different kinds of cases. After reading Dr. Oriel’s 
account of his ether reaction I had an opportunity of trying it 
in a case of severe jaundice. I found it strongly positive, and on 
‘examination of the scim found minute oil globules as he 
describes, and also beautiful specimens of what I have design- 
ated ‘“‘leucin’’ bodies. These did not show in the centri- 
.fugalized specimen of the urine itself. . , . Iam very pleased to 
- see that Dr. Oriel, who found his ether reaction positive first in 
‘a case of cardiac failure, has raised the point of what relation 


this hepatic tendency may have on cardiac pathology. Ina 
paper which I seut to the Journal » mouth ago, but which has 
not been published, I reier to the same point, and state that it is 
my belief, come to from continuous observation of my cases 
along these biochemical lines, that the bepatic chemistry is a 
very important element in such diseases as coronary disease, 
angina pectoris, and myocardial disease. 


PREMATURE SEPARATION OF PLACENTA DUE TO RELATIVE 
SHORTNESS OF THE UMBILICAL CORD. 

Dr. C.J. HILL AirKeN (Kiluhurst, near Rotherham) refers toa 
previous account by him ol a relatively short umbilical ccrd 
causing retention of tue memoranes British Medical Journal, 
April 16th, 1927, p. 750). Ile now reports another case of the 
same kind, in which shortness of the cord caused delay ina 
breech case until birth of the shoulders, the placenta and 
membranes being torn from their site, with subsequent haemor- 
rhage into the uterus. The patient’s pulse, which had been 
normal, increased to 120, and she began to look pinched.- She 
was tightly anaesthetized, and a bosgy tumour was felt rising to 
above the umbilicus. Despite good pains, there was no proyress 
in the birth of the head owing to distension o! the uterus. 
The third stage of delivery was uneventful. Pressure on the 
abdomen was applied during delivery. 


SANITARY INSPECTORS. 

Mr. G. KersHaw, M.B.E. (President of the London 
Centre of the Sanitary Luspectors’ Association), writes: I lave 
read with considerabie interest the remarks on the teaching 
of hygiene in your issue of Uctober 27th. I hesitate to question 
any conclusions at which so great an authority as Professor 
Jameson hasarrived, but I would poiut out that his observations 
in regard to the general educational qualifications for entrauts 
to the inspectorate doa great injustice to those would-be candi- 
dates who have served their apprenticesh'p in one or other of 
the building trades, because he infers that apprentices in the 
building crafts to-day are so lacking in general education as to 
be unable to pass, if they have not alrendy done so, one of the 
examinations mentioned in the regulations of the Joint Examina- 
tion Board. If such is the case, then I doubt if they would be 
competent * to meet a builder upon his own ground,” because, 
to-day, clerks of works, builders, and their managers and foremen 
are, generally speaking, high:y educated meu who have found it 
much more protitable to remain in the. building trades, where 
higher remuveration is obtainable than that which the Ministry 
of Health permits local authorities to pay to their sanitary 
inspectors. I whole-heartedly admit the great advantage which 
a practical training in the building trade is toa sanitary inspector, 
and what a valuable asset it is to the authority he s.rves, but if 
craftsmen are to be encourayed to devote the time and money 
necessary to obtain the training and qualification in the ‘many 
duties which a sanitary inspector to-day has to perform which 
have no association at all witb the building trade, for example, 
as Professor Jameson points out, a certificate as inspector in 
meat and other foods, then they must be assured that the 
saiaries which they will receive as sanitary inspectors shall be 


at least as good as those which they may reasonably expect to, 


obtain if they remain in the building crafts. The remedy lies in 
this direction rather than in loweriug the educational! standard. 


Our LEAKNED BROTHERS. 
N3” writes: Dr. Herbert Spencer’s siory (November 17th, 
p. 915) of the American obstetrician who derived Caesarean 
section from cedo cedere, reminds me of the surprise I felt when 


. 


‘‘tactous eruditis’? met my eye iu (L think) the advertisement . 


pages of a small medical periodical from across the Atlantic. 


‘History OF SCARLET FEVER.” 

Dr. Goronwy JonEs (Swansea) writes: In this article (Novem- 
ber 24th. p, 926) I should like to point out one little error—that 
is, the date of the quotation from Pepys’ Diary. In my copy of 
the Journal it is difficulé to sav whether it is 1654 or 1664. ow- 
éver, the correct date is November 10th, 1663. 


AN ENGAGEMENT CALENDAR, 
The Diary of Appointments for 1929, published by the Dental 
Manufacturing Company, Ltd. (1, Newman Street, W.1) is con- 
veniently arranged and well produced. The pages are spaced for 
weekday engagements at quarter-hourly intervals from 9 a.m. to 
9 p.m., and an address book is tucked into the end cover. Many 
medical practitioners, especially consultants, should find it just as 
useful as the dental surgeons for whem it is primarily intended. 
It can be had in various coloured bindings, and interleaved with 
blotting or ruled paper, at the price of 6s. 6d. or 8s., postage 64. 
extra. 
DISCLAIMER. 
Dr. STELLA CHURCHILL writes disclaiming responsibility for the 
use of her name in connexion with an advertisement of a brand 
of india-rubber hot-water bottle. 


VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, will 
be found at pages 74, 75, 76, 77, 80, and 81 of our advertisement 
columns, and advertisements a- to partnerships, assistantships, 
and locumtenencies at pages 78 and 79. 


A short summary of vacant posts notified in the advertisement 


columns appears in the Supplement at page 243. . 


— 


4 
| 
| 
et 
di 
! Ww 
fu 
ps 
tw 
| 
We 
fa 
| of 
7 | aly 
an. 
| noi 
rh: 
| bet 
| 
tio 
of 
pyl 
an 
H dro 
I 
acu 
hae 
i] 


8, 1928] 


PROBLEMS IN GASTRIC SURGERY. 
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The Lloyd Roberts Lecture 


SOME PROBLEMS IN GASTRIC 
SURGERY. 


DELIVERED IN Mancuester, Octroner 23rp, 1928, 
BY 


Sm BERKELEY MOYNIHAN, Br., M.S., 


PRESIDENT OF THE ROYAL COLLEGE OF SURGEONS OF ENGLAND. 


Tuts present year has seen a great revival of interest in 
the subject of gastric and duodenal ulceration. Methods 
of medical treatment neither new in manner nor new in 
kind have received a new impulse under new names from 
those who 


-.. “labouring for invention bear amiss 
The second burthen of a former child.” 


Bold adventures in surgical procedure have received fresh, 
unexpected, and -even stronger advocacy and support. 
Experience, it is said, is the name we give to our mis- 
takes, and it is in the hope that my experience of the last 
thirty years may do something to check newcomers in the 
field from repeating the errors of their predecessors that 
Tam confirmed in my choice of the subject of this address 
to-day. 

The year began with a paper by MacLean, Jones, and 
Fildes' upon the “‘ Cure of gastric and duodenal ulcers by 
intensive alkaline treatment.’’? The page heading of this 
article and in the subsequent lively correspondence is 
“ gastro-duodenal ulcers.’? There are gastric ulcers and 
there are duodenal] ulcers. The differences between them are 
not merely geographical. I recall the time when our French 
colleagues, among others, were profoundly sceptical as to 
the frequency of duodenal ulcer, and under my own eyes 
were certainly confusing thesé two conditions in the opera- 
tion theatre no less than at the bedside. When that useful 
landmark the pyloric vein was described, and its value 
attested by Latarjet and many others, a term of com- 
promise and confusion, ‘ juxtapyloric,’”? was introduced. 
The use of this term deprives much recent literature, 
including a laborious investigation by Dr. Lucy Wills,? of 
some of its value, for it is clearly not recognized that pyloric 
ulcer exists in only one case in a hundred, and that gastric 
ulcer close to the pylorus is very unusual. In my series of 
over two thousand cases, less than 3 per cent. of chronic 
gastric ulcers were at the pylorus or within an inch and a 
half of it. 

In my opinion no real advance in our knowledge of the 
etiology, clinical manifestations, or treatment of these two 
diseases, gastric ulcer and duodenal ulcer, will be made if 
we speak of them as one. The time may come when, more 
fully equipped with knowledge, we may speak of them in 
synthesis, but for the moment the closest analysis of every 
particular attribute surely continues to be necessary. These 
two forms of ulcer occur, as a rule, as Hurst has empha- 
sized, in opposed types of individual. There are, so far as 
We can judge, some similar factors and some dissimilar 
factors at work in their production; the chemical condition 
of the stomach contents in the two conditions is almost 
always very different ; their symptoms enable a clinical and 
anatomical discrimination to be very frequently, though 
not invariably, made; their behaviour in respect of haemor- 
rhage and of perforation is not the same; the pylorus forms 
between them a barrier very rarely overstepped; and finally, 
& gastric ulcer becomes malignant in a formidable propor- 
tion of cases, whereas malignancy in a duodenal ulcer is an 
event so rare that few pathologists have seen it. The use 
of such terms as ‘‘ gastro-duodenal ulceration ’’ and “ juxta- 
pyloric ulcer”? is, therefore, slipshod and misleading, 
an evidence of intellectual untidiness, and should be 
dropped. 

It is true that both gastric and duodenal ulcers may be 
acute. or chronic; that when acute they cause a sudden 
haemorrhage and, very rarely, suffer perforation. Acute | 


ulcers, as Bolton* and M. J. Stewart* have shown, are 
multiple, heal quickly, and often leave little or no trace 
behind; yet one patch of acute ulceration may persist and 
lead to the devolopment of a chronic ulcer. Haemorrhage 
and perforation, though themselves acute, are, with few 
exceptions, the evidence not of acute but of chronic ulcera- 
tion which has assumed fresh activity. In a series of 
gastric ulcers observed by Professor Stewart and myself 
over a period of twelve years, we found that in 61 cases 
where death occurred from perforation the ulcer was of the 
chronic type in 60; in 14 cases where death occurred from 
haemorrhage the ulcer was of the chronic type in 13. In 
the acute case the ulcer was a terminal condition associated 
with advanced disease, and haemorrhage was not the deter- 
mining cause of death. In a similar series of cases of 
duodenal ulcer during the same period this truth also holds 
good; twelve deaths from haemorrhage all occurred in cases 
.of chronic ulcer; in 117 deaths from perforation there were 
109 cases in which the chronic ulcer had given way; in 
12 cases acute ulcer was present; so that there were 4 cases 
in which both acute and chronic ulcers were found—in every 
one it was the chronic ulcer which had perforated. 

I have fully discussed the relative values of medical and 
surgical treatment in my little work [Two Lectures, Wright 
and Co.], but certain points require, perhaps, a further 
statement. It is, in the first place, indubitable that both 
gastric and duodenal ulcers heal, and remain healed. In 
their sound healing they may produce conditions requiring 
relief by surgery. ‘ Pyloric stenosis ’’ is virtually always 
duodenal stenosis; contractures in the stomach are usually 
in the body of the organ and cause the condition known as 
*‘ hour-glass.’’? Professor Stewart finds evidence of open or 
healed ulcers in about 5 per cent. of the bodies examined 
on the post-mortem tables in Leeds. Often no history of 
any period in which syniptoms were present is found in 
the clinical notes, or is to be obtained from relatives. The 
fact that healing does occur affords, however, a strong, 
indeed an undeniable, plea in favour of an adequate trial 
of medical treatment. No surgeon upon whose judgement 
I would rely suggests operative measures for anything but 
the rebellious cases or those in which the ulcer is large and 
incoercible, emergencies, of course, excepted. 

In the next place, we must be convinced that an ulcer is 
in truth present before embarking upon treatment, or 
building up statistics, and disseminating views based 
thereupon, as to the efficacy of any specific therapeutic 
method. Much of the literature on this subject of medical 
treatment is encumbered with error and with half-truths. 
In discussing the matter with the protagonists of eponymous 
methods in other countries I have been distressed to find 
how slender may be the accepted evidence as to the exist- 
ence of an ulcer. Unless we know that an ulcer is indubit- 
ably present how can we assess the value of treat- 
ment which has been supposed to ‘cure’? it? Even 
radiolagical evidence must sometimes be criticized. Let 
me quote Case I from MacLean’s paper: 


“A married woman, aged 30, was admitted on Oct. 28th, 1927, 
and discharged on Nov. 19th. She gave a history of very severe 
upper abdominal pain radiating through to the back. This pain 
had been present off and on for over three years. In 1925 she was 
under treatment for some months and again in 1926 for six weeks. 
During the present year she had never been free from pain and 
discomfort of some kind. On examination she was well nourished, 
showing very acute tenderness over the right epigastric region; 
otherwise nothing gross was detected. From the time she was put 
on alkalis and diet the pain disappeared and she made an uninter- 
rupted recovery. Whereas on Oct. 28th she had a ‘ very large 
penetrating ulcer of lesser curvature,’ on Nov. 17th the report was 
no ulcer seen and no tenderness. The patient is now in good 
health and there are no symptoms of dyspepsia. The epigasiric 
tenderness has also disappeared entirely.” 


Here is a patient “well nourished,’’ and_ therefore 
requiring care in investigation, examined on the day of 
admission to hospital, when a ‘“ very large ’’ ulcer is found, 
I confess that I should be loath to accept such evidence. 
What time was given for the due and most needful prepara- 
tion of the stomach? Does anyone with any experience or 
of good judgement suppose that a “very large penetrat- 
ing ’’ ulcer, such as is supposed to be shown in the figure, 
can disappear in three weeks? Sometimes I am confronted 
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with a “‘ very large ’’ gastric ulcer too high in the stomach 
to be resected; in such cases I perform jejunostomy, with 
or without cholecyst-gastrostomy, or gastro-enterostomy 
combined with jejunostomy. The healing of the ulcer is 
watched under z-ray examinations. I have never seen 
an ulcer of the size depicted in this instance heal completely 
in less than four months, even when the stomach was in a 
condition most favourable for healing, being at rest, receiving 
often the four carbonates or bismuth carbonate alone, all 
sources of infection having been removed, rest for some 
weeks being enforced, and all ancillary methods, including 
blood transfusion, used to advance and encourage healing. 
It is not enough to see “a disappearance of the crater ”’ 
of an ulcer to conclude that the ulcer is healed. In the 
process of healing the first stage is the ‘‘ flattening out ”’ 
<¢ the crater; a deep crater becomes shallow; this does not 
mean that the ulcer is healed; only that the first stage is 
accomplished. 

We must therefore make certain that, in all cases used 
to establish principles and to inculcate the value of methods, 
an ulcer is in truth present; that we are walking by sight 
and not by faith alone. The words ‘‘ uninterrupted 
recovery ’’? used in the above report within three months 
of the beginning of treatment betray an optimism which 
must excite our envy, but never, I hope, our emulation. 

It is not the physician alone who accepts a diagnosis of 
gastric or duodenal ulcer upon wholly insufficient evidence. 
As I shall presently mention, the surgeon, whose error is 
far more serious, may carry out a short-circuiting procedure 
in cases (unfortunately in many cases) where no trace of 
an ulcer exists, where indeed other pathological states are 
present, have caused a mimicry of the symptoms of ulcer, 
and are completely overlooked. The high repite of medical 
treatment, no less than the strictures passed upon surgical 
treatment, are earned in no small degree by a process of 
make-believe. By drugs and diet no harm is done to an 
uleer which exists only in the mind of the healer. Grievous 
and irreparable harm may be done by the act of the 
surgeon, and his art brought thereby into disrepute. It 
is not only the patient who is sacrificed; our cause is 
wounded in the house of our friends. 

Furthermore we must remember that medical treatment 
is a dangerous, a prolonged, and, I fear, a very tedious 
business. Our object is not temporarily to abolish sym- 
ptoms, but to secure the firm healing of the ulcer. To 
banish symptoms is so very easy, as,I have over and over 
again asserted. To suppose that this implies an “ un- 
interrupted recovery ”’ is to deceive ourselves, and to accept 
false values. 

‘* One most important point,’”? writes MacLean, “ is to 
warn the patient that if any symptoms return he must go 
back to milk or light diet for a day or two and take the 
powder four or five times a day.’’ If symptoms return, 
what has happened? The unhealed ulcer has probably’ 
taken on a new activity; the edge is spreading, there is 
infection all around, and .a local spasm is excited, and if 
zx rays do not always show this, operation most certainly 
does. Is the suggestion of a ‘‘ day or two”’ of dietary 
restriction really the best that: can be offered? The word 
‘cure’ is used almost frivolously by MacLean, for in his 
paper published in January, 1928, the dates on which treat- 
ment began in the casés recorded are November 1926, 
April 1927, July 1927, April 1927, February 1927, 1927 (no 
month), July 1927, April 1927, October and November 1927, - 
February 1927, April 1£27. Is there anyone who is so 
hbeguiled as to feel satisfied that in such cases ulcers are 
healed and are to remain healed? No account is taken of 
the seasonal variations, the cyclical character in the sym- 
ptoms, to which I called attention a quarter of a century 
ago, nor of the difference between ‘‘ relief’? and ‘ cure.’’ 
We are, moreover, in ignorance of the frequency of these 
supposititious ‘‘ cures ”’ (or of their duration) to the total 
number of cases treated. 

It may be urged that in many cases of gastric ulcer 
the treatment by intensive administration of alkalis, with 
the purpose of neutralizing excessive or normal acid, is 
theoretically unsound. If there is hyperchlorhydria, as in 
most cases of duodenal ulcer, their value may be understood. 


are there for such large and repeated doses of alkali? 
I expect we are not so much concerned—at least I am sure 
that patients are not—with reasons as with results. I am 
by no means confident, as many are, that good results 
must be attributed to the neutralizing power of alkalis, 
but I am content to use these until some wiser investigator 
discovers the clue, if other clue there be, to their power. 
Kinsella’ suggests that the potent effect of alkalis is not 
so much to neutralize acid as to dilate the pylorus; spasm 
being overcome, the stomach empties and that degree of resé 
is allowed which encourages the ulcer to heal. 

Because of my leaning to medicine rather than to surgery, 
I have referred as many early cases as possible of gastric 
or duodenal ulceration to my medical colleagues for treat- 
ment. I may therefore speak with experience of the pro- 
cedure. All due care must be taken to remove the sources 
of infection—in the mouth, accessory sinuses, tonsils, and 
so forth. The commonest origin of infection, the appendix, 
is inaccessible apart from surgery, for drugs here are 
useless. Not the least of the advantages of surgical treat- 
ment, as I have formerly pointed out, is that it enables 


or elsewhere, to be eradicated. 

At the beginning of medical treatment rest for a few 
weeks is absolutely essential. Food in the meagre quantities 
and at the frequent times laid down as essential by Sippy, 
Spriggs, Hurst, and Izod Bennett is given, and the triple or 
quadruple carbonates administered when the acid content is 
normal or high. Medical treatment should be a matter of as 
great devotion and surrender on the part of the patient 
as is surgical treatment. The perfunctory and haphazard 
procedures which leave too much, leave in fact almost 
everything, to the patient are the cause of disappointment, 
and of the ‘ recurrences ”’ or real disasters with which the 
surgeon has reluctantly and so frequently to deal. The 
healing of an ulcer is, as a rule with negligible exceptions, 
a difficult and tedious business; it does perhaps sometimes 
occur easily, and possibly in recent acute cases even quickly, 
as post-mortem experience suggests; but if we wish to make 
sure of it, no pains can be-too great, for if failure occurs 
in the first instance it is hardly likely to be so easily 
accomplished at a second or later trial. My advice to 
patients is to exercise the greatest possible loyalty to advice 
in the matter of diet, alcohol, drugs, rest, warmth, and 
clothing for at least a year; and to avoid foolish risks for 
ever. My very wise friend Dr. Hurst is far too optimistic 
when he says that ‘‘ very large chronic ulcers which have 
penetrated the pancreas or the liver may require as long 
as three months ”’ to heal. I have known them take over 
three years, After all it can be no advantage to a callous 
ulcer, in respect of its power of healing, that it should lie 
in the stomach rather than elsewhere, let us say upon the 
surface of a limb. And we do not even there expect to 
find such rapid cicatrization as MacLean and _ others 
suppose. . 

The patient who has experienced many recurrences, in 
whom one or more chronic ulcers have existed or are still 
present, is only wasting time and risking his life, by con- 
tinuing medical treatment. Though almost all the patients 
who come to the surgeon for help either in their acute 
emergencies, or because of protracted disability, have under- 
gone medical treatment on many occasions, it is rare indeed 
to hear of one who has unfalteringly submitted to the full 
prolonged ritual. So far as the poorer people are concerned 
the hospitals of the country are powerless to deal with them; 
accommodation is quite inadequate. We are driven to cope 
with catastrophes, but do little to prevent their occurrence. 
The treatment of gastric and duodenal ulcers in the mass 
is now an economic rather than a medical problem. 

Medical treatment in the past has failed very badly. 
It fails far too often to-day. Certainly almost ali the 
fatalities in these diseases occur in those who have been 
submitted to medical treatment, and must accordingly be 
attributed to the failure of that treatment. This form of 
treatment, beyond all reckoning more dangerous than 
surgical treatment, will be even less successful if a free 
and easy method, acclaimed as adequate by high authority, 
should ever become popular. If surgery is to mect 4 
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and physicians realize that medical treatment, at present 
so very unsatisfactory, can only become safe when it is 
made more rigorous, and when loyalty thereto is continued 
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for longer periods, The ambulatory and perfunctory treat- . 


ment of gastric and duodenal ulcers by triple carbonates, 
and an inadequate dietary restriction, has added much to 
my surgical anxieties in the past few months; and I am by 
no means alone in this unhappy experience. 

it is personally interesting to me to recall that on the 
last occasion on which L referred to the ‘ triple carbonates ”’ 
I repeated a suggestion 1 had often made before.6 It has 
since been widely acted upon abroad, and at home chiefly 
by my colleague Mr. L. R. Braithwaite. It was this: 
that if the success of gastro-enierostomy is to be ascribed 
to the alkalinizing properties of the bile which enters the 
stomach through the new opening (if, that is to say, my 
friend Mr. H. J. Paterson is right in believing the opera- 
tion to have a ‘ physiological ’’ action), it would surely 
he better to anastomose the gall-bladder to the stomach, 
so that the supply of alkali should be continuous and 
automatic. I have performed this operation in cases of 
inaccessible large ulcer in the stomach with a normal or 
high acidity, and in cases of jejunal ulcer; it is too 
early vet to speak of permanence in the good results. For 
detatls of this method | may refer to the paper of Mr. 
Braithwaite.’ 

In spite of the most careful and protracted medical treat- 
ment a certain proportion of cases of gastric and of duo- 
denal ulcer is found irremediable except by surgery. The 


proportion will vary according to a number of factors:- 


the age and general condition of the patient, the duration 
of the ulcer, the care exercised over intensive medical 
treatment and its duration, the subsequent attention paid 
to diet and other matters, the occurrence of haemorrhage, 
of stenosis, or of chronic perforation with adhesion to 
neighbouring parts; and, in the case of the stomach, the 
tendency to carcinoma. All ulcers, or almost all, should 
at first be so diligently treated as to encourage healing: 
but not all ulcers are capable of healing. [I have no 
means of knowing the number of recalcitrant cases, and all 
estimates are open to objection. Donald Balfour® asserts 
that in the aggregate these complications occur in 67.3 per 
cent. of cases of gastric ulcer. In the Mayo Clinic, however, 
as in all large hospitals, it is chiefly the rebellious cases 
which seek relief; the earlier cases are dealt with nearer 
home, and if treatment proves successful do not reach the 
consultant or the hospital. Forman,* in x small number of 
cases carefully followed and examined, found 57 per cent. 
of failures after medical treatment. David Smith'® gives 
the results of medical treatment in 214 cases observed 
between 1913 and 1922. If immediate results are accepted 
it is found that 67 per cent. of males are ‘ cured,’’ and 
2 per cent, die; of females 76 per cent. are ‘* cured”? and 
5 per cent. die. Of cases observed between five and fifteen 
years after treatment 29 per cent. of males were cured, 
and 19 per cent. died; of females 40 per cent. were cured. 
and 15 per cent. died. 

So far as duodenal ulcer is concerned T think it is very 
rare for any patient who has given a quite definite history 
of two or more attacks to recover permanently and com- 
pletely. Subsidence of symptoms and freedom from 
recurrence for months, or even for years, may often be 
observed, as I pointed out long ago; but in the end there 
is a fresh outbreak of trouble. 

This recrudescence of symptoms is due to various causes. 
An indolent unhealed ulcer, clinically unobtrusive in its 
callous state, may have assumed a new activity of destruc- 
tion at some part of its edge; er an old ulcer lightly 
healed may have broken down afresh; or an infection in 
the mucosa near the chronic ulcer may have led to the 
appearance of an acute ulcer; or, rarely, an entirely new 
chronic ulcer may be developing. We cannot always decide 
which of these events has happened; but we may safely say 
that, as a rule, it is an incompletely healed callous ulcer 
which breaks down. I have seen this repeated recrudes- 


cence in literally hundreds of cases; indeed, a very large 
proportion of patients upon whom eventually T am com- 
pelled to operate give a history of repeated attacks 
followed by intervals of repose. 


The permanent ‘“ cure ” 
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of the patients after the most praiseworthy devotion to. 


treatment is indeed a rare event; when the*ulcer is in the 
duodenum and has suffered relapse. 

The main indications for surgical treatment in cases 
of duodenal ulcer are recurrence of. symptoms, stenosis, 
and haemorrhage. During the last few years surgeons in 
some parts of the world have been in revolt against short- 
circuiting operations. My friend Professor Pannett'' in 
this country is, to my regret and surprise, among the 
irreconcilables. My own opinion of these operations 
(gastro-enterostomy and gastro-duodenostomy), based upon 
a longer expericnce than that of any surgeon now in active 
practice in this country (for I was the first surgeon to 
operate upon a duodenal ulcer which had been previously 
diagnosed), is that they have very strong claims to be 
considered as among the most successful of all abdominal 
operations. Wherein lies the cause of so grave discrepan- 
cies in opinion ? 

In the treatment of a duodenal ulcer by operation gastro- 
enterostomy alone should never be performed. In all cases 
the ulcer must be dealt with directly by one device or 
another. Over twenty years ago I learnt this lesson; for 
1 found, after * successful ’’ gastro-enterostomy, that one 
patient died three years later from perforation of the 
original untreated ulcer; and that one patient (whose 
second operation was witnessed by Dr. J. B. Murphy) had 
a recurrence of symptoms, with haemorrhage, and the 
original ulcer, or an ulcer in the same position, was found 
in a state of great activity. I have operated for haemor- 
rhage in several cases where other surgeons have performed 
gastro-enterostomy, and have found the original ulcer, 
untouched at the first operation, in an acutely active 
condition with large vessels entering it. I have therefore 
urged that in all cases of duodenal ulcer the ulcer itself 
must be treated directly, whether gastro-enterostomy or 
gastro-duodenostomy is performed; the appendix must 
then be removed, and the gall-bladder, spleen, and liver 
examined. Treatment of the anterior ulcers is not diffi- 
cult. If the ulcer is on the posterior surface, with or 
without an anterior ulcer, the duodenum may be opened, 
the ulcer cauterized, and the pylorus temporarily closed 
by an encircling suture.’? It is possible that on posf- 
mortem examination a lesion of the posterior wall may be 
found more often than my operation figures indicate. The 
fact remains that in the cases requiring surgical treat- 
ment the anterior ulcer is more often present, and that 
when two are present the anterior is the older. The 
exceptions to this are less than 20 per cent. in number. 

The necessity for direct treatment of the ulcer is not 
recognized even by the latest writer,'® and no doubt his 
dissatisfaction with the operation of gastro-enterostomy is 
based, in part at least, upon the inadequacy of his attack, 
if indeed there has been any, upon the ulcer itself. But 
hoth before and after operation something more requires to 
be done. The patient must be carefully prepared, and 
regard must afterwards be paid both to diet and to drugs; 
care must be exercised for months. The healing of the 
edge of an anastomosis does not occur by first intention. 
Until healing is complete bismuth carbonate or the ‘ triple 
carbonates ’’ should be given, and a special diet advised. 
In competent hands, and with the care before and after 
operation that are required, the mortality is now not more 
than 1 per cent. Pannett' assesses the mortality at 
4 to 5 per cent., and adds that it is ‘‘ bound to be higher 
in the statistics of those surgeons who reserve it for the 
worse risks.’”’ Dr. I. Bennett'® in referring to my work 
spoke of my “ selection of cases.’’ The suggestions here 
implied are that the mortality is low because of a choice 
exercised among the cases submitted to operation, that 
cases with high risks are omitted, and that in conse- 
quence the mortality is small. This is not the true 
position. f never make any selection of cases, except 
among early ones which are referred to the physician 
or to the general practitioner: all cases in need of 
surgery receive it. There is, however, a selection of the 
dav for operation, Patients may be kept waiting for two 
or three weeks to receive transfusion of blood, and other 
most necessary preparation. The immediate  slap-dash 
attack is foolish; a selection of cases for the reason implied 
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would be criminal. The truth is that patients suffering 
from chronic duodenal ulcer are ‘‘ good surgical risks ”’ 
unless there has been a recent haemorrhage. ‘his is indi- 
cated by insurance statistics, which show a prospect of life 
above the average for those surviving operation."* 

What are the ultimate results of gastro-enterostomy ? 
The differences given by various operators, from parts of 
the world far apart, are inexplicable. The causes of com- 
plaint after gastro-enterostomy should now be due to no 
technical detail directly concerned with the operation itself, 
but only to conditions which develop subsequently. Mr. 
Lake'’ gives a disturbing account of 36 per cent. of 
‘* unsatisfactory ’’ cases. A review of my cases shows that 
indifferent results, which are in the gross about 6 to 
8 per cent., include complaints of ‘ indigestion,’’? haemor- 
rhage, ‘‘ recurrence of symptoms.” A review of unsatis- 
factory cases submitted to me ofter operation by others 
shows that the commonest cause of disappointment is the 
wrongful performance of the operation. Im my book on 
Abdominal Operations I have dealt with the conditions for 
which I have known this operation to be practised. They 
include lead poisoning, the vomiting of pregnancy, viscero- 
ptosis, cholelithiasis, tabes dorsalis, achlorhydria, and 
so on. 

The very success of gastro-enterostomy in the appropriate 
case has led to its unjustifiable performance in the cases 
not requiring it—in cases where the symptoms mimic those 
of organic disease of the stomach or duodenum. The 
operation is blamed; the fault lies wholly with the 
operators.. In such cases the anastomosis must often be 
undone, and the treatment of the patient begun afresh. 
If the operation is adequately performed in the case fully 
requiring it, and if reasonable care is subsequently exer- 
cised, two conditions only in my experience cause anxiety 
—haemorrhage and. gastro-jejunal ulcer. Haemorrhage 
occurs, as a rule, from an ulcer at or near the anastomosis, 
which may declare itself in no other way. It occurs also 
in cases where less than adequate attention has been paid 
to the teeth. Removal of infection from the mouth 
will sometimes prevent recurrence of haemorrhage, as 

Susterman!® also has shown. Bleeding is found sometimes 
in those whose blood coagulation time, for some reason, is 
lenger than the normal, and in those whose spleen is 
enlarged. I have twice operated upon cases of duodenal 
ulcer in patients suffering from early splenic anaemia. 
Haemorrhage recurred after the performance of gastro- 
enterostomy, and the spleen had subsequently to be 
removed. Haemorrhage may occur from an acute ulcer, 
not recognizable on the operation table, and with difficulty 
discovered, or discovered when recently healed, upon the 
post-mortem table. I think I have rarely if ever read any 
statement so opposed to my own experience as that of 
Pannett'? when he says: ‘‘ The liability to haemorrhage 
from a gastric, but particularly a duodenal ulcer, is about 
as great after an operation as before.’? The only possible 
explanation seems to be that gastro-enterostomy is per- 
fermed in cases of gastric ulcer for which it is unsuitable, 
and that where an ulcer lies in the duodenum it is left 
untouched; that, in short, little has been accomplished 
by the operation either to affect the healing of the ulcer, 
or to remove it. 

The real drawback—indeed, in my experience the only 
serious one—to the operation of gastro-enterostomy is the 
occurrence of a gastro-jejunal ulcer. The frequency of 
this appears to be extremely variable. Mr. Digby 
Chamberlain searched the records of my cases over a period 
of twelve years, ending more than two years ago. He found 
that 1.84 per cent. of cases had developed a secondary 
ulcer. As a rule this form of ulcer, if it comes at all, 
comes within two years of the operation; some few cases 
begin while the patient is still in hospital, no relief what- 
ever following the operation, but I have known cases 
develop as much as nineteen years later. Let me, therefore 
to be safe, assess the frequency of this ulcer in my own 
series at 4 per cent.. In such cases a further operation 
detachment of the jejunum, followed sometimes by gastro- 
duodenostomy, gastrectomy, or jejunostomy with which 

I am well pleased, may be performed. The immediate 


results of these operations are good; the remote results 


leave still much to desire. The ultimate results of the 


operation of gastro-enterostomy are spoiled by this com-- 


plication in probably 4 to 5 per cent. of cases. Much lower 
and far higher estimates than this are given. Mr. A. H. 
Burgess, a most accomplished artist in surgery, has rarely, 
if indeed ever, observed jejunal ulcer among cases operated 
upon by himself. The highest is that of Dr. R. Lewisohn,?" 
who, in a series of 68 cases, found 23 (34 per cent.) who 
had developed gastro-jejunal ulcer. In consequence of this 
unhappy experience Dr. Lewisohn and many other surgeons 
follow the lead of Haberer*! and advocate the routine 
performance of partial gastrectomy for duodenal ulcer. 
Before I entertain so repugnant a proposal I should like 
to feel that gastro-enterostomy is given, what it certainly 
has not yet received, a fair chance. I suggest the following 
procedure as an invariable routine: 


1. A careful examination and preparation of the patient in 
respect of blood condition, teeth, sinuses, etc., so that the opera- 
tion may be performed at the time the patient is most adequately 
prepared to undergo the ordeal. 

2. Confirmation of the clinical diagnosis: the ulcer being seen, 
felt, and shown. 

3. Destruction of the ulcer or ulcers by the cautery or other- 
wise; repair of the duodenum followed by a short-circuiting 
operation, gastro-enterostomy or gastro-duodenostomy, the opening 
being of large size. 

4. Removal of the appendix, examination of the liver, gall- 
bladder, spleen, and other abdominal organs. 

5. Care in the diet (a printed diet chart being given), absti- 
nence from tobacco, alcohol, and salt; the administration of the 
triple carbonates; regard to rest and warmth for a few months 
at least. 


With these precautions fully observed we shall hear very 
little either of the mortality or of disappointments after 
gastro-enterostomy. The advocacy of gastrectomy for duo- 
denal ulcer because of the supposed ill effects of gastro- 
enterostomy leaves me in consequence quite unmoved. As 
I have said, the defect in relation to the short-circuiting 
method lies more often with the operator than with the 
operation. The recommendation of other and more exten- 
sive procedures lacks, therefore, in my most deliberate 
judgement, any initial justification. What, then, is to be 


said in regard to gastrectomy when performed for duodenal, 


ulcer? ‘There is no doubt that, even in the most skilful 
hands, it is a more serious operation. The cases which are 
supposed more especially to require it are those with deep 
excavating ulcers on the posterior surface of the duo- 
denum. In these cases, and to a certain degree in many 
others, the removal of the duodenum may, and indeed does, 
present difficulties, and closure of the stump of the bowel 
may be so arduous and uncertain a task as to suggest 
to one if its warm advocates the need for drainage. 
But what if the duodenum leaks? The mortality in the 
hands of its supporters is from 5 to 10 per cent. Mr. N. 
Lake”? gives 9 per cent.; Okinezye** gives 13.6 per cent. 
Less practised operators will show an _ even higher 
mortality. The unanswerable deduction is, therefore, 


that if after gastro-enterostomy every case eventually 


unsatisfactory were to die from the operation, the 


survivors in whom the result is good would be equal. 


in number to the survivors after gastrectomy. Those 
who die after gastrectomy, that is to say, are equal in 


number to those who in my own practice die after gastro-. 


enterostomy plus all those who ultimately prove unfavour- 
able cases. But are the survivors after gastrectomy in any 


better case than the survivors after gastro-enterostomy ?. 
The answer is as yet uncertain, because of the recent date 


of many operations, and of the absence of any series of 
cases from competent operators in which a late history is 
available. The facts that are accessible appear to show 
that gastrectomy for ulcer in the duodenum has the same 
defect as gastro-enterostomy—whether in the same propor- 
tion or not is unknown. Those who advocate gastrectomy 
assert that secondary ulcers will be unlikely to follow 
because of the anacidity which results. But anacidity 
does not result even when two-thirds of the stomach 
have gone; and secondary ulcers do undoubtedly follow 
(Klein).** 

Louria,?> reporting some of Haberer’s cases, writes: 
‘‘ Studies of the gastric content of the stomach after 
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gastric resection showed either a total absence of free | among surgeons rather than among patients. It is the 


HCl or greatly reduced figures.”? Finsterer, realizing that 
the ordinary method of gastrectomy does not produce 
anacidity, advises that three-fourths of the viscus should 
be removed. In many of my cases of gastrectomy for gastric 
ulcer when the acid curve has been normal or high (an 
unusual condition) test meals taken many months later 
still show the presence of free HCl. Even when less than 
cne-third of the stomach remains, acid may be produced. 
I have now had under my own care in a series of just 
over 100 cases of gastro-jejunal ulcer, 12 cases which fol- 
lowed gastrectomy performed for a secondary ulcer at, cr 
near, the site of a gastro-enterostomy originally undertaken 
for duodenal ulcer; one case of secondary ulcer after 
primary gastrectomy for duodenal ulcer; and one case after 
Devine’s operation. Dr. Hurst states** that there are in 
the literature 100 cases of secondary ulcer after gastrec- 
tomy. I have never seen such an ulcer when the stomach 
has been removed for gastric ulcer, but my friend Mr. 
Finch*’ records one case. It is clear, therefore, that the 
chief claim of the advocates of gastrectomy, that secondary 
ulceration is avoided, cannot be substantiated. There 
ecems to be an inveterate and unconquerable tendency on 
the part of a few patients to develop ulcer in spite of all 
our care. These patients are of the ‘‘ hypersthenic gastric 
diathesis ’’ described by Hurst. 

Haberer’s results, both immediate and in the early years 
after operation (there has not yet been time to observe 
late results), are less satisfactory than many surgeons are 
able to secure by simpler methods than his, Louria,?* in 
reviewing 166 cases of duodenal ulcer operated upon by 
Haberer between January Ist, 1925, and January Ist, 1927, 
gives the immediate mortality of gastrectomy as 8.4 per 
cent.: 107 cases were traced, and the results were classified 
as excellent in 83, “ fair’? in 16, and “ poor” in 6, of 
whom 2 developed gastro-jejunal ulcers. Having regard to 
the fact that the first case in the series was operated upon 
less than four years ago we may assume that this is the 
best that can be said for gastrectomy. Is this satisfactory? 
As compared with my own experience it is far less satis- 
factory than are the results of gastro-enterostomy. 

We may, then, well ask, What possible grounds for the 
advocacy of gastrectomy can be established? It is evident 
that it is dangerous even in the hands of its warmest 
advocates; a mortality of 5 to 10 per cent. is, in my 
judgement, prohibitive, for it means that a larger number 
of people are caused to die in order that a smaller number 
may live to experience a possibly slighter chance of develop- 
ing a new ulcer. The clinical results, in my experienze, 
do not in any particular show to advantage when compared 
with those of gastro-duodenostomy or gastro-enterostomy ; 
and there is certainly not a great degree of freedom from 
the only serious sequel, gastro-jejunal ulcer, My own 
unequivocal and most confident opinion is opposed to it. It 
1s one more evidence of the familiar Teutonic capacity for 
finding a difficult way of doing easy things. I regret that 
the wise and cautious judgement, the sanity of outlook, and 
care for the individual patient, which hitherto have alwavs 
characterized British surgery, have not rendered all our 
surgeons immune from rash and most intemperate per- 

Continental and transatlantic operators. 
In surgery the search is always for safety and simplicity 
i full accomplishment of our object. Gastrectomy for 
duodenal ulceration is neither safe nor simple, nor does 
it bring an adequate reward, if indeed it brings any 
slightest reward in the form of better ultimate results. 
We know the worst of gastro-enterostomy, the best 
is unsurpassable; we have yet to learn the worst of 
gastrectomy, thouzh what we know is bad enough. The 
hest that I am told of gastrectomy, and the little that 
I ‘See of its results, leave me in the most contented frame 
ot mind with regard to gastro-enterostomy, provided always 
that strict observance has been paid to all necessary details 
concerned with its performance, 

In describing short-circuiting operations a Continental 
surgeon has written a paper upon ‘‘ gastro-enterostomy, a 
disease.”” The title is admirable. Gastro-enterostomy is a 
disquicting and formidable disease—serious, widespread, 
and highly contagious—but its victims are to be found 


irrelevant application of the operation to unsuitable cases, 
and its imperfect performance in cases that do require it, 
that have brought it into disgrace and derision. Over 
twenty years ago I urged that the operation should never 
be practised unless the ulcer was “ visible, palpable, 
demonstrable.’’ The unwarrantable procedure of ‘‘ gastro- 


enterostomy for symptoms”? still goes on all over the | 


world, and Dr. Hurst*® is in consequence driven to say 
that among his private patients ‘‘ gastro-enterostomy is 
the commonest gastric disorder of to-day, and undoing 


gastro-enterostomy is the gastric operation we most 
frequently recommend.’”’ Dr. Hurst knows quite well 
that in making this statement he is offering no 


contribution to the question of the surgical treatment 
of gastric or duodenal ulceration. I have ‘ undone ”’ 
several cases for him, and a large number referred to me 
by other surgeons. I have never met with a single instance 
in which, this deplorable procedure being necessary, there 
was any unequivocal sign of an old or a recent gastric 
or duodenal ulcer. Where the operation has been necessary 
the junction need never be separated, except, of course, in 
cases of jejunal ulcer, when the normal channel is to be 
restored or gastro-duodenostomy is to be performed. The 
necessity to undo an anastomosis is not a reflection upon 
an accredited surgical operation, but upon the judgement 
of the physician who advised it or of the surgeon who 
performed it. I mention the physician deliberately. To a 
few surgeons who have performed a needless operation I 
have written for details of the conditions found, and have 
received a reply that the short-circuit was made upon the 
advice and at the direct request of a physician. During 
an operation a competent surgeon never needs advice from 
anyone as to the procedure he should adopt; no physician 
can possibly understand the surgical indications, the 
technical procedures, their appropriate application, or their 
probable results as well as the surgeon, upon whom alone 
responsibility for the technical part of the operation must 
always rest. 


Concitstons. 
What, then, are my conclusions in regard to the 
treatment of gastric and duodenal ulcer? 


1. Uleers of the stomach or duodenum do heal, and remain 
soundly healed for years. 

2. When healed, stenosis in the body of the stomach or 
in the duodenum may result, and surgical treatment for a 
mechanical deformity then be necessary. 

3. Medical treatment should always be given a first and a 
second trial; if it then fails success in later efforts is extremely 
improbable. 

4. The present methods of medical treatment are proved by 
experience to be of little value, and are highly dangerous. 
The majority of patients who die from either of these diseases 
succumb because medical treatment has failed to relieve them. 
Medical treatment undoubtedly has a mortality greatly exceed- 
ing the highest mortality following any surgical procedure 
adopted for chronic ulcers of the stomach or duodenum. 

5. The failure of medical treatment is largely due to its 
insufficiency. To be successful such treatment must be rigorous 
and protracted. The loyal co-operation of the patient is essen- 
tial. Very few patients now .receive any treatment offering 
a reasonable prospect of healing of the ulcer. 

6. When medical treatment has failed surgical treatment 
must be adopted, and should not be delayed. 

7. Experience shows that surgical treatment, adopted when 
medical treatment has failed, is far less dangerous and far more 
effective in attaining our object than medical treatment; the 
immediate and remote mortalities are smaller, the after-effects 
far more satisfactory. 

8. The failures of operative treatment by competent surgeons 
are due chiefly to the development of fresh ulceration at the 
new anastomosis. 

9. The causes of this new ulceration lie partly in the diathesis 
of the patient, and partly with details of the operation. 

10. Surgical treatment should consist in the eradication of 
the ulcer or ulcers; by gastrectomy if the ulcer Ues in the 
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stemach ; by a short-circuiting iain combined with destrac- 
tion of ‘the ulcer when it lies in the duodenum. Balfour's 
method and Walton’s method have proved excellent in the hands 
of their authors. Other complementary procedures within the 
abdomen must be observed. 


11. Gastrectomy in the treatment of duodenal ulcer is more 
dangerous than gastro-enterostomy, and does not appear to give 
any better late results, if indeed its results ave so good. It 
should therefore have no place among surgical methods for the 
treatment of duodenal ulcer at the present time. 


12. The medical treatment of gastric ulcer and of duodenal 
ulcer is perhaps not so much a medical problem as a problem 
in social economics. Rest in bed; freedom from anxieties, 
abstinence from work, complete repose in fact, are essential if 
treatment is to have the best chance of success. A counsel of 
almost unattainable perfection! settle 

13. The connexion between gastric’ cancer and gastric ulcer 
is so clear*® that gastrectomy alone, wherever it is practicable, 
should be regarded as the appropriate see treatment for 
chronic incoercible gastric ulcer. 


‘OF GASTRIC ‘ULCER. 
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THE INTERPRETATION OF THE R ADIOGRAPHIC 
APPEAR ANCES OF GASTRIC ULCERS 


BY 
A. E. BARCLAY, B. E., M.A., M.D.Caxtas., 
D. M.R.E.(Cams.). 


WueEn a radiologist vletects a projection on the outline of 
the opaque food in the stomach he makes a positive diagnosis 
and when the apparent pocket is deep he 
describes it as a “ penetrating ” ulcer. The question that 
arises is whether he is or is not justified in making the 
statement that it is a ‘*“ penetrating ’’ ulcer. We have all 
seen ‘ penetrating”? ulcers—ulcers that apparently pene- 
trate into the stomach wall, sometimes even showing 


Fic. 1.—Large ulcer on lesser curvature, probably penetrating into 
the muscular coats. Suggested outline_ ot ~the base of the mucous 
membrane indicated by a dotted line. 


a small bubble of occluded air above the opaque food in 
the niche. When such a pocket is fixed on palpation there 
seems little room to doubt the true nature of the con- 
dition. Yet I have seen these radiographic appearances 
when excision has shown merely a flat ulcer that 


hardly penetrated the muscular. coat at all, and with no 
overhanging of the edges. It is difficult to imagine how 
an ulcer of this type could have ‘given rise to such a 
definite x-ray picture of a. pocket, for in the actual 
excised specimen there was nothing to suggest the presence 
of either the niche that held the opaque food in a deep cup 
or the pocket of air above it. There can be no doubt, 
therefore, that the conditions seen at a-ray examination 
must be far different from those that we find either in the 
excised specimen or even on opening the stomach at the 
operation. when anaesthesia and other abnormal conditions 
are present. 

The only reasonable explanation of such discrepancies is 
that, in life, the mucous membrane may be heaped up 
around the ulcer to such an extent that it actually over- 


Fic. 2.—Small ulcer on the lesser curvature, possibly healing. 
Suggested outline of the base of the mucous membrane dotted in. 
Note the half-shadow around the base of the ulcer suggesting the 
thickening of the mucous membrane. (8.190.24.) 


laps the ulcerated surface, and thus forms a surrounding 
crater, On many occasions, by the aid of radioscopi¢ 
palpation, I have convineed myself of the presence of 
quite minute ulcers by reason of the residue left in such 
pockets when the opaque food has been manipulated up 
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RADIOGRAPHIC APPEARANCES OF GASTRIC ULCER. 


Tur 
MEDICAL JouRNaL 


and down the rugac. The smallest of these ulcers that 
I have seen after excision was not more than an eighth of 
aa inch in diameter, and did not even penetrate the whole 
thickness of the mucous membrane. The crater in this 
specimen was far too shallow to account for the definite 


Fic. 3.--Ulcer on the lesser curvature. Suggested outline of the base 
- of the mucous membrane dotted in. Note the half-shadow below the 
ulcer due to thickening of the mucous membrane. (S.1070.24.) 


and quite heavy shadow of the food residue that was con- 
stantly retained on palpation. I am quite certain, there- 
fore, that when radiologists detect what we describe 
asa ‘* penetrating ’’ ulcer they are often picturing a much 
more extensive pathological condition than actually exists. 
if I am right in my deduction we may, and actually do, 
get an appearance of a penetrating ulcer from a mere 
erosion of the mucous membrane, the heaped-up surround- 
ing mucous membrane being almost entirely responsible 
for the depth of the crater ‘and for the appearance of 
“ penetration,”’ 

If this explanation is correct there is little difficulty 
in understanding how 
even apparently large 
ulcers can disappear in 
comparatively short 
time—a sequence that 
tadiologists frequently 
have the opportunity 
of observing. It- would 
be obviously impossible 
for a real penetrating 
ulcer of chronic type 
to heal in so short a 
Space of time as-a few 
weeks, but far from im- 
probable that an erosion 
should heal in this 
time. Moreover, the 
Way in which such 
ulcers close in, radio- 
graphically, seems to point to the correctness of this 
deduction—we do not see the edges healing over the 
crater and tending to enclose the pocket. As healing 
takes place the crater becomes shallow and V-shaped, 
and then flattens out—indicating, to my mind, that 
as healing progresses the surrounding mucous mem- 


tions on healing of ulcer. 


rane loses its heaped-up character and the local con- 
tour assumes its normal level. 


On the V-shaped appear- 


Fic. 5.—a and b, Typical x-ray appearances of gastric ulcer on the margin near 
the lesser curyature.” ¢, Crater of ulcer hidden among the folds.o? the mucous 
membrané on the anterior or posterior wall. ad, e, and f, Diagrams of pathological — 
specimens of perforating, penetrating, 
g, Suggested interpretation of the z-ray appearances, the pocket being due. to 
overfolding of the heaped-up mucous membrane. h, Diagram of suggested condi- 
The mucous membrane loses its heaped-up condition; 
the ulcer becomes shallow and conical or V-shaped before it disappears. 


and mucous membrane erosion ulcers, 


suggested that the ulcer was healing, and this opinion 
has been confirmed both clinically and by further z-ray 
examination. 

Radiographically we can diagnose an ulcer, but we cannot 


Fic. 4.—Large ulcer on the lesser curvature. Patient in supine 
position. The stomach lies over the vertebrae, and there is therefore 
slight pressure on the region of the ulcer. Note the half-filling of the 
shadow around the ulcer, due to the extensive thickening of the 
mucous membrane with the distorted rugae radiating towards the 
ulcer. Suggesterl outiine of the base of the mucous membrane dotted 
in. (S.309.24.) ; 


as yet be certain whether we are dealing with a perforating 
ulcer, a penetrating ulcer, or a mere erosion > the apparent 
depth of the crater probably depends far more on the 
surrounding thickness and puckering of the mucous mem- 
brane than on the extent of the actual damage to the coais 
of the stomach; the degree of local spasm of the mucors 
membrane will depend on the irritation from the ulcerated 
surface. As this ulcerated surface heals and becomes less 
sensitive, so the local spasm of the musculature in the 
mucous membrane will subside, with the result that the 
crater will no longer 
‘be of the nature of a 
pocket; but a V-shaped 
niche.*~ 

In looking through a 
number of radiographs 
of gastric ulcer there is 
a certain amount of 
evidence that this hypo- 
‘thesis is correct, as will 
be seen on reference to 
the radiographs repro- 
duced. i 

suggest, therefore, 
_that the nomenclature 
used by the radiologist 
is at fault, and that 
although what he sees 
may indicate a deep 
crater on the outline of the contents of the stomach, yet 
he is not justified in calling it a ‘‘ penetrating ’’ ulcer. 
The radiologist has no means of determining whether 
this ulcer crater is formed merely by a heaping-up of 
the mucous membrane, or whether it is in fact due to 
a ‘penetration ’’? of the muscular coat or even to an 
actual perforation into a dense mass of surrounding 


reaction. 


1027 


ance of the crater I have on a ‘number of. occasicns 


| | 
| K 
j 
| 
4 
° 
u 
P 
> . 
= 
| 
| | 
3 
a 
a 
| 
| 
' 
: 
' 
} 
| 
4 i 
| 
4 


1028 Dec. 8, 1928} 


RENAL FUNCTION IN KIDNEY DISORDERS. 


THE BRITISB 


—— 


OBSERVATIONS ON RENAL FUNCTION IN 
UNILATERAL DISORDERS OF 
THE KIDNEY.* 
BY 


E. B. MAYRS, M.D., 
Professor of Pharmacology and Therapeutics, Queen’s University 
of Belfast. 


Ir is unlikely that chemical analysis of the urine can be 
of much use in the differential diagnosis of unilateral 
kidney disorders, because various pathological conditions 
may produce similar effects on renal function ; but analysis 


.of the urine will seldom fail to distinguish the affected 


from the normal kidney. The urine from the affected 
kidney is nearly always less concentrated, as Fullerton’s! 
specific gravity test usually shows; and chemical methods 
are more sensitive than the specific gravity test in detecting 
this change. In considering the results of analysis it must 
be remembered that urines collected separately from the 
two kidneys are not always identical in volume or 1 
composition, even when both kidneys are normal.? The 
differences then, however, seem to be comparatively small, 
and may be due, for the most part, to irritation produced 
by the ureteral catheters. 

The chief value of chemical analysis lies not in diagnosing 
the presence of calculus. or tubercle, but in the possibility 
of estimating the degree of injury to the kidney cells. 

There is no doubt that a unilateral diuresis of reflex 
origin can be produced without injury to the kidney. This 
diuresis is an effect of irritation on the nervous control 
of the blood supply, and is probably the first result of 
ureteric calculus and of the toxins of tubercle. The most 
important problem, from a biochemical aspect, is to dis- 
tinguish this reflex diuresis from loss of concentrating 
power due to inefficiency of the kidney epithelium. The 
volumes of the urines from the two kidneys cannot as a 
rule be determined with accuracy, since the amount of 
leakage past the catheters cannot be ascertained. The 
recognized characteristics of diuresis must: be compared 
with those of renal failure and the results applied to the 
study of unilateral kidney disorders. 


Diuresis. 

1. In diuresis the urine becomes more like the plasma, 
perhaps because the kidneys have less time to produce 
alterations. This generally means that all the constituents 
of the urine become more dilute. But if the concentration 
of chloride in the urine before diuresis was lower than 
that in the plasma, this approach to the plasma involves 
an increase in the concentration of chloride while the 
concentrations of other substances are reduced. 


_In the usual forms of diuresis a rise in chloride concentra- 
tion can rarely be observed, since the plasma dilution which 
causes the diuresis also lowers the plasma chloride, and hence 
tends to lower the chloride of the urine. In unilateral reflex 
diuresis plasma dilution does not occur, and in any case a 
comparison is made between urines excreted simultaneously by 
two kidneys supplied with the same blood, and not between 


urines excreted in two different periods during which the. 


composition of the plasma has altered. Therefore, in suitable 
conditions, a rise in the concentration of chloride may be 
expected. To say that during diuresis the urine approaches 
the plasma in composition is probably less corréct than to say 
that it approaches the glomerular fluid. And if, as is generally 
supposed, this fluid is a protein-free filtrate from the plasma, 
we cannot escape the conclusion that a Donnan* equilibrium 
exists at the filtering membrane, and that the concentration 
of chloride in the filtrate is higher than in the plasma 
(cf. cerebro-spinal fluid). Wearn and Richards’s* analyses of 
glomerular filtrate furnish direct evidence that it is higher. 
This point is mentioned in the interests of accuracy, but has 
not been considered in examining the results. It may render 
interpretation difficult when the concentration of chloride in 
the urine happens to be near the plasma concentration, since 
it may determine the borderline between rise and fall in the 
urine chloride as an effect of diuresis. 


*A paper read in the Section of Surgery at the Annual Meeting of 
the British Medical Association, Cardiff, 1928. 


2. In diuresis the various constituents of the urine do 
not all suffer an equal lowering of concentration. Chloride 
is less affected than other substances, and urea is probably 
somewhat less affeeted than phosphate and creatinine. The 
following explanation is given by Cushny.® 

The urine is concentrated by absorption of water from the 
glomerular filtrate and not by secretion into it of dissolved 
substances. Chloride is readily absorbed with the water, and 
although in diuresis the escape of fluid may result in a lower 
concentration of chloride in the urine, this effect is partly 
counterbalanced by the fact that less of the chloride itself 
is absorbed. Urea is normally absorbed to some extent. but 
much less easily than chloride, while it is doubtful whether 
creatinine is absorbed at all. Urea thus shares a little of the 
advantage gained by chloride in diuresis, but always shows 
a net loss of concentration; and since creatinine, unabsorbed 
in any case, has nothing to gain by rapid passage through the 
kidney, its loss of concentration is more extreme. The rejec- 
tion of this theory will not, of course, affect the validity of 
the observations. 


Renal Failure. 

In this, as in diuresis, there is a fall in the concentra- 
tion of the urine, but careful study reveals certain dis- 
tinguishing features. 

1. There is evidence of failure in chloride excretion, and 
in the later stages the concentration of chloride in the 
urine remains below that in the plasma even when salt 
is given to the patient.* ** 

2. There may be defective excretion of urea. This is 
not easily recognized, except by concentration tests or by 
examination of the blood; and both of these methods 
would probably fail in the present investigation. But 
urea excretion suffers before that of creatinine,® and if 
the concentrations of these substances can be compared 
in corresponding samples of normal and abnormal urine 
any existing defect should become apparent. 


The best examples of renal failure are witnessed in chronic 
interstitial nephritis and in arterio-sclerosis of the kidney. 
The order in which this failure involves the various con- 
stituents of the urine seems related to the degree of resistance 
which the normal tubule epithelium offers to their passage 
back from the glomerular filtrate to the blood while absorption 
of water is proceeding. Thus, chloride passes back most 
readily, next urea, next ee and creatinine with the 
greatest difficulty. And in nephritis chloride excretion appears 
to suffer first, then that of urea, phosphate, and_ creatinine, 
in this order. To avoid misunderstanding it should be men- 
tioned that nephrosis or pure hydraemic nephritis is not a@ 
good example of renal failure. Function tests give no evidence 
of failure, and the low water and chloride output in this 
disease can be attributed for the most part to other causes." 
In dealing with unilateral kidney disorders blood urea estima- 
tion is usually of little value, because one healthy kidney is 
sufficient to keep the blood urea normal. Concentration tests 
may have a limited field, but require less direct interpretation 
than in nephritis; for reflex diuresis, even without renal 
failure, would probably prevent good concentration of urea. 


There remains the application of the above criteria to 
unilateral disorders, as a method of distinguishing reflex 
diuresis from renal failure. The urines from the normal 
and the affected kidney must be compared. The following 
statements are deduced from the considerations already 
discussed. 

(a) In reflex diuresis the ratio_of the chloride concentra 
tion in the urine from the affected kidney to the chloride 
concentration in the urine from the normal kidney should 
be greater than the corresponding ratios for urea, phos 
phate, and creatinine. (See Table I.) 


TABLE I. 
Urine in Reflex Diuresis (Movable Kidney). 


Chloride (NaC}). Urea. {Phosphate (P20. 
Per cent. Per cent. Per cent. 
(a) Normal kidney ... 1.72 1.74 0.094 
(b) Affected kidney ... 1.53 1.39 0.C69 
Proportion of (b) to (a) 89 80 73 


Note that the concentration of chloride is less reduced than those cf urea 
and phosphate. 
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Urine from Damaged Kidney (Pyonephrosis). 


Chloride (NaC). | Urea. {Phosphate (P20s). 
Per cent. | Per cent. Per cent. 
(a) Normal k'dney . 1.45 1.02 0.062 
(b) Affected kidney ... 0.63 0.59 0.039 
Propcrtion of (b) to (a) 43 58 63 


Note that the concentration of chloride is more reduced than those of 
urea and phosphate. 


(4) In reflex diuresis the chloride concentration in the 
urine from the affected kidney should probably not fall 
below that in the plasma (about 0.6 per cent. sodium 
chloride), so long as the chloride in the normal urine 
remains above this level. (See Table IT.) 


TABLE II. 
Urine in Diuresis* (Denervated Kidney). 
Chloride (NaCl). Urea. 
(a) Normal kidney 
(b) Affected kidney 0.60 0.51 
Proportion of (b) to(@)... 78 63 


* Not reflex, since nerve connexions have been destroyed; but ci m 
tory in origin, and thus of similar type. stroyed; but circulz 


Note that although the concentration falls in diuresis, it d 1 
below that of the plasma (about 0.6 per cent. NaCl). cadnaiaien acide 


Urine from Damaged Kidney (Pyonephrosis). 


Chloride (NaCl). Urea. 
Per cent. 
(a) Normal kidney oe 0.87 
(b) Affected kidney .. 0.41 0.64 
Proportion of (b) to (a)... is 47 38 


Note that while the concentration of chloride from the normal kidney 
is higher than that of the plasma, the concentration of chloride from the 
affected Kidney is lower than that of the plasma. 


(c) If the chloride concentration in the urine from the 
normal kidney is below that of the plasma, reflex diuresis 
should cause a higher chloride concentration in the urine 


from the affected kidney than exists in the normal urine. 
(See Table ITI.) 


TABLE III. 
Urine in Diuresis (Denervated Kidney). 
Chloride (NaCl). Urea, 
Pe q 
(a) Normal kidney... 050" 
(b) Affected kidney .., 0.60 0.21 
Proportion of (0) to (a)... 200 28 


, Note increase in concentration of chloride caused by diuresis when the 
normal”’ concentration is lower than that of the plasma (about 0.6 per 
cent. NaCl). Diuresis renders the urine more like the plasma. 


Urine from Damaged Kidney (Hydronephrosis). 


Chloride (NaC). Urea. 
Per cent. 
(a) Normal kidney 032. 
(b) Affected kidney F 0.14 0.28 
Proportion cf (b) to (a)... 44 28 


Note that even when the concentration of chloride from the normal 
kidney is below that of the p'asma, the concentration of chloride from 
the affected kidney may be still lower. 


This statement and the previous one may require slight 
modification if there is a Donnan* equilibrium at the glomerular 


membrane. None of the results yet obtained are of assistance, 
m deciding whether any modification should be made. 


. (d) In reflex diuresis the ratio of the urea concentration 
m the urine from the affected kidney to the urea con- 


RENAL’ FUNCTION IN KIDNEY DISORDERS, 


centration in the urine from the normal kidney should 
probably be somewhat greater than the corresponding ratio 
for creatinine. (See Table IV.) 


TABLE IV. 


Urine from Slightly Damaged Kidney (Caleulus in Pelvis ; 
Moderate Dilatation). 


! 
Urea. Creatinine. 
| Per cent. | Percent. | Percent. | Per cent. 
(a) Normal kidney yen 1.26 1.32 0.142 0.112 
(b) Affected kidney 0.63 0.75 0.0£0 0.053 
Proportion of (b) to (a) 46 57 35 47 
| 
Note injury shown by greater reduction’-in chloride than in urea. But 
urea is less reduced than either phosphate or ereatinine. 
Urine from Severely Damaged Kidney (Pyonephrosis). 
Per cent. | Per cent. | Percent. | Percent. 
(a) Normal kidney _... 1.45 1.02 0.052 0.066 
(b) Affected kidney ~ ... 0.63 0.59 0.039 0.047 
Proportion of (b) to (a) 43 58 63 71 


Note that urea is reduced more than either phosphate or creatinin>, 
indicating some failure in urea excretion. Phosphate is sometimes ai-o 
much reduced in comparison with creatinine. 

In spite of numerous estimations the position occupied hy 
phosphate has not been ascertained. The excretion of phcs- 
phate often bears a close resemblance to that of creatinine, 
but is apparently much more sensitive to changes in the kidney. 


The disturbance of one or more of these relations is 
regarded as indicating some degree of renal failure. Tho 
extent of the disturbance is of assistance in estimating the 
damage to the kidney. 

Finally, it should be stated that only about fifty cases 
have as yet been examined. All were patients of Professor 
Fullerton, who performed the ureteral catheterizations and 
obtained the specimens of urine. Most of the results are 
in harmony with the observations made by the surgeon, but 
a few apparent exceptions have still to be explained. Some 
possible sources of doubt may be mentioned. Clinical con- 
firmation can only be considered satisfactory when the 
surgeon has had an opportunity of seeing the kidney; but 
in some cases an operation is not thought advisable or is 
refused by the patient, and in the remainder a complete 
examination can only be made when the kidney is suffi- 
ciently diseased to justify nephrectomy. Again, it must 
be borne in mind that the kidney which is taken as a 
normal control may not in reality be normal, although the 
blood urea is probably a safe guide in most cases, A less 
obvious error may be the cause of other misleading results. 
It is possible for fluid introduced into the bladder to 
travel up the ureter and dilute the urine which is passing 
down the catheter, particularly when the ureteral orifice 
has lost its valve-like character. Professor Fullerton has 
been careful to avoid this accident. Further, the urine 
from a very bad kidney can probably contain enough 
serum or pus to increase materially its low concentration 
of chloride; and perhaps enough to reduce the concen- 
tration of phosphate and other substances. 

It is fair to point out, in conclusion, that the examples 
given in this paper are chosen for the purpose of illus- 
tration. A general survey of the results justifies the 
application of principles discussed, but at the same time 
emphasizes the need for further investigation, directed 
especially towards reflex diuresis in the healthy kidney. 
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OPTIC NEURITIS FOLLOWING SPHENOIDAL 
SINUSITIS LOCATED BY THE DIFFER- 
ENTIAL EXPLORATORY TEST.* 

BY 


PATRICK WATSON-WILLIAMS, M.D.Lonp., 


Consulting Surgeon for Diseases of Ear, Nose, and Throat, Bristol 
Royal Infirmary. 


Amone the various lesions of the optic nerve that are 
known to occur as a result of sphenoidal sinusitis from 
infection by pyogenic organisms, definite optic neuritis may 
be one of the most important to trace to its source. In 
milder cases we believe that bacterial toxins alone suffice 
to cause relative scotoma and contraction of visual colour 
fields; but with a definite optic neuritis it seems probable 
that the infective organisms from focal sepsis of the 
involved sinuses penetrate the optic nerve sheath, as in the 
case of chronic sphenoidal sinusitis demonstrated after 
death by the researches of Pickworth.' 

On disinfection and drainage of the focal infection largely 
depends the saving of sight, and also, possibly, the averting 
of very grave sequels. _ 

When the infected sinus is anatomically normal in 
development—that is to say, when the two sphenoidal sinuses 
are bilaterally 
symmetrical with 
a medial septum 
dividing the right 
from the left—the 
diagnostic —_loca- 
tion of the focal 
infection rela- 
tively simple, and 
then the opening 
and draining of 
the infected sinus 
is fairly straight- 
forward. Unfor- 
tunately the ana- 
tomical develop- 
ment of the 
sphenoidal sinuses 
and the posterior 
ethmoidal cells is 
very frequently 
most irregular, 
microcoeci in the dural sbeath optic nerve May be very 
(Pickworth). eee large, while the 

other small, 
much undeveloped, and, so to speak, so tucked away 
as to occupy a small corner difficult of access. Again, 
the posterior ethmoidal cells may be exceptionally large, 
and extend back so as to occupy the space proper to 
a sphenoidal sinus; they may even extend backwards 
above the corresponding sphenoidal sinus, which then 
lies beneath the backward extension of its posterior 
ethmoid cell.? 


location of the diseased sinus may be a matter of supreme 
importance, for although an infected cell be small and 


extraordinarily undeveloped, it may be large enough to 


breed millions of pyogenic organisms. 

Formerly I fear I must have failed on many occasions 
to detect focal infections in such circumstances until 
TE hit on a method by which the difficulties mentioned may 
he cireumvented. This, for want of a better term, I speak 
of as the ‘‘ differential test,’’ as related in two remarkable 
examples I reported recently.* In the case I now record 
this diagnostic method proved invaluable. 

A man was referred to me by Dr. Prosser James in D be 
1927, with blurred vision and aching in his left eye. =e aad 
tonsillotomy at the age of 10, and a traumatic septal deflection 
when he was 12, and more or less recurrent nasal catarrh since 
then; no history of syphilis or gonorrhoea was present, but he had 
influenza in 1921. His eye troubles began with iritis in the right 
eye in apomeny 1925, but he later developed left-sided iritis, and 
was then seen by Dr. Leighton Davies, who diagnosed optic neuritis. 


*Read in the Section of Laryngol and Oto at t 
Meeting of the British Medical Assceiation, Cardiff, 1058, Annuel 


When healthy, such abnormal anatomical 
conditions are immaterial, but when infected the actual 


examination of the nasal 
exception of slight fullness of the 
minute vessels in the arch of the 
choana, ‘as seen by endorhino- 
scopy. Such vascular fullness 
I had seen before in similar 
cases, and therefore, despite the 
absence of any other indication 
of nasal infection, the sinuses 
were explored with the suction 
syringe by my usual method. 
The results obiained were as 
follows. The right antrum was 
clear and sterile. 
The left antrum 
contained pus 
(Staphylococcus 
aureus). The 
sphenoidal 
sinus entered 
through the 
right nasal 
passage con- 
tained some 
blood, some 
crystals, but no 
organisms; the 
sphenoidal 
sinus entered 
through the left 
passage was 
sterile. The 
right posterior 
ethmoidal cell 
(34 imehes) con- 
tained blood 
from which 
Staphylococcus 
aureus was re- 
covered, The 
left posterior 
eell (34 inches) 
was clear, and 


When I first saw him there was no nasal discharge, and, in fact, 
es was negative with the sole 


applying the of this is afforded 
“differential 

proved that the ther cannula, 


sphenoidal sinuses entered through the right and left nasal 
sages were one and the same cavity! 
other sphenoidal sinus had yet to be found; by the use of a 


cannula passed through the left 
nose, but directed more outwards, 
entrance was effected into the small 
left sphenoidal sinus, from which 
blood-stained muco-pus was ex- 
tracted. The 
proved that this was a separate 
cavity from what had been pre- 
rine entered, it being in fact 
the true but ill-developed left 
sphenoidal sinus which had at first 
been missed entirely. The essen- 
tial focal infection causing the 
optic neuritis lay within this small 
left. sinus; culture of its contents 
yielded _a pure growth of strepto- 
cocci. It was freely opened as well 
as the large right sinus, and the 
intersinus septum was clipped away 
so as to throw both sphenoidal 
sinuses into one cavity; the other 
infected sinuses were likewise 


- opened through the nose. 


The results of this operation 
and further course are best 
shown by citing the reports of 
Dr. Leighton Davies, who writes : 


“* When I first saw him in March, 
1925, he had very severe irido- 
cyclitis of both eyes with double 
optic neuritis, vision 6/2 
L. 6/60. He had an «x-ray examina- 
tion of his teeth, and two were re- 
moved on account of abscesses at 
the roots. I had the patient’s 
nose examined, and it was then re- 
ported free from infection. Some 
staphylococci were found in the 
urine, and for this he was given 
autogenous vaccines; he improved 
very considerably, and, curiously 
enough, relajjsed each time the 


vaccine was sven up. By October, 1925, the iritis had entirely dit 


Fic. 2.—One cannula passed into the sphenoidal sinut 
staphyloe ocel through the right passage, and th 
were similarly the left; owing to abnormal over-development of 
‘obtained =from right sinus both cannulae have entered this sinus; the 
it. But on = small ill-developed left sinus has been missed. Proof 


cannula and quickly injecting sterile Water, which 
appears cscaping from the free projecting end of 


differential test- 


by attaching the syringe to one 


It followed that the 


» 


Fic. 3.—By directing the left 
Cannuia more oul 
wards, it has been made to entél 
the smalt left sphenoidal sinut 
previously missed. Consequently; 
the two cannulae being now I? 
separate cavities, water In} 
through the one obviously can 
escape through the other. Hen 
the proof of having enter 
sinuses, one over-large, the 
abnormally small. 


ope! 


appeared, and the optic neuritis was rapidly —: in Oe 
on, bu 


I discharged him as cured. He started work in Lon 


immediately began to relapse and was seen by Mr. Fleming.” 
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In March, 1926, he was seen again by Dr. Davies, when 
there was a distinct recurrence of the optic neuritis, but 
no iritis; he had practically recovered by July, 1926, and 
in the meantime had had a tonsil enucleated. In November, 
1927, he had another recrudescence of his optic neuritis. 
On no occasion has there been any scotoma, either relative 
or absolute; the fields were quite symmetrically contracted, 
and there was no enlargement of the blind spot. . 

On January 2nd, 1928, three weeks after the sinus opera- 
tion, Dr. Leighton Davies reported : ‘ 

“The vision has improved, and this improvement is associated 
with a very definite lessening of the optic neuritis, which may be 
said to have practically subsided, though, of course, the appear- 
ance of the discs is not quite normal. He has never made quite 
such rapid improvement.”’ 

On April 30th, 1928, three months after the nasal sinus 
operation, Dr. Leighton Davies reported: 

“All the evidence of any congestion of the blood vessels of the 
retina has disappeared.” 


Time. alone can show whether the remarkable improve- 
ment following operation will be permanent. The main 
purpose of this communication is to describe the diagnostic 
technique for infection of irregularly developed sphenoidal 
and posterior ethmoidal sinuses, which has proved immensely 
helpful in several cases coming under my notice. I believe 
that it would have been impossible to detect the highly 
virulent focus of streptococcal infection in this case except 
by the diagnostic method described. At any rate it is 
felt that such exploratory methods have the advantage of 
giving exact information as to the presence and location of 
an infection, or of its non-existence, in which case any 
useless operation could thereby be avoided. 


REFERENCES. 
1 Journ, of Laryngol. and Otol., xliii, No. 3, p. 188. 
2 The Operation for Drainage of the Sphenoidal Sinus, Bristol Med.-Chir. 
Journ., xxxiv, No. 131, December, 1916. 
3 Anatomically Irregular Sphenoidal Sinusitis with Optic Neuritis, with 
Two Examples, Lancet, 1925, vol. ii, p. 858. 
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PROSTATIC OBSTRUCTION. 
A Succrestep ProcepurE For More Accurate D1aGnosis 
AND FOR THE TREATMENT OF SELECTED CASES. 
BY 


HERBERT WILLIAMS, M.B., F.R.C.S., 


SENIOR HONORARY SURGEON, ROYAL SOUTHERN HOSPITAL, LIVERPOOL ; 
. LECTURER ON CLINICAL SURGERY, UNIVERSITY OF LIVERPOOL. 


\Tue procedure described in this paper is suggested for the 
treatment of various types of prostatic obstruction, for 
which the methods of treatment at present employed are 
not entirely satisfac- 


shaped and sized electrodes can be fixed as Cesired. The 
proximal end terminates in a cylindrical chamber and con- 
necting plug attached thereto at right angles. The chamber 
is provided with a stopcock, which controls the flow of the 
fluid. The catheter is connected to the diathermy machine 
by means of a rubber-covered cable with push-in connector. 
The suprapubic cystoscope consists of a valved cannula 
(Fig. 4) fitted with compression ring and rubber washer, 
trocar and cannula (Fig. 5), and telescope (Fig. 6). The 
size of the cannula is 21 Charriére in circumference and 
4} inches long. It is provided with a sliding guard, which 
can be fixed in any position. The optical system, owing 
to its comparative 


tory. It is devised 
particularly for deal- 
ing with small and 
moderate enlarge- 
ments of the fibroid 
type and with local 
adenomatous projec- 
tions on the vesical 
orifice. In most of 
the prostates of this 
type the pathological 
capsule ill 
developed, or is so 
adherent, that clean 
enucleation is impos- 
sible. It is these 
cases that give so 
much trouble during 
operation and = are 
followed by. the least 
satisfactory results. 

_ The technique here 
described serves two 
Purposes: (1) the 
more accurate dia- 
gnosis of the type 
of prostate that is 
causing obstruction to 
the urinary outflow; 
(2) the destruction 
electro - coagula- 
tion, under visual 
control, of the offending portion of the prostate. It entails 
the use of two instruments, which may respectively be termed 
the diathermy catheter and the suprapuhic cystoscope. The 
catheter is passed per urethram, the bladder is then dis- 
tended with water and the cystoscope passed into it by 
suprapubic puncture (Fig. 1). 


Description of Instruments, 

The diathermy catheter is exactly similar in shape to 
the ordinary gum-elastic coudé catheter (Figs. 2 and 3). It 
is 12 inches long and 22 Charriére in circumference. It 
Consists of a metal tube insulated with special boilable 
‘cquer. It is provided with two lateral eyes on the bend, 
and terminates in a detachable silver electrode. Variously 


Fic. 1.—The cystoscope should have been shown as entering the bladder nearer the pubic 
- symphysis and in a vertical direction. 


shortness (63 inches 
in length) and large 
diameter, gives a very 
brilliant image. It is, 
in addition, provided 
with wide angle objec- 
tives.. .The lamp is 
enclosed in the align- 
ment of the telescopic 
sheath in order to en- 
sure smooth -passage 
-through the cannula. 
lt is connected to the 
battery by means of 
the usual switch, 
which is sprung into 
a groove behind the 
eye-shield. Leakage 
at the proximal end 
of the cannula can be 
controlled by means 
of the compression 
washer in the cannula, 


Anaesthesia, 

The procedure can 
be carried out under 
urethral or sacral 
anaesthesia, combined 
with Jocal infiltration 
at the site of the 
suprapubic puncture, 
but in the main I have used general anaesthesia. 


Technique. 

The patient is placed on the table in a moderate 
Trendelenburg position, The indifferent electrode of the 
diathermy machine is applied to his thigh, preferably the 
right, as the operator stands on his left side. The dia- 
thermy catheter is introduced and the bladder filled with 
sterile water from a funnel. It is filled to such an extent 
as to ensure that the peritoneal reflection is raised away 
from the pubis so as to allow of the introduction of the 
cystoscope into the bladder. A small incision, a quarter 
of an inch long, is made through skin only, in the middle 
line, 1 inch above the pubic symphysis. The trocar, carrying 
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the two sheaths of the cystoscope, is thrust into the 


bladder in the same way as though for suprapubic aspira- 


tion. Immediately this is done the funnel is lowered and a 


-few ounces of water are allowed to run out of the bladder. 


The object of this is to diminish the tension on the bladder 


-wall, and so prevent the tendency for fluid to escape 


o 


. Be, 2. 
through the aperture, outside the sheath, into the space 


‘of Retzius; at the same time too much fluid must not be 
run out or the bladder wall will tend to retract off the | 


sheath, thus leaving its distal end in the aforementioned 
space and not in the bladder. The trocar and inner 
sheath are now withdrawn, leaving the outer sheath in the 


Fic. 3.—Fig. 2 enlarged to nearly two-thirds natural size. 

A, Lateral eyes. B, Detachable silver electrode. c, Connecting plug 
for diathermy machine. D, Stopcock. B, Orifice for filling b adder 
bladder. Water is prevented from escaping by the valve 
in the outer sheath. _ The proximal end of the withdrawn 
inner sheath is fitted with about 1 foot of rubber tubing 
and reintroduced through the outer sheath. Water from 
the bladder can thus be conveyed into a suitable receptacle. 
The funnel is now raised and water poured into it ad lib. 


Fie. 4.—Valved cannula., 


In this way a free current passes through the bladder 
and irrigates it in a most effective manner. As soon asthe 
fluid escaping from the bladder is perfectly clear, the inner 
sheath is withdrawn and replaced by the telescope, which 
is passed with its fenestra towards the pubis. A pint or 
so of water is left in the bladder so as to allow a sufficient 


Fic. 6.—Telescope. 


Fic. 5.—Trocar and cannula, 


volume of clear medium in which the end of the cystoscope 
can be moved. The tap of the catheter is turned off and 
the filling tube and funnel detached ; the switch is attached 
to the cystoseope and the light turned on. The catheter 
is manipulated with the left hand and the cystoscope with 
the right. By moving the telescope up and down in its 
sheath, and by adjusting the proximal end of the whole 
instrument in the medial plane of the patient, the vesical 
orifice and the tip of the catheter projecting through it 
can easily be located. The appropriate degree of disten- 
sion of the bladder must be maintained, for in this way 
only can the prism of the telescope be kept at some 


distance from the base of the bladder. By adjusting this 
distance there is no difficulty in visualizing clearly the 
whole vesical aspect of the prostate. This is obviously 4 
great advantage over the view obtained through a_ per. 
urethral cystoscope, where only a segment of the orifice 


-can be seen at a time, and that at very close quarters with 


its consequent magnification and distortion. 


Examination of the Vesical Orifice and Vesical Aspect 

of the Prostate. 

The condition of the orifice, whether it is stenosed or 
deformed, and the precise macroscopic detail of the prostate, 
whether it is locally or generally enlarged, can be demon. 
strated. By adjusting the catheter so that its point just 
shows inside the bladder, and then moving it, it is possible 
to gauge the mobility or fixity of the vesicle orifice. In 
the same way a fairly good idea can be formed as to the 
softness or hardness of the prostate. By using the tip 
of the catheter as a seeker, the prostatic urethra imme- 
diately below the orifice can be explored. Median bar 
formation, if present, can be demonstrated, together with 
the extent of its development and the degree to which a 
local adenoma projects into the urethra. With the informa- 
tion obtained in this way, in addition to that which has 
been previously obtained by the clinical, instrumental, and 
laboratory investigations, it is possible to give an opinion 
as to the nature of the obstruction to a degree of accuracy 
that is otherwise impossible. 


Decision as to Further Procedure, 

With the instruments in situ, and with the information 
above obtained, the type of surgical procedure to be carried 
out is decided upon. If it is decided to do a one- or two- 
stage prostatectomy the suprapubic cystoscope is withdrawn. 
This done, leakage of fluid from the bladder takes place, 
rendering it less prominent than is desirable for making 
a suprapubic incision. There is no difficulty, however, in 
exposing the anterior surface of the bladder although it is 
not adequately distended. This being accomplished, an 
assistant applies the tip of his finger to the puncture in the 
bladder wall to prevent further leakage, and the bladder is 
redistended. The extraperitoneal fat and reflection are 
displaced upwards and the anterior surface of the bladder 
displayed. The assistant now takes his finger off the 
puncture, and the scalpel is immediately thrust into the 
bladder and the incision made. Further procedure i 
carried out as if the suprapubic puncture had not been 
made. \On the other hand, if electro-coagulation is decided 
upon, the cystoscope is left in situ, the appropriate 
terminals are attached to the catheter and _ indifferent 
electrode, and the operation proceeded with as described 
below. 

Method of Electro-coaqulation. 

Controlling the cystoscope with the right hand, the 
prostate is brought into view; the catheter is manipulated 
with the left hand, the metal tip is embedded in the tissue 
to be destroyed, and the current turned on. At the begin- 
ning the current should be low, and should be gradually 
increased. The ceagulating process is clearly scen throught 
the cystoscope, and as soon as the whitening of the tissue 
occurs the current is turned off. The tip of the catheter 
is then embedded in another portion of tissue and the above 
procedure repeated. In this way substantial portions of 
the obstructing tissue and the whole of a small or medium 
sized adenoma can be destroyed at one sitting. A valuable 
feature of the procedure is that it is often possible to se 
the exact portion of tissue that requires destroying, and 
the coagulating process can be confined to that tissue only. 
If during the process of coagulation the medium in thé 
bladder becomes clouded, the bladder must be washed 
through as above indicated and refilled with clear water. 

The destruction of tissue having been completed tl 
catheter is withdrawn from the bladder and replaced by 
a soft rubber or gum-elastic catheter of large size. I have 
found the Marion many-holed catheter particularly suitable 
for the purpose. The bladder is thus drained by the 
urethra for three days, so that the suprapubic puncture may 
become sealed. On the fourth day the patient is allow 


out of bed. 
This paper is not concerned with the general indication 


for prostatectomy. The same pre-operative investigation 
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is necessary whatever type of operation it is ultimately 
decided to perform. As regards pre-operative treatment, 
it is specially important that infection of the bladder 
should be combated as far as possible before treatment by 
‘electro-coagulation. 


Indications for Electro-coagulation. 

Conditions suitable for treatment by electro-coagulatio 
are the following : 

1. Slightly enlarged prostates, especially those where there 
is only a local adenoma encreaching on or obstructing the 
vesical orifice, and obviously causing definite impediment to the 
outflow of urine. The indication is the stronger if at the same 
time the prostate is relatively small and fixed. It is in this 
type of case that electro-coagulation by this technique is of 
particular value. 

2. Middle lobe obstruction. 

3. Median bar obstruction. 

4. The smail fibrous prostate and contracture of the vesical 
orifice. 

5. Flap formation resulting from previous operation. 

6. Relief can be given to cases of obstruction in extreme old 
age. those suffering from intercurrent diseases, or those in which 
the renal function has deteriorated to such an extent as to 
render the ordinary operation for prostatectomy one of extreme 
gravity. 

After-Treat ment. 

For two or three weeks after operation a mixture con- 
taining hexamine and acid sodium phosphate is adminis- 
tered. During the first few days the patient complains of 
bladder irritability, and this may continue in diminishing 
degrees for about three weeks. This symptom- can be* 
alleviated to a certain extent by giving tincture of 
hyoscyamus. For about three weeks after electro-coagula- 
tion has been carried out sloughs of various sizes are 
passed in the urine, sometimes causing temporary. obstruc- 
tion to micturition. In one of my cases the patient was 
mable to pass the slough; having tried unsuccessfully to 
remove it by means of a Bigelow’s evacuator I adopted the 
following procedure. The bladder was distended with fluid 
and the cystoscope reintroduced at the site of the old scar. 
A lithotrite was passed and the slough seized and broken up 
under visual control. The larger portion of the slough 
was withdrawn in the jaws of the lithotrite, and the 
remainder was removed by means of the evacuator. 


Complications. 

Other complications that I have encountered are slight 
incontinence of urine, double epididymitis, and prevesical 
Suppuration. In no case has there been any haemorrhage. 
One patient, aged 80, died of uraemia, a result that can 
hardly he attributed to the operation, since he was suffering 
from diabetes, was very anaemic from persistent haemat- 
uria, and had a non-protein nitrogen figure of 85 mg. per 
cent. In the ordinary course of events I should not have 
operated on this patient, but as a last resort was induced to 
do so hecause of his very persistent and copious haematuria. 


Early Results of Treatment. 

I have now used this technique for diagnosis alone or 
diagnosis and treatment in over fifty cases. Owing to lack 
of experience, bad selection of cases, and technical diffi- 
culties with the instruments, some of my early cases, though 
encouraging in their results, were not strikingly successful. 
Later results have improved substantially. Of the’ last 
twelve consecutive cases, one, referred to above, died; four 
cases, three of which came under my observation with 
complete retention, have been markedly benefited, inasmuch 
as micturition is now free and they have improved greatly 
in general health; they still, however, have some nocturnal 
frequency. The remaining seven cases may be classed as 
complete successes, inasmuch as they have urinary streams 
of good force and volume, which are passed without 
hesitancy or straining and without being followed by 
dribbling. They can retain their urine all night, and there 
las heen a striking improvement in their general health. 

As far as my present experience goes I am satisfied 
that, with this technique, detailed information about the 
prostate and vesical orifice obstruction can be obtained 
such as is impossible by any other means. It is therefore 
4 definite aid to diagnosis. As regards treatment, I have 
had a high percentage of cases showing immediate relief, 
either complete or partial, but have not yet had them 


under observation for as.» ‘ently long period to make any 
remarks as to the remote .csul!ts. 

I may incidentally mention that I have used this tech- 
nique with complete sticcess in three cases of papilloma of 
the bladder, in which the growth was either too large, or 
situated too near the vesical orifice, to be dealt with by 
perurethral diathermy, and have crushed a vesical stone 
with the ordinary lithotrite under visual control through 
the suprapubic cystoscope. 

The instruments described above have been made for me by the 
Genito-Urinary Manufacturing Company, and I have to thank 
Mr. Schranz of that company for his technical advice and for the 
efficient way in which he has constructed the instruments to meet 
the requirements of the technique. 1 have also to thank my 


colleague Mr. Stanley V. Unsworth, F.R.C.8., for his drawing 
of Fig. 1. 


STRANGULATED FEMORAL HERNIA. 
A Comparison or Vartous Mernops or TREATMENT, 
witH Espectar. Rererence TO 

BY 
HAMILTON BAILEY, F.R.C.S., 


GILLSON SCHOLAR, SOCIETY OF APOTHECARIES; SURGEON, DUDLEY 
ROAD HOSPITAL, BIRMINGHAM. 


Tuere still exists some doubt as to the advisability of 
relinquishing the old (lower) operation for femoral hernia. 
H. W. Carson' writes: ‘‘I have been unable to find 
statistics of the end-results of Lotheisen’s operation.” It 
is, perhaps, for this reason that in some quarters (to 
judge by the reports of disappointed candidates for the 
English Fellowship) the inguinal route for femoral hernia 
is looked upon with distinct scepticism, if not actual 
disfavour. 

In order to determine the relative values of the various 
operative methods I have analysed my series of cases of 
strangulated femoral herniae, paying particular attention 
to the ultimate end-results. I have chosen strangulated 
cases because there are sufficient in each growp to make a 
comparison. It would be manifestedly unfair to compare 
the end-result of, say, a case of strangulation operated 
upon in the middle of the night by the older technique 
with an unstrangulated femoral hernia repaired at one’s 
leisure by Lotheisen’s method. 


Disadvantages of the Lower Operation for 
Strangulation, 

The lower operation has been practised for years, and 
has saved thousands of lives, but it is beset with certain 
dangers and difficulties which, from time to time, have 
been recorded. 

1. Resection and anastomosis within the limits of the 
wound is extremely difficult, and in many instances im- 
possible. If resection is necessary laparotomy must usually 
be performed. 

2. If the sac has been slit up in order to release a 
constriction high up in the neck, a loop of intestine may 
be reduced extraperitoneally. _ This is an error easily 
committed, and referred to by Jonathan Hutchinson, jun.* 

3. The bladder is in more danger than when other 
methods are used. 

4. The abnormal obturator artery, if cut, causes embar- 
rassing haemorrhage, whereas, when operating from above, 
the artery may be seen and is accessible. 

5. The loop of imprisoned intestine may suddenly retract 
into the peritoneal cavity after the obstructing agent has 
been divided, and so prevent proper inspection unless 
laparotomy is performed. 

It so happened that it was objection No. 5 which, in 
1923, finally led me to abandon the lower operation. 


A woman, aged 28, had a strangulaited femoral hernia of 
thirty hours’ duration. After Gimbernat’s ligament had_ been 
nicked the obstructed loop, before it could be inspected, slipped 
back into the peritoneal cavity. Two days later general peri- 
tonitis supervened, and laparotomy showed that a small patch of 
lifeless intestine had given way—evidently where the constricting 
band had been present. The patient died. I have never per- 
formed the lower operation since. 


Analysis of Cascs Treated by the Lower Operation, 


Number of recovered patients traced 
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The Inguvinal Route (Lotheisen’s Operation). 

‘ihe inguinal route for femoral hernia, while being 
technically a°’more difficult operation, is relatively immune 
to those dangers referred to above. Resection and 
znastomosis can be carried out within this area as readily 
2s through a laparotomy wound. The only danger peculiar 
to this route is the proximity of the femoral vein; but if 
the simple precaution is taken of protecting the vein with 
the finger during the insertion of the deep sutures the 
danger fades into insignificance. It has been my privilege 
to discuss the merits of this operation with a number of 
the younger surgeons, some of whom had Jately embarked 
upon actual operative work. When asked what they found 
to he the difficult part of the operation there was a general 
consensus of opinion that it was placing the sutures 
through the periosteum and Cooper’s ligament which over- 
lies the ilio-pectineal line. This information emboldens 
me to describe a method of inserting these sutures which 
simplifies the operation. The femoral artery is located by 
its pulsation with the left index finger in the wound. The 
finger is now shifted 2 cm. to its inner side, where it will 
rest upon the femoral vein. Here the finger comes to rest 
and remains throughout this critical stage of the opera- 


Method of placing the deep sutures referred to in the text. 


tion. In order that the ilio-pectineal line may be clearly 
visible good retraction is necessary, and a valuable instru- 
ment for this purpose is Sargent’s retractor. Its shining 
surface helps also to reflect light into the depths of the 
wound. It is held by the assistant in such a way as to 
keep back both the internal oblique and the peritoneum (sce 
figure). With a rather small curved needle mounted on 
a holder three sutures are passed through the periosteum 
and Cooper’s ligament overlying the ilio-pectineal line— 
the first being near the finger guarding the femoral vein 
and the last near the insertion of Gimbernat’s ligament. 
After each suture has been placed the needle is removed, 
and the two free ends of the suturo clipped together with 
a haemostat. Tho accompanying figure will make this 
stage of the operation clear. The detempered bendable 
needle, made by Philip Spencer of Redditch, which I 
described elsewhere,* is very useful in passing these 
deep sutures. It may be bent up into a U shape, which 
materially aids matters when working in a confined space. 
Furthermore, it does not readily break if bone is encoun- 
tered. The remainder of the operation is simple. Retractors 
and the guarding finger are removed. The free ends of 
the three sutures are passed through the conjoint tendon 
from its deep to its superficial surface, and tied in pairs. 
Thus the conjoint tendon is approximated to the _ilio- 
pectineal line—the essential step in the repair by 
Lotheisen’s method, 


Analysis of Cases Treated by the Lothcisen Principle. 
Number of cases we 
Died two years later, no recurrence up io time of 
Alleged recurrence; no hernia found on examination 
No recurrence between one and eix years after 
operation eee ere eee ore eee eee 
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TREATMENT OF CANCER BY COLLOIDAL LEAD. 
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Hey Greves’s Operation. 

To those of us who were taught and brought up in the 
belief that to sever Poupart’s ligament was permanently to 
weaken the abdominal wall Hey Groves’s operation, which 
the originator described in 1923, was something of a 
surprise. His results, however, were so good as to compel 
attention. Personally I have used the method in only a 
small number of cases, but these have been the very worst 
subjects for any operation—namely, those who were so fat 
that Lotheisen’s operation would probably have been very 
difficult, or those who were so ill or old that life was 
almost despaired of. The operation is quick and efficient, 
and the end-results are exceedingly good. It combines the 
simplicity of the older operation with the safety and good 


_end-results of the new. Resection and anastomosis is not 


quite so readily performed through this exposure as in 
Lotheisen’s operaticn. 


‘Number of cases... 7 
No recurrence ‘ 4 


Conclusions. 

1. Owing to the heiter exposure of the seat of the 
strangulation, Lotheisen’s operation is less likely to be 
attended by operative accidents than the lower operation. 
Hey Groves’s operation shares with Lotheisen’s method this 
advantage. 

2. The end-resulis of both Lotheisen’s and Hey Groves’s 
operations are very considerably better than the old lower 
operation. 

3. The technique of Hey Groves’s operation is easier 
to understand and to master than that of Lotheisen’s 
operation. 
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CANCER TREATED IN GENERAL PRACTICE 
BY COLLOIDAL LEAD. 


BY 


ERNEST TALBOT, M.B., Cx.B.Vicr. 


I was very much interested in the proceedings of the 
International Conference on Cancer, especially in the 
discussion relating to the treatment of this disease by 
lead salts. The pessimistic conclusions of some members 
who were present appear to justify a report of my treat- 
ment of two cases of cancer which, two years ago, were 
condemned as hopeless and inoperable. Although my expe- 
rience has becn limited to two cases only, the results have 
been both illyminating and encouraging. 


Case 1.—Carcinoma of the Right Breast. 
The patient was 49 years of age and unmarried. In February, 
1924, I performed a radical amputation of the breast. The tumour 
was examined microscopically, and reported to be definitely 


carcinomatous. In June, 1925, definite cancerous nodules appeared. 


in the scar. The patient was now admitted to the Ashton-under- 
Lyne Infirmary, where Mr. Marcus Mamourian made a_ wide 
excision of the skin involved. In the following month she began 
to attend twice a week for z-ray treatment, but in spite of this 
the cancerous nodules reappeared in the skin and extended rapidly. 
In May, 1926, the whole of the right anterior chest wall was one 
mass of cancerous nodules. A further excision was suggested to 
her, but she declined to undergo any further operative inter- 
vention, and a-ray treatment was continued. By this time the 
patient, had become very cachectic, and there was definite dullness 
on percussion over the upper right lobe of the lung and_ the 
mediastinum. She complained of difficulty in swallowing. There 
were undoubiedly sccondary deposits of growth within the chest 
wall. As a last resort I began to give injections of collosol lead. 
In June, 1926, the first injection of 1 c.cm. was given intra- 
muscularly into the gluteal region, This was repeated every - 
days, the dose being gradually increased, until by the end o 
a month she was having 15 c.cm. After six months’ treatment the 
sears on the chest wall instead of being fixed became more movable, 
the nodules in the skin had disappeared, and she had gained 
14 Ib. in weight. There was no albuminuria, and the patient felt 


very much better. During this time 166 c.cm. of collosol lead were - 
injected into the gluteal region. In the next two months only cne . 


injection of 10 c.cm. was given. At the end of this period there 
was a reappearance of the cancer nodules in ihe skin of the right 
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TREATMENT OF HAEMORRHOIDS BY THE GAJLVANO-CAUTERY. 


anterior chest wall, and they continued to increase in number. 
Injections of 12 c.cm. were now given at intervals of one week, 
aud in addition small injections were made locally into the cancer 
nodules. Again the cancerous nodules began to show what I 
regarded as a reactionary stage, the nodules gradually becoming 
red in colour, then pink, and, later still, pale and glistening. 
A marked diminution in size was obvious, and they ultimately 
disappeared altogether. The pain had gone from the chest, and 
she could breathe and swallow with comfort. 

I continued the injections monthly for four months. Then three 
small nodules reappeared in the scar. The period between each 
injection was shortened again, and the nodules began to go through 
the same reactionary changes as before. In consequence the 
intervals were lengthened, but apparently they were too long to 
keep the cancerous nodules under control, as these increased in 
size and number. Again weekly injections were given, and it was 
necessary to persevere in this treatment for a further six months 
before all the nodules disappeared for the third time. 


What appears to me to be the most striking fact in the 
course of the treatment of this case is that undoubtedly 
the cancerous cells can be definitely influenced and con- 
trolled for a considerable period by the injections of collosol 
lead. As soon as the injections were diminished, either in 
amount or frequency, then did the cancerous growth regain 
its activity. In this particular case the effect of the injec- 
tions on the cancerous nodules was apparent and clearly 
demonstrated. 

During the whole period of twenty-seven months the 
total amount of lead injected intramuscularly was 804 c.cm. 
(ov 12 grains). No albuminuria occurred at any time. So 
far there has been no further recurrence of the nodules 
in the skin, although only three injections have been made 
during the last two months, but her weight has decreased 
6 ib. Whether the progress made in this case can be 
maintained remains for the present a matter of doubt. 

The second case has been even more striking in view 
of the vast general improvement noted in the patient’s 
health and appearance, 


Case 11.—Curcinoma of the Rectum. 

In October, 1926, the patient, a woman aged 41, was found 
io be suffering from an advanced carcinoma of the rectum. The 
surface of the growth was excavated and involved the whole 
circumference of the bowel. lis edges were raised, everted, and 
indurated, and bled when examined. The growth was high up in 
the rectum (5 in. from the anal orifice) and the surrounding 
tissues were infiltrated. Marked cachexia was present, her weight 
being 7 st. 105 lb. There was a definite trace of albuminuria. 

_ In November, 1926, I started a course of intramuscular gluteal 
injections of collosol lead, commencing with 5 c.cm., and a week 
later giving 10 v.cm. These were repeated about once a week, 
the amount varying from 8 to 14 c.em. Occasionally the patient 
complained of slight abdominal pain of a colicky nature. Some- 
times the injections were followed by a small increase of the 
albuminuria. With the occurrence of slight abdominal discomfort 
or an increase of the albuminuria the amount of the lead in- 
ected was decreased, or the interval between the injections 
lengthened. By this means she was enabled to take the in- 
jections without any real discomfort. At the end of six months’ 
treatment the patient had gained 14 lb. in weight. She said she 
felt very much better, and certainly her statement was supported 
by her general appearance. Her appetite improved and the 
abdomina pain was practically absent. There had only been 
slight haemorrhage from the bowel. Examination at this stage 
indicated that the edges of the ulcer were softer, the rectum 
itself could be moved more freely and it did not feel so fixed 
as formerly. The ulcerating process -had extended downwards 
an inch further in the rectal wall, and the lumen of the bowel 
directly above was narrowed and fibrosed. In addition to the 
intramuscular injections the patient was instructed to inject into 
the rectum two drachms of the lead solution with a urethral 
syringe, this to be carried out once a week. During the first 
sx months 300 c.cm. of lead solution were given intramuscularly. 
.The patient was very satisfied with her progress and anxious for 
further treatment. ‘The very definite improvement in her general 

‘alih and appearance, and consideration of the rectal condition 
still present, encouraged me to persevere. The injections were 
omitted for one month, and then continued, varying the interval 
— each injection, or the amount given, according to the 
sponse. 

The patient has been under treatment for twenty-two months 
ang has gained 24 lb. in weight. The improvement in her looks 
as been so marked that some of her friends scarcely recognized 
fr as the same woman, and she is now able to perform her 
household duties. 

Rectal examination indicates that the ulecrated edge of the 
rowth has extended downwards much further, and practically 
volves the anal canal. The lumen of the rectum is greatly 
reduced and is about the diameter of a lead pencil. The rectal 
Wall itself appears to have been replaced by a solid mass of 


rous tissue. The rectum is not so fixed as before and can be 
moved more freely over the sacrum. 

The question which arises is: Will the growth be defeated 
and exterminate itself when it reaches the anal margin? 
Should this be the case and the glandular involvement 


(which undoubtedly must have been present earlier) have 
been influenced in a similar manner to the rectal growth, 
then one might look hopefully for a cure of the condition. 
It seems remarkable that with such diminution in the size 
of the lumen of the bowel the patient has not developed 
obstructive symptoms. With this in mind she has been 
kept on a modified though nourishing diet, and has taken 
regularly sufficient cascara and liquid paraffin to ensure a 
daily action of the bowels. There have been no bladder 
symptoms. The amount of albumin in the urine has varied 
slightly from time to time, but even now is no greater than 
when the treatment was begun. General tonic treatment 
has been given in the form of syr. ferri iod, and syr. 
glycerophos co. The total amount of collosol lead given 
intramuscularly to date is 632°¢.cm., or 10 grains of lead. 

The first patient had very small and insignificant super- 
ficial veins of ‘the arm, and it would not have been possible 
to give a prolonged series of injections, so the intra- 
muscular method was substituted. This patient stood the 
procedure so well that I decided to repeat the method with 
the second case. Both patients stood these injections well, 
and by giving them alternately into either buttock no 
untoward results occurred locally, except that the site of 
injection sometimes remained a little indurated. Occasion- 
ally slight tenderness was complained of for a day or two. 
‘The patients were treated at the surgery, and were advised 
to rest quietly for twenty-four hours, after which time they 
went about as usual. 

Generalization regarding two cases only is not possible, 
but the results achieved and the observations made in the 
case of the secondary car¢inoma of the breast, where the 
growth could be kept under direct observation, emphatically 
proves that lead has a very definite and detrimental action 
upon cancer cells. Intramuscular injections appear to 
produce the desired effect without causing acute toxic 
symptoms, and the patient can be brought more gradually, 
and with greater safety, under the influence of lead. 

The encouraging response in these cases appears to 
warrant a more general consideration of the treatment. 
The lives of these two patients have been undoubtedly pro- 
lorged and made more comfortable and hopeful. One can 
only trust that by reporting these cases a little further 
encouragement may be given to the pioneers in the fight 
against cancer with lead salts. Moreover, the treatment 
does not appear to merit such wholesale condemnation and 
adverse criticism as it has recently received. 


TREATMENT OF HAEMORRHOIDS BY THE 
GALVANO-CAUTERY. 


BY 
W. S. WHITCOMBE, M.D., 


LONDON. 


Ix October, 1925, I read a paper at a meeting of the 
Harveian Society on the treatment of haemorrhoids by the 
galvano-cautery. A synopsis of it was published in the 
British Medical Journal of November 28th, 1925 (p. 992), 
and attracted a good deal of attention, It seems advisable, 
therefore, that 1 should make public the new experiences 
I have encountered during the past three years, with notes 
of exceptional cases. 

My records during this period are in entire accord with 
the opinion T expressed in 1925—namely, that the method 
1 then-advocated is the best means of curing haemorrhoids 
known at the present time; it has been adopted by many 
of my colleagues in the treatment of their own patients. 
The subject-matter of this communication falls into three 
categories. 

General Observations, 

The rotating speculum, made to my design by Messrs. 
Allen and Hanburys, has proved of inestimable value, It 
ensures quick, accurate, and neat work. It is not necessary 
to withdraw this speculum and reinsert it, as had to be done 
when the older patterns were used. The cut-away gap can 
be revolved in a second to catch any portion of protrading 
mucosa which may drop into it. 

I find, however, that for some cases in which haemor- 


rhoids are high up, above the internal sphincter, it is 
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necessary to use a 3-inch speculum. The original one was 
only 2} inches in length; the extra half-inch makes all the 
difierence. The cautery burners will last for months if 
care be taken to prevent them from being overheated; 
they will stand a bright red heat, but not a white heat. 

In those patients who have a very rigid external sphincter 
it is necessary to dilate the anus gently before introducing 
the speculum, for reasons. given later. I am unable to 
understand the assertions of those who state that the rectal 
mucosa is insensitive. The comment of a great physio- 
logist may be recalled; though his wording was more blunt 
aud humorous, the gist of what he said was as follows: 
It was a wonderful forethought on the part of Nature 
to endow the rectal mechanism with such a delicate sensi- 
tiveness that we are able to distinguish between gaseous 
and solid matter. 

Recently, when cauterizing a portion of the mucosa, 
2: inches above the anus, in a highly strung lady, she 
flinched at every puncture and complained of pain, although 
I had previously given an injection of eucaine and adrena- 
line. L admit that the rectal tissues are extraordinarily 
insensitive in some people, but in very few. 

Patients who show a tendency to arterial spouting during 


treatment should be carefully questioned as to any haemo- 


philic history, such as is evidenced by free bleeding after 
dental extractions, and precautions similar to those men- 
tioned later should be adopted. When the puncture caused 
by so fine a point as a Schimmel’s needle excites arterial 


bleeding it is. obvious that one must be on the look out. 


It does not follow that blood coagulates inside the vessel 
because it is seen to clot outside. 


Uncommon Varieties. 

The Congenital Pile.—This is not a true haemorrhoid, 
but is of the nature of a polypoid growth. It 
is covered with adventitious tough epidermis showing 
sebaceous follicles, and is usually about the size of a 
small walnut; there is a long thin pedicle which arises 
from the mucosa above the internal sphincter. It is 
extruded before each defaecation and causes great distress, 
but it does not bleed. For such a condition I use a flat- 
bladed cautery burner, and cut through the pedicle as near 
its base as possible; there is no bleeding, and a perfect 
cure is effected immediately. I have seen three such cases 
since 1925. 

Lhe Conglomerate Haemorrhoid.—This is the largest of 
all, being composed not of one but of many convoluted 
varicose veins, with an arterial supply in proportion. It 
arises almost invariably from the anterior wall, and has a 
wide base; it is irregular in shape, and is about the size 
of a large French plum. It comes down with every motion 
or with any strain during the daily work; replacement is 
. difficult, and causes great distress. The cases which I have 
seen were in men with enlarged prostate; more rarely it 
is found in women with a retroverted uterus. In either 
case it is obvious that the pressure from above, by these 
organs, interferes with the venous return flow. 

In one case, the worst I have ever seen, there were large 
oedematous masses of prolapsed mucosa surrounding the anus, 
which gave the appearauce of a small jelly-fish. A large ulcerated 
pile was in the centre. The patient, a man aged had had 
to wear a diaper for months owing to the constant profuse muco- 
purulent blood-stained discharge. His condition was pitiable, and it 
had affected his general health to a very marked extent; he was 
pallid, very anxious-looking, and was greatly distressed. I had 
grave doubts as to whether [ could cure him; however, after firm 
pressure on the protruding mass, which reduced the oedema 
considerably, I was able to destroy the largest and the most 
ulcerated of the haemorrhoids. In this case I had to use the 
cautery on about a dozen different occasions, but the prolapse 
gradually subsided, and in two months the patient had com- 
pletely recovered. Two years have elapsed, and he remains 
pertectly well. 

Complications. 

These, fortunately, are very rare. Until 1925 I had not 
observed any condition which could be called a complica- 
tion; since then, perhaps owing to a large increase in the 
number of patients treated, I have noted the following. 

Fissure.—It is a pity that this term is still used, for 
patients do not understand its very slight significance, 
and when told that they are suffering from fissure are apt 


to think that it is some horrible rectal disease; instead of - 


which it is merely a slight split like a cracked lip. [ 
cannot understand why it should be considered necessary 
to magnify this condition into one necessitating operation, 
as is so frequently done. Three of my patients, complain- 
ing of considerable discomfort in the anal region, showed 
on examination after treatment that the pain originated 
from a slight laceration at the edge of the anus; all had 
very rigid sphincters. It is quite easily cured by gentle 
scraping after an application of cocaine and painting 
with the solution of crystal violet and brilliant green, or 
with scarlet red ointment. 

Fistula.—One case, the only one I have ever seen, 
occurred about three years ago; the why and wherefore [ 
am at a loss to know. If I did not use Schimmel’s 
needles, and if I did not make it an invariable practice 
to sterilize my own hypodermic syringe, I should have 
attributed the infection to the injection of the local anaes- 
thetic used. As I invariably employ glass ampoules of the 
latter, the anaesthetic itself could not be blamed. This 
fistula was very small and quite near the anus posteriorly, 
It healed at once after incision and scraping, and scrub- _ 
bing with the crystal violet solution. This patient com- 


pletely recovered forthwith. 


-Haemorrhage.—As a rule there is none, with the excep- 
tion, perhaps, of a streak of blood during defaecation. [ 
chave, hawever, had three cases in which considerable 
secondary bleeding occurred. Such secondary haemorrhage 
is very worrying to the doctor and also alarming to the 
patient. In each of the three cases the bleeding started 
quite suddenly about the fourth day after the first appli- 
cation of the cautery. In one case there was a clear history 
of haemophilia, and I do not doubt that the other two 


patients had also haemophilic tendencies. Haemoplastic 


serum was given freely, and the rectum was packed, 
These measures proved successful, and there was no return 
of the haemorrhage. Since these cases occurred I have 
made it a practice to question every patient carefully, and, 
if considered necessary, to give a full dose of normal 
serum before treatment. Ernutin by the mouth is also 
useful, and measures may be taken to increase the calcium 
content of the blood. 

Pain.—This symptom is only experienced in cases where 
the extremely sensitive nerve endings in the skin are 
involved, as in haemorrhoids which are partially covered, 
even ever so slightly, with perianal skin. When this 
condition is found the patient must be warned that there 
may be some after-pain, and a sedative suppository be 
prescribed. I advise the following: 

Morphin. sulph. 
Cocain. hydrochlor. ... 
Gelatin. molle q.s. ut fiat suppos. unum. 
Sig.: A whole suppository, or half of one, to be used when 
required. 

The pain, in the case of accidental fissure, yields at 

once to cocaine ointment. 


é 
Memoranda : 


MEDICAL, SURGICAL, OBSTETRICAL. 


ABDOMINAL FRICTION IN PERITONITIS. 

Ir does not seem to be mentioned in textbooks that in 
early peritonitis there may be a _ subdiaphragmatic 
friction exactly resembling the friction of pleurisy. The 
first time that I heard it was in a case of perforated 
duodenal ulcer, where there was no vomiting, but pain 
and a well-marked friction rub on the right side from the 
sixth rib down to the costal margin. This caused some 
delay in operating, being mistaken for pleurisy, but a few 
hours later the friction was replaced by silence and loss of 
liver dullness owing to gas from the perforated duodenum. 
Since then I have heard this abdominal friction on the left 
side over the stomach in a case of very acute cholecystitis, 
and, quite recently, on the right side in peritonitis due to 
a perforated typhoid ulcer; in that case the friction 
extended a couple of inches below the costal margin. 


Water Broapsent, M.D.Cantab., 
F.R.C.P. 
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INJECTION OF VARICOSE VEINS WITH 
CARBOLIC ACID. 

Tuk cure of varicose veins by the use of sclerosing injec- 
tions has now replaced the extensive and often mutilating 
operations of the past. Since Douthwaite popularized in- 
travenous injections in this country many thousands of 
cases have been cured, but the method cannot yet be said 
to have reached finality. There are certain objections to 
all the sclerosing solutions in use; sodium salicylate and 
saline solutions give rise to very considerable pain when 
injected; guinine may produce abortion in pregnant 
women, and pain and excessive loss at the menstrual 
periods; glucose seems quite unreliable. Further, in each 
method the injected substance is poured into the general 
circulatory system, which for the treatment of a purely 
local disease seems open to grave objection. In rare cases 
of marked idiosynerasy even life itself may be endangered. 
A sclerosing substance which will remain localized at the 
site of injection should be free from objection. 

For some time past I have discarded the solutions in 
general use and instead inject from two to four minims of 
undiluted acid carbolic liquid (B.P.) into the lumen of the 
affected vein. Only a small amount of acid is required ; 
4 minims is sufficient to obliterate a large varicose 
saphenous vein. The acid destroys the endothelial lining, 
and is then at once locked up in the clot which forms 
immediately. Since adopting this method, which I have 
now used in a very considerable number of cases, I have 
not experienced a single undesirable result, local or general. 
Providing the injection is made with due care ulceration 
never takes place. The injection in all save a very few 
susceptible persons is practically painless, the usual com- 
plaint, if any, being of the prick of the needle. The veia 
almost immediately hardens. Four to eight veins may be 
injected at a sitting with complete safety, although many 
patients prefer the lesser number. From twelve to thirty- 
six hours later the usual inflammation sets in, but even 
this seems to be less severe than with other injected 
solutions. This inflammation dies down after a few days 
and the vein shrinks up, often with an almost dramatic 
rapidity. Sometimes a week after the injection it is 
dificult to find the remnants of the vein. 

When very large masses of varices are present, as often 
in the calf, a crépe bandage may be applied after the 
injection. This partially obliterates the vein, and only 
permits a flattened clot to form, thus saving some un- 
sightly results. Veins below the knee are best injected 
with the patient standing; for the large veins in the thigh 
a descending injection is best. 

The only instruments required sre an ordinary 1 ¢.cm. 
Record syringe and a No. 2 short-bevelled steel needle 
1} inches in len gth. Messrs. Allen and Hanburys now keep 
these in stock. After drawing up the carbolic acid into 
the syringe the needle must be carefully wiped with cotton 
wool, otherwise in some susceptible people a nasty skin 
burn may be caused by the coating of acid on the outside 
of the needle. The needle being of rather large calibre it 
is wise to insert it at least half an inch away from the 
vein, and to enter the vein obliquely, if possible from 
underneath. This prevents any of the acid and _ blood 
reaching the skin along the needle track. When the vein 
is entered a little blood is aspirated through the needle 
until curled up clot is visible in the syringe. The piston 
is then pushed home, driving the clot and acid together 
back into the vein. In occasional difficult cases where the 
vein cannot be entered a drop of acid may be deposited on 
the under surface of the vein. This proves quite effective. 
On no account should any of the acid be injected on the 
surface of the vein next the skin, of ulceration might easily 
occur. The needle is not removed for some seconds after 
the injection. On withdrawal pressure is kept up for a few 
moments over the needle track, thus effectually sealing it. 

There seem to be no contraindications to this method. 
One obtains 100 per cent. of cures, and no special syringes 
or other appliances are needed. Veins do not become 
immunized to the acid, as they often do to the other solu- 
tions in use; rather they seem to become more susceptible 
after each treatment. Obv iously there is no danger of 
introducing sepsis into the clot. 

London, N.W.5. P. P. Darton. 


Reports of Societies. 


DECIDUAL FORMATION IN THE OVARY DURING 
PREGNANCY. 

Ar a meeting of the North of England Obstetrical and 

Gynaecological Society held in Manchester on October 26th, 

with the president, Mr. Lerra Merray (Liverpool), in the 

chair, Dr. D. Doves (Manchester) gave an account of 

decidual formation in the ov ary during pregnancy. 

Dr. Dougal said that when performing Caesarean section 
or some other operation on the pregnant uterus he had 
often been struck by the peculiar appearance of the ovaries. 
The outer surfaces were streaked or mottled with a reddish 
brown material, and this, on microscopic examination, was 
seen to be composed of irregular outgrowths of connective 
tissue apparently derived from the tunica albuginea. The 
cells of this tissue frequently showed a decidual reaction. 
The ovary. which he was now exhibiting was removed, 
together with a three months gravid uterus, from a woman 
with severe mitral stenosis, in whom it was considered 
advisable to terminate the pregnancy and perform some 
sterilizing operation at the same time. Both ovaries from 
this case showed the streaked appearance he had described, 
but in this particular one the condition was more niarked 
and almost resembled a papillary growth. Its appearane 
on microscopic examination was that of typical decidua. 
The decidual cell was generally described as being large 
and oval, with faintly granular and vacuolated protoplasm 
and a prominent nucleus. Both nucleus and protoplasm 
stained faintly with the usual reagents. The cells them- 
selves lay in a fibrillar matrix and around them were 
numbers of small round cells. Wilfred Shaw gave the 
classical characters of decidual formation as the presence 
of decidual cells together with round cells in a fibrillated 
matrix. The decidual cell was normally and _ properly 
found in the endometrium, where it was derived from the 
stromal cell; it could be demonstrated in the premenstrual 
phase of menstruation and in uterine and extrauterine 
pregnancies. Its distribution, however, was much wider 
than this, for it had been found in the muscle wall of the 
uterus, the cervix, Fallopian tubes, ovaries, pelvic peri- 
toneum, appendix, omentum, and various other organs— 
ectopic decidual cells. This distribution closely resembled 
that of endometrioma, and if Sampson’s theory as 
to the causation of thése tumours was accepted it 
was tempting to ask if the ectopic decidual cells had 
any relation to them. Wilfred Shaw did not accept 
Sampson’s views on endometrioma, and explained the dis- 
tribution by suggesting that the property of decidual for- 
mation was not inherent in all cells, but only in those 
derived from the sub-coelomic connective tissue. In true 
cases of endometrioma, whether in the uterus, recto- 
vaginal space, or ovaries, a decidual reaction could gener- 
ally be demonstrated during pregnancy. The occurrence 
of decidual formation in the ovary was stated to be very 
constant during pregnancy, whether the latter was uterine 
or extrauterine, and Wilfred Shaw and others had found 
a similar change during menstruation. The cells were 
arranged usually in groups in the connective tissue of the 
tunica albuginea and formed either nodules projecting from 
the surface of the ovary or flattish areas. More rarely the 
cells were found deep in the cortical stroma. In the case 
of ovarian pregnancy which he had described there was a 
very well marked nodule of decidual cells immediately 
under the surface of the ovary. It was formerly supposed 
that decidual cells were produced through the local stimulus 
of the embedded ovum, but this view was untenable at the 
present time, for it was now realized that the decidua 
of pregnancy was merely a further development of the 
decidua found during the premenstrual phase, and was 
developed whether the ovum was in the uterine cavity or 
elsewhere. As a matter of fact, pregnancy was not neces- 
sary for the formation of a decidua at all, for Loeb had 
been able to produce this structure in rabbits during 
pseudo-pregnancy by injuring the lining of the uterine 
cavity. This observer’s experiments appeared to show 
that the primary factor in the formation of the uterine 
decidua was the presence in the circulating body fluids of 


| | 
| 

| 

| 

| 
[ | 
| 
@ | 

| 

| = 
| 
| 
| 
| 
| 
[ | 
le | 
| 
d | a 
0 | 
ic | 
d, | 
| 
| 
al 
so | 
| 
re | | 
re 
d, | 
1is | | 
re | 
| 
| 5 

| 

n | | 
at | 
| 
| 
| ‘ 
tie 
The 
ted 
ain 
the 
yme | 
few | a 
3 of | | 
um. | 
left | i 
itis, | | | 
to | 
tion | 
| 
| 
| 


1038 © Dec. 8, 1928] 


SARCOMA OF THE UTERUS. 


Tar Brinies 
MEDICAL JOURN 


a hormone developed in the corpus luteum. This hormone 
sensitized the uterine mucosa and other eells, which then 
formed a decidua in response to any non-specific irritation. 

The Presipent described the occurrence of islands of 
decidual tissue on the peritoneal surface of the utero- 
vesical reflexion. He showed microscopical sections of such 
an island which, though easily removed by light pressure, 
left a raw bleeding surface behind. 

Mr. W. W. Kine (Sheffield) said that he had excised one 
of these rusty-looking ovaries at a Caesarean section about 
the time of the publication of Wilfred Shaw’s paper and 
had found decidual cells botlt on the surface and in‘ the 
substance. The latter were of special interest, as they 
appeared to be either a decidual change in the connective 
tissue cells of an old corpus luteum or a metaplasia of the 
lutein cells themselves into decidual cells. He showed 
slides illustrating the presence of the decidual cells arising 
in the corpus luteum, but confessed that he was unable 
to determine from which type of cell they arose. He had 
seen similar rusty-looking ovaries in the course of opera- 
tions upon fibroids, but on section these only showed con- 
nective tissue and mesothelial cells derived from the 
peritoneum. 

. Sarcoma of the Uterus. 

Dr. Doveat described a case of sarcoma of the uterus in 
a patient 58 years old, who had been married thirty-three 
years and had borne one child twenty-five years previously. 


Fourteen years ago one breast had been removed: for carcinoma, 
and three years later a similar growth was removed from the 
— breast. The menopause occurred at the of 55; after 
this there were one or two irregular periods, and then nothing 
was seen until about seven aie before the operation. Durin 
this period of seven months she had had a constant blood-staine 
and yellowish discharge. She complained of no pain, the discharge 
being the only trouble and the one for which she sought medical 
advice. Her general health had not been good for six months 
and her appetite was poor. On examination the uterus was 
found to be much enlarged, and to form a firm uniform tumour 
reaching almost to the umbilicus. A diagnosis was made of 
carcinoma of the body of*the uterus or carcinoma with fibroids, 
and she was admitted immediately to hospital. The uterus was 
removed with both appendages and one or two enlarged glands 
were excised from the iliac groups. The uterus was about the 
size of a five months pregnancy, and contained a large necrotic 

rowth in its cavity; there were also one or two small fibroids. 

‘he hysterectomy was perfectly straightforward; the patient 
made an uneventful recovery and went home at the end of three 
weeks. The uterus measured 7 inches in length, 5 inches in 
width, and 4 inches antero-posteriorly. There was a fibroid about 
the size of a walnut low down on the right side, and one or two 
smaller fibroids elsewhere in the wall of the uterus. The enlarge- 
ment of the uterus was due to a large necrotic tumour which 
filled the cavity and contained areas of haemorrhage. Micro- 
scopic examination showed the growth to be a _ round-celled 
sarcoma, so presumably it originated in the endometrium. Three 
months after discharge from hospital the patient complained of 
severe sciatica in her — leg. On examination Dr. Dougal 
found a- definite fixed swelling in the right side of the pelvis, and 
advised that there was nothing more to be done except to relieve 
her pain. However, as her own doctor was anxious that some 
further treatment should be tried, she was readmitted, and Dr. 
Birkett applied radium by needles inserted into the right vaginal 
fornix. This treatment did not improve matters, for within four 
weeks she had bécome so ill that she had lost the use of her lower 
limbs. She was admitted to the Christie Hospital, where she died 
in about a fortnight’s time, four months after the uterus was 
removed. Dr. Powell White, who made a post-mortem examina- 
tion, reported that there was a recurrent mass of growth occupying 
the pelvis and infiltrating the vagina and bladder, giving rise to 
acute cystitis. The growth had extended along the walls of the 
pelvis behind the rectum, but the latter was not infiltrated. The 
growth had involved the upper part of the sacrum and the 
adjacent portions of the ileum on both sides, and had invaded 
the spinal canal, producing compression of all the roots of the 
cauda equina. There were no enlarged glands and no metastases. 
The sites of operation in both breasts were quite sound. Micro- 
scopically the growth was a smal] round-celled sarcoma, and was 
infiltrating the bladder, muscle walls, nerves, and bones. 


In Dr. Dougal’s experience sarcoma was a very rare 
tumour; he had only seen four cases during the last three 
years. The majority of the patients had been elderly 
women, past the menopause. <A point of interest in the 
present case was the extraordinary infiltrating power of the 
tumour, which had largely destroyed the sacrum and lower 
part of the spinal cord. 

Dr. Brenrnaut also showed a specimen of sarcoma of the 
uterus. The growth was largely submucous, apparently 
in process of becoming polypoid, although in places it 
reached almost to the peritoneal surface of the uterus. It 
was nowhere encapsulated, but macroscopically it was of 
the circumscribed variety. Dr. Brentnall thought it was 


a@ primary sarcoma of the uterine muscle, arising as such 
de novo, and not in a pre-existing fibroid. In the fresh 
state the tumour was soft; and the cut surface presented 
a yellow and lobulated appearance. There were no haemor- 
rhages into the tumour, and no evidence of gross necrosis 
or the formation of cystic spaces such as were described 
as occurring in these tumours. Sections of the tumour 
showed it to be composed of solid masses of small round 
cells. There was nothing to suggest a fibromyoma. The 
patient was alive and well two years after operation. 

Dr. Donarp discussed the question of the diagnosis of 
sarcomata, and the Prestent commented on the extreme 
malignancy of the tumours in his experience. 


Red Degeneration in Fibroids, 

Dr. Dovear, who described two cases of red degenera- 
tion in fibroids, thought it was obvious that the acute pain 
in these cases must have been due to the high tension 
within the capsule of the tumour, and that this in turn 
must have resulted from interference with the return 
blood flow. Fletcher Shaw and Leith Murray had _ both 
agreed that this interference was due to thrombosis, but 
was not the process of thrombosis too slow to account for 
the sudden onset of the symptoms? Might there not have 
been some other factor which suddenly held up the 
return circulation, and was followed later by a secondary 
thrombosis after stasis had occurred? In the case of a 
twisted ovarian cyst this factor was readily demonstrated 
in the pedicle, but the great majority of red fibroids were 
intramural, and the only way in which the circulation 
could be suddenly obstructed would be by spasm of the sur- 
rounding uterine muscle. This might easily be set up by 
the irritation of the tumour acting as a foreign body, in the 
same way that the muscle of the gravid uterus sometimes 
developed a spasni—-tonic contraction or contraction ring— 
as a result of a similar stimulus. The uterine muscle was 
more sensitive during menstruation and in the gravid state, 
and it was known that degeneration was more frequently 
met with at these times. It might be urged that there 
was no blood extravasation in the tumour in the case of 
red degeneration, whereas in a twisted ovarian tumour 
this was present in the cyst wall and in the loculi. The 
consistence of a fibroid, however, was much tougher than 
that of an ovarian cyst, and the vessels were therefore less 
likely to rupture. Fletcher Shaw had divided fibroids of a 
red colour into two pathological classes, thrombctic and 
angiomatous, and was of opinion that cases with clinical 
symptoms belonged to the former group. In many of these 
thrombotic cases, however, the symptoms were few or very 
slight, so the process of thrombosis did not completely 
explain the very acute symptoms he had described. Two 
days previously he had removed a typical red_ fibroid 
associated with pregnancy, and the patient had never 
complained of any pain. 


; Rupture of the Uterus. 
Dr. Gerrarp (Manchester) described a case of rupture 
of the uterus. 


The patient was admitted to hospital after the first twin had 
been delivered by natural forces; the second twin was impacted, 
the hand and cord being prolapsed. Attempts at delivery by 
version had been made without success. On admission the patient 
was in good condiiion, with a pulse of 102. (n abdominal 
examination the most obvious feature was the prominence of @ 
foetal limb to the left of the umbilicus. This was casily identified 
as a leg, and the possibility of rupture of the uterus was dis 
cussed, 1 was ruled out owing to the excellence of the patient's 
general condition, the suggestion being made that the uterine 
wall was extremely thin from distension by twins and hydramnios. 
The pelvic measurements were normal. Vaginal examination 
revealed a prolapsed hand and foot, and an umbilical cord which 
was not pulsating. There was no bleeding. Under anaesthesia 
delivery of the child was effected without difficulty by traction 
on the presenting foot. There being no abnormal amount , of 
bleeding aficr this maneuvre the “agers was left to deliver the 
placenta herself. On palpation of the uterus abdominally a rather 
puzzling siate of affairs was found. The impression obtained was 
that the placenta had left it, but downward pressure failed to 
push it out from the vagina, and on drawing the uterus u wards 
the cord. shortened. It was, therefore, presumed that the p acenta 
was still in utero. After an hour’s time there was no sien of 
the placenta; the patient’s condition was not too good, but. there 
was no cause for alarm. After two hours she was beginning to 
show signs of shock, and as there had been a little bleeding @ 


further anaesthetic: was given to allow manual removal] to be» 


performed. On introducing the hand into the uterus no placenta 
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could be found, and one became aware of a large rupture of the 
anterior wall of the lower segment. The cord was therefore cut 
off short, the vagina carefully swabbed out with antiseptics and 
pacxed with sterile gauze, and the patient, who was by now in 
rather a critical state, was removed to the theatre. On opening 
the abdomen the missing placenta was found in the region of 
ihe spleen. There caeeaed to be quite a negligible quantity of 
blood in the abdominal cavity—less than an ounce, in fact—and 
there was no bleeding from the torn uterus, which was well 
contracted, but it was deemed advisable to perform hysterectomy. 
This was done rapidly by the ordinary subtotal technique, except 
that an opening was left in the cervix for drainage. The pelvis 
was peritonized, the abdomen mopped out, and the abdominal 
wall sutured in layers, no drain being left in. An intravenous 
saline injection was given, and the patient was treated for shock 
on the usual lines, but she was placed in ‘‘ Fowler’s’’ position 
as soon as it was deemed advisable. She had a swinging tem- 
perature, and some vaginal discharge for a week following opera- 
tion, but the abdominal wound showed no signs of suppuration, 
and the patient was able to proceed home within three weeks. 
Dr. Gerrard said that the points of interest in this case 
seemed to be the following: (1) The small amount of 
haemorrhage, due presumably to the situation of the tear. 
By way of contrast he cited a case which he saw about a 
month later, where a woman was admitted to hospital with 
a breech born as far as the head, which was hydrocephalic. 
While the instruments were being boiled the patient sud- 
denly cried out, collapsed, and died within ten minutes. 
A post-mortem examination revealed a tear through the 
uterine artery. (2) The fact that one of the child’s legs 
was probably projecting through the rupture into the 
abdominal cavity when the patient was admitted would 
have indicated the correct diagnosis had her condition 
not been so good. (3) That the placenta and membranes 
should be delivered into the cavity of the abdomen. 


Formation of an Artificial Vagina, 

Mr. W. W. Kine (Sheffield); who described the formation 
of an artificial vagina, said that the procedure adopted was 
based upon one originally described by Graves and recently 
modified by Davies and Cron. The methods of forming 
an artificial channel in cases of congenital or acquired 
absence thereof comprised: (1) those of the Baldwin type 
in which the small intestine was used; (2) the Schubert 
type in which a segment of rectum was employed; and 
(5) those in which the vagina was fashioned out of 
vulval flaps. The Baldwin operation gave very good results 
from a functional point of view, but it had a heavy 
nortality amounting to 17.5 per cent. Operations which 
employed portions of the rectum gave nearly as good 
functional results and had the much lower mortality of 
3.3 per cent. The objection to the method was that it 
was liable to be followed by incontinence of faeces or 
faecal fistulae. Many women would risk a 3.3 per cent. 
mortality even for a plastic operation to avoid a nullity 
suit, but all would prefer a life of celibacy to a life of 
faecal incontinence. Because of these objections, and 
perhaps also on account of a certain repugnance to the idea 
of using portions of the intestinal tract for intercourse, 
attention had been focused upon the flap methods of 
operation. Papers had recently appeared by Frank and 
Geist and by Davies and Cron which described operations 
of this type. The speaker had no experience of the former 
operation, which involved raising bridge-like flaps from 
the thigh and transferring them by three successive opera- 
tions to the recto-vaginal space to line the new canal. He 
had had, however, the opportunity of performing the 
operation of Davies and Cron. He had found certain diffi- 
culties in the technique, and the result was a vagina which 
Was rather small and too short. As a result he had devised 
a technique which he had had the opportunity of employ- 
mg in one case with apparent success, though sufficient 
time had not elapsed to speak of the final result. The 
steps of the new operation were described in detail and 
illustrated by lantern slides, from original drawings, 


Various Cases. 
Dr. K. V. Bamry (Manchester) described a case of 
Melanotic sarcoma of the vagina with secondary deposits 
m the inguinal glands. 


Examination disclosed a large fungating mass, the size of a 
coco-nut, protruding from the vagina. This mass was attached 


of left minus and left vaginal wall over 
' relatively small area, though one could not say that it 
Pedunculated., A further rem 


er growth sprang from the region 


of the posterior vaginal wall, near its junction with the pcrineal 
skin; there was also a hard nodular area in connexion with the 
under surface of the urethral orifice. In addition to these growths 
the vulva showed scattered irregular areas of a definitely 
gangrenous nature. These x “en as far upwards as the mons, 
downwards to the anal canal, and laterally to the skin covering 
the adductor muscles. In view of the obvious loca! discomfort 
Dr. Bailey decided to excise the vulva as far as_possible—ihus 
removing the main mass. This he did on June 7th. The base 
of the main mass was included in the excision, as was also the 
smaller perineal growth. It was impossible to extirpate totally all 
the gangrenous areas, and he did not prolong the operation in 
order to excise the nodule from the urethra. To his imtense 
surprise the incisions healed in ten days by first intention; more- 
over, the scattered gangrenous areas cleared up within two weeks, 
and the —- appeared much better, Meanwhile he had ex- 
amined the growth microscopically and ascertained its nature. 
Such was the startling nature of the patient’s improvement and 
the completeness of the healing that he decided to deal with the 
involved glands and the urethral nodule. The second operation 
was performed on July 17th, less than six weeks after the first. 
The nodule below the urethral orifice was found to penetrate 
the wall of the urethra, and a much larger prolongation of it 
almost completely blocked the urethral lumen. This, of course, 
caused the difficulty in micturition. The urethral orifice was 
reconstructed after removal of this growth, which “shelled out” 
like a small gland. The involved glands in both inguinal regions 
were then removed, and the fatty tissue cleared out. Complete 
healing agai1 took place, and the patient was discharged from 
hospital two months after admission without a sign of the growth. 
Microscopical examination showed that the tumour was a melanotic 
sarcoma. 

Dr. Bailey added that he had seen the patient again 
on the day before the meeting. There was a small recur- 
rence in the region of the left vaginal wall, close to the 
incision. The patient felt well. He thought that radium 
would now have to be employed. 

Dr. Doveat (Manchester) described a case of ovarian 
pregnancy. 

A young married woman, 22 years old, was admiited to the 
Royal Infirmary with acute abdominal symptoms. There had 
been irregular uterine haemorrhage for about six days, -and 
previously to this a period of six weeks’ amenorrhoea. The acuie 
abdominal symptoms commenced two days before her admission, 
the _ being worse on the right side; there was also definite 
shoulder pain. The patient was acutely iil, and presented the 
typical appearance of a ruptured extrauterine gestation. The 
abdomen was found to be filled with blood. The right ovary, 
which was much enlarged and contained a blood cyst, was 
removed. The uterus and other ovary were quite healthy. The 
specimen consisted of the right ovary and tube. The ovary was 
enlarged, and measured 3 in. by 2 in. by 2 in. It contained iwo 
cystic cavitiey the larger being a typical dermoid cyst, with 
sebaceous contents and embryonic process, the smaller a_typical 
blood mole. Sections of the mole showed chorionic villi quite 
definitely. The tube on this side was perfectly healthy. The 
specimen was a good example of ovarian pregnancy, and was 
of added interest because of the associated dermoid tumour. 

Dr. Donatp (Manchester) showed a specimen of uterus 
snb-septus removed from an unmarried lady, aged 56. 
She had had no regular periods for six years, but for some 
months had frequent uterine haemorrhage. On examina- 
tion under an anaesthetic the double condition was not 
made out, as the uterus was small, and no definite tissue 
was obtained by the curette. The very free bleeding was 
the decisive factor in the choice of a panhysterectomy. 
There was a fibroid the size of a hazel-nut in the left 
cornu, and a soft adeno-carcinoma in the right cornu. 

Dr. Donald also showed a specimen of carcinoma of the 
cervix and body of the uterus. The primary growth was 
evidently in the cervical canal, and the whole cervix above 
the external os was deeply invaded. Above this, and 
situated in the muscle of the body of the uterus, was a 
rounded mass, about the size of a walnut, which proved 
to be a solid alveolar carcinoma. 


PROGNOSIS AND TREATMENT OF ECLAMPSIA 
AND ALBUMINURIA, 

Av a meeting of the Section of Obstetrics and Gynaecology 
of the Roval Society of Medicine on November 16th, with 
Dr. J. S. Farrpatrn in the chair, Dr. James Younc read 
a paper on the prognosis and treatment of eclampsia and 
albuminuria, with special reference to the risk of recur- 
rence in subsequent pregnancies. 

Dr. Young said that investigations during recent years 
at the Edinburgh Royal Maternity Hospital disproved the 
usual belief that eclampsia and pre-eclampsia did not tend 
to recur in succeeding pregnancies. He had previously 
shown that forty-seven eclamptics had had eclampsia or 
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albuminuria fifteen times, and abortion, accidental haemor- 
rhage, and stillbirth without toxaemia six times, in their 
previous gestations; this gave a total recurrence of abnor- 
mality of 44.7 per cent. Dr. Jessie Sym, who had followed 
up forty-two eclamptics who became pregnant again, had 
found a recurrence of toxaemia in 30 per cent. and of 


- total abnormality in 40° per cent. of sixty subsequent 


pregnancies. The recurrence rate in cases of albuminuria 
and pre-eclampsia was, in so far as toxaemia was con- 
cerned, forty-four in eighty-one, or 54 per cent.  In- 
cluding such conditions as abortion and accidental haemor- 
rhage without toxaemia the recurrence rate was 69 per 
cent. These figures emphasized the risk of future preg- 
nancies to any patient who had once had a toxaemic 
pregnancy. Such findings illustrated the inadequacy of 
the present classification of the toxaemia of late pregnancy, 
which was based upon the view that the recurrent toxaemia 
belonged to a class by itself, and was explained as being 
caused by a chronic renal defect. Dr. Young believed 
that there was no clear evidence that the kidney was ever 
anything more than a secondary factor. It was often 
damaged, but this was the result of the action of the 
toxins, and if long continued was apt to cause persisting 
renal disease. In two out of sixty-six eclamptics and six 
out of- seventy-three albuminurics, the follow-up revealed 
evidence of chronic renal disease. The striking fact was 
that, although the numbers with further toxic pregnancies, 
and those without, were about equal, in seven out of eight 
cases with renal defect there had been two vor more 
toxaemic pregnancies, This showed that the chronic 
kidney lesion was caused by the toxaemia, and was natur- 
ally greatest in those most exposed. Such facts indicated 
the great importance of keeping a patient under strict 
ante-natal care if she had once had a toxic pregnancy. 
This need was as urgent in a woman who had had 
eclampsia as in one with albuminuria. In the present 
state of knowledge such recurrence could not be prevented 
in succeeding gestations, and, in view of the high risks, 
Dr. Young suggested, as a working rule, that prevention 
of pregnancy should be advised where there had been two 
successive toxic pregnancies.. In his experience, when the 
sequence had once revealed itself in a patient, it usually 
meant that all the pregnancies would be involved. Except 
in mild cases it was unwise to allow the pregnancy to 
continue if the toxaemia appeared before the seventh 
month. This involved gambling with the life and health 
of the mother in the interests of the child, whose chances 
were problematic. It had to be remembered that there 
was a great risk of the child dying in the uterus as the 
result of the toxaemia, while many who were born alive 
survived only for a short time. For these reasons it might 
be in the interest of the child, as of the mother, in cases 
seen at a later stage of pregnancy to induce labour at 
once if the child had reached viability. For the induction 
of labour Dr. Young preferred the use of the gum-elastic 
bougie, and, as soon as uterine pain commenced, he advised 
5-minim doses of pituitary extract, at half-hourly intervals, 
till a total of 2 c.cm. had been given. Where the blood 
pressure was high oxytocin might be preferred. In the 
comparatively rare cases of severe toxaemia without fits, 
but in which there was urgency, he preferred Caesarean 
section under spinal anaesthesia, which was better than 
general anaesthesia, in that it did not add to the toxaemia. 
The spinal method eliminated the risk of irritation to the 
bronchioles and of bronchitis, which was great in such 
cases; and with it there was a remarkable natural haemo- 
stasis of the uterine wound. . : 


The Age Incidence of Carcinoma of the Body of 
the Uterus. 

In a joint paper Professors Donatp and FietcHer SHAaw 
expressed the opinion that, with the rarest exception, 
cancer of the body of the uterus did not occur under the 
age of 40, or, alternatively, until after the retrogressive 
changes of the menopause had commenced. The authors 
had investigated 177 cases, the scrutiny of which revealed 
the fact that only one patient was under the age of 40, 
and éven in this instance there was some doubt. In about 
half the cases the patients were between the ages of 
50 and 59, and in one-third between 60 and 69. Definite 
information as to the onset of the menopause was obtained 


in 147 cases, and in only two uncomplicated cases had the 
disease appeared before the menopause. These resulis 
differed considerably from statistics recently published, 
the difference being mainly in the percentage of cases 
under the age of 40. Various sources of fallacy were 
mentioned to account for the discrepancy; these included 
sarcoma, as distinct from cancer; cervical carcinoma 
spreading into the body of the uterus; and diagnosis 
depending solely on the microscopical examination of 
minute scrapings. The possibility of a causal relationship 
between uterine fibroids and cancer of the body was 
mentioned, and also the fact that the retrogressive changes 
of the menopause might begin at a comparatively early 
age. In these latter cases the women were sexually older 
than their years. 


Rhabdomyo-sarcoma of the Ovaries. 

Dr. J. D. Barris and Dr. Witrrep Saw read a short 
communication on rhabdomyo-sarcoma of the ovaries, occur- 
ring in a patient with abdominal enlargement, who was 
admitted to St. Bartholomew’s Hospital on June 18th. 

She had had two children, the last being born two years 

previously. Menstruation began at the age of 14, and was 
normal, the last period being just before admission. She was in 
normal health until three weeks before admission, when she 
noticed some difficulty in micturition, together with rather rapid 
enlargement of the abdomen. On examination an elastic tumour 
was found rising out of the pelvis; it was tender and dull to 
ercussion. On vaginal examination the body of the uterus was 
ound to be not markedly enlarged; the left fornix was depressed 
by the lower pole of the tumour. The abdomen was opened, 
and the tumour was found to be a cyst of the right ovary; it 
was not adherent, and so was easily removed. There was 4» 
ascites or evidence of secondary growths on the peritoneum. 
The patient made an uninterrupted recovery, and was discharged 
on August 9th. Previous to this she received x-ray treatment 
over the abdomen, it having been recognized that the tumour was 
malignant. On microscopical examination the tumour proved to 
be a rhabdomyo-sarcoma of the ovary. 


The Etiology of Cancer. 

In a short communication on the etiology of cancer Dr. 
R. Wise said that there was abundant evidence that the 
early cells of the embryo were not always irreversibly deter- 
mined; there was sometimes a migration of embryonic 
cells, with subsequent lodgement in various embryonic 
tissues. These migrated cells, being the original growth 
cells, were retained for a time, and were nourished in their 
entirely new and unusual environment. Dr. Wise sug- 
gested that in cancer cases those migrated embiycnic cells, 
or their descendants, were started in their erratic and 
uncontrolled multiplication by endocrine stimuiation and 
local irritation. 


INDIVIDUALITY AND EPIDEMIC DISEASE. 

Ar a meeting of the Section of Epidemiology and State 
Medicine of the Royal Society of Medicine on November 
23rd, with the president, Dr. F. E, Fremantiz, M.P., in 
the chair, Dr. H. P. Newsnovme (Birmingham) read a 
paper on ingividuality and epidemic disease. 

Dr. Newsholme explained that he was taking, in illustra- 
tion of his theme, outbreaks of disease which were homely 
in type, rather than widespread epidemics in which 
individuality might have become submerged. There was 
a danger, in classifying infectious diseases as separate 
species, that information arising from individual features 
in particular outbreaks might be neglected. In one series 
there were twenty cases of febrile illness in a school, all 
showing a sudden onset, and consisting of fever, sore 
throat, and some reddening of the pharynx; not 
unnaturally the disease was labelled influenza. With one 
exception the recovery was rapid and uneventful, but 
the exception was tragic. A convalescent girl became 
emotional, severe headache developed, and within twenty- 
four hours there appeared stiffness of the jaw, paralysis of 
the muscles served by the fifth nerve, salivation, failure of 
deglutition, and heart weakness; she died a few hours after 
the onset of the paralysis. At the necropsy no cerebral 
lesion was evident macroscopically. In childhvod she had 
had considerable nervous tension, had lost a parent when 
quite young, and had lived a discouraging existence. Thus 
an outbreak otherwise colourless was brought into promin- 
ence by an unusual effect of the disease on one or more 
individuals. Mostly when this occurred the individuals im 
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question seemed themselves to have heen of exceptional 
type, suggesting that two factors might be concerned in 
producing the specific features of a particular outhreak— 
namely, the spec'fic bias of the virus, and the qualities of 
the individual attacked. He gave several instances of this. 
Looking upon function as “‘ habit in action,’’ and the func- 
tions of the body, of its organs, tissues, cells, as a sort of 
complex of habits, these habits were capable of being dis- 
turbed to the extent of producing loss of function, with 
the accompanying symptoms. Two factors might bring this 
about: (1) when the habit was so poorly developed, or so 
delicately developed, as to need little to upset it; (2) when 
stress was brought to bear on the habit, this stress being 
a specific virus or an unfavourable environment, either 
physical or mental conditions. An interesting confirmation 
of this difference of manifestation according to the 
individual was forthcoming in Pugh’s experiments on dogs 
in connexion with acute encephalitis. Some dogs showed 
the usual symptoms of that disease, while others had 
symptoms indistinguishable from nervous distemper, these 
latter being pampered and “ spoiled ’’ dogs. In the case 
of human patients the children forming the exceptions in 
epidemics were often those whose parents were difficult to 
handle. A virus which had a relatively slight specificity 
and comparatively low virulence might cause a general 
increase in invalidity and mortality by disturbing indis- 
criminately the cell habits of the most unstable members 
of the community. Obviously, the more specific the virus, 
the more easily seen would be its selective action on persons 
who had a weakness of cell, habit; the more virulent the 
virus, the more readily would it break down cell habits 
which were even relatively stable. This seemed to be the 
explanation of the increase in general mortality which was 
ohserved during a pre-epidemic period. The increase in 
specificity which accompanied the course of an outbreak 
suggested that there might be a reciprocal action between 
virus and victim. Still, a weakly specific virus would, on 
the whole, select the person who had corresponding weak 
cell habits of particular cells; apparently the action of 
these cells might react on the virus and give it an increased 
sensitiveness towards cells of the kind. Body cells reacted 
toa virus by becoming immunized, or specially sensitized 
against, or rendered. specific towards, the virus; the same 
might reasonably be assumed in reference to the bacterium. 
Dr. Newsholme quoted Adami to the effect that if man could 
protect himself against bacteria, bacteria, by increasing 
their virulence, might guard themselves against extinction 
by man. In conclusion, the speaker discussed the question 
of increased specificity with the progress of an epidemic in 
its bearing on the gradual emergence of more specific types 
of disease—such as encephalitis or anterior poliomyelitis— 
ont of a wave of infection which was at the outset of a 
less determinate type. 

The Prestpent said that this thoughtful paper again 
drew attention to the importance of soil as well as seed 
while stressing the latter. 

Sir Wirtram Hamer related a case in which 19 out of 
22 persons assembled at a Christmas party contracted 
influenza. Their symptoms varied greatly, and as probably 
most of the persons became infected ‘as the result of 
meeting on that occasion, one particular bacillary strain 
being concerned, the variation in the manifestations was 
in Interesting study. The symptoms included mild fever, 
eadache, great gastro-intestinal disturbance, colds, sore 
throats, and bronchitis. Had these people not been 
together on that convivial occasion no one weuld have 
thought of attributing all those symptoms to a common 


Influenza. 

Sir Grorczk Bucnanan remarked that in the case of 
such diseases as measles and small-pox the position was 
governed by the degree of immunity against the disease 
already possessed, and the question was why, when a 
wave of carrier infection swept. through a whole popula- 
tion, the members of a particular household developed 
symptoms while others went free. The history or the 
hervous make-up of the persons rendered ill might supply 
the solution. Sometimes the explanation might prove to be 
Move anatomical than was usually thought—for example, 
the condition of the nasal and other sinuses might be 7 
tivolved. In the case of post-vaccinal encephalitis some of 


these factors could he eliminated. Sometimes a double 
pathology might be at work. 

Surgeon Commander Dupuey said that the B. typhosus 
could be considered a stable micro-organism, yet in some 
places typhoid was only a mild disease, while in others 
it was remarkably virulent; the difference might be 
accounted for by either racial variants or variants in the 
organism. He agreed that a double, or a multiple, patho- 
logy would sometimes be at work. In swabbing a throat 
it did not follow that one particular organism detected 
was the cause of the symptoms, for any of the other 
varieties seen in the swab might be an important factor. 
During the war he had been able to trace cases of 
influenza to particular ships by the character of the chief 
symptoms. The Pfeiffer bacillus was present in all the 
cases, but the difference was in the associated organisms. 
He declared himself a great believer in multiple pathology. 

Dr. J. A. Guover expressed his agreement with the last 
speaker concerning double infection. 


NATURALLY ACQUIRED IMMUNITY. 
Ar a meeting of the Liverpool Medical Institution, on 
November 15th, Dr. C. O. Srattyprass read a_ paper, 
illustrated by lantern slides, on naturally acquired 
immunity in human communities. 

Dr. Stallybrass outlined the history of our knowledge 
of acquired immunity, pointing out that knowledge 
gained from laboratory experiments on animals was not 
always applicable to man owing to the different portals 
of infection and the greater longevity of man. The 
effectiveness of acquired immunity, and the rate at which 
it was lost in different diseases, could be gauged by the 
liability to relapses and second attacks. A very high and 
permanent immunity was often secured in diseases caused 
by filterable viruses; in the bacterial diseases it tended 
to be less; in the protozoal and spirochaetal diseases—for 
example, relapsing fever and malaria—the immunity was 
often of a very low order. Much light was thrown 
upon the rate of loss of immunity in man by the steady 
increase both in the numbers of lesions and of fatality 
in severe small-pox with the lapse of time since vaccination 
was performed. Infection might take the form of the 


typical clinical cases, the abortive cases—les formes frustes 


and the subinfections. This latter term was applied by 
Adami in 1899-to the passage of intestinal organisms, 
during digestion and in inflammatory states of the intes- 
tines, into the lymph channels and the portal system. 
Each of these types of infection might be effective in pro- 
ducing immunity. The information acquired from tests 
of susceptibility to toxins (Rémer, Schick, Dick), tests 
of cutaneous hypersensitivity (Zoeller, von Pirquet, 
typhoidin), and tests for the presence of agglutinins 
(Widal, Weil-Felix) had thrown much light on the acquisi- 
tion of immunity both in the individual and the herd. 
They indicated a much wider spread of infection or sub- 
infection than was indicated by the statistics of notified 
diseases. Alongside the visible epidemic of clinically 
diagnosed cases there was an invisible epidemic of sub- 
infections, revealed only by bacteriological tests or the 
immunity reactions just described, and this invisible 
epidemic was, in a number of diseases, more effective in 
the production of herd immunity than was the visible 
epidemic, Examples. were quoted -from the typhoid, and 
more especially the paratyphoid, infections, from typhus, 
from cholera, and from poliomyelitis, in all of which /es 
formes frustes and the immunizing subinfections occurred 
with greater or less frequency. In poliomyelitis there was 
evidence that a most extensive invisible epidemic accom- 
panied the visible outbreak and left behind it a highly 
immune population. In other diseases, such as small-pox 
and measles, the subinfections played little or no part 
in the production of herd immunity. The converse aspect 
of the case was the doctrine stated by Dudley that those 
who had been longest exposed to an infected environment 
suffered least when exposed to an epidemic, and those 
who had been least exposed suffered most. Examples were 
quoted from Dudley relating to typhoid in a warship, and_ 
from Evans relating to influenza in the garrison of 
Woolwich. 
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THE PRACTICE OF REFRACTION. 

Amoxe those engaged and interested in ophthalmelogy 
Mr. W. S. Duxe-E_per has already made for himself a 
considerable reputation by reason of his investigations 
into the physics and physiology of the conditions that 
influence the circulation of fluids within the eye, and hence 
are influential in the causation of glaucoma. Further, 
his work summarizing recent advances in ophthalmology 
has marked him out as a keen student and critic of the 
work of others. He has now produced a book upon a more 
routine subject, which has been written upon by many 
workers. It would seem that there could be little new to 
wiite about refraction, and little possibility of varying 
the presentation of the subject. Yet Mr. Duke-Elder’s 
Practice of Refraction’ is essentially a new book, and 
his presentation of the subject is both arresting and 
illuminative, 


At the beginning of the book we are not confronted with 
the usual diagrams of the paths of light; we are taken 
right to the heart of human conditions by a thoughtful 
consideration of evolutionary processes and the important 
part vision has played in these. Then follows a chapter 
upon the incidence of eye-strain, and the symptoms that 
are to be associated with refractive errors. These two 
chapters lift the practice of refraction from the humdrum 
methods of the so-called ‘‘ refractionist ’? to the proper 
level of intelligent medical practice. They are fitting 
recognition that the eyes, and their defects and disorders, 


are intimately associated with the whole make-up of the, 


patient, and cannot be effectively treated without due 
ability to correlate the general condition of the patient 
with the condition of the eyes. Mr. Duke-Elder, in his 
consideration of the results of eye-strain, makes plain the 
frequency of ill effects from comparatively small errors 
of refraction; but he gives a most wholesome and neces- 
sary warning against driving this finding to a logical 
absurdity. 


“Tt should be pointed out that every small error by no means 
requires correction. There is undoubtedly a tendency at the 
present time to do this, and to provide a large proportion of 
the population with totally unnecessary glasses. Sometimes the 
habit is positively pernicious, as in the provision of convex lenses 
to young hypermetropes with small errors, thereby depriving 
them of the stimulus to accommodate.” 


Thereafter the book follows the general lines of such 
works. But the whole exposition is on a high level, so that 
it conduces to thought, and not to mere slavish absorp- 
tion. On one point we could wish the author would 
reconsider his description of retinoscopy. in the general 
statement his reference is clearly to the light reflex, but 
in the account of the variations seen in different forms 
of refraction he tends to revert to the old custom of 
description in terms of the shadow. It is true that where 
there is light there is generally some shadow. The artist 
gets his effects by deft delineation of the shadows, but 
the observer finds his delight in recognition of the high 
lights in the picture. It is certain that students of 
retinoscopy who learn to look for the movement of the 
light in the reflex gain a greater mastery of the method, 
and become much more accurate in their work, than do 
those who follow the older method of looking upon retino- 
scopy as the ‘‘ shadow test’”’ or ‘“ skicscopy.’’ The con- 
cluding chapter deals with a matter upon which both the 
ophthalmic surgeon and the general practitioner who does 
eye work should be informed—the making and fitting 
of spectacles. Much judgement is needed to determine 
what form the prescription of glasses should take, 
and this is to be related as a rule to the type of work 
that the wearer of the glasses will be engaged in most 
frequently. 


1The Practice of Refraction. By W. Stewart Duke-Elder, M.D. 
F.R.C.S._ Churchill’s Empire Series. London: J, and A. Churehili. 
1928. (54 x 8, pp. xiii + 410; 208 figures. 12s, 6d. net.) 


MODERN THERAPEUTICS. 

Modern Methods of Treatment,*? by Dr. LoGan CLENDENI :@ 
of the University of Kansas, first appeared in 1924, and a 
second edition has now been published. The chief aim of 
the author has been to improve the teaching of thera- 
peutics, for he remarks in his preface that instruction 
given in this subject by teachers of clinical medicine is 
inadequate; it should be an essential part of the training 
of all medical students. He also points out some of the 
chief defects in the existing textbooks of therapeutics. As 
one of these he mentions a style of deadly boredom—a 
defect of which he himself cannot be accused, for his book 
is written in an interesting and sometimes racy manner, 

Tho first part contains 480 pages, and is devoted to 


‘general therapeutics; the second, of 300 pages, deals with 


the application of remedies to particular diseases. In his 
review of general therapeutics the author has made a 
careful selection; he discusses the actions of only the more 
important drugs, and more than half of this part is 
devoted to dietetics, hydrotherapy, massage, radiotherapy, 
climatology, and psychotherapy. These important subjects 
are very difficult to take up systematically in a manual of 
therapeutics, for one reason because of the dearth of 
accurate knowledge concerning the effects produced by 
therapeutic measures other than drugs, and Dr. Clendening 
deserves praise for his endeavour to provide an adequate 
discussion of matters usually dismissed in summary fashion 
by the compilers of textbooks. 

The particular merit of this volume is that the author 
has throughout kept in mind the golden rule that it is 
patients and not diseases that require treatment. Hence 
all measures that may benefit a sick person are given due 
consideration. His style, as we have said, is clear and 
readable, and important therapeutic principles are fre- 
quently driven home by apposite anecdotes from real life. 
The book is one that can be recommended to the medical 


profession with confidence, for it is based on sound general > 


principles, it provides well-balanced judgements on the 
relative values of methods of treatment, and it is full of 
practical hints drawn from personal experience. : 


X RAYS IN DIAGNOSIS AND TREATMENT. 
Witn the improvement of technique in radiological dia- 
gnosis, and the extension of radiotherapy, new editions of 
many of the older useful and popular German trcatises 
have become necessary. 

Among recent issues attention may be called to the fifth 
edition of the «-ray atlas of the normal in man’* by 
Professor Rupotr Grasney of Munich. The fourth edition 
was reviewed in our columns on March 8th, 1924 (p. 430). 
Textual changes have been made in the new volume to 
bring the information up to date, and more illustrations 
have been incorporated. Special care is taken to indicate 
how to obtain the best photographs of different parts of 
the skeletor, and the interpretation of the various normal 
and abnormal appearances is discussed in a lucid and 
practical way. Since accuracy in diagnosis depends essei- 
tially on appreciating departures from the normal which 
are sometimes very slight, this book can be commended to 
students of radiology as likely to help them to determine 
the standards which must form the basis of judgement. 

Professor Hersert AssMANN’s textbook of radiological 


diagnosis has passed into a fourth edition, and we have. 


received the first part of this, which deals mainly with 
diseases of the heart and lungs. A second part in course 
of preparation will comprise pathological conditions of the 
abdominal contents and of the nervous system. Great care 
has been taken with the illustrations, which are very 
numerous and include contrasting views of the normal and 
diseased organs. Recent advances in knowledge are well 


2 Modern Methods of Treatment. By Logan Second 
H. Kimpton. 1928. (Roy. 8vo, pp. ; 95 figures. 
. net. 
3 Atlas typischer Réintgendilder vom normalen Menschen. Von Dr. med. 
Rudolf Grashey. Fiinfte, verbesserte Auflage. Lehmanns Medizinische 
Atlanten, Band VY. Miinchen: J. F. Lehmann. 1928. e. 4to, pp. XI 
+ 236; 234 figures on plates, and 373 figures in the text. M.26.) 2 
4 Die Klinische Riutgendiagnestik. Von Dr. Herbert Assmann. Vierte 
umgearbeitete und verstirke Auflage, 1 Halfte. Leipzig: F. C. W. Vogel. 
. (7 x 104, pp. 512; 1,000 figures, 20 plates. M.25.) 
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represented, and the popularity of this useful book should 
yicrease, 

An attempt to combine radio-diagnosis and therapy in 
one yolume* is made by G. Konumann of Oldenburg, who 
has collected articles on various aspects by a large number 
of German experts. <A wide field of study is thus covered, 
and some of the articles are of considerable interest; but 
with so ambitious an objective it is inevitable that there 
should be a little overlapping and a certain amount of 
rather dull writing. The index will, however, facilitate 
reference to special points. 

Professor P. Krause, on the other hand, finds radio- 
therapy a sufficiently large subject to justify the publica- 
tion of a volume® as the third (and last) of a series 
books devoted to the application of electricity to medicine. 
Different authors discuss the treatment of diseases of the 
eyes, the nervous system, endocrine disorders, and morbid 
conditions of the thoracic and abdominal contents. Prac- 
tical details receive full consideration, and clinical cases 
are described with the aid of illustrations. Numerous 
references to the German literature on the subject appear 
at the end of the various sections. 

It is convenient to notice here, in conclusion, a handy 
book’ relating to new knowledge regarding the application 
of electricity to diagnosis and treatment, although radio- 
logy is expressly excluded from its scope. Professors 
Lupwic Mann of Breslau and Franz Kramer of Berlin 
deal more particularly with the theoretical and _ scientific 
sides of their subject, but the various clinical applications 
receive attention. References to the current literature of 
various countries are numerous, and the book should be of 
consicerable assistance to those whose interests lie primarily 
in this branch of research. 


MONGOLISM. 

Tae problem of Mongolism has attracted the attention of 
many investigators probably because it is such a definite 
distinctive disorder with varied and fascinating aspects 
for study. Dr. Kate Brousseau and Dr. H. G. Brarnerp 
have between them produced the latest contribution on this 
subject in a monograph entitled Mongolism: A Study of 
the Physical and Mental Characteristics of Mongolian 
Imbeciles.* While both these authors have had wide expe- 
rience with Mongols they have refrained from elaborating 
any new thesis, and instead have brought together and 
compared the observations and theories of many workers 
in this field. The result is a valuable and concise exposition 
of most of the known facts about Mongolian idiocy. After 
a brief introduction the various theories as to etiology are 
brought forward, and at the end of an otherwise very fair 
discussion the authors rather lamely support the theory 
of endocrine disturbance. The next two chapters form the 
bulk of the book, and contain almost all that is known 
about the pathology and the physical, nervous, and menial 
characteristics of Mongolism. A chapter on diagnosis 
follows, but appears to make differential diagnosis more 
dificult than it really is. Prognosis is dealt with, and 
then a very excellent section on therapy and educational 
training. This last contains many valuable hints for the 
guidance of those who haye to advise about or train 
Mongol children. But the recommendation for early insti- 
tutional care in almost every case requires more qualifica- 
tion than is given here, and there might perhaps have been 
some discussion of ‘‘ Mongoloid ’’ conditions, some of the 
very few borderline cases, The lists given of complications 
and conditions sometimes associated with Mongolism appear 
to be very full: congenital obliteration of the bile ducts 
might be added to the latter, and, curiously enough, there 
8v0, pp. xi + 917; 773 figures, 8 plates, M.53.) a 
Handbuch der Réntgentherapie, Herausgegeben von Ges, Medizinalrat 
Professor Dr. med. Paul Krause’ III Teilband. Leipzig: G. Thieme. 
28. (Sup. roy. 8vo, pp. xv + 731; 273 figures. M.55. 

"Neuere Erfahrungen auf dem Gebiet ier medizinischen Elektrizitdte- 
elre mit Ausschluss der Réntgenlehre. Herausgegeben von Professor Dr. 


med. Ludwig Mann. Unter Mitwirkung von Professor Dr. med. Franz 


Kramer. Leipzig: G. Thieme. 1928. (Sup. y. 8v x : 
28 feces. pig eme (Sup. roy. 8vo, pp. xv + 501; 


* Mongolism : A Study of the Physical and Mental Characteristics of 
Mongolian Imbeciles. By Kate Brousseau, Docteur de VUniversité de 
Paris. Revised by H. G. Brainerd, M.D. London: Bailliére, Tindall 
and Cox ; Baltimore : The Williams and Wilkins Company. 1928, (Med. 8vo, 
figures. 20s. net.) 


Pp. vii + 210; 37 


is no mention of the excessive furrowing of the skin of 2 
palms and soles, which is supposed by some observers 
to be a constant feature of the disorder. The references 
throughout appear to be very extensive, and these are 
grouped in a bibliography of nearly twenty pages. The 
book is altogether a very serviceable summary of present 
knowledge on the subject. 


SOME TEXTBOOKS ON PHYSIOLOGY AND 

BIOCHEMISTRY. 
Tue serial publication of Dr. Orro Firxrn’s comprehensive 
textbook of physiological and pathological chemistry® has 
received repeated notice in these columns. The edifice 
continues to grow towards completion with commendable 
regularity. The sixth part—completing volume ii, and the 
survey of the field of metabolism—is now in print. This 
part is devoted to the problems of the metabolism of fat, 
nutrition, biological oxidation, gaseous metabolism, and 
the question of fever. The ground covered is wide; a great 
body of experimental inquiry is assembled and analysed 
with a pleasing critical sense. All that is done is well 
done, and the author shows no sign of wearying of his 
long and arduous task. The completed work will form 
a big contribution to the general literature of bio- 
chemistry. It is a pity that a careless error in assembly 
should permit the cover to display a description of the 
contents which is contradicted by the subject-matter of 
the part. 

The teacher of experimental physiology does not lack a 
choice of excellent textbooks to assist him in his practical 
training of students: To add to their number would, 
therefore, seem justified only if the intention were to 
challenge conventional methods of instruction. In_ his 
Manual of Experimental Physiology’® Dr. M. Hammovva 
expressly disavows this intention. He offers, merely, to a 
larger public the course which he has found useful to his 
own classes in the Cairo Medies! School. The book follows 
closely upon the matter and method of its elders. Never- 
theless, it has some claims on the attention of teachers 
and students, particularly those who may be similarly 
placed to the author and his pupils. Dr. Hammouda 
realizes the width of the preliminary training which is 
expected of students of physiology in British schools, and 
feels the disadvantage under which his classes labour. He 
therefore attempts to smooth the difficulties of those called 
upon to exploit unfamiliar apparatus and principles— 
biological, chemical, and electrical—by more detailed 
descriptions than are usually to be found in such books. 
It is probable that this manual will be found -acceptable 
to other classes than those of the author. 

Elementary Anatomy and Physiology," by Dr. Mary R. 
Mcturner, a second edition of which has now appeared, 
is an interesting textbook addressed to students in hygiene 
and physical education. In this matter of the general 
instruction of the laity in the ways of their own bodies 
there is likely to be a diversity of opinion. Accordingly 
the form and substance of any particular attempt to 
provide such instruction is certain to encounter a variety 
of criticism. The present volume is not above reproach, 
but, in so far as it represents a serious and painstaking 
attempt to give an elementary and balanced introduction 
to human anatomy and physiology, it merits com- 
mendation. 


ANNALS OF MEDICAL HISTORY. 
Tar third quarterly instalment of the tenth volume of 
The Annals of Medical History,” so successfully edited by 
Dr. Francis R. Packarp, contains twelve articles in addi- 
tion to the editorial and the book reviews. In his account 


Buch der Physiologischen und Pathelogischen Chemie, Von Dr. 
oun Porth, Band II, Lieferung VI. Leipzig: F. C. W. Vogel. 1928, 
(Sup. roy. Bvo, pp. vi + 335-615. M.15:) 

10 4 Manval Experimental Physiology. By M. Hammouda. Cairo: 
Whitehead Morris, Ltd. 1 (6 x 93, pp. xvi + 167; 146 figures.) 

11 Elementary Anatomy and Phystology. By Mary Rees Mulliner, 
M.D. Second edition, thoroughly revised. The Physical Education 
Series. London: H. Kimpton. 1928. (6 x 93, pp xvi + 403; 209 figures. 


‘21s, net.) 


ical Hiatery. Vol. X, No. 3, September, 1928. Edited 
MD. New York: Paul B. Hoeber, Inc.; 
London: Bailliere, Tindall and Cox. 1928. (82 x 12}, pp. 213-322; 
ilust rated. Subscription in Great Britain £2 2s. a volume of four 


numbers.) 
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NOTES ON BOOKS. 


Tur Brinse 
Mepicau JounNas 


of William Heberden’s ‘‘ Prefatory essay to an introduction 
to the study of physic’? Dr. Le Roy Crummer describes his 
discovery and purchase of this unpublished criticism of 
medical education, and gives a sympathetic review of 
the life of the author of the Commentaries, whose portrait 
appears on the cover. The frontispiece presents Olof 
Rudbeck the elder (163C-1702) of Upsala, who is shown 
by Dr. OQ. Larsell to have discovered the lymphatics about 
1650 independently of Pecquet. Dr. M. W. Hollingsworth 
gives an English rendering, apparently for the first time, 
of Richard Lower’s account of blood transfusion in his 
Tractatus:de Corde, the Latin original and the translation 
being placed side by side. The influence of James Blundell 
of Guy’s Hospital on the development of blood transfusion 
is described by Drs. H. D. W. Jones and G. Mackmull, 
who that his removal of a cancerous uterus 
vaginally was possibly the first operation of its kind in 
Great Britain. Dr. John Rutty of Dublin (1698-1775), a 
Quaker and friend of John Wesley, took forty years in 
writing his Materia Medica, Antique et Nova, and was, 
as Dr. W. T. S. Sharpless shows, very severe on his own 
shortcomings in the ‘ Spiritual diary and soliloquies,’’ 


which he kept from 1783 to the year of his death. In 


‘The heritage of Paracelsus’? Dr. Percy M. Dawson of 
Madison, Wisconsin, contributes, as a supplement to a 
former article, the considered criticism of one ‘‘ who opened 
for himself and other children of mediaevalism the door 
of the future.’”? The life of Theodore Billroth (1829-94), 
who made Vienna a surgical Mecca and at first operated 
upon every form of malignant disease, because surgical 
prognosis was but imperfectly formulated, is retailed by 
Dr. E. R. Wiese of Pittsburg. The protocol of a necropsy 
by Bernard Tornus in the fifteenth century is translated 
from a manuscript in the Riccardian Library at Florence 
by Dr. Lynn Thorndike, who adds some reflections on a 
record which transports us ‘‘ as by some magic carpet back 
into the very midst of the medical theory and practice of 
long ago.”’?’ Dr. G. A. Williams contributes a short essay 
on Michael Servetus, physician and heretic, Dr. Andreas 
Nell .of Kandy, Ceylon, writes on the Sinhalese Olas or 
book manscripts about early medicines and how they were 
made, and Dr, R. L. Moodie gives a short note on the 
palaeopathology of Patagonia. Dr. W. B. Howell of 
Montreal records how an anaesthetist during the course 
of a three hours’ abdominal operation saw Abernethy, 
Astley Cooper, and Liston walk into the operating theatre 
and discuss the strange proceedings, until a nurse tactfully 
woke him up. Dr. Packard (whose name in the table of 
contents appears on one occasion as ‘‘ Packad’’) reviews 
Dr. A. G. Gibson’s book on the Radcliffe Infirmary, Oxford; 
Dr. W. C. Alvarez of the Mayo Clinic pays a tribute to the 
wide activities of Dr. Nicolas Leén; and Dr. Thomas 
McCrae discusses Professor Hans Kohn’s article on the 
history of angina pectoris. 


NOTES ON BOOKS. 


Tur J'ext-book of Histology, by F. T. Lewis and J. L. 
Bremer, has an interesting genealogy. Its immediate fore- 
runner was the second edition of Lewis and Stéhr’s J'ext-book 
of Histology, a book based on the fifteenth German edition of 
Stohr’s histology. The break in continuity with Professor 
Stéhr’s textbook took place apparently on account of the incor- 
poration of an embryological introduction to each section, an 
addition that was unwelcome to’ Professor Stéhr; and the 
numerous German editions of his textbook, continued after his 
death, follow the more usual lines in dealing simply with adult 
tissues and organs. The special feature of the present book 
is the arrangement on an embryological basis, each section 
being preceded by several paragraphs giving the developmental 
history of the organ to be studied. The book is lavishly 
illustrated with 485 illustrations, of which 32 are in colour. 


Most of the candidates for the diploma in public health 
will welcome the issue of another edition (the tenth) of Dr. 
R. Burnerr Ham’s well-known Handbook of Sanitary Law,}4 


13.4 Text-book of Histology. By Dr. Frederic T. Lewis and Dr. J. L, 
Bremer. Philadelphia: P. Blakiston and Co.; London: H. K. Lewis and 
Co., Ltd. 1928. (Med. 8vo, pp. ix + 551; 485 figures. 6 dollars.) 

enth edition. London: H. K. Lewis and Co., Ltd. 1928.« (Feap. 8yo. 
pp. xxxii + 284. 6s. 6d. net.) 


which, since its first issue in 1899, has been largely instrumental 
in making the study of this subject possible to many. candi- 
dates, few of whom have had the advantage of a legal training. 
With this guidance the student is enabled to obtain rapidly 
a@ comprehensive view of the extent of the legislation on the 
various matters dealt with; the handy size of the volume makes 
it convenient for study at odd moments, an advantage all the 
greater in that sanitary law is a subject which most people can 
only absorb in small doses. A useful note is given of the old 
Acts repealed (and omitted) and the new Acts inserted—a very 
comprehensive list, the latest item of which is the Nursing 
Homes Registration Act, 1927. The issue of the book in an 
interleaved form might be useful to the student; it would 
certainly be useful to the public health official. 


In India, owing to the less advanced state of public health 
work, medical officers may be called upon to initiate a chemical 
laboratory and to train and supervise assistants. To help them 
Lieut.-Colonel A. D. Srewart and Major T. Crawrorp Boyp 
have compiled a manual of Public Health Laboratory Practice, 
which should prove of much service to those whose duties entail 
the chemical analysis of water, sewage, foodstuffs, etc. The 
authors give a concise and clear description of the methods of 
analysis they have found suitable in Bengal and Calcutta. The 
especial value of this book lies in its application to Indian 
conditions, as it gives much useful information on the analysis 
of Indian foods and Indian water supplies. Information is 
included on food standards; these should be of assistance to 
local authorities there. The authors have succeeded in embody- 
ing in a small compass much practical information relating to 
the more important parts of pudlic health chemistry. 


In their little work on endemic summer typhus!® Drs. D. 
Ormer and Jean Ormer describe the clinical picture and 
laboratory findings, with the histories of sixty-two cases, in an 
outbreak of an eruptive fever which was first observed by one 
of them in 1922, and since then by many other French practi- 
tioners on the Riviera. The eruptive fever in question, out- 
breaks of which have been occurring in the region of Marseilles 
and on the Mediterranean coast during the hot season of recent 
years, is probably a modified form of typhus fever akin to 
Brill’s disease or tropical typhus. It differs from the typical, 
or Old World, typhus in the season of its appearance, its 
generally mild character, the absence of lice, lack of contagious- 
ness, and low mortality. Inoculation of guinea-pigs with the 
patient’s blood did not produce a characteristic rise of tempera- 
ture, but the Weil-Felix reaction proved positive in a certain 
number of cases. 


15 Public Health Laboratory Practice. By A. D. Stewart, M.B, 
F.R.C.S.Ed., D.P.H., and Crawford Boyd, F.R.C.8.I., D.P.H, London: 
Milford, Oxford University Press. 1928. (Demy 8vo, pp. iii + 300 + vi. 
12s. 6d. net.) 

16 La fitrre exauithématique (Typhus endémique d'éte). Par D. Olmer 
et Jean Olmer. Paris: N. Maloine. 1928. (64 x 83, pp. 90. 15 fr.) 


PREPARATIONS AND APPLIANCES. 


PREPARATIONS FOR TREATMENT OF GLAUCOMA. 
We have received three preparations sold by the Saccharin 
Corporation Lid. for the treatment of glaucoma. 

Laevo-glaucosane. contains laevo-rotatory synthetic deltanephrin, 
a substance which has the same pharmacological action and potency 
as adrenaline; it also contains 2 per cent. of optically inactive 
methyl-amino-gceto-pyrocatechol, a substance which is described 
by Fraenkel (Arzncimittelsynthcse, third edition, p. 442) under the 
name adrenalon. This is a sympatheticomimetic amine, which has 
an action similar to, but weaker than, adrenaline. This mixture, 
which has a powerful action, is intended for instillation into the 
eye, and it is not suitable for sub-conjunctival injection. As it 
causes moderate burning in the conjunctiva the makers advise 
preliminary administration of a local anaesthetic (holocaine). 

Dextro-glaucosane consists of 0.2 per cent. of dextro-rotatory 
deltanephrin, which corresponds to dextro-rotatory adrenaline, and 
also 1 per cent. of methyl-amino-aceto-pyrocatechol. This pre- 
paration has an action similar qualitatively to that of Jlaevo- 
glaucosane, but it is a weaker mixture, and is intended for sub- 
conjunctival injection. 

Amino-glaucosane is a totally different preparation, for it, is 
a solution (2, 7, or 10-per cent.) of, the amine histamine 
(B-imidazolylethylamine). This substance has an_ exceptionally 
powerful action in producing hyperaemia of the conjunctiva and 
constriction of the pupil. This preparation is recommended for 
acute glaucoma. : 

The use of these preparations is based on the work of Dr. 
Hamburger (Archives of Ophthalmology, lv, 533, 1926), who claims 
that instillation or injection of adrenaline, or of amines with @ 
similar action, will reduce intraccular pressure in cases of chroni¢ 
glaucoma by causing constriction of the intraocular vessels. He 
also claims that histamine reduces the intraocular pressure in acute 
primary glaucoma. The Saccharin Corporation supply literature 
which indicates that Hamburger’s claims have been confirmed by 
various ophthalmologists.. If the claims outlined above find general 


support, then. these preparations will represent an important, 


advance in the treatment of glaucoma. 
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LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE. 


Tur Raitis® 
JounNaL 


LONDON SCHOOL OF HYGIENE AND 
TROPICAL MEDICINE. 


PROGRESS OF THE NEW ORGANIZATION. 
Tre annual meeting of the Court of Governors of the 
London School of Hygiene and Tropical Medicine was held 
on November 30th in the Council Room of the British 
Medical Association’s House in Tavistock Square, with 
Sir Holburt Waring in the chair, when the board of 
management presented the fourth annual report. 

It was stated that substantial progress had been made 
towards the completion of the organization of the school, of 
the building, and of its equipment. The work of the old 
School of Tropical Medicine, which was taken over in 1924, 
continues to make satisfactory progress, and the director 
reported that there was an increase of no less than 17 per 
cent. in the proportion of students sitting for the Diploma in 
Tropical Medicine and Hygiene who were successful. In the 
advanced courses in bacteriology established in temporary 
quarters in Gordon Square, all the five students who sat for 
the new mniversity diploma were successful in obtaining it. 

The project for a new imperial hospital for tropical 
diseases remains in 
abeyance in conse- 


he required for maintenance, and in submitting estimates 
for the year 1928-29 it was stated that, upon the closer 
review of the estimated expenditure now possible, the board 
did not feel justified in modifying the original figure. 


In the new university quarter of London the scheme for a 
great school of preventive medicine, which is at once a school 
of the University and an imperial and international centre, is 
nearing completion. In the ranks of the research workers and 
post-graduate students who will attend this centre there will be 
found those destined to become the medical officers of health 
of the future, and to serve in this capacity in this country or 
overseas. The wonderful progress in public health in all 
directions during the last half-century, and the rapid growth of 
an enlightened public opinion which has made this progress 
possible, give every promise that the new school will succeed, 
and the measure of its success should be reflected in the vital 
statistics and the reports of medical officers in the future. 

The London School of Hygiene and Tropical Medicine owes 
its inception to the recommendations of a committee presided 
over by the Earl of Athlone in 1921, and to the timely and 
large beneficence of the trustees of the Rockefeller Foundation, 
who, recognizing the, unique claim of London to be a world 
centre for the teaching of hygiene, offered the sum of nearly 
half a million sterling to age oe a site, and to build and equip 
a school of hygiene if the British Government would under- 
take that it should be 
adequately maintained. 


quence of impor- 
tant decision taken by 
the Seamen’s ‘Hospital 
Society, whose repre- 
sentatives have in- 
formed the Minister 
of Health that they 
no longer intend to 
close the hospital at 
Endsleigh Gardens, 
and that it is desired 
to co-operate very 
closely with the school, 
and to afford not only 
the present, but con- 
siderably improved 
facilities for the 
clinical and patho- 
logical study of 
tropical diseases. The 
director expressed 
once more his sense 
of the debt which the 
school owes to the 
society. He referred 
also to the wide pro- 
gramme of research upon which members of the staff of 
the school are engaged. The board is applying a part of 
the capital, as well as the income, of the Milner Research 
Fund to expenditure on research, being fully alive to the 
importance of the part which research must assume in the 
work of the school. The term of the agreement with the 
Government of Southern Rhodesia for the maintenance of 
a field research station at Salisbury has been extended for 
a period of five years from February 22nd, 1928. 

A school council, it was reported, has been constituted on 
an academic basis, and plays an increasingly important 
part in the organization of the teaching and research in 
the school and all associated questions. The board has 
expressed its intention to recognize to the full the impor- 
tant functions of the council as an expert advisory body, 
and to give effect to its recommendations so far as these 
are not inconsistent with the board’s decisions on those 
broad questions of policy, administration, and finance for 
Which it is ultimately responsible. 

Written representations were made by the board of 
Management to the Minister of Health, and through him 
to the Treasury, so long ago as January, 1925, that the 
original undertaking en the part of the Government to 
provide the school with a grant of £25,000 a year would 
be quite inadequate if the school were to proceed with 
the building which had been planned, with its equipment, 
and with the appointment of the necessary staff. The board 
pointed out at that time that, on the best estimates which 
could be furnished, an amount of £50,000 per annum would 


New Lonvon Scuoot or HyGrexe anp Tropica MEDICINE. The 


The gift was accepted 
and the responsibility 
undertaken. It will be 
remembered that the 
old London School of 
Tropical Medicine at 
Endsleigh Gardens, 
whose godfather was 
Joseph Chamberlain and 
whose first inspired 
director and guardian 
for many vears was the 
late Sir Patrick Manson, 
became merged in 1924, 
under the terms of the 
Charter and with the 
cordial support of the 
managers, the Seamen's 
Hospital Society, in the 
new corporation. The 
liaison between the 
school and the Seamen’s 
Hospital Society — in 
the provision by the 
society and its medical 
staff of clinical and 
pathological demonstra- 
tions—wili continue. 
name of the 
director of the school, 
Dr. Andrew Balfour, is a household word in the tropics, as also 
in their respective spheres of science and medicine are those of 
the learned professors who are either already actively engaged in 
teaching and research on the staff of the new school or helping to 
build up its organization and equipment until the time has arrived 
next year for them to take charge of their several departments. 
Professor R, T. Leiper is head of the division of medical 
zoology, which embraces a large part of the subjects taught 
at the old School of Tropical Medicine. Professor W. W. C. 
Tépley conducts research in bacteriology and the classes for the 


. new university diploma in that branch of science at temporary 


premises in Gordon Square. Professor M. Greenwood gives 
special courses in epidemiology and vital statistics at Mount 
Vernon, and has not severed his relations with the Ministry of 
Health and the Medical Research Council. To the chairs 
of biochemistry and of chemistry as applied to hygiene have 
been appointed Professor P. Hartley and Professor M. E 
Delafield; Dr. W. W. Jameson has been designated professor 
of public health, and enters upon the charge of this important 
department of the school’s activities in January next. 

The new building, of which a photograph is reproduced, is, 
so far as the main structure goes, approaching completion, but 
will not be ready for the formal opening until the summer of 
next year. It will be seen to be a noteworthy addition to the 
public buildings of the metropolis, and in its dignified lines 
and proportions it is a worthy embodiment of the high purposes 
to which, by the terms of the gift to the British Government, 
it is to be devoted. ‘ The architects—Mr. Morley Horder and 
Mr. Verner Rees—have made the best possible use of the site, 
which is an excellent one. The building stands behind the 
British Museum, and is near the University College and imme- 
diately adjacent to the newly acquired site of the University 
of London, 
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FARADAY’'S DIARY. 


The fine lecture theatre will hold about 260\ persons, There 
will be a first-class museum running the whole length of the 
wide frontage, on the second and third floors, and on the semi- 
basement. The library, occupying the whole length of the 
Keppel Street frontage on the first floor, whilst fulfilling in its 
design its primary functions, will also be a handsome reception 
reom for the various social and scientific functions that will 
take place from time to time in connexion with hygiene and 
tropical research. In the elevations the architects have achieved 
largeness, breadth, and solidity. The Keppel Street facade— 
the frontispiece to the whole building—has Some enriched by a 
deep frieze composed of wreaths, with the names of many great 
pioneers in gage and tropical medicine, as a homage to their 
work. Finally, efficiency for its purpose as a workshop has 
been the criterion in the design of every feature of the 
building. 


FARADAY’S DIARY. 


Sm Brace’s Davin Lioyp Roserts Lecture. 
Tne David Lloyd Roberts Lecture was delivered at the 
House of the Royal Society of Medicine on November 29th 
by Sir William Bragg, President of the British Association, 
whose subject was Faraday’s diary. The lecture was pre- 
ceded by a largely attended reception, at which Lord and 
Lady Dawson of Penn received the guests. An exhibition 
of some Faraday relics was arranged in the library. 

Lord Dawson, in introducing the lecturer, said that 
this annual lecture had been rendered possible by the 
generosity and foresight of a distinguished member of the 
medical profession, Dr. Lloyd Roberts. It was given under 
the auspices of three different bodies in turn, and this year 
it had come round to the Royal Society of Medicine. The 
audience was fortunate in its lecturer, and tlie lecturer in 
his subject, for Michael Faraday was a pioneer genius, 
who had not only added greatly to the knowledge of 
mankind, but contributed vastly to the civilization we 
enjoyed, Sir William Bragg was a successor of Faraday 
as director of the Royal Institution, and possessed in an 
eminent degree the spirit of his master, alike in searching 
out the secrets of nature by experiment, in the quality of 
his thinking, the grace of his diction, and in a certain 
intangible, but very real, quality of human feeling. 

Sir Wiit1aM Brace said that the work of Faraday had 
always been to him something to look up to, more 
particularly since he went to the Royal Institution. 
Faraday’s diary was a day-by-day record, in manuscript, 
of the researches which he conducted at the Institution 
from 1828 to 1862. From time to time during the progress 
of those researches the results were summarized and pre- 
sented to the Royal Society. The diary possessed an extra- 
ordinary fascination for the student of science, and indeed 


for everyone interested in the development of thought and _ 


discovery in Faraday’s time. There had been great writers 
of diaries before, but no one had written a diary of this 
kind. The diary was interesting first because of the 
tremendous consequences of Faraday’s work upon modern 
activity. In a world which was drawn together by means 
of communications based upon Faraday’s discoveries, which 
had learnt from him how to use electricity as a tool, which 


founded great industries on his laws of electro-chemistry, 
and had based its conceptions of Nature’s forces upon a 
unity which he was the first to establish experimentally, | 


the account of his researches must be invaluable. But the 
diary was no mere record of experimental arrangements 


and observations. Before he planued an experiment it was. 


Faraday’s custom to write down all that he thought he 
might do and perhaps observe. The course of the work 
would be altered as he proceeded, but at least he would 
train his perception by previous consideration to estimate 
at its true value that which he was about to see. When 
the experiment was proceeding he stopped to think, puzzled 
perhaps by some unexpected development, hindered by some 
failure or inefficiency of his apparatus, but delighted when 
he made his point. There was a famous passage in the 
diary where he related how, having tried hundreds of 


experiments for a fortnight, he had.suddenly succeeded. - 
and the capitalized and underscored “ But” which broke. 
the long sequence of failures made the page radiant with 
the triumph of the patient investigator. It was a memor- 


able result, too, for it established for the first time a 
connexion between magnetism and light, the appreciation 


of which was vital to the understanding of those electro- 
magnetic theories on which so much of modern science was 
built, and from which so many modern industries had 
sprung. 

Faraday, the greatest worker in the realm of physics and 
chemistry that the world had ever seen, worked with a 
great purpose—that of proving the unity of Nature. He 
felt that gravity, electricity, magnetism, chemical action, 
cohesion, light, and heat were all connected with one 
another, and that their activities were interchangeable, 
Some of these connexions he succeeded in proving and 
describing, some he failed to establish, though he declared 
his conviction that they existed; in later days other 
workers, using knowledge he could not possess, and appar- 
atus far more powerful than he was able to command, had 
verified his belief. It was this singleness of aim which led 
him directly and naturally, to his many discoveries. The 
simplicity which marked his diary was part of his whole 
life. ‘If we owe to Faraday the greater part of all those 
developments of electricity and magnetism which have made 
our modern world what it is, perhaps it is not for those that 
the world owes him the greatest debt—not for his experi- 
ments at all, but for the spirit in which he made them.” 

Sir William Bragg then exhibited through the lantern 
photographs of pages of the diary. The diary contained 
a million words, six thousand pages, sixtéen or seventeen 
thousand numbered paragraphs, and the writing was of 
the fine delicate character belonging to the early Victorian 
period, very clear in a way, but trying if read continuously. 
Typewritten copies had now been made, which rendered 
the task somewhat easier, and it was hoped to publish the 
diary before long. The lecturer also repeated, with appar- 
atus as nearly as possible similar to that which Faraday 
himself had used, some of his experiments. He descrihed 
Faraday’s momentous discovery of induced currents, 
whereby he had subdued the domain of’ magneto-electricity, 
and prepared the way for every dynamo and motor now 
functioning. ‘‘ Simple as the thing looked, it moved the 
world.”” Faraday saw further into the nature of electricity 
than any man of his day. His conception of an electrified 
body was not that the electrical charge was a sort of liquid 
in the stuff of the metal, but that the metal furnished the 
end-points for the electrical force which was in surrounding 
space. Page after page of the diary was devoted to 
Faraday’s quest for the connexion between magnetism and 
light. Some of the experiments he recorded were really 
the basis of the electro-magnetic theory. He was equally 
determined to find some connexion between gravity and 
light or heat. Although he was on the right track, he 


never knew how hopeless it was for him to dream of. 


reaching the goal; for how could he have anticipated 
Einstein, or have guessed that the light from a star bent 
through an arc? Finally, the lecturer repeated some of 
Faraday’s experiments with ice, showing how two pieces 
of ice placed in warm water would freeze together, an 
action which introduced Faraday to the fascinating study 
of crystal structare and the study of the formation of 
glaciers and their movement. 

Sir Hare-Wurre, in expressing the thanks of 
the audience, commented upon the great simplicity of 
Faraday’s character. His type of genius must evér be of 
interest to followers of a calling which touched his own at 
many points. In a minor way Faraday had an interest 
also for the profession, because as a boy he had lived in the 
heart of what was now medical London, at first in Jacob’s 
Well Mews, a few yards from the House of the Royal 
Society of Medicine, and later in Weymouth Street. More- 
over, one of the most distinguished Fellows of the Society, 
Dr. Bence Jones, was his great personal friend and _ bio- 
grapher. It was noteworthy that the founder of the whole 
science of electricity was a medical man, William Gilbert, 
President of the College of Physicians and physician to 
Queen Elizabeth. It was he who coined the word ‘ elee- 
tricity,” aud he was credited with twenty separate dis- 
coveries in electricity alone. Faraday, Sir William Hale- 
White continued, was a great lecturer. Few reputations 
survived the lecture table, but Faraday’s had done 89, 
largely because he had followed his own dictum that anyone 
lecturing must do justice to his subject, please his audience; 
and satisfy the honour of a philosopher. 
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GASTRIC AND DUODENAL ULCERS. 


Wirn the rise of abdominal surgery and the increased 


opportunities thus offered for observation of what. 


disease has done and of the results of operative 
intervention, our knowledge of gastric and duodenal 
ulceration has been changed out of all recognition. 
There would appear to be evidence, such as that 
provided in 1922 by Dr. Newton Pitt from post-mortem 
material, that fatal ulceration of the stomach and 
duodenum has become absolutely more frequent, 
and not only more widely recognized, since 1880. 
The available data—surgical, statistical, medical, 
diagnostic, therapeutic, and _ radiological — have 
mounted up apace in recent years, and during the 
past twelve months a large number of papers and 
several reports of discussions have appeared in our 
columns and elsewhere. These show a remarkable 
divergence of views, especially on the important 
matter of treatment, and in this respect not only 
the somewhat hackneyed question of the relative 
efficiency of medical and surgical treatment, but 
as to what is the most advisable operative procedure. 
This clash of opinion is wholesome in stimulating 
further investigation and thoughtful consideration of 
the complicated problems. 

The term “‘ peptic ulcer ’’ has for a considerable 
time been applied to ulcers occurring within touch of 
the acid gastric juice—gastric, duodenal, and jejunal, 
the last being the occasional product of gastro- 
enterostomy—as it seems clearly established that this 
one etiological factor is common to them all. Possibly 
with some despair at their complete explanation, the 
etiological factors have been somewhat overshadowed 
in recent discussions by the problem of treatment; 
and yet a moment’s thought must show that the 
necessary basis for prophylactic and curative treat- 
ment is a knowledge of causation. It is true that the 
responsibility of sepsis and bacterial necrosis of the 
alimentary mucosa is fully recognized, but attention 


‘Seems now to be focused on the fully developed 


disease, except with regard to the acute ulcers. 

In his Lloyd Roberts Lecture on ‘‘ Some problems 
in gastric surgery,’’ printed at page 1021, Sir Berkeley 
Moynihan, speaking with authority of thirty years’ 
experience (which he modestly agrees may be defined 
as *‘ the fruit of mistakes ’’), points out that no real 


advance in our knowledge of the etiology, clinical 
course, or treatment of gastric and duodenal ulcer will - 


be made until these are regarded as distinct conditions 
with differences more fundamental than those of site. 
He depreeates the use of the terms ‘‘gastro-duodenal 
” and “‘ juxtapyloric ulcer ’’; and further, 
laying stress on the pyloric vein as a landmark useful 
In the distinction of gastric from duodenal ulcers, he 
finds that chronic gastric ulcers close to the pylorus 
occurred in only 3 per cent. of his 2,000 cases. On 
the other hand, according to Dr. Izod Bennett there 
Is little difference between a duodenal ulcer and a 
gasiric ulcer close to the pylorus, and the relation of 
the pyloric vein to the pylorus is not constant, and its 
use as a surface marking misleading; thus a reason 


emerges for the difference of opinion as to the fre- 


quency or rarity of gastric ulcers close to the pylorus. 


An accurate estimation of the comparative value of 
the different methods of treating gastric and duodenal 
ulcers is surrounded with difficulties, and comparisons 
based on statistics are not free from fallacies. It may 
be well, therefore, to see on what aspects there is not 
any serious divergence cf opinion. There appears to 
be a general agreement in the view that medical treat- 
ment, including sufficient rest, proper diet, and 
elimination of septic foci, should always be tried first, 
that acute ulcers should not be operated upon, and 
that gastro-enterostomy is often performed unneces- 
sarily. Dr. Arthur Hurst? recently defended his state- 
ment that ‘‘ gastro-enterostomy is the commonest 
gastric disorder to-day,’’ and that undoing gastro- 
enterostomies is the commonest gastric operation he 
recommends. Sir Berkeley Moynihan also deplores 
the frequency of unnecessary gastro-enterostomies, 
some of which are ascribed to the physician’s advice, 
and quotes with approval the title of an article in a 
foreign journal, ‘‘ Gastro-enterostomy a disease.’’ The 
surgical recommendation that medical measures 
should be tried first appears to be balanced by the 
conviction that it often fails. Thus the President of 
the Royal College of Surgeons, who confesses to a 
** leaning to medicine rather than to surgery,’’ states 
that it is beyond all reckoning more dangerous than 
surgical treatment. On the other hand, the modified 
Sippy treatment practised for five years by Professor 
Hugh MacLean? and his colleagues has given extra- 
ordinarily good results, and in their hands did not 
cause any anxiety on account of alkalosis or other 
untoward conditions, exceyt in the presence of 
advanced chronic interstitial nephritis. They there- 
fore conclude that in the majority of uncomplicated 
cases operation is unnecessary. In this connexion 
the long-continued alkaline treatment has been recom- 


mended to prevent relapse. As the medical dictum is ° 


so diametrically opposed to his own, Sir Berkeley 
Moynihan has criticized the premisses on which it is 
based, and has questioned the extremely rapid healing 
of a penetrating ulcer; but in this connexion an 
explanation may perhaps be found in Dr. A. E. 
Barclay’s interesting paper printed at page 1026. 
According to Barclay the term ‘‘ penetrating,’’ though 
apparently justified by radiographic appearances, may 
really be suggested by, and due to, a heaping-up of 
swollen mucous membrane, so that what appears to 
be a deep ulcer may in reality be shallow, and there-' 
fore capable of healing much more rapidly than would 
otherwise seem possible. While there is a general 
agreement as to the method—namely, the neutraliza- 
tion of acidity—among the advocates of medical 
treatment, there is much divergence of opinion and 
practice among the surgical experts. Thus the inci- 
dence of jejunal ulcer after gastro-enterostomy for 
duodenal but not for gastric ulcer (a subject recent], 
treated at length by Hurst and Stewart*) has given 
rise to measures directed to its prevention, and so 
rendered the procedure less simple. 

The view that these ulcers, especially duodenal 
(Hurst), but also gastric (G. Draper), depend in greater 
or less degree on an underlying constitutional make-up 
or diathesis is a logical argument against any opera- 
tion save, perhaps, extensive removal of the sites of the 
ulcers; but without entering further on the somewhat 
academic question of such a drastic operation, which, 
after all, bears rather on the decision whether or not 
to adopt surgical treatment, a brief reference should be 
made to partial gastrectomy and duodenectomy as a 


1 t, A. F.: Lancet, 1928, ii, 477. 

H., Jones, I., and Fildes, G. : Lancet, 1928, i, 14. MacLean, H.: 
British Medical Journal, 1928, i, 619. ae 

3 Hurst, A, F., and Stewart, M. J.: Lancet, 1928, ii, 742, 805. 
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remedy and as a safeguard against recurrence. Sir 

Berkeley Moynihan and Mr. Flint of Leeds are both | 
content with gastro-enterostomy for duodenal ulcer 

provided that the ulcer is destroyed, and are opposed 

to partial duodenectomy or gastrectomy as being more 

serious and dangerous procedures. Mr. C. A. Pannett, 

on the other hand, writing on debatable aspects of 

gastro-duodenal ulceration, advocates partial duoden- 
ectomy for duodenal ulcer, which he has performed in 

sixty-one cases. Mr. Norman Lake urges that, as the 

cause of ulceration is the acid secretion of the stomach, 

the only operation that can remove the liability to 

recurrence of ulceration and bring about a permanent 

cure in duodenal ulcer is partial gastrectomy. On 

these divergent opinions it is difficult, at any rate at 

present, to form a fair and reliable conclusion. 


FITNESS FOR INDUSTRIAL WORK. 

factory system is always presenting fresh, 
insistent problems for the student. The mediaeval 
craft guilds, which governed industry by rigid rules 
for at least six centuries, came to an end by reason of 
the inability of*their leaders to look ahead and keep 
pace with the progress of the times. They served their 
day and generation well so long as communication 
between one country and another, and even one town 
and another, was difficult; but when, with steam and 
growth of population, communication became easy, 
the limitation placed on output became intolerable. 
From what we can see, through the veil of vears, of 
the output dating from that era, the guiding principle 
of the craftsmen seems to have been to supply not, 
as now, what the people want, but what they thought 
the people ought to have. In this they were aided by 
the absence of competition, in the sense understood 
to-day. Long as the hours worked may have been, 
the mediaeval craftsmen enjoyed their work. Their 
skill, derived from a seven years’ apprenticeship in 
the use of the proper tools, and their knowledge of 
the quality of the material used, were their great asset 
and pride. Recreation they indulged in—plenty of it, 
no doubt, with every saint’s day as a holiday—but 
this they seem to have organized so that almost all 
shared in it. 

No glamour of romance can be conjured up around 
the industrial revolution which followed on the decay 
of the craft guilds. While it was in progress perhaps 
the darkest page in English social history came to 
be written. Industrial unrest dates -from then, and 
although the grossest abuses in the exploitation of 
child labour have ceased after a century of factory 
legislation, it is a question whether the dragon’s teeth 
then sown have not raised a crop of other troubles for 
missionaries and teachers to cope with. No one needs» 
to be teld now that one of the phases through which 
industry is passing is that of mass production. Aspects 
of this phenomenon form a good deal of the subject- 
matter of two little books by the writers most com- 
petent to deal with them. Professor T. H. Pear, in- 
Filness for Work,' discusses the problems involved in_ 
the capacities, abilities, and skill favouring or hinder- 
ing fitness; the motives underlying work and play; the 
part played by intelligence, intellect, and skill, and the 
differences between them; industry, laziness, and other- 
psychological aspects of work; and the effect of all 
these on present-day employment and play. Professor 
EK. P. Catheart, in The Human Factor in Industry,? 


1 Fitness for Work. m T. H. Pear, M.A., B.Sc. London: University of 
London Press, Ltd. 1928. (Cr. 8vo, pp. 187. 5s. net 


net. 
2The Human Factor in Industry. By E. P. Cathcart, C.B.E., M.D., 
F.R.S. London: Milford, Oxford University Press, 1928. (Cr. 8vo, 


pp. 105. 5s. net.) 


treats of almost precisely the same subjects in chapters 
under the headings of physiology, fatigue and mono- 
tony, alleviation of fatigue, environmental factors, and 
industrial personnel. 


Professor Pear’s book reminds one at times of the. 


sage who, behind his hand at his face, laughs at the 
many aspects under which skill may be regarded, and 
asks, Is industrial skill worth while? A whole 
chapter is devoted to answering this question, which 
would be preposterous were it not for the abnegation of 
craft skill in the mass production of to-day. “‘ Skill 
may become,’’ he says, ‘* one of the gravest problems 
of our time, for all who work for their living and for 
some who do not. . . . In the arts, including surgery, 
and in games and sports, we revere the skilled 
person.’* But to the question, “‘ Is skill worth while 
economically, on «a mere balancing of expenses against 
receipts? the answer depends upon our judgement of 
economic tendencies. “* There is the * Ford’ tendency 
to simplify operations. This would substitute the use 
of jigs and gauges for all those processes implied in 
the activity of the craftsman’s ‘ eve.” Laboratory 
tests would replace, as far as possible, his judgement 
of material. All such changes tend towards the 
elimination of skill. . . . As a society (if we could act 
as a society) we can either consume more articles pro- 
duced without skill, or fewer things but made with 
much skill—for example, masses of cheap machine- 
made furniture or a few good pieces. Commercial 


social pressure is towards the former alternative.”’ 


Professor Pear has a pretty wit, and draws his 
examples and analogies from sports, such as ski-ing 
and skating, as well as from industrial work. He 
professes only to have depicted the situation, and to 
have drawn some of the features which distinguish the 
development of modern mass production and its effect 
on the persons engaged on it. ‘* Knack "’ he likens 
to a state in which ‘‘ the leisured semibreves and 


minims give place to tense semiquavers and demisemi- » 


quavers, the wide folds in the time fabric ruck into 


pleats.’’ He tries to be extraordinarily fair to what, 
in relation to modern work, is and is not skill, what is 


and is not intellect, and to the motives animating work 
and play. He discusses all this with a wealth of 
illustration and reference to dozens of books and 
studies in the subject. 

The plight we are in is brought home by the fact 
that monotonous and repetitive work is almost always 
preferred to varied werk if a penny more can be 
earned by 4t. What is to be done to render tolerable 
this development of modern industry? According ‘to 
Mr. Arthur Pound, modern conditions of industry are 
such that the best thing to do is to train a youth for the 
right use of leisure. Professor Cathcart, in a significant 
‘passage on the natural rhythm with which each indi- 
vidual ordinarily does his work, or would do it if he 
were allowed, says that if the belief in the existence 
of the individual rhythm is correct, then the whole 
system of workshop organization, with distribution of 
shafting throughout the shop, is fundamentally wrong. 
Instead of working at his optimum rhythm and rate, 
the average man has to obey the inexorable rhythm of 
power-driven machinery; and again, in criticizing (not 
in any carping spirit) the effort to secure vocational 
selection, the real fundamental trouble, he says, 38 
that we know little or nothing of the evoluiion of 
aptitudes as age matures. 

The factory system has brought many troubles 
upon mankind. We are paying to-day a heavy price 
for the selfishness and lack of vision of early indus- 
trialists. Some of the hardships followed inevitably 
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the change from the domestic to the factory system of 
industry, “‘ but in a larger measure they were due to 
the fallacy of regarding the workman solely as an 
economic unit, and ignoring all other aspects of his 
life.”’ Evils of long growth cannot be cured in a 
month or a year, but intelligence and goodwill may, 
in time, provide remedies for some of the worst 
symptoms. It is comforting, therefore, to note that 
the professor of psychology and the professor of 
physiology are agreed that right lines for the 
rationalization of industry are being worked out by 
the Industrial Fatigue Research Board and_ the 
National Institute of Psychology. : 


a 


EVOLUTION OF THE BRITISH RACES. 
Sm Artnur Kerra is a never-failing stimulator of thought, 
particularly when he links the present with the past in 
order to elucidate processes of development. It was only 
to be expected that he would make good use of the 
opportunity afforded him this year when invited to deliver 
the Huxley Memorial Lecture before ‘the Royal Anthropo- 
logical Society. The subject of the evolution of the human 
races is one which arrests attention inevitably, and in Sir 
Arthur Keith’s hands it gained a new interest on November 


’ 27th, when he suggested that the modern discoveries with 


regard to the endocrine glands threw light on old problems 
of racial differentiation. When Professor Huxley, in 
January, 1870, addressed a lay audience on the fore- 
fathers and forerunners of the English, he disturbed 
uncomfortably the esprit de corps of the orthodox, who 
held that the peoples of England, Scotland, Wales, and 
Ireland were fundamentally different. Huxley suggested 
that any apparent difference was not one of essential 
origin, but rather of proportion—the proportion in which 
the Xanthochroic, or Nordic, clement was mixed with the 
Melanochroic, or Iberian, element. In his peroration he 
went so far as to assert that the arguments about the 
difference between Anglo-Saxon and Celt were a mere sham 
and delusion. Sir Arthur Keith, who yields to none in his 
devotion to the memory of Huxley, used this pronounce- 
ment for a text which introduced a fascinating discourse. 
He checked the arguments of Huxley in the light of 
modern ethnological discoveries, and showed how the four 
primitive types—namely, the Xanthochroid, the Mongoloid, 
the Negroid, and the Australoid—might have come into 
existence. He then proceeded to suggest how intermediate 
or graded types might have been produced, also in part as 
the result of endocrine modifications. In his inimitable 
way he touched on racial distribution and _ evolution, 
bringing into prominence the conflict between civiliza- 
tion and natural evolution in such widely separated 
and contrasting localities as the Caucasus in ancient 
times and in our modern centres of industry. He 
defined the four nationalities of Great Britain and 
Ireland as being differentiating races which had _ still 
further to travel along this road. Their journey was 
governed by the co-operation of three agents, which were: 
(1) physiological processes, which regulated the growth of 
the human body and determined its racial characteristics; 
(2) an isolatirg or segregating mechanism, both psycho- 
logical and physical in nature, which tended to preserve 
a local people in its purity, and thus permitted physiological 
processes to work undisturbed through many generations; 
and (3) a selective mechanism, represented by changing 
environment inter-racial competition. Hybridity 


would, therefore, seem to have played only a subsidiary 
part in the evolution of races. Sir Arthur Keith did not 
fail to draw the practical deduction that political problems 
must be considered from a biological and evolutionary 


point of view. The full text of his lecture will be found 
in the Journal of the Royal Anthropological Institute 
(vol. Iviii). 


OPIUM PROBLEMS. 
Ar the fifty-third session of the Council of the League of 
Nations, which asserables on December 10th, there will come 
under consideration the appointment and powers of the 
Permanent Central Opium Board to be established in 
accordance with the provisions of the Geneva Convention of 
1925. The Board is to consist of eight persons “‘ who, by 
their technical competence, impartiality, and disinterested- 
ness, will command general confidence ’’?; it is provided, 
moreover, that its members shall be, ‘‘ in equitable pro- 
portions, persons possessing a knowledge of the drug situa- 
tion, both in the producing and manufacturing countries 
on the one hand, and in the consuming countries on the 
other hand, and connected with such countries.’’ They are 
to be appointed for five years, and are not to hold “ any 
office which puts them in a position of direct dependence 
on their Governments.’”’ As our readers are aware the 
United States Government has declined to participate in 
the appointment of the Board, preferring to co-operate 
in accordance with the provisions of the Hague Convention 
of 1912 rather than with those of the Geneva Convention 
of 1925. The Spanish Government has, it is reported, by 
royal decrees established a State Narcotic Bureau for the 
restriction of commerce in certain listed narcotics so as to 
prevent their use without a proper medical prescription. 
A virtual State monopoly is thus created, under which 
notification will be given to the Governments of countries 
with which Spain places orders for the quantities of the 
narcotics which will be required for legitimate use. It is 
thus hoped to assist in checking the present excess of manu- 
facture, which leads to illicit traffic. Smuggled opium in 
Shanghai has led to a serious melée between the municipal 
police and the military gendarmerie, in the course of which 
some 20,000 ounces of contraband opium mysteriously dis- 
appeared. It is said that the military authorities in the 
Shanghai area regard the opium trade as their perquisite, 
and that opium has been the bone of contention in all the 
Tuchuns’ warfare for the possession of Shanghai. Doubtless 
this illicit traffic in opium in China and the Far East will 
engage the attention of the recently appointed commission 
of the League of Nations, and prepare the ground for the 
conference which is to be held next year on the whole 
question oftopium smoking and the licit and illicit trade 
associated with it. Interesting light has been thrown on 
the activities of the Indian Government’s opium factory at 
Ghazipur by a recent answer given in the House of 
Commons. It appears that during the last four years 
large quantities of morphine have been manufactured at 
the Government factory at Ghazipur, and ‘ substantial 
markets’? have been found for the sale thereof outside 
India. Thus, in 1923-24, 4,050 Ib. of ‘‘ crude morphine °’ 
were sold for 156,993 rupees, in 1924-25, 2,000 Ib. for 
145,211 rupees, and in 1625-26, 6,099 Ib. for 224,887 rupees. 
It is stated that the morphine is made ‘ from waste 
products and contraband opium.”’ We understand that 
representations have been made to the Government of 
India to the effect that contraband opium, when seized, 
should be destroyed rather than utilized for augmenting 
the excess of the drug already on the market. A memo- 
randum issued by the non-official Anti-Opium Information 
Bureau at Geneva draws attention to a resolution adopted 
by a committee of the Reichstag, which is considering the 
reform of the German penal code. This resolution, passed 
on October 29th, calls upon the Government to take 
measures to limit the manufacture of narcotic drugs in 
Germany to the quantities necessary for medica] use in 
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that country; it was formulated after the receipt of a 
statement showing a very considerable increase in the 
number of drug addicts in Germany. The proposal is of 
special interest owing to the fact that Germany has a con- 
siderable export trade in narcotic drugs. In view of this 
it is doubtful if the committee’s suggestion is practicable, 
while among the effects of its adoption—even if the Govern- 
ment were willing to sacrifice the export trade—would be 
the deprivation of non-manufacturing countries of a source 
of legitimate supply. The main significance of the resolu- 
tion is therefore, perhaps, its recognition of the gravity of 
the drug addiction problem. 


THE GENERAL MEDICAL COUNCIL AND THE 
PRESS. 

Tur disciplinary cases which came before the General 
Medical Council at its winter session just concluded were 
neither numerous nor, save in one instance, of general 
interest. Two of the cases resulted in protracted inquiries, 
and in beth of them the charge was of such a nature that 
on the grounds of public decency the Council very properly 
decided to hear them in private. Hitherto it has been the 
general rule of the lay press that cases which come before 
the Council shall be reported only if they result in erasure 
of the practitioner’s name from the Medical Register. No 
one seems to know how such a rule or custom arose ; it is not 
observed by the medical journals, and circumstances 
can readily be. imagined in which such a_ suppression 
might be very unfortunate. The fact that certain charges 
are pending against a practitioner is often common talk 
in his neighbourhood—there are always mischievous tongues 
to spread and decorate such information—and it might be 
very desirable to have in the general press the explicit 
statement that he had been exonerated. by the court of 
professional discipline, im so far, at least, as the Council’s 
decision of ‘‘ not proven ”’ can ever be an exoneration. But 
i general the lay press has adhered to its rule, sacrificing 
im consequence many a good ‘story ’’ from its point of 
view. Seme newspapers lately, however, have not only 
transgressed this rule, but have served up the Council’s 
disciplinary proceedings with all the devices of sensational 
journalism. During this recent session one practitioner 
was aceused of having committed adultery with a woman 
with whom he stood in professional relationship; the 
Council found that the facts alleged were not proved, but 
this did not prevent a London newspaper from printing 
under sensational headlines a descriptive sketch 6f the 
proceedings, in which we read of the ‘‘ clenched hands ”’ 
and *‘ tired face,” and so on, of the respondent. The press 
is, under a most salutary law, prevented from publishing 
divorce court proceedings beyond certain narrow limits, and 
it seems rather hard that because a co-respondent in such 
proceedings happens to be a medical practitioner his case 
should receive publicity before a_ professional: tribunal 
which it could not have received in the divorce court itself. 
On the other hand it would be, even in some of these cases 
which involve delicate points of professional responsibility, 
a loss to the medical profession if the Council conducted its 
disciplinary business in secret. Cases continually arise 
which deserve reporting in the fullest detail, not because 
ef any piquant interest they may possess, but because of 
the guidance they afford in the matter of professional 
ethics. One of these is reported in the Supplement this 
week—the case of a medical man of high personal standing 
who received a warning from the Council on account of 
his association with an institution which it was held had 
advertised to the lay public certain special treatments. 
The bare announcement of the decision in such a> case 
would be quite valueless without a narrative of the 
facts upon which it was based and which were brought 
out at the hearing. 


‘more established and responsible journals. 


EYE JAZZ. 
PorviaR journalism has its advantages for the general 
public, and it has its disadvantages. A wise editor can 
influence his readers for their benefit, but a foolish editor 
may bring them to confusion. In no sphere are these 
potentialities more likely to be realized than in the publica- 
tion of notes regarding matters of health and sanitation, 
Of late there have been signs of better care in the issue of 
articles dealing with health. We are apt to conclude that 
the foolish articles will only be seen in flimsy dailies and 
weeklies, and that the wise ones will always mark the 
But alas! this 
is not always so. We have just seen a note entitled “* Eye 
gymnastics,’ published in a daily newspaper of a great 
provincial city, so great a city that it might be the metro- 
polis of the country were there no London, and the paper 
is one that has an international reputation in the political 
sphere, and has helped to shape history in the past. This 
great paper has fallen before the craze for the light 
magazine page, but its light is surely darkness when it 


‘advises its readers to discard their useful spectacles for 


a scheme of eye gymnastics that would be more properly 
described in the term of our heading. Here is the 
** scheme ”’: 


“The best exercise possibly is one in which both the eyes are 
screwed up tightly whilst the lungs are filled with breath, releasing 


the eyes and the breath at the same moment, suddenly, then . 


blinking the eyes several times. This brings the blocd coursing 
about the eyes. Another is to look up, down, to one side, to the 
other side, as far as possible im each direction, changing about as 
quickly as possible, and then reversing the order.” 

Had the editor of this most reputable newspaper mislaid 
his glasses when he passed this for publication? Does he 
think that the stretched eyes of the myope can be shortened 
by such jazz, or the crooked eye of the astigmatic made 
straight, or the stiff eye of the elderly made lissom as in 
youth? Did he forget that in the county school quite near 
to his editorial sanctum there were children who, by reason 
of their knowledge of elementary physiology, would blush 
to write such stuff? The writer of the paragraph in this 
newspaper says: ‘‘ Undoubtedly for the young such a eure 
should certainly be tried before artificial aids are adopted.” 
Nothing more pernicious could have been written. To 
teach such jazz to a child is calculated to start an ugly 
habit spasm distressing to the beholder and a curse to the 
subject of it. Yet there are misguided folk who are 
actually subjecting their children to this indignity—and 
they are inconsistent withal, for at a recent inquiry by an 
educational authority as to why a certain short-sighted boy 
was attending school without his glasses, the father stated 
that he was receiving ‘ special treatment ”’ that made 
glasses unnécessary ; yet the father himself found his own 
glasses an imperative necessity for his work. Why do not 
the advocates of these monkey tricks (for such they are, as 
any visitor to the Zoo can see for himself) work their 
alleged cures in a field where results would be manifest and 
incontrovertible? Why do they not try to straighten @ 
tip-tilted nose by the practice of gyrational wriggling of the 
nasal musculature, or to resolve the efflorescence of @ 
monstrous grog-blossom”? by digital percussion?’ We 
would venture to suggest to editors that in publishing such 
paragraphs they injure the reputation of their journals for 
sound sense. 


IMPERIAL CANCER RESEARCH FUND. 
Ar a meeting of the general committee af the Imperial 
Cancer Research Fund on November 28th, with the presi- 
dent, the Duke of Bedford, in the chair, the annual report 
of the director, Dr. J. A. Murray, F.R.S., was unanimously 
adopted, on the motion of Sir Humphry Relleston, chair 
man of the executive committee. A summary of this report 


appeared in our last issue (p. 1017). Sir Humphry 
Rolleston reviewed the ground covered in the report, and 
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THE KING'S ILLNESS. 


afterwards called attention to the importance of the work 
of the Fund in promoting critical investigation of the 
fiidings of other workers. He referred particularly to 
such statements as claimed to have demonstrated the 
infectivity of cancer, or to have established a direct” 
specific causal relationship between diet and cancer. Asser- 
tions of this nature were not merely of theoretical interest, 
but necessarily aroused the attention of the general public, 
which was naturally anxious to know how much truth there 
was in them. The adoption of the report was seconded 
by Sir D’Arey Power. Moving a vote of thanks to the 
chairman and members of the executive committee, the sub- 
committees, the honorary treasurer, and others who had 
assisted in the work of the Fund, the president referred to 
the widespread public interest in cancer and to the amount 
of attention recently given to the clinical aspects of the 
disease. The immediate practical developments in the 
treatment of cancer, he pointed out, could of necessity 
give but little information on the more fundamental 
problems of the disease. After emphasizing the importance 
of research, he commented on the financial position of the 
Fund, and referred specially to the approaching cessation of | 
the liberal grant by Lord Atholstan of £2,000 per annum 
for ten years, which was completely absorbed by the ex- 
penses of the Streud laboratory. He added that unless 
they could make up this annual income in some way the 
expenditure on research work would have to be reduced. 
He expressed the hope that the munificent contributions of 
£10,000 and £3,000 received through the good offices of 
Sir Basil Mayhew would be followed by other liberal dona- 
tions. 


DEEP-SEA FISH. 

De. may well be called the Grand Old 
Man of Madeira, on which subtropical island he has been 
perhaps the best known and most distinguished figure for 
s many years. Dr. Grabham betook himself to Funchal 
in 1861, there to become the acknowledged leader of the 
British community and the trusted adviser of the Portu- 
guese on all sorts of medical and other scientific matters. 
Not long ago he went on an all-night voyage in a fishing 
boat to the island of Porto Santo to investigate and sub- 
stantiate the alleged total absence of dental caries among 
the inhabitants of that remote islet. He tells his readers, 
in a paper read at the recent meeting of the British Asso- 
ciation in Glasgow, with all the zest for adventure of a 
youth, how well he fared on that occasion on the flesh of 
“that enticing creature”? the great red scorpion fish, 
grilled over glowing charcoal, with a sweet potato, and 
washed down with “‘ coffee’? made from roasted barley. 
Reference to the piece de résistance of this meal brings us 
to the subject of Dr. Grabham’s paper, which was ‘ The 
subtropical deep-sea food fishes of the Madeira district.’ 
He writes of these with the knowledge of a naturalist and 
the enthusiasm of an amateur fisherman who has himself 
dragged many a great fish from its retreat some two | 
thousand feet or more below the surface. But lest the 

ardour of the reader and possible disciple should be cooled 
by the thought of having to haul in the above-mentioned 
length of line with a hundred-pound sherny at the end of 
it, he tells us that owing to the destructive effects of 
rapidly diminishing pressure, ‘‘In the last few hundred 
feet the monster rises faster than we can pull him in, and 
Shoots out of the water like a cork or an empty bottle, not 
dead but helpless.” This and many other valuable food- 
fishes and their habits, as far as known, are described by 
Dr. Grabham. Of one of these, the Ruvettus pretiosus or 
oil-fish of British ichthyologists, he tells that it acts as a 
Violent and sudden purgative if eaten incautiously. Here 
surely is an opportunity for some of the eager purveyors of 
cures for intestinal stasis to add to the list of nostrums, 


famples of which they press upon the often thankless practi- 


tioner. In his brief paper, written at the age of 88, Dr. 
Grabham has certainly succeeded in his avowed aim, “ of 
engaging interest and research rather than to speak in 
detail of the knowledge already acquired from the abysmal 
depths of subtropical Madeira.” 


THE KING’S ILLNESS. 

Derine the past six or seven days the King’s illness 
has caused great anxiety, and the bulletins issued 
at frequent intervals by his medical attendants have 
been followed everywhere with profound concern. 
Tt must be apparent to all that His Majesty is 
fighting an acute infection, and that the strain upon 
his reserves of strength, and in particular upon his 
circulation, has been- severe and continuous. The 
essential facts in the statement printed below have 
been authorized for communication to the medical 
profession. 


Reviewing an illness which has now passed into its third 


‘week, the clinical picture becomes more complete. — 


The lung infection belongs to a type with which clinicians 
have become acquainted during the last ten years. A 
variety in which there is no set duration—no crisis—but 
where there are phases or chapters of infection varying in 
number; where the temperature settles slowly and inter- 
miitently. It is for this reason that the strain on the 
heart is so considerable, the strain being decided not only 
by the virulence but by the length of the infection. 
The widespread pleurisy unfortunately extended to the 
diaphragm, cansing severe pain, which needed constant 
control. Attacks of bronchial spasm have from time to 
time added to the difficulties. . 

As early as practicable in the illness a blood culture was 
taken and a positive result obtained. This infection was 
ceceal in character. Blood counts have shown a leuco- 
cytosis of the polymorphonuclear variety. Radiology has 
been useful, and the clear pictures obtained confirmed the 
clinical evidence that the lower two-thirds of the right 
lung was the area involved. 

As all physicians know, an important part of the treat- 
ment consists in saving the patient the wear and tear of 
pain and distress, and promoting restfulness and sleep ; and 
in this the best of British nursing is playing no small part. 
In addition to the foregoing, therapy directed against the 
infection has taken the form of chemical antidotes, the 
raising of immunity, and the promotion of leucocytosis, 
There is reason to think that a measure of control—and 
it is to be hoped a measure of curtailment—has thus been 
secured. At this date (Wednesday, December 5th) the 
physical signs in the chest have dimini ed and the corre- 
sponding local symptoms have improved. There is, how- 
ever, still ebb and flow. Up to the present there has been 
no appreciable pleural effusion ; but, needless to say, there 
is a possibility of this development in the near future. 

Medical men do not need to be told that the strain on 
the mvocardium of a severe infection lasting over two weeks 
must be an anxious problem, and especially in a patient 
over 60 vears of age. This strain on the heart and the 
severity of the general toxaemia are together the chief 
cause of the serious anxiety which must for some days 
continue to exist. 


The following have contributed in their various ways 
to the care of His Majesty during his present illness : 
Lord Dawson of Penn, Sir Stanley Hewett; Sir Humphry 
Rolleston, Sir E. Farquhar Buazard ; Dr. L. E. H. Whitby, 
Dr. H. K. Graham Hodgson; Nurse Purdie (Westminster 
Hospital), Nurse Black (London Hospital), Nurse Davies 
(London Hospital), and Nurse Gordon (St. Thomas’s 


Hospital). 
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A CLINICAL NOTEBOOK OF 1710. 


Tus small vellum-covered book of one hundred pages, 
measuring six inches by four, with a still efficient metal 
clasp, is filled with notes of cases taken, as the dates 
show, in the year 1710. In appearance it much resembles 
a modern bankers’ pass-book. It once belonged to Dr. 
Thomas Wallace of Ipswich (1680-1763), and it is to the 
kindness of his great-great-great-grandson, Mr. W. Reeve 
Wallace, that we owe the opportunity of examining it. 
Oddly enough, the name of Dr. Wallace only appears in 
pencil on the end-paper, and here it is hardly in the form 
of an autograph. The name of John Browman is written 
in a contemporary hand in ink on the flyleaf, but the hand 
differs from that in which the notes are written. Besides 
notes of hospital cases the book contains five pages headed 


‘* Symtomata,’’? which consist of a list of symptoms and , 


names of diseases and of remedies for them. At the end 
of the book half a dozen reversed pages are devoted to 
rules and examples of arithmetical progression, a subject 


which seems to have little enough to do with medicine or 


therapeutics. 

The greater, medical, part is written in a very clear 
hand and in Latin, and at the top of the page is generally 
written the name of the ward in which the patient lay. 
These ward names constitute the chief indication of the 
‘place where the observations were made. There are thir- 
teen wards mentioned, as follows: Susannah, Lazarus, 
Cutting, Isaac, Jacob, Noah, King’s, Jonah, Tobias, Job, 
Lydia, Dorcas, Elizabeth. It seemed obvious that in the 
year 1710, when hardly any provincial hospitals existed 
and certainly none at Ipswich, these notes could only refer 
to some hospital in London. Inquiries made and courteously 
answered by the secretaries of St. Bartholomew’s and 
St. Thomas’s Hospitals showed that of the thirteen ward- 
‘names in the book, ten were in use at St. Thomas’s about 
the date in question, and the remaining three might have 
been found to have been in use there had not certain 
records disappeared. Five of the names were also in use 
at St. Bartholomew’s, including the strange one of Cutting, 
which was common to the two hospitals. Sir D’Arcy Power 
kindly tells us that ‘‘The Cutting ward was the operation 
ward at St. Bartholomew’s Hospital, and for convenience 
the deadhouse was just underneath, so it must have been in 
the Cloisters—i.e., a range of rooms on pillars.’’ In addition 
to the evidence of the ward names the fact that the names 
of Drs. Mead and Coatesworth are mentioned in the note- 
book makes it almost certain that the note-taker made his 
observations on patients in St. Thomas’s. Of the famous 
Dr. Mead there is no need to say more. Dr. Coatesworth 
was Caleb Coatesworth, M.D., of whom we learn from 
Munk’s Roll of the Royal College of Physicians that he was 


“formerly a surgeon but then disfranchised of his company, was 
on the Ist October, ‘1688, admitted a licentiate. He was created 
doctor of medicine by Tillotson, Archbishop of Canterbury, on 
3rd March, 1692, and was admitted a Fellow of the Royal Society 
in 1718. He was physician to St. Thomas’s Hospital, and died on 
2nd May, 1741, having amassed a fortune of between one and 
two hundred thousand pounds, the greater part of which he left 
to his wife, who, surviving him only a few hours, died intestate.” 


His history is a good instance of the possibility at 
that timé of making a fortune out of physic, without 
leaving any mark on the progress or history of the 
médical art. It also furnishes an example of the strict- 
ness with which the College of Physicians then, and for 
a long time, repudiated the taint of surgery. Every 
surgeon who desired to become a licentiate was obliged, 
as was Coatesworth, formally to divest himself of all official 
connexion with the Company of Barber Surgeons or later 
with the Corporation of Surgeons. 

In turning over the leaves of this little book the first 
thing that strikes us is the absence of all but one reference 
to surgery, even in Cutting ward. Most of the cases in this 
ward, however, have no disease recorded against their 
names, but only prescriptions. The writer may therefore 
liave ignored ‘their surgical aspects. The second is a 


similar silence on the subject of bleeding, which does not 
seem. to have come into vogue so early as 1710, and the 
third is the great frequency with which blisters were 
ordered. A patient was lucky, apparently, if he or she left 
hospital without having been blistered several times, 
Blisters to the nape of the neck were almost as common 
as a dose of house medicine. We must confess that we are 
puzzled by some of the abbreviations used. A very common 
one is ‘* B. et C.”’ For instance, in Lazarus ward John 
Barwell, who was “ lue venereaé inguinatus,’’? was ordered 
e. C. hs. aq. purg. p.e.d. Jss.’?; and again 
** B. e. C. D.D. cum lacte.’? We hope that some of our 
readers more learned in ancient prescriptions may be able 
to interpret these signs. Lazarus seems to have been a 
“foul”? ward. In it Richd. Tomlins, who was afflicted 
with nodes on the arm, leg, forearm, and wrist, with 
severe pain (dolore vehementi) of the left arm, was very 
vigorously treated. He took Bolus 17, vomitus iij, pil. v 
(vomitum exhibitum superiore die Secuta est pilula die 
inferiore ec.) € unctione iiij. He recovered after remain- 
ing in hospital over two months. The record ends; 
N.B. Omnia haec per dejectione operabantur.’’ Epilepties 
were given blisters to the head and haustus epilepticus, 
After three such pres¢riptions a note is added: ‘‘ Hi tres 
Epileptici erant,’’ so that there should be no possibility of 
mistake. Yet there may have been, for one of the three 
is stated to have been cured—‘‘ Curatus”’ is the laconic 
but triumphant note. This case was blistered on the calf 
instead of the head. Samuel Males, who “ graviter epilep- 
ticus erat,’’ was blistered on the right arm and “ nearly 


‘all the head,’’ but despite these, and other remedies 


‘* abiit incuratus.”’ 

The names of patients in this book are those still familiar 
in English country places to-day. ‘‘ Sara Mendapace” 
seems auspicious, but, alas for Sara! the diagnosis was 
‘* Uteri Cancer.’’ There is a total absence of ‘‘ Macs” 
among these names, and there are very few obviously Irish 
or Welsh. The Celtic fringe had not yet begun to assert 
itself. 

The pharmacy of this notebook is practically that of 
Salmond’s translation of the Pharmacopoeia Bateana, 
second edition, published in 1700—only ten years earlier. 
This work by Sir George Bate, who was physician to 
Charles I, Gliver Cromwell, and Charles II, was long 
popular. Some of the rather disgusting and_ ineffective 
animal materia medica survived. Aqua or liquor limacum 
was made from red snails and salt, and Salmond said it 
was singular anodyne and arthritic.’? Haustus epilep- 
ticus was much prescribed in these notes, but there is no 
haustus of any sort in Bate. Electuarium epilepticum, 
however, contained ‘‘ white dung of a peacock, dryed.” 
Spiritus millepedum was made from wood-lice, which 
Glisson had recommended in the cure of rickets. Salmond 
said that it ‘ opens all obstructions.” 

We have only found one record of a surgical operation— 
a case of jithotomy, which proved fatal. 

The touching belief here shown in the efficacy of a whole 
list of drugs which we know to have had none but 4 
psychological effect, was of long standing in 1710, and still 
lingers. It will probably be long before ‘ advice and 4 
bottle of medicine ’’ (especially the bottle) ceases to be 
demanded by millions of our fellow countrymen, 

E. 


A report on Borna’s disease. prepared by S. Nicolas and 
I. A. Galloway, and recently published by the Medical Research 
Council (Special Report Series, No. 121), contains special points 
of interest to students of human neurology. Although this 
dangerous communicable disease of horses, cattle, and _ sheep 
has not spread to this country from America, it is not unknowi 
in continental Europe. The immediate interest which the 
pathology of Borna’s disease has to medical science depends 
on the fact that this is a virus disease, and the present report 
is a useful contribution to our knowledge of virus disease 
in general. Moreover, the infective virus produces changes ® 
the brain and spinal cord, the so-called encephalo-myelitis of 
sheep and cattle, which throw light on analogous forms © 
encephalitis and myelitis that occur in sporadic or epidemic 
form in human beings. In addition to gaining new knowledge 
of the general pathology of this disease, the authors have shown 
that animals can be successfully immunized against it. 
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NOISE AND THE PUBLIC HEALTH. 


DEPUTATION TO MR. NEVILLE CHAMBERLAIN. 
A yornv deputation from the British Medical Association 
and the People’s League of Health was received by Mv. 
Neville Chamberlain, M.P., Minister of Health, on Decem- 
ber 4th, the purpose of the deputation being to present to 
the Minister resolutions recently passed by these bodies 
on the subject of noise in relation to public health. 

The representatives of the British Medical Association, 
who were introduced by Sir Richard Luce, M.P., were: 
Dr. H. B. Brackenbury (Chairman ef Council), Dr. C. 0. 
Hawthorne (Chairman of Representative Body), Mr. 
N. Bishop Harman (Treasurer), Dr. J. W. Bone (Chairman 
of Medico-Political Committee), Dr. Dan McKenzie, Bailie 
T. G. Nasmyth (Edinburgh), Dr. Alfred Cox (Medical 
Secretary), and Dr, Courtenay Lord (Assistant Medical 
Secretary). 

Sir THomas Horper introduced the People’s League of 
Health deputation, which consisted of Sir Robert Arm- 
strong-Jones, Professor G. Robertson (University of Edin- 
burgh), Dr. Thomas Beaton (Medical Superintendent, 
Portsmouth Mental Hospita!), Dr. M. B. Ray, Mr. E. B. 
Turner, and others, with Miss Olga Nethersole (Honorary 
Organizer of the League). 

The Minister was accompanied by Sir George Newman, 
Senior Medical Officer. 

Dr. BrackeNnBury explained that at the last Representa- 
tive Meeting of the British Medical Association a resolu- 
tion on the subject of noise was carried unanimously. This 
resolution had a Scottish origin, and, of course, it was 
recognized that the Ministry of Health had to do adminis- 
tratively with England and Wales, and another body with 
Scotland; but it was the business of the Council of the 
British Medical Association to carry into effect, so far 
as it could, the opinions of the Representative Body, and 
it had acted upon this resolution in two ways: in the 
first place, it had requested all the Divisions in Great 
Britain to bring to the notice of their local authorities 
the need for using whatever powers those authorities 
might possess with a view to the suppression of unnecessary 
noises, and, in the second place, it had presented the resolu- 
tion to the Minister, together with a meniorandum dealing 
with the subject in its clinical and scientific, and not 
so much in its administrative, aspects. On the medical 
and scientific side this was regarded as an urgent matter, 
and his Council was fortified in°that view by the very 
large volume of support which the action of the Association 
had received, both from the public press, and, through 
correspondence, from individuals and public or semi-public 
hodies. The Association had been urged to persevere in 
this matter to the best of its ability. In addition to such 
reinforcement some further points had been brought to the 
knowledge of the Association, such as, in certain localities, 
the noise of aeroplanes, and, in certain small towns, the 
noise arising from traffic over cobbled roads. This latter 
misance appeared to be even greater than was suppose-l 
when the memorandum was drawn up. 


Mr. CHAMBERLAIN : Is that a recent development ? 

Dr. Brackensury: It has become more evident to us as 
a public danger from the correspondence which has followed 
the publicity given to our resolution. Not only is the motor 
and other traftic much greater over these cobbled pavements, 
but for protection, people are driven to close their windows, 
and thus they suffer again trom lack of proper ventilation. 

Mr. CHAMBERLAIN : They have been doing that for hundreds 
of Vvears. 

’ Dr. Brackensury : At any rate there has not been the same 
necessity for doing it in the past. We have been trying to 
teach people the need for domestic ventilation, and now this 
fresh element comes in. IT have only to add that we, in taking 
this action, are voicing a large volume of professional and 
public opinion. . 

Bailie Nasmyru (Edinburgh) said that he had been a 
medical officer of health for about thirty years, and, of 
course, he had had continuously to deal with nuisances of 
Various kiads. This very serious nuisance, however, was not 
deait with under the Public Health Acts either of Scotland 


or England. In 1927 he brought the matter before the 
Public Health Committee of the Edinburgh Town Council. 
It was readily taken up, and he was surprised at the prompt 
acquiescence in his view that noise had become a great 
nuisance; he was surprised also at the volume of opinion 
on this subject from the medical profession, culminating im 
the unanimous passing of the resolution from the Edin- 
burgh Division at the Cardiff meeting in July. The Public 
Health Committee in Edinburgh unanimously resolved to 
recommend that suitable provisions on this subject should 
be inserted in the next provisional order promoted by the 
corporation, and this course had again been approved 
unanimously by the Edinburgh authorities. He wished to 
emphasize the extraordinary support these proposals had 
received from the press all over the country, an indication 
that people were becoming seriously alarmed as to the 
devastating effect of noise on public health. 

Dr. Dan McKenzie wished to emphasize two points. 
In the first place, as practising physicians and surgeons, 
their interest in the matter was the interest of the sick 
person, and from experience in their practices they knew 
that the public noises in London and other big cities caused 
much interference with the process of recovery. In the 
second place, they were mindful of the interests of persons 
in health, whose exposure to the deleterious effects of 
noise had also to be considered, because the noises were of 
such a nature as to interfere with necessary repose. This 
interference was found to reduce the amount of good work 
done by the community, though it was difficult to estimate 
the full extent of the harm thus wrought. He wished to, 
add that it had been shown during the past year or two 
that it was possible to reduce noises in the streets of 
London—for example, whistling for taxis—with the 
minimum of inconvenience. There were a large number 
of noises of the same character in the streets, and some of 
them might be eliminated by a little arrangement without 
disadvantage to anyone. 

Sir THomas Horper then introduced the representatives 
of the People’s League of Health. He said that the 
persistence and increase of noises in and about the streets 
had become an intolerable nuisance, and likely to cause 
serious damage to the nervous system. He read a reso- 
lution which had been carried at a meeting of the People’s 
League of Health on February 22nd, urging the control and 
diminution of preventable noises in view of the emphasis 
by eminent neurologists and mental experts of the grave 
effect of noise upon the nervous system and its part in 
increasing the incidence of functional mental and nervous 
disorders. He also read a letter from Sir Maurice Craig, 
who was unable to be present; stating that he (Sir 
Maurice) had been impressed for many years by the in- 
creasing number of persons whose health had suffered from 
noises in the streets of London. Sound sleep being a 
fundamental necessity for mental health, it was evident 
how important the question of disturbing noises became. 
When exposed to such noises the auditory centres in the 
brain could never be at rest, and nerve fatigue resulted, 
with all its concomitant disablmg symptoms. Over-stimu- 
lation of the nervous system was one of the most important 
factors in bringing about minor and at times major mental 
disorder, and noise was an important cause of such over- 
stimulation. Sir Thomas Horder read another letter from 
Sir Thomas Oliver of the University of Durham, who 
wrote of the ill effects of noise on the health of work- 
people in factories and other places where this nuisance 
was really preventable. Some machinery was so deafening 
as to produce not only temporary but permanent disability. 
Only a small percentage of men who followed the occupa- 
tion of riveting for fifteen or twenty years escaped 
deafness. 

Sir Ropert ARMsSTRONG-JONES said that he spoke with 
some knowledge and authority on behalf of the mentally 
ill, who frequently also suffered from certain functional 
nervous disturbances, such as irritability, erethism, ex- 
haustion, and anxiety. To the neurotic person, ‘‘ who did 
the work of the world,’’ sleep was a vital necessity,’ but 
under present conditions often impossible of attainment. 
The ordinary worker who had a prearranged setting for 
his period of rest was repeatedly roused by loud and dis- 
turbing noises, and rose in the morning shaky, confused, 
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and unrefreshed after his so-called night’s rest. His 
health suffered in consequence, his work deteriorated, and 
he joined eventually that highly sensitive neurasthenic 
group of persons who jumped every time the clock struck. 
The general health of children also soon became affected, 
and their growth impeded through lack of sleep. The 
human ear was a double instrument, not only hearing 
sounds, but keeping the body balanced and the muscles 
in proper tension through the vestibular nerve. The effect 
of noise was therefore not only to disturb rest, but to 
bring about unsteadiness and giddiness and create muscular 
tremors. Noises also, or strong arrhythmic vibrations, 
were as definitely conveyed to the bones of the skull as to 
the walls of a house, and the fluid which was the essential 
conductor of sound within the canals of the ears passed 
on these vibrations to the brain, even subconsciously during 
sleep, with the result that the sleep was unrefreshing and 
the fatigue not lessened. The noises that disturbed sleep 
and distressed the mind comprised the sudden unexpected 
shocks, such as loud motor hooters, uncontrolled exhausts, 
pneumatic drills, vibrations of fast-driven vehicles with 
solid tyres, railway whistles, barking dogs, milk cans, noisy 
trains and trams, and all kinds of strident horns. He 
begged that local authorities might be given power to stop 
hooting and prohibit the use of solid tyres. 

Professor Roxsertson (Edinburgh) said that noise 
was more harmful to the highly strung and nervous, many 
of whom were the salt of the earth. He called attention 
to three effects of noise: (1) disturbance, excitation, and 
irritation, which had consequences of many kinds on 


; conduct; (2) constant strain on nervous energy, causing 
mental exhaustion and neurasthenia; and (3) broken and 


interrupted sleep. Loss of sleep occurred as a cause or 
symptom of mental breakdown in about 75 per cent. of 
cases, and was undoubtedly one of the causes of insanity, 
even as the production of sleep was one of the means 
whereby insanity was prevented or cured. 

Dr, Tuomas Beaton (Portsmouth) drew attention to the 
great incidence of mental and nervous trouble, and said 
that noise was evidently a large contributory factor. 

Dr. M. B. Ray said that perpetual over-stimulation of 
the auditory sense had a most deleterious effect upon the 
power of concentration in children and adults, and pro- 
duced varying degrees of instability. He also spoke of 
the noises around city hospitals, especially at night. 

Mr. E. B. Turner gave his experience of the numerous 
cases of illness which immediately followed ‘the removal, 
many years ago, of the bars in the South Paddington 
residential district, which bars had hitherto prevented 
the great volume of horsed goods traffic from the Great 
Western station proceeding at all hours of the day and 
night through the quiet squares and streets of that district. 
He suggested legal action to enforce “ zones of silence ”’ 
around hospitals; white lines drawn across openings of 
side roads into main roads, and a ten miles an hour limit 
at such points, thus doing away with hooting when vehicles 
crossed side roads; limitation of weight and bulk of goods 
carried by road; enforcement of the use of pneumatic 
tyres on lorries; prevention of sale of motor cycles not 
efficiently silenced; the making of by-pass roads to cut off 
as many country and suburban towns as possible; and the 
amendment of Section 91 of the Public Health Act, 1875, 
so as to include noise among statutory nuisances. ; 


The Minister’s Reply. 
_ Mr. Nevire in replying to the discussion, 
to which, he said, he had listened with much interest, 
for he, like most other individuals, not only disliked but 
resented noises, spoke as follows: 

When it comes to practical _measures to reduce noise 
I think you probably realize that this is a matter which is 
more in the hands of the Minister of Transport and the 
Home Secretary than in those of the Minister of Health. 
It is for them to deal with noise as a matter of order and 
government, and, in fact, they are now considering what 
further regulations shall be made to reduce preventable 
noise. It is true that Sir Thomas Horder has just 
suggested that I should undertake the amendment of the 


Public Health Act, 1875, and include noise among the 
various matters which may be treated as nuisances. It is 
a fact that the nuisances dealt with under the Public 
Health Act are confined to sanitary matters, and noise 
cannot be brought under the statute as it stands, though 
certainly, assuming all other things were favourable, it 
would be possible to insert an additional ciause to bring in 
noise. But I think that before such an amendment were 
introduced the question woulg have to be considered much 
more carefully than those who have had it in hand have 
thought necessary up to the present. It would be necessary 
to consider, first of all, how to define noises, and, secondly, 
how to prevent them. It is obvious, for instance, that such 
noises as the barking of dogs—and, I might add, the 
caterwauling of cats—which may be very distressing to 
people, especially at night, are noises which, nevertheless, 
it would be very difficult to prevent. 

What is it, then, that you suggest that I should do asa 
result of this deputation? I confess I am not quite sure. 
You desire to impress me with the weight of your opinion 
as to the injurious effects of noise upon health, and possibly 
you have it in mind that if I am sufficiently impressed 
I may add my voice to the representations which have 
already been addressed to the Home Secretary. You may 
think that, by making a little noise in his ear and in that 
of the Minister of Transport, I may induce them to treat 
this matter with more urgency and in greater completeness, 
(‘‘ Hear, hear.’’?) Well, I am not at all indisposed to 
take a sympathetic view on that point. (Applause.) ButI 
want to say something further to you—namely, that the 
impression left upon my mind from what you have said is 
that every speaker has had in view, not the needs of 
healthy people, but of sick people. I see some of you 
shake your heads, but I am going to say something more 
on that point. I know that you have said in a general 
way that the nuisance of noise affects healthy people as 
well as sick, and Sir Robert Armstrong-Jones has drawn 
a most alarming picture of what may happen to the healthy 
community if these noises continue. Well, I hope I am 
a healthy person, but I do not recognize these effects as 
occurring in my own case. It is true that I am sometimes 
—not often—kept awake at night, but it is not the noises 
that keep me awake; it is other matters, such as worry. 
Although the noises may be startling, unexpected, and 
arrhythmic, they do not trouble me. No doubt, if I were 
one of those neurotic people who “ do all the work in the 
world’? they would trouble me greatly, but whilst I 
entirely agree that these neurotic people are made more 
neurotic by the noises that go on, yet when you have got 
a person in that condition are you ever going to be able to 
keep the streets in great cities so quiet that he will sleep 
peacefully at night and recover his health? Perhaps you 
can answer that question with more confidence than I can, 
but it does seem to me that, the fact of these noises being, 
as it would appear, almost inseparable from our city life, 
the conclusion to which you might be led would be rather 
to take your hospitals somewhere else than to try to stop 
the noises round about them in the places where they 
stand to-day. 

One thing I do feel very strongly, and that is that we 
still lack precise knowledge upon this subject, and thor 
is a wide scope for further scientific investigation. Take 
the question which has been touched upon by one speaker 
to-day—namely, the noise in industrial cstablishments 
One member of the deputation spoke definitely of serious 
injury being done to health as a result of that noise. But 
I venture—though not a medical man—to express some 
doubt as to whether there is at our disposal precise evidence 
of any such injury occurring in factories to any’ great 
extent. I have been in cotton mills in Yorkshire, and 
to me, who had never been in such places before, the nois 
was shattering, but I saw people who were working there, 
and I was told that the output was by no means diminished 
on account of the fact that the noise was proceeding 
In the opinion of many people the human organization 
adapts itself to conditions which are going on all the tim® 
and very soon—the time is extremely short in some cases— 
the conditions cease apparently to have any dctrimen 
effect. I only give you that as the sort of opinion 1 have 
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heard expressed on the subject, and not as a positive 
opinion of my own. But surely this whole complicated 
subject is one which can be investigated. I believe that 
experiments are already being carried out by the In- 
dustrial Fatigue Research Board, which is looking into 
the effect of noise upon the nervous constitution, among 
other things. 

I put it to you that it is very easy to express opinions 
which are, prima facie, probable about this question of 
noise, but this is hardly sufficient, and we really require 
something much more reliable, founded upon not merely 
the opinion of this or that person—because all persons may 
be fallible on these matters, and even doctors sometimes 
take different points of view—but upon definite scientific 
measurements and accumulative data, which would enable 
us to see what is the damage that may be done, what, for 
example, is the precise form of noise which causes the 
most damage, and, therefore, what are the points to which 
we ought most carefully to direct our attention. 

That is all, I think, that I want to say to you in reply. 
I will, however, assure you that the words you have said 
to me and the various memoranda that you desire to 
leave with me will be most carefully studied. I have the 
greatest sympathy with your general purpose, and I desire, 
wherever, it is possible, to see that preventable noises shall 
be prevented. I shall have much pleasure in telling my 
right honourable friend the Home Secretary what this very 
influential and weighty deputation has !aid before me, 

The deputation then withdrew. 


THE ROYAL SOCIETY ANNIVERSARY MEETING. 


Tak anniversary meeting of the Royal Society of London 
was held as usual on St. Andrew’s Day, November 30th. 
The president, Sir Ernest RvurHerrorp, delivered an 
address on the present state of experimental knowledge 
with regard to the production of very high frequency 
radiations of the a-ray type. 


PRESIDENT’s ADDRESS. 


As usual, the president began his address by referring 
to the Fellows who had died during the previous year, . 


Sir David Ferrier, 
Sir David Ferrier, who was a vice-presi 
; -president of the 
Society in 1906-8, and had been a Fellow for fifty-two 
years at the time of his death, he said: : 

“We 


have lost a pioneer investi ” 
brain, w : igator of the physiology of the 


hose work laid the experimental foundation C 

knowledge of the localized functions of the sere oh gegen 
thereby opened a new epoch in the medical diagnosis of disease 
or injury of the brain, and in their relief by surgical operation 
Ferrier was one of the founders of the Physiological and of the 
Neurological Society, and one of the small group who, in 1878 
started the journal Brain, to deal with neurology in its widest 
experimental and clinical aspects. For many years an honoured 
and successful physician, he preserved to an advanced age an 


enthusiastic interest in the advance of neurolo: by tl i 
mental method.’’ 


Sir Hugh K. Anderson. 


Sir Hugh K. Anderson, the president said, had been 
a Fellow of the Royal Society since 1907, and was a member 
of the council at the time of his recent death. 


“Returning to Cambridge in 1891, on the completion of his 
medical course in London, he devoted himself during the next 
fourteen years, with self-sacrificing zeal and conspicuous success, 
to research and teaching in his chosen subject of physiology. 
He was one of the investigators who were then unravelling the 
intricacies of the autonomic system and shaping the conceptions 
of its function now everywhere accepted. The series of classical 
Papers in which he was associated with the late Professor Langley, 
and his later and, independent work on the complex reactions of 
the pupil of the eye, had shown him to the world of science as 
& coming master in his subject; while to every Cambridge man 
Who in that period entered upon research or higher study in 
Physiology Anderson had been lavish in his gift of interest, 
€icouragement, and personal help. From 1905 onwards the recog- 


nition of his aptitude for business drew him, always diffident and 
reluctant, -away from research into the wider affairs of lis 
College and of his University. As a member of the Royal and 
Statutory Commissions, and in many other capacities, he did 
inestimable service to Cambridge, to science, and to education, 
and earned the honour and affection of a wide circle beyond his 
University and our Society.” 


Other Deceased Fellows. 

The president also referred to the deaths of Professor 
Noél Paton, who was among the first British physio- 
logists to investigate metabolic problems, and had more 
recently devoted many years of experimental study to 
the function of the parathyroid glands; of Sir Charles 
Tomes, the great pioneer in dental anatomy, who might 
be said to have founded the science of comparative dental 
histology; and of Professor Hans Gadow, for many years 
lecturer and reader in the advanced morphology of verte- 
brates in the University of Cambridge. 


David Ferrier Lecture. 

He announced that a sum of £1,000 had been presented 
to the Royal Society for the foundation of a lecture in 
memory of Sir David Ferrier. The intervals at which the 
David Ferrier Lecture will be given and the subjects with 
which it will deal will be determined later. 


Foulerton Professorships. 

Sir Ernest Rutherford mentioned that the late Professor 
Starling had been elected Foulerton professor in 1922, 
and had been responsible for a distinguished record <f 
research during his tenure of the chair. The council had 
recently decided to fill this chair by appointing Dr. Edgar 
Douglas Adrian, lecturer in physiology in the University 
of Cambridge. The president referred to Dr. Adrian’s 
distinguished record in the investigation of the physiology 
of the nervous system, and said that, during recent years, 
with the aid of apparatus, using the modern means of 
electrical amplification, he had been engaged in recording 
and analysing the minute changes which were transmitted 
from an excited peripheral sense-organ along the conduct- 
ing system of the nerves, and which resulted in some form 
of sensation. 

The sécond Foulerton professor, Dr. Archibald Vivian 
Hill, had been appointed in January, 1926, and had since 
then conducted an important series of investigations on 
the energy changes and physico-chemical processes involved 
in the measurable vital activities of muscle and nerve. 


‘*He has measured, for instance, with specially devised appa- 
ratus of extreme delicacy, the minute quantity of heat liberated 
in the passage of a wave of excitation along a nerve, and also 
the different factors concerned in the efficient muscular activity 
of man, as exhibited in the running of trained athletes. It is 
significant of the wide interest in these researches, to which his 
Foulerton professorship has enabled Dr. Hill to devote his whole 
time, that they have been published, largely in our own 
Proceedings, under the names of some sixteen investigators, who 
have come to work with him from seven different countries.” 


AnnvaL DINNER, 

The 266th annual dinner of the Royal Society was held 
in the evening at the Hotel Victoria, with Sir Ernesv 
Ruruerrorp in the chair. Sir Hoare, proposing 
the toast of ‘‘ The Royal Society,’’ mentioned that the first 
English scientific writer on the possibility of flight was 
Bishop Wilkins, brother-in-law of Oliver Cromwell, and 
one of the founders of the Royal Society. The Presipent, 
replying, referred to the recent celebration of the bicen- 
tenary of Captain Cook, whose first voyage resulted from 
the action of the Royal Society in presenting a petition 
to the King. Captain Cook’s second voyage was followed 
by his election as a Fellow of the Royal Society. The 
toast of The Guests’? was proposed by Sir Danres Harr, 
and the AncusisHor or Canrersury and Sir 
Moyniman responded. Sir Berkeley Moynihan said that 
the further advance of surgery depended entirely upon 
developments in science, though in many cases it was hardly 
possible to conceive the achievement of greater success 
than had now been won. : 
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unions, close co-operation now exists between the Poor Law re 
POOR LAW ADMINISBTR ATION. ; infirmary and the local voluntary hospital. Where provision is it 
not made in the former for acute ov surgical cases they are “ 
promptly transferred to the hospital. the cost of treatment there 
Anxuat Report or THE MINISTRY OF Heaure. being met ‘in a friendly way’ by an annual subscription he 
Aw extract! fromthe annual report of the Ministry of | from the guardians; no difficulty, on the other hand, arises as 
Health for 1927-28 containing the sections relating to the | a rule in transferring chronic cases from the hospital to the a 
administration of the Poor Law, together with the reports | infirmary. The medical staffs, it appears. also co-operate freely, pet 
of the general inspectors of the Ministry, has been issued The provision of increased accommodation is being under- be 
separately. ‘The full report, which did not contain ‘the | taken, amt the 
general inspectors’ reports, was the subject of a notice in | ° —- , he: 
more populous areas generally the standard of equipment and 
pod extract staffing in new infirmaries is being steadily raised, while many 
erest IN | extensions and alterations are being made to existing institu- be 
its bearing upon the Poor Law reform proposals now before | tiens. Consultants of the first rank ave being employed even up 
Parliament, and upon the important questions of hospital | more frequently than before, and it seems likely that this po 
; provision and of co-operation between voluntary and public | tendency will be accelerated by unification of control pro : 
&§ institutions. The report provides a valuable study of the | in the Local Government Bill. cos re 
é many problems connected with the administration of relief _ at 
and vagrancy, but its main feature, from the medical point 
of view, is the information it gives upon institutions and ‘ the 
LEAD TETRA-ETHYL IN MOTOR SPIRIT. | 
4 . . mu 
There is an impression in | quarters that’ a surplus Lxoviny Resv anc 
of accommodation exists in Poor Law institutions generally : MFETINGS OF THE CoMMITTFE of 
} in order to procure accurate information on this subject a Tue Departmental Committee which, under Sir Frederick tha 
Hi special return of the number of beds occupied and unoccupied, | Willis’s chairmanship, is investigating the use of lead to- 
i and of additional ‘‘ potential ’’ accommodation, was obtained | tetra-cthyl in motor spirit, resumed its sittings at the wat 
| early this year at a time when the pressure for accommodation, | Office of Works on December 3rd. It may be recalled in 
Health on April 2nd, and that, after holding four public Tin 
1] to the type to which they belonged. In the first group, con- | S*S!0MS; it issued an interim report (Cmd. 3159), in which Sa 
. sisting of institutions for the sick only (separate infirmaries and | it was stated that there were no reasons for prohibiting pois 
. sick asylums), there was a total of 37,500 beds, of which the use of ethyl petrol, so long as certain precautionary ? 
a 32.567 were occupied and 4,933 unoccupied. The margin of | measures were maintained. A summary. of the report inv: 
beds 1s 12 total, than | appeared in the Journal of August 4th (p. 219). defir 
la ls margin consisted of beds in special wards (for 4 ArmstroNG, F.R tect: 
wards). is therefore suggested in the report that ‘‘ so far Kensi mod 
. ensington, gave evidence, and, in reply to Sir FREDERICK 
it from its being the case that separate infirmaries can be relied sg said that as a chemist. he had paid special attention Si 
if 0 without extension to meet any shortage of hospital beds, pio poisoning by lead. chie@ly in paints. He had acted in that 
iF they wb a whole, . . . dangerously near the limits of the | defence of the use of lead in paints. having proved that no the 
ation the establishments commonly | jead was volatilied from paint during drying, and that the whic 
| ax general mized workhonse, the accommodation for the | objection eff arose frm se 
: excluding the specialized wards, comprised 41,611 occupied beds — drying, Prof 
i | : F owing to the oxidation of the oil. He had also studied the 
and 8,265 unoccupied beds, but it cannot be assumed that the ng for ; 
tire “ ld be the | action on living plant tissues of neutral liquids generally, 
i reception of acute slightly soluble in’ water, a class to which lead tetrethide 
eds were occupied, while | |,longed, and had called special attention to the danger attend- 
ied in the maternity ing the use of such liquids as solvents. His views on thie | 
1 ‘econ beds with | subject were summarized in an article he contributed to the 
excluding Pre the British Medical Journal on December 17th, 1921 (p. 1042). 
: y ard | held, that in view of the polity that had long prevailed in this 
and 193 | country. especially the action taken by the Home Office to 
‘Guns 2.060 of separate | qgiscountenance lead, a highly poisonous substance such as lead 
the general institutions 419. 162 ocravied in those of | tetrethide should never have been admitted into general use. 
belts and eds, the unoccupied | [ydustry should never have regarded the public use of such ops 
th substance as legitimate. He-also objected to the use of the aj 
thee In Fast A the points | terms ethyl gasoline and ‘‘ ethyl petrol as misnomers and 
ematy beds th dict it is stated, the speciously misleading. Tetrethide was not the only means of 
wad are | improving the quality of low-grade petrol, and there was 
i} ‘dangerously low.” It is also pointed out that each institu. special need for its introduction he proportion Beans in partic 
Sin base it ordinary petrol might be small, but large proportions were to b 
furth Ng as it cannot refuse any reported to have been used in motor racing. The tendency 
nat, subdivision, each | of the motor industry was to work at higher pressure ratios, 
ff i Be the « - 4 margin, so that the total is consider- | and it was to this possible large future use of the tetrethide aaeer 
! able. F ie — time, the general inspector observes that | that he took special exception. a In the 
if all institutions in each Professor Armstrong went on to say that he had studied Gad 
this ten Which 3 ea A rw authority. The inspector for | with care the evidence given to the Committee by Dr. Edgat aw 
only is these states that in the metropolitan | (see British Medical Journal, May 5th, p. 770), but le oy 
i may ewe, but th hee of available beds in the Poor | }jelieved the evidence from the American experiments to Sur ( 
| accommodation is often | of Jittle value, because the attention there had been almost mera 
end of arrangements | entirely directed to the discovery of evidence of lead poisoning 
1B | which the general hospital ria ge as long-standing fractures | ‘The action of the tetrethide, whose primary poisonous effet i ust 
‘tals for may be made available | should be that of a neutral liquid, not that of a compoum 
ie | es aren 1e Instruction of medical students. | acting through the lead it contained, was in no way comparable on to 
Discussing the question of co-operation betw: ] four p) 
: ween voluntary | with that of a lead salt, and this aspect had received little, 
icspitals and Poor Law institutions, the inspector suggests that | ; i ics server's stion ‘Pecific 
such co-operation in any form at present advanced if any, attention from the American observers. The questi smpto 
contains at ic answer ras whether it 
i least two fatal defects; an arrangement by which the general the public needed d ngat Profe 
i hospital took only acute cases, leavi th 8s desirable that the well-known but often disregarde ang lead 
dh e more chronic cases arising from exhaust gases should in any way be increa the 
of w hospitals, would, he believes, lower the | in gravity by the addition of lead to the fumes. It was 4 — 
standard of these institutions, and would also make it i i : hationa| 
or Sa this-c make it impossible | question of public policy. Why, when we were seeking oF 199] 
to note that. accordin rad th mr app ye it is interesting purify our atmosphere, should we add to the air a_ poisonous ut lea, 
Belfordshire kel the general mspector | dust to serve private ends? He criticized the American expeth 
Northamptonshire and Oxfordshi ar - “aa Buckinghamshire, | ments on the effects of the use of ethyl gasoline upon humal Commit 
ire, In the majority of the | beings on the ground that the evidence sought for Rock 
! Administration of the Poor Law, London: H.M. Stationery ~— | lead poisoning and the ingestion of lead. It was stated th 
: HLM. Office, ead poisoning g 
through any boo’ 1928. 1s. net. | none of the individuals examinad showed injury to heal 
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resulting in any way from ethyl gasoline. But what symptoms 
of injury were looked for? If there was no injury to health 
it meant that the exposure to the fumes was so slight as to 
be of no account, for petrol vapour was inimical to health when 
constantly inhaled. A vast amount of trouble seemed to have 
been taken to carry out experiments proving nothing. | 

What the precise behaviour of the lead tetrethide would be 
was not yet clear. He showed the result of an experiment in 
which the substance had acted destructively on a leaf, like 
any similar neutral liquid. At first, wont an Ma it would act 
by disturbing osmotic balance and protoplasmic continuity. 
When decomposed the first change would probably be into 
lead triethyl hydroxide, but he did not think this would act 
specifically as a lead poison, and consequently the symptoms to 
be sought for were not those of lead poisoning. He commented 
upon ‘‘a strange neglect’ by the medical profession of the 
poisonous effect of neutral vapours. Owing to the mishaps early 
in the war to workers applying varnishes to various fabrics, 
recautions had been taken of late years to avoid this danger, 
bat it was not sufficiently before the public. 

Professor Armstrong concluded his main evidence by saying 
that he was no alarmist, but he had been all his life a student 
of the remarkable effects on chemical change produced by 
minute impurities; he knew that these could be very great, 
and he viewed with consternation the increase in the amount 
of the metallic poisons in public use, circulated in such a way 
that they constantly entered into food. Lead was everywhere 
today, owing to the use of leaden pipes in conveying soft 
water. In this i. London suffered less than many places 
in the provinces, because it was blessed with a hard-water 
supply. Arsenic and copper .were creeping in everywhere, 
owing to their use in agriculture as fungicides and insecticides. 
Tin came in from canned goods. It might be that the 
increasing incidence of cancer was connected with metallic 
poisons. Boric acid, which had never been shown to be harmful 
to more than a few sensitives, was not allowed, although an 
invaluable preservative of food. Why should lead tetrethide, 
definitely very poisonous, be allowed with the object of pro- 
tecting petrol, a far less worthy object of protection than food? 
He pleaded for a scientific policy in these matters, either a safe 
moderation or a uniform prohibition. 

Sir GeorGe BucHanan, a member of the Committee, remarked 
that in the matter of lead paint, and also of food preservatives, 
the Government departments concerned had taken a policy to 
which Professor Armstrong had been rather opposed; _ Hone 
their policy was one with which he might have been expected 
to agree, and yet he was in opposition again. Would not 
Professor Armstrong admit that this material had been used 
for a long time in the States, and had been the subject of 
some painstaking medical investigations there ? 

Protessor ARMSTRONG replied that the inquiries conducted in 
the States had been imperfectly thought out, and in no way 
afiorded the evidence needed to show that even when used 
m small proportion petrol mixed with lead tetrethide was a 
safe fuel if used at all carelessly. In reply to Sir Witi1aM 
Wittcox, he expressed the opinion that very careful observa- 
tion should be made during the next few years as to any 
symptoms of the kind not erdinarily associated with lead 
Eeening which might arise from the use of this material. 
¢ agreed with Dr. W. E. Drxon, who put a question to him 
on the subject, that the lead absorbed through petrol was 
probably negligible in comparison with the common use of lead 
in other ways, but it might easily not be so if tetrethide came 
largely into use. He was told that in Italian trials the pro- 
portion reached 7 per cent., and although these might be said 
to be controlled conditions, it might happen—in the event of 
war, for example—that the substance would have to be handled 
der uncontrolled conditions. Dr. Dixon pointed out a fallacy 
in the witness’s analogy from boric acid. A preservative in 
food had to be eaten with the food, all of it, but there. was 
ho such necessary absorption of this liquid into the system; 
indeed, the effort of all concerned was to prevent its absorption. 
Sir CHartes Martin thought that the report of the Surgeon- 
General’s department in the United States on the health of 

selected persons employed in garages and in other lead 
industries, and controlled persons, was the result of a very 
‘tlous examination, and one which called for a fine organiza- 
ion to carry out. Each person was examined for two hours by 
four physicians, and only a portion of the examination was 
Specifically directed to the detection of possible incipient 
ymptoms of lead poisoning. 

Professor ARMSTRONG, however, still maintained that it was 
kad poisoning for which they sought. People went rabid ‘on 
the lead * bogy.’”’ M. Thomas, the director of the Inter- 


tational Labour Office, during the Labour Conference at Geneva 
n 1921. in which the witness participated, ‘‘ could see nothing 
but lead for a whole month.” 4 

After Professor Armstrong had concluded his evidence the 
ommittee, in a private session, received évidence from Dr, 
‘Roche Lynch, senior official analyst to the Home Office. 
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MEDICAL MEMBERS OF LOCAL PUBLIC BODIES. 


Tue following list contains the names of medical practi- 
tioners known to be serving as members of local authorities, 
or subsidiary public bodies, in Great Britain. Units are 
arranged in the classes to which they belong (county 
councils, county borough councils, urban district councils, 
etc.) in alphabetical order, with memberships of special 
committees containing a co-opted element, as in education 
and maternity and child welfare committees, shown under 
the parent body. Where possible, in the case of councillors 
and aldermen, membership of important committees and 
joint authorities is indicated. Addresses given are in- 
tended merely to identify the individuals concerned, and 
are not necessarily complete. It will be observed that. a 
considerable proportion of those whose names appear in 
the list are members of more than one public body, and 
it is also interesting to note that in a number of the 
boroughs medical men are serving as mayors, while in 
Scottish towns several are burgh magistrates. The informa- 
tion embodied in the list has been received in response 
to a request published in the Journal during the past few 
weeks; it is probably far from complete, but serves to 
show that medical men and women are participating 
actively in the administration of about ninety local govern- 
ment bodies in various parts of the country, notably among 
the more important authorities. 


ENGLAND AND WALES. 
County CouncitLs. 

Cambridgeshire —Dr. J. H. C. Dalton, Cambridge (Alder- 
man), Dr. J. W. Ellis, Swavesey (Alderman), Dr. W. H. 
Bansall, Cambridge, Dr. R. Ellis, Cottenham. Co-opted 
members of committees: Dr. J. R. C. Canney, Cambridge 
(Midwives Acts, and Maternity and Child Welfare), Dr. E. D. 
Adrian, Cambridge (Mental Deficiency), Dr. C. M. Stevenson, 
Cambridge 

Cheshire, Dr. H. E. Bower, Stretton {also Member, Mental 
Deficiency Acts Committee, Chester Asylum Committee, etc.). 
Dr. R. 8. Hardman, Cheadle Hulme. 

Denbighshire.—Dr. W. Herbert, Henllys, Llangollen 
(Chairman, Mental Deficiency Committee). 

Derbyshire.—Dr. G. G. Macdonald, Matlock (Alderman). 

Dorsetshire-—Dr, C. Grey-Edwards, Parkstone, and Dr. 
Oswald Rees, Abbotsbury. 


Child Welfare Committee ; Dr. K. J. Aveling, Watford. 

isle of Ely.—Dr. A. W. Marrison, Manea, March (Member, 
Education, Public Health, Maternity and Child Welfare, Mental 
Deficiency, etc., Committees). 

Lancashire.—Member of the Education Committee, Area 
No. 1: Dr. T. F. Forster, Dalton-in-Furness. 

London.—Dr. Stella Churchill, Chiswick. 

Northumberland.—Dr, A. 8. Hedley, Rothbury. 

North Riding of Yorkshire.—Dr. A. 8. Robinson, Redcar. 

Pembrokeshire.-—Mr. P. A. Lloyd, F.R.C.S., Haverfordwest. 

Warwickshire.—Dr. E. N. Nason, Nuneaton (Member, War- 
wickshire and Coventry Joint Committee for Tuberculosis; 
Chairman of the Sanatorium Committee). 

West Riding of Yorkshire.—Dr. T. D. Poole, Linthwaite, 
near Huddersfield. 

West Sussex.—Dr. H. J. M. Millank-Smith, Worthing. 

Wiltshire.—Co-opted members of the Public Health Com- 
mittee (Maternity and Child Welfare) : Dr. C. E, 8. Flemming, 
Bradford-on-Avon, and Dr. F. F. Bond, ‘Trowbridge. 
W orcestershire.—Dr. F. W. J. Coaker, Bromsgrove (Chair- 
man, Administrative Health Committee). 


County Boroucn Covuncizs, 
Birmingham.—Dr. W. B. Featherstone, Wylde Green, Dr. 
L. L. Hadley, Acocks Green, Dr. Wilson Hind, 106, Hagley 
Road, Dr. J. J. Robb, Bourneville. 
Blackburn.—Member of the Education Committee : Dr. Jeffrey 
Ramsay, 53, Preston New Road (Representative of the Victoria 
University of Manchester). 
Bournemouth.—Dr. Walter Asten, Braidley Road (Vice- 
Chairman, Health Committee; Member, Education, Maternity 
and Child Welfare, Tuberculosis, etc., Committees). 
Brighton.—Dr. Henry Gervis, Stanford Avenue (Alderman). 
Bristol.—Dr. E. J. Ball, Health Com- 

i : Dr. Lionel Page, Tyndall’s Park. 
i : Member, Education Committee). 
ye rte T. A. B. Soden, Queen’s Road (Alderman ; 
Chairman, Public Health Committee ; Member, Education, and 
Maternity and Child Welfare Committees). 


Hertfordshire.—Co-opted member of the Maternity and — 
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MEDICAL MEMBERS OF LOCAL BODIES, 


} Tar 
Mepican Jovuamas 


— 


Derby.—Co-opted member of the Maternity and Child 
Welfare Committee : Dr. C. E. Potter. 

Ipswich.—Dr. J. R. Staddon (Alderman; Chairman, Mental 
Deficiency Committee). 

Norwich.—Dr. G. 8. Pope, Heigham Hall (Alderman; Chair- 
man, Health, and Maternity and Child Welfare Com- 
mittees, sor 

Ozxjord.—Dr. H. T. Gillett, Dr. William Stobie (Sheri‘). 
Co-opted members of the Mental Deficiency Committee : Dr. 
Edwin Morton and Dr. A. G. Gibson. 

Portsmouth.—Dr. P. H. Green, Mile End, Dr. M. H. Way, 
Southsea, Dr. A. B. Wright, Southsea. 

Preston.—Dr. T. H. C. Derham (Alderman; Vice-Chairman, 
Public Health Committee; Member, Maternity and Child 
Welfare Committee). Dr. F. W. Collinson (Member, Public 
Health, and Maternity and Child Welfare Committees). 

South Shields.—Dr. E. H. Gibbon, Laygate (Alderman). 

Stoke-on-Trent.—Member of Education Committee: Mr. 
Harold Hartley, F.R.C.S. (Representative of the Victoria 
University of Manchester). 

Sunderland.—Dr. I. G. Modlin (Mayor). 

Walsall._—Dr. E. P. Drabble, Bloxwich (Member. Health, 
and Maternity and Child Welfare Committees). Dr. J. F. 
O'Meara (Member, Health, and Maternity and Child Welfare 
Committees). 

West Ham.—Co-opted members of the Maternity and Child 
Welfare Committee: Dr. H. S. Beadles, Romford, and Dr. 
P. I. Watkin, Cumberland Road, E.13. 

‘ Worcester.—Dr, Arthur Foster, 85, Ombersley Road. 


Non-County Boroven Covuncis. 

Bishop's Castle.—Dr. John Adams. 

Brighouse.—Dr. James Wood (Member, Brighouse Joint Hos- 
pital Board). 

Buzxton.—Dr. C. W. Buckley (Alderman). 

Daventry.—Dr. J. C. O'Rafferty { Alderman). 

Henley-on-Thames.—Dr. W. J. Susman (Deputy Mayor). 

Heywood.—Dr. George Geddes (Vice-Chairman, Education 
Committee; Member, Health Committee). 

Inuton.—Co-opted member of the Maternity and Child Welfare 
Committee : Dr. J. W. Bone. 

Nuneaton.—Dr. L. E. Price (Mayor; Chairman of the Health. 
and Maternity and Child Welfare Committees ; Member of the 
Education Committee). Co-opted member of the Education 
Committee : Dr. E. N. Nason. 

Poole.—Dr. J. R. MacMahon, Parkstone (Member, Health 
Committee). Dr. E. O. Scallon, Parkstone (Member, Health, 
and Maternity and Child Welfare Committees). Dr. Charles 
Grey-Edwards, Parkstone (Member, Health, and Maternity and 
Child Welfare Committees). 

Redcar.—Dr. A. 8. Robinson, Oulton. 

Watford.—Dr. W. P. Porter (Chairman, Maternity and Infant 
Welfare Committee). 

Worthing.—Co-opted member, Maternity and Child Welfare 
Subcommittee : Dr. H. J. M. Milbank-Smith. 


Metropouitan BorovGcu Councits. 
City of London.—Court of Common Council, Colonel R. J. 
Blackham.. 
Hampstead.—Dr. S. Monckton Copeman, F.R.S. 
Kensington.—Dr. Henry Robinson (Mayor and Alderman). - 
Stoke Newington.—Dr. L. M. Ladell. Dr. H. M. Churchill. 


Ursan District Councits. 

Aberzychan (Monmouthshire).—Member, Maternity and Child 
Welfare Committee; Dr. R. J. S. Verity, Garndifiarth. 

Beckeriham (Kent).—Dr. J. H. Bennett (Vice-Chairman, West 
Kent Joint Hospital Board; Member, West Kent Main Sewerage 
Board, Higher Education, and Maternity and Child Welfare 
Committees). 

Brentwood (Essex).—Dr. A. J. Gibson, Dr. C. J. L. Mansel. 

Bromsgrove (Worcestershire).—Dr, F. W. J. Coaker. 

Brownhills (Staffordshire).—Dr. James Stewart, Walsall Wood. 

Castleford (Yorkshire).—Dr. L. H. Butler. 

Crediton (Devog).—Dr. George Rice (Chairman, Public Health 

Egham (Surrey).—Dr. J. W. Bird, Egham Hill (Chairman). 

Hanley (Yorkshire)—Dr. W. H. Smailes (Vice-Chairman, 
Highways and Sanitary Committee). é: 

Neston and Parkgate (Cheshire).— Dr. George Gunn, Neston. 
_Newton-in-Makerfield (Lancashire).—Dr. alter Latham, 
Newton-le- Willows. 

Seaford (Sussex).—Dr. C. B. Gervis, Shepway (Chairman). 

Wimborne (Dorset).—Dr. B. R. Parmiter (Chairman). 

Ware (Hertfordshire).—Dr. W. G. Stewart (Chairman). 

Windlesham (Surrey).—Dr. H. Athill Cruttwell, Bagshot 
(Chairman). 
Rurat District Councits. 


Godstone (Surrey)—Dr. A. P. Luff, Limpsfield. 
Hoo (Kent).—Dr. J. A. Shaw. 
Llandilo Fawr (Carmarthenshire).—Dr, Joseph Shibko, 


Llandebie. 


ey (Devon).—Dr. Alfred Turner. 
Solihull (Warwickshire).—Dr. C. R. Lunn, Olton. ° 


Boarps OF GUARDIANS. 

Bournemouth and Christchurch (Hampshire).—Dr. F. §, 
Coleman, Bournemouth. 

Corwen (Merionethshire).— Dr. W. W. Herbert, Llangollen. 

Hoo (Kent).—Dr. J. A. Shaw. 

Llandilo Fawr (Carmarthenshire).—Dr. Joseph Shibko, 
Llandebie. 

Plympton (Devon).—Dr. Alfred Turner. , 

Rochford (Essex).—Dr. R. A. 8. Sunderland, Southend. 

St. Marylebone (London).—Dr. Eleanor Lowry, 4, Devonshire 
Place, W. 

Solihull (WarwicRshire).—Dr. C. R. Lunn, Olton. 


ParisH Councm. 
Thorne (Yorkshire).—Dr. C. Derwent Walker. 


SCOTLAND. 
County Councits. 

Bute.—Dr. J. H. Paul, Millport. 

Clackmannan.—Dr. E. E. Dyer, Alloa (Chairman, Tuber. 
culosis Committee). 

Town Covuncits. 

Edinburgh.—Dr. T. G. Nasmyth, Morningside (Bailie; 
Member, Public Health Committee). 

Kingussie.—Dr. Felix Savy (Convener, Public Health Com- 
mittee). 

Laurencekirk.—Dr. J. C. M. Matheson (Convener. Public 
Health Committee). 

Paisley.—Dr. W. H. Gibson (Bailie). - 

Sanquhar.—Dr. J. K. Dunlop. 

Tain.—Dr. E. K. Mackenzie (Bailie; Member, Ross and 
Cromarty Tuberculosis Committee, and Joint Hospital Com- 
mittee). 

Epvcation AUTHORITIES. 

Aberdeenshire.-—Dr. Alexander Hendry, Ballater (Convener, 
Medical Inspection and Treatment Committee). 

Selkirkshire.-—Dr. E. M. Tyrrell, Galashiels (Chairman). 

ParisH Counci. 

Tain (Ross-shire).—Dr. E. K. Mackenzie. 


France. 


[From Ovr Own CorresronDENT.] 


The Social Insurance Law. 
Ir is with a sense of great relief and gratification that 
the profession at large is given to understand that unity 
prevails again among us. The old Union of the Medical 
Syndicates and the young Federation are joining in 4 
single confederation. We earnestly hope for the best; may 
a true confraternal spirit inspire the very important 
decisions which have to be faced. There is no doubt that 
there is no more time to be lost in speeches; it is action 
that is needed. The law organizing compulsory medical 
insurance has passed through Parliament in such a shape 
that even its promoters consider it as stillborn. But the 
principle ‘has been voted, and it tends towards turning 
nearly every practitioner into a State official, whose hands 
are bound with red tape. Such a situation has at last 
been fully realized by the profession, and has done more 
than anything else to bring them all under the same colours 
of revolt. A well-known politician, speaking in his capa- 
city as a member of the Government, says: “‘I care nothing 
about the criticisms of the medical syndicates nor of 
their threats. . . .”? It is now our duty to act so that he 
shall care. As a matter of fact, the tendency is to convert 
the practice of mediciné in France into a State monopoly, 
to do with all forms of education what has been done ™ 
the past with tobacco and matches! This is what we aré 
uniting to oppose. 
B.C.G. 

The present discussions at the Academy of Medicine 
remind our elders of the heroic times when Pasteur h 
to fight for his new gospel. On October 23rd Calmette gavé 
evidence in the case of a mining district in Northern France 
where every child had been vaccinated at birth. The 
general death ratg fell to 3.5 per cent., against 8.8 per cent. 
in the rest of the country. Professors Bernard, Debré, 
and Lélong ‘have noted the effect of cuti reaction in 104 
infants vaccinated and separated from all possibility of 
infection. ‘he_reaction proved positive in 50 per cent. 0 
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the cases, proving, according to them, the validity and 
the efficacy of the method of Calmette and Guérin. But 
M. Ligniéres, who is a member of the veterinary section of 
the learned Academy of Medicine, is far from being con- 
vinced, and bases the whole of his argument on the case 
of the young Denise.! ‘‘ This child was infected with 
B.C.G.,”’ says he, ‘‘and here is the proof.’’? ‘‘No,’’ replies 
Calmette, ‘‘ but by Koch’s bacillus,’? and he recalls the 
110,000 vaccinations of infants which have proved to be 
harmless and, as statistics show, efficacious. Dr. Le Lorier 
supports the same views, and relies on his experience 
gathered from the 450 B.C.G. vaccinations carried out 
in his wards at Hépital Boucicaut in Paris. Professor 
Léon Bernard comes to the rescue, quoting the conclusions 
of the special Commission of the League of Nations. The 
last word is said by Professor Roux: from these investi- 
gations we are convinced that great progress is being 
realized. There is no doubt that the Academy of Medicine 
is all on the side of Calmette, but surely opposition and 
discussion are necessary in a question of such immense 
mportance. Dr. Renault, in a most diplomatic sentence, 
described M. Ligniéres not as an adversary, but as a 
“partisan modéré.”? The discussion is to be continued; 
may it be serene though passionate! 


Yellow Fever. 

At the Académie des Sciences Professor Calmette read an 
important note concerning the fight against yellow fever. 
Mr. Roubaud, following the experiments of Bacot, the 
British member of the Yellow Fever Commission, supports 
the view that the stegomyia does not lay eggs in pure 
water. It appears that the process of treating polluted 
water with chlorine (known in France as verdunisation) 
may prevent the hatching, and therefore this might prove 
& practical way of destroying the mosquito. It is by these 
nieans that the epidemic in Dakar this year was controlled. 
At the same time typhoid and amoebic dysentery should 
be checked, and this simple method devised by Colonel 
Bunau-Varilla may prove to be life-saving on a large scale. 


Specialis:s in France. 

There is a strong movement towards some form of regu- 
lation as regards specialization. At the present time any 
registered practitioner may call himself a specialist in any 
branch of medicine. The public should be protected and 
be allowed to judge competence by some other means than 
the larger fee he has to pay. Our administration is con- 
sidering the possibility of awarding certificates after special 
examinations. This is very much against tradition, but 
seems to protect the interests of the earnest specialist and 
of the patients. Such regulations exist in Hungary and 
in Czechoslovakia. In Germany the situation is controlled 
by the union of practitioners; three or four years of special 
post-graduate studies are required to make a specialist. 
Among the larger countries Great’ Britain and France 
stand together for perfect and dangerous freedom. The 
story is told of a French doctor, starting his career as 
an accoucheur, whose only qualification was having been 
ploughed seven times in succession at his final in obstetrics, 

G. Monon. 


Anion of South Africa. 


[From our CoRRESPONDENT IN PRETORIA.] 


Hookworm Among Rand Miners. 
ANKYLosToMIASIs is becoming a serious problem on the 
Witwatersrand gold mines, and an agitation has been set 
on foot for making it a compensatable industrial disease. 
Greatly exaggerated statements have, however, been made 
by a section of the Labour party in their efforts to attain 
this object. The position briefly is that the deeper levels 
of most of the mines, where ideal conditions of warmth, 
moisture, and darkness obtain, have become infested by 
the native employees brought from Portuguese territory 
along the east coast. This region is tropical and is 
badly infested with hookworm. ‘There are approximately 
100,000 of these east coast natives working on the Rand 
gold mines—that is, they represent about half the total 
complement of native workers. A large number of faecal 


‘See British Medical Journal, November 24th, 1928, p. 950. 


examinations made at random indicated that about 50 per 
cent. of the east coast boys (the generally accepted designa- 
tion of a native worker) arrive on the mines harbouring 
the parasite. These boys tend to rid themselves of the 
infection after arrival on the mines without any treat- 
ment. Examinations of untreated east coast boys who had 
worked on the mines for from four to six months showed 
that the infection had dropped from 50 per cent. to some- 
thing in the neighbourhood of 15 to 20 per cent. This is 
readily comprehensible from the history of the worm, if 
it is assumed that reinfection does not occur. The curious 
fact, however, is that European miners working under the 
same conditions underground tend to contract the disease. 
Since, under similar conditions, the native worker tends to 
rid himself of the disease and the European worker Lo 
acquire it, the only obvious explanation appears to be that 
the European skin is more penectrable or attractive to 
larvae than the Bantu skin. 

An investigation made by the Union Health Department 
last year showed that, apart from the Zululand and Natal 
coasts (in which regions the heavy infestation of the 
Portuguese east coastal zone tails off), infection is very 
unlikely to occur anywhere in the Union on the surface. 
All European mine workers found to be harbouring the 
parasite may, therefore, be assumed to have become in- 
fested underground. In November, 1926, cases were 
detected among European miners by the Miners’ Phthisis 
Medical Bureau at its routine examination of all European 
miners, which takes place at intervals not exceeding six 
months. Since that date and up to the end of last 
September, 309 cases among Europeans have been detected, 
either as the result of the periodic examinations by the 
bureau or by examinations made in the research laboratory 
of the Rand Mines, Limited. It is improbable under 
present conditions, with medical officers along the reef 1 
the alert, that many cases among Europeans escape detec- 
tion. The procedure at the bureau since November, 1926, 
has been to issue advisory letters to such miners as appeared 
to be suffering from noticeable anaemia, advising them 
to consult their own doctors, with the suggestion that the 
condition might be due to hookworm. The mine chiefly 
affected is the City Deep, which employs over 1,000 
Europeans. Of the 209 cases, 222 were among miners 
working on this mine at the time their condition was 
detected. 

On October 14th a deputation from the South African 
Mine Workers’ Union to the annual provincial conference 
of the Labour party in Johannesburg solicited the party’s 
support in the effort being made to have hookworm declared 
an occupational disease, and so carry compensation. The 
deputation stated that the scourge of hookworm was 
sweeping the Rand mines, that on the City Deep above 
75 per cent. of the white underground workers were 
affected, and that the cure was worse than the disease. 
The president of the Mine Workers’ Union stated that the 
cure for the disease had such severe effects on the human 
system that in 99 per cent. of cases some other ailment was 
left after the cure had been completed, saying that he would 
rather die than be cured in the way some of these men had 
been cured; they were left useless physical wrecks, able to 
do nothing. Another executive officer of the union said 
that hookworm disease was worse than phthisis. He also 
affirmed that the cure was far worse than the disease, and 
was dreaded by the sufferers. The conference undertook 
to have the matter dealt with by the parliamentary caucus 
of the Labour party, and appointed a parliamentary 
deputation to accompany Mine Workers’ Union repre- 
sentatives to interview the Minister of Mines and the 
Minister of Health. 

Dr. A. J. Orenstein, superintendent of sanitation, Rand 
Mines, Limited, in a press interview the following day, 
denied the allegation that the disease was spreading. In 
the fifteen months during which they had been combating 
it the incidence had considerably decreased. To say that 
the cure was worse than the disease was manifestly in- 
correct. The cure normally took four weeks; it was 
unpleasant, but it had no ill effects and did not induce 
any other complaint. The answer to the assertion that it 
was worse than miners’ phthisis was that death from hook- 
worm was a rarity. With regard to the demand that the 
condition be declared an occupational disease, he said that 


we 


8, 
on. 
q 

hire 

ilie; 
‘om- | 
ablic 
and 
“om- 
ener, 
| 

more | 

capa 

thing 
at he 3 
nvert 
ypoly, 
ne | 
e are 
licine 
had 
gave 
rance 
cent. 
yebré, 
n 104 
ty of 
nt. of 


SCOTLAND. 


[ Tre Barris 
MEDICAL JOURNAL 


1060 Dec. 8, 1928] 


all men laid off with the disease were given ex gratia 
half-pay, as they would if the disease were officially an 
occupational one. Moreover, to relieve the strain on the 
benefit societies, all medicine and hospital expenses were 
paid. All places underground where infection was possible 
were now being treated with salt. This had caused a great 
decrease in the incidence of the disease. 


The New Union Medical Council. 

With the publication of the result of the poll the forma- 
tion of the first Medical Council of the Union of South 
Africa was completed, and the Council met for the first 
time on October 22nd in Pretoria. The ten medical 
members elected by the profession are: Dr. W. Darley- 
Hartley, for many years editor of the South African Medical 
Record (who headed the poll), Sir F. Spencer Lister, Drs. 
D. J. Wood, R. P. MacKenzie, A. W. Sanders, M. R. 
Drennan, C. Porter, W. T. F. Davies, A. McKenzie, and 
S. M. de Kock. Dis. A. W. Watt and J. van Niekerk, 
both resident in the Transvaal, received more votes than 
Dr. de Kock of the Orange Free State, but could not be 
given seats, as four Transvaal members had already been 
elected; it is laid down that not more than four medical 
practitioners who are members of the Council shal! be 
ordinarily resident in any one province of the Union. The 
distribution of the elected members among the four pro- 
vinces is as follows: Transvaal 4, Cape 3, Natal 2, Orange 
Free State 1. Previous to the election an official Associa- 
tion “‘ ticket ’? had been formed by the Federal Council of 
the Medical Association of South Africa (B.M.A.) by the 
simple process of asking every Branch to nominate candi- 
dates. The principle of such a ticket was severely criti- 
cized by a certain section of the profession. The fifteen 
names of practitioners nominated by Branches were sub- 
mitted by the Association for the guidance of the profes- 
sional electorate. Six of these headed the poll and eight 
in all were elected to the Council, only two practitioners 
not on the original ticket succeeding in obtaining election. 
The dental members of the Council elected by the dental 
profession in South Africa are Messrs. Walter Floyd, 
Clay J. Bullis, and B. M. Hunter. The nursing profession 
returned as its members Miss Alexander and Mrs. Bennie. 
The two cx officio members of the new Council are Dr. 
J. A. Mitchell, Secretary for Public Health, and Dr. J. T. 
Dunston, Commissioner for Mental Hygiene. The members 
nominated by the Minister of Public Health are: medical, 
Dr. A. J. Stals, M.L.A., and Dr. H. E. Fernandez; 
dental, Mr. J. A. Stegmann, L.D.S.; lay, Messrs. EK. W. 
Douglass, K.C., and W. H. Rood, M.L.A. The University 
of the Witwatersrand is represented by Professor J. Watt, 
and the University of Capetown by Mr. E. B. Fuller, 
F.R.C.S.Kd. 

The First Session. 

The Council was formally inaugurated by the Rev. Dr. 
D. F. Malan, Minister of Public Health, who remarked that 
he was in a certain sense a member of the medical profes- 
sion because, as Minister of Public Health, he had assisted 
at the birth of the Act. Dr. Davies later, in warmly thank- 
ing him for his encouraging address, remarked that the 
Minister had honourably maintained the traditions of the 
profession as accoucheur in this capacity. 

No measure, said Dr. Malan in his opening address, 
had ever had a more chequered career in the history of 

South African legislation, or had encountered more diffi- 
culties in its passage through Parliament. It was seven 
years after Union before any attempt. was made at con- 
solidating the medical laws of South Africa, and from 

1917 onwards the bill which had now- become law had 
figured on the order paper. ‘The measure had; however, 
eventually reached ‘the statute-hook with practically the 
unanimous support of all parties in Parliament; and the 
profession and the country generally were to be congratu- 
lated. He particularly welcomed.the two lady members 
of the Council. From the beginning of the world the 
burden of the care of the sick had fallen on the feminine 
section of humanity, and the time had come when men 
could no longer regard their presence on governing bodies 
as an encroachment on male prerogatives. Women had 


come to stay, and he could not visualize any future medical 
council without women members. Dealing with the delays 


in the passage of the reforms introduced by the Act, Dr, 
Malan said these had caused great inconvenience to the 
Government departments administering public health, as 
well as injustice to the profession, and had allowed a 


number of abuses to become so entrenched that it became 


difficult to eradicate them. But there were corresponding 
advantages. It enabled the bill to be subjected to a close 
scrutiny by Parliament, by the professions affected, and 
by the public, such as few legislative proposals ever 
received. This resulted in the elimination of defects which 
might otherwise have escaped notice. Indeed, the Act in 
its present form was so highly thought of that practically 
without, amendment it would be applied to the mandated 
territory of South-West Africa by proclamation from 
January Ist next, while the Government and Parliament 
of Southern Rhodesia had taken it over with a few minor 
adjustments to meet local requirements and conditions, 
While it was true in some respects that the Act was one 
for the protection of certain professions and callings it 
would function primarily in the interests of the public 
generally. It was impossible to maintain the high standard 
of efficiency, of moral character, and action required of the 
medical profession unless it was properly protected and had 
a governing body to exercise discipline. The Medical, 
Dental, and Pharmacy Act could justly be regarded as the 
Magna Charta not only of the medical profession, but of 
the public, for Parliament had thought fit to have the 
general public represented on the Council by two lay 
members. He hoped, in conclusion, that they would look 
on the Act in that light, and that they would be worthy 
of the great trust imposed on them, and assured them of 
his deep personal interest in their work. After due acknow- 
ledgement of his stimulating address the Minister with- 
drew. Dr. W. T. Davies was unanimously elected president, 
and Dr. S. M. de Kock vice-president, of the Council. 


Scotland. 


Health of Scotland. 

Dr. Wim Rosertson, medical officer of health for 
Edinburgh, on November 28th, gave a popular lecture 
upon ‘ Some. points in public and private health.’’ He 
said that our forefathers bequeathed to us wretchedly 
planned .communities with narrow streets lined by il- 
assorted buildings, erected in more or less haphazard 
fashion. Some two hundred years ago there were no 
dramage systems, and no water-supplies save those provided 
by wells, which were often so greatly polluted that they 
disseminated widespread epidemics of enteric fever and 
cholera; there was no scavenging system worth mention- 
ing, and domestic animals often shared the homes of the 
citizens; there were no fireplaces in the houses of the 
poorer classes, and no carpets or linoleums. Straw littered 
the floors, ‘and became the breeding-places of vermin and 
the dumping-ground of household refuse. We were now 
trying to erase the blots which had been left behind, and 
before another century had passed this country would have 
advanced much further in its fight against disease, dirt, 
overcrowding, and bad housing conditions. The men, 
women, and children of two hundred years ago were con- 
stantly menaced by the multiplicity of dangers against 
which the citizens of the present day found themselves 
surrounded by innumerable safeguards, No one could 
say that there was not still room for improvement, but 
preventive medicine could not be forced upon the indi- 
vidual, who must be educated to lend a hand in the all- 
round social uplift now occurring. The glaring physical 
defects revealed by the critical examination of the manhood 
of the country which had been rendered necessary by ’he 
reat war substantiated the arguments of those who in- 
sisted that the conditions of living had not been conducive 
to building up an Al population. The infantile mortality 
figures of two hundred years ago showed that 250 to 500 
children died out of every 1,000 born, but the figure had 
now been reduced to 80 per 1,000. Notification of births, 
armié¢s of health visitors, toddlers’ playgrounds, play 
centres, convalescent homes, and sick children’s hospitals 
all functioned in building up healthy children and ™ 
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curing any who developed disease. There were now well- 
appointed schools with abundance of light and veutilation ; 
there were facilities for recreation which made school life 
congenial and interesting, and every school had its physical 
instructors. All these factors were advancing the well- 
being of the boys and girls who would, in the near future, 
grow up to be men and women of much higher physical 
standards than had prevailed in the past. Those who had 
laboured at the present day under what might be called 
ideal conditions of airy workshops with good light, ventila- 
tion and welfare supervision might consider themselves 
fortunate. For the adult population we wanted good 
wages, good food, and good housing. Efforts must be made 
to persuade the people of this country that high prices 
did not necessarily bring the best food values. Headway 
was being made in this direction; many persons were 
learning the lesson that heavy feeding was a failure from 
the standpoint of benefit to health, and that simple fare 
in moderate quantity and suitably combined would improve 
health and prevent the onset of disease. Well-planned 
houses surrounded by plots of open space were also con- 
tributing to better general health. There were now 15,000 
panel practitioners in the country; 18,000,000 persons were 
insured, and £15,000,000 was being annually spent in 
connexion with national health insurance. Nevertheless 
nillions of pounds in wages were lost every year on account 
of minor ailments; the Health Insurance Act provided 
mainly for diseases after they had begun, and one might 
feel confident that the next great step forward in prevent- 
ing ill health would be taken when periodical medical 
examination was put into operation. This would follow 
naturally upon the principle of the systematic medical 


inspection of school children. The lecturer considered that ‘ 


the welfare of the nation was progressing at a satisfactory 
rate, and that it only remained for the individual to take 
advantage of all the opportunities available to him. 


Scottish Asylums Pathological Scheme. 

The annual report on the working of the Scottish 
Asylums Pathological Scheme, which is supported by 
contributions from twenty institutions, gives an account 
of the work carried on by the pathologist, Dr. F. E. 
Reynolds, who, in addition to reporting upon 204 specimens 
sent to the laboratory, has made several visits to mental 
hospita!s for consultation with members of the staffs. As 
lecturer ‘in neuropathology Dr. Reynolds has conducted 
his usual course of lectures at Edinburgh University for the 
diplowa of psychiatry. In the course of the year a series 
of investigations into paths of infection of the central 
nervous system, undertaken in association with Dr. Logan 
Turner, was concluded; important results have already 
been published from time to time, and the completed work 
ils now being collected into a monograph on the subject. 
Dr. Reynolds is at present engaged, in conjunction with Dr. 
James K. Slater, in a further research on the healing of 
lesions of the central nervous system. A preliminary study 
has already been published. The revenue of the schemo 
during the year amounted to £1,865, including a grant 
from the Medical Research Council, and a payment from 
Edinbyrgh University towards the salary as lecturer, while 
the expenditure for the year was £1,176. ag 


Phrenology and Criminology. 

The annual lecture under the William Ramsay Hender- 
ton Trust was delivered by Dr. Norwood East, medical 
mspector of H.M. Prisons in England and Wales, in the 
anatomy classroom of Edinburgh University, on November 
Xth, when Dr. H. C. Marr presided. The Trust exists for 

® promotion of phrenology, and the lecture formed part 
of the celebrations of the centenary of the death of Dr. 
Francis Joseph Gall. The lecturer first dealt with tho 
Work of Dr. Gall, ‘who was born at Tiefenbrun, Baden, in 
1751, and died in 1828, saying that his centenary was 
of peculiar interest to the student of criminal problems, 
% he had been described as the founder of criminal 
‘thropology. It was necessary for the criminologist to 
distinguish his important anatomical and _ physiological 
studies of the brain from the cranioscopical portion of 
renology. The anatomists Reil and Loder, for whom 
All had dissected several brains, had given him unstinted 


praise, while Cuvier, Flourens, and Geoffrey St. Hilaire 
had paid similar tributes to Gall’s anatomical and physio- 
logical studies. Sir Henry Head, in our own day, had 
pointed out that we were really indebted to Gall for the 
beginning of the conceptions we now held regarding the 
relation of the various portions of the nervous system to 
one another. Nevertheless Gail’s hypothesis that the so- 
called organs in the brain could be studied through the 
impressions they were supposed to make on the shape of the 
cranium was no longer generally accepted, and the assump- 
tion that the development of organs of combativeness, 
destructiveness, benevolence, and so on were indicated 
by the contour of the skull, and that this matter was of 
service in the diagnosis of criminality, appeared now a 
fanciful speculation. Gall was physician to the lunatic 
asylum at Vienna, and had special opportunities for 
clinical observation. Whenever possible he compared, by 
post-mortem examination, the relation between the shape 


and size of the brain and the head. He also experimented. 


on animals to ascertain the effect of the removal of 
portions of the brain. In 1800 he was joined at Vienna 
by John Caspar Spurzheim; the two were associated in 
joint researches, and published important works on the 
anatomy and physiology of the nervous system. In Edin- 
burgh the brothers George and Andrew Combe were 
induced by Spurzheim to become advocates of phrenology, 
and George Combe wrote numerous works on the subject. 
In 1821 the Edinburgh Phrenological Society was founded, 
and published a journal from 1823 until 1847, in which 
several important: papers dealing with the diagnosis of 
criminality had been published. The phrenological ex- 
planation of crime was succeeded, Dr. East continued, 
by Lembroso’s anthropological investigations, upon which 
he founded his doctrine that the criminal was an atavistic 
anomaly presenting definite morbid physical stigmata, and 
clearly differentiated from those who were not criminals. 
At the beginning of the present century medical officers 
of the English Prison Service conducted a series of 
anthropometrical investigations upon 3,000 convicts; the 
material was tabulated by Charles Goring, and the publica- 
tion carried out under the direction of Professor Karl 
Pearson in 1913. As a result of comparing criminals with 
each other, and with law-abiding citizens, Goring found 
no evidence to confirm the view of Lombroso that there 
was a definite criminal type. The differences in -head 
measurements was found not to be substantial. The decline 
of phrenological and anthropometrical interpretation of 
criminal conduct was succeeded by psychological methods 
of investigation, and it was found that much antisocial 
conduct had its counterpart among the normal and law- 
abiding community. It was also found that the criminal 
might be no mental weakling, but a man of courage, 
determination, and resource, although a certain number 
of those who committed crimes were mentally abnormal 
and suffered from mental deficiency or constitutional in- 
feriority. These were, however, a minority, and the vast 
majority of crimes were committed by the ‘“ man in tho 
street.’? Medical and sociological investigations had con- 
tributed towards a knowledge of character formation, its 
environmental and inherited influences and emotional dis- 
harmonies, and had helped to bring them nearer an 
understanding of criminal antecedents and purposes, 


Milk as a Food. 

Dealing with the subject of milk as a food in a lecture 
given recently in Edinburgh, Mrs. Chalmers Watson, 
M.D., said that Nature had endowed the cow with a 
milk capacity to rear one, or at most two, calves in the 
course of its lactation, but science and skilled feeding now 
produced cows which gave as much milk in a lactation 
period as would rear at least a dozen calves. The amount 
of milk consumed in this country still fell far short of that 
obtaining in other places, and yet good milk was, in 
proportion to its cost, one of the cheapest foods. This 
subject had special application to the expectant mother, 
the infant, the growing child, and the sick person. The 
protein in one quart of milk was equal to that present in 
seven ounces of sirloin steak or three and a half ounces of 
fowl, and the energy value in the same amount of milk 
was equal to that of twelve ounces of steak or ten ounces 
of fowl. As a food for adults milk was restricted only 
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because of its bulk, but people would enjoy greater physical | hoped that the Astley-Ainslie Instituie would be fully 
health and mental vigour if they would substitute a | opened for use in the coming spring, and this would be a I 
tumblerful of milk for other food. The lecturer particu- | great source of relief to the Infirmary, because 150 more f 
; larly recommended that housewives should purchase certified | beds would be at the disposal of the patients and the’ | 
milk for drinking purposes and pasteurized milk for | institution. The ordinary income showed an increase of 7 
general household use. She added that indications pointed | more than £5,000, and although a larger number of 
to our being on the threshold of new and important know- | patients had been treated, the ordinary expenditure ; 
ledge of the influence of vitamins in food and of sunshine | showed a reduction of £3,708. The waiting list still caused F 
in relation to food. It had long been recognized that milk | some concern, as its average exceeded 2,000 persons. 
from cows fed on good pasture had much higher nutritive 2 
value that that of stall-fed cows, and we now had the The Life and Work of Matthews Duncan. . 
scientific explanation of this fact. Successful attempts _ first meeting of the eighty-cighth of the 
had recently been made to impart therapeutic qualities to Edinburgh Obstetrical Society was held on November 14th, ~ 
milk by irradiation with ultra-violet rays. In other direc- when Dr. Haig F erguson delivered his presidential address n 
tions -experience had showed that milk artificially soured | 0& Matthews Duncan. The choice of subject was of special G 
on lines laid down by Metchnikoff also possessed valuable interest to the Fellows of the Society, since Matthews 
properties for the treatment of a large number of diseases. Duncan became an ordinary F ellow_in 1848, wis elected y 
She considered that a full appreciation of the special value a vice-president for the years 1872-73, and became presi- °c 
of fresh clean milk of high standard was the first essential dent in 1874. The choice was further enhanced by the 
in the general campaign of preventive medicine, to which A of hiss 
attention was now being generally directed. 
character Dr. Haig Ferguson dealt with Matthews M 
Inverness District Asylum. life, outstanding career at 
The sixty-fourth annual report by the superintendent arisc al ollege, bracen, where he carried everything 2 
of the Inverness District Asylum, Dr. T. C. Mackenzie, before him. His relation with Sir J. Y. Simpson was then in 
which has just been issued, * em that on May 15th there | mentioned, and a great point was made of his intimate - 
were 729 persons on the books of the asylum, of whom 720 with 
were resident and 9 absent on probation. The total number | W@S not very widely Known. An accurate account oF nis 
of cases under treatment inion the previous year was valuable publications and addresses was given, and extracts ul 
858; admissions numbered 135, discharges 73, and deaths omg those to 
56. Of the patients admitted during the year 41 had been | realize what a great man Matthews Duncan was and hoy 
previously seve asylum treatment, giving a readmission 2 2dvanced were his ideas. His life in Edinburgh was fully v4 
rate’ of 30.3 per cent., and 15 were aged 70 or over. dealt with, and the lecturer commented on the great loss ot 
With regard to the type of mental disorder, 54 were cases by to. 
of melancholia, 30 of mania, 32 of secondary dementia, ake up an appointment at St. Bartholomew s Hospitat. | 
22 were associated with senile decay, 10 were cases of | In London he had enjoyed a larger sphere of work, and on 
dementia praecox, 5 of congenital mental deficiency, and his eit the 
4 of general paralysis. A hereditary predisposition to | Seneration was turned to Tull advantage. Was INtereses 
Sesanity was Pst “to exist in 56 out " tho 135 tes ing to note that however busy he was in London he was J 4p 
admitted, and in 54 of these there had been at least one | "ever too busy to receive friends from Edinburgh, and to Cor 
previous attack of mental disorder. Senility was among enjoy a crack” about Edinburgh affairs and his oid Iris 
the assigned causes in 34, and alcoholism in 2 of the cases. | Edinburgh friends. : Dr. Haig Ferguson concluded his sone 
The 73 patients discharged, aftcr removal on probation, address by emphasizing the direct simple nature and the reg. 
included 47 discharged as recovered, giving a recovery rate so 
on the admissions for the year of 34.8 per cent. for h | not only one of the most famous gynaecologists that there | 
sexes. The 56 deaths gave a death beh. of 7.8 Pees eon had ever been, but one of the great personalities in Mec 
and of these phthisis accounted for 12 and senile decay | Medical history. ~~ - 
for 17 cases. The asylum farms continued to supply much — * 
produce, and a of patients Ir cland 
in various ways on the farms and gardens. ; . 
Edinburgh Royal Infirmary. Free State Medical Registration Council. Gi 
At the tenth annual general meeting of the League of | Ar the November session of the Irish Free State Medical § Pub 
Subscribers to the Royal Infirmary of Edinburgh, held on | Registration Council the president, Dr. Denis J. Coffey, the « 
November 27th, Mr. James Campbell, who presided, stated | said that at that meeting, as the first session of the Council dise 
that a provisional order of the town council would, before | for general business following the establishment of the § Hea 
long, entitle the league to elect two managers to the | Register under the Medical Practitioners Act, 1827, it was the 
Infirmary board. The report of the secretary showed that |} convenient to refer briefly to the work of the Council from from 
£21,435 had been received in the past financial year from | the date of its appointment under the Act. He recalled that J "4s 
1,450 groups of subscribers, £16,000 having been collected | the Council had held its first meeting on November 1st, F Dep 
in the city and the remainder in the surrounding district. | 1927, and he reviewed the steps taken in connexion with Heal 
Subscriptions from this source had now been stabilized in | the Register, which was duly established on May 26th, F Medi 
the neighbourhood of £21,400 for the past four years. | 1928. The result, he said, had been that on the date Hen 
Including the league and groups of miners, some 120,000 | of the establishment 4,068 names were on the Register of § Witte 
persons were now contributing regularly dnd systematically | Medical Practitioners for Saorstat Eireann; of this number Shan 
to the funds of the Royal Infirmary. Of the subscribing | something less than one-half were registered by right sere 
groups the largest was that of employees in the L.N.E.R. | registered address in the Saorstit, and approximately 2,10 § Wher 
Company, whose contributions amounted to £2,129, as | of registered address outside Saorstat Eireann by applic § aso 
compared with £230 some ten years ago. The employees | tion in accordance with the Act. All these registrations to re« 
of the corporation provided £1,090, against £67 in 1913. | were effected free of charge. Subsequent to establishment § *ice | 
During the ten years in which the league had been in | —that is, from May 26th, 1928—names might be regis Glynn 
operation it had collected a total of £180,000, which | tered only on payment of the ordinary fees. Since the fj % fo 
approximated to half of the original cost of building and | establishment of the Register several committee meetings ff Minis 
equipping the hospital. Sheriff Brown, K.C., in a state- | had been held, and one meeting of the Council was call hent 
ment on behalf of the board of managers, said that the | for the special purpose of the appointment of thre ‘ysten 
number of patients treated in the wards of the Infirmary | members to act on the Dental Board. Registration wa be pre 
during the past year was 19,680, an increase of nearly | now fully in operation under the Act. The attention § certifi 
1,000 over the preceding year. Approximately 8,800 patients | of all newly qualified practitioners was therefore direc bating 
came from the city and 9,900 from outside. At the out- | to the provisions of the Act concerning registration, from fact t 
patient department 62,085 patients were treated, an ‘n- | which it followed that a medical practitioner who was not oun 


erease of 1,530 over those of the previous year. It was 


‘registered might not sign any certificate required for the 
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purpose of any Act in force in Saorstit Eireann, and 
might not recover fees in’ any legal proceedings for pro- 
fessional attendance. Registration under the Act was 
effective only within the jurisdiction of Saorstat Eireann. 
The powers of the Council under the Act enabled them 
to remove from the Register any person convicted of a 
felony or misdemeanour, or proved, to the satisfaction of 
the Council, to have been guilty of infamous conduct in 
a professional respect. The Council might, from time to 
time, send by post to every person a letter inquiring 
whether he had ceased to practise or had changed his 
address. If no reply was received within six months the 
name might be removed from the Register. The agree- 
ment embodied in the Act between Saorstit Eireann, 
Great Britain, and Northern Ireland provided for the 
co-ordination of the disciplinary powers exercised by the 
Medical Registration Council and the General Medical 
Council. In respect of these powers it might be said that 
they were similar in character to these with which regis- 
tered medical practitioners were familiar previously in the 
Medical Acts affecting the General Medical Register. In 
respect to the Register of Medical Practitioners in Saorstat 
Eireann similar general provisions, therefore, remained 
in regard to the maintenance of the Register, and in 
respect of offences or charges which might arise from the 
operation of the powers of the Medical Council of Saorstat 
Eireann. Similarly, in respect of medical examinations 
and the courses of study leading to the qualification under 
the licensing bodies in Saorstat Eireann, the Medical 
Council was charged with obligations of similar character 
to those of the previous Medical Acts, and for the exercise 
of all of these functions regulations had been duly made. 
Under other provisions of the Act occasions might arise for 
arecognition by the Executive Council of Saorstat Eireann, 
on the recommendation of the Medical Registration 
Council, of the extension of reciprocity of foreign countries 
or Dominions under stated conditions. The periods 
appointed in the regulations for ordinary meetings of the 
Council are in November and May. ‘The first printed 
Irish Medical Register will, it is intended, be published 
early in the coming year. Meanwhile the actual work of 
registration is conducted at the temporary office, Room 123, 
Custom House, Dublin. Dr. Coffey expressed the in- 
debtedness of the Council to the Registrar of the General 
Medical Council and his staff for their assistance at all 
times in furnishing information required by the Council 
in connexion with the establishment and maintenance of 
the Irish Degister. 


Medicai Certification Pool Area in the Free State. 

General R. Mulcahy, Minister for Local Government and 
Public Health in the Free State, on November 30th, received 
the deputation appointed by the Irish Medical Committee to 
discuss with him the proposal recently made by the National 
Health Insurance Commission to change the pool area for 
the distribution of remuneration for medical certification 
from the dispensary district to the county. The Minister 
was accompanied by Mr. E. P. McCarron, Secretary of che 
Department, Sir Joseph Glynn, chairman of the National 
Health Insurance Commission, and Dr. W. J. Maguire, 
tiedical member. The deputation consisted of Dr. T. 
Hennessy, honorary secretary of the Irish Medical Com- 
ihittee, and Drs. R. J. Rowlette, H. J. Raverty, and J. P. 
Shanley. Dr. J. Power, chairman, and Mr. C. H. Gick, 
xcretary of the Committee, were unavoidably absent. 
When the deputation had put before the Minister the 
reasons which led the Irish Medical Committee to decline 
to recommend the proposal of the National Health Insur- 
ance Commission for acceptance by the certifiers, Sir Joseph 
Glynn explained the reasons which induced the Commission 
to formulate the scheme. After a long discussion the 
Minister agreed to defer any change in the mode of pay- 
tent until he had had time further to consider the present 
system as compared with alternatives which might possibly 
be preferable administratively, and more equitable to the 
tertifiers. He commented on the present cost of distri- 
buting the £37,000 for medical certification, referring to the 
fact that the cost to the State of medical certification was 
oie-tenth of the total inclusive cost to the State of national 
health insurance and its administration. , 


England and Wales. 


The Hospital Saving Association. 

Tue Hospital Saving Association continues to make pro- 
gress. In July, 1924, there were 764 groups, represent- 
ing 62,000 contributors, from whose contributions of 
£22,000 the sum of £17,000 was paid to various hospitals 
and other institutions. In the year ending July 31st, 1928, 
over £240,000 was collected from 450,000 contributors in 
more than 5,000 groups, and the payments for hospital 
services amounted to £175,000. The annual meeting of 
the Association on November 28th attracted a very great 
number of group secretaries, so that the large Kingsway 
Hall seemed to be completely filled. The chairman, Sir 
Alan Anderson, said that at the present time the rate of 
income of the association was over £300,000 per annum, 
which meant the collection of two million threepences every 
month. If employers were to add one penny a week to the 
contributions of each of their workpeople the whole of the 
charitable contributions to some hospitals towards the 
maintenance of the association patients would be relieved. 
While there had been in the past year an increase of 
10 per cent. in the number of contributors and their depen- 
dants treated as in-patients, the fall of 8 per cent. in the 
out-patients showed, said Sir Alan Anderson, that the 
Association was not abusing hospital treatment to the 
detriment of general practitioners. Sir Berkeley Moynihan, 
P.R.C.S., who had succeeded Viscount Cave as _ vice- 
president of the association, described early efforts made 
in Leeds to establish a working people’s hospital fund. He 
urged also the importance of maintaining the voluntary 
system, and illustrated the effect of the traditions of 
hospital training on the doctor’s life, with a panegyric on 
Harvey, Hunter, and Lister. Mr. J. H. Thomas, M.P., 
combined a good deal of sentiment with a little badinage. 
He told an affecting story of a domestic servant who 
collected £50 in coppers for a hospital; and he followed 
this up with a refusal to be drawn by Sir Berkeley 
Moynihan into informing the meeting as to the fate of 
the voluntary hospitals after next June! 


Gift of £50,000 for Radium for Hospitals in London. 

An offer from Sir Otto Beit of a gift of a sum of 
approximately, but not less than, £50,000 for the purchase 
of radium has been accepted by King Edward’s Hospital 
Fund for London. Sir Otto Beit, in the letter containing 
tho offer, states that recent -personal observation has 
greatly impressed him with the value of radium as a 
remedial agent, and that, realizing that the hospitals of 
London are not in general adequately supplied, he has 
decided to place the sum mentioned at the disposal of the 
Fund for the purchase of radium. It is his wish that the 
Distribution Committee of the Fund, assisted, if necessary, 
by members of the medical profession co-opted ad hoc, 
should decide upon the proportions and manner in which 
the gift should be applied by way of the loan of radium 
to hospitals within the area of the Fund. In their selection 
of hospitals he desires the committee to have regard to 
competence of the staffing and equipment of the respective 
radiation departments, to an undertaking by the hospitals 
to ensure the safe custody of the radium loaned to them, 
and to insurance to its full value with an approved 
company. In the conclusion of his letter Sir Otto Beit 
recalls that he has for many years aimed at encouraging 
research in science and medicine, and states that he should 
like the committee to endeavour to secure that the hospitals 
so provided on loan with radium should be preferably those 
in which the cure of disease or the alleviation of suffering 
is associated with a keen interest in the furtherance of 
knowledge ‘ for the relief of man’s estate.’’ 


London Mental Hospital Superintendents. 

Ewell Colony, which since its evacuation by the Ministry 
of Pensions nearly two years ago has been used by the 
London County Council for the accommodation of patients 
certified under the Lunacy Acts, is now definitely to be 
continued as one of the London county mental hospitals, 
So long as the temporary arrangement was in force it was 
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not possible to appoint in a permanent capacity the prin- 
cipal officers, including the medical superintendent, neces- 
sary for the administration. It is now proposed to appoint 
as medical superintendent of the Ewell Colony Dr. L. H. 
Wootton, the. deputy medical superintendent of Colney 
Hatch Mental Hospital, who, during the last two years, 
has been seconded to act as medical superintendent of the 
Colony. His salary will be £800 a year (based on pre- 
war conditions), with unfurnished house (rates, taxes, and 
water free). With the temporary additions at present 
in force the salary is £981 a year. Permission has been 
given for the medical superintendent of Horton Mental 
Hospital (Dr. J. R. Lord) to hold the honorary appoint- 
ment of lecturer in clinical psychiatry on the staff of the 
London School of Medicine for Women for a period of 
twelve months, subject to the conditions that the appoint- 
ment shall not interfere with the efficient discharge of his 
official duties, and that the Council will not be held 
responsible for views or opinions expressed by him. This 
follows a request by the Royal Free Hospital, with which 
the London School of Medicine for Women is associated, 
for facilities to be given at Horton Mental Hospital for 
clinical instruction in psychiatry for their medical students, 
and for the medical superintendent to be allowed to hold 
an honorary appointment on the school staff. 


Correspondence. 


RADIUM AND CANCER, 

Srr,—The letter published in your issue of December 1st 
(p. 1008) from Mr. Malcolm Donaldson, and also your 
annotation, are most opportune, and should be carefully 
read and digested by every surgeon who proposes to use 
radium in the treatment of any case of cancer. The wave 
of enthusiasm of this line of treatment owes much of its 
origin to the discussions during the recent International 
Conference on Cancer organized by the British Cancer 
Campaign, but it should not be forgotten that the results 
then published were the results of many experts who had 
used radium for some years and who had slowly evolved 
a form of treatment from the experience gained in this 
form of work. 

Together with my colleagues at the Cancer Hospital, 
I have used radium in the treatment of cancer for many 
years, at first with disappointing results; more recently, 
however, with improved technique and with the use of 
small rather than with massive doses, I have obtained 
many astonishingly good results. I might add that radium 
was first used for the treatment of patients at the Cancer 
Hospital as long ago as 1903. 

I look upon cancer as a generic term covering many 
forms of malignant disease which as yet are not differen- 
tiated: some of these are amenable to radium therapy 
and some are not, and only the experience of the surgeon 
seeing many of these cases will decide the question of the 
suitability of the individual ease for this line of treat- 
ment. The indiscriminate use of such a remedy in the 
hands of many will only bring discredit on the work 
which is being done. It must not be forgotten that radium 
is a dangerous element. I have seen severs} cases of 
severe radium burns, and have had to amputate the thumb 
of one radium worker for epithelioma caused by it. 

There is undoubtedly an urgent need for further supplies 
of radium in this country, and at the Cancer Hospital we 
urgently require much more than we possess at present 
to carry on our work. I would make a plea that treatment 
of cancer by radium should be encouraged to the full, but 
let it be in centres which are adapted for that purpose 
and which have attached to them not only surgeons, 
radiologists, and pathologists who are familiar with 
radium work, but also competent physicists to deal with 
the element. 

Much work requires to be done yet before we can hail 
radium as a cure for cancer, and I anticipate many changes 
with respect to dosage, filtration, etc., will take place 
before it is put on a sound foundation. Further, we have 


yet to learn whether to use the element or its salts, or 
whether to rely upon radium emanation, and each case 
must be considered individually. 

For the above reasons I do most emphatically agree 
with Mr. Donaldson that we should not lose our sense of 
proportion and be carried away by the wave of enthusiasm 
which may lead to reaction and to disappointment, but 
for the present let the work be carried on in recognized 
centres suitably equipped, and assisted when possible by 
additional supplies of radium. Another point arises in 
connexion with this—namely, the overhead charges neces. 
sitated by the use of radium are much the same, whether 
small or large amounts are handled, and therefore the 
economic value of the use of the element in centres ig 
evident.—I am, etc., 

London, W.1, Dec. 3rd. 


R. H. Jocetryn Swan, 


Smr,—In the Times of November 20th there appeared 
a leading article on cancer which contained a quite un 
justifiable and improper pronouncement. I immediately 
addressed to the Editor of the Times the following letter: 


“In your leading article of to-day’s issue dealing with cancer 
it is stated that ‘It is now universally acknowledged that. the 
treatment by radium is the best possible treatment in cases of 
eancer of the womb, and that surgical operation, in this form 
of cancer, is no longer advisable when radium can be obtained,’ 
This statement is at present quite unjustifiable, for no statistics 
from British sources are extant to warrant such a sweeping con- 
clusion. The probable truth is that there are certain cases best 
treated with radium and certain others best treated by operation, 
and cur present task is to discriminate between the two classes, 
A good many years’ further experience, with radium will be 
required before a decisive answer can be given, for ten years must 
elapse from the cessation of any particular method of treatment 
before a patient can be said to be free of all chances of recurrence 
of the cancer. The pronouncement in your leading article is to 
be regretted as misleading, and therefore harmful.” 


Over a week has elapsed, and my letter has not been 
published, and I am therefore asking you to publish it. 
I hold the matter to be one of great importance, not 
merely because the pronouncement is untrue, but because 
the publishing by lay journals, and particularly a lay 
journal like the Times, of dogmatic statements on matters 
on which there is no agreement ‘amongst the profession is 
undesirable and dangerous.—I am, etc., 


London, W.1, Nov. 29th. Victor Bonney. 


VOLUNTARY HOSPITAL INCOME. 

Sim,-—In your excellent summary on December Ist 
(p. 1018) of the report of voluntary hospitals in Great 
Britain (excluding London) for the year 1927, published 
by the Central Hospital Bureau, there is a citation which, 
unless given with the full details furnished in the report, 
may lead to misunderstanding. The summary reads (1 give 
the England figures only, for brevity): 

The main sources of income on maintenance account per avaik 
able bed in 1927 were as follows—Voluntary gifts, £80.75. Receipts 
for services rendered, £29.40. Interest on investments, £18.89. 
Extraordinary income, £18.93. 


_ I think any one reading this would suppose that ‘ velur 
tary gifts’? mean subscriptions and donations, or in the 
words of the Hospital Policy of our Association : 


“ contributions from whatever source to which no such conditions 
are attached as would involve the obligations of service on thé 
part of the hospital, but are charitable contributions to be 
expended at the discretion of those to whom the management t 
the hospital is entrusted.” 


Reference to the original report shows this is not % 
“ Voluntary gifts” includes: Subscriptions, £17.32. Dont 
tions (including entertainments, etc.), £22.50. Workmen’ 
Contributions, Hospital Saturday Funds, and Contributory 
Schemes, £36.85. Congregations Collections, £4.08. 
that of the ‘‘ voluntary gifts”? nearly one-half are col 
tributions for services to be rendered, for there is no doubt 
that all workmen’s contributions of whatever sort are 
form of voluntary insurance for hospital treatment, ! 
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and when that may be needed. The report makes this 
certain, for it reads: 


“It will be noticed that where the figures of patients’ contri- 
butions are high those under the heading of workmen’s contribu- 
tions are low, and vice versa. The two columns should be read 
in conjunction.” 


I make no criticism of the manner in which the figures 
of the report are set out: the text expressly gives the 
reason for the form of tabulation. 

But the distinction I have drawn is of importance in 
considering the claim of visiting staffs to recognition of 
their services. Members of staffs discussing the bearing 
of contributory schemes with their boards should bear in 
mind that the two sets of figures may be properly presented 
thus: Subscriptions, donations, congregational collections, 
£43.90; payments for services rendered or to be rendered, 
£66.25; and further, that the year 1927 showed an increase 
under the latter heading, for the figure of the previous 
year was £60.51.—I am, etc., 


London, W.1, Dec. Ist. N. Harman. 


ETIOLOGY AND TREATMENT OF PAPULAR 
URTICARIA. 
Sir,—Referring to my article on urticaria, Dr. Burgess 


(December Ist, p. 1010) takes exception to the following 


paragraphs : 

“.Papuiar urticaria is influenced neither by dieting nor drugs, 
but... the patient obtains a respite if he be removed from his 
own environment.” 

¢ There is a curious factor common to all... the sufferers 
recover immediately they are admitted to hospital, even though 
no treatment of any description be given. The rash returns after 
their discharge.” 


He states that it is likely that others share his dis- 
agreement with these statements. This I can readily 
believe, for at one time I myself imagined that a food 
protein was the cause of the complaint. I have ventured 
to forward to Dr. Burgess a reprint of a paper published 
ia the British Journal of Dermatology (March, 1927), which 
gives in detail some of the investigations I have made, and 
on which I base my views. Briefly they are as follows: 


In 10 out of my series of 52 cases the eruption commenced 
whilst the patients were being breast-fed, and weaning did 
not ameliorate the condition. Two cases were admitted to 
hospital during an attack, and all their food was brought from 
their respective homes, nevertheless the eruption disappeared. 
I have records of over 40 cases admitted during an attack, and 
mm no case did the rash persist, although no treatment was 
given. Well-known British dermatologists have had the same 
experience. It has been observed in America (Goldenberg and 
Resen, Archives of Dermatology and Syphilology, vol. 14, 
No. 6, p. 698). During this last year 7 cases have been 
admitted to hospital for the nights only, staying at home 
during the day; 5 of these were absolutely clear of the rash 
within one week of this regime, in spite of the fact that they 
had previously not been free for months. I have records of 

cases in which the onset of the rash coincided with the 
patient’s removal to a new residence. Finally, Professor 
Jadassohn of Breslau recently sent me a reprint of an article 
published in 1902 (‘Ueber Prurigo und Neurodermitiden’’) 
which draws attention to the fact that in Hebra’s prurigo, a 
clinical entity closely allied to, and often preceded by, papular 
urticaria, the rash disappears during the patient’s residence in 
hospital, only to return on their arrival home; and that, in 
some cases, spending the night only in hospital was sufficient 
to keep them free of the skin changes. 


It is difficult to prove or disprove the theory that the 
‘omplaint is due to food sensitization, but I submit that 
there is little scientific evidence in favour of it. The 
patients eventually acquire a temporary or permanent 
immunity, yet restriction in diet or an empirical remedy 
Preceding it obtains the credit for the cure. 
_4 do not claim that there is any mythical virtue present 
in the atmosphere of a hospital, as Dr. Burgess supposes; 
but I believe that an antigen, whether specific or not I de 
hot know, is present in the home of the child and not in 

® wards of the hospitals in which these experiments have 

n carried out.—I am, etc., 


Sheffield, Dec. 3rd. Rupert Harram, 


such a 


AVULSION OF THE SCALP. 

S1r,—We should like to congratulate Mr. A. Grey Banks 
on his exposition in your issue of November 17th (p. 893) 
of a very successful use of the tubed pedicle flap in the 
treatment of a case of avulsion of the scalp. We note 
that all his recent references are taken from the literature 
of another country. This seems to us rather a pity, 
seeing that the essential part of the method he employed 
may be claimed as originating in this country. This means 
of skin transfer is in regular use by us. 

The tubed pedicle was first used in October, 1917, at 
the Face and Jaw Hospital, Sidcup, (Gillies, Plastic 
Surgery of the Face, p. 358). On page 379 of Carson's 
Modern Operative Surgery it is stated that ‘‘ by means of 
the tubed pedicle, skin may be brought in stages frem 
almost any part of the body to a desired spot.’’ Again, 
in a paper printed in the Irish Journal of Medical Scien:+, 
February, 1926, one of us wrote, ‘‘I have cases in whieh 
ap has been transferred as far down as the foot 
and as far up as the crown of the head.” Finally, in 
Ogilvie’s Recent Advances in Surgery is illustrated a case 
of avulsion of the scalp in which treatment was commenced 
on July 25th, 1924, on lines precisely similar to, thouzh 
more extensive than, those of Mr. Banks’s case. 

Can no good thing come out of Britain?—We are, etc., 

H. D. Gries, 


London, W.1, Dec. 1st. T. Pomrrer Kier, 


HEART SOUNDS. 

Sm,—Dr. G. Arbour Stephens, in his letter on heart 
sounds of November 17th (p. 916), asks: ‘‘ What authority 
is there for the suggestion that the thin-walled auricle is 
capable of producing any sound at all? I have pointed 
out repeatedly that a muscle when it contracts produces no 
sound whatever.” 

The left auricle surely cannot be regarded as a mere 
contracting muscle, but as the walls of a contracting 
chamber. Its contents are forced onwards, and if a flow 
of air can produce a whistle when passing an obstacle, 
there is no reason why a flow of fluid should not produce 
a sound, 

I cannot understand why Dr. Stephens should speak so 
contemptuously of the thin-walled auricle. Allan Burns 
pointed out years ago that in a case of calcification of the 
ventricles the auricle was able to maintain the circulation 
by itself for a long period of life. The study of cardiolozy 
seems to me to have been led into the wilderness by graphic 
methods for the last twenty years or more; before that time 
the auricle had a place of importance in the writings of 
such men as Dickenson, Gairdner, Sansom, or Potain. 

The thin-walled auricle has the advantage of the stripling 
David in getting in its throw before the ventricular Goliath 
starts. The auricle, on contracting, thickens,~ but—what 
is of far more importance—its internal area decreases as 
the square of its diminution in diameter, making the 
resistance to contraction proportionately less. There con- 
sequently comes a point when the auricle can, theoretically, 
exert a greater pressure on its contents than is ever neces- 
sary; and, if resisted, as in mitral stenosis, could overcome 
the ventricle if it contracted against it, because the iutra- 
ventricular blood pressure is limited in height by the aortic 
safety valve. In my communication “ Dilatation of the 
heart,’ in the British Medical Journal of February 5th, 
1921 (p. 188), I explained this fully. 

The “ pre-systolic’’ murmur heard in mitral stenosis is 
ingravescent in character, and goes up to and into the 
ventricular-systolic time. This is only explicable when it 
is appreciated that the auricle is physically capable, as it 
gets smaller, of exerting considerable and’ increasing 
pressure on its residual contents. My paper on the pre- 
systolic murmur, in the Journal of January 11th, 1913 
(p. 72), dealt with this. 

Dr. Stephens concludes his letter with a remarkable 
theory. He writes: ‘‘I maintain that the normal heart 
sounds are produced by the movements of this [the peri- 
cardial] fluid. If the pericardium be filled with an effusion 
the movements of the fluid are so restricted that no sound 
is heard, whilst were the sounds produced by the muscles 
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or valves of the heart they would be heard all the more 
plainly, because fluid is such an excellent conductor of 
sounds.”’ 

1 do not know where Dr. Stephens locates the origin of 
a vesicular murmur, and breath sounds generally. If he 
denies that heart sounds originate in the heart because a 
pericardial effusion causes them to disappear, he must 
deny that breath sounds originate in the lungs because 
a pleural effusion also makes them disappear.—I am, etc., 

Mentone, Nov. 2lst. D. W. Samways. 


HICKMAN MEMORIAL. 

Sir,—Your readers will doubtless be familiar with the 
name of Henry Hill Hickman, the earliest known British 
experimenter. in_ attempts to produce general anaesthesia 
by inhalation during surgical operations. Mr. ©. J. S. 
‘Thompson’s article in the British Medical Journal. of 
April 13th, 1912, deals very fully with Hickman’s history, 
and Dr. Dudley Buxton and the Rev. Prebendary Joyce 
have also advdcated Hickman’s claim to recognition. An 
Englishman, born at Bromfield, in 1800, Hickman practised 
as a surgeon at -Ludlow in his native county of Shropshire, 
and but for his death at the age of 30 might well have 
achieved success. His efforts received Jittle or no support, 
either in Kngland or France. Nevertheless, his experi- 
ments in producing anaesthesia, and the idea he pursued 
with such enthusiasm; fully entitle him to be remembered 
and recognized, 

At the approach of the centenary of his death (April 
2ud, 1830) a committee has been “formed, with Lord 
Dawson of Penn chairman, and Sir StClair Thonison 
as vice-chairman, to collect funds for the following objects: 

1. To renew and suitably inscribe Hickman’s tombstone, 
which is beyond repair. ' 
To place a memorial tablet in Bromfield Parish 
Church. 
3. To procure a portrait, to be presented to the Royal 
Society of Medicine; and, es 
4. 1f funds permit, to establish a Hickman Prize, of 
other memorial, for original work in anaesthesia.© =~ 

The Royal Society of Medicine has given a donation of 
£10, and members of the Anaesthetic Section (which took 
the initiative in the matter) have already contributed 
sixty guineas, 

Although Hickman has been recognized, and a ‘ Hickman 
Meeting ’’ has been held in America, no such honour has 
yet been paid to his memory by his own countrymen. 

Subscriptions, of any amount up to two guineas, may he 
sent to the Honorary Treasurer, Mr. V. Warren Low, 
F.R.C.S,, 76, Harley Street, W.1. The envelope should 
be marked ‘‘ H. H. H. Memorial.”’ 

It is proposed to close this fund by the end of January, 
when subscribers will be invited to meet and consider 
the plans submitted by the Organizing Committee, which 
consists of : 


Lord Dawson of Penn Dr. H. R. Spencer 


(Chairman) Rev. Prebendary W. Joyce 
Sir StClair Thomson Mr. C. J. S. Thompson 
(Vice-Chairman) Mr. Ashley Daly 


Dr. Z. Mennell 

Dr. W. J. McCardie (Hon. 
Provincial Sec.) 

Dr. Cecil Hughes 
(Hon. Sec.). 


The Editor, the Lancect 

The Editor, the British 
Medical Journal 

Mr. V. Warren Low 

Dr. Dudley Buxton 


—-I am, etc., 
Ceci, Hucues, 
Honorary Secretary. 


(Signed 
London, W.1, Nov. 29th. . ) 


INJECTION TREATMENT OF VARICOCELE. 
Sir,—Dr. Hanschell’s excellent letter (November 17th, 


p. 915) on the treatment of varicocele by injection was: 


of great interest. Lest, however, injection treatment be 
considered a panacea for every type of varicocele (Dr. 


~ Hanschell does not claim this), a note of warning should | 


be sounded. Varicocele has been treated by injection for 
some years in France, especially by doctors of the Lyons 
school. 1 was surprised, therefore, to find, when attending 
Sicard’s clinic in Paris, that injection treatment for 
varicocele was not encouraged, and was seldom practised. 
It was recognized that a certain percentage of cases would 
yield satisfactory results without excessively painful accom- 


paniments, but a number of rather serious and painful 
ill effects, such as orchitis, hydrocele, and extensive inflam. 
mation of the spermatic cord, had resulted elsewhere in 
the experience of those who had treated varicocele exten- 
sively by this method, and it was felt, therefore, that the 
treatment should be advised very conservatively. 

That ill results from injection are more liable to occur in 
this region is only to be expected when one considers the 
anatomical relations of the injected veins—the pampiniform 
plexus—and the effects of injection on these veins. The 
pampiniform plexus lies in a serous sac, and not, as do the 
veins of the limbs, in the subcutaneous tissue. The veins 
composing this plexus emerge from the testicle, and with 
the spermatic plexus of nerves and vas deferens (with all 
of which the pampiniform plexus is most intimately asso- 
ciated) form the spermatic cord, all being surrounded by 
serous membrane. Consider what happens to a vein when 
injected. First the endothelium is inflamed (endovenitis), 
then all the ¢oats of the vein (venitis), and finally, in a 
large number of cases, the inflammation spreads to the sur- 
rounding tissues (petivenitis). This has heen proved experi- 
mentally by Jentzer and Askanazy of Geneva, Sicard, and 
others, as follows. Collargol was added to the sclerosing 
injection (sodium salicylate), and the mixture was then 
injected into the veins of several patients; parts of the 
injected veins weré then removed at intervals varying from 
an hour to two or three days. The collargol (and therefore 
the salicylate) was found to have penetrated all the coats 
of the veins, and even the, tissues outside the veins. | In 
the limbs a certain amount of perivenitis is of no sertous 
consequence, since only the skin and subcutaneous tissue are 
affected, and in the case of haemorrhoids only the mucous 
and submucous tissue. But when the pampiniform plexus 
is injected the perivenitis which almost invariably ensues, 
and which one cannot control, may be a grave matter if 
excessive, owing tothe nature of the perivenous structures 
—namely, the testicle, serous membrane, and nerves—any 
or all.of- which may, and, as reported, not infrequently do, 
share in the inflammation. Inflammation in the scrotal 
area makes treatment non-ambulatory. From this it would 
seem that injection treatment of varicocele should be 
advocated with more caution than for varix in other areas. 

As to the type of varicocele suitable for injection many 
are of opinion that the selection of any form of radical 
treatment for this complaint should be governed by 
symptoms and not by size. [f a varicocele does not 
cause ‘ troublesome ’? symptoms it is best left alone, 
a suspensory bandage being worn for support. Should, 
however, the varicocele be large and make the patient’s 
iife uncomfortable, treatment by injection would seem 
justifiable, especially in view of the good results obtained 
by -Dr. Hanschell in this type of case, The bad results 
which have occurred in other hands may have been 
due to indiscriminate use of injections with perhaps, 
in many instances, faulty technique. The treatment 
of any form of varicose condition by injection, whether 
of. the limbs, anal canal, or testicle, is not a simple matter, 
but requires a skill, both in technique and in selection 
of suitable cases, which can only be acquired by much 
practice if consistently good results are to be attained.— 
IT am, etc., 


‘London, W.C.1, Nov. 24h. P. Kexnevy Mervuy, M.D. 


‘PREVENTION OF COMPLETE RUPTURE OF 
THE PERINEUM. 
Sir,—I have read with interest the article ow ‘ The 
prevention of complete rupture of the perineum,” by 
Dr. T. Strethill Wright, on November 24th (p. 934). The 
adoption of prophylactic perineorrhaphy is greatly to be 


‘commended, and I have used it with very gratifying results 
‘in quite a number of cases. 


The method I learnt from 
Professor Blair Bell, who has been teaching it for many 
years—certainly before the war—but he himself does 
not claim to have originated the procedure, although he 
may have done so. In these circumstances 1 do not think 
your contributor can claim originality. may also 
mention that many lacerations of the perineum can be 
avoided by adopting Potter’s method of ‘‘ ironing out ” 
the vagina before attempting to deliver with forceps oF 
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perform version, thus overcoming the muscular spasm 
and relaxing the perineum. 

Professor Blair Bell has been in the habit for many years 
now of measuring the transverse diameter of the pelvic 
outlet in cases requiring the repair of complete lacerations 
of the perineum; he has constantly found this to be so 
narrowed that the head must have been forced further 
back than normal in the process of delivery, and the 
perincum inevitably and completely lacerated.—I am, ctc., 


Liverpool, Nov. 29th. M. M. Dartnow. 


PAINLESS LABOURS. 
Sm.—In view of Dr. Mary DeGaris’s article of October 
7th (p. 745) the following case is of interest. 


I was called at 10 a.m. on November 13th to see a woman 
whom I had undertaken to attend during her confinement. She 
was aged 36 years, perfectly healthy, and had had two previous 
confinements. 

I found her up and performing her household duties. She cxid 
that she had no pains, but thought she was in labour as 
“water had been coming in little gushes since 8 o'clock.’ 
Vaginal examination revealed that the os was about half dilated 
and the head well down in the pelvis. I saw her again about 
3 p.m.; she had had no pains in the interval. She sent for me 
about midnight, and on my arrival I found the head crowned; 
almost immediately she gave birth to a male child weighing 74 Ib. 
The placenta followed in five minutes, and there was scarcely 
any haemorrhage. She had no pain whatever during the day 
aud only three pains as the child was being born. The puerperium 
has so far been normal; her temperature has never been above 


%.4° F, 

The history of her first confinement at the age of 24 
years is similarly painless. On getting out of bed in the 
morning there was a gush of water and she felt something 
was going to happen. She had one pain and the baby was 
born before the doctor or nurse could be summoned. Her 
second confinement, when 32 years old, lasted eighteen 
hours, and was associated with a good deal of pain; there 
was difficulty in delivering the placenta.—I am, etc., 


W. A. Murrny, M.B., B.Ch.Dub. 
March, Cambs, Nov. 17th. 


“THE RIGHT TO PRACTISE.” 
Sin,—The sentence quoted by Mr. W. EK. Hempson in his 
letter published in the Journal of December 1st (p. 1011) 


under the heading of ‘‘ The right to practise ”’ was spoken _ 


in reference to qualified medical practice. 

I think it was abundantly clear to my audience that 
anyone could carry on ‘‘ unqualified practice,’ but’ that 
the inclusion of the name in the Medical Register, and not 
degrees or diplomas, gave the right to qualified medical 
practice, and that the Medical Act of 1858 was introduced 
so that (in the words of the Act) ‘“ persons requiring 
medical aid should be enabled to distinguish qualified from 
unqualified practitioners.”’ 

Tam very grateful to Mr. Hempson for making this 
point still more clear. It is nice to see that he still takes 
an interest in medical affairs.—I am, etc., 


Hyde, Dec. Ist. J. Gorpon MacqvEeEn. 


TETANY INVOLVING THE RECTUS ABDOMINIS. 

Sir,—I was much interested to read the letter on this 
subject by Surgeon Commander H. Hill, R.N., in the 
British Medical Journal of November 17th (p. 916). Surely 
the condition he refers to must be well known to those 
who put a heavy strain on the rectus abdominis. 

Many years ago, when I was training for Henley 
regatta in one of the senior eights of the London Rowing 
Club, I was reluctantly obliged to give up my seat in the 
boat from the above cause, after having gene through 
lost of the training required; this was one of my greatest 
disappointments in life. I have had a few attacks of this 
yariety of cramp since, but only after riding a pulling 
orse. During the past seven years I have been in constant 
attendance in the riding school of the Royal Horse 
Artillery, and have encountered quite a number of such 
fases. Sometimes I have been in time to feel the hard 
ump, sometimes it had subsided before I examined the 


Patient, but the history was generally the same—‘‘ Came. 


on after going over the jumps’; it was always the rectus 


CORRESPONDENCE. 


abdominis which was affected, and generally the top part 
of the muscle. 

Of course I have had riders complaining of cramp in 
other muscles, such as the hamstrings, calves, and adductor 
magnus, but not at the same time as the rectus. Some 
years ago Professor William Rose, then professor of 
surgery at King’s College Hospital, gave me this remark- 
able advice. ‘‘ Hold a piece of stick sulphur in each 
hand during the attack, and soon the pain goes and the 
muscles relax.’’ I have seen this act like magic in severe 
attacks of cramp and have tried it myself; sometimes it 


' takes longer to act than at other times. Professor Rose 


gave no explanation how the sulphur acts, but it possibly 
sets up some kind of electrical action. 

I may mention that most of the cases of cramp in the 
rectus abdominis I have met with have been in recruits 
learning to ride and in those who ride more by grip than 
by balance. The hunting men (the officers) never seem to 
get it.—I am, etc., 

B. W. Loxeuvrst, Lieut.-Colonel R.A.M.C., 


Medical Officer in Charge, Royal Horse Artillery, 


November 19th. Trowbridge, Wilts. 


SO-CALLED TITANIUM RAYS. 

Sm,—In my “ Notes on titanium rays” I explained 
that ‘‘ titanium rays are obtained from electrodes contain- 
ing from 1 per cent. to 5 per cent. of the rare metal 
titanium and 95 per cent. cr more of wolfram.”’ I also 
stated that ‘‘ for many years I made a special study of 
tungsten. rays and used them exclusively. In the latter 
part of 1924 I began to observe the effects of titanium 
rays, and the results Jed me to adopt them.” 

This simple statement of fact apparently does not please 
your correspondent, Dr. Heald (November 24th, p. 962). 
He thinks we should word it differently, and proceeds to 
give a paraphrase which, in his opinion, correctly expresses 
‘‘the more generally accepted terms of physics.’? Un- 
fortunately there happens to be no physical terms in which 
we can express ourselves about what we at present call 
*€ ultra-violet rays,’’ because we know nothing about their 
physical action. At present we only have clinical expe- 
rience to guide us, and the less we wrap up our ignorance 
in pseudo-scientifie phraseology the more likely we are to 
get at the truth. We have learned that physical differences 
exist in the rays according to the manner in which they 
are produced, and that this involves a difference in tech- 
nique; thus we can irradiate the whole body with a single 


‘mercury-vapour lamp, or, by my method of using titanium 


rays, with a battery of twelve arcs. We should not use 
this very expensive method unless the results justified it. 
We have lately made some experiments on the preventive 
powers of the rays in question. We used a fresh cow 
hide 5/16 in. thick; this was placed over the lens of the 
camera, on which the rays were focused at varying dis- 
tances. The results indicated active penetration, an inter- 
esting feature being that there was apparently little 


difference between two and four minute exposures. We , 


do not know of any experiments with which to compare 
these, so cannot say that the unexpected penetrative 
powers were due to the titanium in the electrode.— 
I am, etc., 


Bath, Dec. 3rd. Ronerts, F.R.C.S.Ed. 


THE JEWISH PATIENT. 

Sir,—I have unfortunately not yet read Dr. Hutchison’s 
remarks at the Royal Society of Medicine on October 23rd, 
concerning the Jewish patient, but I should like to endorse 
the view expressed by Dr. L. S. Woolf in your issue of 
November 17th (p. 916). 

I have been a resident at the London Jewish Hospital 
(where about 75 per cent. of the patients are Jews), at the 
Manchester Jewish Hospital (where about 25 per cent. of 
the patients are Jews), in addition to such institutions as 
the Worcester General Infirmary, where I did not see a 
single Jewish patient over a period of fifteen months, and 
thus perhaps q may be considered qualified to speak on 
the subject. : 

In my experience the Jewish ae patient is the most 
difficult and trying of patients. His lack of control, his 
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over-anxiety, his readiness to fly for half a dozen opinions 
at tlie same time, and his occasional insolence are often 
a source of exasperation to his medical attendant. 

But 1 do consider that only a very ‘small part in the 
causation of these characteristics is played by the racial 
factor. In fact, the care bestowed by the Jewish parents 
on their children (were it only moderated), and the ten- 
dency of the Jewish patient to seek the advice of a 
medical man in the early stages of disease, are a matter 
for encouragement rather than condemnation. The chief 
cause is undoubtedly the foreign upbringing, for a very 
large proportion of the East End Jewish hospital patients 
are of foreign birth, and their children, even if born in 
England, are brought up in an essentially foreign home 
atmosphere. In Manchester, where the foreign element 
amongst the Jewish patients is not so pronounced, we find 
the difficulties not nearly so well marked.—I am, etc., 

G. Gregory Kayne, M.D., M.R.C.P.Lond. 

Manchester, Nov. 17th. 


MEDICAL PRACTICE FOR WOMEN IN PALESTINE. 

Sim,—In the Journal of October 6th (p. 624) there is a 
report of an address by Dr. Andrew Balfour on the possi- 
bilities of the tropical field for medical women, in which 
he mentions Palestine as one of those countries where 
medical women should find openings. The following facts 
give a picture of conditions prevailing at present, and as 
they will probably remain for a long time to come. 

There are in Palestine (the figures are those for January 
1st, 1928) 634 doctors licensed to practise, of whom 104 are 
women. The population is roughly 750,000 (excluding 
about 100,000 nomads who need not here be considered), 
of whom one may count about 500,000 as living under 
primitive conditions and not accustomed to consult a doctor 
except in extreme cases. So much for general practice. 
As to infant welfare centres, it is true that there are 
31 in the country, but of these 20 have been established 
by Jewish organizations and are fully staffed; only 8 are 
under Government control. 

The reply given by Mr. Amery in the House of Commons, 
as reported in the Journal of 
able though its first part is, is sufficient warning to any 
woman doctor looking to Palestine to provide openings for 
practice (outside the medical missionary field). Mr. Amery 
said ‘‘ that as yet no Government medical appointments in 
Palestine were open to women doctors. The special posi- 
tions for dealing with infant welfare which ordinarily 
were filled by women doctors were covered in Palestine 
with a widespread service of nurses and midwives. In the 
opinion of the Government there was no special opening 
in Palestine for women doctors in other capacities.’’— 
I am., etc., : 


Tel-Aviv, Palestine, Oct. 25th. ANNIE Foner, 


BOOKS AS FOMITES. 

Sir,—The brief statement on this subject in the report 
of the consaltative committee of the Board of Education 
on books in public schools, to which attention was called 
on November 24th (p. 951), does not give any details of the 
recent work on the subject which has been devoted to the 
recovery of the specific streptococcus from fomites in cases 
of scarlet fever. Thus Friedemann and Deicher found the 
scarlet fever streptococcus in the walls, beds, curtains, and 
other objects in the sick-room of scarlet fever patients, 
and came to the conclusion that their results ‘ underline 
the necessity of a thorough final disinfection of the sick- 
room in a case of scarlet fever.’”’ Balmain? found that in 
experimentally infected books the Streptococeus scarlatinee 
could survive for eighteen days -even in lightly infected 
books. Fejgin® confirmed the latter’s results. He also 
investigated books naturally infected with  scarlatinal 
streptococci, and his conclusion was that “ books handled 
by scarlet fever patients harbour the germs and are capable 
of contributing to the spread of scarlet fever. It is neces- 
sary to avoid all contact with these books for at least 
six weeks, and even after this period it would be best to 
disinfect them.” 


_ 1 Deut. med, Woch., 1926, No. 51. 
2 Lancet, 1927, ii 


ii, 1 
RB. Soc. de Biologie, 1928. 


May 5th last (p. 778), lament- 


Again, it was discovered by the Pathological Laboratory 
of the Ministry of Health that ‘‘ in books used by tlrree 
children out of fifteen who sickened with scarlatina, 
haemolytic streptococci were found. Books used by twelve 
children who developed diphtheria were also. examined, 
In one instance virulent diphtheria bacilli were isolated.” 

It is impossible to prove that fomites spread such an 
endemic disease as scarlet fever, but at present the safest 
conclusion would be that stated at the discussion on the 
subject by the Society of Medical Officers of Health— 
that in the light of uncertainty definite measures should 
still be taken to prevent the possibility of the spread of 
infection by this means. 

The legal position of a library which issued books which 
had been in the possession of scarlet fever patients: would 
be an invidious one, if no precautions had been taken.— 


I an, ete., ; 
A. H. G. Burton, 
Medical Officer of Health, Borough of Ilford. 


HYPERVITAMINOSIS.”’ 

Sir,—The letter of Dr. Leslie J. Harris in your issue 
of November 24th (p. 964) lays down several conclusions 
to be drawn from the data available. The weight of 
authority naturally attached to Dr. Harris’s statements 
by your readers impels us to ask for space to make the 
following comments on two of his conclusions. 


No. 6 states that ‘‘ since various specimens of irradiated 
ergosterol may vary in antirachitic activity, itis desirable that 
they should be subjected to physiological assay before being 
issued.’’ In regard to this statement, we should like to point 
out that our products containing irradiated ergosterol are 
subjected to physiological assay before being issued, their 
activity being expressed in terms of the unit described by 
Dr. K. H. Coward. 

No. 7 states: ‘‘ It is conceivable that different specimens, 
irradiated by different methods, may contain yarying amounts 
of any toxic by-preduct: the optimum manufacturing pro- 
cedure needs to be worked out.’’ The British Drug Houses 
have long since determined the practical optimum manufae- 
turing procedure. The method arrived at has only been 
obtained after numerous experiments, in which fullest use was 
made of physiological tests. 
am, etc., 


November 27th. 


CuHaries ALex. 


London, N., Novy. 27th. Managing Director, British Drug Houses, Ltd. 


Medical Notes in Parliament. 


[From ovr ParLIAMENTARY CORRESPONDENT. ] 


Tne House of Commons this week read the Local Government 
(Scotland) Bill a second time after a two days’ debate. The 
Consultative Health and Housing Committee arranged to meet 
on December 5th, under the chairmanship of Dr. Fremantle, 
to hear Sir Kingsley Wood speak on points raised during last 
week’s debate on the Local Government Bill. The special 
committee of the British Medical Association has accepted the 
invitation to discuss medical aspects of the same bill with the 
Parliamentary Medical Committee on December 11th. Certain 
medical and other members interested in voluntary health 
associations are discussing with those associations how, 
accepting the decision of the House of Commons in favour of 
the block grant and of the general lines of the bill, amend- 
ments can be suggested to protect the interests of voluntary 
associations. 

On December 4th Miss Bondfield introduced a bill to enable 
local authorities to provide footwear for children in distres 
areas. The bill, she said, was brought forward by the seve 
women members of the House, irrespective of party. The bill 
was read the first time. 


Local Government Bill. 

The Local Government Bill was read a second time in the 
House of Commons on November 28th, after an amendment for 
its rejection had been defeated by 344 to 165. In the debate 
which preceded—part of which was reported in our last issue— 
Dr. Fremantle was followed by Colonel Wedgwood, Colonel Ashley, 
and Miss Susan Lawrence. 

Mr. Peraicx Lawrence said that at present the system was that 
the Minister of Health increased the grant for maternity 
child welfare services “2 when those services were incre 
subject to his approval. The bill would encourage local autho 
rities to spend little on these services. To the extent by which 
a local authority refrained from. keeping pace with the country 


“Chief Medical Officer’s Report, 1928. 
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as a whole it would have more money from the Exchequer grani 
available in relief of its own rates. It was true that in excep- 
tional cases the Minister had power under Clause 86 to drive 
hopelessly lagging authorities, but that would only apply to those 
which had fallen right out of the ranks. 

Dr. Vernon Davies intervened to point out that Clause 86 
postulated a reasonable standard of efficiency. 

Mr. Peruick Lawrence said that action was only contemplated 
where the health of the inhabitants had been, or was likely to be, 
endangered by the neglect of the council, He contended that the 
clause was obviously exceptional; he hoped that the Minister 
would find it possible to take maternity and child welfare services 
out of the block Fp system. He drew attention to the pro- 
vision in Clause making it obligatory to raise from patients 
or their relatives the money expended on their behalf in maternity 
homes. If persons suffered from infectious disease or venereal 
disease they were, however, to be treated free. Any step which 
would make it less easy or less advantageous to extend the 
maternity service, and would make it more difficult for persous 
to avail themselves of this service, was to be deplored. 

Lady Asvor said she ho later to move an amendment to 
k the maternity and child welfare services on a percentage 
basis for the first five years, and to specify that after that period 
the Minister ought to consider the adequacy of the maternit 
services when deciding whether he ought to reduce the bl 
grant to any authority, She remarked that if the block grant 
were introduced a guarantee was needed that money would be 
spent on increasing the maternity services. Not the local autho- 
rities, but the central authority had pressed for them, and they 
should continue to be subject to some stimulus from the central 
authority. The new infant welfare centres had not cost the 
country a great deal. Ten years ago the Treasury grant amounted 
to about ,000, and ten years had passed before that grant 
had increased to about £800,000. Since 1915, when the services 
were started, infant mortality had been reduced from 110 per 
1,000 to 70 per 1,000, and the reduction was continuing steadily. 
The tragedy was that maternal mortality had been stationary for 
the last twenty years. They should have more ante-natal clinics, 
more maternity homes, more beds in hospitals, and extended 
midwifery services. 

Mr. Sipney Wess said the block grant was to be based on rela- 
tive needs as measured by obligatory services. Maternity and 
child welfare were not reckoned as a need. Under this scheme 
the same grant would go to the district that did practically 
nothing for maternity and child welfare as to the district that 
did its duty. Mr. Chamberlain had said that he intended to 
keep the backward places up to the mark. That sentiment had 
— the adhesion of Dr. Fremantle, who was so keen on public 

ealth, but the bill did not say that. Clause 51, on which the 
Minister relied, limited his right of survey to the area of infectious 
disease, and left out maternity and child welfare altogether. In 
Clause 4 the words “ publie health ” did not include tuberculosis, 
which was there put in separately. Lawyers would construe 
from that that public health was something which was independent 
of maternity and child welfare. Yet the percentage grants had 
been instituted to encourage these optional services, and the 
report of Sir George Newman, issued a few weeks ago, had said 
that “‘ there can be no doubt that the percentage of Exchequer 
grants in aid of health had been of the highest possible value 
and incentive during the last fifteen years in getting special 
medical services in operation and in guiding their direction.’’ 

Sir Kincstey Woop protested that the whole of the quotation 
from the Chief Medical Officer would bear a different construction. 

Mr. Wess said he had not misstated Sir George Newman’s 
strong opinion, which was well known to Dr, Fremantle and to 
other members who took an interest in health services. There 
was no adequate provision in the bill to prevent positive back- 
wardation in these optional services. These new services were 
not yet general over the kingdom; there were only 1,695 infant 
centres in the whole of the kingdom. Could they ask a poor 
mother to travel more than a mile with an infant for examination 
and weighing and so forth, and to attend regularly? How many 
of these infant cenires would be required to cover the 58,000 
Square miles of England and Wales? 

Mr. Cuampertain asked whether Mr. Webb contended that 
maternity and child welfare service was not. public health. 

Mr. Wess replied that if the Minister mentioned one term in 
aserics and did not mention others he might be taken deliberately 
to have omitted the others. The Minister should name the optional 
services after the words “public health” in Clause 86, and 
Instead of the words “‘ reasonable standard of efficiency ’’ should 
use ‘‘ reasonable standard of adequacy and efficiency.’”’ In some 
backward counties maternity and child welfare schemes were 
éficient, but not adequate. Five years hence the maternity and 
child welfare service ought to have reached twice its present 
Standard of adequacy, but Mr. Chamberlain had taken no steps 
to secure that. The bill provided in Clause 13 that the “ average 
daily cost’’ of maintaining a person in a hospital under the bill 
could be recoverable from the patient. If the hospital was nearly 
empty the cost per patient would be enormous. Mr, Chamberlain 
had just authorized the Metropolitan Asylums Board to equip 


an expensive ward and to provide it with radium, at an enormous 


cost, for eight women only. The average for each of these per 
day would be a very large sum. A hospital at’ Edmonton had 
just received power to spend £6,000 on radium for a very small 
war 


Mr. CrampertaIn intervened to say that the cost of treatment 
must be separated from the cost of maintenance. The patient 
would not be charged with the cost of treatment, 

Mr. Wess quoted the clause as saying “‘ naintenance and treat- 
ment.’’ He remarked that Mr. Chamberlain had been payin 
regard to the susceptibilities of the voluntary hospitals, He 


imagined these were afraid that public health institutions would 
be so good that people would not want to go to voluntary hos- 
pitals. The charge for treatment m public health institutions 
was to be- made in every ease except for infectious disease. It 
had been expressly ordered that venereal disease should be 
peeces, as of right, to everyone absolutely free. Women suffermg 
rom venereal diseases were treated specially at certam maternity 
and child welfare eentres, and had to be treated free, yet other 
women were to be charged at these centres. 

Mr. J. Patin supported the plea that the percentage grant 
should be continued for maiernity and child welfare serviees. 
Bradford had just closed a school for blind children. Six years 
ago it had a hundred or more in the school, To-day only six 

uired attention. As a result of infant welfare work eliminating 
ophthalmic neonatorum there was little blindmess now. Con- 
emning Clause 13, regarding the charging of costs of patients 
under the Poor Law, Mr. Palin said that powers similar to those 
iven under Section 132 of the Public Health Act, 1875, and 

tion 58 of the Bradford Corporation Act, 1925, would give 
local authorities all that. was necessary to prevent imposition. 
The municipal hospital of Bradford cost £100,000 last year, but 
the total recovered from patients was £6,391. In concluding, Mr. 
Palin said he must pay tribute to the advice received from time 
te = from the medical men in the service of the Ministry of 
ealth. 

Captain Gunston said he lived in a village in Gloucestershire 
and was often asked to get persons into hospital. He invariably 
found that the hospitals were full and that there was a lon 
waiting list, yet in many Poor Law infirmaries beds were avail- 
able. The right thing to do was to make these institutions 
available, and, if necessary, to turn them into specialized hospitals. 
They had to get the people to look upon these infirmaries as the 
proper hospitals of the poor of the country, and a small ——_ 
would be one way of getting rid of the taint of pauperism. He 
was grateful that the bill dealt with the registration of births, 
marriages, and deaths, a subject on which he had introduced 
a bill last session. 

Mr. Lanssury quoted from the report of the Chief Medical 
Officer to show that some definite adjustment would be needed 
to secure the special health services under a block grant system. 
The bill, Mr. Lansbury remarked, would not make a definite 
allotment for maternity and child welfare services. Mr. Chamber- 
lain had already cut down the assistance to maternity and child 
welfare centres. : 

Sir Kinestey Woop said the bill was a mest important contri- 
bution to local government reform. It would be impossible for 
any Government. to make it mandatory upon the local authorities 
to break up the Poor Law. As an illustration of that he gave 
the case of the mental deficients, who, if the Poor Law were 
broken up, would go to the lecal authorities and be treated 
exactly as others who were similarly circumstanced. It would be 
impossible to carry that out owing to the great lack of accom- 
modation at present, a lack enta ing ens capital expenditure 
which would, he hoped, be minimize y the bill. The present 
percentage grant system was irrational and unjust, especially for 
the health services. Merthyr Tydvil had rates of 27s, 2d. in the &, 
with 105 children under 5 years of age per 1,000 of ey 
Southport, with about the same popu tien, had rates 8s. 4d. 
in the £, with 62 children under 5 per 1,000 of the population. 
Merthyr got £4,500 a year for its err oy health services, and 
Southport £8,000. Gateshead, with 14,000 children, and South 
Shields, with 13,000 children, each received a grant of £1,600 for 


‘maternity and child welfare services. Bournemouth, with 5,300 


children, and Eastbourne, with 2,976 children, received £2,900 and 
£2,700 respectively. The Government was now spending £178,000 
on maternity and child welfare services. Clause 86 was designed 
to give the Minister power to say to a local authority, ‘‘ You have 
ot to get on with your maternity and child welfare services.” 

f they did not then do so within a reasogable time they could 
be penalized in their grants. There need” be no apprehension 
that people would be confronted with heavy hospital charges under 
Clause 13, in which the system of the voluntary hospitals was 
followed. 

As stated above, the amendment for rejection was then 
defeated by 344 to 165, and _ the bill was read a second time. 
A financial resolution authorizing the expenditure made necessary 
by the bill was carried during the following sitting on November 
2th. On this resolution Dr. Vernon Davres put a case for the 
urban district councils. He also pointed out that the British 
Social Hygiene Council, which now received a grant from the 
State, would get none under the bill. They would depend on 
grants from county councils and local authorities, which had not 
seemed anxious to spend money in this direction. He hoped the 
council would be better treated, as that would be a great benefit 
to the health serviees. He favoured the block grant for 
health services. The percentage grant had been a stimulus to 
local authorities to start these services, but the experiment had 
lasted long evough. All the authorities which were anxious or 
willing to avail themselves of these services had done so. The 
block grants would be in the hands of the county councils, 
through whom a large number of welfare centres were now 
worked. The county councils would have more money than before, 
and there would be a larger number of welfare centres throughout 
the country, and a good general standard of efficiency. 

In moving an amendment challenging the proposed system of 
block grants, Mr. Scurr said the Association of Infant Welfare 
and Maternity Centres had passed a resolution agzinst this 
proposal as not making adequate allowance for expansion in the 
next five years. The amendment was defeated by 285 to 122, 
and the financial resolution was carried by 280 to 132. 

In a reply to Dr. Fremantle, on November 28th, Sir Kixcsiey 
Woop said that wards for the sick and infirm in the separate 
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infirmaries of London which were ordinarily staffed by trained 
nurses, probationers in various stages of training, and ward maids 
or attendants, contained 16,520 beds. Wards for the sick and 
infirm included in other Poor Law institutions were usually 
staffed by trained nurses, assistant nurses, and attendants, and 
contained some thousands of beds. No precise figures were 
available of the number of beds in wards served by untrained 
attendants in the Poor Law institutions of London, nor of the 
numbers of trained nurses and untrained attendants respectively 
in these institutions. 


On November 28th Sir Kincstry Woop told Lady Astor that 
it would not be necessary during the next financial year to reduce 
the grants available for certain local authorities in aid of their 
expenditure on milk, A reduction of £12,000 made in the current 

ear was purely temporary, to keep the grants paid for the 

ealth services within the amount voted by Parliament. 

December 3rd, Sir Kincstey Woop told Viscount Sandon 
that local authorities would have power, except in cases of in- 
fectious disease, to recover from the non-destitute expenses for 
treatment in their hospitals as well as for maintenance, to the 
extent of the average daily expenditure of the hospital on 
treatment, but not by reference to the actual cost of the treat- 
ment of tho particular patient. 


Local Government (Scotland) Bill. 

On December 3rd, Sir J. Gumour moved the second reading 
of the Local Government (Scotland) Bill, which, in the main, 
seeks to achieve in Scotland similar objects to those aimed at by 
the Local Government Bill in England. He said that larger 
units of local government were required, particularly in view of 
the de-rating proposals. There were glaring inequalities and 
differences in the burdens which local authorities had to bear; 
77 per cent. of the present pauperism in Scotland was in thirty- 
seven parishes in the larger burghs, and 23 per cent. was 
scattered over 832 parishes. In the larger parishes the cost of 
administration was about 3 per cent., while in many parishes it 
was 18 or per cent. of the amount spent in relief. The small 
authorities were obviously unable of themselves to supply adequate 
and up-to-date hospital accommodation. The first part of the bill 
dealt with local government administration. The services affected 
by the changes proposed included the Poor Law, the major public 
health services, among which were hospitals, and town planning. 
It was proposed to set up new authorities as units of adminis- 
tration, consisting of the counties and the boroughs with a _popu- 
lation of 20,000 and over. The parish councils would be abolished. 
The administration of poor relief, by far the most important 
function of the parish councils, was to be transferred to the 
county. For the purposes of the bill the small burghs were those 
with a a of under 20,000, and certain of their functions 
would be transferred to the county councils. Those functions 
would include the major health services (including infectious 
disease and maternity and child welfare), milk and dairies, 
adulteration of food and drugs, unsound food, and town planning. 
The total amount of rate loss due to de-rating was estimated 
in Scotland to amount to £3,200,000 a year. The total cost to the 
Exchequer in each of the first five years was estimated at 
£4,125,000. The total extra revenue to local authorities in each 
of the first five years—new ran £922,000. The same 

arantees were being given in Scotland as in England, and the 
effect broadly of the guarantees would be that in the first quin- 
quennium a Pee counties out of the thirty-three would 
require an addi 
head to compensate them for the loss of rate and grant. 
large burghs would require an additional grant, the amount of 
the gain in every case being in excess of 1s. per head. The new 
money being distributed (£922,000) represented a sum of 3s, 9}d. 

er head of the population; and it was estimated to be equal 
o a rate of 64d. in the £ on the reduced rateable valuation of 
Scotland. Of the smaller burghs 115, or 84 per cent., would have 
their rates reduced, and of the 869 parishes 585, or 67 per cent., 
would have their rates reduced. It was calculated that every 
industrial area would gain and, in addition, seven out of every 
ersons would gain. 

t. JOHNSTON moved the rejection of the bill. 

Dr. Drummonp Surets strongly opposed the bill, which, le 
said, presented oot dangers to the public health services in 
Scotland. The block grant would adversely affect these services, 
which were rapidly developing. _ EH of the way in which 
the child welfare scheme had extende 
in 1917, when it was first started, the net expenditure was 

,000. In 1920, before the amalgamation with Leith took place, 
the expenditure was ; A £85,000, and now, in the larger area, 
the amount was £115,000 of health expenditure, as compared with 
£35,000 only eleven years ago. This development was also only 
the beginning of a larger service in view of the problems facing 
local authorities to-day. For instance, the question of the rheum- 
atic child had been tackled by the London County Council, and 
also by Birmingham. Another very important service was that of 
the treatment of crippled children, 75 per cent. of whom could be 
made self-supporting if they were properly treated in the earlier 
years. There was the question of mental deficients, in regard to 
which public opinion. was now being roused. To give special 
education to mental deficients up to the age of 18 and then 
to throw them out without any further public supervision, unless 
in the case of certifiable persons, was simply to invite disaster 
both to them and to the community. Then there was the subject 
of cancer. Something might be discovered ai any moment in 
connexion with cancer, and it was now being realized that supplies 
of radium, which were very expensive, were essential in the 
treatment of this problem. Child welfare and maternity work 
was ripe for a very big advance, and public opinion was ripe 


tional. grant to bring the gain up to ls. = 


d, he said that in Edinburgh, 


for that advance. There had been a great deal of talk about 
maternal mortality. Dr. Findlay, the child welfare officer of 
Edinburgh, had pointed out that in 1927 in Edinburgh the figures 
of the maternal death rate among mothers who had no ante-natal 
attention were 11.2 per 1,000 conrnnements, while in the ante-natal 
clinics they were only 2.4. The total figures were not large enough for 
the actual scientific determination of these proportions, but it was 
plain, as Dr. Findlay said, that the ante-natal clinics very definitely 
assisted in lessening the maternal death rate. There had not been 
enough of this work to cover the field either in Edinburgh or else- 
where in this year. This year was the standard year, and it was 
going to determine the relative proportion of money to be given in 
he grants for the next five years. Therefore, if the extension of 
this service was proposed in Edinburgh and other }laces—there 
were already schemes for homes and for other things to deal with 
these cases—the persons responsible for the finances would say: 
**No, we cannot go on with that now. We have got our grant 
on the basis of this year’s expenditure. We must wait until the 
fourth year, until the next standard year comes along.’’ That was 
not a satisfactory position for the health services. It seemed to 
him that the 6jd., which the Secretary for Scotland had said 
was going to be saved in rates or given as a present by this bill, 
would very soon be wiped out by the inevitable increases in 
expenditure which would result from the normal development 
after this year, and which would have to be met on a very 
narrow rating basis, and would certainly cause an increase in 
the rate. The same thing applied in regard to venereal disease. 
At present the State paid 75 per cent, and the local authority 
25 per cent. Now the local authority would pay the whole 100 per 
cent., and while it was likely that large cities like Edinburgh 
would maintain their service, there would be no stimulus to those 
backward areas which had never provided any efficient venereal 
disease service, to pass the standard year, and to go forward and 
impose on their own ratepayers the charge for the necessary 
extension of those services. The Government had taken a very 
strong line in regard to what the Edinburgh authorities put 
forward for compulsory treatment in venereal disease. They 
turned that down. At the same time, in this bill they had cut 
out the grant for propaganda. If the voluntary system was to 
be successful in venereal disease propaganda was absolutely 
essential, and propaganda must be national, because voluntary 
contributions had been tried before and had been entirely un- 
successful. Such things as films and various items could not le 
supplied by individual authorities, but must be done nationally. 
This had all been cut out by this bill. Some people had said 
that they looked forward to this bill as_a great help to_public 
health. He wished he could think so. He would be delighted 
to support it if he thought so. He thought that it was a 
backward measure, and that it was going to be a terrible danger 
to public health. The public health service was not going to be 
maintained, and if it was-it would only be by the sacrifice of 
local authorities in rating their own people rather than let the 
services suffer. 
As to hospitals, he would like certain information on a_ point 
which had never been cleared up. Under this bill the town 
councils were going to take over institutions, such as the large 
hospitals in the cities, which at present were run by the parish 
councils. There were two hospitals in Edinburgh—Craiglockhart 
and Craigleith. It was proposed that all the poor people should 
be taken from Craiglockhart and kept in Craigleith, which had 
been restored to them after the war pensioners had been using 
it. Craiglockhart ought to be used as an overflow for the Fdin- 
burgh Royal Infirmary, which had. a waiting list of over 2,900, 
with many urgent cases wanting to get in. What was to be the 
position? Was it the case that Edinburgh Town Council would 
only be able to treat in that hospital necessitous poor, and would 
Edinburgh be compelled to get back, from the relatives of these 
people so treated, any sum expended on their maintenance? That, 
was a very important point. In Aberdeen at present there was @ 
working arrangement, and the parish council hospitals had been 


handed over to the Public Health Committee of the town council, , 


and were beiyg worked by them. In Glasgow there was a working 
arrangement “with Stobhill, one of the finest fitted-up hospitals 
in the country. What was going to be the new position if the 
present arrangement did not involve any Poor Law system in the 
working of these hospitals by the public health authorities? Did 
the new proposals compel the town council to treat the people im 
those hospitals—if they were intending to use them as general 


hospitals—differently from the people in the tuberculosis hospitals? 


Another point of some importance was that one of the advan- 
tages of the new proposal was that these new institutions which 
were taken over were going to be brought up to date> Many of -he 
Poor Law institutions were out of date and badly equipped. ‘Who 
was going to pay for bringing them up to the proper standard 
of equipment? Certain people were so keenly wedded to ¥ 
voluntary system that they would rather see people suffering and 
deprived of medical assistance than impinge on that system at. 
all. He hoped that no considerations of that kind would prevent: 
every facility being given and every accommodation being taken. 
advantage of for the medical services of the people who required 
it. He thought there would be opposition from those people who? 
believed that a well-equipped and well-run municipal hospital 
would tend to dam =. voluntary hospitals of the cistrict. He 
believed, however, that for many years there would be plenty 
of room for both of them, and he hoped that the municipal 
authorities would be encouraged to use these institutions to the 
utmost of their capacity. He would like to know, in passing, what 
was going to happen to the Highlands and Islands Medica Fund. 
He opposed the bill, which, instead of being for the Government 
a lifeboat, would prove to be a millstone. 


Dr. Extrot, Under Secretary for Scotland, replying to the 
debate, said the scheme had “been fully discussed ‘in Scotland, _ 


especially by the municipality of Glasgow, and there was 20 
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suggestion of pariy “pin to the measure on the part of the 
Socialist members of the Glasgow corporation. Proposals were in- 
cluded in the bill to secure that there should be working-class 
representation on the new bodies to be set up. Committee after 
committee had reported in favour of the soauaiosente of the health 
services from the education euthority to the single health 
authority. He gave instances of needless duplication of clinics 
for children under the present authorities in Glasgow. The bill 
would = the five great seminational services of Scotland—the 
roads, health, education, Poor Law, and police services—on 
widest possible basis. 

The amendment was rejected by 319 voies to 150, and the bill 
read the second time. It was dernuede sent to committee of 
+ whole House instead of to the Standing Commiitee on Scottish 

s. 


Sir J. GitMour stated, on December 4ih, in reply to Mr. E. 
Brown, that there were 307 public health local authorities in 
Seotland, all of whom had powers under subsection (1) (b) of 
Section 3 of the Notification of Births (Extension) Act, 1915, 
subject to the approval of the Scottish Board of Health, to make 
arrangements for attending to the health of expectant and nursing 
mothers, and of children under 5 years of age. The number that 
had made such provision up to date was 243. 


Women Medical Students. 

Mr. A. M. Samvet told Mr. Rhys Davies, on November 22nd, 
that he had no information of the number of entries of women 
medical students in England, Scotland, and Wales for the last 
five years. Returns made to the University Grants Committee 
showed that the total numbers of full-time women medical students 
aitending university institutions in ihe past five years were : 


1923-24. 1924-25. | 1925-26. | 1926-27. | 1927-28. 


England aw! sore 1,197 1,059 930 862 
35 30 “32 30 
Scotand ww. 610 431 | 315 274 | (254 


Total... | 2,02) 1,660 *1,402 | 1,146 


Admission of Voluntary Boarders to Public Asylumss—In the 
House of Lords, on December 4th, Lord Sanpuurst asked if the 
Government would, in the present session, introduce legislation to 
enable voluntary boarders to be received into public asylums. 
The Earl of Cranbrook urged that such legislation would be in 
the interests of the medical profession. Doctors would be able 
lo study these cases in their early stages, and the treatment of 
mental disorder would be linked up with general practice in a 
way not possible at present. Tht Earl of Onsiow said there were 
dificulties in dealing with the recommendations of the Royal 
Commission on Lunacy separately. It was impossible to introduce 
a comprehensive bill this session, but the Government hoped to 
deal with the whole subject of lunacy and mental disorder. 
Provision for the admission of voluntary boarders into public 
asylums would find a place in the measure. 


Silicosis—Commodore Kine, answering Mr. D. Greenfell on 
November 28th, said silicosis was not a notifiable disease. There 
were no statistics of disablement from the disease, but the general 
evidence was that it was comparatively rare among miners. He 
had no evidence of an increase in the number of cases. Preventive 
measures, such as improved ventilation and the use of water, or of 
a mechanical dust abstractor, were necessary when drilling was 
done in highly siliceous rock, and the Government inspectors were 
attending to this. On December 4th Mr. Rennie Surru asked the 

e Secretary when the inquiry of his department into silicosis 
was likely to conclude, and if he pro d io publish a White Paper 
on the subject. Sir W. Joynson-Hicks replied that if, as he 
supposed, Mr. Smith was referring to the proposed medical inquiry 
to consider the arrangements for ——— of silicosis, that inquiry 
had only just been set on foot, and he could not forecast the time 
it was likely to take. If, however, Mr, Smith was referring to the 
waft scheme of compensation which he was about to make for 
silicosis in various industries, that would be issued very short! 
and laid before Parliament. No other publication was contemplated. 


Dangerous Drugs.—Siv Vivian  Henperson, answering Colonel 
Vaughan-Morgan on November 22nd, said the alkaloid codeine 
had not. been added to the schedule under the Dangerous Drugs 
Act. Codeine was not regarded by most authorities as a habit- 
forming drug, and was not included in the International Con- 
Yentions of Sine Hague and Geneva. On November 26th Earl 
INteRTON told Lieut.-Colonel WVaughan-Morgan that various 
tkaloids of opium had been manufactured at the Ghazipur 
factory from waste products and contraband opium for many 
years, but it was not until about 1924 that they began to find 
@ market in substantial quantities outside India. They were 
*xported to the United Kingdom only, where their disposal for 
strictly medical and scientific purposes was governed by the 
stringent provisions of the Dangerous Drugs Act. In a reply to 
Mr. Wellock, on November h, Sir ILLIAM Joynson-Hicks 
Said that for the past four years raw opium and crude morphine 
been imported into this country from India for manufacturing 
drugs, replacing to a considerable extent opium imported from 


sther countries. He could not give an assurance that there would 


not be an increase in the import of medical opium or of alkaloids, 
as the amount of opium required for medical and scientific pur- 
poses fluctuated from year to year. The trade was carelig 
supervised, and there been a progressive decrease in 
amounts imported in recent years. 


Immunization against Diphtheria —Mr. stated that 
many of the metropolitan borough councils had undertaken, with 
the sanction of the Ministry of Health, immunization against 
diphtheria by the Schick test. The London County Council did 
not directly participate in this work, but as local education 
authority it assisted, when requested, by disseminating information 
on the subject through the schools. 


Maternity Services in Scotland —Sir J. Gumovur, replying to 
Mr. Johnston on November 27th, said that while in the opinion 
of the Scottish Board of Health every area in Scotland would 
benefit by the adoption of a maternity service and child welfare 
scheme, providing as a minimum for the services of a medical 
officer and a health visitor, there were many areas where the 
provision of a centre was impracticable. 


Testing of Samples under the Food and Drugs Act.—On Novem- 
ber 26th Sir Kinestsy Woop, replying to Dr. Verion Davies, 
stated that informa} testing of samples under the Sale of Food 
and Drugs Act was designed to obtain information for adminis- 
trative purposes. The Minister of Health was not satisfied that 
the publication of statistics combining the results of formal and 
informal tests would accurately reflect the amount of adulteration 
in any district. The Minister would, however, consider his 
suggestion. 


Admissions to Mental Institutions.—During the at 1927 ihe 
admissions to county and borough mental tom “il s in England 
and Wales numbered 20,474, and there were 1,419 persons admitted 
to other imstitutions for the care of the insane or committed to 
private single care. The total of 21,893 compares with 21,924 in 
1926 and 21,784 in 1925. 


Tubcreulosis in the Navy.—Answering questions by Mr. Hore- 
Belisha, on November 28th, Colonel Giles said it was im- 
practicable to set out the new rules and principles governin 
attributability of tuberculosis cases in the navy. The value 

working rules of this kind depended on the power to apply the 
spirit of them to the facts of individual cases as disclosed by the 
medical evidence. .All claims would be considered in the light of 
the new rules, which were much more favourable than the old 
ones. October Ist last had been taken as the date for the 
introduction of these rules, and the Admiralty did not propose to 
depart from it. The Admiralty could always go back behind a 
date for medical reasons, and any case would be considered when 
it came up. He could not say whether the rules would again be 
revised when the Joint Committee of the three services reported. 
Dr. Vernon Davies asked whether a certificate from a medical 
man, which pointed out that a discharged sailor was suffering from 
tuberculosis attributable to the conditions of service would now be 
considered if it had previously been rejected by the Admiralty. 
Colonel Heaptam said that any new medical evidence which was 
brought forward would always justify reconsideration of a case. 
On December 4th Sir L. Worrnryctron-Evans told Mr. Thurtte that 
there had been no recent change in the rules laid down to guide 
medical officers of his department in deciding whether or not cases 
of tuberculosis which arose during service were attributable to 
service. 


Care of Mentally Disabled Ex-soldicrs.—Major Tryon told Sir 
Robert Thomas, on November 29th, that he could not say how 
many ex-soldiers were permanently disabled mentally as a result 
of the war. He hoped that many of the officers and men at 
present mentally disabled would improve or even recover. In 
addition to mental hospitals approved under the general lunacy 
laws, which had been supplemented by two special institutions for 
certain types of cases, the Ministry provided treatment in institu- 
tions for mental trouble short of certifiable insanity or for cases 
discharged from certificate who needed further institutional care. 
The provision thus made had been found to be adequate, and no 
State assistance was given to voluntary institutions providing care 
and treatment for such cases. 


Verminous Tenements.—Mr, CHAMBERLAIN, replying to a question 
on November 27th, said-no reports relating specifically to the 
verminous condition of tenements had been made by officers of his 
department. Section 46 of the Public Health Act, 1925, and 
Section 10 of the London County Council (General Powers) Act, 
1922, gave ample powers to local sanitary authorities to secure 
the cleansing of verminous houses. 


isoning by Fumes and Workmen’s Compensation—Sir WitiuaM 
icmmndien told Mr. Stephen Mitchell, on November 22nd, that 
various forms of poisoning by fumes or gas were already 
scheduled under the Workmen’s Compensation Act. The circum- 
stances of poisoning by gases such as carbon monoxide, which 

effect rapidly, would always be such as to constitute an 
injury by accident, for which compensation could be claimed. 


November 27th Mr. informed Mr. 
the average annual death rate from small-pox 
during the ten years 1918-27 was: for England and Wales, 0.0005; 
for Switzerland, 0.0004; and for the Netherlands, 0.00006 per 1,000 


population. Statistics furnished to Mr. Pethick Lawrence by Mr. 


orlai November 29th show that in England and Wales 
the Percentage of vaccinations to births was 44.8; in 
Bedfordshire, 12.5; in Gloucestershire, 22.2; and in Leicestershire, 
7.1. The rate of cases of small-pox notified among civilians per 
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10,000 of the poets in the same year was 2.6 in England 
and Wales, and nil in Bedfordshire, Gloucestershire, and Leicester- 
shire. In 1923 Gloucestershire, with a vaccination percentage of 
28:1, had a small-pox case rate of 12.8 per 10,000 of the civil 
population. 


Conditions in Distressed Arcas.—On December 3rd Mr. Cramper- 
LAIN, replying to requests by Mr. Lansbury and Mr. Morgan- 
Jones that the Government should take action to relieve dis- 
tressed areas, said that a fortnight ago he sent a chief inspector 
to South Wales, accompanied by a competent medical man, to make 
a thorough investigation on the spot and to go into the homes of 
the people, The inspector was assisted by people in the district 
who had taken a special interest in the matter. 
Chamberlain) hoped before long to receive a report. which would 
disclose the situation more accurately than anything he had 
hitherto been able to get. 


Duty on Enamelled Hollow Ware used in Hospitals—Mr. A. M. 


Samvet, on December 4th, replying to Mr. A. Alexander, who | 


asked if he was aware that certain enamel hollow ware products 
mainly used for medical and nursing purposes were being charged 
with duty, said duty was chargeable on wrought enamelled hollow 
ware of a description commonly used for domestic purposes. This 
included articles of the kind commonl i 
of sickness. Mr. ALExANDER asked i 
Treasury 
hospitals should be exempted, and that the Surgical and Allied 
Trades Association now found that promise had not been carried 
out. Mr. Samvet said he would look into the matter. . 


Cascous Lymphadenitis in Imported Mutton.—Sir Krncsiey 
Woop, asked on December 3rd by Mr. W. Tuorne if he was 
aware that approximately 10,000 carcasses of imported mutton 
had been seized and condemned on account of caseous lymph- 
adenitis in an aggravated form; that each of the diseased car- 
casses had individually attached to it a label signed by a 
veterinary inspector in the country of origin, stating that the 
meat had been examined at the time of slaughter and found 
healthy and fit for export; and that the character of this disease 
should show in the majority of these sheep nodules and growths 
on the offal and viscera of the animal that should have warned 
the inspector, stated that the Minister of Health was in com- 
munication with the Governments of the countries concerned in 


regard to the matter. 


_ Court of Inquiry on R.A.M.C. Officcrs.—Earl Wiyterton, reply- 
ing to Sir G. Hohler on December 3rd, said that in September a 
court of inquiry was held on the competency of the officers of the 
Royal Army Medical Corps at Chakrata, United Provinces, India. 
As a result, disciplinary action had been taken. Only telegraphic 
details were available, but the Government of India was sending 
a full report as soon as possible. 


Meals for Necessitous Children.—On December 3rd the Duchess 
of Arnot told Sir R. Thomas that at present approximately 
120 local education authorities were providing meals or other 
nourishment for necessitous children. The authorities in the 
Welsh~- coalfields undertaking such provision were: Monmouth, 
Glamorgan, Cardiff, Merthyr, Newport, Swansea, Aberdare, Aber- 
tillery, Barry, Pontypridd, and Rhondda. Arrangements had been 
made for securing close co-operation between the education and 
the Poor Law authorities. 


Infant Mortality in Depressed Arcas.—Mr. Cuampervatn told Mr. 
Rhys Davies, on November 22nd, that the infant mortality rates 
in the depressed areas during the present year appeared to show 
some improvement over those of the preceding year. No useful 


purpose would be served by publishing figures till statistics were 
available for the whole year. : 


Notes in Bricf. 

The London animal quarantine station was approximately full 
from July 24th to October 26th. South Africa, Southern and 
Northern Rhodesia, the Irish Free State, and Palestine have 
= their readiness to accept pedigree stock through the 
station. 

Mr. Chamberlain is of opinion that though overcrowding and 
deficient sanitary accommodation contribute io the spread of 
certain infectious diseases there appears to be no necd for further 
inquiry on this subject. : 

The Ministry of Health has not decided on any design of 
cart as being most generally suitable. 

The average annual increase of ulation in England 
Wales between the 1921 census is catimated at 


The Minister of Health is advised that local authorities possess 
powers sufficient to secure any necessary disinfection of premises 
in which tuberculosis has occurred. 

Mn are no general Government regulations on the storage of 
nzol, 

Lord Eustace Percy believes that education authorities generally 
appreciate the importance of the prompt provision of spectacles 
to children with defective eyesight. He will not advise local 
authorities to give issi 
purchase glasses for these children. 

Lord Eustace Percy is not aware that the provision of a dis- 
infectant' mouth-wash for use by school children would prevent the 
spread of infection. He says that in any case it is for the local 
authorities, acting on the advice of their medical officers, to con- 
sider methods of combating the spread of infectious disease, 
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Obituary. 


JAMES WILKIE SMITH, M.D., C.M.. 
Late President, North of England Branch, British Medical 
Association. 
We regret to record the death of Dr. James Wilkie Smith 
at Ryton-on-Tyne, on November 21st, at the age of 76. 

James Wilkie Smith received his medical education at 
Edinburgh, where he graduated M.B., C.M. in 1873, and 
proceeded M.D. in 1879. He was pre-eminently a general 
practitioner, carrying on a very extensive practice until the 
time of his death. On this sure foundation he built up 
an active interest in public health, being a Fellow of the 
Society of Medical Officers of Health, and at one time 
president of the Northern Branch. He received the 
degree of D.Hy. Dunelm honoris causa in 1921. The deep 
and sympathetic interest he took in his colleagues and their 
work rendered him a highly welcome member of medical 
societies. 

Dr. Smith rendered devoted service to the British 
Medical Association and held many posts. He was a 
member of the North of England Branch Council from 
1906 to 1919, 1924-25, and 1928. He was vice-chairman 
of the Newcastle-on-Tyne Division in 1907; chairman in 
1908; representative from 1909 to 1923; and a member * 
the Executive Committee in 1926 and 1927. He was presi- 
dent of the North of England Branch in 1918; a member 
of the Arrangements Committee 1920-21; and a member 
of the Contract Practice Subcommittee from 1920 to 1922. 
Dr. James Smith was also vice-president of the Section of 
Medicine at the Annual Mecting at Newcastle-on-Tyne in 


1921. 


We are indebted to Professor G. Grey Turner for the 
following tribute: 

By the death of Dr. James Wilkie Smith the pre 
fession in the North has lost, if not its oldest, certainly 
one of its best known and most highly respected members. 
He was the elder of the well-known brothers Smith of 
Ryton and Whickham respectively, and for well-nigh fifty 
years no medical function of importance in this district 
was complete without him. It may truthfully be said that 
he only very rarely missed a medical mecting, and this 
applies to the social as well as to the academic variety. 
He personally contributed to every sphere of activity of 
the British Medical Association and the local medical 
societies, and he had held office in all of them. The most 
remarkable feature about the late doctor was his sustained 
and undiminished interest in everything that concerned 
the welfare of his profession. Up till the very end he was 


respects, and within the last year or two he had attended 
post-graduate classes held in Newcastle in connexion with 
the University of Durham, and had also made a pilgrimage 
to St. Andrews, where he sat at the feet of one of his 
compeers; the late Sir James Mackenzie. Early in life he 
discovered that the master word in medicine is Work; and 
to the very end he cheerfully bowed to its dictates, and 
he died as he lived, in the exercise of his beloved profession. 
For thirty-three years the writer enjoyed the acquaintance 
—which early ripened into close friendship—of James 
Smith, and during all that time he has been recognized 
one of the most stimulating personalities, whose mail 
endeavour was to bring out the best in everyone around 
him, 

In the early days of abdominal surgery Smith was cloself 
associated with his old friend and one-time neighbou 
Rutherford Morison, and he was a constant visitor to th 
operating theatre of the old Royal Infirmary. No one 
could be keener to recognize the great changes which wert 
then coming over practice, and no one readier to grasp th 
advantages of early operation, especially in the acute 
abdomen. Discouragements frequently strewed the path 
in those days, but, with an unswerving faith and absolute 
lovalty, James Smith persisted in persuading successiolis 
of patients to come into hospital and to accept the possible 
benefits of surgical intervention rather than the risks ¢ 
the waiting policy, of which he had seen so much in his still 
earlier days. Probably on looking back James Smith will 


‘ be longest remembered by that large and loyal band of mem 


active in every way, not only in practjce, but in other® 
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who started their professional life as one of his many assis- 
tants, and who got from him, not only a sound and thorough 
practical training in medicine, but also in those high ideals 
which were part of his innermost nature, and which by 
example he radiated to all who came in contact with him. 
For many years he commanded a large practice in an 
extensive colliery and country district, which could only 
be worked with the help of several branches, but he was 
always, and in every respect, the head of the “ firm,’’ and 
he made it a rule to visit very part of his district several 
times a week. Though personally never keen on the 
technical side of surgery, he always encouraged his juniors 
to do what they could in the smaller houses of the indus- 
trial classes, and his Sunday morning clinics were in many 
respects like the operative session of any general hospital. 

His outlook was extremely broad and liberal, and in the 
ordinary affairs of life he came to be looked upon as a sort 
of standby to whom younger men could refer in their 
troubles. He was exceedingly fond of literature, and 
had a wide knowledge of all that is best in the English 
language; even in the days of the dog-cart it was usual 
to see him poring over one of his favourite books when 
out on his rounds. Poetry was his favourite, and he was 
himself responsible for one or two productions well worthy 
of his time and station; new that he is no more one 
realizes that his poem The Auld Doctor is a faithful 
picture of himself. He loved the country and flowers, 
and up to his last days he was seldom seen without his 
inevitable buttonhole. 

Though never willing to avoid trouble merely for the sake 
of the easier path, he was nevertheless of a conciliatory 
nature, and whoever sought his advice, on whatever sub- 
ject, could always feel assured of a sympathetic ear, and 
would always find the doctor the same wise but unobtru- 
sive counsellor and friend. Though inured to family 
affliction he was not in any way soured, and was ever happy 
in his family circle; among his very many friends, both pro- 
fessional and otherwise, he had earned a deep affection. 
Just after the war he was the means of giving to New- 
castle its Medical Institute in memory of one of his sons, 
cut off in early life. His idea was to have a centre of 
medical activity where all that was best could be brought 
together, and where medical men of all stations and of all 
ages could congregate in good fellowship for their mutual 
well-being. 

Years ago James Smith told me that he had been re- 
reading Don Quixote, and that mature consideration had 
shown him that it was full of the profoundest wisdom. 
During the latter years of his life Smith himself had 
attained the master work of Wisdom, for he had learnt 
to grow old without showing it. As Stevenson has it, 


-though slightly paraphrased, “ Truly as a physician, in 


the widest sense, he was one of the flowers of our’ civiliza- 
tion, and shared as little as any in the defects of his 
period and most notably exhibited the virtues of his race.’ 
It was indeed a privilege to have known him. 


Dr. N. R. Rawson writes: 

May I, as one of his late assistants, pay a final tribute 
to that most lovable of men, James Wilkie Smith of 
yton-on-Tyne? Our memories linger fondly on those 
days when we wandered round the practice with our 
chief, chatting with the miners and their wives—Smith’s 
friends for many years past—and between the visits 
quoting Wordsworth or other poets, but chiefly Words- 
worth, when not Bobbie Burns. Then those quiet evening 
chats: on medicine—difficult points in our own cases, 
uldities, the masters, past and present-—to many of us the 
fist glimpse into the history and philosophy of medicine. 
But his chief message was the importance of the fellowship 
of men, of the meeting of colleagues. His constant smile, 
8 ever-ready sympathy, and his keen interest endeared 
him to all. He of all men knew the value of intercourse 
tnd he joyed to take us to the medical gatherings, whether 
“cial functions or scientific meetings. In the hope of pro- 
Niding a place where men might forgather for discourse, 
‘Sin the Athenian market-place, he gave the profession 
the institute, which bears the name of a beloved son. 

or some years he had been in failing health, but when- 
“er possible he had been as eager as ever, whether as 
President of the Newcastle-upon-T'yne and Northern 


Counties Medical Society, or attending meetings of the 
British Medical Association, lecally and elsewhere, round 
the beds as a student in the post-graduate class, or dining 
out. Quite recently it has been my privilege to meet him 
in his old gay spirit at two such functions—the one at the 
Bohemian Pen and Palette Club to weleome an intrepid 
pioneer in adventures of the air, the other at a monthly 
dinner of local country practitioners, where he was our 
honoured guest. Such was his keenness that on the very 
day we laid his body to rest he was to have joined our 
table as a fellow member. In the North things live. The 
Association is at its strongest, and we have given of the 
noblest to the cause of the profession. Clinical societies 
and post-graduate courses flourish, while dinners, dances, 
golf meetings, and other social gatherings meet with a 
ready response. It is to men such as Smith that the 
present generation owes this happy heritage. While his 
body rests in well-earned peace, may his spirit live in the 
hearts of his successors. 


The Mepica. Secretary writes: 
I deem it a privilege to be allowed to add a few words of 
tribute to my old friend. When I was in practice in the 


North, not far away from Ryton, I learned to regard the’ 
Smith brothers first with great respect as men who knew- 


their job and did it, and later—particularly with regard 
to James Smith—with affection. I have rarely known any 
man whose judgement I would sooner trust; his knowledge 
of his profession was wide and sound, and his relations 
with his patients, with his assistants, and with his medical 
neighbours were ideal. During fhe course of my official 
career, when [ have had cause to defend the general 
practitioner, the ideal I have had in mind has been a 
blend of John Brown of Rab and His Friends, Ian 
Maclaren’s doctor of the old school (William MacLure), 
James Mackenzie, and James Smith, with the last named 
predominating, because 1 knew him well in the flesh. 
James Smith bas left behind him a fine legacy in the 
shape of the Medical Institute in Newcastle, but a still 
finer in the deep impression he left on the mind of every 
man with whom he came into close contact. He was a 
good man in every sense of the term. 


WILLIAM SMITH KERR, M.B., C.M., F.R.C.S.Ep., 
Honorary Surgeon, Ear, Nose, and Throat Department, 
Sheffield Royal Infirmary. 

WE regret to announce the death of Mr. W. 8. Kerr, 
F.R.C.S.Ed., which occurred at his home in Sheffield on 

November 26th. 

William Smith Kerr received his medical education at 
the University of Edinburgh, where he was Thomson 
Bursar from 1886 to 1890, in which year he graduated 
M.B., C.M. He was admitted to the Fellowship of the 
Royal College of Surgeons of Edinburgh in 1903. After 
holding a resident post at the Dumfries and Galloway 
Royal Infirmary he became senior house-surgeon in the 
Royal Infirmary in Sheffield, so commencing an association 
with the institution and the city in which he ultimately 
attained a leading place as an aural surgeon. At the 
time of his death he was honorary surgeon to the ear, 
nose, and throat department, and consulting aural surgeon 
to the Sheffield Union Hospital and to the Yorkshire 
Institute for the Deaf at Doncaster. He was also lecturer 
on diseases of the ear, nose, and throat in the University 
of Sheffield. : 

Mr. Kerr was the author of a number of contributions 
to medical literature, and took a prominent part in 
professional affairs. In the Sheffield Medico-Chirurgical 
Society he had held the offices of president, secretary, and 
librarian; he was a member of the Laryngological Section 
of the Royal Society of Medicine, and at the annual 
meeting of the British Medical Association at Exeter in 
1908 he acted as secretary of the Section of Laryngology, 
Otology, and Rhinology. In the Sheffield Division of the 
Association he was viee-chairman in 1912 and chairman in 
the following year, and for the past seven years had been 
a member of the executive committee. He had served in 
the Territorial Army with the R.A.M.C., and retired a few 
years ago with the rank of lientenant-colonel. Mr. Kerr is 
survived by his wife. 
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GEORGE WILLIAM HILL, M.D., F.R.F.P.S., 
Surgeon for Diseases of the Ear, Nose, and Throat to 
St. Mary’s Hospital. 

Tne news of the death of Dr. William Hill at the age of 
70, on November 24th, has come as a shock to innumerable 
members of the medical profession and as a cause of 
profound grief to the large body who numbered them- 
selves among his friends. 

Hill received his medical education at St. George’s and 
St. Mary’s Hospitals; he gained the Senior Entrance 
Science Scholarship at St. Mary’s and won many prizes, 
among which was a scholarship in pathology. It was, 
indeed, as pathologist that he received his first appoint- 
ment at the Central London Throat and Ear Hospital, 
which probably directed him towards the special line of 
practice of which he was so distinguished an exponent. He 
graduated M.B.Lond. with honours in 1885, and proceeded 
M.D. four years later; in 1923 he. obtained the diploma 
F.R.F.P.S.Glas. After two years of general practice 
in Cornwall his 
native county, he 
returned to London, 
and became at 
St. Mary’s a teacher 
of anatomy, then 
aural surgeon, and 
- finally surgeon to the 
combined car, nose, 
and throat depart- 
ment. 


Endoscopic 
methods of exam- 
ining the bronchi 
and oesophagus 
attracted Hill when 
he was at his most 
receptive stage, and 
he became an adept 
in them, extending 
their scope to the 
stomach, for which 
he designed an im- 
proved form 
gastroscope. He con- 
tributed’ to” the 
literature a valuable 
monograph, and col- 
laborated with the 

late Dr. Herschell. 
So also he did with Dr. Finzi, when Hill's tubes 
and other cesophagoscopic apparatus were invented for 
the purpose of introducing radium with accuracy, into 
malignant strictures of the oesophagus. His official retire- 
ment was due just when radium treatment was reaching its 
present maturity, but the staff and authorities of the 
Metropolitan Ear and Nose Hospital secured him as endo- 
scopic surgeon, so that up to the last his activity in this 
‘* specialty in the specialty ’’? was maintained. .~ 

In whatever society he took part he came well to the 
front. He was vice-president of the Section of Otology 
at-the Annual Meeting of the British Medical Association 
in 1890 when it met in Birmingham, and president of the 
Section of Oto-Rhino-Laryngology at the Annual Meeting 
at Newcastle-upon-Tyne in 1921. He was a member of the 
executive committee of the Marylebone Division for 1925-28, 
deputy representative in the Representative Body for the 
Marylebone Division in 1927, and a member of the Metro- 
politan Counties Branch Council in 1927, He was president 
of the Laryngological Section of the Royal Society of 
Medicine and of the Harveian Society, and also Vice- 
president of the original Laryngological Society of London. 
He was a very popular and prominent member of the 
Masonic ‘body, and held the coveted rank of Past Grand 
Deacon in the Grand Lodge of England. 

Hill’s personality was singularly attractive, and not 
infrequently in mixed gatherings the question was put who 
“the good-looking man with the red beard’? was. His 
humour was exuberant and to some degree boisterous, but 
the manifest genuineness of his enjoyment of his own sallies 


_Dr. Hirt, 


and his delight in amusing his audience made it acceptable 
even to the most fastidious. He delighted to ‘* set the 
table in a roar.”’ It: might have been felt that one never 
knew what he would say next, but one knew well what he 
would never say—namely, that he had unostentatiously 
helped many a lame dog with material assistance or sound 
advice in time of need. His peculiarities were patent, and 
any faults were all on the surface; the heart was of gold, 
His scientific information was exceptional, and those who 
identified him chiefly as the privileged jester scarcely 
realized what an amount of wisdom and knowledge was to 
be found under his jolly exterior. 

It was the writer’s great good fortune to have come into 
intimate contact with William Hill at a very early period 
in their careers. Hill was appointed pathologist to the 
Central London Throat and Ear Hospital when the writer 
was junior assistant surgeon, and Hill became his clinical 
assistant at the evening clinic. The co-opération was a 
happy one, and if it was the starting-point in Hill's 
brilliant career as an otologist, it was a most inspiring and 
inspiriting epoch in the life of the old friend who now 
mourns his loss. J. D.-G. 


[The photograph reproduced is by Lizzie Caswall Smith, London.] 


*THE LATE SIR HECTOR CAMERON. 


Dr. J. Grant Mittar (Leicester) writes: 


As a former student and house-surgeon of the late Sir Hector 
C. Cameron may I be allowed to add a few words to the many 
tributes I feel sure you will receive about him? Sir Hector 
and my father were very old friends, so that I had the 

rivilege of knowing him from a child. As a surgeon at the 
Western Infirmary what I think impressed me most as a 
student was his kindness and consideration to all hospital 
patients, and, perhaps, especially, .to all female patients. He 
was most particular to avoid exposing them unnecessarily, and 
never allowed students to examine them unduly if there 
was the smallest chance of the patients suffering therefrom, 
or if they were unusually sensitive about the matter. In those 
days—I speak of some thirty years ago—Sir Hector used to 
receive, -among others, many cases of cancer of the breast, 
sent to him from all over the West of Scotland. Some patients, 
alas! only reached him when the disease was too far advanced 
to render operating any use, and I well remember the gentleness 
with which he would explain it was tco late for any operation 
to be effective. At that time cancer was even a more dreaded 
disease than now, and many sufferers delayed seeking relief 
until the breast was a great fungating mass or a dense scirrhous 
growth with hopelessly widespread glandular enlargement. As 
a teacher Sir Hector Cameron was direct and graphic. Ao 
iliustration of this I remember when he was speaking about the 
dangers of fully emptying a bladder which had been over 
distended for some time, and in which difficulty had been 
experienced in passing a catheter. He vividly portrayed the 
delight of both patient and surgeon when the urine commenced 
to flow, but warned the students against too complete @ 
evacuation, lest it should be followed by a possibly severe 
secondary, haemorrhage. It was the graphic manner in_ whieh 
it was dohe that left an indelible impression. Of his kindnes 
to poorer patients I could tell many stories. Let one suffice 
There was a student—not in medicine but in arts—who was 
suffering from psoas abscess and hip-joint disease in @ 
advanced form. His case was brought to Sir Hector’s notice, 
and for two years he attended that young man at the patient's 
own home, driving out to see him twice or three times 
week, and supplying all dressings, appliances, and so on, 
his own expense. 

Personally Sir Hector Cameron was very genial, a bom 
storyteller, and with a keen sense of humour. He was I 
great request as a guest for dinner parties. He was a vel 
fine golfer—as befitted a St. Andrews man—and was also 4 
good shot. For these recreations he had, of course, little tim 
but during his active life he made a point of taking a Jong 
summer vacation of some five or six weeks, and no doubt thi 
helped him to keep well and to live to the ripe old age # 
which he has just passed away. 


EDWARD KNIGHT, M.R.C.S., L.S.A. 
Wr are indebted to Sir James Dundas-Grant for 
following notes concerning the late Edward Knight. - 


Edward Knight was for many years teacher of anatomg 
at, and later sole director of, ‘‘ Cooke’s School a . 


Anatomy.”” He was exceptionally gifted in carrying 
instruction by means of quick question and answer on the 
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Medical Netus.. 


_THE British Medical Association will be represented by 
Sir Robert Philip at the International Congress of Tropical 
Medicine and Hygiene, which opens at Cairo on December 
15th. Other delegates include Sir George Newman, repre- 
senting the Ministry of Health; Sir Holburt Waring, the 
University of London and St. Bartholomew’s Hospital 
Medical College ; Sir StClair Thomson, the Royal Society of 
Medicine; and Sir Berkeley Moynihan, who, as President of 
the Royal College of Surgeons of England, will present the 
diploma of honorary Fellowship of the College to Dr. Aly Bey 
Ibrahim in the course of the congress. 


A DISCUSSION on alcohol and drug addiction in relation to 
women and children will be opened by Dr. Catherine Chisholm 
at the meeting of the Society for the Study of Inebriety at 
11, Chandos Street, W.1, on Tuesday, January 8th, 1929, 
at 4 p.m. 

AT a meeting of the Pharmaceutical Society of Great 
Britain, to be held in the lecture theatre of the society’s 
house at 17, Bloomsbury Square, W.C., at 8 p.m., on Tuesday, 
December llth, an address will be given by Miss Katherine 
H. Coward, D.Sc., biochemist in charge of the vitajnin 
department of the society's pharmacological laboratories, on 
‘Recent research on the vitamins.’’ The lecture will ‘be 
illustrated by lantern slides. Medical friends of members 
and student associates will be welcomed. _ 

THE fourth congress of French Dermatologists and Syphili- 
graphists will be held in Paris, at the St. Louis Hospital, 
from July 25th to 27th, 1929. Papers will be read on the 
polymorphic erythemas,. prurigo, and the malarial treatment 
of the nervous complications of syphilis. Further informa- 
tion may be obtained from the general secretary, Dr, Clément 
Simon, 104, Avenue Malakoff, Paris XVI°. 


THE Fellowship of Medicine and Post-Graduate Medical 
Association announces that a lecture will be given on Monday, 
December 10th, at 5 p.m., by Dr. Bernard E. Schlesinger on 
‘‘Spasmodic respiratory affections in childhood”’’ in the 
lecture room of the Medical Society of Londcn; there is no 
fee for attendance. There will be no further special courses 
or special lectures and demonstrations until the middle of 
January. The next series of lectures is entilled ‘ Pitfalls in 
medicine and surgery,’’ and, as before, the lectures will be 
given on Mondays, at 5 p.m.; at the Mcdical Society of 
London, and will be free to all members of the medical 
profession. From the middle of Jauuary until Easter there 
will be, each week, clinical demonstrations in medicine and 
in surgery at various hospitals, and also a series on Wedneés- 
days, at 4 p.m., at the Wellcome Museum of Medical Science ; 
all are free to members of the medical profession. The first 
special courses in 1929 commence on January 14th—one in 
cardiology at the National Heart Hospital, and one in diseases 
of children at the Queen’s Hospital for Children. The 
general course of work, consisting of attendance at the 
clinical practice of from forty to fifty London general and 
special hospitals, continues throughout the year; tickets 
may be taken out on any day of any week from now onwards. 
Copies of all syllabuses and of the general course prograwme 
are obtainable from the secretary of the Fellowship, 
1, Wimpole Street, W.1. 

THE sum of £129 was raised at a sale held on behalf of the 
Glasgow Branch of the Royal Medical Benevolent Fund Guild 
on November 20th, at 21, Woodside Place (by kind permission 
of Mrs. Inglis Pollock). Four performances, commencing on 
November 2lst, were given by a well-known Glasgow amateur 
dramatic company, the Albany Players, for the same object, 
and, while it is not yet possible to state what amount has 
been secured, the attendance was very good and the financial 
result should be satisfactory. The play presented was a light 
comedy, entitled ‘‘ Healing Waters,’”’ by Dr. John Fergus. 

Dr. H. B. NEWHAM, C.M.G., warden of studies, has been 
appointed also curator to the museum of the London School 
of Hygiene and Tropical Medicine. Dr. J. F. C. Haslam, has 
been appcinted Director of Library Services. 

READERS who knew Amiens and district during the war 
will be interested to learn of the approaching publication of 
the town’s official history (1914 to 1918), illustrated with 450 
photographs and 30 coloured prints. Since the edition will 
be limited, those desiring further information should com- 
municate without delay with M. le Maire, Hotel de Ville, 
Amiens, who will gladly send them a descriptive brochure, 

A Girt of £3,000 has been made to Doncaster Infirmary by 
Mr. William Nuttall, a confectionery manufacturer, for the 
purchase of radium for cancer treatment. Mr. Nuttall has 
has also given £3,000 to the Leeds Infirmary Fund and £1,000 


DEc. 8, 1928] 
—. dissected part. Being -possessed of a cheerful and rather 
ble jocular disposition in a handsome and somewhat com- 
he | manding person, he was well adapted to keep the attention 
ok of those who were just ‘ learning to learn,” while many 
he candidates for higher examinations found it beneficial to 
sly | be put rapidly through their paces by this energetic and 
ma sprightly coach. Knight had naked-eye anatomy at his 
ail fingers’ ends, and knew Cooke’s wonderful tablets through 

ld and through. These anatomical ‘ tablets?’ were by no 
cho | means °° tabloids,” but pretty solid doses of anatomy in 
‘el which the regional and systematic methods were cleverly 
blended. The extraordinarily systematized and intensive 
, courses allowed of a rapid survey of the naked-eye anatomy 
‘nto of the whole body in the shortest possible space of time. 
“ial The work for the teacher was extremely hard, and there is 

the | “very probability that the strain, even on this vigorous 
iter | man led to the progressive disease of which, after a con- 
ical siderable number of years of poor health, he died at the 
ee 69. Many of Knight’s pupils have, no doubt, pre- 

‘l’s deceased him, but there must be still a number remaining 

snd vho will remember with gratitude his chafing” and 
nee his ‘* cramming,’? and will take pleasure in reviving their 

memory of him. 
lon.] 

The Services. 
HONORARY PHYSICIANS AND SURGEONS TO 
ott THE KING. 

many | following revised regulations governing the appointment 
‘ector | Of Honorary Physicians and Surgeons to the King have been 
the issued. 

t the Medical officers appointed as such are in future to relinquish 

as a § their honorary appointments on retirement from the Service. 
spital Officers on the retired list at present hoiding the appointments 

He to continue to hold them. The officer holding the position 

ihe ‘ ary Physician or Honorary Surgeon to 
from, The total number of Honorary Physicians or Honorary Surgeons 

those § to the King is to remain at eight, excluding extra’ of super- 
ed to § Wumerary appoimtments, but the number of these appointments to 
reast, @ varied at discretion within the total, instead of four of each 
tients, being allowed as hitherio. Officers, in order to be eligible for 
anced q *PPoMtments, are to be of the rank of surgeon captain or above. 
eness 

ration 

readed DEATHS IN THE SERVICES. 

relief EUT.-COLONEL JOSEPH PARKER. Bombay Medical. Service 
choi itieed) died on September 12th, aged 75. He was born on 
t. As April 10th, 1853, the son of Mr. Joseph Parker of. Limerick, 
ae Ma educated in Ireland, and graduated as M.D. and M.Ch. in 
vat the the Queen’s University, Ireland, in 1875. Entering the 1.M.S. as 
over:  UBeon on September 30th, 1875, he became surgeon lieutenant- 
bedi colonel after twenty years’ service, and retired.on May 16th, 
ed the as He served in the Burma campaign of 1886-87, receivir 
aaa 100 rontier medal with two clasps; and in the China war o 
ote , when he was present at the relief of Pekin, and got the 

novell medal. 

wha = 
indness 
nibersities and Colleges. 

in an 

notice, UNIVERSITY OF CAMBRIDGE. 
atient’s ane yl Horton Smith prize for the best M.D. thesis 
times year 1927-28 has been awarded to Hugh 
“Ee et rough, N.A., M.B., B.Chir. (Downing). Proxime accessit, 

’ ti¢ Gordon Holmes, M.A., M.B., B.Chir. (Christ’s). 

bor 
was lt UNIVERSITY OF LONDON. 

a veym THE Paul Philip Reitlinger prize, offered this year for the best 
; also # aay embodying the result of research work, has been awarded 
‘le time, William Rake, L.R.C.P., M.R.C.S., a student of Guy’s 
- a long, osvital Medical School, for his essay on achalasia of the cardia. 
ubt that the prize, of the value of £30, was founded with funds given to 

sea ospita edical School, who died on 
ion ag ty M.D., has been approved at the examina- 
psychological medicine with special 
t. tout The UNIVERSITY OF LIVERPOOL. 
anato d LWewe of ** Professor Emeritus” has been conferred on Dr. 
ool F.R.S., until lately Alfred Jones Professor of 
ving Pical Medicine in the University. 
r on 


to the Yorkshire Cancer Research Fund. 
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Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medicai Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Financial 
Secretary and Business enmeger, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the British Medical Journal are MUSEUM 9861, 9862, 9868, 
and 9864 (internal exchange, four lines). ; 

The TELEGRAPHIC ADDRESSES are: 

EDITOR of the British Medical Journal, Aitiology Westccnt, 


London, 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Strect, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, (telegrams: Associate, 

- Edinburgh; telephone 24361 Edinburgh) 


LETTERS, NOTES, ETC. 


CoMBINED HELI0- AND RADIO-THERAPY IN HODGKIN’s DISEASE. 

Dr. A. Gordon Watson (Bath) writes: With reference to radio- 

- therapy in Hodgkin’s disease (Epitome, November 24th, para. 411) 
I have combined z-ray therapy with ultra-violet light therapy 
in the treatment of Hodykin’s disease, on the presumption that 
ultra-violet rays cured some x-ray burns, aud the results seem 
encouraging. [append notes on a case that seemed hopeless. 
A married woman, aged 52, consulted Dr. Kenneth Stewart on 
February 13th, 1926; after a complete examination he diagnosed 
Hodgkin's disease or lymphosarcoma, and gave a very grave 
prognosis, with expectancy of life for a few months only. On 
tne next day Or. Forbes Mackay started z-ray therapy and gave 
three full doses, interrupting the z-ray treatment ou February 
17th and continuing between the z-ray doses ultra-violet light 
irradiation of the whole body, and giving a first degree erythema 
dose to a quarter of the body surface every other day. This was 
continued until the patient was again exposed to 2 rays on 
March 4th, 5th, 6th, and 8th, followed again by ultra-violet 
irradiation. The whole picture had changed by this time; the 
weight had increased from 8 st. 3 lb. to 8 st. 94 Ib., and the 
glands had almost disappeared. On September 22nd, 1926, the 
weight was 10st. 8lb. and the patient had long been attending 
to her duties as usual. X rays were given again on May 20th 
aud July 28th, 1927. In July, 1928, she had an attack of fever 
aud general malaise while at the seaside, and on her return in 
August I found the glands enlarged. She again had z-ray and 
ultra-violet light treatment, and has made a good recovery; she 
‘is at present a normal person for her age. Her weight is now 
11 st. ; there is very little anaemia, no debility, and only a feeling 
of * brawniness’’ where the glands were largest. 


WEIGHT AT BirtH. 


Dz. W. L. Hopparp ‘St. Leonards-on-Sea), in a letter thanking 
Dr. D’Ewart for replying (November 24th, 962) to his inquiry 
published in the Journal of November 10th (p. 878) as to the 
chances of survival of a child weighing 1 Ib. at birth, writes: 
‘The child is now six weeks old, in good health, and weighs 
322 0z. Itis being fed on breast milk from a bottle, with one 
feed daily directly from the breast. The weight at birth was 
15 oz. 

D~. HerBeERT SHACKLETON (Bradford) writes: Iam sending a card 
of to-day’s weight (224 1b.) of a child born February 27th, 1927, 
we'ghing IT oz. The child was reared on a proprietary food. 
we and, bright, and ran about the surgery for us 
to-nig 


ANTE-NATAL CARE IN GENERAL PRACTICE. 

A CounTRY DocTor’s WIFE writes: I was interested in the dis- 
cussion on ante-natal care in general practice, reported in the 
Journal ou November 17th (p. 899). and thought the following 
notes might be of general interest. My husband practises in 
a very big rural area, the nearest: hospital being seventeen 
miles away. During the course of his practice he has been up 
against many abnormal maternity cases, very worrying to him 
as wellassad from the mothers’ point of view. I came to the 
conclusion that much distress could be avoided, and so at my 
house we have started an aute-natal class. Once a month Dr. K., 
the welfare doctor and tuberculosis officer, attends and brings 
two council nurses; the district nurse is here if available, and 
my husband also. The mothers sit and talk in the dining-room 


NorTIFICATIONS of offices vacant in universities, medical colleges 


and drink tea, and one by ove Dr. K. sees them in our surgery, 
which is convenient and warm. Ali urines are tested here thie 
same day, and if anything abnormal is found we can be prepared 
for if and watch the patient approaching term. My husband 
has so often in the past been called out to a patient he had never 
seen previously, and by this arrangement a lot of trouble hag 
been saved. Would it not be a good plan if all rural doctors’ 
wives did this, siuce it is no trouble, but rather a joy to the 
mothers to come out to tea, and it is also a great relief to the 
doctor, who knows what he has to tackle when the time comes? 


PIONEERS IN TYPHUS FeveR RESEARCH, 


Dr. JAMES McQuUKEEN (Halesowen) writes: All your readers will 


oin with you in the pleasure felt in the recent award of the 
obel Prize for Medicine to Dr. Charles Nicolle in recoynition 
of his work on typhus fever, but the pioneer work from the 
side of epidemiology by Professor Matthew Hay embodied in 
his report on an outbreak of typhus fever in Aberdeen, where 
the transmission of the disease through body vermin was clearly 
indicated, deserves more recognition than it has ever received, 
Iam writing away from a library where I could check details, 
but 1 believe all the preventive measures against infection and 
the spread of the disease were clearly outlined by Professor Hay 
on the basis of a trausmission of the disease by body vermin. 


ANATOMICAL CONSIDERATIONS IN INTRAMUSCULAR INJECTIONS, 


Messrs, K. G. Zwick and O. V. Batson, of the department of 


anatomy in the University of Cincinnati, have made au expert 
mental study of the sequels of intramuscular injections in fresh 
aud preserved cadavera. In the November 9th issue of Science 
they report that, whatever way the injecting needle may point, 
the introduced solution travels in the direction of the muscle 
fibres, In the case of the gluteus maximus the injected fluid 
made its way among the muscle fibres to the dependent portion, 
laterally in the usual prone position of the cadaver and in the 
general direction of the trochanter major. As a practical con- 
clusion the authors recommend that intramuscular injections 
should be made with the shaft of the needle parallel with the 
general direction of the muscle fibres, and that the point shonld 
be directed towards the dependent portion. In the case of such 
muscles as the deltoid, triceps, and gluteus maximus, which are 
usually employed for injections, this recommendation secures 
automatically the avoidance of the large vessels and nerves. 


THE THERAPEUTIC INJECTION OF INORGANIC SALTS. 


Dr. B. A. PeRort, president of the Russian Medical Association 


of Great Britain, calls our attention to a monograph by Professor 
8. I’. Maykoff on the subject of the action of hypertonic solution 
of inorganic salts in various conditions. Professor Maykoff, 
who for many years has been using a mixture devised by Dr. 
Trunecek, has, in conjunction with Professor Schiloff, modified 
this salt.so that the formula reads: 


Sodium phosphate ooo ove ove 0 

He states that this solution has a neutral reaction, and can be 
sterilized. It is stored in ampoules of 1,2, and 25c.cm. The 
solution is said to act by absorbing calcium deposited in the 
blood vessels, and may be given by any form of injections or by 
the mouth or in enemas. Internally ove tablespoonful is 
administered twice daily, after meals, for a period of four 
months. In enemas 100c.cm., with one or two tablespoonfals 
of hypersol solution, is used every day for ten days, and then 
every other day until about sixty enemas have been given. 
After six months’ time the treatment is repeated: the quantity 
of the enema being half that of the first course. Intramuscularly 
the dosage is 1/2 to 5 c.cm. ‘The best results are said to be 
obtaine@ by intramuscular injections and the next best from 
enemas. The treatment has been recommended for such com 
ditions as sclerosis of the brain vessels, neurasthenia, arterio 
sclerosis, migraine, presbyopia, otosclerosis, and other conditions 
in which calcium deposits are concerned. 


A DISCLAIMER. 


Sir ROBERT ARMSTRONG-JONES, M.D., writes: In a Sunday paper 


recently there purports to be an interview granted by me accom: 
panied with a signed article upou ‘spiritual healing.” May! 
say that no interview was given, nor any signed or_ unsigned 
article contributed to this paper. The only intimation I receivel 
was the unauthorized appearance of my name, and I have com 
municated with the Medical Defence Union upon the matter. 


NatTIonaL SuN Ray AND HEALTH CENTRES, LTD. 


Dr. Percy Haut (London, W.) writes: I beg to inform you, avi 


to request that you will be good enough to make it known! 
your columns, that I have entirely severed my connexion with 
the above-named company. 


VACANCIES, 


and of vacant resident and other appointments at hospitals, Wi! 


be found at pages 44, 45, 46, 47, 50, and 51 of our advertiseme!! 
columns, and advertisements as to pesoneies, assistantships 
and locumtenencies at pages 48 and 49. 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at, page 255. 
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ACUTE HAEMORRHAGIC NEPHRITIS.* 


BY 
H. LETHEBY TIDEY, M.D., F.R.C.P., 


Assistant Physician, St. Thomas’s Hospital. 


In acute haemorrhagic nephritis the outstanding, and 
frequently the sole immediate, characteristic is the occur- 
rence of gross renal haemorrhage; often this is directly 
related to infections in or around the throat. Otherwise 
there is no marked constant feature. 

This condition is somewhat mysterious, and in textbocks 
of medicine it is practically unmentioned. There is, how- 
ever, a considerable literature on the subject, mainly, 
until recently, by Continental and American authors. Hale- 
White, writing in 1911 under the title “ essential renal 
haematuria,’”? gave references to 120 articles. Among 
children it has been studied in recent years especially by 
Paterson, Wylie, Moncrieff, and L. G. Parsons. Many 
cases in adults pass into oblivion with a diagnosis of 
“essential haematuria.”’ 

The cause of this neglect is partly the fact that the 
immediate mortality is negligible, and even the remote 
effects are rarely serious or obvious. Further, the cen- 
dition presents little, and usually uene, of the ordinary 
features of acute nephritis apart from haematuria. But 
it is often the cause of much anxiety and of extensive 
biochemical and surgical investigations; occasionally, 
though rarely, it runs a serious course. The frequency 
with which such a course occurs is uncertain, and the 
progress is always very slow, but it is remarkable that 
the literature contains practically no examples where 
such cases have been followed deliberately to their end, 
the symptoms described, and the pathological changes 
recorded. This knowledge is still wanting. 

The term ‘‘ acute haemorrhagic nephritis ’? may be used 
provisionally to distinguish this condition from what may 
be referred to as ‘‘ acute parenchymatous nephritis.’”? As 
to its frequency, it is certainly not rare; all records from 
hospital wards show that it is commoner than acute 
parenchymatous nephritis. Even this underestimates its 
occurrence, for in an out-patient department one sees 
patients who attend once or twice and then disappear 
permanently, no doubt due to the absence of any further 
symptoms. 

Etiology. 

Age Incidence.—It is impossible to make any definite 
statements as to age incidence, since the condition has 
nearly always been studied separately in children and 
adults. It is certainly most common in children and 
young adults, but may occur even afier the age of 30. 
The frequency mainly follows that of the predominant 
predisposing factor. The sexes are equally affected. 

Predisposing Factors.—In children there is direct rela- 
tionship in a high percentage of cases to definite infections 
in and around the throat; this is obvious in about 75 per 
cent. of cases, and differs from the relationship of acute 
parenchymatous nephritis to such infections, first in the 
far higher percentage, and secondly in the more definite 
nature of the infection, such as frank tonsillitis or marked 
cervical adenitis. Many cases may occur in epidemics, 
as in some outbreaks of glandular fever. 

There are, however, cases in which no such predisposing 
factor can be traced; these are less numerous in children 
than in young adults and adults, and the latter are 
consequently more often investigated for possible surgical 
causes. It is noteworthy that scarlet fever is not a special 


“cause of .acute haemorrhagic nephritis; the association 


nowadays is evidently rare. This is referred to by Paterson 
and Wylie and by Horder. Syphilitic nephritis is not 
included in the group. An hereditary and familial form 
has been reported in one or two families and studied 
especially by Hurst, but it is very rare. 


“Made in opening a discussion in the Section of Medicine of the 
Annual Meeting of the British Medical Association, Cardiff, 1928, 


Symptomatology. 

The characteristic feature is the sudden passage of a 
large amount of blood in the urine; the colour is often 
bright red, and on standing there is no gross microscopic 
sediment. The amount of albumin corresponds approxi- 
mately to the quantity of blood. In the deposit, after 
centrifugalizing, red cells are predominant; there is no 
excess of leucocytes. In the early stages ccllular and 
granular casts may be found, but they are scanty in 
number and their presence is transient. The deposit is 
thus very different from that of acute parenchymatous 
nephritis. The occurrence of oliguria was emphasized by 
early writers. It is, however, unusual, but, as L. G. 
Parsons noticed, it may occur and terminate in a sudden 
polyuria practically free from blocd. 

Bacteriological examinations are nearly always negative. 
Occasionally striking cases occur in which the same organism 
is isolated from the urine and from pus from an abscess 
in the neck. But cultures are usually sterile even when a 
definite infection can be recognized in or around the throat. 

The haematuria not infrequently occurs one to two 
weeks after the subsidence of a preliminary tonsillitis or 
adenitis; in such circumstances there is rarely any general 
symptom other than some lassitude. This also applies 
to cases in which there is no ebvious predisposing factor, 
as in many adults. In some instances the haematuria 
develops before the preliminary infection has subsided. 
In such cases, as Paterson and Wylie observed, there 
may be development of, or exacerbation of, headache, 
pyrexia, and abdominal discomfort. 

The classical symptoms of acute parenchymatous nephritis 
are not found. Oedema is usually entirely absent; when 
it can be observed it is generally only a slight puffiness 
of the eyelids, or more often a pallor of the face with 
puffiness of the forehead. The heart, the blood pressure, 
the retinae, and biochemical tests show no variation from 
normal. Cystoscopic examinations show that the bleeding 
may come from either one or both kidneys. 

ases undoubtedly occur in which, with the onset of 
renal haemorrhage, as described previously, there is some 
more generalized oedema with or without a rise in, blood 
pressure. In such instances the diagnosis may be doubtful, 
but this should not obscure the fact that in the great 
majority of cases there is a distinct difference in the 
symptomatology and progress of acute haemorrhagic and 
acute parenchymatous nephritis. 


Course and Prognosis. 

The haematuria, so far as it can be recognized by the 
naked eye, disappears rapidly in the great majority of 
cases—frequently in three or four days. In a few_ in- 
stances it may persist for three or four weeks, and at 
times, especially in children, cease after tonsillectomy. In 
a very occasional case it may continue for months. 

It is in general the aim of a hospital or those in charge 
of a patient to keep the case under treatment and observa- 
tion until all albumin is absent and no red cells are found 
after centrifugalizing. In a certain number of cases this 
is impossible owing to the clinical recovery of the patient 
and the long persistence of a trace of albumin and a few 
red cells. 

An important question is the prognosis in such cases and 
their ultimate course. 

in a series of children the urine at the time of discharge, 
approximately in 75 per cent. of cases, will contain no 
albumin or red cells, and in these there need be no anxiety 
as to the future. Of the remaining 25 per cent. the clinical 
condition will be good, and the amount of albumin and 
red cells will not exceed a trace in 20 per cent., leaving an 
occasional unsatisfactory case. Such a case will be marked 
by general ill health and the persistence of definite albu- 
minuria and blood, which may be accompanied by a low 
result of the urea concentration test, occasionally with a 
slight rise in blood urea. 

If such a series be re-examined after the lapse of several 
years, it may be stated that approximately 50 per cent. 
will be clinically in normal health, and the urine contain 
no albumin or red cells, while in 50 per cent. some albumin 
and red cells will be present. A death attributable to the 
disease is rare within three to five years. 
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The question arises as to the future progress of the 
50 per cent. of the patients who are passing albumin and 
red cells. Several observers have given the results of the 
clinical condition in series of cases without recorded refer- 
ence to the urine. Some of these have been after long 
intervals. It is clear from these that any appreciable ill 
health is only present in a very occasional case, certainly 
not approaching 50 or even 25 per cent. It can conse- 
quently be assumed that the mere presence of some albumin 
and red cells in the urine at the time of discharge, or 
after an interval of several years, has not necessarily 
a serious import. About half these patients will be, in 
perfect health without any abnormal physical signs; no 
future progress of nephritis need be anticipated in these. 
Of the remainder a few will give a record of recurrences 
of gross haematuria but without other signs of ill health. 
It does not appear that these have an unfavourable course. 
In adults this forms a larger group than in children. A 
few patients appear to be unwell, but without signs of 
detective renal secretion; this group would, of course, 
include cases with poor constitutions who would not have 
been counted healthy in any circumstances. 

There will remain a small residuum of cases—say 5 per 
cent.—with definite evidence of progressing renal deficiency. 
Can this small but serious group be recognized in_ the 
early stages? I believe that this is so, and that these 
progressive cases are those which in the initial attack 
cause anxiety by the persistence of definite albuminuria 
and blood with signs of general ill health, and often by 
defective urea concentration tests. Thus from the onset, 
or shortly after the onset, these cases with a serious pro- 
gnosis can be recognized, while in the remainder the 
prognosis is good even in the presence of persistent or 
recurrent small amounts of albumin and red cells. 

The group with advancing renal defect drifts on to a 
state of chronic nephritis with increasing blood pressure 
and biood urea, oedema of face, and finally death in 
uraemia. It may be difficult to say whether a case is to be 
regarded as chronic parenchymatous or chronic interstitial 
nephritis, but in recorded cases interstitial changes are 
prominent. 

Pathogenesis. 

The pathological changes leading to the renal haemor- 
rhage are still uncertain, and difficult to ascertain ; possibly 
the group contains cases of different etiology, but, in 
general, it appears to be intermediate between nephritis 
and a haemorrhagic state. As a rule the patients do not 
die, and even the fatalities rarely occur until after the 
lapse of years. A certain amount of information about 
the pathology is obtainable from kidneys or portions of 
kidneys which have been removed at operation. Fahr has 
described the changes in the acute stages.as a ‘‘ diffuse 
capillaritis of the glomerular loops,’ but the changes 
observed amount to little more than the presence of 
haemorrhage in some of the glomeruli. Here and there 
may be a few foci of small round cells in the interstitial 
tissue, but the tubules and the remainder of the kidney 
are normal; many of the glomeruli are unaffected, and 
are sufficient to maintain efficiently the necessary renal 
functions. 

In later stages kidney tissue has heen removed prin- 
cipally in two groups of cases. In one group there have 
been repeated gross haemorrhages without clinical signs 
of renal insufficiency, and in these the kidney structure 
is often recorded as normal. In the other group there 
has been more’ persistent though less marked haemorrhage, 
together with evidence of renal defects; in these the 
kidney tissue presents the changes of chronic nephritis, 
and, though the exact type is variable, interstitial changes 
are usually recorded, 

Returning to the structure in the acute stages, this may 
he described as a diffuse glomerulitis. The freedom of the 
tubules and of the passage from the glomeruli may account 
for the briskness of the haemorrhage. Similar pathological 
changes are found in the kidneys in subacute bacterial 
endocarditis, in which cocci are present in the affected 
glomeruli, and the lesions are accepted as being the result 
of bacterial emboli. The condition, however, differs from 


acute haemorrhagic nephritis in which no bacteria are 
found in the affected glomeruli, and the urine is practically 
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always sterile, though this is often so also in endocarditis. 
Further, acute haemorrhagic nephritis is not uncommon in 
glandular fever or infective mononucleosis, which is certainly 
not due to any of the ordinary cocci or bacilli. Nor could 
bacterial emboli account for the hereditary and familial 
cases of haemorrhagic nephritis which have been studied by 
Hurst and others. In subacute bacterial endocarditis the 
haemorrhage is usually microscopic, and in those cases in 
which it is gross a definite renal infarct is practically always 
found at necropsy. It may be definitely decided that acute 
haemorrhagic nephritis is not due to bacterial emboli. 

Many cases occur so directly connected with a frank 
tonsillitis that it cannot be doubted that they are effects of 
the same cause. But it is impossible to say whether the 
mode of action is a nephritis or an increased permeability 
of the capillaries. If the haematuria is due to the latter 
cause, haemorrhages would be expected to occur from 
other parts with a certain degree of frequency. This 
raises a difficult question. Any case of haematuria in 
which purpura occurred would certainly not be in*luded in 
this group in any records. With regard to epistaxis, it 
is so rarely recorded in the literature that one wonders 
whether the occurrence of it is not overlooked. Thus 
acute haemorrhagic nephritis occurs not infrequently in 
glandular fever, and in such cases it is, in my experience, 
usually associated with definite epistaxis. Some of the 
cases of acute haemorrhagic nephritis in children which are 
recorded in association with cervical adenitis are almost 
certainly instances of glandular fever. I may mention 
here that I have never seen a case of glandular fever with 
haematuria in which any ill effects subsequently developed. 
I have, however, once seen a child with this condition 
whose sister was in hospital with acute parenchymatous 
nephritis, which had commenced at the same time. 

The close association of the condition with definite tonsil- 
litis and cervical adenitis, which may occur in epidemics, is 
an argument that it cannot in general be due to a consti- 
tutional haemorrhagic diathesis. Some of the instances 
of repeated gross haemorrhage may, however, be of this 
nature. Some of these cases have developed anaemia, 
although not renal insufficiency, and the kidneys on 
removal for this reason have proved to be normal; possibly 
these should be regarded as a separate group. Kidd _ has 
shown that an occasional case of ‘ essential haematuria” 
is due to purpura of the bladder. 

The small group in which evidence of -renal insufficiency 
develops show definite renal changes; as stated previously, 
these cases in general appear unusually grave from the 
first. The renal changes which occur do not appear to be 
copstant, but it is evident that interstitial changes are 
often predominant. 

This group again raises the question whether the renal 
changes are the result of persistent injury by haemor- 
rhage or constitute a primary nephritis. 

In the family affected with ‘‘ hereditary, familial, con- 
genital haemorrhagic nephritis’? studied by Hurst, one 
branch su#ered from what may be accepted as “‘ acute 
haemorrhagic nephritis,” but another branch tended to 
develop interstitial nephritis with little haematuria. This 
suggests that acute haemorrhagic nephritis is a_ true 
nephritis, and that changes in the glomeruli are the cause 
and not the result of the haemorrhage; this would appear 
to be the most probavle explanation of the serious cases, 
but it is doubtful whether all cases are of the same nature. 


Diagnosis and Treatment. 

In children the diagnosis is usually simple. It is not 
difficult to exclude other forms of nephritis, amd a pre 
disposing factor in or around the throat is present im 
a high percentage. In adults the diagnosis must not be 
made until the ‘“ surgical’’ causes of haematuria have 
been excluded. 

In the acute stage simple lines of treatment are suff 
cient. It is traditional, and for the present advisable, 
that patients should be kept under treatment, if possible, 
until red‘cells are absent from the urine; a trace of 
albumin may be neglected. 

Those cases in which unsatisfactory features are prescut, 
as indicated previously, should be treated as for other forms 


of nephritis. 


this 
mia, 
on 
sibly 
has 


DEC. 15, 1928] 


2079 


THE ACTION OF VITAMIN D IN PREVENTING THE 
SPREAD AND PROMOTING THE ARREST 
OF CARIES IN CHILDREN. 
BY 


MAY MELLANBY anp C. LEE PATTISON, M.B., B.S., 


(Pharmacology Department, University of Sheffield, and 
King Edward VII Hospital, Sheffield.) 


IN papers published in 1624 and 1626 respectively,’ * we 
recorded investigations showing that the dietetic factors 
which control the structure of teeth in puppies also in- 
fiuence the initiation and spread of caries in children. 
Animai experiments’ ** had proved that food substances 
which contained the antirachitic or calcifying vitamin, 
now called vitamin D, greatly stimulated the calcification 
of teeth, while cereals, and especially oatmeal, inhibited 
ee a of the teeth when this vitamin was 
deficier® in the diet. In the investigations on children 
referred to above we found that diets favourable to calcifi- 
cation limited the initiation and spread of caries, while 
diets of lower vitamin content, and containing oatmeal, had 


-no such effect. In many cases also diets rich in vitamin D 


caused ‘* hardening ’’ of teeth in which caries had started, 
and thus tended to suppress the active carious process. 
On the other hand, diets with low calcifying properties 
had no such retarding influence. In both investigations 
caries was extensive at the beginning, and an attempt was 
made to group the children in such a way as to start with 
approximately equal amounts of caries in each group. 

In the first series of cases (1924) we attempted in one 
group to raise the calcifying properties of the ordinary 
hospital diet by adding extra milk and eggs and by giving 
cod-liver oil. In another group these extras were omitted 
and oatmeal was added. It may be stated that all the 
diets were good, and contained a fair amount of milk and 
other wholesome foods; in fact, from any nutritional 
standpoint they were probably much better than those 
caten by the average child in this country. Table I gives 
a summary of the results obtained. 


_ TABLE I. 


: Average | Average 
cf No. of 

: teeth per | teeth per 
No. of |'¢eth per) | child in 


Ma‘n differences in diet. patients which which 
in grcup. | initiation caries carics 


showed | showed 
or spread harden- | soften- 


of caries. | “ing. ing. 
Al. Abundant fat-soluble vitamins 9 1.4 1.5 0.0 
and calcium; diminished 
cereal 
Bi. Much less fat-soluble vitamins 10 5.1 0.7 04 


and calcium than A1; more 
cereal, including oatmeal 

C1. Intermediate between A1 and 13 2.9 1.0 0.1 
B1 as regards fat-soluble vita- 
mins and calcium and cereal 


In the second series of cases (1926) an attempt was 
made to keep the protein, carbohydrate, and fat intake 
as constant as possible, and to vary only the extras whose 
effect was being tested. The total energy of the diets, the 
calcium and phosphorus intake, and the acid-base ratios 
were also fairly constant. It was not possible to attain 
absolute accuracy, but a fair equality in most of. these 
respects was brought about. The main variables in the 
diets A,, B,, and C, were (a) the fat-soluble vitamins and 
(6) the anti-calcifying factor of cereals. Fuller details 
of the diets can be obtained from the original publication 
(British Dental Journal, October ist, 1926). Below 
(Table II) is summarized the effect of these diets as regards 
caries in the children of the different groups. Column 4, 
describing the ‘‘ degree ”’ of caries, requires some explana-. 
tion. Each carious area was numbered according to its 
extent at the first and last inspection; the figures thus 
obtained were, of course, quite arbitrary, but were com- 
parable one with the other. 


TABLE IT. 
Average “No.0 
| No. of teeth per degree ae —_ 
Main differences in dict. children child of spread which which 
in showing | of caries caries caries 
group. | initiation} per showed | showed 
or spread! child. harden- | soften- 
of caries. ing. ing. 
Aa. Abundant fat-soluble 23 18 2.0 2.0 0.3 
vitamins 
B2. Mvch less fat-soluble 24 5.8 6.7 0.0 0.5 
vitamins than 
oatmeal in place of 
some of bread of Ag 
C2. Intermediate quantity 24 3.0 4.0 1.2 01 
of fat-soluble vita- 
mins; no oatmeal 


In the present investigation an attempt has been made 
to vary only one factor in the diet—namely, the vitamin D 
intake. In the previous investigations cod-liver oil, egg 
yolk, and extra milk were added to the diet of one group. 
Now these substances are rich in both vitamin A and 
vitamin D. Vitamin D is undoubtedly responsible for pro- 
moting normal calcification, whether of the developing teeth 
or of the secondary dentine in erupted teeth, and there- 
fore it might be expected to play an important role in the 
arrest of dental caries. On the other hand, it is now 
probable that vitamin A is an anti-infective agent, so that 
it might also be expected that this vitamin would tend 
to inhibit the initiation and spread of the infective carious 
process. Evidence of the susceptibility of animals fed on 
diets deficient in vitamin A to infective and pyogenic pro- 
cesses has recently been given by H. N. Green and EK. 
Melianby.* They found that young rats brought up on 
diets containing abundant vitamin D, but deficient in 
vitamin A, died with infective and pyogenic lesions, 
including infections of the eye, alimentary tract, renal 
tract, and broncho-pneumonia, and pus formation in the 
middle ear, nasal sinuses, base of tongue, and many other 
positions. The limitation of growth which has usually 
been regarded as the chief characteristic of vitamin A 
deficiency they suggest may be due to the development of 
the above-mentioned infective conditions, in which case 
this vitamin should no longer be designated the “ growth- 
promoting’? vitamin, but rather the “ anti-infective ” 
vitamin. It seemed likely, therefore, that in the case of 
the teeth also vitamin A would play a part in the pre- 
vention of caries, which is essentially an infective lesion. 

Tests are now being made of adding, on the one 
hand, extra vitamin A, on the other, vitamin D to the 
constant diets of children and observing the effect of these 
vitamins respectively on the initiation, spread, and arrest 
of dental varies. The results so far suggest that vitamin A 
has little or no effect on the progress of caries, but as the 
data are not yet sufficiently complete to allow the state- 
ment that this vitamin plays no part in preventing or 
curing dental caries, they will not be recorded here. The 
tests with vitamin D, however, have given results 
sufficiently striking to warrant their preliminary publica- 
tion, and are given beluw. 

The uverage daily diet of the 21 children in this series 
(Group A,) was roughly as follows: ' 

3 pints milk ; Ib. meat (as purchased) 

10 oz. bread oz. bacon (as purchased) 


1 oz. butter 5 oz. potatoes (as purchased) 
§ oz. cooking fat 5 oz. other vegetables (as pur- 


1 oz. sugar (including cooking) chased) 
loz. jam or syrup (including } 02. cocoa 
cooking) 


8S 
Fruit (four times a week) 


The source of vitamin D used was irradiated ergosterol 
in: the form of radiostol. The majority of children in 
Group A, received 2 c.cm., some 1 c.cm., and some 4 ¢.cm. 
The investigation lasted twenty-eight weeks; the average 
number of carious teeth per child at the beginning was 8.8. 

The methods of appraising the results were the same as 
those used in the previous investigations, details of which 
can be seen in the earlier publications.!? The mouth 
of each child was charted before the feeding test; the 


oz. rice, ete. 
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amount and extent and also the ‘“‘ degree ’’ of hardness or 
softness of each carious area were noted. The main results 
are summarized in Table HI and are compared with the 


TABLE III. 


Groups. 
Grove Az. |-— 
Ao. Ba. Ce 
Number of children in group... —... 2a 24 24 
Number of weeks ondiet 28 28 25 28 
Average age (years) of children at 5.4 | 87 9.0 8.3 
beginning if 
Average number of new carious teeth 0.2 } 0.5 2.4 0.6 
per child at end | 
Average number of teeth per child 0.8 13 3.4 2.4 
showing increase of old caries 
Average number of teeth per child show- %. 18 58 3.0 
ing initiation or spread of caries 
Average “ degree’ of increase of caries 11 2.0 6.7 4.0 
per child 
Average number of teeth per child in 3.9 2.0 jlessthan} 1.2 
which caries showed hardening 0.1 
Average number of teeth per child in 0.0 0.3 0.5 0.1 
which caries showed softening 


figures for the second iuvestigation. It must be noted that 
the results given in this table are not necessarily strictly 
comparable, partly because of the difference in the average 
ages of the groups; in 


two cases reacted especially well to the treatment, whereas 


in the third case the reaction was very slight. It is to be 
noted that in the first two instances the children were 3} 


TABLE IV. 
(Average Age of Chi'dren under 6 Years.) 


Average 
of Average 
— teeth per| Average | amount 
No. of child [degree of harden- 
Main differences in diet. children | show ng} increase | ing or 
in group.| initiati n| of caries | arresting 
orin-  |per child.} of caries 
crease of per child, 
caries. 
A3, Institutional diet plus vitamin 21 1.0 11 3.9 
D (radiostol) 
Ai and A2. Abundant. fat-soluble 18 1.4 17 3.7 
vitamins 
Bi and Bz. Much less fat-soluble 19 5.0 6.0 0.2 
vitamins than Ai and Ag; 
oatmeal in place of some of 
bread of A1 and A2 : 
Ciand C2 Intermediate quantity 20 3.3 4.5 1.2 
of fat-soluble vitamins; no 
oatmeal 


and 4 years old respectively, whereas in the third instance 
the child was 7} years old. 

Case 1.—K. C., aged 35 years. At the beginning of the test 

17 out of 20 teeth were 

+ carious, 11 being in a bad 


Group A, the average age 
was 5} years, and in 
Groups A,, B,, and C, it 
was nearly 9 years. Now 
the arrest of caries might 
be expected to take place 
more readily in the de- 
ciduous teeth of children 
under 6 years of age, 
since there is presumably 
at- this time inter- 
ference with the pulp 
tissue of the teeth by the 
natural processes of root 
absorption than is the 
case in the older children. 

It is clear from these 
results that the addition 
of this one factor—vitamin 
D—has had a pronounced 
effect in (a) preventing 
the initiation of new 
carious foci, (6) limiting 
the spread of ¢aries, and 
(c) apparently arresting 
the carious process in 
many cases. The results 
at first sight seem, indeed, to be better than those obtained 
in former tests when cod-liver oil, egg yolk, and extra milk 


molars.) 


were used as the main sources of vitamin D. This is not- 


necessarily the case, however, for it was not possible 
to gauge exactly the relative strengths of vitamin D in 
the cod-liver oil, egg-yolk, and extra milk and in the 
radiostol respectively. Moreover, the average age of the 
children in the third investigation was less than in the 
previous two. Evidence which supports the view that the 
better results procured with irradiated ergosterol than with 
the natural vitamin D-containing foods may be due partly 
to the age factor, is obtained if children under 6 years of 
age be chosen from each of the groups and the effect of 
the diet on caries be compared. The comparison is made in 
Table IV. 

It will be seen that with an average age of under 6 years 
the addition of vitamin D to the dict of group A, gives 
a result somewhat similar to, though rather better than, 
that obtained in Groups A, and A,, which had fat- 
soluble vitamins in the forms’ of cod-liver oil, extra eggs 
and milk; but, as already mentioned, it is not easy 
to calculate how much vitamin D was present in the dicts 
of Groups A, and A, in comparison with Group A,. 

The following reports of individual cases give some 


indications of the observed effect of vitamin D. The first 


Fic. 1.—Showing actyre caries in a hypoplastic tooth from a dental elinic 
patient, aged 5 years. Surface soft sud oe stained with carmine; little or 
no pigmentation; no secondary dentine. ( 
photomicrographs (x 25) of carmine-stained groun 


condition. The “ degree ”’ of 
caries was 52. This child 
received 4 e.em. of radiostol 
in addition to the ordinary 
institutional diet. After 
thirty-five weeks there was 
no extension of old carious 
areas and no new carious 
points ; 12 teeth which showed 
active caries at the beginning 
were at the end of the 
period in a state of partial 
or complete arrest (see 
Fig. 2); 3 teeth which at the 
beginning showed a tendency 
to arrest had _ completely 
hardened up, and only 2 of 
the teeth showed no signs of 
arrest during the period. 
These may, of course, be 
dead teeth, but there 
to be no spread 
of caries in them. After 
thirty-five weeks of diet one 
tooth in which arrest was 
taking place was extracted 
and divided into three parts. 
One piece was stained with 
fuchsin and another’ with 
carmine, and ground sections 
were made from both. The 
surface did not stain as in 
active decay, but was uneven 

(Fig. 2). In the pulp 
chamber, in a region corresponding to the injury, there was a mass 
of secondary dentine. A decalcified portion was sectioned and stained 
for organisms/ and showed these to be still present in patches. 

Case 2.—N. 8., aged 4 years. At the beginning of the ‘est 
13 out of 20 teeth were carious, 9 being in a bad condition. The 
‘degree’ of caries was 46. This child received 2 c.cm. of 
radiostol daily, in addition to the ordinary institutional diet. 
After twenty-eight weeks there were no new carious points; 
2 teeth showed apparent spread of caries, due to the breaking 
away of the weakened cusps. Using the eriteria adopted in these 
investigations it was found that in 5 of the 13 carious teeth the 
caries was completely arrested, and in the remaining 8 there were 
definite signs of arrest. 

The following case is mentioned as being the main 
exception in this series, for the reaction to the treatment 
was distinctly poor. This may be due partly to the greater 
age of the child and partly to the fact that too little 
irradiated ergosterol was given to allow the effect to be 
developed in the period of observation. 

Case 3.—A. K., aged 7} years. At the beginning of the test 
11 out of 21 teeth were carious, 4 deciduous ones being in a bad 
condition and 3 out of the 4 permanent ones being also affected. 
The ‘‘ degree’ of caries was 23. This child received 1 c.cm. of 
radiostol in. addition to the ordinary institutional dict. After 
twenty-nine weeks fresh new points of caries appeared in 2 teeth, 
and some spread of caries was found in 4 teeth. There were 
11 ‘‘ degrees” of increased caries. Six teeth showed some hardening. 

In the whole ‘series of 21 children to whom irradiated 
ergosterol was given a large proportion of the total, increase 
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and spread of caries took place in Case 3 (A. K.), and if 
3} this patient is eliminated the results of this treatment on 
the remaining 20 children are exceptionally good. At the 
beginning of the investigation the 21 children had 185 
carious teeth. In all the children at the end of the investi- 
gation there were 4 new points of caries, all very small. 


cereal intake of the diet. It has been skown that 
cereals specifically interfere with tooth calcification just 
as vitamin D specifically promotes calcification. It is 
probable that cereals also interfere with the arresting 
of caries, and that this effect is antagonized by 
vitamin D: on this point, however, there is but little 
direct evidence. 


(f these 4, 2 were in Case 3. In the 185 carious teeth 


iit 16 showed some spread of The Process of Arrest of 
— the infective process or Dental Caries. 
‘ing the breaking down of Since the actual pro- 
‘ila the enamel, and of these cess of arrest of dental 
: 4were found in Case 3. ‘aries becomes, in conse- 
— In the majority of the quence 
} teeth the soft and gations, largely a prob- 
apparently active caries lem of nutrition, it may 
was In the course of be well to refer to the 
arest, and in many main changes that occur 
7 ses had actually been in the teeth during this 
arrested, so far as could 
he ascertained, some of the teeth of the 
The difficulties of an subjects of these investi- 
investigation of this type —". a 
a are obvious, and include n active caries e 
nce that of appraising the surface of the area 
amount or degree of attacked is usually more 
test caries in any tooth. Thus or less ‘soft.’ In the 
ere the apparent spread of early stages of arrest it 
bad aries may sometimes be tends to harden and may 
to the down Fic. 2--Showing arresting” caries in a hypoplastic tooth from Case 1 men- rs 
stol ofa weak portion of the” tioned in the paper. (Vitamin D was added to the hospital diet for thirty-five 2!Pegu arities are gradu- 
oa emamel, although such weeks prior to the extraction of this tooth.) The surface of the tooth was hard ally removed, probably 
when tested with a fairly sharp probe, but-was rough in places and had not the es ie 
ter cases are classed as actual polished appearance of long-st coding arrest. A few small areas are stained with Mec hanically ; and the 
| mocess. Again, it is 4 narder and smoother anc 
_ iten impossible to tell whether a tooth is already dead | more pigmented, until finally it is hard, smooth, polished, 
ing as the result of caries before the special feeding has | and pigmented. Caries may, of course, recur in the arrested 
~ begun, and it is probable that the absence of response to | area when the conditions are again altered. In response 
‘seo the vitamin in some of the teeth is due to this fact. to caries, changes, apart from pigmentation, may take 
the The question as to the effect of diet on the prevention | place, not only in the primary dentine (Fig. 2), but also in 
ncy and arrest of caries in adults is of great importance, but | the pulp; the odontoblasts, in an endeavour to protect the 
- up to the present time only one patient (22 years of age) | living tissues of the pulp, may lay down new dentine—the 
of has heen examined and charted carefully before and after | so-called secondary dentine—to form a protective barrier. 
od, treatment by an independent worker. In this case | When arrest is about to take place it appears that these 
= 2ccm. of radiostol were - processes are generally 
added daily to an ordin- exaggerated, and much 
‘ter ary diet. At the begin- well-calcified secondary 
one ning of the period under dentine is formed,’ * 
re review all the teeth and finally the bacterial 
were present the is prevented. 
‘ith mouth; there were no t is, however, more 
ith fillings, and the only common for the reaction 
rhe caries present was in to caries to be poor, so 
in the two upper third that there is little or 
ven molars, which were no secondary dentine 
ulp badly affected, and one formed, or that formed 
third molar, in is calcified 
which the caries had contains many inter- 
est started. After six globular spaces, and 
months’ treatment the caries spreads. These 
ict. upper molars were seen facts are illustrated in 
ts 5 to he definitely harden- Figs. 1 to 3, which are 
ing ing, and there was no photomicrographs of 
increase in the ‘armine-stained ground 
carious patch in the sections. Unfortunately 
bwer molar. Other cases the ph ot omicrographs 
un ate heing examined, Fic. 3.—Showing arrested caries in a hypoplastic tooth from a hospital patient, . do not differentiate be- 
ont The facts observed aged 4 years; who had prior to the extraction received a ager a hg a tween the pigmented 
The surface was hard and smooth, and appeared partly polished; 1 . ss a 
ter show that arrest of decay slight brownish pigmentation; much well-formed secondary dentine. ee pom ; and stained areas. Fig. 
tle essentially due to the IS=interglobular spaces ; 2D=-secondary dentine; Pg=pigmenta- shows a tooth with 
be Presence of vitamin D in ro ; active caries; the sur- 
the diet, and that vitamin A (the anti-infective vitamin) | face is irregular, a large area of the dentine is deeply 
_- Possibly plays little or no part in this arrest. Whether, as | stained, indicating is ge ond there wll no 
oa ems possible, vitamin A is of importance in the general | secondary dentine. — In Fig. the carious process | is 
of mnunity of some mouths to caries-cannot at present be | being arrested, as is evidenced by the reduced staining 
ter stated. In any case, the arrest of caries involves some post- | power and the slight brownish pigmentation of the dentine 
th, developmental calcification of the teeth, and is possibly due and the amount of 
ng. to this defensive agent than to the specific agents con- The carious of t 00 
ea" tolling resistance to infection in the case of other tissues. when examined with a pro sd _ Fig. rea ger: 
Jt may be pointed out that in the series of children (A,) | plete arrest of caries. The dentine is unstained, but some- 
. what pigmented, and there is much well-calcified secondary 


feiving vitamin D no effort was made to limit the 
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dentine. It is interesting to note that even in sections of 
teeth in which caries appears to be completely arrested the 
dentinal tubules may contain micro-organisms. These, how- 
ever, are apparently inactive. For instance, some Gram- 
positive bacteria were found in the dentinal tubules of the 
teeth ground sections of which are seen in Figs. 2 and 3. 

The production of secondary dentine in puppies by arti- 
ficial stimuli has been related to the intake of vitamin D.° ® 
With an abundance of this vitamin much _ well-calcified 
secondary dentine is formed as’ the result of a given 
stimulus, whereas with little of the vitamin there is 
little or no reaction. The arrest of caries in children 
obtained in the present investigation as the result of giving 
abundant vitamin D in the diet is, therefore, just what 
would be expected on the basis of the animal experiments. 

That other factors play a part in the arrest of caries 
seems certain, but at present little is known concerning 
these. It has been shown by one of us® that calcifying 
diets which tend to assist the arrest of caries also result 
in a high calcium content of saliva, which may be of 
significance. 

Summary. 

In a batch of 21 children whose average age was about 

53 years the addition of vitamin D in the form of 


irradiated ergosterol (radiostol) checked the initiation of 
new carious points, diminished the spread of old carious 
points, and arrested the infective process in many carious 
teeth. 

This investigation corroborates those previously made, 
in which it was found that the carious process in the teeth 
of children could often be inhibited by increasing the intake 
of fat-soluble vitamins by the addition to the diet of cod. 
liver oil, egg yolk, and extra milk. The present work 
shows that vitamin D is a most powerful agent in thes 
inhibitory processes. 


Our thanks are due to the Medical Research Council and the 
Dental Board of the United Kingdom for their financial support 
of these investigations, and to the British Drug Houses, Ltd., for 
preparing and supplying the radiostol and the vitamin A oil used, 
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THE UTILITY OF STREPTOCOCCAL VACCINES IN 
THE TREATMENT OF PUERPERAL SEPSIS. 


BY 


RICHARD R. ARMSTRONG, M.D., F.R.C.P., 
AND : 
WILFRED SHAW, F.R.C.S. 


Tue following paper describes an investigation carried out 
(1) on clinical lines, (2) by laboratory experiments on 
animals, to decide the utility of vaccines in the treatment 
of puerperal sepsis. 


Clinical Investigation. 

It is generally accepted that the Streptococcus pyogenes 
haemolyticus is by far the commonest cause of puerperal 
septicaemia. The majority of morbid puerperia are also 
due to this organism. At St. Bartholomew’s Hospital, 
London, trust has been placed, during some years past, in 
the use of Streptococcus pyogenes vaccine, both as a pro- 
phylactic and for treatment in the severer forms of strepto- 
coccal infection, including puerperal fever. Vaccine 
‘* sensitized ’”? by suspension in Pasteur Institute anti- 
streptococcal immunizing serum has been used. The mere 
fact that there has been constant demand over a long 
period of years for this vaccine implies a belief in its thera- 
peutic value. But nothing is more difficult than to 
estimate the worth of a particular method of treatment 
in an infective disease naturally liable to spontaneous 
recovery. 

The conditions under which the maternity and lying-in 
practice of St. Bartholomew’s Hospital extern midwifery 
district are conducted favoured a large scale inquiry 
designed to test the value of vaccination as a preventive 
_ of morbid complications. Every woman has been delivered 
in her own home. During the first month of our inquiry 
each patient received a dose of sensitized killed Strepto- 
coccus pyogenes vaccine, containing 250 million organisms, 
on the day of delivery. If the patient’s temperature rose, 
500 million vaccine was given, followed the next day by 
1,000 million vaccine, this latter dose being continued daily 
till the temperature fell. During the second month no 
prophylactic dose was given, but pyrexia was treated by 
250 million vaccine on the day of onset, 500 million the 
next day, aud then 1,000 million vaccine daily till the 
temperature fell. During the third month vaccine was 


not given in any circumstances, so that women confined 
during this month served as controls to the other casés. 
The same routine was observed in the following quarter, 
and so the changes were rung until, in the course of two 
years, the results of two thousand cases were ayailable for 
analysis, 


The women were visited and treated in their own homes 
by such means as were available in a district of the 
poorest class. The only technical refinement has been the 
consistent use by the midwifery clerks of sterilized rubber 
gloves and the employment at each case of a ‘* drum” 
containing the following sterilized dressings, etc.: a steril 
ized gown, four small towels, two large pieces of wool, 
six small surgical wool swabs, two long strips of folded 
gauze, 14 yards in length (for plugging the cervix if 
required), six gauze eye swabs; this in addition to the fully 
equipped midwifery bag such as is in universal use. 

Such apparatus betokens more than an attempt at 
surgical cleanliness. It is to be considered an outward 
and visible sign of inward and spiritual grace, a recogni- 
tion by the midwifery student, even in his novitiate, of the 
essential need to avoid contamination by employing cleanli- 
ness, care, and conservatism in the management of labour. 
We believe it is to this that the satisfactory results as 
regards morbidity and fatalities are due. 

The vaccines used have been described above as ‘‘ sensi- 
tized.”” Sensitization implies the conjugation of bacteria 
with specific antibodies contained in the homologous im- 
munizing serum. It is doubtful whether the streptococcal 
vaccines used in the inquiry were truly sensitized in this 
sense. A suspension of pneumococci or typhoid bacilli, it 
contact with their corresponding antiserum, is agglutinated 
and precipitated in a coagulum consisting of bacteria 
surrounded by a gelatinous capsule; this may be stained 
and clearly seen under the microscope. Such a vaccine is 
actively chemotactic, and is rapidly ingested by leucocytes. 
The Strgptococcus pyogenes vaccine supplied for use did 
not behave in this manner, and it is therefore doubtful 
if it were truly ‘“ sensitized.’’ Experiments described by 
one of us' seem to prove that, at least in the case of the 
pneumococcus, sensitized vaccines are less rapid and les 
efficient antigens than ‘‘ raw” vaccines. It is probable, 
therefore, that nothing was lost to treatment by the 
inoculation of simple vaccine. In any event it must be 
pointed out that the investigation here described was not 
so much a progressive and reasoned attempt to establish 
new treatment as a test of the validity of existing practice 
and beliefs. 

In classifying the cases the British Medical Association 
standard of ‘ morbidity’? has been adopted-—namely, 4 
rise. of temperature from any cause whatever, not neces 
sarily streptococcal infection, to 100.49 F., on two oce& 
sions at least between the second and tenth days of the 
lying-in period. By “clinically septic’? is meant the 
occurrence of offensive lochia, subinvolution of the uterus, 
and characteristic fever. The temperature shows a rise ei 
the third day, a maximum on the fifth day, and fever 
persisting for an average of five days. ‘ Septicaemia 
indicates the severest form of infection with the demote 
| stration of Streptococcus pyogenes in blood culture. £ 
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Results. 

The cases may be grouped as follows; it is to be under- 
stood that the category ‘‘ morbid ’’ also includes all the 
clinically septic cases and any case of septicaemia. 

Grove A.—250 million S. pyogenes vaccine on day of delivery in 
any event, followed, if a rise of temperature occurred, by a 
further dose of 500 million, the next day 1,000 million, ‘tis 
dose being continued daily until the temperature fell. 


rer 
Date. | Morbid. ‘Septicaemia, 
October, 1925... ood 74 5 2 1 
January, 1926... 59 4 3 
May, 1926 ... 8} 1 1 
75 2 2 
October, 1925... 85 5 5 
January, 1927... 78 a 3 
April, 1927... 63 0 0 
July, 1927 ... 69 1 | 0 | 
ee €68 27 i9 | 1 


Percentage: Morbid 4.04; Clinically septic 2.8. 


Grove B.—No pvophylactie dose on day of delivery. Tf a rise of 
temperature occurred 250 million S. pyogeucs vaccine was given 
on the day of onset, followed by 500 miiiion the next day, and 
by 1,000 million on each succeeding day till the temperature fell. 


j 
Date. Morbid. Septicaemia. 

August, 1925 on mn 76 6 4 - 
November, 1925... ... 71 2 1 
February, 1926 ... 79 a 3 
April, 1926 .. os éo0 69 2 2 1 
August, 1926 ose ove 64 2 2 
November, 1926 ... ‘ie 60 2 2 - 
March, 1927 (ee 68 2 2 1 
August. 1927 75 3 2 

a 618 26 21 2 


Percentage : Morbid 4.20 : ‘Clinically septic 3.69. 


Grove C.—No vaccine in any circumstances, whether the tempera- 
ture rose or not. 


Date. | Morbia. | Civically lsonticacmia. 
September, 1925... ... 72 6 3 ad 
December, 1925... ... 79 2 2 1 

“Mareh,19250 69 3 
June, 1926... 69 2 2 
September, 1926... .:. 7 1 ~ 
December, 1923... ... 76 3 1 
February, ox 62 1 1 
59 3 3 
September, 1927... 54 1 
October, 1927... 53 1 0 
November, 1927... ... 54 4 3 _ 

Total ... we 721 28 19 1 


Percentage: Morbid 3.89; Clinically septic 2.6. 


A comparison of the summaries at the foot of each table 
makes clear that there is little to choose between the three 
groups of cases. The morbidity rate is low in each group, 
In fact, 


and, as it chances, lowest in the unvaccinated. 


operation cases, a net rate of 3.23 per cent. 
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would have been tempting to argue that prophylactic 
vaccination had proved highly beneficial. 

The experience during the whole period may be sum- 
marized briefly. In all 2,007 cases were delivered; 81, or 
4 per cent., became morbid, and of these 61, or 3 per 
cent., ave recorded as clinically septic also. There were 
4 cases of septicaemia, one of which proved fatal. In 
addition, one fatal case of icterus gravis gravidarum and 
one of pneumococcal peritonitis occurred, making a total 
of three deaths in all. 


Operations and Morbidity. 
A study of the individual case records, particular details 
of which there is no space to include, makes the close 
correlation of morbid temperatures with operations abun- 
dantly clear. The following operations were performed : 
Replacement of cord 
Bipolar version 
Iniernal version 
Episiotomy 
Craniotomy * 
Manual removal of placenta 
Foreeps delivery - 


Bl 


Total 


The two latter operations were most often associated with 
morbidity, manual removal in particular. 

The total morbidity among the operation cases was 18, 
or 31 per cent., as compared with a gross morbidity rate 
of only 4 per cent. over the whole series, or, deducting 
Operative 
intervention, therefore, increased the rate of sepsis ten- 
fold. It will be noted that the forceps rate was only 
2 per cent, 

The low incidence of cases requiring operation is to be 
attributed in part to conservative tradition and practice 
in the district. In the main it must be recognized to be 
due to careful ante-natal supervision. As a result, cases 
which would inevitably have proved complicated have been 
eliminated from among the women treated in their own 
homes. Thus the conditions perceived and postulated by 
James Young of Edinburgh in his admirable survey of the 
problem of puerperal sepsis, published in the British 
Medical Journal (June 9th, 1828, p. 967), have been to 
some extent realized. On the one hand there is con- 
vincing proof of the close causal interrelationship 
of morbidity and operative intervention—inevitable, 
apparently, no matter what patience be exercised in con- 
finement to avoid forceps delivery. On the other hand, 
ante-natal supervision has fulfilled its proper function in 
segregating cases likely to be complicated, for appropriate 
institutional treatment in the best possible surroundings. 

The day of onset of pyrexia during the puerperium is 
of interest. 


Day of No, of Day of No. of 
Puerperium. Cases. Puerperium., 
8 1 


Thus in one-third of the febrile cases a rise of tem- 
perature occurred on the third day, and in two-thirds 
from the second to the fourth day inclusive. 

A hacteriological study by one of us of the uterine flora 
day by day after delivery, the results of which are in 
course of publication, indicates that the uterus becomes 
invaded very early in the puerperium by bacteria from 
contiguous surfaces. This growth rapidly increases from 
the third to the fifth day, atter which it diminishes, prac- 
tically to disappear by the tenth day. The frequency of 
raised temperature on the third day of the puerperium 
therefore receives explanation. 


Literature. 

Turning now to results published elsewhere, we are 
largely indebted to the chapter by Sigwart in the recently 
published Biologie und Pathologie des Weibes (Berlin, 1927, 
vol. 8, Part 1, p. 719 et seq.) for references to results of 
the use of streptococcal vaccine in the prevention and 
treatment of puerperal sepsis. The published observations 
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fall under two headings: (1) large scale experiments; 
(2) treatment of relatively small numbers of women in the 
wards of lying-in hospitals. 

In the former category Toltens (1917) inoculated some 
1,600 women shortly before labour and found that the 
larger the dose of vaccine administered ihe lower the 
morbidity rate. No control group was studied. Thus: 


No. of Dose of Vaccine Morbidity 

Cases, (millions). (per cent.). 
819 oss ese eee 16.0 
300 oss ese 10.6 


500 million vaccine ten days before. The concurrence of a 
negative phase, following vaccination, with the time of 
delivery was thus avoided and active immunity was sup- 
posedly established. Of a: group of 151 women so treated, 
33 sustained complications in subsequent childbirth; only 
in one case did the temperature rise above 104° F. But ail 
the women were carefully watched and treated in the 
maternity clinic before and during their Jabours and puer- 
peria; the low incidence of sepsis might as well have been 
ascribed to this as to the vaccine. 

In another series of 3,215 births and abortions 522 cases 
were immunized, some actively and some both actively by 
vaccines and passively by administration of anti-strepto- 
coccal serum before and during labour. All of these cases 
were either febrile or, being complicated, were likely to 
‘develop fever; 163 actually ran temperatures, 4 of these 
were cases of septicaemia and 4 deaths occurred from 
various causes, not necessarily the result of streptococcal 
infection. 

_Maroudis (1923) applied Louros’s methods in the mater- 
nity clinic at Athens. Despite adverse conditions and 
overcrowding, the results among vaccinated women were 
better than among the untreated. 


Of 1,229 vaccinated women 367 received two doses i 
before labour, and 862 received 500 million vaccine el 
streptococcal serum during labour. Among these women there 
was no death from streptococcal infection and only 2 had local 
streptococcal infections. Among 786 untreated women there were 
7 deaths, and 8 suffered from local infections. 


_ In the second category, treatment of groups of women 
in hospitals, the published descriptions scarcely merit 
individual mention, for the results are equally divided for 
and against vaccination. No results are claimed in highly 
virulent infection; unhappily, in such cases death in- 
variably supervenes before time has elapsed sufficiently for 
the dose of vaccine to have established adequate protec- 
tion. Indeed, a woman surviving long enough to be fully 
pea Louros’s standard might be expected to recover 
unaided, 


Summary of Clinical Evidence. 

The clinical evidence, then, in favour of the use of 
streptococcal vacine, if not negative, is indefinite, whether 
the vaccines be used in prophylaxis or for treatment. In 
making this assertion we do not presume to express an 
opinion on the efficacy of bacterial vaccines in general 
Amongst experienced clinicians the feeling that vaccines 
are of service is too strong for the subject to be lightly 
dismissed. Nevertheless, in our opinion, the scale, both 
clinical and experimental, on which our observations have 
been carried out justifies our conclusion, 


Non-specific Protein Therapy. 
Against the claim that the alleged protective effects 
exercised by streptococcal vaccines in puerperal sepsis are 
specific is the fact that similar results have been obtained 
by use vaccine such as B. coli. In 
act, Louros himself suggests that the ci 
It is not opportune to discuss here how far non-specifi 
vaccine therapy is of value, whether the reagent be in 
istered in homoeopathic doses of a few million organisms 


or in mass sufficient to produce protein shock. Such. 


observations as favour vaccine treatment of puerperal 
sepsis tend rather in the direction of non-specific protein 
therapy—the larger the dose of foreign protein adminis. 
tered and the more severe the ‘‘ shock ’’ produced, the 
greater the apparent effect on the course of the discase, 
Under the heading of protein therapy, treatment by 
‘‘ colloidal ’’ metals (for example, silver) must undoubtedly 
be included, as the effect produced must likewise be attri. 
buted to the protective colloid rather than to the metal 
component. The phenomena of shock and recovery are 
undoubtedly in some way bound up with leucocytic activity, 


Experiments with Animals. 

It is very remarkable that so common an organism as the 
Streptococcus pyogenes should have baffled experimental 
investigation. At first sight the efficacy of streptococcal 
vaccines would appear readily ascertainable by experiment 
with animals, but this is not the case in practice. The 
susceptibility of laboratory animals—rabbits, rats, and 
mice—to streptococcal infection is not only low, but varies 
greatly; furthermore, difficulties constantly arise owing 
to change and depreciation in the virulence of strepto- 
coccus strains. 

The method of intradermal inoculation of the shaven 
back of rabbits, first described by Birkhaug? in 1925, but 
initiated independently by one of us,* has proved, within 
limits, of value in studying antistreptococcal immunity. 
Unfortunately, considerable doubt has been thrown on much 
of Birkhaug’s work, and his results have not been success. 
fully repeated in this country. 

Intradermal inoculation of shaven rabbits with a culture 
of a recently isolated strain of S. pyogenes, the virulence 
of which has been well maintained by animal passage, is 
followed by the appearance of local lesions proportionate 
in severity to the size of dose and resistance of the animal. 
Three doses—1/10 c.em., 1/100 c.cm., and 1/1,000 c.cm.— 
of a sixteen-hour broth culture, 1 c.cm. of which is fatal 
to a mouse within twenty-four hours, are inoculated along: 
side each other. The characteristic lesion is a_ local 
erysipeloid patch, sometimes also surrounded by a bright 
scarlet erythema. Local suppuration usually follows, ot 
actual necrosis of tissue may occur with formation of a 
deep ulcer. 

In resistant animals the lesions may not progress beyond 
the stage of cellular infiltration. Almost without excep- 
tion lesions are fully developed by the fifth day, after which 
recovery sets in and is complete by the tenth day, in the 
sense that streptococci disappear and active inflammation 
ceases, although mechanical damage may persist and heal 
but slowly. It seems reasonable to conclude that, taking 
a batch of rabbits of about the same weight and age, the 
severity of the lesions may be accepted as an index of the 
balance between virulence of infection and vigour of 
defence. 

The experiments were originally planned to determine 
the prophylactic value of the products of streptococcal 
growth, # toxins”? as well as vaccines. Two rabbits were 
immunized with each of the prophylactic agents under 
test; a pair was likewise inoculated with living virulent 
streptococcus culture; a pair was reserved as blank control. 
In a long series of experiments three intradermal inocula 
tions of the homologous strain of streptococcus in living 
culture were administered, as described, at intervals of 
from five to ten days after completion of the prophylactic 
course. The degree of immunity possessed by each animal 
was apparent on comparing the lesions on the third and 
successive days; a survey of the whole batch enabled 3 
just estimate to be formed of the significance of each 
experiment. . 

In general terms, the method failed to differentiate the 
relative prophylactic efficiency of broth filtrates (toxin) 
and vaccine; it was often a matter of difficulty to decide 
whether unprotected animals or those which had received 
killed vaccines were more susceptible. There was 0 
ambiguity, however, in deciding the merits of living culture, 
as the animals so protected were completely resistant t0 
subsequent infection in every instance. Laboratory expert 
ments, therefore, support the clinical evidence that strepto 


coccal vaccines are of doubtful value as a safeguard against 
‘living virulent streptococci. Pur 
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Conclusion. 

Summarizing the position, morbidity in the puerperium 
is in the main due to a single cause, the Streptococcus 
pyogenes; the failure of vaccines, a specific means of treat- 
ment, is, therefore, the more disappointing. 

It appears that all but a few of our morbid cases 
recovered spontaneously. This being so, the conclusion 
follows that special remedies, such as vaccines, are of sub- 
sidiary importance in the prevention of sepsis as compared 
with conservative and aseptic midwifery. Puerperal sepsis, 
heing a specifie disease, must be recognized as a definite 
clinical process to be treated like any other infectious or 
contagious malady. 

We are particularly indebted to Dr. Malcolm Donaldson for 
assistance and advice throughout the inquiry. The inauguration 
of the experiment on the extern district and the details of treat- 
ment were due in the first instance to him, and were carried out 
under his direction. To Donaldson also is due the introduction 
of the systematic use of sterile dressings and towels on the district, 
and insistence on conservative methods in the management of 
labour; his name in particular must therefore be associated with 
ihis paper. The extern midwifery department is grateful to Dr. 
Mervyn Gordon, consulting bacteriologist to the hospital, for 
large supplies of vaccine, and for much helpful advice on its 
application. 

Acknowledgement is due to the Medical Research Council for 
assistance in the conduct of the experimental side of the inquiry. 
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OBSERVATIONS ON BREAST-FEEDING.” 
H. W. POOLER, M.B., 


MEDICAL OFFICER TO INFANT WELFARE CENTRES, DERBYSHIRE 
COUNTY COUNCIL. 


Ir is customary in this Branch for the incoming president 
to deliver an address or read a paper, a task which I, as 
a general practitioner, have viewed with some dismay. 
I have chosen, however, a subject which I think is inter- 
esting to all general practitioners, and particularly to 
MONTHS OF AGE : 


ta 


2.1401. 


10. 
9 


Cart 1.—Showing superiority of breast-feeding over artificial 
feeding in good and bad conditions of home. Bl, Breast-fed by 
careful mothers. B2, Breast-fed by careless mothers. Al, Arti- 
owen fed by careful mothers. A2, Artificially fed by careless 
nothers. 


TaBLy, 1.—Showing the average weights at I year of infants grouped 
according to the income of tndividual members of the jamily aster 
rent is paid. 


e Average weekly income up to— Over 
| 4s. | 5s. 5s. 


Entirely breast-fed to 6 months. | 1713 | 18 0 | 18 13 | 18 18 124) 20 24 


Not entirely breast-fed to 6} 1511] 16 6! 1514] 16 64 17 3/17 9 
months, | 


— 


those who, like myself, have been engaged in the work of 
infant welfare for many years. To such the question of 
breast-feeding is paramount, whether we consider it from 
the point of view of the mortality or well-being of the 
want, or even from that of the comfort and happiness of 


its parents. Chart 1 and Table I illustrate this; the type | 


* Being ‘the presidenti 1 addres i i hor 
July isk, 1908 (abridged). address delivered to the Midland Branch on 


Q 


Ib. oz. | Ib.02. | Ib. 0z.| Ib. oz. | Ib. | Ib. 02. - 


of home or of mother, or the wage of the father, makes no 
difference to the comparative results. Breast-feeding, then, 
being of prime importance, why is it that so many women 
do not.continue to suckle for the necessary period? I pro- 
pose to discuss a few of the reasons which so often lead to 
the abandonment of breast-feeding. 

The mammary secretion depends almost wholly on one 
vital factor—the efficiency of the suction stimulus of the 
infant, acting probably through the sympathetic system, 
with a centre in the medulla. As the milk is formed it 
accumulates in the enlarged galactophorous ducts, and after 
the tension has reached a certain point further secretion 
is inhibited. If the ducts are emptied a new secretion 
begins. The emptying of the ducts seems to constitute the 
normal physiological stimulus to the gland cells, and any 
condition in mother or child interfering with this stimulus 
will cause difficulty in the establishment and maintenance 
of breast-feeding. In the case of the child interference with 
suction may be due to: 


1. Prematurity or immaturity or some cerebral injury at 
birth, often resulting in somnolence. In some of these infants 
suction is ill controlled and inco-ordinated, or the act of 
swallowing may be bungled, so that the milk escapes by the 
mouth or sets up fits of coughing. Apart from actual injury, 
infants who have suffered severely at birth from the effects of 
a difficult labour are apt to be inert, lax, and feeble in 
suction for a few weeks. 

2. Various infective disorders, such as sepsis neonatorum, 
icterus, eclampsia, and haemorrhagic disease, which cause loss 
of appetite and refusal to suck. 

3. Indigestion, often brought about by injudicious purgation 
or irregular or too frequent feeds, is usually of a simple type 
due to too frequent feeding. It has been stated that there may 
also be a fat indigestion, brought about by the ingestion of 
excess fat in the frequent small feeds; the child is being fed 
practically on ‘ strippings ’’ always carrying a high percentage 
of fat. 1 think, however, this is extremely doubtful. Some of 
the wet-nurses at the Paris Maternité frequently give from 
30 to 40 feeds a day, and the infants under their care do not 
appear to suffer from fat indigestion at all. 

4. Morbid conditions of the child’s nose, mouth, and upper 
air passages, such as thrush, Bednar’s aphthae, nasal catarrh, 
adenoids, bronchitis, cleft palate, ete. 

5. Congenital dyspepsia, a constitutional condition character- 
ized by indigestion from the outset. 

6. A aieurotic temperament. 

In-the case of the mother there may be : 

7. Local conditions, such as depression, excoriation or 
cracking of the nipples, and abscess of the breast. 

8. General conditions, such as malnutrition from deficient 
nourishment, carious teeth, dyspepsia, ete. ; and 

9. Psychological causes, as anxiety, excitement, over-exertion, 
want of sleep, etc. Budin describes a serious setback to three 
or four infants in the Paris Maternité due to a violent fit of 
passion in their wet-nurse. 

Many of the difficulties I have enumerated can _ be 
obviated by simple hygiene of the breasts before or after 
delivery; and other troubles, and their treatment, are 
matters of everyday experience. I do not propose to dwell 
further on these, but rather to discuss the more serious 
conditions which interfere with the establishment and 
maintenance of lactation, and, incidentally, certain theories 
and speculations of my own concerning some of them. 


CONDITIONS AFFECTING THE MOTHER. 
Delayed Lactation. 

In seme cases the full supply of milk may not be forth- 
coming for three or four days after labour, and may even 
be postponed for three weeks. If there is delay this is one 
of our most difficult periods; the mother is getting very 
anxious about her child, and must be encouraged and 
reassured in every possible way. It is well to avoid dny 
form of artificial feeding. If this is not possible, a little 
boiled water sweetened with saccharine, or an ounce of 
whey, may be given for the first three days. We should, 
however, strictly limit the amount—the child must be kept 
hungry till lactation is established. 


Underfeeding of the Mother. 
Underfeeding of the nursing mother has, 1 am sure, 
some effect, not perhaps on the actual development of 
lactation, but certainly on its efficiency. 1 have had the 
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opportunity of observing a very large number of cases of 
breast-feeding by womén distinctly suffering from poverty 
and underfeeding, and I submit for consideration a chart 
and figures which are the result of my observations. 


MONTHS OF AGE. 
t 

“4 
3 
42 
“ 
ar 
7 
6 


Cuirt 2.—Showing the average weights of breast-fed infants 
grouped according to the financial position of the parents (a) in 

verty, average number in family=5.7, average income per person, 
ess rent=2s. ld.; (b) not in poverty, average number in family 
=3.68, average income per person, less rent=4s. 114d. 


Taste JI.—Showing condition of breast-fed infants at 1 year 
grouped according to wage of fathers. 


Wage less than £1 Wage over £1 
weekly. weekly. 
Good ie 59 per cent. ....... 79 per cent. 


It is evident that something has interfered with the 
normal growth of the breast-fed baby in poverty, and 
I suggest that it is some deficiency in the quantity or 
quality, or both, of the mother’s milk. 

In a paper published by Pritchard on ‘‘ The food require- 
ments of infants,’’ he gives the figures of a large number 
of observations on test feeds conducted by himself and 
other English and Continental observers, and, commenting 
on them, he says: 

“‘ Making allowance for all sources of error, I find that the 

average consumplion of breast milk by the slum infant is about 
33 per cent. less than the estimates given by German observers 
for institutional infants, or than the estimates I have myself made 
in the case of infants in well-to-do families.’’ 
Subsequently, in a paper read by me at the National Con- 
ference on Infant Mortality in 1914, on ‘“‘ The effect of 
income on nursing capacity and infant growth,’’ I produced 
further figures obtained from my own infant welfare centre, 
and other sources in Birmingham, corroborating this view; 
and in addition emphasizing the fact that, generally speak- 
ing, the gain in weight of the child varied with the amount 
of milk taken.. 

No doubt, in large measure, as pointed out by Pritchard, 
the smaller amount of milk given by the consultation or 
slum mother is an indication of the smaller demands of her 
child, but may there not be other factors at work? 
“Mental shocks, great emotion, intense anxiety, may not 
only diminish the milk flow, but absolutely stop it. Budin 
has reported such a case in his book The Nursling. A 
British Government. report prepared by the Intelligence 
Department in 1918 on “‘ Infant welfare in Germany 
during the war’ states that ‘in many instances mental 
distress deprived mothers of the power to feed their infants 
at the breast.” 

I have myself seen a case in which the shock caused by 
the accidental death of her husband completely inhibited 
a woman’s milk production. Is it too much to suppose 
that, if great emotion can completely inhibit, the minor 
but long-continued worries and anxieties of the working 
wéman may diminish the supply? And if we admit the 
effect of mental strain, can we exclude, as another factor, 
the physical strain undergone by a nursing mother who is 
being constantly underfed ? 

Evidence as to the improvement in the quality of their 
milk which followed the proper feeding of nursing mothers is 
afforded by the observations of Duncan and Elgood Turner 
working independently in Birmingham. They analysed 
numerous samples of milk from poverty-stricken women who 
were being given one substantial meal five or six days a 


. 


week, and they agree that ‘‘ while the mothers were being 
fed the percentage of fat in nearly all cases increased, and 
diminished when the meals were discontinued . . . the 
baby’s weight curve improved as the fat content increased.” 

In similar circumstances I investigated 23 cases in 
Birmingham, and found that there was an average im- 
provement of 1.16 oz. weekly, as compared with the average 
gain before dinners were supplied, or something like 3 Ib, 
if the improvement was maintained for ten months, 
A chart illustrating this, in two cases, is shown below; 
the improvement in the curves while meals were being 
given to the nursing mothers is evident. 
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Cart 3.—Effect on infant weight curves of feeding nursing mothers, 


ConpiTIons AFFECTING THE CHILD. 
Feebleness or Somnolence from Prematurity, Immaturity, 
Twin Birth, Toxaemias, ete. 

Regular three-hourly breast-feeding will probably prove 
successful in a week or two. In these cases, as in all in 
which the breast is not completely emptied by the child, 
the breasts should be emptied by expression, and_ the 
resultant milk fed to the infant; to leave milk in the 
breasts is to cause cessation of function. If this treatment 
is not successful the weakling may be fed by a foster- 
mother, while her more robust child is suckled from the 
poorly yielding breast; or a robust child and the weakling 
can be fed simultaneously by the mother herself; the 
suction of the robust infant at one breast will induce an 
easy flow from the other into the mouth of the weakling. 
We must avoid artificial feeding. Even mixed feeding 
will eventually teach the child to shirk the comparatively 
hard work implied in breast-suction. 

For cleft palate a suitable obturator fitting on to the 
nipple can be obtained. Adenoids should be removed if 
interfering with suction; and nasal cetarrh treated by 
instillation of warm alkaline lotion (sodium bicarbonate 
1 per cent., borax 1 per cent.) from an ordinary eye 
dropper. 

Congenital Dyspepsia. 

In some children indigestion is evident almost from the 
first, as shown by green stools, colic, vomiting, abdominal 
rigidity, and flatulence. We are told by the friends that 
‘the milk does not suit,’’? or that it is ‘‘ too windy.” 
Theso cages, which I have called ‘‘ congenital dyspepsia,” 
have been described by Czerny as manifestations of the 
status lymphaticus, and he says that they occur in two 
groups—one composed of infants who are weak, puny, and 
complaining, in whom there may be no growth for weeks, 
though they are fed at quite proper intervals and there 1s 
an ample milk supply. The other group has an entirely 
different aspect. The child grows rapidly, and becomes fat, 
flabby, and pasty; it is subject to seborrhoea and other 
disorders of the skin, and to affections of the mucous 
membranes, such as nasopharyngeal catarrh, cfusing nasal 
obstruction, which, together with the intercurrent dys 
pepsia, is liable to lead, sooner or tater, to artificial 
feeding. It seems to me somewhat difficult to believe 
that two such radically different pictures should belong to 
one and the same diathesis; but the practical point is that 
both types suffer from this obstinate indigestion, and that 
all these infants must be kept on the breast for at least 
three months. No other food is to be thought of. 

In the case of the fat, pasty child it is well to limit the 
amount of milk taken by shortening the time at the breast 
to eight to ten minutes, and to give from 1 to 2 ounces 
of barley water before the feed, as advocated by Cameron. 
We have to bear in mind that the loss of appetite caused 
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by the indigestion will impair the efficiency of the suction 
stimuius, with consequent diminution, and possible cessa- 
tion, of the breast function. The breasts, therefore, should 
he emptied as completely as possible by pumping or ex- 
pression after the child has finished its feed. 


The Neurotic Child. 

Of all difficult problems perhaps the most difficult is that 
of the neurotic child. It has been stated that 50 or 60 
per cent. of the early failures to obtain breast-feeding 
are in the case of children of this type. Let me describe 
a typical case. 


The child was the son of a nervous, excitable woman, whose 
only previous son had died in infancy; her youngest daughter 
was 13 years old. She was intensely anxious to have a son, 
and to nurse and rear him when he came. From the first things 
went wrong. Lactation was late in establishment, and the mother 
became almost frantic with anxiety. When I saw the child he 
was already infected with his mother’s excitement; he was rest- 
Jess, sleepless, and constantly erying. His expression was anxious, 
he was tense and rigid, and his fists were clenched; if asleep 
the least noise would wake him with a start, and the erying 
would begin afresh. Put to the breast, he would suck greedily, 
almost fiercely, for a minute or two, and then relinquish the 
nipple and begin crying again. The mother became absolutely 
worn out; the inco-ordinate, inefficient suction was causing rapid 
diminution of the milk, while, on the other hand, the constant, 
restless movemenis and consequent heat loss of the child were 
causing a demand for an increased supply; a vicious circle was 
established, and the milk available was clearly insufficient. With 
all this there was frequent vomiting of a character to suggest, at 
first sight, a pyloric stenosis. About 7b. at birth, at 2 months 
old the child weighed 74 1b. It had been taken off the breast at 
4 weeks, and many things had been tried since, without success. 
The mother would not consent to a wet-nurse. Without my know- 
ledge he was taken to a local children’s hospital, and there it was 
suggested that an operation should be performed, and the parents 
were given twenty-four hours in which to think it over. The 
father saw me, and I told him that no operation was necessary 
and that ‘‘ all the child wanted was mother’s milk.’”? I knew that 
a wet-nurse was available if they were willing to have her. They 
consented to try it; and the child had its first good meal for 
nearly two months, and slept soundly for ten hours. After that 
he never looked back. He was wet-nursed for three months, and 
ai 5 months went on to dried milk without any trouble. 


MON THS of 


22 
20 « 
19 gi 
18 2 
- 
16| x A. 
144 te Fe 
13 
— 
Cuart 4. 


The weight curve of this child is shown on the chart 
as A. The other curve (B) is that of another similar case. 

A wet-nurse, however, should be looked upon as a last 
resort, for it may be possible to restore the child to its 
own mother’s breast by the method described by Cameron. 
He says that such children must be isolated from their 
mothers except at feeding times, since the nervous upset 
of mother and child is acting and reacting. They should 
he applied to the breast, on a pillow to avoid disturbance, 
while quiet and drowsy. If this be impossible, he gives 
one grain of chloral and one grain of potassium bromide 
before each feed; in ten minutes the child should be 
asleep, and can then be effectively nursed. Such treatment 
can be kept up for weeks, if necessary. As_ further 
measures he advises hot packs, prolonged hot baths, and 
a ** strait waistcoat,’’ in the shape of a very tight shawl. 


Wet-nursing. 
1 have made frequent references to the value of wet- 
nursing in difficult cases, but even this has its own diffi- 
cultics. The mother is generally very reluctant to consent 


to this procedure; it is often difficult to find a suitable 
wet-nurse able and willing to leave her own home and go 
into the house of a stranger; the necessary physical 
examination of the proposed nurse takes time, and some- 
times leads to trouble, and, in working-class households, 
the extra expense is a matter of consequence. Moreover, 
1 know of no place in the provinces to which we can apply 
for a wet-nurse with much hope of success. Recently, 
however, I have had a very striking and_ interesting 
experience, 


I managed to obtained a wet-nurse for a baby wiih severe 
indigestion, the mother having been unable to suckle for reasons 
into which I need not enter. The weakling was 4 months old, 
the foster-mother’s baby was 9 months; do not regard the 
difference in age as of much consequence. It was arranged that 
the foster-mother should be sent for at 8 o’clock every morning, 
and leave for home at 8 p.m., any feed required between these 
hours to be artificial. We found, however, that the weakling 
would not suck, though there was an ample supply of freely 
flowing milk from well-formed nipples. However, I taught the 
women to express the milk and feed it to the baby from a 
bottle. They were quite successful and obtained 3 ounces for each 
meal. Soon they began to find that they could express much 
more than the infant could take, and eventually could obtain 
over 12 ounces from one breast at the first expression about 
9 a.m. The foster-mother had avoided nursing her own baby 
from that breast through the night. After consulting me, they 
arranged to obtain this amount each morning and store it for 
use during the day, and the wet-nurse then went home. 


Here was a problem vastly simplified—the problem of 
how to wet-nurse a baby five miles away without the 


nurse being away from her own home all day long. I have , 


looked up all the literature in my possession, but cannot 
find any reference to the maximum amount to be obtained 
from a woman’s breasts at one sitting. Budin’s wet-nurses 
at the Maternité have given from 50 to 74 ounces per diem 
divided up into thirty-four to forty feeds, but he does not 
say what was the greatest amount taken at one feed or 
pumping. 

Hachner reports a test feed of 7 ounces (?average) 
during the seventh month, and Forsyth a maximum feed 
of 6} ounces, on one occasion, during the seventh week; 
both of these were private cases and, presumably, the milk 
was obtained from one breast only. It would appear, 
therefore, that it should not be difficult at any time to 
obtain almost a full day’s supply from both breasts of a 
wet-nurse by an early morning expression. Would, how- 
ever, milk ‘obtained thus in bulk be deficient in fat? 
I think it quite probable. On the other hand, since the 
child to be fed in this way is probably a dyspeptic, a 
slight deficiency in fat might be rather an advantage than 
otherwise. 


Too Frequent Feeding. 

Too frequent feeding, especially if irregular, is, I am 
sure, a frequent cause of failure after the milk has been 
well established. It might be thought that this is due, 
partly at any rate, to maternal exhaustion, but Budin’s 
experiences at the Paris Maternité amply disprove any 
such suggestion. As already pointed out, at this institu- 
tion wet-nurses can give as many as thirty-five to forty 
feeds daily and still continue to afford an ample supply. 
Rather, I think, it is due to loss of appetite in the child 
and the consequent deficient suction—a loss of appetite 
caused by indigestion. It is surprising how many infants 
are still being fed, at least in the first few weeks, two- 
hourly, in spite of all our teaching. In a series of over 
500 cases of breast-feeding analysed by me of babies born 
in the last three years no less than 57 per cent. were 
being fed two-hourly in the first two months; and of these 
19 per cent. ceased breast-feeding in the first month, as 
against 7 per cent. only of those fed three-hourly. At 
six weeks 74.5 per cent. of the two-hourly group and 
87.2 per cent. of the three-hourly group were still entirely 
on the breast. . 

Leven and Barrett found that in normal infants the 
evacuation of milk from the stomach, as shown by 2-ray 
photographs, took a minimum of one and three-quarter 
hours from the time the infant relinquished the nipple, 
and that in the case of atrophied or dyspeptic infants 
it might take as much as three hours. Curiously enough, 
the time taken was about the same for all forms of milk, 
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and whether diluted or undiluted. They concluded that 
the minimum interval between feeds must be three hours. 
Here is a chart, taken from an article by Dr. Harold 
Waller, which illustrates the effect on milk production 
of too frequent feeding. The child was an_ inveterate 
screamer and was constantly being fed in the hope of 
achieving quiet. Note the psor weight curve and the 
small amount of milk 


@ 8 42 #6 4 taken, as shown by test 
& eS fesds, up to the seventh 
15 week. During that week 
14 the mother was persuaded 
13 2 \3 Fane to limit the feeds to six 
Sie in twenty-four hours and 
12 i467 in a fortnight to five 
feeds; the child became 
10 quiet and contented, and 
9 Ps - you will note the imme- 
a diate improvement in the 
8 : L weight curve and in the 
7 aaa quantity of milk taken at 
a meal, 

Failures at the Third 

Week. 
Why is it that so many 
failures occur early, say 


at about the third week? 
Constantly -I am_ being 
told, ‘‘The milk went 
when I got up.’’ The figures I have quoted point to 
one important cause, but there must be others. The 
woman—at any rate the working woman—gets up on the 
tenth day and resumes almost full household responsibili- 
ties and anxieties. This in itself is quite sufficient to 
diminish secretion. With her influx of work and worry 
there is increased loss of heat, because hitherto she has 
been lying warm in bed. All this means a largely increased 
need for food; does she get it? Are we sure that she has 
had sufficient rest after the mental and physical strain 
of her confinement? If we could keep the working-class 
women a few days longer in bed (and in this respect the 
provision of ‘home helps’? might be useful) might we 
not be doing something towards the prolongation of breast- 
feeding? Another point: at or about the tenth day, as 
has been pointed out to me, there is often a slight loss of 
blood from the uterus; we know that if a menstrual flow 
occurs during lactation the milk is often altered in quality 
and diminished in quantity. Is it not possible, therefore, 
that if this slight loss occurs at or about the tenth day 
there may be such an interference with the milk produc- 
tion as to add one more factor to those already mentioned ? 
_ Then, too, the baby is undergoing new experiences; he 
is being introduced to a larger world, his mentality is dis- 
turbed; possibly he is now in a cot instead of lying warmly 
in bed beside his mother. Is he kept as warm.as he was? 
Add to all this the effect of two-hourly feeds, and quite 
possibly of too frequent night feeding (for it is surprising 
how often in investigating a case of indigestion we find 
by close questioning that even babies fed quite properly in 
the day are fed too often at night), and we arrive at a 
sum which may account, in many instances, for the failure 
which undoubtedly does occur at about the end of the first 
fortnight—in many instances, but not in all, for I have met 
with more than a few cases in which careful inquiry on the 
lines I have suggested has failed to account for the failure. 
Is it a failure common to all grades of society, and, if so 
is it a stage in a greater affliction, the inability to suckle 
at all? Are there any women so constituted? Budin states 
that there are, and gives an example in his book The 
Nursling. I have never, in my private practice, met with 
such a case in a woman with normal breasts and nipples 
but in my work as medical officer to infant welfare centres 
I have come across so many women who have solemnly 
assured me that they have never been able to suckle a 
child from the first day onwards that I am constrained to 
believe that there may be a very few cases of this type; in 
many of these, however, it might be found that the suction 
of an older and more robust child would be a solution even 
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of this difficulty; and it is significant to note that in the - 


ease described by Budin he states that the nipples were 
umbilicated,”” a physical condition rendering it almost 
impossible to apply efficiently the necessary suction stimulus, 
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THE RELATION BETWEEN TRAUMA AND 
TUBERCULOSIS: 


FROM THE PH¥SICIAN’S POINT OF VIEW." 
BY 


NORMAN TATTERSALL, M.D.Lonp., 
Chief Clinical Tuberculosis Officer, Leeds. 


In discussing the relationship of trauma and tuberculosis 
from the point of view of the physician I intend to con- 
fine my remarks almost exclusively to pulmonary tuber- 
culosis, but there are two other types of tuberculosis asso- 
ciated with injury which may first be briefly mentioned. 

1. Inoculation tuberculosis.—This is probably the only 
true form of traumatic tuberculosis, and includes such 
conditions as butchers’ and pathologists’ warts, also those 
cases in which a tuberculous condition follows a cut by a 
broken sputum flask or other infected agent. Such cases 
are uncommon, but are true examples of traumatic tuber- 
culosis, as they involve injury to the skin and the intro- 
duction of the tubercle bacilius from without. Their patho- 
genesis is so straightforward that they should not lead to 
any difficulty from the accident insurance standpoint. 

2. Acute miliary tuberculosis——This may occur as an 
immediate sequel to such injuries as a blow on a tuber- 
cuious testis, forcible movement of an old tuberculous joint, 
or operative measures on tuberculous glands, ete. In such 
cases it is obvious that the trauma has caused rupture 
into the blood stream of a tuberculous focus, and in spite 
of the necessary presence of the tubercle bacillus in such’a 
lesion the trauma is still the essentially responsible factor 
in the ensuing train of events. 

Passing’ to the relationship between pulmonary tuber- 
culosis and traumatism, the first question which arises is 
the frequency of such occurrence. I have recently sur- 
veyed the histories of 3C0 consecutive cases of definitely 
diagnosed pulmonary tuberculosis, and find that whilst 
injury was suggested as a cause in six cases, there were 
four in which the evidence clearly linked up the onset of 
symptoms and the fact of injury. Small though this 
figure may appear, considerable sums of money may be 
involved owing to the liability of employers under the 
Compensation Acts, and it is important, therefore, that we 
should hold definite opinions as to the part played by 
trauma in such cases. 

Dr. Parkes Weber, writing on this subject in 1910, 
grouped the cases into: 

(a) Those cases in which no tuberculosis was known or 
suspected to exist prior to the injury. 

(b) Those cases in which tuberculosis was known to be 
present before the injury. 


This grouping may conveniently be followed, and may 
be compared with the classification of ‘‘ due to’ and 


*Read in opening a discussion in the Section of Tuberculosis of the 
Annual Meeting of the British Medical Association, Cardiff, 1928. 
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RELATION BETWEEN TRAUMA AND TUBERCULOSIS. 


“ageravated by’? service which are so familiar in the 
phraseology of the Ministry of Pensions. 

The two following are examples, recently under my notice, 
of injury to presumably healthy persons. 

1. A finely built man, aged 42, with an excellent health record, 
received a severe blow in the left axilla from the mudguard of 
a motor car. He returned to work in three days, but a fort- 
night later. had cough and persistent pain in the side. Four 
weeks after the accident he left work fecling weak and ill, I 
saw him the following week and found hardly any signs except 
fine crepitations in the axilla. A radiogram showed a mottled 
fan-shaped opacity extending from the root to the periphery. 
The sputum was positive, and after an acute course he died in 
six — There was no haemoptysis at the time of the accident 
or later. 

2. An ex-sergeant, aged 36, playing Rugby football regularly 
and in full training, during a game in December, 1926, was 
heavily tackled, another player falling with his knee on the back 
of the patient’s right shoulder. After temporary attention he 
finished the game, but the same evening ha slight haemoptysis. 
He had slight cough and sputum for the resi of the winter, and 
“never felt fit enough ’* to play football again. The cough dis- 
appeared in the summer, but returned in September, 1927. 

inding his ‘‘ wind was poor” he did not resume football last 
winter. In January, 1 (thirteen months after the injury), 
he had severe haemoptysis, and I saw him for the first time. 
There were marked signs in the right lung, slight on the left, 
and a positive sputum. He is still in a sanatorium, doing very 
well, the disease being of a chronic fibrotic type. 


Note the very acute course of the first case and the 
slow development of the second. In each case symptoms 
started very soon after an injury and formed a continuous 
chain of evidence up to the time of diagnosis. 

The question to be answered is whether the accident 
has (1) localized a tuberculous lesion at the site of injury, 
or (2) mobilized and activated an old tuberculous focus. 

It has frequently been stated that injury produces in 
the tissues a state of lowered resistance on which is im- 
planted a tuberculous infection, the tubercle bacilli being 
carried hy the blood or lymph stream from some distant 
and possibly quiescent focus. There is, however, very 
little evidence that this ever occurs. Animal experiments 
on this point have only in rare instances produced positive 
results, nor does clinical evidence support this theory, as 
is instanced by the fact that accidental or operation 
wounds in tuberculous subjects heal quite readily. 

Recent work by Opie and others shows that tubercle 
bacilli can he isolated from lung tissue or glands which 
show no naked-eye evidence of tuberculosis. Lf apparently 
healthy tissues so frequently harbour tubercle bacilli this 
theory of diminished local resistance can hardly be sup- 
ported, as otherwise local traumatic tuberculosis would 
he much more frequent than is actually the case. It 
would appear, therefore, that in cases such as those quoted 
the injury has directly or indirectly affected an existing 
focus of disease. Probably in the acute case a caseous 
root gland ruptured directly into a bronchus, and in the 
latter a latent apical focus was compressed or torn, dis- 
Seminating the previously localized infection and leading 
to slow progression of a previously dormant lesion. 

If this be true the difference between injury to the 
presumed healthy and the known tuberculous subject largely 
disappears and becomes one of degree only. Further, we 
know that post-mortem statistics yield evidence of latent 
or healed tuberculosis, in 33 to 97 per cent. of cases, and 
this might well become 100 per cent. if recourse were made 
to animal inoculation. One German writer laconically 
observes: ‘ after all, everyone is a little tuberculous.” ~ 

When injury affects the known tuberculous subject our 
knowledge is more exact. Rest is still the bed-rock of 
treatment, and evidence of aggravation by undue exertion 
is frequent. Tuberculous disease produces physical changes 
in the chest which favour the transmission of external 
impulses to the affected area. Injuries—especially those 
Involving compression, and which normally are resisted by 
the elasticity of the chest wall and contents—will be 
focused and will exert their greatest influence at that spot 
where adhesions or loss of elasticity of lung interfere with 
the normal mechanism of safety. 

A point of some importance is that the post-mortem 
findings prove that after severe injuries the lung opposite 
to the side receiving the impact may show extensive damage 
to, and even tearing of, healthy lung. Thus an impulse 
applied to one side may readily aggravate disease in the 


other lung, especially when adhesions, etc., favour the con- 
centration of the stimulus at the affected spot. It 1s 
obvious, therefore, that injury to the chest of a tuberculous 
subject may readily result in active manifestations of any 
form of pleural or pulmonary tuberculosis. 


Nature of Injury. 

Most of the recorded cases of traumatic pulmonary tubers 
culosis have followed injuries involving compression, such as 
crushing by falls of coal, etc., or the impact of a large 
object against a considerable*area of chest wall. 

The infrequency of pulmonary tuberculosis after war 
wounds has been recorded by many observers. This may 
in part be due to the subjects being picked healthy men, 
but the fact that the passage of a high-velocity bullet 
through the chest will not produce the diffuse impulse of 
a crush may be an important factor. The intensity of the 
injury is probably less significant than its nature, especially 
as regards the element of pressure. 

Injury to distant parts of the body may, through sepsis, 
etc., so debilitate a patient as to favour the lighting up of 
a previously latent lesion. 


Clinical Aspects. 

The course of disease subsequent to injury may be acute, 
subacute, or chronic. 

Haemoptysis and pleurisy are symptoms of great im- 
portance, though neither is essential in establishing a claim 
for compensation. Their importance lies in the fact that 

. they will assist in fixing a date of onset of symptoms, will 
usually lead to the seeking of medical advice, and haemo- 
ptysis, in particular, will not only impress the patient, 
but, if observed by others, may be valuable corroborative 
evidence. 

in every case most careful history taking is essential, as 
in the absence of dramatic symptoms the establishment of a 
claim to compensation may rest entirely on slight but per- 
sistent evidence of ill health which bridged the interval 
between injury and diagnosis. Bridge symptoms of this 
kind were well shown in the case of the footballer already 
quoted. 

X-ray evidence may be valuable in demonstrating an old 
and possibly calcified lesion with evidence of recent acute 
spread. In several aente cases | have observed a fan-shaped 
area extending outwards from the root, suggesting the 
rupture of a caseous lung or root-gland focus into a 
bronchus, with acute broncho-pneumonic spread. 

How shall we assess the particular part played by injury 
in cases of traumatic tuberculosis? 

In most cases it cannot be proved that, apart from the 
injury, the patient would later on have suffered from 
tuberculosis, but if the evidence convinces us that trauma 
adversely affected the existing condition, it must be con- 
sidered the materially effective cause of the present ill 
health. 

The German accident insurance law allows a patient two 
years’ grace in which to assert his claims, and for ‘ aggra- 
vation”? of lung tuberculosis, six months, which may be 
increased in special circumstances. This appears to be a 
reasonable allowance. 

The fact that the patient was “ fit to work until the 
accident ’? may be claimed as proof of his perfect health; 
this is a fallacy which is daily disproved in the experience 
of most of us. 

The consideration of the following questions in every case 
is suggested as an aid to arriving at a decision: 


1. Was the patient actively or passively tuberculous 
before the accident, and if the former, what was his expec- 
tation of life? 

2. Is the fact of injury definitely established, and was it 
of such a nature as to be likely to damage an active or 

uiescent lung focus? = 
’ 3. What period of time elapsed between the injury and 
the diagnosis, and was this period covered by ‘ bridge ”’ 
symptoms? 

rg the present condition of the patient and the course 
of the disease such as might be expected if the injury had 
reawakened or aggravated an existing latent or active focus 


of disease? 
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THE RELATION BETWEEN TRAUMA AND 
TUBERCULOSIS: 
FROM THE POINT OF VIEW OF ACCIDENT, 
INSURANCE.* 
BY 


OTTO MAY, M.D.Camn., 


Medical Officer to the Prudential Assurance Company. 


I assume that the opener of this discussion will have dealt 
with what I may call the theoretical aspects of the subject, 
so I propose to limit my remarks to its practical points 
in connexion with the Workmen’s Compensation Acts. It 
is, I think, obvious that in the large majority of the cases 
in which tuberculosis has been said to supervene upon an 
injury the relation, if any, must be an indirect one, not 
one of direct infection by tuberculous material, such as is 
said to occur in the case of butchers’ warts and allied 
conditions. By indirect I mean that there is no suggestion 
that the accident forming the basis of the claim resulted 
in the introduction of tubercle bacilli into the body of the 
workman; the assumption is that in some way the trauma 
activated some focus of tuberculous infection, the existence 
of which it is now customary to postulate in the majority 
of the population. 

The possible cases of ‘‘ traumatic tuberculosis ” that may 
arise in this indirect manner may be classified into the 
following groups: 

A. Those in which there is a history of previous clinical 
tuberculosis in the worker. These may be subdivided into: 

(1) Cases of alleged recrudescence of the disease at its 
original site, as a result of injury at that site. 

(2) Cases in which the injury is said to have generalized 
the original disease (quiescent or otherwise), resulting in 
miliary tuberculosis. 

B. Those without a previous history of clinical tuberculosis. 
These may be subdivided into: 

(3) Cases in which tuberculous disease ensues at the site 
of an injury. 

(4) Cases in which pulmonary (or miliary) tuberculosis 
arises after an injury in some part other than the chest. 

Before dealing further with these four groups I think it 
well to emphasize the legal aspect as to the points on which 
it is necessary for an applicant under the Workmen’s 
Compensation Acts to satisfy the court in order to obtain 
an award. He has to show that there is some incapacity 
—partial or complete—for work, and that this incapacity 
has followed an accident (or disease) arising out of and 
in the course of his employment. But it is not necessary 
for him to show that his incapacity is entirely due to the 
accident ; it is sufficient for him to establish that the injury 
is a link in the chain leading up to his incapacity, even 
though it is only the last link in a long chain of causal 
factors. From this point of view liability under the 
Workmen’s Compensation Act is entirely different from 
that under the ordinary accident insurance policy, in which 
the company accepts liability only when the incapacity is 
due “‘ solely and directly to violence occasioned accidentally 
by external and visible means.’’ From this aspect it 
is doubtful whether any cases of ‘ indirect ’’ tuberculosis 
would constitute a tenable claim under an accident policy, 
since it is difficult to imagine such a condition as having 
arisen ‘‘ solely and directly’? from an accident as defined. 


1. Recrudescence of a Pre-existing Focal Tuberculous 
Lesion, 

In my experience claims of this type are not so common 
as might be expected. Unfortunately I have no records 
of the cases that have come under my notice, and the 
following is the only one of this group that I can recall. 

A female domestic had suffered from a tuberculous hip j 
childhood, which had healed after operative treatment, ae 
an ankylosed hip, with some shortening. In the course of her 
work she.slipped and fell on the injured hip. It was not a particu- 
larly severe fall, and did not incapacitate her at the time. A 
week or two later the hip, which had given no trouble for several 
years, began to be painful, and the trouble gradually increased 


* Read in a discussion in the Section of Tuberculosis at t 
Meeting of the British Medical Association, Cardiff, 1928, 


until she had to give up work, and was found to be suffering 
from active tuberculosis, with a breakdown of the old sinus, 
necessitating further operative treatment. 

Needless to say, this case caused no difficulty from the 
medico-legal standpoint; it was a clear case for liability 
under the Act. One can, of course, imagine a case on 
these lines in which a longer interval occurs between the 
accident and the recurrence of the disease; in such an 
event it might well be argued that the recurrence was not 
the result of the trauma. I will return to the importance 
of the ‘‘ time factor ’’ in my comments on Group 3. 


2. Miliary Tuberculosis Following Trauma at the Site 

of a Tuberculous Focus of Disease. 

In 1910 Dr. F. Parkes Weber read to the Life Assurance 
Medical Officers’ Association an excellent paper dealing 
with traumatie tuberculosis. In it he quoted a striking 
example of this group of cases. 

A man, aged 33, received a blow on the left testicle, ‘* followed 
by local and general symptoms.” Eight days later he had a rigor, 
and seventeen days after this he died of ny tuberculosis. 
Necropsy showed that the left epididymis contained “a softened, 


easeous nodule smaller than a small cherry.’”’ Both lungs were 
full of miliary tubercles, but no other tubercles were found except 


a few in the renal cortex. 

There seems little room for doubt that the blow on the 
testicle led to the dissemination of the infection from the 
old cuseous focus at that site. A good many similar cases 
have been recorded in surgical literature—of miliary tuber- 
culosis as a sequel to operations on tuberculous bone or 
glands, or the forcible manipulation of a tuberculous joint. 
In a case of this type the relation of the trauma to the 
fatal issue is so clear that it will present no difficulty 
should the question of the liability of an employer under 
the Workmen’s Compensation Act arise. 


3. Cases of Tuberculosis Arising at the Site of an Injury; 
without History of Previous Tuberculous Disease, 

Cases of this nature are common, and frequently con- 
stitute a difficult problem for the conscientious practitioner 
who is called upon to offer an opinion as to the relation 
between the injury and the ensuing disease. A_ typical 
example of this sort of case would be as follows: A worker, 
in the course of his work, slips and twists the knee, with 
the result that it swells; a synovial effusion is diagnosed, 
and the worker lies up for a time, while the effusion is 
gradually absorbed. In due course he returns to his job, 
apparently well. But either at once, or weeks or months 
later, the joint gradually becomes painful, and ultimately 
is diagnosed as tuberculous. In such a case a claim is 
frequently entered against the employer for the resulting 
disability, and the medical man is called upon for an 
opinion as to how far, if at all, the accident is a causal 
factor. It is, I think, obvious that there is little scope 
in a case of this sort for a dogmatic ‘‘ Yes”’ or ‘‘ No”; 
the opinion must be reached by a consideration of the 
probabilitigs for and against a causal relation. On the 
one hand ‘there is the undoubted fact that many, if not 
most, cases of tuberculous arthritis develop without any 
history of trauma. On the other hand, there is a consider- 
able a priori plausibility in the argument that trauma, by 
injuring the tissues, renders them more liable to become 
the seat of infection; and it is, in fact, the current teach- 
ing in most textbooks of surgery that slight injuries do 
predispose to tuberculous arthritis. It is, indeed, hardly a 
matter for surprise that the medical evidence in these cases 
is apt to prove puzzling to the county court judge, espe- 
cially if he should be sitting without the help of a medical 


referee, 
Is there any working rule that the harassed practitioner 


may take for his guidance in such a case of ‘ traumati¢. 


tuberculous ‘arthritis’’?? I can only define my own line 
of procedure when called upon to decide whether a par- 
ticular patient should be encouraged to enter a claim. I 
refrain from dogmatizing, but state in my report that it 
must remain a question of probabilities; if there is a history 
of the injured part never having quite recovered, but of 
having gradually drifted into a state of disease, then [ am 
willing to testify as strongly as possible in favour of the 
workman. If, on the other hand, there is a history of 4 
clear interval of apparently full recovery between thie 
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injury and the onset of disease, I always take the line that 
the doubt is too great to permit me to uphold a causal 
connexion between the two conditions. One may, of 
course, be doing an injustice to the workman in taking 
this attitude, but if, as I read the law, the onus is on 
him to establish his case—that is, to convince the court 
that the balance of probability is definitely in favour of his 
plea—I cannot see on what grounds one can support his 
claim except to agree as to the possibility of its being 
correct. 1 willingly admit that there is little logic, and 
less science, in this arbitrary rule, but, provided it does not 
assume the pose of pontifical infallibility, a touch of dogma 
is of more practical help in the dispensation of justice than 
the cleverest exposition of scientific agnosticism. 


4. Cases in which Pulmonary Tuberculosis Arises after 

an Injury to Some Other Part of the Body. 

These are perhaps the most difficult cases of all in which 
to try and hold evenly the scales of justice between the 
workman and the employer. in none is there greater 
need to bear in mind the fallacy of post hoe, ergo propter 
hoc. The Pensions Boards have had, as is well known, 
a dificult task in dealing with the large numbers of cases 
of pulmonary tuberculosis alleged to be caused, or aggra- 
vated, by military service. The problem is similar in 
workmen’s compensation claims: How far, if at all, is 
the development of pulmonary tuberculosis in an injured 


workman attributable to the effects of the precedent 


accident? The comments made above under Group 3 
apply, in principle, here. If the injury is one which 
produces ‘* constitutional disturbances ’’ to a severe degree, 
leading to severe debility, and the pulmonary tuberculosis 
gradually supervenes without any return to normal health, 
then | think that the balance of probabilities is strongly 
in favour of the injury having been a causal factor in 
the development of the disease. The following case may 
be cited as an example. 


The workman was a lad of 18, of good personal — history, 
employed as an electrician’s mate. 

Family History.—Father, mother, and sister were strong and 

healthy. One brother developed pleurisy in June, 1924; he was 
sent to a sanatorium for six months and made a good recovery. 
No relative had ever had ‘‘ consumption.” 
_ On March 17th, 1923, while working at an eleciric light fitting 
in a meat-shop, he fell, being impaled on a meat hook, which 
enetrated deeply into his left buttock. This caused profuse 
leeding, and he was taken to St. Bartholomew's Hospital, 
where he was an in-patient till June 2ist, The wound 
became septic, necessitating irrigation by the Carrel-Dakin method. 
An .s-ray photograph, on May 10th, showed ‘ considerable bony 
destruction of tuber ischii..”. Up to this time the boy was 
seriously ill, with high fever. , 

On May 15th sequestreetomy was performed. Afier this the 
cavity gradually healed, the temperature settled to normal, and 
he was sent to a convalescent home on June 2lst. 

He returned to work on August 13th, but had to give up afier 
fourteen days, as the wound broke down superficially. 

On October 8th he started work again, and remained at work 
till May, 1924, when he had to give up, as he felt too, ill to 
continue. During all this period he felt weak and seemed to 
get thin, and in the latter part he fainted twice when at work. 

In June, 1924, he was certified by his panel doctor to be suffering 
from *‘ early pulmonary tuberculosis,’”’ and in July he was admitted 
to the King George Sanatorium. His condition became worse, 
and he was discharged—taken home by ambulance—on November 
7th, 1924. 

He diced of pulmonary tuberculosis and tuberculous enteritis 
on August 11th, 1925. There was no post-mortem examination. 


In this case I felt justified in giving the opinion that 
the prolonged septic illness resulting from the accident 
was at least a contributory factor in the evolution of the 
phthisis. Proceedings were accordingly taken against the 
emplover, and, after the usual ‘ conflict of medical evi- 
dence,’’ judgement was given in favour of the applicant 
(who died two or three weeks after the hearing). 

In contrast to the above, I should like to summarize 
another case, in which I was not directly concerned. It 
Was that of a man who, in the course of his work, received 
a small piece of metal in his eye. It set up a traumatic 
cataract in the eye, which kept the man from work for 
over a year. As a result he had a good deal of mental 
Worry, and perhaps some actual privation from reduction 
of income. Two years later he was diagnosed as suffering 
from phthisis. Tn this case also it was adjudged that the 
injury to the eye played an effective part in the develop- 


ment of the phthisis, and he was awarded compensation 
under the Act. Personally I disagree with this decision. 
I do not think that one could go further than to admit 
the possibility of it having played such a part; to assume, 
as the judgement implied, that there was a strong proba- 
bility that, without the accident, the man would not have 
developed phthisis, seems to me unjustifiable and to be 
a loading of the scales against the employer to an un- 
warrantable extent. 

In conclusion, I would again emphasize that the whole 
problem for the medical practitioner confronted with the 
duty of giving an opinion on the relation of trauma to 
ensuing tuberculosis is in his estimating the probabilities 
of a causal relation. If he is satisfied, from a review of 
the whole case, that the balance is definitely in favour of 
the view that, without the trauma, the ensuing tuberculous 
disease would not have developed when it did, then, and 
only then, is he justified in supporting a claim under the 
Workmen’s Compensation Act; if, on the other hand, he 
comes to the conclusion that the causal relation, while 
possible, is not definitely probable, then he should say so, 
and refuse to support the claim. 


flemoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


AN UNUSUAL CASE OF OBSTRUCTION OF THE 
SMALL INTESTINE. 
Tue following case, in view of the rarity of the condition, 
appears to be worth recording. 


A carter, aged 36, was admitted to a medical ward of the Royal 
Alexandra Infirmary, Paisley, under Dr. William Clow, with the 
complaint of periodical attacks of abdominal pain of two years’ 
duration. The pain began to the left of the umbilicus and 
appeared to pass to. the right side somewhat lower down. This 
pain was not associated with the taking of food, but on two 
occasions, about the time of his admission to hospital, it was 
relieved by vomiting. Latierly on two or three occasions visible 
peristalsis was seen to begin in the left hypochondriac region and 
to travel in a ladder-like pattern to the right iliac region. The 
bowels were regular; there was no distension or rigidity, but some 
deep tenderness was present to the left of the umbilicus. The 
patient had a small epigastric hernia, and pressure on this with 
reduction seemed io give ease, and on one occasion completely 
abolished peristalsis. For this reason the hernia was cured by a 
minor operation, but this gave no relief to his symptoms. A 
barium meal followed by an z-ray examination did not reveal 
anything abnormal. An exploratory operation was now performed, 
and a tight annular stricture was found on the small intestine 
towards the lower end of the jejunum. Higher up there was 2 
band, probably the result of old tuberculosis of the mesenteric 
glands, and this was divided. The area bearing the stricture 
and two nodules in the mesentery were excised, and an end-to-end 
anastomosis was done. The patient’s recovery was uneventful. 


Dr. Mary Baird Hannay, pathologist to the hospital, 
reported on the specimen as follows: 


‘The specimen, after fixation, measures about 3} inches in 
length. There is a consiriction 1) inches from the wider end. 
The lumen at the cut surface of the narrower end of the bowel 
is 1) inches in diameter, and at the wider end 2 inches. The 
constricted area shows some puckering, and measures about 1 inch 
in transverse diameter and about 1/8 inch in longitudinal section. 
There is an acute angle at the constriction on the anti-mesenteric 
border. Opened along the mesenteric border the specimen shows 
a slightly irregular ulcer completely surrounding the bowel opposite 
the construction and measuring 1/2 to 3/4 inch in width. The 
lumen towards the narrow end of the bowel would admit a large 
probe; that towards the wider end would admit the little finger. 
At the constriction the bowel wall is 1/4 to 3/8 inch thick. The 
muscular coai of the wider piece of bowel is 1/8 inch thick, and 
that of the narrower 1/16 inch. 

‘** Microscopically a section through the constriction shows an 
irregular glandular growth on the mucous surface infiltrating 
the muscle and almost reaching the peritoneum. It has the 
characters of a glandular carcinoma. One of the nodules from the 
mesentery is a lymphatic gland, and shows secondary tumour 
growth both in-ide the gland and outside the capsule. The other 
nodule is new growth, but is apparenily not in a lymphatic 
gland.” 

The pathological condition in the small bowel appeared to 
be the primary focus, and no other areas were found to he 
diseased. 


Grorce M.B., F.R.C.S., 


Assistant Surgeon, Roval Alexandra Infirmary, 
Paisley. 
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TREATMENT OF PAPILLOEDEMA WITH 

INCREASED INTRACRANIAL TENSION. 
Tue two cases here recorded may be of interest in con- 
nexion with Dr, C. O. Hawthorne’s article on recovery 
from symptoms of intracranial tumour, which was published 
in the British Medical Journal of October 20th (p. 689). 
They illustrate particularly two points: (1) that, though 
more than one feature suggests cerebral syphilis, the 
Wassermann reaction in the cerebro-spinal fluid of both 
was negative; (2) that early decompression may save the 
patient’s vision. They further suggest that, since com- 
plete resolution of papilloedema does happen spontaneously, 
it is much more likely to occur if embarrassment of the 
cerebral circulation is relieved by trephining. 


Case I. 

An unmarried seamstress, aged 28, complained on November 
7th, 1927, that for two or three weeks she had had misty vision 
and difficulty with her work. She had severe headache during 
one week, and vomited twice during that time without obvious 
cause. On examination the vision in the right eye was found to 
be 6/18, improved to 6/10 by a +1 sphere. The vision of the 
left eye was 6/18, yar tere by correction. There was con- 
centric contraction of both fields and a central scotoma for red 
and green in both eyes. Marked papilloedema was present, the 
swelling being +3 dioptres for the right eye and +5 for the left. 
The cerebro-spinal fluid obtained by lumbar puncture was clear, 
but tension; the Wassermann reaction was 
no. gett d there was no evidence of neuro-syphilis. The family 
and personal histories were negative, except that six years 
previously her sister had proptosis cf the right eye with diplopia; 
this was remedied by mercury and iodide treatment. 

The present patient was given mercury and iodides internally 
and inunctions of mercury. She rapidly improved, and on Novem- 
ber 22nd, 1927, the vision in both eyes was 6/10; there was no 
scotoma for red and green, and the peripheral scotoma had 
diminished. The_ = stopped her treatment—conirary to in- 
structions—and did not report for two months. She then returned, 
and it was found that the vision in both eyes was 6/24, and that 
the papilloedema and scotoma had returned. She was admitted 
to hospital as an in-patient; no definite diagnosis was made, and 
she was finally discharged relieved of all symptoms apart from 
optic atrophy. At the  arsgeoeg date—a year after the onset—she is 
apparently quite well, but the vision in the right eye is 6/36, and 
in the left eye only perception of light. e has been given 
mercury and lodides continually. 


In this case the diagnosis is uncertain, but a syphilitic 
cause is suggested by the therapeutic test and the family 
history. Had she been trephined in the early stage she 
would probably have retained her vision. 


It. 

The second patient was a married quarryman, aged 55, who had 
had six children. There had been no miscarriages and there was 
no personal or family history of syphilis. At the beginning of 
last July he was struck on the head by a falling rock; no injur 
beyond a superficial scalp wound was detected at the time. 
week later distressing headaches started and continued with 
increasing severity for three weeks; for the last ten days of this 
period there was frequent vomiting. 

When examined a month after the injury I found him drowsy; 
he yawned frequently, was difficult to rouse, and his speech was 
slurred. The pulse was 50; the pupils were equal and reacted to 
light. Both knee-jerks were increased, and the Babinski yeflex was 
extensor on both sides. The left fundus showed a definite early 
papilloedema, with haemorrhage. In the right eye the edges of 
the disc were obscured, and the veins were distended. The 
Wassermann reaction of the blood was positive, the cerebro-spinal 
— ee not under tension, and showed no evidence of neuro- 
syphilis. 

_ Until August 11th the condition steadily advanced with increase 
in the papilloedema; vomiting was pronounced, and rendered 
feeding impossible; decompression became an urgent necessity. 
The only localizing signs were: papilloedema more marked on the 
left. side, the Babinski reaction more pronounced on the right 
and the headache was worse in the left fronto-parietal region, 
about the site of the injury. Subtemporal decompression revealed 
intensely congested brain; pulsation was not perceptible, the dura 
was not thickened, and no induration was felt on probing. Two 
months later there was no trace of papilloedema, restoration of 
sight was complete, and he was quite on except for slight slurring 
of speech and somewhat lowered mentality. The abdominal and 
cremasteric reflexes were not obtained; other reflexes were 
_ There was small which had not in- 
creased in size since the operation. He was abl ; 

felt too weak to work, 


Here again the diagnosis is uncertain and the complete 
absence of changes in the cerebro-spinal fluid is noteworthy. 
The facts that the serum Wassermann reaction was positive 
on two occasions, and also that the patient improved after 
decompression combined with the administration of mer- 
cury and iodide, suggest the existence of vascular cerebral 
syphilis, which his general appearance supports. In any 


case the decompression, which was performed to save ‘his 
life, has also preserved his sight. 
GrieritH Evans, B.M.Oxon., F.R.C.S.Eng., 
D.O.MLS., 


Honorary Ophthalmic Surgeon, Carnarvon 
and Anglesey Infirmary. 


PERIOSTITIS OF TIBIA FOLLOWING AMOEBIC 
HEPATITIS. 

Tue following notes of a case of amoebic infection of the 
liver seem to merit publication for several reasons. In 
the first place the clinical evidence suggested a large 
degree of abscess formation in the liver, and this was 
supported by an g-ray examination and the leucocyte 
count; yet all the symptoms cleared up rapidly with emetine 
injections. Next, it is rare to find this condition present 
in women, so far as I am aware. ‘Thirdly, a remarkably 
long period elapsed between the time when the patient left 
India and the onset of the symptoms. Lastly, an inter. 
esting point is that the infective periostitis of the tibia 
yielded pus exactly similar to that produced in amoebio 
abscess of the liver. 


A woman, aged 46, had lived in India from 1396 to 1922. There 
was no history of dysentery or malaria, but in Bombay, in 1921, 
she had had inflammation of the liver, which was cured with 
emetine injections, Since leaving India, in 1922, she had had 
persistently poor health, though there were no definite signs, but 
only occasional looseness of the stools and general abdominal dis- 
comfort. She had feverish attacks in April and May, 1928, which 
were described as ‘gastric influenza.’”? The temperature was 
103° for one week, but then subsided. 

In June, 1928, she was complaining of chronic indigesiion and 
was afraid to eat anything. There was general abdominal dis- 
comfort with pallor and emaciation, and tenderness over the right 
hypochondrium. Some dullness was found at the base of the 
right. lung with diminished vocal resonance and loss of breath 
sounds. The only other signs were intermittent pyrexia and 
rigors. A blood count showed a moderate polymorphonuclear 
leucocytosis with a haemoglobin percentage of 40. An x-ray exam- 
ination on July 17th revealed that the diaphragm was raised up 
to the fourth rib by a rounded enlargement of the right lobe of 
the liver. 

Starting on July 20th injections of 2 grains of emetine were 
given daily for twelve days. There followed a rapid fall in the 
temperature and subsidence of all the symptoms. The appetite 
returned and the indigestion vanished. On August Ist a redness 
appeared over the area of the left tibia, suggesting at first 
erythema nodosum. The temperature at night rose to 100°; the 
pain increased and fluctuation was present. An a-ray examina- 
tion showed a diffuse periostitis. Incisions released very thick 
reddish-brown pus, which was sterile; no organisms were seen. 
Convalescence followed the ordinary surgical treatment, which 


included the removal of small necrosed bony fragmenis along the 


middle two-thirds of the tibial shaft. 
R. Hamer Hopees, M.B. 


Southsea. 


British Aledical Association. 
CLINICAL AND SCIENTIFIC PROCEEDINGS. 


GUILDFORD DIVISION. 
Local and Regional Anaesthesia. 

Ar the annual meeting of the Guildford Division of the 
British Medical Association held on October 10th, Mr. 
H. §. Sourrar delivered an address on the subject of local 
and general anaesthesia. 

Local anaesthesia, said Mr. Souttar, had until recently 
been somewhat neglected in English surgery. On the 
Continent it was the usual method of choice for operations 
of any description, and its application had become one 
of the most highly developed branches of surgical art. 
The greater attention paid to general anaesthesia m 
England and America and the high degree of skill developed 
by those who specialized in this work were no doubt respon- 
sible for this. But there could be no questidn that in local 
anaesthesia we had a very powerful method of great 
advantage to the patient, whether we used it alone or m 
combination with general anaesthesia, and there were few 
practitioners in any branch of surgery who would not find 
it of great utility in their work. By its means small 
operations could be carried out with facility and economy, 
and the general practitioner would find it one of his best 
allies. On the other hand, the use of local anaesthesia im 
major surgery enabled us to carry out with complete safety 
operations which under other methods involved grave risks. 
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In cranial surgery its introduction had revolutionized the 
whole of our technique, and by its means the heavy 
primary operative mortality of these operations could be 
almost abolished, whilst in extensive gastric operations its 
effects might be almost as striking. In these large opera- 
tions the advantage of local anaesthesia was the abolition 
of shock, which resulted from the complete elimination of 
all afferent impulses. We were rather apt to forget that 
general anaesthesia, although it rendered the patient un- 
conscious, only protected him in a variable degree from 
violent disturbanees of those lower centres upon which in 
fact his life depended. 

For operations of any magnitude, said Mr. Souttar, the 
combination of local with general anaesthesia was ideal. 
The equipment required was very simple, and consisted 
chietly of a first-class syringe with fine needles of vary- 
ing length. For- most operations a 10 ¢.cm. Record 
syringe with needles up to 5 cm. in length would be 
sufficient, but for larger operations a powerful metal 
syringe capable of holding 50 c.em. and with convenient 
finger grips was essential, whilst needles as long as 12 cm. 
would be found a great convenience. The solution most 
generally useful was 1/2 per cent. novocain to which a 
few drops of adrenaline had been added immediately before 
use. It was essential that the solution should be absolutely 
fresh and sterile, and the most convenient method for its 
preparation was to pour boiling water on tablets of novo- 
cain and adrenaline; a stale solution was perfectly useless. 
Such a solution -might be injected in very large quantities, 
and even 200 c.cm. or 300 c.cm. might be injected with 
impunity. Where a rapid action was required it might be 
used in a strength of 1 per cent., whilst for local applica- 
tion in the urethra a 4 per cent. solution would be required. 
Local anaesthesia might be produced by several distinct 
methods, of which the most important were local applica- 
tion, local infiltration, and nerve blocking or regional 
antesthesia; the first of these could only be used on mucous 
membranes and raw surfaces, since none of the available 
drugs would penetrate the skin. It was thus restricted to 
the nose, the eve, and the urethra. The nose might be 
plugged with strips of gauze soaked in a 20 per cent. 
solution of cocaine, but if adrenaline were added, a 
§ per cent. solution would be found to be equally 
effective and much more economical, whilst the haemo- 
stasis was superior. In the eye from 1 to 4 per cent. 
solutions might be used with a trace of adrenaline. In the 
urethra cocaine was on no account to be used, since it 
was rapidly absorbed and severe toxic symptoms might be 
produced; a 4 per cent. solution of nevocain would 
as a rule give all the anaesthesia that was necessary. 
Local infiltration was the method most generally useful 
and was all that was required for minor surgical pro- 
cedures, The solution commonly used was 1/2 per cent. 
hovocain to which a few drops of adrenaline had been 
added, and practically any quantity required might be 
injected with perfect safety. The addition of the adren- 
aline was essential, since by constricting the vessels it 
not only prevented bleeding, but limited the anaesthetic to 
the region required, increasing its local effect and prevent- 
ing its rapid absorption into the circulation and the toxic 
symptoms which would necessarily result. In making the 
injection one of two methods was adopted—injection into 
the dermis or into the deep tissues. The former was essen- 
tial along the line of incision, and should result in the 
raising of small swellings as the injection was made. Each 
swelling was itself anaesthetic, and might be used as the 
starting-point for further injections. But if the deep 
tissues were to be entered these, too, had to be infiltrated, 
and in an extensive operation it would be better to carry 
this out as the various structures were exposed. In this 
Way any snperficial tumour could be removed, and even 
very extensive procedures carried out with no shock and 
little or no haemorrhage. An important application of 
this method was in fractures and dislocations. Deep in- 
jections were made around the displaced ends of the bone, 
the tissues around both surfaces being thoroughly in- 
filtrated. In a few minutes all pain would have ceased, the 
reflex spasm of the muscles would have disappeared, and 
the hones might be reduced to their normal relations with 
great case. Regional anaesthesia was produced by the 


blocking of a nerve with novocain, the injection being 
made either into the trunk or around it. In the latter 
case the solutions should be twice as strong, and only 
small nerves should be dealt with. For large trunks endo- 
neural injection was essential. 

In most cases, said Mr. Souttar, the combination of local 
infiltration and regional anaesthesia would be fouud most 
satisfactory. As an example, he cited the resection of 
a rib for empyema. The solution was first injected along 
the line of incision over the rib, a row of little weals 
being raised as had been described. The needle was now 
inserted more deeply, and the tissues around the rib were 
themselves infiltrated with the solution of novocain and 
adrenaline. With a delay of ten minutes this might he 
all that was required, but if one wished to obtain periect 
anaesthesia one had to block the intercostal nerves, reach- 
ing them either in the posterior end of the wound, or from 
the back at the point where they were lying just below 
the necks of the ribs. One per cent. novocain should be 
used, and the nerves both above and below the rib in 
question should be injected as well as the nerve belonging 
to the rib itself. In this way absolute anaesthesia, both 
of the rib and of the pleura, would be obtained, and the 
operation could be carried out without any pain whatever. 
Regional anaesthesia could be applied to the fingers. A 
fine hypodermic needle was inserted at the base of the 
finger from behind, and 5 c.cem. of 1 per cent. novocain 
was injected on each side, blocking the digital nerves. 
Five minutes later the finger would be found to be com- 
pletely anaesthetic, and any operation required might be 
easily performed. The method might be used in the treat- 
ment of whitlow, provided that the injection could he 
made at a distance from the septic focus, although expe- 
rience showed that there was less pain afterwards when 
these operations were carried out under gas. Any portion 
of the scalp might be readily anaesthetized by direct in- 
filtration, or by simply surrounding it with a line of 
infiltration. Indeed, the whole scalp and cranium could 
be totally anaesthetized by a zone of infiltration encircling 
the head, since all the sensory nerves passed upwards in 
the subcutaneous tissues. By this simple method the suture 
of scalp wounds or the removal of small tumours might be 
greatly facilitated, whilst even the most extensive opera- 
tions on the cranium and its contents could be carried out 
painlessly and with incomparable safety. The application 
of local anaesthesia to the teeth was now widely used. 
Apart from. injection into the tooth sockets themselves, 
anaesthesia of the upper teeth was easily obtained by 
injections beneath the mucous membrane covering the 
outer surface of the superior maxilla, since the hone was 
there so thin that the anaesthetic readily penetrated to 
the dental nerves which traversed it. In the lower jaw 
the most perfect regional anaesthesia was obtained hy 
injection of the inferior dental nerve, readily reached as 
it passed downwards on the inner aspect of the ascending 
ramus of the mandible. This method might even be used 
in the presence of sepsis, where local injections were on 
no account to be used lest they produced osteomyelitis of 
the jaw. For extensive chest operations, such as thoraco- 
plasty, complete anaesthesia of the chest wall could he 
obtained by blocking each of the intercostal nerves where 
it was lying just beneath the neck of the rib. The skin 
of the back was first anaesthetized by infiltration in 2 
vertical line over the transverse processes of the vertebrae, 
and through this anaesthetic area the needle was inserted 
just below each transverse process, and 5 c.cm. of 1 per 
cent. novocain was injected at each point. By this method 
the patient was saved the annoyance of feeling repeated 
pricks, whilst complete anaesthesia of the whole of one 
side of the chest was rapidly obtained. As thoracoplasty 
was usually required in pulmonary conditions, such as 
tuberculosis, where a general anaesthetic was most un- 
desirable, the regional method of anaesthesia was of 
peculiar value. 

The abdomen, continued Mr. Souttar, had hitherto heen 
almost monopolized by the general anaesthetist, but there 
were now methods at our disposal by which the most 
extensive abdominal operations could be carried out under 
local anaesthesia. For an operation on the stomach the 


skin of the middle line was first anaesthetized from the. 
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ensiform cartilage to the umbilicus, and, using the anaes- 
thetized skin as.a basis for operation, the rectus muscle 
on each side was freely infiltrated with 1/2 per cent. 
novocain. The abdomen was now opened in the usual 
way, and the extraperitoneal tissues were infiltrated by 
injeetions made through the peritoneum from inside, en- 
suring absolute anaesthesia of that portion of the abdominal — 
wall with which the surgecn came in contact. The liver 
was now drawn upwards and the stomach downwards with 
extreme gentleness, and the left forefinger placed on the 
spine to the right of the aorta so as to push aside the 
vena cava. Guided by the finger, a long hypodermic needle 
was inserted into the retroperitoneal tissues on the front 
ef the first lumbar vertebra, just below the liver, and 
70 c.cm. of 1/2 per cent. novocain were injected at this 
point... The result was a complete block of the splanchnic 
nerves. By this method excellent relaxation was obtained, 
and operations of the greatest magnitude could be carried 
cut on the ‘stomach and the upper intestine with entire 
absence of. shock. Mr. Souttar said he regarded this- 
method of producing splanchnic block as one of the greatest» 
of recent advances in the art of anaesthesia. The surgeon 
operated under ideal conditions, with a degree of relaxa- 
tion unobtainable by ordinary methods, whilst the condition 
of the patient at the end of a long and difficult gastrectomy, 
such as might be required in the treatment of a jejunal 
ulcer, afforded very positive evidence of the elimination 
of shock. The only precaution required was to make sure 
by a slight withdrawal of the piston of the syringe that 

e needle had not entered one of the larger veins. In 
his experience the method had been devoid of complications, - 
and he invariably used it in all operations on the upper 
abdomen, either alone or combined with a slight general 
anaesthesia. 

_ The applications of local anaesthesia were limited only 
by the anatomical knowledge and ingenuity of the surgeon, 
for there was no operation which could not be carried out 
successfully by its means. The method, however, had to 
be carried cut with extreme caution in the presence of 
sepsis, for it was obvious that the infiltration of septic 
tissues might assist the spread of the infection. <A little 
ingenuity would often avoid this risk, which did not 
really detract from the great general value of the method. 
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MENINGITIS. 
A WHOLE morning was occupied by the Section of Otology, 
Royal Society of Medicine, on December 7th, with a 
discussion on meningitis. Mr. Somervitte Hastixcs 
presided. 

Mr. G. J. Jenxrns, in the opening speech, said that the 
principles which he had laid down as rapporteur on the 
subject at the International Otological Congress in Paris 
in 1922 hed been verified by his further clinical experience. 
He had on that occasion explained the importance of 
distinguishing two groups of cases; in one the infection was 
primarily of a trabeculated part of the subarachnoid 
space, and in the other the infection was primarily of 
the cisterna pontis. In some cases of meningitis, even 
with micro-organisms present in the cerebro-spinal fluid, 
thg patients had been known to recover with one or two 
lumbar punctures. This seemed to him to indicate, not 
that this procedure was a form of treatment, but rather 
that if the surgeon could help in some degree the cereliro- 
spinal fluid would overcome the inflammation, and without 
such help would fail. In many cases of meningitis the 
organisms had not reached the subarachnoid space, and tho 
condition was due to infection in close relation to the outer 
surface of the dura—the méningite de voisinage of the 
French. Here the complete removal of the external inflam- 
mation would effect.a good result. The difficulty was to 
know when the organism had not reached the space, and 
his impression was that it was only in very early cases that 
this procedure could be followed. Lumbar puncture should 
be regarded as a serious step, and not left to anyone to 
perform ; it should only be employed for the purpose of 


obtaining information as to the state of the meninges so as 


to help in deciding the line of treatment. The fluid should . 


be removed very slowly, and not more than 6 c.cm. at a 
time; lumbar puncture should not be used for diagnostic 
purposes when septic meningitis was suspected. The 


changes in the cerebro-spinal fluid could be estimated. 
only in relation with the clinical ‘features. The clinical, 
and the cerebro-spinal fluid examinations would enable. 


one to recognize very early and very advanced infections, 
but there was a wide doubtful group between these two 
extremes, and the speaker’s inclination was to treat this 


group as probably infections of the subarachnoid space, 


He believed that if meticulous care were taken in cleansing 
after completing the external operation and before opening 
the subarachnoid, the risk from surgical intervention was 


much less than that of leaving things as they were. Dr, 


Jenkins proceeded to describe a method of washing out the 


subarachnoid space which had been used at King’s Collego, 
‘Hospital for many years in cases of septic meningitis. 
which appeared. to require drainage. He gave careful, 
details of this intricate operation, which involved opening 
up the internal auditory meatus. It seemed to him that. 
it followed the general principles of treatment of a septic, ’ 
focus, and was more likely to meet with success than simple 


drainage or lumbar puncture alone. 


Mr. T. B. Layton offered some observations on otitice 


meningism—the name first applied by Dupré to a group 
of symptoms indicating meningitis, but showing normal 
fluid on lumbar puncture. Mr. Layton maintained that 


meningism did not occur with a local infection in. 
anatomical relation with the meninges, or, if it did, that it: 


must be considered as early meningitis. The only symptom 
of any importance to the ear surgeon was the rigidity of 
the neck; by the time there were symptoms connected with 


‘other reflexes a stage had been reached at which the chance. 


of recovery was very small. Every case which showed 
rigidity of the neck, where there was any inflammation of 
the ear, should be called, not meningism, but meningitis, 
and lumbar puncture should not be performed, since such 
organisms as had got through the meninges would thus be 
sucked down from the ear to the region of the foramen 
magnum. He thought the better procedure was to open 
the mastoid, even though the local symptoms were only 
these of otitis media. The operation could be described 
as post-aural drainage rather than as an attempt to 
eradicate diseased bone. It might at times be a mistake 
to refrain from performing lumbar puncture; he described 
one case in which, after a mastoid operation on a child who 
had a rigid neck and an acute otitis media, miliary tuber- 
cuiosis was found with a tuberculoma in the parietal region 
on the same side as the affected ear; but in general he 
thought there were good theoretical arguments against 
the use of lumbar puncture. 

Mr. E. D. D. Davis dealt chiefly with the morbid anatomy 
of otitic meningitis, describing the paths of infection in 
such cases; the vulnerable points in the dura mater where 
it was piefced by nerves and vessels, and along the lines of 
sutures; also the methods of drainage considered from an 


anatomical point of view. He spoke of clinical types of. 


infections of the ears which had produced meningitis. 
Persistent headache and pyrexia, and paralysis of the sixta 
nerve, afforded a‘serious warning of the spread of infection. 
Records of cases of meningitis which had followed chroni¢ 


suppuration, reported by Logan Turner and others, showed. 
that symptoms and signs of labyrinthitis were present in. 
a large proportion. Such signs and symptoms, however,, 


might occasionally be more or less absent, and changes in 


the cerebro-spinal fluid be the only indication. The fluid 


should always be examined when the slightest suspicion of 
an intracranial complication arose. He had never expe- 
rienced any difficulty in connexion with lumbar puncture. 
Mr. Eric Wartson-Witu1ams had been most impressed 
by the element of urgency in these cases of otitic mening- 
itis. To do any good at all the diagnosis had to be made 
and the treatment started at once. It was not possible to 
await any elaborate investigation: even a few hours woull 
turn the scale. Moreover, in his experience such cases 
seemed to choose some such time as 1 a.m. on a Sunday to 
develop. Looking through his notes for the past three 
years he saw that he had operated in seven cases of 


| 
} 
| 
| 
bi 
| 
| 
| 
1 
] 
t 
id 
4 
t 
e 
 &§ in 
fi ti 
be bs 
di 
it 
4 n 
4 { ce 
Ww 
} 


ated . 
Lical , 
able. 
ous, 
two 
this 
ace. 
sing. 
ning, 
was 
Dr., 
the 
lego, 
gitis. 
reful 


ning 


that. 


aptic, 


mple 


titie 
roup. 
rmal 
that 
1 in. 
at it 
ptom 
ty of 
with 
ance. 
owed 
m of 
vitis, 
such 
us he 
rmen 
open 
only 
ribed 
to 
stake 
ribed 
| who 
ubher- 
egion 
al he 
ainst 


tomy 
yn in 
vhere 
1es of 
m an 


es of. 


gitis. 
sixta 
ction. 


owed . 
nt im. 
“every. 


es im 


fluid. 


on of 


expe: 


re. 
‘essed 
ning- 
made 
ble to 
would 
cases 
jay to 
three 
es of 


DEC. 15, 1928] 


MENINGITIS. 


1095 


meningitis, and in one that he classified as meningeal 
reaction. His feeling was that lumbar puncture-was of 
great assistance in deciding, not merely the diagnosis—for 
this might remain obscure even after lumbar puncture had 
been done—but the line of treatment. In these seven 
cases of definite meningitis he had had three recoveries and 
four deaths. The four fatal cases were not really germane 
to the present discussion, for they were not cases of otitis 
media so far as could be ascertained; three of them were 
pneumococcal meningitis and one was tuberculous mening- 
itis. The three cases in which recovery followed were 
definitely otitic meningitis. One case which he had 
previously shown to the Section was that of a woman who 
was admitted to hospital with high temperature, neck 
rigidity, severe headache, and mental confusion. The 
eerebro-spinal fluid was “quite turbid, not milky, but 
definitely more than opalescent, and was reported to 
contain many pus cells. There was a dead labyrinth. He 
performed a complete labyrinthectomy, and drained the 
meninges through the internal auditory meatus. After 
some improvement the cerebral symptoms returned, and he 
thereupon passed the curette down the internal auditory 
meatus, scraped out some debris, and re-established a drain 
of cerebro-spinal fluid; the woman got perfectly well. The 
cerebro-spinal fluid appeared to have some influence in 
limiting the spread of infection, though not enough was 
known about it to enable one to say what made it better— 
as it probably was—than an artificial fluid. The protein 
content was possibly responsible for some bactericidal 
action. He did not himself see how the subarachnoid 
space would be disinfected by the introduction of disin- 
fectants. He was always very sceptical about the value 
of disinfectants in contact with living tissues, because a 
disinfectant which was sufficiently powerful to kill off 
streptococci was likely to destroy the living cells long before 
the streptococci were affected. Perhaps in a late case 
which was not doing well he would employ the method of 
washing out, but he had had one or two successes with 
the drainage method, and in general he felt inclined to 
retain it. The urgency of the whole matter must dictate 
the procedure. When there was meningitis and any in- 
dication of aural trouble, it was necessary to open the ear 
and to decide on the findings at operation rather than to 
make the discussion beforehand. In that way he thought 
a good many cases of meningitis would be treated carly 
enough to avert a general infection. : 

Mr. Hour Dice x raised the question whether the results 
of the treatment of meningitis were any better to-day than 
they were fifteen years ago, and, if so, whether the im- 
provement was due to earlier diagnosis. Patients were 
certainly received at a much earlier stage. The only two 
cases he had on record of recovery from meningitis when 
there were organisms in the cells had been treated by 
repeated lumbar puncture. He had tried all types of 
drainage of the basal cisternae, with no results to his 
credit. Mr, Jenkins, in the method he had just described 
Washed from below upwards; that method might be sup- 
posed to diffuse the infection which originally was localized 
to one cisterna, and he had himself washed the other way— 
from the lateral ventricle to the lumbar puncture route— 
but even so he had had no recoveries. In spite of these 
more scientific methods were the results improved? To 
take an analogous example from the abdomen, where the 
method of washing out had had a vogue and had been 
pren up, in an established case of diffuse peritonitis such 
ope as there was depended upon drainage at several 
pots; was it not possible that in the ear better results 
might follow repeated lumbar puncture? He believed that 
the hope in the treatment of meningitis depended still on 
early diagnosis and repeated lumbar punctures, and that 
Without a lumbar puncture there were no means of assess- 
Ing the extent of the disease or deciding the line of 
treatment. 

Dr. Dan McKenzte described a case, supposed to have 
cen Meningitis; an operation was performed, but the con- 
_— proved to be encephalitis lethargica. In these cases 

Was necessary to make a lightning diagnosis; there was 
Not time to await the microscopical examination of the 
cerebro-spinal fluid. As for the results of drainage, these 
Were curiously varied. A line of successes might alternate 


with a list of failures. With drainage the clinical picture 
was modified profoundly; the patient remained conscious 
until the end, but still suffered from pain and headache, 
and the speaker questioned whether his state was reaity 
bettered after drainage. Certainly surgeons by no means 
possessed in drainage a treatment on which they could 
rely for the cure of meningitis. 

Mr. M. E. Vuasto thought that sufficient account was 
not taken of the type of labyrinthitis in connexion with 
meningitis. It was an important matter to distinguish 
the type of labyrinth with which one was dealing, and he 
thought that in a case in close relation to labyrinth infec- 
tion he would be inclined to treat the focal cause as widely 
and efficiently as possible and let the labyrinth deal with 
itself. 

Mr. James Harper said that the question of operative 
intervention in meningitis had given him a good deal of 
anxiety. In many cases of meningitis one was conscious of 
the borderline, and was afraid to interfere .with the 
meninges. ‘This year he and his colleagues in Glasgow 
had had to deal with 14 cases of meningitis, of which 
7 had recovered as a consequence of clearing out the local 
infection in the ear. In the 7 fatal cases he did not think 
any form of washing out or drainage would have had effect ; 
3 of the patients when admitted to hospital were uncon-' 
scious. Lumbar puncture was always tried, and he had 
never found any great harm come from it. In the cases 
which eventually recovered* no micro-organisms were found 
in the cerebro-spinal fluid, except in one in which the 
streptococcus was found on direct examination but could 
not be cultured. In all the fatal cases micro-organisms 
were found and cultured. He believed that there were two 
stages in the same type of meningitis, one recoverable, the 
other with the chances of recovery remote. 

Mr. Broventon Barnes had had only two recoveries 
in cases with definitely infected ccrebro-spinal fluid, Both 
patients had also infection of the brain, and in one there 
was a cerebellar abscess. He confined himself to the brain 
condition, and both patients survived. 1t was necessary 
to be very much alive to any brain infection, and in the 
presence of such no washing out or drainage operation 
should be performed, but the brain only should be dealt 
with, 

Mr. Sypney Scorr said that it was quite clear from the 
discussion that the last word on this subject had not been 
spoken. The consensus of opinion seemed to be that the 
local infection should be dealt with first, and from this 
it might be inferred that a radical operation ought to be 
performed in all these cases. He mentioned a case in which 
the patient had all the signs of early meningitis, including 
rigid neck, intense headache, and fixed pupils; a lumbar 
puncture showed streptococci in the cerebro-spinal fluid. 
On opening the mastoid the cells were found absolutely 
normal. The mastoid was drained, but lumbar punctures 
were also repeated, and to this latter procedure he attri- 
buted the complete recovery of the patient. With regard 
to the labyrinth mentioned by Mr. Vlasto, under an anaes- 
thetic one could determine whether a labyrinth was alive 
simply by spraying ethyl chloride. 

Mr. MvusGrave Woopman thought there was a via media 
between the two distinct schools of opinion as to lumbar 
puncture; surely a lumbar puncture was of value in certain 
cases. There was all the difference between draining off 
a large quantity of fluid by lumbar puncture for the pur- 
pose of treatment and drawing off 1 c.cm. for diagnostic 
purposes; the latter would obviate a false diagnosis in a 
case of encephalitis lethargica. Was there any serious 
objection to taking a very limited quantity for that specific 
object? 

Mr. H. V. Forster said that the surgeon was continually 
confronted with the opposite dangers of doing too much 
and of doing too little. One difficulty was to determine 
when ‘the labyrinth was dead, and Mr. Scott’s suggestion 
was useful. He described one or two cases in his own . 
practice, and a technique for dealing with brain abscess. 

Sir J. Dunpas-Grant referred to a Continental treatment 
in which intravenous injections of antiseptic fluid were 
given, and Mr. E. Watson-WirztaMs said that he had 
tried this method in cases of suppurative labyrinthitis, 
injecting 1 c.cm, of colloidal silver into the vein. The 
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injection was followed half an hour later by lumbar 
puncture, and the patient made a good recovery. Ques- 
tions on detailed points in Mr. Jenkins’s technique for 
washing out the subarachnoid space were asked by Mr. 


Warkyn Tuomas, Mr. T. B. Dopson, and the PResipenr, 


in reply to which Mr. Jenkins gave some further informa- 


tion, and on the general principle added ‘that, in view of - 
the large number of cases of meningitis which terminated. 


fatally, and for which nothing could be done, it seemed 
to him very undesirable that because with a minor pro- 
cedure a few recoveries were obtained surgeons should rest 
there, and do nothing further. Ought not surgeons to try 
to improve their methods of treatment in dealing with 
these cases? The method he had described as followed at 
King’s College Hospital was admittedly a dangerous pro- 
cedure if not performed with meticulous care, but he -held 
that it was in a line with surgical attack upon this disease. 

Mr. T. B. Layton, also in reply, said that the Section 
had been told of a number of cases which got well, although 
to all appearance they should have died. He himself had 
never been a “ lucky surgeon,’’? and such cases had never 
come his way. He had tried lumbar punctures, but he 
felt that in the early case better results followed the least 
intervention. Dr. Dan McKenzie had laid down the proper 
principle when he said that the thing to do in treating 
these early cases was to deal with the local infection and 
to leave the meninges alone; not even a lumbar puncture 
should be performed. He had néver yet had a case recover 
in which organisms were found in the cerebro-spinal fluid, 
either on direct examination or subsequent culture by the 
bacteriologist. Mr. E, D. D. Davis expressed agreement 
with Mr. Jenkins that something ought to be done in these 
cases. He himself always performed lumbar puncture, 
removing 5 c.cm. in a test tube; lumbar puncture, in his 
experience, had never resulted in harm, 


PRELIMINARY MEDICATION FOR ANAESTHESIA, 


At a meeting of the Anaesthetic Section of the Royal 
Society of Medicine, held on December 7th, Mr. Sranuey 
RowsotHam read a paper on preliminary medication in 
anaesthetics. 

Mr. Rowbotham stated that the subject had not gener- 
ally received the attention that was its due, and acknow- 
ledged his debt to Gwathmey as pioneer in this field. A 
nervous and apprehensive patient needed soothing, and 
for this purpose morphine alone was not sufficient. That 
such soothing might he possible was suggested by several 
facts. It occurred in cases of rectal ether anaesthesia; 
the more a patient reacted to preliminary medication the 
less anaesthetic he required at the time of operation; with 
lighter anaesthesia he passed more quickly out of the 
influence of the anaesthetic, but remained under the 
influence of the preliminary medication, thus suffering 
less after-pain and being unconscious of sickness and dis- 
comfort. He found paraldehyde, either alone or in com- 
bination with morphine, heroin, hyoscine, chloretone, etc., 
to be specially effective. The paraldehyde was given per 
rectum with or without chloretone, the other drugs being 
given hypodermically. It had been found that a combina- 
tion of drugs acted more powerfully and for longer periods 
than either drug alone. Preliminary narcotic drugs rein- 
forced cach other, but anaesthesia following was consider- 
ably reinforced. After such drugs had been given abdo- 
minal relaxation could be completed with nitrous oxide and 
oxygen or ethylene. Cocainization of the larynx made 
it possible to pass intratracheal tubes after the administra- 
tion of nitrous oxide and oxygen. Ether became a very 
powerful anaesthetic, and chloroform might become posi- 
tively dangerous. The depression of the blood pressure 
and respiration was comparable with that produced by 
morphine or heroin alone, and the author had never expe- 
rienced trouble from an unusual fall of blood pressure, For 
the purposes of administration four groups of patients were 
recognized. In the first group were children under 7 and 
the sick and puny over that age, very old and feeble aduits 
and those with low blood pressure, toxic and shocked 
patients and those anaemic from haemorrhage, and patients 
who had suffered from long-standing pyrexia. In the 


PRELIMINARY MEDICATION FOR ANAESTHESIA. 
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second group were normal children over 7 and normal 
adults. In the third group were alcoholics and very 
nervous patients and athletes over 25. The fourth group 
comprised only patients suffering from Graves’s disease, 
To patients of the first group paraldehyde, 1 drachm 
per stone of body weight, was given per rectum one hour 
before operation, and at the same time a hypodermic in- 
jection of atropine gr. 1/200 to 1/100. The paraldehyde 
alone was sufficient to cause unconsciousness. ‘To the second 
group paraldehyde was given in a similar manner, but 
reinforced by heroin gr. 1/60 per stone of body weight, one 
and a half hours before operation. The third group was 
treated as the second, but in addition a further hypodermic 
injection of a quarter to half the original dose of heroin 
was given three-quarters of an hour before operation. 
Another method applicable to this group was to give 
paraldehyde as before, and, in addition to heroin or 
omnopon, ete., to inject hyoscine hydrobromide gr. 1/290 
to 1/100 one and a quarter hours before operation. The 
hyoscine produced sleep in most cases, but occasionally 
induced delirium, so that it was necessary to administer 
trial doses a day or two before operation to ascertain the 
patient’s reaction. The cases in the fourth group were 
notoriously difficult to deal with. When the operation was 
carried out under local anaesthesia quiet and repose were 
essential. A trial dose of hyoscine was required. Potassium 
bromide and chloral were given the night befere the 
operation, and heroin or omnopon or morphine one and a 
half hours before operation in combination with hyoscine, 
unless this had been found unsuitable, and a_ chloretone 
suppository was placed in the rectum. One and a quarter 
hours before operation paraldehyde in olive oil was given 
per rectum in the proportion of 1 drachm per stoue of 
patient’s weight to half an ounce of oil per drachm of 
paraldehyde.. For very obese patients the full dosage 
might be reduced 20 per cent. If the patient was still 
awake three-quarters of an hour before operation one-half 
to two ounces of a mixture of ether and olive oil in equal 
parts might be added to the paraldehyde already in the 
rectum. In cases other than Graves’s disease the paralde- 
hyde was dissolved in saline in the proportion of 10 to 1. 
This solution has to be administered at blood heat. The 
colon was emptied by a soap enema the day before opera- 
tion unless the bowel had been well emptied by aperients. 
A saline wash-out was given not less than three hours 
before operation, no attempt being made to cleanse the 
bowel thoroughly, as this would exhaust the patient. As 
a rule the patient anaesthetized by these methods was 
asleep in fifteen minutes, often in less. Sleep usually 
deepened, and in twenty to forty-five minutes the patient 
could not be roused. The conjunctival reflex was often 
lost, but the corneal remained. The muscles were flaccid, 
but sensibility to pain persisted. This was unfortunate, 
as sometimes great difficulty was experienced in administer- 
ing a spinal anaesthetic, though local infiltration of the 
skin with novocain might obviate this difficulty. Uncon- 
sciousness persisted for variable times. The average cas¢ 
would sleep for twelve hours after nitrous exide and oxygen, 
and remain drowsy for another eight hours or so after 
paraldehyde. After operation the paraldehyde might be 
left in the rectum, or it might be removed by a rectal 
tube, or a further dose of paraldehyde might be given as 
the patient returned to consciousness. A patient could be 
kept quiet for two and a half days by repeated doses. 
After-effects were slight, and consisted of headaches and 
confusion. Nausea and sickness were seldom met with. 
Toxic cases remained unconscious longer, and required 
smaller doses than the normal. The chief contraindications 
to the method were diseases of the bowel, such as_ piles, 
fissure, and operations on the lower bowel, and cases im 
which a spinal anaesthetic was to be given. In the latter 
cases the subsequent flaccidity of the muscles might causé 
the paraldehyde solution to be evacuated. The speaket 
stated in conclusion that, while the method was not perfect, 
it had served him in his practice. Possibly better results 
might be achieved with avertin, but for the time heing 
this drug could not be tested, as supplies were unprocurab!e 
in this country. 

Dr. J. Buomrrep criticized the adoption of the method 
as a routine. He asked whether there was not danger of 


! 4 
‘ 
5 
‘ EE 
| 
a 
4 
g 
0) 
ti 
al 
T 
| 
0) 


ase, 
chin 
ivde 
-ond 

but 

one 

was 
rmie 
roin 
rion. 


rally 
ister 
were 
was 
were 
the 
nd a 
cine, 
‘tone 
Arter 
riven 
2 of 
nm of 
sage 
still 
-half 
qual 
the 
‘alde- 
to 1. 
The 
pera- 
ents. 
hours 
» the 
As 
was 
ually 
tient 
often 
iccid, 
nate, 
ister- 
f the 
ncon- 
case 
vgen, 
after 
it ke 
rectal 
el as 
ld he 
doses. 
; and 
with. 
uired 
tions 
piles, 
es in 
latter 
cause 
eaker 
rfect, 
esults 
heing 
rable 


ethod 


er of 


DEC. 15, 1928] 


CONVULSIONS IN CHILDREN. 


inefficient ventilation of the lungs and so of lung congestion 
later? Was there not danger also of blood trickling down 
the throat? Dr. I. Macmu said he had had favourable 
experience of the method in selected cases. Admixture of 
paraldehyde with olive oil rendered the use of chloretone 
unnecessary. The disadvantages of the method were the 
necessity of a preliminary visit to the patient and the 
administration of a drug per rectum. Owing to the 
lowers blood pressure bleeding was less than under ether, 
especially in throat cases, The method was contraindicated 
in chest operations such as for thoracoplasty. Three of 
his cases had exhibited complications after the use of the 
method. In two there had been persistent vomiting on the 
following day, but both responded to calomel. Another 
case showed remarkable idiosyncrasy to a small dose. Dr. 
F, T. Evans mentioned a case in which a child became 
maniacal after the use of the method. 

Dr. Ramsry Putiirms described the case of an athlete 
in whom, despite the method, he had had the utmost 
dificulty in inducing anaesthesia although the patient 
was apparently asleep. At the third attempt anaesthesia 
resulted, but was followed by great difficulties when the 
operation commenced owing to the slowness of the heart 
beat. This was remedied by administration of small doses of 
carbon dioxide. The patient eventually recovered sufficiently 
for the operation to be completed. The doses of paraldehyde 
given were small. Dr. Z. Mennei objected to leaving his 
own end of the patient and working at the other; more- 
over, paraldehyde was not safe. Before the war when 
paraldehyde was given intravenously for anaesthetic pur- 
poses two deaths occurred. There was a distinct danger 
of idiosyncrasy to paraldehyde, and once given per rectum 
it was irrecoverable. He objected to it in cases of tonsils 
and adenoids. Its chief object was to get the patient 
on the table without his being aware of it; but surely 
twilight sleep was equally efficacious. Was there not also 
a distinct danger of rectal complications following the 
administration of paraldehyde? Further objections wero 
the tremendous amount of extra work thrown on the 
hospital staff and the difficulty of timing the complicated 
injections when a series of cases had to be operated upon. 
Dr. C. H. Hugues firmly believed that premedication 
was very important in a percentage of cases. Dr. 
Huca agreed that the lengthy sleep follow- 
ing the method greatly perturbed the’ nursing staff. 
It was invaluable, however, for use in children, espe- 
cially in orthopaedic cases where great pain followed 
operation. He had been able to use it successfully in a 
patient aged 14 months. He agreed that paraldehyde was 
very useful, but that it should be used only in selected 
cases. Dr. H. A. Ricwarps said that the question was 
whether the patient’s feelings should be considered of 
more importance than the patient’s safety. The method 
could not be considered a safe one, and was not to he 
emploved indiscriminately. Dr. Asaiey drew atten- 
tion to the danger of chest complications, especially follow- 
ing operations on the upper abdomen. The nursing diffi- 
culties were very real, for instance, the timing of injections 
in hospital practice. There was also, in private practice, 
the question of cost. The prolonged sleep might necessitate 
the employment of two special nurses for two or three days. 


CONVULSIONS IN CHILDREN. 


A mertine of the Manchester Medical Society was held in 
the Medical Library of the Manchester University on 
November 7th, with the president, Dr. R. W. Marspen, 
i the chair. Dr. C. Pacer Lapace read a paper on con- 
Yulsions in children. 

Dr. Lapage defined the following three classes of such 
convulsions. In the first he placed those associated with 
acute infections, such as encephalitis, encephalitis lethar- 
gica, and meningitis, etc. He also included convulsions of 
mechanical origin, as, for example, following birth injury, 
or haemorrhage with hemiplegia or diplegia, or malforma- 
tions such as porencephaly, microcephaly, or brain tumours, 
abscesses, injury, of whooping-cough with haemorrhage. 
The second class comprised convulsions of metabolic and 
toxic origin, where the nerve endowment might be normal 
or abnormal. Examples of this class were the convulsions 


of rickets with peripheral irritation or additional meta- 
bolic upset; of tetany and spasmophilia with calcium 
deficiency ; of simple overfeeding; or such severe metabolic 
upsets as uraemia, hypoglycaemia, anaphylaxis, and the 
onset of acute illness, etc. The third class contained the 
convulsions due to epilepsy, whether idiopathic or acci- 
dental. Dr. Lapage said that if convulsions were correctly 
classified under these headings the prognosis and treatment 
were very much simplified. ‘The importance of the signs of 
spasmophilia, especially Chvostek’s sign, was great, because 
if they were present there was considerable hope that the 
cause was not one of the less tractable conditions, spasmo- 
philia being due to some alteration of metabolism which 
was usually amenable to treatment. Continued fits in 
children were often due to an attack of polio-encephalitis 
which left an irritable area in the brain. As the result of 
increasing experience, he had come to believe that more 
cases, which would formerly have been put in the class 
** epilepsy,’’ should really be classified as ‘‘ organic convul- 
sions caused by some brain lesion ’’; polio-encephalitis was 
much more common than is usually supposed. Attacks 
simulating petit mal should be distinguished from pykno- 
lepsy, a condition in which the prognosis was quite good, 
and in which there were very large numbers of small 
‘* absences,’’ but never real fits. They must also be dis- 
tinguished from attacks like petit mal which occurred in 
cerebral lesions, especially cerebral or cerebellar tumours. 
Precursors of Jacksonian epilepsy might appear as sudden 
momentary attacks which caused the child to fall down 
either backwards or forwards. Cerebral surgery in these 
cases was often disappointing, but it must always be 
remembered that hydatid of the brain even in young 
children was not unknown. The possibility of a syphilitic 
origin must also be remembered and a Wassermann test be 
performed. In the treatment of epilepsy, Dr. Lapage 
emphasized the value of luminal, the need for careful 
supervision of the diet and the daily habits. He reported 
a case of successful control of fits by a ketonic dict. 


ABERDEEN MEDICO-CHIRURGICAL SOCIETY, 


A ciinicat meeting of the Aberdeen Medico-Chirurgical Society 
was held in the Aberdeen Royal Infirmary on December 6th, 
with Professor ALEXANDER Low, the president, in the chair. 
Mr. F. K. Smirn demonstrated by cystoscope and under spinal 
anaesthesia a sessile tumour of the fundus of the bladder, and 
discussed the diagnosis and classification of tumours in this 
region. The most satisfactory line of treatment in the type of 
case demonstrated was excision of the tumour and the whole 
thickness of the bladder wall, with possibly the later implanta- 
tion of radium. Mr. Smith then showed two cases of Banti’s 
disease which had been under observation for several years. In 
the first case splenectomy had not been performed, and in the 
second case the spleen, which had been removed eighteen 
months previously, showed the typical changes associated with 
Banti’s disease. The patient had an interval of good health, 
but intestinal haemorrhage had recurred. The cases of Banti’s 
disease were discussed by Dr. A. Greig ANDERSON, who pointed 
out that there was no definite consensus of opinion upon 
the time relation between the onset of cirrhosis in the liver and 
spleen in this condition. Mr. ANDREW FowLer reported a case 
of diastasis of the lower end of the femur in a boy aged 12 
years; the accident had happened four weeks before admis- 
sion. There was distinct hollowing above the —_ and a 
hard bony projection was easily felt behind and to the inner 
side of the hamstring tendons. There was very little effusion 
into the knee-joint. The thief interest in the case was from 
the point of view of treatment. Should replacement of the 
epiphysis by manipulation be attempted? Was open opera- 
tion advisable, and, if so, what method of approach would give 
the easiest access? Should the conditidn be left and osteotomy 
be performed at a later date? Mr. ALexanpDER MitcHet. 
thought that an open operation was indicated; in his expe- 
rience it had given excellent results. Dr. Grorce Swarr 
demonstrated a case of malignant ulceration of the breast of 
long standing. Healing of the ulcer had occurred with x-ray 
therapy and the application of brilliant green. Metastatic 
nodules had, however, appeared in the subcutaneous tissues 
of the chest. Dr. Swapp also reported a case of acute ileo- 
colitis where caecostomy had been necessary on account of acute 
abdominal distension and paralytic ileus. Recovery had been 
satisfactory, and was, in Dr. Swapp’s opinion, due to the 
administration of intravenous hypertonic saline with anti-gas- 
gangrene serum. 
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SURGERY OF THE STOMACH. 

ees Harrmann is known to all as one of the most 

istinguished surgeons that France has produced. He is 
a general surgeon in the present-day acceptance of that 
term—that is, he is essentially an abdominal specialist 
with some leanings towards urology. It is impossible not 
to be impressed by the judicial nature of his writings. He 
looks back now over a career not easily matched in dis- 
tinction and length; he sifts his great material and comes 
logically to the inevitable conclusions. 

In the present volumes, the sixth and seventh of his 
series of surgical monographs,' he calls in the aid of his 
assistants, as on previous occasions. It will be remem- 
bered, for example, that Okinezyx, in the third volume of 
these Travaux de Chirurgie: Anatomo-clinique, contributed 
his memorable work on the surgery of the colon, without, 
however, studying closely its lymphatic drainage. The 
omission was shortly afterwards made good, happily in this 
country, by Jamieson and Dobson, and the two papers have 
done much to direct the course which colonic surgery has 
taken since. In the present volumes Professor Hartmann’s 
assistants again fill in gaps by contributing special studies, 
They have provided, for example, chapters on gastroscopy, 
on experimental pyloric stenosis, on volvulus of 
stomach, on duodenal compression and occlusion, and on 
duodenal anomalies. Some of these sections are very good 
indeed, and a joint paper on the chemistry of the stomach 
after operation is instructive. 

Hartmann’s own contributions are concerned chiefly with 
ulcer and cancer of the stomach and duodenum, with 
important .chapters on perforation of simple uwleers and 
malignant growths, jejunal ulceration, the non-malignant 
growths of the stomach, and the results of various opera- 
tions. . It is because he has followed his cases so well that 
his work is so important. He is impressed by the sclerosing 
gastritis which spreads wide from the crater of the chronic 
gastric ulcer. He is one of those who believe that this 
is not a mere secondary defensive fibroblastic proliferation, 
but an essential part of the disease, which he would prefer 
to call ** gastrite sclero-ulcerense.’”? The disappearance of 
the muscle bundles is the outstanding histological feature, 
as is now widely recognized—an important fact in the 
solution of the problem of ulcer-cancer. As for the malig- 
nant ulcer, Hartmann thinks that it is uncommon and is 
generally an ulcer malignant from the outset and not a 
transmutation. He compares it with the rodent ulcer of 
the skin. Hartmann remarks that Parisian surgery seems 
to have accepted the cancerisation de Vulcére’”’ as a 
process so natural as to be indisputable; his own figures 
are strongly against such a view. In an analysis of 201 
ulcers of the lesser curvature he gives the results of the 
various surgical methods which he has employed. Of 
seventy gastro-enterostomy patients, two afterwards died of 
cancer. These two were aged 51 and 57 respectively, with 
a two-year history of dyspepsia. The one died fifteen 
mouths after gastro-enterostomy, the other five years later. 
Both of these cases he thinks, were malignant from the 
start. Resection of the ulcer as a routine does not neces- 
sarily save the patient from death later if the uleer is really 
malignant, for in forty-four gastrectomies the ulcer turned 
out to be malignant on section three times, and all these 
patients died later. For hour-glass stomach he has done 
a variety of operations, and remarks that these cases never 
become malignant. In thirty-three cases he resected the 
lesser curvature by his own method. He had, he admits, 
gradually come to assume that removal of the ulcer gave 
better late results than gastro-enterostomy, but looking 
ever the cases now he finds that this was not really so. 
One of the surprises of his review of his cases has been 
this fact. Peptic ulcer of the jejunum he finds niuch more 
often in males; of his six personal observations there were 
five men and one woman. This number is small: perhaps all 
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of us are only just beginning to realize how much commoner 
this complication is than we have believed in the past. 

Reading through the synopsis of the after-histories of 
Hartmann’s gastro-enterostomies we may now and again 
find suggestive symptoms the correct interpretation of 
which is open to comment. These symptoms in many cases 
eventually subsided, and it seems to be fairly certain that 
secondary ulceration may finally be recovered from without 
the complications which at times overtake others. It is 
heartening to read that in a series of 100 gastrectomies 
for cancer of the stomach 30 per cent. of the patients 
were alive three years and more after the operation. 
Seventeen were alive five years and more later, and seven 
ten years and more up to twenty-one years. 

Such careful work as will be found in these volumes 
needs no special recommendation to the reader, for all 
who take their work seriously will turn to them naturally. 


CUSHNY’S “ PHARMACOLOGY.” 
We are glad to learn that the late Professor CusHny’s 
Text-Book of Pharmacology and Therapeutics? is being con- 
tinued, and we welcome the ninth edition that has been 
prepared by Professors EpmMunps and Gunn. The produc- 
tion of this te&thook was one of the outstanding services 
rendered to medical science by the author. He devoted 
much time to the revision of its numerous editions, and 
maintained a standard of critical accuracy that was excep- 
tional even amongst first-class textbooks. His book, there- 
fore, was a standard work of quite exceptional authority, 
and it is fortunate that the task of maintaining this high 
standard has fallen into such competent hands. 

The editors have divided the book into sections, and 
each has revised about half the book. As was natural, 
when dealing with a work of such excellence, the editors 
have made as few changes as possible, and the general 
form and scope of the volume have not been altered. The 
materia medica has been revised throughout to bring it 
into line with the tenth edition of the United States 
Pharmacopocia, The new volume also includes notices of 
all the more important new drugs that have been introduced’ 
since 1924. Examples of such new substances are hexyl- 
resorcinol, carbon tetrachloride, ethylene, parathyroid 
extract, sulpharsphenamine, and  tryparsamide. The 
chapters on endocrines have been largely rewritten, various 
improvements in arrangement have been effected, and the 
volume has heen increased in size by about forty pages. 

We feel grateful to the editors for having made no drastic 
changes in the well-known volume that was an expression 
of the personality of its author. This book was written in 
1899, and for a quarter of a century it was revised by 
Professor Cushny. The appearance of this new edition, 
the work of other hands, lends a sad significance to the last 
lines of the preface to the previous edition : 

“ And here I cease to write, but will not cease 
Tp wish you live in health, and die in peace; 
And ye our Physicke rules that friendly read, 
God grant that Physicke you may never need.”’ 


HUMAN HEREDITY. 

Tre substance of the book entitled Observations on Human 
Heredity’ earned for its author the Sir Charles Hastings 
Prize of the British Medical Association in 1927. Dr. J. 8. 
Manson spent his prize money in printing this book. To 
win such a prize is no mean feat for a busy general practi- 
tioner; to make such use of a prize is to demonstrate that 
the recipient is more than merely able and industrious— 
he is endowed with the qualities of generosity and sympa- 
thetic helpfulness. The prize was well awarded. 

The family histories recorded were personally investigated 
by the author; they afford evidence that the hereditary 
constitution may not only yield a morbid diathesis, but &lso 
determine the actual location of defect and derangement. 
The part played by organic inheritance in the incidence of 
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neoplasms has been. demonstrated by- animal experiments, 
and there is much statistical data to suggest the occurrence 
of a familial incidence in man. Dr. Manson records the 
history of a family in which a highly malignant sarcoma 
recurred in several generations, and always in the same 
situation. Other cases recorded include lamellar cataract, 
spastic paraplegia with ataxia and mental defect, 
epicanthus and ptosis, deaf-mutism, hereditary icterus, 
albinism, and several examples of digital malformations. 

The last chapter is devoted to a discussion of the signifi- 
cance and mechanism of the hereditary clement in disease. 
The conclusion is that “the study of human genetics 
should become part of the work of State medicine.’’ There 
can he no doubt, whatsoever that properly recorded 
pedigrees, supported by accurate post-mortem examina- 
tions, would help enormously in diagnosis and prognosis. 
The danger of an over-enthusiastic interest in human 
genetics is that, having recognized that the hereditary 
constitution plays an exceedingly important part in the 
incidence and distribution of defects, one is tempted to 
advocate the eradication of disease through the eradication 
of defective germ plasm. This, though theoretically quite 
sound as a policy, is impossible in practice. Humanity is 
loaded with hidden undesirable recessives, and the problem 
which cannot be solved by the application of genetic 
methods to mankind is the identification of the carrier. 

Would that there were more general practitioners of 
medicine like the author of this book! We know s0 little 
xbout human heredity for the simple reason that the 
practitioners have known so little about the science of 
genetics. Material which would have provided most 
valuable knowledge concerning the mechanism of heredity 
and variation in man has been passed by unnoticed. This 
hook, written by one general practitioner for his fellows, 
will benefit them not only intellectually, but also profes- 
sionally, 


THE CHILD IN PRIMITIVE SOCIETY. 
-\ REASONABLE scepticism is desirable in the ordinary reader 
ot most books on folklore, anthropology, and pre-history. 
This is true, neither in greater nor less degree than the 
average, in respect of Dr. NatHan Mixter’s volume in the 
Library of Educational Psychology entitled The Child in 
Primitive Socicty.4| Dr. Miller supplies the reader with a 
multitude of facts concerning many aspects of child life 
under savage or primitive conditions, but he is himself 
careful to warn his readers of the necessity for dis- 


_tinguishing between the objective facts and the views, 


opinions, rationalizations, and beliefs of primitive peoples 
as to the worth and meaning of these facts. It seems 
equally desirable to distinguish from the facts and from 
the primitive views and beliefs about them, the explana- 
tions given by modern writers about both, and such theories 
as are built upon these explanations. It is so easy to 
invent certain aspects of the past and to credit primitive 
man with a powerful and prolific imagination and an 
amazing, gift of intuition or observational inference from 
the phenomena of nature of which there is but little real 
evidence in the average members of the ruder sections even 
o$ mdern societies, with some six thousand years of 
civilization behind them. Contradictory explanations can, 
of course, often be given of the same belicf—instances will 
easily be found in Dr, Miller’s book—but it is unlikely that 
they can all be true of the same belief in the same society. 
The contradictions of some more generalized statements are 
equally disconcerting. It is said that the social forces 
in primitive society are as yet so scanty and poor and 
insignificant that the child does not gain much survival- 
value from them; and again, that they are impressed upon 
the child so definitely and strongly that it is almost im- 
possible for him to escape them or continue to survive if 
he departs from them, Later it is stated that the sugges- 
tive social contacts and influences of modern life’ are so 
numerous with the civilized child, especially during his 
formal education, that he can scarcely escape being stereo- 
typed in one mould, and again, that it is the absence 
of these same numerous influences which places the primi- 


4 The Child in Primitive Society. By Nathan Miller. Library of Educa- 
tional Psychology. London: Kegan Paul, Trench, Trubner and Co., Ltd. 
1923. (Domy-8vo, pp. v 4+ 307. 12s, 6d. net.) 
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tive child at a disadvantage in regard to individual deveiop- 
ment and differentiation, Froni Dr. Nathan Miller’s book, 
then, as with other books of a similar type, it is difficult 
to gather any consistent or practically valuable conclusion. 
Nevertheless, it is an interesting and very able study of 
the place of the child in the history of society. It is a 
singularly complete survey of its subject in logical order. 
It traces the gradual fashioning of the child’s social 
existence by primitive forces, customs, and methods, many 
of which are shown to have survived in some degree as 
parts of our modern educational systems; and it contains 
many incidental observations and suggestions which may 
well bear fruit in the minds of teachers, sociologists, and 
others who will be glad to read it. 


SYMPTOMATOLOGY. 
Waren a book has been through a number of editions it 
may safely be assumed that not only does it supply a 
popular want, but that it fulfils that role adequately. Of 
such a select company is The Use of Symptoms in the 


‘Diagnosis of Disease,® by Dr. Honanr Amory Hang, the 


ninth edition of which has recently been published. It is 
not difficult to discern why such a treatise should prove so 
obviously acceptable, as the author explains that the book 
is written upon the plan which is actually followed in 
practice—namely, the building up of a diagnosis by group- 
ing the symptoms. A very extensive index with many 
cross-references in itself often gives the clue to the 
diagnosis without the necessity of turning up the text. 
Not that there is the slightest suspicion of the cram book 
‘about this volume, or of any such catchpenny claims as 
diagnosis made easy: on the contrary, the why and the 
wherefore are described and discussed with sufficient 
breadth and clearness to be of real scientific help in arriv- 
ing at the truth in any difficult and obscure case. The 
chapters are well written and the text bears the stamp of 
the experienced physician who is keen to restore once more 
the clinical worker to his proper position as one self- 
reliant and confident in his own powers of observation, and 
not dependent every time for a ready-made diagnosis from 
the laboratory, though at all times willing to profit by 
laboratory assistance, as every good physician must be. Dr. 
Hare gives some shrewd advice upon the management of 
the patient, and, what is perhaps of still greater im- 
portance, the skilful handling of the relatives and friends. 
This edition of a popular book should prove as successful as 
its predecessors have been. 


NOTES ON BOOKS. 


Tne Medical Directory for 1929* exceeds ‘the size of its 
immediate predecessor by nearly fifty pages; this is largely due, 
no doubt, to the fact, indicated in a table near the beginning, 
that the numbers of the medical profession have increased 
from 53,289 last year to 54,146 in the present edition. Small 
reductions occurred in Scotland, Ireland, and the Services, but 
these were more than balanced by a large increase in the 
Provinces and a smaller increase in London. The present 
addition of 857 names compares with 731 in the previous year. 
In each of the four preceding years the increase was over 1,200, 
reaching a peak in 1926, when it was 1,802. The general 
contents of the Medical Directory are arranged on the familiar 
lines. Dr. Fortescue Fox again contributes a description of 
the spas and climatic health resorts of Great Britain, Ireland, 
and New Zealand; this has been increased in length by a 
few pages, and is well illustrated. A section on marine health 
resorts includes a chart of the average sea temperatures during 
the summer months at certain places. This valuable book of 
reference (now in its eighty-fifth edition) remains as indispens- 


able as ever. 


The monograph on genital glands, sexuality, and the central 
neryous system,’ by Dr. Orro KAUDERS, who is assistant in 
the psychiatric clinic of Vienna University, forms part of a 
series devoted to neurology, psychiatry, psychology, and allied 
subjects. The work is divided into six chapters, dealing 


J Symptoms in the Diagnosis of Disease. By Hobart Amory 

TLD. Ninth edition, thoroughly revised. London: 

iH Kimpton. 1928. (6 x 94, pp. xii + 528; 124 figures, 4 plates, 30s. net.) 
& Medical Directory, 1929. London: J. and A, Churchill, (36s. net.) 

Keimdriise, Sexunalitit und Zentralnervensyatem. Von Dr. Otto 

Kauders. Berlin: 8S. Karger. 1928. (Sup. roy. 8vo, pp. 194; 6 figures, 


M.10.80.) 
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respectively with the internal secretion of the genital glands, 
experimental sexual biology, relations between the function of 
the sexual glands and the sexual impulse, the clinical results 
ef experimental sexual biology, the biological principles of the 

fluence of the central nervous system on the genital function 
and sexual impulse, and the psychical structure of the sexual 
instinct. A voluminous bibliography is appended. 


The Transactions of the Ninth Quinquennial International 
Hemovcopathic Congress,* held in London last year, has been 
issued in two paper-covered volumes. The first contains public 
addresses, correspondence, and reports. The second (no fewer 
than 832 pages in length) gives the full text of original 
communications and discussions. 


Dr. C. ENDERLE has made an Italian translation of Economo’s 
excellent book on the cell structure of the cerebral cortex of 
man,’ of which the French translation was reviewed in the 
British Medical Journal of October 6th (p. 616). 


8 Transactions of the Ninth Quinquennial Luaternational Homoeopathic 
Congress. London: J. Bale, Sons and Danielsson, Ltd. 1928. (64 x 10}; 
illustrated. 31s. 6d. net the two volumes ) 

®*La Citoarchitettonica della Corteccia Cerebrale Umana, Da Con- 
stantino Economo. Edizione Italiana curata dal Dott. C. Enderle. Con 

refazione dal Professore G. Mingazzini. Bologna: L. Cappelli. 1928. 
Sup. roy. 8vo, pp. 192; 61 figures. 1.30.) 


PREPARATIONS AND APPLIANCES. 
A ror Use 1n Gas ReEpLaceMENT. 

Dr. Atrrep G. CampsetL (Birmingham) describes a ‘simplified 
technique of replacing pleural effusions with gas, involving the 
use of a needle he has specially designed for the purpose. He 
writes: The needle consists of a central stem about 24 inches 

ng, having a packing box in its upper end, and terminating 
in a male screw end, to which may be attached any size of hollow 
needle or cannula that one desires to use. From this two laterals 
branch off—-one on cither side, and set at the most acute angle 
consistent with strength and efficiency to the central stem. Both 
the laterals and central siem are controlled by stopeocks. When 
a cannula is employed 1 have found it useful to have the top 
of the trocar made about 1} inches longer than necessary and 
with a button end. This lies in the palm of the hand and gives 
the operator better control of the instrument when puncturing 
the chest wall. For this reason when a hollow needle is preferred 
I recommend a short “ plug-in,’ with a top similar to that of the 
trocar, to be fitted into the upper part of the central stem. 
Once the pleura has been punctured it is advisable to withdraw 
the trocar or ‘ plug-in’ completely, and to close its stopcock. 
The lateral whose junction to the central stem is nearer the 
needle point is joined to the aspiratér by means of a rubber tube; 


the other lateral is joined by a rubber tube to the stem of a 
Y-shaped metal junction; the branches, both of which have stop- 
cocks, are connected by means of rubber tubing, the one to the 
gas bottle, the other to the manometer. When performing the 
operation I have found it of great advantage to have the two 
laterals lying in a vertical plane, the one carrying off the fluid 
being the lower. While the fluid is being withdrawn it is essential 
that the stopcocks controlling this channel should be the only 
ones open. Similarly, when gas is needed to replace the fluid 
the stopcocks controlling this channel should be the only ones 
open, and they should be opened only after the others have 
been closed. e operator can find out if the fluid has fallen to 
the level of the needle by closing all the stopcocks, and then 
opening only those which control the way between the pleural 
cavity and manometer, When this fall has occurred the manometer 
responds in the usual way, and a pleural pressure can be obtained 
In brief, there should be only one avenue communicating with 
the pleural cavity at any given time during the operation. The 
chief ptrantages of the instrument are that a replacement can be 
carried out by means of one needle, and the operator has 
complete control over the parts leading to the aspirator, gas 
bottle, and manometer: The needle has been made for me by 
Messrs. Philip Harris: and Co., Birmingham. 


PREVENTION OF CANINE DISTEMPER. 


Tue study of canine distemper initiated jointly five 
years ago by the Medical Research Council and _ the 
Field Distemper Fund is by no means completed, but 
Dr. P. P. Laidlaw, F.R.S., and Mr. G. W. Dunkin, 
M.R.C.V.S., the investigators, in a report issued on 
November 29th,! show that not only have considerable 
advances been made in our knowledge of the causes of this 
disease, but that it is now possible safely and effectively 
to protect dogs against its ravages. 


Breeding Susceptible Stock. ~ 

When the Scientific Committee of the Field Distemper 
Fund commenced its work there were two views of the 
pathogenesis of distemper demanding special investigation :, 
one that it was due to infection by the B. bronchisepticus, 
isolated from the majority of distemper dogs by M‘Gowan; 
the other, suggested by Carré, that the infecting agent was 
an ultramicroscopic filter-passing virus. Unfortunately, 
the early research workers never knew for certain whether 
the dogs used for their tests were actually susceptible to 
the disease, or whether they had at some time suffered from 
a mild attack of distemper, recovered, and become immune. 
Thus an experiment in which no typical result followed the 
inoculation of an alleged causative organism could be 
explained away by supposing that the animal was immune 
from the first, leaving only the successes to be considered. 
Moreover, the mode of spread was so little understood that 
it was difficult to guard against accidental infections during 
the course of crucial experiments. Dr. Laidlaw and Mr. 
Dunkin decided, therefore, that for accurate research it 
was important to breed experimental animals under 
conditions that would guarantee that they had never come 
in contact with distemper infection. In their repott they 
describe how they bred dogs within a ring fence in the 
strictest isolation; how they removed the parents from the 
ring as soon as practicable, and did everything possible to 
prevent infection from gaining access to the susceptible 
stock. A ritual of disrobing, bathing, and donning sterile 
clothing had to be performed by everyone entering the 
isolated compound in which the dogs were bred, and the 
number of persons allowed to enter was strictly controlled. 
A small hatchway was the only means of communication 
between the building containing the sterilizing room and 
a storehouse for food, and the interior of the compound; 
and, apart from the cod-liver oil ration, all food was boiled 
or autoclaved before being passed through the hatchway. 
In this way a clean stock of dogs has been maintained for 
four years without distemper appearing, a fact which may 
be taken to show that the disease does not arise spon- 
taneously, but that probably all cases are due to trans- 
ference of infection from one animal to another. 


The Arvangements for Experiments with Dogs. 

In the nyestigation of such an infectious disease it was 
necessary to exclude all possibility of accidental infection 
occurring in the experimental animals. <A_ fly-proof dog 
hospital was constructed, with arrangements for preventing 
the conveyance of infection from dog to dog by persons 
engaged in the experiments. Entrance to the hospital was 
pessible only through a corridor, the floor of which con- 
tained constantly three inches of disinfectant solution, 
and special means were taken to sterilize the hands and 
clothing of persons entering the building or passing from 
cubicle to cubicle. By itself, however, this method of 
preventing accidental spread of infection to healthy con- 
trols proved inadequate, probably on account of air-horne 
infection from cubicle to cubicle. A series of kennels were 
therefore constructed. around the laboratory buildings, 
each surrounded by fencing, and about fifteen or twenty 
yards from its nearest neighbour. In this way it proved 
possible to keep a susceptible dog for months in one kennel 
while experiments were carried on in adjacent kennels. 


Experimental Distemper in Dogs. 
Notwithstanding the protean nature and variable severity 
of the symptoms of distemper, the experimental work has” 


1The Field, November 29th, 1928, p. 855-858. 
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indicated that the disease is a single entity, a dog immune 
to one strain of virus being immune to strains from other 
sources. The variable symptoms are due in part to secon- 
dary infections, which are responsible for much of the 
sum total of the disease. Broncho-pneumonia, for exampie, 
js not an essential part of the distemper picture, but ts 
due to the invasion of damaged lung tissue by a secondary 
organism. But under experimental conditions, in which 
the operation of secondary infecting agents is excluded, 
distemper develops in its simplest form and runs an un- 
complicated course. Such experimental distemper is an 
acute infectious fever, characterized by an_ incubation 
period of four days, a coryza at the outset of the disease, 
a bi-phasic temperature curve, severe gastro-intestinal dis- 
turbance, inflammation of the respiratory tract, and occa- 
sionally by the development of encephalitis. It is a disease 
with a comparatively low mortality rate. The report gives 
no information as to the late results in the encephalitic 
cases, Since whenever fits were observed the affected animal 
vas destroyed, 


Infection and its Spread. 

The experiments showed that distemper is infective in 
its first febrile phase, even before symptoms are manifest ; 
that the nasal discharge and the blood are uniformly 
infective at first, though uncertainly so later; and that 
air-borne infection occurs over short distances in confined 
cases. It is clear that the isolation of infected animals at 
the earliest possible stage would probably do much to stop 
the spread of infection. Moreover, since it is exceedingly 
probable that the crowding together of dogs is responsible 
for the spread of fatal secondary infections, ample space for 
amimals must be strongly recommended to dog owners. 


Distemper in Ferrets. 

When the investigation was being planned it was deemed 
desirable to employ some animal other than the dog for 
ertain phases of the work, and for various reasons Dr, 
laidlaw and Mr. Dunkin selected the ferret. The ferret 
is exceedingly susceptible to infection and nearly always 
dies of the disease; it is therefore unusual to find a 
resistant animal in a batch bought in the open market. 
Furthermore, the ferret breeds rapidly and thrives in the 
rigorous confinement necessarily imposed on experimental 
aimals and controls in the study of such an infectious 
disease as distemper. And finally, owing to the rarity of 
mild cases of distemper in the ferret, it is a useful test 
aimal in those cases where the diagnosis in dogs remains 
doubtful. It was found that ferrets which did recover 
from an attack of distemper proved to be immune to 
infection net only by the strain of virus which caused 
the original disease, but also to all other obtainable strains 
of distemper. 


The Nature of the Infecting Agent. 

Quite early in the course of the experimental work it was 
tear that the weight of evidence was in favour of Carré’s 
Mew that the infective agent was an ultramicroscopic 
anism. The disease can be transmitted to a healthy dog 
Yinjecting into it a minute amount of blood or tissue from 
‘diseased animal; yet in the great majority of cultural 
Mperiments the infecting blood and tissue proved to be 
terile. Moreover, infective filtrates were secured when 
mploying filters known to retain all visible bacteria. The 
ata available indicate that the organism is of the same 
mer of size as the organism causing pleuro-pneumonia 
Heatile. Kvery effort to secure cultures of the infecting 
gent has failed, and though efforts to this end are still 
hing mode, Dr. Laidlaw and Mr. Dunkin believe it is 
tow doubtful if any satisfactory result can be achieved. 


The Immunization of Ferrets. 
The first experiments in immunization were conducted 
® ferrets. It was considered probable that any method 
Yhich proved successful in their case would’ also be 
plicable, with minor modifications, to the doe. The 
ificulty was to prepare standard vaccines in the absence 


of a technique of artificial cultivation of the virus. 


Xperiments showed, however, that at the heicht of the 
Secase the spleen of distemper ferrets contained sufficient 


infecting agent to make a vaccine which, though of variable 
and indefinite potency, was in practice effective. The 
method now adopted is to apply a potency test to a small 
quantity of filtrate from a 20 per cent. suspension of dis- 
temper-spleen pulp in saline, sufficient formaldehyde being 
added to the main bulk to yield a final concentration of 
0.1 per cent. This formolized spleen suspension is tested 
for sterility, made non-irritant by the addition of enough 
ammonia to give a pH of 8.0 to 8.2, and used as a vaccine. 
It has been found that ferrets can be completely immunized 
to all strains of distemper virus by a subcutaneous injec- 
tion of two cubic centimetres of vaccine, followed a fort- 
night later by an intradermal or subcutaneous injection 
of 1/4 c.cm. of living virus—that is, of approximately 
100 fatal doses for an unvaccinated animal. Vaccination 
with formolized material alone is inadequate to ensure solid 
and lasting immunity. 


Immunization of Dogs. 

The use of ferret vaccine on dogs proved on the whole 
to be unsatisfactory, The amount of vaccine obtainable 
from a small animal like the ferret is not great, and 
more than a month was required to produce immunization. 
Efforts were therefore made to produce vaccine from the 
tissue of distempered dogs. While admitting that the con- 
ditions for the manufacture of vaccine of uniform quality 
are still inadequately defined, and that much has yet to 
be learned about the optimum time for the collection of 
the virus tissues to be worked up into a batch of vaccine, 
Dr. Laidlaw and Mr. Dunkin state that experience of a 
number of successes and failures makes it possible to form 
a good idea as to which tissues should be used for the 
preparation of vaccine in any given case. The results 
with a good batch of vaccine made from distempered dog 
tissue are most remarkable. A single dose of 5 c.cm. of 
vaccine administered subcutaneously will induce such a 
degree of resistance in the recipient that a large dose of 
virulent virus injected after one week produces very little 
effect. Mereover, dogs which have been immunized by 
vaccines followed by living virus resist large doses not 
only of one strain, but of all strains of distemper. They 
may be placed in contact with acute cases of the naturally 
occurring disease and remain uninfected. The results 
seemed so good that work with privately owned houwhds 
and dogs was undertaken, with uniformly good results; 
325 couple of hounds belonging to fifteen different packs 
were treated, untreated hounds of the same stock and age 
running with the immunes, acting as controls. On several 
occasions distemper has broken out in the kennels and 
attacked the uninoculated hounds, but none ef the treated 
hounds have developed the disease. 

Both for ferrets and for dogs the homologous vaccine 
has proved superior to the heterologous, a fact not without 
considerable theoretical interest. It may serve to prevent 
undue optimism regarding the use of complex vaccines of 
the kind under discussion. These may prove to be efficient 
with one species of animal, but it does not follow that 
they will be as eflicient with other species. 


The Future. 


The complete conquest of distemper is bound up with 
the successful cultivation of the virus apart from the living 
animal. Meanwhile it is desirable that the present vac- 
cination method should be made as perfect as possible and 
as generally available as can be arranged. Quite recently 
a serum with valuable protective properties has been 
secured by the injection into the recovered animal of some 
millions of infective doses on one or more occasions. This 
serum may prove to be of practical value either in the 
treatment of disease or in the development of a technique 
of prophylactic serum-virus inoculation. These twe lines 
of investigation—virus cultivation and serum manufacture 
—have as their primary objective the benefit of the canine 
population, They may, however, shed light on the general 
problems of acute infectious fevers, and show a way to 
their correct method of study and to their prevention and 
control in other animals and in man. 

[| Questions on this subject were asked in the House of 
Commons this week, as may be seen by turning to our 
Medical Notes in Parliament (p. 1118).] 
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BREAST-FEEDING. 

Rerorm in medical thought and practice during the 
past thirty years is nowhere more plainly seen than 
in the supervision of childhood, infancy, and the pre- 
natal state, or, to take a specific instance, in the 
matter of infant feeding. At the beginning of the 
century little heed was paid, as a rule, to breast- 
feeding. The slightest difficulty in carrying it out, 
or even opposition by the mother, resulted more often 
than not in a prompt resort to artificial feeding. It 
was the time of the vogue of prescriptions in per- 
centages of protein, fat, and sugar, designed by their 
authors to suit the digestion and idiosyncrasy of each 
particular infant. Every now and then a solitary 
voice was heard in protest, but no leader arose to con- 
vince our world of its error, and the path that led to 
the study of natural feeding was found by one here 
and one there until the track became worn and clear 
to all. Now the criterion of success at an infant 
welfare centre is no longer the number and variety of 
substitutes for human milk doled out to the mothers, 
but the low percentage of failures to secure full breast- 
feeding. The progress made during the past decade 
or so has been clearly indicated by an American 
observer, Dr. F. H. Richardson of New York, whose 
words may be quoted again in these columns: ‘‘ There 
_ has been a steadily increasing tendency on the part of 

students of infant health and nutrition to concern 
themselves with some of the multifarious problems 
connected with the natural feeding of children, as 
- compared with an earlier (and still altogether too 
prevalent) tendency to experiment with artificial 
methods of nourishing babies.’’ . 

The most obvious reform in the ideals of medical 
practice arises from a general recognition that the 
chief purpose of Medicine is the preservation of normal 
function by the removal of disturbing causes, and with 
this has come a wider realization of the part played 
by mental stress and adverse social conditions in the 
production of disordered function and disease. A paper 
that appears elsewhere in this issue of the British 
Medical Journal not only provides an excellent illus- 
tration of these ideals, but by its concentration on 
the physiological aspect, on the removal of inhibitory 
factors, on the effect of social environment, and on 
the disordered function that may arise from psycho- 
logical causes even in the nursling, it shows how 
the ideals may be translated into everyday practice. 
Dr. Pooler, in his ‘‘ Observations on breast-feeding,”’ 
emphasizes certain points in the physiology of lacta- 
tion that are of vital moment in practice, especially 
the value of suction by a healthy infant as a stimulus 
to adequate lactation, and the importance of securing 
complete emptying of the breast, with the corollary 
that additional feeding must tend to lessen secretion. 
He discusses the inhibitory effect of mental strain, 
and describes a case of difficulty with a ‘‘ neurotic ”’ 
infant of the type made familiar to us by Dr. H. C. 
Cameron, in which an operation for pyloric stenosis 
was averted by enlisting for three months the services 
of a foster-mother. The reluctance of the mother to 
hand her child over to a stranger to nurse recalls an 
incident recorded in The Cloister and the Hearth. 


| Charles Reade tells us there how the infant, afterwards 


known as Erasmus, began to peak and pine when his 
mother, Margaret, torn with anxiety at the lack of 
news from her husband, was unable to provide enough 
milk from her breast. Margaret was as refractory as 
Dr. Pooler’s patient at the thought of handing her son 
over to a foster-mother, until she realized that there 
was no alternative; but she could not bear to ‘* witness 
the intolerable sight of another nursing her Gerard, 
and Gerard drawing no distinction between this new 
mother and her, the banished one.”’ 

Other common causes of failure are considered by 
Dr. Pooler. Too frequent feeding, by producing los 
of appetite and indigestion, results in weaker suction 
and less stimulation. This sequence is common in the 
screaming child that is fed irregularly in the hope of 
obtaining quiet. Another trouble arises when the 
mother’s milk ‘‘ goes’’ after too brief a lying-in time, 
probably due to worry and anxiety following the 
resumption of household duties, and to the less regular 
and more frequent feeding of the infant, particularly 
at night. Increased physical strain, especially if the 
extra food this calls for is not forthcoming, is men- 
tioned by the author as a possible contributory cause; 
and underfeeding of the mother is taken up at some 
length in order to show that this has ‘‘ some effect, 
not perhaps on the actual development of lactation, 
but certainly on its efficiency.’’ So many factors 
may, however, come in to interfere with the progress 
of a breast-fed child that it is difficult to disentangle 
from all the others the single factor of under. 
nourishment of the mother. 

Dr. Pooler’s paper should make a special appeal to 
all who are engaged in general medical practice, not 
merely because he is himself one of them, though 
with special experience in child welfare, but because 
he preserits the clinical aspects of a subject of prime 
importance in family practice with the intimate 
knowledge of one who knows the difficulties and how 
they may be met. His contribution strengthens the 
argument for the general practitioner taking 4 
prominent place in the service of public child welfare 
centres. 


THE PREVENTION OF DENTAL CARIES. 


Most of our readers will be aware of the Jong series 
of researches that Mrs. Mellanby has conducted with 
the object of determining the influence of the ant 
rachitic vitamin (vitamin D) on dentition. Ten years 
ago the Méllanbys noted that puppies in which rickets 
had been induced by deprivation of fat-soluble 
vitamins showed very imperfect dentition. The teeth 
of such animals were small and irregular, and fre 
quently discoloured, while histological examination 
showed that the development of both dentine and 
enamel was defective. Further research established 
the fact that this imperfect dentition in puppies was 
due to lack of the antirachitic factor (vitamin D). 
In a series of researches Mrs. Mellanby showed that 
it was possible to produce in dogs dentitions of almost 
any degree of imperfection desired, simply by varymg 
the vitamin content of the diet. A comparisol 
between the histological characters of these abnorm 

teeth produced by vitamin lack in dogs, and the struc 
ture generally accepted as normal for the human tooth, 
showed that there was a remarkable similarity between 
the two. This resemblance naturally suggested that 
a partial deficiency in vitamin D might be a cause 
for the dental imperfections that are almost universal 
in civilized communities. This conclusion 
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PAINFT FUL SHOULDER. 


supported by examination of the deciduous teeth of 
children. No fewer than 1,036 of such teeth were 
examined histologically. The general belief has been 
that the majority of deciduous teeth are normal, but 
Mrs. Mellanby showed that by far the greater number 
of these present signs of defective dey elopment of 
dentine. Moreover, the teeth obtained from dental 
clinics were more defective than teeth from children 
of middle-class families. This fact supported the view 
that defective dentition was due to a dietary deficient 
in fat-soluble vitamins, for one of the chief faults in 
the diet of the poorer classes is the inadequate supply 
of animal fats. 

During recent veurs Mrs. Mellanby has tried to 
obtain direct evidence as to the influence of vitamin D 
on the dentition of children. A general summary ot 
her work has appeared in a recent number of Physio- 
logical Reviews,’ and the paper written by her and 
Dr. Lee Pattison, published in our present issue at 
page 1079, contains an account of the most recent 
work on this subject. Previous work had shown that, 
when children were given cod-liver oil, dental caries 
did not spread in their teeth as rapidly as it did in 
the teeth of control groups which did not receive the 
oil. Cod-liver oil contains, however, the two fat- 
soluble vitamins A and D, and recent work has indi- 
cated that vitamin A plays an important part in main- 
taining the resistance of the body against infection. 
This made it important to determine which of the two 
vitunins played the chief part in preventing caries 
in the human subject. 

In the work reported in the British Medical Journal 
this week only one vitamin was administered—namely, 
vitamin D in the form of irradiated ergosterol. The 
authors conclude that the addition of this vitamin has 
a definite effect in checking the initiation of new 
carious points and in diminishing the spread of old 
carious points. It may be objected that the number 
of children under observation was small, and the 
authors themselves draw attention to the difficulty in 
obtaining any quantitative measure of the spread of 
caries. ‘The ‘difficulty of obtaining conclusive evidence 
in such a problem is, indeed, obvious. Even those 
who do not accept Mrs. Mellanby’s results on children 
as conclusive proof must at least admit that her series 
of researches on dogs and children, considered as a 
Whole, establish a very strong probability that the 
progress of dental caries is largely determined by 
deficiency of vitamin D in the diet. This alone must 
be looked upon as an achievement of great promise, 
because it is the first suggestion of any effective means 
for preventing this complaint. The potential impor- 
tance to public health of such a discovery can best be 
tealized by considering the total amount of ill health 
in the community that is at present caused by dental 
caries. 


PAINFUL SHOULDER. 
A biscussion on this subject by the Orthopaedic Section 
of the Royal Society of Medicine on December 4th brought 
to the front a very important question. Mr. George 
Perkins opened with an admirably clear exposition of 
certain forms of painful slioulder following injury, which, 
in his opinion, might be taken as outstanding types. Briefly 
stated these were: (1) the all too common case of adhesions 
after sprain, curable by manipulative surgery; (2) a con- 
dition which the speaker called by the very doubtful name 
of “tendonitis,” but which has been also de seribed as 


1 Physiological Reviews, 8, 545, 1928, 


‘ subdeltoid bursitis,” curable by incision; (3) a type due 
to osteo-arthritis, which manipulative surgery was unable 
to relieve, but which generally yielded to heat in any 
form, graduated faradism of muscles, and sometimes 
ionization; and (4) a type which was due to a subacute 
arthritis, with the common symptoms of that affection. 
The usual local and general treatment for arthritis was 
more or less efficacious here as elsewhere. All these four 
varieties might occur after comparatively slight trauma, 
such as a fall from a few feet on to the shoulder or hand, 
but they might be disastrously crippling, especially to those 
who earned their bread by manual labour. The second 
type, attributed by Codman to subdeltoid bursitis, was 
sometimes accompanied by excruciating pain, comparable 
in severity to that of biliary colic. Its diagnosis was easy, 
because pain on movement was only felt through a small 
are of abduction about the middle of the range. This 
symptom Mr, Perkins explained by the supposition ,that 
the inflamed insertion of the tendon of the supraspinatus 
muscle was squeezed against the acromion during this 
phase of movement only. 
time, so that any prolonged treatment generally ended in 
cure. As so often happens in such debates, the subsequent 
speakers did not strictly adhere to the basis of discussion 
laid down by the opener. Mr. McCrae Aitken, indeed, 
criticized from a philological point of view the introduc- 
tion of the word *‘* tendonitis,’? and frankly confessed his 
inability to discuss the osteo-arthritic variety of shoulder 
pain, because he did not know what was meant by osteo- 
arthritis of the shoulder. Other speakers were inclined to 
follow their own predilections into the consideration of 
those conditions which had most interested them, so that 
Mr. Perkins had no hard task in replying to his critics. 
All the speakers were, however, agreed as to the impor- 
tance industrially of apparently slight injuries of the 
shoulder, and of the generally unsatisfactory results of out- 
patient treatment. Dr. Alexander Mercer, drawi ing on his 
wide experience as medical referee of a large insurance 
company, impressed the meeting greatly by the statement 
that of over cight hundred cases of minor injury of the 
shoulder referred to him, 45 per cent. were admitted to 
be totally disabled temporarily and 11 per cent. per- 
manently. It must be remembered that, as Dr. Mercer 
explained, these percentages belong, not to the whole 
number of cases primarily injured, but to the number of 
cases which did not recover at once, and were therefore 
referred to him. The general consensus of speakers strongly 
supported the opinion expressed by Mr. Alan Todd some 
time ago, and repeated in this discussion, that all shoulder 
injuries, including dislocations, should be treated in the 
abducted position, in which the imner bag of the capsule 
of the joint is kept stretched and prevented from falling 
together in folds and becoming contracted, especially when 
it had been torn or bruised. His comparative figures of 
the duration of treatment by abduction and other methods 
were strikingly favourable to the former. It is clearly 
necessary that apparently slight injuries of the shoulder 
should be more seriously and thoroughly treated, but the 
adequate provision of such treatment is impossible in the 
overtaxed wards of a general hospital. As in the case 
of the treatment of fractures, it is to the Poor Law 
hospitals that we must look for satisfactory treatment 
when their staffs have been made adequate in numbers and 
their equipment and the training of their personnel have 
been brought up to date. A big male adult whose arm is 
fixed in the ‘‘ straphanger ’’ position by a plaster splint is 
apt to be an awkward inmate of any household, and is an 
impossible denizen in a workman’s cottage or flat. The 
‘© stitch-in-time ’? week spent as in-patient may save nine 
or more as an out-patient, and be an economy to all 


concerned. 


The symptoms disappeared in - 
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HEALTH OF THE NAVY. 

Tuar the Admiralty is making a praiseworthy effort to 
bring its medical statistical reports up to date is shown by 
the fact that the report for 1926' has appeared less than 
a year after that for 1925. We still think that the first 
part of these reports might be considerably reduced in 
bulk, since it mainly gives in words what is later found 
in statistical tables. A brief commentary on the several 
diseases and injuries would be more useful, and certainly 
more interesting, than the present repetition of figures. 
The report for 1926 deals with a total strength of 90,650, 
representing an increase of 700, and the-rate of admission 
was 459.86 per 1,000, a decrease of 4.92 as compared with 
the previous year. The average number of men sick daily 
was 20.45 per 1,000, a decrease of 1; the death rate was 
3.18 per 1,000, an increase of 0.36, and the number 
finally invalided, 1,643, a ratio of 18.12, shows an increase 
of 2.43. As in previous years, the chief causes of admission 
to the sick list were injuries (6,867 cases), catarrh (5,636), 
gonorrhoea (3,975), and tonsillitis (2,959). Over 21,000 
vaccinations against small-pox were carried out, and only 
one case of small-pox, on the China Station, is reported; 
the man had been successfully revaccinated four years 
previously. Influenza-was of a mild type, and there were 
no deaths from it. ‘There were decreases in the incidence 
of pneumococcal infections and rheumatic fever. One case 
of cholera occurred on the China Station, and was success- 
fully treated with Tomb’s essential oil mixture. The cases 
of tuberculosis, also showing a decrease in 1926, are now 
divided into two classes—pulmonary and non-pulmonary. 
The Africa Station shows the highest rate and the East 
Indies Station the lowest, but nothing can be deduced from 
this fact because of the small numbers on these foreign 
stations; last year the East Indies Station showed the 
highest rate. The ratings mostly affected were writers, 
marines, cooks, and supply staff—an entirely different 
incidence compared with 1925, but still pointing to the 
susceptibility of those working between decks. A new 
feature is the tabulation of cases of pulmonary tuberculosis 
according to the type of ship or establishment in which 
they occurred, and also according to age, and it is probable 
that useful information will in time be derived from the 
former table. Venereal diseases again show a decrease; 
the anti-venereal pocket outfit now consists of calomel 
cream and mercuric iodide soap. Diseases of the respira- 
tory and digestive systems show a decline. General injuries 
account for 279 cases, with 2 invalidings and 120 deaths, 
of which 84 were occasioned through the loss of H.M.S. 
Valerian. Local injuries also show a decrease. Twenty- 
eight cases of wounds in action, with 7 deaths, are 
recorded; 25 of these occurred during troubled conditions 
in China. There were 12 cases of suicide and 34 of 
alcoholism. Dental work in the navy continues to be 
performed with very satisfactory results. The total 
number of deaths in the navy was 289, the chief causes 
being suffocation by drowning (104), injuries (36), and 
diseases of the intestines (15). The chief causes of invalid- 
ing were diseases of the eye (370), diseases of the ear (242), 
tuberculosis (195), deformities of limbs (84), injuries (83), 
diseases of the heart (78), and neurasthenia (70). Only 
43 men were invalided on account of venereal diseases. 
An interesting table comparing the health of the two 
training establishments for boys, Impregnable (hulk) and 
Ganges (shore building), shows that in the former there was 
less infectious disease, less rheumatism, and less digestive 
trouble, but more pneumonia and more respiratory disease 
in general, The incidence of tuberculosis was, however, 
approximately the same in both. 


1 Statistical Report of the Health of the — for the Year 1925, 
London: H.M. Stationery Office. 1928. 4s. 6d. ne : 


HERBALS IN ANTIQUITY. 

As is his wont, Dr. Charles Singer has contributed a most 
instructive and beautifully illustrated article in dealing 
with ‘‘ The herbal in antiquity and its transmission to 
later ages.’’! It begins with the iconoclastic statement that 
most herbals are devoid of any rational basis, and that 
their authors, being incapable of treating evidence on 
scientific lines, make a direct attack on disease without 
any ‘‘ nonsense about theories,’ the aim of such treatment 
being exclusively practical—‘‘a vague and foolish word 
with which, from the days of Plato to our own, men have 
sought to conceal from themselves and from others their 
destitution of anything in the nature of general ideas,” 
Discussing the relation of herbals to pharmacopocias, Dr, 
Singer points out that originally the latter word meant 
a drug compounder, and not a drug list, the modern usage 
in England dating from the seventeenth century. Pro- 
fessor Ralph Stockman, however, writing thirty years 
ago on ‘ The literary sources of our pharmacopocia,””? 
stated that the word first appears in 1561, when it occurs 
twice —in the Compendium Pharmacopoeae Joannis 
Placotomi, Lyons, 1561, and in Anutius Foesius’s Pharmea- 
copoca medicamentorum omnium, quae hodie in officinis 
exstant, etc., Basel, 1561. But Dr. Singer’s subject is 
herbals in early times, and he passes in review the earliest 
Greek herbal known, that of Diokles of Karystos (circa 
350 B.c.); that of Theophrastus (circa 372-287 B.c.); 
Herophilos of Alexandria (300 n.c.); Nikander (200 B.c.), 
Krateuas the rhizotomist, who was body physician toe 
Mithridates VI Eupator (120-63 B.c.), poisoner and 
compounder of antidotes. Krateuas (cirea 75 B.c.) was the 
first to illustrate his herbals, and thus exerted great influ- 
ence, not only on the development of the herbal, but also 
on the course of scientific botany. ‘‘ The most influential 
herbal ever written ”’ is that of the army surgeon Pedanios 
Dioskurides of Anazarba (circa a.p. 50), which, like those 
of Galen and Oribasius (a.p. 400), was subsequently trans- 
lated from the Greek into Latin. Of the numerous manv- 
scripts derived from the herbal of Dioskurides, the earliest 
and most notable is the Juliana Anicia, about which Dr. 
Singer gives much scholarly information. The Johnson 
papyrus, discovered in Egypt in 1904, and probably dating 
back to the fourth century, was derived from the same or 
a similar Greek original as the herbal commonly ascribed 
to Apuleius Platonicus, which is tle most important of the 
Latin series. There are many manuscripts of the Apuleian 
herbal, and their influence, as shown by the illustrations, 
can be traced through Anglo-Saxon productions into modern 
times. 


* DISEASES OF THE JEWS. 


In delivering the first series of the William Sydney Thayer 
and Susan Read Thayer Lectures in clinical medicine* at 
the Johns Hopkins Hospital last summer, Sir Humphry 
Rolleston dealt in his first lecture with the hereditar 
factor in some diseases of the haemopoietic system. In the 
second lecture he continued his examination of heredity 
by describing some diseases to which the Jewish race is 
especially susceptible. Some of these diseases, such as 
amaurotic familial idiocy and thrombo-angiitis obliterans, 
are chiefly seen in, though not absolutely confined to, Jews; 
they appear later in life and less severely in Gentiles, thus 
suggesting that the inborn tendency is more powerful im 
those with a Hebrew heritage. In other diseases, such as 
obesity and diabetes mellitus, the influence of heredity 
is masked by other possible factors. Thus it has been 
suggested that there is a form of obesity which is due to 


Singer, C.: Journ. Hellenic Studies, xlvii. 


2 Stockman, R.: British Medical Journal, 1898, ii, 1827. % 
8 Reprinted from the Bulletin of the Johns Hopkins Hospital, Baltimore, 
1928, vol. xliii, pp. 61-80, 117-139. 


= 
ol 
h 
J 
fi 
| o! 
el 
it 
a 
| m 
it 
is 
ta 
tc 
It 
re 
as 
| in 
fr 
| oO} 
| re 
on 
in 
ne 
m 
Tl 
ar 
in 
Je 
is 
| as 
sp 
he 
| es 
pa 
th 
M 
tiy 
for 
the 
| 27t 
Ho 
| has 
| dit 
| of 
req 
by 
} 
tith 
| rec 
may 
how 
imp 
| the: 
Suu 
a 
| sum 


DEC. 15, 1928] 


HOSPITAL ACCOUNTS. 


1105 


familial tendencies, in which diabetes is not likely to 
supervene, but that diabetes is prone to occur in cases of 
obesity due to excessive and unsuitable food or to endo- 
crine disorder. The lecturer recalled that Joslin has stated 
emphatically that a Jew becomes diabetic, not in virtue of 
his race, but because he is a fat Jew. At the same time, 
Joslin’s statistics lend some support to the hereditary or 
familial factor in diabetes in Jews. Whether the frequency 
of obesity, and so of diabetes, in the Hebrew race is 
entirely acquired and due to wealth and luxury, or whether 
it is, in part at least, hereditary and constitutional, is still 
a matter of doubt. Acromegaly has been thought to be 
more common in Jews; but in this case the observation 
itself seems open to doubt, although Sir Humphry Rolleston 
is under the impression that there is a decided tendency 
to some excess of anterior lobe pituitarism in the Jewish 
race. At the end of the lecture brief reference was made 
to malignant disease, tuberculosis, and alcoholism in Jews. 
It was noted that uterine cancer, especially of the cervix, 
was rare in Jewesses, though malignant growths in other 
regions Were as frequent as in Gentiles, perhaps more so. 
The comparative resistance of Jews to tuberculosis has been 
ascribed to acquired raciai immunity, to more careful 
inspection of food, to greater sobriety, to comparative 
freedom from syphilis, and to care of the children. In the 
opinion of the lecturer the sobriety of the Jews, and the 
resulting freedom from alcoholic diseases, did not depend 
on an inborn trait, but were the result of moral and social 
influences. Abstemiousness is, however, said to be a 
noticeable trait among Jews who are not subject to the 
moral and social influences of their race and_ religion. 
The general impressions to be gathered from the lecture 
are that there is still much observation and _ statistical 
investigation to be made in those diseases to which the 
Jewish race is susceptible; and that medical nomenclature 
is becoming burdened with some horrific expressions, such 
as the Laurence-Moon-Bied] syndrome and_lipoid-celled 
spleno-hepato-megaly. Perhaps, however, such names may 
help to deter the careless from excess; and heavy smokers, 
especially of cigarettes, may take warning that their habit, 
particularly if they are Jews, may make them victims of 
thrpmbo-angiitis obliterans. 


THE ABC OF HOSPITAL ACCOUNTING. 
Memerrs of boards of management and of the administra- 
tive staffs of hospitals in all parts of Great Britain owe 
a debt of gratitude to the King Edward’s Hospital Fund 
for London for the light thrown by various publications of 
the Fund upon problems which are their particular con- 
cern, An account was given in the Journal of October 
27th (p. 771) of the annual statistical report of the Fund’s 
Hospital Economy Committee, which presents not only 
a general survey of the financial position of the Londori 
hospitals, hut detailed analyses of their income and expen- 
diture, affording valuable material for the enlightenment 
of those engaged in ‘‘ making ends mect.’? The pre- 
requisite of the report is, of course, the employment 
by all the institutions concerned of the Fund’s 
“Revised Uniform System of Hospital Accounts ’—a 
title which is self-explanatory. This system is in use, as 
recommended by the Voluntary Hospitals Commission, in 
many hospitals outside London. ft has been recognized, 
however, that the adoption of the full system may be 
mpracticahle in the smaller hospitals, and the Fund has 
therefore now published, in pamphlet form, Accounts for 
Small Hospitals, containing an explanation of a simplified 
form of the ‘‘ Revised System.’? It has been prepared by 
a% subcommittee under the chairmanship of Sir Basil 
Mayhew, and gives with the utmost clarity a concise 
summary of the basic methods of hospital accounting, with 


a reasoned statement of the case for uniformity of 
practice. The intention has been, in particular, to meet 
the needs of honorary officials engaged in hospital adminis- 
tration without clerical assistance who have neither the 
time to study the details of the ‘‘ Revised Uniform System”’ 
nor the knowledge of accountancy necessary to profit 
thereby. To such persons, and to those also who may 
have a specialized knowledge of accounts, but who are at 
present employing systems not based on any accepted 
model, the Fund’s pamphlet should prove invaluable. It 
may be commended, further, to those who are interested in 
any way in the hospitals, and who desire to- gain a know- 
ledge of finance sufficient to enable them to read accounts 
intelligently and to appreciate the problems associated with 
management. The general adoption of this system would, 
it is clear, facilitate accurate comparison between one insti- 
tution and another, and make it possible to secure exact 
statistics for the hospital work of the country as a whole. 
The pamphlet may be obtained from the offices of the 
King Edward’s Fund, 7, Walbrook, E.C.4, price 2s. 2d. 
post free. 


ERNST BRUCKE. 

Tre names of men famous in the history of medicine are 
too often regarded as mere labels marking successive steps 
in the progress of the science, while the discoverer in his 
human aspect, and as something more than a mere instru- 
ment of discovery or piece of laboratory apparatus, falls 
into the background. Much is to be learnt, however, 
from a study of the character and mentality of those to 
whom science is indebted for its progress. Numerous 
instances could be given of important discoveries made 
through the observation of simple, uncomplicated facts, 
involving, as it would appear, no special mental qualifica- 
tions, and depending, apparently, on the discoverer’s 
manner of outlook on things and his mental habits and 
interests generally. The study of these characteristics 
should prove as profitable as an impersonal study of the 
principles of research. Accounts of the private life of 
famous men, such as that of Briicke' recently published 
by his grandson, are therefore welcome. Briicke lived in 
the days when specialization was hardly known; although 
essentially a physiologist, the diversity of his interests 
was remarkable even in those days, and he may almost 
be regarded as a reflex of the encyclopaedists of the 
eighteenth century. Yet the diverse subjects on whieh he 
worked were, as his biographer shows, connected by simple 
and natural links. His early interest in optics he probably 
gained from his friend Helmholtz, leading to researches on 
the tapetum of the vertebrate eye and the action of the 
ciliary muscle; he subsequently studied the absorption of 
various rays by the transparent media of the eye, and the 
phenomena of colour sensation. Investigation followed on 
the colours of opaque media and on the colour changes 
in chameleons and cephalopods; this naturally led to the 
examination of pigment cells, of the mechanism of move- 
ments in plants, and of muscular contraction, especially in 
reference to the influence of the duration of the stimulus. 
His studies of cells inspired him to elaborate a new scheme 
of cellular structure in opposition to the prevailing scheme 
of Schwann, while his interest in colour was extended even 
into industrial matters, and he laid down the principles of 
colour combination for the guidance of workers in fabrics. 
It was but a short step from colour to artistic form, and 
one of the last of his researches was the enunciation of 
the underlying principles of the beautiful in art. Briicke 
was, withal, a man of sound common sense, and peaceable in 
his relations with all his colleagues save Hyrtl; his advice 
was sought and valued in collegiate and municipal affairs. 


1 Ernet Briicke. Von E. Th. Briicke. Wien: J. Springer. 1928, 
8}, pp. 19%; 1 portrait. R.M.9.60.) 
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LEAGUE OF NATIONS HEALTH COMMITTEE. 
Anone the matters to be considered by the Council 
of the League of Nations at its meeting at Lugano, 
which opened this week, is the report on the last session 
of the Health Committee. A summary of the agenda for 
this session was published in the Journal of October 27th 
(p. 761), from which it will be seen that the Committee’s 
deliberations covered a very wide field. Reports were 
received from various commissions and conferences, in- 
cluding those engaged in inquiries relating to infant 
mortality, malaria, and B.C.G., to which frequent reference 
has already been made in these columns. The Health Com- 
mittee endorsed the view of the commission on small-pox 
and vaccination that the occurrence of cases of post-vaccinal 
encephalitis is so rare that ‘‘ they afford no reason to 
contemplate any restriction of the use of vaccination, which 
remains the most powerful weapon against small-pox.’’ It 
appeared to the commission that the occurrence of this 
complication did not depend upon the use of any particular 
method of vaccination or of any particular vaccine. The 
cancer commission reported that an exhaustive inquiry into 
the methods and efficacy of the radiological treatment of 
cancer of the cervix of the uterus is being carried out at 
the Fondation Curie in Paris, the Universitiits-Frauenklinik 
in Munich, and, the Radiumhemmet in Stockholm. It is 
expected that the report will be ready early next year. 
The Italian members of the commission are making a study 
of the relationship between cancer and the bodily constitu- 
tion, and an inquiry into occupational cancer is being 
undertaken in conjunction with the International Labour 
Office. Arrangements for the prosecution of research into 
the problems of leprosy are in progress, and in this con- 
nexion, as in other fields of effort, close relations have been 
established between the League Health Organization and 
the health services of Latin America. The Committee has 
approved the programme of interchanges and study tours 
for public health officials for 1929; interchanges will relate 
to rural hygiene, the study of sanitary engineering, certain 
aspects of housing, industrial hygiene, and milk supply. 
Other matters dealt with by the Committee included the 
organization of epidemiological intelligence, which is 
making satisfactory progress, the application of the Geneva 
Opium Convention, inquiries into the serodiagnosis of 
syphilis, and education in hygiene and preventive medicine. 
The general lines of work for 1929 for the Health Organiza- 
tion were defined. 


SILICOSIS, 

Tur Home Secretary has appointed a committee to advise 
as to the medical arrangements which could be made for 
the diagnosis of silicosis (including silicosis accompanied 
by tuberculosis) in cases of claims arising under the 
Workmen’s Compensation Act, and for carrying out any 
periodic or other medical examinations of workers which 
may be prescribed for any industry or process involving 
risk of silicosis under the Factory and Workshop Act, 1901, 
or any other enactment. The members of the committee 
are Mr. J. C. Bridge, F.R.C.S. (chairman), Dr. F. J. H. 
Coutts, C.B., and Professor Arthur Hall, M.D., F:R.C.P.° 
The secretary of the committee is Mr. E. Ficld, of the 
Home Office, to whom all communications on the subject 
should be addressed. 


We regret to announce the death, on December 8th, 
at the age of 73, of Sir John Phillips, M.D., F.R.C.P., 
honorary physician to the Queen and consulting physician 
to King’s College Hospital. 


Ow1ne to the Christmas holidays our issue dated 
December 22nd will go to press on Tuesday, December 18th, 
and that dated December 29th on Monday, December 24th. 


THE KING’S ILLNESS. 


Anorner week of tense anxiety has gone by since we 
were able to publish an authoritative review of the 
course of His Majesty’s illness up to the evening of 
Wednesday, December 5th. The medical bulletins 
posted twice or thrice daily at Buckingham Palace 
have kept the public informed, with most commend- 
able frankness, regarding the local signs in the chest, 
the general symptoms, and the patient’s reaction to 
the strain of a very severe and exhausting infection. 
We need not recapitulate here the bulletins, which 
have been published in every daily newspaper, dis- 
played at post offices, and broadcast by wireless. 
They have recorded the fluctuations of an extreme! 
virulent malady which would have taxed the strengt 
of a man of powerful physique in early life. The 
following statement, which has been authorized for 
communication to the medical profession, gives an 
account of the situation up to 3 o’clock on the after- 
noon of Wednesday, December 12th. The operation 
of drainage referred to in the second paragraph of this 
statement was performed by Sir Hugh Rigby shortly 
after 7 o'clock that evening under general anaesthesia. 


“To make clear the nature of this long and exhausting 
illness, it is necessary to state that a general blood infection 
and toxaemia were in the first two weeks prominent 
features and caused at one time grave anxiety. Moreover, 
the case has not presented the characteristics of a typical 
pleuro-pneumonia. Seven days ago the evidences of gencral 
infection had become less prominent and the blood cultures 
were sterile, though all medical men will know that sterility 
of blood cultures is not conclusive evidence that general 
infection has ceased. 

“ During the last five days the temperature has again 
risen to a higher level, yet the pneumonic and pleural signs 
became at the same time Jess marked and neither pleural 
puncture nor study of new and excellent radiograms dis- 
closed any appreciable effusion. Seeing, however, that the 
original pleurisy had involved the diaphragm, a careful 
watch has been kept for the formation of fluid between 
the lung and the diaphragm and its extension to the 
posterior pulmonary surface. This morning there were 
signs of this development accompanied by an increased 
leucocytosis. By exploratory puncture at the extreme 
right posterior base purulent fluid was obtained which 
contains organisms morphologically resembling those pre- 
viously found in the blood stream. Drainage will now be 
performed. Though this pleural localization of the infec- 
tion, so antiously anticipated and looked for, makes the 


direction of advance more defined and hopeful, there is 


still in prospect a long and difficult struggle.” 


‘The anaesthetic was administered by Dr. Francis 
Shipway, and within an hour of the successful completion 
of the operation a bulletin was issued announcing the 
result. On Thursday morning it was announced that the 
King had had some sleep during the night, and that the 
local condition was satisfactory. Though the weakness and 
toxaemia were considerable, the pulse was steady and His 
Majesty was not losing ground. 


At its meeting on December 12th the Council of the 
British Medical Association, before proceeding to business, 
adopted a resolution, proposed from the chair, expressing 
in loyal terms the deep sympathy of all the members of the 
Association with their Patron the King and the Royal 
Family, and their earnest hope for His Majesty’s carly and 
complete recovery. 
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Scotland. 


Giits to Edinburgh University. 
IntrMATION has been received by the Court of the 
University of Edinburgh of two substantial gifts for the 
endowment. of a departnient of surgery. Of the total of 
£15,000, £10,000 has been given by the Rockefeller 
Foundation and £5,000 by Mr. Thomas Cowan of Leith. 


Gynaecologist to the Edinburgh Royal Infirmary. 

At a mecting of the managers’ of the Royal Infirmary on 
December 3rd, intimation was received of the retirement of 
Dr. William Fordyce, who was appointed assistant gynaeco- 
logist in 1906 and gynaecologist in 1621, and who now 
retires under the age limit. ‘The managers, in recognition 
of his valuable services to the Infirmary, invited him to 
accept the position of consulting gynaecologist to the 


Infirmary, and minuted their appreciation ‘of his work." 
Dr. James Young, assistant gynaecologist, now becomes, 
gynaccologist in charge of a ward, and: Dr. Ernest Charles_ 


Fahmy has been appointed assistant’ gynaccologist. 


New Glasgow. Professor. 

The Gardiner chair of physiological chemistry in the 
University of Glasgow has been filled by the appointment 
by the University Court of Professor Andrew Hunter of 
Toronto. The chair was recently rendered vacant by the 
promotion of Professor Cathcart to the regius chair of 
physiology in succession to Professor D. Noél Paton. 
Professor Hunter graduated M.B., Ch.B. at Edinburgh 


University in 1901, and, after a period of ‘post-graduate. 


study at the Universities of Berlin and Heidelberg, was 
appointed assistant professor of biological chemistry at 


Cornell University, U.S.A., and later professor of biological 


chemistry in the University of Toronto. The new professor 
is expected to take up his duties at Glasgow early next 
ear. 

Notification of Chicken-pox. 

In view of the recent outbreaks of mild small-pox, the 
Scottish Board of Health has issued a circular under 
the Public Health (Chicken-pox) Amendment Regulations 
(Scotland), 1928, continuing the regulations previously in 
force, and making chicken-pox a notifiable disease for two 
years until December 31st, 1930. 


Extension of Stobhill Hospital, Glasgow. 

Sir John Gilmour, M.P., Secretary of State for Scot- 
land, on November 30th opened the new electro-medica! 
department which has been erected by the Glasgow 
Parish Council at Stobhill Hospital. In declaring the 
new wing open, Sir John Gilmour said that a great 
hospital like that of Stobhill, which dealt with the poor 
of the country, was leading the way and pointing to what 
he hoped, in course of time, might take place in other 
parts of the country. He thought that whatever differ- 
ences of opinion might exist with regard to detail in 
hospital administration it was only by some measure of 
centralization and pooling of resources that they could 
extend to all ranks and classes of the country the latest 
results of scientific treatment. The linking up of public 
authorities and private hospitals could, in his opinion, be 
effected for their mutual benefit, but he would be sorry 
if anything in that linking up were to lessen the interest 
of the private individual or stem the contribution of the 
private citizen. Stobhill Hospital, which is under the 
control of the Glasgow Parish Council, supervised by tho 
Scottish Board of Health, is the largest hospital in Great 
Britain, having accommodation for 1,900 beds, with a staff 
of over 500. The new department which has just been 
opened has been built and equipped at a cost of £40,000, 
aad provides accommodation for x-ray and sunlight treat- 
ment, massage rooms, operating theatres, and eye, ear, 
and dental departments. A new pathological department, 
mortuary, and chapel have also been added. The hospital 
was built twenty-six years ago, and during the war was 


used as a military hospital, where at one time over - 


3,000 patients were treated in the hospital and in tem- 
porary buildings in the grounds. It returned to the control 
of the parish council in 1920, and since then has been used 
not only for Poor Law cases, but also for the reception of 
contributing patients from various parts of Scotland, 


England and Gales. 


Birmingham Medical School: Retirement of 
Mr. W. F. Haslam, 


A PRESENTATION of a silver tray and a_cheque was recently - 


made to Mr. Haslam on his retirement from active seivice 
in the Birmingham Medical School. Mr. Haslam held a 
succession of offices since his appointment to the staff of the 
General Hospital in 1882, and was dean of the Faculty of 
Medicine in the University of Birmingham from 1919 until 
his resignation in May last.. The silver tray presented to 
him was inscribed as follows: ‘‘ Presented (with a cheque) 
to William Frederick Haslam, M.B., F.R.C.S., by col- 
leagues and friends in the University of Birmingham on 
his retirement from his office of Dean of the Faculty of 


Medicine, a token of affection and gratitude for va!uable . 
services to the Medical and Dental Schools and the Univer-- 


sity during a period of forty-six years, 1882—1928.”’ 


‘London School of Medicine for Women. 


. The annual dinner of the London (Royal Free Hospital) - 
School of Medicine for Women was held at the Savoy Hotel- 
or, December 6th, when Professor Winifred Cullis, D.Sc.,: 
‘presided over a very large and happy reunion. In proposing’ 


the toast of ‘‘ The School and Hospital’? Mr. John Buchan, 


M.P., recalled his experience in connexion with the con-" 


centration camps for women and children when he was a 
young man in South Africa with Lord Milner. 


doctors and nurses, who in six months turned what had 
been a lazar-house into a health resort, and the other the 


equally unassessable value of the work of women, for a 
women’s committee, under Dame Millicent Fawcett, had 


helped to turn the tide. The Royal Free Hospital, which 
was about to celebrate its hundredth birthday, was one of 
the most progressive and best equipped in the land. The 
London School of Medicine for Women was only half the 
age of the hospital, but it also had taken rank among 
medical schools for high efficiency. It preached the only 
true equality—namely, that based on competence. It had 
opened to women a way into a profession for which they 
were peculiarly fitted. Its history was a continual 
exhibition of hard work, patience, optimism, and good 
sense. He hoped that when the school in its turn reached 
its centenary it would be able to look back even upon its 
present proud position as nothing more than the day of 
very small things. Professor Winifred Cullis, in respond- 
ing, expressed gratitude for the generous donations which 
had made it possible for the hospital to provide further 
facilities, notably a dental institute, which would form the 
basis of a magnificent dental school for women, She noted 
with pride that a past student had contributed £10,000 
towards a nurses’ block, and she hoped that other old 
students would follow suit, in recognition of the fact that 
women would not be in their present position in medicine 
had not the Royal Free Hospital opened its doors to them 
fifty years ago. Another definite step forward was in the 
teaching of psychiatry, for which arrangements had been 
made with one of the large mental hospitals. Research 
work was also being undertaken in connexion with the 
treatment of cancer by radium. She went on to allude 


delicately to the exclusion of women students from some ~ 


of the hospitals’of London, a step which those at the 
London School of Medicine for Women greatly deprecate:|, 
because it might be interpreted as a slur upon women and 
upon the way they had worked at the hospitals. In con- 
clusion, she referred to the proposed inauguration of an 
Old Students’ Association, through which it was hoped to 
be able to approach old students and obtain from them a 
definite and considered opinion on certain lines of policy. 
Lord Riddell proposed the health of ‘‘ The Guests,”’ naming 
many of them, and Miss Brock, the well-known educaticnist, 
and Major Ian Hay Beith, better known as ‘‘ Ian Hay,” 
responded to the toast. Lady Briscoe proposed the healih 
of the chairman, saying that Professor Cullis was one of 
the forces making for international friendship because of 
the work she had done on the International Federation of 
University Women. Those who had worked with her in the 


He had- 
learned there two lessons which he had never forgotten—. 
‘one the unassessable value of the self-denying work of: 
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—— 
laboratories saw a more intimate side of her charater, in 
her never-failing kindness and consideration for all with 
whom she came in contact. The chairman, in responding, 
paid a tribute to the two secretaries, Dr. Haldin-Davis and 
Miss Widdows, whose excellent work had made the pleasant 
evening possible. 

Metropolitan Asylums Board and the Local Government Bill. 

The Metropolitan Asylums Board, at a meeting on 
December 8th, received and adopted a report from the 
General Purposes Committee regarding the Local Govern- 
ment Bill now before Parliament. Under the bill, it will 
be remembered, the Board will cease to exist, and its 
functions will be transferred to the London County Council. 
The report refers to proposals to this effect which have been 
before the Board on three occasions in recent years, when it 
has consistently urged objections to them. On the last occa- 
sion, in May, 1926, the Board accepted the view that the 
London County Council would find it impracticable to 
undertake such an addition to its duties if it were 
intended that the existing close contact between the elected 
representatives of the people and the work to be trans- 
ferred should be maintained. It was decided to inform 
the Minister of Health that the Board’s experience had 
shown that the management of the central public health 
institutions of London was of sufficient importance and 
extent to justify the existence of a central body endowed 
with statutory powers on which the bodies dealing with 
local affairs in London should be adequately represented. 
The report then recalls that the Minister, in January, 
1927, received a deputation from the Board, which laid 
before him in detail its views on his proposals, and that 
the Minister stated that these views would receive con- 
sideration; the next step was the issue, in July last, of 
the White Paper containing a foregast of the proposals 
contained in the bill. The Board adheres to the views 
previously expressed as to the transfer of its powers to 
the London County Council. Since its inauguration, it is 
pointed out, the Board has enlisted the services of a large 
number of men and women who have devoted themselves 
to the work of providing, maintaining, and extending 
where necessary the public hospitals required by London 
for infectious diseases and tuberculosis, mental hospitals, 
ambulance services, etc. Practically the whole of the debt 
of nearly £7,000,000 raised to meet capital expenditure 
has been paid off. The Board has now under its control 
some 25,000 hospifal beds, and in times of pressure employs 
a staff of 10,000 persons. It is to be involved, the report 
proceeds, in the changes through no shortcomings of its 
own; on the contrary, tribute has been paid by the Minister 
of Health and the London County Council to the efficiency 
of its organization. The members of the Committee finally 
express the view that the inclusion in the bill of proposals 
for the abolition of the Board may well be viewed by the 
people of London with regret, and that the Board should 
express to the Minister of Health its own regret that its 
representations have not succeeded in bringing about any 
modification in his proposals so far as they affect the Board. 


Cost of Tuberculosis Treatment. 

The Ministry of Health has issued a memorandum 
(122B/T) showing in tabular form under various headings 
the weekly cost for each patient at various residential insti- 
tutions for the treatment of tuberculosis in England and 
Wales during the year ending March 31st, 1928. For the 
purpose of comparison the corresponding figures for ihe 
previous two years have been included where these are 
available. The tabular arrangement resembles that in 
former years, except that provision is made for classification 
of the cases more in accordance with the records pre- 
scribed in memorandum 37/T. It is hoped that the in- 
formation thus provided will give substantial assistance to 
the authorities concerned in determining whether their own 
institutions are being conducted as economically as is com- 
patible with efficiency. The importance of keeping beds 
filled is emphasized, and it is suggested that local autho- 
rities may well review from time to time the question of 
staffing, which has an important bearing on the cost. 
When all the beds in an institution are not required for 
patients from the area served it is advised that efforts be 
made to obtain patients from the authorities of other areas. 


Correspondence. 


THE FRACTURE CLINIC: THE OTHER POINT © 


OF VIEW. 

Sir,—Professor Hey Groves, in his presidential address 
to the British Orthopaedic Association (British Medical 
Journal, December 1st, p. 993), sets out very clearly the 
arguments in favour of improvement, both of our erganiza- 
tion for the treatment of fractures and of the methods 
of teaching fracture technique in our teaching hospitals, 
Briefly, he advocates the formation in each of our larger 
hospitals of a special clinie in which cases of fracture 
shall be segregated under the charge of one surgeon, with 
a small, highly specialized team working under him. This 
was the method found so satisfactory and efficient in the 
latter years of the war, and the method which Sir Robert 
Jones advised in an address on the subject (British Medical 
Journal, May 16th, 1925). 

No one acquainted with the facts will deny the necessity 
for the improvement in our present methods of treatment. 
Speaking generally, organization has lagged behind the 
necessities of the situation. Methods have changed little 
in the last quarter of a century, except here and there 
in the wards of an enthusiast. This, in spite of the fact 
that modern methods of transport have made the fracture 
problem more serious than ever it was, and may bring it 
at any moment literally to the door of any medical man. 

A solution, similar in many ways to that suggested by 
Mr. Hey Groves, was set out by Sir Robert Jones three 
years ago. It has not found widespread acceptance, though 
obviously much thought must have been given to the 
subject. Mr. Hey Groves asks why this is so. ‘‘ The 
reasons,’’ he states, ‘‘ must be of an obscure characte, 
because they have never been put into plain words by those 
who deprecated any change.’’ The matter is one which 
we have often discussed with our colleagues” when 
reorganization of the surgical services at our hospital 
has been under consideration; furthermore, the views of 
some of those who deprecate such a change were well 
set out by Gask and other speakers at the discussion at 
Bath on the subject at the Association Meeting in 1925. 

Admittedly such units would provide most efficient treat- 
ment for those who came under their care. The vast 
majority of fractures, however, throughout the country 
have to depend on treatment by members of the profession 
who have not had the opportunity of such specialization 
as work in one of the clinic teams would provide. The 
problem, so far as the treatment of the majority of 
fractures is concerned, therefore resolves itself into the 
question of the education of the average medical man. 
Would these units provide better teaching for the average 
student than some less drastic modification of our present 
methods? We think not. It is suggested that every student 
should spend two or three months working in the unit. 
This is godd as far as it goes, but it must be remembered 
that for the majority of practitioners this would, if the 
system were generally adopted, be all the fracture expe 
rience they would get during the period they were students 
and residents. 

Specialization in a teaching school is a double->dged 
weapon. Whilst it leads to greater efficiency in the few 
whe actually run the department, the student who is taught 
in it is apt to lose interest in a subject which is labelled 
“ special.”’? Having acquired sufficient gleanings to enable 
him to pass his examinations he tends thereafter to regard 
such a subject as one to be dealt with by the ‘ specialist ” 
only. Yo divorce fracture surgery thus from the work of 
the greater body of practitioners would be disastrous. 

We feel that every large hospital should have a depart 
ment specially set aside for the treatment of fracture cases. 
This is a question of administrative efficiency, hut we believe 
it is hetter to leave the cases in the department under the 
care of the general surgeons and their corresponding 
resident officers rather than to bring them under any one 
surgeon. Applying this method to the hospital in which 
we work it would mean that the four general surgical! umits 
would each have charge of fractures in the fracture depart- 
ment, and that in cach unit at least two residents would 
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each year have that personal responsibility for the care of 
these cases that alone can educate and fit the practitioner 
to take charge of such cases after his hospital days are 
over. Such a department must have attached to it a 
senior resident or registrar to exercise general supervision, 
initiate the new house-surgeons into the work of the unit, 
and be responsible for out-patient fractures attending the 
clinic. 

By a scheme such as this the hospital would have four 
surgeons and four assistant surgeons who are in daily 
contact with the fracture problem, and each year nine 
residents would leave the school having had a thorough 
grounding in the principles and practice of fracture 
surgery. We do not think it would be an improvement 
to replace these by a small team of three specialists, work- 
ing in the rarefied atmosphere of a special department, 
whilst the students of the school passed into the world 
without the possibility of gaining a working knowledge of 
fractures after having passed their final examination..-- 
We are, ete., 

Seymour Barve. 


Birmingham, Dee. 9th. G. Prercivan 


A PLEA FOR ABOLISHING ARTIFICIAL RESPIRA- 
TLON FOR WHITE ASPHYXIA OF THE 
NEWBORN. 

Sim,—Much observation of the treatment of ‘ white 
asphyxia ’’? has convinced me that the accepted methods of 
treatment are on wrong lines, and are more likely to 

damage than assist the child’s chances of recovery. 

Let us recall the condition of the ‘‘ white” baby, and 
its cause. It arises chiefly as the result of difficult forceps 
delivery or the too rapid moulding of the head in breech 
delivery, while sometimes it follows pressure due to abnor- 
mally strong pains, and occasionally the child is suffering 
from pure asphyxia after delivery, produced by _pre- 
mature placental separation or prolapse of the cord. But 
of all these causes the commonest is pressure on the head 
by difficult forceps delivery. Is the child really ill because 
it has been and is being deprived of oxygen? Is it 
actually suffering from asphyxia? The general appear- 
ance of the child is that of simple shock: pallid face, 
slow feeble heart beat, absent reflexes, toneless muscles, 
low blood pressure, and rapid cooling of the body are 
characteristic. 

Now Holland, Palmer, Phillips, and others have shown 
that tears of the septa of the dura mater (chiefly the 
tentorium cerebelli), with a variable quantity of extravasated 
blood, are almost a constant feature of the post-mortem 
examination. Even after death following breech delivery, 
where asphyxia is generally recognized as the danger, 
Holland! found that of 16 dead fresh foetuses no fewer 
than 14 showed intracranial lesions. Tentorial tears and 
haematomata are gross injuries, and sufficient to cause 
shock apart from any coincident lack of oxygen. 

It is probable that the devitalized baby requires little 
oxygen tor at least fifteen minutes after birth. Those who 
have seen babies born after ‘‘ twilight sleep,” under the 
influence of morphine, must have been struck by the way in 
which the child will lie in its cot, quiet and pale, making little 
vr no effort to breathe, while its pulse beats regularly and 
strongly, though perhaps slowly. But these babies always 
recover if labour has been normal. The shallow, infrequent, 
or absent respirations are an incident of the general state 
of shock. The child will breathe when the shock has lifted, 
but artificial expansion of the chest cannot be expected to 
assist shock.. Indeed, can we imagine a worse treatment of 
shock than the violent movements, massage or squeezing of 
the chest, abdomen, and loins, which are often observed? 
During its birth the child has just suffered severe 
mechanical stress, and only too often artificial respiration is 
but a continuation of the stress. A further point often 
forgotten is that firm handling of the loins, often done in 
Byrd’s method of respiration, is liable to damage the 
suprarenal capsules. At necropsy of the stillborn child 
this is found to be one of the commonest of all lesions. 


R a ‘one on the Causation of Foetal Death, Ministry of Health 
xt, No. 7. 


In addition to the danger caused by the mere violence of 
the movements of artificial respiration when performed 
unskilfully, it is an actual hindrance to natural spon- 
taneous inspiration, when the child is making its first effort 
to breathe. We have all noticed that the early inspirations 
are made as spasmodic gasps just at the moment when the 
chest is being pressed upon by the downward movement of 
the arms during Sylvester’s method. The child tries to 
expand its chest at the very moment that it is being com- 
pressed. But perhaps even worse than Sylvester’s or Byrd’s 
methods is that of direct mouth-to-mouth insufflation. Here 
nothing can happen but inflation of the stomach through 
the oesophagus. The diaphragm is pushed up and the heart 
still further embarrassed. 

The spasmodic inspiratory gasp is of great value to the 
child, not only by the air intake, but also because of the 
stimulant action on the pulse, which immediately happens. 
A finger on the cord feels a great and sudden improvement 
in the strength of the pulse, coincident with the gasp and 
lasting for some seconds afterwards. But no such improve- 
ment is noticed when the chest movements are imitated 
artificially. 

To sum up, the child is suffering primarily from shock, and 
not from deprivation of oxygen. Until the shock has passed 
no treatment is wanted but warmth, the head kept low, 
brandy dropped into the mouth—not for any reflex stimula- 
tion, which is impossible, but because some alcohol may 
be absorbed by the mucous membrane—and possibly some 
stimulant hypodermic, such as ether, coramine, or adrenaline. 
Professor McIlroy has shown that good results may follow 
the administration of carbon dioxide, a principle which is 
the very reverse of artificial respiration. ; 

My contention is that in the aggregate more harm is 
done by attempting artificial] respiration than by its com- 
plete abandonment. I believe that most examiners secretly 
agree with this teaching, but they all feel that their candi- 
dates should describe artificial respiration as an indis- 
pensable mode of treatment, while all lecturers and teachers 
equally feel that they must teach it in deference to the 
requirements of the forthcoming examinations. 

Is it not time that the treatment of shock of the newborn 
should be reconsidered?—I am, etc., 


London, Dee. 4th. A.eck Bourne, M.B., F.R.C.S. 


THE DIAGNOSIS OF GASTRITIS. 

Sir,—The recent interesting correspondence on the 
relative value of « rays and fractional test meals in the 
diagnosis of gastritis merits more than passing notice. 
It raises the question whether practitioners are being led 
as wisely as is generally assumed regarding the use of 
modern methods of precision. ; 

For my own part I agree with Dr. Hurst in regarding 
the use of « rays as of very doubtful value in the diagnosis 
of gastritis, and in regard to the value of the fractional 
test meal my experience leads me to precisely the same 
conclusion. I am satisfied that the more closely we 
consider the results obtained from fractional test meals in 
different conditions the more we will be driven to the 
conclusion that their value has been materially over- 
estimated. The fallacies in drawing deductions from the 
facts obtained have, it appears to me, received inadequate 


consideration. 


In the past few months I have made an extensive series 
of observations on the action of a lactic milk preparation 
in various conditions, clinically accompanied and un- 
accompanied by disturbances of acid secretion. TI have used 
as controls the ordinary gruel meal and sweet milk. The 
results of these observations confirm a part of Dr. Molloy’s 
conclusions; they also appear to show clearly that in his 
presentation of the subject Dr. Hurst fails to cover the 
whole field of the problem. It must not be assumed that 
I do not believe in the value of the fractional test meal; 
but my experience leads me to enter what I believe to be a 
necessary word of caution as to the readiness with which 
current teaching is accepted as a reliable practical guide in 
diagnosis and treatment.—I am, etc., 


Edinburgh, Dec. 8th, Cuatmers Watson, M.D, 
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PAPULAR URTICARIA. 

Sir,—In his reply to my letter Dr. Hallam (December 
8th, p. 1065) brings forward as additional evidence that 
papular urticaria is not influenced by dieting the fact that 
of 52 cases reported in the British Journal of Dermatology 
(March, 1927) 10 were in infants who were being breast- 
fed, and that weaning did not ameliorate the condition. 
But in the original paper Dr. Hallam states apropos of 
these cases, “ ... a child may become sensitized to a 
protein through its mother’s milk,’”’ and quotes literature 
in support of this. Later in this paper he quotes the work 
of Sidlick and Knowles, who found that certain of their 
cases were cured on a restricted diet. 

I do not wish in any way to disparage Dr. Hallam’s 
very valuable contributions to our knowledge of this 
disease, but I think he is going too far when he denies, 
as he now’ does, that foodstuffs can play any part in its 
production.—I am, etc., 

Clifton, Bristol, Dec. 9th. NORMAN M.B., 


Srr,—The various forms of urticaria are due to a great 
variety of causes, many of which, in my opinion, are foods. 
One of the worst cases I have ever seen was that of a 
lady who had eaten some mussels during luncheon at one of 
the large hotels. Other more chronic cases may be due to 
eating eggs, fish, or Brazil nuts. One of my patients, 


sensitive to apples, would develop urticaria if she stayed’ 


any length of time in an apple orchard. If she peeled 
an apple her hands would swell from the external con- 
tact with the fruit; this has also been noted many times 
in handling eggs and eggshells. Unfortunately the skin 
reactions are not so valuable or certain in these cases as 
they are in asthma. Schloss demonstrated this fact many 
years ago. A child could sometimes take an egg with 
impunity, and at other times the ingestion of an egg would 
cause urticaria. Schloss found that on these occasions the 
child would respond with an urticarial wheal to the appli- 
cation of egg as a dermal test, but not at other times. A 
patient of mine gave a reaction to all the legumens, and 
the urticaria disappeared entirely when these were avoided. 
Other patients are sensitive to animal hairs and feathers, 
which can be demonstrated with the skin reactions. 

I was not aware that patients lost their urticaria so 
commonly on entering hospital. Many of the asthmatics 
gain the same freedom. 1 have always attributed this to 
leaving the cat, dog, feather-hed, or other proteins, at 
home, and I have proved it in numbers of cases. 1 would 
suggest that if Dr. Hallam wishes to make further in- 
vestigations it might be worth his while to test the 
patient’s reactions to a wider circle of proteins, possibly 
including a sample of dust from the patient’s house. The 
full value of the dermal reactions has never been credited 
to them, nor is it likely to be, while some of the proteins 
on the market are so singularly inefficient. 

In closing this letter and thanking Dr. Hallam for his 
paper, may I also congratulate Drs. Barber and Oriel 
on their biochemical investigations into these allercic 
phenomena ?—I am, etc., 


London, W.1, Dec, 10th. Frank Coxe. 


PROBLEMS IN GASTRIC SURGERY. 

Sir,—With reference to the article by Sir Berkeley 
Moynihan in your issue of December 8th (p. 1021), which 
appears to be a collection of very contradictory statements, 
am I to understand that he accuses me of “ faking’? my 
a-ray results? It may be of interest to him to know that 
no case in which I have diagnosed a gastric ulcer that has 
come to operation has shown no ulcer present. In a few 
cases I have missed small ulcers which were present, and 
I lay no claim to infallibility, but I have yet to diagnose 
an ulcer which is not. present. ‘ 

With reference to the preparation of the stomach for the 
opaque meal examination, will Sir Berkeley, of his expe- 
rience of «-ray examinations, state what he would recom- 
ment to be carried out? Of my own small experience, at the 
rate of some 1,500 examinations a year in a big hospital 
department extending over seven years, I have found that 
the best results are obtained by examining the ‘stomach at 


the earliest possible moment, when empty, and before any 
palliative measures have been adopted. 

Finally, [ can assure Sir Berkeley Moynihan that quite 
a large number of apparently large ‘ulcer craters do dis 
appear, from an x-ray view, in the time stated. Perhaps 
if he will read Dr. Barclay’s interesting contribution in the 
same issue it may dawn on him why this is quite possible, 
—I am, etce., 

GrorrreY Fiipes, M.B., Ch.B., 


X-Ray Department, St. Thomas's D.M.R.E. 
Hospital, Dec. 10th. 


ACHALASIA OF THE CARDIA: SO-CALLED 
CARDIOSPASM. 

Sir,—From a paper published in your issue of November 
24th (p. 932) it appears that Mr. H. H. Greenwood, having 
operated last April upon a single case of so-called cardio. 
spasm which has not yet relapsed, feels that he is in a 
position to regard my views as “ inadmissible,’’ though 
they are based on prolonged clinical investigation on at least 
twenty-five cases, supported by the pathological work ‘of 
Mr. G. W. Rake on nine specimens, as well as the clinical 
and pathological observations of many other observers. He 
is good enough to add that my views have ‘“ gained a 
certain amount of credence by a_parrot-like repetition, 
unsupported by facts.”? He then makes the amazing 
assertion that the inflammation and degeneration ol 
Auerbach’s plexus found by Rake, and more recently by 
Cameron of Glasgow and Mosher of Boston, in every one 
of some fifteen specimens, can have nothing to do with 
the pathogenesis of the disease. 

The relief following Walton’s operation is of exactly 
the same nature as that following the use of Plummer’s 
bag or the mercury tube, and is simply due to stretching, 
the effect of which is to produce a more favourable postural 
tone of the sphincter, as anyone familiar with Sherrington’s 
work would realize. There is no question of curing this 
condition by any form of treatment. All that can be done 
is to reduce the resistance offered by the sphincter, as the 
changes in Auerbach’s plexus are of a permanent character, 
the hypertrophy and dilatation of the ocsophagus remain- 
ing unaltered, though the stagnation may be completely 
overcome. 

If Mr. Greenwood has the opportunity of examining 4 
second case, he might find it interesting to pass a mercury 
tube befote resorting to operation. He will discover that 
it meets with no resistance, and is not gripped when t 
passes the cardia, in marked contrast with the firm resist 
ance felt by the finger and the grip exerted upon it by 
the anal sphincter in the presence of spasm. 

Mr. Greenwood would have been wise to visit a patho 
logical museum or consult the extensive literature on the 
morbid anatomy of the condition before publishing his 
statement that the existence of hypertrophy of the muscular 
coat of the oesophagus remains a subject of contention. 
Obvious Hypertrophy, quite as great as that of the colon in 
Hirschsprung’s disease, is always present. Mr. Greenwood 
states that the term “achalasia ’’ implies a pathology 
similar to Hirschsprung’s disease and hypertrophic stenosis 
of the pylorus: it is not my fault if the word has this 
peculiar effect upon him. Achalasia means absence @ 
relaxation ; the word was first applied by me in 1914 to the 
cardiac sphincter in cases of hypertrophied and dilated 
oesophagus. It was not until 1919 that | suggested that 
Hirschsprung’s disease had a similar pathology, entirely 
distinct from that of hypertrophic stenosis of the pylorus, 
in which the hypertrophy of the sphincter is in striking 
contrast with the normal size or even atrophy of the cardiat 
and anal sphincters in other conditions. Hirschsprung’s 
disease is probably acquired in early childhood, and is no 
congenital, and many cases of achalasia of the cardia have 
been observed in voung children; there is nothing unusw 
in the age of onset in Mr. Greenwood’s case. 

T shall still recommend the mercury tube with confidence, 
in spite of Mr. Greenwood and his one “‘ cure.”? Almost all 
patients are greatly relieved by its use, and the majority, 
after a varying period, are able to dispense with it entirely 
or only pass it at long intervals. The most difficult case 
I have met with are those which have been treated by the 
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forcible dilatation used by Mr. Greenwood, as this may 
lead to the gradual development of a fibrous stricture, the 
dilatation of which is painful; this is hardly surprising, as 
the violent pain felt by Mr. Greenwood’s patient for 
twenty-four hours after the operation shows how the tissues 
must have been damaged, in contrast with the slow and 
painless dilatation produced by a series of mercury tubes. 
A number of deaths have occurred after the use both of 
Plummer’s bag and of forcible dilatation, but the mercury 
tube is entirely free from danger. 

Before criticizing my ‘“‘ ingenuous statements’? Mr. 
Greenwood should make an attempt to understand what he 
criticizes. It is easy to demonstrate that the oesophagus 
in this condition is permanently filled with a mixture of 
food and fluid, which forms a column about eight inches 
high. When food is eaten the resistance of the closed 
sphincter is overcome by the weight of the column, and 
its opening allows the excess to pass; it closes once more 
directly the column is again only eight inches high. The 
mercury tube acts solely by its weight, exactly like the 
column of food, but its weight is constant, whereas that of 
the column of food falls as its length diminishes, and one 
of less than eight inches is insufficiently heavy to keep 
the sphincter open. 

Mr. Greenwood finishes his paper with the conclusion 
that because the patient bolted his meals this must be 
“the main factor responsible in all cases,’? and yet he has 
the courage to write that it is “‘ pure theory and extremely 
improbable”? that the constant changes in Auerbach’s 
plexus demonstrated gby Rake have anything to do with 
the development of the disease !—I am, ete., 


New Lodge Clinic, Windsor Forest, Dec. Ist. ARTHUR F. Hersr. 


Sir,—-Mr. H. H. Greenwood, in discussing the condition 
of cardiospasm, makes certain statements on the pathology 
of this condition which cannot pass unchallenged. He 
asserts that the term achalasia ’’ implies a condition 
analogous to that of congenital hypertrophic pyloric 
stenosis. Whatever views may formerly have been held 
on this point, there can be no doubt now that this condi- 
tion is in no sense one of achalasia (absence of relaxation). 
The spasm is obvious clinically; there is hypertrophy of the 
sphincter such as is not observed in achalasia; and, finally, 
the nerve plexus is intact. : 

Passing now to cardiospasm itself, Mr. Greenwood states 
that ** hypertrophy of the muscle forms no essential feature 
of. . . cardiospasm.”? But such a statement is entirely 
cmtrary to figures obtained from necropsy records, and 
perhaps [T may be allowed to quote three of my own cases. 
The first was one of the early stage of the disease before 
secondary dilatation had occurred.' In this case the 
measurements were: 


Just below the cricoid 4.0 em. 
Middle of oesophagus 1.8 em. 
Just above the cardia 2.4 em. 


The cardiac sphincter was not hypertrophied. In a series 
of twenty normal oesophagi examined, the average for 
these measurements has been: 


Just below the cricoid 0.13 em. 
Middle of oesophagus 0.25 cm. 
At the cardiac sphincter 0.3 em. 


' In two cases of typical long-standing achalasia (as yet 
unpublished), in spite of marked dilatation, the figures 
were ; 


Case Case 11, 
Just below the cricoid 0.3 cm .. 0.4em. 
Middle of oesophagus Oem, 0.8 cm. 
At the cardiac sphincter .... O.3em. _...... 0.3 cm, 


(All these figures refer to total thickness of the wall.) 


These are only three examples from a series of nine, all of 
which show similar findings. Comment is scarcely needed 
on these figures. 

In Mr. Greenwood’s casé spasm of the cardia was actually 
demonstrated at operation. He therefore claims, from this 
“ pathology of the living,’? that spasm is a constant feature 
m the disease. It may, however, be pointed out that the 
findings with the mercury bougie are just as much the 
“pathology of the living” as are those findings with the 


1 Reported in Guy's Hospital Reports, vol. 76, 19%, p. 145. 


fingers, and it is the experience of the majority of users 
of the mercury bougie that there is no spasm commonly 
present at the cardia, this being shown by the absence 
of gripping of the instrument. in any degree, by the 
sphincter. Recently I have pointed out that, until 
destruction of the plexus be complete, any oesophagitis or 
irritative lesion may be sufficient to excite the neurones to 
such an extent as to produce a spasm of the cardia, which 
is, however, in the majority of cases, only of short duration. 

The points that Mr. Greenwood raises about Avierbach’s 
plexus are difficult to understand. He admits, apparently, 
that a destructive lesion may and does exist. He then 
proceeds to state that the presence of such a lesion is not 
germane to the question of cause. What, then, is his 
standpoint? Either that the lesion is not a primary one, 
or that a primary destruction of Auerbach’s plexus will in 
no way affect the nervous mechanism at the cardia. 

The first of these objections may be disposed of by refer- 
ence to the first case quoted in this letter. It has been 
objected that the lesions in the plexus are secondary to 
the oesophagitis present in the chronic cases, but in this 
case there was no macroscopical or microscopical sign of 
any oesophagitis, and yet the lesion in the plexus was 
already advanced. - 

The second objection is even more easily dealt with. 
All physiological work, recent and remote, macroscopical 
and microscopical, has been to show that the vagus, stimu- 
lation of which relaxes the cardiac sphincter and causes 
contraction of the rest of the circular muscle of the 
oesophagus, has a cell station in Auerbach’s plexus—that, 
in fact, all the ganglion cells in Auerbach’s plexus are 
neurones on the vagal path. Destruction of these cells, 
such as Mr. Greenwood apparently admits to occur, must 
then produce an absence of relaxation of the cardiac 
sphincter, and, occurring in man, produce the condition 
of achalasia—so-called cardiospasm. Kronecker and 
Meltver over fifty years ago produced in rabbits, by 
division of the vagi, a condition exactly similar. to 


“achalasia in man. 


The postulate that destruction of the plexus can occur 
without upset of function is thus clearly untenable. The 
action of the mercury bougie or any other form of dilata- 
tion of the sphincter is purely mechanical, and, in spite 
of Mr. Greenwood’s statement, its success in no way 
suggests an immediate recovery of the nerve lesions.— 
I am, etc., 


Guy's Hospital, S.E.1, Dec. 4th, G. W. Rake. 


— 


SIMPLE PHLEBITIS AND EMBOLISM. 

Sim,—In the British Medical Journal of December Ist 
(p. 1010) Dr. O. Hilton asks for the experience of others 
in cases of simple phlebitis. In upwards of forty-five 
years of active general practice I have seen many cases, 
but have never ventured outside the orthodox procedure of 
strict bed. The only instance of death I have encountered 
was in the case of a working woman. When I saw her 
she had marked phlebitis and much pain in the leg below 
the knee. This had been going on for some days, during 
which she had continued to carry out her household duties. 
I insisted on her going to bed at once. The next morning 
at 7 o’clock I was called to see her. Her husband informed 
me that she sat up in bed on waking and was talking to 
him, when she suddenly fell back dead. I have often 
quoted this case to patients who have been unwilling to 
carry out instructions.—I am, ete., 


Lechiade, Dec. Sth. Grorce pe J. Patrerson. 


Sin,—I have read with great interest Dr. O. Hilton’s 
letter. It has always seemed to me that the danger of 
thrombi of phlebitis getting loose and forming emboli has 
been much exaggerated. I am convinced that in a number 
of cases of traumatisms, such deep-seated phlebitis with 
thrombi does arise, but is not diagnosed, and the cases 
improve with massage and mobilization. Moreover, I con- 
sider that, in the early stages of phlebitis, thrombi do not 
necessarily arise at all, or else at a much later date than 
is usually supposed. I have during the last thirty years 
treated a large number of cases of fresh phlebitis by means 
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of manual vibrations applied once daily (in rare cases 
twice daily), and have in practically every case had rapid 
and permanent results.—I am, etc., 

London, W.1, Dec. 6th. Evcar Cyriax. 

Sir,--I am much interested in Dr. Hilton’s letter 
on this subject, on which I can speak from first-hand know- 
ledge, having had one or more attacks of phlebitis every 
year since 1917, when I contracted it in the army. 

During my first attack I was treated with belladonna applica- 
tions and by being kept strictly in bed in a military hospital 
in England. I was visited daily by an eminent, though aged, 
physician in uniform, who felt my leg each day, and remarked 
that while the thrombus was there oor on no account get 
out of bed. After nearly two months the thrombus could no 
longer be felt, and I was allowed out of bed. and eventually, 
after a month’s convalescence, back to duty. I had another 
attack in 1918, while still in the army, but managed to get 
out of bed after three weeks. When, however, after the war, 
I returned to practice, and had one or two attacks each year, 
three weeks was much too valuable to spend in bed, and I 
managed to convince myself that there was little or no risk of 
the thrombus becoming detached. During the last few attacks 
I have had (the last was in May of this year) I have gone to 
bed at once on the appearance of signs of phlebitis, and have 
had cold water applications to my leg (1 have tried anti- 
but thought cold applications Internally 

take-—as I do when threatened with an attack—ten minims 
twice daily in water of the French preparation, extract of 
horse-chestnut (solution d’intrait de marron a’Inde), which 
I am convinced has a beneficial effect on at least the pain; 
three or four friends to whom I have recommended it agree on 
this point. When the pain goes, as it does usually in three or 
four days, sometimes a week, I get up and about again, at 
first with the aid of a stick, and apply a simple ointment, 
such as zinc, to the affected part; I twice applied an iodine 
ointment, but it seemed to make the pilebitis worse. 

Colleagues who have met me limping in the street have 
eften expressed themselves as horrified when 1 have said 
that. the temporary limp was due to phlebitis, and have 
tried to persuade me back to bed. But. I remain uncon- 
vinced that I am much more likely to have an embolism than 
any of the hundreds of persons whose varicose veins have 
been injected with sclerosing solutions. I would have 
tried this injection treatment, but I am told that my deep 
veins have heen affected as well as my superficial ones. 
I may yet fall back on the ‘‘ cure”? at Bagnoles de ’Orne 
in Normandy, though I have been told that it is the dullest 
spa in Kurope; and an eminent surgeon has tried to 
persuade me to have a course of injections of a Staphylo- 
coccus albus vaccine, on the ground that the phlebitis is 
caused by a low infection from the skin; but [ have not 
done so. I still think that a few days in hed at the 
beginning of an attack, until the pain is gone, is all that is 
necessary.—I am, etc., 


London, W., Dec. 3rd. i M.D. 


THE SO-CALLED TITANIUM RAYS. 

Sir,—Dr. C. B. Heald’s letter in the British Medical 
Journal of November 24th (p. 962) was most opportune. 
Dr. A. Roberts’s reply in your issue of December 8th 
(p. 1067) is most unconvincing. I would be greatly obliged 
if Dr. Roberts would give me precise information on the 
following points. (1) Where and from whom he obtained 
his “ electrodes containing titanium ”’ in 1824. (2) When 
and where he first stated that titanium was only present 
in the electrodes to the extent of 1 to 5 per cent. (3) What 
is the actual price per inch Dr. Roberts pays for: his 
electrodes. containing titanium,’ and from whom does 
he obtain them? 

Dr. Roberts’s experiment with the cowhide is really too 
inigenuous. Apparently he is not aware that an are 
between two “ electrodes containing titanium,” or in fact 
any are, gives off visible light, and that the red rays 
especially have considerable powers. of penetrating animal 
skin, and would therefore naturally affect the photographic 
plate. Many physiotherapists will be surprised at Dr. 
Roberts’s ignorance of the physical properties of ultra- 
violet rays. This all demonstrates the urgent need that 
exists at the present time for drastically purging physio- 
therapy of all the nonsense which is, alas! only’ too 
prevalent.—I am, etc., 


London, W.1, Dec. 7th. W. Kerr Rvssent, M.D. 


SPONTANEOUS PNEUMOTHORAX SUPERIMPOSED 
ON ARTIFICIAL PNEUMOTHORAX. 
Sir,—In your issue of December Ist (p. 1011) Dr. Hugh 
Garland comments on the case of lung rupture recorded 
by Dr. S. P. Wilson in the Journal of November 17th, 
Dr. Garland suggests that the ‘ staircase ’’ temperature 
chart in the series of similar complications recorded by 
Blair and myself might be due to infection of the pleura, 
In his memorandum Dr. Wilson states that air was 
removed from the pleura after the rupture had occurred, 
and that the temperature was normal on the following 
day. In the only case (W. F.) of our series where removal 
of air was indicated we noted that the temperature dropped 
three and four degrees respectively (lung rupture occurring 
on two occasions in the same paticnt) and returned to 
the level obtaining before the rupture occurred. It would 
seem to be quite possible that the same sequence of events 
occurred in Dr. Wilson’s case, as no mention is made of 
the temperature at the time of rupture, the previous level 

of temperature in his case being fortunately normal. 

Exactly parallel ‘ staircase ” charts occur in snontancons 
pneumothorax arising in patients untreated by collapse 
therapy; such patients recover from the immediate eftocts 
of the pneumothorax and show no evidence of virulently 
infected pleura. In fact, when the chart assumes this 
character in the first three days a good prognosis can 
usually be given. 

Since the publication of the paper referred to by Dr. 
Garland, further observations would seem to suggest that 
the rise of temperature is not solely due to increased 
intrapleural pressure but to the effect of sudden mediastinal 
displacement. In Dr, Wilson’s case the occurrence of a 
lung rupture might lead to no such displacement owing 
to the splinting effect of air and fluid in the unaffected 
pleura. 

Barlow and Thompson state that small pneumothoraces 
are extremely common in pulmonary tuberculosis, 1 hava 
only noted three of this type. They were all on the left 
side, the diagnosis resting on a sudden rise of tempera 
ture and an immediate slight shift of the apex beat or 
mediastinum. In one case of traumatic lung rupture 
following an attempt to induce an artificial pneumothorax 
the temperature, previously above normal, fell to normal 
limits. X rays showed a shallow collapse of the peripheral 
parts of the lune, the central area be'ae consolidated; no 
mediastinal displacement was observed.—I am, ctc., 


Worthing, Dec. 2nd. RB. C. HutcHinson, 


DEFINITION OF DRUNKENNESS. 

Sir,—Dr. E. Rowland Fothergill writes in your issu 
of December 1st (p. 1010) that 1 stated on November 24th 
(p. 964) that the British Medical Association Committee's 
definition of drunkenness was specially drafted to apply to 
the offence of being drunk in charge of a motor vehicle. 
I said that it appeared to have been so drafted, and I 
still think it does. He says it was intended to apply t 
accidents in factories or other employments; to walking om 
a cliff or other height ; to conducting a child through or near 
traffic. I am unable to find any of these things scheduled 
as a-statutory offence. What I do find, and I said so im 
the same letter, is that there are statutory offences ™ 
which no element of danger is involved. Possibly, under 
the B.M.A. Committee’s definition, it may be advanced that 
a man drunk on licensed premises is so much under the 
influence of alcohol:as to render him unable to execut 
safely the occupation on which he was engaged at the 
material time, and so, liable to spill his beer.—I am, ete., 


Thurlstone, Sheffield, Dec. 2nd. Gorpon Wuson. 


THE THOMAS SPLINT. 

Sir,—Professor Ernest Hey Groves, President of the 
British Orthopaedic Association, in his address on the 
treatment of fractures, printed in the British Medical 
Journal of December 1st (p. 993), asks why the Thomas 
splint is not used when fracture cases have to he trans 
ported over country roads. May I say that the Home 
Service Ambulance Committee has done its best to ensutt 
the use of this splint by equipping 130 of its ambulance’ 
with it? 


These ambulances are in use in rural areas, and 
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are in charge of members of the Order of St. John and 
the British Red Cross Society, whose training includes the 
application of the Thomas splint.—I am, etc., 

19, Berkeley Street, W.1, Dee. 4th, Kpen W. Pacer. 


ETHYL CHLORIDE ANAESTHESIA IN TONSIL 
AND ADENOID OPERATIONS. 

Sm,—There is one point that has not been referred to, 
so far as I have seen, in the correspondence on the subject 
of ethyl chloride as an anaesthetic for tonsil and adenoid 
operation, and that is the comparatively long analgesic 
period which succeeds the anaesthetic one. The former is 
sufficiently long to allow of examination of the tonsil bed 
and the removal of any fragment of tonsil in the few cases 
where the whole has not been removed. It is likewise 
sufficiently long to insert a stitch in the pillars or tie a 
bleeding-point in the still rarer cases in which it is 
advisable to do so after tonsillectomy in children. 

After a prolonged and extensive experience of ethyl 
chloride, dating from a few years after its introduction, 
I regard it as a most satisfactory anaesthetic for the 
guillotine enucleation of tonsils in children. It is 
efficient, safe in experienced hands, and is followed by 
little or no shock. The cases, however, in which ethyl 
chloride is to be used should be carefully chosen. It may, 
on the one hand, be a suitable anaesthetic for an adult 
tonsillectomy where the tonsil is not buried or adherent, 
while on the other hand it may be unsuitable for enuclea- 
tion in a child where the tonsils are buried, adherent, and 
have been the site of frequent attacks of tonsillitis. The 
rapidity of induction of and recovery from anaesthesia with 
ethyl chloride make it most valuable where large numbers 
of children have to be dealt with, though speed alone 
should not be a main consideration. It is also, usually, 
a safer anaesthetic than chloroform or ether in those 
institutions where, unfortunately, children are not 
detained as in-patients after operation. 

As to the question of haemorrhage, a great deal too 
much stress is laid on the loss of a little blood in these 
cases. In many there is not only a septic tonsil, but a 
septic bed, and it is an advantage that the part should 
have a little flushing; it is a mistake, speaking gener- 


ally, to seek to tie every bleeding-point or stitch 
up delicate structures like the faucial pillars after 


a2 operation to deal with a septic condition. It is 
sometimes contended that the oft-quoted ‘ general 
surgical principles ’’ are not carried out if there is any 
bleeding from a tonsil that is not stopped, but surely in 
every surgical operation a certain amount of capillary 
bleeding is left to look after itself or stopped by pressure 
of dressings and bandages. In enucleation of the prostate, 
which has some resemblance to that of the tonsil, nature 
is trusted to some extent. Bleeding is, of course, occa- 
sionally met with from an exceptionally large or rigid 
vessel, the walls of which have not been twisted and 
frayed as is usual in this method of operation, but, as 


‘already stated, this can be dealt with under ethyl chloride 


anaesthesia. Nor is it necessary to break the rule that it 
is wiser for the patient not to leave the table till haemor- 
thage is controlled, as in the average case a little gauze 
pressure will do so. It is always wise to reopen the gag, 
apply this pressure, and then do any toilet that may be 
required in the exceptional case. 

The operation should usuaily, in my opinion, be a little 
More elaborate, though not much more tedious, than that 
described in the original paper. In most cases it is of 
advantage to use a strong tonsil forceps passed through the 
guillotine to pull the tonsil from its bed and, when necessary, 
to dissect it out partially, except in cases where the tonsil 
is very prominent and has a shallow bed. The forceps 
and dissector made for me by Messrs. Mayer and Phelps, 
o& Waugh’s forceps, will be found useful for this purpose. 
The tonsil having been thus freed, the blunt guillotine 
1s pressed home and enucleation completed by that instru- 
ment, which gives a better healing surface than a complete 
dissection. 

One of your correspondents has stated that the best 
anaesthetic is a good anaesthetist, and there is a great deal 
of truth in this statement; it will make ethyl chloride 


anaesthesia all the more satisfactory when the adminis- 
trator is an expert. Another correspondent seems to think 
that the practitioner sees the bad results of tonsil and 
adenoid operation, and the specialist does not know the 
after-history of the patient. His experience must surely 
be unusual—namely, that the effects of the operation are 
bad and not good, and that the cases are not seen after 
operation. Personally, I always like to see the patient 
in a month, whether hospital or private, and have usually 
been impressed with the great improvement in the general 
condition.—I am, etc., 


Bath, Dee. 1st. H. Norman Barnetr. 


SIZE OF TYPE. 

Sim,—I should like to obtain the views of the readers of 
the British Medical Journal on the question of the size of 
the type used in the printing of our paper. I regard it as 
far too small and as causing considerable eyestrain in those 
who read it. In the issue of December ist there are 
twenty-six columns of this particular variety to which I 
object. It is, I believe, technically called ‘‘ minion.’”? In 
elementary school books it would not be allowed, and I 
protest against its use in our Journal. We would much 
rather have a little less matter printed in a decent read- 
able type than be compelled, as we are at present, 
either to strain our eyes unduly or to omit reading the 
part of the Journal printed in microscopic characters. — 
I an, etc., 


Hove, Dec. 2nd. L. A. Parry. 


** Dr. Parry raises a difficult question which has long 
exercised the minds of those responsible for the conduct of 
the Journal. Far more material is received every week 
for publication than can be printed in the space available, 
and the use of small type in Parliamentary Notes and 
elsewhere helps us to meet the very varied tastes of 34,500 
members within the limits of a single issue. We shall be 
glad to receive the views of readers, and to communicate 
them to the Journal Committee. 


ALKALI THERAPY. 

Sm,—-My attention has been called to a somewhat serious 
error in Dr. A. F. Hurst’s paper in the British Medical 
Journal, November 3rd, 1928 (p. 780, column 2), concern- 
ing the descriptions of ‘‘ alocol” and “ neutralon.’’ This 
error also occurs in the paper ‘‘ Contribution to the study 
of ‘alkalis’ as therapeutic agents,’ by Freezer, Gibson, 
and Matthews, published in the Guy’s Hospital Reports, 
1928 (p. 192). 

Confusion has arisen in the description of the above 
two materials. ‘‘ Neutralon”’ is aluminium silicate and 
alocol is colloidal aluminium hydroxide. These two 
materials were mentioned in the above paper, and the 
latter was found by Mr. Matthews to contain 55 per cent. 
of aluminium hydroxide. It is most unfortunate that the 
descriptions were reversed in the paper, and an apology is 
due to Messrs. C. A. F. Kahlbaum of Berlin, the pro- 
prietors of ‘‘ neutralon,’’ and to Messrs. A. Wander, Ltd., 
of London, the proprietors of alocol.’”’ 

The results given by Freezer, Gibson, and Matthews are 
those of physico-chemical measurements, and they are 
quoted as pH values of a solution of hydrochloric acid 
which before treatment with ‘ alkali’? has a pH value 
of 1.0. The relatively low efficiency of ‘‘ alocol’’ as a 
neutralizing agent, as found by the above authors, is in 
keeping with the statement of Messrs. Wander, Ltd., that 
‘‘ alocol ” fixes the acid not by neutralization but by 
adsorption.—I am, etc., 


Guy's Hospital Medical 


. S. Grpson. 
ondon, 8.E.1, Dec. 5t c. 8 


A CLINICAL NOTEBOOK OF 1710. 

Sir,—In Mr. Muirhead Little’s note, published under 
this heading (December 8th, p. 1052), he stresses, among 
the names of the various wards, ‘‘ the strange one of 
Cutting,’”? which was common to the two (then only 
existing) London hospitals of St. Bartholomew and 
St. Thomas. This is explained by Sir D’Arcy Power 
as being the operation ward at St. Bartholomew’s, At 
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St. George’s, and the other carly voluntary hospitals, 
cutting for the stone was performed in one ward allocated 
to that purpose, that being known as the ‘ cutting ” ward. 
There was then no operating theatre, operations being 
performed either in the surgery or in the ward where the 
patient lay.—I am, etc., 


London, W.9, Dec. 9th G. C. Pracuey. 


Obituary. 


MICHAEL MARTIN DAVITT, M.B., B.Cu., B.A.O., 
Visiting Physician and Superintendent, Galway Central Hospital; 
Lecturer in Clinical Medicine, University College, Galway. 
We regret to announce the death of Dr. Michael Davitt, 
which occurred at his home in Galway on December Ist. 
The news of his death, which was altogether unexpected, 
caused widespread sorrow in that city, where he enjoyed 
the esteem and friendship of all classes. On November 
30th, when proceeding to lecture at University College, 
he was taken ill with a pain in the back of the neck, 
which was quickly followed by the more pronounced 
symptoms of tetanus. He had had a severe attack of this 
disease two years ago, following an accident; while lifting 
his little son over a wall, he scratched his chest on a rough 

and dirty stone. 

Michael Martin Davitt was the eldest of the three sons 
of the late Michael Davitt, and was born at Ballybrack, 
co. Dublin, on May 23rd, 1890. Educated at the Christian 
Brothers’, Dublin, and Dun Laoghaire, he subsequently 
went to Blackrock College, twice visiting California with 
his parents and receiving part of his earlier education 
there. He graduated B.A. and B.Sc. (with honours) at the 
National University of Ireland in 1911, and three years 
later headed the first honours list of graduates in medicine, 
surgery, and obstetrics. After serving as house-surgeon 
and house-physician in the Mater Misericordiae Hospital, 
Dublin, he practised for some time in England, and was 
attached to the Mile End Infirmary. On his return to 
Dublin he became assistant physician to the Children’s 
Hospital, and visiting physician to Jervis Street Hospital. 
Right years ago, on the establishment of the Central 
Hospital, Galway, he was appointed visiting physician and 
superintendent of that institution, being also lecturer in 
clinical medicine at University College, Galway. As a 
student he was elected to the first governing body of this 
institution, under its new charter, by the votes of the 
graduates. 

Dr. Davitt took a keen interest in outdoor sports, and 
played forward for many years under the Rugby code. 
At the time of his death he was president of the Connaught 
branch of the Rugby Football Union. He was an enthus- 
iastic lover of music, and was prominent in the organiza- 
tion of the coming Schubert centenary festival in Galway. 
While not an active politician he was a supporter of the 
existing Free State Government, by whom he was nomi- 
nated as a candidate for the recent election to the Senate. 
Deep sympathy is felt for his mother, his sister, and his 
two brothers—Judge Cahir Davitt, and Dr. A. E. Davitt, 
of Jervis Street Hospital, Dublin. 


We regret to announce the death of Dr. Wio.u1Am 
Brown Hunter, one of the oldest and best known medical 
practitioners in the North of Ireland, which occurred at 
Londonderry on October 22nd. Born of farming stock 
in county Derry, he received his early education at 
Londonderry, undertaking his professional studies at the 
University of Edinburgh, where he graduated M.B., C.M. 
in 1866, proceeding M.D. three years later. He commenced 
practice in Scotland, at Yetholm and Jedburgh, and subse- 
quently removed to Ely, afterwards returning, about forty 
years ago, to his native country, where he soon established 
av extensive general practice in Londonderry. He had 
however, a specialized interest in diseases of the eye, ear, 
and throat, and, in conjunction with the late Dr. 
Donaldson, he inaugurated a campaign designed to sccure 
more adequate facilities for their treatment. The result 
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of this effort was the institution of the Londonderry Eye, 
Ear, and Throat Hospital, which has a long history of 
useful service, and which meets the needs of patients from 
a wide area in the North-West of Ireland. Dr, Hunter was 
for many years honorary surgeon to the hospital, and evey 
after his retirement some years ago continued to display 
great interest in‘its working. His ungrudging service t 
the community, his professional skill, and his kindneg 
and sincerity gained him the respect and affection alike 
of his colleagues and of the public, and his death has caused 
general regret. He took a prominent part in the affairs of 
his profession, and as a member of the British Medical 
Association held office in one capacity or another almost 
centinuously for over thirty years. In the old Londonderry 
and North-West of Ireland Branch he became a member 
of the council in 1893, and was later honorary treasurer 
and afterwards vice-president of the Ulster Branch; in the 
Derry Division he served as chairman in 1906, and wa 
a member of the executive committee from 1904 until 
three years ago. Dr. Hunter had been a widower for fifty 
years, his wife having died soon after their marriage. 


Dr. McAsxiti HeEnperson, who died at Nairobi, 
Kenya, on November 22nd, at the age of 33, had for the 
past two years been engaged in research work in that 
colony. A native of Ayrshire, he received his medical 
education at the University of Edinburgh, graduating 
M.B., Ch.B. in 1922; he was also a graduate in arts and 
science. In 1926 he became D.Sc.Aberdeen. After serving 
for a brief period as assistant physician at the Royal 
Edinburgh Mental Hospital, and spending a year in general 
practice in Glasgow, he joined the physiology department 
of the Rowett Research Institute in Aberdeen. About two 
years ago he spent some time at Cambridge, and afterwark 
proceeded to Kenya to undertake research on nutrition a 
the instance of the Medical Research Council. He was a 
member of the British Medical Association. A colleague 
writes: The death of John Henderson at the age of & 
will touch the hearts of many teachers and fellow students 
who knew him at the Universities of Edinburgh, Aberdeea, 
and Cambridge. From Ayr Academy he passed with many 
honours to Edinburgh, where, as the editor of The Student 
who set a new standard of criticism and humour, as one 
who courted the company of men and yet found time t 
head the class lists, and as the ready helper of perplexe 
freshers, he will be -remembered by many of his fellows. 
At the Rowett Institute his constant application, imagine 
tion, and independent judgement were soon recognized by 
the director and his colleagues, who saw that Henderson's 
work combined a rare sincerity and high technical skill 
In Kenya, in the course of his work on nutrition, he 
investigated the diet of natives in hospitals, prisons, an 
homes, and a high authority has described this work as @ 
‘high practical value and permanent importance,’’ ani 
predicted “a brilliant future ’’—but his fatal illness had 
already pegun. Science has lost a devoted follower, and 
those who knew and loved him best have lost a_ sensitive 
friend whose nature was ever buoyant with an undercurrenl 
of quiet playfulness—a man interested in life first and i 
science as a part of life. 


Dr. Monty Baranov, whose recent death is mourned 
by his many friends in England and South Africa, wis 
born at Vryheid in 1895, and received his early educatio! 
at King Edward the Seventh School, matriculating in 1912 
He came to England in 1913, and joined University College, 
London, as a medical student in that year. He showel 
great aptitude for the medical sciences, and was a prosecto 
in anatomy at the Royal College of Surgeons, London, 
1915 and 1916. He obtained the M.R.C.S. and L.R.CP: 
diplomas in 1918, and was appointed house-physician 4 
Dr. C. Bolton at University College Hospital. He graduate 
M.B., B.S.Lond. later in that year, and went to Frane 
with a commission in the R.A.M.C. He proceeded MD: 
in 1920 while casualty officer at this hospital, and, having 
developed a keen leaning towards ophthalmology, he also 
assisted Mr. Percy Fleming and Sir John Parsons. Bf 
then entered the Royal London Ophthalmic Hospital 
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(Moorfields) and rose to the position of senior house-surgeon. 
Later he became chief clinical assistant at Moorfields, and 
obtained the D.O.M.S.Eng. in 1923. Towards the end of 
that year he returned to his home in Johannesburg, taking 
with him many good wishes from his chiefs and associates 
in London. He then commenced consulting ophthalmic 
work in Johannesburg, and in 1924 was elected honorary 
assistant ophthalmic surgeon to the Johannesburg General 
Hospital. He continued actively at work until some six 
weeks before his death. A colleague writes: Baranov was 
a most popular man with the honorary and nursing staffs 
of the Moorfields Hespital, and his popularity followed him 
to South Africa, where he éarned the respect and esteem 
of all who were associated with him in his work. He took 
a keen interest in his non-European work, in which his 
fine operative ability soon made itself manifest. Baranov 
was full of the joy of life in work and at leisure. He had 
in the highest degree zest and energy for doing things, 
care for his patients, and love for his fellows. His keen 
sense of honour, together with his reliability and brilliance, 
secured for him a position of great trust and the admira- 
tion of his colleagues. His sympathy, understanding, and 
generosity gained him the sincere affection of many friends. 
The deepest sympathy is felt for his young widow and his 
mother and father. 


Dr. Joun MacGregor, who died on November 27th at 
Iytham St. Annes, Lancashire, was a well-known figure in 
medical circles in various parts of the country, and had 
been for over thirty years honorary physician to the 
Newspaper Press Fund, an office in which he succeeded 
Sir Benjamin Richardson. He received his medical 
education in Edinburgh and at the London Hospital, 
ebtaining the diplomas L.R.C.S., L.R.C.P.Edin. in 1884, 
and being admitted to the Membership of the Royal College 
of Surgeons of England a year later. Earlier in his career 
‘he was a demonstrator in anatomy in the Edinburgh School 
of Medicine, and he was afterwards pathologist and 
ophthalmic assistant in the Royal Infirmary. Subsequently 
he was engaged for a period in private practice in York- 
shire, and ultimately established himself as a consultant 
in London, where he built up a large practice. During the 
war he rendered valuable service in the medical examina- 
tion of recruits, and later in furnishing medical aid 
during air raids. In addition to his work for the News- 
paper Press Fund, he gave a similar service to the Press 
Club, of which he was an honorary member. He was a 
Fellow of the Royal Medical and Physical Societies of 
Hdinburgh. Dr. MacGregor is survived by his widow, who 
is well known for her philanthropic and social welfare work 
in Leeds and London. 


Dr, Sypney James Cree, who died on November 23rd, 
received his medical education at the University of Man- 
chester, where he graduated M.B., Ch.B. in 1909, and 
proceeded M.D. in 1914; he obtained the D.P.H. in 1910. 
After holding the post of resident medical officer at the 
Infectious Diseases Hospital, Newcastle-on-Tyne, he was 
appointed deputy M.O.H. At the outbreak of war he 

ame medical officer to a battalion, and subsequently 
organized and commanded one of the first sanitary sec- 
tions, At the end of the war he held the rank of 
D.A.D.M.S., and was awarded the O.B.E. (Military) and 
the Médaille d’Honneur des Epidemies (en argent). He 
Won especial distinction for services in connexion with 
the introduction of methods for the disposal of refuse and 
also the control of milk. At the end of the war he 
returned to Newcastle, but, in 1823, was appointed medical 
officer of health for Durban, Natal, where he remained 
for five years. His health suffered in consequence of the 
exigencies of his work and also of the climate,. and he 
returned to England last September, making his home at 
Rhos-on-Sea. A colleague writes: Clegg’s passing removes 
4 striking figure from preventive medicine. His wide 
eeeetsies and broad outlook endeared him to all with 

1om he came in contact, and created for him 
number of friends. 


Medico-Legal. 


A SPECIALIST’S FEES. 

WHEN a nag sued for fees in the King’s Bench Division 
on December 5th, Mr. Justice McCardie said that the diffi- 
culties would not have arisen if doctors would tell their 
patients in clear terms at the beginning of the treatment the 
scale of fees they intended to charge. His Lordship thereupon 
gave judgement for Dr. J. H. Douglas Webster, a specialist 
in radiology and electrical treatment, and honorary physician 
in charge of the radiology department at the Middlesex Hos- 
ital, for fees claimed for treatment of Miss Muriel Clifford of 
loomsbury Square, London, for severe sciatica, with the 
exception of a special fee of £30 for a journey he made at the 
defendant’s request from Eastbourne, where he was then stay- 
ing, to give ler treatment in London. Dr. Webster’s counsel 
said that this fee was really smaller than he could have reason- 
ably charged, for it was a custom of the medical profession that 
a specialist who went out of town to a patient was entitled 
to charge one guinea a mile for the distance travelled, and 
this custom equally applied to a specialist who was staying 
at Eastbourne making a journey to London at his patient’s 
request. 

r. Justice McCardie recognized the importance of maintain- 
ing an adequate remuneration for the medical profession, for 
it required seven or eight years and the age 2 of thousands 
of pounds for a doctor to become qualified. He had to take 
expensive rooms, and he must maintain an adequate social 
standing. Therefore it was impossible to regard the medical 

rofession as other than one entitled to adequate remuneration. 
His Lordship held that Dr. Webster’s charges were reasonable, 
except for the fee for the Eastbourne journey, which he 
reduced to £4. 


The Services. 


ARMY MEDICAL ADVISORY BOARD. 

Ir has been decided to reconstitute the Army Medical Advisory 
Board with the following terms of reference: ‘“‘To advise the 
Secretary of State for War on any question of policy, in con- 
nexion with the Army Medical Service, on which he may desire 
to consult them.’’ The Board will consist of the Director-General 
A.M.S. (President), with four civilian members of the medical 
profession appointed by the Secretary of State, and the President 
of the Medical Board, India Office, when matters concerning India 
are under discussion. The ordinary meetings of the Board will be 
presided over by a chairman appointed by the Secretary of State 
from among the civilian members of the Board and nominated 
by the members in consultation with the D.G.A.M.S. If the 
D.G.A.M.S. desires to attend any meeting of the Board he will 
take the chair. 

The Board will meet thrice a year, but the civilian members 
may arrange additional meetings on notifying the D.G.A.M.S. 
through the chairman. After each meeting the conclusions of 
the Board will be reported to the D.G.A.M.S., and, after further 
consultation if necessary, by him to the Secretary of Stale. 
Whenever he desires to do so the Secretary of State will sce 
all or any cf the civilian members of the Board, and the Board 
will have the right, after informing the D.G.A.M.S., of access 
to the Secretary of State. 

The following have been appointed to the Board as now recon- 
stituted : Lieut.-General Sir Matthew Fell, D.G.A.M.S. (President) ; 
Sir Berkeley Moynihan, Bt., P.R.C.S. (Chairman); Lord Dawson 
of Penn, M.D.; Sir Cuthbert Wallace, F.R.C.8S.; Professor D. P. D. 
Wilkie, F.R.C.S.; with Sir Leonard Rogers, M.D., F.R.S., Presi- 
dent of the Medical Board, India Office, when matters concerning 
India are under discussion. The secretary is Major C. M. Drew 
(D.A.D.G., A.M.D.1). Vacancies among the civilian members will 
be filled by the Secretary of State on the recommendation of the 
remaining members of the Board. 


Army Medical Directorate Consultative Committee. 

It has been decided also to appoint a committee, to be known 
as the Army Medical Directorate Consultative Committee, to 
advise the D.G.A.M.S. as to (a) the supply of candidates for the 
regular R.A.M.C. and its reserves; (b) post-graduate and other 
professional courses of instruction for R.A.M.C. officers; and 
(c) such administrative or professional questions as may from 
time to time be referred to it. The chairman will be the 
Director-General A.M.S., and the vice-chairman the Deputy 
Director-General A.M.S. There will be six civilian members of 
the medical profession who hold instructional or other appoini- 
ments at university centres or medical schools, and one civilian 
member of the Chemical Warfare Committee. The civilian 
members will be appointed by the Secretary of State on the 
nomination of the D.G.A.M.S. every three years. Full meetings 
of the commitice will be held twice yearly, or as often as may 
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be required, at the War Office. Other meetings may be held 
elsewhere, as required. . 

The Secretary of State has approved the following appointments 
to the committee: Lieut.-General Sir Matthew Fell (chairman) ; 
Major-General H. B. Fawcus (vice-chairman); Sir Robert Bolam, 
M.D., Sir E. Farquhar Buzzard, M.D., Professor T. R. Elliott, 
M.D., F.R.S., Professor J. Fraser, F.R.C.S.Ed., Professor G. E. 
Gask, F.R.C.S., Mr. A. E. Webb-Johnson, F.R.C.S., Professor J. 
Barcroft, F.R.S. (Chemical Warfare Committec). Major C. M. 
Drew is secretary of this committee also. 


No. 14 STATIONARY HOSPITAL. 

Tue annual dinner of the No. 14 Stationary Hospital was held at 
the Trocadero Restaurant, London, on December 7th. Colonel 
C. R. Evans, D.8.0., took the chair, and proposed the toast of 
* The Hospital.’’ He described the way in which No. 14 Stationary 
Hospital came into existence at the beginning of the war, and 
touched lightly on some of the vicissitudes in its career. He 
referred warmly to the spirit of comradeship which had alwa 
characterized it, and which continued to attract each year to the 
annual dinner a gratifying number of the hospital staff. Dr. 
H. L. Tidy, the organizer of the dinner, read letters from several 
medical officers who were unable to attend. A hearty vote of 
thanks was accorded to him for his services in keeping these 
pleasant functions in existence. 


Medical Notes in Parliament. 


[From our PARLIAMENTARY CORRESPONDENT. } 


THe House of Commons this week passed a resolution allocating 
time for the committee and subsequent stages of the Local 
Government Bill and the Local Government (Scotland) Bill 
and completed examination of the Imperial Telegraphs Bill. 
Other business put down for the week included the first day 
of the committee stage of the Local Government Bill and 
debate on Mr. Chamberlain’s proposal to reduce the housing 
subsidy after next September. The House eventually decided 
to allot seventeen days for the Local Government Bill as 
follows : committee thirteen, report three, and third reading 
one. Twelve more days were allotted to the Scottish Bill— 
namely, committee nine, report two, and third reading one. 
[Originally only eight days were proposed by the Government 
for the committee stage of the Scottish Bill, but Sir J. 
Gilmour agreed to give an extra day.] 

Representatives of the Poor Law Committee of the British 
Medical Association met the Parliamentary Medical Committee 


at the House of Commons on December 11th to discuss possible . 


amendments to the Local Government Bill. The Scottish Bill 
on the same subject was not considered by the conference. 
Certain amendments proposing to give effect to the views of 
the Poor Law Committee have been, or will be, put down 
by Dr. Fremantle, Sir Richard Luce, and other members 
but do not come before the House as the proposals of the 
Parliamentary Medical Committee. On Clause 4, which deals 
with the alternative powers of giving assistance, the Poor Law 
Committee desired that it should be obligatory, instead of 
optional, on local authorities to give assistance under the Public 

ealth Act, Mental Deficiency Act, Maternity and Child 
Welfare Act, Blind Persons Act, and Public Health (Tuber- 
culosis) Act, by virtue of the appropriate Act, and not by way 
of poor relief. Amendments proposing this are already on the 
pores. The future of institutions taken over by the public 
ealth authorities was also mentioned in the discussion, and 
a desire ap geen that they should not be run as Poor Law 
infirmaries but as public health hospitals. A suggestion was 
made that the mandatory character which the conference 
desired Clause 4 to have should be qualified by giving the 
Minister a right to waive the obligations of the local aut ority 
on application being made to him and a case proved. The 
bill already proposes to give him similar power to waive the 

iscussion arose on the proposal in the bill to incl 

services in the block grant to local authorities. — ‘maliod 
members of Parliament argued that child welfare and maternit 
services should be excluded from the block grant in the first 
five years, but the gence an of the Poor Law Committee 
of the British Medical Association thought a compromise might 
secure that additional grants would be made where he e 
developments occur in maternity services and child welfaee 
The conference was of the general opinion that the provisions 
of the bill regarding the block grant might be augmented b 
‘the Minister taking power under Clause 86 to see that penser A 
provided efficient public health services. a 

The representatives of the Poor Law Committee indicated 
that they approved the main principles of the bill, subject to 
ratification of this view by the Council of the British Medical 
Association, which was due to meet on the following day. 


‘where it had not been taken up at all. 


Local Government (Scotland) Bill. 

The House of Commons discussed, on December 5th, a mone’ 
resolution authorizing the expenditure involved in connexion wit 
the Local Government (Scotland) Bill. - After Dr. Extior had 
explained the objects of the resolution, Mr. Cowan wished to know 
what power the Government had taken to assist new social 
services which might be started during the quinquennial period, 
Was any money available in Scotland which could be used for 
expanding or for new services? 

Dr. DrumMonp Sitiets said he was disappointed that Dr. Elliot 
had given no justification for the proposal to finance health 
services by bringing them into the ih of a block grant instead 
of allowing them to continue under the percentage grant system, 
No town or country district in Scotland had yet a really adequate 
— health system, nor had an excessive amount of money ever 

een spent in any such way. The bulk of the total grants was 
still to be paid under the percentage system, but health serviess 
were to be put under the block grant system. Health services 
were the most rapidly developing of public services; within the 
last twelve years more subjects had been brought within their 
scope, and the expenditure on them had in some cases increased 
two or three times. His friends believed that the Minister o 
Health and Dr. Elliot were not unsympathetic to these services, 
but he suspected that the Treasury had adopted the block grant 
as a means of checking rapidly developing services which were 
likely to expand still more. Public opinion was ripe for a still 
larger development, and on local authorities some of the keenest 
workers on the public health side of local government were 
Conservatives. In many of the large towns of Scotland the present 
and the preceding year had been “ economy years,” yet this year 
was to be taken as the standard under the bill. Therefore, if. any 
development of services now in existence was undertaken within 
the next five years, the expense would fall on the ratepayers. 

There was no child welfare service in Caithness, nor in a number 
of other districts of Scotland. Did the Government expect. that 
any district which had no child welfare and maternity service at 
present was likely to establish one within the next five years 
seeing that to do so would involve a great increase in the local 
rates? Figures showed that in Edinburgh last year there were 
many more deaths among mothers who had no anie-natal treat- 
ment than among those who had. The significance of this was 
just being realized where the service was not adequate and 
If the whole of the public 
health services could not be taken out of the block grant, could 
not child welfare and maternity at least come under the per 
centage system? No probable development of child welfare and 
maternity service could be regarded as excessive. Maternal mor 
tality had been receiving special attention, and two Commissions 
were inquiring. into it at present. Many factors in maternal 
mortality were not understood, and there were great difficulties 
in regard to il. One obvious factor, however, was that women 
who received attention before confinement had a much greater 
chance of surviving. The House and the country would be grateful 
if these services were removed from a stagnating influence. Dr, 
Shiels closed with a reference to a cognate matter. For years 


‘the House and the Scottish Board of Health had put various 


new duties on local authorities. These authorities now had to 
supply insulin, they had a new duty with regard to encephalitis, 
and they did not know what other new duties would turn up; they 
would have to put on the communities the whole expense of new 
services which the House or the Board of Health might call upon 
them to provide. 

Mr. W. Watson (Lord Advocate) said that by the percentage 
grant Parliament was at the mercy of richer districts, and 
penalized the poorer. That was a vital point when considering 
the adequate provision of public services, including health services. 
Sir John Gilmour was as concerned as was Mr. Chamberlain to 
see maternity and child welfare schemes fully and adequately 
protected and carried out. ; 

The House then carried the financial resolution by 224 to 140. 


Preservation of Infant Life Bill. 

This bill was considered by the House of Lords in Committee 
on December 6th. Clause 1 provided that 9 

Any person who with intent to destroy the life of a child capable of 
being born alive, by any wilful act causes a child to die before it has 
an existence independent of its mother, shall be guilty of felony, 
wit, child destruction, ‘and shall be liable on conviction thereof on 
indictment to penal servitude for life: provided that no person 
be convicted at an offence under this section if it is proved that the 
act which caused the death of the child was done in good faith for the 
purpose only of preserving the life of the mother. 


A further subsection provided that evidence of twenty-eight weeks’ 
pregnancy at any material time should prima facie evidentt 
that the woman was at that time pregnant of a child capable 
of being born alive. 

Lord Atkin moved to omit Clause 1 in order to insert the 
following new clause : 

> A woman may be convicted of infanticide notwithstanding 
that the death of her child is caused by her in the course of delivery; 
and the term “newly born child” in the Infanticide Act, 1 
shall include a child while in the course of delivery. (2) For the 
purposes of this Act the course of delivery shall be deemed to continue 
until the child has an existence independent of its mother. 


Lord Atkin, in moving his amendment, said he had previously 
objected to the bill on the ground that it went further than was 
necessary. and that it exposed professional men to the danger 
being charged with a new offence which it was unnecessary to 
upon the Statute Book. He was prepared to accept the view t t 
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a gap existed in the law, and that whereas at present a woman 
could only be convicted of an offence if a child who was killed 
had a separate existence, there might be cases in which the death 
was caused while the child was in the act of being born. That 
gap ought to be remedied, and his amendment precisely provided 
tor the position by proposing that the offence of infanticide should 
be extended. The bill went further. It extended the offence to 
third persons other than the mother. He was reluctant that a 
new offence should be created which would expose professional 
men and women to the possibility of a charge of this kind. From 
time to time the doctor had to make up his mind that to save 
the mother’s life the child must be sacrificed. This bill would 
make such a doctor liable to a new offence, punishable by penal 
servitude for life, unless he discharged the onus of “| that 
he acted in good faith for the purpose of preserving the life of 
the mother. Lord Atkin pPrer hh | strongly to any onus being put 
on anybody to prove he was innocent. It was very inadvisable 
that professional men and women should carry on their important 
vocations under the possibility of a criminal charge either by a 
disappointed parent or a mischievous attendant. Another objec- 
tionable provision in the bill was that the offence was extended 
to the killing of a child before delivery had begun. That was an 
unnecessary proposal, which would overlap the existing law on 
rocured abortion. For these reasons Lord Atkin proposed that 
he bill should be confined to meeting the only evil which really 
existed, and that this evil should be met by slightly extending 
the bounds of an old offence. : 

Lord Merrivate said he was not prejudiced against any proposal 
for dealing by an independent method. with the grave danger at 
which this bill was aimed. Lord Atkin’s amendment would reduce 
to a misdemeanour the limited offence which it created. The 
loophole for evasion of the long-established severity of the criminal 
law towards abortion, which had been pointed out by Mr. Justice 
Talbot, had not been till then generally appreciated. “Lord Darling 
had framed a bill in a previous session which had been accented 
by the House of Lords on principle and sent to a Grand Com- 
mittee. That bill was designed to provide that, in the case 
unprovided for, the penalty of abortion should be incurred by 
those engaged in the act. No person of any experience wished to 
imperil a decent doctor who had performed a terrible task and 
had deprived a fellow creature of life; but, as Lord Merrivale 
conceived it, the respectable medical practitioner and the decent 
midwife did not run this risk, but the people who at pnesent 
practised abortion and, in a vast number of cases, escaped without 
—— because the crime was most difficult to bring home. 
The House of Lords would provide for the security of the respect- 
able medical practitioner and the respectable midwife if a clause 
or subsection were inserted to provide that there should be no 
prosecution of a registered practitioner or of a registered midwife 
without the sanction of the Attorney-General. 

Lord Parmoor said the question of the doctor or the nurse was 
a distinct one. For reasons which they all knew, they had not the 
advantage of hearing the views of Lord Dawson of Penn. He 
thought the bill as it stood was unduly harsh. 

Lord DartinG said that at present a woman who desired not to 
have a child born alive and continue io exist could go to a 
professional abortionist, of whom there were many, and say, 

I expect my delivery about a certain time. When I know it is 
coming I shall send a message to you. I only ask you to do 
what is perfectly safe. Before it has a separate existence, when 
it is neither a living soul nor merely a foetus, you kill it, and 
by the law of England you commit no offence whatever.” If Lord 
Atkin’s amendment were carried that monstrous condition of 
things would still be the law of England. Lord Darling had spoken 
to learned judges and had found that there were far more of 
these cases than people who did not atiend assizes suspected. On 
the question of proving onus, the provision in Clause 1, running 

if it is proved that the act which caused the death of the child 
was done in good faith for the purpose only of preserving the 
life of the mother,” did not say that this must be proved by the 
defence. Lord Darling offered at the proper time to move to alter 
the provision to read: “ provided that no person shall be guiliy 
under this section, unless it is proved that the act... was not 
done...” That would ¢ on the prosecution the obligation to 
prove that the person who did the act had not doné it only to 
preserve the life of the mother. 

Lord Hamsxam, the Lord Chancellor, said that by English law a 
child had not a separate existence by reason of the fact that it 
had breathed. It had to be proved to have acquired a separate 
and distinct circulation from that of its mother. If the life of 
the living thing be taken after the commercement of its birth, 
but before it had acquired a separate existence in the sense indi- 
cated, then at present there was no offence at all. Nobody could 
be punished if proved to have done it, however maliciously and 
Wickedly. He had expressed regret that publicity had been given 
to the existence of this gap, but, the gap having been disclosed, 
it was incumbent to close it. Unfortunately there were people 
who made of abortion a trade profitable in proportion to its 
danger. The practice of abortion was very rife in this country 
at present, and Lord Atkin’s amendment would provide the abor- 
tionist with a charter. Some provision had been made in the bill 
to cover the doctor who acted in good faith, but Lord Hailsham 
thought it advisable to go further. He advised Lord Darling to 
accept or introduce an amendment making clear that the doctor 
was not charged with the burden of _— he acted in good faith, 
or else to accept the suggestion of Lord Merrivale that no prose- 
tution should take place under this bill without the fiat of the 

ttorney-General, which would be an adequate protection. When 
once Parliament had made clear that so long as the act was done 
in good faith it was no criminal offence, he did not think they 
Would embarrass the medical man. It was necessary sometimes 
to procure abortion for the sake of the mother, and he had never 


heard that any doctor had been embarrassed or had hesitated in 
the discharge of that duty by reason of the knowledge that if 
he was not acting in good faith he would be guilty of a criminal 
offence. He did not think the embarrassment would be greaicr 
under this bill than under the existing law, but care must be 
taken that the offence was not made to extend further than was 
necessary. He advised Lord Darling and the House to make that 
clear now or on the report stage. The Infanticide Act said that 
what would otherwise be murder should be a less offence when 
the person murdered was a newborn child and when the mother 
who had taken its life was disturbed and unbalanced in hcr mind 
by reason of having just given birth to the child. Lord Atkin’s 
amendment would mean that if the woman’s mind was not upset 
and if she did the act in cold blood deliberately, then she would 
commit no offence at all. The Infanticide Act did not create an 
offence but modified a penalty, The bill before the House created 
an_ offence which had been made penal in the Indian criminal 
code many years ago. 

Lord Atkin said that, both as a judge and as president of 
the _Medico-Legal Society, he had expressed himself against 
the offence of abortion. His objection to the bill was that it 
minimized that offence because that which corresponded to 
abortion under this bill would only be an offence if done with the 
intention of precuring the death of a child, which was not an 
ingredient in an ordinary case of abortion. He did not believe 
there was a single instance known of a professional abortionist 
killing a child in the course of delivery. If that had . 9 
it would have been discovered at coroners’ inquests. He was 
prepared io accept that there were many more cases than the 
public knew where the mother had killed the child in the course 
of delivery. 

By 40 voies to 11 tlie Lords decided that Clause 1 in its 
original form should stand part of the bill. The House then 
agreed to the remaining clauses. 


Outdoor Relicf in Distressed Mining Arcas. 

Lord Evstace Percy spoke, on December 5th, in reply to Miss 
Wilkinson, who, on a motion for the adjournment of the House, 
had_ urged the provision from public funds of clothes for children 
in the distressed mining areas. Lord Eustace said that in practi- 
cally the whole of Glamorgan feeding of necessitous children was 
now done on medical certificate. In Rhondda over 1,000 children 
were being fed on medical certificate. A few weeks ago he sent 
down a medical officer, who reported that the work was thoroughly 
well done, and that it was necessary for the medical examination 
to be continued. That was being done, and reporis to Lord 
Eustace were that serious deterioration among the children from 
malnutrition was being prevented. As regards boots, the needs 
of the school children in South Wales had been met by voluniary 
effort up to now. The chief and urgent need in the schools of 
South Wales was clothing. Feeding of the kind he had described 
was going on in Northumberland, but nothing was being done 
in Durham. 

Answering questions on December 5th, Sir Krxestey Woop said 
that in parts of the coal-mining areas, as elsewhere, outdoor relief 
was given by the guardians to able-bodied men only on a medical 
certificate. This was a matter within the discretion of the 
guardians. Lord Eustace Percy announced, on the same day, that 
most education authorities in mining areas, including eleven in 
South Wales, were providing meals or other nourishment to 
children suffering from malnutrition whose parents could not 
provide them with sufficient food. In Monmouth and Abertillery 
feeding was on an income scale, and in the rest of Wales on a 
medical certificate on the state of the child’s health. Medical 
examinations were frequent, and arrangements were made so that 
any child who became malnourished between two medical inspec- 
tions could be fed. He had made a specific recommendation on 
the amount of time that ought to elapse between inspections. 
Feeding in ihese distressed areas should be based on close and 
continuous medical inspection of the child. The areas which were 
doing that were doing much more satisfactory work than areas 
which merely fed on the basis of the ge | of the parents. 

Lord Evstace Percy, on December 10th, told Mr. James Hudson 
that of twenty local authorities in the mining districts of South 
Wales and Durham twelve were already providing meals for 
schoo] children, two were preparing to do so, and six were not, 
so far as he knew, providing any meals, Five of the authoritics 
providing meals were doing so on a medical basis of selection, 
and one other authority was preparing to adopt this basis. Some 
months ago he communicated with the local education authorilies 
in other mining areas, suggesting that a special medical survey 
of the schools should be made before the end of the summer 
term. As a result of this survey feeding had now teen under- 
taken in certain of these areas also. Children selected on a 
medical basis might be provided with ordinary dinners, or wiih 
special nourishment, such as milk and cod-liver oil and malt, On 
many occasions during the course of the last year he had empha- 
sized the importance of local authoritic. making adequate pro- 
vision for malnourished children, and had pointed out some of 
the advantages of the medical basis of seiection as compared with 
the income basis, but had put no pressure upon them to adopt 
the former in preference to the latter. _Where the medical basis 
was adopted he had urged that borderline cases should be 
re-examined at frequent intervals, and that the schools as 
a whole should be pgm a re-surveyed. In ceriain cases 
arrangements were also made for the ed feeding of 
children between the visits of the medical officers if the head 
teacher had reason to believe that any child was not receiving 
sufficient food. The distinction which appeared to be drawn by 
Mr. Hudson between medicinal feeding and feeding children who 
were hungry was based on a misapprehension. ‘* Malnutrition,” 
for this purpose, meant that the child was “unable by reason of 
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lack of food to take full advantage of the education provided 
for it.’ That was the test prescribed by the Education Act 
and the distinction was between selection on this basis by medica 
inspection and supervision of the children themselves and selection 
according to the size of the parents’ income. 


Vaccination against Distemper in Dogs. 

Replying to Mr. Crawfurd, on December 10th, Mr. Guinness 
said the Ficld Distemper Research Commitiee had recently 
announced that an effective method of vaccinating dogs against 
distemper had been discovered. He understood that the com- 
mittee had offered to assist commercial laboratories or institutions 
willing to prepare the vaccine and make it available to the public. 
No public funds were available to assist the preparation or dis- 
tribution of the vaccine. The Ministry’s responsibility in respect 
of diseases of the dog was confined to diseases such as rabies, 
which were communicable to farm livestock or human beings. 

Mr. Crawrvurp asked whether, if this was an effective preventive, 
it did not mark a milestone in the treatment of dogs, and if the 
Government could help in the efforts which were being made in 
this direction by recommending a grant to help to make ithe 
application of the vaccine universal? Mr. Guryvyess said he agreed 
as to the great importance of this discovery, but he did not sce 
any necessity for a Government grant, seeing that the discovery 
was now pasi the experimental stage, and there was every hope 
thai it would be taken up in the ordinary course by those whose 
business it was to supply these vaccines. Dr. Vernon Daviss : 
Is it not. a fact that this is a direct result of experiments made 
on dogs? Mr. Guinyess: I believe that is so. 


Health of the Mercantile Marinc.—Mr, Hersert Witviams, in a 
reply to Dr. Vernon Davies on December 5th, said that as a 
result of consultations between the Ministry of Health and the 
Board of Trade, a joint standing committee had been set up to 
advise the two depariments on matters affecting the health of 
the mercantile marine. One of the first questions which that 
committee would be asked to consider was the preparation of a 
report on the health of the mercantile marine. 


Women Members of Visiting Commiticcs of Mental Hospitals.— 
Mr. CHampertarn told Sir Rohert Newman, on December 6th, that 
information was not available to show how many women patients 
of unsound mind were detained in borough or county mental 
hospitals in England or Wales where there were no women 
members on the visiting committee. When legislation dealing with 
the subject was proposed the Government would consider maki 
it compulsory that a certain number of women should be appointe 
to serve on all such-visiting committees. 


Bellahouston. Hospital—Major Tryon, in reply to Mr. Buchanan 
on. December 6th, said the tenure of Bellahouston Hospital by the 
Ministry of Pensions would not extend beyond Whitsuniide, 1930. 
It was impossible so soon to indicate the steps that would be 
taken to accommodate patients who might then require hospital 
treatment. No difficulty was anticipated in making satisfactory 
arrangements. He would continue to maintain hospital accorm- 
modation in the West of Scotland as long as possible. 


Notes in Bricf. 

Mr. Chamberlain is considering the sciting up of an advisory 
committee on the question whether certain articles ordered for 
insured persons by insurance practitioners are foods and cannot 
properly be supplied to insured persons as part of their medical 

nefit under the National Health Insurance Acts. He hopes to 
provide for the representation of Wales on the committee. 

The protocol prohibiting the use of gas in war has only been 
ratified by six States, of which Germany is not one. The British 
Government is not prepared to ratify it unless all other signa- 
tories are willing to do so. 


niversities and Colleges. 


UNIVERSITY OF CAMBRIDGE. 
AT a congregation held on December 7th the following medical 
degrees were couferred : 


'M.D.—W. haw. 
B.Cam.—H. N. Webber, H. Girling. 


UNIVERSITY OF LONDON. 
THe regulations in the Faculty of Medicine for internal and 
external students have been amended by the addition of the 
following words at the end of the section headed ** Branch I1I— 
Psychological Medicine ”’: 
“* A general knowledge of medicine will be 2 ; 
and questions in genera! medicine may beset.” 


Mr. H. L. Easou has been elected chairman of the Li 
Committee. Ee Library 

The Geoffrey E. Duveen Travelling Studentship in Oto-rhino- 
laryngology, of the value of £450, will be awarded anuually. The 
tenure is for one year, to be spent abroad in accordance with the 
scheme to be approved by the Board. It may be extended for one 
or two years and during the extended period the student may be 
allowed to undertake research at the Royal Ear Hospital or some 
other approved laboratory. Grants for the promotion of research 
in oto-rhino-laryngology, or any part thereof, may be made from 
the trust fund of the benefaction. No person shall be qualified for 


election to the studentship or ta receive grants from the fund 
until he or she has obtained M.B., B.S. degrees in the University, 
Applications, ou forms provided, to be sent to the Academic 
Registrar of the University by December 3lst, 1928, together with 
a statement of the nature of the research in which the student 
proposes to enguge or a scheme of study submitted for the approval 
of the Board. 

Sixteen medical entrance scholarships and exhibitions of the 
aggrevate total value of £1,700, tenable 1m the Faculty of Medical 
Sciences of University College and King’s College and in the 
medical schools of King’s College Hospital, University College 
Hospital, the London Hospital, and the London (Royal Free 
Hospital) School of Medicine for Women, will be offered by the 
London Inter-Collegiate Scholarships Board. The examinations 
for medical scholarships will commence on April 16th and 
June 25th, 1929. The iatest dates for the receipt of entries are 
March 2lst and Jane respectively. Further particulars and 
entry forms may be obtained from the Secretary of the London 
Inter- Collegiate Scholarships Board, S. C. Ranner, M.A., the 
Medical School, King s Colleve Hospital, Deumark Hill, S.B.5. 


UNIVERSITY OF BIRMINGHAM. 
Dr. L. G. Parsons has been appointed the first occupant of the 
new Chair of Infant Hygiene and Diseases of Children. 


UNIVERSITY OF BRISTOL. 
Tur following candidates have beeu approved at the examination 
indicated : 


M.D.—C. B. Perry ; (Dissertation Approved), A. M. Critchley. 
M.B.,CaH_B. (Part [ineluding Forensic Medicine ad Toxicology). 
—*J. F. Coates. Eveline M. D. M. Collinson, 1H. F. G. Corfield, 
J. Lil. W. Davies. J. J. J. Giraldi, R. D. Jones. 'G. F. Langley, 
R.A Lattey, R. P. Lucas. J. E Newton, 8. C. Wake. Un Pari I 
only): U. M. Hopkins, W. L. Sleight, H. M. Strover. (Pari 1D; 
§A. A. Dowling, §H. D. Pyke, !G.-R. Fells, Ethel M. Redman, 
(In Group I1, completing examination): Phoebe C. Vine. : 


* With distinction in Materia Medica. Pharmacy, Pharmacology, 
and Therapeutics, and Forensic Medicine and Toxicology. : 

+ With distinction in Forensic Medicine and Toxicology. 

t With di-tinction in Mat.ria Medica, Pharmacy, Pharmacology, 
and Therapeutics. 

§ With second-class honours and distinction in Obstetrics. 

i With distinction in Public Health. 


UNIVERSITY OF GLASGOW. 
PrRoressorn ANDREW Hunter, M.A., B.Sc., M.B., Ch.B., of the 
University of Toronto, has been appoiuted Gardiner Professor of 
Physiological Chemistry m the University of Glasgow, in succes- 
sion to Professor Cathcart, F.R.S. 


UNIVERSITY OF DUBLIN. 
OF Puysic, TRINITY COLLEGE. 
THE following candidates have been approved at the examination 
indicated: 


MEDICAL EXAMINATION: Part II, Medicine (M.B.).—*A. G. 
Thompson, *W. J. E. Jessop, *Nora A. Stack, G. C. Dockeray, 
D. F. Walsh, Mo'lie Finegan, J. E. C. Cherry, J. E. McMahon, 
J. T. McGinn, I. W. Pigott, F. S. Morrison, C. M. O’kricn. 
Surgery (".Ch.): *A. G. Thompson, *G. C. Dockeray. D. F. Waish, 
W. R. Johnston, J. E. MeMahon, E. du P. Meiring, N. Shapira, 
R.I. G. Reii, J. Beggs, F. R. Falkiner. f. F. Ratthaus, J. Horwich, 
Cc. King, F. S. Mackenna. Mideifery (B.4.0.): B. Harris, 
*T. B. M‘Mahon, G. B. Thrift, C. M. Taylor, R. St.J. Lyburn, 
W. B. Hamilton, C. M. O’Brien, R. I. Reid, A. H. O'Malley, BE. B.A. 
Solomons, N. 8S. Klass, G. K. Graham. J. Beggs, A. F. Kennedy, 
P. A. Thornton, F. $8. Mackenna, W. I. Chapman. 


* Passed on high marks. 


NATIONAL UNIVERSITY OF IRELAND. 
Tur Senate, at its meeting on December 7th, tendered to the 
relatives of the late Dr. Michael M. Davitt its respectful sympathy 
in their recent bereavement. 

It was decided to hold an examination for a travelling student- 
ship in pathology next year, in view of the fact that tie examina- 
tion for 1928 had not been competed for. 

The following appointments at University College, Dublin, were 
made: Professor of Surgery, Senator L. Barnivilie, M.D., M.Ch.; 
Professor of Systemic Surgery, H. S. Meade, F'.R.C.S.1. ; Lecturer 
in Medical Jurisprudence, A. R. J. Duggan, M.D. 

A report from Dr. D. J. Coffey, as representative of the Univer- 
sity on the General Medical Council, was approved. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
AN ordinary Council meeting was held on December 5th, when the 
President, Sir Berkeley Moynihan, Bt., was in the chair. 


Diplomas and Licences. 
Diplomas of Fellowship were granted to the following thirty-six 
candidates: 


J. R. M. Whighan, A. W. Holgate, B. L. B. Jeaffreson. J. H. Doggart, 
H. S. Allen, E. S. Page, T. V. Pearce, F. W. G Nash, A. M. Claye,. 
J. C. Barrett, V.C., G. B. W. Walker, V. H. Ellis, D. H. Macleod, 
A. Mewillan, J. P. Monkhouse G. H. Steele, C. B. Andreae, 
C. E. Beare, I. Price, A Souvasky, H. B. Stallard, J. B. Crabtree, 
J. M. Turner, G. E. Parker, C. I. Tuckett, L. A. Richardson, 


R. W. Butler, M. K. Hussein, J. M. Buchanan, J. Crooks, G. M. Gray, 
Hall, J. S. Loughridge, C. McI. Marshall, 5. N. Taylor, 
. J. Walsh. 
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Rk. C. Brock, I. D, Miller, and J. E. Sykes also satisfie1 the examiners at 
the — Fellowship Examination, but have not yet complied with the 
regulations, 


Diplomas of Membership were granted to A. S. Rajasingham and 
Floreuce Whitrow, who have now coniplied with the regulations. | 
Licences in Deutal Surgery were granted to forty-eight candi- 
dates. 


. Court of Examiners. 
Mr. Ernest W. Hey Groves was elected a member of the Court 
of Examiners in the vacaucy cccasioned by the resiguation of 
Mr. V. Warren Low. 


Annual Meeting of Fellows and Members. 

A report from the Committee on the Annual Report of the 
Council was received, and the comments recommended by the 
Committee regarding thé resolution carried at the aunual meeting 
of Fellows and Members were approved aud adopted as follows: 


In view of the recent postal vote of the Fellows, the Council is not 
prepared to take into further consideration at the present time the 
question of altering the constitution of the College so as to give 
Members of the College direct representatiou on the Council. 

The maiu function of the College is to promote the study and 
practice of surgery. If there are any matters in this connexion 
affecting the health of the nation to which Members of the College 
wish to draw attention an opportunity for so doing is afforded at the 
annual meeting of Fellows and Members, while the Council will at all 
times welcome and give carefu! consideration to representations made 
to it by any Member or body of Members of the Coilege in reference to 
matters which come within the functions of the College. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH. 
Tut annual meeting of the Royal College of VPhysicians of 
Kdinburgh was held on December 6th. Dr. Robert A. Fleming 
was re-elected President for the ensuing year; Dr. Robert Thin 
was nominated Vice-President, and Drs. G. Lovell Gulland, 
John Orr, William Fordyce, Kdwm Bramwell, and A. Fergus 
Hewat were elected to form the Council. 

Drs. William Russell and Johu Orr have been re-elected repre- 
sentatives of the College on the Board of Management of the 
Royal Infirmary of Edinburgh. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 
AY the monthly business meeting held on December Tth, the 
Vresident admitted to the Licences in Medicine and Midwifery the 
following candidates who had passed the Wiuter Conjoint Final 
Examination: D. J. Herrick, J. lf’. Hynes, J. P. J. MacMahon, 
E. 8. O'Sullivan, J. Ryan, W. J. Walshe. 
It was unanimously resolved : 


That the Committee of Management of the Conjoint Scheme of the 
Ivish Royal Colleges of Physicians and Surgecns Le requested to 
proceed with whatever steps should be considered necessary to 
estabiish reciprocity with the National Board of Examiners of the 
United States. 


Medical Netus. 


A PORTRaIT of Professor Priestley Smith, LL.D., F.R.C.S., 
will be unveiled to-day (Friday, December 14th) at the 
Queen’s Hospital, Birmingham. 

AT a meeting of the Royal Anthropological Society to be 
held at 52, Upper Bedford Place, W.C., on Tuesday, 
December 18th, at 8.20 p.m., Miss R. M. Fleming will give 
an address, illustrated by lantern slides, entitled: ‘A study 
of growth in children : its ethnological and educational signifi- 
cance. An analysis of six years’ consecutive measurement.’’ 


AT a meeting of the Royal Statistical Society on Decem- 
ber 18th, in the hall of the Royal Society of Arts, Adelphi, 
W.C.2, at 5.15 p.m., Mr. H. E. Soper will read a paper on 
the interpretation of periodicity in disease prevalence. 


THE house and library of the Royal Society of Medicine 
will be closed from Saturday, December 22nd, to Thursday, 
December 27th, both days inclusive. 


AS announced in our advertisement pages, the Grocers’ 
Company are offering scholarships cf £300 a year to encourage 
crigiual research in sanitary science. An allowance is also 
made to meet the cost of apparatus and other expenses in 
Connexion with the work. ‘The scholarships are tenable for 
one year, but renewable for a second or third year. The 
election will take place in May, 1929. Applications must be 
Sent in before the end of April to the Clerk of the Grocers’ 
Company, Grocers’ Hall, London, E.C.2, from whom forms 
of application and further information may be obtained. 


A JOINT gift of £20,000, payable over the next eight years, 
has been made by Sir William Berry and Sir Gomer Berry in 
response to the special appeal for £55,000 to rebuild the two 
Wards of the King Edward VII Hospital, Windsor, recently 
destroyed by fire, and the erection of a new nurses’ hostel, 
A sum of £12,000 is still required. 


WE are informed that about forty vacant beds are available 
for ailing and convalescent children of the professional classes 
at the Yarrow Convalescent Home at Broadstairs. The 
nominal weekly charge per child is £1 or less, the balance 
of the cost of maintaining the home being met by the founder, 
Sir Alfred Yarrow. Professional societies, parents, and 
doctors.are invited to obtain particulars from the secretary, 
116, Victoria Street, S.W.1 


THE tenth annual dinner of the Royaumont Unit of the 
Scottish Women’s Hospitals was held at the Belgravia Hotel, 
London, on December lst, under the presidency of Miss 
Frances Ivens, M.S. Seventy-four members attended. 


THE council of the Oxford Ophthalmological Congress has 
elected Mr. Bernard Cridiand as master for the coming year, 
the deputy master being Mr. Philip H. Adams, the honorary 
treasurer Mr. Robert J. Coulter, and the honorary secretary, 
to whom all communications should be addressed, Mr. C. G. 
Russ Wood, 12, St. John’s Hill, Shrewsbury. The dates of 
the next Congress are July 4th, 5th, and 6th, 1929. 


THE report of the Food Investigation Board for 1927 has 
been issued by the Department of Scientific and Industrial 
Research (price 4s. net). 1t gives an account of the various 
activities of the Board during the year under review; and 
in particular describes the progress of investigations not 
sufficiently advanced to warrant the issue of special reports. 
The report is divided into two sections, the first of which is 
a report of the Board, while the second is a report by the 
Director of Food Investigation. ‘The latter is subdivided into 
sections, each written by the member of the staff responsible 
for the conduct of the particular investigation, the progress 
of which is described in that section. 


A REPORT on phlebotomus and Oroya fever and verruca 
peruana, by the late Dr. Hideyo Noguchi and three colleagues, 
is published in the issue of Science for November 23rd. 


THE annual report of the Commissioner of Public Health, 
Queensland, for the period ending June 30th, 1928, contains 
a note that the outcome of the disaster at Bundaberg has 
been that immunization by toxin-antitoxin has ceased 
throughout the State of Queensland, and that at present it 
is not possibie to make use of a well-tried and most effective 
method of controlling diphtheria. 


WE have received the first three issues of Clinica, a 
bi-monthly journal published at Bucarest under the 
patronage of professors in the medical faculty and the 
editorial direction of Dr. B. Theodorescu. Each issue con- 
sists entilely of original articles written in Rumanian with 
French summaries appended, and is devoted to some par- 
ticular subject, such as cardiology, alimentary diseases, and 
surgery respectively. 


THE December issue of the Mission Hospital contains the 
annual financial statement of the Medical Missionary Aux- 
iliary of the Church Missionary Society, from which it appears 
that there is a surplus on the year’s working of £4,276, to 
which may be added £1,420 available for allocation from the 
surplus of the previous year. ‘his has enabled increased 
grants to be given to some of the more needy mission hospitals 
overseas. Owing to the difficulties of the war years there is 
an outstanding deficit of £19,000. The present increase in 
income is attributed to the expansion of the bodies which 
support the Medical Missionary Auxiliary, since receipts 
from legacies have decreased this year by £7,000. 


AT the recent congress held at Bordeaux under the name 
of. Journées Médicales de Bordeaux, the following papers; 
among others, were read. New treatment of pulmonary 
empbysema ard asthma by Dr. Creyx, melanotic carcinoma 
and naevi by Professor Sabrazés, acute delirium by Professor 
Abadie, new ideas on scarlet fever by Professor Dupérié, 
electro-therapy of infantile paralysis by Dr. Roques, arterial 
encephalography and localization of cerebral tumours by 
Professor Egas Moniz of Lisbon, and treatment of bone and 
joint tuberculosis by Professor Rocher. 


THE third congress of the German Society for Combating 
Rheumatism was held in Berlin from November 5th to 8th, 
under the presideucy of Professor Dietrich, when the follow- 
ing papers among others were read: Focal disease of the 
teeth and rheumatism, by Professor Adrion ; pseudo-rheum- 
atism, by Professor G. v. Bergmann ; rheumatic eye disease, 
by Professor LE. Kriickmann ; etiological diagnosis and treat- 
ment of chronic joint disease, by Dr. A. Zimmer; treatment 
of rheumatic contractures, by Professor H. Gocht; chronic 


joint disease, with special reference to articular syphilis and. 


Still’s disease, by Professor H. Strauss; aud diagnosis and 
treatment of chronic joint disease, by Professor H. Umber. 
The next congress will be held in the middle of April 
at Wiesbaden. Further information can be obtained from 
the secretary, -Dr. Max Hirsch, Fraunhoferstrasse 16, 
Charlottenburg. 
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LETTERS, NOTES, AND ANSWERS. 


Tar Britis 
Mepicat JouRNab 


Letters, Notes, and Anstuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Seeretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the British Medical Journal are MUSEUM 9861, 9862, 9863, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

ae of the British Medical Journal, Aitiology Westccent, 
London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, eic.), Articulate Westeent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus, 
Dublin; telephone: 62550 Dublin), and of the Scottish Office 
7, Drumsheugh Gardens, 
Edinburgh; telephone 24361 Edinburg 


QUERIES AND ANSWERS. 


Dry SKIN. 

“Hl. M. C.’’ desires suggestions for the treatment of a woman 
aged 40, who has had a very dry skin for a considerable time. 
She suffers each winter from deep cracks on the tops of the 
fingers and in the creases of the joints. Creams and ointments 
of various kinds, and a course of thyroid gland, have been tried 
without much improvement. 


A PAGE-TURNING DEVICE FOR ARMLESS PATIENTS. 

WITH reference to“ W. N.’s-” inquiry about a mechanical device 
for turning the leaves of a book, Dr. W. JoHNSoN SmyrH 
(Bournemouth) and Dr. F. W. Burton-FanninG (Norwich) 
remind us that among the many little inventions for 
the help of wounded officers who during the war were his 
guests, the late Sir Arthur Shipley (Master of Christ’s College 
Cambridge) made an appliance of this kind suitable for a man 
without arms. It was held between the teeth, and worked well. 
A description, with figure, appeared in the British Medical 
Journal of June 9th, 1917 (p. 769). 


Mrs. HuTcHINSON (The Lodge, Pembroke College, Cambridge) 
tells us that this contrivance was made by the Cambridge 
Instrument Company, Ltd., Carlyle Road, Cambridge, during 
the war, and it is possible they may still have the design and be 
able to repeat it. If not, Mrs. Hutchinson will endeavour to 
find a specimen contrivance or the desigu, which she believes to 
exist among Sir Arthur Shipley’s papers. 


INCOME TAX. 
Expenses of Caretaker: Additiona! Practice. 

“J.¥F. M.” is a bachelor, and as from October 24th purchased an 
additional practice. He continues to reside at his former 
practice, where he employs & man and his wife as caretakers 
etc., and employs a widow at the additional surgery, where she 
resides with her two children, What allowances is be entitled to? 

*,* On the facts stated ‘J. F. M.” can claim the whole cost 
of the employment of the widow in respect of the additional 
premises—including, of course, any remuneration given in kind, 
such as coal, gas, etc.—and the whole of the rent and rates. 
In the case of the premises where he resides, snch expenses will 
have to be divided in a reasonable proportion, according to the 
ratio of private and professional use. We think that the income 
tax authorities will require the practice to be treated as anew 
one as from October 24th last, unless the additional net earnings 
from the new portion of the practice as now constituted are 
small, 

Assistant’s Motoring Expenses, 

“A.C. &.”’ held various temporary appointments aft i 

in 1925, but has been in the same assistaniship Seab Sooaioal 
1926. He has been assessed as having commenced employment 
as from that date.. He vow uses his own car, but for a consider- 
able time a car was provided by his principal and a car which 
“belonged to him was garaged elsewhere. He also desires to 
know whether a man who backs horses regularly through a 
= agent can deolare gains or losses in his income tax 
return. 

*,” We are of opinion that in strictness the gains of employ- 
ment in such circumstances are separately computable for each 
employment, and that expenses incurred in connexion with 


(telegrams: Associate, 


cars—either by way of renewal or through depreciation—are not 
deductible in respect of periods when it was not a condition of 
the employment that the car expenses should be borne by the 
employee. With regard to backing horses, the results, whether 
favourable or unfavourable to the backer, do not come within 
the scope of his income tax declaration. 


LETTERS, NOTES, ETC. 


THE MEDICAL AND DENTAL REGISTERS. 
OFrick EDITIONS. 

THE REGISTRAR of the General Medical Council (44, Hallam Street, 
Portland Place, W.1) writes: In order to facilitate the work of 
those who find it essential to know whether a medical practi- 
tioner is legally qualitied or not—such, for instance, as officials 
of insurance committees, chemists and druggists, etc.—the 
Council publishes an office edition of the lists contained in the 
Medical Register, giving the names and addresses of all registered 
practitioners. ‘This office edition is bound in paper boards, and 
issued from this oftice at the special rate of 7s. 6d., post free; 
but no copies can be issued at this price unless they are ordered 
and paid for prior to December 3ist of the year preceding that 
of publication. Similarly the Dental Board publishes an office 
edition of the Dentists Register, containing the names and 
addresses of all registered practitioners and the local list at the 
price of 4s. net, post free, but no copies can be issued at this 
price unless they ave ordered and paid for prior to December 3lst 
of the year preceding that of publication. This: information 
may be useful to some of your readers. 


THE DIAGNOSIS OF GASTRITIS. 

Dr. P. J. Moivoy, in the course of a letter from Berlin, writes: 
Cousiderations of space prevent my replying fully to Dr. Hurst’s 
criticisms of my letter of November 6th, and | can therefore 
only deal with one or two points shortly. In his lecture he 
stated definitely that gastritis can be diagnosed only by means 
of a fractional test meal, and 1 suggested gastroscopy as an 
alternative method: the matter of gastroscopy being somewhat 
dangerous is beside the point. It is undoubtedly not the method 
of choice, but it is still a possible method. The radiological 
method is used by many people of experience, and they are 
convinced it is the best, finding it quite reliable in diagnosing 
gastritis. Therefore one may be allowed to take it that this 
rnethod, although by no means perfect, is another means of 
diagnosing this condition, And there are clinicians of wide 
experience who are convinced that gastromyxorrnoea is not 
a myth but a definite, if not too frequent, entity. I must still 
maintain my point of view that the primary essential factor of 
gastric and duodenal ulceration is not yet definitely known; 
I do not say that Aschoff is right, or that Bergmann is right, or 
that the infection theory is wrong, butam of the opinion that, 
until the evidence of the guilt of any one factor 1s definitely 
proved, the matter must be left open, and there are not many 
who will maintain that the last word on the subject has been 
spoken. On the matter of milk test meals I went into the 
subject in detail with Kalk, and 1 may mention that he is not 
satisfied that Dr. Hurst’s statemeuts as regards his (Kalk’s) 
work and findings are quite correct. And, finally, I hope 
Dr. Hurst does not think Lam, in medical matters, pro-German 
and anti-British; nothing is further removed from the truth. 
Having been some time in Germany | naturally am in more 
intimate contact with German than with English medicine, but 
I do my best to keep in touch with medicine at home. 


VAGINISMUS. 

A TASMANIAN CORRESPONDENT writes with reference to the inquiry 
by “C. A.’ (September 8th, p. 413): Some thirty-five years 
ago I had under my care a very bad case of vaginismus, which 
had lasted fiye months. Under anaesthesia I inserted a fairly 
jarge boxwood egg-shaped pessary, and impressed upon the 
patient the absolute necessity of removing it herself the next 
day by means of the strong tape left attached. I did not tell 
her anything about the size of the object left in her vagina. 
The plan was completely successful, as also in two other cases 
later on. It is probable that the delivery while conscious of so- 
large an object helps to correct the faulty psychology which is 
causing the trouble. 


THe THERAPEUTIC VALUE OF VALERIAN. 

Dr. A. Roskt (Aberdeen) writes to express complete agreement 
with Dr. Manson’s remarks about the value of valerian (/ritish 
Medical Journal, November 10th, p. 842). 1 frequently use this 
drug in my work (he says), chiefly for patients suffering from 
neurosis. Unlike Dr. Manson, however, I prefer to prescribe 
with if ammonium bromide, occasionally sodium bromide, but 
never potassium bromide. A typical prescription would be: 
tr. valerianae ammon. drachm 1/2, bromide salt gr. x, with 

rhaps a few grains of phenazonum if the patient is suffering 
rom headache that appears to be associated with the neurosis. 


VACANCIES. 

NOTIFICATIONS of offices vacant in universities, medica! colleges, 
and of vacant resident and other appointments at hospitals, will 
be found at pages 48, 49, 50, 51, 54, and 55 of our advertisement 
columns, and advertisements as to partnerships, assistantships, 
and locumtenencies at pages 52 and 53. 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 263. 
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An Address 
PERNICIOUS ANAEMIA. 


DELIVERED BEFORE THE WEsT Dorset Division ON 
Octoser 30TH 


BY 
J. R. CHARLES, M.A., M.D., F.R.C.P., 


PHYSICIAN TO THE ROYAL INFIRMARY, BRISTOL. 


(Abridged.) 

PERNICIOUS ANAEMIA is a very mysterious complaint, the 
name of which may perhaps sometimes be changed, for it 
may exist without the specific anaemia which we recognize 
as pernicious. It has three main clinical modes of express- 
ing itself, and perhaps when we know more about it we 
shall recognize more than three. It may appear clinically 
as a gastro-intestinal disease, or as a nervous disease, or 
as a blood disease, or as a combination of two or all of 
these conditions. Whether it need be as ‘ pernicious ”’ 
as it used to be is a question. Can anything be done 
to prevent its onset? Can anything be done to cure it? 
These are problems which will be discussed in this paper. 


Last March a man, aged 61, was admitted into my wards with 
extreme prostration. One of his brothers, he said, was also 
extremely anaemic, but as there has not been an opportunity 
of examining him.it cannot be said that he also has pernicious 
anaemia. The left leg of the patient had been amputated many 
years previously for necrosis. For three years he had suffered 
from pains in the abdomen, particularly in the epigastrium. 
These pains had no direct relation to food. He was also troubled 
with much intestinal flatulence. Six months before admission his 
pains disappeared. From that time he had developed increasing 
weakness, during which period he vomited on several occasions. 
His appetite failed, and he lost 2 st. in weight. He lay in bed 
in a condition of extreme exhaustion and listlessness, being so weak 
that he could hardly answer questions. He was very markedly 
lemon tinted. His tongue was clean, but his teeth were carious, His 
heart sounds were very weak, but there was no evident dilatation. 
There was diffuse tenderness over the whole of the abdomen. but 
neither the liver nor the spleen could be felt. He had sub- 
cutaneous haemorrhages over his chest. No objective abnormality 
was found in his nervous system, except that his knee-jerk was 
extremely sluggish. His blood was pale and watery. A_ blood 
count showed : 

Red blood cells”... 2,400,000 per ¢.mm. 
Colour index 0.63 


Differential white count - 


Polymorphonuclear ... 4% per cent. 
Large mononuclears ... 2 


Megalocytes were numerous, and there were 3 normoblasis and 
1 megaloblast to 100 white cells. Anisocytosis and poikilocytosis 
were marked. Van den Bergh’s reaction gave “ direct ”’ negative, 
‘indirect positive, indicating a haemolytic anaemia. 

A few days later he was given a transfusion, which improved 
his condition, He was so ill that he was given simultaneously all! 
the remedies which might help him. These were arsenic, dilute 
hydrochloric acid, 30 minims thrice daily, and liver. As he was 
unable to take this latter in a solid form he was given 2 drachms 
of the extract three times a day. ; 

A month after admission he was very much better, his red cells 
at that time numbering 4,000,000 per ¢.mm. and his white cells 
7,400. Ten days later his red cells numbered 6,500,000 per c.mm. 
His colour changed entirely, the lemon tint disappeared, and. he 
left the infirmary in the middle of June with about 6,000,000 red 
cells per c.mm., and free from abnormal symptoms. 

Since that time he has remained in good healih until just 
recently, but owing to his financial condition I do not think he has 
had sufficient food. He now complains of numbness and tingling 
in his hands. 


This case is described in the briefest outline to draw 
attention to the family history of anaemia, the onset of 
his disease with abdominal trouble, the clean tongue, the 
extreme prostration, and certain points in treatment to 
which reference will be made later. 

The disease may appear under very different guises—for 
example, as a cord lesion, the specific anaemia not being 
manifest till quite towards the end. Byrom Bramwell had 
a case of subacute combined degeneration of the cord in 
which the anaemia did not appear till about a fortnight 
before death. 

There is, however, one outstanding feature in this com- 
plaint which is always constant, that being complete absence 
of free hydrochloric acid in the stomach. Lack of acid in 


the stomach is a condition which is not very rare. Many 
people suffer from this, or perhaps do not suffer, because 
they may have no abnormal symptoms. It has, however, 
been pointed out that they are unduly prone to such 
complaints as appendicitis, cholecystitis, and rheumatoid 
arthritis. 

All patients who develop pernicious anaemia have had an 
antecedent state of absence of free acid in their stomachs. 


At is quite probable that in many cases this lack of acid is 
‘an hereditary feature, and that this may be the reason why 


several cases of pernicious anaemia may be found among 
the members of one family. The nervous system is the seat 
of organic changes in over 80 per cent. of all cases dia- 
gnosed as pernicious anaemia, the signs and symptoms of 
which may precede the blood changes. 

These facts are brought to the forefront of this paper, 
and the anaemia is placed last, in order that the disease shall 
not be discussed merely as one of the blood, but rather as 
a very obscure complaint which affects the gastro-intestinal 
tract, the nervous system, and the blood. The blood is put 
last because it is so easy to make a mistaken diagnosis, 
and not to think of the possibility of pernicious anaemia 
when marked nervous or gastro-intestinal symptoms precede 
the haemic manifestations. As there is such a clinical 
condition as ** aleukaemic leukaemia,” so there is such a 
condition as pernicious anaemia without anaemia, but 
probably never without gastro-intestinal trouble, for 
achlorhydria is almost, if not quite, a siné qua non of the 
disease. 

At the very least, 80 per cent. of the patients have 
symptoms directly referable to the gastro-intestinal tract, 
and many of these have suffered for many years before the 
anacmia is obvious. Out of 68 consecutive cases at Guy's 
Hospital French found that 45 had definite gastro-intestinal 
symptoms, and that in 7 of these the symptoms dated back 
five or more years; for example, one, a man aged 57, had 
had diarrhoea and abdominal pain since he was 13; another, 
aged 51, had suffered from similar symptoms since he 
was 25. These are not uncommon histories. 

Achlorhydria is well known in many conditions, notably 
carcinoma, chronic gastritis, after severe infections, and 
fiom nervous causes. It may also, as we have seen, occur 
in apparently healthy subjects without giving rise to 
symptoms. When, however, symptoms do arise these are 
generally loss of appetite, morning nausea, a feeling of 
distension immediately after meals, heartburn, sometimes 
epigastric pain, and not infrequently diarrhoea. 

Achlorhydria can only be recognized with certainty by 
gastric analysis. This has shown, by means of the frac- 
tional test meal, that whereas many patients with so-called 
achylia gastrica secrete free hydrochloric acid during some 
period, at least, of the process of digestion, cases of perni- 
cious anaemia do not secrete free hydrochloric acid at 
any time, 

A further interesting point has been described by Hurst 
and “Bell—namely, that subacute combined degeneration 
of the cord may occur without the specific anaemia in cases 
of achlorhydria. As achlorhydria precedes all. other 
symptoms of pernicious anaemia, we should know more 
about the secretions of our patients’ stomachs, for it may 
be, after all, within the realms of possibility that per- 
nicious anaemia might be prevented from developing were 
free hydrochloric acid regularly administered’ to such 
people. Here we may note that the Jritish Pharmacopocia 
dose ¢@s much too small. If given, at least 1/2 to 1} 
drachms is required, which may be taken in the form. of a 
lemonade at meals. 

Not only dees achlorhydria precede the anaemia, but it 
a permanent event, persisting even during the natura! 
remissions of the disease. Although, as is so well known, 
the gastric mucosa frequently shows pathological changes 
in pernicious anaemia, it has sometimes been found to be 
quite healthy, though secreting no free hydrochloric acid, 
It would appear, therefore, that the deficiency lies in some 
underlying functional rather than structural cause, and 
there is a good deal of evidence that it may he an. inherited 
defect—a state which Hurst calls the ‘‘ achlorhydric gastric 
diathesis.”’ It has been found in relatives of patients who 
were suffering from pernicious anaemia, and even in their 
children at as early an age as 6, or even 4. 

(3549) 
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The gastro-intestinal symptoms of pernicious anaemia 


‘correspond very closely to those already mentioned in 


connexion with achlorhydria, though haematemesis may 
also occur, and the diarrhoea may be that of a definite 
mucous colitis. The tongue is frequently the seat of a 
glossitis, Hunter maintaining this to be so in every case. 
It is generally smooth, moist, and clean. So regularly 
is this the rule that a clean tongue associated with 
dyspepsia will suggest to our minds the possibility of 
pernicious anaemia, perhaps in the pre-anaemic stage, for 
a history of sore tongue may precede the recognition of the 
disease by years. 

Cornell describes the case of a lady, one of his patients, 
who had seen him four months earlier complaining of 
nothing but. nervousness, and who one day stopped him 
in the street to ask if- he could do anything for her sore 
tongue. He asked her if she complained of anything else, 
to which she replied that her right foot was becoming so 
numb that she could hardly work the brake of her car. 
He examined her blood that day and found haemoglobin 
60 per cent. and 5,000,000 red cells per c.mm., but a smear 
showed perfectly typical changes of pernicious anaemia. 

One of this lady’s male cousins had a sore tongue before 
seeing his doctor for weakness, and was also found to have 
pernicious anaemia. 

If we now turn for a moment to subacute combined 

degeneration of the cord we find again that the nervous 
symptoms may develop long before the haemic manifesta- 
tions. Very numerous observations have made it quite 
clear that the blood condition does not cause the cord 
disease. Moreover, there is no improvement in the nervous 
symptoms during the remissions in the blood state. 
_ I have in my wards at the present time a man, aged 43, who 
is suffering from this disease. He was a school porter, and says 
that he was an energetic man till a year ago. He then began 
to suffer from aching pains in his arms and legs, which he called 
“neuritis,” and massaged them with oil. e has had these 
ains on and off ever since, and for the last seven weeks pains 
in his chest causing difficulty in breathing. 

There was no history of gastro-intestinal trouble in this case; 

there was, however, a complete absence of hydrochloric acid in his 
fasting stomach, but a small amount was found one hour after 
a test meal. He has a marked lemon tint. A blood test showed : 
red cells 1,200,000 per c.mm., haemoglobin 35 per cent., colour 
index 1.4. Van den Bergh’s reaction is ‘ indirect.’’ The deep 
reflexes in his legs are very much exaggerated, with a tendency 
towards an extensor response on the right; but in addition to this 
he has a definite area of anaesthesia over the middle branch of 
his fifth nerve on the left side of his face, a very rare occurrence. 
_ In the Mayo Clinic the nervous system was found to be 
involved in 80.6 per cent. of 150 cases of pernicious anaemia. 
These figures agree with those of other observers. In many 
cases the ultimate fate of the patient depends much move 
on the nervous than on the haemic condition. Risien 
Russell, Batten, and Collier described three stages of the 
disease : 

1. “A stage of slight spastic paraplegia with slight ataxy and 
marked subjective sensations in the lower limbs.’ (Case 2.) 

2A a of severe spastic paraplegia with marked anaes- 
thesia of limbs and trunk.” 

3. “A stage of complete flaccid paraplegia; absent knee-jerks ; 
absolute anaesthesia; rapid wasting and loss of faradic excitability 
in the muscles of the paraplegic region; increase of superficial 
reflex excitability; absolute incontinence of both sphincters and 
oedema of the lower extremities and trunk.” 

The t¥ansition of one stage to the next may be remarkably 
abrupt. Sensory disturbances, such as tingling, cramps, 
sensations of heat and cold, pains, and girdle sensations, 
are common. Loss of deep sensibility, the overlying tactile 
sense being normal, is very characteristic. Menta] dis- 
turbances may occur, sometimes of a melancholic, at others 
of a maniacal, form. Delusions and hallucinations are not 
unknown, but are rare. 

It is most important to remember that the blood picture 
may be far removed from that which is typical of the 
disease, if mistakes are to be avoided. This is especially 
so in the early stage, during remissions, and when the 
anaemia is very severe. Bramwell had one case in which 
the colour index rose in consecutive investigations from 
0.8 to 2.3 during the last fortnight of life. Another case, 
‘n which the diagnosis was confirmed post mortem by Hurst, 
showed colour indices of 0.7, 0.6, 0.7, 1.2, 1.4, 1.0, 1.25, 
9.8, 1.3, 1.4, and 1.0. Cases have been described in which 
it was continuously below 0.7, the correctness of the 
diagnosis having been proved by necropsies, 
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The earliest indication of incipient pernicious anaemia 
is a marked anisocytosis, with a preponderance of laige 
oval cells, associated with achlorhydria. During certain 
remissions, especially those produced by liver feeding, a 
large number of reticulocytes are found in the blood. These 
reticulocytes are young red cells, rather larger than the 
normal red cell. Some stress is laid on these cells, because 
the appearance of more than 2 per cent. indicates the 
probability of a remission, and reference will be made to 
them later when treatment with liver is discussed. 

When the marrow is in a state of great exhaustion we 
may see, as in the case described at the beginning of this 
paper, subcutaneous haemorrhages, a feature which is very 
unfavourable, and often associated with a great diminution 
of platelets (thrombo-cytopenia). 

One more event must be mentioned before leaving this 
side of the subject—namely, the so-called ‘‘ blast crises.” 
In these it appears as if the marrow were making a mighty 
effort, and pours into the blood stream almost all the 
varieties of cells met with there: megaloblasts, myeloblasts, 
normoblasts, myelocytes, reticulocytes, and polychromato- 
philic cells. As a rule a blast crisis is of very unfavourable 
prognostic significance, but occasionally a remission may 
follow, 

CAvsATION, 

With regard to the causation of the disease little is 
known. Much research work has been carried out on the 
nitrogen, iron, fat, and carbohydrate metabolisms, but as 
yet no convincing results, in the way of finding a causative 
substance, have accrued. That it is a primary disease of 
the bone marrow appears most improbable. That it is due 
to some unknown toxin formed by microbie action on 
proteins in the intestine, following the loss of the antiseptic 
action of free hydrochloric acid in the stomach, seems much 
more likely. In this case the supposed toxin must be both 
a haemotoxin and a neurotoxin. If this be so, it is strange 
that feeding with large quantities of liver, which contains 
much protein, should be the best remedy known. 

The questions must be asked: Can liver detoxicate the 
contents of the intestine? Is it possible that this may be 
a liver deficiency disease, associated with or caused by the 
achlorhydria? If liver feeding proves to be a curative 
agent, we shall want to know why, and the answer may 
tell us the true cause of the disease. Bile salts are found 
in the blood, indicating that the liver is affected in 
some way. 

There is another disease, progressive lenticular degenera- 
tion, in which the liver is always grossly diseased, althougit 
this hepatic disease (cirrhosis) has in many of the cases 
given rise to no symptoms during life. It has been virtually 
conclusively proved by Barnes that the liver disease in 
progressive lenticular degeneration antedates, by a long 
time, the nervous degeneration. Let us note that this is 
also a familial disease. 

Manganese toxaemia as seen in man is another nervous 
disease, with symptoms in many ways closely resembling 
those of progressive lenticular degeneration. If manganese 
is injected intg animals it produces marked cirrhosis of the 
liver. Although there are no obvious hepatic symptoms in 
man, investigation of the liver function by levulose indi- 
cates in some of them a distinct hepatic deficiency. Treat- 
ment by liver feeding does improve patients suffering from 
the nervous effects of manganese poisoning, if they can be 
treated sufficiently early, before irrevocable damage has 
been done to the nervous system. 

Bearing these facts in mind one cannot help wondering 
if the liver in health does exert some vitalizing power over 
the nervous system, and if the absence of this power may 
lead to degeneration in the nervous system. 


TREATMENT. 

Prevention being better than cure, the question arises 
whether the onset of the anaemia could be prevented if 
all patients suffering from achlorhydria were discovered 
in time and treated with adequate doses of hydrochloric 
acid. The name of the complaint, ‘ pernicious,” is an 
adequate plea for the more frequent use of a stomach tube 
in cases which may present themselves as simple dyspepsia, 
and the test for free hydrochloric acid is so simple. If 


achlorhydria be found, years of disablement, followed by — 
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PERNICIOUS “ANAEMIA WITH COMPLICATIONS. 


death, may perhaps be avoided by a drachm or a drachm 
and a half made up into a lemonade and sipped with each 
meal. Perhaps liver should be given also, even in the 
pre-anaemic stage. Hydrochloric acid should be given 
permanently. Liver feeding is, however, the main treat- 
ment. 

Minot and Murphy’s special dict is one which is rich 
in proteins and food iron, especially in the liver. In 
addition to this they recommend fresh fruits and vegetables, 
while reducing carbohydrates and fats. Fats were reduced 
because unsaturated fatty acids are haemolytic. (Autho- 
rities, however, do not agree that there is an excess of 
unsaturated fatty acids in the blood in pernicious anaemia.) 
Following the use of this diet some very remarkable events 
have been noted. In a few days after its commencement 
reticulocytes are poured into the blood stream. Their 
number goes up from 1 per cent. to 10 or 15 per cent., 
and remains so for a few days, and then gradually falls, 
so that the number reaches 1 per cent. again in about three 
weeks. We saw that reticulocytes are immature red cells. 
This phenomenon is called ‘‘ the reticulocyte bump.” It 
appears to be a constant result of liver feeding. It does not 
occur in the natural remissions of the disease, or after any 
other known method of treatment. Liver therapy appears, 
therefore, to exert some very definite and specific action 
on the blood-forming functions of the marrow. 


PERNICIOUS ANAEMIA, WITH FREE HYDRO- 
CHLORIC ACID IN GASTRIC CONTENTS: 
DUODENAL ULCER: PERFORATION : 
OPERATION: RECOVERY. 

BY 
STANLEY DAVIDSON, B.A.Cams., M.D., Cu.B., 
F.R.C.P.Ep., 
ASSISTANT PHYSICIAN, ROYAL INFIRMARY, EDINBURGH; RESEARCH 


WORKER, MEDICAL RESEARCH COUNCIL, BACTERIOLOGICAL 
DEPARTMENT, UNIVERSITY OF EDINBURGH. 


Tux complete absence of hydrochloric acid in the gastric 
contents of cases of pernicious anaemia is a finding which 
has been so constantly reported in every country in the 
world that it is now recognized to be a cardinal sign of the 
disease. The achlorhydria, moreover, is functional, and is 
not the result of pre-existing gastritis, and has been found 
to be present in every case examined previous to the onset 
of symptoms. It is uninfluenced by the phases of remission 
or relapse or by any method of treatment. The constitu- 
tional or hereditary factor in the disease is shown not 
only by the facts stated above, but also from our know- 
ledge that blood relations of cases of pernicious anaemia 
are often achlorhydric even when young children. The 
absence of hydrochloric acid automatically stops gastric 
digestion, as free acid is necessary for the activation of 
pepsin. Gastric digestion, however, is of relatively small 
importance, because the digestive juices of the pancreas 
and small intestine are ample for the purpose of breaking 
down the sugars, fats, and proteins of foodstuffs to the 
simple molecular form in which they are absorbed. On the 
other hand, achlorhydria is held by many workers to be of 
great importance in pernicious anaemia because of the 
resulting altered biochemical reaction of the gastro- 
intestinal contents. Whereas the stomach and upper levels 
of the small intestine are, in normal individuals, practically 
or actually free from pathogenic bacteria, in pernicious 
anaemia sepsis from above and ascension of organisms from 
below render the gastro-duodenal flora similar to that found 
in the lower ileum or colon. While I am satisfied that no 
specific causal agent for pernicious anaemia exists, and 
particularly that haemolytic organisms are of no etiological 
importance, I feel that if the absorption of toxins, 
bacterial or metabolic, does not take place in these 
circumstances it is impossible to conceive that it ever 
docs. Lastly, the recent work of Castle,’ if confirmed, is 
worthy of consideration. He feund that if beefsteak, pre- 
viously digested in a normal person’s stomach, is given in 
suitable amounts to a case of pernicious anaemia, a typical 
reticulocyte response could be obtained, although beefsteak 


itself, the gastric juices alone, or _beefsteak artificially | 


digested, failed to do so. This would point to pernicious 
anaemia patients’ stomachs being deficient in some property 
which enabied them to utilize or manufacture the specific 
blood hormone from animal protein. 

For the above reasons it is right that achlorhydria should 
be held to be a cardinal sign in pernicious anaemia, and 
I have consistently taught that the finding of free hydro- 
chloric acid definitely excludes the diagnosis of pernicious 
anaemia. This teaching was based on bacteriological and 
biochemical investigation of 50 cases of pernicious anaemia 
before, during, and after treatment. The following case, 
therefore, appears to me to warrant publication. 


The patient, a factory labourer aged 34, gave a history of 
having had influenza in 1918. In 1919 he suffered from pain in 
the stomach, which was diagnosed by his doctor as chronic 
indigestion. The pain was dull in character and _ constantly 
present. It was not relieved by or related to food. He had no 
vomiting. He was constipated. The attacks lasted some weeks 
and continued on and off for over two years, when he was 
admitted to the Royal Infirmary, Edinburgh. After five weeks’ 
stay in hospital his symptoms were relieved and he remained 
well for eighteen months. 

In 1925 the pain returned and was much more severe; it was 
only relieved by morphine. He was admitted to Ward 31, Royal 
Infirmary, Edinburgh. The test meal examination showed that 
his free acid=50; total acid=66. His spleen was enlarged, and 
he had a somewhat ‘‘ doughy ’’ abdomen. His condition was dia- 
gnosed as abdomiral tuberculosis. He was discharged, much im- 
proved, and remained well until September 13th, 1926, when the 
abdominal pain returned and he had to stop work. — 

On November 13th, 1926, he was again admitted to Ward 31. 
The pain was very sharp and was situated in the left epigastrium. 
It extended over the lower four left ribs. It was not related to, 
or aggravated by, food. Although mostly in front, it sometimes 
shot through to the back, but never downwards. Sometimes it 
was very acute. There was no pain on micturition and no 
frequeney, nor was it aggravated by deep respiration or straining 
at stool. There was no vomiting, sweating, or diarrhoea, but 
the patient had periods of constipation. 

Asked as to previous illnesses, he stated that he had had 
measles and influenza. His general surroundings were good, but 
his work, which was moderately hard, was done in a bad atmo- 
sphere. He was a moderate smoker and nearly a total abstainer 
from alcohol. 

Family History.—Mother and father both alive and well; two 
brothers, aged respectively 35 and 19, were alive and well; one 
brother and one sister died in infancy. There was no similar 
disease and no tuberculosis in the family. ’ 

State on Examination.—He was 5 feet 4 inches in height, and 
weighed 8st.; he was of average intelligence, and was poorly 
developed and thin; temperature 97°F. He stated that his 
appetite had been poor for years. He often had a feeling of 
weight after food, but consistently denied that food aggravated 
or alleviated the pain. There were no eructations, acidity, or 
heartburn. His teeth had all been extracted six weeks previously. 

Inspection of the abdomen showed it to be rather scaphoid; 
there was no local prominence or retraction. On palpation, no 
tenderness or rigidity of muscle was elicited. There was a sugges- 
tion of a doughy feeling; ro splashing, The liver was not 
enlarged. The spleen was enlarged and palpable two inches below 
the costal margin in the mid-axillary line; it was not tender and 
there was no friction on auscultation. 2 

A test meal given on November 18th showed free acid=23, total 
acidity =50. 

X-Ray Report.—‘ J-shaped stomach of good tone and peristalsis. 
Duodenal cap persistently deformed and tender. At end of six 
hours the head of the meal had reached the hepatic flexure. The 
stomach was again filled and the deformity was again seen. At 
the end of twenty-hour hours the whole of the colon was outlined, 
which is evidence of marked spasticity. Conclusion: The 2z-ray 
examination is very suggestive of duodenal ulcer.” 

Hacmopoictic System.—A_ blood count on November 16th, 1926, 
showed : red blood cells 2,640,000 per c.mm., white cells 11,000 per 
c.mm., haemoglobin 76 per cent., colour index 1.04. 

A detailed report on the nervous, urinary, circulatory, and 
respiratory systems is given in the case history, but as nothing 
abnormal was found it is unnecessary to repeat the information. 

On November 2ist, 1926, the patient suddenly got an acute 

ain in the right epigastrium, accompanied by profuse sweating 
and board-like rigidity of the abdominal muscles. The condition 
was diagnosed as a_ perforated duodenal ulcer, and_ the patient 
was transferred to the surgical side for operation. The fo noms 
day, at 1 a.m., Mr. Illingworth operated. He found greenis 
fluid exuding from a perforation in the anterior wall of the 
duodenum. The stomach, gall-bladder, liver, and appendix were 
perfectly normal. The spleen was enlarged. A posterior gastro- 
enterostomy was performed and the patient made a perfect 

very. 4 

“— July 23rd, 1928, the patient was admitted to Ward 32 
complaining of weakness and loss of weight and pain in the back 
and right epigastric region, which was not aggravated or relieved 
by food. On examination, I confirmed the past findings and 
history, as stated above. The patient was thin and emaciated, 
and weighed only 6 st. 13 Ib. is skin was yellowish, suggesting 
slight jaundice. “It in no way resembled the Jemon-yellow tinge 
so typical of pernicious anaemia. He was obviously anaeric and 
suffered from breathlessness on exertion and had soft systolic 
murmurs over the mitral and pulmonary valves. Apart from 


nalpation of the spleen two inches below the costal margin, there 


{ 


in 
a 
he 
se 
he al 
to 4 
ia 
ve 
. 4 
is 
is 
” ia 
ty 
1e 
8, 
le 
Ly 
I 
1S 
of 
n 
ic 
h 
h 
e 
| 
— 
: 
i 
n 
| | 
3 
| 
| 
rk, 
ad 
| if 


1124 Dec. 22, 1028} 


CHRONIO NEPHRITIS: IN CHILDHOOD. 


Tee 
Mepicar JouRNab 


wes nothing to be made out in any system except as stated 
ow. 

Alimentary System.— Barium outlined a small high stomach 
from which the food was leaving rapidly through the gastro- 
enterostomy opening, which appeared well formed and over which 
there was no tenderness. No barium was leaving by the pylorus, 
but no filling defect of distal portion of the stomach could be 
made out which might suggest new growth. Six hours: Residual 
flakes of barium round stroma. Stomach was refilled and previous 
examination confirmed. No evidence of a _ gasiric lesion was 
found.” (Report from Radiological Department.) 

Haemopoietic System.—No enlargement of glands anywhere. 
A_ blood count taken on July 25th showed: red blood cells 
1,320,000 per c.mm., white ceils 7,000 per c.mm., haemoglobin 
32 per cent., colour index 1.2. This was confirmed on July 26th 
and on August 4th, except that on the latter date his white 
blood cells numbered 10, per c.mm. The blood picture showed 
marked megalocytosis and anisocytosis, and was absolutely typical 
of pernicious anaemia except for the absence of leucopenia. The 
white blood cells varied from 7,000 to 10,000 per ¢.mm. on 
different occasions, 80 per cent. of which were polymorphonuclear 
leucocytes, Except when there has been concomitant disease of 
the kidneys, I have never found a white count so high as this in 
any case of pernicious anaemia. The fragility test was normal. 
The van den Bergh test showed direct reaction—weak delayed 
reaction; indirect reaction—positive reaction. This was indicative 
of haemolytic (non-obstructive) jaundice. The Wassermann re- 
action was negative. 

Test Meals.—Three test meals were given at different times. 
The first two showed no free hydrochloric acid. This was not 
surprising since the fluid tested was a greenish bile-stained 
mixture of gastric and duodenal contents. The third test, made 
just previous to discharge from hospital, consisted mainly of 
red litmus blue, Congo red blue, 

@ gave a positive Gunzberg reaction. Titration showed: fr 
acidity=25; total scidity 


Treatment. 

The patient was placed on light diet and given alkalis and liver 
hy the mouth. Following this treatment the gastric pain dis- 
appeared and the patient put on weight rapidly. He gained lJ st. 
in six weeks. The symptoms and signs of anaemia quickly dis- 
appeared, and his blood count rose from 1,350,000 red cells per 
cumm. and haemoglobin 28 per cent. on August 4ih, io 3,690,000 red 
cells per c.mm. and haemoglobin 60 per cent. on August 27th. The 
white blood corpuscles remained at 8,000 per e.mm. A typical 
reticulocyte rise oecurred, and the response (o treatment was exactly 
what one is accustomed to get in a case of pernicious anaemia, 


but not in secondary anaemias. Th , spleen r i 
unchanged. y e enlarged spleen remained 


was discharged from hospital looking and feeling 


Summary. 

It is interesting to obtain a long history of epigastric 
pain which the patient consistently denies is affected by the 
taking of food, and yet find he is suffering from duodenal 
ulcer, The presence of marked megalocytosis and aniso- 
cytosis, a colour index over unity, and a van den Bergh 
reaction characteristic of haemolytic jaundice, are all 
classical signs of pernicious anaemia. On the other hand, 
the presence of free hydrochloric acid in the stomach and 
the absence of leucopenia contraindicate the diagnosis. 
Moreover, there is considerable evidence to show that per- 
niclous anaemia patients conform to a constitutional type 
or build, Thus Addison noted that the disease occurred 
chiefly in persons of a somewhat large and bulky frame. 
More recently Draper,' by his laborious method of anthropo- 
logical measurements of 45 cases, confirmed this observa- 
tion, and showed that the pernicious anaemia group tended 
in their measurements very decidedly to approach the 
acromegaly. My own clinical experience agrees with these 
views. My first visual impression of the patient described 
in this paper was of a small, badly developed, emaciated, 
haggard man, who was probably suffering from a simple 
or malignant ulcer of the stomach. Without many blood 
examinations I would have been loath to diagnose the case 
as pernicious anaemia. 

Hurst? and Hartman® have reported pernicious anaemia 
occurring after gastrectomy in a very few cases. Conybeare* 
has reported a case following gastro-enterostomvy. 

In the case reported here the blood condition was present 
previous to operation, and, so far as T am aware, the 
coexistence of duodenal ulcer and pernicious anaemia in a 
patient has never previously been reported. 

T have to thank Professor Edwin Bramwell for the early notes of 
this case during the patient’s stay in his ward, and Dr. ‘Alexander 
Goodall for his assistance and his permission to publish the case. 
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CHRONIC NEPHRITIS IN CHILDHOOD.* 


BY 


J. C. SPENCE, M.D., 
Honorary Assistant Physician and Chemical Pathologist, 
Royal Victoria Infirmary, Newcastle-upon-Tyne. 
From the standpoint of morbid anatomy there arc no forms 
of chronic nephritis which are peculiar to childhood, and 
conversely, even an arterio-sclerotic granular kidney may 
occasionally be found in children. There are, however, 


certain clinical features about the disease in children which. 


deserve attention. So in this discussion it will be profit- 
able both to describe our experiences of the various forms 
of the disease in children and also to consider if there be 
anything peculiar or characteristic about them in childhood 


which will throw light on some of the obscure problems of, 


the subject. It is in this light that the study of disease in 
childhood may be looked upon as an important branch of 
comparative medicine; and as such should concern us ho 
less than the study of actual ‘ children’s diseases,” of 
which, sensu stricto, there are very few examples. 

For the convenience of description and discussion a 
classification of the various forms of chronic nephritis 
must be attempted. It is usual to deplore the fact that 
the various clinical types of the disease are difficult to 
correlate with the classifications given to us by the morbid 
anatomists, but | think that we can agree that there are at 
least three groups of the condition which occur in childhood. 
and that in the main they are widely different and best con- 
sidered as separate diseases. These are: (a) chronic inter- 
stitial nephritis; (b) chronic parenchymatous nephritis, 
including nephrosis; and (¢) chronic ascending pyelo- 
nephritis. 

It is probable that each of these three groups can he 
further differentiated into types which in themselves are 
distinct diseases, but for the present they will serve our 
purpose, being clinical entities which we are accustomed to 
recognize and content to diagnose. 

I have purposely included chronic ascending pyelo- 
nephritis for discussion. Truly it is not a primary disease 
of the kidney, but the same may perhaps be said of 
nephrosis, and it has this clinical importance, that it may 
impair the renal function in the same way as chronic 
interstitial nephritis, and so is likely to be mistaken for it. 
Moreover, it deserves some comment, for occasionally the 
ascending infection is due to an cbstruction of the 
urinary tract which can be treated successfully ; this is mo:e 
than can be said for most other forms of chronic nephritis. 

My classification does not include two conditions which 
sre sometimes spoken of as forms of chronic nephritis—- 
namely, chronic haemorrhagic nephritis, and a syndrome to 
which Heubner gave the name “ paedo-nephritis.”” The 
first of these is characterized by attacks of haematuria 
without oedema, which usually follow throat infections. 
T am inclined to look upon them as examples of recurrent 
attacks of slight acute glomerular nephritis. It is true 
that some of these cases do ultimately develop chronic 
interstitial nephritis with hypertension, but I know of at 
least two cases which have suffered from these attacks fot 
more than ten years, and so far there has been no impair- 
ment of general health or of the renal function. * Paedo- 
nephritis? is a term which could now be discarded. 
Heubner coined it thirty years ago to describe doubtful 
forms of chronic nephritis in children who showed no 
other signs than albuminuria and anaemia. It is probably 
no distinct entity, but includes conditions such as latent 
chronie nephritis, toxic albuminuria, and_ orthostatic 
albuminuria. 


Curonic NepHRitis. 

It is this form of chrouic nepbritis in childhood which 
will yield some of the most interesting points for discus- 
sion. At one time it was considered a great clinical rarity, 
and in 1896 Leonard Guthrie, while writing a wonderful 
description of its signs and symptoms, was able to collect 
from the literature only seven cases under the age of 14. 
By 1903 Sawyer was able to collect twenty-four cases. But 


* Read in opening a discussion in the Section of Diseases of Children of 
the Annual Meeting of the British Medical Association, Cardiff, 1928. 
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still the subject attracted no great attention apart from the 
possibility of its being a result of congenital syphilis, a 
view widely held at that time. In 1911, however, Morley 
Fletcher, Parsons, and Miller drew attention to the fact 
that the disease might result. in peculiar bony changes and 
dwarfism, and siuce that time a great number of cases have 
been recognized. More re- 
cently biochemical methods of 
examination have added 
further interest, giving us 
readier means of diagnosis. 

Now of this disease, which 
we call chronic interstitial 
nephritis, 1 believe that we can 
recognize three clinical types 
in children, in whom they 
are more easily distinguishable 
than they are in adults. Each 
of these types has probably its 
own mode of origin and evolu- 
tion as a separate disease, 
although proof of this may be 
lacking when we attempt it by 
examining the end-results in 
the kidneys after these diseases 
have run their course. 

Taking them first as a group 
it will suffice briefly to mention 

Fic. 1.—Renal dwarfism in a ‘Seme-of the common clinical 
girl aged 10. features and their variations 

which are found during the 

course of the disease. The symptoms may arise at any age 
from infancy onwards, and usually advice is not sought for 
several years, by which time a history of thirst, polyuria, 
anaemia, and arrested development can be obtained: On the 
other hand, an attack of uraemia, of one sort of another, 
may be the first warning of the disease. 

In the majority of cases there is no history of an initial 
acute nephritis or of any illness which would be likely to 
cause it. On the other hand, in the minority the disease 


can be traced to an attack of acute nephritis, or more com-_ 
monly to a preceding illness of prolonged sepsis; and 1 think 


that it is on this point that two of the types I shall 
mention can be distinguished. 

In the well-established cases the patients are usually 
emaciated, with coarse, dry, and pigmented skins. The 
general health is poor and they are liable to recurrent 
attacks of uraemic vomiting and headache. There is no 


mental defect; indeed, the patients seem to be shrewd, | 


precocious, and intelligent beyond their years. One of my 
patients at the age of 6 was a regular performer on the 
music-hali stage as an infant prodigy at the piano. To 
the eye he looked no more than the age of 2 as he sat 
singing in a high shrill voice to his own accompaniment. 
To describe such cases, Guthrie quoted W. S. Gilbert’s pre- 
cocious child ‘* who died an enfeebled old dotard at five.” 

When the dwarfism and bony changes are present they 
may be extreme, as will be seen from the accompanying 
illustrations (Figs. 1 and 2). Fractures are common, and 
the gait becomes slow and uncertain. These bony changes 
are not likely to appear in those cases which run a rapid 
course towards their terminal uraemia. In studying the 
disease the bone deformities are of great clinical impor- 
tance, since they give us a valuable means of assessing the 
duration of the nephritis. They do not occur unless renal 
function is much impaired; so, for example, if a child 
with chronic nephritis has had bone deformities and 
failed to grow for ten years, we can presume that he has 
been sorely afflicted with the disease for at least ten years. 

Polyuria is one of the most prominent symptoms, and in 
one of my cases it was for this that advice was sought by 
the mother, who remarked, ‘“ He passes urine night and 
day just like tap water.” The amount of albumin is 
variable, and may be so slight at times as to be easily over- 
looked. Casts, leucocytes, and red cells are to be found 
in the urine as in the chronic nephritis of adults. The 
blood pressure may be normal throughout, high through- 
out, or become high in the course of the disease. This is 
an important point, to which I shall refer again in classify- 
ing the different types. 


Renal retinitis may be absent throughout, even though 
the patient die in uraemia. In my experience it is present 
only in those cases with high blood pressure. The renal 
function tests will demonstrate great loss of function in all 
cases of ‘‘ renal dwarfism ’’ and “ renal rickets.’’ In these 
the blood urea lies usually between 50 and 100 mg. per 
100 c.cm. of blood, rising beyond that with each attack of 
uraemia, 

It is on certain combinations of these various symptoms 
and signs that I would propose to subdivide the cases of 
chronic interstitial nephritis into the three following types. 


Type I.—Chronic Interstitial Nephritis—Primary Renal Type 
without History of Acute Nephritis or Preceding Sepsis. 
(Chief features : Unrecognizable onset, marked azotaemic nephritis, 


slow course with renal dwarfism developing, norma! blood pressure, 
no retinitis, true uraemia. ‘ Small white kidneys ” at necropsy.) 
These are the cases which start insidiously without any 
preceding acute nephritis, oedema, or prolonged septic 
illness. They are usually first seen when dwarfism or bone 
deformities are developed. By this time the blood urea 
is already high, and they present all the symptoms of the 
‘‘ syndrome de rétention azotée’’ of Widal and Javal— 
dry-skinned and shrunken, with foul breath, stomatitis, 
subnormal temperature, and evident uraemic digestive 
symptoms. In the majority the bleod pressure remains 
normal to the end, or, if raised, is rarely above 150 mm., 
and no retinitis appears. Attacks of tetany, though not 
common, may occur with this type. The terminal uraemia 
is of the sort best described as true azotaemic uraemia, an 
undramatic picture of muscular twitchings, vomiting, and 
coma. There may be a terminal convulsion, but striking 
cerebral phenomena such as transient, amaurosis or mono- 
plegia do not occur. It is the type of uraemia which we 
see with calculous anuria in adults, and I am inclined to 
think this is the picture of true uraemia when uncom- 
plicated by hypertension—although the textbooks call it 
‘latent uraemia,’’ because it lacks certain dramatic 
features. The following typical case illustrates this type. 


J.S. (see Fig. 2) was under close observation from the age of 
15 to 18, when he died in uraemia. He had been in chronic ill 
health from the age cf 4, witn maldevelopment of the bones and 
severe rickets. Prior to that he had not thrived well. In infancy 
he had measles and chicken-pox. There was no history of scarlet 
fever, of skin sepsis, or of oedema. At the age of 8 an osteotomy 
was performed for the correction of his deformities, and again 
about the age of 10. At 
the age of 15 he was found 
io have albumin in his 
urine, and he then came 
under my_care. At this 
time a history of polyuria 
and thirst since the age of 
4 was elicited. 

On examination he was 
found to be 18 inches 
below the normal height 
for his age. There was 
marked genu valgum and 
active rachitic changes at 
the radial epiphyses. 
Albumin and casts were 1n 
the urine. Blood urea was 
59 mg. per cent. and the 
highest urea concentration 
in the urine was 0.90 per 
cent. The systolic blood 
pressure was 105 mm. and 
the optic dises and retinae 
were normal. ‘here was 
no enlargement of the 
heart. During the next 
three years he led the life 
of an invalid, scarcely 
able to walk about. His 
bloéd urea was constantly 
raised, and varied from 
52 to 341 mg. per cent. 
He had several attacks of 
tetany during this time. 
His blood phosphorus 
varied frem 4.1 to 12 mg., ate 
and his serum calcium from 10.4 to 6.2 mg. per cent. He died in a 
uraemic attack of thirty-six hours’ duration, which was ushered in 
by vomiting and muscular twitchings and ended in coma. During 
the whole of the time he was under observation his blood pressure 
remained below 110 mm., and renal retinitis did not pens, although 
frequent examinations were made up to the hour of his death. _ 

At the post-mortem examination both kidneys were small (right 
19 grams, left 25 grams). The capsule was not thickened, and 
stripped fairly readily. After examination they were described: 


Fic. 2.—Renal dwarfism in a iad, aged 
‘18, with chronic interstitial nephritis, 
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“Both kidneys have an embryonic appearance although the 
changes are those of chronic interstitial nephritis.’’ The heart 
was not enlarged. ; 

This is a typical example of renal dwarfism due to 
chronic interstitial nephritis of this type. It is reason- 
able to presume that he had suffered from it for at least 
fourteen years; yet during this time there was no rise in 
blood pressure. During recent years I have had five other 
similar cases under observation. Four of these are already 
dead in uraemia. The highest systolic bleod pressures 
in these have been 95 (age 6), 100 (age 4), 100 (age 10), 
105 (age 7), 160 (age 12). In none of these could I obtain 
a history of preceding acute nephritis or sepsis. 

The type of kidneys which are found on post-mortem 
examination in these cases is always the same—small, pale, 
and shrunken, weighing usually about 1 oz. The capsule 
strips fairly readily, and in cortex are often to be found 
small nodular areas of local hypertrophy of kidney tissue. 
They are “‘ small white kidneys.” 


Tyre 2.—Chronic Interstitial Nephvitis—Primary Renal 
Type with a History of Acute Glomerular Nephritis 
or Prolonged Sepsis. 

(Chief features: Within a few years of the initial illness high 
blood pressure (150 to 200 mm.), cardiac hypertrophy, albuminuria, 
numbers of red cells in urine, retinitis; the course of the disease 
is usually rapid. Dwarfism and rickets may develop.) 

Tt is well recognized that transient tonsillar sepsis from 
streptococcal infection is a cause of acute glomerular 
nephritis. Other forms of sepsis are equally important, 
and in my own series of cases | have found that skin sepsis, 
whitlows, and gland abseesses are more common causes than 
tonsillar sepsis. 

It is true that the majority of these cases of acute 
nephritis are cured completely, but on a priori grounds 
it is reasonable to presume that when the kidney damage 
has resulted from sepsis of a more prolonged character, 
such as might occur im cellulitis and osteitis, a chronic 
nephritis would be more likely to ensue. This is in accord 
with my experience of certain cases of severe chronic 
nephritis in young adults, with blood pressures of about 
180 to 200 mm., albuminuria, red cells in the urine, and 
azotaemia. In many of these I have been able to obtain 
a history of cellulitis or ‘‘ blood poisoning ’’ a year or two 
before the first serious symptoms of chronic nephritis. 
Very often there has been no evident oedema or gross 
haematuria in the early stages to draw attention to the 
kidneys and to invite a close examination of the urine, 
and the presence of red blood cells in the urine—which is 
the chief and most important sign of acute glomerular 
nephritis—may have been overlooked. The following is an 
example of a case of this type in a child. 

A schoolboy, aged 10, was admitted to hospital with appendix 
abscess. Prior to that he had been in perfect health without any 
history of previous illnesses. The abscess was drained, but was 
followed by a period of extreme illness for four weeks with high 
swinging temperature. At this € an empyema was diagnosed, 
and rib resection was performed, with the evacuation of a quantity 
of thin pus. For two weeks afterwards the patient was in a 
critical condition with septic fever, which slowly subsided. Con- 
valescence was prolonged, and it was six months before recovery 
was complete enough to allow him out of bed. Then followed a 
period of two years in apparent good health. The next striking 
ey omg was a complaint of slight visual impairment believed 
to an error of refraction, for which vice was sought 
from an ophthalmological surgeon. Examination revealed a 
retinal haemorrhage. 

On examination at this stage the urine was found to contain 
a large quantity of albuming casts, and some red cells, and the 
blood. pressure was 195 mm. The heart was enlarged. Urine urea 
concentration was 1.4 per cent., and blood urea 92 mg. per 
100 c.em. of biood. After this the course of the disease was rapid. 
Headaches were a prominent symptom, and he died eight months 
later after a - uraemic phase,’ which lasted off and on for three 
weeks. In this uraemia, headache, restlessness, and convulsions 
were the most prominent features. Towards the end some oedema 
over the sacrum appeare 


This is a clinical example of a malignant type of chronic 
interstitial nephritis not common among children, but 
fairly frequent in early adult life. 


Tyrz 3.—Chronie Interstitial Nephritis—Primary Arterio- 
sclerotic Type with Secondary Contraction of the Kidneys. 
(Chief features: A preliminary stage of high blood pressure— 
often over 200 mm. at first examination—cardiac hypertrophy 
retinitis, tendency to ‘ uraemia of cerebral type” with transient 
amaurosis, monoplegia, and convulsions. Later albuminuria and 
some azotaemia develop. Death from heart failure or apopiexy.) 


It is not uncommon to see a young adult with a blood 
pressure over 200 mm., with a normal blood urea, with 
kidneys eapable of concentrating efficiently, and with a 
mere trace of albumin in the urine. He is subject to head. 
aches, but is capable of work. In this state he may con- 
tinue fer a few years with the bleod pressure slowly rising. 
I know of such a case—a bricklayer, who had been working 
on scaffolding with a blood pressure of 305 mm. Sooner or 
later the albuminuria becomes severe and constant, and 
death takes place in apoplexy or as a result of heart 
failure. So long as there is no gross albuminuria these 
patients have a fair chance of survival, but when it appears 
their term of life is short. The primary disease in this 
condition is that form of arterio-sclerosis which Gull and 
Sutton named ‘‘arterio-capillary fibrosis,” and which Evans 
and others name ‘‘ diffuse hyperplastic sclerosis.’” The 
patients usually live long enough for the kidneys to become 
small and contracted, and after death they are commonly 
called granular kidneys or small red kidneys. 

These are well-known clinical facts, which I mention only 
to ask if this arterio-sclerotic disease, primary diffuse 
hyperplastic sclerosis, is recognizable in a young child 
apart from severe chronic interstitial nephritis or at a 
stage before the kidneys become affected. It appears to be 
extremely rare. Evans' in his article on ‘‘ Arterio-sclerosis 
in children ’’ quotes a case (No. 2) of a boy who, at the 
age of 7, had a blood pressure of 195, with a trace of 
protein (0.001 per cent.) in the urime, which gave all the 
reactions of globulin. Seven years later he had a blood 
pressure of 265 mm. systolic, 200 mm. diastolic, with a 
blood urea of 67 mg. per 100 c.cm. and 0.025 per cent. of 
albumin in the urine. He died of cerebral haemorrhage, 
the kidneys showing advanced chronic nephritis. But in 
this case there was evident dwarfism at the age of 7 with 
genu valgum, so it is probable that he had chronic 
nephritis already at that stage. 

From my own experience I can quote the following case, 
of a child with high blood pressure and normal renal func- 
tion who had an attack which was thought to be uraemia, 
which appears to be a true example of the type mentioned. 

A girl, aged 10, was admitted to hospital with a history of 
generalized convulsions and some mental disturbance in which 
she was restless and noisy. On admission she was thought to he 
suffering from encephalitis. She was well nourished and of normal 
stature. The next morning the menial condition was clearer, but 
there was complete amaurosis and palsy of the left arm. There was 
no muscular and no The retinae showed some 
haemorrhages, but no papilloeedema. The aortic second sound was 
very loud, and when the blood pressure was taken it was found to 
be 220 mm. systolic. The urine contained a trace of albumin, 
but no deposit. The cerebro-spinal fluid was clear without pleo- 
eytosis. In two or three days the amaurosis and the monoplegia 


| disappeared and no more convulsions occurred. This was looked 


upon as a case of uraemia because of the symptoms, blood 
pressure, retinitis, and albuminuria, When, however, the blood 
urea was examined, it was found to be only 26 mg. per 100 c.cm., 
and urea concentration was normal. The child passed on towards 
recovery. Seen two years later, there was commencing deterioration 
of renal function. Albumin was more evident, the blood urea was 

. per 100 c.cm., renal retinitis was again present, and the 
blood pressure was 210 mm. 

The chief importance of such a case as this is the light 
it throws én what is called uraemia. Here we have a 
child with normal renal function showing such classica! 
uraemic manifestations as transient amaurosis and mono- 
plegia, whereas in the first type 1 have described, where a 
typical severe interstitial nephritis is combined with extreme 
impairment of renal function and azotaemia, the chief sym- 
ptoms are vomiting and muscular twitchings. The former is, 
I think, a mere cerebral vaseular syndrome, due to hyper- 
tension, and it is the latter which is true uraemia. In 
the second clinical type I described, in which high blood 
pressure and severe renal damage advance together, the 
uraemic picture is likely to be a confusion of the cerebral 
vascular syndrome with true uraemia, and it is that which 
is most frequently seen in adults. 

I would like to stress the fact that these three types 
of chronic interstitial nephritis are merely a convenient 
clinieal subdivision of the cases. They may suggest, but 
do not explain, the association of chronic nephritis and 
arterio-sclerosis, or other problems of pathology. Evans’s 
studies have led him to the conclusion that the form of 
arterio-sclerosis we have been discussing is an inflammatory 
and not a degenerative lesion. If that be so, these three 


‘types may be different manifestations of the same disease, 
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in which the variation depends on the site of the damage— 
the kidney alone in the first type, the systemic vessels in 
‘the third type. 

Etiology of Chronic Interstitial Nephritis. 

Ti is the cases of the first type I have described—slowly 
advancing azotaemic nephritis with little or no rise in 
blood pressure—which are commonest in children. In many 
of these the history suggests that the symptoms of the 
disease started in the first year of life. Fletcher,? when 
discussing his original case, was of the opinion that the 
disease dated from intrauterine existence, and many others 
have supported a view of some congenital infection. This 
is probably not true in all instances, however. Barber’s* 
eases occurred mainly in adolescence, and Rose Bradford* 
has described young adults who die in uraemia with small 
white kidneys without cardiac hypertrophy or arterio- 
sclerosis (aplasic Bright’s disease some people called them 
in those days), which is probably the same condition. Both 
sexes are cqually affected (26 males and 25 females in a 
series collected by Hunt*), and there is no recognizable 
familial tendency. Syphilis can now be ruled out as a cause. 
In more than 90 per cent. of cases there is no evidence of 
infection of mother or child. It must be concluded that 
we know nothing positive of the etiology of these cases. 

In the second type of case I have described I have already 
suggested that a severe septic illness, even though it pro- 
duced no recognizable acute nephritis, may be the cause. 

In the third type the cause of the arterio-sclerosis is 
unknown, but it must be borne in mind that it is probably 
an inflammatory and not a degenerative agent. 


Renal Dwarfism and Tetany in Chronic Nephritis. 

When a chronic interstitial nephritis has existed for some 
years bone growth and development are usually affected. 
The changes in the bones have been fully described by 
Parsons,* Paterson,’ and others, and are commonly spoken 
of as *‘ renal rickets”? or ‘‘ renal dwarfism.’? They are 
the result of a metabolic disturbance which accompanies 
azotaemic nephritis, but they do not yield to the usual 
antirachitic remedies. Indeed, it occurred that one of my 
eases was thrown into uraemia after exposure to ultra- 
violet ray treatment. X-ray and histological examinations 
have shown that the changes are as follows: (a) actual 
cessation of growth and development at the epiphyseal line, 
producing dwarfism; (b) a rachitic change at the epiphyseal 
line, best seen at the lower end of the radius; (c) atrophy 
and osteoporosis of the shafts of the bones. One or other, 
or a combination of these, is to be found in most ‘tases, and 
clinically they may present themselves as examples of late 
rickets or, as in Barber's cases, of adolescent genu valgum. 
If the course is prolonged there may be periods of tem- 
porary improvement with a healing line, which can be seen 
ina radiograph of the epiphyses as a narrow dense striation. 
It must be mentioned that in some cases of short duration 
the bones remain quite normal. 

Frank tetany is not a common symptom. As far as I 
know it has not been recorded in any of the published cases, 
but in two of my own it was a prominent feature. In many 
cases, however, latent tetany can be shown to be present 
by Chvostek’s sign, and this should be sought for whenever 
chronic interstitial nephritis is suspected. 

The changes in the calcium and phosphorus content of 
the blood throw some light both on the bony changes and 
the tetany. From the work of Greenwald,* de Wesselow,® 
and others it is known that in the azotaemic forms of 
nephritis there is a retention of phosphorus, which may 
rise from its normal level of 3 or 4 mg. to 15 or 20 mg. 
per cent. in uraemic cases, With or as a result of this, 
there is often a corresponding fall of calcium in the blood. 
I have been able to confirm this in some of my own cases 
of chronic interstitial nephritis with renal dwarfism, but 
in others there has been a rise of blood phosphorus only, 
Without any fall in blood calcium. When one considers 
that ordinary infantile rickets is associated with a dimin- 
ished amount of phosphorus in the blood, and tetany with 
a diminished amount of calcium, it is reasonable to believe 
that the bony changes and the tetany which may be present 
in chronic interstitial nephritis are also dependent on a 
disturbance of the phesphorus-calcium ratio of the blood 
and tissue fluids. On this point Parsons has advanced an 
auteresting theory, which some of you may wish to comment 
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on. Speaking of thos> cases which have a high blood 
phosphorus but normal blood calcium, he says: 

“Tt seems conceivable that the serum calcium is maintained at 
this level to prevent the occurrence of tetany, which is such a 
very serious complication, and to which the young and growing 
child is much more prone than the adult. ... It is therefore not 
improbable that in renal rickets there is a washing out cf 
calcium from the bones with resulting osteoporosis and rickets.” 
If Parsons’s suggestion be correct, it is probable that the 
parathyroids would be the organs concerned in producing 
this effect. Now this may explain cases of parathyroid 
hyperplasia in chronic renal disease described by Bergstrand, 
Thomas, and Wentworth, which Box and de Wesselow'® 
refer to in their published case of chronic nephritis with 
a possible parathyroid syndrome. 


Renal Retinitis and Blood Pressure. 

In all the cases which I have seen of chronic interstitial 
nephritis in children with normal or low blood pressures 
no retinitis has been observed, even during or after their 
attacks of uraemia. To confirm this cxperience I have 
looked over 29 published cases in which the blood pressure 
was recorded. In 21 of these it was normal, in one 150 mm., 
in one 138 mm., in one 165 mm., and in 4 over 200 mm. 
The state of the retinae and discs was mentioned in 15 of 
these. They were normal in 9 cases, which all had blood 
pressures below 150 mm.; and renal retinitis was present 
in 5 cases, in which the systolic pressures were 260, 250, 
210, 165, and 100 mm. The remaining case had primary 
optic atrophy but ne retinitis. Thus I could find only one 
case of chronic interstitial nephritis (Glaser™') in which 
retinitis was present with a normal blood pressure of 
100 mm., and that child was dying of acute diphtheria 
at the time. From this I would conclude that so-called 
albuminuric or renal retinitis in children is not a manifesta- 
tion of albuminuria or uraemia, but of hypertension or 
vascular disease, a view that has long been held by many. 


Treatment. 

The treatment of chronic interstitial nephritis in children 
leaves little scope for discussion. It is well to bear in 
mind that some of the reported cases have died in uraemia 
immediately after an operation for the correction of the 
deformities. The best that can be done is to preserve what 
health they have by conservative methods. No success has 
been achieved by the use of glandular extracts. 


Curonic Parencuymatous NEPHRITIS OR NEPHROSIS. 

This is the commonest form of chronic nephritis in child- 
hood, and, taking year for year, it is more prevalent among 
children than among adults. In a series of 23 cases reported 
by Clausen,'? 15 were below the age of 7 years and 8 between 
the ages of 8 and 15, and this can be taken as a fairly 
typical age distribution. 

Whether we call the disease ‘ chronic parenchymatous 
nephritis ’? or ‘‘ nephrosis ’’ matters little. Miiller'’ coined 
and uttered the latter term in 1905, maintaining that the 
lesion of the kidney was a degeneration and not an inflam- 
mation. An opposite school of pathologists replied that that 
type of degeneration was the result of an inflammation, 
and refused to accept the term. Now it appears that the 
disease is not primarily a disease of the kidney at all, but 
a general disease with ‘‘ an abnormal permeability of the 
cutaneous and renal vessels for albumins and lipoids refev- 
able to changes of metabolism ’’; so the most recent fashion 
is to call it ‘‘ lipoid dystrophy of the kidneys.’ A fairly 
clear conception of the malady can be obtained if we use 
the word ‘* nephrosis,’? and look upon it as a general dis- 
order in which the kidneys are large and pale with tubular 
degeneration, and recognize that in this state the kidneys 
may be further damaged by a superimposed infection which 
produces an actual nephritis and complicates the picture. 

Clinically there-are certain clear features of tke disease 
by which we may recognize it: obstinate oedema with 
effusions into the serous cavities, marked albuminuria, 
absence of haematuria, normal blood pressure, normal 
renal function, increase of cholesterol in the blood, diminu- 
tion of the plasma proteins, and a peculiar susceptibility to 
secondary infections, especially to pneumococcal peritonitis. 

The only evidence that the clinical condition is due 
to a disease of the kidneys is the albuminuria and the 
casts in the urine. Marriott™ refers to cases in which 
the oedema preceded the albuminuria and the appearance 
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of casts. tf this is so, there are good grounds for the 
belief that it is not primarily a kidney disease, but that 
the kidney beeomes large and white with tubular degenera- 
tion, as do other tissues im the body. By some it is held 
that the oedema is due to the retention of chlorides by 
a diseased kidney, but de Wesselow'® has shown that the 
absence of chlorides from the urine is not due to this. 
The kidneys are quite capable of passing and concentrating 
chlorides, but they do not get the opportunity, for chlorides 
are retained ip the tissue fluids for other reasons. 

Without going further into the definition and deseription 
of the disease and its pathology, there are certain practical 
clinical problems may be considered fer diseussion. 
The fivst of these coneerns the diagnosis. Can it be taken 
for granted that an absenee of red cells from the urine and 
a normal blood urea are essential before making a dia- 
gnosis’ Lb do not think so myself, but I agree with the 
view that in a classical uncomplicated ease there are no 
red blood cetls in the urine, and the blood urea is normal, 
and that this is sufficient evidence that there is uo 
inflammatory lesion, at least in the glomeruli. Rarely, 
however, do cases run an uncomplicated course. They 
ave peculiarly liable to secondary infections, and at such 
times a glomerulitis with haematuria and nitregen reten- 
tion is superimposed, «Linder, Maxwell, and Green'® have 
given a very excellent description of prolonged observation 
of a patient who had intermittent periods of nitrogen 
retention, and died ultimately with broncho-pneumonia, 
when the non-protein nitrogen of the blood was 187 mg. 
per cent. On the other hand, T had the rare oppor- 
tnnity last vear of following a case in a young child in 
whom the disease ran its course, wile the blood urea 
was normal and there were neo red cells in the urine. 
A very careful histological examination showed tha: there 
were no glomerular lesions and no red cells in the trbules— 
only a marked tubular degeneration with the cvpical lipoid 
substance present. 

The next point concerns treatment. Marrivit, a great 
authority on the disease, is a strong advoeate of the view 
that it is due to a toxin whieh damages the tissue cells, 
anc causes them to absorb more chloride from the blood, so 
producing oedema. The toxin is. usually from a staphylo- 
coccal infection of the mastotd or paranasal sinuses. He 
advises a very thorough examimation and exploration of 
these sites, and reports cases of rapid.cure after drainage 
by operation. Is this a view with which most of us agree, 
aud if we do not agree with it, is it because we have failed 
to recognize the local staphylococeal infections in our cases? 
Another form of treatment which Osman" has revived is 
the use of large doses of alkali. On occasions its use is 
followed by the disappearance of oedema, but the same can 
be said for almost any other form of treatment. It should 
he tried in obstinate cases, hut it is te be remembered that 
it often produces severe vomiting and tetany. 

It is difficult to assess the value of any form of treat- 
ment, for the disease is liable to incalculable fluctuations, 
and spontaneous cure may take place. Some. of the most. 
remarkable cases of cure are those in which the symptoms 
have disappeared after the patient has weathered the 
storm of an acute intercurrent illness such as influenzal 
pneumonia. There are other points in treatment on which 
it is easier to agree—namely, that a high protein diet is 
beneficial; that decapsulation of the kidney is useless; and 
that it is imperative that every patient with nephrosis 
should he guarded rigidly against the danger of inter- 
current infections in case he develops an acute lesion in 
the glomeruli and haemorrhagic nephritis. 

The prognosis is a matter on which it would be useful to 
collate our experiences. Of Clausen’s 23: cases in children, 
10 died, 9 of infection and one of alkalosis due to an over- 
dose of sodium bicarbonate. Of Schwarz and Kolhn’s!® 
17 cases, 6 died *‘ and none of the others can be declared 
well.”?, My impression is that, although the oedema may 
disappear, albuminuria and ill health remain, for such was 
the result in 5 patients I have been able to trace whe have 
survived for more than three years. I would like to ask 
if anyone can record cases of nephrosis which, after an 
initial stage of oedema lasting more than ten weeks, have 
been cured and remained in permanent good health free 
from oedema and albuminuria. 


EPHRITIS IN CHILDHOOD. 


“12 Clausen, S. W. : 
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Curonie AscENDING PYELONEPHRITIS. 

Urinary infections are so common in infancy and early 
childhood that it is appropriate to consider what chronic 
renal damage may result therefrom, and whether some of 
the unexplained types of chronic interstitial nephritis do 
not have their origin in an ascending imfection. 

Most cases of acute pyelitis, if promptly diagnosed and 
treated, make a satisfactory recovery. There are others, 
more chronie, which remain in ill health and liable te 
recurrences of fever and pyuria. In a few of these a per- 
manent damage to the kidneys ensues, and the failure in 
renal function shows itself as an advancing azotaemic 
nephritis ending in uraemia. If the condition is sufficiently 
prolonged, these patients become chronic invalids and 
develop renal dwarfism, and to all appearances look like 
the stunted dry-skinned child with the primary renal type 
of chronic interstitial nephritis. In such circumstances 
it should be asked if there is not some chronic obstruction 


| or deformity of the urinary tract which is the cause of the 


infection, for in children, as in adults, imperfect urinary 
drainage plays an important role in this. 

One of the most striking examples of ascending pyelo- 
nephritis is due to the valvular obstruction in the posterior 
urethra of male children described so well by Young, 
Frontz, and Baldwin2® This is a valvular obstruction 
amenable to surgical treatment, but if neglected it leads 
to hypertrophy of the bladder, dilatation of the ureters, 
pyonephrosis, and uraemia. 

A review of the literature of the subject prior to 1919 
shows that there had been reported only two cases of 
valvular urethral obstruction in which a diagnosis had been 
made. during life. Since then a large number of eases have 
heen recognized and successfully treated. In Hugh Young’s 
clinie at Johns Hopkins Hospital, 12 such cases were seen 
in six years. In this country a case has been reeently 
treated and reported. by Gitmour.?° In one case which 
I have seen, a small boy im a chronic uraemic siate was 
apparently cured and completely restored to health by 
operation. 

It have mentioned briefly this type ef case merely to 
invite attention to the possibility of the condition as a 
cause of chronic renal disease. Ht should at least be con- 
sidered .in every ease of chronic pyelitis and uraemia im 
a young boy. When the subject is looked at conversely, 
however, there are few of the eases of chronic nephritis or 
renal dwarfism which can be traeed back to an acute or 
chronic pyelitis. 

I have attempted the task of describing and suggesting 
certain aspects of chronic nephritis in childhood which lend 
themselves to discussion, but I realize how truly Miéller 
spoke when, in the address in which he _ introduced 
the term nephrosis,”’ he deserthed the kidney as 
ein hemntiickisches Organ.’’ For FE also have found its 
diseases too spiteful satisfactorily to be described and 
confined within the limits of this address. But from a 
study of these diseases in children there emerge two 
significant facts to whieh I would direct your particular 
attention: (4) the ‘‘ small white kidney ” is the commenest 
form of chronic interstitial nephritis in children, and it 
does. not appear to result from any preceding acute 
nephritis or infection; and (2) this disease, though result- 
ing im uraemia, does not produce any rise in bleed pressure 
or retinitis, 
Papers by Hunt> and Greene*! have full bibliographies on the subject of 

ehrenic interstitial nephritis and renal dwarfism, 
i Evans, G.: Quart. Jowrn, Med., 1922-23, xvi, 33. 
2 Fletcher, H. M.: Proc. Roy. Soc. Med., 1911, Dis. Child.), 95. 
3 Barber, H.: Quart, Faurn. Med., ‘1926-21, xiv, a 
4 Bradford, Rose: Lancet, 1904, ii, 354. 
5 Hunt, F. C.: Amer. Journ, Dis. Child., 1927, xxxiv, 234, 
6 Parsons, L. G.: Areh. Dis. Chitd., 1927, ii, L 
7 Paterson, D.: Prove. Roy. Soe. Med., , xiii (Sect. Dis. Child.), 107. 
Greenwald ; Jourr, Biol, Chem., 1915, xxi, 29. 
2 de Wesselow : Quart. Journ. Med., 1922-23, xvi, 341. 
10 Box, C. R.. and de Wesselow : Lancet, 1925, ii, 543. 
11 Glaser: Jahrd. f. Kinderh., 1918, Ixxxvii, 9%. 
Amer. Journ. Dis, Child., 1925, xxix, 582. 


13 Miller: Verkandt. des Deut. Path. Gesellsch., 1906, 6A. AM 
14 Marriott: Amer. Journ. Dis, Chiid., 1925, xxix, 578, and Med. Clin 


N. Amer., 1924, vit, 1413. 
13 de Wesselow, O. L. V.: Quart. Journ. Med., 1925-26, xix, 53. 


'© Linder, Maxwell, and Green: Areh. Dis, Child., 1927, ii, 220. 
‘7 Osman, A. A.: Guy's Hospitat Reports, 1927, Ixxvii. 285. 

13 Sehwarz and Koehn: Amer. Journ. Dis. Child., 1922. xxiv. 125. 
’® Young, H., Frontz, and Baldwin: Journ. Urol., 1919, iii, 289. 
“© Gilmour, J.: Newcastle Med. Journ., 1928, viii, 125. 

21 Greene, U.: Amer. Journ. Dis, Child., 1922, xxiii, 183. 
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SPLENOMEGALIC POLYCYTHAEMIA WITH 
HIGH BLOOD PRESSURE. 
BY 
F. PARKES WEBER,M.D., = FRANCIS J. BARKER, 
F.R.C.P., M.D., C.M., 
F. SHIRLEY ADAMS, M.D., M.R.C.S., 


AND 


W. E. CARNEGIE DICKSON, M.D., B.Sc., F.R.C.P.Ep. 


‘Ir has been maintained by one of us (F. P. W.) that, 
contrary to what one would formerly have expected, in 
true cases of splenomegalic polycythaemia (Vaquez-Osler 
disease), or erythraemia, the blood pressure is generally 
not, or not much, 
above the average, in 
spite of the excessive 
so-called ‘* blood vis- 
cosity ’’—in fact, that 
the presence of ex- 
cessive blood pressure 
would suggest that 
any case in question 
is either not a true 
one of erythracmia or 
that it is complicated 
with contracted kidney 
or arteriolo-sclerosis 
(especially of — the 
medulla oblongata, as 
a cause of arterial 
hyperpiesia).* The 
following case bears 
on this and some 
other questions. 


The patieni, a single 
woman aged 53 years, re- 
turned from Switzerland 
in the early summer of 
1927, complaining of 
violent indigestion, 
neuralgia in the eyes, 
cardiac palpitation, -and 
slight irregular loss of - 
bleod per vaginam. A 
Swiss oculist had 
examined the eves’ and 
pronounced them normal. 

abdominal swelling, 
evidently an  cnlarged 
spleen, was discovered. 
It was rather hard, and 
reached down to below 
the umbilical level. A 
radiogram showed the 
greater curvature of the 
stomach indented, and 
the viscus displaced to 
the right by a mass 
corresponding in ition 
to the ‘spleen. The first 
blood counts showed no 
excess of erythrocytes, 
but a count om October 
4th, 1927, gave: haemo- 
globin 104 per cent., 
erythrocytes 7,800,000 per i 
emm., white cells 21,000 per c.mm. (of which the polymorpho- 
nuclear neutrophils were per cent. and the ly ytes were 
18 per cent.). There could be no doubt that the case was one 
of true splenomegalic polycythaemia (the Vaquez-Osler disease, or 
erythraemia), The — was thin and her face was pale-bronzed 
in hue, later rather high-coloured and telangiectatic in appearance. 
The fauces were deep red, and the whole picture was fairly typical 
of erythraemia. A most important feature, however, was the 
presence of high blood pressure, which had apparently been first 
noted during her visit in Switzerland. The brachial systolic blood 
pressure was on several occasions as high as 280 mm. of mercury. 

It should likewise be mentioned that her liver could not be felt 
and ihere was no evidence of any abdominal neoplasm. None of 
the superficial lymphatic glands were enlarged. The heart was 
not obvicusly hypertrophied. The urine showed nothing abnormal, 
excepting a trace of albumin. The blood urea (October 7th, 1927) 
was 0.04 per cent. The blood serum gave a negative Wasscrmann 
reaction. The faeces were examined for occult blood, with nega- 


*Cf. F. Parkes Weber, British Medical Journal, 1925, i, p. 1108, and 
1927, ii, p. 98: Lancet, 1925, ii, p. 1198. 
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tive result. The patient was edentulous. The menopause had 
occurred about September, 1926, but since then there had been 
occasional irregular very slight losses. Like some of her relatives, 
she had been subject to occasional migraine-like attacks. The 
nervous reflexes were normal, There were no retinal haemor- 
rhages or optic neuritis. 

Treatment by a restful life and a non-stimulating diet, with 
occasional blood-letting, led to temporary apparent improvement. 
In March, 1928, however, mental confusion developed, together 
with some loss of power in ihe right hand and occasional diplopia. 
From the beginning of April until her death the patient was 
troubled by recurrent pain and distension in the abdomen, some- 
times with a few days’ pyrexia. A small tender mass was fell 
low in the left iliac fossa, and partial obstruction, probably duc 
to diverticulitis in the pelvic colon, was diagnosed (F.J.B.). The 
rectum was always empty and ballooned. Improvement in the 
mental and paretic conditions took. place for a time. Early in 
June, 1928, the little toe of the right foot became gangrenous, 
and she died on June 17th, after having been more or less 
uncanscious for two days. The last brachial systolic blood pressure 
taken (May 30th) had been 260 mm. of mercury. The maximum 
registered in her case 
was 280 mm. The last 
blood count had been on 
May 23rd, when ihe 
erythrocytes numbered 
8,900,000 per c.mm. (the 
highest erythrocyte count 
noted in this case), and 
the white cells were 

5000 per c.mm.; ihe 
haemoglobin was 110 per 
cent. 


Fer an account of 
the necropsy and the 
microscopic examina- 
tion we ave indebted 
to Dr. W. E. Carnegie 
Dickson, who made a 
most careful post- 
mortem examination, 
about thirty-six hours 
after death. We have 
confined ourselves to 
what appear to be the 
essential points. 

There was gangrenous 
discoloration of the right 
small toe. The sub- 


cutaneous and  extra- 
‘peritoneal fat was re- 
duced to a minimum, 
and had a_ congestei| 


‘appearance, the 
vessels, especially the 


rather thick, viscid, and 
somewhat dark blood. 
The — weighed 250 
grams (9 ounces), and 
though the whole organ 
was rather small the left 
ventricle was relatively 
hypertrophied. There 
was considerable coronary 
sclerosis, very little 
atheroma of the arch 
and descending thoracic 
aoria. 
The /ungs were some- 
what emphysematous, and 
“Showed hyposiatic con- 
gestion. 

The /ircr was compara- 

tively small, weighing 
990 grams (35 ounces), and was not cirrhosed. Microscopically 
there was no leukaemic infiltration. The reticulo-endoihelial cells 
appeared rather diminished than increased in numbers, and very 
inconspicuons, 

The gall-bladdvr contained’ a little viscid orange-coloured bile, 
and 32 smooth, rounded, or slightly faceted cholesterol gall- 
stones, varying in size from small peas to thick beans. 

The was considerably enlarged, 480 grams 
(17 ounces), and measuring 64 by 3} by 1) inches. It was 
free from areas of infarction, and microscopically (see Fig. 2) 
showed general fibrosis of the reticulum, the Malpighian bodies 
nodes) having practically completely disappeared. 
congested with blood, and there were small areas of 
diffuse hecmorrhage. ‘The endothelial cells of the sinuses, and 
the reticulum, were comparatively small in size, and 


| there was very litile evidence of phagocytosis and destruction 


of erythrocyies. 
The ft kiducy was small and macroscopically and microscopie- 
ally fibrosed ; it weighed about 40 grams (under 2 ounces). There 


| were three small caleuli in the pelvis, the walls of which were 
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thickened. The right kidney weighed 127 grams (44 ouices), and | endothelial system) of, let us say, typical cases of pernicious 


microscopically the larger arteries (interlobular, ete.) showed 
considerable thickening of both middle and inner coats, whilst 
the glomeruli showed 
hyaline ee of their 
capillaries. There were 
decided degetierative and 
necrotic changes in ihe 
epithelium of the con- 
voluted tubules, which 
were, however, doubtless 
“terminal”? in nature, 
or rather, of paulo-ante- 
mortem and parily post- 
mortem origin. 


There were old fibrous 
adhesions of the great 
omentum, and_ chronic 
adhesions of the left 
broad ligament and 
Fallopian tube io the 
omertum and left wall 
of the pelvis. The sig- 
moid flexure the 
rectum were much 
elongated and_ convo- 
luted. There was ex- 
cessive sacculation in 
the pelvic colon. The 
eaecum was filled with 
pultaceous' faeces, and 
the transverse colon, sig- 
moid flexure, and upper 


tained marble-like 
scybalous faecal masses, 
and the mucous mem- 
brane showed catarrhal 
changes. 


The uterus was small 
and atrophied, and on 
its anterior surface an 
old, partially calcified, 
small fibromyoma pro- 
jected. The ovaries 
showed marked fibrotic 
atrophy. 

Bone Marrow.—The 
hone marrow of _ the 
shaft of one femur 
which was examined was 
red, as also was that of 
the cancellous bone and 
of the ribs. Microscopic 
examination of the bone 
marrow showed great 
excess and activity of 
erythroblastic tissue, and 
aiso, to a lesser extent, 
excess of  leucoblastic 
tissue, There were small 
areas of diffuse haemor- 
rhage. A ae feature of all the bone marrow preparations 
was the unusually large number of giant cells of the mega- 
karyocyte class (see Fig. 1). An equally striking feature was the 
relative absence of eviderice of phagocytosis and processes of 
blood destruction by the endothelial cells. 


_There was nothing of importance to note in regard to the 
pancreas, thymus, thyroid, pituitary gland, and pineal body. The 
calvarium was of medium thickness, but very compact and rela- 
tively heavy. There were arterio-sclerotic changes in the cerebral 
arteries, and terminal local thrombosis in some of the vessels, 
with consequent “gg he the right supramarginal «nd angular 
gyri. There were, as above mentioned, arterio-sclerotic changes 
m many of the medium-sized visceral arteries, especially coronary, 
renal, and cerebral, and the gangrene of the left small toe was 
probably of arterio-sclerotic origin. 


ReMaRKs. 

The high blood pressure during life in this case of 
erythraemia was explained by the renal and vascular 
changes demonstrated at the post-mortem examination. It 
is clear that the blood destruction in the spleen and bone 
marrow, as evidenced by the phagocytosis of erythrocytes, 
ete., was not relatively excessive. But even if blood 
destruction in most cases of erythraemia were relatively 
deficient, the abundant and invariable evidence of greatly 
shows that deficient 
erythrocyte destruction .(as has been long recognized) is 
not the main cause of the polycythaemia rubra. Neverthe- 
less, as Dr. Carnegie Dickson points out to us, the rela- 
tively deficient blood destruction in the present case might 
well be contrasted with the evidence of excessive destruction 
of.erythrocytes in the bone marrow and spleen (reticulo- 


lum, with 


Fic. 2.—From the spleen; showing fibrosis of the reticulum, with more or less disappear- 
ance of the lymphocytes of the Malpighian corpuscles and pulp. (x400.) the 


(Addisonian) anaemia. In regard to the great excess of 
megakaryocytes in the bone marrow, it is rather unfor- 
tunate that no exact 
count of the thrombo- 
cytes (blood plate. 
lets) the cirew 
lating blood of the 
present case Was 
made. In oritinarily 
stained blood films the 
thrombocytes did not 
appear to be in ex 
cess 
We are indebted for 
the illustrations to 
the kindness of Dr, 
Carnegie Dickson, 
Fig. 1 is to illus. 
trate the microscopic 
appearance of the 
bone marrow from the 
centre of the shaft 
of the right femur, 
where in ordinary per- 
sons there only 
fatty marrow. lt 
shows excessive 
erythroblastic activity, 
the cells being mostly 
erythroblasts. To a 
lesser extent there is 
evidence of  leuco- 
blastic activity, but 
this was more obvious 
in the rib marrow, 
An especial feature is 
the large number of 
megakaryocytes, 
which were scattered 
throughout see- 
tions of the marrow 
in both femur and 
rib. Fig. 2 is from 
the spleen; it shows 
fibrosis of the reticu- 
more or 
less disappearance of 
lymphocytes of 
the Malpighian  cor- 
puscles and pulp. The engorgement with blood was better 
shown in other sections. In both the bone marrow and 
the spleen there is no evidence of any excessive destruc: 
tion of erythrocytes. 


PARAPHIMOSIS OF THE CLITORIS. 
BY 


R. J. WILLAN, M.V.O., M.S., F.R.C.S., 


HONORARY SURGEON AND LECTURER IN CLINICAL SURGERY TO THE ROYAL 
VICTORIA INFIRMARY, NEWCASTLE-ON-TYNE. 


On September 18th, 1928, I was asked by Dr. Hepplewhite, 
of Wallsend-on-Tyne to see in consultation with him a 
female child, aged 9 years and 4 months, who had a painful 
swelling at the vulva. Five days previously when out for 
a walk with an aunt it was noticed that the child was 
limping, but she denied that anything was the matter. On 
the day before I saw her she complained for the first time 
of pain, and only then was she examined, and a painfal 
swelling in the region of the clitoris was noticed, but 
nothing was done until the next day, when Dr, Hepplewhite 
was called in. j 

I was informed that the child was a devotee of a “ fairy 
cycle,’ and the parents thought that the child had probably 
injured herself by the saddle when riding this. Dr. 
Hepplewhite made a diagnosis of paraphimosis of the 
clitoris, a diagnosis which proved to be correct, 
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PARAPHIMOSIS OF BAE CLITORIS. 


On examination there was nothing unusual to note about 
the child’s development; there were no signs of puberty. 
The normal site of the clitoris was replaced by an oedema- 
tous swelling the size of a large walnut. The swelling was 
the exact size and shape of the glans penis in an aduit 
male in a case of hypospadias; it was rounded and 
smooth, with a vertical groove on its ventral surface. 
Immediately behind the swelling was a constriction with 
a circular area of ulceration similar to that seen in 


Fic. 1. 


a neglected paraphimosis in the male; the area was 
so exquisitely tender that a complete examination was 
not tolerable. 

The diagnosis of paraphimosis of the glitoris was con- 
firmed by an examination under a general anaesthetic. An 
at‘empt to divide the constricting band and reduce the 
paraphimosis was unsuccessful, and as there was a tendency 
to haemorrhage the clitoris was ligatured off. A full 
examination of the genitals failed to disclose any 
abnormality. 

A photograph of the child was taken, and Mr. S. A. 
Sewell has made a drawing from it (see Fig. 1). He has 
also drawn the specimen, which is the actual size when 
removed (see Fig. 2). It 
has been preserved by in- 
jecting gelatin into it. 

It is impossible to sav 
how the hood of the 
clitoris came to be dis- 
placed backwards. The 
mother said that she had 
never noticed any obvious 
deformity about the child’s 
external genitals, so prob- 
ably the prepuce was not 

Fic. 2. of abnormal size. There is 

no reason to think that it 

was due to masturbation; therefore, accepting this pre- 

mise, I regard the ‘* fairy cycle’ saddle as the probable 

cause which displaced the prepuce backwards and gave rise 
to the condition. 

The child was seen on November 1st, when she was fit 
and well. The wound was healed and the scar most 
satisfactory. 

_Having no knowledge of a similar case I applied to the 

librarian of the Royal Society of Medicine, who gave me 

permission to state that, despite a prolonged search, he is 

unable to find any reference to the conditien in the liteva- 

ture. He showed me that there were numerous references 

to phimosis of the clitoris due to adhesions of the prepuce. 


A CASE OF POST-PARTUM ANAEMIA. 


BY 
J. ALLMAN POWELL, M.D., 
HONORARY PHYSICIAN, CHELTENHAM GENERAL AND EYE HOSPITALS; 
AND 


J. B. DAVEY, M.B., 


HONORARY PATHOLOGIST, CHELTENHAM GENERAL AND EYE HOSPITALS. 


Tue following case shows how important the correct treat- 
ment is in this somewhat rare condition. 


A woman, aged 35—who had had no former illnesses except 
appendicitis, cured by operation, at the age of 2l—was delivered 
of her first child in 1918. Labour lasted for three days, and was 
followed by severe post-partum haemorrhage. The baby lived a 
few hours. The patient ran a temperature for several weeks after 
the confinement, was anaemic, and suffered from severe headaches 
znd oceasional rigors. B. coli were present in the urine. There 
was right. iliac pain for three months afterwards, which was 
diagnosed as ovaritis. Her second confinement took place in 1920, 
and was uneventful, and the puerperium normal. 

A few days before her last confinement, on November 3rd, 1926, 
she had a mild attack of influenza. A few B. coli were found in 
the urine during the last weeks of pregnancy, for which urotropine 
was administered. The delivery was a breech; the baby was born 
without difficulty, and there was no trouble with the placenta, 
which was normal in appearance. There was no post-partum 
haemorrhage. 

On the following day the patient complained of severe frontal 
headache and looked alarmingly anaemic, as though she had had 
a severe haemorrhage during the night. Inquiries showed that 
there had not been any haemorrhage, and examination revealed 
nothing abnormal. The headache continued, and was accompanied 
by impairment of memory, general weakness, and progressive 
anaemia. The temperature began to rise in the evening up to 
101° F., and the patient appeared to be very ill. There was no 
evidence of puerperal sepsis. The liver and spleen appeared 
nermal; there was no history of sore mouth. The tongue, teeth, 
and gums were healthy. Subsequent x-ray examination showed 
no sign of apical sepsis. The heart and lungs were healthy except 
for a haemic murmur, which has since disappeared. Blood culture 
was negative. Repert by one of us on blood examination on 
November 18th was as follows : 


** Haemoglobin ... 34 per cent. 


Red blood cells... ide 1,€03,000 per c.mm 
Colour index... 11 
Leucocytes ... 6,500 per c.mm. 


Differential count : 


Poly morphonuclears ... 70.3 per cent. 

Large mononuclears ine 

100.0 


* Eight megaloblasts, six normoblasts, and one microblast were 


noied in counting 300 leucocyies. Poikilocytosis and anisocytosis 
were well marked, and there were many macrocytes and micro- 
cytes. Basophilia and basophilic stippling of red cells were very 
prevalent. Many of the polymorphonuclears showed immaturity 
and degenerative changes. 

“The blood picture is that of pernicious type; such cases arising 
in the puerperium appear to be particularly amenable to treat- 
ment, especially by transfusion, and a high proportion of recoverics 
has been reported.” 

At this stage she was seen by Dr. J. R. Collins, who could 
find no evidence of puerperal sepsis or other focus of infection. 

Another blood culture was negative. She was put on iron and 
arsenic and hypodermic injections of adrenaline, and dilute hydro- 
chloric acid 1 drachm three times a day. In spite of treatment 
she continued to go downhill, and on November 26th the report 
on her blood was : 


Haemoglobin _... ... 25 per cent. 
Red blood cells... 1,270,000 per c.mm. 


Differential leucocyte count : 
Polymorphonuclears 
Lymphocytes 


100 


Owing io the paucity of cells in the extremely thin films which 
the watery blood afforded, only 100 leucocytes were counted. 
There were three megaloblasts, five normoblasts, and one micro- 
blast to 100 leucocytes. 

The blood picture is that of the most grave degree of pernicious 
anaemia: poikilocyiosis, anisocytosis, basophilia, and basophilic 
stippling are seen in every field. The most favourable reading 
possible of the haemoglobin content has been given; there ts 
always some personal element to be allowed for in this estimation. 
The ‘patient has lost 9 per cent. of haemoglobin and 330,000 red 
blood cells per cubic millimetre since the last examination eight 
days previously. This needs no further comment. The vomit is 
devoid of free hydrochloric acid. 
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The patient’s condition was then very grave, and after con- 
sultation with Dr. Collins she was given a transfusion of 470 c.cm. 
of citrated blood by Keynes’s method, her husband, who was of 
the same group, acting as donor. This was followed in a quarter 
of an hour by a severe reaction, and a temperature of 104° F., 

--which lasted for four hours., No moglobimuria followed the 
injection. Her clinical condition steadily improved after the trans- 
fusion; her température became normal in two days, her appetite 
returned, and her headaches disappeared. The regeneration of 
the blood is shown in the accompanying graph. The loss of cells 
and stationary curve for haemoglobin between December 16th and 
December 30th corresponds to a — attack, during which the 
iron and arsenic were stopped. gastric analysis (which was not 
complete, as the patient vomited the tube at the end of an hour) 
showed achlorhydria. 

She is now, twenty-three months after the confinement, appar- 
ently in perfect health, taking hydrochloric acid regularly. 


This case illustrates the importance of blood examination 
in puerperal anaemia, and the necessity of blood trans- 
fusion when the examination reveals an anaemia of 
pernicious type. There is no doubt in our minds that had 
it not been given the case would have ended fatally. 


Discussion. 
We consider that the case described above fulfils the 
conditions necessary for a diagnosis of pernicious anaemia: 
colour index above unity, accompanying a_ profound 
‘anaemia, the presence of numerous macrocytes and some 


ated by our experience. Other writers have, on occasion, 
found repeated transfusions necessary. 

Piney (1927) classifies the pernicious anaemia of 
pregnancy under the heading of. ‘‘ metabolic cases,’’ and 
suggests that a congenitally defective haematopoietic system 
is unable to withstand the strain of pregnancy. Were this 
hypothesis sound, the first pregnancy would be expected to 
induce the disease. Our patient had successfully passed 
through two previous pregnancies, one of which, moreover, 
was followed by severe (post-partum) haemorrhage—au 
additional strain which would surely have overwhelmed a 
congenitally defective haematopoietic system. 

Evans (1926) states that Faust and Talquist claim to 
have isolated the haemolytic substance from the body of 
the worm in dibothriocephalus anaemia, and to have 
identified it as cholesterol oleate, but he says that ne 
foreign haemolysin has ever been demonstrated in the blood 
of cases of pernicious anaemia, and that increase of the 
normally present haemolytic agents (unsaturated fatiy 
acids) is not proven. We are not aware whether the 
pernicious anaemia of pregnancy came within the scope of 


| these investigations. 


Rowland (1924) states that Hofbauer showed that a 
syncytial haemolysin in the ectodermal cells of the chorion 


is the source of the haemolysis of early pregnancy and of 


megaloblasts in the the iron synthesis in 
blood, paucity” and DEC Tan MAR. | MAY) JURE AUG OCT foetal blood formation. 
abnormally large size ORG PSN AMOS SA «The urine of pregnant 
of blood platelets, and | 7easanes. women contains more 
absence of free hydro- iron usual. 
chloric acid from the . SS According to Hofbauer 
gastric contents, 4 es an antihaemolysin is 
Macroypolycytes formed, during the 
(Cooke, 1927) were second half of pre:- 
not found in this case, nancy, in the maternal 
though we have seen blood, and consequently 
them in other cases of the physiological 

Indications of a — nancy is overcome, a 
possible septic cause J ty ° normal blood count 
for the anaemia were being established by 
entirely lacking. The 2 | the ninth month. Lf 
uterus involuted in a OF antihaemelysin ferma- 
normal manner, tion fails, active 
Moreover, the clinical |, | 8 haemolysis continues 
signs of serious SSS and progressive 
anaemia were de- In| anaemia results, Row- 
tected on the day Goce fi land reports two cases; 
following that of HAEMOGLOGIN LEUCOCYTESa REQ CEULSa his paper contains 2 
delivery. Pyrexia, valuable discussion of 
which is usually observed in acute cases of pernicious | the disease. One of his cases died on the twelfth day after 
anaemia progressing unfavourably, was present and | parturition, owing, in his opinion, to delay in resorting to 


showed an upward tendency until transfusion changed 
the whole aspect of the case. 

It is admitted that there is some difference of opinion 
both as to the diagnostic importance and criteria of 
megaloblasts. Naegeli consideis that large nucleated red 
cells, named by him ‘ macroblasts,’? are seen in various 
forms of anaemia and have not the significance of the 
megaloblast of pernicious anaemia, the former being dis- 
tinguished by a basophil cytoplasm. The megaloblasts 
observed in the case we describe all showed, to a greater or 
less degree, basophilic cytoplasm. But if, with most authe- 
rities, we regard the character of the nucleus as the 
criterion and basophilia of the cytoplasm to be an indica- 
tion of immaturity, then the large nucleated red cells of 
our case were true megalob!zsts. 

There appears to be a difference, not yet clearly defined 
hetween the pathogenesis of pernicious anaemia eccurring 
in connexion with pregnancy and the puerperium and that 
of the disease arising apart from these states. Larrabeo 
(1925) has directed attention to the striking effect of a 
transfusion, an effect we!l illustrated Ly our own case. 
Larrabee reported seventeen cases of severe anaemia arising 
in the course of, or shortly after, pregnancy, not attribut- 
able to other complications. In eight of these the blood 
picture was that of the pernicious type: four were trans- 
fused and recovered; three of the remainder, who were not 
transfused, died. He considers that one transfusion suffices 
to check the progress of the disease, an opinion substanti- 


transfusion until the disease was too far advanced. 

The distinctive features of pernicious anaemia In preg- 
nancy make Hofbauer’s theory an attractive one. 
Cholesterol acts as an antihaemolytic agent against many 
haemolytic substances; an increase in blood cholesterol 
occurs in ptegnancy, and a diminution in pernicious 
anaemia. We regret not having made a blood cholesterol 
estimation in our case. 

Pernicious anaemia in pregnancy is usually considered 
to be extremely rare in England. Lovell Gulland (1927), 
however, says ‘‘ it is not very uncommon and, in my expe- 
rience, is not usually fatal, though it may be so.’? He does 
not state whether his cases were transfused. 

Green-Armytage (1€27) states that anaemia of the per- 
nicious type is not uncommon in pregnant women in Fadia, 
and has a high mortality. Facilities for transfusion were 
not, it appears, availab!e at his hospital. There are so 
many causes of anaemia in the tropics that his cascs may 
be of a different nature to those reported from Europe and 
America. 

Hoskin and Ceiriog-Cadle (1927) have recently reported 
a case in the Zancet. Their patient had suffered in India 
from a disease resembling sprue—a possible etiological 
factor which makes one hesitate to accept their case 
as a true pregnancy pernicious anaemia. Our patient had 
not been out of England, and at no time had suffered from 
symptoms suggestive of sprue. Hoskin and Ceiriog-Cadle 
transfused their patient, but a gain of 6 points im 
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haemoglobin and of 380,000 red blood cells per cubic milli- 
mitre had taken place in the seven days following admission 
to hospital, and before transfusion was resorted to. The 
colour index in their case was below unity until the red 
blood cell count and haemoglobin value had become approxi- 
mately normal—some ten weeks after admission to hospital. 

The question arises whether a genuine cure—security 
from relapse—has been attained in our case. We venture 
to think that it has, and have delayed reporting the case 
for more than twelve months to afford stronger grounds 
for our belief. The blood now shows no indication of 
pernicious anaemia, and the patient is in excellent health. 
Twenty-three months after her confinement she still takes 
hydrochloric acid regularly. 
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WELSH PHYSICIANS AND THE RENAISSANCE.” 


BY 


F. ROLAND WILLIAMS, M.A., M.R.C.S., L.R.C.P., 
MAENCLOCHOG. 


Ix Wales, in the sixteenth century, there existed two 
distinct medical traditions. The one tradition clung to the 
soil and the peasantry; the other was a scholarly tradition, 
nurtured in the older universities of Western Europe and 
imbued with the spirit of the new learning. 

The popular tradition was, of course, the older. Tt had 
its origins in folk beliefs and superstitions, many of which 
must have been as ancient as the mein? hirion and the 
comlechau which are dotted over the kare hillsides of 
Cornwall and North Pembrokeshire. Mingled with these 
folk beliefs were survivals of the more bizarre and more 
purely superstitious elements in mediaeval Welsh leecheraft. 

The vogue which this tradition must have enjoyed in the 
sixteenth century may be inferred from the fact that many 
usages typical of it still survive among the Welsh peasantry 
in remote, old-fashioned districts. Let me give some 
instances of such survivals. - 

Even a casual perusal of the old Welsh Leech Books of 
the Middle Ages leaves no doubt as to their preoccupation 
with sheer filth and ordure as therapeutic agents. That 
kind of belief you may meet with to-day in out-of-the-way 
districts of Carmarthenshire or Pembrokeshire, where 
human urine is still used occasionally as a lotion for itching 
eczemas, and cowdung poultices are not unheard of, 
Quite a short while ago, too, in Pembrokeshire, a colleague, 
called in to attend to a shotgun wound of the buttock, dis- 
covered that pig manure had been lavishly applied as a 
stvptic and first-aid dressing pending his arrival. 

Another stock feature of folk medicine and mediaeval 
leecheraft was the fantastic employment of * drugs of 
animal origin.” 


** Eye of newt, and toe of frog, 
Wool of bat, and tongue of dog, 
Adder’s fork, and blind-worm’s sting, 
Lizard’s leg, and howlet’s wing ” 


—all had their place in that strange endocrinology which 
derived its origin from the ‘ doctrine of signatures.” 
A few such simples still linger in use as domestic 1emedies 
in the Principality. Bear’s grease, so much lauded as a 
remedy in the Middle Ages, and a relic perhaps of the 
therapeutic theories of the hunter stage, may no longer be 


*Read in the History of Medicine Section of the Annual Meeting of 
the British Medical Association, Cardiff, 1928. 


WELSH PHYSICIANS AND THE RENAISSANCE. 


fashionable, but few rural practitioners in Wales will have 
failed to observe the esteem in which goose grease is still 
held as an inunction for wheezing chests and sore throats. 
Spider’s web has still some vogue as a styptic for cuts, and 
salt bacon is quite a favourite dressing for boils and 
whitlows. Even more primitive medicinal practices may be 
met with in Wales to-day. Students of the mediaeval 
Welsh Book of the Myddfai Physicians will have frequently 
ercountered in its pages a ritual in which some small 
animal, such as a toad, is directed to be incinerated, 
pulverized, and administered to a patient in food or drink. 
1 am credibly informed that such a procedure was carried 
out in Cardiganshire a little over a year ago, when, on the 
advice of a ‘‘ wise woman,’’ a mouse was roasted alive and 
the pulverized ashes were administered in porridge to a 
small boy who suffered from enuresis. Charms and spells 
are hardly to be met with nowadays, but during the last 
century they were still sometimes hung in stables to ward 
off diseases from animals. 

Since its survivals are so numerous in this our own time 
it may safely be inferred that this older tradition had a 
very great hold upon the mind of the ordinary man in 
sixteenth century Wales; and it is by contrast with those 
deep-rooted beliefs and practices of an older day that we 
may best realize how profoundly the new learning of the 
Renaissance influenced the practice of medicine in Wales. 

It is true that the new tradition which grew up in Tudor 
times was empirical: its limitations and its errors are very 
obvious when looked down upon from those lofty peaks of 
scientific attainment which have been climbed since. But, 
viewed historically, it reflected quite worthily the mentality 
of a nation which had newly passed through the flame of a 
great intellectual revolution. Those who upheld it made no 
account of charms, magic, or the merely bizarre; they 
‘strove, within the limitations of the age which engendered 
them, to be scientific, temperate, and sane in their deduc- 
tions and practice. But that which above all characterized 
these newer practitioners, and which stamped them espe- 
cially and vividly as products of the Renaissance, was the 
breadth of their cultural outlook and the way in which 
they laboured to extend the boundaries of learning in other 
subjects besides medicine, while pursuing their everyday 
vocation as practising physicians. 

There was a converse to that also. For, just as the 
physicians made excursions into other domains of learning, 
so did divines and the better educated country squires 
also invade the realms of medicine. Quite considerable 
collections of medical books were to be found in the 
libraries of some of the country houses; such was the case 
at Gwydir, the seat of the Wynn family. There is pre- 
served among the Wynn papers a catalogue of twenty-one 
medical treatises which formed part of the Gwydir library 
in 1647. Most of these works belonged to the previous 
century, and had probably been acquired in Tudor times. 

William Salesbury of Llanrwst, a distinguished theologian 
and philologist (acquainted, it is said, with nine languages 
besides Welsh and English), also had medical interests. To 
him is attributed the authorship of one of the medical 
‘herbals of the period. 

The most interesting figure amongst the divines who 
practised medicine was Sir Thomas ap Williams, curate of 
Trefriw about 1573, who had a very considerable repute in 
North Wales as a physician. Several of his letters of advice 
to Sir John Wynn of Gwydir are preserved among the Wynn 
papers. His prescriptions, written some in Welsh and some 
in English, were richly sonorous of the pulpit, and liberally 
punctuated with amens and benedictions. be 
praised,’’? he once wrote to Sir John, “ that your worship 
hath had stools, otherwise it had been necessary to clyster. 
Protegat te nomen Dei Jacobi,” 

Sir Thomas ap Williams’s medical activities were a 
hbugbear to at least one of Sir John Wynn’s more orthodox 
advisers, Alexander Read, who wrote indignantly to ‘the 
haronet in 1610 protesting against the curate’s presumption 
in posing as a physician, and pouring scorn on “ his 
ineffectual old simples.” 

Read was a Scotsman by birth, and became one of the 
most popular and skilful general practitioners of his day. 
Before he became lecturer in anatomy to the Barber 
Surgeons in 1632 he lived at Holt on the Welsh border, 
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and his services were greatly in demand, not only through- 

out North Wales (where he attended the Wynns and other 
rominent country families), but also as far afield as 
onmouthshire. 

Called once to Newport to see a tailor with an injured 
leg, Read promptly amputated the limb above the knee with 
@ carpenter’s whip-saw, arresting the haemorrhage with 
a sort of mortar compounded of white of egg, unslaked 
lime, and hare’s fur. He published several books on 
medicine and surgery, but his activities belong mainly to 
the seventeenth century, and so fall rather beyond the 
scope of this paper. For the same reason another of the 
physicians of the Wynn family, John Bulkeley of Cleifiog 
in Anglesey, must be dismissed with just the passing 
mention of his name, for I wish to direct your attention 
more especially to those Welsh physicians of the sixteenth 
century who have claims to be remembered not only as 
physicians, but as pioneers of the new learning in other 
fields of knowledge also. 


of Robert Recorde of Tenby. 

_ Of these men, the earliest, and in some ways the greatest, 
was Robert Recorde of Tenby. He was a physician of 
repute, and also one of the great mathematicians of the 
sixteenth century. In this light it is interesting to com- 
pare him with those other notable Renaissance mathe- 
maticians, Arnold de Villa Nova, Neander, and Hieronymo 
Cardano, who, like Recorde, were also physicians, Cardano 
being first of all professor of mathematics at Milan and 
then professor of medicine at Pavia and Bologna. 

* Born in Pembrokeshire in 1510, Robert Recorde studied 
first of all at Oxford, becoming a Fellow of All Souls 
‘in 1531. Later he studied and taught mathematics and 
medicine at Cambridge, taking his M.D. there in 1545, 


. He then returned to Oxford, where he taught arithmetic 


and mathematics. Those sciences, according to Wood, *‘ he 
rendered so. clear and obvious to all capacities that none 
ever did the like before him in the memory of man.” 
Rhetoric, anatomy, music, astronomy, cosmography also 
came within the ambit of his vast learning. He was an 
authority on coinage, and was at one time comptroller of 
the Mint. He was, moreover, one of the first in Britain 
to adopt the Copernican system of astronomy. The work 
he did in furtherance of the study of geometry, algebra, 
and arithmetic was important and lasting. To him we 
owe the invention of the sign of equality (=), and it was 
he who popularized the use of the signs plus (+) and 
minus (—). 

As a physician he was not an inconsiderable figure. In 
1547 he practised in London; indeed, he is said to have 
been physician to Edward VI and Mary. He wrote a 
treatise on anatomy which is unfortunately not now extant; 
probably it was what he planned it to be—‘‘ an exact book 
with goodly pictures aptly framed.” 

One of his medical treatises does, however, still exist— 
The Urinal of Physick—a beautifully printed little volume, 
published in 1548 and dedicated to the Wardens and 
Company of the Surgeons in London. It was meant par- 
ticularly for the enlightenment of surgeons so that they 
might not so often confound medical with surgical con- 
ditions ‘‘ and surgery be slandered thereby.”? It was also 
intended for popular perusal so that the laity might be 
enabled to describe their urinary symptoms more exactly 
and helpfully when consulting a physician. In this con- 
nexion, Recorde ‘‘ exhorts all men not to mock and jest 
with any physician (as some light wits do), tempting them 
with beast’s stale instead of men’s urine or bringing them 
men’s water for women’s.”’ 

The little-book lays down the classical canon of uroscopy 
as derived from ‘* Hippocrates, Galen, Aegineta, Pliny 
Constantinus Africanus, Dioscorides, ete.’ Recorde was 
careful, however, to stress the fact that the history of 
the case and the general observation of the patient were 
equally as important as the study of the urine in arriving 
at a diagnosis. He was thus no mere empirical uroscopist. 

In spite of, or because of, the multitude of his intel- 
lectual activities, Recorde would not seem to have pros- 
pered, for he got into financial straits and died in the 
King’s Bench prison in 1558. 


Humphrey Llwyd of Denbigh. 

In Humphrey Llwyd of Denbigh the sixteenth century 
produced another Welsh physician who was notable for 
the breadth of his culture and for his pioneer work in 
new fields of knowlédge. He was one of the cartographers 
of the pericd. 

Bern in 1527, Humphrey Llwyd proceeded to Oxford, 
to Brasenose College. He graduated as Master of Aris, 
and then proceeded to study medicine. Afterwards, for 
fifteen years, he was private physician to Lord Arundel, 
the Chancellor of the University. He then returned to 
Wales, living and practising at Denbigh Castle, where he 
died in 1568. 

Humphrey Llwyd was devoted to music, and was én 
industrious and erudite writer on Welsh history and 
antiquities, but it was his work as a geographer which 
formed his chief contribution to the advancement of the 
new learning. Through his fellow townsman, Sir Richard 
Clough of Antwerp and London, he came into close contact 
with Ortelius, who, in his Theatrum Orbis Terrarum, 
referred to Liwyd as ‘‘ the noble and most learned man” 
who supplied him with maps of England and Wales for 
his Ancient Geography. Many prints of Humphrey 
Liwyd’s maps are still extant. 

He wrote two medical works of note. The first, The 
Judgement of Urine, published in 1553, was a translation 
of Vassaeus’s work on uroscopy. The second, published 
posthumeusly in 1585, and entitled The Treasury of Health, 
was a translation of the Thesaurus Pauperum of Peter 
Hispanus, together with aphorisms of Hippocrates, and the 
views of Jacobus de Partibus on therapeutics. To this 
rather conglomerate work Llwyd added, as original con- 
tributions of his.own, a commentary on ‘ the causes and 
signs of every disease,’’? and a kind of Index Therapeutica 
and Guide to Dispensing—‘‘ a compendious table contain- 
ing the purging and comfortative medicines with the 
exposition of certain measures and weights.” 

The book is interesting in that it reveals the kind of 
therapeutic creed which guided the practice of a well- 
qualified physician of that period. None of the remedies 
advised by Humphrey Llwyd on the authority of his original 
authors can be described as grotesque or revolting. Even 
mummy did not occur in his materia medica, though 
mention was made of ivory, lapis lazuli, and confection 
of pearl. For the most part there was sound empirical 
common sense behind his prescriptions: Juniper ‘‘ to 
comfort the reins’’?; camphor and lavender ‘‘ to comfort 
the heart ’’; mints and oil of bitter almonds ‘ to comfort 
the stomach ’’; pillule of rhubarb for the liver; oil of 
cardamoms and oil of pepper for colic, and oil of caraway 
‘* for the paynes in the smal guttes.’? A syrup ‘of the 
pillynges of oranges’? was recommended as a stomachic; 
confection of ginger ‘‘ for all ventosities and inflations of 
the stomach,’’ and syrup of poppy for a hacking cough 
that interfered with the patient’s sleep. His favourite 
drug would appear to have been oxymel squill, which 
was advised for a variety of conditions. Mercury would 
not seem to’have found any favour with him, but arsenic, 
in the form of lozenges, was recommended ‘‘ to heale wyld 
fyre and ringwormes.’’ One has only to compare the 
therapeutics of this book of Llwyd’s with The Welsh 
Leech Book and other similar books inspired by mediaeval 
standards to be able to gauge the enormous influence of 
the new knowledge and: tlie new spirit of the Age of 
Discoveries upon the actual everyday practice of medicine 
in Wales. 


The Welsh Grammarians. 

I now turn to that important and interesting aspect of 
the Renaissance which expressed itself in the work of the 
translators of the classics and the patient labours of the 
grammarians who helped to reveal the intrinsic beauty and 
literary potentialities of the ‘ vulgar tongues ’’ of western 
Europe. 

At least one of the early translators of the classics into 
English was a physician practising in Wales. Thomas Phaer 
translated nine books of Virgil’s Aeneid into English verse 
while living at Cilgerran in Pembrokeshire. This was for 
| some years the most popular English translation of the 
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Aeneid, Phacr also wrote two medical treatises: 1 Goodly 
Brief Treatise of the Pestilence, and The Regimen of Health, 
a popular manual of hygiene of the type of Klyot’s Castle of 
Health. 

The Welsh grammarians were many, and although some 
of them seem to have been Catholics, their work culminated 
in Wales, as in England, in translations of the Scriptures, 
which hecame not only theological canons, but canons 
also of literary style and diction. Several of these Welsh 
grammarians were physicians who sought relaxation from 
the cares of practice in the study of what one of 
them characteristically enough termed ‘‘ the anatomy of 
language.”’ 

Sir Thomas ap Williams, curate and country physician, 
who was one of the many medical advisers of Sir John 
Wynn of Gwydir, compiled a Welsh-Latin dictionary. 
Henry Saleshury of Delbelider, in Denbighshire, published 
a Latin grammar of the Welsh language in 1593. Salesbury 
was a graduate of Oxford and a physician of some eminence 
in North Wales. He also compiled a Latin-Welsh 
dictionary, but it was never published. 

The most picturesque, the most typical, and the most 
learned of the Welsh grammarians of the Renaissance was, 
however, another physician—Doctor Rhys. John Dafydd 
Rhys was born at Lianfaethlu in Anglesey. He studied at 
Oxford, but did not graduate at that university. In 1555 
he went abroad—perhaps as a recusant, for Wood stated 
that he lived and died a Catholic. However that may have 
heen, his wanderings brought him at last to Italy, the 
homeland of the Renaissance, where he studied medicine at 
the ancient university of Siena in Tuscany. He graduated 
as doctor of physic and then became moderator of the 
school at Pistoia. While in Italy he acquired a_pro- 
found knowledge of Italian, and wrote two grammatical 
treatises in that language which were published at 
Padua.- Qne was an introduction to the study of Latin; 
the other was a guide to the pronunciation of Italian, 
Which became a favourite textbook for Englishmen visiting 
Italy. ° 

Attcr many years, however, the exile felt again the call 
of his native hills. He left Italy, that land of light and 
warmth, and veturned to Wales, where he practised as a 
physician amid the sombre environment pf the Brecknock 
Beacons. He died in Brecknockshire in 1609. 

During this last period of his life he wrote a scholarly 
Latin treatise on Welsh grammar and prosody, and it is 
by this work of massive learning that he is best remem- 
bered by his compatriots. He also published a Welsh trans- 
lation of Aristotle’s Metaphysics, but the manuscript of 
that work has been lost. 

His eminence in two lands as a grammarian has over- 
shadowed John Dafydd Rhys as a_ physician, but he 
described himself in the preface to his Welsh grammar 
as ‘a man of harassed years in the care of the sick and 
the worries of business.” 

In the introduction to. the same work, too, Humphrey 

Prichard referred to him as having gained the title ef 
doctor ‘* for his eminent studies in medicine.”’ 
- The annals of the Renaissance in Wales would be the 
poorer if time had not preserved for us, at least. in 
silhouette, the likeness of this insatiable old scholar. He 
was just such personality as Browning has por- 
trayed so vividly in- The Grammavian’s Funeral. Hakhiyt 
described his contemporaries as ‘‘men full of activity, 
stirrers abroad and searchers of the most remote parts of 
the earth.’ John Dafydd Rhys was just such a one, 
but adventuring for learning as others of his time and 
generation adventured for spices and gold moidores. 
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Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


RETROPHARYNGEAL ABSCESS SECONDARY TO 
FOREIGN BODY LN HYPOPHARYNX. 
A RETROPHARYNGEAL abscess, the result of injury due to 
the swallowing of a foreign body, is rather unusual; the 
condition was found in the following case. 


A man, aged 45, was admitted to the aural department of the 
Manchester Royal Infirmary with the history of having swallowed, 
two days previously, a piece of chicken bone. He was unable to 
swallow any solid food, and liquids only with pain and aimeculty. 
There was some obstruction to free breathing. 

The senior house-surgeon examined him with the mirror and 
also with Jackson’s laryngoscope, but was unable to find any 
foreign body, although an z-ray report indicated a small elongated 
one at the level of the sixth cervical vertebra. Six hours later 
he was examined under general anaesthesia by Mr. F. W. Wrigley, 
no foreign body being 
seen. The dysphagia 
and pain now increased, 
with rise of tempera- 
ture to 100.4°F., and 
two days later he was 
referred to me by my 
colleague. On examina- 
tion with the mirror I 
found very marked 
bulging forward of the 
left posterior pharyn- 
geal wall, partially 
hiding the left aryte- 
noid from view; the 
left aryienoid and left 
aryteno-epigiottidean 
fold were very swollen 
and oedematous; much 
frothy saliva and mucus 
was collected about the 
swelling and larynx. 
The act of swallowing 
was very painful, and 
on pressing the larynx 
over from the right to 
the left towards the 
tender site, indi- 
cated by the patient, a 
sharp pain was caused. 
This sign Dr. Gabriel 
Tucker regards’ as 
definitely indicating the presence of a foreign body. A radiogram 
taken that day showed a small spicule of bone embedded in the 
retropharyngeal wall at the level of the sixth cervical vertebra 
and marked bulging of the wall; the passage of barium paste had 
been seen obstructed at this point. As the patient was not ready 
for an endoscopic examination this was postponed until the follow- 
ing morning. During the night he brought up an ounce or more 
of pus and much mucus with a trace of blood. In the morning, 
after injection of morphine and atropine, under cocaine anaes- 
thesia, i passed the short Jackson's oesophageal speculum. The 
larynx was still very inflamed and oedematous, but the pharyngeal 
swelling was much less. No foreign body was seen, but a tear on 
the posterior wall was found from which pus was cxpressed as 
the instrument moved near it. Ii was thought desirable not to 
open the abscess further, and the patient was given an adrenatine 
spray (1 in 10,000) and bismuth carbonate powders. His tempera- 
ture remained at 100.2° F. for two more days, then the laryngeal 
oetema and post-pharyngeal swelling rapidly subsided, and in 
three days he was discharged, swallowing normally. 

A subsequent radiogram showed no sign of a foreign 
body, and it seems certain that this was either vomited or 
swallowed when the abscess broke during the night; after 
this, pressing the thyroid or cricoid cartilage over to the 
left no longer elicited any pain or increase in the tenderness 
at the site complained of by the patient. This sign must 
be regarded as a very valuable one in cases of suspected 
foreign bodies which are non-opaque to # rays. 

D. Linpiey Sewer, 


Honorary Aurist and Laryngolegist to the 
anchester Royal Infirmary. 


Arrow=chicken bone. Area between con 
tinuous and cotted line=swollon posterior 


pharyngeal wall. 


Very black shadows= 
bismuth. 


LOCAL ASPHYXTA IN A YOUNG CHILD. 
Scena case as the following seems to be sufficiently rare 
to merit recording. orn 

iv . , was wheeled several miles in a push-chair on a 
“when she was taken out on reaching home it was 
found that she was unable to stand, and that her feet were blue, 
swollen, and painfui. On the next mornmg (Thursday) the left 
foot was still affected, but the right foot had recovered. th the 
evening both feet were normal, and the child was able to trot 
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SCIENTIFIC PROCHEDINGS BRANCHES. 


Brine ~ 


about as usual. On Friday morning the left was healthy and the 
right was affected; in the evening both were normal. On_ the 
mornings of the following Saturday, Sunday, and Monday both 
feet were affected; each evening they became normal agam. 
After Monday there was no recurrence. 

I was called to see the child on Saturday morning, when I found 
both feet deeply cyanosed (especially the planiar surfaces), swollen, 
and extremely painful, so that she screamed with apprehen- 
sion if any attempt was made to handle them. I was wformed 
that on the first evening the lower third of both legs had been 
blue and swollen, but that after this the trouble was confined to 
the feet-and ankles. 

Two bowls were filled, one with hot and the other with cold 
water. For ten minutes I plunged the feet first into one, then 
into the other, and the condition markedly improved. The 
cyanosis age disappeared, giving place to an appearance of 
hyperaemia. The mother continued this treatment every iwo 
hours, and reported considerable improvement. 

On the Monday morning I exposed the legs and feet to irradia- 
tion by a mercury vapour lamp, but only five exposures were tried, 
the child being so well that her mother did not bring her to me 
again. This was four months ago, and there has been no recurrence. 


The abrupt onset and paroxysmal nature of the attacks 
leaves little doubt as to the diagnosis. With regard to the 
treatment I am under no illusion, although it may have 
helped matters. There appeared to be no blood in the 
urine, but this was not examined microscopically. 


Grays, Essex, F. F. WHEELER, M.R.C.S., L.R.C.P. 


SELF-REDUCED DISLOCATION OF THE FIBULA. 
Tuer following accident may be worth recording, because 
of its rare nature. 


A boy, aged mt years, was playing (forward) in a rugger match 
between two public schools. In a rough-and-tumble near the line 
he somehow fell with his left leg twisted, felt sudden pain below 
the knee, and could not get = 

I saw him immediately on the ground (being only a few yards 
from the accident), and found a hard, roughly oval swelling on 
the outer side of the leg below the knee-joint. It was, without 

doubt, the head of the fibula, dislocated forwards and outwards 
from behind the head of the tibia. I tried to reduce it then and 
there, and so did two other doctors who were present; but though 
our efforts gave him no pain, even the hardest pressure, together 
with alternate flexion and extension of the knee-joint, was entirely 
unsuccessful, and subsequent efforts in bed also failed. 

Later in the evening he got out of bed and put his foot to the 
round, with slight pressure, heard a click with slight pain, and 
ound that the lump had vanished, and that his leg felt perfectly 
normal. X-ray .pictures were taken before and er (unfortun- 
ately the exposures were very poor), and show quite clearly the 
difference ‘in angle made by the heads of the tibia and fibula on 
the two sides, 


Presumably the head of the fibula was forced through 
a narrow rent in the strong ligament binding it to the 
tibia, which became tight and rigid behind it, and any 
effort to reduce the head failed, and was bound to fail, 
unless the exact place of tearing was relaxed sufficiently 
to let the head slip back. 

There.was no fracture of the fibula, no involvement of 
the knee-joint, and no subsequent swelling of the surround- 
ing tissues, and the patient was able to walk normally as 
svon as the self-accomplished reduction was effected. 


L. R. Lemprierr, 
Medical Officer, Haileybury College. 


British Medical Association. 
CLINICAL AND SCIENTIFIC PROCEEDINGS. 


STAFFORDSHIRE BRANCH. 

General Paralysis of the Insane. 
A meetine of the Staffordshire Branch was held at the 
North Staffordshire Royal Infirmary on December 6th, with 
Dr. G. H. Sowry, the president, in the chair. ; 

Dr. W. F. Menzies, who opened the proceedings with 
some notes on general paralysis of the insane, stated thet 
he would emphasize points which were not generally stressed 
in textbooks and current literature on the subject, and that 
his remarks would apply. particularly to his experience in 
North Staffordshire. He discussed the place of lead as 
an etiological feature in the causation of dementia para- 
lytica, and concluded that, while this metal had probably 
sume causative significance, the manner of its action was 
entirely unknown. He next touched upon the thorny 


question relating to the possibility of there being two 
strains of Spirochaeta pallida; in the event of there being 
only one strain, the possibility of that one having two 
stages was discussed. In this connexion the speaker men- 
tioned the efficacy of the metals in the treatment of inter- 
stitial syphilis, in contradistinction to their comparative 
uselessness in parenchymatous syphilis. He pointed out 
that this relationship was reversed in the case of malaria 
therapy, this form of treatment being extremely useful in 
parenchymatous syphilis, but of no value in interstitial 
syphilis. Passing to the symptomatology of the disease, 
Dr. Menzies mentioned the almost constant presence of 
euphoria and the extreme diagnostic significance of this 
symptom. With regard to physical signs, the speaker 
emphasized the great reliability of double miosis as a sign, 
and the corresponding unreliability of a bilateral dilatation 
of the pupils, Referring to malaria therapy in dementia 
paralytica, Dr. Menzies pointed out that the foundation 
of this form of treatment lay in the observation, made a 
long time ago, that an acute disease occurring in a general 
paralytic usually improved the condition to a very marked 
degree. Much work on this subject had been done in 
Vienna, and malaria had been selected as being the most 
suitable acute infection to produce in a paralytic, for the 
reason that it was easily controlled by the exhibition of 
quinine; in this connexion it was interesting to note that 
induced malaria was more amenable to quinine than was 
natural malaria. The rationale of the treatment was 
unknown. Dr. Menzies stated that while, originaliy, twelve 
rigors had been allowed to occur before the disease was cut 
short by quinine, it was now considered the best practice 
to allow only one rigor with three days or so of fever. It 
appeared that this method retained all the good points of 
malaria therapy, but eliminated all the dangers inherent in 
allowing the patient to have a more or less prolonged series 
of rigors. The induced malaria having been cut short by 
quinine, tryparsamide was administered, and this, if 
necessary, was followed by a further induction of malaria, 
The Sequels of Gastro-enterostomy. 

Mr. F. Nesriecp Cooxson read notes upon an inquiry’ 
into the after-history of gastro-enterostomy, and recounted 
the results which he had obtained from this operation in 
twenty-four cases operated upon by him between 1£20 and 
1924. The cases were divided into the following groups: 

Chronic gastric ulcer 

Chronic pyloric ulcer with obsiruction 

» Without obstruction 

Chronic duvdena] ulcer with obstruction 

Perforated ulcer (gastric and duodenal) 

Malignant disease os 
Mr. Cookson discussed in detail the results which he had 
obtained in the cases of non-malignant ulceration. Tho 
results were extremely good in the majority of instances, 
being least favourable in the cases of perforated ulcer, The 
speaker explyined his operative technique, and imentioned 
unusual anatomical relations which might be met with in 
the course of the operation. In the three instances of malig- 
nant disease the operation was undertaken for the relief 
of pain and vomiting, and in these cases the growth was 
not removable. 


Routine Radiography. 

Dr. Bromuiry read a paper on some questions and expe- 
riences in routine x-ray work. Dr. Bromley explained that 
the interpretation of a-ray photography was really an 
interpretation of relative densities, and that it was only by 
realizing this that x-ray photographs could be construed 
to the best advantage. He emphasized the great impor- 
tance of routine in technique, and stated his belief that 
alterations in technical routine should be made only after 
the most careful consideration and in the light of accumu- 
lated experience. The speaker showed on the screen a large 
number of x-ray photographs. In those showing bones and 
joints he indicated the necessity of eliminating tlic possi- 
bility of unusual bony formations before arriving at 2 
diagnosis of fracture. In this connexion he showed 
instances of the two small ossicles occasionally piesent, one 
near the base of the fifth metatarsal bone, and the other in 
the neighbourhood of the joint’ between the tarsal scaphoid 
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and the head of the astragalus. Dr. Bromley also demon- 
strated the shadows thrown by calcareous arteries, and 
expressed his belief that a radiographer, finding them, 
should report their presence, so that the surgeon might be 
iz a position to vary his treatment in the light of know- 
ledge of the condition of the vessel walls in the neighbour- 
hood of the fractured bone. Dr. Bromley explained his 
technique in the radiography of the alimentary canal; he 
considered that the addition of flavouring agents to opaque 
meals was rather a disadvantage than otherwise, since, in 
his experience, they rather tended to make the meal less 
palatable to the patient than it would otherwise be. Dr. 
Bromley explained thoroughly the diagnostic significance 
of the crater, the filling defect, and the spasmodic incisura 
in the diagnosis of ulcers. He also described the signifi- 
cance of the duodenal cap, its causation, and the diagnostic 
value of its various deformities. 


Reports of Societies. 


SACRO-ILIAC PAIN. 
Ar the meeting of the Medical Society of London on 
December 10th, with Dr. Wanrer Carr in the chair, a 
discussion was held on sacro-iliac pain. 

Dr. Harris, in opening, enumerated the 
various causes of sacro-iliae sprains and subluxations which 
jollowed accidents, mismanaged labours, or congenital 
defects, and occurred much more frequently in the female 
than in the male. One never expected to find a total 
dislocation of the sacrum; the most common displacement 
was a posterior rotation of the sacrum, producing flatness 
of the back, with more or less obliteration of the normal 
lumbar’curve, such as was seen in an anaesthetized person 
on the operation table. The diagnosis of these subluxa- 
tions by « rays seemed almost impossible save in rare 
instances ; a stereoscopic s-ray picture of the pelvis might, 
however, bring out subluxations not to be seen in the 
ordinary flat negative. Clinical exp@rience of these low- 
back pains, with their speedy relief following certain 
measures, should convince everyone as to their importance. 
Chronic pains in the back were frequently diagnosed 4s 
lumbago, muscular rheumatism, and chronic sciatica. Dr. 
Harris then described the differential diagnosis. In these 
sacro-iliac sprains tenderness on pressure over the affected 
joint was almost constant, and the pain would be aggra- 
rated by walking, standing, or lying flat on the back. 
The treatment of sacro-iliac pain, whether by manipula- 
tions, under an anaesthetic or not, by strapping or the 
use of other supports, or by arthrodesis, was outside the 
scope of his opening remarks, but the differential diagnosis 
of a sacro-iliac lesion from sciatica, spinal cord disease, 
arthritis of the hip, lumbago, and sacro-fibrositis was of 
great importance from the point of view of treatment. 
American surgeons particularly had investigated and 
written about this subject, and had helped to rescue many 
sufferers with chronic pain in the back from chiropractors 
ind osteopaths. It was always necessary to guaré against 
overlooking injury and muscular strain simulating sciatica, 
'n the routine examinations tests should be made for 
tenderness over the joint by pressure on and below the 
posterior iliac spine. Tuberculosis might attack the sacro- 
iliac joint—tuberculosis of the sacrum or lumbar vertebrae 
might be recognized by a radiograph—and osteo-arthritis 
of the hip-joint was another condition liable to be mistaken 
for sacro-iliac sprain. 

Mr. P. Jenner VerRRALL agreed that, at all events until 
recently, « rays were of little value, and even the stereo- 
scopic view did not dispel all doubt. For the most part 
reliance must be placed on clinical findings for the dia- 
gnosis. In many persons—in the female more than the 
male-—-this joint was congenitally lax. Too early weight- 
bearing after labour was a fertile source of trouble. 
Another form of sacro-iliac subluxation might occur after 
such an accident as the fall of some heavy object on to the 
lower part of the back while the person was in a stooping 
position. The symptoms of which patients complained 
were commonly pain in the back or sciatica, either of 


which might be due to a multitude of causes. A history of 
injury or mismanaged labour might be elicited. In severe 
cases the gait of the patient was almost pathognomonic. 
Early and advanced cases differed fundamentally in pos- 
ture; the early case showed considerable lordosis, the 
advanced case had a flat and almost vertical lumbar spine 
and sacrum. Deep tenderness over the joint (which must 
be distinguished from superficial tenderness due to referred 
pain) and pain elicited by lateral compression of the 
pelvic crests were useful signs. He was convinced that 
uterine displacement was less often a complication, and 
muscular strain more often. a complication, than was 
thought likely twenty years ago. Sacro-iliac subluxation 
being accepted as a clinical entity, the treatment was 
reposition followed by support. He thought the frequency 
of sacro-iliae displacement had been greatly exaggerated, 
but anyone who had felt or heard the click while perform- 
ing the manipulations for reduction, and the rotation of 
the bone, followed by a clearing up of the condition, must 
be convinced of its existence. Reduction should be followed 
by some form of support. In severe cases it was well 
to allow the patient to rest in bed for a few days with 
lumbar support; some cases wanted nothing more, but 
others required a sacro-iliac belt and pad, the proper 
form of which he carefully described. Little or no benefit 
was obtained from local therapeutic measures such “s 
ionization. Mr. Verrall ended with an explanation of a 
method of grafting of the joint which he had employed 
in severe cases, 

Dr. F. J. Bratmsrorp exhibited a large cqllection of 
radiographs of this area of the spine. They were a sclec- 
tion he had made from 3,000 cases, not all sacro-iliac 
lesions, but lesions and deformities in that neighbourhood, 
and supported the points already brought forward by Dr. 
Harris and Mr. Verrall. Special attention was drawn to 
the number of these cases in which there was a congenital 
deformity, and also to the variations seen in the articular 
processes of the sacrum. 

Dr. C. B. Heap spoke as one who had been one of 
Mr. Jenner Verrall’s very successful patients. He had 
been an acute sufferer from the condition described. One 
point not mentioned by previous speakers seemed to him 
worthy of note—namely, the existence of sympathetic 
phenomena. He had experienced in association with the 
condition an extremely painful nightly colic. With regard 
to the sensations, in his own ease he remembered that he 
did not mind bending, but he had the greatest objection 
to getting erect at one particular point. During and after 
the pain the leg felt large, heavy, and “ woolly,’ as 
though it belonged to somebody else of much bigger 
stature than oneself. ; 

Dr. H. A. Exxis mentioned the diagnostic importance 
of the specific gravity of the urine in all cases of arthritis. 
In a case of osteo-arthritis the urine had a high specific 
gravity and there was excess of sulphates; in rheumatoid 
arthritis it was of low specific gravity, with deficiency of 
phosphates and no increase of sulphates. Mr. VERRALL, 
in reply to a question, said that the manipulations were 
always conducted under anaesthesia with the patient com- 
pletely relaxed. He thought it impossible to perform 
manipulation of the sacro-iliac joint otherwise. 


CANCER OF THE CERVIX. 

Ar a mecting of the Section of Obstetrics of the Royal 
Academy of Medicine in Ireland on November 23rd, with 
the president, Dr. Greson FrrzGippon, in the chair, Dr. 
Berue, Sotomons, Master of the Rotunda, exhibited a 
specimen of carcinoma of the cervix, removed by the 
Wertheim method. 

The patient, aged 36, was a S-para, whose last baby was 
eleven months old. Two months after the birth menstruation 
returned, and she had lost blood almost continuously for nine 
months when she came to the Rotunda. The growth was very 
extensive locally, but did not appear to involve the parametria, 
bladder, or rectum. The operation and recovery were without 
incident. Dr. Bourke reported that the specimen was a solid 
carcinoma originating from the squamous epithelium of middle 
maturity. The tumour had infiltrated the cervix, bul the prolifera. 
tion was more external than internal. The measurement of a 
half section of the growth after removal was 4.5 em. 
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CANCER OF THE CERVIX. 


Dr. Solomons dwelt on the fact that the radical operation 
was the choice for a case of this type—namely, a growth 
freely movable and of great magnitude: a large quantity 
of radium would be needed for such an extensive growth. 
He employed « rays as a routine post-operative procedure, 

Dr. D. G. Mapuit, referring to the fact that the patient’s 
last confinement had taken place only nine months before 
the finding of the tumour, asked if there had been any 
history of difficulty at the confinement, and said he did 
not think the tumour could have reached its present 
magnitude in nine months, He considered it probable that 
there must have been some evidence of malignancy at the 
confinement. 

Professor A. H. Davinson thought it time for an 
authoritative statement on the present position of radium 
and operation in cases of cancer of the cervix to be issued. 
He had seen very many inoperable cases which had* been 
treated by radium in which the results had not been 
satisfactory, and could only remember one inoperable case, 
which had been treated about four years previously, in 
which there had been no recurrence. 

Dr. R. M. Corner believed that if carcinoma was found 
soon after confinement the prognosis was favourable, since 
this meant that it was found in an early stage. He 
referred to a patient of his who had had a normal delivery 
in July, 1925, and who in December, 126, had been sent to 


seen at Mercer’s Hospital a somewhat similar case. The 
patient had a fairly large tumour filling the middle of the 
abdomen, which at first suggested a spleen, but the blood 
count negatived this. The abdomen was opened, and a 
malignant growth of the mesentery was found. 


Amputation of the Fallopian Tube. 

Professor A. H. Davipson showed a_ specimen of 
myomatous uterus with amputated Fallopian tube. Tha 
patient, a woman aged 50, complained of irregular and 
severe uterine haemorrhage for the past six months. She 
had been married for twenty-six years and had had no 
children er miscarriages; her menstrual periods had been 
regular up to six months previously. A fibrous polypus was 
found protruding from the cervical canal, and a multi- 
nodular fibroid uterus. In view of the patient’s ago 
Professor Davidson decided to perform hysterectomy. At 
the operation a peculiar and interesting condition of he 
right tube was found. There was a complete amputation 
of the tube at the inner end of the isthmal portion, and 
there was a thin fibrous cord running from that poiat 
to a cystic enlargement filled with caseous material, 
adherent to, ana embedded in, a portion of the omentum, 
It seemed as if the tube had become parasitic on he 
omentum. ‘The left tube, the seat ef old-standing salping- 
itis, was disorganized. Hysterectomy and double salpingo- 


odphorectomy was performed. Dr. F. 8. Bourke, who 


. him again with a diagnosis of incompl<te abortion. He had ined ti “a i 
. found a malignant condition; a Wertheim operation was | ©X@ mec the tube, had reported as follows: 
performed, and the patient had been perfectly well since. A section of the peduncle attached to the large caseous mass 
h consists of a fibro-muscular structure resembling in arrangement 
the muscle wall of the Fallopian tube. There is no evidence, 


however, of any epithelial lining. I am unable to say definitely 


that this is an amputated tube, but it seems the most likely 


4 The Master or tHe Rorunpa replied that the patient 
had been confined in the country eleven months previously, 


and he was informed there was no difficulty in the labour. 
He agreed with Dr. Corbet that a tumour discovered 
apparently soon after confinement indicated probably a 
favourable prognosis. He did not helieve that sarcoma 
was likely to be found in the microscopic sections. It was 
extremely difficult to estimate the results from radium 
therapy and operation for carcinoma of the cervix. Both 
depended on the skill of the operator. Heyman of Stock- 
holm was obtaining excellent results with radium, which 
he used in all cases: his technique was beautiful. It was 
difficult for men who had not a large quantity of radium, 
and who had not the experience necessary to obtain the 
best technique, to compare their results with those of 
Heyman and others. The same remark applied to the 
operation. The Wertheim operation was difficult, and the 
best results were obtained by the man with the largest 
experience. Dr. Solomons said he advocated operation for 
operable cases and radium for the other types in which, 
working with Dr. Stevenson, he had had some striking 
improvements. It was an easy matter to pick out the 
authoritative papers on operation and radium therapy 
from the others. 


Uterine Fibroids. 

Dr. Solomons also showed a specimen of a large fibroid 
removed from a woman, aged 35, who had been married 
for one year and had had no previous pregnancy. 

There had been amenorrhoea for five months and slight abdo- 
minal pain. On examination, a soft tumour, which was obviously 


a five months pregnancy, was found in the lower abdomen. 
Separated from it by a slight groove, and filling the whole of the 


rest of the abdomen, was a large, hard, somewhat regular 
tumour; this was freely mobile and shght! resonant on peuntalen. 
An z-ray film confirmed the diagnosis o pregnancy. The spleen 


shadow was visible, and there seemed to be a slight connexion 
between the ae uterus and the tumour. The differential 
diagnosis lay between a spleen, a mesenteric tumour, and a large 
fibigid or an ovarian tumour. blood count showed the red 
cells to number 3,336,000 per ec.mm.: the haemoglobin was 
60 per cent., and the colour index 0.9. On opening the abdomen 
it was obvious that the condition of the growth was fibroid : 
it filled most of the available space in the abdomen. Having been 
freed, it was removed from the left cornu of the pregnant uterus 
and the cavity was stitched. There were four other fibroids in 
the uterus, one of which was removed. There was very alarming 
haemorrhage from the bed of this tumour, which seemed to be 
over the placental site: the haemorrhage was controlled by suture 
It did not seem advisable to remove any of the other tumours. 
since they did not interfere with the pregnancy, which was still 
progressing. 

The Presipentr agreed with the Master of the Rotunda 
Hospital that the only treatment was removal of the 
tumour. He thought the prognosis was good. He was 
specially interested in the diagnosis, because he had recently 


explanation for its occurrence in such a situation. Smears of the 
caseous matters were examined, but no tubercle bacilli were 
found.” 

The Presipent thought that this was an amputated 
tube, since the lumen of the tube was filled with caseous 
material. 

Dr. Nrixrtan Farkiner suggested that this was a caseous 
gland, and said that as a rule the caseous mass was in the 
upper part of the tube. In this case it had been found 
in the omentum, which he regarded as being rather agzinst 
the condition being an amputated tube. . 


CANCER OF THE LUNG. 

Ar a meeting of the Section of Pathology of the Royal . 
Academy of Medicine in Ireland in the Royal College of 
Physicians on November 30th, with the president, Dr. 
T. T. O’Farreit, in the chair, Dr. J. Sreares reported 
a case of cancer of the lung. 

A man, aged 51, had been scen Og on October 5th, com- 
laining of pain in the abdomen, which passed up and through 
nis chest; he had been ill since May 8th. The patient had_had 
three falls from horses, and had suffered from malaria and black- 
water fever; he looked ill, and was slightly anaemic. There was 
no difference in expansion on cither side of the chest, and no 
dullness. There were a few coarse crepitations, with harsh 
inspiration over the lower lobes, but no bronchial breathing. 
The heart and blood pressure were normal, but the patient was 
extremely bgeathless, out of all proportion considering that the 
heart and lungs appeared normal. There was tenderness over the 
splenic area, and something definitely hard could be felt; the 
liver contained no lumps, but felt unduly hard. There was ro 
fluid in the abdomen, the sputum did not contain tubercle bacilli, 
and the Wassermann reaction was negative. An x-ray examina- 
tion showed lung trouble, mainly confined to the lower lobes; 
diagnoses suggested had been specific disease, malignant 
disease, and some unknown factor. The patient went downhill 
rapidly, and died on November 8th; towards the end he coughed 
up purulent sputum, and vomited without relation to food. 


Dr. Speares said that in his experience of tumours of the 
lung the principal thing noticed was dyspnoca. He drew 
attention to the fact that in textbooks the statement 
appeared that in malignant disease of the lung the 
malignancy was principally in the upper lobes. In this 
case most of the malignancy, although only secondary, was 
in the upper lobes. It was difficult to know whether 


malignancy predisposed to tuberculcsis or vice versa. 

Dr. J. T. WreHam, who demonstrated the specimens, said 
that the spleen was not large, but was soft, and where it 
had been adherent to the tumour below it had torn to 
pieces. The stomach was apparently perfectly normal, and 
though adherent to the tumour behind was not infiltrated 
at all, there being no primary stomach tumour. 
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kidney was larger than normal, and presented remains of 
nephritis, but not very strongly marked, and apparently 


of recent appearance. The lung showed the typical appear- 


ance of secondary cancer. There was only one nodule in 
the liver. There was a mass of glands in the mediastinum, 
but it had only been possible to remove the lung, and 
practically the whole of the mediastinal glands had been 
left behind. He thought that the cancer was a pancreatic 
one; it was solid, there were no signs of necrosis, and it 
was not in any way an adeno-carcinoma. The alveoli of 
the lungs were filled up. 

The Present referred to a specimen, which he had 
shown some years ago at the Academy, of a squamous-celled 
epithelioma of the lung in which tuberculosis also had been 
present. He thought the fact that there were no secondary 
deposits in the liver was in favour of the cancer not being 
in the stomach. 

Dr. Cyrin Murray said that in the last year and a half 
he had seen two cases similar to that described by Dr. 
Speares, and in both there had been a tendency to in- 
volvement of the base of the lung. In one case there was 
a pleural effusion which, when removed, revealed the under- 
lving condition, which had previously been shown by z-ray 
examination. This patient had also been extremely breath- 
less. In the other case the sarcoma had involved the 
mediastinal glands as well as both lungs; there was well- 
marked tuberculosis, with caseation at the apices of both 
lungs, and also carcinoma of the colon. Dr. H. B. 
Govtpine asked if primary or secondary cancers of the 
lung were common; a few years ago he had had under his 
care three patients with secondary cancer at the same 
time, but had not seen a case since. In one of his cases 
haemoptysis had been well marked, and in another there 
had been an extensive pleural effusion. 

Dr. Speares, replying, said that in his case there had 
heen no evidence of a pleural effusion. Primary carcinoma 
of the lung was not so common as secondary carcinoma. 
Dr. WicHaM, replying, said that sarcomas were much more 
common in the lungs than cancer. Carcinoma of the rectum 
and breast very often ended with secondaries in the lungs. 
Primary cancers of the lung had yecently heen found to 
he not so rare as was formerly believed. 


Lym phosarcoma, 

Mr. F. J. Henry read notes of a case of lymphosarcoma 
in a man sent to him towards the end of February as a case 
of chronic indigestion. He suspected a chronic gastric 
ulcer, and this diagnosis was confirmed by «x-ray examina- 
tion. At the operation a large chronic ulcer was found 
in the pyloric segment of the stomach, but in addition 
there was a large collection of glands lying high up in 
the stomach. A gland was excised from the greater curva- 
ture for examination, and a gastro-enterostomy was per- 
formed well above the ulcer. The patient recovered, and 
obtained complete ease from his gastric symptoms, but a 


-guarded prognosis was given. Early in October he returned, 


looking very wasted; there was a large hard mass in 
the epigastrium, and enlarged glands in the right groin. 
A gland was excised, and a similar report was received 
to that of the previous occasion. The patient died in 
a few days. 

Dr. J. T. WieHam who demonstrated the specimens said 
that the tumour was at the back of the stomach, passing 
down into the pancreas. It was a retroperitoneal tumour 
pressing forward into the stomach. When he had examined 
the first gland he had doubted whether it was malignant, 
as it was fibrotic, with a number of giant cells, which might 
possibly have been some variety of Hodgkin’s disease, but 
there was no doubt that the second gland was malignant. 
There was an infiltrating sarcoma in the body of the 
stomach. 


Bothriocephalus Infestation. 

Dr. T. T. O’Farre.s exhibited a specimen of infestation 
with Bothriocephalus latus, this being the third which he 
had encountered; the previous ones had been recorded in 
1916 and 1918. 

The patient, a man aged 36, from whom the specimen was 
obtained, was born in County Leitrim, where he resided for 
fourteen years. He subsequently lived in Belfast for ten years, 
then in Blackburn, England, for three years, and in Belfast 
again for three years. He frequently returned to his original 


home on vacation, though he had never been abroad. Seven 
years - he passed segments of a tapeworm which was not 
identified. In September, 1928, he passed more segments, and was 
treated with filix mas, when he passed the present specimen, 
which appeared to be the entire worm, though the head was 
not recovered. 

The patient never exhibited any noticeable anaemia. A_ blood 
examination made in November was as follows: red cells 4,440,900 
ie c.mm., haemoglobin 96 per cent., colour index 1.0, white cells 

280 per c.mm. Stained films showed slight anisocytosis, with an 
occasional microcyte, but no poikilocytosis. No nucleated red cells 
were found. The differential leucocyte count per cent. was as 
follows: sma!l lymphocytes 20, large lymphocytes 14, hyalines 10, 
polynuclears 52, eosinophils 2, and basophils 2. In common 
with the other cases from the County Leitrim area there was 
practically no anaemia and no eosinophilia. The patient had 
eaten freely of fresh-water fish, including pike, but he had 
also an unusual predilection for raw meat. 

Dr. J. T. Wicuham thought the patient must have eaten 
raw fish, since he did not think that cooked fish caused the 
worm to appear. He believed that the host must be some 
animal and not man, or else the worm would have died out. 
Dr. J. Sprares asked if the head of the worm had been 
found. The Presrpent replied that the patient had stated 
he never ate anything but thoroughly cooked fish, but it 
was evident that this was not the case. He thought it 
possible that this worm was fairty common, and should be 
treated as an ordinary tapeworm. The head of the worm 
had not heen found, and he personally was not satisfied 
that the worm had been expelled. 


Manimary Adenoma. 

Dr. A. B. Crery showed an adenoma of the breast, 
removed from a woman, aged 28 years, who had _ first 
noticed the lump two years ago. Several large veins 
were present over the breast, extending to the left sterno- 
clavicular joint. The tumour, which was about three and 
a half inches in diameter, had a definite capsule and con- 
tained several cysts. Microscopical examination revealed 
adenomatous characteristics with marked epithelial pro- 
liferation, the cells being in places many layers thick. 

The Presipent thought that the condition was not 
encephaloid cancer, but the growth was much softer than 
what was usually found in the breast. In some of these 
cases soon after one tumour was removed another appeared, 
and in some the tumours were symmetrical. Mr. Henny 
suggested that the growth might be a soft fibro-adenoma of 
the breast, a condition which was rarer than hard fibro- 
adenoma. Cases of pure adenoma of the breast were very 
rare; Sampson Handley had stated that he had only seen 
one in the whole course of his experience. Carcinomatous 
transference in cases of adenoma of the breast was rare. 
Dr. J. T. Wicnam thought this was a rare form of 
adenoma. The whole tumour seemed to be made up of 
glands, and the glands which were visible were really 
tumours. These tumours originated from a very small 
focus, and not from a large one, as might be expected. 


Boreri’s Cerebro-spinal Fluid Test. 

Dr. R. A. O. O'Meara read a paper on Boveri’s test for 
the cerebro-spinal fluid. He said that when first introduced 
this test consisted in mixing equal quantities of a 0.01 
per cent. solution of potassium permanganate and of the 
cerebro-spinal fluid. Dr. O’Meara used somewhat stronger 
solutions of permanganate, about 0.02 per cent. He found 
the reaction of particular value in tuberculous meningitis 
with a clear cerebro-spinal fluid; he had never found the 
reaction negative in tuberculous meningitis, and in most 
cases bleaching of the permanganate occurred within three 
minutes. The speaker concluded, therefore, that the test 
might be of great value to the country doctor or the 
consultant, enabling him to distinguish at the bedside 
between tuberculous meningitis, with a clear fluid, and 
such conditions as meningism. He added that the reduc- 
tion of the permanganate was to be explained not only 
by increase in protein, but also by the increase in non- 
protein nitrogen associated with meningitis. Conditions 
such as dementia paralytica associated with a high protein 
content rarely gave the reaction, and then only faintly, 
whereas in meningitis with no more protem in the fluid the 
‘eacti vas always very active. 

asked if Dr. O'Meara had tested the 
cerebro-spinal fluid of cases of encephalitis lethargic: by 
this method, and whether it could be used quantitatively. 
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Dr. A. J. R. Duncan agreed that the test would be 
specially useful to those who could not get access to labora- 
tory facilities. He thought it difficult when examining 
cerebro-spinal fluid to differentiate tuberculous meningitis 
and encephalitis lethargica unless the clinical picture was 
very marked. Dr. Cyriz Murrny asked how long it was 
before ‘‘ weak ”’ cases reacted to this test, and said that 
since in doubtful cases a laboratory diagnosis was usually of 
very little assistance, Boveri’s test should be very useful. 
Dr. A. Harprnny referred to the difficulty of finding 
tubercle bacilli in the cerebro-spinal fluid, which made it 
hard to differentiate tuberculous meningitis and encephal- 
itis lethargica. 

Dr. O’Meara replied that encephalitis lethargica tended 
to occur in epidemics, and, therefore, he had not had much 
experience of it. In cases of encephalitis lethargica the 
test did not give a strong positive reaction. He had only 
encountered one case in which the question of diagnosis 
between encephalitis lethargica and tuberculous meningitis 
arose, and in it he had diagnosed tuberculous meningitis 
from the result of the test. The clinician had not agreed, 
but the patient died in a few days, which Dr. O’Meara 
regarded as being in favour of tuberculous meningitis, 
since patients with encephalitis lethargica did not usually 
die quickly. In this case he had found no tubercle bacilli, 
but Boveri’s reaction was strongly positive. He believed 
that a good many cases which were recorded with very high 
cell counts were really cases of tuberculosis in which 
tubercle bacilli were not found, and were not cases of 
encephalitis lethargica at all. The reaction was described 
as being strong if it occurred in three minutes, and as weak 
if it occurred in three to six minutes. 


CHOREA. 
Ar a meeting of the London Jewish Hospital Medical 
Society on November 29th, with Dr. A. GoopmMan Levy 
in the chair, Dr. Leopotp Manpex opened a discussion on 
chorea. 

Dr. Mandel said that chorea was easily overlooked, in 
spite of its widespread incidence, owing to the fact that 
its early manifestations were mild; yet its cardiac sequels 
were devastating in their seriousness. Rheumatic endo- 
carditis amounted to an economic and public problem of 
national importance. In England over 40 per cent. of 
all deaths from heart disease were traceable to rheumatism. 
Some 25,000 people in England and Wales—the majority 
of them in the first three decades of life—died from heart 
disease, and though the figures for chorea alone could only 
with difficulty be separated from acute rheumatic cases it 
must be remembered that at least 33 per cent. of cases of 
chorea showed cardiac lesions, 1t was important to recognize 
that there was a rheumatic type of child with an unbalanced 
temperamental make-up associated with physiological in- 
stability. This particular type should be safeguarded as 
far as possible during school age, not only from conditions 
which might cause acute rheumatism, but also from being 
overstrained in its education. An etiological factor of 
some importance was the part played by infected tonsils 
and the nasopharynx generally. There was some difference 
of opinion as regards the benefit of tonsillectomy as 
a protection against rheumatic disease, but it was the 
speaker’s opinion that complete enucleation of the tonsils, 
if performed early enough, was a definite prophylactic 
step against rheumatic diseases generally, and undoubtedly 
beneficial in the prevention of endocarditis. As regards 
the signs and symptoms of the disease it was not generally 
recognized that chorea was associated with an increased 
temperature. Dr, Mandel’s observations over a long period 
of the rectal temperature showed that there was in all 
cases a mild pyrexia. If more attention were paid to what 
might be termed the prodromal period the disease would 
be more quickly recognized. With regard to the cardio- 
vascular symptoms the early recognition of organic heart 
disease in cases of chorea was a difficult problem. Not 
all bruits were organic, and the course which he had found 
wisest was to regard a diastolic or presystolic bruit as 
evidence of definite heart disease. If the bruit was apical 
and systolic only he viewed it with suspicion, doubly so 
if there was evidence of dilatation. If it was mere marked 


CHOREA. 
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at the base, and the patient was anaemic, it was probably 
haemic; but in any case all choreic patients should he 
examined at regular intervals for a period of six years 
after their initial attack. The medicinal treatment of 
chorea comprised nerve tonics and sedatives, and anti- 
rheumatic medicaments. Dr. Mandel did not think that 
drugs shortened the course of the disease by one day, 
though they might, perhaps, control it. Of sedatives he 
had found the combination of chloral hydrate, pyramidon, 
and ammonium bromide the most satisfactory, especially if, 
in conjunction with it, a small dose of luminal was given 
at night. Calcium therapy, with or without parathyroid, 
vaccines, and serotherapy had not yielded any good results. 
Of the anti-rheumatic drugs sodium salicylate given with 
moderately large doses of the bicarbonate might have some 
effect in preventing cardiac complications. The speaker | 
had recently treated a few cases by intrathecal injections 
of autoserum, and though he had had startlingly good 
results in two cases his series of cases was too small as yet 
to permit deductions. The paramount feature in the treat- 
ment of chorea was rest. 

Dr. Natrn Dossre believed that there was a distinct 
rheumatic diathesis, and a certain type of child whose 
nervous system displayed particular affinity for the rheum- 
atic toxin, with the result that rheumatism in_ these 
children showed itself as chorea rather than arthritis. 
Poor hygiene and faulty environment were important 
etiological factors. He outlined the London County Council 
scheme of dealing with rheumatic disease in childhood, and 
pleaded for the closer co-operation of the medical pro- 
tession generally. Dr. D. Nasarro said that there was no 
direct confirmatory evidence that some strain of strepto- 
coccus was implicated. He thought that the condition was 
an allergic one in which some toxin—probably derived from 
a streptococcus—was the cause of the disorder. Mr. H. 
Kiscu held that tonsillectomy in these cases must be per- 
formed not only early, but completely, if good results were 
to be ‘obtained. The condition of the nasopharynx and 
sinuses should always be inspected, because sinusitis was 
frequently overlooked in children. Dr, CHarkry outlined 
the methods of the London County Council medical school 
inspection. School medical officers at all times impressed 
on the parents the importance of keeping their children 
under the supervision of the family doctor. 


DETERMINATION OF ALCOHOL IN URINE. 

At a meeting of the Society of Public Analysts, held on 
December 5th at Burlington House, Messrs. J. Evans and 
A. O. Jones described a method of determining small quantities 
of alcohol in urine, which was proposed as a chemical test for 
drunkenness. The urine was evaporated in a current of air, 
and the mixture of air and alcohol vapour was conducted into 
a strongly acid standard solution of potassium dichromate. The 
alcohol was oxidized to acetic acid, and the amount of the 
dichromate unreduced was determined by adding potassium 
iodide and titrating the liberated iodine with standard thio- 
sulphate solution. After describing the apparatus designed 
for the purpose by Dr. H. W. Southgate (see British Medical 
Journal, Marth 13th, 1926, p. 463), an outline was given of 
the experimental results obtained by Dr. Southgate upon which 
the physiological interpretation of the amount of alcohol found 
in urine was based, together with an account of determinations 
by the authors of the extent to which alcohol was present in 
samples of urine from persons who had consumed known 
amounts of alcoholic beverages. The medico-legal application 
of the method was discussed. 

Myr. J. J. Wiss answered criticisms which had been directed 
against his method of standardizing the iodine absorption of 
oils and fats. He showed that inaccurate preparation of the 
agent used had been responsible for the statement that 
theoretical values were not obtained with certain fatty acids; 
erroneous data had given rise to wrong deductions in other 
respects. 

Mr. A. Scorr Dopp, discussing the occurrence and determina- 
tion of boron compounds in vegetable products, described 
investigations which showed that boron compounds had been 
found in a large number of dried fruits. The amount expressed 
as boric acid found in dried raisins and currants ranged from 
119 to 269 parts per million, and, as regards miscellaneous dried 
fruits, from 40 parts per million in prunes to 300 parts per 
million in apricots and peaches. In fresh fruits the quantities 
ranged from 31 to 62 parts per million, corresponding to 280 
to 550 parts per million in the dry substances, 


i 
| 
| } 


DEC. 22, 1928] 


REVIEWS. 


Rebietus. 


ESSAYS OF A SCHOLAR-PHYSICTAN. 

As medicine is concerned with history and with science, 
with life and death, and with men and women, it easily 
leads the physician into the pleasant pathways of philo- 
scphy, and the philosopher, as opportunity offers, reveals 
himself, more or less abundantly, in the spoken or written 
word. It is this sequence of events which explains the 
appearance of Sir Humpury Ro.ieston’s volume entitled 
Aspects of Age, Life and Disease. The book consists of 
thirteen personal studies, each one of which betrays an 
intimate acquaintance with the general and_ professional 
literature bearing on the debate and a capacity to make 
out of varied details a pleasing, instructive, and inspiring 
story. With the recital of many contributions from many 
sources is associated, too, the personal note that gives unity 
to the discussion and expresses the quality of the literary 
artist. That such a series of studies should be produced 
in the course of four or five years by an author whose 
professional and public responsibilities mean crowded hours, 
is an impressive demonstration of a love of literature and 
of a gift of expression that must command admiration, 
not perhaps altogether unmixed with a spice of envy. Sir 
Humphry Rolleston, however, has his assured place with 
the goodwill of everyone, and the universal attitude 
towards his new volume will certainly be one of congratula- 
tion and of gratitude. 

The subjects of the several essays vary widely, but 
common to them all is the thought that medicine is a part 
of life, and has active relations to other parts of life. 
Hence arises the necessity to define these relations and 
to secure accuracy of proportion and perspective if the 
educational values of medicine, as a mental and moral dis- 
cipline, are to be obtained for her disciples, and if the 
medical aspects of life are to find their rightful place in 
the discussions of the day and hour. Yet the essays are 
not purely, or even mainly, on the academic plane; on the 
contrary, they are well in contact with daily interests, and 
the physician is not less prominent than the philosopher. 
“ven that stern person the strictly practical man may find 
in these pages points which may well engage his attention, 
and possibly he may convince himself that the style and 
fashion of saying things has a value not altogether to be 
disdained. It is sometimes said that medical writings are 
deficient both in lucidity and in literary achievement, but 
no such reproach attaches to Sir Humphry Rolleston’s pen. 

One of the essays—it appeared in our issue of October 
Sih, 1926 (p. 625)—is addressed to students and to newly 
qualified members of the profession, and is a careful 
analysis of the prospects offered in various branches of 
professional work. It applies itself to actual situations, 
and deserves careful consideration by those whose careers 
are opening before them. The author recognizes the value 
of experience in general practice and the desirability of 
cultivating at the same time expertness in a particular 
department. Such a combination, as he says, may develop 
the general practitioner “‘ into an expert specialist ’’? who 
may ‘‘ set up in a big centre.’’ This possibility has had 
some brilliant illustrations, but it may be doubted whether 
the present passion for a compulsory post-graduation 
curriculum and a ‘‘ special diploma ”’ will encourage such 
developments. In the same chapter Sir Humphry Rolleston 
subscribes to the view that medicine and surgery are un- 
happily divided, and that the desirable arrangement would 
be one of regional experts who would undertake all treat- 
ment, surgical as well as medical, in the departments over 
which they severally preside. He almost despairs of the 
future of the “ general’? physician and of the “ general ” 
surgeon. We venture to wonder whether the interests of 
medicine and of the public will be promoted by the evolu- 
tion of groups of practitioners, each one of which will 
have a more or less pronounced diagnostic and operative 
bias in a narrow and particular direction. The care of 
individual organs and systems is no doubt excellent, but 
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we hope that someone will be left to look after the 
patient. 

Related to the study of professional prospects are essays 
on success, the future of medical women, the medical 
aspects of holidays, and irregular practice and quackery, 
all of which make excellent reading, and are characterized 
by an individual judgement which rests on thought and 
experience. More ambitious studies deal with old age, with 
clinical variations of disease as recorded in history, with 
the social and international consequences of diseases affect- 
ing rulers and other important personages, and with 
descriptions of diseases by medical men who have them- 
selves been unwilling victims. In ‘‘ Poetry and physic ”’ 
recognition is paid to many disciples of medicine who have 
cultivated the muse, and in the ‘ Medical aspects of 
Samuel Johnson ”’ all who number among their friends the 
most engaging of literary companions will find notes both 
of interest and appeal. 

The book is to appear in French as well as in English, 
and we are more than content that our colleagues across 
the Channel are to have the opportunity of learning how 
literature and philosophy are cherished, amidst many 
competing professional demands, by an experienced and 
scholarly English physician. 


POLIOMYELITIS. 

THE very severe epidemic of infantile paralysis in the 
United States in 1916 afforded a great opportunity for the 
study of the disease, and it is no doubt in part because 
of the experience gained then that Dr. W. Rvussei. 
MacAvstanp has been able to produce such a_ practical 
volume entitled Poliomyelitis.2, As surgeon to a big ortho- 
paedic hospital, the sutheans interests are largely concerned 
with treatment, but all aspects of the subject receive 
attention. 

History, epidemiology, etiology, and pathology are well 
discussed in the opening chapters. The types of the disease 
are ably set out, with perhaps an over-emphasis on the 
rarity of polio-encephalitis, and diagnosis, both clinical and 
laboratory, is described. The rest of the book, over two- 
thirds of the total bulk, deals with treatment in a thorough 
fashion. Treatment in the acute febrile stage and in the 
early paralytic stage is rightly emphasized, for in the 
opinion of the author ‘‘ the majority of deformities can 
be avoided.’’ It is fortunately possible, especially during 
an epidemic, to diagnose many cases of poliomyelitis before 
paralysis sets in, and for such cases the use of convalescent 
serum would seem to offer good chance of abating an 
attack. Unfortunately the results of serum treatment have 
varied greatly, and it is difficult to judge of its efficacy; 
its use, however, has stimulated the early diagnosis of the 
condition. Treatment in the early paralytic stage com- 
prises general symptomatic treatment, the prevention of 
development: of deformity, and the restoration of muscle 
power. On each of these subjects Dr. MacAusland has 
some wise things to say. After insisting on the prevention 
of deformity as the most important side of treatment, 
he explains the causes of deformity under the following 
headings: muscle unbalance, ligamentous and tissue con- 
traction, habit posture, static influence, .and gravity. With 
a correct knowledge of these factors efforts at prevention 
can be carried out on scientific lines. On the treatment 
of the later stages the author is also very sound; his views 
on electricity will be welcomed, although he might have 
expressed his obvious views more strongly: ‘‘ there is litile 
need of electricity in the treatment of poliomyelitis.’’ 
Muscle re-education by means of systematized exercises he 
considers of great importance for muscles in which some 
power remains, and very full details are given of the exer- 
cises suitable for various groups of muscles. Operativ« 
treatment completes this monograph, and is very fully 
described. 

Apart from an omission to mention the use of celluloia 
splints there is very little about poliomyelitis which is hot 
dealt with in this book. Dr. Russell MacAusland has given 
us a comprehensive study, well illustrated and documented, 
and it should prove a valuable book to those concerned 
with this distressing malady. = 
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WOUNDS AND INFECTIONS OF THE HANDS. 
Plaivs et Maladies Infecticuses des Mains,® by Marc 
deals with a subject of wide interest and importance, for 
in industrial areas wounds and infections of the hands 
are matters of daily experience. 

Commencing with wounds of the fingers and of the hand 
and the simpler methods of their treatment, the author 
goes on to the more complicated and difficult problems 
involved where important tendons have been dividéd. The 
subject of tendon division is treated in considerable detail, 
and several novel methods are described. In discussing 
infections of the hand a full and clear description is given 
of the anatomy of the cellular spaces, a proper appreciation 
of which has revolutionized surgery in this difficult region. 
The after-treatment of infections, and of the disabilities 
which may arise, is fully discussed, and the volume finishes 
with a discussion of plastic methods of reconstruction, con- 
siderable attention being directed to the very important 
reconstruction of the thumb. 

The volume is admirably illustrated with photographs of 
actual cases, and with really excellent sketches. The latter 
alone should render the work invaluable to everyone who 
has to deal with the difficult problems of the sargery of the 
hand, and for this reason we can most strongly recommend 
it even to those medical men whose knowledge of French is 
very limited, 


BIOSTATISTICS. 
Tue substance of Professor Raymonp Praru’s The Rate of 
Living’ will be knewn to a certain number of readers, as 
it presents, in an extended form, the thesis which he 
maintained in a course of lectures on experimental vital 
statistics at University College, London, in the summer of 
1927. Professor Pearl, as head of the department of 
biometry and vital statistics in the School of Hygiene and 
Public Health of the Johns Hopkins University, has played 
« notable part in the application of modern. statistical 
methods to medicine. In the volume now under review his 
concern is to advance the opinion that biostatistics is not 
merely an auxiliary to preventive medicine, but is ‘‘ the 
sign, the symbol, and... in some respects the very 
essence ’’ of an independent branch of science, the biology 
of groups. His efforts have been directed to the extension 
by experiment of the existing body of knowledge regarding 
populations of living organisms; work in this field has been 
carried on in the biological laboratory at Johns Hopkins 
since 1919 with the fruit fly Drosophilia melanogaster and 
its mutant forms, and The Rate of Living surveys the 


results of these investigations in so far as they relate to > 


mortality. This has involved an elaborate series of studies 
‘of the qualitative and quantitative aspects of the 
primary forces tending to bring about the decline or 
ultimate destruction of groups.” Here, it is interesting 
to reflect, is the material with which the bulk of the 
world’s political, social, and economic thought is concerned, 
The relationship between group biology and the sociological 
side of life was exemplified in the discussion on the falling 
birth rate in the Section of Medical Sociology at the 
Annual Meeting of the British Medical Association at 
Cardiff, in which Professor Crew, dealing with the bio- 
logical aspect, made several references to the work of 
an Pearl (British Medical Journal, September 15th, 
p. 


Those who are interested in the broad subject of popula-_ 


tion will find much that is suggestive in this hook. Space 
does not permit any description of the methodology of 
these experiments, although this must appeal to those 
engaged on biostatistical work, nor is it possible to discuss 
the concepts of inherent vitality, and total vitalitv, the 
former being that which the organism POssesses as an 
implicit consequence of its pattern or organization, as 
demonstrated by the observable fact that organisms are 
able to perform vital actions in the absence of exogenous 
sources of matter and energy. Professor Pearl’s conclusion 
is that, in general, the duration of life varies inversely 


3 Plaies et Maladies Infectieuses des Mains. Par Mare Iselin. Préface 
de Ch, Lenormant. Paris: Masson et Cie. 1928. (Med. 8vo, pp. viii + 217: 
66 figures. 30 fr. sans majoration.) 

¢ Phe Rete of Liring. By Raymond Pearl. London: University of 
London Press, Ltd. 1928. (5) x 8{, pp. 185; 36 figures. 10s. 6:1. net.) 


REVIEWS. 


as the rate of energy expenditure during its continuance, 
‘** In short, the length of life depends inversely on the rate 
of living.’ The author disclaims any pretence to con- 
clusiveness in his work, which he prefers to regard merely 
as a stage in the development of research and as suggesting 
ideas capable of application and testing in many directions, 
notably in the field of human biology. 


HAEMATOLOGY. 

Dr. ALrrep Prey is a very industrious writer on Diseases 
of the Blood,’ or diseases of the blood-forming organs, as 
he preferred to call the conditions in his Recent Advances in 
Haematology, the second edition of which was noted in 
these columns on June 30th, 1928 (p. 1114). The present 
volume is less ambitious in design, and is intended to suppiy 
the student and the practitioner with the outlines of imme- 
diate practical value, and to serve as an introduction to 
more elaborate works, which assume such an elementary 
knowledge. In the introduction the constituent cells of the 
blood are described and their ancestry discussed, the mono- 
phyletic and the polyphyletic views being illustrated by 
genealogies. A short account of the reticulo-endothelial 
system is also provided. The next two’ chapters deal with 
variations in the numbers of the white and red corpuscles 
respectively, and, as in the introduction and the glossary 
at the end of the volume, an explanation is given here of 
the numerous names which have been applied to the various 
cells of the blood. Im the section on ** leukaemia ’”’ the 
author points out that the blood is not a tissue at all, but 
a mixed secretion derived from various sources; that, 
‘‘ leukaemia ” not being a suitable term, leucosis should be 
divided into myelosis and lymphadenosis according as the 
proliferating process is in the bone marrow or the lymphatic 
tissue. This overgrowth may or may not be accompanied 
by the appearance of their immature cells in the blood, so 
‘that leukaemic or alenkaemic myelosis and lymphadenosis 
arise. The forms of what are usually called myeloid and 
lymphoid leukaemia are then described under somewhat 
modified titles. In the chapter on ‘‘ Some diseases allied 
to the leucoses’? lymphosarcoma, Iymphadenoma, and 
Mikulicz’s syndrome are described, while myelomas and 
various forms of splenomegaly, such as Banti’s syndrome, 
Gamna’s, Gaucher’s and Niemann’s diseases, are dealt with 
later in separate chapters. The various anaemias, including 
aplastic, pernicious, chlorosis, and that of children, are 
summarized, and after dealing with the haemorrhagic 
diseases and poyleythaemia there is a useful diagnostic 
chapter on symptomatic blood changes, the various diseases 
being arranged in alphabetical order. There are three 
appendixes—on technique, blood groups and transfusion, 
and 2 rays and radio-active substances; and the large 
amount of information so clearly set out in this book is 
further elucidated by the admirable illustrations, especially 
the coloured blood films. 


HELEN HANSON. 


Tue many friends of the late Dr. Helen Hanson will 
welcome the memoir of her life,® written by E. Louvre Acres 
at the request of the executive committee of the League of 
the Church Militant. It is a compact little book which all 
who knew this most kindly and gentle of women will be 
anxious to possess, and it’ has the added attraction of 
several reproductions from portraits. The memoir is pre- 
pared from material provided by over ove hundred of 
Dr. ‘Hanson’s friends, among them those connected with 
her in medical work and various committees and associa- 
tions. All her friends—those of old suffrage days, workers 
in the mission field, and war workers—speak of her wonder- 
ful gifts, and particularly of her genius for friendship. 
Helen Hanson’s childhood -was an admirable preparation 
for her subsequent life’s work, and at school she already 
showed the promise of a bright future. After graduation 


5 Diseases of the Blood. By A. Piney, M.D., M.R.C.P. Churchill's 
Empire Series. London: J. and A, Churchili, 1928. ge 2 4to, pp. viii 
+ 195; 20 illustrations, of which 6 are coloured, 12s. 6d. net.) 

6 Helen Hanson: A Memoir. By E. Louie Acres. With a foreword by 
Lady Barrett, C.B.E., M.D., M.S., and an introduction by the Rev. G. G. 
Simpson, D.D. London: H. R. Allenson, Ltd. 1928. (Demy 8vo, pp. vill 
+ 119; illustrated, 2s. 6d. net.) 
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from the Londo: School of Medicine for Women she held 
yarious posts at home, and then entered the mission field. 
The three years she spent in India are described in some 
cheerful home-letters, and she would undoubtedly have 
remained there longer if she had kept her health. Her 
war work in Belgium, Serbia, Malta, and Macedonia is 
touched upon, and her twelve vears of school work under 
the London County Council is dealt with at some length. 
With her, school inspections never degenerated into mere 
routine, and she found great interest and pleasure in the 
gradual improvement of the standard of health of the 
school children. A few extracts from Dr. Hanson’s writings 
are included in the memoir; one of them, a little paper on 
“The study of Urdu,’’ is most amusing, while the religious 
outlook, as revealed in a statement of belief found in some 
pages of manuscript after her death, is one of the most 
interesting things in the book. Every page in this memoir 
shows that her high courage, perennial gaiety, and selfless- 
ness were due to a deep sense of Christianity, revealed 
during her lite by her good deeds, though but rarely by 
words. To portray this elusive personality, whose charm 
had something odd and rare in its quality, must have heen 
difficult, but it has been accomplished successfully. 


NOTES ON BOOKS. 
Dr. Movtoncver has made a careful compilation representing 
the present views on vertigo entitled Lex Vertiges Laby- 
rinthiques.? Vertigo is a symptom often presented to the 
neurologist or the otologist for clucidation and relief, and 
ften enough it is the ouly, ov at any rate the predominating. 
symptom. This study should therefore be of some help to 
those specialists, for the physiology of labyrinthine nysiagmus, 
the various theories connected with it. and the functional 
examination of the organ of equilibration ave well reviewed. 
Differential diagnosis receives much space. but the pathology 
of the labyrinth is less elaborately discussed, and in the 
problems of treatment, especially surgical treatment, there is 
little practical help. The book is inclined to reflect the present 
tendency towards elaborate studies of nystagmus and functional 
tests which lead nowhere, and to neglect the difficulty of afford- 
ing the relief for which the patient cries Mloud. It is, however, 
not purely academic, and ts a fairly balanced scientiiie 
review, but the absence of references is a serious defect in a 


work of this type. 


In the three years since Dr. Percy Hatt’s book on ultra- 
Viclet ray therapy* was first published it has reappeared 
in three editions, one new impression, and two American 
editions, which is sufficient evidence of its popularity. In 
the present edition the author seems to have modified his 
opinion about quartz mercury vapour lamps, and has added a 
good deal of recent information and several new pictures. The 
chart of electro-magnetic waves (reproduced by permission of 
the Council of the Royal Society) is an interesting feature of 
the book. 


Doctor’s Wife’ (Moira Meighn) is the author of a 
useful little book on Simplified Cooking and Invalid Diet.” 
It is intended to help nurses. mothers. and housewives who 
are needing recipes and advice on cookery based on the most 
up-to-date principles of dietetics. The author states that she 
has been largely guided by Hutchison’s Food and the Principles 
of Dicteties, and that Dr. Robert Hutchison has read the MS 
of her little work. The book is good, the directions are clear 
aid practicable. Everywhere she insists upon the use of the 
thermometer in the practice of cooking, otherwise the aim of 
the dietary will not be achieved. Some of the recipes we have 
tried, and they work out well. The one for raw cabbage, on 
page 96. is good. Those who dislike bread sauce may feel 
encouraged at reading, ‘‘ Bread sauce should never resemble 
bread poultice,” and resolve to try again after the ccok has 
read the directions of our author. Several special dietaries are 
Set out, as, for example, for chronic constipation, diabetes, 
and fever, and a section is devoted to diet without. milk 
and eggs. 
Vertiges Labyrinthiques, Par André Moulonguet,. Médecine et 
Massen ct Cie. (54 x 73, pp. 165; 17 
‘Ultra-Violet Rays in the Treatwent and Cure of Disease, 
Hall, M.R.C.S., L¢R.C.P. With an introduction by Sir Henry 
M.D., F.R.C.S., and Leonard Hill, M.B., F.R.S. Third edition, 


By Perey 
lon : 
Heinemann (Medical Books) Ltd. Jomy + : 
af ooks) d. (Demy 8vo, pp. xviii + 236 ; 
*Stuplified Cooking and Invalid Diet. By a Doctor's Wife I 

Cookin, alid Niet. By London: 
Ltd. The Scientific Press, 1928. (Cr. 8vo, pp. 186. 


M. VrrenQur’s booklet on ihe aesthetic surgery of the breast!” 


has appeared at an unfortunate time for such a publication, 
when the female sex appears to have entered into a conspiracy 
to disguise the fact that such an organ exists, and to reduce it 
to the smallest possible dimensions. The procedure described 
by M. Virenque is expressly designed to render more shapely 
and prominent such mammae as suffer from ptosis, and it seems 
admirably adapted for the purpose. Our only criticism is that, 
in this country at all events, there is no demand for it. 


The naive egoism of Dr. A. T. Scuorretp has overflowed 
into a volume three hundred pages long. Behind the Brass 
Plate is a book of reminiscent gossip about men and women 
such as “many people associate with the initials “ T. P.” 
Dr. Schofield, we gather, has rubbed shoulders with many dis- 
tinguished personages; he has written letters to royalty; he 
has taken part in the birth of many movements. He believes 
in gifts of healing, and in the existence of “ aurae ’’; but he 
cannot abide spiritism, and tells once more the story of Mr. 
W. T. Stead and the Yankee entertainers. He disarms 
criticism by stating in his preface that he has simply set down 
such recollections of his life as his memory could recall, and 
that he has done so to amuse himself, as he is now debarred 
from active life, and in the hope of lightening the hours of 
others similarly afflicted. His more or less veracious yarns 
lave the merit of vivacity. 


© Le Sein: La chirurgie esthétique. Par M. Virenque. Paris: N. 
Maloine., (55 « 84, pp. 80; 14 figures. 12 fr.) 

't Behind the Brass Plate. By Alfred T. Schofield, M.D., M.R.C.S. 
London ; Sampson Low, Marston and Co., Ltd. 1928. (Roy. 8vo, pp. ix 
+ 320. 15s, net.) 


PREPARATIONS AND APPLIANCES. 


A New Ester or THE DrHyDROXANE SERIEs. 

Some Clinical Results. 
Dr. A. Gornox Warson (Bath) writes: During the past eight 
months I have given a iiew salicylic ester of the dihglroxane 
series (which may be abbreviated to ‘‘ 8.E.D.’’) a clin&al trial 
in rheumatic diseases at the Royal Mineral Water Hospita! 
and in private practice, and in a variety of injuries and 
diseases at the Royal United Hospital, Bath. It is neutral, 
insoluble in water, but readily soluble in most solvents and 
fats used in pharmacy. The salicylic acid content is approxi- 
mately 90 per cent., but in spite of this high content it has so 
far heen found to have no deleterious or irritating action on 
the skin. At first I used it in various strengths up to 30 per 
cent. in an ointment, but latterly have used only 10 or 
15 per cent. 

As a pain-relieving application it soon showed its value. In 
April and May of this year I was collecting cases of sciatica 
for the medical conference held at Bath on May 10th and 11th, 
and found that this ointment, applied by the patients at bed- 
time, enabled some of them to sleep without the dose of aspirin 
previously required. Cases of rheumatoid arthritis obtained 
relief from pain, and in one case marked swelling of the 
knee-joints, which had resisted other treatment (mercury 
ointment and potassium iodide ionization), quickly yielded to 
S.E.D. In cases of generalized fibrositis and panniculitis 
I gave the patients whole-body massage on days a..crnate to 
their mineral water baths, and am satisfied that it accelerated 
the ‘‘ cure ’’ in some cases. 

On applying the pure drug to a raw surface—the result 

of a severe abrasion-—-there were no unpleasant results; slight 
warmth at first was soon followed by an anaesthetic effect. 
On this point I may mention that a patient who was using 
the ointment for sciatica found accidentally that it eased 
the pruritus associated with piles. It also quickly alleviates 
the itching from various skin diseases. A patient, aged 79, 
sent to me by a London physician as a case of generalized 
eczema “ which might provide clinical material for a dermato- 
logical clinic,’’ was quickly relieved of all irritation; large 
patches of weeping eczema—on_ the palm of the hand, the 
arm, the abdomen, the labial folds, the anus, and the area 
over the sacrum—all cleared up in three weeks, except one 
patch over the sacrum, 
* I found the 15 per cent. S.E.D. ointment highly efficacious 
in the treatment of insect bites. Harvest bugs generally 
produce bullae on sensitive skins ; if this substance is applied 
no bullae appear, irritation is reduced, and only a small papule 
remains as evidence of the insect’s invasion. 

In cases of injured joints swelling and pain are relieved ; and 
a point of great interest is that where one would ex ect marked 
bruising, very little, if any, discoloration occurs. y 1is action is 
so marked that I have asked some of my scientific friends to try 
to explain it by investigation of the action of this drug on the 
eripheral circulation. I believe that as the toxicity appears to 
ye low it may be found useful as an internal remedy also, 
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TREATMENT OF VARICOSE ULCERATION. 


‘Tae 
JOURNAL 


Collective Investigation 
INTO 
THE TREATMENT OF VARICOSE 
ULCERATION. 
Report by 
ARTHUR P. LUFF,.C.B.E., M.D., B.Sc., F.R.C?., 


CONSULTING PHYSICIAN TO ST. MARY’S HOSPITAL; HONORARY 
DIRECTOR OF THE RESEARCH. 


Tur British Medical Association, in connexion with their 
collective investigation scheme, decided in 1928 to start 
with an inquiry into the treatment of varicose ulceration, 
and for that purpose two forms dealing with the questions 
to be answered were issued to those members of the Asso- 
ciation who were willing to take part in the inquiry. In 
response 550 medical practitioners have filled up forms, 
and reports of 1,092 cases in all have been received. A 
large majority of the forms have been fully and carefully 
filled in, and great credit is due to those members who 
have made the returns for the trouble they have taken 
and the time they have spent in assisting in this inquiry. 
The answers to the questions and the _ information 
volunteered have now been collated, and the results are 
embodied in this report. 


Taste 1.—Sex Incidence of Varicose Ulecration. 


Number of cases ... 1,092 
Females (percentage) ... CS 


Taste II.—Age Incidence of Varicose Ulceration. 
(1,084 cases ; age omitted in 8 cases of the total 1,092.) 


Age. Percentage. 
20-20 years ... ove owe 2.3 


Remarks: This table shows that 56.6 per cent. of the cases 
commenced medical attendance between the ages of 40 and 60, 


Taste III.—Percentuges of Cases Healed at Various Ages. 
(No, healed 655; age omitted in one case of the total 656.) 


Age. Percentage, 
Over 70 years owe oe 6.6 


Tastx IV.—Ratio of the Total Numbers of Cascs at Various Decades 
to the Numbcrs Healed in those Decades. 


No. 
| 
40-50 . eee ove 268 69.7 
346 59.5 
236 49.5 


Remarks: This table shows that the expectation of healing is 
best un to 50 years of age, but declines steadily after that age. 


Taste V.—Showing Age of Reporting for Treatment for Varicose 
Ulecration. 
(Age was given in 1,017 cases.) 


_ 


Age at Commencement. | Percentage, 
13-20 years ... ove ove ove 18 


Remarks; This table shows that the majority of cases commence 
between 30 and 50 years of age. z 


Taste VI.—Occupation (given in 945 cases). 
g 


Occupation. Percentage, 
Domestic work ... one ove 61.4 
Other occupations involving prolonged standing... 32.0 
Farm labourer 2.9 
Weaver 1.6 


Remarks: The very small proportion of cases among farm 
workers and gardeners, although their occupations involve pro 
longed standing, is interesting as showing the counteracting effect 
of constant muscular exercise in the open air. 


Tanne VII.—Sugacsted Causation of Varicose Ulecration. 


| 
Suggested Cause. | Percentage. 
Prolonged standing —... | 3.0 
Not given 22.3 
Taste VIII.—Relapscs during Treatment. 
No. of Cases. Relapses. 


| 


Taste IX.—Numbcr and Perecntage of Total Cases, and of Healed 
Cases, in which Rest in Bed or its Equivalent was Employed. 


| 
’ Number. | Rest in Bed or its Equivalent. 
| | 
| 
Total cases | 1,082 614 cases = 56.2 per cent. 
Healed cases ee | 656 439 cases = 66.9 per cent. 


The figures in this table show that out of the total cases that 
had rest in bed or its equivalent 71.5 per cent. appear among the 
healed cases. 


Bandaging. 
This was an essential part of the treatment in 44 pet 
cent. of the cases, 
Strapping. 
This was an essential part of the treatment in 5.5 pet 
cent. of the cases. 


Local Treatment of the Ulcers. 
For the initial cleansing of the ulcerated surface various 
antiseptic fomentations were used, of which boric acid 
was the commonest. These have not been classified, but the 


principal applications or methods used for the treatment 
of the ulcers after cleansing are given in the following 
table. 
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varicose ulceration was answered by 450 practitioners as 


43.1 per cent. recommend bandaging. 

20.6 per cent. recommend rest. 

14.6 per cent. recommend removal of veins. 

12.0 per cent. recommend injection of veins. 

8.4 per cent. recommend use of the clastic stocking. 
3.0 per cent. recommend avoidance of use of garters. 


Results of Local Treatment. 

Of the 1,092 cases which form the subject of this report 
the ulceration was healed in 656 cases. In 147 of these 
cases the local application or treatment was employed in 
so small a number of cases respectively that no reliable 
deductions can be drawn as to the utility of the method of 
The following table gives the applications or 
methods of treatment used in 507 of the cases that were 
healed, with the respective results. 


Taste X.—Local Treatment of the Ulcers. 
follows : 
Application or Treatment u:ed, 
Zine preraration (generally a lotion) .., ove eve 229 
Unna’s zine gelatin ... ove ove 164 
Boric acid (generally alotion) .., ove eve 159 
Ultra-violet rays ove ove 76 
Injection of veins... ove 60 
Searlet red ointment... 37 
Carbolic acid... on ove 26 
Lassar’s paste ... | 25 treatment. 
Lead lotion. 17 
Ammoniated mereury ointment... ove ll 
| 10 


--- 


Various other methods of treatment (92 in all) were 
individually used in a very small number of cases, but as 
no useful deductions can be made from the results of their 
employment in so limited a number of cases respectively 
they are not included in the above list. 


Internal Treatment. 

Apart from the use of tonics, ete., the inicrnal treatment 
mainly resolved itself into the administration of a caleium 
salt or parathyroid, alone or combined. A few medical 
practitioners report favourably on the internal administra- 
tion of potassium iodide, but a large majority think it is 
only useful in syphilitie eases. Among the 1,092 cases 
included in this report potassium iodide was only adminis- 
tered in 61 2ases, 


Statistics as to the Effect of the Administration of Calcium 
Salts and Parathyroid in addition to the Local Treat- 
ment of the Ulcers. 

Among the 1,02 cases of varicose ulceration reported— 

A calcium salt was administered in 102 cases. 

A calcium salt and parathyroid were administered in 
75 cases. 

Parathyroid alone was administered in 58 cases. 

Among the 656 cases in which healing occurred— 

A calcium salt was administered in 35 cases, 

A calcium salt and parathyroid were administered in 
46 cases. 

Parathyroid alone was administered in 13 cases. 

The figures in the latter group show that among the 
656 cases in which healing occurred 85.7 per cent. had 
neither a calcium salt nor parathyroid administered; 7. per 
cent. had a calcium salt and parathyroid administered ; 
5.3 per cent. had a calcium salt alone administered; 2 per 
cent. had parathyroid alone administered. 

These percentages, in conjunction with the fact that 
out of the 235 cases in which a calcium salt, or para- 
thyroid, or both, were administered, only 94 of the cases 
resulted in healing, would appear to show that the influ- 
ence of these drugs on the healing of varicose ulcers is 
of minor importance, but that the advantage (if any) is 
slightly in favour of the combination of a calcium salt 
with parathyroid, A large number of medical practitioners 
state that after administering calcium salts as a routine 
method of treatment they have abandoned them as useless, 


Opinions as to the Value of Caleium Salts and Para- 
thyroid, alone or combined, in the Treatment of 
Varicose Ulceration. 

The specific question on Form 2 bearing on the above 

vas answered by 428 medical practitioners as follows: 
56.7 per cent. found no benetit from their use. 


24.0 per cent. believe them to be of some benefit. 
19.3 per cent. never use them, 


Opinions as to Preventive Treatment of Varicose 
Ulceration, 
The specific question on Form 2 inviting the experience 
of medical practitioners as to what conclusions they had 
arrived at with regard to the preventive treatment of 


TABLE XI. 


| ! 
No.of | 


Local Treatment. Cases in | 
Used. | Healed. | Healed. 
Removal of veins | 25 25 109.0 
Ultra-violet rays & | 70 92.1 
Injection of veins ons | | 55 91.6 
Unna’s zine gelatin | 164 | ur. | 71.3 
Lassar'spaste |S 4 560 
Carbolicacid ow, 26 13 | 50.0 
Ichthyol 5 | 50.0 
Boric acid (lotion generally) | 159 717 | 48.4 
Ammoniated mercury ointment... ll 5 45.4 
Scarlet red ointment 37 40.5 
Zine preparation ‘lotion generally) | £29 91 29.7 
Eusol | 35 10 | 


A number of medical practitioners state that failure in 
healing was attributed to the refusal of patients to rest 
during treatment. This especially applies to the cases 
treated with Unna’s zine gelatin, among which the per- 
centages of cures would probably have been higher if the 
advice to rest had been carried out. 


Length of Time that the Uleers had Remained Healed at 
the Date of Reporting. 

Out of the 656 cases in which the ulcers were healed the 
periods for which they had remained healed are given in 
523 cases. A number of the cases were reported on soon 
after healing had occurred, so that the periods vary from 
a few weeks to some years. It is not considered desirable 
to occupy space with the tabulation of all these periods, 
but the average time over which the ulcers had remained 
healed in the 523 cases works out at thirteen months, 


Conclusions and Recommendations as to the Most Reliable 
Methods of Treatment of Varicose Ulcers. 

Table XI shows that the best results were obtained 
respectively by (a) removal of veins, () the use of ultra- 
violet rays, (c) injection of veins, and (¢) the application 
of Unna’s zine gelatin. 

With regard to the choice of removal or injection of 
the veins, { am of opinion, from the perusal of the returns, 
that obliteration by injection is the simpler and safer pro- 
cedure. This is also the opinion of G. H. Colt? who, 
writing on the results of injection of the veins with 
salicylate saline solution, states that he obtained results 
which were so much better than were possible by laborious 
and somewhat risky operations that in his opinion opera- 
tion seems to be no longer justifiable except in certain very 
isolated cases. 

Whether a quinine or salicylate solution is preferable for 
injection remains to be settled, and it is very desirable 
that further inquiry should be made to determine this 


point. G. H. Colt? considers that the larger volume of 
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the salicylate saline solution is more manageable than the 
smaller injection with the quinine solution, and is attended 
with negligible risk and little inconvenience. In addition 
he points out that quinine sometimes produces blindness, 
and that the risk is said to be about 1 in 1,600. R. M. 
Handfield-Jones*? states that, after experiencing unsatis- 
factory results from the use of quinine and urethane, he 
has confined his treatment to the injection of sodium 
salicylate in varying strengths of from 20 to 40 per cent. 

Ultra-violet rays give excellent results, but they require 
administration by skilled operators, as a definite technique 
has to be employed in their successful use, and the dose 
requires to be varied according to the septic condition of 
the ulcer, the nature of the edges, and the condition of 
the surrounding skin. It would appear that in the 
majority of cases this treatment could not be carried out 
by the medical practitioner, but would have to be done in 
hospitals possessing the necessary installation and skilled 
operators. 

The following are the conclusions at which I have arrived 
as the result of this inquiry. 

1, Treatment.—That in order to obtain the best results 
it would be advisable for the medical practitioner to limit 
the treatment of varicose ulceration to two procedures. 
The first is injection of the veins in combination with the 
use of Unna’s zine gelatin for the local treatment-of the 
ulcer; the second is the use of Unna’s zine gelatin alone if 
injection is refused, or for other reasons cannot be carried 
out. It should also be borne in mind that treatment by 
ultra-violet rays appears to be very reliable, provided that 
the proper administration of these rays is available. 

2. Prevention.—As the true varicose ulcer is the result 
of varicose veins it would appear that the rational method 
for the prevention of such ulceration is the obliteration 
of the affected veins, or the removal of them by operation. 
Of these two procedures it appears that obliteration by 
injection is both the safer and the easier one. If it is not 
possible to carry out either of these two procedures, then 
support of the veins by suitable bandaging should be 
employed. 

REFERENCES. 


1 British Medical Journal, September 22nd, 1928. ?Ibid. 5 Lancet, 
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RHEUMATISM IN RELATION TO INDUSTRY. 


A LECTURE on rheumatism in relation to industry was given 
at the Royal Institute of Public Health, on December 5th, 
by Dr. Fortescue Fox, with Sir A. Stanley, Chairman 
of the British Red Cross Society, in the chair. The 
lecturer said that the first international conference on 
industrial rheumatism, convened by the International 
Society of Medical Hydrology, was held in London in 
November, 1925. Another conference, at which reports 
from eight countries were presented, took place at 
Buxton last October to frame the organization of an inter- 
national league against rheumatism. In the three years 
separating these events the problems of rheumatism had 
been seriously discussed in the northern countries of 
Europe, and representative national societies had been 
formed to collect information, to encourage and co-ordinate 
the existing work carried on, often in isolation, both for 
investigation and treatment of rheumatic disease, and to 
formulate proposals for the development of this work on 
approved and practical lines. Steps were being taken in 
England to form an association with the same objects, in 
succession to the British Committee on Rheumatism of the 
International Society of Medical Hydrology. 

Proceeding, Dr. Fortescue Fox said that he had long 
held that arthritis varied both in character and severity at 
(lifferent periods of life. The rapidly progressive deforming 
arthritis of young adults, the “ climacteric’ arthritis of 
middle life (in both men and women), and the degenerative 
or local arthritis of age formed three definite clinical groups 
and were practically different diseases. It was unfortunate 
and confusing that the same name, ‘‘ rheumatism,” should 
be given to ‘‘ rheumatic fever,’”’ which might well be called 


‘‘ cardiac fever’? from its close connexion with heart 
affection, and to these insidious and chronic crippling 
diseases of older people, different forms of arthritis, none 
But there was some excuse 


of which affected the heart. 


for it, because all the acute and chronic ‘ rheumatisms ” 
were related to definite external causes. They were all, in 
short, climatic and geographical diseases, diseases of zones 
or regions of the earth like tropical diseases. 

The normal body showed a defensive reaction to the 
impressions of cold and damp, but there was good reason 
to think that in persons with ‘‘ rheumatic liability ”’ this 
reaction was defective, and ‘might be entirely absent. The 
same reactions were also defective in infancy and old age, 
and hence external warmth and-shelter were necessary to 
protect people at the extremes of life from the ill effects 
of uncompensated cold. The hot vapour baths used by 
northern nations from remote times were an endeavour to 
maintain, and perhaps restore, the reaction to cold—in 
short, a preventive and curative regimen in those bleak 
and inclement regions. Another external provocative of 
rheumatic disease was infection, which made havoc in 
persons with low resistance. But disease germs were rela- 
tively harmless in a healthy body. Sir George Newman 
had given warning of the necessity of ‘* frustrating the 
activity of organisms within the body.’’ It was well to get 
rid of these organisms, but was there any guarantee that 
where one weed had grown another might not grow? The 
radical treatment of rheumatism was to remove _ the 
rheumatic liability. To attempt to remove the organisms 
of diseases from the body without at the same time forti- 
fying its resistance to invasion was like pumping a water- 
logged ship without stopping the leak. It was good to 
remove an obvious danger, but it was better to make the 
ship seaworthy. Another cause of rheumatism was poison- 
ing from within, from abnormality of the body fluids, 
including suboxidation, the retention of waste products, 
and endocrine disorders. 

Rheumatic disease, like most other diseases, must be 
attributed to the co-operation of external and _ internal 
causes, or to external causes acting upon a_ weakened 
hody. Hence, many medical thinkers no longer spoke of 
a cause of disease, but of the ‘* constellation of causes.” 
The variety in individual cases and in groups of cases no 
doubt depended on the many possible combinations of 
external and internal causes, and hence the necessity in 
treatment of the study of individuals. 

Apart from surgical procedures very little had been done 
to provide special treatment for rheumatic diseases. In 
spite of the burdens it laid upon industry, there were as 
yet no special departments for rheumatism. Fine work 
had been done at the English spas, but this only touched 
the fringe. In Continental countries town clinics for 
physical treatment had been established by the friendly 
societies to supplement the work of the spas. They dealt 
with forms of chronic disease in the industrial population 
for which the hospitals were unable to provide. The great 
physical forces—heat and cold in air and water, light, 
electricity, friction, and movement—were true physical 
remedies, and the body responded to these remedies by 4 
wonderful series of reactions affecting both the tissues and 
the organs. The universal belief and experience of mat- 
kind had Keen amply justified by physical and physiological 
discovery; they now knew that all diseases which had 4 
physical factor in their causation were properly treated 
by physical remedies, 

In conclusion, Dr. Fortescue Fox said that the clinic 
for rheumatism to be set up by the British Red Cross 
Society would be completely equipped for physical treat 
ment and clinical investigation. It had been designed t 
treat 500 cases and upwards every day. The ground floor 
was devoted to medical baths, including pools and douches 
and vapour and thermal mud, with and without frictions 
and movements. In other departments, light, radiant 
heat, electrical currents, ionization, and diathermy would 
be used, and there would be special appliances for measure 
ments and investigations. It was proposed that this asset 
blage of physical methods should be made available fot 
suitable cases from the general hospitals. It was not 
claimed that clinics of this character would meet the whole 
need for these difficult rheumatic affections, but they would 
provide early treatment near the people’s homes, and serve 
as diagnosis bureaux, and also for the demonstration and 
teaching of methods which were still comparatively 


unfamiliar. 
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TREATMENT OF VARICOSE ULCERATION. 
In May, 1926, the Ministry of Health submitted 
to the British Medical Association a scheme for 
collective research by insurance practitioners, and in 
January, 1927, it outlined definite schemes for such 
investigations to be conducted by the Association 
and Ministry working in collaboration. The Ministry 
proposed that these inquiries should be undertaken by 
general practitioners engaged in the insurance medical 
service, and should be confined to insured persons. 
A special research subcommittee appointed by the 
Council of the Association to consider these proposals 
reported in due course to the Science Committee. 
Its recommendations were: (1) that any scheme of 
research must be voluntary and unpaid; (2) that it 
must not be restricted either to insurance practitioners 
or to insured persons; (3) that it should be organized 
by the British Medical Association through the Divi- 
sions; and (4) that the subjects chosen for inquiry 
should be of such a nature that they could be treated 
ina simple manner. The subcommittee expressed the’ 
opinion also that a medical adviser to correlate the 
returns and advise the practitioners taking part would 
be necessary for a successful investigation. Following 
these preliminaries a discussion took place between the 
subcommittee and representatives of the Ministry of 
Health, when the Chief Medical Officer, Sir George 
Newman, cordially weleomed the suggestions outlined 
above. Eventually it was decided to initiate two con- 
current inquiries—one into the treatment of varicose 
ulceration, and the other into the after-history of 
patients who had undergone the operation of gastro-* 
enterostomy. 

At this stage the Association applied to the Medical 
Research Council for financial assistance to pay a 
medical adviser to control the investigations, but the 
Council replied that it was not convinced that a scheme 
of collective inquiry was likely to ‘give useful results 
except where some definite new clue had been obtained 
by intensive research of another kind, and where new 
evidence was sought along a line precisely indicated. 
The members of the subcommittee, however, were 
convinced that the united experience of doctors 
engaged in a properly conducted collective investiga- 
tion ought to yield data of great clinical value. 

The first inquiry has now been completed, and its 
results are set out in the report published at page 1144 
this week. The Council of the Association has been 


_ extremely fortunate in securing as Honorary Director 


of Research Dr. A. P. Luff, consulting physician 
to St. Mary’s Hospital, Home Office Analyst, and 
* member of the Food Preservatives Committee 
appointed by the Ministry of Health. We feel that it 
Will in no way detract from the valuable and accurate 
information that practitioners throughout the country 
have given if we say that Dr. Luff’s work in correlating 
and presenting the case for them is above all praise, 
and has contributed in a high degree to the success 
oi the investigation. The names of two other members 
of the special subcommittee should also be mentioned 
for the encouragement and support they gave to this 
plece of research—Dr. C. E. Douglas (who acted as 
chairman) and Professor W. E. Dixon. 


Varicose ulceration is a common disease, and every 
general practitioner is required to treat it. It causes 
not only pain and discomfort, but is responsible for a 
very great deal of disability, especially among women. 
The treatment is tedious, the results are often dis- 
appointing, and relapse is common, so that it was 
most desirable to collect information with regard to 
the best form of treatment, particularly as it was 
known that some practitioners were more successful 
than others in their results. One of the most remark- 
able points brought out by this inquiry was the great 
variety of methods employed at the present day for 
the alleviation or cure of a single well-defined con- 
dition. Scores of different local applications appeared 
to be used by individual practitioners, zinc prepara- 
tions of one kind or another far outnumbering all 
the rest. Dr. Luff’s report, which reviews in 
detail the statistical side, will be studied by our 
readers everywhere with the greatest interest. It 
has established the value of a collective investiga- 
tion of this kind as an important branch of practical 
as opposed to academic research. Dr. Luff, in his 
conclusion, says that the investigation shows that in 
order to obtain the best results ‘* it would be advisable 
for the medical practitioner to limit the treatment of 
varicose ulceration to two procedures. The first is 
injection of the veins in combination with the use of 
Unna’s zine gelatin for the local treatment of the 
ulcer; the second is the use of Unna’s zine gelatin 
alone if injection is refused, or for other reasons cannot 
be carried out. It should also be borne in mind that 
treatment by ultra-violet rays appears to be reliable, 
provided that the proper administration of these rays is 
available.’’ Besides these positive findings it seems 
worth while to emphasize the point that the once widely 
used treatment’ of varicose ulcers by administration of 
calcium salts, with or without parathyroid extract, has 
completely failed to establish itself as a trustworthy 
therapeutic measure. 

The report conclusively indicates the best treatment 
prevailing at the present time for a known pathological 
condition, and this information has been derived from 
the collective evidence of a great number of general 


practitioners. It may be accepted that those who 


took part in the investigation, numbering 550 in all, 
belong to the keenest and most observant class of 
doctors—men and women anxious to assist not only 
their patients, but their colleagues as well. If the 
results of the inquiry are made the basis for future 
treatment of this widespread condition it is obvious 
that a large amount of disability will be prevented, 
with consequent advantage to everyone concerned. 
Among the economic gains will be a saving in the 
drug biil. We venture to suggest, therefore, that if 
practitioners act upon the results of their own expe- 
rience in this collective investigation they will be 
assisting not only their patients and themselves, but 
their country. 


== 


LIVER TREATMENT OF PERNICIOUS 
ANAEMIA. 


Procress in therapeutics, though often slow, is occa- 
sionally accelerated in a way which borders on the 
dramatic. Had one been asked two years ago to 
compile a list of those tragic diseases which at the 
very moment of first diagnosis foretell inevitable and 
speedy death pernicious anaemia would certainly 
have had a prominent place; to-day there is probably 
no disease in which so confident a promise can be 
given of a complete and comparatively rapid recovery, 
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LIVER TREATMENT: OF PERNICIOUS ANAEMIA. 
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Writing on the subject of the liver treatment of 
pernicious anaemia in the early part of the present 
year we expressed the opinion that an attempt to 
draw conclusions as to the permanence of the good 
results thus obtained would be premature. Strictly 
speaking, some degree of caution is still necessary 
to-day, but it cannot be denied that the uniform and 
widespread success of the treatment which we owe to 
Minot and Murphy has been such as to justify the 
expectation that results so consistently gratifying in 
the initial stages would not disappoint us in the end. 
Hopes that were gaining ground were perhaps a little 
diminished by some observations made by Price Jones 
at the summer meeting of the Pathological Society of 
Great Britain and Ireland; he suggested that even 
after the apparent return of the blood to normal there 
might vet be a considerable excess of the abnormally 
large cells present in the blood stream, and that the 
“cures '* were not really so complete as had been 
supposed. Similar observations have since been pub- 
lished in a recent paper by Davidson and McCrie'; 
but, as Price Jones recognized, the available data as 
to the size of the cells in normal and healthy indi- 
viduals are as yet too incomplete to enable us to draw 
any final conclusions in the matter. .Whatever the 
outcome of these investigations may be, their bearing 
is chiefly on the nature of the pathological process 
underlying the disease, and not for the moment on the 
practical business of therapeutics. From experience 
already gained we know that once the anaemia has 
completely disappeared the amount of liver that the 
patient must continue to take varies with the indi- 
vidual; that in some patients it may be reduced con- 
siderably, while in others even a small diminution is 
followed by deterioration in the blood condition: and 
that the only recorded cases of relapse have been in 
patients who have reduced the liver diet too much or 
have abandoned it altogether. 

So0 complete, indeed, lias been the success of liver 
treatment that interest therein has largely passed from 
the therapeutic results themselves to the light they 
throw on our ideas in general about the etiology and 
pathology of the condition, and, in particular, on the 
possible need for relaxing somewhat the stringency of 
the criteria by which the disease is to be diagnosed. 
No new theory of the causation of pernicious anaemia 
has been established, but it appears that the concep- 
tion of a primary haemolytic lesion is gradually being 
discarded. Those who look on the intoxication from 
the alimentary canal as the essential etiological factor 
have been forced to the hypothesis that the toxins 
elaborated in the intestine act either by interfering 
with the liver function, preventing the formation there 
of some substance which is essential for the matura- 
tion of the red cells, or by inflicting direct damage 
upon the patient’s marrow. When considering the 
part plaved by the liver it is well to. remember that 
‘kidney diet is quite as efficacious as liver: any hypo- 
thesis based on the supposition that liver diet merely 
provides some substance which a diseased or inefticient 
liver is incapable of producing must Clearly be received 
with caution. 

Diagnosis, too, has been not a little affected by 
careful study of the results of liver treatment. Minot, 
quite early in his work, suggested that any failure to 
respond to liver treatment was to be taken as an 
indication that the patient concerned was not in fact 
suffering from pernicious anaemia—a suggestion that 
was apt to raise a smile on the face of the sceptic who 
had then had no personal experience of the method. 
Careful review of a large series of cases, however, goes 


1 Davidson and McCrie: Lancet, November ‘Ith, 1928, p. 1014, 


far to confirm Minot’s suggestion, and it is found that 


in almost all cases which are refractory some atypical - 


signs, can be detected which make an alternative 
diagnosis at least possible, if not probable, On_ the 
other hand, certain patients in whom some cardinal 
sign is absent may perhaps be more readily placed in 
the group of true pernicious anaemia if they show a 
characteristic response to liver therapy. Among such 
cases we may include the one recorded by Dr. Stanley 
Davidson in our present issue (p. 1123), in which the 
typical achlorhydria was lacking. There is a general 
tendency to insist rigidly on the absence of achylia as 
a bar to the diagnosis of pernicious anaemia, and 
Heath? excludes from his list of pernicious anaemia 
cases one which would certainly have been included 
but for the presence of free hydrochloric acid in the 
gastric contents. Other similar cases have been 
recorded in the past, and however freely we may 
whittle these down by rather ruthless criticism, there 
still remains a residue which withstands all attack; 
in the future a typical response to liver diet may 
perhaps be admitted as a first line of argument in 
support of the diagnosis. 

During the past year a number of liver extracts have 
been put on the market, and have proved their worth 
as a substitute for whole liver. A good many workers 
seem to have gained the impression that whole liver, 
when it can be obtained and is well taken, gives in 
some indefinable way rather better results than the 
extracts; these clinical impressions may be well 
founded, but in so far as the results are open to accu- 
rate measurement no superiority of whole liver over 
liver extract has been demonstrated. This observation 
applies also to the interesting investigation recorded 
by Dr. Janet Vaughan*® on the increase in weight of 
patients on liver diet. In her series all the patients 
gained weight, some of them to a remarkable degree 
and with great rapidity; whether this has anything 
to do with pernicious anaemia, or whether it is a 
wholly independent phenomenon, remains to be seen; 
it mav be that here we have a therapeutic indication 
of some significance in quite another direction. 


a 
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IMPERIAL BUREAUX. 
Ovr readers will remember that at the Imperial Agri. 
cultural Congress held in London at the end of last year, 
among many constructive recommendations made for the 
fostering of co-operation in agricultural research through- 
out the Colonies and Dominions was one for the creation of 
imperial bureaux in this country, The most important of 
the varioug functions of such bureaux was. to disseminate 
the results of research in all parts of the Empire, and in 
other ways to co-ordinate the work of the various research 
stations at home and abroad. This recommendation has 
quickly borne fruit, and last week it was officially 
announced that eight such imperial bureaux were to be 
immediately formed in Britain-—-namely: Soil Science 
(Rothamstead), Animal Nutrition (Aberdeen), Animal 
Health (Weybridge), Animal Genetics (Edinburgh), Agr 
cultural Parasitology (St. Albans), Plant Genetics, Non- 
herbage Plants (Cambridge), Plant Genetics, Herbage 
Plants (Aberystwyth), and Fruit Production (Kast Malling, 
Kent). While the main function of these new organi 
tions is to foster agricultural research, the collection and 
dissemination of current information will affect other 
branches of applied science, and a number of these stations 
will have direct bearings on medicine. The Imperial 
Bureau of Animal Health will be established at Weybridge 
at the veterinary laboratory of the Ministry of Agriculture, 


2 Heath: Journ. Amer. Med, Assoc., xci, 13, p. 928. 
3 Vaughan: Lancet, May 26th, 1928, p. 1063. 
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under the directorship of Mr. W. H. Andrews, D.Sc., 
M.R.C.V.S. The laboratory was established in 1914 under 
the late Sir Stewart Stockman, and is mainly concerned 
with the diagnosis and control of the contagious diseases 
of animals. It is able to devote some time to research, in 
recent years notably on foot-and-mouth disease, poultry 
diseases, and similar subjects. The Imperial Bureau of 
Animal Nutrition is to be established at Aberdeen at the 
Rowett Research Institute under the directorship of Dr, 
Orr. This institute, although begun in 1914, was not 
opened until 1922. Its object is to obtain information 
which will enable animals to be fed and handled so as to 
produce the maximum amount of human food with the 
minimum cost. It has already produced valuable results, 
especially in relation to vitamins, mineral metabolism, and 
# on. Both of these bureaux are important from their 
own point of view; but they are also important from their 
ielationship to human health and human nutrition. Much 
publicity has been given in recent years to comparative 
medicine, and there is now a growing appreciation of the 
debt which human medicine owes to animals. Accordingly 
the collected current information on these subjects should 
he highly informative to medical science in general. The 
Imperial Bureau of Agricultural Parasitology will be estab- 
lished under the directorship of Professor R. T. Leiper of 
the Institute of Agricultural Parasitology. This institute, 
au integral part of the London School of Hygiene and 
Tropical Medicine, is located at St. Albans, and there is 
no need to emphasize the importance to medicine, as well 
as to agriculture, of much of its work in the sphere of 
comparative parasitology. Few of man’s parasites are 
exclusively human, and information as to the behaviour 
of these forms and their relations in animals is of funda- 
mental importance to a complete understanding of how 
they affect man. Accordingly the collating of all the avail- 
able current literature is of more than passing importance. 
Jn addition to the recommendations mentioned above, the 
Imperial Conference favoured the establishment of a chain 
of research stations throughout the tropical parts of the 
Empire. The station at Amami in East Africa, as well as 
the recently projected station in Queens!and, will be 
included in this scheme; and last week the Government of 
the Union of South Africa approved of the inclusion of 
their veterinary research station at Onderstepoort also. 
This laboratory, though not strictly tropical, includes many 
of the more important tropical veterinary diseases within 
its purview. Its previous work, under the directorship of 
Sir Arnold Theiler, has been of a very high standard, and 
has included researches into botulism, mineral deficiencies, 
tick-carried diseases, and similar subjects of considerable 
interest to medicine generally. ‘Its future work will 
presumably embrace even more varied subjects, and its 
value to tropical research be accordingly enhanced. 


PLAGUE IN CHINA. 

Wir the possible exception of Hong-Kong, where there 
were six cases last spriug, the greater part of China would 
‘ppear to have escaped plague during 1928. While India 
and French Indo-China are widely. invaded, there have 

n no recorded epidemics of this disease in South and 
Mid-China during the course of the year. It is from the 
torthern endemic centre of Outer Mongolia that plague, 
helped by the recent extension of new railway lines, has 
spread down through Inner Mongolia to the province of 
Manchuria. These railways have opened up the land for 
cultivation, mostly by poor immigrant farmers coming from 
Shantung, who live under crowded and often insanitary 
‘onditions. Karly last August suspicious deaths occurred 
i the region of a place called Tung Liao, 400 miles from 
Harbin, the big Russo-Chinese city in North Manchuria, 
and investigations by Dr. Wu Lien-Teh and Dr. J. W. H. 


Chun, both Cambridge graduates, revealed the presenco 
of B. pestis in femoral buboes. Probably, as was the 
case in 1927, some few isolated foci had been smoulder- 
ing on the Mongolian frontier since early summer, and 
the disease had later taken on an active form. It is 
interesting to note, as showing the activities of the 
League of Nations Health Committee and its Far Eastern 
Health Bureau, that it was in response to telegraphic 
inquiries from these bodies in Geneva and Singapore that 
Dr. Wu, head of the North Manchurian Plague Prevention 
Service, set out for Tung Liao to investigate on the spot. 
About the same time telegrams were received from the 
Mongolian and Russian medical departments of Urga 
requesting the Plague Service at Harbin to send 3,000 
doses of vaccine and 10 litres of serum to deal with plague 
conditions there. These supplies were at once forwarded 
by Siberian railway to Verkneudinsk, and thence by aero- 
plane to Urga, the remote capital of Mongolia. By the 
end of September over 400 deaths had been recorded at 
Tung Liao, and protective inoculation was conducted on 
a wide scale, in addition to antiplague serum for treatment 
of the sick. House-to-house visits for detection of cases 
and isolation of contacts were largely responsible for 
the dying down of the epidemic, during which it was 
estimated that 92 per cent. of the cases ended fatally. 
Experiments in the line of ascertaining whether human 
ectoparasites can convey plague infection have tended to 
prove this to be the case. Drs. Wu Lien-Teh and Pulitzer, 
working in Harbin, successfully inoculated guinea-pigs, 
which died on the ninth day showing all signs of subacute 
plague after having been bitten by human Pulex irritans 
(two insects after twenty-four hours’ starvation), and this 
discovery of direct infection by the human flea has rather 
complicated the earlier Indian theory of bubonic plague 
heing only developed through the rat-flea. Perhaps the 
fact that the habits of the villagers in sleeping on unswept 
*kangs’’ (heatable hollow platforms) with their clothes 
off may explain the unusual prevalence of axillary, cervical, 
and septicaemic cases. In the severe North Manchurian 
epidemics of 1911 and 1921, outbreaks which had arisen 
from a tarabagan (Siberian marmot) showed a strong -ten- 
dency to develop pneumonic features. In the neighbouring 
province of Shansi a serious outbreak of bubonic plague 
occurred during October, about seventy-five miles west of 
the provincial capital, Tai Yuan Fu, It affected eighty- 
four villages, and by October 28th it was estimated that 
there had been over 2,000 deaths. The hocal Chinese seem 
to have been unable to cope with the situation, and finally 
dispatched troops from Tai Yuan Fu for the purpose of 
drawing a cordon round the infected area and preventing 
the further spread of the epidemic. Since autumn there 
have been famine conditions in widespread areas of North 
China; these result in lowering the body resistance and in 
the huddling together of the people, which are favourable 
factors for the spread of epidemics. China is still a long 
way behind in the matter of proper and adequate medical 
supervision, but this should come in time. The Chinese 
people have on previous occasions given proof of their 
responsiveness to Western methods of dealing with epi- 
demics, and when scientifically trained doctors are available 
in much greater number than heretofore, progress in public 
health measures will be welcomed by the natives. The 
epidemic in Shansi Province was officially stated to be of 
bubonic type, and it was also reported to be dying down, 
On this ground offers of help in antiplague measures, made 
by foreigners, were declined. But on November 14th a 
telegram was sent from Dr, Curran of the American Board 
Mission in Fenchow (Shansi) stating that there is now an 
outbreak of pneumonic type, and asking for further help 
to combat this. Doctors from the American and the 
English Baptist Missions are proceeding to the area of 
the outbreak. 
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THE TERCENTENARY OF MALPIGHI. 
Tne year which marks the tercentenary of the publication 
of De Motu Cordis marks also that of the birth of Marcello 
Malpighi, ttalian physician and philosopher. Founder of 
histology, greatest of microscopists, experimental physio- 
logist, pioneer of iconographic embryology, patient and 
devoted physician, Malpighi lives in the history of medicine 
not only as a genius who effected a revolution in scientific 
thought and method, but as a most lovable personality. 
The plates accompanying his Royal Society memoirs are 
au indication of his quality as an embryologist; the De 
for matione pulli in ovo and De ove incubato, of his powers 
of observation and description. His name, as histologist, 
has been preserved in the Malpighian layers of the 
skin, in the Malpighian bodies of the spleen, and in the 
Malpighian pyramids, bodies, tufts, and capsules of the 
kidney. In De rviscerum siructura he gave the first account 
of the lymphatics and splenic nodules of lymphadenoma, 
the disease later associated with the name of Thomas 
Hodgkin. Above all, he demonstrated that the capillary 
anastomosis between arteries and veins of the lungs (which 
to Harvey was a conceptual hypothesis) was a histological 
reality. The tercentenary of Malpighi was celebrated in 
the Section of the History of Medicine of the Royal Society 
of Medicine on December 12th by a lecture hy Professor 
Franchini, director of the institute ef tropical diseases in 


Bologna. As becomes a fellow Italian and a son of 
Malpighi’s own university, Professor Franchini made 
rather liberal use of high colours in portraying this 


pioncer, but he succeeded in giving a vivid picture of the 
state of science in seventeenth century Italy. This was a 
time when science was fighting at close quarters with ignor- 
ance and prejudice. When Malpighi was an infant Galileo 
was before the Inquisition, and the fires that burnt Michael 
Servetus in Geneva and Giordane Bruno in Rome had not 
entirely gone out.. Persecutions, odious though petty, were 
mflicted upon Malpighi himse!f. He shared the obloquy 
attaching to those who practised «lissection, which was 
judged to he desecration of the dead. His chief enemies, 
however, were his fellow scientists, who broke his micro- 
scopes, wantonly destroyed his valuable manuscripts, and may 
even have set fire to his house. He bore these persecutions 
in silence and with magnanimitv. When he removed from 
Bologna to Messina, where for four years he was professor 
ef medicine, the persecution followed him, and eventually 
eaused him-to relinquish his chair. The Church seems to 
have heen his protector; at all events, he enjoyed the 
patronage of a cardinal, and in 1691, three years before his 
death, he became private physician to Pope Innocent XII. 
Nor was it the general populace who made his scientific 


THE TERCENTENARY OF: MALPIGHLI 


pursuits so difficult, for during his lifetime they reared 


a monument te him in his own city. He had 
mathematician and disciple of Galileo, in whose house at 
Pisa Malpighi practised his anatomical dissections and 
researches. In this house he made the discovery of the 
spiral structure of the cardiac fibres, a discovery which 
Borelli also claimed to have made. Returning to Bologna, 
he followed many lines of study, including the mechanism 
of respiration, the nature of the blood—whose red corpuscles 
he once described as “ fat globules looking like a rosary of 
red coral ’’—and the structure of the brain. His work 
became known far beyond the confines of Italy. To the 
Royal Society of London he contributed a striking piece 
ef research on the silkworm, and later other work in what 
would now be described as embryology and biology. He 
worked upon the embryology of the chick, studied the 
porcupine, the lizard, and the frog, and made innumerable 
researches upon the anatomy of plants, giving admirable 
accounts of germination.. Professor Franchini quoted 
Haeckel as stating that only Lamarck and -Wolf in the 


many | 
pewertul friends, one of them Borelli, a distinguished | 


- feels apparently that he has issued warnings enough. The 
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eighteenth century, and Darwin and Miiller in the nine 
teenth, could rank with Malpighi, the naturalist and 
philosopher. ‘In every observation of his,’ said the 
lecturer, ‘ appeared the genius which understood clearly 
what was seen and went straight upon its aim: He did 
not pay attention to ridiculous disputes, nor lose time in 
useless scholastic arguments. He was a diligent student, 
a model of prudence, magnanimity, and modesty in an 
environment often hostile.’ Professor Franchini declared 
that if the writings of Malpighi had not fallen for two 
centuries into an unmerited oblivion we should see his 
name connected with a great number of tissues and func 
tions which he was the one really to discover and describe, 
His manuscripts have been collected in sixteen thick 
volumes in the library of the University of Bologna, and 
there are others in Rome and elsewhere. Marcello 
Malpighi’s latter days were rather pathetic. Professor 
Franchini described how he was summoned, an ill and tived 
man, to Rome to receive the title of pontifical head 
physician. In Rome the ruling passion was still ‘upon 
him, and he continued many botanical, zoological, and 
clinical observations until he was struck down by cerebral 
haemorrhage. He got better, but shortly afterwards he 
was again stricken, and not the most energetic treatment 
could revive him. He died in the Quirinal Palace on 
November 29th, 1694, at the age of 66. A few weeks ago, 
by permission of the authorities, the tomb and coffin of 
Malpighi were opened. A skull of large size was found, 
well preserved in the upper part; the temporal bone on one 
side had been, it appeared, cut away. Other bones were 
found, chiefly of the legs, but there were no documents « 
other objects in the coffin. 


ULTRA-VIOLET LIGHT IN THE HOME. 
Ox October 13th we published the papers read by Professir 
Dixon and Dr. Heald before the Section of Radiology and 
Physio-Therapeutics at Cardiff, and emphasized in a leading 
article the risk to the public arising from the administra 
tion of treatment by radiation and electricity at the hands 
of unqualified practitioners. Any doubt as to the need for 
that warning should be dispelled by perusal of the report 
in the Times of December 13th of a lecture on the applice 
tions of electricity to medical practice, delivered by Mr. 
G. G. Blake at the Royal Society of Arts before a meeting 
presided over by an eminent man of science, Sir Oliver 
Lodge. Mr. Blake seems to have convinced himself that 
not nearly enough unqualified persons are administering 
ultra-violet vay treatment. His ideal is an installation i 
every home, to be used by the members of the family 
upon themselves or upon cach other, With reasonable cate, 
he holdsy the treatment is harmless, its administration 
requiring only a little common sense. He admits, indeed, 
that over-exposure may produce the ‘ familiar sunburn # 
prevalent at the seaside in holiday time,’’ and that it 8 
pecessary to protect the eyes and the back of the head 
from the rays. But, having said this, and thrown out 
a suggestion that when lassitude follows exposure to ultre 
violet light it is as well to stop treatment for a while, he 


full text of the lecture is not before us, but in the news 
paper report there is no word about the light allergy 
following overdosage, described by Professor Dixon in his 
paper; nothing about the fact that treatment may he 
contraindicated in the presence of arterio-sclerosis, renal 
disease, some forms of heart disease, and phthisis. Nor ® 
there any hint that the assessment of dosage—which seemed 
so easy in the early days of ultra-violet therapy before 
anybody knew much about it—is now recognized to present 
a difficult technical problem, to be solved only by tho® 
who have had adequate training. Medical men and. womet 
are not inclined to dismiss the dangers of ultra-violet 
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therapy in this light-hearted fashion. Perhaps as indi- 
viduals with a highly developed sense of responsibility they 
aro unduly timid; but one may recall in this connexion 
an aphorism of Mr. Bertrand Russell’s to the effect that 
when on any subject all the experts are agreed, the opposite 
opinion cannot be held to be certain. Anyone who said in 
public that every household ought to keep a stock of arsenic 
or strychnine for self-administration by the light of 
‘‘common sense’? would not be taken very seriously, 
except perhaps by the police. But a manufacturer of are 
lamps, or a lecturer in John Street, Adelphi, can give 
analogous advice in relation to actinotherapy without 
protest except in a medical journal. There may be some- 
thing to be said in favour of trusting certain highly intelli- 
gent persons to administer ultra-violet light to themselves 
under medical directions; we may even grant that others, 
so robust as not to need this treatment at all, may indulge 
in self-radiation without coming to much harm; but we 
cannot too strongly condemn the suggestion that are lamps 
may be installed in every household and used with benefit 
and without appreciable risk by all and sundry. 7 


MEDICAL SOCIETY OF LONDON. 
THE programme for the second half of the current session 
of the Medical Society of London is now before us. The 
first item is a pathological evening on January 14th, 
commencing at 8 o’clock. The following general discus- 
sions have been arranged: January 28th, “‘ Starvation in 
treatment,’ introduced by Dr. Edmund Spriggs; February 
llth, ‘‘ Earache,’? Dr. Morland McCrea and Mr. Herbert 
Tilley; February 25th, ‘‘ Acute Intestinal Obstruction,” 
Professor A. H. Burgess and Mr. C. H. S. Frankau; 
March 11th, ‘‘ Chronic dyspepsias of children over the age 
of infancy,’? Dr. Reginald Miller and Dr. W. G. Wyllie; 
March 25th, ‘‘ Medical indications for the induction of 
abortion and premature labour,’’? Mr. Eardley Holland, 
Dr. B. T. Parsons-Smith, and Dr. Bernard art. These 
discussions will all begin at 8.30 p.m. The Lettsomian 
lectures on ‘ Dermatology in relation to other branches 
of medicine ”’ will be given by Dr. H. W. Barber, at 9 p.m. 
on February 18th and 27th, and March 6th. 


THE KING’S ILLNESS. 


Tur statement printed in our last issue at page 1106 
brought the medical history of the King’s illness up to 
3 p.m. on Wednesday, December 12th, a few hours 
after pus had been located in the pleural cavity at 
the posterior base of the right lung, immediately above 
the diaphragm. The empyema was evacuated by rib 
resection under a general anaesthetic that evening, 
and the reports on Thursday indicated that His 
Majesty had come safely through the operation, and 
that drainage was proceeding. While the bulletins 
of Friday night and Saturday were not so reassuring 
about the patient’s strength, those of Sunday and of 
Monday morning recorded some general progress and 
better sleep. After another temporary setback on 
Monday there was again some improvement, which 
has since been maintained. 

The ups and downs of the past few days will not 

ve surprised any medical reader of the bulletins; 
they were more than likely to happen after an operation 
for empyema in a patient of 63, already exhausted by 
4 streptococcal blood infection. The public, too, have 
had inany warnings that progress could only be slow 
and intermittent, and that anxiety must continue. 
The inevitable oscillations between hope and fear 
ave none the less been very trying. Our King 
belongs to his people, and his illness has cast a 
shadow over every home. 


We are able to print below a. further authoritative 
statement, dated Wednesday, December 19th, 8 p.m., 
for the information of our readers, and through them 
for the steadying of public opinion. It is in keeping 
with the spirit of the age that this news, technical 
as it is, should have early and wide publicity. 


*‘ There are signs that the King’s illness is producing 
in the public mind a sensitiveness, only too natural, caused 
by weeks of anxiety, and producing too easily alarm and 
therefore distress, both of which it is most desirable to 
avoid. Doctors, in their various spheres, can do much, by 
their knowledge, to maintain hope and confidence. 

“The present condition of His Majesty can be best 
understood by recalling earlier stages of this severe illness. 
In the first phase, gradual in its onset, there were to be 
noted general infection with imperfect localization—-little 
or no cough and only one small patch of pleuritic friction; 
blood culture positive (streptococcus); an irritative state 
of the nervous system which produced profound distress and 
sense of illness. Yet with these was a wish, born of quiet 
courage and the habit of duty, to make light of the illness 
and hold on to work, thus adding to the wear and tear 
of the fever. Towards the end of this first phase came an 
accentuation of pleuritic friction which extended to the 
diaphragm. The second phase was one of increasing 
toxaemia, with dusky appearance, dry cracked tongue, 
periods of delirium, exhaustion—in short, a clinical picture 
resembling that, of a case of severe typhoid fever in the 
third and fourth weeks, but with the added anxiety of 
attacks of dyspnoea and cyanosis, due to strain on the 
heart. With the next phase came an abatement of fever 
and some evidence of localization. The blood culture was 
now negative, toxaemia was less, delirium subsiding. The 
localization in the right lung did not result at this stage 
in effusion, as shown by puncture and excellent radio- 
graphs. A few days later the temperature rose rather 
abruptly to a higher level, and on December 12th there 
was evidence at the extreme right base of an effusion 
which had commenced between the lung and the diaphragm. 
Drainage by means of rib resection was performed on the 
same day under general anaesthesia (gas-oxygen-ether). 
The predominant organism in the empyema has now been 
established to be identical with the streptococcus found 
in the blood, 

“Though the infective process has become gradually 
localized, its severity, coupled with the lowered vitality 
resulting from the length of the illness, must make the 
progress of healing difficult and tedious. Local sloughing, 
however, is less pronounced to-day, and tissue reaction 
apparent. To stimulate vitality of tissues a brief general 
exposure to ultra-violet rays from a mercury lamp has 
been made each day since December 15th. The effect of 
these exposures is being checked by leucocyte counts and 
estimation of the bactericidal power of the patient’s blood. 
There is reason to think that this employment of the 
ultra-violet rays has, in combination with the treatment 
mentioned in previous statements, been beneficial. 

‘“It is hoped that the foregoing account will help 
towards an understanding of the future course of tho 
illness. It will be apparent to medical men that not only 
the severity and length of the infection, but the exhaustion 
resulting therefrom, must make progress slow and difficult. 
At the same time, dangerous phases of the illness have 
been surmounted, and there are increasingly solid grounds 
for hoping that recovery will result from this long and 
anxious struggle.” 


The following medical men, in addition to those pre- 
viously mentioned, have contributed to the care of His 
Majesty: Sir Hugh Rigby, Dr. I. E. Shipway, Dr. R. 8S. 
Woods, and Dr, F. D. Howitt. The names of the nurses in 
attendance are: E. Gordon, Catherine Black, Rosina Davies, 
and N. M. Purdio- 
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IRELAND. 


Ireland. 


Encephalitis Lethargica made a Notifiable Disease. 
In the course of a letter addressed by the Minister for 
Local Government and Public Health to the sanitary 
authorities in the Lrish Free State attention is called to 
the clinical and administrative aspects of encephalitis 
lethargica; this disease, he states, was first observed in 
Austria in the course of the war, in the closing years of 
which it made its appearance in England and in Lreland, 
and has, in the subsequent period, assumed world-wide 
distribution. Encephalitis lethargica, or epidemic encephal- 
itis, is characterized by certain manifestations originating 
in the central nervous system. As in other general in- 
fectious diseases, the symptoms vary considerably in 
character and severity. In the abortive, mild, or transient 
type the symptoms are restricted to soreness of the throat, 
nasopharyngeal catarrh, headache, vomiting or diarrhoea, 
accompanied by slight pyrexia. In the more serious forms 
of the disease many patients who survive the acute attack 
are later afflicted by motor disorders, characterized by 
rigidity and tremor, or by spasmodic movements and 
certain forms of paralysis, and often by progressive lethargy 
and stupor. Various degrees of stupor have been noted. 
In the most severe form of attack the patient is described 
as lying ini bed like a log, or resembling a waxen image 


in the lack of expression and of mobility. The prominent 


symptoms in a material proportion of recent cases have 
been lethargy and ocular paralysis, myoclonic movements, 
and sometimes twitching of the abdominal muscles. The 
disease attacks all ages, with a preference for the early 
and middle periods of life, and both sexes nearly equally. 
Encephalitis lethargica appears to belong to that group 
of maladies, including cerebro-spinal meningitis and acute 
poliomyelitis, in which the pathological agent is much more 
frequently present in the human organism than the clinical 
symptoms indicate. Although it is difficult. to trace the 
infection from one person to another, it must be assumed 
that ‘‘ missed cases ’’ and “ carriers”? play a large part 
in the dissemination of these diseases. Since cases of 
encephalitis lethargica have been reported from various 
districts of An Saorstat, the Minister recommends that the 
disease should be generally added by sanitary authorities to 
the schedule of notifiable diseases through the procedure 
prescribed in Section 7 of the Infectious Disease (Notifica- 
tion) Act, 1889. He recalls the instructions contained in 
his circular letter of January 3lst, 1923, wherein medical 
officers of health were enjoined to report encephalitis 
lethargica case by case. He adds that, in conjunction with 
encephalitis lethargica, it would be well if cerebro-spina! 
meningitis and acute poliomyelitis were also included in 
the group of notifiable diseases in any sanitary district 
where this has not already been done. 


Sanitary Condition of Downpatrick. 


A report by Dr. Graham, medical inspector of the 


Ministry of Home Affairs in Northern Ireland, states that 
in Downpatrick there is no systematic inspection of the 
meat and milk supplies, and that the abattoir is not kept in 
a proper condition, the sanitary accommodation being used 
by neighbours, who create a filthy nuisance. He suggests 
that steps should at once be taken to prevent the public 
obtaining access to the place, and that the premises should 
be thoroughly cleansed and kept clean, but that the council 
should consider the erection of a new abattoir. The report 
also notes that while cases of infectious disease have 


‘occurred during the past twelve months no record is kept 


of them, and urges that a register should be supplied to 
the medical officer for the recording of all notifications 
of infectious disease received. The sanitary authority have 
not provided an efficient disinfecting apparatus for their 
district, nor adopted the provisions of the Infectious 
Disease Prevention Act, 1890. The water supply is not 
filtered in any way, and, owing to the small quantity in the 
service reservoir, the water is being used as it arrives from 
the collecting area without being subjected to the bene- 
ficial effects of storage. The inspector also calls attention 
to the fact that at the back of several smal! dwellings 
pigs are kept in most unsatisfactory conditions—a practice 


which should cease, as the premises aré unsuitable for the J pe 
purpose and the creation of a nuisance is unavoidable. lt FP rey 


is also pointed out that certain houses which were con- § fn. 
demned many years ago are still inhabited, although they J ag 
are situated over outhouses in which hens, etc., are kept, JP the 
and there are obvious signs of rat infestation. The sanitary J hal 
accommodation is also very defective. It is urged that J du 
these matters should receive early consideration by the J -d 
council with a view to action being taken. 
Paying Patients in County Hospitals. ! 
At a recent meeting of the Wexford County Health § of 
Board it was decided to adopt the draft regulations of the § Dr 
Department of Local Government and Public Health in § con 
regard to paying patients in the County Hospital, Wexford. § dea 
The regulations provide that persons admitted to the § Sat 
private and semi-private wards shall pay to the Board ¢ 
a charge of 9s. per day in the first instance and 6s. in J or 
the second, together with appropriate additional charges § a « 
for any special nursing or other expenses incurred in con § uot 
nexion with treatment. The medical officer and surgeon § at 
may agree with the person admitted as to the terms on & rep 
which medical or surgical treatment shall be provided, J g2i 
and shall be entitled to demand payment of such agreed § ais: 
sums, but they shall, out of any sums thus received, pay — dul 
to the Board any money due from such person to the J st) 
Board, and which has not been paid to or recovered by J ove 
the matron of the hospital. Dr. M. O’Brien, surgeon te F Joh 
the hospital, was in attendance during the consideration J nex 
of the question. fort 
Scotland. 
of 
District Nursing in Scotland. Cha 
Ar the annual meeting of the Scottish branch of the Vai 
Queen’s Institute of District Nursing, held on December Pri 
10th, it was announced that the Duchess of York had Dr. 
consented to become president of the Scottish branch in ceed 
place of Princess Louise, Duchess of Argyll, who had § "" 
resigned the office which she had held since 1890. The § ‘P? 
Countess of Mar and Kellie presided, and dealt with the f° 
work of the institute during the past forty years. It had the 
risen from very small beginnings to an organization which BS" 
now employed 710 Queen’s nurses on the Scottish roll with, n2 
in addition, nurses in training homes in Edinburgh and stud 
Glasgow as well as other nurses in affiliated districts, J“ “ 
supervised by the institute, making up a total of 850 part 
nurses. Dr. J. Parlane Kinloch, chief medical officer of Pit 
the Scottish Board of Health, remarked that the time. was 
opportune to survey the whole position of the nursing 
service in relation to public health work. He said that At 
there were, in the first place, training schools for nurses F602! 
which had been recognized by the General Nursing Council Lees 
under the Nurses’ Registration Act of 1919. It was not melu 
satisfactory, however, that failure had attended the § % ¢ 
endeavour, to link up the general hospitals with the fever Whic 
hospitals,¢children’s hospitals, and maternity and mental the 1 
hospitals, so that the probationer nurse could receive J “6%! 
within a period of four years a comprehensive training it quar 
nursing methods. He thought it would be a good plan emi! 
for the council of the Queen’s nurses to provide regional § ‘¢#¢ 
training schools for nurses, near the four universities J CUlos. 
of Scotland. The Central Government Department had 
prepared a syllabus of training which the whole-time tno 
health visitor must undergo, and within this course of neck 
instruction the trained health visitor might have a nurse’s the 2 
training also. He had come to the conclusion that the lztio 
present arrangement whereby health visitors were required een 
to devote their whole time to health visiting work from § '-t-: 
a health department, divorced from actual nursing work; mere 
was a bad one. The health visitor, in present circutr tuber 
stances, must lose her freshness of outlook because she beast! 
was separated from fundamental nursing work. He pequi 
suggested that the two services should be amalgamated HOSA) 
and that the individual public health nurse, in charge of he 
a smaller district than she managed at present, should _ 
Slocre 


undertake, in addition to nursing of the sick, the preve™ 


tive work: which the urban authorities required. He _. 
“atte 


considered that every qualified nurse in future should 
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be an expert in preventive work, as she was at present in 
remedial work. Mr. James Allan Cook gave details of the 
financial situation in Scotland. He said that two years 


ago their accounts showed a debit balance of £1,000, but at 


the end of the account now being closed there was a credit 
balance of £3,000. This satisfactory position was largely 
due to a sum of £6,000 received as the result of the 
Edinburgh pageant. 


University of Glasgow. 

At a meeting of the University Court of the University 
of Glasgow on December 13th a report was submitted by 
Dr. Boyd on the work of the educational clinic, which had 
completed its second year. During the year the clinic had 
dealt with 100 boys and girls who had been brought or 
Saturday mornings by their teachers for examination 
because of some defect in learning or conduct. Afterstwo 
or threo visits the staff had often been able to recommend 
a course of educational treatment, and in other cases, 
notably in regard to speech defects, the children returned 
at frequent intervals for supervision. The clinic, it was 
reported, had been of considerable benefit to the staff in 
gaining experience in this new field, and the work had 
alsa been highly appreciated by teachers. Cases of mental 
dullness had accounted for about half of the problems 
submitted, while speech defects were concerned in over 
ove-fifth. At the same meeting it was intimated that Dr. 
John F. Fergus had offered to establish a prize in con- 
nexion with the Muirhead chair of medicine, to take the 
frm of books or instruments, as decided by the professor 
Senatus. 

University of Abcrdcen. 

At a meeting of the University Cout of the University 
af Aberdeen on December 13th it was announced that Dr. 
Charles Reid, lecturer in experimental physiology in the 
University, had been appointed to the chair of physiology at 
Prince of Wales’s Medical College, Patna University, India. 
Dr. Reid, who is a graduate of Aberdeen University, sue- 
ceeds at Patna University another Akerdcen graduate— 
namely, Professor E. W. H. Cruickshank, who has been 
appointed to the chair of physiology in Pathousie Univer- 
sity, Halifax. At the same meeting it wes intimated that 
the number of full-time students attending the University 
during the academic year 1927-28 had been 1,244, including 
22 men and 682 women, together with 49 part-time 
students. Of the full-time students 711 livcd in Aberdeen, 
ow within a radius of thirty miles of it, 5€8 came from other 
parts of the British Isles, 25 from other parts of the 
British Empire, and 10 from foreign countrics. 


Centro! of Venereal Disease. 

At a public lecture given under the auspices of the 
Combe Trust in Edinburgh on December 5th, Dr. David 
Lees took as his subject ‘‘ The problex of infection,” 
induding that of venereal disease, and @escribed the modes 
vi entrance of bacteria into the body, and the barriers 
which nature sets up against their entrance. He discussed 
the nature of the intensive campaign which had been waged 
tgaimst tuberculosis in this and ether countries for the past 
carter of a century, and expressed the opinion that a 
sunitar campaign was required to des! with the problem of 
Veneveal disease. He pointed out that syphilis and tuber- 
culosis were in many ways alike—both avere insidious in 
orset, both characterized by absence of pain, and in both 
29 tissues of the body were slow in their defensive 
techanism. Ho tonsidered that of the two syphilis exerted 
the more baneful influence on the individual and on the 
lztional health. The facilities for free treatment had 
ben utilized by many infected persons, but ia spite of this 
lut-ol success we wero still left with the difficulty that we 
Wero unable to search out and eradiczte, 2s in the case of 
tubereulos's, the sources of disease. With progressive 
beaith legislation certain factors predispesing to the 
Requisition of the disease, such as overcrowding, bad 
wusing, and aleohclism, had been reduced. The provision 
of healthy amusements and recreation facilities in the 
farm ef sports had also been largely helpful, but he con- 
‘idered that ihe Church shoukl play a much more active 
part in this campaign than it had taken up to now in the 
latter of inculcating chastity among the younger members 


of the community. There was no field of medicine in 
which more striking results could be promised and attained 
than in the eradication of venereal diseases in children by 
treatment of the parents.- It would appear that. the 


stamping out. of - venereal disease was possible, and the 


failuré to niake greater progress than was taking place was 
due to many causes. A higher moral standard in the 
community and a more extensive knowledge of tlie dangers 


were important, but there would still exist in every com-_ 


munity irresponsible peisons who cared little for their 
own health and less for that of others, and the problem of 
how to deal with this minority was a vexed one. There was 
a large body of opinion, chiefly among those who were in 
close contact with the work, which believed that health 
authorities should be empowered to deal with people of 
this type as dangers to themselves and to the community. 
As education of the public advanced he believed that a 
demand would come from the educated public for the 
control of those irresponsible persons who spread venereal 
disease. 


Gngland and Wales. 


King Edward’s Hospital Furd. 

THE annual distribution meeting of King Edward's Hos- 
pital Fund for London was held on December 14th, with 
the Lord Chancellor, Lord Hailsham, in the chair. Lord 
Hailsham read a letter from the president, the Prince of 
Wales, in which His Royal Highness expressed regret «t 
his inability to be present, and took cecasion to congratu- 
late the Fund on its achievements during the year. The 
meeting adopted a resolution voicing sympathy with the 
King in his illness and the wishes of the members for his 
speedy and complete recovery. 

Lord Hailsham, before proceeding with the principal 
business of the meeting, referred to the recently announced 
gift of £50,000 from Sir Otto Beit for the purchase cf 
radium, which, he said, opened a new field for the activities 
of the Fund as a central body for the hospitals. The dis- 
tribution this year, he continued, constituted in itself a 
great landmark in the history of the Fund, for it was the 
first time that the ordinary annual distribution had reached 
the total of a quarter of a million, When King Edward, 
as Prince of Wales, founded the Fund in 1887, he aimed at 
£100,000 a year. The distribution was now two and a half 
times this amount, yet, with the increase in the number of 
beds, the development of expensive treatment, and_ the 
changes in the value of money, the demands on the Fund 
had grown in even greater proportion. The year’s success 
had been due largely to some special donations, notably two 
of £10,000 each from anonymous donors. The Fund had 
also received an exceptional amount in legacies, but it 
had depended largely for its success on the steady support 
of the smaller contributions, including the amounts 
collected by the League of Merey. Lord Hailsham then 
referred to the report of the Pay Beds Committee of the 
Fund, published in July, of which a summary appeared in 
the Journal of July 21st (p. 120). He had left to the last, 
he said, the biggest of all the problems with which the 
King’s Fund and the voluntary hospitals were faced at the 
present moment. The transfer to the county councils of 
the Poor Law infirmaries would produce great changes, 
and, they hoped, great improvements. It would be neces- 
sary to work out a scheme by which the voluntary hospitals 
should continue to make their special contribution to the 
hospital service, which depended on the fact that their 
management was voluntary and that their finance was 
voluntary. The voluntary hospitals were engaged in con- 
sidering the princip'e of co-ordination between themselves 
and the new county hospital service so as to preserve these 
essential features. In this discussion the King’s Fund 
must necessarily take an active part, and for this reason 
they had appointed a special com:nittee. — They hoped thus 
to provide a means of focusing the cpinion of practical 
hospital people and bringing it effectively to bear, both 
during the discussions on the Local Government Bill and 
during the subsequent preparation of schemes by the 
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county councils and other local authorities in the King’s 
Fund area. 

Lord Revelstoke, honorary treasurer, said that it had 
been the considered practice of the Fund not to augment 
the amount of the annual distribution without having a 
reasonable prospect of being abie to maintain it in the 
future at not less than the increased figure. When, at the 
beginning of last month, the council met to determine the 
amount of the ordinary distribution, the estimates pointed 
to the conclusion that this important step would be justi- 
fied, and the total distribution was therefore increased from 
£247,000 to £250,000. Lord Marshall stated that the 
League of Mercy proposed again to allocate £17,000 to 
the King’s Fund and that its grants to extra-metropolitan 
hospitals amounted to £8,210. 

Sir Cooper Perry, chairman of the Distribution Com- 
mittee, presented the report of that body, in which it was 
stated that the number of hospitals applying for grants 
was 141, the same as in 1927. The report mentioned that 
the Federated Superannuation Scheme for Nurses and 
Hospitals Officers came into operation at the beginning of 
the year, and that by the beginning of October eighty- 
nine hospitals had joined the scheme. A schedule contain- 
ing a list of awards to hospitals (including recovery and 
convalescent branches) was presented by Colonel Wernher, 
honorary secretary. Among the larger grants were: 

Charing Cross. Hospital, £4,750; Guy’s Hospital, £11,500; King’s 
Coliege Hospital, £7,000; London Hospital, £15,150; Metropolitan 
Hospital, £4,750; Middlesex Hospital, £8,750; Miller General 
Hospital, £4,850; Prince of Wales’s General Hospital, £5,100; 
Queen Mary’s Hospital, £4,750; Queen’s Hospital for Children, 
£4,800; Royal Free Hospital, £7,500; Royal National Orthopaedic 
Hospital, £4,750; Royal Northern Hospital, £9,850; St. Bartholo- 
mew’s Hospital, £6,000; St. George’s Hospital, £8,200; St. Mary’s 
Hospital, £6,000; St. Thomas's Hospital, £10,000; University 
College Hospital, £8,000; West London Hospital, £5,500; and 
Westminster Hospital, £4,450. 


Medical and Dental Treatment of London School Children. 

The arrangements for the medical and denial treatment 
of children attending public elementary schools and 
scholars and pupils in secondary schools for the year April, 
1929, to March, 1930, were considered by the London 
County Council on November 27th. The arrangements 
authorize slight increases in the number of cases of eye 
defects, ear, nose, and throat conditions, minor ailments, 
and dental disorder for which provision may be made. The 
total number of cases for which provision is authorized for 
1929-30 is 273,000, of which 139,000 are dental cases, and 
the estimated cost of the arrangements, exclusive of stand- 
ing charges, is £105,500, of which dentai cases account for 
£47,000. These figures represent an increase of 8,000 cases 
above those authorized for the current year, aitd an in- 
creased expenditure of £3,784. It is stated that the in- 
putient method of dealing with throat operation cases 
(tonsils and adenoids), whereby the children are kept at 
the centre for two nights instead of being immediately 
sent home, has been very successful. All the centres have 
been fully occupied, and there has been congestion at 
vast Knd centres. Provision is made to enable further 
in-patient treatment to be given sliould the opportunity 
arise for obtaining additional accommodation. Five or six 
new minor ailment centres are to be opened during the 
coming year, as well as one additional centre for the 
treatment of stammering children, With regard to rheum- 
atism, the Council in February last decided to establish 
live supervisory centres to which children suspected to be 
rheumatic or requiring observation for rheumatism might 
he brought periodically for advice. The centres in question 
are the Hospital for Sick Children, Great Ormond Strect, 
London, the Queen’s hospitals, and the Dewnham and 
hizabeth Bullock school treatment centres. At the three 
hospitals the children are dealt with at special weekly 
sessions in the out-patient department, and the medical 
oMeer in charge of the department: undertakes the exam- 
ination and treatment. At the two school centres one 
half-day a week is set apart for rheumatism cases, and one 
of the Council’s medical officers attends to examine the 
children and advise as to treatment. The cases for exam- 
inetion and treatment are selected by the school doctors. 
It. is stated that dering the few weeks that the scheme 


CORRESPONDENCE. . 


attendance of the children at the centres. 


Fees of Medical Advisers in Tramway Claims. 

The fees paid by the London County Council to the 
medical men—not more than three in number—who are 
retained as advisers in connexion with tramway accident 
claims have hitherte bee as follows: a retaining fee of £42 
a year, half a guinea for each examimation, and 2 guineas 
for each attendance at court to give evidence, with special 
fees if attendance is required outside the county of London, 
The fees for examination and court attendance are subject, 
until! March next, to an increase of 25 per cent. The 
two medical advisers are both resigning, and in making the 
new appointments it is proposed to revise the fees to make 
them comparable with the fees paid by insurance and other 
companies. It is proposed by the Highways Committee, 
with the concurrence of the Finance Committee, that the 
retaining fee be abolished, the fees for attendance at court 
remain as at present, and the fees for examinations be 
varied in accordance with the distance of the case from the 
medical adviser’s residence: up to five miles, £1 1s.; over 
five and up to seven miles, £1 11s. 6d.; over seven and up 
to nine miles, £2 2s.; over nine and up to thirteen and 
a half miles, £3 3s.; over thirteen and a half and up to 
eighteen miles, £4 4s.; and over eighteen miles, special 
fees to be determined by the solicitor. These fees will not 
he subject to the 25 per cent. increase. 


Correspondence. 


PROBLEMS IN GASTRIC SURGERY. 

Sir,—1 feel sure that your readers were more than 
ordinarily interested in Sir Berkeley Moynihan’s artiele 
on problems in gastric surgery (December 8th, p. 1021), 
in which he states with great clearness his position in 
the gastro-enterostomy ¢. gastrectomy controversy. As a 
judicial summing up of the present situation his con 
tribution is valuable, but one cannot help feeling that there 
is a certain amount of bias shown towards the operation 
so closely associated with his name. 

There is, perhaps, a danger that the weight of | his 
opinion aud experience, welcome as it is, may tend to 
overbalance the considered conclusions of others whose 
collected experience must be much. greater again. 

In stating that I ‘ fail to recognize the necessity for 
direct treatment of a duodenal ulcer in addition to gastro- 
enterostomy,’’? he inadvertently conveys the impression that 
| am without experience of this method, which is far from 
the truth. For sevéral years 1 have, when treating 
duodenal uleer by gastro-enterostomy, either excised the 
ulcer completely or dealt with it by Balfour’s cauterization 
method. The reason I cannot agree that this point B 
the key wo success is not, therefore, lack of experience 
with the method, but the fact that L have seen cases of 
haemorrhage and perforation follow its performance, and 
that endoscopy of the duodenum so frequently reveals 
multiple ulceration that nothing short of duodenectomy 
would suffice to deal directly with the ulcerative condition. 
Sir Berkeley Moynihan himself owns that ulcers ou the 
posterior ‘wall may be found more often than his opere 
tion figures indicate. I am convinced that this is so; the 
surgeon is only too apt to forget that the duodenum has 
a relatively inaccessible posterior wall. If 1 could believe 
that the ulcer was the essential part of the disease and 
not a mere incident in a much more widespread process, 
I could the more readily agree with the importance of 
removal. The partial duodenal stenosis which widespread 
removal may produce is perhaps the explanation of 
improved results following removal; many surgeons 
habitually perform pyloric exclusion for the same reason. 

The second point to which I should like to refer—namely, 
the radiographic evidences of cure—is already raised by 
Dr. Fildes in this week’s issue (p. 1110). In justice # 
Sir Berkeley Moynihan, it should, however, be pointed out 
that his statement (with which most will agree) was that 
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‘he had never seen an ulcer of the size depicted heal in 
less than four months,’ tacitly implying that the real 
ulcer in the case’ quoted could not have been of the size 
radiographically demonstrated, a circumstance explained, 
as Dr. Fildes points out, by Dr. Barclay’s article upon 
the interpretation of radiographic appearances. This 
article was a’ timely one, and presents succinctly con- 
clusions to which many interested in gastric diagnosis had 
been forced, 

I notice, however, that Dr. Barclay attribuies the 
heaping up of the mucous membrane to local spasm of the 
muscularis mucosae, whereas in my own experience it is 
due mainly to the inflammatory oedema of the submucosa 
surrounding the ulcer, which is always present in the active 
phase of ulceration when the patient is most commonly 
examined, This is well seen either when an ulcer is 
exposed by gastrotomy or by the endoscope, but for obvious 
reasons is not so easily demonstrated on the removed 
specimen or post mortem, It is indeed important to realize 
that the periods when the patient gets most pain are 
those in which there is a cellulitis of the surrounding 
submucosa; the chronic ulcer in the quiescent staze pro- 
ducing, in the absence of complications such as stenosis, 
comparatively slight discomfort.—I am, etc., 

London, W., Dec. 15th. Norman C. 


ARTIFICIAL RESPIRATION FOR WHITE 
ASPHYXIA OF THE NEWBORN. 

Sir,—I fully concur with every word of Mr. Aleck 
Bourne’s letter in your issue of to-day (p. 1109). The 
“white baby” is not asphyxiated. The term ‘ white 
asphyxia ’’ should be eliminated from all textbooks and 
the word ‘‘ shock *’ substituted for it. I should like to 
add one suggestion as to treatment. The flaccid condition 
of the child, especially of the abdominal wall, readily allows 
of direct cardiac massage by placing the thumb of the 
left hand over the precordia while the fingers of the 
hand are tucked in under the diaphragm. By gently 
squeezing the thumb and the fingers together the heart is 
stimulated to contract quite easily. In my experience 
cardiac massage is perhaps the most valuable method of 
treating the ‘‘ white baby.”’—I am, etc.,” 


London, W.1, Dec. 15th. Henry SrMson. 


_Sir,—Mr. Aleck Bourne’s important letter on this sub- 
ject is of much interest to all who practise midwifery. 
With his conclusion, “‘. .. that in the aggregate more 
harm is done by attempting artificial respiration than by 
its complete abandonment,’? I am in complete sympathy. 
Nevertheless, after reading the letter, an impression is left 
‘hat mechanical interference is of no avail and should there- 
iore be avoided. In view of certain experiences I venture 
‘o suggest that this is not always the case, 

Occasionally a child’s first inspiration may be hindered 
dy some obstruction, and, if the child is feeble and shocked, 
there may be insufficient strength to avercome this obstruc- 
‘ion. Professor B. P. Watson popularized in Edinburgh 
the old method of aspiration of mucus from the throat by 
direct suction through a special glass pipette. The amount 
of thick tenacious mucus which can be removed from the 
pharnyx by this means is sometimes astonishing. Such 
mucus must, at times, be responsible for partly or wholly 
blocking the air-way. 

With regard to artificial respiration, this is probably 
unnecessary in the first five or ten minutes. Sylvester’s 
and Byrd’s methods, as Mr. Bourne shows, are ineffective 
and not devoid of danger, but the condemnation of direct 
mouth-to-mouth insufflation is perhaps unjust. One has 
reason to believe that on more than one oceasion one has 
saved a child by this procedure. The belief in the value of 
this method has been strengthened by the following case. 

I witnessed a difficult forceps delivery. The child was born pale, 
flaccid, and apnoeic. The usual restorative methods were tried 
without avail, and after ten minutes the heart beat became slow 
and feeble. At this point one volunteered to do direct insufflation 
through a layer of gauze. After ten or twelve breaths the child's 

art began to beat strongly and rapidly, the skin changed from 
white to a rosy tint, and some tonus returned to the limb muscles. 
The child, however, did not breathe spontaneously, and after a 
minute or two lapsed into its previous state. The procedure was 


repeated with the same encouraging results, but these again dis- 
appeared on stopping treatment. The insufflation was continued at 
intervals for fifty minutes from the time of delivery, and the 
repeated improvements were apparent to all present. Substituting 
other more elegant methods of artificial respiration was of no 
avail. After fifty-five minutes the heart beat finally ceased. At 
post-mortem examination a deep tear of the tentorium cerebelli 
was found similar to those described in so much detai! by Holland. 
There was a considerable haemorrhage around the tear, and 
this presumably. accounted for the paralysis of the respiratory 
centre, The stomach was only moderately distended by air owing 
to the pressure kept up on it at the time of the treaiment. 


This case surely proves the value of direct insufflation in 
‘aerating the blood. 

While, therefore, agreeing that in a pallid child the treat- 
ment of shock is of first importance, and too hasty and too 
vigorous means of artificial respiration are to be avoided, 
I feel that there are cases where the child’s life may be lost 
by an excess of ‘‘ masterly inactivity ’’ in the treatment of 
asphyxia neonatorum,.—I am, ete., 

J. Cuassan’ Morr, M.B., F.R.C.S.Ed. 

Redhill, Dec. 15th. 


PUERPERAL MORBIDITY, 

Sir,—In your issue of. December 15th (p. 1082) there 
is a very interesting paper by Drs, Armstrong and Shaw, 
‘but in it there is a very grave error, The statement is 
made that according to the B.M.A, standard, if the 
temperature reaches 100.49 F. on two occasions between 
the second and tenth days of the lying-in period, the 
patient is morbid. 

In making up our statistics we take as the *B.M.A. 
standard: that if the temperature should reach 100° F. 
on any two oceasions between the second and eighth days, 
the patient is regarded as morbid. All deaths, with or 
without fever, are included. 

It is most important that there should be absolute 
accuracy when a uniform standard is taken: otherwise it 
will not be possible to compare the health of one institu- 
tion with that of another.—I am, ete., 

Soiomons, 


Dublin, Dee. 15th. Master, Rotunda Hospital. 


DENTAL CARTES AND VITAMIN D. 

Sim,—I have read with much interest the account, 
published in the Journal of December 15th (p. 1079), of the 
investigations carried out by Mrs. Mellanby and Mr. 
C. Lee Pattison on the influence of vitamin D, administered 
in the form cf radiostol, in promoting calcification of the 
teeth. Whatever that effect may be, the work of these 
investigators must not blind us to the incontrovertible 
truth that dental decay is initiated by the corrosive action 
on the enamel of an acid formed by the fermentation of 
saccharide (carbohydrate) food, and that tooth enamel can 
offer no more resistance to that acid than a block of 
marble: it is simply a question of the affinity of a certain 
acid fer calcium. The initiation of dental decay can 
therefore have nothing to do with tho less or greater 
resistance of the tooth to the action of acid. That which 
determines the onset of caries is the prolonged contact with 
the enamel of fermentable saccharide food. Accordingly 
caries begins in those situations where such prolonged 
contact is apt to occur—namely, in the pits and crevices of 
the teeth (notably on the grinding surfaces of the molars), 
on the adjacent surfaces of the teeth, and at the necks of 
the teeth. Caries never begins, no matter what the nature 
of the food, past or present, on the smooth surfaces of the 
enamel, which are kept clean by the adequate friction of 
tongue, lips, and cheeks. Let us hold fast by these essen- 
tial truths, and let us, as medical men, lose no opportunity 
of bringing them home to mothers and school teachers. 
Only in this way is it possible to cope with the calamitous 
condition of the teeth of the people of this country. All 
dental decay is preventable, by simple, common-sense 
means.—I am, etc., 


London, W., Dec. 15th. Harry Camper. 


Sir,—Those who are well acquainted with the theory 
that the prevalence of dental caries is due to the undue 
lodgement of easily fermentable carbohydrates in the reten- 
tion areas of the teeth will find additional evidence of its 
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truth in the experiments recorded by Mrs, May Mellanby 
and Mr. C. Lee Pattison in your issue of December 15th. 

The results given with regard to different groups of 
children are admitiedly not strictly comparable, not par- 
ticularly, however, because of age, but because the diet 
of those children in the group getting radiostel differs 
materially from ‘the diets which appear to be regarded 
as controls. We can analyse certain differences between 
the diets in the radiestol group and in the group referred 
to in Table I, as the dietary in this latter was recorded 
in the British Medical Journal, August 30th, 1924 (p. 355). 
It will be noted that in the radiostol, but not in the other 
group, one ounce of bacon and half an ounce of cooking 
fat were present in the average daily diet. Both of these 
items are recognized generally by the dental profession to 
be antagonistic to the onset and progress of caries. Again, 
the amount of sugar was limited to one ounce in the 
radiostol group, whereas in the other group it varied 
from one and a half to three ounces daily. As sugar is 
recognized to be more conducive to dental caries than any 
other carbohydrate it is easy to see how the results 
recorded came’ about. 

I need not discuss the rest of the paper, as to a great 
extent it ‘only tends to divert attention from these essen- 
tial facts, and to bias judgement with regard to the effect 
of the so-called vitamin D; for, so far as the evidence goes, 
there seems to be no reason for assuming that radiostol 
had anything whatever to do with the results recorded in 
the group of children to which this drug was administered. 
—I am, etce., 

London, W., Dec. 17th. 


J. Sim Watace. 


ABDOMINAL FRICTION IN PERITONITIS. 

Sir,—Dr. Walter Broadbent, in his interesting note in 
the Journal of December 8th (p. 1036), does well to refer 
to abdominal friction in early peritonitis—a subject which, 
as he says, does not seem to be mentioned in the textbooks. 
I have noticed these friction sounds in a case of acute 
cholecystitis and in several early cases of appendicitis— 
first attacks. In my cases of appendicitis the friction 
sounds were detected by both palpation and auscultation, 
and in each case the signs were evinced less than cight 
hours after the onset of the attack. The sounds disappear 
after the accumulation of fluid in any quantity in the peri- 
toneum, and, in chronic cases becoming acute, adhesions 
probably prevent much peritoneal gliding (the cause of thé 
friction) taking place. Hence the sounds are heard in 
first attacks of appendicitis as a-rule. 1 have elsewhere™ 
suggested the term ‘‘ peritoneal crepitus’’ for these 
phenomena. 

I have read an article by Dr. J. A. Ryle in which he 
refers to these friction sounds in acute cholecystitis—I 
forget for the moment where. I have never seen them 
referred to among the earliest unequivocal signs of acute 
appendicitis—observed before the occurrence of a rise in 
temperature.—I am, etc., 


Aberdare, Dec. 10th. AmsBrosE W. Owen. 


THE MEDICAL PROFESSION, THE VOLUNTARY 
“= HOSPITALS, AND THE DE-RATING BILL. 

Sir,—Some very pregnant words which occur in the 
Minister of Health’s speech in committee upon the 
Re-rating Bill (Hansard, December 13th, column 2460) 
I think deserve the attention of the medical profession. 
I quote the words: 

“Let no hon. member run away with the i ion tl 
thé-Government desire that those who have 
the Poor Law in the past, in the case of medical relief, should 
continue to be treated in that way. Our policy, the policy of the 
Ministry of Health—at any rate as it is conducted at preseni— 
is exactly what my hon. and gallant friend the member for 
Derby [Sir R. Luce] desires that it should be. We desire that 
people who are sick shall be treated according io the nature of 
their sickness, and not according to whether they are destitute 
or otherwise.” 

These ideals seem to approach dangerously near to the 
grandiose conceptions of the Labour party, whose schemes 
for social services, if they matured, would, as Sir Herbert 
Samuel has recently pointed out, add an annual expendi- 


1 Lancet, 1925, vol. i, p. 518, Sa ae 
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ture of something like 226 millions sterling to the present 
cost of social services, which are already responsible for 
considerably more than a third of the total expenditure 
of this country upon all its administrative and imperial 
activities. It envisages a condition of things which is 
humorously sketched by Dr. Walter Carr in his very 


‘interesting address to the Medical Society: a time when 


there will be no private practice at all, but the State 
medical departments will have supreme authority over the 
treatment, the hygienic regulations, and education of every 
member of the community. 

Evidence is not lacking that the medical profession is 
at last becoming somewhat disturbed at this prospect. The 
King Edward’s Fund, that good friend of the voluntary 
hospitals, has taken the wise precaution of setting up a 
special committee to watch the development of the 
De-rating Bill as it concerns the voluntary hospitals, but 
it seems to me that not only the voluntary hospitals but 
every medical man in this country is deeply concerned in 
this question. The manner in which the De-rating Bill 
has come before Parliament makes opposition extremely 
difficult to the proposals which more particularly affect the 
medical profession, but that profession is not without its 
influence if it can be induced to exert it, and it seems to 
me that the very large cat which the Minister let out of 
the Ministerial bag in his speech on Wednesday last 
deserves very careful watching. 

I have received an invitation, which I have accepted 
with much pleasure, to deliver the Harveian Oration 
before the Harveian Society next March on the medical 
profession, the voluntary hospitals, and the De-rating Bill, 
when I hope to have an opportunity of expanding my 
views upon these subjects. But as decisions will probably 
have been taken upon some of these questions before that 
date 1 venture to invite the attention of the profession to 
the subject now.—I am, etc., 


London, W., Dec. 15th. E. Grauam Lirt3e. 


PAINFUL SHOULDER. 

Sim,—From your interesting and comprehensive editorial 
notice of the discussion on this subject at the Royal Society 
of Medicine (December 15th, p.-1103) it is clear that not 
one speaker mentioned the pathological condition which 
is responsible for a very large number of cases—namely, 
traumatic synovitis of the shoulder-joint. I cannot under- 
stand this omission, for in my hospital practice, which 
cannot differ very much from that of others, L and those 
who work with me see and treat cases of this trouble 
every week. 


There is a history of a sudden strain or wrench, or of 


a fall.on the shoulder, or of a dislocation which has been 
reduced in the ordinary manner. The symptoms are: 


1. Stiffness or limitation of movement. The patient finds he 
cannot raise his hand above his shoulder, cannot brush his hail 
or take his hat off; has great difficulty in putting his arm inte 
his sleeve, and still greater difficulty in taking it out; cannot 
place his hand behind his back to do up his brace button. 

2. Constdnt dull aching pain, made worse by movement, and 
very much worse if he attempts to carry out any of the move- 
ments which* are limited. This pain is very troublesome at 
night and interferes with=sleep, especially if he lies on the 
damaged side. He says he cannot lie on that side, and -that 
though he goes off to sleep all right he very soon gets wakened 
up by the pain; he manages to get into a comfortable position 
and dozes off, only to wake again because of the pain; and s0 
it goes on all night. 

3. Presence of tivo tender spots on palpation. One is on the 
outer side of the arm between the deltoid and biceps, the 
other is at the outer end of the infraclavicular fossa. These 
spots may be so tender that the patient starts involuntarily 
when they are pressed upon. 

The shoulder in this condition is never swollen up with 
fluid as is the knee under similar circumstances; it seems 
that the excess of synovial fluid drains away down the 
tendon of the biceps. Treatment does not consist im 
massage and movements, ionization, diathermy, or radiant 
heat, but is solely by rest beneath the clothes. The wrist 
is tied to the neck in a knotted sling, and kept there day 
and night until the tender spots are no longer tender and 
until the patient can sleep all night without the pain 
waking him once. This usually takes two or three weeks. 
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This condition was described admirably by Thomas in his 
Contributions to Surgery and Medicine, Part Lil, 1887 
(pp. 29-51).—I am, ete., 

Pavt Bernard Rorn, 


London, W., Dee. 14th, Orthopaedic Surgeon, Miller Hospital: 


1ODIZED OIL IN DIAGNOSIS AND TREATMENT. 

Sir,—Those workers in this country who employ iodized 
oil for diagnosis and treatment will be interested to learn 
that a British preparation, an improved iodinol, is now 
on the market containing 40 per cent. by weight of iodine. 
The new iodinol has been made by Dr. Martindale. It is 
a clear yellow liquid, containing no free iodine, and it 
can be sterilized by heating on a water bath without decom- 
position. I have used it for injecting into the lung. The 
resulting pictures are excellent, and there is no irritation 
of the mucous membrane.—I am, etc., 


F. G. Cuanpier, M.D., F.R.C.P. 
London, N.W.1, Dee. Tih. 


THE TEAR-REFLEX TEST FOR ASTHMA OF 
NASAL ORIGIN. 

Sir,—-Mr. M. Mortimer Wharry in your issue of 
December Ist (p. 985) contributed a memorandum on the 
tear-reflex test for asthma of nasal origin. This, | feel 
sure, will be of great hetp to the practitioner in the 
differential diagnosis of the various types of asthma. In 
nasal asthma, as is well known, the treatment of gross 
pathological lesions—for example, mucous polypi, paranasal 
sinusitis, etc.—is of great value in the prophylaxis of this 
malady. In the absence of these conditions it has been 
my custom to touch gently with a silver probe the mucous 
membrane of the conchae and the tubercle of the septum 
to discover centres, the palpation of which may induce 
sneezing or coughing; im other words, to elicit the ‘* cough 
spots ’’ described by M’Bride some years ago. Free linear 
cauterization of these areas in the majority of cases greatly 
ameliorates the condition of the patient, increasing the 
intervals between the asthmatic spasms. One can imagine 
the tear reflex described by Mr. Mortimer Wharry to be a 
test more delicate and more easily elicited, for whereas 
the production of tears by probing the nasal mucous mem- 
brane is confined to the ophthalmic division of the fifth 
nerve, the induction of coughing is obtained by a more 
cirenitous route—namely, the ophthalmic division of: the 
fifth sympathetic, and the vagus or possibly by the close 
proximity of the nuclei of the fifth nerve and the nucleus 
ambiguus in the floor of the fourth ventricle.—1 am, etc., 

W. Macauister Brown, M.B., Ch.B. 


Wolverhampton, Dee. 8th. 


BOOKS AS FOMITES. 

Sm,—The procedure in Hampstead for many years has 
heen that the public health authority notifies the public 
library authority of any cases of notifiable disease received, 
and should any member of the household concerned be in 
possession of a public library book it is sent for and 
either destroyed or disinfected. Unfortunately there are 
many libraries now where for a small subscription books 
can he borrowed and where such safeguards cannot so easily 
he applied, and these may be a real source of danger. 
Perhaps our sanitary inspectors should inquire whether 
such hooks have been in contact with notified infectious 
tases when they visit the house concerned and notify the 
appropriate lending library.—I am, ete., 


Hampstead, N.W., Dee. 8th. Crem W. CUNNING TON, 


AVULSION OF THE SCALP. 
_Sm,—Moved thereto partly by Mr. Gillies’s despairing 
irony and partly because I had the privilege of visiting 
Sideup in 1918, I feel compelled to offer him some explana- 
tion by way of apology for my sins of omission. Mr. 
Gillies’s work on plastie surgery is so well known and so 
closely associated with the technique of tube grafting that 
mention of the latter almost automatically recalls the 
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because on perusal-of his book I could find no detailed 
account of a precisely similar case. Ogilvie’s Recent 
Advances in Surgery, in which Mr. Gillies’s case is illus- 
trated, was not published till nearly two years after the 
operation on my case had been completed, and 1 became 
aware of it too late for inclusion in my references. 1 made 
no claim to originality, and am glad to have this oppor- 
tunity of acknowledging my indebtedness to Mr. Gillies.— 
1 am, etc., 


Ipswich, Dec. 1th, A. Grey Banks. 


ULTRA-VIOLET RAY THERAPY. 

Sm,—May I endorse the views expressed by Dr. E. C, 
Mudie in your issue of December Ist (p. 1011) regarding 
the effect of ultra-violet radiation of highly nervous cases? 
It seems to me that successful treatment of such con- 
ditions depends entirely on the recognition by the operator 
that the patient must be treated “ judiciously.”’ 1 have 
found that radiation of the whole body is too stimulating 
—symptoms are aggravated; and my rule now is to radiate 
a comparatively small area—for example, back or chest— 
at a sitting, and to aim at the production of a mild 
erythema only. My nerve patients come thrice weekly, and 
in the vast majority of cases improvement is very soon 
admitted and apparent. Unlike Dr. Mudie, Ll do not 
combine radiation with any internal medicament, but 
rely on the good work of the mereury vapour lamp. -- 
1 am, etce., 


Edgware, Dec. 3rd. ANDREW SmitH Hannay. 


Medical Notes in Parliament. 


[From our PARLIAMENTARY CORRESPONDENT. } 


THREE days in the House of Commons this week were allotted 
to the committee stage of the Local Government Bill. and 
arrangements were made for a debate on distress in the coal- 
fields before the adjournment of the House for Christmas, 
which was proposed to be from December 20th or 21st till 
January 22nd. 


Local Government Bill. 
The committee stage of the Local Government Bill began 
in the House of Commons on December 13th. 


Mr. A. GreeNwoop moved an amendment providing that the 
council of a borough or urban district with a population of not 
less than 20,000 might become a Poor Law authority. Noa 

Dr. FREMANTLE reminded the House that the Royal Commission 
on the Poor Law had strongly advised the ny area as 
unit. of administration, to ron not simply with the Poor Law, but 
with the causes of poverty, one of the chief of which was ill 
health. The question of health arose not only in institutions, bug 
before people entered them. So long as local experience was 1 
whenever possible, as the bill oe, sa Oe it was necessary to have 
co-ordination under the county authority. He opposed the amend- 
ment. 

The amendment. was defeated by 218 to 131. eo 
On Clause 4 (provisions as to alternative powers of givi 
assistance) Sir Ricnarp Luce moved an amendment to remoré 
the option which the bill gave to local authorities in the working 
of certain parts of the health services and to insure thai, as far 
as possible in future, those services which could be administered 

under existing Acts should be so administered, and not by way 

poor relief. He said that this amendment and two others on the 
paper dealing with the same point would not completely transfer 
the medical services from the public assistance committees unless 
further action was taken under Clause 5, where power was given 
to the county councils to direct that parts of their duties should 
be transferred to committees other than the assistance com- 
mittees. Sir Richard suggested that the bill did not carry out 
the Minister's proposal to co-ordinate the medical services in each 
area. If a large portion of the duties was left to the new assist- 
ance committee—which really only replaced the old guardians— 
medical services would not be divorced from other public assist- 
ance, although such a_ divorce was necessary for the effective 
co-ordination of medical services. The assistance committee was 
not really a suitable committee to undertake the duties which 
the bill would impose upon it. Its first duty would always be 
the provision of monetary assistance to the poor. The adminis- 
iration of the medical service had in the past been one of the 
great failures of the guardians. There had been notable excep- 
tions, but on the whole he could not say that the medical 
services for the poor provided by the guardians had been as 
good as those admiristered through voluntary hospitals. It would 
be advantageous to transfer medical matters to committees which 
were already devoting their time to these subjects. A new 
assistance committee would have to be trained in the duty of 
medical relief, and Parliament. would be duplicating work in 


former. That E did not specifically refer to it is solely 
~ 


which other committees were already trained. They now had a 
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medical officer of health who was ihe adviser of the health com- 
mittee and of other committees which dealt with health matters. 
He would be compelled to divide lis attention and to be one 
of the officers in direct touch with the new assistance committec. 
Everyone admitted that something should be done to remove 
‘the stigma of pauperism from those to whom it attached merely 
from the fact that they were sick, or suffering from some 
disability. It would be difficult to do that unless there was a 
divorce between the médical cases and the cases of paupers who 
“were paupers only. Furthermore, until these two services could 
be divorced it would be impossible to carry out the new organiza- 
tion that was required, and the co-ordination between the volun- 
tary system and the other medical systems of the couniry. That 


end required one definite authority in each area by whom co- — 
ordination could be organized. He realized that there were ceriain © 


difficulties in his proposals... Poor Law hospitals at present were 
often in the same building*as the rest of the Poor Law institu- 
tions, but the schemes which had to be Al one under the bill 
should so far as possible divert the various hospitals and institu- 
tions to different duties. That could not be done so long as each 
hospital or each institution was doing all sorts of work as in Poor 
Law hospitals at present. 

In his speech on the second reading of the bill, Sir Richard 
Luce continued, the Minister of Health had said he favoured 
the eventual divorce of medical service from the rest of the 
Poor Law, but had given two objections. The first and most 
important was that many local authorities had not the machinery 
to carry out the various health services as they ought to be 
carried out under the relevant Acts. One of the amendments 
put down by Sir Richard and his friends would get over that 
‘difficulty by allowing the Minister to give a time limit to 
authoritics which were not yet ready. ithin that limit they 
could still work their existing system of pauper relief. Without 
a time limit a refractory or reactionary area might go on 
indefinitely under the present system. Assistance committees, once 
they had started on medical work, would be very unwilling to 
give it up, and Parliament would have over again all the trouble 
they had now in getting rid of the guardians. The second objec- 
tion which (te Minister had raised was that he was loath to 
interfere with local authorities in ihe management of their own 
affairs and would prefer to give them the option to work in the 
way they thought best. But the best method of work was by 
the divorce of the medical service from the other services, and 
if there was a danger of their not working according to the best 
method it was not right to give local authorities this option. 
Parliament was engaged in a very important reform of Poor Law, 
and it would be a great pity to halt half-way. Sir Richard 
added that he realized that the vast majority of ioeal authorities 
would adopt the better method. 

Mr. Sipyey Wess heartily supported the amendment, and said 
that Sir Richard Luce had put the points for it extremely well. 
He observed that the chief reason why public medical assistance 
was given was that the patient should go for treatment at the 
earliest possible moment. Large sums were given out of the 
rates to deal, for instanee, with cancer. In some places that was 
done under the Public Health Acts and in other places under the 
Poor Law. Unless unfortunate people were induced to come at 
the earliest possible moment ihe mortality would be intensified by 
delay; to give treatment as poor relief was not the way to induce 
people to come as quickly as possible. Pauperism meant that the 
pauper was subjected to a positive legal disability. If a patient 
went into a voluntary hospital and received treatment as a 
charity he had the right of action against the hospital authorities 
and the servants of the hospital if there was gross negligence. 
In a case tried the other day in connexion with a maternity 
home the right of action was not denied though the action was 
not successful. The pauper was deprived of this right of action, 
and was left undefended against negligence by the superintendent 
or nurse-—he did not like to say by doctors, although there had 
heen such cases. Mr. CHAMBERLAIN said the difference in legal 
liabilities of guardians and voluntary hospitals was not so great 
as Mr. Webb had represented. Recently, when a metropolitan 
board of guardians was sued for damages to a boy whose arm had 
been injured, they settled the case with the judge’s approval by 
paying £1,000. On the other hand, it had been held that a public 

ealth authority was not responsible where a doctor improperly 
discharged a patient from a fever hospital. The governors of a 
voluntary hospital were not responsible where negligence had been 
alleged against a nurse acting under the orders of a doctor. 

On the actual amendment Mr. CHamBertarx thought there was 
no difference between those who supported the amendment and 
the Government. The Government did not desire that in the case 
of medical relief those who had been treated under the Poor 
Law in the past should be so treated. It desired that people 
who were sick should be treated according to the nature of, their 
sickness ang not according.io whether they were destitute or 
otherwise. That policy could not be carried out completely 
until the power given under Clause 4 had actually been used by 
local authorities. The Minister desired that these should take 
advantage of it at the earliest possible moment. When the bill 
had reached the statute-book a circular letter would be sent out 
from the Ministry of Health to local authorities, calling atten- 
tion to particular points in the Act and indicating the view of 
the Ministry on the intention of the Act and the way in which 
that intention should be carried out. The Government did not 
make this clause mandatory because things as they were at this 
moment would not allow this arrangement to be carried out. 
Some time must be given local authorities to make necessary 
adjustments. To get the full advantage and effect of the reform 
which they proposed they must allow the county councils to 


make a survey not only of the needs but of the existing 
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institutions, and to consider how these institutions could best 
be adapted. That might mean Vast structural alterations, and 
time must be allowed for the councils to consider what- was 
wanted and to make the requisite arrangements. It 
necessary, if the clause were mandatory, to give the Minister 
power to suspend it, as Sir Richard Luce had recognized. Was 
it essential to do so -when- they. well. knew that it must be 
suspended everywhere? If Sir Richard Luce meant by his amend 
ment that the policy of the Government should be made more 
clear, Mr. Chamberlain would further consider that point before 
the report stage, and if words could be found to make clearer 
the intention of the Government he would then have them 
inserted to indicate that local authorities should pursue the plan 
advocated by Sir Richard Luce as and when facilities were open 
for them to do so, 

Sir Ricwarp Luce said that in view of Mr. Chamberlain’s sym. 
pathy and hs promise to reconsider the point he wished to with 
draw his amendment. The amendment was by leave withdrawn, 

On December 17th the House again went into committee on the 
bill. Clause 5 enacts that an administrative scheme for the con- 
stitution of a Public Assistance Committee should be made by the 
county councils and county boroughs. Mr. Lansspury moved: an 
amendment to delete the reference io the Public Assistance Com. 
mittee, and to substitute that the scheme should provide for the 
delegation of the transferred functions to appropriate committees 
of the council. Mr. CHAMBERLAIN, in opposing the amendment, said 
that exactly the same ground had been covered on Clause 4. His 
answer to the amendment was exactly the same. -It was simply 
that it would be physically impossible to hand over to the 
appropriate committees all the varied functions which were to be 
transferred. Many locai authorities would be ‘in the position of 
having no public hospital and only a Poor Law institution. To 
make a proper scheme the new authority would have to sit down 
and consider all ihe institutions. They could not make that survey 
and carry out the structural alterations necessary in a day. 

Mr. Wess said that the amendment which the teinister of Health 
would move later on would allow the London County Council to 
transfer to any of its committees any functions, whether they 
were performed uncer the Poor Law or under the Education or 
Public Health Acts. In other’ words, under the terms of that 
amendment the London County Council would be able to transfer 
to what was called the Public Health Committee not only the 
functions which it exercised under the Public Health Acts and 
other similar Acts, but also functions in regard to the sick and 
infirm which could be carried out by the guardians and _ the 
education committees. The same freedom should be given te 
other large authorities in the country. 

The amendment was rejected. The guillotine motion soon after 
wards came into operation, and under it the discussion on 
Clauses 5 to 8 automatically came to an end. As a result, Dr. 
Fremantle’s amendment to Clause 5 was not debated. Another 
amendment, in the name of Sir Richard Luce and Dr. Fremantle, 
providing that all matters relating to the. exercise of the trans 
ferred functions, except the raising of a rate or borrowing money, 
should stand referred to the Public Assistance Committee or such 
other committee of the council as the council should so determine, 
was passed over. 

On Clause 6, which provides for the  aagggereene of guardians 
committees and subcommittees, a furiher amendment by Dr, 
Fremantle was cut out by the guillotine. Clause 7 provides that 
as soon as an administrative scheme has been submitted to the 
Minister of Health, the council submitting the scheme shall publish 
a notice of the fact in the local newspaper. An amendment to 
this clause by Dr. Vernon Davies was also guillotined. 

On Clause 9, which deals with disqualifications, Mr. Wess moved 
an amendment providing that a person should not be disqualified 
from membership of the council of a county or county borough 
by reason that he or a member of his family had been an 
inmate of any institution provided under the Lunacy or Mental 
Deficiency Acts. Mr. Webb said that as the law now stood a man 
was a pauper if his wife or child had been taken to an asylum, 
even if he had paid the cost of maintenance in that institution 
when it was charged to him by the guardians. Mr. E. Brow¥ 
said that iRere was some doubt whether relief given for maternity 
and child welfare in a maternity home constituted relief under 
the bill. Mr. CHamBerLarn said that a maternity home or a similar 
institution was covered by the words of the clause. So far as the 
Mental Deficiency Acis were concerned, the point raised by Mr. 
Webb was quite clear. Under the Mental Deficiency Act of 1913, 
while the authorities were entitled to recover a sum towards the 
expenses of the maintenance from the individual, they had no 
power to recover from the guardians. Therefore treatment in 4 
mental deficiency institution was not poor relief. It was true 
that a pauper lunatic who was confined in an asylum and was 
chargeable to the guardians was disqualified under certain circum 
stances, but there again one consideration was whether the person 
was receiving medical or surgical relief. When legislation was 
introduced to deal with the recommendations of the Royal Com 
mission on the lunacy laws, no doubt ithe Lunacy Acts would be 
added to the Acts mentioned in Clause 4 of the Local Governmen 
Bill, and there would be a provision under the terms of this bill. 
Mr. Wess remarked that it was not fair to disqualify 115,00 
people before the passage of lunacy legislation, when the matter 
could easily be set right now. Mr. Cuampertary replied that he 
was not sure that the matter could be easily set right now, but 
he would give it further consideration. The amendment was with- 
drawn, and Clause 9 was added to the bill. 

Clause 10 (repeal of the Unemployed Workman Act, 1905) 
Clause 11 (amendments to certain Acts), and Clause 12 (alteration 
of the constitution of assessment committees) were then p 
under the guillotine, and the debate was adjourned. : 
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In 1926-27 the Poor Law authorities of England and Wales 
spent, according to Sir Kingsley Wood, £10,169, on such main- 
tenance and treatment of the sick as will be transferred to the 
public health authorities under the Local Government Bill. 


Proposed Change in Housing Subsidies. 

On December 12th, in the House of Commons, Mr. CHAMBER- 
LAIN moved that the draft of the Order proposed to be made 
by the Minister of Health and the Scottish Board of Health 
under Section 5 of the Housing Financial Provisions Act be 
approved. This Order proposes to terminate from next Sep- 
tember the grant of subsidies under the ‘‘ Chamberlain ” 
Housing Act, and to reduce the subsidy payable under the 
‘Wheatley Act. 


Criticizing the proposal, Mr. ArtHuR GREENWOOD quoted from 
reports by medical officers of health for Birmingham, Stoke-on- 
Trent, and Wandsworth regarding the shortage of houses. 

Dr. Ettior said the suggested reduction of the subsidy in 
Scotland was not so great as in England. The housing situation 
in Scotland was still acute. 

r. FREMANTLE said the House was considering an expenditure 
on housing amounting roughly to £10,000,000 a year for from 
twenty to sixty years, apart from any continuance of housin 
subsidies in the next few years. The medical officers of health 
asked for grants of £10,000, £20,000, or £50,000 at most to improve 
the health of the people. If the case for housing was argued 
from the point of view of improving the health of the people, 
then they would rather spend on other purposes every extra penny 
proposed to be spent on housing. Every Chancellor had only a 
limited sum of money to devote to public health services, ou i 
housing; therefore, £100,000 more for housing next year meant 
£100,000 less for other purposes. Even if this costly way of help- 
ing the health of the people were necessary the House of Commons 
sull had to consider whether it got value for money. The subsidy 
was an unnatural way of supplying houses, and the sooner they 
got back to normal conditions the better. He hoped that next 
year it would be possible to deal with the slum question as a 
whole. All housing subsidies should be merged in a block grant 
to be given to boroughs and housing authorities specifically for 
slum clearances and for the provision of houses for the poorer 
classes. 

Mr. Barr said that for every boy under 5 years of age who 
died in a four-roomed house four would die in a single-roomed 
house. According to the estimates of the Scottish Board of Health 
there were still 100,000 houses unprovided in Scotland. Other 
members gave instances of overcrowding and bad _ housing 
conditions. 

Sir Kincstey Woop, in reply, said the country was building at 
ihe rate of 188,000 houses a year. 

A Labour amendment was defeated, and the House approved 
Mr. Chamberlain's resolution. 


National Health Insurance. 

Nir KinGstey Woop, answering Mr. Crooke on December 11th, 
said that the national health insurance scheme was not financed 
on the basis of a single fund, and the surplus was, in the main, 
the aggregation of the surpluses of over 8,000 approved societies 
and branches. Those surpluses were ascertained by quinquennial 
Valuations, the results of which were summarized in the report 
of the Government actuary. The last of such reports, dated 
November 25th, 1926, showed that the total surpluses amounted 
io £42,413,319, from which amounts totalling £26,619,161 were certi- 
fied for distribution in additional benefits in the ensuing quin- 
quennium, 

Colonel Appiin asked the Minister of Health whether he was 
aware of the waste of medicines due to doses being prescribed in 
drachms and shown on the bottle as tablespoonfuls, and whether, 
seeing that the average tablespoon held 50 per cent. more medicine 
than 4 drachms, he would consider a regulation requiring all doses 
on bottles of medicine supplied under the national health insur- 
ance scheme to be shown in drachms and ounces, or the issue of 
a cheap medicine glass. Mr. CHAMBERLAIN said ihe graduated 
markings on medicine bottles usually indicated half ounces—ihat 
is, 4 drachms. His investigation of the prescribing of insurance 
practitioners did not suggest that medicines were often repeated 
before the proper time, which would be the result of the con- 
sumption of over-large doses. He did not think the matter one 
In which he was cailed u»on to interfere. 


Relicf for Distressed Mining Arcas. 

On December 17th the Prime Minister announced that the 
Government proposed to ask Parliament for authority to grant 
io the Lord Mayor’s Fund £1 for every £1 received in voluntary 
subscriptions to the Fund, and, as an immediate step, te grant 
£150,000 to the Fund as the equivalent of the money already 
subscribed to it. The Government would also ask Parliament 
‘0 approve an immediate vote of £100,000 to assist the removal 
of families from the distressed areas. Opportunity would be given 
‘9 the House to debate the question before rising for the 
Christmas recess. 

Lord Eustace Percy, on December llth, stated that there were 
twenty-two education authorities in the West Riding. Of these, 
during the week ended December Ist, twelve were providing meals 
lor 5,000 children. He had as yet received no official return from 
the West Riding County Authority, but he understood that they 
Were now feeding about 1,000 children. Of the remaining nine 
authorities, some were understood to be making preparations for 


feeding. Surveys by the authorities’ medical officers of the con- 
dition of the children were conducted in a number of the areas 
Jast summer, and recently in the Barnsley area. The results of 
the surveys varied considerably in different areas; 8 per cent. of 
the children were found to be malnourished in the districts of the 
county surveyed, and 3.6 r cent. in Barnsley. In Doncaster, 
Pontefract, Rotherham, and Sheffield the surveys failed to reveal 
at that time any abnormal conditions. The surveys were con- 
cerned primarily with the state of nutrition of the children, and 
he had not the same amount of information in regard to boots 
and clothing, but they tended to confirm what was generally 
known as to the unsatisfactory state of the children’s boots and 
clothing in the distressed areas. Thus, in the West Riding survey 
of last summer, 21 per cent. of the 44,000 children examined were 
found to have bad boots; in the recent Barnsley survey approxi- 
mately 6 per cent. were returned as badly clothed. 


Defence against Poison Gas.—On December Sir L. 
Wortuineton-Evans told Mr. Thurtle that research and experi- 
ment relating to defence against gas were directed towards the 
methods and appliances for individual and collective protection, 
and also towards the treatment of gas casualties. Research and 
experiments were gay concerned with defence against gas, 
but it was essential, for the purpose of the protection against gas, 
to investigate the possibilities of new gases and other forms of 
chemical warfare which might be illicitly employed against this 
country. Mr. Tsurtite asked whether the secondary reason for 
these experiments was to discover how gas could be employed 
offensively. Sir L. Worruincron-Evans said that his answer was 
a very full one. 

Women in Medical Schools.—In an answer to Sir Robert Thomas 
on December 12th, Sir KinGstey Woop said the Minister of 
Health undersiood that, outside London, there was no restriction 
on the admission of women to medical schools. The position in 
London already formed the subject of an inquiry initiated by the 
University of London. 

Votes in Brief. 

Sir J. Gilmour states that the Scottish Board of Health has 
approved a proposal of the Glasgow and South-West of Scotland 
Jomt Committee for the administration of the Blind Persons Aci 
to establish a central clinic for the medical certification of blind 
persons, 

Out of 30 education authorities in Wales, 27 undertake denial 
service. During 1927 162,605 children were dentally inspected in 
Wales and 68,345 treated. 


SIR JOHN PHILLIPS, M.D., F.R.C.P., 
Honorary Physician to the Queen; Consulting Obstetric Physician 
to King’s College Hospital. 

We had to announce with regret in our last issue the 
death, on December 8th, of Sir John Phillips, M.D., 
honorary physician to Queen Mary, consulting obstetric 
physician to King’s College Hospital, and professor 
emeritus of obstetric medicine at King’s College, London. 

Born on July 6th,, 1855, the eldest son of Zachariah 
Phillips of Birchmoor Manor, Bedford, John Phillips was 
educated at Bedford Grammar School and at St. John’s 
College, Cambridge. In 1877, having graduated B.A., 
with honours in the Natural Sciences Tripos, he proceeded 
to his clinical studies at King’s College Hospital. In 1879 
he obtained the diploma of M.R.C:S.Eng., and took the 
M.B. degree at Cambridge in 1881. He became M.R.C.P. 
Lend. in 1885, and proceeded M.A. and M.D. in 1888. 
Four vears later he was elected a Fellow of the Royal 
College of Physicians of London, and he served on the 
Council of the College from 1911 to 1913. He was appointed 
‘assistant obstetric physician to. King’s College Hospital in 
1899, obstetric physician in 1906, and consulting physician 
on his retirement from the active staff in 1915. In 
addition, he had held appointments as consulting physician 
to the British Lying-in Hospital in Endell Street, and as 
consulting obstetric physician to the Bromley Cottage 
Hospital in Kent. Throughout the greater part of his 
association with King’s College Hospital as obstetric phy- 


sician and gynaecologist he also held the position of 


professor of obstetric medicine at King’s College, being 
appointed professor emeritus on his retirement. He was 
elected a Fellow of King’s College in 1900. At various 
periods he served as examiner in midwifery and diseases 
of women to the Universities of Cambridge, Glasgow, and 
London, and to the English Conjoint Board. He was 
knighted at the beginning of 1918, and in March of 
the same year the Queen appointed him to be her honorary 
physician. 

Sir John Phillips contributed the section on “ plastic 
operations in gynaecology’ to Allbutt and Playfair’s 
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System of Gynaecology, and on “ vaginal operations ’’ to 
Cheyne and Burghard’s Operative Surgery. His book, 
entitled Outlines of the Diseases of Women, reached its 
fourth edition in 1906. Among his contributions to medical 
journals may be mentioned papers on the management 
of the pregnant, parturient, and lying-in woman suffering 
from cardiac disease; on rupture of the vagina during 
labour; on hepatic toxaemias complicating pregnancy and 
labour; and on the therapeutic influence of @ rays on 
female pelvic disorders. For some years he acted as joint 
editor of the King’s College Hospital Reports. 

As an obstetrician he was noted for thoroughness and 
remarkable dexterity, and these qualities, combined with 
dignity and charm of presence, brought him a large private 
practice. His method of handling a case from beginning 
to end was an object lesson to the young accoucheur. In 
the gynaecological theatre his technique was marked by 
scrupulous attention to detail and unhurried precision 
at every stage of the operation. 

Sir John Phillips married in 1890, and leaves a son and 
three daughters; his first wife died in 1917. He married 
again in 1926. His later years were clouded by progressive 
failure of sight, leading to almost total blindness. 


THE LATE DR. MICHAEL DAVITT. 
We have received from Dr. John Mills, honorary secretary 
of the Connaught Branch, the following appreciation. 


The tragically sudden death of Dr. Michael Davitt has 
evoked the widest sympathy of his professional brethren and 
the general public, not alone in Galway, but throughout 
Ireland. As a student he had had a career of distinction 
rarely equalled in the annals of the National University of 
“Ireland, of which he was a graduate, and he achieved a 
unique place in the affection and regard of his fellow students, 
being with them in the social and athletic life to the fullest 
extent. The son of one of the ablest and most disinter- 
ested men who has contributed in a very large degree to the 
making of recent history in Ireland Davitt was very thorough 
in anything he undertook, and especially made his mark in the 
devoted work he gave to the organization of the Central 
Hospital in Galway and its remodelling into a modern hospital 
from the form of a workhouse, an undertaking begun some 
few years ago, and entailing a vast amount of thought and care. 
For the accomplishment of this work Davitt was appointed 
physician to the Central Hospital, and fulfilled his task so fully 
and completely that the hospital which now replaces the old 
Union Hospital is a modern structure which can very favour- 
ably challenge comparison with similar ones in much larger 
areas. He was unremitting in the discharge of his duties, 
seeking only and always the good of his patients, by whom he 
was greatly esteemed. His professional colleagues regret a 
courteous, kindly gentleman, who was always helpful and 
considerate, and who took a real pleasure in assisting a 
professional colleague. With such a character, alert intellect, 
and keen interest in the profession he was frequently engaged 
in consultation. 


Gnibersities and Colleges. 


UNIVERSITY OF OXFORD. 
AT a congregation held on December 17th the following medical 
degrees were conferred : 


D.M.—A. Q. Wells. 
B.M.-—J. C. Neely, G. G. Hill, Joyce Wright, Margaret A. L. Herbertson. 


UNIVERSITY OF LONDON. 
THE following candidates have been approved at the examination 
indicated: 


Turep M.B., B.S.—*§$G. W. Avres, *!Elizabeth Cooper, P. 
worth (University Medal), *!C. A. Kesle, *+§ Pw. Rake, 
Reid, S. 1. Abrahams, G. T. Allerton, Sophia Antonovitch, H. Avery, 
Olwen R. Binyon, G. W. Black, G. N. Box, Marjorie F. Brierley, 
Mmily E. Cass, 8. Craddock, W. P. M. Davidson, J. Davies. 
S. J. M. De Navasquez, Irene Dixon, Marjorie M. Dobson, C. F” 
Donnison, Elsie M. Douglas, D. Ellis, Alexandra G, H. English, 
M. R. Ernst, H. Evans, Geraldirie W. Everett, A. P. Farmer, 
A. McK. Fleming, G. G. Gillam, Helen M. Herbert, Alice D. M. 
Hodge, Muriel S. Hulke, P. Inwald, I. J. Jones, R. M. Jones 
D. F. Kanaar, E. M. Lourie, 8. McGladdery, M. Mackenzie. 
H. Mannington, W. H. Miller, M. B. Mody, C. F. Moore, G. FE. 8B 
Payne, Mary E. Pease, D. Preiskel, M. Rothkopf, Clarice A. Skid- 
more, C. F, J. Smith, Edith J. L. Smith, E. R. Smithard, Eileen R. B. 


Snow, J. G. Thwaites, Phyllis D. Towell, Scott-Russell Trick, 
Gladys M. Tullidge, A. G. Watkins, A. R. N. Whitlow, P. C. Wick- 
remesinghe, L. A. Willmott, Jessie Wiltshire, Elsie E. Wright, 
Winifred M. Wright. (Group I: Nancy M. Badeley, S. W. Barber, 
Annie G. Busher, Beatrice A. Butterworth, K. J. H. Davies, Hilda ©, 
Dean, C. J. Donelan, M. Footerman, A. P. Gaston, H. N. W. Harley, 
Kathleen Horne, P. Kaplin, G. H. Livingstone, J. F. Mackenzie, 
K. W. Mackie, Hermia M. Mills, M. L. Mistri, Doreen G. C. Nixon, 
Jaan M. Oldaker, S. A. Wickramasinghe. (Group Il): Lucy E, 
Arthur, Julia C. H. Avery, E. C. B. Butler, E. O. Harris, Dorothy P, 
Hytch, J. V. Macgregor, Joyce Morgan. D. T. R. Morris, C. B. Picken, 
H. W. A. Post, H. G. G. Robertson, Elizabeth H. Scurfield, E. J. J, 
Smith, P. A. M. Soutter, Frances J. Vinter, W. H. 8S. Wallace, 
A. J. Watson, J. W. Wigg, E. A. Wood, B. A. Young. 
* Honours. § Distinguished in Surgery. 
+ Distinguished in Melicine. || Distinguished in Midwifery. 
3 Distinguished in Pathology. 


UNIVERSITY OF BIRMINGHAM. 
AT a congregation held on December 14th the following medical 
degrees were conferred : 


M.D.—H. P. Jameson. 
M.B., C#.B.—T. C. Dance, L. W. Downie, A. H. J. Jackson, T. W. Masters, 
M. K. Omar, Elizabeth S. Smith, K. A. Thomas. 


UNIVERSITY OF LIVERPOOL. 
Dr. J. H. Disxe, Professor of Pathology and Bacteriology, Welsh 
National School of Medicine, Cardiff, has been appointed to the 
George Holt Chair of Pathology. 
Dr. Warrington Yorke, Professor of Parasitalogy in the Univer. 
sity since 1914, is appointed to the Alfred Jones Chair of Tropical 
Medicine. 
The following candidates have been approved at the examination 
indicated: 
M.D.—T. A. Clarke, R. W. Eldridge, J. E. Howie, D, U. Owen, Helen 
Standring, A. G. Wilkinson. 

FINAL M.B., Cu.B.—*tElizabeth B. Robson, *tE. L. Rubin. (Part IID: 
A. E. Adams, N. J. Crawford, J. H. St. B. Crosby, A. Dala, J. KE. Jones, 
L. de Jongh, Hilda M. C. MacMahon-Garry, *J. S. Mather, C. T. 
Mercer, G. W. Molyneux, E. E. Prebble, Ivy H. Rowlands, G. A. 
Talwrn-Jones, F. J. Welton. (Old Hegulations, Part I): A. Gardner, 
Teresa Lightbound, R. G. Walker. (Part ID): F. J. H. Crawford, 


A. M. Russell. 
* With distinction in Surgery. 
+ With honours, Class II. 


UNIVERSITY OF MANCHESTER. 
THE following candidates have been approved at the examination 
indicated : 


Finau M.B., Cu.B.—Alice M. Butterworth, I. M. Hughes, E. P. Johnson, 
J. S. Miller, J. W. Murray, Evelyn I. M. Sheppard, R. F. Stubbs, 
R. Whitehead, R. T. Wimmer, F. Wraith. (Ferensic Med+eme): 
I. Bold, Christobel M. Hall, E. Z. Levy, A. 8. McGowan, A. Taylor. 
(Hugiene and Preventive Medicine): I. Bold, (hristobel M. Hall, 
E. Z. Levy, A. 8. McGowan, J. H. Pattyson, E, J. B. Sewell, A. Taylor. 
(Obstetrics and Surgery): Mary I. C. Mackintosh, Marian M. Reekie. 


UNIVERSITY OF EDINBURGH. 
A GRADUATION ceremony was held in the Upper Library Hall of 
the University on December 14th, when the following degi ees were 
conferred : 


M.D.—A. M. Affleck, H. Bu'st, A. H. Campbell, J.* L. Chisho'm, 
+E. C. Ellis, *A. M. M. Grierson, S. E. Kirk (in absentia), D. R. Lewis, 
+N. Macleod, Rosemary O. Morris, H. A. Murray (in absentia), 
+B. R. Nisbet, *D. H. Paterson, 1A. Ritchie, A. Ronald, *Jessie C. B. 
Sym, tA. Bb. Waiker, +J. Ware, Alexandra A. Warnock (in absentia), 

M.B., Cu.B.-C. P. Beattie, L. Begleman, P. Beinart, G. M. Bell, 
R. H. E. Bell, D. Blatchley, Matilda F. Correa, R. Cumming, 
11. A. G. L. Dick, P. K. S. Gupta. I. Karro, Anna M. M. Kerr, 
ik. T. Low, C. MacGaffey, J. M’Lean, W. More, J. H. Paton, 
Cc. Bamdeholl, A. Ramsay, R. 8. Ritson, I. R. W. Smith, C. J. 8.0 
Taylor, W. P. Wallace. 

M.A.—Dr. R. T. G. Aickin. : 

* Highly commended for thesis. 
5) + Commended for thesis. 
t Passed with honours. 


UNIVERSITY OF DUBLIN. 
TRINITY COLLEGE. 
At the first winter commencements, held on December 11th, the 
following degrees were conferred : 


M.D.—A. E. A. O'Byrne. 

M.A.O.—A. A. Shafik. 

M.B., B.Cu., B.A.O.—G. C. Dockeray, Mollie Finegan, J. Horwich, 
W. J. E. Jessop, J. E. McMahon, C. M. O'Brien, J. W. Pigott, 
R. J. G. Reid, J. Sayers, Nora A. Stack, A. A. Thompson, D. F. Walsh, 
I. F. Ratthaus (in absentia). 7 

LIcENCE IN MEDICINE, SURGERY, AND OBsTETRICS.—E. du P. Meiriné. 


-ROYAL COLLEGE OF SURGEONS OF ENGLAND. 

A? the recent primary examination for the Fellowship, whea 
168 candidates presented themselves, the following 45 candidates 
were approved: 

A. Ali, R. M. Alderton, M. A. E. Anous, E. T. Bannister, J. H. B. Beal, 
. Bicknell, G. H. H. Booth, G. N. Clark, A. C. Copley, D. Davidson, 
"R. Dogra, L. P. J. Evans, F. G. Fenton, M. L. Formby. 

L. Forsyth, F. Forty, A. C. Frazer, T. Giblin, A. J. B. Goldsmith, 

Grainger, J. 1. Griffiths, H. E. Harding, C. H, S. Harris, 
* Helmy, T. V. Jacob, BE. F. King, R. J. C. Maxwell. S. J. Mehta 
.G. Milner, R. W. C. Murray, J. E. A. O'Connell, M. C. W. Oldfield, 
H. Peel, G. M. Phadke, A. 8. Rajasingham, A. de W. Kanken, 
H. Saint, J. G. Sandrey, C. M. Smithies, G. V. Stephexsou, 
C. Tanner, T. Thornton, J. B. Tracey, J. G. Wigley, J. W. Wilson. 
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Medico-Legal. 


ACTION AGAINST MATERNITY HOME TRUSTEES 
AND COMMITTEE OF MANAGEMENT. 

Tue hearing of an action before Mr. Justice Avory and a 

special jury in the King’s Bench Division, in which one of the 

three plaintiffs, David Ross, an infant suing by his father, 

daimed damages for personal injuries received through the 

alleged negligence of the defendants as trustees of the Crayford 


Maternity and Nursing Home, the committee of management cf | 


the home, and Nurse Campbell, a member of the staff, 
terminated, after proceedings extending over several days, on 
December LOth, when the members of the jury found them- 
selves unable to agree, and were accordingly discharged without 
a verdict. The mother of the infant also claimed damages for 
personal injury and alleged breach of contract, and her husband 
aimed special damages by reason of the injuries to his wife 
and child. The defendants denied any breach of contract or 
negligence, or that the plaintiffs suffered any damages as 
alleged. 

It appeared that the infant was born in the home on November 
th, 1926. Eight or nine days later, following the usual practice 
in the establishment, he was taken from his mother at 9 p.m. and 
placed in a cot in a basement kitchen. The cot, it was stated, 
was not protected or enchosed,.and the kitchen floor was about 
3 feet below the level of the ground. At about 1.30 a.m. Nurse 
Campbell, who was on night duty, heard the infant ery, and on 
going to the cot saw a rat emerge from it and disappear through 
the window. It was found that the child’s face had been bitten. 
Mrs. Ross, giving evidence, said that she was awakened ait 
6am. and taken down to the kitchen, having been told that 
her baby had met with an accident caused by a cat. She found 
that the baby’s face was bleeding terribly, and this gave her 
so great a shock that her sleep was broken. She and her husbaad 
vmplained that the authorities at the home were negligent 
in not protecting the cot, it being well known that the place was 
infested by rats. In cross-examination, Mrs. Ross agreed that, but 
for the accident, she had no fault to find with the way in which 
the home was conducted. She stated that when her doctor visited 
her he told her she had had a severe shock to her nerves, but 
she did not tell the matron of the home. After she left the home 
she was under treatment for two months, and had to employ a 
daily help and a housekeeper. 

Dr. W. R. Murison, Erith, said that his pariner attended Mrs. 
Ross in her confinement. He visited the home on the day of the 
accident and saw the nurse, who told him of it, and said that they 
had told Mrs. Ross that a cat inflicted the injuries to save her 
feelings and prevent her being shocked. He saw the baby, whose 
wounds had been dressed with iodine. The right side of the face 
from the forehead down to the chin had been cut end scratched 
and bitten in many places. The worst woun:ls were just below 
the right eye and a little farther down the cheek. Those were 
bites; the other injuries were scratches. At present the worst 
deformity was that part of the right eyelid was pulled down by 
ascar. The seratches were now "heteer, but the deformity was 
hound to be permanent unless something was done. The effect 
of the accident and the sight of the child on the mother was 
what it would be on any woman: it had upset her nervous system 
considerably. Mr, Ross, giving evidence, stated that, when motor- 
ing with his wife, she had twice fainted when rats ran across the 
toad. A gardener formerly employed at the home averred that 
during 1923 and 1924 rats were often seen running along the banks 
of the River Cray, by the home, and across the lawns, and a rat- 
tatcher said he had seen rats emerge from out-buildings and run 
across the lawn. 

Dr. W. A. Rogerson, Bexley Heatli, said that he was honorary 
wedical superintendent of the home at the time of the occurrence. 
He had attended his own cases there for four or five years, and 
lad sent his wife there for convalescence. The home was in every 
Way a fit and proper place for nursing; it had a most efficient 
Matron and staff. He had never seen a rat in the home. Answer- 
ng Mr. Meéville, for the plaintiffs, Dr. Rogerson said that he had 
0 recollection of having read a letter sent to the home from the 
derk of the local urban council complaining that a report of the 
Seurrence had not been sent to the council. Miss C. E. 4 
ampbell, giving evidence, stated that she had been night nurse 
tt the home for the last four years, and described the occurrence 
t the incident, after which, she stated, she at onee picked up 
the baby and ran with him to the matron, who was in bed. The 
itfant plaintiff's face was washed and dressed with sterile gauze. 
‘was not true that when Mrs. Ross was taken to the kitchen 
the infant's face was covered with blood. 

Dr. C. F. Knighi, Dartford, who was medical superintendent. of 
home till September last, said that the babies were put into 
the kitehen with his a proval; he did not think it was a dangerous 
thing to do. Dr. C. M. Ockwell, one of the defendants and the 
Medical officer of health for Crayford, said that he and_ his 
Mtrastees had nothing to do with the management of the home. 
© was medical superintendent for the first two years, and it was 
wing that time that the practice was initiated of putiing the 
Newborn babies inio the kitchen for the night. Evidence was 
fYcn by a surveyor that he had examined the home in October 
pit, and ihat there were no rat-holes in the kiichen, and by 
nd grow’, eae that he had seen no sign of rats in the house 

rounds, 
On December 10th the matron of the home, Miss Mina Walker, 
ave evidence to the effect that she had never seen or heard about 
Y rats in the house before that oceurrence. She afterwards 


the 


described the events which followed the ‘accident, saying iliat 
there was no indication while the mother was in the home that 
she was suffering from shock. 

Dr. H. W. Barber said that he examined the infant plaintiff 
on April 11th, 1927, when he was brought by his parents to ihe 
witness’s consulting room. There was a scar over the bridge 
of the nose and one from the inner corner of the right eye; also 
two others beneath the eye and two punctate scars on the 
forehead. The chief ones were on the area of skin below the 
right eye. The healing of the scars appeared to be quite sound, 
and there was no pulling down of the lower eyelid. i 

His Lordship asked Mr. Melville how he made any case againsi 
the trustees. Mr. Melville replied that he and his friend had 
discussed the matter, and he did not think his lordship would 
be troubled’ with that point. Counsel addressed the jury, and his 
lordship summed up. The jury, after being absent about two 
hours, intimated that they were unable to agree, and, as already 
stated, were discharged. 


Medical Nefus. 


THE Royal College of Physicians of London will be closed 
from Saturday, December 22nd, till Saturday, December 29th. 
both days inclusive. 


THE Christmas lectures at the Royal Institution this year 
will be on *‘Sound Waves and their Uses,” by Mr. Alexander 
Wood, lecturer in physics in the University of Cambridge : 
they will be given at the Institution of Electrical Engineers, 
Victoria Embankment. The general courses of lectures to 
be given before Easter at the house of the institution (21, 
Albemarle Street), include six lectures on ‘Evolution and 
the Problem of Species,’’ by Professor Julian Huxley; and 
three lectures by Sir William Bragg on ‘‘ Tine Early History 
of X Rays.’’ The Friday evening discourse on March 1:t 
will be by Sir Robert Robertson on the ‘ Infra-red Spectra, ’’ 
and on March 22nd by Sir Ernest Rutherford on ‘ Pene- 
trating Radiations.” 


SESSIONAL meetings of the Royal Sanitary Institute will be 
held at 90, Buckingham Palace Road, S.W.1, on Tuesday, 
January 8th, 1929, at 5.30 p.m., and on Friday, February Ist, 
at5 p.m. Professor Bostock Hill will open a discussion on 
cleanliness as the basis of health at the first meeting, and 
at the second there will be a discussion on the civilian 
population and chemical warfare, introduced by Dr. I. lt. 
Humphreys. 


THE nineteenth annual exhibition of the Physical cnd 
Optical Societies will be held from January 8th to 10th, 1929, 
at the Imperial College of Science, South Kensington. The 
exhibition will be open in the afternoon from 3 to 6 p.m.., 
and in the evening from 7 to 10 p.m. Lectures will be given 
at 8 o’clock each evening. On January 8th Professor F. L. 
Hopwood will describe experiments with high-frequency 
sound waves; on January 9th Mr. Conrad Beck will deal 
with lenses; and on January 10th Mr. A. J. Bull will speak 
on some colour problems in photo-engraving. Tickets, which 
are required for the first two days, may be obtained from the 
secretary of the Physical and Optical Societies, 1, Lowther 
Gardens, 8.W.7. 


AT the annual meeting of the Metropolitan Hospital Sunday 
Fund at the Mansion House, London, on December 17th, it 
was reported that the amount collected last year was £85,414, 
showing a decrease on the previous year of £1,520. Collec- 
tions in the churches amounted to £35,089, this being the 
smallest total since 1914. The distribution committee re- 
ported that 227 institutions, 4 more than in 1927, had applied 
to participate in the Fund, and recommended the distribution 
of £81,310. 


THE fifty-first annual meeting and dinner of the Old 
Epsomian Club was held at the Trocadero Restaurant on 
December 13th, and attracted a ‘‘record’’ attendance. The 
new president, Dr. H. C. Pretty of Kettering, was in the 
chair, and proposed the toast of ‘ Floreat Epsomia,’’ com- 
menting on the value of the influence of the masters at 
Epsom College on the character of the boys in the earlier 
years of the history of the school. In responding, the head- 
master, Mr. A. C. Powell, mentioned the great services 
rendered to the club by the late president, Sir Cecil 
Armitage. He referred to the excellent progress made by 
the club in the last few years, and then related the more 
salient scholastic and athletic successes achieved by the 
school in the previous months. Mr, A. C. C, Parkinson 
proposed the health of ‘‘ The Guests’’ in an entertaining 
speech, and, in replying to it, Dr. J. W. Carr told various 
witty stories. Mr. G. E. Waugh, ina highly amusing speech, 
waxed reminiscent over the earlier connexion of Dr. H. ©. 
Pretty with the school, and proposed the toast of his health. 
The president suitably responded, 
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LETTERS, NOTES, AND ANSWERS. 


Tax Barris 


A. THREE months’ ‘course of lectures and demonstrations 
on clinical practice and on hospital administration for the 
diploma in public health will be given at the North-Eastern 
Hospital, St. Aun’s Road, Tottenham, N.15, by Dr. F. H. 
‘Thomson, medical superintendent, on Mondays and Wednes- 
days, at 4.45 p.m., and alternate Saturdays at 11 a.m., com- 
mencing on Monday, January 7th, 1929. The fee for the 
course, Which complies with the requirements of the revised 
regulations of the General Medical Council, is £4 4s. A 
course under the old regulations may be taken for £3 3s. 
he fees should be sent to the Clerk of the Metropolitan 
Asylums Board, Victoria Embankment, E.C.4. 


Letters, Notes, and Anstivers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal 
alone unless the contrary be stated.. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journai must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. j 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the British Medical Journal are MUSEUM 9861, 9862, 9863, 
and 9864 (interna! exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 

=o of the British Medical Journal, Aitiology Westcent, 
London, 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, cic.), Articulute Westeent, London. 

MEDICAL SECRETARY, Mcdisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams: Bacillus 
Dublin; telephone: 62550 Dublin), and of the Scottish Office, 
7, Drumsheugh Gardens, Edinburgh (telegrams : Associate, 
Edinburgh; telephone 24361 Edinburgh). F 


QUERIES AND ANSWERS. 


INCOME Tax. 


Replacement of Car. 

“J. K.” has been informed by the inspector of taxes that the 
allowance is ‘‘either the cost of the new car less the amount 
received for the old car, or the cost of the old car Jess the amount 
received for the old car, whichever is the less.” Is this correct ? 

*,* Yes. There are, in effect, two different limits to the 
amount of the allowance; the first is that a taxpayer cannot 
claim to deduct more than the out-of-pocket cost—the former of 
the above alternatives—and the second limit is that the allow- 
ance must not extend to the provision of a better car; it must 
not include further capital ontlay. We may perhaps add that 
the second alternative would not necessarily apply if the cost of 
cars generally were rising. 


Payment under Superannuation Scheme. 

“PF. J. B.” holds an appointment and pays £100 a year under 
& superannuation scheme. What is the appropriate allowance? 
Can he claim deductions in respect of subscriptions to medical 
societies ? 

'*,* The question is dealt with in Section 32 (3) of the Income 
Tax Act, 1918, as amplified by Section 26 of the Finance Act of 
1920. . The result of a somewhat complicated provision is to give 
payments made in connexion with such a superannuation 

“scheme an allowance equivalent to that given formerly for 
payments made to life assurance companies under policies to 
secure deferred annuities. Possibly the regulation which 
“FP. J. B.” has in mind is that relating to compulsory deductions 
by Act of Parliament. The appropriate allowance, therefore, is 
£100 at 2s., if * F. J. B.’s” total income does not exceed £1,000. 
and 3s. in the £ if it exceeds £1,000, but not £1,500. The 
subscriptions can be deducted if membership of the societies 
in question is a condition of the employment. 


Allowance for Children during Education. 
W.M.”’ has two sons undergoing medical and i 

as hospital students. The inspector of taxes Gunite on 
usual rebate, on the ground that they ure receiving vocatioval 
as distinct from educational, training. r 

*,* We assume that the students in question have not vet 
qualified—special post qualification training might raise difficult 
questions, On that assumption we are ata loss to understand 


the inspector’s attitude in this case, as it seems at variance with 
general practice elsewhere. If he adheres to his view we 
suggest that ‘‘ W. M.”’ might place the facts before the Board of 
Inland Revenue, sending his communication to their Secretary 
at Somerset House, W.C.2. 


LETTERS, NOTES, ETC, 


TREATMENT OF UTERINE SEPSIS. 
Dr. Morten Keyes (Harrogate), in the course of a letter on the treat. 
meut of septic uterine conditions (puerperal and non-puerperal), 
writes: By aslight modification of the Remington Hobbs method 
of preparing the patient and using a bivalve speculum, I have 
been able to treat these cases single-handed. The patient lies 
across the bed, on a mackintosh, with her buttocks well over 
the edge and towards the light, and keeps her knees on to her 
chest. The legs are covered from foot to groin with warmed 
towels or a sheet, and 14 pints of antiseptic solution are poured 
over the vulva. The inner labial surfaces, etc., are cleansed by 
widely separating the labia, pouring on autiseptic lotion, and 
finally placing a sterile pad at the vaginal orifice in such a way 
that the labin, when released, will keep it in position. Three 
bowls (flamed) are required, one for swab forceps and swabs 
soaked in antiseptic (but squeezed fairly dry), another containing 
the bivalve speculum and Hobbs “ introducing ’’ forceps in anti- 
septic lotion, and the third containing a syringe (with a catheter 
attached) filled with warmed glycerin. The third bow] stands 
in a basin containing very hot water, to ensure that the syringe 
and glycerin shall remain warm. The operator, after preparing 
his hands, knocks down the vulval swab, introduces the specu 
lum, and cleanses the cervix. He now lifts the syringe from the 
bowl, expresses air from the syringe and catheter, and by means 
of ** introducing ’’ forceps raises the free end of the catheter and 
passes it to the external os. ‘Lhe glycerin is expelled slowly to 
facilitate the passage of the catheter within the canal and to 
cleanse the canal from below upwards ; a little to-and-fro play 
on the catheter allows for the return flow. While the patient is 
being irrigated she is asked to breathe deeply and regularly, 
with her mouth wide open. If she is in severe pain before the 
treatment her knees should not be drawn up to the chest, but 
her feet placed on two chairs widely separated. The operator 
then kneels between the chairs and needsa head light. I use 
monsol for sterilizing the vulva, etc., and for my own hands, 
swabs, and instruments. 


INITIALS IN THE MEDICAL REGISTER.” 

Tur General Medical Council recently had an application from 
a medical man whose second Christian name is ** Ilannah ” to 
have this name substituted in the Medical Register by the 
initial “* H.”’ Presumably he found a female name occasionally 
gave rise to confusion, although there have been many instances 
in history of distinguished men, who generally were godsons ol 
queens or great ladies, bearing female Christian names. Butit 
has never been the custom to allow initials to take the place ol 
names in the Medical Register. There were a few such cases 
many years ago, and theve is still on the Register one practitioner 
whose second name—not initial—is ‘* ©.”” This gentleman, on 
being written to by the Registrar, replied that ‘*C ’’ was his 
second name, so written on his birth certificate and on his 
diplomas, and in these circumstances the Council had no option 
but to enter it as such on the Register. The applicant who 
wanted to diminish the name ‘‘ Hannah”’ to its first letter, 
however, was informed that the Council could not allow the 
initial to appear, bnt that on complying with the prescribed 
requirements the second name could be deleted. 


AN APPOINTMENT Book. 

WE have received from Messts. John Bale, Sons, and Danielsson, 
Ltd., 83, Great Titchfield Street, W.1, a copy of their Dental 
Surgeon's Daily Diary and Appointment Book for 1929, which 
enablesappointments to be booked for each half-hour during the 
day; every page opening shows one week. The diary also 
contains pages for cash entries and an almanack, etc. The price 
is 7s. 6d., or interleaved, 9s. 6d. 


MIRROR-WRITING. 

Miss. M. LL. SPAcKMAN (Clitheroe, Lancashire) writes: You 
readers may be interested to hear, apropos the article published 
ou December lst, that mirror or lookinvg-glass writing is prac 
tised more commonly than is usually supposed. Occasionally 
the more harum scarum of schoolgirls learn it deliberately # 
a ‘*secret society ’’ method of communicating with each other; 
and I know a woman of 40 who learned it in this manner, and 
still uses it on postcards, even to friends who can read it only 
through a mirror. 

CaARISTMAS MOTORING. 

Tar Automobile Association road patrols will not be on duty it 
England, Wales, and Ireland on Christmas Day. Daring tt 
rest of the holiday seasou the A. A. patrols, road service out 
aud night service outfits will continue as usual. 


VACANCIES. 

NoTIFICATIONS of offices vacant in universities, medical college 
and of vacant resident and other appointments at hospitals, wil 
be found at pages 37, 38, 39, and 42 of our advertisemen! 
columns, and advertisements as to assistantship 
and locumtenencies at pages 40 and 41. 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 276. 
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An Address 
oN 
THE DIAGNOSIS OF CANCER OF THE 
STOMACH.* 
BY 


WILLIAM GORDON, M.D., F.R.C.P., 


CONSULTING PHYSICIAN TO THE ROYAL DEVON AND EXETER HOSPITAL, 
AND TO THE WEST OF ENGLAND EYE INFIRMARY. 


Wirn the knowledge at our disposal cancer of the stomach 
should often be diagnosed earlier than it is. In the 
following epitome of the subject I have tried to give just 
the indications which are certainly useful and to avoid 
unnecessary repetition. 

Practically all clinically discoverable gastric cancers are 
primary, and almost all are carcinomatous. Gastric sarcoma 
is a rare disease, probably not accounting for more than 
5 per cent. of the cases, and, although possible at any 
age, is only to be seriously considered in patients under 
30. It may grow to a very large size, which should 
be suggestive of: its nature. Clinically discoverable 
secondary cancer J have never met with. 


Factors In THE D1aGNosis. 
Let us consider first the chief factors in the diagnosis 
of primary gastric cancer. 


Frequency, Age, and Sez. 

Cancer of the stomach is now the commonest of all 
rancers in this country; therefore we must always be on 
the look out for it. The slight difference in its incidence 
in males and females is quite unimportant. It is com- 
monly said to be most frequent between the ages of 40 and 
60, and that is a very misleading statement; for that is 
only true of the population at large, and is quite untrue 
of the patient. The liability to gastric cancer (according 
to the figures of the Registrar-General) rapidly increases, 
both for men and women, up to 75, after which it slightly 
decreases for men and slightly increases for women. 


Duration of Symptoms. 

The disease varies widely in duration, more widely 
than do most cancers. Some cases, especially in younger 
people, end within three months. A few last over two 
years, a very few indeed perhaps to four years. The 
average duration from the onset of symptoms may perhaps 
be put at about a year. Symptoms which have lasted 
more than eighteen months, unless then associated with 
wasting and cachexia, are unlikely to be due to cancer. 
Yet once I have seen a woman, stout and rosy, with 
symptoms which had not varied for two years, who was 
found at operation to have an extensive carcinoma of the 
stomach. It is worth while remembering that pyloric 
growths are more apt to last long than growths further 
to the left. 


Predisposing Conditions. 

Gastric ulcer sometimes becomes the seat of gastric 
cancer. A curious difference of opinion has arisen in late 
years with regard to the frequency of this sequence. The 
older observers were unanimous that it was unusual. 
Suddenly someone launched the idea that it was quite 
common—that as many as 70 per cent. of gastric cancers 
were preceded by a clear clinical history of gastric ulcer. 
Now, however, an abundance of evidence—clinical, patho- 
logical, and radiological—has been accumulated, proving 
conclusively that the older view was right. The explana- 
tion of the mistake would appear to have been faulty 
pathology. It is, in fact, an important clinical truth 
that most patients with gastric cancer have not previously 
suffered from any sort of serious gastric disorder; so that 
when an elderly person begins to suffer, for the first. time 
in his or her life, from ‘“ indigestion,” the possibility of 
cancer of the stomach should at once occur to one’s mind. 


* Delivered to the Exeter Divisi iti 
on November 34th, vision of the British Medical Association 


Heredity counts. When a single case of cancer has 
occurred in a patient’s family too much stress should not 
be laid upon it; but when several cases have occurred in 
near relatives we ought to be suspicious. 

Locality also counts. When a patient comes from a 
locality in which cancer is rife—there are such localities— 
we should be additionally cautious in deciding against 
cancer, 


Significant Symptoms. 

In rare cases gastric cancer is ‘‘ latent ’’ in one or other 
of three ways. Either (1) all characteristics are absent, 
most often in old and feeble persons; or (2) gastric 
symptoms are replaced by symptoms either of cachexia or 
of some complication or intercurrent disease ; or (3) gastric 
symptoms are masked by those of secondary deposits in 
other organs. 

The onset may be either insidious or almost sudden— 
actually sudden’ when it takes the form of a haemorrhage. 

The significant symptoms are: “ indigestion,’ anorexia, 
weakness, wasting, anaemia, pain, vomiting, haemorrhage, 
tumour, tenderness, fever, offensiveness of breath or vomit, 
diarrhoea, dysphagia, enlarged supraclavicular glans, 
oedema of the feet, thrombosis of veins. The ‘ cardiac 
sign ’’ should always be looked for, and, where there is the 
slightest chance of radical removal, the x rays, test meals, 
and search in the stools for ‘‘ occult blood” should be 
matters of routine. I will take these in order. 

‘* Indigestion.’’—Discomfort after meals, fullness, weight, 
nausea, flatulence, pyrosis, none of them in themselves 
characteristic, become suspicious when arising for the first 
time in a person over 40, and still more so when the age 
is greater. The tongue may be clean or furred. 

Anorexia.—Anorexia is one of the earliest symptoms in 
about 30. per cent. of the cases, and sets in sooner or 
later in 80 per cent. Sometimes meat is especially dis- 
liked. Once anorexia begins it generally goes on to he 
absolute. When present it is highly suggestive of cancer. 
In a recent paper Dr. Vilvandré says: ‘‘ Carcinoma has 
been found in practically every case in which there has been 
aversion from food.’’! Nevertheless there are cases in 
which the appetite remains excellent. 

Weakness.—Weakness which cannot be accounted for is 
often an early sign, and, when clearly in excess of what 
the apparent ‘‘ indigestion ’’ and other conditions present 
account for, is suggestive. Some loss of weight and anaemia 
will generally be found as well, if looked for. In cases of 
‘* senile heart’ it is not sufficiently well known that an 
unaccountable rapid breakdown of compensation, previously 
good, may be caused by the supervention of carcinoma in 
some abdominal organ. 

Wasting.—It is important to remember not only that 
wasting may be very slight at first, but that treatment 
may cause a considerable gain in weight, and for a con- 


‘siderable time. A change of diet, combined with washing 


out of the stomach, has been known to produce a gain 
of 19 lb.; a cheering error of diagnosis has been followed 
by a gain lasting for three months; and (a curious circum- 
stance still unexplained) ax exploratory operation, in which 
the cancer has been found, has apparently been the cause 
of an increase of 63} lb. during four months. Sooner or 
later, however, wasting makes its appearance, and, though 
it may have been checked for a time, returns and pro- 
gresses; and this return is in itself suggestive. Wasting 
is most marked when an orifice of the stomach is involved. 
Often the abdomen is first affected, then the breasts, neck, 
and face. The skin tends in time to become loose and 
inelastic. Inquiry should, of course, be made as to whether 
the loss of weight can be fully accounted for by the taking 
of too little food, since that would deprive it of its special 
significance. Also the urine will, of course, have been 
examined for sugar and albumin; tubercle and all causes 
of fever will have been excluded, and Graves’s disease 
(which may cause surprisingly rapid loss of flesh) proved 
absent. 

A rapid rise in weight in cancer of the stomach may be 
due to the onset of (1) ascites, (2) pleural effusion, or 
(3) a rapid and extensive secondary cancer of the liver. 

Anaemia.—Anaemia may be of any degree up to pro- 
ducing an appearance which mezy closely resemble that cf 
pernicious anaemia. But the characters of the blood are 


13547) 


. 


= 


Wwe 
ard of J 
retary 
trent 
peral), 
I have 
nt lies 
over 
to her 
armed 
roured 
sed by 
n, and 
a way 
Three 
swabs 
aining 
anti 
theter 
stands 
yringe 
paring 
spect: 
ym the 
means 
er and 
why to gs 
nnd to 
o play 
ient is 
i} 
a 
» from 7 
uh ” to 
vy the 
onally 
tances 
sons of q 
Butit 
lace o! Zz 
itioner 
AD, On 
as his 
on his 
option 
1t who 
letter, 
yw the 
scribed | 
elsson, 
Dental 
which { 
ing the 
e price 
Yout 
plished 
| 
1 
&§ 


1164 Dec. 29, 1928] 


DIAGNOSIS OF CANCER OF STOMACH. 


Tar 
MepicaL 


those of secondary anaemia; and the failure of treatment, 
now so successful in pernicious anaemia, would distinguish. 
Possibly the diseases may occasionally coexist. 

Pein.—The most important points to remember about 
pain in gastric cancer are (1) that about 13 per cent. of 
the cases are painless throughout; (2) that pain is present 
at the onset only in about 33 per cent. of the cases; (3) that 
although at first usually occurring only after food, it tends 
later to become continuous, and to be not greatly worse after 
food nor much relieved by vomiting; (4) that recumbency 
may increase it; (5) that food sometimes relieves it; (6) that 
it becomes severe at some time or other in neavly half the 
cases; and that (7) lastly, according to Fenwick, it is apt 
to be accompanied by a remarkable irritability and restless- 
ness, which he considers suggestive. The characters of the 
pain are usually not very helpful, but im a recent case 
I observed the occurrence of the sort of pain which the late 
Mr. Marmaduke Shield believed to be characteristic of 
cancer in breast tumeurs—namely a ‘‘ sharp, sudden twinge 
or shoot like an electric shock or the prick of a needle.’’ 

Vomiting.—Vomiting, like pain, is absent throughout in 
about 13 per cent. of the cases; but it is very rare for 
both pain and vomiting to be absent together. Vomiting 
is less often an early symptom than pain, although it is 
sometimes present at the onset. Frequent vomiting is 
usual in the later stages; it is often a special feature of 
diffuse cancerous infiltration of the stomach—so-called 
leather-bottle stomach—which contracts its own cavity 
as it grows. Vomiting at considerable intervals—such as 
once in two or three days—of large quantities of dark 
brown, sour-smelling, frothy liquid is, on the other hand, 
indicative of gastric dilatation, which may be due to 
cancer; in this last condition food eaten days, or even 
weeks, previously may be found little altered in the vomit. 

Haemorrhage.—Bleeding may show itself by haemat- 
emesis, malaena, or by ‘‘occult blood ’’ in the faeces. 
Haematemesis only occurs in about 33 per cent. of the 
cases, malaena still less commonly, although some amount of 
bleeding into the stomach probably takes place in every 
cancer. ‘ Occult blood,’’ therefore, should always be looked 
for where the diagnosis is in doubt and successful operation 
is possible. When found, it means at least some form of 
organic lesion of the stomach. When constant it is strongly 
suggestive of cancer. When haematemesis occurs it is 
generally slight and looks like coffee-grounds. In only 
about 10 per cent. of gastric cancers is there a consider- 
able bright red bleeding, such as is so common in gastric 
ulcer. But such a sudden gush may, in rare cases, be an 
early symptom. In about 1 per cent. haematemesis may 
be immediately fatal. At a late stage of the disease, when 
the patient has become very feeble, a serious haemorrhage 
may only produce syncope and collapse, without vomitine. 

Twmour.—A tumour is discoverable sooner or later in 
about 75 per cent. of the cases, and it is posstble that this 
proportion might be even greater if cramination of the 
abdomen under an anaesthetic were more often carried out. 
It is courting failure to delay operation until a tumour 
is evident; though it is important to remember that a 
discoverable tumour does not necessarily mean that a 
successful operation has become impossible. In connexion 
with the subject of tumour, it is desirable to recall the 
proportions in which different parts of the stomach are 
affected by cancer. They are as follows: 


Lesser curvaiure ... a 
Anterior surface ... i 


Multiple growths occur in about 3 per cent. Of the 
various growths, pyloric cancers are palpable in about 
70 per cent. of the cases; growths near the cardiac orifice 
only in about 50 per cent., since they lie under the ribs and 
liver; those on the anterior surface and the curvatures in 
about 80 per cent., whilst those on the posterior surface 
are usually not palpable at all. We must remember also 
that a large soft growth may lie absolutely under the hand 
palpating the abdomen and yet be impossible to feel, I 


have seen such a growth at operation ; its presence had had 
to be diagnosed without feeling it. 

It is also desirable to recall the frequency with which 
various regions of the abdomen are seats of tumours, thus; 


Epigastriec and umbilical regions, each about 35 per cent. 
Hypochondriac regions, right or left, each about 16 per cent, 
Hypogastric region (atways pyloric tumours), about 2 per cent, 


A tumour may rarely be the first sign of trouble. Also 
a tumour may be ‘palpable and diagnestic whilst the 
patient is still in good general condition. It is necessary 
to repeat, because so often forgotten, that a tumour which 
cannot otherwise be felt may often be felt easily under 
chloroform. 

The size, shape, and consistence of the tumour vary 
greatly. At the pylorus the tumour is generally small, 
oval, or tubular, firm and sometimes nodular, but matting 
or infiltration of surrounding structures may alter its 
character. Elsewhere the masses felt may be soft or firm, 
regular or irregular in shape. The tumour is often visible 
as well as palpable. It moves with respiration and can be 
moved with the hand, often remarkably freely, especially 
a pyloric tumour, which may be sometimes moved several 
inches in every direction, unless fixed by adhesions, 
although it is unwise te assume the absence of adhesions 
because the movability is fairly free. -Pyloric tumours are 
those which are most often found near the umbilicus—a 
little above and to the right of the umbilicus is a commen 
position for them. Gas may be sometimes felt to hubble 
through a pyloric tumour. Cancer of the whole stomach 
is apt to form an oval or elongated tumour, projecting 
into the epigastrium from under the left ribs, with a well- 
defined lower and an indistinct upper border; this tumour 
tends to diminish in size as the cancer gets older. 

Some tumours only descend from beneath the ribs when 
a deep breath is taken, so that it should be an invariable 
rule to ask for such a breath to be taken. Gastric tumours 
are generally dull on light percussion and resonant on more 
forcible percussion. A gastric tumour may decrease in size, 
or even disappear, when extensive sloughing has occurred 
or when a fistula has formed. 

Fever.—Fever, like haematemesis, occurs in about 33 per 
cent. of the cases at some time or other. This is often 
forgotten, and mistakes are made in consequence. I have 
drawn attention to this source of error, in cancer gener- 
ally, in a former paper.?— In about half the febrile cases 
the fever is cqutinuous. Chills, headache, and pains in the 
limbs may be observed, and the temperature sometimes 
reaches 102° F. or 103° F., though usually only 100° F. 
or 101° F. Perigastric suppuration is present in some of 
these febrile cases, and should always be looked for. Con- 
siderable leucocytosis of polymorphonuclears would suggest 
pus. 

Ojfensiceness of Breath and Vomit.—These are specially 
present when gastro-colic fistula has occurred, when the 
odour may be actually faecal. But offensiveness may occur 
in absence of fistula, and is suggestive of cancer. 

Diarrhog.—This may recur from time to time, and is 
doubtless due to gastric fermentation. It may be early. _ 

Dysphagia.—Dysphagia may occur when the growth is 
at the cardiac orifice. Then the x rays should help. 

Enlarged Supractacicular Glands.—These are quite rarely 
found. But | remember a case, seen many: vears ago, 
where such glands were conspicuous, and formed a chain 
in the neck, diminishing from below up; they supplied 4 
valuable aid in the diagnosis; the cancer was the most 
rapidly growing and widely disseminated gastric cancer that 
I have seen. I refer to it because in Vienna I have 
found a tendency to deny altogether the value of this 
‘* Virchow’s gland.’? Care must, of course, be taken to 
exclude other causes for the presence of these glands. 
Their absence has no significance. Obviously this is a !ate, 
symptom. 

Oedema of the Feet.—This, in absence of any other cause, 
should add to the suspicion of malignancy. It is a late 
symptom. 

Thrombosis of Veins.—It has been asserted by some 
German writers that, when the diagnosis of cancer is in, 
doubt, the appearance of thrombosis of veins anywhere, 
makes cancer probable, 
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” in the stools, if constant, is mest suggestive of 
cancer. Three days of abstinence from all food contain- 
ing cither haemoglobin or chlorophyll must precede the 
examinations, 

Test Meals, 

The examination of the fasting gastric juice is often 
essential. The points to be laid stress on are: (1) absence 
or marked diminution of free hydrochloric acid (absent, 
however, also in some cases of gastritis, in gastric atony, 
in pernicious anaemia, and in acne rosacea); (2) presence 
of lactic acid; (3) foul odour; (4) blood; (5) pus; (6) frag- 
ments of growth; and (7) sarcinae in pyloric obstruction. 
The absence of free hydrochloric acid is very suggestive 
of cancer; the presence of lactic acid has recently been 
claimed to be pathognomonic cf cancer by Professor Craven 
Mocre and Dr. Roberts, dealing with 22 cases.* It will 
‘be most important to confirm this conclusion by a larger 
numer of cases and to determine how early the acid can 
be discovered. Fragments of growth are conclusive, but 
are very rarely found. 
X Rays. 

These gre of the utmost value in many cases, and when 
available should invariably be used. - But there is no doubt 
that they sometimes mislead; much, however, depends on 
the skill of the radiographer. The fact is that here, as in 
so many other instances, the findings of every method must 
be correlated with those of every other. In the case of the 
plump rosy woman above alluted to, the ¢ rays, in the 
hands of my’colleague Dr. Miller Muir, declared unre- 
servedly for cancer. Details of «-ray work are outside 
my province. Dr. Spriggs’s valuable recent paper should 
be carefully Dr, Marxer’s ‘ slow cinematograph 
gamera *’ seems a most useful advance, 

The ‘* Cardiac Sign.” 

1 described this sign in 1903, and twenty-five years’ 
experience has only confirmed my original ¢stimate of its 
great value. For it is almost pathognomonic of carcinoma. 
The only other conditions capable of producing it besides 
carcinoma are (1) starvation, and (2) severe diarrhoea. 
These two conditions must, therefore, be always borne in 
mind when looking for it. It is curious that this sign is 
usually absent in sarcoma, just as wasting is often absent 
in the early stages of sarcoma. 

The sign consists of a remarkable diminution, which may 
go on to complete disappearance, of the deep cardiac 
dullness in the recumbent posture, when there is nothing 
else to account for it. When the question of carcinoma 
of some internal organ has arisen, if the recumbent cardiac 
dullness is found to measure only 1} inches or less across, 
instead of the normal 3 to 3} inches—it is often reduced 
to the size of a postage-stamp—(in the absence of true 
emphysema as shown by good chest expansion, or of any 
other chest disease, which could either draw the heart 
backward or cover it with lung) the odds in favour of the 
existence of cancer are about 4 to 1; whereas if the 
recumbent cardiac dullness is of normal width (in the 
absence of cardiac enlargement or of eny chest condition 
which could either hold the heart forward or retract the 
lung) the odds are about 4 to 1 against cancer being 
present. This sign is commonly accompanied by a remark- 
ably feeble pulse and feeble heart sounds. 

This ‘‘ cardiac sign ”’ is apt to be conspicuous in gastric 
carcinoma cases, arid it is rather absurd of people, who 
cannot make it out, to speak disparagingly of the resources 
of medical diagnosis. It may be, moreover, an carly sign 
of cancer. I remember a case of cancer (it was of the 
sigmoid, however) twenty years ago, in which my friend 
Mr. Russell Coombe and I had made an early diagnosis, 
and had asked a well-known London surgeon (since dead) 
to cperate. He said, ‘‘ But you cannot diagnose cancer on 
such slight grounds.’’ We replied that the diagnosis was 
made, and that we should be obliged if he would accept it. 
He did, the cancer was found and removed, and the patient 
Is still alive. Another case affords a useful contrast to this. 
A friend, who had convinced himself of the value of the 
cardiac sign, sent an carly case of uterine carcinoma to 
& gynaccologist of note, and, as he expressed it, ‘‘ had the 


Blood” in the Stools.—The finding of “ occult’ 


floor well wiped’ with himself ’?; later the gynaecologist 
apologized, but operation had then become impossible. 

1 would suggest the following explanation. 

1. The heart tends to become small in carcinoma cases 
(brown atrophy). 

2. The lungs tend to develop a spurious emphysema 
(Fenwick), which I find can be distinguished from true 
emphysema by the normal expansibility of the chest—a 
condition perhaps due to a loss of elasticity in the lungs, 
analogous to the loss of elasticity in the abdominal skin so 
often seen in cases of abdominal carcinoma. 

3. The heart muscle doubtless becomes flabby like the 
skeletal muscles in cancer cases. 

4. The small feeble pulse suggests an imperfectly filled 
vascular system. 

In recumbency such a heart should tend to drop back 
unduly from the anterior chest wall and allow such lungs 
to overlap it. 

Sites of Secondary Growths. 

Certain sites of secondary growths are worth remembering 
as influencing diagnosis: 50 per cent. occur in the liver, 
35 per cent. in the peritoneum and omentum, 19 per cent. 


‘in the pancreas, and about 10 per cent. in the lungs and 


pleura. Consequently we -find, sooner or later, jaundice 
in about 15 per cent. of the cases, ascites in about 25 per 
cent., und pleural effusion in about 10 per cent. ‘The 
secondary affections which chiefly tend to mask the primary 
cancer are cancer of the liver and ascites. About 25 per 
cent. of cases of liver cancer are secondary to stomach 
cancer, and gastric cancer is perhaps the commonest cause 
of peritoneal cancer. 

Other secondary growths, occasionally useful in diagnosis, 
are skin nodules, like small tabloids freely movable under 
the skin. These when microscoped give the diagnosis 
of cancer, but when very small, unless most carefully 
examined, may be mistaken for mere lymphoid tissue. 
Growth in bone may be thought to be “ rheumatism ”’ ; 
here the x rays can clear up the diagnosis; but bone 
secondaries are not nearly so common in gastric cancer as 
in prostatic cancer. 

Complications. 

The occurrence of certain complications not already 
dealt with must be borne in mind, in order to avoid the 
mistakes which their presence might cause, such as: 
General peritonitis, which occurs in about 3 per cent. of 
the cases and has been recorded as the first indication 
of the cancer. A gastric perforation into the general 
peritoneal cavity is a rare event. Perigastric abscess 
also occurs in about 3 per cent., and may be sub- 
phrenic, epigastric, hypochondriac, or umbilical. Gastric 
fistula is found in less than 3 per cent. of the cases, 
usually between stomach and transverse colon, extremely 
rarely between stomach and small bowel or skin. 
Nephritis may coexist or arise in the course of the disease, 
Pneumonia is an occasional cause of death (6 per cent.). 
Melancholia, which may be suicidal, occurs rarely. Cerebral 
or spinal symptoms arise in about 1 per cent. of the cases. 
Tetuny, purpura, and septicaemia are all extremely rare. 
Phthisis may coexist, though very seldom, a fact worth 
remembering. Extension of growth may, in rare cases, set 
up abscesses in liver, spleen, or kidney. ‘ 

Some DiskasEs Cancer. 

Non-cancerous causes of loss of flesh have been already 
referred to. Blood diseases, such as pernicious anaemia, 
the anaemia of ankylostomiasis, and leucocythaemia, can 
only be confused with malignant disease by a careless 
investigator. The commonest difficulties seem to arise is 
connexion with chronic gastritis, gastric and duodenal 
ulcer or their sequels, hepatic cirrhosis, gastralgia. I 
will take these in order. The points already dealt wit 
I shall repeat as little as possible. 

Chronic Gastritis.—It is from chronic gastritis that the 
diagnosis has most often to be made, and it is often very 
difficult in the early stages. Under 30, unless there were 
a gastric tumour, cancer would not be thought of. But 
over 40 it should always be thought of, when gastric 
symptoms arise for the first time. I cannot too strongly 
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urge the value of the ‘‘ cardiac sign ’’ in these cases, and 
of the necessity for the search for *‘ occult blood,’’ and for 
x-ray investigation. 

Gastric or Duodenal Ulcer or their Sequels.—Apart from 
the uncommon Cases in which cancer supervenes in ulcer, 
there is usually less difficulty here than with chronic 
gastritis; for cancer is rare at the earlier ages when ulcer 
is most common. The duration of ulcer is often much 
longer than that of, cancer, and the symptoms tend to 
disappear and to recur. Pain in ulcer is usually more 
severe than in cancer, but less continuous, more aggravated 
hy food, more relieved by vomiting. Appetite in ulcer 
generally remains good, although the patient may refrain 
from eating for fear of causing pain. Tenderness over the 
lesion is apt to be greater in ulcer, although it is a mistake 
to say (as has been said) that there is no tenderness over 
a cancer, Vomiting in ulcer is commoner and more regu- 
larly associated with meals; and haematemesis is more 
often profuse and occasional, with perhaps a history of 
similar haemorrhages some years before. The tumour of 
an old ulcer may increase the difficulty, and it is important 
to remember that, even at operation, the nature of the 
mass may only be determinable by microscopy of an 
excised portion. I remember a case of another inflammz- 
tion (not irrelevant) of the pancreas where, at operation, 
an able surgeon thought we had made a mistake’ in dia- 
gnosis, so firm was the mass found and so extensive, but 
the microscope showed only chronic inflammation, and the 
recovery of the patient confirmed the microscopy. Except 
in late and long-lasting cases of ulcer the weakness and 
wasting are not comparable to those of cancer. Special 
difficulty arises in cases where cancer has supervened on 
ulcer, because then the test meal shows a normal or 
excessive proportion of free hydrochloric acid, as in 
ordinary ulcer. It should be borne in mind that duodenal 
cancer is very rare. In some of these cascs the x rays 
render valuable service. Sometimes exploratory operation 
is indicated, even apart from the question of possible 
malignancy, as in hour-glass stomach, pyloric stenosis, etc. 

Hepatic Cirrhosis—It is sometimes difficult to distin- 
guish the haematemesis of hepatic cirrhosis from that of 
gastric cancer, and where jaundice or ascites or both 
coexist the difficulty is increased. The history helps, when 
we can get it. The sallow facies of cirrhosis, with venous 
varicosities, are different from the anaemia and thinness 
of cancer. But there is often wasting in cirrhosis, and 
cirrhosis may exist without a characteristic facies. The 
spleen is often enlarged and can be felt in cirrhosis, 
whereas in cancer the spleen, unless it is involved in the 
growth (which is rare), cannot be felt. Haematemesis in 
cirrhosis is apt to be profuse and “‘ coffee-ground,’”’ and to 
occur when there is no loss of flesh. The appearance of 
toxaemia, such as occurs in hepatic cirrhosis, may decide 
in favour of cirrhosis. ‘‘ Hepatic deficiency tests’? do not 
seem to be of much service at present. 

Gastralgia—This should only be diagnosed when organic 
disease has been most carefully excluded. I cannot recall 
a case in which it has caused (''ficulty, but it is mentioned 
by others, so I refer to it. 


Some Other Tumours. 

Cancer of the Colon.—History, symptoms, and x-ray 
exam‘nation shoulc make the diagnosis plain. Also the 
direction of visible peristalsis, when present, should dis- 
tinguish. I remember a case, seen many years ago, before 
te advent of the x rays, in which visible peristalsis from 
left to right led me to diagnose gastric cancer, but where 


the surgeon, summoned from a distance, operated for a’ 


colonic growth and found himself wrong. 

Cancer of the Head of the Pancreas.—Here we have to 
guide us a fixed tumour (if it be palpable), rapid wasting, 
white stools without jaundice, or jaundice with enlarge- 
ment of the gall-bladder, together with the diastase 
reaction, resulis of estimation of faecal fat and_ its 
chavacter, the copious stools, and the microscopical finding 
in the motions of still striated muscle fibres. It would be 
also worth looking for possible sugar in the urine (unusual), 
and to use Cammidge’s test and Loewi’s test (adrenaline 
dropped into the eye). 


THE SCOPE OF CAESAREAN SEGTION. 


Tumour of the Omentum.—aA cancer may ;simu 
late this. As I have pointed out in another paper,° the 
commonness of pyloric cancer as compared with the rarity 
of omental cancer will help us. But the x rays should be 
our best guide to a certain diagnosis. The same means of 
examination should distinguish pyloric cancer from the 
rather large list of tumours of other organs, which it may 
simulate in its surprising variety of location in the 
abdomen. 

Simple Gastric Tumour.—When such is clinically dis 
coverable exploratory incision will be necessary and_ will 
decide. 

Hair-ball in the Stomach.—This is a possibility not to 
be forgotten in a hysterical person, and we should ask 
for a history of hair-swallowing. 

Faeces in the Colon.—Faeces in the colon may closely 
simulate a gastric tumour. If the mass can be unmis 
takably indented with the finger (very rare) then the 
presence of faeces cannot be doubted, but it is well to 
remember in such a case that there may also be a growth 
in the colon causing the faecal obstruction. Generally we 
must rely on the use of aperients and enemata, together 
with the x rays, to arrive at our diagnosis. ° 

Aneurysm.—Error is easier to make than one might 
imagine. Expansile pulsation, if found, is distinctive, 
The « rays may decide. 

Gumma.—The main thing is to remember it. 1 have 
diagnosed such a tumour and watched it disappear under 
iodide and mercury. 


In Concivsion. 
Four points must never be forgotten in dealing with a 
case of possible gastric cancer—namely : 
1. ‘It is never justifiable to open the abdomen as the 
sole means of making a diagnosis ’? (Walton).° 


2. It is never justifiable to refrain from advising 
laparotomy when there is reasonable hope of successful 
radical removal if the general health permits. 


3. The diagnosis must be arrived at by a joint use 
of clinical, radiological, pathological, and, if necessary, 
surgical means. And the greatest of these are the clinical, 
because they are the earliest to suggest. 


4. ‘‘ Dyspepsia”? is not a diagnosis. 
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THE SCOPE OF CAESAREAN SECTION. 
AN ANALYSIS OF 205 Cases or THE C.ASSICAL 
OpERATION.* 
BY 


FRANCES IVENS, M.S.Lonp 


CLINICAL LECTURER IN OBSTETRICS AND GYNAECO_- 3°, UNIVERSITY 
OF LIVERPOOL. 


Tue scope of Caesarean section is a subject of co’ derable 
importance; it is one which it might be pro: ble te 
discuss, and about which there is some diversity of opinion. 

We know that in a certain percentage of cases natural 
delivery resuiting in the birth of a living child is am 
impossibility, and numerous expedients have been intre 
duced to deal with such cases, none of them absolutely 
satisfactory or entirely free from danger. The inductioa 
of premature labour, prophylactic version, symphysiotomy 
and pubiotomy, high forceps delivery, all have or have had 
a vogue, and haye been, in skilled hands, more or less 
successful. Each method, however, presents certain dis- 
advantages. The induction of premature labour, if em 


* Read before the Leeds University Medical Society on November 6th, 
928. 
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barked upon sufficiently early for a living child to come 
through a high degree of contracted pelvis, will probably 
result in the birth of an infant which is weakly and un. 
likely to survive. Prophylactic version is by no means 
universally successful, and symphysiotomy and pubiotomy 
are often maiming and dangerous to the mother from 
sepsis and from lack of union. A high forceps operation, 
except in very skilled hands, is an extremely dangerous 
operation for the mother and is often fatal to the infant. 
This leaves us with the alternative of craniotomy or 
Caesarean section. In craniotomy the sacrifice of the 
child is obligatory, and this is not only repugnant to most 
obstetricians, but is also an operation by no means devoid 
of danger to the mother when she is in a state of shock 
and collapse. It is often difficult and requires prolonged 
anaesthesia. Caesarean section is the alternative left to 
us, and we have to consider under what conditions it is a 
safe operation, and whether, in cases where it has hitherto 
heen regarded as unjustifiable, any technique can be 
introduced which will give better results. 

The first authentic Caesarean section was probably per- 
formed in 1610 by Trautmann of Wittenberg, but for nearly 
two hundred years the mortality was over 50 per cent., as 
no sutures were used in the uterus and the patients died 
from haemorrhage and sepsis. In 1876 Porro introduced the 
modification of amputating the body of the uterus and 
bringing the cervix into the lower angle of the abdominal 
wound, This operation was fairly successful, but was neces- 
sarily a destructive manceuvre and necessitated a prolonged 
convalescence. It remained for Singer in 1882 to intro- 
duce the employment of sutures for the uterine incision, 
which made a conservative operation possible. Siinger’s 
operation—known as the classical one, and of which the 
technique has been very slightly modified since he intro- 
duced it—presented certain disadvantages in cases which 
had heen exposed to infection, which had been long in 
labour, and where other methods of attempted delivery 
had heen tried. Deaths from septicaemia were only too 
common. 

As an improvement, in 1907 Frank introduced a new 
method—namely, the lower segment operation. A trans- 
verse incision was made through the lower abdominal wail 
and the peritoneum was separated from the bladder and 
from the lower uterine segment, which was then incised, 
the child delivered by forceps, the placenta removed, and 
the incision closed—the whole operation being extraperi- 
toneal. Though the operation was enthusiastically received 
it was found that the peritoneum was often torn, and 
Krénig proposed a modification—namely, the transperi- 
toneal. He opened the abdomen by a median incision and 
separated the peritoneum from the lower uterine segment, 
which was then opened by a median vertical incision. These 
operations have been done scarcely long enough to show 
whether they are really satisfactory. The proximity of the 
wound to the vagina is disadvantageous since infection 
ismore likely to occur. The spread of infection in cellular 
tissues is difficult to control, and it remains to be seen 
whether the scar in the lower uterine segment will stand 
the strain of pregnancy or a possible subsequent labour 
better than one through the muscular tissue of the upper 
uterine segment. 

Vogt has recorded a series of 76 cases of lower segment 
operation with only 2 maternal deaths, and Kustner 55 
suspect cases with no maternal death. It must be borne 
m mind, however, that this operation is more difficult, 
and it is not yet clear whether there is more or less risk 
of rupture of the scar in a subsequent pregnancy. 

There is no doubt that the classical operation is an 
eas'er one, and if it can be performed safely is the one 
which commends itself to the majority of operators. The 
advantages are its simplicity, the easy delivery of the child, 
and the lessened haemorrhage due to the retraction of the 
muscular wall of the upper segment. 


Indications, 

In the time of Singer the only indications were 2 con- 
tracted pelvis of high degree or a tumour which made 
natural delivery an impossibility. In 1898 Lawson Tait 
Sugeested Caesarean section for the treatment of placenta 


praevia—an innovation which was regarded almost with 
horror by the conservative obstetric physicians of his day. 
Since then the indications for Caesarean section have been 
gradually widening, until at the present time the border- 
line in contracted pelvis between vaginal delivery and 
abdominal section lies about a true conjugate of 5} inches. 

Severe eclampsia, accidental haemorrhage, and other 
toxaemias, an impacted oblique lie, ventrofixation, a rigid 
or atresic cervix, a narrow vagina in an elderly primi- 
gravida, a breech presentation with extended legs in a 
primigravida, a large child, a brow presentation, a tight 
contraction ring, serious cardiac disease, pulmonary tuber- 
culosis, or severe bronchitis in the mother—all these have 
become indications in varying degrees, together with other 
rarer and more unusual conditions. It became obvious that 
this extension of the scope of the operation presented 
grave dangers. The classical operation is an easy one and 
présents no surgical difficulties, and there is no doubt that 
it began to be employed occasionally in unsuitable cases. 
Not only is the operation dangerous unless performed with 
extreme care under proper conditions—for there is the 
immediate risk of sepsis in a suspect or potentially infected 
case—but also there is the ultimate risk of a weak uterine 
scar which may rupture in a subsequent pregnancy. 

In 1911 Routh made an inquiry into the results of 
Caesarean section for contracted pelvis in patients operated 
on between the years 1891 and 1910. He found that 
although the mortality in clean cases was between 2 and 4 
per cent., in the potentially infected it rose to between 
10 and 35 per cent.—not much better than in 1882, when it 
was over 50 per cent. In 1921 a further series of 4,000 
Caesarean sections was investigated by Munro Kerr and 
Eardley Holland, from hospital statistics in Great Britain 
and Ireland. Among 3,374 operations for contracted pelvis 
the mortality in early cases was found to be about 1.8 per 
cent.; but late in labour and after induction of labour and 
attempts at delivery it was between 10 and 26 per cent. 
It was clear that in the suspect case Caesarean section was 
unjustifiable unless the technique could be improved. 

Certain obstetric surgeons have been able individually 
to present lists of consecutive clean cases with no death— 
namely, Bar 95 and Schauta 125; but Bar specifically 
stated that he had most carefully rejected any potentially 
infected cases, which were dealt with by craniotomy. In 
Schauta’s list of 76 cases of craniotomy on living children 
the maternal mortality was 1.3 per cent.; in craniotomy + 
dead children there was a maternal mortality of 6 per cent. 

The problem before us, therefore, is so to improve our 
technique that we can operate on the potentially infected 
casé with a risk as low as, or lower than, with craniotomy. 
The chief danger to be avoided is ‘the spread of sepsis, 
with death from general peritonitis, septicaemia, pulmonary 
embolism, or septic pneumonia; and it is necessary to think 
out measures by which we can increase the resisting power 
of the patient, limit the infection, and aid elimination of 
toxic products, while at the same time it is essential to 
obtain a firm uterine scar. 

«My own technique for suspect cases is one which I 
adopted after a large experience of the treatment of 
infected war wounds, where the infecting agents were 
similar to those attacking the placental site—namely, the 
haemolytic streptococcus, the Bacillus coli, the Staphylo- 
céccus pyogenes aureus, and, in rare instances, anaerobic 
organisms such as the Bacillus aerogenes capsulatus. 1 have 
found this technique successful, and believe that its adop- 
tion may help to improve matters very materially. 

1 propose to give, therefore, a brief account of 295 cases 
of Caesarean section which have been under my care in 
hospital and in private during the last nine years, and 
which have been operated upon either by me or by my 
assistant surgeon Miss Ruth Nicholson, to whom I am much 
indebted for her able co-operation and assistance. During 
this period no craniotomy has been performed when the 
foetal heart has been heard, and no selection of the cases 
has been made, A classical Caesarean section has been 
done in all cases, clean or suspect, even if the patient had 
been long in labour with ruptured membranes, or if 
repeated examinations had been made, induction of pre- 


mature labour performed, or forceps delivery attempted. 
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Technique for Suspect Cases. 

The patient is prepared for operation in the usual 
manner, but no attempt is made to sterilize the vagina. 
Open ether is employed as an anaesthetic. As rapidity of 
operation is imperative the classical operation has been 
invariably performed. The incision is made slightly to the 
right of the mid-line, and the right rectus muscle drawn 
outwards, so that it will overlap the peritoneal incision. 
When the abdomen is opened a large gauze dab is placed 
in the upper angle to protect the intestines. The obliquity 
of the uterus is corrected and the abdominal wall is pressed 
firmly against the uterus by the hands of an extra 
assistant, who helps to push out the uterus as the child 
is extracted, so that no contaminated liquor amnii enters 
the peritoneal cavity when the uterus is opened. Large 
gauze swabs are placed behind and round the uterus, and 
the placenta is delivered through the uterine wound, all 
adherent membrane in the lower uterine segment being 
removed by a swab wrang out of warm saline. The uterus 
is stimulated to contract and retract by the injection of 
5 units of pituitrin and 1/100 grain of ergotin, adminis- 
tered when the uterine incision is made. If given too early 
the uterus contracts so firmly that accurate coaptation of 
the cut muscular surfaces is difficult. If there is excessive 
bleeding the uterus is massaged and compressed manually 
with swabs wrung out of hot saline. In making the 
incision care is taken to keep above the lower uterine seg- 
ment, where the bleeding is difficult to control. The 
uterine incision is then closed by interrupted sutures, an 
ample bite of muscle being taken with a large curved 
needle, but the decidua is avoided, so that there is no 
obvious channel of communication between the infected 
uterine surface and the peritoneum. No. 3 Van Horn 
twenty-day “chromicized catgut is employed for the inter- 
rupted sutures, and No. 2 for a continuous suture which 
brings into apposition the peritoneal and_ superficial 
muscular layer on each side of the incision, so that the 
knots of the interrupted sutures are completely buried 
and a smooth surface is left. The continwous suture is 
made firm by taking a back stitch at intervals so that 
no gaping openings are left. With repeated Caesarean 
sections this method entails the narrowing of the anterior 
uterine wall quite considerably. I have never done more 
than four on the same patient. The lower abdomen and 
uterus are swabbed over with warm saline and the 
omentum is drawn over the uterine incision. A _ large 
rubber drainage tube is placed in the cave of Retzius and 
fixed in the lower angle of the incision. The abdominal 
wound is closed by a peritoneal catgut suture and inter- 
rupted silkworm-gut to include skin and rectus sheath; 
20 ounces of rectal saline are administered with the table 
in the Trendelenburg position, while 10 or 20 c.cm. of a 
reliable antistreptococcal serum are injected subcutane- 
ously. Care is taken by compressing the uterus to expel 
clots per vaginam. The lower abdomen is very firmly 
bandaged. Specimens of urine, liquor amnii, and placenta 
or membranes are secured for immediate bacteriological 
investigation. The Fowler position is adopted. Ten ounces 
of rectal saline are given every four hours, and the early 
evacuation of flatus is secured by a turpentine enema on 
the following morning, and a daily injection of 5 units of 
pituitrin, which also promotes uterine contractions. Pain 
and sleeplessness are combated by morphine, and calomel 
and salts or castor oil are-given early and freely, even 
to the production of diarrhoea and incontinence of faeces 
in very septic cases. 

Where lacerations of the vagina, cervix, or perineum 
exist from ineffectual attempts at delivery exudation is 
promoted by a dressing of 10 per cent. hypertonic salt 
solution, to which is added an equal part of 1 in 80 
carbolic acid. Should the case progress favourably, with 
normal pulse and temperature, absence of vomiting and 
distension, the drainage tube is removed in forty-eight 
hours, by which time a large amount of exudate will have 
drained away. As soon as_ bacteriological reports are 
received the appropriate serum, if available, is given or 
repeated. 

The technique for clean cases is very similar, but the 
drainage tube and serum administration are omitted. 


THE, SCOPE OF CAESAREAN SECTION. 


For purposes of analysis 1 have placed my cases in 
groups, as shown in the accompanying tabie: 


| Puerperium. 

é . | es Foetal 

Grove. = Mortality. 
3 2 | 2136 
= 2 
= < 


I, Contracted pelvis 


A. Before or early in labour | 138 | 113 | 25 | 0 . 
Syphilis 1. 
Spina bifida 1, 
1 


Spina bifida 2, 
Asphyxia 1. 
Jaundice 1. 
Pemphigus 1. 
1 


B. Late in labour—after 12; 59 29 x» 0 
hours and_ including 
eases of obstructed 
labour 


C. After instrumental in-; 24 16 8 0 
duction of premature 
labour by bougies, bal- 
loon, or stomach tube 

D. After attempts at forceps 7 3 4 1 2 
delivery 


II. (a) Eclampsia and other tox-| 11 7 3 1 
aemias* 
(b) Accidental haemorrhage 4 0 3 1 
(concealed) - 


III, Placenta pracvia ——— 16 6 0 2 


IV. Other conditions causing b 
structed labour: 


(a) Fibroid tumours... 3 3 0 0 1 
(b) Ovarian cysts 2 0 
(c) Ventral fixation... a] ofo 0 
(a) Rigid os, atresia of the} 8 | 7] 1 | 0 0 
cervix 
(e) Excessive size of foetus ... at 2 2 0 ) 
Malpresentation ... 4 2 210 0 
V. Grave diseases affecting the 
mother: 
(a)Cardiac.. .. 7 5 2 
(b)Pulmonary (chronic; 1 1 0 0 
bronchitis) 


* These included pre-eclamptic conditions, pernicious vomitiny, severe 
albuminuria, and uraemia. 


I. Contracted Pelvis. 
There were 228 cases in this group; they were divided 
into four subgroups as shown in the table, A typical 
infected case is the following. 


A primigravida, aged 41, with flat pelvis and diagonal con- 
jugate of inches, was admitted with membranes ruptured 
seventy-two hours, and meconium-stained offensive liquor. The 
cervix admitted three fingers. The greater part of the head was 
still above the brim. Foetal heart 160. The patient was yellow; 

ulse 104, temperature 100° F. By Caesarean section a white an 
infant of 61b. 4 0z. was extracted with a pressure sore over 
the left parietal bone. It responded to measures of resuscitation. 
The wound gwas drained, 20 c.cm. of antistreptococcal serum were 

iven in a continuous saline subcutaneously, a pack soaked in 
ypertonic salt and 1 in 80 carbolic was placed in the vagina, and 
ergotin and pituitrin were administered. The patient vomited @ 
brownish material almost continuously. Her pulse was rapid an 
temperature subnormal. She was freely purged with calomel and 
salts, the stomach was washed out and a high rectal wash-out 
given. In spite of some temporary incontinence of faeces the 
patient made a good recovery. From wound and vagina strepto 
cocci were grown freely. 

In only one case of obstructed labour did a fatal result 
occur. The patient was in an exhausted condition after 
two separate attempts at forceps delivery, and death was 
due to septicaemia on the eighth day from a Staphylo 
coccus aureus infection. The organism was recovered front’ 
the blood. The patient had refused a pelvic examination 
at an ante-natal clinic. 


II. (a) Eclampsia and Other Toxaemias. 
Caesarean section was only performed in special cases, 
where other measures had failed. i 


Case of Eclampsia.—A 2-gravida, aged 27, was admiited with 
a history of scarlet fever when a child, influenza during preg-, 
nancy, and of recent headaches, oedema, and blurring of visions” 
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THE SCOPE OF CAESAREAN SECTION. 


She was byente ois weeks pregnant and had had three fits 
before admissiqn. lood pressure 160/110. The urine was solid 
with albumin. In spite of morphine 1/4 grain and high colonic 
lavage, ten further fits took place in rapid succession. Pulse and 
temperature began to rise, and as there was no dilatation 
Caesarean section was performed. The child was stillborn. The 
placenta was small and full of infarcts, both kidneys were 
enlarged, and the intestines were collapsed. While in_ the 
Trendelenburg position 30 oz. of rectal saline were given, and the 
stomach was washed out on the table. After operation ten 
further fits eecurred; temperature 104° ?., pulse 130. There was 
some right-sided clonic spasm. The urine contained casts, red 
blood cells, but no pus, and the eyes showed albuminuric retinitis 
and flame-shaped haemorrhages. The last fit took place on the 
following morning, and the patient gradually improved and was 
discharged in good condition. 


The one maternal death in this group occurred in a 
patient who had had no ante-natal care and was sent in 
comatose after ten eclamptic fits. She did not recover 
consciousness. No post-mortem examination was allowe, 
but a cerebral haemorrhage was suspected. The child was 
alive when the operation was started. 


Casc of Pernictous Vomiting. —Mrs. 8. had vomiied during the 
whole course of her first pregnancy. She was jaundiced and began 
to voit coffee-ground material. Labour was induced and a living 
child was delivered with difficulty, as the pelvis was extremely 
small. Her urine contained coliform organisms, and the child died 
on the fourth day from meningitis. Post mortem there was no 
sign of injury to the head. 


This patient again became pregnant in 1925, and was quite 
well for the first three months. She (hen began to vomit almost 
continuously, was very constipated, and was admitted to hospital. 
In spite of the usual treatment the vomiting continued. Her 
temperature was 99.8°, and pulse rate 110. The vomiting became 
haemorvhagic, the patient was comatose, the pulse poor, and the 
urine contained acetone and diacetie acid, a trace of albumin, and 
oliform organisms. Her condition was so serious that I performed 
Caesarean section, alilhough the patient was only about twenty-six 
weeks pregnant. On opening the abdomen the intestines were 
‘ound to be collapsed and sticky. A foetus of 3 lb. was removed 
from the uterus, which was dark in colour. The yterus contracted 
up, but did not bleed. Saline 20 oz. was given subcuianeously 
during the operation, and a large rectal saline while the patient 
was In the Trendelenburg sition. The pulse improved and 
vomiting ceased very soon. The patient did well. 


(b) Accidental Haemorrhage (concealed). 
Caesarean section was only chosen in these cases when 
‘iminative measures had failed and there was no dilata- 
ion of the cervix. Pituitrin was administered freely to 
vid uterine contractions and no hysterectomy was done. 
‘The following was the only fatal case. , 


A 7-gravida was quite well until 3 a.m. on March 31st, 1927, 
vhen she woke up complaining of abdominal pain. Nurse and 
loctor were called and morphine was administered. She com- 
dlained of severe pain and nausea, but did not vomit. Varicose 
ileers were present on the right leg. On admission at 5 p.m. the 
same day the patient presented a toxic appearance and was quite 
meonscious ; the pulse rate was 140, the temperature 96°, and ihe 
breathing stertorous. The uterus was hard; no foetal heart 
could be heard. The urine was solid with albumin. There was 
lilatation of the os admitting three fingers. 


_A subcutaneous saline was given and Caesarean section per- 
formed at 6 p.m. The uterus was discoloured a mauve-green. 
Blood-stained fluid was found in the peritoneal cavity and 
subperitoneal haemorrhages were present. A stillborn male child 
Weighing 6 Ib. 10 oz. was delivered. Three pounds of retro- 
Placental clot had separated the placenta. The uterus con- 
tracted feebly ard death took place almost immediately after the 
close of the operation. The liver, kidneys, and uterine muscle 
showed thrombi, coagulation necrosis, and haemorrhages. A right 
iliac gland corresponding to the ulcerated leg was double the 
normal size and showed an increased number of lymphocytes. 
Bacteriologically the urine contained a mixed growth of Staphylo- 
coccus albus and streptococci, the varicose ulcer Staphylococcus 
bus, aud the placenta non-haemolytie streptococci and Staphylo- 
coecus albus. 


Ill. Placenta Praeria. 

Caesarean section for placenta praevia has only been 
undertaken in cases where the placenta was central or 
overlapping, and where the soft parts were rigid. In 
practically every case vaginal examinations had been made 
before admission, and one or more severe haemorrhages 
had taken place. The same technique was adopted as 'n 
suspect cases of contracted pelvis. Special care was taken 
to secure good uterine retraction, as there is always a 
tisk of post-partum hacmorrhage, especially a_ trickling 
from the cervix. This was not noticeable in any of my 
cases. Of the two foetal deaths in this group, one was due 
to prematurity and the other to repeated haemorrhages. 


IV. Other Conditions Causing Obstructed Labour. 

(a) Fibroids.—There were three cases in this subgroup. 
Panhysterectomy was performed in all cases, but in one, 
as the conditions were unfavourable, hysterectomy was 
deferred for three weeks; the puerperium was, however, 
afebrile. The tumours were large in all cases and had 
undergone necrobiotic changes. In one case where the 
infant was stillborn, the placenta was situated over «a 
tumour, and the child was obviously very badly nourishedt. 
In two of the cases the patients were elderly primigravidae, 
in the third no child had been borne for nineteen years. 

(b) Ovarian Cysts.—In both of the cases in this sub- 
group the tumours were non-malignant, and one completely 
blocked and filled the pelvis. 

(c) Ventral Fization.—In only one case was Caesarean 
section necessary for a ventral fixation. It was associated 
with a slightly contracted pelvis, and a craniotomy had 
heen done previously on a dead child for obstructed labour. 
The uterus was very firmly fixed anteriorly, the posterior 
wall was sacculated, and the uterus moved up very con- 
siderably when the band was divided. 

(d) Rigid Os, Atresia of the Cerviz (8 cases).—Into this 
group fall two interesting cases. In one there was almost 
complete atresia, with a pinhole aperture in scar tissue 
from which liquor amnii trickled. There was a history of 
a previous prolonged difficult labour associated with acute 
gonorrhoeal sepsis. In the other the atresia was complete. 
There had been one forceps delivery, and the patient was 
admitted after sixty hours of unavailing pains in an ex- 
tremely exhausted condition. She was cyanosed, and the 
pulse was weak and irregular. No aperture could be 
found, and the liquor was plentiful and clear. 

In another case there was uterine inertia from great 
distension by twins. The cervix was not dilated, and foul 
liquor came away. Two living children, who survived, were 
delivered by section, and the patient did well after a 
febrile puerperium due to a B. coli infection, which ‘was 
treated anti-coliform serum from the 


In four cases of elderly primigravidae the operation was 
performed for a rigid os, associated in one with a breech 
presentation, in another for uterine inertia from small 
fibroids, and in two for occipito-posterior positions. 

(ec) Excessive Size of Foetus.—In three of the four cases 
in this subgroup the operation was performed for obstructed 
labour. One case was of special interest. The mother had 
been previously admitted to hospital for obstructed labour 
due to a double-headed monster—a case of dicephalus 
dibrachius dipus—which presented as a breech. The second 
child, though excessively large (11 Ib. 8 0z.), was appar- 
ently normal. 

(f) Malpresentation.—There were four cases in this sub- 
group: two brow presentations, one face mento-posterior, 
and one impacted shoulder. The case of impacted shoulder 
presentation occurred in a multigravida who had had 
several normal and forceps deliveries. It was a case of flat 
pelvis. She had not attended an ante-natal clinic for a 
month, and was admitted fully dilated, having strong 
uterine contractions. Foul liquor amnii was coming away, 
and there was a marked Bandl’s ring. A child weighing 
5 Ib. 10 oz. was delivered alive, and though it was in a 
condition of ‘blue asphyxia, revived; 20 c.cm. of anti- 
streptococcal serum and drainage were employed, and the 
puerperium was afebrile. The patient admitted later that 
she had examined herself, felt the hand, and thought some- 
tliing was wrong. She made an excellent recovery, and the 
child survived. 


V. Grave Diseases Affecting the Mother. 

(a) Cardiac.—In these seven severe cases of morbus 
cordis Caesarean section was undertaken as being the 
easiest method of delivery. All the patients did well but 
one, where death from a streptococcal pelvic abscess and 
broncho-pneumonia took place a month later. Sterilization 
had heen attempted by ligature and section of the tubes, 
and it was probable that infection started from the cut 
tube. Unfortunately no drainage and no antistreptococeal 
serum had heen given, as the case was regarded as a clean 
one, although she had had several previous forceps 
deliveries. 
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‘SARCOMA OF THE SMALL INTESTINE. 


(b) Pulmonary (Chronic Bronchitis).—The patient was 
suffering from very severe bronchitis and dilated heart. 
Ske could not move in bed without distress, and was 
extremely cyanosed. She was given’ open ether as an 
anaesthetic, and did .well. 


Resvrrts. 

(a) Immediate.—The maternal mortality, taking all 295 
cases together, is 1.3 per cent., a mortality exactty the 
same as in Schauta’s series of craniotomy on 76 living 
children ; and slightly lower than the 1621 report (Eardley 
Holland) operation death rate for clean Caesarean section— 
namely, 1.6 per cent. The foetal and neo-natal mortality 
is 8.5 per cent., which includes all cases of toxaemia, 
accidental haemorrhage, and placenta praevia. The longest 
series of consecutive cases without a death is 157—namely, 
from Case 14 to Case 171, during a period of rather more 
than four years. It is noteworthy that many of the 
operations were performed in an extreme'y out-of-date 
and ill-equipped maternity hospital, and that no patient 
who had received a prophylactic dose of antistreptococcal 
serum died of streptococcal septicaemia. I think the serum 
lielps to tide the patient over the first few days of the 
puerperium, when her resisting power is at a low ebb and 
her immunity in a negative phase. To be really useful it 
must be given at the earliest possible moment, and I usually 
give it during the operation. The one fatal case in a con- 
tracted pelvis after attempted forceps delivery was due 
to infection with Staphylococcus pyogenes aureus, a very 
dangerous organism extremely difficult to combat. 


(>) Ultimate.—I have made many inquiries with regard 
to the after-history of these cases, and have’ investigated 
t*e uterine sear in about 66 repeat cases. In none which 
hare been treated after the method I have indicated have 
[ found any weakness. Often the scar is imperceptible, 
I sce no reason to discard catgut, which [ have found quite 
refable. In one case, where the operation had been per. 
formed for uraemic convulsions, the patient died subse. 
quent!y with a ruptured uterus; but in this case, owing to 
a mistake, a bougie induction had unfortunately been per. 
formed. A certain number of cases have since passed 
throuzh a normal labour or forceps delivery safely. Intes. 
tinal adhesions do not appear to have given rise to much 
troubte, but I have myself operated on one case of intestinal 
obstruction following a suspect Caesarean section after 
attempted forceps delivery. If the drainage tube is 
removed early there does not appear to be an excessive risk 
of hernia. 

In conclusion, I think that these statistics show that 
craniotomy on the living child is an indefensible operation, 
as a Caesarean section on the above lines involves no extra 
risk to the mother and gives the expectation ef a living 
child. For central placenta praevia the results for mother 
and child are so good that it would be well if cases of ante- 
partum haemorrhage were sent into institutions where 
surgical measures could be undertaken satisfactorily at 
the earliest possib'e moment. 


My best thar':s are due to my house-surgeons and ward-sisters, 
whose help in the care of these patients has been invaluable, 
and to Dr. Hilda Cantrell, who has investigated the records, 
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Sarcoma of the small intestine is, of course, a rarity and a 
clinical curiosity. The object of this paper is to give a 
brief outline of the subject and to place three cases on 
record. The literature is very extensive; it is also very 
dull, being made up of about 200 cases in all. These 
mostly appear as one-case records, and the notes have 
a monotonous similarity without broad generalizations. 
There is a very large transatlantic literature. 

Among the very scanty facts which emerge as to the 
etiology we note a single recorded case in which trauma 
appeared to be the actual excitant. In another case the 
disease was found at the site of a tuberculous lesion. In 
a third case the immediate antecedent to the disease was 
typhoid fever. Males are affected twice as frequently as 
females, and the heaviest incidence of the disease falls in 
early adult life. There are, however, cases on record in 
every decade of life up to the ninth. The sarcomatous 
tumour is found most frequently about midway along the 
small intestine. Either way from this point its incidence 
lessens. Histologically round-celled sarcoma, lympho- 
sarcoma, and spindle-celled sarcoma occur with about equal 
frequency, but there is an example of almost every sort of 
sarcoma on record. The tendency to glandular invasion 
and metastatic dissemination is slight. The prognosis docs 
not seem to vary much with either the site or the histology 
but it dces vary according to the gross morbid anatomy. 
The morbid anatomy admits of clear classification, thus : 


1. The tumour may he a small polypoid mass project; 
into the lumen of the gut. polypoid mass projecting 


2. There may be an extensive tubular or cuff-like j : 


3. A growth may dangle as a pedunculated mass from the 
peritoneal surface of the gut. 


The symptomatology likewise varies according to the 
morbid anatomy, but before proceeding to a description 


of this certain symptoms common to all three types 
must be enunrerated. These common symptoms are: 
(a) Precocious cachexia, (b) Heavy toxic and_ septic 
absorption with associated anaemia and fever. The fever 
would seem to be especially noteworthy in children, 
and the diagnostic difficulties are increased thereby. 
(ec) Alternating constipation and diarrhoea, with malaena 
often. Vague abdominal discomfort and colic. 


Tre Taree Types or THE DIsFaAsr. 
1. The Sarcoma may Project into the Lumen of the 
Gut as a Small Polypoid Mass. 

This type would scem to be the most common, and also 
the one in which the prognosis is least grave. A minute 
account of such a case was given by Maxwell Telling in 
which a child of 3} years complained of symptoms pro- 
gressively increasing in severity and incidence over several 
months. The signs and symptoms closely resembled chronic 
intussusception, but not entirely At operation a knuckle 
of small intestine containing an oval button-like mass 
encroaching into the lumen of the gut was removed. The 
little mass was found to be a _ spindle-celled sarcoma. 
Eight years later the patient was alive and well. 

Almost jnvariably, however, in this type the illness passes 
through a phase lasting several months in which the general 
symptoms of cachexia, colic, and fever persist and progress, 
with a culmination in acute intestinal obstruction due to 
the polypoid mass precipitating an intussusception. 


2. The Growth may take the Form of a Tubular or 
Cuff-like Infiltration of the Bowel Wall. 

Here again the general symptoms persist and progress 
for weeks or months. An acute stage may be reached in 
several ways. Most commonly an abdominal tumour is 
discovered; this is taken to be an appendix abscess, or 4 
twisted ovarian cyst, or a hydronephrosis, or a gastri¢ 
carcinoma. Less commonty subacute intestinal obstrue- 
tion, erroneously ascribed to a colon growth, takes place. 
Least commonly a general peritonitis is caused either by 
necrotic changes in the cuff-like mass or by actual 
perforation, 


3. The Growth may dangle as a Pedunculated Mass 
from the Peritoneal Surface of the Gut. 
This is the rarest type and the most grave. As im 
Type 2, the general symptoms progress till an acute illness « 
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supervenes, due either to changes in the tumour itself, or 
to its increasing bulk, or, most rarely of all, to an acute 
torsion of a coil of small intestine caused by the freely 
dangling mass on its surface. 


Case Recorbs. 
Case 1. 

B.A. was admitied in 1913 for acute intestinal obsiruction. 
A large tumour was found involving the small intestine about 
18 inches below the 
duodeno - jejunal 
junction. he mass 
was adherent to the 
large bowel, but it 
was freed without 
much difficulty, and 


the whole’ mass, 
with the adjacent 
glands about 


iwo feet of intes- 
tine, was resected. 
A lateral anasto- 
mosis done. 
The naked -eye 
appearance of the 
specimen suggested 
a primary glandu- 
lar condition with 
adhesion to and 
ulceration into the 
small intestine. <A 
portion of the mass 
abutting into the 
lumen showed histo- 
logical structure of 
a sarcoma with an 
extraordinary infil- 
tration of eosinophil 
cells. 

The patient was 
quite well for eleven 
years. In 1925 she 
was again admiited 
for colic, abdominal 
pain, and vomiting 
of several monihs’ 
duration. At opera- 
tion annular 
euti-like growth was found high up in the small! intestine. This was 
resected, together with the adjacent glands. Histologically it showed 
a sarcomatous structure identical with the tumour removed in 1913. 

In 1928 the patient reported herself quite well. 


Case 2. 

The patient complained of general abdominal colic, nausea, 
irregular constipation and diarrhoea, and abdominal distension for 
about six weeks. At operation a mass resembling a sloughing 
cyst was found attached io the small intestine about one foot from 
the duodeno-jejunal junction. A wide resection and a lateral 


| 


Fic. 1.—Case 3. Section through gut and tumour. 


anastomosis was performed. Histologically the mass proved to be 
a spindle-celled sarcoma. One year after the operation the patient 
reported himself as quite well. 

Case 3. 

This patient was admiited on account of acute intestinal obstruc- 
tion of very sudden onset. No definite antecedent illness could be 
ascertained apart from two attacks of diarrhoea within the last few 
months. When first seen his condition was very poor, but it was 
decided to give him the chance of laparotomy. A small intestinal 
tumour was seen, but all that could be done was an ileostomy. 

At the post- 
mortem  examina- 
tion the small in- 
testine disiension 
was found to be re- 
lieved, but an early 
acute general peri- 
tonitis was the 
cause of death. 
About eight feet 
from the ileo-caeca! 
valve a rhomboidal 
fleshy mass was 
found adherent to 
the small intestine. 
It dangled from a 
small base and a 
pedicle containing 
some large veins. 
In bulk it measured 
about 2 in. by 14 in. 
by 1 in. Fig. 1 
shows the mounted 
specimen. It had 
caused acute intes- 
tinal obstruction by 
bringing about tor- 
sion of the coil 
to which it was 
attached, as shown 
in the photograph 
(Fig. 2). isto- 
logically the struc- 
ture was leiomyo- 
sarcoma. 

We acknowledge 
with thanks the 
assistance received 
from Professor M. J. 
, Stewart in the pathological and histological details, and to Professor 
J. F. Dobson and Mr. Richardson for permission to publish Cases 
1 and 2. 


Fic. 2.—Case 3. 
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EPITHELIOMA, ERYTHEMA INDURATUM (?), AND 
ULTRA-VIOLET RADIATION. 
BY 


J. GOODWIN TOMKINSON, M.D., 
Visitinc Prysician To THE Warps, ann Sxrn ELEcTRICIAN, 
Western INFIRMARY, GuasGow; ANDERSON MEMORIAL 
Lecturer IN Dermatotocy, University or GLascow. 


Ar the discussion on ultra-violet radiation in dermatology 
which took place at the Annual Meeting of the British 
Medical Association held in Edinburgh in July, 1927, the 
question was raised as to whether there was a risk of 
carcinoma after ultra-violet radiation comparable to that 
following upon excessive z-ray therapy. Some considerable 
time obviously would have to elapse to prove this, and 
more than a few isolated cases would be required to be of 
any positive value, as there must be few if any dermato- 
logists who have not seen epithelioma develop on the 
cicatrices of lupus vulgaris where no physical agent of 
any description whatsover—z rays, for instance—had been 
employed. Such cases are relatively infrequent, but their 
occurrence is generally admitted, and requires to be kept 
in mind when endeavouring to arrive at the cause of 
cicatricial malignant degeneration in any given case. 

A somewhat arresting case from the point of view of 
malignant development occurred comparatively recently in 
my clinic, 

About the beginning of 1926 a male adult patient, the subject 
of extensive facial lupus vulgaris, who had been treated by a 
colleague in England with ultra-violet rays, came under my ¢are 
in hospital, on the latter’s recommendation, for further ultra- 


violet treatment. The patient was submitied to carbon are light 
treatment, In the summer of that year a_ suspicious lesion 
developed on the left cheek. I discussed with a surgical colleague 
the possibility of malignancy, and a subsequent biopsy showed 
the growth to be of epitheliomatous nature. Arrangements were 
made for its excision, but the patient disappeared and noihing 
more has since been seen of him, More than once I inquired if 
he had been treated at any time with + rays, but invariably got 
a negative answer, nor can I recall any evidence whatsoever in 
the shape of pigmentation, telangiectases, or atrophic scarring that 
would suggest excessive x-ray therapy. I could do no other than 
conclude his statement was accurate. 

Exposure to sun rays is included amongst the possible 
factors in the causation of epitheliomata, and the same 
may be said of the etiology of xeroderma pigmentosum. 
It would appear, however, that this factor would require 
the associated one of abnormal vulnerability of the skin 
of affected persons, otherwise these diseases would be more 
frequent in countries where sunshine is a constant feature, 
and I am not aware that such is the case. The sometimes 
familial character of xeroderma pigmentosum would also 
support this contention. Again, as previously stated, epi- 
thelioma may develop on lupus vulgaris where no physical 
therapeutic agents have been applied. The question 
naturally arises, Was this epitheliomatous development due 
to ultra-violet radiation or was it merely coincidental ?— 
a problem obviously offering some difficulty of solution. It 
might be said, however, that the causation was at least 
as likely to be independent of treatment as due to it. 
The patient was of somewhat obstinate temperament, and 
the regrettable feature of the case Was his disappearance 
—I widerstand he went to sea—after it had been arranged 
to excise the lesion. 
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A case equally interesting as that just recorded, from 
the point of view of complication, but of entirely different 
nature, was the following. 


A girl, aged 19 years, suffering from facial and_submental 
lupus vulgaris, came under my care in November, 1925, and was 
put on ultra-violet ray treatment, the carbon are light being 
employed. After about four months’ treatment lesions high] 
suggestive of erythema induratum scrofulosorum, one of wi 
broke down, appeared on the legs. Their distribution, however, 
tended to be at a higher level than is usually the case in this 
affection. I had never practised ultra-violet radiation in erythema 
induratum, and as the latter had developed during that treatment 
I discontinued it. It is my prac- 
tice to submit most patients suffer- 
ing from erythema induratum to 
x-ray therapy, employing at the 
same time appropriate local medi- 
cation—usually a resorcin oint- 
ment and lotion—and advising, 
where practicable, rest in bed or 
on a couch in the semi-recumbent 
position. The patient was treated 
on these lines. X-ray treatment 
was begun in March, 1926: a half 
Spnbouraud pastille dose screened 
with 0.2 aluminium, the pastille 
remaining unscreened and equi- 
distant from the part exposed and 
the source of the rays, was given; 
this was repeated in a fortnight, 
and again in a little over three 
weeks—that is, a total dosage of 
e pastilles through 0.2 aluminium 
filter, distributed over a period of 
a little more than five weeks. 
This was associated with an oint- 
ment and lotion, as_previousl 
quoted, and rest enjoined. Heal. 
ing followed. At the margin of 
the healed ulcer, the sole lesion 
which had ulcerated, an incom- 
plete circle of yellowish colour 
persisted. 

Left wither healing is a recognized feature 
induratum ?) lesions in erythema induratum, but the 
one shows developing ulceration, unusual tint led me to submit 

rae a specimen to the pathological 
department for examination, which elicited the following report : 
“The specimen shows a central area with atrophic epidermis 
surrounded by a swollen area in which the deeper layers 
show slight increase of pigment granules. No evidence of 
tuberculous disease is found.’ As these lesions had developed 
ects ultra-violet radiation—and the patient had not spent 
long hours on her feet—I naturally hesitated about resuming 
that treatment. However, on May 2nd, 1927, I very cautiously 
pr see it again, and fortunately with no recrudescence of the 

ection. 


PULMONARY ACTINOMYCOSIS. 


BY 
T. WARWICK PRESTON, M.D.Lonp., M.R.C.P., 


ASSISTANT PHYSICIAN, CROYDON GENERAL HOSPITAL. 


James Homer Wricut,' in his account of pulmonary 
actinomycosis, says: 

“Definite features are usually wanting until the disease is far 
advanced. If the lungs are extensively involved there is cough 
with fetid, sometimes bloody, sputum and signs of bronchitis, 

ulmonary consolidation and cavity formation, usually in the 
ower lobes. Cachexia, anaemia, fever of variable type, and the 
‘habitus phthisicus’ occur also. Frequent involvement of the 
pleura and thoracic wall are a prominent feature.” 


Most of the fairly numerous cases which have been 
reported in the literature from time to time conform 
more or less closely to the above classical description, and 
the majority of them have masqueraded for a considerable 
period as cases of pulmonary tuberculosis. Most of the 
authors seem agreed also in regarding the pulmonary 
variety as having the worst prognosis and being the least 
amenable to treatment. Thus Illich® collected 58 cases 
without a single recovery. Maier records 7 recoveries out 
of 35 cases. 

Samuel West? records 30 cases of actinomycosis of the 
lungs and pleura with 26 deaths; of the remaining 4 patients 
1 was apparently cured, the others were discharged with 
the condition unrelieved, and were subsequently untraced. 

Foulerton® reports 14 pulmonary cases from the records 
of the Middlesex Hospital: 9 patients died, 2 were trans- 


ferred to the infirmary in a hopeless condition, 1° was. 


untraced, and 2 were apparently cured. Of the 2 successful 
cases it would appear that at first operative treatment was 
employed without producing any favourable effect; cure 
seems to have been effected in one case by the administra- 
tion of large doses of potassium iodide, in the other by 
means of an autogenous vaccine. Rickman Godlee,‘ after 
a description of 13 cases of actinomycosis, states his opinioa 
that although potassium iodide is useful, surgical inter. 
vention is of primary importance. Of his 4 pulmonary 
cases 3 patients died; the fourth recovered as the result 
of surgical intervention followed by the administration 
of potassium iodide in 40-grain doses three times daily, 
Bigland and Sergeant® report the case of a man suffering 
from pulmonary actinomycosis complicated by empyema. 
The empyema cavity was washed out with colloid iodine; 
the patient, who recovered, also received intravenous in- 
jections of iodine, and potassium iodide in large doses by 
the mouth. 

The two cases under my own care, which are described 
hereafter, seem of sufficient interest to be put on record, 
first, on account of the somewhat unusual mode of onset, 
and secondly, on account of their favourable response te 


simple medical treatment. 
Case I. 

A married woman, aged 47, was admitted to Croydon General 
Hospital on August 11th, 1927, with a history of one week’s 
cough, with offensive expectoration and pyrexia. She looked, ill, 
and had a hectic flush on the cheeks; the temperature was 101° 
to 102° F., the pulse 128, and the respirations 24. She had an 
impaired note at the right apex, harsh breath sounds, and very 
striking post-tussic suction. She was coughing up thick yellow pus 
which smelt so offensively that I made a diagnosis of abscess 
the lung, although I must confess that I was decidedly puzzled 
as to its etiology. An a-ray photograph showed a dull opaque 
area at the right apex, which, however, was less extensive than 
I had anticipated from the physical signs and from the large 
uantities of offensive pus which the woman was expectorating, 
r decided to watch her for a few days before thinking of any 
surgical procedure, and in the meantime put her on the balcony 
and gave her creosote by the mouth and by inhalation. 

A specimen of sputum was sent for examination, and on 
August 15th Dr. Guest reported: ‘‘ The predominant organism 
is a Gram-positive filament, many of the filaments presenting true 
branching. 1 have little doubt that this is a case of actino 
mycosis.”” On August 18th a further specimen showed the same 
organism predominating; on August 19th it was still present, but 
in diminished numbers, and there was a profusion of strepto- 
cocci. On August 22nd, however, the streptothrix filaments, show- 
ing true branching, predominated. 

On receiving the pathological report I put the patient on 
potassium iodide, 10 grains thrice daily- by the mouth, and started 
her on a course of intramuscular injections of lipiodol (Lafay) 
twice weekly, commencing with 1 c.cm. and increasing up to 
10 c.cm. Altogether she received 87 c.cm. of lipiodol in this way 
during her stay in hospital. The iodide was also increased up to 
40 grains thrice 

On August 27th I injected 20 c.cm. of lipiodol intratracheally 
by the crico-thyroid route—the technique employed being that 


| reecmmended by Chandler7—the patient being semi-inverted and 


turned on her right side. I performed this operation principally 
in order to obtain a better defined x-ray picture of the abscess, 
but I also had it in mind that the procedure might be of some 
therapeutic value. The photograph showed dilated bronchi in 
the upper part of the right lung ficld, but the lipiodol had not 
entered into the opaque area of the apparently closed abscess 
cavity. While of some value from the point of view of localization, 
therefore, it is doubtful whether my procedure had the desired 
effect of bridging the lipiodol into contact with the actual area of. 
disease. The cough gradually subsided, and after September 1st 
the patient had no expectoration. ; 

The temperature remained high (evening 100° to 101° F.) until 
September 14th, after which it was normal. until her discharge 
from hospital on October 10th. At this time she still had an 
impaired note to percussion at the right apex and a few coarse 
rales. Her general condition was excellent, and she had no 
symptoms at all. For two or three months after discharge she 
took tincture of iodine (French Codex), 5 minims thrice daily in 
milk; after that she had no treatment until October, 1928, when 
I put her on iodine again for a few weeks, At the present time 
her condition is exceilent, and there is nothing abnormal to be 
detected in her lungs either by physical examination or by a rays. 


No “ clubs ’’ were ever demonstrated in the sputum, but 
the branching filaments were so typical on four separate 
oceasions that I do not think there can be any serious 
doubt as to the correctness of the diagnosis. Wright! 
says that the demonstration of filaments showing true 
branching justifies the diagnosis, even though clubs are 
never seen. The patient had never been in contact with 
horses or other animals and denied ever having chewed 
grass or straw. She had some vague dyspeptic symptoms, 
but there was nothing at all to suggest any abdominal 
focus of disease; a barium meal of the whole alimentary 


tract showed nothing abnormal, 
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{ must express my great indebtedness to Dr. Guest, who first 
demonstrated the organism in the sputum. J must also thank 
Dr. P. W. Hamond, who took the z-ray photographs. 


Case I. 

A hawker-greengrocer, aged 65, stated thai he had enjoyed good 
health up to March, 1927, except for occasional bronchitis in the 
winter; in March, however, he had a severe aitack of bronchitis. 
He returned to his work in May, bui.his cough persisted, and in 
August he began to expectorate ‘blood-stained sputum. He had 
never had severe haemoptysis, but up to the time when I first 
saw him (September 29th, 1927) he had brought up a little blood 
nearly every day. He complained of great weakness and said he 
had lost weight. His doctor had had his sputum tested for 
tubercle bacilli on several oceasions, but with negative result. 
While sitting in the consulting room he coughed up about a 
drachm of dark, almost ‘‘ prune-juice ’’ coloured, blood. I thought 
of neoplasm as a likely diagnosis, but an examination of his 
chest showed nothing but a slightly impaired note at the left 
base and a few scattered rhonchi. A radiogram did not help 
much, the condition being suggestive of an indefinite difuse fibrosis. 

On October 6th Dr. Southgate reported long granular Gram- 
positive organisms in the sputum suggesting a streptothrix; some 
of the filaments showed true branching and many pus cells were 
present. A second specimen showed a sireptothrix predominating, 
and Dr. Southgate expressed himself as re no doubt as to 
this being the causative organism. 

The patient was admitted to hospital and 20 c.cm. of lipiodol 
(Lafay) was administered iniratracheally by the crico-thyroid 
route, the patient being turned over on his left side. The radio- 
— showed diffuse bronchiectatic dilatations over the left lower 
obe, but no actual cavitation was apparent. I am of opinion 
that the procedure was of some therapeutic value in this case, as 
the lipiodol was carried widely through the bronchial tubes of the 
left lung. This patient, being afebrile, and able to get about, 
was only kept an in-patieni for a few days, treatment being con- 
tinued in (he out-patient department ; ihis was essentially the same 
as in the previous case—namely, lipiodol intramuscularly and 
tincture of iodine 5 minims in milk thrice daily (French Codex). 

In January the patient reported that he was feeling well, had 
very liltle cough, had brought up no further blood, and was 
putting on weight. A specimen of sputum contained no strepto- 
thrices. Ai the present time he is at work and in good health. 

1] am greatly indebted to Dr. Southgate, pathologist to 
Croydon General Hospital, for giving me the diagnosis. 1 
must also thank Dr. Hernaman-Johnson for his co-operation 
in the radiological department: and Dr. Easton of Thornton 
Heath. who sent me this case in the first instance. 
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THE TEMPERATURE IN PULMONARY 
TUBERCULOSIS. 


BY 


COLIN MILNE, M.B., 


ALTHOUGH the importatice of a rise or fall in the body heat 
as evidence of disease was recognized by Hippocrates its 
true significance has, curiously enough, rather fallen into 
the background, and that in an age in which accurate 
thermometry has become possible (Wunderlich, 1851). 
Now we require that if the temperature is to serve as a 
reliable criterion, it must be determined with exactness ; 
various extraneous influences which may modify the correct- 
ness of measuring it have to be eliminated. 

In view of the long-lasting discussion as to the best way 
of taking the temperature I investigated the different 
methods in several series of patients. By taking the oral 
and rectal temperatures simultaneously, twice daily for 
three weeks in one series, | found the tracings on the 
charts te be almost parallel, the rectal being the higher by 
about helf a degree. The rectal temperature is probably 
the most accurate, its determination being unaffected by 
external influences; it is therefore recommended by many, 
but more time is required for taking it, and the procedure 
is not pleasant either for the patient or for the nurse. 
I found similarly that the oral and axillary temperatures 
were almost parallel, with an interval between them of 
about 0.4 of a degree. The axilla must be thoroughly 
dried for the reading to be accurate, and great care is 
necessary in the case. of patients with a tendency to per- 
Spire, as is common in tuberculosis. Taking the tempera- 
ture of a stream of urine I faund most unreliable in 
practice: the temperature was at least a degree above 
that of the oral method. 


TEMPERATURE IN PULMONARY TUBERCULOSIS... 


_fectly sterilized in carbolic lotion, 
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The oral method of determining the temperature secias 
to me to be the most suitable, but the patient must remain 
indoors for fifteen minutes before it is taken, and kecp 
his mouth closed, otherwise it is cooled by the surrounding 
air. The thermometer should be left for at least five 
minutes in the mouth, since even though it is marked as 
a half-minute or minute thermometer registration ts fre- 
quently not complete in this time. {tf the temperature *s 
about normal it is often three minutes before the mercury 
begins to move at all, though in the case of a temperature 
of 100° F., or more, this will be recorded within a minute 
usually. Each patient should have his own thermometer 
so that these precautions can be observed and the murses 
be enabled to read off the results in rapid succession. When 
there are only two or three thermometers in a ward with 
eighteen or twenty patients temperatures near the normal 
are hardly ever recorded accurately, although marked rises 
are sufficiently well indicated to be registered sufficiently 
correctly. An additional reason for having separate ther- 
mometers is to prevent one patient from being infeeted by 
another, the thermometers being often hastily and imper- 
There is also more 
chance of teaching patients to take their own tempera- 
tures, so that on returning home they may use the thermo- 
meter when they feel out of sorts and be guided as to the 
need for rest. 

All the temperatures mentioned subsequently in this 
article were taken by the mouth. 


What Constitutes a ‘“ Femperature.”’ 

After looking through the case-sheets' of the first 450 
male cases admiticd to Creaton Sanatorium (1910-15), 
where there was a complete after-history and a period of 
residence in the sanatorium of at least six weeks, 1 have 
formed the following conclusions concerning male patients 
in particular. 

Some may have a temperature of 98.4° F. or less in the 
evening, with very little ‘‘ swing’? between the morning 
and evening figures for long periods, during which the 
disease in the lungs steadily progresses. The evening tem- 
perature may continue steadily 99.4° F. in a patient with 
tubercle bacilli in the sputum, and yet he may be alive 
and well ten years later. A temperature above 99° F. 
persistently, especially if accompanied by a pulse rate of 
90 or over, is very unfavourable. This is often noted when 
the larynx is affected. Many cases with an evening tem- 
perature of 98.8° or 98° F. do well. Some regard a sub- 
normal morning temperature, below 97° F., as of un- 
favourable import, but the after-histories of patients wit) 
temperatures of 96.8° and even 96.6° F. do not bear tir: 
out; many are still alive after ten years. 

It is probable that each individual has his or her 
particular type of temperature. If this could be obtained 
while health was good and kept as a permanent record the 
diagnosis, treatment, and prognosis of pulmonary tuber- 
culosis would be made easier. Even with our present 
limited knowledge the behaviour of the temperature is 
a guide to prognosis. In 450 cases with tubercle bacilli 
in the sputum, the duration of sanatorium treatment being 
six weeks or more, and a definite after-history being obtain- 
able, the results in cases of fever (over 98° F.) were noted 
and tabulated (sec Table 1). 

TABLE I.—Positive Sputum Cases. 
Progno-is of 45) cases from the type of fever. 
Died in Lived Six 
"hree to | or More 
ve Years. Years. 


Total, |,,.Died in 


Type of Cuse. 
Years. Fi 


Cases with normal temperatnre | 250 82 = 31.5% | 34 = 13.1% | 144 = 55.4% 


Cases with one relapse ... iS 35 12= 34.3% | 4=11.4% | 19 = 54.3% 
Cases with fever on adinission, 59 | 26= 52.0%  7= 14.6% 17= 
relapses... ...| 25 = 60.0% | 2= 80%! 8&8 =32.6% 
Cases with cortinued fever ...| 60 |50=83.3% 5= 85% | 5= 8.3% 


Cases with three er more ro | 20 17 = 85.0% 2£=10.00%)] 1= 5.0% 
lapses 


It will be noted that cases with only one relapse had us 

good a prognos's # hose always normal (34.3 per cent, 

of patients died in two years, as compared with 31.5 per 
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cent.). Cases in which the temperature was raised for 
several days after admission were mere serious (52 per cent. 
of these patients died in two years), and still more so for 
cases with two relapses (in 60 per cent. death occurred 
in two years). Cases in which the temperature is con- 
tinuously above normal, or in which there are many 
relapses, but with imtervals of normal temperature, are 
about equally seii:.vs (83 per cent. of these patients died in 
two years, as compared with 85 per cent.). These figures 
corroborate the conclusions of H. Brenton Porteous,! based, 
however, on the results of treatment on discharge from 
the sanatorium. Gillespie? has also given figures showing 
how much worse the prognosis is in febrile cases before 
admission to @ sanatorium or treatment of any kind. 

Ringer*® says that in phthisis ‘‘ there is probably a daily 
unnatural elevation of temperature in all cases whilst a 
deposition of tubercle is taking place, and where the 
deposition of tubercle has ceased the temperature is 
normal ’’; and ‘‘ where there is no elevation of the tem- 
perature we may conclude that the progress of the disease 
is almost insignificant, although the patient is exposed to 
the lurking danger that from some slight cause this com- 
paratively harmless condition may be aggravated into a 
severe and dangerous attack.’’ 

This explains why the temperature rises in some cases 
of phthisis and in others it is normal, even though tubercle 
bacilli are present in both cases. But Ringer must have 
noticed some exceptions, because later he says: ‘‘ A natural 
temperature must not lead us to conclude that the disease 
is not slowly pro- 


difference between the morning and evening temperatures 
is 1° F. or more. But in 56.7 per cent. of the females the 
difference is less than 1° F. In negative sputum cases this 
is so in 64.7 per cent., as compared with only 52 per cent, 
in positive sputum cases. Where there is fever one would 
expect a bigger swing, and 88.6 per cent. of such cases 
have a difference of 1° F. or more. But when the tempera- 
ture was normal 77.2 per cent, varied less than 1° F.; the 
difference is often only 0.2° to 0.4° F. This kind of tem- 
perature is probably common with healthy women. 

2. In the literature on tuberculosis, midwifery, and the 
diseases of women there is very little mention of any varia- 
tion of the temperature of normal women taken daily for 
the whole of a menstrual cycle. But Reinl (1884) and Giles 
(1896)* both found that “ the temperature is at its lowest 
point about the middle of the menstrual period, rising 
then gradually to its maximum a day or two before the 
beginning of the menstrual bleeding, after which it drops 
suddenly.”? Other authorities maintain that the tempera- 
ture remains unchanged or is altered only occasionally. 
Johnstone® says: ‘* There is some reason to believe that 
the general metabolism of women follows a definite monthly 
curve, the acme of which is just before menstruation.” 
This could easily affect the temperature. 

According to the records at Creaton Sanatorium, in a 
considerable number of females diagnosed as tuberculous 
there is a definite premenstrual rise of temperature of 
considerable duration, the temperature being otherwise 


normal; after a menstrual period the temperature remains 
fairly steady at 


gressing since the about 97.4° F. in 
culization may be | 98.4° F. in the 
too slight to raise ATEAS evening, until 
t wi e note N VYVVY) efore le nex 
that in Table I A menstrual period, 
31.5 per cent. of cat. when it gradually 
the patients had rises to perhaps 


died within two years, but, even so, the prognosis is 
reasonably good. On the other hand, no patient, however 
seemingly hopeless, should be given a hopeless prognosis, 
since 8 per cent. live five or more years. 

In the female the rectal, oral, and axillary temperatures 
also run practically parallel, but the temperature readings 
differ from those of the male in three important ways. 
(1) Whereas the difference between the morning and evening 
temperatures in the male is nearly always 1° I’. or more, in 
the female the difference is usually less than 19 F. (2) The 
normal temperature in the male is almost always level, but in 
the female the menstrual cycle is apt to cause a prolonged 
rise of temperature. (3) Even the normal temperature of a 
female is often much more irregular than that of a male. 

1. Table IL shows that in 90.1 per cent. of males the 


TABLE IT.—Analysis of 1,816 Consecutive Cases to show the Difference 
between Morning and Evening Temperatures. 


Difference Difference 
of .°F. of less 
or more. than 1°F. 
Males (1,237 cases) ... se |: 114 = 90.1% 123= 9.9% 
Females (679 cases) ... a. Ps 251 = 43.3% 328 = 56.7% 
Female cases in more detail. ! 
Positive sputum (366 cases) ... 176 = 48.0% 190 = 52.0% 
Negative sputum (213 cases) ... 15 = 35.3% 135 = 64.7% 
Female cases with positive sputum. 
Temperature raised ... 128 = 72.7% 16= 8.4% 
Temperature normal ,.. 48 = 273% 174 = 91.6% 
Female cases with negative sputum. 
Temperature raised... €6 = 6°.0% 9= 8.0% 
Temperature normal ... 4 = 104 = 92.0% 


Out of 360 patients with a normal temperature 278, or 77.2 per 


98.4° I. (morning) and 99.2° F. (evening). It continues 
thus until the first or second day of the menstrual flow, when 
it falls quickly or gradually to the previous steady level. 
In a well-marked case the appearance on the chart is like a 
‘valley’? and a ‘‘ plateau’? (Chart 1). There is often 
1° F. of difference between these levels. In others careful 
observation is needed to note the change, for the ‘‘ plateau ”” 
is only 0.2° or 0.4° F. above the “ valley.” 

This long premenstrual rise is present in only 34 per cent. 


TABLE III.—Classijication of 276 Female Cases, who were 15 to 40 
Years of Age and had been under Sanatorium Treatment for at 
least Six Weeks, to show the frequency of the Long Premenstrual 
Rise of Temperature. 


Long Premenstrual Level or 
Rise. Irregular, 
Cases with positive sputum, 
Temperatute normal ove | 6 55 
= 3 per cent. 
Temperature raised ... 6 44 
Cases with negative sputum. 
Temperature normal pom 62 41 
= 52 per cent. 
Temperature raised .., ove 4 19 


of positive cases, but in 52 per cent. of negative cases 
(Table III). It is not often found when the temperature 
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is always elevated. From these two data it may be sup- , 


cent., had a swing of less than 19°F. Out of 219 patients wit 
fever 194, or 88.6 per cent., had a swing of 1° F. or mere. _ 


posed that a long premenstrual rise is probably frequent 
among healthy females. It was present in one (Chart 2) of 
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two nurses whom I induced to take their temperatures for 
It would be interesting to get corroboration of 
In a considerable number of females the tem- 


a month. 
this view. 
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perature shows no alteration at all. Of course, in addition, 
there are the definite manifestations of tuberculosis given 
in the (extbooks. There may be a definite febrile relapse 
before the menses (Chart 3), or the relapse may take 
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the form of a menstrual or post-menstrual rise of tem- 
perature (Chart 4). One girl with a positive sputum had 
three rises of temperature at intervals of three weeks, but 
then her menstrual period and her temperature remained 


normal (Chart 5). Most of the relapses in females occur 


ahout the time of the menstrual flow, and therefore at this 
time special care should be taken. Between the menses 
a temperature of 98.89 to 99° F. is probably febrile, 
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whereas just before menstruation up to 99.4° F. may be 
considered normal. If a female patient is admitted to the 
sanatorium with a temperature of about 100° F. and a few 
days later the monthly period commences, the outlook for 
this patient is not as serious as if this temperature 
occurred midway between periods.* 

3. In very few men is there any marked irregularity ‘n 
the course of a normal temperature, but in women there 
are quite frequently fluctuations and irregularities. Those 
women are usually of the nervous fidgety type. In febrile 
cases also there are often great variations in the course of 
the temperature. 

REFERENCES. 
1H. B. Porteous: Pyreria and Prognosis in Pulmonary Tuberculosis, 

Metropolitan Asylums Board Annual Report for 1925-26, pp. 269. 
2Gillespic: Prognosis in Pulmonary Tuberculosis, Britesh Medical 

Journal, March 17th, 1928, p. 436. : 

3 Ringer: Temperature in Phthisis. 
4 Novak: Menstruation and its Disorders, p. 86. 
5 R. W. Johnstone: A Text Book of Midwifery, p. 52. 


*A menstrual cycle of about three weeks seems to be fairly common 
for females-in a sanatorium. 


‘UTANEOUS ALLERGY FOLLOWING DIPHTHERIA 
ANATOXIN ADMINISTRATION, | 


BY 


ARTHUR COMPTON, M.D., D.Sc., 


DIRECTOR, MUNICIPAL PUBLIC HEALTH LABORATORIES, ALEXANDRIA, 
EGYPT. 


(RrICARIAL eruptions are a frequent sequel of injections 
of therapeutic serums and constitute the most prominent 
symptom of serum fever. On the other hand, they are 
rarely seen following injections of toxin-antitoxin (serum) 
mixture, even with three injections at fortnightly intervals, 
as in diphtheria prophylaxis. For instance, Wahl (1927), 
with a personal experience extending over four years of 
several thousand children immunized by injections of 
toxin-antitoxin, has recorded only one such observation. 
It is not, I think, so well known that urticarial sym- 
ptoms—evidence of an allergic state—may arise in con- 
nexion with diphtheria immunization with anatoxin. The 
following case lends itself to interpretation in this way. 


A children’s nurse, aged 17, received three prophylactic injec- 
liens of diphtheria anatoxin (Institut Pasteur) subcutaneously on 
July 4th, July 17th, and August 2nd, 1928. A thirteen-day interval 
separated the first and second injections, a_sixteen-day interval 
the second and third. The doses given were 0.4, 0.8, and 0.8 c.cm. 
respectively. Apart from the usual local redness at the site of 
inoculation no reaction accompanied the first two injections. 
On the evening of the third day after the last injection (that is, 
thirly-iwo days from the beginning) she felt slightly out-of-sorts 
and retired early to bed. The next morning she woke up with a 
swollen puffy face, and while attempting to dress she noticed that 
suddenly ‘‘ everything went dark ”’ (? vertigo). 

She was put back to bed, and when seen shortly afterwards 
the eyelids were found to be markedly oedematous, and there was 
a widespread urticarial eruption present over the body, especially 
noticeable on the legs, thighs, and chest, attended by itching. 
This, she stated, had been present from the night before on her 
legs and chest. The temperature was 99° F., the pulse 80. The 
urine, of specific gravity 1024, was acid, and slightly ‘cloudy: 
albumin and sugar were absent; marked excess of indican and 
excess of creatinine were present. The bowels were regular. 

After two days in bed, with mild purgation and low diet, the 
atiack completely passed; the eruption lasted from thirty-six to 
forty-cight hours; during two months since there has been no 

urn, 

The paiient’s past history included measles, chicken-pox, and 
whooping-cough—all before the age of 7—no history of diphtheria, 
or of any injections. She had a tonsillectomy at 7, and there- 


after a healthy childhood. A personal history was elicited of a 


dietary idiosyncrasy towards eggs, especially the yolk, which she 
suid always made her feel sick. This idiosyncrasy appears to have 
been indirectly familial; an aunt on the father’s side possessed it. 
li has, however, to be viewed in a mild and rather relative light 
in both, for the patient has been known to take eggs without 
inconvenience when served in dressings, custards, and other dishes, 
where sh? was unaware of their presence; the aunt late in life 
developed diabetes, and then éggs formed an important part of 
her diet. 

The foregoing clinical picture is indicative of an ana- 
phylactoid state. The question arises, Was it of alimentary 
origin or due to the anatoxin injections? The excess of 
indican and the personal intolerance towards eggs suggested 
that the condition might be alimentary. Inquiry in this 
direction revealed that at lunch the day before the erup- 
tion the patient had partaken of clotted milk (lait caillé), 
an article of diet to which she was unaccustomed; there 
was no history of eggs. It was concluded, however, that 
there was little to incriminate in this; a view which has 
been confirmed since, for she has frequently partaken of 
the same and other brands of clotted milk without incon- 
venience of any sort. 

By climination, therefore, a diagnosis of anatoxin 
allergy was arrived at, the responsible factor being clearly 
the albumin content of the anatoxin. 


Albumin Content of Anatoxin, — 

Anatoxin being a formolized filtrate, from a bacterial 
culture in nutrient broth, its albumin content naturally 
depends upon the nature of the broth, and, according to 
Ramon (1924), also upon the luxuriance of the bacterial 
culture. 

Tested from the point of view of albumin and albumin 
derivatives, the diphtheria anatoxin employed gave a well- 
marked positive Heller's test, indicating the presence of 
albumin. This was confirmed by precipitation with tri- 
chloracetic and hydroferrocyanic acids. The biuret and 


xanthoproteic tests were positive. Millon’s and Adam- 
kiewicz’s tests gave negative or indefinite results. Evalua- 


tion of the albumin present, with trichloracetic acid in a 
Sicard and Cantaloube rachialbuminometer, revealed a 
content of approximately 0.01 per cent. 

This represents a content of 0.0001 gram albumin 
per c.cm. The figure is significant; it is practically iden- 
tical with the recognized albumin content of toxin-antitoxin 
mixture. Now, from the point of view of anaphylaxis, 
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quantities so small as 0.000001 gram of a pure albumin, 
like egg albumin or serum albumin, are known to be 
sufficient to constitute a sensitizing dose for the guinea- 
pig (d’Herelle, 1923). 

Comment, 

This case is illustrative of a type of sensitization which, 
as concerns immunization by diphtheria anatoxin prepara- 
tions, has hitherto scarcely been noted—namely, sensitiza- 
tion of patients to the albumin of the preparation—that 
is, to all intents, to the albumin of the nutrient medium 
employed for the culture of the diphtheria bacillus giving 
the toxin. In this way the case is instructive, and gives 
occasion for certain reflections, 

Immunization against diphtheria, whether with toxin- 
antitoxin mixture or with anatoxin, gives apparently good 
initial immunity; this is deemed of such importance as 
to overshadow any ultimate inconveniences. Both methods, 
however, give rise to remote risks, and both to initial 
risks. The remote risks of toxin-antitoxin injections are 
so well known as to need only passing mention. The 
patient becomes sensitized to the horse serum of the anti- 
toxin, and thereby risks anaphylactic manifestations when- 
ever for any reason later in life therapeutic serums may 
have to be administered. Many clear-cut instances have 
been described in the literature, notably by Stewart (1926, 
1627), Gatewood and Baldridge (1927), and Lathorp (1927). 
The initial risks of toxin-antitoxin immunization are prac- 
tically negligible. Hundreds of thousands of children and 
adults have undergone this immunization during the past 
four or five years without any definite reaction. In fact, 
in this respect no particular note of alarm—so far as the 
literature goes—has been sounded. The case recorded by 
Wahl, referred to at the beginning of this paper, is one of 
the very few exceptions and observations of its kind. 

This was the case of a 10 months’ baby which, after supporting 
perfectly two injections at a fortnight’s interval, on the occasion 
of the third injection, a fortnight later, developed respiratory dis- 
comfort, and within a few minutes a giant urticaria on the face 
and neck, spreading rapidly over the chest, abdomen, and lower 
extremities. All this occurred about ten minutes after the injec- 
tion. Administration of 7 minims of adrenaline hydrochloride 
intramuscularly promptly gave relief. 

As concerns anatoxin, the remote risks of the order 
encountered with toxin-antitoxin are believed to be non- 
existent, and this for two reasons: (1) because the prepara- 
tion contains no horse serum antigen; and (2) because 
sensitization reactions are strikingly specific, and only 
follow reinjections of the same foreign protein antigen. 
These reasons of themselves are sufficient to justify the 
present tendency to adopt anatoxin, instead of toxin- 
antitoxin mixture, as the instrument of immunization in 
diphtheria. But the present study suggests a possible 
remote risk of another order. 

We have seen that sensitization may occur to the albumin 
of the anatoxin, or perhaps it would be more correct to 
say to the nutrient broth entering into its composition. 
Persons immunized by anatoxin, therefore, should they 
later in life become subjects for vaccine therapy (and there 
is no reason to anticipate the popularity of vaccines 
waning), will require vaccines rigorously free from the 
albumins of,nutrient broth; otherwise accidents may occur 
during vaccine treatment. Fortunately allowance is already 
made for this point of view in most ‘‘ makes ”’ of vaccine, 
although perhaps not in all. Confirmation, moreover, of 
this outlook may be found in some recent work of Nicolas 
and Katrandjieff (1928). These authors have established 
that the proteins of meat, after heat coagulation, redis- 
solving in weak alkali, and neutralization, constitute 
excellent antigens, giving rise to antiserums particularly 
rich in specific precipitins. 

Concerning the initial risks of anatoxin immunization, 
the case here reported speaks for itself. The symptoms 
were fortunately mild, and gave no more need for alarm 
than would have done those of any simple case of serum 
sickness, which this case closely simulated. Its interest, 
however, mainly lies in indicating that if allergic accidents 
during the initial period of immunization are to be 
avoided, there is need to perfect both the preparation of 
anatoxin and the technique of its administration. It is 
well known that the birth of the allergic state (‘‘ altered 
reactivity ’’ of cells) is a function of the sensitizing dose 


of offending substance and of the time elapsing belween 
its injection and reinjection. The possibility of allergie 
accidents should, therefore, largely disappear with the 
advent of anatoxin preparations of lower protein content 
—if that can be attained—affording protection by fewer 
injections (for example, two instead of three, as at 
present recommended) at shorter time intervals between 
the injections. Hopeful advances along such lines have 
already been signalled. Sdrodowski and Chalapina (1927), 
working with different diphtheria anatoxins of equal anti- 
genic strength (Ramon), but unequal flocculating power, 
have found that the immunizing action is proportional to 
the rapidity of flocculation of the initial toxin. Working 
with such a preparation, they report immunization (Schick. 
negative results) witha single injection in 88.8 and 
93.6 per cent. of cases, after three weeks and two and a 
half months respectively; and with two injections in 93.3 
and 96 per cent. of cases. These figures are based on a 
sufficiently large clinical material to be impressive: 27.000 
children Schick-tested, of which 4,600 were vaccinated by 
anatoxin, and in 1,861 the immunity produced was con- 
trolled by the Schick test. 


SumMary. 

A case is reported—the first of its kind known to the 
writer—of allergic symptoms arising in connexion with 
the use of anatoxin in diphtheria prophylaxis: with general 
remarks on the risks attending our present-day methods of 
diphtheria immunization. 
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A CASE OF GENERALIZED MENINGOCOCCUS 
INFECTION. 
BY 


A. W. GARDINER, M.B., Cu.B. 
LATE SENIOR RESIDENT ASSISTANT MEDICAL OFFICER, BOOTH HALL 
INFIRMARY FOR CHILDREN, MANCHESTER. 


Tue following type of case of meningococcal pyaemia is of 
rare occurrence, and in one of its features—a double 
metastatic iride-choroiditis—would appear to be unique. 
The clinical facts are as follows. 

On September 29th, 1927, a female child, aged 25 years, was 
admitted to Booth Hall Infirmary. The glands of the right side 
of the neck had been swollen for seven days, and the mother had 
been massaging these with olive oil. She appeared to be quite 
well in general health, and had been playing until two hours 
before admission, when she vomited, and became very ill. 

On examination she was found to be in good general condition, 
but very pale; her temperature was 102° F., and the right cervical 
glands ‘were moderately swollen, tender, and firm. ev throat 
appeared to be quite normal, but a routine swab was taken, and 
was found?io show Klebs-Loeffler bacilli. By evening the tem 
perature fell, and the child became comfortable and slept. On 
the next day the cervical glands had subsided a little, but the 
temperature began to rise, and at night the child was restless and 
noisy. No further signs or symptoms were discovered until 
October 2nd, when boih conjunctivae became injected; the corneas 
were hazy, and the next day there was pus in both anterior 
chambers. At the same time the small joints of the hands and 
feet became swollen, and several petechial spots appeared on the 
hands, the lower part of the body, and the legs and feet. By evening 
the elbows and knees had begun to swell, and the temperature was 
high, the patient being extremely ill and restless. On October 
4th the eyes had improved slightly, but the joints were still 
swollen, and did not begin to subside until October 6th. Ivitis was 
present in both eyes. At no time was there any demonstrablé 
splenic enlargement, nor were there positive signs of meningea' 
involvement. 

By the‘second week the patient was generally much better, but 
there was still inflammation of both eyes, and it was soon evident 
that she did not distinguish light from dark, although mentally 
she was quite bright and intelligent again. The temperature 
remained normal for nearly a month. 

On October 3rd a sample of spinal fluid was collecied, bub 
neither this sample nor subsequent ones showed any excess © 
cells or protein. On the two subsequent days pus was aspirated 
from the knee-joints and found to contain, in large uumbers, & 
Gram-negative organism having the microscopical characters of the 
meningococeus. . On culiure this organism fermented glucose and 
maltose, but not sucrose; it grew freely on serum media ab 
37° C., but not at room temperature. 


| 
| | 
| 


NAG 


lergie 
the 
ntent 
fewer 
at 
ween 
have 
($27), 
antic 
ower, 
al to 
rking 
‘hick. 
and 
nda 
93.3 
on a 
7.000 
by 
con- 


» the 

with 
neral 
ds of 


50. 
88, 


LL 


is of 
suble 
ique. 


was 
side 
» had 
quite 
hours 


Dec. 29, 1928] 


MEMORANDA. 


L177 


On December 8ih she was examined by Dr. T. M. Bride, con- 
suliing ophthalmelogist to the infirmary, who reporied that the 
right eye was quiet and the cornea clear; there was no keratitis 
punciata. The anterior chamber was shallow, and the pupil 
irregular with posterior synechiae. The lens was clear, but the 
vitreous was full of a yellowish-white exudate. The condition in 
the left eye was similar to that of the right; metastatic uveitis 
was present, 

Subsequently the child developed broncho-pneumonia and re- 
covered. She is now—one year from the start of her illess— 
uite well, and is gaining weight. She is exceptionally intelligent 
or 3 years of age, but is liable to sudden bursts of temper, which 

uickly pass off. This, like her mental state generally, is no 
iferent~ from what it was previously. She is, unfortunately, 
completely blind. There is no glandular swelling. 

Cases of meningococcal septicaemia without meningitis 
have occurred not infrequently in adults, but apparently 
very rarely in children. I have noticed references only to 
two children. Pybus records the case of a girl, aged 3 years, 
who was taken ill with general septicaemia and died in 
thirteen hours. Blood cultures yielded a pure growth of 
the meningococcus, but there was no meningitis. The 
second case, reported by Flack, is that of a child, a con- 
tact of a carrier and also of a clinical case, who developed 
arthritis of the knee, which proved to be meningococcal. 
The cerebro-spinal fiuid and the blood, in this instance, 
were both negative. 

There are other instances in which these lesions ‘com- 
plicate frank cerebro-spinal meningitis, and there is also 
an intermediate case in which meningitis developed second- 
arily, in point of view of time at least, to other menin- 
gococcal lesions, In this case a female patient exhibited 
multiple jeint lesions, meningococei being found in the 
blood; she developed meningitis twe months later, but 
ultimately recovered. It has been suggested in textbooks 
that septicaemia patients would develop meningitis if they 
lived, and while this is strongly! supported by the case 
quoted above, it is equally tenable that they need not. 
it is twelve months since the acute stage of the case 
reported here; during this time the child has been under 
constant hospital observation, without showing any signs of 
meningitis. Careful questioning of the parents fails to 
reveal any meningitis prior to admission. 

The adenitis is interesting in view of the fact that it is 
an unusual complication in the early stage of meningitis 
when the organism is presumably in the throat. In a series 
of cases of meningitis studied by Worster-Drought and 
Mills Kennedy only one patient developed adenitis, and 
this was late in the disease. Fairley and Stewart state that 
with them a few of the convalescent patients developed 
adenitis. To account for its occurrence in the present case 
we must presume that it was due to some other infection of 
the tonsils, on which, later, the meningococcal infection 
Was supertmposed. From a consideration of the rash 
and the temperature chart in this case it would appear 
that the meningococcal infection occurred just before 
admission to hespital—that is, when the child suddenly 
became ill, possibly with a rigor. The rash was purely 
petechial and several of the spots suppurated. The face in 
this particular case escaped. The joint lesions were more 
widespread than is usual, and were of the nature of a 
synovitis. There was, after the acuteness diminished, a 
rapid complete recovery in all of them. 

Irido-choroiditis occurs early in meningococcal meningitis 
and is usually unilateral. I have not been able to find any 
record of bilateral irido-chorviditis occurring in any case 
Similar to this. Throughout the illness there was a vary- 
ing amount of enteritis. The Klebs-Loeffler infection of 
the throat did not appear to give any special symptoms and 
persisted for many weeks. As soon as the nature of the 
infection was established specific treatment was commenced 
in the form of anti-meningococcal serum, given intra- 
thecally and intramuscularly. 

In view of the recovery, it is interesting to contrast this 
with the same disease in adults. According to Herringham 
the disease commences with ‘ malaise not severe enough 
altogether to prevent duty, lasting from three to seven 
days, followed by a severe illness which is fatal in four 
days.”’ 

My thanks are due to Dr. G. D. Dawson for permission to use 
the bacteriological reports; tu Dr. T. M. Bride for the repert on 
the final condition of the eyes; and to the medical superintendent, 
Dr. D’Ewari, for his assistance in connexion with this case. 


Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


STATUS LYMPHATICTS. 
the two following cases of status Iymphaticus, 
which occurred in the same family, so unusual as to merit 
being recorded. 


On the evening of Ociober 6th, in response to an urgent 
summons, I visited a young woman, aged 30 years, and on arrival 
found life had been extinct some fifteen minutes. Though I had 
attended other members of her family I had never before seen 
her—in fact, was unaware of her existence. Owing to her nervous 
temperament and liability to epileptic attacks she was shielded by 
her family from all undue excitement. Her parenis’ description 
of her epileptic fits of some years’ duration, and for which she 
had at one time received hospital treatment, lead me to conclude 
that they were of the nature of petit mal. She was of medium 
height, fat, and flabby. 

In communicating with the coroner I explained that her epileptic 
attacks were too trifling to be an adequate cause of death, so he 
ordered a post-mori+m examination, which revealed the following 
abnormal features: The persistence of a thymus gland over 1 oz. 
in weight. An enlarged heart—134 oz. in weight—showing no sign 
of disease, but an unusual amount of fatty infiltration. An 
enlarged spleen—8} oz. in weight—sofit and hyperaemic. The brain 
and other organs were quite healthy and there did not appear 
to be any hyperplasia of lymphatic structures. Death was 
obviously due to siatus lymphaticus and accelerated by unusual 
excitement—a wedding that day in the family. 

Sixteen months previously a sister, aged 25 years, a quondam 
patient, suddenly expired in a dancing hail in London. A 
necropsy at the Middlesex Hospital! revealed status lymphaticus as 
the cause of death. 


James Gitcnrist, M.A., M.D., Ch.B., 
Surgeon to Seuth-Easiern Hospital for Children, S.E.26. 


RAT-BITE FEVER IN HONG-KONG. 
Since this case of rat-bite fever is the first of its kind te 
be reported in Hong-Kong, it may be worthy of publication. 


On September 25th a Chinese man, aged 32, was bitten by a 
rat (Rattus decumanus) about the middle of the upper border of 
the left trapezius muscle; the bite was a small puncture. There 
were no symptoms till October 7th, twelve days after the bite, 
when the temperature rose, and a raised violet-coloured circle 
appeared round the bite. On October 17th, ten days after the rise 
of temperature, a rash developed. The patient was seen on the 
eleventh day of fever, when his condition was as follows. The bite 
was represented by a callous ulcer, 1 inch in diameter; around it 
was a purple indurated ring 14 inches wide. From the ulcer to 
the middle of the anterior fold of the axilla ran a purple streak 
1} inches broad. Under the anterior axillary fold were a few hard 
glands. Spread over the face, body, arms, and thighs was a_ rash, 
which began as a faint pink raised macule, about 1/4 inch in 
diameter; in the course of a few hours it assumed a bluish tinge. 
It was most marked on the face, along each side of the spine, 
where the spots coalesced in places, and over the shoulder-blades, 
aud was very similar to that of typhus fever. The fever was 
of the continuous type between 100° to 103° F. each day; at 
its height there was usually vomiting and some sweating. Mental 
symptoms were marked; there was some delirium at night, and 
delusions that cockroaches were running over him. Pain was 
intense in the region of the bite; there were also articular and 
muscular pains so severe that the patient expressed a wish to 
commit suicide. 

A search was made in the blood for the spirochaete, both in 
stained slides and with the dark ground, but none was identified; 
10 c.cm. of blood was cultured, but no growth of organisms was 
ebtained. There was no leucocytosis, and the differential count 
was: polymorphonuclears, 69 per cent.; large mononuclears, 18 per 
cent.: small mononuclears, 7 per cent.; large hyalines, 6 per cent.; 
eosinophils, ni/. He was too ill to postpone treatment, and on 
the twelfth day of fever 0.45 gram of novarscnobenzol was given, 
Six hours later he was vomiting and the temperature was 103°; 
twenty-four hours after the injection he sweated profusely, the 
temperature fell to normal, and all pain ceased; thirty-six hours 
after the injection the purple areola round the wound had gone, 
and the lymphangitis over the pectoral muscie had nearly faded. 
The rash was still faintly visible. and in many places had become 
a brown stain. He expressed himself as being perfectly well. 
This dramatic effect of arsenical injections is apparently diagnostie 


of the disease. 
G. E. Auvsrey, M.D., B.S. 


Hong-Kong. 
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Reports of Societies. 
SPONTANEOUS RESTITUTION OF AN INVERTED 


UTERUS. 


At a meeting of the North of England Obstetrical and 
Gynaecological Society at Sheffield on November 23rd, the 
president, Mr. H. ‘Lerra Murray (Liverpool), in the chair, 
Professor Mues H. (Sheffield) described a case 
of spontaneous restitution of an inverted uterus. | 

Professor Miles Phillips said it was generally conceded 
that it was highly dangerous to replace the recently in- 
verted uterus while the patient was suffering from shock, 
but it was perhaps not so well recognized that the infected 
and inflamed inverted uterus should also be allowed to 
remain in its undignified position. Apart from the danger 
of lacerating the softened organ there was the risk of 
generalizing the septic processes by damaging the barriers 
to the spread of infection which nature had set up. Those 
who employed local applications, such as glycerin or hyper- 
tonic saline solution, to the acutely infected endometrium 
would also recognize that it was by no means a disadvan- 
tage to have the uterus inside out. It was well known 
that involution would take place fully while the uterus was 
inside out. Experience had shown that there was another 
good reason for advocating this expectant attitude. In 
quite a number of cases spontaneous reinversion had taken 
place during the treatment. He reviewed the literature 
on the subject, and gave an account of his own case. 


_A primipara was sent to the Jessop Hospital on September 
29th, the twelfth day of the eusemeniem, a some having acre 
appeared at the vulva. Half an hour later her doctor returned 
it into the vagina, and sent her to hospital as a case of inversion. 
The patient looked acutely ill and profoundly blanched; she had 
a pulse rate of 150 and a temperature of 100.6° F. The completely 
inverted uterus filled the capacious vagina. It was covered by 
superficial grey sloughs. The scanty vaginal discharge was very 
offensive. It was arranged to pour a solution of glycerin and 
lauramine into the vagina daily, and next day she was trans- 
erred to the oe ward for puerperal sepsis at Norton Hall. 
On this day the temperature reached 103° F. A blood culture 
was found to be sterile, but streptococci and staphylococci were 
recovered from swabs from the uterine surface. An intravenous 
infusion of half a litre of citrated blood was given. 
On the next tp | a brisk haemorrhage occurred; it was impos- 
sible to see the aeons point, but the blood appeared to he 
coming trom the vaginal vault. The house-surgeon packed the 
vagina and gave 1 c.cm. of haemoplastin. Next day a second 
haemorrhage was treated in the same way. The vaginal dis- 
charge remained very offensive, and the eesti was replaced 
October 9th a second blood transfusion 
.cm.) was given. Her colour improve 
and pubs rate ere still high, p d, but the temperature 
n r 18th the house-surgeon noted that the i 
uterus was and of a redder colour. 
later Professor Phillips examined the vagina with a Sims's 
speculum and found a very great change: the body of the uterus 
had disappeared, the rim of the cervix was now visible, and within 
it lay a bi-lobed mass of obviously placental tissue. He thought 
it wiser to leave this for the time being, since the daily tempera- 
ture still fluctuated between 99° and 101° F., but it was arranged 
that should another haemorrhage occur the placental fragments 
were to be removed. Next morring bleeding did occur; the 
patient was promptly anaesthetized, and a lump of placenta was 
teriorly. e uterus co now be f i 
r this the patient steadily improved, and was fi 
three weeks later. It was not to get 
of her confinement and early puerperium, but she had had a quick 
and natural delivery of a large child. The placenta had followed 
soon after, helped, the doctor thought, by “a slight push,” and 
all seemed to be well. A few hours later, however, she had had 
two bad flooding bouts, the second accompanied by ’a lot of pain; 
possibly the inversion started then. During the next twelve days. 
apart from and pyrexia, she was thought to 
going on well, when, while micturatin i 
The cotyledon of placenta which had _ been i 
been missed at the confinement; possibly it con conan: 
area above the internal os 
it had lain hidden from view in the vagin 
uterus was inveried. 


Professor Mires Puwriuips added that if the routine daily 
measurement of the involuted uterus had been made in the 
first week of the puerperium it was possible that the 
abnormal state of things would have been discovered 
sooner. 


Sarcoma of the Vulva. , 
Mr. A. A. Gemme tn (Liverpool) described a case of 
sarcoma of the vulva, 


'The patient, a 2-para, aged 54, had been seen by him on 
February 15th, 1927; the menopause had occurred seven years 
= y. She complained of a lump in the vulva which had 
een present for fourteen months and was gradually growing 
larger. It had been painful for the last two months, especially 
on walking. In 1924 she had had a tumour removed from the 
left labium majus. No pathological examination had been made 
of this, but it was believed to be a Bartholinian abscess. 

A mass the size of a tangerine orange was found in the lower 
part of the left labium majus, but lifting up its upper part and 
extending under the vaginal mucous membrane towards the 
urethra. This mass was attached deeply, but the skin moved 
over it. There was a much smaller mass anterior to this, extends 
ing towards the inguinal canal in which there was a hernia, 
Posteriorly, in the anterior part of the perineum on the left side, 
there was a third mass the size of a golf ball, which was mobile. 
There was no superficial ulceration and no involvement of 
lymphatic glands. 

Eight days later the masses were excised. The main mass did 
not extend so close to the urethra as had been ——— but had 
to be cut away from the pubic bone. The small anterior mass 
was excised with the main mass. During digital exploration of 
the posterior mass the finger slipped into a capsule and the 
growth shelled out with great ease. The patient left the hospital 
on March 20th, 1927, with the wound well healed. She later 
developed severe headache and proptosis of the left eye, and died 
in the following August. ; 


Mr. Gemmell said that sections of the tumours, which 
were all of the same nature, showed that the growth was 
obviously a sarcoma; spindle and polyhedral cells were 
arranged round blood vessels with degenerated areas in 
between the masses. The type of cells and them arrange- 
ment in places round vessels, the areas of necrosis, with 
other compact areas of tumour cells, corresponded with 
Ewing’s description of a perithelioma and therefore Mr, 
Gemmell considered it to be such. He had not been able 
to find any accounts of perithelioma of the vulva in litera- 
ture. Ewing had stated that they might arise from the 
loose subcutaneous tissue of the perineal region, but in 
view of the history of a previous mass in the left labium 
in this case it would appear that the origin was definitely 
vulval. He could not offer any explanation as to why thq 
posterior mass remained encapsulated. 


An Unusual Face or Brow Presentation. 
Professor Dougan (Manchester) read notes of an una 
usual variety of face or brow presentation. : 


A primigravida, aged 25, sent for the midwife at 2 a.m. on 
November 9th, when the membranes ruptured, this being the first 
sign that labour had commenced. Pains were sirong, but as 

rogress was unsatisfactory a doctor was called to see the case at 

30 a.m. on November 10th. He found the os fully dilated, but 
the presenting part high and indefinite. Twelve hours later the 
patient had made little progress, but he was now able to make 
out a face presentation. The face was fairly high in the 
pelvis and the child’s mouth wide open and directed forwards and 
to the right side. The lower jaw of the child was out of reach 
and evidently held back by the pubic ramus on that side. 

Professor Dougal saw the case about midday on November 
llth, when the situation was practically the same except that 
the presenting part was rather lower in the — The patient 
was having violent —. but her general condition was perfectly 
good. On hglding back the perineum with the fingers it was 
possible to see the orbital ridges, eyes, upper lip, and open mouth 
of the child; the caput was well marked over the eyes, nose, and 
upper lip, the last being much swollen and resembling a large 
olypus. 

. Cureful examination under anaesthesia showed the head to_ be 
lying in the right mento-anterior position with the lower jaw 
firmly caught above, a little to the right of the symphysis. ‘ 

Professor Dougal inserted his hand into the vagina, pushed 
up the presenting part, and flexed the lower jaw, which came 
down with a distinct click. The presentation was now a simple 
face with the chin anterior, and he was able to complete 
delivery with forceps quite easily. The child was alive and 
weighed 64 lb. Its appearance was anything but prepossessing, ag 
there was a large caput over the face; the lower jaw was so much 
displaced backwards that the child appeared completely devoid 
of chin. The mother’s pelvis was apparently normal. 


Professor Dougal said there was doubt whether the case 
should be considered a brow or a face presentation. Face 
presentations were generally secondary and passed through 
the brow stage. Assuming that the brow presented in the 
first instance, there was an attempt at further extension 
into a face presentation, but owing to the chin catching 
on the pelvic brim and so extending th. lower jaw, the 
full face was unable to descend, and labour was therefore 
obstructed. He had never met with a similar case before, 
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nor could he find any reference to the occurrence in any 
textbook. There was an illustration in EKdgar’s book show- 
ing a child presenting by the brow with the mouth wide 
open, but the head was not so extended and the jaw itself 
did not appear to be the cause of obstruction. 


Unicornuate Uterus. 

Professor Dougal then showed a specimen of unicornuate 
uterus which was thought to be an example of a bicornuate 
uterus with a rudimentary horn, .but the latter was so 
poorly developed that it could not be definitely recognized 
as such. Part of the specimen had been removed at opera- 
tion, the remainder at the necropsy. 


The patient had profound anaemia associated with profuse 
uterine haemorrhage,. and hysterectomy was undertaken as a lasi 
resort. On opening the abdomen the uterine horn was found 
placed transversely in the pelvis with the fundus close to the 
right pelvic wall, and the right ovary and tube lying behind it. 
To the left of the horn was the convexity of the upper surface 
of the bladder, and running across this towards the internal 
abdominal ring was a flattened band. The left broad ligament 
was absent. At the internal abdominal ring the band was joined 
by the lower pole of the ovary, and then passed into the 
inguinal canal as a thick fibro-muscular structure. The ovary 
itself was much elongated, measuring 4$ inches in length; 1t 
extended vertically upwards into the lumbar region, where it was 
attached to the posterior abdominal wall by a short mesovarium. 
Lying in close proximity to the — pole of the ovary was an 
isolated tubal ostium surrounded by typical fimbriae. No other 
part of the left tube was visible. The left kidney and ureter 
were absent. The cervix and vagina were both single, and the 
external genitals were normal. 


Haematocolpos. 
Professor Dougal also described a case of haematocolpos. 


The patient was aged 12 years and 11 months, and was admitted 
to the Royal Infirmary as an urgent case on account of abdo- 
minal pain. Menstrual haemorrhage had not yet appeared, but 
for the last six months there had been severe abdominal pain 
occurring at monthly intervals and accompanied by nausea and 
vomiting. The previous medical history was bad. The mental 
development was below normal; at the age of 2 years several 
toes had been amputated for gangrene, and there was believed 
to have been some tuberculous disease of the lungs. 

On examination the patient appeared to be quite healthy though 
below the average as regards mental development. Palpation of 
the abdomen revealed a small firm swelling in the mid-line just 
below the umbilicus and recognized subsequently as the body of 
the uterus. Inspection of the external genitals showed them to be 
normal and fully developed, including the hymen. The vagina 
formed a cul-de-sac about 14 inches deep, and no cervix could 
be felt above; there was no discoloration, no bulging, and no 
palpable tumour. On rectal examination a cystic mass about the 
size of a foetal head was felt high in the pelvis and to the right 
and behind the rectum. On the top of this swelling was the 
firm mass pene made out on abdominal examination. The 
eae Jesion was evidently an atresia of the upper part of 
he vagina with retention of glandular secretions or menstrual 
blood, and surgical intervention was obviously indicated. 

At the operation soon after admission an attempt was made to 
reach the tumour from below by incising the upper end of the 
vagina. This was unsuccessful, as the mass was too high and the 
amount of intervening tissue too great. The abdomen was then 
opened, and a somewhat distended uterus was found perched 
on top of a large cystic tumour, which in turn rested on the 

elvic floor. An incision was made into the anterior surface of 
he tumour just below the level of the uterus and about a pint 
of typical haematocolpos fluid evacuated. Another opening was 
made through the lower end of what was evidently the distended 
upper half of the vagina, but this was still above the level of the 
egy floor and well above the lower cul-de-sac. An assistant 
hen pushed up a pair of forceps from below, and by cutting 
down on the points of this instrument a way through was estab- 
lished and a length of gauze, stitched to the lower end of the 
distended upper vagina, brought down and through the vulva. 

e anterior opening into the upper part of the vagina and the 
abdominal incision were then closed and the patient once more 
placed in the lithotomy* position when the upper part of the 
vagina was pulied down by traction on the gauze and stitched to 
the lower end of the canal. The operation was somewhat difficult 
and tedious, but the patient made a good recovery. On examina- 
tion under anaesthesia sixteen days later the complete vagina 
was found to be secure and patent, and a finger oun be passed 
up io the cervix. 


Professor Dougal said that the case was an example of 
high haematocolpos with some degree of haematometra. The 
tubes were open and a certain amount of regurgitation of 
menstrual blood had evidently occurred into the abdomen, 
for the peritoneal surfaces of the tubes and peritoneal 
covering of the utero-vesical pouch were stained with old 
blood pigment. The interesting features of the case were: 
(1) The early age at which the symptoms had developed ; 
the menstrual function evidently commenced about the age 
of 12. Professor Dougal said he had operated on a number 
of haematocolpos cases, but usually between the ages of 15 


and 18. (2) The high situation of the atresia; there was » 
bulging into the lower part of the vagina and it was 
impossible to reach the swelling from below. The speaker 
suggested that it was a mistake to regard all these cases 
as of developmental origin. Might they not be due to 
acquired atresia following inflammatory conditions occur- 
ring in the genital canal during early life? 


Vaginal Cyst Causing Genital Prolapse. 


Dr. C, P. Brentnatt (Manchester) showed a specimen 


of vaginal cyst which had been associated with genital 
prolapse in a multipara. He said that the specimen had 
been removed from a single nulliparous woman approaching 
the age of 40; she also had a complete uterine proci- 
dentia, which at first sight appeared to be a_ typical 
example of classical prolapse of third degree. The anterior 
vaginal wall with the cyst was the first to present at the 
vulva, and was followed by the cervix; there was no elonga- 
tion of the cervix and no cystocele, even after removal of 
the cyst. The specimen consisted of part of the cervix 
and the anterior vaginal wall, to which was attached 
the cyst. The incisions were those of the ordinary 
‘* Fothergill ’’ colporrhaphy, really a wide anterior racquet 
incision for amputation of the cervix. The only type of 
prolapse he had seen previously in a nullipara was the long 
cervix type. This case appeared to belong to the classical 
type, with the cyst playing the part of the usual cystocele. 
A chronic bronchitis provided in this case the factor of 
strain. 


A Test for Patency of the Fallopian Tubes. 

Mr. A. Goveu (Leeds) read a note describing a simple 
method of testing the patency of the Fallopian tubes. He 
said that the usual method of insufflation with gas (Rubin) 
required special and rather complicated apparatus. In 
the method he advocated saline solution was injected under 
its own hydrostatic pressure. Owing to the small calibre 
of the Fallopian tubes the passage of fluid through them 


was very slow, but it could be made evident with the . 


help of a simple device. The apparatus could be employed 
in any operation theatre. It consisted of eight feet of 
rubber tubing with a funnel at one end, and at the 
other end the conical nozzle of a Higginson syringe. 
About two feet from the nozzle the tube was interrupted 
by a ‘‘ drop-counter.”? It was important that the various 
junctions should be perfectly tight, so as to allow no 
leakage. A jug of sterile normal saline solution at 105° F. 
was required. With the patient in the lithotomy position 
the cervix was seized with a vulsella and dilated up to 
No. 10 or so. An assistant, standing on a stool to attain 
the necessary height, took charge of the funnel and the jug 
of saline. The solution was poured in until it flowed out 
through the lower end. The operator tested the apparatus 
by blocking the nozzle with his thumb to satisfy hinself 
that there was no leak; the nozzle was then firmly pressed 
into the cervix so as to make a water-tight junction. 
When the Fallopian tubes were blocked the fluid did not 
run, or, if at first a small amount entered, the flow 
soon ceased. If one or both thbes were patent the fluid 
was seen to drip steadily through the drop-counter, gener- 
ally at the rate of two or three drops per second. The 
pressure required might be from four to eight feet, corre- 
sponding to 100-200 mm. of mercury. With this apparatus 
it was impossible to employ a dangerous pressure, since the 
pressure could not exceed eight feet of water. 


DISORDERED NEURO-MUSCULAR CO-ORDINATION 
IN CHILDREN. 


Ar a meeting of the Brighton and Sussex Medico-Chirur- 
gical Society on December 6th, with the president, Mr. 
Grorrrey Bare, in the chair, Professor F, 8. 
read a paper entitled some disorders of neuro-muscular 
co-ordination in children. 

Professor Langmead dealt with that group of disorders 
in which there was obstruction to a muscular tube at a 
certain level, and dilatation and hypertrophy of the tube 
above it, but for which no structural cause could be 
found. Within this group of “ idiopathic ” dilatations 
and hypertrophies he included cardiospasm (achalasia), 
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Hirsehsprung’s disease, certaim cases of anal spasm, con- 
genital hypertrophy, and dilatation of the bladder or 
ureters, and idiopathic hydronephrosis. He ascribed the 
various diserders to inco-ordinate action of nerve impulses, 
and gave reasons for supposing that they were analogous. 
lt was imteresting to speculate hew often the nervous 
dysfunctioning was congenital; as a contribution to this 
aspect of the subject the speaker gave examples of cases 
starting at birth or im early life of each member of the 
group. Describing eardiospasm (achalasia of the cardia) 
he recounted two cases beginning at or near birth, m one 
of which complete symptomatic cure had followed treat- 
ment by suggestion and persuasion only; he referred to 
several other cases commencing in early life. Tetany had 
heen recorded as oceurrimg in idiopathic oesophagectasis 
and also in Hirschsprung’s disease. As arm example of the 
latter association he reported a case which had been under 
his observation for eighteen years, during the whole of 
which time there were facial irritability and ,recurrent 
attacks of tetany. The tetany must be regarded as second- 
ary, for deficieney im blood calcium could not account 
for any excitability of sympathetic nerve endings and, 
consequently, spasm of unstrixted muscle. Special stress 
was laid upon anal spasm as a not uncommon cause 
obstinate constipation in infants, and one in which digital 
stretching of the internal anal sphincter was a complete!y 
successful treatment. In the urinary tract functional 
obstruction might occur in the urethra, resulting im dilata- 
tion and hypertrophy of the bladder and ureters; in the 
ureter, causing dilatation and hypertrophy of a ureter and 
the corresponding renal pelvis; and at the uretero-pelvic 
junction, giving rise to congenital hydronephrosis. Infan- 
tile pylorospasm was then mentioned and regarded as 
ceming within the same category, while congenital hyper- 
trophie stenosis of the pylorus was defined as a congenital 
abnormality with added spasm, the spasm alone not being 
sufficient to explain the degree of hypertrophy met with, 
though it was responsible for the symptoms. Discussing 
_the etiology of the various disorders dealt with, he referred 
to the differing explanations of ‘‘ achalasiz and spasm, 
and the arguments which had been advanced in favour of 
each. It could not be denied that there was spasm at the 
anus or in the rectum in cases of idiopathic dilatation of 
the colon where tle dilatation and hypertrophy reached 
down to those levels, for the finger was tightly gripped. 
Similarly im the bladder cases, the catheter was gripped 
hy the urethra. The bone of contention was a small one— 
namely, whether the obstruction was provided by a zone 
of muscle in normal tone or in hypertonia. In oesophag- 
ectasis and in Hirschsprung’s disease inflamniatory changes 
leading to destruction of Auerbach’s plexus had heen 
described, but it was difficult to understand how a para- 
Ivtic lesion could lead to hypertrophy down to the zone of 
stricture, or how so much hypertrophy could result from 
obstruction imposed by a zone of muscle in normal tone. 
Other diffteulties in accepting this explanation as the solu- 
tion im all cases were the incidence at birth or in very 
exrly life in some of them; the variability in the degree 
of obstruction and the periods of freedom from symptoms ; 
the occasional sudden onset of the symptoms as the result 
of mental disturbance; the permanent relief in some cases 
by stretching; and the freedom from symptoms produced 
in others by simple persuasion. There was also the positive 
evidence of gripping by the cardia which was vouched 
for by some surgeons. If the rectal, anal, and urethral 
obstructions without organie change were legitimately 
included as belonging to the same group, there was also 
the definite gripping of the finger or the catheter. 


CLINICAL SOCIETY OF BATH. 


A meermsc of the Clinical Society of Bath was held on 
December 7th at the Royal United Hospital, with the past- 
president, Mr. A. ‘DE V. BiatHwavyt, in the chair. 

Dr. WarerHovse read a short paper giving an account of five 
females and one male. of ages ranging from 47 to 70. suftering 
from pernicious anaemia. In each one response to treatment 
by liver had been rapid and satisfactory. In one patient a red 


cell count of 1,150,000, with haemoglobin 26 per cent., rose 


at the end of six weeks te 3,430,000 and 50 per cent., and 
nine months later to 6,000,000 and 90 per cent., though a few 
megalocytes were still present. One patient experienced rapid 
and marked relief of distressing paraesthesia of the limbs. 
Complete achlorhydria was present in all the patients (four) 
to whom test meals were given, and was known to have been 
present in another thirty years previously. A history of sore 
tongue was obtained from four patients, and in one of these 
it had been severe enough to prevent the taking of solid food. 
Three of the patients complained of loss of flesh. In only one 
was the spleen enlarged. 

Dr. Vrxeenr Coates showed a case which he considered 
to be one of argyria. There had been silver medication of the 
eyes. This diagnosis was criticized on the score of the marked 
localization of the pigmentation to the hands and the con- 
junctivae, and also because the pigmentation of the hands 
resembled rather that caused by sunlight than the shade of 
pigmentation usually seen in cases of argyria. 

Mr. Mumrorp showed a case of marked thickening of the 
bones of the skull m a young woman. There was a history 
of the removal under local anaesthesia of a cyst from the 
upper and outer side of the right orbit, which Mr. Miles 
Atkinson thought had probably been a meningocele. The 
question of intracranial abscess was discussed, and, in view 
of the doubtful Wassermann reaction, Dr. Waterhouse sug- 
gested a provocative dose of novarsenobillon and further blood 
examination. On account of the severe headache complained 
of, and the apparent smallness of the pituitary fossa in the 
x-ray photograph, Dr. Thomson suggested a sugar tolerance test. 

Dr. WarerHovse showed a case of stomatitis which had 
resisted all forms of treatment for many months. Beyond the 
fact that the eosinophils were markedly increased there were 
no evidences of a constitutional cause. It was thought to be 
possibly of dental origin, and the red vulcanite of the patient's 
denture was under suspicion. 

Dr. Deticatt showed a case of amyotrophic lateral sclerosis 
with bulbar paralysis. As the Wassermann reaction was 
positive, Drv. Gorpon thought that the case might probably 
improve under antisyphilitic treatment. 

Drs. Durponr and Dovetas Mrrcnett and Mr. J. Lewis” 
also showed cases. 


Rebiets. 


ERYTHEMA NODOSUM. 

Ix a monograph of seventy-two pages Dr. J. OpFry SyMeEs, 
consulting physician to Bristol General Hospital, sum- 
niarizes the results of a thirty years’ study of 250 cases 
of Erythema Nodosum.' He states that in the past this 
affection has often been described simply as a skin disease, 
and has heen neglected in textbooks of general medicine. 
Now it is being regarded more and more as a constitutional 
nrlady, and pessibly even as a separate and specific disease. 
Certain interesting facts regarding the incidence of the 
malady are brought out clearly. There is a definite sex 
incidence, females preponderating over males in the ratio of 
over 3 to 1. Most-cases occur about puberty or in young 
adults, but no age is exempt. More cases occur during 
Mareh and April than at any ether time. Definite out- 
breaks hate frequently been noted, the largest referred to 
by Symes being one of fifty cases in an urban district of 
Wales in a period of five weeks during Avgust and 
September, 1620, there having been no previous cases in the 
area for fifteen years. The incubation period is indefinite, 
but seems to vary from eight to twelve days. The initial 
syniptoms, before the characteristic nodal rash appears on 
the limbs, are very variable, but tonsillitis is by far the 
commonest complaint. The characteristic nodes appear 
first as bright red spots on the extensor surfaces of the legs 
and forearms, and come out in successive crops at intervals 
of three or four days. As they fade they change in colour 
like a bruise, and may be followed by desquamation. 
Pyrexia is nearly always present, and lasts for a fortnight 
or longer. Joint symptoms are uncommon. Second attacks 
of the disease are rare, but one case is quoted in whieh 
seven distinct attacks occurred between the ages of 18 and 
37 years. The belief that the disease is associated in some 
ray with acute rheumatism dates apparently from a paper 
Bristol: J. Wright and 


1928. (Cr. 8vo, pp. 723 


' Erythema Nodosum. By J. Odery Symes, M.D. 
Sons, Ltd.; Londen: Simpkin Marshall. Ltd. 
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by Stephen McKenzie, and according to Symes this view 
has simply been copied from one textbook to another without 
any additional evidence. All of Symes’s own records and 
observations, which he tabulates on page 44 of his mono- 
graph, are entirely against the view of a rheumatic etiology, 
or even of a frequent association of the two diseases, 

The most important clinical part of the monograph deals 
with the possibility of a connexion between’ erythema 
nodosum and tuberculosis. The evidence is very incom- 
plete, and consists chiefly of indirect observations such as 
close contact of cases of erythema nodosum with sufferers 
from active tuberculosis, and the development of tuber- 
culosis within a few months after an attack. Direct evi- 
dence is lacking, and, in nodes which have been excised 
and examined, both histologically and by guinea-pig inocu- 
lation, almost all the results have been negative. The 
results of tests such as the von Pirquet reaction in adults 
can be discounted, and there is really not a shred of evi- 
dence in favour of the view often suggested that erythema 
nodosum is a tuberculous bacillaemia. Symes gives his own 
observations, founded on a study of 102 cases. In 19 cases 
tuberculosis was present, in 11 at the time of the attack, 
in 8 a short time after convalescence. Symes admits that 
this proportion is by no means high, but nevertheless he 
feels positive that there is some connexion between ery- 
thema nodusum and tuberculosis. He does not consider 
that the malady is definitely due to tuberculosis, or (as has 
also been suggested) that it is the exanthem or first allergic 
sign of a developing tuberculosis. So strongly, however, 
does the author, from his long clinical observations, hold 
that there is some definite although subtle connexion between 
erythema nodosum and tuberculosis, that he recommends 
that all possible steps should be taken to increase the 
patient’s resistance to tuberculous invasion for six months 
after an attack. 

Information which must be new to most clinicians will 
be found in the account of the histological examination of 
the lesion of erythema nodosum, carried out by Professor 
Geoffrey Hadfield, and illustrated by excellent micro- 
photographs. The lesion is shown to be essentially an 
inflammation of the small arterioles in the subcutaneous 
fat, resulting in localized necrosis of the fat. Giant cells 
appear in later stages which act as fat-phagocytes, and the 
appearances are really not unlike (although this is not 
remarked on) those of a subcutaneous rheumatic nodule. 
No evidence was found in favour of a tuberculous infection, 
and the conclusion was reached that the circulation of 
some soluble toxin gave the best explanation of the lesion. 

The last word on erythema nodosum has net been written 
in this carefully compiled monograph. The author has 
obviously devoted more time to the study of this disease 
than any of his contemporaries, and his opinion that a 
subtle connexion exists between erythema nodosum and 
tuberculosis must be respected and acted upon. Yet so 
many cases occur in the absence, before, during, and after 
the attack, of any other known disease that the possibility 
of erythema nodosum being an acute specific exanthematous 
disease, independent of all other diseases, must still be kept 
for investigation and experiment. With.this view there is 
no doubt that Dr. Odery Symes would agree. 


CHEMISTRY IN RELATION TO MEDICINE. 
Recent Advances in Chemistry in Relation to Medical 
Practice,? by Dr. McKim Marriorr, will be found very 
useful by all students or graduates of medicine who desire 
to keep in touch with the rapid developments in bio- 
chemistry—a task that is difficult for all except specialists 
in this subject. As the author remarks: “So rapidly has 
the science advanced that much of the recent chemical 
literature is likely to be unintelligible to the medical 
graduate of a few years ago. Yet so important are the 
applications of chemistry to clinical medicine that a know- 
ledge of recent chemical advances is almost essential to 
modern practice.’”’ The book consists of six lectures, and 


2 Recent Advances in Chemistry in Relation to Medical Practice. B 
- McKim Marriott, B.S. -D, 
pp. 141; 12 figures. 10s. 6d. net.) 


London: H. Kimpton. 1928. (6 x 


deals with the following topics: acidosis and alkalosis, the 
chemistry of the blood, food and metabolism, and the endo- 
crines. In handling this material the author has turned 
to good account his gift for expounding clearly and shortly 
difficult biochemical problems. The size of the volume, 
which only contains 140 pages, prevents any attempt at 
exhaustive treatment of the subjects dealt with, but the 
author explains the fundamental principles of each and 
indicates the practical problems of disease to which these 
principles can be applied. The chapters on acjdosis and 
alkalosis, and on the general principles of diet, are parti- 
cularly good. The chapters on vitamins and endocrines 
suffer somewhat from compression. The author has, how- 
ever, succeeded in his attempt to give a general survey of 
new work in medical chemistry that can be easily read and 
understood by those possessing a general knowledge of 
physiology, and the volume can be recommended to the 
many members of the medical profession who wish to keep 
abreast of recent developments in medicine, but who have 
had little special training in biochemistry. 


HAAB’S ATLAS OF OPHTHALMOSCOPY. 


Haap’s atlas* of fundus drawings of the eye has been 
known to a succession of students, and has been valued. 
It was a comfortably small book, and so slipped into the 
coat pocket with ease. It presented a large number of 
fair-sized fundus drawings of a somewhat diagrammatized 
order, so that they were more obvious and character- 
istic of the description of the Jesions they purported to 
represent than anything we ever saw or could expect to 
see in the human eye. But they served their purpose. 
Once we had succeeded in seeing what our teachers said 
was to be seen in such and such a case, once the new 
world revealed by the ophthalmoscope was fairly entered, 
Haab’s atlas became a useful notebook wherewith to revive 
impressions, and the impressions did not suffer by the 
crude realism of the drawings, for we had seen the real 
thing. 

ior Haab’s atlas has been reprinted by a society of 
sight-testing opticians, the British Optical Association. Its 
form has changed; it is no longer a convenient pocket- 
book, it is a portentous and heavy volume. Yet it is the 
same Haab, or at least the pictures are the same as in the 
old edition, only now each small page of the original is 
gummed into a larger page of this optician’s edition. The 
change in the environment of Haab’s drawing is rather 
suggestive of a change in the uses to which the book may 
be turned. It is so large that it may bulk in the eyes of 
its owners to the exclusion of the real thing, which tc 
anyone outside the instruction of a genuine hospital for 
the reception of cases of disease of all kinds is almost 
certain to happen; they will see so little of the real that 
the simulacrum must make their world. An unreal “ know- 
ledge” of the appearances of disease in the fundus of the 
human eye will be only too readily obtained by any student 
of such a book who possesses an eye for form and for 
colour. He could memorize the series of illustrations and 
reproduce them at will with pencil and brush, and as 
easily ‘‘ spot’? another drawing of a fundus condition, 
since all drawings of the kind are subject to the same 
limitations of unreality; and yet the successful spotter may 
be scarcely able to see a fundus with the ophthalmoscope, 
much less to make any useful diagnosis from his examina- 
tion of the eye. These are the facts of experience, and not 
suppositions. When, therefore, we read in the preface to 
this new edition, ‘‘ It is earnestly hoped that the present 
edition will prove equally valuable to the optician of the 
future, who is now studying the technique of the examina- 
tion of vision in such a way that he should be superior to 
his predecessors,” we cannot but fear the coming of a 
gencration of opticians whose knowledge is derived from the 
copy and not from life, with results that have been too 
often illustrated in the decadence of an art or a science. 


3 Ophthalmoscopy. By Dr. 0, Haab, Professor of Ophthalmo- 
Translated and edited by W. B, Barker, 
Fellow of the British Optical Association, and published by this 
association at Clifford’s Inn Hall, London, E.C.4. 1928. (63 x 9}, pp. 230; 


87 figures, 21s. net.) 
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GUY’S HOSPITAL REPORTS. 
Tue last quarterly instalment of the Guy's Hospital 
Reports' for the year differs somewhat from its usucl 
character, for there are two long papers, occupying two- 
thirds of the ‘space, and then fourteen cases cf interest 
reported from *‘ Clinica!,’’ this sixth series being drawn 
from the first quarter of the year when the Editor and 
Dr. Poulton were the physicians in charge. Dr. J. B. 
Hance’s article on malaria as an’ independert etivlogics| 
factor im portal cirrhosis of the liver is based on twenty 
cases of cirrhosis observed in the North-West Frontier of 
India, in which other causcs—for example, kala-xzar—were 
eliminated. In his articie of fifty-three pages on hypo- 
chondria, its definition and nosology, and psychopzthologv, 
Dr. R. D. Gillespie, physician for psychological medicine, 
first gives a historical sketch of the use of this word, and 
discusses the clinical criteria necessary to regard a con- 
dition as hypochondriacal: these are “a mental pre- 
occupation with a real or supposititious physical or mental 
disorder; a discrepancy between the degree of preoccupa- 
tion and the grounds for it so that the former is far in 
excess of what is justified; and an affective condition best 
characterized as interest with conviction and consequent 
concern, and with indifference to the opinion to the 
environment, including irresponsiveness to persuasion.”’ 
Among the cases from ‘‘ Clinical”? there are four of gastric 
hzemorrhage due to the haemorrhagie diathesis; four cases 
recorded by Dr. E. M. B. West—namely, subdural haemor- 
rhage, subarachnoid haemorrhage, possible coronary em- 
bolism in a man aged 25, and haemolytic non-Addisonian 
anacmia with Hunterian glossitis and achlorhydria. The 
evidence against pernicious anaemia in the last case was 
the low colour index, the unusual profusion of normoblasts, 
and the type of the Price-Jones curve. A case diagnosed 
as splenic artery angina, on the grounds that the left-sided 
pain is unusual in abdominal angina and that the attacks 
were produced by taking food, is briefly recorded by Mr. 
T. G. Seott. Very rapidly fatal suprarenal syncope due to 
streptococcal septicaemia is described by Mr. D. Ellis; 
Dr. Pitt-Payne gives an account with skiagrams of trans- 
position of the viscera with tuberculous pleurisy, and Mr. 
K. L. Graff a case of congenital cerebral aneurysm which 
leaked on three occasions before the final fatal rupture 
into the substance of the brain. In the commentary it is 
pointed out that the post-mortem appearances of intra- 
cranial aneurysm were first described by Sir W. Gull in 
1859, and the clinical diagnosis by Dr. C. P. Symonds in 
1923. 


BOOKS ON BACTERIOLOGY. 
Some of our readers will be glad to have their attention 
drawn to recent arrivals in the steady stream of textbooks 
of bacteriology reaching us from across the Atlantic, even 
though we can only find space for a few sentences of 
comment. The Physiology and Biochemistry of Bacteria’ 
by R. E. Bucwanan and E. I. Fuumer, is a compilation 
and systematization of material relating to the physiology 
of micro-organisms, particularly of the bacteria, yeasts, and 
moulds. Students whose interest in bacteriology is purely 


NOTES QN BOCK. 


NOTES ON BOOKS. 
The Huon Body,’ by Dr. LoGan CLENDENING, is a work of 
stme origivality, treeting of the anatomy, physiology, and 
pathology of the body on unconventional lines. It is dedicated 
to a medicel friend, with whem the author had many a time 
set fer into the night and discussed pathological specimens 
temporarily secreted in their bath-tubs, to the horror of their 
wives.. From such gatherings the book, with its breezy 
conversational style, appears to have had its origin. As a text- 
book of medicine it may not be rated very highly, but the 
author exhibits considerable erudition, and quotations abound, 
renging from Hippocrates to G. B. Shaw, interspersed with 
anecdotes having reference mainly to the circumstances of early 
discoveries. Thus we are shown Vesalius in the dead of night 
cutting down his first skeleton from a gibbet outside the walls 
of Louvain, a figure of the fattest woman on record, an 
engreving of Alexis St. Martin’s gastric fistula, the title-page 
of the bock which first described the action of Epsom salts— 
‘a landmark in the history of mankind ’’—a picture of old 
Augenbragger testing the contents of his wine cask by tapping 
it, from which his son deduced the method of percussion, and 
of Laenrse watching boys at play, from whom he gained the 
idea of auscultation. These, with many anecdotes, such as that 
of the old Shropshire woman who cured the Dean of Brasenose 
of his dropsy by means of an infusion of foxglove, are to be 
found on + fe. 4 every page. The following will give some 
indication of the author's style: ‘‘ The Princess Caroline 
(‘ There never was a clever woman who was not a quack,’ some 
scoffer observed) persuaded George I to pardon six condemned 
criminals who would submit to inoculation for purposes of 
experiment, all of whom thus escaped hanging, and after a mild 
dese of small-pox were free to pursue their customary vocations 
and avocations. In France Louis XVI was inoculated in 1774, 
and Marie Antoinette’s milliner, Mlle Rose Bertin, in honouw 
of the occasion, designed a special head-dress, which was shaped 
like a small-pox pustule; the royal patient was protected from 
small-pox, but he was not so successful as the English expeii- 
mental animals from Newgate in escaping judicial extinction.” 


The well-got-up facsimile of The Ordinall of Alchimy, ly 
Thomas Norton of Bristoll,® reproduced from the copy of 
Exras Vheatrum Chemicum Britannicum (1652) in 
the Science Library of Clifton College, is introduced by a 
scholarly account of its history Dr. E. J. Hotmyarp. 
Thomas Norton, whose father was Mayor of Bristol in 1413, 
studied alchemy early in life, and when 28 years old thought 
that he knew how to prepare the Elixir of Gold; he wrote two 
other works—De Transmutatione Metallorum and De Lapide 
Philosophica—which, however, were not published. Ashmole, 
in his annotations on the Ordinall (reproduced like the text in 
the original form), points out that the author’s name and 
residence are revealed by taking “‘ the first word of the Proeme 
and the initiall letters of six following chapters,’’ which 
provide the words ‘* Tomais Norton of Briseto.” 


The third volume of Fortschritte der Sexualwissenschaft und 
Psychanalyse,!® of which the second appeared over two yeats 
ago (see Journal, January 16th, 1926, p. 107), has recently 
been issued by Dr. STexeEL, assisted by Drs. 
Missriecter and Guruew. The volume contains seven 
original articles, including papers by the editor on the progress 
of dream interpretation and the psychology of self-repression, 
and the psycho-analysis and forensic significance of klepto- 
mania by Dr. Mark Friedemann, nine shorter communications 
dealing With various aspects of psycho-analysis, abstracts from 


current literature, and notes on books. 


medical might find this volume useful for reference on some 
special occasion, but will not need it in routine work. An 
Klementary Text-Book of Microbiology,’ by Warp Gitrner, 
is a good book for science students of bacteriology who wish 
to have an introduction to all the applications of bacterio- 
logical science. In this country it might be of interest to 
} readers for the D.P.H., but not to medical students. 
Elementary Bacteriology,’ by J. E. and 0. 
Gre: ves, 1s @ book which we might recommend to satisfy 
the curiosity of educated laymen about what bacteria are 
and what they do. Its perusal, however, is a task not to 
he entered on lightly, and the book is evidently written wre 

for the serious-minded student. The Human Body. By Logan Clendening, M.D. New York and 


peti § Me. London: A. A. Knopf. (6 x 94, pp. xxii + 399; 102 figures. 25s, net.) 

4 Guy's HospitalsReports, Vol. 78 (Vol. 8, fourth series), No, 4, October °The Ordinall of Alchimy, by Thomas Norton of Bristoll, Being & 
1928. Edited by Arthur F. Hurst, M.D. London: The Lancet, Limited. | facsimile reproduction from Theatrum Chemicum Britannicum, with 
‘i (Med. 8vo, pp. 379-500; 4 figures. Annual subscription, £2 2s.; single Annotations by Elias Ashmole, With an introduction by E, J. Holmvyard, 
numbers, 12s, 6d. net.) M.A., D.Litt., F.C. London: E. Arnold and Co, 1928. (Demy 8r0, 
i 5 Physiology and Biochemistry of Bacteria. Vol. I. By R. E. Buchanan pp. viii + 125; 4 plates. 10s. 6d. net.) 

Ph.D., and Ellis I. Fulmer, Ph.D. London: Baillitre, ‘Tindall and Cox: 


The sixth volume of Scientific Reports from the Institute fot 
Infectious Diseases'! at Tokyo, edited, like the previous issue 
(see Journal, April 7th, 1928, p. 600), by Dr. Yonest Miyacaws, 
contains 53 papers, of which 52 are in English, 16 in German, 
and 3 in Esperanto, devoted to bacteriology, serology, patho 
logy, biology, biochemistry, clinical medicine, parasitology an 
protozoology, and medical entomology. The subjects discussed 
include the Wassermann reaction in tuberculosis and leprosy, 
experimental nephritis, the origin of the oestrous hormone, the 
sanocrysin treatment of tuberculosis, culture media for spire 
chaetes, and prophylaxis of Weil’s disease. 


18 Fortschritte der Secualwissenschaft und Psychanalyse. Herausgegebea 


ni Baltimore: The Williams and Wilkins Company. 1928. (Med. 8vo . Xi ‘on Dr. Wilhelm Stekcl. Redigiert von Dr. Anton Missriegler und Emi 

+ 516; 78 figures. 34s, net. ‘ Gutheil. TI Band. Leipzig and Vienna: F. Deuticke. 1928. (6) x 9, 
4n Elenentary Text-Book of Microbiology. By Ward Giltner, London: pp. 195; 2 plates. M.12.) 

J. and A. Churchill. 1928. (Med. 8vo, > xvi + 471; 99 figures, 15s.) 11 Scientific Reports from the Government Institute for Infectious 

: * Elementary Bacteriology. By Joseph E. Greaves, M.S., Ph.D., and | Diseases. The Tokyo Imperial University, for the nar 1927. Vol. VL 

. Ethelyn 0. Greaves, M.S. Philadelphia and London: W, B. Saunders | edited by Dr. Yoneji Miyagawa. Tokyo: Shirokane-Daimachi, Shikabu 
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MENTAL HYGIENE. 


From its inception five years ago the National Council 
for Mental Hygiene has chosen as its special task the 
building up of an enlightened public opinion in relation 
to mental disorder. The council seeks to improve 
the mental health of the community, and to this end 
it endeavours to combat the prevailing ignorance and 
superstition regarding the true nature of mental dis- 
order which so seriously hamper the work of those 
concerned with the treatment of the mentally afflicted. 
It aims, further, at securing a more important position 
for psychiatry in the medical curriculum, and a closer 
association between psychiatry and general medicine. 
Recognizing that factors both hereditary and environ- 
mental are responsible for the production of crimin- 
ality, dependency, vagrancy, delinquency, and prosti- 
tution, the council, in its fifth annual report' maintains 
that these social evils can be effectively combated only 
if the relative significance and the mode of operation 
of the causative factors are adequately understood. 
Accordingly it proposes (1) to promote a critical study 
of the social habits, industrial life, and environments 
of the people, with a view to eradicating those factors 
which lead to mental ill health and unhappiness; 
(2) to investigate the various causes, physical and 
psychological, underlying failures of social adjustment ; 
(3) to consider the extent to which clinical psychology 
may contribute towards the elucidation of the problems 
of habitual criminality; and, (4) from the standpoint 
of prophylaxis most important of all, to study the 
mental hygiene of child life in relation to education 
and parental responsibility. Even with the knowledge 
now available it holds that the mental health of the 
community could be materially improved in three 
ways: by the establishment of special clinics and out- 
patient departments for the early treatment of mental 
disorder; by raising the standard of care and treatment 
in the public mental hospitals; and by removing legal 
formalities which tend to postpone the effectiv e 
treatment of early cases. 

The council’s report on the early treatment of 
persons suffering from functional nervous disorders 
and minor mental maladies, as it might affect general 
hospitals, is of special interest in view of the proposal 


of the Ministry of Health's Local Government Bill 


(1928) to transfer the responsibility for Poor Law 
administration from the existing authorities to the 
councils of counties and of county boroughs. This 
transfer of powers—if full benefit is to be gained from 
the reforms—should lead to the immediate re-alloca- 
tion of a large number of hospital beds throughout 
the country, and hence it is especially important 
that administrative schemes relating to the use of 
available hospital and institutional accommodation 
should be precisely formulated. The Local Govern- 
ment Bill, it will be noted, deliberately excludes the 
Lunacy Acts from the scope of its proposals, on the 
ground that these will be dealt with separately, in 


_ pursuance of the report of the Royal Commission on 
Lunacy Law and Administration. Such exclusion, 
however, will not affeet the type of case with which 


the National Council of Mental Hygiene is especially 


' Fifth Re wort of the National Council for Me ntal Hygiene (Incor- 
Poratod), 1927-28. london; 78, Chandos House, Palmer Street. S.W.1. 


concerned. At present there is but scanty provision 
for the institutional treatment of cases of incipient 
mental disorder. A questionary sent out by the 
Council to 155 general hospitals in Great Britain and 
Treland, as to the facilities at present available for 

early treatment, elicited the information that not a 
single provincial general hospital has such in-patient 
accommodation, though many of them, when neces- 
sary, admit patients from out-patient psychiatric 
clinics to the general wards. Otherwise institutional 
treatment is not available until a case has become 
certifiable, and is in a condition to be removed to a 
special mental hospital. The council proposes, in 
the course of the next few months, to devote itself 
to a campaign for bringing the needs of early mental 
and nervous ‘patients to the attention of the councils 
of counties and of county boroughs. It holds that 
special departments of the institutions taken over 
by these authorities can, and should, be allocated for 
the treatment of these patients. Meanwhile the 
council has considered proposals for future legisla- 
tion in relation to provisional treatment orders, the 
reception of patients who are being treated under any 
form of provisional order outside of institutions, the 
notification of borderland cases and of other persons 
who do not require restriction of their liberty, the 
adequate protection of the medical practitioner exer- 
cising his duties under the lunacy laws, and the after- 
care of mental patients. 

Recognizing that the social inadequacy which results 
in the production of the unemployable, of the nervous 
invalid, and of the mentally unbalanced may often be 
traced to the operation of noxious psychological in- 
fluences in childhood, the council advocates whole- 
heartedly the extension of a child guidance movement 
in this country. A memorandum dealing with this 
problem, and published as an appendix to the report, 
is particularly opportune at a moment when the first 
large and fully equipped child guidance clinic is 
being established in London. Finally, the council, 
realizing that there is no instruction in mental defi- 
ciency available for medical practitioners unable to 
leave their practices to attend a special course, has 
arranged with the Fellowship of Medicine and Post- 
Graduate Association to institute such a course, and 
to include it in the ordinary post-graduate programine. 


INTERNATIONAL PUBLIC HEALTH 
PROBLEMS. 
The Office International d’Hygiéne Publique has 
lately issued in pamphlet form a short summary of 
the proceedings of its Permanent Committee at the 
last session of that body in Paris in October. This 
plan of publishing a suc cinct account of the delibera- 
tions of the committee, and so enabling interested 
persons and bodies to maintain cont: ict with its 
business, has, we-think, much to commend it as an 
alternative to the more common practice, particularly 
among international bodies, of waiting until full 
verbatim reports are prepared before presenting the 
tale of their actions to the public. 

At this meeting Great Britain was represented by 
Sir George Buchanan, British India by Colonel J. D. 
Graham, Australia by Dr. C. L. Park, Canada by 
Dr. H. B. Jeffs, New Zealand by Colonel 8. P. James, 
South Africa by Dr. P. G. Stock, and the Irish Free 
State by Dr. Boyd Barrett. Representatives of about 
thirty other States and Dominions were present, and, in 
addition, Dr. Abt, director of the Office International, 
Dr. Rajchman, medical director of the League of 
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Nations Health Organization, and the late Major C. P. 
Thomson, president of the Egyptian Sanitary Maritime 
and Quarantine Board, took part in the discussions. 
The special commission, consisting of the delegates 
of countries interested in sanitary control of 
the Mecca pilgrimage, has been established as a 
permanent body, charged with the duty of examining 
all information about the pilgrimage each year, and 
of studying questions bearing upon its sanitary 
control. A report by this commission, embodying 
recommendations designed to secure co-ordination in 
this control, was approved by the committee. It has 
been decided to publish next year the first issue of an 
international maritime health annual, giving a com- 
prehensive survey of port sanitary and quarantine 
administration. In the meanwhile, the circularization 
of information relating to ports adequately equipped 
to carry out ‘‘ de-ratization,’’ and therefore compe- 
tent to issue the appropriate certificates, is being 
undertaken. The committee has also been engaged 
in an effort to abolish unnecessary consular visas on 
such certificates and on bills of health. 

Other matters which have received consideration 
include the use of wireless telegraphy for quarantine 
purposes, the utility of rat guards, and the measures 
of sanitary defence which may usefully be taken in 
connexion with air traffic from infected countries. 
A valuable discussion was devoted to the recrudescence 
of yellow fever in various parts of Africa and in South 
America since 1926. Reference was made to the 
Anglo-French conference at Dakar in April last and 
to the agreement recently made between the Belgian 
Congo and Angola as examples of international co- 
operation which should be extended for the defence 
of Africa against yeliow fever, in order, while lessening 
the possibility of the spread of infection, to reduce 
to a minimum interference with international traffic. 
The Office International has established a commission 
to study the question, and it was urged that the health 
authorities in East Africa, in British India, and in 
the Far East should exercise the utmost vigilance to 
prevent the advance in the future of yellow fever in 
Asia. A variety of other epidemic diseases came 
under review, including cholera and dengue; and the 
discussions on post-vaccinal encephalitis, leprosy, the 
etiology of poliomyelitis, certain aspects of tuber- 
culosis, infant mortality, and other subjects yielded 
much interesting matter of practical importance to 
world hygiene. 


A NATURAL RESERVOIR FOR MANSON’S BILHARZIASIS. 
In various parts of Africa and South America, as well as 
in the Far East, are found three species of blood flukes— 
the bilharzia worms—which in the endemic regions are 
exceedingly dangerous human parasites. The Far Eastern 
species, in addition to man, lives in a great variety of other 
mammalian hosts, domestic as well as wild. The African 
species, however, if we except a possible record from a 
monkey of what may have been Schistosoma haematobium, 
has not hitherto been found in any animal other than man. 
It is true that Professor Leiper was able experimentally to 
infect African and Indian monkeys as well as a variety of 
rodents, but until now man has been regarded as its sole 
natural host. In the current number of the Journal of 
Helminthology Dr. T. W.,M. Cameron of the London 
School of Hygiene and Tropical Medicine, who has just 
returned from a rescarch expedition to the Lesser Antilles, 
records the natural cccurrence of Schistosoma mansoni in 
monkeys in St. Kitts. Curiously enough the monkeys 
there, and in several of the other islands, are of African 
origin, and were imported as pets many years ago. During 


sume of the frequent wars with the French the monkeys 
escaped to the hills, and there, with no natural enemics, 
prospered abundantly, and have now become, not only great 
pests to the planters through their natural predilection for 
destroying everything they cannot eat, but serious menaces 
to the health of the community. The relationship of 
monkeys and man is becoming more and.more obvious as 
time goes by, and one by one the various diseases thought 
to be peculiar to man are appearing in his more humble 
relations. In recent years yellow fever has been trans- 
ferred to Indian monkeys, and adequate research has 
thus been rendered possible. Now African bilharziasis has 
been added to the list, while Voronoff has found the 
monkey a valuable donor in his human rejuvenating work, 
We are approaching, in fact, a more rational conception 
of man’s true place in the animal kingdom, and this new 
humility prepares the way for an understanding of much 
that had hitherto been obscure. The appearance of a 
reservoir host for Schistosoma mansoni—a possibility seen 
by Leiper twelve years ago, when he elucidated the life- 
history of these flukes in Egypt—has, however, other and 
more far-reaching implications. Various schemes for the 
eradication of bilharziasis in Africa have been mooted, but 
all fall into one of two classes—eradication in some way of 
the snail intermediary, or eradication of the adult parasites 
by the injection of drugs. The second plan, apart from 
various practical difficulties in its execution, postulates the 
absence of a reservoir host. The finding of one species of 
African reservoir host therefore shows that the adoption 
of such a plan is fraught with hitherto unsuspected pit- 
falls. It is more than probable that research will bring to 
light other such hosts in Africa, and, as Leiper pointed 
out in 1915, the ease with which rodents may be infected 
in the laboratory suggests that such reservoir hosts may not 
be confined to the primates. Accordingly, until the absence 
of such an animal in any locality is established, and until 
it is clear that such an animal cannot in the future enter 
the locality, eradication of schistosomiasis by treatment 
alone has very doubtful chances of success. The eradication 
of the snail intermediaries, however, strikes at a factor 
common to man and antmals, in the absence of which infec- 
tion is impossible. The methods of eradication employed— 
drainage, chemicals, rotations, and so on—will depend on 
local circumstances, but this method has obviously a much 
greater chance of sticcess than one which neglects the 
presence of the parasite in wild animals. 


THE PARATYPHOID OUTBREAK IN LONDON. 
A report was made to the London County Council on 
December 18th on the serious outbreak of paratyphoid fever 
which occugred in London and adjacent districts last July. 
The first information received, on July 30th, was of 5 cases 
in a southern district of the county. On the following day 
further cases north of the river were notified. Immediate 
inquiry brought to light a number of other cases in the 
western area of London, and simultaneously the Council’s 
attention was directed by the Ministry of Health to cases 
in adjoining districts outside the county. Action was at 
once taken, and the outbreak was speedily localized and 
stemmed. The number of London cases investigated was 
282, of which 201 were identified as cases of paratyphoid 
B fever; 4 of these proved fatal. A report with statistics 
and full information on the cases has been submitted by 
Dr. J. A. H. Brincker, senior medical officer. The Public 
Health Committee records its appreciation of the ability 
and unremitting labour given to the conduct of the investi- 
gations, and of the close co-operation between the Council’s 
officers, the Ministry of Health, and the medical officers of 
health of the districts concerned, without which the out- 
break could not have been dealt with efficiently. The com-' 


mittee adds a brief reference to the question of preserva- 
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tives in food. The use of preservatives, including boric 
acid, in food is prohibited in the Public Health (Pre- 
servatives, etc., in Food) Regulations, 1925, which came 
into ferce in their entirety on July 1st, 1928. ‘‘ The use 
of boric acid in food,’’ says the committee, ‘‘ is intended 
merely as a preservative and not as a germicide; even in 
considerably greater strengths than that formerly used it 
has no germicidal action on disease-producing bacteria 
generally, and enteric organisms in particular. Although 
the regulations of 1925 were at first regarded with mis- 
giving by traders, it is now being increasingly recognized 
that preservatives are not necessary in good wholesome 
food, and that their presence in food is not beneficial to 
the consumer and may even be injurious, not only by their 
effect on the digestive system, but by concealing the un- 
soundness of food intended for sale. Proper care in the 
preparation and handling of food to minimize the risk of 
contamination, and the added safeguard of proper cooking, 
pasteurization, or sterilization, where applicable, constitute 
the best.means of ensuring a sound and wholesome food 
supply.’’ 


“GO TO THE ANT.” 
Proressor Foren’s Social World of the Ants,' a translation 
of whiclr by C. K. Ogden, the editor of Psyche, is now pub- 
lished, besides being a very fine treatise on the anatomy and 
physiology of ants, their species and geographical distribu- 
tion, and their social organization, has the special advan- 
tage of being the work of an expert psychologist. It 
therefore contains a very able analysis of the sensory organs 
and functions and of the psychology of these insects, so 
far as it is possible to deduce it from a study of their 
behaviour; from this analysis the author shows that the 
characteristic form and perfection of social organization 
among ants follows as a natural corollary. The book is 
much more than a work on a branch of natural history, 
although considered in that light alone it is a very fine 
work. It is a study in sociology as well, and is rendered 
all the more interesting by a highly instructive comparison 
which the author draws between the ant society and human 
society. Professor Forel has taken an interest in ants 
from childhood, and his book contains the results of seventy 
years or more of uninterrupted study of their ways. He 
considers that the anatomical facts observed justify the 
opinion that ants possess nervous centres corresponding in 
a limited degree to our cerebral hemispheres, and that they 
are known to have the power of communicating their ideas 
hy means of a primitive form of language, expressed by 
movements of their antennae. It is, then, not surprising 
that, in a community all of whose members appear to 
work together for good, acts which we should regard as 
Virtuous ave sometimes observed. It is difficult to interpret 
m any other way the following circumstance: an ant, 
seeing a friend in danger, endeavoured by gentle per- 
suasion, such as pulling her limb, to entice her away, but, 
finding her entreaties unavailing, she finally seized her 
‘ompanion and carried her bodily into a place of safety. 
On the other hand, if ants can claim to possess son:e of our 
Personal virtues, we must confess that we fall very far short 
of them in our appreciation of social duties. Every call for 
the performance of a social duty is immediately responded 
to by the ants, and the task is executed with efficiency: 
abreach in a wall brings the builders immediately on the 
“ene, and the military will turn out should there be any 
danger of the workers being interrupted by enemies from 
Without. The same promptitude and efficiercy are chserv- 
able in every detail of the social economy, and, what is 
particularly aoticeable, the work is done spontaneously, 
Mithout orders from anyone; the community is purely 


bh. che Social World of the Anta. By Auguste Forel. Translated by C. K. 
den, Jn two volumes. London and New York: G, P. Putnam's Sons, 
d, 1928, (Demy 8vo, Vol. i, pp. xxx + 551; 95 figures, 9 plates. Vol. ii, 
D. xiv + 445; 42 figures, 14 plates. £3 3s. the two volumes.) 


anarchical. It would seem that so perfect a system might 
with advantage be adopted. by ourselves; this, however, 
Professor Forel shows to be a delusion—human and ant 
phylogeny have developed along different lines. The 
circumstances of their history through the centuries have 
resulted in the memory storage of ideas advantageous to 
the species in the case of the ants, and their actions are 
controlled by the instincts so acquired. The phylogenetic 
history of man is different; when he ‘‘ came down from 
the tree-tops some millions of years ago, he entered into 
conflict with the monstrous mammals of the Tertiary period, 
a time when force was the only law. Thus the primitive 
male learned to wage war upon other living creatures, 
including his fellow men. Courage, strength, and cunning 
were his prerogative’’—in other words, his proclivities 
were individual, not social. Forel represents the matter, 
hypothetically, in mathematical terms: 60 per cent. or 
more of man’s actions, he suggests, may be considered to 
depend on his individual memory—on impressions acquired 
during his life-time—the rest being due to hereditary 
dispositions; while in ants 94 per cent. of thought, will, 
and action may be attributed to species’ memory or 
instinct, hence their predominantly social disposition. ‘‘The 
hereditary social instincts of ants permit them to live 
without chieftains, guides, police, or laws, in an admirably 
co-ordinated state of anarchy; human beings are absolutely 
incapable of doing this, and if they attempt as much they 
at once fail back into such a triumphant state of brigandage 
that they are compelled to submit once more to the rule 
of chieftains.’”?’ Such is Professor Forel’s conclusion; it 
may be hoped, however, that man may in time develop 
an ideal of concord, and that the corresponding disposition 
may be transmitted. ‘‘Go to the ant... consider her 
ways and be wise.” 


LENTICULAR DEGENERATION IN INFANTS. 
Procressive lenticular degeneration, described by S. A. 
Kinnier Wilson in 1912, has been found from time to time 
in children, and the onset of the disease when met with 
in adults may sometimes be traced back to childhood. 
T. Fréhlich and F. Harbitz have, however, carried the 
disease back much further in a recent paper,' where they 
describe a case of lenticular degeneration in an infant aged 
8 months. The parents were first cousins, and two other 
children had died from convulsions in early infancy. There 
was no history of any nervous disease in the parents’ 
families. The infant suffered from convulsions during the 
second week of life, and, according to the mother, had 
always lain very quiet in bed, hardly ever kicking; it had 
not lifted up its head or sat up. On admission to hospital 
there was considerable rigidity in the flexor muscles of the 
arms and in the abductors of the legs. The reflexes were 
brisk, and the plantar responses were both flexor. The 
pupils were equally large, and reacted to light. The day 
after admission the infant developed twitchings of various 
muscles in the four limbs. Lumbar puncture showed clear 
fluid, not under pressure, with 6 cells per c.mm., normal 
sugar, and no increase in protein. The infant died next 
day, with convulsions and a continuance of the twitchings. 
At the necropsy there was no obvious evidence of any 
disease on the surface of the brain, but, on section, the 
outer third of the lenticular nucleus on both sides was 
found to be porous, softened, and honeycombed; this was 
also well marked in the putamen and pallidum. The 
caudate nucleus and internal capsule were normal in 
appearance. Microscopical examination confirmed the fact 
that these degenerative changes were almost entirely limited 
to the region of the lenticular nucleus. The liver in this 
case was not abnormal. Here, at any rate, there seems 
to be clear evidence of a young infant with lenticular 
degeneration, but further striking confirmation was found 


1 Acta Paediatrica, viii, August, 1928, p. 112, 
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in the fact that a previously born sister had died from 
convulsions on the fourth day of life, with marked degenera- 
tive changes in the neighbourhood of the right internal 
capsule and lenticular nucleus, and with no other change 
except oedema in the rest of the brain. The familial 
nature and the situation of the lesions in these cases make 
it very probable that they were examples of Wilson’s 
disease. The absence of changes in the liver may possibly 
be explained by the very early age at which death occurred. 
The presence of curious twitchings not associated for the 
most part with any definite convulsions, and the rigidity 
without an extensor plantar reflex, seem to point to involve- 
ment of the extrapyramidal system. It is possible that 
careful examination of the basal ganglia of infants dying 
from convulsions with unusual clinical findings such as 
described in this case may lead to the discovery of changes 
in the lenticular nucleus, and confirm the occurrence of 
Wilson’s disease at an early age. 


THE NEEDS OF THE BLIND. 
Tre necessity for increased support for the organizations 
which minister so devotedly to the needs of the blind is 
revealed in the annual reports for the year 1927-28 both 
of the National Institute for the Blind and of St. Dunstan’s, - 
which provides for the care of blinded ex-service men. 
Subscriptions, donations, and the proceeds of collections 
received by the National Institute showed a further drop 
of nearly £10,000, following a decline of £15,000 in the 


‘previous year, while the expenditure of St. Dunstan’s was 


almost £5,500 in excess of receipts. It is unnecessary to 
give in detail any account of the activities of these bodies, 
both of which are widely known, although apparently sufter- 
ing from an insufficient realization of their financial needs. 
The National Institute, which has the distinction of being 
the largest institution of its kind in the world, has played 
an extremely important part in developing the publication 
of embossed books, periodicals, and music in Braille and 
Moon type for the blind—a service of incalculable value. 
Particular attention is being paid to the requirements of 
students, and a special library has been formed for their 
benefit. Homes, hostels, and colleges are maintained; 
training is provided in a variety of callings; assistance is 
giver in the form of grants and pensions, in securing 
employment, in the marketing of goods, and in a score of 
other ways. In recent years the Institute has become of 
increasing importance as a co-ordinating centre for the 
numerous local societies. The report, richly illustrated with 
photographs, gives an exceedingly interesting account of 
its multitudinous activities which should attract attention 
te its work, and should, it is to be hoped, provoke a sub- 
stantial inflow of money to its coffers. St. Dunstan’s, 
within the narrower limits of its own province, works along 
similar lines, its main preoccupation having been, in the 
thirteen years of its existence, the training and re-establish- 
ment of men blinded in the war. Those who have come 
under its care deserve especially the best aid the public 
can afford by reason of the circumstances in which they 
lost their sight; their training presents a special problem 
through the tragic fact that blindness came when they 
had already attained manhood. The work of St. Dunstan’s 
does not cease during the-lifetime of its subjects, for the 
after-care department continues to provide advice and 
assistance for all who have passed through the establish- 
ment. There are, further, many ex-service men whose 


sight has, since the armistice, failed gradually through 
causes attributable to the war; nearly 900 such cases have 
already been added to the roll of St. Dunstan’s men, and 
to-day there are over 1,900 men—with dependants number- 
ing almost 5,000—under the care of the institution. During 
the year the main establishment for the personal care of 
blinded men was removed to Brighton, the headquarters 


remaining in London. The photographs given in the report 
to illustrate the progress achieved by men who have gone 
forth to take up an independent existence once more bear 
witness to the success achieved by St. Dunstan’s in re- 
building shattered lives. We trust that both these admir- 
able institutions will speedily gain wider support from 
the public, who can assist most usefully by subscribing 
liberally to their funds, and also by purchasing goods 
manufactured in their workshops or made by blind 
craftsmen trading on their own behalf. 


ELECTROCUTION IN THE X-RAY ROOM. 
A Case is reported in which a child, aged 8, while under. 
going wv-ray examination, was killed by an electric shock. 
At the inquest it was stated that a fluorescent screen was 
used, and three examinations were made; during the third 
of these a nurse and the mother, standing on opposite 
sides of the a-ray couch, were holding the patient. The 
doctor, having completed his examination, was walking 
across the darkened room to switch on the lights when 
there was a sudden flash near the floor, the nurse was 
stricken unconscious, the mother was “ lifted’ off the 
ground ”’ and fell on the floor, and the child was found 
to be unconscious and suffering from burns on_ the 
forehead and limbs. Artificial respiration was applied 
to the child, but without avail. The mother and nurse 
recovered without any serious effects. The doctor felt 
a shock when he lifted the child off the table. It appeared 
from the evidence given at the inquest that the nurse had 
only once before been in the z-ray room, and, having no 
idea of possible risks, was standing in the ‘* danger zone,” 
close to the high-tension leads which passed from overhead 
down under the couch, and close to a foot-switch con- 
trolling the current supply. The radiologist stated that he 
had no doubt that she was in such a position as to form 
an electric cireuit from the high-tension leads through 
the child, and that this was the cause of the accident. 
He added that there was no practical method available 
for insulating the high-tension leads of the apparatus. 
The jury returned a verdict of ‘‘ accidental death,’’ and 
attributed no blame to anyone. The coroner said that the 
question of admitting inexperienced persons to the .r-ray 
room might be considered by the hospital authorities con- 
cerned. This case raises several questions of importance. 
The dangers arising from electric currents, especially of 
high tension, have long been recognized, and, in so far as 
the public may be exposed to them, form the subject of 
legislation. There are, for instance, very stringent regula- 
tions about protecting the public against accidental contact 
with electric cables in the streets, while the Factory Acts 
provide for the efficient fencing of electrical machinery in 
factories and workshops. The wiring of premises for 
distribution of current from public supply mains is also 
carefully supervised, in order to minimize risks of fire 
and electric shock. There seems, however, to be very little 
control over the manufacture or sale of electrical appliancet 
so as to ensure that these shall be reasonably safe for the 
purposes for which they are intended. Naturally the 
makers and vendors of such apparatus are sufficiently 
jealous of their reputation to take such precautions @ 
they deem sufficient, but these may not be enough # 
render their products ‘ fool-proof.’’ The dangers arising 
from excessive exposure to x rays are now so widely known 
that nearly all z-ray tubes are provided with efficient 
devices for shielding the operator from the rays. In this 
matter the National Physical Laboratory has issued instrue 
tions which no manufacturer would venture to disregard. 
There is, however, a good deal yet to be done in the way of 
protecting the high-tension circuits used. When it is 
remembered that death has followed exposure to a current 
of only 50 volts, while the “‘ secondary circuit ’’ of an «x-ray 
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N IN SOUTH WALES, 


apparatus carries a current of from 50,000 up to 250,000. 
volis, the danger of electrocution becomes obvious. As was 
stated at the inquest in this unfortunate case, it is not 
necessary to touch the wires, ete., carrying such a high 
potentiali—mere proximity will allow a dangerous electric 
discharge to take place from the conductor to the indi- 
vidual who approaches within a few inches of it; and when, 
as is usually the case, an g-ray screen examination is made 
in a room plunged almost into complete darkness, it is clearly 
necessary to provide that, as far as can be arranged, it 
shall be physically impossible for anyone present to receive 
a shock from the apparatus. The best apparatus un-' 
doubtedly fulfils these requirements, the whole of the 
high-tension circuit being enclosed, either in some non- 
conducting material, or in some kind of cage which allows 
adequate inspection without involuntary palpation of the 
dangerous parts of the plant. There will, of course, 
always remain the human element, and ignorance or care- 
lessness will claim an occasional victim. The only remedy 
for this lies in education. In this connexion it is, perhaps, 
not out of place to call attention to a rather dangerous 
kind of suggestion which is now being made by some 
manufacturers of electro-medical apparatus. These firms, 
in their advertising, let it be supposed that by the use of 
their x-ray apparatus any person without previous training 
can produce radiograms of the highest excellence, and set 
up as an expert radiologist. The suggestion that there is 
nothing to be learnt about x rays will, it is hoped, not be 
taken too seriously. 


MEDICAL EDUCATION IN SOUTH WALES. 
AurHovucH it is too early for optimism there appears now 
to be some prospect of ending the unhappy conflict between 
the Cardiff Royal Infirmary and the University College 


the clinical teaching of Cardiff students and has led to 
withdrawal by the English Conjoint Board of its recog- 
nition of the medical school. With a view to bridging the 
gap between the two contending parties a draft scheme of 
co-operation, which has been approved by the honorary 
medical staff of the Infirmary, is now to be considered by 
the council of the College. Provision is made for meeting 
the cost of structural alterations or additions to the 
hospital buildings, which may be necessary in the interests 
of both institutions, and for the payment of grants to the 
hospital in respect of special services rendered in connexion 
with the medical school. Beds are to be allotted in a 
definite proportion to the professors of medicine, surgery, 
and gynaecology, who would thus become . honorary 
members of the hospital staff, and arrangements are out- 
lined for representation of each institution on the council 
of the other, and on any joint standing committees set 
up in accordance with the supplemental charter of the 
University of Wales. It is proposed to establish a board 
of clinical studies to organize the clinical teaching at the 
Infirmary. This would be composed of all the recognized 
clinical teachers and part-time lecturers who are members 
of the honorary medical staff of the Infirmary, the pro- 
fessors of medicine, surgery, obstetrics and gynaecology, 
and pathology, the radiologist, and the lecturer in anaes- 
thetics; one member of this board is to be appointed to 
represent it on the Board of Medicine. It remains to be 
seen whether the necessarily divergent points of view of 
the Royal Infirmary and of University College can be 
completely reconciled on such lines, even after modifica- 
tion, but the scheme may at any rate be welcomed as 
indicating a desire to examine as fully as possible the ways 
by which co-operation might be restored. The end of this 
long controversy will be applauded by none more readily 
than by the many members of the British Medical Associa- 
tion who enjoyed the hospitality of Cardiff at the last 
Annual Meeting; all will hope for a wise settlement of 


old disagreements, and the defining of a basis of per- 
manent harmony, which is vital to the cause of medical 
education in South Wales. 


PROFESSOR MAX NEUBURGER. 

THE issue of the Wiener medizinische Wochenschrift for 
December 8th was devoted to the history of medicine, 
in honour of the sixtieth birthday of Professor Max 
Neuburger, who holds the chair of the history of medicine 
in the University of Vienna. Professor Neuburger is the 
corresponding member for Austria of the Osler Club, and 
on December 7th this club celebrated his birthday by a 
Malpighi evening. Dr. J. D. Rolleston spoke of Neuburger 
as a medical historian, and emphasized the wide range of 
subjects covered by his pen, referring especially to his 
neurological studies and his papers on medical Vienna in 
bygone days. With this tribute Sir D’Arcy Power asso- 
ciated himself. Messages were received from the Austrian 
Minister in London and from Professor Arturo Castiglioni 
of Padua, the corresponding member for Italy. An exhibi- 
tion of Professor Neuburger’s most important works had 
been arranged. Papers on Malpighi, illustrated by slides 
and exhibits, were read by Professor W. E. Le Gros Clark 
and Dr. J. F. Fulton. The Wellcome Historical Medical 
Museum had lent their portrait of Malpighi for the 
evening. The meeting was closed with a charming litile 
speech by Dr. A. P. Cawadias, 


Tse annual congress of the Ophthalmological Society of 
the United Kingdom will be held in London on April 11th, 
12th, and 13th, 1929. Two general discussions will be held : 
the first, on *‘ Heterophoria,’” to be opened by Mr. E. 
Maddox, Group Captain Cecil Clements, and Mr. Charles 
Goulden ; and the second, on ‘‘The diagnosis and treatment 
of ocular tuberculosis,’ to be opened by Sir Arnold Lawson, 
Dr. R. A. Young, and Mr. 8S. A. Browning. Members 
who wish to take part in the discussions or propose to 
read papers should communicate with Mr. M. H. Whiting, 
51, Wimpole Street, W.1. 


Tue Home Secretary has appointed Sir Arthur Keith, 
M.D., F.R.S., to be a member of the Advisory Committee 
on the Administration of the Cruelty to Animals Act, 
1876, in succession to the late Sir Hugh Anderson, M.D., 
F.R.S. 


THE KING’S ILLNESS. 


Recent news from Buckingham Palace seems to have 
given the public a feeling of quiet confidence. The 
medical communiqué printed in our last issue at page 
1151, and widely reproduced in the press, achieved 
its purpose. With more precise knowledge of the 
facts of the case doctors were able to form a better 
estimate of the probable course of the King’s illness, 
and to help others towards a more composed frame of 
mind. The long bulletin issued on December 20th, 
after a comprehensive joint survey of the position, 
was equally opportune, and its tone of guarded hope- 
fulness did much to steadv opinion. Since then there 
has been little of moment to record. The fact that 
during Christmas week very brief bulletins have 
appeared at longer intervals than usual speaks for 
itself. We may reasonably infer that His Majesty, 
though not out of danger, is making as much progress 
as can be expected at this stage of his uphill journey. 
He has far to travel yet, and there may be further 
checks, but some ground has evidently been gained 
in the past ten days. Thus the indications, so far as 


they go, are favourable, 


| 
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THE HISTORY AND LORE OF CINCHONA. 


BY 
C. J. S. THOMPSON, M.B.E. 


““'TH1s medicine, the most precious of all those known in 
the Art of Healing, is one of the greatest conquests made 
by man over the vegetable kingdom.’’ These words were 
written of cinchona by Laubert over a century ago, and 
his judgement on this invaluable drug is fully borne out 
to-day. The mass of material dealing with the history of 
cinchona is so great that it is possible to give only a 
brief outline of it within the limits of a paper. For this 
purpose, therefore, it will be well to consider it from three 
aspects in its development during the past ~ 
three hundred years—namely, the tradi- 
tional, the empirical, and the chemical. 

Although much has been written concern- 
ing the early history of the drug, our know- 
ledge of the precise date when its remedial 
properties were first discovered, and of the 
manner of that discovery, is largely tradi- 
tional, and is still enveloped in mystery. 
A picturesque story is related by Geoffroy 
of an Indian who, having lost himself in’ 
the dense forests of Peru, became stricken 
with fever, and at length collapsed from 
exhaustion beside a little lake. He drank 
eagerly of the water, into which a cinchona 
tree had fallen, and awoke, after a troubled 
sleep, to find that the fever had left him. 
There is, however, no foundation for this 
legend, which was not recorded until late 
in the eighteenth century. The same 
may be said of the tradition related by 
La Condamine in 1738, that the febrifuge 
properties of the bark were discovered by 
the natives through watching. the pumas 
chew it in order to cure their fevers. As 
a matter of fact, the aborigines of South 
America, with the exception perhaps of the 
tribes in the neighbourhood of Loxa, appear 
to have been quite ignorant of its medi- 
cinal virtues. Markham observes that it 
is also significant that the medicine bags 
‘or wallets carried by the native itinerant 

. doctors, whose materia medica had been 
handed down from the time of the Incas, 
- never contained cinchona bark. 

Although Peru was discovered in 1513, 
and had submitted to the Spanish by 1550, 
no mention has been found of the bark 
earlier than the beginning of the seventeenth 
century. Joseph de Jussieu, who visited Loxa in 1739, 
believed that the first knowledge of the properties of 
cinchona was derived by the Indians of Malacotas, some 
leagues south of Loxa, a town founded by the Spaniards 
in 1546. He states that the use of the drug was first made 
known to a Jesuit missionary who, when suffering from an 
attack of intermittent fever, was cured by the bark, which 

‘ was administered to him by an Indian chief at Malacotas 
in 1600, and La Condamine claims to have discovered a 
manuscript in the library of a convent at Loxa in which 
it is stated that the Europeans of the province used 
cinchona about the same time. A similar storv is related 
of Don Lopez de Canizares, the Spanish Corregidor of 
Loxa, who is said to have been cured of fever by taking 
the bark in 1630. The fact, however, that its local name 
was “‘quina-quina,’’ which means “bark of barks,’’? seems 
to indicate that some special value was attached to it. 

It is somewhat remarkable that, although the Indians of 
Peru strongly adhere to their traditional customs, they 
made no use of cinchona medicinally, and even in more 
recent times actually had a prejudice against it in many 


*A paper read in the Section of History of Medicine at the A 
Meeting of the British Medical Cardiff, 1928. 


cases. Poeppig, writing in 1830, says that the people of 
Huanuca, who frequently suffer from tertian agues, have 
a strong repugnance to its use, while Humboldt declares 
that at Loxa the natives would rather die than have 
recourse to what they consider so dangerous a remedy. 
Spruce makes a similar observation with regard to the 
people of Ecuador and Colombia, and says it was difficult 
to make the natives believe that their red bark could be 
required for any purpose other than for dyeing cloth. 

The first authenticated record of the therapeutic value 
of cinchona is in the year 1638, when the wife of Don Luis 
Geronimo Fernandez de Cabrera, Bobadilla y Mendoza, 
fourth Count of Chinchon and Viceroy of Peru, was stricken 
with intermittent fever in the palace of Lima. This lady's 
maiden name was Ana de Osorio, and she was the daughter 
of a noble family whose founder was created Marquis of 
Astorga by Henry IV, King of Castile. At the age of 
16 she was espoused to Don Luis de Velasco, a grandson 
of the first Marquis of Salinas, who died 
within four years of their marriage. 

The young widow, who was a woman of 
great beauty, became lady-in-waiting to 
Queen Margaret, wife of Philip III, and 
while at court she married for the second 
time. Her new husband was the Count of 
Chinchon, who was Lord of the Castle of 
Chinchon near Madrid, and of eighteen 
towns in the kingdom of Toledo. The count 
was appointed Viceroy of Peru in 1628, and 
with his countess made solemn entry into 
Lima on January 14th, 1629. When the 
news that the countess was suffering 
from fever reached Don Francisco Lopez 
de Canizares, the Corregidor of Loxa (who 
had himself been cured of an attack by 
means of the drug), he at once dispatched 
a packet of the powdered bark to Dr. Juan 


Tue Countess or CaINCcHON. 
(From an alabaster effigy on her 
tomb.) 


de Vega, physician to the countess, assuring 
him of its efficacy in the treatment of 
‘‘tertiana.’’ De Vega decided to give it 
to his patient, with the result that the 
countess made a rapid and _ complete 
recovery. 

According to a manuscript by Hipolito 
Ruiz, the particular species from which the 
bark administered to the countees was taken 
was that known to the bark collectors of 
the time as ‘‘ Cascarilla de Chahuarguera,” 
which abounds in cinchonidine. Howard 
points out the interesting fact that it was 
therefore to this particular alkaloid that 
the countess owed her cure. After her re- 
covery the countess became an enthusiastic 
advocate of the remedy, and caused quan- 
tities of the bark to be collected, which she 
not only administered to her dependants, 
but distributed to those suffering from 
fever. Thus it came to be called the ‘‘ countess’s powder.” 

Hanbury declares that the bark was certainly known 
in Spain in 1639, a year before the countess returned 
to Europe, as on that date it was administered for the 
first time to a priest-at Alcala de Henares near Madrid. 
The countess came back to Spain in the spring of 1640, 
and brought with her a quantity of the bark, with the 
intention of distributing it among those suffering from 
fever on her husband’s estate, where tertian fever was 
very common. When Dr. Juan de Vega followed her, 
shortly afterwards, he brought with him a_ further 
supply, which it is said he sold at Seville for 100 reals 
a pound. 

Little more is known of the bark until 1653, when 
Chifflet, physician to the Archduke Leopold of Austria and 
Governor of the Low Countries, wrote a report on the 
drug and its introduction into Europe. He says: ‘‘ Among 
the wonders of the day many reckon the tree growing ™ 
the Kingdom of Peru called Lignum Febrium, whose virtues 
chiefly reside in the bark, which is known as China 
Febris. During the last few years it has been imported 
into Spain, and thence sent to the Jesuit, Cardinal Joannes 
de Lugo at Rome.” 
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In 1652 Chifflet’s master, the Archduke, had been taken 
ill with fever and was treated with the bark, but although 
he recovered from two attaeks he refused to take it m 
a subsequent one, to which he succumbed. The physicians 
of the time were divided in their opinions as to its value. 
Considerable controversy arose, and although it was 
admitted by many that it palliated the fever they insisted 
that it ‘‘ fixed the humour,” thus causing a relapse or 
some other dangerous disease. 

Roland Sturm, a doctor of Louvain, who wrote a treatise 
on the new febrifuge in 1659, states that it was known in 
Brussels and Antwerp at that time as.‘ pulvis Jesuiticus,”’ 
because the Jesuit fathers used to administer it. They 
charged the rich the price of its weight in gold, but gave 
it to the poor who suffered from quartan fever. It 
was more commonly known as ‘ pulvis Peruanus’’ er 
“Peruvianam febrifugum.’’? The Fathers in Peru sent 
considerable supplies of the bark to Rome, and the methods 
of using it were explained to a congress of Jesuits assemblod 
in that city. Lt was afterwards distributed to members 
of the community by Cardinal de Lugo, the Procurator 
General of the Order, who also gave it away to the poor 
who came to lis palace. Thus it became commonly known 
in Rome as the ‘ Cardinal’s bark,’’ or the “ powder of 
the Fathers.’”? Sturm states that he “ saw twenty doses 
sent to Paris in 1656 which cost 60 florins, and according 
to directions issued to the apothecaries of Rome for its 
administration, it was to be given infused in white wiue.”’ 
Cardinal de Lugo, on visiting Paris, found Louis XIV 
suffering from an attack of intermittent fever and per- 
suaded him to take the bark, after which he made a good 
recovery. 

In spite of its success in such notable cases, however, 
its medicinal value still remained a subject of «dispute. 
Chifflet in Paris in 1653, and Plempius of Rome in 1656, 
hoth predicted the disappearance of the bark as a thera- 
peutic agent and denounced its use as harmful; on the 
other hand, Badius of Genoa, in 1656, defended it, and 
quoted 12,000 cures by its aid in Italy alone. The high 
price it commanded caused many worthless substitutes to 
be sold, and the Spanish merchants were charged with 
sending various other astringent barks into Italy, adul- 
terated with aloes, to give them*a bitter taste. 

The bark does not appear to have been known in England 
until about 1655, the first mention of it occurring in the 
Mereurius Politieus, one of our earliest newspapers, im 
1658, a year in which an epidemic of remittent fever raged 
in this country. It is referred to as ‘“ The excellent 
powder known by the name of the Jesuit’s Powder, brought 
over by James Thomson, a merchant of Antwerp.’ Brady, 
then professor of physic at Cambridge, was one of the first 
to prescribe it, and Willis observes it as coming into daily 
use, hut its general mtroduction seems to have been largely 
due to Robert Talbor, who may be said to have made his 
name and fortune by exploiting it as a secret remedy. 

Robert Talbor, or Talbot as he was sometimes called, had 
a remarkable and interesting career... He was born in 1642, 
and after leaving school was apprenticed to Mr. Dear, an 
apothecary of Cambridge. Although entered as a sizar at 
St. John’s College for five years, there is no evidence that 
he ever graduated. About 1671 he settled in Essex to 
practise medicine, where, he says, ‘‘ 1 planted myself near 
the seaside where agues are the epidemical diseases.’ In 
the following year he published a little book called 
Pyretologia, a rational account of the cause and eure of 
Agues, in which he makes reference to his secret remedy 
for the fever, and states that it consisted of four in- 
gredients, ‘* two indigenous and two exotie.’’ He alludes 
to Peruvian bark as follows: 


“Let me advise the world to beware of palliative cures and 
especially of that known as Jesuit’s Powder, as it is given by 
unskilful hands. Yet this powder is not aliogether to be con- 
emicd, for it is a noble and safe medicine and if rightly 
prepared and corrected, and administered by a skilful hand, other- 


Wise as pernicious a medicine as can be taken.’’ 


Tathor’s reputation soon increased, and he removed to 
London, where he set up his sign next door to Gray’s Inn 
Gate in Holborn. The results of his treatment brought 
him rapid suecess, and after having cured the daughter of 
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Lady Mordaunt of an attack of fever, he was summoned 
to Windser to see Charles LI, whe had been seized with the 
Same complaint. He was fortunate in being able to restore 
the King to health, and so secured the royal favour. 
Talbor was not a lieentiate of the College of Physicians 
and had no quaiification to practise, se, to save him from 
attacks from that quarter, the King caused a letter to be 
written to the College, restraining that body from inter- 
fering with him in his practice in London. On July 27th, 
1672, he was appointed physician to the King, and later 
on received the honour of knighthood at Whitehall. By 
a patent issued under the Privy Seal dated August 7th, 
1678, Sir Robert Talbor was granted an annuity of £100, 
tegether with the profits and privileges appertaining to a 
Physician-in-Ordinary to the Severeign. Evelyn, in his 
diary, on August 29th, 1679, states that he had 
“conversed with the Marquis of Normandy concerning the 
Quinquina, which the physicians would not give the King at a 
time when he was in a dangerous ague. It was the only thing 
that could cure him (out of envy, because it had been brought 
into i by Mr. Talbor, an Apothecary) until Mr. Short to 
whom the King sent to know his opinion of it, privately sent word 
to the King, that it was the only thing that could save his life, 
and then the King: enjoined the physicians to give it to him, whieh 
tliey did and he recovered.” 

From this it would appear that the active ingredient in 
Talbor’s remedy was more than suspected at that time. 

In 1679 Talbor visited Spain, and on his return through 
France stayed for some time im Paris, where he soon 
became a prominent personage. Madame de Sévigné 
allides to him several times in her ‘“ Letters,’’ and 
remarks, ‘‘ Nothing is talked of here but the Englishman 
aud his eures.’? In November, 1680, when the Dauphm 
was seized with an attack of fever, Talbor, who had made 
influential friends at the French Court, was called in and 
undertook to treat him. Madame de Sévigné says, “‘-the 
King,. Louis XIV, insisted on Talbor preparing his wine 
in his presence before giving it te the Prince.’’ The treat- 
ment was eminently suecessful and the Dauphin soon 
recovered. alhor was made a Chevalier, but the King, 
determined to learn his secret, eventually induced him, 
for a sum of 2,000 louis d’or and an annuity of 2,000 livres, 
to reveal his method of treatment and the formula for his 
remedy, which, however, was not to be published until after 
his death. 

After a further visit to Spain, where he cured the Queen 
of an attack of fever, Talbor returned to London, where 
che died shortly afterwards, in 1681, at the early age of 40. 
He was buried in Trinity Chureh, Cambridge. 

The formula for his remedy was published in England 
iy 1682 under the title The English Remedy or Talbor’s 
wouderful Seeret for cureing of Agues and Feavers. 
According to this book he used several preparations of the 
bark. The first consisted of a strong infusion of the bark 
with a decoction of aniseed and juice of parsley, and after a 
day or two as much claret wine was to be added. This was 
allowed to stand for eight days and the liquid then strained 
off. He then made an infusion with the residue of the first 
one with equal parts of fresh bark in powder. This was 
again macerated with more claret for ten days, and, after 
being strained, formed the wine he generally administered. 
He also used a tincture, which he made by macerating two 
ounces of Peruvian bark in eight ounces of spirit of wine 
for fifteen days. It is interesting to note that this pre- 
paration is practically the same strength as the tincture 
of cinchona of the British Pharmacopoeia to-day. To it 
he would sometimes add red roses, lemon juice, fennel-root 
juice, smallage leaves, or parsley, and, when he thought 
necessary, a small quantity of tineture of opium. These 
were the preparations of cinehona, all excellent of their 
kind, by means of which Talbor became famous throughout 
Europe. 

During the last illness of Charles IT the bark was again 
administered to him twice. According to the record, on 
February Sth, 1684. 


“His physicians hearing that a species of intermittent fever 
was raging all over the city, which commenced with severe con- 
vulsions but which was s ily eured by the use of Peruvian 
bark at intervals, they all agreed to administer it to the King, 
and draughts were prepared of the bark in powder with Syrup 


of Cloves and given in smal] doses throughout the day.’ 
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There is an interesting bill in the British Museum, dated 
1675, in which Dr, Charles Goodal offers to sell at the 
‘* Coach and Horses ” in the Physicians College in Warwick 
Lane— 
“a superfine sort of Jesuits bark, ready powdered and 
into doses, at 4s. per ounce or £3 per und, and 
excellency and efficacy of this particular Bark enquire of Dr. 
Morton in Grey Fryers.” 
The same price for Jesuit’s bark is quoted by Gideon 


Harvey in a list of drugs dated 1678. 


“When in the hands of the Jesuits’’ (says the author of the 


** English Remedy ”’) “‘ it was sold in Rome for 8 or 9s. the dose, 
which consisted of two drachms. Three or four years ago the best 
might be had for 40s. the pound. Sir R. Talbor observing that 
Febrifuges were prepared which came very near his own, and 
fearing that least somebody at length might discover it, resolved 
to buy up all the Quin-quina that he could find in Paris, and 
the chief towns of England and France ’’—a wise proceeding on 
his part. 

About 1675 Peruvian bark was accepted into the domain 
of regular medicine, and in 1677 it first appeared officially 
in the London Pharmacopocia under the name of ‘‘ Cortex 
Peruanus.”’ 

With reference to the preparations of the drug, mention 
should be made of Dr. John Huxham, who was the 
originator of the well-known compound tincture of cin- 
chona, the formula for which he published in his Essay 
on Fevers in 1755, and which was first included in the 
London Pharmacopoeia of 1788. 

We are indebted to the French for the early botanical 
studies on cinchona. The first attempt to transport any 
plants to Europe was made by La Condamine in 1743. He 
was assisted in his pioneer investigations in Peru by 
Joseph de Jussieu, who, after fifteen years of laborious 
work, was robbed of his valuable collection of plants, a 
circumstance which so affected him that he lost his reason. 

In 1742 Linnaeus established the genus Cinchona, and 
in 1753 first described the species Cinchona officinalis, which 
he so named in honour of the Countess of Chinchon. 

The reckless manner in which the natives of Peru 
collected the bark at this time, often destroying the trees, 
while making no attempt to plant new ones, suggested 
that there would soon be a shortage of the valuable drug. 
This possibility aroused attention in Europe, and prompted 
serious efforts to cultivate the tree on a large scale in 
countries where the climatic conditions were suitable. In 
1839 Royle strongly advocated the introduction of cinchona 
into India, and after a long delay this was carried out 
through the efforts of Sir Clements Markham, but not, 
however, before the Dutch had commenced the cultivation 
of the trees in Java. 

The success which attended the latter enterprise was 
chiefly due to Charles Ledger, a Londoner born in Bucklers- 
bury, whose story is not without an element of romance. 
After travelling in South America in the employment of 
the New South Wales Government buying alpacas, he 
succeeded in obtaining, through a native servant, some 
seeds of the Cinchona calisaya from Bolivia. Owing to 
the jealousy of the natives, who became enraged, he was 
afterwards so ill-treated that he died from the effects. 
Ledger sent the seeds to his brother in Evgland, who first 
offered them to the British Government, but the offer was 
not entertained. He then sold half of them to a Ceyloa 
planter, and the remainder to the Dutch Government for 
about £33. From these seeds 20,000 plants were raised 
in Java, and so the great industry, from which millions 
of money have since been made, was founded. 

Until the beginning of the nineteenth century cinchona 
bark was still used in its crude state, although several 
unavailing attempts had been made to discover its active 
principles. It was not until 1810 that Gomez of Lisbon 
succeeded in unlocking the secrets of the bark and isolated 
its basic properties, which. he called cinchonino.’? A few 
years later Pelletier and Caventou, the French chemists 
set out to study the whole chemistry of cinchona, and in 
’ 1820 they were able to prove that the “ cinchonino ”’ con- 
sisted of two distinct alkaloids, one of which they called 
‘quinine’? and the other The next 


advance was made by Henry and Delondre, who in 1833 
isolated quinidine. This was followed by the discovery of 
cinchonidine by Winckler in 1844, while Pasteur produced 
the alkaloidal derivatives cinchonicine and quinicine. 


or the’ 


Since the discovery of quinine thirty alkaloids have been 
found to occur naturally in cinchona barks, and from these 
there have been many derivatives. Quinine, the most 
important of the cinchona bases, possesses the most power- 
ful febrifuge properties of all, and is capable of com- 
pletely neutralizing acids and forming crystallizable salts, 

The sulphate, at one time so largely employed in medi- 
cine, is now being superseded to some extent by the more 
soluble salts, such as the disulphate, the hydrochloride, 
and the hydrobromide, all of which are much more 
soluble in water. : 

Thus briefly in outline is the history of cinchona, a 
drug that has proved of inestimable value to mankind, 
and one that has provided the medical practitioner with 
the most effective and reliable weapon in his armamen- 
tarium, for the treatment of malarial and intermittent 


fevers. 
= } 


MEDICAL MEMBERS OF LOCAL PUBLIC BODIES, 
Tue following list, containing the names of medical practi- 
tioners known to be serving as members of local authorities 
or their subsidiary public bodies in Great Britain, is 
supplementary to that published in the Journal of December 
8th (p. 1057). Information relating to about 120 autho- 
rities is embodied in the two lists, the number of medical 
members mentioned being considerably more. In a sub 
stantial proportion of cases the office of mayor or its 
equivalent is held by a medical practitioner. The presence 
of medical men on public bodies—especially in the case of 
county and county borough councils—assumes a greater 
degree of importance at the present time than ever before, 
in view of the fact that the Local Government Bills now 
before Parliament introduce important changes in_ the 
administration of the Poor Law and of health services, 
and charge the larger authorities with the formulation 
of detailed schemes for the reorganization of this work 
in their areas. It is therefore desirable that contact should 
be established and maintained between medical practitioners 
associated with local bodies and their colleagues in order 
that the views of the profession may receive adequate 
representation and full consideration in the drawing up 
of administrative schemes under the bills. 


ENGLAND AND WALES. 
County Covuncits. 

Cheshire.—Sir William Hodgson, Crewe (Alderman and 
Chairman ; Chairman, Joint Sanatorium Committee for Cheshire 
and Stoke Boroughs). Dr. H. D. Brice, Dukinfield, Dr. W. 1. 
Fern, Congleton, Dr. John Somerville, Macclesfield, Dr. Charles 
Wilson, Crewe. 

East Suffolk.—Dr. H. N. Baron, Orford. 

Hertfordshire—Dr. J. Dockray, Bishop’s Stortford. 
Member, Higher Education Subcommittee for Watford, Dr. 
C. Herbert Hall, Watford. 

_Lancashire.—Dr. George Scarr, Radcliffe (Chairman, Mid 
wives Acts Committee; Member, Tuberculosis and Public 
Health Committees). Dr. Isaac Flack, Radctiffe. 

Middlesex.—Co-opted member of the Education Committee: 

Dr. H. B. Brackenbury, Hendon. 


County BorovGH Councits. 
Bath.—Dr. Preston King (Member, Health Committee). Co! 
opted member of the Maternity and Child Welfare Committee # 
Dr. D. A. Mitchell. 4 
Gloucester.—Dr. D. E. Finlay (Chairman, Health, ete, 
Committees; Member, Education Committee). { 
Leicester.—Co-opted member of the Secondary Schools Suby 
committee and Medical Services Subcommittee : Dr. Astley V,, 
Clarke. 


Newcastle-on-Tyne.—Dr. G. D. Newton, Dr. R. W. Simpson) 


and Dr. J. W. Leech. 
Newport (Mon).—Dr. J. Lloyd Davies (Alderman), Mr. John 
McGinn, F.R.C.S.I. (Alderman), Dr. T. G. Lewis (Alderman). 
York.—Co-opted members: Maternity and Child Weltare 
Committee—Mr. A. R. Lister, F.R.C.S.; Special Disease 
Subcommittee—Dr. G. W. Micklethwait and Dr. H. E. & 
Reynolds. 
Non-County BorovuGH Covuncits. 
Andover.—Dr. E. A. Farr (Deputy Mayor), Dr. C. Edwards. 
Hornsey.—Dr. B. Brackenbury, Hendon (Alderman; 
Member, Education Committee). ; 
St. Albans.—Dr. J. W. Cleveland and Dr. W. N. Puddt 
combe (Members, Subcommittee on Sisters’ Joint Hospital, ete). 
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BorovGH CouNCILs. 
Hampstead.—Mr, A. Boyd, F.R.C.S., Belsize Park 
Gardens, N.W.3. 
St. Paneras.—Dr. E. A. Gregg, Harrington Square, N.W.1. 


Ursan District Councits, 

Bishop's Stortford (Herts).—Dr. J. 8. Dockray. 

Hoddesdon (Herts).—Dr. W. H. Sturge. 

Ietchworth (Herts).—Dr. N. Macfadyen. 

- Mitcham (Surrey).—Co-opted member of the Maternity and 
Child Welfare Committee : Dr. G. M. Stoker. 

Radcliffe (Lancashire).—Dr. George Scarr (Chairman, Health 
Committee), Dr. Isaac Flack, and Dr. William Browue. 

Royston (Herts).—Dr. C. J. Windsor. 


Rurat D:stricr Councit. 
Newton Abbot (Devon).—Dr. John Scott. 


ParisH COUNCILS. 
King’s Langley (Herts).—Dr. R. Fisher (Vice-Chairman). 


BoarpDs OF GUARDIANS. 
Newton Abbot (Devon).—Dr. John Scott, Bovey Tracey 
(Chairman); Dr. J. W. Ley, Newton Abbot. 
St. Paneras (London).—Dr. May Thorne, Gordon Place, 
(Vice-Chairman); Dr. E. A. Gregg, Harrington Square. 


SCOTLAND. 

Country Councin. 

Wigtownshire-—Dr. Ebenezer Shaw, Wigtown, Dr. David 
Matthews, Glenluce. 

Town Covuncizs, 
Leslie.—Dr. A. R. Wight (Provost). 
Wigtown.—Dr. Ebenezer Shaw (Provost), Dr. William Lilico. 
Whithorn.—Dr. J. G. McWhirter. 


EpvucaTIion AUTHORITIES, 
East Lothian.—Dr. D. R. Macdonald, Dunbar (Chairman). 
Edinburgh.—Dr. W. G. Sym (Convener, Health Committee). 
Ross and Uromarty.—Dr. Daniel Johnstone, Cromarty. 
Wigtownshirve.—Dr. Ebenezer Shaw, Wigtown (Chairman) ; 
Dr. David Matthews, Glenluce. 


England and Wales. 


Presentation to Professor Priestley Smith. 

Ix recognition of his distinguished services to the Queen’s 
Hospital, Birmingham, to which he was for thirty years 
ophthalmic surgeon, Professor Priestley Smith, LL.D., 
F.R.C.S., was, on December 14th, presented with his 
portrait painted by Mr. Harold Speed. The presentation 
was made by Sir Charles Hyde, president of the hospital, 
who said that, were he preaching a sermon, he would take 
for his text, ‘‘ Let us now praise famous men.’’ Priestley 
Smith was indeed a famous man, not only in Birmingham, 
but all over the world; his wonderful research work had 
received many tributes. As long ago as 1878 he was 
awarded the Jacksonian prize for his essay on glaucoma; 
in 1899 he received jointly the Middlemore prize of the 
British Medical Association ; in 1898 he was elected Bowman 
Lecturer of the Ophthalmological Society; the Royal and 
Imperial Medical Society of Vienna made him an honorary 
member; he received the first award of the Nettieship 
gold medal; and in 1905 was elected president of the 
Uphthalmological Society. In 1925 the University of 
Birmingham conferred on him the honorary degree of 
LL.D., and two years later he had the great distinctien 
of beng awarded the Lucuan Howe medal of the American 
Ophthalmological Society. That was but a short record of 
his great work; he had lived a long life and a useful life 
—a life of devotion to his profession and to the service 
of mankind, It was in 1867, sixty-one years ago, that 
nestley Smith entered the Queen’s Hospital as a medical 
student. ‘His great achievements,” Sir Charles Hyde 
concluded, “are rather like a fairy story, and, like the 
fairies, he does not appear to grow older, and he still 
tewilders us in the magic circles of research.’ Professor 
"estley Smith, in replying, reviewed’ the outstanding 
events of his career and of his work at the Queen’s Hos. 
pital. He mentioned that before he became a medical 
student he was apprenticed for four years as a mechanical 


really it was the best thing that could have happened 
to him, because he picked up a rough working knowledge 
of mechanics, and some working knowledge of materials 
and of drawing. Also, he learned a good deal about the 
wonderful work which was done by skilled workmen, and 
about the workmen themselves. These things had been 
of the greatest benefit to him ever since. In conclusion, 
he asked the chairman to allow the portrait to become the 
property of the hospital and to be hung in the board 
room. Mr, W. E. Adlard, who accepted the gift on behalf 
of the committee of management, spoke of the great help 
he had given the hospital apart from his medical work; 
and Mr. B. J. Ward, chairman of the Medical Committee, 
said that Professor Priestley Smith was the greatest living 
authority on certain diseases of the eye, and that his work 
would live for all time. 


Medico-Legal Society. 

The annual dinner of the Medico-Legal Society was held 
on December 14th at the Holborn Restaurant. The presi- 
dent, Sir William H. Willcox, in proposing the loyal 
toast, expressed the respectful and loyal sympathy felt for 
His Majesty in his trying illness, and admiration for the 
example set by the Queen and other members of the Royal 
Family in their fortitude and courage. Dr. F. G. Crook- 
shank, proposing ‘‘ Medicine and the Law,’ said that the 
toast was so important that it was worth while discovering 


. what it meant. Were they toasting medicine and the law, 


or medicine versus the law? Lay persons held strong views 
about two organizations known to them as the British 
Medical Council and the General Medical Association. He, 
on the other hand, was in doubt as to whether one should 
refer to Sir T. R. Hughes as Chairman of the General 
Law Society, or of the Bar Council Association. Sir T. R. 
Hughes, in his reply, repudiated any conflict between 
medicine and law; they were, he said, sister professions, 
both concerned with their duty to humanity. Medicine 
watched over the body and soul; law over the character, 
property, and reputation. The victories of medicine were 
without a shadow of disappointment. Those of law, how- 
ever, were won only at the cost of another’s loss. The 
aims and ideals of both professions were frequently mis- 
understood ; both had to do their best work in face of the 
calumnies of a hard world. Dr. Walter Carr said that the 
Medico-Legal Society was valuable in that it brought men 
together who were all the better for understanding each 
other’s mentality. The doctor, in tackling his problems, 
tended to ignore laws and regulations. This could hardly 
be said of the lawyer. Difficulties naturally arose between 
professions so different in outlook, and a society which 
brought both together conferred great benefit on the public. 
Mr. Justice Branson, in proposing the toast of ‘‘ The 
Medico-Legal Society,’’ said that everyone present was 
either a member or a guest. The medical and legal minds 
were rot so completely opposed as Dr. Carr had suggested. 
They both worked on much the same lines, were both 
engaged in discovering the known from the unknown, and 
in weighing the evidence of things which could be seen 
and heard in order to proceed to a knowledge of things 
which they could neither see nor hear. Responding on 
behalf of the society, the president said that there were 
few departments of human endeavour which were not 
associated in some way with medicine and the law. The 
society aimed at bringing the two professions into harmony, 
and, above all, at helping to dispel the suspicion so natur- 
ally felt by the doctor for the lawyer who was to cross- 
examine him. The toast of ‘‘ The Guests’ was given by 
Mr. Justice Humphreys, and was responded to by Sir 
Leonard Kershaw, Registrar of the Court of Criminal 
Appeal, and Sir Malcolm Delevingne of the Home Office. 


Dinner to Colonel J. Graham Martin. 

On the occasion of his relinquishing the appointment of 
A.D.M.S., 55th (West Lancashire) Division, which he had 
held since 1920, Colonel J. Graham Martin, M.B., T.D., 
Honorary Physician to the King, was entertained to dinner 
on December 13th at Liverpool by past and present officers 
of the Royal Army Medical Corps, and many others who had 
served with him before, during, and since the war. Colonel 
D. C. Leyland Orton, T.D., who has succeeded Colonel 
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. ENGLAND AND WALES. 


MepicaL 


Martin in his appointment, presided. The 6th Battalion 
the King’s Regiment, to which Colonel Martin was formerly 
attached as medical officer, was strongly represented. 
Colonel R. Jackson, T.D., honorary colone! to the R.A.M.C, 
of the 55th Division, proposing the health of the guest, 
referred briefly to Colone! Graham Martin’s long service, 
commencing in the South African war and later in France. 
Colonel J. B. McKaig, D.S.0., T.D., who seconded the 
toast, said that he had served with Colonel Martin for 
many years, and recalled several humorous incidents in 
their service. Colonel Martin, he said, as medical officer 
of his battalion (6th Battalion the King’s Regiment), had 
become an institution, and was looked upon by all as the 
kindest and most careful of officers. He was exceedingly 
glad when Colonel Martin received the honour of K.H.P., 
and added that recognition had long been due to him for 
his excellent services at Ypres. The toast was further 
supported by Major-General H. W. Higginson, C.B., 
D.S.0., Commander 55th (West Lancashire) Division, and 
by Colonel J. F. Martin, C.M.G., C.B.E., D.D.M.S. Western 
Command. Both referred to the fine work which Colonel 
Martin had done, and spoke of their sorrow at losing him. 
Colone] Graham Martin then responded to the toast, and 
expressed his great appreciation of the kindness shown him 
by ail present. He related several amusing incidents in his 
service, and concluded with a warm reference to the high 
character of all officers of the regular army with whom he 
had come in contact. 


New Food and Drugs Act. 

The Food and Drugs (Adulteration) Act, 1928, which 
repeals and consolidates the provisions of the Sale of Food 
and Drugs Acts, 1875 to 1927, together with a number 
of other amending provisions contained in other statutes 
{notably the Milk and Dairies Consolidation Act, 1915), will 
come into operation on January ist. Local authorities are 
reminded of this fact in a circular (No. 950) issued by 
the Ministry of Health, in which it is pointed out that 
the wording of the new Act is not in all respects identical 
with that ef the older statutes. Attention is drawn par- 


ticularly to the use of the terms “‘ food and drugs autho- | 


rities ” and “‘ sampling officers.”? The official memorandum 
as to procedure (Memo. 36/Foods) has heen revised, and 
the Public Health (Preservatives, etc., in Food) Regula- 
tions have been printed in a consolidated form. In con- 
clusion, the circular states that the Minister desires food 
and drugs authorities to continue the practice of sending 
copies of the public analyst’s quarterly reports to the 
department as soon as they are received, and that, in 
particular, he hopes that copies of the reports for the 
fourth quarter of 1928 may be sent before the end of 
January, 1929. Copies of the circular and the memo- 
randum of procedure (price 1d. net each), and of the 
regulations (price 3d. net), may be obtained from H.M. 
Stationery Office, or through any bookseller. 


Annual Reports of Medical Officers of Heaith. 

The Minister of Health has issued a circular (No. 939) 
to local authorities of counties, boroughs (including metro- 
politan boroughs), and urban and rural districts remind- 
ing them of the duty imposed upen their medical officers of 
health of drawing up an annual report, and specifying the 
nature of the report to be prepared for 1928 for sub- 
mission to the authority and to the Minister. Details are 
given regarding the form and content of the report in 
appendixes to the circular, which also contains an 
announcement regarding the provision of vital statistics 
for the various areas by the Registrar-General, and a note 
on the duty of medical officers of health of district councils 
in connexion with reports to the Home Office on the adminis- 
tration of the Factory Acts in workshops and workplaces. 
Among matters which are required to be covered by 
reports for the first time or in which a substantial altera- 
tion bas been made is information respecting clinics and 
treatment centres. Medical officers are instructed to insert 
the name, situation, and nature of accommodation of 
maternity and child welfare centres, day nurseries, school, 
orthopaedic, and artificial light clinics, tuberculosis dis- 
pensaries, and venereal disease treatment centres, and to 
state by whom they are provided. Details are also to be 
given regarding action taken by local supervising authori- 


ties under Acts relating to the registration of maternity 
and other nursing homes, and additional information 
respecting water supplies is desired. Reports, further, 
should include references to any arrangements made for 
the publication of information or dissemination of know- 
ledge relating to health or disease, to action taken in 
connexion with food adulteration, and to the existence 
of, and nature of the work done at, any laboratories for 
the clinical and_ bacteriological examination of food. 
Particulars should be given of the prevalence of any 
animal or insect pests, and of the measures taken for their 
suppression, and also of any action taken for the preven. 
tion of blindness. It is stated that application is often 
made by individual medical officers of health to ‘the 
Registrar-General for the figures of cancer, tuberculosis, 
and maternal mortality rates in England and Wales as a 
whole for inclusion in their reports; arrangements have 
therefore been made for the publication ef these figures in 
the Registrar-General’s weekly returns as soon as_ the 
necessary data are available. 


Scotland. 


Heredity and Disease. 
A LECTURE was delivered under the auspices of the Combe 
Trust on December 12th in Edinburgh by Professor F. A. E. 
Crew. Lord Sands presided. The lecturer asked his 
audience the question, Why do living things become ill or 
grow old and die? and suggested as answers that ill health 
and death were relatively new phenomena and were Rot 
inherent adjuncts of life, but only appeared because highly 
specialized tissues and fuactions had emerged in the course 
of evolution. The duration of life, the healthiness of the 
individual life, and the cause and time of death were 
determined by the combined action of heredity and environ- 
ment. For cach individual there was a specific duration of 
life, predetermined by the inherited constitution, and 
modifiable only within relatively narrow limits. The chie 
effect of environmental forces was to determine the rate at 
which the inherited endowment was used up. There were 
some five hundred or more abnormal states, defects, or 
derangements which could be transmitted from parent to 
offspring in an erderly fashion; of these many could be 
cured by the physician and surgeon, but it was better not 
to have them. Half of the patients in hospitals were the 
victims of ignorance and carelessness; others were persons 
who had inherited the seeds of disease, and who wer 
doomed from the beginning, until the way to repair a poor 
inheritance should be discovered. Why, he asked, did a 
insurance company display a peculiar interest in the 
relatives of one about to be insured, and inquire how old 
these were when they died? It was because they knew tht 
veal recipe for a long life. This was not, as commenb 
suggested, abstinence in food or drink, or tobacco, or work, 
or play, for if one wished to live until one was 100 th 
secret was to be born into a family in which all four gran¢ 
parents were centenarians. The problem of to-morrot 
would be largely concerned with the question of what to d 
with life, for it was probable that the duration of life 
would be greatly exténded. Even now some _ inherited 
deficiencies in the endowment of individuals could 
repaired by physical and chemical means. The cretin, the 
diabetic, and the infantile were being restored to health 
by the supply of what had been deficient. Thyroid extract, 
insulin, and ultra-violet rays were crude forerunners of 
a vast armamentarium which mankind would ultimately 
use for its own repair. As knowledge increased so would 
man’s power grow over his physical environment, # 
people might remain permanently youthful and healthy. 


Edinburgh Crippled Children. 
The annual meeting of the Edinburgh Crippled and 
Invalid Children’s Aid Society was held on December 11th 
in Edinburgh. Sir John Findlay presided. The twenty 


sixth annual report was submitted and showed that 
number of cases treated for the past year had been 4 
The majority of these were adolescents whose crippling 
conditions were more or less confirmed, and who 
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“grants, amounting to £8,621. This has enabled those 


- life who would otherwise have gone without. The Guild, 
‘which is the ladies’ branch, supplements the work of the 


left penniless have been supported. Boys and girls have 
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help in the difficult problem of employment. With regard | 
to children, it was noted that an increasing nun ber 
required only temporary help and would, by the time of 
adolescence, in all probability, no longer be cripples. A 
number of patients had been provided with various surgical 
appliances, and some 400 persons were cared for in respect 
of various surgical, medical, industrial, or social needs. 
Much attention had been paid to providing work for 
cripples in their own homes, and it was proposed to 
appoint a teacher trained in craft work; this should in 
time enable each worker to make a small regular income. 
The total cost of the society’s operations for the year had 
been £4,106. The chairman remarked that the society 
represented an association of about 100 persons, who were 
actively and voluntarily engaged in devoting time and 
talent to the mitigation of disabilities in crippled persons. 
lt was one of the few happy consequences of the war that 
during the last few years greater attention than before 
had been devoted to deformities, and the result had been 
the evolution of methods which twenty years ago were 
entirely unknown. He trusted that the power now attained 
would be still further increased. The great need of the 
present day was not surgery so much as after-care, which 
was a good deal restricted by lack of opportunity for look- 
ing after children subsequently. This work was one of the 
chief objects of the society. The outlook of the crippled 
child in Scotland was made brighter by the great scheme 
which had been recently launched for a large orthopaedic 
centre in Edinburgh; before long a hospital would be 
erected. 
Presentation to Dr. Allan Gray, Leith. 

To mark the completion by Dr. J. Allan Gray of fifty 
years’ practice in the town, the Leith Medical Practitioners’ 
Association recently presented him with a barograph and a 
cheque to be expended on further gifts. The president, 
Dr. H. G. Langwill, referred to Dr. Allan Gray’s many 
activities during his long residence in the town—his 
tenure of office as physician to Leith Hospital, his pioneer 
work as lecturer there to women medical students before 
Edinburgh Royal Infirmary admitted them, his arduous 
and often difficult duties as medical officer of health of the 
old burgh (before whole-time service was introduced) in 
seeking to institute more sanitary measures in the town, 
his services as examiner in medical jurisprudence and 
public health for the Royal Colleges, and, not least, his long 
continued connexion as surgeon to the Volunteer and Terri- 
torial Forces in the town, of which he was lieutenant- 
colonel—all in addition to the constant work of a busy 
practitioner. Dr. Gray, in reply, spoke with feeling, 
thanking his fellow practitioners for their kind thoughts 
towards him, and recalling some of the difficulties he had 
t» contend with as a part-time medical officer of health in 
bygone days. 


Correspondence. 


ROYAL MEDICAL BENEVOLENT FUND 
AND GUILD. 

Sir,—As 1928 closes it is fitting that a short account be 
given of the work of the Royal Medical Benevolent Fund 
and the Royal Medical Benevolent Fund Guild. 

During this year the Fund has voted no less than 457 


beneficiaries to buy food, clothing, and other necessities of 


Fund, and has granted from its own funds to cases recom- 
mended by the Fund monthly maintenance grants to elderly 
people amounting to £781, for coal £266, as well as 
valid comforts and medical requisites £44, and other 
relief and maintenance amounting to £1,272. 

_ In a letter it is impossible to give a true picture of 
individual cases’ helped, but many widows who have been 


‘en able to continue their education, which otherwise 
would have ceased at the death of their fathers. The 
Guild, whose especial care is education, has paid £1,124 


SCOTLAND, 


in school and training fees, and expenses for forty-two 


. 1198 


cases, besides investigating and recommending suitable 
schools and training centres, and arranging, when neces- 
sary, holidays. The visiting and personal service is greatly 
appreciated by the beneticiaries. 

The Fund has also given annuities to 185 persons, 
amounting to £4,970. These annuitants are chosen from 
those who have reached the age of 60 and are either widows 
or medical men who, through illness and old age, have 
been unable to continue their active duties. The average 
amount of annuities is £40 per annum, but owing to a 
recent legacy the Fund has been able to grant six annuities 
of £100 each. 

Both the Fund and the Guild depend entirely on volun- 
tary subscriptions to carry on their work. A subscription 
of £1 from cvery member of the medical profession to the 
Fund and a similar subscription to the Guild from the wife 
of every medical man would enable the Fund and Guild 
respectively to carry on and extend their joint work. 

The British Medical Association has done much to 
bring to the nctice of medical practitioners the existence 
and objects of the henevolent fund of the profession, and 
has also very greatly assisted in collecting subscriptions. 
In acknowledging this help we appeal to all readers of the 
British Medical Journal to continue as generously as 
possible the support they have already given in the past, 
and ask those who have not contributed before to consider in 
1929 whether they cannot help us in our work. 

The Guild is in urgent need of clothing for men, women, 
and children. Subscriptions to the Fund should be sent 
to the Honorary Treasurer, Royal Medical Benevolent 
Fund, 11, Chandos Street, Cavendish Square, London, W.1; 
and to the Guild, to the Honorary Treasurer, Royal Medical 
Benevolent Fund Guild, 58, Great Marlborough Street, 
London, W.1.—We are, etc., 

Carters J. SymMonps, 
Honorary Treasurer to the Fund. 
Mary Scnarvies, 


London, Dec. 20th. Honorary Treasurer to the Guild, 


VACCINE TREATMENT OF PUERPERAL SEPSIS. 

Sir,—The paper by Dr. R. R. Armstrong and Mr. W. 
Shaw in the British Medical Journal ot December 15th 
(p. 1082) is notable as a methodical attempt to estimate the 
value of vaccines of a particular kind and given in a 
particular way to combat puerperal infection. The results 
of vaccination given in treatment and for prevention of 
sepsis are not very clearly separated in the conclusions 
drawn by the writers. It appears, however, that the thera- 
peutic method is declared a failure, and prophylaxis is 
believed to be of subsidiary importance and to have no 
demonstrable value. The first conclusion is in accoidance 
with much modern’ experimental work, which suggests that 
in treatment vaccines for the most part do not act specifi- 
cally, and that vigorous measures are needed if non-specific 
vaccination is to have much effect. The second conclusion 
seems unnecessarily pessimistic when it is remembered that 
only a single dose of one kind of vaccine was given, and 
that vaccine one treated with specific serum—a product 
which the authors themselves, in agreement with most other 
workers, declare to be of very doubtful value. The previous 
history and virulence of the culture used to make the 
vaccine are not stated, although probably these are of great 
importance. Sound aseptic technique is no doubt of great 
and fundamental value, but it is possible that specific 
prophylaxis may also have a place. 

This letter is written with the object of pointing out 
that prophylactic vaccination, so far from having failed 
in the cases recorded, can scarcely be said to have becn 
tried, and that a sound method of preventive vaccination 
deserves further trial on a large scale.—I am, etc., 


The Lister Institute, London, Dec. 18th, JOSEPH A. ARKWRIGHT. 


PROPHYLAXIS OF PUERPERAL PYRENXIA. 
Sir,—Will you permit me to make the following brief 
suggestions in connexion with the above subject. Axiom 1: 
Prevention is better than cure. Axiom 2: Sepsis is the 
highest factor in maternal mortality 5, it is a form of 
wound infection. Axiom 3: Wound infections go with 
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difficult labours, the avoidance of which is the principal 
key to the situation. 

Under the Puerperal Pyrexia Notification Act consul- 
tants have been appointed in many parts of the country 
to assist in its cure. Why not extend their function to 
preventive work in the form of ante-natal consultations? 
Surgically clean inductions in institutions are very safe 
when compared with diffieult forceps cases, and although 
the judgement of experts in this realm is often faulty 
(and well it may be, for is there a branch of medicine 
that requires greater experience?) yet on the whole a 
fairly high percentage of difficult labours would be avoided. 
1 have been assured that occasional help at the ante-natal 
clinies in the country over problematical cases would be 
welcomed.—I am, etc., 


London, W.1, Dec. 6th. FE. Lawton Moss. 


BREAST-FEEDING. 

Sir,—In your issue of December 15th (p. 1085) I notice 
with great interest the report of a presidential address 
delivered by Dr. H. W. Pooler to the Midland Branch of 
the British Medical Association on the subject of breast- 
feeding. 

Dr. Pooler has interested himself in this subject for 
many years, as evidenced by his contribution to the litera- 
ture, and from time to time other medical practitioners, 
obstetricians, paediatricians, and infant welfare workers 
contribute the results of their experience to the medical 
press. It is, however, noticeable in all the literature on 
this subject, whether in textbooks or in original articles, 
that there are still wide differences of opinion upon the 
physiology of normal lactation, and that, although con- 
siderable figures have been published from time to time, 
both on the Continent and in America, the work of collect- 
ing accurate records has been most sporadic. ‘The chief 
diffeulty in the way of satisfactory milk analyses has 
been that of extracting the milk “from the breast in 
an entirely natural manner. The child’s method of 
obtaining it is a double action: (1) Compression of the 
base of the nipple by the gums. (2) Suction action of the 
tongue and cheeks. Artificially we can only abstract 
the milk by one or other of the methods—namely, by 
hand expression or suction pump, but not by the two 
combined. 

Recently Dr. Margaret Lowenfeld and Miss Sibyl 
Widdows, D.Sc., have been carrying out research work on 
the composition of normal human milk, first in the obstetric 
unit of the Royal Free Hospital, under Professor McIlroy 
and now in the infant welfare clinic of the children’s 
department at this hospital. Side by side with normal 
babies they are doing a certain number of abnormal cases— 
for example, those apparently suffering from fat indiges- 
tion—and they are getting some extremely interesting 
results. It appears, for instance, that although the protein, 
sugar, and ash percentages differ from mother to mother 
after the first three weeks, each individual has her own 
constant in these milk elements, whether the sample 
be taken before or after nursing, early or late in lactation. 
On the other hand, fat acts quite differently from the 
other constituents and its percentage varies enormously, 
according to the time of collection, and—a most im- 
portant point—according to the method of extraction. 
Papers have already been published by Dr. Lowenfeld 
and Miss Widdows,! and it is hoped that the work 
they are now carrying on will throw further light on the 
subject.” 

There has hitherto been far too much vague teaching 
about breast-feeding, and probably too great a tendency to 
regard human milk as a constant fluid dependent upon the 
state of nutrition rather than. the individuality of the 
mother. It will be a step in the right direction if these 
two workers are able to collect some really reliable facts 
about .the physiology of lactation.—I am, ete., 

‘London, W.1, Dec. 17th Hazer Hi. Cuopak Greeory. 


1 Biochemical Journal, 1927, vol. xxi, No. 1, p. 1, and Journal 


of Obstetrics and Gynaecology of the British Empire, 1928, vol. xxxv,. 


No. 1, p. 3. 


SO-CALLED ‘“ WHITE ASPHYXIA ” OF THE 
NEWBORN. 

Sm,—Mr. Aleck Bourne has performed a real service in 
calling attention to the treatment of so-called ‘ white 
asphyxia,’ and in pointing out that the accepted methods 
are more likely to damage than assist the child’s chances 
of recovery. 

I think there is little doubt that most obstetricians wi!l 
agree that the “ white baby” is suffering from surgical 
shock and not asphyxia, and it is indeed high time that the 
term ‘* asphyxia,”’ in this connexion, should be eliminated 
from the textbooks in use by our students and pupil mid- 
wives. So long as the words ‘‘ white asphyxia’ occur the 
student mind turns instinctively to methods of artificial 
respiration, and the present evil will continue. 

Mr. Bourne says that he believes most examiners 
secretly agree with the teaching that artificial respiration 
in the case of ‘‘ white asphyxia ’’ is not only useless, but 
actually wrong; but teachers equally feel that they must 
teach artificial respiration in deference to the require- 
ments of the forthcoming examinations. As a teacher and 
examiner I certainly never require a student to express 
what is manifestly unsound. 

It is sincerely to be hoped that Mr. Bourne’s views on 
this matter will receive the support they deserve, and that 
when any future author feels the spirit move him to write 
a textbook of obstetrics let the term “ white asphyxia ” 
be eliminated and substituted by the correct nomenclature 
of ‘ foetal shock.’’—I am, etc., 

Beckwita Wuitenovse, M.S., F.R.C.S. 

Birmingham, Dee. 17th, mh 

Sir,—In his welcome protest against the use of artificial 
respiration in these cases Mr. Aleck Bourne instances 
“twilight sleep” babics in a way that may convey the 
impression that they all suffer from shock and oligopnoea 
due to being under the influence of morphine; but pos- 
sibly he refers only to such as are “* under the influence of 
morphine ”’ at birth. 

Dr. J. O. Greenwood, writing on amnesic narcosis in 
Dr. J. S. Fairbairn’s Practitioners’ Eneyclopacdia of 
Midwifery and the Diseases of Women (1921 edition), says 
(p. 789) ‘‘ records show much less oligopnoea since the use 
of a second dose of morphine was discontinued.” 

My own experience of a considerable number of ‘ twi- 
light sleep ”’ cases is that if the morphine is limited to the 
first injection, and if the dosage of scopolamine is indi- 
vidualized and limited to the production of amnesia 
(analgesia being avoided), white asphyxia is not common 
in normal labours; indeed, ‘‘ twilight sleep ’’ helps to lessen 
the frequency of this and other complications by render- 
ing unnecessary the use of instruments on account of 
shock or exhaustion of the mother. When white asphyxia 
does occur it passes off without artificial respiration, but 
I have found most “ twilight sleep ’’ babies cry lustily as 
soon as they are born.—I am, etc., 

London, N.JV.8, Dec. 18th. EK. Curnow PLuMaer. 


ETHYL CHLORIDE ANAESTHESIA IN TONSIL 
AND ADENOID OPERATIONS. 


Sm,—Under the above title in the British Medical & 


Journal of December 15th (p. 1113), Mr. Norman Barnett 
has given his views with regard to the advantages of that 
anaesthetic for the operations in question. I do not pro- 
pose to reopen this evergreen topic of discussion, and will 
only say that for those who require a brief anaesthesia, as 
for the guillotine operation, ethyl chloride may suffice, 
whereas others who, like myself, always employ the 
‘* dissection ’? method, a more prolonged narcosis will be 
necessary—that is, if bleeding is to be effectually controlled 
before the patient is allowed to leave the operating table. 


But it is the. apparently light-hearted way in which Mr. 


Norman Barnett treats the question of haemorrhage which 
constrains me to join issue with him, for I fear that 
coming from such an authority the younger and less expe 
rienced operators may be encouraged to share in his opinion 
that ‘a great deal too much stress is laid on the loss 
a little blood in these cases’ (para. 3). If they should be 
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so influenced the bogy of haemorrhage after tonsillectomy, 
which many of us have been trying to lay low, will probably 
take a new lease of life. 

If one reads him rightly, I would like to ask Mr. Barnett 
if he seriously contends that the occasional bleeding of 
“an exceptionally large and rigid vessel’? can be safely 
and securely dealt with during the brief general anaesthesia 
and post-anaesthetic analgesia induced by ethyl chloride, 
and that ‘‘in the average case a little gauze pressure ”’ 
will suffice to stop the bleeding effectually. 

Furthermore, perhaps he will inform us if ‘“ the com- 
paratively long post-anaesthetic analgesic period which 
succeeds the anaesthetic one’? (of ethyl chloride) is suffi- 
ciently deep and prolonged to allow, say in the case of a 
child, for the consummation implied in the last sentence 
of the third paragraph: ‘‘ It is always wise to reopen the 
gag, apply this pressure, and then do any toilet that may 
be required in the exceptional case.”’ 

I hope these are fair questions to ask on the subject of 
haemorrhage, because in the operation of tonsillectomy, by 
whatever method it is practised, the minimizing of the 
chances of post-operative bleeding is one of the chief duties 
of the surgeon. Its occurrence may be serious for the 
patient, is always alarming for the relatives, and will not 
infrequently present difficulties and anxieties to the 
operator. If such queries appear to be unduly critical it is 
because an experience of some thirty years has convinced 
ne that unless definite and time-hallowed surgical measures 
are taken to prevent post-operative haemorrhage, this may 
occur in an otherwise perfectly executed tonsillectomy. 

Even when every precaution has been taken the operator 
will occasionally have to meet this accident, but it will be 
4 rare one compared with such as are likely to follow the 
practice of those who trust to less efficient measures, and 
in this category I should place “a little gauze pressure.’’ 
Is it not probable that a fit of coughing or the act of 
vomiting will reopen a vessel so insecurely closed? 

Surely there can be only one practically sure method of 
preventing haemorrhage after tonsillectomy, and that is by 
ligaturing the two chief arteries which supply the gland— 
namely, above, the tonsillar branch of the descending 
palatine, and, below, a branch from the ascending palatine, 
atteries. Frequently it will suffice to ligature only the first 
named, and the time required for doing so will often be 
less than eight to ten seconds, 

It has been my practice for the last ten years to adopt 
this precautionary measure in every case operated upon, 
and the ages of the patients range from 1 to 72 years. In 
going through the list of those for whom I have been 
personally responsible the proportion of post-operative 
bleeding is just over 1 per cent. Before that period, and 
when one depended on pressure with gauze swabs, ete., 
the figure was nearer 10 per cent. It is with the hope 
that this easy and quickly applied surgical measure for pre- 
venting post-operative bieeding after tonsillectomy may be 
adopted more freely, that I again venture to urge its 
advantages. 

In conclusion, and in opposition to Mr. Norman Barnett’s 
Statement, it is my opinion that insufficient rather than 
“a great deal too much stress is laid on the loss of a little 
blood in these cases ’’—especially if it continues or is 
“hidden ”? after the operation is completed.—I am, ete., 


London, W., Dec. 17th, Hersert 


STRANGULATED FEMORAL HERNIA. 

Sir,—In connexion with the subject of Mr. Hamilton 
Bailey’s excellent article (December 8th, p. 1033) it has 
always appeared to me that we require facts of a somewhat 
different order from those given before we can assess the 
relative values of the femoral and inguinal routes. The 
Superiority of the inguinal route in strangulated cases is 
evident, though excess of fat may make the operation 
dificult. We require to know from those who have had a 
arge experience of such work what is the percentage of 
tecurrence in cases of femoral hernia of which the neck 
of the sac was small and in those of which it was rela- 
tively large. When the neck of the sac is small the 
Prognesis after operation by the ordinary femoral route 
seems to be much better than when it is large. A bad 


anaesthesia, by causing the sac to retract, may un- 
fortunately introduce a further variable tending to 
prevent success and to obscure the elucidation of the 
problem. 

lt has never been clear to my mind that our methods 
can convert what nature ordains as a likely recurrence 
into a non-recurrence. 
be found in a study of the results of the inguinal opera- 
tion undertaken in the treatment of recurrence following 
the femoral operation performed in non-strangulated cases. 
One such case is known to me, and recurrence took place 
within six months after each operation. The neck of the 
sac was relatively large, and though the musculature was 
good the patient was obese.—I am, etc., 


G. H. Corr, M.B., B.Ch., F.R.C.S. 
Aberdeen, Dec. 10th, 


DIAGNOSTIC CLINICS FOR CANCER. 

Srr,—In the Journal of December Ist (p. 1008) there is 
a letter from Mr. Malcolm Donaldson on the subject of 
radium and cancer, in which reference is made to the need 
for diagnostic centres at which cases of cancer might be 
recognized in their earliest stages; in an editorial article 
in the same issue (p. 999) you conimend the suggestion to 
the consideration of those concerned with the public health. 
It may perhaps be of interest to relate what is being done 
in the city of Leicester, where a cancer diagnostic clinic 
has been in operation since July of last year. 

This clinic, which is officially known as the Cancer 
Control Clinic, was the outcome of representations made 
to the Leicester Health Committee by the Leicester 
Advisory Cancer Committee. Briefly, the_ arrangements 
are as follows. The clinic is run by the Leicester Corpora- 
tion Health Committee with the cordial co-operation of 
the Leicester Royal Infirmary. It is held one evening a 
week in consultation rooms at the City Health Offices, 
and the leading surgeons in the city take it in turns to 
attend, their services being paid for by the corporation. 
Before the scheme was started it was submitted to a meet- 
ing of medical practitioners in the city, and received their 
warm approval. They were invited to send to the clinic 
any suspicious cases where an expert opinion was con- 
sidered desirable, and, as a matter of fact, many of the 
patients attending the clinic have come in this way. The 
clinic has also been made known by advertisement in the 
press, by notices exhibited in factories and infant welfare 
centres, and by a notice which is exhibited weekly in oll 
corporation tramcars. Attention has been drawn to its 
existence by public talks and lectures. It was decided to 
limit the clinic to women, and, in the first instance, to 
affections of the breast and uterus, the reason for this 
limitation being that it is in cancer of these two organs 
that the value of early diagnosis can be most easily 
demonstrated. 

The total number of patients attending during the sixteen 
months that the clinic has been in operation has been 152, 
82 having affections of the breast, 41 having affections of the 
uterus and allied parts, and 29 having affections of other parts. 
The cases are dealt with as follows : 

1. If they are considered possibly malignant they are usually 
referred to our Royal Infirmary; by arrangement with this 
institution such cases are given preferential treatment as 
regards admission, and are admitted almost immediately—that 
is, within a few days. 

2. If there is no evidence of malignancy the patients are 
reassured, or in some cases told to report again. No actual 
treatment is given at the clinic. 

3. If thought desirable, cases are referred to their own medical 
attendant. 

Of the 152 cases, 26 were admitted to the Royal Infir- 
mary, and 11 of these definitely proved to be cancer. 

The number of patients making use of the clinic is con- 
siderably less than could easily be dealt with in the one 
session a week, and, naturally, we should like to see a 
larger number of the public availing themselves of the 
facilities provided. Nevertheless, it is felt that the scheme 
has justified itself, and there is no intention of abandoning 
it, especially as there is so little that can be done by a 
local authority apart from propaganda in connexion with 
this disease. Incidentally it may be said that the existence 
of the clinic and the means taken to make it known are 
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in themselves a very important method of propaganda, 
bringing home to the publie the vital importance of eariy 
diagnosis. 


The advantage from the patient’s point of view of the 
facilities provided by the clinic as compared with the out- 
patients’ department of a general hospital are that the 
patient gets individual attention and the best possible 
advice free of charge, without the long wait among a crowd 
of other patients, and other drawbacks, which usually 
obtain in most of such departments. As the public come 
to realize these advantages it is probable that the clinic 
will be used more extensively. Indeed, patients are now 
beginning to come to the clinic on the recommendation of 
those who have already been there themselves.—I am, etc., 

C. Kiviick 
Medical Officer of Health; Honorary Secretary, 


Leicester, Dec. 13th. Leicester Cancer Committee. 


PAPULAR URTICARIA. 

Srr,—Your last three issues contain a good deal of 
controversial matter on this important subject. Leaving 
theory aside, the clinical evidence of both general practi- 
tioner and specialist is much to be welcomed. It should 
afford a practical basis for the treatment of these trouble- 
some cases. Dr. Rupert Hallam must be congratulated on 
his observation that residence in hospital alone, without 
special diet or drugs, is sufficient to clear, at least for a 
time, the eruption in children. [ can confirm his results; 
but I should like to offer some possible explanations of 
these apparently strange events. 

It is convenient, and probably not unscientific, to regard 


these vasomotor disturbances as a “ habit.”? This habit 


appears to be maintained by a number of factors, although 
some of these only may operate in a given case. These 
factors include diet, autogenous toxins, physical and 
mental fatigue, even psychological conditions, and external 
irritation of the skin. I place diet first as the commonest 
and sometimes the sole determining cause, and | am at a 
loss to understand those who deny this as an agent. It 
must surely be common experience to find certain foods at 
fault. The list of these is legion. I have myself seen 
children who react after banana, as in the case quoted by 
Dr. Burgess, but the offending food is often chocolate, egg, 
tish, etc., and removal of the offeuding agent does in 
most early cases cure the trouble. Hospital diet, it must 
be allowed, is simpler than in the average home, and is 
free from those “ tit-bits from the table’ so common in 
poorer households. Dr. Hallam will pardon me if I suspect 
that those children who were housed in hospital but fed 
from home did not really receive a representative home 
diet. I shall still expect a child who reacts to fish at home 
to react to it in hospital, and I hope to make the 
experiment. 

For a long time past I have found an essential condition 
for the cure of a chronic urticaria to be an initial rest, 
both physical and mental if possible. This is provided in 
hospital. Finally, there is the question of cleanliness 
and clothing, apparently small matters, but really of very 
great importance. My mind goes back to the case of a 
doctor’s child in which a definite cure was only reached 
after the child was dressed in soft underclothing—not 
woollen. Relief was then prompt and permanent. 

Space forbids my touching on other points, bunt 1 will 
corclude by asserting that many cases of papular urticaria 
in childhood can be cured by attention to the general 
health, dieting, cleanliness, and proper clothing. If I had 
the choice of one drug only it would be rhubarb and soda. 
—I am, etc., 


Manchester, Dee. 17th. G. H LANCASHIRE. 


Sim,—-Referring to the recent correspondence on the 
subject, I should like to make it quite clear that Lk do 
not suggest that the skin reaction known as urticaria 
clears up when the patients are removed to hospital. 
I have admitted many chronic cases for iivestigation and 
cannot recall such a happy event. My statement applied 
only to the so-called papular urticaria—a definite clinical 
entity which is also known by the name of lichen urticatus 
and strophulus. Also, 1 was not including a transient 


CORRESPONDENCE. 


Tur Briss 
MepicaL 


macular rash sometimes met with in young children, which 
their grandmothers, with enviable confidence, attribute to 
the evil effects of teething or to dietetic indiscretion, 
Papular urticaria was accurately described by Thomas 
Bateman more than a hundred years ago in the following 
terms : 

‘“‘Jis first appearance is in irregular inflamed wheals so closely 
resembling the spois excited by bites of bugs and gnais as almost 
to deceive the observer. The inflammation, however, subsides in a 
day or two, leaving small elevated itching papules. When the first 
wheals are thus terminating, new ones continue to appear in 
succession until the whole body and limbs are spotted with papules, 
which become here and_ there confluent in small patches. This 
eruption is peculiar to children; it eommences in some cases soon 
after birth, and sometimes later, and continues wiih great 
obstinacy for many months. Both the wheals and papules are 
accompanied with intense itching, which is exceedingly severe in 
the mght, occasioning an almost tvial interruption of sleep and 
considerable loss of flesh.’ 

Mr. Frank Coke adds other articles to the long list of 
foods which, during the last century, have been observed 
to excite attacks of urticaria. These lists, more or less 
complete, appear in ail textbooks on dermatology, and in 
my opinion somewhat overshadow the fact that urticaria is 
not infrequently due to focal sepsis, and also that it may 
be the initial sign of serious systemic disease. 

Again returning to the subject of papular urticaria, 
1 may say that | have tried house dusts with negative 
results, but 1 do not regard this as conelusive, and shall 
still pursue the line Mr, Coke kindly suggests. 

Dr. Burgess, apropos of my ten cases of breast-fed 
infants suffering from the complaint, quotes the latter half 
of a sentence from my origina! article in the British 
Journal ef Dermatology. Taking into consideration that 
some of the children were eventually weaned and the rash 
continued, the complete sentence does not appear to me 
to be unreasonable. Ht is as follows: 

“It is difficult to conceive that in all of these cases the mother’s 
miik was responsible for the occurrence of the ailack, although 
admittedly a child may become sensitized to a proicin through its 
mother’s milk.”” 

He also mentions that I quoted the work o/ Sidlick and 
Knowles (American Journal of Diseases of Children, 1922). 
These authors state that they cured three cases out of 
twelve by appropriate restrictions of diet. My previous 
letter explains why such claims may be valucless.— 
T am, eic., 

Rvueert 


The Skin Department, The Royal Infirmary, 
Sheffield. 


December 17th. 


INJECTION OF VARICOSE VEINS WITH 
CARBOLIC ACID. 

Sm,—With reference to Dr. Dalton’s interesting memo 
randmn (December 8th, p. 1037) on the injection of varicose 
veins with carbolic acid, 1 think he is to be congratulated 
in his endeavour to find the perfect sclerosing agent ™ 
this treatment, but 1 feel doubtful about some of the 
advantages claimed for this medium. 


His essential claim for carbolic acid is that it is nom, 


toxic, in that, having destroyed the endothelial lining of 
the vein, it is at once locked up in the clot which form 
immediately, and thus remains entirely local. Knowing 
the volatile habits of carbolic acid I find it hard to under 
stand how an amount of the undiluted B.P. preparation 
up to half a drachm should remain entirely local, and it 
would seem desirable that more definite evidence should 
be shown before this claim can be established. 

It is difficult to understand how such a small dose as 
two to four minims ean produce true sclerosis in such 4 
large area of varix; and indeed when, as Dr. Dalton says, 
‘< sometimes a week after injection it is difficult to find the 
remnants of the vein.’”? [ venture to question if scleross 
such as is seen after injection of the usual agents eve 
occurred, for with a successful result, using these, the 
vein remains hard and very definitely demarcated fot 
months. 

With regard to perivenous injection, I have become 
convinced that it should be avoided in every case, except 
possibly for the fine dilated venules which one is sometimes 
asked to treat on cosmetic grounds. If a varix cannot 


be entered with the needle, I cannot think any result of 
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value is obtained by depositing one or two. drops of 
solution outside it. 1 know only too well that some veins 
are most difficult to enter, but.1 am sure that, given 
experience and the will to “try again,’’ any vein of 
greater diameter than the needle can be made to yield 
eventually.—I am, etc., 


London, W.1, Dec. 10th, Ronatp THORNHILL. 


SIMPLE PHLEBITIS AND EMBOLISM. 

Sir,5-The correspondence on this subject in the British 
Medical Journal of December 1st and 15th makes no 
reference to the theoretical side of the question. 

Rowntree and Shionoya (Journal of Experimental Medi- 

ecine, New York, 1927, vol. 46, pp. 7, 13, 19, 957, and 963) 
have recently carried out a very ingenious series of experi- 
ments at the Mayo Clinic with the intention of making 
direct observations on thrombus formation, and_ their 
findings suggest to me that in the case of traumatic 
phlebitis—whether by accident or design, as in the injec- 
tion treatment of varicose veins—there occurs first of all 
a deposition of white thrombus in the damaged section 
of the vein, and as long as the circulation through the 
vein is kept up no red clot forms. This white clot is very 
strong and firmly anchored to the endothelium. As soon 
as the impediment to circulation is complete there is a 
more or less sudden deposition of red clot blocking the 
vein for some distance, spreading chiefly in the direction 
of the normal flow. This is an additional reason why 
patients undergoing the injection treatment of varicose 
veias should be kept walking about—namely, in order that 
they may get a firm (comparatively) white thrombus as 
the foundation of their occluding clot. 

It is the experience of most of us that quinine injections, 
comparatively painless at the time, cause tenderness and 
swelling at the site of injection twelve to forty-eight hours 
later. I would suggest that this probably coincides with 
the complete blocking of-the vein by white thrombus and 
the subsequent rapid deposition of red clot. In this 
aseptic thrombus there is no trypsin ferment, so that the 
tlot does not become softened, and, therefore, is not easily 
detached. 

I recently injected a woman who returned to me two 
days later in great alarm because, as she said quite 
correct!y, she had phlebitis in the injected vein, and she 
recognized it from the symptoms being identical with a 
previous attack she had had. several years ago. However, 
[ gave her my usual advice to keep going about, and 
nothing untoward has occurred. 

The above suggestions are an application of Rowntree 
and Shionoya’s findings to what I have cbserved clinically, 
and I should be interested to hear whether others agree 
with my theories or not. My experience of the injection 
of varicose veins has convinced me that in a traumatic 
phlebitis where sepsis can be definitely excluded as a 
causative or contributory agent the patient should be 
kept walking about. I entirely agree with the views of 
Dr. Cyriax.—I am, etec., 


Hove, Sussex, Dec. 15th. StGeorce B. Deriste Gray. 


RIGHT TO PRACTISE.” 

Sir,—Surely Dr. Macqueen (December 8th, p. 1067) 
hes got rather confused about the “rights” of this 
question. Only a medical degree or diploma gives the 
“right ’? to practise. There is nothing in the Medical 
Register which, in itself, gives any such “ right.”” Tho 
Medical Register is a list to give the public an opportunity 
of distinguishing between ‘ qualified ’? and unqualified 
practitioners. It also gives the qualified man on the 
register a legal right to sue in court, to sign death 
certificates, and by custom it has practically made all 
public appointments open only to those on the Register. 
If a man is taken off the Register he still possesses 
the legal right to practise provided his university or other 
qualifying body has not taken away his degree or diploma, 
and if he has these he can practise, but loses the “ rights *? 
under the medical registration.—I am, etc., 


A, G. Newent, M.D. 


St. Leonards-on-Sea, Dec. 8th. 


DEFINITION OF DRUNKENNESS. 

Srr,—Many years ago, when I was a young surgeon 
serving in a man-of-war with masts and yards, I was 
requested to examine a bluejacket charged with being drunk 
on duty. I reported to my captain that, though the man 
had undoubiediy been drinking, I hesitated to say that he 
was actually drunk. ‘In that case,’’ said the captain, “if 
I order him to the masthead, would you consider it safe?” 
“Certainly not, Sir,’ I replied. ‘‘ Then he is drunk,” 
was the captain’s decision; and appropriate punishment 
followed.—I am, etc., 

V. G. Tuorrr, 
Surgeon Rear-Admiral. 


London, W.4, Dec. 17th. 


Medical Notes in Parliament. 


(From ouR PARLIAMENTARY CORRESPONDENT. ] 


Tue House of Commons adjourned for the Christmas recess 
on December 20th, having on that day approved Supplementary 
Fstimates for the relief of distress in the mining areas 
amounting to £155,000 for England and Wales, and £20,625 
for Scotland. Discussing the adminstration of this relief in 
Scotland, Sir John Gilmour said that the addition of a milk 
diet would be of material benefit to school children in many 
cases, as recent official experiments had shown. It would be 
necessary that applications should come through existing 
channels, including the child welfare and maternity authorities. 
In the course of the debate on the estimates Mr. John protested 
against a statement previously made by the Minister of Educa- 
tion to the effect that local authorities should feed the children 
if medical certificates were issued that this was necessary; this 
meant, he suggested, that a child had to suffer from mal- 
nutrition before the medical officer of health would decide that 
it was in need of nourishment. Mr. Boothby suggested that 
Durham and South Wales should be administered independently 
of the health insurance fund, as otherwise the actuarial surplus 
would be irreparably damaged. 

The House will resume its sittings on Tuesday, January 22nd, 
when consideration of the Local Government Bill in committee 
will proceed. Four of the thirteen days allowwed under the 
guillotine resolution to this stage of the bill have already 
passed, and the House, after the recess, will discuss the 
complex proposals relating to rating, valuation, Exchequer 
grants, and other financial provisions, and to certain genera] 
questions. 


Local Government Bill. 


Consideration in committee of the House of Commons of the 
Local Government Bill was continued on December 18th, which 
was the third allotted day under the guillotine resolution. 


Clause 13 enacts that as from the appointed day it should be 
the duty of every county council and county borough council and 
other local authority to recover from any person who has been 
maintained by them in any hospital, maternity home, or other 
residential institution in which accommodation is provided by the 
council, other than a person who had become an inmate of aw 
institution for the purpose of amet treatment for infectious 
disease, or from any person legally liable to maintain that person, 
the whole of the expenses or such part as the council are satisfied 
they can pay. : 

r. Wess moved to omit the words “it shall be the duty of,” 
which made it obligatory on the council to present the bill for the 
full amount. He said that the full amount as the clause stood 
appeared to include the whole cost of all the medical treatment, 
however expensive that might be. The North Middlesex Hospital, 
which was under the administration of the Edmonton Board of 
Guardians, had just obtained the sanction of the Minister of 
Health for an expenditure of £6,000 on radium to bring its equip- 
ment up to date. It was beiter equipped than a good many 
voluntary hospitals in many respects. he practice here was to 
recover from the patients as much as the board of guardians 
thought it could recover up to the total limit of cost, and in that 
connexion no question arose. The total cost last year was 49s. a 
atient per week. If the institution was handed over to the 
Middlesex County Council, as it would be, the bill would require 
the county courcil to make a charge of 49s. a week on every 
patient who used the institution, although in the case of the board 
of guardians only about 15 per cent. of the patients paid any 
contribution and in 85 per cent. practically nothing was recovered. 
It would be a very serious change to make if, instead of present- 
ing a bill for 5s., 10s., 20s., or up to 49s. according to the means 
of the person in 15 per cent. of the cases, the local authority 
should be required to make the full charge of 49s. in all cases. 
If everyone who went into that hospital was told that he or she 
would receive a bill necessarily at the rate of 49s. a week, witn 
some prospect of the amount being reduced, it would be, he was 
informed by medical people concerned, a very serious deterrent to 
people going into that hospital at the earliest possible date. It 
would not be in accordance with the Minister of Health’s inten- 
tions or desires to make this emphatic change. and to insist-that: 
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instead of the bill being graduated according to the patient’s 
means the full amount in each case would have to be presented. 

Mr. Peruicx-Lawrence seconded the amendmevt, and drew the 
attention of the Mimister to the ease of the unmarried mother. 
He said that at present, whether she was treated in a voluntary 
hospital, a special nursing home, or an institution under a local 
authority, great care was taken to preserve the secrecy which 
might be necessary in these cases. Under the clause, however, if 
the woman herself was unable to produce any money application 
would be made at once to members of her family—to her 
father, or whoever might be vesponsible in law for her. The 
result of that would be that these women would not go into a 
home or institution to be treated. To-day we recognized the folly 
of not helping people to fight against infections and venereal 
disease. Could it be suggested in regard io cancer, maternity, and 
child welfare that the position was different? 

Mr. CHAMBERLAIN, in reply, said that if the amendment were 
carried we should be exactly where we were now. Local authori- 
ties had this power at present. There was nothing in the bill 
which said, 4s Mr. Webb suggested, that the local authority must 
present a bill for the whole of the expense to a person receiving 
treatment. It was not contemplated that the locai authority should 
do anything of the kind. They would do precisely what was done 
now in other cases. They would, through their officers, find out 
whether a person was able to pay anything, and, if so, how much, 
and they would make those inquiries before sending in their bill. 
The object of the clause was to have one rule for both kinds 
otf institutions. If there was not a provision of this sort, the 
position wovld be that in the case of a destitute person treated 
under the Poor Law, it would be the duty of the local authority to 
recover the whole of the costs from him, or such part as he was 
able to pay, but in the case of a person who was not destitute 
and was able to pay there would be a discretion with the local 
authority. That was an anomaly which was being removed by 
this clause. 

Mr. Greenwoop, supporting the amendment, said that the 
Opposition did not so much regard the mere collection of the 
money as obnoxious, but held thai the new duty which was 
imposed on local authorities was bound to be a deterrent and 
would lead numbers of people who ought at an early stage 
institutional treatment to postpone it or not to go at all. 

Dr. Verxon Davies said that Mr. Greenwood showed extreme 
lack of knowledge of the subject on which he had been speaking. 
Perhaps the hon. member would allow him (Dr. Davies) as an old 
medical officer of the Poor Law, as a hospital official, and as a 
general practitioner to let him know what really happened. In 
the majority of cases a person who was sick went first of all to 
‘his private doctor, without any thought of what it was going to 
cost. The doctor examined him and, if the case required treatment 
in an institution, sent the man to the institution. In some of the 
large towns they would find, occasionally, that a patient, instead 
of going to a doctor, went to the out-patients’ department of a 
voluntary hospital and got some attention there, without cost 
to himself. For Mr. Greenwood to say that the Government, by 
the bill, was trying to prevent people seeking medical assistance 
at the earliest possible moment was to say what was not true, 
and io put a false construction on the bill. The people of this 
country had known for years that they could always get medical 
assistance either from hospitals, Poor Law institutions, or doctors, 
without any thought of the ultimate cost. Let them take the 
case of a general practitioner in an industrial district in the 
huge majority of cases. That doctor did not ask a_ patient: 

here is your fee, and then I will tell you what is the matter 
with you.’ (Opposition cries of “ Oh.*) Labour members might 
speak from rumour or hearsay, but their attitude was a distinet 
reflection and libel on a most honourable profession. He main- 
tained without fear of contradiction that no man or woman 
in this country need delay for one moment in getting the most 
expert advice and the most expert treatment through fear of 
poverty or of the cost, and there was nothing in the bill which 
would hinder them in the slightest degree. It was absolutely 
wrong for an hon. member on the Opposition front bench to make 
the statements which they had heard that afternoon, but he asked 
the House and the people of the country to notice that this was 
the policy of the Labour parity, and that the destitute r should 
be charged for medical attention, but that the public health 
authorities need not make a charge. They were asking for this— 
to charge the destitute poor, but not to allow the pubiic authority 
to do so—and that was a scandal. 

After considerable further discussion the amendment was 
rejected by 236 votes tc 130. Miss Bonprietp then moved an 
amendment to remove maternity homes from the operation of 
the clause, and particularly from the operation of the ‘uniform 
enforcement of the provision which had just been discussed. The 
work in connexion with maternal mortality, she said, was still in 
an experimental stage, and anything which shook the present 

osition was bound to act to the detriment of the service. For 
instance, the psychological effect of making a provision so that 
the operation of the finaneial arrangements in regard to municipal 
maternity centres were on precisely the same lines as those of the 
Poor Law would be a deterrent so far as a great many women 
were concerned. 

Sir KinGstey Woop, while agreeing as to the importance of 
making due provision for maternity and encouraging as many 
mothers as possible to enter maternity homes, said that if Miss 
Bondfield thought that under this clause we were swoppin 
horses and aliering .ihe present praetice she was greatly mista 4 
The provision which was being inserted in the clause generally was 

alveady the invariable practice so far as maternity homes, both 
municipal and voluntary, in this country were concerned. The 
clause, so far from making any alteration, really set out what 


and homes. Some sixty or seventy municipal maternity homes 
recovered appropriate contributions unless they were satisfied, 
having regard to the circumstances of the inmate, that nothing 
could be paid. Therefore there was no ground for saying that 
there was any alteration in the practice or for anyone being 
frightened away from the maternity homes of the country by the 
of the clause. 

eplying to further debate, Mr. CuamsBertain said that they 
were faced with the fact that there were not a sufficient number 
of maternity homes. They wanted more provided, but there would 
be still greater difficulty in getting local authorities to build more 
in future if they were faced with the prospect that when they 
had built them they were to be a heavy charge because they 
would not be able to recover expenses. The amendment was 
defeated by 250 votes to 145. 

Mr. Rennie SmitH moved an amendment prasitieg that the 
ierm “ infectious disease’ used in the clause should be stated 
to include tuberculosis and venereal disease. Sir Krycstzy Woop 
said that the Ministry’s legal advisers had stated that both tuber« 
culosis and venereal disease could be regarded as coming within 
the meaning of the clause relating to infectious diseases, and 
that the amendment was therefore unnecessary. Dr. VERNox 
Davies said the Minister was now taking a. rather important 
step. If they were to say that infectious diseases were to include, 
in all eases, tuberculosis and venereal disease, how were they 
going io keep out infantile paralysis, encephalitis lethargica, and 
influenza? The CHarrMaN pointed out that the Minister had 
merely stated that these words as a matter of definition would 
include certain complaints. Sir Henry Sresser-said that there was 
no definition_ai all of infectious disease in the bill. He wanted 
to know where the committee stood in the matter of definition? 
Was there no Act that defined infectious disease? Sir Tomas 
Inskip said that the committee never wanted the legal arguments 
if a little common sense would solve the problem. The words 
*‘infectious disease ’’ were words which meant that a disease 
was infectious and which, so long as people were at large, might 
result in injury to other persons. The result was that people who 
suffered from what were, in fact, infectious diseases, were required 
in the public interest to go into an institution for treatment. It 
was better to leave the question of what was an infectious disease 
to be selved by proper evidence of fact, if ever such a question 
arose. He had very. little doubt that those questions of faet 
would be solved by the common sense of the doctor and autho 
rities without any necessity to resort to a court of law. 

Dr. FremantLe said that he dissented from the reading which 
the Attorney-General had just given. He could foresee his coh 
leagues of the medical profession having to administer thi 
Measure, and they must know what cases ler were dealing with, 
and what cases they were not dealing with under it. > the 
ordinary terminology of public health the phrase ‘ infection: 
disease” had a definite meaning. It was defined by an Order 
of the Ministry of Health, interpreting certain Acts of Parliament 
in relation to infectious diseases. There was a specific catalogue 
of the diseases which were included in this definition. It was easy 
to administer a Measure of this kind on those lines, but if his 
hon. and learned friend had the good fortune to belong to the 
medieal instead of the legal profession, and, as a medical officer, 
had to iry to work the administration of Acts relating to infec 
tious diseases on the lines which he himself had suggested, he 
would find it an impossible task. They must have it laid down 
what diseases were to be regarded as infectious diseases. For 
practical purposes, venereal disease was not called an infectious 
disease, and certainly nobody had ever suggesied that cancer was 
an infectious disease. He (Dr. Fremantle) suggesied that the 
Minister of Health might reconsider this question in order & 
insert in the definition clause something regarding the word 
‘infectious disease ’’ being definitely associated with the term # 
generally interpreted in other Acts. Sir Kiyestey Woop, after 
further discussion, said it was not a question of his own opiniot, 
but of fact as to whether a disease was infectious or not. If his 
own opinion was of any value he should say that certainly tuber 
culosis would be included, but that was only his opinion. 
advice gen to the Department was that the amendment wis 
ee The committee rejected the amendment by 258 vote 
to 145. 

Under the guillotine resolution the clause was agreed to y 
270 votes to 147. Clauses 18 to 28 were afterwards agreed to 
under ihe guillotine, without discussion. Clauses 18 to 24 deal 
with registration, Clause 26 with roads and town-planning, @ 
Clause 38 with the transfer of classified roads in urban districts 
to the couniy council. The committee then adjourned until tl 


following day. 


On December 19th the House of Commons was again in com 
mittee on the Local Government Bill. During prolonged dt 
cussion on the clauses dealing with control of highways ail 
the alieration of boundaries of authorities brief allusion was m 
to the effect the bill might have on town-planning scheme 
Several clauses of medical interest subsequently came under tit 
guillotine. Clause 45, regulating the relations between count 
councils and county district councils in respect of public healt 
functions, was approved without amendment. Clause 46 provide 
that county councils, after conferring with district pein shall 
formulate schemes for securing the appointment of whole-time 
medica} officers of health. The clause provided that every count} 
council making such arrangements should send a copy of th 
scheme to the Minister and to the councils of the distri 
affected. Mr. CHAMBERLAIN now moved -to provide that evely 
such council should be at liberty to make representaiions on t 
scheme io the Minister. The amendment was carried, and ¢ 
clause as amended was added to the bill. Clause 47, authorizing 


was the universal practice of the voluntary maternity hospitals 


regulations to prescribe the qualifications of medical officers # 
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health visitors appointed under the Maternity and Child Welfare 
Act, the Public Health (Tuberculosis) Act, or under regulations for 
the treatment of venereal disease, was added to the bill. Clause 48 
gave tho Minister power, when satisfied that his action would 
conduce to more efficient administration, to transfer any services 
under the Maternity and Child Welfare Act to the council which 
was the local education authority. Mr. CHaMBERLAIN moved _ to 
substitute the word ‘effective’ for the word “ efficient.’’ This 
amendment also stood in the name of Dr. Vernon Davies. The 
clause was carried sa amended. Clause 49, giving the Minisier 
power to declare that the Notification of Births Act should appiy 
in an area whese council had not adopted it, was carried 
unamended, Clause 50 sets out the conditions under which a 
district council may apply to be made local supervising authority 
under the Midwives Acts in place of the county council. Mr. 
CHAMBERLAIN moved an amendment to provide that the Minister 
should consult with the county council before granting such an 
a The clause thus amended was added to the bill by 
to 118 votes. Clause 51, dealing with the provision of accom- 
modation for infectious diseases and with the formulation by 
county councils, in consultation with district councils, of schemes 
for that purpose, was carried by 251 to 119. Clause 52, authorizing 
the Minister to empower the transfer of functions from the 
London County Couneil to metropolitan borough councils, was 
also added to the bill, as was Clause 53 
On January 22nd, when the House again goes into committee 
on the Local Government Bill, the clauses relating to rating and 
valuation will be considered. 


Preservation of Infant Life Bill. 

In the House of Lords, on December 18th, the Preservation of 
Infant Life Bill was read a third time. Following the third 
reading, Lord Dar.tinG moved three amendments to Clause 1. 
The clause originally read : 

Any person who, with intent to destroy the life of a child capable 
of being born alive, by any wilful act causes a child to die before it 
has an existence independent of its mother, shall be guilty of felony, 

+ to wit, child destruction, and shall be liable on conviction thereof on 
indictment to penal servitude for life: provided that no person shall be 
convicted of an offence under this section if it is proved that the act 
which caused the death of the child was done in good faith for the 
purpose only of preserving the life of the mother. 

Lord Darling said that on the committee stage it was pointed 
out that there were occasions in which it was necessary at the 
confinement of a woman, in order to save her life, that the 
child about to come into the world should be destroyed. He 
fancied that it must be very rare that that should be done in 
good faith, but it was stated that it might arise, and that a 
third person might be indicted, though having acted in good 
faith. That was provided by the proviso in the clause beginning 
with the words “ provided that no person shall be convicted ” 
and so on, but it was then pointed out that it might be said 
that the onus was upon the person—who would be a third person 
—who had destroyed the child, to prove that he acted in good 
faith for the purpose of saving the life of the mother. He would, 
therefore, move three amendments which would place the onus 
on the prosecution, so that it would be necessary for the prose- 
eution from the start to prove—or else there would be no case 
to go to a jury—that the person who was accused of destroying 
the child had not done so honestly and in good faith. His amend- 
ments would make the proviso read: 

Provided that no persons shall be guilty of an offence under this 
fection uniess Jf is proved that the act which caused the death of the 
child was not done in good faith for the purpose only of preserving the 
life of the mother. 

Lord Parmoor expressed his satisfaction with the amendments, 
which made it quite clear that the onus of proof was on the 
prosecution. The Lorp CHANCELLOR said that rd Darling had 
produced the amendments, partly after seeing him, to make it 
quite clear that the burden of proof had been shifted. He thought 
the did so. 

e amendments were agreed to, and the bill was passed 
tent to the House of 


_ Medical Directors of the Services: Tenure of Office. 
Sir L. Wortnincton-Evans siated, in re ly to Sir fi Cayzer, 
on December 18th, that the appointment of Sivasee Meneses of the 
Army Medical Services was for four years, but an extension was 
| Permissible, As the present Director-General had held office for 
two and a half years only no question of extension had arisen. 
1eut.-Colonel HeaptaM, on the same date, stated that the a point- 
ment of Medical Director-General of the Navy was normally for 
three years, but this period might be extended if the Board of 
Admiralty thought it desirable. The present Medical Director- 
General was appointed on July 1st, 1927, and the question of an 
extension, therefore, did not yet arise. Sir S. Hoare stated that 
the tenure of the appointment of the Director of Medical Services 
in the Royal Air Force dated from November, 1921. An extension 
had recently been granted until November, 1930. The question of 
any further extension would be considered on its merits when 
necessary in the light of the circumstances then existing, 


Mercantile Marine Health Committee, 
December 18th Sir Cuntirre-Lister told Lieut. Commander 
enworthy that the personnel of the Joint Standing Committee 
set up by the Ministry of Health and the Board of Trade on 
maticrs affecting the health of the mercantile marine was: 
“presenting the Board of Trade: Sir Charles Hipwood (chair- 
“dy Mr. G. E. Baker, Mr. A. S. Hoskin, and Mr. C..J. Uvey 
{clerical secretary); representing the Ministry of Health: Sir 
ee S. Buchanan, Dr. H. A. Macewan, Mr. M. Heseltine, Mr. 
- H. Crooke, and Mr. M. T. Morgan (medical secretary). 


Milk Supplics to Expectant Mothers.—Siv Kixncstey Woop, cn 
December 18th, told Mr. March that no request had been made to 
authorities to cut down the supplies of milk to expectant mothers 
and children who were attending the maternity and child welfare 
centres; but in the case of some local authorities suggestions as io 

rocedure were made last March with a view to enabling them to 
eep their expenditure on milk during the present financial year 
within the amounts which the Minister of Health was able to 
approve for grant. The Minister had received communications 
from forty-eight authorities requesting that these amounts should 
be increased, and, in reply, he had explained that the reduction 
in grant—which was purely temporary—had to be made in order 
to keep the grants paid by the department for the health services 
within the amount voted by Parliament. 


Post-vaccinal- Enccphalitis—Myr. Brant asked Mr. Chamberlain, 
on December 13tf, whether he would direct the Registrar-General 
to make a note in his next annual report in regard to the deaths 
from post-vaccinal encephalitis since 1922 which were brought to 
the notice of the Andrewes and Rolleston Committees, though 
not so certified at the time the deaths occurred. Mr, CHAMPERLAIN 
said the classification of deaths in the Registrar-General’s statistics 
was in all cases based on the cause as certified by the medical 
practitioner or the coroner. A departure from this practice would 
not be justified. 


Artificial Light Treatment Centres.—Sir Woop told 
Sir Robert Thomas, on December 19th, that 237 centres for 
administering artificial light treatment had been approved by 
the Ministry of Health or by the Board of Education. Establish- 
ment of such centres was primarily a matier for the local 
authorities, and steady progress was being made with it. Sir 
Rosert Tuomas recalled a statement that 53 per cent. of the 
children of the nation suffered from rickets or ils effecis. Sir 
KinGstey Woop said this figure was given in the annual report 
of the chief medical officer of the Minister of Health for 1926. It 
related to a portion of a comparatively small sample of the 1,000 
children who were specially examined, and included all who showed 
the slightest signs of rickets, 


First-aid Equipment on Road Vehicles —On December 18th Mr. 
Ramspen asked leave to bring in a bill to regulate the first-aid 
equipment of public passenger service vehicles on roads. He said 
that the object was io ensure that on all public passenger vehicles, 
such as motor omnibuses and charabanes, there should be carried 
a first-aid outfit, and that there should be someone cen _ the 
vehicle competent to use it. The bill would not apply to railway 
carriages, tramways, or trolley vehicles. The regulation as to the 
outfit and by ‘whom it should be carried would be left to the 
Minister of Transport. Leave was_ given to introduce the bill, 
and it was read for the first time. Dr. Drummond Shiels was one 
of the backers of the bill. 


Maternity and Child Welfare Grants.—Mr. CHAMBERLAIN states 
that the grants paid for maternity and child welfare out of the 
Ministry of Health Vote in 1927 were approximately £1,040,000, 
which included about £16,000 for training of midwives and health 
visitors, 

Deaths from Gascous Poisoning.—In a reply on December 19th 
to Mr. Bowerman, Mr. Hersert WituiaMs said that in 1913 there 
were registered in England and Wales 89 accidental deaths from 
aseous poisoning, 40 being from coal gas, and 160 suicides by gas, 
30 being by coal gas. In 1927 the comparable figures were: 
Accidental deaths from gas, 195 (148 from coal gas); suicides by 
gas $98 (994 from coal gas), Mr. Bowerman asserted that since 
the war the percentage of carbon monoxide in coal gas had been 
raised from toe cent. to 15 or 20 per cent. He asked whether 
steps could be taken to ensure thermal efficiency in some manner 
less dangerous to the public. Mr, Wruiams replied that the 
increase in the content of carbon monoxide was due to the increased 
use of water gas, a development which had many advantages. The 
possibility of safeguards against carbon monoxide had been con- 
sidered by various committees and by the gas industry, but the 
problem was far from easy. 


Venereal Diseasc.—Answering Mr. Ellis Davies on December 
19th, Sir Kixcstey Woop said that in England and Wales during 
1927 cases of venereal disease dealt with for the first time. at 
treatment centres equalled 21.5 per 10,000 of the pepeeten. In 
the county of Carnarvon the proportion was 6.5 per 10,000. These 
figures included large numbers who had been infected some time 
before they attended at a treatment centre. : 


Mortality of Disabled Ex-scrrice Mcn.—Mr. Tryow told Lord 
Sandon, on December 13th, that there was no record of the 
mortality of ex-service men at large as distinct from the general 
population. The death rate for the whole body of. disabled 
officers and men was estimated for the current year at about 


15 per 1,000. This was probably higher than the death rate 
among the general male population of -similar age, as would be 
expected. 


Notes in Brief. 

Sir Laming Worthington-Evans reports that the numbers of 
men discharged from the army because they were suffering from 
tuberculous disease were: in 1924, 174; in 1925, 227; in 1926, 223; 
in 1927, 201. The last two figures include men discharged from 
the Reserve or Territorial Army for the same reason, The number 
of cases accepted as attributable to military service, and awarded 
pensions, was : in 1924, 43; in 1925, 26; in 1926, 67; in 1927, 53. 

Sir Kingsley Wood stated on December 19th that on December 
1st more than 21,000 patients were receiving residential treatment 
for tuberculosis from local authorities in England and Wales. On 
that date 2541 persons had been awaiting such treatment for 
more than ten days. f ; 

Dr. Elliot states that so far as national health insurance is con- 


cerned it has never been the practice to publish Scottish 
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decisions, but that the whole question of appeal procedure under 
the Health Insurance and the Widows’ Pensions Kets will shortly- 
come up for review. 

The Home Secretary is advised that he has no power to give 
retrospective application to the regulations for granting com- 
pensation to men disabled by silicosis. 

There is not sufficient evidence to warrant a general conclusion 
about the effect on health of work in basement rooms by clerks 
and warehouse staffs, and Mr. Chamberlain cannot promise a 
special investigation at present, but he remarks that local authori- 
ties have power to deal with insanitary conditions. 


Obituarn. 
JOSEPH PRIESTLEY, M.D., D.P.H., 

Late Medica} Officer of Health to the Borough of Lambeth. 
Tue public health world in particular and his many friends 
heard with deep regret of the death of Dr. Joseph 
Priestley on December 15th. 

Joseph Priestley, who was a descendant of the discoverer 


of oxygen, was born in 1859, and received his medical. 


education at Edinburgh, where he graduated M.B., C.M., 
in 1883, obtaining the diploma M.R.C.S.Eng. in the same 
year. He proceeded M.D. with honours in 1886, and four 
years later became D.P.H.Camb. He devoted himself at 
first to clinical practice, and held the posts of house- 
surgeon to the Royal Infirmary at Manchester, clinical 
assistant to the Brompton, Great Ormond Street, and 
Royal Westminster Ophthalmic Hospitals, and intern at 
the Rotunda Hospital, Dublin. After a period of private 
practice at Twickenham he went to Camberwell as medical 
officer of health, and subsequently became medical officer 
and public analyst to the borough of Leicester. There he 
made a name for himself by courageous and effective 
reforms, and so reached Lambeth in 1895 with a reputation 
already high. 

Here, for thirty-two years, his exceptional .energy and 
ability found suitable outlets in the control, or develop- 
ment, of many great health measures. He was prominent 
in stamping out a serious small-pox epidemic, which in- 
vaded the metropolis in 1902, in so far as Lambeth was 
concerned. He took an active part in closing many 
dilapidated and worn-out properties, and attending, as an 
expert witness, various public inquiries with regard to 
condemned areas. He promoted the establishing of dis- 
pensaries for tuberculosis, and conducted investigations 
with regard to food poisoning. He brought about the 
provision of many welfare centres throughout the borough 
and also a maternity home and a milk depot. When he 
retired last year he was presented by his medical col- 
leagues and friends in Lambeth with a silver salver as 
a token of their warm regard for him and high estimation 
of his services. 

Never parochially minded, he had a wide range of 
interests. He was a foreign member of the Société 
d’Hygiéne, and a Fellow and lecturer of the Royal Sanitary 
Institute. He had also held the appointments of assistant 
examiner in hygiene, South Kensington, lecturer on hygiene 
to the Jenner Institute, honorary secretary to the Society 
of Medical Officers of Health, and lecturer to the St. John 
Ambulance Association. His work lives on in the memory 
of his many admirers, and Lambeth is his best testimonial. 


THE LATE DR. J. McASKILL HENDERSON, 
Dr. H. E. Macex (Aberdeen) writes: 

The untimely death of Dr. John McAskili Henderson has 
spread a gloom over a wide circle both in this country and 
in Kenya, and has cut short a life full of great promise. As 
a student in the University of Edinburgh he had a distinguished 
career, graduating in arts, science, and medicine. He was 
prominent in the social life of the University, and was for 
varying periods president of the 8.R.C., the Union, and of 
the Celtic Society. During the war he was employed as a 
chemist in a munition factory, having been rejected for military 
service. After graduating in 1922 he engaged for some time 
in general practice in Glasgow, and then decided to take up 
research as a career. He came to the Rowett Institute at the 
end of 1923, and worked on the effects of ultra-violet light on 


metabolism, and on problems connected with lactation. He 
had just begun to investigate the metabolism of iodine when 
he went out to Kenya with other medical and agricultural 
graduates from Aberdeen, in charge of the medical team to 
conduct an inquiry into nutritional problems in that colony. 
His work there was characterized by the same enthusiasm, 
thoroughness, and sound judgement as had been the case in 
Aberdeen, and it has thrown a new light on many problems 
concerning the health of the native. He had just concluded his 
experiments, and was about to leave for Aberdeen to attend 
to the publication of his results, when he contracted the disease 
which proved fatal. While his results remain as a contribution 
to medical science, the ideas derived from them by a foreseeing 
and constructive mind lie buried with him. Henderson had 
a remarkable flow of English at his command, both in its 
written and spoken form. He was always precise and lucid. 
His published articles are a delight to read, and his ability 
as a speaker will be long remembered. He was a man of 
extremely wide interests and of great broadness of mind. He 
was well versed in literature, music, and art, and was himself 
no mean exponent with the brush and pencil. His ready wit, 
his great fund of anecdotes, and amiable personality will be 
missed in the many social gatherings he attended. Great 
sympathy-is felt for his young widow and his relatives. 


Dr. Francis W. EF. Hare died at Beckenham on Decem- 
ber 9th at the age of 72. He was born in Dublin, and 
from Fettes College, Edinburgh, went to study medicine 
in London, first at St. Thomas’s Hospital and afterwards 
at St. Mary’s. He obtained the M.R.C.S.Eng. diploma in 
1879, and the M.B. degree of the University of Durham 
in 1884, proceeding M.D. in 1891. After some years in 
Australia, where he acted as medical superintendent of 
Charters Towers Hospital, resident medical officer of the 
Brisbane General Hospital, and inspector of civil hospitals 
in Queensland, Dr. Hare returned to England in 1904, and 
became medical superintendent of the Norwood Sana- 
torium, a post he held for over twenty years. ‘The fruits 
of his wide experience in the care of patients suffering 
from alcoholism and drug addiction were set out in a book 
published in 1912 under the title Alcoholism: Its Clinical 
Aspects and Treatment. An earlier work from his pen, 
the Food Factor in Disease, was published in two volumes 


in 1905. 


We regret to announce the death of Dr. Donato Crarg, 
at Sydney, on October 12th. Dr. Clark, who received his 
medical education at Glasgow, and graduated M.B., Ch.B. 
in 1908, settled in Salonika after the war, where he was 
consulting medical officer to the British consul. He 
devoted himself unsparingly to the medical supervision of 
the large number of refugees who went to this town, par- 
ticularly after the Smyrna disaster, and was appointed 
director of the Harman Keui Hospital, which was opened 
for them. The incessant strain of the work and chronic 
malarial digease took a heavy toll of his strength, and he 
never regained full health, though he was able to do a 
certain amount of medical work when he left Greece and 
went to live in Sydney two years ago. 


The Serbires. 


Tue Royal Naval Volunteer Reserve Officers’ Decoration has been 
awarded to Surgeon Commander L. 8S. Ashcroft. 


ROYAL ARMY MEDICAL COLLEGE PRIZES. 
Tue following prizes have been awarded to the officers of the 
last Junior Officers’ Class at the Royal Army Medical College. 


Herbert. Prize (for highest aggregate): Lieutenant E. S. 8. Lucas, 
I.M.S. (St. Thomas's). irst Montefiore Prize in Military Surgery: 
Lieutenant E. S. S. Lucas, I.M.S. Second Montefiore Prize in Military 
Surgery: Lieutenant G. L. Grieve, R.A.M.C. (Glasgow University). 
Ranald Martin Prize in Tropical Medicine: Lieutenant M. R. Sinclair, 
I.M.S. (Cambridge and St. Bartholomew’s). Parkes Memorial Prize im 
Hygiene: Lieutenant G. L. Grieve, R.A.M.C., and Lieutenant H. W,. 
Farrell, I.M.S. (University College, Dublin) (equal). Tulloch Memorial 


Prize in Pathology: Lieutenant A. T. H. Marsden, R.A.M.C. COniveree 


of Durham). Fayrer Memorial Prize in Pathology: Lieutenant V. E. 
Lee, I.M.S. (R.C.S., Ireland). Marshall Webb Prize (Medical Admini 
tration): Lieutenant A. T. H. Marsden, R.A.M.C 
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Gnibersities and Colleges. 


UNIVERSITY OF OXFORD. 
A War Memorial Medical Scholarship at University College has 
been awarded to B. B. Hickey. 


UNIVERSITY OF CAMBRIDGE. 


Ata congregation held on December 19th the following medical 
degrees were conferred : 


M.B., B.Co1r.—M. T. Clegg. 
B.Cutr.—L. R, Janes, 


THE following candidates have been approved at the examination 
indicated: 


TuIrp M.B.—(Part I, Surgery, Midwifery, and Gynaecology): C. M. 
Barker, F. G. Booker, J. V. Broad, C. J. M. Dawkins, E. L. Edmond- 
son, J. 8. 8. Fairley, W. R. Forrester Wood, J. C. Gordon, A. C. de B. 
Helme, C. Hill, J. H. Hopper, M. C. Hounsfield, T. A. A. Hunter, 
L. R. Janes, W. E. Joseph, P. G. S. Kennedy, R. W. Knowlton, 
O. L. Lander, J. F. V. Lart, G. E. Lewis, T. K. S. Lyle, Ff. H. McCay, 
A. D. Morton, E. J. Neill, W. G. Oakley, J. A. Pocock, W. Radcliffe, 
G. L. Robinson, J. W. Shackle, D. M. Stern, H. Taylor, V. Thorne 
Thorne, G. W. Willcox, A. W. Williams, L. K. Wills, G. N. Wood, 
B. Wright; Women—A. B. Field, F. Ram, B. M. Willmott, K. Wilson. 
(Part If, Principles and Practiceof Physic, Pathology, and Pharma- 
cology): M. E. Albury, H. F. Bateman, C. F. Brockington, F. Bush, 
E. Clayton-Jones, A. J. Dix-Perkin, R. M. Dowdeswell, A. G. Eddison, 
W. A. Elliston, L. Foulds, C. A. Francis, J. lL. Franklin, R. Galli- 
more, E. L. Graff, J. M. Graham, L. T. Hilliard, 8. Hodkinson, 
8. D. Isaacs, W. E. Joseph, J. C. F. Lloyd-Williamson, A. Maberly, 
H. Mallinson, J. K. Moore, J. B. Murray, J. D. R. Murray, J. L. New- 
man, E. A. E. Palmer, L. 8S. Penrose. G. W. Pimb!ett, J. H. Rich- 
mond, G. L. Robinson, J. I. Sapwell, S. W. Savage, C. W. Shaw, 
W. H. Simonds, FE. T. O. Slater, C. L. Stéte, H. S. Taylor Young, 
I. C. C. Tehaperoff, W. E. Underwood, J. H. Wainwriszht, ’. H. Ward, 
G. W. Willcox, L. B. Winter; Women—M. H. D. Carr, J. R. Lees. 


UNIVERSITY OF LONDON. 
Tar degree of D.Sc. in Medical Statistics has been conferred upon 
Professor Major Greenwood, F.R.C.P., for a thesis entitled ‘* Laws 
of mortality from the biological point of view.” 


UNIVERSITY OF LEEDS. 


Ine following candidates have been approved at the examinations 
ndicated : 


Fixnau M.B., Ca.B.—(Part ITD): T. G. Clarke, J. Donovan, L. B. Flather, 
H. T. Knowles, Margaret F. Robertson, S. Simon. (Part III): 
'T. L. Owen, *N. Pyecroft, *J. O. Terry, S. G. Bedford, S. Bregman, 
A. Dalby, J. Donovan, Dorothy Halstead, C. R. Hiley, H. Hopkin- 
son, W. E. L. Lawson, R. J. H. Raines, D. R. Riddell, Doreen M. 
Robertshaw, L. Smith. 

D.P.H.—Fannie Hirst, W. A. D. Lawson. 

D.P.M.—D. K. Bruce, D. Perk. 


* With second-class honours. 


The West Riding Panel Practitioners’ Prize in Medicine has 
been awarded to L. Owen. 


UNIVERSITY OF SHEFFIELD. 


The following candidates have been approved at the examinations 
indicated 


M.D.—D. Guest. 

Finau M.B., Cu.B.—(Part ID): Doris Butler, Dorothy Colver, J. D. Gray. 
(Part1): W. H. Carlisle, F. Eilis, R. B. Gould, Iris M. Moody (with 
distinction in Forensic Medicine), T. H. Pullar (with distinction in 
Forensic Medicine and in Public Health), I. Slesnick, Ethel H. 
Waddy, J. H. Wilbourn. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
Six Hunterian lectures on the anatomy and evolution of the human 
brain will be delivered by Sir Arthur Keith, F.R.S., in the theatre 
of the Royal College of Surgeons of England, Lincoln’s Inn Fields, 
W.C., on Mondays, Wednesdays, and Fridays at 5 p.m., com- 
mencing on January 14th, 1929. The first lecture will consist of a 
sketch of the present knowledge regarding evolution of the brain 
in higher primates; the second will deal with the growth of the 
human brain and a discussion as to the significance of the mass; 
the third will define the present state of knowledge concerning the 
cortical areas of the human brain; the fourth will be devoted to 
recent studies of the brains of men of outstanding ability and 
Asurvey of the general results obtained by such studies; the fifth 
Will comprise a study of the brains of the microcephalic idiots 
and what can be learned therefrom; and the last lecture, on 
January 25th, 1929, will discuss endocranial casts from fossil skulls 
and the light they throw on the evolution of the brain of man, 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH. 
THE following 31 candidates, out of 89 entered, who passed the 
requisite examinations were admitted Fellows on December 18th : 


B. Adlington, L. ‘T. Barclay, J. A. Bingham, J. G. Bogle, N. E. H. Box, 
A. W. Bowles, W. G. S. Brown, E. L. Button, D. Cameron, S. Dayal, 
D. Fettes, H. W. Fitzgerald, J. C. Forsyth, J. A. E. M. Hadley, 
Constance I. Ham, Muriel G. Henderson, D. Lamont, A. Macdonald, 
T. G. Millar, N. Pal, S. Roy, C. D. Read, B. W. B. Riley. C. P. Robin- 
son, G. Saint, T. B. Seed, S. 8. Sen, E. L. Sergeant, H. K. L. Vaidya, 
R. K. White, T. V. Woods. 


Medical Nelus. 


ACTIVE steps are being taken by the Asthma Research 
Council, with the approval of the Ministry of Health, to 
organize research into asthma and the diseases commonly 
associated with it, including hay fever, eczema, and urticaria. 
It is estimated that there are over 200,000 sufferers from 
asthma in Great Britain; in at least 50 per cent. of cases the 
disease begins in childhood. The ‘ Halley Stewart ”’ Trust, 
which was founded in December, 1924, to advance religion 
and edueation and to promote charitable objects, has made 
a grant of £2,500 to the Asthma Research Council for the 
establishment of special asthma clinics at Guy’s Hospital 
and Great Ormond Street Hospital for Sick Children. The 
Lord Mayor of London will preside at a meeting at the 
Mansion House on January 15th, at 3 p.m., to inaugurate 
a national fund to-provide and endow asthma research clinics 
at other London hospitals and in many of the large provincial 
towns, including Manchester, Liverpool, Glasgow, Birming- 
ham, Bristol, Leeds, and Belfast. The meeting will be 
open to asthma sufferers and their relatives and to others 
interested in the subject; those desiring to attend should 
communicate with the Secretary, Asthma Research Council. 
London Clinic, Ranelagh Road, 8.W.1. 

THE Central Midwives Board for England and Wales met 
on December 6th, with Sir Frarcis Champneys in the chair. 
A special penal session was followed by the ordinary monthly 
meeting. Consideration was given to the Local Government 
Bill, 1928, as it affects the supervision of midwives. The 
dates for meetings for 1929 were arranged for the first Thurs- 
day in each month, with the exception July 18th; no meetings 
will be held in August or September. The secretary reported 
that there were 14 per cent. of failuves at the last examination. 

THE National Council for Mental Hygiene has arranged a 
series of eight lectures, to be delivered on successive Wednes- 
days, at 5 p.m., at the rooms of the Medical Society of London, 
11, Chandos Street, Cavendish Square, W.1. The first lecture, 
entitled ‘*‘ Dangerous Ages—Childhood,’’ will be given by Dr. 
J. A. Hadfield,.on January 23rd, 1929. Tickets (price 1s. 6d. 
each, or 10s. for the course) may be obtained from the 
Secretary, National Council for Mental Hygiene, 78, Chandos 
House, Palmer Street, 8. W.1. 

THE Mental After-Care Association, which was founded 
in 1879 and is the only charity of its kind in the United 
Kingdom, is appealing for funds to cariy on the work of 
caring for mental convalescents. Last year the association 
dealt with about 2,000 cases, and its work is expanding 
steadily, as an increasing number of persons are being 
referred to it by the committees and medical superintendents 
of mental hospitals. Local associations are being set up in 
many parts of the country. The association arranges con- 
valescent accommodation where required, provides material 
assistance, secures employment, reports upon cases, and 
in other ways assists in the rehabilitation of persons 
discharged from mental hospitals. Information may be 
obtained from the Secretary, Miss E. D. Vickers, Church 

use, Westminster. 

THE Home Secretary announces that in pursuance of the 
International Opium Convention of 1925 he has made new 
regulations under the Dangerous Drugs Acts. Consolidated 
regulations, replacing those now in force and including the 
drugs brought in by the Convention, will come into force on 
January Ist, 1929. On and after that date, in addition to 
drugs which are already controlled, coca leaves, Indian hemp 
(including the resins, extracts, and tinctures), and prepara- 
tions containing less than 0.1 per cent. of diacetylmorphine 
(heroin), can be dealt in only by persons licensed or authorized 
by the Secretary of State. 

As a result of the four performances of Dr. John Fergus’s 
comedy, Healing Waters, given in the Athenaeum Theatre, 
Glasgow, in November, a sum of £250, the amount realized 
after paying expenses, has been handed over by the 
Albany Players to the Glasgow Branch of the Royal Medical 
Benevolent Fund Guild. The play was a marked success, 
the theatre being crowded throughout the production ; mem- 
bers of the medical profession constituted a large part of the 
audiences. 

A POST-GRADUATE course to be held in Vienna from 
February 18th to March 2nd will deal with diseases of the 
digestive organs and of the metabolism. At the conclusion 
of the course six days will be devoted to special clinical 
instruction. Other courses to be held next year include: 
surgery, orthopaedics, ante-natal treatment, gynaecology, 
and urology, in the first fortnight of June; the latest de- 
velopments in medicine, in September and October; and a 
course on the internal secretions from November 25th to 
December 8th. From May 2lst to June 29th there will 
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LETTERS, NOTES, AND ANSWERS. Dg 


be a course in English of systematic training in neurology 
and psychiatry at Professor Wagner von Jauregg’s neuro- 
psychiatric clinic and at the Neurological Institute of Pro- 
fessor Marburg, under the auspices of the American Medical 
Association of Vienna. Further information may be obtained 
from Dr. E. Spiegel, Falkstrasse 3, Vienna I. 

THE International Labour Office has published five more 
leaflets, Nos. 129 to 133, dealing with noises, the timber 
industry, explosives, metal grinding and polishing, and 
radium and radio-active substances. They may be obtained 
from the director of the London .office of this organization, 
12, Victoria Street, S.W.1. 

THE first International Hospital Congress will be held at 
Atlantic City, U.S.A., from June 12th to 19th, 1929, and will 
be attended by hospital doctors, nurses, superintendents, 
architects, and engineers. The subscription is five dollars. 
Farther information can be obtained from Dr. René Sand, 
2, Avenue Velasquez, Paris. 

THE nineteenth congress of the Italian Phreniatric Society 
will be held at Ferrara in 1929, when the following subjects 
will be discussed: temperament and character in psychiatry, 
introduced by Montesano and Kolylinsky ; and fresh problems 
in psychiatry, with special reference to mental hygiene, 
introduced by Beranini, Modena, and Tumati. 

BERLIN had a slight excess of deaths over births in 1926, 
and the excess was greater in 1927, when the total number of 
Births was 42,696 and of deaths 48,742. Owing, however, to 
the excess of immigrants over emigrants, who amounted to 
81,132 last year, the city continues to grow. 

THE centenary of the foundation of the Psychiatric Institute 
of Palermo, of which Professor Giovanni Dotto has been 
the director for the last thirty years, has recently been 
celebrated. 

PROFESSOR ADOLF WINDAUS of Gittingen, the discoverer 


' of ergosterin, has been awarded the 1928 Nobel prize for 
_chemistry. 


Notes, and Anstuers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Mcdical Journal 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
_as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBERS of the British Medical Association 
and the British Medical Journal are MUSEUM 9861, 9862, 9868, 
and 9864 (internal exchange, four lines). 

The TELEGRAPHIC “ADDRESSES are: 

— of the British Medical Journal, Aitiology Westcent, 
ondon, 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.),. Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the Irish Office of the British Medical Association 
is 16, South Frederick Street, Dublin (telegrams : Bacillus, 
Dublin; telephone : 62550 Dublin), and of the Scottish Office, 
“7, Drumsheugh Gardens, Edinburgh (telegrams: ‘Associate, 
Edinburgh; telephone 24361 Edinburgh). ; 


QUERIES AND ANSWERS. 


TREATMENT OF MEMBRANOUS COLITIS. 

“ A CounTRY Doctor ”’ asks for suggestions for the treatment of 

a long-standing case of membranous colitis in a woman aged 33. 
Repeated doses of castor oil by mouth and olive oil and plain 
‘Water enemata give relief, but only temporarily. All forms of 

dieting suggested have been tried, including one of milk and 
bananas only. The attacks usually last four to five weeks; they 
are followed by eight to ten days of good health, and recurrence 
ensues without apparent cause. The patient is otherwise fit and 
not of a neurotic type. 
; INCOME Tax. 
Obsolescence Allowance. 

“© J.C.” refers to a reply to an inquiry from him which appeared 
in our issue of November 10th (p. 878), and encloses the inspector’s 
reply to his further communications. 

*,* The inspector has referred the point to his headquarters, 
and the Inland Revenue Department evidently intend to stand 


firm on the strict verbal construction of the rule—that is, in the 
case of an obsolescence claim regard can be had only to “ the cost 
of the car replaced,’’ even when that represented a temporary 
falling off in the standard of car equipment of the practice. 
The result in such circumstances is inequitable, except that the 
depreciation allowance, which can be simultaneously claimed, 
will restore the equity over a period of years. We cannot advise 
“J.C.” to carry the matter further. 


LETTERS, NOTES, ETC. 


THe Civit, POPULATION AND CHEMICAL WARFARE. 

Dr. F. R. HumpHreEys (Wokingham) has prepared for the use 
of the St. John Ambulance Association a pamphlet on the 
Protection of the Civil Popilation in Chemical Warfare, which has 
received the approval of the Chemical Warfare Research Depart- 
ment at the War Office. The pamphlet, which is of a practical 
nature, discusses the protection rendered by gas-tight rooms, 
and the first-aid measures for gassed or wounded civilians, 
Interesting information is given about the way in which ground, 
houses, food, and clothing may be contaminated by poison gas, 
and details of decontamination processes are supplied. Although 
it is not easy to anticipate all the various difficult conditions 
which would result from gas attacks on large towns, yet this 

amphlet can be recommended to the attention of medical prac- 

itioners who would in such circumstances find themselves 
faced by exacting duties and puzzling situations. The pamphlet 
(price 3d.) may be obtained from the St. John Ambulance Asso- 
ciation, St. John’s Gate, Clerkenwell, E.C.1. 


Sop1uM NUCLEINATE AND PNEUMONIA. 

Dr. S. A. MonTGOMERY (Cleethorpes! writes: Having seen the 
virtues of sodium nucleinate praised from time to time by 
contributors to the British Medical Journal, I tried it in one of 
my own patients, in the hope that it might shorten a lobar 

neumonia and possibly prevent an empyema from developing. 
ihe first injection of 3/4 grain was given about twenty-four hours 
from the onset, and then similar amounts at four-hour intervals 
till 3 grains in all had been injected. Morphine and strychnine 
1/60 grain were also given for the first three or four nights, to 
ensure rest and sleep. Far from there being an early crisis, 
even at the end of eleven days there was no sign of the tempera- 
ture falling to normal. The patient’s condition began rapidly to 
deteriorate, with marked falling off of appetite, a spasmodie 
coughing, and retching, yet no purulent material appeared in 
the sputum. The presence of pus in the pleural cavity was nob 
confirmed by needling various interspaces with a long serum 
needle. As the patieut’s condition was growing steadily worse, 

a rib was resected; on opening into the pleural cavity seve 
adhesions were found, but still no pus, so it was decided to insert 
a drain and leave it. After another three days purulent material 
poured out through the tube, the temperature rapidly fell to 
normal, and the condition quickly improved. Dr. Muir of Hull, 
who saw the patient, agreed that it was a case of interiobar 
empyema. The patient was a strong athletic man, aged 40, and 
in perfect health prior to the onset of pneumonia. 


THE CAMPAIGN AGAINST TUBERCULOSIS. Pi 
Dr. A. W. CrAWFoRD (Bolton) writes: In your report on 
October 20th (p. 714) of the Conference of the National Associa 
tion for the Prevention of Tuberculosis I noticed that the 
American Indian suffered from tuberculosis in epidemic form, 
but there was no word about the origin or how the bacillus was 
propagated. This was surely an opportunity lost. We have nob 
et found any means by which the disease, once established, cath 
eradicated, so that all our methods of treatment are simply 
tentative. I suggest that the following points should receive some 
attention. Do human beings pass on the disease from one #@ 
another?y Do the lower auimals do so? Do human beings 
transmit the disease to the lower animals? Do the lowet 
animals return it tothe human? To settle these points, in my 
opinion, would be a step towards the clucidation of the problem 
Our present methods are like plucking the leaves off a tree antl 
allowing the tree to grow. 


1929 Motor LicENCEs. 

To assist motorists the Automobile Association has issued a booky 
Your Motor Taz at a Glance, which shows the amounts due for 
licences, according to horse-power, either for the year or shorter 

eriods. Information is also given concerning rebates obtainable 
in respect of old cars, refunds for surrendered licences, and thé 
rocedure for renewing. licences. It is well to remember that 
he authorities are granting fourteen days’ grace for the renewal 
of licences, and that vehicles used during this period of grace 
become liable to taxation. Copies of the booklet may bé 
obtained upon application by postcard to the Seéretary, thé 
Automobile Association, Fanum House, New Coventry St 

W.1, or to any of the A.A. area offices. 

VACANCIES, 

NOTIFICATIONS of offices vacant in universities, medical colleges 
and of vacant resident and other appointments at hospitals, will 
be found at pages 34, 36, 37, 39, and 40 of our advertisement 
columns, and advertisements as to assistantships 
and locumtenencies at pages 38 and 39. ; “ 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 280. 
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